
1. RE: January 18 Board Webinar
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<TJRaymond@aol.com>, Donna Martin <donnasmartin@gmail.com>,
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<jojodantone@aol.com>, Marcy Kyle <bkyle@roadrunner.com>,

dwheller@mindspring.com <dwheller@mindspring.com>, Dianne Polly

<diannepolly@gmail.com>, Kevin Sauer <ksauerrdn@gmail.com>, Ellen

Shanley <elshanley@gmail.com>, Hope Barkoukis

<Hope.Barkoukis@case.edu>, Milton Stokes <miltonstokes@gmail.com>,
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<brantley.susan@gmail.com>, Marty Yadrick <myadrick@computrition.com>,
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Cc: Executive Team Mailbox <ExecutiveTeamMailbox@eatright.org>, Mary

Gregoire <mgregoire@eatright.org>, Chris Reidy <CREIDY@eatright.org>,

Sharon McCauley <smccauley@eatright.org>, Susie Burns

<Sburns@eatright.org>

Hidden

recipients:

dmartin@burke.k12.ga.us

Sent Date: Jan 16, 2019 15:03:55

Subject: RE: January 18 Board Webinar

Attachment: Att 2.0 Committee Restructure Proposal rev011619.pdf
000 Combined January 18, 2019 Board Packet Revised 01162019.pdf

Marsha asked that I share with you a new revision she made to agenda item 2.0 – Committee

Restructure Proposal. The revised document and an updated complete PDF of the webinar packet

are attached and have been uploaded to the Board of Directors Communications platform. Please

click here and enter your Academy website username and password to access the attachments on

the Board portal. Also available on the portal is a PDF copy of the slide decks that will be

presented on Friday which can be viewed here.  

 

Best regards,

 

Joan
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BOARD OF DIRECTORS MEETING 


AGENDA ITEM SUMMARY 


DATE: January 18, 2019 


AGENDA TOPIC: Committee Restructure Proposal AGENDA 


ITEM: 
2.0 


CONTRIBUTES TO ACHIEVEMENT OF: 


  Strategic Plan Focus Area(s) 


 Prevention and Well-being 


 Health Care and Health Systems  


 Food and Nutrition Safety and Security 


  Strategies 


 Research 


 Advocacy and Communications 


 Professional Development 


 Workforce Capacity and Opportunities 


Revised 011619
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BACKGROUND 


Historically, the Board of Directors (BOD) conducts an evaluation of the Academy’s committees every three years to 
address issues of uniformity in treatment and effectiveness. This evaluation took a Return on Investment (ROI) 
approach, gathering data on monies spent to support committees compared to outputs produced. The last evaluation 
was initiated in November/December 2013 and culminated in approval by the BOD in January 2015 of several 
recommendations, including several aimed to provide a new way of managing the work of committees. As part of that 
evaluation, the division of committees into HOD committees, Joint HOD/BOD committees and BOD committees was 
eliminated, with all committees reporting to both the BOD and HOD. It was noted that committees who require action 
to be taken by the HOD or BOD would consider whether the issue is a practice issue or an organizational issue. All 
practice issues would be handled by the HOD (submitted to the HLT) and all organization issues would be addressed by 
the BOD.  


While the next evaluation was scheduled for December 2016, it was intentionally delayed recognizing the Second 
Century initiative would ultimately result in a new Academy Strategic Plan. In May 2018, CEO Pat Babjak appointed a 
task force under the E-team to conduct a committee evaluation. Task force members included Pat Babjak, Mary Beth 
Whalen, Marsha Schofield, Diane Enos and Doris Acosta. Taking a new approach to the task, the task force took at 
“zero-based budgeting” approach and focused on what type of work needs to be done via committees to help execute 
the Academy’s Strategic Plan. In concert with these efforts, another task force under the E-team was charged with 
revising and streamlining the Academy Definitions for Committee Functions. 


The Committee Evaluation Strategy Task Force conducted the following activities to develop their final 
recommendations: 


1. Committee Evaluation Survey: Sent to E-team, committee staff partners and all Academy Directors. Seventeen
staff completed the survey (Note: 1 team provided collective input). 


2. Map and Gap Exercise: List of current committees and their year-end reports to the BOD were mapped to the
new Strategic Plan and initiatives from the Nutrition Impact Summit to look at alignment and potential 
unnecessary overlap in work.  


The task force discussed BOD oversight of committees and accountability – is it accomplished via BOD liaisons or some 
other mechanism? Finally, the task force affirmed the importance of committees as an opportunity for leadership 
development and the continued need to standardize committee appointments and operations as much as possible. To 
that end, the President, President-elect, Past President, Speaker, Speaker-elect, and Past-Speaker have already 
approved a proposal to shift operations of the Legislative and Public Policy Committee, Academy Political Action 
Committee, and Consumer Protection and Licensure Subcommittee from the calendar year to the Academy program 
year. 


The Definitions for Committee Functions Task Force streamlined and revised the 5 existing definitions (committee, 
subcommittee, workgroup, task force, ad hoc/ad hoc committee) into 3 definitions to provide clarity and simplicity 
(See Attachment A). The revised definitions were approved by the President, President-elect, Past-President, Speaker, 
Speaker-elect, and Past Speaker via conference call in November 2018. Staff proposals to create new subcommittees 
will be vetted by CEO and Senior Director Governance before bringing to the BOD (or BOD Executive Committee) for 
approval. Subcommittee members would be appointed by the main committee based on an inclusive and objective 
process. 


ALTERNATIVES AND/OR DISCUSSION POINTS 


ORGANIZATIONAL CAPACITY 


Human Resource Implications: None 


Financial Implications: Anticipated cost savings due to elimination of 1-2 committees and some BOD liaisons to 


committees. 


  Budgeted   No Financial Impact 
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  Unbudgeted: 


 Approved by the CEO on ________   (date) 


  Approved by the Finance Committee on ________   (date) 


  Forwarded without recommendation by the   CEO           Finance Committee 


CONSIDERATIONS FOR PROCEEDING/NOT PROCEEDING 


OBJECTIVE(S)/EXPECTED OUTCOME(S)/RECOMMENDATION(S) 


That the Board consider approving the following recommended changes to the Academy’s current committee structure: 
1. Extend date for elimination of the Nutrition Informatics Committee by one year


Rationale: At its May 2018 meeting, the BOD approved formation of a Nutrition Informatics Dietetics Practice
Group effective FY20. The recommendation presented to and approved by the BOD at that time called for
elimination of this committee effective June 1, 2019. Recommend extending the date for elimination of the
committee by 1 year to FY21 to allow for effective transition (see Attachment B).


2. Eliminate Committee for Public Health/Community Nutrition effective June 1, 2019
Rationale: Extensive overlap between the Programs of Work of the committee and the Public
Health/Community Nutrition DPG. Needs are best addressed via the DPG based on broad extent of expertise.


3. Eliminate BOD Liaisons to Committees effective June 1, 2019
Rationale: The BOD should be operating at a strategic level and should not need to be intimately involved in
committee work and operations. It is the job of committee staff partners to identify when experts/resources
need to be brought to a committee meeting/conference call to address a specific need for information/advice.
Also, the practice has been for committee Chairs or committee Staff Partners to provide BOD updates to their
respective committees. All committee charges will be evaluated to determine when a BOD member is essential
to ongoing committee work. See Attachment C.


See Attachment D for a summary of current and proposed future committee structure. 


SUBMITTED BY: 


Pat Babjak 
Mary Beth Whalen 
Marsha Schofield 
Diane Enos 
Doris Acosta 
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Attachment A 


November 2018   


Council/Committee (Sub-Committee), Task Force Definitions and Functions 
Note: The following definitions apply to internal units of the Academy. They do not apply to administratively separate 
groups (i.e., CDR and ACEND). 


Term Definition/Description Criteria Example 


Committee/Council 


Appointed by 
President-elect and 
Speaker-elect 


A small deliberative group of 
members that is usually intended to 
remain subordinate to another, 
larger deliberative assembly, such as 
the Board of Directors (BOD) or 
House of Delegates (HOD). 
Defined as a group of individuals 
elected or selected from the 
Academy membership to do some 
assigned work collectively to address 
issues of importance to the 
organization and is not time limited.  
Different from other groups of 
people because it has this notion of 
specific or particular commitment. 


Duration:  Ongoing, until 
charge of BOD is complete or 
no longer needed. 


Members: Any Academy 
member appointed by 
Academy President-elect and 
Speaker-elect or elected by the 
general membership (applies 
to Nominating Committee 
only). 


A committee addresses issues of 
importance to the membership, such as 
informatics, quality practice, payment 
for services, membership, etc.  


Key Factor: Academy committees report 
to the Board of Directors  


Sub-committee 


Appointed by 
committee 


A smaller deliberative group of 
members assigned a specific set of 
functions of the actual committee by 
that committee.   


Duration:  Ongoing with 
defined functions written and 
approved by the committee. 
Creation of subcommittees 
require CEO approval. 


Members:  Any Academy 
member appointed by the 
committee, BOD or HOD.  A 
liaison from the committee 
should be included on the sub-
committee along with any 
other necessary links to 
committees. Committee is 
responsible for establishing an 
inclusive and objective process 
for making appointments. 


A report was recently released showing 
that your committee’s publications are 
not being marketed to appropriate 
target populations. This will be an 
ongoing process as new and different 
documents are published each month.  


Key Factor: Ongoing organization of the 
sub-committee with defined 
responsibilities. 


Task Force 


Appointed by 
committee 


A temporary group of members and 
non-members established to work on 
a single defined task or activity at the 
request of a committee, Board of 
Directors or House of Delegates. 


Duration:  Temporary until task 
is completed, at that point the 
task force is dissolved by the 
group that appointed them 
(i.e., committee, BOD or HOD).  
Duration determined on a 
case-by-case basis depending 
on complexity of the task. 


Members:  Two or more 
members or non-members (if 
RDN or NDTR, must be an 
Academy member) who are 
engaged in completing one 
specific task defined by the 
group making the request (i.e., 
committee, BOD or HOD).  
Appointed by the requesting 
group.  May or may not be 
members of the requesting 
group (i.e., committee, BOD or 
HOD). 


Prior to beginning a project to create a 
Scope of Practice for the DTR, two 
committee members volunteered to 
complete a survey of current DTR 
practices and roles in order to provide 
recommendations for role delineation 
within new healthcare delivery models. 


Key Factor: Task or project to be 
completed by committee appointees. 
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Attachment B 


To: Board of Directors, Academy of Nutrition and Dietetics 


From:  Nutrition Informatics Committee (NIC) 


Carrie M. Hamady, MS, RD, LD, Chair 


Kathleen Pellechia, RDN, Vice-Chair  


Lawrence S. Molinar, RD, LD, Past Chair 


Nicole Fox, MPH, RD 


Susan Evanchak, RD, LDN 


Clare Hicks, RDN 


Tamara Melton, MS, RDN, LD, CPHIMS 


Date:  December 18, 2018 


Re: Request for Continuation of the NIC for FY 2019-2020 


The purpose of this communication is to highlight the work of the NIC during FY 2018-2019 and request 


a continuation through FY 2019-2020. This will also outline how the NIC plans to support the formation 


of the Nutrition Informatics DPG (NIDPG), which will begin in June 2019, to ensure as much support as 


possible with a full year of overlap to promote the DPG’s success. Attached is the Plan of Work (POW) 


for FY 2018-2019 and 2019-2020. 


The NIDPG was proposed and accepted during FY 2017-2018 with development taking place during FY 


2018-2019. Several members of the NIC are also members of the NIDPG Planning Committee in order to 


guide and support the creation of resources and recruitment for the DPG to insure a successful launch in 


FY 2019-2020. The NIDPG will not have an Executive Committee during its first year therefore having 


the established leadership of the NIC in place to further ensure that Informatics related work will go 


uninterrupted is essential to a favorable outcome of this DPG in the future.  


The NIC will partner with the NIDPG planning committee for the rest of FY 2018-2019 to develop the 


following resources for the start of the DPG: the website, a webinar for summer 2019, a plan to re-instate 


The Feed blog, and “Tip Sheets” for those working in Informatics and those who desire to learn more.  


If an extension is granted during FY 2019-2020, the NIC will continue to support the NIDPG as it 


progresses to initiate a discussion listserv, routine newsletters, advocacy initiatives, and to develop FNCE 


sessions as well as a social media presence, and a delegate representative at the House of Delegates 


(HOD). Information from the two surveys detailed below (Informatics Survey and Educators Survey) will 


also inform the group for the needs of additional resources, which the NIC will partner with the NIDPG to 


produce. Any and all resources developed by the NIC during this time will be transferred to the NIDPG 


for the DPG’s use moving forward.  


For the FY 2018-2019, the NIC has been working on the following projects: 


 4th Iteration of the Nutrition Informatics Survey


 Nutrition and Dietetics Educators Survey


 Development of Resources for Nutrition Professionals both working in Informatics and those


desiring to move into Informatics positions


 Promotion of Informatics through webinars and conference presentations


The Nutrition Informatics Survey began in 2008 with follow-up surveys in 2011 and 2014. The 


development of the 4th iteration is in process now. This survey has evolved since the beginning of 


Informatics at the Academy. The current survey has been revised with efforts to compare specific 
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Attachment B 


questions across time, and retire questions that have “topped out” as driven by NIC evaluation and skills. 


The NIC is completing the methods and IRB application at this time and will submit in December 2018 


for Research, International, and Scientific Affairs (RISA) review. After RISA approval, it will go through 


IRB approval at Bowling Green State University before its planned distribution date in late February 


2019. Data collection will end in April 2019 with manuscript writing beginning in early June 2019. This 


process will take an estimated four months before submission to journals will occur, thereby taking the 


NIC into FY 2019-2020 in order to complete this project. 


The Nutrition and Dietetics Educators Survey is currently underway. The NIC distributed the survey to 


nutrition and dietetics educators and preceptors who work with accredited dietetics programs. The 


purpose of the survey was to identify how educators and preceptors would like to incorporate nutrition 


informatics in dietetics education and what resources are needed. The other goal was to assess barriers to 


teaching students about electronic medical records, the Nutrition Care Process, and nutrition informatics 


in order to determine the best means by which to provide materials to educators and preceptors. Once the 


survey is closed, the data will be analyzed. The analysis of data, development of resources, and potential 


for manuscript creation will take the committee in to the 2019-2020 FY. 


At present, there is little training in nutrition informatics; this needs to be developed and promoted as 


content from the Academy rather than as an offshoot of health informatics at an informatics organization. 


The skill level and practice of informatics should be driven by a collaborative group that represents the 


Academy and is based upon best practices in informatics. At present, many members have worked in a 


specific informatics area but still have limited knowledge and skills of informatics across other settings. 


Many publications from the Academy, such as the Council on Future Practice and past and current Mega-


Issues, have acknowledge the increase in technology and informatics within the profession. The 


Commission on Dietetics Registration (CDR) has also added Informatics as a Sphere of Competency 


(Sphere 5) for all practicing nutrition professionals. As a result, the NIC, as a committee of practitioners 


in various areas of informatics, have developed a slide deck for presentations by its members about 


Informatics in dietetics to bring attention to this growing aspect in the field of nutrition and dietetics. The 


Committee has also made a concerted effort to apply to conferences around the country to speak about 


informatics to raise awareness in this area. Webinars, as well as the Certificate of Training, have also been 


developed to increase the knowledge of RDNs and NDTRs with the end goal of possibly raising the 


percentage of practitioners in these roles overall. Informatics plays a role in every aspect of nutrition and 


dietetics, and as we move into the 21st Century, it is even more evident that nutrition professionals need to 


improve their knowledge and skills in the area of informatics.  


In conclusion, the NIC would like to ask the Academy Board of Directors to allow the committee to 


continue in its current capacity with its existing members listed above into FY 2019-2020 in order to 


complete the projects outlined in this request as well as to support the NIDPG during its inaugural year. 


As a Committee, we are committed to continue serving all upcoming and credentialed practitioners in 


Academy-lead informatics initiatives and to see through a flawless transfer of informatics initiatives from 


the Nutrition Informatics Committee to a robust Nutrition Informatics Dietetics Practice Group. Thank 


you for your consideration. 


cc: 


Alison Stieber, Chief Science Officer 


Marsha Schofield, Senior Director, Governance  


Constantina Papoutsakis, Senior Director, Nutrition and Dietetics Data Science Center 


Becky Gradl, Nutrition Informatics Manager 
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Nutrition Informatics Committee Program of Work 2018-2019 


 


Priority 1: Adoption of informatics concepts by all credentialed nutrition professionals to improve nutrition focused outcomes 


Priority 2: Informatics Educational Competencies and Continuing Education 


Priority 3: Nutrition Informatics Communication and Publications 


Projects Short Term Project Goals 


(2018 – 2019) 


Status / Notes Long Term Project Goals 


(FY 2019-2020) 


Nutrition Informatics Survey of all 


credentialed nutrition 


professionals and nutrition 


students. 


 Revise 2014 Survey


 Draft IRB Application for


Bowling Green State University


(BGSU)


 Draft Methods for recruitment


and sampling to send to the


Academy’s Research,


International, and Scientific


Affairs (RISA) division for


approval


 Obtain IRB approval from BGSU


 Obtain email list from


Commission on Dietetic


Registration (CDR) and the


Academy


 Administer survey to all


credentialed nutrition


professionals and nutrition


students


 Collect and analyze data


 Survey revised October 2018


 Methods drafted November 2018


 Draft IRB application and methods


to RISA December 2018


 Approval RISA January 2019


 Approval BGSU IRB January 2019


 Survey launch February 2019


 Finalize data collection end of


March 2019


 The analysis of the data will take


place during April-May 2019


 NIC members will begin work on the


manuscript(s) in June 2019 and


complete work by end of FY 2019-


2020 


 JAND or AMIA or other publication
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Nutrition Informatics Committee Program of Work 2018-2019 


Projects Short Term Project Goals 


(2018 – 2019) 


Status / Notes Long Term Project Goals 


(FY 2019-2020) 


Provide a slide deck for all NIC 


members’ presentations  


 Informatics slide deck available


on the portal for all members


 Encourage all NIC members to


apply at local, state, and


national conventions to


present on informatics


 Keep metrics on all NIC


member presentations


 Conferences applied:


CNM 
Ohio AND 


 Conferences accepted:


Ohio AND 


 C. Hamady to present at the Ohio


AND Conference in May 2019


 NIC and NIDPG member to apply for


FNCE presentation


 Transfer NIC resources to the DPG


and assist DPG with applying for


conferences


Create new Webinars  Partner with CNM DPG to host


a webinar in Spring 2019 on


Informatics


 NIC Members to reach out to


other DPGs that they are


affiliated with to discuss


possible collaborations for


future webinars


 T. Melton to contact CNM about


the proposal she had for their


symposium and making that into a


webinar


 Looking into late summer/early fall


to either create our own Webinar or


partner with a DPG on Informatics


in that particular practice area


 NIDPG to survey potential


members/new members about


webinar topics of interest; NIC


members to help create and deliver


webinars as content experts


Promote informatics 


competencies for nutrition and 


dietetics practitioners according to 


experience/skill. (media kit) 


 Partner with Commission on


Dietetics Registration to offer


CEUs for RDNs and NDTRs to


help meet competencies for


Sphere 5


 Promote the Informatics


Certificate


 Identify timing for meeting


planning for Affiliates, DPGs


and NDEP for NI speakers for


 Results from the Informatics


survey may drive some of this


 May need to do focus groups to


further determine appropriate


resources for practitioners


 Discussed one-page “Tip Sheets”


to have on Informatics Academy


Web Page to help practitioners


transition into Informatics jobs


 The focus groups, resources, “Tip


Sheets” and the like are all projects


that will be transitioned to the DPG


by end of FY 2019-2020
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Nutrition Informatics Committee Program of Work 2018-2019 


Projects Short Term Project Goals 


(2018 – 2019) 


Status / Notes Long Term Project Goals 


(FY 2019-2020) 


Affiliate, and DPG meetings 


and educational programs  


 2 tip sheets to be ready for the


DPG by Spring 2019


Provide easily available and cost 


effective training and/or resources 


for educators and students. 


 Create an Educator Survey


 Draft Methods for recruitment


and sampling to send to the


Academy’s Research,


International, and Scientific


Affairs (RISA) division for


approval


 Obtain approval from NDEP to


advertise the survey online and


at FNCE


 Draft IRB Application for


Bowling Green State University


(BGSU)


 Obtain IRB approval from BGSU


 Administer survey NDEP


 Collect and analyze data


 Survey created in August 2018


 Methods drafted September 2018


 Survey and methods approved by


RISA September 2018


 Approval by NDEP to advertise the


survey online and at FNCE


October 2018


 Approval by BGSU IRB October


2018 


 Survey launched October 2018


 Still collecting data


 Will finish data collection by the end


of the fiscal year


 Consider publication of data in


JAND


 Develop resource list for


development after data collection


 Transition plan for resource


development by end of FY 2019-


2020 


Improve Nutrition Informatics 


Communication and Awareness 


 Create and distribute a media


kit to DPGs and other partners


 Informatics Communications
subgroup is designing the media
kit to include downloadable PDFs


 Development of downloadable PDFs


and web assets will transition to


NIDPG by end of FY 2019-2020
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Nutrition Informatics Committee Program of Work 2018-2019 


 


Projects Short Term Project Goals 


(2018 – 2019) 


Status / Notes Long Term Project Goals 


(FY 2019-2020) 


 Redesign the Informatics


portion of the Academy’s


webpage


 Develop Web assets and social


media strategy to drive traffic


to Informatics webpage


 Webpage re-design to take place
before January 1, 2019


 Work with DPG planning
committee on how to re-establish
The Feed Blog with the NIDPG


 Work with the NIDPG to create web


content and develop an Informatics


webpage


 Develop plan with DGP for


discussion board, routine


newsletters, advocacy initiatives,


and social media presence


Professional Publications  Informatics Survey


 Educators Survey


 Solicit NIC members to


collaborate with ISC, DPG


members to write for


newsletters, journals, etc.


 Informatics survey and Educators’


survey data analysis and resource


development will be complete by


end of FY 2019-2020
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Attachment C 


Appointed BOD Liaisons to Committees 
(*Proposed to be eliminated) 


Academy Political Action Committee 


Committee for Public Health/Community Nutrition* 


Consumer Protection and Licensure Subcommittee 


Council on Future Practice* 


Council on Research*  


Diversity Committee*  


Honors Committee (BOD Director-at-Large)* 


Nutrition Services Payment Committee*  


Quality Management Committee* 


Committees with Designated BOD Member Representative 


(All proposed to be retained) 


Committee for Lifelong Learning 


Ethics Committee 


Finance and Audit Committee 


Honors Committee (Chair = Immediate Past President) 


Legislative and Public Policy Committee 


NDEP 
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Attachment D 


Summary of Proposed Academy Committee/Council Strategy 


*Committee continues in the future but not included on Committee Listing as it is a subgroup of the Board of
Directors 


**Includes Consumer Protection and Licensure Subcommittee 


C
u


rr
en


t Academy Political Action Committee


Board of Directors Executive Committee*


Committee for Lifelong Learning


Committe for Public Health/Community 
Nutrition


Consumer Protection and Licensure 
Subcommittee


Council on Future Practice


Council on Research


Diversity Committee


Ethics Committee


Finance and Audit Committee


Honors Committee


House of Delegates Leadership Team*


Interoperability and Standards Committee


Legislative and Public Policy Committee


Member Services Advisory Committee


Nominating Committee


Nutrition Care Process Research Outcomes 
Committee


Nutrition Informatics Committee


Nutrition Services Payment Committee


Quality Management Committee


Student Advisory Committee


Fu
tu


re


Academy Political Action Committee


Committee for Lifelong Learning


Council on Future Practice


Council on Research


Diversity and Inclusivity Committee


Ethics Committee


Finance and Audit Committee


Honors Committee


Interoperability and Standards 
Committee


Legislative and Public Policy 
Committee**


Member Services Advisory Committee


Nominating Committee


Nutrition Care Process Committee


Nutrition Informatics Committee (ends 
FY21)


Nutrition Services Payment Committee


Quality Management Committee


Student Advisory Committee
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BOARD OF DIRECTORS WEBINAR  
JANUARY 18, 2019 
12:00pm ET/11:00am CT/10:00am MT/9:00am PT                Revised 011419 


 
Step 1: Connect to Web 


• Click here to join the meeting (or online at 
https://eatright.webex.com/eatright/j.php?MTID=m9e7db075d62983d0259e9d5242f2c791 ) 


• Enter your Name and Email when prompted; Click Join 
• Enter meeting password BOD2019Jan when prompted 


Step 2: Connect to Audio 
• Select “Call Me” from the Audio Connection drop down box 
• Enter your preferred DIRECT dial phone number 
• Click green button to “Connect Audio” 
• Answer your phone when Webex calls and follow prompts 


If you run into any issues, you can dial in directly using the following information  
Dial:  1-866-477-4564             Code:  47-06-63-11-73# 


 


TIME AGENDA ITEM PRESENTERS EXPECTED 
OUTCOME 


11:00 am CT Call to Order  M. Russell  
11:00 am  1.0 Consent Agenda* 


1.1 September 6-7, 2018 Board 
Meeting Minutes 


1.2 Electronic Nutrition Care 
Process Record System 


1.3 Finance Update 


M. Russell 
 


Action 


11:05 am 2.0 Committee Restructure Proposal M. Russell/ 
M. Schofield 


Action 


11:30 am 3.0 Diversity and Inclusion  
3.1 Academy Diversity and 


Inclusion Definition 
 


3.2 Diversity and Inclusion 
Committee Composition 


 
3.3 Communication Plan 


 
 
B. Visocan 
 
B. Visocan 
 
 
D. Acosta 


 
 
Action 
 
Action 
 
 
Information/ 
Discussion 


12:10 pm 4.0 Strategic Plan Focus Area: Food and 
Nutrition Safety and Security 


4.1 Sustainable Food Systems 
Roundtable 
 


4.2 EAT-Lancet Report 


 
 
K. Sauer 
 
 
A. Steiber/ 
D. Acosta 


 
 
Information/ 
Discussion 
 
Information/ 
Discussion 


12:30 pm CT Adjournment M. Russell  
 


Vision A world where all people thrive through the transformative power of food and nutrition 
Mission Accelerate improvements in global health and well-being through food and nutrition 


   Attachment [material(s) to be reviewed] *All items on the Consent Agenda are considered to be routine.  There will be no separate discussion of 
these items unless a Board member requests. 



https://eatright.webex.com/eatright/j.php?MTID=m9e7db075d62983d0259e9d5242f2c791

https://eatright.webex.com/eatright/j.php?MTID=m9e7db075d62983d0259e9d5242f2c791





SEPTEMBER 6-7, 2018 MINUTES 
BOARD OF DIRECTORS MEETING   DRAFT 


Board of Directors 
in Attendance 


Mary Russell, chair, Patricia M. Babjak, Hope Barkoukis (by phone for a 
portion of 9/6 only), Susan Brantley, Catherine Christie,  
Kevin Concannon, Sharon Cox, Jo Jo Dantone-DeBarbieris,  
David Donnan, Diane Heller, Donna Martin, Dianne Polly, Manju Karkare, 
Marcia Kyle, Terri Raymond, Kevin Sauer, Ellen Shanley, Milton Stokes, 
Marty Yadrick 


Presenters James Hagestad of Plante Moran; Rosa Hand, chair, Evidenced-Based 
Practice Criteria Task Force; Kristi Mitchell, Senior Vice President, 
Avalere Health; Peter Kelly, Divisional Vice President of Reimbursement 
& Strategic Initiatives; Amie Heap, Director of Health Policy, Education & 
Alliances, Abbott Nutrition; and Brandon Nichols and Jocelyn Turner, 3B 
Nichols Consulting 


Staff in Attendance Doris Acosta, Mackenzie Allen, Jeanne Blankenship, Susan Burns, 
Diane Enos, Mary Gregoire (for portions of 9/6 and 9/7), Mujahed Kahn 
(for a portion of 9/7 only), Sharon McCauley, Paul Mifsud,  
Christine Reidy, Joe Scariot, Marsha Schofield (for 9/6 only),  
Joan Schwaba, Alison Steiber, Barbara Visocan, Mary Beth Whalen 


Call to Order 
A quorum being present, M. Russell, chair, called the meeting to order at 12:00 pm. 


Consent Agenda 


Motion #1 
Approved 


Move to accept the consent agenda. 


Regular Agenda 


Motion #2 
Approved 


Move to approve the agenda. 


Criteria for Effective Meetings/Conflict of Interest Policy 
Board members were asked to declare any potential conflicts of interest related to each agenda 
item. 


Financial Report 
FY2018 Audit Report 
Declarations of conflict of interest: None voiced 


The audit partner at Plante Moran presented the 2018 Academy and Foundation audit to the 
Board of Directors. Plante Moran issued an unqualified audit, which is the highest result that can 
be achieved. As in the past, there were no issues working with management nor were there any 
required audit adjustments. Some of the highlights follow. 
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- Revenue increased $2.3M or 6.2% from 2017 
- Investment returns were over $5.8M 
- Net Assets grew by nearly $3.8M 


Overall, the Academy and Foundation are very strong financial shape. After a brief period of 
questions from the Board, a motion was approved to go into executive session with the auditor. 
Staff were excused to leave the room. 
 
Executive Session 
Motion #3 
Approved 


 
Move into Executive Session. 


 
Executive session convened at 12:23 pm. 
 
Motion #4 
Approved 


Move to accept the FY2018 audit findings as presented, contingent upon 
Finance and Audit Committee approval. 


 
Motion #5 
Approved 


 
Move out of Executive Session. 


 
Executive session adjourned at 12:49 pm. 
 
Board Retreat – Next Steps  
Declarations of conflict of interest: None voiced.  
 
The annual Board of Directors retreat was held July 18-20 which focused on strategic thinking 
and prioritization of initiatives for the coming year. The next steps and outcomes of the retreat 
were discussed at the September Board meeting. 
 


Education Model  
At the Board retreat the chair of ACEND provided an update on activities and its plan of 
work, including ACEND’s future education model and the demonstration projects.  
Participants engaged in small group discussions at the retreat and provided input to 
ACEND on ways to prepare students in the context of the environment and strategies for 
enhancing pre-professional experiences.  
 


Doctorate Capacity Building 
The Board was led in a strategic thinking exercise at the July retreat about ways to build 
doctorate capacity. According to the 2017 Council on Future Practice report, as entry level 
education for RDNs moves to a graduate degree in 2024, the shortage of doctorally 
prepared RDNs needs to meet the challenge of educating new RDN professionals and 
building doctorate capacity. The Academy’s value to doctorally-prepared individuals 
includes the Nutrition Research Network, ANDHII data, advanced-level CPEs and 
opportunities to meet service requirements for promotion and tenure. Doctorally-prepared 
individuals have a positive impact on profession and should be encouraged to become 
members of the Academy and credentialed by CDR. The next steps for implementing an 
action plan for doctorate capacity building will be included on an upcoming Board 
meeting agenda. 
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Future Trends  
The Board heard a presentation looking at future trends impacting healthcare and how the 
Academy can position nutrition and dietetics professionals for the 2nd Century. In 
follow-up to the Board’s recommendation, D. Donnan is scheduled to present a session at 
the 2018 Food & Nutrition Conference & Expo on trends as part of the new current 
events track.  


 
Fall House Dialogue 
The work by the House Leadership Team (HLT) since the Board retreat was summarized 
in preparation for the fall House of Delegates (HOD) meeting. Accomplishments by the 
HOD Culture Team were highlighted. Input from the discussion at the retreat has been 
incorporated into the fall meeting Backgrounder along with input from a focus group of 
previous HOD leaders and other experts. A set of success criteria have been developed 
for use in guiding and evaluating any recommendations coming out of this mega issue. At 
the end of the fall dialogue the HLT expects to have identified a sense of direction in 
terms of desired features of a model for further exploration that positions the deliberative 
body to best execute its role. Board members have received an invitation to participate in 
the fall HOD meeting. Recommendations will come to the Board from the HOD with the 
intent of taking the time necessary to make an informed decision that is in the best 
interest of the profession, the Academy and members. 


Credentialing Model  
The Commission on Dietetic Registration (CDR) chair presented a proposed new 
credentialing model at the July retreat. The model would provide registry eligible 
applicants the opportunity to take a common core examination and one or more focus 
area examination(s) in areas such as research, school nutrition, clinical nutrition, 
community nutrition. The eligibility requirements for each focus area would vary (e.g., 
research may require a PhD, clinical nutrition a masters degree, health promotion/disease 
prevention a baccalaureate degree). CDR reviewed the model at its July 2018 meeting. 
The Commission will continue its discussion of the pros and cons of this model at its next 
meeting. 
 


Licensure and Regulations: Model Practice Act 
A revised Model Practice Act was approved by the Board in July 2018. The Model 
Practice Act will be shared with affiliates and member leaders at the Consumer 
Protection and Licensure Subcommittee (CPLS) meeting at FNCE.  The licensure section 
of the Academy website contains new material and messaging regarding the Model 
Practice Act.  The CPLS has developed an issue brief for members regarding licensure 
and a leave-behind that can be shared with policy makers. 
 
A task force is being convened to review the CDR and Academy commissioned report 
examining the Future Education Model and implications for licensure.  The group will 
consist of Board liaison, C. Christie, and other appointed members with expertise in 
licensure and dietetics education. 


 
On September 5 the U.S. Departments of Agriculture and Health and Human Services 
issued a call for nominations to serve on the 2020-2025 Dietary Guidelines Advisory 
Committee and submissions are due on October 6. The Academy has been seeking 
nominations for the DGAC from our members since the beginning of the year and Board 
members were invited to submit nominations. The leadership will be involved as a slate 
of potential nominees is developed for submission. 
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Public Policy Leadership Award & Grassroots Advocacy Award 
Declarations of conflict of interest: None voiced.  
 
The nominees for the 2018 Public Policy Leadership Award and the 2018 Award for Grassroots 
Excellence were presented for consideration by the Board. The awards will be bestowed during 
the PPW 2018 Kick Off following FNCE.  The recommendations were made by a task force 
consisting of both Legislative and Public Policy Committee and Academy of Nutrition and 
Dietetics Political Action Committee representatives. 
 


Motion #6 
Approved 


Move to approve Lesley McPhatter, MS, RDN, CSRS, as the recipient 
of the 2018 Award for Grassroots Excellence and Betty McCollum as 
the recipient of the 2018 Public Policy Leadership Award to be 
presented at the Public Policy Workshop in October 2018. 


 
Evidenced-Based Criteria Development Task Force  
Declarations of conflict of interest: None voiced.  
 
The chair of Evidence-Based Criteria Development Task Force presented an update on the 
progress, possible recommendations, and future tasks of the group. The task force examined 
existing literature on the evidence-informed term being used by other health professions as well 
as data from an Academy Member Engagement Zone question that asked the membership about 
the definition, knowledge and use of evidence-based versus evidence-informed. Based on all the 
literature and survey results, the task force believes the continued use of evidence-informed 
would cause confusion. The task force is examining expanding the evidence-based practice 
definition and creating terminology and materials for food and nutrition professionals to use for 
different levels of evidence. The task force will conclude its work in November 2018 and will 
communicate with the Board and Quality Management committee regarding its final results and 
recommendations. 
 
Member Engagement: 
Nominating Committee 
Declarations of conflict of interest: None voiced. 
 
The Nominating Committee identified a need to engage more members, particularly early/mid-
career members, in the nominations and election processes. To provide more broad 
representation of the Nominating Committee with diverse perspectives to better involve these 
early/midcareer members, the committee proposed a new position for an Academy member who 
has been in practice for 15 years or less with experience on an Academy national level 
committee or taskforce or as a Board member of an affiliate or DPG/MIG within the past eight 
(8) years. The new position will take the place of one of the current five members on the 
committee with national leader experience, and therefore not require a Bylaws change or 
additional funding. The Board approved the new Nominating Committee position to go into 
effect for the 2019 Election. The Board also asked that the impact of this change be evaluated for 
next year.  
 
Motion #7 
Approved 


Move to approve a new position on the Nominating Committee for an 
Academy member who has been in practice for 15 years or less with 
experience on an Academy national level committee or taskforce or as a 
Board member of an affiliate or DPG/MIG within the past eight (8) years. 
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Member Engagement: 
Sports, Cardiovascular and Wellness Nutrition DPG 
Declarations of conflict of interest: None voiced. 
 
The Board was led in a discussion regarding retaining membership within the Academy’s 
dietetic practice groups (DPGs). DPG membership as a whole remains in alignment with 
Academy membership trends, with the exception of the Sports, Cardiovascular and Wellness 
Nutrition (SCAN) DPG which has seen a decline.  Further data is needed to determine exact 
reason for the change, but initial assessment indicates possible loss of membership to non-
Academy sports related organizations. This shift may impact the retention of sports dietetics 
practitioners and those in other specialty practice areas within the Academy. To better insure a 
future for this specialty area within the Academy, it was recommended to consider development 
of Foundation fellowships in sports dietetics for high quality training programs, enhancing career 
laddering competencies, initiating job postings directed at the DPG level, and continuing the 
FNCE® track dedicated to sports, performance and related research. A Board task force will be 
formed based on these recommendations to explore opportunities to retain current and capture 
future practitioners.  
 
MQii Update 
Declarations of conflict of interest: None voiced. 
 
The MQii (Malnutrition Quality Improvement Initiative) current status and future plans were 
presented to the Board. An overview with the history and background on why MQii is relevant 
was supported with patient-centered malnutrition care evidence. The National Quality Forum and 
Centers for Medicare and Medicaid Services timelines were reviewed for the Global 
Malnutrition Composite Score (composite measure) submission. The existing patient-care 
transitions pathway to include post-acute and community based care was shared along with 
details of the pilot testing and learning labs that will occur in the coming months. Hospitals will 
participate in identifying best practices for care plan elements of patients transitioning from one 
place to another within the continuum of care. An outline was provided on the education and 
malnutrition special events to be held during the September Spotlight, FNCE, and PPW. The 
Board was provided with an MQii informational booklet and Infographic.  
 
Clinical Data Registry 
Declarations of conflict of interest: None voiced. 
 
Academy of Nutrition and Dietetics Health Informatics Infrastructure (ANDHII) is an online 
Clinical Data Registry launched in 2014 which provides a way to document patterns of practice 
and outcomes using the Nutrition Care Process and terminology to capture the identified data. 
ANDHII has been used successfully with educators in DPD and DI programs, clinicians and for 
numerous research projects. The Board heard an update regarding the Academy’s project with 
Avalere for developing a strategic plan for ANDHII with specific focus on meeting the 
government requirements for a Qualified Clinical Data Registry.  
 
Executive Session 
Motion #8 
Approved 


Move into Executive Session. 


 
Executive session convened at 9:03 am. 
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Motion #9 
Approved 


Move out of Executive Session. 
 


 
Executive session adjourned at 9:35 am. 
 
Microaggression Training 
Declarations of conflict of interest: None voiced.  
 
Consultants from 3B Nichols Consulting, LLC, provided training to the Board on 
microaggression. The training included recognition of microaggressions and ways to respond in 
microaggressive situations. 
 
Academy Positions 
Declarations of conflict of interest: None voiced.  
 
At its May 2018 meeting the Board approved a new framework and process for the development 
of position papers as well as the establishment of the Evidence Analysis Center. This new 
process was proposed by the Council on Research and resulted in the elimination of practice 
papers and included the requirement that all future position papers would undergo a systematic 
review and have a grade I or II quality of data. As a result of this new requirement for systematic 
review the Total Diet Approach to Healthy Eating position paper does not easily fit into the new 
process and paradigm. Since this position is viewed broadly as the Academy’s philosophy and is 
regularly cited by credible global organizations as well as national media outlets, it will be 
prioritized to go through the new process for review and assessment. The Council on Research 
will work with the Strategic Communications team and other areas within the Academy 
including the HOD and the Evidence Analysis Center to prioritize the Total Diet Approach to 
Health Eating for next steps in the new position paper process. The Evidence Analysis Center 
will be responsible for providing clear direction and rationale for the Total Diet Approach to 
Healthy Eating topic and report back to the Board with the results.  
 
Food & Nutrition Conference & Expo 
Declarations of conflict of interest: None voiced.  
 
An update was provided for FNCE 2018 and showcased new and innovative features. Projected 
attendance and financial status updates were shared. 
 
Adjournment 
The meeting was adjourned at 1:45pm on September 7, 2018 by consensus. 
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ELECTRONIC NUTRITION CARE PROCESS 
RECORD SYSTEM  
BOARD OF DIRECTORS WEBINAR 
JANUARY 18, 2019 


Last year the Foundation Board approved a disbursement of Second Century Funds to develop the 
Transitions of Care Technical Implementation Guide which helps ensure that electronic health records 
(EHR) vendors use Nutrition Care Process Terminology in electronically-transmitted documents that 
follow the patient from acute care to long-term care facilities. The Academy has been working for the 
past nine years through HL7, the international standards organization, to create the Electronic 
Nutrition Care Process Record System (ENCPRS), which describes what features are needed by 
dietitians in EHRs.   


In November 2018, the ENCPRS standard was balloted successfully and was accepted by HL7. This 
recent approval by HL7 is a huge step forward with respect to standardizing what functions are present 
in EHRs for nutrition care. 


HL7 stands for Health Level Seven International and is a not-for-profit organization that develops 
ANSI-accredited standards, and is supported by international members in healthcare, government, 
pharmaceutical, payers, vendors. HL7 standards are used with electronic health information to 
exchange, integrate, share, and retrieve electronic health record data. The Academy is a voting 
member of HL7, and has been pioneering the development and approval of available nutrition 
standards globally available via the HL7 website. 


The ENCPRS is a standard that describes the requirements that E HR systems need to adhere to in 
order for RDNs to document nutrition care comprehensively.  


DEVELOPMENT BACKGROUND 
Most electronic health record systems have limited functionality that supports the actions of a 
Registered Dietitian/Nutritionist in providing individual nutrition care.  In most cases, nutrition 
documentation and data are designed at the facility level.  Limitations in local resources, knowledge of 
systems design and nutrition best practices creates an inconsistent use of key data that should be 
interoperable and available for quality metrics reporting. 


This project was conducted as a joint work effort between HL7 and the Academy, where the 
Academy’s Interoperability and Standards Committee and Nutrition Care Process Research Outcomes 
Committee updated the content and documented workflow relevant to the ENCPRS. Other Academy 
internal groups and international colleagues reviewed the work and provided relevant input and/or 
revisions. The workgroup consisted of subject matter experts from nutrition practice, nutrition 
software vendors, implementers, and informaticians. 


DESCRIPTION OF ENCPRS 
The ENCPRS Functional Profile is based on the Electronic Health Record System Functional Model 
R2 (EHRS-FM). The intent is to develop a standard list of functions and criteria needed for full 
integration of both the Nutrition Care Process (NCP) and the representative terms from the electronic 
Nutrition Care Process Terminology (eNCPT). The NCP serves as a systematic approach to providing 
high quality nutrition care. This standardization will encourage the acquisition of EHR systems by 
nutrition health providers and promote information interoperability between nutrition and food 
systems and other areas of healthcare. These requirements have been mapped into this functional 
profile and identify those portions of the HL7 EHR-S Functional Model that apply to patient care in 
the NCP. Further, these requirements identify additional functionality toward facilitating ease of use 
for those involved in patient care in the NCP, thus providing EHR vendors with conformance criteria 
that are specific to regulated tasks within the NCP in the HL7 International formats. 
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STATUS AND FUTURE OF ENCPRS 
The ENCPRS was approved by HL7 in November 2018 as a Standard for Trial Use (STU).  
Next steps in the next two years or so are to mature the ENCPRS from STU to normative status.  
This can be realized by actively engaging implementers to use the ENCPRS. 


How do we take Nutrition standards from Standard for Trial Use to Normative? 


The standard must be used as a “trial” (i.e. tested in a system) which: 
• Exercises the standard
• Validates it meets the objectives of the project


Organizations using the standards should provide comments 
• The standards are voted on to be Normative
• Includes final protocol specifications
• Includes enhancements or modifications from trial use


The Interoperability and Standards Committee (ISC) of the Academy will be undertaking this work.  


The following chart describes how HL7 recommends standards should be developed and matured: 
Project Life Cycle for Product Development (PLCPD), Release 2, p. 9 
(https://www.google.com/url?q=https://www.hl7.org/documentcenter/public/wg/projectservices/PSWG%2520PLCPD%25202008-
11%2520Release.doc&sa=U&ved=0ahUKEwiE35vd9t7fAhWGqIMKHRjjCGMQFggIMAI&client=internal-uds-
cse&cx=013068602079619598366:1md6bdavbtc&usg=AOvVaw3FNdaxlnxhA4EBkSr4AryK) 
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The following is a tentative timeline on next steps to achieve maturity of the ENCPRS: 


SUBMITTED BY:  
Constantina Papoutsakis, PhD, RD, Senior Director, Data Science Center, Research, International, and 
Scientific Affairs (RISA); cpapoutsakis@eatright.org 
Becky, Gradl, MPH, RDN, Informatics Manager, Data Science Center, Research, International, and 
Scientific Affairs (RISA); bgradl@eatright.org 


3 


Attachment 1.2



mailto:cpapoutsakis@eatright.org

mailto:bgradl@eatright.org





FINANCE UPDATE 
BOARD OF DIRECTORS WEBINAR 
JANUARY 18, 2019 


As a part of the on-going operational responsibilities, the Finance and Audit Committee manages 
and monitors the financial performance of the Foundation, Academy and related organizations.    
Attached is a summary of the Academy results, through November 2018.  Some of the highlights 
include; 


• Operating revenues of $13.7M, excluding investment results, were down $333.7K (2.4%)
from the FY19 budget and down nearly $247K (1.8%) when compared to FY18.


• Non-dues revenue is $354.2K (3.7%) lower than FY19 budget and $231K (2.5%) lower
than FY18 primarily due to FNCE.


• Dues revenue is $20.7K higher than FY19 budget.  Revenue is declining when compared
to FY18, but, slower than anticipated.


• Expenses of $12.9M were $574K (4.3%) lower than FY19 budget and $427K (3.2%)
lower than FY18.


• Academy had an operating profit of nearly $808K.  This is $240K over budget and nearly
$180K higher than FY18.


• Academy investment performance reflected gains of over $746K.  This was $170K
higher than budget.  Market volatility is a concern.


• Academy had Net Income of over $1.55M, after investment results, which exceeded the
budget by over $410K.


• Investment reserves were at nearly $16.6M which was 67.6% of the FY19 budget


SUBMITTED BY: Manju Karkare, MS, RDN, LDN, FAND, Treasurer 
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Academy* FY19 financial results through November


• Operating revenues of $13.7M, excluding investment results, were down $333.7K
(2.4%) from the FY19 budget and down nearly $247K (1.8%) when compared to
FY18.


• Non-dues revenue is $354.2K (3.7%) lower than FY19 budget and $231K (2.5%)
lower than FY18 primarily due to FNCE.


• Dues revenue is $20.7K higher than FY19 budget.  Revenue is declining when
compared to FY18, but, slower than anticipated.


• Expenses of $12.9M were $574K (4.3%) lower than FY19 budget and $427K (3.2%)
lower than FY18.


• Academy had an operating profit of nearly $808K.  This is $240K over budget and
nearly $180K higher than FY18.


• Academy investment performance reflected gains of over $746K.  This was $170K
higher than budget.  Market volatility is a concern.


• Academy had Net Income of over $1.55M, after investment results, which exceeded
the budget by over $410K.


• Investment reserves were at nearly $16.6M which was 67.6% of the FY19 budget.


*Does not include Foundation, CDR, DPGs, MIGS, ANDPAC or ACEND except where
otherwise indicated.


Even with the revenue shortfall, the Academy, overall, has performed well in FY19. 
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Academy’s operational* results through November 


Even through revenue was short of expectations, Academy had an Operating 
Profit (Revenue – Expense) of $807.7K which was $240.1K higher than 
budget.


Revenue * Expense


* Before Investments
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Academy’s net income and investment results through November 


Investment returns, coupled with expense under-runs, have provided a Net 
Income of nearly $1.6M which is $410K higher than budget.


Net IncomeInvestment Returns


$1,553.4
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Membership Dues revenue* is exceeding FY19 budget expectations


Dues revenue is currently $20.7K higher than budget and $16.5K lower when compared to 
FY18 through the same period.  Membership revenue is declining, but, at a slower pace than 
anticipated.


FY19 vs. Budget FY19 vs. FY18


$4.53 $4.51
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* Does not include Fellow program


Attachment 1.3







6


Non dues revenue has not met budget expectations and has declined…


Non dues revenue has not met expectations, overall, for FY19.


FY19 vs. Budget FY19 vs. FY18


$9.18 $9.54
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…Driven by a few categories…


Programs and Meetings is down primarily due to FNCE (-$301K).


Programs and Meetings Sponsorships
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…Driven by a few categories (continued). 


Grants are lower due to lower Research grants.  Subscriptions are lower 
primarily due to lower eNCPT (-$22K).


Grants Subscriptions


$0.32
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Success has been achieved…


Publication’s revenue is up primarily due to Research and Traditional Publications 
up by nearly $80K combined.  Advertising revenue is up due to Food and Nutrition 
Magazine.


Publications Advertising


$1.23 $1.21
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Success has been achieved (continued).


Affiliate and DPG management program has exceeded expectations (+$60K) and 
growing. Food and Nutrition Magazine engagement program continues to perform 
well (+$36K).


Affiliate and DPG management F&N Engagement
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Academy investment reserves have increased


$15.3
$16.6


$0.0
$2.0
$4.0
$6.0
$8.0


$10.0
$12.0
$14.0
$16.0
$18.0
$20.0


FY18 FY19*


$ 
m


ill
io


ns


50% 
reserve
level for 
FY19


* As of November 30, 2018


11


Attachment 1.3







Reserves exceed policy requirements


0.0%


10.0%


20.0%
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40.0%
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60.0%


70.0%


80.0% 67.6% of FY19 Budget in reserve
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$12.3M 
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The Academy reserves are positioned to help overcome future obstacles, both 
short term and long term.
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Future concerns


• Investment markets continue to be volatile 
driving a lack of confidence in the economy 
and risk of a potential recession.
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Reduced confidence of the investment environment could slow the 
Academy’s success across all areas of the business.
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Conclusion


14


Academy is performing well, through November, and is in a good position 
to manage through the economic uncertainty.


• Operating revenues of $13.7M, excluding investment results, were down $333.6K 
(2.4%) from the FY19 budget and down nearly $247K (1.8%) when compared to 
FY18.


• Non-dues revenue is $354.2K (3.7%) lower than FY19 budget and $231K (2.5%) 
lower than FY18 primarily due to FNCE.


• Dues revenue is $20.7K higher than FY19 budget.  Revenue is declining when 
compared to FY18, but, slower than anticipated.


• Expenses of $12.9M were $574K (4.3%) lower than FY19 budget and $427K (3.2%) 
lower than FY18.  


• Academy had an operating profit of nearly $808K.  This is $240K over budget and 
nearly $180K higher than FY18.


• Academy investment performance reflected gains of over $746K.  This was $170K 
higher than budget.  Market volatility is a concern.


• Academy had Net income of over $1.55M, after investment results, which exceeded 
the budget by nearly $410K. 


• Investment reserves were at nearly $16.6M which was 67.6% of the FY19 budget.
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BOARD OF DIRECTORS MEETING 


AGENDA ITEM SUMMARY 


DATE: January 18, 2019 


AGENDA TOPIC: Committee Restructure Proposal AGENDA 


ITEM: 
2.0 


CONTRIBUTES TO ACHIEVEMENT OF: 


  Strategic Plan Focus Area(s) 


 Prevention and Well-being 


 Health Care and Health Systems  


 Food and Nutrition Safety and Security 


  Strategies 


 Research 


 Advocacy and Communications 


 Professional Development 


 Workforce Capacity and Opportunities 


Revised 011619
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BACKGROUND 


Historically, the Board of Directors (BOD) conducts an evaluation of the Academy’s committees every three years to 
address issues of uniformity in treatment and effectiveness. This evaluation took a Return on Investment (ROI) 
approach, gathering data on monies spent to support committees compared to outputs produced. The last evaluation 
was initiated in November/December 2013 and culminated in approval by the BOD in January 2015 of several 
recommendations, including several aimed to provide a new way of managing the work of committees. As part of that 
evaluation, the division of committees into HOD committees, Joint HOD/BOD committees and BOD committees was 
eliminated, with all committees reporting to both the BOD and HOD. It was noted that committees who require action 
to be taken by the HOD or BOD would consider whether the issue is a practice issue or an organizational issue. All 
practice issues would be handled by the HOD (submitted to the HLT) and all organization issues would be addressed by 
the BOD.  


While the next evaluation was scheduled for December 2016, it was intentionally delayed recognizing the Second 
Century initiative would ultimately result in a new Academy Strategic Plan. In May 2018, CEO Pat Babjak appointed a 
task force under the E-team to conduct a committee evaluation. Task force members included Pat Babjak, Mary Beth 
Whalen, Marsha Schofield, Diane Enos and Doris Acosta. Taking a new approach to the task, the task force took at 
“zero-based budgeting” approach and focused on what type of work needs to be done via committees to help execute 
the Academy’s Strategic Plan. In concert with these efforts, another task force under the E-team was charged with 
revising and streamlining the Academy Definitions for Committee Functions. 


The Committee Evaluation Strategy Task Force conducted the following activities to develop their final 
recommendations: 


1. Committee Evaluation Survey: Sent to E-team, committee staff partners and all Academy Directors. Seventeen
staff completed the survey (Note: 1 team provided collective input). 


2. Map and Gap Exercise: List of current committees and their year-end reports to the BOD were mapped to the
new Strategic Plan and initiatives from the Nutrition Impact Summit to look at alignment and potential 
unnecessary overlap in work.  


The task force discussed BOD oversight of committees and accountability – is it accomplished via BOD liaisons or some 
other mechanism? Finally, the task force affirmed the importance of committees as an opportunity for leadership 
development and the continued need to standardize committee appointments and operations as much as possible. To 
that end, the President, President-elect, Past President, Speaker, Speaker-elect, and Past-Speaker have already 
approved a proposal to shift operations of the Legislative and Public Policy Committee, Academy Political Action 
Committee, and Consumer Protection and Licensure Subcommittee from the calendar year to the Academy program 
year. 


The Definitions for Committee Functions Task Force streamlined and revised the 5 existing definitions (committee, 
subcommittee, workgroup, task force, ad hoc/ad hoc committee) into 3 definitions to provide clarity and simplicity 
(See Attachment A). The revised definitions were approved by the President, President-elect, Past-President, Speaker, 
Speaker-elect, and Past Speaker via conference call in November 2018. Staff proposals to create new subcommittees 
will be vetted by CEO and Senior Director Governance before bringing to the BOD (or BOD Executive Committee) for 
approval. Subcommittee members would be appointed by the main committee based on an inclusive and objective 
process. 


ALTERNATIVES AND/OR DISCUSSION POINTS 


ORGANIZATIONAL CAPACITY 


Human Resource Implications: None 


Financial Implications: Anticipated cost savings due to elimination of 1-2 committees and some BOD liaisons to 


committees. 


  Budgeted   No Financial Impact 
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  Unbudgeted: 


 Approved by the CEO on ________   (date) 


  Approved by the Finance Committee on ________   (date) 


  Forwarded without recommendation by the   CEO           Finance Committee 


CONSIDERATIONS FOR PROCEEDING/NOT PROCEEDING 


OBJECTIVE(S)/EXPECTED OUTCOME(S)/RECOMMENDATION(S) 


That the Board consider approving the following recommended changes to the Academy’s current committee structure: 
1. Extend date for elimination of the Nutrition Informatics Committee by one year


Rationale: At its May 2018 meeting, the BOD approved formation of a Nutrition Informatics Dietetics Practice
Group effective FY20. The recommendation presented to and approved by the BOD at that time called for
elimination of this committee effective June 1, 2019. Recommend extending the date for elimination of the
committee by 1 year to FY21 to allow for effective transition (see Attachment B).


2. Eliminate Committee for Public Health/Community Nutrition effective June 1, 2019
Rationale: Extensive overlap between the Programs of Work of the committee and the Public
Health/Community Nutrition DPG. Needs are best addressed via the DPG based on broad extent of expertise.


3. Eliminate BOD Liaisons to Committees effective June 1, 2019
Rationale: The BOD should be operating at a strategic level and should not need to be intimately involved in
committee work and operations. It is the job of committee staff partners to identify when experts/resources
need to be brought to a committee meeting/conference call to address a specific need for information/advice.
Also, the practice has been for committee Chairs or committee Staff Partners to provide BOD updates to their
respective committees. All committee charges will be evaluated to determine when a BOD member is essential
to ongoing committee work. See Attachment C.


See Attachment D for a summary of current and proposed future committee structure. 


SUBMITTED BY: 


Pat Babjak 
Mary Beth Whalen 
Marsha Schofield 
Diane Enos 
Doris Acosta 
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Attachment A 


November 2018   


Council/Committee (Sub-Committee), Task Force Definitions and Functions 
Note: The following definitions apply to internal units of the Academy. They do not apply to administratively separate 
groups (i.e., CDR and ACEND). 


Term Definition/Description Criteria Example 


Committee/Council 


Appointed by 
President-elect and 
Speaker-elect 


A small deliberative group of 
members that is usually intended to 
remain subordinate to another, 
larger deliberative assembly, such as 
the Board of Directors (BOD) or 
House of Delegates (HOD). 
Defined as a group of individuals 
elected or selected from the 
Academy membership to do some 
assigned work collectively to address 
issues of importance to the 
organization and is not time limited.  
Different from other groups of 
people because it has this notion of 
specific or particular commitment. 


Duration:  Ongoing, until 
charge of BOD is complete or 
no longer needed. 


Members: Any Academy 
member appointed by 
Academy President-elect and 
Speaker-elect or elected by the 
general membership (applies 
to Nominating Committee 
only). 


A committee addresses issues of 
importance to the membership, such as 
informatics, quality practice, payment 
for services, membership, etc.  


Key Factor: Academy committees report 
to the Board of Directors  


Sub-committee 


Appointed by 
committee 


A smaller deliberative group of 
members assigned a specific set of 
functions of the actual committee by 
that committee.   


Duration:  Ongoing with 
defined functions written and 
approved by the committee. 
Creation of subcommittees 
require CEO approval. 


Members:  Any Academy 
member appointed by the 
committee, BOD or HOD.  A 
liaison from the committee 
should be included on the sub-
committee along with any 
other necessary links to 
committees. Committee is 
responsible for establishing an 
inclusive and objective process 
for making appointments. 


A report was recently released showing 
that your committee’s publications are 
not being marketed to appropriate 
target populations. This will be an 
ongoing process as new and different 
documents are published each month.  


Key Factor: Ongoing organization of the 
sub-committee with defined 
responsibilities. 


Task Force 


Appointed by 
committee 


A temporary group of members and 
non-members established to work on 
a single defined task or activity at the 
request of a committee, Board of 
Directors or House of Delegates. 


Duration:  Temporary until task 
is completed, at that point the 
task force is dissolved by the 
group that appointed them 
(i.e., committee, BOD or HOD).  
Duration determined on a 
case-by-case basis depending 
on complexity of the task. 


Members:  Two or more 
members or non-members (if 
RDN or NDTR, must be an 
Academy member) who are 
engaged in completing one 
specific task defined by the 
group making the request (i.e., 
committee, BOD or HOD).  
Appointed by the requesting 
group.  May or may not be 
members of the requesting 
group (i.e., committee, BOD or 
HOD). 


Prior to beginning a project to create a 
Scope of Practice for the DTR, two 
committee members volunteered to 
complete a survey of current DTR 
practices and roles in order to provide 
recommendations for role delineation 
within new healthcare delivery models. 


Key Factor: Task or project to be 
completed by committee appointees. 
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Attachment B 


To: Board of Directors, Academy of Nutrition and Dietetics 


From:  Nutrition Informatics Committee (NIC) 


Carrie M. Hamady, MS, RD, LD, Chair 


Kathleen Pellechia, RDN, Vice-Chair  


Lawrence S. Molinar, RD, LD, Past Chair 


Nicole Fox, MPH, RD 


Susan Evanchak, RD, LDN 


Clare Hicks, RDN 


Tamara Melton, MS, RDN, LD, CPHIMS 


Date:  December 18, 2018 


Re: Request for Continuation of the NIC for FY 2019-2020 


The purpose of this communication is to highlight the work of the NIC during FY 2018-2019 and request 


a continuation through FY 2019-2020. This will also outline how the NIC plans to support the formation 


of the Nutrition Informatics DPG (NIDPG), which will begin in June 2019, to ensure as much support as 


possible with a full year of overlap to promote the DPG’s success. Attached is the Plan of Work (POW) 


for FY 2018-2019 and 2019-2020. 


The NIDPG was proposed and accepted during FY 2017-2018 with development taking place during FY 


2018-2019. Several members of the NIC are also members of the NIDPG Planning Committee in order to 


guide and support the creation of resources and recruitment for the DPG to insure a successful launch in 


FY 2019-2020. The NIDPG will not have an Executive Committee during its first year therefore having 


the established leadership of the NIC in place to further ensure that Informatics related work will go 


uninterrupted is essential to a favorable outcome of this DPG in the future.  


The NIC will partner with the NIDPG planning committee for the rest of FY 2018-2019 to develop the 


following resources for the start of the DPG: the website, a webinar for summer 2019, a plan to re-instate 


The Feed blog, and “Tip Sheets” for those working in Informatics and those who desire to learn more.  


If an extension is granted during FY 2019-2020, the NIC will continue to support the NIDPG as it 


progresses to initiate a discussion listserv, routine newsletters, advocacy initiatives, and to develop FNCE 


sessions as well as a social media presence, and a delegate representative at the House of Delegates 


(HOD). Information from the two surveys detailed below (Informatics Survey and Educators Survey) will 


also inform the group for the needs of additional resources, which the NIC will partner with the NIDPG to 


produce. Any and all resources developed by the NIC during this time will be transferred to the NIDPG 


for the DPG’s use moving forward.  


For the FY 2018-2019, the NIC has been working on the following projects: 


 4th Iteration of the Nutrition Informatics Survey


 Nutrition and Dietetics Educators Survey


 Development of Resources for Nutrition Professionals both working in Informatics and those


desiring to move into Informatics positions


 Promotion of Informatics through webinars and conference presentations


The Nutrition Informatics Survey began in 2008 with follow-up surveys in 2011 and 2014. The 


development of the 4th iteration is in process now. This survey has evolved since the beginning of 


Informatics at the Academy. The current survey has been revised with efforts to compare specific 


5







Attachment B 


questions across time, and retire questions that have “topped out” as driven by NIC evaluation and skills. 


The NIC is completing the methods and IRB application at this time and will submit in December 2018 


for Research, International, and Scientific Affairs (RISA) review. After RISA approval, it will go through 


IRB approval at Bowling Green State University before its planned distribution date in late February 


2019. Data collection will end in April 2019 with manuscript writing beginning in early June 2019. This 


process will take an estimated four months before submission to journals will occur, thereby taking the 


NIC into FY 2019-2020 in order to complete this project. 


The Nutrition and Dietetics Educators Survey is currently underway. The NIC distributed the survey to 


nutrition and dietetics educators and preceptors who work with accredited dietetics programs. The 


purpose of the survey was to identify how educators and preceptors would like to incorporate nutrition 


informatics in dietetics education and what resources are needed. The other goal was to assess barriers to 


teaching students about electronic medical records, the Nutrition Care Process, and nutrition informatics 


in order to determine the best means by which to provide materials to educators and preceptors. Once the 


survey is closed, the data will be analyzed. The analysis of data, development of resources, and potential 


for manuscript creation will take the committee in to the 2019-2020 FY. 


At present, there is little training in nutrition informatics; this needs to be developed and promoted as 


content from the Academy rather than as an offshoot of health informatics at an informatics organization. 


The skill level and practice of informatics should be driven by a collaborative group that represents the 


Academy and is based upon best practices in informatics. At present, many members have worked in a 


specific informatics area but still have limited knowledge and skills of informatics across other settings. 


Many publications from the Academy, such as the Council on Future Practice and past and current Mega-


Issues, have acknowledge the increase in technology and informatics within the profession. The 


Commission on Dietetics Registration (CDR) has also added Informatics as a Sphere of Competency 


(Sphere 5) for all practicing nutrition professionals. As a result, the NIC, as a committee of practitioners 


in various areas of informatics, have developed a slide deck for presentations by its members about 


Informatics in dietetics to bring attention to this growing aspect in the field of nutrition and dietetics. The 


Committee has also made a concerted effort to apply to conferences around the country to speak about 


informatics to raise awareness in this area. Webinars, as well as the Certificate of Training, have also been 


developed to increase the knowledge of RDNs and NDTRs with the end goal of possibly raising the 


percentage of practitioners in these roles overall. Informatics plays a role in every aspect of nutrition and 


dietetics, and as we move into the 21st Century, it is even more evident that nutrition professionals need to 


improve their knowledge and skills in the area of informatics.  


In conclusion, the NIC would like to ask the Academy Board of Directors to allow the committee to 


continue in its current capacity with its existing members listed above into FY 2019-2020 in order to 


complete the projects outlined in this request as well as to support the NIDPG during its inaugural year. 


As a Committee, we are committed to continue serving all upcoming and credentialed practitioners in 


Academy-lead informatics initiatives and to see through a flawless transfer of informatics initiatives from 


the Nutrition Informatics Committee to a robust Nutrition Informatics Dietetics Practice Group. Thank 


you for your consideration. 


cc: 


Alison Stieber, Chief Science Officer 


Marsha Schofield, Senior Director, Governance  


Constantina Papoutsakis, Senior Director, Nutrition and Dietetics Data Science Center 


Becky Gradl, Nutrition Informatics Manager 


6







Nutrition Informatics Committee Program of Work 2018-2019 


 


Priority 1: Adoption of informatics concepts by all credentialed nutrition professionals to improve nutrition focused outcomes 


Priority 2: Informatics Educational Competencies and Continuing Education 


Priority 3: Nutrition Informatics Communication and Publications 


Projects Short Term Project Goals 


(2018 – 2019) 


Status / Notes Long Term Project Goals 


(FY 2019-2020) 


Nutrition Informatics Survey of all 


credentialed nutrition 


professionals and nutrition 


students. 


 Revise 2014 Survey


 Draft IRB Application for


Bowling Green State University


(BGSU)


 Draft Methods for recruitment


and sampling to send to the


Academy’s Research,


International, and Scientific


Affairs (RISA) division for


approval


 Obtain IRB approval from BGSU


 Obtain email list from


Commission on Dietetic


Registration (CDR) and the


Academy


 Administer survey to all


credentialed nutrition


professionals and nutrition


students


 Collect and analyze data


 Survey revised October 2018


 Methods drafted November 2018


 Draft IRB application and methods


to RISA December 2018


 Approval RISA January 2019


 Approval BGSU IRB January 2019


 Survey launch February 2019


 Finalize data collection end of


March 2019


 The analysis of the data will take


place during April-May 2019


 NIC members will begin work on the


manuscript(s) in June 2019 and


complete work by end of FY 2019-


2020 


 JAND or AMIA or other publication
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Nutrition Informatics Committee Program of Work 2018-2019 


Projects Short Term Project Goals 


(2018 – 2019) 


Status / Notes Long Term Project Goals 


(FY 2019-2020) 


Provide a slide deck for all NIC 


members’ presentations  


 Informatics slide deck available


on the portal for all members


 Encourage all NIC members to


apply at local, state, and


national conventions to


present on informatics


 Keep metrics on all NIC


member presentations


 Conferences applied:


CNM 
Ohio AND 


 Conferences accepted:


Ohio AND 


 C. Hamady to present at the Ohio


AND Conference in May 2019


 NIC and NIDPG member to apply for


FNCE presentation


 Transfer NIC resources to the DPG


and assist DPG with applying for


conferences


Create new Webinars  Partner with CNM DPG to host


a webinar in Spring 2019 on


Informatics


 NIC Members to reach out to


other DPGs that they are


affiliated with to discuss


possible collaborations for


future webinars


 T. Melton to contact CNM about


the proposal she had for their


symposium and making that into a


webinar


 Looking into late summer/early fall


to either create our own Webinar or


partner with a DPG on Informatics


in that particular practice area


 NIDPG to survey potential


members/new members about


webinar topics of interest; NIC


members to help create and deliver


webinars as content experts


Promote informatics 


competencies for nutrition and 


dietetics practitioners according to 


experience/skill. (media kit) 


 Partner with Commission on


Dietetics Registration to offer


CEUs for RDNs and NDTRs to


help meet competencies for


Sphere 5


 Promote the Informatics


Certificate


 Identify timing for meeting


planning for Affiliates, DPGs


and NDEP for NI speakers for


 Results from the Informatics


survey may drive some of this


 May need to do focus groups to


further determine appropriate


resources for practitioners


 Discussed one-page “Tip Sheets”


to have on Informatics Academy


Web Page to help practitioners


transition into Informatics jobs


 The focus groups, resources, “Tip


Sheets” and the like are all projects


that will be transitioned to the DPG


by end of FY 2019-2020
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Nutrition Informatics Committee Program of Work 2018-2019 


Projects Short Term Project Goals 


(2018 – 2019) 


Status / Notes Long Term Project Goals 


(FY 2019-2020) 


Affiliate, and DPG meetings 


and educational programs  


 2 tip sheets to be ready for the


DPG by Spring 2019


Provide easily available and cost 


effective training and/or resources 


for educators and students. 


 Create an Educator Survey


 Draft Methods for recruitment


and sampling to send to the


Academy’s Research,


International, and Scientific


Affairs (RISA) division for


approval


 Obtain approval from NDEP to


advertise the survey online and


at FNCE


 Draft IRB Application for


Bowling Green State University


(BGSU)


 Obtain IRB approval from BGSU


 Administer survey NDEP


 Collect and analyze data


 Survey created in August 2018


 Methods drafted September 2018


 Survey and methods approved by


RISA September 2018


 Approval by NDEP to advertise the


survey online and at FNCE


October 2018


 Approval by BGSU IRB October


2018 


 Survey launched October 2018


 Still collecting data


 Will finish data collection by the end


of the fiscal year


 Consider publication of data in


JAND


 Develop resource list for


development after data collection


 Transition plan for resource


development by end of FY 2019-


2020 


Improve Nutrition Informatics 


Communication and Awareness 


 Create and distribute a media


kit to DPGs and other partners


 Informatics Communications
subgroup is designing the media
kit to include downloadable PDFs


 Development of downloadable PDFs


and web assets will transition to


NIDPG by end of FY 2019-2020
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Nutrition Informatics Committee Program of Work 2018-2019 


 


Projects Short Term Project Goals 


(2018 – 2019) 


Status / Notes Long Term Project Goals 


(FY 2019-2020) 


 Redesign the Informatics


portion of the Academy’s


webpage


 Develop Web assets and social


media strategy to drive traffic


to Informatics webpage


 Webpage re-design to take place
before January 1, 2019


 Work with DPG planning
committee on how to re-establish
The Feed Blog with the NIDPG


 Work with the NIDPG to create web


content and develop an Informatics


webpage


 Develop plan with DGP for


discussion board, routine


newsletters, advocacy initiatives,


and social media presence


Professional Publications  Informatics Survey


 Educators Survey


 Solicit NIC members to


collaborate with ISC, DPG


members to write for


newsletters, journals, etc.


 Informatics survey and Educators’


survey data analysis and resource


development will be complete by


end of FY 2019-2020
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Attachment C 


Appointed BOD Liaisons to Committees 
(*Proposed to be eliminated) 


Academy Political Action Committee 


Committee for Public Health/Community Nutrition* 


Consumer Protection and Licensure Subcommittee 


Council on Future Practice* 


Council on Research*  


Diversity Committee*  


Honors Committee (BOD Director-at-Large)* 


Nutrition Services Payment Committee*  


Quality Management Committee* 


Committees with Designated BOD Member Representative 


(All proposed to be retained) 


Committee for Lifelong Learning 


Ethics Committee 


Finance and Audit Committee 


Honors Committee (Chair = Immediate Past President) 


Legislative and Public Policy Committee 


NDEP 
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Attachment D 


Summary of Proposed Academy Committee/Council Strategy 


*Committee continues in the future but not included on Committee Listing as it is a subgroup of the Board of
Directors 


**Includes Consumer Protection and Licensure Subcommittee 


C
u


rr
en


t Academy Political Action Committee


Board of Directors Executive Committee*


Committee for Lifelong Learning


Committe for Public Health/Community 
Nutrition


Consumer Protection and Licensure 
Subcommittee


Council on Future Practice


Council on Research


Diversity Committee


Ethics Committee


Finance and Audit Committee


Honors Committee


House of Delegates Leadership Team*


Interoperability and Standards Committee


Legislative and Public Policy Committee


Member Services Advisory Committee


Nominating Committee


Nutrition Care Process Research Outcomes 
Committee


Nutrition Informatics Committee


Nutrition Services Payment Committee


Quality Management Committee


Student Advisory Committee


Fu
tu


re


Academy Political Action Committee


Committee for Lifelong Learning


Council on Future Practice


Council on Research


Diversity and Inclusivity Committee


Ethics Committee


Finance and Audit Committee


Honors Committee


Interoperability and Standards 
Committee


Legislative and Public Policy 
Committee**


Member Services Advisory Committee


Nominating Committee


Nutrition Care Process Committee


Nutrition Informatics Committee (ends 
FY21)


Nutrition Services Payment Committee


Quality Management Committee


Student Advisory Committee
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DATE: January 18, 2019 


AGENDA TOPIC: Academy Diversity and Inclusion Definition AGENDA ITEM: 3.1 


CONTRIBUTES TO ACHIEVEMENT OF: 
   Strategic Plan Focus Area(s) 
  Prevention and Well-being 
  Health Care and Health Systems  


 Food and Nutrition Safety and Security 
   BOD Program of Work Priority 
   Strategic Plan Priorities 
   Governance Supporting Role Priorities 
   Organizational Board Priorities 


BACKGROUND 
The 2018-2019 Diversity Committee reviewed the current Academy Diversity Definition, which appears on the 
Diversity Strategic Plan, and, based on benchmarking with similar associations, has voted to revise the definition 
from: 
Academy Diversity 
Diversity recognizes and respects differences in culture, ethnicity, age, gender, race, creed, religion, sexual 
orientation, physical ability, politics and socioeconomic characteristics. 
To: 
Academy Diversity & Inclusion 
The Academy encourages diversity and inclusion by striving to recognize, respect and include differences in 
culture, ethnicity, age, gender, race, creed, religion, sexual orientation, size, ability, politics, and socioeconomic 
characteristics in the nutrition and dietetics profession. 
 
Note: comparative diversity and inclusion definitions were obtained from the following organizations: American 
Bar Association, Association of American Medical Colleges, American Nurses Association, American 
Occupational Therapy Association, American Pharmaceutical Association, American Society of Association 
Executives, National Association of Social Workers, and Society for Human Resource Management. 
 
ALTERNATIVES AND/OR DISCUSSION POINTS 
The Diversity Committee suggests incorporating “Inclusion” into the Academy’s Diversity Definition to reflect 
the importance of encouraging diverse individuals into the profession and continued involvement (akin to 
recruitment and retention). The definition is also designed to act as a statement of intent. 
Based on member feedback, the word “physical” has been removed from its attachment to “ability” so as to 
include all abilities (i.e. mental, physical, intellectual, etc.). “Size” has also been added to the list of diverse 
characteristics based on member feedback regarding the lack of reference to body size in the diversity definition. 
 
The US Office of Diversity and Inclusion (of the US Office of Personnel Management) defines Inclusion as: 
“A culture that connects each employee to the organization; encourages collaboration, flexibility, and fairness; 
and leverages diversity throughout the organization so that all individuals are able to participate and contribute 
to their full potential.” 
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AGENDA ITEM SUMMARY 
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ORGANIZATIONAL CAPACITY 
Human Resource Implications:   
Financial Implications: 


  Budgeted      X No Financial Impact 
  Unbudgeted: 


   Approved by the CEO on ________   (date) 
   Approved by the Finance Committee on ________   (date) 
   Forwarded without recommendation by the   CEO           Finance Committee 


CONSIDERATIONS FOR PROCEEDING/NOT PROCEEDING 
A revised diversity and inclusion definition is the first step in updating the Diversity Strategic Plan in FY20. 
 
EXPECTED OUTCOME(S)/RECOMMENDATION(S) 
That the Board consider approval of the revised Diversity & Inclusion Definition as submitted by the Diversity 
Committee. 


SUBMITTED BY: Teresa Turner and Barbara Visocan 
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BOARD OF DIRECTORS MEETING 


AGENDA ITEM SUMMARY 


DATE: January 18, 2019 


AGENDA 


TOPIC: 


Diversity and Inclusion Committee Composition 


Revision 
AGENDA 


ITEM: 


CONTRIBUTES TO ACHIEVEMENT OF: 


  Strategic Plan Focus Area(s) 


 Prevention and Well-being 


 Health Care and Health Systems  


 Food and Nutrition Safety and Security 


X  Strategies 


 Research 


 Advocacy and Communications 


X   Professional Development 


X   Workforce Capacity and Opportunities 


Background 
Academy staff routinely review the structure and composition of Committees to meet the changing needs of 


the organization.  With the update of the Diversity definition to also include inclusion, this was an 


appropriate time to look more closely at the composition and function of the Committee.  


ALTERNATIVES AND/OR DISCUSSION POINTS 
See the attached revisions to the Diversity and Inclusion Committee Structure and Operating Procedures.  


The overall structure and number of individuals serving on the Diversity and Inclusion Committee will not 


change significantly, however the Diversity and Inclusion Committee is focusing on seeking members who 


have a proven successful background in improving Diversity and Inclusion outcomes. 
ORGANIZATIONAL CAPACITY 


Human Resource Implications: 


Financial Implications: 


X  Budgeted   X  No Financial Impact 


 Unbudgeted: 


  Approved by the CEO on ________   (date) 


  Approved by the Finance Committee on ________   (date) 


  Forwarded without recommendation by the   CEO          Finance Committee 


CONSIDERATIONS FOR PROCEEDING/NOT PROCEEDING 
The current policy does not take into consideration collaboration with like-minded groups outside the 


Academy whose mission includes diversifying the dietetics profession (e.g., Diversify Dietetics).  The 


revised policy includes collaboration of this type and other needed updates. 


OBJECTIVE(S)/EXPECTED OUTCOME(S)/RECOMMENDATION(S) 


The BOD consider approval of Diversity and Inclusion Committee revisions.


SUBMITTED BY:  Barbara Visocan     Matthew Novotny     Michelle Paprocki 
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DIVERSITY AND INCLUSION COMMITTEE  


Structure and Operating Procedures 


 


 


  


PURPOSE   
The Diversity and Inclusion Committee recommends policies and strategies to enhance the 


recruitment, retention and inclusion of, and leadership development for individuals from 


underrepresented groups as identified by the Academy. The committee also serves as a resource 


or partner with other Academy units working on diversity and inclusion projects while striving to 


increase members’ understanding and awareness of issues related to diversity, inclusion and 


cultural competency through activities that support the Academy’s diversity and inclusion 


strategic plan. 


 


COMPOSITION   
This committee will consist of no more than eight (8) members of the organization, including a 


Vice Chair, Chair, and Past-Chair, with one (1) Nutrition and Dietetics Educators and Preceptors 


(NDEP) Liaison, with success in diversity, inclusion and cultural competence. Diversity 


Committee members shall be appointed by the President-elect and Speaker-elect from the 


membership at large, who have demonstrated the Academy’s values of diversity and inclusion. 


Preference will be given to those having documented, successful experience in diversity, 


inclusion and cultural competence.  Consideration will also be given to individuals with 


leadership experience within Academy organizational units such as member interest groups 


(MIG).  


 


TERM 


Each committee member will be limited to a two-year term.  The President-elect and Speaker-


elect will appoint a Diversity and Inclusion Committee member who is completing their first or 


second year to serve as Vice Chair, or Chair-elect. This individual may serve a maximum of four 


or five years (member for one or two years, Vice Chair, Chair, and then Past-Chair). 


 All positions shall take office at the beginning of the fiscal year following their 


appointment.  


 If the Chair position becomes vacant, the President shall appoint a new Chair.   


 If any other Diversity and Inclusion Committee position becomes vacant, based upon the 


Chair’s recommendation to the President, it may or may not be filled, depending upon the 


needs of the current committee. 


 


FUNCTIONS 


 Develop, monitor outcomes and regularly update the diversity and inclusion strategic 


plan. 


 Annually identify and submit recommendations to the nominating committee for diverse 


individuals to serve in leadership positions. 


 Annually develop a Diversity and Inclusion program of work and monitor for outcomes. 


 Review submissions and select recipients for Diversity and Inclusion awards, honors and 


grants.  


 Review and provide guidance on recruitment and retention initiatives focused on 


individuals from underrepresented groups as identified by the Academy. 
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 Review and provide guidance on leadership development initiatives focused on 


individuals from underrepresented groups as identified by the Academy. 


 Collaborate with Academy organizational units as needed to provide diversity and 


inclusion focused feedback on programs, products or services. 


 Collaborate with other like-minded groups outside the Academy whose mission includes 


diversifying the dietetics profession (e.g. Diversify Dietetics). 


 Provide periodic reports to the BOD and other organizational units as appropriate. 


 


ROLES AND RESPONSIBILITIES 


 Past Chair – The Past Chair provide mentoring to the Diversity Leaders and Chair and 


serve to assist the Diversity Liaison program while also providing a historical framework 


to the committee. 


 Chair – The Chair collaborates with staff to ensure the program of work is established for 


the committee and the objectives are fulfilled throughout the year as well as facilitates 


committee meetings and mentors the Vice Chair. 


 Vice Chair – The Vice Chair provides guidance to FNCE Workgroup and serves in a 


supporting role for the Chair. In this role, the Vice Chair reviews documents, provides a 


sounding board for the Chair and takes on the roles and responsibilities of the Chair in the 


Chair’s absence.  


 NDEP Liaison – Work with the NDEP Executive Committee to appoint a liaison.  The 


NDEP Liaison provides meaningful insight from educators and preceptors and 


advocates/communicates on behalf of the committee to educators and preceptors. 


 


MEETINGS 
The Diversity and Inclusion Committee will meet face-to-face once per program year and will 


conduct the remainder of business via conference call. 


 


QUORUM 
A quorum will be defined as a simple majority of members. 


 
 







1 


 


 
 


 


 


 


DIVERSITY AND INCLUSION COMMITTEE  


Structure and Operating Procedures 


  


 


  


PURPOSE   
The Diversity and Inclusion Committee recommends policies and strategies to enhance the 


recruitment,  and retention and inclusion of, and leadership development for individuals from 


underrepresented groups as identified by the Academy. The committee also serves as a resource 


or partner with other Academy units working on diversity and inclusion projects while striving to 


increase members’ understanding and awareness of issues related to diversity, inclusion and 


cultural competency through activities that support the Academy’s diversity and inclusion 


strategic plan. 


 


COMPOSITION   
This committee will consist of no more than eight (8) members of the organization, including a 


Vice Chair, Chair, and Past-Chair, withand one (1) Nutrition and Dietetics Educators and 


Preceptors (NDEP)House Leadership Team (HLT) Liaison, with success in diversity, inclusion 


and cultural competence. Diversity Committee members shall be appointed by the President-


elect and Speaker-elect from the membership at large, who have demonstrated supporting the 


Academy’s values of diversity and inclusionvity. Preference will be given to those having 


documented, successful experience in diversity, inclusion and cultural competence.  


Consideration will also be given to individuals with leadership experience within Academy 


organizational units such as member interest groups (MIG).  


 


TERM 


Each committee member will be limited to a two-year term.  The President-elect and Speaker-


elect will appoint a Diversity and Inclusion Committee member who is completing their first or 


second year to serve as Vice Chair, or Chair-elect. This individual may serve a maximum of four 


or five years (member for one or two years, Vice Chair, Chair, and then Past-Chair). 


 All positions shall take office at the beginning of the fiscal year following their 


appointment.  


 If the Chair position becomes vacant, the President shall appoint a new Chair.   


 If any other Diversity and Inclusion Committee position becomes vacant, based upon the 


Chair’s recommendation to the President, it may or may not be filled, depending upon the 


needs of the current committee. 


 


FUNCTIONS 


 Develop, monitor outcomes and regularly update the diversity and inclusion strategic 


plan. 


 Annually identify and submit recommendations to the nominating committee for diverse 


individuals to serve in leadership positions. 


 Annually develop a Diversity and Inclusion program of work and monitor for outcomes. 


 Review submissions and select recipients for Diversity and Inclusion awards, honors and 


grants.  


 Review and provide guidance on recruitment and retention initiatives focused on 


individuals from underrepresented groups as identified by the Academy. 
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 Review and provide guidance on leadership development initiatives focused on 


individuals from underrepresented groups as identified by the Academy. 


 Collaborate with Academy organizational units as needed to provide diversity and 


inclusion-focused feedback on programs, products or services. 


 Collaborate with other like-minded groups outside the Academy whose mission includes 


diversifying the dietetics profession (e.g. Diversify Dietetics). 


 Provide periodic reports to the BOD and other organizational units as appropriateHOD. 


 


ROLES AND RESPONSIBILITIES 


 Past Chair – The Past Chair provide mentoring to the Diversity Leaders and Chair and 


serve to assist the Diversity Liaison program while also providing a historical framework 


to the committee. 


 Chair – The Chair collaborates with staff to ensure the program of work is established for 


the committee and the objectives are fulfilled throughout the year as well as facilitates 


committee meetings and mentors the Vice Chair. 


 Vice Chair – The Vice Chair provides guidance to FNCE Workgroup and serves in a 


supporting role for the Chair. In this role, the Vice Chair reviews documents, provides a 


sounding board for the Chair and takes on the roles and responsibilities of the Chair in the 


Chair’s absence.  


 HLT Liaison – The HLT Liaison provides meaningful insight from the BOD/HOD level 


and advocates/communicates on behalf of the committee to the BOD/HOD levelNDEP 


Liaison – Work with the NDEP Executive Committee to appoint a liaison.  The NDEP 


Liaison provides meaningful insight from educators and preceptors and 


advocates/communicates on behalf of the committee to educators and preceptors. 


 


MEETINGS 
The Diversity and Inclusion Committee will meet face-to-face once per program year and will 


conduct the remainder of business via conference call. 


 


QUORUM 
A quorum will be defined as a simple majority of members. 
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Diversity and Inclusion - Communication Plan 
January 2019 


 
 
Objectives 
• Implement ways to keep members informed about the Academy’s diversity 


and inclusion initiatives 
• Maximize members’ knowledge and understanding of diversity and inclusion 


and representation 
• Obtain members’ feedback on diversity and inclusion 
• Engage members in the Academy’s diversity and inclusion initiatives 
• Spotlight the Academy’s current diversity and inclusion efforts in 


communications, including: 
 Diversity Awards and Grants 
 Member Interest Groups 


Asian Americans and Pacific Islanders, which includes: 
Chinese Americans in Nutrition and Dietetics 
Filipino Americans in Nutrition and Dietetics 


Indians in Nutrition and Dietetics 
Latinos and Hispanics in Dietetics and Nutrition 
National Organization of Blacks in Nutrition and Dietetics  
Cultures of Gender and Age, which includes: 


Thirty and Under in Nutrition and Dietetics  
Fifty Plus in Nutrition and Dietetics  
National Organization of Men in Nutrition and Dietetics  


Religion, which includes: 
Jewish (JMIG) 
Muslims in Dietetics and Nutrition (MIDAN) 


 Official Diversity Philosophy 
 Cultural competency resources 
 Mentoring programs 
 Food and nutrition information in multiple languages  
 Pan-ethnic images in all Academy messaging: 


o Membership brochures, websites, social media, National Nutrition Month, marketing materials 
 Grants and scholarships programs provided by the Academy, ACEND, CDR and the Foundation 
 Academy’s culturally diverse Spokesperson program. 


 
• Promote new diversity and inclusion initiatives. The Academy will: 


 Highlight former Diversity Award winners more visibly in videos, Board reports and Member Showcase 
 Make “Diversity, Inclusion and Cultural Competency” the topic of the “On the Shoulders of Giants” 


FNCE session  
 Feature diversity and inclusion in Academy Update leaders’ presentation to member groups 
 Promote the Academy’s first Diversity Excellence Award  
 Appoint past diversity leaders to Academy committees 
 Incorporate diversity and inclusion in orientation of all new committee members 
 Work closely with the Diversify Dietetics group to highlight the Academy’s D&I efforts 
 Include diversity and inclusion in Leadership Institute proposal 
 Arrange a meeting with members of the Congressional Black Caucus to lead a discussion with 


historically black colleges and universities to support nutrition and dietetics education 
 Obtain for the Academy a nomination for the Diversity Inclusivity Award at Barnes and Thornburg’s 


annual celebration of diversity dinner.  
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https://www.eatrightpro.org/leadership/honors-and-awards/diversity-awards-and-grants

https://www.eatrightpro.org/membership/academy-groups/member-interest-groups

https://www.eatrightpro.org/membership/academy-groups/member-interest-groups/asian-americans-and-pacific-islanders-aapi

http://www.eatrightcadn.org/

http://fadan.webauthor.com/auth.cfm?fs=NLI&nli=true&path=%2Fmodules%2Fportal%2Fdefault%2Ecfm&sign_in=true

http://aind.webauthor.com/auth.cfm?sign_in=true%3E

http://eatrightlahidan.org/

https://www.nobidan.org/

https://www.eatrightpro.org/membership/academy-groups/member-interest-groups/cultures-of-gender-and-age-coga

https://www.eatrightpro.org/membership/academy-groups/member-interest-groups/religion-mig-rmig

https://www.eatrightstore.org/product-type/ebooks/cultural-competency-for-nutrition-professionals-ebook

https://www.eatrightpro.org/membership/student-member-center/mentoring-resources





Attachment 3.3 
Types of information to be distributed 
• Academy’s current and future diversity and inclusion initiatives and programs 


o Academy Board of Directors 
o Foundation Board of Directors 
o House of Delegates 
o Commission on Dietetic Registration 
o Accreditation Council for Education in Nutrition and Dietetics 
o Academy Spokespeople 


• Session at Leadership Institute  
• Journal President’s Page on diversity and inclusion (scheduled for April 2019) 
• Leaders’ FNCE video messages  
• Academy Update speeches and presentations 
• Member Engagement micro-poll(s) 
 
Distribution strategies  
• Distribute message to target audiences (Academy groups and individuals):  


o Foundation Board 
o House of Delegates 
o Affiliate/DPG/MIG groups and leaders 
o Spokespeople (current and past, national and state) 
o ACEND 
o CDR 
o Committee chairs 
o Past presidents 
o Headquarters staff 
o Health professional colleagues 
o Media and public (when appropriate) 


 
• Communication vehicles 


o All-member emails 
o EatRightPRO website  
o Eat Right Weekly 
o Social media outreach PRO channels 
o Food & Nutrition Magazine (as appropriate) 
o Journal of the Academy of Nutrition and Dietetics (as appropriate) 
o Affiliate, DPG and MIG newsletters and websites 
o Communities of Interest information portals  
o Individual emails  
o Media communications including press releases, news alerts, letters to the editor 


 
Assess and evaluate communications  
• Solicit feedback from members 


o Emails  
o Micro-surveys  
o Focus groups 
o Baseline and follow-up surveys on multiple issues 


• Solicit feedback from staff who work with DPGs, MIGs, Affiliates, Spokespeople HOD, BOD, etc.  
• Evaluate and monitor  


 Social media  
 Website analytics 
 Member surveys 
 Emails from members 


• Determine additional ways to distribute diversity and inclusion message for maximum outreach. 
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SUSTAINABLE FOOD SYSTEMS ROUNDTABLE 
BOARD OF DIRECTORS WEBINAR 
JANUARY 18, 2019 


On November 8-9, the Foundation convened a roundtable titled “Sustainable Food Systems: 
Creating a Nutrition-Focused Framework for Action.” The roundtable was led by Marie Spiker, 
the Healthy and Sustainable Food Systems Fellow, and is part of the larger Future of Food 
initiative.  


The roundtable included 24 participants, including RDNs and other professionals representing 
expertise in clinical nutrition, food service, community nutrition, agriculture, food distribution, 
environmental science, economics and policy. The roundtable featured in-person presentations 
(Dr. Elise Golan, USDA; Dr. Michael Hamm, Michigan State University; and Dr. Kendra 
Kattelmman, South Dakota State University) and virtual remarks (Dr. Eileen Kennedy, Tufts 
University; Dr. Mike McCloskey, US Dairy Innovation Center; and Corinna Hawkes, City 
University of London).  


With facilitation by Erin DeSimone from FoodMinds, participants worked in small breakout 
groups to identify “entry points” for credentialed food and nutrition practitioners to leverage 
their expertise to accelerate progress towards sustainable food systems. Participants also 
identified needs related to education, research and practice for each entry point and brainstormed 
potential partner organizations and resource needs. The results of the roundtable will be 
synthesized in a framework for action that identifies five entry points where nutrition 
professionals can use their expertise to 1) align agriculture and nutrition goals, 2) reduce wasted 
food, 3) align incentives along the supply chain, 4) improve food access and food security and 5) 
shape and delivery dietary guidance.  


A team of co-authors will further refine the framework with feedback from roundtable 
participants and leaders from relevant DPGs and MIGs before submitting the final proceedings 
paper to the Journal of the Academy of Nutrition and Dietetics. The Future of Food Advisory 
Committee will also identify opportunities outside of the proceedings paper to disseminate and 
operationalize the framework for action. 


SUBMITTED BY: Kevin Sauer, PhD, RD, LD, FAND, Chair, Future of Food Advisory 
Committee  
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FOOD SUPPLY CHAINS FOOD ENVIRONMENTS CONSUMER BEHAVIOR


Preliminary framework for action: Empowering nutrition professionals to engage in sustainable food systems


Aligning agriculture 
& nutrition


Reducing food 
waste


Aligning retail 
supply chain


Improving food 
access


Shaping dietary 
guidance


ENTRY	
POINTS	


IMPACT	AREAS:	


EDUCATION	


RESEARCH	


PRACTICE	


• Core: food safety, menu
planning, plate waste


• Stretch: new technologies,
policy (labeling, donations)


• Understand both pre & post
consumer waste


• Shift consumer behavior
• Environmental impact of waste
• Connections between reducing


waste and reducing food
insecurity


• Champion waste reduction in
food environments


• Public education, awareness
• Shift cultural norms – culinary


skills, leftovers / Planned-
Overs


• Understanding how the supply
chain works


• Business & economics


• New tech, e.g., blockchain for
tracking & traceability


• Understanding consumer
behavior & incentives


• Retail dietitians
• Participating in logistics
• Communicate about supply


chains, food safety, waste


• Cross-disciplinary training
(e.g., ag, community
organizing, urban planning)


• Diversity of profession
• Working with diverse


populations


• How to screen for food access &
intervene effectively


• Social determinants of health –
understanding impact of upstream
(e.g., wages) & downstream
(assistance)


• How are vulnerable populations
affected by climate change, etc


• Core: engagement with federal
agencies


• Stretch: work w/ structural
factors (e.g., retailer), policy


• Targeting education towards
the right audience


• Core: Counseling skills
• Stretch: Understanding metrics


from other fields (e.g., LCA),
understand environmental
impact of foods, diets


• Shifting consumer behavior &
diets


• Understanding environmental
impact of more foods & diets


• Nutrition needs to be part of
outcomes


• Counseling for behavior
change


• Communications with public
• Translate guidelines to different


audiences (culture, geography)


• Ag & nutrition learn from each
other (students, professional
groups)


• Educating educators
• Leverage existing channels


(curriculum, DPGs, SOPPs


• Connect soil & human health
• Funding mechanisms –


leverage existing, create new
• Integrate with other


organizations


• Educators
• Connect with consumers –


media spokesperson
• Incubate new ag innovations,


jobs


FOOD	
SYSTEM	
ELEMENTS	
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A roundtable convened by the  
Academy of Nutrition and Dietetics Foundation 


November 8 – 9, 2018 
Chicago, Illinois 


Briefing Paper 
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THE ACADEMY OF NUTRITION AND DIETETICS 


The Academy of Nutrition and Dietetics is the world's largest organization of food and nutrition 
professionals founded in Cleveland, Ohio, in 1917, by a visionary group of women dedicated to helping 
the government conserve food and improve the public's health and nutrition during World War I. Today, 
the Academy has over 100,000 credentialed practitioners — registered dietitian nutritionists; dietetic 
technicians, registered; other dietetics professionals holding undergraduate and advanced degrees in 
nutrition and dietetics; and students — and is committed to improving the nation's health and advancing 
the profession of dietetics through research, education and advocacy. 


Members of the Academy play a key role in shaping the public's food choices, thereby improving its 
nutritional status, and in treating persons with illnesses or injuries. Members offer preventive and medical 
nutrition therapy services in a variety of settings. 


Dietetics practitioners work in health care systems, home health care, foodservice, research and 
educational organizations, business and private practice. As vital members of medical teams in hospitals, 
long-term care facilities and health maintenance organizations, they provide medical nutrition therapy, 
using specific nutrition services to treat chronic conditions, illnesses or injuries. Community-based 
dietetics practitioners provide health promotion, disease prevention and wellness services. 


As a leader in food and nutrition issues, the Academy provides expert testimony at hearings, lobbies 
Congress and other governmental bodies, comments on proposed federal and state regulations, and 
develops position statements on critical food and nutrition issues.  


THE ACADEMY FOUNDATION 


The Academy of Nutrition and Dietetics Foundation (Academy Foundation) was established in 1966 and is 
the only charitable organization devoted exclusively to promoting nutrition and dietetics. The Academy 
Foundation funds health and nutrition research and is dedicated to improving the health of communities 
through public nutrition education programs. The success and impact of its programs and services are 
attributed to the generous support of its donors, which have helped the Foundation become a catalyst for 
Academy members and the profession to come together to improve the nutritional health of the public. 
The Academy Foundation exists as the philanthropic arm of the Academy. 
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THE ACADEMY’S MISSION, VISION AND PRINCIPLES 


As a part of its Second Century initiative and centennial celebrations, the Academy established a new 
vision, mission, principles and strategic direction that will expand the influence and reach of the Academy 
and the nutrition and dietetics profession. 


Since the Academy's beginning, food and health systems have continued to evolve, becoming more 
global and complex. However, these challenges create unprecedented opportunities for innovation and 
collaboration and are the impetus for the Academy’s new principles. 


The Academy's new vision, as endorsed by its Board of Directors, is: A world where all people thrive 


through the transformative power of food and nutrition; with a mission to: Accelerate improvements in 


global health and well-being through food and nutrition. 


The Academy's principles are: 


The Academy of Nutrition and Dietetics and our members: 
• Amplify the contribution of nutrition practitioners and expand workforce capacity and capability


• Integrate research, professional development, technology and practice to stimulate innovation and


discovery


• Collaborate to solve the greatest food and nutrition challenges now and in the future


• Focus on system-wide impact across the food, well-being and health care sectors


• Have a global impact in eliminating all forms of malnutrition


For more information about the role of nutrition professionals, watch the Academy’s video “Feeling the 
Food Connection,” which highlights the work of Academy members in their communities.
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https://www.eatrightpro.org/media/multimedia-news-center/videos/feeling-the-food-connection
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THE FUTURE OF FOOD INITIATIVE 


The Academy Foundation’s Future of Food initiative began in 2012 as a collaboration between the 
Academy Foundation, Feeding America and National Dairy Council. The initial work of this collaboration 
engaged nutrition and hunger relief professionals to increase awareness about food insecurity while 
promoting access to healthy food and quality nutrition education in food banks. In the summer of 2013, the 
Academy Foundation Board of Directors voiced their support to expand the scope of the Future of Food 
initiative. Since then, the initiative, through an educational grant from Elanco and further support from 
National Dairy Council, has devoted efforts to increase member awareness about agriculture and 
advances in agricultural technology to support sustainable food systems and a safe and nutritious food 
supply for the growing world population. 


The Future of Food initiative has resulted in the support of fellowships, scientific symposia, publications in 
the Journal of the Academy of Nutrition and Dietetics, presentations at professional conferences, toolkits, 
mini-grants to hundreds of Academy members and the development of two separate dietetic internship 
curricula that each contain 120 hours of learning activities for dietetic educators to utilize in their programs: 


• The Food Insecurity and Food Banking curriculum
• The Sustainable, Resilient, Healthy Food and Water Systems curriculum


With momentum from collaborative successes, the Academy Foundation is launching the next phase of 
the Future of Food initiative. A significant emphasis of this next phase is focused on identifying ways that 
food and nutrition professionals can leverage their expertise to meaningfully engage in the development of 
sustainable food systems. The roundtable is an important part of this next phase of work.  


ROUNDTABLE BACKGROUND 


What is the goal of the roundtable? 


Roundtable participants will actively contribute to the development of a framework for action to mobilize 
nutrition education, research and practice to accelerate progress in support of sustainable food systems. 


The framework for action is oriented towards a larger goal that aligns with the Academy and Academy 
Foundation’s strategic direction: to advance solutions that have a global impact on eliminating all forms of 
malnutrition and support population and planetary health by: 


• amplifying the contribution of nutrition and dietetics practitioners in food systems,
• building capacity for nutrition and dietetics professionals to work in food systems and
• supporting cross-sector collaboration among the many stakeholders working in food systems.


Who will be at the roundtable? 


The roundtable will include approximately 25 participants chosen for their expertise in research, education, 
practice, policy and communications spanning diverse perspectives within the food system. The 
roundtable will also be attended by a small number of Academy and Academy Foundation staff and 
student leaders.  
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What happens after the roundtable? 


The Future of Food Advisory Committee will continue to build upon the framework for action developed 
during the roundtable and will submit the framework as a proceedings paper to the Journal of the 


Academy of Nutrition and Dietetics. The committee will continue to communicate with participants 
concerning updates and opportunities to further engage in efforts to operationalize the framework. 


SUMMARY OF FOUNDATIONAL DOCUMENTS 


The best preparation for the roundtable is a readiness to share your expertise, to be open to new ways of 
thinking and to work collaboratively to find common ground with fellow participants. A few foundational 
resources that may provide helpful background information are summarized here.    


What are the elements of the food system? 


The United Nations Committee on World Food Security integrates science and policy through its High 
Level Panel of Experts on Food Security and Nutrition (HLPE). A 2017 HLPE report, Nutrition and Food 


Systems, provides an excellent primer on food systems, the multiple burdens of malnutrition and 
opportunities for food system changes to support nutrition.1  


Source: HLPE. 2017. Nutrition and food systems. A report by the High Level Panel of Experts on Food Security and Nutrition. 
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The HLPE report identified “three constituent elements of food systems, as entry and exit points for 


nutrition” — food supply chains, food environments and consumer behavior — which are shown in the 
conceptual framework above. During the roundtable, these three constituent elements will structure some 
of our conversations about entry points for nutrition professionals in the food system. 


How has the Academy characterized the role of nutrition professionals in food systems thus far? 


“Healthy Land, Healthy People” is a primer published in 2007 by the Sustainable Food Systems Task 
Force, which was convened by the Academy (known then as the American Dietetic Association).2 The 
primer identified opportunities to link the roles of food and nutrition professionals with the principles of 
sustainability and identified educational opportunities for members.  


The Academy has published two position papers on the management of sustainable, resilient and healthy 
food and water systems. Regarding food and nutrition security in developing nations, the Academy’s 2013 


position paper stated that “it is the position of the Academy of Nutrition and Dietetics that all people should 
have consistent access to an appropriately nutritious diet of food and water, coupled with a sanitary 
environment, adequate health services, and care that ensure a healthy and active life for all household 
members.”3 Regarding food and nutrition security in the United States, the Academy’s 2017 position paper 


stated that “it is the position of the Academy of Nutrition and Dietetics that systematic and sustained action 
is needed to achieve food and nutrition security in the United States.”4


The Academy established Standards of Professional Performance (SOPPs) for registered dietitian 
nutritionists in sustainable, resilient and healthy food and water systems in 2014.5 This publication 
positioned sustainable, resilient and healthy food and water systems at the intersection of nutrition and 
health; environmental stewardship; economic vitality; and social, cultural and ethical capital. The SOPP 
also provided a glossary of terms and case examples of SOPPs for various types of practitioners.  


In 2014, the Academy Foundation convened a conference to reach consensus among nutrition leaders 
regarding the need for registered dietitian nutritionists at the intersection of agriculture, nutrition and 
health.6 A set of consensus statements emerged from the conference, which concluded that: “the 


Academy and its members have a responsibility to contribute to eliminating malnutrition, reducing chronic 
disease, and ensuring nutritious and safe food systems for all populations.” The conference identified 
three priority actions for Academy members:  


The Academy and its members will: 


1. seek opportunities to lead and collaborate with other stakeholders in sustainable agriculture, food


systems, health, education, government, research and industry to extend influence and impact;


2. communicate scientific and accurate information to professionals and consumers that promotes


resilient and healthy food systems; and


3. develop integrated training and education resources to enhance proficiency of RDNs.


This roundtable represents an important next step in the Academy’s commitment to these goals. 
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If you wish to take a closer look at any of the documents summarized in this briefing paper, full-text PDFs 
of the following documents are provided for your reference.  


References: 


1. HLPE. 2017. Nutrition and food systems. A report by the High Level Panel of Experts on Food
Security and Nutrition of the Committee on World Food Security, Rome.


2. Lollar D, Hartman B, O'Neil C, Raimondi MP, Roberts S, Tagtow A, Wilkins J, Devlin C, Holler H,
Harmon AH. Healthy Land, Healthy People: Building a Better Understanding of Sustainable Food
Systems for Food and Nutrition Professionals: A Primer on Sustainable Food Systems and
Emerging Roles for food and Nutrition Professionals. 2007.


3. Nordin SM, Boyle M, Kemmer TM. Position of the Academy of Nutrition and Dietetics: Nutrition
security in developing nations: Sustainable food, water, and health. Journal of the Academy of
Nutrition and Dietetics. 2013 Apr 1;113(4):581-95.


4. Holben DH, Marshall MB. Position of the Academy of Nutrition and Dietetics: Food insecurity in the
United States. Journal of the Academy of Nutrition and Dietetics. 2017 Dec 31;117(12):1991-2002.


5. Tagtow A, Robien K, Bergquist E, Bruening M, Dierks L, Hartman BE, Robinson-O'Brien R,
Steinitz T, Tahsin B, Underwood T, Wilkins J. Academy of Nutrition and Dietetics: Standards of
professional performance for registered dietitian nutritionists (competent, proficient, and expert) in
sustainable, resilient, and healthy food and water systems. Journal of the Academy of Nutrition and
Dietetics. 2014 Mar 1;114(3):475-88.


6. Vogliano C, Steiber A, Brown K. Linking agriculture, nutrition, and health: The role of the registered
dietitian nutritionist. Journal of the Academy of Nutrition and Dietetics. 2015 Oct 31;115(10):1710-
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Roundtable Participants 
Sustainable Food Systems: Creating a Nutrition-Focused Framework for Action 


 


Name Organization Role 
Hope Barkoukis, PhD, RDN, LD, FAND Case Western Reserve University Participant 


Deanne Brandstetter, MBA, RDN, CDN, FAND Compass Group North America  Participant 


Chiquita Briley, PhD Louisiana State University Agricultural Center  Participant 


Katie Brown, EdD, RDN National Dairy Council Participant 


Joanne Burke, PhD, RD, LD University of New Hampshire  Participant 


Mary Lee Chin, MS, RD Nutrition Edge Communications  Participant 


Joanna Cummings, MS, RD, CNSC Lao-American Nutrition Institute Participant 


Janice Giddens, MS, RDN, LDN National Dairy Council Participant 


Elise Golan, PhD USDA Office of the Chief Economist Participant 


Michael Hamm, PhD Michigan State University Participant 


Amanda Hege, MPH, RDN, LD University of Kentucky Participant 


Kendra Kattelmann, PhD, RDN, LN, FAND South Dakota State University Participant 


Jerod Matthews Feeding America  Participant 


Sarah Peterson, PhD, RDN, CNSC, LDN Rush University Medical Center Participant 


Tia Rains, PhD Ajinomoto Health & Nutrition North America Participant 


Terri Raymond, MA, RDN, CD, FAND Academy of Nutrition and Dietetics Participant 


Wendy Reinhardt Kapsak, MS, RDN Produce for Better Health  Participant 


Diego Rose, PhD, MPH, RD Tulane University  Participant 


Kevin Sauer, PhD, RDN, LD, FAND Kansas State University Participant 


Jennie Schmidt, MS, RD Schmidt Farms Inc. Participant 


David Seddon, MBA, RD, LD Peakcore, LLC Participant 


Marie Spiker, MSPH, RDN Academy of Nutrition and Dietetics Foundation Participant 


Alison Steiber, PhD, RDN Academy of Nutrition and Dietetics Participant 


Kathy Wilson-Gold, MS, RDN, LD, FAND Academy of Nutrition and Dietetics Foundation Participant 
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Roundtable Participants – continued 
Sustainable Food Systems: Creating a Nutrition-Focused Framework for Action 


Name Organization Role 
Erin DeSimone, MS, RD, LDN, FAND FoodMinds Facilitator 


Elizabeth Stoltz FoodMinds Writer 


Amy Knoblock-Hahn, PhD, RDN Academy of Nutrition and Dietetics Foundation Writer 


Amanda Gheen Brigham Young University Student Leader 


Rina Hisamatsu, MPH University of Michigan Student Leader 


Mackenzie Allen Academy of Nutrition and Dietetics Staff 


Pat Babjak, GLIS Academy of Nutrition and Dietetics Staff 


Jeanne Blankenship, MS, RDN Academy of Nutrition and Dietetics Staff 


Nicci Brown, MS, RDN, CD Academy of Nutrition and Dietetics Foundation Staff 


Susie Burns Academy of Nutrition and Dietetics Foundation Staff 


Diane Enos, MPH, RDN, FAND Academy of Nutrition and Dietetics Staff 


Gabriela Proano, MS, RDN Academy of Nutrition and Dietetics Staff 


Mary Beth Whalen Academy of Nutrition and Dietetics Foundation Staff 
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Joan Schwaba, MS, RDN, LDN

 

Director, Strategic Management 

 Academy of Nutrition and Dietetics 

 120 S. Riverside Plaza, Suite 2190 

 Chicago, Illinois 60606-6995 

 Phone: 312-899-4798 

 Fax number: 312-899-4765 

 Email: jschwaba@eatright.org

 

 

From: Joan Schwaba  

Sent: Monday, January 14, 2019 4:59 PM 

 To: peark02@outlook.com; Terri Raymond <TJRaymond@aol.com>; Donna Martin

<donnasmartin@gmail.com>; DMartin@Burke.k12.ga.us; Manju Karkare

<manjukarkare@gmail.com>; drchristie01@gmail.com; Christie, Catherine <c.christie@unf.edu>;

Jo Jo Dantone-DeBarbieris <jojo@nutritioned.com>; jojodantone@aol.com; Marcy Kyle

<bkyle@roadrunner.com>; dwheller@mindspring.com; Dianne Polly <diannepolly@gmail.com>;

Kevin Sauer <ksauerrdn@gmail.com>; Ellen Shanley <elshanley@gmail.com>; Hope Barkoukis

<Hope.Barkoukis@case.edu>; Milton Stokes <miltonstokes@gmail.com>; Sharon Cox

<sharon.cox@coxduncannetwork.com>; Susan Brantley <brantley.susan@gmail.com>; Marty

Yadrick <myadrick@computrition.com>; Kevin Concannon <k.w.concannon@gmail.com>;

Dave.Donnan@atkearney.com; Patricia Babjak <PBABJAK@eatright.org> 

 Cc: Executive Team Mailbox <ExecutiveTeamMailbox@eatright.org>; Mary Gregoire

<mgregoire@eatright.org>; Chris Reidy <CREIDY@eatright.org>; Sharon McCauley

<smccauley@eatright.org>; Susie Burns <Sburns@eatright.org> 

 Subject: RE: January 18 Board Webinar

 

 

A revised copy of the agenda and attachment 3.2 – Diversity and Inclusion Committee

Composition and the remaining supporting materials for the January 18 Board webinar are now

available on the Board of Directors’ communication platform; a PDF of the full packet is attached

to this correspondence. Please click here and enter your Academy website username and

password to access the agenda and attachments on the Board portal.

 

 

Best regards, 

Joan
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Joan Schwaba, MS, RDN, LDN

 

Director, Strategic Management 

 Academy of Nutrition and Dietetics 

 120 S. Riverside Plaza, Suite 2190 

 Chicago, Illinois 60606-6995 

 Phone: 312-899-4798 

 Fax number: 312-899-4765 

 Email: jschwaba@eatright.org

 

 

From: Joan Schwaba  

Sent: Friday, January 11, 2019 7:47 AM 

 To: peark02@outlook.com; Terri Raymond <TJRaymond@aol.com>; Donna Martin <

donnasmartin@gmail.com>; DMartin@Burke.k12.ga.us; Manju Karkare <

manjukarkare@gmail.com>; drchristie01@gmail.com; Christie, Catherine <c.christie@unf.edu>;

Jo Jo Dantone-DeBarbieris <jojo@nutritioned.com>; jojodantone@aol.com; Marcy Kyle <

bkyle@roadrunner.com>; dwheller@mindspring.com; Dianne Polly <diannepolly@gmail.com>;

Kevin Sauer <ksauerrdn@gmail.com>; Ellen Shanley <elshanley@gmail.com>; Hope Barkoukis <

Hope.Barkoukis@case.edu>; Milton Stokes <miltonstokes@gmail.com>; Sharon Cox <

sharon.cox@coxduncannetwork.com>; Susan Brantley <brantley.susan@gmail.com>; Marty

Yadrick <myadrick@computrition.com>; Kevin Concannon <k.w.concannon@gmail.com>;

Dave.Donnan@atkearney.com; Patricia Babjak <pbabjak@eatright.org> 

 Cc: Executive Team Mailbox <ExecutiveTeamMailbox@eatright.org>; Mary Gregoire <

mgregoire@eatright.org>; Chris Reidy <CReidy@eatright.org>; Sharon McCauley <

smccauley@eatright.org>; Susie Burns <sburns@eatright.org> 

 Subject: January 18 Board Webinar

 

 

The agenda and supporting materials for the Board webinar scheduled for Friday, January 18 at

12:00pm ET/ 11:00am CT/ 10:00am MT/ 9:00am PT have begun to be posted on the Board of

Directors’ communication platform. All attachments for agenda items will be emailed in one

complete PDF and placed on the communications platform by Monday, January 14. Since there

are very few documents, a paper packet will not be provided. 

 

Click here and enter your Academy website username and password to access the agenda and

attachments. For agenda item 4.2 – EAT Lancet Report, a Board communication may be coming

earlier than next Friday, since the report is expected to be released Wednesday, January 16.  

 

As a confirmed participant, please follow the steps below to connect to both the audio and web

components of the meeting. 
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Step 1: Connect to Web

 

·       Click here to join the meeting (or online at

https://eatright.webex.com/eatright/j.php?MTID=m9e7db075d62983d0259e9d5242f2c791 )

 

·       Enter your Name and Email when prompted; Click Join

 

·       Enter meeting password BOD2019Jan when prompted

 

Step 2: Connect to Audio

 

·       Select “Call Me” from the Audio Connection drop down box

 

·       Enter your preferred DIRECT dial phone number

 

·       Click green button to “Connect Audio”

 

·       Answer your phone when WebEx calls and follow prompts

 

IMPORTANT:  Please be sure to review the attached PDF to follow the connection instructions as

outlined above.  It is necessary to first connect to the web and then follow the “call me” phone

connection option.  If you run into any issues, you can dial in to the meeting directly at 866-477-

4564, Code:47-06-63-11-73#

 

 

January 2019-BOD Webinar 

Friday, January 18, 2019 

11:00 am  |  Central Standard Time (Chicago, GMT-06:00)  |  1 hr 30 mins 

 

Meeting number: 746 084 927 

 

Meeting password: BOD2019Jan

 

 
Add to Calendar 

When it's time, join the meeting.

 

 

 
Can't join the meeting? 
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IMPORTANT NOTICE: Please note that this Webex service allows audio and other information

sent during the session to be recorded, which may be discoverable in a legal matter. By joining

this session, you automatically consent to such recordings. If you do not consent to being

recorded, discuss your concerns with the host or do not join the session.

 

 

Please let me know if you have any questions. 

 

Best regards, 

Joan

 

 

Joan Schwaba, MS, RDN, LDN

 

Director, Strategic Management 

 Academy of Nutrition and Dietetics 

 120 S. Riverside Plaza, Suite 2190 

 Chicago, Illinois 60606-6995 

 Phone: 312-899-4798 

 Fax number: 312-899-4765 

 Email: jschwaba@eatright.org

 

 

 

Page 5



2. Fwd: January 18 Board Webinar

From: Donna Martin <DMartin@burke.k12.ga.us>

To: Delia Peel <DPeel@burke.k12.ga.us>

Sent Date: Jan 14, 2019 18:47:18

Subject: Fwd: January 18 Board Webinar

Attachment: 00 January 18 BOD Meeting Webinar Agenda rev011419.pdf
ATT00001.htm
Combined January 18, 2019 Board Packet.pdf
ATT00002.htm

 
 

Sent from my iPad 
 
Begin forwarded message:  
 

From: "Joan Schwaba" <JSchwaba@eatright.org>  

To: " peark02@outlook.com" <peark02@outlook.com>, "Terri Raymond" <TJRaymond@aol.com

>, "Donna Martin" <donnasmartin@gmail.com>, "Donna Martin" <DMartin@burke.k12.ga.us>,

"Manju Karkare" <manjukarkare@gmail.com>, " drchristie01@gmail.com" <

drchristie01@gmail.com>, "Christie, Catherine" <c.christie@unf.edu>, "Jo Jo Dantone-

DeBarbieris" <jojo@nutritioned.com>, " jojodantone@aol.com" <jojodantone@aol.com>, "Marcy

Kyle" <bkyle@roadrunner.com>, " dwheller@mindspring.com" <dwheller@mindspring.com>,

"Dianne Polly" <diannepolly@gmail.com>, "Kevin Sauer" <ksauerrdn@gmail.com>, "Ellen

Shanley" <elshanley@gmail.com>, "Hope Barkoukis" <Hope.Barkoukis@case.edu>, "Milton

Stokes" <miltonstokes@gmail.com>, "Sharon Cox" <sharon.cox@coxduncannetwork.com>,

"Susan Brantley" <brantley.susan@gmail.com>, "Marty Yadrick" <myadrick@computrition.com>,

"Kevin Concannon" <k.w.concannon@gmail.com>, " Dave.Donnan@atkearney.com" <

Dave.Donnan@atkearney.com>, "Patricia Babjak" <PBABJAK@eatright.org>  

Cc: "Executive Team Mailbox" <ExecutiveTeamMailbox@eatright.org>, "Mary Gregoire" <

mgregoire@eatright.org>, "Chris Reidy" <CREIDY@eatright.org>, "Sharon McCauley" <

smccauley@eatright.org>, "Susie Burns" <Sburns@eatright.org>  

Subject: RE: January 18 Board Webinar 

 

A revised copy of the agenda and attachment 3.2 – Diversity and Inclusion Committee

Composition and the remaining supporting materials for the January 18 Board webinar are now

available on the Board of Directors’ communication platform; a PDF of the full packet is attached

to this correspondence. Please click here and enter your Academy website username and

password to access the agenda and attachments on the Board portal.
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BOARD OF DIRECTORS WEBINAR  
JANUARY 18, 2019 
12:00pm ET/11:00am CT/10:00am MT/9:00am PT                Revised 011419 


 
Step 1: Connect to Web 


• Click here to join the meeting (or online at 
https://eatright.webex.com/eatright/j.php?MTID=m9e7db075d62983d0259e9d5242f2c791 ) 


• Enter your Name and Email when prompted; Click Join 
• Enter meeting password BOD2019Jan when prompted 


Step 2: Connect to Audio 
• Select “Call Me” from the Audio Connection drop down box 
• Enter your preferred DIRECT dial phone number 
• Click green button to “Connect Audio” 
• Answer your phone when Webex calls and follow prompts 


If you run into any issues, you can dial in directly using the following information  
Dial:  1-866-477-4564             Code:  47-06-63-11-73# 


 


TIME AGENDA ITEM PRESENTERS EXPECTED 
OUTCOME 


11:00 am CT Call to Order  M. Russell  
11:00 am  1.0 Consent Agenda* 


1.1 September 6-7, 2018 Board 
Meeting Minutes 


1.2 Electronic Nutrition Care 
Process Record System 


1.3 Finance Update 


M. Russell 
 


Action 


11:05 am 2.0 Committee Restructure Proposal M. Russell/ 
M. Schofield 


Action 


11:30 am 3.0 Diversity and Inclusion  
3.1 Academy Diversity and 


Inclusion Definition 
 


3.2 Diversity and Inclusion 
Committee Composition 


 
3.3 Communication Plan 


 
 
B. Visocan 
 
B. Visocan 
 
 
D. Acosta 


 
 
Action 
 
Action 
 
 
Information/ 
Discussion 


12:10 pm 4.0 Strategic Plan Focus Area: Food and 
Nutrition Safety and Security 


4.1 Sustainable Food Systems 
Roundtable 
 


4.2 EAT-Lancet Report 


 
 
K. Sauer 
 
 
A. Steiber/ 
D. Acosta 


 
 
Information/ 
Discussion 
 
Information/ 
Discussion 


12:30 pm CT Adjournment M. Russell  
 


Vision A world where all people thrive through the transformative power of food and nutrition 
Mission Accelerate improvements in global health and well-being through food and nutrition 


   Attachment [material(s) to be reviewed] *All items on the Consent Agenda are considered to be routine.  There will be no separate discussion of 
these items unless a Board member requests. 
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SEPTEMBER 6-7, 2018 MINUTES 
BOARD OF DIRECTORS MEETING   DRAFT 


Board of Directors 
in Attendance 


Mary Russell, chair, Patricia M. Babjak, Hope Barkoukis (by phone for a 
portion of 9/6 only), Susan Brantley, Catherine Christie,  
Kevin Concannon, Sharon Cox, Jo Jo Dantone-DeBarbieris,  
David Donnan, Diane Heller, Donna Martin, Dianne Polly, Manju Karkare, 
Marcia Kyle, Terri Raymond, Kevin Sauer, Ellen Shanley, Milton Stokes, 
Marty Yadrick 


Presenters James Hagestad of Plante Moran; Rosa Hand, chair, Evidenced-Based 
Practice Criteria Task Force; Kristi Mitchell, Senior Vice President, 
Avalere Health; Peter Kelly, Divisional Vice President of Reimbursement 
& Strategic Initiatives; Amie Heap, Director of Health Policy, Education & 
Alliances, Abbott Nutrition; and Brandon Nichols and Jocelyn Turner, 3B 
Nichols Consulting 


Staff in Attendance Doris Acosta, Mackenzie Allen, Jeanne Blankenship, Susan Burns, 
Diane Enos, Mary Gregoire (for portions of 9/6 and 9/7), Mujahed Kahn 
(for a portion of 9/7 only), Sharon McCauley, Paul Mifsud,  
Christine Reidy, Joe Scariot, Marsha Schofield (for 9/6 only),  
Joan Schwaba, Alison Steiber, Barbara Visocan, Mary Beth Whalen 


Call to Order 
A quorum being present, M. Russell, chair, called the meeting to order at 12:00 pm. 


Consent Agenda 


Motion #1 
Approved 


Move to accept the consent agenda. 


Regular Agenda 


Motion #2 
Approved 


Move to approve the agenda. 


Criteria for Effective Meetings/Conflict of Interest Policy 
Board members were asked to declare any potential conflicts of interest related to each agenda 
item. 


Financial Report 
FY2018 Audit Report 
Declarations of conflict of interest: None voiced 


The audit partner at Plante Moran presented the 2018 Academy and Foundation audit to the 
Board of Directors. Plante Moran issued an unqualified audit, which is the highest result that can 
be achieved. As in the past, there were no issues working with management nor were there any 
required audit adjustments. Some of the highlights follow. 
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- Revenue increased $2.3M or 6.2% from 2017 
- Investment returns were over $5.8M 
- Net Assets grew by nearly $3.8M 


Overall, the Academy and Foundation are very strong financial shape. After a brief period of 
questions from the Board, a motion was approved to go into executive session with the auditor. 
Staff were excused to leave the room. 
 
Executive Session 
Motion #3 
Approved 


 
Move into Executive Session. 


 
Executive session convened at 12:23 pm. 
 
Motion #4 
Approved 


Move to accept the FY2018 audit findings as presented, contingent upon 
Finance and Audit Committee approval. 


 
Motion #5 
Approved 


 
Move out of Executive Session. 


 
Executive session adjourned at 12:49 pm. 
 
Board Retreat – Next Steps  
Declarations of conflict of interest: None voiced.  
 
The annual Board of Directors retreat was held July 18-20 which focused on strategic thinking 
and prioritization of initiatives for the coming year. The next steps and outcomes of the retreat 
were discussed at the September Board meeting. 
 


Education Model  
At the Board retreat the chair of ACEND provided an update on activities and its plan of 
work, including ACEND’s future education model and the demonstration projects.  
Participants engaged in small group discussions at the retreat and provided input to 
ACEND on ways to prepare students in the context of the environment and strategies for 
enhancing pre-professional experiences.  
 


Doctorate Capacity Building 
The Board was led in a strategic thinking exercise at the July retreat about ways to build 
doctorate capacity. According to the 2017 Council on Future Practice report, as entry level 
education for RDNs moves to a graduate degree in 2024, the shortage of doctorally 
prepared RDNs needs to meet the challenge of educating new RDN professionals and 
building doctorate capacity. The Academy’s value to doctorally-prepared individuals 
includes the Nutrition Research Network, ANDHII data, advanced-level CPEs and 
opportunities to meet service requirements for promotion and tenure. Doctorally-prepared 
individuals have a positive impact on profession and should be encouraged to become 
members of the Academy and credentialed by CDR. The next steps for implementing an 
action plan for doctorate capacity building will be included on an upcoming Board 
meeting agenda. 
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Future Trends  
The Board heard a presentation looking at future trends impacting healthcare and how the 
Academy can position nutrition and dietetics professionals for the 2nd Century. In 
follow-up to the Board’s recommendation, D. Donnan is scheduled to present a session at 
the 2018 Food & Nutrition Conference & Expo on trends as part of the new current 
events track.  


 
Fall House Dialogue 
The work by the House Leadership Team (HLT) since the Board retreat was summarized 
in preparation for the fall House of Delegates (HOD) meeting. Accomplishments by the 
HOD Culture Team were highlighted. Input from the discussion at the retreat has been 
incorporated into the fall meeting Backgrounder along with input from a focus group of 
previous HOD leaders and other experts. A set of success criteria have been developed 
for use in guiding and evaluating any recommendations coming out of this mega issue. At 
the end of the fall dialogue the HLT expects to have identified a sense of direction in 
terms of desired features of a model for further exploration that positions the deliberative 
body to best execute its role. Board members have received an invitation to participate in 
the fall HOD meeting. Recommendations will come to the Board from the HOD with the 
intent of taking the time necessary to make an informed decision that is in the best 
interest of the profession, the Academy and members. 


Credentialing Model  
The Commission on Dietetic Registration (CDR) chair presented a proposed new 
credentialing model at the July retreat. The model would provide registry eligible 
applicants the opportunity to take a common core examination and one or more focus 
area examination(s) in areas such as research, school nutrition, clinical nutrition, 
community nutrition. The eligibility requirements for each focus area would vary (e.g., 
research may require a PhD, clinical nutrition a masters degree, health promotion/disease 
prevention a baccalaureate degree). CDR reviewed the model at its July 2018 meeting. 
The Commission will continue its discussion of the pros and cons of this model at its next 
meeting. 
 


Licensure and Regulations: Model Practice Act 
A revised Model Practice Act was approved by the Board in July 2018. The Model 
Practice Act will be shared with affiliates and member leaders at the Consumer 
Protection and Licensure Subcommittee (CPLS) meeting at FNCE.  The licensure section 
of the Academy website contains new material and messaging regarding the Model 
Practice Act.  The CPLS has developed an issue brief for members regarding licensure 
and a leave-behind that can be shared with policy makers. 
 
A task force is being convened to review the CDR and Academy commissioned report 
examining the Future Education Model and implications for licensure.  The group will 
consist of Board liaison, C. Christie, and other appointed members with expertise in 
licensure and dietetics education. 


 
On September 5 the U.S. Departments of Agriculture and Health and Human Services 
issued a call for nominations to serve on the 2020-2025 Dietary Guidelines Advisory 
Committee and submissions are due on October 6. The Academy has been seeking 
nominations for the DGAC from our members since the beginning of the year and Board 
members were invited to submit nominations. The leadership will be involved as a slate 
of potential nominees is developed for submission. 
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Public Policy Leadership Award & Grassroots Advocacy Award 
Declarations of conflict of interest: None voiced.  
 
The nominees for the 2018 Public Policy Leadership Award and the 2018 Award for Grassroots 
Excellence were presented for consideration by the Board. The awards will be bestowed during 
the PPW 2018 Kick Off following FNCE.  The recommendations were made by a task force 
consisting of both Legislative and Public Policy Committee and Academy of Nutrition and 
Dietetics Political Action Committee representatives. 
 


Motion #6 
Approved 


Move to approve Lesley McPhatter, MS, RDN, CSRS, as the recipient 
of the 2018 Award for Grassroots Excellence and Betty McCollum as 
the recipient of the 2018 Public Policy Leadership Award to be 
presented at the Public Policy Workshop in October 2018. 


 
Evidenced-Based Criteria Development Task Force  
Declarations of conflict of interest: None voiced.  
 
The chair of Evidence-Based Criteria Development Task Force presented an update on the 
progress, possible recommendations, and future tasks of the group. The task force examined 
existing literature on the evidence-informed term being used by other health professions as well 
as data from an Academy Member Engagement Zone question that asked the membership about 
the definition, knowledge and use of evidence-based versus evidence-informed. Based on all the 
literature and survey results, the task force believes the continued use of evidence-informed 
would cause confusion. The task force is examining expanding the evidence-based practice 
definition and creating terminology and materials for food and nutrition professionals to use for 
different levels of evidence. The task force will conclude its work in November 2018 and will 
communicate with the Board and Quality Management committee regarding its final results and 
recommendations. 
 
Member Engagement: 
Nominating Committee 
Declarations of conflict of interest: None voiced. 
 
The Nominating Committee identified a need to engage more members, particularly early/mid-
career members, in the nominations and election processes. To provide more broad 
representation of the Nominating Committee with diverse perspectives to better involve these 
early/midcareer members, the committee proposed a new position for an Academy member who 
has been in practice for 15 years or less with experience on an Academy national level 
committee or taskforce or as a Board member of an affiliate or DPG/MIG within the past eight 
(8) years. The new position will take the place of one of the current five members on the 
committee with national leader experience, and therefore not require a Bylaws change or 
additional funding. The Board approved the new Nominating Committee position to go into 
effect for the 2019 Election. The Board also asked that the impact of this change be evaluated for 
next year.  
 
Motion #7 
Approved 


Move to approve a new position on the Nominating Committee for an 
Academy member who has been in practice for 15 years or less with 
experience on an Academy national level committee or taskforce or as a 
Board member of an affiliate or DPG/MIG within the past eight (8) years. 
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Member Engagement: 
Sports, Cardiovascular and Wellness Nutrition DPG 
Declarations of conflict of interest: None voiced. 
 
The Board was led in a discussion regarding retaining membership within the Academy’s 
dietetic practice groups (DPGs). DPG membership as a whole remains in alignment with 
Academy membership trends, with the exception of the Sports, Cardiovascular and Wellness 
Nutrition (SCAN) DPG which has seen a decline.  Further data is needed to determine exact 
reason for the change, but initial assessment indicates possible loss of membership to non-
Academy sports related organizations. This shift may impact the retention of sports dietetics 
practitioners and those in other specialty practice areas within the Academy. To better insure a 
future for this specialty area within the Academy, it was recommended to consider development 
of Foundation fellowships in sports dietetics for high quality training programs, enhancing career 
laddering competencies, initiating job postings directed at the DPG level, and continuing the 
FNCE® track dedicated to sports, performance and related research. A Board task force will be 
formed based on these recommendations to explore opportunities to retain current and capture 
future practitioners.  
 
MQii Update 
Declarations of conflict of interest: None voiced. 
 
The MQii (Malnutrition Quality Improvement Initiative) current status and future plans were 
presented to the Board. An overview with the history and background on why MQii is relevant 
was supported with patient-centered malnutrition care evidence. The National Quality Forum and 
Centers for Medicare and Medicaid Services timelines were reviewed for the Global 
Malnutrition Composite Score (composite measure) submission. The existing patient-care 
transitions pathway to include post-acute and community based care was shared along with 
details of the pilot testing and learning labs that will occur in the coming months. Hospitals will 
participate in identifying best practices for care plan elements of patients transitioning from one 
place to another within the continuum of care. An outline was provided on the education and 
malnutrition special events to be held during the September Spotlight, FNCE, and PPW. The 
Board was provided with an MQii informational booklet and Infographic.  
 
Clinical Data Registry 
Declarations of conflict of interest: None voiced. 
 
Academy of Nutrition and Dietetics Health Informatics Infrastructure (ANDHII) is an online 
Clinical Data Registry launched in 2014 which provides a way to document patterns of practice 
and outcomes using the Nutrition Care Process and terminology to capture the identified data. 
ANDHII has been used successfully with educators in DPD and DI programs, clinicians and for 
numerous research projects. The Board heard an update regarding the Academy’s project with 
Avalere for developing a strategic plan for ANDHII with specific focus on meeting the 
government requirements for a Qualified Clinical Data Registry.  
 
Executive Session 
Motion #8 
Approved 


Move into Executive Session. 


 
Executive session convened at 9:03 am. 
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Motion #9 
Approved 


Move out of Executive Session. 
 


 
Executive session adjourned at 9:35 am. 
 
Microaggression Training 
Declarations of conflict of interest: None voiced.  
 
Consultants from 3B Nichols Consulting, LLC, provided training to the Board on 
microaggression. The training included recognition of microaggressions and ways to respond in 
microaggressive situations. 
 
Academy Positions 
Declarations of conflict of interest: None voiced.  
 
At its May 2018 meeting the Board approved a new framework and process for the development 
of position papers as well as the establishment of the Evidence Analysis Center. This new 
process was proposed by the Council on Research and resulted in the elimination of practice 
papers and included the requirement that all future position papers would undergo a systematic 
review and have a grade I or II quality of data. As a result of this new requirement for systematic 
review the Total Diet Approach to Healthy Eating position paper does not easily fit into the new 
process and paradigm. Since this position is viewed broadly as the Academy’s philosophy and is 
regularly cited by credible global organizations as well as national media outlets, it will be 
prioritized to go through the new process for review and assessment. The Council on Research 
will work with the Strategic Communications team and other areas within the Academy 
including the HOD and the Evidence Analysis Center to prioritize the Total Diet Approach to 
Health Eating for next steps in the new position paper process. The Evidence Analysis Center 
will be responsible for providing clear direction and rationale for the Total Diet Approach to 
Healthy Eating topic and report back to the Board with the results.  
 
Food & Nutrition Conference & Expo 
Declarations of conflict of interest: None voiced.  
 
An update was provided for FNCE 2018 and showcased new and innovative features. Projected 
attendance and financial status updates were shared. 
 
Adjournment 
The meeting was adjourned at 1:45pm on September 7, 2018 by consensus. 
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ELECTRONIC NUTRITION CARE PROCESS 
RECORD SYSTEM  
BOARD OF DIRECTORS WEBINAR 
JANUARY 18, 2019 


Last year the Foundation Board approved a disbursement of Second Century Funds to develop the 
Transitions of Care Technical Implementation Guide which helps ensure that electronic health records 
(EHR) vendors use Nutrition Care Process Terminology in electronically-transmitted documents that 
follow the patient from acute care to long-term care facilities. The Academy has been working for the 
past nine years through HL7, the international standards organization, to create the Electronic 
Nutrition Care Process Record System (ENCPRS), which describes what features are needed by 
dietitians in EHRs.   


In November 2018, the ENCPRS standard was balloted successfully and was accepted by HL7. This 
recent approval by HL7 is a huge step forward with respect to standardizing what functions are present 
in EHRs for nutrition care. 


HL7 stands for Health Level Seven International and is a not-for-profit organization that develops 
ANSI-accredited standards, and is supported by international members in healthcare, government, 
pharmaceutical, payers, vendors. HL7 standards are used with electronic health information to 
exchange, integrate, share, and retrieve electronic health record data. The Academy is a voting 
member of HL7, and has been pioneering the development and approval of available nutrition 
standards globally available via the HL7 website. 


The ENCPRS is a standard that describes the requirements that E HR systems need to adhere to in 
order for RDNs to document nutrition care comprehensively.  


DEVELOPMENT BACKGROUND 
Most electronic health record systems have limited functionality that supports the actions of a 
Registered Dietitian/Nutritionist in providing individual nutrition care.  In most cases, nutrition 
documentation and data are designed at the facility level.  Limitations in local resources, knowledge of 
systems design and nutrition best practices creates an inconsistent use of key data that should be 
interoperable and available for quality metrics reporting. 


This project was conducted as a joint work effort between HL7 and the Academy, where the 
Academy’s Interoperability and Standards Committee and Nutrition Care Process Research Outcomes 
Committee updated the content and documented workflow relevant to the ENCPRS. Other Academy 
internal groups and international colleagues reviewed the work and provided relevant input and/or 
revisions. The workgroup consisted of subject matter experts from nutrition practice, nutrition 
software vendors, implementers, and informaticians. 


DESCRIPTION OF ENCPRS 
The ENCPRS Functional Profile is based on the Electronic Health Record System Functional Model 
R2 (EHRS-FM). The intent is to develop a standard list of functions and criteria needed for full 
integration of both the Nutrition Care Process (NCP) and the representative terms from the electronic 
Nutrition Care Process Terminology (eNCPT). The NCP serves as a systematic approach to providing 
high quality nutrition care. This standardization will encourage the acquisition of EHR systems by 
nutrition health providers and promote information interoperability between nutrition and food 
systems and other areas of healthcare. These requirements have been mapped into this functional 
profile and identify those portions of the HL7 EHR-S Functional Model that apply to patient care in 
the NCP. Further, these requirements identify additional functionality toward facilitating ease of use 
for those involved in patient care in the NCP, thus providing EHR vendors with conformance criteria 
that are specific to regulated tasks within the NCP in the HL7 International formats. 
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STATUS AND FUTURE OF ENCPRS 
The ENCPRS was approved by HL7 in November 2018 as a Standard for Trial Use (STU).  
Next steps in the next two years or so are to mature the ENCPRS from STU to normative status.  
This can be realized by actively engaging implementers to use the ENCPRS. 


How do we take Nutrition standards from Standard for Trial Use to Normative? 


The standard must be used as a “trial” (i.e. tested in a system) which: 
• Exercises the standard
• Validates it meets the objectives of the project


Organizations using the standards should provide comments 
• The standards are voted on to be Normative
• Includes final protocol specifications
• Includes enhancements or modifications from trial use


The Interoperability and Standards Committee (ISC) of the Academy will be undertaking this work.  


The following chart describes how HL7 recommends standards should be developed and matured: 
Project Life Cycle for Product Development (PLCPD), Release 2, p. 9 
(https://www.google.com/url?q=https://www.hl7.org/documentcenter/public/wg/projectservices/PSWG%2520PLCPD%25202008-
11%2520Release.doc&sa=U&ved=0ahUKEwiE35vd9t7fAhWGqIMKHRjjCGMQFggIMAI&client=internal-uds-
cse&cx=013068602079619598366:1md6bdavbtc&usg=AOvVaw3FNdaxlnxhA4EBkSr4AryK) 
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The following is a tentative timeline on next steps to achieve maturity of the ENCPRS: 


SUBMITTED BY:  
Constantina Papoutsakis, PhD, RD, Senior Director, Data Science Center, Research, International, and 
Scientific Affairs (RISA); cpapoutsakis@eatright.org 
Becky, Gradl, MPH, RDN, Informatics Manager, Data Science Center, Research, International, and 
Scientific Affairs (RISA); bgradl@eatright.org 
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FINANCE UPDATE 
BOARD OF DIRECTORS WEBINAR 
JANUARY 18, 2019 


As a part of the on-going operational responsibilities, the Finance and Audit Committee manages 
and monitors the financial performance of the Foundation, Academy and related organizations.    
Attached is a summary of the Academy results, through November 2018.  Some of the highlights 
include; 


• Operating revenues of $13.7M, excluding investment results, were down $333.7K (2.4%)
from the FY19 budget and down nearly $247K (1.8%) when compared to FY18.


• Non-dues revenue is $354.2K (3.7%) lower than FY19 budget and $231K (2.5%) lower
than FY18 primarily due to FNCE.


• Dues revenue is $20.7K higher than FY19 budget.  Revenue is declining when compared
to FY18, but, slower than anticipated.


• Expenses of $12.9M were $574K (4.3%) lower than FY19 budget and $427K (3.2%)
lower than FY18.


• Academy had an operating profit of nearly $808K.  This is $240K over budget and nearly
$180K higher than FY18.


• Academy investment performance reflected gains of over $746K.  This was $170K
higher than budget.  Market volatility is a concern.


• Academy had Net Income of over $1.55M, after investment results, which exceeded the
budget by over $410K.


• Investment reserves were at nearly $16.6M which was 67.6% of the FY19 budget


SUBMITTED BY: Manju Karkare, MS, RDN, LDN, FAND, Treasurer 
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Academy* FY19 financial results through November


• Operating revenues of $13.7M, excluding investment results, were down $333.7K
(2.4%) from the FY19 budget and down nearly $247K (1.8%) when compared to
FY18.


• Non-dues revenue is $354.2K (3.7%) lower than FY19 budget and $231K (2.5%)
lower than FY18 primarily due to FNCE.


• Dues revenue is $20.7K higher than FY19 budget.  Revenue is declining when
compared to FY18, but, slower than anticipated.


• Expenses of $12.9M were $574K (4.3%) lower than FY19 budget and $427K (3.2%)
lower than FY18.


• Academy had an operating profit of nearly $808K.  This is $240K over budget and
nearly $180K higher than FY18.


• Academy investment performance reflected gains of over $746K.  This was $170K
higher than budget.  Market volatility is a concern.


• Academy had Net Income of over $1.55M, after investment results, which exceeded
the budget by over $410K.


• Investment reserves were at nearly $16.6M which was 67.6% of the FY19 budget.


*Does not include Foundation, CDR, DPGs, MIGS, ANDPAC or ACEND except where
otherwise indicated.


Even with the revenue shortfall, the Academy, overall, has performed well in FY19. 
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Academy’s operational* results through November 


Even through revenue was short of expectations, Academy had an Operating 
Profit (Revenue – Expense) of $807.7K which was $240.1K higher than 
budget.


Revenue * Expense


* Before Investments
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Academy’s net income and investment results through November 


Investment returns, coupled with expense under-runs, have provided a Net 
Income of nearly $1.6M which is $410K higher than budget.


Net IncomeInvestment Returns


$1,553.4


$1,143.1
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Membership Dues revenue* is exceeding FY19 budget expectations


Dues revenue is currently $20.7K higher than budget and $16.5K lower when compared to 
FY18 through the same period.  Membership revenue is declining, but, at a slower pace than 
anticipated.


FY19 vs. Budget FY19 vs. FY18


$4.53 $4.51
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FY19 FY18 Variance


* Does not include Fellow program
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Non dues revenue has not met budget expectations and has declined…


Non dues revenue has not met expectations, overall, for FY19.


FY19 vs. Budget FY19 vs. FY18


$9.18 $9.54
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…Driven by a few categories…


Programs and Meetings is down primarily due to FNCE (-$301K).


Programs and Meetings Sponsorships


$4.98
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…Driven by a few categories (continued). 


Grants are lower due to lower Research grants.  Subscriptions are lower 
primarily due to lower eNCPT (-$22K).


Grants Subscriptions


$0.32


$0.62
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Success has been achieved…


Publication’s revenue is up primarily due to Research and Traditional Publications 
up by nearly $80K combined.  Advertising revenue is up due to Food and Nutrition 
Magazine.


Publications Advertising


$1.23 $1.21
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Success has been achieved (continued).


Affiliate and DPG management program has exceeded expectations (+$60K) and 
growing. Food and Nutrition Magazine engagement program continues to perform 
well (+$36K).


Affiliate and DPG management F&N Engagement
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Academy investment reserves have increased
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Reserves exceed policy requirements


0.0%


10.0%


20.0%


30.0%


40.0%


50.0%


60.0%


70.0%


80.0% 67.6% of FY19 Budget in reserve


50.0%


17.6%
$4.3M excess


$12.3M 
requirement


The Academy reserves are positioned to help overcome future obstacles, both 
short term and long term.
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Future concerns


• Investment markets continue to be volatile 
driving a lack of confidence in the economy 
and risk of a potential recession.


13


Reduced confidence of the investment environment could slow the 
Academy’s success across all areas of the business.
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Academy is performing well, through November, and is in a good position 
to manage through the economic uncertainty.


• Operating revenues of $13.7M, excluding investment results, were down $333.6K 
(2.4%) from the FY19 budget and down nearly $247K (1.8%) when compared to 
FY18.


• Non-dues revenue is $354.2K (3.7%) lower than FY19 budget and $231K (2.5%) 
lower than FY18 primarily due to FNCE.


• Dues revenue is $20.7K higher than FY19 budget.  Revenue is declining when 
compared to FY18, but, slower than anticipated.


• Expenses of $12.9M were $574K (4.3%) lower than FY19 budget and $427K (3.2%) 
lower than FY18.  


• Academy had an operating profit of nearly $808K.  This is $240K over budget and 
nearly $180K higher than FY18.


• Academy investment performance reflected gains of over $746K.  This was $170K 
higher than budget.  Market volatility is a concern.


• Academy had Net income of over $1.55M, after investment results, which exceeded 
the budget by nearly $410K. 


• Investment reserves were at nearly $16.6M which was 67.6% of the FY19 budget.


Attachment 1.3







BOARD OF DIRECTORS MEETING 


AGENDA ITEM SUMMARY 


DATE: January 18, 2019 


AGENDA TOPIC: Committee Restructure Proposal AGENDA 


ITEM: 
2.0 


CONTRIBUTES TO ACHIEVEMENT OF: 


  Strategic Plan Focus Area(s) 


 Prevention and Well-being 


 Health Care and Health Systems  


 Food and Nutrition Safety and Security 


  Strategies 


 Research 


 Advocacy and Communications 


 Professional Development 


 Workforce Capacity and Opportunities 
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BACKGROUND 


Historically, the Board of Directors (BOD) conducts an evaluation of the Academy’s committees every three years to 
address issues of uniformity in treatment and effectiveness. This evaluation took a Return on Investment (ROI) 
approach, gathering data on monies spent to support committees compared to outputs produced. The last evaluation 
was initiated in November/December 2013 and culminated in approval by the BOD in January 2015 of several 
recommendations, including several aimed to provide a new way of managing the work of committees. As part of that 
evaluation, the division of committees into HOD committees, Joint HOD/BOD committees and BOD committees was 
eliminated, with all committees reporting to both the BOD and HOD. It was noted that committees who require action 
to be taken by the HOD or BOD would consider whether the issue is a practice issue or an organizational issue. All 
practice issues would be handled by the HOD (submitted to the HLT) and all organization issues would be addressed by 
the BOD.  


While the next evaluation was scheduled for December 2016, it was intentionally delayed recognizing the Second 
Century initiative would ultimately result in a new Academy Strategic Plan. In May 2018, CEO Pat Babjak appointed a 
task force under the E-team to conduct a committee evaluation. Task force members included Pat Babjak, Mary Beth 
Whalen, Marsha Schofield, Diane Enos and Doris Acosta. Taking a new approach to the task, the task force took at 
“zero-based budgeting” approach and focused on what type of work needs to be done via committees to help execute 
the Academy’s Strategic Plan. In concert with these efforts, another task force under the E-team was charged with 
revising and streamlining the Academy Definitions for Committee Functions. 


The Committee Evaluation Strategy Task Force conducted the following activities to develop their final 
recommendations: 


1. Committee Evaluation Survey: Sent to E-team, committee staff partners and all Academy Directors. Seventeen
staff completed the survey (Note: 1 team provided collective input). 


2. Map and Gap Exercise: List of current committees and their year-end reports to the BOD were mapped to the
new Strategic Plan and initiatives from the Nutrition Impact Summit to look at alignment and potential 
unnecessary overlap in work.  


The task force discussed BOD oversight of committees and accountability – is it accomplished via BOD liaisons or some 
other mechanism? Finally, the task force affirmed the importance of committees as an opportunity for leadership 
development and the continued need to standardize committee appointments and operations as much as possible. To 
that end, the President, President-elect, Past President, Speaker, Speaker-elect, and Past-Speaker have already 
approved a proposal to shift operations of the Legislative and Public Policy Committee, Academy Political Action 
Committee, and Consumer Protection and Licensure Subcommittee from the calendar year to the Academy program 
year. 


The Definitions for Committee Functions Task Force streamlined and revised the 5 existing definitions (committee, 
subcommittee, workgroup, task force, ad hoc/ad hoc committee) into 3 definitions to provide clarity and simplicity 
(See Attachment A). The revised definitions were approved by the President, President-elect, Past-President, Speaker, 
Speaker-elect, and Past Speaker via conference call in November 2018. Staff proposals to create new subcommittees 
will be vetted by CEO and Senior Director Governance before bringing to the BOD (or BOD Executive Committee) for 
approval. Subcommittee members would be appointed by the main committee based on an inclusive and objective 
process. 


ALTERNATIVES AND/OR DISCUSSION POINTS 


ORGANIZATIONAL CAPACITY 


Human Resource Implications: None 


Financial Implications: Anticipated cost savings due to elimination of 1-2 committees and some BOD liaisons to 


committees. 


  Budgeted   No Financial Impact 
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  Unbudgeted: 


 Approved by the CEO on ________   (date) 


  Approved by the Finance Committee on ________   (date) 


  Forwarded without recommendation by the   CEO           Finance Committee 


CONSIDERATIONS FOR PROCEEDING/NOT PROCEEDING 


OBJECTIVE(S)/EXPECTED OUTCOME(S)/RECOMMENDATION(S) 


The following changes to the Academy’s current committee structure are recommended: 
1. Extend date for elimination of the Nutrition Informatics Committee by one year


Rationale: At its May 2018 meeting, the BOD approved formation of a Nutrition Informatics Dietetics Practice
Group effective FY20. The recommendation presented to and approved by the BOD at that time called for
elimination of this committee effective June 1, 2019. Recommend extending the date for elimination of the
committee by 1 year to FY21 to allow for effective transition (see Attachment B).


2. Eliminate Committee for Public Health/Community Nutrition effective June 1, 2019
Rationale: Extensive overlap between the Programs of Work of the committee and the Public
Health/Community Nutrition DPG. Needs are best addressed via the DPG based on broad extent of expertise.


3. Eliminate BOD Liaisons to Committees effective June 1, 2019
Rationale: The BOD should be operating at a strategic level and should not need to be intimately involved in
committee work and operations. It is the job of committee staff partners to identify when experts/resources
need to be brought to a committee meeting/conference call to address a specific need for information/advice.
Also, the practice has been for committee Chairs or committee Staff Partners to provide BOD updates to their
respective committees. All committee charges will be evaluated to determine when a BOD member is essential
to ongoing committee work. See Attachment C.


See Attachment D for a summary of current and proposed future committee structure. 


SUBMITTED BY: 


Pat Babjak 
Mary Beth Whalen 
Marsha Schofield 
Diane Enos 
Doris Acosta 
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Attachment A 


November 2018 


Council/Committee (Sub-Committee), Task Force Definitions and Functions 
Note: The following definitions apply to internal units of the Academy. They do not apply to administratively separate 
groups (i.e., CDR and ACEND). 


Term Definition/Description Criteria Example 


Committee/Council 


Appointed by 
President-elect and 
Speaker-elect 


A small deliberative group of 
members that is usually intended to 
remain subordinate to another, 
larger deliberative assembly, such as 
the Board of Directors (BOD) or 
House of Delegates (HOD). 
Defined as a group of individuals 
elected or selected from the 
Academy membership to do some 
assigned work collectively to address 
issues of importance to the 
organization and is not time limited.  
Different from other groups of 
people because it has this notion of 
specific or particular commitment. 


Duration:  Ongoing, until 
charge of BOD is complete or 
no longer needed. 


Members: Any Academy 
member appointed by 
Academy President-elect and 
Speaker-elect or elected by the 
general membership (applies 
to Nominating Committee 
only). 


A committee addresses issues of 
importance to the membership, such as 
informatics, quality practice, payment 
for services, membership, etc.  


Key Factor: Academy committees report 
to the Board of Directors  


Sub-committee 


Appointed by 
committee 


A smaller deliberative group of 
members assigned a specific set of 
functions of the actual committee by 
that committee.   


Duration:  Ongoing with 
defined functions written and 
approved by the committee. 
Creation of subcommittees 
require CEO approval. 


Members:  Any Academy 
member appointed by the 
committee, BOD or HOD.  A 
liaison from the committee 
should be included on the sub-
committee along with any 
other necessary links to 
committees. Committee is 
responsible for establishing an 
inclusive and objective process 
for making appointments. 


A report was recently released showing 
that your committee’s publications are 
not being marketed to appropriate 
target populations. This will be an 
ongoing process as new and different 
documents are published each month.  


Key Factor: Ongoing organization of the 
sub-committee with defined 
responsibilities. 


Task Force 


Appointed by 
committee 


A temporary group of members and 
non-members established to work on 
a single defined task or activity at the 
request of a committee, Board of 
Directors or House of Delegates. 


Duration:  Temporary until task 
is completed, at that point the 
task force is dissolved by the 
group that appointed them 
(i.e., committee, BOD or HOD).  
Duration determined on a 
case-by-case basis depending 
on complexity of the task. 


Members:  Two or more 
members or non-members (if 
RDN or NDTR, must be an 
Academy member) who are 
engaged in completing one 
specific task defined by the 
group making the request (i.e., 
committee, BOD or HOD).  
Appointed by the requesting 
group.  May or may not be 
members of the requesting 
group (i.e., committee, BOD or 
HOD). 


Prior to beginning a project to create a 
Scope of Practice for the DTR, two 
committee members volunteered to 
complete a survey of current DTR 
practices and roles in order to provide 
recommendations for role delineation 
within new healthcare delivery models. 


Key Factor: Task or project to be 
completed by committee appointees. 
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Attachment B 


To: Board of Director, Academy of Nutrition and Dietetics 


From:  Nutrition Informatics Committee (NIC) 


Carrie M. Hamady, MS, RD, LD, Chair 


Kathleen Pellechia, RDN, Vice-Chair  


Lawrence S. Molinar, RD, LD, Past Chair 


Nicole Fox, MPH, RD 


Susan Evanchak, RD, LDN 


Clare Hicks, RDN 


Tamara Melton, MS, RDN, LD, CPHIMS 


Date:  December 18, 2018 


Re: Request for Continuation of the NIC for FY 2019-2020 


The purpose of this communication is to highlight the work of the NIC during FY 2018-2019 and request 


a continuation through FY 2019-2020. This will also outline how the NIC plans to support the formation 


of the Nutrition Informatics DPG (NIDPG), which will begin in June 2019, to ensure as much support as 


possible with a full year of overlap to promote the DPG’s success. Attached is the Plan of Work (POW) 


for FY 2018-2019 and 2019-2020. 


The NIDPG was proposed and accepted during FY 2017-2018 with development taking place during FY 


2018-2019. Several members of the NIC are also members of the NIDPG Planning Committee in order to 


guide and support the creation of resources and recruitment for the DPG to insure a successful launch in 


FY 2019-2020. The NIDPG will not have an Executive Committee during its first year therefore having 


the established leadership of the NIC in place to further ensure that Informatics related work will go 


uninterrupted is essential to a favorable outcome of this DPG in the future.  


The NIC will partner with the NIDPG planning committee for the rest of FY 2018-2019 to develop the 


following resources for the start of the DPG: the website, a webinar for summer 2019, a plan to re-instate 


The Feed blog, and “Tip Sheets” for those working in Informatics and those who desire to learn more.  


If an extension is granted during FY 2019-2020, the NIC will continue to support the NIDPG as it 


progresses to initiate a discussion listserv, routine newsletters, advocacy initiatives, and to develop FNCE 


sessions as well as a social media presence, and a delegate representative at the House of Delegates 


(HOD). Information from the two surveys detailed below (Informatics Survey and Educators Survey) will 


also inform the group for the needs of additional resources, which the NIC will partner with the NIDPG to 


produce. Any and all resources developed by the NIC during this time will be transferred to the NIDPG 


for the DPG’s use moving forward.  


For the FY 2018-2019, the NIC has been working on the following projects: 


 4th Iteration of the Nutrition Informatics Survey


 Nutrition and Dietetics Educators Survey


 Development of Resources for Nutrition Professionals both working in Informatics and those


desiring to move into Informatics positions


 Promotion of Informatics through webinars and conference presentations


The Nutrition Informatics Survey began in 2008 with follow-up surveys in 2011 and 2014. The 


development of the 4th iteration is in process now. This survey has evolved since the beginning of 


Informatics at the Academy. The current survey has been revised with efforts to compare specific 
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Attachment B 


questions across time, and retire questions that have “topped out” as driven by NIC evaluation and skills. 


The NIC is completing the methods and IRB application at this time and will submit in December 2018 


for Research, International, and Scientific Affairs (RISA) review. After RISA approval, it will go through 


IRB approval at Bowling Green State University before its planned distribution date in late February 


2019. Data collection will end in April 2019 with manuscript writing beginning in early June 2019. This 


process will take an estimated four months before submission to journals will occur, thereby taking the 


NIC into FY 2019-2020 in order to complete this project. 


The Nutrition and Dietetics Educators Survey is currently underway. The NIC distributed the survey to 


nutrition and dietetics educators and preceptors who work with accredited dietetics programs. The 


purpose of the survey was to identify how educators and preceptors would like to incorporate nutrition 


informatics in dietetics education and what resources are needed. The other goal was to assess barriers to 


teaching students about electronic medical records, the Nutrition Care Process, and nutrition informatics 


in order to determine the best means by which to provide materials to educators and preceptors. Once the 


survey is closed, the data will be analyzed. The analysis of data, development of resources, and potential 


for manuscript creation will take the committee in to the 2019-2020 FY. 


At present, there is little training in nutrition informatics; this needs to be developed and promoted as 


content from the Academy rather than as an offshoot of health informatics at an informatics organization. 


The skill level and practice of informatics should be driven by a collaborative group that represents the 


Academy and is based upon best practices in informatics. At present, many members have worked in a 


specific informatics area but still have limited knowledge and skills of informatics across other settings. 


Many publications from the Academy, such as the Council on Future Practice and past and current Mega-


Issues, have acknowledge the increase in technology and informatics within the profession. The 


Commission on Dietetics Registration (CDR) has also added Informatics as a Sphere of Competency 


(Sphere 5) for all practicing nutrition professionals. As a result, the NIC, as a committee of practitioners 


in various areas of informatics, have developed a slide deck for presentations by its members about 


Informatics in dietetics to bring attention to this growing aspect in the field of nutrition and dietetics. The 


Committee has also made a concerted effort to apply to conferences around the country to speak about 


informatics to raise awareness in this area. Webinars, as well as the Certificate of Training, have also been 


developed to increase the knowledge of RDNs and NDTRs with the end goal of possibly raising the 


percentage of practitioners in these roles overall. Informatics plays a role in every aspect of nutrition and 


dietetics, and as we move into the 21st Century, it is even more evident that nutrition professionals need to 


improve their knowledge and skills in the area of informatics.  


In conclusion, the NIC would like to ask the Academy Board of Directors to allow the committee to 


continue in its current capacity with its existing members listed above into FY 2019-2020 in order to 


complete the projects outlined in this request as well as to support the NIDPG during its inaugural year. 


As a Committee, we are committed to continue serving all upcoming and credentialed practitioners in 


Academy-lead informatics initiatives and to see through a flawless transfer of informatics initiatives from 


the Nutrition Informatics Committee to a robust Nutrition Informatics Dietetics Practice Group. Thank 


you for your consideration. 


cc: 


Alison Stieber, Chief Science Officer 


Marsha Schofield, Senior Director, Governance  


Constantina Papoutsakis, Senior Director, Nutrition and Dietetics Data Science Center 


Becky Gradl, Nutrition Informatics Manager 
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Nutrition Informatics Committee Program of Work 2018-2019 


 


Priority 1: Adoption of informatics concepts by all credentialed nutrition professionals to improve nutrition focused outcomes 


Priority 2: Informatics Educational Competencies and Continuing Education 


Priority 3: Nutrition Informatics Communication and Publications 


Projects Short Term Project Goals 


(2018 – 2019) 


Status / Notes Long Term Project Goals 


(FY 2019-2020) 


Nutrition Informatics Survey of all 


credentialed nutrition 


professionals and nutrition 


students. 


 Revise 2014 Survey


 Draft IRB Application for


Bowling Green State University


(BGSU)


 Draft Methods for recruitment


and sampling to send to the


Academy’s Research,


International, and Scientific


Affairs (RISA) division for


approval


 Obtain IRB approval from BGSU


 Obtain email list from


Commission on Dietetic


Registration (CDR) and the


Academy


 Administer survey to all


credentialed nutrition


professionals and nutrition


students


 Collect and analyze data


 Survey revised October 2018


 Methods drafted November 2018


 Draft IRB application and methods


to RISA December 2018


 Approval RISA January 2019


 Approval BGSU IRB January 2019


 Survey launch February 2019


 Finalize data collection end of


March 2019


 The analysis of the data will take


place during April-May 2019


 NIC members will begin work on the


manuscript(s) in June 2019 and


complete work by end of FY 2019-


2020 


 JAND or AMIA or other publication
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Nutrition Informatics Committee Program of Work 2018-2019 


 


Projects Short Term Project Goals 


(2018 – 2019) 


Status / Notes Long Term Project Goals 


(FY 2019-2020) 


Provide a slide deck for all NIC 


members’ presentations  


 Informatics slide deck available


on the portal for all members


 Encourage all NIC members to


apply at local, state, and


national conventions to


present on informatics


 Keep metrics on all NIC


member presentations


 Conferences applied:


CNM 
Ohio AND 


 Conferences accepted:


Ohio AND 


 C. Hamady to present at the Ohio


AND Conference in May 2019


 NIC and NIDPG member to apply for


FNCE presentation


 Transfer NIC resources to the DPG


and assist DPG with applying for


conferences


Create new Webinars  Partner with CNM DPG to host


a webinar in Spring 2019 on


Informatics


 NIC Members to reach out to


other DPGs that they are


affiliated with to discuss


possible collaborations for


future webinars


 T. Melton to contact CNM about


the proposal she had for their


symposium and making that into a


webinar


 Looking into late summer/early fall


to either create our own Webinar or


partner with a DPG on Informatics


in that particular practice area


 NIDPG to survey potential


members/new members about


webinar topics of interest; NIC


members to help create and deliver


webinars as content experts


Promote informatics 


competencies for nutrition and 


dietetics practitioners according to 


experience/skill. (media kit) 


 Partner with Commission on


Dietetics Registration to offer


CEUs for RDNs and NDTRs to


help meet competencies for


Sphere 5


 Promote the Informatics


Certificate


 Identify timing for meeting


planning for Affiliates, DPGs


and NDEP for NI speakers for


 Results from the Informatics


survey may drive some of this


 May need to do focus groups to


further determine appropriate


resources for practitioners


 Discussed one-page “Tip Sheets”


to have on Informatics Academy


Web Page to help practitioners


transition into Informatics jobs


 The focus groups, resources, “Tip


Sheets” and the like are all projects


that will be transitioned to the DPG


by end of FY 2019-2020
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Nutrition Informatics Committee Program of Work 2018-2019 


 


Projects Short Term Project Goals 


(2018 – 2019) 


Status / Notes Long Term Project Goals 


(FY 2019-2020) 


Affiliate, and DPG meetings 


and educational programs  


 2 tip sheets to be ready for the


DPG by Spring 2019


Provide easily available and cost 


effective training and/or resources 


for educators and students. 


 Create an Educator Survey


 Draft Methods for recruitment


and sampling to send to the


Academy’s Research,


International, and Scientific


Affairs (RISA) division for


approval


 Obtain approval from NDEP to


advertise the survey online and


at FNCE


 Draft IRB Application for


Bowling Green State University


(BGSU)


 Obtain IRB approval from BGSU


 Administer survey NDEP


 Collect and analyze data


 Survey created in August 2018


 Methods drafted September 2018


 Survey and methods approved by


RISA September 2018


 Approval by NDEP to advertise the


survey online and at FNCE


October 2018


 Approval by BGSU IRB October


2018 


 Survey launched October 2018


 Still collecting data


 Will finish data collection by the end


of the fiscal year


 Consider publication of data in


JAND


 Develop resource list for


development after data collection


 Transition plan for resource


development by end of FY 2019-


2020 


Improve Nutrition Informatics 


Communication and Awareness 


 Create and distribute a media


kit to DPGs and other partners


 Informatics Communications
subgroup is designing the media
kit to include downloadable PDFs


 Development of downloadable PDFs


and web assets will transition to


NIDPG by end of FY 2019-2020
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Nutrition Informatics Committee Program of Work 2018-2019 


 


Projects Short Term Project Goals 


(2018 – 2019) 


Status / Notes Long Term Project Goals 


(FY 2019-2020) 


 Redesign the Informatics


portion of the Academy’s


webpage


 Develop Web assets and social


media strategy to drive traffic


to Informatics webpage


 Webpage re-design to take place
before January 1, 2019


 Work with DPG planning
committee on how to re-establish
The Feed Blog with the NIDPG


 Work with the NIDPG to create web


content and develop an Informatics


webpage


 Develop plan with DGP for


discussion board, routine


newsletters, advocacy initiatives,


and social media presence


Professional Publications  Informatics Survey


 Educators Survey


 Solicit NIC members to


collaborate with ISC, DPG


members to write for


newsletters, journals, etc.


 Informatics survey and Educators’


survey data analysis and resource


development will be complete by


end of FY 2019-2020
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Attachment C 


Appointed BOD Liaisons to Committees 
(*Proposed to be eliminated) 


Academy Political Action Committee 


Committee for Public Health/Community Nutrition* 


Consumer Protection and Licensure Subcommittee 


Council on Future Practice* 


Council on Research*  


Diversity Committee*  


Honors Committee (BOD Director-at-Large)* 


Nutrition Services Payment Committee*  


Quality Management Committee* 


Committees with Designated BOD Member Representative 


(All proposed to be retained) 


Committee for Lifelong Learning 


Ethics Committee 


Finance and Audit Committee 


Honors Committee (Chair = Immediate Past President) 


Legislative and Public Policy Committee 


NDEP 
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Attachment D 


Summary of Proposed Academy Committee/Council Strategy 


*Committee continues in the future but not included on Committee Listing as it is a subgroup of the Board of
Directors 


**Includes Consumer Protection and Licensure Subcommittee 


C
u


rr
en


t Academy Political Action Committee


Board of Directors Executive Committee*


Committee for Lifelong Learning


Committe for Public Health/Community 
Nutrition


Consumer Protection and Licensure 
Subcommittee


Council on Future Practice


Council on Research


Diversity Committee


Ethics Committee


Finance and Audit Committee


Honors Committee


House of Delegates Leadership Team*


Interoperability and Standards Committee


Legislative and Public Policy Committee


Member Services Advisory Committee


Nominating Committee


Nutrition Care Process Research Outcomes 
Committee


Nutrition Informatics Committee


Nutrition Services Payment Committee


Quality Management Committee


Student Advisory Committee


Fu
tu


re


Academy Political Action Committee


Committee for Lifelong Learning


Council on Future Practice


Council on Research


Diversity and Inclusivity Committee


Ethics Committee


Finance and Audit Committee


Honors Committee


Interoperability and Standards 
Committee


Legislative and Public Policy 
Committee**


Nominating Committee


Nutrition Care Process Committee


Nutrition Informatics Committee 
(ends FY21)


Nutrition Services Payment 
Committee


Quality Management Committee
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DATE: January 18, 2019 


AGENDA TOPIC: Academy Diversity and Inclusion Definition AGENDA ITEM: 3.1 


CONTRIBUTES TO ACHIEVEMENT OF: 
   Strategic Plan Focus Area(s) 
  Prevention and Well-being 
  Health Care and Health Systems  


 Food and Nutrition Safety and Security 
   BOD Program of Work Priority 
   Strategic Plan Priorities 
   Governance Supporting Role Priorities 
   Organizational Board Priorities 


BACKGROUND 
The 2018-2019 Diversity Committee reviewed the current Academy Diversity Definition, which appears on the 
Diversity Strategic Plan, and, based on benchmarking with similar associations, has voted to revise the definition 
from: 
Academy Diversity 
Diversity recognizes and respects differences in culture, ethnicity, age, gender, race, creed, religion, sexual 
orientation, physical ability, politics and socioeconomic characteristics. 
To: 
Academy Diversity & Inclusion 
The Academy encourages diversity and inclusion by striving to recognize, respect and include differences in 
culture, ethnicity, age, gender, race, creed, religion, sexual orientation, size, ability, politics, and socioeconomic 
characteristics in the nutrition and dietetics profession. 
 
Note: comparative diversity and inclusion definitions were obtained from the following organizations: American 
Bar Association, Association of American Medical Colleges, American Nurses Association, American 
Occupational Therapy Association, American Pharmaceutical Association, American Society of Association 
Executives, National Association of Social Workers, and Society for Human Resource Management. 
 
ALTERNATIVES AND/OR DISCUSSION POINTS 
The Diversity Committee suggests incorporating “Inclusion” into the Academy’s Diversity Definition to reflect 
the importance of encouraging diverse individuals into the profession and continued involvement (akin to 
recruitment and retention). The definition is also designed to act as a statement of intent. 
Based on member feedback, the word “physical” has been removed from its attachment to “ability” so as to 
include all abilities (i.e. mental, physical, intellectual, etc.). “Size” has also been added to the list of diverse 
characteristics based on member feedback regarding the lack of reference to body size in the diversity definition. 
 
The US Office of Diversity and Inclusion (of the US Office of Personnel Management) defines Inclusion as: 
“A culture that connects each employee to the organization; encourages collaboration, flexibility, and fairness; 
and leverages diversity throughout the organization so that all individuals are able to participate and contribute 
to their full potential.” 
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ORGANIZATIONAL CAPACITY 
Human Resource Implications:   
Financial Implications: 


  Budgeted      X No Financial Impact 
  Unbudgeted: 


   Approved by the CEO on ________   (date) 
   Approved by the Finance Committee on ________   (date) 
   Forwarded without recommendation by the   CEO           Finance Committee 


CONSIDERATIONS FOR PROCEEDING/NOT PROCEEDING 
A revised diversity and inclusion definition is the first step in updating the Diversity Strategic Plan in FY20. 
 
EXPECTED OUTCOME(S)/RECOMMENDATION(S) 
That the Board consider approval of the revised Diversity & Inclusion Definition as submitted by the Diversity 
Committee. 


SUBMITTED BY: Teresa Turner and Barbara Visocan 
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BOARD OF DIRECTORS MEETING 


AGENDA ITEM SUMMARY 


DATE: January 18, 2019 


AGENDA 


TOPIC: 


Diversity and Inclusion Committee Composition 


Revision 
AGENDA 


ITEM: 


CONTRIBUTES TO ACHIEVEMENT OF: 


  Strategic Plan Focus Area(s) 


 Prevention and Well-being 


 Health Care and Health Systems  


 Food and Nutrition Safety and Security 


X  Strategies 


 Research 


 Advocacy and Communications 


X   Professional Development 


X   Workforce Capacity and Opportunities 


Background 
Academy staff routinely review the structure and composition of Committees to meet the changing needs of 


the organization.  With the update of the Diversity definition to also include inclusion, this was an 


appropriate time to look more closely at the composition and function of the Committee.  


ALTERNATIVES AND/OR DISCUSSION POINTS 
See the attached revisions to the Diversity and Inclusion Committee Structure and Operating Procedures.  


The overall structure and number of individuals serving on the Diversity and Inclusion Committee will not 


change significantly, however the Diversity and Inclusion Committee is focusing on seeking members who 


have a proven successful background in improving Diversity and Inclusion outcomes. 
ORGANIZATIONAL CAPACITY 


Human Resource Implications: 


Financial Implications: 


X  Budgeted   X  No Financial Impact 


 Unbudgeted: 


  Approved by the CEO on ________   (date) 


  Approved by the Finance Committee on ________   (date) 


  Forwarded without recommendation by the   CEO          Finance Committee 


CONSIDERATIONS FOR PROCEEDING/NOT PROCEEDING 
The current policy does not take into consideration collaboration with like-minded groups outside the 


Academy whose mission includes diversifying the dietetics profession (e.g., Diversify Dietetics).  The 


revised policy includes collaboration of this type and other needed updates. 


OBJECTIVE(S)/EXPECTED OUTCOME(S)/RECOMMENDATION(S) 


The BOD consider approval of Diversity and Inclusion Committee revisions.


SUBMITTED BY:  Barbara Visocan     Matthew Novotny     Michelle Paprocki 
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DIVERSITY AND INCLUSION COMMITTEE  


Structure and Operating Procedures 


 


 


  


PURPOSE   
The Diversity and Inclusion Committee recommends policies and strategies to enhance the 


recruitment, retention and inclusion of, and leadership development for individuals from 


underrepresented groups as identified by the Academy. The committee also serves as a resource 


or partner with other Academy units working on diversity and inclusion projects while striving to 


increase members’ understanding and awareness of issues related to diversity, inclusion and 


cultural competency through activities that support the Academy’s diversity and inclusion 


strategic plan. 


 


COMPOSITION   
This committee will consist of no more than eight (8) members of the organization, including a 


Vice Chair, Chair, and Past-Chair, with one (1) Nutrition and Dietetics Educators and Preceptors 


(NDEP) Liaison, with success in diversity, inclusion and cultural competence. Diversity 


Committee members shall be appointed by the President-elect and Speaker-elect from the 


membership at large, who have demonstrated the Academy’s values of diversity and inclusion. 


Preference will be given to those having documented, successful experience in diversity, 


inclusion and cultural competence.  Consideration will also be given to individuals with 


leadership experience within Academy organizational units such as member interest groups 


(MIG).  


 


TERM 


Each committee member will be limited to a two-year term.  The President-elect and Speaker-


elect will appoint a Diversity and Inclusion Committee member who is completing their first or 


second year to serve as Vice Chair, or Chair-elect. This individual may serve a maximum of four 


or five years (member for one or two years, Vice Chair, Chair, and then Past-Chair). 


 All positions shall take office at the beginning of the fiscal year following their 


appointment.  


 If the Chair position becomes vacant, the President shall appoint a new Chair.   


 If any other Diversity and Inclusion Committee position becomes vacant, based upon the 


Chair’s recommendation to the President, it may or may not be filled, depending upon the 


needs of the current committee. 


 


FUNCTIONS 


 Develop, monitor outcomes and regularly update the diversity and inclusion strategic 


plan. 


 Annually identify and submit recommendations to the nominating committee for diverse 


individuals to serve in leadership positions. 


 Annually develop a Diversity and Inclusion program of work and monitor for outcomes. 


 Review submissions and select recipients for Diversity and Inclusion awards, honors and 


grants.  


 Review and provide guidance on recruitment and retention initiatives focused on 


individuals from underrepresented groups as identified by the Academy. 
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 Review and provide guidance on leadership development initiatives focused on 


individuals from underrepresented groups as identified by the Academy. 


 Collaborate with Academy organizational units as needed to provide diversity and 


inclusion focused feedback on programs, products or services. 


 Collaborate with other like-minded groups outside the Academy whose mission includes 


diversifying the dietetics profession (e.g. Diversify Dietetics). 


 Provide periodic reports to the BOD and other organizational units as appropriate. 


 


ROLES AND RESPONSIBILITIES 


 Past Chair – The Past Chair provide mentoring to the Diversity Leaders and Chair and 


serve to assist the Diversity Liaison program while also providing a historical framework 


to the committee. 


 Chair – The Chair collaborates with staff to ensure the program of work is established for 


the committee and the objectives are fulfilled throughout the year as well as facilitates 


committee meetings and mentors the Vice Chair. 


 Vice Chair – The Vice Chair provides guidance to FNCE Workgroup and serves in a 


supporting role for the Chair. In this role, the Vice Chair reviews documents, provides a 


sounding board for the Chair and takes on the roles and responsibilities of the Chair in the 


Chair’s absence.  


 NDEP Liaison – Work with the NDEP Executive Committee to appoint a liaison.  The 


NDEP Liaison provides meaningful insight from educators and preceptors and 


advocates/communicates on behalf of the committee to educators and preceptors. 


 


MEETINGS 
The Diversity and Inclusion Committee will meet face-to-face once per program year and will 


conduct the remainder of business via conference call. 


 


QUORUM 
A quorum will be defined as a simple majority of members. 
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DIVERSITY AND INCLUSION COMMITTEE  


Structure and Operating Procedures 


  


 


  


PURPOSE   
The Diversity and Inclusion Committee recommends policies and strategies to enhance the 


recruitment,  and retention and inclusion of, and leadership development for individuals from 


underrepresented groups as identified by the Academy. The committee also serves as a resource 


or partner with other Academy units working on diversity and inclusion projects while striving to 


increase members’ understanding and awareness of issues related to diversity, inclusion and 


cultural competency through activities that support the Academy’s diversity and inclusion 


strategic plan. 


 


COMPOSITION   
This committee will consist of no more than eight (8) members of the organization, including a 


Vice Chair, Chair, and Past-Chair, withand one (1) Nutrition and Dietetics Educators and 


Preceptors (NDEP)House Leadership Team (HLT) Liaison, with success in diversity, inclusion 


and cultural competence. Diversity Committee members shall be appointed by the President-


elect and Speaker-elect from the membership at large, who have demonstrated supporting the 


Academy’s values of diversity and inclusionvity. Preference will be given to those having 


documented, successful experience in diversity, inclusion and cultural competence.  


Consideration will also be given to individuals with leadership experience within Academy 


organizational units such as member interest groups (MIG).  


 


TERM 


Each committee member will be limited to a two-year term.  The President-elect and Speaker-


elect will appoint a Diversity and Inclusion Committee member who is completing their first or 


second year to serve as Vice Chair, or Chair-elect. This individual may serve a maximum of four 


or five years (member for one or two years, Vice Chair, Chair, and then Past-Chair). 


 All positions shall take office at the beginning of the fiscal year following their 


appointment.  


 If the Chair position becomes vacant, the President shall appoint a new Chair.   


 If any other Diversity and Inclusion Committee position becomes vacant, based upon the 


Chair’s recommendation to the President, it may or may not be filled, depending upon the 


needs of the current committee. 


 


FUNCTIONS 


 Develop, monitor outcomes and regularly update the diversity and inclusion strategic 


plan. 


 Annually identify and submit recommendations to the nominating committee for diverse 


individuals to serve in leadership positions. 


 Annually develop a Diversity and Inclusion program of work and monitor for outcomes. 


 Review submissions and select recipients for Diversity and Inclusion awards, honors and 


grants.  


 Review and provide guidance on recruitment and retention initiatives focused on 


individuals from underrepresented groups as identified by the Academy. 
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 Review and provide guidance on leadership development initiatives focused on 


individuals from underrepresented groups as identified by the Academy. 


 Collaborate with Academy organizational units as needed to provide diversity and 


inclusion-focused feedback on programs, products or services. 


 Collaborate with other like-minded groups outside the Academy whose mission includes 


diversifying the dietetics profession (e.g. Diversify Dietetics). 


 Provide periodic reports to the BOD and other organizational units as appropriateHOD. 


 


ROLES AND RESPONSIBILITIES 


 Past Chair – The Past Chair provide mentoring to the Diversity Leaders and Chair and 


serve to assist the Diversity Liaison program while also providing a historical framework 


to the committee. 


 Chair – The Chair collaborates with staff to ensure the program of work is established for 


the committee and the objectives are fulfilled throughout the year as well as facilitates 


committee meetings and mentors the Vice Chair. 


 Vice Chair – The Vice Chair provides guidance to FNCE Workgroup and serves in a 


supporting role for the Chair. In this role, the Vice Chair reviews documents, provides a 


sounding board for the Chair and takes on the roles and responsibilities of the Chair in the 


Chair’s absence.  


 HLT Liaison – The HLT Liaison provides meaningful insight from the BOD/HOD level 


and advocates/communicates on behalf of the committee to the BOD/HOD levelNDEP 


Liaison – Work with the NDEP Executive Committee to appoint a liaison.  The NDEP 


Liaison provides meaningful insight from educators and preceptors and 


advocates/communicates on behalf of the committee to educators and preceptors. 


 


MEETINGS 
The Diversity and Inclusion Committee will meet face-to-face once per program year and will 


conduct the remainder of business via conference call. 


 


QUORUM 
A quorum will be defined as a simple majority of members. 
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Diversity and Inclusion - Communication Plan 
January 2019 


 
 
Objectives 
• Implement ways to keep members informed about the Academy’s diversity 


and inclusion initiatives 
• Maximize members’ knowledge and understanding of diversity and inclusion 


and representation 
• Obtain members’ feedback on diversity and inclusion 
• Engage members in the Academy’s diversity and inclusion initiatives 
• Spotlight the Academy’s current diversity and inclusion efforts in 


communications, including: 
 Diversity Awards and Grants 
 Member Interest Groups 


Asian Americans and Pacific Islanders, which includes: 
Chinese Americans in Nutrition and Dietetics 
Filipino Americans in Nutrition and Dietetics 


Indians in Nutrition and Dietetics 
Latinos and Hispanics in Dietetics and Nutrition 
National Organization of Blacks in Nutrition and Dietetics  
Cultures of Gender and Age, which includes: 


Thirty and Under in Nutrition and Dietetics  
Fifty Plus in Nutrition and Dietetics  
National Organization of Men in Nutrition and Dietetics  


Religion, which includes: 
Jewish (JMIG) 
Muslims in Dietetics and Nutrition (MIDAN) 


 Official Diversity Philosophy 
 Cultural competency resources 
 Mentoring programs 
 Food and nutrition information in multiple languages  
 Pan-ethnic images in all Academy messaging: 


o Membership brochures, websites, social media, National Nutrition Month, marketing materials 
 Grants and scholarships programs provided by the Academy, ACEND, CDR and the Foundation 
 Academy’s culturally diverse Spokesperson program. 


 
• Promote new diversity and inclusion initiatives. The Academy will: 


 Highlight former Diversity Award winners more visibly in videos, Board reports and Member Showcase 
 Make “Diversity, Inclusion and Cultural Competency” the topic of the “On the Shoulders of Giants” 


FNCE session  
 Feature diversity and inclusion in Academy Update leaders’ presentation to member groups 
 Promote the Academy’s first Diversity Excellence Award  
 Appoint past diversity leaders to Academy committees 
 Incorporate diversity and inclusion in orientation of all new committee members 
 Work closely with the Diversify Dietetics group to highlight the Academy’s D&I efforts 
 Include diversity and inclusion in Leadership Institute proposal 
 Arrange a meeting with members of the Congressional Black Caucus to lead a discussion with 


historically black colleges and universities to support nutrition and dietetics education 
 Obtain for the Academy a nomination for the Diversity Inclusivity Award at Barnes and Thornburg’s 


annual celebration of diversity dinner.  
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https://www.eatrightpro.org/leadership/honors-and-awards/diversity-awards-and-grants

https://www.eatrightpro.org/membership/academy-groups/member-interest-groups

https://www.eatrightpro.org/membership/academy-groups/member-interest-groups/asian-americans-and-pacific-islanders-aapi

http://www.eatrightcadn.org/

http://fadan.webauthor.com/auth.cfm?fs=NLI&nli=true&path=%2Fmodules%2Fportal%2Fdefault%2Ecfm&sign_in=true

http://aind.webauthor.com/auth.cfm?sign_in=true%3E

http://eatrightlahidan.org/

https://www.nobidan.org/

https://www.eatrightpro.org/membership/academy-groups/member-interest-groups/cultures-of-gender-and-age-coga

https://www.eatrightpro.org/membership/academy-groups/member-interest-groups/religion-mig-rmig

https://www.eatrightstore.org/product-type/ebooks/cultural-competency-for-nutrition-professionals-ebook

https://www.eatrightpro.org/membership/student-member-center/mentoring-resources
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Types of information to be distributed 
• Academy’s current and future diversity and inclusion initiatives and programs 


o Academy Board of Directors 
o Foundation Board of Directors 
o House of Delegates 
o Commission on Dietetic Registration 
o Accreditation Council for Education in Nutrition and Dietetics 
o Academy Spokespeople 


• Session at Leadership Institute  
• Journal President’s Page on diversity and inclusion (scheduled for April 2019) 
• Leaders’ FNCE video messages  
• Academy Update speeches and presentations 
• Member Engagement micro-poll(s) 
 
Distribution strategies  
• Distribute message to target audiences (Academy groups and individuals):  


o Foundation Board 
o House of Delegates 
o Affiliate/DPG/MIG groups and leaders 
o Spokespeople (current and past, national and state) 
o ACEND 
o CDR 
o Committee chairs 
o Past presidents 
o Headquarters staff 
o Health professional colleagues 
o Media and public (when appropriate) 


 
• Communication vehicles 


o All-member emails 
o EatRightPRO website  
o Eat Right Weekly 
o Social media outreach PRO channels 
o Food & Nutrition Magazine (as appropriate) 
o Journal of the Academy of Nutrition and Dietetics (as appropriate) 
o Affiliate, DPG and MIG newsletters and websites 
o Communities of Interest information portals  
o Individual emails  
o Media communications including press releases, news alerts, letters to the editor 


 
Assess and evaluate communications  
• Solicit feedback from members 


o Emails  
o Micro-surveys  
o Focus groups 
o Baseline and follow-up surveys on multiple issues 


• Solicit feedback from staff who work with DPGs, MIGs, Affiliates, Spokespeople HOD, BOD, etc.  
• Evaluate and monitor  


 Social media  
 Website analytics 
 Member surveys 
 Emails from members 


• Determine additional ways to distribute diversity and inclusion message for maximum outreach. 
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SUSTAINABLE FOOD SYSTEMS ROUNDTABLE 
BOARD OF DIRECTORS WEBINAR 
JANUARY 18, 2019 


On November 8-9, the Foundation convened a roundtable titled “Sustainable Food Systems: 
Creating a Nutrition-Focused Framework for Action.” The roundtable was led by Marie Spiker, 
the Healthy and Sustainable Food Systems Fellow, and is part of the larger Future of Food 
initiative.  


The roundtable included 24 participants, including RDNs and other professionals representing 
expertise in clinical nutrition, food service, community nutrition, agriculture, food distribution, 
environmental science, economics and policy. The roundtable featured in-person presentations 
(Dr. Elise Golan, USDA; Dr. Michael Hamm, Michigan State University; and Dr. Kendra 
Kattelmman, South Dakota State University) and virtual remarks (Dr. Eileen Kennedy, Tufts 
University; Dr. Mike McCloskey, US Dairy Innovation Center; and Corinna Hawkes, City 
University of London).  


With facilitation by Erin DeSimone from FoodMinds, participants worked in small breakout 
groups to identify “entry points” for credentialed food and nutrition practitioners to leverage 
their expertise to accelerate progress towards sustainable food systems. Participants also 
identified needs related to education, research and practice for each entry point and brainstormed 
potential partner organizations and resource needs. The results of the roundtable will be 
synthesized in a framework for action that identifies five entry points where nutrition 
professionals can use their expertise to 1) align agriculture and nutrition goals, 2) reduce wasted 
food, 3) align incentives along the supply chain, 4) improve food access and food security and 5) 
shape and delivery dietary guidance.  


A team of co-authors will further refine the framework with feedback from roundtable 
participants and leaders from relevant DPGs and MIGs before submitting the final proceedings 
paper to the Journal of the Academy of Nutrition and Dietetics. The Future of Food Advisory 
Committee will also identify opportunities outside of the proceedings paper to disseminate and 
operationalize the framework for action. 


SUBMITTED BY: Kevin Sauer, PhD, RD, LD, FAND, Chair, Future of Food Advisory 
Committee  


Attachment 4.1


1







	


FOOD SUPPLY CHAINS FOOD ENVIRONMENTS CONSUMER BEHAVIOR


Preliminary framework for action: Empowering nutrition professionals to engage in sustainable food systems


Aligning agriculture 
& nutrition


Reducing food 
waste


Aligning retail 
supply chain


Improving food 
access


Shaping dietary 
guidance


ENTRY	
POINTS	


IMPACT	AREAS:	


EDUCATION	


RESEARCH	


PRACTICE	


• Core: food safety, menu
planning, plate waste


• Stretch: new technologies,
policy (labeling, donations)


• Understand both pre & post
consumer waste


• Shift consumer behavior
• Environmental impact of waste
• Connections between reducing


waste and reducing food
insecurity


• Champion waste reduction in
food environments


• Public education, awareness
• Shift cultural norms – culinary


skills, leftovers / Planned-
Overs


• Understanding how the supply
chain works


• Business & economics


• New tech, e.g., blockchain for
tracking & traceability


• Understanding consumer
behavior & incentives


• Retail dietitians
• Participating in logistics
• Communicate about supply


chains, food safety, waste


• Cross-disciplinary training
(e.g., ag, community
organizing, urban planning)


• Diversity of profession
• Working with diverse


populations


• How to screen for food access &
intervene effectively


• Social determinants of health –
understanding impact of upstream
(e.g., wages) & downstream
(assistance)


• How are vulnerable populations
affected by climate change, etc


• Core: engagement with federal
agencies


• Stretch: work w/ structural
factors (e.g., retailer), policy


• Targeting education towards
the right audience


• Core: Counseling skills
• Stretch: Understanding metrics


from other fields (e.g., LCA),
understand environmental
impact of foods, diets


• Shifting consumer behavior &
diets


• Understanding environmental
impact of more foods & diets


• Nutrition needs to be part of
outcomes


• Counseling for behavior
change


• Communications with public
• Translate guidelines to different


audiences (culture, geography)


• Ag & nutrition learn from each
other (students, professional
groups)


• Educating educators
• Leverage existing channels


(curriculum, DPGs, SOPPs


• Connect soil & human health
• Funding mechanisms –


leverage existing, create new
• Integrate with other


organizations


• Educators
• Connect with consumers –


media spokesperson
• Incubate new ag innovations,


jobs


FOOD	
SYSTEM	
ELEMENTS	
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A roundtable convened by the  
Academy of Nutrition and Dietetics Foundation 


November 8 – 9, 2018 
Chicago, Illinois 
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THE ACADEMY OF NUTRITION AND DIETETICS 


The Academy of Nutrition and Dietetics is the world's largest organization of food and nutrition 
professionals founded in Cleveland, Ohio, in 1917, by a visionary group of women dedicated to helping 
the government conserve food and improve the public's health and nutrition during World War I. Today, 
the Academy has over 100,000 credentialed practitioners — registered dietitian nutritionists; dietetic 
technicians, registered; other dietetics professionals holding undergraduate and advanced degrees in 
nutrition and dietetics; and students — and is committed to improving the nation's health and advancing 
the profession of dietetics through research, education and advocacy. 


Members of the Academy play a key role in shaping the public's food choices, thereby improving its 
nutritional status, and in treating persons with illnesses or injuries. Members offer preventive and medical 
nutrition therapy services in a variety of settings. 


Dietetics practitioners work in health care systems, home health care, foodservice, research and 
educational organizations, business and private practice. As vital members of medical teams in hospitals, 
long-term care facilities and health maintenance organizations, they provide medical nutrition therapy, 
using specific nutrition services to treat chronic conditions, illnesses or injuries. Community-based 
dietetics practitioners provide health promotion, disease prevention and wellness services. 


As a leader in food and nutrition issues, the Academy provides expert testimony at hearings, lobbies 
Congress and other governmental bodies, comments on proposed federal and state regulations, and 
develops position statements on critical food and nutrition issues.  


THE ACADEMY FOUNDATION 


The Academy of Nutrition and Dietetics Foundation (Academy Foundation) was established in 1966 and is 
the only charitable organization devoted exclusively to promoting nutrition and dietetics. The Academy 
Foundation funds health and nutrition research and is dedicated to improving the health of communities 
through public nutrition education programs. The success and impact of its programs and services are 
attributed to the generous support of its donors, which have helped the Foundation become a catalyst for 
Academy members and the profession to come together to improve the nutritional health of the public. 
The Academy Foundation exists as the philanthropic arm of the Academy. 
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THE ACADEMY’S MISSION, VISION AND PRINCIPLES 


As a part of its Second Century initiative and centennial celebrations, the Academy established a new 
vision, mission, principles and strategic direction that will expand the influence and reach of the Academy 
and the nutrition and dietetics profession. 


Since the Academy's beginning, food and health systems have continued to evolve, becoming more 
global and complex. However, these challenges create unprecedented opportunities for innovation and 
collaboration and are the impetus for the Academy’s new principles. 


The Academy's new vision, as endorsed by its Board of Directors, is: A world where all people thrive 


through the transformative power of food and nutrition; with a mission to: Accelerate improvements in 


global health and well-being through food and nutrition. 


The Academy's principles are: 


The Academy of Nutrition and Dietetics and our members: 
• Amplify the contribution of nutrition practitioners and expand workforce capacity and capability


• Integrate research, professional development, technology and practice to stimulate innovation and


discovery


• Collaborate to solve the greatest food and nutrition challenges now and in the future


• Focus on system-wide impact across the food, well-being and health care sectors


• Have a global impact in eliminating all forms of malnutrition


For more information about the role of nutrition professionals, watch the Academy’s video “Feeling the 
Food Connection,” which highlights the work of Academy members in their communities.
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THE FUTURE OF FOOD INITIATIVE 


The Academy Foundation’s Future of Food initiative began in 2012 as a collaboration between the 
Academy Foundation, Feeding America and National Dairy Council. The initial work of this collaboration 
engaged nutrition and hunger relief professionals to increase awareness about food insecurity while 
promoting access to healthy food and quality nutrition education in food banks. In the summer of 2013, the 
Academy Foundation Board of Directors voiced their support to expand the scope of the Future of Food 
initiative. Since then, the initiative, through an educational grant from Elanco and further support from 
National Dairy Council, has devoted efforts to increase member awareness about agriculture and 
advances in agricultural technology to support sustainable food systems and a safe and nutritious food 
supply for the growing world population. 


The Future of Food initiative has resulted in the support of fellowships, scientific symposia, publications in 
the Journal of the Academy of Nutrition and Dietetics, presentations at professional conferences, toolkits, 
mini-grants to hundreds of Academy members and the development of two separate dietetic internship 
curricula that each contain 120 hours of learning activities for dietetic educators to utilize in their programs: 


• The Food Insecurity and Food Banking curriculum
• The Sustainable, Resilient, Healthy Food and Water Systems curriculum


With momentum from collaborative successes, the Academy Foundation is launching the next phase of 
the Future of Food initiative. A significant emphasis of this next phase is focused on identifying ways that 
food and nutrition professionals can leverage their expertise to meaningfully engage in the development of 
sustainable food systems. The roundtable is an important part of this next phase of work.  


ROUNDTABLE BACKGROUND 


What is the goal of the roundtable? 


Roundtable participants will actively contribute to the development of a framework for action to mobilize 
nutrition education, research and practice to accelerate progress in support of sustainable food systems. 


The framework for action is oriented towards a larger goal that aligns with the Academy and Academy 
Foundation’s strategic direction: to advance solutions that have a global impact on eliminating all forms of 
malnutrition and support population and planetary health by: 


• amplifying the contribution of nutrition and dietetics practitioners in food systems,
• building capacity for nutrition and dietetics professionals to work in food systems and
• supporting cross-sector collaboration among the many stakeholders working in food systems.


Who will be at the roundtable? 


The roundtable will include approximately 25 participants chosen for their expertise in research, education, 
practice, policy and communications spanning diverse perspectives within the food system. The 
roundtable will also be attended by a small number of Academy and Academy Foundation staff and 
student leaders.  
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What happens after the roundtable? 


The Future of Food Advisory Committee will continue to build upon the framework for action developed 
during the roundtable and will submit the framework as a proceedings paper to the Journal of the 


Academy of Nutrition and Dietetics. The committee will continue to communicate with participants 
concerning updates and opportunities to further engage in efforts to operationalize the framework. 


SUMMARY OF FOUNDATIONAL DOCUMENTS 


The best preparation for the roundtable is a readiness to share your expertise, to be open to new ways of 
thinking and to work collaboratively to find common ground with fellow participants. A few foundational 
resources that may provide helpful background information are summarized here.    


What are the elements of the food system? 


The United Nations Committee on World Food Security integrates science and policy through its High 
Level Panel of Experts on Food Security and Nutrition (HLPE). A 2017 HLPE report, Nutrition and Food 


Systems, provides an excellent primer on food systems, the multiple burdens of malnutrition and 
opportunities for food system changes to support nutrition.1  


Source: HLPE. 2017. Nutrition and food systems. A report by the High Level Panel of Experts on Food Security and Nutrition. 
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The HLPE report identified “three constituent elements of food systems, as entry and exit points for 


nutrition” — food supply chains, food environments and consumer behavior — which are shown in the 
conceptual framework above. During the roundtable, these three constituent elements will structure some 
of our conversations about entry points for nutrition professionals in the food system. 


How has the Academy characterized the role of nutrition professionals in food systems thus far? 


“Healthy Land, Healthy People” is a primer published in 2007 by the Sustainable Food Systems Task 
Force, which was convened by the Academy (known then as the American Dietetic Association).2 The 
primer identified opportunities to link the roles of food and nutrition professionals with the principles of 
sustainability and identified educational opportunities for members.  


The Academy has published two position papers on the management of sustainable, resilient and healthy 
food and water systems. Regarding food and nutrition security in developing nations, the Academy’s 2013 


position paper stated that “it is the position of the Academy of Nutrition and Dietetics that all people should 
have consistent access to an appropriately nutritious diet of food and water, coupled with a sanitary 
environment, adequate health services, and care that ensure a healthy and active life for all household 
members.”3 Regarding food and nutrition security in the United States, the Academy’s 2017 position paper 


stated that “it is the position of the Academy of Nutrition and Dietetics that systematic and sustained action 
is needed to achieve food and nutrition security in the United States.”4


The Academy established Standards of Professional Performance (SOPPs) for registered dietitian 
nutritionists in sustainable, resilient and healthy food and water systems in 2014.5 This publication 
positioned sustainable, resilient and healthy food and water systems at the intersection of nutrition and 
health; environmental stewardship; economic vitality; and social, cultural and ethical capital. The SOPP 
also provided a glossary of terms and case examples of SOPPs for various types of practitioners.  


In 2014, the Academy Foundation convened a conference to reach consensus among nutrition leaders 
regarding the need for registered dietitian nutritionists at the intersection of agriculture, nutrition and 
health.6 A set of consensus statements emerged from the conference, which concluded that: “the 


Academy and its members have a responsibility to contribute to eliminating malnutrition, reducing chronic 
disease, and ensuring nutritious and safe food systems for all populations.” The conference identified 
three priority actions for Academy members:  


The Academy and its members will: 


1. seek opportunities to lead and collaborate with other stakeholders in sustainable agriculture, food


systems, health, education, government, research and industry to extend influence and impact;


2. communicate scientific and accurate information to professionals and consumers that promotes


resilient and healthy food systems; and


3. develop integrated training and education resources to enhance proficiency of RDNs.


This roundtable represents an important next step in the Academy’s commitment to these goals. 
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If you wish to take a closer look at any of the documents summarized in this briefing paper, full-text PDFs 
of the following documents are provided for your reference.  


References: 


1. HLPE. 2017. Nutrition and food systems. A report by the High Level Panel of Experts on Food
Security and Nutrition of the Committee on World Food Security, Rome.


2. Lollar D, Hartman B, O'Neil C, Raimondi MP, Roberts S, Tagtow A, Wilkins J, Devlin C, Holler H,
Harmon AH. Healthy Land, Healthy People: Building a Better Understanding of Sustainable Food
Systems for Food and Nutrition Professionals: A Primer on Sustainable Food Systems and
Emerging Roles for food and Nutrition Professionals. 2007.


3. Nordin SM, Boyle M, Kemmer TM. Position of the Academy of Nutrition and Dietetics: Nutrition
security in developing nations: Sustainable food, water, and health. Journal of the Academy of
Nutrition and Dietetics. 2013 Apr 1;113(4):581-95.


4. Holben DH, Marshall MB. Position of the Academy of Nutrition and Dietetics: Food insecurity in the
United States. Journal of the Academy of Nutrition and Dietetics. 2017 Dec 31;117(12):1991-2002.


5. Tagtow A, Robien K, Bergquist E, Bruening M, Dierks L, Hartman BE, Robinson-O'Brien R,
Steinitz T, Tahsin B, Underwood T, Wilkins J. Academy of Nutrition and Dietetics: Standards of
professional performance for registered dietitian nutritionists (competent, proficient, and expert) in
sustainable, resilient, and healthy food and water systems. Journal of the Academy of Nutrition and
Dietetics. 2014 Mar 1;114(3):475-88.


6. Vogliano C, Steiber A, Brown K. Linking agriculture, nutrition, and health: The role of the registered
dietitian nutritionist. Journal of the Academy of Nutrition and Dietetics. 2015 Oct 31;115(10):1710-
4.
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Roundtable Participants 
Sustainable Food Systems: Creating a Nutrition-Focused Framework for Action 


 


Name Organization Role 
Hope Barkoukis, PhD, RDN, LD, FAND Case Western Reserve University Participant 


Deanne Brandstetter, MBA, RDN, CDN, FAND Compass Group North America  Participant 


Chiquita Briley, PhD Louisiana State University Agricultural Center  Participant 


Katie Brown, EdD, RDN National Dairy Council Participant 


Joanne Burke, PhD, RD, LD University of New Hampshire  Participant 


Mary Lee Chin, MS, RD Nutrition Edge Communications  Participant 


Joanna Cummings, MS, RD, CNSC Lao-American Nutrition Institute Participant 


Janice Giddens, MS, RDN, LDN National Dairy Council Participant 


Elise Golan, PhD USDA Office of the Chief Economist Participant 


Michael Hamm, PhD Michigan State University Participant 


Amanda Hege, MPH, RDN, LD University of Kentucky Participant 


Kendra Kattelmann, PhD, RDN, LN, FAND South Dakota State University Participant 


Jerod Matthews Feeding America  Participant 


Sarah Peterson, PhD, RDN, CNSC, LDN Rush University Medical Center Participant 


Tia Rains, PhD Ajinomoto Health & Nutrition North America Participant 


Terri Raymond, MA, RDN, CD, FAND Academy of Nutrition and Dietetics Participant 


Wendy Reinhardt Kapsak, MS, RDN Produce for Better Health  Participant 


Diego Rose, PhD, MPH, RD Tulane University  Participant 


Kevin Sauer, PhD, RDN, LD, FAND Kansas State University Participant 


Jennie Schmidt, MS, RD Schmidt Farms Inc. Participant 


David Seddon, MBA, RD, LD Peakcore, LLC Participant 


Marie Spiker, MSPH, RDN Academy of Nutrition and Dietetics Foundation Participant 


Alison Steiber, PhD, RDN Academy of Nutrition and Dietetics Participant 


Kathy Wilson-Gold, MS, RDN, LD, FAND Academy of Nutrition and Dietetics Foundation Participant 


Attachment 4.1


10







Roundtable Participants – continued 
Sustainable Food Systems: Creating a Nutrition-Focused Framework for Action 


Name Organization Role 
Erin DeSimone, MS, RD, LDN, FAND FoodMinds Facilitator 


Elizabeth Stoltz FoodMinds Writer 


Amy Knoblock-Hahn, PhD, RDN Academy of Nutrition and Dietetics Foundation Writer 


Amanda Gheen Brigham Young University Student Leader 


Rina Hisamatsu, MPH University of Michigan Student Leader 


Mackenzie Allen Academy of Nutrition and Dietetics Staff 


Pat Babjak, GLIS Academy of Nutrition and Dietetics Staff 


Jeanne Blankenship, MS, RDN Academy of Nutrition and Dietetics Staff 


Nicci Brown, MS, RDN, CD Academy of Nutrition and Dietetics Foundation Staff 


Susie Burns Academy of Nutrition and Dietetics Foundation Staff 


Diane Enos, MPH, RDN, FAND Academy of Nutrition and Dietetics Staff 


Gabriela Proano, MS, RDN Academy of Nutrition and Dietetics Staff 


Mary Beth Whalen Academy of Nutrition and Dietetics Foundation Staff 
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Best regards, 

Joan

 

 

Joan Schwaba, MS, RDN, LDN

 

Director, Strategic Management 

 Academy of Nutrition and Dietetics 

 120 S. Riverside Plaza, Suite 2190 

 Chicago, Illinois 60606-6995 

 Phone: 312-899-4798 

 Fax number: 312-899-4765 

 Email: jschwaba@eatright.org

 

 

From: Joan Schwaba  

Sent: Friday, January 11, 2019 7:47 AM 

 To: peark02@outlook.com; Terri Raymond <TJRaymond@aol.com>; Donna Martin <

donnasmartin@gmail.com>; DMartin@Burke.k12.ga.us; Manju Karkare <

manjukarkare@gmail.com>; drchristie01@gmail.com; Christie, Catherine <c.christie@unf.edu>;

Jo Jo Dantone-DeBarbieris <jojo@nutritioned.com>; jojodantone@aol.com; Marcy Kyle <

bkyle@roadrunner.com>; dwheller@mindspring.com; Dianne Polly <diannepolly@gmail.com>;

Kevin Sauer <ksauerrdn@gmail.com>; Ellen Shanley <elshanley@gmail.com>; Hope Barkoukis <

Hope.Barkoukis@case.edu>; Milton Stokes <miltonstokes@gmail.com>; Sharon Cox <

sharon.cox@coxduncannetwork.com>; Susan Brantley <brantley.susan@gmail.com>; Marty

Yadrick <myadrick@computrition.com>; Kevin Concannon <k.w.concannon@gmail.com>;

Dave.Donnan@atkearney.com; Patricia Babjak <pbabjak@eatright.org> 

 Cc: Executive Team Mailbox <ExecutiveTeamMailbox@eatright.org>; Mary Gregoire <

mgregoire@eatright.org>; Chris Reidy <CReidy@eatright.org>; Sharon McCauley <

smccauley@eatright.org>; Susie Burns <sburns@eatright.org> 

 Subject: January 18 Board Webinar

 

 

The agenda and supporting materials for the Board webinar scheduled for Friday, January 18 at

12:00pm ET/ 11:00am CT/ 10:00am MT/ 9:00am PT have begun to be posted on the Board of

Directors’ communication platform. All attachments for agenda items will be emailed in one

complete PDF and placed on the communications platform by Monday, January 14. Since there

are very few documents, a paper packet will not be provided. 

 

Click here and enter your Academy website username and password to access the agenda and

attachments. For agenda item 4.2 – EAT Lancet Report, a Board communication may be coming

earlier than next Friday, since the report is expected to be released Wednesday, January 16.  
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As a confirmed participant, please follow the steps below to connect to both the audio and web

components of the meeting. 

 

Step 1: Connect to Web

 

·       Click here to join the meeting (or online at

https://eatright.webex.com/eatright/j.php?MTID=m9e7db075d62983d0259e9d5242f2c791 )

 

·       Enter your Name and Email when prompted; Click Join

 

·       Enter meeting password BOD2019Jan when prompted

 

Step 2: Connect to Audio

 

·       Select “Call Me” from the Audio Connection drop down box

 

·       Enter your preferred DIRECT dial phone number

 

·       Click green button to “Connect Audio”

 

·       Answer your phone when WebEx calls and follow prompts

 

IMPORTANT:  Please be sure to review the attached PDF to follow the connection instructions as

outlined above.  It is necessary to first connect to the web and then follow the “call me” phone

connection option.  If you run into any issues, you can dial in to the meeting directly at 866-477-

4564, Code:47-06-63-11-73#

 

 

January 2019-BOD Webinar 

Friday, January 18, 2019 

11:00 am  |  Central Standard Time (Chicago, GMT-06:00)  |  1 hr 30 mins 

 

Meeting number: 746 084 927 

 

Meeting password: BOD2019Jan

 

 
Add to Calendar 

When it's time, join the meeting.
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Can't join the meeting? 

 

 

 

IMPORTANT NOTICE: Please note that this Webex service allows audio and other information

sent during the session to be recorded, which may be discoverable in a legal matter. By joining

this session, you automatically consent to such recordings. If you do not consent to being

recorded, discuss your concerns with the host or do not join the session.

 

 

Please let me know if you have any questions. 

 

Best regards, 

Joan

 

 

Joan Schwaba, MS, RDN, LDN

 

Director, Strategic Management 

 Academy of Nutrition and Dietetics 

 120 S. Riverside Plaza, Suite 2190 

 Chicago, Illinois 60606-6995 

 Phone: 312-899-4798 

 Fax number: 312-899-4765 

 Email: jschwaba@eatright.org
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3. RE: January 18 Board Webinar

From: Joan Schwaba <JSchwaba@eatright.org>

To: peark02@outlook.com <peark02@outlook.com>, Terri Raymond

<TJRaymond@aol.com>, Donna Martin <donnasmartin@gmail.com>,

DMartin@Burke.k12.ga.us <DMartin@Burke.k12.ga.us>, Manju Karkare

<manjukarkare@gmail.com>, drchristie01@gmail.com

<drchristie01@gmail.com>, Christie, Catherine <c.christie@unf.edu>, Jo Jo

Dantone-DeBarbieris <jojo@nutritioned.com>, jojodantone@aol.com

<jojodantone@aol.com>, Marcy Kyle <bkyle@roadrunner.com>,

dwheller@mindspring.com <dwheller@mindspring.com>, Dianne Polly

<diannepolly@gmail.com>, Kevin Sauer <ksauerrdn@gmail.com>, Ellen

Shanley <elshanley@gmail.com>, Hope Barkoukis

<Hope.Barkoukis@case.edu>, Milton Stokes <miltonstokes@gmail.com>,

Sharon Cox <sharon.cox@coxduncannetwork.com>, Susan Brantley

<brantley.susan@gmail.com>, Marty Yadrick <myadrick@computrition.com>,

Kevin Concannon <k.w.concannon@gmail.com>,

Dave.Donnan@atkearney.com <Dave.Donnan@atkearney.com>, Patricia

Babjak <PBABJAK@eatright.org>

Cc: Executive Team Mailbox <ExecutiveTeamMailbox@eatright.org>, Mary

Gregoire <mgregoire@eatright.org>, Chris Reidy <CREIDY@eatright.org>,

Sharon McCauley <smccauley@eatright.org>, Susie Burns

<Sburns@eatright.org>

Hidden

recipients:

dmartin@burke.k12.ga.us

Sent Date: Jan 14, 2019 17:59:55

Subject: RE: January 18 Board Webinar

Attachment: 00 January 18 BOD Meeting Webinar Agenda rev011419.pdf
Combined January 18, 2019 Board Packet.pdf

A revised copy of the agenda and attachment 3.2 – Diversity and Inclusion Committee

Composition and the remaining supporting materials for the January 18 Board webinar are now

available on the Board of Directors’ communication platform; a PDF of the full packet is attached

to this correspondence. Please click here and enter your Academy website username and

password to access the agenda and attachments on the Board portal.

 

 

Best regards, 

Joan
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BOARD OF DIRECTORS WEBINAR  
JANUARY 18, 2019 
12:00pm ET/11:00am CT/10:00am MT/9:00am PT                Revised 011419 


 
Step 1: Connect to Web 


• Click here to join the meeting (or online at 
https://eatright.webex.com/eatright/j.php?MTID=m9e7db075d62983d0259e9d5242f2c791 ) 


• Enter your Name and Email when prompted; Click Join 
• Enter meeting password BOD2019Jan when prompted 


Step 2: Connect to Audio 
• Select “Call Me” from the Audio Connection drop down box 
• Enter your preferred DIRECT dial phone number 
• Click green button to “Connect Audio” 
• Answer your phone when Webex calls and follow prompts 


If you run into any issues, you can dial in directly using the following information  
Dial:  1-866-477-4564             Code:  47-06-63-11-73# 


 


TIME AGENDA ITEM PRESENTERS EXPECTED 
OUTCOME 


11:00 am CT Call to Order  M. Russell  
11:00 am  1.0 Consent Agenda* 


1.1 September 6-7, 2018 Board 
Meeting Minutes 


1.2 Electronic Nutrition Care 
Process Record System 


1.3 Finance Update 


M. Russell 
 


Action 


11:05 am 2.0 Committee Restructure Proposal M. Russell/ 
M. Schofield 


Action 


11:30 am 3.0 Diversity and Inclusion  
3.1 Academy Diversity and 


Inclusion Definition 
 


3.2 Diversity and Inclusion 
Committee Composition 


 
3.3 Communication Plan 


 
 
B. Visocan 
 
B. Visocan 
 
 
D. Acosta 


 
 
Action 
 
Action 
 
 
Information/ 
Discussion 


12:10 pm 4.0 Strategic Plan Focus Area: Food and 
Nutrition Safety and Security 


4.1 Sustainable Food Systems 
Roundtable 
 


4.2 EAT-Lancet Report 


 
 
K. Sauer 
 
 
A. Steiber/ 
D. Acosta 


 
 
Information/ 
Discussion 
 
Information/ 
Discussion 


12:30 pm CT Adjournment M. Russell  
 


Vision A world where all people thrive through the transformative power of food and nutrition 
Mission Accelerate improvements in global health and well-being through food and nutrition 


   Attachment [material(s) to be reviewed] *All items on the Consent Agenda are considered to be routine.  There will be no separate discussion of 
these items unless a Board member requests. 



https://eatright.webex.com/eatright/j.php?MTID=m9e7db075d62983d0259e9d5242f2c791

https://eatright.webex.com/eatright/j.php?MTID=m9e7db075d62983d0259e9d5242f2c791
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   Attachment [material(s) to be reviewed] *All items on the Consent Agenda are considered to be routine.  There will be no separate discussion of 
these items unless a Board member requests. 
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SEPTEMBER 6-7, 2018 MINUTES 
BOARD OF DIRECTORS MEETING   DRAFT 


Board of Directors 
in Attendance 


Mary Russell, chair, Patricia M. Babjak, Hope Barkoukis (by phone for a 
portion of 9/6 only), Susan Brantley, Catherine Christie,  
Kevin Concannon, Sharon Cox, Jo Jo Dantone-DeBarbieris,  
David Donnan, Diane Heller, Donna Martin, Dianne Polly, Manju Karkare, 
Marcia Kyle, Terri Raymond, Kevin Sauer, Ellen Shanley, Milton Stokes, 
Marty Yadrick 


Presenters James Hagestad of Plante Moran; Rosa Hand, chair, Evidenced-Based 
Practice Criteria Task Force; Kristi Mitchell, Senior Vice President, 
Avalere Health; Peter Kelly, Divisional Vice President of Reimbursement 
& Strategic Initiatives; Amie Heap, Director of Health Policy, Education & 
Alliances, Abbott Nutrition; and Brandon Nichols and Jocelyn Turner, 3B 
Nichols Consulting 


Staff in Attendance Doris Acosta, Mackenzie Allen, Jeanne Blankenship, Susan Burns, 
Diane Enos, Mary Gregoire (for portions of 9/6 and 9/7), Mujahed Kahn 
(for a portion of 9/7 only), Sharon McCauley, Paul Mifsud,  
Christine Reidy, Joe Scariot, Marsha Schofield (for 9/6 only),  
Joan Schwaba, Alison Steiber, Barbara Visocan, Mary Beth Whalen 


Call to Order 
A quorum being present, M. Russell, chair, called the meeting to order at 12:00 pm. 


Consent Agenda 


Motion #1 
Approved 


Move to accept the consent agenda. 


Regular Agenda 


Motion #2 
Approved 


Move to approve the agenda. 


Criteria for Effective Meetings/Conflict of Interest Policy 
Board members were asked to declare any potential conflicts of interest related to each agenda 
item. 


Financial Report 
FY2018 Audit Report 
Declarations of conflict of interest: None voiced 


The audit partner at Plante Moran presented the 2018 Academy and Foundation audit to the 
Board of Directors. Plante Moran issued an unqualified audit, which is the highest result that can 
be achieved. As in the past, there were no issues working with management nor were there any 
required audit adjustments. Some of the highlights follow. 
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- Revenue increased $2.3M or 6.2% from 2017 
- Investment returns were over $5.8M 
- Net Assets grew by nearly $3.8M 


Overall, the Academy and Foundation are very strong financial shape. After a brief period of 
questions from the Board, a motion was approved to go into executive session with the auditor. 
Staff were excused to leave the room. 
 
Executive Session 
Motion #3 
Approved 


 
Move into Executive Session. 


 
Executive session convened at 12:23 pm. 
 
Motion #4 
Approved 


Move to accept the FY2018 audit findings as presented, contingent upon 
Finance and Audit Committee approval. 


 
Motion #5 
Approved 


 
Move out of Executive Session. 


 
Executive session adjourned at 12:49 pm. 
 
Board Retreat – Next Steps  
Declarations of conflict of interest: None voiced.  
 
The annual Board of Directors retreat was held July 18-20 which focused on strategic thinking 
and prioritization of initiatives for the coming year. The next steps and outcomes of the retreat 
were discussed at the September Board meeting. 
 


Education Model  
At the Board retreat the chair of ACEND provided an update on activities and its plan of 
work, including ACEND’s future education model and the demonstration projects.  
Participants engaged in small group discussions at the retreat and provided input to 
ACEND on ways to prepare students in the context of the environment and strategies for 
enhancing pre-professional experiences.  
 


Doctorate Capacity Building 
The Board was led in a strategic thinking exercise at the July retreat about ways to build 
doctorate capacity. According to the 2017 Council on Future Practice report, as entry level 
education for RDNs moves to a graduate degree in 2024, the shortage of doctorally 
prepared RDNs needs to meet the challenge of educating new RDN professionals and 
building doctorate capacity. The Academy’s value to doctorally-prepared individuals 
includes the Nutrition Research Network, ANDHII data, advanced-level CPEs and 
opportunities to meet service requirements for promotion and tenure. Doctorally-prepared 
individuals have a positive impact on profession and should be encouraged to become 
members of the Academy and credentialed by CDR. The next steps for implementing an 
action plan for doctorate capacity building will be included on an upcoming Board 
meeting agenda. 
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Future Trends  
The Board heard a presentation looking at future trends impacting healthcare and how the 
Academy can position nutrition and dietetics professionals for the 2nd Century. In 
follow-up to the Board’s recommendation, D. Donnan is scheduled to present a session at 
the 2018 Food & Nutrition Conference & Expo on trends as part of the new current 
events track.  


 
Fall House Dialogue 
The work by the House Leadership Team (HLT) since the Board retreat was summarized 
in preparation for the fall House of Delegates (HOD) meeting. Accomplishments by the 
HOD Culture Team were highlighted. Input from the discussion at the retreat has been 
incorporated into the fall meeting Backgrounder along with input from a focus group of 
previous HOD leaders and other experts. A set of success criteria have been developed 
for use in guiding and evaluating any recommendations coming out of this mega issue. At 
the end of the fall dialogue the HLT expects to have identified a sense of direction in 
terms of desired features of a model for further exploration that positions the deliberative 
body to best execute its role. Board members have received an invitation to participate in 
the fall HOD meeting. Recommendations will come to the Board from the HOD with the 
intent of taking the time necessary to make an informed decision that is in the best 
interest of the profession, the Academy and members. 


Credentialing Model  
The Commission on Dietetic Registration (CDR) chair presented a proposed new 
credentialing model at the July retreat. The model would provide registry eligible 
applicants the opportunity to take a common core examination and one or more focus 
area examination(s) in areas such as research, school nutrition, clinical nutrition, 
community nutrition. The eligibility requirements for each focus area would vary (e.g., 
research may require a PhD, clinical nutrition a masters degree, health promotion/disease 
prevention a baccalaureate degree). CDR reviewed the model at its July 2018 meeting. 
The Commission will continue its discussion of the pros and cons of this model at its next 
meeting. 
 


Licensure and Regulations: Model Practice Act 
A revised Model Practice Act was approved by the Board in July 2018. The Model 
Practice Act will be shared with affiliates and member leaders at the Consumer 
Protection and Licensure Subcommittee (CPLS) meeting at FNCE.  The licensure section 
of the Academy website contains new material and messaging regarding the Model 
Practice Act.  The CPLS has developed an issue brief for members regarding licensure 
and a leave-behind that can be shared with policy makers. 
 
A task force is being convened to review the CDR and Academy commissioned report 
examining the Future Education Model and implications for licensure.  The group will 
consist of Board liaison, C. Christie, and other appointed members with expertise in 
licensure and dietetics education. 


 
On September 5 the U.S. Departments of Agriculture and Health and Human Services 
issued a call for nominations to serve on the 2020-2025 Dietary Guidelines Advisory 
Committee and submissions are due on October 6. The Academy has been seeking 
nominations for the DGAC from our members since the beginning of the year and Board 
members were invited to submit nominations. The leadership will be involved as a slate 
of potential nominees is developed for submission. 
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Public Policy Leadership Award & Grassroots Advocacy Award 
Declarations of conflict of interest: None voiced.  
 
The nominees for the 2018 Public Policy Leadership Award and the 2018 Award for Grassroots 
Excellence were presented for consideration by the Board. The awards will be bestowed during 
the PPW 2018 Kick Off following FNCE.  The recommendations were made by a task force 
consisting of both Legislative and Public Policy Committee and Academy of Nutrition and 
Dietetics Political Action Committee representatives. 
 


Motion #6 
Approved 


Move to approve Lesley McPhatter, MS, RDN, CSRS, as the recipient 
of the 2018 Award for Grassroots Excellence and Betty McCollum as 
the recipient of the 2018 Public Policy Leadership Award to be 
presented at the Public Policy Workshop in October 2018. 


 
Evidenced-Based Criteria Development Task Force  
Declarations of conflict of interest: None voiced.  
 
The chair of Evidence-Based Criteria Development Task Force presented an update on the 
progress, possible recommendations, and future tasks of the group. The task force examined 
existing literature on the evidence-informed term being used by other health professions as well 
as data from an Academy Member Engagement Zone question that asked the membership about 
the definition, knowledge and use of evidence-based versus evidence-informed. Based on all the 
literature and survey results, the task force believes the continued use of evidence-informed 
would cause confusion. The task force is examining expanding the evidence-based practice 
definition and creating terminology and materials for food and nutrition professionals to use for 
different levels of evidence. The task force will conclude its work in November 2018 and will 
communicate with the Board and Quality Management committee regarding its final results and 
recommendations. 
 
Member Engagement: 
Nominating Committee 
Declarations of conflict of interest: None voiced. 
 
The Nominating Committee identified a need to engage more members, particularly early/mid-
career members, in the nominations and election processes. To provide more broad 
representation of the Nominating Committee with diverse perspectives to better involve these 
early/midcareer members, the committee proposed a new position for an Academy member who 
has been in practice for 15 years or less with experience on an Academy national level 
committee or taskforce or as a Board member of an affiliate or DPG/MIG within the past eight 
(8) years. The new position will take the place of one of the current five members on the 
committee with national leader experience, and therefore not require a Bylaws change or 
additional funding. The Board approved the new Nominating Committee position to go into 
effect for the 2019 Election. The Board also asked that the impact of this change be evaluated for 
next year.  
 
Motion #7 
Approved 


Move to approve a new position on the Nominating Committee for an 
Academy member who has been in practice for 15 years or less with 
experience on an Academy national level committee or taskforce or as a 
Board member of an affiliate or DPG/MIG within the past eight (8) years. 
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Member Engagement: 
Sports, Cardiovascular and Wellness Nutrition DPG 
Declarations of conflict of interest: None voiced. 
 
The Board was led in a discussion regarding retaining membership within the Academy’s 
dietetic practice groups (DPGs). DPG membership as a whole remains in alignment with 
Academy membership trends, with the exception of the Sports, Cardiovascular and Wellness 
Nutrition (SCAN) DPG which has seen a decline.  Further data is needed to determine exact 
reason for the change, but initial assessment indicates possible loss of membership to non-
Academy sports related organizations. This shift may impact the retention of sports dietetics 
practitioners and those in other specialty practice areas within the Academy. To better insure a 
future for this specialty area within the Academy, it was recommended to consider development 
of Foundation fellowships in sports dietetics for high quality training programs, enhancing career 
laddering competencies, initiating job postings directed at the DPG level, and continuing the 
FNCE® track dedicated to sports, performance and related research. A Board task force will be 
formed based on these recommendations to explore opportunities to retain current and capture 
future practitioners.  
 
MQii Update 
Declarations of conflict of interest: None voiced. 
 
The MQii (Malnutrition Quality Improvement Initiative) current status and future plans were 
presented to the Board. An overview with the history and background on why MQii is relevant 
was supported with patient-centered malnutrition care evidence. The National Quality Forum and 
Centers for Medicare and Medicaid Services timelines were reviewed for the Global 
Malnutrition Composite Score (composite measure) submission. The existing patient-care 
transitions pathway to include post-acute and community based care was shared along with 
details of the pilot testing and learning labs that will occur in the coming months. Hospitals will 
participate in identifying best practices for care plan elements of patients transitioning from one 
place to another within the continuum of care. An outline was provided on the education and 
malnutrition special events to be held during the September Spotlight, FNCE, and PPW. The 
Board was provided with an MQii informational booklet and Infographic.  
 
Clinical Data Registry 
Declarations of conflict of interest: None voiced. 
 
Academy of Nutrition and Dietetics Health Informatics Infrastructure (ANDHII) is an online 
Clinical Data Registry launched in 2014 which provides a way to document patterns of practice 
and outcomes using the Nutrition Care Process and terminology to capture the identified data. 
ANDHII has been used successfully with educators in DPD and DI programs, clinicians and for 
numerous research projects. The Board heard an update regarding the Academy’s project with 
Avalere for developing a strategic plan for ANDHII with specific focus on meeting the 
government requirements for a Qualified Clinical Data Registry.  
 
Executive Session 
Motion #8 
Approved 


Move into Executive Session. 


 
Executive session convened at 9:03 am. 
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Motion #9 
Approved 


Move out of Executive Session. 
 


 
Executive session adjourned at 9:35 am. 
 
Microaggression Training 
Declarations of conflict of interest: None voiced.  
 
Consultants from 3B Nichols Consulting, LLC, provided training to the Board on 
microaggression. The training included recognition of microaggressions and ways to respond in 
microaggressive situations. 
 
Academy Positions 
Declarations of conflict of interest: None voiced.  
 
At its May 2018 meeting the Board approved a new framework and process for the development 
of position papers as well as the establishment of the Evidence Analysis Center. This new 
process was proposed by the Council on Research and resulted in the elimination of practice 
papers and included the requirement that all future position papers would undergo a systematic 
review and have a grade I or II quality of data. As a result of this new requirement for systematic 
review the Total Diet Approach to Healthy Eating position paper does not easily fit into the new 
process and paradigm. Since this position is viewed broadly as the Academy’s philosophy and is 
regularly cited by credible global organizations as well as national media outlets, it will be 
prioritized to go through the new process for review and assessment. The Council on Research 
will work with the Strategic Communications team and other areas within the Academy 
including the HOD and the Evidence Analysis Center to prioritize the Total Diet Approach to 
Health Eating for next steps in the new position paper process. The Evidence Analysis Center 
will be responsible for providing clear direction and rationale for the Total Diet Approach to 
Healthy Eating topic and report back to the Board with the results.  
 
Food & Nutrition Conference & Expo 
Declarations of conflict of interest: None voiced.  
 
An update was provided for FNCE 2018 and showcased new and innovative features. Projected 
attendance and financial status updates were shared. 
 
Adjournment 
The meeting was adjourned at 1:45pm on September 7, 2018 by consensus. 
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ELECTRONIC NUTRITION CARE PROCESS 
RECORD SYSTEM  
BOARD OF DIRECTORS WEBINAR 
JANUARY 18, 2019 


Last year the Foundation Board approved a disbursement of Second Century Funds to develop the 
Transitions of Care Technical Implementation Guide which helps ensure that electronic health records 
(EHR) vendors use Nutrition Care Process Terminology in electronically-transmitted documents that 
follow the patient from acute care to long-term care facilities. The Academy has been working for the 
past nine years through HL7, the international standards organization, to create the Electronic 
Nutrition Care Process Record System (ENCPRS), which describes what features are needed by 
dietitians in EHRs.   


In November 2018, the ENCPRS standard was balloted successfully and was accepted by HL7. This 
recent approval by HL7 is a huge step forward with respect to standardizing what functions are present 
in EHRs for nutrition care. 


HL7 stands for Health Level Seven International and is a not-for-profit organization that develops 
ANSI-accredited standards, and is supported by international members in healthcare, government, 
pharmaceutical, payers, vendors. HL7 standards are used with electronic health information to 
exchange, integrate, share, and retrieve electronic health record data. The Academy is a voting 
member of HL7, and has been pioneering the development and approval of available nutrition 
standards globally available via the HL7 website. 


The ENCPRS is a standard that describes the requirements that E HR systems need to adhere to in 
order for RDNs to document nutrition care comprehensively.  


DEVELOPMENT BACKGROUND 
Most electronic health record systems have limited functionality that supports the actions of a 
Registered Dietitian/Nutritionist in providing individual nutrition care.  In most cases, nutrition 
documentation and data are designed at the facility level.  Limitations in local resources, knowledge of 
systems design and nutrition best practices creates an inconsistent use of key data that should be 
interoperable and available for quality metrics reporting. 


This project was conducted as a joint work effort between HL7 and the Academy, where the 
Academy’s Interoperability and Standards Committee and Nutrition Care Process Research Outcomes 
Committee updated the content and documented workflow relevant to the ENCPRS. Other Academy 
internal groups and international colleagues reviewed the work and provided relevant input and/or 
revisions. The workgroup consisted of subject matter experts from nutrition practice, nutrition 
software vendors, implementers, and informaticians. 


DESCRIPTION OF ENCPRS 
The ENCPRS Functional Profile is based on the Electronic Health Record System Functional Model 
R2 (EHRS-FM). The intent is to develop a standard list of functions and criteria needed for full 
integration of both the Nutrition Care Process (NCP) and the representative terms from the electronic 
Nutrition Care Process Terminology (eNCPT). The NCP serves as a systematic approach to providing 
high quality nutrition care. This standardization will encourage the acquisition of EHR systems by 
nutrition health providers and promote information interoperability between nutrition and food 
systems and other areas of healthcare. These requirements have been mapped into this functional 
profile and identify those portions of the HL7 EHR-S Functional Model that apply to patient care in 
the NCP. Further, these requirements identify additional functionality toward facilitating ease of use 
for those involved in patient care in the NCP, thus providing EHR vendors with conformance criteria 
that are specific to regulated tasks within the NCP in the HL7 International formats. 
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STATUS AND FUTURE OF ENCPRS 
The ENCPRS was approved by HL7 in November 2018 as a Standard for Trial Use (STU).  
Next steps in the next two years or so are to mature the ENCPRS from STU to normative status.  
This can be realized by actively engaging implementers to use the ENCPRS. 


How do we take Nutrition standards from Standard for Trial Use to Normative? 


The standard must be used as a “trial” (i.e. tested in a system) which: 
• Exercises the standard
• Validates it meets the objectives of the project


Organizations using the standards should provide comments 
• The standards are voted on to be Normative
• Includes final protocol specifications
• Includes enhancements or modifications from trial use


The Interoperability and Standards Committee (ISC) of the Academy will be undertaking this work.  


The following chart describes how HL7 recommends standards should be developed and matured: 
Project Life Cycle for Product Development (PLCPD), Release 2, p. 9 
(https://www.google.com/url?q=https://www.hl7.org/documentcenter/public/wg/projectservices/PSWG%2520PLCPD%25202008-
11%2520Release.doc&sa=U&ved=0ahUKEwiE35vd9t7fAhWGqIMKHRjjCGMQFggIMAI&client=internal-uds-
cse&cx=013068602079619598366:1md6bdavbtc&usg=AOvVaw3FNdaxlnxhA4EBkSr4AryK) 
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The following is a tentative timeline on next steps to achieve maturity of the ENCPRS: 


SUBMITTED BY:  
Constantina Papoutsakis, PhD, RD, Senior Director, Data Science Center, Research, International, and 
Scientific Affairs (RISA); cpapoutsakis@eatright.org 
Becky, Gradl, MPH, RDN, Informatics Manager, Data Science Center, Research, International, and 
Scientific Affairs (RISA); bgradl@eatright.org 
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FINANCE UPDATE 
BOARD OF DIRECTORS WEBINAR 
JANUARY 18, 2019 


As a part of the on-going operational responsibilities, the Finance and Audit Committee manages 
and monitors the financial performance of the Foundation, Academy and related organizations.    
Attached is a summary of the Academy results, through November 2018.  Some of the highlights 
include; 


• Operating revenues of $13.7M, excluding investment results, were down $333.7K (2.4%)
from the FY19 budget and down nearly $247K (1.8%) when compared to FY18.


• Non-dues revenue is $354.2K (3.7%) lower than FY19 budget and $231K (2.5%) lower
than FY18 primarily due to FNCE.


• Dues revenue is $20.7K higher than FY19 budget.  Revenue is declining when compared
to FY18, but, slower than anticipated.


• Expenses of $12.9M were $574K (4.3%) lower than FY19 budget and $427K (3.2%)
lower than FY18.


• Academy had an operating profit of nearly $808K.  This is $240K over budget and nearly
$180K higher than FY18.


• Academy investment performance reflected gains of over $746K.  This was $170K
higher than budget.  Market volatility is a concern.


• Academy had Net Income of over $1.55M, after investment results, which exceeded the
budget by over $410K.


• Investment reserves were at nearly $16.6M which was 67.6% of the FY19 budget


SUBMITTED BY: Manju Karkare, MS, RDN, LDN, FAND, Treasurer 
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Academy of Nutrition and Dietetics
FY19 Financial Results through November


January 18, 2019
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Academy* FY19 financial results through November


• Operating revenues of $13.7M, excluding investment results, were down $333.7K
(2.4%) from the FY19 budget and down nearly $247K (1.8%) when compared to
FY18.


• Non-dues revenue is $354.2K (3.7%) lower than FY19 budget and $231K (2.5%)
lower than FY18 primarily due to FNCE.


• Dues revenue is $20.7K higher than FY19 budget.  Revenue is declining when
compared to FY18, but, slower than anticipated.


• Expenses of $12.9M were $574K (4.3%) lower than FY19 budget and $427K (3.2%)
lower than FY18.


• Academy had an operating profit of nearly $808K.  This is $240K over budget and
nearly $180K higher than FY18.


• Academy investment performance reflected gains of over $746K.  This was $170K
higher than budget.  Market volatility is a concern.


• Academy had Net Income of over $1.55M, after investment results, which exceeded
the budget by over $410K.


• Investment reserves were at nearly $16.6M which was 67.6% of the FY19 budget.


*Does not include Foundation, CDR, DPGs, MIGS, ANDPAC or ACEND except where
otherwise indicated.


Even with the revenue shortfall, the Academy, overall, has performed well in FY19. 
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Academy’s operational* results through November 


Even through revenue was short of expectations, Academy had an Operating 
Profit (Revenue – Expense) of $807.7K which was $240.1K higher than 
budget.


Revenue * Expense


* Before Investments


$13.72


($0.33)


$14.05


($2.00)


$0.00


$2.00


$4.00


$6.00


$8.00


$10.00


$12.00


$14.00


$16.00


Actuals Budget Variance


$12.91
$13.48


$0.57
$0.00


$2.00


$4.00


$6.00


$8.00


$10.00


$12.00


$14.00


$16.00


Actuals Budget Variance
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Academy’s net income and investment results through November 


Investment returns, coupled with expense under-runs, have provided a Net 
Income of nearly $1.6M which is $410K higher than budget.


Net IncomeInvestment Returns


$1,553.4


$1,143.1


$410.4


$0.0


$200.0


$400.0


$600.0


$800.0


$1,000.0


$1,200.0


$1,400.0


$1,600.0


$1,800.0


Actuals Budget Variance


$575.4


$170.2


$745.6


$0.0


$100.0


$200.0


$300.0


$400.0


$500.0


$600.0


$700.0


$800.0


Actuals Budget Variance
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Membership Dues revenue* is exceeding FY19 budget expectations


Dues revenue is currently $20.7K higher than budget and $16.5K lower when compared to 
FY18 through the same period.  Membership revenue is declining, but, at a slower pace than 
anticipated.


FY19 vs. Budget FY19 vs. FY18


$4.53 $4.51


$0.02
$0.0


$0.5


$1.0


$1.5


$2.0


$2.5


$3.0


$3.5


$4.0


$4.5


$5.0


Actuals Budget Variance


$4.53 $4.55


$0.02
$0.0


$0.5


$1.0


$1.5


$2.0


$2.5


$3.0


$3.5


$4.0


$4.5


$5.0


FY19 FY18 Variance


* Does not include Fellow program
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Non dues revenue has not met budget expectations and has declined…


Non dues revenue has not met expectations, overall, for FY19.


FY19 vs. Budget FY19 vs. FY18


$9.18 $9.54


($0.35)
($2.0)


$0.0


$2.0


$4.0


$6.0


$8.0


$10.0


$12.0


Actuals Budget Variance


$9.18 $9.41


($0.23)


($2.0)


$0.0


$2.0


$4.0


$6.0


$8.0


$10.0


FY19 FY18 Variance
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…Driven by a few categories…


Programs and Meetings is down primarily due to FNCE (-$301K).


Programs and Meetings Sponsorships


$4.98
$5.35


($0.37)
($1.0)


$0.0


$1.0


$2.0


$3.0


$4.0


$5.0


$6.0


Actuals Budget Variance


$0.67
$0.76


($0.09)
($0.2)


($0.1)


$0.0


$0.1


$0.2


$0.3


$0.4


$0.5


$0.6


$0.7


$0.8


$0.9


Actuals Budget Variance
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…Driven by a few categories (continued). 


Grants are lower due to lower Research grants.  Subscriptions are lower 
primarily due to lower eNCPT (-$22K).


Grants Subscriptions


$0.32


$0.62


($0.30)($0.4)


($0.2)


$0.0


$0.2


$0.4


$0.6


$0.8


Actuals Budget Variance


$1.18 $1.20


($0.02)
($0.2)


$0.0


$0.2


$0.4


$0.6


$0.8


$1.0


$1.2


$1.4


Actuals Budget Variance
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Success has been achieved…


Publication’s revenue is up primarily due to Research and Traditional Publications 
up by nearly $80K combined.  Advertising revenue is up due to Food and Nutrition 
Magazine.


Publications Advertising


$1.23 $1.21


$0.02
$0.00


$0.20


$0.40


$0.60


$0.80


$1.00


$1.20


$1.40


Actuals Budget Variance


$0.19


$0.16


$0.03


$0.00


$0.05


$0.10


$0.15


$0.20


$0.25


Actuals Budget Variance
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Success has been achieved (continued).


Affiliate and DPG management program has exceeded expectations (+$60K) and 
growing. Food and Nutrition Magazine engagement program continues to perform 
well (+$36K).


Affiliate and DPG management F&N Engagement


$0.09


$0.03


$0.06


$0.00


$0.01


$0.02


$0.03


$0.04


$0.05


$0.06


$0.07


$0.08


$0.09


$0.10


Actuals Budget Variance


$0.14


$0.10


$0.04


$0.00


$0.02


$0.04


$0.06


$0.08


$0.10


$0.12


$0.14


$0.16


Actuals Budget Variance
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Academy investment reserves have increased


$15.3
$16.6


$0.0
$2.0
$4.0
$6.0
$8.0


$10.0
$12.0
$14.0
$16.0
$18.0
$20.0


FY18 FY19*


$ 
m


ill
io


ns


50% 
reserve
level for 
FY19


* As of November 30, 2018
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Reserves exceed policy requirements


0.0%


10.0%


20.0%


30.0%


40.0%


50.0%


60.0%


70.0%


80.0% 67.6% of FY19 Budget in reserve


50.0%


17.6%
$4.3M excess


$12.3M 
requirement


The Academy reserves are positioned to help overcome future obstacles, both 
short term and long term.
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Future concerns


• Investment markets continue to be volatile 
driving a lack of confidence in the economy 
and risk of a potential recession.


13


Reduced confidence of the investment environment could slow the 
Academy’s success across all areas of the business.
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Academy is performing well, through November, and is in a good position 
to manage through the economic uncertainty.


• Operating revenues of $13.7M, excluding investment results, were down $333.6K 
(2.4%) from the FY19 budget and down nearly $247K (1.8%) when compared to 
FY18.


• Non-dues revenue is $354.2K (3.7%) lower than FY19 budget and $231K (2.5%) 
lower than FY18 primarily due to FNCE.


• Dues revenue is $20.7K higher than FY19 budget.  Revenue is declining when 
compared to FY18, but, slower than anticipated.


• Expenses of $12.9M were $574K (4.3%) lower than FY19 budget and $427K (3.2%) 
lower than FY18.  


• Academy had an operating profit of nearly $808K.  This is $240K over budget and 
nearly $180K higher than FY18.


• Academy investment performance reflected gains of over $746K.  This was $170K 
higher than budget.  Market volatility is a concern.


• Academy had Net income of over $1.55M, after investment results, which exceeded 
the budget by nearly $410K. 


• Investment reserves were at nearly $16.6M which was 67.6% of the FY19 budget.
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BOARD OF DIRECTORS MEETING 


AGENDA ITEM SUMMARY 


DATE: January 18, 2019 


AGENDA TOPIC: Committee Restructure Proposal AGENDA 


ITEM: 
2.0 


CONTRIBUTES TO ACHIEVEMENT OF: 


  Strategic Plan Focus Area(s) 


 Prevention and Well-being 


 Health Care and Health Systems  


 Food and Nutrition Safety and Security 


  Strategies 


 Research 


 Advocacy and Communications 


 Professional Development 


 Workforce Capacity and Opportunities 
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BACKGROUND 


Historically, the Board of Directors (BOD) conducts an evaluation of the Academy’s committees every three years to 
address issues of uniformity in treatment and effectiveness. This evaluation took a Return on Investment (ROI) 
approach, gathering data on monies spent to support committees compared to outputs produced. The last evaluation 
was initiated in November/December 2013 and culminated in approval by the BOD in January 2015 of several 
recommendations, including several aimed to provide a new way of managing the work of committees. As part of that 
evaluation, the division of committees into HOD committees, Joint HOD/BOD committees and BOD committees was 
eliminated, with all committees reporting to both the BOD and HOD. It was noted that committees who require action 
to be taken by the HOD or BOD would consider whether the issue is a practice issue or an organizational issue. All 
practice issues would be handled by the HOD (submitted to the HLT) and all organization issues would be addressed by 
the BOD.  


While the next evaluation was scheduled for December 2016, it was intentionally delayed recognizing the Second 
Century initiative would ultimately result in a new Academy Strategic Plan. In May 2018, CEO Pat Babjak appointed a 
task force under the E-team to conduct a committee evaluation. Task force members included Pat Babjak, Mary Beth 
Whalen, Marsha Schofield, Diane Enos and Doris Acosta. Taking a new approach to the task, the task force took at 
“zero-based budgeting” approach and focused on what type of work needs to be done via committees to help execute 
the Academy’s Strategic Plan. In concert with these efforts, another task force under the E-team was charged with 
revising and streamlining the Academy Definitions for Committee Functions. 


The Committee Evaluation Strategy Task Force conducted the following activities to develop their final 
recommendations: 


1. Committee Evaluation Survey: Sent to E-team, committee staff partners and all Academy Directors. Seventeen
staff completed the survey (Note: 1 team provided collective input). 


2. Map and Gap Exercise: List of current committees and their year-end reports to the BOD were mapped to the
new Strategic Plan and initiatives from the Nutrition Impact Summit to look at alignment and potential 
unnecessary overlap in work.  


The task force discussed BOD oversight of committees and accountability – is it accomplished via BOD liaisons or some 
other mechanism? Finally, the task force affirmed the importance of committees as an opportunity for leadership 
development and the continued need to standardize committee appointments and operations as much as possible. To 
that end, the President, President-elect, Past President, Speaker, Speaker-elect, and Past-Speaker have already 
approved a proposal to shift operations of the Legislative and Public Policy Committee, Academy Political Action 
Committee, and Consumer Protection and Licensure Subcommittee from the calendar year to the Academy program 
year. 


The Definitions for Committee Functions Task Force streamlined and revised the 5 existing definitions (committee, 
subcommittee, workgroup, task force, ad hoc/ad hoc committee) into 3 definitions to provide clarity and simplicity 
(See Attachment A). The revised definitions were approved by the President, President-elect, Past-President, Speaker, 
Speaker-elect, and Past Speaker via conference call in November 2018. Staff proposals to create new subcommittees 
will be vetted by CEO and Senior Director Governance before bringing to the BOD (or BOD Executive Committee) for 
approval. Subcommittee members would be appointed by the main committee based on an inclusive and objective 
process. 


ALTERNATIVES AND/OR DISCUSSION POINTS 


ORGANIZATIONAL CAPACITY 


Human Resource Implications: None 


Financial Implications: Anticipated cost savings due to elimination of 1-2 committees and some BOD liaisons to 


committees. 


  Budgeted   No Financial Impact 
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  Unbudgeted: 


 Approved by the CEO on ________   (date) 


  Approved by the Finance Committee on ________   (date) 


  Forwarded without recommendation by the   CEO           Finance Committee 


CONSIDERATIONS FOR PROCEEDING/NOT PROCEEDING 


OBJECTIVE(S)/EXPECTED OUTCOME(S)/RECOMMENDATION(S) 


The following changes to the Academy’s current committee structure are recommended: 
1. Extend date for elimination of the Nutrition Informatics Committee by one year


Rationale: At its May 2018 meeting, the BOD approved formation of a Nutrition Informatics Dietetics Practice
Group effective FY20. The recommendation presented to and approved by the BOD at that time called for
elimination of this committee effective June 1, 2019. Recommend extending the date for elimination of the
committee by 1 year to FY21 to allow for effective transition (see Attachment B).


2. Eliminate Committee for Public Health/Community Nutrition effective June 1, 2019
Rationale: Extensive overlap between the Programs of Work of the committee and the Public
Health/Community Nutrition DPG. Needs are best addressed via the DPG based on broad extent of expertise.


3. Eliminate BOD Liaisons to Committees effective June 1, 2019
Rationale: The BOD should be operating at a strategic level and should not need to be intimately involved in
committee work and operations. It is the job of committee staff partners to identify when experts/resources
need to be brought to a committee meeting/conference call to address a specific need for information/advice.
Also, the practice has been for committee Chairs or committee Staff Partners to provide BOD updates to their
respective committees. All committee charges will be evaluated to determine when a BOD member is essential
to ongoing committee work. See Attachment C.


See Attachment D for a summary of current and proposed future committee structure. 


SUBMITTED BY: 


Pat Babjak 
Mary Beth Whalen 
Marsha Schofield 
Diane Enos 
Doris Acosta 
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Attachment A 


November 2018 


Council/Committee (Sub-Committee), Task Force Definitions and Functions 
Note: The following definitions apply to internal units of the Academy. They do not apply to administratively separate 
groups (i.e., CDR and ACEND). 


Term Definition/Description Criteria Example 


Committee/Council 


Appointed by 
President-elect and 
Speaker-elect 


A small deliberative group of 
members that is usually intended to 
remain subordinate to another, 
larger deliberative assembly, such as 
the Board of Directors (BOD) or 
House of Delegates (HOD). 
Defined as a group of individuals 
elected or selected from the 
Academy membership to do some 
assigned work collectively to address 
issues of importance to the 
organization and is not time limited.  
Different from other groups of 
people because it has this notion of 
specific or particular commitment. 


Duration:  Ongoing, until 
charge of BOD is complete or 
no longer needed. 


Members: Any Academy 
member appointed by 
Academy President-elect and 
Speaker-elect or elected by the 
general membership (applies 
to Nominating Committee 
only). 


A committee addresses issues of 
importance to the membership, such as 
informatics, quality practice, payment 
for services, membership, etc.  


Key Factor: Academy committees report 
to the Board of Directors  


Sub-committee 


Appointed by 
committee 


A smaller deliberative group of 
members assigned a specific set of 
functions of the actual committee by 
that committee.   


Duration:  Ongoing with 
defined functions written and 
approved by the committee. 
Creation of subcommittees 
require CEO approval. 


Members:  Any Academy 
member appointed by the 
committee, BOD or HOD.  A 
liaison from the committee 
should be included on the sub-
committee along with any 
other necessary links to 
committees. Committee is 
responsible for establishing an 
inclusive and objective process 
for making appointments. 


A report was recently released showing 
that your committee’s publications are 
not being marketed to appropriate 
target populations. This will be an 
ongoing process as new and different 
documents are published each month.  


Key Factor: Ongoing organization of the 
sub-committee with defined 
responsibilities. 


Task Force 


Appointed by 
committee 


A temporary group of members and 
non-members established to work on 
a single defined task or activity at the 
request of a committee, Board of 
Directors or House of Delegates. 


Duration:  Temporary until task 
is completed, at that point the 
task force is dissolved by the 
group that appointed them 
(i.e., committee, BOD or HOD).  
Duration determined on a 
case-by-case basis depending 
on complexity of the task. 


Members:  Two or more 
members or non-members (if 
RDN or NDTR, must be an 
Academy member) who are 
engaged in completing one 
specific task defined by the 
group making the request (i.e., 
committee, BOD or HOD).  
Appointed by the requesting 
group.  May or may not be 
members of the requesting 
group (i.e., committee, BOD or 
HOD). 


Prior to beginning a project to create a 
Scope of Practice for the DTR, two 
committee members volunteered to 
complete a survey of current DTR 
practices and roles in order to provide 
recommendations for role delineation 
within new healthcare delivery models. 


Key Factor: Task or project to be 
completed by committee appointees. 
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Attachment B 


To: Board of Director, Academy of Nutrition and Dietetics 


From:  Nutrition Informatics Committee (NIC) 


Carrie M. Hamady, MS, RD, LD, Chair 


Kathleen Pellechia, RDN, Vice-Chair  


Lawrence S. Molinar, RD, LD, Past Chair 


Nicole Fox, MPH, RD 


Susan Evanchak, RD, LDN 


Clare Hicks, RDN 


Tamara Melton, MS, RDN, LD, CPHIMS 


Date:  December 18, 2018 


Re: Request for Continuation of the NIC for FY 2019-2020 


The purpose of this communication is to highlight the work of the NIC during FY 2018-2019 and request 


a continuation through FY 2019-2020. This will also outline how the NIC plans to support the formation 


of the Nutrition Informatics DPG (NIDPG), which will begin in June 2019, to ensure as much support as 


possible with a full year of overlap to promote the DPG’s success. Attached is the Plan of Work (POW) 


for FY 2018-2019 and 2019-2020. 


The NIDPG was proposed and accepted during FY 2017-2018 with development taking place during FY 


2018-2019. Several members of the NIC are also members of the NIDPG Planning Committee in order to 


guide and support the creation of resources and recruitment for the DPG to insure a successful launch in 


FY 2019-2020. The NIDPG will not have an Executive Committee during its first year therefore having 


the established leadership of the NIC in place to further ensure that Informatics related work will go 


uninterrupted is essential to a favorable outcome of this DPG in the future.  


The NIC will partner with the NIDPG planning committee for the rest of FY 2018-2019 to develop the 


following resources for the start of the DPG: the website, a webinar for summer 2019, a plan to re-instate 


The Feed blog, and “Tip Sheets” for those working in Informatics and those who desire to learn more.  


If an extension is granted during FY 2019-2020, the NIC will continue to support the NIDPG as it 


progresses to initiate a discussion listserv, routine newsletters, advocacy initiatives, and to develop FNCE 


sessions as well as a social media presence, and a delegate representative at the House of Delegates 


(HOD). Information from the two surveys detailed below (Informatics Survey and Educators Survey) will 


also inform the group for the needs of additional resources, which the NIC will partner with the NIDPG to 


produce. Any and all resources developed by the NIC during this time will be transferred to the NIDPG 


for the DPG’s use moving forward.  


For the FY 2018-2019, the NIC has been working on the following projects: 


 4th Iteration of the Nutrition Informatics Survey


 Nutrition and Dietetics Educators Survey


 Development of Resources for Nutrition Professionals both working in Informatics and those


desiring to move into Informatics positions


 Promotion of Informatics through webinars and conference presentations


The Nutrition Informatics Survey began in 2008 with follow-up surveys in 2011 and 2014. The 


development of the 4th iteration is in process now. This survey has evolved since the beginning of 


Informatics at the Academy. The current survey has been revised with efforts to compare specific 
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Attachment B 


questions across time, and retire questions that have “topped out” as driven by NIC evaluation and skills. 


The NIC is completing the methods and IRB application at this time and will submit in December 2018 


for Research, International, and Scientific Affairs (RISA) review. After RISA approval, it will go through 


IRB approval at Bowling Green State University before its planned distribution date in late February 


2019. Data collection will end in April 2019 with manuscript writing beginning in early June 2019. This 


process will take an estimated four months before submission to journals will occur, thereby taking the 


NIC into FY 2019-2020 in order to complete this project. 


The Nutrition and Dietetics Educators Survey is currently underway. The NIC distributed the survey to 


nutrition and dietetics educators and preceptors who work with accredited dietetics programs. The 


purpose of the survey was to identify how educators and preceptors would like to incorporate nutrition 


informatics in dietetics education and what resources are needed. The other goal was to assess barriers to 


teaching students about electronic medical records, the Nutrition Care Process, and nutrition informatics 


in order to determine the best means by which to provide materials to educators and preceptors. Once the 


survey is closed, the data will be analyzed. The analysis of data, development of resources, and potential 


for manuscript creation will take the committee in to the 2019-2020 FY. 


At present, there is little training in nutrition informatics; this needs to be developed and promoted as 


content from the Academy rather than as an offshoot of health informatics at an informatics organization. 


The skill level and practice of informatics should be driven by a collaborative group that represents the 


Academy and is based upon best practices in informatics. At present, many members have worked in a 


specific informatics area but still have limited knowledge and skills of informatics across other settings. 


Many publications from the Academy, such as the Council on Future Practice and past and current Mega-


Issues, have acknowledge the increase in technology and informatics within the profession. The 


Commission on Dietetics Registration (CDR) has also added Informatics as a Sphere of Competency 


(Sphere 5) for all practicing nutrition professionals. As a result, the NIC, as a committee of practitioners 


in various areas of informatics, have developed a slide deck for presentations by its members about 


Informatics in dietetics to bring attention to this growing aspect in the field of nutrition and dietetics. The 


Committee has also made a concerted effort to apply to conferences around the country to speak about 


informatics to raise awareness in this area. Webinars, as well as the Certificate of Training, have also been 


developed to increase the knowledge of RDNs and NDTRs with the end goal of possibly raising the 


percentage of practitioners in these roles overall. Informatics plays a role in every aspect of nutrition and 


dietetics, and as we move into the 21st Century, it is even more evident that nutrition professionals need to 


improve their knowledge and skills in the area of informatics.  


In conclusion, the NIC would like to ask the Academy Board of Directors to allow the committee to 


continue in its current capacity with its existing members listed above into FY 2019-2020 in order to 


complete the projects outlined in this request as well as to support the NIDPG during its inaugural year. 


As a Committee, we are committed to continue serving all upcoming and credentialed practitioners in 


Academy-lead informatics initiatives and to see through a flawless transfer of informatics initiatives from 


the Nutrition Informatics Committee to a robust Nutrition Informatics Dietetics Practice Group. Thank 


you for your consideration. 


cc: 


Alison Stieber, Chief Science Officer 


Marsha Schofield, Senior Director, Governance  


Constantina Papoutsakis, Senior Director, Nutrition and Dietetics Data Science Center 


Becky Gradl, Nutrition Informatics Manager 
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Nutrition Informatics Committee Program of Work 2018-2019 


 


Priority 1: Adoption of informatics concepts by all credentialed nutrition professionals to improve nutrition focused outcomes 


Priority 2: Informatics Educational Competencies and Continuing Education 


Priority 3: Nutrition Informatics Communication and Publications 


Projects Short Term Project Goals 


(2018 – 2019) 


Status / Notes Long Term Project Goals 


(FY 2019-2020) 


Nutrition Informatics Survey of all 


credentialed nutrition 


professionals and nutrition 


students. 


 Revise 2014 Survey


 Draft IRB Application for


Bowling Green State University


(BGSU)


 Draft Methods for recruitment


and sampling to send to the


Academy’s Research,


International, and Scientific


Affairs (RISA) division for


approval


 Obtain IRB approval from BGSU


 Obtain email list from


Commission on Dietetic


Registration (CDR) and the


Academy


 Administer survey to all


credentialed nutrition


professionals and nutrition


students


 Collect and analyze data


 Survey revised October 2018


 Methods drafted November 2018


 Draft IRB application and methods


to RISA December 2018


 Approval RISA January 2019


 Approval BGSU IRB January 2019


 Survey launch February 2019


 Finalize data collection end of


March 2019


 The analysis of the data will take


place during April-May 2019


 NIC members will begin work on the


manuscript(s) in June 2019 and


complete work by end of FY 2019-


2020 


 JAND or AMIA or other publication


7







Nutrition Informatics Committee Program of Work 2018-2019 


 


Projects Short Term Project Goals 


(2018 – 2019) 


Status / Notes Long Term Project Goals 


(FY 2019-2020) 


Provide a slide deck for all NIC 


members’ presentations  


 Informatics slide deck available


on the portal for all members


 Encourage all NIC members to


apply at local, state, and


national conventions to


present on informatics


 Keep metrics on all NIC


member presentations


 Conferences applied:


CNM 
Ohio AND 


 Conferences accepted:


Ohio AND 


 C. Hamady to present at the Ohio


AND Conference in May 2019


 NIC and NIDPG member to apply for


FNCE presentation


 Transfer NIC resources to the DPG


and assist DPG with applying for


conferences


Create new Webinars  Partner with CNM DPG to host


a webinar in Spring 2019 on


Informatics


 NIC Members to reach out to


other DPGs that they are


affiliated with to discuss


possible collaborations for


future webinars


 T. Melton to contact CNM about


the proposal she had for their


symposium and making that into a


webinar


 Looking into late summer/early fall


to either create our own Webinar or


partner with a DPG on Informatics


in that particular practice area


 NIDPG to survey potential


members/new members about


webinar topics of interest; NIC


members to help create and deliver


webinars as content experts


Promote informatics 


competencies for nutrition and 


dietetics practitioners according to 


experience/skill. (media kit) 


 Partner with Commission on


Dietetics Registration to offer


CEUs for RDNs and NDTRs to


help meet competencies for


Sphere 5


 Promote the Informatics


Certificate


 Identify timing for meeting


planning for Affiliates, DPGs


and NDEP for NI speakers for


 Results from the Informatics


survey may drive some of this


 May need to do focus groups to


further determine appropriate


resources for practitioners


 Discussed one-page “Tip Sheets”


to have on Informatics Academy


Web Page to help practitioners


transition into Informatics jobs


 The focus groups, resources, “Tip


Sheets” and the like are all projects


that will be transitioned to the DPG


by end of FY 2019-2020
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Nutrition Informatics Committee Program of Work 2018-2019 


 


Projects Short Term Project Goals 


(2018 – 2019) 


Status / Notes Long Term Project Goals 


(FY 2019-2020) 


Affiliate, and DPG meetings 


and educational programs  


 2 tip sheets to be ready for the


DPG by Spring 2019


Provide easily available and cost 


effective training and/or resources 


for educators and students. 


 Create an Educator Survey


 Draft Methods for recruitment


and sampling to send to the


Academy’s Research,


International, and Scientific


Affairs (RISA) division for


approval


 Obtain approval from NDEP to


advertise the survey online and


at FNCE


 Draft IRB Application for


Bowling Green State University


(BGSU)


 Obtain IRB approval from BGSU


 Administer survey NDEP


 Collect and analyze data


 Survey created in August 2018


 Methods drafted September 2018


 Survey and methods approved by


RISA September 2018


 Approval by NDEP to advertise the


survey online and at FNCE


October 2018


 Approval by BGSU IRB October


2018 


 Survey launched October 2018


 Still collecting data


 Will finish data collection by the end


of the fiscal year


 Consider publication of data in


JAND


 Develop resource list for


development after data collection


 Transition plan for resource


development by end of FY 2019-


2020 


Improve Nutrition Informatics 


Communication and Awareness 


 Create and distribute a media


kit to DPGs and other partners


 Informatics Communications
subgroup is designing the media
kit to include downloadable PDFs


 Development of downloadable PDFs


and web assets will transition to


NIDPG by end of FY 2019-2020
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Nutrition Informatics Committee Program of Work 2018-2019 


 


Projects Short Term Project Goals 


(2018 – 2019) 


Status / Notes Long Term Project Goals 


(FY 2019-2020) 


 Redesign the Informatics


portion of the Academy’s


webpage


 Develop Web assets and social


media strategy to drive traffic


to Informatics webpage


 Webpage re-design to take place
before January 1, 2019


 Work with DPG planning
committee on how to re-establish
The Feed Blog with the NIDPG


 Work with the NIDPG to create web


content and develop an Informatics


webpage


 Develop plan with DGP for


discussion board, routine


newsletters, advocacy initiatives,


and social media presence


Professional Publications  Informatics Survey


 Educators Survey


 Solicit NIC members to


collaborate with ISC, DPG


members to write for


newsletters, journals, etc.


 Informatics survey and Educators’


survey data analysis and resource


development will be complete by


end of FY 2019-2020
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Attachment C 


Appointed BOD Liaisons to Committees 
(*Proposed to be eliminated) 


Academy Political Action Committee 


Committee for Public Health/Community Nutrition* 


Consumer Protection and Licensure Subcommittee 


Council on Future Practice* 


Council on Research*  


Diversity Committee*  


Honors Committee (BOD Director-at-Large)* 


Nutrition Services Payment Committee*  


Quality Management Committee* 


Committees with Designated BOD Member Representative 


(All proposed to be retained) 


Committee for Lifelong Learning 


Ethics Committee 


Finance and Audit Committee 


Honors Committee (Chair = Immediate Past President) 


Legislative and Public Policy Committee 


NDEP 
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Attachment D 


Summary of Proposed Academy Committee/Council Strategy 


*Committee continues in the future but not included on Committee Listing as it is a subgroup of the Board of
Directors 


**Includes Consumer Protection and Licensure Subcommittee 


C
u


rr
en


t Academy Political Action Committee


Board of Directors Executive Committee*


Committee for Lifelong Learning


Committe for Public Health/Community 
Nutrition


Consumer Protection and Licensure 
Subcommittee


Council on Future Practice


Council on Research


Diversity Committee


Ethics Committee


Finance and Audit Committee


Honors Committee


House of Delegates Leadership Team*


Interoperability and Standards Committee


Legislative and Public Policy Committee


Member Services Advisory Committee


Nominating Committee


Nutrition Care Process Research Outcomes 
Committee


Nutrition Informatics Committee


Nutrition Services Payment Committee


Quality Management Committee


Student Advisory Committee


Fu
tu


re


Academy Political Action Committee


Committee for Lifelong Learning


Council on Future Practice


Council on Research


Diversity and Inclusivity Committee


Ethics Committee


Finance and Audit Committee


Honors Committee


Interoperability and Standards 
Committee


Legislative and Public Policy 
Committee**


Nominating Committee


Nutrition Care Process Committee


Nutrition Informatics Committee 
(ends FY21)


Nutrition Services Payment 
Committee


Quality Management Committee
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DATE: January 18, 2019 


AGENDA TOPIC: Academy Diversity and Inclusion Definition AGENDA ITEM: 3.1 


CONTRIBUTES TO ACHIEVEMENT OF: 
   Strategic Plan Focus Area(s) 
  Prevention and Well-being 
  Health Care and Health Systems  


 Food and Nutrition Safety and Security 
   BOD Program of Work Priority 
   Strategic Plan Priorities 
   Governance Supporting Role Priorities 
   Organizational Board Priorities 


BACKGROUND 
The 2018-2019 Diversity Committee reviewed the current Academy Diversity Definition, which appears on the 
Diversity Strategic Plan, and, based on benchmarking with similar associations, has voted to revise the definition 
from: 
Academy Diversity 
Diversity recognizes and respects differences in culture, ethnicity, age, gender, race, creed, religion, sexual 
orientation, physical ability, politics and socioeconomic characteristics. 
To: 
Academy Diversity & Inclusion 
The Academy encourages diversity and inclusion by striving to recognize, respect and include differences in 
culture, ethnicity, age, gender, race, creed, religion, sexual orientation, size, ability, politics, and socioeconomic 
characteristics in the nutrition and dietetics profession. 
 
Note: comparative diversity and inclusion definitions were obtained from the following organizations: American 
Bar Association, Association of American Medical Colleges, American Nurses Association, American 
Occupational Therapy Association, American Pharmaceutical Association, American Society of Association 
Executives, National Association of Social Workers, and Society for Human Resource Management. 
 
ALTERNATIVES AND/OR DISCUSSION POINTS 
The Diversity Committee suggests incorporating “Inclusion” into the Academy’s Diversity Definition to reflect 
the importance of encouraging diverse individuals into the profession and continued involvement (akin to 
recruitment and retention). The definition is also designed to act as a statement of intent. 
Based on member feedback, the word “physical” has been removed from its attachment to “ability” so as to 
include all abilities (i.e. mental, physical, intellectual, etc.). “Size” has also been added to the list of diverse 
characteristics based on member feedback regarding the lack of reference to body size in the diversity definition. 
 
The US Office of Diversity and Inclusion (of the US Office of Personnel Management) defines Inclusion as: 
“A culture that connects each employee to the organization; encourages collaboration, flexibility, and fairness; 
and leverages diversity throughout the organization so that all individuals are able to participate and contribute 
to their full potential.” 
 


 
 


BOARD OF DIRECTORS MEETING 
AGENDA ITEM SUMMARY 
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ORGANIZATIONAL CAPACITY 
Human Resource Implications:   
Financial Implications: 


  Budgeted      X No Financial Impact 
  Unbudgeted: 


   Approved by the CEO on ________   (date) 
   Approved by the Finance Committee on ________   (date) 
   Forwarded without recommendation by the   CEO           Finance Committee 


CONSIDERATIONS FOR PROCEEDING/NOT PROCEEDING 
A revised diversity and inclusion definition is the first step in updating the Diversity Strategic Plan in FY20. 
 
EXPECTED OUTCOME(S)/RECOMMENDATION(S) 
That the Board consider approval of the revised Diversity & Inclusion Definition as submitted by the Diversity 
Committee. 


SUBMITTED BY: Teresa Turner and Barbara Visocan 
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BOARD OF DIRECTORS MEETING 


AGENDA ITEM SUMMARY 


DATE: January 18, 2019 


AGENDA 


TOPIC: 


Diversity and Inclusion Committee Composition 


Revision 
AGENDA 


ITEM: 


CONTRIBUTES TO ACHIEVEMENT OF: 


  Strategic Plan Focus Area(s) 


 Prevention and Well-being 


 Health Care and Health Systems  


 Food and Nutrition Safety and Security 


X  Strategies 


 Research 


 Advocacy and Communications 


X   Professional Development 


X   Workforce Capacity and Opportunities 


Background 
Academy staff routinely review the structure and composition of Committees to meet the changing needs of 


the organization.  With the update of the Diversity definition to also include inclusion, this was an 


appropriate time to look more closely at the composition and function of the Committee.  


ALTERNATIVES AND/OR DISCUSSION POINTS 
See the attached revisions to the Diversity and Inclusion Committee Structure and Operating Procedures.  


The overall structure and number of individuals serving on the Diversity and Inclusion Committee will not 


change significantly, however the Diversity and Inclusion Committee is focusing on seeking members who 


have a proven successful background in improving Diversity and Inclusion outcomes. 
ORGANIZATIONAL CAPACITY 


Human Resource Implications: 


Financial Implications: 


X  Budgeted   X  No Financial Impact 


 Unbudgeted: 


  Approved by the CEO on ________   (date) 


  Approved by the Finance Committee on ________   (date) 


  Forwarded without recommendation by the   CEO          Finance Committee 


CONSIDERATIONS FOR PROCEEDING/NOT PROCEEDING 
The current policy does not take into consideration collaboration with like-minded groups outside the 


Academy whose mission includes diversifying the dietetics profession (e.g., Diversify Dietetics).  The 


revised policy includes collaboration of this type and other needed updates. 


OBJECTIVE(S)/EXPECTED OUTCOME(S)/RECOMMENDATION(S) 


The BOD consider approval of Diversity and Inclusion Committee revisions.


SUBMITTED BY:  Barbara Visocan     Matthew Novotny     Michelle Paprocki 


3.2


Revised 011419
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DIVERSITY AND INCLUSION COMMITTEE  


Structure and Operating Procedures 


 


 


  


PURPOSE   
The Diversity and Inclusion Committee recommends policies and strategies to enhance the 


recruitment, retention and inclusion of, and leadership development for individuals from 


underrepresented groups as identified by the Academy. The committee also serves as a resource 


or partner with other Academy units working on diversity and inclusion projects while striving to 


increase members’ understanding and awareness of issues related to diversity, inclusion and 


cultural competency through activities that support the Academy’s diversity and inclusion 


strategic plan. 


 


COMPOSITION   
This committee will consist of no more than eight (8) members of the organization, including a 


Vice Chair, Chair, and Past-Chair, with one (1) Nutrition and Dietetics Educators and Preceptors 


(NDEP) Liaison, with success in diversity, inclusion and cultural competence. Diversity 


Committee members shall be appointed by the President-elect and Speaker-elect from the 


membership at large, who have demonstrated the Academy’s values of diversity and inclusion. 


Preference will be given to those having documented, successful experience in diversity, 


inclusion and cultural competence.  Consideration will also be given to individuals with 


leadership experience within Academy organizational units such as member interest groups 


(MIG).  


 


TERM 


Each committee member will be limited to a two-year term.  The President-elect and Speaker-


elect will appoint a Diversity and Inclusion Committee member who is completing their first or 


second year to serve as Vice Chair, or Chair-elect. This individual may serve a maximum of four 


or five years (member for one or two years, Vice Chair, Chair, and then Past-Chair). 


 All positions shall take office at the beginning of the fiscal year following their 


appointment.  


 If the Chair position becomes vacant, the President shall appoint a new Chair.   


 If any other Diversity and Inclusion Committee position becomes vacant, based upon the 


Chair’s recommendation to the President, it may or may not be filled, depending upon the 


needs of the current committee. 


 


FUNCTIONS 


 Develop, monitor outcomes and regularly update the diversity and inclusion strategic 


plan. 


 Annually identify and submit recommendations to the nominating committee for diverse 


individuals to serve in leadership positions. 


 Annually develop a Diversity and Inclusion program of work and monitor for outcomes. 


 Review submissions and select recipients for Diversity and Inclusion awards, honors and 


grants.  


 Review and provide guidance on recruitment and retention initiatives focused on 


individuals from underrepresented groups as identified by the Academy. 
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 Review and provide guidance on leadership development initiatives focused on 


individuals from underrepresented groups as identified by the Academy. 


 Collaborate with Academy organizational units as needed to provide diversity and 


inclusion focused feedback on programs, products or services. 


 Collaborate with other like-minded groups outside the Academy whose mission includes 


diversifying the dietetics profession (e.g. Diversify Dietetics). 


 Provide periodic reports to the BOD and other organizational units as appropriate. 


 


ROLES AND RESPONSIBILITIES 


 Past Chair – The Past Chair provide mentoring to the Diversity Leaders and Chair and 


serve to assist the Diversity Liaison program while also providing a historical framework 


to the committee. 


 Chair – The Chair collaborates with staff to ensure the program of work is established for 


the committee and the objectives are fulfilled throughout the year as well as facilitates 


committee meetings and mentors the Vice Chair. 


 Vice Chair – The Vice Chair provides guidance to FNCE Workgroup and serves in a 


supporting role for the Chair. In this role, the Vice Chair reviews documents, provides a 


sounding board for the Chair and takes on the roles and responsibilities of the Chair in the 


Chair’s absence.  


 NDEP Liaison – Work with the NDEP Executive Committee to appoint a liaison.  The 


NDEP Liaison provides meaningful insight from educators and preceptors and 


advocates/communicates on behalf of the committee to educators and preceptors. 


 


MEETINGS 
The Diversity and Inclusion Committee will meet face-to-face once per program year and will 


conduct the remainder of business via conference call. 


 


QUORUM 
A quorum will be defined as a simple majority of members. 
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DIVERSITY AND INCLUSION COMMITTEE  


Structure and Operating Procedures 


  


 


  


PURPOSE   
The Diversity and Inclusion Committee recommends policies and strategies to enhance the 


recruitment,  and retention and inclusion of, and leadership development for individuals from 


underrepresented groups as identified by the Academy. The committee also serves as a resource 


or partner with other Academy units working on diversity and inclusion projects while striving to 


increase members’ understanding and awareness of issues related to diversity, inclusion and 


cultural competency through activities that support the Academy’s diversity and inclusion 


strategic plan. 


 


COMPOSITION   
This committee will consist of no more than eight (8) members of the organization, including a 


Vice Chair, Chair, and Past-Chair, withand one (1) Nutrition and Dietetics Educators and 


Preceptors (NDEP)House Leadership Team (HLT) Liaison, with success in diversity, inclusion 


and cultural competence. Diversity Committee members shall be appointed by the President-


elect and Speaker-elect from the membership at large, who have demonstrated supporting the 


Academy’s values of diversity and inclusionvity. Preference will be given to those having 


documented, successful experience in diversity, inclusion and cultural competence.  


Consideration will also be given to individuals with leadership experience within Academy 


organizational units such as member interest groups (MIG).  


 


TERM 


Each committee member will be limited to a two-year term.  The President-elect and Speaker-


elect will appoint a Diversity and Inclusion Committee member who is completing their first or 


second year to serve as Vice Chair, or Chair-elect. This individual may serve a maximum of four 


or five years (member for one or two years, Vice Chair, Chair, and then Past-Chair). 


 All positions shall take office at the beginning of the fiscal year following their 


appointment.  


 If the Chair position becomes vacant, the President shall appoint a new Chair.   


 If any other Diversity and Inclusion Committee position becomes vacant, based upon the 


Chair’s recommendation to the President, it may or may not be filled, depending upon the 


needs of the current committee. 


 


FUNCTIONS 


 Develop, monitor outcomes and regularly update the diversity and inclusion strategic 


plan. 


 Annually identify and submit recommendations to the nominating committee for diverse 


individuals to serve in leadership positions. 


 Annually develop a Diversity and Inclusion program of work and monitor for outcomes. 


 Review submissions and select recipients for Diversity and Inclusion awards, honors and 


grants.  


 Review and provide guidance on recruitment and retention initiatives focused on 


individuals from underrepresented groups as identified by the Academy. 
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 Review and provide guidance on leadership development initiatives focused on 


individuals from underrepresented groups as identified by the Academy. 


 Collaborate with Academy organizational units as needed to provide diversity and 


inclusion-focused feedback on programs, products or services. 


 Collaborate with other like-minded groups outside the Academy whose mission includes 


diversifying the dietetics profession (e.g. Diversify Dietetics). 


 Provide periodic reports to the BOD and other organizational units as appropriateHOD. 


 


ROLES AND RESPONSIBILITIES 


 Past Chair – The Past Chair provide mentoring to the Diversity Leaders and Chair and 


serve to assist the Diversity Liaison program while also providing a historical framework 


to the committee. 


 Chair – The Chair collaborates with staff to ensure the program of work is established for 


the committee and the objectives are fulfilled throughout the year as well as facilitates 


committee meetings and mentors the Vice Chair. 


 Vice Chair – The Vice Chair provides guidance to FNCE Workgroup and serves in a 


supporting role for the Chair. In this role, the Vice Chair reviews documents, provides a 


sounding board for the Chair and takes on the roles and responsibilities of the Chair in the 


Chair’s absence.  


 HLT Liaison – The HLT Liaison provides meaningful insight from the BOD/HOD level 


and advocates/communicates on behalf of the committee to the BOD/HOD levelNDEP 


Liaison – Work with the NDEP Executive Committee to appoint a liaison.  The NDEP 


Liaison provides meaningful insight from educators and preceptors and 


advocates/communicates on behalf of the committee to educators and preceptors. 


 


MEETINGS 
The Diversity and Inclusion Committee will meet face-to-face once per program year and will 


conduct the remainder of business via conference call. 


 


QUORUM 
A quorum will be defined as a simple majority of members. 


 
 







Attachment 3.3 
 


  
 


Diversity and Inclusion - Communication Plan 
January 2019 


 
 
Objectives 
• Implement ways to keep members informed about the Academy’s diversity 


and inclusion initiatives 
• Maximize members’ knowledge and understanding of diversity and inclusion 


and representation 
• Obtain members’ feedback on diversity and inclusion 
• Engage members in the Academy’s diversity and inclusion initiatives 
• Spotlight the Academy’s current diversity and inclusion efforts in 


communications, including: 
 Diversity Awards and Grants 
 Member Interest Groups 


Asian Americans and Pacific Islanders, which includes: 
Chinese Americans in Nutrition and Dietetics 
Filipino Americans in Nutrition and Dietetics 


Indians in Nutrition and Dietetics 
Latinos and Hispanics in Dietetics and Nutrition 
National Organization of Blacks in Nutrition and Dietetics  
Cultures of Gender and Age, which includes: 


Thirty and Under in Nutrition and Dietetics  
Fifty Plus in Nutrition and Dietetics  
National Organization of Men in Nutrition and Dietetics  


Religion, which includes: 
Jewish (JMIG) 
Muslims in Dietetics and Nutrition (MIDAN) 


 Official Diversity Philosophy 
 Cultural competency resources 
 Mentoring programs 
 Food and nutrition information in multiple languages  
 Pan-ethnic images in all Academy messaging: 


o Membership brochures, websites, social media, National Nutrition Month, marketing materials 
 Grants and scholarships programs provided by the Academy, ACEND, CDR and the Foundation 
 Academy’s culturally diverse Spokesperson program. 


 
• Promote new diversity and inclusion initiatives. The Academy will: 


 Highlight former Diversity Award winners more visibly in videos, Board reports and Member Showcase 
 Make “Diversity, Inclusion and Cultural Competency” the topic of the “On the Shoulders of Giants” 


FNCE session  
 Feature diversity and inclusion in Academy Update leaders’ presentation to member groups 
 Promote the Academy’s first Diversity Excellence Award  
 Appoint past diversity leaders to Academy committees 
 Incorporate diversity and inclusion in orientation of all new committee members 
 Work closely with the Diversify Dietetics group to highlight the Academy’s D&I efforts 
 Include diversity and inclusion in Leadership Institute proposal 
 Arrange a meeting with members of the Congressional Black Caucus to lead a discussion with 


historically black colleges and universities to support nutrition and dietetics education 
 Obtain for the Academy a nomination for the Diversity Inclusivity Award at Barnes and Thornburg’s 


annual celebration of diversity dinner.  
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https://www.eatrightpro.org/leadership/honors-and-awards/diversity-awards-and-grants

https://www.eatrightpro.org/membership/academy-groups/member-interest-groups

https://www.eatrightpro.org/membership/academy-groups/member-interest-groups/asian-americans-and-pacific-islanders-aapi

http://www.eatrightcadn.org/

http://fadan.webauthor.com/auth.cfm?fs=NLI&nli=true&path=%2Fmodules%2Fportal%2Fdefault%2Ecfm&sign_in=true

http://aind.webauthor.com/auth.cfm?sign_in=true%3E

http://eatrightlahidan.org/

https://www.nobidan.org/

https://www.eatrightpro.org/membership/academy-groups/member-interest-groups/cultures-of-gender-and-age-coga

https://www.eatrightpro.org/membership/academy-groups/member-interest-groups/religion-mig-rmig

https://www.eatrightstore.org/product-type/ebooks/cultural-competency-for-nutrition-professionals-ebook

https://www.eatrightpro.org/membership/student-member-center/mentoring-resources





Attachment 3.3 
Types of information to be distributed 
• Academy’s current and future diversity and inclusion initiatives and programs 


o Academy Board of Directors 
o Foundation Board of Directors 
o House of Delegates 
o Commission on Dietetic Registration 
o Accreditation Council for Education in Nutrition and Dietetics 
o Academy Spokespeople 


• Session at Leadership Institute  
• Journal President’s Page on diversity and inclusion (scheduled for April 2019) 
• Leaders’ FNCE video messages  
• Academy Update speeches and presentations 
• Member Engagement micro-poll(s) 
 
Distribution strategies  
• Distribute message to target audiences (Academy groups and individuals):  


o Foundation Board 
o House of Delegates 
o Affiliate/DPG/MIG groups and leaders 
o Spokespeople (current and past, national and state) 
o ACEND 
o CDR 
o Committee chairs 
o Past presidents 
o Headquarters staff 
o Health professional colleagues 
o Media and public (when appropriate) 


 
• Communication vehicles 


o All-member emails 
o EatRightPRO website  
o Eat Right Weekly 
o Social media outreach PRO channels 
o Food & Nutrition Magazine (as appropriate) 
o Journal of the Academy of Nutrition and Dietetics (as appropriate) 
o Affiliate, DPG and MIG newsletters and websites 
o Communities of Interest information portals  
o Individual emails  
o Media communications including press releases, news alerts, letters to the editor 


 
Assess and evaluate communications  
• Solicit feedback from members 


o Emails  
o Micro-surveys  
o Focus groups 
o Baseline and follow-up surveys on multiple issues 


• Solicit feedback from staff who work with DPGs, MIGs, Affiliates, Spokespeople HOD, BOD, etc.  
• Evaluate and monitor  


 Social media  
 Website analytics 
 Member surveys 
 Emails from members 


• Determine additional ways to distribute diversity and inclusion message for maximum outreach. 
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SUSTAINABLE FOOD SYSTEMS ROUNDTABLE 
BOARD OF DIRECTORS WEBINAR 
JANUARY 18, 2019 


On November 8-9, the Foundation convened a roundtable titled “Sustainable Food Systems: 
Creating a Nutrition-Focused Framework for Action.” The roundtable was led by Marie Spiker, 
the Healthy and Sustainable Food Systems Fellow, and is part of the larger Future of Food 
initiative.  


The roundtable included 24 participants, including RDNs and other professionals representing 
expertise in clinical nutrition, food service, community nutrition, agriculture, food distribution, 
environmental science, economics and policy. The roundtable featured in-person presentations 
(Dr. Elise Golan, USDA; Dr. Michael Hamm, Michigan State University; and Dr. Kendra 
Kattelmman, South Dakota State University) and virtual remarks (Dr. Eileen Kennedy, Tufts 
University; Dr. Mike McCloskey, US Dairy Innovation Center; and Corinna Hawkes, City 
University of London).  


With facilitation by Erin DeSimone from FoodMinds, participants worked in small breakout 
groups to identify “entry points” for credentialed food and nutrition practitioners to leverage 
their expertise to accelerate progress towards sustainable food systems. Participants also 
identified needs related to education, research and practice for each entry point and brainstormed 
potential partner organizations and resource needs. The results of the roundtable will be 
synthesized in a framework for action that identifies five entry points where nutrition 
professionals can use their expertise to 1) align agriculture and nutrition goals, 2) reduce wasted 
food, 3) align incentives along the supply chain, 4) improve food access and food security and 5) 
shape and delivery dietary guidance.  


A team of co-authors will further refine the framework with feedback from roundtable 
participants and leaders from relevant DPGs and MIGs before submitting the final proceedings 
paper to the Journal of the Academy of Nutrition and Dietetics. The Future of Food Advisory 
Committee will also identify opportunities outside of the proceedings paper to disseminate and 
operationalize the framework for action. 


SUBMITTED BY: Kevin Sauer, PhD, RD, LD, FAND, Chair, Future of Food Advisory 
Committee  
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FOOD SUPPLY CHAINS FOOD ENVIRONMENTS CONSUMER BEHAVIOR


Preliminary framework for action: Empowering nutrition professionals to engage in sustainable food systems


Aligning agriculture 
& nutrition


Reducing food 
waste


Aligning retail 
supply chain


Improving food 
access


Shaping dietary 
guidance


ENTRY	
POINTS	


IMPACT	AREAS:	


EDUCATION	


RESEARCH	


PRACTICE	


• Core: food safety, menu
planning, plate waste


• Stretch: new technologies,
policy (labeling, donations)


• Understand both pre & post
consumer waste


• Shift consumer behavior
• Environmental impact of waste
• Connections between reducing


waste and reducing food
insecurity


• Champion waste reduction in
food environments


• Public education, awareness
• Shift cultural norms – culinary


skills, leftovers / Planned-
Overs


• Understanding how the supply
chain works


• Business & economics


• New tech, e.g., blockchain for
tracking & traceability


• Understanding consumer
behavior & incentives


• Retail dietitians
• Participating in logistics
• Communicate about supply


chains, food safety, waste


• Cross-disciplinary training
(e.g., ag, community
organizing, urban planning)


• Diversity of profession
• Working with diverse


populations


• How to screen for food access &
intervene effectively


• Social determinants of health –
understanding impact of upstream
(e.g., wages) & downstream
(assistance)


• How are vulnerable populations
affected by climate change, etc


• Core: engagement with federal
agencies


• Stretch: work w/ structural
factors (e.g., retailer), policy


• Targeting education towards
the right audience


• Core: Counseling skills
• Stretch: Understanding metrics


from other fields (e.g., LCA),
understand environmental
impact of foods, diets


• Shifting consumer behavior &
diets


• Understanding environmental
impact of more foods & diets


• Nutrition needs to be part of
outcomes


• Counseling for behavior
change


• Communications with public
• Translate guidelines to different


audiences (culture, geography)


• Ag & nutrition learn from each
other (students, professional
groups)


• Educating educators
• Leverage existing channels


(curriculum, DPGs, SOPPs


• Connect soil & human health
• Funding mechanisms –


leverage existing, create new
• Integrate with other


organizations


• Educators
• Connect with consumers –


media spokesperson
• Incubate new ag innovations,


jobs


FOOD	
SYSTEM	
ELEMENTS	
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A roundtable convened by the  
Academy of Nutrition and Dietetics Foundation 


November 8 – 9, 2018 
Chicago, Illinois 


Briefing Paper 
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THE ACADEMY OF NUTRITION AND DIETETICS 


The Academy of Nutrition and Dietetics is the world's largest organization of food and nutrition 
professionals founded in Cleveland, Ohio, in 1917, by a visionary group of women dedicated to helping 
the government conserve food and improve the public's health and nutrition during World War I. Today, 
the Academy has over 100,000 credentialed practitioners — registered dietitian nutritionists; dietetic 
technicians, registered; other dietetics professionals holding undergraduate and advanced degrees in 
nutrition and dietetics; and students — and is committed to improving the nation's health and advancing 
the profession of dietetics through research, education and advocacy. 


Members of the Academy play a key role in shaping the public's food choices, thereby improving its 
nutritional status, and in treating persons with illnesses or injuries. Members offer preventive and medical 
nutrition therapy services in a variety of settings. 


Dietetics practitioners work in health care systems, home health care, foodservice, research and 
educational organizations, business and private practice. As vital members of medical teams in hospitals, 
long-term care facilities and health maintenance organizations, they provide medical nutrition therapy, 
using specific nutrition services to treat chronic conditions, illnesses or injuries. Community-based 
dietetics practitioners provide health promotion, disease prevention and wellness services. 


As a leader in food and nutrition issues, the Academy provides expert testimony at hearings, lobbies 
Congress and other governmental bodies, comments on proposed federal and state regulations, and 
develops position statements on critical food and nutrition issues.  


THE ACADEMY FOUNDATION 


The Academy of Nutrition and Dietetics Foundation (Academy Foundation) was established in 1966 and is 
the only charitable organization devoted exclusively to promoting nutrition and dietetics. The Academy 
Foundation funds health and nutrition research and is dedicated to improving the health of communities 
through public nutrition education programs. The success and impact of its programs and services are 
attributed to the generous support of its donors, which have helped the Foundation become a catalyst for 
Academy members and the profession to come together to improve the nutritional health of the public. 
The Academy Foundation exists as the philanthropic arm of the Academy. 
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THE ACADEMY’S MISSION, VISION AND PRINCIPLES 


As a part of its Second Century initiative and centennial celebrations, the Academy established a new 
vision, mission, principles and strategic direction that will expand the influence and reach of the Academy 
and the nutrition and dietetics profession. 


Since the Academy's beginning, food and health systems have continued to evolve, becoming more 
global and complex. However, these challenges create unprecedented opportunities for innovation and 
collaboration and are the impetus for the Academy’s new principles. 


The Academy's new vision, as endorsed by its Board of Directors, is: A world where all people thrive 


through the transformative power of food and nutrition; with a mission to: Accelerate improvements in 


global health and well-being through food and nutrition. 


The Academy's principles are: 


The Academy of Nutrition and Dietetics and our members: 
• Amplify the contribution of nutrition practitioners and expand workforce capacity and capability


• Integrate research, professional development, technology and practice to stimulate innovation and


discovery


• Collaborate to solve the greatest food and nutrition challenges now and in the future


• Focus on system-wide impact across the food, well-being and health care sectors


• Have a global impact in eliminating all forms of malnutrition


For more information about the role of nutrition professionals, watch the Academy’s video “Feeling the 
Food Connection,” which highlights the work of Academy members in their communities.
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THE FUTURE OF FOOD INITIATIVE 


The Academy Foundation’s Future of Food initiative began in 2012 as a collaboration between the 
Academy Foundation, Feeding America and National Dairy Council. The initial work of this collaboration 
engaged nutrition and hunger relief professionals to increase awareness about food insecurity while 
promoting access to healthy food and quality nutrition education in food banks. In the summer of 2013, the 
Academy Foundation Board of Directors voiced their support to expand the scope of the Future of Food 
initiative. Since then, the initiative, through an educational grant from Elanco and further support from 
National Dairy Council, has devoted efforts to increase member awareness about agriculture and 
advances in agricultural technology to support sustainable food systems and a safe and nutritious food 
supply for the growing world population. 


The Future of Food initiative has resulted in the support of fellowships, scientific symposia, publications in 
the Journal of the Academy of Nutrition and Dietetics, presentations at professional conferences, toolkits, 
mini-grants to hundreds of Academy members and the development of two separate dietetic internship 
curricula that each contain 120 hours of learning activities for dietetic educators to utilize in their programs: 


• The Food Insecurity and Food Banking curriculum
• The Sustainable, Resilient, Healthy Food and Water Systems curriculum


With momentum from collaborative successes, the Academy Foundation is launching the next phase of 
the Future of Food initiative. A significant emphasis of this next phase is focused on identifying ways that 
food and nutrition professionals can leverage their expertise to meaningfully engage in the development of 
sustainable food systems. The roundtable is an important part of this next phase of work.  


ROUNDTABLE BACKGROUND 


What is the goal of the roundtable? 


Roundtable participants will actively contribute to the development of a framework for action to mobilize 
nutrition education, research and practice to accelerate progress in support of sustainable food systems. 


The framework for action is oriented towards a larger goal that aligns with the Academy and Academy 
Foundation’s strategic direction: to advance solutions that have a global impact on eliminating all forms of 
malnutrition and support population and planetary health by: 


• amplifying the contribution of nutrition and dietetics practitioners in food systems,
• building capacity for nutrition and dietetics professionals to work in food systems and
• supporting cross-sector collaboration among the many stakeholders working in food systems.


Who will be at the roundtable? 


The roundtable will include approximately 25 participants chosen for their expertise in research, education, 
practice, policy and communications spanning diverse perspectives within the food system. The 
roundtable will also be attended by a small number of Academy and Academy Foundation staff and 
student leaders.  
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What happens after the roundtable? 


The Future of Food Advisory Committee will continue to build upon the framework for action developed 
during the roundtable and will submit the framework as a proceedings paper to the Journal of the 


Academy of Nutrition and Dietetics. The committee will continue to communicate with participants 
concerning updates and opportunities to further engage in efforts to operationalize the framework. 


SUMMARY OF FOUNDATIONAL DOCUMENTS 


The best preparation for the roundtable is a readiness to share your expertise, to be open to new ways of 
thinking and to work collaboratively to find common ground with fellow participants. A few foundational 
resources that may provide helpful background information are summarized here.    


What are the elements of the food system? 


The United Nations Committee on World Food Security integrates science and policy through its High 
Level Panel of Experts on Food Security and Nutrition (HLPE). A 2017 HLPE report, Nutrition and Food 


Systems, provides an excellent primer on food systems, the multiple burdens of malnutrition and 
opportunities for food system changes to support nutrition.1  


Source: HLPE. 2017. Nutrition and food systems. A report by the High Level Panel of Experts on Food Security and Nutrition. 
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The HLPE report identified “three constituent elements of food systems, as entry and exit points for 


nutrition” — food supply chains, food environments and consumer behavior — which are shown in the 
conceptual framework above. During the roundtable, these three constituent elements will structure some 
of our conversations about entry points for nutrition professionals in the food system. 


How has the Academy characterized the role of nutrition professionals in food systems thus far? 


“Healthy Land, Healthy People” is a primer published in 2007 by the Sustainable Food Systems Task 
Force, which was convened by the Academy (known then as the American Dietetic Association).2 The 
primer identified opportunities to link the roles of food and nutrition professionals with the principles of 
sustainability and identified educational opportunities for members.  


The Academy has published two position papers on the management of sustainable, resilient and healthy 
food and water systems. Regarding food and nutrition security in developing nations, the Academy’s 2013 


position paper stated that “it is the position of the Academy of Nutrition and Dietetics that all people should 
have consistent access to an appropriately nutritious diet of food and water, coupled with a sanitary 
environment, adequate health services, and care that ensure a healthy and active life for all household 
members.”3 Regarding food and nutrition security in the United States, the Academy’s 2017 position paper 


stated that “it is the position of the Academy of Nutrition and Dietetics that systematic and sustained action 
is needed to achieve food and nutrition security in the United States.”4


The Academy established Standards of Professional Performance (SOPPs) for registered dietitian 
nutritionists in sustainable, resilient and healthy food and water systems in 2014.5 This publication 
positioned sustainable, resilient and healthy food and water systems at the intersection of nutrition and 
health; environmental stewardship; economic vitality; and social, cultural and ethical capital. The SOPP 
also provided a glossary of terms and case examples of SOPPs for various types of practitioners.  


In 2014, the Academy Foundation convened a conference to reach consensus among nutrition leaders 
regarding the need for registered dietitian nutritionists at the intersection of agriculture, nutrition and 
health.6 A set of consensus statements emerged from the conference, which concluded that: “the 


Academy and its members have a responsibility to contribute to eliminating malnutrition, reducing chronic 
disease, and ensuring nutritious and safe food systems for all populations.” The conference identified 
three priority actions for Academy members:  


The Academy and its members will: 


1. seek opportunities to lead and collaborate with other stakeholders in sustainable agriculture, food


systems, health, education, government, research and industry to extend influence and impact;


2. communicate scientific and accurate information to professionals and consumers that promotes


resilient and healthy food systems; and


3. develop integrated training and education resources to enhance proficiency of RDNs.


This roundtable represents an important next step in the Academy’s commitment to these goals. 
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If you wish to take a closer look at any of the documents summarized in this briefing paper, full-text PDFs 
of the following documents are provided for your reference.  


References: 


1. HLPE. 2017. Nutrition and food systems. A report by the High Level Panel of Experts on Food
Security and Nutrition of the Committee on World Food Security, Rome.


2. Lollar D, Hartman B, O'Neil C, Raimondi MP, Roberts S, Tagtow A, Wilkins J, Devlin C, Holler H,
Harmon AH. Healthy Land, Healthy People: Building a Better Understanding of Sustainable Food
Systems for Food and Nutrition Professionals: A Primer on Sustainable Food Systems and
Emerging Roles for food and Nutrition Professionals. 2007.


3. Nordin SM, Boyle M, Kemmer TM. Position of the Academy of Nutrition and Dietetics: Nutrition
security in developing nations: Sustainable food, water, and health. Journal of the Academy of
Nutrition and Dietetics. 2013 Apr 1;113(4):581-95.


4. Holben DH, Marshall MB. Position of the Academy of Nutrition and Dietetics: Food insecurity in the
United States. Journal of the Academy of Nutrition and Dietetics. 2017 Dec 31;117(12):1991-2002.


5. Tagtow A, Robien K, Bergquist E, Bruening M, Dierks L, Hartman BE, Robinson-O'Brien R,
Steinitz T, Tahsin B, Underwood T, Wilkins J. Academy of Nutrition and Dietetics: Standards of
professional performance for registered dietitian nutritionists (competent, proficient, and expert) in
sustainable, resilient, and healthy food and water systems. Journal of the Academy of Nutrition and
Dietetics. 2014 Mar 1;114(3):475-88.


6. Vogliano C, Steiber A, Brown K. Linking agriculture, nutrition, and health: The role of the registered
dietitian nutritionist. Journal of the Academy of Nutrition and Dietetics. 2015 Oct 31;115(10):1710-
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Roundtable Participants 
Sustainable Food Systems: Creating a Nutrition-Focused Framework for Action 


 


Name Organization Role 
Hope Barkoukis, PhD, RDN, LD, FAND Case Western Reserve University Participant 


Deanne Brandstetter, MBA, RDN, CDN, FAND Compass Group North America  Participant 


Chiquita Briley, PhD Louisiana State University Agricultural Center  Participant 


Katie Brown, EdD, RDN National Dairy Council Participant 


Joanne Burke, PhD, RD, LD University of New Hampshire  Participant 


Mary Lee Chin, MS, RD Nutrition Edge Communications  Participant 


Joanna Cummings, MS, RD, CNSC Lao-American Nutrition Institute Participant 


Janice Giddens, MS, RDN, LDN National Dairy Council Participant 


Elise Golan, PhD USDA Office of the Chief Economist Participant 


Michael Hamm, PhD Michigan State University Participant 


Amanda Hege, MPH, RDN, LD University of Kentucky Participant 


Kendra Kattelmann, PhD, RDN, LN, FAND South Dakota State University Participant 


Jerod Matthews Feeding America  Participant 


Sarah Peterson, PhD, RDN, CNSC, LDN Rush University Medical Center Participant 


Tia Rains, PhD Ajinomoto Health & Nutrition North America Participant 


Terri Raymond, MA, RDN, CD, FAND Academy of Nutrition and Dietetics Participant 


Wendy Reinhardt Kapsak, MS, RDN Produce for Better Health  Participant 


Diego Rose, PhD, MPH, RD Tulane University  Participant 


Kevin Sauer, PhD, RDN, LD, FAND Kansas State University Participant 


Jennie Schmidt, MS, RD Schmidt Farms Inc. Participant 


David Seddon, MBA, RD, LD Peakcore, LLC Participant 


Marie Spiker, MSPH, RDN Academy of Nutrition and Dietetics Foundation Participant 


Alison Steiber, PhD, RDN Academy of Nutrition and Dietetics Participant 


Kathy Wilson-Gold, MS, RDN, LD, FAND Academy of Nutrition and Dietetics Foundation Participant 
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Roundtable Participants – continued 
Sustainable Food Systems: Creating a Nutrition-Focused Framework for Action 


Name Organization Role 
Erin DeSimone, MS, RD, LDN, FAND FoodMinds Facilitator 


Elizabeth Stoltz FoodMinds Writer 


Amy Knoblock-Hahn, PhD, RDN Academy of Nutrition and Dietetics Foundation Writer 


Amanda Gheen Brigham Young University Student Leader 


Rina Hisamatsu, MPH University of Michigan Student Leader 


Mackenzie Allen Academy of Nutrition and Dietetics Staff 


Pat Babjak, GLIS Academy of Nutrition and Dietetics Staff 


Jeanne Blankenship, MS, RDN Academy of Nutrition and Dietetics Staff 


Nicci Brown, MS, RDN, CD Academy of Nutrition and Dietetics Foundation Staff 


Susie Burns Academy of Nutrition and Dietetics Foundation Staff 


Diane Enos, MPH, RDN, FAND Academy of Nutrition and Dietetics Staff 


Gabriela Proano, MS, RDN Academy of Nutrition and Dietetics Staff 


Mary Beth Whalen Academy of Nutrition and Dietetics Foundation Staff 
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Combined January 18, 2019 Board Packet.pdf



Joan Schwaba, MS, RDN, LDN

 

Director, Strategic Management 

 Academy of Nutrition and Dietetics 

 120 S. Riverside Plaza, Suite 2190 

 Chicago, Illinois 60606-6995 

 Phone: 312-899-4798 

 Fax number: 312-899-4765 

 Email: jschwaba@eatright.org

 

 

From: Joan Schwaba  

Sent: Friday, January 11, 2019 7:47 AM 

 To: peark02@outlook.com; Terri Raymond <TJRaymond@aol.com>; Donna Martin

<donnasmartin@gmail.com>; DMartin@Burke.k12.ga.us; Manju Karkare

<manjukarkare@gmail.com>; drchristie01@gmail.com; Christie, Catherine <c.christie@unf.edu>;

Jo Jo Dantone-DeBarbieris <jojo@nutritioned.com>; jojodantone@aol.com; Marcy Kyle

<bkyle@roadrunner.com>; dwheller@mindspring.com; Dianne Polly <diannepolly@gmail.com>;

Kevin Sauer <ksauerrdn@gmail.com>; Ellen Shanley <elshanley@gmail.com>; Hope Barkoukis

<Hope.Barkoukis@case.edu>; Milton Stokes <miltonstokes@gmail.com>; Sharon Cox

<sharon.cox@coxduncannetwork.com>; Susan Brantley <brantley.susan@gmail.com>; Marty

Yadrick <myadrick@computrition.com>; Kevin Concannon <k.w.concannon@gmail.com>;

Dave.Donnan@atkearney.com; Patricia Babjak <pbabjak@eatright.org> 

 Cc: Executive Team Mailbox <ExecutiveTeamMailbox@eatright.org>; Mary Gregoire

<mgregoire@eatright.org>; Chris Reidy <CReidy@eatright.org>; Sharon McCauley

<smccauley@eatright.org>; Susie Burns <sburns@eatright.org> 

 Subject: January 18 Board Webinar

 

 

The agenda and supporting materials for the Board webinar scheduled for Friday, January 18 at

12:00pm ET/ 11:00am CT/ 10:00am MT/ 9:00am PT have begun to be posted on the Board of

Directors’ communication platform. All attachments for agenda items will be emailed in one

complete PDF and placed on the communications platform by Monday, January 14. Since there

are very few documents, a paper packet will not be provided. 

 

Click here and enter your Academy website username and password to access the agenda and

attachments. For agenda item 4.2 – EAT Lancet Report, a Board communication may be coming

earlier than next Friday, since the report is expected to be released Wednesday, January 16.  

 

As a confirmed participant, please follow the steps below to connect to both the audio and web

components of the meeting. 
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Step 1: Connect to Web

 

·       Click here to join the meeting (or online at

https://eatright.webex.com/eatright/j.php?MTID=m9e7db075d62983d0259e9d5242f2c791 )

 

·       Enter your Name and Email when prompted; Click Join

 

·       Enter meeting password BOD2019Jan when prompted

 

Step 2: Connect to Audio

 

·       Select “Call Me” from the Audio Connection drop down box

 

·       Enter your preferred DIRECT dial phone number

 

·       Click green button to “Connect Audio”

 

·       Answer your phone when WebEx calls and follow prompts

 

IMPORTANT:  Please be sure to review the attached PDF to follow the connection instructions as

outlined above.  It is necessary to first connect to the web and then follow the “call me” phone

connection option.  If you run into any issues, you can dial in to the meeting directly at 866-477-

4564, Code:47-06-63-11-73#

 

 

January 2019-BOD Webinar 

Friday, January 18, 2019 

11:00 am  |  Central Standard Time (Chicago, GMT-06:00)  |  1 hr 30 mins 

 

Meeting number: 746 084 927 

 

Meeting password: BOD2019Jan

 

 
Add to Calendar 

When it's time, join the meeting.

 

 

 
Can't join the meeting? 
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IMPORTANT NOTICE: Please note that this Webex service allows audio and other information

sent during the session to be recorded, which may be discoverable in a legal matter. By joining

this session, you automatically consent to such recordings. If you do not consent to being

recorded, discuss your concerns with the host or do not join the session.

 

 

Please let me know if you have any questions. 

 

Best regards, 

Joan

 

 

Joan Schwaba, MS, RDN, LDN

 

Director, Strategic Management 

 Academy of Nutrition and Dietetics 

 120 S. Riverside Plaza, Suite 2190 

 Chicago, Illinois 60606-6995 

 Phone: 312-899-4798 

 Fax number: 312-899-4765 

 Email: jschwaba@eatright.org
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4. January 18 Board Webinar

From: Joan Schwaba <JSchwaba@eatright.org>

To: peark02@outlook.com <peark02@outlook.com>, Terri Raymond

<TJRaymond@aol.com>, Donna Martin <donnasmartin@gmail.com>,

DMartin@Burke.k12.ga.us <DMartin@Burke.k12.ga.us>, Manju Karkare

<manjukarkare@gmail.com>, drchristie01@gmail.com

<drchristie01@gmail.com>, Christie, Catherine <c.christie@unf.edu>, Jo Jo

Dantone-DeBarbieris <jojo@nutritioned.com>, jojodantone@aol.com

<jojodantone@aol.com>, Marcy Kyle <bkyle@roadrunner.com>,

dwheller@mindspring.com <dwheller@mindspring.com>, Dianne Polly

<diannepolly@gmail.com>, Kevin Sauer <ksauerrdn@gmail.com>, Ellen

Shanley <elshanley@gmail.com>, Hope Barkoukis

<Hope.Barkoukis@case.edu>, Milton Stokes <miltonstokes@gmail.com>,

Sharon Cox <sharon.cox@coxduncannetwork.com>, Susan Brantley

<brantley.susan@gmail.com>, Marty Yadrick <myadrick@computrition.com>,

Kevin Concannon <k.w.concannon@gmail.com>,

Dave.Donnan@atkearney.com <Dave.Donnan@atkearney.com>, Patricia

Babjak <PBABJAK@eatright.org>

Cc: Executive Team Mailbox <ExecutiveTeamMailbox@eatright.org>, Chris Reidy

<CREIDY@eatright.org>, Mary Gregoire <mgregoire@eatright.org>, Sharon

McCauley <smccauley@eatright.org>, Susie Burns <Sburns@eatright.org>

Hidden

recipients:

dmartin@burke.k12.ga.us

Sent Date: Dec 19, 2018 15:59:04

Subject: January 18 Board Webinar

Attachment: 00 January 18 BOD Meeting Webinar AgendaDRAFT.pdf
September 6-7 BOD Meeting Minutes DRAFT.pdf

Attached for your review and input is the draft agenda for the Board webinar scheduled for Friday,

January 18 at 12pm ET/11am CT/9am PT. We welcome your feedback. The dial in information,

final agenda and corresponding attachments for the webinar will be sent the week of January 7.

Also attached are the draft minutes for the September 6-7 Board meeting. Please make your

editorial changes to provide time to focus our discussions on substantive issues on the January 18

webinar.  

 

Happy holidays!

 

Joan
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BOARD OF DIRECTORS WEBINAR  
JANUARY 18, 2019 
12:00pm – 1:30pm ET/ 
11:00am – 12:30pm CT/ 
10:00am – 11:30am MT/ 
9:00am – 10:30am PT                        DRAFT 


                                                                


 
WebEx connection information – Information forthcoming 
If requested, enter your name and email address. 


Meeting Number:  XXX 
Meeting Password:  BOD2019Jan 


 
Teleconference dial-in information  


Dial:  1-866-477-4564   
Code:  47-06-63-11-73# 


 


TIME AGENDA ITEM PRESENTERS EXPECTED 
OUTCOME 


11:00 am CT Call to Order  M. Russell  
11:00 am  1.0 Consent Agenda* 


1.1 September 6-7, 2018 Board 
Meeting Minutes 


1.2 Electronic Nutrition Care 
Process Record System 


1.3 Finance Update 


M. Russell 
 


Action 


11:05 am 2.0 Committee Restructure 
Proposal 


M. Russell/ 
M. Schofield 


Action 


11:30 am 3.0 Diversity and Inclusion  
3.1 Academy Diversity and 


Inclusion Definition 
 


3.2 Diversity and Inclusion 
Committee Composition 


 
3.3 Communications Plan 


 
 
B. Visocan 
 
B. Visocan 
 
 
P. Babjak/ 
D. Acosta 


 
 
Action 
 
Action 
 
 
Information/ 
Discussion 


12:10 pm 4.0 Strategic Plan Focus Area: Food 
and Nutrition Safety and Security 


4.1 Sustainable Food Systems 
Roundtable 
 


4.2 EAT-Lancet Report 


 
 
K. Sauer 
 
 
A. Steiber/ 
D. Acosta 


 
 
Information/ 
Discussion 
 
Information/ 
Discussion 


12:30 pm CT Adjournment M. Russell  
 


Vision 
A world where all people thrive through the transformative power of food and nutrition 


Mission 
Accelerate improvements in global health and well-being through food and nutrition 


   Attachment [material(s) to be reviewed] 
*All items on the Consent Agenda are considered to be routine.  There will be no separate discussion of these items unless a Board member 
requests. 
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SEPTEMBER 6-7, 2018 MINUTES 
BOARD OF DIRECTORS MEETING   DRAFT 


 


 
 
Board of Directors 
in Attendance 
 
 
 


Mary Russell, chair, Patricia M. Babjak, Hope Barkoukis (by phone for a 
portion of 9/6 only), Susan Brantley, Catherine Christie,  
Kevin Concannon, Sharon Cox, Jo Jo Dantone-DeBarbieris,  
David Donnan, Diane Heller, Donna Martin, Dianne Polly, Manju Karkare, 
Marcia Kyle, Terri Raymond, Kevin Sauer, Ellen Shanley, Milton Stokes, 
Marty Yadrick 


  
Presenters James Hagestad of Plante Moran; Rosa Hand, chair, Evidenced-Based 


Practice Criteria Task Force; Kristi Mitchell, Senior Vice President, 
Avalere Health; Peter Kelly, Divisional Vice President of Reimbursement 
& Strategic Initiatives; Amie Heap, Director of Health Policy, Education & 
Alliances, Abbott Nutrition; and Brandon Nichols and Jocelyn Turner, 3B 
Nichols Consulting 


  
Staff in Attendance Doris Acosta, Mackenzie Allen, Jeanne Blankenship, Susan Burns,  


Diane Enos, Mary Gregoire (for portions of 9/6 and 9/7), Mujahed Kahn 
(for a portion of 9/7 only), Sharon McCauley, Paul Mifsud,  
Christine Reidy, Joe Scariot, Marsha Schofield (for 9/6 only),  
Joan Schwaba, Alison Steiber, Barbara Visocan, Mary Beth Whalen 


 
Call to Order 
A quorum being present, M. Russell, chair, called the meeting to order at 12:00 pm.  
 
Consent Agenda 
 


Motion #1 
Approved 


Move to accept the consent agenda. 


 
Regular Agenda 
 


Motion #2 
Approved 


Move to approve the agenda. 


 
Criteria for Effective Meetings/Conflict of Interest Policy 
Board members were asked to declare any potential conflicts of interest related to each agenda 
item. 
 
Financial Report 
FY2018 Audit Report 
Declarations of conflict of interest: None voiced  
 
The audit partner at Plante Moran presented the 2018 Academy and Foundation audit to the 
Board of Directors. Plante Moran issued an unqualified audit, which is the highest result that can 
be achieved. As in the past, there were no issues working with management nor were there any 
required audit adjustments. Some of the highlights follow. 


1 
 







 
- Revenue increased $2.3M or 6.2% from 2017 
- Investment returns were over $5.8M 
- Net Assets grew by nearly $3.8M 


Overall, the Academy and Foundation are very strong financial shape. After a brief period of 
questions from the Board, a motion was approved to go into executive session with the auditor. 
Staff were excused to leave the room. 
 
Executive Session 
Motion #3 
Approved 


 
Move into Executive Session. 


 
Executive session convened at 12:23 pm. 
 
Motion #4 
Approved 


Move to accept the FY2018 audit findings as presented, contingent upon 
Finance and Audit Committee approval. 


 
Motion #5 
Approved 


 
Move out of Executive Session. 


 
Executive session adjourned at 12:49 pm. 
 
Board Retreat – Next Steps  
Declarations of conflict of interest: None voiced.  
 
The annual Board of Directors retreat was held July 18-20 which focused on strategic thinking 
and prioritization of initiatives for the coming year. The next steps and outcomes of the retreat 
were discussed at the September Board meeting. 
 


Education Model  
At the Board retreat the chair of ACEND provided an update on activities and its plan of 
work, including ACEND’s future education model and the demonstration projects.  
Participants engaged in small group discussions at the retreat and provided input to 
ACEND on ways to prepare students in the context of the environment and strategies for 
enhancing pre-professional experiences.  
 


Doctorate Capacity Building 
The Board was led in a strategic thinking exercise at the July retreat about ways to build 
doctorate capacity. According to the 2017 Council on Future Practice report, as entry level 
education for RDNs moves to a graduate degree in 2024, the shortage of doctorally 
prepared RDNs needs to meet the challenge of educating new RDN professionals and 
building doctorate capacity. The Academy’s value to doctorally-prepared individuals 
includes the Nutrition Research Network, ANDHII data, advanced-level CPEs and 
opportunities to meet service requirements for promotion and tenure. Doctorally-prepared 
individuals have a positive impact on profession and should be encouraged to become 
members of the Academy and credentialed by CDR. The next steps for implementing an 
action plan for doctorate capacity building will be included on an upcoming Board 
meeting agenda. 
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Future Trends  
The Board heard a presentation looking at future trends impacting healthcare and how the 
Academy can position nutrition and dietetics professionals for the 2nd Century. In 
follow-up to the Board’s recommendation, D. Donnan is scheduled to present a session at 
the 2018 Food & Nutrition Conference & Expo on trends as part of the new current 
events track.  


 
Fall House Dialogue 
The work by the House Leadership Team (HLT) since the Board retreat was summarized 
in preparation for the fall House of Delegates (HOD) meeting. Accomplishments by the 
HOD Culture Team were highlighted. Input from the discussion at the retreat has been 
incorporated into the fall meeting Backgrounder along with input from a focus group of 
previous HOD leaders and other experts. A set of success criteria have been developed 
for use in guiding and evaluating any recommendations coming out of this mega issue. At 
the end of the fall dialogue the HLT expects to have identified a sense of direction in 
terms of desired features of a model for further exploration that positions the deliberative 
body to best execute its role. Board members have received an invitation to participate in 
the fall HOD meeting. Recommendations will come to the Board from the HOD with the 
intent of taking the time necessary to make an informed decision that is in the best 
interest of the profession, the Academy and members. 


Credentialing Model  
The Commission on Dietetic Registration (CDR) chair presented a proposed new 
credentialing model at the July retreat. The model would provide registry eligible 
applicants the opportunity to take a common core examination and one or more focus 
area examination(s) in areas such as research, school nutrition, clinical nutrition, 
community nutrition. The eligibility requirements for each focus area would vary (e.g., 
research may require a PhD, clinical nutrition a masters degree, health promotion/disease 
prevention a baccalaureate degree). CDR reviewed the model at its July 2018 meeting. 
The Commission will continue its discussion of the pros and cons of this model at its next 
meeting. 
 


Licensure and Regulations: Model Practice Act 
A revised Model Practice Act was approved by the Board in July 2018. The Model 
Practice Act will be shared with affiliates and member leaders at the Consumer 
Protection and Licensure Subcommittee (CPLS) meeting at FNCE.  The licensure section 
of the Academy website contains new material and messaging regarding the Model 
Practice Act.  The CPLS has developed an issue brief for members regarding licensure 
and a leave-behind that can be shared with policy makers. 
 
A task force is being convened to review the CDR and Academy commissioned report 
examining the Future Education Model and implications for licensure.  The group will 
consist of Board liaison, C. Christie, and other appointed members with expertise in 
licensure and dietetics education. 


 
On September 5 the U.S. Departments of Agriculture and Health and Human Services 
issued a call for nominations to serve on the 2020-2025 Dietary Guidelines Advisory 
Committee and submissions are due on October 6. The Academy has been seeking 
nominations for the DGAC from our members since the beginning of the year and Board 
members were invited to submit nominations. The leadership will be involved as a slate 
of potential nominees is developed for submission. 
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Public Policy Leadership Award & Grassroots Advocacy Award 
Declarations of conflict of interest: None voiced.  
 
The nominees for the 2018 Public Policy Leadership Award and the 2018 Award for Grassroots 
Excellence were presented for consideration by the Board. The awards will be bestowed during 
the PPW 2018 Kick Off following FNCE.  The recommendations were made by a task force 
consisting of both Legislative and Public Policy Committee and Academy of Nutrition and 
Dietetics Political Action Committee representatives. 
 


Motion #6 
Approved 


Move to approve Lesley McPhatter, MS, RDN, CSRS, as the recipient 
of the 2018 Award for Grassroots Excellence and Betty McCollum as 
the recipient of the 2018 Public Policy Leadership Award to be 
presented at the Public Policy Workshop in October 2018. 


 
Evidenced-Based Criteria Development Task Force  
Declarations of conflict of interest: None voiced.  
 
The chair of Evidence-Based Criteria Development Task Force presented an update on the 
progress, possible recommendations, and future tasks of the group. The task force examined 
existing literature on the evidence-informed term being used by other health professions as well 
as data from an Academy Member Engagement Zone question that asked the membership about 
the definition, knowledge and use of evidence-based versus evidence-informed. Based on all the 
literature and survey results, the task force believes the continued use of evidence-informed 
would cause confusion. The task force is examining expanding the evidence-based practice 
definition and creating terminology and materials for food and nutrition professionals to use for 
different levels of evidence. The task force will conclude its work in November 2018 and will 
communicate with the Board and Quality Management committee regarding its final results and 
recommendations. 
 
Member Engagement: 
Nominating Committee 
Declarations of conflict of interest: None voiced. 
 
The Nominating Committee identified a need to engage more members, particularly early/mid-
career members, in the nominations and election processes. To provide more broad 
representation of the Nominating Committee with diverse perspectives to better involve these 
early/midcareer members, the committee proposed a new position for an Academy member who 
has been in practice for 15 years or less with experience on an Academy national level 
committee or taskforce or as a Board member of an affiliate or DPG/MIG within the past eight 
(8) years. The new position will take the place of one of the current five members on the 
committee with national leader experience, and therefore not require a Bylaws change or 
additional funding. The Board approved the new Nominating Committee position to go into 
effect for the 2019 Election. The Board also asked that the impact of this change be evaluated for 
next year.  
 
Motion #7 
Approved 


Move to approve a new position on the Nominating Committee for an 
Academy member who has been in practice for 15 years or less with 
experience on an Academy national level committee or taskforce or as a 
Board member of an affiliate or DPG/MIG within the past eight (8) years. 
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Member Engagement: 
Sports, Cardiovascular and Wellness Nutrition DPG 
Declarations of conflict of interest: None voiced. 
 
The Board was led in a discussion regarding retaining membership within the Academy’s 
dietetic practice groups (DPGs). DPG membership as a whole remains in alignment with 
Academy membership trends, with the exception of the Sports, Cardiovascular and Wellness 
Nutrition (SCAN) DPG which has seen a decline.  Further data is needed to determine exact 
reason for the change, but initial assessment indicates possible loss of membership to non-
Academy sports related organizations. This shift may impact the retention of sports dietetics 
practitioners and those in other specialty practice areas within the Academy. To better insure a 
future for this specialty area within the Academy, it was recommended to consider development 
of Foundation fellowships in sports dietetics for high quality training programs, enhancing career 
laddering competencies, initiating job postings directed at the DPG level, and continuing the 
FNCE® track dedicated to sports, performance and related research. A Board task force will be 
formed based on these recommendations to explore opportunities to retain current and capture 
future practitioners.  
 
MQii Update 
Declarations of conflict of interest: None voiced. 
 
The MQii (Malnutrition Quality Improvement Initiative) current status and future plans were 
presented to the Board. An overview with the history and background on why MQii is relevant 
was supported with patient-centered malnutrition care evidence. The National Quality Forum and 
Centers for Medicare and Medicaid Services timelines were reviewed for the Global 
Malnutrition Composite Score (composite measure) submission. The existing patient-care 
transitions pathway to include post-acute and community based care was shared along with 
details of the pilot testing and learning labs that will occur in the coming months. Hospitals will 
participate in identifying best practices for care plan elements of patients transitioning from one 
place to another within the continuum of care. An outline was provided on the education and 
malnutrition special events to be held during the September Spotlight, FNCE, and PPW. The 
Board was provided with an MQii informational booklet and Infographic.  
 
Clinical Data Registry 
Declarations of conflict of interest: None voiced. 
 
Academy of Nutrition and Dietetics Health Informatics Infrastructure (ANDHII) is an online 
Clinical Data Registry launched in 2014 which provides a way to document patterns of practice 
and outcomes using the Nutrition Care Process and terminology to capture the identified data. 
ANDHII has been used successfully with educators in DPD and DI programs, clinicians and for 
numerous research projects. The Board heard an update regarding the Academy’s project with 
Avalere for developing a strategic plan for ANDHII with specific focus on meeting the 
government requirements for a Qualified Clinical Data Registry.  
 
Executive Session 
Motion #8 
Approved 


Move into Executive Session. 


 
Executive session convened at 9:03 am. 
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Motion #9 
Approved 


Move out of Executive Session. 
 


 
Executive session adjourned at 9:35 am. 
 
Microaggression Training 
Declarations of conflict of interest: None voiced.  
 
Consultants from 3B Nichols Consulting, LLC, provided training to the Board on 
microaggression. The training included recognition of microaggressions and ways to respond in 
microaggressive situations. 
 
Academy Positions 
Declarations of conflict of interest: None voiced.  
 
At its May 2018 meeting the Board approved a new framework and process for the development 
of position papers as well as the establishment of the Evidence Analysis Center. This new 
process was proposed by the Council on Research and resulted in the elimination of practice 
papers and included the requirement that all future position papers would undergo a systematic 
review and have a grade I or II quality of data. As a result of this new requirement for systematic 
review the Total Diet Approach to Healthy Eating position paper does not easily fit into the new 
process and paradigm. Since this position is viewed broadly as the Academy’s philosophy and is 
regularly cited by credible global organizations as well as national media outlets, it will be 
prioritized to go through the new process for review and assessment. The Council on Research 
will work with the Strategic Communications team and other areas within the Academy 
including the HOD and the Evidence Analysis Center to prioritize the Total Diet Approach to 
Health Eating for next steps in the new position paper process. The Evidence Analysis Center 
will be responsible for providing clear direction and rationale for the Total Diet Approach to 
Healthy Eating topic and report back to the Board with the results.  
 
Food & Nutrition Conference & Expo 
Declarations of conflict of interest: None voiced.  
 
An update was provided for FNCE 2018 and showcased new and innovative features. Projected 
attendance and financial status updates were shared. 
 
Adjournment 
The meeting was adjourned at 1:45pm on September 7, 2018 by consensus. 
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5. ANHI Resources for You & Your Patients

From: Abbott Nutrition <abbottnutrition@information.abbottnutrition.com>

To: DMartin@Burke.k12.ga.us

Hidden

recipients:

dmartin@burke.k12.ga.us

Sent Date: Nov 28, 2018 10:18:23

Subject: ANHI Resources for You & Your Patients

Attachment:

ANHI Resources for You &Your Patients Read in browser Looking for nutrition science resources

fast? Abbott Nutrition Health Institute has bundled together the content you need on today's most

important nutrition science topics so you can find what you need right away. ANHI RESOURCES

FOR YOU  

&YOUR PATIENTS Looking for nutrition science resources fast? Abbott Nutrition Health Institute

has bundled together the content you need on today's most important nutrition science topics so

you can find what you want right away.  DIABETES Diabetes is on the rise. The World Health

Organization reports that one in every 11 people on the planet has the disease, and most are type

2 patients. In our new self-study program—“An Interdisciplinary Approach to Diabetes

Care”—you'll learn about the different types of tests and treatments for newly diagnosed patients

with type 2 diabetes or prediabetes, and you'll learn how to identify the touchpoints for self-

management and support. The course is presented by Scott Urquhart, PA-C, DFAAPA, Tina

Copple, DNP, APRN, FNP-BC, BC-ADM, CDE, and Tami Ross, RD, LD, CDE, MLDE. FREE

Continuing Education: 1.0 RN CE, 1.0 RD CPEU, 1.0 CCM CE ENROLL ENROLL RELATED

RESOURCES Infographics to share with your patients Diabetes Toolkit to share with your patients

 HUMAN MILK OLIGOSACCHARIDES (HMOs) Human Milk Oligosaccharides (HMOs) are a

family of structurally diverse unconjugated glycans that are found in, and unique to, human breast

milk. Recent studies show that 2'-FL HMO—a prebiotic found naturally in human milk—can serve

as food for beneficial bacteria in the infant gut. Learn more about how HMOs expand beyond the

gut to support the immune system. In our new course—"HMO for Gut Health, Immunity

&Beyond"—Ethan A Mezoff, MD, reviews the history, source, and biology of human milk

oligosaccharides; provides the rationale for the current focus on 2'-FL; and reviews the clinical and

preclinical evidence-based research supporting the impact of 2'-FL on health. FREE Continuing

Education Units: 0.5 RN CE, 0.5 RD CPEU ENROLL ENROLL RELATED RESOURCES

Infographic for you Infographic to share with your patients Podcast on HMO &The Gut Microbiome

Podcast on HMOs &The Infant's Developing Immune System  REAL-FOOD TUBE FEEDING

There's an increased interest in offering real foods as part of a tube feeding diet. And while there

are benefits to this approach, there are also some considerations to keep in mind. In our new

course—“The Trend to Blend: Real Food Tube Feeding”—Katherine Bennett, RD, MPH, CLEC,

discusses the growing trend and usage of the blenderized tube feeding diet; identifies the risks

and benefits; and discusses how clinicians can assure complete nutrition in this patient population.

FREE Continuing Education Units: 1.0 RN CE, 1.0 RD CPEU, 1.0 CCM CE ENROLL ENROLL
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RELATED RESOURCE Infographics to share with your patients  DEHYDRATION We lose water

naturally every day, but dehydration occurs when we lose more fluids than we take in. Because

humans are made up mostly of water and electrolytes, we need to maintain a proper balance in

our system. This means staying hydrated throughout the day to regulate our moods, boost brain

function, prevent fatigue, and more. Print and share this infographic to teach your patients how to:

• Consider common ways dehydration can occur • Recognize dehydration's signs and symptoms •

Understand dehydration's effects • Know how to replenish water and electrolytes • Avoid

dehydration altogether RELATED RESOURCE Infographics to share with your patients  HUMAN

MILK FORTIFIERS (HMF) The World Health Organization estimates that more than 15 million

babies across the globe are born preterm (before 37 weeks of gestation) each year; that's more

than 1 out of every 10 births. These tiny babies often require neonatal intensive care, and

sometimes need more calories and nutrients than full-term babies. In our new self-study

program—“Advances in Human Milk Fortification: Evidence for Preterm Infants, Part 1”—you'll

review the challenges of meeting the nutritional needs of premature infants, and discuss strategies

for human milk fortification. FREE Continuing Education Units: 0.5 RN CE, 0.5 RD CPEU

ENROLL ENROLL RELATED RESOURCE Infographic to share with your patients  COW'S MILK

ALLERGY The National Institute of Allergy and Infectious Diseases estimates that 3% of people

worldwide suffer from cow's milk allergy, with higher incidence rates presenting in children than in

adults. An affected patient suffers an allergic reaction when the immune system responds to the

proteins in cow's milk by producing protein-fighting antibodies. The good news is that most

affected children outgrow the allergy by age 5. Meanwhile, it can take families time to learn how to

build cow-milk-free diets for their children that are both safe and nutritious. In our new self-study

course—“Clinical Presentation of Cow's Milk Allergy in Infants &Children”—you'll identify the

scientific features of cow's milk allergy, review dietary management for infants with allergic

symptoms, and more. FREE Continuing Education Units: 1.0 RN CE, 1.0 RD CPEU ENROLL

ENROLL RELATED RESOURCE Infographic for patients Visit ANHI.org regularly. We have many

other infographics planned for you. We welcome the chance to hear what other topics you and

your patients would find useful. Contact us and share your ideas! Like this newsletter? Forward to

your colleagues and let them know they can subscribe here. ABBOTT NUTRITION'S PROVIDER

STATEMENT FOR NURSING CEs:  

Abbott Nutrition Health Institute is an approved provider of continuing nursing education by the

California Board of Registered Nursing Provider #CEP 11213. ABBOTT NUTRITION'S

PROVIDER STATEMENT FOR DIETITIAN CPEUs:  

Abbott Nutrition Health Institute is a Continuing Professional Education (CPE) Accredited Provider

with the Commission on Dietetic Registration (CDR). CDR Credentialed Practitioners will receive

Continuing Professional Education Units (CPEUs) for completion of these activities/materials.

ABBOTT NUTRITION'S PROVIDER STATEMENT FOR NURSING CEs:  

Abbott Nutrition Health Institute is an approved provider of continuing nursing education by the

California Board of Registered Nursing Provider #CEP 11213. ABBOTT NUTRITION'S

PROVIDER STATEMENT FOR DIETITIAN CPEUs:  

Abbott Nutrition Health Institute is a Continuing Professional Education (CPE) Accredited Provider

with the Commission on Dietetic Registration (CDR). CDR Credentialed Practitioners will receive
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Continuing Professional Education Units (CPEUs) for completion of these activities/materials. Tell

us what topics are important to you > Ask a question >EDUCATION CONFERENCES 

RESOURCES GRANTS SITE MAP CONTACT US PRIVACY POLICY TERMS OF USE 

NEWSROOM ABBOTT GLOBAL ABBOTT NUTRITION MQII Making an everlasting impact on

human health for 125 years. Tell us what topics are important to you > Ask a question > 

EDUCATION CONFERENCES RESOURCES GRANTS SITE MAP CONTACT US PRIVACY

POLICY TERMS OF USE NEWSROOM ABBOTT GLOBAL ABBOTT NUTRITION MQII Making

an everlasting impact on human health for 125 years. ©2018 Abbott. All Rights Reserved. Unless

otherwise specified, all product and service names appearing in this newsletter are trademarks

owned by or licensed to Abbott, its subsidiaries or affiliates. No use of any Abbott trademark, trade

name or trade dress in this site may be made without the prior written authorization of Abbott,

except to identify the product or services of the company.
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6. Eat Right Weekly

From: Eatright Weekly <weekly@eatright.org>

To: Donna S Martin RDN LD SNS EDS FAND <DMartin@burke.k12.ga.us>

Hidden

recipients:

dmartin@burke.k12.ga.us

Sent Date: Oct 24, 2018 16:12:49

Subject: Eat Right Weekly

Attachment:

Eat Right Weekly 

Eat Right Weekly brings you all the news and info that affects you!

 

Having trouble viewing this e-mail? View it in your browser.

 

Connect with the Academy:

 

October 24, 2018

 

Quick Links: On the Pulse of Public Policy | CPE Corner | Career Resources | Research

Announcements 

 Academy Member Updates | Academy Foundation News

 
ON THE PULSE OF PUBLIC POLICY

 

Largest-Ever PPW: Advocating for Malnutrition Prevention and Treatment 

 More than 1,400 members attended the Academy's largest-ever Public Policy Workshop in

Washington, D.C., this week, coming together to encourage members of Congress to include the

diagnosis and treatment of malnutrition as a component of high-quality health care. A rally at the

Capitol brought attention to food and nutrition issues through social media, prior to attendees'

visits to congressional offices. All Academy members are asked to send a message to Congress

conveying the role of registered dietitian nutritionists and nutrition and dietetics technicians,

registered in comprehensive malnutrition care. 

 Learn More

 

Academy Works with CMS on Expanding MNT Coverage, Renal Therapeutic Diets 

 In two separate meetings, the Academy engaged with the Centers for Medicare and Medicaid

Services on strategies for improving patient outcomes through enhanced care delivery by

registered dietitian nutritionists. Members of the Academy's Headquarters Team met with CMS'

Coverage &Analysis Group to discuss the process for initiating a National Coverage Determination

process that could allow RDNs to be reimbursed by Medicare for additional disease states and

conditions. Members of the Renal Dietitians dietetic practice group met with CMS's Survey
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&Certification Group to discuss the ability of RDNs to order therapeutic diets in dialysis facilities

and other ways to enhance the continuity of care.

 

Agencies Collaborate and Agree to Reduce Food Waste 

 Agency leaders from the U.S. Department of Agriculture, the Environmental Protection Agency

and the Food and Drug Administration signed a joint agreement as part of the Trump

Administration's Winning on Reducing Food Waste initiative to improve efforts to educate and

assist Americans with reducing food loss and waste. Academy representatives spoke in a panel

discussion hosted by USDA, highlighting projects such as the Foundation's Future with Food

Initiative; the focus on food loss and waste during the 2018 National Nutrition Month; and ongoing

hunger and food insecurity advocacy efforts. 

 Learn More

 

President Signs Global Food Security Act 

 President Trump has signed a reauthorization bill supporting worldwide initiatives in agriculture

and malnutrition. The Global Food Security Act approves $1 billion each year to address food

insecurity as part of U.S. foreign policy and national security strategy. Representative Betty

McCollum (Minn.), recently honored by the Academy as the recipient of the 2018 Public Policy

Leadership Award, was instrumental in passing the legislation in the U.S. House of

Representatives.

 

World Food Prize Events Spotlight Hunger, Food Security and Malnutrition 

 The Academy emphasized the importance of SNAP and SNAP-Ed at the recent Iowa Hunger

Summit, held in advance of the World Food Prize program. The Academy also attended USAID's

Board for Food and Agricultural Development meeting "Improving Nutrition Through Private Sector

Engagement Across Food Systems." Past President Ethan Bergman, PhD, MS, RDN, CDN,

FAND, represented the Academy at the Global Youth Institute where students discussed pressing

food security and agricultural issues with international experts. 

 Learn More

 

USDA's Moves Forward on Reorganization and Relocation of ERS and NIFA 

 The U.S. Department of Agriculture has received more than 130 submissions from 35 states as

USDA searches for new locations for the Economic Research Service and the National Institute of

Food and Agriculture. USDA intends to select one or more new locations by January. The

Academy and other organizations have raised concerns regarding the impact of the relocation on

food and agriculture research and programs. 

 Learn More

 
CPE CORNER

 

Online Certificate of Training Program: Public Health Nutrition 

 Develop competency and earn CPEUs online with a new program concerning the emerging and
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exciting area of public health nutrition. The Level 2 program consists of five modules covering the

foundations of public health nutrition, developing, implementing and evaluating a plan and more.

This program has been developed by the Academy's Center for Lifelong Learning and planned

with the Association of State Public Health Nutritionists, Committee for Public Health/Community

Nutrition and the Public Health/Community Nutrition dietetic practice group. 

 Learn More

 

Certificate of Training Program: Informatics in Nutrition 

 Keep up with the rapidly changing world of health care: The Academy's Center for Lifelong

Learning, planned with the Nutrition Informatics Committee, the NIC Consumer Health Informatics

Workgroup and the Interoperability and Standards Committee, offers this program to ensure

nutrition professionals stay up-to-date with the latest methods of processing and using data in all

areas of the profession. The program covers every facet of informatics, including Electronic Health

Records, security and ethics, utilizing data and more. The information in this program can be

successfully used on a daily basis. 

 Learn More

 

Revised: Food Allergy Management Certificate of Training Program 

 The Center for Lifelong Learning, with experts in food allergy management, has completed a full

update of the online certificate program with a focus on food allergy management. The update

includes the latest research and recommendations on preventing peanut allergies as well as

additional information on managing food allergens in schools and foodservice. Members enjoy a

reduced rate of $24 for each module. 

 Learn More

 

Certificate of Training Program: Integrative and Functional Nutrition 

 Develop competency and earn CPEUs online with a new program on digestive health, dietary

supplements, inflammation and more. This certificate of training program was planned by the

Academy's Center for Lifelong Learning and the Dietitians in Integrative and Functional Medicine

dietetic practice group. Don't miss out on the opportunity to become an expert in this rapidly

growing field. 

 Learn More

 

Revised Certificate of Training Program: Developing Your Role as Leader 

 The Center for Lifelong Learning introduces updates and a revision to the online certificate

program with a focus on enhancing leadership skills for all members. 

 Learn More

 

Revised Certificate of Training Program: Executive Management 

 The Center for Lifelong Learning introduces updates and a revision to the online certificate

program with a focus on enhancing executive management skills for all members. 

 Learn More
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Certificate of Training Program: Chronic Kidney Disease Nutrition Management 

 Learn about the most recent population data from USRDS and NHANES and recently revised

recommendations for sodium intake and blood pressure control. 

 Learn More

 

Certificate of Training Program: Vegetarian Nutrition 

 A growing trend offers registered dietitian nutritionists opportunities to be the go-to source for

tailoring a healthy vegetarian diet. A new online certificate program prepares RDNs to excel in this

specialty. 

 Learn More

 

Certificate of Training Program: Supermarket Business and Industry Skills to Thrive in Retail

Dietetics 

 Learn business basics, influence the retail environment, create return on investment, build and

nurture community and business relationships and understand the roles and responsibilities of

today's retail dietitian. 

 Learn More

 

Certificate of Training Program: Culinary Nutrition 

 The Center for Lifelong Learning, with the Food and Culinary Professionals dietetic practice

group, offers a new program to prepare registered dietitian nutritionists to excel in the fast-growing

field of culinary nutrition. Topics such as planning healthy meals, food safety, preparation

techniques and more are covered. 

 Learn More

 

Certificate of Training in Obesity Interventions for Adults 

 Registration is open for Certificate of Training in Obesity Interventions for Adults programs to be

held March 14 to 15, 2019, in St. Louis, Mo., and April 12 to 13 in Raleigh, N.C. Registration will

open soon for a program to be held June 21 to 22 in Long Beach, Calif. 

 Learn More

 

Certificate of Training: Childhood and Adolescent Weight Management 

 Registration is open for the Certificate of Training in Childhood and Adolescent Weight

Management Program to be held November 1 to 3 in Pittsburgh, Pa. Registration will open soon

for a program on May 9 to 11, 2019, in Milwaukee, Wis. 

 Learn More

 
CAREER RESOURCES

 

ACEND's Request for Public Comments 

 The Accreditation Council for Education in Nutrition and Dietetics is proposing minor revisions to
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the Future Education Model Accreditation Standards. Public comments are invited on the

proposed revisions to the Standards until January 7, 2019. Please share this information with your

colleagues. Email questions to acend@eatright.org or call 312/899-4872.

 

Get a Member, Get a Dues Credit 

 Help your colleagues accelerate their careers and thrive professionally: Recruit them to join the

Academy with the Get a Member - Get a Dues Credit program. For each qualifying recruit who

joins using promo code GET19 and enters your first and last name into the "Who referred you to

join today?" section of the membership application, you will receive a credit toward your 2019-

2020 Academy membership dues. 

 Learn More

 

Use the Electronic Nutrition Care Process Terminology 

 The complete eNCPT 2018 edition is now available in a web platform to allow easy access from

anywhere. Organizations, practitioners and students with eNCPT subscriptions have interactive

terminology and reference sheets at your fingertips. Ensure the use of current terminology in your

nutrition documentation and subscribe today. 

 Learn More

 

Documenting Usual Care in ANDHII 

 What could a few extra minutes mean to our profession? The ANDHII feasibility study, published

in the October Journal of the Academy of Nutrition and Dietetics, shows that, after an initial

learning period, ANDHII entry added only minimal time beyond usual nutrition care time for

participating RDN users. Collecting evidence on the impact of nutrition interventions helps

demonstrate the value of registered dietitian nutritionists' services. Every signed visit entry added

to ANDHII's Dietetics Outcomes Registry contributes to real-world research on nutrition outcomes

and RDNs' effectiveness. ANDHII is available for free to all Academy members and CDR-

credentialed practitioners, including student members. 

 Learn More

 

Billing Resource Available in EatRightStore 

 If you're a registered dietitian nutritionist contemplating starting your own medical nutrition therapy

practice or working as part of a medical practice and wish to bill private insurance for your

services, you will need to navigate the complex business world of the Private Payer Market. From

obtaining an NPI to completing a 1500 claim form and handling denied claims, the Academy offers

a comprehensive resource filled with detailed, practical information, advice and tools to help you

get started. 

 Learn More

 

Focus Area Standards for RDNs in Sustainable, Resilient and Healthy Food and Water Systems 

 The Standards of Professional Performance for RDNs in Sustainable, Resilient and Healthy Food

and Water Systems are available in the Focus Area Standards for RDNs Collection on the Journal

Page 23



of the Academy of Nutrition and Dietetics' website. These tools are used for self-evaluation,

professional development and advancement, and include measurable indicators and role

examples. 

 Learn More

 

Focus Area Standards: CDR Specialist Credentials for RDNs in Sports Nutrition and Dietetics 

 The Standards of Practice and Standards of Professional Performance for RDNs in Sports

Nutrition and Dietetics are available in the Focus Area Standards for CDR Specialist Credentials

Collection on the Journal of the Academy of Nutrition and Dietetics' website. These resources

direct RDNs concentrating in specialty areas and within patient/client care and nutrition-related

professional service settings. These RDN tools are used for self-evaluation, professional

development and advancement. The standards align with the Commission on Dietetic Registration

board certifications CSP, CSR, CSG, CSSD, CSO, CSOWM and CSPCC. 

 Learn More

 

November 13-14 Workshop: Global Forum on Innovation in Health Professions 

 Academy members are invited to register for a free 1.5-day public workshop, to be held

November 13 and 14 in Washington, D.C., on "Strengthening the Connection between Health

Professions Education and Practice." The workshop is being held jointly by the National

Academies of Sciences, Engineering and Medicine and the National Center for Interprofessional

Practice and Education. The workshop will also be webcast and videos will be archived on the

workshop's website. Academy members can register to attend in person (space is very limited) or

by webcast. 

 Learn More

 

Lifelong Learning Webinar Series 

 Earn Continuing Professional Education credits at your convenience through the Academy's suite

of recorded educational webinars, covering emerging clinical topics, reimbursement issues,

practice methods and more. 

 Learn More

 

Call for Webinars 

 Do you have an idea for a webinar that would benefit nutrition and dietetics professionals, and

share your knowledge in a particular subject area? The Academy is seeking proposals on

beginner, intermediate and advanced-level topics. 

 Learn More

 

FNCE On-Demand Library 

 Attend the Food &Nutrition Conference &Expo all year. View recorded educational sessions from

the comfort of your home or office and earn continuing professional education credits for your

portfolio. Visit the all-new FNCE On-Demand Library. 

 Learn More
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Award-Winning Food and Nutrition Gold Standard 

 The fifth edition of the Academy's Complete Food &Nutrition Guide recently received a Gold

Award in the National Health Information Awards. Written by Roberta Larson Duyff, MS, RDN,

FAND, CFCS, the Guide was recognized as one of the nation's best consumer health information

materials. As a Gold Award winner, the book was then selected as one of the top six winners to

receive the prestigious Best of Show Award for 2018. Available to Academy members at a

discounted price, the book helps you address questions from clients, consumers, students or

others. It's your ultimate resource for communicating science-based advice. 

 Learn More

 

Updated Edition: Pocket Guide to Parenteral Nutrition (2nd Ed.) 

 Use this fully updated and easy-to-understand guide when determining the need for parenteral

nutrition, ordering nutrient solutions, monitoring patient response to therapy and coordinating care

with patients, caregivers and other members of the health care team. Available in print and eBook. 

 Learn More

 

Updated Edition: Infant and Pediatric Feedings: Guidelines for Preparation of Human Milk and

Formula in Health Care Facilities (3rd Ed.) 

 The latest edition of the authoritative reference guide on infant and pediatric feedings addresses

the most up-to-date information on human milk and formula storage, handling and preparation

techniques. Available in print and eBook. 

 Learn More

 

Advance Practice with Real-World Data 

 Help advance the value of registered dietitian nutritionists' services. Use the Academy of Nutrition

and Dietetics Health Informatics Infrastructure to track patient outcomes and identify interventions

that work. Every visit entry added to ANDHII's Dietetics Outcomes Registry contributes to real-

world research on nutrition outcomes and RDNs' effectiveness. ANDHII is available for free to all

Academy members and CDR-credentialed practitioners, including Student members. Students can

also use ANDHII to improve your understanding and application of the Nutrition Care Process and

Terminology. 

 Learn More

 

Updated Guide: Communicate Nutrition Information to Spanish-Speaking Clients 

 The updated Pocket Guide to Spanish for the Nutrition Professional (3rd ed.) helps readers to

become more comfortable with conversational Spanish related to food, nutrition, eating and health,

and to improve their understanding of Latino culture. Your purchase includes access to more than

90 downloadable color food cards in English and Spanish with pronunciations, standard serving

sizes and images. 

 Learn More
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Recently Updated: Stay Current with Nutrition Care Manual 

 The essential Nutrition Care Manual, with information and resources covering more than 200

topics, now offers even more. From clinical updates in the cardiovascular disease, dysphagia and

gastrointestinal sections to new and updated client education handouts on heart-healthy fats,

vitamin D and cholesterol-lowering nutrition therapy, the updated NCM is the nutrition manual that

best suits your needs. 

 Learn More

 

AADE Resources: Use Your Academy Member Discount 

 New resources from American Association of Diabetes Educators are filled with content pertinent

to nutrition and dietetics professionals. Through the Academy's exclusive partnership with the

diabetes education leaders at AADE, you can access publications with your Academy member

discount, including: Diabetes Education Curriculum: A Guide to Successful Self-Management (2nd

ed.); The Art and Science of Diabetes Self-Management Education Desk Reference (4th ed.);

Review Guide for the Certified Diabetes Educator Exam (4th ed.); and Quick Guide to Medications

(7th ed.).

 

New: Examination Study Resources 

 The new Study Guides for the Registration Examination for Dietitians (10th ed., catalog #062517)

and for Dietetic Technicians (7th ed., catalog #063017) are now available. Each guide includes a

comprehensive outline based on the examination content specifications implemented January 1,

2017; suggested references and tips; print copies of the practice examinations; and two single-use

vouchers to use when accessing the online exams. The cost of each study guide is $60. 

 Learn More

 

Easy Access to Evidence Analysis Library Guideline Recommendations 

 Practical, quick-reference tools are available for your pocket or electronic device. Get graded

recommendations for screening, referral, assessment, intervention and monitoring of the special

nutritional needs of patients with heart failure, gestational diabetes mellitus and Type 1 and Type 2

diabetes. 

 Learn More

 

Diverse Flavors and Healthy Meal Plans: Together at Last 

 Use the Academy's Diabetes Guide to Enjoying Foods of the World to help your clients learn to

quickly identify the best choices for their meal plan, whether preparing foods at home, eating in

restaurants or traveling abroad. This 72-page guide covers 11 popular cuisines: Chinese, Cuban,

French, Greek, Indian, Italian, Japanese, Mexican, Moroccan, Peruvian and Thai. Available as a

single copy or in packs of 10.

 

New Interactive Handout: Teach Clients the Plate Method for Healthy Eating 

 Ideal for registered dietitian nutritionists working with clients on weight control, healthy eating and
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diabetes, Dish Up a Healthy Meal helps you explain the popular plate method for portion control

and healthy eating in an engaging and interactive manner. This tearpad of 50 colorful, placemat-

sized handouts includes tips for choosing healthful options from each MyPlate food group and

offers a place to create a customized meal plan. 

 Learn More

 

Straightforward Approach to Optimal Aging 

 The Academy's new book Food &Fitness After 50 translates the latest science on aging, nutrition

and exercise into simple, actionable steps. The authors share personal experiences and offer a

common-sense approach to help readers learn what it takes to control food choices and fitness

strategies while navigating their 50s, 60s, 70s and beyond. Readers will learn to embrace aging,

accept challenges and gain the confidence to eat well, move well and be well. 

 Learn More

 

Print Version of NCPT Manual Now Available 

 For those who love printed books, the Academy's Abridged Nutrition Care Process Terminology

Reference Manual is now available. The book offers a subset of the 2017 NCPT plus a one-year

individual subscription to the complete online eNCPT manual. Also included are the essential

practice tools: the NCP term lists, NCP snapshots, nutrition assessment matrix and nutrition

diagnosis matrix. 

 Learn More

 

Blueprint for Opening and Growing Your Practice 

 Written by two experienced and successful private practitioners, Making Nutrition Your Business:

Building a Successful Private Practice (2nd ed.) provides detailed advice on marketing, billing and

reimbursement, getting clients to return and more. This is a must-read for all dietetics

professionals who aspire to go out on their own. 

 Learn More

 

Step Up Your Game with 6th Edition of Sports Nutrition Handbook 

 Authoritative, practical and updated, the Academy's Sports Nutrition: A Handbook for

Professionals (6th ed.) offers timely research and evidence-based advice for working with athletes

at all levels. Written and reviewed by sports registered dietitian nutritionists and exercise experts,

the new edition incorporates theoretical and practical information with key takeaways for easy

implementation in daily practice. 

 Learn More

 

Become an Expert in Malnutrition Assessment with One Handy Guide 

 The second edition of the NFPE Pocket Guide provides the tools you need for malnutrition

assessment, documentation and coding. It includes the adult malnutrition characteristics chart, a

physical exam table describing muscle and fat wasting, micronutrient deficiencies and toxicities,

edema charts and more. 
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 Learn More

 

Keep Your Clients Informed with Educational Handouts 

 With a colorful design, engaging format and short, clearly defined sections, these brochures are

easy to read for clients who may be unfamiliar with a variety of nutrition topics. The latest

brochures cover the hottest topics, such as gluten-free eating, smart snacking, added sugars,

Mediterranean-style eating and more. 

 Learn More

 

Write Better Nutrition Diagnosis (PES) Statements with Electronic Nutrition Care Process

Terminology 

 The eNCPT is an online, mobile-friendly tool containing a comprehensive explanation of the

Nutrition Care Process and standardized terminology, which can help improve care team

communication. Subscribers have access to the most up-to-date terminology, free access to the

Electronic Health Records Toolkit and translations available in six languages. Using NCPT can

help you improve your documentation so doctors and nurses can quickly read your note,

understand the patient's nutrition problem and support the nutrition care plan. Learn how eNCPT

can make a positive impact on your effectiveness. 

 Learn More

 

Success Starts with eatrightPREP for the RDN Exam 

 Put yourself in the best position to pass the RDN exam with this comprehensive and convenient

resource from the Academy. eatrightPREP goes above and beyond what any book can do, with an

exam study plan including more than 900 questions, unlimited access to three full-length practice

exams and performance statistics to identify your strengths and target weaknesses. eatrightPREP

complies with the Commission on Dietetic Registration's 2017 Test Specifications, better preparing

the student for the exam. 

 Learn More

 
RESEARCH ANNOUNCEMENTS

 

Two New Systematic Reviews 

 The Evidence Analysis Center announced the publication of new systematic reviews: Nutrition

Screening Adults and Nutrition Screening Pediatrics.

 
ACADEMY MEMBER UPDATES

 

'Merge Health, Agriculture and Wellness': President's FNCE 2018 Opening Session Remarks 

 President Mary Russell, MS, RDN, LDN, FAND, officially kicked off the 2018 Food &Nutrition

Conference &Expo October 21 with remarks at the Opening Session. The text of her remarks is

available on the Academy's website, with links to videos that were shown at the session:

spotlighting the work of Academy members throughout the country; the introduction of Judith A.
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Gilbride, PhD, RDN, FAND, the recipient of the 2018 Marjorie Hulsizer Copher Award, the

Academy's highest honor; and an update on the Academy's MQii collaboration with Avalere Health

and with the support of Abbott Nutrition to advance patient-centered malnutrition care and develop

real-world solutions. 

 Learn More

 

Academy's Websites to Update Login Page 

 Next week, the Academy will introduce a new login page for visitors to eatrightPRO.org and

eatrightSTORE.org.The new login page will use Security Assertion Markup Language to provide

an enhanced single sign-on experience and create a central login page that can be used for a

variety of Academy-related websites.

 

Academy Recognized for Marketing and Communications Excellence 

 The Academy recently received two MarCom Awards, which recognize outstanding marketing

and communications initiatives among many different industries. The Academy's and Foundation's

2017 Annual Report received a Platinum Award in the print media category and the 2018 National

Nutrition Month social media campaign received a Gold Award in the digital media category.

MarCom is one of the largest, most-respected creative competitions in the world, with about 6,000

print and digital entries each year from dozens of countries. 

 Learn More

 

October 26 Deadline: Nominations for 2019 Election 

 The Nominating Committee is seeking leaders with proven skills and vision to further the

profession. Nominations for president-elect, speaker-elect and treasurer-elect have closed;

nominations for all other positions are due by October 26. The 2019 election will be held February

1 to 15. 

 Learn More

 

Position Opening: Director of NIH Office of Dietary Supplements 

 The National Institutes of Health is seeking candidates for the position of director of the Office of

Dietary Supplements. Applicants must possess an MD, PhD or comparable doctorate in a field of

health science plus senior-level scientific experience and knowledge in dietary supplement or

nutrition research. 

 Learn More

 
ACADEMY FOUNDATION NEWS

 

New Dietetic Internship Curriculum: Sustainable, Resilient, Healthy Food and Water Systems 

 The Foundation's new curriculum for dietetic interns on Sustainable, Resilient and Healthy Food

and Water Systems is now available. This free resource is designed to prepare interns to become

new practitioners with strong foundational knowledge in the nutritional, social, environmental and

economic drivers of sustainable and resilient food systems. The curriculum includes 12 activities
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that encompass the seven sectors of the food system and is expected to take approximately 120

supervised practice hours to complete. 

 Learn More

 

Disaster Relief Fund Application Now Available 

 The Foundation's Disaster Relief Fund provides up to $2,500 through the Life Rebuilding fund for

personal rebuilding efforts and up to $500 through the CDR Professional Rebuilding fund for

professional and continuing education activities. Applications must be received within three

months of the disaster to qualify for assistance. 

 Learn More

 

Support the Foundation with a Gift to the Annual Fund 

 The Foundation is the world's largest provider of dietetics scholarships at all levels of study. A gift

to the Annual Fund helps make an impact on the lives of your fellow Academy members. Donate

today. 

 Learn More

 
Send questions, comments or potential news items. 
 The submission deadline is 2 p.m. Central Time on the Thursday prior to publication. 
  
 
Note: Links may become inactive over time. 
  
 
Eat Right Weekly is emailed each Wednesday to all Academy members.

 

Eat Right Weekly is a benefit for members of the Academy of Nutrition and Dietetics. If you prefer

not to receive Eat Right Weekly, simply follow this link to unsubscribe. 

  

You are currently subscribed as: DMartin@burke.k12.ga.us

 

Headquarters | Academy of Nutrition and Dietetics 

 120 South Riverside Plaza | Suite 2190 | Chicago, Illinois 60606-6995 

  

Copyright Academy of Nutrition and Dietetics 2016. All Rights Reserved.
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7. Visit Abbott Nutrition & play nutr-inko!

From: Abbott Nutrition <abbottnutrition@information.abbottnutrition.com>

To: dmartin@burke.k12.ga.us

Sent Date: Oct 17, 2018 15:00:12

Subject: Visit Abbott Nutrition & play nutr-inko!

Attachment:

Visit Abbott Nutrition &play nutr-inko!! Join us at the 2018 Food &Nutrition Conference &Expo™

(booth #803), in Washington, D.C., Oct. 20-23! How important is diet quality? You can count on

Abbott Nutrition for innovative products, tools, and education that help improve nutrition for better

patient outcomes. Join us this year at FNCE ® to play nutr-inko—our interactive game that

explores why diet quality matters—for a chance to win fun prizes! Visit us at booth #803. Come

on down to play nutr-inko! Numerous grand prize winners each will receive a Nutrition Care

Manual ® subscription valued at up to $360. Other prizes include: 

•  ANHI PopSockets and USBs  

•  Abbott cooler bags  

•  Ensure ® Pre-Surgery Strawberry  

•  Glucerna Hunger Smart ®  

•  Ensure ® Max Protein  

COME SEE WHAT'S NEW! ENSURE MAX PROTEIN 

NUTRITION SHAKE 30g of high-quality protein for strength and energy  

• 1g of sugar  

• 22 essential vitamins and minerals  

 ENSURE PRE-SURGERY 

CLEAR CARBOHYDRATE DRINK Specially designed to help reduce insulin resistance after

surgery  

• 200 calories  

• 50g carbohydrates and low in osmolality  

 PEDIASURE HARVEST™ 

COMPLETE NUTRITION BLEND Complete nutrition in a real-food blend made to support  

growth and development in children ages 1-13  

• 6 organic fruits and vegetables  

• 15% of calories from protein  

AND BE SURE TO ATTEND Dietitians Leading Innovation: Using Data for Quality Improvement

and  

Patient-focused Transitions of Care When: October 22, 2018, 1:30-3:00 PM EST Where: Walter E.

Washington Convention Center; Room 202 AB Dietetics professionals play pivotal roles in

implementing malnutrition quality improvement strategies in acute, post-acute, and community

settings. This session will describe how registered dietitian nutritionists (RDNs) are using data to

show the value of nutrition care and provide attendees with actionable steps to partner with

information technology colleagues to collect malnutrition quality improvement data. Additionally,
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the session will provide RDNs with examples of opportunities to incorporate nutrition strategies

throughout transitions of care for patients. Learn more about this session.  This is a one-time only

email. Your email address will not be stored for additional communications or shared with any

other organizations. This email was sent from a notification-only address that cannot accept

incoming email. Please do not reply to this message. For assistance, please use the Contact Us

page. Abbott Home | Abbott Nutrition | Health Care Professionals | Abbott Store | Contact Us |

Privacy Policy | Terms of Use Abbott Nutrition Consumer Relations  

Dept. 107089-4E  

2900 Easton Square Place  

Columbus, OH 43219  

©2018 Abbott Laboratories
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8. Board FNCE Materials

From: Joan Schwaba <JSchwaba@eatright.org>

To: peark02@outlook.com <peark02@outlook.com>, Terri Raymond

<TJRaymond@aol.com>, Donna Martin <donnasmartin@gmail.com>,

DMartin@Burke.k12.ga.us <DMartin@Burke.k12.ga.us>, Manju Karkare

<manjukarkare@gmail.com>, drchristie01@gmail.com

<drchristie01@gmail.com>, Christie, Catherine <c.christie@unf.edu>, Jo Jo

Dantone-DeBarbieris <jojo@nutritioned.com>, Marcy Kyle

<bkyle@roadrunner.com>, dwheller@mindspring.com

<dwheller@mindspring.com>, Dianne Polly <diannepolly@gmail.com>, Kevin

Sauer <ksauerrdn@gmail.com>, Ellen Shanley <elshanley@gmail.com>,

Hope Barkoukis <Hope.Barkoukis@case.edu>, Milton Stokes

<miltonstokes@gmail.com>, Sharon Cox

<sharon.cox@coxduncannetwork.com>, Susan Brantley

<brantley.susan@gmail.com>, Marty Yadrick <myadrick@computrition.com>,

Kevin Concannon <k.w.concannon@gmail.com>,

Dave.Donnan@atkearney.com <Dave.Donnan@atkearney.com>, Patricia

Babjak <PBABJAK@eatright.org>

Cc: Executive Team Mailbox <ExecutiveTeamMailbox@eatright.org>, Mary

Gregoire <mgregoire@eatright.org>, Chris Reidy <CREIDY@eatright.org>,

Susie Burns <Sburns@eatright.org>, Sharon McCauley

<smccauley@eatright.org>

Hidden

recipients:

dmartin@burke.k12.ga.us

Sent Date: Oct 10, 2018 18:48:27

Subject: Board FNCE Materials

Attachment: 2018 BOD FNCE SCHEDULE 101018 V9.doc
FNCE 2018 Leader Remarks.pdf
2018-19 DPG-MIG Chairs and Chairs-elect.pdf
2018 FNCE Expo - Board Assignments.pdf

Attached is the final draft of the Board schedule highlighting FNCE activities which require and/or

encourage Board attendance. For those of you who have been assigned to DPG/MIG events, we

have notified the DPG or MIG chair. You will be greeted by the chair; if not, please introduce

yourself. Attached are general FNCE 2018 leader remarks and a list of DPG and MIG chairs and

chairs-elect for reference. 

 

The Board FNCE schedule lists times to extend your appreciation to our exhibitors and sponsors.

Attached are your designated assignments for thanking our exhibitors. The assignments are made

to ensure all the exhibitors are covered, but it doesn’t preclude you from thanking others for their

generous support of the Academy’s meetings and programs, including FNCE, especially the 10

sponsors who have booths on the exhibit floor. The sponsor booth names and locations are
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		HEADQUARTERS HOTELS
Marriott Marquis Washington DC

901 Massachusetts Avenue NW


Washington, DC 20001



		CONVENTION CENTER (WEWCC)
Walter E Washington Convention Center

801 Mt. Vernon Place NW

Washington, DC 20001






		Co-HQ Hotel – Additional Events

Renaissance Washington DC

999 9th Street NW


Washington, DC 20001

		10/10/18-Version









		Wednesday, October 17

		Title

		Location

		Meeting Room

		Attendance/Remarks



		6:30 pm – 9:00 pm

		House Leadership Team Dinner

		TBD

		

		HLT BOD members: 

S. Brantley, S. Cox, D. Heller M. Kyle, D. Polly, M. Stokes





		Thursday, 

October 18

		Title

		Location

		Meeting

 Room

		Attendance/Remarks



		8:00 am – 2:00 pm

		House Leadership Team Meeting

		Marriott Marquis 

		Independence B

		HLT BOD members



		3:00 pm – 3:50 pm

		HOD Meeting Table Facilitator Training

		Marriott Marquis

		Mint

		S. Brantley


D. Heller






		4:00 pm – 5:15 pm

		HOD Meeting Orientation

		Marriott Marquis

		Archives

		S. Cox

D. Polly



		5:15 pm – 6:00 pm

		Mentor – Mentee Gathering 

		Marriott Marquis

		Independence A

		HLT BOD members 



		6:00 pm – 7:00 pm

		HOUSEWarming Party



		Marriott Marquis  

		Independence BC

		HLT BOD members


BOD members (as schedule permits)



		7:00 pm – 9:00 pm

		Academy Board Get – together 




		Marriott Marquis

		Presidential Suite 8-124

		BOD members, guests and select staff








		Friday,

 October 19

		Title

		Location

		Meeting Room

		Attendance/Remarks



		7:30 am – 8:25 am

		President’s Breakfast

		WEWCC

		206

		Remarks: 
M. Russell (7:50 am – 8:10 am) 

M. Yadrick (
8:10 am – 8:25 am)

BOD members



		8:35 am – 5:00 pm

		House of Delegates Meeting

(see HOD meeting agenda for details)

		WEWCC

		207AB

		Presiding: M. Kyle

BOD members 



		10:00 am – 11:00 am

		Obama Book Taping 

		WEWCC

		210

		D. Martin



		12:30 pm – 1:25 pm

		HOD Lunch

		WEWCC

		206

		BOD members 



		2:30 pm – 5:00 pm



		Opening Session/Member Showcase/Closing Session Rehearsal 




		WEWCC

		Hall D

		M. Russell (2:30 pm – 3:45 pm)

M. Yadrick (3:45 pm – 4:00 pm)

T. Raymond (4:00 pm – 4:30 pm)

D. Martin (4:30 pm – 4:45 pm)

T. Fuhrman (4:45 pm – 5:00 pm)







		Saturday,


 October 20

		Title

		Location

		Meeting Room

		Attendance/Remarks



		7:15 am – 8:00 am

		HOD Networking Breakfast

		WEWCC

		 206

		BOD members



		7:15 am  – 3:00 pm




		Reimbursement Representative Training 

		WEWCC

		 101

		Opening Remarks: M. Russell (8:10 am – 8:15 am)



		8:00 am – 12:00 pm 

		House of Delegates Meeting




		WEWCC

		 207AB

		Presiding: M. Kyle

BOD members 



		9:00 am – 11:00 am

		Foundation Nutrition Symposium


Navigating Inflammatory Bowel Dieseases Using a Nutritional Care Pathway

		WEWCC

		147AB

		Opening Remarks: M. Yadrick 


BOD members 


(as schedule permits)



		9:30 am – 2:45 pm

		Nominating Committee Meeting/Lunch/Interviews

		Marriott Marquis

		Geranium and Honeysuckle

		D. Martin, P. Babjak


(Meeting: 9:30 am  – 10:30 am 


Interviews: 10:30 am – 2:45 pm


Lunch: 12:00 pm – 1:00 pm)



		11:00 am – 3:30 pm

		Nutrition & Dietetic Educators & Preceptors Council Meeting

		Marriott Marquis

		Archives



		K. Sauer
(as schedule permits)





		11:00 am – 12:00 pm

		Moderator Demonstration 

		WEWCC

		102AB

		M. Russell



		11:30 am – 1:30 pm

		Foundation Nutrition Symposium: Evidence for Clinical Indications: How to Probiotics Measure Up?

		WEWCC

		147AB

		Opening Remarks: M. Yadrick (11:30 am – 11:55 am)

BOD members 


(as schedule permits)



		1:30 pm – 3:00 pm

		Foundation Nutrition Symposium: Behavioral Science: Understanding Your Client’s Food Relationship

		WEWCC

		147AB

		Opening Remarks: M. Yadrick


BOD members 


(as schedule permits)



		1:00 pm – 3:00 pm

		ANDPAC Fundraiser and Meet and Greet 




		1120 Connecticut Avenue NW 

Suite 460

		

		BOD Members


(as Schedule permits)






		1:30 pm – 3:30 pm

		50 Year Member Celebration



		WEWCC

		202 AB

		Remarks:  M. Yadrick

(1:30 pm – 1:40 pm)


Remarks:  M. Russell

(1:40 pm – 1:50 pm)


BOD members 

(as schedule permits)



		2:00 pm – 3:15 pm

		Fellow Reception

		WEWCC

		204ABC

		Remarks:  M. Yadrick


(3:00 pm – 3:05 pm) 


BOD members 


(as schedule permits)



		2:00 pm – 3:45 pm

		Pre–Opening Session Details

		WEWCC

		Hall D

		M. Russell (2:00 pm)





		Saturday,


 October 20

		Title

		Location

		Meeting Room

		Attendance/Remarks



		4:00 pm – 6:00 pm

(Please come to the front of the room for VIP seating at

3:35 pm – 3:45 pm)

		Opening Session:  High Performance Resilience 




		WEWCC

		 Hall D

		Presiding: M. Russell

BOD members 



		6:00 pm – 8:00 pm

		School Nutrition Services DPG Member Reception

		Marriot Marquis

		Judiciary Square

		D. Martin 



		7:00 pm – 9:00 pm

		Foundation Board Dinner


(7:00 pm – Cocktails; 7:30 pm – Dinner Served)

		NoPa Kitchen & Bar

800 F Street, NW


www.nopadc.com 

		

		Remarks: M. Yadrick 


C. Christie, J. Dantone, 


D. Heller, M. Karkare, 

T. Raymond, 

M. Russell, P. Babjak



		7:00 pm – 9:00 pm

		IAAND International Reception

		Marriott Marquis



		Marquis Ballrooms 3–4

		BOD members 


(as schedule permits)



		

		

		

		

		



		Sunday, 

October 21

		Title

		Location

		Meeting Room

		Attendance/Remarks



		6:30 am – 7:45 am

		Foundation Leadership Breakfast

		Marriott Marquis – HQ Hotel

		Liberty Ballrooms I–J

		Remarks: M. Yadrick

                



		6:30 am – 8:00 am

		Research DPG Member Breakfast

		Marriott Marquis

		Independence E–H

		Remarks: M. Russell (6:30 am)



		7:00 am – 8:30 am

		Honors Breakfast

		Marriott Marquis

		Marquis Ballrooms 8–10

		Presiding: D. Martin 

(7:45 am – Opening Remarks


8:15 am – Closing Remarks)

Board Partners: 

S. Cox, K. Sauer, J. Dantone, 

M. Russell, D. Polly, 


S. Brantley, C. Christie,

K. Concannon 

Board Members



		8:00 am – 9:30 am

		Consumer Protection and Licensure Forum

		WEWCC

		101

		C. Christie





		9:00 am – 3:30 pm

		Exhibitor Appreciation 

		WEWCC

		Halls AB

		BOD members will receive list of exhibitors/sponsors to thank



		10:00 am – 3:00 pm


		Nominating Committee Meeting and Interviews

		Marriott Marquis

		Geranium and Honeysuckle

		D. Martin, P. Babjak


(Interviews: 10:00 am – 3:00 pm


Lunch: 11:45 am – 1:15 pm)



		10:00 am – 11:30 am

		Lenna Francis Cooper Memorial Lecture: Dream Big…And Make it Happen: Skills and Strategies that Take Internentions from an Idea to Reimbursement

		WEWCC

		146AB

		Moderator: K. Kulkarni

BOD members 






		10:00 am – 11:30 am

		What the Internet and Big Data Reveal about Who We Are

		WEWCC

		Ballroom BC

		Moderator:  K. Sauer



		10:00 am – 11:30 am

		Run Like a Girl! Getting Elected to Public Office

		WEWCC

		145AB

		Moderator:  M. Karkare 





		Sunday, 

October 21

		Title

		Location

		Meeting Room

		Attendance/Remarks



		11:30 am – 12:30 pm

		Meet the Academy Foundation Fellows at FNCE

		WEWCC 

		143ABC

		BOD members 


(as schedule permits)



		11:45 am – 1:15 pm 

		DPG and MIG Chair and Chair – Elect Townhall Luncheon 




		Marriott Marquis

		Liberty IK

		Remarks: may depart after remarks


M. Russell (12:00 pm – 12:05 pm) 

T. Raymond (12:05 pm – 12:10 pm)



		11:45 am – 1:00 pm

		Former Academy Presidents, Former Foundation Chairs and Honorary Members Luncheon 

		Marriott Marquis 

		Marquis Salon 15

		Remarks: D. Martin

P. Babjak 

M. Yadrick



		1:30 pm – 3:00 pm

		2018 Presidents’ Lecture: Artificial Intelligence and the Future of Health

		WEWCC 

		Ballroom BC

		Presiding: M. Russell

BOD members 



		1:30 pm – 3:30 pm

		Wimpfheimer–Guggenheim International Lecture: Innovative Parnerships – How Collaborations Leads to Stronger Gloal Dietitians

		WEWCC 

		143ABC

		BOD members 
(as schedule permits)



		3:30 pm – 4:30 pm

		ANDPAC Booth  –  Picture with the President

		WEWCC 



		Grand Concourse –   Nutrition Policy and Advocacy Center

		M. Russell



		3:30 pm – 5:00 pm

		DEBATE: Intermittent Fasting in Weight Management

		WEWCC 

		Hall D

		BOD members 


(as schedule permits)



		3:30 pm – 5:00 pm

		Dietetic Licensure Board Networking Event

		Marriott Marquis

		Mint

		C. Christie



		5:30 pm – 6:30 pm

		Affiliate Presidents and Presidents – Elect Networking Reception

		Marriott Marquis

		Silver Linden

		BOD members 


(as schedule permits)



		5:00 pm – 7:00 pm

		Nutrition & Dietetic Educators & Preceptors Student Internship Fair 

		Marriott Marquis

		Marquis Ballrooms 6–10

		K. Sauer

 (as schedule permits)



		4:00 pm – 5:00 pm 

		Diversify Dietetics Group Meeting

		Marriot Marquis

		Judiciary Square

		M. Russell, P. Babjak



		5:30 pm – 7:00 pm

		ANDPAC VIP Reception

Meet and Greet 

		WEWCC 

		301

		Board Members





		6:45 pm – 7:15 pm

		Academy Committee Chairs/Vice Chairs Networking Event

		Marriott Marquis

		Cherry Blossom

		M. Russell, M. Kyle





		6:00 pm – 7:30 pm

		Foundation Donor Reception

		Morrison Clark Historical Inn

		1101 L. Street NW

		BOD members 


(by invitation)








		Sunday, 

October 21

		Title

		Location

		Meeting Room

		Attendance/Remarks



		6:00 pm – 8:00 pm

		DNS DPG Member Reception

		Marriott Marquis

		Liberty NO

		M. Russell



		6:00 pm – 10:00 pm

		DCE DPG Awards/Membership Reception 

		Marriott Marquis

		Marquis Ballroom 5 

		J. Dantone



		6:30 pm – 8:30 pm

		MQii Reception

		Marriott Marquis

		Liberty M

		Remarks: E. Shanley

BOD members  


(as schedule permits)



		8:00 pm – 10:00 pm

		President’s Reception

		W Washington DC

		POV Room



		BOD members 





		Monday, 

October 22

		Title

		Location

		Meeting Room

		Attendance/Remarks



		6:30 am – 7:45 am

		Nutrition and Dietetic Educators and Preceptors Member Breakfast and Meeting

		Marriott Marquis

		Independence A–E

		K. Sauer






		6:30 am – 8:30 am 

		Research DPG Member Breakfast

		Marriott Marquis

		Marquis Salons 12–13

		Remarks: 


M. Russell (6:40 am – 6:50 am)

M. Kyle (6:50 am – 7:00 am)



		8:30 am – 9:50 am




		Pre–Member Showcase Details

		WEWCC 

		Hall D

		Make Up Schedule:


M. Russell (8:30 am – 9:00 am)

D. Martin (9:00 am – 9:15 am)

M. Yadrick (9:15 am – 9:25 am)

T. Raymond (9:25 am – 9:40 am)

T. Fuhrman (9:40 am – 9:50 am)

Technical Check:

As Needed (8:30 am – 9:30 am)



		9:00 am – 3:30 pm

		Exhibitor Appreciation 

		WEWCC 

		Halls AB

		BOD members will receive list of exhibitors/sponsors to thank



		9:00 am – 3:30 pm

		Member Product MarketPlace

		WEWCC 

		Halls AB

		BOD members  


(as schedule permits)



		9:00 am – 12:00 pm

		DPG & MIG Showcase



		WEWCC 

		Halls AB

		BOD members


(as schedule permits)



		10:00 am – 12:00 pm

(Please come to the front of the room for VIP seating at


VIP seating 


9:35 am – 9:45 am)

		Member Showcase: Changing the World Though the Power of Food

		WEWCC 

		Hall D

		Presiding /Remarks: 


M. Russell, D. Martin,  


T. Raymond, M. Yadrick


BOD members



		11:45 am – 1:15 pm

		Innovations in Nutrition and Dietetics Practice and Education

		WEWCC 

		Halls AB

		K. Sauer



		12:30 pm – 1:30 pm

		School Spirit Contest Reception

		Marriott Marquis 

		Marquis Salon 15

		Remarks:  M. Russell

BOD Members 



		1:30 pm – 2:30 pm

		Constantly Connected: Smartphones, Wearables and Our New Relationship with Food

		WEWCC 

		151 AB

		Speaker: D. Donnan



		1:30 pm – 3:00 pm

		The Untold Story of School Foodservice in America

		WEWCC 

		207AB

		Speakers: D. Martin, 

K. Concannon 





		Monday, 

October 22

		Title

		Location

		Meeting Room

		Attendance/Remarks



		3:00 pm – 5:00 pm

		Academy Foundation Gala Rehearsal

		Marriott Marquis

		Marquis Ballroom

		M. Yadrick


(arrive 4:00 pm)



		3:30 pm – 5:00 pm

		DEBATE: A Conversation on Weight Management and Health at Every Size®

		WEWCC 

		Hall D

		BOD members


(as schedule permits)



		3:30 pm – 5:00 pm

		On the Shoulders of Giants: Learning through Stories of Inspiration

		WEWCC 

		Ballroom A

		Moderator: T. Raymond 



		8:00 pm – 10:00 pm

		Foundation Gala

		Marriott Marquis

		Marquis Ballroom

		Presiding: M. Yadrick 

BOD Members (To purchase tickets or tables please contact Martha Ontiveros at Foundation@eatright.org)





		Tuesday, 
October 23

		Title

		Location

		Meeting Room

		Attendance/Remarks



		8:00 am – 9:30 am

		The Journey of TEDx: From Expert Speaker to Inspirational Thought Leader

		WEWCC 

		East Salon ABC

		Moderator: D. Martin



		9:00 am – 1:00 pm

		Exhibitor Appreciation

		WEWCC 

		Halls AB

		BOD members will receive list of exhibitors/sponsors to thank



		12:45 pm – 1:30 pm

		Pre–Closing Session Details

		WEWCC 

		Hall D

		M. Russell (12:45 pm) 


T. Raymond (1:15 pm)



		2:00 pm – 3:30 pm

(Please come to the front of the room for VIP seating at 1:20 pm – 1:30 pm)

		Closing Session: Shift Your Brilliance: Leading Amidst Uncertainty

		WEWCC 

		Hall D

		Presiding: M. Russell

Remarks: T. Raymond

BOD members



		4:00 pm – 5:30 pm

		PPW Kickoff

		WEWCC 

		Ballroom A

		Remarks: M. Russell


BOD members staying for PPW



		6:00 pm  – 6:30 pm




		IAAND Executive Committee Meeting 

		WEWCC 

		302

		M. Russell, T. Raymond






		7:00 pm  – 8:30 pm

		ANDPAC Signature Event

		Reserve Officers Association – Top of the Hill

		1 Constitution Ave. NE

		Board Members (to purchase tickets please contact Christie Dinsay at cdinsay@eatright.org)





		Wednesday, 
October 24

		Title

		Location

		Meeting Room

		Attendance/Remarks



		9:00 am

		PPW Rally and Photo on Capitol steps

		Capitol Hill

		

		BOD members staying for PPW



		9:30 am – 3:00 pm

		Hill Meetings


(Work with affiliate PPC to determine meeting schedule)

		

		

		BOD members staying for PPW
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Academy of Nutrition and Dietetics 
Board of Directors General Remarks 
Food & Nutrition Conference & Expo 


October 20 - 23, 2018 
Washington, D.C. 


 
• Welcome to our nation’s capital! 
  
• Speaking for the Board of Directors, please know how happy we are that you joined 


us for FNCE. 
 
• I hope you have a great meeting, filled with professional education, networking, and 


the camaraderie that is such an important part of being an Academy member. 
 
• I hope you will take advantage of all FNCE has to offer in sharpening your skills; 


learning about new research and best practices; reconnecting with colleagues and 
making new friends.  


 
• The opportunities are unlimited….and DC is a great city to explore! 
 
• Throughout the Academy, we are planning and creating growth that will continue to 


expand our profession.  
 
• We are all working closely together: The Boards of the Academy and the Foundation 


... affiliates ... DPGs ... MIGs … committees … task forces … individual members … 
and the Academy’s Headquarters Team. 


 
• Affiliates: You know the health needs and the potential of your states and your 


communities better than anyone, and are in the best position to address those needs 
and help your patients, clients and communities achieve their potential. 


 
• DPGs: We depend on you for leadership in the endless – and growing – variety of 


practice areas that our members represent. 
 
• MIGs: We depend on you for the great work you are doing in helping to diversify the 


Academy and the dietetics profession, and also to increase the cultural competence 
of all members and all practitioners. 
 


• We have attendees from over 80 countries. We are truly reaching and impacting the 
global nutrition community. 


 







• This year’s FNCE will have more than 130 cutting-edge nutrition science research 
and educational presentations, lectures, panel discussions and culinary 
demonstrations. 
 


• FNCE offers many “firsts” this year. They include:  
o A Current Events track: 10 one-hour sessions that will address big, 


worldwide topics such as climate change, the opioid crisis and political 
instability. Speakers will show how these issues create opportunities and 
needs for RDNs and NDTRs.  


o Debates: Hot topics are always emerging, human studies may lack strong 
evidence, and issues can be polarizing even among health professionals. 
Rather than avoid controversial subjects, the Academy is presenting two of 
them in the style of traditional debates: 
 “Intermittent Fasting” on Sunday, October 21 
 “Health at Every Size” on Monday, October 22.  
 Each debate will feature a live question-and-answer period 


o The Learning Lounge made its debut last year in Chicago, and is back by 
popular demand. It’s expanded this year to include more topics and speakers, 
in 15-minute “Ted-type” talks. They’ll include… 
 Communication tips for RDNs 
 Exam prep techniques for students 
 Creating crave-worthy content, and…  
 Becoming a stronger leader. 


o The FNCE mobile app has been redesigned with attendees in mind, with 
new features and enhanced functionality. You can plan your schedule, chat 
with other attendees, schedule meetings, share contact information, 
participate in real-time Q&As and much more. 


 
• With our new Strategic Plan setting the stage, I truly believe that together we can and 


we will change the world! 
 
• Thank you again, and have a wonderful FNCE! 
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2018-19- DPG Chairs/Chairs-elect


Position DPG First Name Last Name Email
Chair Behavioral Health Nutrition Megan Kniskern megan.nutrition@gmail.com
Chair-elect Behavioral Health Nutrition April Winslow april@ctcnutrition.com
Chair Clinical Nutrition Management Terese Scollard terese.scollard@providence.org
Chair-elect Clinical Nutrition Management Wendy Phillips wendyphillips@iammorrison.com
Chair Diabetes Care and Education Alyce Thomas thomasa@sjhmc.org
Chair-elect Diabetes Care and Education Constance Brown-Riggs cbr5274@aol.com
Chair Dietetics in Healthcare Communities Cynthia Wolfram cwolframrdld@att.net
Chair-elect Dietetics in Healthcare Communities Cora Martin cora@tdmartin.com
Chair Dietitians in Business and Communications Melissa Schaaphok missy.schaaphok@yahoo.com
Chair-elect Dietitians in Business and Communications Deanne Brandstetter deanne.brandstetter@compass-usa.com
Chair Dietitians in Integrative and Functional Medicine Danielle Omar 2eatwell@gmail.com
Chair-elect Dietitians in Integrative and Functional Medicine Dana Elia dana.eliardn@gmail.com
Chair Dietitians in Nutrition Support Yimin Chen ychen210@uic.edu
Chair-elect Dietitians in Nutrition Support Christina Rollins rollins.christina@mhsil.com
Chair Food and Culinary Professionals Garrett Berdan garrettberdan@gmail.com
Chair-elect Food and Culinary Professionals Kerry Neville Kerry.Neville@porternovelli.com
Chair Healthy Aging Katherine Dodd hadpgchair@gmail.com
Chair-elect Healthy Aging Margery Gann mgann@ethocare.org
Chair Hunger and Environmental Nutrition Lisa Dierks lisamnrd1@gmail.com
Chair-elect Hunger and Environmental Nutrition Jennifer Norsworthy jenniferrnorsworthy@gmail.com
Chair Management in Food and Nutrition Systems Shey Schnell sschnell@cvph.org
Chair-elect Management in Food and Nutrition Systems Kimberly Brenkus kimbrenkus@gmail.com
Chair Medical Nutrition Practice Group Amy Keller AMY.KELLER@MARYRUTAN.ORG
Chair-elect Medical Nutrition Practice Group Makayla Schuchardt mlschuchardt@nutrisci.wisc.edu
Chair Nutrition Education for the Public Elizabeth Verzo e_vzo@hotmail.com
Chair-elect Nutrition Education for the Public Bridgit Corbett bridgitnc@hotmail.com
Chair Nutrition Educators of Health Professionals Cecile Adkins cecile.dietitian@gmail.com
Chair-elect Nutrition Educators of Health Professionals Joanne Christaldi jchristaldi@wcupa.edu
Chair Nutrition Entrepreneurs Elana Natker elana@connectwithsage.com
Chair-elect Nutrition Entrepreneurs Lisa Jones ljones@pentechealth.com
Chair Oncology Nutrition Alice Bender AliceBenderRD@gmail.com
Chair-elect Oncology Nutrition Caitlin Benda caitlin.benda@gmail.com
Chair Pediatric Nutrition Patricia Becker patriciajbecker@me.com
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2018-19- DPG Chairs/Chairs-elect


Position DPG First Name Last Name Email
Chair-elect Pediatric Nutrition Lori Bechard lbechard@comcast.net
Chair Public Health/Community Nutrition Janelle Gunn jcperalez@gmail.com
Chair-elect Public Health/Community Nutrition Tatyana El-Kour Tatyana.elkour@gmail.com
Chair Renal Dietitians Sara Erickson SaraEricksonRD@gmail.com
Chair-elect Renal Dietitians Kyle Lamprecht kyle.lamprecht@yahoo.com
Chair Research Ashley Vargas AshleyVargasRDN@gmail.com
Chair-elect Research Barbara Gordon gordbarb@isu.edu
Chair School Nutrition Services Jill Williams williams.jill1@outlook.com
Chair-elect School Nutrition Services Linette Dodson linette.dodson@carrolltoncityschools.net
Chair Sports, Cardiovascular, and Wellness Nutrition Lindzi Torres lindzi.rdn@gmail.com
Chair-elect Sports, Cardiovascular, and Wellness Nutrition Jennifer Ketterly jenniferketterly@gmail.com
Chair Vegetarian Nutrition Anthony Dissen a_dissen@yahoo.com
Chair-elect Vegetarian Nutrition Sherene Chou schoumsrd@gmail.com
Chair Weight Management Connie Diekman connie_diekman@wustl.edu
Chair-elect Weight Management Tracy Oliver tracy_oliver@hotmail.com
Chair Women's Health Dawn Ballosingh dballosingh@oneworldomaha.org
Chair-elect Women's Health Emma Fogt emmafogt@gmail.com
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2018-19 MIG Chairs/Chairs-elect


Position MIG First_Name Last_Name Email
Chair Indians in Nutrition and Dietetics Aarti Batavia aartibatavia@gmail.com
Chair Asian Americans and Pacific Islanders Zhanglin Kong zhanglin.kong@gmail.com
Chair Religion MIG Jessica Pearl jessrpearl@gmail.com
Chair Latinos and Hispanics in Dietetics and Nutrition Sara Perrone sara.perrone@sodexo.com
Chair Cultures of Gender and Age Joyce Scott-Smith joycescsm@verizon.net
Chair National Organization of Blacks in Dietetics and Nutrition Rojean Williams naejor60@gmail.com
Chair-elect Indians in Nutrition and Dietetics Mudita Arora mudita.arora@gmail.com
Chair-elect National Organization of Blacks in Dietetics and Nutrition Alison Brown alison.g.m.brown@gmail.com
Chair-elect Asian Americans and Pacific Islanders Aimee Estella aimee.estella@gmail.com
Chair-elect Latinos and Hispanics in Dietetics and Nutrition Janine Ricketts-Byrne jgbyrne2@comcast.net
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October 10, 2018 
 
 
To the Academy Board of Directors: 
 
Thank you for your commitment to the Academy of Nutrition and Dietetics as a member of the Board of 
Directors! Again this year, you have been assigned a section of the Expo floor. We ask that you please 
visit each exhibitor, if possible prior to Tuesday, within your assigned section and extend appreciation for 
their participation and support of the Academy. If you have questions, please contact us onsite or direct 
the exhibitor to the Exhibitor Lounge & Sales Office behind booth 934.   
 
Attached is a list of exhibitors within your section. Out of the 410+ FNCE® 2018 exhibitors, there are a 
total of 116 new companies exhibiting for the first time at FNCE® 2018 and they are highlighted in 
yellow.  
 
The Academy gratefully acknowledges the 10 sponsors at FNCE® 2018. 
 
Academy National Sponsor: National Dairy Council® 
 
Premier Sponsor: Abbott 
 
2018 FNCE® Signature Supporters: Cargill, Global Nutrition & Health Alliance, SPLENDA® 
Sweeteners and Sunsweet Growers 
 
2018 FNCE® Healthy Gut Pavilion Supporters: The a2 Milk Company™ and BENEO Institute 
 
2018 FNCE® Culinary Studio Supporters: Campbell Soup Company and Potatoes USA 
 
The Expo dates and times are: 


Sunday, October 21  9 a.m. – 3:30 p.m. 
Monday, October 22  9 a.m. – 3:30 p.m. 
Tuesday, October 23  9 a.m. – 1:00 p.m. 


 
Thank you for acting as a liaison. We look forward to a great show! 
 
 
Doreen Bonnema    Jennifer Horton 
Doreen Bonnema     Jennifer Horton 
FNCE® Exhibit Manager    Senior Director, Corporate Relations 
doreen@corcexpo.com     jhorton@eatright.org 
815/210-5601      312/925-1160 



mailto:doreen@corcexpo.com

mailto:jhorton@eatright.org
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1: Catherine Christie




2: David Donnan




3: Terri Raymond




4: Dianne Polly





5: Mary Russell




6: Ellen Shanley




7: Hope Barkoukis




8: Jo jo Dantone-DeBarbieris




9: Sharon Cox




10: Milton Stokes




11: Susan Brantley




12: Kevin Concannon





13: Marty Yadrick





14: Patricia Babjak




15: Diane Heller




16: Donna Martin




17: Manju Karkare




18: Marcy Kyle




19: Kevin Sauer
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Catherine Christie, PhD, RDN, LDN, FADA, FAND 
Section 1


Exhibiting As Booth Number Booth Size Notes


California Correctional Health Care Services 606 100


DFM Dietary Food Management 726 100


EatLove 635 100


fairlife 611 400


Fullscript 634 100 First Time Exhibitor
Healthie Telehealth 626 100


Howard University - Dept. of Nutritional Sciences 620 100 First Time Exhibitor
HueTrition, LLC 734 100


IntelaMetrix, Inc. 629 100 First Time Exhibitor
Manitoba Harvest Hemp Foods 614 100


Menu Logistics 633 100 First Time Exhibitor
Nutrislice, Inc. 728 200


Nutritio 732 100 First Time Exhibitor
Sage Project 632 100 First Time Exhibitor
Second To None Beauty 608 100


SimplePractice 627 100 First Time Exhibitor
Thick-It/Kent-Precision Foods Group, Inc. 716 200


Wells Enterprises, Inc. (Blue Bunny) 604 100


FNCE® 2018 Board of Directors Expo Visits


116 new exhibiting companies







David Donnan, MBA, Peng


Section 2
Exhibiting As Booth Number Booth Size Notes


BENEO Institute 809 200 Healthy Gut Pavilion Supporter
Cambro Mfg. Co. 830 300


Great Lakes Gelatin Company 806 200


Health-e Pro 733 100 First Time Exhibitor
HealthSnap Solutions LLC 828 100


Healthy Bytes 735 100


Herbalife Nutrition 813 200


High Brew Coffee 711 100


HSN Mentoring- Grow Your 


Nutrition Business 731 100 First Time Exhibitor
Informed-Choice 819 100


Kalix EMR 729 100


Lara International 821 100


Noosh Brands, LLC 818 100 First Time Exhibitor
North American Meat Institute 833 200


Nutrigenomix Inc. 826 100


Nutrition Dimension 715 200


Rational Foods 814 100 First Time Exhibitor


Sage Nutrition Associates, L.L.C. 727 100


TenStim LLC 810 100 First Time Exhibitor
Zone Perfect 707 200 First Time Exhibitor


FNCE® 2018 Board of Directors Expo Visits


116 new exhibiting companies







Terri J Raymond, MA, RDN, CD, FAND


Section 3
Exhibiting As Booth Number Booth Size Notes


Abbott Nutrition 803 400 Premier Sponsor
All in Beauty 911 100


Allulite Nutrition, LLC 1014 200


American Diabetes Association 908 100


Atkins Nutritionals Inc. 918 200


Church & Dwight Co., Inc. 919 200


FiberGourmet 932 100 First Time Exhibitor
Functional Formularies 914 200


InBody 1026 200


KN DISTRIBUTORS 1012 100 First Time Exhibitor
Lentils.org & Pulses.org 1008 200


MedTech International Group 913 100 First Time Exhibitor
National Chicken Council 917 100


Nature Made Vitamins, Minerals & 


Supplements 903 400


OWYN (Only What You Need) 909 100 First Time Exhibitor
Premier Protein 933 400


Produce for Better Health 


Foundation 927 200


Quten Research 1020 100


SNAP Education (SNAP-Ed), Food 


and Nutrition Service, US 


Department of Agriculture 1018 100


Vita-Mix Corporation 934 100


FNCE® 2018 Board of Directors Expo Visits


116 new exhibiting companies







Dianne K Polly, JD, RDN, LDN, FAND


Section 4
Exhibiting As Booth Number Booth Size Notes


AI CARE LLC 1128 100 First Time Exhibitor
Cengage Learning 1127 100


Computrition, Inc. 1106 100


DIEM Labs LLC 1017 200 First Time Exhibitor
Dinex - Carlisle 1110 200


Dr. Schar USA, Inc. 1033 400


Edible Education LLC 1139 100


Gaia Herbs Professional Solutions 1108 100


Healthy Times 1142 100 First Time Exhibitor
Hydralyte 1027 100


Kibow Biotech, Inc. 1029 100


Maryland University of Integrative 


Health 1146 100


Mead Johnson Nutrition 1011 200


MXO GLOBAL INC 1145 200 First Time Exhibitor
Orgain Inc. 1007 200


Penn State World Campus of The 


Pennsylvania State University 1143 100 First Time Exhibitor
Pure Encapsulations 1116 200


Scarf King 1126 100


University of North Florida/ FAND 1144 100


Unreal Brands Inc 1141 100 First Time Exhibitor


FNCE® 2018 Board of Directors Expo Visits


116 new exhibiting companies







Mary Russell, MS, RDN, LDN, FAND


Section 5
Exhibiting As Booth Number Booth Size Notes


Campbell Soup Company 1211 600 Culinary Studio Supporter
CropLife America 1131 100 First Time Exhibitor
Delegate Healthcare & DM&A 1135 100


Eating Recovery Center/Insight 1133 100


GMO Answers 1129 100


Health Warrior 1238 100


Hormel Health Labs 1117 600


Kinnikinnick Foods Inc. 1226 100


Mooala Brands 1246 100 First Time Exhibitor
NadaMoo! 1240 100 First Time Exhibitor
National Dairy Council 1219 400 National Sponsor
Nestle Health Science 1111 400


NO COW 1232 100 First Time Exhibitor
Ocean Spray 1103 1,500


Pacific Foods of Oregon 1228 200


Safe Catch 1234 100


Salba Chia 1244 100


University of New England 1242 100


FNCE® 2018 Board of Directors Expo Visits


116 new exhibiting companies







Ellen Shanley, MBA, RDN, CDN, FAND


Section 6
Exhibiting As Booth Number Booth Size Notes


American Council on Exercise 1229 100


Bard Valley Date Growers 1328 100


California Cling Peach Board 1326 100


Compass Group 1317 400


Crispy Green Inc 1340 100


FlapJacked Protein Packed Products 1235 100


Lily's Sweets 1344 100 First Time Exhibitor
MadeGood Foods INC 1330 100


MALK Organics LLC 1342 100 First Time Exhibitor
Med-Diet, Inc. 1338 100


Michele's Granola 1241 100 First Time Exhibitor
NOW Foods 1332 200


Quaker Oats 1309 1,200


Rosalind Franklin University of Medicine & 


Science 1346 100


RXBAR 1231 200


Springfield Creamery/Nancy's Yogurt 1239 100


USDA Center for Nutrition Policy & 


Promotion 1227 100


Watusee Foods 1243 100 First Time Exhibitor
WILD PLANET FOODS 1245 100


FNCE® 2018 Board of Directors Expo Visits


116 new exhibiting companies







Hope Barkoukis, PhD, RDN, LD, FAND


Section 7
Exhibiting As Booth Number Booth Size Notes


Alaska Seafood 1343 100


Alvarado Street Bakery 1335 100


Banza 1433 200


Califia Farms 1429 200


Domino Foods, Inc. 1426 100


ESHA Research, Inc. 1327 100


Grainful 1333 100


INNATE Response 1345 100 First Time Exhibitor
Karma Nuts 1428 100


Lekithos / Sunflower Family 1347 100 First Time Exhibitor
Lundberg Family Farms 1434 100


Modern Table 1444 200 First Time Exhibitor
Navitas Naturals 1427 100


San-J International 1331 100


Simple Mills 1430 200


Snow Monkey 1442 100 First Time Exhibitor
The Nutramilk 1417 100


ZUPA NOMA 1329 100


FNCE® 2018 Board of Directors Expo Visits


116 new exhibiting companies







Jo Jo Dantone-DeBarbieris, MS, RDN, LDN, CDE, FAND


Section 8
Exhibiting As Booth Number Booth Size Notes


PepsiCo, Inc. 1504 1,200


Aladdin Temp Rite 1515 200


Endo Pharmaceutical 1516 100 First Time Exhibitor
Livliga 1518 100


Quest Nutrition 1519 200


StarKist Co. 1520 100


Eggland's Best, LLC 1526 200


LaCroix Sparkling Water, Inc. 1527 400


SunButter LLC 1530 200


Stonyfield Farm, Inc. 1533 400


Carlson Laboratories, Inc. 1534 100


US Highbush Blueberry Council 1607 200


ButterBuds 1611 100


Sodexo 1615 300


Food Marketing Institute 


Foundation 1618 100 First Time Exhibitor
Bob's Red Mill Natural Foods 1620 100


Balance by BistroMD 1627 200


Scoular 1631 100 First Time Exhibitor
Today's Dietitian 1633 100


Rhythm Superfoods 1635 100


FNCE® 2018 Board of Directors Expo Visits


94 new exhibiting companies







Kevin Concannon, MSW


Section 12
Exhibiting As Booth Number Booth Size Notes


Cinsulin 2014 200


Daily Harvest 1931 100


Daiya Foods Inc. 1926 200


Enjoy Life Foods 1927 200


Food Allergy Research & Education 1917 100


Freedom Foods North America Inc 2008 200


GoodBelly Probiotics by NextFoods 1911 100


Hass Avocado Board 1839 600


Hyperbiotics 1907 100


Jarrow Formulas, Inc. 1915 100


Kodiak Cakes 1845 200


Living Plate LLC 1930 100


Lo-Fo Pantry 1909 100 First Time Exhibitor
Nordic Naturals 2018 100


Swerve Sweetener 1935 100


That's It. Nutrition 1933 100


Truth Bar 1919 100 First Time Exhibitor
University of Wisconsin - Madison 2006 100


Vital Choice Wild Seafood 1932 200


Wild Blueberry Association 1944 200


FNCE® 2018 Board of Directors Expo Visits


116 new exhibiting companies







Kevin Sauer, PhD, RDN, LD, FAND


Section 19


Exhibiting As Booth Number Booth Size Notes


American Heart Association 2603 400


National Peanut Board 2609 400


Dietitians On Demand 2615 100


Real Food Blends 2617 200


Savory Creations International 2621 100


Lactation Education Resources 2626 100 First Time Exhibitor
Rutgers, School of Health Professions 2627 100


USDA, Food & Nutrition Service, WIC 2628 100 First Time Exhibitor
USDA, Food & Nutrition Service, Team 


Nutrition 2629 100


The Wonderful Company 2630 100 First Time Exhibitor
Partnership for a Healthier America 2632 100 First Time Exhibitor
SweetLeaf Stevia Sweetener 2703 100


Mercer Consumer 2705 100


Leahy IFP 2707 100


Kroger 2711 400 First Time Exhibitor
Ronzoni® Pasta and Minute® Rice 2714 300


Geozy Solutions LLC 2720 100


Structure House 2727 100


HHS 2802 100 First Time Exhibitor
Puroast Low Acid Coffee 2806 100


deliciousness.com 2807 100 First Time Exhibitor
California Table Grape Commission 2811 100


R.C. Bigelow Tea 2826 100


NATIONAL ALLIANCE OF WOUND CARE 


AND OSTOMY 2831 100 First Time Exhibitor


FNCE® 2018 Board of Directors Expo Visits


116 new exhibiting companies







Manju Karkare, MS, RDN, LDN, FAND


Section 17
Exhibiting As Booth Number Booth Size Notes


Academy Research in Action 2447 100


Ajinomoto Health and Nutrition 2311 600


Barely Bread 2430 100 First Time Exhibitor
California Walnut Commission 2319 400


CBORD 2406 100


CommonGround 2441 100 First Time Exhibitor
Connect for Education 2432 100


Crohn's & Colitis Foundation 2433 100 First Time Exhibitor
DC Metro Academy of Nutrition and 


Dietetics (DCMAND) 2439 100


FDA/Center for Food Safety and Applied 


Nutrition 2445 100


Healthy Height by Nutritional Growth 


Solutions, Inc 2434 100 First Time Exhibitor


Institute of Certified Professional Managers 2442 100 First Time Exhibitor
National Confectioners Association 2404 100


Nutrition Care Manual / eNCPT / ANDII 2438 200


Partnership for Food Safety Education 2443 100


Physicians Committee for Responsible 


Medicine 2428 100


Potatoes USA 2444 200


First Time Exhibitor and Culinary 


Studio Supporter
United Soybean Board 2305 200
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Marcy Kyle, RDN, LD, CDE, FAND


Section 18
Exhibiting As Booth Number Booth Size Notes


AbbVie 2530 100


Blendtec 2612 100


California Strawberry Commission 2417 600


Canola Info/Canola Council of Canada 2606 100


Corteva Agriscience, the Agriculture 


Division of DowDuPont 2507 200


Genavix 2535 100 First Time Exhibitor
GOED Omega-3 2531 200 First Time Exhibitor
Kate Farms, Inc. 2526 200


Linus Pauling Institute at Oregon State 


University 2431 100 First Time Exhibitor
Lyons Magnus 2405 400


National Honey Board 2511 200


National Institute of Diabetes and 


Digestive and Kidney Diseases (NIDDK) 2429 100


North American Olive Oil Association 2534 100


Nutritarian Women's Health Study 2532 100 First Time Exhibitor
Nutrition Care Pro 2427 100


OmegaQuant Analytics LLC 2529 100


Seafood Nutrition Partnership 2527 100


Sunsweet Growers, Inc. 2411 400 Signature Supporter
U.S. Pharmacopeia 2608 200
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Marty Yadrick, MBI, MS, RDN, FAND


Section 13
Exhibiting As Booth Number Booth Size Notes


88 Acres 1945 100


American River Nutrition, Inc. 2030 100


Cali'flour Foods, LLC 2045 100


Carrington Farms/tera’s 2032 100


Coral PVO, LLC 2031 100


Culturelle 2003 100


ENLIGHTENED 2034 100


enterade 2007 200


FUEL FOR FIRE, INC. 2046 100 First Time Exhibitor
Global Gardens Group 2033 200


Learning ZoneXpress 2026 200


OATLY 2029 100 First Time Exhibitor
Oxford Biomedical Technologies 2013 200


Pacific Northwest Canned Pear Service 2027 100


REBBL 1947 100 First Time Exhibitor
Shire 2005 100


Siete Family Foods 2047 100 First Time Exhibitor
Vegetarian Traveler 2044 100 First Time Exhibitor
Wunder Creamery 2042 100


FNCE® 2018 Board of Directors Expo Visits


116 new exhibiting companies







Donna S Martin, EdS, RDN, LD, SNS, FAND


Section 16
Exhibiting As Booth Number Booth Size Notes


ACUTE Center for Eating Disorders 2335 100 First Time Exhibitor
American Institute for Cancer Research 2326 200


American Society for Nutrition 2346 100


American Speech-Language-Hearing Association 2344 100


Angelic Bakehouse 2330 200


Bevolution Group 2316 200


BodyStat, presented by VacuMed 2312 100


Brassica Protection Products 2327 100


California University of PA 2331 100 First Time Exhibitor
Culinary Services Group 2339 100 First Time Exhibitor
Forward Food, A Program of The Humane Society of 


the United States 2334 100


Fresenius Kabi USA, LLC 2341 100


Global Nutrition & Health Alliance 2342 100


First Time Exhibitor and 


Signature Supporter
Heartland Food Products Group (SPLENDA) 2308 200 Signature Supporter
International Dysphagia Diet Standardisation Initiative 


(IDDSI) 2343 100 First Time Exhibitor
National Certification Board For Diabetes Educators 2329 100


Nutritees 2345 100


School Nutrition Association 2333 100


FNCE® 2018 Board of Directors Expo Visits
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Milton Stokes, PhD, MPH, RD, FAND


Section 10
Exhibiting As Booth Number Booth Size Notes


BiomeBliss 1715 100 First Time Exhibitor
CAULIPOWER 1844 100 First Time Exhibitor
Dave's Killer Bread 1739 200


DayTwo 1814 200


Florida Department of Citrus 1838 200


Keiser University 1832 100


Llorens Pharmaceutical International 


Division 1719 100


Nutritionix 1729 100


Redwood Hill Farm & Creamery 1731 300


Regular Girl 1818 200


Shasta Beverages, Inc. 1721 100


siggi's dairy 1826 300


Soozy's 1745 100 First Time Exhibitor
SPROUT NUTRITION 1846 100 First Time Exhibitor
Stur Drinks 1834 100


USA Pears 1727 100


Vision Software Technologies, Inc. 1747 100


Wismettac Asian Foods, Inc. 1717 100 First Time Exhibitor
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116 new exhibiting companies







Patricia M Babjak


Section 14
Exhibiting As Booth Number Booth Size Notes


American Association of Diabetes Educators 2134 100


American Society for Parenteral and Enteral 


Nutrition (ASPEN) 2106 100


Cranberry Institute 2108 100


Dannon Company 2109 400


Elsevier, Inc. 2126 100


International Tree Nut Council 2130 100


KIND Healthy Snacks 2103 400


Mondelez Global LLC 2019 400


NASCO 2119 200


National Pork Board 2102 200


PASCHA Chocolate Co 2144 100 First Time Exhibitor
Probst Farms 2140 100 First Time Exhibitor
Simply Thick 2112 200


Sugar Association 2115 200


Thrive Culinary Algae Oil 2138 100


USDA NAL FNIC 2128 100


Vegetarian Resource Group, The 2132 100


World of chia 2146 100 First Time Exhibitor


FNCE® 2018 Board of Directors Expo Visits
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Sharon A Cox, MA, RDN, LDN, FAND


Section 9
Exhibiting As Booth Number Booth Size Notes


Betsy's Best 1643 100


New Classic Cooking LLC / Garden Lites 1645 100


DRINKmaple 1647 100


Nutricia North America 1703 100


Protexin 1705 100 First Time Exhibitor
Naturlax 1706 200 First Time Exhibitor
North American Society for the Study of Celiac 


Disease 1709 100


LifeWay Foods Inc. 1710 100


AEProbio 1711 100 First Time Exhibitor
Good Idea™ 1714 100


MVW Nutritionals, Inc. 1716 100 First Time Exhibitor
L-Nutra 1718 100


Zevia 1726 200


Beanfields 1730 100 First Time Exhibitor
Dr. Praeger's Sensible Foods 1732 100 First Time Exhibitor
Peanut Butter & Co. 1734 100


Munk Pack, Inc. 1742 100


Bakery On Main 1744 100


Biena Snacks 1746 100


FNCE® 2018 Board of Directors Expo Visits


116 new exhibiting companies







Susan Brantley, MS, RDN, LDN, CNSD, FAND


Section 11
Exhibiting As Booth Number Booth Size Notes


ADM/Matsutani LLC 1918 100


Diversified Foods 1914 200


ELISA Technologies, Inc. 1802 100 First Time Exhibitor
Explore Cuisine 1835 100


FODMAP Friendly 1908 100


FODY Low FODMAP Food Co. 1810 100


Global Health Products 1920 100


GoMacro 1831 200


Helm Publishing 1827 100


Mass Probiotics, Inc. 1815 100


Monash University Low FODMAP Diet 1808 100


Rachel Pauls Food 1809 100


Simmons College School of Nursing & 


Health Science 1806 100


Soulfull Project 1910 100 First Time Exhibitor
SUNFIBER 1819 200


The a2 Milk Company 1811 100


Healthy Gut Pavilion 


Supporter
thinkThin 1817 100


Tufts University - Friedman School of 


Nutrition Science and Policy 1804 100


VEGGIE FRIES 1829 100


FNCE® 2018 Board of Directors Expo Visits


116 new exhibiting companies







Diane W Heller, MMSc, RDN, LD, FAND


Section 15
Exhibiting As Booth Number Booth Size Notes


Almond Board of California 2209 300


Arizona State University Online 2245 100


Barukas Inc 2244 100 First Time Exhibitor
Cargill 2227 200 Signature Supporter
Doctor Yum Project 2145 100 First Time Exhibitor
doTERRA Essential Oils 2233 100


Egg Nutrition Center 2214 200


Flatout 2127 400


FlavaNaturals 2147 100 First Time Exhibitor
HPSI 2133 100


Jones & Bartlett Learning 2218 200


MatrixCare 2141 100


Nona Lim 2139 100 First Time Exhibitor
NuGo Nutrition 2243 100


nutpods 2135 100 First Time Exhibitor
RC Fine Foods 2235 100


SmartyPants Vitamins 2231 100


Tomato Products Wellness Council 2217 100


USA Rice Federation 2219 100


FNCE® 2018 Board of Directors Expo Visits
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 WA LT E R  E .  WA S H I N G T O N  C O N V E N T I O N  C E N T E R  -  E X H I B I T  H A L L S  A - B


F N C E ®  2 0 1 8  E X P O  H A L L  E V E N T S


9 a.m. – 2 p.m.


11:30 a.m. – 12:15 p.m.


12:30 p.m. – 1:15 p.m.


2 p.m. – 2:45 p.m.


Poster Sessions
Professional Skills; Nutrition 
Assessment & Diagnosis; Medical 
Nutrition Therapy


Culinary Studio Demonstration
Celebrating Asian Flavors without all 
the Calories


Expo Hall Learning Center Briefing
Bone Health: Why Brittle Bone 
Concerns are just as Important for 
Men as Women 


Culinary Studio Demonstration 
Eat Like a Champion: Meal Prep for 
Athletic Performance


9 a.m. – 2 p.m.


11:30 a.m. - 12:15 p.m.


11:45 a.m. – 12:30 p.m.


12:45 p.m. – 1:30 p.m.


D O NAT E  TO DAY  TO  T H E  S E C O N D  
C E N T U RY  C A M PA I G N !


Visit the Foundation booth located in the Grand Lobby of the 


Walter E. Washington Convention Center. Donate $20 to receive 


a limited edition Second Century tote bag, or fill out a pledge 


card and become a member of the Second Century Giving 


Society. Your gift empowers RDNs to solve the greatest food and 


nutrition challenges now and in the future!


Poster Sessions
Science of Food and Nutrition; 
Education, Training and Counseling; 
Business and Management; Food 
Service Systems and Culinary Arts; 
Research and Grants; Innovations in 
Nutrition and Dietetics Practice or 
Education Abstracts


Culinary Studio Demonstration
Food Shouldn’t Go to Waste: Strategies 
to Reduce Food Waste at Home


Expo Hall Learning Center Briefing
A “Sweet” Approach to Great-Tasting, 
Reduced Calorie Foods and 
Beverages


Expo Hall Learning Center Briefing
The Omega-3 Conundrum: 
Deciphering Science to Support 
Better Health


9 a.m. – 3:30 p.m.


9 a.m. – 12 p.m.


9 a.m. – 3:30 p.m.


Center for Career Opportunities


DPG & MIG Showcase  


Member Product Marketplace


E A R N  C P E  W H E N  YO U  V I S I T  T H E  
E X P O  H A L L  
One Continuing Professional Education Unit (CPEU) is 


equivalent to one contact hour. A maximum of 15 CPEUs for 


Registered Dietitian Nutritionists and 10 CPEUs for Nutrition 


and Dietetic Technicians, Registered are allowed during each 


five-year recertification cycle.


S TAY. . .  J U S T  A  L I T T L E  B I T  L O N G E R
Yes, stay until the end of Closing Session. Why? 


Because you have the opportunity to attend FNCE® 2019 in 
Philadelphia, PA on us!  All you have to do is get your badge 
scanned as you ENTER the Closing Session.


TWO lucky attendees selected randomly from the Closing 
Session audience will receive full registration to FNCE® 2019!  
You will also have the opportunity to be selected to receive the 
GRAND PRIZE of a full-week registration, airfare, and housing at 
a FNCE® hotel!


The drawing will take place at the end of Closing Session and 
YOU MUST BE PRESENT TO WIN!


Visit the ANDPAC booth located in the Grand Lobby of the 
Walter E. Washington Convention Center.  Help amplify our 
voice in the halls of the U.S. Congress and contribute today! 
ANDPAC contributes to Congressional candidates who support 
the Academy’s food, nutrition, health, agriculture and food 
security policy priorities. If dietetics is your profession, make 
policy your passion! 


S U N DAY,  O C T O B E R  2 1 M O N DAY,  O C T O B E R  2 2 M O N DAY,  O C T O B E R  2 2  ( C O N T )


9 a.m. – 1 p.m. Poster Sessions
Wellness and Public Health


T U E S DAY,  O C T O B E R  2 3


Academy Pavilion- Monday Only
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Wheeled Carts, Strollers 
and Bags
For safety reasons, rolling 
carts, rolling bags, strollers 
and bags with wheels are 
not permitted on the show 
floor during show hours. 
Coat check is available to 
store these items.


This policy does not apply to 
participants with medically 
necessary mobility 
equipment.


NAT U R A L  &  O RG A N I C  PAV I L I O N


H E A LT H Y  G U T  
PAV I L I O N
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P R E V E N T I O N  PAV I L I O N
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E X P O  H A L L  H O U R S
Sunday, 9 a.m. - 3:30 p.m.
Monday, 9 a.m. - 3:30 p.m.
Tuesday, 9 a.m. - 1 p.m.







Culinary Studio Demonstration Schedule 
Sunday, October 21, 2018 


 
11:30 a.m. – 12:15 p.m.  


Celebrating Asian Flavors without all the Calories 


Come watch an experienced research chef, team up with nationally recognized registered 
dietitian nutritionist to show you how to make a three course Asian meal with less added 
sugars and a lot less calories! You will be inspired and learn the techniques to create flavorful 
Asian dishes made with stevia sweeteners in place of sugar; along with other clever calorie-
reducing tips. The featured appetizer will be the grand prize winning recipe from the Food & 
Culinary Professionals Practice Group’s 2018 SPLENDA® Sweet Bites Challenge contest. 


Presented by FNCE® Signature Supporter: SPLENDA® Sweeteners 


2:00 – 2:45 p.m. 


Eat Like a Champion: Meal Prep for Athletic Performance 


Want to dive deeper into nutrition recommendations for optimal athletic performance and find 
inspiration for putting those recommendations into practice? This culinary demonstration will 
provide participants with creative and practical examples of pre-, during and post-exercise 
meals with a particular emphasis on the use of potatoes in meal preparation. 


Presented by FNCE® Culinary Studio Supporter: Potatoes USA 


 


Monday, October 22, 2018 


11:30 a.m. – 12:15 p.m.  


Food Shouldn’t Go to Waste: Strategies to Reduce Food Waste at Home  


Food waste is one of the most pressing public health issues of our time with 1.3 billion tons   
of food produced for human consumption wasted each year across the global food supply 
chain. Join this presentation and culinary demo to learn how we can reduce food loss and 
waste from the farm to our kitchens and practical ways you can cut back through meal plans 
at home.  


Presented by FNCE® Culinary Studio Supporter: Campbell Soup Company 







Expo Hall Learning Center 
 


Sunday, October 21, 2018 


12:30 – 1:15 p.m. 


Bone Health: Why Brittle Bone Concerns are just as Important for Men as Women 


Women’s bone health has been discussed for years, but not many people realize that men 
should be concerned too. In fact, for men over 50, developing an osteoporotic fracture is 
higher than the risk of developing prostate cancer. This briefing will explore the latest 
research on the benefits of prunes on bone health, including new research in the male 
population. The practical nature of counseling men on this issue, including barriers to be 
aware of and strategies to make bone health an easy part of a daily routine, will also be 
discussed. 


Presented by FNCE® Exhibitor Signature Supporter: Sunsweet Growers 


Monday, October 22, 2018 


11:45 a.m. – 12:30 p.m. 


A “Sweet” Approach to Great-Tasting, Reduced Calorie Foods and Beverages 


Consumers have a love for sweetness but, at the same time, are seeking more low-sugar, 
low-calorie foods and beverages. According to a recent International Food and Information 
Council (IFIC) Foundation survey, 77 percent of consumers said they were trying to limit or 
avoid sugars in general.  This session focuses on stevia as a key player in the market for 
reduced sugar products and how it is changing consumer perception about sweetness.   
 
Presented by FNCE® Exhibitor Signature Supporter: Cargill 


12:45 – 1:30 p.m. 


The Omega-3 Conundrum: Deciphering Science to Support Better Health 


As a group committed to educating others about optimal nutrition, the Global Nutrition and 
Health Alliance (GNHA) sought to understand the discrepancy between consumers’ 
perception about the amount of Omega-3 (O3) consumed in their diets and the actual 
biomarker of O3 status in their blood, called the O3-Index. This session will share study 
findings, and address variances in studies across the Omega-3 field to discuss what the 
implications are for healthcare professionals and what the findings mean to consumers in the 
quest to ensure optimal health and chronic disease prevention. 


Presented by FNCE® Exhibitor Signature Supporter: Global Nutrition & Health Alliance 







Academy Sponsors at FNCE® 2018 (10) 
 


Academy National Sponsor 


National Dairy Council® #1219 
 


Premier Sponsor 


Abbott #803 
 


2018 FNCE® Signature Supporters 


Cargill #2227 


Global Nutrition & Health Alliance #2342 


SPLENDA® Sweeteners #2308 


Sunsweet Growers #2411 


 
2018 FNCE® Healthy Gut Pavilion Supporters 


 
The a2 Milk Company™ #1811 


 
BENEO Institute #809 


 
 


2018 FNCE® Culinary Studio Supporters 
 


Campbell Soup Company #1419 
 


Potatoes USA #2444 
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NAT U R A L  & 
O RG A N I C


Be a part of the largest 


pavilion at the Food & 


Nutrition Conference 


& Expo™ – the Natural 


& Organic pavilion. 


Highlight  your products along with other specialty 


and natural grocery produce, dry snacks, beverages, 


and leading organic producers and manufacturers.


T E C H N O L O G Y 
F O R  P R A C T I C E 
Technology is changing 


the way dietitians practice 


and when used properly 


can make patient/client 


care more efficient and 


effective. FNCE® attendees are looking for technology 


and apps to help clients with screening, assessment 


and personalized nutrition. This pavilion is ideal for 


integrative approaches to nutrition technology and for 


companies who sell EMR/ EHR solutions, informatics, 


telehealth, mobile apps, and software/hardware tools 


needed for effective practice.


H E A LT H Y  G U T  


More than ever, food 


and beverages are 


loaded with probiotics 


and wellness-oriented 


ingredients. In the 


coming year, there will 


be more of an emphasis on plant-based probiotics 


and the use of prebiotics and other functional foods 


to improve digestion and overall health. Be part of 


this popular pavilion at FNCE® by showcasing your 


products and solutions for optimal gut health.


W E L L N E S S  & 
P R E V E N T I O N 


FNCE® attendees consult 


clients on how to stay 


healthy and active. They 


are constantly on the 


search for advances and 


trends in exercise, sports nutrition, health coaching 


and genetic factors essential for health promotion 


and disease prevention.


Feature your products and services in one of our specialty pavilions.


E X P O  P A V I L I O N S
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2018 FNCE Expo - Board Assignments.pdf



included on the attachments. 

A paper copy of the final Board FNCE schedule will be included in your on-arrival packet which

will be delivered to your hotel room the day you arrive in Washington, DC. Also included in

your packet will be your FNCE badge, ribbon(s), House of Delegates meeting agenda, a copy of

your exhibitor assignments and the FNCE 2018 leader remarks. A paper copy of the script will

also be included with instructions for those Board members (Donna Martin, Susan Brantley, Cathy

Christie, Kevin Concannon, Sharon Cox, Jo Jo Dantone-DeBarbieris, Dianne Polly, Mary Russell,

Kevin Sauer) introducing Medallion recipients during the Honors Breakfast on Sunday, October

21. 

 

If you have any questions, please contact me.

 

 

See you soon!

 

Joan

 

 

Joan Schwaba, MS, RDN, LDN

 

Director, Strategic Management 

 Academy of Nutrition and Dietetics 

 120 S. Riverside Plaza, Suite 2190 

 Chicago, Illinois 60606-6995 

 Phone: 312-899-4798 

 Fax number: 312-899-4765 

 Email: jschwaba@eatright.org
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9. September 23-29 is Active Aging Week! 

From: Produce for Better Health Foundation <corpcomm@pbhfoundation.org>

To: Donna <DMartin@Burke.K12.ga.us>

Hidden

recipients:

dmartin@burke.k12.ga.us

Sent Date: Sep 24, 2018 09:22:31

Subject: September 23-29 is Active Aging Week! 

Attachment:

September 23-29 is Active Aging Week!  Produce for Better Health Foundation (PBH) values your

perspectives about our Fruits &Veggies–More Matters® resources! We hope you will consider

taking a few minutes to complete the following survey about our e-newsletter so we can continue

to improve the content we provide to you about the role of fruits and vegetables in happy, healthy

lives. Everyone who participates will be entered into a drawing for a $150 gift card. Thank you!

Take the Survey - Win $150! ACTIVE AGING WEEK EVENTS 

September 23-29 is Active Aging Week. Follow and join the Produce for Better Health Foundation

(PBH) conversation at #MoreMatters as we put the spotlight on active aging with fruit and

vegetables during this important week. Please also join us for a couple of events packed with fresh

ideas and solutions to help people enjoy more fruit and vegetables! 

Tweet Chat with Leslie Bonci, MPH, RD, CSSD, LDN 

Tuesday, September 25 at 2pm EST 

Join Leslie Bonci, MPH, RD, CSSD, LDN, and founder of Active Eating Advicefor an interactive

Tweet Chat to help adults 50+ enjoy happier, vibrant lives as they age with fruit and vegetables.

Follow and participate in the discussion at #MoreMatters. Find Us On Twitter 

Webinar Wednesday: Getting Better with Age

Wednesday, September 26, 2:00 – 3:00 pm EST 

Everyone wants to age gracefully, and we know the secret sauce (hint: fruits and veggies).

Unfortunately, despite the well-established benefits of eating a variety of colorful produce, adults

50+ have demonstrated double digit declines in their intake over recent years. This webinar will

look at the driving factors behind this downward trend, leveraging consumer research from IFIC,

with support from the AARP Foundation and Abbott Nutrition. Motivators and obstacles older

adults face when making food decisions will be addressed, as well as the online shopping habits

of the 50+ population and its potential to forecast future behaviors.  

 

We’re pleased to be joined by Alex Lewin-Zwerdling, PhD, MPA, Vice President, Research and

Partnerships, International Food Education Council (IFIC) Foundation, along with Shelley

Maniscalco, MPH, RD, PBH Food and Nutrition Communications Specialist, to guide the

conversation. Can’t join? Follow Leslie Bonci on Twitter where she will be live tweeting! Register

Now NEW RESOURCES 

Americans over the age of 50 are historically the highest consumers of fruit and vegetables.

However, fruit and vegetable consumption among older adults has been declining at an alarming
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rate since 2009. Use the findings from PBH's newest consumer behavior research along with our

consumer outreach materials to help you find new ways to connect, inspire, and facilitate older

adults' efforts towards incrementally eating more fruit and vegetables. You will find: 

Infographics 

Social media graphics 

Facebook, Instagram and Twitter posts 

Blog posts 

Follow and join the Produce for Better Health Foundation (PBH) conversation at #MoreMatters as

we put the spotlight on active aging with fruit and vegetables during this important week. Check

Out the New Resources MARK YOUR CALENDAR 

Health and Wellness Webinar 

Thursday, October 11, 2:00 pm EST 

Did you know a well-stocked pantry of canned fruits and vegetables can help you serve up the

recommended 42 cups of fruit and 53 cups of vegetables a family of four needs every week? Join

us and presenter Toby Amidor, MS, RD, CDN along with the Can Manufacturers Institute to learn

more about the nutrition benefits of cooking with cans, as we uncover why they are a convenient,

nutritious and delicious option. Register Now FNCE Events 

The Academy of Nutrition and Dietetics’ Food and Nutrition Conference and Expo is just around

the corner. Make sure to stop by the PBH booth as well as the FMI Foundation booth. We also

encourage you to attend the following sessions to explore fruit and veggie focused health and

wellness initiatives at retail and elevating fruit and veggies in family meals. 

FNCE Session: Supermarket Fresh Departments - Partnering to Promote Healthy Choices 

Monday, October 22, 8:00 - 9:30 am, Room 207 AB 

Learn how registered dietitian nutritionists can connect with supermarkets as they invest in health

and wellness initiatives at retail with Natalie Menza-Crowe, MS RDN, Director of Health and

Wellness, Wakefern Food Corporation, and Shari Steinbach, MS RDN, President, Shari Steinbach

&Associates, LLC. This session provides insights for understanding the retail environment and the

ways that RDNs can interact and successfully partner with supermarkets to develop health and

nutrition programs that meet consumer and client needs. Learn More 

FNCE Session: Rousing Research on the Power of Family Meals 

Monday, October 22, 1:30 – 3:00 pm, Room 144 ABC 

Learn about the benefits of eating family meals together with Julie McMillin, RD, assistant vice

president, Retail Dietetics, Hy-Vee, Inc, and Susan Borra, RD, chief health and wellness officer

and executive director, FMI Foundation. This session will review research, including changing

consumer behaviors, barriers to sharing meals at home, and the numerous benefits associated

with family meals, as well as, focus on thoughtful strategies to elevate family meals with more

fruits and vegetables. Learn More FIND US ON THE EXPO FLOOR 

Produce for Better Health Foundation: Booth #927  

Featuring fruit and vegetable tasting experiences, and unique educational tools that will inspire

meal and snack ideas.  

Food Marketing Institute Foundation: Booth #1618 

Featuring National Family Meals Month and best practices in health and wellness at retail.
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Connect with Us. #MoreMatters Copyright © 2018 Produce for Better Health Foundation, All rights

reserved.  

You are receiving this email because you attended a PBH event or opted in. Your information will

not be shared with any third-party companies.  

 

Our mailing address is:  

Produce for Better Health Foundation 

8816 Manchester Rd PMB 408 

Brentwood, MO 63144-2602 
 
Add us to your address book
 
 
Want to change how you receive these emails?  
You can update your preferences or unsubscribe from this list.  
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10. Don't Miss Out on the Latest Consumer Research: Getting Better with Age!

From: Produce For Better Health Foundation <outreach@pbhfoundation.org>

To: Donna <DMartin@Burke.K12.ga.us>

Hidden

recipients:

dmartin@burke.k12.ga.us

Sent Date: Sep 21, 2018 09:19:59

Subject: Don't Miss Out on the Latest Consumer Research: Getting Better with Age!

Attachment:

Don't Miss Out on the Latest Consumer Research: Getting Better with Age! 

Health and Wellness Webinar: 
 Getting Better with Age  
(Hint: Start by Eating Fruits and Vegetables!)
 

Wednesday, September 26th at 2pm ET/11am PT 
REGISTER NOW 

1 CPEU available through the Commission on Dietetic Registration (CDR)

Overview: 

The goal is to get better with age, right? Together, let’s make that a reality! Join us to learn about

what makes adults 50+ tick when it comes to the age-old advice to eat more fruits and

vegetables.   

  

As a food, nutrition and produce-loving community, we have long been voraciously advocating,

motivating, and innovating towards increased fruit and vegetable intake with varied results.

Trended research conducted by the Produce for Better Health Foundation (PBH) shows increased

consumption in some populations and declines in others. Among the most surprising findings?

Adults 50+ — typically considered the highest fruit and vegetable consumers, and the ones we

have historically been able to count on to “eat their fruits and vegetables” as they told us growing

up — have demonstrated double digit declines in produce intake over recent years. But why? This

is a burning question asked and answered collectively by PBH and the International Food

Information Council (IFIC) Foundation through consumer research, with support from the AARP

Foundation and Abbott Nutrition. During this webinar, we will present a complementary package of

targeted findings and rich insights designed to facilitate understanding of various segments of

adults 50+ and help reverse their downward produce consumption trend. The IFIC Foundation will

also share a few highlights from their recent older adult online shopping research.  

 

Learning Objectives: 

Understand fruit and vegetable consumption trends, and drivers, over time among Americans

50 years and older; 

Garner insights regarding attitudes and reported behaviors related to fruit and vegetable

consumption; 
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3.

4.

Identify motivators and obstacles older adults face when making food decisions; and  

Understand 50+ online shopping habits and its potential to forecast future behaviors.     

Featured Speakers: 
 
 
 
 
Alex Lewin-Zwerdling, PhD, MPA 
 Vice President, Research and Partnerships 
 International Food Information Council (IFIC) Foundation

Alex oversees IFIC’s consumer research, tracking the latest in food and nutrition trends, habits,

perceptions and other factors that affect what drives America’s eating habits. Alex also develops

IFIC’s partnerships across sectors, from food and agriculture companies and nutrition leaders, to

public health experts, government agencies and others.   

 

Alex joined IFIC from AARP Foundation, where she oversaw the organization’s hunger and

nutrition research and strategy.  In addition, Alex was a Vice President at Weber Shandwick where

she served as a communications and nutrition expert for many food, agriculture and health care

clients. Alex has also spent time at the United States Department of Agriculture’s Food and

Nutrition Services and the Pew Charitable Trusts.  She was the 2016-2017 Chair of the Society for

Nutrition Education and Behavior’s Advisory Committee on Public Policy and is the Chair-Elect of

SNEB’s Healthy Aging Division.  

  

Alex holds a PhD in Nutrition, as well as a Master’s in Public Administration and Bachelor of

Science, all from Cornell University. 
 
 
 
 
Shelley Maniscalco, MPH, RDN 
 Food and Nutrition Communications Specialist 
Produce for Better Health Foundation (PBH) Consultant

Shelley has been practicing nutrition and dietetics in the Washington, DC area for more than two

decades. With a specialty in science- and consumer-based communication at both the national

and individual levels, it is Shelley’s mission to support Americans in making personalized and

realistic changes that are intuitive and sustainable for them so that behaviors confer long-lasting

health and wellness benefits.   

   

Shelley began her career in DC at the National Academies’ Institute of Medicine supporting key

Food and Nutrition Board projects such as the Dietary Reference Intakes. She spent 8 years at the

International Food Information Council conducting consumer research that informed initiatives

related to weight management, dietary guidance, dietary fats, carbohydrates and sugars, and

sodium. Shelley transitioned to the USDA Center for Nutrition Policy where she contributed to the

2010 Dietary Guidelines for Americans and development of MyPlate. While at CNPP, Shelley
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created and grew the USDA/CNPP Nutrition Communicators Network and led the nationwide

MyPlate campaign to help the public implement the Dietary Guidelines for Americans 2015-2020.  

 

Currently, Shelley is the Founder and CEO of Nutrition On Demand where she consults with

national organizations. At PBH, Shelley specializes in aggregating and applying consumer

research insights and strategic communications activities. Shelley’s educational background

includes a Bachelor’s Degree in Nutrition Science from the Pennsylvania State University and a

Master’s Degree in Public Health from the University of Massachusetts, Amherst. She is also a

Registered Dietitian with the Academy of Nutrition and Dietetics.  This presentation is for anyone

who strives to improve consumers’ diets by increasing fruit and vegetable consumption. Dietitians,

nutrition communicators and other health professionals who work in extension offices, WIC clinics,

supermarkets, or conduct any form of nutrition education or individual counseling would also find

this information useful. REGISTER NOW 

1 CPEU available through the Commission on Dietetic Registration (CDR)
 
After registering, you will receive a confirmation e-mail containing further information about joining
the webinar, including dial-in instructions.   
 
Please feel free to e-mail  Allison Kissel if you have any questions. Connect With Us!
https://www.facebook.com/fruitsandveggiesmorematters/ https://twitter.com/fruits_veggies 
https://www.instagram.com/fruitsandveggiesmorematters/ 
https://www.pinterest.com/fvmorematters/ Copyright © 2018 Produce for Better Health
Foundation, All rights reserved. 
You are receiving this email because you attended a PBH event or opted in. Your information will
not be shared with any third-party companies.  
 
Our mailing address is: 

Produce for Better Health Foundation 

8816 Manchester Rd PMB 408 

Brentwood, MO 63144-2602 
 
Add us to your address book
 
 
Want to change how you receive these emails?  
You can update your preferences or unsubscribe from this list.  
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11. Eat Right Weekly

From: Eatright Weekly <weekly@eatright.org>

To: Donna S Martin RDN LD SNS EDS FAND <DMartin@burke.k12.ga.us>

Hidden

recipients:

dmartin@burke.k12.ga.us

Sent Date: Sep 12, 2018 13:30:31

Subject: Eat Right Weekly

Attachment:

Eat Right Weekly 

Eat Right Weekly brings you all the news and info that affects you!

 

Having trouble viewing this e-mail? View it in your browser.

 

Connect with the Academy:

 

September 12, 2018

 

Quick Links: On the Pulse of Public Policy | CPE Corner | Career Resources 

 Academy Member Updates | Academy Foundation News

 
ON THE PULSE OF PUBLIC POLICY

 

PPW Registration Closes September 14 

 Due to the popularity of this year's Public Policy Workshop, the event is near capacity.

Registration for PPW will end at noon Central time on Friday, September 14. There will be no

opportunity to register after the deadline or at the Food &Nutrition Conference &Expo. Register

now for FNCE and add the Public Policy Workshop to your registration for free. If you have already

completed your FNCE registration, add PPW to your profile by logging in to your dashboard. PPW

will begin October 23, followed by a rally and Capitol Hill visits October 24. 

September 13: Spotlight on Adult and Senior Malnutrition 

 Malnutrition is a leading cause of morbidity and mortality, especially among older adults.

Resources, tips and tools for adult malnutrition are available for Academy members. On

September 13 at noon Central time, the Academy's @eatrightPRO channel will host a Twitter chat

with experts from the Healthy Aging and Dietetics in Health Care Communities dietetic practice

groups. To join, use the hashtag #MalnutritionChat. 

 Learn More

 

September 19 and 20: Spotlight on Special Populations and Malnutrition 

 Identifying and treating malnutrition can be especially challenging when assessing special patient

populations. Learn more in a September 19 members-only webinar. The webinar begins at noon
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Central time and offers 1 CPEU. Registration is limited to 1,000 participants; those not able to

attend live can listen to a recorded version. On September 20 at noon Central time, the Academy

will host a Twitter chat with experts from the Vegetarian Nutrition, Weight Management, Women's

Health, Behavioral Health Nutrition and Oncology Nutrition dietetic practice groups. Join using the

hashtag #MalnutritionChat. These events are part of the Academy's September Spotlight on

Malnutrition. 

 Learn More

 

Global Malnutrition Focus Begins during Malnutrition Awareness Week 

 Learn more in a members-only September 26 webinar "Going Global: Collaborative Approaches

to Solve Malnutrition" at noon Central time. Registration is limited to 1,000 participants. The

webinar offers 1 CPEU. 

 Learn More

 

Members Receive Complimentary Access: ASPEN's Malnutrition Awareness Week 

 Academy members are invited to participate in the American Society for Parenteral and Enteral

Nutrition's Malnutrition Awareness Week, September 24 to 28. Members will receive

complimentary access to programming during the week. Register using the discount code MAW-

Academy. 

 Learn More

 

October 20: Academy's D.C. Office Open House and Reception 

 Washington, D.C., is the hub of the Academy's policy efforts. Visit with colleagues and support

the Academy's political action committee ANDPAC at an October 20 open house and reception

and learn more about nutrition policy and advocacy. The event will be from 1 p.m. to 3 p.m. Sign

up to attend when you register for the Food &Nutrition Conference &Expo. The reception is not

included in the FNCE registration cost; a $50 ANDPAC donation is recommended. 

 Learn More

 

Are You Interested in Serving on the 2020-2025 Dietary Guidelines Advisory Committee? 

 The U.S. Departments of Agriculture and Health and Human Services issued a call for

nominations to serve on the 2020-2025 Dietary Guidelines Advisory Committee. Submissions are

due October 6. The Academy will convene a meeting September 14 with interested parties and

individuals who have already been recommended; members interested in either serving on the

committee or nominating others are encouraged to contact Nathaniel Stritzinger

nstritzinger@eatright.org. Information on the nominations process and the refined topics and

scientific questions that will shape the areas of scientific expertise needed on the DGAC is

available for review. 

 Learn More

 

Farm Bill Conference Committee Continues Reconciliation Discussions 

 The Farm Bill Conference committee met September 5 for what is likely its only in-person meeting

Page 42



before working to finalize a negotiated farm bill. The bill will be voted on in both chambers of

Congress and signed into law before the September 30 deadline. The Academy has continued to

voice support for the Senate version of the farm bill and share our concerns about several

provisions of the House version. Most recently the Academy joined more than 60 organizations to

advocate for the Supplemental Nutrition Assistance Program in continuation if its Farm Bill

activities. 

 Learn More

 

Academy Encourages USDA and Congress: Delay Relocation of NIFA 

 Agriculture Secretary Sonny Perdue released plans in August to relocate both the Economic

Research Service and the National Institute of Food and Agriculture outside of the National Capital

Region. The Academy has joined other organizations in voicing concern. The Academy wrote to

Congress and USDA respectfully opposing the proposed geographic move of ERS and NIFA

without further release of the rationale and cost-benefit analysis and a cross-sector stakeholder

dialogue; and the extraction of both agencies from USDA's Research, Education and Economics

mission area. The Academy noted that members heavily rely on the food and nutrition research

programs, resources, data and statistical resources provided by ERS and NIFA. 

 Learn More

 

Deadline Looms for Federal Spending Legislation 

 Congress is back in session and working on the Fiscal Year 2019 spending bills, which must pass

before the current fiscal year ends September 30 to prevent a government shutdown. The House

of Representatives announced the members who will participate in a conference committee to

consider spending levels for health and nutrition programs at the U.S. Department of Health and

Human Services. The Academy will continue to provide updates as the legislation moves through

the process.

 

Celebrate Food Safety Education Month 

 The Partnership for Food Safety Education offers a new resource Academy members can use to

promote September's Food Safety Education Month. The "Story of Your Dinner" animated video,

available in English and Spanish, is an entertaining way to show consumers their role in the food

safety chain of prevention. 

 Learn More

 
CPE CORNER

 

New Webinars: Apply NCM Diet Manual at Your Facility 

 Two webinars - one on extended and long-term care, and one on acute care - show you how to

customize and implement the NCM Diet Manual at your health care facility. These recently

recorded webinars provide a succinct review of the features necessary to you and your facility.

Each webinar offers 1 CPEU. 

 Learn More
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Online Certificate of Training Program: Public Health Nutrition 

 Develop competency and earn CPEUs online with a new program concerning the emerging and

exciting area of public health nutrition. The Level 2 program consists of five modules covering the

foundations of public health nutrition, developing, implementing and evaluating a plan and more.

This program has been developed by the Academy's Center for Lifelong Learning and planned

with the Association of State Public Health Nutritionists, Committee for Public Health/Community

Nutrition and the Public Health/Community Nutrition dietetic practice group. 

 Learn More

 

Certificate of Training Program: Informatics in Nutrition 

 Keep up with the rapidly changing world of health care: The Academy's Center for Lifelong

Learning, planned with the Nutrition Informatics Committee, the NIC Consumer Health Informatics

Workgroup and the Interoperability and Standards Committee, offers this program to ensure

nutrition professionals stay up-to-date with the latest methods of processing and using data in all

areas of the profession. The program covers every facet of informatics, including Electronic Health

Records, security and ethics, utilizing data and more. The information in this program can be

successfully used on a daily basis. 

 Learn More

 

Revised: Food Allergy Management Certificate of Training Program 

 The Center for Lifelong Learning, with experts in food allergy management, has completed a full

update of the online certificate program with a focus on food allergy management. The update

includes the latest research and recommendations on preventing peanut allergies as well as

additional information on managing food allergens in schools and foodservice. Members enjoy a

reduced rate of $24 for each module. 

 Learn More

 

Certificate of Training Program: Integrative and Functional Nutrition 

 Develop competency and earn CPEUs online with a new program on digestive health, dietary

supplements, inflammation and more. This certificate of training program was planned by the

Academy's Center for Lifelong Learning and the Dietitians in Integrative and Functional Medicine

dietetic practice group. Don't miss out on the opportunity to become an expert in this rapidly

growing field. 

 Learn More

 

Revised Certificate of Training Program: Developing Your Role as Leader 

 The Center for Lifelong Learning introduces updates and a revision to the online certificate

program with a focus on enhancing leadership skills for all members. 

 Learn More
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Revised Certificate of Training Program: Executive Management 

 The Center for Lifelong Learning introduces updates and a revision to the online certificate

program with a focus on enhancing executive management skills for all members. 

 Learn More

 

Certificate of Training Program: Chronic Kidney Disease Nutrition Management 

 Learn about the most recent population data from USRDS and NHANES and recently revised

recommendations for sodium intake and blood pressure control. 

 Learn More

 

Certificate of Training Program: Vegetarian Nutrition 

 A growing trend offers registered dietitian nutritionists opportunities to be the go-to source for

tailoring a healthy vegetarian diet. A new online certificate program prepares RDNs to excel in this

specialty. 

 Learn More

 

Certificate of Training Program: Supermarket Business and Industry Skills to Thrive in Retail

Dietetics 

 Learn business basics, influence the retail environment, create return on investment, build and

nurture community and business relationships and understand the roles and responsibilities of

today's retail dietitian. 

 Learn More

 

Certificate of Training Program: Culinary Nutrition 

 The Center for Lifelong Learning, with the Food and Culinary Professionals dietetic practice

group, offers a new program to prepare registered dietitian nutritionists to excel in the fast-growing

field of culinary nutrition. Topics such as planning healthy meals, food safety, preparation

techniques and more are covered. 

 Learn More

 

Certificate of Training in Obesity Interventions for Adults 

 Registration is open for the Certificate of Training in Obesity Interventions for Adults program to

be held October 18 to 19 in Washington, D.C. Registration will open in the fall for programs on

March 14 to 15, 2019, in St. Louis, Mo.; April 12 to 13 in Raleigh, N.C.; and June 21 to 22 in Long

Beach, Calif. 

 Learn More

 

Certificate of Training: Childhood and Adolescent Weight Management 

 Registration is open for the Certificate of Training in Childhood and Adolescent Weight

Management Program to be held November 1 to 3 in Pittsburgh, Pa. Registration will open in the

fall for a program on May 9 to 11, 2019, in Milwaukee, Wis. 

 Learn More
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CAREER RESOURCES

 

September 26 CMS Informational Call: Medicare Diabetes Prevention Program 

 The Centers for Medicare and Medicaid Services will host an informational call September 26

about the Medicare Diabetes Prevention Program. Learn about the service, eligibility requirements

and how to refer Medicare beneficiaries to programs. The call will include a question and answer

session. 

 Learn More

 

Intensive Behavioral Therapy for Obesity: Putting It Into Practice 

 The Academy offers a toolkit on the Intensive Behavioral Therapy for Obesity benefit for Medicare

Part B beneficiaries. Registered dietitian nutritionists can provide these services as auxiliary

personnel in primary care settings and bill the services as "incident to" in accordance with CMS

guidelines. This toolkit provides RDNs with information, examples and tools to successfully align

with primary care providers to provide the benefit. 

 Learn More

 

Updated Edition: Pocket Guide to Parenteral Nutrition (2nd Ed.) 

 This fully updated and easy-to-understand guide helps you determine the need for parenteral

nutrition, ordering nutrient solutions, monitoring patient response to therapy, and coordinating care

with patients, caregivers and other members of the health care team. The eBook version is

available now and the print version is available for preorder. The print version will ship after

September 25.

 

Updated Edition: Infant and Pediatric Feedings: Guidelines for Preparation of Human Milk and

Formula in Health Care Facilities (3rd Ed.) 

 The new edition of this authoritative reference guide on infant and pediatric feedings addresses

the most up-to-date information on milk and formula storage, handling, and preparation

techniques. The eBook version is available now and the print version is available for preorder. The

print version will ship after September 25.

 

Get a Member, Get a Dues Credit 

 Help your colleagues accelerate their careers and thrive professionally: Recruit them to join the

Academy with the Get a Member  Get a Dues Credit program. For each qualifying recruit who

enters your first and last name into the "Who referred you to join today?" section of the

membership application, you will receive a credit toward your 2019-2020 Academy membership

dues. 

 Learn More

 

Focus Area Standards for RDNs: Public Health and Community Nutrition 

 The Standards of Professional Performance for RDNs in Public Health and Community Nutrition

Page 46



are available in the Focus Area Standards for RDNs Collection on the Journal of the Academy of

Nutrition and Dietetics' website. These tools are used for self-evaluation, professional

development and advancement, and include measurable indicators and role examples. 

 Learn More

 

Focus Area Standards: CDR Specialist Credentials for RDNs in Adult Weight Management 

 The Standards of Practice and Standards of Professional Performance for RDNs in Adult Weight

Management are available in the Focus Area Standards for CDR Specialist Credentials Collection

on the Journal of the Academy of Nutrition and Dietetics' website. These resources direct RDNs

concentrating in specialty areas and within patient/client care and nutrition-related professional

service settings. These RDN tools are used for self-evaluation, professional development and

advancement. The standards align with the Commission on Dietetic Registration board

certifications CSP, CSR, CSG, CSSD, CSO, CSOWM and CSPCC. 

 Learn More

 

New Measure Terms Added 

 The Quality Management Committee added eight new terms for measures in September: Quality,

Balancing, Outcome, Process, Structural, Clinical Quality, Electronic Clinical Quality and

Electronic. 

 Learn More

 

In September: 2018 eNCPT 

 The Academy has released the 2018 edition of the Electronic Nutrition Care Process

Terminology. Key updates include an expansion of the malnutrition terminology to include severity

descriptors, enhanced Nutrition Assessment terminology to better track food and nutrient intake,

updated terminology sheets and more. Full details of all changes are available to eNCPT

subscribers. 

 Learn More

 

Advance Practice with Real-World Data 

 Help advance the value of registered dietitian nutritionists' services Use the Academy of Nutrition

and Dietetics Health Informatics Infrastructure to track patient outcomes and identify interventions

that work. Every visit entry added to ANDHII's Dietetics Outcomes Registry contributes to real-

world research on nutrition outcomes and RDNs' effectiveness. ANDHII is available for free to all

Academy members and CDR-credentialed practitioners, including Student members. Students can

also use ANDHII to improve your understanding and application of the Nutrition Care Process and

Terminology. 

 Learn More

 

November 15 Application Deadline: Pediatric Nutrition Care Manual Board of Editors 

 The Academy is seeking applicants for the Pediatric Nutrition Care Manual's Board of Editors.

Applicants must be registered dietitian nutritionists who work in the area of pediatric clinical
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nutrition, among other qualifications. Members of the Board of Editors serve a three-year

renewable term that will begin in the fall. The application deadline is November 15. 

 Learn More

 

Updated Guide: Communicate Nutrition Information to Spanish-Speaking Clients 

 The updated Pocket Guide to Spanish for the Nutrition Professional (3rd ed.) helps readers to

become more comfortable with conversational Spanish related to food, nutrition, eating and health,

and to improve their understanding of Latino culture. Your purchase includes access to more than

90 downloadable color food cards in English and Spanish with pronunciations, standard serving

sizes and images. 

 Learn More

 

Recently Updated: Stay Current with Nutrition Care Manual 

 The essential Nutrition Care Manual, with information and resources covering more than 200

topics, now ofers even more. From clinical updates in the cardiovascular disease, dysphagia and

gastrointestinal sections to new and updated client education handouts on heart-healthy fats,

vitamin D and cholesterol-lowering nutrition therapy, the updated NCM is the nutrition manual that

best suits your needs. 

 Learn More

 

AADE Resources: Use Your Academy Member Discount 

 New resources from American Association of Diabetes Educators are filled with content pertinent

to nutrition and dietetics professionals. Through the Academy's exclusive partnership with the

diabetes education leaders at AADE, you can access publications with your Academy member

discount, including: Diabetes Education Curriculum: A Guide to Successful Self-Management (2nd

ed.); The Art and Science of Diabetes Self-Management Education Desk Reference (4th ed.);

Review Guide for the Certified Diabetes Educator Exam (4th ed.); and Quick Guide to Medications

(7th ed.).

 

New: Examination Study Resources 

 The new Study Guides for the Registration Examination for Dietitians (10th ed., catalog #062517)

and for Dietetic Technicians (7th ed., catalog #063017) are now available. Each guide includes a

comprehensive outline based on the examination content specifications implemented January 1,

2017; suggested references and tips; print copies of the practice examinations; and two single-use

vouchers to use when accessing the online exams. The cost of each study guide is $60. 

 Learn More

 

Easy Access to Evidence Analysis Library Guideline Recommendations 

 Practical, quick-reference tools are available for your pocket or electronic device. Get graded

recommendations for screening, referral, assessment, intervention and monitoring of the special

nutritional needs of patients with heart failure, gestational diabetes mellitus and Type 1 and Type 2

diabetes. 
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 Learn More

 

Diverse Flavors and Healthy Meal Plans: Together at Last 

 Use the Academy's Diabetes Guide to Enjoying Foods of the World to help your clients learn to

quickly identify the best choices for their meal plan, whether preparing foods at home, eating in

restaurants or traveling abroad. This 72-page guide covers 11 popular cuisines: Chinese, Cuban,

French, Greek, Indian, Italian, Japanese, Mexican, Moroccan, Peruvian and Thai. Available as a

single copy or in packs of 10.

 

New Interactive Handout: Teach Clients the Plate Method for Healthy Eating 

 Ideal for registered dietitian nutritionists working with clients on weight control, healthy eating and

diabetes, Dish Up a Healthy Meal helps you explain the popular plate method for portion control

and healthy eating in an engaging and interactive manner. This tearpad of 50 colorful, placemat-

sized handouts includes tips for choosing healthful options from each MyPlate food group and

offers a place to create a customized meal plan. 

 Learn More

 

Straightforward Approach to Optimal Aging 

 The Academy's new book Food &Fitness After 50 translates the latest science on aging, nutrition

and exercise into simple, actionable steps. The authors share personal experiences and offer a

common-sense approach to help readers learn what it takes to control food choices and fitness

strategies while navigating their 50s, 60s, 70s and beyond. Readers will learn to embrace aging,

accept challenges and gain the confidence to eat well, move well and be well. 

 Learn More

 

Print Version of NCPT Manual Now Available 

 For those who love printed books, the Academy's Abridged Nutrition Care Process Terminology

Reference Manual is now available. The book offers a subset of the 2017 NCPT plus a one-year

individual subscription to the complete online eNCPT manual. Also included are the essential

practice tools: the NCP term lists, NCP snapshots, nutrition assessment matrix and nutrition

diagnosis matrix. 

 Learn More

 

Blueprint for Opening and Growing Your Practice 

 Written by two experienced and successful private practitioners, Making Nutrition Your Business:

Building a Successful Private Practice (2nd ed.) provides detailed advice on marketing, billing and

reimbursement, getting clients to return and more. This is a must-read for all dietetics

professionals who aspire to go out on their own. 

 Learn More

 

Step Up Your Game with 6th Edition of Sports Nutrition Handbook 

 Authoritative, practical and updated, the Academy's Sports Nutrition: A Handbook for
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Professionals (6th ed.) offers timely research and evidence-based advice for working with athletes

at all levels. Written and reviewed by sports registered dietitian nutritionists and exercise experts,

the new edition incorporates theoretical and practical information with key takeaways for easy

implementation in daily practice. 

 Learn More

 

Become an Expert in Malnutrition Assessment with One Handy Guide 

 The second edition of the NFPE Pocket Guide provides the tools you need for malnutrition

assessment, documentation and coding. It includes the adult malnutrition characteristics chart, a

physical exam table describing muscle and fat wasting, micronutrient deficiencies and toxicities,

edema charts and more. 

 Learn More

 

The Food and Nutrition Gold Standard: Updated and Comprehensive 

 Whether addressing nutrition questions from clients, consumers, students or others, the fifth

edition of the Academy of Nutrition and Dietetics Complete Food &Nutrition Guide is the ultimate

resource for communicating science-based advice and answers on a myriad of topics. More

comprehensive than ever, this guide has been updated to reflect the 2015-2020 Dietary

Guidelines for Americans, Academy positions and the most recent and authoritative public health

guidelines. 

 Learn More

 

Keep Your Clients Informed with Educational Handouts 

 With a colorful design, engaging format and short, clearly defined sections, these brochures are

easy to read for clients who may be unfamiliar with a variety of nutrition topics. The latest

brochures cover the hottest topics, such as gluten-free eating, smart snacking, added sugars,

Mediterranean-style eating and more. 

 Learn More

 

Write Better Nutrition Diagnosis (PES) Statements with Electronic Nutrition Care Process

Terminology 

 The eNCPT is an online, mobile-friendly tool containing a comprehensive explanation of the

Nutrition Care Process and standardized terminology, which can help improve care team

communication. Subscribers have access to the most up-to-date terminology, free access to the

Electronic Health Records Toolkit and translations available in six languages. Using NCPT can

help you improve your documentation so doctors and nurses can quickly read your note,

understand the patient's nutrition problem and support the nutrition care plan. Learn how eNCPT

can make a positive impact on your effectiveness. 

 Learn More

 

Success Starts with eatrightPREP for the RDN Exam 

 Put yourself in the best position to pass the RDN exam with this comprehensive and convenient
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resource from the Academy. eatrightPREP goes above and beyond what any book can do, with an

exam study plan including more than 900 questions, unlimited access to three full-length practice

exams and performance statistics to identify your strengths and target weaknesses. eatrightPREP

complies with the Commission on Dietetic Registration's 2017 Test Specifications, better preparing

the student for the exam. 

 Learn More

 
ACADEMY MEMBER UPDATES

 

FNCE Is Just Around the Corner 

 At the 2018 Food &Nutrition Conference &Expo, October 20 to 23 in Washington, D.C., you willll

have the opportunity to earn a minimum of 20.5 CPE hours through more than 130 cutting-edge

educational sessions and interactive learning formats such as debates and expert panels. Connect

face-to-face with potential employers, leading nutrition experts and exhibitors of the latest

breakthrough products. And participate in the Public Policy Workshop, which is an ideal

opportunity to earn CPE, gain policy and advocacy skills and visit congressional offices on Capitol

Hill. Register with your member discount. A convenient payment plan is available. And use the

Talk FNCE to Your Employer toolkit to seek to seek registration reimbursement.

 

Registration Deadline Extended to September 14: Audit Fall House of Delegates Meeting 

 The House of Delegates will conduct its fall 2018 meeting October 19 to 20 in Washington, D.C.

The dialogue topic is "The Deliberative Body's Role in Leading Together for Good Governance."

Academy members who are not HOD delegates can register to audit the meeting. Informational

materials will be available soon. The registration deadline is September 14. Space is limited and

members will be accommodated on a first-come, first-served basis. 

 Learn More

 

School Spirit: Bring Students to FNCE 

 Educators: Give your students the best possible start in dietetics and bring them to the Food

&Nutrition Conference &Expo, October 20 to 23 in Washington, D.C. The Academy will recognize

four education programs, one for each type (Didactic Program in Dietetics, Dietetic Internship,

Coordinated Program in Dietetics and Dietetic Technician Program). The four programs that bring

the highest percentage of their students to FNCE will receive special recognition with President

Mary Russell, MS, RDN, LDN, FAND, and a complimentary self/group study program recording.

Submit the total enrollment in your program, the number of students attending FNCE and the

percentage this represents by October 1 to education@eatright.org.

 

Nominations for 2019 Election 

 The Nominating Committee is seeking leaders with proven skills and vision to further the

profession. The Academy's 2019 national election will be held February 1 to 15. Nominations for

president-elect, speaker-elect and treasurer-elect have closed. Nominations for all other positions

are due by October 26. 
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 Learn More

 

November 15 Submission Deadline: Educational Sessions for FNCE 2019 

 For the 2019 Food &Nutrition Conference &Expo, October 26 to 29 in Philadelphia, Pa., the

Academy is seeking innovative, cutting-edge educational sessions that will make an impact. The

deadline to submit a proposal is November 15. 

 Learn More

 
ACADEMY FOUNDATION NEWS

 

Global Session at FNCE: Addressing Global Malnutrition 

 At the Foundation's Food &Nutrition Conference &Expo educational session "Expanding

Horizons: RDN Fellows Advancing Strategies to Address Global Malnutrition," two Foundation

fellows will speak on the work they are doing in Guatemala to accelerate progress in ending

malnutrition and improving food security. 

 Learn More

 

Disaster Relief Fund Application Now Available 

 The Foundation's Disaster Relief Fund provides up to $2,500 through the Life Rebuilding fund for

personal rebuilding efforts and up to $500 through the CDR Professional Rebuilding fund for

professional and continuing education activities. Applications must be received within three

months of the disaster to qualify for assistance. 

 Learn More

 

Interns Deliver Donation to Food Depository on Foundation's Behalf 

 Every year, Rush University MS/DI interns attend a volunteer session at the Greater Chicago

Food Depository. This year, the group also helped the Foundation deliver $4,600 to the

Depository, representing donations from attendees at the 2017 Food &Nutrition Conference

&Expo who included the donations with their FNCE registration. 

 Learn More

 

September Spotlight on Malnutrition: Foundation Award Winners 

 In connection with the Academy's Spotlight on Malnutrition, the Foundation announces the 2018

Abbott Nutrition Alliance Award winners. The $1,400 award recognizes members working in a

hospital setting who have made significant contributions to improve awareness and take action to

address malnutrition. This year's winners are Valarie Chudzinski, MA, RDN, LDN; Anne Coltman,

MS, RDN, LDN, CNSC; Kathy Irwin, MS, RD, LDN, CNSC; and Byron Richard, MS, RD, CDE. 

 Learn More

 

Attend Foundation's FNCE Events 

 Earn CPEU while attending three informative and topical Foundation Symposia October 20, and

don't miss the social event of FNCE: the Foundation Gala October 22. Full event information can
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be found on the Food &Nutrition Conference &Expo website. Tickets to all events can be

purchased by logging into your Registration Dashboard. 

 Learn More

 

Honor a Mentor with a Tribute Gift 

 Has someone motivated or inspired you throughout your career? Recognize and honor your

mentor with a Tribute Gift to the Foundation. 

 Learn More

 
Send questions, comments or potential news items. 
 The submission deadline is 2 p.m. Central Time on the Thursday prior to publication. 
  
 
Note: Links may become inactive over time. 
  
 
Eat Right Weekly is emailed each Wednesday to all Academy members.

 

Eat Right Weekly is a benefit for members of the Academy of Nutrition and Dietetics. If you prefer

not to receive Eat Right Weekly, simply follow this link to unsubscribe. 
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12. Lifestyle intervention during pregnancy may limit weight gain

From: Nutrition and Dietetics SmartBrief <eatrightpro@smartbrief.com>

To: dmartin@burke.k12.ga.us

Sent Date: Sep 10, 2018 13:39:12

Subject: Lifestyle intervention during pregnancy may limit weight gain

Attachment:

Nutrition and Dietetics SmartBrief 

Early-life sleep program tied to reduced obesity risk in childhood | RD designs workplace weight-

loss program | Liquid from canned foods can add flavor to recipes 
Created for dmartin@burke.k12.ga.us |  Web Version September 10, 2018 Connect with the
Academy News for food, nutrition and health professionals SIGN UP    FORWARD Healthy Start 
Early-life sleep program tied to reduced obesity risk in childhood 

Babies who participated in a sleep intervention were nearly 50% less likely to develop obesity at

age 2, compared with those who didn't receive the sleep intervention, according to a study in the

American Journal of Clinical Nutrition. However, the findings didn't show reduced odds of obesity

among those whose families underwent a nutrition and physical activity intervention. 
Deccan Chronicle (India)/Asian News International (9/7)  
    
Dietary Health 
RD designs workplace weight-loss program 

Registered dietitian Rose Trevouledes designed a workplace-based weight-loss program that

helped half of the participating employees at Thermal Products Solutions in New Columbia, Pa.,

drop a significant number of pounds. The program, which Trevouledes has used at other

companies, included group meetings and meal planning. 
The Daily Item (Sunbury, Pa.) (9/10)  
    
Liquid from canned foods can add flavor to recipes 

The liquid from cans of beans, mandarin oranges or artichokes can be used in cooking and baking

to add flavor and reduce waste, said registered dietitian Toby Amidor. Registered dietitian

nutritionist Sharon Palmer uses canned bean liquids to make aquafaba, which can be whipped

into a meringue and used instead of eggs in baking. 
U.S. News &World Report (9/7)  
    
Science &Research 
Lifestyle intervention during pregnancy may limit weight gain 

A federal study of 1,150 overweight women published in Obesity found that pregnant women in a

diet and exercise program gained an average of four pounds fewer than those in the control group,

and were 48% less likely to exceed the recommended amount of weight gain. However, the rate of

major pregnancy complications did not differ between the groups. 
The New York Times (tiered subscription model) (9/6)  
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Study evaluates effects of fasting diets 

A study published in the journal Cell Metabolism found mice that were meal-fed or had restricted

calories had better overall health and longevity and less age-related damage to internal organs,

compared with mice that could eat whenever they wanted. The calorie-restricted mice also had

better fasting glucose and insulin levels, compared with meal-fed mice. 
Newsweek (9/7)  
    
Prevention &Well-Being 
Half of Americans misuse Rx drugs, study finds 

A new analysis from Quest Diagnostics found that the rate of prescription drug misuse was 52%

last year, unchanged from 2016. The study, based on analysis of 3.9 million clinical drug

monitoring tests from 2011 to 2017, found use of nonprescribed opioids and amphetamines

among patients seen by a primary care doctor or pain specialist fell from 2016 to 2017, but use of

nonprescribed and illicit drugs surged among those who were tested while at a substance abuse

treatment center. 
Modern Healthcare (tiered subscription model) (9/7)  
    
CDC: Perinatal mortality stable in US from 2014 to 2016 

A data brief from the CDC's National Center for Health Statistics showed that perinatal mortality in

the US held steady at 6.0 deaths per 1,000 births and late fetal deaths from 2014 to 2016.

"Compared with the U.S. rate of 6.00, the perinatal mortality rate was lower in 10 states, higher in

14 states, and not significantly different for 25 states and the District of Columbia," the report said. 
Physician's Briefing/HealthDay News (9/6)  
    
Study: Risk of early menopause not linked to amount of exercise 

An analysis of data from more than 107,000 US women aged 25 to 42 followed for 20 years

showed that physical activity at any age did not affect the risk of early onset of menopause. The

research findings were published in the journal Human Reproduction. 
HealthDay News (9/7)  
    
Institutional Foodservice 
"Georgia Grown" section features local fare 

An elementary school in Georgia features a "Georgia Grown" section in its cafeteria as part of its

farm-to-school program. The school recently was recognized by the state with a Golden Radish

Award for its efforts to integrate farming into the school environment. 
The Macon Telegraph (Ga.) (9/7)  
    
Recipe of the Day 

Summer peach smoothie 

This simple, flavorful drink is made with a fresh peach, yogurt, strawberries and coconut water.

Nutrition Hungry
    
Academy News 
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September/October 2018 issue of Food &Nutrition Magazine® available 

The latest issue of Food &Nutrition features articles on hot topics such as medical cannabis use

and intermittent fasting; RDN-developed recipes; a spotlight on Vietnamese cuisine; and FNCE®-

related content, including a Washington, D.C., restaurant guide, new programming and features,

and more. View the current issue online or on the app. 
    

September Spotlight on Malnutrition: Academy Foundation award winners 

In connection with the Academy's September Spotlight on Malnutrition, the Foundation announces

the 2018 Abbott Nutrition Alliance Award winners: Valarie Chudzinski, MA, RDN, LDN; Anne

Coltman, MS, RDN, LDN, CNSC; Kathy Irwin, MS, RD, LDN, CNSC; and Byron Richard, MS, RD,

CDE. The $1,400 award recognizes members working in a hospital setting who have made

significant contributions to improve awareness and take action to address malnutrition. 
    
Learn more about Academy: eatrightPRO |  About the Academy |  Academy Membership  
Advocacy |  eatrightSTORE     Pineapple juice adds a nice level of acidity and sweetness to
everything from salad dressings to marinades. Culinary nutritionist Sara Haas, as quoted by U.S.
News &World Report 
    

    News and editorial content for this brief is curated by SmartBrief editors, and is not selected by

the Academy of Nutrition and Dietetics, with the exception of the Academy News section. Sign Up 

SmartBrief offers 200+ newsletters Advertise Learn more about the SmartBrief audience

Subscriber Tools: 
Manage Subscriptions 
Update Your Profile 
Unsubscribe 
Send Feedback 
Archive 
Search 

Contact Us: 

Advertising  -  Chris Warne 

P: 646.462.4647 

Editor  -  Kathryn Doherty 

Mailing Address:  

SmartBrief, Inc.®, 555 11th ST NW, Suite 600, Washington, DC 20004 

© 1999-2018 SmartBrief, Inc.®  
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13. Eat Right Weekly

From: Eatright Weekly <weekly@eatright.org>

To: Donna S Martin RDN LD SNS EDS FAND <DMartin@burke.k12.ga.us>

Hidden

recipients:

dmartin@burke.k12.ga.us

Sent Date: Sep 05, 2018 12:56:07

Subject: Eat Right Weekly

Attachment:

Eat Right Weekly 

Eat Right Weekly brings you all the news and info that affects you!

 

Having trouble viewing this e-mail? View it in your browser.

 

Connect with the Academy:

 

September 5, 2018

 

Quick Links: On the Pulse of Public Policy | CPE Corner | Career Resources | Research

Announcements 

 Academy Member Updates | Academy Foundation News

 
ON THE PULSE OF PUBLIC POLICY

 

September 12 and 13: Spotlight on Adult and Senior Malnutrition 

 Malnutrition is a leading cause of morbidity and mortality, especially among older adults. Up to

half of adults 65 and older and as many as 39 percent of older adult patients may be malnourished

or at risk. Malnourished adults are five times more likely to die during a hospitalization and 54

percent more likely to be readmitted. Learn more about the transition from hospital to community

in a September 12 members-only webinar. The webinar begins at noon Central time and offers 1

CPEU. Registration is limited to 1,000 participants; those not able to attend live can listen to a

recorded version. On September 13 at noon Central time, the Academy will host a Twitter chat

with experts from the Healthy Aging and Dietetics in Health Care Communities dietetic practice

groups. Join using the hashtag #MalnutritionChat. These events are part of the Academy's

September Spotlight on Malnutrition. 

 Learn More

 

September 19 and 20: Spotlight on Special Populations and Malnutrition 

 Identifying and treating malnutrition can be especially challenging when assessing special patient

populations. Learn more in a September 19 members-only webinar. The webinar begins at noon

Central time and offers 1 CPEU. Registration is limited to 1,000 participants; those not able to
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attend live can listen to a recorded version. On September 20 at noon Central time, the Academy

will host a Twitter chat with experts from the Vegetarian Nutrition, Weight Management, Women's

Health, Behavioral Health Nutrition and Oncology Nutrition dietetic practice groups. Join using the

hashtag #MalnutritionChat. These events are part of the Academy's September Spotlight on

Malnutrition. 

 Learn More

 

Call for Nominations: 2020-2025 Dietary Guidelines Advisory Committee 

 The U.S. Departments of Agriculture and Health and Human Services have issued a call for

nominations to serve on the 2020-2025 Dietary Guidelines Advisory Committee. Information is

available on the nominations process and the refined topics and scientific questions that will shape

the areas of expertise needed on the DGAC. Nominations are due October 6; however, members

who are interested in either serving on the committee or nominating others are encouraged to

contact Nathaniel Stritzinger nstritzinger@eatright.org, who is coordinating the Academy's

nominations to the agencies, by September 21. The Academy has been working with partners in

the National Alliance for Nutrition and Activity coalition to meet with congressional offices, USDA

and HHS to highlight important topics that the Dietary Guidelines for Americans should cover, and

to discuss the strength of nutrition science and the upcoming DGA process. Academy members

regularly serve on Dietary Guidelines Advisory Committees, work at federal agencies helping to

develop and implement the Dietary Guidelines and influence them through the regulatory

comment process. 

 Learn More

 

Buy a "Brick": Build the Pathway to Nutrition Policy Goals 

 Academy members can help build a "Pathway to Nutrition Policy Goals": Support the Academy's

political action committee ANDPAC and your profession in a new campaign that will run through

the Food &Nutrition Conference &Expo. Members who contribute in advance of FNCE will receive

a commemorative "brick" on the walkway. The bricks, made of corrugated fiberboard, can be

inscribed with the donor's name, in memory or in honor of another person, or another inscription of

your choice depending on space. Suggested donations are $20 for one brick, $35 for two or $50

for three. 

 Learn More

 

ANDPAC Accepts Only Contributions from Academy Members 

 It is a common myth that the Academy's political action committee ANDPAC takes money from

incorporated entities for candidates. In fact, ANDPAC may only accept contributions for candidates

from Academy members. Donations from incorporated entities can be used only for ANDPAC's

administrative fund. 

 Learn More

 
CPE CORNER
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September 13 Live Webinar: Pancreatic Enzyme Replacement Therapy in Exocrine Pancreatic

Insufficiency 

 Receive an overview of exocrine pancreatic insufficiency and its common treatment, pancreatic

enzyme replacement therapy, in a September 13 webinar. The webinar offers 1 CPEU. 

 Learn More

 

Lifelong Learning Webinar Series 

 Earn Continuing Professional Education credits at your convenience through the Academy's suite

of recorded educational webinars, covering emerging clinical topics, reimbursement issues,

practice methods and more. 

 Learn More

 

Call for Webinars 

 Do you have an idea for a webinar that would benefit nutrition and dietetics professionals, and

share your knowledge in a particular subject area? The Academy is seeking proposals on

beginner, intermediate and advanced-level topics. 

 Learn More

 

FNCE On-Demand Library 

 Attend FNCE all year. View recorded educational sessions from the comfort of your home or

office and earn continuing professional education credits for your portfolio. Visit the all-new FNCE

On-Demand Library. 

 Learn More

 

Through October 3: Half Off on FNCE 2015 Recordings 

 Earn continuing education credits from 2015 Food &Nutrition Conference &Expo session

recordings. Through October 3, visit the FNCE On-Demand Library and enter promo code

FNCE2015 to receive 50 percent off full conference or individual session access. 

 Learn More

 

Online Certificate of Training Program: Public Health Nutrition 

 Develop competency and earn CPEUs online with a new program concerning the emerging and

exciting area of public health nutrition. The Level 2 program consists of five modules covering the

foundations of public health nutrition, developing, implementing and evaluating a plan and more.

This program has been developed by the Academy's Center for Lifelong Learning and planned

with the Association of State Public Health Nutritionists, Committee for Public Health/Community

Nutrition and the Public Health/Community Nutrition dietetic practice group. 

 Learn More

 

Certificate of Training Program: Informatics in Nutrition 

 Keep up with the rapidly changing world of health care: The Academy's Center for Lifelong
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Learning, planned with the Nutrition Informatics Committee, the NIC Consumer Health Informatics

Workgroup and the Interoperability and Standards Committee, offers this program to ensure

nutrition professionals stay up-to-date with the latest methods of processing and using data in all

areas of the profession. The program covers every facet of informatics, including Electronic Health

Records, security and ethics, utilizing data and more. The information in this program can be

successfully used on a daily basis. 

 Learn More

 

Revised: Food Allergy Management Certificate of Training Program 

 The Center for Lifelong Learning, with experts in food allergy management, has completed a full

update of the online certificate program with a focus on food allergy management. The update

includes the latest research and recommendations on preventing peanut allergies as well as

additional information on managing food allergens in schools and foodservice. Members enjoy a

reduced rate of $24 for each module. 

 Learn More

 

Certificate of Training Program: Integrative and Functional Nutrition 

 Develop competency and earn CPEUs online with a new program on digestive health, dietary

supplements, inflammation and more. This certificate of training program was planned by the

Academy's Center for Lifelong Learning and the Dietitians in Integrative and Functional Medicine

dietetic practice group. Don't miss out on the opportunity to become an expert in this rapidly

growing field. 

 Learn More

 

Revised Certificate of Training Program: Developing Your Role as Leader 

 The Center for Lifelong Learning introduces updates and a revision to the online certificate

program with a focus on enhancing leadership skills for all members. 

 Learn More

 

Revised Certificate of Training Program: Executive Management 

 The Center for Lifelong Learning introduces updates and a revision to the online certificate

program with a focus on enhancing executive management skills for all members. 

 Learn More

 

Certificate of Training Program: Chronic Kidney Disease Nutrition Management 

 Learn about the most recent population data from USRDS and NHANES and recently revised

recommendations for sodium intake and blood pressure control. 

 Learn More

 

Certificate of Training Program: Vegetarian Nutrition 

 A growing trend offers registered dietitian nutritionists opportunities to be the go-to source for

tailoring a healthy vegetarian diet. A new online certificate program prepares RDNs to excel in this
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specialty. 

 Learn More

 

Certificate of Training Program: Supermarket Business and Industry Skills to Thrive in Retail

Dietetics 

 Learn business basics, influence the retail environment, create return on investment, build and

nurture community and business relationships and understand the roles and responsibilities of

today's retail dietitian. 

 Learn More

 

Certificate of Training Program: Culinary Nutrition 

 The Center for Lifelong Learning, with the Food and Culinary Professionals dietetic practice

group, offers a new program to prepare registered dietitian nutritionists to excel in the fast-growing

field of culinary nutrition. Topics such as planning healthy meals, food safety, preparation

techniques and more are covered. 

 Learn More

 

Certificate of Training in Obesity Interventions for Adults 

 Registration is open for the Certificate of Training in Obesity Interventions for Adults program to

be held October 18 to 19 in Washington, D.C. Registration will open in the fall for programs on

March 14 to 15, 2019, in St. Louis, Mo.; April 12 to 13 in Raleigh, N.C.; and June 21 to 22 in Long

Beach, Calif. 

 Learn More

 

Certificate of Training: Childhood and Adolescent Weight Management 

 Registration is open for the Certificate of Training in Childhood and Adolescent Weight

Management Program to be held November 1 to 3 in Pittsburgh, Pa. Registration will open in the

fall for a program on May 9 to 11, 2019, in Milwaukee, Wis. 

 Learn More

 
CAREER RESOURCES

 

ACEND's September Standards News 

 The Accreditation Council for Education in Nutrition and Dietetics' September Standards News is

now available. 

 Learn More

 

Updated NIDDK Publication: Diabetes in America 

 The National Institute of Diabetes and Digestive and Kidney Diseases has published Diabetes in

America (3rd ed.). This compendium, developed by researchers at NIDDK and leading experts, is

a one-stop source for crucial information on diabetes and its complications. The book's 42

chapters can be downloaded on NIDDK's website. 
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 Learn More

 

New Issue: MNT Provider 

 What do right turns have to do with an MNT business practice? Why are patients not meeting with

a registered dietitian nutritionist despite studies showing MNT may slow chronic kidney disease?

Find out in the latest issue of the MNT Provider. 

 Learn More

 

Are You Seeking Your Next Job? 

 View new job listings every month on EatRight Careers. Post your resume, find career resources,

respond directly to job listings and receive email alerts about new positions - all free for Academy

members. 

 Learn More

 

Focus Area Standards for RDNs: Diabetes Care 

 The Standards of Professional Performance for RDNs in Diabetes Care are available in the Focus

Area Standards for RDNs Collection on the Journal of the Academy of Nutrition and Dietetics'

website. These tools are used for self-evaluation, professional development and advancement,

and include measurable indicators and role examples. 

 Learn More

 

Focus Area Standards for CDR Specialist Credentials for RDNs in Oncology Nutrition 

 The Standards of Practice and Standards of Professional Performance for RDNs in Oncology

Nutrition are available in the Focus Area Standards for CDR Specialist Credentials Collection on

the Journal of the Academy of Nutrition and Dietetics' website. These resources direct RDNs

concentrating in specialty areas and within patient/client care and nutrition-related professional

service settings. These RDN tools are used for self-evaluation, professional development and

advancement. The standards align with the Commission on Dietetic Registration board

certifications CSP, CSR, CSG, CSSD, CSO, CSOWM and CSPCC. 

 Learn More

 

November 15 Application Deadline: Pediatric Nutrition Care Manual Board of Editors 

 The Academy is seeking applicants for the Pediatric Nutrition Care Manual's Board of Editors.

Applicants must be registered dietitian nutritionists who work in the area of pediatric clinical

nutrition, among other qualifications. Members of the Board of Editors serve a three-year

renewable term that will begin in the fall. The application deadline is November 15. 

 Learn More

 

Updated Guide: Communicate Nutrition Information to Spanish-Speaking Clients 

 The updated Pocket Guide to Spanish for the Nutrition Professional (3rd ed.) helps readers to

become more comfortable with conversational Spanish related to food, nutrition, eating and health,

and to improve their understanding of Latino culture. Your purchase includes access to more than
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90 downloadable color food cards in English and Spanish with pronunciations, standard serving

sizes and images. 

 Learn More

 

Recently Updated: Stay Current with Nutrition Care Manual 

 The essential Nutrition Care Manual, with information and resources covering more than 200

topics, now ofers even more. From clinical updates in the cardiovascular disease, dysphagia and

gastrointestinal sections to new and updated client education handouts on heart-healthy fats,

vitamin D and cholesterol-lowering nutrition therapy, the updated NCM is the nutrition manual that

best suits your needs. 

 Learn More

 

AADE Resources: Use Your Academy Member Discount 

 New resources from American Association of Diabetes Educators are filled with content pertinent

to nutrition and dietetics professionals. Through the Academy's exclusive partnership with the

diabetes education leaders at AADE, you can access publications with your Academy member

discount, including: Diabetes Education Curriculum: A Guide to Successful Self-Management (2nd

ed.); The Art and Science of Diabetes Self-Management Education Desk Reference (4th ed.);

Review Guide for the Certified Diabetes Educator Exam (4th ed.); and Quick Guide to Medications

(7th ed.).

 

New: Examination Study Resources 

 The new Study Guides for the Registration Examination for Dietitians (10th ed., catalog #062517)

and for Dietetic Technicians (7th ed., catalog #063017) are now available. Each guide includes a

comprehensive outline based on the examination content specifications implemented January 1,

2017; suggested references and tips; print copies of the practice examinations; and two single-use

vouchers to use when accessing the online exams. The cost of each study guide is $60. 

 Learn More

 

Easy Access to Evidence Analysis Library Guideline Recommendations 

 Practical, quick-reference tools are available for your pocket or electronic device. Get graded

recommendations for screening, referral, assessment, intervention and monitoring of the special

nutritional needs of patients with heart failure, gestational diabetes mellitus and Type 1 and Type 2

diabetes. 

 Learn More

 

Diverse Flavors and Healthy Meal Plans: Together at Last 

 Use the Academy's Diabetes Guide to Enjoying Foods of the World to help your clients learn to

quickly identify the best choices for their meal plan, whether preparing foods at home, eating in

restaurants or traveling abroad. This 72-page guide covers 11 popular cuisines: Chinese, Cuban,

French, Greek, Indian, Italian, Japanese, Mexican, Moroccan, Peruvian and Thai. Available as a

single copy or in packs of 10.
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New Interactive Handout: Teach Clients the Plate Method for Healthy Eating 

 Ideal for registered dietitian nutritionists working with clients on weight control, healthy eating and

diabetes, Dish Up a Healthy Meal helps you explain the popular plate method for portion control

and healthy eating in an engaging and interactive manner. This tearpad of 50 colorful, placemat-

sized handouts includes tips for choosing healthful options from each MyPlate food group and

offers a place to create a customized meal plan. 

 Learn More

 

Straightforward Approach to Optimal Aging 

 The Academy's new book Food &Fitness After 50 translates the latest science on aging, nutrition

and exercise into simple, actionable steps. The authors share personal experiences and offer a

common-sense approach to help readers learn what it takes to control food choices and fitness

strategies while navigating their 50s, 60s, 70s and beyond. Readers will learn to embrace aging,

accept challenges and gain the confidence to eat well, move well and be well. 

 Learn More

 

Print Version of NCPT Manual Now Available 

 For those who love printed books, the Academy's Abridged Nutrition Care Process Terminology

Reference Manual is now available. The book offers a subset of the 2017 NCPT plus a one-year

individual subscription to the complete online eNCPT manual. Also included are the essential

practice tools: the NCP term lists, NCP snapshots, nutrition assessment matrix and nutrition

diagnosis matrix. 

 Learn More

 

Blueprint for Opening and Growing Your Practice 

 Written by two experienced and successful private practitioners, Making Nutrition Your Business:

Building a Successful Private Practice (2nd ed.) provides detailed advice on marketing, billing and

reimbursement, getting clients to return and more. This is a must-read for all dietetics

professionals who aspire to go out on their own. 

 Learn More

 

Step Up Your Game with 6th Edition of Sports Nutrition Handbook 

 Authoritative, practical and updated, the Academy's Sports Nutrition: A Handbook for

Professionals (6th ed.) offers timely research and evidence-based advice for working with athletes

at all levels. Written and reviewed by sports registered dietitian nutritionists and exercise experts,

the new edition incorporates theoretical and practical information with key takeaways for easy

implementation in daily practice. 

 Learn More

 

Become an Expert in Malnutrition Assessment with One Handy Guide 

 The second edition of the NFPE Pocket Guide provides the tools you need for malnutrition
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assessment, documentation and coding. It includes the adult malnutrition characteristics chart, a

physical exam table describing muscle and fat wasting, micronutrient deficiencies and toxicities,

edema charts and more. 

 Learn More

 

The Food and Nutrition Gold Standard: Updated and Comprehensive 

 Whether addressing nutrition questions from clients, consumers, students or others, the fifth

edition of the Academy of Nutrition and Dietetics Complete Food &Nutrition Guide is the ultimate

resource for communicating science-based advice and answers on a myriad of topics. More

comprehensive than ever, this guide has been updated to reflect the 2015-2020 Dietary

Guidelines for Americans, Academy positions and the most recent and authoritative public health

guidelines. 

 Learn More

 

Keep Your Clients Informed with Educational Handouts 

 With a colorful design, engaging format and short, clearly defined sections, these brochures are

easy to read for clients who may be unfamiliar with a variety of nutrition topics. The latest

brochures cover the hottest topics, such as gluten-free eating, smart snacking, added sugars,

Mediterranean-style eating and more. 

 Learn More

 

Write Better Nutrition Diagnosis (PES) Statements with Electronic Nutrition Care Process

Terminology 

 The eNCPT is an online, mobile-friendly tool containing a comprehensive explanation of the

Nutrition Care Process and standardized terminology, which can help improve care team

communication. Subscribers have access to the most up-to-date terminology, free access to the

Electronic Health Records Toolkit and translations available in six languages. Using NCPT can

help you improve your documentation so doctors and nurses can quickly read your note,

understand the patient's nutrition problem and support the nutrition care plan. Learn how eNCPT

can make a positive impact on your effectiveness. 

 Learn More

 

Success Starts with eatrightPREP for the RDN Exam 

 Put yourself in the best position to pass the RDN exam with this comprehensive and convenient

resource from the Academy. eatrightPREP goes above and beyond what any book can do, with an

exam study plan including more than 900 questions, unlimited access to three full-length practice

exams and performance statistics to identify your strengths and target weaknesses. eatrightPREP

complies with the Commission on Dietetic Registration's 2017 Test Specifications, better preparing

the student for the exam. 

 Learn More
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RESEARCH ANNOUNCEMENTS

 

In September: 2018 eNCPT 

 The Academy will release the 2018 edition of the Electronic Nutrition Care Process Terminology

in September. This release will be automatic and seamless for all current eNCPT subscribers. Key

updates include an expansion of the malnutrition terminology to include severity descriptors, PES

statement examples for various practice settings, updated terminology sheets and more. Full

details of all changes will be available to eNCPT subscribers. 

 Learn More

 

Advance Practice with Real-World Data 

 Help advance the value of registered dietitian nutritionists' services Use the Academy of Nutrition

and Dietetics Health Informatics Infrastructure to track patient outcomes and identify interventions

that work. Every visit entry added to ANDHII's Dietetics Outcomes Registry contributes to real-

world research on nutrition outcomes and RDNs' effectiveness. ANDHII is available for free to all

Academy members and CDR-credentialed practitioners, including Student members. Students can

also use ANDHII to improve your understanding and application of the Nutrition Care Process and

Terminology. 

 Learn More

 
ACADEMY MEMBER UPDATES

 

September 6 Deadline: Register to Audit Fall House of Delegates Meeting 

 The House of Delegates will conduct its fall 2018 meeting October 19 to 20 in Washington, D.C.

The dialogue topic is "The Deliberative Body's Role in Leading Together for Good Governance."

Academy members who are not HOD delegates can register to audit the meeting. Informational

materials will be available soon. The registration deadline is September 6. Space is limited and

members will be accommodated on a first-come, first-served basis. 

 Learn More

 

FNCE: Early Registration Rate Ends September 7 

 Attend the 2018 Food &Nutrition Conference &Expo, October 20-23 in Washington, D.C., to

experience new, innovative learning opportunities including a Current Events track, interactive

debates and Learning Lounge 15-minute high level discussions. An exciting educational program

has been developed to meet all your professional development needs. Register for FNCE and

save with the early-bird discount through September 7. A convenient payment plan is available.

And use the Talk FNCE to Your Employer toolkit to seek to seek registration reimbursement.

 

New Issue: Food &Nutrition Magazine 

 The September/October issue of Food &Nutrition features articles on hot topics such as medical

cannabis use and intermittent fasting; RDN-developed recipes; a spotlight on Vietnamese cuisine;

and content related to the Food &Nutrition Conference &Expo, including a Washington, D.C.,
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restaurant guide, new programming and more. Download the F&N app to view the issue online.

Hard copies will be mailed soon. 

 Learn More

 

Nominations for 2019 Election 

 The Nominating Committee is seeking leaders with proven skills and vision to further the

profession. The Academy's 2019 national election will be held February 1 to 15. Nominations for

president-elect, speaker-elect and treasurer-elect have closed. Nominations for all other positions

are due by October 26. 

 Learn More

 

School Spirit: Bring Students to FNCE 

 Educators: Give your students the best possible start in dietetics and bring them to the Food

&Nutrition Conference &Expo, October 20 to 23 in Washington, D.C. The Academy will recognize

four education programs, one for each type (Didactic Program in Dietetics, Dietetic Internship,

Coordinated Program in Dietetics and Dietetic Technician Program). The four programs that bring

the highest percentage of their students to FNCE will receive special recognition with President

Mary Russell, MS, RDN, LDN, FAND, and a complimentary self/group study program recording.

Submit the total enrollment in your program, the number of students attending FNCE and the

percentage this represents by October 1 to education@eatright.org.

 

November 15 Submission Deadline: Educational Sessions for FNCE 2019 

 For the 2019 Food &Nutrition Conference &Expo, October 26 to 29 in Philadelphia, Pa., the

Academy is seeking innovative, cutting-edge educational sessions that will make an impact. The

deadline to submit a proposal is November 15. 

 Learn More

 
ACADEMY FOUNDATION NEWS

 

Now Available: Disaster Relief Fund Application 

 The Foundation's Disaster Relief Fund provides up to $2,500 through the Life Rebuilding fund for

personal rebuilding efforts and up to $500 through the CDR Professional Rebuilding fund for

professional and continuing education activities. Applications must be received within three

months of the disaster to qualify for assistance. 

 Learn More

 

Wimpfheimer-Guggenheim International Lecture at FNCE 

 The 2018 Wimpfheimer-Guggenheim International Lecture "Innovative Partnerships: How

Collaboration Leads to Stronger Global Dietitians" will be presented October 21 at the Food

&Nutrition Conference &Expo. The session will highlight the work of two organizations that are

identifying nutrition educational needs and training dietitians and nutritionists in low-resource

settings around the world. 
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 Learn More

 

September Spotlight on Malnutrition: Foundation Award Winners 

 In connection with the Academy's Spotlight on Malnutrition, the Foundation announces the 2018

Abbott Nutrition Alliance Award winners. The $1,400 award recognizes members working in a

hospital setting who have made significant contributions to improve awareness and take action to

address malnutrition. This year's winners are Valarie Chudzinski, MA, RDN, LDN; Anne Coltman,

MS, RDN, LDN, CNSC; Kathy Irwin, MS, RD, LDN, CNSC; and Byron Richard, MS, RD, CDE. 

 Learn More

 

Apply to Be a University Host: Foundation's Global Nutrition Exchange Program 

 Through the Wimpfheimer-Guggenheim Fund for International Exchange in Nutrition, Dietetics

and Management, the Foundation will support a pilot Global Nutrition Exchange Program that

provides grant support for a university partner to coordinate a four-week learning experience for a

visiting nutrition professional from Karlsruhe, Germany. 

 Learn More

 

Updated International Directories for Professionals and Students 

 The Foundation's updated International Directories can be used by practitioners as well as

graduates with baccalaureate (or equivalent) or graduate degrees interested in pursuing global

experiences. 

 Learn More

 
Send questions, comments or potential news items. 
 The submission deadline is 2 p.m. Central Time on the Thursday prior to publication. 
  
 
Note: Links may become inactive over time. 
  
 
Eat Right Weekly is emailed each Wednesday to all Academy members.

 

Eat Right Weekly is a benefit for members of the Academy of Nutrition and Dietetics. If you prefer

not to receive Eat Right Weekly, simply follow this link to unsubscribe. 

  

You are currently subscribed as: DMartin@burke.k12.ga.us

 

Headquarters | Academy of Nutrition and Dietetics 

 120 South Riverside Plaza | Suite 2190 | Chicago, Illinois 60606-6995 

  

Copyright Academy of Nutrition and Dietetics 2016. All Rights Reserved.
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14. Re: INVITATION to participate in an HER-RWJF Expert Panel

From: Patricia Babjak <PBABJAK@eatright.org>

To: Megan Lott, M.P.H. <megan.lott@duke.edu>

Cc: peark02@outlook.com <peark02@outlook.com>, Terri Raymond

(TJRaymond@aol.com) <TJRaymond@aol.com>, DMartin@Burke.k12.ga.us

<DMartin@Burke.k12.ga.us>, Stephen.Daniels@childrenscolorado.org

<Stephen.Daniels@childrenscolorado.org>, Mary Story, Ph.D.

<mary.story@duke.edu>, lbechard@comcast.net <lbechard@comcast.net>,

Alison Steiber <ASteiber@eatright.org>

Hidden

recipients:

dmartin@burke.k12.ga.us

Sent Date: Aug 31, 2018 16:46:12

Subject: Re: INVITATION to participate in an HER-RWJF Expert Panel

Attachment: Bechard CV July 2018.pdf
Steiber CV 3 17.pdf

Dear Megan, 

 

Thank you again for inviting the Academy to participate on the Healthy Eating Research Panel of

the Robert Wood Johnson Foundation to develop a consensus statement for healthy beverage

consumption recommendations in early childhood. I am pleased to inform you Lori Bechard, PhD,

RDN, and Alison Steiber PhD, RDN, will serve as the Academy’s representatives on the panel.

Their curriculum vitaes are attached, and they both have accepted the appointment.  Please

communicate directly with Lori and Alison regarding upcoming calls and other expert panel details.

Their contact information follows.  

 

Lori Bechard, PhD, RDN 

 P.O. Box 342 

 2188 Main Street 

 West Barnstable, MA 02668-0342

 
lbechard@comcast.net 

508-360-1306

 

 

Alison Steiber, PhD, RDN

 

Chief Science Officer

 

Research, International and Scientific Affairs
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Curriculum Vitae 
 
Date prepared:  July 19, 2018 
 
Name:   Lori J. Bechard, Ph.D., M.Ed., R.D. 
 
Office Address: Division of Critical Care Medicine 


Bader 634 
Boston Children’s Hospital 
300 Longwood Avenue 
Boston, MA 02115 


   617-919-6180 
   lori.bechard@childrens.harvard.edu 
 
Home Address:  P.O. Box 342      


2188 Main Street       
West Barnstable, MA  02668   
508-360-1306 
lbechard@comcast.net 


 
Education 
2014   Doctor of Philosophy in Health Sciences, Nutrition track 
Rutgers University School of Health Related Professions, Newark, NJ     GPA 4.0 
 
Thesis: The relationship between nutritional status and clinical outcomes in critically ill children 
[dissertation] - an international multicenter cohort study.                      
 
1995   Master of Education in Nutrition Education 
Framingham State College, Framingham, MA 
 
1989    Bachelor of Science in Dietetics, clinical emphasis 
University of Vermont, Burlington, VT 
 
Academic Positions 
2016-   Research Associate in Anaesthesia 
Harvard Medical School, Boston, MA 
Mentored and collaborated with clinical nutrition and pediatric critical care faculty and staff on 
selected nutrition research projects. 
 
2014-   Lecturer 
Northeastern University, College of Professional Studies, Boston, MA 
Instructor for Applied Research in Nutrition course, Master’s program in Applied Nutrition. 
 



mailto:lori.bechard@childrens.harvard.edu

mailto:lbechard@comcast.net





2014- 2015  Instructor in Pediatrics 
Clinical Research Associate, Harvard Digestive Disease Center 


Harvard Medical School, Boston, MA 
Mentored and precepted clinical nutrition staff and junior faculty on selected nutrition research 
projects 
 
2012-   Adjunct Instructor    
Rutgers University, School of Health Professions, Newark, NJ 
Graduate Co-Instructor for Pediatric Nutrition course, 2013; Teaching Assistant for Literature 
Review course, 2012 


 
1996   Instructor     
Framingham State College, Framingham, MA 
Developed and instructed Pediatric Nutrition graduate course 
 
Professional Positions 
2017-   Academic Consultant, Applied Nutrition Program 
Northeastern University, College of Professional Studies, Boston, MA 
Serve as lead faculty for the Master of Science in Applied Nutrition graduate degree program. 
Review student applications, course planning, faculty mentoring and organizational 
development. Coordinate academic quality measures within program. 
  
2016-   Clinical Research Manager, Pediatric Critical Care Nutrition 
Boston Children’s Hospital, Boston, MA 
 Major Responsibilities: 


• Develop and lead Pediatric Critical Care Nutrition research program for strategic funding 
opportunities, in conjunction with medical director and program investigators 


• Manage ongoing multidisciplinary nutrition research projects, including quality 
improvement, malnutrition screening, and nutrition care practices in pediatric intensive 
care units 


• Collaborate across departments to mentor clinical nutrition staff and cultivate research 
agenda 


• Direct Pediatric International Nutrition Study, an international, multicenter collaborative 
effort examining nutrition practices and clinical outcomes among PICUs worldwide.  
Third study developed and underway in  2018. 
 


2015-2016  Associate Director, Clinical Sciences 
Nestle Nutrition, Florham Park, NJ 


Major Responsibilities: 
Leadership and Team Direction 
• Ensure professional development of clinical nutrition scientists and provide effective and 


efficient structure 







• Develop and achieve scientific goals and work with business management to achieve 
established corporate goals 


• Manage departmental and research budget 
Scientific Substantiation and Clinical Research 
• Translate and substantiate scientific data in support of product claims and benefits.  
• Manage and leverage scientific and clinical rationales for product disposition  
• Strategize and direct clinical research activities in support of new and existing products 


and claims 
• Design, develop, and execute clinical trials in support of business objectives for US 


market, and support global clinical trial activities.   
 
2007-2015  Clinical Nutrition Specialist III   
1997-2007  Clinical Nutrition Specialist II  
Boston Children’s Hospital, Boston, MA 


Major Responsibilities: 
Research 
• Principal Investigator: Safety and tolerability of intravenous fish oil lipid emulsion in 


children undergoing hematopoietic cell transplantation. (2015) 
• Co-investigator: Individualized Metabolic Assessment and Nutritional Optimization in 


Children with Chronic Respiratory Insufficiency (2012-2015) 
• Project leader: Pediatric International Nutrition Survey (2009-2015), a multicenter, 


international investigation of nutrition practices in pediatric intensive care units 
• Consultant: Micronutrients in South African mothers, clinical trial (2009-2015) 
• Co-investigator and research coordinator: Nutrition Support in Pediatric Stem Cell 


Transplantation –“PNTREE” trial (2003-2015) 
• Research site coordinator for clinical trial:  Rotavirus Vaccine for Infants with Short 


Bowel Syndrome (2011-2013) 
• Research coordinator and clinical nutritionist: Nutrition Assessment in Pediatric HIV 


study (2002-2004) 
• Direct projects from concept through all the stages of research investigation with 


numerous papers and contributions to the scientific literature 
Leadership 
• First incumbent Level III Clinical Nutrition Specialist 
• Advanced nutrition assessment methodologies, including indirect calorimetry, 


anthropometrics, nutrient analysis, and bioelectrical impedance analysis 
• Clinical nutrition subject matter expert and super user for Children's Hospital 


Applications for Maximizing Patient Safety (CHAMPS) project (2005-2015) 
• Coordinator of Nutrition Research Group (eNeRGy), a monthly forum for ongoing 


research in the Center for Nutrition 
• Supervisor and mentor to level I and level II dietitians 
• Clinical Nutrition Director and after hours coverage 
 







Clinical  
• Clinical care and coordination of Nutrition Services at the Jimmy Fund Pediatric 


Oncology Clinic  
• Development and coordination of Clinical Indirect Calorimetry program 
• Coverage of various inpatient and outpatient clinical areas including hematopoietic stem 


cell transplant unit, oncology unit, intensive care units, medical/surgical units, 
metabolism service, cardiovascular program 


 
1993-1997  Pediatric Nutrition Support Dietitian  
University of Massachusetts Medical Center, Worcester, MA 


• Clinical nutrition care for intensive care unit, inpatient unit, and hematology/oncology, 
gastroenterology, and Cystic Fibrosis Center clinics 


• Coordination and training of professionals in pediatric nutrition support 
• Development, implementation, and training of professionals in ketogenic diet protocol 
• Preceptor to pediatric residents, medical students, and dietetic interns 
• Supervisor of dietetic technician/diet assistant team 


 
1991-1993  Nutritionist      
Massachusetts General Hospital Health Centers, Chelsea, MA 


• Community nutrition services for WIC and MCH programs in English and Spanish  
• Preceptor to dietetic interns, supervision of WIC staff 
• Breastfeeding promotion coordinator  


 
Internship 
1990-1991  Approved Preprofessional Practice Program in Dietetics  
Framingham State College     Framingham, MA 
 
Licenses/Certification 
1991-   Registered Dietitian, CDR #724233 
1999-2016  Licensed Dietitian/Nutritionist, MA #1669 
1994-2004  Certified Nutrition Support Dietitian 
 
National Professional Committees 
2018-   ASPEN Annual Conference Monitoring Committee 
2018-    ASPEN Abstract Review Committee 
2018-   ASPEN Conference Program Committee 
2018-   Chair-elect, Pediatric Nutrition Practice Group (PNPG) 
2017-   ASPEN Research Committee 
2016-2017  Grants and Awards Chair, PNPG 
2015-2016  Grants and Awards Co-chair, PNPG 
2015-2016  ASPEN Clinical Nutrition Week Monitoring Committee 
2014-2017  ASPEN Publications Review Committee 







2013-2015  Treasurer, PNPG 
2012-2013  Communications Chair, PNPG 
2011-2012  Communications Co-chair, PNPG  
2010-2011  Editor, PNPG Building Block for Life 
2009-2010  Co-editor, PNPG Building Block for Life 
2009 Pediatric Nutrition Symposium planning committee 
2008-2009 Standards of Practice/Standards of Professional Performance Review 


Committee, Oncology Nutrition Practice Group 
 
Local Professional Committees 
2016- Critical Care Fluid and Nutrition Dashboard Committee, Boston Children’s 


Hospital 
2016- ICU nutrition algorithm committee, Boston Children’s Hospital 
2016 Infant Formula Cross-functional Operations Team, Nestle Nutrition 
2015-2016 Prenatal Cross-functional Team, Nestle Nutrition 
2015-2016 Medical, Scientific, and Regulatory Unit Leadership Team, Nestle Nutrition 
2011-2015 Pediatric Clinic Operations Group, Dana-Farber Cancer Institute 
2009-2015  Formula Committee, Children’s Hospital Clinical Nutrition 
2009-2015  Technology Committee, Children’s Hospital Clinical Nutrition 
2009-2015  Critical Care Nutrition Committee, Boston Children’s Hospital  
2007-2009  Nutrition Education Task Force, Boston Children’s Hospital  
2004-2008 Competency Committee, Children’s Hospital Clinical Nutrition 
1994-1995  Chair, Massachusetts Pediatric Nutrition Practice Group 
 
Professional Societies 
2016-2017  Association of Clinical Research Professionals 
2015-2017  Council for Pediatric Nutrition Professionals, NASPGHAN 
2010-   American Society for Nutrition 
2010- Dietitians in Integrative and Functional Medicine 
2008-2010 Oncology Nutrition Practice Group 
1993- Academy of Nutrition and Dietetics (formerly the American Dietetic 


Association) 
1993-   Pediatric Nutrition Practice Group 
1993-   American Society for Parenteral and Enteral Nutrition  
1991-   Massachusetts Pediatric Nutrition Practice Group 
1991-   Massachusetts Dietetic Association 
 
Ad Hoc Editorial Reviews 
2017   Lancet Respiratory Medicine 
2014-   Pediatric Blood and Cancer 
2013-   JAMA Pediatrics 
2012-   Journal of Parenteral and Enteral Nutrition 
2012-   Journal of Clinical Oncology 







2011-   Nutrition in Clinical Practice 
2010-   Bone Marrow Transplantation 
2009   Pediatric Nutrition Care Manual, American Dietetic Association 
2008   Topics in Clinical Nutrition 
 
Thesis Reviews 
2016   Rutgers University, School of Health Related Professions, Doctorate in 
Clinical Nutrition proposal content review. Nancy Sacks, “Evaluation of Nutritional Status in a 
Cohort of Childhood Cancer Survivors with Solid Tumors:  A Longitudinal Study” 
2015   Rutgers University, School of Health Related Professions, Doctorate in 
Clinical Nutrition proposal content review. Katie Barbera, “Tweeting PKU: An exploration of 
Twitter communications in the phenylketonuria community.” 
2013-2014  Rutgers University, School of Health Related Professions, Doctorate in 
Clinical Nutrition pilot research proposal content review. Nancy Sacks, “A Retrospective, 
Longitudinal Evaluation of Nutritional Status in a Cohort of Childhood Cancer Survivors” 
 
Honors, Grants, and Awards 
2017 ASPEN Rhoads Research Foundation Grant, “The consequences of 


malnutrition in mechanically ventilated critically ill children – a multicenter 
prospective cohort study of nutritional practices and clinical outcomes in 
pediatric intensive care units around the world”, Role = Principal 
Investigator.  


2015 Gateway for Cancer Research Grant, “The safety and tolerability of 
intravenous fish oil lipid emulsion in children undergoing hematopoietic 
cell transplantation”, Role = Principal Investigator.  Grant transferred after 
receipt to Boston Children’s Hospital. 


2014 ASPEN Rhoads Research Foundation Grant, “Safety and tolerability of 
intravenous fish oil lipid emulsion during hematopoietic cell transplantation 
in children”, Role = Principal Investigator.  Grant transferred after receipt 
to Boston Children’s Hospital. 


2014 Inquiry Investment Drives Evidence into Action Grant, Nurse Executive 
Committee for Research and Clinical Inquiry, Boston Children’s Hospital, 
“Safety and tolerability of intravenous fish oil lipid emulsion during 
hematopoietic cell transplantation in children”, Role = Principal 
Investigator 


2014 Certificate of Excellence for Outstanding Academic Performance, Rutgers 
School of Health Related Professions 


2014 Clinical Emerging Leader Award Finalist, American Society for Nutrition, 
“The association between nutritional status and mortality in critically ill 
children admitted to the pediatric intensive care unit” 


2013 Clinical Emerging Leader Award Finalist, American Society for Nutrition, 
“Bone loss during hematopoietic cell transplantation in children” 







2012 Jean Hankin Nutritional Epidemiology Grant, “The influence of obesity on 
clinical outcomes in critically ill children”, Role = Principal Investigator 


2012 Glenda Bible/Pediatric Nutrition Scholarship, Academy of Nutrition and 
Dietetics Foundation 


2010 Mead Johnson Scholarship, Academy of Nutrition and Dietetics 
Foundation 


 
Invited Educational Presentations 
2018 Protocol review, A prospective cohort study to evaluate the impact of 


protein intake on outcomes, ICU Nutrition Research Group, Boston 
Children’s Hospital 


2018 Journal review, FEED Trial, Fetterplace et al, JPEN 2018, ICU Nutrition 
Research Group, Boston Children’s Hospital 


2017 Metabolomics and nutrition in the PICU, ICU Nutrition Research Group, 
Boston Children’s Hospital 


2017 Journal review, NUTRIREA-2, Reignier et al, Lancet 2017, ICU Nutrition 
Research Group, Boston Children’s Hospital 


2017 Nourishing recovery from discovery – clinical nutrition research in children 
undergoing cancer treatment and hematopoietic cell transplantation 
(HCT). Oncology Nutrition Dietetic Practice Group live and recorded 
webinar. 


2015 Nutrition research optimizing care in children with cancer.  Nutrition 
symposium lecture and breakout sessions. NASPGHAN 2015, 
Washington, DC 


2015  Research advances in nutrition during hematopoietic cell transplantation in 
children. Clinical Nutrition Week 2015, Long Beach, California. 


2013 Pediatric Clinical Nutrition Research – How do I start? Clinical Nutrition 
Topics, Boston Children’s Hospital. 


2012 Clinical Outcomes of Hospitalized Children – Does Size Matter?  27th 
annual Mid Atlantic Society for Parenteral and Enteral Nutrition 
conference, Charlotte, North Carolina. 


2012 Indirect Calorimetry, hands on session of Advances in Pediatric 
Gastroenterology, Hepatology, and Nutrition 2012, Harvard Medical 
School Continuing Education, Boston Children’s Hospital. 


2011 Energy in Balance: Using indirect calorimetry to target nutrition 
interventions in hospitalized children.  Guest lecturer, University of 
Medicine and Dentistry of New Jersey School of Health Related 
Professions. 


2010 Energy in Balance – using calories in conditions of health and disease.  
Guest lecturer, Northeastern University. 


2010 Pediatric Nutrition Assessment.  Introduction to Pediatric Nutrition, Boston 
Children’s Hospital. 







2010 Cookies and Lemonade - Managing Treatment Induced Side Effects with 
Integrative Nutrition Therapy. Pediatric Integrative Oncology and 
Symptoms Management Symposium, Dana-Farber Cancer Institute, 
Zakim Center for Integrative Therapies. 


2009 Principles and Practice of Anthropometric Measurements. Clinical 
Nutrition Topics, Boston Children’s Hospital. 


2009 Tutorial preceptor, Introduction to Clinical Nutrition, Harvard Medical 
School.  


2009 Energy in Balance: Using indirect calorimetry to target nutrition 
interventions in hospitalized children.  Putting Pediatric Nutrition into 
Practice, Pediatric Nutrition Symposium, Raleigh, North Carolina. 


2008 Food First – A Natural Approach to Integrative Nutrition.  An Introduction 
to Pediatric Integrative Oncology Symposium, Dana-Farber Cancer 
Institute, Zakim Center for Integrative Therapies. 


2008 Indirect Calorimetry, a case presentation.  Clinical Nutrition Topics, Boston 
Children’s Hospital. 


2007 Tutorial preceptor, Nutrition in Clinical Medicine, Harvard Medical School.  
2007 Providing Parenteral Nutrition: How much is too much? 


And how do we know?  Gastroenterology and Nutrition Grand Rounds, 
Boston Children’s Hospital. 


2007 Nutrition Support in Pediatric Stem Cell Transplantation.  Pediatric 
Oncology, Dana-Farber Cancer Institute. 


2007 Nutrition Support in Pediatric Stem Cell Transplantation.  Clinical Nutrition, 
Brigham and Womens Hospital. 


2007 Body Composition at the Bedside.  Clinical Nutrition Topics, Boston 
Children’s Hospital. 


2006 Pediatric Oncology.  Introduction to Pediatric Nutrition, Boston Children’s 
Hospital. 


2005 Essential Fatty Acid Deficiency.  Longwood Nutrition Rounds, Harvard 
Medical School. 


2004 Growth and Body Composition Assessment in Children.  Clinical Nutrition 
Topics, Boston Children’s Hospital. 


2002 Parenteral Nutrition Support.  Introduction to Pediatric Nutrition, Boston 
Children’s Hospital. 


2002 Growth and Nutrition – the Effect of Steroids.  Clinical Nutrition Topics, 
Boston Children’s Hospital. 


1998 Pediatric Nutrition Assessment.  Introduction to Pediatric Nutrition, Boston 
Children’s Hospital. 


 
Peer-reviewed Publications (in reverse chronological order) 
1) Qubty L, Aboul-Enein B, Bechard LJ, Bernstein J, Kruk J. Reducing hypovitaminosis D 


among Somali immigrants in Minnesota: A narrative review. International Journal of Human 
Rights in Healthcare, in press. 







2) Moreno YMF, Hauschild DB, Martins MD, Bechard LJ, Mehta, NM. Feasibility of enteral 
protein supplementation in critically ill children. Journal of Parenteral and Enteral Nutrition 
2018 Jan;42(1):61-70. 


3) Carter RC, Senekal M, Dodge NC, Bechard LJ, Meintjes EM, Molteno CD, Duggan CP, 
Jacobson JL, Jacobson SW. Maternal alcohol use and nutrition during pregnancy: diet and 
anthropometry. Alcoholism: Clinical & Experimental Research 2017 Dec;41(12):2114-7. 


4) Martinez EE, Smallwood CD, Quinn N, Ariagno K, Bechard LJ, Duggan C, Mehta NM. Body 
composition in children with chronic illness: Accuracy of bedside assessment techniques. 
Journal of Pediatrics 2017 Nov;190:56-62. 


5) Finn K, Callen C, Bhatia J, Reidy K, Bechard LJ, Carvalho R. Importance of dietary sources 
of iron in infants and toddlers: Lessons from the FITS study. Nutrients 2017 Jul;9(7):733. 


6) Bechard LJ, Mehta NM. Nutritional assessment must be prioritized for the PICU. Critical 
Care Medicine 2017 Apr;45(4):e464. 


7) Velazco CS, Zurakowski D, Fullerton BS, Bechard LJ, Jaksic T, Mehta NM.  Nutrient 
delivery in mechanically ventilated surgical patients in the pediatric critical care unit. Journal 
of Pediatric Surgery 2017 Jan;52(1):145-8. 


8) Albert BD, Zurakowski D, Bechard LJ, Priebe GP, Duggan CP, Heyland DK, Mehta NM.  
Enteral nutrition and acid-suppressive therapy in the PICU: Impact on the risk of ventilator-
associated pneumonia.  Pediatric Critical Care Medicine 2016 Aug 9. [Epub ahead of print]. 


9) Bechard LJ, Duggan C, Touger-Decker R, Parrott JS, Rothpletz-Puglia P, Byham-Gray L, 
Heyland D, Mehta NM.  Nutritional status based on body mass index is associated with 
morbidity and mortality in mechanically ventilated critically ill children. Critical Care 
Medicine, 2016 Aug;44(8):1530-7. 


10) Mehta NM, Bechard LJ, Zurakowski D, Duggan CP, Heyland DK.  Adequate enteral protein 
intake is associated with 60-day mortality in critically ill children: A multicenter prospective 
cohort study. American Journal of Clinical Nutrition, 2015 Jul;102(1):199-206. 


11) Martinez EE, Bechard LJ, Smallwood C, Duggan C, Graham R, Mehta NM.  Impact of 
individualized diet intervention on body composition and respiratory variables in children 
with respiratory insufficiency- a pilot intervention study. Pediatric Critical Care Medicine, 
2015 Jul;16(6):e157-64. 


12) Bechard LJ, Gordon CM, Feldman HA, Venick R, Gura K, Guinan EC, Duggan C.  Bone 
loss and vitamin D deficiency in children undergoing hematopoietic cell transplantation.  
Pediatric Blood and Cancer 2015 Apr;62(4):687-92.  


13) Smallwood CD, Walsh BK, Bechard LJ, Mehta NM.  Carbon dioxide elimination and oxygen 
consumption in mechanically ventilated children.  Respiratory Care 2015 May;60(5):718-23. 


14) Martinez EE, Smallwood C, Bechard LJ, Graham R, Mehta NM.  Metabolic Assessment 
and Individualized Nutrition in Children Dependent on Mechanical Ventilation at Home. 
Journal of Pediatrics 2015 Feb;166(2):350-7. 


15) Martinez EE, Bechard LJ, Mehta NM.  Nutrition Algorithms and Bedside Nutrient Delivery 
Practices in Pediatric Intensive Care Units: An International Multicenter Cohort Study. 
Nutrition in Clinical Practice 2014 Jun;29(3):360-7. 


16) Gosselin KB, Feldman HA, Sonis A, Bechard LJ, Kellogg M, Gura K, Venick R, Gordon 
CM, Guinan EC, Duggan C.  Serum citrulline as a biomarker of gastrointestinal function 







during hematopoietic cell transplantation (HCT) in children. Journal of Pediatric 
Gastroenterology & Nutrition 2014;58(6):709-14. 


17) Duro D, Mitchell PD, Mehta NM, Bechard LJ, Yu YM, Jaksic T, Duggan C. Variability of 
resting energy expenditure in infants and young children with intestinal failure-associated 
liver disease. Journal of Pediatric Gastroenterology & Nutrition 2014 May;58(5):637-41. 


18) Bechard LJ, Rothpletz-Puglia P, Touger-Decker R, Duggan C, Mehta NM. Influence of 
obesity on clinical outcomes in hospitalized children: a systematic review.  JAMA Pediatrics 
2013 May;167(5):476-82. 


19) Mehta NM, Costello JM, Bechard LJ, Johnson VM, Zurakowski D, McGowan FX, Laussen 
PC, Duggan C.  Resting energy expenditure after fontan surgery in children with single 
ventricle heart defects.  Journal of Parenteral and Enteral Nutrition 2012 Nov;36(6):685-92. 


20) Bechard LJ, Feldman HA, Venick R, Gura K, Gordon CM, Sonis A, Mehta NM, Guinan EC, 
Duggan C.  Attenuation of resting energy expenditure following hematopoietic stem cell 
transplantation in children.  Bone Marrow Transplantation 2012 Oct;47(10):1301-6. 


21) Bechard LJ, Parrott JS, Mehta NM.  Systematic review of energy and protein intake on 
protein balance in critically ill children. The Journal of Pediatrics 2012 Aug;161(2):333-9.e1. 


22) Mehta NM, Bechard LJ, Cahill N, Wang M, Day A, Duggan CP, Heyland DK.  Nutritional 
practices and their relationship to clinical outcomes in critically ill children–an international 
multicenter cohort study.  Critical Care Medicine 2012 Jul;40(7):2204-11. 


23) Sharma TS, Bechard LJ, Feldman HA, Venick R, Gura K, Gordon CM, Sonis A, Guinan 
EC, Duggan C.  Effect of titrated parenteral nutrition on body composition after allogeneic 
hematopoietic stem cell transplantation in children: a double-blind, randomized, multicenter 
trial.  American Journal of Clinical Nutrition 2012 Feb;95(2):342-51. 


24) Mehta N, Bechard LJ, Dolan M, Ariagno K, Jiang H, Duggan C.  Energy imbalance and the 
risk of overfeeding in critically ill children.  Pediatric Critical Care Medicine 2011 
Jul;12(4):398-405. 


25) Duncan CN, Vrooman L, Apfelbaum EM, Whitley K, Bechard L, Lehmann LE.  25-Hydroxy 
vitamin D deficiency in children following hematopoietic stem cell transplant.  Biology of 
Blood and Marrow Transplantation 2011 May;17(5):749-53. 


26) Duro D, Fitzgibbons S, Valim C, Yang CF, Zurakowski D, Dolan M, Bechard L, Yu YM, 
Duggan C, Jaksic T. [13C]Methionine breath test to assess intestinal failure-associated 
liver disease.  Pediatric Research 2010 Oct;68(4):349-54. 


27) Bechard LJ, Ziegler J, Duggan C.  Is energy expenditure of infants predictable after 
surgery? A review of the evidence.  Infant, Child, & Adolescent Nutrition 2010;2:170-176. 


28) Robien K, Bechard L, Elliott L, Fox N, Levin R, Washburn S.  American Dietetic 
Association: Revised standards of practice and standards of professional performance for 
Registered Dietitians (generalist, specialty, and advanced) in oncology nutrition care.  
Journal of the American Dietetic Association 2010 Feb; 110(2):310-317.e23. 


29) Bechard LJ, Feldman HA, Gordon C, Gura K, Sonis A, Leung K, Venick R, Guinan E, 
Duggan C.  A multi-center, randomized, controlled trial of parenteral nutrition titrated to 
resting energy expenditure in children undergoing hematopoietic stem cell transplantation. 
Contemporary Clinical Trials 2010 Mar;31(2):157-64. 







30) Duro D, Duggan C, Valim C, Bechard L, Fitzgibbons S, Jaksic T, Yu YM.  Novel 
intravenous (13)C-methionine breath test as a measure of liver function in children with 
short bowel syndrome.  Journal of Pediatric Surgery 2009 Jan;44(1):236-40. 


31) Mehta N, Bechard L, Leavitt K, Duggan C. Cumulative energy imbalance in the pediatric 
intensive care unit: role of targeted indirect calorimetry.  Journal of Parenteral and Enteral 
Nutrition 2009 May-Jun;33(3):336-44.  


32) Miller TL, Orav EJ, Lipshultz SE, Arheart KL, Duggan C, Weinberg GA, Bechard L, Furuta 
L, Nicchitta J, Gorbach SL, Shevitz A.  Risk factors for cardiovascular disease in human 
immunodeficiency virus 1 – infected children.  Journal of Pediatrics 2008 Oct;153(4):491-7. 


33) Sharma TS, Kinnamon DD, Duggan C, Weinberg GA, Furuta L, Bechard L, Nicchitta J, 
Gorbach SL, Miller TL.  Changes in macronutrient intake among HIV-infected children 
between 1995 and 2004.  American Journal of Clinical Nutrition 2008 Aug;88(2):384-391. 


34) Duro D, Bechard LJ, Feldman HA, Klykov A, O’Leary A, Guinan EC, Duggan C.  Weekly 
measurements accurately represent trends in resting energy expenditure in children 
undergoing hematopoietic stem cell transplantation.  Journal of Parenteral and Enteral 
Nutrition 2008 Jul-Aug;32(4):427-432. 


35) Mehta N, Bechard LJ, Leavitt K, Duggan C.  Severe weight loss and hypermetabolic 
dysautonomic storms following brain injury: the role of indirect calorimetry.  Journal of 
Parenteral and Enteral Nutrition 2008 May-Jun;32:281-4. 


36) Bechard LJ, Guinan EC, Feldman HA, Tang V, Duggan C.  Prognostic factors in the 
resumption of oral dietary intake after allogeneic hematopoietic stem cell transplantation in 
children.  Journal of Parenteral and Enteral Nutrition 2007 Jul-Aug, 31(4):295-301. 


37) Gura KM, Parsons SK, Bechard LJ, Henderson T, Dorsey M, Phipatanakul W, Duggan C, 
Puder M, Lenders C.  Use of a fish oil-based emulsion to treat essential fatty acid 
deficiency in a soy allergic patient receiving parenteral nutrition.  Clinical Nutrition 2005 Oct; 
24(5):839-47. 


38) Jacobson DL, Spiegelman D, Duggan C, Weinberg GA, Bechard L, Furuta L, Nicchitta J, 
Gorbach SL, Miller TL. Predictors of bone mineral density in human immunodeficiency 
virus-1 infected children.  Journal of Pediatric Gastroenterology and Nutrition 2005 
Sep;41:339–46. 


39) Bradford D, Bechard L, Guinan E, Duggan C.  Nutrition support of patients undergoing 
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transplantation.  American Journal of Clinical Nutrition 2003 Jul;78(1):104-9. 


 
Abstracts and Scientific Presentations (in reverse chronological order) 







1) Bechard LJ, Mehta NM.  Age-based energy and protein delivery and threshold for 
supplemental parenteral nutrition in pediatric intensive care units worldwide. Abstract and 
oral presentation, A.S.P.E.N. Nutrition Science and Practice Conference 2018, Las Vegas, 
NV. 


2) Bechard LJ, Quann E, Reidy K, Carvalho R.  The contribution of desserts and sweets to the 
diets of infants, toddlers and preschoolers in the U.S.  World Congress of Pediatric 
Gastroenterology, Hepatology and Nutrition 2016, Montreal, CA. 


3) Albert BD, Zurakowski D, Bechard LJ, Priebe GP, Duggan CP, Heyland DK, Mehta NM.  
Enteral nutrition and antacids in the PICU: Impact on the risk of ventilator-associated 
pneumonia.  Society of Critical Care Medicine 2015. 


4) Martinez EE, Bechard LJ, Smallwood CD, Graham RJ, Mehta NM. Impact of a novel 
strategy for individualized diet intervention in children on home mechanical ventilation. 
Abstract of Distinction, Clinical Nutrition Week 2015, Long Beach, CA. 


5) Mehta NM, Bechard LJ, Zurakowski D, Duggan CP, Heyland DK. The impact of unintended 
macronutrient intake inadequacy on outcomes in critically ill children: spotlight on protein 
delivery in the pediatric intensive care unit. Abstract of Distinction, Clinical Nutrition Week 
2015, Long Beach, CA. 


6) Bechard LJ, Duggan C, Touger-Decker R, Parrott JS, Rothpletz-Puglia P, Byham-Gray L, 
Heyland D, Mehta NM.  The association between nutritional status and mortality in critically 
ill children admitted to the pediatric intensive care unit, Abstract, oral and poster 
presentations, American Society for Nutrition, Experimental Biology 2014, San Diego, CA. 


7) Bechard LJ, Duggan C, Touger-Decker R, Parrott JS, Rothpletz-Puglia P, Byham-Gray L, 
Heyland D, Mehta NM.  The impact of nutritional status on morbidities in mechanically 
ventilated critically ill children in PICUs. Abstract and poster presentation, American Society 
for Nutrition, Experimental Biology 2014, San Diego, CA. 


8) Martinez EE, Bechard LJ, Smallwood CD, Graham RJ, Mehta NM.  Mobile nutrition and 
metabolic assessments: a multidisciplinary approach to individualized nutrition care in 
children dependent on home ventilation. Abstract, Clinical Nutrition Week 2014, Savannah, 
GA. 


9) Martinez EE, Bechard LJ, Smallwood CD, Graham RJ, Mehta NM.  Individualized approach 
to nutrition in the home mechanically ventilated child: opportunities for optimal feeding and 
lean body mass preservation? Abstract, Clinical Nutrition Week 2014, Savannah, GA. 


10) Martinez EE, Bechard LJ, Mehta NM.  Enteral energy delivery in the PICU- delayed, 
interrupted and miscalculated?  Abstract, Society of Critical Care Medicine, 43rd Critical 
Care Congress, San Francisco, CA. 


11) Bechard LJ, Feldman HA, Gura K, Venick R, Guinan EC, Gordon CM, Duggan C.  Bone 
loss during hematopoietic cell transplantation (HCT) in children.  Abstract and oral 
presentation.  American Society for Nutrition, Experimental Biology 2013, Boston, MA. 


12) Gosselin K, Bechard LJ, Feldman HA, Gura K, Sonis A, Venick R, Gordon CM, Guinan EC, 
Duggan C.  Changes in serum citrulline during hematopoietic cell transplantation (HCT) in 
children. Abstract, American Society for Nutrition, Experimental Biology 2013, Boston, MA. 







13) Martinez E, Bechard L, Ariagno K, Hamilton, S, Mehta NM.  Nutrition guidelines in the 
PICU- state of the art or science?  Abstract, Society of Critical Care Medicine, 42nd Critical 
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14) Mehta NM, Bechard L, Wang M, Heyland DK, Duggan CP.  International cohort study of 
nutrition delivery in mechanically ventilated children in the pediatric ICU.  Abstract awarded 
Best Medical Paper, 6th World Congress on Pediatric Critical Care 2011, Sydney, 
Australia. 


15) Mehta N, Bechard LJ, Ariagno K, Garcia L, Dolan M, Rajagopal S, Huh S, Duggan C.  Size 
matters – technical challenges to indirect calorimetry in the pediatric ICU.  Abstract and 
poster presentation.  Clinical Nutrition Week 2011, Vancouver, BC, Canada. 


16) Bechard LJ, Feldman HA, Venick R, Gura K, Guinan E, Duggan C.  Resting energy 
expenditure declines in pediatric stem cell transplantation.  Abstract and poster 
presentation.  International Society of Pediatric Oncology, October 2010, Boston, MA. 


17) Mehta N, Bechard LJ, Ariagno K, Dolan M, Jiang H, Duggan C.  Energy balance in the 
pediatric ICU - are we overfeeding critically ill children?  Abstract of distinction and oral 
presentation, Nutrition Week 2010, Las Vegas, Nevada. 


18) Bechard LJ, Duro D, Mitchell P, Connolly M, Jaksic T, Duggan C.  Resting energy 
expenditure in children with short bowel syndrome.  Abstract and oral presentation, 
Nutrition Week 2009, New Orleans, Louisiana. 


19) Mehta N, Bechard LJ, Leavitt K, Duro D, Duggan C.  Targeted indirect calorimetry improves 
accuracy of nutritional intervention in critically ill children.  Abstract and poster presentation, 
Nutrition Week 2009, New Orleans, Louisiana. 


20) Duncan C, Vrooman L, Bechard LJ, Barry E, Lehmann L.  The prevalence of 25-
hydroxyvitamin D deficiency in post-HSCT pediatric patients.  Abstract, American Society of 
Hematology annual meeting, San Francisco, December 2008.  


21) Bechard LJ, Guinan EC, Feldman HA, Tang V, Duggan C.  Prognostic factors in the 
resumption of oral intake in children undergoing allogeneic stem cell transplantation.  
Abstract and oral presentation, Nutrition Week 2007, Phoenix, Arizona. 


22) Gura K, Parsons S, Lenders C, Henderson T, Bechard L, Duggan C. Treatment of essential 
fatty acid deficiency (EFAD) using a 10% fish oil emulsion. Abstract, Nutrition Week, San 
Antonio, Texas 2003. 


23) Bechard L, Holmes C, Lehmann L, Guinan E, Duggan C.  Resting energy expenditure 
changes during stem cell transplantation in children.  Abstract and oral presentation, 
Nutrition Week, 1st Annual meeting, San Diego, California, 2002. 


24) O’Leary A, Donovan K, Bechard L, Lehmann L, Holmes C, Guinan E, Duggan C.  Resting 
energy expenditure (REE) is attenuated in a pediatric bone marrow transplant (BMT) 
patient. Abstract, North American Society for Pediatric Gastroenterology and Nutrition, 13th 
Annual meeting, Denver, Colorado, 1999. 
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Bechard LJ, Mosby TT.  Cancer and Hematopoietic Stem Cell Transplantation, in Goday, 
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Sharma T, Bechard LJ, Sztam K.  Pediatric Human Immunodeficiency Virus, in Sonneville, 
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Larson SF, Bechard LJ.  Oncology and Stem Cell Transplantation, in Sonneville, Duggan, 
eds., Manual of Pediatric Nutrition, 5th edition, 2014. 
Bechard LJ, Sonneville K.  Anthropometrics and Growth, in Sonneville, Duggan, eds., Manual 
of Pediatric Nutrition, 5th edition, 2014. 
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Ballal SA, Bechard L, Jaksic T, Duggan C.  Nutritional Supportive Care, in Pizzo, Poplack, 
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Nutrition in Pediatrics, 4th edition, 2008. 
Bechard LJ, McCarthy T.  Oncology and Stem Cell Transplantation, in Baker, Baker, Davis, 
eds., Pediatric Nutrition Support, 2007. 
Bechard L, Eschach-Adiv O, Jaksic T, Duggan C.  Nutritional Supportive Care, in Pizzo, 
Poplack, eds., Principles and Practice of Pediatric Oncology, 5th edition, 2006. 
Bechard L.  Oncology and Bone Marrow Transplantation, in Duggan, Hendricks, eds., Manual 
of Pediatric Nutrition, 4th edition, 2005. 
Bechard L, Hendricks K.  Anthropometrics and Growth, in Duggan, Hendricks, eds., Manual of 
Pediatric Nutrition, 4th edition, 2005. 
What’s Cooking – fun recipes for family wellness; a kids cancer cookbook, 2005.   
Pediatric Nutrition Handbook, 5th edition, 2004.  Edited by Committee on Nutrition, American 
Academy of Pediatrics.  Kleinman R, series editor. Contributor to Appendices. 
Hematopoietic Stem Cell Transplantation. ADA Nutrition Care Manual. 2004. Available 
at: www.nutritioncaremanual.org. Accessed December 2004. 
Bechard L, Puig M.  Body Composition and Growth, in Watkins, Duggan, Walker, eds., 
Nutrition in Pediatrics, 3rd edition, 2003. 
Bechard L, Duggan C.  Modifying Enteral Formulas, in Corkins, Shulman, eds., Pediatric 
Nutrition in your Pocket, 2002. 
Bechard L, Eschach-Adiv O, Jaksic T, Duggan C.  Nutritional Supportive Care, in Pizzo, 
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Brief Summary of Qualifications 
I am a clinical nutrition researcher and registered dietitian specializing in the investigation of 
nutrition interventions and assessment techniques in children with serious illnesses. I have 
extensive expertise in research methods and clinical practice, and I am a leader in the 
pediatric nutrition profession. I have successfully obtained funding for research projects, and 
have directed projects from inception to completion, with publications in highly regarded peer-
reviewed journals. My research projects have focused on nutritional strategies to improve 
outcomes of disease during periods of growth and development. 
 
I am committed to mentorship and education in nutrition research for students and health care 
professionals. My teaching philosophy is to incorporate my skills and experiences as a nutrition 
clinician and researcher into problem-based learning. I believe in engaging learners in 
collaborative education through critical review of scientific evidence and interprofessional 
experiences to develop a holistic understanding of applied nutrition.  
 
My experiences and opportunities have inspired me to work tirelessly on projects to improve 
health outcomes. I am passionate about leading nutrition research studies to advance 
nutritional approaches for the prevention and treatment of disease, and sharing knowledge and 
analytical skills for the inspiration and development of current and future nutrition scientists.   
 





Bechard CV July 2018.pdf




Alison L. Steiber PhD, RDN 
Chief Science Officer 


Research, International and Scientific Affairs 
Academy of Nutrition and Dietetics 
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312-899-4860 
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Case Western Reserve University 


Department of Nutrition 
School of Medicine – WG-48 


10900 Euclid Avenue 
Cleveland, OH 44106-4906 


 
 
 
EDUCATION: 
 August 1999 – May 2005, Michigan State University, East Lansing, MI 
       Doctorate in Philosophy, Nutrition 


August 1992 - May 1993, University Of Kansas Medical Center, Kansas City, KS 
      Dietetic Internship completed 
      Registered Dietitian, ADA member #805514 
      August 1992 – May 1998 
      Masters of Science in Dietetics 
 January 1990 - March 1992, Mankato State University, Mankato, MN 
      Bachelor of Science in Dietetics, Magna Cum Laude 
 September 1986 - May 1988, Valley City State University, Valley City, ND 
      BS coursework 
 
ACADEMIC HONORS: 


• Spring 2014: Member Merit Award, Ohio Academy of Nutrition and Dietetics 
• Spring 2011: Nominated for the 2011 J. Bruce Jackson, MD Award for Excellence in 


Undergraduate Mentoring, Case Western Reserve University, Cleveland OH 
• Summer 2008: Best Abstract, Dietitian Program-Oral Communication, International Society of 


Renal Nutrition and Metabolism, Marseille, France 
• Spring 2008: 2008 Joel Kopple Award, National Kidney Foundation, Dallas, TX 
• Fall 2007: 2007 Research Dietetic Practice Group’s First Author Paper Award, Philadelphia, PA 
• Spring 2007: Outstanding Research Dietitian, Ohio Dietetic Association, Columbus, OH 
• Spring 2001: Marie Dye Doctoral Fellowship, Michigan State University, East Lansing, MI 
• Spring 2001: Mildred B. Erickson Fellowship, Michigan State University, East Lansing, MI 
• Spring 2000: Hegarty Dissertation Fellowship, Michigan State University, East Lansing, MI 
• Fall 1993: Children’s Rehabilitation Unit (CRU) Trainee in Nutrition, 
      University of Kansas Medical Center, Kansas City, KS 
• Spring 1993: The Student Union Corporation Scholarship, University of 
      Kansas Medical Center, Kansas City, KS 
• Fall 1989: Mary Wallace Shaw Memorial Scholarship, American 
      Airlines, Washington D.C. 
• Fall 1986: Presidential Scholarship, Valley City State University, Valley 
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      City, ND  
• Undergraduate and Graduate School: PHI KAPPA PHI member 


 
 
PROFESSIONAL EXPERIENCE 
 July 2012 – Present 
 Academy of Nutrition and Dietetics, Chicago, IL 
 Chief Science Officer 


• Direct all research initiatives 
• Lead strategic direction and oversight of the Evidence Analysis Library, Nutrition Care Process and 


Terminology, Dietitian Practice Based Research Network and the Academy of Nutrition and Dietetics 
Health Informatics Infrastructure 


• Lead the Academy international strategies and development of outreach projects 
• Represent the Academy at key strategic, leadership and scientific meetings 


 
 


July 2002 – Present 
 Case Western Reserve University, Cleveland, OH 


Department of Nutrition 
July 1 2012 – present Adjunct Professor 


 July 1 2002 – June 31 2012 Assistant Professor, non-tenure tract 
 Director, Coordinated Dietetic Internship/Master’s Program Degree 


• Advise 15-17 dietetic interns during their 16 month academic program  
• Responsible for graduate courses:  


o Seminars I (NTRN 516-3 credits) and II (NTRN 517-3credits) 
 Offered every fall and spring for all 15-17 dietetic interns 


o NTRN 561: Investigative Methods in Nutrition, 4 credits 
 Offered every fall for all 15-17 dietetic interns 
 Each intern develops a research proposal and institutional review board application  
 Interns are individually matched with an area preceptor to execute research project 


• Lead and coordinate the Curriculum Committee for the Master’s Degree associated with the Dietetic 
Internship 


o Curriculum committee comprised of University Hospitals Case Medical Center, Louis Stoke VA 
Medical Center and Case Western Reserve University representatives 


• Mentor dietitians from University Hospitals Case Medical Center and Louis Stoke VA Medical Center in 
conducting nutrition related studies 


• Coordinate and conduct clinical trials on: nutritional assessment, quality of life, functional status, 
pancreatitis, probiotics 


 
November 7-8, 2003 
Case Western Reserve University, Cleveland, OH 
Subjective Global Assessment Consensus Conference 
Conference Director 
• Planned, organized and presided over the conference 
• Directed round table discussions 
• 35 physician and dietitian attendees 
• Spearheaded post-conference publications and grant 


o 2 papers published  
 


September 1998-May 1999 
Dialysis Center of Lincoln, Lincoln NE 


 Manager of Nutrition Services 
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• Managed the clinical aspects of nutrition care for patients on dialysis 
• Initiated and conduct research pertaining to renal patients 
• Corresponded with representatives from renal supply/pharmacologic companies 
• Spoke to professional groups/organizations on various areas of renal care and research 


  
 April 1995 - September 1998 
 BryanLGH Medical Center, Lincoln NE 


Clinical Dietitian 
• Assessed, determined a Nutrition Specific Diagnostic Code, recommended dietary regimens and monitored 


outcomes of renal, surgical, pediatric and ob-gyn patients 
• Revised renal menus  
• Measured clinical dietary outcomes 
• Conducted clinical research 
 


 
Service: National 


July 2004-present 
Academy of Nutrition and Dietetics, Chicago, Ill 
• Professional organization of 75,000 members 
• Commission on Accreditation for Dietetic Education 


o Section of the ADA which accredits dietetic educational programs 
o Elected to serve on the National Board of the Commission on Accreditation for Dietetic Education as 


the Member – At-Large Representative – 2009-2012 
o Program Reviewer for Didactic Programs in Dietetics and Dietetic Internships for Accreditation by the 


American Dietetic Association, 3-4 programs per year 
 


May 2009-2013 
National Kidney Foundation, Spring Clinical Meeting  
(April 2010, Orlando, Fl and April 2011, Las Vegas, NV) 
Course Director for Strategies 2: Advance Practice in Renal Nutrition: Update 2010 
• Position elected by the Executive Committee of the Council on Renal Nutrition 
• Develop the curriculum for the 1 day pre-conference course 
• Invite the speakers for the course 
• Lecture for the course on key topics 
• 2010 course had 75 advance practice dietitian attendees 
 
January 2003-present 
Journal of Renal Nutrition 
Member of the Editorial Board 
• Review manuscripts for publication 
• Attend annual meetings on journal activities 


 
Local: 
May 2003-present 
Cleveland Dietetic Association, Cleveland OH 
• Elected Chair of Professional Issues, 2004-2006 


o Organized and conducted professional meetings for membership 
o 300+ members 


• Elected President, 2006-2008 
o Led board meetings 
o Directed professional meetings and business activities 


 
May 2008-2010 
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Case Western Reserve University, Cleveland OH 
School of Medicine 
• Department of Nutrition representative on the Faculty Council 


 
RESEARCH AND SCHOLARLY ACTIVITES: 
PUBLICATIONS: 
 Ph.D. Dissertation – phase I – “Carnitine Levels in Patients Receiving Hemodialysis” 
          phase II – “Supplementing Hemodialysis Patients with L-carnitine: Effect on  
     Clinical Parameters and quality of Life” 


MS Thesis: “Factors affecting the oral intake of Post-Extracorporeal Membrane Oxygenator Infants” 
 
Manuscripts in Referred Journals: 
Byrne C, Kurmas N, Burant CJ, Utech A, Steiber A, Julius M. Cooking Classes: A Diabetes Self-
Management Support Intervention Enhancing Clinical Values. Diabetes Educ. 2017 Oct epub 
 
Mordarski BA, Hand RK, Wolff J, Steiber AL. Increased Knowledge, Self-Reported Comfort, and 
Malnutrition Diagnosis and Reimbursement as a Result of the Nutrition-Focused Physical Exam 
Hands-On Training Workshop. J Acad Nutr Diet. 2017 Nov;117(11):1822-1828.  
 
Steiber A, Carrero JJ. Vitamin Deficiencies in Chronic Kidney Disease, Forgotten Realms. J Ren 
Nutr. 2016 Nov;26(6):349-351 


 
Papoutsakis C, Moloney L, Sinley RC, Acosta A, Handu D, Steiber AL. Academy of Nutrition and 
Dietetics Methodology for Developing Evidence-Based Nutrition Practice Guidelines. J Acad Nutr 
Diet. 2016 Sep 7 [Epub ahead of print] 
 
Hand RK, Murphy WJ, Field LB, Lee JA, Parrott JS, Ferguson M, Skipper A, Steiber AL. Validation 
of the Academy/A.S.P.E.N. Malnutrition Clinical Characteristics. J Acad Nutr Diet. 2016 May; 
116(5):856-64 
 
Handu D, Moloney L, Wolfram T, Ziegler P, Acosta A, Steiber A. Academy of Nutrition and 
Dietetics Methodology for Conducting Systematic Reviews for the Evidence Analysis Library. 
J Acad Nutr Diet. 2016 Feb;116(2):311-8.  
 
Raiten DJ, Steiber AL, Carlson SE, Griffin I, Anderson D, Hay WW Jr, Robins S, Neu J, Georgieff 
MK, Groh-Wargo S, Fenton TR; Pre-B Consultative Working Groups. Working group reports: 
evaluation of the evidence to support practice guidelines for nutritional care of preterm infants-the 
Pre-B Project. Am J Clin Nutr. 2016 Feb;103(2):648S-78S.  
 
Raiten DJ, Steiber AL, Hand RK. Executive summary: evaluation of the evidence to support practice 
guidelines for nutritional care of preterm infants-the Pre-B Project. Am J Clin Nutr. 2016 
Feb;103(2):599S-605S.  
 
Vogliano C, Steiber A, Brown K. Linking Agriculture, Nutrition, and Health: The Role of the 
Registered Dietitian Nutritionist. J Acad Nutr Diet. 2015 Oct;115(10):1710-4.  
 
Steiber A, Hegazi R, Herrera M, Zamor ML, Chimanya K, Pekcan AG, Redondo-Samin DC, Correia 
MI, Ojwang AA. Spotlight on Global Malnutrition: A Continuing Challenge in the 21st Century. 
J Acad Nutr Diet. 2015 Aug;115(8):1335-41.  
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Hand RK, Abram JK, Brown K, Ziegler PJ, Parrott JS, Steiber AL. Development and Validation of 
the Guide for Effective Nutrition Interventions and Education (GENIE): A Tool for Assessing the 
Quality of Proposed Nutrition Education Programs. J Nutr Educ Behav Epub 2015 April 27 
 
Murphy WJ, Hand RK, Steiber AL. Practicalities of Using the Nutrition Care Process in Research. J 
Ren Nutr Epub 2015 Mar 5 
 
Murphy WJ, Steiber AL. A New Breed of Evidence and the Tools to Generate It. J Acad Nutr Diet 
115(1) 2015 
 
Hand R, Lawless ME, Deming N, Steiber AL. Development and Pilot Testing of a Human Subjects 
Protection Training Course Unique to Registered Dietitian Nutritionist. J Acad Nutr Diet 114(12): 
2009-15 2014 
 
Hand RK, Steiber AL. Subjective global assessment remains an important nutrition assessment tool: 
response to Marcelli, DiBenedetto, Ciotola, Grassmann, and CAnaud. J Ren Nutr Epub 2015 March 
25(2) 
 
Abram JK, Hand RK, Parrott JS, Brown K, Ziegler PJ, Steiber AL. What is your nutrition program 
missing? Finding answers with the guide for Effective Nutrition Interventions and Education 
(GENIE). J Acad Nutr Diet 2015 Jan;115(1): 122-30 
 
Steiber A, Leon J, Hand R, Murphy W, Fouque D, Parrott J, Kalantar-Zadeh K, Cuppari L. Using a 
Web-based Nutrition Algorithm in Hemodialysis Patients. J. Ren Nutr. Epub Sept 4, 2014 
 
Manore MM, Brown K, Houtkooper L, Jakici JM, Peters JC, Smith Edge M, Steiber A, Going S, 
Guillermin G, Krathein AM. Energy Balance at a Crossroads: translating the science into action. J 
Acad Nutr Diet. 114(7):1113-9 2014 
 
Erb E, Hand R, Steiber A. SGA scores have poor correlation with serum albumin in obese 
hemodialysis patients: a secondary analysis. J Ren Nutr. 24(4):268-71 July 2014 


Hand R, Steiber A, Burrowes J. Dietitians are able to Differentiate Between Hemodialysis Patients 
with Adequate and Inadequate Dietary Intakes Using a Subjective Assessment Tool: A Pilot Study. 
Topics in Clinical Nutrition 29(1):69-86 January/March 2014. 


Steiber A. Chronic Kidney Disease: Considerations for Nutrition Interventions. J Parenter Enteral 
Nutr. 38(4):418-26 May 2014 
 
Myers EF, Khoo CS, Murphy W, Steiber A, Agarwal S. A critical assessment of research needs 
identified by the dietary guidelines committees from 1980 to 2010. J Acad Nutr Diet. 2013 
Jul;113(7):957-971 
 
Hand RK, Steiber A, Burrowes J. Renal Dietitians Lack Time and Resources to Follow the NKF 
KDOQI Guidelines for Frequency and Method of Diet Assessment: Result of a Survey. J Ren Nutr. 
2013 Nov;23(6):445-449  
 
Vero LM, Byham-Gray L, Parrot JS, Steiber A. Use of the Subjective Global Assessment to Predict 
Health Related Quality of Life in Chronic Kidney Disease Stage 5 Patients on Maintenance 
Hemodialysis. J Ren Nutr. 2013 Mar;23(2):141-7 
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Hand R, León R, Cuppari L, Steiber A. “A preliminary report on the functioning and data collection 
capabilities of a web-based nutrition algorithm for patients with chronic kidney disease”, J Ren Nutr. 
2012 May;22(3):e17-23 
 
Murphy W, Steiber A, Spry L, Hoppel C. “Altered carnitine metabolism in dialysis patients with 
reduced physical function may be due to dysfunctional fatty acid oxidation” Nephrol Dial Transplant 
2012 Jan;27(1):304-10 
 
Steiber A, Kopple J. “Vitamin status and needs for people with Stage 3-5 chronic kidney disease.” J 
Ren Nutr. 2011 Sept;21(5):355-68. 


Cimperman L, Bayless G, Best K, Diligente A, Mordarski B, Oster M, Smith M, Vatakis F, Wiese D, 
Steiber A, Katz J. “A randomized, double blind, placebo controlled pilot study of Lactobacillus 
reuteri ATCC 55730 for the prevention of antibiotic-associated diarrhea in hospitalized adults”, J 
Clin Gastroenterol. 2011 Oct;45(9):785-9 


Steiber A. “Research in Renal Nutrition – How to Get Started”, International Congress on Nutrition 
and Metabolism Meeting Proceedings, Journal of Renal Nutrition, Vol 19, No 1, 2009:123-125 


Eisenbarth D, Walsh B, Steiber A “Prevalence of Registered Dietitians Publishing in Select Nutrition 
Journals”, Renal Nutrition Forum, Vol 28, No 2, 2009: 8-10 
 
Chrenik E, Neal T, Xu R, Steiber A “Renal dietitian’s self-perceptions on research participation: a 
pilot study”, Journal of Renal Nutrition, Vol 18, No 4, 2008:389-392 
 
Anderson SR, Gilge D, Steiber A, and Previs S. “Diet-induced obesity alters protein synthesis: 
Tissue-specific effects in fasted vs. fed mice”, Metabolism, Vol 57, No. 3 2008:347-54 
 
Steiber A, Leon J, Secker D, McCarthy M, McCann L, Serra M, Sehgal A, Kalantar-Zadeh K. “A 
multicenter study of the Validity and Reliability of Subjective Global Assessment in the 
Hemodialysis Population.” Journal of Renal Nutrition, Sep; Vol 17, No 5, 2007:336-42 
 
Steiber A. “Dietitians in Research: Part 2”, Renal Nutrition Forum, Vol 26, No 1, 2007: 10-14 
Steiber A. “Dietitians in Research: Part 1”, Renal Nutrition Forum, Vol 25, No 4, 2006: 10-12 
 
Steiber A and Barkoukis H. “Individualized Research Experiences in a Dietetic Internship Program.” 
Topics in Clinical Nutrition. Vol 21, No 3, 2006: 176-181 
  
Steiber A, Davis A, Spry L, Strong J, Buss M, Ratkiewicz M, Weatherspoon J. “Carnitine Treatment 
Improved Quality of Life Measure in a Sample of Midwestern Hemodialysis Patients”, Journal of 
Parenteral and Enteral Nutrition, Vol 30, No 1, 2006:10-15 
 
Steiber A, Kalantar-Zadeh K, Secker D, McCarthy M, Leon J, Sehgal A, McCann L. “Subjective 
Global Assessment in Chronic Kidney Disease: A Review”, Journal of Renal Nutrition, Vol 4, (Oct), 
2004:191-200 


 
Steiber A, Kerner J, Hoppel C. “Carnitine: A Nutritional, Biosynthetic, and Functional Perspective”, 
Journal of Molecular Aspects of Medicine, Vol 25, 2004:455-473 
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Steiber A, Weatherspoon L, Spry L, Davis A. “Serum Carnitine Concentrations Correlated to Clinical 
Outcome Parameters in Chronic Hemodialysis Patients”; Clinical Nutrition, Vol 23, 2003: 27-34 
 
Steiber A, Handu D, Deighton T, Cataline D, Weatherspoon L. “The Impact of Nutrition on  
a Reliable Morbidity and Mortality Indicator, the Hemodialysis Prognostic Nutrition Index”,   
Journal of Renal Nutrition, Vol 13, No 3 (July), 2003: 186-190 
 
Steiber A, Weatherspoon L, Handu D. “Clinical and Dietary Indicators Associated with  
Hospitalized Dialysis Patients Uremic Status” Manuscript to be published, Journal of Renal Nutrition, 
Vol 12, No 1 (January), 2002: pp 49-54 
 
Steiber, A, “Clinical Indicators Associated with Poor Oral Intake in Hospitalized Patients with 
Chronic Renal Failure” Journal of Renal Nutrition, Vol 9, No 2 (April), 1999: pp 84-88  


 
Other publications: 
Nutrition in Kidney Disease, Second Edition. Edited by Laura D. Byham-Gray, Jerrilynn Burrowes, 
and Glenn Chertow, Humana Press, London. Steiber A, Kopple J, Chazot C. Chapter 24: “Vitamin 
and Trace Element Needs in Chronic Kidney Disease” published in 2014 
 
Nutritional Management of Renal Disease, 3rd edition. Edited by Joel D. Kopple, Shaul Massry, 
Kamyar Kalantar-Zadeh. Elsevier, San Diego, CA. Steiber A. Chapter 43: “Herbal Supplements in 
Patients with Kidney Disease” published in Jan. 2013 
 
Steiber A. “Nutrition in Chronic Kidney Disease Stages 1-4”, Published by Nutri-Care Counseling, 
continuing education module – 5 Continuing Educational Credits, online course for dietitians, nurses 
and physicians  
 
A Clinical Guide to Nutrition Care in Kidney Disease; 4th edition. Published by the American 
Dietetic Association. Steiber A. Chapter:  “Nutrition Management of HIV/AIDS in Chronic Kidney 
Disease”, to be published in 2012. 


 
Published Abstracts: 
Hand R, Steiber A, Burrowes J. Renal dietitians subjective assessments of dietary intakes show 
differences to NKF-KDOQI guidelines: A pilot study.  Accepted for poster at National Kidney 
Foundation Spring Clinical Meetings 2013. 
  
Hand R, Leon J, Steiber A. A feasibility study to test the effect of online nutrition care algorithm vs. 
additional patient care time on patient care and outcomes.  Accepted for poster at National Kidney 
Foundation Spring Clinical Meetings 2013. 
 
Jennings M, Connery G, Erb E, Hand R, Leon J, Steiber A. Relationship between phosphorus levels, 
race and age in chronic kidney disease (CKD) patients on hemodialysis (HD). Accepted for poster at 
National Kidney Foundation Spring Clinical Meetings 2013. 
 
Hand R, Steiber A, Burrowes J. Renal dietitians lack time and resources to collect and analyze dietary 
intake data. Kidney Research and Clinical Practice June 2012; 31 (2): A34. Oral presentation at 
International Congress on Nutrition and Metabolism in Renal Disease 2012. *Selected as best oral 
presentation of dietitian program. 
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Hand R, Leon J, Cuppari L, Steiber A. Online nutrition algorithm for hemodialysis patients improves 
dietitian-patient interactions. Kidney Research and Clinical Practice June 2012; 31 (2): A34. Poster 
presentation at International Congress on Nutrition and Metabolism in Renal Disease 2012. 
 
Drasher T, Byham-Gray L, Parrott S, Touger-Decker R, Steiber A, Rigassio-Radler D. The 
Components of Subjective Global Assessment (SGA) and Their Ability to Predict Overall SGA Score 
in Stage Five Chronic Kidney Disease Patients on Maintenance Hemodialysis. Journal of Renal 
Nutrition, Vol 21, No 2(March), 2011;pp 203-204 
 
Hand R, Leon J, Cuppari L, Steiber A. Dietitian-Selected Nutrition Interventions Vary Between 
Hemodialysis (HD) Patients with and without Diabetes Mellitus (DM): A Preliminary Analysis. 
Journal of Renal Nutrition, Vol 21, No 2(March), 2011;pp 203-204 
 
Prest M, Byham-Gray L, Parrott S, Steiber A. Assessment of Nutritional Status by Subjective Global 
Assessment, Malnutrition Inflammation Score, and a Comprehensive Nutrition Assessment: A 
Prospective Study. Journal of Renal Nutrition Vol. 21, No 2, 2011;pp 207 
 
Steiber A, Spry L, Connery G, Carder J, Hoppel C. Elevated acylcarnitine (AC) concentrations are 
associated with lower physical composite scores (PCS) in hemodialysis (HD) patients. Late Breaking 
Clinical Trial Poster, American Society of Nephrology, Nov. 2010 
 
Blair D, Byham-Gray L, Sweet S, Lewis E, McCaffrey S, Parrott S, Steiber A, Touger-Decker R, and 
Rigassio Radler, D. Vitamin D [25(OH)D] and its Relationship to Risk Factors for Cardiovascular 
Disease in Maintenance Hemodialysis Patients. Journal of Renal Nutrition, Vol 20, No 2 (March), 
2010, page 136 
 
Stauffer J, Serra M, McCarthy M, Kalantar-Zadeh K, Steiber A. Documented Infection and 
Nutritional Status. J Ren Nutrition, Vol. 18, No 2, page 250, 2008 
 
Mangelo, H, Leon J, Sehgal A, Secker D, McCarthy M, Serra M, Kalantar-Zadeh, Steiber A. 
Hemodialysis Patient’s Perceived Quality of Life Can Predict Nutrition Status and Hospitalization. 
Journal of Renal Nutrition, Vol 18, No 3 (April), 2008 
 
Barkoukis H, Lauer B, Steiber A. Dietetic Practice Groups and the Dietetic Student. Journal of the 
American Dietetic Association, Vol 107, No 8 (August), 2007, page A-67 
 
Eisenbarth D, Steiber A. “Prevalence of Registered Dietitians Publishing in Select Nutrition 
Journals”. Journal of the American Dietetic Association, Vol 107, No 8 (August), 2007, page A-79 


 
Steiber A, Leon J, Sehgal A, Secker D, McCarthy M, Kalantar-Zadeh K, McCann L. A Multicenter 
Study of Subjective Global Assessment Validity and Reliability in the Hemodialysis Population. 
Journal of Renal Nutrition, April 2006 
 
Steiber A, Leon J, Secker D, McCann L. Validation of Online Training of Renal Dietitians for 
Performance of Subjective Global Assessment. Journal of Renal Nutrition, April 2006 
 
Rueth B, Steiber A, Spry L, Hoppel C.  Dietary Carnitine Intake Effect on Plasma Acyl Carnitine 
Moieties.  Journal of the American Society of Nephrologists, 2005 
 
Steiber A, Hoppel C, Weatherspoon J, Davis AT. Individual Variation in Plasma Carnitine Response to 
Treatment with L-Carnitine. Journal of Renal Nutrition, April, 2005 
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Steiber A and Barakoukis H. Teaching Research in Graduate dietetics Internship Program, Nutrition 
in Clinical Practice, Nutrition in Clinical Practice, 2004 
 
Fick M., Steiber A., Rathiewicz M., Strong, J., Weatherspoon L, Davis A. Use of Mid-Arm  
Muscle Circumference (MAMC) to Assess and Predict Nutritional Status in patients  
Receiving Hemodialysis.  Journal of Renal Nutrition, Vol 13, No 2 (April), 2003. 
 
Steiber A, Handu D, Deighton, T, Murray D, Weatherspoon L. Diabetes Mellitus 
increases the risk for hospitalization in hemodialysis patients using the Hemodialysis- 
Prognostic-Nutrition Index. Journal of Renal Nutrition, Vol 11, No 2 (April), 2001: p 116 


 
Steiber A, Weatherspoon L, Buss M, Strong J. Relationship of Physical and Mental  
Quality of Life Indicators and Nutrition and Exercise in Hemodialysis Patients. Journal of  
Renal Nutrition, Vol 11, No 2 (April), 2001: p 116  


  
Steiber A, Weatherspoon L, Spry L, Davis A. Carnitine Levels in Patients Receiving Hemodialysis; 
Journal of Renal Nutrition, Vol 10, No 4 (October), 2000: Abstract, p 231   
 
Steiber A, Weatherspoon L, Handu D. Clinical and Dietary Indicators Associated with  
Hospitalized Dialysis Patients Uremic Status, The FASEB Journal, Abstracts 1.1-565.7 Vol 14, No 4, 
(March), 2000: pp A793; 


 
Handu D., Weatherspoon L., Worthen H., Steiber A. The use of the Nutrition Screening Checklist in 
an Elderly Population in Florida. Abstract for the Society of Nutrition Education, Summer 2001 


 
FUNDED GRANTS:  
 


Steiber A. (2014) Linking Nutrition Around the World. Feed M.E. and Abbott Nutrition, $50,000 
 
Steiber A and Brown K. (2014) Agriculture, Food and Health Consensus Conference and Fellow, 
Academy of Nutrition and Dietetics Foundation, $100,000 
 
Hand R, Steiber A, Brown K. (2013) Proposed Validity Testing for Quality Indicators for Nutrition 
Education Programs Checklist. ConAgra Foundation, $175,000 
 
Steiber A, Murphy W. (2012) Academy Registry Plan for Evaluating Outcomes. Commission on 
Dietetic Registration.  $739,000.00/3 years 
 
Byham-Gray L, Steiber A, Frankenfield D, Gould-Fogerite S, Parrott J, Ikizler A. (2012) 
“Development and Validation of a Predictive Energy Equation in Patients Diagnosed with Stage 5 
Chronic Kidney Disease on Maintenance Hemodialysis”, NIH 1R15DK090593-01A1  
 
Steiber A, PI, Katz J, co-I; BioGaia, Inc. (2009), “Prevention of Antibiotic-Associated Diarrhea in 
Hospitalized Adults Receiving Lactobacillus reuteri”, $104,000/1 year 
 
Steiber A, PI, Leon J, co-I; Genzyme, Inc. (2009), “Improving Patient Outcomes with a Nutrition 
Assessment Algorithm in Chronic Kidney Disease Patients Stages 1-5 – Phase 2”, $50,000/1 year 
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Steiber A, PI, Leon J, co-I; American Dietetic Association Foundation/Abbott Grant (2008), 
“Improving Patient Outcomes with a Nutrition Assessment Algorithm in Chronic Kidney Disease 
Patients Stages 1-5”, $50,000/year for 2 years 
 
Steiber A, PI; Sigma Tau Pharmaceuticals (2006), “L-Carnitine Treatment in Hemodialysis: Effect on 
Nutrition, Physical Functioning, and Quality of Life Parameters”, $90,000/total for the study 
 
Steiber A, PI; Council on Renal Nutrition Grant (2004), National Kidney Foundation, “North 
American Subjective Global Assessment Validation Project”, $20,000/ 1 year 
 
Steiber A, PI, Weatherspoon L and Davis A, co-I; Unrestricted Grant (2001), Sigma Tau 
Pharmaceuticals, “Supplementing Hemodialysis Patients with L-Carnitine can Effect Clinical 
Parameters”, $45,000/total for the study 
 
Steiber A, PI, Weatherspoon L and Davis A, co-I; Michigan State University, College of Human 
Ecology-RIOP Grant (2001), “Supplementing Hemodialysis Patients with L-Carnitine can Effect 
Clinical Parameters”, $15,000/1 year 
 
Steiber A, PI, Handu D, co-I; Council of Renal Nutrition Grant (2000), National Kidney Foundation, 
“The Impact of Nutrition Intervention on a Reliable Morbidity and Mortality Indicator, The 
Hemodialysis-Prognostic Nutrition Index”, $10,300/1 year 
 


PROFESSIONAL PPRESENTATIONS: 
• August 2014: Asian Congress on Dietetics, Developing Evidence Based Guidelines, Taipei, 


Taiwan 
• August 2014: Preterm to Birth Guideline Meeting, Development of Evidence Based Nutrition 


Guidelines for Preterm Infants, Houston, TX 
• June 2014: Micronutrient Forum, MEPI/NEPI, An opportunity for nutrition education, Addis 


Ababa, Ethiopia  
• January 2013: Abbott Nutrition Health Institute, Physical Assessment, Middleton, WI 
• November 2012: Abbott Nutrition Health Institute, Physical Assessment, Downer’s Grove, IL 
• November 2012: San Antonio Area Council on Renal Nutrition, Phoenix, AZ 


o The Impact of Nutritional Interventions on Nutrition Related Parameters in HD Patients 
• October 2012: United States Department of Agriculture/ American College of Sports Medicine/ 


Academy of Nutrition and Dietetics, Energy Balance at a Crossroads: Translating Science into 
Action Expert Panel, Washington, DC 


o Preparing of the Next Generation of Educators 
• October 2012: Abbott Nutrition Health Institute, Academy of Nutrition and Dietetics Annual 


Food and Nutrition Conference and Expo, Philadelphia, Pennsylvania 
o The Time is Now: Elevating the Role of Nutrition for Better Patient Outcomes 


• October 2012: Academy of Nutrition and Dietetics Annual Food and Nutrition Conference and 
Expo 


o Advanced Practice Dieticians: The Future Nutrition Support Model 
• September 2012: Kidney Foundation of Ohio, 37th Annual Renal Symposium, Aurora, Ohio 


o Advances in Renal Nutrition 
• August 2012: ANZSN - Update for Renal Dietitians, Auckland, New Zealand 


o IDNT – Putting it into Practice 
o Micronutrients in CKD 


• June 2012: International Congress for Renal Nutrition and Metabolism, Honolulu HA  
o Does using a NCP algorithm improve care for HD patients? 
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o Role of Carnitine in Anemia and Quality of Life: A critical review 
• March 2012: Advanced Nutrition Course, Protein-Energy wasting in Chronic Kidney Disease, 


Stockholm, Sweden, 2 presentations: 
o Nutrition Screening and Assessment Methods 
o Macro/micronutrient deficiencies and implications on outcomes 


• September 2011: Nephrology Congress, 1st Annual Renal Nutrition Forum, Composite Methods 
of Nutrition Assessment, Atibaia, Brazil 


• August 2011: Nutrition Department at the Federal University of Sao Paulo, Developing a 
Nutrition Algorithm for Hemodialysis Patients, Sao Paulo, SP, Brazil & Rio de Janeiro, Brazil 


• June 2011: Advanced Nutrition Course, Protein-Energy wasting in Chronic Kidney Disease, 
Stockholm, Sweden, 2 presentations: 


o Nutrition Screening and Assessment Methods 
o Macro/micronutrient deficiencies and implications on outcomes 


• April 2011: National Kidney Foundation’s Spring Clinical Meeting, Las Vegas, NV, 2 
presentations: 


o What is new in Micronutrients: To Supplement or Not? 
• November 2010: Nutrition Congress, King Faisal Specialist Hospital and Research Centre, 


Obesity in CKD and Transplant, Riyadh, Saudi Arabia 
• June 2010: International Society of Renal Nutrition and Metabolism, Carnitine Interventions and 


Quality of Life and Physical Functioning Measures, Lausanne, Switzerland 
• April 2010: National Kidney Foundation’s Spring Clinical Meeting, Orlando, Fl, 3 presentations: 


o Micronutrients: Are You Smarter Than a 5th Grader?, pre-conference workshop 
o Carnitine Update: Sigma Tau Pharmaceuticals Inc., Scientific Advisory Board 
o Limitations vs Benefits of Evidenced Based Nutrition: End Points and the Problem of 


Proof, general program 
• February 2010: Renal Section, American Society of Enteral and Parenteral Nutrition, “Carnitine, 


Inflammation and Nutrition in Hemodialysis Patients”, Las Vegas, NV 
• January 2010: Georgia Council on Renal Nutrition, “Recent Revelations in Carnitine use for 


Dialysis Patients”, Atlanta, GA 
• November 2009: Institute of Nutrition and Dietetics of Ireland “Nutritional Assessment in 


Chronic Kidney Disease, A Review”, Dublin, Ireland 
• September 2009: Kidney Foundation of Ohio 34th Annual Conference “Multivitamin Update in 


Chronic Kidney Disease”, Cleveland, OH 
• July 2009: 12th Annual Nephrology Symposium, Southern California Permanente Medical 


Group, “Recent Revelations in Carnitine use for Dialysis Patients”, Anaheim, CA 
• June 2009: BioGaia Academy 20009, “L-reuteri Effects on Antibiotic Associated Diarrhea in 


Hospitalized Adults”, Stockholm, Sweden 
• June 2009: “Carnitine in Dialysis Patients: Potential Relationships with QOL”, Stockholm, 


Sweden 
• March 2009: Annual Dialysis Conference “Research in Renal Nutrition – How to Get Started”, 


Houston, TX 
• March 2009: Annual Dialysis Conference “The Impact of Nutritional Interventions on Nutrition 


Related Parameters in Hemodialysis Patients”, Houston, TX 
• October 2008: American Dietetic Association’s Annual Professional Meeting, Sigma Tau 


Pharmaceuticals, Inc. sponsored presentation, “Recent Revelations in Carnitine use for Dialysis 
Patients”, Chicago, IL 


• September 2008: Renal Dialysis Chain-Renal dietitians “Recent Revelations in Carnitine use for 
Dialysis Patients, Seattle, WA 
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• June 2008: XIV International Congress on Nutrition and Metabolism, “Research in Renal 
Nutrition – How to get started”, Marseille, France 


• April 2008: Joel Kopple Award Presentation, National Kidney Foundation, Dallas, TX 
• October 2007: 5th Annual West Michigan Renal Symposium, “Impact of Nutrition as a Reliable 


Morbidity Indicator”, Grand Rapids, MI 
• September 2007: Kidney Foundation of Ohio’s 32nd Annual Renal Symposium, “Leadership in 


Dietetics”, Cleveland, OH 
• February 2007: DaVita Leadership Meeting, “Dietitians as Leaders”, Columbus, OH 
• May 2006: Spring Clinical Nephrology Meeting,  “Subjective Global Assessment Validity and 


Reliability in the Hemodialysis Population”, Chicago, IL 
• September 2005: Nebraska Council on Renal Nutrition, “Carnitine – Evaluation in Practice, 


Lincoln, NE 
• May 2005: Spring Clinical Nephrology Meeting, Individual Variations in Acylcarnitine 


Moieties”, Washington DC 
• October 2004: Renal Care Group, “Subjective Global Assessment: Should it be put into 


practice?”, Cleveland, OH 
• May 2004: Experimental Biology Meeting, “Acylcarnitine Concentrations in Hemodialysis 


Patients”, Washington D.C. 
• November 2003: Subjective Global Assessment Consensus Conference, Cleveland, OH 
• September 2003: Ohio Renal Foundation. “Carnitine: Evaluation in Practice” Cleveland, OH 
• April 2003: National Kidney Foundation Spring Clinical Nephrology Meeting. “Use of Mid-Arm 


Muscle circumference (MAMC) to Assess and Predict Nutritional Status in Patients Receiving 
Hemodialysis”, Dallas, Texas 


• October 2001: National Kidney Foundation’s Professional Council Meeting. “The Effect of 
Nutrition Intervention on the Hemodialysis Prognostic Nutrition Index”, San Francisco, 
California 


• October 2000: National Kidney Foundation’s Professional Council Meeting, “Carnitine Status in 
Hemodialysis Patients”, Toronto, Canada 


• April 2000: Experimental Biology Meeting, “Clinical Indicators Associated with Uremia in 
Hospitalized patients with Chronic Renal Failure”, San Diego, CA 


• March 1999: An Evening Dedicated to Evidence-Based Practice: "Clinical Indicators Associated 
with Poor Oral Intake of Patients with Chronic Renal Failure", Lincoln NE 


• March 1999: Lincoln Dietetics Association “Nutrition Intervention in the Pre-Dialysis Patient”, 
Lincoln NE  


• September 1997: All State Nebraska Council on Renal Nutrition, “Assessment for Malnutrition 
in Hospitalized Patients with Chronic Renal Failure”, Grand Island, NE 


• May 1997: Nebraska Nurses Association,  “Nutrition in the Elderly”, Lincoln, NE 
• August 1996: Nebraska Health Information Management Association, “Busy Lifestyles & Proper 


Nutrition”, Lincoln, NE 
• May 1995: Nebraska District Dietetic Association meeting on “Assessment for Malnutrition in 


Hospitalized Patients with Chronic Renal Failure”, Lincoln, NE 
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		University of Kansas Medical Center, Kansas City, KS

		Course Director for Strategies 2: Advance Practice in Renal Nutrition: Update 2010

		RESEARCH AND SCHOLARLY ACTIVITES:
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Academy of Nutrition and Dietetics

 

120 South Riverside Plaza

 

Chicago, IL 60606-6995

 
ASteiber@eatright.org 

312-899-4860

 

 

 

Best regards, 

Pat

 

Patricia M. Babjak

 

Chief Executive Officer 

 Academy of Nutrition and Dietetics 

 120 S. Riverside Plaza, Suite 2190 

 Chicago, Illinois 60606-6995 

 Phone: 312/899-4856 

 Email: pbabjak@eatright.org 

 

From: Patricia Babjak  

Sent: Wednesday, August 29, 2018 2:52 PM 

 To: Megan Lott, M.P.H. <megan.lott@duke.edu> 

 Cc: peark02@outlook.com; TJRaymond@aol.com; Stephen.Daniels@childrenscolorado.org;

DMartin@Burke.k12.ga.us; Mary Story, Ph.D. <mary.story@duke.edu> 

 Subject: RE: INVITATION to participate in an HER-RWJF Expert Panel

 

 

Dear Megan, 

 

We have identified several talented individuals meeting your specified expertise and background

requirements and are confirming their availability to serve. We will submit the names of our two

appointments tomorrow. Again, we are very excited about participating! 

 

Best regards, 

Pat

 

Patricia M. Babjak
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Chief Executive Officer 

 Academy of Nutrition and Dietetics 

 120 S. Riverside Plaza, Suite 2190 

 Chicago, Illinois 60606-6995 

 Phone: 312/899-4856 

 Email: pbabjak@eatright.org 

 

From: Megan Lott, M.P.H. [mailto:megan.lott@duke.edu]  

Sent: Wednesday, August 29, 2018 2:23 PM 

 To: Patricia Babjak <PBABJAK@eatright.org>; Mary Story, Ph.D. <mary.story@duke.edu> 

 Cc: peark02@outlook.com; TJRaymond@aol.com; Stephen.Daniels@childrenscolorado.org;

DMartin@Burke.k12.ga.us 

 Subject: Re: INVITATION to participate in an HER-RWJF Expert Panel

 

 

Pat,  

 

We are thrilled the Academy will be joining us in this important effort to develop a consensus

statement for healthy beverage consumption recommendations in early childhood among key

health professional organizations. I wanted to follow up to see if you and Mary Russell have had a

chance to determine who will represent AND on the panel. 
 
We look forward to receiving your recommendations. We are hoping to hold our first panel call in
September. 
 
Best,  
Megan. 

 

— 

 

Megan Lott, MPH, RD

 

Deputy Director 

 Healthy Eating Research - A national program of the Robert Wood Johnson Foundation

 

 
Duke Global Health Institute

 

310 Trent Drive

 

Box 90519
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Durham, NC 27708 

 Email: Megan.Lott@duke.edu

 

Phone: 919-613-6282

 

 
www.healthyeatingresearch.org

 

Find Healthy Eating Research on Facebook and Twitter

 

 

 

 

From: Patricia Babjak <PBABJAK@eatright.org> 

 Date: Friday, August 24, 2018 at 12:13 PM 

 To: Mary Story <mary.story@duke.edu> 

 Cc: "peark02@outlook.com" <peark02@outlook.com>, "TJRaymond@aol.com" <

TJRaymond@aol.com>, "Megan Lott, M.P.H." <megan.lott@duke.edu>, "

Stephen.Daniels@childrenscolorado.org" <Stephen.Daniels@childrenscolorado.org> 

 Subject: Re: INVITATION to participate in an HER-RWJF Expert Panel

 

 

Dear Mary, 

 

Thank you for the opportunity to participate on the Healthy Eating Research Panel of the Robert

Wood Johnson Foundation. President Mary Russell and I will be discussing and selecting two

RDNs to appoint which meet your specified expertise and background requirements.

 

 

We are excited about collaborating with other organizations in developing a consensus statement

on this important issue and thank you for the invitation. We will provide the Academy’s

appointments early next week.

 

 

Best regards,

 

Pat

 

 

Patricia M. Babjak 

 Chief Executive Officer 
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 Academy of Nutrition and Dietetics 

 120 South Riverside Plaza, Suite 2190 

 Chicago, Illinois 60606 

 312-899-4856 | pbabjak@eatright.org | www.eatright.org

 
 
On Aug 24, 2018, at 9:10 AM, Mary Story, Ph.D. <mary.story@duke.edu> wrote:

 

 Dear Pat,

 

 

Attached is an invitation letter inviting the Academy of Nutrition and Dietetics to participate in an

expert panel convened by Healthy Eating Research (HER), a national program of the Robert

Wood Johnson Foundation (RWJF), to develop a consensus statement for healthy beverage

consumption recommendations in early childhood among key health professional

organizations. The letter provides more details on the project but this email provides a basic

summary.

 

 

As the world’s largest organization of food and nutrition professionals we hope AND will be able to

participate. The other organizations involved in the consensus statement will be the American

Academy of Pediatrics, the American Heart Association, and the American Academy of Pediatric

Dentists.

 

 

Each organization will appoint up to two individuals to represent their organization on the panel. At

least one representative should be an individual who can speak on behalf of the association and

the other needs to have issue area expertise. Representatives will participate in approximately 6-8

conference calls between September 2018 and March of 2019 to discuss the evidence base and

drafting of the consensus statement. The chair of the expert panel will be Stephen Daniels, MD,

PhD, Chairmen and Professor of Pediatrics at the University of Colorado, School of Medicine.

HER will conduct a review of existing evidence, standards, and guidelines prior to the first call.

HER staff will provide additional support for the panel. We know the expert panel members are

busy and we aim to respect their time by having background work done by our staff and

conducting efficient calls.

 

  

In addition to the expert panel, HER will identify 5-7 individuals with expertise in nutrition,

pediatrics, child development, and pediatric dentistry to advise the process and ensure that the

resulting consensus statement is grounded in science. Each organization and person will bring

unique background experience and expertise to the panel. 
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More details are in the attached letter and background documents.  We hope you can be involved

in this project. We are happy to have a call or answer any questions you may have.

 

 

Mary Story PhD, RD

 

Professor of Global Health and Community and Family Medicine

 

Director, Healthy Eating Research National Program Office, RWJF

 

Duke University

 

112 Trent Hall, 310 Trent Drive

 

Box 90519

 

Durham, NC  27708

 

Tel:  919-681-7716

 

Email:  mary.story@duke.edu
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15. Fw: September 6-7 Board Meeting Attachments

From: Donna Martin <DMartin@burke.k12.ga.us>

To: Delia Peel <DPeel@burke.k12.ga.us>

Sent Date: Aug 31, 2018 08:34:08

Subject: Fw: September 6-7 Board Meeting Attachments

Attachment: Att 2.0 September 6-7 AgendaREV.pdf
September 6-7, 2018 Board Meeting Packet Final.pdf
September BOD Travel Itineraries and Hotel Confirmations use.pdf
CTA Transportation To Allegro Hotel.pdf

Please print.  Thanks! 

 
 

Donna S. Martin, EdS, RDN, LD, SNS, FAND

 

Director, School Nutrition Program

 

Burke County Board of Education

 

789 Burke Veterans Parkway

 

Waynesboro, GA  30830

 

work - 706-554-5393

 

fax - 706-554-5655

 

Past President of the Academy of Nutrition and Dietetics 2018-2019

 

From: Joan Schwaba <JSchwaba@eatright.org>  

Sent: Thursday, August 30, 2018 7:10 PM  

To: peark02@outlook.com; Terri Raymond; Donna Martin; Donna Martin; Manju Karkare; Christie,

Catherine; Christie, Catherine; Jo Jo Dantone-DeBarbieris; Marcy Kyle;

dwheller@mindspring.com; Dianne Polly; Kevin Sauer; Ellen Shanley; Hope Barkoukis; Milton

Stokes; Sharon Cox; Susan Brantley; Marty Yadrick; Kevin Concannon;

Dave.Donnan@atkearney.com; Patricia Babjak  

Cc: Executive Team Mailbox; Susan Burns; Chris Reidy; Mary Gregoire; Sharon McCauley;

Joseph Scariot; Linda Serwat; Christine Dinsay  

Subject: September 6-7 Board Meeting Attachments 

 

A revised agenda and the remaining attachments for the September 6-7 Board meeting are now

available on the Board of Directors’ communication platform; a PDF of the full packet is attached
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Attachment 2.0 
BOARD OF DIRECTORS MEETING 
SEPTEMBER 6-7, 2018   
CHICAGO, IL         


Accommodations: Allegro Hotel, 171 West Randolph St, Chicago, IL       Revised 083018 
Thursday, September 6, 2018 - 10 South Riverside Plaza, 8th Floor Conference Room, Chicago, IL 
   TIME AGENDA ITEM PRESENTER IMPLICATIONS ANTICIPATED 


OUTCOME 
11:30 am BUFFET LUNCH 
12:00 pm CALL TO ORDER AND WELCOME M. Russell 
12:00 pm  1.0 Consent Agenda* 


1.1 May 9-10, 2018 Minutes 
1.2 July 18-20, 2018 Minutes 
1.3 President’s Report 
1.4 CEO’s Report 
1.5 Foundation Report 
1.6 CDR Report 
1.7 Honors and Awards Policy Update 
1.8 Finance and Audit Committee Policies 
1.9 Motion Tracking 


1.10 2018-2020 Board Meetings Calendar 


M. Russell Action 


12:05 pm 2.0 Regular Agenda M. Russell Action 


12:05 pm 3.0 Strategic Plan/Criteria for Effective Meetings/Conflict of Interest 
Policy 


M. Russell Generative Information 


12:10 pm 4.0 Financial Report 
4.1 FY 2018 Audit 
4.2 Executive Session with Auditors 
Is the Board ready to accept the FY 2018 Audit findings as 
written, contingent upon FAC approval? 


M. Karkare/ 
J. Hagestad 


Strategic/Generative/ 
Fiduciary 


Action 


1:10 pm 5.0 Board Retreat: Next Steps 
- Fall House Dialogue Preview 
- Credentialing Model 
- Licensure Regulations: Model Practice Act 


M. Russell 
M. Kyle 
C. Reidy 
J. Blankenship 


Strategic/Generative/ 
Fiduciary 


Information/Discussion 


 Attachment [Material(s) to be reviewed]   Materials to be distributed at the meeting 
*All items on the Consent Agenda are considered to be routine.  There will be no separate discussion of these items unless a Board member requests.
In the event a request is made, the item will be removed from the Consent Agenda and considered separately 
Implications: Generative: Discern, frame and confront challenges rooted in values, traditions and beliefs; engage in sense-making, meaning –making and problem framing. Strategic: Scan internal and external environments; 
design and modify strategic plans; strengthen the organization’s comparative advantage. Fiduciary: Oversee operations; deploy resources wisely, ensure legal and financial integrity; monitor results. 
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Attachment 2.0 
BOARD OF DIRECTORS MEETING 
SEPTEMBER 6-7, 2018   
CHICAGO, IL         


Accommodations: Allegro Hotel, 171 West Randolph St, Chicago, IL    Revised 083018 
Thursday, September 6, 2018 - 10 South Riverside Plaza, 8th Floor Conference Room, Chicago, IL 
   TIME AGENDA ITEM PRESENTER IMPLICATIONS ANTICIPATED 


OUTCOME 
2:00 pm 6.0 Public Policy Leadership Award & Grassroots Advocacy 


Award 
Is the Board ready to approve the nominees as presented? 


J. Blankenship Strategic/Generative Action 


2:15 pm 7.0 Evidenced-Based Practice Criteria Task Force Update A. Steiber/ 
R. Hand 
(by phone) 


Strategic/Generative Information/Discussion 


2:45 pm 8.0 Member Engagement 
8.1 Nominating Committee 
8.2 SCAN DPG 


D. Martin 
H. Barkoukis 
(by phone) 


Strategic/Generative Information/Discussion 


3:15pm BREAK 
3:30 pm 9.0 MQii Update S. McCauley/ 


P. Kelly/ 
A. Heap/ 
M. Kahn 


Strategic/Generative/ 
Fiduciary 


Information/Discussion 


4:30 pm 10.0 Clinical Data Registry A. Steiber Strategic/Generative/ 
Fiduciary 


Information/Discussion 


5:15 pm RECESS M. Russell 
6:00 pm Board Dinner: 312 Restaurant, 136 North LaSalle, Chicago. IL 


 Attachment [Material(s) to be reviewed]   Materials to be distributed at the meeting 
*All items on the Consent Agenda are considered to be routine.  There will be no separate discussion of these items unless a Board member requests.
In the event a request is made, the item will be removed from the Consent Agenda and considered separately 
Implications: Generative: Discern, frame and confront challenges rooted in values, traditions and beliefs; engage in sense-making, meaning –making and problem framing. Strategic: Scan internal and external environments; 
design and modify strategic plans; strengthen the organization’s comparative advantage. Fiduciary: Oversee operations; deploy resources wisely, ensure legal and financial integrity; monitor results. 


2 







Attachment 2.0 
BOARD OF DIRECTORS MEETING 
SEPTEMBER 6-7, 2018   
CHICAGO, IL         


Revised 083018 
Accommodations: Allegro Hotel, 171 West Randolph St, Chicago, IL  
Friday, September 7, 2018 - Academy Headquarters, 120 South Riverside Plaza, 14th Floor Conference Room, Chicago, IL  


TIME AGENDA ITEM PRESENTER IMPLICATIONS ANTICIPATED 
OUTCOME 


7:30 am BREAKFAST 
8:00 am  EXECUTIVE SESSION D. Martin 


9:00 am CALL TO ORDER M. Russell 
9:00 am 11.0 Microaggression Training B. Nichols/J. Turner Strategic/Generative Information/Discussion 


11:00 am BREAK 
11:15 am 12.0 Academy Positions M. Russell/ 


A. Steiber 
Strategic/Generative Information/Discussion 


12:30 pm LUNCH  
1:30 pm 13.0 FNCE Update D. Enos Strategic/Generative/ 


Fiduciary 
Information/Discussion 


1:45 pm 14.0 Consent Agenda M. Russell Strategic/Generative/ 
Fiduciary 


Action 


2:00 pm ADJOURNMENT M. Russell 
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MAY 10-11, 2018 MINUTES 


BOARD OF DIRECTORS MEETING            DRAFT 


 


 


 


Board of Directors 


in Attendance 


 


 


 


Donna S. Martin, chair, Lucille Beseler, Patricia M. Babjak,  


Susan Brantley, Jo Jo Dantone-DeBarbieris, Michele Delille Lites,  


Linda T. Farr, Margaret Garner, Dianne Polly, Tamara Randall,  


Kevin Concannon, Marcia Kyle, Mary Russell, Kevin Sauer, Milton Stokes 


 


Incoming Board of 


Directors in 


Attendance 


 


Sharon Cox, Diane Heller, Terri Raymond, Ellen Shanley 


 


Current and 


Incoming Board of 


Directors not in 


Attendance 


 


Hope Barkoukis, Cathy Christie, David Donnan, Manju Karkare,  


Steven Miranda, Marty Yadrick 


 


 


Guest Presenters 


 


Becky Sulik, Co-chair, Patient-Centered Medical Home/Accountable Care 


Organization Workgroup; Paula Goedert, Legal Counsel, Barnes and 


Thornburg 


 


Staff in Attendance 
 


Antonia Acosta (for a portion of 5/11), Doris Acosta, Mackenzie Allen, 


Amy Biedenharn (for a portion of 5/11) Jeanne Blankenship, Susan Burns,  


Diane Enos, Georgia Gofis (for a portion of 5/10), Sharon McCauley,  


Paul Mifsud, Christine Reidy, Michelle Paprocki (for a portion of 5/10),  


Marsha Schofield, Joan Schwaba, Alison Steiber, Pepin Tuma  


(for portions of 5/10), Barbara Visocan, Mary Beth Whalen 


May 10, 2018 
 


Call to Order 


A quorum being present, Donna Martin, chair, called the meeting to order at 1:20 pm.   
 


Consent Agenda 


No items were removed from the consent agenda for discussion.  
 


Motion #1 


Approved 


Move to accept the consent agenda. 


 


Regular Agenda 
 


Motion #2 


Approved 


Move to approve the agenda. 


 


Criteria for Effective Meetings/Conflict of Interest Policy 


Board members were asked to declare any potential conflicts of interest related to each agenda 


item.   
 


House of Delegates (HOD) Spring Meeting 


Declarations of conflict of interest: None voiced.  
 


The Spring HOD meeting focused on performing a cultural assessment of the HOD to identify 


top priorities for action to maintain and create the culture needed to drive success. This dialogue 


was the first step in evaluating what the Academy needs from a large representative assembly to 
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support the Strategic Plan. Outcomes from the meeting were shared. Day one of the Fall HOD 


meeting will be used to thoroughly vet options for the role of our large representative assembly 


moving forward. The House Leadership Team is in the process of confirming a Mega Issue for 


day two of the Fall HOD meeting. 


 


FY19 Budget  


Declarations of conflict of interest: None voiced. 
 


The Treasurer presented the Academy’s 2018 Fiscal Year Forecast and 2019 Fiscal Year budget 


to the Academy Board of Directors.  The 2018 Fiscal Year is expected to continue the positive 


trends seen thus far, ending with a surplus of over $339,000.  The surplus will be driven by 


higher revenue and investment returns resulting in the Academy’s investment reserve levels 


ending the year at $15.1 million or 64% of the 2018 Fiscal Year expense budget. 
 


The 2019 Fiscal Year budget will reflect a deficit of approximately $360,000. This represents 


less than a 1.5% gap and is essentially using the surplus generated in the 2018 Fiscal Year. Non 


dues revenues continue to grow, a pivotal goal for several years. Staff is looking for additional 


expense reductions and revenue opportunities to close the gap. Revenue overall will continue to 


grow, moving up by 1.2% in 2019. Expenses are going up 2.4% and are projected to be nearly 


the same as they were in 2016. Reserve levels are expected decline slightly to $15.0 million or 


61.2% of the 2019 Fiscal Year expense budget. 
 


Motion #3 


Approved 


Move to accept the FY19 budget as recommended by the Finance & Audit 


Committee.  
 


Foundation Update 


Declarations of conflict of interest: None voiced. 
 


An update on the Foundation’s Second Century Fundraising Camping progress, along with 


scholarship, award and grant making activities was presented.  An overview of current and past 


fellows and quotes from grateful recipients of the Foundation’s Disaster Relief Fund, made 


possible through a $100,000 donation from the Academy, was also included in the report. 


 


Dietary Guidelines for Americans 


Declarations of conflict of interest: None voiced. 
 


In March, the USDA and HHS sought public comments on proposed priority topics and 


supporting scientific questions that will guide the development of the 2020-2025 Dietary 


Guidelines for Americans. A review of the comments submitted by the Academy and a progress 


update were presented. 


 


Patient Centered Medical Home/Accountable Care Organization Workgroup Report 


Declarations of conflict of interest: None voiced. 
 


A report from the Nutrition Services Payment Committee on organization-wide implementation 


of recommendations from the 2014 Patient-Centered Medical Home/Accountable Care 


Organization Report. Recommendations were presented for consideration by the Board for future 


work on this front. 


 


Membership Campaigns 


Declarations of conflict of interest: None voiced. 
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A membership update and recruitment and retention efforts were presented to the Board. Total 


membership is expected to hold flat, going from 72,415 to 72,400. The report included 


information regarding membership history, challenges due to Baby Boomer retirement and 


reduced student members resulting from an overall decline in student enrollment; ACEND’s 


education program enrollment for fall 2017 is down nearly 504 overall students compared to 


2016. These drops directly correlate to dues decline. 


 


RECESS 


The Board recessed at 5:45 pm. 


 


May 11, 2018 
 


Executive Session 


Motion #4 


Approved 


 


Move into Executive Session. 
 


Executive session convened at 8:15 am. 
 


Motion #5 


Approved 


          Move out of Executive Session. 


 


Executive session adjourned at 9:15 am. 
 


Orientation: Board Member Responsibilities 


Current and incoming Board members heard a presentation led by P. Goedert, the Academy’s 


Legal Counsel from Barnes and Thornburg, on their roles and responsibilities. Board members 


also learned about the conflict of interest and confidentiality policy and what their obligations are 


to the organization. 


 


Malnutrition Quality Improvement Initiative Progress Update  


Declarations of conflict of interest: None voiced. 
 


A progress update on the Malnutrition Quality Improvement Initiative (MQii) was provided, 


including a recap of the hospital learning collaborative 2.0 launched in 2017, data collection 


continuation into 2018 from the 50 hospitals and the initiation of a new recruitment program 


with a rolling admission participation throughout 2018.  The goal is to add 250 hospitals for a 


total of 300 by end of 2018. The composite measure currently being developed will be submitted 


to the Centers for Medicare and Medicaid Services (CMS) Measures Under Consideration 


(MUC) list by June 15 for inclusion in the federal program and to the National Quality Forum 


(NQF) for its endorsement process to occur in 2018-2019.  The Advancing Patient-Centered 


Malnutrition Care Transitions national dialogue was held on March 14, 2018 in Washington DC. 


Several stakeholders participated. Key take-a-ways include: care coordination and smooth 


transitions across the care continuum are critical for malnourished and at risk patients and the 


identification of community-based provider dietitians to offer consistent, regular support and 


personalized care. 


 


Academy Positions Committee (APC) and Evidence Analysis Library (EAL) Process 


Declarations of conflict of interest: None voiced. 
 


The Research, International and Scientific Affairs (RISA) team presented on the pilot to develop 


a position paper using the Evidence Analysis Library (EAL) process. A brief history of the 


benchmark study which evaluated the position paper development process was provided. It was 


reported that House Leadership Team approved APC’s recommendations to discontinue practice 
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papers and that all future position papers be generated from an EAL systematic review. Two 


systematic reviews served as the pilots for the new process. A framework to determine whether a 


project is a stand-alone systematic review, an evidence-based nutrition practice guideline or a 


position paper was introduced. The template for the new position paper was also presented. The 


merging of APC and Evidence Based Practice Committee prompted the need for the formation of 


the Evidence Analysis Center which will generate the Academy’s evidence based reports. 


 


Motion #6 


Approved 


Move that the Board approve the new framework and creation of an 


Evidence Analysis Center.  


 


Practice Area/Practice Settings 


Declarations of conflict of interest: None voiced. 
 


In February, an internal staff task force was appointed to review the Academy’s six established 


practice areas and nearly 30 major practice settings to coincide with current practice. This will 


also ensure terminology is comparable across surveys used by the Academy and CDR (eg, Needs 


Satisfaction Survey, Practice Audits, Compensation and Benefits Survey, Exit Survey, Member 


Profile, etc.). A draft terminology list was developed and shared as an exercise with the Board to 


determine if they could identify their particular practice in each of the employment sector, 


practice area, focus area, and work/practice setting questions.  Suggestions for revision were 


noted. Further discussion and revision will take place after the July Board Retreat when a new 


credentialing model is discussed. 


 


2018 Academy National Honors and Awards Nominees  
Declarations of conflict of interest: None voiced.  
 


Annually, the Academy honors outstanding food and nutrition practitioners and supporters of the 


profession. The Honors Committee reviews the submissions for all national Academy honors and 


awards using standardized procedures and scoring processes. The nominees for the 2018 


Academy National Honors and Awards were presented to the Board for approval. The Board was 


reminded to keep the information confidential until recipients and non-recipients have been 


notified.  


 


Motion #7 


Approved 


Move to approve the Honors Committee’s recommendations for the 2018 awards 


and honors recipients. 


 


Dietetic Practice Group (DPG) Management 


Declarations of conflict of interest: None voiced. 
 


A summary of the new DPG model concept which was presented and approved at the September 


2016 Board of Directors (BOD) meeting was shared. During the 2017-2018 year, efforts were 


spent focusing on engaging with volunteers to lay the ground work for implementing this 


approved model. This included conducting a benchmarking survey, one-on-one leader 


conversations and a town hall discussion with leaders at FNCE® 2017.  The feedback from 


volunteer leaders has shown a need for the DPG Relations team to build relationships between 


volunteers and staff built on transparency, trust and support. 
 


Nutrition Informatics Dietetic Practice Group 


Declarations of conflict of interest: None voiced. 
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A new informatics Dietetic Practice Group (DPG) proposal was presented to the Board for 


discussion. The new DPG will be implemented in line with the previously discussed and BOD 


approved DPG model. The 2018-2019 membership year will be used as a planning year to 


develop the operational structure of the DPG. An appointed group of leaders will meet at FNCE® 


to continue to discuss the framework for the group and a booth will be included at the FNCE® 


DPG/MIG Showcase to encourage membership interested and engagement. The group will be 


open to members as of June 1, 2019. 
 


Motion #8 


Approved 


Move to approve the creation of an Informatics DPG and implement with the 


previously discussed and BOD approved DPG model. 


 


Board Activities 


Declarations of conflict of interest: None voiced. 
 


The Board retreat will be held on July 18-20, 2018 in Asheville, North Carolina, and will focus 


on topics such as PhD capacity, committee alignment with the Strategic Plan, credentialing 


models for the future and Strategic Plan metrics. The retreat will also include orientation on the 


Board’s roles and responsibilities. Glenn Tecker from Tecker International, LLC, will join us to 


facilitate the dialogue. 


 


Adjournment 
 


The meeting was adjourned by consensus at 1:50 pm. 
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JULY 18-20, 2018 MINUTES 
BOARD OF DIRECTORS RETREAT 


Board of Directors 
in Attendance 


Mary Russell, chair, Patricia M. Babjak, Hope Barkoukis, Susan Brantley, 
Catherine Christie, Sharon Cox, Jo Jo Dantone-DeBarbieris,  
David Donnan, Diane Heller, Donna Martin, Dianne Polly, Manju Karkare, 
Marcia Kyle, Terri Raymond, Kevin Sauer, Ellen Shanley, Milton Stokes 
(by phone for a portion of 7/18 and 7/19 only), Marty Yadrick 


Board of Directors 
not in Attendance 


Kevin Concannon 


Invited Guests  Linda Gigliotti, chair of the Commission on Dietetic Registration;  
Chris Hartney, chair of the Accreditation Council for Education in 
Nutrition and Dietetics; and Linda Snetselaar, Editor of the Journal of the 
Academy of Nutrition and Dietetics.  


Facilitator Glenn Tecker, Chairman and co-CEO of Tecker International 


Presenters Julie O’Sullivan Maillet, former Academy president and tenured professor 
in the Department of Nutritional Sciences at Rutgers, the State University 
of New Jersey-School of Health Professions 


Staff in Attendance Mackenzie Allen, Jeanne Blankenship, Erin Cannon, Diane Enos, 
Mary Gregoire, Sharon McCauley, Paul Mifsud, Christine Reidy,  
Marsha Schofield, Joan Schwaba, Alison Steiber, Pepin Tuma (for 7/19 
only), Barbara Visocan, Mary Beth Whalen 


July 18, 2018 
Call to Order, Welcome, Introductions 
A quorum being present, M. Russell, chair, called the meeting to order at 1:00 pm ET. 
Introductions were made and guests were welcomed. 


Board Orientation – Governance 
As part of its orientation, in July Board members received a communication with a link to the 
online 2018-19 Board Handbook.  The handbook is a resource that provides information on the 
Academy’s strategic direction, the Board’s roles and responsibilities, and current programs and 
services. Board members were provided a flash drive containing the current handbook.   
G. Tecker led the discussion on defining governance and the role of the Board.  


Fall House Dialogue Preview 
The House of Delegates (HOD) has been exploring what the association needs from a large 
representative body to support and advance the new Strategic Plan to best serve members and the 
nutrition and dietetics profession. That exploration started with a Delegate survey and analysis of 
the culture of the HOD at the Spring Meeting with follow up work being led by a Culture Team 
comprised of Delegates. At the Fall HOD meeting, Delegates will begin looking at options for 
this large representative assembly based on initial options presented by G. Tecker and built upon 
by Delegates, their constituents and other thought leaders. The Board was requested to provide 
input to the HOD Leadership Team as they plan for this meeting.  
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• What additional options should be included in the Backgrounder for the Fall House of 


Delegates meeting as delegates explore how the HOD can best support the Academy’s 
new Strategic Plan? 


• What do Board members see as the advantages and disadvantages of each option? 
Board members and executive staff also provided input on the four additional questions that form 
the foundation of Knowledge-Based Strategic Governance. M. Kyle invited Board members to 
participate in the Fall HOD meeting. Recommendations based on the Fall HOD meeting and 
further House Leadership Team dialogue will come to the Board for consideration.  
 
Wrap-up 
G. Tecker provided a summary of the day’s discussions and reviewed the plans for day two of 
the retreat.  
 
July 19, 2018 
 
Positioning Nutrition and Dietetics Professionals for the Future: Education Model 
The chair of the Accreditation Council for Education in Nutrition and Dietetics (ACEND) gave 
an overview of ACEND, its mission and responsibilities.  The presentation provided background 
information on the development of the ACEND future education model and included an update 
on the demonstration program project to evaluate the Future Education Model Education 
Accreditation Standards.  Retreat participants engaged in small group discussion regarding the 
following questions providing input to ACEND on ways to better prepare students and strategies 
for enhancing pre-professional experiences.  


• How can we better prepare our students for the changing environment that is impacting 
the profession of nutrition and dietetics (i.e. moving from inpatient to outpatient delivery; 
increased demand for personalized care; telehealth; interprofessional practice; need for 
leadership, management and advocacy skills)?  


• How can we enhance the pre-professional experiences for both students and preceptors? 
A list of recommendations resulting from the discussion is included on Attachment A.  
Positioning Nutrition and Dietetics Professionals for the Future: Credentialing Model 
The chair of the Commission on Dietetic Registration (CDR) presented a credentialing model 
concept to the Board.  The model concept was originally presented to the Board in 2011.  It did 
not move forward at that time due to several other recommendations under consideration based 
on the Council on Future Practice Visioning Report which was published in 2012. The 
credentialing model concept presented includes a core examination with a choice of one more 
focus areas, e.g., clinical, community, management, research, health promotion/disease 
prevention.  Each focus area could be designed to require different registration eligibility 
requirements. Retreat participants engaged in roundtable discussion of the following questions 
relative to the credentialing model. 


• Does the credential, as it is currently defined, position the RDN to maximize 
opportunities in future? 


• Is the proposed format relevant to practice and responsive to the needs of the public, 
employers and prospective RDNs? If not, how should it be changed? 


• What are the pros & cons of the proposed examination model? 
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While there was some support for this credentialing model, several concerns were noted. 


• Impact of this model on the 2024 graduate degree registration eligibility requirement  
• Cost to both CDR and practitioners  
• Potential confusion in the marketplace with too many credentials  
• Students don't  know where the  want to focus at entry-level  


 
Since current CDR commissioners were not present during the original discussion of this model, 
it will be presented to the commission at its July meeting.  Pending the commission discussion it 
will be shared with other Academy organization units for input.  
 
Communication Engagement 
The Board heard an update on the Academy’s use of technology to communicate with members 
and the food, nutrition and dietetics audience. The Academy continues to maintain a robust 
distribution of timely and accurate communications through all-member emails, 
eatrightPRO.org, the Journal, affiliate, DPG and MIG newsletters and websites, communities of 
interests information portals, Eat Right Weekly, social media, Food & Nutrition Magazine, and 
traditional media communications. The messaging is efficiently communicated through social 
media channels allowing for member engagement opportunities and the ability to monitor 
responses, identify top priority areas and share with organization units to create a plan of action. 
 
Positioning Nutrition and Dietetics Professionals for the Future: Licensure/Regulations- 
Revised Model Practice Act 
A revised version of the draft Model Practice Act was presented for the Board's consideration. 
The Academy's options for working with affiliates on consumer protection and professional 
regulation legislation were highlighted.  In addition, the presentation noted the value of the 
Model Practice Act's structure and consensus language to effectuating Academy goals such as 
facilitating practice across state lines and easing the burden of multi-state licensure on members.  
Discussion focused on ensuring the model language reflects the work of RDNs across the 
lifecycle and in all venues, and after slight accommodative modifications, the Board accepted the 
revised Model Practice Act. The approved version included changes suggested by the Board 
for regulatory language that protects the public by providing access to CDR credentialed 
practitioners in unregulated areas of practice.  
 


Motion #1 
Approved 


Move to accept the Model Practice Act as amended.  


 
Positioning Nutrition and Dietetics Professionals for the Future: Licensure/Regulations- 
Licensure Compact 
The Board heard a report on the benefits and challenges associated with pursuing a licensure 
compact similar to that of other health care professionals, with the purpose of a compact being to 
benefit members and improve patient and client care by facilitating practice across state lines.  
Discussion focused on the potential cost, structure, and mechanisms for a compact's funding and 
maintenance. Additional information will be forthcoming when details about feasibility are 
further obtained. 
 
Positioning Nutrition and Dietetics Professionals for the Future: Licensure/Regulations- 
Order Writing Privileges 
The topic of Order Writing Privileges was reviewed discussing its background, successes and 
future focus areas. The impact in Hospitals of the Centers for Medicare and Medicaid Services 
(CMS) final rule, effective July 2014, on patient diets, including therapeutic diets was recapped. 
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Critical Access Hospitals (25 beds or less) followed the CMS updating process to also choose, 
when permitted under State law, to designate qualified dietitians or qualified nutrition 
professionals as practitioners with diet-ordering privileges.  
 
CMS continued their continuity efforts with overhauling the Long Term Care (LTC) regulations 
published in the November 2016 final rule to include that the attending physician may delegate 
to a registered or licensed dietitian the task of prescribing a resident’s diet, including a 
therapeutic diet, to the extent allowed by State law. Noted was the specification of ‘clinically 
qualified’ for the nutrition professional which strengthens the CMS definition for Medical 
Nutrition Therapy. Dietetic Practice Groups, State regulatory specialists and staff are currently 
engaged in assessing LTC State laws and regulations for impediments, if any. Lastly, Academy 
staff is closely working with the Renal Practice Group to review dialysis providers’ policies and 
coordinate discussion with CMS Renal Dialysis team for future regulations on order writing 
privileges. Board members suggested LTC ideas for workflow processes as well as the use of 
forthcoming Academy and National Kidney Foundation publications on renal guidelines.  
 
Positioning Nutrition and Dietetics Professionals for the Future: Doctorate Capacity 
Building 
The 2017 Council on Future Practice report identified that as entry level education for RDNs 
moves to a graduate degree in 2024, the shortage of doctorally prepared RDNs needed to meet 
the challenge of educating new RDN professionals will grow exponentially. Data on doctorate 
degreed members and non-members was shared. In recent years the Foundation’s support 
through CDR has provided funding for 80 new RDN, PhDs. Retreat participants engaged in 
small group discussion regarding the following questions providing input on ways to build 
doctorate capacity and retain these members.  


• What strategies can be undertaken to encourage our professionals to attain a doctorate? 
• What strategies should we use to recruit and retain individuals holding a doctorate 


demonstrating the relevance and value of Academy membership? 
General consensus was that each grouping of doctorally-prepared individuals has a positive 
impact on profession and should be encouraged to become regarded members of the Academy 
and credentialed by CDR. The Academy’s value to doctorally-prepared individuals includes the 
National Research Network, ANDHII data, potentially advanced-level CPEs, and opportunities 
to meet service requirements for promotion and tenure. 
 
Wrap-up 
G. Tecker provided a summary of the day’s discussions and reviewed the plans for day three of 
the retreat.  
 
July 20, 2018 
Executive Session 


Motion #2 
Approved 


Move into executive session. 


 
Executive session convened at 8:02 am ET. 
 


Motion #3 
Approved 


Move out of executive session. 


 
Executive session adjourned at 8:56 am ET. 
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Positioning Nutrition and Dietetics Professionals for the Future: Trends Shaping Future 
Healthcare 
Public Member D. Donnan gave a presentation on the trends shaping the future of healthcare and 
the impact on food and nutrition professionals. Retreat participants engaged in discussion 
regarding the following questions providing input on ways the Academy can position its 
members for the 2nd Century by looking at future trends influencing healthcare.  


• How do the healthcare trends impact our profession? 
• What actions do we need to take and what are the consequences of inaction? 
• What collaborations are needed to address opportunities? 


There was agreement that the trends provide opportunities for food and nutrition professionals, 
yet our members need expert communication, counseling and consulting skills that are engaging 
and informative to help interpret the information for consumers.  
 
Next Steps 
A report on the next steps for all major issues on the retreat agenda will be discussed at the 
September Board meeting. Appropriate committees and task forces will be informed of the 
strategic outcomes of the discussions, as appropriate. 
 
Adjournment 
The meeting was adjourned at 11:00 am ET on July 20, 2018 by consensus. 
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BOARD OF DIRECTORS RETREAT 
JULY 18-20, 2018      
GROUP AND BREAKOUT SESSION 
DISCUSSION SUMMARY 


ATTACHMENT A 
 


Agenda Item 4.0: Fall House Dialogue Preview – M. Kyle Presentation 
Break-out Discussion Notes  


Options Presented:  
A. Do Nothing 
B. Dissolve 
C.  Change Role: Strategic Advisory Council 


o Advice on Policy 
o Advice on Strategy 
o Environmental Scanning 
o Interpretation of Member Data  
o Recommendations on Staff Data Analytics  
o Focus Group 
o Data Zone Findings & Recommend 


D. Change Composition  
o Strategic Advisory Council 
o Members Only 
o Broader Stakeholders 


E. Upgrade Nature of Mega Issues & Process 


Questions:  
What additional options should be included in the Backgrounder for the Fall House of Delegates meeting 
as delegates explore how the HOD can best support the Academy’s new Strategic Plan?  


What do Board members see as the advantages and disadvantages of each option? 


o Who is there? How do they get there? What are they doing? 
o What do we know about our stakeholders’ needs, wants and preferences that are relevant to this 


issue? 
o Key stakeholders 
o Needs, wants and preferences 
o Current realities and evolving dynamics 
o What is the new vision for the HOD? Do we keep it? Come up with something new? 


 


Table One:  


Model Transition from HOD 
CONCEPT: Oversight group (e.g., Advisory Center) with representatives from all practice areas (not 
regions) to decide strategic challenges 


• Discipline driven, evidence-based recommendations to the BOD 
• Agile 
• Independent entity providing recommendations to BOD based on expert task force 


recommendations 
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BOARD OF DIRECTORS RETREAT 
JULY 18-20, 2018      
GROUP AND BREAKOUT SESSION 
DISCUSSION SUMMARY 


ATTACHMENT A 
 


What is their job? 
• Appoint task forces (end when job is done) to address a particular strategic question, issue or 


challenge 
• Advisory task forces and provide strategic proposals to Board 


Who is there? 
• Multifaceted task forces 
• Members, employers, content experts, practitioners, educators of, and end users (e.g., client 


/patient, student, etc.) external representation 
 
How do they get there? 


• Advisory Council itself?  
• Task Forces - - a call for experts, submissions “graded” based on specific criteria 
• Appointment by Board -with task forces being rigorous and quantitative … individuals would 


receive a recommendation to apply and then submit their application 
• The Board? would then grade submissions/applicants 
• The current HOD is not as agile as it could be 


What do we need to know about our key stakeholders’ needs, wants and preferences, relevant to 
the issue? 


Current Conditions Trends Assumptions about the Future 
Culture Survey: 
- Collaborative and 


authentic 
- Not agile 
- Outcomes unclear 


 
- Not top tier member benefit 


(2016 Needs Survey) 
- Lack of knowledge related to 


outcomes 
- Impact unknown 
- Affiliates struggle with 


professional engagement 


 
- Millennials want short term 


commitments that are focused, 
have impact and are a topic on 
which they are passionate 


 


Table Two  


• Option A  - the HOD as it is now and revamp it with process changes such as, technology to reach 
the members (Member Engagement Zone) and form task forces around those issues 


• Like the structure of the DPG and affiliate delegates but perhaps they can form task forces to look 
at issues 


• Ongoing leadership forum institute (different than the three day LI) and within that the members 
would do different tasks   


• Stakeholders – we want a voice in government 
• Capacity – limited resources, size constituency, time commitment, evidenced based, competition 
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Table Three  


• A House of some sort with a new number  
• Timelier professional issues 
• Stronger leadership component  
• More expertise 
• Smaller task forces/groups 
• More strategic planning  
• More problem solving and action  
• Backgrounders need to be improved 
• New and revamped House 
• Engage new leaders and how do we not lose them or have them burn out?  


Table Four  


• Think tank and expert panels or task forces 
• Within the House, need to be more timely  
• Important to get member input and make certain the House feels valued 


Table Five –  


• Look to involve external stakeholders - partnership with others 
• Power and influence within our organization – how do we get them involved? 
• Three-tier system in the House: input from members/advisory council/feed up to HLT and down 


to HOD 
• Advisory council would include internal stakeholders which would provide leadership 


opportunities for our members  


What do we need to know about our key stakeholders’ needs, wants and preferences, relevant to 
the issue? 


Key Stakeholders Needs, Wants and Preferences of Stakeholders 
Credentialed Nutrition and Dietetic Practitioners 
(RDN/NDTR) 


$ Remuneration, Respect, Recognition 
Resources 


Non-credentialed (non-“R”): 2 year degree nutrition/4 
yr degree/”weekend certificate”/Bloggers 


Same $ 


Consumer - customer Safe, effective, timely info for optimal health, simple 
Regulatory Access to our expertise 
Allied Health More of a valued member - improve outcomes 
Food Manufacturers value – additional $ 
Business &Industry Nutrition solutions that equal profit 
Media & Communications  
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What do we know about the current realities and evolving dynamics of our environment that is 
relevant to this decision? 
 


Current Conditions Trends Assumptions about the Future 
Nutrition is:  


- Sexy, Hot, Power of 
Nutrition 


- Complicated 
- Manipulated 
- Telehealth 
- Big Data Analytics 
- Technology 
- Appoint task forces (end 


when job is done) to address 
a particular strategic 
question, issue or challenge 


 
- Match nutrition to person 
- Food & nutrition is a business $! 
- Accessible 
- Demand for transparency 
- Cost-effective\Food as medicine 
- Growing demand for IT apps 


nutrition solutions 
- Match the pill to the ill 
- Genetics 
- Holistic  
- Less volunteerism  - short term 
- Move to Profit driven 


 
- Boomers  - sicker – more 


treatment 
- Millennials – healthier- more 


prevention 
- Other allied health into 


nutrition-related services 


 


Agenda item 6.1: Education Model – Chris Hartney Presentation  
Break-out Discussion Notes  


How can we better prepare our students for the changing environment that is impacting the profession of 
nutrition and dietetics (i.e. moving from inpatient to outpatient delivery; increased demand for 
personalized care; telehealth; interprofessional practice; need for leadership, management and advocacy 
skills)?  


How can we enhance the pre-professional experiences for both students and preceptors? 


Table One 


• Increase pre-clinical preparedness 
• Students need to feel confident 
• Increased engagement in real world scenarios 
• Not just disciplinary 
• Simulations  
• Broadening the definition of preceptors 
• How do engage and become a preceptor and get students to become a preceptor? 
• Future education model will help—but the barrier of the perceptions by educators may still exist 
• Support ACEND’s agenda engaging educators and listening to educators 
• How to prepare:   


o Do educators realize a shift is occurring and are they preparing students? 
o Higher pre –clinical preparedness 
o Higher engagement in “real world” scenarios 
o Higher exposure early on= lower fear to new experiences 
o Higher interdisciplinary/case studies—including telehealth, PN etc..  
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Table Two 


• Learn more about the health care systems and business skills 
• Half-day training of all health professional students to teach everyone what all are doing learning 


– no encroachment 
• Trying to do something with culinary nutrition  
• Simulations such as eight-hour workshops with students exposed and case studies so they 


understand about all the parts of the business - Medicare – data 
points/wearables/technology/telehealth/social media 


• Need to do a better job at training preceptors  - better job at training, help these preceptors be 
better – any additional training we can give them is better 


Table Three   


• Role playing  
• Telehealth and teleteaching 
• Preceptor benefits – paying/CPEU credit 
• Master’s degree (nursing getting same problems) 
• Possibly base faculty in the hospital and supervise the students while doing the clinical practice  
• Need employer support for preceptors 
• Interprofessional with PT and exercise science and public health – have other professions present 


in the setting to understand our scope – change perception of other’s on professional creep when 
they are exposed to what other professions (and RDNs) are doing 


• Increased role with the NDTRs and bachelor degrees/4-year graduates – these NDTRs have skills 
and competencies 


• Use training with other professional students to insert nutrition … training the students together  


Table Four  


• Need telehealth with strong informatics skills such as Pedro and ANDHII 
• Preceptors need to judge and assess the use of these skills 
• Stepwise experiential skill 
• Associate-degreed students get community access to public health, ex. 
• Bachelor’s have school nutrition experience, ex. 
• Clinical nutrition would be master’s level 
• Bachelor’s level can’t represent the RD when up against the RN 
• Remember they are representing nutrition and the profession 


Table Five 


Better Prepare Students 


• Inter-professional education courses 
• Simulations and technology 
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• Support networking 
o Student 
o Preceptor 
o Employers 


• Expose students to opportunities outside of healthcare facilities (business, industry) 
• Expand definition of preceptor- does it have to be nutrition professional? 
• How prepared students—“profit is okay” 
• More volunteerism—think outside the box—our perceptions change, students change 
• Opens the door with industry, business, and education 
• Student members appreciate/use research tools 


o Standards/competencies focus on ANDHII and Foundation 
o Informatics  


• Helping students understand competency based assessment/know different from “usual” 
education/evaluation strategy (preceptors as well) 


• Students not aware of resources 
• Social media presence= pre-professional experience—sell ourselves, recruit: 


o High school 
 Get students in high school involved in community college—credit toward associate degree  
o School Lunch 
o Sales job 


• Changing curriculum requirements k-12—eliminate math/science 


 


Agenda item 6.2: Credentialing Model –Linda Gigliotti Presentation  
Break-out Discussion Notes  


Does the credential, as it is currently defined, position the RDN to maximize opportunities in future? 


Is the proposed format relevant to practice and responsive to the needs of the public, employers and 
prospective RDNs? If not, how should it be changed? 


What are the pros & cons of the proposed examination model? 


Table One  


• No, the current credential doesn’t maximize opportunities 
• The new model does fit career changers 
• Pros and cons: Considerations intersect with 2024 standard of master’s to take RDN test and the 


concept of advanced vs. specialty – maybe more of a track mentality (matches career/academic 
talk) 


Table Two 


• Current credential does prepare us to maximize opportunities 
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• Most students choose track or major out of convenience not desire 
• Confusion with what the RDN is – will there be more confusion with this new idea? … especially 


with skills competencies when trying to find a first job 


Table Three  


• Can they earn the credential without the supervised practice piece 


Table Four  


• No, current credential doesn’t maximize potential in the future 
• Positive impact with more diversity in our profession 
• Change it with bachelor’s with more core competencies in health sciences field? Pre-med 


background? Basic area, prevention and health coach with bachelor’s, nutrition support 
management maybe a MBA, clinical focused areas  


• Eligibilities would be different with a huge amount of differences 
• Con: we are afraid of change – recertification is a challenge and costly 
• This is a great mega-issue for HOD 
• 2020 practice level audit 
• Impacts more diversity 
• Eligibility details involve a huge amount of resources 
• Define core concept  
• Pros: creates different levels of education specialty careers, recertification exams – impact 5-year 


revenue; would positively impact RDN salaries 
• Cons: afraid of change; recertification exam cost; defining core competencies; would be a 


challenge 


Table Five 


• Most don’t know value of RDN and impact we can make  
• Need clarification 
• Basically a generalist with a bachelor’s degree 
• Focus area only bachelor’s track - too many areas? 
• Cost to RDNs? 
• Layering in additional core … 
• Need clarification of specialties vs. focus areas 
• How does practice remain impacted? 
• Do you have to focus on one or multiple focus areas? People don’t know what they will practice 
• This is innovative and addresses people not knowing value and impact of RDN 
• Or leave at master’s level and limit focus areas … 
• Main concern: too many areas 
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Agenda Item 6.3: Doctorate Capacity Building – Julie O’Sullivan Maillet Presentation  
(break-out discussion notes and compilation of comments submitted on worksheet) 


What strategies can be undertaken to encourage our professionals to attain a doctorate? 


What strategies should we use to recruit and retain individuals holding a doctorate demonstrating the 
relevance and value of Academy membership? 


Table One 


• Expanding scholarship awards for doctorates  
• Campaign for to get doctorates 
• Expanding DCN programs 
• Increasing knowledge of what you need for a doctorate and membership  
• Portfolio assessment instead of 1200 hours for doctorates RDN 
• Consider current recommendations for the credentialing requirements for PhD 
• BOD asking NDEP to create a strategic plan for recruiting teachers of master/doctorate level to 


precept students 


Table Two 


• Boot camp to become RDN from PhD – and then take exam – design something that would be 
effective but can’t take more than a year 


• Lots of opportunities to teach or run Master’s and PhD programs or research at universities 
• Main barriers are funding – partnerships with hybrid funding with post-docs 
• The divide in university - want researchers but do not care if they are RDN (researchers have a 


harder time getting money now) 
• Practicing doctorates still have opportunity to earn (money still out there) 
• Shift in the universities  


Table Three 


• Strategy must be financial for their lost time – Can we leverage not only Foundation money but 
the can the Academy partner with food companies or corporate money to help with grant dollars? 
Money from government. 


• Financial personal need 
• Research money – if you get them young and support them they then perceive that the Academy 


helped them and create a life-long “member” 


Table Four  


• Move forward with ACEND master’s level education model 
• Convenience factor of getting PhD – online, executive level 
• Value of what we provide, provide high-level CPEs, providing access to data used for research 
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Table Five  


• Building capacity  
• Basic PhDs  
• Practice-based data 
• Evidence-based education 
• Grandfather in PhD to be RDNs 


Workshop Discussion and Compiled Notes from Building Capacity Worksheet 


• Why should we concentrate on this topic and what doctorates are we discussing? 
• General consensus: practice doctorates (DCN and DPH) with more applied PhDs/EdDs 


and more basic science/translational-oriented PhDs. Each group has a positive impact on 
profession and should be encouraged to become valued members of the Academy and 
credentialed by CDR. 
Our value to doctorally-prepared individuals includes the National Research Network, 
ANDHII data, potentially advanced-level CPEs, and opportunities to meet service 
requirements for promotion and tenure. 
 


• What stats do we have? 


Academy and CDR databases, 75% RDN 
• 3902 individuals with doctorates 


2319 members (60%) 
1583 non-members (40%) 


• 2890 individuals with doctorates and credentialed (RDN) 
1931 members (67%) 
959 non-members (33%) 


• Of the 1012 not credentialed 
743 (73.4%) were eligible some never credentialed and some dropped 


 129 (17.4%) members 
 614 (82.6%) non-members 


253 are members - no CDR eligibility ever  
Master’s degree in database 


• 40,714 total 
 18,795  (46%) members 
 21,919  (54%) non-members 


• 34,375 (84%)are credentialed 
    5,568 (14%) not RD, were eligible (of those 4,983 (89%) not members) 


• Other professional memberships:  
Limited highest 1% non-member and 2% members of SNEB 
ASN and CAN negligible  
Where they work: 62% colleges and universities   
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NDEP – 33% doctorates, slightly less than 20% doctoral members 


Credential Designation Descriptor 
(Focus/Discipline) 


2018-19 (Current) 
(Total Members: 1325) 


DC Chiropractic 1 
DCN Clinical Nutrition 17 
DHSC Health Sciences 1 
DMD Dental Medicine 1 
DrPH Public Health 14 
DSc Sciences 5 
EdD Education 38 
JD Juris Doctor 1 
MD Medical Doctor 2 
PhD Philosophy 353 
TOTAL   433 


 
Research DPG 38% doctorates 


Credential Designation Descriptor 
(Focus/Discipline) 


2018-19 (Current) 
(Total Members: 
818) 


TOTAL Academy Counts 
for Same Credential 
(Current) 


DBe Bioethics 1 1 
DC Chiropractic 0 8 
DCN Clinical Nutrition 4 44 
DED Education(“Educationist”) 0 7 
DHSC Health Sciences 1 16 
DMH Medical Humanities 0 1 
DO Osteopathic 1 6 
DrPH Public Health 16 97 
DSc Sciences 1 20 
EdD Education 12 149 
PhD Philosophy 277 1827 
Unknown “Dr.” Salutation, no 


credential listed in profile 
1 32 
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143 other doctorates in the overall Academy membership but not crossing over to Research 
DPG or NDEP 


Credential Designation Descriptor 
(Focus/Discipline) 


TOTAL Academy Counts for 
Same Credential (Current) 


DDS Dental 5 
DHA Healthcare Administration 2 
DMD Dental Medicine 4 
DMSC Medical Science 4 
DPA Public Administration 1 
DPM Podiatric Medicine 4 
DPT Physical Therapy 3 
DVM Veterinary Medicine 1 
JD Juris Doctor 29 
MD Medical Doctor 79 
PharmD Pharmacy 9 
PsyD Psychology 5 


 


• What do we anticipate each grouping of doctorally-prepared individuals to provide? 
 


DCN (DPH) Practice 
Doctorates 


PhD/EdD PhD (Basic Science –Translational-
Oriented) 


• Run master’s programs, 
including Future Education 
Graduate Model programs 


 


• Educators 
• Training future PhDs and 


RDs  
• Run MS programs 
• Teach graduate programs 


• Provide supporting data/research to 
promote evidence-based practice 


• Translate basic science to 
translational research 


• Write evidence guidelines 
 


• Leadership on policy • Provide post-doc opportunities for 
other PhDs 


• Apply research into 
practice 


• Educational methodology, 
design curriculum 


 


• Work in the community and 
internationally 


• Do research  


• Be the advanced clinical 
expert 


• Teach MDs, residents and 
other health professionals, 
including clinical faculty 
appointments at health 
systems 
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• What are the consequences of building capacity or not building? How will building enhance and 
elevate profession as a whole? 
 


DCN (DPH) Practice 
Doctorates 


PhD/EdD PhD (Basic Science –
Translational-Oriented) 


• Huge impact on practice, 
teaching and training 


• Collaboration with other 
RDs 


• Publish in journals 


• Elevate status of RDs in 
interprofessional team 


• Elevate status of RDs in 
interprofessional team 


• Elevate status of RDs in 
interprofessional team 


• Publish in practice-based 
journals 


 • Do nutrition research for 
industry 


• Without them, less program 
directors 


• Without them, less research 
and quality teachers 


• They will do more research 
and teach less 


 


• What options/strategies do we have to build capacity? 
 


Options/Strategies  DCN (DPH) Practice 
Doctorates 


PhD/EdD PhD (Basic Science –
Translational-Oriented) 


Academy and 
organizational 
units 


• Only 2, but many are 
needed 


• Run boot camps to help 
PhDs become RDNs 


• Run boot camps to help 
PhDs become RDNs 


ACEND • Start MS-required 
option as early as 
feasible 


• Develop accreditation 
for DCN 


• Encourage PDs to do 
it 


• Bring back 6-month 
experiences or create new 
RDN/PhD combined 
option and promote 
portfolio assessment 


• Bring back 6-month 
experiences or new 
RDN/PhD combined option 
and promote portfolio 
assessment 


CDR • Continue to support 
scholarships, 
including support for 
completing 
residencies 


• Use RDN-AP 
credential with DCN 


• Continue to support 
scholarships, including 
support for completing 
practice hours 


• Modify criteria to take 
RDN exam 


• Continue to support 
scholarships, including 
support for completing 
practice hours 


• Modify criteria to take 
RDN exam 


Partnerships • Multiple options 
 


• Multiple options 
• Maybe help with pairing 


• Multiple options 
• Maybe help with pairing 


DPGs • Market and target to 
doctorally-prepared, 
especially in NDEP, 
Research and 
Nutrition to Health 
Professionals 


• Market and target to 
doctorally-prepared, 
especially in NDEP, 
Research and Nutrition to 
Health Professionals 


• Market and target to 
doctorally-prepared, 
especially in NDEP, 
Research and Nutrition to 
Health Professionals 
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Options/Strategies  • DCN (DPH) 
Practice Doctorates 


• PhD/EdD • PhD (Basic Science –
Translational-Oriented) 


NDEP • Encourage PDs to go 
the DCN route 


• Expand NDEP to 
faculty teaching 
advanced degree 
programs 


• Expand NDEP to faculty 
teaching advanced degree 
programs 


• Expand NDEP to faculty 
teaching advanced degree 
programs 


Membership 
Benefits 


• Discount for students 
in advanced degrees 
based on full and part 
time 


• Discount for students in 
advanced degrees based 
on full and part time 


• Discount for students in 
advanced degrees based on 
full and part time 


Post-Doc Training 
 


 • Create hybrid post-doc 
fellowships 


• Create hybrid post-doc 
fellowships 


Foundation 
 


• Promote and provide 
multiple scholarships 


• Promote and provide 
multiple scholarships 


• Promote and provide 
multiple scholarships 


Academic 
Institutions 


• Develop DCN 
programs 


• Make education 
convenient to 
students 


• Make education 
convenient to students 


• Make education convenient 
to students 


 


• What options/strategies do you, as the Academy, want to follow?  
• Need easy way for PhDs to become RDNs, options include: 


o Grandfather all current PhD/EdD into RDN, with safety and practice 
o Use ISPPs with teaching ability to use portfolio options as well 


• Provide and expand scholarships for all doctoral programs and create affinity with the 
units of the Academy 


• Aggressively market to ASN, SNEB and CAN the Journal impact factor 
• Have an educational campaign to educate practitioners on doctoral process and costs, 


targeting master-level RDNs 
• Board to ask NDEP to develop a strategic plan on recruiting educators that teach in non-


entry level MS and PhD programs to broaden NDEP members and promote value of the 
Academy to students 


• More focused, higher-level CPE opportunities at FNCE 
• Give doctoral candidates access to databases such as ANDHII, EAL, practice audits, etc. 
• ACEND to start working on writing competencies now for DCN program to promote 


quality 
 


• Who will do the work? How do you group the work? What is timeline? 
• Academy staff and DPGs 
• DCN-program managers 
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• Foundation resources 
• Create task force on DCN competencies and ACEND 
• Create task force on academic programs for those with doctoral degrees and who want a 


combined doctorate/experiential learning opportunity 


Agenda Item 8.0: Trends Shaping Future Healthcare – D. Donnan Presentation 
Group Discussion Notes  


How do the healthcare trends impact our profession? 


What actions do we need to take and what are the consequences of inaction? 


What collaborations are needed to address opportunities?  


• Everything we do is about people, we need to tell our stories and pass them on 
• Get the consumer to tell our story, we already know it 
• Provides opportunities 
• These trends are in communities and we need to be out there to help interpret them 
• Our conceptual framework talks about how we translate the science; concern is that we need 


expert communication, counseling and consulting skills that are engaging and informative.  
• Have catchy messaging, not “dry” 
• Professional development program opportunities 
• FNCE exhibitor/floor to target small business to help inform our members 
• How do you drive consumer demand 
• Although spokespeople are skillfully trained, there is a need for a star celebrity 
• End user Spokesperson 
• Foodservice is an opportunity. Develop partnership with healthcare  & RDN to promote wellness  
• Need to get millennials’ “trust” to get recognized 
• Collaborate with Amazon 


Agenda Item 9.0: Retreat Wrap Up - G. Tecker 


• The most effective boards use hard data and external insight 
• External views – ex. adaptive learning platforms (e-textbook) 
• Experience and expertise of own members – package and distribute that and you’ll be successful 
• Advanced degree practitioners – Increasing competition 
• Observation: unclear what the outcome is – desire for harder data before we make decisions 
• Knowledge-based informed intuition when talking about future is not the same as data based  
• Fear of consequences of implementation – fear of internal change rather than external impact  
• Resistance to change (don’t understand what is proposed) not opposition to change (where you 


just don’t agree) 
• What will it be like – will I be able to handle it 
• Platform to co-create solutions to their own real situations  
• Be nimble 


14 
 


Attachment 1.2







Attachment 1.3 


1 


PRESIDENT’S REPORT 


BOARD OF DIRECTORS MEETING 


SEPTEMBER 6-7, 2018 


 


 


 


Activity highlights since our May meeting follow. 


 


American Diabetes Association Supports Academy’s Position on MNT 


The American Diabetes Association (ADA) announced its support for the Academy’s position paper 


“The Role of Medical Nutrition Therapy and RDNs in the Prevention and Treatment of Prediabetes and 


Type 2 Diabetes.” In a letter to the Academy, the ADA said, “Thank you for this important piece of 


work, as it will help move the needle on ensuring people with and at risk for diabetes receive optimal 


care.” 


 


In Tennessee: Dietitian Therapeutic Order Writing Rules to Start in October  


Tennessee RDNs soon will have the ability to become privileged to order therapeutic diets in hospitals, 


thanks to a new regulation that goes into effect October 8: 


https://publications.tnsosfiles.com/rules_filings/07-07-18.pdf.  Based on the new regulatory language, 


therapeutic diets refer to a diet ordered that provides food or nutrients via oral (e.g. nutrition 


supplements), enteral and parenteral routes as part of the patient’s treatment for a disease or clinical 


condition, to modify, eliminate, decrease, or increase certain substances in the diet. This exciting new 


opportunity for licensed RDNs was actively pursued by the Tennessee affiliate and its member leaders, 


working closely with the Academy.  


 


Support for Revised Guiding Principles for Care of People with Diabetes  


In July, I wrote to the National Diabetes Education Program (NDEP) at the National Institute of 


Diabetes and Digestive and Kidney Diseases on the Academy’s behalf commending NDEP for its 


revision of the “Guiding Principles for the Care of People with or at Risk for Diabetes” manuscript. The 


Academy reviewed the paper and supports the guiding principles. I wrote that we are pleased to be listed 


among the other organizations that support use of these Guiding Principles by health care professionals 


and requested that the Academy serve as an organizational representative in the next revision of this 


document.  


 


Promoting RDNs, the Nutrition Expert 


On behalf of the Academy and all members, I submitted two letters to the editor to promote RDNs as the 


nutrition expert. I wrote to the journal American Family Physician in response to the article “Diets for 


Health: Goals and Guidelines,” encouraging physicians “to include RDNs as part of their team, in their 


offices or via referral.” I also sent a letter to the Washington Post in response to a story on shared 


medical appointments encouraging patients to request the provider team include an RDN. 


 


Letter to President Trump: Appoint RDN on President’s Council  
On May 7, I urged President Trump to appoint an RDN to the President’s Council on Sports, Fitness and 


Nutrition. The letter notes that the presence of an RDN on the Council “would help give our fellow 


citizens the tools they need to make the best food choices for health, while preventing food and nutrition 


confusion that hurts our citizens.”  


 


Letter to DHS: Well-being of Children Affected by Immigration Policy 


In a letter sent on June 2 on behalf of the Academy to Homeland Security Secretary Kristjen Nielsen, I 


requested that DHS ensure the mental and physical well-being of children affected by immigration 


policy. Our letter notes that all Academy members remain very concerned that food and nutrition 


requirements be met, and access to medical care be provided, for families who are placed in temporary 



https://publications.tnsosfiles.com/rules_filings/07-07-18.pdf

https://www.aafp.org/afp/2018/0601/p721.html

https://www.aafp.org/afp/2018/0601/p721.html

https://www.washingtonpost.com/national/health-science/going-to-the-doctor-in-a-group-means-better-health-for-some-patients/2018/06/01/180a051c-47d6-11e8-9072-f6d4bc32f223_story.html?utm_term=.1e08cdf19437

https://www.washingtonpost.com/national/health-science/going-to-the-doctor-in-a-group-means-better-health-for-some-patients/2018/06/01/180a051c-47d6-11e8-9072-f6d4bc32f223_story.html?utm_term=.1e08cdf19437

https://www.eatrightpro.org/news-center/member-updates/from-our-leaders/need-for-rdn-on-presidents-council-on-sports-fitness-and-nutrition
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detention facilities or care provider facilities. As a follow-up on June 29, the Academy initiated and led 


a collaborative of more than a dozen health organizations in crafting and forwarding a second letter to 


DHS. While many organizations had issued statements on the topic, the Academy was the only 


organization to communicate directly with DHS. This collaborative letter gave strong voice to the 


recommendations it contained. 


 


Letter to HHS: Academy Supports Access to Breast-feeding 


The Academy signed on to a letter organized by the United States Breastfeeding Committee to Health 


and Human Services Secretary Alex Azar and Commerce Secretary Wilbur Ross expressing concern 


about reports that the U.S. delegation to the World Health Assembly undermined a global resolution 


supporting breast-feeding. The letter is aligned with the Academy’s position that breast-feeding provides 


optimal nutrition and health protection for infants and is an important public health strategy for reducing 


infant and child morbidity and mortality, and maternal morbidity. 


 


Malnutrition Update 
National dialogue 


The National Dialogue “Advancing Patient-Centered Malnutrition Care Transitions,” held in March 


brought together a multi-stakeholder group of health and community leaders and advocates focused on 


developing real-world solutions to better integrate nutrition risk identification and care into existing care 


transition pathways and accountable care models. The dialogue was co-hosted by the Academy, Avalere 


Health and Defeat Malnutrition Today coalition. The Dialogue Proceedings, published in July, show that 


it is equally important for all members of the care team--providers, patients, family and caregivers, 


policymakers, payers and others-- to collaborate to integrate optimal nutrition care into national quality 


and care coordination models and programs.  


 


Composite Measure 


A global malnutrition composite score (composite measure) was submitted in June to the Centers for 


Medicare and Medicaid Services. This submission was targeted to the “2018 Measures Under 


Consideration List for the Hospital Inpatient Quality Reporting Program” and the “Medicaid and 


Medicare Electronic Health Record Incentive Program for Eligible Hospitals and Critical Access 


Hospitals”. The composite measure encompasses the components of the four individual malnutrition 


eCQMs (previously submitted), all as steps to take to obtain a score. Best practices for malnutrition care 


recommend that adult inpatients be screened for malnutrition risk, assessed to confirm severity of 


malnutrition if at risk, and be assigned both an appropriate malnutrition diagnosis, and an appropriate 


nutrition care plan that effectively manages the assigned diagnosis. A letter of intent for the composite 


measure was submitted to the National Quality Forum in August.  


 


Learning Collaborative 


The Academy and Avalere Health are enrolling participants for the 2018 Learning Collaborative. A 


series of introductory webinars in July and August shared information about the MQii Learning 


Collaborative, discussed opportunities to get involved this year and addressed questions.  


Integrating Nutrition Services into New Health Care Delivery and Payment Models 


The Academy’s collaborative efforts with the American Gastroenterological Association (AGA) around 


health care delivery and payment models continues. In the latest round of collaboration, Laura Matarese, 


PhD, RDN, has been representing the Academy on an expert workgroup to develop referral pathways to 


improve the quality of care for patients with irritable bowel disease. The invitation to participate in such 


projects speaks to the high level of respect for our profession by these physician colleagues. 


 



https://www.eatrightpro.org/media/press-releases/public-policy/nutrition-for-immigrants

https://www.eatrightpro.org/news-center/in-practice/research-reports-and-studies/malnutrition-dialogue-proceedings

https://www.eatrightpro.org/news-center/member-updates/events-and-deadlines/join-the-2018-mqii-learning-collaborative
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Labeling of Bioengineered Food and Food Ingredients 


The U.S. Department of Agriculture recently proposed a draft rule on the labeling of bioengineered food 


and food ingredients. The compliance date for labeling was extended to match the compliance date for 


the Nutrition Facts Label changes; the new compliance date for both (excluding small manufacturers, 


who have more time) is January 1, 2020. Continuing our work in this area, the Academy will submit 


comments that focus on support for a label that is consistent with the organization’s Labeling Principles, 


which emphasize clarity, consistency and utility to consumers.  


 


Academy Accepts NASEM Report 


The Academy Positions Committee, the Evidence Based Practice Committee and the GMO Task Force 


followed a systematic process to identify a reputable and complete scientific report on GMOs and the 


Academy Board of Directors accepted their recommendation to support the National Academy of 


Sciences, Engineering and Medicine’s report as the most reputable and complete scientific report 


available to guide policy decisions. The report states in part:  


While recognizing the inherent difficulty of detecting subtle or long-term effects in health or the 


environment, the study committee found no substantiated evidence of a difference in risks to 


human health between currently commercialized genetically engineered (GE) crops and 


conventionally bred crops, nor did it find conclusive cause-and-effect evidence of environmental 


problems from the GE crops. 


 


NASEM’s study, developed by experts representing 15 scientific societies, provides an independent, 


objective examination of what has been learned since the introduction of GE crops, based on current 


evidence. NASEM’s resources and the USDA’s materials help guide consumers and provide clarity 


regarding the safety and scientific evidence surrounding bioengineered foods and food ingredients. Visit 


both websites for detailed information. 


 


Obesity Medicine Education Collaborative (OMEC) Competencies 


In a June 29 letter to the Obesity Medicine Association, I confirmed the Academy’s support of the 


OMEC competencies, saying the Academy is “pleased to be listed among the other organizations 


showing support of these efforts to improve obesity care.” In November 2017, Academy member Hollie 


Raynor, PhD, RDN, was appointed to participate in an external peer review of the Obesity Medicine 


Education Collaborative’s efforts regarding competencies and benchmarks in obesity medicine.  


 


Academy Position Paper: “Benchmarks for Nutrition in Child Care” 


The Academy’s updated position paper “Benchmarks for Nutrition in Child Care” was published in the 


July Journal. It states that early care and education programs should achieve recommended benchmarks 


to meet children’s nutrition needs and promote children’s optimal growth in safe and healthy 


environments. 


 


Council on Future Practice Launches Transforming Vision into Action Award Pilot 


This is the second year of the Council on Future Practice’s Transforming Vision into Action Award, 


approved by the Board of Directors. The purpose of this award is to recognize innovative programs or 


products that transform a vision into nutrition and dietetics practice and/or education with outcomes 


relevant to the future. Three applications were received and vetted by the Council. The project titled 


“Lao-American Nutrition Institute (LANI): Building Capacity through Nutrition Education that Changes 


Lives” was selected to receive the award. The project was submitted by Joanna Cummings, MS, RDN, 


CNSC, and her team at Oregon Health & Science University. Joanna and her team will be recognized at 


the fall House of Delegates meeting in Washington, D.C. Details of the project can be viewed at 


http://www.eatrightpro.org/resource/leadership/honors-and-awards/other-academy-awards/transforming-


vision-into-action-award. 



https://nas-sites.org/ge-crops/2016/05/17/report/

https://nas-sites.org/ge-crops/2016/05/17/report/

http://nas-sites.org/ge-crops/

https://www.ams.usda.gov/rules-regulations/be

https://www.eatrightpro.org/practice/position-and-practice-papers/position-papers/benchmarks-for-nutrition-in-child-care

http://www.eatrightpro.org/resource/leadership/honors-and-awards/other-academy-awards/transforming-vision-into-action-award

http://www.eatrightpro.org/resource/leadership/honors-and-awards/other-academy-awards/transforming-vision-into-action-award
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Member Awards and Recognition 


Academy’s representative to AACE 


The American Association of Clinical Endocrinologists (AACE) has appointed Jo Jo Dantone-


DeBarbieris, to its Diabetes Disease State and Nutrition and Obesity Disease State Networks. In this 


role, she will assist in providing contact “pools of experts” for AACE to serve as physician liaisons, 


teaching faculty and program editors for AACE educational programs and authors/reviewers for AACE.  
 


North Dakota Woman of the Year 


Karen K. Ehrens, RDN, LRD, has been named the 2018 Woman of the Year by the North Dakota 


Women’s Network for her advocacy to end hunger. 
 


Member profiled for university’s 150th birthday 


Nancy Z. Farrell, MS, RDN, FAND, was profiled in a special online section of the Champaign, Ill., 


News-Gazette in honor of the sesquicentennial of Farrell’s alma mater, the University of Illinois. The 


paper’s editor “tracked down more than 1,000 former students, faculty and staff who’ve done the 


University of Illinois proud. The mission: to get them to share personal stories about the places, spaces, 


people and programs that had the most profound impact on them.” 
 


Cancer workgroup commission chair 


Barbara Grant, MS, RDN, CSO, FAND, oncology RDN at St. Alphonsus Cancer Care Center in Boise, 


Idaho, and the Academy’s liaison to the American College of Surgeons’ Commission on Cancer (CoC), 


has been invited to serve as one of four CoC workgroup chairs. The CoC is undertaking an in-depth 


review and update of program standards and eligibility criteria for its more than 1,500 accredited 


programs across the U.S. The CoC consists of 50 national professional organizations, including the 


Academy. 
 


Excellence in long-term and post-acute care 


The American Health Care Association and National Center for Assisted Living announced on July 31, 


that Linda Kluge, RDN, LD, CPHQ, is the 2018 recipient of the Mary K. Ousley Champion of Quality 


Award. Recipients must have made a significant national contribution to advancing quality performance 


in long-term and post-acute care.  


 


Bariatric STAR Program team 


Abigail Lowe, RDN, has been appointed to serve as the Academy’s representative to the  


Association for Bariatric Endoscopy team to develop the curriculum of the Bariatric STAR Program. 
 


Foodservice Equipment and Supplies’ top award 


Mary Angela Miller, MS, RDN, LD, FADA, administrative director at Ohio State University’s Wexner 


Medical Center, is the first foodservice operator to be honored with Foodservice Equipment and 


Supplies’ prestigious Top Achiever Award.  


 


Member reappointed to Nutrition and Wellness Advisory Council 


William Swan, RDN, FAND, recently completed one year as the Academy’s representative to the 


Trinity Health System Nutrition and Wellness Advisory Council, promoting the effective use of 


Academy resources by THS. He was recently asked to serve another year on the Council.  


 


Members honored by SNEB 


Numerous Academy members received honors from the Society for Nutrition Education and Behavior 


(SNEB) at SNEB’s 2018 Annual Conference. 


 


 



https://bismarcktribune.com/news/local/karen-ehrens-named-woman-of-the-year/article_d416082e-21c2-505e-9dd3-274c98f03e41.html?utm_content=buffer0246e&utm_medium=social&utm_source=twitter.com&utm_campaign=LEEDCC#tracking-source=home-the-latest

https://uofi150.news-gazette.com/people/nancy-farrell

http://www.fesmag.com/awards/top-achievers/15686-top-achiever-?operator-mary-angela-miller,-administrative-director,-ohio-state-university,-wexner-medical-center

https://www.sneb.org/sneb-2018-annual-conference-award-winners/
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Meetings 
May: 


 May 10: Marty Yadrick represented the Academy at the XVII Congress of Nutrition and Food in 


Lisbon, Portugal. 


 May 29: Laura J. Kruskall, PhD, RDN, CSSD, LD, FACSM, FAND, represented the Academy at 


the American College of Sports Medicine’s annual meeting in Minneapolis, Minn. She met with 


ACSM  leadership to discuss areas of cooperation that are underway between our organizations 


including ACSM’s September nutrition-themed Health & Fitness Journal, for which she is 


serving as guest editor; and the “Physical Activity Toolkit for Registered Dietitians: Utilizing the 


Resources of Exercise is Medicine,” which is now being updated. 


 


June: 


 June 1 to 3: I attended the Dietitians in Nutrition Support DPG’s leadership retreat in New 


Orleans, La.  


 June 6 to 9: Donna Martin, Terri Raymond, Milton Stokes, Marty Yadrick, Pat Babjak and I 


attended the Dietitians of Canada conference in Vancouver. 


 June 19 to 21: Donna Martin attended the Culinary Institute of America’s 6th annual Leadership 


Summit, “Menus of Change: The Business of Healthy, Sustainable, Delicious Food Choices,” in 


Hyde Park, N.Y. 


 


July: 


 July 1 to 6: Terri Raymond attended the Special Olympics USA Games/Igniting for Change 


Inclusive Health Summit in Seattle, Wash. 


 July 8 to 11: Donna Martin attended the School Nutrition Association’s annual conference in Las 


Vegas, Nev. 


 July 13: Donna Martin attended the School Meals Summit: Nourish to Flourish in Las Vegas, 


Nev. 


 July 15 to 18: Pat Babjak and I attended the Institute of Food Technologists’ annual meeting and 


expo in Chicago. 


 July 16: Catherine Christie attended the Florida affiliate meeting in Orlando. 


 


August 


 August 15: I presented remarks at the 9th annual Celebration of Diversity Awards reception and 


dinner in Chicago which I attended with Pat Babjak. The event was co-sponsored by Barnes & 


Thornburg. 


 August 17: I presented a virtual presentation during the orientation for new students at the 


University of Oklahoma Health Sciences Center. 


 August 20 to 25: Marty Yadrick represented the Academy at the 2018 Association for Healthcare 


Foodservice Annual Conference in Minneapolis, Minn. 


 August 26 to 29: Donna Martin represented the Academy at the Healthy Eating in Practice 


Conference in Asheville, N.C. 


 


 


 


SUBMITTED BY: Mary Russell, MS, RDN, LDN, FAND 
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CEO’S REPORT 


BOARD OF DIRECTORS MEETING 


SEPTEMBER 6-7, 2018 


 


 


 


Activity highlights since the May Board meeting follow. 


 


Food & Nutrition Receives EXCEL Awards 


The Academy’s bimonthly Food & Nutrition Magazine received Association Media & Publishing’s 


EXCEL Awards recognizing excellence in nonprofit organizations’ print and digital publications. F&N 


was honored with the Gold Award and an additional Bronze Award for the feature article The 


Controversial Conundrum of Food Sensitivities.  


 


Academy and CVS’ Disease Initiative 


Mary Beth Whalen, Marsha Schofield and I met on August 7 with Bruce Culleton, MD, vice president 


and chief medical officer of CVS Health Corporation, to discuss the company’s new initiative focused on 


early identification of chronic kidney disease and the expansion of home dialysis to optimize care for 


patients. The Academy supports CVS’ intent to address a condition affecting approximately 15 percent of 


U.S. adults that clearly benefits from early identification and treatment. The meeting initiated an 


exploratory dialogue that will continue with another meeting on September 24, 2018. 


 


New Informational Series: “Did You Know?”  


To help Academy members (and non-member practitioners) become aware of the many Academy 


programs, products and services, the “Did You Know?” series of communications launched in June. 


DYK announcements appeared eatrightPRO social media channels, Eat Right Weekly, listservs and the 


eatrightPRO website. Each DYK highlights one Academy fact and contains a call to action (visit the 


website, join, download the infographic, learn more about the program) and encourages members to share 


the information.  


 


Revamped Licensure Website 


The Board of Directors has made licensure a major priority, recognizing the relationship and importance 


of licensure to the future of the profession. The Consumer Protection and Licensure Subcommittee and 


staff members from the Policy Initiatives and Advocacy and Strategic Communications teams have 


collaborated on a revamped licensure section of the Academy’s website. The site features direct access to 


licensure topics that are prominent within the Advocacy section of eatrightPRO. An interactive map 


allows members to easily find top-level information and to access licensure statutes and regulations in 


their states. The next phase of this important project will include adding an “exemptions” map for 


licensure; reformatting the Therapeutic Diet Orders map to update the status of states; and adding the 


same interactive feature found on the licensure map. 


 


August Was Kids Eat Right Month™  


During August, the Academy and our Foundation focused attention on the importance of healthful eating 


and active lifestyles for children and their families. Created in 2014, Kids Eat Right Month™ mobilizes 


RDNs in a grassroots movement to share healthful eating messages to help families adopt nutritious 


eating habits. For more information on Kids Eat Right Month™ and links to articles, videos and recipes 


visit https://www.eatrightPRO.org/media/press-releases/kids-eat-right-month. 


 


 


 



http://www.siia.net/ampannual/Excel-Awards/Winners

http://www.siia.net/ampannual/Excel-Awards/Winners

https://www.eatrightpro.org/advocacy/licensure/professional-regulation-of-dietitians

https://www.eatrightpro.org/media/press-releases/kids-eat-right-month
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New Review: Medical Nutrition Therapy Provided by RDNs Can Help Slow the Progression of 


Chronic Kidney Disease 


“Medical Nutrition Therapy for Patients with Non-Dialysis-Dependent Chronic Kidney Disease: Barriers 


and Solutions” was compiled by a multidisciplinary team that included RDNs, patient advocates and 


physicians from the Academy, the National Kidney Foundation, Loyola University Chicago and the 


University of New Mexico. It will be published in the October issue of the Journal and is available 


online. 


 


In September: Academy Shines Spotlight on Identifying and Treating Malnutrition 


During our September Spotlight on Malnutrition, the Academy will raise awareness of malnutrition, 


promote the crucial role of RDNs in identifying and treating this serious medical condition and provide 


educational resources for the public and Academy members. Read more on the following areas, with 


corresponding research, events and educational opportunities. 


 Pediatric Malnutrition: September 4 to 7 


 Adult and Senior Malnutrition: September 10 to 14 


 Special Populations and Malnutrition: September 17 to 21 


 Global Malnutrition: September 24 to 28 


The Spotlight on Malnutrition webinar series is offered as a complementary educational opportunity for 


members, earning 1.0 CPEU for participation.  


 


NCP/ANDHII Update 


Nutrition Care Process activities continue to grow within the U.S. and internationally. The Nutrition Care 


Process Terminology (NCPT) was originally launched in 2003. The NCPT is updated annually and now 


hosts seven more languages. Recent highlights include:  


 NCP dissemination: In collaboration with the Technological Institute of Monterrey, nutrition 


professors received comprehensive NCP training to teach and use the NCP and NCPT in their 


classrooms and internships in Mexico 


 NCPT is now available in SNOMED international (effective July) 


 International collaborations: follow up workshop on outcomes and a session on the ANDHII UK 


study are scheduled to be presented at the EFAD conference in Amsterdam in September  


 International Nutrition Care Process and Terminology Implementation Survey (INIS) 


Consortium: Participating in an international ten-country study for tracking the implementation of 


NCP/NCPT among dietitians (INIS): two manuscripts are under review by JAND 


 For FNCE 2018: Coordinating an outcomes focused ANDHII/EHR/NCPT integration experiential 


workshop (pre-FNCE)  


 Multiple translation updates of NCPT have been made available online in collaboration with 


international dietetic associations in Switzerland (German), Sweden (Swedish), Norway 


(Norwegian), Denmark (Danish), China (Simplified Chinese), Taiwan (Traditional Chinese) and 


Canada (French). In progress: new translations for Brazil (Portuguese) and Mexico (Spanish) 


 


Interoperability and Standards Committee Update 


 Implementation Guide for Nutrition Transitions of Care successfully balloted in HL7 during May 


(funding Academy Foundation) 


 Progressing towards submission of ballot for Electronic Nutrition Care Process Record System 


(ENCPRS) Functional Profile. This will update the requirements for EHR vendors to use 


Academy-designed and approved workflows for nutrition care and will be submitted to the 


September HL7 ballot, allowing other stakeholders to provide input to its content 


 Collaborating with Academy DPG liaison to help form a new Nutrition Informatics DPG 



https://jandonline.org/article/S2212-2672(18)30801-3/fulltext

https://www.eatrightpro.org/media/multimedia-news-center/spotlight-on-malnutrition-media-materials

https://www.eatrightpro.org/news-center/in-practice/dietetics-in-action/pediatric-malnutrition

https://www.eatrightpro.org/news-center/in-practice/dietetics-in-action/adult-and-senior-malnutrition

https://www.eatrightpro.org/news-center/in-practice/dietetics-in-action/malnutrition-and-special-populations

https://www.eatrightpro.org/news-center/in-practice/dietetics-in-action/global-malnutrition
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Nutrition Research Network Update 


The Nutrition Research Network (formerly the Dietetics Practice-Based Research Network) conducts, 


supports, promotes and advocates for research in all food and nutrition practice-based settings to optimize 


food and nutrition workforce capacity and capability; improve the delivery of food and nutrition services; 


and enhance the health status of individuals, families and communities. Publications in 


the Journal related to NRN are available at http://www.andjrnl.org/content/dpbresearchnetwork. For 


more information about NRN, visit https://www.eatrightpro.org/research/projects-tools-and-


initiatives/nutrition-research-network. 


  


Advancing Relationships with Key Stakeholders 


The Academy values collaborations with fellow health care professional associations and their members, 


recognizing the new and evolving health care environment will require stronger team-based care to 


achieve shared goals of high quality, safe and cost-effective care. Building on our strong relationship 


with the National Kidney Foundation and the proven effectiveness of medical nutrition therapy for 


persons with chronic kidney disease, our organizations collaborated on the Journal article “Medical 


Nutrition Therapy for Patients with Non-Dialysis-Dependent Chronic Kidney Disease: Barriers and 


Solutions.” The article is designed to bring attention to the underutilization of MNT services and to 


motivate stakeholders to take actions necessary to make these services a routine cornerstone of care.  


 


Health and Sustainable Food Systems: New Fellow and Contractor 


The Foundation has named Marie Spiker, MSPH, RDN, as the next Healthy and Sustainable Food 


Systems Fellow. Ms. Spiker will participate full-time in a one-year project, in collaboration with the 


Future of Food (FOF) initiative,  where she will move the FOF program of work forward; this includes 


planning and convening a Healthy and Sustainable Food Systems roundtable, presenting at professional 


meetings, promoting the Foundation’s Food Systems internship curriculum and facilitating additional 


FOF projects. Ms. Spiker was selected from among 52 outstanding applicants. She has multidisciplinary 


training in public health nutrition, systems science and medical anthropology. She is a doctoral candidate 


in human nutrition at the Johns Hopkins Bloomberg School of Public Health.  


 


The HSFS Fellowship is made possible through a generous donation from National Dairy Council. The 


Foundation has recently received additional support from NDC to hire a contractor to support this 


program of work. Amanda Hege, MPH, RDN, LD, will serve as the lead point person in supporting our 


“champion” dietetic internship sites that will adopt the Food Systems internship curriculum, including 


coordinating a variety of enhanced experiences for interns. Ms. Hege is the director of community 


outreach at the University of Kentucky, where she makes strategic decisions for curriculum development 


and experiential learning in the areas of hunger, food waste and food systems studies.  


 


Physician-Focused Payment Model Technical Advisory Committee 


The Academy nominated Marsha Schofield in July to serve on the Physician-Focused Payment Model 


Technical Advisory Committee, which will provide comments and recommendations to the Secretary of 


Health and Human Services on physician payment models. Marsha was appointed due to her strong 


understanding of the purpose and function of the PTAC and an excellent foundational knowledge of 


alternative payment models.  


 


Expanding Coverage for Nutrition Services  


The Academy continues its collaboration with HealthCare Dynamics International (HCDI) on efforts to 


integrate RDNs into primary care practices under some of the models being tested by the CMS 


Innovation Center. HCDI is focused on providing resources for practices across the country participating 



http://www.andjrnl.org/content/dpbresearchnetwork

https://www.eatrightpro.org/research/projects-tools-and-initiatives/nutrition-research-network

https://www.eatrightpro.org/research/projects-tools-and-initiatives/nutrition-research-network

https://jandonline.org/article/S2212-2672(18)30801-3/fulltext

https://jandonline.org/article/S2212-2672(18)30801-3/fulltext

https://jandonline.org/article/S2212-2672(18)30801-3/fulltext
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in the Transforming Clinical Practice Initiative to help them be successful. In May, the Academy offered 


a third webinar to an audience of clinicians, practice managers and other non-clinical staff from the TCPI 


practices on “Improving Care, Outcomes and Your Bottom Line: A Case for Nutrition in Primary Care,” 


presented by Krista Yoder Latortue, MPH, RD, PMP, PBA, LDN, FAND, vice chair of the Nutrition 


Services Payment Committee. This collaboration represents a powerful opportunity to increase the 


number of RDN Medicare providers, an important step towards future expansion of payment 


opportunities under the Medicare program and other models of care being tested under the Innovation 


Center. These webinars also provide the opportunity to highlight the role of nutrition and the RDN in 


patient care as well as positively impact utilization of the Medicare MNT and DSMT benefits.  


 


My Healthy Weight Initiative Update 


Since 2009, the Academy has enjoyed a productive partnership with the Alliance for a Healthier 


Generation and the American Academy of Pediatrics around the Healthier Generation Benefit. Over the 


past decade, nearly three million children across the country have been provided access the prevention 


and treatment services they need to reach and maintain a healthy weight, including those of an RDN. In 


my January report, I shared news with the Board regarding the November 15, 2017 launch of the My 


Health Weight Initiative at the Bipartisan Policy Center in Washington, D.C. MHW is a collaboration 


with payer representatives and is designed to align with the United States Preventive Services Task Force 


recommendations around obesity prevention and treatment. It provides both children and adults with 


consistent coverage for intensive behavioral interventions, as well as for community based programs that 


promote healthy weight. Eleven companies representing 10.6 million children and adults have made the 


My Healthy Weight pledge to build on their organization’s efforts to fight obesity. To best support the 


momentum of this critical health care innovation, the Alliance for a Healthier Generation will be moving 


the My Healthy Weight initiative under one organization, the Bipartisan Policy Center. The Healthier 


Generation Benefit as we have known it will be sun-setting as of September 30. HG will continue to 


engage K-12 schools, community-based organizations, food and beverage sector companies, parents and 


kids around living healthier lifestyles. The Academy will continue to work with the Bipartisan Policy 


Center, HG and the American Academy of Pediatrics to achieve shared goals with the support and 


contributions of RDNs.  


 


Interprofessional Education Collaborative Summer Council Meeting 


Kathrin A. Eliot, PhD, RDN, FAND, represented the Academy and the Accreditation Council for 


Education in Nutrition and Dietetics in June at the summer meeting of the Interprofessional Education 


Collaborative (IPEC). In recent months, IPEC has been developing a task force to formalize objectives 


for and members of the Alliance for Disability in Health Care Education Core Competencies on 


Disability for Health Care. The Academy has nominated James Swain, PhD, RDN, for this alliance. 


Among other activities, IPEC is also partnering with the Substance Abuse and Mental Health Services 


Administration to provide an interprofessional addiction education workshop that will be held later this 


year. Coming soon is a National Academies of Medicine Action Collaborative on Opioids, an initiative to 


address the opioid epidemic across professions. 


 


Addressing Audits of Malnutrition Payments to Hospitals 


Recently, many hospitals have been audited by Centers for Medicare and Medicaid Service contractors 


and have been denied reimbursement for malnutrition as a major complicating condition. In several of 


these instances, the contracted reviewers used outdated methods for assessing severe malnutrition (e.g., 


serum proteins). In addition, the Office of the Inspector General has included in its active work plan for 


2018 “a review of hospitals billing for severe malnutrition.” The OIG has stated “this review will assess 


the accuracy of Medicare payments for the treatment of severe malnutrition.” This raises significant 


concern for many U.S. hospitals that are focused on improving malnutrition diagnosis, documentation 



https://bipartisanpolicy.org/press-release/organizations-pledge-to-provide-obesity-prevention/

https://bipartisanpolicy.org/press-release/organizations-pledge-to-provide-obesity-prevention/
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and intervention in their facilities. At the invitation of ASPEN, the Task Force is charged with 


developing a strategy to educate Health and Human Services, the OIG and CMS on the best practices for 


diagnosing, documenting and coding severe malnutrition. This work builds on previous collaborative 


efforts between the Academy and ASPEN on outreach and education of public and private payers on the 


use of appropriate criteria for identifying malnutrition. The Task Force conducted a survey of 


organization members in June, results of which confirmed that the criteria being used by auditors is 


outdated and inconsistent, including use of visceral proteins, BMI and WHO criteria. As a first step in 


strategy, meetings have been initiated with CMS. 


 


Evidence Analysis Center  
The Evidence Analysis Center, approved by the BOD in May, will produce the Academy’s scoping 


reviews, systematic reviews, evidence-based nutrition practice guidelines, position statements and 


consensus statements. The Evidence Analysis Library was launched in 2004 and continues to grow. As of 


July 31, the EAL has received 26,595,878 page views.  


 


Council on Research  
In 2014, the Council on Research Committee was convened and charged with creating an action plan to 


help create a culture of research. The committee has since evolved, but that objective remains in the 


Council’s goals. For 2018-2019, the Council on Research has undergone a restructuring process to ensure 


efficiency, maximize member input and increase output and accomplishments from the groups within the 


committee.  During Nutrition Research Month in May, the “Research 101” podcast series was launched; 


the six-part series is available to members on the Journal’s website for 1.5 CPEUs.  


 


Membership and Students 


In May, the Academy launched an Emerging Economy dues adjustment promotion for qualified 


individuals residing in countries classified by the World Bank as lower-middle or low-income. In the 


short time since it has been available, six new International members have joined. The Associate category 


increased 46 percent from FY 2018 over 2017; International increased 6.62 percent; and the Retired 


category increased 3.03 percent. Although the total number of students enrolled in ACEND-accredited 


programs was down in 2018, the Academy’s market share of Student members is at 86.5 percent, a 


record high. Involvement in the Student Liaison program increased 17 percent for FY 2018 year-end. 


 


Focus Area Standards of Practice and Professional Performance 


The Revised 2018 Standards of Practice and Standards of Professional Performance for RDNs 


(Competent, Proficient and Expert) in Post-Acute and Long-Term Care will be published in the 


September Journal. The article is available at http://www.eatrightpro.org/sop and http://jand 


online.org/content/credentialed.  


 


Updated Definitions of Terms 


The Quality Management Committee has updated the Definition of Terms List to include eight new terms 


for measures: Quality Measures, Balancing Measure, Outcome Measure, Process Measure, Structural 


Measure, Clinical Quality Measure, Electronic Clinical Quality Measure and Electronic Measure. The list 


is available at http://www.eatrightpro.org/scope.  


 


New and Revised Certificate of Training Programs  


The Academy’s Center for Lifelong Learning has released several new and revised Certificate of 


Training programs, which are available for purchase by members and non-members alike. They include:  


 Food Allergies (revised): Four modules, Level 2 



http://www.andeal.org/

https://jandonline.org/research101

http://www.eatrightpro.org/sop

http://jandonline.org/content/credentialed

http://jandonline.org/content/credentialed

http://www.eatrightpro.org/scope

https://www.eatrightstore.org/cpe-opportunities/certificates-of-training
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 Public Health Nutrition (new): Planned with the Association of State and Public Nutrition, 


Committee for Public Health/Community Nutrition and the Public Health/Community Nutrition 


DPG; five modules, Level 2 


 Integrative and Functional Nutrition (new): Planned with the Dietitians in Integrative and 


Functional Medicine DPG; five modules, Level 2 


 Informatics in Nutrition (new): Planned with the Nutrition Informatics Committee, NIC 


Consumer Health Informatics Workgroup and the Interoperability and Standards Committee; five 


modules, Level 2. 


 


Meetings 


 


June 


 June 6 to 9: Mary Russell, Donna Martin, Terri Raymond, Milton Stokes, Marty Yadrick and I 


attended the Dietitians of Canada conference in Vancouver. 


July 


 July 15 to 18: Mary Russell and I attended the Institute of Food Technologists’ annual meeting 


and expo in Chicago. 


 


August 


 August 15: Mary Russell and I attended the 9th annual Celebration of Diversity Awards reception 


and dinner in Chicago sponsored by Barnes & Thornburg. 


 August 22: Mary Beth Whalen, Chris Reidy, Jennifer Horton, and I met with Alison Kuhn, MS, 


RDN, LD, Director of Retail Nutrition at The Kroger Co. and Kash Shaikh, CEO of Besomebody. 


 


 


SUBMITTED BY: Patricia M. Babjak 
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Academy Foundation Second Century Fundraising Report 


 


The Academy Foundation launched its Second Century Fundraising Campaign during FNCE 2016 with a 


goal to raise $5 million from members by FNCE 2020. Following is an overview of solicitation activities, 


campaign and leadership status and funds expended. 


Second Century Solicitations: 


 
 FNCE Second Century Fundraising activities at booth each year 


 All Member email solicitation following FNCE 


 Nutrition Impact Summit Attendees solicitation 


 FNCE Attendees follow-up email appeal 


 Foundation Chair Message Second Century Appeal 


 Second Century messaging and appeals through various Academy communications including EatRight 


Weekly, Student Scoop and the NDEP message board. 


 Appeal to all NDEP program administrators 


 Annual leadership 100% Challenge to Academy and Foundation Boards, HOD, Past Presidents and 


Chairs, and Current/Past Spokespeople 


 Proposals to Affiliates with request for gifts from their budget or reserves and to hold a fundraiser at their 


annual meeting 


 Proposals to DPG’s and MIG’s requesting 5% of their reserves 


 Academy Staff Executive team and Foundation Staff ask 


 CDR Request 


 Second Century receptions in Columbus, Kansas City, Dallas, Atlanta, Chicago, East Lansing, Cleveland 


and New York 


 Appeal to past campaign donors: National Center for Nutrition and Dietetics, Fund our Future Campaign 


and Research Endowment 


 #GivingTuesday social media campaign and all member email 


 Holiday Mailing to 6,400 past donors 


 CDR Presentation and FY19 Ask 


 PhD Member Appeal 


 


Member Campaign Dashboard:  


 


Member Campaign Goal $5,000,000 


Total Raised To-Date $3,468,775 


Total Cash In $3,034,980 


Total Outstanding Pledges $433,794 


Total Number of Donors 1,728 


Dollars expended* $2,687,573 


 


* Includes $250,000 release from other Foundation funds approved by the 


Board 
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Second Century Dollars expended/ have supported: 


 


• Academy/Foundation Steering Committee 


• Blue Ribbon Panel to develop and test a concept notes 


• Leader and member engagement 


• External stakeholder engagement 


• International landscape study 


• Nutrition Impact Summit 


• Infrastructure and strategic planning 


• Marketing, communications and branding 


• Fundraising activities, including Second Century Reception in Cleveland 


• Transitions of Care Technical Implementation Guide 


• Addressing Malnutrition in Central America Fellowship 


• Applied International Research Fellowships 


• Malnutrition Clinical Characteristics (MCC) Study 


• MCC Pediatric Fellow 


• MCC Adult Fellow 


• Second Century Scholarship in Memory of Constance Geiger  


• Through the support of the Wimpfheimer-Guggenheim Fund for International Exchange in 


Nutrition, Dietetics and Management 


• Middle East Dietetics Needs Assessment Outcomes and Dissemination Plans: A 


Policy Perspective  


• Global Nutrition Exchange Program: Germany Pilot  


• Global Food Security Grant  


• International Member Scholarship  


• ICDA Welcome Fund 


 
Leadership Challenge: 


 


 
 
SUBMITTED BY: Martin M. Yadrick, MS, MBI, RDN, FAND, Foundation Chair 
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COMMISSION ON DIETETIC REGISTRATION REPORT 


BOARD OF DIRECTORS MEETING 


SEPTEMBER 6-7, 2018 


 


 


Registry Statistics  


 As of August 13, 2018 there are 101,626 RDNs and 5,556 Dietetic Technicians, 


Registered.  


 4,238 Board Certified Specialists, and 53 Registered  Dietitians-Advanced Practice (RD-


AP) 


 


New Specialist Certification  


CDR recently made the decision to move forward with the development of a Board Certified 


Specialist in Pediatric Nutrition with a Critical Care emphasis. This new certification will 


address practice in critical care units for the pediatric population. The designation for this new 


specialist certification will be CSPCC.  The first examination administration is scheduled for 


September 2018.  Applications are available.  For more information, please visit the CDR 


website:   https://www.cdrnet.org/certifications/pediatric-critical-care-nutrition  


 


CDR’s New Online Assess and Learn Module 


A new online Assess & Learn module entitled The Role of Nutrition in Health Promotion and 


Prevention is available at CDR’s online www.cdrcampus.com .  In this module, there are five 


case scenarios, each one addressing one of the five levels of the social ecological model. The 


scenarios are somewhat interrelated to reinforce the concept that CDR credentialed practitioners 


can address primary prevention of overweight and obesity through many diverse approaches. 


The scenarios also demonstrate the interconnectedness of RDNs’ work across a community and 


the need for RDNs to be players and leaders at all levels and in all sectors of society. The content 


provided for any one level is not intended to be a comprehensive assessment of competencies for 


that level but the knowledge, competencies and skills assessed across all five levels will give 


CDR credentialed  practitioners a good sense of their role in the social ecological approach to  


nutrition in health promotion and disease prevention.   Cost: $64.99, 7 CPEUs. 


 


Dietetic Technician, Registered Marketing Initiative 


CDR has recently initiated a marketing initiative to promote the value of the DTR credential to 


employers and Didactic Program in Dietetics (DPD) program directors. During focus groups 


with educators and dietetic technicians,   DPD program directors were identified as a primary 


target audience for the Pathway 3 DPD program graduate dietetic technician.    A promotional 


poster highlighting the many practice roles for credentialed dietetic technicians was sent to all 


ACEND accredited DPD program directors in April/May.  Promotional brochures highlighting 



https://www.cdrnet.org/certifications/pediatric-critical-care-nutrition

http://www.cdrcampus.com/
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the dietetic technician’s role in different practice settings, school nutrition, public health, acute 


care and long-term care were recently sent to RD employers in these practice sectors.  


 


Interdisciplinary Specialist Certification in Obesity and Weight Management  


The CDR interdisciplinary Board Certified Specialist in Obesity and Weight Management 


examination is administered annually in March and September. The Practice Audit Task Force 


includes Registered Dietitians, Nurse Practitioners, Physician Assistants, Exercise Physiologists, 


Licensed Clinical Psychologists and Licensed Clinical Social Workers. CDR conducted a 


practice audit in fall 2015 with practitioners in each discipline. The results of the audit were used 


to determine the content outline for the certification examination.  The content outline and 


eligibility requirements are available at the following 


link https://www.cdrnet.org/interdisciplinary   
 


A follow-up practice audit is being conducted in summer/fall 2018.  The results will be used to 


revise the examination content outline, as needed. 
 


The following table summarizes administration data for the Board Certified Specialist in Obesity 


and Weight Management Certification.         


CSOWM 


Exam 


March 2017  September 2017 March 2018  Total 


Certified 
Applied  Tested Passed  Applied  Tested  Passed Applied Tested Passed  


Registered 


Dietitians 


167 138 97 155 108 75 154 113 85  257 


Nurse 


Practitioners 


3 2 1 14 5 3  13 10 4  8 


Exercise 


Physiologist 


4 1 0 7 1 0 5 2 1  1 


Physician 


Assistant 


- - - 1 0 - 3 3 2  2 


Licensed 


Clinical 


Social 


Worker 


- - - 1 1 1 - - -  1 


Licensed 


Clinical 


Psychologist 


- - - - - - - - -   


Totals 174 141 98 178 115 79 175 128 92  269 


 % Passing 70% % Passing 69%     %Passing 72%   



https://www.cdrnet.org/interdisciplinary





Attachment 1.6 


3 


 


Scholarship Funding  


At its April 2018 meeting CDR approved funding in the amount of $230,000 to provide ten 


$10,000 Doctoral Scholarships, twenty $5,000 Diversity Scholarships and the $30,000 Academy 


Foundation administrative fee. In the FY 2019 budget year. Seventy Doctoral scholarships have 


been awarded since the inception of this program in 2011. Fifty-six RDs have completed their 


Doctoral degree. Based on a recent survey of scholarship recipients the majority are employed in 


academic institutions.   


 


Continuing Professional Education Approval Criteria 
 


At its recent meeting, the Commission passed the following motion amending the current 


continuing professional education approval criteria. 


Move that all continuing professional education activity types (excluding academic coursework) 


addressing diet and nutrition topics, include an RD or DTR in program planning.*  This policy 


change is effective for continuing professional activities offered on or after June 1, 2018 and for 


CDR credentialed practitioners recertifying or beginning a new recertification cycle on or after 


June 2, 2018.  


 


*Academic Coursework, and CPE activities offered by American Board of Medical Specialties 


(ABMS), American Academy of Family Physicians (AAFP), American Academy of Nurse 


Practitioners (AANP), American Academy of Physician Assistants (AAPA), Organizations 


accredited by the Accreditation Council for Continuing Medical Education (ACCME), 


Organizations accredited by the Accreditation Council for Pharmacy Education (ACPE), 


American Nurses Credentialing Center (ANCC), American Psychiatric Association (APA), 


American Psychological Association (APA), American Public Health Association (APHA), 


pharmacy, dentistry, and speech language pathology societies and associations are excluded from 


this requirement. 


 


Continuing Professional Education “Secret Shopper” Program 


CDR’s Competency Assurance Panel has recently implemented a “secret shopper” for self-study 


continuing professional education programs that are offered by CDR accredited providers or 


prior approved by CDR. “Secret shoppers” have been from past CDR Commissioners, and past 


CDR Panel, Committee and Task force members.  This program will assist in monitoring 


compliance with CDR’s continuing professional education self-study approval criteria.  


 


Advanced Practitioner in Clinical Nutrition Certification Update  


 Fifty-three registered dietitians have successfully completed the Advanced Practice in 


Clinical Nutrition examination. The next examination administrations will be in 


November 2018.   


 At its October 2017 meeting the Commission discontinued the application fee based on 


survey feedback indicating that the application fee was a barrier for prospective 


applicants.   The examination fee is $450. 


 This new certification has been promoted with direct e-mail notifications, DPG 


newsletter ads, Academy Journal ads and FNCE activities.  


 







Attachment 1.6 


4 


 


Exam dates, fee and deadlines are available at the following 


link:  https://www.cdrnet.org/advanced-practice-examination-dates-and-fee-schedule 


 


 


Ethics Toolkit  


The Joint Academy/CDR Ethics Committee has updated the Ethics Education Facilitator’s Guide 


to educate CDR credentialed practitioners and Academy members on the 2018 Code of Ethics 


for the Nutrition and Dietetics Profession 


This Guide offers an overview of the Academy/CDR Code of Ethics along with guided 


discussion and is not intended to be an in depth study of professional ethics. Although facilitators 


are welcome to adapt time frames to their individual schedules, the script, activities and handouts 


in this Guide have been designed for a two hour presentation. 


 Ethics Education PowerPoint Presentation 


 Facilitator's Script for the Ethics Education PowerPoint Presentation 


 Facilitator's Guide Handouts 


The ethics resources may be downloaded and used by all nutrition and dietetics practitioners for 


personal use only and are not available for resale or any commercial use. 


Upcoming Certificate of Training Programs 


Certificate of Training in Childhood and Adolescent Weight Management  


November 1–3, 2018 ~ Pittsburgh, Pennsylvania 


Registration Fee: $370.00 


CPE Hours Awarded: 35 


For registration information and to view the certificate requirements, timeline, registration 


deadlines and agenda: cdrnet.org/weight-management-childhood-adolescent-program 


Additional programs include: 


May 9-11, 2019 


Milwaukee, Wisconsin 


Registration will open Fall 2018 


Certificate of Training in Obesity Interventions for Adults  


October 18 – 19, 2018 ~ Washington, DC 


For registration information and to view the certificate requirements, timeline, and registration 


deadlines: cdrnet.org/obesity-interventions 


 



https://www.cdrnet.org/advanced-practice-examination-dates-and-fee-schedule

https://www.eatrightpro.org/-/media/eatrightpro-files/practice/code-of-ethics/2018-ethicseducationfacilitatorsguide.pptx?la=en&hash=B3402DD8154D441086EFBBEDC84DD14560E38A5F

https://www.eatrightpro.org/-/media/eatrightpro-files/practice/code-of-ethics/2018-ethicseducationfacilitatorsguidescript.pdf?la=en&hash=4C03A8D13808491AE6DE5467D1A3B59EDE2E717D

https://www.eatrightpro.org/-/media/eatrightpro-files/practice/code-of-ethics/2018ethicseducationfacilitatorsguidehandouts.pdf?la=en&hash=D7B618971FBFFF101F7B5B0C2124B31253012F21

https://cdrnet.org/weight-management-childhood-adolescent-program

http://mailer.eatright.org/t/58587/48741543/61338/54/
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Additional programs include: 


March 14-15, 2019 


St. Louis, Missouri 


 


April 12-13, 2019 


Raleigh, North Carolina 


 


June 21-22, 2019 


Long Beach, California 


Registration will open Fall 2018 


 


CDR Sponsored Sessions-FNCE 2018 
 


Sunday, October 21, 2018  
 


8:30 am – 4:30 pm  


CDR Informational Booth & Help Center  


Walter E. Washington Convention Center ~West Salon GHI – Level 1  
 


10:00 – 11:30 am  


The Registration Examination Experience  


Marriott Marquis Washington ~ Independence A-D  
 


1:00 – 2:30 pm (Commissioners to be introduced at beginning of session.)  


CDR Forum*  


Marriott Marquis Washington ~ Independence E-H  


Presiding Officer: Linda M. Gigliotti, MS, RDN, CDE  


Roundtable Topics:  


-level Registration Examinations  


 


 


 


 


 
 


3:10 – 3:25 pm 


Her Personal Examination Preparation and Testing Experience (FNCE Learning Lounge)  


Walter E Washington Convention Center ~ Room TBD  
 


5:30 – 7:00 pm  


CPE Accredited Provider Reception  


Walter E Washington Convention Center ~ Room 304  
 


Monday, October 22, 2018  
8:30 am – 4:30 pm  


CDR Informational Booth & Help Center  


Walter E. Washington Convention Center ~West Salon GHI – Level 1  
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9:00 – 10:30 am  


PDP Competency Session  


Marriott Marquis Washington ~ Le Droit Park & Shaw  


 


Tuesday, October 23, 2018  
8:30 am – 1:00 pm  


CDR Informational Booth & Help Center  
Walter E. Washington Convention Center ~West Salon GHI – Level 1 


 


 


 


 


 


 


 


 


 


 


 


 


 


Commission Chair – Linda Gigliotti, MS, RDN, CDE 


Staff Liaison - Christine Reidy, RD, creidy@eatright.org  


 


 



mailto:creidy@eatright.org
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HONORS AND AWARDS POLICY UPDATE 
BOARD OF DIRECTORS MEETING 
SEPTEMBER 6-7, 2018 


 


 
 
 
As part of ongoing honors process review, the 2017-2018 Academy Honors Committee reviewed 
the Honors Committee Policy, approving the revised policy on their May 2018 conference call.  
The revisions include: 
 


• The committee approved a new award proposal from the 2017-2018 Diversity 
Committee: the Excellence in Practice: Diversity Promotion Award. Award qualifications 
and scoring criteria are included in attachment 1. 


• The committee revised the number of years Honorary Members receive complimentary 
FNCE registration after their award year from the current ten years to five years.   


 
An updated National Honors and Awards Policy comprises attachment 2. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
SUBMITTED BY: Donna Martin and Barbara Visocan 
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Attachment 1 


 
Established in 2018, the Academy of Nutrition and Dietetics’ Excellence in Practice: Diversity 
Promotion Award recognizes an outstanding Academy member who has creatively worked to 
promote diversity in the nutrition and dietetics practice. The purpose of the award is to recognize 
outstanding contributions made by an individual to foster diversity in the nutrition and dietetics 
practice. Diversity is defined in accordance with the Academy’s accepted definition: Diversity 
recognizes and respects differences in culture, ethnicity, age, gender, race, creed, religion, 
sexual orientation, physical ability, politics, and socioeconomic characteristics. This award is 
bestowed annually. 


Qualifications 
• Bestowed to a member of the Academy, in good standing, with a minimum of five years 


of Academy membership in any category. 
• Demonstrated innovation, creativity and leadership in excellence in diversity. 
• Exceptional professional performance, including contributions to the advancement of 


diversity and leadership achievements in nutrition and other health focused organizations 
• Has not previously received the Excellence in Practice: Diversity Promotion Award.   


 
Please use the following criteria when scoring each nominee. (100 points max) 


(For each candidate, please select a single number (with 1 as the lowest score) on each criterion scale). 


1. Exceptional performance in diversity. (50 points total) 
a. Plays a leading role in the profession of food, nutrition and dietetics as a change 


agent, adapting food, nutrition and dietetics environments and/or enhancing 
awareness of the need to promote diversity and cultural competence (10 points) 


b. Serves as a thought leader and recognized advocate for diversity and cultural 
competence. (10 points) 


c. Sets strategic direction, advances strategies, implements actions and demonstrates 
outcomes to ensure that goals related to diversity in the nutrition and dietetics 
profession are achieved. (10 points) 


d. Teaches, educates and motivates students, professionals and/or the public on 
diversity and/or has been a mentor to nutrition and dietetics professionals of 
diverse backgrounds (10 points) 


e. Plays a leading role in advancing diversity and cultural competence efforts 
outside the work setting and outside the Academy, i.e. outside the national, 
affiliate, district and organizational unit arena. (10 points) 


2. Contributions to the achievement of diversity. (30 points total) 


EXCELLENCE IN PRACTICE: DIVERSITY 
PROMOTION AWARD 
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a. Publications and authored manuals, books and/or documents that assist the 
nutrition and dietetics professional, student or the public in diversity. (10 points) 


b. Presentations on diversity given at an advanced level, materials/information are 
presented in an innovative and creative method (consideration should be given to 
the audience and/or whether the nominee is the featured speaker and/or invited 
presenter). (10 points) 


c. Media topics are offered in a user-friendly manner and promote diversity in a 
positive way, and have successfully reached a targeted audience. (10 points) 


3. Leadership achievements in nutrition and other health focused organizations. (20 points 
total) 


a. District (local), state and national Academy or affiliate offices held should 
demonstrate the nominee's dedication to the promotion of diversity in practice OR 
non-Academy elected or appointed offices held should show the nominee's 
advancement of diversity in nutrition and dietetics practitioners and promotion of 
diversity in nutrition, dietetics and foodservice. (10 points) 


b. Honors and awards for professional achievements listed support the nominee's 
high level of professionalism and contribution to diversity. (10 points) 
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Attachment 2 
 


 
 
 
 
 


 
 
 
 
 
Effective Date: 1999 
Revision Dates: 5-16-11, 6-5-12, 
3-2014, 9-2014, 11-2014, 5-
2015, 8-2016, 9-2017, 9-2018 
Approved: Board of Directors: 
6-9-11, 10-10-12, 3-28-2014, 10-
2014, 1-2015, 10-2015, 9-2016, 
9-2017 


SUBJECT: Academy National Honors and Awards Policy 
 
POLICIES: 
 
I. Award Establishment and Selection: The Board of Directors establishes the official 


honors and awards bestowed by the Academy, approves selection procedures, and 
approves annual nominees. 


 
PROCEDURES: 
 
Award Eligibility: 
 
Board of Directors Eligibility  No member of the Academy/Foundation Boards of Directors 
may at the time of honors and awards selection and/or presentation be eligible to receive an 
Academy honor or award. This includes those on the ballot for the following year; if a Board 
nominee is elected, he/she is not eligible for an award. Recognition of Service will be awarded to 
the Board of Directors. 
 
Members of the Academy/Foundation Boards of Directors are eligible to receive a national 
Academy honor or award after three (3) years upon completing their term of service, with the 
exception of the public member who may be eligible immediately after completing their term of 
office. 
 
Selection Committee Eligibility – No member involved in the selection process for an honor or 
award may be eligible to receive an Academy honor or award during their term of service.  
Recognition of Service will be awarded as appropriate. 
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Candidate Eligibility – A member will be eligible to receive a maximum of one honor or award 
per year, except for the Trailblazer award. The intent of the Honors and Awards program is to 
recognize a diverse group of qualified candidates. Candidates cannot be nominated 
posthumously, unless an Intent to Nominate has been previously submitted. 
 
A member is eligible to receive the same type of award at different points in their career 
contingent that they are in different areas, e.g. Academy Excellence in Practice Awards. 
 
Nominator Eligibility – The person nominating a candidate for a national award must be a 
current Academy member. Members of the Academy/Foundation Boards of Directors are not 
eligible to nominate candidates for honors or awards. 
 
Employer Eligibility – Employers of the Board of Directors or award selection committee 
members are eligible to receive awards while their employees are serving the Academy. 
 
Intent to Nominate – Nominators will be instructed to submit their name, the name of the 
nominee, and the name of the award via the Honors electronic platform by January 15. 
 
Letters of Support – No current members involved in the selection process for an honor or award 
including the Academy/Foundation Boards of Directors may provide a letter of support for 
Academy honors and awards nominations. Academy Staff may not write letters of support for 
National Honors and Awards nominees. Letters of support should not duplicate a candidate’s 
curriculum vitae. Each supporting letter should highlight one or more different aspects of the 
candidate’s qualifications for an award and/or a unique contribution to practice, exceptional 
service to the profession, or inspirational leadership from the perspective of the writer. 
 
Candidate Selection – Members of the Honors Committee may nominate candidates for honors 
and awards in the event of insufficient nominations from the membership.   
 
Cut Score – A minimum score of 75% is required to be considered for a national Academy honor 
or award. If a nominee does not meet the minimum score, she/he will not be considered for the 
award. If none of the nominees for a specific award meet the minimum score, the Honors 
Committee may either decide not to declare an award recipient that year, or to review the award 
nominees on a case by case basis to select a recipient. 
 
Academy Publication/Program – No Academy publication or program will be eligible for an 
Academy honor or award. 
 
II. Establishing New Honors and Awards 
 
Responsibility and Authority: A proposal for a new, national Academy honor/award may be 
submitted by any member or organizational unit. The proposal must be submitted to the Honors 
Committee of the Board of Directors. The Honors Committee will recommend approval or denial 
of the proposal to the Board of Directors. 
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Content of a Proposal: All proposals for new honors/awards must contain the following 
information: 


1. Purpose of the honor/award 
2. Rationale why the current honors/awards do not meet this purpose 
3. Form of honor/award 
4. Sponsors of the honor/award 
5. Method and criteria for selection 
6. The requisites associated with the honor/award 
7. Financial impact and funding source 


 
 


III. Administration of Awards 
 


Academy National Honors and Awards are the Copher Award, Cooper Lecturer, Honorary 
Member, Medallion Awards, Trailblazer Award, Media Excellence Award, Outstanding Social 
Media Award and Excellence in Practice Awards (see attachment for descriptions, qualifications, 
and presentation specifics). 
 
Benefits Received by Award Recipients:  Benefits (e.g., honoraria, travel, lodging, etc.) 
received by recipients varies by honor or award. Attachment B summarizes the current benefits. 
 
Establishment of Criteria: The Honors Committee will recommend the procedures and criteria 
for selecting the recipients to the Board of Directors. Any proposal for a change in an established 
honor/award must be submitted to the Honors Committee for review. 
 
Solicitation of Nominations: The Honors Committee will publicize the selection criteria and 
procedures for selecting the recipients of these honors/awards and will solicit nominations from 
the entire membership. Multichannel communication vehicles are used annually to promote the 
program, provide an overview of the nomination process, and offer suggestions for a successful 
submission. 
 
Selection of Recipients: The Honors Committee will recommend recipients for these awards to 
the Board of Directors.  
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Academy National Honors and Awards: Description, Qualifications and Presentation 


Award/Description Qualifications Presentation 
Marjorie Hulsizer Copher Award 
The Marjorie Hulsizer Copher Award is the highest 
honor the Academy of Nutrition and Dietetics bestows 
on one of its members. The Copher Award honors an 
Academy member who has contributed to the 
profession through extensive, active participation and 
service at all levels of the Academy. The recipient of 
the Copher Award is someone whose unique 
contributions to the profession have created new 
opportunities for registered dietitian nutritionists and 
nutrition and dietetics technicians, registered, inspired 
others to take on leadership roles, and promoted the 
Academy’s mission, vision and values. 


a. A member of the Academy 
b. Has demonstrated extensive Academy leadership and 


involvement at national, state and district levels 
c. Has recognized professional competence in nutrition and 


dietetics practice such as: (a) writing (author, editor, etc), (b) 
scientific research, (c) management, (d) education,  
(e) clinical, community, and/or legislative advocacy 


d. Has been a source of inspiration to other members to assume 
leadership roles 


e. Has been a trailblazer for the profession, such as created 
new opportunities for dietitians or technicians 


f. Has contributed uniquely to the advancement of the 
profession and/or promoted the Academy’s mission, vision 
and values 


g. Has demonstrated devotion to the high standards of the 
profession  


Presentation of the Marjorie Hulsizer 
Copher Award is made at one of the 
three keynote sessions (e.g., 
Opening Session) at the Food & 
Nutrition Conference & Expo 
(FNCE) to emphasize the 
significance of this honor. The 
recipient has (five) 5 minutes to 
speak at the designated session. The 
recipient also receives recognition in 
the FNCE app. 


Lenna Frances Cooper Memorial Lecture 
The Academy of Nutrition and Dietetics’ Lenna 
Frances Cooper Memorial Lecture honors an Academy 
member who has been recognized as a notable and 
inspiring speaker. The member chosen to deliver the 
Cooper Memorial Lecture is an experienced speaker 
with the ability to communicate expert knowledge to a 
broad audience, as well as a dedicated Academy 
member whose unique experiences and contributions to 
the profession make him or her a role model in the field 
of nutrition and dietetics. 


a. A member of the Academy 
b. Be a recognized speaker: 


••  Ability to relate area of expertise to a broad audience 
••  Spoken to diverse professional groups within the last 


three (3) to five (5) years 
••  Reputation as a speaker of note 


c. Has professional recognition and conduct: 
••  Contribution to the profession through service at the 


national, state, dietetic practice or member interest 
(DPG/MIG) groups or district/local levels 


••  Unique experiences which are of unusual interest to the 
profession 


••  Source of inspiration and outstanding role model 
d. Topic to be selected by the speaker should be of widespread 


interest to Academy members and one normally associated 
with the speaker’s work 


The Cooper Lecture is presented as a 
featured session during the general 
program (either Sunday, Monday or 
Tuesday) at the Food & Nutrition 
Conference & Expo. After the 
selection of the Cooper Lecturer, the 
Director, Professional Development, 
works with the honoree (who is 
chosen 1 year prior to the 
presentation) to coordinate all 
session logistics, including 
honorarium and benefits, as well as 
any necessary deadlines prior to the 
presentation and consistent with 
FNCE policy. The video of the 
presentation will be available to all 
members on the Journal’s Web site. 
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Award/Description Qualifications Presentation 
Medallion Awards 
The Academy of Nutrition and Dietetics’ Medallion 
Awards, given each year since 1976, honor Academy 
members who have shown dedication to the high 
standards of the nutrition and dietetics profession 
through active participation, leadership, and devotion 
to serving others in nutrition and dietetics, as well as 
allied health fields. Several awards are given each year 
to those members whose dedication to the Academy 
and service to the profession serve as an example to all. 
 
No more than three (3) former BOD members may 
receive this award in any given year. 


a. A member of the Academy for a minimum of 10 years 
b. Has contributed to the profession: 


••  exceptional service to the Academy at the national, state, 
dietetic practice and member interest (DPG/MIG) groups 
and district/local levels 


••  exceptional service to other food and nutrition 
organizations 


••  outstanding professional leadership abilities at all levels 
of the profession and the community 


••  instrumental in moving the profession forward 
c. Has demonstrated characteristics such as: 


••  dedication to high standards for the profession 
••  source of inspiration and outstanding role model 
••  promotion of the registered dietitian nutritionist and food 


and nutrition 
••  service to others in allied fields and the community 


Awards are presented to Medallion 
recipients at the invitation-only 
Honors Breakfast where they each 
have (one) 1 minute to speak. 
Acknowledgement of the Medallion 
Awards is also made at one of the 
three keynote sessions at the Food & 
Nutrition Conference & Expo to 
emphasize the significance of this 
honor. Recipients are provided a 
stage walk and acknowledgement by 
the Academy President during this 
keynote session opportunity (e.g., 
Member Showcase). The recipient 
also receives recognition in the 
FNCE app. 


Excellence in Practice Awards 
The Academy of Nutrition and Dietetics’ Excellence in 
Practice Awards recognize outstanding registered 
dietitian nutritionists and nutrition and dietetics 
technicians, registered, who have demonstrated 
innovation, creativity, and leadership in a specific area 
of practice. The awards are given in several practice 
categories, including Clinical Practice; Community 
Dietetics; Consultation and Business Practice; Dietetics 
Education; Dietetic Research; Dietetic Technician, 
Registered; Diversity Promotion; and Management 
Practice, to honor Academy members who have 
demonstrated exceptional performance, contributed to 
the advancement of practice, and been effective and 
inspiring leaders in nutrition-related organizations. 


a. A member of the Academy 
b. A registered dietitian nutritionist or a nutrition and dietetics 


technician, registered 
c. Demonstrated innovation, creativity and leadership in 


excellence in the specific area of practice for which they are 
nominated 


d. Exceptional performance in practice, contributions to the 
advancement of practice and leadership achievements in 
nutrition related organizations 


e. Eligibility is limited to one (1) Excellence in Practice award 
per year 


f. Eligible to receive an Excellence in Practice award at 
different points in one’s career contingent that the award is 
in a different practice area 


The Excellence in Practice Awards 
are presented live at one of the 
general sessions at the Food & 
Nutrition Conference & Expo. A 
session is chosen that most closely 
aligns with the award recipient (e.g., 
a session where the awardee is 
presenting or a DPG developed 
session if that group was the 
nominator). Recipients are provided 
verbal acknowledgment at the 
specified session, are noted in the 
FNCE app, and given slide 
recognition at one of the FNCE 
keynote sessions (e.g., Member 
Showcase). 
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Attachment 1.7 
Award/Description Qualifications Presentation 
Media Excellence Award 
Established in 1987, the Academy of Nutrition and 
Dietetics’ Media Excellence Award is presented to an 
individual reporter, publication or program for 
consistent, high-quality nutrition reporting. Recipients 
of the Media Excellence Award cover current issues 
and concerns with balance and perspective, are 
scientifically accurate, regularly cite Academy 
positions and materials and quote Academy members 
as experts, present nutrition information creatively, and 
reach a wide audience. 


a. Covers current issues and concerns with balance and 
perspective 


b. Is scientifically accurate 
c. Regularly quotes/positions nutrition and dietetics 


professionals of the Academy as experts 
d. Has broad audience reach 
e. Is creative in presentation 
f. Candidates encouraged to provide links to online media 


and/or Web sites 
g. Cites the Academy in Web, script, and print usage of 


Academy materials 
(Note: advertising, special advertising sections or advertorials are 
not eligible for consideration) 


The Media Excellence award is 
presented at a FNCE general or 
keynote session that is selected in 
conjunction with the Chief 
Communications Officer. The 
recipient also receives recognition in 
the FNCE app.  


Outstanding Social Media Award 
Established in 2017, the Academy of Nutrition and 
Dietetics’ Outstanding Social Media Award recognizes 
creative, innovative and effective engagement with the 
public through social media platforms and blogs. 
Recipients of the Outstanding Social Media Award 
consistently produce original and on trend content that 
is accessible to the public, respectful of all users and 
includes creative uses of rich media to support their 
messaging. 
 


a. A member of the Academy. 
b. The social media profile(s) and/or blog(s) must be accessible 


to the public. 
c. Posting and engagement should be regular and consistent. 
d. Content should be on trend and original (written/produced by 


the nominee). 
e. Activity should include creative uses of rich media (memes, 


gifs, artwork) to support messaging. 
f. Nominee must demonstrate respect and civility to all users. 


The Outstanding Social Media 
award is presented at a FNCE 
general or keynote session that is 
selected in conjunction with the 
Chief Communications Officer. The 
recipient also receives recognition in 
the FNCE app. 
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Attachment 1.7 
Award/Description Qualifications Presentation 
Honorary Membership 
The Academy of Nutrition and Dietetics has been 
granting honorary membership to non-members for 
their distinguished contributions to the field of nutrition 
and dietetics since 1920. Since 1954, the Academy has 
generally awarded honorary membership to two non-
members every year based on their professional 
knowledge, technical expertise and promotion of the 
Academy’s mission, vision and values. Those chosen 
as honorary members have demonstrated goodwill 
through notable national or international service, 
promoted registered dietitian nutritionists and nutrition 
and dietetics technicians, registered, as contributors to 
the optimal health and nutritional status of the public 
and aided in the advancement of the profession and the 
Academy. 
 
Note: In exceptional years, Honors Committee may 
bring forward three nominees for Honorary 
Membership. 


a. Has never held Academy membership and/or the RDN/RD 
or NDTR/DTR credentials. 


b. Has made distinguished contributions to nutrition and 
dietetics through: 
••  professional knowledge 
••  technical expertise 
••  promotion of the Academy's mission, vision and values 


c. Has demonstrated goodwill through notable national or 
international service through: 
••  the advancement of the profession 
••  the advancement of the Academy 


d. Has promoted Academy members as contributors to the 
optimal health and nutritional status of the population. 


 


Presentation of Honorary 
Membership in the Academy is 
made at one of the three keynote 
sessions at the Food & Nutrition 
Conference & Expo (e.g., Member 
Showcase) to emphasize the 
significance of this honor. Each 
recipient has one (1) minute to speak 
at the designated session. The 
recipient also receives recognition in 
the FNCE app. 


Trailblazer Award 
Jointly bestowed by the Academy of Nutrition and 
Dietetics (Academy) and the Institute of Food 
Technologists (IFT), the Trailblazer Award recognizes 
exceptional leaders who have advanced the science at 
the nexus of nutrition/dietetics and food science for at 
least five (5) years. This award is conferred upon a 
leader, preferably a joint member of the Academy and 
IFT, who has demonstrated innovative contributions to 
improve health among underserved populations 
through a least one aspect of food science and 
technology, and has exhibited intellectual courage in 
research, instruction and/or communication at this 
intersection. 


a. Member of the Academy or IFT 
b. Has at least five (5) years of experience since receiving 


his/her last academic degree 
c. Has demonstrated and documented impact of 


contributions at the food science and nutrition nexus 
d. Has demonstrated and documented inspirational 


leadership among colleagues and collaborators. 


The Trailblazer Award will be 
presented on an annual basis, 
alternating between Academy and 
IFT annual meetings. The first award 
was presented at the June 2014 IFT 
annual meeting. The recipient is 
offered his/her own presentation, not 
to exceed 45 minutes in length, at 
the respective organization’s annual 
meeting. The video of the 
presentation will be available to all 
members on the Journal’s Web site. 
The Trailblazer Award recipient will 
receive $2,500 and a plaque. 
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Attachment 1.7 
Attachment B 


 
Honors and Awards Recipient Benefits 


 
• All Academy National Honors and Award recipients receive complimentary Food & 


Nutrition Conference & Expo (FNCE) registration 
• Copher, Cooper, Honorary Member, Medallion, and Trailblazer award recipients receive 


lodging, transportation, and subsistence reimbursement 
• Excellence in Practice and Media Excellence award recipients receive a complimentary 


Academy Foundation Gala ticket 
• The Copher award recipient receives an honorarium provided by the Barnes Jewish 


Hospital 
• The Trailblazer award recipient receives $2,500, with the cost split between the Academy 


and IFT, complimentary FNCE/IFT annual meeting registration, lodging, transportation, 
and subsistence reimbursement 


• Honorary Members receive complimentary FNCE registration for five (5) years after 
award year 
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FINANCE AND AUDIT COMMITTEE POLICIES 


BOARD OF DIRECTORS MEETING 


SEPTEMBER 6-7, 2018 


 


 
 


As a responsibility of the Finance and Audit Committee, financial policies are regularly reviewed 


to ensure they still meet the needs of the business. All policies have been reviewed.  The 


following policies have been modified and are attached for Board approval; 


 


- Insurance Policy 


- Line of Credit Policy 


- Purchasing Policy 


- Record Retention Policy 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


SUBMITTED BY: The Finance and Audit Committee 
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INSURANCE POLICY 


Effective Date: 7/02 


Revision Date: 6/18 


Review Date: 8/20 


POLICY: 


This policy ensures that the Academy of Nutrition and Dietetics (Academy), Academy of 


Nutrition and Dietetics Foundation (ANDF), Commission on Dietetic Registration (CDR) 


Accreditation Council for Education in Nutrition and Dietetics (ACEND), Dietetic Practice 


Groups (DPGs), Member Interest Groups (MIGS) and Academy of Nutrition and Dietetics 


Political Action Committee (ANDPAC) have the appropriate types and levels of Insurance to 


protect them from legal and financial risks.    


PROCEDURES: 


The management of the insurance needs for the Academy of Nutrition and Dietetics and its 


associated affiliates, as defined above, are to be managed by the Academy staff and combined 


wherever possible to leverage the size and scope of the Academy, Academy Foundation, CDR, 


ACEND, DPGs, MIGS and ANDPAC. 


 The insurance required by the Academy will include, but not be limited to:


 Directors and Officers Insurance


 General Liability Insurance


 Worker’s Compensation Insurance


 Affiliate Directors and Officers Insurance


 Convention Cancellation Insurance


 Cyber Insurance


 Insurance must be reviewed at the time of renewal to validate the coverage is adequate to


meet the needs all organization under the Academy umbrella as defined above. Material


changes in insurance coverage will need to be presented to and approved by the Finance and


Audit Committee.


 The Finance and Audit Committee will review the performance of the Insurance Agency


managing the Association’s insurance needs annually or sooner if the situation warrants. If


applicable, a RFP should be developed and distributed for the sole intent of replacing the


Insurance Agent.


 Insurance should be provided to the State Affiliates as defined by the Affiliate agreement


with the Academy.


 Every seven years, or sooner if the situation warrants (see item above), a RFP for the


management of the Academy’s Insurance needs should be developed and distributed.


Deleted: Academy’s 
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 LINE OF CREDIT POLICY 
  


 
 


 


Effective Date: 11/14 


Revision Date: 06/18 


Review Date: 06/20 


 


 


POLICY: 


 


The purpose of the Line of Credit policy is to allow the Academy to enter into a Line of Credit 


with their banking institution.  This should be done with the sole purpose of allowing for the use 


of short-term loans in the event it is necessary to manage the day-to-day business operations. 


 


 


PROCEDURES: 


 


 The Chief Financial Officer may enter into a line of credit with the approval of the Chief 


Executive Officer. 


 


 The Line of Credit may not exceed $2,000,000.   


 


 Any request for, or use of, the line of credit must be reported to the Finance and Audit 


Committee. 


 


 Staff must provide a monthly update on the Line of Credit for any period in which there 


is an outstanding balance. 


 


 Since the Line of Credit is to ensure that the Academy can bridge the cash requirements 


and not force decisions within the investment reserve that may negatively affect returns 


within the reserve, the draw from the Line of Credit must be repaid within 90 days. 


 


 The Academy may extend the 90-day limit.  However, it cannot be done without the 


approval of the Finance and Audit Committee. 


 


 Any draw from the line of Credit must be repaid by the end of the fiscal year in which the 


draw has been taken. 


 


 The Chief Executive Officer and Chief Financial Officer are responsible for assuring that 


the line of credit is used only as described in this policy.


Formatted: List Paragraph,  No bullets or numbering
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PURCHASING POLICY   


 


 


 


 


 


Effective Date:  8/02 


Revision Date:  06/18 


Review Date:  06/20 


 


POLICY:  Purchasing Requisitions, Purchase Orders, Contracts 
 


All requests for purchases (including Contracts) initiated for Academy by staff or volunteers, except 


those cases listed below, must follow specific purchasing procedures.  Goods or services exceeding 


$1,000 require a purchase order.   The purpose of the purchase order is to authorize the procurement of 


goods and services, prior to purchasing those goods and services, rather than the payment of goods and 


services already received.  The use of purchase orders provides: 


 


 


1. Written documentation of all terms of the purchase contract provided to the vendor. 


2. Confirmation to accept delivery of merchandise or verification that service has been rendered. 


3. Confirmation that invoices are legitimate. 


 


 


PROCEDURES 


 


To obtain a purchase order, an on-line purchase requisition must be generated by the individual or team 


responsible for the budgeted expense of each purchase and forward to  Accounting 


 


Once the Accounting receives the electronic purchase requisition, they will: 


 


- Ensure competitive bids are obtained (see below). 


- Review bids with requestor. 


- Assist in vendor selection. 


- Return to requestor, if additional approval is required. 


- Once the purchase requisition is approved,  Accountingwill generate a purchase order 


- If the vendor requires Academy to sign a contract, a contract approval form will be required (see contract 


section). 


- If the purchase requisition is for an independent contractor or consultant, a special agreement is also 


required (see contract section). 


- The Chief Financial Officer will sign the purchase order. 


- The purchase order will be distributed to the: 


 Vendor 


 Originator 


 Receiving party 


 


 


 


Deleted: 500.00
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Competitive Bids 


 


Competitive bids must be obtained by the requesting area, in conjunction with Accounting, for all 


products or services in excess of $1,000 before initiation of a purchase order.  Any exceptions must be 


submitted in writing and approved by the Chief Financial Officer. 


 


Approval of Purchase Requisitions 


 


After bids are obtained, purchase requisitions must be approved on-line according to the following schedule: 


 


Budgeted Expenses 


 


Purchase Amount      Required Approval 


$501 - $5,000       Team Director 


$5,001 - $25,000      Group Vice President  


$25,001 - $100,000      Chief Financial Officer 


$25,001 - $100,000      Chief Operating Officer 


$100,001 - $200,000 CEO 


More than $200,000      Board of Directors 


 


Any exceptions to the above authorization levels require written approval from the Chief Financial Officer. 


 


Unbudgeted Expenses 


 


Purchase Amount      Required Approval 
Up - $3,000       Group Vice President 


$3,001 - $10,000 Chief Financial Officer 


$3,001 - $10,000 Chief Operating Officer 


$10,001 - $25,000      Chief Executive Officer 


$25,001 - $100,000      Finance and Audit Committee 


More than $100,000      Board of Directors 


 


An unbudgeted expense is when no funds were ever budgeted for a specific line item, or when the 


budgeted funds are already consumed or allocated. The amount authorized is the cumulative total for the 


fiscal year.   Please note, transferring funds from other line items is not allowed. 


 


Addendums 


 


A purchase order is a legal agreement between Academy and the vendor.  It is therefore necessary that 


any dollar revision to the original agreement exceeding $500 be reflected in a revision to the original 


purchase order through an addendum.  It is critical that vendors be instructed to inform Academy of any 


additional charges as they occur so that an addendum to the purchase order can be created.  The 


procedure to create an addendum is identical to that of a purchase order, identifying the original purchase 


order number in the 1st line of description. 


 


 


 


Deleted: by the Purchasing Manager or 


Deleted: the Purchasing Manager
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Purchases Not Subject to Purchase Requisition 


 


1. Any business related purchase or an addendum to an existing Purchase Order under $500. 


 Forward the invoice to the Accounting team with the appropriate project code and signature for 


approval as defined in the Approval of Purchase Requisitions section above. 


 


2. Company travel, lodging, and subsistence. 


 Record the business expense on an Academy expense form and forward it to the Accounting 


team, along with the appropriate back up, project code and signature for approval as defined in 


the Approval of Purchase Requisitions section above. 


 


3. Seminar fees, membership, professional publications, subscriptions. 


 Forward the invoice to the Accounting team with the appropriate project code and signature for 


approval as defined in the Approval of Purchase Requisitions section above.  Individuals may not 


approve their own membership or seminar fees. 


 


4. Prepaid postage and honorariums. 


 Fill out a check request and forward it to the Accounting team with the appropriate project code and 


signature for approval as defined in the Approval of Purchase Requisitions section above.  These 


items are subject to budget limitations. 


 


5. Office supplies purchased from the Academy approved supplier. 


 Fill out an Academy supply request form and forward to the Purchasing Manager with the 


appropriate project code and signature for approval as defined in the Approval of Purchase 


Requisitions section above. 


 Upon receipt of the invoice, forward to the Accounting team with the appropriate project code and 


signature for approval as defined in the Approval of Purchase Requisitions section above. 


 


6. High volume copying under $500. 


 Fill out an Academy duplication form and forward, with the copy job, to Document Technologies 


located in the mailroom. 


 Upon receipt of the invoice, review and approve and forward to the Accounting team for payment. 


 


Contracts 


 


Some purchases/vendors may require a contract in addition to a purchase order.  If so, the contract will be 


referenced in the Purchase Order.  Before the Purchase Order is issued, the requestor must obtain approval of 


the contract with the use of a "Contract Approval Form".  The Contract Approval Form must be approved 


based on the levels indicated in the Purchasing Policy, i.e. contracts between $5,000-$100,000 will require 


the Group Vice President's, Chief Financial Officer, and CEO's approval, while contracts between $5,000-


$25,000 only require the approval of the Group Vice President and the Chief Financial Officer.  After all the 


approvals have been obtained, the contract will be signed (based on the Purchasing Policy limits) and 


forwarded to the Accountingfor processing.  Examples are, but not limited to, lease agreements, meeting 


commitments, industry contracts, public relation services, search firms, trade publication royalties, Academy 
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Journal, etc.  Procedures for using an Independent Contractor or former Academy employee are identified 


below. 


 


 


 


 


Legal Review 


 


All new contracts should be reviewed by Chief Financial Officer before being signed.  The Chief Financial 


Officer will provide new contracts to outside legal counsel where appropriate.  If the current approved 


contract forms are being utilized, this step will not be necessary.  The Chief Financial Officer is responsible 


for the current standard contract form.  No outside legal Counsel should be entertained without the approval 


of the Chief Financial Officer. 


 


 


Independent Contractors 


 


All contracts for the services of an Independent Contractor or former Academy employee would require 


the same approvals as stated above and the approval of the "Independent Contractors Agreement", which 


serves as the contract.  The "Contract Approval Form" is again approved, based on the Purchasing 


Policy's limits.  The classification of an independent contractor or employee relationship with the 


Academy is defined by IRS guidelines and regulations.  To ensure that the IRS rules are met, all 


independent contractor agreements must be reviewed by the Director or HR prior to being signed 


and prior to the start of any work performed.  This would include any agreements or contracts 


with former Academy employees.  Guidelines to determine whether a new hire is an employee or 


an independent contractor include behavioral controls and financial controls related to the work 


that is being done.   


 


Behavioral control refers to the level of instruction provided.  This would include how, when and / 


or where to do the work, what tools or equipment to use, what assistants can be hired to help with 


the work and where to purchase needed supplies or services.  A second behavioral control would 


be training.  If the Academy provides the new hire with training about required procedures and 


methods to do the work, this would indicate that the new hire is an employee.  Financial control 


has three additional guidelines to consider.  The first financial control is whether the new hire has 


a significant financial investment of their own resources in the work that is done.  If not, then the 


person would be an employee.  Second, if the new hire is reimbursed for business expenses, then 


they are to be classified as an employee.  Finally, does the new hire have an opportunity to make a 


profit or loss from the work being done, as if they were running their own business? If not, then 


again they would be classified as an employee.   


 


After all the approvals have been obtained, the "Independent Contractor Agreement" will be signed based 


on the Purchasing Policy limits and forwarded to the Purchasing Manager  for processing. 


 


Former Employees as Independent Contracts 


 


Only employees who have left Academy voluntarily or due to a reorganization/layoff and have left in 


good standing will be considered for work as an independent contractor. Supervisors considering a 
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contract with a former employee must check with the Director of Human Resources before a contract is 


signed and work begins. 


 


 


DATE:  8/22/2018 


S:\PURCHASING\purchasing.ls 
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RECORDS RETENTION POLICY 


 


 


 


Effective Date: February 2003 


Revision Date: 06/18 


Review Date: 06/20 


C=CEO 


F=Foundation 


G=General Counsel (or equivalent) 


D=Chief Financial Officer 


X=Appropriate Team or Group 


 


TYPE OF RECORD RETENTION PERIOD STORAGE RESPONSIBILITY 


Accounts Payable Ledgers and 


Schedules 


 


At least 7 years D 


Accounts Receivable Ledgers 


and Schedules 


 


At least 7 years D 


ADAPAC Reports At least 3 years D&X (Policy, Initiatives & 


Advocacy) 


 


Annual Reports 


 


Permanently C&X (Marketing & 


Communication) 


Articles of Incorporation 


 


Permanently G 


Audit Reports 


 


Permanently D 


Bank Statements/ 


Reconciliations 


 


At least 7 years D 


Bylaws 


 


Permanently G 


Budgets 


 


At least 7 years D 


Capital Stock and Bond 


Records 


 


Permanently D 


Cash Books 


 


Permanently D 


Charts of Accounts 


 


Permanently D 


Checks, Cancelled 


 


At least 7 years D 


Contracts 


 


At least 10 years after the 


contract has expired if greater 


than or equal to $50,000 or a 


work for hire 


C&G (Appropriate Team) 
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TYPE OF RECORD RETENTION PERIOD STORAGE RESPONSIBILITY 


Contracts:   


Sponsorships 10 years post exp X (Marketing & Communication) 


 


   


Publication Contracts 10 years after contract has 


expired 


G &X (Publications team) 


Corporate Projects – Consumer 


Ed. 


 


10 years post exp X 


 


Vendors (Consultants, 


Researchers, Etc.) 


 


7 years post exp X) 


 


DPG/MIG Contracts 2 years post exp X (Practice Team) 


 


Contracts, Federal 


 


All hiring and employee 


records if greater than 150 


employees or federal contracts 


valued at $150,000 or more - 


retain for at least 2 years 


 


C&G 


 If less than 150 employees and 


federal contracts under 


$150,000 - retain for at least 1 


year 


 


C&G 


Copyright 


Registrations/Assignments 


 


Permanently G 


Deeds 


 


Permanently D&G 


Depreciations Records and 


Schedules 


 


At least 7 years D 


Donor Records 


 


At least 7 years D&F 


EEO-1 Reports 


 


At least 1 year; if the reports 


relate to a charge of 


discrimination, retain until 


final disposition of the charge 


 


X (Human Resources) 


Employee Expense Reports 


 


At least 3 years D 


Employee Retirement Income 


Security Act Plan 


Documents/Contribution 


Reports 


 


Permanently X (Human Resources) 


Deleted: Fact Sheets


Deleted: 10 years post exp


Deleted: X (Marketing & Communication)¶


Deleted:  (Marketing & Communication)
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TYPE OF RECORD RETENTION PERIOD STORAGE RESPONSIBILITY 


Employment Tax Records 


 


Employment tax records, 


including each employee’s 


Social Security number, pay, 


dates of payment, taxes 


withheld (including FUTA and 


FICA taxes) - retain for at least 


6 years 


D 


Employment Verification - 


Form I-9 and Related 


Documents 


 


The Employment Eligibility 


Verification Form I-9 (and 


related documents) required 


under the federal Immigration 


Reform and Control Act 


(IRCA) - retain for at least 3 


years from the date of hire or 


one year from the date of 


termination, whichever is later 


 


X (Human Resources) 


Ethics Complaints & Case 


Records 


 


At least 5 years X (Governance Team) 


Expense Analyses and 


Schedules 


At least 7 years 


 


D 


Family and Medical Leave Act 


Documents  


 


Employee records of FMLA, 


leaves taken and 


general/specific notices given 


to employees regarding FMLA 


leaves - retain for at least 3 


years 


 


X (Human Resources) 


Financial Statements, Audited 


 


Permanently D 


Garnishments 


 


At least 7 years D 


General Ledgers 


 


Permanently D 


Insurance 


Policies/Claims/Reports 


 


At least 1 year following the 


expiration of the time allowed 


for making claims under the 


policy; if the policies and 


related documents are the 


subject of litigation, retain until 


final disposition of the 


litigation 


 


D&G 


Health insurance policies, 


workers comp policies and claims 


should be retained by Human 


Resources if not the subject of 


litigation, by General Counsel if 


they involve litigation. 


Inventories, Records of 


 


At least 7 years D 


Invoices (both received by & 


issued by Academy) 


 


At least 7 years D 
Deleted: DA


Attachment 1.8


11







 


 


TYPE OF RECORD RETENTION PERIOD STORAGE RESPONSIBILITY 


Leases 


 


At least 10 years after the lease 


has expired 


 


D&G 


Legal Correspondence/ 


Litigation Files 


 


Permanently G 


Lobbying Documents Previous and current session of 


Congress 


X (Policy, Initiatives & 


Advocacy) 


 


Membership Records 


 


At least 3 years X (Membership) 


Minutes (BOD, Foundation, 


ACEND, CDR & HOD) 


 


Permanently X & F 


 


Minutes (Committees, DPGs, 


MIGs & Task Forces) 


 


LPPC and ADAPAC 


permanently 


 


Other committees & Task 


Forces at least 2 years 


 


X (Policy, Initiatives & 


Advocacy) 


Mortgages 


 


Permanently D&G 


Patent Materials 


 


Permanently G 


Pension/401k Plan Materials 


 


Permanently D&X (Human Resources) 


Petty Cash Records 


 


At least 7 years D 


Personnel Records 


 


General personnel records - 


including application forms 


(even if not hired), resumes 


(even if not hired), promotion 


and discharge papers, tests, 


physical exams, etc. - retain for 


at least 1 year. 


 


X (Human Resources) 


 For ex-employees, current 


general information - name, 


address, date of birth, Social 


Security number, occupation, 


pay rates and earnings - retain 


for at least 3 years. 


 


X (Human Resources) 


 If a charge of discrimination is 


filed with the Equal 


Employment Opportunity 


Commission or any other body 


- retain personnel records until 


final disposition of the charge 


X (Human Resources) & G 


Deleted: (Strategic Management/Governance) 
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TYPE OF RECORD RETENTION PERIOD STORAGE RESPONSIBILITY 


Planned Giving Documents Permanently F 


Polygraph Tests At least 3 years 


 


X (Human Resources) 


Property Appraisals 


 


Permanently D&G 


Property Records 


 


Permanently D&G 


Purchase Orders 


 


At least 10 years D 


Registration Eligibility and 


Related Records  


 


At least 5 years X (CDR) 


Real Estate Contracts/ 


Closing Documents 


 


Permanently D&G 


Releases 


 


At least 10 years X (Appropriate Team) 


Sales Orders (for Academy 


products) 


 


At least 1 year X (Member Service Center) 


Savings Bond Registration 


Records of Employees 


 


Permanently X (Human Resources) 


Scrap and Salvage Records 


 


At least 7 years D 


Tax Correspondence 


 


Permanently D 


Tax Returns and Worksheets 


 


Permanently D 


Trademark Registrations/ 


Assignments 


 


Permanently D&G 


Unemployment Insurance 


 


At least 5 years D&X (Human Resources) 


Wage and Hour Materials 


 


Payroll records, certificates, 


agreements, plans, notices, time 


cards, work-time schedules, 


wage rate tables, etc. - retain 


for at least 3 years 


 


D&X (Human Resources) 


Workers’ Compensation and 


OSHA Materials 


 


OSHA Form 200 (Log and 


Summary) and the 


supplementary record OSHA 


No. 101 and/or Workers’ 


Compensation Form 45 - retain 


for at least 5 calendar years 


following the end of the year to 


which they relate. 


X (Human Resources) 


Deleted: ¶
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TYPE OF RECORD RETENTION PERIOD STORAGE RESPONSIBILITY 


 Employee medical records if 


exposed to hazardous materials, 


employee hepatitis B 


vaccination status - retain for 


length of employment plus 30 


(thirty) years 


 


X (Human Resources) 


Electronic records 


 


Electronic records refers to all 


electronic communications such 


as, but not limited to, the 


following; 


 


- E-mails 


- Word processing 


documents 


- Spreadsheets 


- Databases 


Since these documents may be 


of various natures, they should 


be destroyed after completion or 


after the expiration of the 


retention period authorized and 


identified above, whichever is 


later. 


X 


 


Deleted:  
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                                                                                                                                                              Attachment 1.9 


Motions are removed at the end of each fiscal year from the tracking list if completed. 1 


MOTION TRACKING 


BOARD OF DIRECTORS MEETING 


SEPTEMBER 6-7, 2018       


 


 


 


 


Motion Follow-up Status 


February 4-5, 2011  


Move that the Academy Board aggressively support 


working with CMS to assure consistent application and 


uniformity in interpretation of the regulation concerning 


nutrition supplements and therapeutic diet orders. 


 


 


Significant progress has been achieved in overturning 


CMS’s regulatory impediments. Academy staff 


continues to provide resources and work closely with 


members to achieve adoption by their hospital medical 


staffs and with individual Affiliates to remove statutory 


and regulatory impediments to full implementation in 


hospitals, CAHs, and LTC facilities, which often require 


changes to state licensure statutes and concomitant 


opposition from other nutrition professionals’ 


organizations thereto. One last regulatory impediment is 


to obtain therapeutic diet ordering ability in renal 


dialysis facilities, which continues. Ongoing. 


October 7, 2015  


Move to accept the Council on Future Practice request to 


conduct a two year pilot for the Transforming Vision 


into Action award.  


The Council on Future Practice Workgroup completed 


year one of the award pilot program, with the project 


titled “The Use of Computer Assisted Instruction to 


Teach Nutrition Focused Physical Examination” 


selected by members as the first-ever recipient of this 


award. The project was submitted by Jennifer Tomesko, 


DCN, RD, CNSC from Rutgers Biomedical and Health 


Sciences. The winner was recognized at FNCE® 2017 in 


Chicago. The winner of the second year of the pilot, 


“Lao-American Nutrition Institute (LANI): Building 


Capacity through Nutrition Education that Changes 


Lives” (submitted by Joanna Cummings, MS, RD, 


CNSC and her team at Oregon Health & Science 


University), will be recognized at the Fall House of 


Delegates meeting in Washington, DC. Based on the 


experience from the first 2 years of the pilot, the Council 


plans to do a third-year before bringing any 


recommendations for the future of the award to the 


Board. 


May 12-13, 2016  


Move to declare 2016 as the International Year of 


Nutrition and Dietetics and publicize our efforts. Staff 


will approach Congress to ask for a resolution. 


  


COMPLETED 


It was reported at the November 2016 BOD meeting that 


Congress does not have the authority for International 


declarations. The resolution will now focus on support 


of the Second Century efforts. The U.S. Senate passed S. 


Res. 75, the congressional resolution commemorating 


the Academy’s Centennial. A companion measure, H. 


Res. 161 gained some support in the House of 


Representatives, and Academy members were asked to 


contact their representatives and ask them to cosponsor 


this measure. 
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Motion Follow-up Status 


September 20, 2016   


Move that the Lifelong Learning and Professional 


Engagement team work with the identified Board 


subgroup to identify needs of the Dietetic Practice 


Groups (DPGs) and the Academy to improve the DPGs 


effectiveness and efficiency, and then develop a plan to 


be presented to the Board.  


 


July 19, 2017 


Approve the proposed DPG business plan 


recommendations. 


Continued implementation of approved plan is underway 


and within targeted dates for FY18 deliverables. 


Internally, Academy staff is moving forward with 


adjustments to staffing, updated policies, streamlined 


contracts and improved training and leader development. 


The business plan is on track to be implemented as 


approved and interim updates will be provided to the 


BOD for further discussion and refinement, including 


the proposed FY20 management fee structure.  Further 


assessment is underway to develop a DPG leader virtual 


task force to provide input and guidance on re-


engagement at group and leader levels, create volunteer 


buy-in and assess reactions on the DPG program vision 


which will all directly influence the FY19 DPG 


communications plan. 


All FY19 efforts are on track for implementation as 


planned.  Currently, the DPG Communications Plan is c 


in draft development phase with the LLPE and Strategic 


Communications teams.  Once the draft is finalized from 


an operational perspective, staff will utilize the DPG 


task force to provide additional input, edits and 


recommendations for final inclusion.  Identification and 


invitation to the DPG Task Force will be implemented 


by October 2018. 


April 4, 2017  


Move to approve the Consumer Protection and 


Licensure Subcommittee/Legislative and Public Policy 


Committee recommended stance regarding health and 


wellness coaches minimum qualifications for providers 


of MNT. 


Academy teams are developing an integrated 


communications and education plan around this stance  


regarding health and wellness coaches and its 


commitment to strong objective standards and 


interprofessional collaboration for both our members and 


for other stakeholders whom we may engage on health 


and wellness policies, professional regulation, 


reimbursement, and interprofessional competencies. 


Ongoing. 


 


 


 


February 23, 2018 


Move that the Board accepts the report of the National 


Academy of Sciences-Engineering-Medicine Genetically 


Engineered Crops: Experiences and Prospects, May 


2016. 


COMPLETED 


Communications timeline was developed and the 


information was shared with members in June. 


May 11, 2018 


Move that the Board approve the new framework and 


creation of an Evidence Analysis Center. 


COMPLETED 
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Motion Follow-up Status 


May 11, 2018 


Move to approve the creation of an Informatics DPG and 


implement with the previously discussed and BOD 


approved DPG model. 


 The Nutrition Informatics DPG has been meeting 


virtually with the self-identified volunteer members 


who participated in the development of the original 


DPG application.   


 


 DPG Relations staff have been in communication 


via email and scheduled, ongoing meetings to ensure 


announcement of the new DPG remains on target for 


FNCE® 2018.   


 


 The Nutrition Informatics DPG will have an 


Academy-funded booth to announce the new DPG at 


the FNCE®  2018 DPG/MIG Showcase where 


membership will identify and retain information of 


those interested in joining during the 2019-20 dues 


renewal process.   


 


Additionally, DPG Relations staff is working with the 


DPG volunteer leaders to appoint a working executive 


committee for the inaugural year (June 1, 2019 launch) 


and to develop a proposal for the FNCE® 2019 Call for 


Educational Sessions that will run from September 1 – 


November 15, 2018. 


July 19, 2018 


Move to approve the Model Practice Act as amended.  
COMPLETED 
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BOARD OF DIRECTORS  
2018-2020 MEETINGS CALENDAR     
 


 


 
 
 


   


DATE MEETING LOCATION 


October 19-20, 2018 HOD Fall Meeting 
 


Washington, DC 


October 20-23, 2018 
 


Food and Nutrition Conference & Expo Washington, DC 


October 23-24, 2018 
 


Public Policy Workshop 
(M. Russell, T. Raymond, D. Martin, M. Kyle,  
D. Heller, D. Polly, S. Brantley, P. Babjak) 
Other Board members, as schedule permits 
 


Washington, DC 


January 11-13, 2019 HOD Winter Planning Meeting (HLT Members) 
 


Chicago, IL 


Friday, January 18, 2019 
-     11:00 am - 1:00 pm CT 
 


Board of Directors Business Webinar   


February 21-22, 2019 
- Thursday, February 21 


- 1:00 pm – 6:00 pm 
- Board Dinner 


- Friday, February 22 
- 7:30 am – 2:00 pm 


 


Board of Directors Meeting Chicago, IL 


March 28-29, 2019 
- 7:30 am – 2:00 pm 


 


HLT Meeting (HLT Members) Chicago, IL 


March 30-31, 2019 HOD Spring Virtual Meeting  
(HLT members attend in person.  All other Board 
members are welcome to attend virtually) 
 


Chicago, IL 


Monday, April 1, 2019 HLT Meeting (HLT Members) 
 


Chicago, IL 


Friday, April 5, 2019 
-     11:00 am - 1:00 pm CT 
 
 


Board of Directors Business Webinar   


May 9-10, 2019 
- Thursday, May 9 


- 1:00 pm – 6:00 pm 
- Board Celebration Dinner 


- Friday, May 10 
- 7:30 am – 2:00 pm 


 


Board of Directors Meeting for incoming and 
current Board members 


Chicago, IL 
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DATE MEETING LOCATION 


July 24-26, 2019 
- Wednesday, July 24 


- 1:00 pm – 5:00 pm 
- Group Event and Dinner 


- Thursday, July 25 
- 8:00 am- 5:00 pm  
- Group Event and Dinner 


- Friday, July 26 
       -     8:00 am – 12:00 pm 
 


Board of Directors Orientation and Retreat  TBD 


September 19-20, 2019 
- Thursday, September 19 


- 1:00 pm – 6:00 pm 
- Board Dinner 


- Friday, September 20 
- 7:30 am – 2:00 pm 


 


Board of Directors Meeting Chicago, IL 


October 26-29, 2019 
 


Food and Nutrition Conference & Expo Philadelphia, PA 
 


Friday, January 17, 2020 
-     11:00 am - 1:00 pm CT 
 


Board of Directors Business Webinar   


February 27-28, 2020 
- Thursday, February 27 


- 1:00 pm – 6:00 pm 
- Board Dinner 


- Friday, February 28 
- 7:30 am – 2:00 pm 


 


Board of Directors Meeting Chicago, IL 


Friday, April 3, 2020 
-     11:00 am - 1:00 pm CT 
 


Board of Directors Business Webinar   


May 7-8, 2020 
- Thursday, May 7 


- 1:00 pm – 6:00 pm 
- Board Celebration Dinner 


- Friday, May 8 
- 7:30 am – 2:00 pm 


Board of Directors Meeting for incoming and 
current Board members 
 
 
 
 


Chicago, IL 
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Attachment 2.0 
BOARD OF DIRECTORS MEETING 
SEPTEMBER 6-7, 2018   
CHICAGO, IL         


Accommodations: Allegro Hotel, 171 West Randolph St, Chicago, IL       Revised 083018 
Thursday, September 6, 2018 - 10 South Riverside Plaza, 8th Floor Conference Room, Chicago, IL 
   TIME AGENDA ITEM PRESENTER IMPLICATIONS ANTICIPATED 


OUTCOME 
11:30 am BUFFET LUNCH 
12:00 pm CALL TO ORDER AND WELCOME M. Russell 
12:00 pm  1.0 Consent Agenda* 


1.1 May 9-10, 2018 Minutes 
1.2 July 18-20, 2018 Minutes 
1.3 President’s Report 
1.4 CEO’s Report 
1.5 Foundation Report 
1.6 CDR Report 
1.7 Honors and Awards Policy Update 
1.8 Finance and Audit Committee Policies 
1.9 Motion Tracking 


1.10 2018-2020 Board Meetings Calendar 


M. Russell Action 


12:05 pm 2.0 Regular Agenda M. Russell Action 


12:05 pm 3.0 Strategic Plan/Criteria for Effective Meetings/Conflict of Interest 
Policy 


M. Russell Generative Information 


12:10 pm 4.0 Financial Report 
4.1 FY 2018 Audit 
4.2 Executive Session with Auditors 
Is the Board ready to accept the FY 2018 Audit findings as 
written, contingent upon FAC approval? 


M. Karkare/ 
J. Hagestad 


Strategic/Generative/ 
Fiduciary 


Action 


1:10 pm 5.0 Board Retreat: Next Steps 
- Fall House Dialogue Preview 
- Credentialing Model 
- Licensure Regulations: Model Practice Act 


M. Russell 
M. Kyle 
C. Reidy 
J. Blankenship 


Strategic/Generative/ 
Fiduciary 


Information/Discussion 


 Attachment [Material(s) to be reviewed]   Materials to be distributed at the meeting 
*All items on the Consent Agenda are considered to be routine.  There will be no separate discussion of these items unless a Board member requests.
In the event a request is made, the item will be removed from the Consent Agenda and considered separately 
Implications: Generative: Discern, frame and confront challenges rooted in values, traditions and beliefs; engage in sense-making, meaning –making and problem framing. Strategic: Scan internal and external environments; 
design and modify strategic plans; strengthen the organization’s comparative advantage. Fiduciary: Oversee operations; deploy resources wisely, ensure legal and financial integrity; monitor results. 
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Attachment 2.0 
BOARD OF DIRECTORS MEETING 
SEPTEMBER 6-7, 2018   
CHICAGO, IL         


Accommodations: Allegro Hotel, 171 West Randolph St, Chicago, IL    Revised 083018 
Thursday, September 6, 2018 - 10 South Riverside Plaza, 8th Floor Conference Room, Chicago, IL 
   TIME AGENDA ITEM PRESENTER IMPLICATIONS ANTICIPATED 


OUTCOME 
2:00 pm 6.0 Public Policy Leadership Award & Grassroots Advocacy 


Award 
Is the Board ready to approve the nominees as presented? 


J. Blankenship Strategic/Generative Action 


2:15 pm 7.0 Evidenced-Based Practice Criteria Task Force Update A. Steiber/ 
R. Hand 
(by phone) 


Strategic/Generative Information/Discussion 


2:45 pm 8.0 Member Engagement 
8.1 Nominating Committee 
8.2 SCAN DPG 


D. Martin 
H. Barkoukis 
(by phone) 


Strategic/Generative Information/Discussion 


3:15pm BREAK 
3:30 pm 9.0 MQii Update S. McCauley/ 


P. Kelly/ 
A. Heap/ 
M. Kahn 


Strategic/Generative/ 
Fiduciary 


Information/Discussion 


4:30 pm 10.0 Clinical Data Registry A. Steiber Strategic/Generative/ 
Fiduciary 


Information/Discussion 


5:15 pm RECESS M. Russell 
6:00 pm Board Dinner: 312 Restaurant, 136 North LaSalle, Chicago. IL 


 Attachment [Material(s) to be reviewed]   Materials to be distributed at the meeting 
*All items on the Consent Agenda are considered to be routine.  There will be no separate discussion of these items unless a Board member requests.
In the event a request is made, the item will be removed from the Consent Agenda and considered separately 
Implications: Generative: Discern, frame and confront challenges rooted in values, traditions and beliefs; engage in sense-making, meaning –making and problem framing. Strategic: Scan internal and external environments; 
design and modify strategic plans; strengthen the organization’s comparative advantage. Fiduciary: Oversee operations; deploy resources wisely, ensure legal and financial integrity; monitor results. 
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Attachment 2.0 
BOARD OF DIRECTORS MEETING 
SEPTEMBER 6-7, 2018   
CHICAGO, IL         


Revised 083018 
Accommodations: Allegro Hotel, 171 West Randolph St, Chicago, IL  
Friday, September 7, 2018 - Academy Headquarters, 120 South Riverside Plaza, 14th Floor Conference Room, Chicago, IL  


TIME AGENDA ITEM PRESENTER IMPLICATIONS ANTICIPATED 
OUTCOME 


7:30 am BREAKFAST 
8:00 am  EXECUTIVE SESSION D. Martin 


9:00 am CALL TO ORDER M. Russell 
9:00 am 11.0 Microaggression Training B. Nichols/J. Turner Strategic/Generative Information/Discussion 


11:00 am BREAK 
11:15 am 12.0 Academy Positions M. Russell/ 


A. Steiber 
Strategic/Generative Information/Discussion 


12:30 pm LUNCH  
1:30 pm 13.0 FNCE Update D. Enos Strategic/Generative/ 


Fiduciary 
Information/Discussion 


1:45 pm 14.0 Consent Agenda M. Russell Strategic/Generative/ 
Fiduciary 


Action 


2:00 pm ADJOURNMENT M. Russell 


 Attachment [Material(s) to be reviewed]   Materials to be distributed at the meeting 
*All items on the Consent Agenda are considered to be routine.  There will be no separate discussion of these items unless a Board member requests.
In the event a request is made, the item will be removed from the Consent Agenda and considered separately 
Implications: Generative: Discern, frame and confront challenges rooted in values, traditions and beliefs; engage in sense-making, meaning –making and problem framing. Strategic: Scan internal and external environments; 
design and modify strategic plans; strengthen the organization’s comparative advantage. Fiduciary: Oversee operations; deploy resources wisely, ensure legal and financial integrity; monitor results. 
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Academy of Nutrition and Dietetics Strategic Plan 


Vision:  A world where all people thrive through the transformative power of food and nutrition 
Mission: Accelerate improvements in global health and well-being through food and nutrition 
Principles:  The Academy of Nutrition and Dietetics and our members: 


 Amplify the contribution of nutrition and dietetics practitioners and expand
workforce capacity and capability


 Integrate research, professional development, technology and practice to
stimulate innovation and discovery


 Collaborate to solve the greatest food and nutrition challenges now and in the
future


 Focus on system-wide impact across the food, well-being and health care
sectors


 Have a global impact in eliminating all forms of malnutrition.
Focus Areas: 
The Strategic Plan includes three areas where the Academy will focus efforts to accelerate 
progress towards achieving the vision and mission through impact goals in Prevention and Well-
being, Health Care and Health Systems and Food and Nutrition Safety and Security. The Plan, 
goals and strategies correlate to the principles. Through 2025, the Academy will prioritize 
programs and initiatives to demonstrate significant impact in: 


FOCUS AREAS Prevention and Well-being Health Care and Health 
Systems 


Food and Nutrition 
Safety and Security 


IMPACT GOALS  Develop and advocate for
policies that support
prevention and well-being
initiatives


 Increase equitable access
to nutrition and lifestyle
services


 Reduce prevalence of
overweight and obesity
and associated chronic
diseases


 Reduce all forms of
malnutrition


 Elevate the role of
nutrition status in quality
health care throughout
the lifecycle


 Identify and treat all forms
of malnutrition


 Leverage data to
demonstrate effectiveness
of dietetic and nutrition
interventions


 Improve health equity
through access to medical
nutrition therapy services


 Increase equitable
access to and
utilization of safe
nutritious food and
water


 Advance sustainable
nutrition and resilient
food systems


 Leverage innovations
in the reduction of
food waste and loss


 Champion legislation
and regulations that
increase food and
nutrition security
throughout the
lifecycle


08-09-17
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Page 2 – Academy of Nutrition and Dietetics Strategic Plan 


STRATEGIES 
Strategies build on our core organizational strengths in food and nutrition research; advocacy and 
communications; professional development; and workforce capacity and opportunities. 


STRATEGIES 


Research  Expand prospective food and nutrition research
• Conduct systematic reviews and develop evidence based practice guidelines and position


papers in collaboration with key stakeholders
• Advance global practice based research network of practitioners and partners to collect


data
• Develop and enhance platforms to host data on evidence-based interventions
• Collaborate to provide evidence on the effectiveness of food- and nutrition-related


interventions using internationally accepted processes and terms
• Collaborate to advance basic science research related to malnutrition and well-being


Advocacy and 
Communications 


 Impact food and nutrition policies and advocate through participation in the legislative and
regulatory processes and funding to support nutrition research at local, state, federal and
global levels


 Advocate for health care delivery and payment systems that maximize nutrition services
across clinical and community settings


 Advance global influence through effective alliances


 Serve as a trusted resource and utilize all media outlets to educate and promote evidence-
based practices and science-based resources to practitioners, the public, policy makers
and all stakeholders


Professional 
Development 


 Provide tiered, progressive education and career advancement to support practitioners’
needs


 Engage practitioners at all levels through recognition programs, certificates of training and
certifications


 Serve as primary resource for professional experiential training opportunities for
traineeships and fellowships, practitioner networking, mentoring and information sharing


• Collaborate in developing products and services to positively influence practice outcomes


 Create interprofessional training and professional development opportunities through
strategic partnerships and partner organizations


Workforce 
Capacity and 


Opportunities 


 Build a global nutrition collaborative to accelerate progress in improving health


 Increase the pool of educators, including those who are doctorate prepared


 Develop and advance innovative delivery models for degree and non-degree education
and training


 Increase the diversity and cultural competence of the workforce to reflect the
communities they serve


 Expand public health and community nutrition programs and initiatives


 Promote leadership self-efficacy and instill behavioral leadership skills at all levels of
professional competency, including for students, through expanded and varied learning
opportunities


08-09-17
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CRITERIA FOR EFFECTIVE MEETINGS 


BOARD OF DIRECTORS MEETING 


SEPTEMBER 6-7, 2018 


 


 
 


Meeting Prerequisites 


• Fully engage in dialogue and turn off cell phones.  


• Prepare for and actively participate in discussions.  


• Declare conflict of interest, if appropriate.  


• Respect time limits – they are necessary to achieve what the Board needs to accomplish.  


• Leave meetings with clarity on what was discussed and what was decided.  


Key Considerations 


• Focus discussion on strategic issues.  


• Use the strategic plan and Board’s program of work priorities to guide dialogue and 


deliberations.  


• Relate decisions and actions taken to the strategic plan.  


• Consider what is best for the Academy when deliberating.  


• Maintain a member focus – “what would members say?” 


Nature of Debate 


• Discuss all sides of an issue and encourage others to provide their perspectives.  


• Listen when others are speaking; avoid side conversations and ask for clarification if 


needed.  


• Provide opportunities for clarification and on what was discussed and decided  


• Respect different points of view.  


• Exhibit courage with tough decisions.  


• Have fun!    
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EVALUATION RESULTS 


MAY 10-11, 2018 


BOARD OF DIRECTORS MEETING 


 


 


 


 


Respondents:   


 


 TOTAL 


POINTS 


SCORE 


1 The board materials provided were useful for making 


informed decisions (Inadequate=1/Adequate=5) 
76 4.47 


2 The time given to all agenda was: 


(Inadequate=1/Adequate=5) 
65 4.06 


3 Reports given during the meeting were clear, concise, and 


contained important information                                     


(Too Detailed=1/Appropriate=5) 
71 4.18 


4 Diverse opinions were expressed and issues were dealt 


with in a respectful manner (Never=1/Always=5) 
79.5 4.68 


5 Opportunities to discuss all sides of an issue were provided 


(Limited=1/Adequate=5) 
76 4.47 


6 The focus of the meeting was (Operational=1/Strategic=5) 
72 4.24 


7 Consideration was given to what is best for the Academy 


while recognizing that this is a “member-focused” 


organization (Never=1/Always=5) 
82 4.82 


8 Board members were prepared to discuss materials sent in 


advanced (Not Prepared=1/Prepared=5) 
78 4.59 


9 The board’s decision-making processes were effective 


(Never=1/Always=5) 
77 4.53 


10 Next action steps were identified and responsibility 


assigned (Unclear=1/Clear=5) 
73 4.29 


11 Overall assessment of this board meeting’s impact on the 


Academy and its members (Very Low=1/Very High=5) 
74.5 4.38 
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Comments: 


 This year has truly been fantastic, productive, effective and fun—I am so glad to have 


been a part of it! 


 Would have liked longer time to discuss membership and value of RDNs. 


 Was disappointed that so many board members left early. Thanks for planning such a 


nice celebratory dinner! 


 Paula Goedert does a really great job in presenting, and her information is invaluable. 


However, I have notice a trend where all of her examples of poor decisions pertain to 


men only, even her impressions marginalize males. It seems all audiences, in particular 


our Board, might gain from a balance perspective, and similar examples that involve both 


genders.  


 Recommend time to review the strategic plan at all meetings! 


 Had to leave early so unable to included assessment of day 2 after lunch! Disappointed 


that BOD liaisons on committees were not evenly distributed—some have 2-3 


appointments and other had none.  


 Great meeting fantastic board! 


 Room was a little noisy, but understandable. Temp control was better. Food was great! 


As always, staff help was exceptional.  


 I enjoyed the “out of the box” ideas that came out of the BOD discussion on Friday. Staff 


reports were informative and engaging. Could we have directions on the best “L” stop for 


the hotel and Academy?  


 There is a lot of love and respect throughout this group (BOD/staff). It has been such an 


honor to serve with all of you! 


 Staff were well prepared and addressed questions thoughtfully. 


 Many good topics. We all need to take responsibility to read attachments. Time was 


somewhat inadequate for topics that needed discussion.  


 Please provide slide decks to presentations 2-3 days prior to meeting. Is it feasible to 


provide objectives and an executive summary for each session?  


 Thank you for using the 14th floor setting: very appropriate and fiscally sound. 


 Strong overall meeting. Great synergy! 
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EVALUATION RESULTS 


JULY 18 -20, 2018 


BOARD OF DIRECTORS MEETING 


 


 


 


 


Respondents:   


 


 TOTAL 


POINTS 


SCORE 


12 The board materials provided were useful for making 


informed decisions (Inadequate=1/Adequate=5) 
63 4.20 


13 The time given to all agenda was: 


(Inadequate=1/Adequate=5) 
56 3.73 


14 Reports given during the meeting were clear, concise, and 


contained important information                                     


(Too Detailed=1/Appropriate=5) 
66 4.40 


15 Diverse opinions were expressed and issues were dealt 


with in a respectful manner (Never=1/Always=5) 
68 4.53 


16 Opportunities to discuss all sides of an issue were provided 


(Limited=1/Adequate=5) 
65 4.33 


17 The focus of the meeting was (Operational=1/Strategic=5) 
66 4.40 


18 Consideration was given to what is best for the Academy 


while recognizing that this is a “member-focused” 


organization (Never=1/Always=5) 
62 4.13 


19 Board members were prepared to discuss materials sent in 


advanced (Not Prepared=1/Prepared=5) 
71 4.73 


20 The board’s decision-making processes were effective 


(Never=1/Always=5) 
59 3.93 


21 Next action steps were identified and responsibility 


assigned (Unclear=1/Clear=5) 
61 4.0 


22 Overall assessment of this board meeting’s impact on the 


Academy and its members (Very Low=1/Very High=5) 
55 3.67 


23 Facilitator allowed time for discussion and interaction 


among the group (Limited=1/Adequate=5) 
60 4.0 


24 Facilitator provided summary to important issues 


(Limited=1/Adequate=5) 
60 4.0 
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Comments: 


 A draft of the background from the HOD staff including the option discussed would have 


been helpful for the dialogue and was sorely missing. A background on the delegates 


feedback related to its culture survey results would have provided information on the 


delegates’ perspectives regarding change. 


 Great facilitating by Mary. 


 Mackenzie Allen’s presentation also would have proved additional clarity at the 


beginning, since technology and our many communication platforms impact the need for 


the current structure of the House. Some members need reminding not to disrupt 


presentations by talking at tables.  


 More time was needed for strategic planning after discussing issues—i.e. the HOD 


structure and function. 


 Admire Mary’s facilitating in dealing with agenda modification based on dialogue/ 


 It’s hard for organization to change their structure and function internally—the BOD 


need to have a central and final review of the process and is responsible for determining 


the outcome.  


 We just ran out of discussion time—need to build more into the agenda. 


 Glenn Tecker is a fabulous facilitator. He is at the top of his game and know what is 


going on in other organizations that can help us move forward.  


 Loved the facilitator but really questioned the need to have him stay for the meeting 


duration.  


 We moved away from operational items to strategy and policy deliberation. 


 All topics discussed were critical but more time was needed. 


 Personally, I prefer this style of retreat—higher engagement between the BOD and the 


staff. I do feel that this hotel and location was gorgeous.  


 Great agenda with truly strategic items. 


 Regarding the rest of the agenda on day 2—especially this MPA approach should have 


been done for the HOD. The process and expectations for the HOD discussion were 


really based on BOD and staff perceptions and individual experience; rather than a solid 


infrastructure framing from any data we have—such as the culture survey results, any 


focus group data, etc. It’s really subjective— the ultimate downstream impact of the 


strategic impact on HOD discussions and decisions are too important to engage the BOD 


without laying the full foundation of information available. I do not think this was 


provided to us at all prior to this conversation. 


 Mary did a great job in deciding when to shift from table discussions to the full group, 


recognizing the need for a change.  


 The HOD discussion needed more upfront clarification. 


 The directions for conversation on Wednesday afternoon were confusing and unclear. We 


recovered some but not sure adequately. 


 The ability to “ go with the flow” and change, modify agenda—demonstrates great 


leadership of the Boar without losing sight of the agenda focus 


 The order of the agenda could have been a bit different. It would have been helpful to 


hear Dave’s presentation first as the background on the overall landscape—to discuss the 


position of the Academy and the workforce. Also, having CDR before ACEND would 


have helped. 
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 Enjoyed Pepin’s presentations and delivery of great information for all Board members to 


be on top of and be informed with overall. 


 Glenn provided some valuable suggestions in his wrap-up—I look forward to getting 


more external perspectives and data to make more informed decisions at future Board 


meetings. 


 We need to remain mission focused and not get into the weeds of operational impact, 


especially when considering possible changes. 


 Great content information shared! Looking forward to participating in future sessions to 


align content and sit in motions, tactical solutions.  


 Flexibility in agenda showed great leadership. Milton’s presentation was a surprise and 


more “solution based” rather than addressing the strategic questions of the pros and cons 


of various deliberative bodies… 


 Wonderful Friday event! Great everything. Great food. Great tour. Great dinner and 


venue. 


 I’m excited about the idea generation regarding the House restructure. 


 Mr.  Donnan’s presentation was phenomenal strategic perspective, extremely relevant, 


thought provoking/inspiring! 


 Well done! 


 This is the first time I have been to a board meeting in which I felt it was unorganized.  


We got started an hour late due to not enough time allowed for the ice breaker and people 


coming in later from lunch.    


 I was frustrated with the order of the information as presented by Glen Tecker on 


Wednesday.   He did not stay on message or address the questions as listed on the 


agenda.  Mr. Tecker seemed to be presenting from a script instead of discussing what the 


Academy needed.  I felt as if I were listing to a text book.   I would recommend that the 


continued employment of Mr. Tecker be seriously examined.  He even barged into our 


executive session on Friday morning and when asked to leave was very impolite and did 


not show respect.   


 I’m interested in CDR’s next steps related to the potential credentialing proposal. 


 Another concern was when Milton Stokes called in to the meeting and presenting an idea 


that seemed to derail the conversation/presentation.  Milton’s idea is of value but was 


poorly placed in the order of what was being discussed at the time which added to the 


confusion.  I felt as if we were trying to springboard off of Milton’s idea after he called in 


so it skewed our conversation in our breakout group and confused us even more. 


 On a more positive note, David Donnan’s presentation was the great, very informative 


and challenging.  I was very pleased with the passage of the licensure model practice act.  


The DC office did a great job with a lot of moving parts on that one! 


 As usual the Academy staff was WONDERFUL!  And the food was great everywhere we 


ate.  Thanks to all the staff who made arrangements for the dinner and the great tour of 


the Vanderbilt estate.  Super great experience. 


 Thanks to all members and presenters for their engagement and participation and to the 


staff for all of the preparation, ongoing trouble shooting and post retreat follow-up.  


 Good things to talk about, but not sure about next steps. 


 Would have liked info from Tecker regarding what to expect. 


 Good—sometimes a repeat of what we were to read prior to meeting. 


 There is always rich conversation and never time to reflect and dialogue.  
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 Disappointed that our facilitator was not aware of what was supposed to have happen 


under 4.0 and that he went on discussing things that were not relevant to this discussion. 


We have been asking him for specific examples of functioning and nonfunctioning 


deliberative bodies and how they made a shift and all we have been presented with is the 


grid. 


 Most of the discussion topics could use a little more time and we need to be mindful of 


starting on time—it is good to be flexible if adjustments need to be made (Mary decided 


to have large group discussion instead of small break outs due to limited time). 
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EVALUATION FORM 


BOARD OF DIRECTORS MEETING 


SEPTEMBER 6-7, 2018 


 


 


 


 
NAME: _____________________________________________________ Date: __________________ 


 


CIRCLE ONE CATEGORY 
Leadership 


1.  The board materials provided were useful for making informed decisions. 
 
  NOT HELPFUL            1             2             3             4             5   HELPFUL                Unable to assess 


 
 


2.  The time given to all agenda items was   
 
  INADEQUATE              1             2             3             4             5   ADEQUATE                Unable to assess 


 
3.  Reports given during the meeting were clear, concise, and contained important information. 


 
  TOO DETAILED           1             2             3             4             5   APPROPRIATE                Unable to assess 


  
Interpersonal Skills 


4.  Diverse opinions were expressed and issues were dealt with in a respectful manner. 
 
  NEVER                        1             2             3             4             5   ALWAYS                              Unable to assess 
 


5.  Opportunities to discuss all sides of an issue were provided. 
 
  LIMITED                       1             2             3             4             5   ADEQUATE                 Unable to assess 
 
Strategic Thinking 


6.  The focus of the meeting was  
 
 OPERATIONAL            1             2             3             4             5   STRATEGIC                Unable to assess 
 
7.  Consideration was given to what is best for the Academy while recognizing that this  
is a “member-focused” organization. 


 
                NEVER                         1             2             3             4             5   ALWAYS                           Unable to assess 


 
Board Member Contribution 


 
8.  Board members were prepared to discuss materials sent in advance. 


  
  NOT PREPARED         1             2             3             4             5    PREPARED                Unable to assess 


 
9.  The board’s decision-making processes were effective. 


 
  NEVER                         1             2             3             4             5   ALWAYS                           Unable to assess 
 


10.  Next action steps were identified and responsibility assigned. 
 
  UNCLEAR                    1             2             3             4             5   CLEAR                Unable to assess 
 


Overall assessment of this board meeting’s impact on the Academy and its members: 
 
 Very low       1            2            3           4            5            6           7           8            9            10       Very high 
 
 
Any other comments?  ________________________________________________________________________________ 
____________________________________________________________________________________________________ 
____________________________________________________________________________________________________ 
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The Academy of Nutrition and Dietetics ("Academy") wishes to avoid possible conflict of interest involving 
members of an Academy board, committee, task force or workgroup ("Group"), and/or contractors or speakers at 
Academy events ("Event"), in accordance with the Academy Conflict of Interest Policy currently in effect (pdf). The 
Board asks for you to continually be cognizant of fiduciary duties to the Academy arising out of positions of 
confidence within the organization, in accordance with the Academy Conflict of Interest policy in effect. Therefore, 
please complete the following, either as a member or member under consideration for a Group, consultancy, or 
speaking engagement. This form will be shared with the chair and/or staff liaison of the relevant Group(s)/Event(s) 
for their review. The form will be shared with other members at their request. Addressing conflicts of interest is a 
shared responsibility. If you have concerns that another individual has a conflict influencing the Group(s)/Event(s) 
please contact the chair or Academy staff. Thank you. 
 
 


First Name:  Last Name: 


Professional Credentials:    Address 1: 


Address 2:  City: 


State:  ZIP/Postal Code:


 Country:  Phone: 


Email: 


 
Please read and check each box: 


I acknowledge that I have been appointed or am being considered to perform certain services for or on behalf of 


the Academy. Those services require objectivity, credibility, the avoidance of actual or appearance of external 


influence, and the absence of a conflict with Academy positions, statements, priorities, and Academy-led activities. 


 


I am aware of the need to disclose any facts or circumstances that might create the appearance of a conflict with 


these standards. 


 


I agree to disclose any companies, organizations or enterprises from which I receive compensation or with which I 


have an ongoing relationship and which are relevant to the Group(s)/Event(s) of which I am a member/participant. 


 


I understand, and agree to, recuse myself from participating or voting in any Group work/Event where there is a 


potential for conflict of interest. I understand that I have a responsibility to act in the best interests of the Academy 


when acting as a member of the Group(s)/Event and to leave my personal interests/agendas aside. 


 


I understand that if I refuse to complete this form, I will be disqualified or removed from the Group(s)/Event(s). 


 


I agree that this Disclosure Statement may be made public or shared with any Academy member or interested party. 


 


I agree to update this form annually as well as within 30 days after I establish any new financial relationships that 


could represent a potential conflict of interest and within 30 days after I take on new Group/Event roles in the 


Academy. 


 


I hereby certify that, to the best of my knowledge, no aspect of my personal or professional circumstances or that 


of my immediate family, within the last 3 years, places me in the position of having private interest that is in conflict 


with any material interest of the Academy Group(s)/Event(s) or with my obligations to the Group(s)/Event(s) except 


for the following: 
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A. List employment with companies within the last three years (list the most current first): 
Company Name: Your Title: Start Date: End Date: 
    


    


    


    


    


    


    


 
B. Provide the information requested below if applicable within the last three years related to the Academy 


Group(s)/Event(s) topic: 
Type Explanation 
Principal Investigator or Co-
Investigator on Grants/Research 
on the Academy 
Group(s)/Event(s) topic 


 
 
 
 
 
 
 
 


Consultant on Academy 
Group(s)/Event(s) topic 


 
 
 
 
 
 
 
 


Participation in review activities 
for the Academy 
Group(s)/Event(s) topic 


 
 
 
 
 
 
 
 


Writing or reviewing a 
manuscript on the Academy or 
Group(s)/Event(s) topic 


 
 
 
 
 
 
 
 


Leadership role or membership 
in organizations related to the 
Academy Group(s)/Event(s) 
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C. List publications (articles or books) that you have authored or coauthored within the last three years 
related to the Academy Group(s)/Event(s) topic: 


Title of Journal/Publication: Date: Volume/Issue: Pages: 


D. List blogs or other website postings that you have authored or coauthored within the last three years 
related to the Academy Group(s)/Event(s) topic: 


Title: URL: Date: Comments: 


E. Indicate sources of income within the last three years related to the Academy Group(s)/Event(s) topic: 


Type None 


Money 
Paid to 
Your 
Employer 
(over 
$5,000) 


Money 
Paid to 
You 
(over 
$5,000) 


Money 
Paid to 
Your 
Spouse 
(over 
$5,000) Payor(s) 


Board Membership 
Consultancy 
Expert Testimony 
PI or Co-PI on Grants/Grants 
Pending 
Lectures Including Service on 
Speakers Bureau 
Editor, Author, or Co-Author of 
Book on Topic 
Royalties 
Payment for Development of 
Educational Presentations 
Stock/Stock Options 
Travel, Accommodations, Meeting 
Expenses 
Other 


e-Signature: 


Date: 
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NON-DISCLOSURE CONFIDENTIALITY AGREEMENT 
 


This Agreement is entered into as of this  day of  , 2018 


by and between “Party in which you are entering agreement” (Confidant) and Academy of Nutrition and 


Dietetics (Company), an Illinois, Not for Profit Corporation with a place of business at 120 S. Riverside 


Plaza, Suite 2190, Chicago, Illinois 60606. 


 


Company possesses valuable business and technical information including, among other things, concepts, 


know-how, trade secrets, business forecasts, business and financial plans. 


 


Company desires written assurance that information disclosed in confidence to Confidant will be 


maintained in confidence and not used against Company’s interests.  The term “Confidential Information” 


used below means all valuable business or technical information Company has that involves any of the 


matters referred to above, that the Confidant obtains directly or indirectly from Company.  Company will 


disclose, or allow Confidant access to Confidential Information only for the purposes of facilitating 


Confidant’s providing services to Company.  Confidant shall be permitted to use such information as may 


be necessary or desirable in the course of providing such services. 


 


Confidant agrees, except as may be provided in any future written agreement that may be entered into 


between Company and Confidant, that Confidant shall: 


 


(1.)   take all such precautions as may be reasonably necessary to prevent the disclosure to any 


third party of Company’s Confidential Information. 


 


(2.)   not use for Confidant’s own benefit any of Company’s Confidential Information; and 


 


(3.)   to the extent Confidant has not already done so, require its employees, agents, firm and 


associates to be bound in the same manner. 


 


(4.)   not disclose any of Company’s Confidential Information received hereunder to any 


third party and not to use the same, except for the purpose noted above, for a period 


of five years from the date of disclosure hereunder. 


 


This agreement shall be governed and construed in accordance with the law of the State of Illinois. 


 
AGREED TO BY: Academy of Nutrition and Dietetics and 


 


    
 Signed 


 


   


  Dated 
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Spring 2018 House of Delegates Meeting Recap: HOD Culture Assessment 
The Academy of Nutrition and Dietetics House of Delegates (HOD) held its spring 2018 Virtual Meeting on 
Saturday, April 21, 2018 where delegates participated in the HOD’s Culture Assessment. 


Meeting Question:  
“How do we need to evolve the culture of the HOD to best reinforce the Academy’s success drivers and 


produce meaningful outcomes supporting the Strategic Plan?” 


Why Culture?  
Culture is the foundation of who we are as a House of Delegates. It is a reflection of our organization’s values 
and everything in it should reinforce what drives our success.  


What are the Academy’s Success Drivers? 
Success drivers are the things that will drive an organization forward. These include 
our Strategic Plan (the mission and vision statements, guiding principles, and 
impact goals) as well as our commitment to diversity and transparency. 


Culture Evolution 
Our culture evolution process began by discussing the preliminary results from the WorkPlace Genome® 
Survey. During the meeting we explored three areas:  who we are now, who we should be, and what are we 
going to do about it.    


Preliminary Themes Identified During the Meeting 


Who We Are Who We Should Be What Are We Going to Do About It 
*Preliminary “To-Do List”


Most Evolved Areas 


 Collaboration


 Authenticity


 Visionary


Least Evolved Areas 


 Agility


 Communication


 Conflict resolution


 Outcomes management


 More transparent and
defined in our processes
o Mega issue determination
o Mega issue outcomes
o Delegate roles


 Stronger communicators


 Strategy drivers


 Enhance communications and
training


 Increase transparency


 Clarify success


 Preserve and build on areas
where we are most evolved


 Over the next year a twelve member HOD Culture Team will be working to analyze and


prioritize the information.


o *The preliminary “to do list” may change or evolve based on further analysis by 


the HOD Culture Team. 


 The evaluation process is multifaceted and will continue over several program years. As


such, we will continue the next steps in our exploration of how the HOD can best


support the Academy's Strategic Plan during the fall HOD meeting.


Additional Information 


 Meeting materials, including background and follow-up information are posted on the Spring 2018
Meeting webpage.


 Review the Academy President, Treasurer and Foundation Updates and the Academy Committees and
Taskforce Reports.


 Contact your delegate.


Culture Evolution 


 Diversity was identified in both areas
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https://www.eatrightpro.org/-/media/eatrightpro-files/leadership/bod/strategic-plan/academy-of-nutrition-and-dietetics_strategic-plan_sep-2017.pdf?la=en&hash=D00E3FE00D1475FB416E20004DECC3C136D5D7E5

https://www.eatrightpro.org/leadership/honors-and-awards/diversity-awards-and-grants

https://www.eatrightpro.org/leadership/academy-policies/commitment-to-transparency

https://www.eatrightpro.org/-/media/eatrightpro-files/leadership/hod/about-hod-meetings/spring2018/spring2018hodmeetingculturebackgroundinformation.pdf?la=en&hash=F32EE54CBDE575E379A27B099CB4F60B74765456

https://www.eatrightpro.org/leadership/governance/about-hod-meetings/spring-meeting-materials

https://www.eatrightpro.org/leadership/governance/about-hod-meetings/spring-meeting-materials

https://www.eatrightpro.org/-/media/eatrightpro-files/leadership/hod/about-hod-meetings/spring2018/academyupdates.pdf?la=en&hash=63206DB877916F8451399AD9D2FC269D0F8105DBhttps://www.eatrightpro.org/-/media/eatrightpro-files/leadership/hod/about-hod-meetings/spring2018/academyupdates.pdf?la=en&hash=63206DB877916F8451399AD9D2FC269D0F8105DB

https://www.eatrightpro.org/-/media/eatrightpro-files/leadership/hod/about-hod-meetings/spring2018/summarycommitteereportsspring2018.pdf?la=en&hash=4DC3001A8B809DC7FB21CCFA0DC373BE0EC9AA8Ehttps://www.eatrightpro.org/-/media/eatrightpro-files/leadership/hod/about-hod-meetings/spring2018/summarycommitteereportsspring2018.pdf?la=en&hash=4DC3001A8B809DC7FB21CCFA0DC373BE0EC9AA8E

https://www.eatrightpro.org/-/media/eatrightpro-files/leadership/hod/about-hod-meetings/spring2018/summarycommitteereportsspring2018.pdf?la=en&hash=4DC3001A8B809DC7FB21CCFA0DC373BE0EC9AA8Ehttps://www.eatrightpro.org/-/media/eatrightpro-files/leadership/hod/about-hod-meetings/spring2018/summarycommitteereportsspring2018.pdf?la=en&hash=4DC3001A8B809DC7FB21CCFA0DC373BE0EC9AA8E

https://www.eatrightpro.org/leadershipdirectory





Draft 


 


FACILITATION DESIGN FOR DIALOGUE SESSION: 
A Deliberative Body’s Role in Leading Together for Good Governance 


Goal of Meeting: To engage in conversation about the HOD’s culture, process and structure that will 
lead us to designing a future deliberative body for the Academy that is representative of the 
membership and serves as interpreters of expert opinion to advise the organization.  


Mega Issue Question: How might we leverage an engaged deliberative body to best support and 
advance the Academy’s Strategic Plan? 


Meeting Objectives:  
At the end of the meeting, we will have: 


1. Identified the overall purpose of the Academy’s deliberative body in the future.
2. Confirmed how our desired culture impacts our ultimate decisions.
3. Evaluated, added to and prioritized a set of criteria to be used for decision-making.
4. Come to consensus around the models and/or features of a model for further exploration that


position the deliberative body to best execute its desired role.
5. Explored potential options for the process by which the deliberative body identifies and


addresses issues of importance for the profession.
6. Prepared the delegates for their ongoing, critical role in making a final recommendation.


Dialogue Outline: 


Topic Expected Outcomes Comments 


Overview Setting context and expectations for 
meeting outcomes. 


Why are we having this 
conversation? 


Culture Confirm how our culture impacts our 
ultimate decisions/decision-making 
process. 


Inform delegates of culture survey 
results and Culture Team activities 
(progress on sprints/cards); how the 
results impact our decision-making 
process 


Process: Part 1 
(Current Process) 


Understand the current processes for 
identifying issues that impact the 
profession to set context for the rest of 
the meeting. 


Structure: Part 1 For each of the 4 KBSG questions from 
the Backgrounder, based on the pre-
meeting on-line discussion, identify 
any other critical information needed 
that is important to our decision-
making.  


Success Criteria Present criteria to be used to evaluate 
models 


Present criteria developed by HLT 
(help to connect the dots) and how 
we got to them 
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Structure: Part 2 Determine where more clarity is 
needed around models in 
Backgrounder. 


Present models from Backgrounder 
as examples as a springboard for 
stimulating creative thinking OR as 
ideas generated by experts (define 
who) to meet our vision for our 
deliberative body based on what our 
current knowledge suggests. 


Models/features are not mutually 
exclusive. 


Anything you don’t understand or 
want more information about? 


Structure: 
Evaluating Models 
Round 1 


Apply evaluation criteria to determine 
areas of consensus and direction for 
work by the Task Force (what 
ideas/features are worthy of further 
development)  Start with models 
presented in Backgrounder  


Identify the “best of”/what we 
like/don’t like 


Structure: Part 2 Identify any additional models to vet at 
the meeting. 


Are there other models not 
identified that we should be 
considering? 


Structure: 
Evaluating Models 
Round 2 


Apply evaluation criteria to determine 
areas of consensus and direction for 
work by the Task Force (what 
ideas/features are worthy of further 
development)  Start with models 
presented in Backgrounder  


Identify the “best of”/what we 
like/don’t like 


If no new ideas from previous 
session, skip this piece. 


Process: Part 2 
(Addressing issues) 


Generate ideas for process 
improvement. What does the 
deliberative body do with information 
generated? 


What are the most viable ways to 
address key issues impacting the 
profession? 


Wrap Up/Next Steps Understand what happens next. Summary of meeting: revisit what we 
did and why; what did we 
accomplish? 
What happens next? Marcy appoints 
Task Force (team of Designers) to vet 
the consensus options/direction and 
take to the next level to bring back a 
business plan/proposal to the HOD. 
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Success Criteria 


Category Members and 
Relationships 


Communication Agility Visionary and Strategic 
Thinking 


Sub-groups Trust 
Content Experts 
Resourceful 
Integration 
History 
Rewarding 
Glocalization 


Conflict Resolution 
Transparency 
Passion 


Responsive 
Issue Management 


Stragetic Plan  
ROI/Investment 
Clarity 
Define Success  
Outcomes- Oriented   
Leadership 
Relevance 
Parliamentary Process 
Authenticity  


Criteria This model provides a 
pathway for the member 
voice and is based on trust 
and our rich history.  
 It aligns and integrates 
Academy organizational 
units and includes internal 
and external collaborators 
and content experts to 
maximize impact on the 
profession. 


This model guides open 
commuication and 
transparency, while 
promoting candid and 
passionate 
conversations based on 
values and knowledge-
informed discussions 
rather than emotion. 


This model helps us 
anticipate and 
understand change 
drivers, while 
responding to 
emerging trends and 
other professional 
issues. 


This model is guided by the 


Academy’s Strategic Plan and 


the Council on Future Practice’s 


Visioning work to promote 


visionary thinking to drive 


successful outcomes. This 


model honors parliamentary 


governance (e.g., bylaws) and 


populates the leadership 


pipeline.  
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Timeline


HLT January 
Meeting


Culture 
Assessment


BOD July 
Retreat


Back-
grounder/
Meeting 


Materials 
Released 
Sept 17


Fall HOD 
Meeting


Oct 19-20


“Designers” 
Round 1


3 Top 
Options 


Vetted by 
HLT, 


Delegates, 
BOD


“Designers” 
Round 2


Present to 
HOD
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MEMBER ENGAGEMENT: NOMINATING 
COMMITTEE 
BOARD OF DIRECTORS MEETING 
SEPTEMBER 6-7, 2018 


 


 


 
On its annual post-election debriefing call the Nominating Committee discussed the issue of 
engaging members in the nominations and election processes and appointed a subcommittee to 
identify tactics to address the topic.  In June the subcommittee presented a recommendation 
which was accepted but the full Nominating Committee to include an elected position on the 
committee of an Academy member who has been in practice for 15 years or less with experience 
on an Academy national level committee or taskforce or as a Board member of an affiliate or 
DPG/MIG within the past eight (8) years. 
 
Rationale 
The rationale for the inclusion of a new position on the Nominating Committee follows.  


• According to the Compensation and Benefits Survey 2017 the median age of Academy 
members is 42, significantly down from age 49 in 2015. To better reflect the shift in the 
Academy’s membership age demographics and to engage younger members in voting, 
the subcommittee proposed that a new, elected position be included on the Nominating 
Committee.  


• Voting numbers are on the decline from 12.5% in 2016, 13.6% in 2017 to 10.6% in 2018. 
• There is a need to increase voting and engagement from early and mid-career members in 


the future as baby boomers retire. 
• The all member post-election survey gives a glimpse of how members who answered the 


survey responded (with a potential sample size of 69,656 potential voters, a mere 2.67% 
or 1,803 responded). It is unknown what the remaining 97.33% think of the candidates, 
ballot selection and election process.  


o Responses to the survey demonstrate that early and mid- career RDNs are not 
well represented in the voting demographics.  
 1. Age breakdown of who voted, according to those who responded to the 


survey:  
• Under 30 to 49  39.20%  
• 50+    60.77%  


 2. Another breakdown:  
• Under 30 to 59  59.93%  
• 60+    40.07%  


Proposed Nominating Committee Composition 
The current Nominating Committee composition consists of 10 members: nine voting members 
and one non-voting member. The voting members serving a three-year term on the committee, 
elected by the Academy membership follow.  


o - three members with Board of Directors experience within the past 10 years 
o - five members with experience on an Academy national level committee or 


taskforce or as a board member of an affiliate or DPG/MIG within the past eight 
years 


The Nominating Committee recommends that one of the five members holding a position as 
national level leader be required to have been in practice for 15 years or less.  
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The new requirement would not change the number of members on the committee and therefore 
would not incur additional funding or require a Bylaws change.  


The Nominating Committee requests conceptual direction from the Board of Directors regarding 
the inclusion of this new position on the committee. Should the concept be accepted, the 
committee recommends the change go into effect for this election year.  


The Nominating Committee appreciates guidance from the Board on this important issue shaping 
the future of the Academy. 


SUBMITTED BY: Molly Gee, Nominating Committee Chair  
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Dialogue Proceedings /
Advancing Patient-Centered 
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Attachment 9.0a


1







   3


As people age, their health needs are likely to become more complex and impacted by chronic disease, social 


determinants of health, and nutrition. Good nutrition and a healthy diet are critical in influencing chronic conditions 


such as hypertension, diabetes, cardiovascular disease, kidney disease, gastrointestinal disorders, cancer, and 


obesity. Yet all too often, as patients transition from one point of care to another, their nutrition status is not 


evaluated, documented, or even included in patient health conversations. Beyond the hospital setting, it is rare 


for care coordination to occur with patients and their families to help prevent or intervene for poor nutrition or 


malnutrition that includes under-nutrition and over-nutrition.  


Lack of sufficient malnutrition recognition and care across settings of care means patients are frequently at risk 


for developing negative health outcomes related to malnutrition, including increased risk of chronic disease, frailty, 


falls, and loss of independence.1,2 Worsened health outcomes can also result in increased healthcare services 


utilization. For example, in a longitudinal analysis, hospitalized malnourished patients had up to hospitalized 


malnourished patients had up to 100% higher in-hospital costs ($25,200 vs. $12,500) and a 54% higher likelihood 


of 30-day readmissions compared with non-malnourished patients.3,4 Moreover, the US economic burden of 


disease-associated malnutrition is estimated at $157 billion annually.5


Recognizing these challenges, a multi-stakeholder group of health and community leaders and advocates came 


together on March 14, 2018 for a national Dialogue to focus on developing real-world solutions to better integrate 


nutrition risk identification and care into existing care transition pathways and accountable care models. The 


results of their discussion are the basis for these proceedings. 


Support for the Dialogue was provided by Abbott  


Dialogue Proceedings /
Advancing Patient-Centered  
Malnutrition Care Transitions


Attachment 9.0a


2







4    Dialogue Proceedings / Advancing Patient-Centered Malnutrition Care Transitions    5


Background /
Malnutrition, defined as a nutrition imbalance including 


under-nutrition and over-nutrition, is a pervasive but 


often under-diagnosed condition in the United States. 


Malnutrition can include such concerns as macro/


micronutrient deficiencies, obesity, and nutrition 


imbalances arising from acute or chronic disease and 


medical treatments. In the United States, many patients 


across acute,6 post-acute,7 and community settings8,9 


meet the definition of being under-nourished. This 


number is even larger when accounting for individuals 


who are over-nourished,10,11 as reflected in Figure 1.


This prevalence is exacerbated among those who are 


already ill: Chronic diseases such as cancer; diabetes; 


and gastrointestinal, pulmonary, heart, and chronic kidney 


disease and their treatments can result in changes in 


nutrient intake and ability to use nutrients, which can lead 


to malnutrition.12 Throughout these proceedings, the term 


malnutrition references people who are under-nourished  


or over-nourished.


Good nutrition has been shown to support a healthy  


and active lifestyle, improve health outcomes, and reduce 


healthcare costs. In contrast, poor nutrition or malnutrition 


can increase an individual’s risk for functional disability, 


frailty, and falling,13 and inhibit their ability to achieve 


individual goals associated with recovery, strength, ability 


to manage their disease, and personal independence. 


Hospitalized malnourished patients may be at risk for 


readmission or complications post-discharge, with a 


recent analysis showing that hospitalized malnourished 


patients were found to have up to a five times increase in 


mortality14 and up to a 50% increase in readmissions when 


compared with non-malnourished patients.15 Accordingly, 


malnourished adults have been found to utilize more health 


services with more visits to physicians, hospitals, and 


emergency rooms.16 Malnutrition places a heavy burden 


on patients and their family/caregivers, clinicians, and 


healthcare systems. Fortunately, many of the adverse 


outcomes influenced by malnutrition are potentially 


preventable.17


Figure 1. Nutrition and the US Population  


Malnutrition Prevalence Across Care Settings


Figure 2. Better Integration of Malnutrition Care into Care Transitions Is Necessary


To date, limited progress has been made to improve the 


prevention, identification, and management of malnutrition 


and malnutrition risk among patients in the United States, 


particularly as they transition across care settings and 


into the community. In 2000, the National Academy of 


Medicine (NAM) convened a workshop on “The Role of 


Nutrition in Maintaining Health in the Nation’s Elderly: 


Evaluating Coverage of Nutrition Services for the Medicare 


Population.” The workshop report summarized that nutrition 


services are fragmented and poorly integrated with the 


provision of other care, and efforts to enhance coverage 


and coordination of nutrition services in the community 


setting are needed.18 In 2012, NAM convened a second 


workshop to address nutrition services in the community 


setting. When discussing why nutrition was not included in 


transitions of care models, Eric Coleman, MD, developer 


of the Coleman Transitions of Care Model and workshop 


participant, explained that in his research he found that 


patients were often unaware of their nutrition needs and the 


potential impact on their recovery and health and thus did 


not cite nutrition as part of their healthcare goals.19 


Nearly 20 years since the first NAM report, nutrition services 


continue to be poorly integrated with the provision of other 


care, gaps remain in coverage and coordination of nutrition 


services, and patients are rarely engaged in discussions 


about their nutrition status outside the acute care setting. 


While significant national efforts have been introduced to 


advance care for patients in the hospital,  


such as the Malnutrition Quality Improvement Initiative 


(MQii), there continues to be a lack of programs, 


measures, and tools to help providers identify and 


manage poor nutrition and malnutrition as patients 


transition across care settings and into the community. 


Nutrition risk identification, care standards, and best 


practices have not been systematically incorporated 


into care coordination models (e.g., the patient-centered 


medical home, accountable care organizations), value-


based care models, or population health management 


solutions (e.g., comprehensive shared care plans, 


transitional care models, or risk stratification models). 


Given the impact of poor nutrition and malnutrition 


on patient outcomes, better integration of prevention, 


identification, and intervention strategies into the 


core components of these programs offers a unique 


opportunity to improve patients’ health and quality of  


life, while also reducing the economic and care burden  


on the healthcare system (Figure 2).


Acute Care6


20–50% 14–51%
Post-Acute Care7


Malnutrition Prevalence Across Care Settings


6–30%
Community Care8,9


70% of adults are overweight 
or have obesity11  


More than 40% of patients age
50+ are not getting the right
amount of protein each day10 


Acute Care 


Post-Acute Care 


Community Care 


Public 
and Private 


Payers


Healthcare 
Practitioners, 
Institutions, 
Professional 
Associations


National, State, 
and Local 


Governments


Patients, 
Families, 


Caregivers, 
Advocates


Quality Malnutrition 
Care and Standards, 


Tools, and Best 
Practices


Patient is admitted to hospital from home or 
post-acute care; malnutrition care provided and 
integrated into discharge plan, then patient 
discharged back to home or post-acute care


Community-based physician offices and 
nutrition-support organizations manage the 
patient’s care prior to admission and following 
discharge from hospital or post-acute care


Patient is transitioned to rehabilitation, skilled nursing 
facility, or long-term care following discharge; malnutrition 
care provided and integrated into transition of care prior 
to returning to community-based care or readmission to 
the hospital 
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The Dialogue took place on March 14, 2018, at the 


House of Sweden in Washington, DC. It sought to 


bring together multi-stakeholder representatives of 


organizations engaged in the delivery of care or support for 


malnourished and at-risk individuals, including providers, 


(e.g., physicians, dietitians), social workers, payers, 


professional societies, patient and caregiver advocacy 


groups, and community-based service providers, to 


address malnutrition-focused transitional care gaps (see 


List of Dialogue Participants). 


The objectives of the day-long Dialogue were to:


1. Evaluate the current state of care transitions  
for malnourished patients and patients at risk for  
malnutrition;


2. Identify high-priority care transition gaps and  
opportunities to address these gaps across the  
care continuum; and


3. Outline key considerations for integrating malnutrition  
care into system-level care pathways to support  


patient goals and improve outcomes.


To launch the Dialogue, Avalere, the Academy, and  


Defeat Malnutrition Today reviewed the economic  


burden and prevalence of disease-associated 


malnutrition across care settings. The co-hosts then 


discussed efforts currently underway to enhance care 


delivery in the inpatient setting. These include the 


MQii, a nationwide, collaborative effort to advance 


evidence-based, high-quality, and patient-driven care 


for hospitalized older adults who are malnourished or at 


risk for malnutrition through a dual-pronged approach 


(Appendix 1).20 They also include strategic efforts like the 


recent publication of the National Blueprint: Achieving 


Quality Malnutrition Care for Older Adults, which captured 


opportunities and recommendations to enhance care 


delivery across acute, post-acute, and community 


settings (summary goals and strategies in Appendix 2). 


Finally, the co-hosts highlighted the lack of existing real-


world programs or hands-on tools to support the delivery 


of standardized, systematic malnutrition care beyond the 


hospital and across care settings.


Developing Multi-Stakeholder  
Recommendations Through  
a National Dialogue /
While malnutrition has been recognized as a recurring 


problem in care transitions for nearly two decades, few 


clear tactical plans have been established to address 


malnutrition care gaps and enhance the consideration of 


nutritional needs as patients transition across settings. 


To better understand the barriers limiting delivery of 


high-quality care for individuals who are malnourished 


or at risk of malnutrition and transitioning across the 


acute, post-acute, and community care settings, and to 


outline clear opportunities and action plans to address 


these challenges, Avalere Health, the Academy of 


Nutrition and Dietetics (“the Academy”), and the Defeat 


Malnutrition Today coalition convened a national Dialogue 


event, “Advancing Patient-Centered Malnutrition Care 


Transitions.” For the purposes of the Dialogue, acute, 


post-acute, and community-based care were defined as 


depicted in Figure 3.


Insights, examples, and recommendations were sought from 


multi-stakeholder participants. Among them, participants 


were asked to highlight care improvement and malnutrition 


prevention efforts currently underway with which they were 


familiar, as well as barriers that inhibited effective care support 


for patients who are malnourished or at risk of malnutrition.


The co-hosts outlined a framework to define and think 


about factors that inform system-level care pathways. 


System-level care pathways were defined as the process 


by which a patient receives care across all healthcare 


stages, including transitions across care settings, and the 


full range of interventions that a patient may experience at 


each stage. Participants affirmed that this encompassed 


the movement of patients between and across acute, 


post-acute, and community-based care settings. 


Participants then considered determinants of patients’ 


experience and outcomes across settings of care, such as 


the presence of diseases and chronic conditions, incentives 


driving care delivery, and population health management 


strategies in place. Namely, participants discussed the fact 


that nutrition status is rarely considered when accounting 


for factors contributing to a patient’s health status and 


care needs. Another concern raised was that healthcare 


professionals often consider the term “malnutrition” as only 


related to patients who are under-nourished, rather than 


those who are under-nourished, over-nourished, or with 


obesity.


Participants highlighted that the ability to prevent and 


address malnutrition care gaps is further complicated by 


the fact that, while malnutrition is the technical term for 


the clinical diagnosis of under- and over-nutrition, it can 


be challenging to discuss using this terminology with 


patients and their family/caregivers, particularly in the 


community setting. Many patients and family/caregivers 


perceive that there is a degree of “fault” implied when 


a patient is diagnosed as malnourished, suggesting a 


failure to feed, provide necessary nutrition to, or take 


care of the individual. This exacerbates the challenge of 


helping patients and family/caregivers recognize when 


poor nutrition or nutrition insufficiencies do occur and 


decreases patients’ opportunity to discuss and address 


the issue. These challenges may delay patients’ ability to 


heal and experience a healthy lifestyle. 


Figure 3. Definitions of Care Type and Setting


Acute Care Post-Acute Care Community Care


Services provided to a patient 
in the community, allowing 
them to live in their own home 
and retain independence; may 
be assisted by medical and 
non-medical community 
support services


Care setting: 
•  Physician’s office 
•  Home 
•  Retail clinic 
•  Pharmacy 
•  Urgent care 
•  Community service provider


Treatment for a patient that 
is usually brief but for a 
severe episode of illness or 
conditions that result from 
disease or trauma


Rehabilitation or palliative 
services that patients receive 
after/instead of an acute care 
hospital stay


Care setting: 
•  Skilled nursing facility 
•  Rehabilitation center 
•  Home
•  Palliative care or hospice


Care setting: 
•  Hospital 
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Figure 4. Framework for Existing System-Level Care Pathways 


Determinants of Patient Experience  
and Outcomes Across Settings of Care


Figure 5. Framework for Integrating Malnutrition Care into System-Level Care PathwaysParticipants also contemplated tools and resources 


that enable high-quality care and engagement for 


patients as they transition through the care continuum, 


such as shared decision making (SDM) tools, access 


to data, and clinical workflows. The framework for 


existing system-level care pathways depicted below 


in Figure 4 outlines how patients move through and 


across the healthcare system, determinants that may 


impact patients’ movement, and tools that support 


their care. Notably, the framework highlights the 


absence of consideration of nutrition status as a key 


determinant.


Too often, as patients transition from one point of care to another, their nutrition 
status is not evaluated, documented, or even included in patient health conversations. 


Lack of evaluation and 
management of nutrition 
status results in negative 
health outcomes related 
to malnutrition, including:


• Chronic disease


• Frailty 


• Increased falls-risk 


• Disability


• Increased risk of 
hospitalization and 
readmission following 
discharge


• Loss of independence


• US economic burden 
of disease-associated 
malnutrition $157B 
annually


KEY TAKEAWAY: Nutrition Status Is Missing


Patient


Post-Acute
 Care


Community
 Care


Admission


Community 
Support 
Services


Acute
Care Discharge


• Social Determinants of Health    • Disease and Chronic Conditions    


• Incentives     • Population Health Management


Tools & Resources
• Shared Decision Making  • Data and Health IT Infrastructure
• Clinical Workflows  • Patient Education and Self Management


Site-specific Care Pathways For At-risk/malnourished Patient


Environmental
Factors 


Acute Care Post-Acute Care Community Care


Improved Clinical, Economic, and Humanistic OutcomesPatient Impact 


Patient


To
o
ls


 &
 


R
e
so


u
rc


e
s Screening & Nutrition Care


Patient Education and Shared Decision Making


Data Infrastructure


Aligned Provider 
Financial Incentives


Access to Community-Based 
Nutrition-Support Services


Workforce, Patient, and Family 
Education/Awareness


Next-In-Line Provider 
Coordination


Gaps and Solutions 


Given that the current framework for system-level care 


pathways lacks attention to nutrition, participants were 


challenged to address three key questions to identify 


gaps and solutions for incorporating malnutrition care:


• What do we need? 


• What are the barriers?


• How do we overcome them? 


Participants were asked to consider these questions 


across three dimensions of the care pathway: 


1. Screening & Nutrition Care 


2. Patient Education and Shared Decision Making 


3. Data Infrastructure 


 


Ideas and recommendations were generated via group 


discussion and breakout sessions. To help ground this 


idea generation, various participants shared innovative 


local and national initiatives where nutrition care is 


being integrated as a core consideration in existing 


care protocols and programs across the United States 


(See Figure 5 and Appendices 3 and 4). Following the 


breakout sessions, all participants reconvened to align 


on next steps and opportunities to operationalize the 


recommendations identified.
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Barriers to Coordinated Malnutrition  
Care Transitions /


Recommendations to Advance Malnutrition  
Care as Patients Transition Across Care Settings /


Initially, participants identified a number of barriers inhibiting the effective delivery of malnutrition care as patients 


transition across settings of care, highlighting both findings from the literature and insights from experience. Some  


of the key barriers identified include:


Patients/
Caregivers†


Clinicians, community and social service providers, patients and caregivers, payers, and 
policymakers can take action to address care gaps using key recommendations identified 
during the Dialogue. By partnering to (1) support systematic nutrition screening and care, 
(2) provide better education and shared decision making, and (3) improve data 
infrastructure to capture and share critical nutrition information, stakeholders can facilitate 
enhanced care coordination and better outcomes for patients across care settings.


Policymakers Payers


Clinicians/Community 
and Social Service 


Providers*


*  This category encompasses clinical associations, clinical member organizations, 
social workers, mental healthcare providers, and other clinical/community and social service 
providers.


†   This category encompasses patients and caregivers, as well as representatives of patients 
(e.g., patient advocacy groups, Patient and Family Advisory Councils).


‡  Meal delivery includes home-delivered as well as congregate meals.


Integrate nutrition status considerations into 
existing protocols, pathways, and models (e.g., 
disease-speci�c protocols and pathways, 
transitional care models)


Adopt and disseminate existing guidelines and 
protocols that recommend actions for optimal 
nutrition care (i.e., population health)


Implement systematic screening in post-acute 
and community settings using existing standardized 
malnutrition screening tools (Appendix 4)


Align incentives (e.g., policy and �nancial) with 
malnutrition care delivery beyond the hospital (i.e., 
community setting) to improve prevention, 
identi�cation, and management


Engage and empower community-based  clinicians 
and providers (e.g., retail pharmacists, home health 
workers, social workers, meal delivery organizations‡, 
behavioral health counselors) to help patients 
achieve nutrition goals


Educate clinicians and social service providers 
about the impact of malnutrition/poor nutrition, their 
role in identifying it (including when and how to 
screen for malnutrition, as well as available tools 
and interventions such as medical nutrition therapy), 
and the importance of nutrition interventions


Educate payers on the impact of poor 
nutrition/malnutrition on patient outcomes 
and healthcare costs and the value of 
nutrition care coverage


Expand the use of shared decision making and 
education tools and create new tools as needed to 
engage patients/families/caregivers in discussions 
about nutrition care and better inform clinicians in 
clinical and community settings on nutrition 
information


Deliver information to patients/families/ caregivers in 
a way that is sensitive to their understanding of 
malnutrition, culture, and health literacy


Educate patients/families/caregivers on how 
to discuss nutrition goals with patients’ doctors and 
care providers


Educate patients/families/caregivers on how to support 
nutrition-related needs (e.g., preparing meals, 
coordinating food with medication management, 
providing oral nutrition supplements, changing tube 
feeding)


Partner with community-based organizations (e.g., Area 
Agencies on Aging and other providers) to raise 
broader population understanding of malnutrition and 
its impacts on patient health


Adopt standardized malnutrition terminology and 
clinical standards in electronic health records (EHRs) 
to improve malnutrition risk identi�cation and data 
transfer across care settings


Generate evidence and publish data re�ecting the 
impact of nutrition status on clinically relevant 
outcomes in post-acute and community settings (e.g., 
admissions/readmissions, activities of daily living, 
quality of life)


Expand the use of tools (e.g., alerts, hard stops) and 
visibility of nutrition information in EHRs to enhance 
nutrition-related decisions and communicate nutrition 
information to relevant clinicians


Conduct informatics skill training for dietitians and 
other healthcare professionals supporting patients’ 
nutrition needs


Identify mechanisms to share relevant social 
determinant–related data with clinicians and providers 
in a manner that is compliant with regulatory 
requirements and supports patient/family/caregivers’ 
ability to maintain/improve patients’ nutrition status


Create and adopt new technologies focused on 
malnutrition prevention and intervention (e.g., apps, 
wearables)


Patient Education & Shared Decision Making


Data Infrastructure


Screening & Nutritional Care


1. Nutrition risk identification and care are not integrated into existing care transition pathways and accountable care models


2. Challenges to effective screening (e.g., forgetting to screen, lack of training to screen, lack of time during the office visit)


3. Insufficient hours for physician training on nutrition during medical school, and insufficient clinician knowledge of how to 
access and make use of other clinical and community-based support services and partners (e.g., dietitians, social workers) to 
address patients’ malnutrition needs.


4. Lack of coverage for nutrition assessment, education, counseling, and treatment


1. Lack of widespread adoption of standardized malnutrition terminology and clinical standards across care 
settings to support data transfer 


2. Lack of published, high-quality data demonstrating the impact of good nutrition on patients’ outcomes in the 
post-acute and community settings 


Data Infrastructure


Screening and Nutrition Care


1. Lack of patient education on impact of proper/good nutrition on disease management, recovery, and health outcomes


2. Perceived stigma or “blame” attached to term “malnutrition” during patient and family engagement


Patient Education and Shared Decision Making
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Operationalizing  
the Recommendations /
Participants were asked to identify specific actions that stakeholders—namely clinicians (e.g., dietitians, nurses, physicians, 


pharmacists), patients and family/caregivers, payers, and policymakers—can undertake to better address patients’ nutrition 


needs across settings of care and to integrate nutrition care considerations into existing system-level pathways with the 


following principles in mind:


Principle 1 Ensure that patients’ goals and preferences  
are central to the process


Principle 2 Aim to support high-quality care for patients who are malnourished  
or at risk of malnutrition across settings of care 


Principle 3 Strive to design actions that fit within the workflow for patients’  
other chronic or acute diseases  


Principle 4 Collaborate cross-functionally to facilitate appropriate documentation  
and handoffs to providers across settings of care 


Principle 5 Ensure that recommended workflows are adaptable to the resources,  
needs, and staff or support services available 


Principle 6 Provide tools and guidance to help clinicians understand  
how to implement recommended care practices


Appendices 5 and 6 detail specific actions policymakers and each stakeholder group can implement to better integrate  


malnutrition care into patient care transitions.


Pilot Program to Integrate Malnutrition Care 
Into Transitions of Care Models /
The multi-stakeholder input received during the 


Dialogue highlighted the critical nature of incorporating 


malnutrition care considerations into transitional care 


and care delivered in acute, post-acute, and community 


care settings.   


Given the impact of malnutrition on patient outcomes, 


and continued fragmentation and barriers to patient-


centered transitional nutrition care, a pilot program will 


be established to implement and test a number of the 


recommendations outlined during the Dialogue. The goal 


of the pilot will be to advance systematic identification, 


treatment, and management of patients who are 


malnourished or at risk for malnutrition as they transition 


across care settings.  


The pilot will seek to engage hospital-based teams and 


community-based clinicians and service providers (e.g., 


primary care group practices, dietitians, meal providers, 


and others) to integrate patient-centered nutrition 


care into existing care transition pathways or models. 


Specifically, the pilot will aim to ensure interventions 


and follow-ups for nutrition care are in place when 


patients are discharged from the hospital and to improve 


recognition and management of patients’ nutrition 


risk prior to their admission to a hospital and/or as a 


component of chronic disease management.


While multiple infrastructure and environmental barriers 


are still in place, the pilot will seek to identify and 


disseminate innovative approaches and tools that 


can help close transitional care gaps and accelerate 


widespread adoption of optimal nutrition care.


In parallel to the pilot, it will be critical for providers, 


patients and family/caregivers, policymakers, payers, and 


others to continue to come together to remove barriers 


by seeking opportunities to integrate optimal nutrition 


care into national quality and care coordination models 


and programs. 


Stakeholders are encouraged to take immediate steps, 


individually and with partners, to integrate malnutrition 


prevention, identification, and intervention strategies into 


care pathways and models. This will improve patient 


outcomes and quality of life, facilitate population health 


management goals, and reduce the economic and care 


burden on the healthcare system. 
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Appendix 1: Dual-Pronged Approach to 
Advance Malnutrition Care for Hospitalized 
Older Adults* /


* For additional information on the Malnutrition Quality Improvement Initiative and the dual-pronged approach, visit the MQii website at http://www.MQii.Today. 


Dual-Pronged
Approach


Achieve
Malnutrition
Standards


of Care


MQii Toolkit
Implementation


MQii eCQM
Adoption


The MQii Toolkit provides practical resources to enable hospitals 
to achieve optimal nutrition standards of care 


Data reported from eCQMs will help hospitals demonstrate 
their success in meeting the standards of care 


The Malnutrition Quality Improvement Initiative (MQii) helps hospitals achieve malnutrition standards of care through a dual-


pronged approach, offering a novel patient-centered, interdisciplinary MQii Toolkit to guide malnutrition quality improvement 


and four de novo electronic clinical quality measures (eCQMs) to track and evaluate changes in care provided.


† For additional information or to read more about the National Blueprint, visit the National Blueprint website at http://www.defeatmalnutrition.today/blueprint.  


Appendix 2: Goals and Strategies of the 
National Blueprint: Achieving Quality 
Malnutrition Care for Older Adults /


Goal 1 Improve Quality of Malnutrition Care Practices


Strategies


1. Establish Science-Based National, State, and Local Goals for Quality Malnutrition Care  
2. Identify Quality Gaps in Malnutrition Care     
3. Establish and Adopt Quality Malnutrition Care Standards 
4. Ensure High-Quality Transitions of Care


Goal 2 Improve Access to High-Quality Malnutrition Care and Nutrition Services


Strategies


1. Integrate Quality Malnutrition Care in Payment and Delivery Models and Quality Incentive Programs 
2. Reduce Barriers to Quality Malnutrition Care
3. Strengthen Nutrition and Dietetics Professional Workforce 


Goal 3 Generate Clinical Research on Malnutrition Quality of Care 


Strategies


1. Evaluate Effectiveness and Impact of Best Practices on Patient Outcomes and Clinical Practice
2. Identify and Fill Research Gaps by Conducting and Disseminating Relevant Research
3. Track Clinically Relevant Nutritional Health Data


Goal 4 Advance Public Health Efforts to Improve Malnutrition Quality of Care


Strategies


1. Train Healthcare Providers, Social Services, and Administrators on Quality Malnutrition Care 
2. Educate Older Adults and Caregivers on Malnutrition Impact, Prevention, Treatment, and Available Resources 
3. Educate and Raise Visibility with National, State, and Local Policymakers 
4. Integrate Malnutrition Care Goals in National, State, and Local Population Health Management Strategies
5. Allocate Education and Financial Resources to HHS- and USDA-Administered Food and Nutrition Programs


In March 2017, the Malnutrition Quality Collaborative published the National Blueprint: Achieving Quality Malnutrition Care for Older 


Adults, which outlined four goals and associated strategies for achieving quality malnutrition care for older adults.†


Attachment 9.0a


8







16    Dialogue Proceedings / Advancing Patient-Centered Malnutrition Care Transitions    17


Appendix 3: Examples of Current  
Initiatives Integrating Nutrition Into  
Existing System-Level Pathways /


Example 3 highlights opportunities for engagement by non-clinical entities. It demonstrates how a payer and a community-
based service provider have partnered to conduct a pilot among high-risk community-dwelling individuals using volunteers, 
care coordinators, and technology to rapidly identify and intervene on potential medical or social concerns that could put an 
individual at risk of malnutrition and other health problems.


Example 1. Integration of Malnutrition Care into Patient Hospital Discharge Processes


• Nutrition care plan is documented 
and sent to outpatient clinic for 
next-in-line provider


• Interdisciplinary team reviews health 
determinants to identify which 
community services will be needed 
following discharge and how well 
available services meet the need


• Team member discusses nutritional 
status and follow-up care 
recommendations with patient prior 
to discharge


• Community 
resources are 
accessed to connect 
patients with 
nutrition-support 
services (e.g., meals, 
food assistance)


Patient 
discharged 


from hospital


Patient 
improves 
nutritional 


status, reduces 
risk of 


readmission 


• Care plan follows the patient 
past discharge to an outpatient 
care transitions clinic


• Follow-up phone call provided 
within 3–4 days after discharge


• Next-in-line outpatient provider 
discusses nutrition care plan with 
patient, indenti�es and implements 
treatment needs (e.g., counseling, 
special diet, oral nutritional 
supplements, vitamin/mineral 
supplementation)


• Case managers 
follow up with 
at-risk/malnourished 
patients and check 
if patients have 
continued 
recommended 
treatment plans


• Monitoring and 
evaluation 
continues in care 
transitions clinic


Patient Education 
& Shared Decision MakingScreening & Nutrition Care Data Infrastructure


Key


Example 2. Integration of Malnutrition Care into Primary Care Pathway


• EHR includes tools to inform appropriateness of 
patient’s current nutritional status, alert provider to 
care gaps, and aid in malnutrition diagnoses


Prior to patient’s arrival, identify patient’s nutritional status and flag:


• Discharged patients who are at risk of malnutrition or are malnourished
• Pre-surgical nutrition support, where needed
• Patients with morbid obesity, obesity, or protein calorie malnutrition


Patient visits 
PCP office


Patient 
maintains


ideal
nutritional


status 


• Physicians evaluate nutritional status


• Patients receive education on their nutritional status and 
nutrition care needs


• Patients provided with disease-specific nutrition 
information to help manage nutrition care needs at home


• Patient is 
reassessed 
every 30 days


• If continuing dietitian 
support is needed, 
physician utilizes 
outside RD referral


• Practice website 
offers resources for 
accessing oral 
nutritional 
supplements, as 
needed


Example 3. Integration of Nutrition and Social Services into Payer Care Coordination Model Using 
Community-Based Resources


• Patients are informed and consent to 
participate in the pilot program


• Payer identi�es high-risk patients who require 
meal delivery and would bene�t from direct 
observation and monitoring for care 
coordination needs  


• Nutrition care plan is documented 
and sent to outpatient clinic for 
next-in-line provider


• Care plan follows the patient 
past discharge to an outpatient 
care transitions clinic


Identify high-
risk, high-need
patients that 
meet defined
clinical criteria


Patient 
potentially 
avoids a 


readmission or 
delays need for
additional acute


services


• Meal delivery program care coordinator 
engages patient and facilitates any “social 
intervention” (e.g., transportation, assistance 
with making appointment) as needed  


• Payer care coordinator is noti�ed and 
facilitates “clinical intervention” if assistance 
needed is medical in nature


• Payer monitors social and clinical 
needs of patient to identify 
opportunities for early intervention 
and to address concerns  


Example 1 reflects how the dietitians at one hospital are working with an interdisciplinary team to better incorporate 
malnutrition care into patient care transitions through improved patient engagement, data sharing across care delivery 
settings, and the use of case management.   


Example 2 demonstrates how a primary care physician office is working to better identify and manage patients at risk of 
malnutrition through improved clinician training, patient education, referral to dietitians as needed, and the use of technology 
to identify patients prior to arrival and support patients while at the clinician’s office and once they leave it.
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Appendix 4: Malnutrition Screening Tools /


Tool Name Care Setting Validated


Australian Nutritional Screening Initative (ANSI) Community No


Malnutrition Screening Tool (MST)
Acute adults: inpatients and outpatients 
including elderly, residential aging care 
facilities 


Yes


Malnutrition Universal Screening Tool (MUST) Hospital, community, and other care 
settings Yes


MEAL Scale Outpatient No


Mini-Nutritional Assessment (MNA) Acute, rehabilitation, community,  
long-term care Yes


Mini-Nutritional Assessment (MNA) Short-Form (SF) Community, sub-acute, or residential 
aging care Yes


NUTRISCORE Outpatient Yes


Patient Generated Subjective Global Assessment Tool 
(PG-SGA)


Acute Yes


Starting the Conversation Primary care, health promotion Yes


Sarcopenia Quality of Life (SarQOL) Community Yes


Seniors in the Community: Risk Evaluation for Eating 
and Nutrition (SCREEN) (includes SCREEN I and 
SCREEN II)


Community, long-term care, skilled nursing 
facilities, rehabilitation Yes


Nutrition Screening Initiative (NSI) DETERMINE Checklist Home-based, community Yesv


Short Nutritional Assessment Questionnaire (SNAQ)
Outpatient, elderly in care homes or 
residential care, patients in the community 
aged 65 or older


Yes


There are many tools available (including validated tools) that clinicians and other providers can use across care settings 


to screen individuals for malnutrition.


Appendix 5: Policy Opportunities to  
Better Integrate Malnutrition Care Into  
Patient Care Transitions /
Issue: As people age, their health needs are likely to become more complex and impacted by chronic disease, social 
determinants of health, and nutrition status. Good nutrition and a healthy diet are considered critical pathways in 
influencing chronic conditions such as hypertension, diabetes, cardiovascular disease, kidney disease, gastrointestinal 
disorders, cancer, and obesity. Yet all too often, as patients transition from one point of care to another, their nutrition 
status is not evaluated, documented, or even included in patient health conversations. Beyond the hospital setting, it 
is rare for anyone to recognize or work with patients and their families to help prevent or intervene for poor nutrition or 
malnutrition that includes under-nutrition and over-nutrition.  


Impact: The result is that patients are frequently at risk for or develop negative health outcomes related to malnutrition, 
including increased falls-risk, chronic disease, frailty, and loss of independence. Malnourished patients have an increase 
in healthcare service utilization, and hospitalization costs for adult malnourished patients can be up to $25,200, a 
100% increase over the costs faced by non-malnourished patients. The US economic burden of disease-associated 
malnutrition is estimated at $157 billion annually. 


Recommended Policy Actions: A multi-stakeholder group of health and community leaders and advocates came 
together in a national Dialogue to identify real-world solutions to integrate nutrition risk identification and care into 
existing care transition pathways and accountable care models. The results of their discussion are the basis for these 
policy-related recommendations to better integrate optimal nutrition care into national quality programs.


• Adopt clinically meaningful malnutrition-related quality measures and improvement activities into accountable care 
models and population health initiatives to improve prevention, identification, and management for patients across care 
settings


• Incorporate nutrition status into transfer of health information upon admission to and discharge from acute and post-
acute care settings (IMPACT Act implementation)


• Include nutrition risk identification and malnutrition care in the Welcome to Medicare Exam and Annual Medicare 
Wellness Exam


• Include nutrition risk identification and malnutrition care in Centers for Medicare & Medicaid Services (CMS) Quality 
Programs and Advanced Alternative Payment Models (e.g., Comprehensive Primary Care Plus Program, Bundled 
Payment for Care Initiative, Oncology Care Model Quality Payment Program, Hospital Inpatient Quality Reporting, Home 
Health and Skilled Nursing Facility Quality Reporting Programs)


• Adopt standardized malnutrition terminology and clinical standards in EHRs to improve malnutrition risk identification 
and data transfer across care settings


• Establish state commissions to develop targeted local plans to improve nutrition risk identification and malnutrition care


• Collect data and publish results from CMS national and state care transition pilots that incorporate nutrition-related 
activities into the care delivery (e.g., meal delivery or community support services post-discharge and associated 
outcomes)


The above screening tools are a first-line detection of malnutrition. Only a Registered Dietitian Nutritionist (RDN) is qualified for 


performing Medical Nutrition Therapy (MNT) inclusive of conducting a Nutrition-Focused Physical Exam (NFPE), determining a 


nutrition diagnosis, and authorizing appropriate intervention for malnourished individuals.


v This tool has been validated as an educational tool rather than a screening tool.
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Screening and Nutrition Care 


Recommendation Impact/Solution Tactics


1. Integrate nutrition 
status considerations 
into existing protocols, 
pathways, and models 
(e.g., disease-specific 
protocols and pathways, 
transitional care models)


• Enhance 
identification, 
assessment, and 
intervention


• Build nutrition identification and management into disease-specific 
protocols (e.g., stroke, diabetes care protocols)


• Incorporate nutrition care considerations into transitional care models 
such as the Coleman, Naylor, and Bridge models


2. Adopt and disseminate 
existing guidelines and 
protocols that recommend 
actions for optimal 
nutrition care


• Enhance 
identification, 
assessment, and 
intervention 


• Encourage clinicians/healthcare facilities to adopt existing protocols 
that recommend nutrition care as part of good care delivery (e.g., the 
World Health Organization’s Integrated Care for Older People guidelines, 
which include recommendations for individuals who are affected by 
undernutrition))


3. Implement systematic 
screening in post-
acute and community 
settings using existing 
standardized malnutrition 
screening tools 
(Appendix 4)


• Enhance 
identification, 
assessment, and 
intervention 


• Include nutrition screening as part of the Welcome to Medicare 
preventive visit, and include information on malnutrition prevention and 
warning signs in packets for Medicare patients


• Include dietitians in hospital pre-visit planning, as well as discharge and 
care transition planning for patients deemed at high risk of malnutrition 
based on key indicators (e.g., chronic disease, surgery, Medicaid, food 
insecurity)


• Incorporate nutrition status questions as part of pre-appointment surveys 
or similar patient-reported data collection mechanisms (e.g., how is your 
appetite, have you lost weight?)  


• Partner with community-based providers (e.g., retail dietitians, retail 
pharmacists, home health workers, social workers) to perform screenings 
in less “traditional” care delivery settings, such as retail pharmacies, 
supermarkets, home health, assisted living, senior centers, etc.


• Refer and transfer patients to primary care, outpatient, and public health/
community nutrition dietitians to perform nutrition care (i.e. assessment 
and intervention) once screened and identified by community-based 
providers


4. Align incentives (e.g., 
policy and financial) with 
malnutrition care delivery 
beyond the hospital 
(i.e., community setting) 
to improve prevention, 
identification, and 
management


• Address patient 
access barriers


• Adopt and use systematic nutrition screening and intervention in 
an alternative payment model (e.g., the Bundled Payment for Care 
Improvement Initiative) and evaluate the impact on patients 


• Establish a “Center of Excellence” recognition program with differential 
payment for organizations that integrate malnutrition care into their care 
processes (e.g., effectively screening and supporting the treatment of at-
risk and malnourished patients) 


• Provide incentives for routine use of SDM in practice through value-
based payment programs or as part of population management initiatives 


• Align incentives for clinicians and providers to identify and prioritize 
rapid care and intervention for those patients who are more likely to have 
malnutrition and malnutrition-related comorbidities based on “triggers” in 
the EHR (e.g., based on information in the Core Clinical Data Elements)


• Create state and local coalitions to work on developing targeted plans  
to improve malnutrition care, following models in Ohio, Massachusetts,  
and other states21,22


Appendix 6: Action Steps for Operationalizing 
Key Recommendations /


Recommendation Impact/Solution Tactics


5. Engage and empower 
community-based 
providers (e.g., retail 
dietitians, retail 
pharmacists, home 
health workers, social 
workers, meal delivery 
organizations, behavioral 
health counselors) to help 
patients achieve nutritional 
goals


• Enhance  
identification,  
assessment,  
and intervention


• Perform screenings in less “traditional” care delivery settings, such as 
wellness clinics, retail pharmacies, home health, assisted living, senior 
centers, etc.


• Incorporate nutrition goals into community programs (e.g., pharmacy 
and grocery store rewards programs) so that patients receive benefits for 
nutrition management activities


• Follow up via phone regarding nutrition concerns and recommended care 
plans to address breakdowns in the system (e.g., if clinicians consistently 
fail to review discharge plans, partner with case managers to perform 
post-discharge follow-up)


6. Educate clinicians and 
social service providers 
about the impact of 
malnutrition/poor nutrition, 
their role in identifying it 
(including when and how 
to screen for malnutrition, 
as well as available tools), 
and the importance of 
nutrition interventions


• Enhance 
identification,  
assessment, and 
intervention


• Advance 
understanding 
of “nutrition as 
medicine” and 
treat it as such 
in care plans 
and care delivery 
activities


• Identify and 
address gaps in 
medical school 
and clinician 
and social 
service training 
in screening for  
malnutrition 


• Provide education and training for non-dietitian clinicians, conducted by 
dietitians, on core nutrition care (i.e., “Survival Skills for Nutrition”), such 
as how to:
   Appropriately screen patients for nutrition risk
   Refer patients to a dietitian, and access and use dietitians in 


community and post-acute care settings 
   Connect the patient to community-based nutrition resources (e.g., 


meal delivery programs)
   Follow up/monitor patients on a regular basis (e.g., 3, 7–10, and 


25 days) after discharge to ensure they are complying with clinical 
nutrition recommendations, and identify and address any social 
determinants of health that could affect their nutrition intake


   Actively engage the patient’s caregiver in nutrition-related 
discussions (e.g., screening, care plan, discharge planning), as the 
caregiver is the most consistent member of the patient’s care team 
across settings 


• Create or use existing web-based programs to: 
Provide education and training to clinicians and community-based 
providers on core nutrition care skills (led by dietitian organizations)
Identify how to connect patients to community-based providers and 
resources to support their nutrition needs (e.g., NowPow)


• Include nutrition education, when to refer patients to dietitians, and 
patient engagement/education as part of medical school or continuing 
education (e.g., minimum of one continuing education unit per year)


7. Educate payers on the 
impact of malnutrition/
poor nutrition on patient 
outcomes and healthcare 
costs and the value of 
nutrition care coverage


• Enhance 
identification, 
assessment, and 
intervention


• Work with payers to establish viable payment models with outpatient  
and primary care dietitians 


• Share information and resources to educate payers on the impact of 
malnutrition on patient outcomes and the value of risk identification and 
early intervention in community settings
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Recommendation Impact/Solution Tactics


1. Expand the use of shared  
decision making and education 
tools and create new tools as 
needed to engage patients/ 
families/caregivers in  
discussions about nutrition  
care and better inform  
clinicians in clinical and  
community settings on  
nutrition information


• Enhance 
understanding of 
the impact of “good 
nutrition” and “poor 
nutrition” on health, 
functionality/quality 
of life, and healing 
across care settings 


• Enhance 
engagement of 
patients/families/
caregivers in 
patients’ nutrition 
care


• Align nutrition care 
and intervention with 
individual patient 
preferences and 
goals


• Develop SDM tools in partnership with patients and clinicians 
to advance clinical discussions about nutrition insufficiency 
or poor nutrition, patient nutrition goals, and ways to improve 
patients’ nutrition intake, as well as the impact of nutrition on 
patients’ outcomes


• Include nutrition status questions as part of pre-appointment 
surveys or similar patient-reported data collection 
mechanisms (e.g., how is your appetite,  
have you lost weight?)  


• Provide documents capturing nutrition recommendations 
for patients to take to their appointment with the next-in-line 
provider (similar to a list of current medications)


• Provide “stoplight” pamphlets outlining green/yellow/red 
warning signs that suggest potential nutritional decline, 
including when to contact a clinician


• Use pamphlets and posters in clinician  
offices to encourage patients to “ask about your nutrition”


2. Deliver information to patients/
families/caregivers in a way that 
is sensitive to their understanding 
of malnutrition, culture, and health 
literacy


• Enhance 
understanding of 
the impact of “good 
nutrition” and “poor 
nutrition” on health, 
functionality/quality 
of life, and healing 
across care settings


• Align nutrition care 
and intervention with 
patient/family culture 
and values


• Enhance 
opportunities for 
patient/family 
comprehension 
and understanding 
of health and 
nutrition conditions, 
recommendations, 
and interventions


• Reframe discussions about malnutrition with patients/
families/caregivers to focus on “poor nutrition” and “nutrition 
insufficiency” to avoid the perception of blame 


• Educate clinicians and social service providers to deliver 
nutrition information in culturally competent ways


• Use translation programs such as mobile app–based 
translators or adopt models used by other clinicians to 
provide nutrition information in a linguistically and culturally 
competent way (e.g., implement “dial-a-dietitian” to enable 
clinicians and their patients to speak to a dietitian in non-
English languages)


Patient Education & Shared Decision Making


Recommendation Impact/Solution Tactics


3. Educate patients/families/ 
caregivers on how to discuss nu-
trition goals with patients’ doctors 
and care providers


• Align nutrition care 
and intervention with 
individual patient 
preferences and 
goals


• Enhance 
engagement of 
patients/families/
caregivers in patient 
nutrition care


• Raise awareness via national campaigns to:
Encourage patients to actively raise the topic of nutrition 
goals as part of discussions with their care providers
Include clinically relevant nutrition data in medical “data 
backpacks” to allow patients to better access, carry with 
them, and share their nutrition data with other clinicians 
and providers
Promote malnutrition identification and management 
efforts to clinicians, providers, and the general public 
at national programs and annual meetings (e.g., AARP 
initiatives, the American Society for Parenteral and 
Enteral Nutrition’s Malnutrition Awareness Week, the 
National Council on Aging’s Falls Prevention Awareness 
Day, the International Council on Active Aging’s Active 
Aging Week, National Nutrition Month)


4. Educate patients/families/caregiv-
ers on how to support nutrition-re-
lated needs (e.g., preparing meals, 
coordinating food with medication  
management, providing  
oral nutrition supplements,  
changing tube feeding)


• Advance 
discussions about 
poor nutrition and 
its impact on health 
and functionality/
quality of life, patient 
goals, and how to 
improve


• Enhance 
engagement of 
patients/families/
caregivers in patient 
nutrition care


• Offer classes to help individuals manage  
their nutrition needs and carry out nutrition recommendations 
outside of the clinical setting  
(e.g., meal preparation, food coordination  
with medication management, oral nutritional supplement 
consumption, changing feeding tube)


5. Partner with community-based 
organizations (e.g., Area  
Agencies on Aging and other pro-
viders) to raise broader population 
understanding of malnutrition and 
its impacts  
on patient health


• Enhance 
identification, 
assessment, and 
intervention


• Promote malnutrition identification and management efforts at 
national programs and annual meetings (e.g., AARP initiatives, 
the American Society for Parenteral and Enteral Nutrition’s 
Malnutrition Awareness Week, the National Council on Aging’s 
Falls Prevention Awareness Day, the International Council on 
Active Aging’s Active Aging Week, National Nutrition Month)
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Data Infrastructure 


Recommendation Impact/Solution Tactics


1. Adopt standardized mal-
nutrition terminology and 
clinical standards in EHRs 
to improve malnutrition 
risk identification and 
data transfer across care 
settings


• Systematic 
transfer of nutrition 
health information 


• Ability to “follow 
the patient” 
and continue to 
build on nutrition 
interventions


• Advocate for Office of the National Coordinator to adopt standardized 
malnutrition terminology and clinical standards


• Create value sets to systematically capture standardized data as 
needed


• Partner with EHR vendors to build population-based performance 
measures that promote nutrition screening and intervention for 
populations at risk for malnutrition into EHRs


• Advance hard-coded “malnutrition marker” in EHRs to better identify 
patients with malnutrition who may have more difficulty recovering, and 
to track the impact of malnutrition on patients across care settings (e.g., 
inform readmissions risk scores)


2. Generate evidence and 
publish data reflecting the 
impact of nutrition status 
on clinically relevant out-
comes (e.g., admissions/
readmissions, activities of 
daily living, quality of life)


• Increase visibility 
of impact of 
nutrition status 


• Align incentives for 
identification and 
treatment 


• Collect data and generate evidence on:
CMS care transition pilots that incorporated nutrition-related 
activities into the care delivery (e.g., meal delivery post-discharge) 
and any associated outcomes 
Programs that assist patients in complying with recommended 
nutrition care with home-delivered meals and/or delivery of 
recommended oral nutritional supplements to the hospital prior  
to discharge, where indicated
Clinically meaningful and patient-centered aspects of nutrition-
focused SDM and implementation of SDM tools (e.g., patient 
satisfaction, impact on quality of life)


 The impact of integrating malnutrition prevention and risk identification 
and management into existing coordinated care models, alternative 
payment models, and CMS Innovation Center initiative  
(e.g., the Oncology Care Model 2.0)  
Use of EHR-enabled alerts and follow-on care to determine 
whether clinicians are reviewing and responding to the alert, as well 
as timeliness of care following the alert
Use of standardized tools across care settings (e.g., the Patient- 
and Nutrition-Derived Outcome Risk Assessment score) to 
understand patient risk for malnutrition-associated poor outcomes 
as patients move between settings of care
Incorporation of nutrition status into existing readmission risk tools 
(e.g., BOOST, LACE index) as a predictor for readmission
Link between the presence of malnutrition and the ability (or 
inability) to complete activities of daily living


3. Expand the use of tools 
(e.g., alerts, hard stops) 
and visibility of nutrition 
information in EHRs to 
enhance nutrition-related 
decisions and communi-
cate nutrition information 
to relevant clinicians


• Provide greater 
visibility to nutrition 
care needs and 
opportunities  
for action


• Advance 
understanding 
of “nutrition as 
medicine” and 
treat it as such 
in care plans 
and care delivery 
activities


• Establish and implement standardized protocols to:
Document malnutrition diagnoses and dietitians’ nutrition care 
recommendations in the problem list and discharge plan
Capture nutrition interventions on the Medication Administration 
Record (MAR), as appropriate


• Build into EHRs “hard stops” to prevent further action unless 
appropriate nutrition care has been provided (e.g., inability to 
discharge patients unless nutrition diagnosis information and follow-on 
care, where applicable, is populated in the discharge plan)


Recommendation Impact/Solution Tactics


3. Expand the use of tools 
(e.g., alerts, hard stops) 
and visibility of nutrition 
information in EHRs to 
enhance nutrition-related 
decisions and communi-
cate nutrition information 
to relevant clinicians  
(continued)


• Use alerts (e.g., “Smart Alerts”) to:
Flag patients who are more likely to have malnutrition and 
malnutrition-related comorbidities (e.g., based on information in the 
Core Clinical Data Elements) to enable clinicians and providers to 
identify and prioritize rapid care and intervention for them 
Notify the clinician when a patient meets malnutrition-associated 
diagnostic criteria or has malnutrition-associated characteristics, 
ask whether the clinician has screened the patient, and prompt 
them to diagnose and treat, if applicable
Notify the physician if a dietitian diagnoses malnutrition, including 
auto-populating relevant information in the physician’s note


• Flag the clinician when a patient is at a “pressure point” and is 
particularly vulnerable to malnutrition (e.g., entering in NPO status) and 
remind them of evidence-based protocols for the circumstance


4. Conduct informatics skill 
training for dietitians and 
other healthcare profes-
sionals supporting patients’ 
nutrition needs


• Facilitate 
engagement with 
clinical IT teams to 
more consistently 
collect, document, 
and transmit 
nutrition care data


• Develop training programs to educate dietitians and other healthcare 
professionals on informatics and data infrastructure to enhance 
systematic, standardized collection of nutrition-related data


5. Identify mechanisms 
to share relevant social 
determinant–related data 
with clinicians and pro-
viders in a manner that is 
compliant with regulatory 
requirements and supports 
patient/family/caregivers’ 
ability to maintain/improve 
patients’ nutritional status


• Enable provider 
exchange of 
data, including 
data on social 
determinants of 
health


• Transfer of relevant 
nutrition health 
information and 
care plans 


• Ability to connect 
patient/family/
caregivers with 
community-
based services to 
address needs


• Partner with clinicians (physicians, mental health providers, etc.) and 
community-based partners (social workers, meal delivery services, etc.) 
to identify how to share social determinant information that may affect 
patients’ ability to maintain good nutrition 


6. Create and adopt new 
technologies focused on 
malnutrition prevention, 
identification, and interven-
tion (e.g., apps, wearables) 


• Enhanced 
monitoring of 
patients’ nutrition 
status in order to 
support their goals 


• Support clinical adoption of Fast Healthcare Interoperability Resources 
and application programming interfaces that translate data from 
disparate sources into a common format and allow for it to be shared 
across platforms
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About Avalere Health, the Academy of Nutrition 
and Dietetics, and Defeat Malnutrition Today / 
Avalere Health is a healthcare advisory services firm with experience in quality improvement and measurement. The 


Academy is the world’s largest organization of nutrition and dietetics practitioners committed to optimizing health through 


food and nutrition, and advancing the profession through research, education, and advocacy. Defeat Malnutrition Today is 


a coalition of over 75 organizations and stakeholders working to defeat older adult malnutrition. 
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Better Integration of Malnutrition Care 
into Care Transitions Is Necessary /
Nutrition Health of US Population


Malnutrition Prevalence Across Care Settings


Determinants of Patient Experience 
and Outcomes Across Settings of Care


Malnutrition, defined as a nutrition imbalance including under-nutrition and over-nutrition, is a pervasive, but often under-diagnosed, 
condition in the United States. This prevalence is exacerbated among those who are already ill: chronic diseases such as diabetes, 
cancer, and gastrointestinal, pulmonary, heart, and chronic kidney disease and their treatments can result in changes in nutrient intake 
and ability to use nutrients, which can lead to malnutrition. 


Too often, as patients transition 
from one point of care to 
another, their nutrition status is 
not evaluated, documented, or 
even included in patient health 
conversations. Lack of evaluation 
and management can result in 
negative health and financial 
outcomes as malnourished 
adults have been found to utilize 
more health services with more 
visits to physicians, hospitals, 
and emergency rooms.


In March 2018, a multi- 
stakeholder group of health 
and community leaders and 
advocates came together in a 
national Dialogue, “Advancing 
Patient-Centered Malnutrition 
Care Transitions,” to focus on 
developing real-world solutions 
to better integrate nutrition risk 
identification and care into 
existing care transition pathways 
and accountable care models.  


Existing Patient Care Transitions Pathway


KEY TAKEAWAY: Nutrition Status Is Missing


US Economic Burden of Disease-Associated 
Malnutrition Is Estimated to be $157 Billion Annually


Recommendations to Integrate Malnutrition Care into Care Transitions


Acute Care1


20–50% 14–51%
Post-Acute Care2


6–30%
Community Care3,4


70% of adults are overweight or have obesity6


More than 40% of patients age 50+ 
are not getting the right amount 
of protein each day5


Patient


Post-Acute
 Care


Community
 Care


Admission


Community 
Support 
Services


Acute
Care Discharge


• Social Determinants of Health    • Disease and Chronic Conditions    


• Incentives     • Population Health Management


Tools & Resources
• Shared Decision Making  • Data and Health IT Infrastructure
• Clinical Workflows  • Patient Education and Self Management


Acute Care 


Post-Acute Care 


Community Care 


Public 
and Private 


Payers


Healthcare 
Practitioners, 
Institutions, 
Professional 
Associations


National, State, 
and Local 


Governments


Patients, 
Families, 


Caregivers, 
Advocates


Quality 
Malnutrition Care 
and Standards, 
Tools, and Best 


Practices


Patient is admitted to hospital from home 
or post-acute care; malnutrition care 
provided and integrated into discharge 
plan, then patient discharged back to 
home or post-acute care


Community-based physician offices and 
nutrition-support organizations manage 
the patient’s care prior to admission and 
following discharge from hospital or 
post-acute care


Patient is transitioned to rehabilitation, 
skilled nursing facility, or long-term care 
following discharge; malnutrition care 
provided and integrated into transition of 
care prior to returning to community-based 
care or readmission to the hospital 


1. Barker LA, Gout BS, Crowe TC. Hospital malnutrition: Prevalence, identification, and impact on patients and the healthcare system. Int J Environ Res Public Health. 2011;8:514-527.
2. National Resource Center on Nutrition Physical Activity and Aging. Malnutrition and Older Americans.
3. Guigoz Y. The Mini Nutritional Assessment (MNA) review of the literature—What does it tell us? J Nutr Health Aging. 2006;10:466-487.
4. Snider JT, Linthicum MT, Wu Y, et al. Economic burden of community-based disease-associated malnutrition in the United States. JPEN J Parenter Enteral Nutr. 2014:38(2 Suppl):77S-85S.
5. Estimated (Age-Adjusted) Percentage of US Adults with Overweight and Obesity by Sex. 2013-2014 NHANES data.
6. NHANES data from 2007-2008. 11
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Recommendations to Advance Malnutrition
Care as Patients Transition Across Care Settings / 


Patients/
Caregivers†


Clinicians, community and social service providers, patients and caregivers, payers, and 
policymakers can take action to address care gaps using key recommendations identified 
during the Dialogue. By partnering to (1) support systematic nutrition screening and care, 
(2) provide better education and shared decision making, and (3) improve data 
infrastructure to capture and share critical nutrition information, stakeholders can facilitate 
enhanced care coordination and better outcomes for patients across care settings.


Policymakers Payers


Clinicians/Community 
and Social Service 


Providers*


*  This category encompasses clinical associations, clinical member organizations, 
social workers, mental healthcare providers, and other clinical/community and social service 
providers.


†   This category encompasses patients and caregivers, as well as representatives of patients 
(e.g., patient advocacy groups, Patient and Family Advisory Councils).


‡  Meal delivery includes home-delivered as well as congregate meals.


Integrate nutrition status considerations into 
existing protocols, pathways, and models (e.g., 
disease-speci�c protocols and pathways, 
transitional care models)


Adopt and disseminate existing guidelines and 
protocols that recommend actions for optimal 
nutrition care (i.e., population health)


Implement systematic screening in post-acute 
and community settings using existing standardized 
malnutrition screening tools (Appendix 4)


Align incentives (e.g., policy and �nancial) with 
malnutrition care delivery beyond the hospital (i.e., 
community setting) to improve prevention, 
identi�cation, and management


Engage and empower community-based  clinicians 
and providers (e.g., retail pharmacists, home health 
workers, social workers, meal delivery organizations‡, 
behavioral health counselors) to help patients 
achieve nutrition goals


Educate clinicians and social service providers 
about the impact of malnutrition/poor nutrition, their 
role in identifying it (including when and how to 
screen for malnutrition, as well as available tools 
and interventions such as medical nutrition therapy), 
and the importance of nutrition interventions


Educate payers on the impact of poor 
nutrition/malnutrition on patient outcomes 
and healthcare costs and the value of 
nutrition care coverage


Expand the use of shared decision making and 
education tools and create new tools as needed to 
engage patients/families/caregivers in discussions 
about nutrition care and better inform clinicians in 
clinical and community settings on nutrition 
information


Deliver information to patients/families/ caregivers in 
a way that is sensitive to their understanding of 
malnutrition, culture, and health literacy


Educate patients/families/caregivers on how 
to discuss nutrition goals with patients’ doctors and 
care providers


Educate patients/families/caregivers on how to support 
nutrition-related needs (e.g., preparing meals, 
coordinating food with medication management, 
providing oral nutrition supplements, changing tube 
feeding)


Partner with community-based organizations (e.g., Area 
Agencies on Aging and other providers) to raise 
broader population understanding of malnutrition and 
its impacts on patient health


Adopt standardized malnutrition terminology and 
clinical standards in electronic health records (EHRs) 
to improve malnutrition risk identi�cation and data 
transfer across care settings


Generate evidence and publish data re�ecting the 
impact of nutrition status on clinically relevant 
outcomes in post-acute and community settings (e.g., 
admissions/readmissions, activities of daily living, 
quality of life)


Expand the use of tools (e.g., alerts, hard stops) and 
visibility of nutrition information in EHRs to enhance 
nutrition-related decisions and communicate nutrition 
information to relevant clinicians


Conduct informatics skill training for dietitians and 
other healthcare professionals supporting patients’ 
nutrition needs


Identify mechanisms to share relevant social 
determinant–related data with clinicians and providers 
in a manner that is compliant with regulatory 
requirements and supports patient/family/caregivers’ 
ability to maintain/improve patients’ nutrition status


Create and adopt new technologies focused on 
malnutrition prevention and intervention (e.g., apps, 
wearables)


Patient Education & Shared Decision Making


Data Infrastructure


Screening & Nutritional Care


Support for the Dialogue was provided by Abbott 


Read the full Dialogue Proceedings 
publication here: https://avale.re/2Lk7LkO


July 2018
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Editorial


As nurses with expertise in “cultural congruency”, we con-
sider ourselves open minded and welcoming to diverse situ-
ations. We welcome people and situations that are not like us 
and promote inclusivity in all our activities. It is what we do. 
However, what bias do we have? Have you ever been told 
that you treated someone unfairly? Have you been identified 
as someone difficult to work with? Could it be because of an 
unconscious bias that you may have?


It is human nature to have a bias in some thing or person. 
These biases affect how we treat others and how we respond 
to situations. Biases not only include ethnicity and race but 
age, gender, gender identity, sexual orientation, physical dis-
abilities, obesity, social groups, and religion, to name a few. 
Biases can be held against an individual, group, or institution 
and can have negative and positive consequences.


Biases are either conscious (explicit) or unconscious (implicit). 
Unconscious bias refers to personal biases that we are not aware 
of. It is the cause of our impulsive reactions of events that impact 
our lives resulting in quick judgements that may not be logical to 
others. Unconscious bias is the result of cognitive reasoning that 
was embedded in our brain long before we even realized it. It is 
based on our own background, culture, and personal experiences 
and often originates at a very early age.


Even the most culturally congruent person will have some 
unconscious biases. It is imperative that we acknowledge our 
biases to continue our personal self-growth to learn more 
about ourselves. We must recognize that we are not any worse 
when we have biases if we recognize them and realize how 
the biases may cause us to react differently in certain situa-
tions. Our biased beliefs do not make us bad people. We are 
well intentioned health care providers who may not even real-
ize how our unconscious bias leads us to make the decisions 
we make in our everyday lives.


Unconscious bias is often seen when a person is under 
increasing stress and is multi-tasking, thereby unable to 
focus on the here and now and logically process through 
issues. Unconscious bias can affect the workplace or 


professional organizations. The unconscious bias of an 
organization is embedded in the strategic plan of an orga-
nization or how policies and procedures are developed. If 
an organization is truly unbiased, the attributes, charac-
teristics, and behaviors of all the members of the organi-
zation will results in feeling included and promote 
“inclusivity” (another term we see frequently when deal-
ing with bias).


As leaders in an organization that promotes cultural con-
gruency, we must be aware that all people have a conscious 
and an unconscious bias. We must challenge stereotypes or 
information that promotes stereotypical information. We 
must continue to change the perception of status quo. We 
need to always continue to making sure inclusivity is 
included to improve process, policy and procedures. We 
must continue the discourse of diversity and inclusivity in 
our organizations.


As the voice against bias, conscious or unconscious, we 
will stay attuned to the needs of our patients, families, and 
communities. We are never done with the work around  
diversity and inclusivity. We cannot just do “helicopter  
monitoring” – meaning we drop down to fix problems when 
biases happen then disappear until the next crisis. We are not 
the “elephant in the room” waiting to be heard or seen when 
a social bias disaster occurs. We must consistently be the 
voice of all bias and insure that not only is diversity addressed, 
which recognizes differences, but inclusivity, which includes 
those persons who are diverse in all our activities of our 
organizations.


713566 TCNXXX10.1177/1043659617713566Journal of Transcultural NursingEditorial
editorial2017


Unconscious bias: What is yours?
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1University of Alabama, Tuscaloosa, AL, USA


Corresponding Author:
Norma Graciela Cuellar, PhD, RN, FAAN, University of Alabama, Box 
870358, Tuscaloosa, AL 35487-0358, USA.
Email: ncuellar@tcns.org


Attachment 11.0



https://us.sagepub.com/en-us/journals-permissions

https://journals.sagepub.com/home/tcn

http://crossmark.crossref.org/dialog/?doi=10.1177%2F1043659617713566&domain=pdf&date_stamp=2017-06-20





Attachment 11.0a 


 


Dr. Brandon Nichols is the Lead Consultant at 3B Nichols Consulting, LLC. His work at 3B 
consist individual or group consulting focusing on diversity and inclusion, postsecondary 
education, and wellness. Moreover, Nichols is the District Director of Accreditation, 
Assessment, and Educational Development at the City Colleges of Chicago. His role supports 
senior leadership at our seven, independently accredited colleges in the following areas: 


• Regional and programmatic reaccreditation process 
• Assessment practices for academic and co-curricular learning 
• Educational quality through our Tenure Assistance Program  
• Professional learning activities focusing on diversity and inclusion, assessment of 


student learning, and accreditation preparation in the spirit of continuous of 
improvement 


While at Kennedy-King College (KKC), Nichols held positions as Associate Dean of Instruction 
and Director of Academic Support Services. In the aforementioned positions, he served as an 
executive member of the College Assessment Committee (CAC), chaired the Co-Curricular 
Assessment Subcommittee, managed the ICCB Program Review process, and steered strategic 
support of data to restricted and unrestricted budget planning.  


Additional leadership roles at the college includes Project Director of the Predominately Black 
Institutions (PBI) grant, Chair for Key Performance Indicators (remediation) workgroup, and 
administrative support for Proposed Academic Curriculum Changes (PACC). 


Prior to his current institution, Nichols functioned in various roles in higher education as a 
Residence Life Coordinator, Student Development Assistant, First Year Experience Advocate, 
Faculty – Psychology, and Psychology Faculty-in-Residence.  


Nichols’ Bachelor of Science is in Sociology from the University of Illinois at Urbana-
Champaign. He has a Master of Arts in Clinical Psychology and a Doctorate of Education in 
Counseling Psychology from Argosy University at the Washington, DC. In conjunction to his 
work in postsecondary education, Nichols has also worked as an expressive therapist at 
Washington Adventist Hospital located in Takoma Park, MD. 
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First Name Last Name


Hotel 


Confirmation Arrival Day


Arrival 


Time Flight 


Departure 


Day


Departure 


Time Flight
Hope Barkoukis n/a n/a n/a n/a n/a n/a n/a


Susan Brantley 2277045870 9/6/2018 9:45am Delta 2120 9/7/2018 3:59pm Delta 1116


Kevin Concannon 2277045873 9/6/2018 8:55am American 3639 9/7/2018 6:35pm American 3791


Cathie Christie 2277045871 9/6/2018 8:54am American 3906 9/7/2018 5:02pm American 1883


Sharon Cox 2277045874 9/6/2018 9/7/2018


Jo Jo Dantone-DeBarbieris 2277045875 9/6/2018 9:05am Soutwest 5338 9/7/2018 4:35pm Southwest 186


David Donnan Local 9/6/2018 9/7/2018


Diane Heller 2277045877 9/5/2018 9/8/2018


Manju Kakare 2277045876 9/6/2018 8:50am American 2385 9/7/2018 6:37pm American 1534


Marcy Kyle 2277045879 9/6/2018 8:59am United 1668 9/7/2018 6:05pm United 445


Donna Martin 2277045880 9/6/2018 9:45am Delta 2120 9/7/2018 3:59pm Delta 1116


Dianne Polly 2277045881 9/6/2018 8:05am United 1452 9/7/2018 8:16pm United 2189


Terri Raymond 2277045882 9/5/2018 4:40pm Alaska Airline 34 9/7/2018 5:45pm Alaska Airlines 51


Mary Russell Local 9/6/2018 9/7/2018


Kevin Sauer 2277045883 9/6/2018 7:25am American 3443 9/7/2018 9:10pm American 3532


Ellen Shanley 2277045886 9/6/2018 9:03am American 2805 9/7/2018 7:00pm American 2689


Milton Stokes 2277045888 9/6/2018 9:25am Soutwest 5001 9/7/2018 6:00pm Southwest 152


Marty Yakdrick 2277045889 9/5/2018 10:58am American 2533 9/7/2018 5:05pm American 3397


Board Meeting: September 6-7, 2018
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TRANSPORTATION INFORMATION FROM  
EITHER CHICAGO-O’HARE OR MIDWAY AIRPORTS 


 


 
 


 
 
Service to Chicago-O'Hare International Airport (ORD) 
 
The CTA Blue Line provides service directly into O'Hare Airport. For the Allegro Hotel take the Blue 
line into Chicago and get off at the Clark/Lake stop.  
The fully-accessible O’Hare station is situated in the lower level concourse, which connects Airline 
Terminals 1, 2 and 3, and is conveniently accessed from Terminal 5 by free, frequent airport shuttle 
trains. 
  
About the CTA Blue Line ‘L’ 
Blue Line train service operates via elevated and subway from O'Hare (on the northwest side of Chicago) 
to downtown, then continues through the west side of the city to Oak Park and Forest Park. The normal 
travel time on the Blue Line from O'Hare to downtown, is 40-45 minutes. 
Blue Line trains run 24 hours a day, seven days a week; and all trains leaving the O’Hare station go 
through downtown. 
A free transfer is available to connecting CTA train lines at designated stations. See the Blue Line Route 
Guide or Maps for connection information. 
To make a paid transfer, such as to a bus route, you’ll need an unlimited ride pass or a Transit Card. If 
you’re using a stored-value Transit Card, you can make up to two transfers within two hours for just 25 
cents (deducted automatically at the time you make your first transfer). 
  
Getting to the Blue Line from Terminals 1, 2 or 3 
If you're coming from domestic and international flights arriving at Terminals 1, 2 or 3, follow signs in 
the airport to "CTA Trains" or "Trains to City." These will lead you to the train station. You can walk 
from the baggage claim to the train in under ten minutes from any of these three terminals. 
  
Getting to the Blue Line from Terminal 5 
If you're coming from international flights that land in Terminal 5, follow signs to the Airport Transit 
System (ATS). Ride the next train to Terminal 2 and exit the train at the station. Then, follow signs to 
"CTA Trains" or "Trains to City." 
  
(Note: There is no Airline Terminal 4 at O’Hare.) 
 
 
 
 
 
 
 
 
 
 
 



http://www.transitchicago.com/riding_cta/systemguide/blueline.aspx

http://www.transitchicago.com/travel_information/station.aspx?StopId=110

http://www.transitchicago.com/riding_cta/systemguide/blueline.aspx

http://www.transitchicago.com/riding_cta/systemguide/blueline.aspx

http://www.transitchicago.com/travel_information/maps





 
Service to Chicago-Midway Airport (MDW) 
The CTA Orange Line provides service directly to Midway Airport. 
The fully-accessible Midway station is right next to the airport terminal building, and connected by an 
enclosed walkway. 
  
About the CTA Orange Line ‘L’ 
Orange Line train service operates from Midway (on the southwest side of Chicago) to downtown via 
elevated tracks. (Once reaching downtown, trains travel clockwise around the Loop and then make all 
stops back to Midway.) The normal travel time to downtown from Midway is 20-25 minutes. 
Service operates all day, every day, except during overnight hours (roughly 1 am to 4am) or after 11 pm 
on Sundays. Alternate overnight (“owl”) service is available via the N62 Archer bus. 
A free transfer is available to connecting CTA train lines at designated stations. See the Orange Line 
Route Guide or Maps for connection information. 
To make a paid transfer, such as to a bus route, you’ll need an unlimited ride pass or a Transit Card. If 
you’re using a stored-value Transit Card, you can make up to two transfers within two hours for just 25 
cents (deducted automatically at the time you make your first transfer). 
  
Getting to the Orange Line from the Midway Airport Terminal Building 
The fully-accessible Midway station is situated just east of the airport terminal building and is connected 
to the airport via an enclosed walkway. 
Follow the signs to “CTA Trains” or “Trains to City” from the airport. An orange line painted on the 
ground will guide you there. 
 
Public Transportation to Allegro Hotel 
Allegro Hotel: link to directions on their website 
Chicago Transit Authority website: www.transitchicago.com 
Take the Blue line and get off at the Clark/Lake stop 


 
 



http://www.transitchicago.com/riding_cta/systemguide/orangeline.aspx

http://www.transitchicago.com/travel_information/station.aspx?StopId=99

http://www.transitchicago.com/riding_cta/systemguide/orangeline.aspx

http://www.transitchicago.com/riding_cta/systemguide/orangeline.aspx

http://www.transitchicago.com/travel_information/maps

https://www.google.com/maps/dir/''/hotel+allegro/@41.8845528,-87.6342705,17.5z/data=!4m8!4m7!1m0!1m5!1m1!1s0x880e2cb9f5d96ca9:0xc8e1dba9ea6e1732!2m2!1d-87.633355!2d41.8843279

http://www.transitchicago.com/
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to this correspondence. Please click here and enter your Academy website username and

password to access the agenda and attachments on the Board portal. A paper meeting packet will

be delivered on Saturday, September 1 via UPS (no signature required) to those Board members

who requested one. 

 

We have several guests joining us for the meeting. On Thursday, September 6, James Hagestad

of Plante Moran will present the FY 2018 Audit findings; Peter Kelly, Divisional Vice President of

Reimbursement &Strategic Initiatives, and Amie Heap, Director of Health Policy, Education

&Alliances from Abbott Nutrition will present an MQii update; and Rosa Hand, chair of the

Evidenced-Based Practice Criteria Task Force, will join us by phone to provide an update on the

progress of the task force. Brandon Nichols and Jocelyn Turner, from 3B Nichols Consulting, will

lead us in a training on microaggression on Friday, September 7.  

 

On Thursday, the Board meeting will take place in the 8th floor conference room of 10 South

Riverside Plaza, across the street from the Academy headquarters office. On Friday, the meeting

will be held at Academy headquarters, 120 South Riverside Plaza, in the 14th floor conference

room. For security purposes, when you arrive at the Riverside Plaza buildings, you will need to

check in at the lobby front desk to pick up your visitor badge. Be prepared to show them a photo

ID, if needed. To enter the elevators, please insert your badge in the elevator panel and select the

floor number. The valid visitor badge will unlock the floor and indicate which elevator you are to

take. The badges are active for the full day. 

 

Hotel arrangements have been made at the Allegro Hotel, 171 W Randolph Street, for arrival on

Thursday, September 6 and departure on Friday, September 7, unless you requested otherwise;

your room confirmation numbers are listed on the attached travel document. For those of you who

wish to ride together to/from the airport, also included on the travel document is a list of itineraries.

If you choose to take public transportation to the hotel, directions are also attached.

 

 

See you soon!

 

Joan

 

 

Joan Schwaba, MS, RDN, LDN

 

Director, Strategic Management 

 Academy of Nutrition and Dietetics 

 120 S. Riverside Plaza, Suite 2190 

 Chicago, Illinois 60606-6995 

 Phone: 312-899-4798 

 Fax number: 312-899-4765 
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16. September 6-7 Board Meeting Attachments

From: Joan Schwaba <JSchwaba@eatright.org>

To: peark02@outlook.com <peark02@outlook.com>, Terri Raymond

<TJRaymond@aol.com>, Donna Martin <donnasmartin@gmail.com>,

DMartin@Burke.k12.ga.us <DMartin@Burke.k12.ga.us>, Manju Karkare

<manjukarkare@gmail.com>, Christie, Catherine <Drchristie@aol.com>,

Christie, Catherine <c.christie@unf.edu>, Jo Jo Dantone-DeBarbieris

<jojo@nutritioned.com>, Marcy Kyle <bkyle@roadrunner.com>,

dwheller@mindspring.com <dwheller@mindspring.com>, Dianne Polly

<diannepolly@gmail.com>, Kevin Sauer <ksauerrdn@gmail.com>, Ellen

Shanley <elshanley@gmail.com>, Hope Barkoukis

<Hope.Barkoukis@case.edu>, Milton Stokes <miltonstokes@gmail.com>,

Sharon Cox <sharon.cox@coxduncannetwork.com>, Susan Brantley

<brantley.susan@gmail.com>, Marty Yadrick <myadrick@computrition.com>,

Kevin Concannon <k.w.concannon@gmail.com>,

Dave.Donnan@atkearney.com <Dave.Donnan@atkearney.com>, Patricia

Babjak <PBABJAK@eatright.org>

Cc: Executive Team Mailbox <ExecutiveTeamMailbox@eatright.org>, Susan

Burns <Sburns@eatright.org>, Chris Reidy <CREIDY@eatright.org>, Mary

Gregoire <mgregoire@eatright.org>, Sharon McCauley

<smccauley@eatright.org>, Joseph Scariot <jscariot@eatright.org>, Linda

Serwat <LSerwat@eatright.org>, Christine Dinsay <cdinsay@eatright.org>

Hidden

recipients:

dmartin@burke.k12.ga.us

Sent Date: Aug 30, 2018 19:12:45

Subject: September 6-7 Board Meeting Attachments

Attachment: Att 2.0 September 6-7 AgendaREV.pdf
September 6-7, 2018 Board Meeting Packet Final.pdf
September BOD Travel Itineraries and Hotel Confirmations use.pdf
CTA Transportation To Allegro Hotel.pdf

A revised agenda and the remaining attachments for the September 6-7 Board meeting are now

available on the Board of Directors’ communication platform; a PDF of the full packet is attached

to this correspondence. Please click here and enter your Academy website username and

password to access the agenda and attachments on the Board portal. A paper meeting packet will

be delivered on Saturday, September 1 via UPS (no signature required) to those Board members

who requested one. 

 

We have several guests joining us for the meeting. On Thursday, September 6, James Hagestad

of Plante Moran will present the FY 2018 Audit findings; Peter Kelly, Divisional Vice President of

Reimbursement &Strategic Initiatives, and Amie Heap, Director of Health Policy, Education

&Alliances from Abbott Nutrition will present an MQii update; and Rosa Hand, chair of the
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Attachment 2.0 
BOARD OF DIRECTORS MEETING 
SEPTEMBER 6-7, 2018   
CHICAGO, IL         


Accommodations: Allegro Hotel, 171 West Randolph St, Chicago, IL       Revised 083018 
Thursday, September 6, 2018 - 10 South Riverside Plaza, 8th Floor Conference Room, Chicago, IL 
   TIME AGENDA ITEM PRESENTER IMPLICATIONS ANTICIPATED 


OUTCOME 
11:30 am BUFFET LUNCH 
12:00 pm CALL TO ORDER AND WELCOME M. Russell 
12:00 pm  1.0 Consent Agenda* 


1.1 May 9-10, 2018 Minutes 
1.2 July 18-20, 2018 Minutes 
1.3 President’s Report 
1.4 CEO’s Report 
1.5 Foundation Report 
1.6 CDR Report 
1.7 Honors and Awards Policy Update 
1.8 Finance and Audit Committee Policies 
1.9 Motion Tracking 


1.10 2018-2020 Board Meetings Calendar 


M. Russell Action 


12:05 pm 2.0 Regular Agenda M. Russell Action 


12:05 pm 3.0 Strategic Plan/Criteria for Effective Meetings/Conflict of Interest 
Policy 


M. Russell Generative Information 


12:10 pm 4.0 Financial Report 
4.1 FY 2018 Audit 
4.2 Executive Session with Auditors 
Is the Board ready to accept the FY 2018 Audit findings as 
written, contingent upon FAC approval? 


M. Karkare/ 
J. Hagestad 


Strategic/Generative/ 
Fiduciary 


Action 


1:10 pm 5.0 Board Retreat: Next Steps 
- Fall House Dialogue Preview 
- Credentialing Model 
- Licensure Regulations: Model Practice Act 


M. Russell 
M. Kyle 
C. Reidy 
J. Blankenship 


Strategic/Generative/ 
Fiduciary 


Information/Discussion 


 Attachment [Material(s) to be reviewed]   Materials to be distributed at the meeting 
*All items on the Consent Agenda are considered to be routine.  There will be no separate discussion of these items unless a Board member requests.
In the event a request is made, the item will be removed from the Consent Agenda and considered separately 
Implications: Generative: Discern, frame and confront challenges rooted in values, traditions and beliefs; engage in sense-making, meaning –making and problem framing. Strategic: Scan internal and external environments; 
design and modify strategic plans; strengthen the organization’s comparative advantage. Fiduciary: Oversee operations; deploy resources wisely, ensure legal and financial integrity; monitor results. 
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Attachment 2.0 
BOARD OF DIRECTORS MEETING 
SEPTEMBER 6-7, 2018   
CHICAGO, IL         


Accommodations: Allegro Hotel, 171 West Randolph St, Chicago, IL    Revised 083018 
Thursday, September 6, 2018 - 10 South Riverside Plaza, 8th Floor Conference Room, Chicago, IL 
   TIME AGENDA ITEM PRESENTER IMPLICATIONS ANTICIPATED 


OUTCOME 
2:00 pm 6.0 Public Policy Leadership Award & Grassroots Advocacy 


Award 
Is the Board ready to approve the nominees as presented? 


J. Blankenship Strategic/Generative Action 


2:15 pm 7.0 Evidenced-Based Practice Criteria Task Force Update A. Steiber/ 
R. Hand 
(by phone) 


Strategic/Generative Information/Discussion 


2:45 pm 8.0 Member Engagement 
8.1 Nominating Committee 
8.2 SCAN DPG 


D. Martin 
H. Barkoukis 
(by phone) 


Strategic/Generative Information/Discussion 


3:15pm BREAK 
3:30 pm 9.0 MQii Update S. McCauley/ 


P. Kelly/ 
A. Heap/ 
M. Kahn 


Strategic/Generative/ 
Fiduciary 


Information/Discussion 


4:30 pm 10.0 Clinical Data Registry A. Steiber Strategic/Generative/ 
Fiduciary 


Information/Discussion 


5:15 pm RECESS M. Russell 
6:00 pm Board Dinner: 312 Restaurant, 136 North LaSalle, Chicago. IL 


 Attachment [Material(s) to be reviewed]   Materials to be distributed at the meeting 
*All items on the Consent Agenda are considered to be routine.  There will be no separate discussion of these items unless a Board member requests.
In the event a request is made, the item will be removed from the Consent Agenda and considered separately 
Implications: Generative: Discern, frame and confront challenges rooted in values, traditions and beliefs; engage in sense-making, meaning –making and problem framing. Strategic: Scan internal and external environments; 
design and modify strategic plans; strengthen the organization’s comparative advantage. Fiduciary: Oversee operations; deploy resources wisely, ensure legal and financial integrity; monitor results. 
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Attachment 2.0 
BOARD OF DIRECTORS MEETING 
SEPTEMBER 6-7, 2018   
CHICAGO, IL         


Revised 083018 
Accommodations: Allegro Hotel, 171 West Randolph St, Chicago, IL  
Friday, September 7, 2018 - Academy Headquarters, 120 South Riverside Plaza, 14th Floor Conference Room, Chicago, IL  


TIME AGENDA ITEM PRESENTER IMPLICATIONS ANTICIPATED 
OUTCOME 


7:30 am BREAKFAST 
8:00 am  EXECUTIVE SESSION D. Martin 


9:00 am CALL TO ORDER M. Russell 
9:00 am 11.0 Microaggression Training B. Nichols/J. Turner Strategic/Generative Information/Discussion 


11:00 am BREAK 
11:15 am 12.0 Academy Positions M. Russell/ 


A. Steiber 
Strategic/Generative Information/Discussion 


12:30 pm LUNCH  
1:30 pm 13.0 FNCE Update D. Enos Strategic/Generative/ 


Fiduciary 
Information/Discussion 


1:45 pm 14.0 Consent Agenda M. Russell Strategic/Generative/ 
Fiduciary 


Action 


2:00 pm ADJOURNMENT M. Russell 


 Attachment [Material(s) to be reviewed]   Materials to be distributed at the meeting 
*All items on the Consent Agenda are considered to be routine.  There will be no separate discussion of these items unless a Board member requests.
In the event a request is made, the item will be removed from the Consent Agenda and considered separately 
Implications: Generative: Discern, frame and confront challenges rooted in values, traditions and beliefs; engage in sense-making, meaning –making and problem framing. Strategic: Scan internal and external environments; 
design and modify strategic plans; strengthen the organization’s comparative advantage. Fiduciary: Oversee operations; deploy resources wisely, ensure legal and financial integrity; monitor results. 
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MAY 10-11, 2018 MINUTES 


BOARD OF DIRECTORS MEETING            DRAFT 


 


 


 


Board of Directors 


in Attendance 


 


 


 


Donna S. Martin, chair, Lucille Beseler, Patricia M. Babjak,  


Susan Brantley, Jo Jo Dantone-DeBarbieris, Michele Delille Lites,  


Linda T. Farr, Margaret Garner, Dianne Polly, Tamara Randall,  


Kevin Concannon, Marcia Kyle, Mary Russell, Kevin Sauer, Milton Stokes 


 


Incoming Board of 


Directors in 


Attendance 


 


Sharon Cox, Diane Heller, Terri Raymond, Ellen Shanley 


 


Current and 


Incoming Board of 


Directors not in 


Attendance 


 


Hope Barkoukis, Cathy Christie, David Donnan, Manju Karkare,  


Steven Miranda, Marty Yadrick 


 


 


Guest Presenters 


 


Becky Sulik, Co-chair, Patient-Centered Medical Home/Accountable Care 


Organization Workgroup; Paula Goedert, Legal Counsel, Barnes and 


Thornburg 


 


Staff in Attendance 
 


Antonia Acosta (for a portion of 5/11), Doris Acosta, Mackenzie Allen, 


Amy Biedenharn (for a portion of 5/11) Jeanne Blankenship, Susan Burns,  


Diane Enos, Georgia Gofis (for a portion of 5/10), Sharon McCauley,  


Paul Mifsud, Christine Reidy, Michelle Paprocki (for a portion of 5/10),  


Marsha Schofield, Joan Schwaba, Alison Steiber, Pepin Tuma  


(for portions of 5/10), Barbara Visocan, Mary Beth Whalen 


May 10, 2018 
 


Call to Order 


A quorum being present, Donna Martin, chair, called the meeting to order at 1:20 pm.   
 


Consent Agenda 


No items were removed from the consent agenda for discussion.  
 


Motion #1 


Approved 


Move to accept the consent agenda. 


 


Regular Agenda 
 


Motion #2 


Approved 


Move to approve the agenda. 


 


Criteria for Effective Meetings/Conflict of Interest Policy 


Board members were asked to declare any potential conflicts of interest related to each agenda 


item.   
 


House of Delegates (HOD) Spring Meeting 


Declarations of conflict of interest: None voiced.  
 


The Spring HOD meeting focused on performing a cultural assessment of the HOD to identify 


top priorities for action to maintain and create the culture needed to drive success. This dialogue 


was the first step in evaluating what the Academy needs from a large representative assembly to 
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support the Strategic Plan. Outcomes from the meeting were shared. Day one of the Fall HOD 


meeting will be used to thoroughly vet options for the role of our large representative assembly 


moving forward. The House Leadership Team is in the process of confirming a Mega Issue for 


day two of the Fall HOD meeting. 


 


FY19 Budget  


Declarations of conflict of interest: None voiced. 
 


The Treasurer presented the Academy’s 2018 Fiscal Year Forecast and 2019 Fiscal Year budget 


to the Academy Board of Directors.  The 2018 Fiscal Year is expected to continue the positive 


trends seen thus far, ending with a surplus of over $339,000.  The surplus will be driven by 


higher revenue and investment returns resulting in the Academy’s investment reserve levels 


ending the year at $15.1 million or 64% of the 2018 Fiscal Year expense budget. 
 


The 2019 Fiscal Year budget will reflect a deficit of approximately $360,000. This represents 


less than a 1.5% gap and is essentially using the surplus generated in the 2018 Fiscal Year. Non 


dues revenues continue to grow, a pivotal goal for several years. Staff is looking for additional 


expense reductions and revenue opportunities to close the gap. Revenue overall will continue to 


grow, moving up by 1.2% in 2019. Expenses are going up 2.4% and are projected to be nearly 


the same as they were in 2016. Reserve levels are expected decline slightly to $15.0 million or 


61.2% of the 2019 Fiscal Year expense budget. 
 


Motion #3 


Approved 


Move to accept the FY19 budget as recommended by the Finance & Audit 


Committee.  
 


Foundation Update 


Declarations of conflict of interest: None voiced. 
 


An update on the Foundation’s Second Century Fundraising Camping progress, along with 


scholarship, award and grant making activities was presented.  An overview of current and past 


fellows and quotes from grateful recipients of the Foundation’s Disaster Relief Fund, made 


possible through a $100,000 donation from the Academy, was also included in the report. 


 


Dietary Guidelines for Americans 


Declarations of conflict of interest: None voiced. 
 


In March, the USDA and HHS sought public comments on proposed priority topics and 


supporting scientific questions that will guide the development of the 2020-2025 Dietary 


Guidelines for Americans. A review of the comments submitted by the Academy and a progress 


update were presented. 


 


Patient Centered Medical Home/Accountable Care Organization Workgroup Report 


Declarations of conflict of interest: None voiced. 
 


A report from the Nutrition Services Payment Committee on organization-wide implementation 


of recommendations from the 2014 Patient-Centered Medical Home/Accountable Care 


Organization Report. Recommendations were presented for consideration by the Board for future 


work on this front. 


 


Membership Campaigns 


Declarations of conflict of interest: None voiced. 
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A membership update and recruitment and retention efforts were presented to the Board. Total 


membership is expected to hold flat, going from 72,415 to 72,400. The report included 


information regarding membership history, challenges due to Baby Boomer retirement and 


reduced student members resulting from an overall decline in student enrollment; ACEND’s 


education program enrollment for fall 2017 is down nearly 504 overall students compared to 


2016. These drops directly correlate to dues decline. 


 


RECESS 


The Board recessed at 5:45 pm. 


 


May 11, 2018 
 


Executive Session 


Motion #4 


Approved 


 


Move into Executive Session. 
 


Executive session convened at 8:15 am. 
 


Motion #5 


Approved 


          Move out of Executive Session. 


 


Executive session adjourned at 9:15 am. 
 


Orientation: Board Member Responsibilities 


Current and incoming Board members heard a presentation led by P. Goedert, the Academy’s 


Legal Counsel from Barnes and Thornburg, on their roles and responsibilities. Board members 


also learned about the conflict of interest and confidentiality policy and what their obligations are 


to the organization. 


 


Malnutrition Quality Improvement Initiative Progress Update  


Declarations of conflict of interest: None voiced. 
 


A progress update on the Malnutrition Quality Improvement Initiative (MQii) was provided, 


including a recap of the hospital learning collaborative 2.0 launched in 2017, data collection 


continuation into 2018 from the 50 hospitals and the initiation of a new recruitment program 


with a rolling admission participation throughout 2018.  The goal is to add 250 hospitals for a 


total of 300 by end of 2018. The composite measure currently being developed will be submitted 


to the Centers for Medicare and Medicaid Services (CMS) Measures Under Consideration 


(MUC) list by June 15 for inclusion in the federal program and to the National Quality Forum 


(NQF) for its endorsement process to occur in 2018-2019.  The Advancing Patient-Centered 


Malnutrition Care Transitions national dialogue was held on March 14, 2018 in Washington DC. 


Several stakeholders participated. Key take-a-ways include: care coordination and smooth 


transitions across the care continuum are critical for malnourished and at risk patients and the 


identification of community-based provider dietitians to offer consistent, regular support and 


personalized care. 


 


Academy Positions Committee (APC) and Evidence Analysis Library (EAL) Process 


Declarations of conflict of interest: None voiced. 
 


The Research, International and Scientific Affairs (RISA) team presented on the pilot to develop 


a position paper using the Evidence Analysis Library (EAL) process. A brief history of the 


benchmark study which evaluated the position paper development process was provided. It was 


reported that House Leadership Team approved APC’s recommendations to discontinue practice 
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papers and that all future position papers be generated from an EAL systematic review. Two 


systematic reviews served as the pilots for the new process. A framework to determine whether a 


project is a stand-alone systematic review, an evidence-based nutrition practice guideline or a 


position paper was introduced. The template for the new position paper was also presented. The 


merging of APC and Evidence Based Practice Committee prompted the need for the formation of 


the Evidence Analysis Center which will generate the Academy’s evidence based reports. 


 


Motion #6 


Approved 


Move that the Board approve the new framework and creation of an 


Evidence Analysis Center.  


 


Practice Area/Practice Settings 


Declarations of conflict of interest: None voiced. 
 


In February, an internal staff task force was appointed to review the Academy’s six established 


practice areas and nearly 30 major practice settings to coincide with current practice. This will 


also ensure terminology is comparable across surveys used by the Academy and CDR (eg, Needs 


Satisfaction Survey, Practice Audits, Compensation and Benefits Survey, Exit Survey, Member 


Profile, etc.). A draft terminology list was developed and shared as an exercise with the Board to 


determine if they could identify their particular practice in each of the employment sector, 


practice area, focus area, and work/practice setting questions.  Suggestions for revision were 


noted. Further discussion and revision will take place after the July Board Retreat when a new 


credentialing model is discussed. 


 


2018 Academy National Honors and Awards Nominees  
Declarations of conflict of interest: None voiced.  
 


Annually, the Academy honors outstanding food and nutrition practitioners and supporters of the 


profession. The Honors Committee reviews the submissions for all national Academy honors and 


awards using standardized procedures and scoring processes. The nominees for the 2018 


Academy National Honors and Awards were presented to the Board for approval. The Board was 


reminded to keep the information confidential until recipients and non-recipients have been 


notified.  


 


Motion #7 


Approved 


Move to approve the Honors Committee’s recommendations for the 2018 awards 


and honors recipients. 


 


Dietetic Practice Group (DPG) Management 


Declarations of conflict of interest: None voiced. 
 


A summary of the new DPG model concept which was presented and approved at the September 


2016 Board of Directors (BOD) meeting was shared. During the 2017-2018 year, efforts were 


spent focusing on engaging with volunteers to lay the ground work for implementing this 


approved model. This included conducting a benchmarking survey, one-on-one leader 


conversations and a town hall discussion with leaders at FNCE® 2017.  The feedback from 


volunteer leaders has shown a need for the DPG Relations team to build relationships between 


volunteers and staff built on transparency, trust and support. 
 


Nutrition Informatics Dietetic Practice Group 


Declarations of conflict of interest: None voiced. 
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A new informatics Dietetic Practice Group (DPG) proposal was presented to the Board for 


discussion. The new DPG will be implemented in line with the previously discussed and BOD 


approved DPG model. The 2018-2019 membership year will be used as a planning year to 


develop the operational structure of the DPG. An appointed group of leaders will meet at FNCE® 


to continue to discuss the framework for the group and a booth will be included at the FNCE® 


DPG/MIG Showcase to encourage membership interested and engagement. The group will be 


open to members as of June 1, 2019. 
 


Motion #8 


Approved 


Move to approve the creation of an Informatics DPG and implement with the 


previously discussed and BOD approved DPG model. 


 


Board Activities 


Declarations of conflict of interest: None voiced. 
 


The Board retreat will be held on July 18-20, 2018 in Asheville, North Carolina, and will focus 


on topics such as PhD capacity, committee alignment with the Strategic Plan, credentialing 


models for the future and Strategic Plan metrics. The retreat will also include orientation on the 


Board’s roles and responsibilities. Glenn Tecker from Tecker International, LLC, will join us to 


facilitate the dialogue. 


 


Adjournment 
 


The meeting was adjourned by consensus at 1:50 pm. 
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JULY 18-20, 2018 MINUTES 
BOARD OF DIRECTORS RETREAT 


Board of Directors 
in Attendance 


Mary Russell, chair, Patricia M. Babjak, Hope Barkoukis, Susan Brantley, 
Catherine Christie, Sharon Cox, Jo Jo Dantone-DeBarbieris,  
David Donnan, Diane Heller, Donna Martin, Dianne Polly, Manju Karkare, 
Marcia Kyle, Terri Raymond, Kevin Sauer, Ellen Shanley, Milton Stokes 
(by phone for a portion of 7/18 and 7/19 only), Marty Yadrick 


Board of Directors 
not in Attendance 


Kevin Concannon 


Invited Guests  Linda Gigliotti, chair of the Commission on Dietetic Registration;  
Chris Hartney, chair of the Accreditation Council for Education in 
Nutrition and Dietetics; and Linda Snetselaar, Editor of the Journal of the 
Academy of Nutrition and Dietetics.  


Facilitator Glenn Tecker, Chairman and co-CEO of Tecker International 


Presenters Julie O’Sullivan Maillet, former Academy president and tenured professor 
in the Department of Nutritional Sciences at Rutgers, the State University 
of New Jersey-School of Health Professions 


Staff in Attendance Mackenzie Allen, Jeanne Blankenship, Erin Cannon, Diane Enos, 
Mary Gregoire, Sharon McCauley, Paul Mifsud, Christine Reidy,  
Marsha Schofield, Joan Schwaba, Alison Steiber, Pepin Tuma (for 7/19 
only), Barbara Visocan, Mary Beth Whalen 


July 18, 2018 
Call to Order, Welcome, Introductions 
A quorum being present, M. Russell, chair, called the meeting to order at 1:00 pm ET. 
Introductions were made and guests were welcomed. 


Board Orientation – Governance 
As part of its orientation, in July Board members received a communication with a link to the 
online 2018-19 Board Handbook.  The handbook is a resource that provides information on the 
Academy’s strategic direction, the Board’s roles and responsibilities, and current programs and 
services. Board members were provided a flash drive containing the current handbook.   
G. Tecker led the discussion on defining governance and the role of the Board.  


Fall House Dialogue Preview 
The House of Delegates (HOD) has been exploring what the association needs from a large 
representative body to support and advance the new Strategic Plan to best serve members and the 
nutrition and dietetics profession. That exploration started with a Delegate survey and analysis of 
the culture of the HOD at the Spring Meeting with follow up work being led by a Culture Team 
comprised of Delegates. At the Fall HOD meeting, Delegates will begin looking at options for 
this large representative assembly based on initial options presented by G. Tecker and built upon 
by Delegates, their constituents and other thought leaders. The Board was requested to provide 
input to the HOD Leadership Team as they plan for this meeting.  
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• What additional options should be included in the Backgrounder for the Fall House of 


Delegates meeting as delegates explore how the HOD can best support the Academy’s 
new Strategic Plan? 


• What do Board members see as the advantages and disadvantages of each option? 
Board members and executive staff also provided input on the four additional questions that form 
the foundation of Knowledge-Based Strategic Governance. M. Kyle invited Board members to 
participate in the Fall HOD meeting. Recommendations based on the Fall HOD meeting and 
further House Leadership Team dialogue will come to the Board for consideration.  
 
Wrap-up 
G. Tecker provided a summary of the day’s discussions and reviewed the plans for day two of 
the retreat.  
 
July 19, 2018 
 
Positioning Nutrition and Dietetics Professionals for the Future: Education Model 
The chair of the Accreditation Council for Education in Nutrition and Dietetics (ACEND) gave 
an overview of ACEND, its mission and responsibilities.  The presentation provided background 
information on the development of the ACEND future education model and included an update 
on the demonstration program project to evaluate the Future Education Model Education 
Accreditation Standards.  Retreat participants engaged in small group discussion regarding the 
following questions providing input to ACEND on ways to better prepare students and strategies 
for enhancing pre-professional experiences.  


• How can we better prepare our students for the changing environment that is impacting 
the profession of nutrition and dietetics (i.e. moving from inpatient to outpatient delivery; 
increased demand for personalized care; telehealth; interprofessional practice; need for 
leadership, management and advocacy skills)?  


• How can we enhance the pre-professional experiences for both students and preceptors? 
A list of recommendations resulting from the discussion is included on Attachment A.  
Positioning Nutrition and Dietetics Professionals for the Future: Credentialing Model 
The chair of the Commission on Dietetic Registration (CDR) presented a credentialing model 
concept to the Board.  The model concept was originally presented to the Board in 2011.  It did 
not move forward at that time due to several other recommendations under consideration based 
on the Council on Future Practice Visioning Report which was published in 2012. The 
credentialing model concept presented includes a core examination with a choice of one more 
focus areas, e.g., clinical, community, management, research, health promotion/disease 
prevention.  Each focus area could be designed to require different registration eligibility 
requirements. Retreat participants engaged in roundtable discussion of the following questions 
relative to the credentialing model. 


• Does the credential, as it is currently defined, position the RDN to maximize 
opportunities in future? 


• Is the proposed format relevant to practice and responsive to the needs of the public, 
employers and prospective RDNs? If not, how should it be changed? 


• What are the pros & cons of the proposed examination model? 
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While there was some support for this credentialing model, several concerns were noted. 


• Impact of this model on the 2024 graduate degree registration eligibility requirement  
• Cost to both CDR and practitioners  
• Potential confusion in the marketplace with too many credentials  
• Students don't  know where the  want to focus at entry-level  


 
Since current CDR commissioners were not present during the original discussion of this model, 
it will be presented to the commission at its July meeting.  Pending the commission discussion it 
will be shared with other Academy organization units for input.  
 
Communication Engagement 
The Board heard an update on the Academy’s use of technology to communicate with members 
and the food, nutrition and dietetics audience. The Academy continues to maintain a robust 
distribution of timely and accurate communications through all-member emails, 
eatrightPRO.org, the Journal, affiliate, DPG and MIG newsletters and websites, communities of 
interests information portals, Eat Right Weekly, social media, Food & Nutrition Magazine, and 
traditional media communications. The messaging is efficiently communicated through social 
media channels allowing for member engagement opportunities and the ability to monitor 
responses, identify top priority areas and share with organization units to create a plan of action. 
 
Positioning Nutrition and Dietetics Professionals for the Future: Licensure/Regulations- 
Revised Model Practice Act 
A revised version of the draft Model Practice Act was presented for the Board's consideration. 
The Academy's options for working with affiliates on consumer protection and professional 
regulation legislation were highlighted.  In addition, the presentation noted the value of the 
Model Practice Act's structure and consensus language to effectuating Academy goals such as 
facilitating practice across state lines and easing the burden of multi-state licensure on members.  
Discussion focused on ensuring the model language reflects the work of RDNs across the 
lifecycle and in all venues, and after slight accommodative modifications, the Board accepted the 
revised Model Practice Act. The approved version included changes suggested by the Board 
for regulatory language that protects the public by providing access to CDR credentialed 
practitioners in unregulated areas of practice.  
 


Motion #1 
Approved 


Move to accept the Model Practice Act as amended.  


 
Positioning Nutrition and Dietetics Professionals for the Future: Licensure/Regulations- 
Licensure Compact 
The Board heard a report on the benefits and challenges associated with pursuing a licensure 
compact similar to that of other health care professionals, with the purpose of a compact being to 
benefit members and improve patient and client care by facilitating practice across state lines.  
Discussion focused on the potential cost, structure, and mechanisms for a compact's funding and 
maintenance. Additional information will be forthcoming when details about feasibility are 
further obtained. 
 
Positioning Nutrition and Dietetics Professionals for the Future: Licensure/Regulations- 
Order Writing Privileges 
The topic of Order Writing Privileges was reviewed discussing its background, successes and 
future focus areas. The impact in Hospitals of the Centers for Medicare and Medicaid Services 
(CMS) final rule, effective July 2014, on patient diets, including therapeutic diets was recapped. 
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Critical Access Hospitals (25 beds or less) followed the CMS updating process to also choose, 
when permitted under State law, to designate qualified dietitians or qualified nutrition 
professionals as practitioners with diet-ordering privileges.  
 
CMS continued their continuity efforts with overhauling the Long Term Care (LTC) regulations 
published in the November 2016 final rule to include that the attending physician may delegate 
to a registered or licensed dietitian the task of prescribing a resident’s diet, including a 
therapeutic diet, to the extent allowed by State law. Noted was the specification of ‘clinically 
qualified’ for the nutrition professional which strengthens the CMS definition for Medical 
Nutrition Therapy. Dietetic Practice Groups, State regulatory specialists and staff are currently 
engaged in assessing LTC State laws and regulations for impediments, if any. Lastly, Academy 
staff is closely working with the Renal Practice Group to review dialysis providers’ policies and 
coordinate discussion with CMS Renal Dialysis team for future regulations on order writing 
privileges. Board members suggested LTC ideas for workflow processes as well as the use of 
forthcoming Academy and National Kidney Foundation publications on renal guidelines.  
 
Positioning Nutrition and Dietetics Professionals for the Future: Doctorate Capacity 
Building 
The 2017 Council on Future Practice report identified that as entry level education for RDNs 
moves to a graduate degree in 2024, the shortage of doctorally prepared RDNs needed to meet 
the challenge of educating new RDN professionals will grow exponentially. Data on doctorate 
degreed members and non-members was shared. In recent years the Foundation’s support 
through CDR has provided funding for 80 new RDN, PhDs. Retreat participants engaged in 
small group discussion regarding the following questions providing input on ways to build 
doctorate capacity and retain these members.  


• What strategies can be undertaken to encourage our professionals to attain a doctorate? 
• What strategies should we use to recruit and retain individuals holding a doctorate 


demonstrating the relevance and value of Academy membership? 
General consensus was that each grouping of doctorally-prepared individuals has a positive 
impact on profession and should be encouraged to become regarded members of the Academy 
and credentialed by CDR. The Academy’s value to doctorally-prepared individuals includes the 
National Research Network, ANDHII data, potentially advanced-level CPEs, and opportunities 
to meet service requirements for promotion and tenure. 
 
Wrap-up 
G. Tecker provided a summary of the day’s discussions and reviewed the plans for day three of 
the retreat.  
 
July 20, 2018 
Executive Session 


Motion #2 
Approved 


Move into executive session. 


 
Executive session convened at 8:02 am ET. 
 


Motion #3 
Approved 


Move out of executive session. 


 
Executive session adjourned at 8:56 am ET. 
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Positioning Nutrition and Dietetics Professionals for the Future: Trends Shaping Future 
Healthcare 
Public Member D. Donnan gave a presentation on the trends shaping the future of healthcare and 
the impact on food and nutrition professionals. Retreat participants engaged in discussion 
regarding the following questions providing input on ways the Academy can position its 
members for the 2nd Century by looking at future trends influencing healthcare.  


• How do the healthcare trends impact our profession? 
• What actions do we need to take and what are the consequences of inaction? 
• What collaborations are needed to address opportunities? 


There was agreement that the trends provide opportunities for food and nutrition professionals, 
yet our members need expert communication, counseling and consulting skills that are engaging 
and informative to help interpret the information for consumers.  
 
Next Steps 
A report on the next steps for all major issues on the retreat agenda will be discussed at the 
September Board meeting. Appropriate committees and task forces will be informed of the 
strategic outcomes of the discussions, as appropriate. 
 
Adjournment 
The meeting was adjourned at 11:00 am ET on July 20, 2018 by consensus. 
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ATTACHMENT A 
 


Agenda Item 4.0: Fall House Dialogue Preview – M. Kyle Presentation 
Break-out Discussion Notes  


Options Presented:  
A. Do Nothing 
B. Dissolve 
C.  Change Role: Strategic Advisory Council 


o Advice on Policy 
o Advice on Strategy 
o Environmental Scanning 
o Interpretation of Member Data  
o Recommendations on Staff Data Analytics  
o Focus Group 
o Data Zone Findings & Recommend 


D. Change Composition  
o Strategic Advisory Council 
o Members Only 
o Broader Stakeholders 


E. Upgrade Nature of Mega Issues & Process 


Questions:  
What additional options should be included in the Backgrounder for the Fall House of Delegates meeting 
as delegates explore how the HOD can best support the Academy’s new Strategic Plan?  


What do Board members see as the advantages and disadvantages of each option? 


o Who is there? How do they get there? What are they doing? 
o What do we know about our stakeholders’ needs, wants and preferences that are relevant to this 


issue? 
o Key stakeholders 
o Needs, wants and preferences 
o Current realities and evolving dynamics 
o What is the new vision for the HOD? Do we keep it? Come up with something new? 


 


Table One:  


Model Transition from HOD 
CONCEPT: Oversight group (e.g., Advisory Center) with representatives from all practice areas (not 
regions) to decide strategic challenges 


• Discipline driven, evidence-based recommendations to the BOD 
• Agile 
• Independent entity providing recommendations to BOD based on expert task force 


recommendations 
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What is their job? 
• Appoint task forces (end when job is done) to address a particular strategic question, issue or 


challenge 
• Advisory task forces and provide strategic proposals to Board 


Who is there? 
• Multifaceted task forces 
• Members, employers, content experts, practitioners, educators of, and end users (e.g., client 


/patient, student, etc.) external representation 
 
How do they get there? 


• Advisory Council itself?  
• Task Forces - - a call for experts, submissions “graded” based on specific criteria 
• Appointment by Board -with task forces being rigorous and quantitative … individuals would 


receive a recommendation to apply and then submit their application 
• The Board? would then grade submissions/applicants 
• The current HOD is not as agile as it could be 


What do we need to know about our key stakeholders’ needs, wants and preferences, relevant to 
the issue? 


Current Conditions Trends Assumptions about the Future 
Culture Survey: 
- Collaborative and 


authentic 
- Not agile 
- Outcomes unclear 


 
- Not top tier member benefit 


(2016 Needs Survey) 
- Lack of knowledge related to 


outcomes 
- Impact unknown 
- Affiliates struggle with 


professional engagement 


 
- Millennials want short term 


commitments that are focused, 
have impact and are a topic on 
which they are passionate 


 


Table Two  


• Option A  - the HOD as it is now and revamp it with process changes such as, technology to reach 
the members (Member Engagement Zone) and form task forces around those issues 


• Like the structure of the DPG and affiliate delegates but perhaps they can form task forces to look 
at issues 


• Ongoing leadership forum institute (different than the three day LI) and within that the members 
would do different tasks   


• Stakeholders – we want a voice in government 
• Capacity – limited resources, size constituency, time commitment, evidenced based, competition 
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Table Three  


• A House of some sort with a new number  
• Timelier professional issues 
• Stronger leadership component  
• More expertise 
• Smaller task forces/groups 
• More strategic planning  
• More problem solving and action  
• Backgrounders need to be improved 
• New and revamped House 
• Engage new leaders and how do we not lose them or have them burn out?  


Table Four  


• Think tank and expert panels or task forces 
• Within the House, need to be more timely  
• Important to get member input and make certain the House feels valued 


Table Five –  


• Look to involve external stakeholders - partnership with others 
• Power and influence within our organization – how do we get them involved? 
• Three-tier system in the House: input from members/advisory council/feed up to HLT and down 


to HOD 
• Advisory council would include internal stakeholders which would provide leadership 


opportunities for our members  


What do we need to know about our key stakeholders’ needs, wants and preferences, relevant to 
the issue? 


Key Stakeholders Needs, Wants and Preferences of Stakeholders 
Credentialed Nutrition and Dietetic Practitioners 
(RDN/NDTR) 


$ Remuneration, Respect, Recognition 
Resources 


Non-credentialed (non-“R”): 2 year degree nutrition/4 
yr degree/”weekend certificate”/Bloggers 


Same $ 


Consumer - customer Safe, effective, timely info for optimal health, simple 
Regulatory Access to our expertise 
Allied Health More of a valued member - improve outcomes 
Food Manufacturers value – additional $ 
Business &Industry Nutrition solutions that equal profit 
Media & Communications  
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What do we know about the current realities and evolving dynamics of our environment that is 
relevant to this decision? 
 


Current Conditions Trends Assumptions about the Future 
Nutrition is:  


- Sexy, Hot, Power of 
Nutrition 


- Complicated 
- Manipulated 
- Telehealth 
- Big Data Analytics 
- Technology 
- Appoint task forces (end 


when job is done) to address 
a particular strategic 
question, issue or challenge 


 
- Match nutrition to person 
- Food & nutrition is a business $! 
- Accessible 
- Demand for transparency 
- Cost-effective\Food as medicine 
- Growing demand for IT apps 


nutrition solutions 
- Match the pill to the ill 
- Genetics 
- Holistic  
- Less volunteerism  - short term 
- Move to Profit driven 


 
- Boomers  - sicker – more 


treatment 
- Millennials – healthier- more 


prevention 
- Other allied health into 


nutrition-related services 


 


Agenda item 6.1: Education Model – Chris Hartney Presentation  
Break-out Discussion Notes  


How can we better prepare our students for the changing environment that is impacting the profession of 
nutrition and dietetics (i.e. moving from inpatient to outpatient delivery; increased demand for 
personalized care; telehealth; interprofessional practice; need for leadership, management and advocacy 
skills)?  


How can we enhance the pre-professional experiences for both students and preceptors? 


Table One 


• Increase pre-clinical preparedness 
• Students need to feel confident 
• Increased engagement in real world scenarios 
• Not just disciplinary 
• Simulations  
• Broadening the definition of preceptors 
• How do engage and become a preceptor and get students to become a preceptor? 
• Future education model will help—but the barrier of the perceptions by educators may still exist 
• Support ACEND’s agenda engaging educators and listening to educators 
• How to prepare:   


o Do educators realize a shift is occurring and are they preparing students? 
o Higher pre –clinical preparedness 
o Higher engagement in “real world” scenarios 
o Higher exposure early on= lower fear to new experiences 
o Higher interdisciplinary/case studies—including telehealth, PN etc..  
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Table Two 


• Learn more about the health care systems and business skills 
• Half-day training of all health professional students to teach everyone what all are doing learning 


– no encroachment 
• Trying to do something with culinary nutrition  
• Simulations such as eight-hour workshops with students exposed and case studies so they 


understand about all the parts of the business - Medicare – data 
points/wearables/technology/telehealth/social media 


• Need to do a better job at training preceptors  - better job at training, help these preceptors be 
better – any additional training we can give them is better 


Table Three   


• Role playing  
• Telehealth and teleteaching 
• Preceptor benefits – paying/CPEU credit 
• Master’s degree (nursing getting same problems) 
• Possibly base faculty in the hospital and supervise the students while doing the clinical practice  
• Need employer support for preceptors 
• Interprofessional with PT and exercise science and public health – have other professions present 


in the setting to understand our scope – change perception of other’s on professional creep when 
they are exposed to what other professions (and RDNs) are doing 


• Increased role with the NDTRs and bachelor degrees/4-year graduates – these NDTRs have skills 
and competencies 


• Use training with other professional students to insert nutrition … training the students together  


Table Four  


• Need telehealth with strong informatics skills such as Pedro and ANDHII 
• Preceptors need to judge and assess the use of these skills 
• Stepwise experiential skill 
• Associate-degreed students get community access to public health, ex. 
• Bachelor’s have school nutrition experience, ex. 
• Clinical nutrition would be master’s level 
• Bachelor’s level can’t represent the RD when up against the RN 
• Remember they are representing nutrition and the profession 


Table Five 


Better Prepare Students 


• Inter-professional education courses 
• Simulations and technology 
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• Support networking 
o Student 
o Preceptor 
o Employers 


• Expose students to opportunities outside of healthcare facilities (business, industry) 
• Expand definition of preceptor- does it have to be nutrition professional? 
• How prepared students—“profit is okay” 
• More volunteerism—think outside the box—our perceptions change, students change 
• Opens the door with industry, business, and education 
• Student members appreciate/use research tools 


o Standards/competencies focus on ANDHII and Foundation 
o Informatics  


• Helping students understand competency based assessment/know different from “usual” 
education/evaluation strategy (preceptors as well) 


• Students not aware of resources 
• Social media presence= pre-professional experience—sell ourselves, recruit: 


o High school 
 Get students in high school involved in community college—credit toward associate degree  
o School Lunch 
o Sales job 


• Changing curriculum requirements k-12—eliminate math/science 


 


Agenda item 6.2: Credentialing Model –Linda Gigliotti Presentation  
Break-out Discussion Notes  


Does the credential, as it is currently defined, position the RDN to maximize opportunities in future? 


Is the proposed format relevant to practice and responsive to the needs of the public, employers and 
prospective RDNs? If not, how should it be changed? 


What are the pros & cons of the proposed examination model? 


Table One  


• No, the current credential doesn’t maximize opportunities 
• The new model does fit career changers 
• Pros and cons: Considerations intersect with 2024 standard of master’s to take RDN test and the 


concept of advanced vs. specialty – maybe more of a track mentality (matches career/academic 
talk) 


Table Two 


• Current credential does prepare us to maximize opportunities 
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• Most students choose track or major out of convenience not desire 
• Confusion with what the RDN is – will there be more confusion with this new idea? … especially 


with skills competencies when trying to find a first job 


Table Three  


• Can they earn the credential without the supervised practice piece 


Table Four  


• No, current credential doesn’t maximize potential in the future 
• Positive impact with more diversity in our profession 
• Change it with bachelor’s with more core competencies in health sciences field? Pre-med 


background? Basic area, prevention and health coach with bachelor’s, nutrition support 
management maybe a MBA, clinical focused areas  


• Eligibilities would be different with a huge amount of differences 
• Con: we are afraid of change – recertification is a challenge and costly 
• This is a great mega-issue for HOD 
• 2020 practice level audit 
• Impacts more diversity 
• Eligibility details involve a huge amount of resources 
• Define core concept  
• Pros: creates different levels of education specialty careers, recertification exams – impact 5-year 


revenue; would positively impact RDN salaries 
• Cons: afraid of change; recertification exam cost; defining core competencies; would be a 


challenge 


Table Five 


• Most don’t know value of RDN and impact we can make  
• Need clarification 
• Basically a generalist with a bachelor’s degree 
• Focus area only bachelor’s track - too many areas? 
• Cost to RDNs? 
• Layering in additional core … 
• Need clarification of specialties vs. focus areas 
• How does practice remain impacted? 
• Do you have to focus on one or multiple focus areas? People don’t know what they will practice 
• This is innovative and addresses people not knowing value and impact of RDN 
• Or leave at master’s level and limit focus areas … 
• Main concern: too many areas 
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Agenda Item 6.3: Doctorate Capacity Building – Julie O’Sullivan Maillet Presentation  
(break-out discussion notes and compilation of comments submitted on worksheet) 


What strategies can be undertaken to encourage our professionals to attain a doctorate? 


What strategies should we use to recruit and retain individuals holding a doctorate demonstrating the 
relevance and value of Academy membership? 


Table One 


• Expanding scholarship awards for doctorates  
• Campaign for to get doctorates 
• Expanding DCN programs 
• Increasing knowledge of what you need for a doctorate and membership  
• Portfolio assessment instead of 1200 hours for doctorates RDN 
• Consider current recommendations for the credentialing requirements for PhD 
• BOD asking NDEP to create a strategic plan for recruiting teachers of master/doctorate level to 


precept students 


Table Two 


• Boot camp to become RDN from PhD – and then take exam – design something that would be 
effective but can’t take more than a year 


• Lots of opportunities to teach or run Master’s and PhD programs or research at universities 
• Main barriers are funding – partnerships with hybrid funding with post-docs 
• The divide in university - want researchers but do not care if they are RDN (researchers have a 


harder time getting money now) 
• Practicing doctorates still have opportunity to earn (money still out there) 
• Shift in the universities  


Table Three 


• Strategy must be financial for their lost time – Can we leverage not only Foundation money but 
the can the Academy partner with food companies or corporate money to help with grant dollars? 
Money from government. 


• Financial personal need 
• Research money – if you get them young and support them they then perceive that the Academy 


helped them and create a life-long “member” 


Table Four  


• Move forward with ACEND master’s level education model 
• Convenience factor of getting PhD – online, executive level 
• Value of what we provide, provide high-level CPEs, providing access to data used for research 
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Table Five  


• Building capacity  
• Basic PhDs  
• Practice-based data 
• Evidence-based education 
• Grandfather in PhD to be RDNs 


Workshop Discussion and Compiled Notes from Building Capacity Worksheet 


• Why should we concentrate on this topic and what doctorates are we discussing? 
• General consensus: practice doctorates (DCN and DPH) with more applied PhDs/EdDs 


and more basic science/translational-oriented PhDs. Each group has a positive impact on 
profession and should be encouraged to become valued members of the Academy and 
credentialed by CDR. 
Our value to doctorally-prepared individuals includes the National Research Network, 
ANDHII data, potentially advanced-level CPEs, and opportunities to meet service 
requirements for promotion and tenure. 
 


• What stats do we have? 


Academy and CDR databases, 75% RDN 
• 3902 individuals with doctorates 


2319 members (60%) 
1583 non-members (40%) 


• 2890 individuals with doctorates and credentialed (RDN) 
1931 members (67%) 
959 non-members (33%) 


• Of the 1012 not credentialed 
743 (73.4%) were eligible some never credentialed and some dropped 


 129 (17.4%) members 
 614 (82.6%) non-members 


253 are members - no CDR eligibility ever  
Master’s degree in database 


• 40,714 total 
 18,795  (46%) members 
 21,919  (54%) non-members 


• 34,375 (84%)are credentialed 
    5,568 (14%) not RD, were eligible (of those 4,983 (89%) not members) 


• Other professional memberships:  
Limited highest 1% non-member and 2% members of SNEB 
ASN and CAN negligible  
Where they work: 62% colleges and universities   
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NDEP – 33% doctorates, slightly less than 20% doctoral members 


Credential Designation Descriptor 
(Focus/Discipline) 


2018-19 (Current) 
(Total Members: 1325) 


DC Chiropractic 1 
DCN Clinical Nutrition 17 
DHSC Health Sciences 1 
DMD Dental Medicine 1 
DrPH Public Health 14 
DSc Sciences 5 
EdD Education 38 
JD Juris Doctor 1 
MD Medical Doctor 2 
PhD Philosophy 353 
TOTAL   433 


 
Research DPG 38% doctorates 


Credential Designation Descriptor 
(Focus/Discipline) 


2018-19 (Current) 
(Total Members: 
818) 


TOTAL Academy Counts 
for Same Credential 
(Current) 


DBe Bioethics 1 1 
DC Chiropractic 0 8 
DCN Clinical Nutrition 4 44 
DED Education(“Educationist”) 0 7 
DHSC Health Sciences 1 16 
DMH Medical Humanities 0 1 
DO Osteopathic 1 6 
DrPH Public Health 16 97 
DSc Sciences 1 20 
EdD Education 12 149 
PhD Philosophy 277 1827 
Unknown “Dr.” Salutation, no 


credential listed in profile 
1 32 
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143 other doctorates in the overall Academy membership but not crossing over to Research 
DPG or NDEP 


Credential Designation Descriptor 
(Focus/Discipline) 


TOTAL Academy Counts for 
Same Credential (Current) 


DDS Dental 5 
DHA Healthcare Administration 2 
DMD Dental Medicine 4 
DMSC Medical Science 4 
DPA Public Administration 1 
DPM Podiatric Medicine 4 
DPT Physical Therapy 3 
DVM Veterinary Medicine 1 
JD Juris Doctor 29 
MD Medical Doctor 79 
PharmD Pharmacy 9 
PsyD Psychology 5 


 


• What do we anticipate each grouping of doctorally-prepared individuals to provide? 
 


DCN (DPH) Practice 
Doctorates 


PhD/EdD PhD (Basic Science –Translational-
Oriented) 


• Run master’s programs, 
including Future Education 
Graduate Model programs 


 


• Educators 
• Training future PhDs and 


RDs  
• Run MS programs 
• Teach graduate programs 


• Provide supporting data/research to 
promote evidence-based practice 


• Translate basic science to 
translational research 


• Write evidence guidelines 
 


• Leadership on policy • Provide post-doc opportunities for 
other PhDs 


• Apply research into 
practice 


• Educational methodology, 
design curriculum 


 


• Work in the community and 
internationally 


• Do research  


• Be the advanced clinical 
expert 


• Teach MDs, residents and 
other health professionals, 
including clinical faculty 
appointments at health 
systems 
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• What are the consequences of building capacity or not building? How will building enhance and 
elevate profession as a whole? 
 


DCN (DPH) Practice 
Doctorates 


PhD/EdD PhD (Basic Science –
Translational-Oriented) 


• Huge impact on practice, 
teaching and training 


• Collaboration with other 
RDs 


• Publish in journals 


• Elevate status of RDs in 
interprofessional team 


• Elevate status of RDs in 
interprofessional team 


• Elevate status of RDs in 
interprofessional team 


• Publish in practice-based 
journals 


 • Do nutrition research for 
industry 


• Without them, less program 
directors 


• Without them, less research 
and quality teachers 


• They will do more research 
and teach less 


 


• What options/strategies do we have to build capacity? 
 


Options/Strategies  DCN (DPH) Practice 
Doctorates 


PhD/EdD PhD (Basic Science –
Translational-Oriented) 


Academy and 
organizational 
units 


• Only 2, but many are 
needed 


• Run boot camps to help 
PhDs become RDNs 


• Run boot camps to help 
PhDs become RDNs 


ACEND • Start MS-required 
option as early as 
feasible 


• Develop accreditation 
for DCN 


• Encourage PDs to do 
it 


• Bring back 6-month 
experiences or create new 
RDN/PhD combined 
option and promote 
portfolio assessment 


• Bring back 6-month 
experiences or new 
RDN/PhD combined option 
and promote portfolio 
assessment 


CDR • Continue to support 
scholarships, 
including support for 
completing 
residencies 


• Use RDN-AP 
credential with DCN 


• Continue to support 
scholarships, including 
support for completing 
practice hours 


• Modify criteria to take 
RDN exam 


• Continue to support 
scholarships, including 
support for completing 
practice hours 


• Modify criteria to take 
RDN exam 


Partnerships • Multiple options 
 


• Multiple options 
• Maybe help with pairing 


• Multiple options 
• Maybe help with pairing 


DPGs • Market and target to 
doctorally-prepared, 
especially in NDEP, 
Research and 
Nutrition to Health 
Professionals 


• Market and target to 
doctorally-prepared, 
especially in NDEP, 
Research and Nutrition to 
Health Professionals 


• Market and target to 
doctorally-prepared, 
especially in NDEP, 
Research and Nutrition to 
Health Professionals 
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Options/Strategies  • DCN (DPH) 
Practice Doctorates 


• PhD/EdD • PhD (Basic Science –
Translational-Oriented) 


NDEP • Encourage PDs to go 
the DCN route 


• Expand NDEP to 
faculty teaching 
advanced degree 
programs 


• Expand NDEP to faculty 
teaching advanced degree 
programs 


• Expand NDEP to faculty 
teaching advanced degree 
programs 


Membership 
Benefits 


• Discount for students 
in advanced degrees 
based on full and part 
time 


• Discount for students in 
advanced degrees based 
on full and part time 


• Discount for students in 
advanced degrees based on 
full and part time 


Post-Doc Training 
 


 • Create hybrid post-doc 
fellowships 


• Create hybrid post-doc 
fellowships 


Foundation 
 


• Promote and provide 
multiple scholarships 


• Promote and provide 
multiple scholarships 


• Promote and provide 
multiple scholarships 


Academic 
Institutions 


• Develop DCN 
programs 


• Make education 
convenient to 
students 


• Make education 
convenient to students 


• Make education convenient 
to students 


 


• What options/strategies do you, as the Academy, want to follow?  
• Need easy way for PhDs to become RDNs, options include: 


o Grandfather all current PhD/EdD into RDN, with safety and practice 
o Use ISPPs with teaching ability to use portfolio options as well 


• Provide and expand scholarships for all doctoral programs and create affinity with the 
units of the Academy 


• Aggressively market to ASN, SNEB and CAN the Journal impact factor 
• Have an educational campaign to educate practitioners on doctoral process and costs, 


targeting master-level RDNs 
• Board to ask NDEP to develop a strategic plan on recruiting educators that teach in non-


entry level MS and PhD programs to broaden NDEP members and promote value of the 
Academy to students 


• More focused, higher-level CPE opportunities at FNCE 
• Give doctoral candidates access to databases such as ANDHII, EAL, practice audits, etc. 
• ACEND to start working on writing competencies now for DCN program to promote 


quality 
 


• Who will do the work? How do you group the work? What is timeline? 
• Academy staff and DPGs 
• DCN-program managers 
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BOARD OF DIRECTORS RETREAT 
JULY 18-20, 2018      
GROUP AND BREAKOUT SESSION 
DISCUSSION SUMMARY 


ATTACHMENT A 
 


• Foundation resources 
• Create task force on DCN competencies and ACEND 
• Create task force on academic programs for those with doctoral degrees and who want a 


combined doctorate/experiential learning opportunity 


Agenda Item 8.0: Trends Shaping Future Healthcare – D. Donnan Presentation 
Group Discussion Notes  


How do the healthcare trends impact our profession? 


What actions do we need to take and what are the consequences of inaction? 


What collaborations are needed to address opportunities?  


• Everything we do is about people, we need to tell our stories and pass them on 
• Get the consumer to tell our story, we already know it 
• Provides opportunities 
• These trends are in communities and we need to be out there to help interpret them 
• Our conceptual framework talks about how we translate the science; concern is that we need 


expert communication, counseling and consulting skills that are engaging and informative.  
• Have catchy messaging, not “dry” 
• Professional development program opportunities 
• FNCE exhibitor/floor to target small business to help inform our members 
• How do you drive consumer demand 
• Although spokespeople are skillfully trained, there is a need for a star celebrity 
• End user Spokesperson 
• Foodservice is an opportunity. Develop partnership with healthcare  & RDN to promote wellness  
• Need to get millennials’ “trust” to get recognized 
• Collaborate with Amazon 


Agenda Item 9.0: Retreat Wrap Up - G. Tecker 


• The most effective boards use hard data and external insight 
• External views – ex. adaptive learning platforms (e-textbook) 
• Experience and expertise of own members – package and distribute that and you’ll be successful 
• Advanced degree practitioners – Increasing competition 
• Observation: unclear what the outcome is – desire for harder data before we make decisions 
• Knowledge-based informed intuition when talking about future is not the same as data based  
• Fear of consequences of implementation – fear of internal change rather than external impact  
• Resistance to change (don’t understand what is proposed) not opposition to change (where you 


just don’t agree) 
• What will it be like – will I be able to handle it 
• Platform to co-create solutions to their own real situations  
• Be nimble 
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PRESIDENT’S REPORT 


BOARD OF DIRECTORS MEETING 


SEPTEMBER 6-7, 2018 


 


 


 


Activity highlights since our May meeting follow. 


 


American Diabetes Association Supports Academy’s Position on MNT 


The American Diabetes Association (ADA) announced its support for the Academy’s position paper 


“The Role of Medical Nutrition Therapy and RDNs in the Prevention and Treatment of Prediabetes and 


Type 2 Diabetes.” In a letter to the Academy, the ADA said, “Thank you for this important piece of 


work, as it will help move the needle on ensuring people with and at risk for diabetes receive optimal 


care.” 


 


In Tennessee: Dietitian Therapeutic Order Writing Rules to Start in October  


Tennessee RDNs soon will have the ability to become privileged to order therapeutic diets in hospitals, 


thanks to a new regulation that goes into effect October 8: 


https://publications.tnsosfiles.com/rules_filings/07-07-18.pdf.  Based on the new regulatory language, 


therapeutic diets refer to a diet ordered that provides food or nutrients via oral (e.g. nutrition 


supplements), enteral and parenteral routes as part of the patient’s treatment for a disease or clinical 


condition, to modify, eliminate, decrease, or increase certain substances in the diet. This exciting new 


opportunity for licensed RDNs was actively pursued by the Tennessee affiliate and its member leaders, 


working closely with the Academy.  


 


Support for Revised Guiding Principles for Care of People with Diabetes  


In July, I wrote to the National Diabetes Education Program (NDEP) at the National Institute of 


Diabetes and Digestive and Kidney Diseases on the Academy’s behalf commending NDEP for its 


revision of the “Guiding Principles for the Care of People with or at Risk for Diabetes” manuscript. The 


Academy reviewed the paper and supports the guiding principles. I wrote that we are pleased to be listed 


among the other organizations that support use of these Guiding Principles by health care professionals 


and requested that the Academy serve as an organizational representative in the next revision of this 


document.  


 


Promoting RDNs, the Nutrition Expert 


On behalf of the Academy and all members, I submitted two letters to the editor to promote RDNs as the 


nutrition expert. I wrote to the journal American Family Physician in response to the article “Diets for 


Health: Goals and Guidelines,” encouraging physicians “to include RDNs as part of their team, in their 


offices or via referral.” I also sent a letter to the Washington Post in response to a story on shared 


medical appointments encouraging patients to request the provider team include an RDN. 


 


Letter to President Trump: Appoint RDN on President’s Council  
On May 7, I urged President Trump to appoint an RDN to the President’s Council on Sports, Fitness and 


Nutrition. The letter notes that the presence of an RDN on the Council “would help give our fellow 


citizens the tools they need to make the best food choices for health, while preventing food and nutrition 


confusion that hurts our citizens.”  


 


Letter to DHS: Well-being of Children Affected by Immigration Policy 


In a letter sent on June 2 on behalf of the Academy to Homeland Security Secretary Kristjen Nielsen, I 


requested that DHS ensure the mental and physical well-being of children affected by immigration 


policy. Our letter notes that all Academy members remain very concerned that food and nutrition 


requirements be met, and access to medical care be provided, for families who are placed in temporary 



https://publications.tnsosfiles.com/rules_filings/07-07-18.pdf

https://www.aafp.org/afp/2018/0601/p721.html

https://www.aafp.org/afp/2018/0601/p721.html

https://www.washingtonpost.com/national/health-science/going-to-the-doctor-in-a-group-means-better-health-for-some-patients/2018/06/01/180a051c-47d6-11e8-9072-f6d4bc32f223_story.html?utm_term=.1e08cdf19437

https://www.washingtonpost.com/national/health-science/going-to-the-doctor-in-a-group-means-better-health-for-some-patients/2018/06/01/180a051c-47d6-11e8-9072-f6d4bc32f223_story.html?utm_term=.1e08cdf19437

https://www.eatrightpro.org/news-center/member-updates/from-our-leaders/need-for-rdn-on-presidents-council-on-sports-fitness-and-nutrition
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detention facilities or care provider facilities. As a follow-up on June 29, the Academy initiated and led 


a collaborative of more than a dozen health organizations in crafting and forwarding a second letter to 


DHS. While many organizations had issued statements on the topic, the Academy was the only 


organization to communicate directly with DHS. This collaborative letter gave strong voice to the 


recommendations it contained. 


 


Letter to HHS: Academy Supports Access to Breast-feeding 


The Academy signed on to a letter organized by the United States Breastfeeding Committee to Health 


and Human Services Secretary Alex Azar and Commerce Secretary Wilbur Ross expressing concern 


about reports that the U.S. delegation to the World Health Assembly undermined a global resolution 


supporting breast-feeding. The letter is aligned with the Academy’s position that breast-feeding provides 


optimal nutrition and health protection for infants and is an important public health strategy for reducing 


infant and child morbidity and mortality, and maternal morbidity. 


 


Malnutrition Update 
National dialogue 


The National Dialogue “Advancing Patient-Centered Malnutrition Care Transitions,” held in March 


brought together a multi-stakeholder group of health and community leaders and advocates focused on 


developing real-world solutions to better integrate nutrition risk identification and care into existing care 


transition pathways and accountable care models. The dialogue was co-hosted by the Academy, Avalere 


Health and Defeat Malnutrition Today coalition. The Dialogue Proceedings, published in July, show that 


it is equally important for all members of the care team--providers, patients, family and caregivers, 


policymakers, payers and others-- to collaborate to integrate optimal nutrition care into national quality 


and care coordination models and programs.  


 


Composite Measure 


A global malnutrition composite score (composite measure) was submitted in June to the Centers for 


Medicare and Medicaid Services. This submission was targeted to the “2018 Measures Under 


Consideration List for the Hospital Inpatient Quality Reporting Program” and the “Medicaid and 


Medicare Electronic Health Record Incentive Program for Eligible Hospitals and Critical Access 


Hospitals”. The composite measure encompasses the components of the four individual malnutrition 


eCQMs (previously submitted), all as steps to take to obtain a score. Best practices for malnutrition care 


recommend that adult inpatients be screened for malnutrition risk, assessed to confirm severity of 


malnutrition if at risk, and be assigned both an appropriate malnutrition diagnosis, and an appropriate 


nutrition care plan that effectively manages the assigned diagnosis. A letter of intent for the composite 


measure was submitted to the National Quality Forum in August.  


 


Learning Collaborative 


The Academy and Avalere Health are enrolling participants for the 2018 Learning Collaborative. A 


series of introductory webinars in July and August shared information about the MQii Learning 


Collaborative, discussed opportunities to get involved this year and addressed questions.  


Integrating Nutrition Services into New Health Care Delivery and Payment Models 


The Academy’s collaborative efforts with the American Gastroenterological Association (AGA) around 


health care delivery and payment models continues. In the latest round of collaboration, Laura Matarese, 


PhD, RDN, has been representing the Academy on an expert workgroup to develop referral pathways to 


improve the quality of care for patients with irritable bowel disease. The invitation to participate in such 


projects speaks to the high level of respect for our profession by these physician colleagues. 


 



https://www.eatrightpro.org/media/press-releases/public-policy/nutrition-for-immigrants

https://www.eatrightpro.org/news-center/in-practice/research-reports-and-studies/malnutrition-dialogue-proceedings

https://www.eatrightpro.org/news-center/member-updates/events-and-deadlines/join-the-2018-mqii-learning-collaborative
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Labeling of Bioengineered Food and Food Ingredients 


The U.S. Department of Agriculture recently proposed a draft rule on the labeling of bioengineered food 


and food ingredients. The compliance date for labeling was extended to match the compliance date for 


the Nutrition Facts Label changes; the new compliance date for both (excluding small manufacturers, 


who have more time) is January 1, 2020. Continuing our work in this area, the Academy will submit 


comments that focus on support for a label that is consistent with the organization’s Labeling Principles, 


which emphasize clarity, consistency and utility to consumers.  


 


Academy Accepts NASEM Report 


The Academy Positions Committee, the Evidence Based Practice Committee and the GMO Task Force 


followed a systematic process to identify a reputable and complete scientific report on GMOs and the 


Academy Board of Directors accepted their recommendation to support the National Academy of 


Sciences, Engineering and Medicine’s report as the most reputable and complete scientific report 


available to guide policy decisions. The report states in part:  


While recognizing the inherent difficulty of detecting subtle or long-term effects in health or the 


environment, the study committee found no substantiated evidence of a difference in risks to 


human health between currently commercialized genetically engineered (GE) crops and 


conventionally bred crops, nor did it find conclusive cause-and-effect evidence of environmental 


problems from the GE crops. 


 


NASEM’s study, developed by experts representing 15 scientific societies, provides an independent, 


objective examination of what has been learned since the introduction of GE crops, based on current 


evidence. NASEM’s resources and the USDA’s materials help guide consumers and provide clarity 


regarding the safety and scientific evidence surrounding bioengineered foods and food ingredients. Visit 


both websites for detailed information. 


 


Obesity Medicine Education Collaborative (OMEC) Competencies 


In a June 29 letter to the Obesity Medicine Association, I confirmed the Academy’s support of the 


OMEC competencies, saying the Academy is “pleased to be listed among the other organizations 


showing support of these efforts to improve obesity care.” In November 2017, Academy member Hollie 


Raynor, PhD, RDN, was appointed to participate in an external peer review of the Obesity Medicine 


Education Collaborative’s efforts regarding competencies and benchmarks in obesity medicine.  


 


Academy Position Paper: “Benchmarks for Nutrition in Child Care” 


The Academy’s updated position paper “Benchmarks for Nutrition in Child Care” was published in the 


July Journal. It states that early care and education programs should achieve recommended benchmarks 


to meet children’s nutrition needs and promote children’s optimal growth in safe and healthy 


environments. 


 


Council on Future Practice Launches Transforming Vision into Action Award Pilot 


This is the second year of the Council on Future Practice’s Transforming Vision into Action Award, 


approved by the Board of Directors. The purpose of this award is to recognize innovative programs or 


products that transform a vision into nutrition and dietetics practice and/or education with outcomes 


relevant to the future. Three applications were received and vetted by the Council. The project titled 


“Lao-American Nutrition Institute (LANI): Building Capacity through Nutrition Education that Changes 


Lives” was selected to receive the award. The project was submitted by Joanna Cummings, MS, RDN, 


CNSC, and her team at Oregon Health & Science University. Joanna and her team will be recognized at 


the fall House of Delegates meeting in Washington, D.C. Details of the project can be viewed at 


http://www.eatrightpro.org/resource/leadership/honors-and-awards/other-academy-awards/transforming-


vision-into-action-award. 



https://nas-sites.org/ge-crops/2016/05/17/report/

https://nas-sites.org/ge-crops/2016/05/17/report/

http://nas-sites.org/ge-crops/

https://www.ams.usda.gov/rules-regulations/be

https://www.eatrightpro.org/practice/position-and-practice-papers/position-papers/benchmarks-for-nutrition-in-child-care

http://www.eatrightpro.org/resource/leadership/honors-and-awards/other-academy-awards/transforming-vision-into-action-award

http://www.eatrightpro.org/resource/leadership/honors-and-awards/other-academy-awards/transforming-vision-into-action-award
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Member Awards and Recognition 


Academy’s representative to AACE 


The American Association of Clinical Endocrinologists (AACE) has appointed Jo Jo Dantone-


DeBarbieris, to its Diabetes Disease State and Nutrition and Obesity Disease State Networks. In this 


role, she will assist in providing contact “pools of experts” for AACE to serve as physician liaisons, 


teaching faculty and program editors for AACE educational programs and authors/reviewers for AACE.  
 


North Dakota Woman of the Year 


Karen K. Ehrens, RDN, LRD, has been named the 2018 Woman of the Year by the North Dakota 


Women’s Network for her advocacy to end hunger. 
 


Member profiled for university’s 150th birthday 


Nancy Z. Farrell, MS, RDN, FAND, was profiled in a special online section of the Champaign, Ill., 


News-Gazette in honor of the sesquicentennial of Farrell’s alma mater, the University of Illinois. The 


paper’s editor “tracked down more than 1,000 former students, faculty and staff who’ve done the 


University of Illinois proud. The mission: to get them to share personal stories about the places, spaces, 


people and programs that had the most profound impact on them.” 
 


Cancer workgroup commission chair 


Barbara Grant, MS, RDN, CSO, FAND, oncology RDN at St. Alphonsus Cancer Care Center in Boise, 


Idaho, and the Academy’s liaison to the American College of Surgeons’ Commission on Cancer (CoC), 


has been invited to serve as one of four CoC workgroup chairs. The CoC is undertaking an in-depth 


review and update of program standards and eligibility criteria for its more than 1,500 accredited 


programs across the U.S. The CoC consists of 50 national professional organizations, including the 


Academy. 
 


Excellence in long-term and post-acute care 


The American Health Care Association and National Center for Assisted Living announced on July 31, 


that Linda Kluge, RDN, LD, CPHQ, is the 2018 recipient of the Mary K. Ousley Champion of Quality 


Award. Recipients must have made a significant national contribution to advancing quality performance 


in long-term and post-acute care.  


 


Bariatric STAR Program team 


Abigail Lowe, RDN, has been appointed to serve as the Academy’s representative to the  


Association for Bariatric Endoscopy team to develop the curriculum of the Bariatric STAR Program. 
 


Foodservice Equipment and Supplies’ top award 


Mary Angela Miller, MS, RDN, LD, FADA, administrative director at Ohio State University’s Wexner 


Medical Center, is the first foodservice operator to be honored with Foodservice Equipment and 


Supplies’ prestigious Top Achiever Award.  


 


Member reappointed to Nutrition and Wellness Advisory Council 


William Swan, RDN, FAND, recently completed one year as the Academy’s representative to the 


Trinity Health System Nutrition and Wellness Advisory Council, promoting the effective use of 


Academy resources by THS. He was recently asked to serve another year on the Council.  


 


Members honored by SNEB 


Numerous Academy members received honors from the Society for Nutrition Education and Behavior 


(SNEB) at SNEB’s 2018 Annual Conference. 


 


 



https://bismarcktribune.com/news/local/karen-ehrens-named-woman-of-the-year/article_d416082e-21c2-505e-9dd3-274c98f03e41.html?utm_content=buffer0246e&utm_medium=social&utm_source=twitter.com&utm_campaign=LEEDCC#tracking-source=home-the-latest

https://uofi150.news-gazette.com/people/nancy-farrell

http://www.fesmag.com/awards/top-achievers/15686-top-achiever-?operator-mary-angela-miller,-administrative-director,-ohio-state-university,-wexner-medical-center

https://www.sneb.org/sneb-2018-annual-conference-award-winners/
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Meetings 
May: 


 May 10: Marty Yadrick represented the Academy at the XVII Congress of Nutrition and Food in 


Lisbon, Portugal. 


 May 29: Laura J. Kruskall, PhD, RDN, CSSD, LD, FACSM, FAND, represented the Academy at 


the American College of Sports Medicine’s annual meeting in Minneapolis, Minn. She met with 


ACSM  leadership to discuss areas of cooperation that are underway between our organizations 


including ACSM’s September nutrition-themed Health & Fitness Journal, for which she is 


serving as guest editor; and the “Physical Activity Toolkit for Registered Dietitians: Utilizing the 


Resources of Exercise is Medicine,” which is now being updated. 


 


June: 


 June 1 to 3: I attended the Dietitians in Nutrition Support DPG’s leadership retreat in New 


Orleans, La.  


 June 6 to 9: Donna Martin, Terri Raymond, Milton Stokes, Marty Yadrick, Pat Babjak and I 


attended the Dietitians of Canada conference in Vancouver. 


 June 19 to 21: Donna Martin attended the Culinary Institute of America’s 6th annual Leadership 


Summit, “Menus of Change: The Business of Healthy, Sustainable, Delicious Food Choices,” in 


Hyde Park, N.Y. 


 


July: 


 July 1 to 6: Terri Raymond attended the Special Olympics USA Games/Igniting for Change 


Inclusive Health Summit in Seattle, Wash. 


 July 8 to 11: Donna Martin attended the School Nutrition Association’s annual conference in Las 


Vegas, Nev. 


 July 13: Donna Martin attended the School Meals Summit: Nourish to Flourish in Las Vegas, 


Nev. 


 July 15 to 18: Pat Babjak and I attended the Institute of Food Technologists’ annual meeting and 


expo in Chicago. 


 July 16: Catherine Christie attended the Florida affiliate meeting in Orlando. 


 


August 


 August 15: I presented remarks at the 9th annual Celebration of Diversity Awards reception and 


dinner in Chicago which I attended with Pat Babjak. The event was co-sponsored by Barnes & 


Thornburg. 


 August 17: I presented a virtual presentation during the orientation for new students at the 


University of Oklahoma Health Sciences Center. 


 August 20 to 25: Marty Yadrick represented the Academy at the 2018 Association for Healthcare 


Foodservice Annual Conference in Minneapolis, Minn. 


 August 26 to 29: Donna Martin represented the Academy at the Healthy Eating in Practice 


Conference in Asheville, N.C. 


 


 


 


SUBMITTED BY: Mary Russell, MS, RDN, LDN, FAND 
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CEO’S REPORT 


BOARD OF DIRECTORS MEETING 


SEPTEMBER 6-7, 2018 


 


 


 


Activity highlights since the May Board meeting follow. 


 


Food & Nutrition Receives EXCEL Awards 


The Academy’s bimonthly Food & Nutrition Magazine received Association Media & Publishing’s 


EXCEL Awards recognizing excellence in nonprofit organizations’ print and digital publications. F&N 


was honored with the Gold Award and an additional Bronze Award for the feature article The 


Controversial Conundrum of Food Sensitivities.  


 


Academy and CVS’ Disease Initiative 


Mary Beth Whalen, Marsha Schofield and I met on August 7 with Bruce Culleton, MD, vice president 


and chief medical officer of CVS Health Corporation, to discuss the company’s new initiative focused on 


early identification of chronic kidney disease and the expansion of home dialysis to optimize care for 


patients. The Academy supports CVS’ intent to address a condition affecting approximately 15 percent of 


U.S. adults that clearly benefits from early identification and treatment. The meeting initiated an 


exploratory dialogue that will continue with another meeting on September 24, 2018. 


 


New Informational Series: “Did You Know?”  


To help Academy members (and non-member practitioners) become aware of the many Academy 


programs, products and services, the “Did You Know?” series of communications launched in June. 


DYK announcements appeared eatrightPRO social media channels, Eat Right Weekly, listservs and the 


eatrightPRO website. Each DYK highlights one Academy fact and contains a call to action (visit the 


website, join, download the infographic, learn more about the program) and encourages members to share 


the information.  


 


Revamped Licensure Website 


The Board of Directors has made licensure a major priority, recognizing the relationship and importance 


of licensure to the future of the profession. The Consumer Protection and Licensure Subcommittee and 


staff members from the Policy Initiatives and Advocacy and Strategic Communications teams have 


collaborated on a revamped licensure section of the Academy’s website. The site features direct access to 


licensure topics that are prominent within the Advocacy section of eatrightPRO. An interactive map 


allows members to easily find top-level information and to access licensure statutes and regulations in 


their states. The next phase of this important project will include adding an “exemptions” map for 


licensure; reformatting the Therapeutic Diet Orders map to update the status of states; and adding the 


same interactive feature found on the licensure map. 


 


August Was Kids Eat Right Month™  


During August, the Academy and our Foundation focused attention on the importance of healthful eating 


and active lifestyles for children and their families. Created in 2014, Kids Eat Right Month™ mobilizes 


RDNs in a grassroots movement to share healthful eating messages to help families adopt nutritious 


eating habits. For more information on Kids Eat Right Month™ and links to articles, videos and recipes 


visit https://www.eatrightPRO.org/media/press-releases/kids-eat-right-month. 


 


 


 



http://www.siia.net/ampannual/Excel-Awards/Winners

http://www.siia.net/ampannual/Excel-Awards/Winners

https://www.eatrightpro.org/advocacy/licensure/professional-regulation-of-dietitians

https://www.eatrightpro.org/media/press-releases/kids-eat-right-month
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New Review: Medical Nutrition Therapy Provided by RDNs Can Help Slow the Progression of 


Chronic Kidney Disease 


“Medical Nutrition Therapy for Patients with Non-Dialysis-Dependent Chronic Kidney Disease: Barriers 


and Solutions” was compiled by a multidisciplinary team that included RDNs, patient advocates and 


physicians from the Academy, the National Kidney Foundation, Loyola University Chicago and the 


University of New Mexico. It will be published in the October issue of the Journal and is available 


online. 


 


In September: Academy Shines Spotlight on Identifying and Treating Malnutrition 


During our September Spotlight on Malnutrition, the Academy will raise awareness of malnutrition, 


promote the crucial role of RDNs in identifying and treating this serious medical condition and provide 


educational resources for the public and Academy members. Read more on the following areas, with 


corresponding research, events and educational opportunities. 


 Pediatric Malnutrition: September 4 to 7 


 Adult and Senior Malnutrition: September 10 to 14 


 Special Populations and Malnutrition: September 17 to 21 


 Global Malnutrition: September 24 to 28 


The Spotlight on Malnutrition webinar series is offered as a complementary educational opportunity for 


members, earning 1.0 CPEU for participation.  


 


NCP/ANDHII Update 


Nutrition Care Process activities continue to grow within the U.S. and internationally. The Nutrition Care 


Process Terminology (NCPT) was originally launched in 2003. The NCPT is updated annually and now 


hosts seven more languages. Recent highlights include:  


 NCP dissemination: In collaboration with the Technological Institute of Monterrey, nutrition 


professors received comprehensive NCP training to teach and use the NCP and NCPT in their 


classrooms and internships in Mexico 


 NCPT is now available in SNOMED international (effective July) 


 International collaborations: follow up workshop on outcomes and a session on the ANDHII UK 


study are scheduled to be presented at the EFAD conference in Amsterdam in September  


 International Nutrition Care Process and Terminology Implementation Survey (INIS) 


Consortium: Participating in an international ten-country study for tracking the implementation of 


NCP/NCPT among dietitians (INIS): two manuscripts are under review by JAND 


 For FNCE 2018: Coordinating an outcomes focused ANDHII/EHR/NCPT integration experiential 


workshop (pre-FNCE)  


 Multiple translation updates of NCPT have been made available online in collaboration with 


international dietetic associations in Switzerland (German), Sweden (Swedish), Norway 


(Norwegian), Denmark (Danish), China (Simplified Chinese), Taiwan (Traditional Chinese) and 


Canada (French). In progress: new translations for Brazil (Portuguese) and Mexico (Spanish) 


 


Interoperability and Standards Committee Update 


 Implementation Guide for Nutrition Transitions of Care successfully balloted in HL7 during May 


(funding Academy Foundation) 


 Progressing towards submission of ballot for Electronic Nutrition Care Process Record System 


(ENCPRS) Functional Profile. This will update the requirements for EHR vendors to use 


Academy-designed and approved workflows for nutrition care and will be submitted to the 


September HL7 ballot, allowing other stakeholders to provide input to its content 


 Collaborating with Academy DPG liaison to help form a new Nutrition Informatics DPG 



https://jandonline.org/article/S2212-2672(18)30801-3/fulltext

https://www.eatrightpro.org/media/multimedia-news-center/spotlight-on-malnutrition-media-materials

https://www.eatrightpro.org/news-center/in-practice/dietetics-in-action/pediatric-malnutrition

https://www.eatrightpro.org/news-center/in-practice/dietetics-in-action/adult-and-senior-malnutrition

https://www.eatrightpro.org/news-center/in-practice/dietetics-in-action/malnutrition-and-special-populations

https://www.eatrightpro.org/news-center/in-practice/dietetics-in-action/global-malnutrition
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Nutrition Research Network Update 


The Nutrition Research Network (formerly the Dietetics Practice-Based Research Network) conducts, 


supports, promotes and advocates for research in all food and nutrition practice-based settings to optimize 


food and nutrition workforce capacity and capability; improve the delivery of food and nutrition services; 


and enhance the health status of individuals, families and communities. Publications in 


the Journal related to NRN are available at http://www.andjrnl.org/content/dpbresearchnetwork. For 


more information about NRN, visit https://www.eatrightpro.org/research/projects-tools-and-


initiatives/nutrition-research-network. 


  


Advancing Relationships with Key Stakeholders 


The Academy values collaborations with fellow health care professional associations and their members, 


recognizing the new and evolving health care environment will require stronger team-based care to 


achieve shared goals of high quality, safe and cost-effective care. Building on our strong relationship 


with the National Kidney Foundation and the proven effectiveness of medical nutrition therapy for 


persons with chronic kidney disease, our organizations collaborated on the Journal article “Medical 


Nutrition Therapy for Patients with Non-Dialysis-Dependent Chronic Kidney Disease: Barriers and 


Solutions.” The article is designed to bring attention to the underutilization of MNT services and to 


motivate stakeholders to take actions necessary to make these services a routine cornerstone of care.  


 


Health and Sustainable Food Systems: New Fellow and Contractor 


The Foundation has named Marie Spiker, MSPH, RDN, as the next Healthy and Sustainable Food 


Systems Fellow. Ms. Spiker will participate full-time in a one-year project, in collaboration with the 


Future of Food (FOF) initiative,  where she will move the FOF program of work forward; this includes 


planning and convening a Healthy and Sustainable Food Systems roundtable, presenting at professional 


meetings, promoting the Foundation’s Food Systems internship curriculum and facilitating additional 


FOF projects. Ms. Spiker was selected from among 52 outstanding applicants. She has multidisciplinary 


training in public health nutrition, systems science and medical anthropology. She is a doctoral candidate 


in human nutrition at the Johns Hopkins Bloomberg School of Public Health.  


 


The HSFS Fellowship is made possible through a generous donation from National Dairy Council. The 


Foundation has recently received additional support from NDC to hire a contractor to support this 


program of work. Amanda Hege, MPH, RDN, LD, will serve as the lead point person in supporting our 


“champion” dietetic internship sites that will adopt the Food Systems internship curriculum, including 


coordinating a variety of enhanced experiences for interns. Ms. Hege is the director of community 


outreach at the University of Kentucky, where she makes strategic decisions for curriculum development 


and experiential learning in the areas of hunger, food waste and food systems studies.  


 


Physician-Focused Payment Model Technical Advisory Committee 


The Academy nominated Marsha Schofield in July to serve on the Physician-Focused Payment Model 


Technical Advisory Committee, which will provide comments and recommendations to the Secretary of 


Health and Human Services on physician payment models. Marsha was appointed due to her strong 


understanding of the purpose and function of the PTAC and an excellent foundational knowledge of 


alternative payment models.  


 


Expanding Coverage for Nutrition Services  


The Academy continues its collaboration with HealthCare Dynamics International (HCDI) on efforts to 


integrate RDNs into primary care practices under some of the models being tested by the CMS 


Innovation Center. HCDI is focused on providing resources for practices across the country participating 



http://www.andjrnl.org/content/dpbresearchnetwork

https://www.eatrightpro.org/research/projects-tools-and-initiatives/nutrition-research-network

https://www.eatrightpro.org/research/projects-tools-and-initiatives/nutrition-research-network

https://jandonline.org/article/S2212-2672(18)30801-3/fulltext

https://jandonline.org/article/S2212-2672(18)30801-3/fulltext

https://jandonline.org/article/S2212-2672(18)30801-3/fulltext
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in the Transforming Clinical Practice Initiative to help them be successful. In May, the Academy offered 


a third webinar to an audience of clinicians, practice managers and other non-clinical staff from the TCPI 


practices on “Improving Care, Outcomes and Your Bottom Line: A Case for Nutrition in Primary Care,” 


presented by Krista Yoder Latortue, MPH, RD, PMP, PBA, LDN, FAND, vice chair of the Nutrition 


Services Payment Committee. This collaboration represents a powerful opportunity to increase the 


number of RDN Medicare providers, an important step towards future expansion of payment 


opportunities under the Medicare program and other models of care being tested under the Innovation 


Center. These webinars also provide the opportunity to highlight the role of nutrition and the RDN in 


patient care as well as positively impact utilization of the Medicare MNT and DSMT benefits.  


 


My Healthy Weight Initiative Update 


Since 2009, the Academy has enjoyed a productive partnership with the Alliance for a Healthier 


Generation and the American Academy of Pediatrics around the Healthier Generation Benefit. Over the 


past decade, nearly three million children across the country have been provided access the prevention 


and treatment services they need to reach and maintain a healthy weight, including those of an RDN. In 


my January report, I shared news with the Board regarding the November 15, 2017 launch of the My 


Health Weight Initiative at the Bipartisan Policy Center in Washington, D.C. MHW is a collaboration 


with payer representatives and is designed to align with the United States Preventive Services Task Force 


recommendations around obesity prevention and treatment. It provides both children and adults with 


consistent coverage for intensive behavioral interventions, as well as for community based programs that 


promote healthy weight. Eleven companies representing 10.6 million children and adults have made the 


My Healthy Weight pledge to build on their organization’s efforts to fight obesity. To best support the 


momentum of this critical health care innovation, the Alliance for a Healthier Generation will be moving 


the My Healthy Weight initiative under one organization, the Bipartisan Policy Center. The Healthier 


Generation Benefit as we have known it will be sun-setting as of September 30. HG will continue to 


engage K-12 schools, community-based organizations, food and beverage sector companies, parents and 


kids around living healthier lifestyles. The Academy will continue to work with the Bipartisan Policy 


Center, HG and the American Academy of Pediatrics to achieve shared goals with the support and 


contributions of RDNs.  


 


Interprofessional Education Collaborative Summer Council Meeting 


Kathrin A. Eliot, PhD, RDN, FAND, represented the Academy and the Accreditation Council for 


Education in Nutrition and Dietetics in June at the summer meeting of the Interprofessional Education 


Collaborative (IPEC). In recent months, IPEC has been developing a task force to formalize objectives 


for and members of the Alliance for Disability in Health Care Education Core Competencies on 


Disability for Health Care. The Academy has nominated James Swain, PhD, RDN, for this alliance. 


Among other activities, IPEC is also partnering with the Substance Abuse and Mental Health Services 


Administration to provide an interprofessional addiction education workshop that will be held later this 


year. Coming soon is a National Academies of Medicine Action Collaborative on Opioids, an initiative to 


address the opioid epidemic across professions. 


 


Addressing Audits of Malnutrition Payments to Hospitals 


Recently, many hospitals have been audited by Centers for Medicare and Medicaid Service contractors 


and have been denied reimbursement for malnutrition as a major complicating condition. In several of 


these instances, the contracted reviewers used outdated methods for assessing severe malnutrition (e.g., 


serum proteins). In addition, the Office of the Inspector General has included in its active work plan for 


2018 “a review of hospitals billing for severe malnutrition.” The OIG has stated “this review will assess 


the accuracy of Medicare payments for the treatment of severe malnutrition.” This raises significant 


concern for many U.S. hospitals that are focused on improving malnutrition diagnosis, documentation 



https://bipartisanpolicy.org/press-release/organizations-pledge-to-provide-obesity-prevention/

https://bipartisanpolicy.org/press-release/organizations-pledge-to-provide-obesity-prevention/
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and intervention in their facilities. At the invitation of ASPEN, the Task Force is charged with 


developing a strategy to educate Health and Human Services, the OIG and CMS on the best practices for 


diagnosing, documenting and coding severe malnutrition. This work builds on previous collaborative 


efforts between the Academy and ASPEN on outreach and education of public and private payers on the 


use of appropriate criteria for identifying malnutrition. The Task Force conducted a survey of 


organization members in June, results of which confirmed that the criteria being used by auditors is 


outdated and inconsistent, including use of visceral proteins, BMI and WHO criteria. As a first step in 


strategy, meetings have been initiated with CMS. 


 


Evidence Analysis Center  
The Evidence Analysis Center, approved by the BOD in May, will produce the Academy’s scoping 


reviews, systematic reviews, evidence-based nutrition practice guidelines, position statements and 


consensus statements. The Evidence Analysis Library was launched in 2004 and continues to grow. As of 


July 31, the EAL has received 26,595,878 page views.  


 


Council on Research  
In 2014, the Council on Research Committee was convened and charged with creating an action plan to 


help create a culture of research. The committee has since evolved, but that objective remains in the 


Council’s goals. For 2018-2019, the Council on Research has undergone a restructuring process to ensure 


efficiency, maximize member input and increase output and accomplishments from the groups within the 


committee.  During Nutrition Research Month in May, the “Research 101” podcast series was launched; 


the six-part series is available to members on the Journal’s website for 1.5 CPEUs.  


 


Membership and Students 


In May, the Academy launched an Emerging Economy dues adjustment promotion for qualified 


individuals residing in countries classified by the World Bank as lower-middle or low-income. In the 


short time since it has been available, six new International members have joined. The Associate category 


increased 46 percent from FY 2018 over 2017; International increased 6.62 percent; and the Retired 


category increased 3.03 percent. Although the total number of students enrolled in ACEND-accredited 


programs was down in 2018, the Academy’s market share of Student members is at 86.5 percent, a 


record high. Involvement in the Student Liaison program increased 17 percent for FY 2018 year-end. 


 


Focus Area Standards of Practice and Professional Performance 


The Revised 2018 Standards of Practice and Standards of Professional Performance for RDNs 


(Competent, Proficient and Expert) in Post-Acute and Long-Term Care will be published in the 


September Journal. The article is available at http://www.eatrightpro.org/sop and http://jand 


online.org/content/credentialed.  


 


Updated Definitions of Terms 


The Quality Management Committee has updated the Definition of Terms List to include eight new terms 


for measures: Quality Measures, Balancing Measure, Outcome Measure, Process Measure, Structural 


Measure, Clinical Quality Measure, Electronic Clinical Quality Measure and Electronic Measure. The list 


is available at http://www.eatrightpro.org/scope.  


 


New and Revised Certificate of Training Programs  


The Academy’s Center for Lifelong Learning has released several new and revised Certificate of 


Training programs, which are available for purchase by members and non-members alike. They include:  


 Food Allergies (revised): Four modules, Level 2 



http://www.andeal.org/

https://jandonline.org/research101

http://www.eatrightpro.org/sop

http://jandonline.org/content/credentialed

http://jandonline.org/content/credentialed

http://www.eatrightpro.org/scope

https://www.eatrightstore.org/cpe-opportunities/certificates-of-training
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 Public Health Nutrition (new): Planned with the Association of State and Public Nutrition, 


Committee for Public Health/Community Nutrition and the Public Health/Community Nutrition 


DPG; five modules, Level 2 


 Integrative and Functional Nutrition (new): Planned with the Dietitians in Integrative and 


Functional Medicine DPG; five modules, Level 2 


 Informatics in Nutrition (new): Planned with the Nutrition Informatics Committee, NIC 


Consumer Health Informatics Workgroup and the Interoperability and Standards Committee; five 


modules, Level 2. 


 


Meetings 


 


June 


 June 6 to 9: Mary Russell, Donna Martin, Terri Raymond, Milton Stokes, Marty Yadrick and I 


attended the Dietitians of Canada conference in Vancouver. 


July 


 July 15 to 18: Mary Russell and I attended the Institute of Food Technologists’ annual meeting 


and expo in Chicago. 


 


August 


 August 15: Mary Russell and I attended the 9th annual Celebration of Diversity Awards reception 


and dinner in Chicago sponsored by Barnes & Thornburg. 


 August 22: Mary Beth Whalen, Chris Reidy, Jennifer Horton, and I met with Alison Kuhn, MS, 


RDN, LD, Director of Retail Nutrition at The Kroger Co. and Kash Shaikh, CEO of Besomebody. 


 


 


SUBMITTED BY: Patricia M. Babjak 
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Academy Foundation Second Century Fundraising Report 


 


The Academy Foundation launched its Second Century Fundraising Campaign during FNCE 2016 with a 


goal to raise $5 million from members by FNCE 2020. Following is an overview of solicitation activities, 


campaign and leadership status and funds expended. 


Second Century Solicitations: 


 
 FNCE Second Century Fundraising activities at booth each year 


 All Member email solicitation following FNCE 


 Nutrition Impact Summit Attendees solicitation 


 FNCE Attendees follow-up email appeal 


 Foundation Chair Message Second Century Appeal 


 Second Century messaging and appeals through various Academy communications including EatRight 


Weekly, Student Scoop and the NDEP message board. 


 Appeal to all NDEP program administrators 


 Annual leadership 100% Challenge to Academy and Foundation Boards, HOD, Past Presidents and 


Chairs, and Current/Past Spokespeople 


 Proposals to Affiliates with request for gifts from their budget or reserves and to hold a fundraiser at their 


annual meeting 


 Proposals to DPG’s and MIG’s requesting 5% of their reserves 


 Academy Staff Executive team and Foundation Staff ask 


 CDR Request 


 Second Century receptions in Columbus, Kansas City, Dallas, Atlanta, Chicago, East Lansing, Cleveland 


and New York 


 Appeal to past campaign donors: National Center for Nutrition and Dietetics, Fund our Future Campaign 


and Research Endowment 


 #GivingTuesday social media campaign and all member email 


 Holiday Mailing to 6,400 past donors 


 CDR Presentation and FY19 Ask 


 PhD Member Appeal 


 


Member Campaign Dashboard:  


 


Member Campaign Goal $5,000,000 


Total Raised To-Date $3,468,775 


Total Cash In $3,034,980 


Total Outstanding Pledges $433,794 


Total Number of Donors 1,728 


Dollars expended* $2,687,573 


 


* Includes $250,000 release from other Foundation funds approved by the 


Board 
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Second Century Dollars expended/ have supported: 


 


• Academy/Foundation Steering Committee 


• Blue Ribbon Panel to develop and test a concept notes 


• Leader and member engagement 


• External stakeholder engagement 


• International landscape study 


• Nutrition Impact Summit 


• Infrastructure and strategic planning 


• Marketing, communications and branding 


• Fundraising activities, including Second Century Reception in Cleveland 


• Transitions of Care Technical Implementation Guide 


• Addressing Malnutrition in Central America Fellowship 


• Applied International Research Fellowships 


• Malnutrition Clinical Characteristics (MCC) Study 


• MCC Pediatric Fellow 


• MCC Adult Fellow 


• Second Century Scholarship in Memory of Constance Geiger  


• Through the support of the Wimpfheimer-Guggenheim Fund for International Exchange in 


Nutrition, Dietetics and Management 


• Middle East Dietetics Needs Assessment Outcomes and Dissemination Plans: A 


Policy Perspective  


• Global Nutrition Exchange Program: Germany Pilot  


• Global Food Security Grant  


• International Member Scholarship  


• ICDA Welcome Fund 


 
Leadership Challenge: 


 


 
 
SUBMITTED BY: Martin M. Yadrick, MS, MBI, RDN, FAND, Foundation Chair 
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COMMISSION ON DIETETIC REGISTRATION REPORT 


BOARD OF DIRECTORS MEETING 


SEPTEMBER 6-7, 2018 


 


 


Registry Statistics  


 As of August 13, 2018 there are 101,626 RDNs and 5,556 Dietetic Technicians, 


Registered.  


 4,238 Board Certified Specialists, and 53 Registered  Dietitians-Advanced Practice (RD-


AP) 


 


New Specialist Certification  


CDR recently made the decision to move forward with the development of a Board Certified 


Specialist in Pediatric Nutrition with a Critical Care emphasis. This new certification will 


address practice in critical care units for the pediatric population. The designation for this new 


specialist certification will be CSPCC.  The first examination administration is scheduled for 


September 2018.  Applications are available.  For more information, please visit the CDR 


website:   https://www.cdrnet.org/certifications/pediatric-critical-care-nutrition  


 


CDR’s New Online Assess and Learn Module 


A new online Assess & Learn module entitled The Role of Nutrition in Health Promotion and 


Prevention is available at CDR’s online www.cdrcampus.com .  In this module, there are five 


case scenarios, each one addressing one of the five levels of the social ecological model. The 


scenarios are somewhat interrelated to reinforce the concept that CDR credentialed practitioners 


can address primary prevention of overweight and obesity through many diverse approaches. 


The scenarios also demonstrate the interconnectedness of RDNs’ work across a community and 


the need for RDNs to be players and leaders at all levels and in all sectors of society. The content 


provided for any one level is not intended to be a comprehensive assessment of competencies for 


that level but the knowledge, competencies and skills assessed across all five levels will give 


CDR credentialed  practitioners a good sense of their role in the social ecological approach to  


nutrition in health promotion and disease prevention.   Cost: $64.99, 7 CPEUs. 


 


Dietetic Technician, Registered Marketing Initiative 


CDR has recently initiated a marketing initiative to promote the value of the DTR credential to 


employers and Didactic Program in Dietetics (DPD) program directors. During focus groups 


with educators and dietetic technicians,   DPD program directors were identified as a primary 


target audience for the Pathway 3 DPD program graduate dietetic technician.    A promotional 


poster highlighting the many practice roles for credentialed dietetic technicians was sent to all 


ACEND accredited DPD program directors in April/May.  Promotional brochures highlighting 



https://www.cdrnet.org/certifications/pediatric-critical-care-nutrition

http://www.cdrcampus.com/
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the dietetic technician’s role in different practice settings, school nutrition, public health, acute 


care and long-term care were recently sent to RD employers in these practice sectors.  


 


Interdisciplinary Specialist Certification in Obesity and Weight Management  


The CDR interdisciplinary Board Certified Specialist in Obesity and Weight Management 


examination is administered annually in March and September. The Practice Audit Task Force 


includes Registered Dietitians, Nurse Practitioners, Physician Assistants, Exercise Physiologists, 


Licensed Clinical Psychologists and Licensed Clinical Social Workers. CDR conducted a 


practice audit in fall 2015 with practitioners in each discipline. The results of the audit were used 


to determine the content outline for the certification examination.  The content outline and 


eligibility requirements are available at the following 


link https://www.cdrnet.org/interdisciplinary   
 


A follow-up practice audit is being conducted in summer/fall 2018.  The results will be used to 


revise the examination content outline, as needed. 
 


The following table summarizes administration data for the Board Certified Specialist in Obesity 


and Weight Management Certification.         


CSOWM 


Exam 


March 2017  September 2017 March 2018  Total 


Certified 
Applied  Tested Passed  Applied  Tested  Passed Applied Tested Passed  


Registered 


Dietitians 


167 138 97 155 108 75 154 113 85  257 


Nurse 


Practitioners 


3 2 1 14 5 3  13 10 4  8 


Exercise 


Physiologist 


4 1 0 7 1 0 5 2 1  1 


Physician 


Assistant 


- - - 1 0 - 3 3 2  2 


Licensed 


Clinical 


Social 


Worker 


- - - 1 1 1 - - -  1 


Licensed 


Clinical 


Psychologist 


- - - - - - - - -   


Totals 174 141 98 178 115 79 175 128 92  269 


 % Passing 70% % Passing 69%     %Passing 72%   



https://www.cdrnet.org/interdisciplinary
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Scholarship Funding  


At its April 2018 meeting CDR approved funding in the amount of $230,000 to provide ten 


$10,000 Doctoral Scholarships, twenty $5,000 Diversity Scholarships and the $30,000 Academy 


Foundation administrative fee. In the FY 2019 budget year. Seventy Doctoral scholarships have 


been awarded since the inception of this program in 2011. Fifty-six RDs have completed their 


Doctoral degree. Based on a recent survey of scholarship recipients the majority are employed in 


academic institutions.   


 


Continuing Professional Education Approval Criteria 
 


At its recent meeting, the Commission passed the following motion amending the current 


continuing professional education approval criteria. 


Move that all continuing professional education activity types (excluding academic coursework) 


addressing diet and nutrition topics, include an RD or DTR in program planning.*  This policy 


change is effective for continuing professional activities offered on or after June 1, 2018 and for 


CDR credentialed practitioners recertifying or beginning a new recertification cycle on or after 


June 2, 2018.  


 


*Academic Coursework, and CPE activities offered by American Board of Medical Specialties 


(ABMS), American Academy of Family Physicians (AAFP), American Academy of Nurse 


Practitioners (AANP), American Academy of Physician Assistants (AAPA), Organizations 


accredited by the Accreditation Council for Continuing Medical Education (ACCME), 


Organizations accredited by the Accreditation Council for Pharmacy Education (ACPE), 


American Nurses Credentialing Center (ANCC), American Psychiatric Association (APA), 


American Psychological Association (APA), American Public Health Association (APHA), 


pharmacy, dentistry, and speech language pathology societies and associations are excluded from 


this requirement. 


 


Continuing Professional Education “Secret Shopper” Program 


CDR’s Competency Assurance Panel has recently implemented a “secret shopper” for self-study 


continuing professional education programs that are offered by CDR accredited providers or 


prior approved by CDR. “Secret shoppers” have been from past CDR Commissioners, and past 


CDR Panel, Committee and Task force members.  This program will assist in monitoring 


compliance with CDR’s continuing professional education self-study approval criteria.  


 


Advanced Practitioner in Clinical Nutrition Certification Update  


 Fifty-three registered dietitians have successfully completed the Advanced Practice in 


Clinical Nutrition examination. The next examination administrations will be in 


November 2018.   


 At its October 2017 meeting the Commission discontinued the application fee based on 


survey feedback indicating that the application fee was a barrier for prospective 


applicants.   The examination fee is $450. 


 This new certification has been promoted with direct e-mail notifications, DPG 


newsletter ads, Academy Journal ads and FNCE activities.  
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Exam dates, fee and deadlines are available at the following 


link:  https://www.cdrnet.org/advanced-practice-examination-dates-and-fee-schedule 


 


 


Ethics Toolkit  


The Joint Academy/CDR Ethics Committee has updated the Ethics Education Facilitator’s Guide 


to educate CDR credentialed practitioners and Academy members on the 2018 Code of Ethics 


for the Nutrition and Dietetics Profession 


This Guide offers an overview of the Academy/CDR Code of Ethics along with guided 


discussion and is not intended to be an in depth study of professional ethics. Although facilitators 


are welcome to adapt time frames to their individual schedules, the script, activities and handouts 


in this Guide have been designed for a two hour presentation. 


 Ethics Education PowerPoint Presentation 


 Facilitator's Script for the Ethics Education PowerPoint Presentation 


 Facilitator's Guide Handouts 


The ethics resources may be downloaded and used by all nutrition and dietetics practitioners for 


personal use only and are not available for resale or any commercial use. 


Upcoming Certificate of Training Programs 


Certificate of Training in Childhood and Adolescent Weight Management  


November 1–3, 2018 ~ Pittsburgh, Pennsylvania 


Registration Fee: $370.00 


CPE Hours Awarded: 35 


For registration information and to view the certificate requirements, timeline, registration 


deadlines and agenda: cdrnet.org/weight-management-childhood-adolescent-program 


Additional programs include: 


May 9-11, 2019 


Milwaukee, Wisconsin 


Registration will open Fall 2018 


Certificate of Training in Obesity Interventions for Adults  


October 18 – 19, 2018 ~ Washington, DC 


For registration information and to view the certificate requirements, timeline, and registration 


deadlines: cdrnet.org/obesity-interventions 


 



https://www.cdrnet.org/advanced-practice-examination-dates-and-fee-schedule

https://www.eatrightpro.org/-/media/eatrightpro-files/practice/code-of-ethics/2018-ethicseducationfacilitatorsguide.pptx?la=en&hash=B3402DD8154D441086EFBBEDC84DD14560E38A5F

https://www.eatrightpro.org/-/media/eatrightpro-files/practice/code-of-ethics/2018-ethicseducationfacilitatorsguidescript.pdf?la=en&hash=4C03A8D13808491AE6DE5467D1A3B59EDE2E717D

https://www.eatrightpro.org/-/media/eatrightpro-files/practice/code-of-ethics/2018ethicseducationfacilitatorsguidehandouts.pdf?la=en&hash=D7B618971FBFFF101F7B5B0C2124B31253012F21

https://cdrnet.org/weight-management-childhood-adolescent-program

http://mailer.eatright.org/t/58587/48741543/61338/54/
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Additional programs include: 


March 14-15, 2019 


St. Louis, Missouri 


 


April 12-13, 2019 


Raleigh, North Carolina 


 


June 21-22, 2019 


Long Beach, California 


Registration will open Fall 2018 


 


CDR Sponsored Sessions-FNCE 2018 
 


Sunday, October 21, 2018  
 


8:30 am – 4:30 pm  


CDR Informational Booth & Help Center  


Walter E. Washington Convention Center ~West Salon GHI – Level 1  
 


10:00 – 11:30 am  


The Registration Examination Experience  


Marriott Marquis Washington ~ Independence A-D  
 


1:00 – 2:30 pm (Commissioners to be introduced at beginning of session.)  


CDR Forum*  


Marriott Marquis Washington ~ Independence E-H  


Presiding Officer: Linda M. Gigliotti, MS, RDN, CDE  


Roundtable Topics:  


-level Registration Examinations  


 


 


 


 


 
 


3:10 – 3:25 pm 


Her Personal Examination Preparation and Testing Experience (FNCE Learning Lounge)  


Walter E Washington Convention Center ~ Room TBD  
 


5:30 – 7:00 pm  


CPE Accredited Provider Reception  


Walter E Washington Convention Center ~ Room 304  
 


Monday, October 22, 2018  
8:30 am – 4:30 pm  


CDR Informational Booth & Help Center  


Walter E. Washington Convention Center ~West Salon GHI – Level 1  
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9:00 – 10:30 am  


PDP Competency Session  


Marriott Marquis Washington ~ Le Droit Park & Shaw  


 


Tuesday, October 23, 2018  
8:30 am – 1:00 pm  


CDR Informational Booth & Help Center  
Walter E. Washington Convention Center ~West Salon GHI – Level 1 


 


 


 


 


 


 


 


 


 


 


 


 


 


Commission Chair – Linda Gigliotti, MS, RDN, CDE 


Staff Liaison - Christine Reidy, RD, creidy@eatright.org  


 


 



mailto:creidy@eatright.org
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As part of ongoing honors process review, the 2017-2018 Academy Honors Committee reviewed 
the Honors Committee Policy, approving the revised policy on their May 2018 conference call.  
The revisions include: 
 


• The committee approved a new award proposal from the 2017-2018 Diversity 
Committee: the Excellence in Practice: Diversity Promotion Award. Award qualifications 
and scoring criteria are included in attachment 1. 


• The committee revised the number of years Honorary Members receive complimentary 
FNCE registration after their award year from the current ten years to five years.   


 
An updated National Honors and Awards Policy comprises attachment 2. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
SUBMITTED BY: Donna Martin and Barbara Visocan 
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Attachment 1 


 
Established in 2018, the Academy of Nutrition and Dietetics’ Excellence in Practice: Diversity 
Promotion Award recognizes an outstanding Academy member who has creatively worked to 
promote diversity in the nutrition and dietetics practice. The purpose of the award is to recognize 
outstanding contributions made by an individual to foster diversity in the nutrition and dietetics 
practice. Diversity is defined in accordance with the Academy’s accepted definition: Diversity 
recognizes and respects differences in culture, ethnicity, age, gender, race, creed, religion, 
sexual orientation, physical ability, politics, and socioeconomic characteristics. This award is 
bestowed annually. 


Qualifications 
• Bestowed to a member of the Academy, in good standing, with a minimum of five years 


of Academy membership in any category. 
• Demonstrated innovation, creativity and leadership in excellence in diversity. 
• Exceptional professional performance, including contributions to the advancement of 


diversity and leadership achievements in nutrition and other health focused organizations 
• Has not previously received the Excellence in Practice: Diversity Promotion Award.   


 
Please use the following criteria when scoring each nominee. (100 points max) 


(For each candidate, please select a single number (with 1 as the lowest score) on each criterion scale). 


1. Exceptional performance in diversity. (50 points total) 
a. Plays a leading role in the profession of food, nutrition and dietetics as a change 


agent, adapting food, nutrition and dietetics environments and/or enhancing 
awareness of the need to promote diversity and cultural competence (10 points) 


b. Serves as a thought leader and recognized advocate for diversity and cultural 
competence. (10 points) 


c. Sets strategic direction, advances strategies, implements actions and demonstrates 
outcomes to ensure that goals related to diversity in the nutrition and dietetics 
profession are achieved. (10 points) 


d. Teaches, educates and motivates students, professionals and/or the public on 
diversity and/or has been a mentor to nutrition and dietetics professionals of 
diverse backgrounds (10 points) 


e. Plays a leading role in advancing diversity and cultural competence efforts 
outside the work setting and outside the Academy, i.e. outside the national, 
affiliate, district and organizational unit arena. (10 points) 


2. Contributions to the achievement of diversity. (30 points total) 


EXCELLENCE IN PRACTICE: DIVERSITY 
PROMOTION AWARD 
  


2 
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a. Publications and authored manuals, books and/or documents that assist the 
nutrition and dietetics professional, student or the public in diversity. (10 points) 


b. Presentations on diversity given at an advanced level, materials/information are 
presented in an innovative and creative method (consideration should be given to 
the audience and/or whether the nominee is the featured speaker and/or invited 
presenter). (10 points) 


c. Media topics are offered in a user-friendly manner and promote diversity in a 
positive way, and have successfully reached a targeted audience. (10 points) 


3. Leadership achievements in nutrition and other health focused organizations. (20 points 
total) 


a. District (local), state and national Academy or affiliate offices held should 
demonstrate the nominee's dedication to the promotion of diversity in practice OR 
non-Academy elected or appointed offices held should show the nominee's 
advancement of diversity in nutrition and dietetics practitioners and promotion of 
diversity in nutrition, dietetics and foodservice. (10 points) 


b. Honors and awards for professional achievements listed support the nominee's 
high level of professionalism and contribution to diversity. (10 points) 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
 
 
 


3 
 







Attachment 1.7 


Attachment 2 
 


 
 
 
 
 


 
 
 
 
 
Effective Date: 1999 
Revision Dates: 5-16-11, 6-5-12, 
3-2014, 9-2014, 11-2014, 5-
2015, 8-2016, 9-2017, 9-2018 
Approved: Board of Directors: 
6-9-11, 10-10-12, 3-28-2014, 10-
2014, 1-2015, 10-2015, 9-2016, 
9-2017 


SUBJECT: Academy National Honors and Awards Policy 
 
POLICIES: 
 
I. Award Establishment and Selection: The Board of Directors establishes the official 


honors and awards bestowed by the Academy, approves selection procedures, and 
approves annual nominees. 


 
PROCEDURES: 
 
Award Eligibility: 
 
Board of Directors Eligibility  No member of the Academy/Foundation Boards of Directors 
may at the time of honors and awards selection and/or presentation be eligible to receive an 
Academy honor or award. This includes those on the ballot for the following year; if a Board 
nominee is elected, he/she is not eligible for an award. Recognition of Service will be awarded to 
the Board of Directors. 
 
Members of the Academy/Foundation Boards of Directors are eligible to receive a national 
Academy honor or award after three (3) years upon completing their term of service, with the 
exception of the public member who may be eligible immediately after completing their term of 
office. 
 
Selection Committee Eligibility – No member involved in the selection process for an honor or 
award may be eligible to receive an Academy honor or award during their term of service.  
Recognition of Service will be awarded as appropriate. 
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Candidate Eligibility – A member will be eligible to receive a maximum of one honor or award 
per year, except for the Trailblazer award. The intent of the Honors and Awards program is to 
recognize a diverse group of qualified candidates. Candidates cannot be nominated 
posthumously, unless an Intent to Nominate has been previously submitted. 
 
A member is eligible to receive the same type of award at different points in their career 
contingent that they are in different areas, e.g. Academy Excellence in Practice Awards. 
 
Nominator Eligibility – The person nominating a candidate for a national award must be a 
current Academy member. Members of the Academy/Foundation Boards of Directors are not 
eligible to nominate candidates for honors or awards. 
 
Employer Eligibility – Employers of the Board of Directors or award selection committee 
members are eligible to receive awards while their employees are serving the Academy. 
 
Intent to Nominate – Nominators will be instructed to submit their name, the name of the 
nominee, and the name of the award via the Honors electronic platform by January 15. 
 
Letters of Support – No current members involved in the selection process for an honor or award 
including the Academy/Foundation Boards of Directors may provide a letter of support for 
Academy honors and awards nominations. Academy Staff may not write letters of support for 
National Honors and Awards nominees. Letters of support should not duplicate a candidate’s 
curriculum vitae. Each supporting letter should highlight one or more different aspects of the 
candidate’s qualifications for an award and/or a unique contribution to practice, exceptional 
service to the profession, or inspirational leadership from the perspective of the writer. 
 
Candidate Selection – Members of the Honors Committee may nominate candidates for honors 
and awards in the event of insufficient nominations from the membership.   
 
Cut Score – A minimum score of 75% is required to be considered for a national Academy honor 
or award. If a nominee does not meet the minimum score, she/he will not be considered for the 
award. If none of the nominees for a specific award meet the minimum score, the Honors 
Committee may either decide not to declare an award recipient that year, or to review the award 
nominees on a case by case basis to select a recipient. 
 
Academy Publication/Program – No Academy publication or program will be eligible for an 
Academy honor or award. 
 
II. Establishing New Honors and Awards 
 
Responsibility and Authority: A proposal for a new, national Academy honor/award may be 
submitted by any member or organizational unit. The proposal must be submitted to the Honors 
Committee of the Board of Directors. The Honors Committee will recommend approval or denial 
of the proposal to the Board of Directors. 
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Content of a Proposal: All proposals for new honors/awards must contain the following 
information: 


1. Purpose of the honor/award 
2. Rationale why the current honors/awards do not meet this purpose 
3. Form of honor/award 
4. Sponsors of the honor/award 
5. Method and criteria for selection 
6. The requisites associated with the honor/award 
7. Financial impact and funding source 


 
 


III. Administration of Awards 
 


Academy National Honors and Awards are the Copher Award, Cooper Lecturer, Honorary 
Member, Medallion Awards, Trailblazer Award, Media Excellence Award, Outstanding Social 
Media Award and Excellence in Practice Awards (see attachment for descriptions, qualifications, 
and presentation specifics). 
 
Benefits Received by Award Recipients:  Benefits (e.g., honoraria, travel, lodging, etc.) 
received by recipients varies by honor or award. Attachment B summarizes the current benefits. 
 
Establishment of Criteria: The Honors Committee will recommend the procedures and criteria 
for selecting the recipients to the Board of Directors. Any proposal for a change in an established 
honor/award must be submitted to the Honors Committee for review. 
 
Solicitation of Nominations: The Honors Committee will publicize the selection criteria and 
procedures for selecting the recipients of these honors/awards and will solicit nominations from 
the entire membership. Multichannel communication vehicles are used annually to promote the 
program, provide an overview of the nomination process, and offer suggestions for a successful 
submission. 
 
Selection of Recipients: The Honors Committee will recommend recipients for these awards to 
the Board of Directors.  
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Academy National Honors and Awards: Description, Qualifications and Presentation 


Award/Description Qualifications Presentation 
Marjorie Hulsizer Copher Award 
The Marjorie Hulsizer Copher Award is the highest 
honor the Academy of Nutrition and Dietetics bestows 
on one of its members. The Copher Award honors an 
Academy member who has contributed to the 
profession through extensive, active participation and 
service at all levels of the Academy. The recipient of 
the Copher Award is someone whose unique 
contributions to the profession have created new 
opportunities for registered dietitian nutritionists and 
nutrition and dietetics technicians, registered, inspired 
others to take on leadership roles, and promoted the 
Academy’s mission, vision and values. 


a. A member of the Academy 
b. Has demonstrated extensive Academy leadership and 


involvement at national, state and district levels 
c. Has recognized professional competence in nutrition and 


dietetics practice such as: (a) writing (author, editor, etc), (b) 
scientific research, (c) management, (d) education,  
(e) clinical, community, and/or legislative advocacy 


d. Has been a source of inspiration to other members to assume 
leadership roles 


e. Has been a trailblazer for the profession, such as created 
new opportunities for dietitians or technicians 


f. Has contributed uniquely to the advancement of the 
profession and/or promoted the Academy’s mission, vision 
and values 


g. Has demonstrated devotion to the high standards of the 
profession  


Presentation of the Marjorie Hulsizer 
Copher Award is made at one of the 
three keynote sessions (e.g., 
Opening Session) at the Food & 
Nutrition Conference & Expo 
(FNCE) to emphasize the 
significance of this honor. The 
recipient has (five) 5 minutes to 
speak at the designated session. The 
recipient also receives recognition in 
the FNCE app. 


Lenna Frances Cooper Memorial Lecture 
The Academy of Nutrition and Dietetics’ Lenna 
Frances Cooper Memorial Lecture honors an Academy 
member who has been recognized as a notable and 
inspiring speaker. The member chosen to deliver the 
Cooper Memorial Lecture is an experienced speaker 
with the ability to communicate expert knowledge to a 
broad audience, as well as a dedicated Academy 
member whose unique experiences and contributions to 
the profession make him or her a role model in the field 
of nutrition and dietetics. 


a. A member of the Academy 
b. Be a recognized speaker: 


••  Ability to relate area of expertise to a broad audience 
••  Spoken to diverse professional groups within the last 


three (3) to five (5) years 
••  Reputation as a speaker of note 


c. Has professional recognition and conduct: 
••  Contribution to the profession through service at the 


national, state, dietetic practice or member interest 
(DPG/MIG) groups or district/local levels 


••  Unique experiences which are of unusual interest to the 
profession 


••  Source of inspiration and outstanding role model 
d. Topic to be selected by the speaker should be of widespread 


interest to Academy members and one normally associated 
with the speaker’s work 


The Cooper Lecture is presented as a 
featured session during the general 
program (either Sunday, Monday or 
Tuesday) at the Food & Nutrition 
Conference & Expo. After the 
selection of the Cooper Lecturer, the 
Director, Professional Development, 
works with the honoree (who is 
chosen 1 year prior to the 
presentation) to coordinate all 
session logistics, including 
honorarium and benefits, as well as 
any necessary deadlines prior to the 
presentation and consistent with 
FNCE policy. The video of the 
presentation will be available to all 
members on the Journal’s Web site. 
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Award/Description Qualifications Presentation 
Medallion Awards 
The Academy of Nutrition and Dietetics’ Medallion 
Awards, given each year since 1976, honor Academy 
members who have shown dedication to the high 
standards of the nutrition and dietetics profession 
through active participation, leadership, and devotion 
to serving others in nutrition and dietetics, as well as 
allied health fields. Several awards are given each year 
to those members whose dedication to the Academy 
and service to the profession serve as an example to all. 
 
No more than three (3) former BOD members may 
receive this award in any given year. 


a. A member of the Academy for a minimum of 10 years 
b. Has contributed to the profession: 


••  exceptional service to the Academy at the national, state, 
dietetic practice and member interest (DPG/MIG) groups 
and district/local levels 


••  exceptional service to other food and nutrition 
organizations 


••  outstanding professional leadership abilities at all levels 
of the profession and the community 


••  instrumental in moving the profession forward 
c. Has demonstrated characteristics such as: 


••  dedication to high standards for the profession 
••  source of inspiration and outstanding role model 
••  promotion of the registered dietitian nutritionist and food 


and nutrition 
••  service to others in allied fields and the community 


Awards are presented to Medallion 
recipients at the invitation-only 
Honors Breakfast where they each 
have (one) 1 minute to speak. 
Acknowledgement of the Medallion 
Awards is also made at one of the 
three keynote sessions at the Food & 
Nutrition Conference & Expo to 
emphasize the significance of this 
honor. Recipients are provided a 
stage walk and acknowledgement by 
the Academy President during this 
keynote session opportunity (e.g., 
Member Showcase). The recipient 
also receives recognition in the 
FNCE app. 


Excellence in Practice Awards 
The Academy of Nutrition and Dietetics’ Excellence in 
Practice Awards recognize outstanding registered 
dietitian nutritionists and nutrition and dietetics 
technicians, registered, who have demonstrated 
innovation, creativity, and leadership in a specific area 
of practice. The awards are given in several practice 
categories, including Clinical Practice; Community 
Dietetics; Consultation and Business Practice; Dietetics 
Education; Dietetic Research; Dietetic Technician, 
Registered; Diversity Promotion; and Management 
Practice, to honor Academy members who have 
demonstrated exceptional performance, contributed to 
the advancement of practice, and been effective and 
inspiring leaders in nutrition-related organizations. 


a. A member of the Academy 
b. A registered dietitian nutritionist or a nutrition and dietetics 


technician, registered 
c. Demonstrated innovation, creativity and leadership in 


excellence in the specific area of practice for which they are 
nominated 


d. Exceptional performance in practice, contributions to the 
advancement of practice and leadership achievements in 
nutrition related organizations 


e. Eligibility is limited to one (1) Excellence in Practice award 
per year 


f. Eligible to receive an Excellence in Practice award at 
different points in one’s career contingent that the award is 
in a different practice area 


The Excellence in Practice Awards 
are presented live at one of the 
general sessions at the Food & 
Nutrition Conference & Expo. A 
session is chosen that most closely 
aligns with the award recipient (e.g., 
a session where the awardee is 
presenting or a DPG developed 
session if that group was the 
nominator). Recipients are provided 
verbal acknowledgment at the 
specified session, are noted in the 
FNCE app, and given slide 
recognition at one of the FNCE 
keynote sessions (e.g., Member 
Showcase). 
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Award/Description Qualifications Presentation 
Media Excellence Award 
Established in 1987, the Academy of Nutrition and 
Dietetics’ Media Excellence Award is presented to an 
individual reporter, publication or program for 
consistent, high-quality nutrition reporting. Recipients 
of the Media Excellence Award cover current issues 
and concerns with balance and perspective, are 
scientifically accurate, regularly cite Academy 
positions and materials and quote Academy members 
as experts, present nutrition information creatively, and 
reach a wide audience. 


a. Covers current issues and concerns with balance and 
perspective 


b. Is scientifically accurate 
c. Regularly quotes/positions nutrition and dietetics 


professionals of the Academy as experts 
d. Has broad audience reach 
e. Is creative in presentation 
f. Candidates encouraged to provide links to online media 


and/or Web sites 
g. Cites the Academy in Web, script, and print usage of 


Academy materials 
(Note: advertising, special advertising sections or advertorials are 
not eligible for consideration) 


The Media Excellence award is 
presented at a FNCE general or 
keynote session that is selected in 
conjunction with the Chief 
Communications Officer. The 
recipient also receives recognition in 
the FNCE app.  


Outstanding Social Media Award 
Established in 2017, the Academy of Nutrition and 
Dietetics’ Outstanding Social Media Award recognizes 
creative, innovative and effective engagement with the 
public through social media platforms and blogs. 
Recipients of the Outstanding Social Media Award 
consistently produce original and on trend content that 
is accessible to the public, respectful of all users and 
includes creative uses of rich media to support their 
messaging. 
 


a. A member of the Academy. 
b. The social media profile(s) and/or blog(s) must be accessible 


to the public. 
c. Posting and engagement should be regular and consistent. 
d. Content should be on trend and original (written/produced by 


the nominee). 
e. Activity should include creative uses of rich media (memes, 


gifs, artwork) to support messaging. 
f. Nominee must demonstrate respect and civility to all users. 


The Outstanding Social Media 
award is presented at a FNCE 
general or keynote session that is 
selected in conjunction with the 
Chief Communications Officer. The 
recipient also receives recognition in 
the FNCE app. 
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Award/Description Qualifications Presentation 
Honorary Membership 
The Academy of Nutrition and Dietetics has been 
granting honorary membership to non-members for 
their distinguished contributions to the field of nutrition 
and dietetics since 1920. Since 1954, the Academy has 
generally awarded honorary membership to two non-
members every year based on their professional 
knowledge, technical expertise and promotion of the 
Academy’s mission, vision and values. Those chosen 
as honorary members have demonstrated goodwill 
through notable national or international service, 
promoted registered dietitian nutritionists and nutrition 
and dietetics technicians, registered, as contributors to 
the optimal health and nutritional status of the public 
and aided in the advancement of the profession and the 
Academy. 
 
Note: In exceptional years, Honors Committee may 
bring forward three nominees for Honorary 
Membership. 


a. Has never held Academy membership and/or the RDN/RD 
or NDTR/DTR credentials. 


b. Has made distinguished contributions to nutrition and 
dietetics through: 
••  professional knowledge 
••  technical expertise 
••  promotion of the Academy's mission, vision and values 


c. Has demonstrated goodwill through notable national or 
international service through: 
••  the advancement of the profession 
••  the advancement of the Academy 


d. Has promoted Academy members as contributors to the 
optimal health and nutritional status of the population. 


 


Presentation of Honorary 
Membership in the Academy is 
made at one of the three keynote 
sessions at the Food & Nutrition 
Conference & Expo (e.g., Member 
Showcase) to emphasize the 
significance of this honor. Each 
recipient has one (1) minute to speak 
at the designated session. The 
recipient also receives recognition in 
the FNCE app. 


Trailblazer Award 
Jointly bestowed by the Academy of Nutrition and 
Dietetics (Academy) and the Institute of Food 
Technologists (IFT), the Trailblazer Award recognizes 
exceptional leaders who have advanced the science at 
the nexus of nutrition/dietetics and food science for at 
least five (5) years. This award is conferred upon a 
leader, preferably a joint member of the Academy and 
IFT, who has demonstrated innovative contributions to 
improve health among underserved populations 
through a least one aspect of food science and 
technology, and has exhibited intellectual courage in 
research, instruction and/or communication at this 
intersection. 


a. Member of the Academy or IFT 
b. Has at least five (5) years of experience since receiving 


his/her last academic degree 
c. Has demonstrated and documented impact of 


contributions at the food science and nutrition nexus 
d. Has demonstrated and documented inspirational 


leadership among colleagues and collaborators. 


The Trailblazer Award will be 
presented on an annual basis, 
alternating between Academy and 
IFT annual meetings. The first award 
was presented at the June 2014 IFT 
annual meeting. The recipient is 
offered his/her own presentation, not 
to exceed 45 minutes in length, at 
the respective organization’s annual 
meeting. The video of the 
presentation will be available to all 
members on the Journal’s Web site. 
The Trailblazer Award recipient will 
receive $2,500 and a plaque. 
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Attachment B 


 
Honors and Awards Recipient Benefits 


 
• All Academy National Honors and Award recipients receive complimentary Food & 


Nutrition Conference & Expo (FNCE) registration 
• Copher, Cooper, Honorary Member, Medallion, and Trailblazer award recipients receive 


lodging, transportation, and subsistence reimbursement 
• Excellence in Practice and Media Excellence award recipients receive a complimentary 


Academy Foundation Gala ticket 
• The Copher award recipient receives an honorarium provided by the Barnes Jewish 


Hospital 
• The Trailblazer award recipient receives $2,500, with the cost split between the Academy 


and IFT, complimentary FNCE/IFT annual meeting registration, lodging, transportation, 
and subsistence reimbursement 


• Honorary Members receive complimentary FNCE registration for five (5) years after 
award year 
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FINANCE AND AUDIT COMMITTEE POLICIES 


BOARD OF DIRECTORS MEETING 


SEPTEMBER 6-7, 2018 


 


 
 


As a responsibility of the Finance and Audit Committee, financial policies are regularly reviewed 


to ensure they still meet the needs of the business. All policies have been reviewed.  The 


following policies have been modified and are attached for Board approval; 


 


- Insurance Policy 


- Line of Credit Policy 


- Purchasing Policy 


- Record Retention Policy 
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INSURANCE POLICY 


Effective Date: 7/02 


Revision Date: 6/18 


Review Date: 8/20 


POLICY: 


This policy ensures that the Academy of Nutrition and Dietetics (Academy), Academy of 


Nutrition and Dietetics Foundation (ANDF), Commission on Dietetic Registration (CDR) 


Accreditation Council for Education in Nutrition and Dietetics (ACEND), Dietetic Practice 


Groups (DPGs), Member Interest Groups (MIGS) and Academy of Nutrition and Dietetics 


Political Action Committee (ANDPAC) have the appropriate types and levels of Insurance to 


protect them from legal and financial risks.    


PROCEDURES: 


The management of the insurance needs for the Academy of Nutrition and Dietetics and its 


associated affiliates, as defined above, are to be managed by the Academy staff and combined 


wherever possible to leverage the size and scope of the Academy, Academy Foundation, CDR, 


ACEND, DPGs, MIGS and ANDPAC. 


 The insurance required by the Academy will include, but not be limited to:


 Directors and Officers Insurance


 General Liability Insurance


 Worker’s Compensation Insurance


 Affiliate Directors and Officers Insurance


 Convention Cancellation Insurance


 Cyber Insurance


 Insurance must be reviewed at the time of renewal to validate the coverage is adequate to


meet the needs all organization under the Academy umbrella as defined above. Material


changes in insurance coverage will need to be presented to and approved by the Finance and


Audit Committee.


 The Finance and Audit Committee will review the performance of the Insurance Agency


managing the Association’s insurance needs annually or sooner if the situation warrants. If


applicable, a RFP should be developed and distributed for the sole intent of replacing the


Insurance Agent.


 Insurance should be provided to the State Affiliates as defined by the Affiliate agreement


with the Academy.


 Every seven years, or sooner if the situation warrants (see item above), a RFP for the


management of the Academy’s Insurance needs should be developed and distributed.


Deleted: Academy’s 
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 LINE OF CREDIT POLICY 
  


 
 


 


Effective Date: 11/14 


Revision Date: 06/18 


Review Date: 06/20 


 


 


POLICY: 


 


The purpose of the Line of Credit policy is to allow the Academy to enter into a Line of Credit 


with their banking institution.  This should be done with the sole purpose of allowing for the use 


of short-term loans in the event it is necessary to manage the day-to-day business operations. 


 


 


PROCEDURES: 


 


 The Chief Financial Officer may enter into a line of credit with the approval of the Chief 


Executive Officer. 


 


 The Line of Credit may not exceed $2,000,000.   


 


 Any request for, or use of, the line of credit must be reported to the Finance and Audit 


Committee. 


 


 Staff must provide a monthly update on the Line of Credit for any period in which there 


is an outstanding balance. 


 


 Since the Line of Credit is to ensure that the Academy can bridge the cash requirements 


and not force decisions within the investment reserve that may negatively affect returns 


within the reserve, the draw from the Line of Credit must be repaid within 90 days. 


 


 The Academy may extend the 90-day limit.  However, it cannot be done without the 


approval of the Finance and Audit Committee. 


 


 Any draw from the line of Credit must be repaid by the end of the fiscal year in which the 


draw has been taken. 


 


 The Chief Executive Officer and Chief Financial Officer are responsible for assuring that 


the line of credit is used only as described in this policy.


Formatted: List Paragraph,  No bullets or numbering
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PURCHASING POLICY   


 


 


 


 


 


Effective Date:  8/02 


Revision Date:  06/18 


Review Date:  06/20 


 


POLICY:  Purchasing Requisitions, Purchase Orders, Contracts 
 


All requests for purchases (including Contracts) initiated for Academy by staff or volunteers, except 


those cases listed below, must follow specific purchasing procedures.  Goods or services exceeding 


$1,000 require a purchase order.   The purpose of the purchase order is to authorize the procurement of 


goods and services, prior to purchasing those goods and services, rather than the payment of goods and 


services already received.  The use of purchase orders provides: 


 


 


1. Written documentation of all terms of the purchase contract provided to the vendor. 


2. Confirmation to accept delivery of merchandise or verification that service has been rendered. 


3. Confirmation that invoices are legitimate. 


 


 


PROCEDURES 


 


To obtain a purchase order, an on-line purchase requisition must be generated by the individual or team 


responsible for the budgeted expense of each purchase and forward to  Accounting 


 


Once the Accounting receives the electronic purchase requisition, they will: 


 


- Ensure competitive bids are obtained (see below). 


- Review bids with requestor. 


- Assist in vendor selection. 


- Return to requestor, if additional approval is required. 


- Once the purchase requisition is approved,  Accountingwill generate a purchase order 


- If the vendor requires Academy to sign a contract, a contract approval form will be required (see contract 


section). 


- If the purchase requisition is for an independent contractor or consultant, a special agreement is also 


required (see contract section). 


- The Chief Financial Officer will sign the purchase order. 


- The purchase order will be distributed to the: 


 Vendor 


 Originator 


 Receiving party 


 


 


 


Deleted: 500.00


Deleted: the


Deleted: Purchasing Manager.  


Deleted: Purchasing Manager


Deleted: Obtain


Deleted: Determine 


Deleted: the
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Competitive Bids 


 


Competitive bids must be obtained by the requesting area, in conjunction with Accounting, for all 


products or services in excess of $1,000 before initiation of a purchase order.  Any exceptions must be 


submitted in writing and approved by the Chief Financial Officer. 


 


Approval of Purchase Requisitions 


 


After bids are obtained, purchase requisitions must be approved on-line according to the following schedule: 


 


Budgeted Expenses 


 


Purchase Amount      Required Approval 


$501 - $5,000       Team Director 


$5,001 - $25,000      Group Vice President  


$25,001 - $100,000      Chief Financial Officer 


$25,001 - $100,000      Chief Operating Officer 


$100,001 - $200,000 CEO 


More than $200,000      Board of Directors 


 


Any exceptions to the above authorization levels require written approval from the Chief Financial Officer. 


 


Unbudgeted Expenses 


 


Purchase Amount      Required Approval 
Up - $3,000       Group Vice President 


$3,001 - $10,000 Chief Financial Officer 


$3,001 - $10,000 Chief Operating Officer 


$10,001 - $25,000      Chief Executive Officer 


$25,001 - $100,000      Finance and Audit Committee 


More than $100,000      Board of Directors 


 


An unbudgeted expense is when no funds were ever budgeted for a specific line item, or when the 


budgeted funds are already consumed or allocated. The amount authorized is the cumulative total for the 


fiscal year.   Please note, transferring funds from other line items is not allowed. 


 


Addendums 


 


A purchase order is a legal agreement between Academy and the vendor.  It is therefore necessary that 


any dollar revision to the original agreement exceeding $500 be reflected in a revision to the original 


purchase order through an addendum.  It is critical that vendors be instructed to inform Academy of any 


additional charges as they occur so that an addendum to the purchase order can be created.  The 


procedure to create an addendum is identical to that of a purchase order, identifying the original purchase 


order number in the 1st line of description. 


 


 


 


Deleted: by the Purchasing Manager or 


Deleted: the Purchasing Manager
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Purchases Not Subject to Purchase Requisition 


 


1. Any business related purchase or an addendum to an existing Purchase Order under $500. 


 Forward the invoice to the Accounting team with the appropriate project code and signature for 


approval as defined in the Approval of Purchase Requisitions section above. 


 


2. Company travel, lodging, and subsistence. 


 Record the business expense on an Academy expense form and forward it to the Accounting 


team, along with the appropriate back up, project code and signature for approval as defined in 


the Approval of Purchase Requisitions section above. 


 


3. Seminar fees, membership, professional publications, subscriptions. 


 Forward the invoice to the Accounting team with the appropriate project code and signature for 


approval as defined in the Approval of Purchase Requisitions section above.  Individuals may not 


approve their own membership or seminar fees. 


 


4. Prepaid postage and honorariums. 


 Fill out a check request and forward it to the Accounting team with the appropriate project code and 


signature for approval as defined in the Approval of Purchase Requisitions section above.  These 


items are subject to budget limitations. 


 


5. Office supplies purchased from the Academy approved supplier. 


 Fill out an Academy supply request form and forward to the Purchasing Manager with the 


appropriate project code and signature for approval as defined in the Approval of Purchase 


Requisitions section above. 


 Upon receipt of the invoice, forward to the Accounting team with the appropriate project code and 


signature for approval as defined in the Approval of Purchase Requisitions section above. 


 


6. High volume copying under $500. 


 Fill out an Academy duplication form and forward, with the copy job, to Document Technologies 


located in the mailroom. 


 Upon receipt of the invoice, review and approve and forward to the Accounting team for payment. 


 


Contracts 


 


Some purchases/vendors may require a contract in addition to a purchase order.  If so, the contract will be 


referenced in the Purchase Order.  Before the Purchase Order is issued, the requestor must obtain approval of 


the contract with the use of a "Contract Approval Form".  The Contract Approval Form must be approved 


based on the levels indicated in the Purchasing Policy, i.e. contracts between $5,000-$100,000 will require 


the Group Vice President's, Chief Financial Officer, and CEO's approval, while contracts between $5,000-


$25,000 only require the approval of the Group Vice President and the Chief Financial Officer.  After all the 


approvals have been obtained, the contract will be signed (based on the Purchasing Policy limits) and 


forwarded to the Accountingfor processing.  Examples are, but not limited to, lease agreements, meeting 


commitments, industry contracts, public relation services, search firms, trade publication royalties, Academy 


Deleted: CADEMY


Deleted: CADEMY


Deleted: Purchasing Manager  


Deleted: CADEMY
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Journal, etc.  Procedures for using an Independent Contractor or former Academy employee are identified 


below. 


 


 


 


 


Legal Review 


 


All new contracts should be reviewed by Chief Financial Officer before being signed.  The Chief Financial 


Officer will provide new contracts to outside legal counsel where appropriate.  If the current approved 


contract forms are being utilized, this step will not be necessary.  The Chief Financial Officer is responsible 


for the current standard contract form.  No outside legal Counsel should be entertained without the approval 


of the Chief Financial Officer. 


 


 


Independent Contractors 


 


All contracts for the services of an Independent Contractor or former Academy employee would require 


the same approvals as stated above and the approval of the "Independent Contractors Agreement", which 


serves as the contract.  The "Contract Approval Form" is again approved, based on the Purchasing 


Policy's limits.  The classification of an independent contractor or employee relationship with the 


Academy is defined by IRS guidelines and regulations.  To ensure that the IRS rules are met, all 


independent contractor agreements must be reviewed by the Director or HR prior to being signed 


and prior to the start of any work performed.  This would include any agreements or contracts 


with former Academy employees.  Guidelines to determine whether a new hire is an employee or 


an independent contractor include behavioral controls and financial controls related to the work 


that is being done.   


 


Behavioral control refers to the level of instruction provided.  This would include how, when and / 


or where to do the work, what tools or equipment to use, what assistants can be hired to help with 


the work and where to purchase needed supplies or services.  A second behavioral control would 


be training.  If the Academy provides the new hire with training about required procedures and 


methods to do the work, this would indicate that the new hire is an employee.  Financial control 


has three additional guidelines to consider.  The first financial control is whether the new hire has 


a significant financial investment of their own resources in the work that is done.  If not, then the 


person would be an employee.  Second, if the new hire is reimbursed for business expenses, then 


they are to be classified as an employee.  Finally, does the new hire have an opportunity to make a 


profit or loss from the work being done, as if they were running their own business? If not, then 


again they would be classified as an employee.   


 


After all the approvals have been obtained, the "Independent Contractor Agreement" will be signed based 


on the Purchasing Policy limits and forwarded to the Purchasing Manager  for processing. 


 


Former Employees as Independent Contracts 


 


Only employees who have left Academy voluntarily or due to a reorganization/layoff and have left in 


good standing will be considered for work as an independent contractor. Supervisors considering a 


Deleted: CADEMY


Deleted: CADEMY


Deleted: CADEMY


Deleted: CADEMY


Deleted: CADEMY


Deleted: CADEMY
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contract with a former employee must check with the Director of Human Resources before a contract is 


signed and work begins. 


 


 


DATE:  8/22/2018 


S:\PURCHASING\purchasing.ls 
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RECORDS RETENTION POLICY 


 


 


 


Effective Date: February 2003 


Revision Date: 06/18 


Review Date: 06/20 


C=CEO 


F=Foundation 


G=General Counsel (or equivalent) 


D=Chief Financial Officer 


X=Appropriate Team or Group 


 


TYPE OF RECORD RETENTION PERIOD STORAGE RESPONSIBILITY 


Accounts Payable Ledgers and 


Schedules 


 


At least 7 years D 


Accounts Receivable Ledgers 


and Schedules 


 


At least 7 years D 


ADAPAC Reports At least 3 years D&X (Policy, Initiatives & 


Advocacy) 


 


Annual Reports 


 


Permanently C&X (Marketing & 


Communication) 


Articles of Incorporation 


 


Permanently G 


Audit Reports 


 


Permanently D 


Bank Statements/ 


Reconciliations 


 


At least 7 years D 


Bylaws 


 


Permanently G 


Budgets 


 


At least 7 years D 


Capital Stock and Bond 


Records 


 


Permanently D 


Cash Books 


 


Permanently D 


Charts of Accounts 


 


Permanently D 


Checks, Cancelled 


 


At least 7 years D 


Contracts 


 


At least 10 years after the 


contract has expired if greater 


than or equal to $50,000 or a 


work for hire 


C&G (Appropriate Team) 
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TYPE OF RECORD RETENTION PERIOD STORAGE RESPONSIBILITY 


Contracts:   


Sponsorships 10 years post exp X (Marketing & Communication) 


 


   


Publication Contracts 10 years after contract has 


expired 


G &X (Publications team) 


Corporate Projects – Consumer 


Ed. 


 


10 years post exp X 


 


Vendors (Consultants, 


Researchers, Etc.) 


 


7 years post exp X) 


 


DPG/MIG Contracts 2 years post exp X (Practice Team) 


 


Contracts, Federal 


 


All hiring and employee 


records if greater than 150 


employees or federal contracts 


valued at $150,000 or more - 


retain for at least 2 years 


 


C&G 


 If less than 150 employees and 


federal contracts under 


$150,000 - retain for at least 1 


year 


 


C&G 


Copyright 


Registrations/Assignments 


 


Permanently G 


Deeds 


 


Permanently D&G 


Depreciations Records and 


Schedules 


 


At least 7 years D 


Donor Records 


 


At least 7 years D&F 


EEO-1 Reports 


 


At least 1 year; if the reports 


relate to a charge of 


discrimination, retain until 


final disposition of the charge 


 


X (Human Resources) 


Employee Expense Reports 


 


At least 3 years D 


Employee Retirement Income 


Security Act Plan 


Documents/Contribution 


Reports 


 


Permanently X (Human Resources) 


Deleted: Fact Sheets


Deleted: 10 years post exp


Deleted: X (Marketing & Communication)¶


Deleted:  (Marketing & Communication)


Deleted:  (Marketing & Communication
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TYPE OF RECORD RETENTION PERIOD STORAGE RESPONSIBILITY 


Employment Tax Records 


 


Employment tax records, 


including each employee’s 


Social Security number, pay, 


dates of payment, taxes 


withheld (including FUTA and 


FICA taxes) - retain for at least 


6 years 


D 


Employment Verification - 


Form I-9 and Related 


Documents 


 


The Employment Eligibility 


Verification Form I-9 (and 


related documents) required 


under the federal Immigration 


Reform and Control Act 


(IRCA) - retain for at least 3 


years from the date of hire or 


one year from the date of 


termination, whichever is later 


 


X (Human Resources) 


Ethics Complaints & Case 


Records 


 


At least 5 years X (Governance Team) 


Expense Analyses and 


Schedules 


At least 7 years 


 


D 


Family and Medical Leave Act 


Documents  


 


Employee records of FMLA, 


leaves taken and 


general/specific notices given 


to employees regarding FMLA 


leaves - retain for at least 3 


years 


 


X (Human Resources) 


Financial Statements, Audited 


 


Permanently D 


Garnishments 


 


At least 7 years D 


General Ledgers 


 


Permanently D 


Insurance 


Policies/Claims/Reports 


 


At least 1 year following the 


expiration of the time allowed 


for making claims under the 


policy; if the policies and 


related documents are the 


subject of litigation, retain until 


final disposition of the 


litigation 


 


D&G 


Health insurance policies, 


workers comp policies and claims 


should be retained by Human 


Resources if not the subject of 


litigation, by General Counsel if 


they involve litigation. 


Inventories, Records of 


 


At least 7 years D 


Invoices (both received by & 


issued by Academy) 


 


At least 7 years D 
Deleted: DA
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TYPE OF RECORD RETENTION PERIOD STORAGE RESPONSIBILITY 


Leases 


 


At least 10 years after the lease 


has expired 


 


D&G 


Legal Correspondence/ 


Litigation Files 


 


Permanently G 


Lobbying Documents Previous and current session of 


Congress 


X (Policy, Initiatives & 


Advocacy) 


 


Membership Records 


 


At least 3 years X (Membership) 


Minutes (BOD, Foundation, 


ACEND, CDR & HOD) 


 


Permanently X & F 


 


Minutes (Committees, DPGs, 


MIGs & Task Forces) 


 


LPPC and ADAPAC 


permanently 


 


Other committees & Task 


Forces at least 2 years 


 


X (Policy, Initiatives & 


Advocacy) 


Mortgages 


 


Permanently D&G 


Patent Materials 


 


Permanently G 


Pension/401k Plan Materials 


 


Permanently D&X (Human Resources) 


Petty Cash Records 


 


At least 7 years D 


Personnel Records 


 


General personnel records - 


including application forms 


(even if not hired), resumes 


(even if not hired), promotion 


and discharge papers, tests, 


physical exams, etc. - retain for 


at least 1 year. 


 


X (Human Resources) 


 For ex-employees, current 


general information - name, 


address, date of birth, Social 


Security number, occupation, 


pay rates and earnings - retain 


for at least 3 years. 


 


X (Human Resources) 


 If a charge of discrimination is 


filed with the Equal 


Employment Opportunity 


Commission or any other body 


- retain personnel records until 


final disposition of the charge 


X (Human Resources) & G 


Deleted: (Strategic Management/Governance) 
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TYPE OF RECORD RETENTION PERIOD STORAGE RESPONSIBILITY 


Planned Giving Documents Permanently F 


Polygraph Tests At least 3 years 


 


X (Human Resources) 


Property Appraisals 


 


Permanently D&G 


Property Records 


 


Permanently D&G 


Purchase Orders 


 


At least 10 years D 


Registration Eligibility and 


Related Records  


 


At least 5 years X (CDR) 


Real Estate Contracts/ 


Closing Documents 


 


Permanently D&G 


Releases 


 


At least 10 years X (Appropriate Team) 


Sales Orders (for Academy 


products) 


 


At least 1 year X (Member Service Center) 


Savings Bond Registration 


Records of Employees 


 


Permanently X (Human Resources) 


Scrap and Salvage Records 


 


At least 7 years D 


Tax Correspondence 


 


Permanently D 


Tax Returns and Worksheets 


 


Permanently D 


Trademark Registrations/ 


Assignments 


 


Permanently D&G 


Unemployment Insurance 


 


At least 5 years D&X (Human Resources) 


Wage and Hour Materials 


 


Payroll records, certificates, 


agreements, plans, notices, time 


cards, work-time schedules, 


wage rate tables, etc. - retain 


for at least 3 years 


 


D&X (Human Resources) 


Workers’ Compensation and 


OSHA Materials 


 


OSHA Form 200 (Log and 


Summary) and the 


supplementary record OSHA 


No. 101 and/or Workers’ 


Compensation Form 45 - retain 


for at least 5 calendar years 


following the end of the year to 


which they relate. 


X (Human Resources) 


Deleted: ¶
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TYPE OF RECORD RETENTION PERIOD STORAGE RESPONSIBILITY 


 Employee medical records if 


exposed to hazardous materials, 


employee hepatitis B 


vaccination status - retain for 


length of employment plus 30 


(thirty) years 


 


X (Human Resources) 


Electronic records 


 


Electronic records refers to all 


electronic communications such 


as, but not limited to, the 


following; 


 


- E-mails 


- Word processing 


documents 


- Spreadsheets 


- Databases 


Since these documents may be 


of various natures, they should 


be destroyed after completion or 


after the expiration of the 


retention period authorized and 


identified above, whichever is 


later. 


X 


 


Deleted:  
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                                                                                                                                                              Attachment 1.9 


Motions are removed at the end of each fiscal year from the tracking list if completed. 1 


MOTION TRACKING 


BOARD OF DIRECTORS MEETING 


SEPTEMBER 6-7, 2018       


 


 


 


 


Motion Follow-up Status 


February 4-5, 2011  


Move that the Academy Board aggressively support 


working with CMS to assure consistent application and 


uniformity in interpretation of the regulation concerning 


nutrition supplements and therapeutic diet orders. 


 


 


Significant progress has been achieved in overturning 


CMS’s regulatory impediments. Academy staff 


continues to provide resources and work closely with 


members to achieve adoption by their hospital medical 


staffs and with individual Affiliates to remove statutory 


and regulatory impediments to full implementation in 


hospitals, CAHs, and LTC facilities, which often require 


changes to state licensure statutes and concomitant 


opposition from other nutrition professionals’ 


organizations thereto. One last regulatory impediment is 


to obtain therapeutic diet ordering ability in renal 


dialysis facilities, which continues. Ongoing. 


October 7, 2015  


Move to accept the Council on Future Practice request to 


conduct a two year pilot for the Transforming Vision 


into Action award.  


The Council on Future Practice Workgroup completed 


year one of the award pilot program, with the project 


titled “The Use of Computer Assisted Instruction to 


Teach Nutrition Focused Physical Examination” 


selected by members as the first-ever recipient of this 


award. The project was submitted by Jennifer Tomesko, 


DCN, RD, CNSC from Rutgers Biomedical and Health 


Sciences. The winner was recognized at FNCE® 2017 in 


Chicago. The winner of the second year of the pilot, 


“Lao-American Nutrition Institute (LANI): Building 


Capacity through Nutrition Education that Changes 


Lives” (submitted by Joanna Cummings, MS, RD, 


CNSC and her team at Oregon Health & Science 


University), will be recognized at the Fall House of 


Delegates meeting in Washington, DC. Based on the 


experience from the first 2 years of the pilot, the Council 


plans to do a third-year before bringing any 


recommendations for the future of the award to the 


Board. 


May 12-13, 2016  


Move to declare 2016 as the International Year of 


Nutrition and Dietetics and publicize our efforts. Staff 


will approach Congress to ask for a resolution. 


  


COMPLETED 


It was reported at the November 2016 BOD meeting that 


Congress does not have the authority for International 


declarations. The resolution will now focus on support 


of the Second Century efforts. The U.S. Senate passed S. 


Res. 75, the congressional resolution commemorating 


the Academy’s Centennial. A companion measure, H. 


Res. 161 gained some support in the House of 


Representatives, and Academy members were asked to 


contact their representatives and ask them to cosponsor 


this measure. 
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Motion Follow-up Status 


September 20, 2016   


Move that the Lifelong Learning and Professional 


Engagement team work with the identified Board 


subgroup to identify needs of the Dietetic Practice 


Groups (DPGs) and the Academy to improve the DPGs 


effectiveness and efficiency, and then develop a plan to 


be presented to the Board.  


 


July 19, 2017 


Approve the proposed DPG business plan 


recommendations. 


Continued implementation of approved plan is underway 


and within targeted dates for FY18 deliverables. 


Internally, Academy staff is moving forward with 


adjustments to staffing, updated policies, streamlined 


contracts and improved training and leader development. 


The business plan is on track to be implemented as 


approved and interim updates will be provided to the 


BOD for further discussion and refinement, including 


the proposed FY20 management fee structure.  Further 


assessment is underway to develop a DPG leader virtual 


task force to provide input and guidance on re-


engagement at group and leader levels, create volunteer 


buy-in and assess reactions on the DPG program vision 


which will all directly influence the FY19 DPG 


communications plan. 


All FY19 efforts are on track for implementation as 


planned.  Currently, the DPG Communications Plan is c 


in draft development phase with the LLPE and Strategic 


Communications teams.  Once the draft is finalized from 


an operational perspective, staff will utilize the DPG 


task force to provide additional input, edits and 


recommendations for final inclusion.  Identification and 


invitation to the DPG Task Force will be implemented 


by October 2018. 


April 4, 2017  


Move to approve the Consumer Protection and 


Licensure Subcommittee/Legislative and Public Policy 


Committee recommended stance regarding health and 


wellness coaches minimum qualifications for providers 


of MNT. 


Academy teams are developing an integrated 


communications and education plan around this stance  


regarding health and wellness coaches and its 


commitment to strong objective standards and 


interprofessional collaboration for both our members and 


for other stakeholders whom we may engage on health 


and wellness policies, professional regulation, 


reimbursement, and interprofessional competencies. 


Ongoing. 


 


 


 


February 23, 2018 


Move that the Board accepts the report of the National 


Academy of Sciences-Engineering-Medicine Genetically 


Engineered Crops: Experiences and Prospects, May 


2016. 


COMPLETED 


Communications timeline was developed and the 


information was shared with members in June. 


May 11, 2018 


Move that the Board approve the new framework and 


creation of an Evidence Analysis Center. 


COMPLETED 


 







                                                                                                                                                              Attachment 1.9 


Motions are removed at the end of each fiscal year from the tracking list if completed. 3 


Motion Follow-up Status 


May 11, 2018 


Move to approve the creation of an Informatics DPG and 


implement with the previously discussed and BOD 


approved DPG model. 


 The Nutrition Informatics DPG has been meeting 


virtually with the self-identified volunteer members 


who participated in the development of the original 


DPG application.   


 


 DPG Relations staff have been in communication 


via email and scheduled, ongoing meetings to ensure 


announcement of the new DPG remains on target for 


FNCE® 2018.   


 


 The Nutrition Informatics DPG will have an 


Academy-funded booth to announce the new DPG at 


the FNCE®  2018 DPG/MIG Showcase where 


membership will identify and retain information of 


those interested in joining during the 2019-20 dues 


renewal process.   


 


Additionally, DPG Relations staff is working with the 


DPG volunteer leaders to appoint a working executive 


committee for the inaugural year (June 1, 2019 launch) 


and to develop a proposal for the FNCE® 2019 Call for 


Educational Sessions that will run from September 1 – 


November 15, 2018. 


July 19, 2018 


Move to approve the Model Practice Act as amended.  
COMPLETED 
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BOARD OF DIRECTORS  
2018-2020 MEETINGS CALENDAR     
 


 


 
 
 


   


DATE MEETING LOCATION 


October 19-20, 2018 HOD Fall Meeting 
 


Washington, DC 


October 20-23, 2018 
 


Food and Nutrition Conference & Expo Washington, DC 


October 23-24, 2018 
 


Public Policy Workshop 
(M. Russell, T. Raymond, D. Martin, M. Kyle,  
D. Heller, D. Polly, S. Brantley, P. Babjak) 
Other Board members, as schedule permits 
 


Washington, DC 


January 11-13, 2019 HOD Winter Planning Meeting (HLT Members) 
 


Chicago, IL 


Friday, January 18, 2019 
-     11:00 am - 1:00 pm CT 
 


Board of Directors Business Webinar   


February 21-22, 2019 
- Thursday, February 21 


- 1:00 pm – 6:00 pm 
- Board Dinner 


- Friday, February 22 
- 7:30 am – 2:00 pm 


 


Board of Directors Meeting Chicago, IL 


March 28-29, 2019 
- 7:30 am – 2:00 pm 


 


HLT Meeting (HLT Members) Chicago, IL 


March 30-31, 2019 HOD Spring Virtual Meeting  
(HLT members attend in person.  All other Board 
members are welcome to attend virtually) 
 


Chicago, IL 


Monday, April 1, 2019 HLT Meeting (HLT Members) 
 


Chicago, IL 


Friday, April 5, 2019 
-     11:00 am - 1:00 pm CT 
 
 


Board of Directors Business Webinar   


May 9-10, 2019 
- Thursday, May 9 


- 1:00 pm – 6:00 pm 
- Board Celebration Dinner 


- Friday, May 10 
- 7:30 am – 2:00 pm 


 


Board of Directors Meeting for incoming and 
current Board members 


Chicago, IL 
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DATE MEETING LOCATION 


July 24-26, 2019 
- Wednesday, July 24 


- 1:00 pm – 5:00 pm 
- Group Event and Dinner 


- Thursday, July 25 
- 8:00 am- 5:00 pm  
- Group Event and Dinner 


- Friday, July 26 
       -     8:00 am – 12:00 pm 
 


Board of Directors Orientation and Retreat  TBD 


September 19-20, 2019 
- Thursday, September 19 


- 1:00 pm – 6:00 pm 
- Board Dinner 


- Friday, September 20 
- 7:30 am – 2:00 pm 


 


Board of Directors Meeting Chicago, IL 


October 26-29, 2019 
 


Food and Nutrition Conference & Expo Philadelphia, PA 
 


Friday, January 17, 2020 
-     11:00 am - 1:00 pm CT 
 


Board of Directors Business Webinar   


February 27-28, 2020 
- Thursday, February 27 


- 1:00 pm – 6:00 pm 
- Board Dinner 


- Friday, February 28 
- 7:30 am – 2:00 pm 


 


Board of Directors Meeting Chicago, IL 


Friday, April 3, 2020 
-     11:00 am - 1:00 pm CT 
 


Board of Directors Business Webinar   


May 7-8, 2020 
- Thursday, May 7 


- 1:00 pm – 6:00 pm 
- Board Celebration Dinner 


- Friday, May 8 
- 7:30 am – 2:00 pm 


Board of Directors Meeting for incoming and 
current Board members 
 
 
 
 


Chicago, IL 


 


2 
 







Attachment 2.0 
BOARD OF DIRECTORS MEETING 
SEPTEMBER 6-7, 2018   
CHICAGO, IL         


Accommodations: Allegro Hotel, 171 West Randolph St, Chicago, IL       Revised 083018 
Thursday, September 6, 2018 - 10 South Riverside Plaza, 8th Floor Conference Room, Chicago, IL 
   TIME AGENDA ITEM PRESENTER IMPLICATIONS ANTICIPATED 


OUTCOME 
11:30 am BUFFET LUNCH 
12:00 pm CALL TO ORDER AND WELCOME M. Russell 
12:00 pm  1.0 Consent Agenda* 


1.1 May 9-10, 2018 Minutes 
1.2 July 18-20, 2018 Minutes 
1.3 President’s Report 
1.4 CEO’s Report 
1.5 Foundation Report 
1.6 CDR Report 
1.7 Honors and Awards Policy Update 
1.8 Finance and Audit Committee Policies 
1.9 Motion Tracking 


1.10 2018-2020 Board Meetings Calendar 


M. Russell Action 


12:05 pm 2.0 Regular Agenda M. Russell Action 


12:05 pm 3.0 Strategic Plan/Criteria for Effective Meetings/Conflict of Interest 
Policy 


M. Russell Generative Information 


12:10 pm 4.0 Financial Report 
4.1 FY 2018 Audit 
4.2 Executive Session with Auditors 
Is the Board ready to accept the FY 2018 Audit findings as 
written, contingent upon FAC approval? 


M. Karkare/ 
J. Hagestad 


Strategic/Generative/ 
Fiduciary 


Action 


1:10 pm 5.0 Board Retreat: Next Steps 
- Fall House Dialogue Preview 
- Credentialing Model 
- Licensure Regulations: Model Practice Act 


M. Russell 
M. Kyle 
C. Reidy 
J. Blankenship 


Strategic/Generative/ 
Fiduciary 


Information/Discussion 


 Attachment [Material(s) to be reviewed]   Materials to be distributed at the meeting 
*All items on the Consent Agenda are considered to be routine.  There will be no separate discussion of these items unless a Board member requests.
In the event a request is made, the item will be removed from the Consent Agenda and considered separately 
Implications: Generative: Discern, frame and confront challenges rooted in values, traditions and beliefs; engage in sense-making, meaning –making and problem framing. Strategic: Scan internal and external environments; 
design and modify strategic plans; strengthen the organization’s comparative advantage. Fiduciary: Oversee operations; deploy resources wisely, ensure legal and financial integrity; monitor results. 
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Attachment 2.0 
BOARD OF DIRECTORS MEETING 
SEPTEMBER 6-7, 2018   
CHICAGO, IL         


Accommodations: Allegro Hotel, 171 West Randolph St, Chicago, IL    Revised 083018 
Thursday, September 6, 2018 - 10 South Riverside Plaza, 8th Floor Conference Room, Chicago, IL 
   TIME AGENDA ITEM PRESENTER IMPLICATIONS ANTICIPATED 


OUTCOME 
2:00 pm 6.0 Public Policy Leadership Award & Grassroots Advocacy 


Award 
Is the Board ready to approve the nominees as presented? 


J. Blankenship Strategic/Generative Action 


2:15 pm 7.0 Evidenced-Based Practice Criteria Task Force Update A. Steiber/ 
R. Hand 
(by phone) 


Strategic/Generative Information/Discussion 


2:45 pm 8.0 Member Engagement 
8.1 Nominating Committee 
8.2 SCAN DPG 


D. Martin 
H. Barkoukis 
(by phone) 


Strategic/Generative Information/Discussion 


3:15pm BREAK 
3:30 pm 9.0 MQii Update S. McCauley/ 


P. Kelly/ 
A. Heap/ 
M. Kahn 


Strategic/Generative/ 
Fiduciary 


Information/Discussion 


4:30 pm 10.0 Clinical Data Registry A. Steiber Strategic/Generative/ 
Fiduciary 


Information/Discussion 


5:15 pm RECESS M. Russell 
6:00 pm Board Dinner: 312 Restaurant, 136 North LaSalle, Chicago. IL 


 Attachment [Material(s) to be reviewed]   Materials to be distributed at the meeting 
*All items on the Consent Agenda are considered to be routine.  There will be no separate discussion of these items unless a Board member requests.
In the event a request is made, the item will be removed from the Consent Agenda and considered separately 
Implications: Generative: Discern, frame and confront challenges rooted in values, traditions and beliefs; engage in sense-making, meaning –making and problem framing. Strategic: Scan internal and external environments; 
design and modify strategic plans; strengthen the organization’s comparative advantage. Fiduciary: Oversee operations; deploy resources wisely, ensure legal and financial integrity; monitor results. 
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Attachment 2.0 
BOARD OF DIRECTORS MEETING 
SEPTEMBER 6-7, 2018   
CHICAGO, IL         


Revised 083018 
Accommodations: Allegro Hotel, 171 West Randolph St, Chicago, IL  
Friday, September 7, 2018 - Academy Headquarters, 120 South Riverside Plaza, 14th Floor Conference Room, Chicago, IL  


TIME AGENDA ITEM PRESENTER IMPLICATIONS ANTICIPATED 
OUTCOME 


7:30 am BREAKFAST 
8:00 am  EXECUTIVE SESSION D. Martin 


9:00 am CALL TO ORDER M. Russell 
9:00 am 11.0 Microaggression Training B. Nichols/J. Turner Strategic/Generative Information/Discussion 


11:00 am BREAK 
11:15 am 12.0 Academy Positions M. Russell/ 


A. Steiber 
Strategic/Generative Information/Discussion 


12:30 pm LUNCH  
1:30 pm 13.0 FNCE Update D. Enos Strategic/Generative/ 


Fiduciary 
Information/Discussion 


1:45 pm 14.0 Consent Agenda M. Russell Strategic/Generative/ 
Fiduciary 


Action 


2:00 pm ADJOURNMENT M. Russell 


 Attachment [Material(s) to be reviewed]   Materials to be distributed at the meeting 
*All items on the Consent Agenda are considered to be routine.  There will be no separate discussion of these items unless a Board member requests.
In the event a request is made, the item will be removed from the Consent Agenda and considered separately 
Implications: Generative: Discern, frame and confront challenges rooted in values, traditions and beliefs; engage in sense-making, meaning –making and problem framing. Strategic: Scan internal and external environments; 
design and modify strategic plans; strengthen the organization’s comparative advantage. Fiduciary: Oversee operations; deploy resources wisely, ensure legal and financial integrity; monitor results. 
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Academy of Nutrition and Dietetics Strategic Plan 


Vision:  A world where all people thrive through the transformative power of food and nutrition 
Mission: Accelerate improvements in global health and well-being through food and nutrition 
Principles:  The Academy of Nutrition and Dietetics and our members: 


 Amplify the contribution of nutrition and dietetics practitioners and expand
workforce capacity and capability


 Integrate research, professional development, technology and practice to
stimulate innovation and discovery


 Collaborate to solve the greatest food and nutrition challenges now and in the
future


 Focus on system-wide impact across the food, well-being and health care
sectors


 Have a global impact in eliminating all forms of malnutrition.
Focus Areas: 
The Strategic Plan includes three areas where the Academy will focus efforts to accelerate 
progress towards achieving the vision and mission through impact goals in Prevention and Well-
being, Health Care and Health Systems and Food and Nutrition Safety and Security. The Plan, 
goals and strategies correlate to the principles. Through 2025, the Academy will prioritize 
programs and initiatives to demonstrate significant impact in: 


FOCUS AREAS Prevention and Well-being Health Care and Health 
Systems 


Food and Nutrition 
Safety and Security 


IMPACT GOALS  Develop and advocate for
policies that support
prevention and well-being
initiatives


 Increase equitable access
to nutrition and lifestyle
services


 Reduce prevalence of
overweight and obesity
and associated chronic
diseases


 Reduce all forms of
malnutrition


 Elevate the role of
nutrition status in quality
health care throughout
the lifecycle


 Identify and treat all forms
of malnutrition


 Leverage data to
demonstrate effectiveness
of dietetic and nutrition
interventions


 Improve health equity
through access to medical
nutrition therapy services


 Increase equitable
access to and
utilization of safe
nutritious food and
water


 Advance sustainable
nutrition and resilient
food systems


 Leverage innovations
in the reduction of
food waste and loss


 Champion legislation
and regulations that
increase food and
nutrition security
throughout the
lifecycle
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Page 2 – Academy of Nutrition and Dietetics Strategic Plan 


STRATEGIES 
Strategies build on our core organizational strengths in food and nutrition research; advocacy and 
communications; professional development; and workforce capacity and opportunities. 


STRATEGIES 


Research  Expand prospective food and nutrition research
• Conduct systematic reviews and develop evidence based practice guidelines and position


papers in collaboration with key stakeholders
• Advance global practice based research network of practitioners and partners to collect


data
• Develop and enhance platforms to host data on evidence-based interventions
• Collaborate to provide evidence on the effectiveness of food- and nutrition-related


interventions using internationally accepted processes and terms
• Collaborate to advance basic science research related to malnutrition and well-being


Advocacy and 
Communications 


 Impact food and nutrition policies and advocate through participation in the legislative and
regulatory processes and funding to support nutrition research at local, state, federal and
global levels


 Advocate for health care delivery and payment systems that maximize nutrition services
across clinical and community settings


 Advance global influence through effective alliances


 Serve as a trusted resource and utilize all media outlets to educate and promote evidence-
based practices and science-based resources to practitioners, the public, policy makers
and all stakeholders


Professional 
Development 


 Provide tiered, progressive education and career advancement to support practitioners’
needs


 Engage practitioners at all levels through recognition programs, certificates of training and
certifications


 Serve as primary resource for professional experiential training opportunities for
traineeships and fellowships, practitioner networking, mentoring and information sharing


• Collaborate in developing products and services to positively influence practice outcomes


 Create interprofessional training and professional development opportunities through
strategic partnerships and partner organizations


Workforce 
Capacity and 


Opportunities 


 Build a global nutrition collaborative to accelerate progress in improving health


 Increase the pool of educators, including those who are doctorate prepared


 Develop and advance innovative delivery models for degree and non-degree education
and training


 Increase the diversity and cultural competence of the workforce to reflect the
communities they serve


 Expand public health and community nutrition programs and initiatives


 Promote leadership self-efficacy and instill behavioral leadership skills at all levels of
professional competency, including for students, through expanded and varied learning
opportunities


08-09-17
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CRITERIA FOR EFFECTIVE MEETINGS 


BOARD OF DIRECTORS MEETING 


SEPTEMBER 6-7, 2018 


 


 
 


Meeting Prerequisites 


• Fully engage in dialogue and turn off cell phones.  


• Prepare for and actively participate in discussions.  


• Declare conflict of interest, if appropriate.  


• Respect time limits – they are necessary to achieve what the Board needs to accomplish.  


• Leave meetings with clarity on what was discussed and what was decided.  


Key Considerations 


• Focus discussion on strategic issues.  


• Use the strategic plan and Board’s program of work priorities to guide dialogue and 


deliberations.  


• Relate decisions and actions taken to the strategic plan.  


• Consider what is best for the Academy when deliberating.  


• Maintain a member focus – “what would members say?” 


Nature of Debate 


• Discuss all sides of an issue and encourage others to provide their perspectives.  


• Listen when others are speaking; avoid side conversations and ask for clarification if 


needed.  


• Provide opportunities for clarification and on what was discussed and decided  


• Respect different points of view.  


• Exhibit courage with tough decisions.  


• Have fun!    
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EVALUATION RESULTS 


MAY 10-11, 2018 


BOARD OF DIRECTORS MEETING 


 


 


 


 


Respondents:   


 


 TOTAL 


POINTS 


SCORE 


1 The board materials provided were useful for making 


informed decisions (Inadequate=1/Adequate=5) 
76 4.47 


2 The time given to all agenda was: 


(Inadequate=1/Adequate=5) 
65 4.06 


3 Reports given during the meeting were clear, concise, and 


contained important information                                     


(Too Detailed=1/Appropriate=5) 
71 4.18 


4 Diverse opinions were expressed and issues were dealt 


with in a respectful manner (Never=1/Always=5) 
79.5 4.68 


5 Opportunities to discuss all sides of an issue were provided 


(Limited=1/Adequate=5) 
76 4.47 


6 The focus of the meeting was (Operational=1/Strategic=5) 
72 4.24 


7 Consideration was given to what is best for the Academy 


while recognizing that this is a “member-focused” 


organization (Never=1/Always=5) 
82 4.82 


8 Board members were prepared to discuss materials sent in 


advanced (Not Prepared=1/Prepared=5) 
78 4.59 


9 The board’s decision-making processes were effective 


(Never=1/Always=5) 
77 4.53 


10 Next action steps were identified and responsibility 


assigned (Unclear=1/Clear=5) 
73 4.29 


11 Overall assessment of this board meeting’s impact on the 


Academy and its members (Very Low=1/Very High=5) 
74.5 4.38 
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Comments: 


 This year has truly been fantastic, productive, effective and fun—I am so glad to have 


been a part of it! 


 Would have liked longer time to discuss membership and value of RDNs. 


 Was disappointed that so many board members left early. Thanks for planning such a 


nice celebratory dinner! 


 Paula Goedert does a really great job in presenting, and her information is invaluable. 


However, I have notice a trend where all of her examples of poor decisions pertain to 


men only, even her impressions marginalize males. It seems all audiences, in particular 


our Board, might gain from a balance perspective, and similar examples that involve both 


genders.  


 Recommend time to review the strategic plan at all meetings! 


 Had to leave early so unable to included assessment of day 2 after lunch! Disappointed 


that BOD liaisons on committees were not evenly distributed—some have 2-3 


appointments and other had none.  


 Great meeting fantastic board! 


 Room was a little noisy, but understandable. Temp control was better. Food was great! 


As always, staff help was exceptional.  


 I enjoyed the “out of the box” ideas that came out of the BOD discussion on Friday. Staff 


reports were informative and engaging. Could we have directions on the best “L” stop for 


the hotel and Academy?  


 There is a lot of love and respect throughout this group (BOD/staff). It has been such an 


honor to serve with all of you! 


 Staff were well prepared and addressed questions thoughtfully. 


 Many good topics. We all need to take responsibility to read attachments. Time was 


somewhat inadequate for topics that needed discussion.  


 Please provide slide decks to presentations 2-3 days prior to meeting. Is it feasible to 


provide objectives and an executive summary for each session?  


 Thank you for using the 14th floor setting: very appropriate and fiscally sound. 


 Strong overall meeting. Great synergy! 
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EVALUATION RESULTS 


JULY 18 -20, 2018 


BOARD OF DIRECTORS MEETING 


 


 


 


 


Respondents:   


 


 TOTAL 


POINTS 


SCORE 


12 The board materials provided were useful for making 


informed decisions (Inadequate=1/Adequate=5) 
63 4.20 


13 The time given to all agenda was: 


(Inadequate=1/Adequate=5) 
56 3.73 


14 Reports given during the meeting were clear, concise, and 


contained important information                                     


(Too Detailed=1/Appropriate=5) 
66 4.40 


15 Diverse opinions were expressed and issues were dealt 


with in a respectful manner (Never=1/Always=5) 
68 4.53 


16 Opportunities to discuss all sides of an issue were provided 


(Limited=1/Adequate=5) 
65 4.33 


17 The focus of the meeting was (Operational=1/Strategic=5) 
66 4.40 


18 Consideration was given to what is best for the Academy 


while recognizing that this is a “member-focused” 


organization (Never=1/Always=5) 
62 4.13 


19 Board members were prepared to discuss materials sent in 


advanced (Not Prepared=1/Prepared=5) 
71 4.73 


20 The board’s decision-making processes were effective 


(Never=1/Always=5) 
59 3.93 


21 Next action steps were identified and responsibility 


assigned (Unclear=1/Clear=5) 
61 4.0 


22 Overall assessment of this board meeting’s impact on the 


Academy and its members (Very Low=1/Very High=5) 
55 3.67 


23 Facilitator allowed time for discussion and interaction 


among the group (Limited=1/Adequate=5) 
60 4.0 


24 Facilitator provided summary to important issues 


(Limited=1/Adequate=5) 
60 4.0 
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Comments: 


 A draft of the background from the HOD staff including the option discussed would have 


been helpful for the dialogue and was sorely missing. A background on the delegates 


feedback related to its culture survey results would have provided information on the 


delegates’ perspectives regarding change. 


 Great facilitating by Mary. 


 Mackenzie Allen’s presentation also would have proved additional clarity at the 


beginning, since technology and our many communication platforms impact the need for 


the current structure of the House. Some members need reminding not to disrupt 


presentations by talking at tables.  


 More time was needed for strategic planning after discussing issues—i.e. the HOD 


structure and function. 


 Admire Mary’s facilitating in dealing with agenda modification based on dialogue/ 


 It’s hard for organization to change their structure and function internally—the BOD 


need to have a central and final review of the process and is responsible for determining 


the outcome.  


 We just ran out of discussion time—need to build more into the agenda. 


 Glenn Tecker is a fabulous facilitator. He is at the top of his game and know what is 


going on in other organizations that can help us move forward.  


 Loved the facilitator but really questioned the need to have him stay for the meeting 


duration.  


 We moved away from operational items to strategy and policy deliberation. 


 All topics discussed were critical but more time was needed. 


 Personally, I prefer this style of retreat—higher engagement between the BOD and the 


staff. I do feel that this hotel and location was gorgeous.  


 Great agenda with truly strategic items. 


 Regarding the rest of the agenda on day 2—especially this MPA approach should have 


been done for the HOD. The process and expectations for the HOD discussion were 


really based on BOD and staff perceptions and individual experience; rather than a solid 


infrastructure framing from any data we have—such as the culture survey results, any 


focus group data, etc. It’s really subjective— the ultimate downstream impact of the 


strategic impact on HOD discussions and decisions are too important to engage the BOD 


without laying the full foundation of information available. I do not think this was 


provided to us at all prior to this conversation. 


 Mary did a great job in deciding when to shift from table discussions to the full group, 


recognizing the need for a change.  


 The HOD discussion needed more upfront clarification. 


 The directions for conversation on Wednesday afternoon were confusing and unclear. We 


recovered some but not sure adequately. 


 The ability to “ go with the flow” and change, modify agenda—demonstrates great 


leadership of the Boar without losing sight of the agenda focus 


 The order of the agenda could have been a bit different. It would have been helpful to 


hear Dave’s presentation first as the background on the overall landscape—to discuss the 


position of the Academy and the workforce. Also, having CDR before ACEND would 


have helped. 


Attachment 3.0


7







 


 


 Enjoyed Pepin’s presentations and delivery of great information for all Board members to 


be on top of and be informed with overall. 


 Glenn provided some valuable suggestions in his wrap-up—I look forward to getting 


more external perspectives and data to make more informed decisions at future Board 


meetings. 


 We need to remain mission focused and not get into the weeds of operational impact, 


especially when considering possible changes. 


 Great content information shared! Looking forward to participating in future sessions to 


align content and sit in motions, tactical solutions.  


 Flexibility in agenda showed great leadership. Milton’s presentation was a surprise and 


more “solution based” rather than addressing the strategic questions of the pros and cons 


of various deliberative bodies… 


 Wonderful Friday event! Great everything. Great food. Great tour. Great dinner and 


venue. 


 I’m excited about the idea generation regarding the House restructure. 


 Mr.  Donnan’s presentation was phenomenal strategic perspective, extremely relevant, 


thought provoking/inspiring! 


 Well done! 


 This is the first time I have been to a board meeting in which I felt it was unorganized.  


We got started an hour late due to not enough time allowed for the ice breaker and people 


coming in later from lunch.    


 I was frustrated with the order of the information as presented by Glen Tecker on 


Wednesday.   He did not stay on message or address the questions as listed on the 


agenda.  Mr. Tecker seemed to be presenting from a script instead of discussing what the 


Academy needed.  I felt as if I were listing to a text book.   I would recommend that the 


continued employment of Mr. Tecker be seriously examined.  He even barged into our 


executive session on Friday morning and when asked to leave was very impolite and did 


not show respect.   


 I’m interested in CDR’s next steps related to the potential credentialing proposal. 


 Another concern was when Milton Stokes called in to the meeting and presenting an idea 


that seemed to derail the conversation/presentation.  Milton’s idea is of value but was 


poorly placed in the order of what was being discussed at the time which added to the 


confusion.  I felt as if we were trying to springboard off of Milton’s idea after he called in 


so it skewed our conversation in our breakout group and confused us even more. 


 On a more positive note, David Donnan’s presentation was the great, very informative 


and challenging.  I was very pleased with the passage of the licensure model practice act.  


The DC office did a great job with a lot of moving parts on that one! 


 As usual the Academy staff was WONDERFUL!  And the food was great everywhere we 


ate.  Thanks to all the staff who made arrangements for the dinner and the great tour of 


the Vanderbilt estate.  Super great experience. 


 Thanks to all members and presenters for their engagement and participation and to the 


staff for all of the preparation, ongoing trouble shooting and post retreat follow-up.  


 Good things to talk about, but not sure about next steps. 


 Would have liked info from Tecker regarding what to expect. 


 Good—sometimes a repeat of what we were to read prior to meeting. 


 There is always rich conversation and never time to reflect and dialogue.  
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 Disappointed that our facilitator was not aware of what was supposed to have happen 


under 4.0 and that he went on discussing things that were not relevant to this discussion. 


We have been asking him for specific examples of functioning and nonfunctioning 


deliberative bodies and how they made a shift and all we have been presented with is the 


grid. 


 Most of the discussion topics could use a little more time and we need to be mindful of 


starting on time—it is good to be flexible if adjustments need to be made (Mary decided 


to have large group discussion instead of small break outs due to limited time). 
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EVALUATION FORM 


BOARD OF DIRECTORS MEETING 


SEPTEMBER 6-7, 2018 


 


 


 


 
NAME: _____________________________________________________ Date: __________________ 


 


CIRCLE ONE CATEGORY 
Leadership 


1.  The board materials provided were useful for making informed decisions. 
 
  NOT HELPFUL            1             2             3             4             5   HELPFUL                Unable to assess 


 
 


2.  The time given to all agenda items was   
 
  INADEQUATE              1             2             3             4             5   ADEQUATE                Unable to assess 


 
3.  Reports given during the meeting were clear, concise, and contained important information. 


 
  TOO DETAILED           1             2             3             4             5   APPROPRIATE                Unable to assess 


  
Interpersonal Skills 


4.  Diverse opinions were expressed and issues were dealt with in a respectful manner. 
 
  NEVER                        1             2             3             4             5   ALWAYS                              Unable to assess 
 


5.  Opportunities to discuss all sides of an issue were provided. 
 
  LIMITED                       1             2             3             4             5   ADEQUATE                 Unable to assess 
 
Strategic Thinking 


6.  The focus of the meeting was  
 
 OPERATIONAL            1             2             3             4             5   STRATEGIC                Unable to assess 
 
7.  Consideration was given to what is best for the Academy while recognizing that this  
is a “member-focused” organization. 


 
                NEVER                         1             2             3             4             5   ALWAYS                           Unable to assess 


 
Board Member Contribution 


 
8.  Board members were prepared to discuss materials sent in advance. 


  
  NOT PREPARED         1             2             3             4             5    PREPARED                Unable to assess 


 
9.  The board’s decision-making processes were effective. 


 
  NEVER                         1             2             3             4             5   ALWAYS                           Unable to assess 
 


10.  Next action steps were identified and responsibility assigned. 
 
  UNCLEAR                    1             2             3             4             5   CLEAR                Unable to assess 
 


Overall assessment of this board meeting’s impact on the Academy and its members: 
 
 Very low       1            2            3           4            5            6           7           8            9            10       Very high 
 
 
Any other comments?  ________________________________________________________________________________ 
____________________________________________________________________________________________________ 
____________________________________________________________________________________________________ 
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The Academy of Nutrition and Dietetics ("Academy") wishes to avoid possible conflict of interest involving 
members of an Academy board, committee, task force or workgroup ("Group"), and/or contractors or speakers at 
Academy events ("Event"), in accordance with the Academy Conflict of Interest Policy currently in effect (pdf). The 
Board asks for you to continually be cognizant of fiduciary duties to the Academy arising out of positions of 
confidence within the organization, in accordance with the Academy Conflict of Interest policy in effect. Therefore, 
please complete the following, either as a member or member under consideration for a Group, consultancy, or 
speaking engagement. This form will be shared with the chair and/or staff liaison of the relevant Group(s)/Event(s) 
for their review. The form will be shared with other members at their request. Addressing conflicts of interest is a 
shared responsibility. If you have concerns that another individual has a conflict influencing the Group(s)/Event(s) 
please contact the chair or Academy staff. Thank you. 
 
 


First Name:  Last Name: 


Professional Credentials:    Address 1: 


Address 2:  City: 


State:  ZIP/Postal Code:


 Country:  Phone: 


Email: 


 
Please read and check each box: 


I acknowledge that I have been appointed or am being considered to perform certain services for or on behalf of 


the Academy. Those services require objectivity, credibility, the avoidance of actual or appearance of external 


influence, and the absence of a conflict with Academy positions, statements, priorities, and Academy-led activities. 


 


I am aware of the need to disclose any facts or circumstances that might create the appearance of a conflict with 


these standards. 


 


I agree to disclose any companies, organizations or enterprises from which I receive compensation or with which I 


have an ongoing relationship and which are relevant to the Group(s)/Event(s) of which I am a member/participant. 


 


I understand, and agree to, recuse myself from participating or voting in any Group work/Event where there is a 


potential for conflict of interest. I understand that I have a responsibility to act in the best interests of the Academy 


when acting as a member of the Group(s)/Event and to leave my personal interests/agendas aside. 


 


I understand that if I refuse to complete this form, I will be disqualified or removed from the Group(s)/Event(s). 


 


I agree that this Disclosure Statement may be made public or shared with any Academy member or interested party. 


 


I agree to update this form annually as well as within 30 days after I establish any new financial relationships that 


could represent a potential conflict of interest and within 30 days after I take on new Group/Event roles in the 


Academy. 


 


I hereby certify that, to the best of my knowledge, no aspect of my personal or professional circumstances or that 


of my immediate family, within the last 3 years, places me in the position of having private interest that is in conflict 


with any material interest of the Academy Group(s)/Event(s) or with my obligations to the Group(s)/Event(s) except 


for the following: 


 


 


 


 


 


 


 
 


 


 


 


Conflict of Interest Form Attachment 3.0


11







A. List employment with companies within the last three years (list the most current first): 
Company Name: Your Title: Start Date: End Date: 
    


    


    


    


    


    


    


 
B. Provide the information requested below if applicable within the last three years related to the Academy 


Group(s)/Event(s) topic: 
Type Explanation 
Principal Investigator or Co-
Investigator on Grants/Research 
on the Academy 
Group(s)/Event(s) topic 


 
 
 
 
 
 
 
 


Consultant on Academy 
Group(s)/Event(s) topic 


 
 
 
 
 
 
 
 


Participation in review activities 
for the Academy 
Group(s)/Event(s) topic 


 
 
 
 
 
 
 
 


Writing or reviewing a 
manuscript on the Academy or 
Group(s)/Event(s) topic 


 
 
 
 
 
 
 
 


Leadership role or membership 
in organizations related to the 
Academy Group(s)/Event(s) 
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C. List publications (articles or books) that you have authored or coauthored within the last three years 
related to the Academy Group(s)/Event(s) topic: 


Title of Journal/Publication: Date: Volume/Issue: Pages: 


D. List blogs or other website postings that you have authored or coauthored within the last three years 
related to the Academy Group(s)/Event(s) topic: 


Title: URL: Date: Comments: 


E. Indicate sources of income within the last three years related to the Academy Group(s)/Event(s) topic: 


Type None 


Money 
Paid to 
Your 
Employer 
(over 
$5,000) 


Money 
Paid to 
You 
(over 
$5,000) 


Money 
Paid to 
Your 
Spouse 
(over 
$5,000) Payor(s) 


Board Membership 
Consultancy 
Expert Testimony 
PI or Co-PI on Grants/Grants 
Pending 
Lectures Including Service on 
Speakers Bureau 
Editor, Author, or Co-Author of 
Book on Topic 
Royalties 
Payment for Development of 
Educational Presentations 
Stock/Stock Options 
Travel, Accommodations, Meeting 
Expenses 
Other 


e-Signature: 


Date: 
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NON-DISCLOSURE CONFIDENTIALITY AGREEMENT 
 


This Agreement is entered into as of this  day of  , 2018 


by and between “Party in which you are entering agreement” (Confidant) and Academy of Nutrition and 


Dietetics (Company), an Illinois, Not for Profit Corporation with a place of business at 120 S. Riverside 


Plaza, Suite 2190, Chicago, Illinois 60606. 


 


Company possesses valuable business and technical information including, among other things, concepts, 


know-how, trade secrets, business forecasts, business and financial plans. 


 


Company desires written assurance that information disclosed in confidence to Confidant will be 


maintained in confidence and not used against Company’s interests.  The term “Confidential Information” 


used below means all valuable business or technical information Company has that involves any of the 


matters referred to above, that the Confidant obtains directly or indirectly from Company.  Company will 


disclose, or allow Confidant access to Confidential Information only for the purposes of facilitating 


Confidant’s providing services to Company.  Confidant shall be permitted to use such information as may 


be necessary or desirable in the course of providing such services. 


 


Confidant agrees, except as may be provided in any future written agreement that may be entered into 


between Company and Confidant, that Confidant shall: 


 


(1.)   take all such precautions as may be reasonably necessary to prevent the disclosure to any 


third party of Company’s Confidential Information. 


 


(2.)   not use for Confidant’s own benefit any of Company’s Confidential Information; and 


 


(3.)   to the extent Confidant has not already done so, require its employees, agents, firm and 


associates to be bound in the same manner. 


 


(4.)   not disclose any of Company’s Confidential Information received hereunder to any 


third party and not to use the same, except for the purpose noted above, for a period 


of five years from the date of disclosure hereunder. 


 


This agreement shall be governed and construed in accordance with the law of the State of Illinois. 


 
AGREED TO BY: Academy of Nutrition and Dietetics and 


 


    
 Signed 


 


   


  Dated 


 


Attachment 3.0


14







Spring 2018 House of Delegates Meeting Recap: HOD Culture Assessment 
The Academy of Nutrition and Dietetics House of Delegates (HOD) held its spring 2018 Virtual Meeting on 
Saturday, April 21, 2018 where delegates participated in the HOD’s Culture Assessment. 


Meeting Question:  
“How do we need to evolve the culture of the HOD to best reinforce the Academy’s success drivers and 


produce meaningful outcomes supporting the Strategic Plan?” 


Why Culture?  
Culture is the foundation of who we are as a House of Delegates. It is a reflection of our organization’s values 
and everything in it should reinforce what drives our success.  


What are the Academy’s Success Drivers? 
Success drivers are the things that will drive an organization forward. These include 
our Strategic Plan (the mission and vision statements, guiding principles, and 
impact goals) as well as our commitment to diversity and transparency. 


Culture Evolution 
Our culture evolution process began by discussing the preliminary results from the WorkPlace Genome® 
Survey. During the meeting we explored three areas:  who we are now, who we should be, and what are we 
going to do about it.    


Preliminary Themes Identified During the Meeting 


Who We Are Who We Should Be What Are We Going to Do About It 
*Preliminary “To-Do List”


Most Evolved Areas 


 Collaboration


 Authenticity


 Visionary


Least Evolved Areas 


 Agility


 Communication


 Conflict resolution


 Outcomes management


 More transparent and
defined in our processes
o Mega issue determination
o Mega issue outcomes
o Delegate roles


 Stronger communicators


 Strategy drivers


 Enhance communications and
training


 Increase transparency


 Clarify success


 Preserve and build on areas
where we are most evolved


 Over the next year a twelve member HOD Culture Team will be working to analyze and


prioritize the information.


o *The preliminary “to do list” may change or evolve based on further analysis by 


the HOD Culture Team. 


 The evaluation process is multifaceted and will continue over several program years. As


such, we will continue the next steps in our exploration of how the HOD can best


support the Academy's Strategic Plan during the fall HOD meeting.


Additional Information 


 Meeting materials, including background and follow-up information are posted on the Spring 2018
Meeting webpage.


 Review the Academy President, Treasurer and Foundation Updates and the Academy Committees and
Taskforce Reports.


 Contact your delegate.


Culture Evolution 


 Diversity was identified in both areas
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https://www.eatrightpro.org/-/media/eatrightpro-files/leadership/bod/strategic-plan/academy-of-nutrition-and-dietetics_strategic-plan_sep-2017.pdf?la=en&hash=D00E3FE00D1475FB416E20004DECC3C136D5D7E5

https://www.eatrightpro.org/leadership/honors-and-awards/diversity-awards-and-grants

https://www.eatrightpro.org/leadership/academy-policies/commitment-to-transparency

https://www.eatrightpro.org/-/media/eatrightpro-files/leadership/hod/about-hod-meetings/spring2018/spring2018hodmeetingculturebackgroundinformation.pdf?la=en&hash=F32EE54CBDE575E379A27B099CB4F60B74765456

https://www.eatrightpro.org/leadership/governance/about-hod-meetings/spring-meeting-materials

https://www.eatrightpro.org/leadership/governance/about-hod-meetings/spring-meeting-materials

https://www.eatrightpro.org/-/media/eatrightpro-files/leadership/hod/about-hod-meetings/spring2018/academyupdates.pdf?la=en&hash=63206DB877916F8451399AD9D2FC269D0F8105DBhttps://www.eatrightpro.org/-/media/eatrightpro-files/leadership/hod/about-hod-meetings/spring2018/academyupdates.pdf?la=en&hash=63206DB877916F8451399AD9D2FC269D0F8105DB

https://www.eatrightpro.org/-/media/eatrightpro-files/leadership/hod/about-hod-meetings/spring2018/summarycommitteereportsspring2018.pdf?la=en&hash=4DC3001A8B809DC7FB21CCFA0DC373BE0EC9AA8Ehttps://www.eatrightpro.org/-/media/eatrightpro-files/leadership/hod/about-hod-meetings/spring2018/summarycommitteereportsspring2018.pdf?la=en&hash=4DC3001A8B809DC7FB21CCFA0DC373BE0EC9AA8E

https://www.eatrightpro.org/-/media/eatrightpro-files/leadership/hod/about-hod-meetings/spring2018/summarycommitteereportsspring2018.pdf?la=en&hash=4DC3001A8B809DC7FB21CCFA0DC373BE0EC9AA8Ehttps://www.eatrightpro.org/-/media/eatrightpro-files/leadership/hod/about-hod-meetings/spring2018/summarycommitteereportsspring2018.pdf?la=en&hash=4DC3001A8B809DC7FB21CCFA0DC373BE0EC9AA8E

https://www.eatrightpro.org/leadershipdirectory





Draft 


 


FACILITATION DESIGN FOR DIALOGUE SESSION: 
A Deliberative Body’s Role in Leading Together for Good Governance 


Goal of Meeting: To engage in conversation about the HOD’s culture, process and structure that will 
lead us to designing a future deliberative body for the Academy that is representative of the 
membership and serves as interpreters of expert opinion to advise the organization.  


Mega Issue Question: How might we leverage an engaged deliberative body to best support and 
advance the Academy’s Strategic Plan? 


Meeting Objectives:  
At the end of the meeting, we will have: 


1. Identified the overall purpose of the Academy’s deliberative body in the future.
2. Confirmed how our desired culture impacts our ultimate decisions.
3. Evaluated, added to and prioritized a set of criteria to be used for decision-making.
4. Come to consensus around the models and/or features of a model for further exploration that


position the deliberative body to best execute its desired role.
5. Explored potential options for the process by which the deliberative body identifies and


addresses issues of importance for the profession.
6. Prepared the delegates for their ongoing, critical role in making a final recommendation.


Dialogue Outline: 


Topic Expected Outcomes Comments 


Overview Setting context and expectations for 
meeting outcomes. 


Why are we having this 
conversation? 


Culture Confirm how our culture impacts our 
ultimate decisions/decision-making 
process. 


Inform delegates of culture survey 
results and Culture Team activities 
(progress on sprints/cards); how the 
results impact our decision-making 
process 


Process: Part 1 
(Current Process) 


Understand the current processes for 
identifying issues that impact the 
profession to set context for the rest of 
the meeting. 


Structure: Part 1 For each of the 4 KBSG questions from 
the Backgrounder, based on the pre-
meeting on-line discussion, identify 
any other critical information needed 
that is important to our decision-
making.  


Success Criteria Present criteria to be used to evaluate 
models 


Present criteria developed by HLT 
(help to connect the dots) and how 
we got to them 
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Draft 


 


Structure: Part 2 Determine where more clarity is 
needed around models in 
Backgrounder. 


Present models from Backgrounder 
as examples as a springboard for 
stimulating creative thinking OR as 
ideas generated by experts (define 
who) to meet our vision for our 
deliberative body based on what our 
current knowledge suggests. 


Models/features are not mutually 
exclusive. 


Anything you don’t understand or 
want more information about? 


Structure: 
Evaluating Models 
Round 1 


Apply evaluation criteria to determine 
areas of consensus and direction for 
work by the Task Force (what 
ideas/features are worthy of further 
development)  Start with models 
presented in Backgrounder  


Identify the “best of”/what we 
like/don’t like 


Structure: Part 2 Identify any additional models to vet at 
the meeting. 


Are there other models not 
identified that we should be 
considering? 


Structure: 
Evaluating Models 
Round 2 


Apply evaluation criteria to determine 
areas of consensus and direction for 
work by the Task Force (what 
ideas/features are worthy of further 
development)  Start with models 
presented in Backgrounder  


Identify the “best of”/what we 
like/don’t like 


If no new ideas from previous 
session, skip this piece. 


Process: Part 2 
(Addressing issues) 


Generate ideas for process 
improvement. What does the 
deliberative body do with information 
generated? 


What are the most viable ways to 
address key issues impacting the 
profession? 


Wrap Up/Next Steps Understand what happens next. Summary of meeting: revisit what we 
did and why; what did we 
accomplish? 
What happens next? Marcy appoints 
Task Force (team of Designers) to vet 
the consensus options/direction and 
take to the next level to bring back a 
business plan/proposal to the HOD. 
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Success Criteria 


Category Members and 
Relationships 


Communication Agility Visionary and Strategic 
Thinking 


Sub-groups Trust 
Content Experts 
Resourceful 
Integration 
History 
Rewarding 
Glocalization 


Conflict Resolution 
Transparency 
Passion 


Responsive 
Issue Management 


Stragetic Plan  
ROI/Investment 
Clarity 
Define Success  
Outcomes- Oriented   
Leadership 
Relevance 
Parliamentary Process 
Authenticity  


Criteria This model provides a 
pathway for the member 
voice and is based on trust 
and our rich history.  
 It aligns and integrates 
Academy organizational 
units and includes internal 
and external collaborators 
and content experts to 
maximize impact on the 
profession. 


This model guides open 
commuication and 
transparency, while 
promoting candid and 
passionate 
conversations based on 
values and knowledge-
informed discussions 
rather than emotion. 


This model helps us 
anticipate and 
understand change 
drivers, while 
responding to 
emerging trends and 
other professional 
issues. 


This model is guided by the 


Academy’s Strategic Plan and 


the Council on Future Practice’s 


Visioning work to promote 


visionary thinking to drive 


successful outcomes. This 


model honors parliamentary 


governance (e.g., bylaws) and 


populates the leadership 


pipeline.  
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Timeline


HLT January 
Meeting


Culture 
Assessment


BOD July 
Retreat


Back-
grounder/
Meeting 


Materials 
Released 
Sept 17


Fall HOD 
Meeting


Oct 19-20


“Designers” 
Round 1


3 Top 
Options 


Vetted by 
HLT, 


Delegates, 
BOD


“Designers” 
Round 2


Present to 
HOD
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MEMBER ENGAGEMENT: NOMINATING 
COMMITTEE 
BOARD OF DIRECTORS MEETING 
SEPTEMBER 6-7, 2018 


 


 


 
On its annual post-election debriefing call the Nominating Committee discussed the issue of 
engaging members in the nominations and election processes and appointed a subcommittee to 
identify tactics to address the topic.  In June the subcommittee presented a recommendation 
which was accepted but the full Nominating Committee to include an elected position on the 
committee of an Academy member who has been in practice for 15 years or less with experience 
on an Academy national level committee or taskforce or as a Board member of an affiliate or 
DPG/MIG within the past eight (8) years. 
 
Rationale 
The rationale for the inclusion of a new position on the Nominating Committee follows.  


• According to the Compensation and Benefits Survey 2017 the median age of Academy 
members is 42, significantly down from age 49 in 2015. To better reflect the shift in the 
Academy’s membership age demographics and to engage younger members in voting, 
the subcommittee proposed that a new, elected position be included on the Nominating 
Committee.  


• Voting numbers are on the decline from 12.5% in 2016, 13.6% in 2017 to 10.6% in 2018. 
• There is a need to increase voting and engagement from early and mid-career members in 


the future as baby boomers retire. 
• The all member post-election survey gives a glimpse of how members who answered the 


survey responded (with a potential sample size of 69,656 potential voters, a mere 2.67% 
or 1,803 responded). It is unknown what the remaining 97.33% think of the candidates, 
ballot selection and election process.  


o Responses to the survey demonstrate that early and mid- career RDNs are not 
well represented in the voting demographics.  
 1. Age breakdown of who voted, according to those who responded to the 


survey:  
• Under 30 to 49  39.20%  
• 50+    60.77%  


 2. Another breakdown:  
• Under 30 to 59  59.93%  
• 60+    40.07%  


Proposed Nominating Committee Composition 
The current Nominating Committee composition consists of 10 members: nine voting members 
and one non-voting member. The voting members serving a three-year term on the committee, 
elected by the Academy membership follow.  


o - three members with Board of Directors experience within the past 10 years 
o - five members with experience on an Academy national level committee or 


taskforce or as a board member of an affiliate or DPG/MIG within the past eight 
years 


The Nominating Committee recommends that one of the five members holding a position as 
national level leader be required to have been in practice for 15 years or less.  


1 







Attachment 8.1 
 


The new requirement would not change the number of members on the committee and therefore 
would not incur additional funding or require a Bylaws change.  


The Nominating Committee requests conceptual direction from the Board of Directors regarding 
the inclusion of this new position on the committee. Should the concept be accepted, the 
committee recommends the change go into effect for this election year.  


The Nominating Committee appreciates guidance from the Board on this important issue shaping 
the future of the Academy. 


SUBMITTED BY: Molly Gee, Nominating Committee Chair  
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As people age, their health needs are likely to become more complex and impacted by chronic disease, social 


determinants of health, and nutrition. Good nutrition and a healthy diet are critical in influencing chronic conditions 


such as hypertension, diabetes, cardiovascular disease, kidney disease, gastrointestinal disorders, cancer, and 


obesity. Yet all too often, as patients transition from one point of care to another, their nutrition status is not 


evaluated, documented, or even included in patient health conversations. Beyond the hospital setting, it is rare 


for care coordination to occur with patients and their families to help prevent or intervene for poor nutrition or 


malnutrition that includes under-nutrition and over-nutrition.  


Lack of sufficient malnutrition recognition and care across settings of care means patients are frequently at risk 


for developing negative health outcomes related to malnutrition, including increased risk of chronic disease, frailty, 


falls, and loss of independence.1,2 Worsened health outcomes can also result in increased healthcare services 


utilization. For example, in a longitudinal analysis, hospitalized malnourished patients had up to hospitalized 


malnourished patients had up to 100% higher in-hospital costs ($25,200 vs. $12,500) and a 54% higher likelihood 


of 30-day readmissions compared with non-malnourished patients.3,4 Moreover, the US economic burden of 


disease-associated malnutrition is estimated at $157 billion annually.5


Recognizing these challenges, a multi-stakeholder group of health and community leaders and advocates came 


together on March 14, 2018 for a national Dialogue to focus on developing real-world solutions to better integrate 


nutrition risk identification and care into existing care transition pathways and accountable care models. The 


results of their discussion are the basis for these proceedings. 


Support for the Dialogue was provided by Abbott  


Dialogue Proceedings /
Advancing Patient-Centered  
Malnutrition Care Transitions
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Background /
Malnutrition, defined as a nutrition imbalance including 


under-nutrition and over-nutrition, is a pervasive but 


often under-diagnosed condition in the United States. 


Malnutrition can include such concerns as macro/


micronutrient deficiencies, obesity, and nutrition 


imbalances arising from acute or chronic disease and 


medical treatments. In the United States, many patients 


across acute,6 post-acute,7 and community settings8,9 


meet the definition of being under-nourished. This 


number is even larger when accounting for individuals 


who are over-nourished,10,11 as reflected in Figure 1.


This prevalence is exacerbated among those who are 


already ill: Chronic diseases such as cancer; diabetes; 


and gastrointestinal, pulmonary, heart, and chronic kidney 


disease and their treatments can result in changes in 


nutrient intake and ability to use nutrients, which can lead 


to malnutrition.12 Throughout these proceedings, the term 


malnutrition references people who are under-nourished  


or over-nourished.


Good nutrition has been shown to support a healthy  


and active lifestyle, improve health outcomes, and reduce 


healthcare costs. In contrast, poor nutrition or malnutrition 


can increase an individual’s risk for functional disability, 


frailty, and falling,13 and inhibit their ability to achieve 


individual goals associated with recovery, strength, ability 


to manage their disease, and personal independence. 


Hospitalized malnourished patients may be at risk for 


readmission or complications post-discharge, with a 


recent analysis showing that hospitalized malnourished 


patients were found to have up to a five times increase in 


mortality14 and up to a 50% increase in readmissions when 


compared with non-malnourished patients.15 Accordingly, 


malnourished adults have been found to utilize more health 


services with more visits to physicians, hospitals, and 


emergency rooms.16 Malnutrition places a heavy burden 


on patients and their family/caregivers, clinicians, and 


healthcare systems. Fortunately, many of the adverse 


outcomes influenced by malnutrition are potentially 


preventable.17


Figure 1. Nutrition and the US Population  


Malnutrition Prevalence Across Care Settings


Figure 2. Better Integration of Malnutrition Care into Care Transitions Is Necessary


To date, limited progress has been made to improve the 


prevention, identification, and management of malnutrition 


and malnutrition risk among patients in the United States, 


particularly as they transition across care settings and 


into the community. In 2000, the National Academy of 


Medicine (NAM) convened a workshop on “The Role of 


Nutrition in Maintaining Health in the Nation’s Elderly: 


Evaluating Coverage of Nutrition Services for the Medicare 


Population.” The workshop report summarized that nutrition 


services are fragmented and poorly integrated with the 


provision of other care, and efforts to enhance coverage 


and coordination of nutrition services in the community 


setting are needed.18 In 2012, NAM convened a second 


workshop to address nutrition services in the community 


setting. When discussing why nutrition was not included in 


transitions of care models, Eric Coleman, MD, developer 


of the Coleman Transitions of Care Model and workshop 


participant, explained that in his research he found that 


patients were often unaware of their nutrition needs and the 


potential impact on their recovery and health and thus did 


not cite nutrition as part of their healthcare goals.19 


Nearly 20 years since the first NAM report, nutrition services 


continue to be poorly integrated with the provision of other 


care, gaps remain in coverage and coordination of nutrition 


services, and patients are rarely engaged in discussions 


about their nutrition status outside the acute care setting. 


While significant national efforts have been introduced to 


advance care for patients in the hospital,  


such as the Malnutrition Quality Improvement Initiative 


(MQii), there continues to be a lack of programs, 


measures, and tools to help providers identify and 


manage poor nutrition and malnutrition as patients 


transition across care settings and into the community. 


Nutrition risk identification, care standards, and best 


practices have not been systematically incorporated 


into care coordination models (e.g., the patient-centered 


medical home, accountable care organizations), value-


based care models, or population health management 


solutions (e.g., comprehensive shared care plans, 


transitional care models, or risk stratification models). 


Given the impact of poor nutrition and malnutrition 


on patient outcomes, better integration of prevention, 


identification, and intervention strategies into the 


core components of these programs offers a unique 


opportunity to improve patients’ health and quality of  


life, while also reducing the economic and care burden  


on the healthcare system (Figure 2).


Acute Care6


20–50% 14–51%
Post-Acute Care7


Malnutrition Prevalence Across Care Settings


6–30%
Community Care8,9


70% of adults are overweight 
or have obesity11  


More than 40% of patients age
50+ are not getting the right
amount of protein each day10 


Acute Care 


Post-Acute Care 


Community Care 


Public 
and Private 


Payers


Healthcare 
Practitioners, 
Institutions, 
Professional 
Associations


National, State, 
and Local 


Governments


Patients, 
Families, 


Caregivers, 
Advocates


Quality Malnutrition 
Care and Standards, 


Tools, and Best 
Practices


Patient is admitted to hospital from home or 
post-acute care; malnutrition care provided and 
integrated into discharge plan, then patient 
discharged back to home or post-acute care


Community-based physician offices and 
nutrition-support organizations manage the 
patient’s care prior to admission and following 
discharge from hospital or post-acute care


Patient is transitioned to rehabilitation, skilled nursing 
facility, or long-term care following discharge; malnutrition 
care provided and integrated into transition of care prior 
to returning to community-based care or readmission to 
the hospital 
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The Dialogue took place on March 14, 2018, at the 


House of Sweden in Washington, DC. It sought to 


bring together multi-stakeholder representatives of 


organizations engaged in the delivery of care or support for 


malnourished and at-risk individuals, including providers, 


(e.g., physicians, dietitians), social workers, payers, 


professional societies, patient and caregiver advocacy 


groups, and community-based service providers, to 


address malnutrition-focused transitional care gaps (see 


List of Dialogue Participants). 


The objectives of the day-long Dialogue were to:


1. Evaluate the current state of care transitions  
for malnourished patients and patients at risk for  
malnutrition;


2. Identify high-priority care transition gaps and  
opportunities to address these gaps across the  
care continuum; and


3. Outline key considerations for integrating malnutrition  
care into system-level care pathways to support  


patient goals and improve outcomes.


To launch the Dialogue, Avalere, the Academy, and  


Defeat Malnutrition Today reviewed the economic  


burden and prevalence of disease-associated 


malnutrition across care settings. The co-hosts then 


discussed efforts currently underway to enhance care 


delivery in the inpatient setting. These include the 


MQii, a nationwide, collaborative effort to advance 


evidence-based, high-quality, and patient-driven care 


for hospitalized older adults who are malnourished or at 


risk for malnutrition through a dual-pronged approach 


(Appendix 1).20 They also include strategic efforts like the 


recent publication of the National Blueprint: Achieving 


Quality Malnutrition Care for Older Adults, which captured 


opportunities and recommendations to enhance care 


delivery across acute, post-acute, and community 


settings (summary goals and strategies in Appendix 2). 


Finally, the co-hosts highlighted the lack of existing real-


world programs or hands-on tools to support the delivery 


of standardized, systematic malnutrition care beyond the 


hospital and across care settings.


Developing Multi-Stakeholder  
Recommendations Through  
a National Dialogue /
While malnutrition has been recognized as a recurring 


problem in care transitions for nearly two decades, few 


clear tactical plans have been established to address 


malnutrition care gaps and enhance the consideration of 


nutritional needs as patients transition across settings. 


To better understand the barriers limiting delivery of 


high-quality care for individuals who are malnourished 


or at risk of malnutrition and transitioning across the 


acute, post-acute, and community care settings, and to 


outline clear opportunities and action plans to address 


these challenges, Avalere Health, the Academy of 


Nutrition and Dietetics (“the Academy”), and the Defeat 


Malnutrition Today coalition convened a national Dialogue 


event, “Advancing Patient-Centered Malnutrition Care 


Transitions.” For the purposes of the Dialogue, acute, 


post-acute, and community-based care were defined as 


depicted in Figure 3.


Insights, examples, and recommendations were sought from 


multi-stakeholder participants. Among them, participants 


were asked to highlight care improvement and malnutrition 


prevention efforts currently underway with which they were 


familiar, as well as barriers that inhibited effective care support 


for patients who are malnourished or at risk of malnutrition.


The co-hosts outlined a framework to define and think 


about factors that inform system-level care pathways. 


System-level care pathways were defined as the process 


by which a patient receives care across all healthcare 


stages, including transitions across care settings, and the 


full range of interventions that a patient may experience at 


each stage. Participants affirmed that this encompassed 


the movement of patients between and across acute, 


post-acute, and community-based care settings. 


Participants then considered determinants of patients’ 


experience and outcomes across settings of care, such as 


the presence of diseases and chronic conditions, incentives 


driving care delivery, and population health management 


strategies in place. Namely, participants discussed the fact 


that nutrition status is rarely considered when accounting 


for factors contributing to a patient’s health status and 


care needs. Another concern raised was that healthcare 


professionals often consider the term “malnutrition” as only 


related to patients who are under-nourished, rather than 


those who are under-nourished, over-nourished, or with 


obesity.


Participants highlighted that the ability to prevent and 


address malnutrition care gaps is further complicated by 


the fact that, while malnutrition is the technical term for 


the clinical diagnosis of under- and over-nutrition, it can 


be challenging to discuss using this terminology with 


patients and their family/caregivers, particularly in the 


community setting. Many patients and family/caregivers 


perceive that there is a degree of “fault” implied when 


a patient is diagnosed as malnourished, suggesting a 


failure to feed, provide necessary nutrition to, or take 


care of the individual. This exacerbates the challenge of 


helping patients and family/caregivers recognize when 


poor nutrition or nutrition insufficiencies do occur and 


decreases patients’ opportunity to discuss and address 


the issue. These challenges may delay patients’ ability to 


heal and experience a healthy lifestyle. 


Figure 3. Definitions of Care Type and Setting


Acute Care Post-Acute Care Community Care


Services provided to a patient 
in the community, allowing 
them to live in their own home 
and retain independence; may 
be assisted by medical and 
non-medical community 
support services


Care setting: 
•  Physician’s office 
•  Home 
•  Retail clinic 
•  Pharmacy 
•  Urgent care 
•  Community service provider


Treatment for a patient that 
is usually brief but for a 
severe episode of illness or 
conditions that result from 
disease or trauma


Rehabilitation or palliative 
services that patients receive 
after/instead of an acute care 
hospital stay


Care setting: 
•  Skilled nursing facility 
•  Rehabilitation center 
•  Home
•  Palliative care or hospice


Care setting: 
•  Hospital 
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Figure 4. Framework for Existing System-Level Care Pathways 


Determinants of Patient Experience  
and Outcomes Across Settings of Care


Figure 5. Framework for Integrating Malnutrition Care into System-Level Care PathwaysParticipants also contemplated tools and resources 


that enable high-quality care and engagement for 


patients as they transition through the care continuum, 


such as shared decision making (SDM) tools, access 


to data, and clinical workflows. The framework for 


existing system-level care pathways depicted below 


in Figure 4 outlines how patients move through and 


across the healthcare system, determinants that may 


impact patients’ movement, and tools that support 


their care. Notably, the framework highlights the 


absence of consideration of nutrition status as a key 


determinant.


Too often, as patients transition from one point of care to another, their nutrition 
status is not evaluated, documented, or even included in patient health conversations. 


Lack of evaluation and 
management of nutrition 
status results in negative 
health outcomes related 
to malnutrition, including:


• Chronic disease


• Frailty 


• Increased falls-risk 


• Disability


• Increased risk of 
hospitalization and 
readmission following 
discharge


• Loss of independence


• US economic burden 
of disease-associated 
malnutrition $157B 
annually


KEY TAKEAWAY: Nutrition Status Is Missing


Patient


Post-Acute
 Care


Community
 Care


Admission


Community 
Support 
Services


Acute
Care Discharge


• Social Determinants of Health    • Disease and Chronic Conditions    


• Incentives     • Population Health Management


Tools & Resources
• Shared Decision Making  • Data and Health IT Infrastructure
• Clinical Workflows  • Patient Education and Self Management


Site-specific Care Pathways For At-risk/malnourished Patient


Environmental
Factors 


Acute Care Post-Acute Care Community Care


Improved Clinical, Economic, and Humanistic OutcomesPatient Impact 


Patient


To
o
ls


 &
 


R
e
so


u
rc


e
s Screening & Nutrition Care


Patient Education and Shared Decision Making


Data Infrastructure


Aligned Provider 
Financial Incentives


Access to Community-Based 
Nutrition-Support Services


Workforce, Patient, and Family 
Education/Awareness


Next-In-Line Provider 
Coordination


Gaps and Solutions 


Given that the current framework for system-level care 


pathways lacks attention to nutrition, participants were 


challenged to address three key questions to identify 


gaps and solutions for incorporating malnutrition care:


• What do we need? 


• What are the barriers?


• How do we overcome them? 


Participants were asked to consider these questions 


across three dimensions of the care pathway: 


1. Screening & Nutrition Care 


2. Patient Education and Shared Decision Making 


3. Data Infrastructure 


 


Ideas and recommendations were generated via group 


discussion and breakout sessions. To help ground this 


idea generation, various participants shared innovative 


local and national initiatives where nutrition care is 


being integrated as a core consideration in existing 


care protocols and programs across the United States 


(See Figure 5 and Appendices 3 and 4). Following the 


breakout sessions, all participants reconvened to align 


on next steps and opportunities to operationalize the 


recommendations identified.
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Barriers to Coordinated Malnutrition  
Care Transitions /


Recommendations to Advance Malnutrition  
Care as Patients Transition Across Care Settings /


Initially, participants identified a number of barriers inhibiting the effective delivery of malnutrition care as patients 


transition across settings of care, highlighting both findings from the literature and insights from experience. Some  


of the key barriers identified include:


Patients/
Caregivers†


Clinicians, community and social service providers, patients and caregivers, payers, and 
policymakers can take action to address care gaps using key recommendations identified 
during the Dialogue. By partnering to (1) support systematic nutrition screening and care, 
(2) provide better education and shared decision making, and (3) improve data 
infrastructure to capture and share critical nutrition information, stakeholders can facilitate 
enhanced care coordination and better outcomes for patients across care settings.


Policymakers Payers


Clinicians/Community 
and Social Service 


Providers*


*  This category encompasses clinical associations, clinical member organizations, 
social workers, mental healthcare providers, and other clinical/community and social service 
providers.


†   This category encompasses patients and caregivers, as well as representatives of patients 
(e.g., patient advocacy groups, Patient and Family Advisory Councils).


‡  Meal delivery includes home-delivered as well as congregate meals.


Integrate nutrition status considerations into 
existing protocols, pathways, and models (e.g., 
disease-speci�c protocols and pathways, 
transitional care models)


Adopt and disseminate existing guidelines and 
protocols that recommend actions for optimal 
nutrition care (i.e., population health)


Implement systematic screening in post-acute 
and community settings using existing standardized 
malnutrition screening tools (Appendix 4)


Align incentives (e.g., policy and �nancial) with 
malnutrition care delivery beyond the hospital (i.e., 
community setting) to improve prevention, 
identi�cation, and management


Engage and empower community-based  clinicians 
and providers (e.g., retail pharmacists, home health 
workers, social workers, meal delivery organizations‡, 
behavioral health counselors) to help patients 
achieve nutrition goals


Educate clinicians and social service providers 
about the impact of malnutrition/poor nutrition, their 
role in identifying it (including when and how to 
screen for malnutrition, as well as available tools 
and interventions such as medical nutrition therapy), 
and the importance of nutrition interventions


Educate payers on the impact of poor 
nutrition/malnutrition on patient outcomes 
and healthcare costs and the value of 
nutrition care coverage


Expand the use of shared decision making and 
education tools and create new tools as needed to 
engage patients/families/caregivers in discussions 
about nutrition care and better inform clinicians in 
clinical and community settings on nutrition 
information


Deliver information to patients/families/ caregivers in 
a way that is sensitive to their understanding of 
malnutrition, culture, and health literacy


Educate patients/families/caregivers on how 
to discuss nutrition goals with patients’ doctors and 
care providers


Educate patients/families/caregivers on how to support 
nutrition-related needs (e.g., preparing meals, 
coordinating food with medication management, 
providing oral nutrition supplements, changing tube 
feeding)


Partner with community-based organizations (e.g., Area 
Agencies on Aging and other providers) to raise 
broader population understanding of malnutrition and 
its impacts on patient health


Adopt standardized malnutrition terminology and 
clinical standards in electronic health records (EHRs) 
to improve malnutrition risk identi�cation and data 
transfer across care settings


Generate evidence and publish data re�ecting the 
impact of nutrition status on clinically relevant 
outcomes in post-acute and community settings (e.g., 
admissions/readmissions, activities of daily living, 
quality of life)


Expand the use of tools (e.g., alerts, hard stops) and 
visibility of nutrition information in EHRs to enhance 
nutrition-related decisions and communicate nutrition 
information to relevant clinicians


Conduct informatics skill training for dietitians and 
other healthcare professionals supporting patients’ 
nutrition needs


Identify mechanisms to share relevant social 
determinant–related data with clinicians and providers 
in a manner that is compliant with regulatory 
requirements and supports patient/family/caregivers’ 
ability to maintain/improve patients’ nutrition status


Create and adopt new technologies focused on 
malnutrition prevention and intervention (e.g., apps, 
wearables)


Patient Education & Shared Decision Making


Data Infrastructure


Screening & Nutritional Care


1. Nutrition risk identification and care are not integrated into existing care transition pathways and accountable care models


2. Challenges to effective screening (e.g., forgetting to screen, lack of training to screen, lack of time during the office visit)


3. Insufficient hours for physician training on nutrition during medical school, and insufficient clinician knowledge of how to 
access and make use of other clinical and community-based support services and partners (e.g., dietitians, social workers) to 
address patients’ malnutrition needs.


4. Lack of coverage for nutrition assessment, education, counseling, and treatment


1. Lack of widespread adoption of standardized malnutrition terminology and clinical standards across care 
settings to support data transfer 


2. Lack of published, high-quality data demonstrating the impact of good nutrition on patients’ outcomes in the 
post-acute and community settings 


Data Infrastructure


Screening and Nutrition Care


1. Lack of patient education on impact of proper/good nutrition on disease management, recovery, and health outcomes


2. Perceived stigma or “blame” attached to term “malnutrition” during patient and family engagement


Patient Education and Shared Decision Making
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Operationalizing  
the Recommendations /
Participants were asked to identify specific actions that stakeholders—namely clinicians (e.g., dietitians, nurses, physicians, 


pharmacists), patients and family/caregivers, payers, and policymakers—can undertake to better address patients’ nutrition 


needs across settings of care and to integrate nutrition care considerations into existing system-level pathways with the 


following principles in mind:


Principle 1 Ensure that patients’ goals and preferences  
are central to the process


Principle 2 Aim to support high-quality care for patients who are malnourished  
or at risk of malnutrition across settings of care 


Principle 3 Strive to design actions that fit within the workflow for patients’  
other chronic or acute diseases  


Principle 4 Collaborate cross-functionally to facilitate appropriate documentation  
and handoffs to providers across settings of care 


Principle 5 Ensure that recommended workflows are adaptable to the resources,  
needs, and staff or support services available 


Principle 6 Provide tools and guidance to help clinicians understand  
how to implement recommended care practices


Appendices 5 and 6 detail specific actions policymakers and each stakeholder group can implement to better integrate  


malnutrition care into patient care transitions.


Pilot Program to Integrate Malnutrition Care 
Into Transitions of Care Models /
The multi-stakeholder input received during the 


Dialogue highlighted the critical nature of incorporating 


malnutrition care considerations into transitional care 


and care delivered in acute, post-acute, and community 


care settings.   


Given the impact of malnutrition on patient outcomes, 


and continued fragmentation and barriers to patient-


centered transitional nutrition care, a pilot program will 


be established to implement and test a number of the 


recommendations outlined during the Dialogue. The goal 


of the pilot will be to advance systematic identification, 


treatment, and management of patients who are 


malnourished or at risk for malnutrition as they transition 


across care settings.  


The pilot will seek to engage hospital-based teams and 


community-based clinicians and service providers (e.g., 


primary care group practices, dietitians, meal providers, 


and others) to integrate patient-centered nutrition 


care into existing care transition pathways or models. 


Specifically, the pilot will aim to ensure interventions 


and follow-ups for nutrition care are in place when 


patients are discharged from the hospital and to improve 


recognition and management of patients’ nutrition 


risk prior to their admission to a hospital and/or as a 


component of chronic disease management.


While multiple infrastructure and environmental barriers 


are still in place, the pilot will seek to identify and 


disseminate innovative approaches and tools that 


can help close transitional care gaps and accelerate 


widespread adoption of optimal nutrition care.


In parallel to the pilot, it will be critical for providers, 


patients and family/caregivers, policymakers, payers, and 


others to continue to come together to remove barriers 


by seeking opportunities to integrate optimal nutrition 


care into national quality and care coordination models 


and programs. 


Stakeholders are encouraged to take immediate steps, 


individually and with partners, to integrate malnutrition 


prevention, identification, and intervention strategies into 


care pathways and models. This will improve patient 


outcomes and quality of life, facilitate population health 


management goals, and reduce the economic and care 


burden on the healthcare system. 
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Appendix 1: Dual-Pronged Approach to 
Advance Malnutrition Care for Hospitalized 
Older Adults* /


* For additional information on the Malnutrition Quality Improvement Initiative and the dual-pronged approach, visit the MQii website at http://www.MQii.Today. 


Dual-Pronged
Approach


Achieve
Malnutrition
Standards


of Care


MQii Toolkit
Implementation


MQii eCQM
Adoption


The MQii Toolkit provides practical resources to enable hospitals 
to achieve optimal nutrition standards of care 


Data reported from eCQMs will help hospitals demonstrate 
their success in meeting the standards of care 


The Malnutrition Quality Improvement Initiative (MQii) helps hospitals achieve malnutrition standards of care through a dual-


pronged approach, offering a novel patient-centered, interdisciplinary MQii Toolkit to guide malnutrition quality improvement 


and four de novo electronic clinical quality measures (eCQMs) to track and evaluate changes in care provided.


† For additional information or to read more about the National Blueprint, visit the National Blueprint website at http://www.defeatmalnutrition.today/blueprint.  


Appendix 2: Goals and Strategies of the 
National Blueprint: Achieving Quality 
Malnutrition Care for Older Adults /


Goal 1 Improve Quality of Malnutrition Care Practices


Strategies


1. Establish Science-Based National, State, and Local Goals for Quality Malnutrition Care  
2. Identify Quality Gaps in Malnutrition Care     
3. Establish and Adopt Quality Malnutrition Care Standards 
4. Ensure High-Quality Transitions of Care


Goal 2 Improve Access to High-Quality Malnutrition Care and Nutrition Services


Strategies


1. Integrate Quality Malnutrition Care in Payment and Delivery Models and Quality Incentive Programs 
2. Reduce Barriers to Quality Malnutrition Care
3. Strengthen Nutrition and Dietetics Professional Workforce 


Goal 3 Generate Clinical Research on Malnutrition Quality of Care 


Strategies


1. Evaluate Effectiveness and Impact of Best Practices on Patient Outcomes and Clinical Practice
2. Identify and Fill Research Gaps by Conducting and Disseminating Relevant Research
3. Track Clinically Relevant Nutritional Health Data


Goal 4 Advance Public Health Efforts to Improve Malnutrition Quality of Care


Strategies


1. Train Healthcare Providers, Social Services, and Administrators on Quality Malnutrition Care 
2. Educate Older Adults and Caregivers on Malnutrition Impact, Prevention, Treatment, and Available Resources 
3. Educate and Raise Visibility with National, State, and Local Policymakers 
4. Integrate Malnutrition Care Goals in National, State, and Local Population Health Management Strategies
5. Allocate Education and Financial Resources to HHS- and USDA-Administered Food and Nutrition Programs


In March 2017, the Malnutrition Quality Collaborative published the National Blueprint: Achieving Quality Malnutrition Care for Older 


Adults, which outlined four goals and associated strategies for achieving quality malnutrition care for older adults.†
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Appendix 3: Examples of Current  
Initiatives Integrating Nutrition Into  
Existing System-Level Pathways /


Example 3 highlights opportunities for engagement by non-clinical entities. It demonstrates how a payer and a community-
based service provider have partnered to conduct a pilot among high-risk community-dwelling individuals using volunteers, 
care coordinators, and technology to rapidly identify and intervene on potential medical or social concerns that could put an 
individual at risk of malnutrition and other health problems.


Example 1. Integration of Malnutrition Care into Patient Hospital Discharge Processes


• Nutrition care plan is documented 
and sent to outpatient clinic for 
next-in-line provider


• Interdisciplinary team reviews health 
determinants to identify which 
community services will be needed 
following discharge and how well 
available services meet the need


• Team member discusses nutritional 
status and follow-up care 
recommendations with patient prior 
to discharge


• Community 
resources are 
accessed to connect 
patients with 
nutrition-support 
services (e.g., meals, 
food assistance)


Patient 
discharged 


from hospital


Patient 
improves 
nutritional 


status, reduces 
risk of 


readmission 


• Care plan follows the patient 
past discharge to an outpatient 
care transitions clinic


• Follow-up phone call provided 
within 3–4 days after discharge


• Next-in-line outpatient provider 
discusses nutrition care plan with 
patient, indenti�es and implements 
treatment needs (e.g., counseling, 
special diet, oral nutritional 
supplements, vitamin/mineral 
supplementation)


• Case managers 
follow up with 
at-risk/malnourished 
patients and check 
if patients have 
continued 
recommended 
treatment plans


• Monitoring and 
evaluation 
continues in care 
transitions clinic


Patient Education 
& Shared Decision MakingScreening & Nutrition Care Data Infrastructure


Key


Example 2. Integration of Malnutrition Care into Primary Care Pathway


• EHR includes tools to inform appropriateness of 
patient’s current nutritional status, alert provider to 
care gaps, and aid in malnutrition diagnoses


Prior to patient’s arrival, identify patient’s nutritional status and flag:


• Discharged patients who are at risk of malnutrition or are malnourished
• Pre-surgical nutrition support, where needed
• Patients with morbid obesity, obesity, or protein calorie malnutrition


Patient visits 
PCP office


Patient 
maintains


ideal
nutritional


status 


• Physicians evaluate nutritional status


• Patients receive education on their nutritional status and 
nutrition care needs


• Patients provided with disease-specific nutrition 
information to help manage nutrition care needs at home


• Patient is 
reassessed 
every 30 days


• If continuing dietitian 
support is needed, 
physician utilizes 
outside RD referral


• Practice website 
offers resources for 
accessing oral 
nutritional 
supplements, as 
needed


Example 3. Integration of Nutrition and Social Services into Payer Care Coordination Model Using 
Community-Based Resources


• Patients are informed and consent to 
participate in the pilot program


• Payer identi�es high-risk patients who require 
meal delivery and would bene�t from direct 
observation and monitoring for care 
coordination needs  


• Nutrition care plan is documented 
and sent to outpatient clinic for 
next-in-line provider


• Care plan follows the patient 
past discharge to an outpatient 
care transitions clinic


Identify high-
risk, high-need
patients that 
meet defined
clinical criteria


Patient 
potentially 
avoids a 


readmission or 
delays need for
additional acute


services


• Meal delivery program care coordinator 
engages patient and facilitates any “social 
intervention” (e.g., transportation, assistance 
with making appointment) as needed  


• Payer care coordinator is noti�ed and 
facilitates “clinical intervention” if assistance 
needed is medical in nature


• Payer monitors social and clinical 
needs of patient to identify 
opportunities for early intervention 
and to address concerns  


Example 1 reflects how the dietitians at one hospital are working with an interdisciplinary team to better incorporate 
malnutrition care into patient care transitions through improved patient engagement, data sharing across care delivery 
settings, and the use of case management.   


Example 2 demonstrates how a primary care physician office is working to better identify and manage patients at risk of 
malnutrition through improved clinician training, patient education, referral to dietitians as needed, and the use of technology 
to identify patients prior to arrival and support patients while at the clinician’s office and once they leave it.
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Appendix 4: Malnutrition Screening Tools /


Tool Name Care Setting Validated


Australian Nutritional Screening Initative (ANSI) Community No


Malnutrition Screening Tool (MST)
Acute adults: inpatients and outpatients 
including elderly, residential aging care 
facilities 


Yes


Malnutrition Universal Screening Tool (MUST) Hospital, community, and other care 
settings Yes


MEAL Scale Outpatient No


Mini-Nutritional Assessment (MNA) Acute, rehabilitation, community,  
long-term care Yes


Mini-Nutritional Assessment (MNA) Short-Form (SF) Community, sub-acute, or residential 
aging care Yes


NUTRISCORE Outpatient Yes


Patient Generated Subjective Global Assessment Tool 
(PG-SGA)


Acute Yes


Starting the Conversation Primary care, health promotion Yes


Sarcopenia Quality of Life (SarQOL) Community Yes


Seniors in the Community: Risk Evaluation for Eating 
and Nutrition (SCREEN) (includes SCREEN I and 
SCREEN II)


Community, long-term care, skilled nursing 
facilities, rehabilitation Yes


Nutrition Screening Initiative (NSI) DETERMINE Checklist Home-based, community Yesv


Short Nutritional Assessment Questionnaire (SNAQ)
Outpatient, elderly in care homes or 
residential care, patients in the community 
aged 65 or older


Yes


There are many tools available (including validated tools) that clinicians and other providers can use across care settings 


to screen individuals for malnutrition.


Appendix 5: Policy Opportunities to  
Better Integrate Malnutrition Care Into  
Patient Care Transitions /
Issue: As people age, their health needs are likely to become more complex and impacted by chronic disease, social 
determinants of health, and nutrition status. Good nutrition and a healthy diet are considered critical pathways in 
influencing chronic conditions such as hypertension, diabetes, cardiovascular disease, kidney disease, gastrointestinal 
disorders, cancer, and obesity. Yet all too often, as patients transition from one point of care to another, their nutrition 
status is not evaluated, documented, or even included in patient health conversations. Beyond the hospital setting, it 
is rare for anyone to recognize or work with patients and their families to help prevent or intervene for poor nutrition or 
malnutrition that includes under-nutrition and over-nutrition.  


Impact: The result is that patients are frequently at risk for or develop negative health outcomes related to malnutrition, 
including increased falls-risk, chronic disease, frailty, and loss of independence. Malnourished patients have an increase 
in healthcare service utilization, and hospitalization costs for adult malnourished patients can be up to $25,200, a 
100% increase over the costs faced by non-malnourished patients. The US economic burden of disease-associated 
malnutrition is estimated at $157 billion annually. 


Recommended Policy Actions: A multi-stakeholder group of health and community leaders and advocates came 
together in a national Dialogue to identify real-world solutions to integrate nutrition risk identification and care into 
existing care transition pathways and accountable care models. The results of their discussion are the basis for these 
policy-related recommendations to better integrate optimal nutrition care into national quality programs.


• Adopt clinically meaningful malnutrition-related quality measures and improvement activities into accountable care 
models and population health initiatives to improve prevention, identification, and management for patients across care 
settings


• Incorporate nutrition status into transfer of health information upon admission to and discharge from acute and post-
acute care settings (IMPACT Act implementation)


• Include nutrition risk identification and malnutrition care in the Welcome to Medicare Exam and Annual Medicare 
Wellness Exam


• Include nutrition risk identification and malnutrition care in Centers for Medicare & Medicaid Services (CMS) Quality 
Programs and Advanced Alternative Payment Models (e.g., Comprehensive Primary Care Plus Program, Bundled 
Payment for Care Initiative, Oncology Care Model Quality Payment Program, Hospital Inpatient Quality Reporting, Home 
Health and Skilled Nursing Facility Quality Reporting Programs)


• Adopt standardized malnutrition terminology and clinical standards in EHRs to improve malnutrition risk identification 
and data transfer across care settings


• Establish state commissions to develop targeted local plans to improve nutrition risk identification and malnutrition care


• Collect data and publish results from CMS national and state care transition pilots that incorporate nutrition-related 
activities into the care delivery (e.g., meal delivery or community support services post-discharge and associated 
outcomes)


The above screening tools are a first-line detection of malnutrition. Only a Registered Dietitian Nutritionist (RDN) is qualified for 


performing Medical Nutrition Therapy (MNT) inclusive of conducting a Nutrition-Focused Physical Exam (NFPE), determining a 


nutrition diagnosis, and authorizing appropriate intervention for malnourished individuals.


v This tool has been validated as an educational tool rather than a screening tool.
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Screening and Nutrition Care 


Recommendation Impact/Solution Tactics


1. Integrate nutrition 
status considerations 
into existing protocols, 
pathways, and models 
(e.g., disease-specific 
protocols and pathways, 
transitional care models)


• Enhance 
identification, 
assessment, and 
intervention


• Build nutrition identification and management into disease-specific 
protocols (e.g., stroke, diabetes care protocols)


• Incorporate nutrition care considerations into transitional care models 
such as the Coleman, Naylor, and Bridge models


2. Adopt and disseminate 
existing guidelines and 
protocols that recommend 
actions for optimal 
nutrition care


• Enhance 
identification, 
assessment, and 
intervention 


• Encourage clinicians/healthcare facilities to adopt existing protocols 
that recommend nutrition care as part of good care delivery (e.g., the 
World Health Organization’s Integrated Care for Older People guidelines, 
which include recommendations for individuals who are affected by 
undernutrition))


3. Implement systematic 
screening in post-
acute and community 
settings using existing 
standardized malnutrition 
screening tools 
(Appendix 4)


• Enhance 
identification, 
assessment, and 
intervention 


• Include nutrition screening as part of the Welcome to Medicare 
preventive visit, and include information on malnutrition prevention and 
warning signs in packets for Medicare patients


• Include dietitians in hospital pre-visit planning, as well as discharge and 
care transition planning for patients deemed at high risk of malnutrition 
based on key indicators (e.g., chronic disease, surgery, Medicaid, food 
insecurity)


• Incorporate nutrition status questions as part of pre-appointment surveys 
or similar patient-reported data collection mechanisms (e.g., how is your 
appetite, have you lost weight?)  


• Partner with community-based providers (e.g., retail dietitians, retail 
pharmacists, home health workers, social workers) to perform screenings 
in less “traditional” care delivery settings, such as retail pharmacies, 
supermarkets, home health, assisted living, senior centers, etc.


• Refer and transfer patients to primary care, outpatient, and public health/
community nutrition dietitians to perform nutrition care (i.e. assessment 
and intervention) once screened and identified by community-based 
providers


4. Align incentives (e.g., 
policy and financial) with 
malnutrition care delivery 
beyond the hospital 
(i.e., community setting) 
to improve prevention, 
identification, and 
management


• Address patient 
access barriers


• Adopt and use systematic nutrition screening and intervention in 
an alternative payment model (e.g., the Bundled Payment for Care 
Improvement Initiative) and evaluate the impact on patients 


• Establish a “Center of Excellence” recognition program with differential 
payment for organizations that integrate malnutrition care into their care 
processes (e.g., effectively screening and supporting the treatment of at-
risk and malnourished patients) 


• Provide incentives for routine use of SDM in practice through value-
based payment programs or as part of population management initiatives 


• Align incentives for clinicians and providers to identify and prioritize 
rapid care and intervention for those patients who are more likely to have 
malnutrition and malnutrition-related comorbidities based on “triggers” in 
the EHR (e.g., based on information in the Core Clinical Data Elements)


• Create state and local coalitions to work on developing targeted plans  
to improve malnutrition care, following models in Ohio, Massachusetts,  
and other states21,22


Appendix 6: Action Steps for Operationalizing 
Key Recommendations /


Recommendation Impact/Solution Tactics


5. Engage and empower 
community-based 
providers (e.g., retail 
dietitians, retail 
pharmacists, home 
health workers, social 
workers, meal delivery 
organizations, behavioral 
health counselors) to help 
patients achieve nutritional 
goals


• Enhance  
identification,  
assessment,  
and intervention


• Perform screenings in less “traditional” care delivery settings, such as 
wellness clinics, retail pharmacies, home health, assisted living, senior 
centers, etc.


• Incorporate nutrition goals into community programs (e.g., pharmacy 
and grocery store rewards programs) so that patients receive benefits for 
nutrition management activities


• Follow up via phone regarding nutrition concerns and recommended care 
plans to address breakdowns in the system (e.g., if clinicians consistently 
fail to review discharge plans, partner with case managers to perform 
post-discharge follow-up)


6. Educate clinicians and 
social service providers 
about the impact of 
malnutrition/poor nutrition, 
their role in identifying it 
(including when and how 
to screen for malnutrition, 
as well as available tools), 
and the importance of 
nutrition interventions


• Enhance 
identification,  
assessment, and 
intervention


• Advance 
understanding 
of “nutrition as 
medicine” and 
treat it as such 
in care plans 
and care delivery 
activities


• Identify and 
address gaps in 
medical school 
and clinician 
and social 
service training 
in screening for  
malnutrition 


• Provide education and training for non-dietitian clinicians, conducted by 
dietitians, on core nutrition care (i.e., “Survival Skills for Nutrition”), such 
as how to:
   Appropriately screen patients for nutrition risk
   Refer patients to a dietitian, and access and use dietitians in 


community and post-acute care settings 
   Connect the patient to community-based nutrition resources (e.g., 


meal delivery programs)
   Follow up/monitor patients on a regular basis (e.g., 3, 7–10, and 


25 days) after discharge to ensure they are complying with clinical 
nutrition recommendations, and identify and address any social 
determinants of health that could affect their nutrition intake


   Actively engage the patient’s caregiver in nutrition-related 
discussions (e.g., screening, care plan, discharge planning), as the 
caregiver is the most consistent member of the patient’s care team 
across settings 


• Create or use existing web-based programs to: 
Provide education and training to clinicians and community-based 
providers on core nutrition care skills (led by dietitian organizations)
Identify how to connect patients to community-based providers and 
resources to support their nutrition needs (e.g., NowPow)


• Include nutrition education, when to refer patients to dietitians, and 
patient engagement/education as part of medical school or continuing 
education (e.g., minimum of one continuing education unit per year)


7. Educate payers on the 
impact of malnutrition/
poor nutrition on patient 
outcomes and healthcare 
costs and the value of 
nutrition care coverage


• Enhance 
identification, 
assessment, and 
intervention


• Work with payers to establish viable payment models with outpatient  
and primary care dietitians 


• Share information and resources to educate payers on the impact of 
malnutrition on patient outcomes and the value of risk identification and 
early intervention in community settings
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Recommendation Impact/Solution Tactics


1. Expand the use of shared  
decision making and education 
tools and create new tools as 
needed to engage patients/ 
families/caregivers in  
discussions about nutrition  
care and better inform  
clinicians in clinical and  
community settings on  
nutrition information


• Enhance 
understanding of 
the impact of “good 
nutrition” and “poor 
nutrition” on health, 
functionality/quality 
of life, and healing 
across care settings 


• Enhance 
engagement of 
patients/families/
caregivers in 
patients’ nutrition 
care


• Align nutrition care 
and intervention with 
individual patient 
preferences and 
goals


• Develop SDM tools in partnership with patients and clinicians 
to advance clinical discussions about nutrition insufficiency 
or poor nutrition, patient nutrition goals, and ways to improve 
patients’ nutrition intake, as well as the impact of nutrition on 
patients’ outcomes


• Include nutrition status questions as part of pre-appointment 
surveys or similar patient-reported data collection 
mechanisms (e.g., how is your appetite,  
have you lost weight?)  


• Provide documents capturing nutrition recommendations 
for patients to take to their appointment with the next-in-line 
provider (similar to a list of current medications)


• Provide “stoplight” pamphlets outlining green/yellow/red 
warning signs that suggest potential nutritional decline, 
including when to contact a clinician


• Use pamphlets and posters in clinician  
offices to encourage patients to “ask about your nutrition”


2. Deliver information to patients/
families/caregivers in a way that 
is sensitive to their understanding 
of malnutrition, culture, and health 
literacy


• Enhance 
understanding of 
the impact of “good 
nutrition” and “poor 
nutrition” on health, 
functionality/quality 
of life, and healing 
across care settings


• Align nutrition care 
and intervention with 
patient/family culture 
and values


• Enhance 
opportunities for 
patient/family 
comprehension 
and understanding 
of health and 
nutrition conditions, 
recommendations, 
and interventions


• Reframe discussions about malnutrition with patients/
families/caregivers to focus on “poor nutrition” and “nutrition 
insufficiency” to avoid the perception of blame 


• Educate clinicians and social service providers to deliver 
nutrition information in culturally competent ways


• Use translation programs such as mobile app–based 
translators or adopt models used by other clinicians to 
provide nutrition information in a linguistically and culturally 
competent way (e.g., implement “dial-a-dietitian” to enable 
clinicians and their patients to speak to a dietitian in non-
English languages)


Patient Education & Shared Decision Making


Recommendation Impact/Solution Tactics


3. Educate patients/families/ 
caregivers on how to discuss nu-
trition goals with patients’ doctors 
and care providers


• Align nutrition care 
and intervention with 
individual patient 
preferences and 
goals


• Enhance 
engagement of 
patients/families/
caregivers in patient 
nutrition care


• Raise awareness via national campaigns to:
Encourage patients to actively raise the topic of nutrition 
goals as part of discussions with their care providers
Include clinically relevant nutrition data in medical “data 
backpacks” to allow patients to better access, carry with 
them, and share their nutrition data with other clinicians 
and providers
Promote malnutrition identification and management 
efforts to clinicians, providers, and the general public 
at national programs and annual meetings (e.g., AARP 
initiatives, the American Society for Parenteral and 
Enteral Nutrition’s Malnutrition Awareness Week, the 
National Council on Aging’s Falls Prevention Awareness 
Day, the International Council on Active Aging’s Active 
Aging Week, National Nutrition Month)


4. Educate patients/families/caregiv-
ers on how to support nutrition-re-
lated needs (e.g., preparing meals, 
coordinating food with medication  
management, providing  
oral nutrition supplements,  
changing tube feeding)


• Advance 
discussions about 
poor nutrition and 
its impact on health 
and functionality/
quality of life, patient 
goals, and how to 
improve


• Enhance 
engagement of 
patients/families/
caregivers in patient 
nutrition care


• Offer classes to help individuals manage  
their nutrition needs and carry out nutrition recommendations 
outside of the clinical setting  
(e.g., meal preparation, food coordination  
with medication management, oral nutritional supplement 
consumption, changing feeding tube)


5. Partner with community-based 
organizations (e.g., Area  
Agencies on Aging and other pro-
viders) to raise broader population 
understanding of malnutrition and 
its impacts  
on patient health


• Enhance 
identification, 
assessment, and 
intervention


• Promote malnutrition identification and management efforts at 
national programs and annual meetings (e.g., AARP initiatives, 
the American Society for Parenteral and Enteral Nutrition’s 
Malnutrition Awareness Week, the National Council on Aging’s 
Falls Prevention Awareness Day, the International Council on 
Active Aging’s Active Aging Week, National Nutrition Month)
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Data Infrastructure 


Recommendation Impact/Solution Tactics


1. Adopt standardized mal-
nutrition terminology and 
clinical standards in EHRs 
to improve malnutrition 
risk identification and 
data transfer across care 
settings


• Systematic 
transfer of nutrition 
health information 


• Ability to “follow 
the patient” 
and continue to 
build on nutrition 
interventions


• Advocate for Office of the National Coordinator to adopt standardized 
malnutrition terminology and clinical standards


• Create value sets to systematically capture standardized data as 
needed


• Partner with EHR vendors to build population-based performance 
measures that promote nutrition screening and intervention for 
populations at risk for malnutrition into EHRs


• Advance hard-coded “malnutrition marker” in EHRs to better identify 
patients with malnutrition who may have more difficulty recovering, and 
to track the impact of malnutrition on patients across care settings (e.g., 
inform readmissions risk scores)


2. Generate evidence and 
publish data reflecting the 
impact of nutrition status 
on clinically relevant out-
comes (e.g., admissions/
readmissions, activities of 
daily living, quality of life)


• Increase visibility 
of impact of 
nutrition status 


• Align incentives for 
identification and 
treatment 


• Collect data and generate evidence on:
CMS care transition pilots that incorporated nutrition-related 
activities into the care delivery (e.g., meal delivery post-discharge) 
and any associated outcomes 
Programs that assist patients in complying with recommended 
nutrition care with home-delivered meals and/or delivery of 
recommended oral nutritional supplements to the hospital prior  
to discharge, where indicated
Clinically meaningful and patient-centered aspects of nutrition-
focused SDM and implementation of SDM tools (e.g., patient 
satisfaction, impact on quality of life)


 The impact of integrating malnutrition prevention and risk identification 
and management into existing coordinated care models, alternative 
payment models, and CMS Innovation Center initiative  
(e.g., the Oncology Care Model 2.0)  
Use of EHR-enabled alerts and follow-on care to determine 
whether clinicians are reviewing and responding to the alert, as well 
as timeliness of care following the alert
Use of standardized tools across care settings (e.g., the Patient- 
and Nutrition-Derived Outcome Risk Assessment score) to 
understand patient risk for malnutrition-associated poor outcomes 
as patients move between settings of care
Incorporation of nutrition status into existing readmission risk tools 
(e.g., BOOST, LACE index) as a predictor for readmission
Link between the presence of malnutrition and the ability (or 
inability) to complete activities of daily living


3. Expand the use of tools 
(e.g., alerts, hard stops) 
and visibility of nutrition 
information in EHRs to 
enhance nutrition-related 
decisions and communi-
cate nutrition information 
to relevant clinicians


• Provide greater 
visibility to nutrition 
care needs and 
opportunities  
for action


• Advance 
understanding 
of “nutrition as 
medicine” and 
treat it as such 
in care plans 
and care delivery 
activities


• Establish and implement standardized protocols to:
Document malnutrition diagnoses and dietitians’ nutrition care 
recommendations in the problem list and discharge plan
Capture nutrition interventions on the Medication Administration 
Record (MAR), as appropriate


• Build into EHRs “hard stops” to prevent further action unless 
appropriate nutrition care has been provided (e.g., inability to 
discharge patients unless nutrition diagnosis information and follow-on 
care, where applicable, is populated in the discharge plan)


Recommendation Impact/Solution Tactics


3. Expand the use of tools 
(e.g., alerts, hard stops) 
and visibility of nutrition 
information in EHRs to 
enhance nutrition-related 
decisions and communi-
cate nutrition information 
to relevant clinicians  
(continued)


• Use alerts (e.g., “Smart Alerts”) to:
Flag patients who are more likely to have malnutrition and 
malnutrition-related comorbidities (e.g., based on information in the 
Core Clinical Data Elements) to enable clinicians and providers to 
identify and prioritize rapid care and intervention for them 
Notify the clinician when a patient meets malnutrition-associated 
diagnostic criteria or has malnutrition-associated characteristics, 
ask whether the clinician has screened the patient, and prompt 
them to diagnose and treat, if applicable
Notify the physician if a dietitian diagnoses malnutrition, including 
auto-populating relevant information in the physician’s note


• Flag the clinician when a patient is at a “pressure point” and is 
particularly vulnerable to malnutrition (e.g., entering in NPO status) and 
remind them of evidence-based protocols for the circumstance


4. Conduct informatics skill 
training for dietitians and 
other healthcare profes-
sionals supporting patients’ 
nutrition needs


• Facilitate 
engagement with 
clinical IT teams to 
more consistently 
collect, document, 
and transmit 
nutrition care data


• Develop training programs to educate dietitians and other healthcare 
professionals on informatics and data infrastructure to enhance 
systematic, standardized collection of nutrition-related data


5. Identify mechanisms 
to share relevant social 
determinant–related data 
with clinicians and pro-
viders in a manner that is 
compliant with regulatory 
requirements and supports 
patient/family/caregivers’ 
ability to maintain/improve 
patients’ nutritional status


• Enable provider 
exchange of 
data, including 
data on social 
determinants of 
health


• Transfer of relevant 
nutrition health 
information and 
care plans 


• Ability to connect 
patient/family/
caregivers with 
community-
based services to 
address needs


• Partner with clinicians (physicians, mental health providers, etc.) and 
community-based partners (social workers, meal delivery services, etc.) 
to identify how to share social determinant information that may affect 
patients’ ability to maintain good nutrition 


6. Create and adopt new 
technologies focused on 
malnutrition prevention, 
identification, and interven-
tion (e.g., apps, wearables) 


• Enhanced 
monitoring of 
patients’ nutrition 
status in order to 
support their goals 


• Support clinical adoption of Fast Healthcare Interoperability Resources 
and application programming interfaces that translate data from 
disparate sources into a common format and allow for it to be shared 
across platforms
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About Avalere Health, the Academy of Nutrition 
and Dietetics, and Defeat Malnutrition Today / 
Avalere Health is a healthcare advisory services firm with experience in quality improvement and measurement. The 


Academy is the world’s largest organization of nutrition and dietetics practitioners committed to optimizing health through 


food and nutrition, and advancing the profession through research, education, and advocacy. Defeat Malnutrition Today is 


a coalition of over 75 organizations and stakeholders working to defeat older adult malnutrition. 
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Better Integration of Malnutrition Care 
into Care Transitions Is Necessary /
Nutrition Health of US Population


Malnutrition Prevalence Across Care Settings


Determinants of Patient Experience 
and Outcomes Across Settings of Care


Malnutrition, defined as a nutrition imbalance including under-nutrition and over-nutrition, is a pervasive, but often under-diagnosed, 
condition in the United States. This prevalence is exacerbated among those who are already ill: chronic diseases such as diabetes, 
cancer, and gastrointestinal, pulmonary, heart, and chronic kidney disease and their treatments can result in changes in nutrient intake 
and ability to use nutrients, which can lead to malnutrition. 


Too often, as patients transition 
from one point of care to 
another, their nutrition status is 
not evaluated, documented, or 
even included in patient health 
conversations. Lack of evaluation 
and management can result in 
negative health and financial 
outcomes as malnourished 
adults have been found to utilize 
more health services with more 
visits to physicians, hospitals, 
and emergency rooms.


In March 2018, a multi- 
stakeholder group of health 
and community leaders and 
advocates came together in a 
national Dialogue, “Advancing 
Patient-Centered Malnutrition 
Care Transitions,” to focus on 
developing real-world solutions 
to better integrate nutrition risk 
identification and care into 
existing care transition pathways 
and accountable care models.  


Existing Patient Care Transitions Pathway


KEY TAKEAWAY: Nutrition Status Is Missing


US Economic Burden of Disease-Associated 
Malnutrition Is Estimated to be $157 Billion Annually


Recommendations to Integrate Malnutrition Care into Care Transitions


Acute Care1


20–50% 14–51%
Post-Acute Care2


6–30%
Community Care3,4


70% of adults are overweight or have obesity6


More than 40% of patients age 50+ 
are not getting the right amount 
of protein each day5


Patient


Post-Acute
 Care


Community
 Care


Admission


Community 
Support 
Services


Acute
Care Discharge


• Social Determinants of Health    • Disease and Chronic Conditions    


• Incentives     • Population Health Management


Tools & Resources
• Shared Decision Making  • Data and Health IT Infrastructure
• Clinical Workflows  • Patient Education and Self Management


Acute Care 


Post-Acute Care 


Community Care 


Public 
and Private 


Payers


Healthcare 
Practitioners, 
Institutions, 
Professional 
Associations


National, State, 
and Local 


Governments


Patients, 
Families, 


Caregivers, 
Advocates


Quality 
Malnutrition Care 
and Standards, 
Tools, and Best 


Practices


Patient is admitted to hospital from home 
or post-acute care; malnutrition care 
provided and integrated into discharge 
plan, then patient discharged back to 
home or post-acute care


Community-based physician offices and 
nutrition-support organizations manage 
the patient’s care prior to admission and 
following discharge from hospital or 
post-acute care


Patient is transitioned to rehabilitation, 
skilled nursing facility, or long-term care 
following discharge; malnutrition care 
provided and integrated into transition of 
care prior to returning to community-based 
care or readmission to the hospital 


1. Barker LA, Gout BS, Crowe TC. Hospital malnutrition: Prevalence, identification, and impact on patients and the healthcare system. Int J Environ Res Public Health. 2011;8:514-527.
2. National Resource Center on Nutrition Physical Activity and Aging. Malnutrition and Older Americans.
3. Guigoz Y. The Mini Nutritional Assessment (MNA) review of the literature—What does it tell us? J Nutr Health Aging. 2006;10:466-487.
4. Snider JT, Linthicum MT, Wu Y, et al. Economic burden of community-based disease-associated malnutrition in the United States. JPEN J Parenter Enteral Nutr. 2014:38(2 Suppl):77S-85S.
5. Estimated (Age-Adjusted) Percentage of US Adults with Overweight and Obesity by Sex. 2013-2014 NHANES data.
6. NHANES data from 2007-2008. 11
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Recommendations to Advance Malnutrition
Care as Patients Transition Across Care Settings / 


Patients/
Caregivers†


Clinicians, community and social service providers, patients and caregivers, payers, and 
policymakers can take action to address care gaps using key recommendations identified 
during the Dialogue. By partnering to (1) support systematic nutrition screening and care, 
(2) provide better education and shared decision making, and (3) improve data 
infrastructure to capture and share critical nutrition information, stakeholders can facilitate 
enhanced care coordination and better outcomes for patients across care settings.


Policymakers Payers


Clinicians/Community 
and Social Service 


Providers*


*  This category encompasses clinical associations, clinical member organizations, 
social workers, mental healthcare providers, and other clinical/community and social service 
providers.


†   This category encompasses patients and caregivers, as well as representatives of patients 
(e.g., patient advocacy groups, Patient and Family Advisory Councils).


‡  Meal delivery includes home-delivered as well as congregate meals.


Integrate nutrition status considerations into 
existing protocols, pathways, and models (e.g., 
disease-speci�c protocols and pathways, 
transitional care models)


Adopt and disseminate existing guidelines and 
protocols that recommend actions for optimal 
nutrition care (i.e., population health)


Implement systematic screening in post-acute 
and community settings using existing standardized 
malnutrition screening tools (Appendix 4)


Align incentives (e.g., policy and �nancial) with 
malnutrition care delivery beyond the hospital (i.e., 
community setting) to improve prevention, 
identi�cation, and management


Engage and empower community-based  clinicians 
and providers (e.g., retail pharmacists, home health 
workers, social workers, meal delivery organizations‡, 
behavioral health counselors) to help patients 
achieve nutrition goals


Educate clinicians and social service providers 
about the impact of malnutrition/poor nutrition, their 
role in identifying it (including when and how to 
screen for malnutrition, as well as available tools 
and interventions such as medical nutrition therapy), 
and the importance of nutrition interventions


Educate payers on the impact of poor 
nutrition/malnutrition on patient outcomes 
and healthcare costs and the value of 
nutrition care coverage


Expand the use of shared decision making and 
education tools and create new tools as needed to 
engage patients/families/caregivers in discussions 
about nutrition care and better inform clinicians in 
clinical and community settings on nutrition 
information


Deliver information to patients/families/ caregivers in 
a way that is sensitive to their understanding of 
malnutrition, culture, and health literacy


Educate patients/families/caregivers on how 
to discuss nutrition goals with patients’ doctors and 
care providers


Educate patients/families/caregivers on how to support 
nutrition-related needs (e.g., preparing meals, 
coordinating food with medication management, 
providing oral nutrition supplements, changing tube 
feeding)


Partner with community-based organizations (e.g., Area 
Agencies on Aging and other providers) to raise 
broader population understanding of malnutrition and 
its impacts on patient health


Adopt standardized malnutrition terminology and 
clinical standards in electronic health records (EHRs) 
to improve malnutrition risk identi�cation and data 
transfer across care settings


Generate evidence and publish data re�ecting the 
impact of nutrition status on clinically relevant 
outcomes in post-acute and community settings (e.g., 
admissions/readmissions, activities of daily living, 
quality of life)


Expand the use of tools (e.g., alerts, hard stops) and 
visibility of nutrition information in EHRs to enhance 
nutrition-related decisions and communicate nutrition 
information to relevant clinicians


Conduct informatics skill training for dietitians and 
other healthcare professionals supporting patients’ 
nutrition needs


Identify mechanisms to share relevant social 
determinant–related data with clinicians and providers 
in a manner that is compliant with regulatory 
requirements and supports patient/family/caregivers’ 
ability to maintain/improve patients’ nutrition status


Create and adopt new technologies focused on 
malnutrition prevention and intervention (e.g., apps, 
wearables)


Patient Education & Shared Decision Making


Data Infrastructure


Screening & Nutritional Care


Support for the Dialogue was provided by Abbott 


Read the full Dialogue Proceedings 
publication here: https://avale.re/2Lk7LkO
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Editorial


As nurses with expertise in “cultural congruency”, we con-
sider ourselves open minded and welcoming to diverse situ-
ations. We welcome people and situations that are not like us 
and promote inclusivity in all our activities. It is what we do. 
However, what bias do we have? Have you ever been told 
that you treated someone unfairly? Have you been identified 
as someone difficult to work with? Could it be because of an 
unconscious bias that you may have?


It is human nature to have a bias in some thing or person. 
These biases affect how we treat others and how we respond 
to situations. Biases not only include ethnicity and race but 
age, gender, gender identity, sexual orientation, physical dis-
abilities, obesity, social groups, and religion, to name a few. 
Biases can be held against an individual, group, or institution 
and can have negative and positive consequences.


Biases are either conscious (explicit) or unconscious (implicit). 
Unconscious bias refers to personal biases that we are not aware 
of. It is the cause of our impulsive reactions of events that impact 
our lives resulting in quick judgements that may not be logical to 
others. Unconscious bias is the result of cognitive reasoning that 
was embedded in our brain long before we even realized it. It is 
based on our own background, culture, and personal experiences 
and often originates at a very early age.


Even the most culturally congruent person will have some 
unconscious biases. It is imperative that we acknowledge our 
biases to continue our personal self-growth to learn more 
about ourselves. We must recognize that we are not any worse 
when we have biases if we recognize them and realize how 
the biases may cause us to react differently in certain situa-
tions. Our biased beliefs do not make us bad people. We are 
well intentioned health care providers who may not even real-
ize how our unconscious bias leads us to make the decisions 
we make in our everyday lives.


Unconscious bias is often seen when a person is under 
increasing stress and is multi-tasking, thereby unable to 
focus on the here and now and logically process through 
issues. Unconscious bias can affect the workplace or 


professional organizations. The unconscious bias of an 
organization is embedded in the strategic plan of an orga-
nization or how policies and procedures are developed. If 
an organization is truly unbiased, the attributes, charac-
teristics, and behaviors of all the members of the organi-
zation will results in feeling included and promote 
“inclusivity” (another term we see frequently when deal-
ing with bias).


As leaders in an organization that promotes cultural con-
gruency, we must be aware that all people have a conscious 
and an unconscious bias. We must challenge stereotypes or 
information that promotes stereotypical information. We 
must continue to change the perception of status quo. We 
need to always continue to making sure inclusivity is 
included to improve process, policy and procedures. We 
must continue the discourse of diversity and inclusivity in 
our organizations.


As the voice against bias, conscious or unconscious, we 
will stay attuned to the needs of our patients, families, and 
communities. We are never done with the work around  
diversity and inclusivity. We cannot just do “helicopter  
monitoring” – meaning we drop down to fix problems when 
biases happen then disappear until the next crisis. We are not 
the “elephant in the room” waiting to be heard or seen when 
a social bias disaster occurs. We must consistently be the 
voice of all bias and insure that not only is diversity addressed, 
which recognizes differences, but inclusivity, which includes 
those persons who are diverse in all our activities of our 
organizations.


713566 TCNXXX10.1177/1043659617713566Journal of Transcultural NursingEditorial
editorial2017


Unconscious bias: What is yours?


Norma Graciela Cuellar, PhD, RN, FAAN1


1University of Alabama, Tuscaloosa, AL, USA
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Dr. Brandon Nichols is the Lead Consultant at 3B Nichols Consulting, LLC. His work at 3B 
consist individual or group consulting focusing on diversity and inclusion, postsecondary 
education, and wellness. Moreover, Nichols is the District Director of Accreditation, 
Assessment, and Educational Development at the City Colleges of Chicago. His role supports 
senior leadership at our seven, independently accredited colleges in the following areas: 


• Regional and programmatic reaccreditation process 
• Assessment practices for academic and co-curricular learning 
• Educational quality through our Tenure Assistance Program  
• Professional learning activities focusing on diversity and inclusion, assessment of 


student learning, and accreditation preparation in the spirit of continuous of 
improvement 


While at Kennedy-King College (KKC), Nichols held positions as Associate Dean of Instruction 
and Director of Academic Support Services. In the aforementioned positions, he served as an 
executive member of the College Assessment Committee (CAC), chaired the Co-Curricular 
Assessment Subcommittee, managed the ICCB Program Review process, and steered strategic 
support of data to restricted and unrestricted budget planning.  


Additional leadership roles at the college includes Project Director of the Predominately Black 
Institutions (PBI) grant, Chair for Key Performance Indicators (remediation) workgroup, and 
administrative support for Proposed Academic Curriculum Changes (PACC). 


Prior to his current institution, Nichols functioned in various roles in higher education as a 
Residence Life Coordinator, Student Development Assistant, First Year Experience Advocate, 
Faculty – Psychology, and Psychology Faculty-in-Residence.  


Nichols’ Bachelor of Science is in Sociology from the University of Illinois at Urbana-
Champaign. He has a Master of Arts in Clinical Psychology and a Doctorate of Education in 
Counseling Psychology from Argosy University at the Washington, DC. In conjunction to his 
work in postsecondary education, Nichols has also worked as an expressive therapist at 
Washington Adventist Hospital located in Takoma Park, MD. 


MICROAGGRESSION TRAINING 
BRANDON NICHOLS BIO 
BOARD OF DIRECTORS MEETING 
SEPTEMBER 6-7, 2018 


 





		00 Cover

		Att 1.1 May 10-11 2018 Minutes

		Att 1.2 July 18-20, 2018 Minutes

		Att 1.2 July 18-20 Minutes

		00 July BOD Retreat - Group and Breakout Discussion Summary



		Att 1.3 President's Report

		Att 1.4 CEO's Report

		Att 1.5 Foundation Report

		Att 1.6 CDR Report

		Att 1.7 Honors and Awards Policy Update

		Members of the Academy/Foundation Boards of Directors are eligible to receive a national Academy honor or award after three (3) years upon completing their term of service, with the exception of the public member who may be eligible immediately after ...



		Att 1.8 Finance and Audit Committee Policies_

		BOD Meeting Agenda Item Form.pdf

		Insurance Policy

		Line of credit policy

		Purchasing Policy

		Records Retention Policy



		Att 1.9 Motion Tracking

		Att 1.10 2018-2020 Board Meetings Calendar

		BOARD OF DIRECTORS 

		2018-2020 MEETINGS CALENDAR    



		Att 2.0 September 6-7 AgendaREV

		ANTICIPATED OUTCOME

		IMPLICATIONS

		PRESENTER

		AGENDA ITEM

		   TIME

		Accommodations: Allegro Hotel, 171 West Randolph St, Chicago, IL                                                                                                        Revised 082818

		Thursday, September 6, 2018 - 10 South Riverside Plaza, 8th Floor Conference Room, Chicago, IL

		ANTICIPATED OUTCOME

		IMPLICATIONS

		PRESENTER

		AGENDA ITEM

		   TIME

		ANTICIPATED OUTCOME

		IMPLICATIONS

		PRESENTER

		AGENDA ITEM

		TIME



		Att 3.0 Strategic Plan.Criteria for Effective Meetings 8.30.2018

		Pages from Att 3.0 Strategic Plan.Criteria for Effective Meetings.COI,NonDisclosure-2

		Criteria for Effective Meetings-Conflict of Interest Policy 8.30.2018.pdf

		Pages from Att 3.0 Strategic Plan.Criteria for Effective Meetings.COI,NonDisclosure



		Att 5.0 Board Retreat Next Steps-Fall House Dialogue Preview

		Spring 2018 HOD Meeting Recap Final

		Draft Design Plan 8-20-18

		Success Criteria Draft 8.19.18

		Timeline



		Att 8.1 Member Engagement-Nominating Committee

		Att 9.0a MQii Update Dialogue Proceedings

		Att 9.0b MQii Update Dialogue Infographic

		Att 11.0 Microaggression Training

		Att 11.0a Microaggression Training -Brandon Nichols Bio.pdf



		Check Box1: Off

		Check Box2: Off

		Check Box3: Off

		Check Box4: Off

		Check Box5: Off

		Check Box6: Off

		Check Box7: Off

		Check Box8: Off

		Text9: 

		Text10: 

		Text11: 

		Text12: 

		Text13: 

		Text14: 

		Text15: 

		Text16: 

		Text17: 

		Text18: 

		Text19: 

		Your TitleRow4: 

		Company NameRow4: 

		Company NameRow3: 

		Company NameRow2: 

		Company NameRow1: 

		Your TitleRow3: 

		Your TitleRow2: 

		Your TitleRow1: 

		Start DateRow4: 

		Start DateRow3: 

		Start DateRow2: 

		Start DateRow1: 

		End DateRow4: 

		End DateRow3: 

		End DateRow2: 

		End DateRow1: 

		Company NameRow5: 

		Company NameRow6: 

		Company NameRow7: 

		Your TitleRow5: 

		Start DateRow5: 

		End DateRow5: 

		Your TitleRow6: 

		Start DateRow6: 

		End DateRow6: 

		Your TitleRow7: 

		Start DateRow7: 

		End DateRow7: 

		ExplanationPrincipal Investigator or Co Investigator on GrantsResearch on the Academy GroupsEvents topic: 

		ExplanationParticipation in review activities for the Academy GroupsEvents topic: 

		ExplanationConsultant on Academy GroupsEvents topic: 

		ExplanationLeadership role or membership in organizations related to the Academy GroupsEvents: 

		ExplanationWriting or reviewing a manuscript on the Academy or GroupsEvents topic: 

		DateRow3: 

		Title of JournalPublicationRow3: 

		DateRow2: 

		Title of JournalPublicationRow2: 

		Title of JournalPublicationRow1: 

		DateRow1: 

		VolumeIssueRow3: 

		VolumeIssueRow2: 

		VolumeIssueRow1: 

		PagesRow3: 

		PagesRow2: 

		PagesRow1: 

		Title of JournalPublicationRow4: 

		Title of JournalPublicationRow5: 

		Title of JournalPublicationRow6: 

		DateRow4: 

		VolumeIssueRow4: 

		PagesRow4: 

		DateRow5: 

		VolumeIssueRow5: 

		PagesRow5: 

		DateRow6: 

		VolumeIssueRow6: 

		PagesRow6: 

		TitleRow3: 

		TitleRow2: 

		TitleRow1: 

		URLRow3: 

		URLRow2: 

		URLRow1: 

		DateRow3_2: 

		DateRow2_2: 

		DateRow1_2: 

		CommentsRow3: 

		CommentsRow2: 

		CommentsRow1: 

		TitleRow4: 

		TitleRow5: 

		TitleRow6: 

		URLRow4: 

		DateRow4_2: 

		CommentsRow4: 

		URLRow5: 

		DateRow5_2: 

		CommentsRow5: 

		URLRow6: 

		DateRow6_2: 

		CommentsRow6: 

		NoneBoard Membership: 

		PayorsOther: 

		PayorsTravel Accommodations Meeting Expenses: 

		PayorsStockStock Options: 

		Money Paid to Your Spouse over 5000StockStock Options: 

		PayorsPayment for Development of Educational Presentations: 

		Money Paid to Your Spouse over 5000Payment for Development of Educational Presentations: 

		Money Paid to Your Spouse over 5000Royalties: 

		Money Paid to Your Spouse over 5000Editor Author or CoAuthor of Book on Topic: 

		Money Paid to You over 5000Editor Author or CoAuthor of Book on Topic: 

		Money Paid to You over 5000Lectures Including Service on Speakers Bureau: 

		Money Paid to Your Employer over 5000Lectures Including Service on Speakers Bureau: 

		Money Paid to You over 5000PI or CoPI on GrantsGrants Pending: 

		Money Paid to Your Employer over 5000PI or CoPI on GrantsGrants Pending: 

		Money Paid to You over 5000Expert Testimony: 

		Money Paid to Your Employer over 5000Expert Testimony: 

		NoneExpert Testimony: 

		Money Paid to Your Employer over 5000Consultancy: 

		NoneConsultancy: 

		Money Paid to Your Employer over 5000Board Membership: 

		PayorsRoyalties: 

		PayorsEditor Author or CoAuthor of Book on Topic: 

		PayorsLectures Including Service on Speakers Bureau: 

		Money Paid to Your Spouse over 5000Lectures Including Service on Speakers Bureau: 

		Money Paid to Your Spouse over 5000PI or CoPI on GrantsGrants Pending: 

		Money Paid to Your Spouse over 5000Expert Testimony: 

		Money Paid to Your Spouse over 5000Consultancy: 

		Money Paid to You over 5000Consultancy: 

		Money Paid to You over 5000Board Membership: 

		PayorsPI or CoPI on GrantsGrants Pending: 

		PayorsExpert Testimony: 

		PayorsConsultancy: 

		Money Paid to Your Spouse over 5000Board Membership: 

		PayorsBoard Membership: 

		NonePI or CoPI on GrantsGrants Pending: 

		NoneRoyalties: 

		NoneEditor Author or CoAuthor of Book on Topic: 

		NoneLectures Including Service on Speakers Bureau: 

		Money Paid to Your Employer over 5000Editor Author or CoAuthor of Book on Topic: 

		NonePayment for Development of Educational Presentations: 

		Money Paid to Your Spouse over 5000Other: 

		Money Paid to You over 5000Other: 

		Money Paid to Your Employer over 5000Other: 

		NoneOther: 

		Money Paid to Your Spouse over 5000Travel Accommodations Meeting Expenses: 

		Money Paid to You over 5000Travel Accommodations Meeting Expenses: 

		Money Paid to Your Employer over 5000Travel Accommodations Meeting Expenses: 

		NoneTravel Accommodations Meeting Expenses: 

		Money Paid to You over 5000StockStock Options: 

		Money Paid to Your Employer over 5000StockStock Options: 

		NoneStockStock Options: 
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First Name Last Name


Hotel 


Confirmation Arrival Day


Arrival 


Time Flight 


Departure 


Day


Departure 


Time Flight
Hope Barkoukis n/a n/a n/a n/a n/a n/a n/a


Susan Brantley 2277045870 9/6/2018 9:45am Delta 2120 9/7/2018 3:59pm Delta 1116


Kevin Concannon 2277045873 9/6/2018 8:55am American 3639 9/7/2018 6:35pm American 3791


Cathie Christie 2277045871 9/6/2018 8:54am American 3906 9/7/2018 5:02pm American 1883


Sharon Cox 2277045874 9/6/2018 9/7/2018


Jo Jo Dantone-DeBarbieris 2277045875 9/6/2018 9:05am Soutwest 5338 9/7/2018 4:35pm Southwest 186


David Donnan Local 9/6/2018 9/7/2018


Diane Heller 2277045877 9/5/2018 9/8/2018


Manju Kakare 2277045876 9/6/2018 8:50am American 2385 9/7/2018 6:37pm American 1534


Marcy Kyle 2277045879 9/6/2018 8:59am United 1668 9/7/2018 6:05pm United 445


Donna Martin 2277045880 9/6/2018 9:45am Delta 2120 9/7/2018 3:59pm Delta 1116


Dianne Polly 2277045881 9/6/2018 8:05am United 1452 9/7/2018 8:16pm United 2189


Terri Raymond 2277045882 9/5/2018 4:40pm Alaska Airline 34 9/7/2018 5:45pm Alaska Airlines 51


Mary Russell Local 9/6/2018 9/7/2018


Kevin Sauer 2277045883 9/6/2018 7:25am American 3443 9/7/2018 9:10pm American 3532


Ellen Shanley 2277045886 9/6/2018 9:03am American 2805 9/7/2018 7:00pm American 2689


Milton Stokes 2277045888 9/6/2018 9:25am Soutwest 5001 9/7/2018 6:00pm Southwest 152


Marty Yakdrick 2277045889 9/5/2018 10:58am American 2533 9/7/2018 5:05pm American 3397


Board Meeting: September 6-7, 2018
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TRANSPORTATION INFORMATION FROM  
EITHER CHICAGO-O’HARE OR MIDWAY AIRPORTS 


 


 
 


 
 
Service to Chicago-O'Hare International Airport (ORD) 
 
The CTA Blue Line provides service directly into O'Hare Airport. For the Allegro Hotel take the Blue 
line into Chicago and get off at the Clark/Lake stop.  
The fully-accessible O’Hare station is situated in the lower level concourse, which connects Airline 
Terminals 1, 2 and 3, and is conveniently accessed from Terminal 5 by free, frequent airport shuttle 
trains. 
  
About the CTA Blue Line ‘L’ 
Blue Line train service operates via elevated and subway from O'Hare (on the northwest side of Chicago) 
to downtown, then continues through the west side of the city to Oak Park and Forest Park. The normal 
travel time on the Blue Line from O'Hare to downtown, is 40-45 minutes. 
Blue Line trains run 24 hours a day, seven days a week; and all trains leaving the O’Hare station go 
through downtown. 
A free transfer is available to connecting CTA train lines at designated stations. See the Blue Line Route 
Guide or Maps for connection information. 
To make a paid transfer, such as to a bus route, you’ll need an unlimited ride pass or a Transit Card. If 
you’re using a stored-value Transit Card, you can make up to two transfers within two hours for just 25 
cents (deducted automatically at the time you make your first transfer). 
  
Getting to the Blue Line from Terminals 1, 2 or 3 
If you're coming from domestic and international flights arriving at Terminals 1, 2 or 3, follow signs in 
the airport to "CTA Trains" or "Trains to City." These will lead you to the train station. You can walk 
from the baggage claim to the train in under ten minutes from any of these three terminals. 
  
Getting to the Blue Line from Terminal 5 
If you're coming from international flights that land in Terminal 5, follow signs to the Airport Transit 
System (ATS). Ride the next train to Terminal 2 and exit the train at the station. Then, follow signs to 
"CTA Trains" or "Trains to City." 
  
(Note: There is no Airline Terminal 4 at O’Hare.) 
 
 
 
 
 
 
 
 
 
 
 



http://www.transitchicago.com/riding_cta/systemguide/blueline.aspx

http://www.transitchicago.com/travel_information/station.aspx?StopId=110

http://www.transitchicago.com/riding_cta/systemguide/blueline.aspx

http://www.transitchicago.com/riding_cta/systemguide/blueline.aspx

http://www.transitchicago.com/travel_information/maps





 
Service to Chicago-Midway Airport (MDW) 
The CTA Orange Line provides service directly to Midway Airport. 
The fully-accessible Midway station is right next to the airport terminal building, and connected by an 
enclosed walkway. 
  
About the CTA Orange Line ‘L’ 
Orange Line train service operates from Midway (on the southwest side of Chicago) to downtown via 
elevated tracks. (Once reaching downtown, trains travel clockwise around the Loop and then make all 
stops back to Midway.) The normal travel time to downtown from Midway is 20-25 minutes. 
Service operates all day, every day, except during overnight hours (roughly 1 am to 4am) or after 11 pm 
on Sundays. Alternate overnight (“owl”) service is available via the N62 Archer bus. 
A free transfer is available to connecting CTA train lines at designated stations. See the Orange Line 
Route Guide or Maps for connection information. 
To make a paid transfer, such as to a bus route, you’ll need an unlimited ride pass or a Transit Card. If 
you’re using a stored-value Transit Card, you can make up to two transfers within two hours for just 25 
cents (deducted automatically at the time you make your first transfer). 
  
Getting to the Orange Line from the Midway Airport Terminal Building 
The fully-accessible Midway station is situated just east of the airport terminal building and is connected 
to the airport via an enclosed walkway. 
Follow the signs to “CTA Trains” or “Trains to City” from the airport. An orange line painted on the 
ground will guide you there. 
 
Public Transportation to Allegro Hotel 
Allegro Hotel: link to directions on their website 
Chicago Transit Authority website: www.transitchicago.com 
Take the Blue line and get off at the Clark/Lake stop 


 
 



http://www.transitchicago.com/riding_cta/systemguide/orangeline.aspx

http://www.transitchicago.com/travel_information/station.aspx?StopId=99

http://www.transitchicago.com/riding_cta/systemguide/orangeline.aspx

http://www.transitchicago.com/riding_cta/systemguide/orangeline.aspx

http://www.transitchicago.com/travel_information/maps

https://www.google.com/maps/dir/''/hotel+allegro/@41.8845528,-87.6342705,17.5z/data=!4m8!4m7!1m0!1m5!1m1!1s0x880e2cb9f5d96ca9:0xc8e1dba9ea6e1732!2m2!1d-87.633355!2d41.8843279

http://www.transitchicago.com/
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		Getting to the Blue Line from Terminals 1, 2 or 3

		Getting to the Blue Line from Terminal 5



		Service to Chicago-Midway Airport (MDW)
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Evidenced-Based Practice Criteria Task Force, will join us by phone to provide an update on the

progress of the task force. Brandon Nichols and Jocelyn Turner, from 3B Nichols Consulting, will

lead us in a training on microaggression on Friday, September 7.  

 

On Thursday, the Board meeting will take place in the 8th floor conference room of 10 South

Riverside Plaza, across the street from the Academy headquarters office. On Friday, the meeting

will be held at Academy headquarters, 120 South Riverside Plaza, in the 14th floor conference

room. For security purposes, when you arrive at the Riverside Plaza buildings, you will need to

check in at the lobby front desk to pick up your visitor badge. Be prepared to show them a photo

ID, if needed. To enter the elevators, please insert your badge in the elevator panel and select the

floor number. The valid visitor badge will unlock the floor and indicate which elevator you are to

take. The badges are active for the full day. 

 

Hotel arrangements have been made at the Allegro Hotel, 171 W Randolph Street, for arrival on

Thursday, September 6 and departure on Friday, September 7, unless you requested otherwise;

your room confirmation numbers are listed on the attached travel document. For those of you who

wish to ride together to/from the airport, also included on the travel document is a list of itineraries.

If you choose to take public transportation to the hotel, directions are also attached.

 

 

See you soon!

 

Joan

 

 

Joan Schwaba, MS, RDN, LDN

 

Director, Strategic Management 

 Academy of Nutrition and Dietetics 

 120 S. Riverside Plaza, Suite 2190 

 Chicago, Illinois 60606-6995 

 Phone: 312-899-4798 

 Fax number: 312-899-4765 

 Email: jschwaba@eatright.org
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17.  Getting Better with Age Webinar on September 26th at 2pm ET

From: Produce For Better Health Foundation <outreach@pbhfoundation.org>

To: Donna <DMartin@Burke.K12.ga.us>

Hidden

recipients:

dmartin@burke.k12.ga.us

Sent Date: Aug 28, 2018 12:52:08

Subject:  Getting Better with Age Webinar on September 26th at 2pm ET

Attachment:

 Getting Better with Age Webinar on September 26th at 2pm ET 

Health and Wellness Webinar:
 

Getting Better with Age  
(Hint: Start by Eating Fruits and Vegetables!)
 

Wednesday, September 26th at 2pm ET/11am PT 
REGISTER NOW 

1 CPEU available through the Commission on Dietetic Registration (CDR)

Overview: 

The goal is to get better with age, right? Together, let’s make that a reality! Join us to learn about

what makes adults 50+ tick when it comes to the age-old advice to eat more fruits and

vegetables.   

  

As a food, nutrition and produce-loving community, we have long been voraciously advocating,

motivating, and innovating towards increased fruit and vegetable intake with varied results.

Trended research conducted by the Produce for Better Health Foundation (PBH) shows increased

consumption in some populations and declines in others. Among the most surprising findings?

Adults 50+ — typically considered the highest fruit and vegetable consumers, and the ones we

have historically been able to count on to “eat their fruits and vegetables” as they told us growing

up — have demonstrated double digit declines in produce intake over recent years. But why? This

is a burning question asked and answered collectively by PBH and the International Food

Information Council (IFIC) Foundation through consumer research, with support from the AARP

Foundation and Abbott Nutrition. During this webinar, we will present a complementary package of

targeted findings and rich insights designed to facilitate understanding of various segments of

adults 50+ and help reverse their downward produce consumption trend. The IFIC Foundation will

also share a few highlights from their recent older adult online shopping research.  

 

Learning Objectives: 

Understand fruit and vegetable consumption trends, and drivers, over time among Americans

50 years and older; 
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2.

3.

4.

Garner insights regarding attitudes and reported behaviors related to fruit and vegetable

consumption; 

Identify motivators and obstacles older adults face when making food decisions; and  

Understand 50+ online shopping habits and its potential to forecast future behaviors.     

Featured Speakers: Alex Lewin-Zwerdling, PhD, MPA 

 Vice President, Research and Partnerships 

 International Food Information Council (IFIC) Foundation 

 

Alex oversees IFIC’s consumer research, tracking the latest in food and nutrition trends, habits,

perceptions and other factors that affect what drives America’s eating habits. Alex also develops

IFIC’s partnerships across sectors, from food and agriculture companies and nutrition leaders, to

public health experts, government agencies and others.   

 

Alex joined IFIC from AARP Foundation, where she oversaw the organization’s hunger and

nutrition research and strategy.  In addition, Alex was a Vice President at Weber Shandwick where

she served as a communications and nutrition expert for many food, agriculture and health care

clients. Alex has also spent time at the United States Department of Agriculture’s Food and

Nutrition Services and the Pew Charitable Trusts.  She was the 2016-2017 Chair of the Society for

Nutrition Education and Behavior’s Advisory Committee on Public Policy and is the Chair-Elect of

SNEB’s Healthy Aging Division.  

  

Alex holds a PhD in Nutrition, as well as a Master’s in Public Administration and Bachelor of

Science, all from Cornell University.  

 Shelley Maniscalco, MPH, RDN 

 Nutrition Expert 

 Produce for Better Health Foundation (PBH) Consultant 

 

Shelley has been practicing nutrition and dietetics in the Washington, DC area for more than two

decades. With a specialty in science- and consumer-based communication at both the national

and individual levels, it is Shelley’s mission to support Americans in making personalized and

realistic changes that are intuitive and sustainable for them so that behaviors confer long-lasting

health and wellness benefits.   

   

Shelley began her career in DC at the National Academies’ Institute of Medicine supporting key

Food and Nutrition Board projects such as the Dietary Reference Intakes. She spent 8 years at the

International Food Information Council conducting consumer research that informed initiatives

related to weight management, dietary guidance, dietary fats, carbohydrates and sugars, and

sodium. Shelley transitioned to the USDA Center for Nutrition Policy where she contributed to the

2010 Dietary Guidelines for Americans and development of MyPlate. While at CNPP, Shelley

created and grew the USDA/CNPP Nutrition Communicators Network and led the nationwide

MyPlate campaign to help the public implement the Dietary Guidelines for Americans 2015-2020.  
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Currently, Shelley is the Founder and CEO of Nutrition On Demand where she consults with

national organizations. At PBH, Shelley specializes in aggregating and applying consumer

research insights and strategic communications activities. Shelley’s educational background

includes a Bachelor’s Degree in Nutrition Science from the Pennsylvania State University and a

Master’s Degree in Public Health from the University of Massachusetts, Amherst. She is also a

Registered Dietitian with the Academy of Nutrition and Dietetics.  This presentation is for anyone

who strives to improve consumers’ diets by increasing fruit and vegetable consumption. Dietitians,

nutrition communicators and other health professionals who work in extension offices, WIC clinics,

supermarkets, or conduct any form of nutrition education or individual counseling would also find

this information useful. REGISTER NOW 

1 CPEU available through the Commission on Dietetic Registration (CDR)
 
After registering, you will receive a confirmation e-mail containing further information about joining
the webinar, including dial-in instructions.   
 
Please feel free to e-mail  Allison Kissel if you have any questions. Connect With Us!
https://www.facebook.com/fruitsandveggiesmorematters/ https://twitter.com/fruits_veggies 
https://www.instagram.com/fruitsandveggiesmorematters/ 
https://www.pinterest.com/fvmorematters/ Copyright © 2018 Produce for Better Health
Foundation, All rights reserved. 
You are receiving this email because you attended a PBH event or opted in. Your information will
not be shared with any third-party companies.  
 
Our mailing address is: 

Produce for Better Health Foundation 

8816 Manchester Rd PMB 408 

Brentwood, MO 63144-2602 
 
Add us to your address book
 
 
Want to change how you receive these emails?  
You can update your preferences or unsubscribe from this list.  
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18. QA Digital Edition: McCormick China

From: Quality Assurance <magazine@qualityassurancemag.com>

To: dmartin@burke.k12.ga.us

Sent Date: Jul 09, 2018 17:16:20

Subject: QA Digital Edition: McCormick China

Attachment:

QA Digital Edition Preview 

  On the cover  McCormick China  For our ongoing Global Food Report, QA traveled to Shanghai

to visit McCormick’s new spice plant.   READ NOW     

  Cargill Opens the Doors  

An exclusive interview with Mike Robach, Cargill Vice President of Corporate Food Safety and

Regulatory Affairs. READ  Is Your Facility Foodsafe?  

How do you know? READ  Operating in a Global Food Safety Environment  

Abbott Nutrition Supply Chain's Lori Randall writes that no matter where a product is made, it’s

crucial that every product is made according to high quality and food safety standards. READ    

  
Unsubscribe from this specific email. 
 
Manage your email preferences  
 
GIE Media, Inc. • 5811 Canal Road • Valley View, OH 44125 
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19. Approved Bid Items for 18-19 School Year

From: Kinard, Michael <Michael.Kinard@usfoods.com>

To: Daphne Callison <DCallison@burke.k12.ga.us>, DMartin@burke.k12.ga.us

<DMartin@burke.k12.ga.us>

Cc: Lawson, Jennifer <Jennifer.Lawson@usfoods.com>

Hidden

recipients:

dmartin@burke.k12.ga.us, dcallison@burke.k12.ga.us

Sent Date: May 17, 2018 13:10:03

Subject: Approved Bid Items for 18-19 School Year

Attachment: image001.png
Approved Bid Items for 18-19 School Year.xlsx

Daphne/Donna,

 

              Attached is a list of items we will be carrying next year for one of our other school

groups.  I wanted to pass this along to you in case there might be any items you will

 

Interested in adding to your bid solicitation for the 18-19 school year.

 

 

Thanks,

 

 

Michael Kinard | Bid Sales Manager

 

120 Longs Pond Road | Lexington, SC  29072

 

O 803.951.4447 | M 803.924.6126 | F 803.951.4365

 
michael.kinard@usfoods.com

 

 

 

This email message and any attachments are for the sole use of the intended recipient(s) and may

contain information that is confidential or proprietary to US Foods. If you have received this

message in error, please notify the sender by reply, and delete all copies of this message and any

attachments.
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Sheet1

		Sort		Line #		DESCRIPTION		BRAND		MFG PROD #		Product #		Pack		Servings		Vendor Name		Broker

		1				Category: Beef  

		2		1		BEEF PTY GRND 2.5Z 		DON LEE		202503CN		7849722		200/2.5z		200		Don Lee		Cohen

		3		2		BEEF  PTY GRND 100% PURE 80/20		HARVEST VL		396212		7444755		50/3.2oz		50		Schweid & Sons		Direct

		4		3		BEEF  PTY GRND SESD 3 Z RND   		HOT OFF GR		N32300B-30NF   		9938796		160/3.0z		160		Integrated FS		Gilbert

		5		4		BEEF  PTY STK BRDD WGR 3.8 Z  		ADVPIERRE 		68035		9569179		85/3.80z		85		Tyson		Direct

		6		5		BEEF  GRND 80/20 FINE RAW FZN 		SCHWEIDSON		1000F          		2706026		10Lb		10		Schweid & Sons		Direct

		7		6		MEATLOAF  CKD FZN CN W/ KETCH 		PIERRE    		9300		4382966		100/3.0z		100		Tyson		Direct

		8		7		BEEF  NUGT BRDD WGR CNTRY FRY 		ADVPIERRE 		68036		9571274		100/3.85z		100		Tyson		Direct

		9		8		MEATBALL  BF .5Z SESD CN W/SOY		SUPERCRISP		3-17-505-0     		4531463		960/.5z		192		Tyson		Direct

		10		9		MEATBALL BF .5Z SEASONED CN - ALLERGEN FREE		JTM		5049CE		6255389		960/.5z		192		JTM		Acosta

		11		10		BEEF NUGGET TERIYAKI GLAZED .7Z		ADVANCE   		3840		9341076		143/2.80z		143		Tyson		Direct

		12		11		BEEF  PTY GRND W/ BEAN 3.5 Z  		ADVPIERRE 		68103		9937756		110/3.5z		110		Tyson		Direct

		13		12		BEEF  TACO FLNG SESD REDUC FAT		ASSLTONSDM		5250CE         		1591882		6/5 lb		151		JTM		Acosta

		14		13		MEATLOAF  BF & CHS W/ KETCH   		ADVPIERRE 		68190		4705071		100/2.90z		100		Tyson		Direct

		15		14		Beef Crumbles, Unseasoned		DON LEE		CN1540L		7776438		4/10 lb		320		Don Lee		Cohen

		16		15		BURRITO  BF BEAN CHILI RED WGR		FERNANDO'S		9036		167940		96/4.5z		96		Foster Farms		Cohen

		17		16		SAUCE CHILI HOT DOG NO BEAN  		CHANDLER  		65-464         		9052978		4/5 lbs		160		Chandler		Core Group

		18		17		Beef Pattie, Rib Shaped with BBQ Sauce 3.25Z		ADVANCE   		3816		8437881		100/3.25z		100		Tyson		Direct

		19		18		BEEF  SBY STK PTY 3 Z CHARB CN		ADVANCE   		3-16-530-0     		4531422		170/3.0z		170		Tyson		Direct

		20		19		SAUCE  SPAG TMTO W/ BF REDUC  		ASSLTONSDM		5578CE         		3755212		6/5 lbs		86		JTM		Acosta

		21		20		BEEF  PTY BRDD WHL GRAIN 10:1 		DON LEE   		CN621603       		7787112		300/1.60z		300		Don Lee		Cohen

		22		21		Beef Brisket with BBQ Sauce		BROOKWOOD FARMS		11125		9687690		2/5 lbs		44		Brookwood		Gilbert

		23				Chicken, Whole Muscle (Muscle Intact)

		24		1		CHICKEN  PTY 4 Z BRDD WHL     		GOLD KIST 		7516		7776586		120/4.0z		120		Pilgrims		Acosta

		25		2		CHICKEN  PTY 4 Z BRDD WHL SPICY		GOLD KIST 		7517		7781552		120/4.0z		120		Pilgrims		Acosta

		26		3		CHICKEN  CHNK RNDM BRDD WHL   		GOLD KIST 		7518		7785215		30 lbs		128		Pilgrims		Acosta

		27		4		CHICKEN  BRST 4 Z BRDD CKD FZN		GOLD KIST 		7505		4419818		10 lbs		40		Pilgrims		Acosta

		28		5		Chicken Tenders, Breaded, Chicken Breast Meat Only 4.35Z		GOLD KIST 		7572		4987879		106/4.35z		106		Pilgrims		Acosta

		29		6		Chicken Chunks, Breaded Buffalo Style		PRO VIEW  		64230WG		7786452		20 lbs		75		Pro View		Cohen

		30		7		CHICKEN  BRST 2 Z BRDD FRITR  		PRO VIEW  		60415-WG       		7753106		20 lbs		211		Pro View		Cohen

		31				Chicken, Made with whole muscle white meat pieces, 

		32		8		CHICKEN  BRST 3.75 Z BRDD     		TYSON     		070302-0928    		7739352		132/3.75z		132		Tyson		Direct

		33		9		CHICKEN TENDER BREADED		PRO VIEW  		63230WG		7785504		4/5 lbs		59		Pro View		Cohen

		34		10		CHICKEN  CHNK RNDM BRDD WHL   		TYSON     		070362-0928    		7746274		121/3.95z		121		Tyson		Direct

		35				Chicken, chopped and formed

		36		11		CHICKEN  PTY 1.5 Z BRDD WGR   		KINGS DELT		66206		7119375		20Lb		213		Perdue		Key Impact

		37		12		CHICKEN  PTY 3.05 Z BRDD WGR  		GOLD KIST 		663100		7191971		20 Lb		104		Pilgrims		Acosta

		38		13		Chicken Patty, Breaded, Spicy 3.75z		TYSON     		70312-928		7776115		132/3.75z		132		Perdue		Key Impact

		39		14		CHICKEN  PTY 2.5 Z FIL SHPD   		PRO VIEW  		55000		6797609		64/2.5z		64		Pro View		Cohen

		40		15		CHICKEN  NUGT .6 Z BRDD WGR   		PRO VIEW  		40015-WG       		8866634		20Lb		106		Pro View		Cohen

		41		16		CHICKEN  NUGT RING .6 Z BRDD  		KINGS DELT		66205		9804758		20Lb		106		Perdue		Key

		42		17		CHICKEN  TENDR BRST MEAT BRDD 		PRO VIEW  		46015-WG       		7753783		20Lb		106		Pro View		Cohen

		43		18		CHICKEN  PCRN BRDD WGR BUTR   		PRO VIEW  		43015-WG       		8866469		20Lb		106		Pro View		Cohen

		44				Chicken Leg, 100113 Chicken, Dark Meat, Asian Entrée

		45		19		CHICKEN  TERIYAKI		MINH      		69018		7781867		240/2.80z		240		Schwan's		Key Impact

		46		20		CHICKEN  SPICY WG		YNGS5THTST		15556-2        		7821366		240/2.40z		240		Yang's		Cohen

		47		21		CHICKEN  CITRUS WG		YNGS5THTST		15552-4        		7803588		192/3.60z		192		Yang's		Cohen

		48		22		CHICKEN SWEET & SOUR WG		MINH      		69016		7788540		240/2.80z		240		Schwan's		Key Impact

		49		23		CHICKEN  GENERAL TSO CHICKEN BRD WG		YNGS5THTST		15563-0        		1261764		43.5 lbs		192		Yang's		Cohen

		50		24		CHICKEN  THAI SWEET CHILI UNBREADED		GRN DRAGON		73004		7839756		42.9 lbs		240		Asian Food Solutions		Direct

		51		25		CHICKEN  BBQ TERIYAKI 		YNGS5THTST		15554-8        		7804883		42 lbs		240		Yang's		Cohen

		52		 		Other Poultry Products

		53		26		CHICKEN  STRIP BRST MEAT .5" W/ GRILL MARKS		KINGS DELT		66196		9804626		20Lb		53		Perdue		Key Impact

		54		27		CHICKEN  STRIP DARK MEAT .5"  		TYSON     		004621-0928    		2870830		160/3.0z		160		Tyson		Direct

		55		28		Chicken Fajita Strips, Unbreaded Dark Meat		GOLD KIST 		1260		2620528		195/2.46z		195		Pilgrims		Acosta

		56		29		Chicken Drumsticks, Sous Vous		PERDUE		51273		1686511		96/2.0z		96		Perdue		Key Impact

		57		30		CHICKEN  DMSTK 4.5 Z BI SKON  		TYSON     		000990-0928    		1125822		53/4.50 oz.		53		Tyson		Direct

		58		31		CHICKEN  THIGH 5.5 Z BI SKON  		TYSON     		003783-0928    		6000194		96/4.50z		96		Tyson		Direct

		59		32		CHICKEN  8 PC 12 HD 2.5-2.75  		TYSON     		003882-0928    		4138392		96/4.50z		96		Tyson		Direct

		60		33		CHICKEN  WING 1&2JT 7-12 CT   		TYSON     		005255-0928    		8041634		10 lbs		30		Tyson		Direct

		61		34		CHICKEN  PLLD SESD DARK & WHT 		TYSON     		025560-0928    		9681503		73/2.20z		73		Tyson		Direct

		62		35		CHICKEN  PCRN BRDD WG SMACKERS		GOLD KIST 		110458		8795817		108/4.30z		108		Pilgrims		Acosta

		63		36		CHICKEN  CHNK RNDM BRDD DARK  		TYSON     		024450-0928    		7827298		160/3.0z		160		Tyson		Direct

		64		37		SANDWICH  CHIX TYKI BUN WGR CN		PIERRE    		68086		9630237		80/5.20z		80		Tyson		Direct

		65		38		SAUSAGE  CHIX PTY 1.35 Z 3"   		GOLD KIST 		6390		1902459		350/1.37z		350		Pilgrims		Acosta

		66		39		EGG ROLL  CHIX 3 Z TFF FZN WHL		MINH      		69461		2697738		60/3.0z		60		Schwan's		Key Impact

		67		40		CHICKEN  DCD .5" SESD WHITE MEAT		WAYNE FARM		3024		8015422		10 lbs		176		Wayne Farms		Paramount

		68		41		Chicken, Diced, 1/2" Natual Proportion with Dark Meat		GOLD KIST 		1230		4633822		30 lbs		176		Pilgrims		Acosta

		69

		70		42		CHICKEN  BRST & THIGH 84 CT BI		GOLD KIST 		88013		6926653		30 lbs		82		Pilgrims		Acosta

		71		43		CHICKEN  8 PC BRDD WHL GRAIN  		GOLD KIST 		7812		7757966		30 lbs		70		Pilgrims		Acosta

		72		44		CHICKEN  8 PC 128 CT BI SKON  		GOLD KIST 		8820		5636196		30 lbs		88		Pilgrims		Acosta

		73				Category: Turkey 

		74		1		TURKEY  BRST SLICED .5 OZ     		JENNIE-O  		2099		8117129		64/3.0z		64		Jennie-O		Acosta

		75		2		HAM  TRKY CKD FZN SLCD .5 Z EX		JENNIE-O  		2565		3243953		12/1 lb		62		Jennie-O		Acosta

		76		3		LUNCH MEAT  TRKY COMBO 3 WAY  		JENNIE-O  		2095		4091435		4/3/1 lbs		71		Jennie-O		Acosta

		77		4		TURKEY  BRST & THIGH          		JENNIE-O  		317004		9108306		4/9 lbs		209		Jennie-O		Acosta

		78		5		TURKEY  BRST & THIGH RST SKON 		SHADYBROOK		8700131		8022912		97/3.13z		97		Cargill		Key Impact

		79		6		TURKEY  BRST & THIGH 5 LB BLSL		HRVST PROV		700267		2753713		135/3.55z		135		Cargill		Key Impact

		80		7		SAUSAGE  TRKY PTY 1.5 Z 2.5"  		JIMMY DEAN		14106		208017		106/1.50z		106		Tyson		Waypoint

		81		8		SAUSAGE  TRKY PTY 1.03 Z SESD 		JENNIE-O  		6132		5944145		160/1.03z		160		Jennie-O		Acosta

		82		9		TURKEY  MEAT W/ GRAVY CKD BAG 		JENNIE-O  		284728		5669684		4/7 lbs		112		Jennie-O		Acosta

		83		10		Turkey Taco Filling		JENNIE-O  		2856-28		5583067		4/7 lbs		147		Jennie-O		Acosta

		84		11		TURKEY  BRST SLCD STK 1.41 Z  		JENNIE-O  		230324		7793888		140/2.82z		140		Jennie-O		Acosta

		85		12		BACON  TRKY SLCD SMKD CKD FZN 		JENNIE-O  		271106		106443		120/1.0z		120		Jennie-O		Acosta

		86		13		Turkey Sliced All Natural Turkey Breast		JENNIE-O  		2318-18		2629175		96/3.0z		96		Jennie-O		Acosta

		87				Pork Products

		88		1		PORK  BBQ CHPD IN TMTO SCE CKD		CHANDLER  		16-550         		5355284		4/5 lbs		92		Chandler Foods		Core Group

		89		2		PORK  BBQ CHPD IN SCE LOW SDM 		BRKWD FARM		12013		9565664		2/5 lbs		40		Brookwood		Gilbert

		90		3		PORK  BBQ PLLD IN VNGR SCE CKD		BRKWD FARM		12105		9504952		2/5 lbs		64		Brookwood		Gilbert

		91		4		HAM  BNLS BFT FLAT HWP 35%    		J. MORRELL		7010004268		4115259		2/10-12 lb		22

		92		5		HAM  SLCD .5 Z HWP 36% SMKD   		BREAD RDY 		39493		3183118		6/2 lb		12		Hormel		Direct

		93		6		SAUSAGE  PORK LNK1.16Z TVP CKD		BRIAR STRT		19331		9326158		137/1.16z		137		Tyson		Waypoint

		94		7		SAUSAGE  PORK PTY 1 Z 3.25"   		SWAGGERTY 		60010		3495686		160/1.0z		160		Swaggerty		Gilbert

		95		8		SAUSAGE  PORK PTY 1.25 Z 2.5" 		SWAGGERTY 		60125		8476577		256/1.25z		256		Swaggerty		Gilbert

		96		10		Pork Chop Pattie, Breaded, WG		ADVANCE   		68019		8978082		100/3.10 z		100		Tyson		Waypoint

		97		11		PORK  PTY RIB SHPD BBQ CN CKD 		ADVANCE   		44-531-0       		6224331		100/2.50z		100		Tyson		Waypoint

		98		12		SAUSAGE  PORK LNK 2 Z NTRL CSG		SWAGGERTY 		21057		663500		15Lb		120		Swaggerty		Gilbert

		99				Fish Products

		100		1		POLLOCK  BRDD WGR 3.6 Z REC   		HIGHLINER 		1089869		7680044		80/3.60z		80		High Liner		Waypoint

		101		2		Fish Portion, Pollock, Wedge, Potato Breading WG		HIGH LINER		06533C		NEW		46/3.60z		46		High Liner		Waypoint

		102		3		POLLOCK  BRDD WGR 3.6 Z REC   		HIGHLINER 		53267		7751795		44/3.60z		44		High Liner		Waypoint

		103		4		COD  BRDD WGR 1 Z NUGT PARFR  		HIGHLINER 		51067		7751787		160/1.0z		160		High Liner		Waypoint

		104		5		POLLOCK  BRDD WGR 1 Z STICK   		HIGHLINER 		53167		7610819		160/1.0z		40		High Liner		Waypoint

		105		6		Fish Stick, Nacho Breaded, WG		HIGH LINER		38118		2940518		320/1.0z		80		High Liner		Waypoint

		106		7		Fish Sticks, Pollock, Potato Coated, WG		TRIDENT		422071		2537841		160/1.0z		40		Trident		Key Impact

		107		8		Shrimp, Popcorn Style, WG		TAMPA MAID		100220		7708076		12/2 lbs		128		Tampa Maid		Paramount

		108		9		TUNA  LIGHT YLFIN CHNK LO SODM		STAR-KIST 		514540		9690272		6/43 z.		6		Star Kist

		109		 		Pizza

		110		1		BREADSTICK  SOFT WHL GRAIN CHS		BOSCO'S   		702011-1120    		2825198		144/2.14z		144		Tyson		Waypoint

		112		3		SANDWICH  PPRNI PCKT WGR CN   		BCNSTRTCAF		78378		7822422		48/3.10z		48		Schwan's		Key Impact

		113		4		Pizza, 100% Mozzarella, 4x6, WG		TONY'S    		78697		549857		96/4.50z		96		Schwan's		Key Impact

		114		5		Pizza, 100% Mozz, Stuffed Crust, Wedge Shaped, WG		SCHWAN'S		78649		7765266		96/5.34z		96		Schwan's		Key Impact

		115		6		Pizza, 100% Mozzarella, Pork Pepperoni , 4 x 6, WG		NARDONE   		961SWCMP2      		9988924		96/4.95z		96		NARDONES		COHEN

		116		7		Pizza, 100% Mozzarella, Pork Pepperoni, Rtg. Ang. Wedge, WG		NARDONE   		96SWWEDP2      		8872178		96/4.95z		96

		117		8		Pizza, 100% Mozz. Pork Pepperoni Stuffed Crust, Wedge WG		NARDONE   		72WWSCMP2      		8601064		70/4.95z		70		NARDONES		COHEN

		118		9		Pizza, Turkey Pepperoni 4 x 6		NARDONE   		961SWTP2       		1615075		96/4.90z		96		NARDONES		COHEN

		119		10		Pizza, Beef Fiestada, WG		NARDONE   		96WWMEX2       		7743024		96/5.20z		96		NARDONES		COHEN

		120		11		Pizza, Quesadilla, Chicken, 50/50 Blend Cheese, WG		THE MAX   		7738712700		5956461		96/5.0z		96		Conagra		Acosta

		121		12		Pizza, French Bread Multi Cheese Garlic		SCHWAN'S		78359		3980240		60/4.29z		60		Schwan's		Key Impact

		122		13		Pizza, 100% Mozz. Turkey Meateaters 6" Round, WG		NARDONE   		625WTME2       		9606965		60/5.57z		60		NARDONES		COHEN

		123		14		Pizza, Cheese, 5-6" Round		SCHWAN'S		78368		2678142		60/4.98z		60		Schwan's		Key Impact

		124		15		Pizza, Cheese, Turkey Pepperoni, 5-6" Round		SCHWAN'S		78369		2674844		60/4.98z		60		Schwan's		Key Impact

		125		16		Pizza, Cheese, Pepperoni, 5-6" Round		ALPHA SPRM		AS64W          		3456096		60/5.36z		60		Alpha Foods		Acosta

		126		17		Pizza, Cheese, Supreme, 5-6" Round		NARDONE   		625WSUP2       		9585886		60/6.35z		60		NARDONES		COHEN

		127		18		Pizza, Whole, 15-16", Self Rising, Pepperoni		SGTPEPPERI		SP164RW        		6873428		72/6.75z		72		Alpha		Acosta

		128		19		Pizza, Whole, 15-16", Self Rising, Turkey/Beef Pepperoni		NARDONE   		16WRSRMTP2     		4760110		64/6.90z		64		NARDONES		COHEN

		129		20		Pizza, Whole, 15-16", Self Rising, Buffalo Chicken		BIG DADDY 		78639		4078004		72/5.21z		72		Schwan's		Key Impact

		130		21		Pizza, Whole, 15-16", Self Rising, Supreme		NARDONE   		16WSRSUP-CN    		6045950		64/7.43z		64		NARDONES		COHEN

		131		22		Pizza, Whole, 15-16" Self Rising, Four Cheese		ALPHA FOODS		SP1622RW		8038214		72/6.56z		72		Alpha		Acosta

		132		23		Pizza, Presliced, 15-16", Parbaked, Turkey or Beef Pepperoni		NARDONE   		64WPSTP3       		9649641		64/5.0z		64		NARDONES		COHEN

		133		24		Pizza, Presliced, 15-16", Parbaked, Buffalo Chicken		NARDONE   		64WPSBC        		7773294		64/4.60z		64		NARDONES		COHEN

		134		25		Pizza, Presliced, 15-16", Parbaked, Supreme		NARDONE   		64WSUP2        		9756107		64/5.75z		64		NARDONES		COHEN

		135		26		Pizza, Whole, 15-16", 100% Mozz. Turkey Pepperoni, Four Cheese, WG		BIG DADDY 		78638		8684888		72/5.18z		72		Schwan's		Key Impact

		136		27		Pizza, Whole, 15-16", 100% Mozz, Four Meat, WG Self Rising		BIG DADDY 		78640		8946032		72/5.30z		72		Schwan's		Key Impact

		137		28		Pizza, Whole, 15-16", 100% Mozz, Four Cheese, Pork Pepperoni, 10 Cut  Par Baked		SA PIAZZA		20210		2879021		90/5.50z		90		SA Piazza		Gilbert

		138		29		Pizza, Whole, 15-16", 100% Mozz, Four Cheese, Parbaked WG		BIG DADDY 		68591		5374691		72/5.13z		72		Schwan's		Key Impact

		139		30		Breakfast Bagel, 100% Mozz. Turkey Sausage, WG, IW		NARDONE   		M96WBTS1       		9567264		96/3.10z		96		NARDONES		COHEN

		140		31		Breakfast Pizza, Egg and Turkey Sausage (BULK)		NARDONE   		80WTSA100      		3725088		80/2.85z		80		NARDONES		COHEN

		141		32		Breakfast Pizza, 100% Mozz. Pork Sausage, WG		NARDONE   		80WS100        		8888018		80/3.30z		80		NARDONES		COHEN

		142		33		Breakfast Pizza, Egg and Turkey Sausage, WG, IW		THE MAX   		7738712468		5791254		96/3.21z		96		Conagra		Acosta

		143		34		Breakfast Pizza, 100% Mozz. Beef, Red Sauce, WG IW		WILD MIKES		90502		5682836		160/2.80z		160		SA Piazza		Gilbert

		144		35		Breakfast Bagel, Turkey Sausage		TASTY BRAN		55202		8918328		120/2.72z		120		Tasty Brands		Paramount

		145				Frozen Entrees

		146		1		Calzone, 100% Mozz. w/Pizza Sauce and Pepperoni, WG		ALBIE'S		813		9577966		48/4.50z		48		Albie's		Integrity

		147		2		CALZONE  CHS 3 WAY WGR 4.69 Z 		GILARDI   		1627220120		3065561		60/4.69z		60		Conagra		Acosta

		148		3		APPETIZER  CHS MOZZ BRDD WHL  		HIGHLINER 		G1041DF        		2794915		83/4.2z		83		High Liner		Waypoint

		149		4		BREADSTICK  MOZZ FILLD WGR 6" 		TASTY BRAN		62002		9630310		90/3.10z		90		Tasty Brands		Paramount

		150		5		APPETIZER  CHS MOZZ BRDD ITLN 		HIGHLINER 		G1042DF        		2800084		83/4.20z		83		High Liner		Waypoint

		151		6		EGG ROLL  CHIX 3 Z TFF FZN WHL		MINH      		69461		2697738		60/3.oz		60		Schwan's		Key Impact

		152		7		ENCHILADA  WHL GRAIN BF CN CKD		FERNANDO'S		5279		7734478		112/2.5z		112		Foster Farms		Cohen

		153		8		LASAGNA  CHS WHL GRAIN PASTA  		TASTY BRAN		00801WG        		3800737		110/4.3oz		110		Tasty Brands		Paramount

		154		9		Macaroni and Cheese, Reduced Fat, WG		LAND O LAKES		43277		6885453		6/5 lbs		80		Land O' Lakes		Waypoint

		155		10		RAVIOLI  CHS 3 WAY MINI RND   		TASTY BRAN		834WG          		7636301		221/2.17z		221		Tasty Brands		Paramount

		156		11		Sandwich, Turkey, Ham and Cheese on Hawaiian Bun, WG		HOT OFF GR		130018		4453390		100/3.10z		100		Integrated		Gilbert

		157		12		FLAUTA  STK CHS RNCHO WGR 2.79		TORNADOS  		86249		9153427		24/2.79z		24		Ruiz Foods		Key Impact

		158		13		Wraps, Cheese, Turkey Sausage and Egg Tortilla including Wrap		FERNANDOS		5264		7084789		108/2.81z		108		Foster Farms		Cohen

		159		14		SANDWICH  EGG TRKY BACN & CHS 		BAKE CRFT 		4708		5557556		48/3.40z		48		Bake Crafters		Gilbert

		160

		161		15		Peanut Butter & Grape Jelly, No HFCS, Crustless, WG, IW		SMUCKERS  		5150006960		7640667		72/2.6z		72		Smuckers		Waypoint

		162		16		Peanut Butter & Grape Jelly, No HFCS, Crustless, WG, IW		UNCRSTBLS 		5150021027		7924339		72/5.30z		72		Smuckers		Waypoint

		163		17		Peanut Butter & Strawberry Jelly, No HFCS, Crustless, WG, IW		UNCRSTBLS 		5150006961		7637945		72/2.60z		72		Smuckers		Waypoint

		164		18		Peanut Butter Cups, Creamy, IW		SMUCKERS  		5150092100		1648687		120/1.0z		120		Smuckers		Waypoint

		165

		166		19		Peanut Butter & Grape Jelly, No HFCS, Crustless, WG, IW		PBJAMICH  		92123		378885		72/2.80z		72		TYSON		WAYPOINT

		167		20		Peanut Butter & Banana, No HFCS, Crustless, WG, IW		ADVANCE   		A1312		5721683		72/2.80z		72		TYSON		WAYPOINT

		168		21		Peanut Butter & Strawberry Jelly, No HFCS, Crustless, WG, Twin Pack		PIERRE    		A1004          		985960		36/5.60z		36		TYSON		WAYPOINT

		169				Franks & Corn Dogs

		170		1		HOT DOG  BF PORK 8:1 6" CKD AM		KENT      		429		2704104		160/2.0z		160		Kent Quality		Direct

		171		2		HOT DOG  BF PORK 8:1 6.25" CKD		KENT      		304320		7748304		160/2.0z		160		Kent Quality		Direct

		172		3		Hot Dog, Beef 8:1 6"		KENT		437CN		1616713		20 lbs		160		Kent Quality		Direct

		173		4		HOT DOG  TRKY 8:1 6" CKD CN   		BUTTERBALL		2265561886		6788467		2/5Lb		80		Butterball		Advantage

		174		5		Corn Dog, Chicken, WG		FOSTER FRM		95150		2543833		72/4.0z		72		Foster Farms 		Cohen

		175		6		Corn Dog, Turkey, WG		STATE FAIR		28322		6771851		48/4.0z		48		Tyson		Waypoint

		176		7		Corn Dog, Turkey, WG Reduced Fat		STATE FAIR		9988		378364		72/4z		72		Tyson		Waypoint

		177		7		Corndog Nuggets, Chicken Mini              		HSE RAEFRD		20452		8958167		2/5 lbs		40		House of Raeford		Paramount

		178		8		Corndog Nuggets, Turkey Mini                             		HSE RAEFRD		20420		4566717		240/.667z		40		House of Raeford		Paramount

		179				Dairy and Eggs

		180		1		CHEESE  MOZZ SHRD LMPS POUCH  		LAND O'LKS		41698000034500		394767		4/5 lbs		640		Land O' Lakes		Waypoint

		181		2		Cheese, American, Reduced Fat, Shredded		LAND O LAKES		41728		9494543		4/5 lbs		640		Land O' Lakes		Waypoint

		182		3		CHEESE  CHEDR MILD SHRD V/PK  		LAND O'LKS		41749000034500		4494555		4/5 lbs		640		Land O' Lakes		Waypoint

		183		4		CHEESE  CHEDR MILD STICK REDUC		LAND O'LKS		44881000034500		6664809		168/1 oz.		168		Land O' Lakes		Waypoint

		184		5		CHEESE  CHEDR MILD CUBE REDUC 		LAND O'LKS		44113000034500		5737564		200/1.0z		200		Land O' Lakes		Waypoint

		185		6		CHEESE  AMER SLCD 160 CT REDUC		BONGARDS  		100541		3985033		4/5 lbs.		640		Bongards		Gilbert

		186		7		SAUCE  CHS CHEDR REDUC SDM    		LAND O'LKS		39940000034500		3982782		6/106z		212		Land O' Lakes		Waypoint

		187		9		CHEESE  MOZZ STRNG REDUC FAT  		BONGARDS  		402991		8474304		168/1.0z		168		Bongards		Gilbert

		188		10		Cheese, Mozzarella, String Cheese, IW		LAND O LAKES		59701		6938807		168/1.0z		168		Land O' Lakes		Waypoint

		189		11		SAUCE  CHS CHEDR WHT & PARM   		LAND O'LKS		39944000034500		2797140		6/106 oz		212		Land O' Lakes		Waypoint

		190		12		SAUCE  CHS CHEDR SS CUP ULTIM 		LAND O'LKS		39911000034500		7731243		140/3.0z		140		Land O' Lakes		Waypoint

		191		13		Cheese, Cheddar Cups, Jalepeno		LAND O LAKES		39912		7791635		140/3.0z		140		Land O' Lakes		Waypoint

		192		14		MARGARINE  SPRED WHPD 900 CT  		GLNVW FRMS		874261		7696324		900/.5 GR		900		Bunge

		193		15		MARGARINE  SOLID TFF IW REF   		GLNVW FRMS		654296		4289082		30/1LB		30		Bunge

		194		16		YOGURT  STWBY BLNDED RBST FREE		DANIMALS  		2731		2577427		48/4.0z		48		DANNON		DIRECT

		195		16		YOGURT  STWBY BANA BLNDED LOW 		DANIMALS  		2732		1789056		48/4.0z		48		DANNON		DIRECT

		196		16		YOGURT  VNL BLNDED RBST FREE  		DANIMALS  		2733		2858702		48/4.0z		48		DANNON		DIRECT

		197		16		YOGURT, ASSORTED RASP & CHERRY BLENDED		DANNON		1956		6593341		48/4.0z.		48		DANNON		DIRECT

		198		16		YOGURT  ASST STWBY & VNL      		DANNON    		1957		1832828		48/4.0z.		48		DANNON		DIRECT

		199		17		YOGURT  STWBY BLNDED FT/FR    		UPSTATE FM		9815		324319		48/4.0z		48		UPSTATE		STILLWATER

		200		17		YOGURT  PCH BLNDED FT/FR RBST 		UPSTATE FM		9818		324400		48/4.0z		48		UPSTATE		STILLWATER

		201		17		YOGURT  CHRY VNL BLNDED FT/FR 		UPSTATE FM		9819		324426		48/4.0z		48		UPSTATE		STILLWATER

		202		17		YOGURT  STWBY BANA BLNDED     		UPSTATE FM		9820		324459		48/4.0z		48		UPSTATE		STILLWATER

		203		18		Yogurt, Fat Free, 8 oz. Strawberry		UPSTATE FM		9834		324533		12/8.0z		12		UPSTATE		STILLWATER

		204		18		Yogurt, Fat Free, 8 oz. Peach		UPSTATE FM		9835		324541		12/8.0z		12		UPSTATE		STILLWATER

		205		18		YOGURT  CHRY VNL BLNDED FT/FR 		UPSTATE FM		9819		324426		12/8.0z		12		UPSTATE		STILLWATER

		206		18		Yogurt, Fat Free, 8 oz. Strawberry Banana		UPSTATE FM		9836		324558		12/8.0z		12		UPSTATE		STILLWATER

		207		19		YOGURT  VNL BLND LF PRFAI PRO 		YOPLAIT   		70470-16632    		4890026		96/4 oz.		96		General Mills		Direct

		208		20		YOGURT  STWBY BLND LF PRFAIPRO		YOPLAIT   		70470-16631    		4890141		96/4.0z		96		General Mills		Direct

		209		21		YOGURT  STWBY BLNDED SS TUBE  		YOPLAIT   		70470-47402    		1765573		48/4.0z		48		General Mills		Direct

		210		22		EGG  HARD CKD PLD WHL REF DRY 		PAPETTI'S 		46025-85018-00 		136127		15 lbs		144		MICHAEL FOODS		CORE 

		211		23		EGG  PTY SCRMB CN PLN 3.5" RND		PAPTITBLRD		46025-85017-00 		5465521		300/1.25z		300		Michael Foods		Core Group

		212		24		EGG  CKD SCRMB W/ BUTR FLVG   		PAPTITBLRD		46025-85877-00 		5504683		12/1.85z		165		Michael Foods		Core Group

		213		25		Eggs, Scrambled, Pre-Cooked, Frozen		SUNNY FRESH		40927		NEW		4/5 lbs		320		Cargill		Key Impact

		214		26		Egg Omelet Cheddar Cheese		MICHAEL FOODS		85037		NEW		144/2.0z.		144		Michael Foods		Core Group

		215		27		Skillet Frittata w/Egg, Cheese, Veg and Ham, IW		SUNNY FRESH		40263		NEW		96/3.35z		95		Cargill		Key Impact

		216		28		Skillet Frittata w/Egg, Cheese, and Turkey Sausage Bulk		SUNNY FRESH		40184		NEW		225/2.20z		225		Cargill		Key Impact

		217		29		PUDDING  CHOC SS PLST CUP REF 		KOZY SHACK		3710000073491		3674397		48/3.75z		48		Land O' Lakes		Waypoint

		218		29		PUDDING  VNL SS PLST CUP REF  		KOZY SHACK		3720000073491		3674488		48/3.75z		48

		219		30		ICE CREAM BAR  CHOC SUNDAE CRC		COOL DAZE 		10070640014474		5572605		144/3.0z		144		Wells - Blue Bunny		Key Impact

		220		30		ICE CREAM BAR  STWBY SUNDAE   		COOL DAZE 		10070640014467		7775952		144/3.0z		144

		221		17		ICE CREAM SANDWICH  VNL COOL  		BLUE BUNNY		10070640014450		8764690		96/3.0z		96		Wells - Blue Bunny		Key Impact

		222		18		ICE CREAM BAR  FUDGE IW       		BLUE BUNNY		10070640300096		7198864		48/3.0oz		48		Wells - Blue Bunny		Key Impact

		223				Potato Products, Frz

		224		1		French Fries, Shoestring 1/4-5/16", Coated		LAMB WESTON		S34		9178776		6/5 Lb		200		Simplot		Direct

		225		2		POTATO  FF 3/8" SC SKON FZN   		SIMPLYGOLD		10071179026709		8706467		6/5 Lb		160		Simplot		Direct

		226		3		POTATO  FF 1/2" CC TFF FCY FZN		TATER PAL 		10071179221227		7007040		6/5 Lb 		160		Simplot		Direct

		227		4		POTATO  FF 3/8" SC COTED CLR  		FLAVORLAST		MCF03788       		2503936		6/5 Lb		160		MCCAIN		KEY IMPACT

		228		5		POTATO  FF 1/2" SC BTRD REDUC 		MCCAIN    		MCX04717       		5969720		6/5 Lb		160		MCCAIN		KEY IMPACT

		229		6		POTATO  WHL MINI SKON SESD CKD		ROASTWORKS		10071179000488		3521796		6/2.5 lbs		80		Simplot		Direct

		230		7		POTATO  CHNK RSTD FZN         		MCCAIN    		MCF03927       		610436		6/5 Lb		160		MCCAIN		KEY IMPACT

		231		8		Potato, Red Skin, Chopped, Roasted		MCCAIN		MCF04851		9894999		4/4 lbs		85		MCCAIN		KEY IMPACT

		232		9		POTATO  TATER NUGT TFF PARFR  		TRDITIONAL		10071179004189		392027		6/5 Lb		160		Simplot		Direct

		233		10		POTATO  TATER NUGT REDUC SDM  		ORE-IDA   		1000002789		5573368		6/5 Lb		156		MCCAIN		KEY IMPACT

		234		11		POTATO  TATER NUGT STAR SHPD  		LAMBSUPREM		S0026          		4422440		6/5 lb		160		Lamb Weston		DIRECT

		235		12		POTATO  FF 1/3" SPIRL BTRD FZN		MCCAIN    		1000004108		9280747		6/4 lbs		183		MCCAIN		KEY IMPACT

		236		14		POTATO  FF WDG 10 CUT SKON TFF		SKNCREDBLE		10071179238010		4002234		6/5 Lb		160		Simplot		Direct

		237		15		Potato Waffle Cut		MCCAIN		MCL03623		9377094		6/5 Lb		144		MCCAIN		KEY IMPACT

		238		16		Hash Brown Rounds 		MCCAIN		1000006188		1235149		6/5 Lb		160		MCCAIN		KEY IMPACT

		239				Category:  Sweet Potatoes

		240		17		POTATO  FF SWT 3/16"X3/8" SC  		SWEETTHING		L8000          		5736574		5/3 Lb		80		Lamb Weston		Direct

		241		18		POTATO  FF SWT 5/16" CRSCT    		SWEETTHING		L0090          		6793251		5/3 Lb		80		Lamb Weston		Direct

		242		19		POTATO  FF SWT 3/8" CC TFF FZN		SIMPLOT   		10071179020356		3931722		6/2.5 Lb		80		Simplot		Direct

		243		20		POTATO  SWT TATER NUGT TFF    		SWEETTHING		L0094          		9963687		6/2.5 lbs		80		Lamb Weston		Direct

		244		21		POTATO  FF SWT CC WDG BTRD FZN		MCCAIN    		MCF04712       		5952866		6/2.5 lbs		80		MCCAIN		KEY IMPACT

		245				Frozen Fruit and Juice

		246		1		JUICE  APPL 100% CTN FZN      		SUN CUP   		30301		4412888		70/4.0z		70		Gregory Packaging		Direct

		247		2		JUICE  APPL 100% VITMN C ADDED		SUN CUP   		50301		6412969		70/6.0z		70		Gregory Packaging		Direct

		248		3		JUICE  APPL CHRY 100% CTN FZN 		SUN CUP   		32000		4775755		70/4.0z		70		Gregory Packaging		Direct

		249		4		JUICE  FRT PNCH 100% CTN FZN  		SUN CUP   		30800		3412897		70/4.0z 		70		Gregory Packaging		Direct

		250		5		JUICE  FRT PNCH 100% CTN FZN  		SUN CUP   		50800		6622856		70/6.0z		70		Gregory Packaging		Direct

		251		6		JUICE  GRAPE 100% VITMN C     		SUN CUP   		30501		7412885		70/4.0z		70		Gregory Packaging		Direct

		252		7		JUICE  GRAPE 100% VITMN C     		SUN CUP   		50501		364844		70/6.0z		70		Gregory Packaging		Direct

		253		8		JUICE  ORNG 100% CTN FZN      		SUN CUP   		30100		1412881		70/4.0z		70		Gregory Packaging		Direct

		254		9		JUICE  ORNG 100% CTN FZN      		SUN CUP   		50100		1412907		70/6.0z		70		Gregory Packaging		Direct

		255		10		JUICE  ORNG PNAPL 100% CTN FZN		SUN CUP   		31200		7412893		70/4.0z		70		Gregory Packaging		Direct

		256		11		JUICE  APPL 100% CLCUM ADDED  		SUN CUP   		30305		2423093		70/4.0z		70		Gregory Packaging		Direct

		257		12		JUICE  FRT PNCH 100% CLCUM    		SUN CUP   		30805		2647451		70/4.0z		70		Gregory Packaging		Direct

		258		13		JUICE  GRAPE 100% CLCUM &     		SUN CUP   		30505		2647469		70/4.0z		70		Gregory Packaging		Direct

		259		14		JUICE  ORNG 100% CLCUM ADDED  		SUN CUP   		30105		5423090		70/4.0z		70		Gregory Packaging		Direct

		260		15		JUICE  APPL 100% VITMN C ADDED		SUN CUP   		90301		602656		72/4.0z		72		Gregory Packaging		Direct

		261		16		JUICE  APPL 100% VITMN C ADDED		SUN CUP   		40301		2212223		48/6.0z		48		Gregory Packaging		Direct

		262		17		JUICE  FRT PNCH 100% SS CUP   		SUN CUP   		90800		8412843		72/4.0z		72		Gregory Packaging		Direct

		263		18		JUICE  FRT PNCH 100% SS CUP   		SUN CUP   		40800		2401727		48/6.0z		48		Gregory Packaging		Direct

		264		19		JUICE  GRAPE 100% VITMN C     		SUN CUP   		90501		641837		72/4.0z		72		Gregory Packaging		Direct

		265		20		JUICE  GRAPE 100% VITMN C     		SUN CUP   		40501		3342789		48/6.0z		48		Gregory Packaging		Direct

		266		21		JUICE  ORNG 100% SS CUP FZN   		SUN CUP   		90100		7412836		72/4.0z		72		Gregory Packaging		Direct

		267		22		JUICE  ORNG 100% SS CUP FZN   		SUN CUP   		40100		4137782		48/6.0z		48		Gregory Packaging		Direct

		268		23		JUICE  ORNG PNAPL 100% SS CUP 		SUN CUP   		91200		7412851		72/4.0z		72		Gregory Packaging		Direct

		269		24		Juice, Orange-Pineapple, Cup, 6 oz		SUN CUP   		41200		5422357		48/6.0z		48

		270		25		JUICE CUP  LMN RSP BLU        		RIDGEFIELD		2009		6618078		84/4.4z		84		Country Pure		Waypoint

		271		26		JUICE CUP  STWBY KIWI 100% FRT		RIDGEFIELD		2014		2868222		84/4.4z		84		Country Pure		Waypoint

		272		26		JUICE CUP  STWBY MANGO        		RIDGEFIELD		2015		2838373		84/4.4z		84		Country Pure		Waypoint

		273		26		JUICE CUP  SOUR CHRY & LMN    		RIDGEFIELD		2016		9561309		84/4.4z		84		Country Pure		Waypoint

		274		26		JUICE CUP  SLUSH CHRY         		RIDGEFIELD		2021		6504547		84/4.4z		84		Country Pure		Waypoint

		275		27		JUICE  VEG 100% SS CUP FZN    		V BLEND   		2020		8601118		84/4.4z		84		Country Pure		Waypoint

		276		29		STRAWBERRY  SLCD 4+1 CA DMSTC 		MONARCH   		630050		2327625		30Lb		30		Golden Bay		Direct

		277		30		ICE NOVELTY  JCE BEAD STWBY   		FRUITPEARL		882193005211		9707803		48/1/2 cup		48		CitraPac		Cohen

		278		30		ICE NOVELTY  JCE BEAD TRPCL   		FRUITPEARL		882193005228		9707795		48/1/2 cup		48		CitraPac		Cohen

		279		30		ICE NOVELTY  BEAD WDBRY FRT   		FRUITPEARL		882193007239		1404864		48/1/2 cup		48		CitraPac		Cohen

		280		31		SORBET  ORNG NSA CUP          		LUIGI'S   		48441		2786861		96/4.4z		96		J&J Snack		Paramount

		281		31		SORBET  RSP BLU               		LUIGI'S   		48443		2786127		96/4.4z		96		J&J Snack		Paramount

		282		32		ICE NOVELTY  SLUSH CHRY LMADE 		COOL TRPCS		19507		8810053		60/4.0z		60		Tropical Paradise		Paramount

		283		32		ICE NOVELTY  SLUSH PNCH RIPS  		COOL TRPCS		19504		2582112		60/4.0z		60		Tropical Paradise		Paramount

		284		32		ICE NOVELTY  SLUSH SOUR APPL  		COOL TRPCS		13006		8570301		60/4.0z		60		Tropical Paradise		Paramount

		285		32		ICE NOVELTY  SLUSH STWBY KIWI 		COOL TRPCS		19502		2984110		60/4.0z		60		Tropical Paradise		Paramount

		286		32		ICE NOVELTY  SLUSH RSP BLU    		COOL TRPCS		13001		8809360		60/4.0z		60		Tropical Paradise		Paramount

		287				Shelf-stable Fruit 

		288		1		Applesauce, Cups, Sweetened		WHITE HOUSE		718-1884		NEW		96/4.5z		96		National Frt Group		Core

		289		2		APPLESAUCE  UNSTN NTRL TUB    		MOTT'S    		10065615		8551651		72/4.5z		72		DPS 		Waypoint

		290		3		APPLESAUCE  RSP BLU SS PLST   		NATFOODGRP		88350		7754658		96/4.5z		96		NAT FD GROUP		DIRECT

		291		4		APPLESAUCE  CIN SS PLST CUP   		NATFOODGRP		A87190         		6350700		96/4.5z		96		NAT FD GROUP		DIRECT

		292		5		APPLESAUCE  STWBY NSA TUB     		MOTT'S    		10065614		1557542		72/4.5z		72		DPS 		Waypoint

		293		6		APPLESAUCE  STWBY BANA SS PLST		NATFOODGRP		87220		7754609		96/4.,5z		96		NAT FD GROUP		DIRECT

		294		7		APPLE  SLCD IN WATER CND      		MON-D     		161926		1329127		6/10cn		6		Knouse		Direct

		295		8		APPLESAUCE  SWTND FCY CND     		MON-D     		160061		6328363		6/10cn		6		Knouse		Direct

		296		9		APPLESAUCE  UNSTN CND IN JCE  		PACKER    		               		8216335		6/10cn		6		Port Royal		FSE

		297		10		CHERRY  MRCNO HALVES JMB GLS  		MONARCH   		160053		6328330		1/2 gal		1		PCP

		298		11		CRANBERRY SAUCE  JLYD CND     		MONARCH   		161513		2328490		6/#10		6		LASSONDE

		299		12		FRUIT COCKTAIL  DCD IN EX LS  		MONARCH   		541049		8731028		6/10cn		6		PCP

		300		13		FRUIT COCKTAIL  DCD IN PEAR   		MON-D     		180395		7328123		6/10cn		6		PCP

		301		14		FRUIT SALAD  CND TRPCL        		PACKER    		               		5496922		6/10cn		6		Port Royal		FSE

		302		15		ORANGE  MDN WHL SGMT IN LS CND		PACKER    		               		1060714		6/10cn		6		Port Royal		FSE

		303				Peaches

		304		16		PEACH  DCD IN JCE SS PLST CUP 		NATFOODGRP		87260		2673309		72/4.5z		72		NAT FD GROUP		DIRECT

		305				Pears 

		306		17		PEAR  DCD BARLT IN JCE SS PLST		NATFOODGRP		87250		7648918		72/4.5z		72		NAT FD GROUP		DIRECT

		307		18		PEACH  SLCD IN EX LS 90-105 CT		MONARCH   		541059		8731127		6/10cn		6		PCP

		308		19		PEAR  HALF NW IN EX LS 30-35  		MONARCH   		550140		8808123		6/10cn		6		PCP

		309		20		PEAR  SLCD NW IN EX LS 80-90  		MONARCH   		548413		8791436		6/10cn		6		PCP

		310		21		PINEAPPLE  SLCD IN JCE 50-70  		HARVEST VL		180702		7333503		6/#10		6		REMA		DIRECT

		311		22		PINEAPPLE  TIDBT IN JCE CND   		HARVEST VL		180704		9664483		6/#10		6		REMA		DIRECT

		312		23		CRANBERRY  DRIED INFSD BLBRY  		CRAISINS  		23446		7870868		200/1.16z		200		OCEAN SPRAY		ACOSTA

		313		23		CRANBERRY  DRIED INFSD CHRY   		CRAISINS  		23444		7870850		200/1.16z		200		OCEAN SPRAY		ACOSTA

		314		23		CRANBERRY  DRIED INFSD STWBY  		CRAISINS  		23445		7766264		200/1.16z		200		OCEAN SPRAY		ACOSTA

		315		24		FRUIT SNACK  BITE MXD         		WLCHFRTSNK		14498		9732827		144/1.55z		144		Welch's		ACOSTA

		316		24		FRUIT SNACK  BITE CHRY BRRY   		WLCHFRTSNK		14492		9732835		144/1.55z		144		Welch's		ACOSTA

		317		24		FRUIT SNACK BITE ISLAND		WELCH'S   		10034856144912		1588826		144/1.55z		144		Welch's		ACOSTA

		318		24		FRUIT SNACK  STWBY            		WLCHFRTSNK		10034856144967		7109651		144/1.55z		144		Welch's		ACOSTA

		319		25		RAISIN  BLK SDLES BOX		SUN MAID  		41143-02020    		2863306		144/1.5z		144		Sun Maid		Waypoint

		320		26		RAISIN  GLDN SDLES CTN LEMON		CHAMPION  		70044-00528    		6941462		200-1.5z		200		National Raisin Co.		Direct

		321		26		RAISIN  GLDN SDLES BOX ORANGE		CHAMPION  		70044-00529    		6895866		200-1.5z		200		National Raisin Co.		Direct

		322		26		RAISIN  TOMSN SDLES SS FRUIT PUNCH		RAISELS   		70044-00569    		9841160		200-1.5z		200		National Raisin Co.		Direct

		323		26		RAISIN  GLDN SDLES BOX WATERMELON		CHAMPION  		70044-00527    		8655813		200-1.5z		200		National Raisin Co.		Direct

		324		27		Juice, Apple, Aseptic Pack, Shelf Stable, 4.23 oz		SUN CUP   		400305		6807539		40/4.23z		40		Gregory Packaging		Direct

		325		28		Juice, Fruit Blend, Aseptic Pack, Shelf Stable, 4.23 oz		SUN CUP   		400805		3289357		40/4.23z		40		Gregory Packaging		Direct

		326		29		Juice, Grape, Aseptic Pack, Shelf Stable, 4.23 oz		SUN CUP   		400505		5075564		40/4.23z		40		Gregory Packaging		Direct

		327		30		JUICE  GRAPE MUSCADINE 100%   		NATUREPRL 		5473100221		8597286		24/10 oz.		24		Le Bleu		Direct

		328				Frozen Vegetables

		329		1		BEAN  GRN CUT RNDM FZN        		MRGRT HLMS		14010		9657313		20Lb		20		McCall Farms		Acosta

		330		2		BEAN  LIMA BABY TINY DMSTC IQF		MRGRT HLMS		14003		9629304		20Lb		20		McCall Farms		Acosta

		331		3		BROCCOLI  FLORT GRD A IMP IQF 		MONARCH   		674912		1340652		12/2Lb		24		Golden Bay		Direct

		332		4		VEGETABLE BLEND  CA NRD IMP   		MONARCH   		671567		4328399		20		20		Golden Bay		Direct

		333		5		BROCCOLI  SPEAR GRD A FZN BAG 		MONARCH   		674903		9340563		12/2lb		24		Golden Bay		Direct

		334		6		CARROT  COIN CUT MED 5/16" FCY		MONARCH   		670075		2328151		20Lb		20		Golden Bay		Direct

		335		7		CORN  KRNL YLW FCY FZN        		MONARCH   		670061		6328116		20LB		20		Golden Bay		Direct

		336		8		CORN ON COB  YLW SWT 3" FCY   		MONARCH   		670059		4328118		96ct		96		Golden Bay		Direct

		337		9		OKRA  BRDD CUT TFF CKD FZN    		TASTY BRAN		33500		8859357		6/5Lb		150		Tasty Brands		Paramount

		338		10		OKRA  SLCD 1/2" GRD A DMSTC   		MRGRT HLMS		BX20OKFB       		8822876		20lb		20		McCall Farms		Acosta

		339		11		ONION  DCD 3/8" FZN           		MONARCH   		672723		8327629		6/2Lb		12		Golden Bay		Direct

		340		12		PEA  BLKEYE WHL DMSTC IQF FZN 		MRGRT HLMS		14011		2948252		20Lb		20		McCall Farms

		341		13		PEA  FIELD W/ SNAP DMSTC FZN  		MONARCH   		672698		8328742		12/3lb		36		Golden Bay		Direct

		342		14		PEA  GRN FCY IMP & DMSTC IQF  		MONARCH   		670019		9328071		20Lb		20		Golden Bay		Direct

		343		15		PEA & CARROT  FZN             		MONARCH   		670014		5328075		20Lb		20		Golden Bay		Direct

		344		16		PEPPER  BELL GRN DCD FZN      		MONARCH   		671654		3328416		20Lb		20		Golden Bay		Direct

		345		17		SQUASH  YLW SLCD .5" DMSTC FZN		MRGRT HLMS		14005		9628504		20		20		McCall Farms		Acosta

		346		18		POTATO  YAM PTY 1.5 Z CNDID   		BRT HRVST 		7403/10000     		5064324		224/1.5oz		224		Golden Bay		Direct

		347		19		GREEN  TRNP CHPD 3/8" DMSTC   		MRGRT HLMS		14006		9629312		20		20		McCall Farms		Acosta

		348		20		GREEN  CLRD CHPD 3/8" DMSTC   		MRGRT HLMS		14211		8908394		12/3lb		36		McCall Farms		Acosta

		349		21		KALE  SIBERIAN CHPD DMSTC FZN 		MRGRT HLMS		14009		9628694		20		20		McCall Farms		Acosta

		350		22		SPINACH  LEAF CHPD 3/8" GRD A 		MRGRT HLMS		BX20SIFB       		8810863		20		20		McCall Farms		Acosta

		351		23		VEGETABLE BLEND  5 WAY FZN    		MONARCH   		670037		8328080		20Lb		20		Golden Bay		Direct

		352		24		VEGETABLE BLEND  ORNTL DMSTC  		MONARCH   		673427		1327824		6/4LB		24		Golden Bay		Direct

		353		25		VEGETABLE MIX  OKRA FZN       		MONARCH   		673416		4327789		20Lb		20		Golden Bay		Direct

		354				Breakfast Products

		355		1		SNACK BAR  OTML CHOC CHIP IW  		APPLEWAYS 		70300		1670579		216/1.2z		216		Darlingon Farms		Gilbert

		356		1		SNACK BAR  OTML APPL IW       		APPLEWAYS 		70100		1670553		216/1.2z		216		Darlingon Farms		Gilbert

		357		1		SNACK BAR  STWBY TFF IW       		APPLEWAYS 		70400		3992799		216/1.2z		216		Darlingon Farms		Gilbert

		358		2		SNACK BAR  CRL STWBY IW NTRI- 		KELLOGG'S 		3800059772		2691491		96/1.55z		96		Kellogg's		Paramount

		359		2		SNACK BAR  CRL BLBRY IW NTRI- 		KELLOGG'S 		3800090819		7613045		96/1.55z		96		Kellogg's		Paramount

		360		2		SNACK BAR  CRL APPL CIN IW    		KELLOGG'S 		3800059779		2683902		96/1.55z		96		Kellogg's		Paramount

		361		3		SANDWICH  CHIX BSCT CN IW FZN 		GDSTNDSNDW		67068140093		9682477		90/3.6z		90		Grand Strand		Cohen

		362		4		Biscuit, Yeast Raised Potato Sausage (twin pack) WGR		SNAK TIME		STF9420NL/100		NEW		100/2.60z		100		Snak Time		Core

		363		5		BISCUIT  PCH CBLR FILLD WGR   		TASTY BRAN		22020		4267926		100/2.8z		100		Tasty Brands		Paramount

		364		6		DOUGH  BSCT WHL GRAIN 2.25 Z  		RICH'S    		9315		1903962		216/2.1z		216		Rich's		Paramount

		365		7		DOUGH  BSCT WHL GRAIN 2.51 Z  		PILLSBURY 		94562-32268    		7635220		216/2.51z		216		General Mills		Direct

		366		8		DOUGH  BSCT WHL GRAIN 1.25 Z  		PILLSBURY 		94562-32269    		7635204		210/1.25z		210		General Mills		Direct

		367		9		BREAD  BLBRY WHL GRAIN 3.4 Z  		SUPER BK  		6073		7758808		70/3.4z		70		Super Bakery		Paramount

		368		9		BREAD  BANA WHL WHEAT 3.4 Z   		SUPER BK  		6071		1910306		70/3.4z		70		Super Bakery		Paramount

		369		9		BREAD  PMKN WGR 3.4 Z SLCD IW 		SUPER BK  		6075		9602715		70/3.4z		70		Super Bakery		Paramount

		370		10		SAUSAGE  PORK TVP LNK PNCK MINI 		JIMMY DEAN		19011		5538360		180/.85z		60		SARA LEE		WAYPOINT

		371		11		CRACKER  GHM CIN WHL GRAIN BUN		KELLOGG'S 		3800024518		4525820		100/1.76z		100		Kellogg's		Paramount

		372		11		CRACKER  GHM CIN FRNCH TOAST  		KELLOGG'S 		3800024520		1525559		100/1.76z		100		Kellogg's		Paramount

		373		12		CEREAL KIT COCOA PUFFS RTU BAG 		ES FOODS  		61101		2564805		60Ct		60		ES Foods		Cohen

		374		12		CEREAL  KIT LUCKY CHARMS SS   		ES FOODS  		61103		2565240		60Ct		60		ES Foods		Cohen

		375		12		CEREAL  KIT TRIX SS BOX SHLF  		ES FOODS  		61114		2565604		60Ct		60		ES Foods		Cohen

		376		12		CEREAL KIT FROOT LOOPS REDUC   		ES FOODS  		61123		9771700		60Ct		60		ES Foods		Cohen

		377		13		CEREAL  CHEERIO APPL CIN WHL  		GENL MILLS		16000-31879    		6967319		96 Ct		96		General Mills		Direct

		378		13		CEREAL  CHEERIO WHL GRAIN SS  		GENL MILLS		16000-32262    		6960512		96 Ct		96		General Mills		Direct

		379		13		CEREAL  CIN TOAST CRC WHLGRAIN		GENL MILLS		16000-11815    		5017835		96 Ct		96		General Mills		Direct

		380		13		CEREAL  GLDN GHM WHL GRAIN SS 		GENL MILLS		16000-11943    		5017827		96 Ct		96		General Mills		Direct

		381		13		CEREAL  CHEERIO HONY NUT WHLGR		GENL MILLS		16000-11918    		4017828		96 Ct		96		General Mills		Direct

		382		13		CEREAL  CHX HONY NUT WHL GRAIN		CHEX      		16000-11866    		6315519		96 Ct		96		General Mills		Direct

		383		13		CEREAL  LUCKY CHARMS WHL GRAIN		GENL MILLS		16000-31917    		6960652		96 Ct		96		General Mills		Direct

		384		13		CEREAL  CHEERIO MULTGRN SS BWL		GENL MILLS		16000-32263    		6960637		96 Ct		96		General Mills		Direct

		385		13		CEREAL  REESS WHL GRAIN SS BWL		GENL MILLS		16000-31919    		6960686		96 Ct		96		General Mills		Direct

		386		13		CEREAL  TOTAL RAI BRAN WHL    		GENL MILLS		16000-12392    		7387004		96 Ct		96		General Mills		Direct

		387		13		CEREAL  CHEERIO FRT WHL GRAIN 		GENL MILLS		16000-31916    		6960645		96 Ct		96		General Mills		Direct

		388		13		CEREAL  CORN FLK FRSTI WHL    		GENL MILLS		16000-11768    		9051996		96 Ct		96		General Mills		Direct

		389		14		CEREAL  CIN TOAST WHL GRAIN   		GENL MILLS		16000-29444    		9491895		96 Ct		96		General Mills		Direct

		390		14		CEREAL  TRIX WHL GRAIN REDUC  		GENL MILLS		16000-31922    		6960611		96 Ct		96		General Mills		Direct

		391		14		CEREAL  COCOA PUFFS WHL GRAIN 		GENL MILLS		16000-31888    		6960678		96 Ct		96		General Mills		Direct

		392		15		CEREAL  RAI BRAN SS BWL       		KELLOGG'S 		3800000896		4002085		96 Ct		96		Kellogg's		Paramount

		393		15		CEREAL  WHEAT FRTD MINI BITE S		KELLOGG'S 		3800004996		1100676		96 Ct		96		Kellogg's		Paramount

		394		15		CEREAL  WHEAT FRTD MINI CHOC  		KELLOGG'S 		3800045861		6729602		96 Ct		96		Kellogg's		Paramount

		395		15		CEREAL  RICE KRSPS WHL GRAIN  		KELLOGG'S 		3800078789		7612583		96 Ct		96		Kellogg's		Paramount

		396		16		CEREAL  FRT LOOPS REDUC SUGAR 		KELLOGG'S 		3800078788		7612559		96 Ct		96		Kellogg's		Paramount

		397		16		CEREAL  APPL JACKS APPL CIN   		KELLOGG'S 		3800078787		7612492		96 Ct		96		Kellogg's		Paramount

		398		16		CEREAL  FRTD FLKE REDUC SUGAR 		KELLOGG'S 		3800054998		3847167		96 Ct		96		Kellogg's		Paramount

		399		16		CEREAL  CIN FLAKES MULTGRN    		KELLOGG'S 		3800078786		7627508		96 Ct		96		Kellogg's		Paramount

		400		16		CEREAL  FRTD FLK CHOCO        		KELLOGG'S 		3800010992		8749459		96 Ct		96		Kellogg's		Paramount

		401		17		CEREAL  CIN TSTR              		MALT-OMEAL		3915		7373590		96/1z		96		Post - MOM		Gilbert

		402		17		CEREAL  SCOOTERS HONY SS BWL  		MALT-OMEAL		27597		1077888		96/1z		96		Post - MOM		Gilbert

		403		17		CEREAL  MMALO MATEYS SS BWL   		MALT-OMEAL		27596		3505210		96/1z		96		Post - MOM		Gilbert

		404		17		CEREAL  GHM HONY SQ           		MALT-OMEAL		4515		1373604		96/1z		96		Post - MOM		Gilbert

		405		17		CEREAL  RAI BRAN BWL          		MALT-OMEAL		715		5265707		96/1.25z		96		Post - MOM		Gilbert

		406		17		CEREAL  SCOOTERS SS BWL SHLF  		MALT-OMEAL		27164		1815693		96/1z		96		Post - MOM		Gilbert

		407		18		CEREAL  FRTD FLAKES MULTGRN   		KELLOGG'S 		3800011465		8835084		96/1.0z		96		Kellogg's		Paramount

		408		18		CEREAL  FRT LOP REDUC SUG POUC		KELLOGG'S 		3800011467		8835043		96/1.0z		96		Kellogg's		Paramount

		409		18		CEREAL  APPL JK REDUC SUG POUC		KELLOGG'S 		3800011469		8835035		96/1.0z		96		Kellogg's		Paramount

		410		19		SNACK BAR  CRL CIN TOAST CRC  		GENL MILLS		16000-45576    		6963490		96/1.42z		96		General Mills		Direct

		411		19		SNACK BAR  CRL IW COCOA PUFFS 		GENL MILLS		16000-45577    		6963524		96/1.42z		96		General Mills		Direct

		412		19		SNACK BAR  CRL CHEERIO FRT IW 		GENL MILLS		16000-31912    		6963516		96/1.42z		96		General Mills		Direct

		413		19		SNACK BAR  CRL CHEERIO IW     		GENL MILLS		16000-31914    		6963581		96/1.42z		96		General Mills		Direct

		414		19		SNACK BAR  CRL TRIX IW        		GENL MILLS		16000-31915    		6963599		96/1.42z		96		General Mills		Direct

		415		20		CINNAMON ROLL  WHL GRAIN ICED 		HADLEY    		1375IW         		5791785		144/2.7z		144		Hadley Farms		Cohen

		416		21		DOUGH  RL CIN HONY WHEAT      		BRIDGFORD 		6718		4619375		160/2.25z		160		Bridgford		Gilbert

		417		22		DOUGH  RL HONY WHEAT RANCH    		BRIDGFORD 		6152		8009854		240/1.5z		240		Bridgford		Gilbert

		418		23		DONUT  CAKE HOLE PWDRD SUGAR  		SUPER BK  		9202		7640345		160/1.3z		160		Super Bakery		Core

		419		24		DONUT  YEAST HOLE WGR .41 Z   		RICH'S    		2725		1761161		384/.41z		128		Rich's		Paramount

		420		25		DONUT  YEAST RING WHL GRAIN   		RICH'S    		14839		5321921		84/2.45z		84		Rich's		Paramount

		421		26		DONUT  CAKE STICK WGR CN 1.9 Z		SUPER BK  		7010		9433338		100/1.9z		100		Super Bakery		Core

		422		27		FRENCH TOAST  WHL GRAIN STICK 		FARM RICH 		37722		7893753		480/cs		120		Rich's		Paramount

		423		28		French Toast Sticks, Maple Glazed, WG		MICHAEL FOODS		75010		NEW		85/2.90z		85		MICHAEL FOODS		CORE

		424		29		French Toast Sticks, WG Cinnamon, IW		SUNNY FRESH		40094		NEW		110/2.90z		110

		425		30		FRENCH TOAST  CHOC CHIP FZN   		EGGO      		3800080801		7670474		72/3.03z		72		KELLOGGS		PARAMOUNT

		426		30		FRENCH TOAST  ORIG FZN MINI   		EGGO      		3800080693		7670466		72/3.03z		72		KELLOGGS		PARAMOUNT

		427		31		STRUDEL  APPL FILLD 2.29 Z    		PILLSBURY 		18000-27852    		8872145		72/2.29z		72		General Mills		Direct

		428		31		STRUDEL  CHRY FILLD 2.29 Z    		PILLSBURY 		18000-27851    		8872137		72/2.29z		72		General Mills		Direct

		429		32		TURNOVER  APPL FILLD WHL GRAIN		FRUITPCKTS		1402-1         		7808264		80/3.95 z		80		Global Foods Inc		Direct

		430		33		TURNOVER  CHRY FILLD WHL GRAIN		FRUITPCKTS		1402-3         		7808207		80/3.95 z		80		Global Foods Inc		Direct

		431		34		GRITS  CORN WHT QUICK SHLF    		MIDSTATE  		524685		7185002		8/5#		40		Renwood		Paramount

		432		35		GRITS  CORN WHT QUICK BAG SHLF		QUAKER    		4378		1142470		8/5#		40		Pepsico		Direct

		433		36		CEREAL  OTML RLD QUICK CNSTR  		QUAKER    		43285		1004662		12/42 oz 		504		Pepsico		Direct

		434		37		HONEY BUN  WGR GLZD 2.75 Z    		SUPER BK  		6060		561167		80/2.75z		80		Super Bakery		Paramount

		435		38		CAKE  LOAF BLBRY WGR NOT ICED 		SPRBKULTRA		7055		1780798		120/2.0z		120		Super Bakery		Paramount

		436		38		BREAD  BANA WGR 2 Z MINI UNSL 		SPRBKULTRA		7056		3681270		120/2.0z		120		Super Bakery		Paramount

		437		38		BREAD  APPL WGR 2 Z MINI UNSL 		SPRBKULTRA		7057		4683211		120/2.0z		120		Super Bakery		Paramount

		438		39		MUFFIN  BLBRY WGR 2 Z IW FZN  		SUPER BK  		9050		9733841		72/2.0z		72		Super Bakery		Paramount

		439		39		MUFFIN  BANA WGR 2 Z IW FZN   		SUPER BK  		9052		9723750		72/2.0z		72		Super Bakery		Paramount

		440		40		MUFFIN  BLBRY WHL GRAIN 2 Z IW		OSDELCESNT		10143		7853344		72/2.0z		72		ARYZTA		CORE

		441		40		MUFFIN  BANA WHL GRAIN 2 Z IW 		OSDELCESNT		10144		7856669		72/2.0z		72		ARYZTA		CORE

		442		40		MUFFIN  CHOC CHOC CHIP WHL    		OSDELCESNT		10145		7853468		72/2.0z		72		ARYZTA		CORE

		443		40		MUFFIN  APPL CIN WHL GRAIN 2 Z		OSDELCESNT		10146		7853302		72/2.0z		72		ARYZTA		CORE

		444		41		MUFFIN  BLBRY WHL GRAIN 2 Z IW		CHEFPIERRE		8860		6791461		48/2oz		48		SARA LEE		WAYPOINT

		445		41		MUFFIN  BANA WHL GRAIN 2 Z IW 		CHEFPIERRE		8861		6994818		48/2oz		48		SARA LEE		WAYPOINT

		446		42		SAUSAGE  PORK TRKY TVP LNK 2.51Z		JIMMY DEAN		19010		9751250		60/2.51z		60		SARA LEE		WAYPOINT

		447		43		SAUSAGE  TRKY LNK PNCK IW 2.55Z		FOSTER FRM		97169		3362624		63/2.55z		63		Foster Farms		Cohen

		448		44		SAUSAGE  TRKY LNK PNCK WRP 2.85 BULK		FOSTER FRM		95127		184119		68/2.85z		68		Foster Farms		Cohen

		449		45		PANCAKE  WGR 1.4 Z CKD REDUC  		RGTSTRTFDS		RS7245         		2068056		144/1.4z		144

		450		46		PANCAKE  CIN IW FZN           		THE MAX   		9464304442		4534335		80/3.0z		80		Conagra		Acosta

		451		46		PANCAKE  BLBRY GLZD PRCKD TFF 		THE MAX   		9464304443		3717311		80/3.0z		80		Conagra		Acosta

		452		47		PANCAKE  BLBRY CKD WHL GRAIN  		EGGO      		3800092560		7613284		72/3.03z		72		KELLOGGS		PARAMOUNT

		453		47		PANCAKE  MAPL WGR CKD FZN     		EGGO      		3800092562		7613524		72/3.03z		72		KELLOGGS		PARAMOUNT

		454		48		PANCAKE  WHL GRAIN CKD FZN    		KRUSTEAZ C		8615180349		935890		144/1.4z		72		Conagra		Acosta

		455		49		SANDWICH  CHIX TRKY SSG RL WGR		TASTY BRAN		64004		8790133		136/2.0z		136		Tasty Brands		Paramount

		456		50		PASTRY  POP TART CIN WHL GRAIN		KELLOGG'S 		3800055125		3921137		72/3.53z		72		Kellogg's		Paramount

		457		50		PASTRY  POP TART STWBY WHL    		KELLOGG'S 		3800055133		3982113		72/3.53z		72		Kellogg's		Paramount

		458		50		PASTRY  POP TART CHOC FUDGE   		KELLOGG'S 		3800012073		1799327		72/3.53z		72		Kellogg's		Paramount

		459		50		PASTRY  POP TART BLBRY FRTD   		KELLOGG'S 		3800017199		8644968		72/3.53z		72		Kellogg's		Paramount

		460		51		PASTRY  POP TART STWBY WHL    		KELLOGG'S 		3800055130		3839784		120/1.76z		120		Kellogg's		Paramount

		461		51		PASTRY  POP TART CIN WHL GRAIN		KELLOGG'S 		3800055122		3839842		120/1.76z		120		Kellogg's		Paramount

		462		51		PASTRY  POP TART CHOC FUDGE   		KELLOGG'S 		3800012070		2609112		120/1.76z		120		Kellogg's		Paramount

		463		51		PASTRY  POP TART BLBRY FRTD   		KELLOGG'S 		3800017196		3601137		120/1.76z		120		Kellogg's		Paramount

		464		52		WAFFLE  WGR 1.3 Z CKD FZN BULK		BAKE CRFT 		1453		6531719		144/1.30z		144		Bake Crafters		Gilbert

		465		53		WAFFLE  DUTCH WGR HEAT & SRV   		FUNNEL CKE		4521		9558891		48/1 each		48		J&J		Paramount

		466		54		WAFFLE  BLBRY CKD FZN MINI    		PILLSBURY 		18000-32264    		6960728		72/2.47z		72		General Mills		Direct

		467		54		WAFFLE  MAPL CKD FZN MINI 2.47		PILLSBURY 		18000-32265    		6975924		72/2.47z		72		General Mills		Direct

		468				Shelf-stable / Canned Vegetables

		469		1		BEAN  GRN CND                 		PACKER    		               		4491460		6/#10		6		PORT ROYAL		FSE

		470		2		BEAN  LIMA GRN MED CND        		MRGRT HLMS		11612		7522584		6/#10		6		MCCALL

		471		3		BEAN  PINTO FCY CND IN BRINE  		DELPASDO  		173113		6332332		6/#10		6		FURMANO

		472		4		BEAN  BLK FCY CND             		DELPASDO  		173110		9332313		6/#10		6		FURMANO

		473		5		BEAN  PORK & IN TMTO SCE CND  		MON-D     		170140		9330127		6/#10		6		FURMANO

		474		6		BEAN  BKD W/ BRN SUGAR CND OLD		MON-D     		172288		6329197		6/#10		6		FURMANO

		475		7		BEAN  VGTRN EX FCY IN SCE CND 		MON-D     		171340		1864362		6/#10		6		FURMANO

		476		8		BEAN  KDNY LIGHT RED CND      		MRGRT HLMS		11172		9616608		6/#10		6		MCCALL

		477		9		CARROT  SLCD 1.38-1.88" FCY   		MON-D     		170292		7330160		6/#10		6		LAKESIDE

		478		10		CORN  WHL KRNL GLDN FCY CND   		PACKER    		               		4916292		6/#10		6		PORT ROYAL		FSE

		479		11		VEGETABLE MIX  7 WAY DCD DBL  		MON-D     		170106		8330078		6/#10		6		LAKESIDE

		481		12		ONION  DRIED CHPD LG          		GILROY    		100040		4925269		6/2Lb		12		OLAM SPICES

		482		13		VEGETABLE MIX  PEA & CRRT FCY 		ALLEN     		88213		6491088		6/#10		6		MCCALL

		483		14		PEA  BLKEYE CND               		MRGRT HLMS		11142		6522601		6/#10		6		MCCALL

		484		15		PEA  FIELD W/ SNAP RNDM CND   		MRGRT HLMS		11132		7711120		6/#10		6		MCCALL

		485		16		PEA  GRN RNDM CND             		PACKER    		               		1457191		6/#10		6		PORT ROYAL

		486		17		POTATO  MSHD DHY ADD WATER    		IDHN REAL 		2970000313		9092453		12/26z		458

CHAVIS, DONNIE: 32 servings per pouch
1/4 cup dry(23g)		Idahoan		Key Impact

		487		18		POTATO  MSHD PEARL DHY ADD    		BASIC AM  		76468		4122750		12/28 oz		504		Basic American		Acosta

		488		19		POTATO  DCD WHT CND FCY       		ALLEN     		15213001		6018089		6/#10		6		MCCALL

		489		20		POTATO  WHL WHT 90-110 CT CND 		MON-D     		170832		4329058		6/#10		6		MCCALL

		490		21		Salsa, Mild, Thick and Chunky, Nutritionally Enhanced		RED GOLD  		REDSC99        		53207		6/#10		206		Red Gold		Key Impact

		491		22		Salsa, Mild, Dipping Cup		RED GOLD  		REDSC2ZC84     		9577990		84/3.0z		84		Red Gold		Key Impact

		492		23		Squash, Sliced (No Imports)		MRGRT HLMS		11062		9652587		6/#10		6		MCCALL

		493		24		Sweet Potatoes, Cut (No Imports) 		MON-D     		5258		2950979		6/#10		6		MCCALL

		494		25		Tomato Catsup		HEINZ     		10013000512906		8002222		6/#10		1140		Kraft Heinz		Direct

		495		26		Tomatoes, Crushed		RED PACK  		RPKDX99        		1060904		6/#10		286		Red Gold		Key Impact

		496		27		Tomato Paste		HEINZ     		10013000573105		9002981		6/#10		555		Kraft Heinz		Direct

		497		28		Tomato Sauce		HEINZ     		10013000572405		8002362		6/#10		295		Kraft Heinz		Direct

		498		29		Sauce, Marinara		RED PACK  		RPKNA99        		7519028		6/#10		225		Red Gold		Key Impact

		499		30		Sauce, Marinara, Portion Control		RED GOLD  		REDNA2ZC84     		9633314		84/2.5z		84		Red Gold		Key Impact

		500		31		Sauce, Pizza Canned		RED PACK  		RPKIL99        		3100302		6/#10		212		Red Gold		Key Impact

		501		32		Catsup, 100% Natural made w/sugar, low sodium, PC		RED GOLD  		REDYL9G        		1572874		1000/9gm		1000		Red Gold		Key Impact

		502		33		Catsup, Tomato, Portion Control		HEINZ     		10013000984802		6002398		1000/9gm		1000		Kraft Heinz		Direct

		503		34		Sauce, Spaghetti Smooth		RED PACK  		RPKMA9CCD      		6010094		6/#10		212		Red Gold		Key Impact

		504		35		Sauce, Spaghetti, Nutritionally Balanced		RED PACK  		RPKMA9E        		4721015		6/#10		212		Red Gold		Key Impact

		505		36		Ketchup, Sriracha, Hot Chili		HUY FONG  		HUYYW8G        		6261475		1000/8gm		1000		Red Gold		Key Impact

		506		37		Sauce, Barbecue, 12 gram		PORTN PAC 		716037278106		3371531		200/12 gm		200		Kraft Heinz		Direct

		507		38		Sauce, Taco		HEINZ     		10013000532409		3071297		200/9 gm		200		Kraft Heinz		Direct

		508		39		Sauce, Barbecue 1 oz. Dipping Cup, Low Sodium		HEINZ     		10013000714607		7255094		100/1.0z		100		Kraft Heinz		Direct

		509		40		Hummus Cups 		NATFOODGRP		115866		9597279		120/3.0z		120		NAT FD GROUP		DIRECT

		510		41		Turnip Greens, chopped		ALLEN     		28213001		3095940		6/#10		6		MCCALL

		511				Groceries

		512		1		Bacon Bits		FAIRBURY  		F411818        		6110621		25Lb		25

		513		2		BAKING POWDER  DBL ACTN       		CLABBER   		355		3390739		10lb		10		Clabber Girl		Key Impact

		514		3		BAKING SODA                   		HOSPITALTY		71923-35780    		1043975		12/2lb		24

		515		4		BASE  BF RSTD SHLF STABL PLST 		MONARCH   		301983		4329801		12/1Lb		12

		516		5		BASE  CHIX PASTE MEAT SHLF    		MONARCH   		301990		2329894		12/1Lb		12

		517		6		BASE  HAM PASTE NO MSG SHLF   		MOLLYS KIT		301791		4333464		12/1Lb		12

		518		7		DOUGH  BRDSTK WGR 6" UNPROOFED		RICH'S    		12194		6740484		250/1.0z 		250		Rich's		Paramount

		519		8		BREADSTICK  WHT WHL WHEAT     		PIERRE    		133908		5821384		144/1g.5z		144		Tyson		Direct

		520		9		CHIP  TORTLA WGR RND LGTY     		TOSTITOS  		62399		9810682		8/1Lb		8		Pepsico		Direct

		521		10		DOUGH  CKY CHOC CHIP WGR 1.5 Z		OSDELCESNT		55680		6796411		240/1.5z		240		Aryzta		Core

		522		10		DOUGH  CKY OTML RAI 1.5 Z     		OSDELCESNT		55683		7993546		240/1.5z		240		Aryzta		Core

		523		10		DOUGH  CKY SUGAR WHL GRAIN 1.5		OSDELCESNT		55684		6796437		240/1.5z		240		Aryzta		Core

		524		10		DOUGH  CKY CHOC CHIP & CNDY PC		OSDELCESNT		55688		6912133		240/1.5z		240		Aryzta		Core

		525		10		DOUGH  CKY BRWNE CHOC 1.5 Z   		OSDELCESNT		55689		6863492		240/1.5z		240		Aryzta		Core

		526		11		CRACKER  GHM CIN RND SS BAG   		KEEBLER   		3010045682		6729610		150/.95z		150		Kellogg's		Paramount

		527		11		CRACKER  GHM CHOC CHIP RND SS 		KEEBLER   		3010080741		7612476		150/.95z		150		Kellogg's		Paramount

		528		12		CORNMEAL  YLW MED BAG MILLD   		ADLUH     		7046400118		7369077		25Lb		25		Allen Brothers

		529		13		CORN STARCH  BOX              		ARGO      		2001561		4009908		24/1lb		24		ACH Food's		Key Impact

		530		14		COOKIE  ANIML CRKR WHL GRAIN  		KEEBLER   		3010020150		2093276		150/1oz		150		Kellogg's		Paramount

		531		15		CRACKER  GHM CIN GFSH SHPD TFF		PEPPERIDGE		15094		1402197		300/.9z		300		Campbell's		Core Group

		532		15		CRACKER  GHM CHOC GFSH SHPD   		PEPPERIDGE		15263		7450851		300/.9z		300		Campbell's		Core Group

		533		15		CRACKER  GHM HONY & OAT GFSH  		PEPPERIDGE		140018432		6582670		300/.9z		300		Campbell's		Core Group

		534		15		CRACKER  GHM VNL GFSH SHPD TFF		PEPPERIDGE		140019246		3781291		300/.9z		300		Campbell's		Core Group

		535		16		CRACKER  WHL GRAIN CHEDR GFSH 		PEPPERIDGE		140018105		4977252		300/.75z		300		Campbell's		Core Group

		536		17		CRACKER  GHM HONY SQ IW       		KEEBLER   		3010091822		7612351		150/3Ct		150		Kellogg's		Paramount

		537		18		CRACKER  GHM CIN WHL GRAIN BUG		KEEBLER   		3010055644		3885621		210/1.0z		210		Kellogg's		Paramount

		538		19		CRACKER  GHM ELF SHPD SS BAG  		KEEBLER   		3010040213		6226922		150/1.0z		150		Kellogg's		Paramount

		539		19		CRACKER  GHM CIN ELF SHPD SS  		KEEBLER   		3010040221		3226925		150/1.0z		150		Kellogg's		Paramount

		540		19		CRACKER  GHM CHOC ELF SHPD SS 		KEEBLER   		3010040239		8226920		150/1.0z		150		Kellogg's		Paramount

		541		20		CRACKER  SALTINE WHL GRAIN    		KEEBLER   		3010010088		7863889		300/.39z		300		Kellogg's		Paramount

		542		21		CRACKER  SALTINE WHL GRAIN    		LANCE     		803206		2638302		500/2 Ct		500		Snyder's		Acosta

		543		22		CROISSANT  MARG WHL GRAIN 2.2 		HADLEY    		139		693465		144/2.2z		144		Hadley Farms		Cohen

		544		23		DRESSING  HONY MUST PLST JUG  		KRAFT     		10021000705242		5370333		4/1g		4		Kraft Heinz		Direct

		545		24		DRESSING  ITLN GLDN LIGHT TFF 		MONARCH   		192089		3328960		4/1g		4		Ken's		Acosta

		546		25		DRESSING  RANCH BTRMLK PLST   		KRAFT     		10021000643995		43992		4/1g		4		Kraft Heinz		Direct

		547		26		DRESSING  1000 ISL PRBL PLST  		KRAFT     		10021000643025		43026		4/1g		4		Kraft Heinz		Direct

		548		27		FLOUR  HOTEL & RSTNT AP       		HILLTP/MON		223767		4341632		25Lb		25		Ardent Mills

		549		28		FLOUR  WHL WHEAT STONE GRND   		GOLD MEDAL		16000-58072    		3079258		50Lb		50		General Mills		Direct

		550		29		OIL  PAN COTG SOYBN WATER     		PAM       		6414463111		9009622		6/17 z		102		Conagra		Acosta

		551		30		OIL  PAN COTG CNOLA OIL BASED 		VEGALENE  		13120		5085337		6/17z		84		Par-Way Tryson		Core 

		552		31		MIX  GLATN ORNG               		MONARCH   		281288		1328848		12/24z		288

		553		32		MIX  GLATN STWBY              		MONARCH   		281286		9370669		12/24z		288

		554		33		MIX  GRVY BRN REDUC SDM SHLF  		FTHILL FRM		G405-F6700     		7800840		8/14.10z		552		KENT PRECISION		GILBERT

		555		34		MIX  GRVY CHIX INST           		TRIO      		050000382825USL		5000641		8/22.6 z		181		NESTLE		CORE

		556		35		PASTA  MAC ELBW HVY WALL SHLF 		ROSELI    		210020		9327651		2/10lb		20

		557		36		PASTA  MAC ELBW MED WHL GRAIN 		ROSELI    		485226		7788623		2/10lb		20

		558		37		MAYONNAISE  LIGHT RC PLST SHLF		KEN'S     		KE0892         		5170279		4/1g		4		Ken's		Acosta

		559		38		MAYONNAISE  REAL SHLF STABL   		KRAFT     		10021000642196		42192		4/1g		4		KRAFT HEINZ		DIRECT

		560		39		MILK  PWDRD NFAT DRY          		MONARCH   		228490		1382076		6/5lb		6

		561		40		MUSTARD  YLW PLST JAR SHLF    		MONARCH   		250065		4364063		4/1g		4

		562		41		NOODLE  EGG CURLY 1/2" WIDE   		ROSELI    		537126		8693319		2/5Lb		10

		563		42		PASTA  LSG 9.5-10.5" WHL WHEAT		DAKOTA GRW		6738790034		3670031		9lb		9

		564		43		PASTA  SPAG 10" WHL WHEAT SHLF		ROSELI    		659356		8900623		2/5lb		10

		565		44		PASTA  SPAG 10" WHL GRAIN SHLF		ROSELI    		485182		7788201		2/10lb		20

		566		45		PEANUT BUTTER  CRMY TUB SHLF  		MONARCH   		230049		4327581		6/5lb		30

		567		46		RELISH  PKL SWT PLST JAR SHLF 		MONARCH   		567690		4607097		4/1g		4		Bay Valley

		568		47		PICKLE  DILL CC CHIP 1/8"     		HEINZ     		10013000658208		5218904		6/5.75 lb		6		Kraft Heinz		Direct

		569		48		PICKLE  DILL CC CHIP 2730-3050		MONARCH   		567676		3839756		1/5g		5		Bay Valley

		570		49		PICKLE  DILL KO SPEAR CND     		HEINZ     		10013000638309		8008872		6/#10		6		Kraft Heinz		Direct

		571		50		PICKLE  DILL KO SPEAR 275-325 		MONARCH   		571735		1569369		1/5g		5		Bay Valley

		572		51		RICE  LONG GRAIN PARBOILED    		MONARCH   		212472		4326526		25Lb		25		Riceland

		573		52		RICE  BRN LONG WHL GRAIN PRBLD		UNCLE BENS		12111		4258612		25Lb		25		Mars		Waypoint

		574		53		RICE  BRN VEG CKD FRIED BAG   		MINH      		69074		7853658		84/5.9z		84		Schwan's		Key Impact

		575		54		SAUCE  BBQ STHRN PLST JUG SHLF		MONARCH   		919104		3632866		4/1g		4

		576		55		SAUCE  CHS CHEDR SHLF STABL   		CHEF MATE 		050000050489USL		8074569		6/106z		636		NESTLE		CORE

		577		56		SAUCE  WORSTERSHR PLST JUG    		1ST QUALTY		462541		5187299		4/1g		4		First Foods

		578		57		SAUCE  SOY PLST JUG SHLF STABL		LA CHOY   		4430012670		7024367		4/1g		4		Conagra		Acosta

		579		58		SAUCE  TYKI PLST JUG SHLF     		KIKKOMAN  		1044		1000256		4/1g		4		Kikkoman		Waypoint

		580		59		SHORTENING  FRYG SOYBN LIQ CLR		HARVEST VL		290306		1328699		35 lb		35

		581		60		SOUP  CHIX CRM SHLF STABL     		CAMPBELL  		1036		4001947		12/50 z		12		Campbells		Core Group

		582		61		SUGAR  PWDRD CONFR 10X CANE   		MONARCH   		783850		1627215		12/2lb		24

		583		62		SUGAR  WHT EX FINE CANE       		MONARCH   		229743		8383283		50lb		50

		584		63		SUGAR  BRN LIGHT GRAN CANE    		MONARCH   		170344		855387		12/2lb		24

		585		64		SHELL  TACO CORN YLW 6" HARD  		MISSION   		10115		6057160		200/17.5		100		MISSION		CORE

		586		65		TORTILLA  FLOUR 8" PRSSD SHLF 		MISSION   		33824		4661859		12/12 ct		144		MISSION		CORE

		587		66		TEA BAG  ICED BLK ORNG PEKO   		RITUALS   		37879		185306		32/3		32

		588		67		COOKIE  VNL WAFER             		KEEBLER   		3010040865		5274998		6/13.3z		5		Kellogg's		Paramount

		589		68		VINEGAR  DSTLD WHT DMSTC 50   		MONARCH   		252630		1328335		4/1g		4

		590		69		TOPPING  WHPD NONDARY BAG FZN 		ONTOP     		2559		4000840		12/1 Lb		12		Rich's		Paramount

		591		70		YEAST  BKR SHLF STABL INST RED		SAF       		15909		7372048		20/1 lb		20		Lasaffre		Waypoint

		592				Beverages

		593		1		DRINK  ORNG LOW CAL PLST BTL  		GTRADE G2 		12204		5698733		24/12z		24		Pepsico		Direct

		594		1		DRINK  BRRY PLST BTL SHLF     		GTRADE G2 		13297		1890441		24/12z		24		Pepsico		Direct

		595		1		DRINK  GRAPE LOW CAL PLST G2  		GTRADE G2 		12203		5698758		24/12z		24		Pepsico		Direct

		596		1		DRINK  RSP LOW CAL GLCIR FRZ  		GTRADE G2 		12007		8750614		24/12z		24		Pepsico		Direct

		597		1		DRINK  FRT PNCH LOW CAL PLST  		GTRADE G2 		12202		5708029		24/12z		24		Pepsico		Direct

		598		2		WATER  PRFID PLST BTL TWIST   		THIRSTER  		767514		5488748		24/16.9z		24

		599		3		WATER  SPRG PLST BTL TWIST CAP		THIRSTER  		767559		2318328		24/10z		24

		600		4		JUICE  APPL 100% PLST BTL SHLF		WELCH'S   		31600		7369036		24/10z		24		Welch's		Key Impact

		601		4		JUICE  ORNG 100% PLST BTL SHLF		WELCH'S   		34400		3332202		24/10z		24		Welch's		Key Impact

		602		4		JUICE  GRAPE 100% PLST BTL    		WELCH'S   		35400		7326465		24/10z		24		Welch's		Key Impact

		603		5		JUICE  ORNG 100% CAN SHLF     		WELCH'S   		37900		3426459		24/11.5z		24		Welch's		Key Impact

		604		5		JUICE  GRAPE 100% CAN SHLF    		WELCH'S   		38000		7444367		24/11.5z		24		Welch's		Key Impact

		605		5		JUICE  APPL 100% CAN SHLF     		WELCH'S   		38200		7442015		24/11.5z		24		Welch's		Key Impact

		606		7		JUICE  FRT VEG PNCH 100% VITMN		V BLEND   		45710		2945764		70/4 z		70

		607		7		JUICE  CHRY 100% STAR CTN     		V BLEND   		45712		8986663		70/4 z		70

		608		7		JUICE  MANGO VEG 100% VITMN A 		V BLEND   		45711		2946267		70/4 z		70

		609		8		JUICE  APPL 100% CTN FZN      		JUICE4U   		45715		2679140		70/4 z		70

		610		8		JUICE  RSP BLU 100% CTN FZN   		JUICE4U   		45716		2679165		70/4 z		70

		611		8		JUICE  CHRY 100% CTN FZN      		JUICE4U   		45717		2679249		70/4 z		70

		612		8		JUICE  GRAPE 100% CTN FZN     		JUICE4U   		45718		2679264		70/4 z		70

		613		8		JUICE  CTRS 100% BLAST CTN    		JUICE4U   		45719		2679306		70/4 z		70

		614		8		JUICE  MELON BRRY 100% CTN FZN		JUICE4U   		45720		2679322		70/4 z		70

		615		9		JUICE  APPL 100% SPKLG CAN    		SWITCH    		321		1628452		24/8z		24		Apple & Eve		Paramount

		616		9		JUICE  FRT PNCH 100% SPKLG CAN		SWITCH    		315		1628445		24/8z		24		Apple & Eve		Paramount

		617		9		JUICE  GRAPE 100% SPKLG CAN   		SWITCH    		313		1676865		24/8z		24		Apple & Eve		Paramount

		618		9		JUICE  BRRY KIWI 100% SPKLG   		SWITCH    		317		1676691		24/8z		24		Apple & Eve		Paramount

		619		9		JUICE  TRPCL PNAPL 100% SPKLG 		SWITCH    		323		2566490		24/8z		24		Apple & Eve		Paramount

		620		9		JUICE  ORNG TNGRN 100% SPKLG  		SWITCH    		314		1676758		24/8z		24		Apple & Eve		Paramount

		621		9		JUICE  STWBY WTRML 100% SPKLG 		SWITCH    		316		1628429		24/8z		24		Apple & Eve		Paramount

		622		10		SMOOTHIE  BLAST BRRY NSA      		NAKED JCE 		63117		7803539		8/10z		8		Pepsico		Direct

		623		10		SMOOTHIE  GRN MACH NSA NONDARY		NAKED JCE 		63076		7803976		8/10z		8		Pepsico		Direct

		624		10		SMOOTHIE  MGY MANGO NSA       		NAKED JCE 		63072		7808652		8/10z		8		Pepsico		Direct

		625		10		SMOOTHIE  STWBY BANA NONDARY  		NAKED JCE 		63071		6970107		8/10z		8		Pepsico		Direct

		626				Spices and Flavorings

		627		1		SPICE  CHILI PWDR MILD PLST   		MONARCH   		203859		760116		18z		18

		628		2		SPICE  CIN GRND PLST SHKR SHLF		MONARCH   		203864		5353115		16z		16

		629		3		SPICE  CLOVE GRND SHLF STABL  		MONARCH   		200427		760678		16z		16

		630		4		SPICE  CUMIN GRND PLST SHKR   		MONARCH   		207822		760629		15z		15

		631		5		EXTRACT  ALM IMIT DMSTC BTL   		MONARCH   		203926		761452		32z		32

		632		6		EXTRACT  LMN IMIT PLST        		GOLD MEDAL		4361		5443031		32z		32

		633		7		JUICE  LMN RECON BTL SHLF     		THIRSTER  		130819		577148		12/32z		1

		634		8		EXTRACT  VNL IMIT             		GOLD MEDAL		4223		9548108		1 gal		1

		635		9		SPICE  GNGR GRND PLST SHKR    		MONARCH   		208046		760306		15z		15

		636		10		SPICE  NUTMG GRND PLST SHKR   		MONARCH   		208160		760355		16z		16

		637		11		SPICE  OREG GRND SHLF STABL   		MONARCH   		209846		760637		11z		11

		638		12		SPICE  PPKA HNGAR GRND PLST   		MONARCH   		207385		760405		18z		18

		639		13		SPICE  PRSL FLK PLST JUG SHLF 		MONARCH   		207202		760868		11z		11

		640		14		SPICE  PPR BLK GRND PLST SHKR 		MONARCH   		207214		6501175		18z		18

		641		15		SPICE  PPR BLK GRND           		GOLD MEDAL		986		6485684		5Lb		5

		642		16		SEASONING  LMN PPR PLST SHKR  		MONARCH   		208554		6501159		28z		28

		643		17		SEASONING  LMN PPR CRCKD GRND 		CHEF PAUL 		LCRP2066PK     		3164758		19.2z		19.2

		644		18		SEASONING  LMN PPR GRAN SALT  		LAWRY'S   		900513940		3926052		19z		19		McCormick		Core

		645		19		SPICE  PPR WHT GRND PLST SHKR 		MONARCH   		209575		6353403		18z		18

		646		20		SPICE  GRLC PWDR PLST SHKR    		MONARCH   		208867		2501161		21z		21

		647		21		SEASONING  GRLC HERB POWDER   		LAWRY'S   		900498766		3908696		20z		20		McCormick		Core

		648		22		SPICE  SAGE LEAF RUBD PLST BTL		MONARCH   		207415		760603		6z		6

		649		23		SPICE  CELRY SALT SHLF STABL  		MONARCH   		203853		6353429		35z		35

		650		24		SPICE  GRLC SALT GRAN PLST    		MONARCH   		207474		760298		40 z		40

		651		25		SALT  TABLE IODZ CNSTR        		MONARCH   		200184		3329885		24/26z		624

		652		26		SPICE  ONION SALT GRAN PLST   		MONARCH   		208805		443176		36 z		36

		653		27		SEASONING SALT  SLCT SPICE    		MONARCH   		203891		846204		33 z		33

		654		28		SEASONING  AP PWDR MD203 ORIG 		MRS DASH  		J017-S6900     		5541461		21 z 		21		KENT PRECISION		GILBERT

		655		29		MIX  SCE SPAG ADD WATER & TMTO		FTHILL FRM		V415-AN190     		1604388		6/11.2z		67.5		KENT PRECISION		GILBERT

		656		30		SEASONING  ASIAN STIR FRY FLK 		FTHILL FRM		S140-G1190     		8596041		10/6.82z		460		KENT PRECISION		GILBERT

		657		31		SEASONING  TACO PWDR REDUC SDM		FTHILL FRM		V413-D9190     		1606862		6/6.6z		39.6		KENT PRECISION		GILBERT

		658		32		SEASONING  FF PWDR NO MSG PLST		SAUER'S   		1271		2781086		36 z		36		CF Sauer		Direct

		659		33		SEASONING  PLTRY GRND SHLF    		MONARCH   		207228		760595		10 z		10

		660		34		SPICE  THYME LEAF DRIED PLST  		MONARCH   		207266		760694		7z		7

		661		35		SPICE  ONION PWDR PLST SHKR   		MONARCH   		207428		4353280		20z		20

		662				Condiments/Portion Control

		663		1		DRESSING  RANCH LIGHT SS CUP  		NTRLY FRSH		85119645061		3211521		100/1.0z		100		Bay Valley		Paramount

		664		2		DRESSING  RANCH LIGHT SS POUCH		HEINZ     		10013000534359		266429		100/1.5z		100		Kraft Heinz		Direct

		665		3		DRESSING  HONY DJON FT/FR SS  		KEN'S     		KE0600B3       		3183563		60/1.5z		60		KENS		ACOSTA

		666		4		DRESSING  ITLN FT/FR SS POUCH 		TASTE PLSR		10716037000957		5217070		100/1.5 z		100		Kraft Heinz		Direct

		667		5		DRESSING  RANCH BTRMLK FT/FR  		TASTE PLSR		10716037000759		7305063		100/1.5 z		100		Kraft Heinz		Direct

		668		6		DRESSING  1000 ISL FT/FR SS   		TASTE PLSR		10716037001152		6866735		100/1.5 z		100		Kraft Heinz		Direct

		670		8		DRESSING  FRNCH ORNG FT/FR SS 		KRAFT     		10021000649607		49601		200/.43z		200		KRAFT HEINZ		DIRECT

		671		9		DRESSING  ITLN FT/FR SS POUCH 		KRAFT     		10021000649645		49643		200/.43z		200		KRAFT HEINZ		DIRECT

		672		10		DRESSING  RANCH FT/FR NO MSG  		KRAFT     		10021000649621		49627		200/.43z		200		KRAFT HEINZ		DIRECT

		673		11		DRESSING  FRNCH SS POUCH SHLF 		HEINZ     		10013000532805		2101079		200/12gm		200		KRAFT HEINZ		DIRECT

		674		12		DRESSING  ITLN SS POUCH SHLF  		HEINZ     		10013000532607		6101067		200/12 gm		200		KRAFT HEINZ		DIRECT

		675		13		DRESSING  RANCH SS POUCH SHLF 		HEINZ     		10013000533109		2267458		200/12gm		200		Kraft Heinz		Direct

		676		14		DRESSING  FRNCH RED SS POUCH  		TASTE PLSR		10716037000155		5380456		100/1.5 z		100		Kraft Heinz		Direct

		677		15		DRESSING  ITLN SS POUCH SHLF  		HEINZ     		10013000750100		7231368		60/1.5 z		60		Kraft Heinz		Direct

		678		16		DRESSING  HONY MUST SS CUP    		NTRLY FRSH		85716875061		4183901		100/1.5z		100		Bay Valley		Paramount

		679		17		DRESSING  RANCH BTRMLK SS     		TASTE PLSR		10716037229846		7349434		100/1.5 z		100		Kraft Heinz		Direct

		680		18		DRESSING  1000 ISL SS POUCH   		TASTE PLSR		10716037259843		2305076		100/1.5 z		100		Kraft Heinz		Direct

		681		19		JELLY  ASST #3 SS CUP         		MONARCH   		270032		2329274		200/.5z		200

		682		20		JELLY  GRAPE SS CUP           		MONARCH   		270037		7329279		200/.5z		200

		683		21		MAYONNAISE  FT/FR SS POUCH    		KRAFT     		21000649921		49924		200/12 gm		200		KRAFT HEINZ		DIRECT

		684		22		MAYONNAISE  SS POUCH          		HEINZ     		10013000531709		2009223		200/12 gm		200		Kraft Heinz		Direct

		685		23		MAYONNAISE  LIGHT SS POUCH    		KRAFT     		10021000665331		65334		200/12gm		200		KRAFT HEINZ		DIRECT

		686		24		MUSTARD  YLW SS POUCH         		PORTN PAC 		716037053901		7129224		500/5.5 z		500		Kraft Heinz		Direct

		687		25		MUSTARD  HONY SS POUCH        		HEINZ     		10013000531204		6243471		200/12 gm		200		Kraft Heinz		Direct

		688		26		SPICE  PPR BLK .1 GR SS 2     		MONARCH   		274102		4370326		6/1000 z		6000

		689		27		SALT  .5 GR SS FLAT IODZ      		MONARCH   		273528		5358825		6/1000 z		6000

		690		29		SAUCE  SWT & SOUR SS CUP      		HEINZ     		10013000713808		9255092		100/1z		100		Kraft Heinz		Direct

		691		31		SAUCE  TRTR SS POUCH          		PORTN PAC 		716037438104		1176346		200/12 gm		200		Kraft Heinz		Direct

		692		32		SYRUP  PNCK MAPL FLVRD SS CUP 		MONARCH   		270305		3329349		100/1.5 z		100

		693		33		SYRUP  PNCK MAPL FLVRD SG/FR  		MONARCH   		353995		5596937		100/1z		100

		694				Smart Snack Items

		695		2		CHIP  CHS CNCHY BKD WHL GRAIN 		FRITO LAY 		62933		5599983		104/.875z		104		Pepsico		Direct

		696		2		CHIP  CHS STICK CHILI SS      		FANTASTIX 		36098		345306		104/1z		104		Pepsico		Direct

		697		2		SNACK MIX  WGR SS BAG KID     		QUAKER    		36308		338558		104/.875z		104		Pepsico		Direct

		698		2		CHIP  PTATO STICK HOT BAG     		CHEE-TOS  		43578		5816996		104/1z		104		Pepsico		Direct

		699		3		CHIP  TORTLA CORN BKD SCOOP   		TOSTITOS  		42537		4853958		72/.875z		72		Pepsico		Direct

		700		4		CHIP  TORTLA WHL GRAIN RND    		TOSTITOS  		18792		6925390		104/.875z		104		Pepsico		Direct

		701		5		PRETZEL  HEART PLN SALTD SS   		ROLD GOLD 		15940		6712434		104/.7z		104		Pepsico		Direct

		702		6		CHIP  TORTLA NACHO CHS REDUC  		DORITOS   		31748		5496682		72/1z		72		Pepsico		Direct

		703		6		CHIP  TORTLA COOL RANCH RF    		DORITOS   		36096		354217		72/1z		72		Pepsico		Direct

		704		6		CHIP  TORTLA SPICY SWT CHILI  		DORITOS   		49093		6754733		72/1z		72		Pepsico		Direct

		705		7		CHIP  PTATO BKD ORIG GLTN/FR  		BAKED LAYS		44396		5585476		64/1.125z		64		Pepsico		Direct

		706		7		CHIP  PTATO BKD BBQ CRSP SS   		BAKED LAYS		44395		5585443		64/1.125z		64		Pepsico		Direct

		707		7		CHIP  PTATO BKD SOUR CRM &    		BAKED LAYS		44398		5585526		64/1.125z		64		Pepsico		Direct

		708		8		CHIP  PTATO REG CRSPS BKD     		BAKED LAYS		33625		4551388		60/.875z		60		Pepsico		Direct

		709		8		CHIP  PTATO BKD BBQ SS CRSPS  		BAKED LAYS		32078		1513209		60/.875z		60		Pepsico		Direct

		710		8		CHIP  PTATO SOUR CRM & ONION  		BAKED LAYS		33627		1551399		60/.875z		60		Pepsico		Direct

		711		8		CHIP  PTATO BKD SOUR CRM &    		BKD RUFFLS		56882		9862467		60/.875z		60		Pepsico		Direct

		712		9		Tortilla Chips, Single Serve, IW, White Nacho WGR		FRITO LAY 		28400-67609-0		7709369		72/1.oz		72		Pepsico		Direct

		713		10		CHIP  PTATO KTL SEA SALT VNGR 		KETLE LAYS		25113		8621492		64/1.375z		64		Pepsico		Direct

		714		11		CRACKER  GHM VNL WHL GRAIN    		MJM       		514150		6499255		150/1oz		150		MJM		Cohen

		715		11		CRACKER  GHM VNL WHL GRAIN    		MJM       		524150		4977062		150/1oz		150		MJM		Cohen

		716		11		CRACKER  GHM MAPL WHL GRAIN   		MJM       		570150		2866234		150/1oz		150		MJM		Cohen

		717		12		COOKIE  SUGAR WGR 1.2 Z ALL   		FATCAT SCN		WGCELC140-1SW  		8943821		140/1.3z		140		FAT CAT		INTEGRITY

		718		13		CRACKER  WHL GRAIN CHS SQ SS  		CHEEZ-IT  		2410079263		7612294		175/.75z		175		Kellogg's		Paramount

		719		13		CRACKER  WHL GRAIN CHEDR SPICY		CHEEZ-IT  		2410010238		8753204		175/.75z		175		Kellogg's		Paramount

		720		14		CRACKER  GHM CHOC WHL GRAIN   		MJM       		402001		3262334		300/1oz		300		MJM		Cohen

		721		14		CRACKER  GHM APPL CIN WHL     		MJM       		403001		5262332		300/1oz		300		MJM		Cohen

		722		14		CRACKER  GHM VNL WHL GRAIN    		MJM       		404001		8376618		300/1oz		300		MJM		Cohen

		723		14		CRACKER  GHM STWBY WHL GRAIN  		MJM       		405001		9262338		300/1oz		300		MJM		Cohen

		724		14		CRACKER  GHM MAPL WAFL WGR REC		MJM       		408001		8969917		300/1oz		300		MJM		Cohen

		725		14		CRACKER  GHM APPL CIN WHL     		MJM       		423001		3431566		300/1oz		300		MJM		Cohen

		726		15		CRACKER  WHL GRAIN HERB SQ    		MJM       		803155		7763865		155/22gr		155		MJM		Cohen

		727		15		CRACKER  PIZA WGR SALTD SS BAG		MJM       		804155		8970238		155/22gr		155		MJM		Cohen

		728		16		CRACKER  GHM HONY WGR REC CN  		MJM       		300151		373803		150/3ct		150		MJM		Cohen

		729		16		CRACKER  GHM CIN WHL GRAIN REC		MJM       		308151		563494		150/3ct		150		MJM		Cohen

		730		17		CRACKER  WHL GRAIN RANCH SPICY		CRAVENRAVE		51210		6866677		300/.9z		300		Darlington Farms		Gilbert

		731		17		CRACKER  WHL GRAIN CHS NACHO  		CRAVENRAVE		51110		6867071		300/.9z		300		Darlington Farms		Gilbert

		732		18		CUPCAKE  CHOC ICED 1.5 Z HAPPY		SUPER BK  		9478		7752470		72/1.5		72		Super Bakery		Core

		733		18		CUPCAKE  VNL ICED 1.5 Z HAPPY 		SUPER BK  		9479		7744766		72/1.5		72		Super Bakery		Core

		734		18		CUPCAKE  CHOC WGR ICED 1.5 Z  		SUPER BK  		9488		8870495		72/1.5		72		Super Bakery		Core

		735		18		CUPCAKE  VNL WGR ICED 1.5 Z   		SUPER BK  		9489		8874893		72/1.5		72		Super Bakery		Core

		736		19		TURNOVER  GUAVA STWBY FILLD   		HADLEY    		1050IW         		9592221		84/1.5z		84		Hadley Farms		Cohen

		737		19		TURNOVER  APPL FILLD WHL GRAIN		HADLEY    		1052IW         		1598580		84/1.5z		84		Hadley Farms		Cohen

		738		20		CINNAMON ROLL  WHL GRAIN NOT  		HADLEY    		0670IW         		1179564		60/1.5z		60		Hadley Farms		Cohen

		739		20		CINNAMON ROLL  WHL GRAIN ICED 		HADLEY    		1670IW         		3560513		60/1.5z		60		Hadley Farms		Cohen

		740		20		CINNAMON ROLL  SWT PTATO WHL  		HADLEY    		0370IW         		2132478		60/1.5z		60		Hadley Farms		Cohen

		741		20		CINNAMON ROLL  SWT PTATO WHL  		HADLEY    		1370IW         		7919970		60/1.5z		60		Hadley Farms		Cohen

		742		21		CAKE  LOAF BRRY WGR NOT ICED  		SUPER BK  		7030		6420717		120/2.oz		120		Super Bakery		Core

		743		21		CAKE LOAF ORANGE WGR 2 Z MINI UNSL 		SPRBKULTRA		7031		4872119		120/2.oz		120		Super Bakery		Core

		744		21		CAKE  LOAF CHOC CHIP WGR NOT  		SPRBKULTRA		7058		8616717		120/2.oz		120		Super Bakery		Core

		745		21		CAKE  LOAF LMN WGR NOT ICED 3"		SUPER BK  		7059		8745285		120/2.oz		120		Super Bakery		Core

		746		22		SNACK BAR  RICE CRSPY WGR IW  		KELLOGG'S 		3800011052		8733560		80/1.4z		80		Kellogg's		Paramount

		747		22		SNACK BAR  RICE CRSPY CHOC    		KELLOGG'S 		3800014567		7939931		80/1.4z		80		Kellogg's		Paramount

		748		23		SNACK BAR  RICE BRN CRSPY WGR 		SUPER BK  		9430		7789282		100/.8z		100		Super Bakery		Core

		749		24		SNACK BAR  RICE CRSPY WHL     		KELLOGG'S 		3800014540		2182951		600/.42z		600		Kellogg's		Paramount

		750		25		MUFFIN  BLBRY WHL GRAIN 2 Z   		CHEFPIERRE		8895		7879117		96/2oz		96		SARA LEE		WAYPOINT

		751		25		MUFFIN  BANA WGR 2 Z TRAY PK  		SARA LEE  		8896		9797101		96/2oz		96		SARA LEE		WAYPOINT

		752		27		DONUT  CAKE RING COCOA WGR 1.9		SUPER BK  		18200		7830649		80/1.9		80		Super Bakery		Core

		753		27		DONUT  CAKE RING WGR 1.9 Z CKD		SUPER BK  		18300		7830615		80/1.9		80		Super Bakery		Core

		754		27		DONUT  WHLGRAIN FRFD 1.9 SUPER		SUPER BK  		18350		7744683		80/1.9		80		Super Bakery		Core

		755		28		SANDWICH  CHS CRM & JELLY     		SUPER BK  		3334		5558036		60/2.5oz		60		Super Bakery		Core

		756		29		CHIP  CHS PUF WHT CHEDR SS BAG		PIRATE BTY		81662407		9693441		24/.75z		24		B&G Foods		Key Impact

		757		30		CRACKER  GHM CIN WHL GRAIN DOG		KEEBLER   		3010050689		9749672		210/1.0z		210		Kellogg's		Paramount

		759		32		JERKY  BF ORIG SS BAG         		JCK LINK'S		10000007721		9593948		48/.085z		48		Jack Link's		Cohen

		760		32		JERKY  BF TYKI SS BAG         		JCK LINK'S		10000007717		9593955		48/.085z		48		Jack Link's		Cohen

		761		32		JERKY  BF PPR SS BAG          		JCK LINK'S		10000007719		9593963		48/.085z		48		Jack Link's		Cohen

		762				Category: Bread Products, Frozen

		763		1		BREAD  TX. TOAST 17 SLCD 3/4  		HILLTOP HR		593236		6340301		10/24oz		10

		764		2		BREAD  WHEAT 26 SLCD 7/16"    		HILLTOP HR		593237		8340309		10/24oz		10

		765		3		BREAD  WHT WHEAT WHL GRAIN 12"		HILLTOP HR		472462		7716673		10/24oz		10

		766		4		BUN  HMBGR WHT WHL GRAIN 4"   		HILLTOP HR		296966		4817201		8/12pk		96

		767		5		BUN  HOT DOG WHL GRAIN 6"     		HILLTOP HR		481943		7773229		12/12 ea		144

		768		6		BUN  SLIDR WGR 2.5" SLCD BKD  		BAKE CRFT 		519		3958261		12/24 ct		288		Bake Crafters		Gilbert

		769		7		ROLL  HOGI WGR 5.5" HINGE SLCD		BAKE CRFT 		4062		7680705		96/2.0z		96		Bake Crafters		Gilbert

		770		8		BREAD  FLAT WGR 2.2 Z SQ BKD  		RICH'S    		14010		8891897		192/2.02z		192		Rich's		Paramount

		771		9		ROLL  CIBAT WGR 3.5" SQ SLCD  		PILLSBURY 		94562-37738    		6073320		96/1.8 oz		96		General Mills		Direct

		772				Category: Special Diet Foods

		773		1		BEEF  PUREE FZN RST SLC SHPD  		THICK & ES		10837		6428924		24/3.0z		24		Hormel Health		Waypoint

		774		2		BERRY  ASST PUREE SHPD FZN    		THICK & ES		13883		2428936		24/2.50z		24		Hormel Health		Waypoint

		775		3		BROCCOLI  PUREE SHPD FZN TRAY 		THICK & ES		26522		3429032		24/3.0z		24		Hormel Health		Waypoint

		776		4		CARROT  PUREE SHPD FZN TRAY   		THICK & ES		39312		3429016		24/3.0z		24		Hormel Health		Waypoint

		777		5		CHICKEN  PUREE WHT PTY HEAT & 		THICK & ES		37954		6429195		24/3.0z		24		Hormel Health		Waypoint

		778		6		CORN  PUREE SHPD FZN TRAY     		THICK & ES		27074		4429205		24/3.0z		24		Hormel Health		Waypoint

		779		7		EGG  PUREE OMLET CKD FZN BKFST		THICK & ES		72475		4553830		24/2.50z		24		Hormel Health		Waypoint

		780		8		SUPPLEMENT  BOOST BRZE ASST   		BOOST BRZE		043900186006USZ		7166176		27/237 ML		27

		781		9		SUPPLEMENT  ENSUR+ VNL RTU    		ENSURE    		64905		7789998		24/8.0z		24		Abbott Nutrition

		782		10		SUPPLEMENT  PEDIASURE VNL CN  		PEDIASURE 		51804		5149810		24/8.0z		24		Abbott Nutrition

		783		11		MILK SUB  SOY VNL ASPTC SHLF  		SILK      		101966		3704202		18/8z		18		Danone Wave FS		Acosta

		784		12		MILK SUB  SOY CHOC ASPTC SHLF 		SILK      		101965		3704178		18/8oz		18		Danone Wave FS		Acosta

		785		13		MILK SUB  ALM VNL ASPTC CTN   		SILK      		101894		2632107		18/8oz		18		Danone Wave FS		Acosta

		786		14		MILK SUB  ALM DARK CHOC ASPTC 		SILK      		101893		2632115		18/8oz		18		Danone Wave FS		Acosta

		787		15		MILK  VNL 1% LOW FAT UHT ORGNC		HORIZN ORG		100631		4952677		18/8z		18		WWF Operating Co

		788		16		SHELL TACO TUB CORN YLW WGR 3X5"		SMOKEWOOD 		RR01011        		2773570		200/1 ea.		200		Smokewood		Paramount

		789		17		OIL  PAN COTG CNOLA OIL BASED 		VEGALENE  		17260		1560069		6/17 oz.		6		Par-Way Tryson		Core

		790		18		BUN  HMBGR SEEDED 3.8" GLTN/FR 		HILLTOP HR		441548		7617368		30/3.5oz		30		Rema

		791		19		BUN  HOT DOG 5.5" SL GLTN/FR  		HILLTOP HR		441550		7617376		30/3.5oz		30		Rema

		792		20		BREAD  WHT 3 Z SLCD GLTN/FR   		HILLTOP HR		441590		7617848		32/3oz		30		Rema

		793				Category: Disposables/Paper

		794		1		Aluminum Foil  (FOIL)		DAXWELL		J10002375		7264861		18x1000		1000		Daxwell		Blanket 

		795		2		APRON  POLY ADLT WHT 28X46    		HANDGARDS 		303764021		7365950		100 ct		100		Hangards		Direct

		796		3		BAG  FOOD STRG 10X14 UTILY CLR		HANDGARDS 		303679975		9513979		1000 Ct		1000		Hangards		Direct

		797		4		BAG  FOOD STRG 18X24 FRZR CLR 		HANDGARDS 		303679977		6046403		250 Ct		250		Hangards		Direct

		798		5		BAG  FOOD STRG 6.5X7 UTILY    		HANDGARDS 		304985211		8004574		2000		2000		Hangards		Direct

		799		6		BOWL  FM 5 Z WHT CLBTY        		GENPAK    		80500		3073459		1000 Ct		1000		GENPAK		DIRECT

		800		7		BOWL  FM 5 Z WHT              		DART      		5B20           		4017729		1000 ct		1000		Dart		Direct

		801		8		BOWL  FM 8 Z WHT              		DART      		8B20           		9009234		1000 Ct		1000		Dart		Direct

		802		9		BOWL  FM 12 Z WHT CLBTY       		GENPAK    		82100		9073453		1000		1000		GENPAK		DIRECT

		803		10		BOWL  FM 12 Z WHT             		DART      		12B32          		2005239		1000		1000		Dart		Direct

		804		11		BROOM  JNT WHSE 55"L CORN BLND		CARLISLE  		4134967		8502031		1		1

		805		12		CONTAINER  FM 8 Z SQT WHT     		DART      		8SJ20          		1040476		1000		1000		Dart		Direct

		806		13		CONTAINER  FM 12 Z SQT WHT    		DART      		12SJ20         		4005245		500		500		Dart		Direct

		807		14		CONTAINER  FM 9.12X9 3 CMPT   		MONOGRAM  		456039		6617443		150		150		PACTIV		Direct

		808		15		CONTAINER  PLST 8X8 1 CMPT    		DART      		C90PST1        		412247		2/125		250		Dart		Direct

		809		16		CONTAINER  PLST 8.9X9.4 1     		DART      		C95PST1        		5811591		4/125		500		Dart		Direct

		810		17		CONTAINER  PLA PLST 3.06X3.06 		PAR-PAK   		21959		378968		1500		1500		ATRIUM		DIRECT

		811		18		CONTAINER  PLST 3.85X3.69 CLR 		PAR-PAK   		21961		3972197		1500		1500		ATRIUM		DIRECT

		812		19		CUP  SFLE PAPR 1 Z WHT PLTD   		SOLO      		100-2050       		9007246		5000		5000		Dart		Direct

		813		20		CUP  SFLE PAPR 2 Z WHT PLTD   		SOLO      		200-2050       		1518026		5000		5000		Dart		Direct

		814		21		CUP  SFLE PAPR 4 Z WHT PLTD   		SOLO      		400-2050       		6002034		5000		5000		Dart		Direct

		815		22		CUP  SFLE PLST 2 Z CLR PTN    		DART      		200PC          		366872		2500		2500		Dart		Direct

		816		23		CUP  SFLE PLST 4 Z CLR PTN    		DART      		400PC          		367441		2500		2500		Dart		Direct

		817		24		CUP  SFLE PLST 5.5 Z TNSLT PTN		DART      		550PC          		366922		2500		2500		Dart		Direct

		818		25		CUP  FM 8 Z WHT               		DART      		8J8            		9122441		40/25		1000		Dart		Direct

		819		26		CUP  FM 12 Z WHT              		DART      		GF12J12        		3189297		40/25		1000		Dart		Direct

		820		27		FORK  MW WHT POLYP BULK PLST  		DAXWELL   		A10001389      		6841985		1000		1000		Daxwell		Blanket 

		821		28		FORK  MW BLK PLYST BULK DISPR 		DIX ULT SS		SSF51          		694232		960		960		Ga Pacific		Direct

		822		29		GLOVE  LATEX LG 12" YLW       		HANDGARDS 		303400533		400622		144		144		Hangards		Direct

		823		30		GLOVE  POLY SM CLR STCH AMBDX 		VALUGARDS 		303363291		2966398		10/100		1000		Hangards		Direct

		824		30		GLOVE  POLY MED CLR STCH AMBDX		VALUGARDS 		303363292		2966489		10/100		1000		Hangards		Direct

		825		30		GLOVE  POLY LG CLR WRIST LNGTH		VALUGARDS 		303363293		2965218		10/100		1000		Hangards		Direct

		826		30		GLOVE  POLY XL CLR STCH AMBDX 		VALUGARDS 		303363294		2965275		10/100		1000		Hangards		Direct

		827		31		KIT  CTLY SPORK NAP MW WHT    		DAXWELL   		B10002763      		9569583		1000		1000		Daxwell		Blanket 

		828		32		KIT  CTLY FORK STRAW NAP LW   		DAXWELL   		B10001967      		7736648		1000		1000		Daxwell		Blanket 

		829		33		LID  CUP SFLE 2 Z FLAT PET    		DART      		PL200N         		6520793		20/125		2500		Dart		Direct

		830		34		LID  CUP SFLE 3.25-5.5 Z NON  		DART      		PL4N           		8625717		2500		2500		Dart		Direct

		831		35		LID  CUP SFLE 3.25-5.5 Z NON  		DART      		PL4N           		8625717		2500		2500		Dart		Direct

		832		36		LID  BWL 4-5 Z DOME PLST CLR  		GENPAK    		94005		3127834		500		500		GENPAK		DIRECT

		833		37		LID  BWL 12 Z DOME PLST CLR   		GENPAK    		94012		3358314		500		500		GENPAK		DIRECT

		834		38		LID  CONT 8-32 Z NON VTD PLST 		DART      		20JLNV         		2017697		10/100		1000		Dart		Direct

		835		39		LID  CUP 6-14 Z VTD PLST WHT  		DART      		12JL           		5002043		10/100		1000		Dart		Direct

		836		40		LID  CUP 8-20 Z VTD PLST TNSLT		DART      		20JL           		7005234		10/100		1000		Dart		Direct

		837		41		LID  PLATE 10.25" DOME        		PACTIV    		0CI800100000   		1059476		252		252		PACTIV LLC		DIRECT

		838		42		LINER  PAN FOOD 16.4X24.4     		MONOGRAM  		901636		730069		1000		1000		BAGCRAFTPAPERCON

		839		43		LINER  PAN FOOD 16X24 PAPR    		ECO CRAFT 		30025		5828298		1000		1000		BAGCRAFTPAPERCON

		840		44		LINER  60 GAL 38X58 WHT .9 MIL		MONOGRAM  		724844		8330318		100		100		HERITAGE BAG CO

		841		45		NAPKIN  DISPR TALL FLD WHT    		HYNAP     		33201		2003705		10000		10000		Ga Pacific		Direct

		842		46		NAPKIN  DISPR MINI FLD WHT    		ACCLAIM   		37000		5003710		6000		6000		Ga Pacific		Direct

		843		47		NAPKIN  DISPR INFLD WHT 13X8.5		TORK      		DX900          		8493454		6000		6000		ESSITY PROFESSIONAL

		844		48		GRABBER  PAN 6X5 W/ PCKT      		BEST VALUE		R845PG         		6431001		1		1		SAN JAMAR

		845		49		PLATE  FM 10.25" 3 CMPT WHT   		MONOGRAM  		906366		3569571		540		540		PACTIV LLC		DIRECT

		846		50		PLATE  FM 6" 1 CMPT WHT       		MONOGRAM  		899416		3555125		1000		1000		PACTIV		Direct

		847		51		SCRUBBER  S/S 50 GR HD 300    		MONOGRAM  		274507		6935266		12		12		ACS INDUSTRIES

		848		52		SPOON  TEA MW WHT POLYP BULK  		DAXWELL   		A10001390      		6836001		1000		1000		Daxwell		Blanket 

		849		53		SPOON  TEA MW BLK PLYST BULK  		DIX ULT SS		SSS51          		694554		960		960		Ga Pacific		Direct

		850		54		SPOON  SOUP MW WHT POLYP BULK 		MONOGRAM  		660142		8907263		1000		1000		TEAM THREE GROUP LIMITED

		851		55		SPORK  MW WHT POLYP BULK PLST 		MONOGRAM  		765364		9970526		2000		2000		TEAM THREE GROUP 

		852		56		STRAW  JMB 7.75" TNSLT WRPD   		MONOGRAM  		605069		9864182		12/500		6000		TEAM THREE GROUP

		853		57		TOWEL  PAPR 9X11 PERF RL WHT 2		MONOGRAM  		616648		8609174		30		30

		854		58		TOWEL  BAR RIBD 100% TERRY    		RITZ FZ   		LBMR           		1482157		12		12		JOHN RITZENTHALER

		855		59		TRAY  PAPR BORD FOOD .25 LB   		SOUTH CHAM		401		4222634		1000		1000		SOUTHERN CHAMPION

		856		60		TRAY  PAPR BORD FOOD 6 Z WHT &		SOUTH CHAM		405		374066		1000		1000		SOUTHERN CHAMPION

		857		61		TRAY  PAPR  .5 LB W/R PLD CLAY		MONOGRAM  		795006		1712421		1000		1000		SOUTHERN CHAMPION TRAY LP

		858		62		TRAY  PAPR FOOD .5 LB CLAY    		SOUTH CHAM		509		6932552		1000		1000		SOUTHERN CHAMPION TRAY

		859		63		TRAY  PAPR  CLAY 3 LB  W/R PLD		MONOGRAM  		795012		1712488		2/250		500		SOUTHERN CHAMPION TRAY LP

		860		64		TRAY  PLST FOOD 3.5X3.5X.25   		REYNOLDS  		R4296          		4208229		2500		2500		PACTIV		DIRECT

		861		65		TRAY  PLST FOOD 3.5X3.5X1.5   		PAR-PAK   		21935		2765857		2000		2000		ATRIUM		DIRECT

		862		66		TRAY  FM FOOD 8.25X10.25 5    		MONOGRAM  		932589		3697323		500		500		PACTIV		DIRECT

		863		67		TRAY  FM FOOD 8.25X10.25 5 CMP		PACTIV    		YTHB0500SGBX   		9611765		500		500		PACTIV		DIRECT

		864		68		WRAP  12X10.75 WAX PAPR WHT   		MONOGRAM  		23133		778662		12/500		6000		BAGCRAFTPAPERCON

		865		69		WIPE  FDSV N-WVN 13X20        		MONOGRAM  		671869		8993578		200		200

		866		70		FILM  12"X2000' PLST RL CTTR  		MONOGRAM  		300667		4833935		1 each		2000		PACTIV		DIRECT

		867		71		FILM  18"X2000' PLST RL CTTR  		MONOGRAM  		301121		4836169		1 each		2000		PACTIV		DIRECT

		868		72		FILM  24"X2000' PLST RL CTTR  		MONOGRAM  		304576		4839577		1 each		2000		PACTIV		DIRECT

		869		73		WRAP  DELI 6X10.75 WAX PAPR   		PAPERCON  		12006		6128094		1 each		500		BAGCRAFTPAPERCON

		870		74		WRAP  FOIL 9X10.75 INFLD POP  		MONOGRAM  		760003		3328259		6/500		3000		DURABLE PACKAGING INT L

		871				Chemicals

		872		1		BLEACH  DISINF LIQ JUG CLR    		MONOGRAM  		742201		6696848		6/1gal		768		KIK INTERNATIONAL

		873		2		CLEANER  DISINF K22 PWDR CAN  		MONOGRAMCF		8000194		7910623		12/21oz		252		PROGUARD SERVICE & SOLUTIONS

		874		3		DETERGENT  POT & PAN MNL P20  		MONOGRAMCF		8000241		9955963		5 gal		5		PROGUARD SERVICE & SOLUTIONS
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20. Re: Nutrition-Focused Physical Examination (NFPE)

From: Donna Martin <DMartin@burke.k12.ga.us>

To: NFPE <NFPE@eatright.org>

Cc: Lori Granich <LGranich@eatright.org>

Sent Date: May 17, 2018 08:17:49

Subject: Re: Nutrition-Focused Physical Examination (NFPE)

Attachment: image001.png

Beth,  Thanks so much for handling this for me.  Hopefully, it was insightful.    

 
 

Donna S. Martin, EdS, RDN, LD, SNS, FAND

 

Director, School Nutrition Program

 

Burke County Board of Education

 

789 Burke Veterans Parkway

 

Waynesboro, GA  30830

 

work - 706-554-5393

 

fax - 706-554-5655

 

President of the Academy of Nutrition and Dietetics 2017-2018

 

From: NFPE <NFPE@eatright.org>  

Sent: Wednesday, May 16, 2018 10:18 PM  

To: JENNIFER LINTON  

Cc: Donna Martin; Lori Granich  

Subject: Re: Nutrition-Focused Physical Examination (NFPE) 

 

Hi Jennifer,

 
 

I apologize if it wasn't clear....the Abbott NFPE training you did is not connected with the

Academy. The Academy is not a part of that training and has not reviewed it. 

 
 

I would encourage you, if you have an opportunity, to try to attend one of the Academy's NFPE

Hands-on Trainings. I have heard from some that have attended the Abbott one and then the
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Academy workshop that there isn't a comparison and that the Abbott one is more of an

introduction.

 
 

Hope to see you at one of the Academy's trainings.

 
 
~Beth

 
 
 
 

Beth Mordarski, RDN, LD

 

NFPE Program Manager

Academy of Nutrition and Dietetics

120 S. Riverside Plaza, Suite 2190 

Chicago, IL  60606 

Phone: (312)899-4707 

Fax: (312)899-5367 

Email: nfpe@eatright.org 

Website: www.eatrightpro.org/NFPE
 
 
 

From: JENNIFER LINTON <eatforhealth@comcast.net>  

Sent: Wednesday, May 16, 2018 8:52 PM  

To: NFPE  

Subject: Re: Nutrition-Focused Physical Examination (NFPE) 

 

Hi Beth,

 

Thanks for your response and the NFPE workshop overview information you provided. 

Unfortunately this was not my experience when I attended the NFPE training on 27 Sep 2016 in

Columbia, Maryland.  It was provided by Abbott Nutrition and lasted 4 hours with only the

presenter.  As I noted in my email to Donna there was no hands on activities as part of the training

as it was all done by Powerpoint.  Also, there was no information provided about monthly phone

call discussion or any type of follow-up after the training to help with the implementation of this

practice.  I will check the site for locations close to me and consider attending the training again.  

 
 

Respectfully,
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Jen

 

  

On May 16, 2018 at 7:39 PM NFPE <NFPE@eatright.org> wrote:  

 

Hi Jennifer,

 
 

Thank you for your inquiry and comments. 

 
 

I could not agree with you more on the importance of the hands-on NFPE training and

implementation with patients. The Academy addresses this need with the NFPE Hands-on

Training Workshop. 

 
 

The Academy developed the NFPE Hands-on Training Workshop with the pilot conducted in

December of 2014 and actively providing the NFPE workshops around the country since 2015. I

have attached the article that provides data on how the NFPE was implemented and the

financial benefits the pilot health system showed. Additional information on the NFPE workshops

can be found at www.eatrightpro.org/nfpe.

  

But here is an overview of what we provide in the workshop and after that addresses many of the

concerns you mentioned...

 

  

The Academy's NFPE Hands-on Training Workshop is a full day, interactive training that

combines lecture, trainer demonstrations, breakout sessions throughout the day, case study

simulation for each participant with their trainer, and then the unique, vital experience of

performing an NFPE on a patient with their trainer during patient rounds as the NFPE workshops

are held in medical facilities.   

The workshop covers an overview of malnutrition and NFPE; assessment for fat and muscle loss,

micronutrient deficiencies, fluid accumulation (provide edema pads), and functional status

(provide dynamometer); provide case study with trainer demo; review documentation and coding;

patient rounds; NFPE Skills Assessment. 

The ratio is 1 trainer per 6 RDN participants. And the Academy NFPE Trainers are clinically

practicing RDNs, which allows us to provide our own experience examples and relate to the

participants. 

Feedback on the workshop has been very favorable as we really breakdown each portion and

provide multiple breakout sessions to perform/practice the hands-on portion with your trainer by

your side to provide feedback and answer questions. 
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The participants receive pre-workshop articles and then post-workshop support with an optional

monthly phone call discussion and access to an online communication system where all

participants are able to communicate and ask questions.  

The online communication system also houses the workshop's peer champion guidelines for the

RDN participants who are interested to go back to their facilities and train their staff RDNs on

NFPE with provided materials and pre-recorded WebEx presentation.  

  

The call and online system help to connect RDNs from around the country and in many different

settings to help each other discuss what has worked - get advice - on communicating with other

disciplines (MDs, administration, etc.).  

  
 

And regarding your question on how many RDNs are performing NFPE, while there are still RDN

that need training, the needle has moved some. An article should be published soon in JAND that

provides the data from our survey sent to RDNs in 2014 and then again in 2017. We keep working

to provide the education and training from undergrad, to graduate, to internships, and beyond. 

 
 

A full list of upcoming NFPE workshops can be found on the NFPE website, but we are always

accepting host site applications to schedule more!

 
 

Please let me know if you have any follow-up questions or if you would like to connect over the

phone. 

 
 

Best Regards,

 

~Beth

 
 
 

Beth Mordarski, RDN, LD

 

NFPE Program Manager

Academy of Nutrition and Dietetics

120 S. Riverside Plaza, Suite 2190 

Chicago, IL  60606 

Phone: (312)899-4707 

Fax: (312)899-5367 

Email: nfpe@eatright.org 

Website: www.eatrightpro.org/NFPE
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From: Lori Granich  

Sent: Monday, May 7, 2018 4:08 PM  

To: NFPE  

Subject: FW: Nutrition-Focused Physical Examination (NFPE) 

 

Can you follow-up?

 

 

Lori Granich, MBA, RDN

 

Director, Lifelong Learning and Engagement

 

Academy of Nutrition and Dietetics

 

120 South Riverside Plaza, Suite 2190

 

Chicago, IL 60606-6995

 

312/899-4895

 
lgranich@eatright.org 
www.eatright.org

 

 

 

From: Donna Martin [mailto:DMartin@burke.k12.ga.us]  

Sent: Monday, April 30, 2018 12:44 PM 

 To: JENNIFER LINTON <eatforhealth@comcast.net>; Lori Granich <LGranich@eatright.org> 

 Subject: Re: Nutrition-Focused Physical Examination (NFPE)

 

 

Lori,  Do you mind connecting with Jennifer on the issue of Nutrition Focused Physical

Examination?   Please see her email below as she talks about some concerns she has with what

is going on and not going on with the nutrition focused physical exam.  I think the training we do is

much more advanced than what she received in the past.  Any help you can provide her would be

appreciated.  Thanks!
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Donna S. Martin, EdS, RDN, LD, SNS, FAND

 

Director, School Nutrition Program

 

Burke County Board of Education

 

789 Burke Veterans Parkway

 

Waynesboro, GA  30830

 

work - 706-554-5393

 

fax - 706-554-5655

 

President of the Academy of Nutrition and Dietetics 2017-2018

 

From: JENNIFER LINTON <eatforhealth@comcast.net> 

 Sent: Friday, April 27, 2018 8:35 PM 

 To: Donna Martin 

 Subject: Nutrition-Focused Physical Examination (NFPE)

 

 

Hi Donna,

 

It was a pleasure meeting you today and having the opportunity to speak with you.  I just wanted

to follow-up with an email about NFPE and it's practice in the hospital setting.  The training I

attended a few years ago was provided by Abbott Nutrition and it was a 4-hour session.  The

training consisted of powerpoint slides with very little hands on experience and the training slides

used were not reflective of the diverse patient population we encounter every day. We are being

trained with very little practical application and what we have learnt is not being used in many

hospitals.  

 

 

The transition from NFPE training to actual practice in the hospital is nonexistent in most cases. 

Patient physical examinations by dietitians is a change in the current hospital culture especially at

local or community hospitals.  The culture in teaching hospitals is unique and an exception as

touching and examining patients by various disciplines is common as part of the teaching

experience.  
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I have worked at three different hospitals since my NFPE training and I have yet to touch a patient.

I was told I could not conduct the NFPE on patients as this needed to be approved by the hospital.

Also, some of my colleagues were not trained on NFPE.   As a preceptor for dietetic interns I was

unable to provide adequate training in this area during their clinical rotation.  We used the NFPE

pocket guide, the review of body systems information provided by the attending physician's notes,

wound care nurse/nursing notes on skin issues along with evaluating parts of the patient's body

we can see without any touching such as the mouth/teeth, lips, clavicle, orbital and hands. There

was no grip strength testing done.

 

 

Education and awareness to the change in the clinical dietitian's patient care practice is needed

for the medical staff as well as patients who are not use to us conducting physical examinations. 

We definitely need a champion in the hospital such as a physician to help us as well as

collaboration with nursing.  Approval could be challenging for dietitians  working for a contract

company versus those who work directly for the hospital.  I have worked in both situations and

was not able to conduct the NFPE on patients because I was told the hospital has to give the

approval.  Unfortunately my clinical nutrition managers had other priorities so no effort was made

to try and push this through which is also part of the problem.  It would be interesting find out just

how many dietitians are actually conducting a full NFPE on patients at their hospitals.  Survey

says...

 

 

So, how do we solve this problem?  Please let me know if you have any questions.  Take care and

have a great weekend!

 

 

Respectfully,

 

 

Jennifer Linton, MS, RDN, LDN
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21. Re: Nutrition-Focused Physical Examination (NFPE)

From: NFPE <NFPE@eatright.org>

To: JENNIFER LINTON <eatforhealth@comcast.net>

Cc: DMartin@Burke.k12.ga.us <DMartin@Burke.k12.ga.us>, Lori Granich

<LGranich@eatright.org>

Hidden

recipients:

dmartin@burke.k12.ga.us

Sent Date: May 16, 2018 22:20:49

Subject: Re: Nutrition-Focused Physical Examination (NFPE)

Attachment: image001.png

Hi Jennifer,

 
 

I apologize if it wasn't clear....the Abbott NFPE training you did is not connected with the

Academy. The Academy is not a part of that training and has not reviewed it. 

 
 

I would encourage you, if you have an opportunity, to try to attend one of the Academy's NFPE

Hands-on Trainings. I have heard from some that have attended the Abbott one and then the

Academy workshop that there isn't a comparison and that the Abbott one is more of an

introduction.

 
 

Hope to see you at one of the Academy's trainings.

 
 
~Beth

 
 
 
 

Beth Mordarski, RDN, LD

 

NFPE Program Manager

Academy of Nutrition and Dietetics

120 S. Riverside Plaza, Suite 2190 

Chicago, IL  60606 

Phone: (312)899-4707 

Fax: (312)899-5367 

Email: nfpe@eatright.org 
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Website: www.eatrightpro.org/NFPE
 
 
 

From: JENNIFER LINTON <eatforhealth@comcast.net>  

Sent: Wednesday, May 16, 2018 8:52 PM  

To: NFPE  

Subject: Re: Nutrition-Focused Physical Examination (NFPE) 

 

Hi Beth,

 

Thanks for your response and the NFPE workshop overview information you provided. 

Unfortunately this was not my experience when I attended the NFPE training on 27 Sep 2016 in

Columbia, Maryland.  It was provided by Abbott Nutrition and lasted 4 hours with only the

presenter.  As I noted in my email to Donna there was no hands on activities as part of the training

as it was all done by Powerpoint.  Also, there was no information provided about monthly phone

call discussion or any type of follow-up after the training to help with the implementation of this

practice.  I will check the site for locations close to me and consider attending the training again.  

 
 

Respectfully,

 
 

Jen

 

  

On May 16, 2018 at 7:39 PM NFPE <NFPE@eatright.org> wrote:  

 

Hi Jennifer,

 
 

Thank you for your inquiry and comments. 

 
 

I could not agree with you more on the importance of the hands-on NFPE training and

implementation with patients. The Academy addresses this need with the NFPE Hands-on

Training Workshop. 

 
 

The Academy developed the NFPE Hands-on Training Workshop with the pilot conducted in

December of 2014 and actively providing the NFPE workshops around the country since 2015. I

have attached the article that provides data on how the NFPE was implemented and the

financial benefits the pilot health system showed. Additional information on the NFPE workshops
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can be found at www.eatrightpro.org/nfpe.

  

But here is an overview of what we provide in the workshop and after that addresses many of the

concerns you mentioned...

 

  

The Academy's NFPE Hands-on Training Workshop is a full day, interactive training that

combines lecture, trainer demonstrations, breakout sessions throughout the day, case study

simulation for each participant with their trainer, and then the unique, vital experience of

performing an NFPE on a patient with their trainer during patient rounds as the NFPE workshops

are held in medical facilities.   

The workshop covers an overview of malnutrition and NFPE; assessment for fat and muscle loss,

micronutrient deficiencies, fluid accumulation (provide edema pads), and functional status

(provide dynamometer); provide case study with trainer demo; review documentation and coding;

patient rounds; NFPE Skills Assessment. 

The ratio is 1 trainer per 6 RDN participants. And the Academy NFPE Trainers are clinically

practicing RDNs, which allows us to provide our own experience examples and relate to the

participants. 

Feedback on the workshop has been very favorable as we really breakdown each portion and

provide multiple breakout sessions to perform/practice the hands-on portion with your trainer by

your side to provide feedback and answer questions. 

The participants receive pre-workshop articles and then post-workshop support with an optional

monthly phone call discussion and access to an online communication system where all

participants are able to communicate and ask questions.  

The online communication system also houses the workshop's peer champion guidelines for the

RDN participants who are interested to go back to their facilities and train their staff RDNs on

NFPE with provided materials and pre-recorded WebEx presentation.  

  

The call and online system help to connect RDNs from around the country and in many different

settings to help each other discuss what has worked - get advice - on communicating with other

disciplines (MDs, administration, etc.).  

  
 

And regarding your question on how many RDNs are performing NFPE, while there are still RDN

that need training, the needle has moved some. An article should be published soon in JAND that

provides the data from our survey sent to RDNs in 2014 and then again in 2017. We keep working

to provide the education and training from undergrad, to graduate, to internships, and beyond. 

 
 

A full list of upcoming NFPE workshops can be found on the NFPE website, but we are always

accepting host site applications to schedule more!
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Please let me know if you have any follow-up questions or if you would like to connect over the

phone. 

 
 

Best Regards,

 

~Beth

 
 
 

Beth Mordarski, RDN, LD

 

NFPE Program Manager

Academy of Nutrition and Dietetics

120 S. Riverside Plaza, Suite 2190 

Chicago, IL  60606 

Phone: (312)899-4707 

Fax: (312)899-5367 

Email: nfpe@eatright.org 

Website: www.eatrightpro.org/NFPE
 

  

  
 
 

From: Lori Granich  

Sent: Monday, May 7, 2018 4:08 PM  

To: NFPE  

Subject: FW: Nutrition-Focused Physical Examination (NFPE) 

 

Can you follow-up?

 

 

Lori Granich, MBA, RDN

 

Director, Lifelong Learning and Engagement

 

Academy of Nutrition and Dietetics

 

120 South Riverside Plaza, Suite 2190
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Chicago, IL 60606-6995

 

312/899-4895

 
lgranich@eatright.org 
www.eatright.org

 

 

 

From: Donna Martin [mailto:DMartin@burke.k12.ga.us]  

Sent: Monday, April 30, 2018 12:44 PM 

 To: JENNIFER LINTON <eatforhealth@comcast.net>; Lori Granich <LGranich@eatright.org> 

 Subject: Re: Nutrition-Focused Physical Examination (NFPE)

 

 

Lori,  Do you mind connecting with Jennifer on the issue of Nutrition Focused Physical

Examination?   Please see her email below as she talks about some concerns she has with what

is going on and not going on with the nutrition focused physical exam.  I think the training we do is

much more advanced than what she received in the past.  Any help you can provide her would be

appreciated.  Thanks!

 

 

Donna S. Martin, EdS, RDN, LD, SNS, FAND

 

Director, School Nutrition Program

 

Burke County Board of Education

 

789 Burke Veterans Parkway

 

Waynesboro, GA  30830

 

work - 706-554-5393

 

fax - 706-554-5655

 

President of the Academy of Nutrition and Dietetics 2017-2018

 

From: JENNIFER LINTON <eatforhealth@comcast.net> 

 Sent: Friday, April 27, 2018 8:35 PM 

 To: Donna Martin 
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 Subject: Nutrition-Focused Physical Examination (NFPE)

 

 

Hi Donna,

 

It was a pleasure meeting you today and having the opportunity to speak with you.  I just wanted

to follow-up with an email about NFPE and it's practice in the hospital setting.  The training I

attended a few years ago was provided by Abbott Nutrition and it was a 4-hour session.  The

training consisted of powerpoint slides with very little hands on experience and the training slides

used were not reflective of the diverse patient population we encounter every day. We are being

trained with very little practical application and what we have learnt is not being used in many

hospitals.  

 

 

The transition from NFPE training to actual practice in the hospital is nonexistent in most cases. 

Patient physical examinations by dietitians is a change in the current hospital culture especially at

local or community hospitals.  The culture in teaching hospitals is unique and an exception as

touching and examining patients by various disciplines is common as part of the teaching

experience.  

 

 

I have worked at three different hospitals since my NFPE training and I have yet to touch a patient.

I was told I could not conduct the NFPE on patients as this needed to be approved by the hospital.

Also, some of my colleagues were not trained on NFPE.   As a preceptor for dietetic interns I was

unable to provide adequate training in this area during their clinical rotation.  We used the NFPE

pocket guide, the review of body systems information provided by the attending physician's notes,

wound care nurse/nursing notes on skin issues along with evaluating parts of the patient's body

we can see without any touching such as the mouth/teeth, lips, clavicle, orbital and hands. There

was no grip strength testing done.

 

 

Education and awareness to the change in the clinical dietitian's patient care practice is needed

for the medical staff as well as patients who are not use to us conducting physical examinations. 

We definitely need a champion in the hospital such as a physician to help us as well as

collaboration with nursing.  Approval could be challenging for dietitians  working for a contract

company versus those who work directly for the hospital.  I have worked in both situations and

was not able to conduct the NFPE on patients because I was told the hospital has to give the

approval.  Unfortunately my clinical nutrition managers had other priorities so no effort was made

to try and push this through which is also part of the problem.  It would be interesting find out just

how many dietitians are actually conducting a full NFPE on patients at their hospitals.  Survey

says...
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So, how do we solve this problem?  Please let me know if you have any questions.  Take care and

have a great weekend!

 

 

Respectfully,

 

 

Jennifer Linton, MS, RDN, LDN
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22. Re: Nutrition-Focused Physical Examination (NFPE)

From: NFPE <NFPE@eatright.org>

To: eatforhealth@comcast.net <eatforhealth@comcast.net>

Cc: DMartin@Burke.k12.ga.us <DMartin@Burke.k12.ga.us>, Lori Granich

<LGranich@eatright.org>

Hidden

recipients:

dmartin@burke.k12.ga.us

Sent Date: May 16, 2018 19:41:11

Subject: Re: Nutrition-Focused Physical Examination (NFPE)

Attachment: image001.png
JAND_11.2017_Mordarski_NFPE Workshop Pilot.pdf

Hi Jennifer,

 
 

Thank you for your inquiry and comments. 

 
 

I could not agree with you more on the importance of the hands-on NFPE training and

implementation with patients. The Academy addresses this need with the NFPE Hands-on

Training Workshop. 

 
 

The Academy developed the NFPE Hands-on Training Workshop with the pilot conducted in

December of 2014 and actively providing the NFPE workshops around the country since 2015. I

have attached the article that provides data on how the NFPE was implemented and the

financial benefits the pilot health system showed. Additional information on the NFPE workshops

can be found at www.eatrightpro.org/nfpe.

  

But here is an overview of what we provide in the workshop and after that addresses many of the

concerns you mentioned...

 

The Academy's NFPE Hands-on Training Workshop is a full day, interactive training that

combines lecture, trainer demonstrations, breakout sessions throughout the day, case study

simulation for each participant with their trainer, and then the unique, vital experience of

performing an NFPE on a patient with their trainer during patient rounds as the NFPE workshops

are held in medical facilities.   

The workshop covers an overview of malnutrition and NFPE; assessment for fat and muscle loss,

micronutrient deficiencies, fluid accumulation (provide edema pads), and functional status

(provide dynamometer); provide case study with trainer demo; review documentation and coding;

patient rounds; NFPE Skills Assessment. 
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Increased Knowledge, Self-Reported Comfort,
and Malnutrition Diagnosis and Reimbursement
as a Result of the Nutrition-Focused Physical
Exam Hands-On Training Workshop


Beth A. Mordarski, RDN, LD; Rosa K. Hand, MS, RDN, LD, FAND; Jodi Wolff, MS, RDN, LD, FAND; Alison L. Steiber, PhD, RDN

T
HE PREVALENCE OF MALNU-
trition is estimated at 30% to
50% of hospitalized adult pa-
tients,1 but only 7% received a


diagnosis of malnutrition in 2013.2


While the diagnosis of malnutrition is
lower than the estimates from preva-
lence studies, this is still double the
3.2% rate of diagnosis from 2010.3


In 2010, this gap in identification
could be attributed to inconsistent
methods for diagnosing malnutrition.
As a result, in 2012, the Academy of
Nutrition and Dietetics (Academy) and
the American Society of Parenteral and
Enteral Nutrition (A.S.P.E.N.) published
a consensus statement outlining six
clinical characteristics to identify and
support a diagnosis of malnutrition in
adults.4,5 Each characteristic (ie, en-
ergy intake, weight loss, subcutaneous
fat loss, muscle loss, fluid accumula-
tion, and reduced functional status as
measured by handgrip strength) has a
threshold for identification of severe or
non-severe (moderate) malnutrition
within the context of three etiologies
(ie, acute disease or injury-related
malnutrition, chronic disease-related
malnutrition, and starvation or social/
environmental-related malnutrition).4-6


Serum proteins are not one of the six
characteristics because of the recogni-
tion that acute-phase proteins (ie, al-
bumin, prealbumin, and transferrin)
are more indicative of inflammatory
status rather than nutrition status.1,4-6


Although a low body mass index is
part of the World Health Organization
criteria for malnutrition,7 body mass

index is not included in the six
malnutrition characteristics, as malnu-
trition can occur at any body mass in-
dex in the US population.4,5 Four of the
malnutrition clinical characteristics—
subcutaneous fat loss, muscle loss, fluid
accumulation, and reduced handgrip
strength—require a nutrition-focused
physical exam (NFPE).
Despite the importance of using NFPE


to identify malnutrition, some regis-
tered dietitian nutritionists (RDNs)
perceive barriers to performing NFPE.
Surveys in the United States have iden-
tified barriers, including inadequate
education and/or training in performing
NFPE skills, concern with time required,
lack of confidence or experience, and
discomfort with touching patients.8,9 A
survey of RDNs from Australia and New
Zealand identified similar barriers and
concluded that group training in sub-
jective global assessment, which in-
cludes NFPE components, may assist in
overcoming these barriers.10


Another barrier some RDNs identify
is a perception that NFPE is not in their
scope of practice.11 However, NFPE is
explicitly mentioned in the scope of
practice for RDNs12 and is part of a
comprehensive nutrition assessment,
as demonstrated by its inclusion as an
assessment domain in the Nutrition
Care Process Terminology.13 Once
malnutrition is identified by the RDN
or other health care professional,
documentation of the supportive evi-
dence, along with the malnutrition
diagnosis using appropriate Interna-
tional Classification of Diseases (ICD)
codes and related nutrition recom-
mendations are critical to ensure that
the diagnosis can follow the patient
across care settings through advances
in informatics,14,15 and that interven-
tion can continue beyond the acute

ª 2

care setting. Use of inappropriate ICD-
10 codes for malnutrition can provoke
scrutiny. A search of the Office of the
Inspector General’s website for the
term malnutrition shows that more
than 100 facilities have come under
investigation from the Centers for
Medicare and Medicaid Services for
their use of codes for kwashiorkor
and marasmus, which are generally
considered diseases of developing
countries16-18 and rarely are appro-
priate to characterize malnutrition
among hospitalized patients in devel-
oped countries.


Along with potentially negative
impacts on patient outcomes, non-
identification or non-documentation
of malnutrition results in loss of reim-
bursement for facilities.19 Through an
interdisciplinary approach, RDNs can
perform a nutrition assessment to
identify malnutrition, which physicians
can review to provide the medical
diagnosis of malnutrition documented
with an ICD-10 code.20 The RDN plays a
critical role in diagnosing patients with
malnutrition so that they can receive a
nutrition intervention and reduce the
risk of poor outcomes associated with
malnutrition.21


However, none of this can occur
without RDNs performing NFPE.
Therefore, the Academy developed
the Nutrition-Focused Physical Exam
Hands-on Training Workshop to in-
crease the number of RDNs with the
skills and confidence to perform NFPE
and utilize the malnutrition clinical
characteristics. This article describes
the NFPE workshop and a pilot test of
its efficacy at increasing RDN confi-
dence, appropriate malnutrition
diagnosis, and the resulting reim-
bursement in a single health care
system.

017 by the Academy of Nutrition and Dietetics.
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FROM THE ACADEMY

WORKSHOP DESCRIPTION


Workshop Development
The workshop materials were devel-
oped by experienced clinical RDNs who
had implemented NFPE in their own
facility, or for research. The workshop
was based on their combined experi-
ence of lecturing and hands-on teach-
ing and was designed to overcome
barriers that they had encountered
previously and that were identified in
the literature.


Workshop Description
The workshop was designed as a 1-day
hands-on workshop that included pre-
and post- assessments, lectures, trainer
demonstrations, small-group hands-on
breakout sessions, and small-group
patient rounds to learn, review, and
practice NFPE skills. Lecture topics
were:


� Malnutrition overview
� NFPE background
� Upper extremities

Novem

B Subcutaneous fat loss
B Muscle wasting
B Micronutrient deficiencies/


toxicities


� Lower extremities

B Subcutaneous fat loss
B Muscle wasting
B Micronutrient deficiencies/


toxicities


� Fluid accumulation
� Functional status
� Case study
� Documentation/coding
� NFPE ongoing support and peer


champion review


Lecture topics were presented by
two of the trainers. The lectures built
on pre-workshop readings and on a
webinar that participants were asked
to complete in advance of the work-
shop to give them a foundation in
malnutrition diagnosis and NFPE.
Workshop participants were encour-
aged to ask questions and have dis-
cussions throughout the day with the
NFPE trainers. During the workshop,
participants were given copies of the
Academy’s NFPE Pocket Guide, the
book Nutrition Focused Physical Assess-
ment: Making Clinical Connections,22


and a script they could use as a guide
while performing NFPE. These mate-
rials were referred to throughout the
lecture and small groups.
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For small-group breakout sessions,
participants were divided into groups
of five participants and one trainer.
Participants performed NFPE on each
other while the small-group trainer
circulated to provide demonstrations,
feedback, and guidance. After prac-
ticing each NFPE skill separately, each
participant performed the NFPE from
head to toe on their trainer in individ-
ual case studies.
Small groups then went on patient


rounds, during which each participant
was able to perform NFPE on actual
hospitalized patients. Trainers
observed and completed an NFPE skills
assessment checklist for each partici-
pant, which was provided to the
participant at the conclusion of the
workshop. The workshop was
approved for 9.5 Continuing Profes-
sional Education (CPE) credits, which
were awarded at the end of the day.
After completion of the workshop, RDN
participants were referred to as peer
champions.

Post-Workshop Resources
Ongoing Support. After the work-
shop, ongoing support was provided by
the Academy through consistent,
scheduled group conference calls and
an online Community of Practice,
which was facilitated by the Academy’s
NFPE program manager. RDNs were
encouraged to join in the scheduled
group calls or post on the Community
of Practice portal for feedback from
their peers and the trainers. Topics
included questions that arose while
performing NFPE; participants’ NFPE
experiences with patients, families,
and/or interdisciplinary staff; and how
to interpret, document, and communi-
cate NFPE findings.


Peer Champion NFPE Training.
After 4 to 6 weeks of practice at their
facility, the peer champions could
begin training RDNs at their home fa-
cility on the NFPE skills by following
detailed peer champion guidelines and
using resources provided by the Acad-
emy. Some of the resources included a
recording of a condensed version of the
lecture from the hands-on workshop
that was to be viewed by facility RDNs,
and an NFPE skills assessment checklist
for the peer champions to use during
practice and rounds. There was some
flexibility in the schedule of the
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NFPE training conducted by the peer
champion, but it was to be completed
within 1 year from the workshop date.


Pilot Study Implementation
Site and Trainers. One health system
that spans four states in the central
United States agreed to host the pilot
workshop. Four trainers identified by
the Academy led the pilot workshop.
All four trainers were RDNs with at
least 2 years of NFPE experience and
current clinical practice experience,
along with presentation and teaching
experience. The pilot workshop was
conducted in December 2014.


PILOT EVALUATION
DESCRIPTION
The evaluation was based on several
sources of data, which are described
below. The evaluation sought to deter-
mine the impact of the in-person,
hands-on workshop and the peer
champion training model on RDN
comfort with and knowledge of NFPE
skills, as well as the impact on the
health care system through increased
diagnosis and reimbursement.


NFPE Workshop Assessments
At the beginning and end of the
workshop, RDNs completed a hand-
written, multiple-choice assessment
evaluating their knowledge of NFPE
skills and their comfort with NFPE. The
authors evaluated the mean and stan-
dard deviation of the pre- and post-
assessment scores and comfort scores
(on a 5-point Likert scale) through
paired t tests. In addition, participants
completed a workshop evaluation form
that included space for written com-
ments, which were collated and
themes identified.


Electronic Surveys
The RDN participants were asked to
complete an online survey at four time
points: pre-workshop, and 3, 6, and 12
months post-workshop. The survey
obtained demographic and clinical
practice data regarding use of NFPE and
malnutrition diagnosis, as well as bar-
riers to NFPE. The percentage of each
response for barriers was compared
across time points using c2 tests with
Bonferroni post hoc tests. Mean Likert
scale scores for comfort, knowledge,
and importance of NFPE in malnutri-
tion diagnosis were compared using
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repeated measures analysis of variance.
Some of the initial participants did not
complete all four surveys due to
employment changes during the
12-month follow-up period; for c2


tests we included all available data, for
repeated measures we only used those
participants who completed all four
surveys. All statistics were performed
using SPSS, version 20.0,23 with P<0.05
considered statistically significant.
The data were gathered for the


improvement of workshops, but Insti-
tutional Review Board approval was
obtained retroactively from the Amer-
ican Academy of Family Physicians for
their use in research.


Training, Coding, and Billing Data
As a part of participating in the pilot
study, the health system agreed to
provide specific data for their 27 facil-
ities from the 12 months before and
after the workshop took place. Data
requested were:


� Number of RDNs trained in and
performing NFPE;


� Number of patients diagnosed
with malnutrition-related ICD-9/
10 codes; and


� Reimbursement in dollars as a
result of the malnutrition codes,
specifying major comorbidity or
complication and comorbidity or
complication.


The Academy provided a spreadsheet
in which to document the data and
return. The data from the 12 months
before the workshop was requested
when the workshop was conducted.
The Academy divided the number of
diagnoses and the reimbursement
amounts in the year after the training
by those in the year before the training
to determine the increase or decrease
as a percent of baseline. The year after
the workshop included the US transi-
tion from ICD-9 to ICD-10; therefore,
both sets of codes were included in the
spreadsheet and here.


EVALUATION FINDINGS


Participants
Twenty RDNs, chosen by their super-
visors, from 11 acute care facilities in
the system attended the workshop in a
central location. Fifteen RDNs practiced
in a community hospital and 5 prac-
ticed in a teaching hospital; the median
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number of beds in a facility was 251
(range¼25 to 1,000). Eleven RDNs had
some responsibility for adult critical
care patients. RDNs who participated in
the workshop had practiced for a
mean�standard deviation of 16.3�11.7
years (range¼0 to 37 years) and seven
had graduate degrees, two were Certi-
fied Nutrition Support Clinicians, and
four were Certified Diabetes Educators.


NFPE Workshop Assessments
In the pre-/post-assessments conduct-
ed on the day of the workshop, RDN
knowledge increased from a mean
score of 54%�13% to a mean score of
71%�13% (P<0.001). RDN comfort with
NFPE increased from a mean score of
2.35�0.88 to 3.0�0.65 on a 5-point
Likert scale (P¼0.008).
Write-in comments on the post-


workshop evaluations indicated that
RDNs valued the in-person, hands-on
experience they received during the
workshop including practicing the NFPE
skills on each other, performing
NFPE on their trainer, and performing
NFPE on actual patients. Other com-
ments described increased comfort and
confidence in performing NFPE skills
and the positive impact having an
experienced NFPE trainer available for
feedback and guidance.


Electronic Surveys
According to the pre-workshop survey,
18 of the 20 RDN participants had not
performed NFPE before the workshop;
by the 3-month survey, 95% of re-
spondents were conducting NFPE in
their practice. In the pre-workshop
survey, 14 RDNs reported making a
malnutrition diagnosis based on the
malnutrition clinical characteristics; by
the 3-month post survey 100% of re-
spondents reported documenting
malnutrition diagnosis based on the
malnutrition clinical characteristics.
Attendance at the workshop


decreased barriers to performing NFPE
according to online survey results
(Table 1). In particular, inadequate
training/education decreased from 85%
to 12.5% by 12 months after the
workshop (P¼0.001), although all of
the statistical change in this measure
occurred by the first 3 months after
the workshop. Barriers continued
to decrease and knowledge/comfort
continued to increase until 6 months
after the workshop, where they
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appeared to plateau. Patient refusal
was a barrier that increased at 3
months post-workshop, but then
decreased at month 6. While addi-
tional time as a barrier appeared to
decrease at month 6, it was not a sta-
tistically significant decline. By month
6, RDNs knowledge of the NFPE and
their views on its importance in diag-
nosing malnutrition had increased
significantly.


When examining comfort and
knowledge of NFPE over time using the
Likert scale as a continuous variable,
there were statistically significant
changes over time (Table 2), all indi-
cating improved knowledge, comfort,
and perceived importancewith/of NFPE.

Training, Coding, and Billing Data
In the year after NFPE Hands-on
Training Workshop, the original 20
participants/peer champions trained
66 additional RDNs across 18 medical
centers in the health system, which
represents 330% of the baseline num-
ber of RDNs trained.


Across the health system, use of
inappropriate ICD codes for malnutri-
tion decreased, and appropriate ICD
code use increased in the year after the
training compared to the year before
(Table 3). Specifically, use of the
inappropriate code for nutritional
marasmus in the year after the training
was 34.2% of what it had been in the
year before. The largest increase was
seen in the use of malnutrition of a
moderate degree, which was 12,000%
of what it had been in the year before
the training. As a result, decreases were
seen in diagnoses with the ICD terms of
malnutrition of a mild degree and
sequelae protein calorie malnutrition.


Reimbursement as a result of
malnutrition coding also increased
drastically (Table 3). After the training,
reimbursement for malnutrition as a
major comorbidity or complication was
292.3% higher than the baseline year,
while it was 171.6% of the baseline year
for malnutrition as a comorbidity or
complication. Together this represents
an increase of $57.2 million in reim-
bursement for the health system dur-
ing the 1-year period.

PRACTICE IMPLICATIONS
This evaluation showed that an in-
person, hands-on NFPE workshop
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Table 1. Barriers and knowledge/comfort with the nutrition-focused physical exam as reported on an online survey before and
after the Nutrition-Focused Physical Exam Hands-On Training Workshop


Barrier
Pre
(n[20)


3 mo
post
(n[19)


6 mo
post
(n[18)


12 mo
post
(n[16)


P value for
omnibus
c2 test


 �����������������
n (%)


�����������������!
Inadequate training/education 17 (85)y 2 (10.5)z 2 (11.1)z 2 (12.5)z <0.001


Not comfortable with touching patients 6 (30) 4 (21.1) 3 (15.8) 3 (18.8) 0.731


Nurses question what RDNa is doing 1 (5) 1 (5.3) 1 (5.6) 1 (6.2) 0.999


Physicians question what RDN is doing 0 0 1 (5.3) 1 (6.2) 0.508


Not expected/required by nutrition department 8 (40)y 0z 2 (10.5)yz 0z 0.001


Not permitted at facility 0 0 0 0


I do not feel it is within the scope of practice
for an RDN to perform NFPEb


1 (5) 0 1 (5.3) 0 0.605


Patient refuses 0y 2 (10.5)yz 6 (31.6)z 4 (25)yz 0.036


Additional time 10 (50) 13 (68.4) 8 (42.1) 7 (43.8) 0.355


I do not encounter barriers 0y 2 (10.5)yz 6 (31.6)z 6 (37.5)z 0.011


Other 3 (15) 5 (26.3) 3 (15.8) 5 (31.2) 0.568


Knowledge/comfort


Strongly agree with the statement “Performing NFPE on a
patient is important for diagnosing malnutrition”


6 (30)y 10 (52.6)yz 15 (78.9)z 12 (75)z 0.086


Strongly agree with the statement “I am knowledgeable
about NFPE”


1 (5.0)y 2 (10.5)yz 9 (47.4)z 8 (50)z <0.001


Strongly agree with the statement “I am comfortable
performing NFPE”c


4 (20)y 2 (10.5)y 9 (47.4)y 7 (43.8)y 0.001


aRDN¼registered dietitian nutritionist.
bNFPE¼nutrition-focused physical exam.
cIn the baseline survey this had the modified wording “I am comfortable with performing (or with the idea of performing) NFPE.” The strong agreement rate for this choice did not change;
rather, the omnibus significance is due to statistical differences at other levels of agreement across time.
yzBold indicates statistical significance by omnibus c2 test, those that are not connected by matching superscript letters are significant by Bonferroni post hoc tests at the P<0.05 level.
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with follow-up support successfully
equips RDNs to perform NFPE and uti-
lize the Academy/A.S.P.E.N. malnutri-
tion clinical characteristics to identify

Table 2. Knowledge/comfort with nutrition
Nutrition-Focused Physical Exam Hands-On


Likert scale scores for the following state


“Performing NFPEc on a patient is importa
diagnosing malnutrition”


“I am knowledgeable about NFPE”


“I am comfortable performing NFPE”d


aNumber for all time points is 15 as repeated measures analysis
analysis of variance.
bSD¼standard deviation.
cNFPE¼nutrition-focused physical exam.
dIn the baseline survey this had the modified wording “I am
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and assess patients with malnutrition.
This should lead to patient level bene-
fits through intervention for identified
malnutrition and facility-level benefits

-focused physical exam as reported on an o
Training Workshopa


ments Pre 3 mo post 6 m


 ������������������
mean�SDb


nt for 3.93�1.03 4.33�1.11 4.80


2.67�0.98 3.8�0.94 4.4


3.0�1.13 3.87�0.92 4.33


of variance requires complete data. Bold indicates statistical signifi


comfortable with performing (or with the idea of performing) NF
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through increased appropriate coding
and resulting reimbursement.


If malnutrition goes unidentified, it
can lead not only to complications for

nline survey before and after the


o post 12 mo post P value


������������������!
�0.41 4.60�0.82 0.049


�0.74 4.47�0.64 <0.001


�0.82 4.33�0.82 0.002


cance by Greenhouse-Geisser test for repeated measures


PE.”
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Table 3. Application of International Classification of Diseases (ICD)-9/10 codes for malnutrition and their resulting
reimbursement within one health system for the 12 months before and after the provision of an Nutrition-Focused Physical
Exam Hands-On Training Workshop


Variable
12 mo before
workshop


12 mo after
workshop


% of
baseline


ICD-9/ICD-10 codes  ���������������
n
���������������!


Not recommended codes


260/E40 Kwashiorkor 2 0 0


261/E41 Nutritional marasmus 187 64 34.2


Recommended adult codes


262/E43 Other/unspecified severe protein-calorie malnutrition 1,146 3,738 326.2


263 Malnutrition of moderate degree/E44.0 moderate
protein-calorie malnutrition


23 2,760 12,000


Additional malnutrition-related codes


263.1 Malnutrition of mild degree/E44.1 mild
protein-calorie malnutrition


426 351 82.4


263.8/E46 Other/unspecified protein-calorie malnutrition 29 187 644.8


263.9/E64.0 Unspecified/sequelae protein-calorie malnutrition 1,554 744 47.9


Reimbursement  ���������������
$
���������������!


Major comorbid condition 153,339 448,223 292.3


Comorbid condition 79,397,559 136,265,632 171.6
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patients, but also harm facilities
through unrecognized patient acuity,
which can affect future levels of reim-
bursement from payers.24 The impact
of malnutrition in the hospitalized
setting is demonstrated in the 2013
Healthcare Cost and Utilization Project
data showing that hospitalized pa-
tients with malnutrition have at least a
50% higher 30-day readmission rate
compared with patients without
malnutrition during their hospital
stay.2 The benefit of nutrition inter-
vention for patients identified as
malnourished has been demonstrated
in many trials (ie, decreased length of
hospital stay, decreased readmission
rates, decreased cost of care, reduced
complication rates, and, in some
studies, reduced mortality).21,25-31 Oral
nutrition supplements as a nutrition
intervention have shown positive out-
comes. Two studies utilizing oral
nutrition supplements in hospitalized
patients (either general adult in-
patients or Medicare inpatients),
demonstrated 21% (or 2.3-day) and 16%
decrease length of stay, 21.6% and 15.8%
decrease in episode costs, and 6.7% and
8.4% probable decrease in 30-day

1826 JOURNAL OF THE ACADEMY OF NUTRI

readmission, respectively.20,24 There-
fore, RDNs can have an impact by
appropriately identifying malnutrition
in patients and working with the
medical team to ensure implementa-
tion of a nutrition plan of care.
Although data from this project


show the reimbursement increases at a
health system level, other authors have
illustrated similar increases on an in-
dividual patient level.32 An example
developed by the coding and docu-
mentation department at a large aca-
demic medical facility illustrates the
effect on reimbursement with the
addition of malnutrition as a secondary
diagnosis. An admission for a patient
with a primary diagnosis of idiopathic
spinal stenosis post-surgical fusion
without malnutrition would receive
reimbursement of $44,766. If a sec-
ondary diagnosis of severe protein-
calorie malnutrition is identified in
the same patient, the facility would
receive $76,399, or 170% of baseline,
due to higher severity of illness and
risk of mortality.32 The severity of
illness and risk of mortality impacts
the medical facility’s case-mix index,
which will be used to calculate the

TION AND DIETETICS

medical facility’s future level of reim-
bursement. To achieve this reimburse-
ment rate and accurately reflect the
acuity of the hospital’s patient popu-
lation, RDNs must work with the
medical team to ensure that a nutrition
diagnosis is translated into an ICD code
for malnutrition.20


The online surveys show that
knowledge and comfort continued to
increase 6 months after the workshop.
While we are not able to attribute this
specifically to the ongoing support
(Community of Practice), this is a
unique aspect of the program that
seems likely to be related to this
expansion of skills. These data may
suggest that RDN peer champions
should be advised to wait 6 months
before training other facility RDNs,
although it is possible that the teaching
experience also enhances their own
learning. We were unable to measure
the skills of RDNs trained by the peer
champions, although peer champions
did observe the RDNs and complete an
NFPE skills assessment. We also did not
measure inter-rater reliability of RDN
peer champion’s or facility RDN’s
malnutrition assessments, which is an
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important concept for future study of
the Academy/A.S.P.E.N. clinical charac-
teristics, as well as this NFPE training.
This pilot study is limited in that it


was within a single health care system
that had committed to increasing
malnutrition diagnosis as a result of
the Academy/A.S.P.E.N. consensus pa-
per. This commitment provided insti-
tutional support for changes in
practice, which are reflected in the
survey results showing the decrease in
“not required by the nutrition depart-
ment” as a barrier. It is unclear how
much this institutional support influ-
enced the success of the pilot. RDNs
who attend workshops on their own
without institutional support for
change when they return (ie, plan for
discussions with coders and physi-
cians) may be less successful.

Next Steps
As a result of this pilot test, modifica-
tions were made to the workshop
program related to the order of the
lecture topics and adding additional
information based on questions
received particularly related to malnu-
trition documentation and coding.
Feedback obtained during the pilot was
incorporated into updates of the NFPE
Pocket Guide, an Academy publication
used to provide RDNs with reference
tools for conducting and documenting
NFPE in their practice. The pre- and
post- assessment questions were
adjusted. The number of CPE credits for
attending the in-person workshop and
becoming a peer champion was
increased from 9.5 to 10, with an in-
crease in length of the workshop day to
allow for additional time for the indi-
vidual case studies and patient rounds,
and changes were made so that those
RDNs who were trained by peer
champions were eligible for 8 CPE
credits. In addition, the feedback from
the pilot RDNs indicated that it would
be beneficial to maintain the small
breakout groups, but adjust the num-
ber of participants to an even number
to aid in the hands-on practice.
Accordingly, the trainer to participant
ratio was adjusted from one to five to
one to six. A Pediatric NFPE Hands-On
Training Workshop was also devel-
oped following the same structure,
but teaching the Academy/A.S.P.E.N.
consensus statement for the diagnosis
of pediatric malnutrition.33,34
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Between May 2015 and March 2017,
626 participants attended the work-
shop at 32 sites. Some workshops have
included dietetics interns. If the rates
of peer champion implementation
from the pilot hold true, then more
than 2,000 RDNs have been trained by
peer champions as a result of this
second-level dissemination. However,
thousands more RDNs still require
training.
Medical facilities that want to help


close the gap between the number of
RDNs with NFPE skills and those yet to
be trained are able to host an NFPE
workshop. Training sites are able to
host either an open or a closed work-
shop. An open workshop allows RDNs
from any region to register and fees are
paid by individual participants, while a
closed NFPE workshop is filled with
RDNs that the host site identifies and
funds (usually from a single facility or
system). The Academy has a pool of 24
NFPE trainers from across the country
who are able to lead the workshops.
The generalizability of our evaluation


data may be limited by the fact that
training participants came from a sin-
gle health system and data were self-
reported. However, workshops offered
since the pilot continue to use the
workshop day pre-/post-assessment
and show similar trends in increased
knowledge and comfort to those
shown in the pilot, so we would
anticipate similar trends in diagnosis/
reimbursement. The workshop evalua-
tions also continue to provide similar
feedback regarding the value of the
hands-on components of the work-
shop, especially, putting it all together
with the trainer case studies and pa-
tient rounds. Even in an age of webi-
nars and other online learning
methods, in-person trainings that
allow practice and group interaction
are important. This lesson, along with
the importance of ongoing support af-
ter an initial training, can be applied to
other workshops teaching skills to
adult learners.
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•

The ratio is 1 trainer per 6 RDN participants. And the Academy NFPE Trainers are clinically

practicing RDNs, which allows us to provide our own experience examples and relate to the

participants. 

Feedback on the workshop has been very favorable as we really breakdown each portion and

provide multiple breakout sessions to perform/practice the hands-on portion with your trainer by

your side to provide feedback and answer questions. 

The participants receive pre-workshop articles and then post-workshop support with an optional

monthly phone call discussion and access to an online communication system where all

participants are able to communicate and ask questions.  

The online communication system also houses the workshop's peer champion guidelines for the

RDN participants who are interested to go back to their facilities and train their staff RDNs on

NFPE with provided materials and pre-recorded WebEx presentation.  

  

The call and online system help to connect RDNs from around the country and in many different

settings to help each other discuss what has worked - get advice - on communicating with other

disciplines (MDs, administration, etc.).  
 

And regarding your question on how many RDNs are performing NFPE, while there are still RDN

that need training, the needle has moved some. An article should be published soon in JAND that

provides the data from our survey sent to RDNs in 2014 and then again in 2017. We keep working

to provide the education and training from undergrad, to graduate, to internships, and beyond. 

 
 

A full list of upcoming NFPE workshops can be found on the NFPE website, but we are always

accepting host site applications to schedule more!

 
 

Please let me know if you have any follow-up questions or if you would like to connect over the

phone. 

 
 

Best Regards,

 

~Beth

 
 
 

Beth Mordarski, RDN, LD

 

NFPE Program Manager

Academy of Nutrition and Dietetics

120 S. Riverside Plaza, Suite 2190 
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Chicago, IL  60606 

Phone: (312)899-4707 

Fax: (312)899-5367 

Email: nfpe@eatright.org 

Website: www.eatrightpro.org/NFPE
 
 
 

From: Lori Granich  

Sent: Monday, May 7, 2018 4:08 PM  

To: NFPE  

Subject: FW: Nutrition-Focused Physical Examination (NFPE) 

 

Can you follow-up?

 

 

Lori Granich, MBA, RDN

 

Director, Lifelong Learning and Engagement

 

Academy of Nutrition and Dietetics

 

120 South Riverside Plaza, Suite 2190

 

Chicago, IL 60606-6995

 

312/899-4895

 
lgranich@eatright.org 
www.eatright.org

 

 

 

From: Donna Martin [mailto:DMartin@burke.k12.ga.us]  

Sent: Monday, April 30, 2018 12:44 PM 

 To: JENNIFER LINTON <eatforhealth@comcast.net>; Lori Granich <LGranich@eatright.org> 

 Subject: Re: Nutrition-Focused Physical Examination (NFPE)

 

 

Lori,  Do you mind connecting with Jennifer on the issue of Nutrition Focused Physical

Examination?   Please see her email below as she talks about some concerns she has with what

is going on and not going on with the nutrition focused physical exam.  I think the training we do is

much more advanced than what she received in the past.  Any help you can provide her would be
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appreciated.  Thanks!

 

 

Donna S. Martin, EdS, RDN, LD, SNS, FAND

 

Director, School Nutrition Program

 

Burke County Board of Education

 

789 Burke Veterans Parkway

 

Waynesboro, GA  30830

 

work - 706-554-5393

 

fax - 706-554-5655

 

President of the Academy of Nutrition and Dietetics 2017-2018

 

From: JENNIFER LINTON <eatforhealth@comcast.net> 

 Sent: Friday, April 27, 2018 8:35 PM 

 To: Donna Martin 

 Subject: Nutrition-Focused Physical Examination (NFPE) 

 

Hi Donna,

 

It was a pleasure meeting you today and having the opportunity to speak with you.  I just wanted

to follow-up with an email about NFPE and it's practice in the hospital setting.  The training I

attended a few years ago was provided by Abbott Nutrition and it was a 4-hour session.  The

training consisted of powerpoint slides with very little hands on experience and the training slides

used were not reflective of the diverse patient population we encounter every day. We are being

trained with very little practical application and what we have learnt is not being used in many

hospitals.  

 

 

The transition from NFPE training to actual practice in the hospital is nonexistent in most cases. 

Patient physical examinations by dietitians is a change in the current hospital culture especially at

local or community hospitals.  The culture in teaching hospitals is unique and an exception as

touching and examining patients by various disciplines is common as part of the teaching

experience.  
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I have worked at three different hospitals since my NFPE training and I have yet to touch a patient.

I was told I could not conduct the NFPE on patients as this needed to be approved by the hospital.

Also, some of my colleagues were not trained on NFPE.   As a preceptor for dietetic interns I was

unable to provide adequate training in this area during their clinical rotation.  We used the NFPE

pocket guide, the review of body systems information provided by the attending physician's notes,

wound care nurse/nursing notes on skin issues along with evaluating parts of the patient's body

we can see without any touching such as the mouth/teeth, lips, clavicle, orbital and hands. There

was no grip strength testing done.

 

 

Education and awareness to the change in the clinical dietitian's patient care practice is needed

for the medical staff as well as patients who are not use to us conducting physical examinations. 

We definitely need a champion in the hospital such as a physician to help us as well as

collaboration with nursing.  Approval could be challenging for dietitians  working for a contract

company versus those who work directly for the hospital.  I have worked in both situations and

was not able to conduct the NFPE on patients because I was told the hospital has to give the

approval.  Unfortunately my clinical nutrition managers had other priorities so no effort was made

to try and push this through which is also part of the problem.  It would be interesting find out just

how many dietitians are actually conducting a full NFPE on patients at their hospitals.  Survey

says...

 

 

So, how do we solve this problem?  Please let me know if you have any questions.  Take care and

have a great weekend!

 

 

Respectfully,

 

 

Jennifer Linton, MS, RDN, LDN
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23. Re: Your Flight Receipt - DONNA S MARTIN 21MAY18

From: Donna Martin <DMartin@burke.k12.ga.us>

To: New York State Academy of Nutrition and Dietetics <NYSAND@caphill.com>

Sent Date: May 08, 2018 10:26:00

Subject: Re: Your Flight Receipt - DONNA S MARTIN 21MAY18
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Victoria,  Attached is my presentation for the NYSAND meeting.  I will bring it on a jump drive

also.  Thanks! 

 
 

Donna S. Martin, EdS, RDN, LD, SNS, FAND

 

Director, School Nutrition Program

 

Burke County Board of Education

 

789 Burke Veterans Parkway

 

Waynesboro, GA  30830

 

work - 706-554-5393

 

fax - 706-554-5655

 

President of the Academy of Nutrition and Dietetics 2017-2018

 

From: New York State Academy of Nutrition and Dietetics <NYSAND@caphill.com>  

Sent: Monday, May 7, 2018 3:20 PM  

To: Donna Martin  

Subject: RE: Your Flight Receipt - DONNA S MARTIN 21MAY18 
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New York

Academy of Nutrition and Dietetics

2018 Update



Donna S. Martin, EdS, RDN, LD, SNS, FAND

President of the Academy of Nutrition and Dietetics 2017-2018











Thank you Candi Possinger (Chari AME), Juie Raway (President) for inviting me to come to New York.  

Pleasure and a privilege for me to be here today. 

An incredible, inspiring time to be an Academy member, and to be a food and nutrition professional. 

Happy to have the chance to talk with you today about our Academy and our profession.





A world where all people thrive through the transformative power of food and nutrition

Academy’s Vision







www.eatrightPRO.org/StrategicPlan











Since 1917, the Academy has been working throughout food and health systems to improve the nation’s health. We have continued to evolve, becoming more global and complex.

These challenges also create unprecedented opportunities for innovation and collaboration.

We are broadening our scope into new and different practice areas, and promoting shifts in our roles and responsibilities.

Our new vision will elevate the profession and expand our reach, and do more to improve health around the world.

“A world where all people thrive through the transformative power of food and nutrition.”

World — reflects that we are striving for a global impact

All people — acknowledges a broad reach and impact on humanity

Thrive — a positive verb that’s synonymous with flourish, prosper, advance and succeed

Transformative power —shows that we are capable of causing change

Food and nutrition — the vehicles by which change occurs





Accelerate improvements in global health and well-being through food and nutrition







Academy’s Mission

www.eatrightPRO.org/StrategicPlan











And our new Mission for our organization:

“Accelerate improvements in global health and well-being through food and nutrition.”

Accelerate improvements in health reflects that we will enable faster or greater progress in being free from ailment 

Global acknowledges that the Academy has a role in influencing change throughout the world

Food and nutrition identifies the mechanism by which health is improved and the particular area of expertise we contribute





MQii: Developed with Avalere, with support from Abbott

With ASPEN, letter to payers: Don’t use low BMI as the only diagnostic criteria

National Blueprint: Achieving Quality Malnutrition Care for Older Adults

Focus on Malnutrition

mqii.defeatmalnutrition.today/mqii-toolkit.html















A major underpinning across the strategic plan’s focus areas is to have a global impact on eliminating all forms for malnutrition.

The Academy is involved in a several important initiatives designed to help us face challenges and seize opportunities, now and in coming years to have a global impact in eliminating all forms of malnutrition.

One of our most important activities is the Malnutrition Quality Improvement Initiative, or M-Q-i-i. 

With support from Abbott, we are partnering with Avalere Health, a research and advisory firm, to develop four electronic clinical quality measures, or eCQMs, focused on malnutrition, plus a Quality Improvement Toolkit, to help RDNs working in the in-patient care setting.

If you are interested in learning more about MQii for your facility, download the toolkit from the address on the bottom-right side of the screen.

The four measures we developed are under review by the National Quality Forum, where we anticipate an endorsement, and the Centers for Medicare and Medicaid Services, where we seek acceptance into the federal Hospital Inpatient Quality Reporting Program. 

This would be a major milestone and achievement for RDNs across the nation. So please share information about our malnutrition initiative with your fellow members and practitioners. 

Recently the Academy and ASPEN wrote to payers recommending that they not use low BMI as the only diagnostic criteria for identifying malnutrition in hospitalized patients. 

The Academy is a member of the Defeat Malnutrition Today coalition who crafted with Avalere Health the “National Blueprint: Achieving Quality Malnutrition Care for Older Adults.”



NFPE Hands-On Training Workshop

www.eatrightPRO.org/nfpe











Research shows that nutrition intervention of a patient with, or at risk for, malnutrition can 

decrease length of hospital stay, 

falls, 

pressure ulcers,

 infections, 

complications, 

re-admissions, 

and overall health care costs. 

Registered dietitian nutritionists can perform a nutrition focused physical exam to more accurately provide individuals with a nutrition diagnosis of malnutrition. 

While the NFPE is only one component of the nutrition assessment, it can provide necessary supportive data.

The Academy conducts interactive, hands-on workshops across the country with the focus on the adult or pediatric population. The workshop provides the RDN with the skills to perform an NFPE, empowering the RDN to accurately identify and provide a nutrition diagnosis of malnutrition for patients..

Subjects include:

Malnutrition characteristics and documentation 

Assessment for muscle wasting, fat loss, micronutrient deficiencies/toxicities, fluid accumulation/edema, functional status/hand grip strength… and … . 

In-depth discussion on Coding for Malnutrition and case studies.





1:6 Trainer to participant ratio for hands-on experience





Demonstrate NFPE skills with real patients during patient rounds





Ongoing support from Academy trainers





Peer Champion Resources to train colleagues at your facility















www.eatrightfoundation.org/get-involved/simulation

School Foodservice Equipment Modernization

Visited school cafeterias in Fargo, N.D.; Erie, Pa.; San Luis Obispo, Calif.; Burke County, Ga.; Glendale Heights, Ill.; and Syracuse, N.Y., and met with school staff regarding outdated equipment

Held Congressional briefing in Washington D.C., to address need for improving school nutrition program equipment and infrastructure

Requested reauthorization and full funding of school food modernization equipment











Academy leaders recently visited school cafeterias in North Dakota, Pennsylvania, California, Georgia, Illinois and New York state, to meet with school staff about how outdated equipment is hurting their ability to provide school meals. 

The Academy then hosted a briefing, for congressional staff and the public, to highlight needs in school kitchens.

Old kitchen equipment hinders schools’ ability to adapt to the preferences and dietary needs of today’s students. More than 30 million children participate in school meals, and for schools to have the ability to feed these children, they require optimally functioning kitchen equipment.

Support for this initiative was provided by Pew Charitable Trusts and its Kids' Safe and Healthful Food Project, which advocates for school foodservice modernization.

How does this benefit all members – including those of us who work in school foodservice – and how does advance the Academy’s strategic plan? Because changing – and improving – the health of children has a ripple effect across all areas of foodservice, and throughout people’s entire lifespan.

School is just the beginning, and modernized equipment to feed kids well in schools gives them a running start on health for life.



(OPTION TO GIVE MORE DETAIL. OTHERWISE GO TO NEXT SLIDE)



Since 2009, the United States Department of Agriculture has provided $160 million in kitchen equipment funding to states and schools who abide by the National School Lunch Program guidelines for promoting nutritious meals with whole grains, fruits, vegetables, lean protein and low-fat dairy. The USDA has provided grants for school food modernization equipment, which is under consideration for reauthorization by the U.S. Congress. 

The Academy supports reauthorization and full funding of this program to meet the following needs:

95 percent of schools in the U.S. are serving healthy lunches, but most could be more efficient and spend less money if they had updated equipment and infrastructure.

88 percent of school districts need at least one piece of kitchen equipment … and …

55 percent of schools need kitchen infrastructure changes, such as electrical upgrades.





















To help us transform dietetics and health in the 21st century, the Academy offers the tools and resources we will all need. 

These resources, like our profession, are based on scientific research and an evidence-based approach to practice.

Take a close look at your Academy membership savings, including access to 54 CPEU opportunities annually in the Journal – all included in your membership.

In fact, a one-year subscription to the Journal is $400 – more than the price of one year of membership.

And that doesn’t include free CPE in Food & Nutrition Magazine or discounted CPE at FNCE, in-person or online, as well as discounted CPE through the Academy’s various Online Certificate of Training programs. 

In fact, Academy membership offers you more than $3,000 in savings and benefits you can’t get anywhere else. 
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Active Member dues: $0.75/day – much less than you probably spend on coffee!















The list of career-enhancing benefits of Academy membership numbers in the dozens. 

Free and member-discounted CPE opportunities.

Advocacy for the profession at the local and federal level

Code of Ethics for the profession.

Subscriptions to the Journal and to Food & Nutrition Magazine.

Salary and compensation data for the dietetics profession.

National awards to recognize those who have made major contributions to the field.

Networking through DPGs, MIGs and Affiliates as well as online listservs.

Member discounts on professional liability insurance.

Over 30 online certificates of training….and…

Quality management and reimbursement tools and knowledge.

Build your career with the Academy and make the food, nutrition and dietetics profession stronger! 

Find more information on all the Academy has to offer at eatrightPRO.org/memberbenefits. 





www.eatrightPRO.org/resources/news-center



Academy Encourages President…

“See an RDN”











The Academy is making sure we seize every opportunity to promote our members – up to the highest levels. 

Following the results of President Trump’s recent physical examination, Academy President Donna Martin wrote to the president and the White House physician, encouraging President Trump to consult with a registered dietitian nutritionist. 

In reporting on the results of your recent medical exam, Dr. Ronny Jackson noted that he planned to consult a nutritionist as part of your ongoing health care plan. As the 2017-2018 President of the Academy of Nutrition and Dietetics, the world’s largest organization of food and nutrition professionals, I strongly encourage Dr. Jackson to seek the unequalled services of a registered dietitian nutritionist (RDN). 

Through our education and training, RDNs specialize in translating nutrition science into practical advice. It is no understatement to say we help change people’s lives for the better – especially a person with a life as complex as yours, and a job as stressful as that of President of the United States. 

Congress and federal health agencies like the Centers for Medicare and Medicaid Services have recognized that RDNs’ expertise in nutrition and health is more extensive than any other health profession. I am certain that Dr. Jackson is aware of the role RDNs play in the health of those who serve in our government and military.

Many highly qualified RDNs work in health care positions in the federal government, and any would be honored to work with Dr. Jackson and you to optimize your nutritional health. It would be my pleasure to collaborate with Dr. Jackson to arrange for an RDN to meet with him, and his team, to discuss how an RDN – and the Academy of Nutrition and Dietetics as a whole – could be of service to you.

Thank you very much for your time and attention, and I wish you the best of health!

I urge you to read the full letter on the Academy’s website. 





March Is National Nutrition Month

www.eatrightPRO.org/NNM		www.furtherwithfood.org







Registered Dietitian Nutritionist Day: March 14











This year’s National Nutrition Month theme Go Further with Food addresses food loss and waste.

Academy is a proud founding member of the Further with Food: The Center for Food Loss and Waste Solutions virtual resource center, along with the groups you see on this slide. Some of the organizations part of this coalition have committed to promoting food loss and waste solutions during National Nutrition Month.

Further With Food serves as the nation’s public meeting place to exchange information about achievements, challenges and opportunities for reducing food loss and waste. 

Visit furtherwithfood.org for solutions, innovative approaches and resources to reducing food loss and waste.

Don’t forget: RDN Day takes place during National Nutrition Month … it is being celebrated on March 14 this year!




Practice, Experience, Diabetes, pediatRic, Online

First pilot in a series of online education simulation programs for practitioners and interns

3-D hospital and conversation simulator

Complete steps of Nutrition Care process for inpatient and follow-up outpatient visits





www.eatrightfoundation.org/get-involved/simulation

PEDRO: Online Simulation Prototype











Big Data is the way of future, and Artificial Intelligence and Machine Learning Applications in Sensory Evaluation can help turn that data into useful information and applications related to consumer behavior, product development, and more. 

We are investing in technology of our own to and address the needs of students and preceptors. 

The Academy recently announced the launch of the first pilot in a series of Online Education Simulation Programs developed by the Academy to assist practitioners and interns. 

PEDRO – which stands for Practice, Experience, Diabetes, pediatRic, Online – is a pilot simulation that consists of a 3D hospital and conversation simulator that users will be able to access online.

In the simulation, users will meet Pedro, a 13 year-old boy, and his family as they learn of his diagnosis of Type 2 Diabetes and will complete the four steps of the Nutrition Care Process for an inpatient and follow-up outpatient visits with Pedro, contribute in an inter-professional team meeting, and learn about billing and coding. Simulations provide experience with professional practice resources: the Academy of Nutrition and Dietetics’ Evidence Analysis Library and Health Informatics Infrastructure – or ANDY – and the openEMR certified electronic health record. 

The simulation will assist preceptors and students in obtaining quality experiential learning.

With the aid of a preceptor to evaluate the results, PEDRO is intended to assist with supervised practice and competency requirements. If successful, PEDRO will serve as the first in a series of online simulations developed by the Academy as part of the eatrightPRO Practice Simulation Series. 

We are grateful for the support of CDR and the leadership of the Foundation to launch this initial prototype. We plan to demo the tool at the spring Nutrition and Dietetic Educators and Preceptors (NDEP) regional meetings. We look forward to the feedback.









Over the last three years, donors have helped provide
$3.575 million in scholarships, awards, fellowships and research grants to 1,700 students and Academy members

www.eatrightfoundation.org

Your Foundation



Scholarships			Research Grants

	Public Education   				Awards











Your Academy Foundation is the only charitable organization devoted exclusively to our profession, and empowers Academy members with tools and resources to be global leaders in food, nutrition and health.  

We do this as the world’s largest provider of dietetic scholarships, investing in the current and next generation of food and nutrition practitioners, awarding scholarships at all levels of study, and building a pipeline of qualified professionals. 

Recognizing excellence in our field through annual awards to our members

Funding food and nutrition research in emerging areas and disseminating results to position registered dietitian nutritionists as experts in public health

Providing public education programs that equip our members with tools and resources to take these programs into their communities. 

Please remember, the Foundation does not receive a portion of any member’s dues. The Foundation’s success is directly attributed to the generosity of our members, we need your support to thrive. The easiest way to support the Foundation’s ongoing efforts is to donate when renewing your Academy membership online each year or visit the Foundation’s website to donate today. 













Did You Know?


The Academy Foundation is proud to have provided $511,950 through 147 scholarships, awards, research grants and/or Kids Eat Right mini-grants to New York members and students in your Affiliate since 2012.

 

Congratulations to the following recipients! 

 


















						

		Maria Aguero		Navdeep Kaur		Alissa Rumsey

		Debra Ahola		Christine Kearney		Ashley Russo

		Olutomisin Akanbi		Gayle Kelman-Ziv		Deborah Salvatore

		Shavon  Alexander		Marie Keogh		Christie Sauer

		Carolyn Allen		Mary Beth Knowlton		Anastasia Schepers

		Katherine Amico		Sze Ting Kwan		Kathryn Schneider

		Tyffanie Ammeter		Andy Lai		David Siegel

		Anthony Basile		Kevin Lelito		Doreen Sikoscow

		Lina Begdache		Amy Lin		Kelly Smith

		Marie Bieber		Annie Lin		Rebecca Spirn

		Jessica Bihuniak		Barbara Lohse		Rachel Stahl

		Juanita Bryant		Wendy  Lopez		Regina Tillman-Scott

		Jessica Bubb		Lea Loveland		Oni Tongo

		Kathleen Bump		Nhung Luong		Mary Tursi

		Karlee Bushnell		Laura Malick		Jonathan Valdez

		Rose Carr		Diana Malkin-Washeim		Jaclyn Vingan
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		Meghan Cheek		Maya Mallory		Julie Walenta

		Sara Chestnut		Joy Maraj		Paulette Weir

		Tara Condell		Emily Maresca		Pamela Weisberg-Shapiro

		Lauren Cruz		Carolina Marrero		Samantha Weiss

		Cathleen Davis		Ilona Martin		Megan Whelan

		Kristen Davis		Eduardo Martinez		Lacey Wilson

		Laurie Deutsch Mozian		Melissa McDonald		Renee Wing

		Leisan Echols		Courtney McKinney		John Wray

		Patricia Estrella		Sandra McNeil		Jessica Yonally

		Natasha Eziquiel-Shriro		Louise Merriman		Laura Zelenka-Dufresne

		Maimouna Feller		April Miller		Feng Zhao

		Nicolle Fernandes		Diana Monaco		Sarah Zralek

		Adrienne Forman		Kayla Morgiewicz		Molly Capito
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		Neron Francis		Megan Mullin		David Siegel

		Beth Freedman		Kyle Murray		Christina Tursi

		Alexander Gavronsky		Nathan  Myers		Jill Chodak

		Abbie Gellman		Ariella Nelson		Wing Yee Cheung

		Heather Guetterman		Stevie Newmark		Megan Usher

		Elizabeth Gustafson		Eric Nowak		Kayla Miller

		Timothy Hayes		Allyson Odachowski		Selina LaVista

		Stephanie Herman		Keshia Sylvia Okorie		Isabelle Bertolami

		Dawn Hershey		Elizabeth O'Sullivan		Juliet Monclova

		Jennifer Hildner		Scott Pepperman		Marielle Austen

		Jennifer Holder		Anna Pierce		Sarah Weindorf

		Linsey House		Katherine Potestio		Thomas Zachmann

		Stephanie Houston		Nolan Reese		Martha Wasserbauer

		Erika Hval		Emily Riddle		Tamara Freuman 

		Vijaya Jain		Bianca Rivera		Richard Deckelbaum 

		Brittany Jarrett		Rebecca Rudel		Dr. Helen E. Battisti
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Jenica Abram, MPH, RDN

Funded by ConAgra Foods Foundation

Lauren Au, PhD, RD

Funded by Academy Foundation 

Ostenso Fund

Sandra Carpenter, MS, RDN

Funded by Commission on Dietetic Registration

Lindsey Field, MS, RDN

Funded by Abbott Nutrition

Janice Giddens, MS, RDN

Funded by Academy Foundation 

Research Endowment

Leigh A. Gantner, PhD, RD

Funded by Academy Foundation 

Ostenso Fund

Elizabeth Yakes Jimenez, PhD, RDN

Funded by General Mills Foundation

Chris Vogliano, MS, RDN

Funded by Academy Foundation Research Endowment



Lee Unangst, MS, RDN

Funded by General Mills Foundation

Alice Figueroa, MPH, RDN

Funded by Wimpfheimer-Guggenheim Fund for International Exchange in Nutrition, Dietetics and Management

Stephen Alajajian, RDN

Funded by Academy Foundation

Research Endowment

Exceptional Fellows

















By now, I am sure all of you have heard of the Foundation’s Second Century Initiative, which will expand upon the Foundation’s existing programs, making them more global, with an emphasis on research, collaboration and sustainability. 

A prime example of this is the Foundation’s growing Fellowship Program, which has unveiled some truly exceptional individuals. 

These Academy members and fellows, shown here on the screen, have visited remote corners of the globe to conduct research, educate and share outcomes that improve and sustain nutritional health locally and globally.  

Two new fellowships have already evolved from our Second Century efforts:

The “Addressing Malnutrition in Central America” Fellowship, which was awarded last October to Alice Figueroa. Her photo is on the lower-right of the screen…and… 

The “Applied Global Nutrition Research Fellowship,” for which we are now interviewing applicants.

Much more information will be coming soon on our Second Century initiatives and opportunities.



Achieving Our Policy Priorities

Advocacy Focus Areas

Prevention and well-being

Health care and health systems

Food and nutrition safety and security 

Successful Public Policies

Create jobs

Improve health of Americans

Nutrition in health reform

Investment in the future through federal and state nutrition programs

www.eatrightPRO.org/advocacy













The Academy has been successful in achieving our public policy priorities on Capitol Hill and in state capitals around the country.

There have been ongoing changes in the legislative and regulatory environments with the Administration and changes in the membership of the 115th Congress. 

The Academy’s public policy priority areas were developed by the Legislation and Public Policy Committee

Our priorities are “targeted to enhance our members’ value in policy initiatives and to improve the nutritional health of Americans.” 

While our messaging and strategy for these priority areas adapt during times of change, our commitment to the mission and vision of the Academy and to the policies that support these is unwavering. 

Our policies can only become reality with your engagement — writing to your legislators through action alerts, meeting with them in your home districts or with passionate member leaders at our Public Policy Workshop.

PPW will be held in October this year in Washington, D.C., in conjunction with the Food & Nutrition Conference & Expo.



New York Voting Statistics
New York ANDPAC Statistics
New York Action Alert Statistics

		Total Voters		Total Eligible Voters 		% Voted 

		415		5497		7.55%

		ANDPAC CY2017		ANDPAC CY2016		ANDPAC CY2015

		 $  5096.50 		$  6040.00		$  4588.50

		ANDPAC CY2017		ANDPAC CY2016		ANDPAC CY2015

		3.50%		2.40%		

		Action Alert % FY2017		Action Alert % FY2016		

		3.70%		4.00%		



















Licensure Protects the Public



www.eatrightPRO.org/resources/news-center











Recently the Academy wrote a letter to the Wall Street Journal in response to an op-ed article on dietary advice. President Donna Martin’s letter clarified our scope of practice and made important distinctions between giving general dietary advice and providing potentially lifesaving medical nutrition therapy services that require significant levels of education and training. 

I am writing in regard to the op-ed in the February 1 Wall Street Journal headlined “Do you need a college degree to give diet advice?” In answering the question posed in the headline, the authors ignore important distinctions between giving general dietary advice and providing potentially lifesaving services that require significant levels of education and training.

There is an enormous difference between offering people routine suggestions for eating better and providing safe, effective counseling and treatment – for example, to clients and hospital patients who have life-threatening conditions such as cardiovascular disease, diabetes and kidney disorders.

Nutrition is a science, and registered dietitian nutritionists must earn the qualifications to provide services to treat and manage these serious conditions, and much more. The medical nutrition therapy we provide is as complicated as the diseases and conditions we treat, in patients who often are very sick. Individuals without formal training and credentials could not possibly know how to properly treat such patients.

RDNs alone have the knowledge, the skills, the background, the established standards of practice and the ongoing continuing education requirements to be people’s most reliable source of nutrition-related advice and services. The practice of dietetics is regulated and operates under a strict code of ethics; while “coaches” and similarly titled practitioners can operate without any oversight whatsoever.  

RDNs’ unparalleled skills are put to work every day in hospitals, schools, public health clinics, nursing homes, fitness centers, food management, food industry, universities, research and private practice. RDNs are advocates for advancing the nutritional status of Americans and people around the world.

I would not want to undergo an appendectomy performed by someone who does not have a medical license, nor would I want a non-attorney arguing my case in a courtroom. It is a matter of common sense and public safety to require certain levels of training and experience to work in these areas. The same goes for nutrition services. That is why RDNs are credentialed at the national level by the Commission on Dietetic Registration and, in most states, like physicians and attorneys, are licensed by appropriate agencies that are established to protect the public.

The Academy of Nutrition and Dietetics, the world’s largest organization of food and nutrition professionals, holds that academic, experience and exam standards at the registered dietitian nutritionist level are the minimum qualifications necessary to be a safe, effective provider of nutrition services such as medical nutrition therapy.

While the Academy is not involved in the Florida case mentioned in the article, we are monitoring it as it proceeds through the state system. The Academy works with its members, as well as legislators and other stakeholders, in every state to protect consumers and ensure high standards for nutrition and dietetics practice.

Manifesting the Academy’s long support of those who serve in the military since our founding during World War I, we continue to work with states to enable service members and their spouses who hold the RDN credential to obtain state dietetics licenses with greater ease and flexibility.

Untold millions of people are in need of safe, science-based nutrition and dietary advice. Seeking the services of a registered dietitian nutritionist is the best way to ensure you are getting the best possible help in eating right and staying healthy.



The letter emphasized that RDNs are credentialed at the national level by the Commission on Dietetic Registration and, in most states, like physicians and attorneys, are licensed by appropriate agencies that are established to protect the public. 

In order to make these distinctions, it is critical for members, including student members, to get involved in licensure efforts and to advocate for our profession. 

For example, Past President Lucille Beseler, who is deeply involved in policy issues, especially in Florida, recently wrote a detailed, passionate letter to Florida state legislators. She urged them to reject a bill that would allow individuals to give diet advice without understanding the health and medical history of clients. 

She wrote:

“Nutrition has long been used as an area of health fraud and as a pathway to practicing medicine without a license. Before Florida instated the practice, self-proclaimed nutritionists were prescribing all types of potions, creams and supplements to cure ills. Florida protects their citizens by not allowing this to happen, by requiring a license, standards of education and standards of practice. Change the bill and you are increasing the risk of harm to Florida citizens. The risk can be both physical and financial harm.”

There is a very real threat to licensure in a number of states, and we are working diligently to protect the public. We work with members, as well as legislators and other stakeholders, in every state to protect consumers and fight efforts to weaken high standards for nutrition and dietetics practice.





Policy Training and Advocacy



www.eatrightPRO.org/PPW

Advocate for health and profession

Become the voice of nutrition that Congress trusts

Interactive, educational experience

Potential opportunities to obtain internship competencies

Public Policy Workshop 2018
will take place immediately after FNCE®

October 23-24 in Washington, D.C.











The Academy’s annual Public Policy Workshop – or PPW –  will take place immediately following FNCE this year. PPW is the best way to get trained on issues affecting our profession and our neighbors. 

I hope you can join your fellow Academy members in Washington, D.C., October 23 and 24 to advocate for the health of the nation and the nutrition and dietetics profession. You can become the voice of nutrition that Congress trusts.

Students and interns – you may be able to combine the experience of attending PPW with ACEND competencies. Your internship director would make the determination of how PPW attendance would meet competencies for your program. 

You may be able to meet competencies such as:

CRDN 2.9: Participate in professional and community organizations.

CRDN 2.14 Demonstrate advocacy on local, state or national legislative and regulatory issues or policies impacting the nutrition and dietetics profession. Or …

CRDN 3.3 Demonstrate effective communications skills for clinical and customer services in a variety of formats and settings.



(PAUSE) 



Throughout the year, Advocacy Days are held each quarter in Washington, D.C., and in-district meetings are held simultaneously for those not able to come to Washington.

The goal of both PPW and Advocacy Days is to increase the visibility of the profession and our issues with the decision makers.







Simon T. Bailey

Judy Woodruff



Great Speakers, CPE and More

Attendees receive complimentary access to session recordings

Eligible for CPE credit for 
3 years

By listening, earn 
20 –30 CPE hours in addition to hours earned at FNCE®

www.eatrightFNCE.org











Coming right before the Public Policy Workshop in October, our plans are moving full steam ahead for the 2018 Food & Nutrition Conference & Expo.

I’m very pleased to let you know that we have already booked two amazing keynote speakers:

Judy Woodruff, the anchor and managing editor of the PBS NewsHour, will keynote our Opening Session on October 20, speaking on “Inside Politics.” In her insightful and engaging way, Judy will draw on many years of experience as a political journalist to give her nonpartisan take on the Washington political scene.

Our Closing Session on October 23, Simon Bailey, CEO of The Brilliance Institute and Simon T. Bailey International, will cap off FNCE by speaking on “Shift Your Brilliance: Leading Amidst Uncertainty.”

I can also give you some very good news regarding continuing professional education – which is the number-one reason members give for attending FNCE.

As in past years, attendees will receive complimentary access to the recordings of all sessions on the days you attend FNCE. And FNCE recordings are eligible for CPE credit for three years following the date of the event.

By listening to recorded sessions, you can earn between 20 and 30 hours of additional CPE in a recertifying cycle. That’s above and beyond the credits you can earn by attending FNCE in person. I hope I will see you in our nation’s capitol in October for both FNCE and PPW!
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Unfortunately, bullying is an issue among adults and professional peers, especially in social media. 

It has even deterred some Academy members from engaging in social media at all. 

Just as in work environments and professional settings, words and behaviors on social media not only reflect the competencies and conduct of individuals, but the values and credibility of our entire profession. 

Public antagonism and hostility among peers dishonors our profession, and is a disservice to the more than 100,000 practitioners who hold the RDN or NDTR credentials. 

We must all set strong examples of personal conduct and professional behavior for fellow and future practitioners.

“Food and Nutrition,” our profession’s flagship magazine and founder of the popular Stone Soup blog, unveiled an initiative at FNCE 2017 to help foster community and constructive discourse among peers. 

The Pledge for Professional Civility is a public declaration of support for respect and civil discourse.

I have proudly signed this pledge, as have approximately 1,000 members and non-members alike. 

I encourage each of you to go to “Food-and-Nutrition-dot-org” and take the pledge, too.

We may not always agree, but we can always be civil about it!





Telling the World Your Story

Thousands of interviews each year: print, broadcast, electronic







Add your voice!

Promote and brand yourself through the media

Download “Working with the Media” free member handbook 



www.eatrightPRO.org/media 	www.eatrightPRO.org/mediahandbook
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New York City spokespeople: Robin Foroutan, who is up for renewal, and Malina Malkani and Sandra Arevalo)



The Academy is committed to telling your story to all possible audiences. One of our most successful ways to promote and brand you as the food and nutrition expert is through our unequalled news media outreach. 

Through more than 2,500 media interviews each year, totaling billions of media impressions, the Academy’s network of national Spokespeople raises the public’s awareness of the Academy and you, our members. 

Our trained and experienced Spokespeople make sure people are receiving the right food and nutrition information in the media, from registered dietitian nutritionists. 

Visit eatrightPRO to view highlights, updated regularly, of the outstanding coverage that has appeared recently in national and local media outlets.

And, I want to emphasize – the best spokesperson for RDNs, the Academy and our members … is YOU! 

I strongly encourage you to work with your local news media, wherever you live. The people who live in your area, and the reporters and editors and bloggers who write about their communities, need to hear the best and most reliable nutrition information – and their number-one source of that information should be you.

Whether you are a media veteran, a rookie, or anywhere in between, the Academy is here to help you work with the news media. Download our free member handbook, “Working with the Media,” from eatrightPRO. It has everything you need to establish productive, lasting relationships with the media in your area.

No one else has the brand that you do. No one else can tell the story you can tell. 

Let everyone hear your story!



Nutrition and Dietetics SmartBrief



News That Matters to You …

The leading digital media publisher of targeted business news and information by industry











I hope you have noticed an informative new email in your inbox each weekday morning.

In January, the Academy began working with SmartBrief, “the leading digital media publisher of targeted business news and information by industry.”

The Academy launched “Nutrition and Dietetics SmartBrief” to share timely, relevant information with our members and food and nutrition professionals. Readers stay up to date on cutting-edge research, trends, surveys and data. Additionally, SmartBrief informs members about important Academy events and announcements.

SmartBrief curates news from major media outlets, regional newspapers, trade publications and blogs, providing you with the most relevant news in food and nutrition.

Topics include news about children’s nutrition, diabetes, disease prevention, eating disorders, food allergies, public policy, obesity and weight management, sports nutrition, meal planning and recipes.

SmartBrief replaces the Nutrition News email that was previously sent to members on Fridays.

SmartBrief also includes content from the Academy, such as articles from eatrightPRO.org, membership information and content from foodandnutrition.org.

SmartBrief is just one more way the Academy is dedicated to keeping you up to date on the news that affects you.





…to be an Academy Member!

dmartin@burke.k12.ga.us

An Exciting Time…











In closing, there has never been a more exciting time to be an Academy member. 

I want to quickly recap some of the new and existing resources I’ve mentioned:

The Board-funded PEDRO online simulation project for programs, first in the series of online education simulations developed by the Academy to assist practitioners and students

The opportunities for students attending PPW to obtain internship competencies.

The eNCPT Student Companion Guide and eatrightPREP for the RDN Exam

Our Malnutrition Initiative Academy efforts with MQii to gather outcomes data, address and defeat malnutrition

The Pledge of Professional Civility, with over 1,000 signatures to date

SmartBrief

FNCE and PPW being combined this year… and …

The Journal’s online and print offerings.

The value of Academy membership to us is truly incredible.

It’s been a pleasure to be with you today. I’ll be glad to answer questions if time permits.

And please feel free to contact me at the email address on the screen.

Thank you very much!
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= | pledge to support constructive dialogue and positive engagement. on Google+
= | pledge to discourage the public belittling of my colleagues, even when we do not agree.

= | pledge to model professional conduct in all my public communications and actions.

5:54 PM
11/28/2017
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Greek yogurt emerged a few years ago as the
protein-packed, healthy alternative to the normal
store-bought kind. But could French-style yogurt
become the new darling of the dairy aisle?

Experts think so, but aren't sold on French's ability to
However, they say Yoplait, with its
new Oui brand of French-style yogurt, could be setting  trend for higher-end yogurts.

French-style yogurt differs from regular yogurt because it's made in small batches, in
glass jars with a few ingredients. The process mimics how yogurt was made in French
famhouses a century ago, explained David Clark. president of U.S. yogurt for Yoplait
owner General Mills

"It's essentially the same ingredients that yogurt is made from,” said registered dietitian
nutiitionist Wesley Delbridge. "It's just made in a different way."

The 2018 Honda Pilot Is
Available Now

Combining style and substance with an
established reputation for reliability, the
2018 Pilot is here. Visit your Chicagoland
NW IN Honda dealer today

French-style means placing whole milk and yogurt cultures in a small glass pot and
letting it culture together in the glass. Yoplait said this takes about eight hours.
Typically, yogurt is made in large batches and then put in small containers.

Read more:

o

Q4

media

SuDE1OF1 [ OTES B COMMENTS.

Rhys Saunders ~

i Find
e Replace
It Select~

Editing

76%

=]

= [P






image45.png

=) [N 2 Study: Diet is important for people with genetic risk of obesity - Message (HTML) 7?7 E - & X

FILE MESSAGE  ADOBE PDF

Thu 1/11/2018 10:11 AM

Nutrition and Dietetics SmartBrief <eatrightpro@smartbrief.com>
Study: Diet is important for people with genetic risk of obesity

To Tom Ryan

January 11, 2018 Connect with the Academy [ Kl EA 0 -

N_utrition and . .m Academy of Nutrition
Dietetics SmartBrief right. and Dietetics

News for food, nutrition and health professionals SIGN UP - FORWARD

School of Medicine

HEALTHY START EHalhsdnes

Study: Diet is important for people with genetic risk of obesity

A healthy diet reduces obesity risks and promotes weight loss in general, and especially for people
with a genetic predisposition to obesity, a study in The BMJ found. The analysis showed people with
the greatest adherence to the DASH or the Alternate Healthy Eating Index 2010 diets over two
decades saw decreases in body weight and BMI, but the strongest effect was among those with the
highest genetic risk of obesity.
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Great to hear from you.  I will make the arrangements for your transportation to and from the

hotel.  Once it is confirmed I will send you the full details.

 

 

There will be 20 minutes for the Presentation (sorry for the constraint, it’s a jam packed event).  

 

We will see you soon!

 
 
Victoria

 

 

From: Donna Martin <DMartin@burke.k12.ga.us>  

Sent: Monday, May 7, 2018 1:39 PM 

 To: New York State Academy of Nutrition and Dietetics <NYSAND@caphill.com> 

 Subject: Fw: Your Flight Receipt - DONNA S MARTIN 21MAY18

 

 

Thank you so much for reaching out.  I have not made any arrangements for transportation.  I

have my flight arrangements below.  Let me know how best to get to the conference?  Also, will

you let me know how much time I have for my presentation so I can finalize it?  I will be bringing a

power point.  Thanks and I look forward to meeting you.   

 

 

Donna S. Martin, EdS, RDN, LD, SNS, FAND

 

Director, School Nutrition Program

 

Burke County Board of Education

 

789 Burke Veterans Parkway

 

Waynesboro, GA  30830

 

work - 706-554-5393

 

fax - 706-554-5655

 

President of the Academy of Nutrition and Dietetics 2017-2018
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From: Delta Air Lines <DeltaAirLines@e.delta.com> 

 Sent: Monday, February 26, 2018 1:47 PM 

 To: Donna Martin 

 Subject: Your Flight Receipt - DONNA S MARTIN 21MAY18 

 

 

Hello, DONNA S 
SkyMiles 
® 
#*******419 >

 

 Your Trip Confirmation #: GO95UC

 

 

 

Mon, 21MAY 

DEPART

 

ARRIVE

 

DELTA 4782* 

 

Main Cabin (Q) 

AUGUSTA, GA 

 

8:30am 

ATLANTA 

 

9:39am 

DELTA 2659 

 

Main Cabin (Q) 

ATLANTA 

 

10:25am 

BUFFALO, NY 

 

12:23pm 

Tue, 22MAY 

DEPART

 

ARRIVE

Page 107



 

DELTA 1159 

 

Main Cabin (T) 

BUFFALO, NY 

 

4:15pm 

ATLANTA 

 

6:25pm 

DELTA 2188 

 

Main Cabin (T) 

ATLANTA 

 

7:00pm 

AUGUSTA, GA 

 

7:58pm 

 

*Flight 4782 Operated by SKYWEST DBA DELTA CONNECTION

 

 

NEW SERVICE &SUPPORT ANIMAL REQUIREMENTS

 

Delta welcomes trained service animals, including psychiatric service and emotional support

animals on our flights. Effective March 1, 2018 we are changing our requirements. For these

requirements please go to: delta.com/animals. 

 

AUTOMATIC CHECK-IN NOW AVAILABLE 

We've added Automatic Check-In to the Fly Delta app to save you time and hassle. This means if

you're traveling in the United States, Puerto Rico or the U.S Virgin Islands, we'll automatically

check you in 24 hours prior to your scheduled departure. Just open the app and you'll be on your

way. Don't have the app? Click here to download. Learn more about automatic check-in. 

 

RESTRICTED HAZARDOUS ITEMS 

To ensure the safety of our customers and employees, Delta will no longer accept smart bags

starting January 15, 2018. Smart bags with non-removable lithium-ion batteries will not be

permitted as carry-on or checked baggage on any Delta mainline or Delta Connection flight. For

more information, please visit our News Hub.  

 

Hoverboards or any lithium battery powered self-balancing personal transportation devices are
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also not permitted as both carry-on and checked baggage.  

 

Spare batteries for other devices, fuel cells, and e-cigarettes are permitted in carry-on baggage

only. If your carry-on bag contains these items and is gate checked, they must be removed and

carried in the cabin. Further information and specific guidelines regarding restricted items can be

found here. 

 

Passenger Info

 

NAME

 

DONNA S MARTIN 

 

SkyMiles #*******419 

 

Platinum 

FLIGHT

 

SEAT

 

DELTA 4782 

01A 

DELTA 2659 

12A 

DELTA 1159 

11E 

DELTA 2188 

12A 

 

Visit delta.com or use the Fly Delta app to view, select or change your seat. 

 If you purchased a Delta Comfort+™ seat or a Trip Extra, please visit My Trips to access a receipt

of your purchase.

 

 

 

Flight Receipt

 

Ticket #: 0062314355657 

 

Place of Issue: Delta.com 
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Ticket Issue Date: 26FEB18 

 

Ticket Expiration Date: 26FEB19 

 
 
METHOD OF PAYMENT

 

AX***********2000 

$514.00 USD 

 
 
CHARGES

 

Air Transportation Charges

 

Base Fare 

$435.35 USD 

Taxes, Fees and Charges

 

United States - September 11th Security Fee(Passenger Civil Aviation Security Service Fee) (AY)

 

$11.20 USD

 

United States - Transportation Tax (US)

 

$32.65 USD

 

United States - Passenger Facility Charge (XF)

 

$18.00 USD

 

United States - Flight Segment Tax (ZP)

 

$16.80 USD

 

TICKET AMOUNT

 

$514.00 USD 

 

NONREF/PENALTY APPLIES 

  

This ticket is non-refundable unless the original ticket was issued at a fully refundable fare. Some

fares may not allow changes. If allowed, any change to your itinerary may require payment of a
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change fee and increased fare. Failure to appear for any flight without notice to Delta will result in

cancellation of your remaining reservation. 

  

Note: When using certain vouchers to purchase tickets, remaining credits may not be refunded.

Additional charges and/or credits may apply. 

  

Fare Details: AGS DL X/ATL DL BUF310.70QAUNA0MQ DL X/ATL DL AGS124.65TAVSH3EB

USD435.35END ZP AGSATLBUFATL XF AGS4.5ATL4.5BUF4.5ATL4.5 

 

Checked Bag Allowance

 

 

The fees below are based on your original ticket purchase. If you qualify for free or discounted

checked baggage, this will be taken into account when you check in. 

Mon 21 May 2018 

DELTA: AGS ATL 

CARRY ON

 

 

FREE 

FIRST

 

 

$25 

USD

 

SECOND

 

 

$35 

USD

 

Mon 21 May 2018 

DELTA: ATL BUF 

CARRY ON

 

 

INCLUDED 

FIRST
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INCLUDED 

SECOND

 

 

INCLUDED 

Visit delta.com for details on baggage embargos that may apply to your itinerary.

 

 

Tue 22 May 2018 

DELTA: BUF ATL 

CARRY ON

 

 

FREE 

FIRST

 

 

$25 

USD

 

SECOND

 

 

$35 

USD

 

Tue 22 May 2018 

DELTA: ATL AGS 

CARRY ON

 

 

INCLUDED 

FIRST

 

 

INCLUDED 

SECOND

 

 

INCLUDED 

Visit delta.com for details on baggage embargos that may apply to your itinerary.
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Transportation of Hazardous Materials

 

Federal law forbids the carriage of hazardous materials aboard aircraft in your luggage or on your

person. A violation can result in civil penalties. Examples include: Paints, aerosols, lighter fluid,

fireworks, torch lighters, tear gases and compressed gas cartridges. 

 

There are special exceptions for small quantities (up to 70 ounces total). For further information

visit delta.com Restricted Items Section.

 

 
EARN MILES WITH AIRBNB. › 

Book your Airbnb via deltaairbnb.com and earn miles on all stays. Plus, new guests also get $25

toward first qualifying booking. Terms Apply. 

 
BOOK YOUR SUMMER GETAWAY. › 

It's a great time to choose your next escape from more than 325 destinations on six continents.

 

We have partnered with The Nature Conservancy to allow you to offset your carbon emissions

from this trip. Go to delta.com/CO2 to calculate your CO2 emissions and learn more about

offsetting.

 

 

Terms &Conditions

 

 

This ticket is non-refundable unless the original ticket was issued at a fully refundable fare. Some

fares may not allow changes. If allowed, any change to your itinerary may require payment of a

change fee and increased fare. Failure to appear for any flight without notice to Delta will result in

cancellation of your remaining reservation. 

  

Note: When using certain vouchers to purchase tickets, remaining credits may not be refunded.

Additional charges and/or credits may apply. 

 

Checked Bag Allowance 

 

*On Delta operated flights, you may carry on one bag and a small personal item at no charge. 

 

Delta One™/First/Business Class weight allowance reverts to 50 lbs for all checked bags beyond

regular free allowance. 
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At the time of check in with Delta, SkyMiles Medallion members, SkyTeam Elite &Elite Plus and

active US Military personnel are eligible for fee waivers and other benefits. For more details, visit

delta.com/baggage. Basic Cardmembers with a Gold, Platinum, or Reserve Delta SkyMiles Credit

Card from American Express are eligible for the first bag fee waiver. More details on the program

can be found at delta.com/firstbagfree. 

 

A standard checked bag with Delta may be up to 50 lbs and 62 linear inches (per piece).

Additional fees apply for oversize, overweight, and/or additional pieces of checked baggage.

Please review Delta's baggage guidelines for details. Weight and size restrictions may vary when

checking baggage on carriers other than Delta. Contact with the operating carrier for detailed

checked baggage allowances. You must be checked in at the gate by the applicable check-in

deadlines or your reservation may be cancelled. Please review Delta's check-in requirement

guidelines for details. Check-in requirements vary by airline, so if your ticket includes travel on

other airlines, please check with the operating carrier on your ticket. 

 

Do you have comments about our service? Please email us to share them. 

 

Conditions of Carriage 

 

Air transportation on Delta and the Delta Connection® carriers is subject to Delta's conditions of

carriage. They include terms governing for example: 

 

• Limits on our liability for personal injury or death of passengers, and for loss, damage of delay of

goods and baggage. 

 • Claim restrictions including time periods within which you must file a claim or bring action

against us. 

 • Our right to change terms of the contract. 

 • Check-in requirements and other rules established when we may refuse carriage. 

 • Our rights and limits of our liability for delay or failure to perform service including schedule

change, substitution of alternative air carriers or aircraft, and rerouting. 

 • Our policy on overbooking flights, and your rights if we deny you boarding due to an oversold

flight. 

 

These terms are incorporated by reference into our contract with you. You may view these

conditions of carriage on delta.com, or by requesting a copy from Delta. 

 

You have received this email because you elected to receive your Electronic Ticket receipt sent to

you via email. If you would like to take advantage of other Delta email programs featuring special

fares, promotions, information and flight updates, please visit: delta.com/emailprograms or

delta.com/notifications. 
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This document establishes the creation of your electronic EMD(S) in our computer systems. It

does not constitute a document of carriage. Where this document is issued for transportation or

services other than passenger air transportation, specific terms and conditions may apply. These

terms and conditions may be provided separately or may be obtained from the issuing agent. 

 

Copyright Information 

 

This email message and its contents are copyrighted and are proprietary products of Delta Air

Lines, Inc. Any unauthorized use, reproduction, or transfer of this message or its contents, in any

medium, is strictly prohibited. 

 

This is a post only email (EMD+). Please do not respond to this message. 

 

© 2018 Delta Air Lines, Inc. All rights reserved. 

 

Privacy Policy 

 

Your privacy is important to us. Please review our Privacy Policy. 
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24. Re: Nutrition-Focused Physical Examination (NFPE)

From: Donna Martin <DMartin@burke.k12.ga.us>

To: Lori Granich <LGranich@eatright.org>

Sent Date: May 08, 2018 09:03:14

Subject: Re: Nutrition-Focused Physical Examination (NFPE)

Attachment: image001.png

Thank you Lori,  I know you will be glad when I am not President anymore!!!! 

 
 

Donna S. Martin, EdS, RDN, LD, SNS, FAND

 

Director, School Nutrition Program

 

Burke County Board of Education

 

789 Burke Veterans Parkway

 

Waynesboro, GA  30830

 

work - 706-554-5393

 

fax - 706-554-5655

 

President of the Academy of Nutrition and Dietetics 2017-2018

 

From: Lori Granich <LGranich@eatright.org>  

Sent: Monday, May 7, 2018 4:07 PM  

To: Donna Martin  

Subject: RE: Nutrition-Focused Physical Examination (NFPE) 

 

Thanks Donna. We are following up. 

 

Lori Granich, MBA, RDN

 

Director, Lifelong Learning and Engagement

 

Academy of Nutrition and Dietetics

 

120 South Riverside Plaza, Suite 2190
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Chicago, IL 60606-6995

 

312/899-4895

 
lgranich@eatright.org 
www.eatright.org

 

 

 

From: Donna Martin [mailto:DMartin@burke.k12.ga.us]  

Sent: Monday, April 30, 2018 12:44 PM 

 To: JENNIFER LINTON <eatforhealth@comcast.net>; Lori Granich <LGranich@eatright.org> 

 Subject: Re: Nutrition-Focused Physical Examination (NFPE)

 

 

Lori,  Do you mind connecting with Jennifer on the issue of Nutrition Focused Physical

Examination?   Please see her email below as she talks about some concerns she has with what

is going on and not going on with the nutrition focused physical exam.  I think the training we do is

much more advanced than what she received in the past.  Any help you can provide her would be

appreciated.  Thanks!

 

 

Donna S. Martin, EdS, RDN, LD, SNS, FAND

 

Director, School Nutrition Program

 

Burke County Board of Education

 

789 Burke Veterans Parkway

 

Waynesboro, GA  30830

 

work - 706-554-5393

 

fax - 706-554-5655

 

President of the Academy of Nutrition and Dietetics 2017-2018

 

From: JENNIFER LINTON <eatforhealth@comcast.net> 

 Sent: Friday, April 27, 2018 8:35 PM 

 To: Donna Martin 
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 Subject: Nutrition-Focused Physical Examination (NFPE) 

 

Hi Donna,

 

It was a pleasure meeting you today and having the opportunity to speak with you.  I just wanted

to follow-up with an email about NFPE and it's practice in the hospital setting.  The training I

attended a few years ago was provided by Abbott Nutrition and it was a 4-hour session.  The

training consisted of powerpoint slides with very little hands on experience and the training slides

used were not reflective of the diverse patient population we encounter every day. We are being

trained with very little practical application and what we have learnt is not being used in many

hospitals.  

 

 

The transition from NFPE training to actual practice in the hospital is nonexistent in most cases. 

Patient physical examinations by dietitians is a change in the current hospital culture especially at

local or community hospitals.  The culture in teaching hospitals is unique and an exception as

touching and examining patients by various disciplines is common as part of the teaching

experience.  

 

 

I have worked at three different hospitals since my NFPE training and I have yet to touch a patient.

I was told I could not conduct the NFPE on patients as this needed to be approved by the hospital.

Also, some of my colleagues were not trained on NFPE.   As a preceptor for dietetic interns I was

unable to provide adequate training in this area during their clinical rotation.  We used the NFPE

pocket guide, the review of body systems information provided by the attending physician's notes,

wound care nurse/nursing notes on skin issues along with evaluating parts of the patient's body

we can see without any touching such as the mouth/teeth, lips, clavicle, orbital and hands. There

was no grip strength testing done.

 

 

Education and awareness to the change in the clinical dietitian's patient care practice is needed

for the medical staff as well as patients who are not use to us conducting physical examinations. 

We definitely need a champion in the hospital such as a physician to help us as well as

collaboration with nursing.  Approval could be challenging for dietitians  working for a contract

company versus those who work directly for the hospital.  I have worked in both situations and

was not able to conduct the NFPE on patients because I was told the hospital has to give the

approval.  Unfortunately my clinical nutrition managers had other priorities so no effort was made

to try and push this through which is also part of the problem.  It would be interesting find out just

how many dietitians are actually conducting a full NFPE on patients at their hospitals.  Survey

says...
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So, how do we solve this problem?  Please let me know if you have any questions.  Take care and

have a great weekend!

 

 

Respectfully,

 

 

Jennifer Linton, MS, RDN, LDN
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25. RE: Nutrition-Focused Physical Examination (NFPE)

From: Lori Granich <LGranich@eatright.org>

To: DMartin@Burke.k12.ga.us <DMartin@Burke.k12.ga.us>

Hidden

recipients:

dmartin@burke.k12.ga.us

Sent Date: May 07, 2018 16:27:28

Subject: RE: Nutrition-Focused Physical Examination (NFPE)

Attachment: image001.png

Thanks Donna. We are following up. 

 

Lori Granich, MBA, RDN

 

Director, Lifelong Learning and Engagement

 

Academy of Nutrition and Dietetics

 

120 South Riverside Plaza, Suite 2190

 

Chicago, IL 60606-6995

 

312/899-4895

 
lgranich@eatright.org 
www.eatright.org

 

 

 

From: Donna Martin [mailto:DMartin@burke.k12.ga.us]  

Sent: Monday, April 30, 2018 12:44 PM 

 To: JENNIFER LINTON <eatforhealth@comcast.net>; Lori Granich <LGranich@eatright.org> 

 Subject: Re: Nutrition-Focused Physical Examination (NFPE)

 

 

Lori,  Do you mind connecting with Jennifer on the issue of Nutrition Focused Physical

Examination?   Please see her email below as she talks about some concerns she has with what

is going on and not going on with the nutrition focused physical exam.  I think the training we do is

much more advanced than what she received in the past.  Any help you can provide her would be

appreciated.  Thanks!
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Donna S. Martin, EdS, RDN, LD, SNS, FAND

 

Director, School Nutrition Program

 

Burke County Board of Education

 

789 Burke Veterans Parkway

 

Waynesboro, GA  30830

 

work - 706-554-5393

 

fax - 706-554-5655

 

President of the Academy of Nutrition and Dietetics 2017-2018

 

From: JENNIFER LINTON <eatforhealth@comcast.net> 

 Sent: Friday, April 27, 2018 8:35 PM 

 To: Donna Martin 

 Subject: Nutrition-Focused Physical Examination (NFPE) 

 

Hi Donna,

 

It was a pleasure meeting you today and having the opportunity to speak with you.  I just wanted

to follow-up with an email about NFPE and it's practice in the hospital setting.  The training I

attended a few years ago was provided by Abbott Nutrition and it was a 4-hour session.  The

training consisted of powerpoint slides with very little hands on experience and the training slides

used were not reflective of the diverse patient population we encounter every day. We are being

trained with very little practical application and what we have learnt is not being used in many

hospitals.  

 

 

The transition from NFPE training to actual practice in the hospital is nonexistent in most cases. 

Patient physical examinations by dietitians is a change in the current hospital culture especially at

local or community hospitals.  The culture in teaching hospitals is unique and an exception as

touching and examining patients by various disciplines is common as part of the teaching

experience.  

 

 

I have worked at three different hospitals since my NFPE training and I have yet to touch a patient.

I was told I could not conduct the NFPE on patients as this needed to be approved by the hospital.
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Also, some of my colleagues were not trained on NFPE.   As a preceptor for dietetic interns I was

unable to provide adequate training in this area during their clinical rotation.  We used the NFPE

pocket guide, the review of body systems information provided by the attending physician's notes,

wound care nurse/nursing notes on skin issues along with evaluating parts of the patient's body

we can see without any touching such as the mouth/teeth, lips, clavicle, orbital and hands. There

was no grip strength testing done.

 

 

Education and awareness to the change in the clinical dietitian's patient care practice is needed

for the medical staff as well as patients who are not use to us conducting physical examinations. 

We definitely need a champion in the hospital such as a physician to help us as well as

collaboration with nursing.  Approval could be challenging for dietitians  working for a contract

company versus those who work directly for the hospital.  I have worked in both situations and

was not able to conduct the NFPE on patients because I was told the hospital has to give the

approval.  Unfortunately my clinical nutrition managers had other priorities so no effort was made

to try and push this through which is also part of the problem.  It would be interesting find out just

how many dietitians are actually conducting a full NFPE on patients at their hospitals.  Survey

says...

 

 

So, how do we solve this problem?  Please let me know if you have any questions.  Take care and

have a great weekend!

 

 

Respectfully,

 

 

Jennifer Linton, MS, RDN, LDN
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26. Nutrition Trends Forum - Agenda and Remarks for Friday

From: Mackenzie Allen <mallen@eatright.org>

To: DMartin@Burke.k12.ga.us <DMartin@Burke.k12.ga.us>

Cc: Doris Acosta <dacosta@eatright.org>

Hidden

recipients:

dmartin@burke.k12.ga.us

Sent Date: May 02, 2018 14:25:22

Subject: Nutrition Trends Forum - Agenda and Remarks for Friday

Attachment: image001.jpg
2018NutritionTrendsForum_Agenda_Leaders_v2.pdf
Donna Martin NTF 2018 reception remarks_v3.docx

Hello, Donna!

 

 

We are looking forward to seeing you Friday for Nutrition Trends Forum at the LondonHouse. I

have attached this weekend’s agenda as well as brief remarks for you to welcome the group

during the reception on Friday. 

 

I will bring a printed copy for you, and, please, let us know if you have any changes to the

comments. The reception starts at 5:30, but we can rally the group around 5:45 for your brief

welcome. I will be onsite, as well as Doris and the other wonderful HQ leadership. We are here for

you!

 

 

Let me know if there is anything else. 

 

Safe travels and see you soon,

 

 

mackenzie

 

 

mackenzie allen

 

Director, Strategic Communications

 

Academy of Nutrition and Dietetics

 

120 S. Riverside Plaza, Suite 2190
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Nutrition Trends Forum 
 


AGENDA 


May 4-6, 2018 
LondonHouse Chicago 


85 E. Upper Wacker Dr., Chicago, IL 60601 
 
 


FRIDAY, MAY 4 SESSIONS (PARTIAL DAY)  LOCATION 


1 p.m. – 4:30 p.m. Metropolitan Farms Tour  
 Metropolitan Farms 


 4250 W. Chicago Ave. 


5:30 p.m. – 6:30 p.m. Welcome Reception  Ambia Room 


SATURDAY, MAY 5 SESSIONS (FULL DAY)  


7:15 a.m. – 8 a.m.  Breakfast  LH21 


8 a.m. – 8:30 a.m. Welcome and Introductions  Etoile Room 


8:30 a.m. – 9:45 a.m. National Dairy Council®  Etoile Room 


10 a.m. – 11:15 a.m. Nestlé USA  Etoile Room 


11:30 a.m. – 12:15 p.m. The Wonderful Company  Etoile Room 


12:15 p.m. – 1:15 p.m. Lunch  LH21 


1:15 p.m. – 2:30 p.m. Lentils.org  Etoile Room 


2:45 p.m. – 4 p.m. BENEO Institute  Etoile Room 


4:15 p.m. – 5 p.m. Egg Nutrition Center  Etoile Room 


5:45 p.m. – 9 p.m.  


National Cattlemen’s Beef 


Association Dinner, a contractor 


to The Beef Checkoff 


 Spiaggia 


 980 N. Michigan Ave. 


SUNDAY, MAY 6 SESSIONS (PARTIAL DAY)  


7:30 a.m. – 8:30 a.m.  Breakfast  LH21 


8:30 a.m. – 9 a.m. Morning Update  Etoile Room 


9 a.m. – 10:15 am Abbott Nutrition  Etoile Room 


10:30 a.m. – 11:45 a.m. The a2 Milk Company®  Etoile Room 


Noon Box lunches to go  Etoile Room 


 





2018NutritionTrendsForum_Agenda_Leaders_v2.pdf


Academy of Nutrition and Dietetics

2018 Nutrition Trends Forum

Donna S. Martin, EdS, RDN, LD, SNS, FAND



Reception Remarks

Ambia Room

LondonHouse Chicago



Friday, May 4, 2018

5:30 p.m.





· Good evening, everyone! I am Donna Martin, president of the Academy of Nutrition and Dietetics.



· Welcome to our 2018 Nutrition Trends Forum. We are looking forward to an informative and fun meeting!



· The Academy and our members are the nation’s top food and nutrition experts. And our media spokespeople are second to none when it comes to conveying our healthful-eating messages to the public and news media.



· On behalf of the Academy’s Board of Directors, our leaders and our members, I would like to thank the following organizations for their support of Nutrition Trends Forum:  

· National Dairy Council

· Abbott Nutrition

· BENEO Institute

· Nestle USA

· The Wonderful Company

· Lentils.org,

· The Egg Nutrition Center

· The a2 Milk Company 

· and the National Cattlemen’s Beef Association which is a contractor to The Beef Checkoff.



· These organizations have spent a great deal of time and effort preparing their sessions. We value all the work you do to share with us the latest in food, nutrition and dietetics research and trends. 



· Thank you again for your support – we greatly appreciate it!





Please enjoy tonight’s reception and I’ll see you all in the morning!

[bookmark: _GoBack]

Donna Martin NTF 2018 reception remarks_v3.docx



Chicago, Illinois 60606-6995

 

312/899-4826

 
www.eatright.org
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27. Re: Nutrition-Focused Physical Examination (NFPE)

From: Donna Martin <DMartin@burke.k12.ga.us>

To: JENNIFER LINTON <eatforhealth@comcast.net>, (LGranich@eatright.org)

<LGranich@eatright.org>

Sent Date: Apr 30, 2018 13:43:11

Subject: Re: Nutrition-Focused Physical Examination (NFPE)

Attachment:

Lori,  Do you mind connecting with Jennifer on the issue of Nutrition Focused Physical

Examination?   Please see her email below as she talks about some concerns she has with what

is going on and not going on with the nutrition focused physical exam.  I think the training we do is

much more advanced than what she received in the past.  Any help you can provide her would be

appreciated.  Thanks! 

 
 

Donna S. Martin, EdS, RDN, LD, SNS, FAND

 

Director, School Nutrition Program

 

Burke County Board of Education

 

789 Burke Veterans Parkway

 

Waynesboro, GA  30830

 

work - 706-554-5393

 

fax - 706-554-5655

 

President of the Academy of Nutrition and Dietetics 2017-2018

 

From: JENNIFER LINTON <eatforhealth@comcast.net>  

Sent: Friday, April 27, 2018 8:35 PM  

To: Donna Martin  

Subject: Nutrition-Focused Physical Examination (NFPE) 

 

Hi Donna,

 

It was a pleasure meeting you today and having the opportunity to speak with you.  I just wanted

to follow-up with an email about NFPE and it's practice in the hospital setting.  The training I

attended a few years ago was provided by Abbott Nutrition and it was a 4-hour session.  The
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training consisted of powerpoint slides with very little hands on experience and the training slides

used were not reflective of the diverse patient population we encounter every day. We are being

trained with very little practical application and what we have learnt is not being used in many

hospitals.  

 
 

The transition from NFPE training to actual practice in the hospital is nonexistent in most cases. 

Patient physical examinations by dietitians is a change in the current hospital culture especially at

local or community hospitals.  The culture in teaching hospitals is unique and an exception as

touching and examining patients by various disciplines is common as part of the teaching

experience.  

 
 

I have worked at three different hospitals since my NFPE training and I have yet to touch a patient.

I was told I could not conduct the NFPE on patients as this needed to be approved by the hospital.

Also, some of my colleagues were not trained on NFPE.   As a preceptor for dietetic interns I was

unable to provide adequate training in this area during their clinical rotation.  We used the NFPE

pocket guide, the review of body systems information provided by the attending physician's notes,

wound care nurse/nursing notes on skin issues along with evaluating parts of the patient's body

we can see without any touching such as the mouth/teeth, lips, clavicle, orbital and hands. There

was no grip strength testing done.

 
 

Education and awareness to the change in the clinical dietitian's patient care practice is needed

for the medical staff as well as patients who are not use to us conducting physical examinations. 

We definitely need a champion in the hospital such as a physician to help us as well as

collaboration with nursing.  Approval could be challenging for dietitians  working for a contract

company versus those who work directly for the hospital.  I have worked in both situations and

was not able to conduct the NFPE on patients because I was told the hospital has to give the

approval.  Unfortunately my clinical nutrition managers had other priorities so no effort was made

to try and push this through which is also part of the problem.  It would be interesting find out just

how many dietitians are actually conducting a full NFPE on patients at their hospitals.  Survey

says...

 
 

So, how do we solve this problem?  Please let me know if you have any questions.  Take care and

have a great weekend!

 
 

Respectfully,
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Jennifer Linton, MS, RDN, LDN
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28. Nutrition-Focused Physical Examination (NFPE)

From: JENNIFER LINTON <eatforhealth@comcast.net>

To: dmartin@burke.k12.ga.us

Sent Date: Apr 27, 2018 20:37:01

Subject: Nutrition-Focused Physical Examination (NFPE)

Attachment:

Hi Donna,

It was a pleasure meeting you today and having the opportunity to speak with you.  I just wanted

to follow-up with an email about NFPE and it's practice in the hospital setting.  The training I

attended a few years ago was provided by Abbott Nutrition and it was a 4-hour session.  The

training consisted of powerpoint slides with very little hands on experience and the training slides

used were not reflective of the diverse patient population we encounter every day. We are being

trained with very little practical application and what we have learnt is not being used in many

hospitals.  
 

The transition from NFPE training to actual practice in the hospital is nonexistent in most cases. 

Patient physical examinations by dietitians is a change in the current hospital culture especially at

local or community hospitals.  The culture in teaching hospitals is unique and an exception as

touching and examining patients by various disciplines is common as part of the teaching

experience.  
 

I have worked at three different hospitals since my NFPE training and I have yet to touch a patient.

I was told I could not conduct the NFPE on patients as this needed to be approved by the hospital.

Also, some of my colleagues were not trained on NFPE.   As a preceptor for dietetic interns I was

unable to provide adequate training in this area during their clinical rotation.  We used the NFPE

pocket guide, the review of body systems information provided by the attending physician's notes,

wound care nurse/nursing notes on skin issues along with evaluating parts of the patient's body

we can see without any touching such as the mouth/teeth, lips, clavicle, orbital and hands. There

was no grip strength testing done.
 

Education and awareness to the change in the clinical dietitian's patient care practice is needed

for the medical staff as well as patients who are not use to us conducting physical examinations. 

We definitely need a champion in the hospital such as a physician to help us as well as

collaboration with nursing.  Approval could be challenging for dietitians  working for a contract

company versus those who work directly for the hospital.  I have worked in both situations and

was not able to conduct the NFPE on patients because I was told the hospital has to give the

approval.  Unfortunately my clinical nutrition managers had other priorities so no effort was made

to try and push this through which is also part of the problem.  It would be interesting find out just

how many dietitians are actually conducting a full NFPE on patients at their hospitals.  Survey

says...
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So, how do we solve this problem?  Please let me know if you have any questions.  Take care and

have a great weekend!
 

Respectfully,
 

Jennifer Linton, MS, RDN, LDN
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29. Re: Handout for DAND

From: Donna Martin <DMartin@burke.k12.ga.us>

To: Donna Trader <djtrader24@gmail.com>

Sent Date: Apr 23, 2018 20:52:04

Subject: Re: Handout for DAND

Attachment: Delaware  Academy Update 2018.pdf

Donna,  Here is the pdf of my presentation.  See you soon.   

 
 

Donna S. Martin, EdS, RDN, LD, SNS, FAND

 

Director, School Nutrition Program

 

Burke County Board of Education

 

789 Burke Veterans Parkway

 

Waynesboro, GA  30830

 

work - 706-554-5393

 

fax - 706-554-5655

 

President of the Academy of Nutrition and Dietetics 2017-2018

 

From: Donna Trader <djtrader24@gmail.com>  

Sent: Monday, April 23, 2018 4:55 PM  

To: Donna Martin  

Subject: Handout for DAND 

 

Hello Ms. Donna - 
 

We are down to the wire!  OMG - I'm losing my mind already. 
 

Did you have a handout along with the power point presentation or did I just miss that when I

typed up my tracking sheet? 
 

See you soon - 
 

Donna 
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Delaware 


Academy of Nutrition and Dietetics 


2018 Update 


 


Donna S. Martin, EdS, RDN, LD, SNS, FAND 
President of the Academy of Nutrition and 


Dietetics 2017-2018 







Today’s Objectives 


 Activities and developments at the Academy 


 Membership: Our best investment 


 Challenges 


 Resources 


 Your stories 


*** Watch This Space for Links! *** 







Collective best thinking 


A compelling vision 


Food and nutrition leaders on a 
global scale 


 


Our New Strategic Plan 


www.eatrightPRO.org/StrategicPlan 







A world where all people thrive through the 
transformative power of food and nutrition 


Academy’s Vision 


www.eatrightPRO.org/StrategicPlan 







Accelerate improvements in global health and 
well-being through food and nutrition 


Academy’s Mission 


www.eatrightPRO.org/StrategicPlan 







• Prevention and Well-being 


• Health Care and Health Systems 


• Food and Nutrition Safety and Security 


Strategic Plan Focus Areas 


www.eatrightPRO.org/StrategicPlan 







7 


New Way to Get Involved 







 MQii: Developed with Avalere, 
with support from Abbott 


 With ASPEN, letter to payers: 
Don’t use low BMI as the only 
diagnostic criteria 


 National Blueprint: Achieving 
Quality Malnutrition Care for 
Older Adults 


Focus on Malnutrition 


mqii.defeatmalnutrition.today/mqii-toolkit.html 







 Engaging 120 hospitals to 
validate Malnutrition Clinical 
Characteristics tool 


 Providing valuable insights on 
RDN staffing 


 Improving patient care and 
outcomes 


 Expanding Medicare Part B 
coverage for MNT for 
malnutrition 


 


Focus on Malnutrition 


www.cmcgc.com/media/handouts/320121/t21_jane_white.pdf 







1:6 Trainer 
to 


participant 
ratio for 


hands-on 
experience 


Demonstrate 
NFPE skills 
with real 
patients 
during 
patient 
rounds 


Ongoing 
support from 


Academy 
trainers 


Peer 
Champion 


Resources to 
train 


colleagues 
at your 
facility 


NFPE Hands-On Training Workshop 


www.eatrightPRO.org/nfpe 







www.eatrightfoundation.org/get-involved/simulation 


School Foodservice Equipment 
Modernization 


 Visited school cafeterias in Fargo, N.D.; Erie, Pa.; San 
Luis Obispo, Calif.; Burke County, Ga.; Glendale Heights, 
Ill.; and Syracuse, N.Y., and met with school staff 
regarding outdated equipment 


 Held Congressional briefing in Washington D.C., to 
address need for improving school nutrition program 
equipment and infrastructure 


 Requested reauthorization and full funding of school 
food modernization equipment 







Learn how eNCPT can impact on your effectiveness: 


https://ncpt.webauthor.com/  


www.ncpro.org 



https://ncpt.webauthor.com/
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Active Member 
dues: $0.64/day 
– much less than 
you probably 
spend on coffee! 







15 www.eatrightPRO.org/toolbox 
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The Power of Together 


 Leadership is a group effort 


 Collaborations and mentoring 


 Strength in numbers is real 


www.eatrightPRO.org/BOD 
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www.eatrightPRO.org/HOD 


Forum for Leadership Development 


House of Delegates 


 Positions and educates 
members 


 Embraces our values 


 Develops progressive culture 


 Reflects our diversity 


 106 delegates, most elected 
by members 


 6 HOD representatives on 
Academy’s Board 







www.eatrightPRO.org/resources/news-center 


Academy Encourages President… 


“See an 
RDN” 







March Is National Nutrition Month 


www.eatrightPRO.org/NNM  www.furtherwithfood.org 


Registered Dietitian Nutritionist Day: 
March 14 







 Practice, Experience, Diabetes, 
pediatRic, Online 


 First pilot in a series of online 
education simulation programs for 
practitioners and interns 


 3-D hospital and conversation 
simulator 


 Complete steps of Nutrition Care 
process for inpatient and follow-up 
outpatient visits 


www.eatrightfoundation.org/get-involved/simulation 


PEDRO: Online Simulation Prototype 
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Patient-Centered Care: Our Role 


www.eatrightPRO.org/resources/payment 







Over the last three years, donors have helped provide 
$3.575 million in scholarships, awards, fellowships and 


research grants to 1,700 students and Academy members 


www.eatrightfoundation.org 


Your Foundation 


Scholarships   Research Grants 


 Public Education       Awards 







  


Did You Know? 


 
The Academy Foundation is proud to have provided $16,000 through 4 


scholarships, awards, research grants and/or Kids Eat Right mini-grants to 


Delaware members and students in your Affiliate since 2012. 


   


Congratulations to the following recipients!  


Sandra Gloss, Shannon Robson, Tracey Sinibaldi, Irene Soucy 


   


We need your help so we can continue to offer these great benefits to your 


members.  Please remember to donate to the Academy Foundation when 


renewing your Academy membership each year or donate today at 


www.eatrightfoundation.org/donate  


  


 


   



http://www.eatrightfoundation.org/donate





Resources you can use: 


 Kids Eat Right and Future of Food Toolkits, Infographics, 
and Webinars 


 Guide for Effective Nutrition Interventions and Education 
(GENIE) 


 Healthy Food Bank Hub 


 RD Parent Empowerment Program 


 Developing and Assessing Nutrition Education Handouts 
(DANEH) 


 Coming soon: 


 Practice Experience, Diabetes, pediatRic Online (PEDRO) 


 Hunger Free Communities Facilitation Guide and Tools 


 
www.eatrightfoundation.org/get-involved/toolkits-webinars 


Your Foundation Empowers You 







Jenica Abram, MPH, RDN 


Funded by ConAgra Foods 


Foundation 


Lauren Au, PhD, RD 


Funded by Academy Foundation  


Ostenso Fund 


Sandra Carpenter, MS, RDN 


Funded by Commission on Dietetic 


Registration 


Lindsey Field, MS, RDN 


Funded by Abbott Nutrition 


Janice Giddens, MS, RDN 


Funded by Academy Foundation  


Research Endowment 


Leigh A. Gantner, PhD, RD 


Funded by Academy Foundation  


Ostenso Fund 


Elizabeth Yakes Jimenez, PhD, RDN 


Funded by General Mills Foundation 


Chris Vogliano, MS, RDN 


Funded by Academy Foundation 


Research Endowment 


Lee Unangst, MS, RDN 


Funded by General Mills 


Foundation 


Alice Figueroa, MPH, RDN 


Funded by Wimpfheimer-Guggenheim 


Fund for International Exchange in 


Nutrition, Dietetics and Management 


Stephen Alajajian, RDN 


Funded by Academy Foundation 


Research Endowment 


Exceptional Fellows 







 Efforts will fund programs and initiatives 
that concentrate on:  


  Prevention and Well-being  


  Health Care and Health Systems 


  Food and Nutrition Security  
 


$3.1 million+ raised to date 
 


Thank you! 
 
  


$5 Million Goal 







Achieving Our Policy Priorities 


Advocacy Focus Areas 


 Prevention and well-being 


 Health care and health 
systems 


 Food and nutrition safety 
and security  


Successful Public Policies 


 Create jobs 


 Improve health of Americans 


 Nutrition in health reform 


 Investment in the future 
through federal and state 
nutrition programs 


www.eatrightPRO.org/advocacy 







www.eatrightPRO.org/ANDPAC 


Clinical Setting 


 Nutrition services 


 Increase access to care 
and coverage 


 Telehealth 


 Prioritize preventive care, 
protect Prevention Fund 


 
 


Community Setting  


 School meals and food 
security (SNAP, WIC) 


 Farm Bill reauthorization  


 Nutrition education 
 


Academy’s Policy Initiatives 
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ANPAC Contributions for Alabama 


ANDPAC 
2017 


ANDPAC 
2016 


ANDPAC 
2015 


 $  357.00   $  299.00   $   230.00  







Licensure Protects the Public 


www.eatrightPRO.org/resources/news-center 







Policy Training and Advocacy 


www.eatrightPRO.org/PPW 


 Advocate for health and profession 


 Become the voice of nutrition that Congress trusts 


 Interactive, educational experience 


 Potential opportunities to obtain internship competencies 


Public Policy Workshop 2018 
will take place immediately after FNCE® 


October 23-24 in Washington, D.C. 







Simon T. Bailey Judy Woodruff 


Great Speakers, CPE and More 


 Attendees receive 
complimentary access to 
session recordings 


 Eligible for CPE credit for  
3 years 


 By listening, earn  
20 –30 CPE hours in addition to 
hours earned at FNCE® 


www.eatrightFNCE.org 







   


 Avoid misinformation 


 Go beyond the 
headlines 


 Be the credible source 
  
 


Socially Engaged, Responsible 











Telling the World Your Story 
Thousands of interviews each year: print, broadcast, electronic 


Add your voice! 


Promote and brand yourself through the media 


Download “Working with the Media” free member handbook  


www.eatrightPRO.org/media  www.eatrightPRO.org/mediahandbook 
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“To the Editor…” 


www.eatrightPRO.org/resources/practice/career-development/marketing-center 







Nutrition and Dietetics SmartBrief 


News That 
Matters to You … 


The leading digital media 
publisher of targeted 
business news and 
information by industry 







…to be an 
Academy 
Member! 


dmartin@burke.k12.ga.us 


An Exciting Time… 





Delaware  Academy Update 2018.pdf



30. Donna - no rush - see request below :) for your Academy Power Point with notes

From: Elaine M Long <elong@boisestate.edu>

To: Donna Martin <DMartin@burke.k12.ga.us>

Cc: Amy Biedenharn <ABiedenharn@eatright.org>, Joan Schwaba

<JSchwaba@eatright.org>

Hidden

recipients:

dmartin@burke.k12.ga.us

Sent Date: Apr 22, 2018 13:04:25

Subject: Donna - no rush - see request below :) for your Academy Power Point with

notes

Attachment: Donna-Martin-Idaho-Academy-Bus-Mtg-Presentation.pdf
Donna-Martin-Idaho-Gen-Sess-Presentation.pdf

Hi Donna 
 

Jill replied to me that she only has the PDF. 
 

I would love to have your "notes" too.  
 

Please send me your Academy Update Power Point with notes 
 

We have plans to share your information throughout the coming year.  We send our President to

local meetings and student functions each year.  Idaho is as you guessed geographically almost

three states!  
 

Thanks again... we appreciate all you did to make your visit to Idaho a success! 
 
 

Elaine   

---------- Forwarded message ----------  

From: Jill R <jilldrice@gmail.com>  

Date: Sat, Apr 21, 2018 at 11:23 PM  

Subject: Re: Thank you from the Idaho Academy of Nutrition and Dietetics  

To: Elaine M Long <elong@boisestate.edu>  

 

 

Here you go... 
 

Donna only shared PDFs of her presentations with me, but you can still pull out individual pages

and share them the same way you would a PP slide. 
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Idaho 


Academy of Nutrition and Dietetics 


2018 Update 


 


Donna S. Martin, EdS, RDN, LD, SNS, FAND 
President of the Academy of Nutrition and 


Dietetics 2017-2018 







Today’s Objectives 


 Activities and developments at the Academy 


 Membership: Our best investment 


 Challenges 


 Resources 


 Your stories 


*** Watch This Space for Links! *** 







Collective best thinking 


A compelling vision 


Food and nutrition leaders on a 
global scale 


 


Our New Strategic Plan 


www.eatrightPRO.org/StrategicPlan 







A world where all people thrive through the 
transformative power of food and nutrition 


Academy’s Vision 


www.eatrightPRO.org/StrategicPlan 







Accelerate improvements in global health and 
well-being through food and nutrition 


Academy’s Mission 


www.eatrightPRO.org/StrategicPlan 







• Prevention and Well-being 


• Health Care and Health Systems 


• Food and Nutrition Safety and Security 


Strategic Plan Focus Areas 


www.eatrightPRO.org/StrategicPlan 







7 


New Way to Get Involved 







 MQii: Developed with Avalere, 
with support from Abbott 


 With ASPEN, letter to payers: 
Don’t use low BMI as the only 
diagnostic criteria 


 National Blueprint: Achieving 
Quality Malnutrition Care for 
Older Adults 


Focus on Malnutrition 


mqii.defeatmalnutrition.today/mqii-toolkit.html 







 Engaging 120 hospitals to 
validate Malnutrition Clinical 
Characteristics tool 


 Providing valuable insights on 
RDN staffing 


 Improving patient care and 
outcomes 


 Expanding Medicare Part B 
coverage for MNT for 
malnutrition 


 


Focus on Malnutrition 


www.cmcgc.com/media/handouts/320121/t21_jane_white.pdf 







1:6 Trainer 
to 


participant 
ratio for 


hands-on 
experience 


Demonstrate 
NFPE skills 
with real 
patients 
during 
patient 
rounds 


Ongoing 
support from 


Academy 
trainers 


Peer 
Champion 


Resources to 
train 


colleagues 
at your 
facility 


NFPE Hands-On Training Workshop 


www.eatrightPRO.org/nfpe 







www.eatrightfoundation.org/get-involved/simulation 


School Foodservice Equipment 
Modernization 


 Visited school cafeterias in Fargo, N.D.; Erie, Pa.; San 
Luis Obispo, Calif.; Burke County, Ga.; Glendale Heights, 
Ill.; and Syracuse, N.Y., and met with school staff 
regarding outdated equipment 


 Held Congressional briefing in Washington D.C., to 
address need for improving school nutrition program 
equipment and infrastructure 


 Requested reauthorization and full funding of school 
food modernization equipment 







Learn how eNCPT can impact on your effectiveness: 


https://ncpt.webauthor.com/  


www.ncpro.org 



https://ncpt.webauthor.com/









14 


Active Member 
dues: $0.75/day 
– much less than 
you probably 
spend on coffee! 







15 www.eatrightPRO.org/toolbox 
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The Power of Together 


 Leadership is a group effort 


 Collaborations and mentoring 


 Strength in numbers is real 


www.eatrightPRO.org/BOD 
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www.eatrightPRO.org/HOD 


Forum for Leadership Development 


House of Delegates 


 Positions and educates 
members 


 Embraces our values 


 Develops progressive culture 


 Reflects our diversity 


 106 delegates, most elected 
by members 


 6 HOD representatives on 
Academy’s Board 







www.eatrightPRO.org/resources/news-center 


Academy Encourages President… 


“See an 
RDN” 







March Is National Nutrition Month 


www.eatrightPRO.org/NNM  www.furtherwithfood.org 


Registered Dietitian Nutritionist Day: 
March 14 







 Practice, Experience, Diabetes, 
pediatRic, Online 


 First pilot in a series of online 
education simulation programs for 
practitioners and interns 


 3-D hospital and conversation 
simulator 


 Complete steps of Nutrition Care 
process for inpatient and follow-up 
outpatient visits 


www.eatrightfoundation.org/get-involved/simulation 


PEDRO: Online Simulation Prototype 
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Patient-Centered Care: Our Role 


www.eatrightPRO.org/resources/payment 







Over the last three years, donors have helped provide 
$3.575 million in scholarships, awards, fellowships and 


research grants to 1,700 students and Academy members 


www.eatrightfoundation.org 


Your Foundation 


Scholarships   Research Grants 


 Public Education       Awards 







 Did you know? 
The Academy Foundation is proud to have provided $12,650 through 8 


scholarships, awards, research grants and/or Kids Eat Right mini-


grants to Idaho members and students in your  


Affiliate since 2012. 


   


Congratulations to the following recipients!  


  


Natalie Colla, Jennie Davis, Tennille Houston, Alyssa Lynott, Lori 


Nelson, Kylie Peterson, Jenifer Reader, Marissa Rudley, Becky 


Woodhouse, Kimberly Young 


  
  


 


   







Resources you can use: 


 Kids Eat Right and Future of Food Toolkits, Infographics, 
and Webinars 


 Guide for Effective Nutrition Interventions and Education 
(GENIE) 


 Healthy Food Bank Hub 


 RD Parent Empowerment Program 


 Developing and Assessing Nutrition Education Handouts 
(DANEH) 


 Coming soon: 


 Practice Experience, Diabetes, pediatRic Online (PEDRO) 


 Hunger Free Communities Facilitation Guide and Tools 


 
www.eatrightfoundation.org/get-involved/toolkits-webinars 


Your Foundation Empowers You 







Jenica Abram, MPH, RDN 


Funded by ConAgra Foods 


Foundation 


Lauren Au, PhD, RD 


Funded by Academy Foundation  


Ostenso Fund 


Sandra Carpenter, MS, RDN 


Funded by Commission on Dietetic 


Registration 


Lindsey Field, MS, RDN 


Funded by Abbott Nutrition 


Janice Giddens, MS, RDN 


Funded by Academy Foundation  


Research Endowment 


Leigh A. Gantner, PhD, RD 


Funded by Academy Foundation  


Ostenso Fund 


Elizabeth Yakes Jimenez, PhD, RDN 


Funded by General Mills Foundation 


Chris Vogliano, MS, RDN 


Funded by Academy Foundation 


Research Endowment 


Lee Unangst, MS, RDN 


Funded by General Mills 


Foundation 


Alice Figueroa, MPH, RDN 


Funded by Wimpfheimer-Guggenheim 


Fund for International Exchange in 


Nutrition, Dietetics and Management 


Stephen Alajajian, RDN 


Funded by Academy Foundation 


Research Endowment 


Exceptional Fellows 







 Efforts will fund programs and initiatives 
that concentrate on:  


  Prevention and Well-being  


  Health Care and Health Systems 


  Food and Nutrition Security  
 


$3.1 million+ raised to date 
 


Thank you! 
 
  


$5 Million Goal 







Achieving Our Policy Priorities 


Advocacy Focus Areas 


 Prevention and well-being 


 Health care and health 
systems 


 Food and nutrition safety 
and security  


Successful Public Policies 


 Create jobs 


 Improve health of Americans 


 Nutrition in health reform 


 Investment in the future 
through federal and state 
nutrition programs 


www.eatrightPRO.org/advocacy 







www.eatrightPRO.org/ANDPAC 


Clinical Setting 


 Nutrition services 


 Increase access to care 
and coverage 


 Telehealth 


 Prioritize preventive care, 
protect Prevention Fund 


 
 


Community Setting  


 School meals and food 
security (SNAP, WIC) 


 Farm Bill reauthorization  


 Nutrition education 
 


Academy’s Policy Initiatives 
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ANPAC Contributions for Idaho 
Action Alerts for Idaho 


ANDPAC 2017 ANDPAC 2016 ANDPAC 2015 


 $   367.00   $    533.00   $   576.00  


ANDPAC % FY2016 ANDPAC % FY2017 


3.90% 3.90% 


Action Alert % FY2016 Action Alert % FY2017 


6.20% 8.40% 







Licensure Protects the Public 


www.eatrightPRO.org/resources/news-center 







Policy Training and Advocacy 


www.eatrightPRO.org/PPW 


 Advocate for health and profession 


 Become the voice of nutrition that Congress trusts 


 Interactive, educational experience 


 Potential opportunities to obtain internship competencies 


Public Policy Workshop 2018 
will take place immediately after FNCE® 


October 23-24 in Washington, D.C. 







Simon T. Bailey Judy Woodruff 


Great Speakers, CPE and More 


 Attendees receive 
complimentary access to 
session recordings 


 Eligible for CPE credit for  
3 years 


 By listening, earn  
20 –30 CPE hours in addition to 
hours earned at FNCE® 


www.eatrightFNCE.org 







   


 Avoid misinformation 


 Go beyond the 
headlines 


 Be the credible source 
  
 


Socially Engaged, Responsible 











Telling the World Your Story 
Thousands of interviews each year: print, broadcast, electronic 


Add your voice! 


Promote and brand yourself through the media 


Download “Working with the Media” free member handbook  


www.eatrightPRO.org/media  www.eatrightPRO.org/mediahandbook 
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“To the Editor…” 


www.eatrightPRO.org/resources/practice/career-development/marketing-center 







Nutrition and Dietetics SmartBrief 


News That 
Matters to You … 


The leading digital media 
publisher of targeted 
business news and 
information by industry 







…to be an 
Academy 
Member! 


dmartin@burke.k12.ga.us 


An Exciting Time… 





Donna-Martin-Idaho-Academy-Bus-Mtg-Presentation.pdf




Donna S. Martin, EdS, RD, LD, SNS, FAND 
President 2017-2018 


Academy of Nutrition and Dietetics 
 


Director, School Nutrition Program 
Burke County Board of Education 


 
dmartin@burke.k12.ga.us 


Idaho Academy of Nutrition and Dietetics 
Networking: The Key to Your Success 







Today’s Objectives 


 An interactive, dynamic session 


 Why is networking important? 


 Identify ways of succinctly describing yourself and your 
career goals succinctly 


 Recognize and take advantage of a networking 
opportunity when it arises 


 Develop networking skills 


 Increase awareness of networking resources 
 







Networking Is… 


 Using the personal 
relationships 
people have with 
one another to 
increase your 
exposure to 
information and 
opportunity 


 







Professional Networking 


 Networking is establishing and maintaining informal 
relationships with people whose acquaintance or 
friendship could bring advantages such as job or business 
opportunities 
 


 In its simplest form, networking is talking to people, 
becoming acquainted or friendly with them, building 
relationships by getting to know more about them  


 







Benefits of a Strong Network 
 Access to new job opportunities 


 50%-80% of all available jobs are never advertised 


 70% of job vacancies filled by recommendation or referral 


 Access to important information 


 Industry trends or inside news 


 Good advice 


 Access to potential clients 


 Access to employees 


 It can be very difficult to hire qualified technical people 


 Companies that can hire “better” people are more successful 


 Access to important/influential people 


 Keep your contacts informed: Your first job won’t be your last 
(long-term process) 


 The wider your network, more likely you are to find the right connections 


“No man is an island” 







How I got my first job 
in School Nutrition! 







Build a Professional Network 
 Maintain relationships with those you know 


 Keep track of the people you know 


 Address book, email addresses, online networking contacts 


 Keep some notes on the people you know (you will forget!) 


 Keep in touch with the people you already know 


 Email, Facebook, Instagram, Christmas cards 


 Send updates on changes in your profession (new job, etc.) 


 Develop new relationships 


 Go out of your way to meet new people (even if it is hard) 


 Participate in the “social” aspect of technical workshops 


 Follow-up with those you meet 


 Quick, simple email 


 Thank you, it was nice to meet you, etc. 







Who to Include in Your Network? 


 People you met in school 


 Your classmates 


 Faculty/staff 


 People you meet at work 


 Boss 


 Management 


 Colleagues 


 Salespeople 


 Competitors 


 Workshop attendees, speakers/presenters, experts 


 DPG/Affiliate members 


 Neighbors and friends outside of your professional activities 
 







Reciprocity in Professional Relationships 


 You provide something of value to your relationship 


 You gain something of value in your relationship 


 One way professional relationships do not last:  
You consistently take more than you give 


 Go out of your way to help those in your network 


 Provide recommendations, job advice 


 Introduce relationships to others 
 







Question 1 


 Give an example of someone who 
helped you through networking: 
get a job, a scholarship, an 
award, clients… or solve a 
problem 







Question 2 


 Share an example of how you 
helped someone get a job, win an 
award, get more clients, etc.   







When Networking, Do Not… 


 …Burn bridges 


 Avoid bad relationships at all costs 


 The professional world is much smaller than you think 


 Use tact and diplomacy when leaving a job or addressing 
difficult circumstances 


 …Exploit your network 


 Multi-level marketing (“network” marketing) 


 …Be fake or insincere 


 …“Take” more than you “Give” 


 …Damage your network with poor online presence 


 Inappropriate posts/images/comments 
 







Networking Tools 
Business cards 


 Easy, convenient way to share contact information 


physically 


 A bit old-school, but still very useful 


 Bring a stack of cards when you travel 


Online networking 


 LinkedIn: Business-oriented social networking site 


 Create an account and start adding “connections” 


 Facebook/Instagram, social network sites 


 Less useful for professional networking but is used by 


professionals for “background checks” 


 Keep your social networking professional or private 







What Happens When I Google You? 


 First impressions count… even online! 


 45% of employers use social networks to screen job candidates 


 35% of employers did not offer a job based on a candidate’s 
content uncovered on a social networking site 


 Facebook, LinkedIn and Instagram are targets 


 Provocative photos/references to drinking and drug use are cited by 
employers as red flags 


 Badmouthing previous employers/colleagues and poor online 
communication skills are also problem 


 







Benefits of Volunteering 
 Helps you find job opportunities 


 Helps pay your way to national meetings 


 Gives you more knowledge 


 Site visiting 


 Television program 


 Council on Education: Chair, Division of Standards 


 Taught me how to run a meeting 


 Learn from various leadership styles 


 Opens doors 


 Networking 


 By volunteering I knew people in School Nutrition that I could call on to help 


me when I interviewed for the School Nutrition job and when I took the job 


 SNS DPG Practice Group: working with School Nutrition Directors all over the 


country 


 Growth: Don’t be afraid to grow and stretch your skills 


 


 


 







 Join… 
 


 Academy of Nutrition and Dietetics  


 Your State Affiliate 


 Your local or regional Affiliate 


 At least one Dietetic Practice Group 


 Consider Member Interest Groups 


 Get involved 


 I became an officer at the local level 


 I moved up to state, then national levels   


 


 







What Else Did I Do to Network? 


 Accept appointments 


 Serve as a preceptor 


 Serve on task forces or committees within 
your organization 


 Volunteered in community activities 
 







Networking through Speaking 


 The value of sharing your knowledge with 
others 


 I speak at… 


 State and national meetings 


 School Nutrition Directors Conference 


 Child and Adolescent Weight 
Management programs 


 Garden/civic clubs and other local 
organizations who request nutrition 
talks 


 


 







Embrace Media 
Professional opportunities 


 Do television interviews 


 Do newspaper interviews 


 Blog on the internet 
 


 







Question 3 


 What is the best advise  
anyone ever gave you that 
really helped you advance your 
career? 







Question 4 


 What is the best advise you 
give to people starting out in 
dietetics? 







Academy Resources 


22 www.eatrightpro.org/membership 







Social Networking 


23 www.eatrightpro.org/membership 
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On Sat, Apr 21, 2018 at 11:19 AM, Elaine M Long <elong@boisestate.edu> wrote:  

Hi 
 

Good morning from Idaho.  Spring has finally arrived.  
 

Our annual meeting was a great success and we have many to thank. 
 

I know our members, students, interns, and exhibitors enjoyed having Dr. Martin attend and

speak.  Bringing the Academy President was truly the candle on our birthday cake!  
 

Dr. Martin - you made a lasting impression on all our members (young, old and in between) during

your visit and with your two presentations.  
 

We appreciate your warmth and enthusiasm for the profession.  
 

Sharing the value of Academy membership emphasized what say so often -"we are better

together" and "make new friends and keep the old." 
 

We also appreciated the "Idaho" specific data included in Dr. Marin's Academy Update

presentation (voting percentages, Foundation dollars that come back to Idaho with member

names!, Grassroots Action Alerts participation, and more).  These are all things that are important

to us.  The Public Policy Team especially appreciated the plug for Action Alerts and also the

emphasis on the importance of public policy to the profession.  
 

As Dr. Martin suggested our Meeting Planner, Jill Rice, is going to send me a copy of Dr. Martin's

Academy Update PowerPoint (with notes).  We will use this information throughout the year on our

website, blog and Face Book page.  We will also share with our Board members who were unable

to attend.  We have local liaisons throughout our state and there is information in the Power Point

that can be shared at the local level as well.  Would it be okay for this Power Point to be used at a

local meeting?  
 

We appreciate the financial support (affiliate grant) and are glad that the Academy will continue to

support bringing Academy Board members to Affiliate Meetings.  
 

Thank you,  
 

Elaine  
 
 

Elaine M. Long, PhD, RDN, LD, FAND 

Executive Director Idaho Academy of Nutrition and Dietetics  

Fellow of the Academy of Nutrition and Dietetics   

Professor Emeritus, Boise State University   
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elong@boisestate.edu

208 386 9338  

 

 

 
 
 
 

--  
 

Jill D. Rice  

Meeting Planner 

208.284.2673 
jilldrice@gmail.com
 
 
 
--  
 

Elaine M. Long, PhD, RDN, LD, FAND 

Executive Director Idaho Academy of Nutrition and Dietetics  

Fellow of the Academy of Nutrition and Dietetics   

Professor Emeritus, Boise State University   
elong@boisestate.edu

208 386 9338  
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31. DHCC E-Update April 2018

From: Dietetics in Health Care Communities <dhccdpg@mchsi.com>

To: Donna <DMartin@Burke.k12.ga.us>

Hidden

recipients:

dmartin@burke.k12.ga.us

Sent Date: Apr 02, 2018 12:30:54

Subject: DHCC E-Update April 2018

Attachment:

DHCC E-Update April 2018 What is happening in April? April 2018 DHCC News View this email in

your browser 

DHCC Awards 

Need CPEUs? 

Webinars 

Volunteers needed 

Connections newsletter 

Academy Papers 

ACEND Update 

Welcome to April! We hope you enjoy the following monthly DHCC email and, as always,

we welcome communication from you. The Executive Committee emails are located in the

“Resources” area on the website at dhccdpg.org. 

 

DHCC Awards  

Do you know a DHCC member you would like to nominate for an Annual DHCC award? Learn

more about the awards here and please reach out to us with questions.  

http://www.dhccdpg.org/about-dhcc/awards/. Awards include the Abbott Leadership Award,

Distinguished DHCC Member, and “Up &Coming” DHCC Member. You may self-nominate or

nominate a colleague. Applications are due June 1.  

 

Also, be sure to see the Gaynold Jensen Stipend available for DHCC Members. CLICK HERE 

 

Need CPEU’s? 

Are you looking for evidence-based, practice-related publications? Need CPEU’s? DHCC

publications such as the Pocket Resource for Nutrition Assessment provides 5 CPEU’s .

Nutrition Care of the Older Adult also offers 5 CPEUs . (See page xiii in the book)  

Go to the DHCC online store tab to review and order these materials and others at

http://www.dhccdpg.org/store/products/   

  

WEBINARS 

 Nutrition/Dietetic Current and Emerging Ethical Dilemmas, Thursday May 3, 2:00 pm CENTRAL. 

DHCC Members no charge; Non-Members $30.00.  1 Hour CPEU.  
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Presenter: Julie O’Sullivan-Maillet, PhD, RDN  

  

The objectives: 

  

The audience will be able to describe the feeding dilemmas from a nutritional perspective taking in

practical situations including physiology, religious, culture and educational issues regarding the

whole patient and family.  

  

The audience will discuss actual cases to experience the complexity of individual cases.  

  

The audience will be able to briefly state emerging issues including physician assisted death

(PAD)/death with dignity, status of PAD in long-term care, and pro’s and con’s of right-to-die.  

  

The session will be an interactive discussion on feeding, including two cases, and brief reading

and comments on emerging issues. 

 

To sign up for this webinar, click below

 

There are also archived webinars available free of charge for DHCC members at

http://www.dhccdpg.org/store/products/webinars/archived/ 

 

An Interdisciplinary Approach to Diabetes Care presented by Abbott Nutrition Health Institute

(ANHI) was given on March 28-30. This webinar was recorded for future viewing. CLICK HERE 

for full information  

  

Volunteers needed for 2018-19 committees 

DHCC is looking for volunteers to share their skills for our 2018-19 Committees. If you are

interested, please contact: Mary Rybicki, Chair at mrybickird@gmail.com or Cindy Wolfram, Chair-

Elect at cwolframrdld@att.net. Committee involvement opportunities include: Website and

Nutrition Resource Library, Sponsorship and Marketing, Educational Conference Planning, and

Newsletter Contributors.  

  

Winter Connections Newsletter now available! 

The Winter CONNECTIONS quarterly newsletter was sent via email on March 1 – if you missed

the email, you can find it posted at http://www.dhccdpg.org/pro-resources/newsletter/ 

Topics include Oral Feeding and Advanced Dementia, CMS compliant Nutrition Assessment, and

the Malnutrition Quality Improvement Initiative (MQii).  

 

Academy Papers: NEW Practice Paper Published-March 2018 

The NEW Academy Practice Paper “Nutrition Intervention and Human Immunodeficiency Virus

Infection” was published in the March 2018 Journal of the Academy of Nutrition and Dietetics.  
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You can access this paper on the Academy website at:    

https://www.eatrightpro.org/practice/position-and-practice-papers/practice-papers/practice-paper-

nutrition-intervention-and-human-immunodeficiency-virus-infection    

 

You can access the Academy position and practice paper web site at:  

http://www.eatright.org/positions/ 

  

ACEND Update 

A copy of the March Standards Update is posted on the ACEND webpage: Monthly Standards

Update   In this issue there is an overview of the Future Education Model Demonstration Program

Application Process.  There is also a call for applications for the second cohort of demonstration

programs.  

  

The ACEND Board has updated the 2017 Accreditation Standards; those changes will become

effective July 1, 2018.  Among the changes is the requirement that ACEND-required objectives

(Standard 3, Required Element 3.3) must be written verbatim and be evaluated annually using an

average of data from the previous three years. The revised standards are available at

www.eatrightpro.org/2017Standards. 

 

Copyright © 2018 Dietetics in Health Care Communities, All rights reserved. 

You are receiving this email as you are a member of DHCC DPG.  

 

Our mailing address is: 

Dietetics in Health Care Communities 

2219 Cardinal DR 

Waterloo, IA 50701 
 
Add us to your address book
 
 
unsubscribe from this list    update subscription preferences   
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32. AIND Members - Daily Digest

From: NoReply@Webauthor.com

To: DMartin@Burke.k12.ga.us

Hidden

recipients:

dmartin@burke.k12.ga.us

Sent Date: Apr 02, 2018 07:06:15

Subject: AIND Members - Daily Digest

Attachment:

Mail AIND Members: Daily Digest View Community  Message Board 
View Posts 

Shoutout Sunday!  

Meet AIND’s Invaluable Member-Jyoti Benjamin MS, RD, CSO, CD, FAND  

 

“I have a Master’s degree from Punjab Agricultural University Ludhiana, have competed my DPD

program from Seattle Pacific University and an internship from University of Maryland Medical

center, Baltimore.  

 

I have been an Oncology RDN at Virginia mason Medical center in Seattle for the past 10 years

and I moved to the Northwest from New Zealand, besides working for patients with head/neck

cancer and esophageal cancer; I have consistently provided support in the clinics at MD request

when needed.  

 

Virginia Mason has no active RDN in the Cancer center to meet patient needs and address

Malnutrition, I/Jyoti started education classes for patients and Care giver in coordination with the

cancer center social work team, where there has been an overwhelming response from patients

and families alike, all this was done in addition to Jyoti’s other daily responsibilities as an inpatient

RDN.  

These varied contributions also lead Jyoti to a new role as the Certified Nutrition Specialist in

Oncology for the Virginia Mason Medical Center Cancer Institute’s recently established Pancreatic

Cancer Nutrition Program. In this capacity she/I defines best nutritional practice, helps develop

and implement key projects to demonstrate nutritional impact of pancreatic cancer therapies then

assists with analysis and communication of results. Stated goals of the program are to improve an

individual’s quality of life by supporting stable weight, preserving muscle mass and helping to

avoid treatment side effects.  

 

An active member of the Academy of Nutrition &Dietetics Oncology Nutrition Dietetic Practice

Group, were I am the current secretary, I have also contributed to Eating Well When Unwell

information posts on the ON DPG website.  

 

I have been a recipient of an education grant from ON DPG and the Abbott Nutrition Alliance
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Award from the Academy, also a Fellow of the Academy.”  

 

Jyoti AIND is very proud of you and wish you continued success.  

Sangeeta Shrivastava 

Please note that you must login to the portal in order to reply and/or to view any attachments to

any of these messages. Your notifications are set to Daily Digest, if you would like to receive these

notices in real-time, log into the portal and update your preferences under My Profile. 
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33. [MACRO WARNING] Academy nominations for CMS Clinical Care Subcommittees

From: Marsha Schofield <mschofield@eatright.org>

To: DMartin@Burke.k12.ga.us <DMartin@Burke.k12.ga.us>

Cc: Patricia Babjak <PBABJAK@eatright.org>

Hidden

recipients:

dmartin@burke.k12.ga.us

Sent Date: Mar 19, 2018 16:49:41

Subject: [MACRO WARNING] Academy nominations for CMS Clinical Care

Subcommittees

Attachment: image001.jpg
Call-nominations CMS Clinical Subcommittees 2018.pdf
Pavlinac Jessie CV March 2018.docx
AC Voss CV February 2018.doc
Carol Rees Parrish CV  Jan 2018.doc

Hi Donna,

 

 

Last year we had the opportunity to nominate Academy members to serve on several clinical

subcommittees being formed to develop episode-based cost measures suitable for potential use in

Medicare’s new Quality Payment Program. The role of the each subcommittee was to work with

other stakeholders and experts to provide direction and thoughtful input to help the Center for

Medicare and Medicaid Services (CMS) develop episode-based cost measures, which are a

requirement of the Medicare Access and CHIP Reauthorization Act of 2015 (MACRA).  We were

successful in that both of our nominees were selected to serve. 

 

CMS has now announced a second wave of clinical subcommittees and we’d like to nominate the

following Academy members who were recommended either by members of the E-team or

relevant DPGs:

 

1.      Renal Disease Management:  Jessie Pavlinac, MS, RD, CSR, LD

 

2.      Oncologic Disease Management: Anne Voss, PhD, RDN, LD

 

3.      GI Disease Management: Medical and Surgical:  Carol Rees Parrish, MS, RD

 

 

We feel all of these individuals possess the requisite knowledge, experience and credentials to be

viable nominees. We recognize these processes are quite competitive and, even if these

individuals are not selected, feel it is critically important to take advantage of this opportunity to

provide visibility for our profession and the vital role we play in patient care. 
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CALL FOR WAVE 2 OF CLINICAL SUBCOMMITTEE NOMINATIONS 


WEB POSTING (PDF)  


Project Title: 


MACRA Episode-Based Cost Measures   


Dates: 


The nomination period for ten Clinical Subcommittees opens on February 6, 2018, and 


closes on March 20, 2018 at midnight ET. To be considered for the first in-person meeting, 


please submit all nomination materials before the closing date. We will, however, continue to 


accept nominations on a continuous basis after this date; nominees who submit their information 


after this date will enter a standing pool of nominees who may be selected for participation in 


condition- or procedure-specific workgroups convened within each Subcommittee.  


Project Overview: 


The Centers for Medicare & Medicaid Services (CMS) has contracted with Acumen, 


LLC to develop care episode and patient condition groups for use in cost measures to meet the 


requirements of the Medicare Access and CHIP Reauthorization Act of 2015 (MACRA). The 


contract name is “MACRA Episode Groups and Cost Measures.” The contract number is 


HHSM-500-2013-13002I, Task Order HHSM-500-T00002. As part of its measure development 


process, CMS asks contractors to convene groups of stakeholders and experts who contribute 


direction and thoughtful input to the measure developer during cost measure development and 


maintenance. 


Project Objectives: 


The project’s overall objective is to develop episode-based cost measures suitable for 


potential use in the Quality Payment Program. In Wave 2, Acumen will reconvene six of the 


original seven Clinical Subcommittees that participated in Wave 1 in 2017 (excluding 


Ophthalmologic Disease Management) as well as four new Subcommittees to contribute to 


the development of episode-based cost measures: Musculoskeletal Disease Management - Spine; 


Oncologic Disease Management - Medical, Radiation, and Surgical; Renal Disease Management; 


and Urologic Disease Management.  


The process for Clinical Subcommittee (CS) member involvement in measure 


development has been updated for Wave 2 based on the feedback we received from 


Subcommittee members during Wave 1 on Subcommittee size and composition. Accordingly, all 


members who submit their nomination materials by the deadline and who are accepted will 


attend the first in-person meeting and will be added to the Clinical Subcommittee. 
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 The Clinical Subcommittee is a large body of clinicians that will meet during an in-person 


meeting in Washington, D.C. to: (i) select which episode-based cost measure to develop, and 


(ii) discuss the desired composition of the workgroup that will build out the selected measure.  


 The exact dates for each Clinical Subcommittee in-person meeting are as follows: 


o Wednesday, April 11, 2018:  


 Gastrointestinal Disease Management - Medical and Surgical 


o Thursday, April 12, 2018:  


 Pulmonary Disease Management 


 Renal Disease Management 


o Friday, April 13, 2018:  


 Oncologic Disease Management - Medical, Radiation, and Surgical 


o Tuesday, April 17, 2018:  


 Neuropsychiatric Disease Management 


o Wednesday, April 18, 2018:  


 Musculoskeletal Disease Management - Spine 


 Musculoskeletal Disease Management - Non-Spine 


o Thursday, April 19, 2018:  


 Peripheral Vascular Disease Management 


 Cardiovascular Disease Management 


o Friday, April 20, 2018:  


 Urologic Disease Management 


 The Subcommittee may reconvene in future waves of measure development to provide input 


for additional cost measures within the Subcommittee’s clinical area.  


Once each Subcommittee selects which measure to develop, we will then create a smaller 


measure-specific workgroup within each Clinical Subcommittee.  


 The workgroups will include 5-10 members (with a maximum of 15) whose specialty, 


expertise, or experience is aligned with the scope of the selected episode-based cost measure 


and the workgroup composition criteria discussed by the standing Subcommittee during the 


first in-person meeting.  


 The workgroups will be formed after the Clinical Subcommittee’s in-person meeting from 


within the membership of the Clinical Subcommittee at large as well as the standing pool of 


nominees where necessary.  


 Workgroup members will be expected to attend an additional in-person meeting in June 2018 


(exact dates to be determined).  
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Figure 1. High-Level Timeline for Wave 2 CS Involvement  


 


For additional information about the Wave 2 Clinical Subcommittee nomination period, please 


reference the Frequently Asked Questions (FAQs) document for Wave 2 of Cost Measure 


Development, which is available for download within the “MACRA Episode-Based Cost 


Measures-Call for Clinical Subcommittee” ZIP file available within the Downloads section at the 


bottom of this CMS webpage (or click here to directly download this ZIP file). 


Project Background: 


The Clinical Subcommittees that will be convened through this Call for Nominations 


build off of work from two previous groups of clinical stakeholders that have provided input for 


this project: (i) the May 2017 – January 2018 Clinical Subcommittees, and (ii) the August – 


September 2016 Clinical Committee.  


During Wave 1 of measure development between May 2017 and January 2018, Acumen 


convened seven different Clinical Subcommittees (Cardiovascular Disease Management, 


Gastrointestinal Disease Management – Medical and Surgical, Musculoskeletal Disease 


Management – Non-Spine, Ophthalmologic Disease Management, Peripheral Vascular Disease 


Management, Pulmonary Disease Management, and Neuropsychiatric Disease Management) that 


were comprised of almost 150 clinicians affiliated with nearly 100 specialty societies. 


These Clinical Subcommittees developed eight episode-based cost measures in Wave 1 


(Elective Outpatient Percutaneous Coronary Intervention (PCI), Knee Arthroplasty, 


Revascularization for Lower Extremity Chronic Critical Limb Ischemia, Routine Cataract 


Removal with Intraocular Lens (IOL) Implantation, Screening/Surveillance Colonoscopy, 


Intracranial Hemorrhage or Cerebral Infarction, Simple Pneumonia with Hospitalization, and ST-


Elevation Myocardial Infarction (STEMI) with Percutaneous Coronary Intervention (PCI)).1 


                                                           
1 For more information on the eight Wave 1 measures, please see the following materials: 


https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/Value-Based-


Programs/MACRA-MIPS-and-APMs/Episode-based-cost-measures-field-test-zip-files.zip  



https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/MMS/TEP-Currently-Accepting-Nominations.html

https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/MMS/Downloads/MACRA-Episode-Based-Cost-Measures-Call-for-Clinical-Subcommittee-.zip

https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/Value-Based-Programs/MACRA-MIPS-and-APMs/Episode-based-cost-measures-field-test-zip-files.zip

https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/Value-Based-Programs/MACRA-MIPS-and-APMs/Episode-based-cost-measures-field-test-zip-files.zip





4 


 


List of Subcommittees Participating in Wave 2:  


The list below presents the Subcommittees that we are recruiting for through this Call for 


Nominations. Below each Subcommittee, we list the procedural and acute inpatient medical 


condition episode groups in that Subcommittee’s clinical area that have been previously 


recommended for development by clinical stakeholders. However, this list is not limiting; the 


Subcommittee may recommend additional episode groups. 


1. Cardiovascular Disease Management Clinical Subcommittee 


a. This Subcommittee may contribute to the development of one or more of the 


following episode groups: Acute Myocardial Infarction, Expired; Aortic Valve 


Procedure; Cardiac Arrhythmia & Conduction Disorders; Chest Pain; Coronary 


Artery Bypass Graft (CABG); Coronary Thrombectomy; Heart Failure & Shock; 


Implantable Cardiac Defibrillator (ICD) Implantation; Left Heart Catheterization; 


Mitral Valve Procedure; Pacemaker Implantation; Right Heart Catheterization; 


Supraventricular Tachycardia (SVT) Ablation; Syncope & Collapse; Thoracic 


Aortic Aneurysm Repair; Ventricular Tachycardia (VT) Ablation 


2. Gastrointestinal Disease Management - Medical and Surgical Clinical 


Subcommittee 


a. This Subcommittee may contribute to the development of one or more of the 


following episode groups: Cirrhosis & Alcoholic Hepatitis; Diagnostic 


Colonoscopy; Disorders Of The Biliary Tract; Esophagitis, Gastroent & Misc 


Digest Disorders; G.I. Hemorrhage; G.I. Obstruction; Hernia Repair (Femoral Or 


Inguinal); Hernia Repair (Incisional Or Ventral); Hiatal Hernia Repair; Major 


Gastrointestinal Disorders & Peritoneal Infections 


3. Musculoskeletal Disease Management - Non-Spine Clinical Subcommittee 


a. This Subcommittee may contribute to the development of one or more of the 


following episode groups: Ankle Fracture (No Dislocation); Bunionectomy; 


Femur Fracture Repair; Foot Fracture Or Dislocation; Fractures Of Hip & Pelvis; 


Hand Fracture Or Dislocation; Hip Arthroplasty; Humerus Fracture Repair; Knee 


Ligament Repair/Reconstruction; Meniscus Repair; Pelvic Fracture 


Repair/Treatment; Repair Of Arm Muscle Tendons (Not Including Rotator Cuff); 


Repair Of Foot Tendon/Ligament; Repair Of Hand Tendon/Ligament; Rotator 


Cuff Repair; Tibia Or Fibula Fracture Repair / Treatment; Toe Repair; Treatment 


of Hip Fracture/Dislocation; Treatment Of Shoulder Joint Or Clavicle 


Fracture/Dislocation; Wrist Fracture Treatment / Repair 


4. Musculoskeletal Disease Management - Spine Clinical Subcommittee 


a. This Subcommittee may contribute to the development of one or more of the 


following episode groups: Axial Decompression (Including Laminectomy); 


Spinal Fusion; Treatment of Spinal Fracture or Deformity 
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5. Neuropsychiatric Disease Management Clinical Subcommittee 


a. This Subcommittee may contribute to the development of one or more of the 


following episode groups: Acute Ischemic Stroke W Use Of Thrombolytic Agent; 


Poisoning & Toxic Effects Of Drugs; Psychoses; Seizures; Transient Ischemia 


6. Oncologic Disease Management - Medical, Radiation, and Surgical Clinical 


Subcommittee 


a. This Subcommittee may contribute to the development of one or more of the 


following episode groups: Melanoma Resection; Lumpectomy or Partial 


Mastectomy; Simple or Modified Radical Mastectomy; Subcutaneous 


Mastectomy; Colonic Resection; Pancreatic Resection Excluding Pancreatic 


Cancer; Rectal Resection; Surgical Procedure for Gall Bladder Disease 


7. Peripheral Vascular Disease Management Clinical Subcommittee 


a. This Subcommittee may contribute to the development of one or more of the 


following episode groups: Abdominal Aortic Aneurysm Repair; Dialysis Access; 


Inferior Vena Cava Filter Placement; Procedure for Carotid Stenosis 


8. Pulmonary Disease Management Clinical Subcommittee 


a. This Subcommittee may contribute to the development of one or more of the 


following episode groups: Allergic Reactions; Bronchitis & Asthma; Chronic 


Obstructive Pulmonary Disease; Pleural Effusion; Pulmonary Edema & 


Respiratory Failure; Pulmonary Embolism; Respiratory Infections & 


Inflammations; Respiratory System Diagnosis W Ventilator Support <96 Hours; 


Respiratory System Diagnosis W Ventilator Support >96 Hours; Septicemia Or 


Severe Sepsis W Mv >96 Hours 


9. Renal Disease Management Clinical Subcommittee 


a. This Subcommittee may contribute to the development of one or more of the 


following episode groups: Endocrine Disorders; Kidney & Urinary Tract 


Infections; Other Kidney & Urinary Tract Diagnoses; Renal Failure 


10. Urologic Disease Management Clinical Subcommittee 


a. This Subcommittee may contribute to the development of one or more of the 


following episode groups: Kidney Stone Removal or Destruction; Nephrectomy; 


Procedure for Benign Prostatic Hyperplasia; Prostate Cancer Tratment; Radical 


Cystectomy 


Returning Members  


All Subcommittee members who participated in Wave 1 in 2017 and are interested in 


continuing with Wave 2 of cost measure development must indicate their interest in an 


abbreviated nomination form shared directly with members via email. Existing members do not 


have to submit their nomination via the public nomination form. Please contact the Acumen 


measure development team if you did not receive an email.  
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Future Clinical Subcommittees 


If you would like to be a part of a Clinical Subcommittee, but do not practice in any of 


the clinical areas we are recruiting for above, there will be future waves in which we convene 


additional Clinical Subcommittees. Future waves of Clinical Subcommittees may include the 


following clinical areas: Pain Management, Infectious Disease Management, Endocrine Disease 


Management, Hematologic Disease Management, Head and Neck Disease Management, and 


Rheumatologic Disease Management. Future Clinical Subcommittees will also be convened to 


provide input on chronic condition episode groups. If you are interested in receiving updates 


regarding any of these future Subcommittees, please provide your contact information on the 


MACRA Clinical Subcommittee Mailing List form. 


List of Clinicians we are Recruiting:  


Allergy/Immunology * Anesthesiology * Cardiac Electrophysiology * Cardiology * 


Certified Registered Nurse Anesthetist * Clinical Nurse Specialist * Clinical Psychologist * 


Colorectal Surgery * Critical Care (Intensivist) * Dentistry * Dermatology * Diagnostic 


Radiology * Emergency Medicine * Family Medicine * Gastroenterology * General Surgery * 


Geriatric Medicine * Hand Surgery * Hospitalists * Infectious Disease * Internal Medicine * 


Interventional Radiology * Interventional Cardiology * Licensed Clinical Social Worker * 


Mental/Behavioral Health * Nephrology * Neurology * Neurosurgical * Nurse Practitioner * 


Obstetrics/Gynecology * Occupational Therapy * Oncology * Orthopedic Surgery * 


Otolaryngology * Pathology * Pediatrics * Peripheral Vascular Disease * Physical Medicine and 


Rehabilitation * Physician Assistant * Plastic Surgery * Podiatry * Preventive Medicine * 


Psychologist * Psychiatrist * Pulmonary Disease * Radiation Oncology * Rheumatology * 


Speech Language Pathologist * Sports Medicine * Surgical Oncology * Thoracic Surgery * 


Urology * Vascular Surgery  


Desired Qualifications of Clinical Subcommittee Members: 


 Medical credentials relevant to the types of clinicians listed above 


 Familiarity with medical coding (ICD-10, HCPCS/CPT, DRG) 


 Board-certified or other professional certifications, as applicable 


 Experience treating Medicare patients 


Tasks and Expected Time Commitment for Clinical Subcommittee Members: 


Tasks for All Clinical Subcommittee Members  


 2-4 hours to review Welcome Packet 


 1 in-person meeting lasting about 4 hours, for all CS members for episode group 


selection in downtown Washington, D.C. in April 2018 (exact dates for each 



https://www.surveymonkey.com/r/macra_clinical_subcommittee_mailing_list
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Subcommittee are listed above on page 2 and can also be found on the nomination 


form here after February 9) (plus travel time) 


*Expected Time Commitment for Clinical Subcommittee Members who attend first in-person 


meeting = about 1.5 days total 


Tasks for Workgroup Members Only  


 1 day-long in-person meeting for workgroup members only for episode group 


specification in downtown Washington, D.C. in May/June (exact dates for each 


Subcommittee will be determined taking into consideration workgroup member 


availability) (plus travel time)  


 2-4 hours to prepare for Service Assignment and Risk Adjustment Webinar 


 2 hour Service Assignment and Risk Adjustment Webinar 


 2-4 hours to prepare for Refinement Webinar 


 2 hour Refinement Webinar 


*Expected Time Commitment for Workgroup Members Only = about 3 days total 


Required Information: 


Nominees are required to submit a completed MACRA Clinical Subcommittee 


Nomination Form. As part of this form, nominees are required to upload (i) a letter of interest 


(not to exceed two pages) highlighting experience/knowledge relevant to the expertise described 


above and involvement in measure development, and (ii) a curriculum vitae or summary of 


relevant experience (not to exceed 10 pages). If you wish to nominate yourself or other 


individuals for consideration, please complete the form by March 20, 2018 at midnight ET.  


Contact Information: 


If you have any questions about the Clinical Subcommittees, the nomination process, or 


this project generally, please email macra-clinical-committee-support@acumenllc.com. If you 


would like to receive a 508-compliant PDF version of the nomination form for submission via 


email instead of the web-based form linked above, please email macra-clinical-committee-


support@acumenllc.com to receive a blank form.  



https://survey.zohopublic.com/zs/ejB07e

https://survey.zohopublic.com/zs/ejB07e

https://survey.zohopublic.com/zs/ejB07e

https://survey.zohopublic.com/zs/ejB07e

mailto:macra-clinical-committee-support@acumenllc.com

mailto:macra-clinical-committee-support@acumenllc.com

mailto:macra-clinical-committee-support@acumenllc.com



Call-nominations CMS Clinical Subcommittees 2018.pdf


[bookmark: _GoBack]JESSIE M. PAVLINAC, MS, RD, CSR, LD

13147 S. Century Drive

Oregon City, OR  97045

pavlinac@ohsu.edu

Work (503) 494-3762; fax (503) 494-3769; home (503) 656-8833; cell (503) 314-6044



WORK		

EXPERIENCE	 



February 1987		OREGON HEALTH & SCIENCE UNIVERSITY, Portland, OR

to Present		Director, Clinical Nutrition, Food & Nutrition Services (title change from Clinical Nutrition 					Manager July 2009) 

Senior Instructor, School of Medicine

Plan, implement and direct nutrition services for adult and pediatric inpatient, and outpatient	

Supervise clinical dietitians, dietetic technicians and support staff

Clinical practice includes renal nutrition (adults and pediatrics) and transplantation



Graduate Programs in Dietetics and Nutrition

Instructor for Applied Dietetics III (Nutn 515)

Preceptor for the Dietetic Internship Program

Research Mentor for Dietetic Interns 





March 1979 to		OREGON HEALTH SCIENCES UNIVERSITY, Portland, OR

September 1984;		Renal Dietitian/Clinical Instructor, Dietetic Internship

September 1986 to	Assess and implement nutritional care for adult and pediatric renal 

February 1987		patients. Educate pre-dialysis, dialysis and renal transplant patients in appropriate nutrition practices.  Plan, implement and evaluate the clinical experience in renal nutrition for dietetic interns.



September 1984 to	OREGON HEALTH SCIENCES UNIVERSITY, Portland, OR

September 1986		Director, Dietetic Internship Program

Instructor, School of Medicine

Administered, planned, coordinated and implemented Dietetic 

Internship Program for ten interns each year.



May 2002 to		University of Phoenix, Portland, OR 

May 2014		College of General and Professional Studies, Faculty member

			Provide undergraduate education in science, human nutrition and health care management



EDUCATION	

2011 - 2014		Oregon Health & Science University

			Masters of Science, Healthcare Management, June 2014

			

2013			OHSU Interdisciplinary Professional Practice Fellowship



2011			American Medical Informatics Association (in partnership with OHSU and ADA) 10x10 Certificate



2006-2008		Oregon Health & Science University

			Certificate of Health Care Management, March 2008



1976-1978		University of Wisconsin, Madison, Wisconsin 

Masters of Science, Nutritional Sciences, May 1978



1976-1978		University of Wisconsin Hospitals

			Dietetic Internship 



1972-1976		Oregon State University, Corvallis, Oregon

			Bachelors of Science, Zoology 

			(June 1975 with "High Honors")



Post Baccalaureate Study in Nutrition to fulfill Plan IV requirements of The American Dietetic Association



1971-1972		Umpqua Community College, Roseburg, Oregon

No degree awarded



PROFESSIONAL

LICENSES AND CERTIFICATIONS



Registered Dietitian with the Commission on Dietetic Registration   00490481 (1978 to present)



Board Certified as a Specialist in Renal Nutrition with the Commission on Dietetic Registration, American Dietetic Association (1996 to present) 



Licensed Dietitian by the State of Oregon Board of Examiners of Licensed Dietitians; State of Oregon Dietitian License No. 000080 (1990 to present)



ServSafe Certification; Nation Restaurant Association (12/3/2013 – 12/3/2018); Certificate # 10359



Certified ServSafe Instructor and Registered ServSafe Examination Proctor (3/20/2014-3/20/2017); Certificate #1347931



PROFESSIONAL AFFILIATIONS	

& LEADERSHIP ROLES (current in italics and bold)



Academy of Nutrition & Dietetics (formerly American Dietetic Association until name change January 2012) - 490481

                            Board of Directors 6/2005 – 5/2007; 6/2008-5/2011

	President – 6/2009 - 6/2010

	Immediate Past President – 6/2010 – 5/2011 

			President elect – 6/2008-5/2009

			Nominating Committee – 6/2010-5/2011

			Honors Committee, Chair – 6/2010-5/2011; member 6/2011-5/2012

		   	Executive Committee – 6/2005-5/2007; 6/2008- 5/2010

			Finance Committee – 2008-2009

	ADA Foundation Board of Directors – 2008-2009

	Name Change Taskforce, Chair – 6/2010 – 5/2011

	Strategy & Terminology Work Group – 2006

Commission on Dietetic Registration – 

Advanced Practice Certification Panel – 6/2014-5/2018

Specialty Certification Assessment Panel - 1996-2000; 2004-2007; 2011; 2014-2018

Panel Chair - 2000-2001; 6/2015-5/2018

Writer/Reviewer for the Renal Specialization Examination - 1993, 1997, 2003-2006, 2011 – 2014; 6/2014-5/2018

Commissioner – 6/2014-5/2017

Interdisciplinary Specialist Certification Task Force – Co-chair, 6/2015-5/2017

House of Delegates 

	Speaker - 6/2006-5/2007

	Speaker-elect - 6/2005-5/2006

	Area 1 Coordinator - 1998 – 2001

	Issues Management Task Force, Chair – 1996-1997

Committees and Task Forces

American Medical Association CPT Committee Alternate Representative – 2012 – present

Consumer Protection and Licensure Sub Committee – 7/2017 – 6/2018

FNCE Abstract Reviewer - 1990, 1992-2009; 2011-present

ANDHII (Academy of Nutrition and Dietetics Health Information Infrastructure) Advisory Workgroup – 2014-2017

Dietetic Practice Based Research Network Oversight Group – 6/2012-5/2015

Coding and Coverage Committee – 6/2011 – 5/2014; Chair 6/2012-5/2013

Chronic Kidney Disease Evidence Analysis Workgroup and Toolkit – 2009 – 2014

Evidence Based Practice Committee – 6/2011 – 5/2014

CMS Workgroup – 2011

Legislative and Public Policy Committee – 2002-2005; 2006-2007; 2008-2009

	Research Committee – 2008-2009 

	Finance Committee – 2008-2009

	ADA Foundation Board of Directors – 2008-2009

	2009 FNCE Program Planning Advisory Committee – 2008-2009

Dietetic Practice Group Task Force, Chair 2004

Standardized Language/Nutrition Care Process Committee – 2007-2008

Evidence Based Practice Committee – 2007-2008 Quality Measures Work Group – 2007-2008

CADE Internship Site Reviewer - 1998- 5/2005

Nominating Committee member – 2001-2003

Nutrition Policy Task Force member – 2001-2002

Governance Task Force - 1999-2000

Quality Management Committee - 1998-2001

Dietetic Practice Groups

Clinical Nutrition Management

			    Research Committee – member 2009- present

	Chair - 2004-2005

	Chair elect - 2003-2004

	CNM Symposium Chair – 2004

Reimbursement Chair - 1996-2002

Clinical Nutrition Management DPG Research Planning Task Force – 2007-2008

Renal Nutrition

Chronic Kidney Disease Evidence Analysis Workgroup – 2007-2008Reimbursement Chair - 1997-2003

Interim Area I Coordinator - 10/2005-5/2006

        	Other

Leadership Institute Attendee – 2004, 2006, 2008, 2009 and 2010



Northwest Renal Disease Network Board of Directors

		Ex-Officio member – 2011 – present



Northwest Renal Disease Network Medical Review Board 

		Vice Chair – 2011- present

		Dietitian Member, 1980-1982; 1989-Present

		Alternate Dietitian Member, 1982-1984; 1984-1986



National Kidney Foundation

American Academy of Pediatrics (AAP) Section on Nephrology (SONp), the American Society of Pediatric Nephrology (ASPN) and National Kidney Foundation (NKF) Patient Education Collaborative Steering Committee – March 2018 – March 2020

Journal of Renal Nutrition Board of Editors – 2004 – 2010

			Reviewer 2010 - present

Board of Directors – 1993

National Kidney Foundation Council on Renal Nutrition

Chair – February 2013 – April 2014

Chair - elect – March 2012 – February 2013

Strategies I & II Program Co-Coordinator – 2004 – present

Joint CRN/RPG Standards of Practice and Standards of Professional   Performance Task Force – 2005 - 2007

Legislative Contact to National Kidney Foundation - 1997

Immediate Past-Chair/Nominating Chair - 1994

Chair - 1993

Chair-elect - 1992	

Abstract Reviewer - 1991, 1992, 2005

Research Grant Reviewer - 1992, 1993

Secretary/Treasurer - 1990-1991

Region V Representative - 1988-1989

Region V Alternate Representative - 1986-1987

Editorial Board for the NKF Family Focus Newsletter – 1988



National Quality Forum

		Renal Measure Endorsement Steering Committee – 2015 - present



Oregon Council on Renal Nutrition

Liaison to the National Kidney Foundation of Oregon and Washington - 2002-2006

Secretary - 1985

President - 1981

President-elect – 1980



Oregon Dietetic Association

	Annual Meeting Committee Member - 2004-05

Delegate, ADA House of Delegates - 1993-1996, 1997-1998

Legislative and Public Policy Team - 1996 - present

Nominating Committee, Chair - 1992 and 1983-84 

NSPS Chair - 1992

President - 1990

President-elect – 1989

Secretary - 1986-1987



Portland Dietetic Association

President - 1982-1983; President-elect, 1981-1982

Secretary - 1980-1981; Education Chair, 1979-1980



National Kidney Foundation of Oregon and Washington

Board of Directors, Member, 2002-2006

Chair, Medical Advisory Board, 1994-1996

Member, Nutrition Supplement Committee, 1999

		Member, Patient Services Committee, 2002



PROFESSIONAL

PUBLICATIONS



Pavlinac J.  The Aging Kidney and Renal Disease in Nutrition Care of the Older Adult: A Handbook for Nutrition Throughout the Continuum of Care, 3rd Edition.  Chicago, IL: Academy of Nutrition and Dietetics; 2016.



Pavlinac J.  Nutrition Screening and Assessment in Core Curriculum for Nephrology Nursing, 6th Edition; 2015.



Hand RK, Jordan B, DeHoog S, Pavlinac J, Abram JK, Parrott JS. Inpatient Staffing Needs for Registered Dietitian Nutritionists in 21st Century Acute Care Facilities. J Acad Nutr Diet. June 2015.



Pavlinac J.  Nutrition Screening and Assessment. In C.S. Counts (Ed.), Core curriculum for nephrology nursing: Module 2. Physiologic and psychosocial basis for nephrology nursing practice (6th ed., pp. 255-290). Pitman, NJ: American Nephrology Nurses’ Association (2015).



Parrott JS, White JV, Schofield M, Hand RK, Gregoire MB, Ayoob KT, Pavlinac J, Lewis JL, Smith K. Current Coding Practices and Patterns of Code Use of Registered Dietitian Nutritionists: the Academy of Nutrition and Dietetics 2013 Coding Survey. J Acad Nutr Diet. 2014 Oct; 114(10):1619-1629



Kent PS, McCarthy MP, Burrowes JD, McCann L, Pavlinac J, Goeddeke-Merickel CM, Wiesen K, Kruger S, Byham-Gray L, Pace RC, Hannahs V, Benner D. Academy of Nutrition and Dietetics and National Kidney Foundation: revised 2014 Standards of Practice and Standards of Professional Performance for Registered Dietitian Nutritionists (Competent, Proficient, and Expert) in Nephrology Nutrition. J Acad Nutr Diet. 2014 Sep; 114(9):1448-1457 and J Ren Nutr. 2014 Sept; 24(5):275-285.



Pavlinac JM. Competent, Proficient, Advanced Practice/Expert--Where are you in your Career Development? J Ren Nutr. 2014 Mar; 24(2):135



Pavlinac JM. Healthcare reform: Implications for Renal Dietitians.  J Ren Nutr. 2013 Jul; 23(4):331.



McCarthy MP, Pavlinac JM, Aoun A. Chronic Kidney Disease and the Nutrition Care Process. Chicago, IL: Academy of Nutrition and Dietetics; September 2013.



Brody, R, A Skipper, J Pavlinac, J O’Sullivan Maillet “Achieving Focused Area and Advanced Practice Status: Past, Present, and Future.  Topics in Clinical Nutrition. Vol 28, No 3, July/September 2013.



O’Sullivan Maillet, J, R Brody, A Skipper, J Pavlinac “Framework for Analyzing Supply and Demand for Specialist and Advanced Practice Registered Dietitians” Academy of Nutrition and Dietetics. Vol 112, No 3, March 2012 Supplement.



Pavlinac, J “Today’s ADA…Now More Than Ever.” Jour Am Diet Assoc. Vol 110, No 5, 2010.



Pavlinac, J “Research is the Foundation of Our Profession.” Jour Am Diet Assoc. Vol 110, No 4, 2010.



Pavlinac, J “Representing You on the Road to the Olympics.” Jour Am Diet Assoc. Vol 110, No 3, 2010.



Pavlinac, J “Healthy People 2020, ADA and You.” Jour Am Diet Assoc. Vol 110, No 2, 2010.



Pavlinac, J “Know and Use ADA’s Evidence-Based Practice Resources.” Jour Am Diet Assoc. Vol 110, No 1, 2010



Pavlinac, J “RD and DTR: A Valuable Partnership.” Jour Am Diet Assoc. Vol 109, No 12, 2009.



Pavlinac, J “Our Window to the World.” Jour Am Diet Assoc. Vol 109, No 11, 2009.



Pavlinac, J “Staying Passionate about Dietetics.” Jour Am Diet Assoc. Vol 109, No 10, 2009.



Pavlinac, J “Food, Nutrition, and a Shared Community Experience.” Jour Am Diet Assoc. Vol 109, No 9, 2009



Pavlinac, J “Let’s Make 2009 a Year to Remember.” Jour Am Diet Assoc. Vol 109, No 8, 2009



Pavlinac, J “Reward, Recognition, and Remuneration: Consider a Specialty Credential.” Jour Am Diet Assoc. Vol 109, No 7, 2009



Pavlinac, J “A Personal Commitment.” Jour Am Diet Assoc. Vol 109, No 6, 2009.



Brommage, D. M Karalis, C Martin, M McCarthy, D Benner, C Goeddeke-Merickel, K Wiesen, L Byham-Gray, J House, J Pavlinac, L McCann.  “American Dietetic Association and the National Kidney Foundation Standards of Practice and Standards of Professional Performance for Registered Dietitians (Generalist, Specialty, and Advanced) in Nephrology Care.”  Jour Am Diet Assoc, Vol 109, No 9, 2009.



Pavlinac J, D Podesta, K Schaefer, T Ryan-Borchers. “Evaluation of Patient Preferences for the Development of a Personalized Hospital Room Service.” Abstract.  Jour Am Diet Assoc, Vol 109, No 9, Supplement, 2009.



Pavlinac, J “Food, Nutrition and a Shared Community Experience.” Jour Am Diet Assoc, Vol 109, No 9, 2009 



McCarthy, M, J Pavlinac, T Ryan-Borchers. “Implementation of Standardized Language by Clinical Preceptors at a Large Dietetic Internship Program.” Abstract. Jour Am Diet Assoc. Vol 108, No 9, Supplement, 2008

Pavlinac J. ADA Reports: Trends Supplement: The Role of the 2006 ADA Environmental Scan. Jour Am Diet Assoc, Vol 107, No 7, 2007.



Karalis, M, J Pavlinac, J Goldstein-Fuchs. “Diseases of the Renal System in Nutrition Therapy and Pathophysiology.” M Nelms, K Sucher and S Long. Thompson Books. 2007.



“Has Medical Nutrition Therapy proven effective?”  Nephrology News & Issues, Vol. 18, No. 13, December 2004.



“MNT Protocols/Reimbursement/CQI” in Clinical Guide to Nutrition Care in Kidney Disease, Byham-Gray and Wiesen, Editors, 2004.



“Medicare Reimbursement for Medical Nutrition Therapy for Chronic Kidney Disease, Diabetes, and Post-Kidney Transplant,” Nephrology Nursing Journal, Vol 30, No1, February 2003.



“Medicare Medical Nutrition Therapy – One Year Later,” Nephrology News & Issues, Vol 17, No 2, January 2003.



Reviewer of “Renal Disorders” in Nutrition and Diagnosis-Related Care, Fifth Edition. SE Stump. Lippincott Williams & Wilkins, 2002.



“Using the Commission on Dietetic Registration Professional Development Portfolio Guide to Develop a Staff Competency Program,” Future Dimensions in Clinical Nutrition Management, Vol 21, No 5, Winter 2002.



“Medical Nutrition Therapy (MNT):  Reimbursement for Nutrition for Nutrition Intervention in Chronic Kidney Disease and Its Impact on the Renal Care Community,” Dialysis & Transplantation, Vol 30, No 9, September 2001.



“Implementing the Commission on Dietetic Registration “Professional Development Portfolio Guide” to Develop a Staff Competency Program,” Future Dimensions in Clinical Nutrition Management, Fall 2001. 



“Joint Commission on Accreditation of Healthcare Organizations: Friend, Not Foe,” S Escott-Stump, B Krauss, J Pavlinac, G Robinson. Journal of The American Dietetic Association. 100(7), July 2000.



	“Mastering the Waves of Changing Coverage: Using Medical Nutrition Therapy in Disease Management,” J Pavlinac.  Future Dimension in Clinical Nutrition Management. 17(2), Spring 1998.



“Managed Care: Opportunities or Miseries for Renal Nutrition.”  J Pavlinac. CRN News & Briefs.  2(4), Winter 1997.



Contributor to “CDR: Renal Nutrition Specialty Self-Assessment Simulation.”  American Dietetic Association, Chicago, IL, 1997.

	

“NCQA & HEDIS: Accreditation and Quality Measurement Managed Care.”  J Pavlinac.  Future Dimensions in Clinical Nutrition Management. 15 (4), September 1996.



				"Suggested Guidelines for Nutrition Care of Renal Patients."  Second Edition.  K Wilkens and K Schiro, Editors.  J Pavlinac, Writer, 1992.



"Food Labeling - What You Need to Know to be Successful in Your Food Choices," J. Pavlinac. The Connection; Kidney Association of Oregon Patient/Professional Newsletter, Spring 1991.    



"Helping Kids Grow Through Good Nutrition," L Denney, L Fedje and J Pavlinac. The National Kidney Foundation Family Focus, 2(3) 1991.



"The Oregon Dietetic Internship Experience: 60 Years of Success.  DW Hagan with contributions by: M Overton, JM Pavlinac, BJ Spenser and AP Waverly, June 1991.



“Preliminary Recommendations for Calcium Intake After Transplantation: A Pilot Study," ML Morehouse, CM Marr, JM Pavlinac and DW Hagan. CRN Quarterly, 13(2): 8, 1989.



"Guidelines for Estimating Renal Dietitian Staffing Levels," NS Spinozzi, K Norwood, C Frederico, MK Hensley, S Smith-Detar and J Pavlinac. The National Kidney Foundation, Dec 1984, Revised 1987. 



"Weight Gain in Kidney Transplant Patients," Abstract.  American Dietetic Association, 1989.  N Leonard, J Pavlinac, E Kirk and DW Hagan.



"Normal Growth in an Infant on CAPD fed via a Nasogastric Tube with Formula Providing the RDA for Energy and Protein," J Pavlinac. CRN Quarterly, 8(4): 14, 1985.



"Accelerated Growth in an Anuric Infant Treated for 14 Months with Conventional CAPD and Tube Feedings Providing only the RDA for Energy and Protein," Abstract.  National Kidney Foundation, 1984.  SR Alexander, AT Corneil, J Pavlinac, RD Jenkins and ML Leone.



"Normal to Accelerated Growth in Height, Weight and Head Circumference in an Anuric Infant Treated with Chronic Nasogastric Tube Feeding and Standard CAPD," Abstract.  First International Symposium on CAPD in Children, Heidelberg, Germany, 1984.  SR Alexander, A Corneil, J Pavlinac and RD Jenkins.







INVITED

PRESENTATIONS



“Getting It Right: Ethics in Nutrition and Dietetics” Oregon Pediatric Practice Group.  Portland, Oregon, October 2017



“Getting It Right: Ethics in Nutrition and Dietetics” co-presenter with M. McCarthy. Oregon State WIC.  Portland, Oregon, February 2017



“Interdisciplinary Specialist Certification: Fostering Collaboration and Communication” Academy of Nutrition and Dietetics FNCE, Boston, Massachusetts, October 2016



“Getting It Right: Ethics in Nutrition and Dietetics” co-presenter with S. Connor, C. Biddle and T. Raymond. Eastern Oregon Dietitian Meeting. Pendleton, Oregon, August 2016



“Diet Order Writing: Jump In, The Water’s Fine” Oregon and Washington State Academy of Nutrition and Dietetics Annual Meeting. Vancouver, Washington, April 2016



“Getting It Right: Ethics in Nutrition and Dietetics” co-presenter with S. Connor, C. Biddle and T. Raymond. Oregon and Washington State Academy of Nutrition and Dietetics Annual Meeting. Vancouver, Washington, April 2016



“Healthcare and Nutrition Reimbursement – New Game, New Rules” Weight Management Dietetic Practice Group of The Academy of Nutrition and Dietetics Annual Symposium. Portland, Oregon, April 2015.



“Advancing the Practice of Renal Dietitians” Nutritionist-Dietitian’s Association of the Philippines, Manila, The Philippines. February 2015.



“Coding and Billing Handbook: A Guide for Program Directors and Preceptors” Webinar on behalf of the Academy of Nutrition and Dietetics Nutrition Services Payment Committee.  February 2015.



“Grassroots Marketing of MNT by RDNs for RDNs”  Two part webinar on behalf of the Academy of Nutrition and Dietetics, Coding and Coverage Committee, June and July 2014.



“Reimbursement: New Game, New Rules” Hawaii Academy of Nutrition & Dietetics, Honolulu, Hawaii, May 2014.



“Center Stage: Comparison of Nutrient Recommendations for CKD Stages 3-5 and Renal Replacement Therapies” National Kidney Foundation Spring Clinical Meeting, Las Vegas Nevada, April 2014.



“Making $ and Sense of Coding, Coverage, and the Changing Healthcare Delivery Systems” Washington and Idaho Academy of Nutrition & Dietetics, Spokane, Washington, April 2014.



“Building the MNT Business Leaders of the Future” Nutrition and Dietetic Educators and Preceptors (NDEP) Area 2 and 5 Meeting, Chicago, IL, March 2014



“ACOs, PACEs, PCMHs Oh My!” Clinical Nutrition Management Symposium, Henderson, Nevada, April 2013.



“The Challenge of Managing Renal Disease in Rehab and Long Term Care” Oregon Dietetics in Health Care Communities, Portland, OR, November 2012. 



“Chronic Kidney Disease Evidence Based Guidelines” Romanian Nutrition and Dietetics Inaugural Conference, Targu Mures, Romania, June 2012.



“Recognition and Documentation of Adult Malnutrition” Romanian Nutrition and Dietetics Inaugural Conference, Targu Mures, Romania, June 2012.



“Introduction to Nutrition Care Process & Model and International Dietetics and Nutrition Terminology” Romanian Nutrition and Dietetics Inaugural Conference, Targu Mures, Romania, June 2012.



“Supervised Practice in Dietetics Education” Romanian Nutrition and Dietetics Inaugural Conference, Targu Mures, Romania, June 2012.



“It’s All About Marketing- how to promote billable nutrition services in your practice, facility and community” Arkansas Dietetic Association, April 2012, Little Rock, AK



“Diabetes and Chronic Kidney Disease” Washington State Diabetes Educator Conference, March 2012, Vancouver, WA



“Alphabet Soup- understanding the use of coding/billing terminology” Arkansas Reimbursement Workshop, February 2012, Little Rock, AK



“Sign Me Up! Getting credentialed to bill for nutrition services” Arkansas Reimbursement Workshop, February 2012, Little Rock, AK



“Nutrition Informatics” OHSU Alumni Advances in Nutrition, November 2011, Portland, OR



“Career Advancement in Renal Nutrition” Liberty Dialysis Regional Meeting, October 2011, Salt Lake City, UT



“Implementing the 2010 Dietary Guidelines” International Food Technologist Annual Meeting, June 2011, New Orleans, LA



“Leading in Pediatric Nutrition” Pediatric Nutrition Practice Group Symposium, April 2011, Cincinnati, OH and Oregon Pediatric Nutrition Practice Group meeting, June 2011, Portland, OR



“Chronic Kidney Disease: Evidence-Based Nutrition Practice Guidelines” American Dietetic Association Food and Nutrition Expo, November 2010, Boston, MA



“Chronic Kidney Disease: Evidence-Based Nutrition Practice Guidelines” XI International Congress on Nutrition and Metabolism in Renal Disease, May 2010, Lausanne, Switzerland



“Communicating Nutrition on the Menu” National Restaurant Association, May 2010, Chicago, IL



“Health Care Reform:  What’s Next for Health Professionals?” Webinar for the American Dietetic Association, Institute of Food Technologists, and International Food Information Council Foundation, May 2010.



“Today’s ADA: Now More Than Ever” Affiliate Dietetic Association Meetings,  March – May 2010, Texas, Ohio, Arkansas, Oregon, California, North Carolina, Louisiana, Pennsylvania, West Virginia, Nebraska, New York

“Role of the Health Professional: Imparting Information and Leading Consumers to Better Health” Wellness 10, Institute of Food Technologists, March 2010, Chicago, IL



“Sailing to Success:  The role of the Nutrition Support Dietitian in Quality and Patient Safety” Dietitians in Nutrition Support, June 2009, Seattle WA



“Future Roles for Registered Dietitians: Imagining the Possibilities” American Overseas Dietetic Association, March 2009, Kuala Lumpur, Malaysia



“Putting the Wow In Dietetics: An Introduction to Customer Satisfaction” Wisconsin Dietetic Association, March 2009, Wisconsin Dells, WI



“Nutrition Care Process and Standardized Language in Nephrology Nutrition” Liberty Dialysis Regional Meeting, September 2008, Seattle, WA



“Research in Everyday Practice” Oregon Dietetic Association Annual Meeting, May 2008, Eugene, OR



“Strategies II – Applying the Principles: A Workshop for Advancing the Practice of Renal Dietitians,” Chair, National Kidney Foundation Spring Clinical Meetings 2005, 2006, 2007, 2008.



“Evidence Analysis Library – A Valuable Tool for the Renal Dietitian” 2007 National Kidney Foundation Spring Clinical Meetings, April 2007, Orlando, LF



“Scope of Dietetic Practice” OHSU Dietetic Internship, October 2006, Portland, OR



“Legislative Update,” Clinical Nutrition Management DPG Symposium, April 2005, Orlando, FL



“Strategies in Renal Nutrition,” 1 day work shop for new Renal Dietitians, National Kidney Foundation Clinical Meeting, May 2004, Chicago, IL



“Taking the Hippo out of HIPPA,” National Kidney Foundation Clinical Meeting, May 2004, Chicago, IL



“Medical Nutrition Therapy: Reimbursement,” The Renal Network, May 2003 Nephrology Conference, May 2003, Indianapolis, IN



“Advocacy: How RDs Advocate in Practice,” Portland Dietetic Association, May 2003, Portland, OR



“MNT Reimbursement and Documentation,” Clinical Nutrition Managers Symposium, March 2003, Charleston, SC



“Medicare MNT in Renal Disease,” Wheeling Renal Care Symposium, November 2002, Wheeling, WV



“Professional Development Portfolio,” Washington State and Oregon Dietetic Association Annual Meeting, March 2003, Portland, OR; Willamette Dietetic Association, November 2002, Albany, OR



“Nutrition and ARPKD,” Polycystic Kidney Disease Foundation Annual Meeting, June 2002, Portland, OR

 

“Legislative Update: Medical Nutrition Therapy,” Portland Dietetic Association, May 2002, Portland, OR

  

“Medicare MNT in the Renal Community,” CRN of Long Island, April 2002, Long Island, NY



“Medicare MNT Workshop,” National Kidney Foundation, April 2002, Chicago, IL



“Medicare MNT,” Hawaii Dietetic Association, December 2001, Honolulu, HI and Oregon Dietetic Association, April 2002



“The Impact of MNT Legislation on the Renal Care Community,” OHSU Transplant Seminar, January 2002, Portland, OR, National Kidney Foundation Professional Councils Conference, October 2001, San Francisco, CA. 

American Dietetic Association Food & Nutrition Conference and Exhibition, October 2001, St. Louis, MO.



“De-Stressing the JCAHO visit,” Wood Company Dietitian Meeting, May 2001, Philadelphia, PA.



“Effective and Efficient Documentation,” National Kidney Foundation, April 2001, Orlando, FL.



“Medical Nutrition Therapy Codes,” Oregon Dietetic Association, March 2001, Portland, OR. 



“Evidence Based Dietetic Practice,” OHSU Nutrition Seminar, February 2000, Portland, OR



“Preview the American Dietetic Association Professional Development 2001 Plan,” Nutrition Seminar, September 1998, Portland, OR; June 1999, Roseburg, OR and Portland, OR; October 2000 Eugene, OR



“Drug Nutrient Interactions,” CNE: Tuesdays for Nurses, April 1998, Portland, OR.



“Standards of Professional Practice”and“New Age Nutrition Care: Expand Your Managed Care Skill for the Transformation Workshop,” 1998 Clinical Nutrition Management Symposium, April 1998, Nashville, TN.



				“Quality Management in Nutrition: Standards of Professional Practice, Practice Guidelines, and Medical Nutrition Therapy Protocols,” OHSU Nutrition Seminar, March 1998, Portland, OR.



“Quality Management Representative Training Workshop,” American Dietetic Association Annual Meeting, October 1997, Boston, MA.



“CDR Recertification Proposal,” Oregon Dietetic Association, April 1997, Portland, Oregon.



“Outcomes Measures in Nutrition in the Diabetes Mellitus Patient,” Oregon Diabetes Educators Meeting, February 1997, Springfield, Oregon.



				“Nutrition in Renal Disease,” Nephrology Certification Review Course for Nephrology Nurses, May 1996, Portland, Oregon.



		“Introduction to End Stage Renal Disease Fiscal Programs,” National Kidney Foundation 5th Annual Spring Clinical Nephrology Meetings, April 1996, Anaheim, California.



"Medical Nutrition Therapy in the Current Health Care Environment,” OHSU/VAMC Nutrition Seminar, February 1995, Portland, Oregon.



"Justifying Medical Nutrition Therapy in Renal Disease,” Northwest Renal Dietitians' Annual Meeting, March 1995, Clackamas, Oregon.



"Nutrition in Renal Disease,” Kidney Association of Oregon/Northwest Polycystic Kidney Disease Foundation Meeting, February 1994 & April 1999, Portland, Oregon.



"Nutrition in Primary Care," OHSU School of Nursing, October 1993 and October 1994, Portland, Oregon.



"Nutrition in Renal Disease," Polycystic Kidney Disease Foundation Annual Meeting, June 1993, Kansas City, Missouri.



"Nutrition in Dialysis and Transplantation - Adults and Pediatrics," Nephrology Review Course for Nurses, June 1992, Portland, Oregon. Dietetic Internship Graduation, June 1992, Portland, Oregon.



"Lipids and Transplantation," American Association of Nephrology Nurses, Cascade Chapter, February 1992, Bend, Oregon.

			

"Making Sense of Lab Values," Oregon Council on Renal Nutrition Renal Update.  April 1991, Portland, Oregon.

"Transplantation: Pre and Post Nutritional Needs," Sharing Session.  National Kidney Foundation Annual Meeting 1987 and 1989.



AWARDS AND	

HONORS

				

Academy of Nutrition and Dietetics, Medallion Award, 2014



Honorary Doctorate of Foodservice, North American Association of Food Equipment Manufacturers, 2011



Olympic Torch Bearer, Vancouver Olympics, 2010 



OHSU Dietetics and Nutrition Programs, Award of Recognition, 2009

		

	National Kidney Foundation, Council on Renal Nutrition, Recognized Renal Dietitian, 2006

		

	Nestle Nutrition Ambassador Scholarship, 2006



	OHSU “Hidden Treasure”, 2002



	American Dietetic Association Council on Education, Outstanding Dietetics Educator, 1995 	



	American Dietetic Association Distinguished Service Award, 1994



	OHSU/VAMC Dietetic Internship Preceptor of the Year, 1994



	National Kidney Foundation Distinguished Service Award, 1993



	Oregon Dietetic Association Award of Merit, 1992



COMMUNITY

ACTIVITES

	

	Portland Rose Festival One More Time Around Again Marching Band, Charter Member



	Oregon State University Alumni Band					
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ANNE COBLE VOSS, PhD, RDN, LD


1314 Island Green Drive, Palm Bay, FL 32905


Home:
(321) 676-1466, Cell: (321) 405-7435


vossanne@gmail.com   


Author and Speaker in Oncology Nutrition, Consultant in Nutrition Research Design

Registered, Licensed Dietitian


CAREER SUMMARY


Clinical research scientist with more than 20 years of experience in clinical research, medical nutrition product design and development, and translation of research to consumers, health care professionals, governmental agencies, and professional societies. 


PROFESSIONAL EXPERIENCE

Visiting Professor, University of Alberta,  


   November 2015 to Present



Edmonton, Canada


Author, Speaker in Oncology Nutrition



  July 2015 to Present


Consultant in Nutrition Research Design

Abbott Nutrition, Abbott Laboratories, Columbus, Ohio

  June 1993-June 2015

Associate Research Fellow in Volwiler Society, 2009-June 2015

· Member of the Council on Research of the Academy of Nutrition and Dietetics.

· Member of the Evidence Analysis Library Workgroup in Oncology for the Academy of Nutrition and Dietetics.

· Led adult specialty therapeutic nutrition Research and Development science group.

· Led and moderated Key Opinion Leader meetings and Advisory Boards on multiple topics.  Organized educational symposia and educational programs for international societies, organizations and groups.

· Developed strategy and implementation of clinical trials for registration and efficacy studies to support market entry in Russia, China, India.

· Published results of trials, and presented information to professional medical and nutrition associations and societies. Identified and trained key opinion leaders on disease specific nutrition for oncology, renal disease, malnutrition and wound care.

Associate Research Fellow, April-October 2012 Singapore

· Trained and selected new scientists in Asia Pacific Research and Development Center

· Established training systems for Syngene scientists in India

· Speaker training for clinicians and scientists

· Renal nutrition speaker tour in India

Senior Research Scientist, 1999-2009

· Designed new products for the consumer and therapeutic nutrition domestic and international market, including oncology, diabetes, lean-body-mass improvement, women’s health, inflammatory conditions, chronic kidney disease, and wound repair. Directed and managed international clinical trials to support claims for new and existing products. Managed clinical trial development, including writing protocols and leading cross-functional teams to implement, conduct, analyze, and report results of trials with budgets of $100K to $11MM.


· Published results of trials, and presented information to professional medical and nutrition associations and societies. Identified and trained key opinion leaders to assist in disseminating product and scientific information at scientific/medical meetings, speaker tours, lunch and learns, physician dinners, and web seminars.


· Partnered with marketing, regulatory, and legal groups to ensure that study endpoints met desired claims. Developed and negotiated wording for claims supported by defendable data.


· Designed and launched a patented antiproteolytic, anti-inflammatory nutritional product containing long-chain omega-3 polyunsaturated fatty acids and antioxidants, with wide application for many conditions.


· Developed strategy for launch of new products into emerging markets in Russia, China, and India, including working with international affiliates, ministries of health, and health care professionals. Developed and validated train-the-trainer programs to educate health care professionals. Assisted Japanese government in developing nutrition guidelines for disease-specific conditions. Identified novel methods of research for regulatory bodies in the European Union and United Kingdom.  


· Identified problems and developed strategies for solving issues with failing projects, bringing them back to agreed-upon timelines and budgets. 


· Planned risk strategies for new projects, identifying future budgets and personnel requirements. Developed personnel into new positions of greater responsibility.


Manager Outcomes Research, 1997-1999

Initiated and developed outcomes research group, including training of other research groups on novel methods. Supported Managed Care and National Account sales forces with project development, customer interaction, sales materials, and direction. Conducted large pressure ulcer study, using novel outcomes research methodology. Developed clinical protocols for prevention of pressure ulcers now used by the Center for Medicare and Medicaid.


Group Leader, 1995-1997


Conducted novel research projects in new areas of the market, solving business-critical problems leading to improved sales. Developed monographs, sales aids, white papers, and consumer education materials.


Clinical Research Associate, 1993-1995


Wrote protocols, reviewed and monitored seven clinical trials. Wrote materials for the sales force and consumer education.


Consultant, 1992-1993



Wrote articles, newsletters, reports, and white papers for clinicians, consumers, field sales force, and management. 


Other Professional Experience


Visiting Scientist Rijkshospitalet, Oslo, Norway—conducted research in Zellweger fibroblasts to confirm de novo synthetic pathway of long-chain omega-6 and omega-3 polyunsaturated fatty acids.


Adjunct Assistant Professor, College of Nursing, Otterbein College, Westerville, Ohio—taught basic and advanced nutrition for premed, nursing, and dietetic students.


Postdoctoral Fellow, Department of Medical Biochemistry, College of Medicine and Laboratory of Metabolic Regulation, The Ohio State University, Columbus—discovered the pathway for chain elongation and desaturation of long-chain omega-6 and omega-3 polyunsaturated fatty acids.


Graduate Research Associate, Department of Food Science and Nutrition, The Ohio State University.


Project Director, Nutrition Education Training Grant, Ohio Department Education, Columbus.


Nutritional Consultant—provided private practice consulting and patient instruction for physicians and dentists. 


Nutrition Project Director, US Army Dental Clinic, Garmisch-Partenkirchen, West Germany—established and staffed nutrition counseling service for reduction of dental caries and periodontal disease.


Nutrition Project Director, US Army Health Clinic, Rothwesten, West Germany—designed and developed Maternal and Infant Nutrition Counseling. 


Clinical Dietitian, Oncology and Clinical Instructor, The Ohio State University Hospitals.


Clinical Dietitian, Johns Hopkins Hospital, Baltimore, Maryland—specialized in oncology and inflammatory conditions.


PROFESSIONAL HONORS AND AWARDS


2013
Scientific Medical Affairs Recognizing Talent Award (4th International Conference on Cancer Nutrition)

2013
Scientific Medical Affairs Recognizing Talent Award (Malnutrition Campaign and Clinical Nutrition Advisory Boards)


2013

Abbott Luminary Award


2010

Abbott Laboratories President’s Award

2009
Elected to Volwiler Society of Abbott Laboratories representing top 2% of Abbott Laboratories Scientists

2002
Abbott Laboratories Most Valuable Player Award


2001
Abbott Laboratories Award of Excellence


2001
Abbott Laboratories President’s Award


2000
Abbott Laboratories Medical Nutritional PINpoint Team Award


1997
Abbott Laboratories Award of Excellence


1996
Distinguished Alumni, The Ohio State University


1995
Abbott Laboratories A Vision of Excellence Award


1999-Present
Who’s Who of American Women


1996-Present
Who’s Who in Science and Engineering


1995-Present 
Who’s Who in the World


1994-Present 
Who’s Who in America


1992-Present 
Who’s Who in the Midwest


1991
Clements Foundation Award, Otterbein College


PROFESSIONAL AFFILIATION

· Outcomes Editor, Nutrition: The International Journal of Applied and 


Basic Nutritional Sciences

· Sigma Xi, Society of Research Scientists


· Sigma Delta Epsilon, Graduate Women in Science


· International Association of Fatty Acids, Founding Member


· International Life Sciences Institute Member, Technical Committee on Aging


· American Cancer Society, Franklin County Unit, Board Member 1999-2013, Secretary, President

· Central Ohio Diabetes Association, President, Vice President, Board of Directors, Research Committee, Proposal Review Committee, 2004-2011

· Ohio Board of Dietetics, 1993-1998 (State Licensure Board), appointed by the Governor of the State of Ohio; Vice Chairman 1994; Chairman 1995 


· Nutrition Committee of Ohio Cancer Plan, Ohio Department of Health, 1993-1996


· Nutrition Committee of Ohio Health Promotion Network Advisory Committee


· Academy of Nutrition and Dietetics, Evidence Analysis Library Workgroup Oncology

· Academy of Nutrition and Dietetics, Council on Research


· Academy of Nutrition and Dietetics, Hospital Staffing Research Workgroup


· Academy of Nutrition and Dietetics, Adult Outpatient Oncology Research Workgroup


· American Society of Parenteral and Enteral Nutrition


· European Society of Parenteral Enteral Nutrition


· Consultant Dietitians in Health Care Facilities, 2006 Advisor for Abbott Nutrition

· Oncology Nutrition Dietetic Practice Group, Chair of Speakers’ Bureau

· Renal Dietetic Practice Group


· Ohio Dietetic Association 1975-2015

· Columbus Dietetic Association, Treasurer 2010-2015

· Ohio Nutrition Council

· Florida Dietetic Association 2015 to present


· Space Coast Academy of Nutrition and Dietetics 2015-present

· Presbyterian Church of the Good Shepherd Corporation officer, VP and Assistant Secretary 2017-present

EDUCATION

Doctor of Philosophy, Food Science and Nutrition


The Ohio State University, Columbus, OH

Bachelor of Science, Medical Dietetics


The Ohio State University, Columbus, OH

PATENTS


· Use of HMB to Improve Health Outcomes for Hospitalized Patients U.S. Provisional   Patent Application Serial No. 61/658,078 June 11, 2012

·    HMB Uses Thereof Patent No. US 8,217,077 B2 July 10, 2012


·    HMB Compositions and Uses Thereof Patent No. US2007/0093553 A1 April 26, 2007


·    HMB Compositions and Uses Thereof Patent No. US 2005/0215640 A1 Sept 29, 2005


· Method of Using β-Hydroxy-β-Methylbutyrate and Fatty Acids for Treating Disease-Associated Wasting No. US Patent 8,778,994(B2) issued 7/15/2014


· Method of Using β-Hydroxy-β-Methylbutyrate for the Treatment of Disease Conditions No. US Patent 8,778,993(B2) issued 7/15/2014

· Compositions Including Beta-Hydroxy-Beta-Methylbutyrate No. US Patent 8,785,495(B2) issued 7/22/2014


BOOKS

Voss AC, Williams V, eds. Oncology Nutrition in Clinical Practice, 2nd edition. Chicago, IL: Academy of Nutrition and Dietetics; 2018.

JOURNAL ARTICLES

Mansel RE, Das T, Baggs G, Noss MJ, Jennings WP, Cohen J, Portman D, Cohen M; Voss AC. A randomized controlled multicenter trial of an investigational liquid formula in women with cyclic breast pain associated with fibrocystic breast changes.  J Women’s Health 2017 doi: 10.1089/jwh.2017.640.


Thompson K, Elliott L, Fuchs V, Levin R, Voss A, Piemente T. Oncology evidence-based nutrition practice guideline for adults. Journal of Academy of Nutrition and Dietetics 2017;117(2):297-310. (http://dx.doi.org/10.1016/j.jand.2016.05.0103333).

Mirza KA, Luo M, Pereira S, Voss A, Das T, Tisdale MJ. In vitro assessment of the combined effect of eicosapentaenoic acid, green tea extract and curcumin C3 on protein loss in C2C12  myotubes. In Vitro Cell Dev Biol Anim 2016:52(8);838-845. Doi: 10. 1007/s11626-016-0051-z.


Luo M, Golubev G, Klyukvin I, Reznik L, Kuropatkin G, Oliver JS, Voss AC. Oral nutrition supplement improved nutritional status in malnourished patients receiving hip fracture surgery.  Journal of Scientific Research and Reports 2015;4(6):480-489 DOI: 10.9734/JSRR/2015/13908.


Armstrong DG, Hanft JR, Driver VR, Smith A, Nelson JL, Baggs GE, Lazaro-Martinez 333JL, Reyzelman AM, Furst GJ, Vayser DJ, Cervantes HL, Snyder RJ, Voss AC. Effect of oral nutritional supplementation on wound healing in diabetic foot ulcer.  Diabetic Medicine 2014;31:1069-1077 DOI: 10.1111/dme.12509.


Mirza CA, Pereira SL, Voss AC, Tisdale MJ.  Comparison of the anticatabolic effects of leucine and Ca-HMB. Nutrition 2014:30:801-813.

Rattanasompattikul M, Molnar MZ, Lee ML, Dukkipati R, Bross R, Jing J, Kim Y, Voss AC, Benner D, Feroze U, MacDougall I, Tayek JA, Norris KC, Kopple JD, Unruh M,  Kovesdy CP, Kalantar-Zadeh K. Anti-Inflammatory and Anti-Oxidative Nutrition in Hypoalbuminemic Dialysis Patients (AIONID) Study: Results of the Pilot-Feasibility Double-Blind Randomized Placebo-Controlled Trial.  J Cachexia, Sarcopenia and Muscle 2013 DOI 10.1007/s13539-013-0115-9.

Luo M, Voss AC, Mustad VA, Ivanova L, Morugova T, Alexeeva E, Ruyatkina L, Suplotova L. Four-hour evaluation of a medical food in subjects with type 2 diabetes receiving oral hypoglycemic medication. Journal of Diabetes 2012;2(2):214-220.

Sauer AC, Voss AC. Protein-energy wasting in CKD patients: are we wasting an opportunity to improve outcomes? Renal Nutrition Forum 2012:31:14-15.

Skipworth RJ, Moses AG, Sangster K, Sturgeon CM, Sett J, Voss AC, Fallon MT, Anderson RA, Ross JA, Fearon KC. Interaction of gonadal status with systemic inflammation and opioid use in determining nutritional status and prognosis in advanced pancreatic cancer.  Supp Care Cancer 2010;19:391-401.

Weed HG, Ferguson ML, Gaff RL, Hustead DS, Voss AC. Lean body mass gain inpatients with head and neck squamous cell cancer treated perioperatively with a protein- and energy-dense nutritional supplement containing eicosapentaenoic acid. Head and Neck 2011;33:1027-1033.

Levine M, Gillis M, Yanchis Koch, S, Voss AC, Stern RM, Koch KL. Protein and ginger for the treatment of chemotherapy-induced delayed nausea.  J Altern Complement Med 2008;14:545-551.


Voss AC, Maki KC, Garvey WT, Hustead DS, Alish C, Fix B,  Mustad V. Effect of two


carbohydrate-modified tube-feeding formulas on metabolic responses in patients with type 2 diabetes. Nutrition 2008;24:990-997.


Dahele M, Skipworth RE, Wall L, Voss AC, Preston T, Fearon KC. Objective physical activity and self-reported quality of life in patients receiving palliative chemotherapy. J Pain Symptom Manage 2007;33:676-685.


Fearon KC, Voss AC, Hustead DS. Definition of cancer cachexia: effect of weight loss, reduced food intake, and systemic inflammation on functional status and prognosis. Am J Clin Nutr 2006;83:1345-1350.


Bergstrom N, Horn SD, Smout RJ, Bender SA, Ferguson ML, Taler G, Sauer AC, Sharkey SS, Voss AC. The National Pressure Ulcer Long-Term Care Study: outcomes of pressure ulcer treatments in long-term care. J Am Geriatr Soc 2005;53:1721-1729.


Voss AC, Bender SA, Ferguson ML, Sauer AC, Bennett RG, Hahn PW. Long-term care liability for pressure ulcers. J Am Geriatr Soc 2005;53:1587-1592.


Horn SD, Bender SA, Ferguson ML, Smout RJ, Bergstrom N, Taler G, Cook AS, Sharkey SS, Voss AC. The National Pressure Ulcer Long-Term Care Study: pressure ulcer development in long-term care residents. J Am Geriatr Soc 2004;52:359-367.


Bartels SJ, Horn SD, Smout RJ, Dums AR, Flaherty E, Jones JK, Monane M, Taler G, Voss AC. Agitation and depression in frail nursing home elderly with dementia: treatment characteristics and service use. Am J Geriatr Psychiatry 2003;11:231-238.


Fearon KC, von Meyenfeldt MF, Moses AG, van Geenen R, Roy A, Gouma DJ, Giacosa A, Van Gossum A, Bauer J, Barber MD, Aaronson NK, Voss AC, Tisdale MJ. Effect of a protein and energy dense n-3 fatty acid enriched oral supplement on loss of weight and lean tissue in cancer cachexia: a randomised double blind trial. Gut 2003;52:1479-1486.


Voss AC, Thrush KE. Specialty nutrition: new approaches and novel ingredients.  Oncology 2003;17(suppl 2):12-13.


Voss, AC, Thrush KM, Sacks N, Royse SH. Outcomes research in oncology: documenting the benefit of nutrition intervention. On-Line 2003;12:1-11.


Capra S, Bauer J, Ash S, Davidson W, Voss A. Nutritional support in cancer: making a difference. Nutr Clin Pract 2002;17:210-213. 


Fearon KC, von Meyenfeldt MF, Moses AG, van Geenen R, Roy A, Gouma DJ, Giacosa A, Van Gossum A, Harris MS, Comer G, Ferguson M, Voss A, Tisdale MJ; on behalf of the Cancer Cachexia Study Group. Effect of an energy and protein dense, high n-3 fatty acid oral supplement on tumor response in patients with cancer cachexia: 18th International Clinical Conference on Oncology. Int J Cancer 2002;(suppl 13):245.


Guenter P, Ferguson M, Thrush K, Voss AC. Understanding tumor-induced weight loss.


Medsurg Nurs 2002;11:215-227.


Horn SD, Bender SA, Bergstrom N, Cook AS, Ferguson ML, Rimmasch HL, Sharkey SS, Smout RJ, Taler GA, Voss AC. Description of the National Pressure Ulcer Long-Term Care Study. J Am Geriatr Soc 2002;50:1816-1825.


Ferguson F, Cook A, Bender S, Voss AC. Diagnosing and treating involuntary weight loss. Medsurg Nurs 2001;10:165-177.


Ferguson F, Cook A, Rimmasch H, Bender S, Voss AC. Pressure ulcer management: the importance of nutrition. Medsurg Nurs 2000;9:163-175.


Voss AC, Mayer KE. Medical foods and nutritional supplements. In: Coulston A, ed. Nutrition in the Treatment and Prevention of Disease. San Diego, CA: Academic Press; 2000:229-243.


Barber MD, Ross JA, Voss AC, Tisdale MJ, Fearon KC. The effect of an oral nutritional supplement enriched with fish oil on weight-loss in patients with pancreatic cancer. Br J Cancer 1999;81:80-86.


Gallagher-Allred CR, Voss AC, Koop KL. The effect of medical nutrition therapy on


malnutrition and clinical outcomes. Nutrition 1999;15:512-514.


Voss AC. Outcomes research for evidence based medicine. Consultant Dietitian


1999;23:1-5.


Turic A, Gordon KL, Craig LD, Ataya DG, Voss AC. Nutrition supplementation enables elderly residents of long-term-care facility to meet or exceed RDAs without replacing energy or nutrient intakes from meals. J Am Diet Assoc 1998;98:1457-1459.


Voss AC. Outcomes research in a changing health care environment. Nutrition: Research, Practice and Application 1998;2:6.


Voss AC. Satisfaction data as quality measures for long-term care residents. Nutrition 1997;13:700-707.


Coulston AM, Craig L, Voss AC. Nutrition status of meals-on-wheels applicants: a


population at risk for poor nutritional status. J Am Diet Assoc 1996;96:570-573.


Gallagher-Allred CR, Voss AC, Finn SC, McCamish MA. Malnutrition and  


clinical outcomes: the case for medical nutrition therapy. J Am Diet Assoc 1996;96:361-369.

Voss AC, Gallagher-Allred C. Multidimensional measures of outcomes research.     Nutrition. 1996;12:220-221.


Voss AC, Gallagher-Allred CR. The importance of outcomes research in documenting the benefit of nutrition intervention. Nutrition 1996;12:59-60.


Voss AC. Carbohydrates, proteins, and lipids. In: Wardlaw GM, Insel PM. Nutrition Perspectives. St Louis, IL: Times Mirror/Mosby College Publishing; 1993:67-171.  


Voss AC. Omega-3 fatty acids. Dietetic Currents 1993;20:5-10.


Voss AC. Nutrition and the elderly. Ohio Dent J 1992;66:55-63.


Voss AC, Reinhart M, Sprecher H. Differences in the interconversion between 20- and 22-carbon (n-3) and (n-6) polyunsaturated fatty acids in rat liver. Biochim Biophys Acta 1992;1127:3-40.


Voss A, Reinhart M, Sankarappa S, Sprecher H. The metabolism of


7,10,13,16,19-docosapentaenoic acid to 4,7,10,13,16,19-dococahexaenoic acid is independent of a 4-desaturase. J Biol Chem 1991;266:19995-20000.


Voss AC, Reinhart M, Sprecher H. The conversion of 22:5(n-3) to 22:6(n-3) in 


liver is independent of a 4-desaturase. Symposium Proceedings, the Third Toronto Workshop on Essential Fatty Acids: Alpha-Linolenic Acid in Human Nutrition and Disease, Toronto, Canada. Nutrition 1991;7:435-439.


Voss AC, Sprecher H. Metabolism of (n-6) and (n-3) acids in liver and


hepatocytes: health effects of omega-3 polyunsaturated fatty acids in seafoods. In: World Review of Nutrition and Dietetics. Vol 66. Basel: Karger; 1991:519.


Wardlaw GM, Insel PM. Lipids. In: Voss AC, ed. Nutrition Perspectives. St Louis, IL: Times Mirror/Mosby College Publishing; 1990;123-154.


Voss AC, Sprecher H. Metabolism of palmitic, stearic, and arachidonic acids in rat hepatocytes. Fed Proc 1988;2:1333.


Voss AC, Sprecher H. Metabolism of 6,9,12,-octadecatrienoic acid and 6,9,12,15-octadecatetraenoic acid by rat hepatocytes. Biochim Biophys Acta 1988;958:153-162.


Voss AC, Sprecher H. Regulation of the metabolism of linoleic acid to arachidonic acid in rat hepatocytes. Lipids 1988;23:660-668.


Sprecher H, Voss AC, Careaga M, Hadjiagapiou C. Interrelationships between polyunsaturated fatty acid and membrane lipid synthesis. In: Lands WE.  Polyunsaturated Fatty Acids and Eicosanoids. Champaign, IL: American Oil Chemists’ Society; 1987:154-168. 


Voss A, Reinhart G, Hogan S, Roehrig K. Dependence of ATP citrate lyase activity on cell density of isolated rat hepatocytes. Biochem Biophys Res Commun 1987;49:118-124.


Voss A, Roehrig K. Effect of cell density on lipogenic enzymes in isolated rat hepatocytes. Fed Proc 1987;46:2007.

Voss AC. A dietitian’s view of nutrition crusaders. Ohio Dent J 1979;53:33-38.
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NUTRITION SUPPORT SPECIALIST
February 1991 - Present
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· Prepare patients for discharge on enteral and parenteral nutrition support
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· Provide outpatient counseling and follow-up for patients with severe gastrointestinal disease and those on nutrition support
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· Founded UVAHS’s Celiac Support Group
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· Co-developed the “On the Road” Weekend Warrior Program (Chicago, IL; Toronto, Canada; St. John’s Newfoundland; Upcoming: Halifax, Nova Scotia, Raleigh, N.C.; Ottawa, Canada)

· Co-developed and directed a 2-day clinical training program for Covidien Healthcare 2004-2009

· Co-developed monthly nutrition support webinar program  
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· Established orientation classes for the medical housestaff


· Developed diet handbook on hospital diets and nutritional tips for medical housestaff


· Charter member of the Nutrition Support Committee


· Educational Advisor to the local chapter of Crohn’s and Colitis Foundation of America


NUTRITION COUNSELOR



Gastroenterology Associates of Northern Virginia
1988 - 1990


Fairfax, VA


Virginia Medical Associates
1985 - 1990


Springfield, VA


Endocrine Associates
1984 - 1985
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EDUCATION

ROSALIND FRANKLIN UNIVERSITY OF MEDICINE AND SCIENCE, Chicago, IL

 Master of Science in Nutrition






         August 2001


UNIVERSITY OF CALIFORNIA, Davis, California


 Bachelor of Science, Dietetics, magna cum laude
March 1980


MILWAUKEE COUNTY MEDICAL COMPLEX, Milwaukee, Wisconsin


 General Internship
      June 1980 - 1981
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· 2006 - American Society for Parenteral and Enteral Nutrition Distinguished Nutrition Support Dietitian Advanced Clinical Practice Award
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                                2002 - Present
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American Society of Parenteral and Enteral Nutrition
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3) Parrish CR.  Title: High Volume “Bolus” Jejunal Feeding Infusion?  No Way!  ( Way!  [Abstract].  2014 Annual Clinical Nutrition Week, Savannah, GA.

4) Decher NR, Parrish CR. University of Virginia Health System Gastrointestinal Nutrition Clinic: A 10-year Retrospective Review [Abstract].  J Am Diet Assoc 2011;111(9)Suppl 2:A-31.
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118) 9/22/07 - Enteral nutrition lecture to Hokkaido Bunko University Students from Sapporo, Japan, Charlottesville, VA.


119) 5/5/07 - Presented, Decreasing the Deficit: Successful Enteral Feeding at The Art and the Science of Nutrition in CNY, the 77th annual New York State Dietetic Association Meeting, Syracuse, New York.


120) 4/25/07 – Nutritional Management in Gastroparesis, Long Island Society for Parenteral and Enteral Nutrition, Long Island, NY.


121) 2/9/07 - Enteral Feeding; The art and the science.  22nd Meeting of the Japanese Society for Parenteral and Enteral Nutrition, Matsuyama, Japan.


122) 2/6/07 - Enteral Feeding: The art and the science; Hiroshima, Japan.


123) 2/5/07 – Enteral Feeding: The art and the science; Sapporo, Japan. 


124) 1/29/07 - Residual volumes: A practice in search of science?  Clinical Nutrition Week (ASPEN), Phoenix, AZ.


125) 1/28/07 - Chyle Leak Roundtable. Clinical Nutrition Week (ASPEN), Phoenix, AZ.


126) 10/13/06 - Post-PEG Feeding, VASPEN 2006, Virginia Beach, VA.


127) 10/11 and 10/12/06 - Gastroparesis in Patients with Renal Disease - Renal Care Network Symposium 2006, Detroit, Michigan.


128) 9/19/06 - Managing celiac disease - the diabetes educators role, Central Virginia Association of Diabetes Educators (CVADE), Richmond, VA


129) 6/9/05 - Clinical approach to short bowel syndrome, Dietitians in Nutrition Support Annual Conference, Dallas, TX.


130) 5/13/05 – Short Bowel Syndrome: The Long Haul, BRDDA Spring Conference, Fishersville, VA.


131) 4/9/05 - Nutrition Intervention for Chyle Leaks for the 1st Annual LAM (Lymphangioleimyomatosis)/TS (Tuberous Sclerosis Complex) International Research Conference, Cincinnati, OH.


132) 1/31/05 - Early enteral nutrient infusion: Increased risk or risk reduction? American Society for Parenteral and Enteral Nutrition 2005 Annual Conference.  Orlando, FL.


133) 10/28/04 - IV Steak and Potatoes: When and How, 31st Annual Recent Advances in Clinical Medicine by UVAHS CME Dept, Charlottesville, VA.


134) 10/22/04 - Dehydrogen Monoxide:  The Essential Nutrient. VA Consultant Dietitians in Health Care Facilities, "Best Practices: Care Planning, Hydration and Feeding" Annual Conference, Richmond, VA.


135) 9/12/04 - Gastroparesis: Nutrition Intervention – Best Practice, Sub-committee of the American Motility Society Consensus Document.  Rochester, Minnesota.


136) 5/7/04 - Celiac Disease: Uncovering the Iceberg, Blue Ridge District Dietetic Association Spring Meeting, Charlottesville, VA.


137) 4/22/04 - Clinical Approach to Short Bowel Syndrome, Minnesota Chapter of the American Society for Parenteral and Enteral Nutrition Annual Conference, Minneapolis, Minnesota.


138) 4/7/04 – University of Virginia Curry School of Education; Nutrition 453/553, Hydration: 
In Normal and Pathophysiologic States. 


139) 4/3/04 - Nutritional Challenges in Gastroparesis - Best Approach (physician track) at the Gastroparesis: A symposium for physicians and patients conference.  Johns Hopkins Division of Gastroenterology, Baltimore, MD. 


140) 4/3/04 - Coping with diet and nutrition in gastroparesis (patient track), at the Gastroparesis: A symposium for physicians and patients conference.  Johns Hopkins Division of Gastroenterology, Baltimore, MD.


141) 3/30/04 - The GI Track (nutrition intervention in gastroparesis, pancreatitis, hepatic disease), Virginia Dietetic Association 75th Annual Conference, Charlottesville, VA.


142) What's Irritating Your GI Tract: Celiac Disease, North Carolina Dietetic Association's 71st Annual Conference, Research Triangle Park, NC, March 8, 2004.


143) Hot GI Topics: Pancreatitis and the Legend of Residual Volumes, North Carolina Dietetic Association's 71st Annual Conference, Research Triangle Park, NC, March 9, 2004.


144) The Legend of Residual Volumes, VASPEN Annual Conference, Richmond, VA, November 15, 2003.


145) Enteral Feeding: The Art and the Science.  Wisconsin Society for Parenteral and Enteral Nutrition (WiSPEN) Annual Conference, Madison, Wisconsin, September 25, 2003.


146) Celiac Disease: Uncovering the Iceberg, 74th annual Virginia Dietetic Association Conference,  Richmond, VA, April 1, 2003. 


147) Specific Nutrient Issues in Celiac Disease, Winston-Salem, NC Gluten Intolerance Group Regional Conference, June 21, 2002.


148) GI Disorders In Diabetes Mellitus, 49th Annual Advanced Post-Graduate Course, American Diabetes Association, San Francisco, CA, Feb 2, 2002. 


149) Nutrition in GI Disorders, American Motility Society Course on Gastrointestinal Motility in Clinical Practice in Charleston, SC, January 20, 2002.


150) The Many Faces of Celiac Disease, Annual VASPEN conference, Williamsburg, VA.  Nov 2001.

151) Successful Enteral Feeding: Dispelling the Myths, 16th Annual Mid-Atlantic Society for Parenteral and Enteral Nutrition (MASPEN) Conference, Southern Pines, NC.  Sept 2001.


152) Formula Selection - The Evidence and Alternatives (excludes immune-enhancing formulas). Roundtable, ASPEN 25th Clinical Congress, Chicago, IL. February 2001.


153) Oral Rehydration Therapy.  Blue Ridge District Dietetic Association Spring Conference, Charlottesville, VA 2000.


154) Enteral Feeding: The Art and the Science.  Annual MSPEN conference, Jackson, Mississippi.  November 2000.


155) Challenging Dogma and other Textbook Tales.  Greater Washington Area Chapter of the American Association of Critical-Care Nurses, November, 2000.


156) Nutritional Management of Renal Disease.   Northern District Virginia Dietetic Association and Mead-Johnson Clinical Conference, October, 2000.


157) How and When to Start Enteral Nutrition Support.  Fundamentals Postgraduate Course, ASPEN 24th Clinical Congress, Nashville, TN, January 2000.

158) Hydration in Normal and Pathophysiologic States, UVAHS Curry School of Education, Charlottesville, VA, December 1999.


159) Successful Enteral Feeding.  Mead Johnson sponsored half-day enteral conference, Virginia Beach, VA, September 1999.


160) Enteral Feeding: The Art and the Science.  Prince William Hospital Medical Grand Rounds, Manassas, VA, August 1999.


161) Weaning from Mechanical Ventilation: The Nutrition Connection.  National Teaching Institute, American Association of Critical Care Nurses, New Orleans, LA, May 1999.


162) Enteral Feeding: Making it Work.  (Roundtable) A.S.P.E.N. 23rd Clinical Congress, San Diego, CA, January 1999.


163) Enteral Feeding - The GI Track, (Interactive session) Virginia Society of Parenteral and Enteral Nutrition (VASPEN) Annual Conference, Alexandria, VA, 1998.


164) Enteral Feeding for the Practicing Clinician: What really Works.  A Physician Symposium, Martinsburg, WVA, March 1998.


165) Nutritional Aspects of Liver Disease, MSPEN Annual Conference, Baltimore, MD, Oct. 1997.  


166) “Nutrition Support for the Practicing Clinician 1st Annual GI and Hepatology Seminar,” Green Bay, WI, April 1997.


167) Enteral Nutrition, Virginia Dietetic Association Annual Meeting, Roanoke, VA, April 1997.


168) Practical Tips for Enteral Feeding, (Roundtable) A.S.P.E.N. 19th Clinical Congress, Miami, FL, 1995.


169) Nutrition Intervention in Gastroparesis, Annual Clinical Diabetes Conference, Chapel Hill, NC, Fall, 1994.


170) Nutrition in Ostomy and Wound Care, WOCN Annual Conference, Virginia Beach, VA, Fall, 1994.


171) Nutrition Intervention in Gastroparesis, Annual Marriott Clinical Update, Baltimore, MD, 1993.


172) Enteral and Parenteral Nutrient Delivery, (Workshop) Virginia Society of Parenteral and Enteral Nutrition (VASPEN) Annual Conference, 1993 and 1994.


173) Nutrition Assessment: What’s Practical?, 18th Annual Recent Advances in Clinical Medicine Conference, University of Virginia Health Sciences Center, Charlottesville, VA, 1991.

On the Road Weekend Warrior Nutrition Support Training Programs


1) October 3-4, 2009

Northwestern Memorial Hospital, Chicago, IL


2) September 11-12, 2010
Brampton Civic Hospital, Toronto, Ontario, Canada


3) May 14-15, 2011

Eastern Health, St. John’s, Newfoundland, Canada


4) April 21-22, 2012

Halifax Infirmary, Halifax, Nova Scotia, Canada


5) June 2-3, 2012

Duke Medical Center, Durham, NC


6) September 22-23, 2012
Queensway Carleton Hospital, Ottawa, Canada

7) September 13-14, 2014
Windsor Regional Hospital, Windsor, Ontario, Canada


8) October 4, 2014

Minnesota Society for Parenteral and Enteral Nutrition (MNSPEN) Fall    





Conference, Minneapolis, MN.

9) October 1 & 2, 2015

Advanced Nutrition Support Workshop, Interior Health Authority, Kelowna,                                                             British Columbia:

· Successful Enteral Nutrition 


· Nutritional Care of the Patient with Pancreatitis 


· The Malabsorption work-up 


· Nutritional Considerations in Gastroparesis 


· Nutritional Fall-out of Upper GI surgeries


· Maximizing Absorption in Short Bowel 


· Challenging GI Clinical Cases


· Parenteral Nutrition Pearls

· May 14 & 15, 2016
             Weekend Warrior - St. Catherine's, Ontario, Canada 


· Enteral Nutrition: The Practice vs. the Evidence


· Adult Parenteral Nutrition


· The Malabsorption Work-up


· Assessing Hydration in the Enterally-fed Acute Care Patient


· Challenging GI Cases

10) Oct 21 & 22, 2017

Weekend Warrior – Toronto, Ontario, Canada

· Nutritional Care of the Patient with Pancreatitis 


· Nutritional Considerations in Gastroparesis 


· Nutritional Fall-out of Upper GI surgeries


· Maximizing Absorption in Short Bowel 

11
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Attached is further information about this work by CMS. The deadline for submitting nominations is

midnight tomorrow, so I’d like your approval to proceed with the nominations by tomorrow

afternoon so we can complete the process. I know you are in the midst of “March Madness,” so

hopefully you will have a few minutes to review this information and respond. As is always the

case with CMS, the turnaround time from the initial announcement to submissions was quite tight.

 

 

Thanks and please let me know if you have any questions or would like more information. 

 

Warm regards,

 

 

Marsha

 

 

Marsha Schofield, MS, RD, LD, FAND

 

Senior Director, Governance

 

Nutrition Services Coverage

 

Academy of Nutrition and Dietetics

 

120 S. Riverside Plaza, Suite 2190

 

Chicago, IL  60606

 

800-877-1600, ext. 1762

 
mschofield@eatright.org

 
www.eatright.org | www.eatrightPRO.org | www.eatrightSTORE.org
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34. Obesity tied to increased risk of heart disease, study finds

From: Nutrition and Dietetics SmartBrief <eatrightpro@smartbrief.com>

To: DMartin@Burke.k12.ga.us

Hidden

recipients:

dmartin@burke.k12.ga.us

Sent Date: Mar 19, 2018 11:04:44

Subject: Obesity tied to increased risk of heart disease, study finds

Attachment:

Nutrition and Dietetics SmartBrief 

Obesity tied to increased risk of heart disease, study finds | RDN offers ideas for eating healthy

while staying on budget | Cultural foods can be part of a healthy diet, RD says 

Created for DMartin@Burke.k12.ga.us |  Web Version March 19, 2018 Connect with the

Academy News for food, nutrition and health professionals SIGN UP    FORWARD Healthy Start 
Obesity tied to increased risk of heart disease, study finds 

UK researchers found that a body mass index of more than 22 is associated with a 13% increased

risk of heart disease even for moderate amounts of weight gain, compared with those with a BMI

between 22 and 23. The findings in the European Heart Journal, based on almost 300,000

individuals, revealed that each 5-inch increase in waist size among men and women with a waist

size of 32 inches and 29 inches, respectively, raised heart disease risk by 16%. 
HealthDay News (3/16)  
    
March 28th &30th: Free CE Webinar! 
Join the Abbott Nutrition Health Institute for An Interdisciplinary Approach to Diabetes Care.
Understand initial testing and treatment of patients with newly diagnosed type 2 diabetes and
prediabetes and recognize key times for diabetes self-management, education and support.
Register Now.ADVERTISEMENT Dietary Health 
RDN offers ideas for eating healthy while staying on budget 

Eating healthy but staying on budget means planning meals in advance and also choosing

economical foods such as beans or less-expensive cuts of meat, says registered dietitian

nutritionist Megan Casper. Whole foods can be healthy and less expensive than processed and

packaged items, Casper says, and buying in bulk or starting a garden can help trim food bills. 
Food &Nutrition Magazine online (3/16)  
    
Cultural foods can be part of a healthy diet, RD says 

US dietary guidelines acknowledge people have different eating patterns, and cultural foods and

flavors can fit into a healthy diet, said registered dietitian Toby Amidor. These diets still should

contain all of the food groups, limit unhealthy elements such as added sodium and saturated fats,

and include appropriate portions, Amidor said. 
U.S. News &World Report (3/16)  
    

Other News 
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•Low-FODMAP products, functional beverage shots among latest trends   Food Business News

(free registration) (3/15)   
Science &Research 
Study highlights importance of controlling weight gain in gestational diabetes 

A study presented at the Diabetes UK Professional Conference showed that women with

gestational diabetes can reduce their risk of complications by maintaining a normal weight and

keeping good control of their blood glucose levels throughout the pregnancy. Findings, based on

546 pregnant women with gestational diabetes, showed those who gained weight were more likely

to have increased blood glucose levels, higher blood pressure, to need a Caesarean section and

to require more insulin after birth than those who maintained their weight. 
Diabetes (UK) (3/16)  
    
Breastfeeding tied to lower childhood obesity risk in high birth weight infants 

Children with high birth weight who were exclusively breastfed until age 6 months were

significantly less likely to be overweight or obese at age 6 years, compared with those who

weren't, South Korean researchers reported at the Endocrine Society's annual meeting. The

findings showed an increased risk for overweight or obesity among children with high birth weight,

compared with those with normal birth weight. 
Hindustan Times (India)/Asian News International (3/19)  
    
Prevention &Well-Being 
Studies: Adults walk more when using pedometer with guidance 

Adults who used a pedometer when walking and received exercise advice and instructions from a

nurse, in person or through the mail, walked an additional 600 steps daily and increased time

spent exercising by 24 minutes per week up to three years later, compared with a group that did

not get advice, researchers reported in PLOS Medicine. A second study found older adults who

used pedometers and received guidance from a nurse walked 400 more steps daily and had 33

more minutes of exercise each week 4 years later, compared with those not getting advice. 
Medical News Today (3/17)  
    
Type 2 diabetes risk is high among smokers, study finds 

A study in The Lancet Public Health showed that individuals who regularly smoked had a 15% to

30% increased risk of developing type 2 diabetes, compared with those who never smoked. UK

and Chinese researchers evaluated 500,000 Chinese adults and found that smokers with a high

body mass index were at the greatest risk of developing the disease, compared with those with a

lower BMI. 
Diabetes (UK) (3/16)  
    
Institutional Foodservice 
Pa. schools work to boost breakfast participation 

(Pixabay) 

School nutrition professionals in Pennsylvania are working to meet calls from state lawmakers to

boost the number of students who eat breakfast at school. Efforts include grab-and-go options,

second-chance breakfasts and breakfasts in the classroom. 
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WESA-FM (Pittsburgh) (3/16)  
    

  
Recipe of the Day 

Honey-pistachio baked sweet potato 

A nutty, crunchy, honey-based coating spruces up this classic favorite. Eat Real Food
    
Academy News 

Meet the 2018 RDN Day Contest winner 

On March 14, the Academy celebrated Registered Dietitian Nutritionist Day by asking members:

"How do you help your patients or clients go further with food?" From more than 90 inspirational

responses, the contest winner is Alice Figueroa, MPH, RDN, of New York City. Read Alice's

answer. 
    

New practice paper: Nutrition Intervention and HIV Infection 

Nutrition is an integral component of medical care for people living with HIV/AIDS; the Academy

supports integration of medical nutrition therapy into their routine care. The new practice paper

"Nutrition Intervention and Human Immunodeficiency Virus Infection" has been published in the

March Journal of the Academy of Nutrition and Dietetics. Read the full position paper. 
    
    No matter what types of food, flavors and cuisines you enjoy or are a part of your culture, you
can include them in a healthy eating plan. RD Toby Amidor, as quoted by U.S. News &World
Report 
    

    Learn more about Academy: eatrightPRO |  About the Academy |  Academy Membership  

Advocacy |  eatrightSTORE News and editorial content for this brief is curated by SmartBrief

editors, and is not selected by the Academy of Nutrition and Dietetics, with the exception of the

Academy News section. Sign Up SmartBrief offers 200+ newsletters Advertise Learn more about

the SmartBrief audience Subscriber Tools: 
Manage Subscriptions 
Update Your Profile 
Unsubscribe 
Send Feedback 
Archive 
Search 

Contact Us: 

Advertising  -  Chris Warne 

P: 646.462.4647 

Editor  -  Kathryn Doherty 

Mailing Address:  

SmartBrief, Inc.®, 555 11th ST NW, Suite 600, Washington, DC 20004 

© 1999-2018 SmartBrief, Inc.®  

Privacy policy |  Legal Information 

Page 143



 

Page 144



35. RE: Request

From: Tom Ryan <Tryan@eatright.org>

To: DMartin@Burke.k12.ga.us <DMartin@Burke.k12.ga.us>

Cc: Doris Acosta <dacosta@eatright.org>

Hidden

recipients:

dmartin@burke.k12.ga.us

Sent Date: Mar 14, 2018 10:36:52

Subject: RE: Request

Attachment: image001.png
Presidents Page February 2018 Martin RDNs in Agriculture 5.docx
November 2017 Presidents Page Martin teaching people how to cook 7.docx

Hi, Donna: Not a problem at all, they’re attached. Hope this helps, thanks.

 

 

 

Tom

 

 

 

 

Tom Ryan

 

Senior Editorial Manager

 

Strategic Communications Team

 

Academy of Nutrition and Dietetics

 

120 South Riverside Plaza, #2190

 

Chicago, Ill. 60606

 

312/899-4894

 
www.eatright.org

 

 

 

 

From: Donna Martin [mailto:DMartin@burke.k12.ga.us]  

Sent: Wednesday, March 14, 2018 9:27 AM 
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Donna S. Martin, EdS, RDN, LD, SNS, FAND

February 2018 President’s Page

Journal of the Academy of Nutrition and Dietetics

Approx. 750 words including 1 footnote



Academy Members and Agriculture: A Winning Combination



The Academy’s new Strategic Plan, and the Foundation’s Second Century initiative, make it imperative that all food and nutrition practitioners know and understand more about agriculture. Each of the three main areas of our Strategic Plan calls for the Academy to make a national and international impact relating to the production of – and access to – a safe, sustainable food supply: Prevention and Well-Being, Health Care and Health Systems, and Food and Nutrition Safety and Security. [1]



Where does our food come from? How can we ensure our clients, patients, communities and planet have enough nutritious food to feed growing populations? Two members living on opposite sides of the country are involved on a daily basis with agriculture, and explain why a knowledge of farming is so valuable for practitioners in our profession. 



[bookmark: _GoBack]Amy Myrdal Miller, MS, RDN, FAND, founder and president at Farmer’s Daughter Consulting, in Carmichael, Calif., grew up on a large family farm in northeast North Dakota. Jennie Schmidt, MS, RD, a full-time farmer in Maryland, grew up in a farming area of Western Massachusetts and met her future husband (a farmer) around the same time she was heading to Botswana on a 4H exchange program. 



FOUNDATION OF OUR FOOD SYSTEM

If RDNs want to be food and nutrition experts, we must also have a basic understanding of where our food comes from,” Miller says. “We need to understand the differences and similarities among various agricultural production methods. We need to appreciate crop protection methods that enhance sustainability, including the financial sustainability of farmers. We need to explore the practices that promote soil health. And we must recognize and respect the research and innovation that makes modern agriculture sustainable agriculture.”



Schmidt adds: “Farming is the beginning of the food continuum along which our RDN career operates. It has been said ‘Three times a day, we need farmers.’ How many careers can make that claim? It’s as plain and simple as that, and yet far more complicated are the intricacies of farming, food production and the supply chain between farmers and RDNs. As experts in food and nutrition, RDNs need to understand the entire food system from ‘farm to table’ – from the actual farm.”

 

Schmidt says being an RDN has made her a better farmer. “I use the same science, chemistry and biology knowledge in humans and apply it to soils and plants. Having been trained in nutrition education also helps me ‘teach’ farming and food production to the audiences with whom I get to share my story, most often my RDN peer group.”



PROVIDING EDUCATION

Miller spends substantial time educating RDNs on agriculture issues, and is a founding member of the Foundation’s RD Farmer and Agriculture Committee of Experts, a group of 12 RDNs from across the country who since 2012 have given presentations to state meetings and webinars and contributed to the creation of infographics and other education materials to educate members about issues related to modern agriculture. “We have presented at nearly every state affiliate’s annual conference, reaching thousands of dietitians, interns and students so our profession is better able to address questions and concerns about where our food comes from and how it is produced,” she says.



Schmidt says her perspective of being both a farmer and an RDN enable her to participate more fully in discussion and policy issues of food and agriculture. She is proud of her recent appointment to the Global Farmer Network, and her representation of farmers at the presentation of the 2017 World Food Prize in October 2017. “Attending the World Food Prize was full circle for me as a farmer RD because it highlighted the global issues of food production, access to technology and hunger. We clearly have not solved the issue of hunger and its web of issues, from food production to waste, distribution, controlling post-harvest loss and accessing technology that improves the resiliency of our food system. Solving these issues will allow the food and agriculture sector to produce safe food while reducing our environmental impact – providing for people while protecting our natural resources.”



EMBRACE AGRICULTURE

Through the Academy’s Strategic Plan, we will reach beyond borders to share information, insights and inspiration for creating a world where people and communities flourish because of the transformational power of food and nutrition. In that world, let’s embrace the research, technology and tools that enable farmers to be successful. Combining nutrition and agriculture into a profession is a natural fit! 



Donna S. Martin, EdS, RDN, LD, SNS, FAND

president@eatright.org



[1] http://www.eatrightpro.org/resource/leadership/board-of-directors/strategic-plan/what-is-the-academys-strategic-plan Accessed 11/16/17.
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Before It’s a Lost Art: Help Clients and Patients Learn to Cook 



When I was growing up, we took home-cooked family meals for granted. Meals were time for our family to talk about our day; there was no TV while eating, and of course cell phones were something only the Jetsons had. 



But the trend has been pointing downward for decades. Fewer of us than ever are preparing meals at home [1] and no country in the developed world cooks less than Americans. [2] And time pressures, technology and restaurant options are not the only impediment to family meals: Many Americans simply do not know how to cook. Unfortunately, that includes nutrition and dietetics practitioners, too. 



Still, there is hope! I am so excited about initiatives throughout the country where Academy members are showing consumers, from schoolkids to senior citizens, the joys and benefits of cooking.



THE TOOLS PEOPLE NEED

“The world of dietetics has changed quite a bit over the years, and I think we are finally starting to understand that people cannot make behavior changes if they are not equipped with the tools and know-how to make those changes,” says Kara LeClair, RDN, the early education/wellness/farm to school dietitian at the Burke County, GA, public schools. She heads Charlie Cart (http://charliecart.org), an integrated educational program that uses a mobile kitchen classroom “to deliver hands-on nutrition education in any learning environment.”



According to LeClair, “I have held cooking classes with Early Head Start children up to adults. It’s never too late or too early to learn how to cook! By introducing kids to these simple techniques at a young age, it’s not about turning them into tiny chefs, but about piquing their interest, starting a conversation at home and hopefully getting them in the kitchen with their guardian. Also, children are more likely to try a food if they’ve invested the time and effort into making it. Getting kids in the kitchen allows them to feel like they have a say over what they’re eating, and it makes it fun.”



TIME AND ENERGY

Rebecca Lewis, MS, RD, of New York City, NY, is the head dietitian at HelloFresh (https://www.hellofresh.com), a company in the growing meal kit industry that provides ingredients and step-by-step preparation instructions for subscribers.



“Cooking faces more obstacles than ever,” she says. “More and more people in the U.S. are too intimidated or put off by cooking dinner at home because cooking is never just cooking. It’s shopping and meal planning after work days as long as lines at the grocery store, as well as the pressure to feed the whole family. After extensively researching why people aren’t cooking, we discovered they often believe they lack the time necessary to do so. In fact, what they really lack is the energy.



“We need to showcase the fun of cooking by illuminating all the positive aspects of cooking for our audience: the opportunity for social bonding and appreciation, the chance to channel creativity and mindfulness, and of course, the nourishment innate to a healthier meal prepared in the home,” Lewis adds. “We help our customers find their inner chef and give them the confidence to be an unstoppable champion in the kitchen.”

 




SENSE OF ACCOMPLISHMENT

[bookmark: _GoBack]According to Rosemary E. Riley, PhD, LD, teaching consumers how to cook is a vital role for registered dietitian nutritionists. Riley is a board member and chair of the health committee at Local Matters in Columbus, OH (http://www.local-matters.org), a community organization focusing on culinary nutrition programming for seniors, families and people with diabetes. She retired recently after 25 years at Abbott Nutrition where she founded the Abbott Nutrition Health Institute.



“We can demonstrate that people can make delicious, satisfying, healthful meals for themselves and their families,” Riley says. “It doesn’t happen overnight. Some of the barriers I have encountered with participants in our program is limited cooking skills as well as reduced cooking confidence. Some people are rusty but others are truly new to cooking from scratch. Since most people are busy, it is important that cooking classes focus on simple but delicious recipes that can be used multiple ways. 



“To bring more people back to cooking we need to emphasize the great sense of accomplishment people can feel when mastering a technique that you can so readily share with your family and friends. The improvement in health parameters may take some time to materialize but the more immediate gratification of preparing tasty, healthful meals and sharing them with family and friends feeds the soul,” Riley says. 



A PRICELESS SKILL

Sometimes, all it takes is encouragement. Whenever I attend a wedding or baby shower, the advice I give to brides- and moms-to-be is: “Have a meal at home with your family.” Let’s recover the – almost – lost art of cooking in our own lives and pass this priceless skill to those we help to eat well and be healthy.





Donna S. Martin, EdS, RDN, LD, SNS, FAND

president@eatright.org









1 https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3639863/

Accessed August 14, 2017



2 https://www.oecd.org/els/soc/47573390.pdf

Accessed August 14, 2017
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 To: Tom Ryan <Tryan@eatright.org> 

 Subject: Request

 

 

Tom,  I hate to bother you, but do you mind sending me my President's pages for November and

February please?  I can't find them stored on my computer and I need a reference from one of

them.  I can find them on-line, but I would like to have the copy you send to me instead.  No rush

and so sorry to bother you!  I just got a request today from Glenna McCollum on our most recent

page and I need to refer back to another page to get her the information.  

 

 

Donna S. Martin, EdS, RDN, LD, SNS, FAND

 

Director, School Nutrition Program

 

Burke County Board of Education

 

789 Burke Veterans Parkway

 

Waynesboro, GA  30830

 

work - 706-554-5393

 

fax - 706-554-5655

 

President of the Academy of Nutrition and Dietetics 2017-2018
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36. Re: Hotel for Conference

From: Donna Martin <DMartin@burke.k12.ga.us>

To: Kelly Schriver, MS RDN LD <info@eatrightgeorgia.org>

Sent Date: Mar 14, 2018 09:37:17

Subject: Re: Hotel for Conference

Attachment: Georgia Academy Update 2018.pdf

Kelly,  Attached are pdf's of my two presentations that you can post for participants.  Looking

forward to seeing all of you soon!

I will have to send them separately do to the size of the files. 

 

Donna S. Martin, EdS, RDN, LD, SNS, FAND

Director, School Nutrition Program

Burke County Board of Education

789 Burke Veterans Parkway

Waynesboro, GA  30830

work - 706-554-5393

fax - 706-554-5655

President of the Academy of Nutrition and Dietetics 2017-2018

 

________________________________________

From: Kelly Schriver, MS RDN LD <info@eatrightgeorgia.org>

Sent: Wednesday, March 14, 2018 8:42 AM

To: Donna Martin

Subject: Re: Hotel for Conference

 

Do you have any handouts?  In an effort to reduce printing costs, we

usually post handouts for registrants to download and print on their

own.  The link is available to registrants only.

 

Thanks!

 

 

On 2017-12-01 06:30, Donna Martin wrote:

> Kelly,  I just wanted to let you know that I booked my hotel for the

> conference.

>

> Donna S. Martin, EdS, RDN, LD, SNS, FAND

>

> Director, School Nutrition Program

>
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Georgia  


Academy of Nutrition and Dietetics 


2018 Update 


 


Donna S. Martin, EdS, RDN, LD, SNS, FAND 
President of the Academy of Nutrition and 


Dietetics 2017-2018 







Today’s Objectives 


 Activities and developments at the Academy 


 Membership: Our best investment 


 Challenges 


 Resources 


 Your stories 


*** Watch This Space for Links! *** 







Collective best thinking 


A compelling vision 


Food and nutrition leaders on a 
global scale 


 


Our New Strategic Plan 


www.eatrightPRO.org/StrategicPlan 







A world where all people thrive through the 
transformative power of food and nutrition 


Academy’s Vision 


www.eatrightPRO.org/StrategicPlan 







Accelerate improvements in global health and 
well-being through food and nutrition 


Academy’s Mission 


www.eatrightPRO.org/StrategicPlan 







• Prevention and Well-being 


• Health Care and Health Systems 


• Food and Nutrition Safety and Security 


Strategic Plan Focus Areas 


www.eatrightPRO.org/StrategicPlan 
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New Way to Get Involved 







 MQii: Developed with Avalere, 
with support from Abbott 


 With ASPEN, letter to payers: 
Don’t use low BMI as the only 
diagnostic criteria 


 National Blueprint: Achieving 
Quality Malnutrition Care for 
Older Adults 


Focus on Malnutrition 


mqii.defeatmalnutrition.today/mqii-toolkit.html 







 Engaging 120 hospitals to 
validate Malnutrition Clinical 
Characteristics tool 


 Providing valuable insights on 
RDN staffing 


 Improving patient care and 
outcomes 


 Expanding Medicare Part B 
coverage for MNT for 
malnutrition 


 


Focus on Malnutrition 


www.cmcgc.com/media/handouts/320121/t21_jane_white.pdf 







1:6 Trainer 
to 


participant 
ratio for 


hands-on 
experience 


Demonstrate 
NFPE skills 
with real 
patients 
during 
patient 
rounds 


Ongoing 
support from 


Academy 
trainers 


Peer 
Champion 


Resources to 
train 


colleagues 
at your 
facility 


NFPE Hands-On Training Workshop 


www.eatrightPRO.org/nfpe 







www.eatrightfoundation.org/get-involved/simulation 


School Foodservice Equipment 
Modernization 


 Visited school cafeterias in Fargo, N.D.; Erie, Pa.; San 
Luis Obispo, Calif.; Burke County, Ga.; Glendale Heights, 
Ill.; and Syracuse, N.Y., and met with school staff 
regarding outdated equipment 


 Held Congressional briefing in Washington D.C., to 
address need for improving school nutrition program 
equipment and infrastructure 


 Requested reauthorization and full funding of school 
food modernization equipment 







Learn how eNCPT can impact on your effectiveness: 


https://ncpt.webauthor.com/  


www.ncpro.org 



https://ncpt.webauthor.com/
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Active Member 
dues: $0.64/day 
– much less than 
you probably 
spend on coffee! 







15 www.eatrightPRO.org/toolbox 
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The Power of Together 


 Leadership is a group effort 


 Collaborations and mentoring 


 Strength in numbers is real 


www.eatrightPRO.org/BOD 
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www.eatrightPRO.org/HOD 


Forum for Leadership Development 


House of Delegates 


 Positions and educates 
members 


 Embraces our values 


 Develops progressive culture 


 Reflects our diversity 


 106 delegates, most elected 
by members 


 6 HOD representatives on 
Academy’s Board 







www.eatrightPRO.org/resources/news-center 


Academy Encourages President… 


“See an 
RDN” 







March Is National Nutrition Month 


www.eatrightPRO.org/NNM  www.furtherwithfood.org 


Registered Dietitian Nutritionist Day: 
March 14 







 Practice, Experience, Diabetes, 
pediatRic, Online 


 First pilot in a series of online 
education simulation programs for 
practitioners and interns 


 3-D hospital and conversation 
simulator 


 Complete steps of Nutrition Care 
process for inpatient and follow-up 
outpatient visits 


www.eatrightfoundation.org/get-involved/simulation 


PEDRO: Online Simulation Prototype 
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Patient-Centered Care: Our Role 


www.eatrightPRO.org/resources/payment 







Over the last three years, donors have helped provide 
$3.575 million in scholarships, awards, fellowships and 


research grants to 1,700 students and Academy members 


www.eatrightfoundation.org 


Your Foundation 


Scholarships   Research Grants 


 Public Education       Awards 







  


 


Did You Know?  


The Academy Foundation is proud to have provided $198,350 through 55 scholarships, 


awards, research grants and/or Kids Eat Right mini-grants to Georgia members and 


students in your Affiliate since 2012. 


Congratulations to the following recipients!   


Christine Aguirre, Judith Anglin, Staci Belcher, Alison Berg, Deborah Boyd, Coretta 


Browne-Desrivieres, Christine County, Angela Douge, Brianna Dumas, Marie Erobu, 


Amanda Fleming, Patricia Garrett, Caroline Guinn, Trisha Hardy,  Charlotte Hayes, 


Chelsea Hrovat, Linda Holland, Sallay Jabbie, Julie Joiner, Cyndia Kanarek Culver, 


Gregory LaFortune, Rebecca Leet, Sarah Ludwick, Eric Lutzenberger, Carla Moore, 


Danielle Moore, Meagan Moyer, Diana Parker, Elizabeth Roes, Lauren Saxena, Kelly 


Schriver, Bernice Sem, Nida Shaikh, Erin Smucker, Sarah Stotz, Caroline Taylor, Sarah 


Troha, Kayellen Umeakunne, Jessica Williams, Kathleen Zelman, Lauren Saxena, 


Carolina Cawthon, Emelina Perez, Tosin Ajala, Diana Beach, Brittany Summerlin, 


Matthew Antonia  


  


  


  


  


We need your help so we can continue to offer these great benefits to your members.  


Please remember to donate to the Academy Foundation when renewing your Academy 


membership each year or donate today at www.eatrightfoundation.org/donate  


 


   



http://www.eatrightfoundation.org/donate





Resources you can use: 


 Kids Eat Right and Future of Food Toolkits, Infographics, 
and Webinars 


 Guide for Effective Nutrition Interventions and Education 
(GENIE) 


 Healthy Food Bank Hub 


 RD Parent Empowerment Program 


 Developing and Assessing Nutrition Education Handouts 
(DANEH) 


 Coming soon: 


 Practice Experience, Diabetes, pediatRic Online (PEDRO) 


 Hunger Free Communities Facilitation Guide and Tools 


 
www.eatrightfoundation.org/get-involved/toolkits-webinars 


Your Foundation Empowers You 







Jenica Abram, MPH, RDN 


Funded by ConAgra Foods 


Foundation 


Lauren Au, PhD, RD 


Funded by Academy Foundation  


Ostenso Fund 


Sandra Carpenter, MS, RDN 


Funded by Commission on Dietetic 


Registration 


Lindsey Field, MS, RDN 


Funded by Abbott Nutrition 


Janice Giddens, MS, RDN 


Funded by Academy Foundation  


Research Endowment 


Leigh A. Gantner, PhD, RD 


Funded by Academy Foundation  


Ostenso Fund 


Elizabeth Yakes Jimenez, PhD, RDN 


Funded by General Mills Foundation 


Chris Vogliano, MS, RDN 


Funded by Academy Foundation 


Research Endowment 


Lee Unangst, MS, RDN 


Funded by General Mills 


Foundation 


Alice Figueroa, MPH, RDN 


Funded by Wimpfheimer-Guggenheim 


Fund for International Exchange in 


Nutrition, Dietetics and Management 


Stephen Alajajian, RDN 


Funded by Academy Foundation 


Research Endowment 


Exceptional Fellows 







 Efforts will fund programs and initiatives 
that concentrate on:  


  Prevention and Well-being  


  Health Care and Health Systems 


  Food and Nutrition Security  
 


$3.1 million+ raised to date 
 


Thank you! 
 
  


$5 Million Goal 







Achieving Our Policy Priorities 


Advocacy Focus Areas 


 Prevention and well-being 


 Health care and health 
systems 


 Food and nutrition safety 
and security  


Successful Public Policies 


 Create jobs 


 Improve health of Americans 


 Nutrition in health reform 


 Investment in the future 
through federal and state 
nutrition programs 


www.eatrightPRO.org/advocacy 







www.eatrightPRO.org/ANDPAC 


Clinical Setting 


 Nutrition services 


 Increase access to care 
and coverage 


 Telehealth 


 Prioritize preventive care, 
protect Prevention Fund 


 
 


Community Setting  


 School meals and food 
security (SNAP, WIC) 


 Farm Bill reauthorization  


 Nutrition education 
 


Academy’s Policy Initiatives 
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ANPAC Contributions for Georgia 


ANDPAC 
2017 


ANDPAC 
2016 


ANDPAC 
2015 


 $  3,590.00   $  4,156.00   $  3,981.00  







Licensure Protects the Public 


www.eatrightPRO.org/resources/news-center 







Policy Training and Advocacy 


www.eatrightPRO.org/PPW 


 Advocate for health and profession 


 Become the voice of nutrition that Congress trusts 


 Interactive, educational experience 


 Potential opportunities to obtain internship competencies 


Public Policy Workshop 2018 
will take place immediately after FNCE® 


October 23-24 in Washington, D.C. 







Simon T. Bailey Judy Woodruff 


Great Speakers, CPE and More 


 Attendees receive 
complimentary access to 
session recordings 


 Eligible for CPE credit for  
3 years 


 By listening, earn  
20 –30 CPE hours in addition to 
hours earned at FNCE® 


www.eatrightFNCE.org 







   


 Avoid misinformation 


 Go beyond the 
headlines 


 Be the credible source 
  
 


Socially Engaged, Responsible 











Telling the World Your Story 
Thousands of interviews each year: print, broadcast, electronic 


Add your voice! 


Promote and brand yourself through the media 


Download “Working with the Media” free member handbook  


www.eatrightPRO.org/media  www.eatrightPRO.org/mediahandbook 
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“To the Editor…” 


www.eatrightPRO.org/resources/practice/career-development/marketing-center 







Nutrition and Dietetics SmartBrief 


News That 
Matters to You … 


The leading digital media 
publisher of targeted 
business news and 
information by industry 







…to be an 
Academy 
Member! 


dmartin@burke.k12.ga.us 


An Exciting Time… 





Georgia Academy Update 2018.pdf



> Burke County Board of Education

>

> 789 Burke Veterans Parkway

>

> Waynesboro, GA  30830

>

> work - 706-554-5393

>

> fax - 706-554-5655

>

> PRESIDENT OF THE ACADEMY OF NUTRITION AND DIETETICS 2017-2018

 

--

Kelly E. Schriver, MS RDN LD

Georgia Academy of Nutrition and Dietetics

4780 Ashford Dunwoody Road, Ste A #512

Atlanta, GA  30338

404.539.6667 / f:  404.549.4644
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37. Free CPEU Webinar from ANHI: An Interdisciplinary Approach to Diabetes Care

From: Dietetics in Health Care Communities <dhccdpg@mchsi.com>

To: Donna <DMartin@Burke.k12.ga.us>

Hidden

recipients:

dmartin@burke.k12.ga.us

Sent Date: Mar 06, 2018 21:16:46

Subject: Free CPEU Webinar from ANHI: An Interdisciplinary Approach to Diabetes

Care

Attachment:

Free CPEU Webinar from ANHI: An Interdisciplinary Approach to Diabetes Care Join us dor a

FREE continuing education webinar Webinar Opportunity View this email in your browser You are

receiving this e-blast as part of an Abbott Nutrition agreement to support DHCC programs

and activities. Copyright © 2018 Dietetics in Health Care Communities, All rights reserved.  

You are receiving this email as you are a member of DHCC DPG.  

 

Our mailing address is:  

Dietetics in Health Care Communities 

2219 Cardinal DR 

Waterloo, IA 50701 
 
Add us to your address book
 
 
unsubscribe from this list    update subscription preferences   
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38. Re: DAND Conference Details

From: Donna Martin <DMartin@burke.k12.ga.us>

To: DAND President-elect <dandpresidentelect@gmail.com>

Sent Date: Mar 05, 2018 16:35:07

Subject: Re: DAND Conference Details

Attachment: Delaware  Academy Update 2018.pdf

Here is the PDF of the slides you can share before my presentation.  I will send the actual

presentation in a separate email.   I would prefer it not be shared as it has my notes in it.  Thanks! 

 
 

Donna S. Martin, EdS, RDN, LD, SNS, FAND

 

Director, School Nutrition Program

 

Burke County Board of Education

 

789 Burke Veterans Parkway

 

Waynesboro, GA  30830

 

work - 706-554-5393

 

fax - 706-554-5655

 

President of the Academy of Nutrition and Dietetics 2017-2018

 

From: DAND President-elect <dandpresidentelect@gmail.com>  

Sent: Monday, March 5, 2018 9:43 AM  

To: Donna Martin  

Cc: Jennifer Vattimo  

Subject: DAND Conference Details 

 

Hello Ms. Donna - 
 

Wow, I am loving your picture of Alaska and of course the Iditarod dogs were the icing on the

cake!  I did send your hotel confirmation # to Delia at the Academy.  We are also working on

coordinating shuttles from the airport to the hotel in Dover.  We will take care of getting you to the

conference venue and getting around Dover if needed.   
 

Jen and I have a few questions and some asks for our upcoming conference so I hope you don't

mind... 
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Delaware 


Academy of Nutrition and Dietetics 


2018 Update 


 


Donna S. Martin, EdS, RDN, LD, SNS, FAND 
President of the Academy of Nutrition and 


Dietetics 2017-2018 







Today’s Objectives 


 Activities and developments at the Academy 


 Membership: Our best investment 


 Challenges 


 Resources 


 Your stories 


*** Watch This Space for Links! *** 







Collective best thinking 


A compelling vision 


Food and nutrition leaders on a 
global scale 


 


Our New Strategic Plan 


www.eatrightPRO.org/StrategicPlan 







A world where all people thrive through the 
transformative power of food and nutrition 


Academy’s Vision 


www.eatrightPRO.org/StrategicPlan 







Accelerate improvements in global health and 
well-being through food and nutrition 


Academy’s Mission 


www.eatrightPRO.org/StrategicPlan 







• Prevention and Well-being 


• Health Care and Health Systems 


• Food and Nutrition Safety and Security 


Strategic Plan Focus Areas 


www.eatrightPRO.org/StrategicPlan 
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New Way to Get Involved 







 MQii: Developed with Avalere, 
with support from Abbott 


 With ASPEN, letter to payers: 
Don’t use low BMI as the only 
diagnostic criteria 


 National Blueprint: Achieving 
Quality Malnutrition Care for 
Older Adults 


Focus on Malnutrition 


mqii.defeatmalnutrition.today/mqii-toolkit.html 







 Engaging 120 hospitals to 
validate Malnutrition Clinical 
Characteristics tool 


 Providing valuable insights on 
RDN staffing 


 Improving patient care and 
outcomes 


 Expanding Medicare Part B 
coverage for MNT for 
malnutrition 


 


Focus on Malnutrition 


www.cmcgc.com/media/handouts/320121/t21_jane_white.pdf 







1:6 Trainer 
to 


participant 
ratio for 


hands-on 
experience 


Demonstrate 
NFPE skills 
with real 
patients 
during 
patient 
rounds 


Ongoing 
support from 


Academy 
trainers 


Peer 
Champion 


Resources to 
train 


colleagues 
at your 
facility 


NFPE Hands-On Training Workshop 


www.eatrightPRO.org/nfpe 







www.eatrightfoundation.org/get-involved/simulation 


School Foodservice Equipment 
Modernization 


 Visited school cafeterias in Fargo, N.D.; Erie, Pa.; San 
Luis Obispo, Calif.; Burke County, Ga.; Glendale Heights, 
Ill.; and Syracuse, N.Y., and met with school staff 
regarding outdated equipment 


 Held Congressional briefing in Washington D.C., to 
address need for improving school nutrition program 
equipment and infrastructure 


 Requested reauthorization and full funding of school 
food modernization equipment 







Learn how eNCPT can impact on your effectiveness: 


https://ncpt.webauthor.com/  


www.ncpro.org 



https://ncpt.webauthor.com/
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Active Member 
dues: $0.64/day 
– much less than 
you probably 
spend on coffee! 







15 www.eatrightPRO.org/toolbox 
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The Power of Together 


 Leadership is a group effort 


 Collaborations and mentoring 


 Strength in numbers is real 


www.eatrightPRO.org/BOD 
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www.eatrightPRO.org/HOD 


Forum for Leadership Development 


House of Delegates 


 Positions and educates 
members 


 Embraces our values 


 Develops progressive culture 


 Reflects our diversity 


 106 delegates, most elected 
by members 


 6 HOD representatives on 
Academy’s Board 







www.eatrightPRO.org/resources/news-center 


Academy Encourages President… 


“See an 
RDN” 







March Is National Nutrition Month 


www.eatrightPRO.org/NNM  www.furtherwithfood.org 


Registered Dietitian Nutritionist Day: 
March 14 







 Practice, Experience, Diabetes, 
pediatRic, Online 


 First pilot in a series of online 
education simulation programs for 
practitioners and interns 


 3-D hospital and conversation 
simulator 


 Complete steps of Nutrition Care 
process for inpatient and follow-up 
outpatient visits 


www.eatrightfoundation.org/get-involved/simulation 


PEDRO: Online Simulation Prototype 
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Patient-Centered Care: Our Role 


www.eatrightPRO.org/resources/payment 







Over the last three years, donors have helped provide 
$3.575 million in scholarships, awards, fellowships and 


research grants to 1,700 students and Academy members 


www.eatrightfoundation.org 


Your Foundation 


Scholarships   Research Grants 


 Public Education       Awards 







  


Did You Know? 


 
The Academy Foundation is proud to have provided $16,000 through 4 


scholarships, awards, research grants and/or Kids Eat Right mini-grants to 


Delaware members and students in your Affiliate since 2012. 


   


Congratulations to the following recipients!  


Sandra Gloss, Shannon Robson, Tracey Sinibaldi, Irene Soucy 


   


We need your help so we can continue to offer these great benefits to your 


members.  Please remember to donate to the Academy Foundation when 


renewing your Academy membership each year or donate today at 


www.eatrightfoundation.org/donate  


  


 


   



http://www.eatrightfoundation.org/donate





Resources you can use: 


 Kids Eat Right and Future of Food Toolkits, Infographics, 
and Webinars 


 Guide for Effective Nutrition Interventions and Education 
(GENIE) 


 Healthy Food Bank Hub 


 RD Parent Empowerment Program 


 Developing and Assessing Nutrition Education Handouts 
(DANEH) 


 Coming soon: 


 Practice Experience, Diabetes, pediatRic Online (PEDRO) 


 Hunger Free Communities Facilitation Guide and Tools 


 
www.eatrightfoundation.org/get-involved/toolkits-webinars 


Your Foundation Empowers You 







Jenica Abram, MPH, RDN 


Funded by ConAgra Foods 


Foundation 


Lauren Au, PhD, RD 


Funded by Academy Foundation  


Ostenso Fund 


Sandra Carpenter, MS, RDN 


Funded by Commission on Dietetic 


Registration 


Lindsey Field, MS, RDN 


Funded by Abbott Nutrition 


Janice Giddens, MS, RDN 


Funded by Academy Foundation  


Research Endowment 


Leigh A. Gantner, PhD, RD 


Funded by Academy Foundation  


Ostenso Fund 


Elizabeth Yakes Jimenez, PhD, RDN 


Funded by General Mills Foundation 


Chris Vogliano, MS, RDN 


Funded by Academy Foundation 


Research Endowment 


Lee Unangst, MS, RDN 


Funded by General Mills 


Foundation 


Alice Figueroa, MPH, RDN 


Funded by Wimpfheimer-Guggenheim 


Fund for International Exchange in 


Nutrition, Dietetics and Management 


Stephen Alajajian, RDN 


Funded by Academy Foundation 


Research Endowment 


Exceptional Fellows 







 Efforts will fund programs and initiatives 
that concentrate on:  


  Prevention and Well-being  


  Health Care and Health Systems 


  Food and Nutrition Security  
 


$3.1 million+ raised to date 
 


Thank you! 
 
  


$5 Million Goal 







Achieving Our Policy Priorities 


Advocacy Focus Areas 


 Prevention and well-being 


 Health care and health 
systems 


 Food and nutrition safety 
and security  


Successful Public Policies 


 Create jobs 


 Improve health of Americans 


 Nutrition in health reform 


 Investment in the future 
through federal and state 
nutrition programs 


www.eatrightPRO.org/advocacy 







www.eatrightPRO.org/ANDPAC 


Clinical Setting 


 Nutrition services 


 Increase access to care 
and coverage 


 Telehealth 


 Prioritize preventive care, 
protect Prevention Fund 


 
 


Community Setting  


 School meals and food 
security (SNAP, WIC) 


 Farm Bill reauthorization  


 Nutrition education 
 


Academy’s Policy Initiatives 
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ANPAC Contributions for Alabama 


ANDPAC 
2017 


ANDPAC 
2016 


ANDPAC 
2015 


 $  357.00   $  299.00   $   230.00  







Licensure Protects the Public 


www.eatrightPRO.org/resources/news-center 







Policy Training and Advocacy 


www.eatrightPRO.org/PPW 


 Advocate for health and profession 


 Become the voice of nutrition that Congress trusts 


 Interactive, educational experience 


 Potential opportunities to obtain internship competencies 


Public Policy Workshop 2018 
will take place immediately after FNCE® 


October 23-24 in Washington, D.C. 







Simon T. Bailey Judy Woodruff 


Great Speakers, CPE and More 


 Attendees receive 
complimentary access to 
session recordings 


 Eligible for CPE credit for  
3 years 


 By listening, earn  
20 –30 CPE hours in addition to 
hours earned at FNCE® 


www.eatrightFNCE.org 







   


 Avoid misinformation 


 Go beyond the 
headlines 


 Be the credible source 
  
 


Socially Engaged, Responsible 











Telling the World Your Story 
Thousands of interviews each year: print, broadcast, electronic 


Add your voice! 


Promote and brand yourself through the media 


Download “Working with the Media” free member handbook  


www.eatrightPRO.org/media  www.eatrightPRO.org/mediahandbook 
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“To the Editor…” 


www.eatrightPRO.org/resources/practice/career-development/marketing-center 







Nutrition and Dietetics SmartBrief 


News That 
Matters to You … 


The leading digital media 
publisher of targeted 
business news and 
information by industry 







…to be an 
Academy 
Member! 


dmartin@burke.k12.ga.us 


An Exciting Time… 





Delaware  Academy Update 2018.pdf



 

1.     Please indicate below how you would like your name and credentials listed in all conference

materials.

 

 

2.     Please attach a picture that you would like to us to use in promoting your topic. (needed by

3/11 if possible)

 

  

3.     We have you scheduled for the following time slot: 7:30 - 8:30.  Please let us know if this time

slot will work for you or if you have any concerns.

 

  

4.     If you have finished your slides that you will be using during your presentation, please email

us a copy of these slides.  Also, please let us know if your presentation will be accessible to both

Mac and Windows computers.  Or, if you are planning to bring your presentation with you the day

of the conference, also please let us know.

 

 

5.     We do not normally provide printed slides for the attendees.  However, many attendees like

to print presentation slides before arriving at the conference.  If you are agreeable to sharing your

slides or other information with attendees prior to your presentation, please email them by April 23

to jv0726@aol.com.

 

 

6.     There will be a morning snack station during registration and we will have a buffet lunch that

you are welcome to enjoy.  If you have any dietary restrictions or requests, please let us know.  

 

7.     Also, we welcome you to stay and enjoy the conference including lunch regardless of what

time your speaking time slot is.  

 

8.     Finally, contact information is listed below for the co-conference chairs.  Please feel free to

contact us if you have any questions or concerns. 

 

Thank you.

 

 

 Donna Trader 302-423-0842

 

Jen Vattimo 267-994-1523
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39. Fwd: February 22-23 Board Meeting Attachmentsp

From: Donna Martin <donnasmartin@gmail.com>

To: Donna Work Martin <DMartin@burke.k12.ga.us>

Hidden

recipients:

dmartin@burke.k12.ga.us

Sent Date: Feb 17, 2018 18:36:44

Subject: Fwd: February 22-23 Board Meeting Attachmentsp

Attachment: February 2018 Board Meeting Packet.pdf
Att 2.0 Febuary 22-23, 2018 Meeting AgendaREV.pdf
February BOD Travel Itineraries and Hotel Confirmations.pdf

Just print  
 

---------- Forwarded message ---------  

From: Joan Schwaba <JSchwaba@eatright.org>  

Date: Fri, Feb 16, 2018 at 1:46 PM  

Subject: February 22-23 Board Meeting Attachments  

To: Donna Martin <donnasmartin@gmail.com>, peark02@outlook.com <peark02@outlook.com>,

Lucille Beseler <lbeseler_fnc@bellsouth.net>, Jo Jo Dantone-DeBarbieris <jojo@nutritioned.com

>, Manju Karkare <manjukarkare@gmail.com>, Margaret Garner <mgarner@ua.edu>, Dianne

Polly <diannepolly@gmail.com>, Marcy Kyle <bkyle@roadrunner.com>, Linda Farr <

linda.farr@me.com>, Hope Barkoukis <Hope.Barkoukis@case.edu>, Kevin Sauer <

ksauerrdn@gmail.com>, Michele Lites <michelelites@sbcglobal.net>, Susan Brantley <

brantley.susan@gmail.com>, Milton Stokes <miltonstokes@gmail.com>, Tammy Randall <

Tammy.randall@case.edu>, Marty Yadrick <myadrick@computrition.com>, Steve Miranda <

steve.miranda44@gmail.com>, Kevin Concannon <k.w.concannon@gmail.com>, Patricia Babjak

<PBABJAK@eatright.org>  

CC: Executive Team Mailbox <ExecutiveTeamMailbox@eatright.org>, Chris Reidy <

CREIDY@eatright.org>, Mary Gregoire <mgregoire@eatright.org>, Susan Burns <

Sburns@eatright.org>, Lori Granich <LGranich@eatright.org>, Pepin Tuma <ptuma@eatright.org

>, Lisa Moloney <lmoloney@eatright.org>  
 
 

A revised agenda and the remaining attachments for the February Board meeting are now

available on the Board of Directors’ communication platform; a PDF of the full packet is attached

to this correspondence. Please click here and enter your Academy website username and

password to access the agenda and attachments on the Board portal. A paper meeting packet will

be delivered on Tuesday, February 20 via UPS (no signature required) to those Board members

who requested one. As a reminder, please note the confidentiality of agenda item 12.0; the

attachment for this topic cannot be shared at this time and is confidential.
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February 22-23, 2018 


 


 


 


 


 


 


 


 


 







 


 
 







Attachment 1.1 
JANUARY 19, 2018 MINUTES 
BOARD OF DIRECTORS MEETING WEBINAR  


 
 


 
Academy Board of 
Directors in Attendance 
 
 


Donna S. Martin, chair, Lucille Beseler, Patricia M. Babjak,  
Susan Brantley, Jo Jo Dantone-DeBarbieris,  
Michele Delille Lites, Linda T. Farr, Dianne Polly,  
Tamara Randall, Manju Karkare, Marcia Kyle, Steven Miranda, 
Mary Russell, Kevin Sauer, Milton Stokes, Marty Yadrick 


  
Academy Board of 
Directors not in Attendance 
 
Staff in Attendance 


Hope Barkoukis, Kevin Concannon, Margaret Garner 
 
 
Doris Acosta, Jeanne Blankenship, Susan Burns, Diane Enos,  
Deepa Handu (for a portion of the call), Sharon McCauley,  
Paul Mifsud, Christine Reidy, Joan Schwaba, Alison Steiber,  
Barbara Visocan, Mary Beth Whalen  


Call to Order 
A quorum being present, D. Martin, chair, called the meeting to order at 11:00 am CT.  
 
Consent Agenda 
 


Motion #1 
Approved 


Move to accept the consent agenda. 


 
Regular Agenda 
 


Motion #2 
Approved 


Move to approve the agenda. 


 
Criteria for Effective Meetings/Conflict of Interest Policy 
Board members were asked to declare any potential conflicts of interest related to each agenda 
item.   
 
Malnutrition Quality Improvement Initiative 
Declarations of conflict of interest: None voiced 
 
Sharon McCauley, Senior Director for Quality Management, updated the Board on the 2017 
Malnutrition Quality Improvement Initiative (MQii) accomplishments which included 
engagement with Centers of Medicare and Medicaid Services Center for Clinical Standards and 
Quality staff to review the preliminary data results of the Learning Collaborative 2.0 of the 50 
hospital sites. Feedback totaled 81,658 patient records as of December 2017 to be used in the 
preliminary quantitative data results and over 40 site interviews for qualitative data reporting. 
 
The 2018 future plans include development of the MQii composite measure. In addition, to meet 
the goal of a larger cohort and longer study period, recruitment efforts have begun with the 
objective of participation from 300 hospital sites with a rolling timeframe.  
 
MQii dissemination included participation in ASPEN Malnutrition Awareness Week, four poster 
abstracts, panel discussions/roundtables at national conferences, published articles in the Journal 
of the Academy of Nutrition and Dietetics and three manuscripts submitted for publication in 
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2018. A National Malnutrition Dialogue 2018 for community settings and primary care will be 
held on Wednesday March 14 in Washington DC. 
 
Cochrane Library Randomized Control Systematic Review 
Declarations of conflict of interest: None voiced 
 
Alison Steiber, Chief Science Officer, and Deepa Handu, Senior Scientific Director for the 
Evidence Analysis Library, provided background on the recently released Cochrane library 
randomized control systematic review on nutrition support. The Cochrane systematic review 
process and how the findings were derived were discussed.  A letter will be written to Cochrane 
offering the Academy’s assistance as a reviewer. Talking points have been developed for the 
Board regarding the topic and will be shared after the webinar.  
 
Adjournment 
The meeting was adjourned at 12:15pm CT by consensus. 
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PRESIDENT’S REPORT 
BOARD OF DIRECTORS MEETING 
FEBRUARY 22-23, 2018 


 


 
 
Activity highlights since our September 2017 meeting. 
 
Academy Encourages President Trump to See an RDN 
Following the results of President Trump’s recent physical examination, I wrote to the president and the 
White House physician, encouraging the president to consult with a registered dietitian nutritionist. The 
letter said in part: “Through our education and training, RDNs specialize in translating nutrition science 
into practical advice. It is no understatement to say we help change people’s lives for the better – 
especially a person with a life as complex as yours, and a job as stressful as that of President of the 
United States.” The full letter is available on the Academy’s website 
(http://www.eatrightpro.org/resource/news-center/member-updates/from-our-leaders/open-letter-from-
academy-president-to-president-trump).  
 
Response to Wall Street Journal Op-Ed: RDNs’ Knowledge, Skills  
I submitted a response to the Wall Street Journal in response to a February 1 op-ed that questioned 
whether a college degree is needed to give diet advice. In the response, I wrote that there are “important 
distinctions between giving general dietary advice and providing potentially lifesaving services that 
require significant levels of education and training.” The full article is available on the Academy’s 
website (http://www.eatrightpro.org/resource/news-center/member-updates/from-our-leaders/academy-
responds-to-wall-street-journal-op-ed).  
 
Letter to JAMA on Nutrition Counseling 
On behalf of the Academy and all members, I submitted a letter to the editor of the Journal of the 
American Medical Association (https://www.eatrightpro.org/resource/news-center/member-updates/from-
our-leaders/presidents-response-jama-article-nutrition-counseling) in response to the article “Nutrition 
Counseling in Clinical Practice: How Clinicians Can Do Better,” which appeared in JAMA’s September 7 
issue. The letter emphasizes that “strong evidence exists” to support using registered dietitian 
nutritionists “to provide nutrition care as part of the health care team.” 
 
Senate Passes Academy’s Centennial Resolution 
The U.S. Senate passed S. Res. 75 (https://www.congress.gov/bill/115th-congress/senate-resolution/75), 
the congressional resolution commemorating the Academy’s Centennial. A companion measure, H. Res. 
161 (https://www.congress.gov/bill/115th-congress/house-resolution/161) is gaining support in the House 
of Representatives. Academy members have been asked to contact their representatives and ask them to 
cosponsor this exciting measure.  
 
Cook County Board Commemorates Our Centennial 
The Cook County Board of Commissioners passed a resolution November 14 honoring the Academy’s 
Centennial. Commissioner Richard Boykin recognized the important role the Academy has played in 
improving the health of Americans, lauding the Academy’s work on treating conditions like obesity and 
diabetes and its role in working to end food deserts. “You are 100 years strong and we expect you to be 
even stronger in the next 100 years,” Boykin said. Mary Russell and Academy members Jennifer Bruning 
and Lisa Eaton Wright attended the meeting where the resolution was adopted.  
 
Academy Briefs Congress: School Foodservice Equipment Modernization 
The Academy organized a December 13 congressional briefing on “School Foodservice Equipment 
Modernization,” showcasing the need for improving equipment and infrastructure 
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http://www.eatrightpro.org/resource/media/press-releases/public-policy/congressional-briefing-on-
school-foodservice-equipment-modernization-highlights-needs-in-schools. The briefing highlighted a 
multi-state school cafeteria tour I undertook with Mary Russell and Academy members Nancy Z. Farrell 
and Dayle Hayes. The briefing was followed by visits to congressional offices to seek support for school 
foodservice equipment modernization. The project is part of an agreement between the Pew Charitable 
Trust and the Academy to ensure that school kitchen equipment and infrastructure provisions, as included 
in the School Food Modernization Act, are included in any child nutrition reauthorization introduced in 
Congress.  
 
Integrating RDNs into Primary Care Practices 
The Academy submitted a letter of commitment to the American Academy of Family Physicians to 
collaborate with AAFP on its proposed project on integrating registered dietitian nutritionists into 
primary care practices to the National Institutes of Health (FOA 17-177) titled Enhancing Performance in 
Primary Care through Integrated Nutrition Care Models. We assured AAFP the Academy will provide 
the infrastructure to facilitate this research and accomplish the objectives of this study, and that we 
strongly support AAFP’s efforts as outlined in its proposal: “The appropriate programmatic and 
administrative personnel of our organization are aware of the NIH consortium/subcontract agreement 
policy and are prepared to establish the necessary inter-organizational agreement(s) consistent with that 
policy.”  
 
Bright Futures Program  
As part of our continued partnership with the American Academy of Pediatrics, the Academy submitted a 
letter to AAP in support of its work with the Bright Futures Pediatric Implementation Program, 
promoting child and adolescent health prevention and promotion strategies. The Academy’s involvement 
has spanned more than 15 years. Academy member and RDN, Bonnie Spear, represented the Academy 
on the project’s Implementation Advisory Committee and served on the multidisciplinary expert panels 
for the development of the Bright Futures Guidelines (4th edition). Should AAP be funded, we will be 
asked to appoint a representative to serve on the Bright Futures committee. 
 
External Peer Review: Obesity Medicine Education Collaborative 
The Academy was invited to participate in the Obesity Medicine Education Collaborative as an external 
peer reviewer. OMEC is a working group of 13 professional societies comprising 40 obesity and 
education experts. The purpose of the OMEC initiative is to develop obesity-focused competencies and 
evaluation benchmarks that can be directly incorporated into training by program directors in 
undergraduate, graduate and subspecialty medical programs and equivalent training programs for 
advanced practitioners. The Academy has appointed Hollie Raynor, associate professor in the department 
of nutrition at the University of Tennessee, as our representative. The Academy looks forward to 
exploring further involvement in OMEC.  
 
Global Leadership Initiative on Malnutrition 
Kelly Tappenden, head of the department of kinesiology and nutrition at the University of Illinois at 
Chicago, has been named the Academy’s representative to the Global Leadership Initiative on 
Malnutrition working group. The Academy, with Avalere Health and Abbott Nutrition, has launched the 
Malnutrition Quality Improvement Initiative (MQii) to address malnutrition quality of care for 
hospitalized older adults. We continue to lead in treating malnutrition and have developed important tools 
and resources that an interdisciplinary team can use to address malnutrition care gaps. Within the last 
four years, 56 unique facilities across 23 hospital systems have efficiently and effectively implemented 
the MQii tools and resources providing optimal nutrition care 
(http://www.eatrightpro.org/resource/media/multimedia-news-center/videos/preventing-and-identifying-
malnutrition).  
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Case Western Reserve University Wins Award 
Congratulations to Hope Barkoukis and her team for creating Case Western Reserve University’s JJM 
Mandel Wellness & Preventive Care Pathway program for medical students which has been selected to 
receive the Alliance for a Healthier Generation's Innovation Award for Health Care Provider Training 
and Education. The program is the only one in the country which was fully created by RDNs, and among 
the 22 faculty who present in the program 9 are RDNs, including Tammy Randall. The program is unique 
in that it includes all the published competencies for physicians in lifestyle medicine, a monthly culinary 
lab to demonstrate the MNT concepts, and is heavily supported with nutrition. 
 
National Commission on Correctional Health Care  
The Academy is fortunate to have a long standing alliance relationship with the National Commission on 
Correctional Health Care with Academy member Barbara Wakeen as our liaison. She has been the 
Academy’s alliance representative since 2001 and has extensive experience on NCCHC’s executive, 
education and juvenile health committees. Barbara recently became the 2017-2018 chair of NCCHC’s 
board of directors, after serving a year as chair-elect. 
 
New National Diabetes Education Program Blog 
The National Diabetes Education Program launched its new Diabetes Discoveries & Practice blog 
(https://www.niddk.nih.gov/health-information/professionals/diabetes-discoveries-practice) to create 
dialogue with thought leaders and people in the field representing a variety of disciplines. Through the 
perspectives of subject matter experts, NDEP’s blog includes lessons learned from the front lines and 
contains updates on new technologies in diabetes treatment, management, and care. A recent posting 
addressed “Talking to your patients about prediabetes” and quoted past DCE chair Ann Albright, director 
of the Division of Diabetes Translation at the Centers for Disease Control and Prevention. 
 
Future Education Model Standards 
The Accreditation Council on Education in Nutrition and Dietetics has 19 programs in the first cohort of 
demonstration programs to be accredited under the Future Education Model Accreditation Standards. The 
call for applications for the second cohort has been issued 
(http://www.eatrightpro.org/resources/acend/accreditation-standards-fees-and-policies/future-education-
model).  
 
National Campaign and Social Media Guidelines  
The Academy’s National Campaign and Social Media Guidelines were revised for the 2018 election 
(http://www.eatrightpro.org/resource/leadership/nominations-and-elections/elections-process/national-
campaign-and-social-media-guidelines). Nominating Committee members Bethany Thayer and Christine 
Palumbo presented a December 4 webinar to inform members about changes to the campaign guidelines 
and how to take an active role in the election process.  
 
Meetings 
October: 
• October 18: Ethan Bergman attended the presentation in Des Moines, Iowa, of the World Food Prize, 


and held discussions with attendees including Academy members on how the Academy can play a 
more active role in the WFP. 


• October 29: Lucille Beseler and Diane Enos attended the Obesity Week meetings in Washington, 
D.C., of the Obesity Society and the Association for Metabolic and Bariatric Surgeons. TOS has been 
a longstanding network with the Weight Management DPG and recently moved to an Academy 
alliance. Leadership from TOS, WM, CDR and the Academy met to discuss next steps in formalizing 
the alliance. 
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November 
• November 7: William Swan, the Academy’s representative to the Trinity Health System Nutrition 


and Wellness Advisory Council, presented to the Council the Academy’s quality and outcomes 
management tools including ANDHII. Trinity Health is a national, not-for-profit Catholic health 
system operating 93 hospitals in 22 states. 


• November 15: Katie Eliot attended the National Academies of Sciences, Engineering and Medicine’s 
Global Forum on Innovation in Health Professions Education, “Improving Health Professional 
Education and Practice through Technology” workshop. Katie is the Academy’s representative to the 
Forum.  


• November 17: Lucille Beseler represented the Academy at the 4th Annual National Collaborative 
Care Summit in Chicago. 


• November 17-19: Lucille Beseler, Jo Jo Dantone DeBarbieris, Marcy Kyle and I attended the 2nd 
National Conference on Prevention of Diabetes in Atlanta, Ga. Lucille and I presented a session on 
childhood obesity; Jo Jo and Marcy gave a hands-on workshop on diabetes prevention.  


• November 20: I participated in the Pennsylvania School Food Service Equipment Modernization 
Project. 


• November 28-29: Jeanne Blankenship attended the 2017 IFIC/ Foundation Annual Meeting in 
Washington, D.C. 


• November 29: I participated in the Georgia School Food Service Equipment Modernization Project. 
 


December 
• December 3: Lucille Beseler presented the commencement speech Case Western Reserve 


University’s dietetics interns.  
• December 4-8: Alyce Thomas, chair-elect of the Diabetes Care and Education DPG, represented the 


Academy at the International Diabetes Federation in Abu Dhabi, UAE. Attendees were interested in 
the Academy’s EAL and ANDHII.  


• December 6: I attended the GENYOUth Fuel Up to Play 60 program in New York City. 
• December 7: I participated in the New York School Food Service Equipment Modernization Project. 
• December 14: Alison Steiber, Deepa Handu and Pat Babjak met with Eric Hentges, executive director 


of ILSI North America, and ILSI’s senior staff in Chicago to discuss potential collaborations.  
• December 15: I gave the keynote address for Samford University’s dietetic internship program in 


Birmingham. Ala.  
 


January 
• January 20-23: Alison Steiber and Mary Beth Whalen attended the ILSI North America Annual 


Conference. 
• January 22-25: Mary Russell, Alison Steiber, Sharon McCauley and Pat Babjak attended the 2018 


ASPEN Nutrition Science & Practice Conference in Las Vegas, Nev. Mary and Pat met with Pat 
Anthony, ASPEN’s senior director of organizational growth, to discuss collaborative opportunities.  


• January 25: Jeanne Blankenship attended the conference Further with Food: The Center for Food 
Loss and Waste Solutions in Washington, D.C.  


 
February 
• February 8: Pat Babjak met with David Donnan, senior partner at A.T. Kearney, a global 


management consulting firm that focuses on strategic and operational CEO-agenda issues, to discuss 
potential collaborations.  


 
 
SUBMITTED BY: Donna S. Martin, EdS, RDN, LD, SNS, FAND 
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CEO’S REPORT 
BOARD OF DIRECTORS MEETING 
FEBRUARY 22-23, 2018 


 


 
 
Activity highlights since our September 2017 meeting. 
 
Letter to Secretary of Health and Human Services 
Earlier this month I signed on to a letter to Health and Human Services Secretary Alex Azar joining other 
national organizations requesting a meeting to discuss several major disease prevention and national 
public health priorities. Other organizations’ CEOs signing on with us include the American Cancer 
Society, American College of Preventative Medicine, American Diabetes Association, American Lung 
Association, American Public Health Association, Prevention Institute, and the Trust for America’s 
Health.  
 
Further with Food Collaboration and Outreach 
In December, the Academy sent a letter to the Further with Food Center for Food Loss and Waste 
Solutions, sharing the theme of National Nutrition Month®. In early January, Doris Acosta and I met with 
the Center’s Operations and Outreach Manager to discuss opportunities for further collaboration; we 
were told the Center would reach out to other members of the coalition, including Feeding America, 
Food Marketing Institute, Grocery Manufacturers Association, U.S. Department of Agriculture and the 
Environmental Protection Agency, to highlight the Academy in their communications in March 
supporting NNM and our mutual goals to reduce food loss and waste.  
 
Oliver Wyman Meeting 
On February 7, Mary Beth Whalen, Alison Steiber, Beth Labrador and I met with senior executives from 
Oliver Wyman (OW), a leading global management firm with a focus on healthcare, technology and 
financial services. This exploratory meeting was a follow-up to OW's participation in our pre-Nutrition 
Impact Summit series of external stakeholder interviews.  OW remained connected to our organization as 
a result of these early dialogues and invited our Chief Science Officer to participate in their health 
innovation summit that took place last November in Dallas, Texas. Our meeting at headquarters focused 
on showcasing Academy efforts in technology and research as well as the impact and influence of 
members.  We are exploring the development of an article to be jointly written and published in the 
Oliver Wyman Health Innovation Journal, a publication that provides insights from the cutting edge of 
the health industry and is widely read by their clients, executives in the healthcare and health related 
products and services space.  In addition we discussed how we could leverage OW's population health 
efforts, Road to Wellville (a community-systems level intervention being piloted in several communities 
within the U.S.) with our own global nutrition education efforts that are being led by the Academy 
Foundation. 
 
Expanding Coverage for Nutrition Services  
As part of the Academy’s partnership with the Alliance for a Healthier Generation, staff attended the 
November 15 launch of the My Health Weight Initiative at the Bipartisan Policy Center in Washington, 
D.C. Nine private and public health care payers and employers have agreed to offer consistent coverage 
for obesity prevention and treatment for individuals of all ages. Since the event, Nutrition Services 
Coverage Team has been working with these payers and employers, along with affiliate leaders, to 
support coverage design and access to RDNs. 
 
Pepin Tuma and Marsha Schofield spoke in November at the CTeL Executive Telehealth Fall Summit, 
encouraging stakeholders to create policies that support consumers’ access to – and payment for –
nutrition services from qualified providers. This marked the first time nutrition services were highlighted 
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as an important market. The Center for Telehealth and e-Health Law supports health care providers, law 
firms, associations, universities, insurance companies and venture capital firms that work to overcome 
legal and regulatory issues related to telehealth. The Academy will participate in CTeL’s Reimbursement 
Coalition, which is gathering data on cost-effectiveness of telehealth services to support Congressional 
Budget Office scoring on telehealth legislation introduced in Congress. 
 
Resources to Support Members as Experts 
The Nutrition Services Coverage team is collaborating with the Centers for Medicare and Medicaid 
Services to offer a free February 28 webinar “Beyond Medical Nutrition Therapy: Everything You Need 
to Know About Providing Chronic Care Management Services in Team-Based Care.” The webinar will 
address opportunities for RDNs as qualified “clinical staff” to provide chronic care management services 
to eligible Medicare beneficiaries. CCM services provide another opportunity for RDNs to bring value to 
primary care practices by improving patient outcomes and enhancing revenue streams. 
 
Beginning April 1, CMS will offer a new benefit to Medicare beneficiaries: the Medicare Diabetes 
Prevention Program. In November, CMS issued Final Rules for design, coverage and payment of this 
new service; efforts are underway within the Academy to prepare members to seize this new opportunity 
aimed at preventing diabetes. In May 2017, The Nutrition Services Payment Committee and Diabetes 
Care & Education DPG hosted a free, sold-out webinar on “The Medicare Diabetes Prevention Program: 
An Opportunity for Food and Nutrition Practitioners,” to 1,000 registrants. The committee and the DCE 
and Weight Management DPGs are collaborating on a second webinar and other member resources on 
this topic. 
 
DPG Reimbursement Training 
Thirty-eight affiliate and DPG Reimbursement Representatives met in Chicago prior to FNCE for a day-
long training. The goal was to enhance their knowledge and abilities at the grassroots levels to expand 
coverage and reimbursement for nutrition services and pursue new opportunities in the changing health 
care marketplace, and enhance the business acumen of RDNs providing MNT services. Leaders 
developed personal action plans for the rest of the program year. 
 
New Online Education Simulation: PEDRO 
The Academy recently conducted the “soft launch” of the first in our series of education simulation 
programs to assist practitioners and students. PEDRO (Practice, Experience, 
Diabetes, pediatRic, Online) is an online pilot simulation that consists of a 3-D hospital and conversation 
simulator. With the aid of a preceptor to evaluate the results, PEDRO is intended to assist with supervised 
practice and competency requirements. I hope you agree that the launch of this innovative program is 
another major step in addressing our supervised practice issue. 
 
Individuals and Initiatives Receive Foundation Support 
The Foundation awarded $522,000 in scholarships for the 2017-2018 academic year to 240 students. In 
addition, the Foundation’s Board of Directors approved the release of $400,700 from the Second Century 
Fund over two years to support a Malnutrition Clinical Characteristics Validation and Staffing Study. 
This study, which will be administered under the leadership of the Research, International and Scientific 
Affairs Team, with Alison Steiber as principal investigator, fills a critical gap for members as they work 
to provide evidence-based, high-quality care.  
Through the Second Century initiative, the Foundation approved $150,000 in funding in 2017 to support 
creation of the Transitions of Care Technical Implementation Guide for health IT vendors. Development 
of this manual is underway. It will help ensure nutrition intervention records are designed and 
implemented using Academy-developed electronic Nutrition Care Process Terminology (eNCPT) and 
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mandated clinical terminology. The manual will support quality care by allowing for coded nutrition data 
and narrative text to be received as patients transition to subsequent care settings. 
 
The Foundation Board voted to renew support for the Gardens for Health International Fellowship, 
providing funding (as it has since 2015) for two Fellows to work with GHI, a nonprofit organization that 
provides sustainable agricultural solutions to chronic childhood malnutrition. The organization partners 
with rural health centers in Rwanda to equip families facing malnutrition with seeds, livestock and know-
how, aiming to shift the paradigm of food and dependency to one of prevention and self-sufficiency. The 
current Fellow, Stephen Alajajian, RDN, continues the good work begun by Janice Giddens, MS, RDN, 
LD, on developing neonatal nutrition education for healthcare providers, offering curriculum review, 
program evaluation and quality improvement. The Foundation has renewed funding for a third year to 
continue to advance this important work. 
 
Floods, hurricanes and wildfires made 2017 a challenging year for members in the Southeast, Puerto Rico 
and the Far West. The Foundation’s Disaster Relief Fund – greatly enhanced by the Academy’s recent 
$100,000 contribution – has made much-needed funding available to support those affected. Twenty-one 
applicants have been approved to receive aid totaling $22,750, with 64 requests pending. The Foundation 
thanks the Board of Directors and members who have made this support possible. 
 
National Nutrition Month® Momentum: Exceeding Expectations 
For National Nutrition Month, in its 45th year, the Academy is encouraging everyone to Go Further with 
Food in 2018. Sales of NNM, Registered Dietitian Nutritionist Day and 100th Anniversary merchandise 
exceeded expectations during the Food & Nutrition Conference & ExpoTM, and that momentum has 
continued with current sales of NNM and Registered Dietitian Nutritionist Day merchandise totaling 
almost $10,000 more than last year at this same time.  
 
Nutrition and Dietetics SmartBrief Update 
In January, the Academy launched the new Nutrition and Dietetics SmartBrief. Since its debut, we have 
received thoughtful feedback from members and we continue to refine the newsletter to bring members 
and nonmembers the most relevant food and nutrition news from major media outlets, regional 
newspapers, trade publications and blogs. We are working closely with SmartBrief editors to highlight 
valuable content and recipes developed by reliable sources. More information, open-rates and statistics 
will be shared in the coming months.  
 
Software Upgrades 
The Academy has upgraded its association management software from netFORUM 2011 Enterprise to 
netFORUM 2015 Enterprise. In doing so, we remain compliant under Abila support and improve dues 
renewals, end of month closings and batch closings. 
 
The Quickfire point of sale application has been deployed, which debuted at FNCE in October. 
This application helps streamline sales of products, new memberships and renewals, and donations, 
leading to increased sales, and higher member satisfaction with the purchasing process at the conference. 
 
The Academy upgraded its security appliance, which controls network perimeter security and content 
filtering; the endpoint security software running on employees’ computers and our server systems.  
This provides higher levels of protection against malware, ransomware, malicious websites and hacking 
tools. 
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Publications Update 
Increased subscriptions/licenses to the Nutrition Care Manual Suite (includes Pediatric Nutrition Care 
Manual and Sports Nutrition Care Manual) have led to a 3.5 percent revenue increase when compared to 
the same timeframe last fiscal year. 
 
New NCM Content 


• Publication of the NCM Diet Manual, representing a 17 percent increase in new content added to 
NCM in the past 6 months 


• Two new NCM technical features: client education nutrient analysis summary page and NCM 
formulary calculator 


• Selection of two clinical pilot sites (Vanderbilt University Medical Center and Dayton Children’s 
Hospital) and two commercial pilot sites (PHRQL and TelaDietitian) to determine best practices 
for future NCM integration opportunities, such as electronic medical records or telehealth 
platforms 


 
In FY18, seven publications will be released, for a three-year expected revenue of $528,682. On the 
horizon for FY19, another eight new publications will be released, for an anticipated three-year revenue 
of approximately $650,000. 
 
The Journal of Academy of Nutrition and Dietetics continues to expand non-member revenue through its 
electronic databases, such as Science Direct and pay-per-view, with a total revenue increase of 9.8 
percent in this category. 
 
Awards for Design Excellence 
The Academy recently received several MarCom awards for graphic design projects including a Platinum 
Award for the 2016 National Nutrition Month graphic “Savor the Flavor of Eating Right”; a Platinum 
Award for the FNCE 2017 exhibitor prospectus; and a Gold Award for the FNCE 2017 program preview 
and 2016 Academy/Foundation Annual Report. MarCom Awards are sponsored by the Association of 
Marketing and Communication Professionals, which has the mission, “To honor excellence and 
recognize the creativity, hard work and generosity of marketing and communication professionals.” 
Thousands of submissions are made each year, making this a highly competitive process. 
 
 
SUBMITTED BY: Patricia M. Babjak 
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January 2018 Academy Foundation Second Century Fundraising Report 


 


The Academy Foundation launched its Second Century Fundraising Campaign during FNCE 2016 with a goal 


to raise $5 million from members by FNCE 2020.  Following is an overview of solicitation activities, 


campaign and leadership status, funds expended and donor listing. 
 


Second Century Solicitations:   


 2016 FNCE Second Century Fundraising activities at booth 


 All Member email solicitation following FNCE 


 Nutrition Impact Summit Attendees solicitation 


 FNCE Attendees follow-up email appeal 


 November Foundation Chair Message Second Century Appeal 


 Second Century messaging and appeals through various Academy communications including EatRight 


Weekly, Student Scoop and the NDEP message board. 


 Appeal to all NDEP program administrators 


 Leadership 100% Challenge to Academy and Foundation Boards, HOD, Past Presidents and Chairs, and 


Current/Past Spokespeople 


 Proposals to Affiliates with request for gifts from their budget or reserves and to hold a fundraiser at their 


annual meeting 


 Proposals to DPG’s and MIG’s requesting 5% of their reserves 


 Academy Staff Executive team and Foundation Staff ask 


 CDR Request 


 Second Century receptions in Columbus, Kansas City, Dallas, Atlanta, Chicago, East Lansing, Cleveland 


and New York 


 Appeal to past campaign donors: National Center for Nutrition and Dietetics, Fund our Future Campaign 


and Research Endowment 


 2017 FNCE Fundraising Activities – Tote Bag Sales, Diamond Drawing, Donations 


 #GivingTuesday social media campaign and all member email 


 Holiday Mailing to 6,400 past donors 


 End-of-year- Leadership Challenge follow-up 
 


Member Campaign Dashboard: 


        
 


* Includes $250,000 release from other Foundation funds approved by the Board Additional dollars secured through ** 


Academy Vendors, Association Partners and FNCE Exhibitors solicitation


Member Campaign Goal $5,000,000  


Total Raised To-Date $3,131,281 


Total Cash In $2,709,440 


Total Outstanding Pledges $421,841 


Total Number of Donors 1673 


Dollars expended* $2,353,727 


Industry contributions** $71,500 
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Second Century Dollars expended/ have supported: 
• Academy/Foundation Steering Committee  


• Blue Ribbon Panel to develop and test a concept notes 


• Leader and member engagement 


• External stakeholder engagement 


• International landscape study 


• Nutrition Impact Summit  


• Infrastructure and strategic planning  


• Marketing, communications and branding  


• Fundraising activities, including Second Century Reception in Cleveland 


• Transitions of Care Technical Implementation Guide - $150,000 


• Addressing Malnutrition in Central America Fellowship - $80,000 


• Applied International Research Fellowships - $120,000 


• Malnutrition Clinical Characteristics Study - $400,700 (committed) 


• Second Century Scholarship in Memory of Constance Geiger - $30,000 (committed) 


  


Leadership Challenge: 


 
 
Second Century Giving Society: 


     INDIVIDUALS 


 


Founders  


$250,000 - $499,999 


Susan C. Finn 


 


$100,000 - $249,999 


Anonymous 


Don and Neva Cochran 


Sonja L. Connor 


Jean M. Grant 


Mary A. Hess 


Susan H. Laramee 


 


Torchbearers 


$50,000 - $99,999 


Anonymous 


Jean H. Hankin 


Diane W. Heller 


 


$25,000 - $49,999 


Patricia M. Babjak 


Beverly B. Bajus 


Estate of Elsine S. Roderick 


 


$10,000 - $24,999 


Suzanne D. Baxter 


Dan Chichester 


Catherine W. Christie 


Johanna T. Dwyer 


Frances A. Gallagher 


Karen P. Lacey 


Constance Locher-Bussard and 


Larry Bussard 


Patricia A. Obayashi 
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Jean H. Ragalie-Carr 


Rebecca S. Reeves 


Martha L. Rew 


Marianne Smith Edge 


Mary Beth Whalen 


 


Leaders 


$5,000 - $9,999 


Sylvia A. Escott-Stump 


Amy G. Myrdal Miller 


Sara C. Parks 


Jane V. White 


 


$2,500 - $4,999 


Lucille Beseler 


Catherine Conway 


Diane M. Enos 


Cecilia P. Fileti 


Judith A. Gilbride 


Barbara J. Ivens 


Donna S. Martin 


Marsha K. Schofield 


Diane D. Tallman 


Cynthia A. Thomson 


Barbara J. Visocan 


Martin M. Yadrick 


 


$1,000 - $2,499 


Margaret L. Bogle 


Don W. Bradley 


Kathryn A. Brown 


Susie M. Burns 


Carl S. Christoph 


Kristine S. Clark 


Ann M. Coulston 


Virginia J. Dantone-DeBarbieris 


Nancy M. DiMarco 


Judith L. Dodd 


Darlene A. Dougherty 


Wanda A. Eastman 


Ellyn C. Elson 


Polly A. Fitz 


Ruth A. Foiles Brunet 


Trisha P. Fuhrman 


Margaret P. Garner 


Anonymous 


Linda M. Gigliotti 


Linda B. Godfrey 


Marla Heller 


Mary Beth Kavanagh 


Eileen T. Kennedy 


Betty A. Krauss 


Mary E. Kunkel 


Penny E. McConnell 


Tamara S. Melton 


Anita B. Moore 


Elizabeth Nossier 


Carolyn A. O'Neil 


Peggy O'Neill 


Julie O'Sullivan Maillet 


Anita L. Owen 


Christine M. Palumbo 


Mary Pat Raimondi 


Tamara L. Randall 


Judith C. Rodriguez 


Carol B. Rooney 


Mary K. Russell 


Elise A. Smith 


Alison L. Steiber 


Ezra Steiger 


Hope S. Warshaw 


Jaclynn A. Williams 


Kathleen A. Wilson-Gold 


Kay N. Wolf 


Lauri Y. Wright 


 


$500 - $999 


Denise A. Andersen 


Roberta H. Anding 


Carl D. Barnes 


Tracey L. Bates 


Cynthia T. Bayerl 


Ethan A. Bergman 


Susan E. Brady 


Nicole E. Brown 


Louis Cloud 


Laura Coti Garrett 


Suzanne C. Cryst 


Alanna B. Dittoe 


Joan G. Fischer 


Jane Geders 


The Hixson Family Charitable 


Fund 


Edith H. Hogan 


RoseAnna B. Holliday 


Debra G. Hook 


Manjushree Karkare 


Kendra K. Kattelmann 


Penny M. Kris-Etherton 


Marcia A. Kyle 


Kim D. Larson 


Angela M. Lemond 


Ainsley M. Malone 


Melinda M. Manore 


Kathryn F. Martinez 


Colleen C. Matthys 


Kathleen W. McClusky 


Aida C G. Miles 


Steven A. Miranda 


Dawna T. Mughal 


Teresa A. Nece 


Sandra A. Parker 


Jessie M. Pavlinac 


Michaeline Raczka 


Katherine A. Ruminsky 


Joan Salge Blake 


Joan T. Schwaba 


Ellen Rosa Shanley 


Carolyn A. Silzle 


Sachiko St. Jeor 


D Milton Stokes 


Lester Strong 


Linda V. Van Horn 


Marguerite J. Wiegand 


Esther A. Winterfeldt 


 


Champions 


$250 - $499 


Diana E. Barber 


Joan E. Bechtold 


Donna S. Becker 


Karen T. Bellesky 


Rosalind V. Benner 


Shirley A. Blakely 


Jenny T. Bond 


Laura A. Bradford 


Deanne S. Brandstetter 


Susan L. Brantley 


Nadine S. Braunstein 


Helen C. Brittin 


Yvonne L. Bronner 


Mary L. Brown 


Jennifer C. Bruning 


Cynthia L. Burke 


Karen R. Casarin 


Dorothy C. Chen-Maynard 


Kibbe M. Conti 


Margaret E. Cook-Newell 


Desiree De Waal 


Connie B. Diekman 


Becky Dorner 


Denice Ferko-Adams 


Sharon A. Feucht 


Wanema M. Frye 


Irene F. Gardemal 


Barbara J. Gordon 


Joanne M. Graham 


Patricia L. Hartford 


Lindsey B. Hoggle 


David H. Holben 


Jennifer Horton 


Gwen M. Huenergardt 


Barbara Ann F. Hughes 


Janet S. Johnson 


Rita M. Johnson 
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Cindy L. Kalb-Golub 


Cynthia L. Kleckner 


Carol D. Kourany 


Marilyn Laskowski-Sachnoff 


Michele D. Lites 


Judith A. MacNeill 


Jacqueline B. Marcus 


Margie McAllister 


Sandra A. Morris 


Eileen S. Myers 


Sandra K. Nissenberg 


Martha Ontiveros 


Rory C. Pace 


Meera Penumetcha 


Dianne K. Polly 


Ruby P. Puckett 


Christine M. Reidy 


Toni G. Rodgers 


Saundra T. Russell 


Jennifer Schmidt 


August Schumacher 


Rosa M. Scott 


Anna M. Shlachter 


Norma E. Simbra 


Veronica S. Starks Babin 


Marolyn B. Steffen 


Kristin K. Tripp 


Lynn Umbreit 


Lola N. Walston 


Lisa E. Wright 


Elisa S. Zied 


 


$100 - $249 


Samantha Abshire 


Maria C. Alamo 


Rita W. Amstadt 


Marilyn K. Anderson 


Rosario B. Aquitania 


Karen V. Arnold 


Mudita Arora 


Lauren E. Au 


Robin A. Aufdenkampe 


Catherine K. Austin 


Georgina M. Awipi 


Karen S. Bakies 


Peggy Balboa 


Nancy R. Banda 


Hope D. Barkoukis 


Vera Marie Bartasavich 


Cheryl A. Bates 


Tammy M. Beasley 


Sheila E. Belle 


Heather N. Bell-Temin 


Michelle A. Berman 


Veronica M. Bersani 


Cheryl A. Bittle 


Cydnei K. Blackburn 


Carmen Blakely-Adams 


Lois L. Bloomberg 


Damary Bosques  


Gail A. Bradley 


Floy S. Braswell 


Diane B. Bridgewater 


Kay Stearns Bruening 


Mikel M. Bryant 


Jacqueline S. Bush 


Teresa J. Bush-Zurn 


Barbara Buswell 


Lauri O. Byerley 


Dorothy R. Caldwell 


Mary A. Carey 


Virginia H. Carney 


Sandra K. Carpenter 


Marilou S. Castro 


Malinda D. Cecil 


Linda Clinton 


Columbus Foundation 


Sarah L. Conca 


Maureen E. Conway 


Anne L. Cook 


Peggy J. Cooper 


Theresa A. Cousins 


Ginnefer O. Cox 


Beverly N. Crabbs 


Kathleen E. Creedon 


Cynthia C. Cunningham 


Jacqueleene B. Cutlip 


Leilani T. Dallas 


Kelly A Danis 


Maria A. Davis 


Donna M. De Kay 


Pamela Degar Pacht 


Jennifer S. DeHart 


Edith A. DeLapp 


Carol A. Denysschen 


Sarah A. Dimashkieh 


Margaret K. Dittloff 


Natalie R. Dominguez  


Sharon M. Donnenwerth 


Bridget M. Doyle 


Jennine F. Dumont 


Rita K. Duncan 


Susan DuPraw 


Beatriz U. Dykes 


Jacqueline H. Ebert 


Karen K. Ehrens 


Larry K. Ellingson 


Sharon J. Emley 


Rosemary K. Erman 


Susan E. Evanchak 


Carolyn H. Ezzell 


Pamela S. Fagen 


Linda T. Farr 


Nancy Z. Farrell 


Denise V. Ferris 


Janice A. Fisher 


Sheila M. Fishman 


Sherry Fletcher 


Robyn L. Flipse 


Emma J. Fogt 


Monica M. Foster 


Carol B. Frankmann 


Marion J. Franz 


Doris C. Fredericks 


Lorna P. Fuller 


Janet H. Gaffke 


Cheryl R. Galligos 


Maureen S. Gardner 


Susan M. Gargano 


Babette Gates 


Nancy J. Geik 


Christine R. Gerbstadt 


Lisa Gibson 


Beth Gillham 


Jennifer N. Glass  


Barbara S. Gollman 


Rita J. Grandgenett 


Darlene A. Grasso- kinney 


Stephanie S. Green 


Janet L. Greer-Carney 


Charlene A. Gregory 


Cynthia M. Gumucio 


Irma G. Gutierrez 


Janice J. Hardy 


Nicole D. Harmeson 


Pat Harper 


Patricia H. Harper 


Janice M. Harrell 


Christine A. Hartney 


Lauren M. Haska 


Dayle M. Hayes 


Beverly W. Henry 


Libby A. Herbstritt 


Sabrina S. Hernandez-Cano 


Marianella Herrera 


Sharon L. Hoerr 


Adrienne K. Holloway 


Katrina A. Holt 


Lorri Holzberg 


Linda L. Hoops 


Colleen M. Hough 


Nina P. Hoy 


Donna M. Hsu 


Van S. Hubbard 


Carol S. Impara 
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Karen A. Jackson-Holzhauer 


Kimberly A. Johnson 


Ruth E. Johnston 


Sherri L. Jones 


Lorena M. Kaplen 


Wahida Karmally 


Dolores E. Kearney 


Sue Kent 


Sarah W. Kilpatrick 


Gloria D. King 


Linda I. Kluge 


Carla B. Kochel 


Georgia G. Kostas 


Wanda M. Koszewski 


Sarah B. Krieger 


Amanda E. Kruse 


Lauren C. Laird 


Pauline M. Landhuis 


Christina C. Lemon 


Alice J. Lenihan 


Winsy W. Leung 


A. K. Lewis 


John Loveless 


Teresa H. Lucas 


Mary-Jon Ludy 


L K. Mahan 


Victoria H. Major 


B Thomas Malone 


Danna J. Malone 


Sitoya R. Mansell 


Hannah E. Martin 


Barbara J. Mayfield 


Monica J. McCorkle 


Leonilda McDonagh 


Maxine C. McElligott 


Martha L. McHenry 


Patricia A. McKnight 


Laura A. McNally Nelson 


Lucy M. McProud 


Lisa M. Medrow 


Susan B. Miller 


Diana D. Monaco 


Laverne S. Montgomery 


Amy K. Moore 


Mary L. Moore 


Jennifer A. Morris 


Karen A. Morrison 


Patricia A. Morrissey 


Bob Murray 


Ocene A. Naglik 


Stephanie Nelson-Petrosky 


Lisa C. Neuhaus 


Michele S. Nikolai 


Mary M. Nix  


Nora M. Norback 


Charnette Norton 


Mary Jo Nottke 


Bettye J. Nowlin 


Robin B. Nwankwo 


Lorna J. O'Connell 


Elaine G. Offutt 


Sarah E. Olender 


Melissa M. Page 


Lisa S. Paige 


Sarah R. Palmiero 


Marsha E. Pattison 


Margaret Pauly 


Nadine M. Pazder 


Eugenia G. Pelaez 


Melodi F. Peters 


Melissa A. Prest 


Karlyn A. Probst 


Martha J. Rardin 


Shoreh T. Rassekh 


Leslye L. Rauth 


Julie M. Raway 


Janice L. Raymond 


Ana-Isabel G. Regidor 


Alita E. Rethmeyer 


Brenda I. Reynosa 


Wolf J. Rinke 


Inherla H. Rivera 


Jason D. Roberts 


Shirley R. Roberts-Brereton 


Gretchen Y. Robinson 


Shannon M. Robson 


Linda M. Rogers 


Carolyn T. Roper 


Juana R. Royster PhD 


Rosanne N. Rust 


Maria Rzeznik 


Julie L. Salmen 


Patricia Q. Samour 


Joyce A. Sankey 


Kevin L. Sauer 


Roberta L. Scheuer 


Brenda L. Schmid 


Anne H. Schreiner 


Esther G. Schuster 


Julie F. Schwartz 


Ruth V. Schwasinger 


Terese M. Scollard 


Janice L. Scott 


Pauline S. Scott 


Joyce Scott-Smith 


Kirsten Screen 


Lisa M. Sheehan-Smith 


Wanda L. Shockey 


Charity C. Simpkins 


Donna J. Sivertsen 


Deborah M. Slack 


Megan M. Sliwa 


Paul Slomski 


Anne M. Smith 


Won O. Song 


Alice P. Spangler 


Patricia L. Splett 


Susan E. Steck 


Phyllis Stell Crowley 


Cheryl R. Stewart 


Susan R. Straub 


Caroline L. Susie 


Bethany L. Thayer 


Beth K. Thorson 


Lucinda L. Tincher 


Tracie B. Tobin 


Josephine B. Totten 


Naomi Trostler 


Shu-feng Tsao 


Gwen A. Turner 


Linda A. Vaughan 


Theresa Verason 


Wilda F. Wade 


Dena B. Wallace 


Christina A. Weidman 


Edward H. Weiss 


Christine K. Weithman 


Nancy S. Wellman 


Madelyn L. Wheeler 


Adrienne A. White 


Heidi M. Wietjes 


Tracy L. Wilczek 


Bernestine F. Williams 


Pauline Williams 


Tina H. Willis 


Jeannine Windbigler 


Marion F. Winkler 


Michele M. Wise 


Angela Wolfenberger 


Cynthia A. Wolfram 


Janet S. Wood 


Nancy H. Wooldridge 


Dorothy Wrase Hares 


Audrey C. Wright 


Michelle J. Wrobel 


Millie Yeamans 


Stephanie S. Yip 


Mary K. Young 


Joanne G. Zacharias 


Nanette M. Zahler 


Kathleen M. Zelman 


 


$50 - $99 


Ivonne Anglero 


Victoria J. Armul 
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Linda Arpino 


Mary Beth Augustine 


Janine M. Bamberger 


Jennifer R. Barnhill 


Laura R. Bazyler 


Carolyn M. Bednar 


Marian M. Benz 


Anna Maria Bertorelli 


Wendelyn E. Boehm 


Nancy A. Boyd 


Ellen H. Brennan 


Lisa L. Bryant 


Karen L. Buchholz 


Grace A. Burney 


Winona S. Bynum 


Phillip Carr 


Jennifer M. Cash 


Allison Charny 


Bennett D. Chilson 


Laurie K. Chiou 


Charmaine E. Clarke 


Roberta A. Cooper-Meyer 


Evelyn F. Crayton 


Maria Domen D'Agostino 


Angela T. DiTucci 


Ann M. Ditzler 


Mary Donkersloot 


Jane M. Dunn 


Joan M. Enderle 


Frances A. Engles 


Athena C. Evans 


Norma E. Farley-Zoucha 


Marcy B. Fiacco 


Judith D. Fields 


Gloria A. Fishburn 


Olivia K. Ford 


Peggy Fullenkamp Oomens 


Anita B. Fuller 


Margery J. Gann 


Michelle K. Garvie 


Joyce L. Geer 


Karen S. Geismar 


Beverly L. Girard 


Susan L. Goolsby 


Romilda Grella 


Diane L. Griffith 


Kari N. Harris 


Cristie A. Harry 


Jo Ann T. Hattner 


Kathleen T. Hom 


Carla S. Honselman 


Virginia M. Hultin 


Jean M. Inman 


Carol S. Ireton-Jones 


Jonathan Isbill 


Joanne Y. Iwamiya 


Elizabeth Y. Jimenez 


Lalita Kaul 


Germelina M. Kempis 


Debra L. King 


Donna J. Kirk 


Cindy B. Klinger 


Donna M. Krippner 


Susan Kurien 


Monique Lavalas 


Joan W. LeBoeuf 


Jane E. Libby 


Ingrid E. Lofgren 


Page G. Love 


Suzanne MacDonald 


Lorna Marifjeren 


Phyllis J. Marsch 


Amy R. Maupin 


Elizabeth M. McIlwain 


Mary A. Miller 


Robert E. Miller 


Angela M. Miraglio 


Audrey A. Morgan 


Cordialis C. Msora-Kasago 


Michelle E. Mullen 


Daisy Nava 


Jane L. Ometer 


Margaret S. O'Neill 


Emina S. Ong 


Marilyn Paluba 


Caroline W. Passerrello 


Carolyn O. Peacock 


Karin C. Pennington 


Margaret J. Pestka 


Barbara E. Phillips 


Nancy J. Plaskett 


Robin D. Plotkin 


Dee F. Pratt 


Amy G. Preston 


Camille P. Range 


Sharon E. Rhodes 


Dona Richwine 


Della M. Rieley 


Sandra T. Robbins 


Elizabeth W. Robinson 


Margaret M. Rowe 


John A. Ruibal 


Kathryn M. Russell 


Cynthia A. Rutkowski 


Peggy M. Savant 


Claire D. Schmelzer 


Debra A. Schumer 


Susan C. Scott 


Valerie N. Shurley 


Judy R. Simon 


Lisa I. Sixma 


Joanna P. Skinner 


Mary Ellen Smith 


Deborah A. Smoak 


Paula M. Sochacki 


Cynthia A. Stegeman 


Nancy D. Stegon 


Kate A. Stratton-Schulz 


Kirsten A. Straughan 


Joanne E. Sycko 


Kathleen T. Tierney 


Christopher T. Vogliano 


Cathy C. Walsh 


Nancy G. Walters 


Mary Suzy K. Weems 


Frances B. White 


Meghan E. Windham 


Abby M. Wood 


Crystal L. Wynn 


 


$25 - $49 


Deborah K. Adams 


Susan E. Adams 


Barbara M. Ainsley 


Anonymous 


Averil Anthony 


Sandra J. Arevalo 


Michelle M. Axtell 


Widad Ayass 


Tina L. Banning 


Lauree J. Bradley 


Nancy C. Bradley 


Susan M. Branning 


Pamela Brisky 


Jane L. Broughton 


Jill A. Brown 


Clara M. Browning Baity 


Cailie A. Buckingham 


Donna O. Burnett 


Julia A. Burns 


Sh'Landa R. Burton 


Heather A. Butscher 


Nancy J. Byers 


Mary S. Cagle 


Lenore O. Caliolio 


Charlotte Caperton Kilburn 


Whitney W. Catalano 


Joseph A. Cecava 


Erica J. Charles 


Alison L. Chesnick 


Gabrielle S. Chow 


La Tanya D. Clark 


Susan B. Clark 


Alana D. Cline 


Michelle H. Clinton-Hahn 
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Sallie B. Cobb 


Lindsay B. Colman 


Heather R. Comstock 


Joann G. Connell 


James K. Coogan 


Kristina N. Coughlin 


Lori J. Cox 


Cindy A. Crowninshield 


Jennifer Cuddeback 


Andrea M. Custer 


Natalie Dalessio-Gruneberg 


Diane C. Darcy 


Anita Davila 


Amy Davis 


Judith R. Davis 


Sharon J. DeSilva 


Ellen R. Di Giampaolo 


Melissa J. Dobbins 


Gloria J. Dollinger 


Cynthia L. Dostal 


Laura Dunn 


Maxine Edwards 


Shirley M. Ekvall 


Richenel S. Ellecom 


Megan M. Ellison 


Mary A. Engelland 


Jennifer L. Even 


Callista A. Falsia 


Robin C. Ferretti 


Jananne Finck 


Lorri G. Fishman 


Erin Fitzgerald Sexson 


Sharon Foley 


Betty J. Forbes 


Janis E. Franks 


Kara F. Freeman 


Ann M. Gaba 


Jana R. Gach 


Madhu B. Gadia 


Emma S. Gaines-Gerson 


Jerilyn D. Gertzman 


Shari R. Goldsmith 


Oceana M. Goodwin 


Debra R. Gregory 


Marjorie L. Grieshop 


Susan K. Griffin 


Carolyn Guyton-Ringbloom 


Janine M. Hanigan 


Amie K. Hardin 


B Michelle Harris 


Judith A. Heath 


Susan E. Helm 


Sarah N. Hendren 


Mary Kay Hensley 


Kathleen M. Hill Gallant 


Sheryl C. Hoehner 


Paula G. Hopkins 


Virginia S. Horth 


Mary K. Houston 


Yi-Hsuan Hsieh 


Allison J. Huck 


Patricia Inda-Icaza 


Jean L. Ismail 


Teresa D. Jackson 


Hedwige Jean-Charles 


Renee Jeffrey 


Edith B. Johnson 


Wendy A. Johnson 


Alisha A. Jones 


Monique B. Kahn 


Christine A. Karpinski 


Patricia C. Keane 


Carrie A. Kelly 


Rebecca A. Kelly 


Patricia A. Kempen 


Judith A. Kennedy 


Rachel Kester 


Tandalayo Kidd 


Yeonsoo Kim 


Young Hee Kim 


Edel M. Kinirons 


Danielle L. Knutilla 


Susan H. Konek 


Tama S. Krause 


Karen D. Krchma 


Kathryn A. Krebsbach 


Judith L. Kudman 


Callie P. Kulakis 


Julie Y. Kuo 


Rachelle LaCroix Mallik 


Evelyn Lashley 


Kathryn E. Lawson 


Maureen C. Leahy 


Jenna S. Lebowich  


Aija R. Leimanis 


Sharon G. Lemons 


Paula K. Leuenberger 


Jani Leuschel 


Anita K. Lewis 


Lorraine J. Lorenz 


Courtney T. Luecking 


Beth Lukaszewicz 


Jane E. MacKeen 


Lynn E. Mader 


Kayla Madigan 


Perpetua R. Magpuri 


Elizabeth A. Marino 


Ann E. Markuson 


Deanne Marselle 


Margaret N. Martin 


Lisa K. Matthiesen 


Katherine McCune 


Catherine L. McIsaac 


M Geraldine Geraldine McKay 


Ann K. McKenna 


Michelle A. McKenna 


Jean M. McLean 


Enid M. Melendez 


Janet M. Miller 


Amy J. Mills 


Libby Y. Mills 


Ellen S. Mingus 


Melissa Morales-Perez 


Thomas N. Morgis 


Edna L. Moses 


Janet M. Mulderink 


Juliana T. Nagy 


Mindy B. Nelkin 


Ann M. Nelson 


Anna L. Newton 


Dominica Nichols 


Nikki M. Nies 


Kristina Northrup 


Christine A. Novak 


Molly R. Novak  


Kathleen V. Nowicki 


Susan M. O'Ferrell 


Eva D. Orton 


Karen L. Ostenso 


Colleen M. O'Sullivan 


Wendy J. Ottosen 


Karmen Ovsepyan 


Lynette L. Packard-Fales 


Elizabeth G. Page 


Elizabeth R. Painter 


Karin M. Palmer 


Parameshwar Panchanathan 


Lourdes M. Panlilio 


Kerry K. Papendick 


Marlo Paredes-marquez 


Kathleen D. Peralta 


Jacob E. Perret 


Angel C. Planells 


Mary Lou K. Plante 


Mary J. Plesac 


Stephanie Polizzi 


Coreyann K. Poly 


Regina P. Poole 


Edna C. Portillo 


Suzanne U. Powell 


Judy E. Prager 


Kathryn A. Prugh 


Elizabeth G. Reidy 


Kathryn A. Retzlaff 


Nancy E. Reyes  
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Monique M. Richard 


Annetta S. Richards 


Courtney G. Riedel 


Emily V. Riedler 


Elizabeth J. Rigby 


Christina D. Riley 


Zareena Rizwana 


Heidi W. Roberts 


Charmaine M. Robinson  


Linda Rocafort 


Jennifer Rodriguez Bosque 


Mariela C. Rodriguez 


Brenda H. Rohe 


Nina L. Roofe 


Brenda B. Ross 


Dorothea M. Rourke 


Louise S. Runyan 


Stacy S. Sagowitz 


Anita Sahni 


Janice G. Sandrick 


Sharon K. Schwartz 


Jean L. Sellars 


Karen K. Shank 


Margaret D. Shaw 


Christina W. Shepard 


Noreen M. Sheridan 


Barbara J. Shorter 


Carla M. Siceloff 


Stephanie E. Skinner 


Marilyn Smith-Gordon 


Marianne A. Sobkowiak 


Barbara M. Spalding 


Patricia A. Speirs 


Beverly J. Springer 


Hannah M. Stahmer 


Dalila Suazo 


Beth R. Switzer 


Jennifer L. Tate 


Carol A. Taylor 


Deneen Taylor 


Jane E. Templeman 


Angela M. Tetteris 


Eileen M. Thibeault 


Julie A. Thompson 


Noelia L. Tijerina 


Maria Virginia Tijerina Walls 


Donna J. Trader 


Kelay E. Trentham 


Gretchen M. Van Der Bosch 


Donna J. Vandergraff 


Karen S. Vartan 


Melinda Vaturro 


Jezreel A. Vedua  


Nunette P. Villarama 


Marlyne R. Walker 


Martina A. Warvarovsky 


Cliff A. Watson 


Melissa Weber 


Nicole A. Weeks 


Terry A. Weideman 


Leslie E. Weidner 


Lydia H. West 


Marie A. Whelen 


Kara R. Wilcoxon 


Susan E. Wilczynski 


Bonnie M. Willis 


Julie K. Wilson 


Shirley M. Wilson-Sigler 


Tina M. Woolley 


Elizabeth Wray  


Alvin Wulfekuhl 


Melanie K. Zemek 


 


 


 


 


 


 


  


   ACADEMY AFFILIATES/DPG’s/MIG’s/CDR 


 


Founders  


$1,000,000.00  


Academy of Nutrition and Dietetics 


 


$250,000 - $499,999 


Commission on Dietetic Registration 


 


Leaders 


$10,000 - $24,999 


DPG 23 Diabetes Care and Education 


DPG 26 Weight Management 


DPG 31 Dietetics in Healthcare Communities 


 


$5,000 - $9,999  


California Academy of Nutrition and Dietetics 


Foundation 


DPG 10 Public Health/Community Nutrition 


DPG 18 Dietitians in Integrative and Functional 


Medicine 


DPG 21 Renal 


DPG 24 Dietitians in Nutrition Support 


DPG 30 Nutrition Entrepreneurs 


DPG 46 Food and Culinary Professionals 


Student Nutrition Organization of SDSU 


Wisconsin Academy of Nutrition and Dietetics 


 


$2,500 - $4,999  


California Academy of Nutrition and Dietetics 


 


$1,000 - $2,499 


Behavioral Health Nutrition DPG #12 


DPG 11 Healthy Aging 


DPG 14 Vegetarian Nutrition 


DPG 22 Pediatric Nutrition 


DPG 27 Medical Nutrition Practice Group - 


DPG 32 Dietitians in Business and Communications 


DPG 42 School Nutrition Services 


DPG 44 Clinical Nutrition Management 


Iowa Academy of Nutrition and Dietetics 


Michigan Academy of Nutrition and Dietetics 


MIG 230 National Org of Blacks in Dietetics & 


Nutrition 


Missouri Academy of Nutrition and Dietetics 


Montana Dietetic Association 


NDEP - Nutrition Educators & Preceptors 


Ohio Academy of Nutrition and Dietetics 


WNYDA - Western New York Dietetic Association 


 


$500 - $999 


District of Columbia Dietetic Association 
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DPG 20 Oncology Nutrition 


DPG 28 Women's Health 


DPG 41 Management in Food and Nutrition Systems 


DPG 54 Research 


Kansas Academy of Nutrition and Dietetics 


MIG 211 Asian Indians in Nutrition and Dietetics 


MIG 220 Chinese Americans in Dietetics and 


Nutrition 


MIG 250 Fifty Plus in Nutrition and Dietetics 


New York State Dietetic Association 


Washington State Academy of Nutrition and Dietetics 


 


Champions 


$250 - $499 


Chicago Academy of Nutrition and Dietetics 


Idaho Academy of Nutrition and Dietetics 


 


$100 - $249 


DPG 51 Nutrition Educators of Health Professionals 


MIG 270 Muslims in Dietetics and Nutrition 


Minnesota Dietetics in Health Care Communities 


West Virginia Academy of Nutrition and Dietetics 


 


$50 - $99 


American Overseas Dietetic Association 


 


 


 


 


 


INDUSTRY DONORS 


 


$10,000 - $24,999 


Freeman Audio Visual 


GES 


Readex Research 


Segall Bryant & Hamill LLC 


 


$5,000 - $9,999 


Elsevier 


 


$2,500 - $4,999 


Abbott Nutrition Health Institute 


American Dairy Association – 


Mideast 


Mercer HR Services LLC 


 


$1,000 - $2,499 


American Health Information 


Management Association 


American Society for 


Gastrointestinal Endoscopy 


Computer Concepts, Inc. 


Hilton 


Hyatt Hotels Corporation 


ILSI North America 


Institute of Food Technologists 


Prescient Solutions 


School Nutrition Association 


The J M Smucker Company 


Webauthor.Com LLC 


 


$500 - $999 


Beneo GmbH 


California Walnut Commission 


Cinsulin 


Eat Right Careers 


Livliga 


Oncourse Learning 


Simmons College 


The Dannon Company 


The Sugar Association 


Zevia 


 


 


 


 


SUBMITTED BY: Martin M. Yadrick, MS, MBI, RDN, FAND, Foundation Chair 







 







ACCREDITATION COUNCIL FOR  EDUCATION IN 
NUTRITION AND DIETETICS
BOARD OF DIRECTORS REPORT
FEBRUARY 22-23, 2018


Future Education Model Standards 


 ACEND released the Future Education Model Standards for Associate (FA), Bachelor (FB) and Graduate (FG) 
Degree Programs in Nutrition and Dietetics in June 2017.   These standards and guidance material can be
found at www.eatrightpro.org/FutureModel.


 ACEND issued an invitation to programs interested in being accredited under these standards to apply to be
early adopter demonstration programs.  A total of 19 applications were accepted for the first cohort of
demonstration programs.  A call for applications for the second cohort of programs was issued in December,
2017 with applications being due April 16, 2018.  ACEND anticipates having at least three cohorts of
demonstration programs with a goal of 100 total demonstration programs.  The application forms and a
webinar with suggested tips for completing the application can be found at
www.eatrightpro.org/FutureModel.


 ACEND will do online and in-person training on competency assessment for program directors of
demonstration programs.


Additional Information 


 ACEND issues monthly Standards Update newsletters and hosts monthly ACEND Virtual Town Hall


meetings to help inform stakeholders of its work.  To learn more visit :  www.eatrightpro.org/FutureModel,


 Questions can be directed to Mary Gregoire at mgregoire@eatright.org or 312-899-4872.
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COMMISSION ON DIETETIC REGISTRATION 
REPORT  
BOARD OF DIRECTORS MEETING 
FEBRUARY 22-23, 2018 


 


 


 
Registry Statistics  


• As of January 1, 2018 there are 99,774 RDNs and 5, 652 Dietetic Technicians, 
Registered.  


• There are a total of 4,197 CDR Board Certified Specialists, and 37 Registered  Dietitians-
Advanced Practice (RD-AP) 


 
 Interdisciplinary Specialist Certification in Obesity and Weight Management  
The CDR interdisciplinary Board Certified Specialist in Obesity and Weight Management 
examination will be administered annually in March and September. The Practice Audit Task 
Force including Registered Dietitians, Nurse Practitioners, Physician Assistants, Exercise 
Physiologists, Licensed Clinical Psychologists and Licensed Clinical Social Workers conducted 
a practice audit in Fall 2015 with practitioners in each discipline. The results of the audit were 
used to determine the content outline for the certification examination.  The content outline and 
eligibility requirements are available at the following 
link https://www.cdrnet.org/interdisciplinary   
 
The following table summarizes administration data for the Board Certified Specialist in Obesity 
and Weight Management Certification.         


CSOWM Exam March 2017  September 2017 


Applied  Tested Passed  Applied  Tested  Passed 


Registered Dietitians 167 138 97 155 108 75 


Nurse Practitioners 3 2 1 14 5 3  


Exercise Physiologist 4 1 0 7 1 0 


Physician Assistant - - - 1 0 - 


Licensed Clinical 
Social Worker 


- - - 1 1 1 


Licensed Clinical 
Psychologist 


- - - - - - 


Totals 174 141 98 178 115 79 
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Practice Competencies Initiative  
 


• Practice Competencies and performance indicators replaced the current goals and 
learning need codes in the Professional Development Portfolio recertification system 
beginning with newly credentialed practitioners on  
June 2, 2015.  


• Informational webinars are scheduled for noon central time on each of the following 
dates; 
January 24, 2018 
February 8, 2018 
March 15, 2018 
To register for these webinars of for past webinar recordings and additional information 
go to http://www.cdrnet.org/competencies. 


 
Continuing Professional Education Approval Criteria 
 
At its recent meeting, the Commission passed the following motion amending the current 
continuing professional education approval criteria. 
Move that all continuing professional education activity types (excluding academic coursework) 
addressing diet and nutrition topics, include an RD or DTR in program planning.  This policy 
change is effective for continuing professional activities offered on or after June 1, 2018 and for 
CDR credentialed practitioners recertifying or beginning a new recertification cycle on or after 
June 2, 2018.  
 
Advanced Practitioner in Clinical Nutrition Certification Update  


  
• Thirty-seven registered dietitians have successfully completed the Advanced Practice in 


Clinical Nutrition examination. The next examination administrations will be in April 
2018 and November 2018.   


• At its October 2017 meeting the Commission discontinued the application fee.  The 
examination fee is $450. 
 


Exam dates, fee and deadlines are available at the following 
link:  https://www.cdrnet.org/advanced-practice-examination-dates-and-fee-schedule  
 
 
Commission Chair – Coleen Liscano, MS, RDN, CSP, CDN, CNSC, FAND 
Staff Liaison - Christine Reidy, RD, creidy@eatright.org  
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ACADEMY/CDR CODE OF ETHICS FOR THE 
NUTRITION AND DIETETICS PROFESSION 
BOARD OF DIRECTORS MEETING 
FEBRUARY 22-23, 2018 


 
 


 
 
BACKGROUND 
 
The Academy and CDR Boards approved the draft Code of Ethics for the Nutrition and Dietetics 
Profession, as presented by the Code of Ethics Task Force, on July 19 and 22, 2017, respectively.  All 
Academy members and all CDR credentialed practitioners must abide by the Code of Ethics.  Best 
practices show that ethics code revisions should be provided to all to whom it applies for comment prior 
to finalization.  Thus, the draft Code was subsequently distributed via Survey Monkey to over 100,000 
credentialed nutrition and dietetics practitioners and Academy members for comment.  The purpose of the 
survey was to solicit input as to whether the revised Code is reflective of practice-related ethical 
challenges and of societal and professional norms.   
 
Survey results evidenced significant agreement (85.0% to 93.2%) among members and non-members 
practitioners that the revised code is reflective of the ethical challenges of their practice and provides 
sufficient ethical guidance.  There were a few areas that survey respondents felt should be specifically 
mentioned in the Code document (ie, social media, supplement sales, HIPAA, and state licensure).  
Additionally, outside of the survey tool, three specific edit submissions were received from individual 
members.  Lastly, a memo from the Consumer Protection and Licensure Subcommittee (CPLS) requested 
that the “duty to report” sections of the 2009 Code be incorporated into the 2018 Code. 
 
The Code of Ethics Task Force met on October 22, 2017 and by conference call November 27, 2017 to 
address the survey suggestions, individually submitted edits, and the request of CPLS.  The Task Force 
completed their work during their November 27, 2017 call, finalizing the Code of Ethics for the Nutrition 
and Dietetics Profession.   
 
The CDR Board approved the final Code of Ethics for the Nutrition and Dietetics Profession during their 
February 4-5, 2018 meeting, with the addition of “customer” to the glossary of terms.  The Task Force 
requests that the Code (attached) be approved by the Academy Board for dissemination and 
communication.  The Code will carry an effective date of June 1, 2018. 
 
 
 
Code of Ethics Task Force 
Lisa Dierks, Chair, Code of Ethics Task Force  
Susan Laramee, Chair, Ethics Committee 
Catherine Christie  
Mindy Nelkin 
Mary Russell  
Kevin Sauer  
Ellen Rosa Shanley  
Jody Vogelzang 
 
Submitted by:  Lisa Dierks, Chair, Code of Ethics Task Force, and Susan Laramee, Chair, Ethics 
Committee 
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Academy of Nutrition and Dietetics/Commission on Dietetic Registration (Academy/CDR)  
Code of Ethics for the Nutrition and Dietetics Profession 


 
Preamble: 


When providing services the nutrition and dietetics practitioner adheres to the core values of 
customer focus, integrity, innovation, social responsibility, and diversity.  Science-based decisions, derived 
from the best available research and evidence, are the underpinnings of ethical conduct and practice.   


This Code applies to nutrition and dietetics practitioners who act in a wide variety of capacities, 
provides general principles and specific ethical standards for situations frequently encountered in daily 
practice.  The primary goal is the protection of the individuals, groups, organizations, communities, or 
populations with whom the practitioner works and interacts.   


The nutrition and dietetics practitioner supports and promotes high standards of professional 
practice, accepting the obligation to protect clients, the public and the profession; upholds the Academy of 
Nutrition and Dietetics (Academy) and its credentialing agency the Commission on Dietetic Registration 
(CDR) Code of Ethics for the Nutrition and Dietetics Profession; and shall report perceived violations of the 
Code through established processes. 


The Academy/CDR Code of Ethics for the Nutrition and Dietetics Profession establishes the 
principles and ethical standards that underlie the nutrition and dietetics practitioner’s roles and conduct.  All 
individuals to whom the Code applies are referred to as “nutrition and dietetics practitioners”.  By accepting 
membership in the Academy and/or accepting and maintaining CDR credentials, all nutrition and dietetics 
practitioners agree to abide by the Code.   


 
Principles and Standards: 
 
1. Competence and professional development in practice (Non-maleficence) 


Nutrition and dietetics practitioners shall: 
a. Practice using an evidence-based approach within areas of competence, continuously develop 


and enhance expertise, and recognize limitations.  
b. Demonstrate in depth scientific knowledge of food, human nutrition and behavior.  
c. Assess the validity and applicability of scientific evidence without personal bias. 
d. Interpret, apply, participate in and/or generate research to enhance practice, innovation, and 


discovery. 
e. Make evidence-based practice decisions, taking into account the unique values and 


circumstances of the patient/client and community, in combination with the practitioner’s 
expertise and judgment. 


f. Recognize and exercise professional judgment within the limits of individual qualifications and 
collaborate with others, seek counsel, and make referrals as appropriate. 


g. Act in a caring and respectful manner, mindful of individual differences, cultural, and ethnic 
diversity.  


h. Practice within the limits of their scope and collaborate with the inter-professional team. 
 
2. Integrity in personal and organizational behaviors and practices (Autonomy) 


Nutrition and dietetics practitioners shall: 
a. Disclose any conflicts of interest, including any financial interests in products or services that 


are recommended. Refrain from accepting gifts or services which potentially influence or 
which may give the appearance of influencing professional judgment.   


b. Comply with all applicable laws and regulations, including obtaining/maintaining a state 
license or certification if engaged in practice governed by nutrition and dietetics statutes.  


c. Maintain and appropriately use credentials. 
d. Respect intellectual property rights, including citation and recognition of the ideas and work of 


others, regardless of the medium (e.g. written, oral, electronic). 
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Revised Draft (2-5-2018) 
e. Provide accurate and truthful information in all communications.  
f. Report inappropriate behavior or treatment of a patient/client by another nutrition and dietetics 


practitioner or other professionals. 
g. Document, code and bill to most accurately reflect the character and extent of delivered 


services. 
h. Respect patient/client’s autonomy. Safeguard patient/client confidentiality according to current 


regulations and laws.  
i. Implement appropriate measures to protect personal health information using appropriate 


techniques (e.g., encryption). 
 


3. Professionalism (Beneficence) 
Nutrition and dietetics practitioners shall: 


a. Participate in and contribute to decisions that affect the well-being of patients/clients. 
b. Respect the values, rights, knowledge, and skills of colleagues and other professionals. 
c. Demonstrate respect, constructive dialogue, civility and professionalism in all communications, 


including social media. 
d. Refrain from communicating false, fraudulent, deceptive, misleading, disparaging or unfair 


statements or claims. 
e. Uphold professional boundaries and refrain from romantic relationships with any 


patients/clients, surrogates, supervisees, or students.  
f. Refrain from verbal/physical/emotional/sexual harassment.  
g. Provide objective evaluations of performance for employees, coworkers, and students and 


candidates for employment, professional association memberships, awards, or scholarships, 
making all reasonable efforts to avoid bias in the professional evaluation of others.  


h. Communicate at an appropriate level to promote health literacy. 
i. Contribute to the advancement and competence of others, including colleagues, students, and 


the public. 
 


4. Social responsibility for local, regional, national, global nutrition and well-being (Justice) 
Nutrition and dietetics practitioners shall: 


a. Collaborate with others to reduce health disparities and protect human rights. 
b. Promote fairness and objectivity with fair and equitable treatment. 
c. Contribute time and expertise to activities that promote respect, integrity, and competence of 


the profession. 
d. Promote the unique role of nutrition and dietetics practitioners.  
e. Engage in service that benefits the community and to enhance the public’s trust in the 


profession. 
f. Seek leadership opportunities in professional, community, and service organizations to enhance 


health and nutritional status while protecting the public. 
 
Glossary of Terms: 
Autonomy: ensures a patient, client, or professional has the capacity and self-determination to engage in 
individual decision-making specific to personal health or practice.1 


Beneficence: encompasses taking positive steps to benefit others, which includes balancing benefit and 
risk.1 
Competence: a principle of professional practice, identifying the ability of the provider to administer safe 
and reliable services on a consistent basis.2 


Conflict(s) of Interest(s): defined as a personal or financial interest or a duty to another party which may 
prevent a person from acting in the best interests of the intended beneficiary, including simultaneous 
membership on boards with potentially conflicting interests related to the profession, members or the 
public.2 
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Customer: any client, patient, resident, participant, student, consumer, individual/person, group, 
population, or organization to which the nutrition and dietetics practitioner provides service.3 
Diversity:  “The Academy values and respects the diverse viewpoints and individual differences of all 
people. The Academy’s mission and vision are most effectively realized through the promotion of a diverse 
membership that reflects cultural, ethnic, gender, racial, religious, sexual orientation, socioeconomic, 
geographical, political, educational, experiential and philosophical characteristics of the public it services. 
The Academy actively identifies and offers opportunities to individuals with varied skills, talents, abilities, 
ideas, disabilities, backgrounds and practice expertise.”4 
Evidence-based Practice:  Evidence-based practice is an approach to health care wherein health 
practitioners use the best evidence possible, i.e., the most appropriate information available, to make 
decisions for individuals, groups and populations. Evidence-based practice values, enhances and builds on 
clinical expertise, knowledge of disease mechanisms, and pathophysiology. It involves complex and 
conscientious decision-making based not only on the available evidence but also on client characteristics, 
situations, and preferences. It recognizes that health care is individualized and ever changing and involves 
uncertainties and probabilities. Evidence-based practice incorporates successful strategies that improve 
client outcomes and are derived from various sources of evidence including research, national guidelines, 
policies, consensus statements, systematic analysis of clinical experience, quality improvement data, 
specialized knowledge and skills of experts.2 
Justice (social justice): supports fair, equitable, and appropriate treatment for individuals1 and fair 
allocation of resources. 
Non-Maleficence: is the intent to not inflict harm.1 
 
References: 
1. Fornari A.  Approaches to ethical decision-making.  J Acad Nutr Diet.  2015;115(1):119-121. 
2. Academy of Nutrition and Dietetics Definition of Terms List.  June, 2017 (Approved by Definition of Terms 


Workgroup Quality Management Committee May 16, 2017).  Accessed October 11, 2017. 
http://www.eatrightpro.org/~/media/eatrightpro%20files/practice/scope%20standards%20of%20practice/academydefinit
ionoftermslist.ashx  


3. Academy of Nutrition and Dietetics: Revised 2017 Standards of Practice in Nutrition Care and Standards of 
Professional Performance for Registered Dietitian Nutritionists.  J Acad Nutr Diet.  2018; 118: 132-140. 


4. Academy of Nutrition and Dietetics “Diversity Philosophy Statement” (adopted by the House of Delegates and Board of 
Directors in 1995). 
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2016 ACADEMY TAX RETURNS 
BOARD OF DIRECTORS MEETING 
FEBRUARY 22-23, 2018 


 


 
 
 
Attached are the Academy’s 2016 Tax Returns for the period ending May 31, 2017 (2017 Fiscal 
Year).  The Academy is a registered 501c(6) organization that is comprised of the Academy, 
Commission on Dietetic Registration (CDR), Accreditation Council for Education in Nutrition 
and Dietetics (ACEND), all Dietetic Practice Groups (DPGs) and all Member Interest Groups 
(MIGs).  CDR, ACEND, DPGs and MIGs do not file their own tax returns because they are 
considered business entities underneath the Academy and share the same IRS tax identification 
number.   Even though they are administratively autonomous groups within the Academy, the 
IRS does not recognize these entities as separate taxable organizations. 
 
The Academy does have a Federal tax liability of $6,899 and a State of Illinois tax liability of 
$3,863 for the 2016 tax year ($10,762 in total).  This is driven by list rental sales by The 
Commission on Dietetic Registration.  Since these are done “in-house”, the income from the list 
rental sales is taxable.   No other taxable income was generated by the remaining entities. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
SUBMITTED BY: Paul Mifsud 
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PAUL MIFSUD 
ACADEMY OF NUTRITION AND DIETETICS 
120 S. RIVERSIDE PLAZA NO. 2190 
CHICAGO, IL  60606 


DEAR PAUL: 


ENCLOSED ARE THE ORIGINAL AND ONE COPY OF THE 2016 EXEMPT ORGANIZATION 
RETURNS AND 2017 ESTIMATED TAX WORKSHEET, AS FOLLOWS...


2016 FORM 990


2016 FORM 990-T


2016 ILLINOIS FORM IL-990-T


2017 ILLINOIS ESTIMATED TAX INSTALLMENTS - FORM IL-990-T


PLEASE REVIEW THE RETURNS FOR COMPLETENESS AND ACCURACY.


INSTRUCTIONS FOR FILING THE ABOVE FORM(S) ARE FURNISHED FOR EASY REFERENCE.
YOUR COPY SHOULD BE RETAINED FOR YOUR FILES.


FOR ANY FORM IN THIS PACKAGE THAT REQUIRES MAILING, WE RECOMMEND THAT YOU USE 
CERTIFIED MAIL WITH POSTMARKED RECEIPTS FOR PROOF OF TIMELY FILING. 


WE SINCERELY APPRECIATE THE OPPORTUNITY TO SERVE YOU.  PLEASE CONTACT US IF 
YOU HAVE ANY QUESTIONS CONCERNING THE TAX RETURNS.


VERY TRULY YOURS, 


PLANTE & MORAN, PLLC 


DRAFT 2-8-18







TAX RETURN FILING INSTRUCTIONS
FORM 990-T


FOR THE YEAR ENDING
MAY 31, 2017 


PREPARED FOR:


PAUL MIFSUD
ACADEMY OF NUTRITION AND DIETETICS
120 S. RIVERSIDE PLAZA NO. 2190
CHICAGO, IL  60606


PREPARED BY:


PLANTE & MORAN, PLLC
10 S. RIVERSIDE PLAZA, 9TH FLOOR
CHICAGO, IL  60606


AMOUNT DUE OR REFUND:


OVERPAYMENT OF $6,941.  THE ENTIRE OVERPAYMENT HAS BEEN APPLIED TO 
THE ESTIMATED TAX PAYMENTS.


MAKE CHECK PAYABLE TO:


NO AMOUNT IS DUE.


MAIL TAX RETURN AND CHECK (IF APPLICABLE) TO:


DEPARTMENT OF THE TREASURY
INTERNAL REVENUE SERVICE CENTER
OGDEN, UT  84201-0027  


RETURN MUST BE MAILED ON OR BEFORE:


APRIL 17, 2018 


SPECIAL INSTRUCTIONS:


THE RETURN SHOULD BE SIGNED AND DATED. 


DRAFT 2-8-18







TAX RETURN FILING INSTRUCTIONS
FORM 990


FOR THE YEAR ENDING
MAY 31, 2017 


PREPARED FOR:


PAUL MIFSUD
ACADEMY OF NUTRITION AND DIETETICS
120 S. RIVERSIDE PLAZA NO. 2190
CHICAGO, IL  60606


PREPARED BY:


PLANTE & MORAN, PLLC
10 S. RIVERSIDE PLAZA, 9TH FLOOR
CHICAGO, IL  60606


AMOUNT DUE OR REFUND:


NOT APPLICABLE


MAKE CHECK PAYABLE TO:


NOT APPLICABLE


MAIL TAX RETURN AND CHECK (IF APPLICABLE) TO:


RETURN MUST BE MAILED ON OR BEFORE:


WE MUST RECEIVE YOUR SIGNED FORM 8879-EO BY APRIL 17, 2018. 


SPECIAL INSTRUCTIONS:


THIS RETURN HAS QUALIFIED FOR ELECTRONIC FILING.  AFTER YOU HAVE 
REVIEWED THE RETURN FOR COMPLETENESS AND ACCURACY, PLEASE SIGN, 
DATE AND RETURN FORM 8879-EO TO OUR OFFICE.  WE WILL TRANSMIT THE 
RETURN ELECTRONICALLY TO THE IRS.  RETURN FORM 8879-EO TO US BY 
APRIL 17, 2018  


DRAFT 2-8-18
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Use Only
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Under penalties of perjury, I declare that I have examined this return, including accompanying schedules and statements, and to the best of my knowledge and belief, it is


true, correct, and complete. Declaration of preparer (other than officer) is based on all information of which preparer has any knowledge.


Signature of officer Date


Type or print name and title


Date PTINPrint/Type preparer's name Preparer's signature


Firm's name Firm's EIN


Firm's address


Phone no.


 


Form


Name of organization


Doing business as


Number and street Telephone number


City or town, state or province, country, and ZIP or foreign postal code


Is this a group return 


for subordinates?Name and address of principal officer: ~~


If "No," attach a list. (see instructions)


Group exemption number  |


Tax-exempt status:


Briefly describe the organization's mission or most significant activities:


Check this box if the organization discontinued its operations or disposed of more than 25% of its net assets.


Number of voting members of the governing body (Part VI, line 1a)


Number of independent voting members of the governing body (Part VI, line 1b)


Total number of individuals employed in calendar year 2016 (Part V, line 2a)


~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~


Total number of volunteers (estimate if necessary)


Total unrelated business revenue from Part VIII, column (C), line 12


Net unrelated business taxable income from Form 990-T, line 34


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~


����������������������


Contributions and grants (Part VIII, line 1h) ~~~~~~~~~~~~~~~~~~~~~


Program service revenue (Part VIII, line 2g) ~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~Investment income (Part VIII, column (A), lines 3, 4, and 7d)


Other revenue (Part VIII, column (A), lines 5, 6d, 8c, 9c, 10c, and 11e) ~~~~~~~~


Total revenue - add lines 8 through 11 (must equal Part VIII, column (A), line 12) ���


Grants and similar amounts paid (Part IX, column (A), lines 1-3)


Benefits paid to or for members (Part IX, column (A), line 4)


Salaries, other compensation, employee benefits (Part IX, column (A), lines 5-10)


~~~~~~~~~~~


~~~~~~~~~~~~~


~~~


Professional fundraising fees (Part IX, column (A), line 11e)


Total fundraising expenses (Part IX, column (D), line 25)


~~~~~~~~~~~~~~


Other expenses (Part IX, column (A), lines 11a-11d, 11f-24e)


Total expenses. Add lines 13-17 (must equal Part IX, column (A), line 25)


Revenue less expenses. Subtract line 18 from line 12


~~~~~~~~~~~~~


~~~~~~~


����������������


Total assets (Part X, line 16)


Total liabilities (Part X, line 26)


Net assets or fund balances. Subtract line 21 from line 20


~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~


��������������


May the IRS discuss this return with the preparer shown above? (see instructions) ���������������������
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-1,033,022. -136,215.


44,811,394. 46,999,958.
26,245,241. 27,543,391.
18,566,153. 19,456,567.


PATRICIA BABJAK, CEO


LU ANN TRAPP 02/08/18 P01506476LU ANN TRAPP
38-1357951PLANTE & MORAN, PLLC


10 S. RIVERSIDE PLAZA, 9TH FLOOR
CHICAGO, IL 60606 (312) 207-1040


X


SAME AS C ABOVE


GLOBAL HEALTH AND WELL-BEING THROUGH FOOD AND NUTRITION.


X


2,556,428.
32,468,270.
1,262,477.


0.


631,696.
0.


15,239,131.
0.


21,449,370.
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1


2


3


4


Yes No


Yes No


4a


4b


4c


4d


4e


 


Form 990 (2016) Page 


Check if Schedule O contains a response or note to any line in this Part III ����������������������������


Briefly describe the organization's mission:


Did the organization undertake any significant program services during the year which were not listed on the


prior Form 990 or 990-EZ?


If "Yes," describe these new services on Schedule O.


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Did the organization cease conducting, or make significant changes in how it conducts, any program services?


If "Yes," describe these changes on Schedule O.


~~~~~~


Describe the organization's program service accomplishments for each of its three largest program services, as measured by expenses.


Section 501(c)(3) and 501(c)(4) organizations are required to report the amount of grants and allocations to others, the total expenses, and


revenue, if any, for each program service reported.


( ) ( ) ( )


( ) ( ) ( )


( ) ( ) ( )


Other program services (Describe in Schedule O.)


( ) ( )


Total program service expenses |


Form (2016)


2
Statement of Program Service AccomplishmentsPart III


990


 


   


   


ACCELERATE IMPROVEMENTS IN GLOBAL HEALTH AND WELL-BEING THROUGH FOOD


X


X


AND NUTRITION. 


HEALTH INITIATIVES AS WELL AS WORKS ON FEDERAL AND STATE INITIATIVES


ACADEMY OF NUTRITION AND DIETETICS 36-0724760


PUBLIC/GOVERNMENT AFFAIRS - PROGRAM PROMOTES AWARENESS OF NUTRITION AND


THAT MAY IMPACT THE FIELD OF DIETETICS.


PUBLICATIONS - PROGRAM THAT PROVIDES FOR THE PUBLICATION OF THE
"JOURNAL OF THE ACADEMY OF NUTRITION AND DIETETICS", "FOOD & NUTRITION
MAGAZINE", AND VARIOUS OTHER EDUCATION MATERIALS BOTH TRADITIONAL AND
ELECTRONIC IN ORDER TO PROVIDE DIETETICS' PROFESSIONALS AND CONSUMERS
WITH RESOURCES FOR GOOD NUTRITION AND HEALTH.


MEMBERSHIP - PROGRAM PROVIDES FOR THE MAINTENANCE AND MANAGEMENT OF ALL
MEMBERSHIP RELATED ACTIVITIES THAT PROMOTE THE PROFESSION OF DIETETICS.
THIS WOULD INCLUDE MEMBERSHIP ACTIVITIES WITHIN THE ACADEMY, DIETETIC
PRACTICE GROUPS, MEMBER INTEREST GROUPS, REVIEW AND ACCREDITATION OF
EDUCATIONAL PROGRAMS AND DIETETICS REGISTRATION, AND MONITOR AND MANAGE
DIETETIC REGISTRATION PROCESS.


X


2
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Yes No


1


2


3


4


5


6


7


8


9


10


11


12


13


14


15


16


17


18


19


1


2


3


4


5


6


7


8


9


10


Section 501(c)(3) organizations.


a


b


c


d


e


f


a


b


11a


11b


11c


11d


11e


11f


12a


12b


13


14a


14b


15


16


17


18


19


a


b


If "Yes," complete Schedule A


Schedule B, Schedule of Contributors


If "Yes," complete Schedule C, Part I


If "Yes," complete Schedule C, Part II


If "Yes," complete Schedule C, Part III


If "Yes," complete Schedule D, Part I


If "Yes," complete Schedule D, Part II


If "Yes," complete


Schedule D, Part III


If "Yes," complete Schedule D, Part IV


If "Yes," complete Schedule D, Part V


If "Yes," complete Schedule D,


Part VI


If "Yes," complete Schedule D, Part VII


If "Yes," complete Schedule D, Part VIII


If "Yes," complete Schedule D, Part IX


If "Yes," complete Schedule D, Part X


If "Yes," complete Schedule D, Part X


If "Yes," complete


Schedule D, Parts XI and XII


If "Yes," and if the organization answered "No" to line 12a, then completing Schedule D, Parts XI and XII is optional
If "Yes," complete Schedule E


If "Yes," complete Schedule F, Parts I and IV


If "Yes," complete Schedule F, Parts II and IV


If "Yes," complete Schedule F, Parts III and IV


If "Yes," complete Schedule G, Part I


If "Yes," complete Schedule G, Part II


If "Yes,"


complete Schedule G, Part III


Form 990 (2016) Page 


Is the organization described in section 501(c)(3) or 4947(a)(1) (other than a private foundation)?


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Is the organization required to complete ?


Did the organization engage in direct or indirect political campaign activities on behalf of or in opposition to candidates for


public office? 


~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


 Did the organization engage in lobbying activities, or have a section 501(h) election in effect


during the tax year? 


Is the organization a section 501(c)(4), 501(c)(5), or 501(c)(6) organization that receives membership dues, assessments, or


similar amounts as defined in Revenue Procedure 98-19? 


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~


Did the organization maintain any donor advised funds or any similar funds or accounts for which donors have the right to


provide advice on the distribution or investment of amounts in such funds or accounts? 


Did the organization receive or hold a conservation easement, including easements to preserve open space,


the environment, historic land areas, or historic structures? 


Did the organization maintain collections of works of art, historical treasures, or other similar assets? 


~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Did the organization report an amount in Part X, line 21, for escrow or custodial account liability, serve as a custodian for


amounts not listed in Part X; or provide credit counseling, debt management, credit repair, or debt negotiation services?


Did the organization, directly or through a related organization, hold assets in temporarily restricted endowments, permanent


endowments, or quasi-endowments? 


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~


If the organization's answer to any of the following questions is "Yes," then complete Schedule D, Parts VI, VII, VIII, IX, or X


as applicable.


Did the organization report an amount for land, buildings, and equipment in Part X, line 10? 


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Did the organization report an amount for investments - other securities in Part X, line 12 that is 5% or more of its total


assets reported in Part X, line 16? 


Did the organization report an amount for investments - program related in Part X, line 13 that is 5% or more of its total


assets reported in Part X, line 16? 


~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~


Did the organization report an amount for other assets in Part X, line 15 that is 5% or more of its total assets reported in


Part X, line 16? 


Did the organization report an amount for other liabilities in Part X, line 25? 


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~


Did the organization's separate or consolidated financial statements for the tax year include a footnote that addresses


the organization's liability for uncertain tax positions under FIN 48 (ASC 740)? 


Did the organization obtain separate, independent audited financial statements for the tax year? 


~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Was the organization included in consolidated, independent audited financial statements for the tax year?


~~~~~


Is the organization a school described in section 170(b)(1)(A)(ii)? 


Did the organization maintain an office, employees, or agents outside of the United States?


~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~


Did the organization have aggregate revenues or expenses of more than $10,000 from grantmaking, fundraising, business,


investment, and program service activities outside the United States, or aggregate foreign investments valued at $100,000


or more? ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Did the organization report on Part IX, column (A), line 3, more than $5,000 of grants or other assistance to or for any


foreign organization? 


Did the organization report on Part IX, column (A), line 3, more than $5,000 of aggregate grants or other assistance to 


or for foreign individuals? 


~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~


Did the organization report a total of more than $15,000 of expenses for professional fundraising services on Part IX,


column (A), lines 6 and 11e? ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Did the organization report more than $15,000 total of fundraising event gross income and contributions on Part VIII, lines


1c and 8a? ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Did the organization report more than $15,000 of gross income from gaming activities on Part VIII, line 9a? 


�����������������������������������������������


Form  (2016)
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Part IV Checklist of Required Schedules


990


X


X


X


X


X


X


X


X


X


X


X


X


X
X


X


X


X


X


X


X


X


X


X


X


X
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Yes No


20


21


22


23


24


25


26


27


28


29


30


31


32


33


34


35


36


37


38


a


b


20a


20b


21


22


23


24a


24b


24c


24d


25a


25b


26


27


28a


28b


28c


29


30


31


32


33


34


35a


35b


36


37


38


a


b


c


d


a


b


Section 501(c)(3),  501(c)(4), and 501(c)(29) organizations. 


a


b


c


a


b


Section 501(c)(3) organizations. 


Note. 


(continued)


If "Yes," complete Schedule H


If "Yes," complete Schedule I, Parts I and II


If "Yes," complete Schedule I, Parts I and III


If "Yes," complete


Schedule J


If "Yes," answer lines 24b through 24d and complete


Schedule K. If "No", go to line 25a


If "Yes," complete Schedule L, Part I


If "Yes," complete


Schedule L, Part I


 If "Yes,"


complete Schedule L, Part II


If "Yes," complete Schedule L, Part III


If "Yes," complete Schedule L, Part IV


If "Yes," complete Schedule L, Part IV


If "Yes," complete Schedule L, Part IV


If "Yes," complete Schedule M


If "Yes," complete Schedule M


If "Yes," complete Schedule N, Part I


If "Yes," complete


Schedule N, Part II


If "Yes," complete Schedule R, Part I


If "Yes," complete Schedule R, Part II, III, or IV, and 


Part V, line 1


If "Yes," complete Schedule R, Part V, line 2


If "Yes," complete Schedule R, Part V, line 2


If "Yes," complete Schedule R, Part VI


Form 990 (2016) Page 


Did the organization operate one or more hospital facilities? ~~~~~~~~~~~~~~~~


If "Yes" to line 20a, did the organization attach a copy of its audited financial statements to this return? ~~~~~~~~~~


Did the organization report more than $5,000 of grants or other assistance to any domestic organization or


domestic government on Part IX, column (A), line 1? ~~~~~~~~~~~~~~


Did the organization report more than $5,000 of grants or other assistance to or for domestic individuals on


Part IX, column (A), line 2?  ~~~~~~~~~~~~~~~~~~~~~~~~~~


Did the organization answer "Yes" to Part VII, Section A, line 3, 4, or 5 about compensation of the organization's current


and former officers, directors, trustees, key employees, and highest compensated employees? 


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Did the organization have a tax-exempt bond issue with an outstanding principal amount of more than $100,000 as of the


last day of the year, that was issued after December 31, 2002? 


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Did the organization invest any proceeds of tax-exempt bonds beyond a temporary period exception?


Did the organization maintain an escrow account other than a refunding escrow at any time during the year to defease


any tax-exempt bonds?


Did the organization act as an "on behalf of" issuer for bonds outstanding at any time during the year?


~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~


Did the organization engage in an excess benefit


transaction with a disqualified person during the year? 


Is the organization aware that it engaged in an excess benefit transaction with a disqualified person in a prior year, and


that the transaction has not been reported on any of the organization's prior Forms 990 or 990-EZ? 


~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Did the organization report any amount on Part X, line 5, 6, or 22 for receivables from or payables to any current or


former officers, directors, trustees, key employees, highest compensated employees, or disqualified persons?


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Did the organization provide a grant or other assistance to an officer, director, trustee, key employee, substantial


contributor or employee thereof, a grant selection committee member, or to a 35% controlled entity or family member


of any of these persons? ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Was the organization a party to a business transaction with one of the following parties (see Schedule L, Part IV


instructions for applicable filing thresholds, conditions, and exceptions):


A current or former officer, director, trustee, or key employee? ~~~~~~~~~~~


A family member of a current or former officer, director, trustee, or key employee? 


An entity of which a current or former officer, director, trustee, or key employee (or a family member thereof) was an officer,


director, trustee, or direct or indirect owner? 


~~


~~~~~~~~~~~~~~~~~~~~~


Did the organization receive more than $25,000 in non-cash contributions? 


Did the organization receive contributions of art, historical treasures, or other similar assets, or qualified conservation


contributions? 


~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Did the organization liquidate, terminate, or dissolve and cease operations?


Did the organization sell, exchange, dispose of, or transfer more than 25% of its net assets? 


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Did the organization own 100% of an entity disregarded as separate from the organization under Regulations


sections 301.7701-2 and 301.7701-3? 


Was the organization related to any tax-exempt or taxable entity? 


~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Did the organization have a controlled entity within the meaning of section 512(b)(13)?


If "Yes" to line 35a, did the organization receive any payment from or engage in any transaction with a controlled entity


within the meaning of section 512(b)(13)? 


~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~


Did the organization make any transfers to an exempt non-charitable related organization?


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Did the organization conduct more than 5% of its activities through an entity that is not a related organization


and that is treated as a partnership for federal income tax purposes? ~~~~~~~~


Did the organization complete Schedule O and provide explanations in Schedule O for Part VI, lines 11b and 19?


All Form 990 filers are required to complete Schedule O �������������������������������


Form  (2016)
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Part IV Checklist of Required Schedules
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X
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X
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X
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Yes No


1


2


3


4


5


6


7


a


b


c


1a


1b


1c


a


b


2a


Note. 


2b


3a


3b


4a


5a


5b


5c


6a


6b


7a


7b


7c


7e


7f


7g


7h


8


9a


9b


a


b


a


b


a


b


c


a


b


Organizations that may receive deductible contributions under section 170(c).


a


b


c


d


e


f


g


h


7d


8


9


10


11


12


13


14


Sponsoring organizations maintaining donor advised funds. 


Sponsoring organizations maintaining donor advised funds.


a


b


Section 501(c)(7) organizations. 


a


b


10a


10b


Section 501(c)(12) organizations. 


a


b


11a


11b


a


b


Section 4947(a)(1) non-exempt charitable trusts. 12a


12b


Section 501(c)(29) qualified nonprofit health insurance issuers.


Note.


a


b


c


a


b


13a


13b


13c


14a


14b


e-file


If "No," to line 3b, provide an explanation in Schedule O


If "No," provide an explanation in Schedule O


Did the organization receive a payment in excess of $75 made partly as a contribution and partly for goods and services provided to the payor?


Form  (2016)


Form 990 (2016) Page 


Check if Schedule O contains a response or note to any line in this Part V ���������������������������


Enter the number reported in Box 3 of Form 1096. Enter -0- if not applicable ~~~~~~~~~~~


Enter the number of Forms W-2G included in line 1a. Enter -0- if not applicable ~~~~~~~~~~


Did the organization comply with backup withholding rules for reportable payments to vendors and reportable gaming


(gambling) winnings to prize winners? �������������������������������������������


Enter the number of employees reported on Form W-3, Transmittal of Wage and Tax Statements,


filed for the calendar year ending with or within the year covered by this return ~~~~~~~~~~


If at least one is reported on line 2a, did the organization file all required federal employment tax returns?


If the sum of lines 1a and 2a is greater than 250, you may be required to  (see instructions)


~~~~~~~~~~


~~~~~~~~~~~


Did the organization have unrelated business gross income of $1,000 or more during the year?


If "Yes," has it filed a Form 990-T for this year? 


~~~~~~~~~~~~~~


~~~~~~~~~~


At any time during the calendar year, did the organization have an interest in, or a signature or other authority over, a


financial account in a foreign country (such as a bank account, securities account, or other financial account)? ~~~~~~~


If "Yes," enter the name of the foreign country:


See instructions for filing requirements for FinCEN Form 114, Report of Foreign Bank and Financial Accounts (FBAR).


Was the organization a party to a prohibited tax shelter transaction at any time during the tax year?


Did any taxable party notify the organization that it was or is a party to a prohibited tax shelter transaction?


~~~~~~~~~~~~


~~~~~~~~~


If "Yes," to line 5a or 5b, did the organization file Form 8886-T? ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Does the organization have annual gross receipts that are normally greater than $100,000, and did the organization solicit


any contributions that were not tax deductible as charitable contributions?


If "Yes," did the organization include with every solicitation an express statement that such contributions or gifts


were not tax deductible?


~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


If "Yes," did the organization notify the donor of the value of the goods or services provided?


Did the organization sell, exchange, or otherwise dispose of tangible personal property for which it was required


to file Form 8282?


~~~~~~~~~~~~~~~


����������������������������������������������������


If "Yes," indicate the number of Forms 8282 filed during the year


Did the organization receive any funds, directly or indirectly, to pay premiums on a personal benefit contract?


~~~~~~~~~~~~~~~~


~~~~~~~


~~~~~~~~~Did the organization, during the year, pay premiums, directly or indirectly, on a personal benefit contract?


If the organization received a contribution of qualified intellectual property, did the organization file Form 8899 as required?


If the organization received a contribution of cars, boats, airplanes, or other vehicles, did the organization file a Form 1098-C?


~


Did a donor advised fund maintained by the 


sponsoring organization have excess business holdings at any time during the year? ~~~~~~~~~~~~~~~~~~~


Did the sponsoring organization make any taxable distributions under section 4966?


Did the sponsoring organization make a distribution to a donor, donor advisor, or related person?


~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~


Enter:


Initiation fees and capital contributions included on Part VIII, line 12


Gross receipts, included on Form 990, Part VIII, line 12, for public use of club facilities


~~~~~~~~~~~~~~~


~~~~~~


Enter:


Gross income from members or shareholders


Gross income from other sources (Do not net amounts due or paid to other sources against


amounts due or received from them.)


~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Is the organization filing Form 990 in lieu of Form 1041?


If "Yes," enter the amount of tax-exempt interest received or accrued during the year ������


Is the organization licensed to issue qualified health plans in more than one state?


 See the instructions for additional information the organization must report on Schedule O.


~~~~~~~~~~~~~~~~~~~~~


Enter the amount of reserves the organization is required to maintain by the states in which the


organization is licensed to issue qualified health plans


Enter the amount of reserves on hand


~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Did the organization receive any payments for indoor tanning services during the tax year?


If "Yes," has it filed a Form 720 to report these payments? 


~~~~~~~~~~~~~~~~


����������


5
Part V Statements Regarding Other IRS Filings and Tax Compliance


990


 


J


X


X


X
X


X


X


X


X
X


374
0


192


ACADEMY OF NUTRITION AND DIETETICS 36-0724760


X
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Yes No


1a


1b


1


2


3


4


5


6


7


8


9


a


b


2


3


4


5


6


7a


7b


8a


8b


9


a


b


a


b


Yes No


10


11


a


b


10a


10b


11a


12a


12b


12c


13


14


15a


15b


16a


16b


a


b


12a


b


c


13


14


15


a


b


16a


b


17


18


19


20


For each "Yes" response to lines 2 through 7b below, and for a "No" response
to line 8a, 8b, or 10b below, describe the circumstances, processes, or changes in Schedule O. See instructions.


If "Yes," provide the names and addresses in Schedule O


(This Section B requests information about policies not required by the Internal Revenue Code.)


If "No," go to line 13


If "Yes," describe


in Schedule O how this was done


 (explain in Schedule O)


If there are material differences in voting rights among members of the governing body, or if the governing


body delegated broad authority to an executive committee or similar committee, explain in Schedule O.


Did the organization contemporaneously document the meetings held or written actions undertaken during the year by the following:


Were officers, directors, or trustees, and key employees required to disclose annually interests that could give rise to conflicts?


Form  (2016)


Form 990 (2016) Page 


Check if Schedule O contains a response or note to any line in this Part VI ���������������������������


Enter the number of voting members of the governing body at the end of the tax year


Enter the number of voting members included in line 1a, above, who are independent


~~~~~~


~~~~~~


Did any officer, director, trustee, or key employee have a family relationship or a business relationship with any other


officer, director, trustee, or key employee? ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Did the organization delegate control over management duties customarily performed by or under the direct supervision


of officers, directors, or trustees, or key employees to a management company or other person? ~~~~~~~~~~~~~~


Did the organization make any significant changes to its governing documents since the prior Form 990 was filed?


Did the organization become aware during the year of a significant diversion of the organization's assets?


Did the organization have members or stockholders?


~~~~~


~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Did the organization have members, stockholders, or other persons who had the power to elect or appoint one or


more members of the governing body?


Are any governance decisions of the organization reserved to (or subject to approval by) members, stockholders, or


persons other than the governing body?


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


The governing body?


Each committee with authority to act on behalf of the governing body?


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~


Is there any officer, director, trustee, or key employee listed in Part VII, Section A, who cannot be reached at the


organization's mailing address? �����������������


Did the organization have local chapters, branches, or affiliates?


If "Yes," did the organization have written policies and procedures governing the activities of such chapters, affiliates,


and branches to ensure their operations are consistent with the organization's exempt purposes?


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~


Has the organization provided a complete copy of this Form 990 to all members of its governing body before filing the form?


Describe in Schedule O the process, if any, used by the organization to review this Form 990.


Did the organization have a written conflict of interest policy? ~~~~~~~~~~~~~~~~~~~~


~~~~~~


Did the organization regularly and consistently monitor and enforce compliance with the policy? 


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Did the organization have a written whistleblower policy?


Did the organization have a written document retention and destruction policy?


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~


Did the process for determining compensation of the following persons include a review and approval by independent


persons, comparability data, and contemporaneous substantiation of the deliberation and decision?


The organization's CEO, Executive Director, or top management official


Other officers or key employees of the organization


If "Yes" to line 15a or 15b, describe the process in Schedule O (see instructions).


~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Did the organization invest in, contribute assets to, or participate in a joint venture or similar arrangement with a


taxable entity during the year? ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


If "Yes," did the organization follow a written policy or procedure requiring the organization to evaluate its participation


in joint venture arrangements under applicable federal tax law, and take steps to safeguard the organization's


exempt status with respect to such arrangements? ������������������������������������


List the states with which a copy of this Form 990 is required to be filed 


Section 6104 requires an organization to make its Forms 1023 (or 1024 if applicable), 990, and 990-T (Section 501(c)(3)s only) available


for public inspection. Indicate how you made these available. Check all that apply.


Own website Another's website Upon request Other


Describe in Schedule O whether (and if so, how) the organization made its governing documents, conflict of interest policy, and financial


statements available to the public during the tax year.


State the name, address, and telephone number of the person who possesses the organization's books and records: |


6
Part VI Governance, Management, and Disclosure 


Section A. Governing Body and Management


Section B. Policies 


Section C. Disclosure


990


 


J


       


18


18


X


X


X


X
X


X


X
X


X
X


X
X
X


X
X


X


X
X
X


X


X


PAUL MIFSUD - 312-899-4730
120 S RIVERSIDE PLAZA, SUITE 2190, CHICAGO, IL  60606
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ACADEMY OF NUTRITION AND DIETETICS 36-0724760


X


X
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 current


 


Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees


1a  


current 


current 


former 


former directors or trustees 


(A) (B) (C) (D) (E) (F)


 


Form 990 (2016) Page 


Check if Schedule O contains a response or note to any line in this Part VII ���������������������������


Complete this table for all persons required to be listed. Report compensation for the calendar year ending with or within the organization's tax year.


¥ List all of the organization's officers, directors, trustees (whether individuals or organizations), regardless of amount of compensation.
Enter -0- in columns (D), (E), and (F) if no compensation was paid.


¥ List all of the organization's key employees, if any. See instructions for definition of "key employee."
¥ List the organization's five  highest compensated employees (other than an officer, director, trustee, or key employee) who received report-


able compensation (Box 5 of Form W-2 and/or Box 7 of Form 1099-MISC) of more than $100,000 from the organization and any related organizations.


¥ List all of the organization's officers, key employees, and highest compensated employees who received more than $100,000 of
reportable compensation from the organization and any related organizations.


¥ List all of the organization's that received, in the capacity as a former director or trustee of the organization,
more than $10,000 of reportable compensation from the organization and any related organizations.


List persons in the following order: individual trustees or directors; institutional trustees; officers; key employees; highest compensated employees; 
and former such persons.


Check this box if neither the organization nor any related organization compensated any current officer, director, or trustee.


PositionName and Title Average 
hours per


week 
(list any


hours for
related


organizations
below
line)


Reportable
compensation


from 
the


organization
(W-2/1099-MISC)


Reportable
compensation
from related


organizations
(W-2/1099-MISC)


Estimated
amount of


other
compensation


from the
organization
and related


organizations


Form (2016)


7
Part VII Compensation of Officers, Directors, Trustees, Key Employees, Highest Compensated


Employees, and Independent Contractors


990


 


 


(1)  LUCILLE BESELER
PRESIDENT
(2)  DONNA S. MARTIN


(3)  DR. EVELYN CRAYTON


(4)  MARGARET GARNER


(5)  JO JO DANTONE-DEBARBIERIS


(6)  KAY WOLF


(7)  LINDA T. FARR


(8)  DIANE K. POLLY


(9)  AIDA MILES


(10) MICHELE DELILLIE LITES


(11) HOPE BARKOUKIS


(12) DENICE FERKO-ADAMS


(13) TAMARA RANDALL


(14) SUSAN BRANTLEY


(15) TRACEY BATES


(16) DON W. BRADLEY


(17) STEVEN A. MIRANDA


PRESIDENT-ELECT


PAST PRESIDENT


TREASURER


TREASURER-ELECT


PAST TREASURER


SPEAKER


SPEAKER-ELECT


PAST SPEAKER


DIRECTOR-AT-LARGE


DIRECTOR-AT-LARGE


DIRECTOR-AT-LARGE


HOD DIRECTOR


HOD DIRECTOR


HOD DIRECTOR


PUBLIC MEMBER


PUBLIC MEMBER


1.00


1.00


1.00


1.00


1.00


1.00


1.00


1.00


1.00


1.00


1.00


1.00


1.00


1.00


1.00


1.00


1.00


X


X


X


X


X


X


X


X


X


X


X


X


X


X


X


X


X


X


X


X


21,250.


5,250.


15,250.


0.


0.


0.


0.


0.


0.


0.


0.


0.


0.


0.


0.


0.


0.


0.


0.


0.


0.


0.


0.


0.


0.


0.


0.


0.


0.


0.


0.


0.


0.


0.


0.


0.


0.


0.


0.


0.


0.


0.


0.


0.


0.


0.


0.


0.


0.


0.


0.


ACADEMY OF NUTRITION AND DIETETICS 36-0724760


0.00


1.00


0.00


1.00


0.00


0.00


0.00


0.00


0.00


0.00


0.00


0.00


0.00


0.00


0.00


0.00


0.00


7
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(do not check more than one
box, unless person is both an
officer and a director/trustee)


632008  11-11-16


 


Section A. Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees 


(B) (C)(A) (D) (E) (F)


1b


c


d


Sub-total


Total from continuation sheets to Part VII, Section A


Total (add lines 1b and 1c)


2


Yes No


3


4


5


former 


3


4


5


Section B. Independent Contractors


1


(A) (B) (C)


2


(continued)


If "Yes," complete Schedule J for such individual


If "Yes," complete Schedule J for such individual


If "Yes," complete Schedule J for such person


Page Form 990 (2016)


PositionAverage 
hours per


week
(list any


hours for
related


organizations
below
line)


Name and title Reportable
compensation


from 
the


organization
(W-2/1099-MISC)


Reportable
compensation
from related


organizations
(W-2/1099-MISC)


Estimated
amount of


other
compensation


from the
organization
and related


organizations


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ |


~~~~~~~~~~ |


������������������������ |


Total number of individuals (including but not limited to those listed above) who received more than $100,000 of reportable


compensation from the organization |


Did the organization list any officer, director, or trustee, key employee, or highest compensated employee on


line 1a? ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


For any individual listed on line 1a, is the sum of reportable compensation and other compensation from the organization


and related organizations greater than $150,000? ~~~~~~~~~~~~~


Did any person listed on line 1a receive or accrue compensation from any unrelated organization or individual for services


rendered to the organization? ������������������������


Complete this table for your five highest compensated independent contractors that received more than $100,000 of compensation from 


the organization. Report compensation for the calendar year ending with or within the organization's tax year.


Name and business address Description of services Compensation


Total number of independent contractors (including but not limited to those listed above) who received more than


$100,000 of compensation from the organization |


Form  (2016)


8
Part VII


990


(18) JEAN RAGALIE-CARR
FOUNDATION CHAIR


1.00
X 0. 0. 0.


(19) PATRICIA BABJAK
CEO


32.00
X 501,075. 0. 46,486.


(20) MARY BETH WHALEN
COO


18.00
X 270,931. 0. 35,948.


(21) PAUL A. MIFSUD
CFO


32.00
X 243,433. 0. 35,246.


(22) BARBARA VISOCAN
VP, MEMBER SERVICES


40.00
X 229,096. 0. 30,703.


(23) MARY PAT RAIMONDI
VP, STRATEGIC POLICY AND ADVOCACY


40.00
X 205,830. 0. 28,410.


(24) JEANNE BLANKENSHIP
VP, POLICY, INITIATIVES & ADVOCACY


40.00
X 202,000. 0. 25,354.


(25) MARY GREGOIRE
EXECUTIVE DIRECTOR, ACEND


40.00
X 187,653. 0. 21,046.


(26) CHRISTINE REIDY
EXECUTIVE DIRECTOR, CDR


40.00
X 185,457. 0. 20,679.


2,067,225. 0. 243,872.
0. 0. 0.


1.00


8.00


22.00


8.00


0.00


0.00


BURLINGTON, VT 05403


6022 36TH AVE SW, SEATTLE, WA 98146


SUITE 400, CHICAGO, IL 60606


10 SOUTH WACKER DRIVE, CHICAGO, IL 60606


9556 PINE CLUSTER CIRCLE, VIENNA, WA 22181


27


5


0.00


0.00


0.00


2,067,225. 0. 243,872.


X


ACADEMY OF NUTRITION AND DIETETICS


X


X


36-0724760


LANE PRESS, 87 MEADOWLAND DRIVE, SOUTH


AN APPLE A DAY, INC.


BARNES & THORNBURG, ONE NORTH WACKER DRIVE


SEGALL BRYANT & HAMILL


THE CAVIART GROUP LLC


MAGAZINE PRODUCTION


SERVICES TO DPG
ADMINISTRATIVE


LEGAL SERVICES


INVESTMENT SERVICES


DEVELOPMENT SERVICES


215,771.


172,559.


144,185.


119,665.


105,750.


8
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Noncash contributions included in lines 1a-1f: $


632009  11-11-16


Total revenue. 


 


(A) (B) (C) (D)


1 a


b


c


d


e


f


g


h


1


1


1


1


1


1


a


b


c


d


e


f


C
o


n
tr


ib
u


ti
o


n
s
, 


G
if


ts
, 


G
ra


n
ts


a
n


d
 O


th
e


r 
S


im
ila


r 
A


m
o


u
n


ts


Total. 


Business Code


a


b


c


d


e


f


g


2


P
ro


g
ra


m
 S


e
rv


ic
e


R
e


ve
n


u
e


Total. 


3


4


5


6 a


b


c


d


a


b


c


d


7


a


b


c


8


a


b


9 a


b


c


a


b


10 a


b


c


a


b


Business Code


11 a


b


c


d


e Total. 


O
th


e
r 


R
e


ve
n


u
e


12


Revenue excluded
from tax under


sections
512 - 514


All other contributions, gifts, grants, and


similar amounts not included above


See instructions.


Form  (2016)


Page Form 990 (2016)


Check if Schedule O contains a response or note to any line in this Part VIII �������������������������


Total revenue Related or
exempt function


revenue


Unrelated
business
revenue


Federated campaigns


Membership dues


~~~~~~


~~~~~~~~


Fundraising events


Related organizations


~~~~~~~~


~~~~~~


Government grants (contributions)


~~


Add lines 1a-1f ����������������� |


All other program service revenue ~~~~~


Add lines 2a-2f ����������������� |


Investment income (including dividends, interest, and


other similar amounts)


Income from investment of tax-exempt bond proceeds


~~~~~~~~~~~~~~~~~ |


|


Royalties ����������������������� |


(i) Real (ii) Personal


Gross rents


Less: rental expenses


Rental income or (loss)


Net rental income or (loss)


~~~~~~~


~~~


~~


�������������� |


Gross amount from sales of


assets other than inventory


(i) Securities (ii) Other


Less: cost or other basis


and sales expenses


Gain or (loss)


~~~


~~~~~~~


Net gain or (loss) ������������������� |


Gross income from fundraising events (not


including $ of


contributions reported on line 1c). See


Part IV, line 18 ~~~~~~~~~~~~~


Less: direct expenses ~~~~~~~~~~


Net income or (loss) from fundraising events ����� |


Gross income from gaming activities. See


Part IV, line 19 ~~~~~~~~~~~~~


Less: direct expenses


Net income or (loss) from gaming activities


~~~~~~~~~


������ |


Gross sales of inventory, less returns


and allowances ~~~~~~~~~~~~~


Less: cost of goods sold


Net income or (loss) from sales of inventory


~~~~~~~~


������ |


Miscellaneous Revenue


All other revenue ~~~~~~~~~~~~~


Add lines 11a-11d ~~~~~~~~~~~~~~~ |


|�������������


9
Part VIII Statement of Revenue


990


 


45,863.


11,247,794.


1,943,558.


1,989,421.


33,235,335.


8,113,359.
5,173,129.
4,954,235.
2,314,626.


ACADEMY OF NUTRITION AND DIETETICS


1,432,192.


37,238,926. 32,819,130. 416,205. 2,014,170.


36-0724760


MEMBERSHIP DUES 900099 11,247,794.
REGISTRATION AND EXAMINATION FEES 541900 8,113,359.
PUBLICATIONS, SUBSCRIPTIONS AND M 541800 416,205.


602,486. 602,486.


4,756,924.
PROGRAMS AND MEETINGS 900099


6,472,939.


5,061,255.
1,411,684.


1,411,684. 1,411,684.


4,954,235.
EDUCATION PROGRAMS 611710 2,314,626.


900099 1,432,192.


9
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Check here if following SOP 98-2 (ASC 958-720)


632010  11-11-16


Total functional expenses. 


Joint costs.


 


(A) (B) (C) (D)


1


2


3


4


5


6


7


8


9


10


11


a


b


c


d


e


f


g


12


13


14


15


16


17


18


19


20


21


22


23


24


a


b


c


d


e


25


26


Section 501(c)(3) and 501(c)(4) organizations must complete all columns. All other organizations must complete column (A).


Grants and other assistance to domestic organizations


and domestic governments. See Part IV, line 21


Compensation not included above, to disqualified 


persons (as defined under section 4958(f)(1)) and 


persons described in section 4958(c)(3)(B)


Pension plan accruals and contributions (include


section 401(k) and 403(b) employer contributions)


Professional fundraising services. See Part IV, line 17


(If line 11g amount exceeds 10% of line 25,


column (A) amount, list line 11g expenses on Sch O.)


Other expenses. Itemize expenses not covered 
above. (List miscellaneous expenses in line 24e. If line
24e amount exceeds 10% of line 25, column (A)
amount, list line 24e expenses on Schedule O.)


Add lines 1 through 24e


 Complete this line only if the organization


reported in column (B) joint costs from a combined


educational campaign and fundraising solicitation.


 


Form 990 (2016) Page 


Check if Schedule O contains a response or note to any line in this Part IX ��������������������������


Total expenses Program service
expenses


Management and
general expenses


Fundraising
expenses


~


Grants and other assistance to domestic


individuals. See Part IV, line 22 ~~~~~~~


Grants and other assistance to foreign


organizations, foreign governments, and foreign


individuals. See Part IV, lines 15 and 16 ~~~


Benefits paid to or for members ~~~~~~~


Compensation of current officers, directors,


trustees, and key employees ~~~~~~~~


~~~


Other salaries and wages ~~~~~~~~~~


Other employee benefits ~~~~~~~~~~


Payroll taxes ~~~~~~~~~~~~~~~~


Fees for services (non-employees):


Management


Legal


Accounting


Lobbying


~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~


Investment management fees


Other. 


~~~~~~~~


Advertising and promotion


Office expenses


Information technology


Royalties


~~~~~~~~~


~~~~~~~~~~~~~~~


~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~


Occupancy ~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~Travel


Payments of travel or entertainment expenses


for any federal, state, or local public officials


Conferences, conventions, and meetings ~~


Interest


Payments to affiliates


~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~


Depreciation, depletion, and amortization


Insurance


~~


~~~~~~~~~~~~~~~~~


All other expenses


|


Form (2016)


Do not include amounts reported on lines 6b,
7b, 8b, 9b, and 10b of Part VIII.


10
Part IX Statement of Functional Expenses


990


 


 


926,405.


1,020,035.


11,542,403.


881,701.
1,441,400.
998,982.


198,119.
80,482.


3,922,581.
96,364.


299,272.
1,059,887.
106,354.
394,537.


2,677,832.


3,427,381.


1,717,287.
226,219.


2,371,218.
1,086,016.
760,395.
9,997.


1,979,283.
37,375,141.


150,991.


PUBLICATIONS
POSTAGE AND MAILING SER
EXAMINATION ADMINISTRAT
UBI TAXES


ACADEMY OF NUTRITION AND DIETETICS 36-0724760


X


10
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632011  11-11-16


 


(A) (B)


1


2


3


4


5


6


7


8


9


10


11


12


13


14


15


16


17


18


19


20


21


22


23


24


25


26


27


28


29


30


31


32


33


34


1


2


3


4


5


6


7


8


9


10c


11


12


13


14


15


16


17


18


19


20


21


22


23


24


25


26


a


b


10a


10b


A
s
s
e


ts


Total assets. 


L
ia


b
ili


ti
e


s


Total liabilities. 


Organizations that follow SFAS 117 (ASC 958), check here and


complete lines 27 through 29, and lines 33 and 34.


27


28


29


Organizations that do not follow SFAS 117 (ASC 958), check here


and complete lines 30 through 34.


30


31


32


33


34


N
e


t 
A


s
s
e


ts
 o


r 
F


u
n


d
 B


a
la


n
c


e
s


 


Form 990 (2016) Page 


Check if Schedule O contains a response or note to any line in this Part X �����������������������������


Beginning of year End of year


Cash - non-interest-bearing


Savings and temporary cash investments


Pledges and grants receivable, net


~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~


Accounts receivable, net ~~~~~~~~~~~~~~~~~~~~~~~~~~


Loans and other receivables from current and former officers, directors,


trustees, key employees, and highest compensated employees. Complete


Part II of Schedule L ~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Loans and other receivables from other disqualified persons (as defined under


section 4958(f)(1)), persons described in section 4958(c)(3)(B), and contributing


employers and sponsoring organizations of section 501(c)(9) voluntary


employees' beneficiary organizations (see instr). Complete Part II of Sch L ~~


Notes and loans receivable, net


Inventories for sale or use


Prepaid expenses and deferred charges


~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~


Land, buildings, and equipment: cost or other


basis. Complete Part VI of Schedule D


Less: accumulated depreciation


~~~


~~~~~~


Investments - publicly traded securities


Investments - other securities. See Part IV, line 11


Investments - program-related. See Part IV, line 11


Intangible assets


~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~


~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Other assets. See Part IV, line 11 ~~~~~~~~~~~~~~~~~~~~~~


Add lines 1 through 15 (must equal line 34) ����������


Accounts payable and accrued expenses


Grants payable


Deferred revenue


~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Tax-exempt bond liabilities


Escrow or custodial account liability. Complete Part IV of Schedule D


~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~


Loans and other payables to current and former officers, directors, trustees,


key employees, highest compensated employees, and disqualified persons.


Complete Part II of Schedule L ~~~~~~~~~~~~~~~~~~~~~~~


Secured mortgages and notes payable to unrelated third parties ~~~~~~


Unsecured notes and loans payable to unrelated third parties ~~~~~~~~


Other liabilities (including federal income tax, payables to related third


parties, and other liabilities not included on lines 17-24). Complete Part X of


Schedule D ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Add lines 17 through 25 ������������������


|


Unrestricted net assets


Temporarily restricted net assets


Permanently restricted net assets


~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~


|


Capital stock or trust principal, or current funds


Paid-in or capital surplus, or land, building, or equipment fund


Retained earnings, endowment, accumulated income, or other funds


~~~~~~~~~~~~~~~


~~~~~~~~


~~~~


Total net assets or fund balances ~~~~~~~~~~~~~~~~~~~~~~


Total liabilities and net assets/fund balances ����������������


Form (2016)
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Balance SheetPart X


990


 


 


 


1,104,562. 1,016,203.


1,045,312. 1,089,628.
1,587,952. 1,847,603.


32,034,928. 30,622,396.


10,685,596.
4,265,643. 4,517,255. 6,419,953.


123,232. 103,471.
44,811,394. 46,999,958.


4,398,153. 5,900,704.


6,338,761. 5,638,779.


17,122,206. 17,465,223.


2,784,274. 1,939,389.
26,245,241. 27,543,391.


X


18,566,153. 19,456,567.


18,566,153. 19,456,567.
44,811,394. 46,999,958.


36-0724760ACADEMY OF NUTRITION AND DIETETICS


0. 2,500,000.
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1


2


3


4


5


6


7


8


9


10


1


2


3


4


5


6


7


8


9


10


Yes No


1


2


3


a


b


c


2a


2b


2c


a


b


3a


3b


 


Form 990 (2016) Page 


Check if Schedule O contains a response or note to any line in this Part XI ���������������������������


Total revenue (must equal Part VIII, column (A), line 12)


Total expenses (must equal Part IX, column (A), line 25)


Revenue less expenses. Subtract line 2 from line 1


Net assets or fund balances at beginning of year (must equal Part X, line 33, column (A))


~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~


Net unrealized gains (losses) on investments


Donated services and use of facilities


Investment expenses


Prior period adjustments


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Other changes in net assets or fund balances (explain in Schedule O)


Net assets or fund balances at end of year. Combine lines 3 through 9 (must equal Part X, line 33,


column (B))


~~~~~~~~~~~~~~~~~~~


�����������������������������������������������


Check if Schedule O contains a response or note to any line in this Part XII ���������������������������


Accounting method used to prepare the Form 990: Cash Accrual Other


If the organization changed its method of accounting from a prior year or checked "Other," explain in Schedule O.


Were the organization's financial statements compiled or reviewed by an independent accountant? ~~~~~~~~~~~~


If "Yes," check a box below to indicate whether the financial statements for the year were compiled or reviewed on a


separate basis, consolidated basis, or both:


Separate basis Consolidated basis Both consolidated and separate basis


Were the organization's financial statements audited by an independent accountant? ~~~~~~~~~~~~~~~~~~~


If "Yes," check a box below to indicate whether the financial statements for the year were audited on a separate basis,


consolidated basis, or both:


Separate basis Consolidated basis Both consolidated and separate basis


If "Yes" to line 2a or 2b, does the organization have a committee that assumes responsibility for oversight of the audit,


review, or compilation of its financial statements and selection of an independent accountant? ~~~~~~~~~~~~~~~


If the organization changed either its oversight process or selection process during the tax year, explain in Schedule O.


As a result of a federal award, was the organization required to undergo an audit or audits as set forth in the Single Audit 


Act and OMB Circular A-133? ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


If "Yes," did the organization undergo the required audit or audits? If the organization did not undergo the required audit


or audits, explain why in Schedule O and describe any steps taken to undergo such audits ����������������


Form (2016)


12
Part XI Reconciliation of Net Assets


Part XII Financial Statements and Reporting


990


 


 


     


     


     X


ACADEMY OF NUTRITION AND DIETETICS 36-0724760


37,238,926.
37,375,141.
-136,215.


18,566,153.


0.


19,456,567.


1,026,629.


X


X


X


X


X
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OMB No. 1545-0047


Department of the Treasury
Internal Revenue Service


623451  10-18-16


Schedule B (Form 990, 990-EZ, or 990-PF) (2016)


(Form 990, 990-EZ,
or 990-PF)


|  Attach to Form 990, Form 990-EZ, or Form 990-PF.
|  Information about Schedule B (Form 990, 990-EZ, or 990-PF) and


its instructions is at .


Name of the organization Employer identification number


Organization type


Filers of: Section:


 not


 General Rule  Special Rule.


Note: 


General Rule


Special Rules


(1) (2) 


General Rule 


Caution: 


 must


For Paperwork Reduction Act Notice, see the Instructions for Form 990, 990-EZ, or 990-PF.


exclusively 


exclusively


 exclusively


nonexclusively


(check one):


Form 990 or 990-EZ 501(c)( ) (enter number) organization


4947(a)(1) nonexempt charitable trust  treated as a private foundation


527 political organization


Form 990-PF 501(c)(3) exempt private foundation


4947(a)(1) nonexempt charitable trust treated as a private foundation


501(c)(3) taxable private foundation


Check if your organization is covered by the  or a


Only a section 501(c)(7), (8), or (10) organization can check boxes for both the General Rule and a Special Rule. See instructions.


For an organization filing Form 990, 990-EZ, or 990-PF that received, during the year, contributions totaling $5,000 or more (in money or


property) from any one contributor. Complete Parts I and II. See instructions for determining a contributor's total contributions.


For an organization described in section 501(c)(3) filing Form 990 or 990-EZ that met the 33 1/3% support test of the regulations under


sections 509(a)(1) and 170(b)(1)(A)(vi), that checked Schedule A (Form 990 or 990-EZ), Part II, line 13, 16a, or 16b, and that received from


any one contributor, during the year, total contributions of the greater of $5,000 or 2% of the amount on (i) Form 990, Part VIII, line 1h,


or (ii) Form 990-EZ, line 1. Complete Parts I and II.


For an organization described in section 501(c)(7), (8), or (10) filing Form 990 or 990-EZ that received from any one contributor, during the


year, total contributions of more than $1,000 for religious, charitable, scientific, literary, or educational purposes, or for


the prevention of cruelty to children or animals. Complete Parts I, II, and III.


For an organization described in section 501(c)(7), (8), or (10) filing Form 990 or 990-EZ that received from any one contributor, during the


year, contributions  for religious, charitable, etc., purposes, but no such contributions totaled more than $1,000. If this box


is checked, enter here the total contributions that were received during the year for an  religious, charitable, etc.,


purpose. Don't complete any of the parts unless the applies to this organization because it received 


religious, charitable, etc., contributions totaling $5,000 or more during the year ~~~~~~~~~~~~~~~ | $


An organization that isn't covered by the General Rule and/or the Special Rules doesn't file Schedule B (Form 990, 990-EZ, or 990-PF),


but it  answer "No" on Part IV, line 2, of its Form 990; or check the box on line H of its Form 990-EZ or on its Form 990-PF, Part I, line 2, to


certify that it doesn't meet the filing requirements of Schedule B (Form 990, 990-EZ, or 990-PF).


LHA


www.irs.gov/form990


Schedule B Schedule of Contributors


2016
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Name of organization Employer identification number


Schedule B (Form 990, 990-EZ, or 990-PF) (2016)


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


Schedule B (Form 990, 990-EZ, or 990-PF) (2016) Page 


(See instructions). Use duplicate copies of Part I if additional space is needed.


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


2


Part I Contributors


 
 
 


 
 
 


 
 
 


 
 
 


 
 
 


 
 
 


1 X


13,815.


A2 MILK COMPANY


2305 CANYON BLVD


BOULDER, CO 80303


2 X


38,500.


ABBOTT LABORATORIES


200 ABBOTT PARK ROAD


ABBOTT PARK, IL 60064


3 X


203,900.


ABBOTT NUTRITION


3300 STELZER ROAD


COLUMBUS, OH 43215


4 X


45,863.


FOUNDATION
ACADEMY OF NUTRITION AND DIETETICS


120 SOUTH RIVERSIDE PLAZA, SUITE 2190


CHICAGO, IL 60606


5 X


18,000.


AJINOMOTO USA


1 AJINOMOTO DR


EDDYVILLE, IA 52553-5005


6 X


7,500.


ALCRESTA INC.


ONE NEWTON EXECUTIVE PARK


NEWTON, MA 02462
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Name of organization Employer identification number


Schedule B (Form 990, 990-EZ, or 990-PF) (2016)


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


Schedule B (Form 990, 990-EZ, or 990-PF) (2016) Page 


(See instructions). Use duplicate copies of Part I if additional space is needed.


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


2


Part I Contributors


 
 
 


 
 
 


 
 
 


 
 
 


 
 
 


 
 
 


7 X


7,500.


ALLERGAN INC.


INTERPACE PARKWAY
MORRIS CORPORATE CENTER III, 400


PARSIPPANY, NJ 07054


8 X


20,000.


ARLA FOODS


110 NORTH FIFTH STREET


MINNEAPOLIS, MN 55403


9 X


10,000.


AUSTRALIS BARRAMUNDI


ONE AUSTRALIA WAY


TURNERS FALLS, MA 01376-1616


10 X


25,000.


BAXTER HEALTHCARE CORPORATION


ONE BAXTER PARKWAY


DEERFIELD, IL 60015


11 X


37,000.


BEIJING E-JANE HEALTHCARE MANAGEMENT


DONGDADI STREET, DONGCHENG DISTRICT
2F, NO. 8 OF XINQIWANG BUILDING,


BEIJING, CHINA


12 X


92,833.


BENEO INC.


201 LITTLETON RD., 1ST FLOOR


MORRIS PLAINS, NJ 07950-2939
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Name of organization Employer identification number


Schedule B (Form 990, 990-EZ, or 990-PF) (2016)


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


Schedule B (Form 990, 990-EZ, or 990-PF) (2016) Page 


(See instructions). Use duplicate copies of Part I if additional space is needed.


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


2


Part I Contributors


 
 
 


 
 
 


 
 
 


 
 
 


 
 
 


 
 
 


13 X


12,400.


CAMPBELL SOUP COMPANY


1 CAMPBELL PLACE # 48K


CAMDEN, NJ 08103


14 X


10,000.


CHOBANI


200 LAFAYETTE STREET


NEW YORK, NY 10012


15 X


21,500.


CLIF BAR INC


1610 5TH STREET


BERKELEY, CA 94710


16 X


33,333.


CONAGRA INC


6 CONAGRA DRIVE


OMAHA, NE 68102


17 X


10,000.


DAIRY MANAGEMENT INC


10255 W HIGGINS RD, STE 900


ROSEMONT, IL 60018-5638


18 X


36,000.


ELI LILLY AND COMPANY


LILLY CORPORATE CENTER, DC 1843


INDIANAPOLIS, IN 46285
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Name of organization Employer identification number


Schedule B (Form 990, 990-EZ, or 990-PF) (2016)


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


Schedule B (Form 990, 990-EZ, or 990-PF) (2016) Page 


(See instructions). Use duplicate copies of Part I if additional space is needed.


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


2


Part I Contributors


 
 
 


 
 
 


 
 
 


 
 
 


 
 
 


 
 
 


19 X


8,440.


EMERSON ECOLOGICS, INC.


1230 ELM STREET, SUITE 301


MANCHESTER , NH 03101


20 X


14,450.


EVANS HARDY + YOUNG INC.


829 DE LA VINA STREET


SANTA BARBARA, CA 93101


21 X


6,000.


FIRST FOOD MARKETING


4523 SE 40TH AVE


PORTLAND, OR 97202


22 X


58,863.


FOODMINDS, LLC


ONE TOWER LANE, SUITE 2610


OAKBROOK TERRACE, IL 60181


23 X


11,358.


GAIA HERBS, INC.


101 GAIA HERBS DRIVE


BREVARD, NC 28712


24 X


5,000.


GATORADE COMPANY


555 MONROE STREET


CHICAGO, IL 60661-3605
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Name of organization Employer identification number


Schedule B (Form 990, 990-EZ, or 990-PF) (2016)


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


Schedule B (Form 990, 990-EZ, or 990-PF) (2016) Page 


(See instructions). Use duplicate copies of Part I if additional space is needed.


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


2


Part I Contributors


 
 
 


 
 
 


 
 
 


 
 
 


 
 
 


 
 
 


25 X


14,000.


GENERAL MILLS


P.O. BOX 59145


MINNEAPOLIS, MN 55459


26 X


10,000.


GW HOFFMAN MARKETING & COMMUNICATION


ROAD
C/O DANNON / DANACTIVE, 757-767 POST


DARIEN, CT 06820


27 X


21,200.


HASS AVOCADO BOARD


230 COMMERCE, SUITE 190


IRVINE, CA 92602


28 X


33,200.


HEARTLAND FOOD PRODUCTS GROUP


PO BOX 222140


CARMEL, CA 93922-2140


29 X


21,200.


HYDRATION PHARMACEUTICALS TRUST


1 WURUNDJERI WAY EPPING


VICTORIA, AUSTRALIA 03076


30 X


5,000.


ILSI NORTH AMERICA


1 THOMAS CIR NW


WASHINGTON, DC 20005-5802
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Name of organization Employer identification number


Schedule B (Form 990, 990-EZ, or 990-PF) (2016)


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


Schedule B (Form 990, 990-EZ, or 990-PF) (2016) Page 


(See instructions). Use duplicate copies of Part I if additional space is needed.


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


2


Part I Contributors


 
 
 


 
 
 


 
 
 


 
 
 


 
 
 


 
 
 


31 X


5,100.


INTEGRATIVE THERAPEUTICS INC


825 CHALLENGER DRIVE


GREEN BAY, WI 54311


32 X


7,500.


JANSSEN PHARMACEUTICALS


P.O. BOX 16500-6500


NEW BRUNSWICK, NJ 08906


33 X


5,000.


K&M COMMUNICATIONS


5158 EVANGELINE WAY


COLUMBIA, MD 21044


34 X


5,000.


KATE FARMS INC


P.O. BOX 50840


SANTA BARBARA, CA 93150


35 X


61,000.


KETCHUM INC.


6 PPG PLACE


PITTSBURGH, PA 15222


36 X


5,000.


LIFESCAN,INC/JOHNSON & JOHNSON


965 CHESTERBROOK BLVD


WAYNE, PA 19087
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Name of organization Employer identification number


Schedule B (Form 990, 990-EZ, or 990-PF) (2016)
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(c)


Total contributions


(d)
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Noncash
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No.


(b)
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(c)


Total contributions


(d)
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Payroll


Noncash


(a)


No.


(b)
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(c)
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(d)
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Payroll


Noncash


(a)


No.


(b)


Name, address, and ZIP + 4


(c)
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(d)
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Payroll


Noncash


(a)


No.


(b)


Name, address, and ZIP + 4


(c)
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(d)


Type of contribution


Person


Payroll


Noncash


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash
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$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


2


Part I Contributors


 
 
 


 
 
 


 
 
 


 
 
 


 
 
 


 
 
 


37 X


5,000.


LIFEWAY FOODS, INC.


6431 W OAKTON STREET


MORTON GROVE, IL 60053


38 X


25,500.


MEAD JOHNSON NUTRITION


2400 W LLOYD EXPRESSWAY


EVANSVILLE, IN 47721


39 X


5,500.


METAGENICS


25 ENTERPRISE, SUITE #200


ALISO VIEJO, CA 92656


40 X


9,000.


MODERN PR


137 SPRING VALLEY


IRVINE, CA 92602


41 X


78,000.


MONSANTO COMPANY


800 N LINDBERGH BLVD


SAINT LOUIS, MO 63167-1000


42 X


8,000.


MSLGROUP


424 2ND AVENUE WEST


SEATTLE, WA 98119
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Name of organization Employer identification number


Schedule B (Form 990, 990-EZ, or 990-PF) (2016)
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Noncash
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Noncash
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No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash
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No.
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Noncash
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No.
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Noncash
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$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


2


Part I Contributors


 
 
 


 
 
 


 
 
 


 
 
 


 
 
 


 
 
 


43 X


25,000.


NATIONAL CATTLEMEN'S BEEF ASSN


9110 E NICHOLS AVE, SUITE 300


CENTENNIAL, CO 80112-3450


44 X


322,977.


NATIONAL DAIRY COUNCIL


10255 W. HIGGINS ROAD, SUITE 900


ROSEMONT, IL 60018


45 X


7,500.


NATIONAL KIDNEY FOUNDATION


30 EAST 33RD STREET


NEW YORK, NY 10016


46 X


12,400.


NATIONAL OSTEOPOROSIS FOUNDATION


251 18TH STREET S, #630


ARLINGTON, VA 22202


47 X


17,500.


NATIONAL PROCESSED RASPBERRY COUNCIL


318 W VIENTO ST


MOUNTAIN HOUSE, CA 95391


48 X


15,000.


NATIONAL WATERMELON PROMOTION BOARD


3501 QUADRANGLE BLVD, STE 321


ORLANDO, FL 32817-8365
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Schedule B (Form 990, 990-EZ, or 990-PF) (2016)
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(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


Schedule B (Form 990, 990-EZ, or 990-PF) (2016) Page 


(See instructions). Use duplicate copies of Part I if additional space is needed.


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


2


Part I Contributors


 
 
 


 
 
 


 
 
 


 
 
 


 
 
 


 
 
 


49 X


13,750.


NESTLE USA FOOD


30003 BAINBRIDGE ROAD


SOLON, OH 44139


50 X


29,000.


OUTLOUD


P.O. BOX 220


STEVENSON, MD 21153


51 X


49,000.


PHARMAVITE-NATURE MADE


8510 BALBOA BOULEVARD


NORTHRIDGE, CA 91325


52 X


12,000.


POLLOCK COMMUNICATIONS


665 BROADWAY, FL 12


NEW YORK, NY 10012


53 X


25,000.


POM WONDERFUL


11444 W OLYMPIC BLVD


LOS ANGELES, CA 90064-1549


54 X


11,000.


PORTER NOVELLI


1909 K STREET NW


WASHINGTON, DC 20036-3902
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Name of organization Employer identification number


Schedule B (Form 990, 990-EZ, or 990-PF) (2016)


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


Schedule B (Form 990, 990-EZ, or 990-PF) (2016) Page 


(See instructions). Use duplicate copies of Part I if additional space is needed.


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


2


Part I Contributors


 
 
 


 
 
 


 
 
 


 
 
 


 
 
 


 
 
 


55 X


26,200.


PREMIER NUTRITION CORP


5905 CHRISTIE AVE


EMERYVILLE, CA 94608


56 X


10,250.


PURE ENCAPSULATION


490 BOSTON POST ROAD


SUDBURY, MA 01776


57 X


10,000.


RAYMOND TERRI J


1820 21ST ST NW


AUBURN, WA 98001-3401


58 X


18,000.


ROCHE DIAGNOSTICS


9115 HAGUE ROAD


INDIANAPOLIS, IN 46250


59 X


5,000.


RXMOSAIC


830 3RD AVE


NEW YORK, NY 10022


60 X


18,000.


SANOFI AVENTIS U.S. INC


PO BOX 6944


BRIDGEWATER, NJ 08807-0944
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623452  10-18-16


Name of organization Employer identification number


Schedule B (Form 990, 990-EZ, or 990-PF) (2016)


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


Schedule B (Form 990, 990-EZ, or 990-PF) (2016) Page 


(See instructions). Use duplicate copies of Part I if additional space is needed.


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


2


Part I Contributors


 
 
 


 
 
 


 
 
 


 
 
 


 
 
 


 
 
 


61 X


22,650.


SASKATCHEWAN PULSE GROWERS


207116 RESEARCH DRIVE


SASKATOON, CANADA S7N 3R3


62 X


40,700.


SUNSWEET GROWERS INC


901 N WALTON AVE


YUBA CITY, CA 95993-9370


63 X


15,600.


THE SUGAR ASSOCIATION INC


1101 15TH ST NW, STE 600


WASHINGTON, DC 20005


64 X


5,000.


TRIAD TO WELLNESS


24 OLD DUTCH ROAD 


WARREN, NJ 07059


65 X


13,000.


UNILEVER BEST FOODS


800 SYLVAN AVENUE


ENGLEWOOD CLIFFS, NJ 07632


66 X


12,400.


US HIGHBUSH BLUEBERRY-PADILLA CRT


4 WORLD TRADE CENTER, 48TH FLOOR


NEW YORK, NY 10007
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Name of organization Employer identification number


Schedule B (Form 990, 990-EZ, or 990-PF) (2016)


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


(a)


No.


(b)


Name, address, and ZIP + 4


(c)


Total contributions


(d)


Type of contribution


Person


Payroll


Noncash


Schedule B (Form 990, 990-EZ, or 990-PF) (2016) Page 


(See instructions). Use duplicate copies of Part I if additional space is needed.


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


$


(Complete Part II for
noncash contributions.)


2


Part I Contributors


 
 
 


 
 
 


 
 
 


 
 
 


 
 
 


 
 
 


67 X


25,789.


USDA/FNS/ACCOUNTING DIVISION


3101 PARK CENTER DRIVE


ALEXANDRIA, VA 22302


68 X


15,000.


WEBER SHANDWICK


8000 NORMAN CENTER DRIVE


MINNEAPOLIS, MN 55437


69 X


10,000.


WELCH FOOD INC.


300 BAKER AVENUE, SUITE 101


CONCORD, MA 01742


70 X


6,500.


WELLS BLUE BUNNY


1 BLUE BUNNY DR


LE MARS, IA 51031


71 X


10,000.


WILD HIVE


3005 S. LAMAR, STE. D109 PMB155


AUSTIN, TX 78704
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Name of organization Employer identification number


Schedule B (Form 990, 990-EZ, or 990-PF) (2016)


(a)


No.


from


Part I


(c)


FMV (or estimate)


(See instructions)


(b)


Description of noncash property given


(d)


Date received


(a)


No.


from


Part I


(c)


FMV (or estimate)


(See instructions)


(b)


Description of noncash property given


(d)


Date received


(a)


No.


from


Part I


(c)


FMV (or estimate)


(See instructions)


(b)


Description of noncash property given


(d)


Date received


(a)


No.


from


Part I


(c)


FMV (or estimate)


(See instructions)


(b)


Description of noncash property given


(d)


Date received


(a)


No.


from


Part I


(c)


FMV (or estimate)


(See instructions)


(b)


Description of noncash property given


(d)


Date received


(a)


No.


from


Part I


(c)


FMV (or estimate)


(See instructions)


(b)


Description of noncash property given


(d)


Date received


Schedule B (Form 990, 990-EZ, or 990-PF) (2016) Page 


(See instructions). Use duplicate copies of Part II if additional space is needed.


$


$


$


$


$


$


3


Part II Noncash Property
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 (Enter this info. once.)


For organizations


completing Part III, enter the total of exclusively religious, charitable, etc., contributions of $1,000 or less for the year.


623454  10-18-16


Name of organization Employer identification number


religious, charitable, etc., contributions to organizations described in section 501(c)(7), (8), or (10) that total more than $1,000 for
the year from any one contributor.  (a)  (e) and 


Schedule B (Form 990, 990-EZ, or 990-PF) (2016)


  
 


(a) No.
from
Part I


(b) Purpose of gift (c) Use of gift (d) Description of how gift is held


(e) Transfer of gift


Transferee's name, address, and ZIP + 4 Relationship of transferor to transferee


(a) No.
from
Part I


(b) Purpose of gift (c) Use of gift (d) Description of how gift is held


(e) Transfer of gift


Transferee's name, address, and ZIP + 4 Relationship of transferor to transferee


(a) No.
from
Part I


(b) Purpose of gift (c) Use of gift (d) Description of how gift is held


(e) Transfer of gift


Transferee's name, address, and ZIP + 4 Relationship of transferor to transferee


(a) No.
from
Part I


(b) Purpose of gift (c) Use of gift (d) Description of how gift is held


(e) Transfer of gift


Transferee's name, address, and ZIP + 4 Relationship of transferor to transferee


Complete columns through the following line entry. 
 


Schedule B (Form 990, 990-EZ, or 990-PF) (2016) Page 


| $


Use duplicate copies of Part III if additional space is needed.


Exclusively


4


Part III
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OMB No. 1545-0047


Department of the Treasury
Internal Revenue Service


632041  11-10-16


Information about Schedule C (Form 990 or 990-EZ) and its instructions is at


(Form 990 or 990-EZ)
For Organizations Exempt From Income Tax Under section 501(c) and section 527


Open to Public
Inspection


Complete if the organization is described below.    Attach to Form 990 or Form 990-EZ. 


|  


If the organization answered "Yes," on Form 990, Part IV, line 3, or Form 990-EZ, Part V, line 46 (Political Campaign Activities), then


If the organization answered "Yes," on Form 990, Part IV, line 4, or Form 990-EZ, Part VI, line 47 (Lobbying Activities), then


If the organization answered "Yes," on Form 990, Part IV, line 5 (Proxy Tax) (see separate instructions) or Form 990-EZ, Part V, line 35c (Proxy
Tax) (see separate instructions), then


Employer identification number


1


2


3


1


2


3


4


Yes No


a


b


Yes No


1


2


3


4


5


Form 1120-POL Yes No


(a) (b) (c) (d) (e) 


For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule C (Form 990 or 990-EZ) 2016


¥ Section 501(c)(3) organizations: Complete Parts I-A and B. Do not complete Part I-C.


¥ Section 501(c) (other than section 501(c)(3)) organizations: Complete Parts I-A and C below. Do not complete Part I-B.


¥ Section 527 organizations: Complete Part I-A only.


¥ Section 501(c)(3) organizations that have filed Form 5768 (election under section 501(h)): Complete Part II-A. Do not complete Part II-B.


¥ Section 501(c)(3) organizations that have NOT filed Form 5768 (election under section 501(h)): Complete Part II-B. Do not complete Part II-A.


¥ Section 501(c)(4), (5), or (6) organizations: Complete Part III.
Name of organization


Provide a description of the organization's direct and indirect political campaign activities in Part IV.


Political campaign activity expenditures


Volunteer hours for political campaign activities


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ $


~~~~~~~~~~~~~~~~~~~~~~~~~~~~[[[~


Enter the amount of any excise tax incurred by the organization under section 4955


Enter the amount of any excise tax incurred by organization managers under section 4955


If the organization incurred a section 4955 tax, did it file Form 4720 for this year?


~~~~~~~~~~~~~ $


~~~~~~~~~~ $


~~~~~~~~~~~~~~~~~~~


Was a correction made?


If "Yes," describe in Part IV.


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Enter the amount directly expended by the filing organization for section 527 exempt function activities


Enter the amount of the filing organization's funds contributed to other organizations for section 527


exempt function activities


~~~~ $


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ $


Total exempt function expenditures. Add lines 1 and 2. Enter here and on Form 1120-POL,


line 17b


Did the filing organization file for this year?


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ $


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Enter the names, addresses and employer identification number (EIN) of all section 527 political organizations to which the filing organization


made payments. For each organization listed, enter the amount paid from the filing organization's funds. Also enter the amount of political


contributions received that were promptly and directly delivered to a separate political organization, such as a separate segregated fund or a


political action committee (PAC). If additional space is needed, provide information in Part IV.


Name Address EIN Amount paid from
filing organization's


funds. If none, enter -0-.


Amount of political
contributions received and


promptly and directly
delivered to a separate
political organization.


If none, enter -0-.


LHA


www.irs.gov/form990.


SCHEDULE C


Part I-A Complete if the organization is exempt under section 501(c) or is a section 527 organization.


Part I-B Complete if the organization is exempt under section 501(c)(3).


Part I-C Complete if the organization is exempt under section 501(c), except section 501(c)(3).


Political Campaign and Lobbying Activities


2016
J J


J


J
J


   
   


J


J


J
   


ACADEMY OF NUTRITION AND DIETETICS


0. 84,750.32-033466120036
WASHINGTON, DC


AND DIETETICS
ACADEMY OF NUTRITION


36-0724760


SEE PART IV FOR CONTINUATION
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632042  11-10-16


If the amount on line 1e, column (a) or (b) is:


2


A


B


Limits on Lobbying Expenditures
(The term "expenditures" means amounts paid or incurred.)


(a) (b) 


1a


b


c


d


e


f


The lobbying nontaxable amount is:


g


h


i


j


Yes No


4-Year Averaging Period Under section 501(h)
(Some organizations that made a section 501(h) election do not have to complete all of the five columns below.


See the separate instructions for lines 2a through 2f.)


Lobbying Expenditures During 4-Year Averaging Period


(a) (b) (c) (d) (e) 


2a


b


c


d


e


f


Schedule C (Form 990 or 990-EZ) 2016


Schedule C (Form 990 or 990-EZ) 2016 Page 


Check if the filing organization belongs to an affiliated group (and list in Part IV each affiliated group member's name, address, EIN,


expenses, and share of excess lobbying expenditures).


Check if the filing organization checked box A and "limited control" provisions apply.


Filing
organization's


totals


Affiliated group
totals


Total lobbying expenditures to influence public opinion (grass roots lobbying)


Total lobbying expenditures to influence a legislative body (direct lobbying)


~~~~~~~~~~


~~~~~~~~~~~


Total lobbying expenditures (add lines 1a and 1b)


Other exempt purpose expenditures


~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Total exempt purpose expenditures (add lines 1c and 1d)


Lobbying nontaxable amount. Enter the amount from the following table in both columns.


~~~~~~~~~~~~~~~~~~~~


Not over $500,000


Over $500,000 but not over $1,000,000


Over $1,000,000 but not over $1,500,000


Over $1,500,000 but not over $17,000,000


Over $17,000,000


20% of the amount on line 1e.


$100,000 plus 15% of the excess over $500,000.


$175,000 plus 10% of the excess over $1,000,000.


$225,000 plus 5% of the excess over $1,500,000.


$1,000,000.


Grassroots nontaxable amount (enter 25% of line 1f)


Subtract line 1g from line 1a. If zero or less, enter -0-


Subtract line 1f from line 1c. If zero or less, enter -0-


~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~


If there is an amount other than zero on either line 1h or line 1i, did the organization file Form 4720


reporting section 4911 tax for this year? ��������������������������������������


Calendar year 
(or fiscal year beginning in)


2013 2014 2015 2016 Total


Lobbying nontaxable amount


Lobbying ceiling amount


(150% of line 2a, column(e))


Total lobbying expenditures


Grassroots nontaxable amount


Grassroots ceiling amount


(150% of line 2d, column (e))


Grassroots lobbying expenditures


Part II-A Complete if the organization is exempt under section 501(c)(3) and filed Form 5768 (election under
section 501(h)).


J  


J  


   


ACADEMY OF NUTRITION AND DIETETICS 36-0724760
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632043  11-10-16


3


(a) (b)


Yes No Amount


1


a


b


c


d


e


f


g


h


i


j


a


b


c


d


2


Yes No


1


2


3


1


2


3


1


2


3


4


5


(do not include amounts of political 


expenses for which the section 527(f) tax was paid).


1


2a


2b


2c


3


4


5


a


b


c


Schedule C (Form 990 or 990-EZ) 2016


For each "Yes," response on lines 1a through 1i below, provide in Part IV a detailed description


of the lobbying activity. 


Schedule C (Form 990 or 990-EZ) 2016 Page 


During the year, did the filing organization attempt to influence foreign, national, state or


local legislation, including any attempt to influence public opinion on a legislative matter


or referendum, through the use of:


Volunteers?


Paid staff or management (include compensation in expenses reported on lines 1c through 1i)?


Media advertisements?


Mailings to members, legislators, or the public?


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~


Publications, or published or broadcast statements?


Grants to other organizations for lobbying purposes?


~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~


Direct contact with legislators, their staffs, government officials, or a legislative body?


Rallies, demonstrations, seminars, conventions, speeches, lectures, or any similar means?


Other activities?


~~~~~~


~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Total. Add lines 1c through 1i


Did the activities in line 1 cause the organization to be not described in section 501(c)(3)?


If "Yes," enter the amount of any tax incurred under section 4912


If "Yes," enter the amount of any tax incurred by organization managers under section 4912


If the filing organization incurred a section 4912 tax, did it file Form 4720 for this year?


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~


~~~~~~~~~~~~~~~~


~~~


������


Were substantially all (90% or more) dues received nondeductible by members?


Did the organization make only in-house lobbying expenditures of $2,000 or less?


Did the organization agree to carry over lobbying and political campaign activity expenditures from the prior year?


~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~


Dues, assessments and similar amounts from members


Section 162(e) nondeductible lobbying and political expenditures 


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Current year


Carryover from last year


Total


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Aggregate amount reported in section 6033(e)(1)(A) notices of nondeductible section 162(e) dues


If notices were sent and the amount on line 2c exceeds the amount on line 3, what portion of the excess


does the organization agree to carryover to the reasonable estimate of nondeductible lobbying and political 


expenditure next year?


~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Taxable amount of lobbying and political expenditures (see instructions) ���������������������


Provide the descriptions required for Part I-A, line 1; Part I-B, line 4; Part I-C, line 5; Part II-A (affiliated group list); Part II-A, lines 1 and 2 (see


instructions); and Part II-B, line 1. Also, complete this part for any additional information.


Part II-B Complete if the organization is exempt under section 501(c)(3) and has NOT filed Form 5768
(election under section 501(h)).


Part III-A Complete if the organization is exempt under section 501(c)(4), section 501(c)(5), or section 
501(c)(6).


Part III-B Complete if the organization is exempt under section 501(c)(4), section 501(c)(5), or section 
501(c)(6) and if either (a) BOTH Part III-A, lines 1 and 2, are answered "No," OR (b) Part III-A, line 3, is
answered "Yes."


Part IV Supplemental Information


ACADEMY OF NUTRITION AND DIETETICS POLITICAL ACTION COMMITTEE


1120 CONNECTICUT AVE NW WASHINGTON, DC 20036


9,220,497.


1,040,402.
-1,856,520.
-816,118.


1,290,870.


-2,106,988.


X


X
X


PART I-C CONTINUATION FOR INCOMPLETE NAME/ADDRESS INFORMATION: 
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OMB No. 1545-0047


Department of the Treasury
Internal Revenue Service


632051  08-29-16


Held at the End of the Tax Year


(Form 990) | Complete if the organization answered "Yes" on Form 990,
Part IV, line 6, 7, 8, 9, 10, 11a, 11b, 11c, 11d, 11e, 11f, 12a, or 12b.


| Attach to Form 990.
| Information about Schedule D (Form 990) and its instructions is at 


Open to Public
Inspection


Name of the organization Employer identification number


(a) (b) 


1


2


3


4


5


6


Yes No


Yes No


1


2


3


4


5


6


7


8


9


a


b


c


d


2a


2b


2c


2d


Yes No


Yes No


1


2


a


b


(i)


(ii)


a


b


For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule D (Form 990) 2016


Complete if the


organization answered "Yes" on Form 990, Part IV, line 6.


Donor advised funds Funds and other accounts


Total number at end of year


Aggregate value of contributions to (during year)


Aggregate value of grants from (during year)


Aggregate value at end of year


~~~~~~~~~~~~~~~


~~~~


~~~~~~


~~~~~~~~~~~~~


Did the organization inform all donors and donor advisors in writing that the assets held in donor advised funds


are the organization's property, subject to the organization's exclusive legal control? ~~~~~~~~~~~~~~~~~~


Did the organization inform all grantees, donors, and donor advisors in writing that grant funds can be used only


for charitable purposes and not for the benefit of the donor or donor advisor, or for any other purpose conferring


impermissible private benefit? ��������������������������������������������


Complete if the organization answered "Yes" on Form 990, Part IV, line 7.


Purpose(s) of conservation easements held by the organization (check all that apply).


Preservation of land for public use (e.g., recreation or education)


Protection of natural habitat


Preservation of open space


Preservation of a historically important land area


Preservation of a certified historic structure


Complete lines 2a through 2d if the organization held a qualified conservation contribution in the form of a conservation easement on the last


day of the tax year.


Total number of conservation easements


Total acreage restricted by conservation easements


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~


Number of conservation easements on a certified historic structure included in (a)


Number of conservation easements included in (c) acquired after 8/17/06, and not on a historic structure


listed in the National Register


~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Number of conservation easements modified, transferred, released, extinguished, or terminated by the organization during the tax


year |


Number of states where property subject to conservation easement is located |


Does the organization have a written policy regarding the periodic monitoring, inspection, handling of


violations, and enforcement of the conservation easements it holds? ~~~~~~~~~~~~~~~~~~~~~~~~~


Staff and volunteer hours devoted to monitoring, inspecting, handling of violations, and enforcing conservation easements during the year 


|


Amount of expenses incurred in monitoring, inspecting, handling of violations, and enforcing conservation easements during the year 


| $


Does each conservation easement reported on line 2(d) above satisfy the requirements of section 170(h)(4)(B)(i)


and section 170(h)(4)(B)(ii)? ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


In Part XIII, describe how the organization reports conservation easements in its revenue and expense statement, and balance sheet, and


include, if applicable, the text of the footnote to the organization's financial statements that describes the organization's accounting for


conservation easements.


Complete if the organization answered "Yes" on Form 990, Part IV, line 8.


If the organization elected, as permitted under SFAS 116 (ASC 958), not to report in its revenue statement and balance sheet works of art,


historical treasures, or other similar assets held for public exhibition, education, or research in furtherance of public service, provide, in Part XIII,


the text of the footnote to its financial statements that describes these items.


If the organization elected, as permitted under SFAS 116 (ASC 958), to report in its revenue statement and balance sheet works of art, historical


treasures, or other similar assets held for public exhibition, education, or research in furtherance of public service, provide the following amounts


relating to these items:


Revenue included on Form 990, Part VIII, line 1


Assets included in Form 990, Part X


~~~~~~~~~~~~~~~~~~~~~~~~~~~~ | $


$~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ |


If the organization received or held works of art, historical treasures, or other similar assets for financial gain, provide


the following amounts required to be reported under SFAS 116 (ASC 958) relating to these items:


Revenue included on Form 990, Part VIII, line 1


Assets included in Form 990, Part X


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ | $


$����������������������������������� |


LHA


www.irs.gov/form990.


Part I Organizations Maintaining Donor Advised Funds or Other Similar Funds or Accounts. 


Part II Conservation Easements. 


Part III Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets.


SCHEDULE D Supplemental Financial Statements
2016
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3


4


5


a


b


c


d


e


Yes No


1


2


a


b


c


d


e


f


a


b


Yes No


1c


1d


1e


1f


Yes No


(a) (b) (c) (d) (e) 


1


2


3


4


a


b


c


d


e


f


g


a


b


c


a


b


Yes No


(i)


(ii)


3a(i)


3a(ii)


3b


(a) (b) (c) (d) 


1a


b


c


d


e


Total. 


Schedule D (Form 990) 2016


(continued)


(Column (d) must equal Form 990, Part X, column (B), line 10c.)


Two years back Three years back Four years back


Schedule D (Form 990) 2016 Page 


Using the organization's acquisition, accession, and other records, check any of the following that are a significant use of its collection items


(check all that apply):


Public exhibition


Scholarly research


Preservation for future generations


Loan or exchange programs


Other


Provide a description of the organization's collections and explain how they further the organization's exempt purpose in Part XIII.


During the year, did the organization solicit or receive donations of art, historical treasures, or other similar assets


to be sold to raise funds rather than to be maintained as part of the organization's collection? ������������


Complete if the organization answered "Yes" on Form 990, Part IV, line 9, or
reported an amount on Form 990, Part X, line 21.


Is the organization an agent, trustee, custodian or other intermediary for contributions or other assets not included


on Form 990, Part X?


If "Yes," explain the arrangement in Part XIII and complete the following table:


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Amount


Beginning balance


Additions during the year


Distributions during the year


Ending balance


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Did the organization include an amount on Form 990, Part X, line 21, for escrow or custodial account liability?


If "Yes," explain the arrangement in Part XIII. Check here if the explanation has been provided on Part XIII


~~~~~


�������������


Complete if the organization answered "Yes" on Form 990, Part IV, line 10.


Current year Prior year


Beginning of year balance


Contributions


Net investment earnings, gains, and losses


Grants or scholarships


~~~~~~~


~~~~~~~~~~~~~~


~~~~~~~~~


Other expenditures for facilities


and programs


Administrative expenses


End of year balance


~~~~~~~~~~~~~


~~~~~~~~


~~~~~~~~~~


Provide the estimated percentage of the current year end balance (line 1g, column (a)) held as:


Board designated or quasi-endowment


Permanent endowment


Temporarily restricted endowment


The percentages on lines 2a, 2b, and 2c should equal 100%.


| %


| %


| %


Are there endowment funds not in the possession of the organization that are held and administered for the organization


by:


unrelated organizations


related organizations


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


If "Yes" on line 3a(ii), are the related organizations listed as required on Schedule R?


Describe in Part XIII the intended uses of the organization's endowment funds.


~~~~~~~~~~~~~~~~~~~~


Complete if the organization answered "Yes" on Form 990, Part IV, line 11a. See Form 990, Part X, line 10.


Description of property Cost or other
basis (investment)


Cost or other
basis (other)


Accumulated
depreciation


Book value


Land


Buildings


Leasehold improvements


~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~


~~~~~~~~~~


Equipment


Other


~~~~~~~~~~~~~~~~~


��������������������


Add lines 1a through 1e. |�������������


2
Part III Organizations Maintaining Collections of Art, Historical Treasures, or Other Similar Assets 


Part IV Escrow and Custodial Arrangements. 


Part V Endowment Funds. 


Part VI Land, Buildings, and Equipment.


   
   
 


   


   


   
 


2,500,157.
7,985,439.
200,000.


122,503.
4,143,140.


2,377,654.
3,842,299.
200,000.


6,419,953.


ACADEMY OF NUTRITION AND DIETETICS 36-0724760
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(including name of security)


632053  08-29-16


Total. 


Total. 


(a) (b) (c) 


(1)


(2)


(3)


(a) (b) (c) 


(1)


(2)


(3)


(4)


(5)


(6)


(7)


(8)


(9)


(a) (b) 


(1)


(2)


(3)


(4)


(5)


(6)


(7)


(8)


(9)


Total. 


(a) (b) 1.


Total. 


2.


Schedule D (Form 990) 2016


(Column (b) must equal Form 990, Part X, col. (B) line 15.)


(Column (b) must equal Form 990, Part X, col. (B) line 25.)


Description of security or category 


(Col. (b) must equal Form 990, Part X, col. (B) line 12.) |


(Col. (b) must equal Form 990, Part X, col. (B) line 13.) |


Schedule D (Form 990) 2016 Page 


Complete if the organization answered "Yes" on Form 990, Part IV, line 11b. See Form 990, Part X, line 12.


Book value Method of valuation: Cost or end-of-year market value


Financial derivatives


Closely-held equity interests


Other


~~~~~~~~~~~~~~~


~~~~~~~~~~~


(A)


(B)


(C)


(D)


(E)


(F)


(G)


(H)


Complete if the organization answered "Yes" on Form 990, Part IV, line 11c. See Form 990, Part X, line 13.
Description of investment Book value Method of valuation: Cost or end-of-year market value


Complete if the organization answered "Yes" on Form 990, Part IV, line 11d. See Form 990, Part X, line 15.


Description Book value


���������������������������� |


Complete if the organization answered "Yes" on Form 990, Part IV, line 11e or 11f. See Form 990, Part X, line 25.


Description of liability Book value


(1)


(2)


(3)


(4)


(5)


(6)


(7)


(8)


(9)


Federal income taxes


����� |


Liability for uncertain tax positions. In Part XIII, provide the text of the footnote to the organization's financial statements that reports the


organization's liability for uncertain tax positions under FIN 48 (ASC 740). Check here if the text of the footnote has been provided in Part XIII


3
Part VII Investments - Other Securities.


Part VIII Investments - Program Related.


Part IX Other Assets.


Part X Other Liabilities.


 


ACADEMY OF NUTRITION AND DIETETICS


DEFERRED COMPENSATION
DEFERRED RENT INCENTIVE


36-0724760


617,382.
1,322,007.


1,939,389.
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1


2


3


4


5


1


a


b


c


d


e


2a


2b


2c


2d


2a 2d 2e


32e 1


a


b


c


4a


4b


4a 4b


3 4c. 


4c


5


1


2


3


4


5


1


a


b


c


d


e


2a


2b


2c


2d


2a 2d


2e 1


2e


3


a


b


c


4a


4b


4a 4b


3 4c. 


4c


5


Schedule D (Form 990) 2016


(This must equal Form 990, Part I, line 12.)


(This must equal Form 990, Part I, line 18.)


Schedule D (Form 990) 2016 Page 


Complete if the organization answered "Yes" on Form 990, Part IV, line 12a.


Total revenue, gains, and other support per audited financial statements


Amounts included on line 1 but not on Form 990, Part VIII, line 12:


~~~~~~~~~~~~~~~~~~~


Net unrealized gains (losses) on investments


Donated services and use of facilities


Recoveries of prior year grants


Other (Describe in Part XIII.)


~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~


Add lines through ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Subtract line from line ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Amounts included on Form 990, Part VIII, line 12, but not on line 1:


Investment expenses not included on Form 990, Part VIII, line 7b


Other (Describe in Part XIII.)


~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~


Add lines and 


Total revenue. Add lines and 


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


�����������������


Complete if the organization answered "Yes" on Form 990, Part IV, line 12a.


Total expenses and losses per audited financial statements


Amounts included on line 1 but not on Form 990, Part IX, line 25:


~~~~~~~~~~~~~~~~~~~~~~~~~~


Donated services and use of facilities


Prior year adjustments


Other losses


Other (Describe in Part XIII.)


~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~


Add lines through 


Subtract line from line 


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Amounts included on Form 990, Part IX, line 25, but not on line 1:


Investment expenses not included on Form 990, Part VIII, line 7b


Other (Describe in Part XIII.)


~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~


Add lines and 


Total expenses. Add lines and 


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


����������������


Provide the descriptions required for Part II, lines 3, 5, and 9; Part III, lines 1a and 4; Part IV, lines 1b and 2b; Part V, line 4; Part X, line 2; Part XI,


lines 2d and 4b; and Part XII, lines 2d and 4b. Also complete this part to provide any additional information.


4
Part XI Reconciliation of Revenue per Audited Financial Statements With Revenue per Return.


Part XII Reconciliation of Expenses per Audited Financial Statements With Expenses per Return.


Part XIII Supplemental Information.


PART XI, LINE 2D - OTHER ADJUSTMENTS:


REVENUE FROM ANDPAC                                                135,244.


REVENUE FROM ANDF                                                4,557,370.


TOTAL TO SCHEDULE D, PART XI, LINE 2D                            4,692,614.


PART XI, LINE 4B - OTHER ADJUSTMENTS:


DONATIONS TO ANDF                                                  926,405.


42,031,764.


1,026,629.


4,692,614.
5,719,243.


36,312,521.


926,405.
926,405.


37,238,926.


39,957,050.


3,508,314.
3,508,314.


36,448,736.


926,405.
926,405.


37,375,141.


ACADEMY OF NUTRITION AND DIETETICS 36-0724760


PART XII, LINE 2D - OTHER ADJUSTMENTS:


EXPENSES FROM ANDPAC                                               115,097.


EXPENSES FROM ANDF                                               3,393,217.
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632055  08-29-16


5


Schedule D (Form 990) 2016


(continued)
Schedule D (Form 990) 2016 Page 
Part XIII Supplemental Information 


TOTAL TO SCHEDULE D, PART XII, LINE 2D                           3,508,314.


PART XII, LINE 4B - OTHER ADJUSTMENTS:


DONATIONS TO ANDF                                                  926,405.


ACADEMY OF NUTRITION AND DIETETICS 36-0724760
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OMB No. 1545-0047


Department of the Treasury


Internal Revenue Service


632101  11-01-16


SCHEDULE I
(Form 990)


Complete if the organization answered "Yes" on Form 990, Part IV, line 21 or 22.


| Attach to Form 990.


| Information about Schedule I (Form 990) and its instructions is at 


Open to Public
Inspection


Employer identification number


General Information on Grants and AssistancePart I


1


2


Yes No


Part II Grants and Other Assistance to Domestic Organizations and Domestic Governments. 


(f) 1 (a) (b) (c) (d) (e) (g) (h) 


2


3


For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule I (Form 990) (2016)


Name of the organization


Does the organization maintain records to substantiate the amount of the grants or assistance, the grantees' eligibility for the grants or assistance, and the selection 


criteria used to award the grants or assistance? ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Describe in Part IV the organization's procedures for monitoring the use of grant funds in the United States.


Complete if the organization answered "Yes" on Form 990, Part IV, line 21, for any


recipient that received more than $5,000. Part II can be duplicated if additional space is needed.
Method of


valuation (book,
FMV, appraisal,


other)


Name and address of organization
or government


EIN IRC section
(if applicable)


Amount of
cash grant


Amount of
non-cash


assistance


Description of
noncash assistance


Purpose of grant
or assistance


Enter total number of section 501(c)(3) and government organizations listed in the line 1 table


Enter total number of other organizations listed in the line 1 table


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ |


�������������������������������������������������� |


LHA


www.irs.gov/form990.


Grants and Other Assistance to Organizations,
Governments, and Individuals in the United States 2016


ACADEMY OF NUTRITION AND DIETETICS


FOUNDATION - 120 S. RIVERSIDE
SCHOLARSHIP PROGRAM AND


36-6150906 501(C)(3) 926,405. 0.


ACADEMY OF NUTRITION AND DIETETICS


GENERAL SUPPORT


1.
0.


X


PLAZA, STE 2190 - CHICAGO, IL


36-0724760


60606
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2
Part III Grants and Other Assistance to Domestic Individuals. 


(e) (a) (b) (c) (d) (f) 


Part IV Supplemental Information. 


Schedule I (Form 990) (2016)


Schedule I (Form 990) (2016) Page 


Complete if the organization answered "Yes" on Form 990, Part IV, line 22.
Part III can be duplicated if additional space is needed.


Method of valuation
(book, FMV, appraisal, other)


Type of grant or assistance Number of
recipients


Amount of
cash grant


Amount of non-
cash assistance


Description of noncash assistance


Provide the information required in Part I, line 2; Part III, column (b); and any other additional information.


PART I, LINE 2: 


RECIPIENTS PROVIDE A MID TERM AND FINAL REPORT TO THE ACADEMY OF NUTRITION


AND DIETETICS.


ACADEMY OF NUTRITION AND DIETETICS 36-0724760
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Department of the Treasury
Internal Revenue Service


632111  09-09-16


For certain Officers, Directors, Trustees, Key Employees, and Highest
Compensated Employees


Complete if the organization answered "Yes" on Form 990, Part IV, line 23.
Open to Public


Inspection
Attach to Form 990.


| Information about Schedule J (Form 990) and its instructions is at 
Employer identification number


Yes No


1a


b


1b


2


2


3


4


a


b


c


4a


4b


4c


Only section 501(c)(3), 501(c)(4), and 501(c)(29) organizations must complete lines 5-9.


5


5a


5b


6a


6b


7


8


9


a


b


6


a


b


7


8


9


For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule J (Form 990) 2016


|
|


Name of the organization


Check the appropriate box(es) if the organization provided any of the following to or for a person listed on Form 990,


Part VII, Section A, line 1a. Complete Part III to provide any relevant information regarding these items.


First-class or charter travel


Travel for companions


Housing allowance or residence for personal use


Payments for business use of personal residence


Tax indemnification and gross-up payments


Discretionary spending account


Health or social club dues or initiation fees


Personal services (such as, maid, chauffeur, chef)


If any of the boxes on line 1a are checked, did the organization follow a written policy regarding payment or


reimbursement or provision of all of the expenses described above? If "No," complete Part III to explain ~~~~~~~~~~~


Did the organization require substantiation prior to reimbursing or allowing expenses incurred by all directors,


trustees, and officers, including the CEO/Executive Director, regarding the items checked on line 1a? ~~~~~~~~~~~~


Indicate which, if any, of the following the filing organization used to establish the compensation of the organization's


CEO/Executive Director. Check all that apply. Do not check any boxes for methods used by a related organization to


establish compensation of the CEO/Executive Director, but explain in Part III.


Compensation committee


Independent compensation consultant


Form 990 of other organizations


Written employment contract


Compensation survey or study


Approval by the board or compensation committee


During the year, did any person listed on Form 990, Part VII, Section A, line 1a, with respect to the filing


organization or a related organization:


Receive a severance payment or change-of-control payment?


Participate in, or receive payment from, a supplemental nonqualified retirement plan?


Participate in, or receive payment from, an equity-based compensation arrangement?


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~


If "Yes" to any of lines 4a-c, list the persons and provide the applicable amounts for each item in Part III.


For persons listed on Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any compensation


contingent on the revenues of:


The organization?


Any related organization?


If "Yes" on line 5a or 5b, describe in Part III.


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


For persons listed on Form 990, Part VII, Section A, line 1a, did the organization pay or accrue any compensation


contingent on the net earnings of:


The organization?


Any related organization?


If "Yes" on line 6a or 6b, describe in Part III.


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


For persons listed on Form 990, Part VII, Section A, line 1a, did the organization provide any nonfixed payments


not described on lines 5 and 6? If "Yes," describe in Part III


Were any amounts reported on Form 990, Part VII, paid or accrued pursuant to a contract that was subject to the


initial contract exception described in Regulations section 53.4958-4(a)(3)? If "Yes," describe in Part III


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~


If "Yes" on line 8, did the organization also follow the rebuttable presumption procedure described in


Regulations section 53.4958-6(c)? ���������������������������������������������


LHA


www.irs.gov/form990.


SCHEDULE J
(Form 990)


Part I Questions Regarding Compensation


Compensation Information


2016


 
 
 
 


 
 
 
 


 
 
 


 
 
 


36-0724760


X
X
X


X
X


X
X
X
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2


Part II Officers, Directors, Trustees, Key Employees, and Highest Compensated Employees. 


Note: 


(B) (C)  (D)  (E)  (F) 


(i) (ii) (iii) 
(A) 


(i)


(ii)


(i)


(ii)


(i)


(ii)


(i)


(ii)


(i)


(ii)


(i)


(ii)


(i)


(ii)


(i)


(ii)


(i)


(ii)


(i)


(ii)


(i)


(ii)


(i)


(ii)


(i)


(ii)


(i)


(ii)


(i)


(ii)


(i)


(ii)


Schedule J (Form 990) 2016


Schedule J (Form 990) 2016 Page 


Use duplicate copies if additional space is needed.


For each individual whose compensation must be reported on Schedule J, report compensation from the organization on row (i) and from related organizations, described in the instructions, on row (ii).
Do not list any individuals that aren't listed on Form 990, Part VII.


The sum of columns (B)(i)-(iii) for each listed individual must equal the total amount of Form 990, Part VII, Section A, line 1a, applicable column (D) and (E) amounts for that individual.


Breakdown of W-2 and/or 1099-MISC compensation Retirement and
other deferred
compensation


Nontaxable
benefits


Total of columns
(B)(i)-(D)


Compensation
in column (B)


reported as deferred
on prior Form 990


Base
compensation


Bonus &
incentive


compensation


Other
reportable


compensation


Name and Title


ACADEMY OF NUTRITION AND DIETETICS


432,606. 68,469. 0. 38,035. 8,451. 547,561. 0.
CEO 0. 0. 0. 0. 0. 0. 0.


270,931. 0. 0. 21,200. 14,748. 306,879. 0.
COO 0. 0. 0. 0. 0. 0. 0.


243,433. 0. 0. 20,464. 14,782. 278,679. 0.
CFO 0. 0. 0. 0. 0. 0. 0.


229,096. 0. 0. 18,544. 12,159. 259,799. 0.
VP, MEMBER SERVICES 0. 0. 0. 0. 0. 0. 0.


205,830. 0. 0. 16,282. 12,128. 234,240. 0.
VP, STRATEGIC POLICY AND ADVOCACY 0. 0. 0. 0. 0. 0. 0.


202,000. 0. 0. 16,858. 8,496. 227,354. 0.
VP, POLICY, INITIATIVES & ADVOCACY 0. 0. 0. 0. 0. 0. 0.


187,653. 0. 0. 14,987. 6,059. 208,699. 0.
EXECUTIVE DIRECTOR, ACEND 0. 0. 0. 0. 0. 0. 0.


185,457. 0. 0. 14,644. 6,035. 206,136. 0.
EXECUTIVE DIRECTOR, CDR 0. 0. 0. 0. 0. 0. 0.


36-0724760


(1)  PATRICIA BABJAK


(2)  MARY BETH WHALEN


(3)  PAUL A. MIFSUD


(4)  BARBARA VISOCAN


(5)  MARY PAT RAIMONDI


(6)  JEANNE BLANKENSHIP


(7)  MARY GREGOIRE


(8)  CHRISTINE REIDY
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3


Part III Supplemental Information


Schedule J (Form 990) 2016


Schedule J (Form 990) 2016 Page 


Provide the information, explanation, or descriptions required for Part I, lines 1a, 1b, 3, 4a, 4b, 4c, 5a, 5b, 6a, 6b, 7, and 8, and for Part II. Also complete this part for any additional information. 
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Information about Schedule O (Form 990 or 990-EZ) and its instructions is at 


Complete to provide information for responses to specific questions on
Form 990 or 990-EZ or to provide any additional information.


| Attach to Form 990 or 990-EZ.
| 


(Form 990 or 990-EZ)


Open to Public
Inspection


Employer identification number


For Paperwork Reduction Act Notice, see the Instructions for Form 990 or 990-EZ. Schedule O (Form 990 or 990-EZ) (2016)


Name of the organization


LHA


www.irs.gov/form990.


SCHEDULE O Supplemental Information to Form 990 or 990-EZ
2016


FORM 990, PART III, LINE 4D, OTHER PROGRAM SERVICES: 


RESEARCH - PROGRAM PROVIDES FOR THE DEVELOPMENT OF RESEARCH EFFORTS TO


SUPPORT PUBLIC AWARENESS OF GOOD NUTRITION AND HEALTH STANDARDS.


MEETINGS AND EDUCATION - PROGRAM PROVIDES MEMBERS AND OTHER


PROFESSIONALS WITH VARIOUS EDUCATIONAL OPPORTUNITIES TO INCREASE THEIR


KNOWLEDGE AND EARN CONTINUING PROFESSIONAL EDUCATION TO MAINTAIN


CERTIFICATION.


GOVERNANCE - PROGRAM PROVIDES FOR THE OVERSIGHT BY THE VOLUNTEER


LEADERSHIP OF THE ACADEMY'S STRATEGIC AND OPERATIONAL DIRECTION.


FORM 990, PART VI, SECTION A, LINE 6: 


THE ACADEMY OF NUTRITION AND DIETETICS IS FUNDED TO BENEFIT 73,000 MEMBERS.


THE HOD SHALL EXIST TO GOVERN THE PROFESSION BY PROVIDING A FORUM FOR


MEMBERSHIP AND PROFESSIONAL ISSUES AND TO ESTABLISH AND MAINTAIN


PROFESSIONAL STANDARDS OF THE MEMBERSHIP. CORE ROLE OF THE HOD WILL INCLUDE


BUT NOT LIMITED TO ADAPTING AND MAINTAINING A CODE OF ETHICS IN CONJUNCTION


WITH THE CDR, DEVELOPING POSITION STATEMENTS AND OTHER PROFESSIONAL PAPERS


ESTABLISHING QUALIFICATIONS AND DUES OF MEMBERS, AND THE FORMULA FOR DUES


PAYMENTS TO AFFILIATES.


FORM 990, PART VI, SECTION A, LINE 7A: 


FOUR (4) SEATS ON THE BOARD OF DIRECTORS SHALL BE FILLED BY INDIVIDUALS


HOLDING DULY ELECTED OFFICES OF THE ACADEMY; THREE (3) SEATS SHALL BE


FILLED BY APPOINTMENT; THREE (3) SEATS SHALL BE FILLED BY INDIVIDUALS


ACADEMY OF NUTRITION AND DIETETICS 36-0724760
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Employer identification number


Schedule O (Form 990 or 990-EZ) (2016)


Schedule O (Form 990 or 990-EZ) (2016) Page 


Name of the organization


ELECTED FROM THE MEMBERSHIP OF THE ACADEMY ("AT-LARGE DIRECTORS"); SIX (6)


SEATS SHALL BE FILLED BY INDIVIDUALS FROM THE HOD ("HOD DIRECTORS"); AND


TWO (2) SEATS SHALL BE FILLED BY INDIVIDUALS SELECTED BY THE BOARD OF


DIRECTORS ("PUBLIC MEMBERS").


FORM 990, PART VI, SECTION A, LINE 7B: 


THE HOUSE OF DELEGATES, AS THE VOICE OF MEMBERS, GOVERNS THE PROFESSION AND


DEVELOPS POLICY ON MAJOR PROFESSIONAL ISSUES; THE HOUSE CONSISTS OF MEMBERS


FROM EACH STATE DIETETIC PRACTICE GROUP AND ASSOCIATED BUSINESS ENTITIES.


FORM 990, PART VI, SECTION B, LINE 11B: 


THE BOARD RETAINS THE SERVICES OF AN INDEPENDENT CPA FIRM TO PREPARE THE


ORGANIZATION'S FORM 990. MANAGEMENT REVIEWS THE COMPLETED FORM 990 AND


PROVIDES A FULL COPY TO ALL MEMBERS OF THE GOVERNING BODY PRIOR TO FILING.


THE GOVERNING BODY AT ITS MEETINGS ARE THEN ASKED TO ACCEPT THE RETURNS TO


BE FILED.


FORM 990, PART VI, SECTION B, LINE 12C: 


OFFICERS, DIRECTORS, TRUSTEES AND KEY EMPLOYEES ARE ANNUALLY REQUIRED TO


COMPLETE A CONFLICT OF INTEREST DISCLOSURE STATEMENT. HUMAN RESOURCES AND


CFO MONITOR AND COLLECT EACH YEAR AND THROUGHOUT THE YEAR IF NEEDED IN


BOARD OF DIRECTORS MEETINGS.


FORM 990, PART VI, SECTION B, LINE 15: 


FORM 990, PART VI, SECTION B, LINES 15A AND 15B: PROCESS FOR DETERMINING


COMPENSATION - ALL MANAGEMENT SALARIES ARE BENCH-MARKED AGAINST COMPARABLE


ACADEMY OF NUTRITION AND DIETETICS 36-0724760


DATA. HUMAN RESOURCES COMPARES TO MARKET CONDITIONS EVERY FIVE YEARS BY AN


OUTSIDE ORGANIZATION, THEY EVALUATE ALL THE POSITIONS INCLUDING THE
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Employer identification number


Schedule O (Form 990 or 990-EZ) (2016)


Schedule O (Form 990 or 990-EZ) (2016) Page 


Name of the organization


ORGANIZATION'S CEO AND EXECUTIVE DIRECTORS. THE FINAL APPROVAL OF THE CEO


COMPENSATION IS DONE BY THE BOARD OF DIRECTORS.


THE CEO REVIEWS AND DETERMINES THE COMPENSATION OF OTHER OFFICERS USING


COMPARABLE SALARY DATA.


FORM 990, PART VI, SECTION C, LINE 19: 


GOVERNING DOCUMENTS AND FINANCIAL STATEMENTS ARE AVAILABLE THROUGH THE


APPLICABLE GOVERNMENTAL AGENCIES; THE CONFLICT OF INTEREST POLICY IS


AVAILABLE UPON WRITTEN REQUEST TO THE ORGANIZATION.


FORM 990, PART IX, LINE 11G, OTHER FEES:


PROFESSIONAL FEES                                                3,347,663.


OUTSIDE SERVICES                                                   574,918.


TOTAL OTHER FEES ON FORM 990, PART IX, LINE 11G, COL A           3,922,581.


ACADEMY OF NUTRITION AND DIETETICS 36-0724760
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OMB No. 1545-0047


Department of the Treasury
Internal Revenue Service


Section 512(b)(13)


controlled


entity?


632161  09-06-16


SCHEDULE R
(Form 990) Complete if the organization answered "Yes" on Form 990, Part IV, line 33, 34, 35b, 36, or 37.


Attach to Form 990. Open to Public
Inspection| Information about Schedule R (Form 990) and its instructions is at 


Employer identification number


Part I Identification of Disregarded Entities. 


(a) (b) (c) (d) (e) (f)


Identification of Related Tax-Exempt Organizations. 
Part II


(a) (b) (c) (d) (e) (f) (g)


Yes No


For Paperwork Reduction Act Notice, see the Instructions for Form 990. Schedule R (Form 990) 2016


| 


| 


Name of the organization


Complete if the organization answered "Yes" on Form 990, Part IV, line 33.


Name, address, and EIN (if applicable)
of disregarded entity


Primary activity Legal domicile (state or


foreign country)


Total income End-of-year assets Direct controlling
entity


Complete if the organization answered "Yes" on Form 990, Part IV, line 34 because it had one or more related tax-exempt
organizations during the tax year.


Name, address, and EIN
of related organization


Primary activity Legal domicile (state or


foreign country)


Exempt Code
section


Public charity
status (if section


501(c)(3))


Direct controlling
entity


LHA


www.irs.gov/form990.


Related Organizations and Unrelated Partnerships


2016


ACADEMY OF NUTRITION AND DIETETICS


ACADEMY OF NUTRITION AND DIETETICS


ACADEMY OF NUTRITION AND DIETETICS POLITICAL
PLAZA, CHICAGO, IL  60606


CONNECTICUT AVE NW, WASHINGTON, DC  20036


FOUNDATION - 36-6150906, 120 S. RIVERSIDE


ACTION COMMITTEE - 32-0334661, 1120


TO IMPROVE THE NUTRITIONAL
HEALTH OF THE PUBLIC


TO FOOD, NUTRITION &
HEALTH ISSUES


POLITICAL ACTION DEDICATED
ILLINOIS


DISTRICT OF COLUMBIA


36-0724760


501(C)(3) LINE 7


527


X


X
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Disproportionate


allocations?


Legal
domicile
(state or
foreign
country)


General or
managing
partner?


Section
512(b)(13)
controlled


entity?


Legal domicile
(state or
foreign
country)
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2


Identification of Related Organizations Taxable as a Partnership. Part III


(a) (b) (c) (d) (e) (f) (g) (h) (i) (j) (k)


Yes No Yes No


Identification of Related Organizations Taxable as a Corporation or Trust. Part IV


(a) (b) (c) (d) (e) (f) (g) (h) (i)


Yes No


Schedule R (Form 990) 2016


Predominant income
(related, unrelated,


excluded from tax under
sections 512-514)


Schedule R (Form 990) 2016 Page 


Complete if the organization answered "Yes" on Form 990, Part IV, line 34 because it had one or more related
organizations treated as a partnership during the tax year.


Name, address, and EIN
of related organization


Primary activity Direct controlling
entity


Share of total
income


Share of
end-of-year


assets


Code V-UBI
amount in box
20 of Schedule
K-1 (Form 1065)


Percentage
ownership


Complete if the organization answered "Yes" on Form 990, Part IV, line 34 because it had one or more related
organizations treated as a corporation or trust during the tax year.


Name, address, and EIN
of related organization


Primary activity Direct controlling
entity


Type of entity
(C corp, S corp,


or trust)


Share of total
income


Share of
end-of-year


assets


Percentage
ownership


ACADEMY OF NUTRITION AND DIETETICS 36-0724760
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Part V Transactions With Related Organizations. 


Note: Yes No


1


a


b


c


d


e


f


g


h


i


j


k


l


m


n


o


p


q


r


s


(i) (ii) (iii) (iv) 1a


1b


1c


1d


1e


1f


1g


1h


1i


1j


1k


1l


1m


1n


1o


1p


1q


1r


1s


2


(a) (b) (c) (d)


(1)


(2)


(3)


(4)


(5)


(6)


Schedule R (Form 990) 2016


Schedule R (Form 990) 2016 Page 


Complete if the organization answered "Yes" on Form 990, Part IV, line 34, 35b, or 36.


 Complete line 1 if any entity is listed in Parts II, III, or IV of this schedule.


During the tax year, did the organization engage in any of the following transactions with one or more related organizations listed in Parts II-IV?


Receipt of interest, annuities, royalties, or rent from a controlled entity ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Gift, grant, or capital contribution to related organization(s)


Gift, grant, or capital contribution from related organization(s)


Loans or loan guarantees to or for related organization(s)


Loans or loan guarantees by related organization(s)


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Dividends from related organization(s) ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Sale of assets to related organization(s)


Purchase of assets from related organization(s)


Exchange of assets with related organization(s)


Lease of facilities, equipment, or other assets to related organization(s)


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Lease of facilities, equipment, or other assets from related organization(s)


Performance of services or membership or fundraising solicitations for related organization(s)


Performance of services or membership or fundraising solicitations by related organization(s)


Sharing of facilities, equipment, mailing lists, or other assets with related organization(s)


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Sharing of paid employees with related organization(s) ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Reimbursement paid to related organization(s) for expenses


Reimbursement paid by related organization(s) for expenses


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Other transfer of cash or property to related organization(s)


Other transfer of cash or property from related organization(s)


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


��������������������������������������������������������


If the answer to any of the above is "Yes," see the instructions for information on who must complete this line, including covered relationships and transaction thresholds.


Name of related organization Transaction
type (a-s)


Amount involved Method of determining amount involved


X
X


X


X


X
X


X
X


X


X


X
X


X
X
X
X


X


X


36-0724760ACADEMY OF NUTRITION AND DIETETICS


X
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Are all
partners sec.


501(c)(3)
orgs.?


Dispropor-
tionate


allocations?


General or
managing
partner?


632164  09-06-16


Yes No Yes No Yes N


4


Part VI Unrelated Organizations Taxable as a Partnership. 


(a) (b) (c) (d) (e) (f) (g) (h) (i) (j) (k)


o


Schedule R (Form 990) 2016


Predominant income
(related, unrelated,


excluded from tax under
sections 512-514)


Code V-UBI
amount in box 20
of Schedule K-1


(Form 1065)


Schedule R (Form 990) 2016 Page 


Complete if the organization answered "Yes" on Form 990, Part IV, line 37.


Provide the following information for each entity taxed as a partnership through which the organization conducted more than five percent of its activities (measured by total assets or gross revenue)
that was not a related organization. See instructions regarding exclusion for certain investment partnerships.


Name, address, and EIN
of entity


Primary activity Legal domicile
(state or foreign


country)


Share of
total


income


Share of
end-of-year


assets


Percentage
ownership


36-0724760ACADEMY OF NUTRITION AND DIETETICS
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5


Schedule R (Form 990) 2016


Schedule R (Form 990) 2016 Page 


Provide additional information for responses to questions on Schedule R. See instructions.


Part VII Supplemental Information.


ACADEMY OF NUTRITION AND DIETETICS 36-0724760
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OMB No. 1545-0687Form


For calendar year 2016 or other tax year beginning , and ending .


Department of the Treasury
Internal Revenue Service


Open to Public Inspection for
501(c)(3) Organizations Only


Employer identification number
(Employees' trust, see
instructions.)


Unrelated business activity codes
(See instructions.)


Book value of all assets
at end of year


623701  11-22-17


| Information about Form 990-T and its instructions is available at 


| Do not enter SSN numbers on this form as it may be made public if your organization is a 501(c)(3).
DA


B Print
or


Type
E


C F


G


H


I


J
(A) Income (B) Expenses (C) Net


1


2


3


4


5


6


7


8


9


10


11


12


13


a


b


a


b


c


c 1c


2


3


4a


4b


4c


5


6


7


8


9


10


11


12


13


14


15


16


17


18


19


20


21


22


23


24


25


26


27


28


29


30


31


32


33


34


14


15


16


17


18


19


20


21


22a 22b


23


24


25


26


27


28


29


30


31


32


33


34


Total deductions.


Unrelated business taxable income.


For Paperwork Reduction Act Notice, see instructions.


Total.


Check box if
address changed


Name of organization ( Check box if name changed and see instructions.)


Exempt under section


501(    )(         ) Number, street, and room or suite no. If a P.O. box, see instructions.


220(e)408(e)


408A 530(a) City or town, state or province, country, and ZIP or foreign postal code


529(a)


|Group exemption number (See instructions.)


|Check organization type 501(c) corporation 501(c) trust 401(a) trust Other trust


Describe the organization's primary unrelated business activity. |


During the tax year, was the corporation a subsidiary in an affiliated group or a parent-subsidiary controlled group?


If "Yes," enter the name and identifying number of the parent corporation.


~~~~~~ | Yes No
|


| |The books are in care of Telephone number


Gross receipts or sales


Less returns and allowances  Balance ~~~ |


Cost of goods sold (Schedule A, line 7)


Gross profit. Subtract line 2 from line 1c


Capital gain net income (attach Schedule D)


~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~


Net gain (loss) (Form 4797, Part II, line 17) (attach Form 4797) ~~~~~~


Capital loss deduction for trusts ~~~~~~~~~~~~~~~~~~~~


Income (loss) from partnerships and S corporations (attach statement)


Rent income (Schedule C)


~~~


~~~~~~~~~~~~~~~~~~~~~~


Unrelated debt-financed income (Schedule E) ~~~~~~~~~~~~~~


Interest, annuities, royalties, and rents from controlled organizations (Sch. F)~


Exploited exempt activity income (Schedule I)


Advertising income (Schedule J)


Other income (See instructions; attach schedule)


Investment income of a section 501(c)(7), (9), or (17) organization (Schedule G)


~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~


 Combine lines 3 through 12�������������������


Compensation of officers, directors, and trustees (Schedule K)


Salaries and wages


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Repairs and maintenance


Bad debts


Interest (attach schedule)


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Taxes and licenses ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Charitable contributions (See instructions for limitation rules) ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Depreciation (attach Form 4562)


Less depreciation claimed on Schedule A and elsewhere on return


~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~


Depletion


Contributions to deferred compensation plans


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Employee benefit programs ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Excess exempt expenses (Schedule I)


Excess readership costs (Schedule J)


Other deductions (attach schedule)


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


 Add lines 14 through 28 ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Unrelated business taxable income before net operating loss deduction. Subtract line 29 from line 13 ~~~~~~~~~~~~


Net operating loss deduction (limited to the amount on line 30)


Unrelated business taxable income before specific deduction. Subtract line 31 from line 30


Specific deduction (Generally $1,000, but see line 33 instructions for exceptions)


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~


 Subtract line 33 from line 32. If line 33 is greater than line 32, enter the smaller of zero or


line 32 �����������������������������������������������������


Form (2016)


(See instructions for limitations on deductions.)
(Except for contributions, deductions must be directly connected with the unrelated business income.)


LHA


www.irs.gov/form990t.


(and proxy tax under section 6033(e))


Part I Unrelated Trade or Business Income


Part II Deductions Not Taken Elsewhere


990-T 


Exempt Organization Business Income Tax Return990-T


2016
   


 
 
 
 


 
 


       


   


SEE STATEMENT 1


SEE STATEMENT 2


36-0724760ACADEMY OF NUTRITION AND DIETETICS


120 S. RIVERSIDE PLAZA, NO. 2190


CHICAGO, IL  60606


X


X


X


3,863.


1,000.
168,097.


163,234.


46,991.


46,991.
1,000.


45,991.


90,257.
325,948.


416,205.


541800 900004


c


38,403.
162,714.


201,117.


51,854.
163,234.


46,999,907.


PAUL MIFSUD 312-899-4730


X


215,088.


6


JUN 1, 2016 MAY 31, 2017
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PageForm 990-T (2016)


(attach schedule)


Under penalties of perjury, I declare that I have examined this return, including accompanying schedules and statements, and to the best of my knowledge and belief, it is true,
correct, and complete. Declaration of preparer (other than taxpayer) is based on all information of which preparer has any knowledge.


May the IRS discuss this return with


the preparer shown below (see


instructions)?


 


623711  01-18-17


2


35 Organizations Taxable as Corporations.


See instructions


a


b


c


(1) (2) (3)


(1)


(2)


35c


36


37


38


39


40


36


37


38


39


40


Trusts Taxable at Trust Rates.


Proxy tax. 


Tax on Non-Compliant Facility Income. 


Total


41


42


43


44


45


41a


41b


41c


41d


a


b


c


d


e Total credits. 41e


42


43


44Total tax.


45a


45b


45c


45d


45e


45f


45g


a


b


c


d


e


f


g


46


47


48


49


50


Total payments 46


47


48


49


50


Tax due


Overpayment.


 Credited to 2017 estimated tax Refunded


51 Yes No


52


53


Yes No


 See instructions for tax computation.


Controlled group members (sections 1561 and 1563) check here |  and:


Enter your share of the $50,000, $25,000, and $9,925,000 taxable income brackets (in that order):


$ $ $


Enter organization's share of: Additional 5% tax (not more than $11,750) $


Additional 3% tax (not more than $100,000) ~~~~~~~~~~~~~ $


Income tax on the amount on line 34 ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ |


|


|


 See instructions for tax computation. Income tax on the amount on line 34 from:


Tax rate schedule or Schedule D (Form 1041) ~~~~~~~~~~~~~~~~~~~~~~~~~~~


See instructions


Alternative minimum tax


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


See instructions ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


. Add lines 37, 38 and 39 to line 35c or 36, whichever applies ��������������������������


Foreign tax credit (corporations attach Form 1118; trusts attach Form 1116)


Other credits (see instructions)


~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~


General business credit. Attach Form 3800 ~~~~~~~~~~~~~~~~~~~~~~


Credit for prior year minimum tax (attach Form 8801 or 8827) ~~~~~~~~~~~~~~


 Add lines 41a through 41d ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Subtract line 41e from line 40 ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Other taxes. Check if from: Form 4255 Form 8611 Form 8697 Form 8866 Other


 Add lines 42 and 43 ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Payments:  A 2015 overpayment credited to 2016 ~~~~~~~~~~~~~~~~~~~


2016 estimated tax payments ~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Tax deposited with Form 8868 ~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Foreign organizations: Tax paid or withheld at source (see instructions) ~~~~~~~~~~


Backup withholding (see instructions)


Credit for small employer health insurance premiums (Attach Form 8941)


Other credits and payments:


~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~


Form 2439


OtherForm 4136 Total   |


. Add lines 45a through 45g ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Estimated tax penalty (see instructions). Check if Form 2220 is attached | ~~~~~~~~~~~~~~~~~~~


. If line 46 is less than the total of lines 44 and 47, enter amount owed ~~~~~~~~~~~~~~~~~~~ |


|


|


 If line 46 is larger than the total of lines 44 and 47, enter amount overpaid ~~~~~~~~~~~~~~


Enter the amount of line 49 you want: |


At any time during the 2016 calendar year, did the organization have an interest in or a signature or other authority


over a financial account (bank, securities, or other) in a foreign country? If YES, the organization may have to file


FinCEN Form 114, Report of Foreign Bank and Financial Accounts. If YES, enter the name of the foreign country


here |


During the tax year, did the organization receive a distribution from, or was it the grantor of, or transferor to, a foreign trust?


If YES, see instructions for other forms the organization may have to file.


~~~~~~~~~


Enter the amount of tax-exempt interest received or accrued during the tax year       $|


Signature of officer Date Title


Print/Type preparer's name Preparer's signature Date Check


self- employed


if PTIN


Firm's name Firm's EIN


Firm's address Phone no.


(see instructions)


Form (2016)


Tax ComputationPart III


Tax and PaymentsPart IV


Part V Statements Regarding Certain Activities and Other Information


Sign
Here


Paid
Preparer
Use Only


 990-T


 


   


         


 
   


 


   
 


= =


99
9


LU ANN TRAPP


X
X


6,899.


6,899.


6,941.


6,899.
5,126.
714.


36-0724760


8,000.


13,840.


6,941.
0.


PLANTE & MORAN, PLLC 38-1357951


CHICAGO, IL 60606


X


10 S. RIVERSIDE PLAZA, 9TH FLOOR


ACADEMY OF NUTRITION AND DIETETICS


02/08/18


6,899.


P01506476


(312) 207-1040


LU ANN TRAPP


CEO
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Description of property


   Rent received or accrued


    Deductions directly connected with the income in
columns 2(a) and 2(b) (attach schedule)         From personal property (if the percentage of


 rent for personal property is more than 
10% but not more than 50%)


       From real and personal property (if the percentage
of rent for personal property exceeds 50% or if


the rent is based on profit or income)


Total Total


Enter here and on page 1,
Part I, line 6, column (B)


   Deductions directly connected with or allocable
to debt-financed property    Gross income from


or allocable to debt-
financed property


    Straight line depreciation
(attach schedule)


 Other deductions
(attach schedule)


Description of debt-financed property


     Amount of average acquisition 
debt on or allocable to debt-financed


property (attach schedule)


    Average adjusted basis
of or allocable to


debt-financed property
(attach schedule)


   Column 4 divided
    by column 5


    Gross income
reportable (column


2 x column 6)


     Allocable deductions
(column 6 x total of columns


3(a) and 3(b))


Enter here and on page 1,


Part I, line 7, column (A).


Enter here and on page 1,


Part I, line 7, column (B).


623721  01-18-17


3


1


2


3


4


1


2


3


4a


4b


5


6


7


8


6


7


Cost of goods sold.


a


b


Yes No


Total.5


1.


2.
3(a)


(a) (b)


(b) Total deductions.(c) Total income.


3.
2.


(a) (b)1.


4. 7.5. 6. 8.


Totals


Total dividends-received deductions


990-T 


Form 990-T (2016) Page


|


Inventory at beginning of year


Purchases


~~~ Inventory at end of year ~~~~~~~~~~~~


~~~~~~~~~~~  Subtract line 6


Cost of labor~~~~~~~~~~~ from line 5. Enter here and in Part I,


line 2Additional section 263A costs


(attach schedule)


Other costs (attach schedule)


~~~~~~~~~~~~~~~~~~~~


~~~~~~~~ Do the rules of section 263A (with respect to


property produced or acquired for resale) apply to


the organization?


~~~


Add lines 1 through 4b ��� �����������������������


 Add totals of columns 2(a) and 2(b). Enter


here and on page 1, Part I, line 6, column (A) ������� | � |


%


%


%


%


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ |


 included in column 8 ��������������������������������� |


Form (2016)


Enter method of inventory valuation


(see instructions)


(1)


(2)


(3)


(4)


(1)


(2)


(3)


(4)


(see instructions)


(1)


(2)


(3)


(4)


(1)


(2)


(3)


(4)


Schedule A - Cost of Goods Sold. 


Schedule C - Rent Income (From Real Property and Personal Property Leased With Real Property)


Schedule E - Unrelated Debt-Financed Income


0.


N/A


0. 0.


36-0724760ACADEMY OF NUTRITION AND DIETETICS


0.
0.


0. 0.
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Employer Net unrelated income Total of specified Deductions directlyPart of column 4 that is  Name of controlled organization
identification


number
(loss) (see instructions) payments made included in the controlling


organization's gross income
connected with income


in column 5


Taxable Income Net unrelated income (loss) Total of specified payments Part of column 9 that is included Deductions directly connected
in the controlling organization's


gross income
made(see instructions) with income in column 10


Add columns 5 and 10.


Enter here and on page 1, Part I,


line 8, column (A).


Add columns 6 and 11.


Enter here and on page 1, Part I,


line 8, column (B).


    Deductions
directly connected
(attach schedule)


    Total deductions
and set-asides


(col. 3 plus col. 4)


   Set-asides
(attach schedule)


Description of income Amount of income


Enter here and on page 1,
Part I, line 9, column (A).


Enter here and on page 1,
Part I, line 9, column (B).


Description of
exploited activity


Gross
unrelated business


income from
trade or business


Expenses
directly connected


with production
of unrelated


business income


Net income (loss)
from unrelated trade or


business (column 2
minus column 3). If a
gain, compute cols. 5


through 7.


Gross income
from activity that
is not unrelated


business income


Expenses
attributable to


column 5


Excess exempt
expenses (column
6 minus column 5,
but not more than


column 4).


Enter here and on
page 1, Part I,


line 10, col. (A).


Enter here and on
page 1, Part I,


line 10, col. (B).


Enter here and
on page 1,


Part II, line 26.


Gross
advertising


income


Direct
advertising costs


Advertising gain
or (loss) (col. 2 minus


col. 3). If a gain, compute
cols. 5 through 7.


Circulation
income


Readership
costs


Excess readership
costs (column 6 minus
column 5, but not more


than column 4).


Name of periodical


623731  01-18-17


4


1. 2. 3. 4. 5. 6.


7. 8. 9. 10. 11.


Totals


3. 5.4.1. 2.


Totals


1. 
2. 3. 4. 


5. 6. 
7. 


Totals


2. 3. 
4. 


5. 6. 
7. 


1. 


Totals


 


Form 990-T (2016) Page


����������������������������������������


������������������������������


����������


 (carry to Part II, line (5)) ��


(see instructions)


Exempt Controlled Organizations


(1)


(2)


(3)


(4)


Nonexempt Controlled Organizations


(1)


(2)


(3)


(4)


(see instructions)


(1)


(2)


(3)


(4)


(see instructions)


(1)


(2)


(3)


(4)


(see instructions)


(1)


(2)


(3)


(4)


Form  (2016)


Schedule F - Interest, Annuities, Royalties, and Rents From Controlled Organizations


Schedule G - Investment Income of a Section 501(c)(7), (9), or (17) Organization


Schedule I - Exploited Exempt Activity Income, Other Than Advertising Income


Schedule J - Advertising Income


Income From Periodicals Reported on a Consolidated BasisPart I


990-T


J


9


9


9
STATEMENT 3


STMT 4
MAILING LIST
RENTAL 90,257. 38,403. 51,854.


0.


36-0724760ACADEMY OF NUTRITION AND DIETETICS


0. 0.


163,234. 1797467.325,948. 162,714. 3090361. 163,234.


0. 0.


90,257. 38,403.
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Gross
advertising


income


Direct
advertising costs


Advertising gain
or (loss) (col. 2 minus


col. 3). If a gain, compute
cols. 5 through 7.


Circulation
income


Readership
costs


Excess readership
costs (column 6 minus
column 5, but not more


than column 4).


Name of periodical


Enter here and on
page 1, Part I,


line 11, col. (A).


Enter here and on
page 1, Part I,


line 11, col. (B).


Enter here and
on page 1,


Part II, line 27.


     Percent of
time devoted to


business


      Compensation attributable
to unrelated businessTitleName


623732  01-18-17


5


2. 3. 
4. 


5. 6. 
7. 


1. 


Totals from Part I


Totals,


3. 4.
2.1.


Total. 


990-T 


Form 990-T (2016) Page


�������


 Part II (lines 1-5)�����


%


%


%


%


Enter here and on page 1, Part II, line 14 �����������������������������������


Form (2016)


(For each periodical listed in Part II, fill in
columns 2 through 7 on a line-by-line basis.)


(1)


(2)


(3)


(4)


(see instructions)


(1)


(2)


(3)


(4)


Income From Periodicals Reported on a Separate BasisPart II


Schedule K - Compensation of Officers, Directors, and Trustees


9
9


9


36-0724760ACADEMY OF NUTRITION AND DIETETICS


325,948. 162,714.


325,948. 162,714. 163,234.


0.


163,234.
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}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}                                  }}}}}}}}}}
ACADEMY OF NUTRITION AND DIETETICS                                  36-0724760


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~
STATEMENT 1FORM 990-T     DESCRIPTION OF ORGANIZATION'S PRIMARY UNRELATED


                             BUSINESS ACTIVITY
}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}


PUBLICATION ADVERTISING INCOME AND MAILING LIST RENTAL


TO FORM 990-T, PAGE 1


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~
STATEMENT 2FORM 990-T                      OTHER DEDUCTIONS


}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}
 
DESCRIPTION                                                         AMOUNT
}}}}}}}}}}}                                                     }}}}}}}}}}}}}}
TAX PREPARATION FEE 1,000.


                                                                }}}}}}}}}}}}}}
TOTAL TO FORM 990-T, PAGE 1, LINE 28 1,000.
                                                                ~~~~~~~~~~~~~~
 


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~
STATEMENT 3FORM 990-T     SCHEDULE J - INCOME FROM PERIODICALS REPORTED


                            ON A CONSOLIDATED BASIS
}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}


                              GROSS ADV   DIRECT ADV  CIRCULATION   READERSHIP
NAME OF PERIODICAL             INCOME       COSTS        INCOME       COSTS
}}}}}}}}}}}}}}}}}}          }}}}}}}}}}}} }}}}}}}}}}}} }}}}}}}}}}}} }}}}}}}}}}}
FOOD AND NUTRITION
MAGAZINE 151,405. 45,427. 254,699. 670,140.
DPG NEWSLETTER 92,750. 117,287. 266,735. 384,277.
JOURNAL OF ACADEMY OF
NUTRITION & DIETETICS 81,793. 0. 1,276,033. 2,035,944.


                            }}}}}}}}}}}} }}}}}}}}}}}} }}}}}}}}}}}} }}}}}}}}}}}
TO FM 990-T, SCH J, PART I 325,948. 162,714. 1,797,467. 3,090,361.
                            ~~~~~~~~~~~~ ~~~~~~~~~~~~ ~~~~~~~~~~~~ ~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~
STATEMENT 4FORM 990-T     SCHEDULE I - EXPENSES DIRECTLY CONNECTED WITH 


                  PRODUCTION OF UNRELATED BUSINESS INCOME
}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}
 
                                         ACTIVITY
DESCRIPTION                               NUMBER      AMOUNT         TOTAL
}}}}}}}}}}}                              }}}}}}}} }}}}}}}}}}}}}} }}}}}}}}}}}}}
LIST RENTAL EXPENSES  38,403.  
                            - SUBTOTAL - 1  38,403.


                                                                 }}}}}}}}}}}}}
TOTAL OF FORM 990-T, SCHEDULE I, COLUMN 3 38,403.
                                                                 ~~~~~~~~~~~~~
 


STATEMENT(S) 1, 2, 3, 454
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Department of the Treasury
Internal Revenue Service


File by the
due date for
filing your
return. See
instructions.


623841  01-11-17


| File a separate application for each return.


| Information about Form 8868 and its instructions is at .


Electronic filing 


Enter filer's identifying number


Type or


print


Application


Is For


Return


Code


Application


Is For


Return


Code


1


2


3a


 b


 c


3a


3b


3c


$


$


$


Balance due.


Caution: 


For Privacy Act and Paperwork Reduction Act Notice, see instructions. 8868


www.irs.gov/efile e-file Charities and Non-Profits.


Form


(Rev. January 2017)
OMB No. 1545-1709


 You can electronically file Form 8868 to request a 6-month automatic extension of time to file any of the


forms listed below with the exception of Form 8870, Information Return for Transfers Associated With Certain Personal Benefit


Contracts, for which an extension request must be sent to the IRS in paper format (see instructions). For more details on the electronic


filing of this form, visit , click on Charities & Non-Profits, and click on  for 


All corporations required to file an income tax return other than Form 990-T (including 1120-C filers), partnerships, REMICs, and trusts


must use Form 7004 to request an extension of time to file income tax returns.


Name of exempt organization or other filer, see instructions. Employer identification number (EIN) or


Number, street, and room or suite no. If a P.O. box, see instructions.


City, town or post office, state, and ZIP code. For a foreign address, see instructions.


Social security number (SSN)


Enter the Return Code for the return that this application is for (file a separate application for each return) �����������������


Form 990 or Form 990-EZ


Form 990-BL


Form 4720 (individual)


Form 990-PF


01


02


03


04


05


06


Form 990-T (corporation) 07


08


09


10


11


12


Form 1041-A


Form 4720 (other than individual)


Form 5227


Form 6069


Form 8870


Form 990-T (sec. 401(a) or 408(a) trust)


Form 990-T (trust other than above)


¥ The books are in the care of |


Telephone No. | Fax No. |


¥ If the organization does not have an office or place of business in the United States, check this box ~~~~~~~~~~~~~~~~~ |


¥ If this is for a Group Return, enter the organization's four digit Group Exemption Number (GEN) . If this is for the whole group, check this


box . If it is for part of the group, check this box and attach a list with the names and EINs of all members the extension is for.| |


I request an automatic 6-month extension of time until , to file the exempt organization return


for the organization named above. The extension is for the organization's return for:


|


|


calendar year or


tax year beginning , and ending .


If the tax year entered in line 1 is for less than 12 months, check reason: Initial return Final return


Change in accounting period


If this application is for Forms 990-BL, 990-PF, 990-T, 4720, or 6069, enter the tentative tax, less any


nonrefundable credits. See instructions.


If this application is for Forms 990-PF, 990-T, 4720, or 6069, enter any refundable credits and


estimated tax payments made. Include any prior year overpayment allowed as a credit.


 Subtract line 3b from line 3a. Include your payment with this form, if required,


by using EFTPS (Electronic Federal Tax Payment System). See instructions.


If you are going to make an electronic funds withdrawal (direct debit) with this Form 8868, see Form 8453-EO and Form 8879-EO for payment
instructions.


LHA Form  (Rev. 1-2017)


www.irs.gov/form8868


(e-file). 


Automatic 6-Month Extension of Time. Only submit original (no copies needed).


8868 Application for Automatic Extension of Time To File an
Exempt Organization Return


 


   


 
 


   
 


ACADEMY OF NUTRITION AND DIETETICS


PAUL MIFSUD


X


0.


0.


0.


312-899-4730


120 S. RIVERSIDE PLAZA, NO. 2190


CHICAGO, IL  60606


36-0724760


  APRIL 15, 2018


JUN 1, 2016 MAY 31, 2017


120 S RIVERSIDE PLAZA, SUITE 2190 - CHICAGO, IL 60606


0 1
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Department of the Treasury
Internal Revenue Service


File by the
due date for
filing your
return. See
instructions.


623841  01-11-17


| File a separate application for each return.


| Information about Form 8868 and its instructions is at .


Electronic filing 


Enter filer's identifying number


Type or


print


Application


Is For


Return


Code


Application


Is For


Return


Code


1


2


3a


 b


 c


3a


3b


3c


$


$


$


Balance due.


Caution: 


For Privacy Act and Paperwork Reduction Act Notice, see instructions. 8868


www.irs.gov/efile e-file Charities and Non-Profits.


Form


(Rev. January 2017)
OMB No. 1545-1709


 You can electronically file Form 8868 to request a 6-month automatic extension of time to file any of the


forms listed below with the exception of Form 8870, Information Return for Transfers Associated With Certain Personal Benefit


Contracts, for which an extension request must be sent to the IRS in paper format (see instructions). For more details on the electronic


filing of this form, visit , click on Charities & Non-Profits, and click on  for 


All corporations required to file an income tax return other than Form 990-T (including 1120-C filers), partnerships, REMICs, and trusts


must use Form 7004 to request an extension of time to file income tax returns.


Name of exempt organization or other filer, see instructions. Employer identification number (EIN) or


Number, street, and room or suite no. If a P.O. box, see instructions.


City, town or post office, state, and ZIP code. For a foreign address, see instructions.


Social security number (SSN)


Enter the Return Code for the return that this application is for (file a separate application for each return) �����������������


Form 990 or Form 990-EZ


Form 990-BL


Form 4720 (individual)


Form 990-PF


01


02


03


04


05


06


Form 990-T (corporation) 07


08


09


10


11


12


Form 1041-A


Form 4720 (other than individual)


Form 5227


Form 6069


Form 8870


Form 990-T (sec. 401(a) or 408(a) trust)


Form 990-T (trust other than above)


¥ The books are in the care of |


Telephone No. | Fax No. |


¥ If the organization does not have an office or place of business in the United States, check this box ~~~~~~~~~~~~~~~~~ |


¥ If this is for a Group Return, enter the organization's four digit Group Exemption Number (GEN) . If this is for the whole group, check this


box . If it is for part of the group, check this box and attach a list with the names and EINs of all members the extension is for.| |


I request an automatic 6-month extension of time until , to file the exempt organization return


for the organization named above. The extension is for the organization's return for:


|


|


calendar year or


tax year beginning , and ending .


If the tax year entered in line 1 is for less than 12 months, check reason: Initial return Final return


Change in accounting period


If this application is for Forms 990-BL, 990-PF, 990-T, 4720, or 6069, enter the tentative tax, less any


nonrefundable credits. See instructions.


If this application is for Forms 990-PF, 990-T, 4720, or 6069, enter any refundable credits and


estimated tax payments made. Include any prior year overpayment allowed as a credit.


 Subtract line 3b from line 3a. Include your payment with this form, if required,


by using EFTPS (Electronic Federal Tax Payment System). See instructions.


If you are going to make an electronic funds withdrawal (direct debit) with this Form 8868, see Form 8453-EO and Form 8879-EO for payment
instructions.


LHA Form  (Rev. 1-2017)


www.irs.gov/form8868


(e-file). 


Automatic 6-Month Extension of Time. Only submit original (no copies needed).


8868 Application for Automatic Extension of Time To File an
Exempt Organization Return


 


   


 
 


   
 


ACADEMY OF NUTRITION AND DIETETICS


PAUL MIFSUD


X


13,840.


5,840.


8,000.


312-899-4730


120 S. RIVERSIDE PLAZA, NO. 2190


CHICAGO, IL  60606


36-0724760


  APRIL 15, 2018


JUN 1, 2016 MAY 31, 2017


120 S RIVERSIDE PLAZA, SUITE 2190 - CHICAGO, IL 60606


0 7
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TAX RETURN FILING INSTRUCTIONS
ILLINOIS FORM IL-990-T


FOR THE YEAR ENDING
MAY 31, 2017 


PREPARED FOR:


PAUL MIFSUD
ACADEMY OF NUTRITION AND DIETETICS
120 S. RIVERSIDE PLAZA NO. 2190
CHICAGO, IL  60606


PREPARED BY:


PLANTE & MORAN, PLLC
10 S. RIVERSIDE PLAZA, 9TH FLOOR
CHICAGO, IL  60606


TO BE SIGNED AND DATED BY:


THE AUTHORIZED INDIVIDUAL(S).


AMOUNT OF TAX:
TOTAL TAX $ 3,863 
LESS: PAYMENTS AND CREDITS $ 6,967  
PLUS: OTHER AMOUNT 0  
PLUS: INTEREST AND PENALTIES $ 0   
OVERPAYMENT $ 3,104 


OVERPAYMENT:


CREDITED TO YOUR ESTIMATED 
TAX


$ 0 
OTHER AMOUNT $ 0
REFUNDED TO YOU $ 0 


MAKE CHECK PAYABLE TO:


NOT APPLICABLE


MAIL TAX RETURN AND CHECK (IF APPLICABLE) TO:


ILLINOIS DEPARTMENT OF REVENUE
P.O. BOX 19009
SPRINGFIELD, IL 62794-9009


RETURN MUST BE MAILED ON OR BEFORE:


MAY 15, 2018


SPECIAL INSTRUCTIONS:


DRAFT 2-8-18







2017 ESTIMATED TAX FILING INSTRUCTIONS
ILLINOIS ESTIMATED TAX


FOR THE YEAR ENDING
MAY 31, 2018 


PREPARED FOR:


PAUL MIFSUD
ACADEMY OF NUTRITION AND DIETETICS
120 S. RIVERSIDE PLAZA NO. 2190
CHICAGO, IL  60606


PREPARED BY:
PLANTE & MORAN, PLLC
10 S. RIVERSIDE PLAZA, 9TH FLOOR
CHICAGO, IL  60606


AMOUNT OF TAX:


TOTAL ESTIMATED TAX $ 1,560 
LESS CREDIT FROM PRIOR YEAR $  0
LESS AMOUNT ALREADY PAID ON 2017 ESTIMATE $  0 
BALANCE DUE $ 1,560 


           PAYABLE IN FULL OR IN INSTALLMENTS AS FOLLOWS:


VOUCHER AMOUNT DUE DATE
NO 1 $  0    SEPTEMBER 15, 2017 
NO 2 $ 0     0, 0 
NO 3 $ 0     0, 0 
NO 4 $ 1,560     MAY 15, 2018 


MAKE CHECK PAYABLE TO:


ILLINOIS DEPARTMENT OF REVENUE


MAIL VOUCHER AND CHECK TO:


ILLINOIS DEPARTMENT OF REVENUE
P.O. BOX 19045
SPRINGFIELD, IL 62794-9045


SPECIAL INSTRUCTIONS:


MAIL EACH INSTALLMENT ON OR BEFORE THE DATE INDICATED ABOVE. 
ENCLOSE A CHECK FOR THE SPECIFIED AMOUNT.


DRAFT 2-8-18







649981  01-12-17


Official use only


Month Year


ID: 2BX


STOP


Payment Amount (Whole dollars only)


Phone number


(R-12/16)


Tax year ending


Write your FEIN, tax year ending, and "IL-505-B"
on your check or money order and make it payable
to "Illinois Department of Revenue."


Mail to: Illinois Department of Revenue, P.O. Box 19045, Springfield, IL 62794-9045


FEIN


Illinois Department of Revenue


Illinois Department of Revenue


If no payment is due or you make your payment electronically, do not file this form.


$


Automatic Extension Payment for 2016


Automatic Extension Payment


IL-505-B


IL-505-B


!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!


36-0724760


ACADEMY OF NUTRITION AND DIETETICS
3,000.00120 S. RIVERSIDE PLAZA, NO. 2000


(312) 207-1040


ACADEMY OF NUTRITION AND DIETETICS 36-0724760


000
05


CHICAGO 60606


505020517 4 360724760 000 2 


17


IL


2


DRAFT 2-8-18







649423  08-28-17


1


2


3


4


5


6


7


8


9


10


11


12


1


2


3


4


5


6


7


8


9


10


11


12


stop.


on or before


after


1


2


3


4


5


Total


ID: 2BX


Complete this worksheet to compute your 2017 estimated tax. Keep this record for your files.


| If your income changes during the year, complete the amended worksheet in the instructions.


Enter the amount of Illinois net income expected in 2017.


Multiply Line 1 by your applicable rate, and enter the result. (See rates on pages 2 and 3.) If you


completed Schedule SA (IL-1120), enter the result from the Specific Accounting Line 2 Formula (page 3).


Enter the amount of recapture of investment credits expected in 2017.


Enter the amount of Compassionate Use of Medical Cannabis Pilot Program Act surcharge


expected in 2017. See the Form IL-1120, Step 8, Line 56 instructions for more information.


Add Lines 2 through 4 and enter the result.


Enter the amount of Illinois tax credits expected in 2017 as calculated on the corresponding


Form IL-477 or Schedule 1299-D.


Enter the amount of pass-through withholding payments expected to be made on your


behalf in 2017 on any Schedule K-1-P or Schedule K-1-T you receive.


Enter the amount of any Illinois gambling withholding shown on any 2017 Form W-2G you received.


Add Lines 6 through 8 and enter the result.


Subtract Line 9 from Line 5 and enter the result. If $400 or less,  You do not have to make


estimated tax payments. If more than $400, continue to Line 11.


Subtract Line 6 from Line 5 and enter the result.


Divide Line 11 by 4. This is the amount of each of your estimated tax payments.


| You may use pass-through withholding payments made on your behalf on any Schedule K-1-P or K-1-T you received to
reduce the estimated tax payment for the quarter in which the tax year shown on the Schedule K-1-P or K-1-T falls and any
subsequent tax payment until the entire credit is used.


| You may use Illinois gambling withholding shown on any 2017 Form W-2G you received to reduce the estimated tax
payment for the quarter in which the gambling winnings were received and any subsequent tax payment until the entire
credit is used.


| If you made the election to credit a prior year overpayment to 2017 and


¥ the election was made  the extended due date of that prior year return, use the credit to reduce the first estimated tax 
payment and any subsequent tax payments until the entire credit is used.


| If all or a portion of the credit results from payments made after the due date of your first estimated tax installment of that prior 
year return, that portion of your credit is considered to be paid on the date you made the payment. If that payment date is on or before
an estimated payment due date, you may use that portion of the credit to reduce that estimated tax payment and any subsequent tax 
payments until the entire credit is used.


¥ the election was made  the extended due date of that prior year return, the credit will be treated as paid on the date you submitted 
the election. If that payment date is on or before an estimated payment due date, you may use the credit to reduce that estimated tax 
payment and any subsequent tax payments until the entire credit is used.


(Fiscal year filers see "When are estimated payments due?")


Enter your federal employer identification number (FEIN).


Enter your name, C/O information (if applicable), address, and phone number.


Enter the month and year your tax year ends.


Enter the amount you are paying from Step 1, Line 12, or Step 4, Line 16 or Line 18, if you amended your original


estimated tax.


Detach the voucher and enclose a check or money order for the amount you are paying. 


Write your FEIN, tax year ending, and "IL-1120-ES" on your payment.


Make your check or money order payable to "Illinois Department of Revenue."


Mail your completed voucher and payment to the address shown on the voucher.


Complete Step 3 below for your records.


Check or
money order


number


Voucher
amount


Voucher
date


IL-1120-ES (R-07/17)


Note


Note


Step 1: Complete the Estimated Tax Worksheet.


Step 2: Complete the estimated tax voucher.


Step 3: Record your estimated tax payments.


IL-1120-ES 2017


c
c
c
c


STATEMENT 1
49,854.


4,664.


4,664.


4,664.


ACADEMY OF NUTRITION AND DIETETICS 36-0724760


ESTIMATE INSTALLMENT DUE DATES:


1,560.


09/15/17
11/15/17
02/15/18
05/15/18


3,104.OVERPAYMENT APPLIED


4,664.


4,664.


DRAFT 2-8-18







This form is authorized as outlined by the Illinois Income Tax Act. Disclosure of this
 information is REQUIRED. Failure to provide information could result in a penalty.


649424  08-28-17


| 


1


2


3


4


5


6


7


8


9


10


11


12


13


14


15


16


17


18


1


2


3


4


5


6


7


8


9


10


11


12


13


14


15


16


17


18


stop.


ID: 2BX


Enter the amount of Illinois net income expected in 2017.


Multiply Line 1 by your applicable rate, and enter the result. (See rates on pages 2 and 3.) If you


completed Schedule SA (IL-1120), enter the result from the Specific Accounting Line 2 Formula (page 3).


Enter the amount of recapture of investment credits expected in 2017.


Enter the amount of Compassionate Use of Medical Cannabis Pilot Program Act surcharge


expected in 2017. See the Form IL-1120, Step 8, Line 56 instructions for more information.


Add Lines 2 through 4 and enter the result.


Enter the amount of Illinois tax credits expected in 2017 as calculated on the corresponding


Form IL-477 or Schedule 1299-D.


Enter the amount of pass-through withholding payments expected to be made on your 


behalf in 2017 on any Schedule K-1-P or Schedule K-1-T you receive.


Enter the amount of any Illinois gambling withholding shown on any 2017 Form W-2G you received.


Add Lines 6 through 8 and enter the result.


Subtract Line 9 from Line 5 and enter the result. If $400 or less,  You do not have to make


estimated tax payments. If more than $400, continue to Line 11.


Subtract Line 6 from Line 5 and enter the result.


Divide Line 11 by 4.


Enter the amount of estimated tax payments made with 2017 Forms IL-1120-ES,


including any timely prior year overpayments applied to tax year 2017, timely pass-through


withholding made on your behalf, or timely Illinois gambling withholding shown on any 2017


Form W-2G you received.


See the Step 1, Line 12, instructions to determine if your credit for a prior year


overpayment or withholding amount is considered timely.


Multiply Line 12 by the number of previously due estimated payments.


Subtract Line 13 from Line 14 and enter the result. This amount may be negative.


Add Lines 12 and 15 and enter the result. If positive, this is the amount due on your next payment due date.


If zero or negative, the amount due on your next payment due date is zero.


If Line 16 is negative, continue to Line 17. Otherwise, stop here.


If Line 16 is negative, enter that amount as a positive number.


Subtract Line 17 from Line 12 and enter the result. This is the amount due on the following


due date, if applicable.


IL-1120-ES (R-07/17)


Note


Step 4: Complete the amended worksheet if a change occurs in your original estimated tax.


IL-1120-ES 2017


ACADEMY OF NUTRITION AND DIETETICS 36-0724760
DRAFT 2-8-18
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¥  15th day of the 4th month
¥  15th day of the 6th month
¥  15th day of the 9th month
¥  15th day of the 12th month


Month Year


Illinois Department of Revenue


ID: 2BX Illinois Department of Revenue,


P.O. Box 19045, Springfield, IL 62794-9045 Estimated tax payment due dates


Enter your payment amount on this line.


(R-12/16)


Official use only


Write your FEIN, tax year ending, and "IL-1120-ES"
on your check or money order and make it payable
to "Illinois Department of Revenue."


Mail to 


FEIN:


Tax year ending


Preparer's phone number


Estimated Income and Replacement
Tax Payment for Corporations


$


2017 IL-1120-ES


11111111111111111111111111111111111111111111111111111111111111111111
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Illinois Department of Revenue


ID: 2BX Illinois Department of Revenue,


P.O. Box 19045, Springfield, IL 62794-9045 Estimated tax payment due dates


Enter your payment amount on this line.


(R-12/16)


Official use only


Write your FEIN, tax year ending, and "IL-1120-ES"
on your check or money order and make it payable
to "Illinois Department of Revenue."


Mail to 


FEIN:


Tax year ending


Preparer's phone number


Estimated Income and Replacement
Tax Payment for Corporations


$


2017 IL-1120-ES
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Month Year


Illinois Department of Revenue


ID: 2BX Illinois Department of Revenue,


P.O. Box 19045, Springfield, IL 62794-9045 Estimated tax payment due dates


Enter your payment amount on this line.


(R-12/16)


Official use only


Write your FEIN, tax year ending, and "IL-1120-ES"
on your check or money order and make it payable
to "Illinois Department of Revenue."


Mail to 


FEIN:


Tax year ending


Preparer's phone number


Estimated Income and Replacement
Tax Payment for Corporations


$
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¥  15th day of the 9th month
¥  15th day of the 12th month


Month Year


Illinois Department of Revenue


ID: 2BX Illinois Department of Revenue,


P.O. Box 19045, Springfield, IL 62794-9045 Estimated tax payment due dates


Enter your payment amount on this line.


(R-12/16)


Official use only


Write your FEIN, tax year ending, and "IL-1120-ES"
on your check or money order and make it payable
to "Illinois Department of Revenue."


Mail to 


FEIN:


Tax year ending


Preparer's phone number


Estimated Income and Replacement
Tax Payment for Corporations


$


2017 IL-1120-ES
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month day year month day year
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698021  08-15-17


on after


If the amount on Line 3 is derived inside Illinois only or if you are an Illinois resident trust, check this box and enter the amount
from Step 2, Line 3 on Step 4, Line 12. You may not complete Step 3. (You must leave Step 3, Lines 4 through 11 blank.)


If any portion of the amount on Line 3 is derived outside Illinois, check this box and complete all lines of Step 3.
See instructions.


D


E


F


G


H


I


A


B


first return,


address change.
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NS DR


For tax years ending  or  December 31, 2016. For prior years, use the form for that year.


IL-990-T Page 1 of 2 (R-07/17)


Due on or before the 15th day of the 5th month (4th month for employee trusts) following the close of the tax year.


If this return is not for calendar year 2016, enter your fiscal tax year here. Enter the amount you are paying.
Tax year beginning 20 , ending 20


$


Enter your federal employer identification no. (FEIN).


Enter your complete legal business name.


If you have a name change, check this box.


Check if you are taxed as a corporation.


Name:


Enter your mailing address.


Check this box if either of the following apply:


Check if you are taxed as a trust.


¥


¥


this is your  or


you have an 


Provide the nature of your unrelated trade or


business.


C/O:


Check this box if you attached Illinois


Schedule 1299-D, Income Tax Credits.Mailing address:


City: State: ZIP: Enter your North American Industry Classification


System (NAICS) Code, if applicable. See instructions.Check the applicable box if one of the following applies.


First return Final return (If final, enter the date. )


(Whole dollars only)


Unrelated business taxable income or loss from U.S. Form 990-T, Line 34.


a copy of Page 1 of your U.S. Form 990-T.


Illinois income and replacement tax and surcharge deducted in arriving at Line 1.


.00


.00


.00Add Lines 1 and 2.


 (Complete only if you checked the box on Line B, above.)


Business income or loss included in Line 3 from non-unitary partnerships, partnerships included on a


Schedule UB, S corporations, trusts, or estates. See instructions.


Business income or loss. Subtract Line 4 from Line 3.


.00


.00


Total sales everywhere. This amount cannot be negative.


Total sales inside Illinois. This amount cannot be negative.


Apportionment factor. Divide Line 7 by Line 6 (carry to six decimal places).


Business income or loss apportionable to Illinois. Multiply Line 5 by Line 8.


Business income or loss apportionable to Illinois from non-unitary partnerships, partnerships included on


a Schedule UB, S corporations, trusts, or estates. See instructions.


Add Lines 9 and 10.


.00


.00


.00


Net income or loss from Line 3 or Line 11. .00


.00


.00


.00


.00


.00


Replacement tax.  multiply Line 12 by 2.5% (.025);  multiply by 1.5% (.015).


Recapture of investment credits. Schedule 4255.


Replacement tax before investment credits. Add Lines 13 and 14.


Investment credits. Form IL-477.


Subtract Line 16 from Line 15. If the amount is negative, enter "0."


Illinois Department of Revenue


Step 1:  Identify your exempt organization


Step 2:  Figure your base income or loss


STOP


Step 3:  Figure your income allocable to Illinois 


.


Step 4:  Figure your net replacement tax


Exempt Organization Income and Replacement Tax Return


2016 Form IL-990-T


 
 


 


 


 


   


 


 


<


;


SEE STATEMENT 2


36-0724760


120 S. RIVERSIDE PLAZA, NO. 219


X


45,991
3,863


49,854


49,854
1,246


1,246


1,246


X


CHICAGO


ACADEMY OF NUTRITION AND DIETETICS


JUN 1, MAY 31


IL 60606


16 17


541800 900004


X
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This form is authorized as outlined by the Illinois Income Tax Act. Disclosure of this
information is REQUIRED. Failure to provide information could result in a penalty.


18
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21


22


23


18


19


20


21


22


23


Fiscal filers 


Corporations:


Trusts:


Attach 


Attach 


Net income tax. 


24


25


26


27


28


29


30


31


32


Total net income and replacement taxes and surcharge. 


24


25


26


27


a


b


c


d


e


28a


28b


28c


28d


28e


 Attach


 Attach


Overpayment. 


credited forward. 


Refund. 


29


30


31


32


Complete to direct deposit your refund
33


34 Tax Due. 34


If you owe tax on Line 34, complete a payment voucher, Form IL-990-T-V. Write your FEIN, tax year ending, and "IL-990-T-V" on
your check or money order and make it payable to "Illinois Department of Revenue." Attach your voucher and payment to the
front of this form.


Enter the amount of your payment on the top of Page 1 in the space provided.


not Illinois Department of Revenue, P.O. Box 19009, Springfield, IL 62794-9009


Illinois Department of Revenue, P.O. Box 19053, Springfield, IL 62794-9053


ID: 2BX


IL-990-T Page 2 of 2 (R-07/17)


Net income or loss from Line 12. .00


.00


.00


.00


.00


.00


Income Tax. - See instructions. 


 multiply Line 18 by 5.25% (.0525).


 multiply Line 18 by 3.75% (.0375).


Recapture of investment credits. Schedule 4255.


Income tax before credits. Add Lines 19 and 20.


Income tax credits. Schedule 1299-D.


Subtract Line 22 from Line 21. If the amount is negative, enter "0."


Net replacement tax from Line 17.


Net income tax from Line 23.


Compassionate Use of Medical Cannabis Pilot Program Act surcharge. See instructions.


Add Lines 24, 25, and 26.


.00


.00


.00


.00


Payments. See instructions.


Credit from prior year overpayments.


Total estimated payments.


Form IL-505-B (extension) payment.


.00


.00


.00


.00


.00


Pass-through withholding payments reported to you on Schedule(s)


K-1-P or K-1-T.  Schedule(s) K-1-P or K-1-T.


Illinois gambling withholding.  Form(s) W-2G.


Total payments. Add Lines 28a through 28e.


If Line 29 is greater than Line 27, subtract Line 27 from Line 29.


Amount to be See instructions.


Subtract Line 31 from Line 30. This is the amount to be refunded.


.00


.00


.00


.00


Routing Number


Account Number


Checking or Savings


If Line 27 is greater than Line 29, subtract Line 29 from Line 27. This is the amount you owe. .00


Under penalties of perjury, I state that I have examined this return and, to the best of my knowledge, it is true, correct, and complete.


Check this box if the
Department may
discuss this return with
the paid preparer 
shown in this step.


Date PhoneTitleSignature of authorized officer


Signature of paid preparer Date Paid preparer's PTIN


Paid preparer's firm name Address Phone


If a payment is  enclosed, mail this return to: 


If a payment is enclosed, mail this return to: 


Special Note


Step 5:  Figure your net income tax (see instructions)


Step 6:  Figure your refund or balance due


Step 7:  Sign here
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P01506476


2,617


2,617


2,617


3,863


3,967


3,000


6,967
3,104
3,104


PLANTE & MORAN, PLLC CHICAGO, IL 60606


02/08/18


(312) 207-1040


49,854


1,246
2,617


CEO


X
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}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}                                  }}}}}}}}}}
ACADEMY OF NUTRITION AND DIETETICS                                  36-0724760


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~
STATEMENT 1IL-1120-ES        APPORTIONED ESTIMATED INCOME TAX RATE FORMULA


}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}
1 NUMBER OF DAYS IN ESTIMATED TAX YEAR BEFORE 07/01/2017 / 
    TOTAL NUMBER OF DAYS IN THE TAX YEAR * 5.25% (.0525) = .004315


2 NUMBER OF DAYS IN ESTIMATED TAX YEAR AFTER 06/30/2017 / 
    TOTAL NUMBER OF DAYS IN THE TAX YEAR * 7% (.07) = .064247


3 ADD LINES 1 AND 2.  THIS IS YOUR BLENDED INCOME TAX RATE. .068562


  REPLACEMENT TAX RATE .025000
                                                                  }}}}}}}}}
4 ADD LINES 3 AND REPLACEMENT TAX TO BE TOTAL BLENDED TAX RATE. .093562


                                                                  ~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~
STATEMENT 2FORM IL-990-T             NATURE OF TRADE OR BUSINESS


}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}


PUBLICATION ADVERTISING INCOME AND MAILING LIST RENTAL


TO FORM IL-990-T, PAGE 1


STATEMENT(S) 1, 210
 15380208 147228 100271                2016.05050 ACADEMY OF NUTRITION AND  100271_1                                                                
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OMB No. 1545-0687Form


For calendar year 2016 or other tax year beginning , and ending .


Department of the Treasury
Internal Revenue Service


Open to Public Inspection for
501(c)(3) Organizations Only


Employer identification number
(Employees' trust, see
instructions.)


Unrelated business activity codes
(See instructions.)


Book value of all assets
at end of year


623701  11-22-17


| Information about Form 990-T and its instructions is available at 


| Do not enter SSN numbers on this form as it may be made public if your organization is a 501(c)(3).
DA


B Print
or


Type
E


C F


G


H


I


J
(A) Income (B) Expenses (C) Net
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11
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14


15


16


17


18


19
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21
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23


24
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26


27


28


29


30


31


32


33


34


14


15


16
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22a 22b


23


24


25


26


27


28


29
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31


32


33


34


Total deductions.


Unrelated business taxable income.


For Paperwork Reduction Act Notice, see instructions.


Total.


Check box if
address changed


Name of organization ( Check box if name changed and see instructions.)


Exempt under section


501(    )(         ) Number, street, and room or suite no. If a P.O. box, see instructions.


220(e)408(e)


408A 530(a) City or town, state or province, country, and ZIP or foreign postal code


529(a)


|Group exemption number (See instructions.)


|Check organization type 501(c) corporation 501(c) trust 401(a) trust Other trust


Describe the organization's primary unrelated business activity. |


During the tax year, was the corporation a subsidiary in an affiliated group or a parent-subsidiary controlled group?


If "Yes," enter the name and identifying number of the parent corporation.


~~~~~~ | Yes No
|


| |The books are in care of Telephone number


Gross receipts or sales


Less returns and allowances  Balance ~~~ |


Cost of goods sold (Schedule A, line 7)


Gross profit. Subtract line 2 from line 1c


Capital gain net income (attach Schedule D)


~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~


Net gain (loss) (Form 4797, Part II, line 17) (attach Form 4797) ~~~~~~


Capital loss deduction for trusts ~~~~~~~~~~~~~~~~~~~~


Income (loss) from partnerships and S corporations (attach statement)


Rent income (Schedule C)


~~~


~~~~~~~~~~~~~~~~~~~~~~


Unrelated debt-financed income (Schedule E) ~~~~~~~~~~~~~~


Interest, annuities, royalties, and rents from controlled organizations (Sch. F)~


Exploited exempt activity income (Schedule I)


Advertising income (Schedule J)


Other income (See instructions; attach schedule)


Investment income of a section 501(c)(7), (9), or (17) organization (Schedule G)


~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~


 Combine lines 3 through 12�������������������


Compensation of officers, directors, and trustees (Schedule K)


Salaries and wages


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Repairs and maintenance


Bad debts


Interest (attach schedule)


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Taxes and licenses ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Charitable contributions (See instructions for limitation rules) ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Depreciation (attach Form 4562)


Less depreciation claimed on Schedule A and elsewhere on return


~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~


Depletion


Contributions to deferred compensation plans


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Employee benefit programs ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Excess exempt expenses (Schedule I)


Excess readership costs (Schedule J)


Other deductions (attach schedule)


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


 Add lines 14 through 28 ~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


Unrelated business taxable income before net operating loss deduction. Subtract line 29 from line 13 ~~~~~~~~~~~~


Net operating loss deduction (limited to the amount on line 30)


Unrelated business taxable income before specific deduction. Subtract line 31 from line 30


Specific deduction (Generally $1,000, but see line 33 instructions for exceptions)


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~


~~~~~~~~~~~~~~~~~~~~~


 Subtract line 33 from line 32. If line 33 is greater than line 32, enter the smaller of zero or


line 32 �����������������������������������������������������


Form (2016)


(See instructions for limitations on deductions.)
(Except for contributions, deductions must be directly connected with the unrelated business income.)


LHA


www.irs.gov/form990t.


(and proxy tax under section 6033(e))


Part I Unrelated Trade or Business Income


Part II Deductions Not Taken Elsewhere


990-T 


Exempt Organization Business Income Tax Return990-T


2016
   


 
 
 
 


 
 


       


   


SEE STATEMENT 3


SEE STATEMENT 4


36-0724760ACADEMY OF NUTRITION AND DIETETICS


120 S. RIVERSIDE PLAZA, NO. 2190


CHICAGO, IL  60606


X


X


X


3,863.


1,000.
168,097.


163,234.


46,991.


46,991.
1,000.


45,991.


90,257.
325,948.


416,205.


541800 900004


c


38,403.
162,714.


201,117.


51,854.
163,234.


46,999,907.


PAUL MIFSUD 312-899-4730


X


215,088.


6


JUN 1, 2016 MAY 31, 2017
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}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}                                  }}}}}}}}}}
ACADEMY OF NUTRITION AND DIETETICS                                  36-0724760


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~
STATEMENT 3FORM 990-T     DESCRIPTION OF ORGANIZATION'S PRIMARY UNRELATED


                             BUSINESS ACTIVITY
}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}


PUBLICATION ADVERTISING INCOME AND MAILING LIST RENTAL


TO FORM 990-T, PAGE 1


~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~
STATEMENT 4FORM 990-T                      OTHER DEDUCTIONS


}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}}
 
DESCRIPTION                                                         AMOUNT
}}}}}}}}}}}                                                     }}}}}}}}}}}}}}
TAX PREPARATION FEE 1,000.


                                                                }}}}}}}}}}}}}}
TOTAL TO FORM 990-T, PAGE 1, LINE 28 1,000.
                                                                ~~~~~~~~~~~~~~
 


STATEMENT(S) 3, 412
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Attachment 1.9  
AFFILATE PRINCIPLES OF AFFILIATION 
BOARD OF DIRECTORS MEETING 
FEBRUARY 22-23, 2018 


 


 
 
2016-2017 AFFILIATE PRINCIPLES OF AFFILIATION REPORT 
Every fiscal year each affiliate is required to complete the Principles of Affiliation to maintain good standing 
with the Academy. Affiliates provide the most recent 990 tax form, bylaws, and a certificate of good standing 
from the state. A report of the affiliate activities, signed agreements between the affiliate and the Academy, 
and agreements between affiliates and respective districts are also completed. All 53 affiliates submitted 
approved principles of affiliate for the 2017 fiscal year (for data from June 1, 2016 – May 31, 2017). 


Financial Management 
Affiliates are encouraged to determine an acceptable level of reserves that allow the organizations to face the 
future. The Academy’s policy is to have reserves equal to, or greater than, 50% of budgeted annual operating 
expenses. Affiliate self-reporting indicates savings/investment amounts as: 


o 22 affiliates between $100,000 and $500,000 
o 13 affiliates between $50,001 and $99,000 
o 15 affiliates between $0 and $50,000 
o 1 affiliate did not provide 


 
 


Governing Documents 
Opportunities 
• Affiliates have been identified and targeted for assistance with updating bylaws and strategic plans.  


Affiliates are encouraged to review the strategic plan annually. Webinar trainings and resources are 
available. 


  
 


Leadership 
Successes 
• All affiliate boards are conducting some degree of board orientation. Affiliates continue to share success 


spotlight articles related to training and orientation in the monthly affiliate newsletter. 
• 70% of affiliates have written and implemented succession plans, which is a 33% increase from last year. 


Affiliates with at least written and partially implemented plans went from 48% of affiliates to 85% of 
affiliates. 


1 







Attachment 1.9  
 
Opportunities 
• The Affiliate Relations Team will continues to provide assistance through virtual training on volunteer 


recruitment, onboarding new volunteers, succession planning, and the importance of termed positions to 
make way for new leaders. Affiliates with no succession plan received individual outreach to train and 
educate leaders about the importance of board planning. 


 


  


 


Administrative  
Opportunities 
• The Affiliate Relations Team will work with affiliates on understanding what governance including 


developing and implementing policies to assist and protect the affiliate.  
• The team will continue to provide resources on working with contractors – RFP process, contracts, 


evaluations, budget planning.  
• 80% of affiliates contract or employee an executive director or administrator (five of those affiliates 


through the Acdaemy’s services). Training affiliate leaders how to select, manage and build a relationship 
with these individuals is valuable to affiliate board success. 


 


 


70%


15%


15%


Succession Plan


Written and
implemented


Written, limited
implementation


No succession
plan in place


57%
41%


2%


Board Orientation
Thorough training


Limited, includes
brief meeting
with transition of
documents


0
5


10
15
20
25
30
35
40
45
50


Policies In Place


Yes No
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District Membership 
Successes 


• 100% of districts signed the district agreements; an increase from 93% last year which was the first 
year agreements were required. These agreements are spurring more affiliates to establish their 
activity and compliance with the agreement. 


 
Opportunities 


• Affiliate Relations Team to ensure that all affiliates are signing affiliate/district agreements on an 
annual basis. District leaders were tracked beginning in 2017-2018 providing a channel to offer training 
and resources to districts. 


60%


40%


0%0%


Affiate Operations


Written and implemented
policies and procedures for
all operational programs and
services are in place.


Written and implemented
policies and procedures for
some operational programs
but not all are in place


Written policies and
procedures but do not
currently follow


30%


2%


21%


32%


15%


Other Contracted Services
Website Coordinator


Newsletter
Designer/Publisher


Accountant/legal
representative


Lobbyist


Other
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Attachment 1.9  
• Ensure that 100% of district members are confirmed Academy members. Educate leaders how to 


enforce and verify this information 
 


 


 


Member Services and Recruitment 
Successes 


• 3 more affiliates implemented satisfaction surveys bringing the total to 42 of 53 affiliates. The value of 
conducting assessments during goal setting and meeting member needs will continue to be provided. 


 
Opportunities 


• Some affiliates are managing DPGs. Agreements will be implanted to ensure that the affiliates are 
properly managing and communicating with internal DPGs to ensure compliance and alleviate 
confusion among members. 


• Based on the numbers of subscribers (those not eligible for membership) and supporters (members 
with a secondary affiliate), additional training will be provided for implementing and managing these 
programs. 


• Affiliate Rleations Team and Academy’s membership team to work with affiliates to increase member 
recruitment campaigns including assessing value of affiliate/district membership needs and 
satisfaction.  
 


  
 


9%
9%


82%


District Member Verification


District members join
through an online process
that includes Academy
membership verification.


The affiliate does not
monitor that district
members are Academy
members.


District leaders have access
to a list of affiliate members
and verify Academy
membership on their own.
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SUMMARY 
Overall, the affiliates are doing well. Signs of improvements can be seen in regards to organizational structure, 
board development, policies, and volunteer management. Affiliates are maintaining financial health, offering 
valuable member benefits, and participating in public policy efforts. Affiliates should continue to improve 
upon leadership recruitment and development, implementation of policies, and communication with affiliate 
district organizations. The Affiliate Relations Team welcomes the return of the in-person President-Elect 
training to compliment the in-depth year round webinar training sessions. 
 
The team strives to provide beneficial resources, guidance, and support to Affiliate leaders and members. 
 


 
SUBMITTED BY:  
Affiliate Relations Team 
• Carrie Kiley, MBA, Senior Manager Affiliate and Practice Leader Relations 
• Amy Biedenharn, Director DPG/MIG/Affiliate Relations 
• Diane Enos, MPH, RDN, FAND, Chief Learning Officer 


40%


47%


13%


Membership Recruitment Plan


The affiliates plans and
executes an affiliate-level
annual membership
recruitment campaign


Affiliate occasionally engages
in affiliate-level membership
recruitment


There are no established
methods in place for
membership recruitment
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MOTION TRACKING 
BOARD OF DIRECTORS MEETING 
FEBRUARY 22-23, 2018       


 


 


 


 
Motion Follow-up Status 


February 4-5, 2011  
Move that the Academy Board 
aggressively support working with 
CMS to assure consistent application 
and uniformity in interpretation of 
the regulation concerning nutrition 
supplements and therapeutic diet 
orders. 
 
 


Significant progress has been achieved in overturning CMS’s regulatory 
impediments. Academy staff continues to provide resources and work 
closely with members to achieve adoption by their hospital medical staffs 
and with individual Affiliates to remove statutory and regulatory 
impediments to full implementation in hospitals, CAHs, and LTC 
facilities, which often require changes to state licensure statutes and 
concomitant opposition from other nutrition professionals’ organizations 
thereto. One last regulatory impediment is to obtain therapeutic diet 
ordering ability in renal dialysis facilities, which continues. Ongoing. 


July 21-23, 2014  
Move to accept recommendation #1 
of the Nutrition and Dietetics 
Associate (NDA) ad hoc Committee: 
Build upon existing DTR Pathway 
III and differentiate between 
academic requirements to obtain the 
Nutrition and Dietetics Technician, 
Registered (NDTR). 


Since implementation of Pathway 3 in 2009, the number of DTRs who 
transition to RDN has increased from less than 10 per year to over 200 in 
2016.  
An update on the action items follows. 
• Academy Legal Counsel has filed the NDTR with US Patent and 


Trademark office 
• As of December 31, 2017, there are a total of 5, 648 NDTRs  
• At its July 2017 meeting CDR approved a marketing plan targeting 


dietetics education DPD program directors and employers. 
• At its February 2017 meeting, CDR considered a request from the 


Academy Student Council to include Pathway 3 NDTRs as eligible 
for the CDR Board Certified Specialist in Sports Dietetics 
certification, and after consideration of this request CDR passed a 
motion to include Pathway NDTRs in the next practice audit survey 
to be conducted in FY 2017-18.  At its October 2017 meeting, CDR 
made the decision not to include NDTRs as eligible for the Board 
Certified Specialist in Sports Dietetics credential based on the low 
response (eight surveys) to the practice audit. NDTRs will be 
included in future practice audits.   


March 6, 2015  
Move to accept the Food & Nutrition 
Conference & Expo™ business plan 
as presented. 
 


COMPLETED 
The Board accepted the business plan as presented and it was successfully 
implemented as proposed for FNCE® 2015 and 2016.  The third year of the 
business plan was effectively implemented for FNCE® 2017.  


Motions are removed at the end of each fiscal year from the tracking list if completed. 1 
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Motion Follow-up Status 


March 6, 2015  
Move to approve the Scientific 
Integrity Principles. 
 
September 20, 2016   
Move that the Council on Research 
be charged to review and catalog 
current Conflict of Interest (COI) 
forms being used by the Academy 
and recommend a single 
standardized COI form to the Board 
for use across the Academy. 
 
February 24, 2017 
Move to approve the proposed online 
Conflict of Interest form to be 
adopted consistently across the 
organization. 
 
 


COMPLETED 
The Scientific Integrity Principles (SIP) were published in the September 
2015 Journal.  A workgroup of the 2015-16 Council on Research 
developed a process by which committees and units assessed their policies 
for alignment with the principles in consultation with the Council on 
Research. Most policies that are in place were considered in line with the 
SIP, however there were some scientific activities that did not have 
policies to govern them. During review of the committee self-assessment 
forms, it became clear that there are opportunities for the creation of 
uniform policies and procedures to cover the certain frequent 
circumstances.  These were presented to the BOD in September 2016 and 
approved; the policies were then distributed to staff.  The Council on 
Research catalogued existing Academy COI forms and recommended one 
consistent form which was approved by the Board at its February 2017 
meeting.  The Council is collaborating with the Governance team to create 
a method for implementing the new Conflict of Interest form across the 
organization. These efforts are in alignment with the published Scientific 
Integrity Principles.  The Council developed a training to go with the new 
form for FY18.          


October 7, 2015  
Move to accept the Council on 
Future Practice request to conduct a 
two year pilot for the Transforming 
Vision into Action award.  


The Council on Future Practice Workgroup has finalized the criteria for 
the award, developed the scoring rubric for evaluation of applicants and 
developed a communications plan. Three applications were received and 
vetted by the Council, with two moving forward to Academy members to 
vote for the final winner of the award. The project titled “The Use of 
Computer Assisted Instruction to Teach Nutrition Focused Physical 
Examination” was selected by members as the first-ever recipient of this 
award. The project was submitted by Jennifer Tomesko, DCN, RD, CNSC 
from Rutgers Biomedical and Health Sciences. The winner was recognized 
at FNCE® 2017 in Chicago. The second year of the pilot is underway with 
applications currently being accepted until March 1, 2018. 
 


January 12, 2016 
Move to approve one million dollars 
to fund the development of a plan 
and its implementation for the 
Second Century visioning. 
 
February 24, 2017  
Move to accept the schematic for the 
Second Century centers of 
excellence and strategic model. 
 


On February 24, 2017 the Academy BOD unanimously approved a new 
vision, mission, principles, and strategy in concept. At its May 2017 
meeting, the BOD approved three projects to move forward: Lifestyle 
First, the Global Nutrition Collaborative, and the Nutrition and Population 
Health Fellowship Program. The Academy BOD worked with staff at the 
July 2017 retreat to further develop the new strategic plan, including focus 
areas, impact goals and strategies. In September 2017, the Academy BOD 
approved the new strategic plan. From summer 2017 until present, 
Academy and Foundation staff facilitated the development of plans, pitch 
decks and concept briefs for all three projects. 


May 12-13, 2016  
Move to approve the conceptual 
Member Interest Group Business 
Plan as presented. 


MIG leaders and staff have identified goals and objectives for the rollout 
of the restructured MIG plan that include a focus on member benefits, 
diversity efforts and alignment of collaborative goals. Processes, 
procedures and volunteer appointments are being identified. Leaders and 
staff are working on the development of member communication in 
conjunction with the launch of renewals for 2018-2019. 
 


Motions are removed at the end of each fiscal year from the tracking list if completed. 2 
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Motion Follow-up Status 


May 12-13, 2016  
Move to declare 2016 as the 
International Year of Nutrition and 
Dietetics and publicize our efforts. 
Staff will approach Congress to ask 
for a resolution. 
  


It was reported at the November 2016 BOD meeting that Congress does 
not have the authority for International declarations. The resolution will 
now focus on support of the Second Century efforts. The U.S. Senate 
passed S. Res. 75, the congressional resolution commemorating the 
Academy’s Centennial. A companion measure, H. Res. 161 is gaining 
support in the House of Representatives. Academy members have been 
asked to contact their representatives and ask them to cosponsor this 
measure. 


September 20, 2016   
Move that the Lifelong Learning and 
Professional Development team 
work with the identified Board 
subgroup to identify needs of the 
Dietetic Practice Groups (DPGs) and 
the Academy to improve the DPGs 
effectiveness and efficiency, and 
then develop a plan to be presented 
to the Board.  
 
July 19, 2017 
Approve the proposed DPG business 
plan recommendations. 


Implementation of the DPG Business plan has begun focusing on 
communicating with leaders and internal organization to build a structure 
the supports the business plan. DPG leaders were asked to provide 
information in a benchmarking survey to prioritize needs. FNCE® 2017 
was leveraged was a launch of communication as collaboration, 
opportunities for efficiencies and streamlined project work were 
addressed. Internally, Academy staff is moving forward with adjustments 
to staffing, updated policies, streamlined contracts and improved training 
and leader development. The business plan is on track to be implemented 
as approved and interim updates will be provided to the BOD for further 
discussion and refinement, including the proposed FY20 management fee 
structure. 
 


April 4, 2017  
Move to approve the Consumer 
Protection and Licensure 
Subcommittee/Legislative and 
Public Policy Committee 
recommended stance 
regarding minimum qualifications 
for providers of MNT. 


Academy teams are developing an integrated communications and 
education plan around this stance and its commitment to strong objective 
standards and interprofessional collaboration for both our members and 
for other stakeholders whom we may engage on health and wellness 
policies, professional regulation, reimbursement, and interprofessional 
competencies. Ongoing. 
 
 


 
July 19, 2017 
Approve the draft Academy/CDR 
Code of Ethics as presented. 


Draft Code was approved by the BOD on 7-19-17 and subsequently by 
CDR on 7-22-17.  All Academy members and all CDR credentialed non-
member practitioners received the draft Code and a Survey for a 45 day 
comment period.  After the survey is tabulated, the Code of Ethics Task 
Force will review comments and revise accordingly. 
 
The Code of Ethics Task Force met on October 22, 2017 and by 
conference call November 27, 2017 to address the survey suggestions, 
individually submitted edits, and a sub-committee request.  The Task 
Force completed their work during their November 27, 2017 call, 
finalizing the Code of Ethics for the Nutrition and Dietetics Profession.  
  
The CDR Board approved the final Code of Ethics for the Nutrition and 
Dietetics Profession during their February 4-5, 2018 meeting.  The Task 
Force will present that the Code to the Academy Board during their 
February meeting.  Once Board approval is received, the new Code will be 
ready for dissemination and communication.  The Code will carry an 
effective date of June 1, 2018. 
 


Motions are removed at the end of each fiscal year from the tracking list if completed. 3 
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Motion Follow-up Status 


July 21, 2017  
Approve the proposed strategies and 
principles of the new strategic plan, 
with modifications received by the 
Board. 


COMPLETED 
Approved.  


September 15, 2017 
Move to amend the qualifications for 
Honorary Membership to be: Has 
never held Academy membership 
and/or the RDN/RD or NDTR/DTR 
credentials. 


COMPLETED 
Honors and Awards policy has been updated accordingly. 


 


Motions are removed at the end of each fiscal year from the tracking list if completed. 4 
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Thursday, February 22, 2018 – Academy Headquarters, 120 South Riverside Plaza, 14th Floor                              


   TIME AGENDA ITEM PRESENTER IMPLICATIONS ANTICIPATED 


OUTCOME 


12:30 pm Lunch Buffet    


1:00 pm CALL TO ORDER AND WELCOME D. Martin   


1:00 pm  1.0 Consent Agenda* 


1.1 January 19, 2018 Minutes 


1.2 President’s Report 


1.3 CEO’s Report 


1.4 Foundation Report 


1.5 ACEND Report 


1.6 CDR Report 


1.7 Code of Ethics 


1.8 2016 Academy Tax Returns (FY2017) 


1.9 Affiliate Principles of Affiliation 


1.10 Motion Tracking 


D. Martin  Action 


1:05 pm 2.0 Regular Agenda D. Martin  Action 


1:05 pm 3.0 Strategic Plan D. Martin   


1:05 pm 4.0 Criteria for Effective Meetings/Conflict of Interest Policy D. Martin Generative Information 


1:10 pm 5.0 Finance and Audit Committee Update J. Dantone-DeBarbieris Strategic/Fiduciary Information/Discussion 


1:30 pm 6.0 Nutrition and Dietetics Educators and Preceptors Update P. Knisley Strategic/Generative Information/Discussion 


2:00 pm 7.0 Nominating Committee Processes L. Beseler Strategic/Generative/ Information/Discussion 


2:15 pm 8.0 P.E.D.R.O. Simulation Demonstration A. Steiber Generative/Fiduciary Information/Discussion 


3:15 pm BREAK    


3:30 pm 9.0 Public Member D. Martin Strategic/Generative Action 


4:00 pm 10.0 House of Delegates Retreat D. Polly Strategic/Generative Information/Discussion 


4:30 pm 11.0 Policy Initiatives and Advocacy Update J. Blankenship/P. Tuma Strategic/Generative Information/Discussion 


5:00 pm RECESS D. Martin   


6:30 pm Board Dinner: Blue Door Kitchen, 52 W. Elm St. 


312-573-4000 
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Friday, February 23, 2018 – Academy Headquarters, 120 South Riverside Plaza, 14th Floor                    


 


TIME AGENDA ITEM PRESENTER IMPLICATIONS ANTICIPATED 


OUTCOME 


7:30 am BREAKFAST     


8:00 am Executive Session D. Martin Strategic/Generative/ 


Fiduciary 


Action 


9:00 am CALL TO ORDER D. Martin   


9:00 am 12.0 CONFIDENTIAL: GMO Task Force L. Maloney/ 


K. Sauer 


Strategic/Generative Action 


10:30 am BREAK    


10:45 am 13.0 Transferring Data with ANDHII M. Dittloff (by phone) Strategic/Generative/ 


Fiduciary 


Information/Discussion 


11:30 am LUNCH    


12:30 pm 14.0 Nutrition Focus Physical Exam Training Overview D. Enos/ 


L. Granich 


Strategic/Generative/ 


Fiduciary 


Information/Discussion 


1:40 pm 15.0 Research, International and Scientific Affairs 


15.1 Scientific Integrity Principles and Best 


Practices: Recommendations from a Scientific 


Integrity Consortium Manuscript 


15.2 Council on Research Restructure Proposal  


A. Steiber Strategic/Generative/ 


Fiduciary 


Action 


 


 


 


Action 


 


2:10 pm 16.0 2018 Presidents’ Lecture 


 


D. Enos Strategic/Generative Action 


2:25 pm 17.0 Consent Agenda D. Martin  Action 


2:30 pm ADJOURNMENT D. Martin   


 
 







Academy of Nutrition and Dietetics Strategic Plan 


Vision:  A world where all people thrive through the transformative power of food and nutrition 
Mission: Accelerate improvements in global health and well-being through food and nutrition 
Principles:  The Academy of Nutrition and Dietetics and our members: 


 Amplify the contribution of nutrition and dietetics practitioners and expand
workforce capacity and capability


 Integrate research, professional development, technology and practice to
stimulate innovation and discovery


 Collaborate to solve the greatest food and nutrition challenges now and in the
future


 Focus on system-wide impact across the food, well-being and health care
sectors


 Have a global impact in eliminating all forms of malnutrition.
Focus Areas: 
The Strategic Plan includes three areas where the Academy will focus efforts to accelerate 
progress towards achieving the vision and mission through impact goals in Prevention and Well-
being, Health Care and Health Systems and Food and Nutrition Safety and Security. The Plan, 
goals and strategies correlate to the principles. Through 2025, the Academy will prioritize 
programs and initiatives to demonstrate significant impact in: 


FOCUS AREAS Prevention and Well-being Health Care and Health 
Systems 


Food and Nutrition 
Safety and Security 


IMPACT GOALS  Develop and advocate for
policies that support
prevention and well-being
initiatives


 Increase equitable access
to nutrition and lifestyle
services


 Reduce prevalence of
overweight and obesity
and associated chronic
diseases


 Reduce all forms of
malnutrition


 Elevate the role of
nutrition status in quality
health care throughout
the lifecycle


 Identify and treat all forms
of malnutrition


 Leverage data to
demonstrate effectiveness
of dietetic and nutrition
interventions


 Improve health equity
through access to medical
nutrition therapy services


 Increase equitable
access to and
utilization of safe
nutritious food and
water


 Advance sustainable
nutrition and resilient
food systems


 Leverage innovations
in the reduction of
food waste and loss


 Champion legislation
and regulations that
increase food and
nutrition security
throughout the
lifecycle


08-09-17
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Page 2 – Academy of Nutrition and Dietetics Strategic Plan 


STRATEGIES 
Strategies build on our core organizational strengths in food and nutrition research; advocacy and 
communications; professional development; and workforce capacity and opportunities. 


STRATEGIES 


Research  Expand prospective food and nutrition research
• Conduct systematic reviews and develop evidence based practice guidelines and position


papers in collaboration with key stakeholders
• Advance global practice based research network of practitioners and partners to collect


data
• Develop and enhance platforms to host data on evidence-based interventions
• Collaborate to provide evidence on the effectiveness of food- and nutrition-related


interventions using internationally accepted processes and terms
• Collaborate to advance basic science research related to malnutrition and well-being


Advocacy and 
Communications 


 Impact food and nutrition policies and advocate through participation in the legislative and
regulatory processes and funding to support nutrition research at local, state, federal and
global levels


 Advocate for health care delivery and payment systems that maximize nutrition services
across clinical and community settings


 Advance global influence through effective alliances


 Serve as a trusted resource and utilize all media outlets to educate and promote evidence-
based practices and science-based resources to practitioners, the public, policy makers
and all stakeholders


Professional 
Development 


 Provide tiered, progressive education and career advancement to support practitioners’
needs


 Engage practitioners at all levels through recognition programs, certificates of training and
certifications


 Serve as primary resource for professional experiential training opportunities for
traineeships and fellowships, practitioner networking, mentoring and information sharing


• Collaborate in developing products and services to positively influence practice outcomes


 Create interprofessional training and professional development opportunities through
strategic partnerships and partner organizations


Workforce 
Capacity and 


Opportunities 


 Build a global nutrition collaborative to accelerate progress in improving health


 Increase the pool of educators, including those who are doctorate prepared


 Develop and advance innovative delivery models for degree and non-degree education
and training


 Increase the diversity and cultural competence of the workforce to reflect the
communities they serve


 Expand public health and community nutrition programs and initiatives


 Promote leadership self-efficacy and instill behavioral leadership skills at all levels of
professional competency, including for students, through expanded and varied learning
opportunities


08-09-17
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CRITERIA FOR EFFECTIVE MEETINGS 


BOARD OF DIRECTORS MEETING 


FEBRUARY 22-23, 2018 


 


 
 


Meeting Prerequisites 


• Fully engage in dialogue and turn off cell phones.  


• Prepare for and actively participate in discussions.  


• Declare conflict of interest, if appropriate.  


• Respect time limits – they are necessary to achieve what the Board needs to accomplish.  


• Leave meetings with clarity on what was discussed and what was decided.  


Key Considerations 


• Focus discussion on strategic issues.  


• Use the strategic plan and Board’s program of work priorities to guide dialogue and 


deliberations.  


• Relate decisions and actions taken to the strategic plan.  


• Consider what is best for the Academy when deliberating.  


• Maintain a member focus – “what would members say?” 


Nature of Debate 


• Discuss all sides of an issue and encourage others to provide their perspectives.  


• Listen when others are speaking; avoid side conversations and ask for clarification if 


needed.  


• Provide opportunities for clarification and on what was discussed and decided  


• Respect different points of view.  


• Exhibit courage with tough decisions.  


• Have fun!    
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EVALUATION RESULTS 


SEPTEMBER 14-15, 2017 


BOARD OF DIRECTORS MEETING 


 


 


 


 


Respondents:   


 


 TOTAL 


POINTS 


SCORE 


1 The board materials provided were useful for making 


informed decisions (Inadequate=1/Adequate=5) 
80 5.00 


2 The time given to all agenda was: 


(Inadequate=1/Adequate=5) 
77 4.81 


3 Reports given during the meeting were clear, concise, and 


contained important information                                     


(Too Detailed=1/Appropriate=5) 
78 4.88 


4 Diverse opinions were expressed and issues were dealt 


with in a respectful manner (Never=1/Always=5) 
79 4.94 


5 Opportunities to discuss all sides of an issue were provided 


(Limited=1/Adequate=5) 
79 4.49 


6 The focus of the meeting was (Operational=1/Strategic=5) 
80 5.00 


7 Consideration was given to what is best for the Academy 


while recognizing that this is a “member-focused” 


organization (Never=1/Always=5) 
78 4.88 


8 Board members were prepared to discuss materials sent in 


advanced (Not Prepared=1/Prepared=5) 
80 5.00 


9 The board’s decision-making processes were effective 


(Never=1/Always=5) 
78 4.88 


10 Next action steps were identified and responsibility 


assigned (Unclear=1/Clear=5) 
70 4.38 


11 Overall assessment of this board meeting’s impact on the 


Academy and its members (Very Low=1/Very High=5) 
73 4.56 
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Comments: 


 Again, all was well done and organized. Very happy to be engaged with such passionate 


and high-caliber individuals. 


 I would appreciate the presentations from staff to be available ahead of time. It may save 


time if some of the Board’s personal questions answered ahead of time or then included 


as part of the presentation if a trend of being unclear. Is there any reason that most of the 


staff reports were last? 


 Clearly, Paula Goedert has a very engaging style; but given this, why can’t she create a 


webinar which is required for BOD members, prior to the first meeting? This would 


ensure all BOD are fully prepared before their first meeting and not on the 2nd day. 


Conversely, if this component is critical enough to be on the live agenda, then this topic 


should be early in the day.  


 I enjoyed the interactive breakout sessions. I enjoyed the later start time for beginning the 


meeting and the food was great too! 


 The reports varied—some were great and some were LONG! 


 A handout on ANDHII and the Position papers for reference would have been great. 


 We could have used more time for the alliances small group conversations and strategic 


plan measures conversations. The continued return to a strategic level of conversation 


was commendable.  


 Thank you. The meeting was great! And I saw some attendees using the stand-up cocktail 


table! 


 It was a very positive and uplifting meeting. I enjoyed the humor that occasionally 


infiltrated our discussions. Thanks for the opportunity to have our professional photos 


taken.  


 I would love to have Diane Levin come back to do an hour- two hour session on 


messaging on all the difficult topic areas we identified.  


 It was hard to read some of the staff’s power points we did not get in advance. Could we 


not put a link on the portal so we could follow them as they present? 


 Looking forward to FNCE!!! 


 Thank you! 


 Good Meeting. 


 Excellent meeting! 
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EVALUATION FORM 


BOARD OF DIRECTORS MEETING 


FEBRUARY 22-23, 2018 


 


 


 
NAME: _____________________________________________________ Date: __________________ 


 


CIRCLE ONE CATEGORY 
Leadership 


1.  The board materials provided were useful for making informed decisions. 
 
  NOT HELPFUL            1             2             3             4             5   HELPFUL                Unable to assess 


 
 


2.  The time given to all agenda items was   
 
  INADEQUATE              1             2             3             4             5   ADEQUATE                Unable to assess 


 
3.  Reports given during the meeting were clear, concise, and contained important information. 


 
  TOO DETAILED           1             2             3             4             5   APPROPRIATE                Unable to assess 


  
Interpersonal Skills 


4.  Diverse opinions were expressed and issues were dealt with in a respectful manner. 
 
  NEVER                        1             2             3             4             5   ALWAYS                              Unable to assess 
 


5.  Opportunities to discuss all sides of an issue were provided. 
 
  LIMITED                       1             2             3             4             5   ADEQUATE                 Unable to assess 
 
Strategic Thinking 


6.  The focus of the meeting was  
 
 OPERATIONAL            1             2             3             4             5   STRATEGIC                Unable to assess 
 
7.  Consideration was given to what is best for the Academy while recognizing that this  
is a “member-focused” organization. 


 
                NEVER                         1             2             3             4             5   ALWAYS                           Unable to assess 


 
Board Member Contribution 


 
8.  Board members were prepared to discuss materials sent in advance. 


  
  NOT PREPARED         1             2             3             4             5    PREPARED                Unable to assess 


 
9.  The board’s decision-making processes were effective. 


 
  NEVER                         1             2             3             4             5   ALWAYS                           Unable to assess 
 


10.  Next action steps were identified and responsibility assigned. 
 
  UNCLEAR                    1             2             3             4             5   CLEAR                Unable to assess 
 


Overall assessment of this board meeting’s impact on the Academy and its members: 
 
 Very low       1            2            3           4            5            6           7           8            9            10       Very high 
 
 
Any other comments?  ________________________________________________________________________________ 
____________________________________________________________________________________________________ 
____________________________________________________________________________________________________ 
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The Academy of Nutrition and Dietetics ("Academy") wishes to avoid possible conflict of interest involving 
members of an Academy board, committee, task force or workgroup ("Group"), and/or contractors or speakers at 
Academy events ("Event"), in accordance with the Academy Conflict of Interest Policy currently in effect (pdf). The 
Board asks for you to continually be cognizant of fiduciary duties to the Academy arising out of positions of 
confidence within the organization, in accordance with the Academy Conflict of Interest policy in effect. Therefore, 
please complete the following, either as a member or member under consideration for a Group, consultancy, or 
speaking engagement. This form will be shared with the chair and/or staff liaison of the relevant Group(s)/Event(s) 
for their review. The form will be shared with other members at their request. Addressing conflicts of interest is a 
shared responsibility. If you have concerns that another individual has a conflict influencing the Group(s)/Event(s) 
please contact the chair or Academy staff. Thank you. 
 
 


First Name:  Last Name: 


Professional Credentials:    Address 1: 


Address 2:  City: 


State:  ZIP/Postal Code:


 Country:  Phone: 


Email: 


 
Please read and check each box: 


I acknowledge that I have been appointed or am being considered to perform certain services for or on behalf of 


the Academy. Those services require objectivity, credibility, the avoidance of actual or appearance of external 


influence, and the absence of a conflict with Academy positions, statements, priorities, and Academy-led activities. 


 


I am aware of the need to disclose any facts or circumstances that might create the appearance of a conflict with 


these standards. 


 


I agree to disclose any companies, organizations or enterprises from which I receive compensation or with which I 


have an ongoing relationship and which are relevant to the Group(s)/Event(s) of which I am a member/participant. 


 


I understand, and agree to, recuse myself from participating or voting in any Group work/Event where there is a 


potential for conflict of interest. I understand that I have a responsibility to act in the best interests of the Academy 


when acting as a member of the Group(s)/Event and to leave my personal interests/agendas aside. 


 


I understand that if I refuse to complete this form, I will be disqualified or removed from the Group(s)/Event(s). 


 


I agree that this Disclosure Statement may be made public or shared with any Academy member or interested party. 


 


I agree to update this form annually as well as within 30 days after I establish any new financial relationships that 


could represent a potential conflict of interest and within 30 days after I take on new Group/Event roles in the 


Academy. 


 


I hereby certify that, to the best of my knowledge, no aspect of my personal or professional circumstances or that 


of my immediate family, within the last 3 years, places me in the position of having private interest that is in conflict 


with any material interest of the Academy Group(s)/Event(s) or with my obligations to the Group(s)/Event(s) except 


for the following: 
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A. List employment with companies within the last three years (list the most current first): 
Company Name: Your Title: Start Date: End Date: 
    


    


    


    


    


    


    


 
B. Provide the information requested below if applicable within the last three years related to the Academy 


Group(s)/Event(s) topic: 
Type Explanation 
Principal Investigator or Co-
Investigator on Grants/Research 
on the Academy 
Group(s)/Event(s) topic 


 
 
 
 
 
 
 
 


Consultant on Academy 
Group(s)/Event(s) topic 


 
 
 
 
 
 
 
 


Participation in review activities 
for the Academy 
Group(s)/Event(s) topic 


 
 
 
 
 
 
 
 


Writing or reviewing a 
manuscript on the Academy or 
Group(s)/Event(s) topic 


 
 
 
 
 
 
 
 


Leadership role or membership 
in organizations related to the 
Academy Group(s)/Event(s) 
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C. List publications (articles or books) that you have authored or coauthored within the last three years 
related to the Academy Group(s)/Event(s) topic: 


Title of Journal/Publication: Date: Volume/Issue: Pages: 


D. List blogs or other website postings that you have authored or coauthored within the last three years 
related to the Academy Group(s)/Event(s) topic: 


Title: URL: Date: Comments: 


E. Indicate sources of income within the last three years related to the Academy Group(s)/Event(s) topic: 


Type None 


Money 
Paid to 
Your 
Employer 
(over 
$5,000) 


Money 
Paid to 
You 
(over 
$5,000) 


Money 
Paid to 
Your 
Spouse 
(over 
$5,000) Payor(s) 


Board Membership 
Consultancy 
Expert Testimony 
PI or Co-PI on Grants/Grants 
Pending 
Lectures Including Service on 
Speakers Bureau 
Editor, Author, or Co-Author of 
Book on Topic 
Royalties 
Payment for Development of 
Educational Presentations 
Stock/Stock Options 
Travel, Accommodations, Meeting 
Expenses 
Other 


e-Signature: 


Date: 
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NON-DISCLOSURE CONFIDENTIALITY AGREEMENT 
 


This Agreement is entered into as of this  day of  , 2018 


by and between “Party in which you are entering agreement” (Confidant) and Academy of Nutrition and 


Dietetics (Company), an Illinois, Not for Profit Corporation with a place of business at 120 S. Riverside 


Plaza, Suite 2190, Chicago, Illinois 60606. 


 


Company possesses valuable business and technical information including, among other things, concepts, 


know-how, trade secrets, business forecasts, business and financial plans. 


 


Company desires written assurance that information disclosed in confidence to Confidant will be 


maintained in confidence and not used against Company’s interests.  The term “Confidential Information” 


used below means all valuable business or technical information Company has that involves any of the 


matters referred to above, that the Confidant obtains directly or indirectly from Company.  Company will 


disclose, or allow Confidant access to Confidential Information only for the purposes of facilitating 


Confidant’s providing services to Company.  Confidant shall be permitted to use such information as may 


be necessary or desirable in the course of providing such services. 


 


Confidant agrees, except as may be provided in any future written agreement that may be entered into 


between Company and Confidant, that Confidant shall: 


 


(1.)   take all such precautions as may be reasonably necessary to prevent the disclosure to any 


third party of Company’s Confidential Information. 


 


(2.)   not use for Confidant’s own benefit any of Company’s Confidential Information; and 


 


(3.)   to the extent Confidant has not already done so, require its employees, agents, firm and 


associates to be bound in the same manner. 


 


(4.)   not disclose any of Company’s Confidential Information received hereunder to any 


third party and not to use the same, except for the purpose noted above, for a period 


of five years from the date of disclosure hereunder. 


 


This agreement shall be governed and construed in accordance with the law of the State of Illinois. 


 
AGREED TO BY: Academy of Nutrition and Dietetics and 


 


    
 Signed 


 


   


  Dated 
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BOARD OF DIRECTORS MEETING 
AGENDA ITEM SUMMARY 


 


 
 


DATE: February 22, 2018 


AGENDA TOPIC: Finance and Audit Committee Update AGENDA 
ITEM: 


5.0 


CONTRIBUTES TO ACHIEVEMENT OF: 
 
   Strategic Goal(s) 
  Goal 1 The public trusts and chooses Registered Dietitians as food, nutrition and health experts 
  Goal 2 Academy members optimize the health of Americans 
  Goal 3 Members and prospective members view the Academy as vital to professional success 
   BOD Program of Work Priority 
   Strategic Priorities 
   Governance Priorities 
   Operational Priorities 
BACKGROUND 
As an ongoing responsibility of the Treasurer and the Finance and Audit Committee, regular updates to the 
Academy financials are presented to the Academy Board.  Attached is an update on the FY18 financial 
results through December 31st, 2017. 
ALTERNATIVES AND/OR DISCUSSION POINT 


• Operating revenues of $15.3M, excluding investment results, were up over $255.8K (1.7%) from the 
FY18 budget and nearly $1.4M (9.7%) when compared to FY17. 


• Non-dues revenue is $226.5K (2.3%) higher than FY18 budget and over $1.4 million (16.5%) than 
FY17. 


• Dues revenue is $29.4K higher than FY18 budget.  Revenue is declining when compared to FY17, 
but, slower than anticipated. 


• Expenses of $15.1M were slightly lower ($2.4K) than FY18 budget.   
• Academy had an operating profit of nearly $228.4K.  This is $258.2K over budget and nearly 


$1.25M higher than FY17. 
• Academy investment performance reflected gains of over $1.3M.  This was $675.8K higher than 


budget. 
• Academy had a net income of nearly $1.6M, after investment results, which exceeded the budget by 


$934.0K.  
• Investment reserves were at nearly $17.0M which was 72.0% of the FY18 budget. 


ORGANIZATIONAL CAPACITY 
 
Human Resource Implications:   
 
Financial Implications: 
 


  Budgeted        No Financial Impact 
 


  Unbudgeted: 
   Approved by the CEO on ____________ 
   Approved by the Finance Committee on ________    
   Forwarded without recommendation by the   CEO           Finance Committee 
CONSIDERATIONS FOR PROCEEDING/NOT PROCEEDING 
See above. 
EXPECTED OUTCOME(S)/RECOMMENDATION(S) 
Board accepts the report as presented. 


SUBMITTED BY: J. Dantone-DeBarbieris 
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Academy* FY18 financial results through December
• Operating revenues of $15.3M, excluding investment results, were up over 


$255.8K (1.7%) from the FY18 budget and nearly $1.4M (9.7%) when 
compared to FY17.


• Non-dues revenue is $226.5K (2.3%) higher than FY18 budget and over $1.4 
million (16.5%) than FY17.


• Dues revenue is $29.4K higher than FY18 budget.  Revenue is declining when 
compared to FY17, but, slower than anticipated.


• Expenses of $15.1M were slightly lower ($2.4K) than FY18 budget.  
• Academy had an operating profit of nearly $228.4K.  This is $258.2K over 


budget and nearly $1.25M higher than FY17.
• Academy investment performance reflected gains of over $1.3M.  This was 


$675.8K higher than budget.
• Academy had a net income of nearly $1.6M, after investment results, which 


exceeded the budget by $934.0K 
• Investment reserves were at nearly $17.0M which was 72.0% of the FY18 


budget.


*Does not include Foundation, CDR, DPGs, MIGS, ANDPAC or ACEND except where 
otherwise indicated.


Academy operations have performed very well in FY18
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Academy’s operational* results through December 


FY18 operating profit (Revenue – Expense) was nearly $228.4K which was 
$258.2K higher than budget 


Revenue * Expense


* Before Investments


$15.32
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Academy’s net income and investment results through December 


Success across all areas of the business has helped Net Income significantly 
exceed budget


Net IncomeInvestment Returns


$1,575.0


$641.0


$934.0
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Membership Dues revenue* is exceeding FY18 budget expectations


Dues revenue is currently $29.4K higher than budget and $65.3K lower when compared to 
FY17 through the same period.  Membership revenue is declining, but, at a slower pace than 
anticipated.


FY18 vs. Budget FY18 vs. FY17


$5.33 $5.30


$0.03
$0.0


$1.0


$2.0


$3.0


$4.0


$5.0


$6.0


Actuals Budget Variance
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($0.07)
($1.0)
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$3.0
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$5.0
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FY18 FY17 Variance


* Excludes revenue from the Fellow program
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Non dues revenue has exceeded budget and grown significantly


Non dues revenue has exceeded FY18 budget by nearly 2.3%.  In addition, it has 
grown by nearly 16.6% in FY18 when compared to FY17.


FY18 vs. Budget FY18 vs. FY17


$9.99 $9.76
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$0.0


$2.0


$4.0


$6.0


$8.0


$10.0


$12.0


Actuals Budget Variance


$9.99


$8.57


$1.42


$0.0


$2.0


$4.0


$6.0


$8.0


$10.0


$12.0


FY18 FY17 Variance







7


FY18 non dues revenue has exceeded expectations… 


Programs and Meetings have exceeded budget primarily due to FNCE (+62K).  
Publications is higher primarily due to List Rental (+$20K).


Programs and Meetings Publications


$5.40 $5.33
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…FY18 non dues revenue has exceeded expectations (continued)… 


Advertising has exceeded budget primarily due to greater number of Ads placed 
in Food and Nutrition Magazine (+$72K).   Grants are higher primarily due to IT 
Technical Implementation Guide funding (+$68K) and a PEW grant (+$52K).


Advertising Grants
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…while a few are slightly weaker than anticipated.


Sponsorship revenue is down primarily due the timing of sponsorship agreements.  
Subscription revenue is down due to lower eNCPT (-$25K) and lower NCM (-$6K).


Sponsorships Subscriptions
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FNCE revenue, which crosses all categories, exceeded expectations


Revenue includes Registrations, Exhibits, Royalties, Sponsorships, Bookstore 
Sales, and Hotel Rebates.  FNCE was higher across all categories and exceeded 
FY18 budget by $164K and FY17 results by over $1M.


FY18 vs. Budget FY18 vs. FY17
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Academy investment reserves have increased
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Investment reserves have grown to nearly 72% of the FY18 budget







Reserves exceed policy requirements
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$17.0M


The Academy reserves are well positioned to help overcome future obstacles







Conclusion


• Operating revenues of $15.3M, excluding investment results, were up over 
$255.8K (1.7%) from the FY18 budget 


• Non-dues revenues were 2.3% higher than FY18 budget and 16.5% higher 
than FY17


• Dues revenue is $29.4K higher than FY18 budget.  Revenue is declining 
when compared to FY17, but, slower than anticipated. 


• Expenses of $15.1M were slightly lower ($2.4K) than FY18 budget
• Academy had an operating surplus of nearly $228.4K.  This is $258.2K over 


budget 
• Academy investment performance reflected gains of over $1.3M.  This was 


$675.8K higher than budget
• Academy had a net income of nearly $1.6M, after investment results, which 


exceeded the budget by $934.0K 
• Investment reserves were at nearly $17.0M which was 72.0% of the FY18 


budget
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Academy is performing well through December and staff and leaders are 
focused on continuing the trends
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NUTRITION AND DIETETIC EDUCATORS AND 
PRECEPTORS (NDEP) 
BOARD OF DIRECTORS MEETING 
FEBRUARY 22-23, 2018 


 


 
Nutrition and Dietetic Educators and Preceptors (NDEP) is an organizational unit of the Academy of 
Nutrition and Dietetics which aims to fulfill its mission to optimize higher education for current and future 
professionals in nutrition and dietetics by addressing the broad needs of the dietetics education community in 
developing and maintaining quality dietetics education programs. 
 
MISSION 
Advocate for and empower educators to lead the profession of nutrition and dietetics. 
 
GOALS 
NDEP shall support the purposes and goals of The Academy of Nutrition and Dietetics. The goals of NDEP 
shall also be: 


• Academy members and students see educators and preceptors as leaders of the profession. 
• Educators and preceptors view NDEP as vital to professional success. 
• NDEP supports ACEND-accredited educational programs and the mentoring of program directors. 


 
VALUES 


• Customer focus – Meet the needs and exceed expectations of all customers, including educators, 
preceptors, and students.  


• Integrity – Act ethically with accountability for life-long learning and commitment to excellence 
• Innovation – Embrace change with creativity and strategic thinking 
• Social Responsibility – Make decisions with consideration for inclusivity as well as environmental, 


economic, and social implications 
 
Nutrition and Dietetic Educators and Preceptors (NDEP) Group Membership  
Currently, NDEP has 1360 members.   
 
NDEP Regions Realignment  
As of June 1, 2017, NDEP is now in six regions instead of seven areas.    


• West Coast: Washington, Oregon, Idaho, California, Nevada, Utah, Arizona, Alaska, Hawaii, 
International 


• West Central: Minnesota, Iowa, North Dakota, South Dakota, Nebraska, Kansas, Oklahoma, Texas, 
New Mexico, Colorado, Wyoming, Montana 


• North Central: Wisconsin, Michigan, Indiana, Ohio, West Virginia, Kentucky, Tennessee 
• South Central: Illinois, Missouri, Arkansas, Louisiana, Mississippi, Alabama, Georgia 
• North East: Maine, New Hampshire, Vermont, New York, New Jersey, Delaware, Connecticut, 


Rhode Island, Massachusetts 
• South East: Pennsylvania, Maryland, Virginia, North Carolina, South Carolina, Florida, Puerto Rico 


 
NDEP Elections  
NDEP’s slate of candidates for office for the 2018-2019 year:  
• Vice Chair:  Kendra Kattelmann and  Dorothy Chen-Maynard (Write-in candidate)  
• HOD Delegate:  Malinda Cecil and  Laurie Kruzich 
• South Central Regional Director: Jaimette McCulley and Linda Godfrey  
• South East Regional Director:  Phyllis Fatzinger McShane (unopposed) 
• West Central Regional Director:  Lona Sandon and Janelle Walter  
 
NDEP Spring Regional Meetings 2018  
Through the work and planning of its Regional Directors, NDEP will host three spring regional meetings in 
the Western, Central and Eastern regions.  
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• Western Region: March 8th-9th, 2018; Hotel Albuquerque at Old Town, Albuquerque, NM  
• Central Region: April 19th-20th, 2018; Clayton Plaza Hotel, Clayton, MO  
• Eastern Region: March 22nd- 23rd, 2018; Omni Hotel Charlotte, Charlotte, NC  
Registration opened on January 12, 2018 at http://ndepnet.org/ 
 
NDEP Activities 
 
Standards of Professional Performance Revision  
Work continues on the revision of the Standards of Professional Performance (SOPP) for Registered 
Dietitian Nutritionists in Education of Dietetics Practitioners. Three authors and a lead reviewer for the 
project (all NDEP members who are subject matter experts) and NDEP Chairs met with the Quality 
Management Staff during FNCE to review and discuss the work that was already underway and to develop a 
timeline for the project.  
 
NDEP Members’ Review of Key Documents and Publications 


• NDEP was asked by the Quality Management Committee (QMC) to assist in review of the Research 
and University/Other Academic Settings sections of the updated Scope of Practice for the Registered 
Dietitian Nutritionist.  A consensus report was prepared after the review of this SOP document by 
nine NDEP members and submitted to the QMC on July 31.  


 
• A number of NDEP members responded to the call for reviewers for Guide for Developing and 


Enhancing Skills in Public Health and Community Nutrition, a publication that will provide 
significant assistance and information for our educators and preceptors, as well as our students and 
interns as future practitioners in public health and community nutrition practice settings. A 
consensus report was prepared after the review of this guide by ten NDEP members and submitted to 
its authors on November 22. 


 
Applicant Guide to Supervised Practice  
The Applicant Guide to Supervised Practice is published as a resource for prospective dietetic interns with 
detailed information provided by internship program directors. It is offered for sale to students, as well as to 
Didactic Program in Dietetics (DPD) directors. NDEP has released this year’s edition, which is for sale 
through the EatRight Store.  
 
Open House Listing  
This resource was created and is maintained by Victoria M. Getty, M.Ed, RDN, and is being made available 
through NDEP.  These listings provide students and program directors with information regarding open 
houses being hosted by accredited dietetic internships and coordinated programs to provide supervised 
opportunities and training for achievement of required competencies. For the first time, a description of and 
link to the NDEP Open House Listing now appears not only on the NDEP portal resource page and the 
NDEP website, but also on both the ACEND website and the Academy website’s Student Focus page in 
order to increase awareness and access to this valuable resource.  
 
2017 Food and Nutrition Conference and Expo™ (FNCE®)  
At FNCE® this past October, NDEP hosted its annual Member Meeting and Breakfast on Monday October 
23rd at the Hyatt Regency McCormick Place Hotel in Chicago. It was very well attended by NDEP members 
and consisted of an update from NDEP leadership as well as CDR and ACEND, along with questions and 
discussion with our members.  
NDEP also hosted the Student Internship/Supervised Practice Fair on Sunday October 22nd. This event was 
a tremendous success, attended by over 700 students, with program directors and representatives of 168 
ACEND-accredited Dietetic Internships, Coordinated Programs, and ISPPs providing face-to-face contact 
for those students with valuable information and answers to their question.  
For the first time, NDEP hosted a booth at McCormick Place West to answer questions about NDEP 
membership and becoming a preceptor. The NDEP booth was staffed by NDEP Council and other NDEP 
members throughout FNCE, and included a raffle for five Academy members to win a one year NDEP 
membership commencing June 1, 2018. 
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NDEP Committees and Task Forces Updates 


• Computer Match Committee:  The committee meets regularly to discuss various computer match 
and DICAS enhancements.  Enhancements for the Spring 2017-2018 application cycle, based on 
feedback from area NDEP meetings, DICAS, and NDEP listserv discussions, were approved and are 
in use for the application cycle now underway. 


 
• Interprofessional Education Committee: This committee is developing and will be presenting an 


IPE webinar (in collaboration with the Professional Development Committee) and an IPE toolkit for 
educators.  
They continue to work closely with other groups such as the Interprofessional Education 
Collaborative (IPEC) to provide updates and opportunities for our educators and preceptors.  


 
• Issues Management Committee: NDEP has continued an Issues Management process once used by 


the House of Delegates for NDEP membership. This committee was developed to receive issues or 
questions from the NDEP membership and work within the Academy and its organizational units to 
resolve issues as they are identified.  


 
• Membership Committee: This committee is focused on promoting membership in NDEP, and 


worked alongside the Preceptor Committee in planning and staffing our NDEP booth at FNCE 2017. 
 


• Preceptor Committee: This committee works on issues related to preceptor recruitment, education 
and retention. In addition, it is responsible for selecting the Outstanding Preceptor Award recipients. 
They worked successfully in conjunction with Membership Committee to organize and staff our 
NDEP booth at FNCE 2017. 
Under the direction of the NDEP Preceptor Committee, the 2017 Preceptor Survey received over 
2,100 responses from our dedicated preceptors in a wide variety of practice settings.  This 
represented a 65% response from those provided with the link to the survey by program directors. 
The Preceptor Committee is completing compilation of the responses and preparing its report for 
planned initiatives and strategies to address issues and opportunities identified through the survey.  
 


• Professional Development Committee: This Committee plans and presents at least two webinars 
each year for NDEP members aimed at both educators and preceptors.   
A Preceptor Guidance webinar providing 1 CEU was developed by this committee and presented on 
July 26, 2017with a recording made available afterwards for those who were not able to participate.  
The live webinar had 1,000 registered attendees.    
On Thursday, March 1, 2018 a complimentary webinar entitled “Informatics in Dietetic Education: 
Fear not, help is on the way!”  will be hosted for all educators and preceptors, as well as anyone else 
interested. This webinar also provides 1 CEU, and will be archived and available for those unable to 
attend on 3/1. 
 


• Program Mentoring Committee: This committee focuses on identifying mentors who can work 
with and support new or struggling program directors. NDEP has partnered with ACEND, who has 
agreed to include information about the committee in their new program director letter. 
 


• Resource Portal Committee: The purpose of this task force is to collect case studies, rubrics, best 
practices, etc., and post them on the NDEP portal. They have updated language for guidelines for 
submission of resources by NDEP members and continue to serve as gatekeepers for resources make 
available through NDEP channels. 


 
• Simulations Committee: This committee continues to collect and present best practices that are 


helping students, faculty and/or clinical sites and share by posting on the NDEP Portal and/or NDEP 
Line newsletter.  They also plan on developing an article on simulations to be submitted in NDEP’s 
section of JAND.  
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• Graduate Student Mentor Program: This committee focuses on mentoring graduate students who 


are interested in becoming faculty and/or program directors. 
 
Publications and Communication 


• NDEP continues to develop a venue for members to publish peer-reviewed Journal articles focused 
on dietetics education.  An editorial board continues to work with the peer review process. 
Education-based articles have been published in the Journal’s Practice Application Section. 


• NDEP-Line, the NDEP newsletter, is published quarterly.  The newsletters are sent electronically to 
all members via e-blast and posted on the NDEP portal.  The newsletters cover a variety of 
information regarding NDEP including a letter from the Chair, case studies, book reviews, and 
information about upcoming NDEP events and meetings.   


• The NDEP electronic mailing list (EML) and portal continue to be a very active source of 
communication among members.  The portal includes an EML, library and email blast system.     


 
NDEP’s Annual Awards 
NDEP’s Regional Directors review nominations for Outstanding Dietetic Educator Awards (ODEA) and 
select the winners, who are announced and honored during NDEP’s Spring Regional Meetings.  Following 
are those who received the ODEA last spring: 
2017 Outstanding Dietetic Educator Award (ODEA) Winners 
Area 1  


• Janet Beary, PhD, CHES, Coordinated Program in Dietetics, Washington State University  
• Erika Ireland, MPH, RD, CPE, Dietetic Internship Program, California State University, Fresno  
• Laura McKnight, MPH, RD, Didactic Program in Dietetics, Idaho State University  


Area 2  
• Janet Johnson, MS, RDN, LD, Dietetic Internship Program, Iowa State University  
• Debra Sheats, MPH, RDN, LD, FAND, Didactic Program in Dietetics, St. Catherine University 
• Sherri Stastny, PhD, RDN, Coordinated Program in Dietetics, North Dakota State University  


Area 3  
• Leslie Ballard, MA, RDN, CSSD, CHES, Dietetic Internship Program, North Oaks Health System  
• Emma Laing, PhD, RDN, Didactic Program in Dietetics, The University of Georgia  


Area 4  
• Angela Griffin, RDN, LD, Dietetic Internship Program, Texas Woman’s University  
• Kevin Haubrick, MS, RD, LD, FAND, Didactic Program in Dietetics ,University of Houston  
• Lona Sandon, PhD, RDN, Coordinated Program in Dietetics, UT Southwestern Medical Center  


Area 5  
• Lisa Cimperman, MS, RDN, LD, Dietetic Internship Program, University Hospitals Cleveland 


Medical Center  
• Rachel Clark, MS, RD, CSSD, Coordinated Program in Dietetics, Purdue University  
• Diedri White, DrPH, RDN, LDN, Didactic Program in Dietetics, The University of Tennessee at 


Chattanooga  
Area 6  


• Chimen Castor, EdD, CHES, RDN, LDN, Coordinated Program in Dietetics, Howard University  
• Heather Cox, MS, RDN, Didactic Program in Dietetics, Virginia Polytechnic Institute and State 


University (Virginia Tech)  
• Miriam Wilson, MS, RD, LDN, Dietetic Technician Program, Community College of Allegheny 


County  
• Crystal Wynn, PhD, MPH, RD, Dietetic Internship Program, Virginia State University  


Area 7  
• Renee Barrile, PhD, RD, LDN, Coordinated Program in Dietetics, UMass Lowell  
• Nicole Klem, MS, RDN, LDN, Dietetic Technician Program, Trocaire College  
• Janet Kolmer Grommet, PhD, RDN, CDE, FAND, Didactic Program in Dietetics, Brooklyn College  
• Maria Stanish, MS, RD, Dietetic Internship Program, Montclair State University  
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Attachment 6.0 
NDEP’s Preceptor Committee reviews nominations for the Outstanding Preceptor Award (OPA) and select 
the winners, who are announced and honored during the NDEP Membership Meeting at FNCE.  Following 
are those who received the OPA last spring:  
 
2017 Outstanding Preceptor Award Winners 
Area 1  
Katherine M. Dodd, MS, RD, CSG, LD, FAND, Workgroup Leader, Nutrition and Food Science, VA 
Southern Oregon Rehabilitation Center & Clinic, Medford, OR  
Area 2  
Kathryn Rhodes, PhD, RDN, Allied Health Senior Supervisor, University of Michigan, Ann Arbor, MI  
Area 3  
Candace B. Lea, MS, RD, LD, System Clinical Nutrition Manager, Northwest Health System, 
Springdale/Bentonville/Johnson, AR  
Area 4  
Phyllis Stell Crowley, MS, RD, LDN, IBCLC, CD, State Nutrition Coordinator, Utah Department of Health 
WIC, Salt Lake City, UT  
Area 5  
Patricia Denton, MPH, RD, CD, Multi-Service General Manager, Sodexo, Inc., Lafayette, IN  
Area 6  
Sara L. Bergerson, MS, RD, CNSC, Clinical Research Dietitian, National Institutes of Health, Bethesda, MD  
Area 7  
Tamara D. Freuman, MS, RD, CDN, Registered Dietitian, East River Gastroenterology and Nutrition, New 
York, NY  
 
 
2017-2018 Council Members 
Patricia M. Knisley, RD, MS, LD, Chair (IL)  
Claudia Scott, MS, RD, LD, CDE, Vice Chair (TX)  
Robyn Osborn, PhD, RD, CD, Past Chair and NDEP Liaison to CFP (CA)  
Debbie Memmer, MS, RD, LD, Preceptor Director (OH)  
Emily Riddle, MS, RD, CD, Graduate Student Representative (NY)  
Kendra Kattelmann, PhD, RDN, LN, FAND, Delegate (SD)  
Regional Directors  
West Coast: Susan Edgar Helm, PhD, RDN (CA)  
West Central: Peggy Turner, MS, RD, LD, FAND (OK)  
North Central: Leann Schaeffer, MA, RD, LD (OH)  
South Central: Kim Matwiejow, MS, RD, LD (MO)  
North East: Michelle Sagristano, MS, RDN (CT)  
South East: Malinda D. Cecil, PhD, RD, LDN (MD)  
Unit Liaisons  
Sharon Schwartz, MS, RD, LDN - ACEND Liaison (NC)  
Kevin Sauer, PhD, RDN, LD - Board of Directors Liaison (KS)  
Rebecca Brody, PhD, RD, LD, CNSC - CDR Liaison (OR)  
Staff Liaisons  
Mary Gregoire, PhD, RD, Executive Director, ACEND  
Lauren Bozich, MS, RD, LDN, Senior Manager, ACEND  
 
NDEP Website: www.ndepnet.org  
 
Respectfully submitted, 
 
Patricia M. Knisley, RD, MS, LD 
NDEP Chair  
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Attachment 7.0 
NOMINATING COMMITTEE PROCESSES 
BOARD OF DIRECTORS MEETING 
FEBRUARY 22-23, 2018 


 


 
The selection and development of the organization’s future leaders is essential to 
implementing the Academy’s new Strategic Plan. To ensure the Academy has the best 
qualified, most forward-thinking Board leading the organization and carrying out the 
Strategic Plan, it is critical that candidates demonstrate key attributes and skill sets.  To 
accomplish this, in an August communication to the Nominating Committee, the Board 
requested a report from the committee with an assessment of the current processes and an 
action plan for 2019. 
 
Method  
To strengthen the nomination and selection processes for candidates for Board of Directors 
positions on the national ballot, a pilot program was implemented for the 2018 election year. 
The pilot consisted of incorporating the following elements into the current processes. 
• Requiring the submission of a two minute video with the nominee’s biographical 


information form 
• Including personal and professional references on the biographical information form  
• Conducting a social media background review conducted by the Strategic 


Communications Team for all Board-level candidates  
• Incorporating the six key attributes Board candidate should possess, which were 


presented by Glenn Tecker at the Board retreat, into the list of questions for the face to 
face interviews and selection process for the President-elect, Speaker-elect and Treasurer-
elect positions 
 


At its debriefing at the slate selection meeting in November, the committee discussed the 
pilot’s success in assisting in the selection of the candidates.  
 
The advantages of using the biographical information form videos as a preliminary screen to 
narrow the eligible candidate pool for the Board positions on the ballot was discussed. The 
committee felt the video requirement provided another useful component for vetting the 
nominees.  
 
Currently the positions of the President-elect, Speaker-elect and Treasurer-elect are 
interviewed during FNCE to provide an opportunity to speak with the nominees. The 
committee felt the face to face interviews for these high profile positions were critical to 
thoroughly assessing the skills sets and qualifications of the nominees, using questions based 
on the six key attributes.  
 
The social media background review for all Board-level candidates was helpful in ensuring 
the individual adheres to the profession’s code of ethics, as well as the Academy’s social 
media policy. 
 


2019 National Academy Election 
To identify candidates for the slate, the committee will continue to use the videos in the 
preliminary selections process, along with the current rating/scoring system of the 
biographical information form, review of the skill sets and qualifications and personal 
knowledge of the individual. The questions for the video will be tailored to the position for  
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Attachment 7.0 
 
 
which the nominee is applying. The committee will draft the questions at its summer 
planning meeting and will request the Board’s feedback in the proposed questions.  
 
The Nominating Committee will hold interviews for the President-elect, Speaker-elect and 
Treasurer-elect positions face to face and continue the social media background review for 
all Board-level nominees.  
 
The biographical information form will require personal and professional references for the 
committee to verify information submitted by the nominee and provide the opportunity to ask 
about the individual. 
 
The committee chair will continue to provide a brief presentation to the House of Delegates 
on the nominations and election processes.   
 
 
SUBMITTED BY:  


Lucille Beseler, MS, RDN, LDN, CDE FAND  
Immediate Past President and Board representative on the Nominating Committee 
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BOARD OF DIRECTORS MEETING 


AGENDA ITEM SUMMARY 


 


 


 


 


DATE: February 22, 2018 


AGENDA TOPIC: Public Member AGENDA 


ITEM: 
9.0 


CONTRIBUTES TO ACHIEVEMENT OF: 


 


   Strategic Plan Focus Area(s) 


  Prevention and Well-being 


  Health Care and Health Systems  


 Food and Nutrition Safety and Security 


 


   BOD Program of Work Priority 


   Strategic Plan Priorities 


   Governance Supporting Role Priorities 


   Organizational Board Priorities 


BACKGROUND 


Since 1996, the Academy Board of Directors has been selecting two public members to serve on the 


Board. A public member position will be vacated by Steven Miranda in May 2018. Public members 


serve on the Board for up to a three-year term and are afforded the same rights and privileges as 


directors elected to the Board by the membership. 
ALTERNATIVES AND/OR DISCUSSION POINTS 


Consideration should be given to candidates who can move forward the Academy’s strategic 


direction. The time commitment of public members is the same as required of other Board directors, 


and nominations need to consider individuals who have the time and willingness to serve on a 


“working board.”  


The list of individuals for consideration is attached.  
ORGANIZATIONAL CAPACITY 
 


Human Resource Implications:   
 


Financial Implications: 
 


  Budgeted        No Financial Impact 


 


  Unbudgeted: 


   Approved by the CEO on ________   (date) 


   Approved by the Finance Committee on ________   (date) 
 


   Forwarded without recommendation by the   CEO           Finance Committee 


CONSIDERATIONS FOR PROCEEDING/NOT PROCEEDING 


 


EXPECTED OUTCOME(S)/RECOMMENDATION(S) 


Identify in priority order three nominees for the impending Public Member vacancy. The President-


elect will extend the invitation to the selected nominees in priority order. 


SUBMITTED BY: Patricia Babjak  


 







 







BOARD OF DIRECTORS –2018 PUBLIC MEMBER 
NOMINEE LIST           


Name Background Highlights 
Sonja Boone, MD Chief Medical Officer, Alegis Care 


Education: 
· BA, Biological Science, University of California, Davis
· MD, Northwestern University


Overview: 
· Lead the AMA’s support to the Commission to End Health Care Disparities, and represented


the AMA on the Special Advisory Group on Improving the Hospital Care of Minorities 
contributing to a 2009 letter sent to President Obama and his Reform Team 


· Served as the Director of Diversity and Medical Director of Physician Recruitment at
Northwestern Memorial Hospital where she developed and implemented the Medical Staff 
Diversity Initiative in 1999, helping to increase the minority medical staff by 170 percent 


· Founding member of the American Leadership Council on Diversity as part of the Institute for
Diversity in Healthcare Management, Fellow in the American College of Physicians, 
member of several medical associations and societies, faculty in the Department of Medicine 
at the Feinberg School of Medicine and Visiting Assistant Professor at the University of 
Illinois (UI) College of Medicine  


· Authored multiple articles related to diversity, inclusion and healthcare equity, as well as
   written community engagement strategies for various studies at the AMA and UI Health 


Valeria Budinich, 
MS 


CEO & Founder, Ashoka Innovators for the Public 
Education: 


· MS, Industrial Engineering
Overview: 


· Social entrepreneur working for 25 years in the creation and expansion of new businesses with
social impact in 22 countries worldwide 


· Leads global initiative enabling commercial alliances between social entrepreneurs and private
companies to deliver products and services to small producers and low-income families 
through articulation of hybrid value chains 


Richard H. 
Carmona, MD, 
MPH, FACS 


Vice Chair and Chief Executive Officer, Canyon Ranch Institute 
Education: 


· BS, Biology and Chemistry, University of California, San Francisco
· MPH, University of Arizona
· MD, University of California, San Francisco


Overview: 
· Completed the statutory four-year term of the U.S. Surgeon General in 2006 where he focused


on prevention, preparedness, health disparities, health literacy, and global health to include 
health diplomacy 


· Issued many landmark Surgeon General communications during his tenure, including the
definitive Surgeon General's Report about the dangers of second-hand smoke 


· Published extensively and received numerous awards, decorations, and local and national
recognitions for his achievements 


· Served on community and national boards and provides leadership to many public and private
diverse organizations, as well as working with scientific entrepreneurs to identify needed 
emerging science and technology to translate to the market for public good and economic 
benefit  
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BOARD OF DIRECTORS –2018 PUBLIC MEMBER 
NOMINEE LIST              


 
 


 
 


Name Background Highlights 
Patrick Conway, 
MD 


 


President and Chief Executive Officer, Blue Cross Blue Shield of North Carolina  
Education: 


· BS, Genetics, Texas A&M University 
 · MSc, University of Pennsylvania School of Medicine  
· MD, Baylor College of Medicine  


Overview: 
·  Served as Chief Medical Officer of Centers for Medicare & Medicaid services from 2011-2017 
·  Served as director of the Center for Medicare & Medicaid Innovation, transitioning the U.S. 


healthcare system toward value-based payments, responsible for testing numerous new 
payment and service delivery models across the nation that reward quality and value-models 
include accountable care organizations, bundled payments, primary care medical homes, and 
state innovation models 


·  Elected in 2014 to the National Academy of Medicine Institute of Medicine, one of the highest 
honors in the fields of health and medicine 


David Donnan, 
MBA 


 


Partner, A.T. Kearney, Consumer Products & Retail Practice, Global Food and Beverage Sector 
Education: 


· BS, Industrial Engineering, University of Toronto 
· MBA, University of Toronto Rotman School of Business   


Overview: 
· Advised clients across a broad set of strategic issues including corporate strategy, merger 


integration, supply chain strategies and optimization, brand growth, positioning, and market 
entry strategies 


· Recognized as an industry leader with a diverse background who actively speaks and writes on 
topics of importance to the agriculture, food and beverage, retail, and restaurant industries 


· Presented at a variety of industry conferences for the Grocery Manufacturers Association, Food 
Marketing Institute, National Restaurant Association, and the Retail Council of Canada  


· Appeared on Bloomberg TV and is quoted in various business journals 
including BusinessWeek, The Wall Street Journal, and Forbes 


Indermit Gill, 
PhD  


 


Professor Of Practice of Public Policy in the Sanford School of Public Policy 
Education: 


· BS, University of Delhi (India)  
· MA, Delhi School of Economics 
· PhD, University of Chicago 


Overview: 
· Former director for development policy in the Office of the Chief Economist at the World Bank 


in Washington, D.C. 
· Held a number of leadership positions at the World Bank, including chief economist for Europe 


and Central Asia and staff director for the 2009 World Development Report on Economic 
Geography 


· Was economic adviser in the World Bank’s East Asia and Pacific Regional Office and lead 
economist for human development in Latin America and the Caribbean 


· Pioneered work on introducing the concept of the “middle income trap” to describe how 
developing countries stagnate after reaching a certain level of income 


· Key player in the Duke Center For International Development-Academy of Nutrition and 
Dieteics proposal addressing malnutrition in Central America 


· Has contacts with Gates Foundation  
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BOARD OF DIRECTORS –2018 PUBLIC MEMBER 
NOMINEE LIST              


 
 


 
 


Name Background Highlights 
Lisa Hilmi, MPH, 
BSN  


 


Executive Director, CORE Group 
Education: 


· BA, Political Science, Communications, Chinese, Villanova University  
· MPH, International Health, Columbia University  
· BSN, Nursing, University of Pennsylvania  
· PhD Candidate, Nursing, Global Health, University of Pennsylvania  


Overview: 
· Senior global health professional with over 25 years of experience successfully directing and 


implementing innovative global public health programs, conducting research, and improving 
clinical excellence at the global, regional, and local levels 


· Expert in East and West Africa, South/Southeast Asia, and the United States regions 
       Collaborated with UN, Banks (ADB, World Bank), academia, INGOs, civil society, clinical      
       practitioners, and ministries of health 
 


Jim Lee, MS 


 


Vice President and Director, Systems Research, Altarum Institute 
Education: 


· BS, Engineering, Northwestern University 
· MS, Applied Mathematics, University of Michigan 


Overview: 
 · Recent work focuses on health technology assessments drawing on administrative, financial 


accounting, and clinical data to support clinical trials, practice guideline development, and 
program evaluations 


· Previously served as Director of Altarum’s Medical Care Systems Group, leading public health 
informatics and health quality research programs before taking his current position with 20 
years of experience at Altarum 


 
Brett Matthews 


 


CEO and Chairman of the Board of Directors of Kate Farms 
Education: 


·  BA, History and Public Policy, Dartmouth (1984-1988) 
Overview: 


· Entrepreneur, investor 
· Kate Farms mission is to make nutrition the cornerstone of healthcare so that people with 


illnesses can heal and liver their best lives while reducing the overall cost of care and 
creating beneficial public/private partnerships between government and the Fortune 500 that 
reduce costs, generate revenue, and improve service to citizens  


·Started his career at Procter and Gamble in healthcare brand management and then went on to 
become Vice President for On Target Media (now Patient Point), a healthcare marketing 
firm that provides education to over 60,000 doctors and top health care companies 
worldwide 


· Award recipient of Time Magazine Student of the Year for Leadership and named the Ernst and 
Young Entrepreneur of the Year in New England for Business Services by Dartmouth 
College 


·Served on the Board of Visitors for Dartmouth’s Rockefeller Center of Public Policy, was 
President of local public school board, and currently serves on various task forces to assist 
government in public/private partnerships in disaster prevention and relief in his community 
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BOARD OF DIRECTORS –2018 PUBLIC MEMBER 
NOMINEE LIST              


 
 


 
 


Name Background Highlights 
Flavia Mercado, 
MD 


 


Medical Director, Inovalon, Children’s National Medical Center and Assistant Professor of Pediatrics at 
Emory University School of Medicine 
Education: 


· MD, Emory University School of Medicine  
Overview: 


· Former board member of the National Hispanic Medical Association (NHMA)· Social 
entrepreneur working for 25 years in the creation and expansion of new businesses with 
social impact in 22 countries worldwide 


· Selected for the Leadership Fellowship Program of the NHMA in 1999 
· Elected to serve on the Executive Board of Cool Girls, Incorporated, a mentorship and 


educational program for young girls from impoverished backgrounds 
· Serves on the steering committee of the Hispanic Health Coalition of Georgia and is a member 


of the American Academy of Pediatrics 
 


Kenneth G. 
Nepple, MD 


 


Clinical Associate Professor of Urology, University of Iowa Carver College of Medicine, Department of 
Urology 
Education: 


· BS, Psychology, Iowa State University  
· MD, University of Iowa   


Overview: 
· Consultant for the Malnutrition Quality Improvement Initiative Project with Avalere Health and 


the Academy  
· Clinical professor at the University of Iowa Hospitals and Clinics, a testing site for eMeasures 


and a member of the Leaning Collaborative for the Malnutrition Quality Improvement 
Initiative  


 
 


John C. Peters, 
PhD  


 
 
 
 


Chief strategy officer of the Anschutz Health and Wellness Center in Colorado and Professor University 
Colorado Denver 
Overview: 


· Leading researcher and strategist in nutrition, obesity, diabetes and related diseases, charged 
with designing and implementing ground-breaking nutrition and health research and 
programming 


· Spent more than 25 years in research and development with the Proctor & Gamble Company, 
where he conducted and managed research, technology and product development programs 
in areas including nutrition, obesity, diabetes, metabolism, and most recently, the science of 
sustainability 


· Involved in a number of public health initiatives aimed at promoting healthy lifestyle behaviors 
for the prevention and management of obesity and diabetes, including as CEO of the 
America on the Move Foundation, president of the Friends of the Center for Human 
Nutrition at the University of Colorado, and past president of the International Life Sciences 
Institute Center for Health Promotion 
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BOARD OF DIRECTORS –2018 PUBLIC MEMBER 
NOMINEE LIST              


 
 


 
 


Name Background Highlights 
Glenda D. Price, 
PhD 


 


President Emeritus of Marygrove College and President of Marygrove  
Education: 


· PhD, Temple University   
Overview: 


· Former Provost at Spelman College in Atlanta and has held positions as faculty and 
administrator at several academic institutions, as well as practicing as a clinical laboratory 
scientist 


· Former co-chair of the Academy’s Diversity Mentoring Project, that resulting in a Toolkit for 
Mentoring Diverse Students for Dietetics Careers; and she was the keynote speaker at the 
Academy’s Future Search Conference in 1994 


· Served as Director of Compuware Corporation from 2002 until to 2013 
· Serves as a Director of LaSalle Bank Corporation, a Member of the ABN AMRO Group., a 


Trustee of Alma College and a Member of Advisory Board of Detroit Executive Service 
Corps 


 
Winston Price, 
MD, FAAP 


 


Chief Medical Officer with Strategic Medical Associates  
Education: 


· MD, Cornell University 
Overview: 


· Past President of the National Medical Association (2004) where he addressed health 
disparities and promoted greater use of computer technology to improve health education 
and health outcomes 


· Held numerous leadership positions within the National Medical Association 
· Served on other organizational boards such as the Committee on Practice and Ambulatory 


Medicine of the American Academy of Pediatrics since 1999, and the Practicing Physicians 
Advisory Committee of the National Committee for Quality Assurance (NCQA) since the 
year 2000 


· Served as a Board member of the National Commission for the Certification of Physician's 
Assistants 


· Serves as Director of IT for the Cobb Institute 
 


Eric G. Tangalos, 
MD 


 


Professor of Medicine at the Mayo Clinic  
Education: 


· MD, Loyola University  
Overview: 


· Past-president of the American Medical Directors Association and a fellow and past governor 
of the American College of Physician 


· Severs as director for the American Geriatrics Foundation for Health in Aging 
· Served eight years on the national board of the Alzheimer's Association and has had continuous 


NIH funding for his work at the Mayo Alzheimer's Disease Center since 1986 
· Is an AMA delegate and holds committee positions with the National Council for Quality 


Assurance and the National Quality Forum 
· Lectures extensively and has over 200 publications to his credit 
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BOARD OF DIRECTORS –2018 PUBLIC MEMBER 
NOMINEE LIST              


 
 


 
 


Name Background Highlights 
Thomas Valuck, 
MD, JD, MHSA 


 


Partner, Discern Health 
Education: 


· MD, University of Missouri-Kansas 
· JD, Georgetown University 
· MHSA, University of Kansas 


Overview: 
· Serves to help private and public sector clients who are transforming the health care system on 


the front lines to achieve better health and healthcare outcomes at lower cost  
· Served four years as Senior Vice President for Strategic Partnerships at the National Quality 


Forum (NQF)  
· Oversaw the NQF-convened partnerships—the Measure Applications Partnership and the 


National Priorities Partnership—as well as NQF’s engagement with states and regional 
community alliances 


·  Served as a Senior Advisor and Medical Officer at CMS, where he advised senior agency and 
Department of Health and Human Services leadership regarding Medicare payment and 
quality of care, particularly value-based purchasing 
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BOARD OF DIRECTORS MEETING 


AGENDA ITEM SUMMARY 


 


 


 


DATE: February 23, 2018 


AGENDA TOPIC: GMO Task Force AGENDA 


ITEM: 
12.0 


CONTRIBUTES TO ACHIEVEMENT OF: 


 


  Strategic Plan Focus Area(s) 


  Prevention and Well-being 


  Health Care and Health Systems  


Food and Nutrition Safety and Security 


 


   BOD Program of Work Priority 


   Strategic Plan Priorities 


   Governance Supporting Role Priorities 


   Organizational Board Priorities 


BACKGROUND:  The Academy Positions Committee received a request for a position paper on GMOs.  Due to high 


visibility of the topic, the APC requested an EAL systematic review, prior to developing a position.  The Advanced 


Technology in Food Production project that covered human intake of GMOs, was published on the EAL in 2015.  


Several research questions were asked in the systematic review and the majority were a grade V (no evidence found), 


and few were grade III (limited evidence).  A manuscript on the ATFP systematic review has been submitted to and 


accepted by JAND.  Due to lack of available evidence, the APC was unable to develop a position.  With the Academy 


still in need of a position and/or stance, the GMO task Force was appointed.  It was determined that due to the breadth 


and depth of the topic, and various areas of expertise required, available literature should be searched for an unbiased, 


comprehensive report by a reputable organization.  The GMO Task Force, comprised of members from the APC and 


EBPC commenced work in the summer of 2017.  The results of the Task Force were presented to the Council on 


Research who subsequently approved the process and recommended that it go to the BOD for final approval.  


ALTERNATIVES AND/OR DISCUSSION POINTS 
 


 
ORGANIZATIONAL CAPACITY 
 


Human Resource Implications:   
 


Financial Implications: 
 


  Budgeted       No Financial Impact 


 


  Unbudgeted: 


   Approved by the CEO on ________   (date) 


   Approved by the Finance Committee on ________   (date) 
 


   Forwarded without recommendation by the   CEO           Finance Committee 


CONSIDERATIONS FOR PROCEEDING/NOT PROCEEDING 


 


EXPECTED OUTCOME(S)/RECOMMENDATION(S):  The Board to consider approving the GMO Task 


Force/Council on Research recommendation to support the report of the National Academy of Sciences-


Engineering-Medicine Genetically Engineered Crops: Experiences and Prospects, May 2016.  
 


 


SUBMITTED BY:  Lisa Moloney  and Kevin Sauer 
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REPORT IN BRIEF


Genetically Engineered Crops:  
Experiences and Prospects


May 2016
Board on Agriculture and Natural Resources


DIVISION ON EARTH AND LIFE STUDIES


Claims and research that extol both the benefits of and 
risks posed by GE crops and food have created a confusing 
landscape for the public and policy-makers. Using evidence 
accumulated over the last two decades, this report assesses 
purported negative effects and purported benefits of 
currently commercialized GE crops. The report also assesses 
emerging genetic-engineering technologies, how they 
might contribute to future crop improvement, and what 
technical and regulatory challenges they may present. To 
carry out its task, the report’s authoring committee delved 
into the relevant literature (more than 900 research and 
other publications), heard from 80 diverse speakers at three 
public meetings and 15 webinars, and read more than 
700 comments from members of the public to broaden its 
understanding of issues surrounding GE crops. 


EXPERIENCES WITH GENETICALLY ENGINEERED 
CROPS 
Since the 1980s, biologists have used genetic engineering 
in crop plants to alter characteristics, such as longer shelf 
life for fruit, higher vitamin content, and resistance to 


diseases. However, the only characteristics that have been 
introduced through genetic engineering into widespread 
commercial use are those that provide insect resistance 
and herbicide resistance. In 2015, GE herbicide resistance, 
insect resistance, or both were available in fewer than 
10 crop species and grown on about 12 percent of the 
world’s planted cropland (see Figure 1). In its evaluation of 
experiences with GE crops, the committee examined the 
long-term data available on the use of insect and herbicide 
resistance in the most commonly grown GE crops to date: 
soybean, cotton, and maize. A few other GE characteris-
tics—such as for resistance to specific viruses in papaya and 
squash and reduction of browning in the flesh of apples 
and potatoes—have been incorporated into some crops in 
commercial production as of 2015, but were produced on a 
relatively small number of hectares worldwide. 


Agronomic and Environmental Effects 
Insect-resistant GE crops contain genes from Bacillus 
thuringiensis (Bt), a soil bacterium that gives crops a built-in 
insecticide. Plants with this characteristic can kill targeted 


New technologies in genetic engineering and conventional breeding 
are blurring the once clear distinctions between these two crop-
improvement approaches. While recognizing the inherent difficulty 


of detecting subtle or long-term effects in health or the environment, the 
study committee found no substantiated evidence of a difference in risks 
to human health between currently commercialized genetically engi-
neered (GE) crops and conventionally bred crops, nor did it find conclusive 
cause-and-effect evidence of environmental problems from the GE crops. 
GE crops have generally had favorable economic outcomes for producers 
in early years of adoption, but enduring and widespread gains will depend 
on institutional support and access to profitable local and global markets, 
especially for resource-poor farmers.
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insects that ingest them. Following are conclusions about 
various effects of Bt crops based on available data:


 • Bt Crop Yield. Bt in maize and cotton from 1996 to 
2015 contributed to a reduction in crop losses (closing 
the gap between actual yield and potential yield) under 
circumstances where targeted insect pests caused 
substantial damage to non-Bt varieties and synthetic 
chemicals could not provide practical control. 


 • Abundance and diversity of insects. In areas of the 
United States and China where adoption of either Bt 
maize or Bt cotton is high, some insect-pest populations 
are reduced regionally, benefiting both adopters and 
nonadopters of Bt crops. Some secondary (non targeted) 
insect pests have increased in abundance, but there are 
only a few cases where the increase has posed an agro-
nomic problem. Planting Bt crops tended to result in 
higher insect biodiversity than planting similar varieties 
without the Bt trait and using synthetic insecticides.


 • Insecticide use. Application of synthetic insecticides 
to maize and cotton has decreased following the switch 
from non-Bt varieties to Bt varieties, and in some cases, 
the use of Bt crops has been associated with lower use 
of insecticides in non-Bt varieties of the crop and other 
crops in the same area. 


 • Insect resistance. Target insects have been slow to 
evolve resistance to Bt proteins when crops produced a 
high enough dose of Bt protein to kill insects with partial 
genetic resistance to the toxin and there were refuges 
where susceptible insects survived. Where resistance-
management strategies were not followed, damaging 
levels of resistance evolved in some target insects.


Herbicide resistance allows a crop to survive the application 
of a herbicide which would otherwise kill it. Most herbi-
cide-resistant GE crops are engineered to be resistant to 
glyphosate, commonly known as RoundUp®. Conclusions 
based on the available evidence include the following:


 • Herbicide-resistant crop yield. Studies indicate 
that herbicide-resistant crops contribute to greater yield 
where weed control is improved because of the specific 
herbicides that can be used in conjunction with the 
herbicide-resistant crop.


 • Herbicide use. Total kilograms of all types of herbicide 
applied per hectare of crop per year declined when 
herbicide-resistant crops were first adopted, but the 
decreases have not generally been sustained. However, 
total kilograms of herbicide applied per hectare is an 
uninformative metric for assessing changes in risks to 
the environment or to human health due to GE crops; 
because the environmental and health hazards of 
different herbicides vary, the relationship of kilograms 
of herbicide applied per hectare and risk is poor. 


 • Weed-species distribution. In locations where 
glyphosate is used extensively, weed species that are 
naturally less susceptible to that herbicide may populate 
a field. The committee found little evidence that agro-
nomic harm had resulted from such shifts in weed 
species.


 • Weed resistance. In many locations, some weeds 
have evolved resistance to glyphosate. Integrated 
weed-management approaches can be used to delay 
resistance, especially in cropping systems not yet 
exposed to continuous glyphosate applications. Further 


FIGURE 1. Commercially Grown GE Crops Worldwide. In 2015, almost 180 million hectares of GE crops were planted globally, 
which was about 12 percent of the world’s planted cropland that year. There were herbicide-resistant varieties of maize, soybean, 
cotton, canola, sugar beet, and alfalfa, and insect-resistant varieties of maize, cotton, poplar, and eggplant. 
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research is needed to improve strategies for manage-
ment of resistance in weeds.


Overall, the committee found no conclusive evidence 
of cause-and-effect relationships between GE crops and 
environmental problems. However, the complex nature of 
assessing long-term environmental changes often made it 
difficult to reach definitive conclusions. 


Comparisons with conventional breeding 
The committee assessed detailed surveys and experiments 
comparing GE to non-GE crop yields and also examined 
changes over time in overall yield per hectare of maize, 
soybean, and cotton reported by the U.S. Department of 
Agriculture (USDA) before, during, and after the switch 
from conventionally bred to GE varieties of these crops. 
Although the sum of experimental evidence indicates that 
GE herbicide resistance and insect resistance are contrib-
uting to actual yield increases, there is no evidence from 
USDA data that the average historical rate of increase in U.S. 
yields of cotton, maize, and soybean has changed.


Human Health Effects
GE crops and foods derived from them are tested in three 
ways: animal testing, compositional analysis, and aller-
genicity testing and prediction. Although the design and 
analysis of many animal-feeding studies were not optimal, 
the many available animal experimental studies taken 
together provided reasonable evidence that animals were 
not harmed by eating foods derived from GE crops. Data 
on the nutrient and chemical composition of a GE plant 
compared to a similar non-GE variety of the crop some-
times show statistically significant differences in nutrient 
and chemical composition, but the differences have been 
considered to fall within the range of naturally occurring 
variation found in currently available non-GE crops.


Many people are concerned that GE food consumption 
may lead to higher incidence of specific health problems 
including cancer, obesity, gastrointestinal tract illnesses, 
kidney disease, and disorders such as autism spectrum 
and allergies. In the absence of long-term, case-controlled 
studies to examine some hypotheses, the committee 
examined epidemiological datasets over time from the 
United States and Canada, where GE food has been 
consumed since the late 1990s, and similar datasets from 
the United Kingdom and western Europe, where GE food is 
not widely consumed. No pattern of differences was found 
among countries in specific health problems after the 
introduction of GE foods in the 1990s.


Social and Economic Effects
At the farm level, soybean, cotton, and maize with GE 
herbicide-resistant or insect-resistant traits (or both) have 
generally had favorable economic outcomes for producers 
who have adopted these crops, but there is high heteroge-
neity in outcomes. The utility of a GE variety to a specific 
farm system depends on the fit of the GE characteristic and 
the genetics of the variety to the farm environment and 
the quality and cost of the GE seeds. In some situations in 
which farmers have adopted GE crops without identifiable 
economic benefits, increases in management flexibility and 


other considerations may be driving adoption of GE crops, 
especially those with herbicide resistance. 


The cost of GE seed may limit the adoption of GE crops by 
resource-poor smallholders. In most situations, the differ-
ential cost between GE and non-GE seed is a small fraction 
of total costs of production, although it may constitute a 
financial constraint because of limited access to credit. In 
addition, small-scale farmers may face a financial risk when 
purchasing a GE seed upfront if the crop fails. 


The committee heard diverse opinions on the ability of GE 
crops to affect food security in the future. GE crops, like 
other technological advances in agriculture, are not able 
by themselves to address fully the wide variety of complex 
challenges that face smallholders. Such issues as soil fertility, 
integrated pest management, market development, storage, 
and extension services all need to be addressed to improve 
crop productivity, decrease post-harvest losses, and increase 
food security. Even if a GE crop may improve productivity 
or nutritional quality, its ability to benefit intended stake-
holders will depend on the social and economic contexts in 
which the technology is developed and diffused.


PROSPECTS FOR GENETIC ENGINEERING OF CROPS
Emerging genetic-engineering technologies such as CRISPR/
Cas9 promise to increase the precision with which changes 
can be made to plant genomes and expand the array of 
characteristics that can be changed or introduced, such 
as: improved tolerance to drought and thermal extremes; 
increased efficiency in photosynthesis and nitrogen use; and 
improved nutrient content. Insect and disease resistance 
are likely to be introduced into more crop species and the 
number of pests targeted will also likely increase. If deployed 
appropriately, such characteristics will almost certainly 
increase harvestable yields and decrease the probability of 
crop losses to major insect or disease outbreaks. However, it 
is too early to know whether complex genetic changes that 
substantially improve photosynthesis, increase nutrient-use 
efficiency, and increase maximum yield will be successfully 
deployed. Therefore, the committee recommends balanced 
public investment in emerging genetic-engineering tech-
nologies and other approaches to address food security.


REGULATION SHOULD FOCUS ON NOVEL 
CHARACTERISTICS AND HAZARDS
All technologies for improving plant genetics—whether 
GE or conventional—can change foods in ways that could 
raise safety issues. Therefore, it is the product that should 
be regulated, the report finds, not the process (i.e., 
genetic-engineering or conventional-breeding techniques). 
New plant varieties should undergo safety testing if they 
have intended or unintended novel characteristics with 
potential hazards.


The United States’ current policy on new plant varieties 
is in theory a product-based policy, but USDA and the 
Environmental Protection Agency (EPA) determine which 
plants to regulate at least partially on the process by 
which they are developed. This approach is becoming 
less technically defensible as emerging technologies blur 
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the distinctions between genetic engineering and 
conventional plant breeding. For example, CRISPR/
Cas9 could make a directed change in the DNA 
of a crop plant that leads to increased resistance 
to an herbicide; the same change could be made 
using chemical- or radiation-induced mutagen-
esis in thousands of individual plants followed by 
genome screening to isolate plants with the desired 
mutation—an approach considered conventional 
breeding by most national regulatory systems


The report recommends the development of a 
tiered approach to safety testing using as criteria 
novelty (intended and unintended), potential 
hazard, and exposure. New -omics technologies—
such as proteomics and transcriptomics—that can 
compare the DNA sequence, RNA expression, and 
molecular composition of a new variety with coun-
terparts already in widespread use will allow such 
testing for novel characteristics, better enabling 
the tiered approach (see Figure 2). The committee 
is aware that -omics technologies are new and 
that not all developers of crop varieties will have 
access to them; therefore, public investment will 
be needed.


Regulating authorities should be proactive in 
communicating information to the public about 
how emerging genetic-engineering technologies 
or their products might be regulated and how new 
regulatory methods may be used. They should also 
proactively seek input from the public on these 
issues. Policy regarding GE crops has scientific, 
legal, and social dimensions, and not all issues can 
be answered by science alone, the report finds.


Committee on Genetically Engineered Crops: Past Experience and Future Prospects—Fred Gould (Chair), North Carolina State 
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Assistant), Samuel Crowell (Mirzayan Science & Technology Policy Fellow, until August 2015), Robin A. Schoen (Director, Board on 
Agriculture and Natural Resources), Norman Grossblatt (Senior Editor), National Academies of Sciences, Engineering, and Medicine 


The National Academies of Sciences, Engineering, and Medicine appointed the above committee of experts to address the specific task 
requested by the Burroughs Wellcome Fund, Gordon and Betty Moore Foundation, New Venture Fund, U.S. Department of Agriculture, and 
National Academy of Sciences. The members volunteered their time for this activity; their report is peer-reviewed and the final product signed 
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For more information, contact the Board on Agriculture and Natural Resources at (202) 334-3062 or visit at http://nas-sites.org/
ge-crops. Copies of Genetically Engineered Crops: Experiences and Prospects are available from the National Academies Press, 500 Fifth 
Street, NW, Washington, DC 20001; (800) 624-6242; or as free PDFs at www.nap.edu.


Permission granted to reproduce this brief in its entirety with no additions or alterations.  
Permission for images/figures must be obtained from their original source.


© 2016 The National Academy of Sciences


Locate information on related reports at http://dels.nas.edu/banr
Download (free) or purchase this report at www.nap.edu


FIGURE 2. Proposed Strategy for Evaluating Crops Using 
-Omics Technologies. New -omics technologies could be used to 
determine the extent to which the novel characteristics of the plant 
variety are likely to pose a risk to human health or the environment, 
regardless of whether the plant was developed using genetic-engi-
neering or conventional-breeding processes.
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Safety and nutritional 
assessment of GM 
plants and derived food 
and feed: The role of 
animal feeding trials 


2008 http://ilsina.org/wp-
content/uploads/sites/6/20
16/07/EFSA-GMO2007.pdf  


Exclude Not comprehensive, 
specific to feeding trials. 


Food & Agriculture 
Organization (FAO) 


The State of Food and 
Agriculture 


2004 http://ilsina.org/wp-
content/uploads/sites/6/20
16/07/FAO-2004.pdf 


Exclude 2004 


Food Marketing 
Institute: offers 
template for 
businesses 


GMO Policy Statement ? https://www.fmi.org/docs/d
efault-source/gmo-
microsite/sample-gmo-
policy-statement-
.pdf?sfvrsn=0 


Exclude Exclude, industry; will 
receive perceived COI 


Food Standards 
Agency - UK 


Safety Assessment of 
Novel Foods 


2005 http://ilsina.org/wp-
content/uploads/sites/6/20
16/07/FSA-2005.pdf  


Exclude 2005 


Food Standards 
Australia New Zealand 


Safety Assessment of 
Genetically Modified 
Foods - Guidance 
Document 


2007 http://ilsina.org/wp-
content/uploads/sites/6/20
16/07/FSANZ-2007.pdf  


Exclude 2007 


Health Canada Frequently Asked 
Questions - 
Biotechnology and 
Genetically Modified 
Foods 


2012 http://www.hc-sc.gc.ca/fn-
an/gmf-agm/fs-if/faq_1-
eng.php#p2  


Exclude Not comprehensive, 
specific to Canada 
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http://ilsina.org/wp-content/uploads/sites/6/2016/07/EFSA-GMO2010.pdf

http://ilsina.org/wp-content/uploads/sites/6/2016/07/EFSA-GMO2010.pdf

http://ilsina.org/wp-content/uploads/sites/6/2016/07/EFSA-GMO2010.pdf

http://ilsina.org/wp-content/uploads/sites/6/2016/07/EFSA-GMO2007.pdf

http://ilsina.org/wp-content/uploads/sites/6/2016/07/EFSA-GMO2007.pdf

http://ilsina.org/wp-content/uploads/sites/6/2016/07/EFSA-GMO2007.pdf

http://ilsina.org/wp-content/uploads/sites/6/2016/07/FAO-2004.pdf

http://ilsina.org/wp-content/uploads/sites/6/2016/07/FAO-2004.pdf

http://ilsina.org/wp-content/uploads/sites/6/2016/07/FAO-2004.pdf

https://www.fmi.org/docs/default-source/gmo-microsite/sample-gmo-policy-statement-.pdf?sfvrsn=0

https://www.fmi.org/docs/default-source/gmo-microsite/sample-gmo-policy-statement-.pdf?sfvrsn=0

https://www.fmi.org/docs/default-source/gmo-microsite/sample-gmo-policy-statement-.pdf?sfvrsn=0

https://www.fmi.org/docs/default-source/gmo-microsite/sample-gmo-policy-statement-.pdf?sfvrsn=0

https://www.fmi.org/docs/default-source/gmo-microsite/sample-gmo-policy-statement-.pdf?sfvrsn=0

http://ilsina.org/wp-content/uploads/sites/6/2016/07/FSA-2005.pdf

http://ilsina.org/wp-content/uploads/sites/6/2016/07/FSA-2005.pdf

http://ilsina.org/wp-content/uploads/sites/6/2016/07/FSA-2005.pdf

http://ilsina.org/wp-content/uploads/sites/6/2016/07/FSANZ-2007.pdf

http://ilsina.org/wp-content/uploads/sites/6/2016/07/FSANZ-2007.pdf

http://ilsina.org/wp-content/uploads/sites/6/2016/07/FSANZ-2007.pdf

http://www.hc-sc.gc.ca/fn-an/gmf-agm/fs-if/faq_1-eng.php#p2

http://www.hc-sc.gc.ca/fn-an/gmf-agm/fs-if/faq_1-eng.php#p2

http://www.hc-sc.gc.ca/fn-an/gmf-agm/fs-if/faq_1-eng.php#p2





International Council 
for Science 


New Genetics, Food 
and Agriculture: 
Scientific Discoveries – 
Societal Dilemmas 


2003 http://ilsina.org/wp-
content/uploads/sites/6/20
16/07/ICSU-2003.pdf 


Exclude 2003 


Institute for Food 
Technologists (IFT) 


IFT Expert Report on 
Biotechnology and 
Foods 


2000 http://ilsina.org/wp-
content/uploads/sites/6/20
16/07/IFT-Expert-Report.pdf  


Exclude 2000 


International Union of 
Food Science & 
Technology 


IUFoST Scientific Bulletin 
on Biotechnology and 
Food 
 


2005 http://ilsina.org/wp-
content/uploads/sites/6/20
16/07/IUFOST2005.pdf  


Exclude 2005 


International Union of 
Nutritional Sciences 


Statement on Benefits 
and Risks of Genetically 
Modified Foods for 
Human Health and 
Nutrition 


2012 http://www.iuns.org/2012/
05/statement-on-benefits-
and-risks-of-genetically-
modified-foods-for-human-
health-and-nutrition/ 


Include Selected for further 
review and 
consideration, NAM 
selected due to 
publication date and 
content. 


Kellogg Company Kellogg Company GMO 
Position Statement 


? http://newsroom.kelloggco
mpany.com/download/Kello
gg+Company+GMO+Positio
n+Statement.pdf 


Exclude Exclude, industry; will 
receive perceived COI 


Mars Corporation Our GMO Policy References 
from 2014 


http://www.mars.com/glob
al/about-us/policies-and-
practices/gmo-policy 


Exclude Exclude, industry; will 
receive perceived COI 


Monsanto Labeling Food and 
Ingredients Developed 
from GM Seed 


2017 https://monsanto.com/com
pany/commitments/safety/s
tatements/gmo-food-
labeling/ 


Exclude Exclude, industry; will 
receive perceived COI 


National Academies of 
Sciences, Engineering, 
and Medicine 


Genetically Engineered 
Crops: Experience and 
Prospects 


2016 https://www.nap.edu/catal
og/23395/genetically-
engineered-crops-
experiences-and-prospects  


Include INCLUDE 


National Academy of 
Sciences 


Safety of Genetically 
Engineered Foods: 
Approaches to Assessing 
Unintended Health 
Effects 


2004 http://ilsina.org/wp-
content/uploads/sites/6/20
16/07/NAS-2004.pdf  


Exclude 2004 
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http://ilsina.org/wp-content/uploads/sites/6/2016/07/ICSU-2003.pdf

http://ilsina.org/wp-content/uploads/sites/6/2016/07/ICSU-2003.pdf

http://ilsina.org/wp-content/uploads/sites/6/2016/07/ICSU-2003.pdf

http://ilsina.org/wp-content/uploads/sites/6/2016/07/IFT-Expert-Report.pdf

http://ilsina.org/wp-content/uploads/sites/6/2016/07/IFT-Expert-Report.pdf

http://ilsina.org/wp-content/uploads/sites/6/2016/07/IFT-Expert-Report.pdf

http://ilsina.org/wp-content/uploads/sites/6/2016/07/IUFOST2005.pdf

http://ilsina.org/wp-content/uploads/sites/6/2016/07/IUFOST2005.pdf

http://ilsina.org/wp-content/uploads/sites/6/2016/07/IUFOST2005.pdf

http://www.iuns.org/2012/05/statement-on-benefits-and-risks-of-genetically-modified-foods-for-human-health-and-nutrition/

http://www.iuns.org/2012/05/statement-on-benefits-and-risks-of-genetically-modified-foods-for-human-health-and-nutrition/

http://www.iuns.org/2012/05/statement-on-benefits-and-risks-of-genetically-modified-foods-for-human-health-and-nutrition/

http://www.iuns.org/2012/05/statement-on-benefits-and-risks-of-genetically-modified-foods-for-human-health-and-nutrition/

http://www.iuns.org/2012/05/statement-on-benefits-and-risks-of-genetically-modified-foods-for-human-health-and-nutrition/

http://newsroom.kelloggcompany.com/download/Kellogg+Company+GMO+Position+Statement.pdf

http://newsroom.kelloggcompany.com/download/Kellogg+Company+GMO+Position+Statement.pdf

http://newsroom.kelloggcompany.com/download/Kellogg+Company+GMO+Position+Statement.pdf

http://newsroom.kelloggcompany.com/download/Kellogg+Company+GMO+Position+Statement.pdf

http://www.mars.com/global/about-us/policies-and-practices/gmo-policy

http://www.mars.com/global/about-us/policies-and-practices/gmo-policy

http://www.mars.com/global/about-us/policies-and-practices/gmo-policy

https://monsanto.com/company/commitments/safety/statements/gmo-food-labeling/

https://monsanto.com/company/commitments/safety/statements/gmo-food-labeling/

https://monsanto.com/company/commitments/safety/statements/gmo-food-labeling/

https://monsanto.com/company/commitments/safety/statements/gmo-food-labeling/

https://www.nap.edu/catalog/23395/genetically-engineered-crops-experiences-and-prospects

https://www.nap.edu/catalog/23395/genetically-engineered-crops-experiences-and-prospects

https://www.nap.edu/catalog/23395/genetically-engineered-crops-experiences-and-prospects

https://www.nap.edu/catalog/23395/genetically-engineered-crops-experiences-and-prospects

http://ilsina.org/wp-content/uploads/sites/6/2016/07/NAS-2004.pdf

http://ilsina.org/wp-content/uploads/sites/6/2016/07/NAS-2004.pdf

http://ilsina.org/wp-content/uploads/sites/6/2016/07/NAS-2004.pdf





National Research 
Council 


Genetically Modified 
Pest-Protected Plants 


2000 http://ilsina.org/wp-
content/uploads/sites/6/20
16/07/NRC-2000.pdf  


Exclude 2000 


New Zealand Genetic modification in 
New Zealand 


References 
from 2003 
and prior 


http://www.mfe.govt.nz/pu
blications/hazards/gm-nz-
approach-jun04/genetic-
modification-new-zealand 
 


Exclude 2001 


New Zealand Royal 
Commission 


Report of the Royal 
Commission on Genetic 
Modification 


2001 http://www.mfe.govt.nz/sit
es/default/files/media/Haza
rds/Royal%20Commission%
20on%20GM%20in%20NZ-
Final.pdf  


Exclude 2001 


Organic Farming 
Research Foundation: 


OFRF Policy Statement 
on GMOs 


2013 http://ofrf.org/policy/ofrf-
policy-statement-gmos 
 


Exclude Not comprehensive, how 
to prevent GMO 
contamination 


Pennsylvania 
Association for 
Sustainable 
Agriculture 


Genetically Modified 
Organisms 


? https://www.pasafarming.o
rg/policy/genetically-
modified-organisms 


Exclude Not comprehensive, pro-
labeling anti-GMO 
statement 


Public Health 
Association of 
Australia 


Policy-at-a-glance – 
Genetically Modified 
Foods Policy 


2013 https://www.phaa.net.au/d
ocuments/item/235 
 


Exclude Not comprehensive, 
specific to Australia, not 
comprehensive 


Society of Toxicology The Safety of 
Genetically Modified 
Foods Produced through 
Biotechnology 


2003 http://ilsina.org/wp-
content/uploads/sites/6/20
16/07/SOT-2003.pdf  


Exclude 2003 


The Royal Society Genetically modified 
plants for food use and 
human health—an 
update 


2002 http://ilsina.org/wp-
content/uploads/sites/6/20
16/07/RS-2002.pdf 


Exclude 2002 


The Society for In 
Vitro Biology 


Position Statement on 
Crop Genetic 
Engineering 


2012 https://sivb.org/about-
sivb/public-policy/position-
statement-on-crop-
engineering.html  


Exclude Not comprehensive 
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http://ilsina.org/wp-content/uploads/sites/6/2016/07/NRC-2000.pdf

http://ilsina.org/wp-content/uploads/sites/6/2016/07/NRC-2000.pdf

http://ilsina.org/wp-content/uploads/sites/6/2016/07/NRC-2000.pdf

http://www.mfe.govt.nz/publications/hazards/gm-nz-approach-jun04/genetic-modification-new-zealand

http://www.mfe.govt.nz/publications/hazards/gm-nz-approach-jun04/genetic-modification-new-zealand

http://www.mfe.govt.nz/publications/hazards/gm-nz-approach-jun04/genetic-modification-new-zealand

http://www.mfe.govt.nz/publications/hazards/gm-nz-approach-jun04/genetic-modification-new-zealand

http://www.mfe.govt.nz/sites/default/files/media/Hazards/Royal%20Commission%20on%20GM%20in%20NZ-Final.pdf

http://www.mfe.govt.nz/sites/default/files/media/Hazards/Royal%20Commission%20on%20GM%20in%20NZ-Final.pdf

http://www.mfe.govt.nz/sites/default/files/media/Hazards/Royal%20Commission%20on%20GM%20in%20NZ-Final.pdf

http://www.mfe.govt.nz/sites/default/files/media/Hazards/Royal%20Commission%20on%20GM%20in%20NZ-Final.pdf

http://www.mfe.govt.nz/sites/default/files/media/Hazards/Royal%20Commission%20on%20GM%20in%20NZ-Final.pdf

http://ofrf.org/policy/ofrf-policy-statement-gmos

http://ofrf.org/policy/ofrf-policy-statement-gmos

https://www.pasafarming.org/policy/genetically-modified-organisms

https://www.pasafarming.org/policy/genetically-modified-organisms

https://www.pasafarming.org/policy/genetically-modified-organisms

https://www.phaa.net.au/documents/item/235

https://www.phaa.net.au/documents/item/235

http://ilsina.org/wp-content/uploads/sites/6/2016/07/SOT-2003.pdf

http://ilsina.org/wp-content/uploads/sites/6/2016/07/SOT-2003.pdf

http://ilsina.org/wp-content/uploads/sites/6/2016/07/SOT-2003.pdf

http://ilsina.org/wp-content/uploads/sites/6/2016/07/RS-2002.pdf

http://ilsina.org/wp-content/uploads/sites/6/2016/07/RS-2002.pdf

http://ilsina.org/wp-content/uploads/sites/6/2016/07/RS-2002.pdf

https://sivb.org/about-sivb/public-policy/position-statement-on-crop-engineering.html

https://sivb.org/about-sivb/public-policy/position-statement-on-crop-engineering.html

https://sivb.org/about-sivb/public-policy/position-statement-on-crop-engineering.html

https://sivb.org/about-sivb/public-policy/position-statement-on-crop-engineering.html





Union of the German 
Academies of Science 
and Humanities 
(InterAcademy Panel 
Initiative on 
Genetically Modified 
Organisms) 


Are there health hazards 
for the consumer from 
eating genetically 
modified food? 


Assuming 
from ~2005, 
reference 
from 2004 
and prior 


http://ilsina.org/wp-
content/uploads/sites/6/20
16/07/UGASH.pdf 


Exclude 2005 


United Nations 
Development Report 


The Human 
Development Report 
2001 – Making New 
Technologies Work for 
Human Development 


2001 http://ilsina.org/wp-
content/uploads/sites/6/20
16/07/UN-DP-2001.pdf 


Exclude 2001 


US Department of 
Agriculture 


Opportunities and 
Challenges in 
Agricultural 
Biotechnology: The 
Decade Ahead 


2006 http://ilsina.org/wp-
content/uploads/sites/6/20
16/07/USDA-AC21-06.pdf  


Exclude 2006 


US Food & Drug 
Administration (FDA) 


Statement of Policy - 
Foods Derived from 
New Plant Varieties 


1992 https://www.fda.gov/Food/
GuidanceRegulation/Guidan
ceDocumentsRegulatoryInfo
rmation/Biotechnology/ucm
096095.htm 


Exclude 1992 


World Bank Capturing the Benefits 
of Genetically 
Modified Organisms for 
the Poor 


2008 http://ilsina.org/wp-
content/uploads/sites/6/20
16/07/WorldBank-2008.pdf 


Exclude Not comprehensive, call 
for regulatory systems. 


World Health 
Organization 


FAO/WHO Expert 
Consultation on the 
Safety Assessment of 
Foods Derived from 
Recombinant-DNA 
Animals 


2007 http://ilsina.org/wp-
content/uploads/sites/6/20
16/07/WHO_FAO-2007.pdf 


Exclude 2007 


World Health 
Organization 
 


State of the art on the 
initiatives and activities 
relevant to risk 
assessment and risk 
management of 


2013 http://www.who.int/foodsa
fety/publications/nanotechn
ology-2013/en/ 


Include Selected for further 
review and 
consideration, NAM 
selected due to 
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http://ilsina.org/wp-content/uploads/sites/6/2016/07/UGASH.pdf

http://ilsina.org/wp-content/uploads/sites/6/2016/07/UGASH.pdf

http://ilsina.org/wp-content/uploads/sites/6/2016/07/UGASH.pdf

http://ilsina.org/wp-content/uploads/sites/6/2016/07/UN-DP-2001.pdf

http://ilsina.org/wp-content/uploads/sites/6/2016/07/UN-DP-2001.pdf

http://ilsina.org/wp-content/uploads/sites/6/2016/07/UN-DP-2001.pdf

http://ilsina.org/wp-content/uploads/sites/6/2016/07/USDA-AC21-06.pdf

http://ilsina.org/wp-content/uploads/sites/6/2016/07/USDA-AC21-06.pdf

http://ilsina.org/wp-content/uploads/sites/6/2016/07/USDA-AC21-06.pdf

https://www.fda.gov/Food/GuidanceRegulation/GuidanceDocumentsRegulatoryInformation/Biotechnology/ucm096095.htm

https://www.fda.gov/Food/GuidanceRegulation/GuidanceDocumentsRegulatoryInformation/Biotechnology/ucm096095.htm

https://www.fda.gov/Food/GuidanceRegulation/GuidanceDocumentsRegulatoryInformation/Biotechnology/ucm096095.htm

https://www.fda.gov/Food/GuidanceRegulation/GuidanceDocumentsRegulatoryInformation/Biotechnology/ucm096095.htm

https://www.fda.gov/Food/GuidanceRegulation/GuidanceDocumentsRegulatoryInformation/Biotechnology/ucm096095.htm

http://ilsina.org/wp-content/uploads/sites/6/2016/07/WorldBank-2008.pdf

http://ilsina.org/wp-content/uploads/sites/6/2016/07/WorldBank-2008.pdf

http://ilsina.org/wp-content/uploads/sites/6/2016/07/WorldBank-2008.pdf

http://ilsina.org/wp-content/uploads/sites/6/2016/07/WHO_FAO-2007.pdf

http://ilsina.org/wp-content/uploads/sites/6/2016/07/WHO_FAO-2007.pdf

http://ilsina.org/wp-content/uploads/sites/6/2016/07/WHO_FAO-2007.pdf

http://www.who.int/foodsafety/publications/nanotechnology-2013/en/

http://www.who.int/foodsafety/publications/nanotechnology-2013/en/

http://www.who.int/foodsafety/publications/nanotechnology-2013/en/





 


 


 


 


 


 


 


 


Databases Searched:   CINAHL Complete, Academic Search Ultimate, Agricola, Business Abstracts with Full Text (H.W. Wilson), Business 
Source Ultimate, Environment Complete, Food Science Source, GreenFILE, Legal Collection, Legal Information Reference Center, Legal 
Source, MEDLINE, Political Science Complete, PsycINFO 
Terms Used:  policy and (( genetically n2 (modified or altered or engineering) ) or gmo) 


Article Include/Exclude Rationale 


The Challenges of Consulting the Public on Science Policy: Examining the 
Development of European Risk Assessment Policy for Genetically Modified 
Animals. 2014, Wiley-Blackwell. p. 481-502. 


Exclude Specific to European Risk 
Assessment 


Boyd, I., Research: A standard for policy-relevant science. Nature, 2013. 
501(7466): p. 159-60. 


Exclude One author, standard for policy 


nanotechnologies in the 
food and agriculture 
sectors 


publication date and 
content. 


World Health 
Organization 


Modern food 
biotechnology, human 
health 
 and development: 
 an evidence-based 
study 


2005 http://ilsina.org/wp-
content/uploads/sites/6/20
16/07/WHO-2005.pdf  


Exclude 2005 


World Health 
Organization (WHO)/ 
Food & Agriculture 
Organization (FAO) 


WHO Expert 
Consultation on the 
Safety Assessment of 
Foods Derived from 
Recombinant-DNA 
Animals 


2007 http://ilsina.org/wp-
content/uploads/sites/6/20
16/07/WHO_FAO-2007.pdf  


Exclude 2007 
Specific to foods Derived 
from Recombinant-DNA 
Animals 
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http://ilsina.org/wp-content/uploads/sites/6/2016/07/WHO-2005.pdf

http://ilsina.org/wp-content/uploads/sites/6/2016/07/WHO-2005.pdf

http://ilsina.org/wp-content/uploads/sites/6/2016/07/WHO-2005.pdf

http://ilsina.org/wp-content/uploads/sites/6/2016/07/WHO_FAO-2007.pdf

http://ilsina.org/wp-content/uploads/sites/6/2016/07/WHO_FAO-2007.pdf

http://ilsina.org/wp-content/uploads/sites/6/2016/07/WHO_FAO-2007.pdf





Eggert, H. and M. Greaker, Trade, GMOs and Environmental Risk: Are Current 
Policies Likely to Improve Welfare? Environmental & Resource Economics, 
2011. 48(4): p. 587-608. 


Exclude Not comprehensive, specific to 
impact of policy 


Hartley, S., Policy masquerading as science: an examination of non-state actor 
involvement in European risk assessment policy for genetically modified 
animals. Journal of European Public Policy, 2016. 23(2): p. 276-295. 


Exclude Specific to European risk assessment 


Hemphill, T.A. and S. Banerjee, Genetically Modified Organisms and the U. S. 
Retail Food Labeling Controversy: Consumer Perceptions, Regulation, and 
Public Policy. Business & Society Review (00453609), 2015. 120(3): p. 435-
464. 


Exclude Not comprehensive specific to 
labeling 


JAUPI, A., S. MARKU, and E. BAJRAKTARI, Review of the regulatory framework 
on genetically modified food and feed in Albania: a policy perspective. 
Albanian Journal of Agricultural Sciences, 2014: p. 230-236. 


Exclude Specific to Albania 


Katzek, J., At the end of the day everything boils down to politics: the evolving 
of German policy toward GMO crops and the existing stagnation. GM Crops & 
Food 2014. 5(3): p. 178-182. 


Exclude Specific to Germany 


LEVIN, M.E., The Public Policy Imperative for GM Food Labeling. GeneWatch, 
2016. 29(1): p. 10-12. 


Exclude Specific to labeling 


Ling, H.G. and J.P. Lakatos, CALIFORNIA PROPOSITION THIRTY SEVEN: 
IMPLICATIONS FOR GENETICALLY MODIFIED FOOD LABELING POLICY. 
International Journal of Business, Marketing, & Decision Science, 2014. 7(1): 
p. 47-58. 


Exclude Specific to labeling 


Moschini, G., In medio stat virtus: coexistence policies for GM and non-GM 
production in spatial equilibrium. European Review of Agricultural Economics, 
2015. 42(5): p. 851-874. 


Exclude Specific to impact on cost 
effectiveness 


Myhr, A., A Precautionary Approach to Genetically Modified Organisms: 
Challenges and Implications for Policy and Science. Journal of Agricultural & 
Environmental Ethics, 2010. 23(6): p. 501-525. 


Exclude One author, specific to approach on 
policy 


Sato, K., Genetically modified food in France: symbolic transformation and the 
policy paradigm shift. Theory & Society, 2013. 42(5): p. 477-507. 


Exclude Specific to France 


Smith, P.J. and E.S. Katovich, Are GMO Policies "Trade Related"? Empirical 
Analysis of Latin America. Applied Economic Perspectives & Policy, 2017. 
39(2): p. 286-312. 


Exclude Specific to Latin America 


TAGLIABUE, G., "GMO" maize and public health - A case of Schumpeterian 
policy vs. free market in the EU. Bio-Based & Applied Economics, 2016. 5(3): p. 
325-332. 


Exclude Specific to policy vs free market 
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Vecchione, M., C. Feldman, and S. Wunderlich, Consumer knowledge and 
attitudes about genetically modified food products and labelling policy. 
International Journal of Food Sciences & Nutrition, 2015. 66(3): p. 329-335. 


Exclude Specific to consumer knowledge 


Vigani, M. and A. Olper, GMO standards, endogenous policy and the market 
for information. Food Policy, 2013. 43: p. 32-43. 


Exclude Specific to determinants of policy 


Wickson, F., Environmental protection goals, policy & publics in the European 
regulation of GMOs. Ecological Economics, 2014. 108: p. 269-273. 


Exclude Specific to environment 
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Nutrition on FHIR: An Interoperability Prescription for Optimal Nutrition Care 


 


Missing in today’s typical care transfer scenario is a key component—a patient’s nutritional status and 


nutrition care plan. Chronic diseases including cancer; stroke; diabetes; and gastrointestinal, pulmonary, and 


heart disease and their treatments can cause changes in nutrient intake and ability to use nutrients—which can 


lead to malnutrition, especially among older adults.1,2 Malnutrition is defined as inadequate intake of nutrients, 


particularly protein and energy, over a period of time, sufficient to cause loss of fat and muscle stores, which may 


result in impaired function.3.4 There is increasing evidence that malnutrition can negatively affect patient outcomes.5 


National statistical data on US hospital discharges involving malnutrition highlight the burden patients like ours face. 


“Malnourished patients tend to be older, have longer lengths of stay, and have up to 100% costlier episodes of 


inpatient care (up to $25,000 vs. $12,500), were half as likely to be discharged home and 4.9 times more likely to 


result in in‐hospital death than the average of all inpatient nonmaternal/non‐neonatal stays.”6  


Chronic health 
conditions 
lead to increased 
malnutrition risk 


Malnutrition 
leads to more 
complications, falls,  
and readmissions 
 


300% 
The increase in 
healthcare costs 
that can be 
attributed to poor 
nutritional status 


$51.3 Billion 
Estimated annual cost 
of disease‐associated 
malnutrition in older 
adults in the US 


Source: www.defeatmalnutrition.today 


A paradox of nutrition and interoperability is that while nutrition is important for health, wellness, and 


recovery—very little nutrition data is exchanged between providers or care settings.  


Until now . . .  


Nutrition in the New Health Care Paradigm:  


The Academy of Nutrition and Dietetics (Academy), representing more than 100,000 credentialed practitioners—


registered dietitian nutritionists (RDNs), dietetic technicians, registered, and advanced‐degree nutritionists—is the 


world’s largest association of food and nutrition professionals. Our mission is to accelerate improvements in global 


health and well‐being through food and nutrition. We are committed to supporting improved health through quality 


nutrition care built upon evidence‐based scientific guidance, thereby providing a sound foundation for nutrition 


inclusion in health IT standards.  
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As one of the first professional groups to embrace evidence‐based practice, the Academy has created the 


following resources that support interoperability of nutrition data: 


 World’s first Evidence Analysis Library® providing practice guidelines for condition‐specific nutrition care; 
 Nutrition Care Process (NCP), a systematic process nutritionists and dietitians use to provide individualized, 


high‐quality nutrition care; 


 Electronic NCP Terminology, a standardized language for the nutrition care process with supporting maps to 
US mandated clinical terminologies, e.g., SNOMED and LOINC; 


 National Dietetics Outcomes Registry supported by the Academy of Nutrition and Dietetics Health Informatics 
Infrastructure, or ANDHII®, a secure online tool to help RDNs demonstrate their interventions’ impacts by 
tracking patient and client outcomes, now Fast Healthcare Interoperability Resources (FHIR)‐enabled to 
facilitate data exchange aimed at providing evidence in support of nutrition practice and quality reporting; 
and 


 Four hospital‐based malnutrition electronic clinical quality measures (eCQMs) adopted by numerous health 


systems and hospitals throughout the nation. 


The Age of Nutrition Interoperability: 


Chronic conditions require a transformation in how health care is delivered. Care must be better organized, more 


proactive, and people‐centered. In value‐based care, everyone must work together as an interdisciplinary care team, 


coaching and partnering with patients and families to support healthy behaviors. Interoperability facilitates the 


exchange of key nutrition‐related data such as food allergies and preferences critical to patient safety and 


satisfaction, and care plan details to address problems like malnutrition in the hospital and beyond. These health 


IT standards supporting nutrition include: 


 Health Level 7 (HL7) Fast Healthcare Interoperability Resources (FHIR) (e.g., NutritionOrder for diet and 
nutrition prescriptions), plus CarePlan and Goal populated with data from RDN consultations 


 HL7 Clinical Document Architecture (CDA®) R2 Implementation Guide: Consolidated CDA R2.1 Supplemental 
Templates for Nutrition, Release 1 (US Realm) 


In the HIMSS18 Value‐Based Care Connected Demonstration, you will see how these standards can be used to 


extract data from a continuity of care document (CCD) with the IHE Healthy Weight Profile and make that data 


available to FHIR‐enabled applications such as ANDHII. Pulling key nutrition information from our patient’s in‐patient 


encounter as part of a dietitian referral improves efficiency, saving time for both the dietitian and the patient. Then, 


summary data from the RDN visit can be shared via FHIR making the care plan and goals accessible through other 


provider systems, patient portals, or other FHIR‐enabled applications. 


Actions you can take include incorporating NCP and mapped terminology into your EHR systems, measuring quality 


using the malnutrition eCQMs, populating transition of care documents with nutrition data, and enabling access to 


all data using FHIR. 
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BOARD OF DIRECTORS MEETING 
AGENDA ITEM SUMMARY  


DATE: February 23, 2018 


AGENDA TOPIC: Nutrition Focus Physical Exam Training Overview AGENDA 
ITEM: 


14.0 


CONTRIBUTES TO ACHIEVEMENT OF: 


 Strategic Plan Focus Area(s) 


 Prevention and Well-being 


 Health Care and Health Systems  
Food and Nutrition Safety and Security 


  BOD Program of Work Priority 
 Strategic Priorities 
 Governance Priorities 
 Operational Priorities 


BACKGROUND 
Research shows that nutrition intervention of a patient with, or at risk for, malnutrition can decrease length of 
hospital stay, falls, pressure ulcers, infections, complications, re-admissions, and overall health care costs. 
The nutrition focused physical exam (NFPE), although often underused, can help registered dietitian 
nutritionists (RDNs) develop a more effective care plan and determine appropriate nutrition interventions. 
Laboratory findings are often inconclusive, and the physical assessment can help to identify nutritional 
abnormalities.  


Despite the importance of using NFPE to identify malnutrition, some RDNs perceive barriers to performing 
it. Surveys in the United States have identified barriers, including inadequate education and/or training in 
performing NFPE, concern with time required, lack of confidence or experience, and discomfort with 
touching patients. Therefore, the Academy developed the Nutrition-Focused Physical Exam Hands-on 
Training Workshop to increase the number of RDNs with the skills and confidence to perform NFPE, 
empowering the RDN to accurately identify patients with malnutrition. 


The workshops were piloted with the Research, International & Scientific Affairs team in 2014 and 
transitioned to Lifelong Learning in January 2016. Workshops are available across the country with the focus 
on the adult or pediatric population. The Academy currently contracts 25 trainers across the country and has 
held 47 workshops to date. 
ALTERNATIVES AND/OR DISCUSSION POINTS 
RDNs who attend the training workshop gain the knowledge and skills necessary to perform NFPE and bring 
those skills home to train their colleagues at their clinic, hospital or patient center. A small trainer to 
participant ratio (1:6) allows for individual hands-on instruction. Participants also receive post workshop 
support from Academy trainers through monthly teleconferences and the NFPE portal.   
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ORGANIZATIONAL CAPACITY 


Human Resource Implications: 


Financial Implications: 


  Budgeted   No Financial Impact 


  Unbudgeted: 
 Approved by the CEO on ________   (date)
  Approved by the Finance Committee on ________   (date) 


  Forwarded without recommendation by the  CEO  Finance Committee 
CONSIDERATIONS FOR PROCEEDING/NOT PROCEEDING 
This is a current revenue generating program in Lifelong Learning with demonstrated value and growth 
potential on a global scale. To date, the Academy has hosted 47 workshops across the country and the 
demand continues to escalate. With growing interest on a global scale, the program has developed plans for 
international expansion. The first international workshop will be held in June 2018 in Dublin, Ireland. 


EXPECTED OUTCOME(S)/RECOMMENDATION(S) 
The Board will hear the overview report.  


SUBMITTED BY:  Lori Granich, MBA, RDN and Diane M. Enos, MPH, RDN, FAND 
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Nutrition Focus Physical Exam Hands-on Training 
Overview 


Research shows that nutrition intervention of a patient with, or at risk for, malnutrition can 
decrease length of hospital stay, falls, pressure ulcers, infections, complications, re-admissions, 
and overall health care costs. Registered Dietitian Nutritionists (RDNs) can perform a nutrition 
focused physical exam (NFPE) to more accurately provide individuals with a nutrition diagnosis 
of malnutrition. While the NFPE is only one component of the nutrition assessment, it can 
provide necessary supportive data for this diagnosis. 


The Academy offers a hands-on training workshop designed to provide the RDN with the skills 
to perform an NFPE. The workshop consists of a combination of pre-work, interactive 
demonstrations and patient rounding.  After the workshop, participants receive ongoing support 
from Academy trainers through monthly teleconferences and the NFPE portal. All workshop 
participants are eligible to become peer champions. The peer champion program allows 
participants to train their colleagues at their home facilities. 


HISTORY 
Through discussions and surveys with the Malnutrition Alliance Advisory Group (MAAG) and 
RDNs around the country, it was identified that RDNs were experiencing barriers to utilizing all 
the malnutrition clinical characteristics as set forth by the Academy/ASPEN malnutrition 
consensus statement. This was especially true for the four characteristics that pertain to the 
nutrition focused physical exam. RDNs reported both a lack of and minimal opportunities for 
training on NFPE. Many RDNs reported receiving most of their education in this area from 
webinars and/or seminars, but still reported being uncomfortable or lacking the knowledge to 
perform NFPE on their own. To help overcome this barrier, the Academy (Research, 
International & Scientific Affairs) developed the NFPE Hands-on Training Workshop as a pilot 
program in 2014.  


The NFPE Workshop was developed to be a full, one-day program that provides lecture, 
demonstration, instruction, hands-on practice, feedback, guidance, and the ever-vital patient 
rounds. The workshop is help in a small group setting (1 trainer: 6 RDN participants). The 
workshop covers:  


• Overview of malnutrition
• Identification of muscle and fat losses
• Assessment for fluid accumulation
• Assessment of functional status through grip strength
• Case studies
• Coding
• Documentation


Prior to the workshop, the attendees are provided with various articles and a patient simulation 
webinar to provide baseline knowledge.  
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During development, key parameters identified were the importance of a traveling workshop, 
providing attendees with easily accessible resources, and on-going support post training. It was 
also decided that attendees must put their skills into practice, under the supervision Academy 
trainers, through actual patient rounding. This unique feature still sets the workshop apart today. 
After nine successful workshops, the NFPE program transitioned to the Lifelong Learning team 
in an effort to build upon the successful pilot while focusing on decreasing logistical overhead 
expense, increasing revenue, and expanding the reach of the learning opportunity.  


PROGRAM GROWTH                                                                                      
In January 2016, the NFPE program transitioned to Lifelong Learning. After completing an 
analysis of the program, two critical action items were identified: 


1. Increase brand recognition
2. Decrease expenditures


As dedicated marketing tactics mixed with word of mouth messaging amplified, the program 
began to see exponential growth. Expenditures were offset with increased registrations and grant 
funding while logistical costs were decreased by contracting trainers located near major airports. 


As the program grew, investment from other sources were increasing. For example, a hospital in 
North Carolina received contributions from various departments (emergency medicine, 
pediatrics, surgery and internal medicine) to fund their RDNs to host the workshop. Ann and 
Robert H. Lurie’s hospital also received grant funding to be a host. Hospital administration 
began to see the value.  


In November 2017, the pilot results were published in the Journal of the Academy of Nutrition 
and Dietetics- Increased Knowledge, Self-Reported Comfort, and Malnutrition Diagnosis and 
Reimbursement as a Result of the Nutrition-Focused Physical Exam Hands-On Training 
Workshop. Following that, a press release highlighted the article Nutrition-Focused Medical 
Exams Result in Increased Reimbursement for Health Care Systems: Academy of Nutrition and 
Dietetics Pilot Project.  


Another critical component to the workshops is the pocket guide. The pocket guide is used in the 
workshops and is also sold on Eatright Store. Version 2 of the adult version was enhanced with 
clinical images and released at FNCE® 2017. The pocket guides have played an instrumental part 
in meeting projected revenue budgets.  
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REIMBURSEMENT 
One of the many benefits of the workshop is its positive affect on reimbursement rates. Once 
malnutrition is identified by the RDN or other health care professional, documentation of the 
supportive evidence, along with the malnutrition diagnosis, are critical to ensure that the 
diagnosis can follow the patient across care settings. Along with potentially negative impacts on 
patient outcomes, nonidentification or non-documentation of malnutrition results in loss of 
reimbursement for facilities. 


Through an interdisciplinary approach, RDNs can perform a nutrition assessment to identify 
malnutrition, which physicians can review to provide the medical diagnosis of malnutrition 
documented with an ICD-10 code. The RDN plays a critical role in diagnosing patients with 
malnutrition so that they can receive a nutrition intervention and reduce the risk of poor 
outcomes associated with malnutrition. However, none of this can occur without RDNs 
performing NFPE.  


During the pilot phase, twenty RDNs completed the workshop. They represented eleven facilities 
from across four states. Those twenty RDNs went on to peer champion 66 of their colleagues.  
Program success was evaluated using assessment data, number of peer-trained RDNs, and 
diagnosis of and billing for malnutrition across the health system for one year prior compared to 
one year after the workshop. The results were astounding. The use of appropriate malnutrition 
codes tripled, whereas the use of inappropriate codes decreased three-fold. Across the health 
system, reimbursement from malnutrition diagnoses as a major comorbidity or complication also 
tripled while as a comorbidity or complication, it doubled. The workshop has been found to be a 
feasible and effective training method, which aids in providing financial benefits to facilities.  


 


FUTURE IMPLICATIONS 
An ongoing business analysis is in place for the program to ensure ongoing assessment. There 
are a few key future opportunities identified such as: advanced level NFPE with disease specific 
training, multi-site contracts, and international expansion.  


Currently, we are working on an international trainer program to support the strategic direction 
of the Academy and to increase global capacity.  An international expansion proposal was 
presented to Mater Misericordiae University Hospital in Dublin, Ireland. The proposal was 
accepted and a two day workshop has been confirmed for June 2018. Thirteen other countries 
have also expressed interest in hosting workshops indicating a true global demand for expansion 
of this impactful program. 
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DATE: February 23, 2018 


AGENDA TOPIC: Scientific Integrity Principles and Best Practices: 
Recommendations from a Scientific Integrity 
Consortium Manuscript 


AGENDA 
ITEM:  


15.1 


CONTRIBUTES TO ACHIEVEMENT OF: 
 
   Strategic Plan Focus Area(s) 
  Prevention and Well-being 
  Health Care and Health Systems  


 Food and Nutrition Safety and Security 
 
   BOD Program of Work Priority 
   Strategic Plan Priorities 
   Governance Supporting Role Priorities 
   Organizational Board Priorities 
BACKGROUND:  
 
The International Life Science Institute in partnership with the National Academy of Science 
convened a meeting to discuss the development of a document describing scientific integrity. This 
document aligns but differs from the Academy’s Scientific Integrity Principles in that it is broader 
than nutrition science. The meeting evolved into a consortium that agreed upon a set of integrity 
statements and these were developed into a manuscript. The draft manuscript was first reviewed by 
the Communication sub-committee of the Council on Research who recommended the full council 
approve supporting the manuscript. The manuscript in its draft form was reviewed by Council on 
Research, where support was approved. The consortium has now submitted the manuscript for 
publication in Science and Engineering Ethics and is seeking support by consortium members. A 
dissemination campaign is currently being developed.  
ALTERNATIVES AND/OR DISCUSSION POINTS 
 
Discuss possible Academy role in dissemination.  
ORGANIZATIONAL CAPACITY 
Human Resource Implications:   
Financial Implications: 
 


  Budgeted        No Financial Impact 
 


  Unbudgeted: 
   Approved by the CEO on ________   (date) 
   Approved by the Finance Committee on ________   (date) 
 
   Forwarded without recommendation by the   CEO           Finance Committee 
CONSIDERATIONS FOR PROCEEDING/NOT PROCEEDING 
N/A 
EXPECTED OUTCOME(S)/RECOMMENDATION(S) 
The Board considers supporting of Scientific Integrity Consortium manuscript.  
SUBMITTED BY: Alison Steiber, PhD, RDN- Chief Science Officer 
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ABSTRACT 86 


A Scientific Integrity Consortium (the “Consortium”), comprised of representatives from four U.S. 87 


government agencies, three Canadian government agencies, eleven professional societies, six universities, 88 
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and three nonprofit scientific organizations, came together to develop a set of principles and best practices 89 


for scientific integrity that can be used broadly across all scientific disciplines. Each participant 90 


contributed a different perspective to the discussions, which was predominantly shaped by the sector 91 


where the individual was employed. This article describes the recommended principles and best practices 92 


for scientific integrity, particularly salient in the current and emerging context for scientific research, and 93 


summarizes the discussion leading to their development. The Consortium believes that this set of 94 


recommended principles and best practices is comprehensive and inclusive of the needed practices for 95 


instilling scientific integrity and can be used to better equip scientists to operate and be supported in a 96 


rapidly changing research environment. Recommendations for implementation of the principles and best 97 


practices are included. Traditional scientific integrity values in the research enterprise cannot be assumed 98 


to pass informally from one generation to the next but must be fostered to keep scientific integrity 99 


relevant. Science is a community built on trust; therefore, it is everyone’s responsibility to foster and 100 


promote a culture of scientific integrity. 101 


Keywords: culture of integrity, responsible conduct of research (RCR), quality of research, open science, 102 
research misconduct, detrimental research practices    103 
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INTRODUCTION 104 


In the 21st century, scientists work in a research environment “that is being transformed by globalization, 105 


interdisciplinary research projects, team science, and information technologies” (Interacademy 106 


Partnership 2016). As the scientific enterprise evolves, all stakeholders in the scientific community have 107 


an ethical obligation to place a high priority on instilling and championing the highest standards of 108 


scientific integrity in these new settings and applications.  109 


The North American Branch of the International Life Sciences Institute (ILSI North America) and the 110 


National Academies of Sciences, Engineering, and Medicine’s Government-University-Industry Research 111 


Roundtable (GUIRR) share a commitment to upholding scientific integrity and organized a group that 112 


shares these values. In early 2017, ILSI North America convened a meeting of the Scientific Integrity 113 


Consortium (“the Consortium”), hosted by GUIRR at the National Academy of Sciences building in 114 


Washington, DC. The Consortium, which includes representatives from four U.S. government agencies, 115 


three Canadian government agencies, eleven professional societies, six universities, and three nonprofit 116 


scientific organizations, came together to develop a set of principles and best practices for scientific 117 


integrity that can be used broadly across all scientific disciplines. Each participant contributed a different 118 


perspective to the discussions, which was predominantly shaped by the sector where the individual was 119 


employed.  120 


This article describes the recommended principles and best practices for scientific integrity, particularly 121 


salient in the current and emerging context for scientific research, and summarizes the discussion leading 122 


to their development. 123 


CONTEXT FOR DISCUSSION AND DEFINITIONS 124 


Prior to the Consortium meeting, a draft set of principles was distributed to the participants to begin the 125 


discussion. These draft principles were developed using the six recommendations identified in the 126 


American Society of Microbiology’s “A Framework for Improving the Quality of Research in the 127 


7 


 







Biological Sciences” (Casadevall et al. 2016) and principles that emerged from the ILSI North America 128 


publication “Scientific Integrity Resource Guide: Efforts by Federal Agencies, Foundations, Nonprofit 129 


Organizations, Professional Societies, and Academia in the United States” (Kretser et al. 2017).  130 


Scientific integrity depends on a set of foundational expectations that all science should be built upon to 131 


maintain trust. Consortium members recognized that work on scientific integrity policies has proceeded 132 


for several decades and yet the scientific community continues to experience periodic lapses in this area. 133 


Failures of scientific integrity may not be more common now than in the past, but they may currently be 134 


more visible. This is in part due to the widespread availability of electronic publication and social media, 135 


which enhances the ease of discovering breaches in scientific integrity and makes the public aware of 136 


them. The objective in developing this set of principles and best practices is to build upon and advance 137 


the extensive work already done by many of the Consortium participants and other organizations, to better 138 


achieve and uphold scientific integrity.  139 


An agreed-upon definition of scientific integrity and other key terms is crucial for the Consortium to 140 


understand the boundaries of the principles and best practices, as there is currently no universal definition 141 


of scientific integrity. The Institute for Defense Analyses (IDA) Review of Federal Agency Policies on 142 


Scientific Integrity found that U.S. federal agency policies vary in their approach to defining scientific 143 


integrity (Nek and Eisenstadt 2016). Some organizations’ definitions incorporate research integrity as part 144 


of scientific integrity, while other organizations separate both terms. The Consortium agreed that for the 145 


purposes of these principles and best practices, the terms “scientific integrity” (as defined by the 146 


Department of the Interior [DOI]), “research misconduct” (as defined by the U.S. Federal Research 147 


Misconduct Policy), and “detrimental research practices” (as defined by the National Academies of 148 


Sciences, Engineering, and Medicine 2017 report Fostering Integrity in Research) would be used in the 149 


development of the principles and best practices for scientific integrity. These definitions are as follows: 150 
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Scientific Integrity: The DOI developed a definition of scientific integrity that was then adopted 151 


in various forms by five other federal agencies. The DOI defines scientific integrity as “The 152 


condition that occurs when persons… adhere to accepted standards, professional values, and 153 


practices of the relevant scientific community… Adherence to these standards ensures objectivity, 154 


clarity, and reproducibility, and utility of scientific and scholarly activities and assessments and 155 


helps prevent bias, fabrication, falsification, plagiarism, outside interference, censorship and 156 


inadequate procedural and information security…” (Nek and Eisenstadt 2016, p. 11).  157 


Research Misconduct: The Federal Research Misconduct Policy sets forth a uniform definition 158 


of research misconduct, defined as “fabrication, falsification, plagiarism in proposing, performing 159 


or reviewing research; or in reporting research results. Research misconduct does not include 160 


honest error or differences of opinion” (Nek and Eisenstadt 2016, p. 13). Canadian federal 161 


research agencies use the term “breach” rather than “research misconduct,” in which “breach” is 162 


defined as the “failure to comply with any Agency policy throughout the life cycle of a research 163 


project—from application for funding, to the conduct of the research and the dissemination of 164 


research results” (Canadian Institutes of Health Research et al. 2016). Breaches include 165 


fabrication, falsification, destruction of research records, plagiarism, redundant publication or 166 


self-plagiarism, invalid authorship, inadequate acknowledgement, and mismanagement of conflict 167 


of interest, misrepresentation in an grant applications or related documents, mismanagement of 168 


grants or award funds; breach of Agency policies or requirements for certain types of research; 169 


and breach of Agency review processes (Canadian Institutes of Health Research et al. 2016).  170 


Detrimental Research Practices: The report, Fostering Integrity in Research coined a new term, 171 


“detrimental research practice,” for “when researchers commit research misconduct or engage in 172 


other behavior that clearly damages research” (National Academies of Sciences, Engineering, and 173 


Medicine 2017, p. 1). These practices “stray from the norms and appropriate practices of science” 174 


(National Academies of Sciences, Engineering, and Medicine 2017, p. 1). The Consortium 175 
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supports the use of this new term. A similar term, “questionable research practices” (QRP) (John 176 


et al. 2012) is used in Canada and abroad. 177 


The Consortium also considered the context or “ecosystem” of scientific integrity in the research 178 


environment and how “responsibility for ensuring integrity is borne by many different people and 179 


organizations, starting with individual researchers but including research supervisors and funders, 180 


institutional leaders, peer reviewers and journal editors. The analogy of a ‘research environment’ [as an 181 


ecosystem] is an apt one—this is a complex ecosystem, and therefore attention must be given not only to 182 


individual behavior, such as research misconduct, but also to the systems that affect it, such as academic 183 


rewards, incentives and pressures” (Wager 2015). All of the ecosystem components and players must act 184 


synergistically and in a trustworthy way for science to see continuous improvements in its output. The 185 


Consortium set out to identify what can compromise this ecosystem and erode the scientific process and 186 


considered how to incorporate these concepts into the principles and best practices.  187 


PRINCIPLES AND BEST PRACTICES FOR SCIENTIFIC INTEGRITY 188 


The Consortium developed two overarching principles that represent the umbrella under which scientific 189 


processes should operate and nine best practices for instilling scientific integrity in the implementation of 190 


the two overarching principles (Box 1.) 191 


Overarching Principles for Fostering Scientific Integrity 192 


1. Foster a culture of integrity in the scientific process 193 


Drawing from the U.S. Centers for Disease Control and Prevention’s (2016) Guidance on Scientific 194 


Integrity, the Consortium agreed unanimously that creating a culture of integrity in science that rewards 195 


scientific integrity and professional excellence, fosters an environment in which open discussion reflects a 196 


balance of diverse scientific views, and is committed to transparency, honesty, and thorough 197 


consideration of the research outcomes is paramount. To nurture such a culture, institutions must develop 198 
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policies, procedures, and practices that address scientific integrity, provide training of personnel, and 199 


work continuously to maintain awareness and advocacy for these practices. A culture of scientific 200 


integrity must be fostered by all facets of the scientific community, including federal agencies, academic 201 


departments, nonprofit organizations, medical centers or institutions, foundations, professional societies, 202 


and journals.  203 


It is imperative that preconceived notions about scientific integrity and conduct be addressed when 204 


considering how to instill a culture of scientific integrity. Devereaux (2014) identified four barriers to 205 


scientists’ thinking about the social and ethical implications of their work: (1) an absence of awareness, 206 


(2) not seeing the connection between scientific work and broader social issues, (3) overconfidence in the 207 


ability to handle ethical problems “on the spot,” and (4) the ethical dimensions of research being seen as 208 


at odds with “the daily practice of science” (p. 166).  209 


A culture of scientific integrity is affected by the different generations of scientists in the workforce. The 210 


initial training a scientist received during his or her schooling and early years may not have provided the 211 


knowledge needed to navigate the current scientific research environment and expected standards with 212 


respect to “p-hacking” (Head et al. 2015) and other detrimental research practices. Technological 213 


advancements, global collaborations, multi-disciplinary teams, and other factors have had an enormous 214 


impact on the research environment, so norms of behavior for scientists are not the same as they were 215 


even ten years ago. With these advancements, the expectations for integrity in science have become more 216 


complex.  217 


Throughout the various stages of a scientist’s career, there are different pressures that may challenge 218 


adherence to scientific integrity or encourage a scientist to cut corners. For example, scientists who are 219 


just launching their careers may find it challenging to secure funding for their research and, therefore, 220 


may engage in practices inconsistent with scientific integrity. These varying pressures suggest that 221 


continuing education and training in this area is crucial for scientific integrity to be top of mind. The IDA 222 
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Review of Federal Agency Policies on Scientific Integrity provides recommendations for ways to promote 223 


a culture of scientific integrity, including the following: 224 


(1) Provide an agency-specific context for why scientific integrity is important to an agency’s 225 


mission and activities. 226 


(2) Train scientists and nonscientists on the importance of scientific integrity. 227 


(3) Provide a process for resolving differences in scientific opinions. 228 


(4) Issue periodic bulletins or newsletters to remind personnel of the importance of scientific 229 


integrity (Nek and Eisenstadt 2016, p. vi) . 230 


In reference to the second IDA recommendation, many government agencies now require scientific 231 


integrity training for employees and others associated with their agencies, including recipients of grants 232 


and contracts. For example, the National Institutes of Health (NIH) has specific requirements for training 233 


grants (Schaffer 1992) and the National Science Foundation (2017) requires training in the responsible 234 


conduct of research. In Canada, the Panel on Research Ethics created an online tutorial course on research 235 


ethics based on the “Tri-Council Policy Statement: Ethical Conduct for Research Involving Humans”.  236 


Many Canadian institutions use this educational resource, and some institutions have made the tutorial a 237 


requirement for their research ethics boards, students and faculty. Surveys could also be used to serve as a 238 


periodic reminder of scientific integrity. Beyond these, and further examples from federal agencies, 239 


professional societies, academic institutions, and other organizations, all entities have a responsibility to 240 


keep scientific integrity visible through these same methods as well as through the development of 241 


training modules.  242 


The existing reward system of promotions and tenure, salaries, book deals, speaking invitations, etc. is 243 


tied to publishing in high-profile journals and acquiring grants, raising other difficulties in instilling a 244 


culture of scientific integrity. Outcomes are often tied to reporting seemingly “exciting” findings more 245 


than rigorously produced findings. According to Devereaux (2014), “In a well-functioning profession, the 246 
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reward systems and normative ideals align. The real threat to ethical conduct in science lies here—in the 247 


tension between the existing reward systems and the norms of science” (p. 168). The reward and incentive 248 


systems need to change to reflect this observation.  249 


To ensure the trust of the scientific community and public at large in study results, it may be helpful to 250 


develop a broad checklist that incorporates a set of standard procedures or best practices for scientific 251 


integrity. This checklist could be used by scientists in laboratories, for research studies, or in the 252 


development of publications. Such a checklist could serve as both a guide to the research design, conduct, 253 


and reporting of studies and also as an objective tool for the evaluation of published research, although it 254 


is recognized that different fields of science may require adjustments or additions to a standard checklist. 255 


Some of the principles and best practices published here could be the foundation for the development of 256 


this checklist.  257 


The checklist could be a partial basis for a set of criteria for a “stamp of approval” or “accreditation 258 


badges” that could be visible on a laboratory’s website, on a data set, or on a publication, showing which 259 


scientific integrity practices were followed. These badges could follow the example of those developed by 260 


the Center for Open Science. The Center for Open Science (2017b) states that these “badges are included 261 


on publications and signal to the reader that the content of the publication has been made publicly 262 


available and certify its accessibility in a persistent location. They acknowledge open science practices 263 


are incentives for researchers to share data, materials, or to preregister protocols and have proven to be 264 


successful and continue to gain visibility in the scientific community.” A recent systematic review 265 


identified the Center for Open Science’s badging program as the only evidence-based incentive program 266 


that was effective at increasing the rates of data sharing (Rowhani-Farid et al. 2017). This is encouraging 267 


and shows that the concept of badges or a stamp of approval could be useful in other areas of scientific 268 


integrity as well.  269 
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2.  Evidence-based policy interests may have legitimate roles to play in influencing aspects of the 270 


research process, but those roles should not interfere with scientific integrity  271 


This principle addresses the interface of science and policy. The majority of scientific research is carried 272 


out with the goal of producing information that will be useful to society, whether to further future 273 


scientific research and discovery or as applied to address immediate societal needs. One important 274 


practical application of scientific information is its use as evidence to inform policy decisions. Science 275 


must play a central role in the formulation of evidence-based policy making. Sir Austin Bradford Hill 276 


(1965) stated, “Finally in passing from association to causation I believe in ‘real life’ we shall have to 277 


consider what flows from that decision. On scientific grounds, we should do no such thing. The evidence 278 


is there to be judged on its merits and the judgment (in that sense) should be utterly independent of what 279 


hangs upon it—or who hangs because of it. But in another and more practical sense we may surely ask 280 


what is involved in our decision.” The key is that “our interests in particular action or policy, about which 281 


the decision of whether to adopt may be influenced by our scientific evaluation of evidence, must not 282 


influence our scientific evaluation of that evidence” (Richardson et al. 2017). 283 


Regulatory agencies have the responsibility to implement laws using scientific evidence to create 284 


regulations. However, the “production of evidence itself is not value-free, and … inherent biases and 285 


limitations result from how we frame questions and seek knowledge in the first place” (European 286 


Commission 2015). When scientists are aware that the outcomes of their work may be used to address 287 


disputed policy issues, they need to make a conscious, disciplined commitment to scientific integrity. This 288 


commitment must include consideration of the biases and limitations that are found in their choices 289 


regarding study design and how they communicate results, so that their work and reports are not unduly 290 


influenced by that awareness. 291 


Appropriate research design is critical to prevent the outcomes of research being dismissed as being 292 


biased by ulterior motives or agendas. It is impossible to eliminate all the subjective factors that may 293 


14 


 







subtly influence how individuals think about and approach the formulation and solving of problems. 294 


Therefore, it is all the more important that established research procedures be scrupulously followed, that 295 


study limitations be acknowledged, and that the data on which results are based be available to the 296 


maximum extent allowed by good research practice to assist in review and evaluation.  297 


The Consortium agreed that the interests and priorities of policy makers sometimes affect the questions 298 


asked by scientists; however, the ultimate use of science in public policy, as well as decision making and 299 


public opinion, should not affect the content of the science.  300 


Best Practices for Fostering Scientific Integrity 301 


1. Require universal training in robust scientific methods, in the use of appropriate experimental 302 


design and statistics, and in responsible research practices for scientists at all levels, with the 303 


training content regularly updated and presented by qualified scientists 304 


Rigorous implementation of the scientific method (Merriam Webster 2018) helps ensure the integrity of 305 


research. According to Casadevall et al. (2016), “Given that the quality of a scientist’s output is often a 306 


reflection of his/her training, one obvious mechanism to improve the quality of [research] is to improve 307 


the training of scientists.” A scientist must be grounded in the basic principles of robust scientific 308 


methods to achieve and maintain scientific integrity within the growing complexity of the research 309 


environment. For example, at the U.S. Environmental Protection Agency (EPA), every laboratory must go 310 


through research integrity accreditation programs. New employees are required to watch videos on 311 


scientific integrity so that they understand how scientific integrity enhances their work. Additionally, 312 


EPA intends that all employees periodically complete a questionnaire on scientific integrity, which is a 313 


reminder of the responsibilities of doing work with integrity (Scientific Integrity Consortium meeting 314 


discussion, 2 March 2017). 315 


While work to improve training in this area has been done, many scientists still do not receive sufficient 316 


training of this sort. Casadevall et al. (2016) state that “Training in ethics and the responsible conduct of 317 
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science is already a common feature of scientific training programs. However, it is often seen more as a 318 


rite of passage to be completed in the quest for a scientific degree than as an integral component of a 319 


system that seeks to improve the quality of science.” University leaders should better promote the critical 320 


importance of research quality (Schrag and Purdy 2017), institutions must work to continuously update 321 


this type of training, and scientists should be required to repeat this training periodically across their 322 


career. A scientific field that polices itself is key to maintaining scientific integrity.  323 


Professional societies and foundations have a critical role to play in developing the training standards 324 


pertinent to their fields. Many professional societies’ accreditation programs require training in scientific 325 


integrity, and some already offer training on an ongoing basis or at their annual meetings to share good 326 


practices, challenges, and solutions in implementing scientific integrity policies. These types of programs 327 


should be encouraged and become more widespread. These programs also need to be studied to determine 328 


how helpful they are and how they can be improved.  329 


Responsible Conduct in Research (RCR) “involves the awareness and application of established 330 


professional norms and ethical principles in the performance of all activities related to scientific research” 331 


(NIH 2011). RCR training should include education on the responsibilities expected of researchers and 332 


scientists, the types of research misconduct and detrimental research practices that can arise when 333 


deviating from these responsibilities, and the potential consequences of deviating. The U.S. Department 334 


of Health and Human Services Office of Research Integrity (HHS ORI 2017) has a list of “Case Studies 335 


of Misconduct” that can be used as part of an educational program on consequences of research 336 


misconduct. However, there can sometimes be a disconnect between those teaching RCR courses and the 337 


scientists receiving the training, as the RCR courses are often taught by administrators or individuals who 338 


are not scientists. The Consortium members felt that in order for RCR courses to be more impactful, they 339 


should be taught by scientists—ideally by those who are knowledgeable in the rapid advances in 340 


technology relevant to the scientific field.  341 
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Mentorship is vital in the scientific community. HHS ORI has found that the majority of research 342 


misconduct cases include deficiencies in the mentorship of the individual who committed the misconduct 343 


(Tamot and Hammatt 2017; Wright et al. 2008). Training in science often follows an apprenticeship 344 


model, so training in good mentorship for those in mentor positions should be developed and required. 345 


This could plausibly decrease detrimental research practices and research misconduct. 346 


Complications can arise in developing scientific integrity training for many emerging fields of scientific 347 


study. There are fields in which newly developed tools and techniques are allowing scientists to generate 348 


large volumes of data, but the lack of validation leads to varied interpretations of these new types of data 349 


and is fraught with uncertainties.  350 


Proper statistical analyses are just as important to scientific integrity as how the data were collected or 351 


generated. The design of a study affects the type of statistical analysis that can be applied to the data 352 


generated by the study (National Academy of Sciences 2017). Inclusion of statisticians from the onset of 353 


studies across different disciplines, meaning that they are collaborating right from the point of 354 


experimental design, will enhance the rigor of the resulting research.  355 


2.  Strengthen scientific integrity oversight and processes throughout the research continuum with 356 


a focus on training in ethics and conduct  357 


While the first best practice focuses mainly on the training of individuals in the scientific community, this 358 


one urges institutions to strengthen their scientific integrity oversight. According to the National 359 


Academy of Sciences, Engineering, and Medicine (2017), “Addressing threats to scientific integrity 360 


requires a contemporary understanding of the research system and challenges to the integrity of that 361 


system” (p. 1). It is incumbent upon institutions, as part of their responsibility to foster a culture of 362 


scientific integrity, to establish comprehensive, consistent, and transparent systems to detect and report 363 


problems to both their own research institutions and other entities as required, such as HHS ORI (Davies 364 


et al. 2016, p. 10).  365 
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Strengthening scientific integrity oversight and processes must begin at the highest level of an 366 


organization, although it is ultimately the responsibility of all researchers in an institution to maintain the 367 


integrity of research. There needs to be a commitment to recognizing scientific integrity as an integral 368 


part of the values of the research enterprise, and this should begin with an institutional shift from 369 


encouraging training in scientific integrity to making it mandatory and expressly integrating the principles 370 


of scientific integrity into all relevant policies, processes and practices of the institution.  371 


The processes for handling allegations vary among institutions, but ultimately it is important for all 372 


institutions to have a scientific integrity policy that researchers facing issues can reference that includes a 373 


process for adjudicating instances of irresponsible research, in particular when suspicion of detrimental 374 


research practices and research misconduct arises. The initial effort to establish processes for responding 375 


to loss of integrity is considerable, but establishing these processes ahead of time pays off in two ways: 376 


(1) the institution is better equipped to prevent, or at least reduce, instances of detrimental research 377 


practices or research misconduct from occurring; and (2) a system is in place to deal with allegations 378 


when they arise, including the treatment of whistleblowers, agreed-upon proportionate penalties for 379 


instances of confirmed research misconduct and detrimental research practices, and processes for the 380 


correction of the research record. By doing this, an institution puts itself in the desirable position of being 381 


proactive, rather than reactive. Additionally, the Consortium discussed how it is often the case that the 382 


individual within an institution that has responsibility for oversight of scientific integrity may or may not 383 


have a science background, and he or she may have a different position depending on the institution (i.e., 384 


the individual could be the dean of a school, could work in the President’s office, or could work in a 385 


different division in an agency, etc.). This can impact what an institution focuses on more within its 386 


processes or how policies are implemented.  387 


U.S. federal agencies have focused on the development of scientific integrity policies as part of their 388 


responses to the 2009 Presidential Memorandum on Scientific Integrity (The White House 2009). 389 


Consortium participants representing different federal agencies have been gratified by the development 390 


18 


 







and implementation of these policies within their agencies. Several of these agencies have had allegations 391 


of detrimental research practices and research misconduct and found they were well equipped to address 392 


them when they arose. Canadian federal research agencies are also well equipped to handle allegations 393 


because of the requirements for Canadian institutions to have a research integrity or RCR policy that meet 394 


the minimum requirements of Canada’s “Tri-Agency Framework: Responsible Conduct of Research” 395 


(Canadian Institutes of Health Research et al. 2016). Other Consortium members acknowledged that their 396 


institutions still had work to do to reach this same level of preparedness.  397 


The 2017 report, Fostering Integrity in Research, includes eleven recommendations for fostering integrity 398 


in research. One of the recommendations calls for the establishment of a Research Integrity Advisory 399 


Board (RIAB), which would be established as an independent nonprofit organization. The RIAB “will 400 


work with all stakeholders in the research enterprise—researchers, research institutions, research sponsors 401 


and regulators, journals, and scientific societies—to share expertise and approaches for addressing and 402 


minimizing research misconduct and detrimental research practices” (National Academies of Sciences, 403 


Engineering, and Medicine 2017, p. 5). Although there are other institutions that are already doing these 404 


things, “none has research integrity as its sole focus nor covers so much territory” (Mervis 2017). The 405 


establishment of an RIAB would be immensely helpful to institutions that are working to improve 406 


oversight and processes in scientific integrity and can use the resources of the RIAB. The proposed RIAB 407 


would be similar to the role of the Secretariat on Responsible Conduct of Research in Canada 408 


(Government of Canada Panel on Responsible Conduct of Research 2015).  409 


The 21st Century Cures Act (2016) includes a directive for the establishment of a Research Policy Board 410 


whose purpose and responsibilities include ensuring that regulations are consistent with maintaining 411 


responsible oversight of federally funded research in the prevention of detrimental research practices and 412 


research misconduct. Section 2034(f)(3) states that the Research Policy Board also has responsibility for 413 


ensuring that scientific integrity is not compromised by challenges emerging from new scientific 414 


advances. Once established, the Research Policy Board would benefit from the work of the RIAB. Section 415 
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2039(a) of the Act also authorizes the Secretary of Health and Human Services, acting through the 416 


Director of the NIH, to convene an Advisory Committee to issue recommendations to enhance the rigor 417 


and reproducibility of scientific research.   418 


3. Encourage reproducibility of research through transparency  419 


Transparency in reporting is both an ethical responsibility and a scientific obligation. Scientific 420 


knowledge is dependent on reproducibility of research results, which cannot be assured if the methods 421 


and the data are not adequately available. Therefore, it is incumbent upon the scientific community to 422 


support an ecosystem that encourages scientists to enhance reproducibility through transparency of their 423 


work. Some institutions have begun to examine and adopt mechanisms which encourage transparency, 424 


such as the Agency for Healthcare Research and Quality (2017), which maintains a public systematic 425 


review database repository; the Federation of American Societies for Experimental Biology (2016), which 426 


published a set of recommendations in 2016 on enhancing research reproducibility in research utilizing 427 


mouse models or antibodies; and the Center for Open Science (2017a), whose mission is to increase 428 


openness, integrity, and reproducibility of research through its programs, including the Open Science 429 


Framework.  430 


To enhance reproducibility, some scientific journals are encouraging “the use of checklists for authors of 431 


submitted papers to assess the rigor of experimental design. Nature journals now require the submission 432 


of a reporting checklist for Life Science Articles to provide details on experimental design and statistics, 433 


biological reagent validation, and data sharing. NIH guidelines [for reporting preclinical research] also 434 


encourage the development of best practice guidelines for digital data and validation of biological 435 


reagents. Many journals and societies have endorsed the NIH guidelines, which should lead to continued 436 


adaptation of journal policy to NIH guidelines” (Davies et al. 2016, p. 11).  437 


While an emphasis on encouraging reproducibility is building in the scientific community, questions still 438 


remain: Are these problems of rigor and reproducibility occurring more frequently in some fields of 439 
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science than in others? Are there certain areas to focus on? Is there a particular problem that has arisen in 440 


certain fields of science that can be learned from and applied to other fields? The 2017 Sackler 441 


Colloquium on Reproducibility of Research Issues and Proposed Remedies examined these types of 442 


questions. The Colloquium brought together scientists and researchers from multiple disciplines to 443 


determine the scope of the problems of reproducibility in a more tactical way that permits each 444 


problematic aspect to be evaluated, measured, assessed for baseline levels, targeted with proposed 445 


interventions to reduce occurrences, and monitored for improvement (National Academy of Sciences 446 


2017).  447 


Aspects of this best practice are interrelated with open science and can be implemented by the 448 


recommendations in best practice 4.  449 


4.  Strive to establish open science as the standard operating procedure throughout the scientific 450 


enterprise 451 


Open science “is the movement to make scientific research, data and dissemination accessible to all levels 452 


of an inquiring society, amateur or professional. It encompasses practices such as publishing open 453 


research, campaigning for open access, encouraging scientists to practice open notebook science, and 454 


generally making it easier to publish and communicate scientific knowledge” (Wikipedia 2017b). The 455 


FOSTER Consortium (2017) defines open science as “the practice of science in such a way that others 456 


can collaborate and contribute… under terms that enable reuse, redistribution and reproduction of the 457 


research and its underlying data and methods.”  458 


Many institutions have made strides in recent years to develop and adopt open science policies, data 459 


access plans, and tools and they are beginning to implement requirements for transparency and for 460 


supporting reproducibility. For example, NIH has data sharing policies that apply to broad sets of 461 


investigators and data, as well as individual requests for applications and program announcements that 462 


may specify additional requirements or expectations for data sharing that apply to specific projects 463 
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(National Library of Medicine 2014). The U.S. Department of Agriculture (USDA 2017) has created Ag 464 


Data Commons, a data access system that holds data files managed directly by the USDA National 465 


Agriculture Library and links to 250 datasets and resources located on other websites. EPA (2015) has 466 


developed an open data policy implementation plan that includes a component that promotes the 467 


importance of efficient release and management of data as an asset. The Canadian Institutes of Health 468 


Research, the Natural Sciences and Engineering Research Council of Canada, and the Social Sciences and 469 


Humanities Research Council of Canada have implemented the Tri-Agency Open Access Policy on 470 


Publications. “As publicly funded organizations, the [Canadian] Agencies have a fundamental interest in 471 


promoting the availability of findings that result from the research they fund, including research 472 


publications and data, to the widest possible audience, and at the earliest possible opportunity. Societal 473 


advancement is made possible through widespread and barrier-free access to cutting-edge research and 474 


knowledge, enabling researchers, scholars, clinicians, policy makers, private sector and not-for-profit 475 


organizations and the public to use and build on this knowledge… As research and scholarship become 476 


increasingly multi-disciplinary and collaborative, both domestically and internationally, the Agencies are 477 


working to facilitate research partnerships by harmonizing domestic policies and aligning with the global 478 


movement to open access” (Government of Canada 2016). Finally, the Center for Open Science (2017c) 479 


Open Science Framework (OSF) provides free and open source project management support for 480 


researchers across the entire research lifecycle. The OSF is a collaboration tool that encourages 481 


transparency in both the public and private sectors and helps researchers work on projects privately with a 482 


limited number of collaborators and make parts or all of their projects public. As a flexible repository, it 483 


can store and archive research data, protocols, and materials (Center for Open Science 2017c).  484 


There are many benefits of data sharing, including (1) to ensure rigor, reproducibility, and integrity; (2) to 485 


use as a resource for further research and analysis to expand the evidence base; and (3) to encourage 486 


public trust. Full transparency in reporting of scientific findings is crucial to ensuring scientific integrity, 487 


including the willingness to disclose all findings, whether they support the research hypothesis or not. 488 


22 


 







Yet, there are impediments and disadvantages of open science that must be acknowledged, including 489 


concerns with intellectual property, matters of national security, and the potential loss of confidentiality of 490 


research participants in human clinical trials. For example, if clinical trial participants believe that there is 491 


a possibility that personal information will be openly shared, even if anonymized, then the level of 492 


participation of future human subject research could be impacted adversely. There are ways to further 493 


anonymize data (sets) but implementing them will come at an additional cost in terms of training in their 494 


use and direct utilization, as well as financial costs. Misuse of data is also a problem, especially when 495 


subjects have not agreed to widespread dissemination of information. This raises ethical issues about 496 


informed consent.  497 


Scientists should strive to make open science the norm in the research community. Ultimately, it is in the 498 


best interest of all sectors, public and private, that open science becomes the standard operating procedure 499 


for transparency. The key is not only in developing open science policies but also in ensuring their 500 


execution. 501 


Open science is not a trivial requirement and it is important to document the challenges of moving toward 502 


this goal. There are different ways to implement this best practice, such as a phased approach to open data 503 


or prioritizing open data of newly published research. Significant time and financial resources are 504 


required to provide and compile open data. The Fostering Integrity in Research report recommends that 505 


“U.S. Federal funding agencies and other research sponsors should allocate sufficient funds to enable the 506 


long-term storage, archiving, and access of datasets and code necessary for the replication of published 507 


findings” (National Academies of Sciences, Engineering, and Medicine 2017, p. 6). It is also important 508 


that professional reviews include recognition and incentives for researchers are established for making 509 


data transparent. 510 


5.  Develop and implement educational tools to teach communication skills that uphold scientific 511 


integrity 512 
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Scientific integrity is essential in the communication of research study findings. Although it is often 513 


difficult to communicate results effectively to the various sectors (e.g., the scientific community, policy 514 


officials, the media, and the public), scientists should be encouraged to communicate their research 515 


findings. Science communication training should teach scientists how to accurately answer questions 516 


about the meaning, importance, and limitations of their work, while still maintaining the integrity of the 517 


work. Institutions have the responsibility of requiring ethical science communication training to equip 518 


scientists with the tools that permit them to communicate effectively. Effective communication training 519 


should be built into institutional training programs discussed in best practice 1.  520 


The communications departments or press offices in institutions have a key role in disseminating 521 


information about investigators’ research. Thus, it is important to have open lines of communication 522 


between scientists and their communications department or press office. Ideally, scientists should help 523 


develop and review in advance any communications about their work to ensure accurate context and 524 


reflection of their findings.  525 


Communication of research results has become even more complex in the age of social media. In some 526 


cases, valid scientific findings are challenged in the media or elsewhere by those who disagree with the 527 


conclusions, scientists are accused of suppressing scientific findings, or critics make ad hominem attacks 528 


on the scientists themselves rather than offering critiques of studies. While some aspects of social media’s 529 


influence on the communication of science can be considered negative, social media may have a positive 530 


effect by exposing and deterring detrimental research practices and research misconduct. Anonymous 531 


online platforms such as PubPeer also serve as a deterrent, as one of its functions is reporting and 532 


commenting on suspected cases of poor practice (Davies et al. 2016, p. 10).  533 


Scientists have an obligation to be accurate and honest in their communications. Approaches that increase 534 


accuracy and honesty and reduce spin, obfuscation, and exaggeration are merited.  535 


6.  Strive to identify ways to further strengthen the peer review process 536 
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The rigor and transparency of the peer review process is vital to scientific integrity. While the journal and 537 


its peer reviewers play a role in reviewing the research and outcomes put forth in a manuscript, the 538 


authors have the responsibility to verify the authenticity of their work. It is unrealistic to assume that peer 539 


review can be the sole gatekeeper of scientific integrity.  540 


Journals currently have very different peer review processes. Making these processes more transparent 541 


may ultimately lead to the development of a set of common standards for peer review. The checklist 542 


described in principle 1 (once developed) is recommended as the basis for a standardized form for authors 543 


to attest to the integrity of their research when submitting a manuscript for publication. To help prevent 544 


unjustified claims of authorship, this standardized form could also include the author’s statement that he 545 


or she contributed to the development of the manuscript. According to Hess et al. (2015), “Unjustified 546 


claims of authorship in scientific publications are referred to as a form of scientific misconduct. 547 


…[A]ppropriate authorship credit has become a decisive factor in the careers of young researchers and it 548 


needs to be managed and protected accordingly.” Ideally, the criteria for authorship qualification should 549 


be standardized by the scientific publication community. The Guidelines of the Vancouver Group (part of 550 


the International Committee of Medical Journal Editors [ICMJE]), which have been adopted by more than 551 


600 biomedical journals to date, and those of the Committee on Publication Ethics (COPE) include 552 


criteria for appropriate assignment of authorship. Without this understanding, illegitimate exclusion of 553 


authors can occur, which does not allow one to understand fully who wrote or contributed to the work. 554 


Another aspect of the peer review process that should be standardized is the conflict of interest (COI) 555 


forms required by journals. Journals should collaborate to develop a single standardized COI form to be 556 


used with both authors and reviewers. ICMJE (2017a) has initiated such an effort and offers the ICMJE 557 


Form for Disclosure of Potential Conflicts of Interest. The Federal Demonstration Partnership (2018) has 558 


established a website to allow institutions and other entities to verify their compliance with COI forms.  559 


There are guidelines and recommendations developed by other organizations that would also be useful in 560 


the development of a standardized form and can help to improve the peer review process overall. ICMJE 561 
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(2017b) developed the “Recommendations for the Conduct, Reporting, Editing and Publication of 562 


Scholarly Work in Medical Journals” to review best practice and ethical standards in the conduct and 563 


reporting of research and other material published in medical journals and to help authors, editors, and 564 


others involved in peer review and biomedical publishing create and distribute accurate, clear, 565 


reproducible, unbiased medical journal articles. The Council of Science Editors (2012) published “CSE’s 566 


White Paper on Promoting Integrity in Scientific Journal Publications,” which aims to open dialogue 567 


about ethical publishing practices, inform those involved in the editorial process, and foster informed 568 


decision making by editors. 569 


Peer review faces an ongoing challenge because of the number of reviewers who are willing to serve 570 


(Scientific Integrity Consortium meeting discussion, 2 March 2017). To address this gap, the Consortium 571 


suggested that serving as a reviewer should be a role that is built into career advancement. To a minor 572 


extent, this is already being implemented for tenure-earning faculty at some universities. This benefit 573 


provides an incentive for scientists to participate and further ensures that those who are experts in their 574 


field will be peer reviewers. The use of specific reviewers who review only certain parts of a paper that 575 


pertain to their expertise may also increase the quality of the review. Publishing the reviewers’ names 576 


yearly, as is currently practiced by some journals, may also increase the willingness of reviewers to 577 


evaluate papers.  578 


More extensive training of peer reviewers is recommended so that they fully understand their duties. 579 


There is a need for the development of a reviewer manual or training guide that includes a list of specific 580 


tasks that are expected to be conducted by the peer reviewer. Part of this list of tasks should mirror the 581 


criteria that authors are asked to address when submitting a manuscript. One approach would be to 582 


develop a core training manual that individual journals or scientific disciplines could use and then 583 


incorporate supplementary material specific to their field of research. Training or resources geared toward 584 


graduate students, post-doctoral students, and young researchers would also develop a new generation of 585 


adept peer reviewers.  586 
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It is important to experiment with innovative review models that encourage transparency, which 587 


ultimately will increase scientific rigor. For example, the American Society for Microbiology is 588 


experimenting with a special review track called m-Sphere Direct, within its open-access journal m-589 


Sphere. Within this review track, authors work with reviewers directly and provide the editors the reviews 590 


they have obtained. The names of the reviewers are published together with the paper and, optionally, 591 


also the reviews. This experiment aims to shift the role of the reviewer from an anonymous critic hidden 592 


behind a curtain to a form of collaboration with the author that hopefully further improves the quality and 593 


the rigor of the paper and the speed of publication, in a more open and verifiable manner in which 594 


authors, reviewers, and editors are engaged in a transparent process.  595 


Much of what is presented in this best practice also applies to procedures in grant reviews.  596 


7.  Encourage scientific journals to publish unanticipated findings that meet standards of quality 597 


and scientific integrity  598 


By and large, tenure and promotions depend, in part, on an individual’s number of publications and the 599 


impact factor of the journals in which the papers are published. Most high-impact journals prefer to 600 


publish statistically significant and interesting results, which discourages scientists from submitting their 601 


less novel, negative, or null findings. Thus, the current research environment rewards the publication of 602 


positive results, and yet negative results and null findings are often just as important to advancing the 603 


scientific evidence base.  604 


One of the consequences of this bias toward publication of statistically significant and interesting results 605 


is that human and financial resources could be dedicated to addressing the same, previously addressed 606 


research questions, because the null or negative results were not previously published. As research dollars 607 


are limited, the scientific community owes it to society to correct this practice. Additionally, unpublished 608 


negative results bias the body of work. Scientists should publish negative and null results, either in a 609 


journal or an online repository. A support system is needed to help and encourage scientists to publish 610 
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such results and promote and reward the contribution of these findings. There has been some progress to 611 


address this issue. For example, the Journal of Negative Results in Biomedicine (JNRBM) (BioMed 612 


Central 2017) was an open-access, peer-reviewed journal that provided a platform for the publication and 613 


discussion of non-confirmatory and “negative” data, as well as unexpected, controversial, and provocative 614 


results in the context of current tenets. Since its inception in September 2002, JNRBM provided a 615 


platform for results that would otherwise have remained unpublished, and many other journals (e.g., PLoS 616 


One, the Frontiers series, and F1000) followed JNRBM’s lead in publishing articles reporting negative or 617 


null results. JNRBM succeeded in its mission and ceased publication in September 2017, as it was claimed 618 


that there was no longer a need for a specific journal to host these null results (BioMed Central 2017).  619 


Furthermore, the Consortium recommends that the current terms to describe results (“positive” and 620 


“negative”) should be replaced with “anticipated” and “unanticipated.” This simple change in 621 


terminology can transform the stigma surrounding the publication of unanticipated findings and 622 


encourage journals to publish them.  623 


Registered Reports are another approach that is being instituted to encourage publication of all findings. 624 


According to Elsevier (2013), “Registered Reports are a form of empirical article in which the methods 625 


and proposed analyses are preregistered and peer reviewed prior to research being conducted. High 626 


quality protocols are then provisionally accepted for publication before data collection commences. This 627 


format of article is designed to reward best practices in adhering to the hypothetico-deductive model of 628 


the scientific method. It neutralizes a number of questionable research practices, including low statistical 629 


power, selective reporting of results, and publication bias, while also allowing complete flexibility to 630 


conduct exploratory (unregistered) analyses and report serendipitous findings.” According to Chambers 631 


(2014), “the idea of accepting papers before results are known moves us beyond the assumption that the 632 


visibility of a scientific study should depend on its outcome… The reason for this publication bias is 633 


simple human nature: in judging whether a manuscript is worthy of publication, editors and reviewers are 634 


guided not only by the robustness of the method but by their impressions of what the results contribute to 635 
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knowledge. Do the outcomes constitute a major advance, worthy of space within a journal that rejects the 636 


majority of submissions? Results that are novel and eye-catching are naturally seen as more attractive and 637 


competitive than those that are null or ambiguous, even when the methodologies that produce them are 638 


the same. This bias, in turn, creates perverse incentives for individuals. When we reward scientists for 639 


getting ‘publishable results’, we encourage a host of questionable practices to produce them.” The Center 640 


for Open Science (2018) is helping to lead the effort to make Registered Reports more commonplace. 641 


Their website states that currently 80 journals use the Registered Reports publishing format either as a 642 


regular submission option or as part of a single special issue. Other journals offer some features of the 643 


format (Center for Open Science 2018). 644 


Full transparency of scientific findings is a critical component in the entire effort of trust in science and 645 


should be regarded as an ethical expectation. Scientists must be willing to disclose all findings, regardless 646 


of whether the findings support the research hypothesis, either in the peer-reviewed literature or in 647 


accessible online repositories. This is a key principle of integrity, because if it is not followed, the 648 


suppression of scientific findings can create a breach of trust in science and biased literature.  649 


8.  Seek harmonization and implementation among journals of rapid, consistent, and transparent 650 


processes for correction and/or retraction of published papers  651 


Once a paper is published, it is the responsibility of both the author(s) and the journal to correct or retract 652 


it if an invalidating error or research misconduct is detected. Unfortunately, there are few or no incentives 653 


for journals and authors to go through the correction or retraction process and many disincentives. There 654 


are risks, such as defamation, breach of contract, or professional embarrassment, and the process of 655 


correcting or retracting papers varies widely across journals (Allison et al. 2016). However, in general, 656 


the benefits to the scientific community and society at large outweigh the risks of correcting the record.  657 


Many journals, with the help of organizations like COPE, are currently working to standardize and codify 658 


the language and processes of article corrections and retractions. The Consortium discussed how new 659 
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terminology for the retraction or correction process must be considered because of the range of reasons, 660 


from honest errors to confirmed research misconduct, and encouraged continuing the development of 661 


standardized procedures. Once these standards are finalized and adopted, they would ideally be used 662 


uniformly across all journals as best practices for the rapid, consistent, and transparent correction and 663 


retraction of papers.  664 


Many underlying themes of this best practice are touched upon in best practices 6, 7, and 9. 665 


9.  Design rigorous and comprehensive evaluation criteria that recognize and reward the highest 666 


standards of integrity in scientific research 667 


The Consortium encourages the scientific community to undertake the development of evaluation criteria 668 


and other ways of measuring integrity in scientific research, and to develop incentives and rewards that 669 


encourage scientific excellence and recognize outstanding work.  670 


Buckwalter et al. (2015) stated that “Science, being a high-stakes enterprise, is based on the ability to 671 


produce new and important observations. An academic and/or industry scientific career is dependent on 672 


publication, which in turn has an impact on continued employment, promotion, grant support, personal 673 


recognition, and competition with other investigators.” Presently, there are metrics to evaluate an 674 


individual scientist, but they do not fully encompass the spirit and goal of this best practice. One existing 675 


way that a researcher’s career is evaluated is through the h-index, which “attempts to measure both the 676 


productivity and citation impact of the publications of a scientist or scholar” and is “based on the set of 677 


the scientist's most cited papers and the number of citations that they have received in other publications” 678 


(Wikipedia 2017a). Although the h-index can be a valuable measurement, it may not sufficiently evaluate 679 


early career scientists who have fewer publications. The h-index also may not truly reflect how significant 680 


a research conclusion is and its true long-term impact to society.  681 


The scientific community should search for additional and better metrics to evaluate scientists, such as 682 


mentoring and other non-publication-oriented activities, and the value of their research. This best practice 683 
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of evaluating and rewarding scientific integrity highlights the need for changes in promotion and tenure 684 


systems, including revising criteria for an individual’s professional review and advancement, such as 685 


evidence of training on issues of scientific integrity, a commitment to preregistered research plans and 686 


open science, the publication of unanticipated findings, responsibly and proactively correcting the 687 


research record, and contributing to the peer review process as a reviewer.  688 


The Consortium proposes the development of metrics that support the measurement of the highest 689 


standards of scientific integrity in research. Once these metrics are created, the next step would be to 690 


conduct research on their efficacy to measure scientific integrity and whether they were successful in 691 


driving behavior that encourages scientific integrity. This could perhaps be taken on by an RIAB, such as 692 


that described in the Fostering Integrity in Research report, because one of the RIAB’s charges would be 693 


to “foster research integrity by stimulating efforts to assess research environments and to improve 694 


practices and standards” (National Academies of Sciences, Engineering, and Medicine 2017, p. 5). This 695 


new research on the efficacy of the developed metrics could be submitted to the World Conferences on 696 


Research Integrity Foundation (2017), which is developing a Research on Responsible Conduct of 697 


Research Registry. Creating universally acknowledged metrics that measure scientific integrity would 698 


drive adherence to scientific integrity more than any other single effort. The Consortium acknowledged 699 


that this is a bold concept that will not easily be undertaken but felt strongly that the scientific community 700 


needs to make a commitment to taking on this challenge.  701 


SUMMARY 702 


The Consortium believes that this set of recommended principles and best practices is broad and inclusive 703 


of the needed practices for instilling scientific integrity and can be used to better equip scientists to 704 


operate and be supported in a rapidly changing research environment. Traditional scientific integrity 705 


values in the research enterprise cannot be assumed to pass informally from one generation to the next, 706 
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but must be fostered to keep scientific integrity relevant. Science is a community built on trust; therefore, 707 


it is the responsibility of everyone to foster and promote a culture of scientific integrity. 708 


GOING FORWARD 709 


The Consortium plans to develop a campaign to raise visibility of these principles and best practices at 710 


professional society meetings and other venues in order to drive adoption of the principles and best 711 


practices and, ultimately, have a positive impact on the quality of science.  712 


The Consortium recommends development of a checklist that could serve as a guide to the design, 713 


conduct, and reporting of studies and as an objective tool for the evaluation of published research. The 714 


checklist could be the criteria for a “stamp of approval” or “accreditation badges,” which could be used to 715 


maintain the trust of the scientific community and public at large in study results (detailed in principle 1). 716 


The Consortium has also recommended the development of metrics to measure scientific integrity 717 


(detailed in best practice 9). Moving forward, the Consortium will explore the development of these 718 


recommendations, potentially in collaboration with other organizations.  719 
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BOX 1: PRINCIPLES AND BEST PRACTICES FOR SCIENTIFIC INTEGRITY 


Overarching Principles for Fostering Scientific Integrity 


1. Foster a culture of integrity in the scientific process. 
2. Evidence-based policy interests may have legitimate roles to play in influencing aspects of the 


research process, but those roles should not interfere with scientific integrity.  


Best Practices for Fostering Scientific Integrity 


1. Require universal training in robust scientific methods, in the use of appropriate experimental 
design and statistics, and in responsible research practices for scientists at all levels, with the 
training content regularly updated and presented by qualified scientists. 


2. Strengthen scientific integrity oversight and processes throughout the research continuum with 
a focus on training in ethics and conduct. 


3. Encourage reproducibility of research through transparency.  
4. Strive to establish open science as the standard operating procedure throughout the scientific 


enterprise. 
5. Develop and implement educational tools to teach communication skills that uphold scientific 


integrity. 
6. Strive to identify ways to further strengthen the peer review process.  
7. Encourage scientific journals to publish unanticipated findings that meet standards of quality 


and scientific integrity.  
8. Seek harmonization and implementation among journals of rapid, consistent, and transparent 


processes for correction and/or retraction of published papers.  
9. Design rigorous and comprehensive evaluation criteria that recognize and reward the highest 


standards of integrity in scientific research. 
 854 
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BOARD OF DIRECTORS MEETING 


AGENDA ITEM SUMMARY 


DATE: February 23, 2018 


AGENDA TOPIC: Council on Research Restructure Proposal AGENDA 


ITEM: 
15.2 


CONTRIBUTES TO ACHIEVEMENT OF: 


  Strategic Plan Focus Area(s) 


 Prevention and Well-being 


 Health Care and Health Systems  


 Food and Nutrition Safety and Security 


  BOD Program of Work Priority 


 Strategic Plan Priorities 


 Governance Supporting Role Priorities 


 Organizational Board Priorities 


BACKGROUND: 


As the Academy adopts the new Strategic Plan internal and membership functionality needs to 


realign. The Academy’s Research, International and Scientific Affairs team in conjunction with the 


Senior Director of Governance and key member leaders, evaluated the needs of the organization and 


how best to serve the profession in terms of research related-committees. The evaluation resulted in 


the decision to merge a number of our committees under the purview of the Council on Research. 


This shift will reduce redundancies between committees, align efforts in the areas of research 


dissemination, study approval, scientific integrity compliance and response to regulatory issues. The 


shift will also allow for better leveraging of member leaders skills and knowledge. This move will 


actually increase the participation of members in research activities at a lower cost to the 


organization. 


The proposal for restructuring will integrate functions of Academy Positions Committee (APC), 


Evidence-based Practice Committee (EBPC), and Dietetics Practice Based Research Network 


(DPBRN) Oversight Group into functions of the main Council during fiscal year FY19. The impact 


of this restructure will be monitored and will inform how other committees within RISA will be 


handled in FY20. Furthermore, the budgetary impact of this change will mean that the three 


committees in question will not meet face to face in FY19 thereby saving the Academy over 


$25,000. Within the new structure the Council will continue to meet face to face but the sub-groups 


will work virtually. This allows for maximum productivity and strategic alignment with reduced 


costs. 
ALTERNATIVES AND/OR DISCUSSION POINTS 


The alternative would be to maintain the current structure. 


1







ORGANIZATIONAL CAPACITY 


Human Resource Implications:  


Financial Implications: 


  Budgeted   No Financial Impact 


  Unbudgeted: 


 Approved by the CEO on ________   (date) 


  Approved by the Finance Committee on ________   (date) 


  Forwarded without recommendation by the   CEO           Finance Committee 


CONSIDERATIONS FOR PROCEEDING/NOT PROCEEDING 


N/A 


EXPECTED OUTCOME(S)/RECOMMENDATION(S) 


The Board will consider approving the new Council on Research 


structure. 


SUBMITTED BY: Alison Steiber, PhD, RDN- Chief Science Officer 
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Alison Steiber, PhD, RD
Chief Science Officer


Council on Research Restructure Proposal
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Current Council & Committee Functions


Council on Research
• Academy research priorities 
• Guide research activities
• Ensure alignment of research efforts
• Ensure viability and relevance of Academy research projects
• Monitor consequences of current/future research-related methodologies and 


recommendations


Practice-Based Research Network 
• Conduct research studies in all food and nutrition practice-based settings
• Develop innovative methods and strategies to conduct practice-based nutrition research
• Disseminate results of research studies
• Provide resources and training for RDNs, NDTRs, equivalent professional and dietetics 


students worldwide to participate and conduct research
• Provide research consultation
• Academy Foundation/RISA Fellowship program


Evidence Analysis Center
• Conduct scoping reviews
• Conduct systematic reviews following Academy’s rigorous methodology
• Develop Evidence Based Nutrition Practice Guidelines (EBNPG)
• Develop Academy Position Statements
• Develop Research Briefs
• Identify Nutrition Research Gaps 
• Conduct Systematic Review Training


Data Center
• NCP Terminology
• Management of standardized care process
• Data aggregation that produces nutrition and dietetic outcomes
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Proposed Council on Research Composition


• Chair
• Chair-elect
• Immediate Past Chair


Funder reps: 3
• Foundation (3 years)
• Industry (3 years)
• Government (3 years)


Research reps: 5
• Public Health (3 years)
• Clinical Researcher (3 years)
• Guideline Developer (3 years)
• International Research (3 years)
• JAND Editor (1 year)


Board of Directors: 1 
• BOD liaison (1 year)


Chair/Liaison reps: 7  (non-voting)
• NCPRO Chair (1 year)
• RDPG liaison (1 year)
• ISC Chair (1 year)
• NSC Chair (1 year)
• LPPC Chair (1 year)
• QM Chair (1 year)
• CDR Rep (1 year)


*Use members of
EBPC, APC, DPBRN 
whose terms expire 
after FY18


Pulled from 
those with a 3 yr term
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Advisory Board


6 members to provide external input:


• Methodology Expert
• Funding Agency
• World Health Organization/Cochrane
• International Life Sciences Institute
• Nutrition Evidence Library/Dietary Reference Intake Rep
• Gates/Clinton/Robert Wood Johnson Foundation


Meeting once per year or as needed.
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2018-19 CoR Composition


Appointed by President-Elect 
and Speaker-Elect


Voting Members


• Academy Foundation (3 Years)
• Industry (3 years)
• Government (3 years)
• Public Health (3 years)
• Clinical Researcher (3 years)
• Guideline Developer (3 years)
• International Researcher (3 Years)
• BOD Liaison (1 year)
• JAND Editor (1 year)


Liaisons/Chairs from other 
Academy groups


Non-voting Members


• NCPRO Chair (1 year)
• RDPG liaison (1 year)
• ISC Chair (1 year)
• LPPC Chair (1 year)
• NSPC Chair (1 year)
• QMC Chair (1 year)
• Research DPG Chair (1 year)
• CDR Rep (1 year)
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Functions


 Set Academy research priorities
 Oversee development, charge, functions and dismissal of workgroups


and task forces under the CoR
 Final approval for studies to be done by RISA (including all DPBRN, EAC


and ANDHII studies requiring IRB/EC approval)
 Final approval of reports/white papers/publications resulting from


workgroups and task forces under the CoR
 Promote implementation and communications/dissemination of Academy


research
 Approval of other organizations’ scientific documents to be supported by


the Academy (BOD or HLT with final approval)
 Position papers
 Guideline papers
 Consensus papers


 Foster communication between Academy committees involved in data
 Promote and uphold Academy wide alignment to Scientific Integrity


Principles
8







Work conducted by Academy members!


Council on 
Research


Dissemination TBD


Communications


Manuscript 
review


Presentations


Study Oversight 
TBD


Surveys


SRs/EBPG


Prospective 
studies


Workgroup 
Selection TBD


Study 
advisory WG


SR/EBPG WG


AP WG


Implementation 
TBD


Training Modules 
(literature 


review, research, 
ethical)


Student/Fellowshi
p program 


SIP TBD
Regulatory Comments 


TBD


Expert Advisory 
Panel


Task Forces/workgroups convened as needed Use members of EBPC, APC, DPBRN whose terms 
expire after FY18


All 
groups 
to meet 
virtually


COR will 
have 1 


FTF 
meeting 
annually
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CoR Subcommittee Descriptions


Smaller deliberative group of members assigned a specific set of functions of the actual committee by the parent 
committee. A member of the CoR would serve with the subcommittee. Would meet monthly via teleconferences. 


1. Dissemination – promotes/communicates research by Academy & members, 
manuscript review, webinars, FNCE and other conference presentation coordination 
and review


2. Study Oversight – workgroups including – Surveys, SRs, EBPG/PPs – review 
proposals for rigor and ethical considerations, make recommendation for approval


3. Workgroup Selection – review and score applicants for workgroups that will 
conduct systematic reviews, develop guidelines & positions, advise DPBRN studies, 
etc.


4. Implementation – promote and guide implementation efforts for all research output 
including literature review training modules, research training modules, ethical 
training modules, etc. (review and update for CEUs, development of new 
resources); oversight of fellows and interactions with students, coordinate formal 
opportunities with graduate programs.


5. Scientific Integrity – maintain and disseminate SIP oversight
6. Regulatory Comments- works with LPPC to give commentary and review of 


regulatory issues


Task forces/workgroups convened by CoR as needed
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Why the change?


• Alignment with the new Strategic Plan
• Want to maximize member efforts 
• Make most efficient use of Academy resources 
• Align needs across research related entities
• Ensure communication and collaboration
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Pros
• More efficient way of conducting 


business
• Better use of financial and staff 


resources
• Enhance research grant writing 


capability and success rate
• Enhance Academy’s credibility
• Increase number of Academy 


member volunteer workgroup and 
task force opportunities and 
maximize member contributions


• Ability to accomplish more by 
having subcommittees/workgroups


Cons 
• Perception of reducing/eliminating 


member input
• Confusion
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BOARD OF DIRECTORS MEETING 
AGENDA ITEM SUMMARY  


DATE: February 23, 2018 


AGENDA TOPIC: 2018 Presidents’ Lecture AGENDA 
ITEM: 


16.0 


CONTRIBUTES TO ACHIEVEMENT OF: 
 Strategic Plan Focus Area(s) 


 Prevention and Well-being 
 Health Care and Health Systems 
Food and Nutrition Safety and Security 


  BOD Program of Work Priority 
 Strategic Priorities 
 Governance Priorities 
 Operational Priorities 


BACKGROUND 
The Presidents’ Lecture is supported by the ANDF Mary Lou South fund. The fund criteria state that the 
Board of Directors will select a topic which supports the current vision and work of the Academy.  The Board 
of Directors annually selects both the topic and final speaker for the Presidents’ Lecture with the 2018 lecture 
being presented at the Food & Nutrition Conference & Expo™ in Washington, D.C.   


In December 2017, the Board of Directors utilized an online ranking system to review and provide input 
regarding the topics presented for consideration.  The following topics were presented for consideration: 


• AGING DISRUPTED: CREATING A NEW REALITY THROUGH INNOVATION
• ARTIFICIAL INTELLIGENCE (AI) AND THE IMPACT ON A NEW WORKFORCE
• CANCER MOONSHOT AND PRECISION MEDICINE
• GLOBAL FOOD SECURITY AND THE IMPACT OF BIG, OPEN DATA
• SUSTAINABLE INTENSIFICATION


The Board ultimately selected the topic ARTIFICIAL INTELLIGENCE (AI) AND THE IMPACT ON A 
NEW WORKFORCE for the 2018 Presidents’ Lecture.  


Topic Description: Growth opportunities are hard to come by without significant investment, but artificial 
intelligence (AI) is a self-running engine for growth in healthcare. According to recent reports, key clinical 
health AI applications can potentially create $150 billion in annual savings for the US healthcare economy 
by 2026. AI in health represents a collection of multiple technologies enabling machines to sense, 
comprehend, act and learn so they can perform administrative and clinical healthcare functions. Unlike 
previous technologies that complement a human, health AI today can truly augment human activity. With 
immense power to unleash improvements in cost, quality and access, AI is exploding in popularity. Growth in 
the AI health market is expected to reach $6.6 billion by 2021 alone. 


ALTERNATIVES AND/OR DISCUSSION POINTS 
The Board can select any speaker they feel would be a benefit to the members of the Academy. The Board is 
being asked to evaluate each proposed speaker based on the following designated four criteria.   


1. Is the speaker a recognized expert in the field of AI and Workforce Impact?
2. Could this speaker apply the topic to the work of RDNs?
3. Could this speaker discuss the future impact of AI on the profession?
4. Would the lecturer be a popular “draw” to the Academy membership attending FNCE®?
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ORGANIZATIONAL CAPACITY 
 
Human Resource Implications:   
 
Financial Implications: 
 


  Budgeted        No Financial Impact 
 


  Unbudgeted: 
   Approved by the CEO on ________   (date) 
   Approved by the Finance Committee on ________   (date) 
 
   Forwarded without recommendation by the   CEO           Finance Committee 
CONSIDERATIONS FOR PROCEEDING/NOT PROCEEDING 
The selected speakers were recommended from a variety of Academy resources: Committee for Lifelong 
Learning (Professional Development), Practice Group Leaders, Academy committee leadership, and internal 
Academy staff experts. Speaker criteria for this lecture included, but were not limited to, national and 
international speaking experience, internal recommendation, experience with Academy messaging, 
publication experience and honorarium.   
 
Final selection should be based on Speaker expertise on topic and any additional information provided for 
consideration.  (Due to these being non-keynote speakers, links to speaker videos are not available for all proposed 
speakers.) 
 
Are there other speakers that are better suited for the lecture? 
 
EXPECTED OUTCOME(S)/RECOMMENDATION(S) 
That the Board consider selection of the Presidents’ Lecturer for 2018 FNCE® in Washington, D.C.  
 


SUBMITTED BY:  Diane M. Enos, MPH, RDN, FAND and Lori Granich, MBA, RDN 
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2018 Presidents’ Lecture – Speaker Selection  


 


 
The Board of Directors annually selects the topic and speaker for the Presidents’ Lecture.  The 2018 
lecture on the topic of Artificial Intelligence (AI) and the Impact on a New Workforce will be presented 
at the Food & Nutrition Conference & Expo™ in Washington, D.C.  The following speakers are being 
proposed for your consideration. 
 
 


Speaker Background and Key Considerations Web Links 
Busy Burr Background: 


VP of Healthcare Innovation and Trend 
Humana 
 
Key Considerations: 
• Present at the Innovation Summit 2018 on the topic of 


“From the ER to AI” 
• Named to the Global Corporate Venturing (GVC) 


Powerlist for 2017 placing her among the top 100 
corporate venturing professionals in the world. 


 
 


Click here for 
Profile 
 
 
Click here for 
Video 
 
 
Business Link 


Anthony Goldbloom Background: 
Co-founder & Chief Executive Officer 
Kaggle 
 
Key Considerations: 
• Over two million views on his TedX presentation “The 


Jobs We’ll Lose to Machines…and Those We Won’t” 
• Anthony Goldbloom is co-founder and CEO of Kaggle 
• Named by Forbes (2011 & 2012) as Top 30 under 30 


in technology; in 2013 MIT Tech Review named him 
one of the top 35 innovators under 35 
 


Click here for 
Profile 
 
 
Click here for 
Video 
 
 
Business Link 


Andrew McAffee Background: 
Co-Director & Principal Scientist 
MIT Sloan School of Management 
 
Key Considerations: 
• Over two million views on his TedX presentation 


“What Will Future Jobs Look Like” 
• Co-Founder of MIT’s Initiative on the Digital 


Economy (IDE) which explores how people and 
business will work, interact, and prosper in an era of 
profound digital transformation 


• Author of Machine – Platform – Crowd: Harnessing 
Our Digital Future 
 


Click here for 
Profile 
 
 
Click here for 
Video 
 
 
Business Link 
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https://www.linkedin.com/in/busyburr/

https://www.linkedin.com/in/busyburr/

https://www.youtube.com/watch?v=hwoqb_Ew1bM

https://www.youtube.com/watch?v=hwoqb_Ew1bM

http://innovation.humana.com/

https://www.linkedin.com/in/anthonygoldbloom/

https://www.linkedin.com/in/anthonygoldbloom/

https://www.youtube.com/watch?v=gWmRkYsLzB4

https://www.youtube.com/watch?v=gWmRkYsLzB4

https://www.kaggle.com/

http://andrewmcafee.org/about/

http://andrewmcafee.org/about/

https://www.ted.com/talks/andrew_mcafee_what_will_future_jobs_look_like

https://www.ted.com/talks/andrew_mcafee_what_will_future_jobs_look_like

http://ide.mit.edu/





Speaker Background and Key Considerations Web Links 
Chris Nicholson Background: 


Founder & Chief Executive Officer 
Skymind 
 
Key Considerations: 
• Spoke at Oliver Wyman Health Innovation Summit 


2017 on the topic of “Paging Dr. Robot: AI and the 
New Workforce” 


• Chris Nicholson is co-founder and CEO of Skymind, 
the company behind Deeplearning4j, which is the most 
popular open-source deep-learning framework for 
Java.  


• Chris spent a decade as a journalist, reporting on tech 
and finance for the New York Times, Bloomberg 
News and Businessweek, among others. 


 


Click here for 
Profile 
 
 
Click here for 
Video 
 
 
Business Link 
 


Sebastian Thrun, PhD Background: 
Founder – Udacity 
Founder & Engineer – GoogleX 
Professor – Stanford AI Lab 
 
Key Considerations: 
• Over one million view on his TedX presentation “What 


AI is – and isn’t” 
• Thrun has been elected into the US National Academy 


of Engineering (under the age of 40) and the German 
Academy of Sciences; an elected fellow of the AAAI, 
ECCAI, and WTN;  Popular Science included Thrun 
in their "Brilliant Ten," Forbes in their "E-Gang" 
members, Scientific American in their list of 50 world 
technology and policy leaders, and Fortune in their list 
of Smartest People in Tech 


• Profiled in “The Brave Ones” with CNBC and as one 
of the World’s Most Creative People by Fast Company 
  


Click here for 
Profile 
 
 
Click here for 
Video 
 
 
Business Link 
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https://www.linkedin.com/in/chrisvnicholson/

https://www.linkedin.com/in/chrisvnicholson/

https://www.youtube.com/watch?v=lh7ItnA_Z4c&list=PL9iheGibFMtqWN8e4QdRcGJb-AeYlCwlv

https://www.youtube.com/watch?v=lh7ItnA_Z4c&list=PL9iheGibFMtqWN8e4QdRcGJb-AeYlCwlv

https://skymind.ai/

https://www.cnbc.com/2017/06/01/sebastian-thrun-udacity-googlex.html

https://www.cnbc.com/2017/06/01/sebastian-thrun-udacity-googlex.html

https://www.ted.com/talks/sebastian_thrun_and_chris_anderson_the_new_generation_of_computers_is_programming_itself

https://www.ted.com/talks/sebastian_thrun_and_chris_anderson_the_new_generation_of_computers_is_programming_itself

https://www.udacity.com/pathfinder
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 Attachment [Material(s) to be reviewed]   Materials to be distributed at the meeting 


*All items on the Consent Agenda are considered to be routine.  There will be no separate discussion of these items unless a Board member requests.   


In the event a request is made, the item will be removed from the Consent Agenda and considered separately 
Implications: Generative: Discern, frame and confront challenges rooted in values, traditions and beliefs; engage in sense-making, meaning –making and problem framing. Strategic: Scan internal and external environments; 


design and modify strategic plans; strengthen the organization’s comparative advantage. Fiduciary: Oversee operations; deploy resources wisely, ensure legal and financial integrity; monitor results. 
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Thursday, February 22, 2018 – Academy Headquarters, 120 South Riverside Plaza, 14th Floor                              


   TIME AGENDA ITEM PRESENTER IMPLICATIONS ANTICIPATED 


OUTCOME 


12:30 pm Lunch Buffet    


1:00 pm CALL TO ORDER AND WELCOME D. Martin   


1:00 pm  1.0 Consent Agenda* 


1.1 January 19, 2018 Minutes 


1.2 President’s Report 


1.3 CEO’s Report 


1.4 Foundation Report 


1.5 ACEND Report 


1.6 CDR Report 


1.7 Code of Ethics 


1.8 2016 Academy Tax Returns (FY2017) 


1.9 Affiliate Principles of Affiliation 


1.10 Motion Tracking 


D. Martin  Action 


1:05 pm 2.0 Regular Agenda D. Martin  Action 


1:05 pm 3.0 Strategic Plan D. Martin   


1:05 pm 4.0 Criteria for Effective Meetings/Conflict of Interest Policy D. Martin Generative Information 


1:10 pm 5.0 Finance and Audit Committee Update J. Dantone-DeBarbieris Strategic/Fiduciary Information/Discussion 


1:30 pm 6.0 Nutrition and Dietetics Educators and Preceptors Update P. Knisley Strategic/Generative Information/Discussion 


2:00 pm 7.0 Nominating Committee Processes L. Beseler Strategic/Generative/ Information/Discussion 


2:15 pm 8.0 P.E.D.R.O. Simulation Demonstration A. Steiber Generative/Fiduciary Information/Discussion 


3:15 pm BREAK    


3:30 pm 9.0 Public Member D. Martin Strategic/Generative Action 


4:00 pm 10.0 House of Delegates Retreat D. Polly Strategic/Generative Information/Discussion 


4:30 pm 11.0 Policy Initiatives and Advocacy Update J. Blankenship/P. Tuma Strategic/Generative Information/Discussion 


5:00 pm RECESS D. Martin   


6:30 pm Board Dinner: Blue Door Kitchen, 52 W. Elm St. 


312-573-4000 


   







Attachment 2.0 
BOARD OF DIRECTORS MEETING 


FEBUARY 22-23, 2018                               


CHICAGO, IL                                                                                         revised 02/16/2018                                                                                                                                                                            


 


 


 


 Attachment [Material(s) to be reviewed]   Materials to be distributed at the meeting 
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Friday, February 23, 2018 – Academy Headquarters, 120 South Riverside Plaza, 14th Floor                    


 


TIME AGENDA ITEM PRESENTER IMPLICATIONS ANTICIPATED 


OUTCOME 


7:30 am BREAKFAST     


8:00 am Executive Session D. Martin Strategic/Generative/ 


Fiduciary 


Action 


9:00 am CALL TO ORDER D. Martin   


9:00 am 12.0 CONFIDENTIAL: GMO Task Force L. Maloney/ 


K. Sauer 


Strategic/Generative Action 


10:30 am BREAK    


10:45 am 13.0 Transferring Data with ANDHII M. Dittloff (by phone) Strategic/Generative/ 


Fiduciary 


Information/Discussion 


11:30 am LUNCH    


12:30 pm 14.0 Nutrition Focus Physical Exam Training Overview D. Enos/ 


L. Granich 


Strategic/Generative/ 


Fiduciary 


Information/Discussion 


1:40 pm 15.0 Research, International and Scientific Affairs 


15.1 Scientific Integrity Principles and Best 


Practices: Recommendations from a Scientific 


Integrity Consortium Manuscript 


15.2 Council on Research Restructure Proposal  


A. Steiber Strategic/Generative/ 


Fiduciary 


Action 


 


 


 


Action 


 


2:10 pm 16.0 2018 Presidents’ Lecture 


 


D. Enos Strategic/Generative Action 


2:25 pm 17.0 Consent Agenda D. Martin  Action 


2:30 pm ADJOURNMENT D. Martin   
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First Name Last Name


Hotel 


Confirmation Arrival Day


Arrival 


Time Flight 


Departure 


Day


Departure 


Time 
Hope Barkoukis 168057 2/22/2018 8:58AM UNITED 776 2/23/2018 6:08PM


Lucille Beseler 168058 2/22/2018 10:23AM UNITED 1418 2/23/2018 7:41PM


Susan Brantley 168060 2/22/2018 10:00AM AMERICAN 2965 2/23/2018 6:20PM


Kevin Concannon 168061 2/22/2018 9:25AM AMERICAN 1111 2/23/2018 6:25PM


Jo Jo Dantone-DeBarbieris 168062 2/22/2018 10:58AM AMERICAN 3607 2/23/2018 6:29PM


Linda Farr 168064 2/22/2018 11:10AM SOUTHWEST 1973 2/23/2018 7:45PM


Margaret Garner 168065 2/22/2018 9:20AM AMERICAN 3806 2/23/2018 6:59PM


Manju Karkare 168066 2/22/2018 9:02AM AMERICAN 1539 2/24/2018 3:10PM


Marcy Kyle 168067 2/21/2018 12:00PM DELTA 5967 2/23/2018 3:30PM


Michele Lites 168068 2/21/2018 12:43PM UNITED 1989 2/26/2018 10:02AM


Donna Martin 20514 2/22/2018 10:03AM DELTA 2120 2/23/2018 3:55PM


Steve Miranda 168070 2/21/2018 5:09PM UNITED 3551 2/23/2018 6:15PM


Dianne Polly 168072 2/22/2018 8:15AM UNITED 3585 2/23/2018 8:55PM


Tammy Randall 168073 2/22/2018 11:00am AMERICAN 3053 2/23/2018 5:14PM


Mary Russell n/a n/a n/a n/a n/a n/a


Kevin Sauer 168074 2/22/2018 7:40AM AMERICAN 3370 2/23/2018 8:20PM


Milton Stokes n/a n/a n/a n/a n/a n/a


Marty Yadrick n/a n/a n/a n/a n/a n/a


February 22-23, 2018







Flight
UNITED 702


UNITED797


AMERICAN 3108


AMERICAN 2323


AMERICAN 3586


SOUTHWEST 2444


AMERICAN 3810


AMERICAN 168


DELTA 5978


UNITED 5345


DELTA 1116


UNITED 624


UNITED 3521


AMERICAN 3198


n/a


AMERICAN 3362


n/a


n/a


February 22-23, 2018





February BOD Travel Itineraries and Hotel Confirmations.pdf



 

The Board meeting will be held at the Academy headquarters office, 120 South Riverside Plaza, in

the 14th floor conference room. On Thursday, February 22, joining us as our guest is Nutrition and

Dietetic Educators and Preceptors Council Chair Patricia Knisley, who will present an update from

NDEP.

 

 

Rooms have been reserved for arrival on Thursday, February 22 and departure on Friday,

February 23 at the Omni Chicago, 676 North Michigan Avenue, unless you requested otherwise;

your room confirmation numbers are listed on the attached travel document. For those of you who

wish to ride together to/from the airport, also included on the travel document is a list of itineraries.

 

See you soon!

 

Joan

 

 

Joan Schwaba, MS, RDN, LDN

 

Director, Strategic Management 

 Academy of Nutrition and Dietetics 

 120 S. Riverside Plaza, Suite 2190 

 Chicago, Illinois 60606-6995 

 Phone: 312-899-4798 

 Fax number: 312-899-4765 

 Email: jschwaba@eatright.org

 

 

 

 

--  

Donna S. Martin 
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40. Fwd: President's Report Draft

From: Donna Martin <donnasmartin@gmail.com>

To: Donna Work Martin <DMartin@burke.k12.ga.us>

Hidden

recipients:

dmartin@burke.k12.ga.us

Sent Date: Feb 12, 2018 14:52:11

Subject: Fwd: President's Report Draft

Attachment: Att 1.2 President's Report DRAFT.doc

 

---------- Forwarded message ---------  

From: Joan Schwaba <JSchwaba@eatright.org>  

Date: Fri, Feb 9, 2018 at 2:36 PM  

Subject: President's Report Draft  

To: Donna Martin ( donnasmartin@gmail.com) <donnasmartin@gmail.com>  
 
 

Hello Donna, 

Attached for your review is your President’s Report for the February Board meeting. Please

respond with your edits or approval. 

Thank you!

 

Joan

 

 

Joan Schwaba, MS, RDN, LDN

 

Director, Strategic Management 

 Academy of Nutrition and Dietetics 

 120 S. Riverside Plaza, Suite 2190 

 Chicago, Illinois 60606-6995 

 Phone: 312-899-4798 

 Fax number: 312-899-4765 

 Email: jschwaba@eatright.org 

  

 

 

 

--  

Donna S. Martin 
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Activity highlights since our September 2017 meeting.


Academy Encourages President Trump to See an RDN


Following the results of President Trump’s recent physical examination, I wrote to the president and the White House physician, encouraging the president to consult with a registered dietitian nutritionist. The letter said in part: “Through our education and training, RDNs specialize in translating nutrition science into practical advice. It is no understatement to say we help change people’s lives for the better – especially a person with a life as complex as yours, and a job as stressful as that of President of the United States.” The full letter is available on the Academy’s website (http://www.eatrightpro.org/resource/news-center/member-updates/from-our-leaders/open-letter-from-academy-president-to-president-trump). 

Response to Wall Street Journal Op-Ed: RDNs’ Knowledge, Skills 
I submitted a response to the Wall Street Journal in response to a February 1 op-ed that questioned whether a college degree is needed to give diet advice. In the response, I wrote that there are “important distinctions between giving general dietary advice and providing potentially lifesaving services that require significant levels of education and training.” The full article is available on the Academy’s website (http://www.eatrightpro.org/resource/news-center/member-updates/from-our-leaders/academy-responds-to-wall-street-journal-op-ed). 


Letter to JAMA on Nutrition Counseling


On behalf of the Academy and all members, I submitted a letter to the editor of the Journal of the American Medical Association (https://www.eatrightpro.org/resource/news-center/member-updates/from-our-leaders/presidents-response-jama-article-nutrition-counseling) in response to the article “Nutrition Counseling in Clinical Practice: How Clinicians Can Do Better,” which appeared in JAMA’s September 7 issue. The letter emphasizes that “strong evidence exists” to support using registered dietitian nutritionists “to provide nutrition care as part of the health care team.”

Senate Passes Academy’s Centennial Resolution


The U.S. Senate passed S. Res. 75 (https://www.congress.gov/bill/115th-congress/senate-resolution/75), the congressional resolution commemorating the Academy’s Centennial. A companion measure, H. Res. 161 (https://www.congress.gov/bill/115th-congress/house-resolution/161) is gaining support in the House of Representatives. Academy members have been asked to contact their representatives and ask them to cosponsor this exciting measure. 


Cook County Board Commemorates Our Centennial

The Cook County Board of Commissioners passed a resolution November 14 honoring the Academy’s Centennial. Commissioner Richard Boykin recognized the important role the Academy has played in improving the health of Americans, lauding the Academy’s work on treating conditions like obesity and diabetes and its role in working to end food deserts. “You are 100 years strong and we expect you to be even stronger in the next 100 years,” Boykin said. Mary Russell and Academy members Jennifer Bruning and Lisa Eaton Wright attended the meeting where the resolution was adopted. 


Academy Briefs Congress: School Foodservice Equipment Modernization
The Academy organized a December 13 congressional briefing on “School Foodservice Equipment Modernization,” showcasing the need for improving equipment and infrastructure http://www.eatrightpro.org/resource/media/press-releases/public-policy/congressional-briefing-on-school-foodservice-equipment-modernization-highlights-needs-in-schools. The briefing highlighted a multi-state school cafeteria tour I undertook with Mary Russell and Academy members Nancy Z. Farrell and Dayle Hayes. The briefing was followed by visits to congressional offices to seek support for school foodservice equipment modernization. The project is part of an agreement between the Pew Charitable Trust and the Academy to ensure that school kitchen equipment and infrastructure provisions, as included in the School Food Modernization Act, are included in any child nutrition reauthorization introduced in Congress. 



Integrating RDNs into Primary Care Practices


The Academy submitted a letter of commitment to the American Academy of Family Physicians to collaborate with AAFP on its proposed project on integrating registered dietitian nutritionists into primary care practices to the National Institutes of Health (FOA 17-177) titled Enhancing Performance in Primary Care through Integrated Nutrition Care Models. We assured AAFP the Academy will provide the infrastructure to facilitate this research and accomplish the objectives of this study, and that we strongly support AAFP’s efforts as outlined in its proposal: “The appropriate programmatic and administrative personnel of our organization are aware of the NIH consortium/subcontract agreement policy and are prepared to establish the necessary inter-organizational agreement(s) consistent with that policy.” 


Bright Futures Program 


As part of our continued partnership with the American Academy of Pediatrics, the Academy submitted a letter to AAP in support of its work with the Bright Futures Pediatric Implementation Program, promoting child and adolescent health prevention and promotion strategies. The Academy’s involvement has spanned more than 15 years. Academy member and RDN, Bonnie Spear, represented the Academy on the project’s Implementation Advisory Committee and served on the multidisciplinary expert panels for the development of the Bright Futures Guidelines (4th edition). Should AAP be funded, we will be asked to appoint a representative to serve on the Bright Futures committee.

External Peer Review: Obesity Medicine Education Collaborative

The Academy was invited to participate in the Obesity Medicine Education Collaborative as an external peer reviewer. OMEC is a working group of 13 professional societies comprising 40 obesity and education experts. The purpose of the OMEC initiative is to develop obesity-focused competencies and evaluation benchmarks that can be directly incorporated into training by program directors in undergraduate, graduate and subspecialty medical programs and equivalent training programs for advanced practitioners. The Academy has appointed Hollie Raynor, associate professor in the department of nutrition at the University of Tennessee, as our representative. The Academy looks forward to exploring further involvement in OMEC. 


Global Leadership Initiative on Malnutrition

Kelly Tappenden, head of the department of kinesiology and nutrition at the University of Illinois at Chicago, has been named the Academy’s representative to the Global Leadership Initiative on Malnutrition working group. The Academy, with Avalere Health and Abbott Nutrition, has launched the Malnutrition Quality Improvement Initiative (MQii) to address malnutrition quality of care for hospitalized older adults. We continue to lead in treating malnutrition and have developed important tools and resources that an interdisciplinary team can use to address malnutrition care gaps. Within the last four years, 56 unique facilities across 23 hospital systems have efficiently and effectively implemented the MQii tools and resources providing optimal nutrition care (http://www.eatrightpro.org/resource/media/multimedia-news-center/videos/preventing-and-identifying-malnutrition). 

Case Western Reserve University Wins Award


Congratulations to Hope Barkoukis and her team for creating Case Western Reserve University’s JJM Mandel Wellness & Preventive Care Pathway program for medical students which has been selected for a national award for innovation in education for future health care professionals. The program is the only one in the country which was fully created by RDNs, and among the 22 faculty who present in the program 9 are RDNs, including Tammy Randall. The program is unique in that it includes all the published competencies for physicians in lifestyle medicine, a monthly culinary lab to demonstrate the MNT concepts, and is heavily supported with nutrition.


National Commission on Correctional Health Care 

The Academy is fortunate to have a long standing alliance relationship with the National Commission on Correctional Health Care with Academy member Barbara Wakeen as our liaison. She has been the Academy’s alliance representative since 2001 and has extensive experience on NCCHC’s executive, education and juvenile health committees. Barbara recently became the 2017-2018 chair of NCCHC’s board of directors, after serving a year as chair-elect.

New National Diabetes Education Program Blog


The National Diabetes Education Program launched its new Diabetes Discoveries & Practice blog (https://www.niddk.nih.gov/health-information/professionals/diabetes-discoveries-practice) to create dialogue with thought leaders and people in the field representing a variety of disciplines. Through the perspectives of subject matter experts, NDEP’s blog includes lessons learned from the front lines and contains updates on new technologies in diabetes treatment, management, and care. A recent posting addressed “Talking to your patients about prediabetes” and quoted past DCE chair Ann Albright, director of the Division of Diabetes Translation at the Centers for Disease Control and Prevention.

Future Education Model Standards


The Accreditation Council on Education in Nutrition and Dietetics has 19 programs in the first cohort of demonstration programs to be accredited under the Future Education Model Accreditation Standards. The call for applications for the second cohort has been issued (http://www.eatrightpro.org/resources/acend/accreditation-standards-fees-and-policies/future-education-model). 


National Campaign and Social Media Guidelines 


The Academy’s National Campaign and Social Media Guidelines were revised for the 2018 election (http://www.eatrightpro.org/resource/leadership/nominations-and-elections/elections-process/national-campaign-and-social-media-guidelines). Nominating Committee members Bethany Thayer and Christine Palumbo presented a December 4 webinar to inform members about changes to the campaign guidelines and how to take an active role in the election process. 

Meetings


October:


· October 18: Ethan Bergman attended the presentation in Des Moines, Iowa, of the World Food Prize, and held discussions with attendees including Academy members on how the Academy can play a more active role in the WFP.

· October 29: Lucille Beseler and Diane Enos attended the Obesity Week meetings in Washington, D.C., of the Obesity Society and the Association for Metabolic and Bariatric Surgeons. TOS has been a longstanding network with the Weight Management DPG and recently moved to an Academy alliance. Leadership from TOS, WM, CDR and the Academy met to discuss next steps in formalizing the alliance.

November


· November 7: William Swan, the Academy’s representative to the Trinity Health System Nutrition and Wellness Advisory Council, presented to the Council the Academy’s quality and outcomes management tools including ANDHII. Trinity Health is a national, not-for-profit Catholic health system operating 93 hospitals in 22 states.

· November 15: Katie Eliot attended the National Academies of Sciences, Engineering and Medicine’s Global Forum on Innovation in Health Professions Education, “Improving Health Professional Education and Practice through Technology” workshop. Katie is the Academy’s representative to the Forum. 

· November 17: Lucille Beseler represented the Academy at the 4th Annual National Collaborative Care Summit in Chicago.


· November 17-19: Lucille Beseler, Jo Jo Dantone DeBarbieris, Marcy Kyle and I attended the 2nd National Conference on Prevention of Diabetes in Atlanta, Ga. Lucille and I presented a session on childhood obesity; Jo Jo and Marcy gave a hands-on workshop on diabetes prevention. 

· November 20: I participated in the Pennsylvania School Food Service Equipment Modernization Project.

· November 28-29: Jeanne Blankenship attended the 2017 IFIC/ Foundation Annual Meeting in Washington, D.C.

· November 29: I participated in the Georgia School Food Service Equipment Modernization Project.

December


· December 3: Lucille Beseler presented the commencement speech Case Western Reserve University’s dietetics interns. 

· December 4-8: Alyce Thomas, chair-elect of the Diabetes Care and Education DPG, represented the Academy at the International Diabetes Federation in Abu Dhabi, UAE. Attendees were interested in the Academy’s EAL and ANDHII. 


· December 6: I attended the GENYOUth Fuel Up to Play 60 program in New York City.


· December 7: I participated in the New York School Food Service Equipment Modernization Project.

· December 14: Alison Steiber, Deepa Handu and Pat Babjak met with Eric Hentges, executive director of ILSI North America, and ILSI’s senior staff in Chicago to discuss potential collaborations. 


· December 15: I gave the keynote address for Stamford University’s dietetic internship program in Birmingham. Ala. 

January


· January 20-23: Alison Steiber and Mary Beth Whalen attended the ILSI North America Annual Conference.


· January 22-25: Mary Russell, Alison Steiber, Sharon McCauley and Pat Babjak attended the 2018 ASPEN Nutrition Science & Practice Conference in Las Vegas, Nev. Mary and Pat met with Pat Anthony, ASPEN’s senior director of organizational growth, to discuss collaborative opportunities. 


· January 25: Jeanne Blankenship attended the conference Further with Food: The Center for Food Loss and Waste Solutions in Washington, D.C. 


February

· February 8: Pat Babjak met with David Donnan, senior partner at A.T. Kearney, a global management consulting firm that focuses on strategic and operational CEO-agenda issues, to discuss potential collaborations. 

SUBMITTED BY:
Donna S. Martin, EdS, RDN, LD, SNS, FAND
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41. [RPG News] Applied Global Nutrition Research Fellowship & 2018 Awards

From: Renal Nutrition Practice Group <melissa@webnoxious.com>

To: dmartin@burke.k12.ga.us

Sent Date: Jan 31, 2018 16:22:21

Subject: [RPG News] Applied Global Nutrition Research Fellowship & 2018 Awards

Attachment:

 
RPG Members,  
Please see the opportunities listed below and take note of the application deadlines.  
 

Applied Global Nutrition Research Fellowship 

This opportunity will fund an RDN member of the Academy to participate in a year-long applied

nutrition research fellowship in collaboration with the Maya Health Alliance/Wuqu' Kawoq and will

include overseeing the implementation research/quality improvement components of a gardens

research project and supporting data analysis and dissemination.  

 

Applications are due on Thursday, February 1 by 11:59 pm CST. For more details and

application info, please CLICK HERE to visit our website.  

 

 

Awards 

We are also thrilled to share that our 2018 Awards applications are open. There are 27 available

awards this year, ranging from Continuing Education and International opportunities to

Recognition and Program Development awards. With unique criteria ranging across each award,

there are tremendous opportunities for both students and seasoned professionals.  

 

Please note that the deadline to apply is February 1, 2018! Below you will find a list of awards

that are particularly relevant to your members. To view all of the open applications and instructions

on how to apply, visit the Awards page on the Foundation's website or click on individual award

links below.  

 

Continuing Education Awards 

E. Neige Todhunter Memorial Doctoral Fellowship: provides $5,000 to masters-prepared dietetics

educators and practitioners pursuing a doctorate. 

Food and Culinary Professionals DPG Communications and Educational Award: supports

up to 75% of expenses for RDNs or NDTRs delivering educational food presentations or seeking

culinary enrichment. 

Recognition Awards
 
Abbott Nutrition Award in Women's Health: provides an award of $1,000 to recognize dietitians
who make a significant contribution to the importance of nutrition in women's health. 
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The Renal Dietitians Dietetic Practice Group  
www.RenalNutrition.org 
       

Renal Nutrition Practice Group, Dietetic Practice Group of the Academy of Nutrition and Dietetics,

120 South Riverside Plaza, Suite 2190, Chicago, IL 60606-6995 
SafeUnsubscribe™ dmartin@burke.k12.ga.us
Forward this email |  Update Profile |  About our service provider

Sent by melissa@webnoxious.com in collaboration with 
Try it free today

Page 156



42. Copy of PHCNPG Weekly Update: January 28th, 2018

From: Public Health/Community Nutrition Practice Group <eblast@phcnpg.org>

To: DMartin@Burke.k12.ga.us

Hidden

recipients:

dmartin@burke.k12.ga.us

Sent Date: Jan 31, 2018 16:06:13

Subject: Copy of PHCNPG Weekly Update: January 28th, 2018

Attachment:

Email not displaying correctly? View it in your browser. PHCNPG Weekly Update 

Week of January 28th, 2018 

 

Contents:  

New! Applied Global Nutrition Research Fellowship 

New! 2018 Awards Applications 

New! Voting for 2018 National Election 

New! Request for Comments 

Call for Mentors for PHCNPG Mentor Program 

Share your Experiences in Public Health or Community Nutrition 

The Digest: Call for Authors 

Nominations for National Honors and Awards 

Applications for Academy's Spokesperson Program  

2017- 2018 Diversity Awards Now Accepting Applications  

 

Applied Global Nutrition Research Fellowship: 

This opportunity will fund an RDN member of the Academy to participate in a year-long applied

nutrition research fellowship in collaboration with the Maya Health Alliance/Wuqu’ Kawoq and will

include overseeing the implementation research/quality improvement components of a gardens

research project and supporting data analysis and dissemination. 

 

Applications are due on Thursday, February 1 by 11:59 pm CST. For more details and

application info, please click here to visit the website. 

 

2018 Awards Application 

We are also thrilled to share that our 2018 Awards applications are open. There are 27 available

awards this year, ranging from Continuing Education and International opportunities to

Recognition and Program Development awards. With unique criteria ranging across each award,

there are tremendous opportunities for both students and seasoned professionals. 

 

The deadline to apply is Thursday, February 1st. To view all of the open applications and

instructions on how to apply, visit the Awards Page on the website. The following list mentions the
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awards that are applicable toward the PHCNPG practice group:

 

Continuing Education Awards: 

 

Barbara Ann F. Hughes — NEP DPG Continuing Education Award: provides $1,000 for

educational enhancement in the areas of policy, advocacy and/or private practice. 

E. Neige Todhunter Memorial Doctoral Fellowship: provides $5,000 to masters-prepared dietetics

educators and practitioners pursuing a doctorate. 

Food and Culinary Professionals DPG Communications and Educational Award: supports up to

75% of expenses for RDNs or NDTRs delivering educational food presentations or seeking

culinary enrichment. 

Marianne Smith Edge Award: provides up to $1,000 to fund training and educational opportunities

emphasizing the connection between agriculture and nutrition for RDNs. 
 
International Awards: 

Wimpfheimer–Guggenheim Fund for International Exchange in Nutrition, Dietetics and

Management: provides for the international exchange of needed nutrition, dietetic and/or

management information for the benefit of the nutritional health of the world community. The fund

offers a $1,100 essay award, and the committee may elect to provide additional awards to

applicants who they deem deserving. 

Recognition Awards:

Abbott Nutrition Alliance Award: provides $1,400 to Academy members in a hospital setting who

have made a significant contribution to improve awareness of malnutrition. 

Abbott Nutrition Award in Women’s Health: provides an award of $1,000 to recognize dietitians

who make a significant contribution to the importance of nutrition in women's health. 

Anita Owen Award of Recognition for Innovative Nutrition Education: provides $1,000 to

encourage the development and execution of unique nutrition education programs for the public. 

Mary Abbott Hess Award for Recognition of an Innovative Food/Culinary Effort: provides $1,000

to encourage original and innovative efforts in food and culinary education. 

Program Development Awards:

LuLu G. Graves Nutrition Education Award: provides up to $1,000 to support volunteer groups

engaged in projects related to public nutrition education.  

Voting for 2018 National Election: 

Attention PHCNPG Members! The Academy needs your support and encourages you to vote in

the Academy of Nutrition and Dietetics Election! Your support in "getting out the vote" is essential

to ensure that you have an active role in selecting leaders who will shape the future of the

Academy and our profession.  

 

The 2018 ballot and information about each candidate is available on the Academy website.

Electronic voting begins on February 1st, 2018 and polls will close at midnight Central Time on

Thursday, February 15th.  
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Now is your chance to make an impact and help determine the future path of the Academy! 

 

Request for Review/Comments: 

While the Academy doesn’t normally comment on proposals issued by the European Union (EU),

their process and decision could set a standard for US policy making on this topic.  Additionally,

the Academy’s position on added sugars would likely benefit from this EU process and the

evidence cited. Their final report will, likely contain credible evidence to respond to policy

questions about added sugars.  

 

In particular, the draft protocol describes strategies that would be applied for: 

 

Data collection and data selection (ex: which data to use for the assessment and how to identify

and select them) 

Appraisal of the relevant evidence 

Analysis and integration of the relevant evidence 

If anyone is interested in reviewing the protocol and submitting comments to the Academy, please 

click here to link to the document.   

 

Please respond to Judy Klavens-Giunta at klavensgi@ gmail.com by Wednesday, February 14,

2018.

PHCNPG Student Mentor Program: 

PHCNPG’s Mentoring Program seeks to connect members with the aim to promote growth in

specialty practice areas, general career and personal growth.  We are currently in need of more

mentors to meet the demand of mentees!

 

We are looking for mentors from a wide variety of backgrounds to mentor students and other

young professionals. If interested, please complete the online application.

 

The Mentor Program follows the same timeline as the DPG membership year and begins and

ends in June each year. At the end of your term (June) you will have the option to continue your

mentor/mentee relationship through the next membership year. If you have questions or feedback

please email Kayla Fitzgerald, Membership Committee Chair, at phcnpgmembers@gmail.com or

Gabby Headrick, Student Committee Chair, at phcnpgstudents@gmail.com. 

 

Share Your Experiences in Public Health or Community Nutrition!  

Are you working in the field of public health or community nutrition? If so, the PHCNPG Newsletter

Team wants to share a description of your work with our members! 

Please submit your name, credentials, a description of your work (500 word max.), and a photo

(optional but encouraged!) to Brigette Grimes, newsletter editor, at

phcnpg.communications@gmail.com by Friday, February 16th. Please provide details on the

type of work you do (e.g., education, research, etc.); the goals/objectives of your work; the

population(s) you work with; any information related to the successes, barriers/needs and/or future
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directions in your field of public health or community nutrition. 

 

Be sure to include “Newsletter Feature” in the subject line. Students are encouraged to participate,

as well!

 

Call for Authors! 

Are you or a colleague conducting research in the areas of Public Health and/or Community

Nutrition?

 

We are currently seeking authors for future editions of The Digest, the quarterly newsletter of the

PHCNPG. Original articles would be reviewed for Continuing Professional Education credits for

members. If you are interested in becoming an author forr The Digesti or have any questions

regarding submissions, please contact us at phcnpg.communications@gmail.com, including

"newsletter" in the subject line. Students are encouraged to participate as well!

 

We’d love to feature your content in our upcoming Spring 2018 edition! Submission deadline for

the next edition is February 16th, 2018, but we are always looking for content authors year-round.

 

Submit National Honors and Awards Nominations  

Do you know an outstanding role model who has advanced the nutrition and dietetics profession,

exhibited leadership and shown devotion to serving others in both dietetics and allied fields? If so,

recognize their contributions by nominating them for an Academy National Award! Submit an

intent to nominate by January 15, 2018 and complete the full online nomination by March 1,

2018. Award recipients will be announced in May, 2018 and will be recognized at the Academy of

Nutrition and Dietetics' 2018 Food &Nutrition Conference &Expo in Washington, D.C.

 

To learn more, please visit this page. 

 

Now Accepting Applications for Academy's Spokesperson Program 

The Academy is seeking outgoing, knowledgeable registered dietitians with experience working

with the news media to apply to join the Academy's Spokesperson Program. Members who have

been RDNs for more than five years and have at least two years of media experience are

encouraged to apply. Numerous topic areas and geographical markets are available. The

application deadline is February 2, 2018. 

Now Announcing the 2017 - 2018 Diversity Awards! 

The following diversity awards are now accepting applications! Please review and submit an

application by March 1, 2018.  

If you have any questions, please email diversity@eatright.org.  

 

For more information on each of the awards, please visit this site.  
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Diversity Mini-Grants: 

 

The Academy of Nutrition and Dietetics' Diversity Mini-Grants provides $100 - $1,000 grants to

support affiliate or DPG outreach to students and professionals from underrepresented groups

within the dietetics profession. These mini-grants are only open to Diversity Liaisons. 

 

Apply here.

 

Diversity Action Award: 

 

A $1,000 award will be given to a dietetics educational program accredited/approved by the

Accreditation Council for Education in Nutrition and Dietetics, Academy Affiliate, dietetic practice

group, member interest group or other recognized Academy group in recognition of past

accomplishments to successfully recruit and retain diverse individuals.  

 

Diversity Promotion Grant:  

Up to a $10,000 grant to support diversity recruitment and retention projects by dietetics education

programs accredited/approved by the Accreditation Council for Education in Nutrition and Dietetics

(ACEND), dietetic practice groups, Academy affiliates and member interest groups is available.

 

We Want to Hear Your Ideas! 

 

Are you a public health dietitian with a great idea for a webinar? Are you or someone you know an

expert in your field? The Public Health and Community Nutrition Dietetic Practice Group education

committee is soliciting ideas for topics and speakers for 2017. If you have a great idea or know an

expert that would be a great presenter, please email your suggestions to phcnpg@cableone.net

  

 

  

Our mailing address is: 120 South Riverside Plaza, Suite 2000 

 Chicago, IL 60606 

  

NOTE: This email message has been brought to you by Public Health/Community Nutrition, a

dietetic practice group of the Academy of Nutrition and Dietetics. 

 

If you would like to change your email, please make the necessary changes through the

Academy's website http://www.eatright.org/obc or call the Academy's customer service line at 800-

877-1600, ext. 5000. 

 

Our email address: info@phcnpg.org 

  

Unsubscribe DMartin@Burke.k12.ga.us from this list. 
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43. Research Fellowship, Continuing Education Awards, and More! Deadline February 1st!

From: Dietetic Technicians in Practice <dtpdpg+yahoo.com@ccsend.com>

To: dmartin@burke.k12.ga.us

Sent Date: Jan 31, 2018 12:37:32

Subject: Research Fellowship, Continuing Education Awards, and More! Deadline

February 1st!

Attachment:

Applied Global Nutrition Research Fellowship

This opportunity will fund an RDN member of the Academy to participate in a year-long applied

nutrition research fellowship in collaboration with the Maya Health Alliance/Wuqu' Kawoq and will

include overseeing the implementation research/quality improvement components of a gardens

research project and supporting data analysis and dissemination. 

 

Applications are due on Thursday, February 1 by 11:59 pm CST. For more details and

application info, please click here to visit our website. 

 

Awards

We are also thrilled to share that our 2018 Awards applications are open. There are 27 available

awards this year, ranging from Continuing Education and International opportunities to

Recognition and Program Development awards. With unique criteria ranging across each award,

there are tremendous opportunities for both students and seasoned professionals. 

 

Please note that the deadline to apply is February 1, 2018! Below you will find a list of awards

that are particularly relevant to your members. To view all of the open applications and instructions

on how to apply, visit the Awards page on the Foundationâ€™s website or click on individual

award links below.  

 

Continuing Education Awards

Barbara Ann F. Hughes - NEP DPG Continuing Education Award: provides $1,000 for

educational enhancement in the areas of policy, advocacy and/or private practice. 

CDR Faculty Fellowship: provides $10,000 for individuals with doctoral degrees seeking to

become RDNs. 

CDR Leadership Grant: provides $5,000 for RDNs and NDTRs to obtain leadership training. 

E. Neige Todhunter Memorial Doctoral Fellowship: provides $5,000 to masters-prepared dietetics

educators and practitioners pursuing a doctorate. 

Food and Culinary Professionals DPG Communications and Educational Award: supports up to

75% of expenses for RDNs or NDTRs delivering educational food presentations or seeking

culinary enrichment. 

Frederick Green Memorial Internship: provides funding to a nutrition and dietetics student who

has secured a summer internship in nutrition communications with an RDN. 
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Marianne Smith Edge Award: provides up to $1,000 to fund training and educational opportunities

emphasizing the connection between agriculture and nutrition for RDNs. 

Marie and August LoPresti, Sr. Endowment Fund Faculty Development Award: provides $1,000

to a faculty member of an Ohio university or college seeking continuing education opportunities. 

Mary C.Â ZahaskyÂ Memorial Continuing Education Award: provides up to $250 to Academy

members for short-term continuing education opportunities related to the field of dietetics. 

Rebecca Snowball Reeves Continuing Education Award: provides up to $1,000 in educational

stipends for dietetics professionals working in the area of obesity. 

Ruby P. Puckett/Elizabeth Frakes Food Management Continuing Education Award: provides up

to $2,000 for a Management in Food and Nutrition Systems DPG member to attend a conference

related to food and nutrition management. 

Susan T. Borra Fellowship in Nutrition Communication: awards $5,000 to a student or

professional who is seeking to enhance his or her nutrition communication skills. 

Washington State Academy of Nutrition and Dietetics Educational Award: supports up to 75% of

expenses to assist Washington State Academy members in obtaining continuing education.   
 
International Awards

Wimpfheimer-Guggenheim Fund for International Exchange in Nutrition, Dietetics and

Management: provides for the international exchange of needed nutrition, dietetic and/or

management information for the benefit of the nutritional health of the world community. The fund

offers a $1,100 essay award, and the committee may elect to provide additional awards to

applicants who they deem deserving. 

First International Nutritionist/Dietitian (FIND) Fellowship for Study in the USA: provides $2,200 to

foreign nationals who are pursuing post-graduate work in the U.S. and have a clearly articulated

plan to return to their country. 

International Affiliate of the Academy of Nutrition and Dietetics International Project Award:

provides $3,000 for IAAND members who intend to work in partnership with another nutrition

professional on a project that will benefit a local international community.   
 
Recognition Awards

Abbott Nutrition Alliance Award: provides $1,400 to Academy members in a hospital setting who

have made a significant contribution to improve awareness of malnutrition. 

Abbott Nutrition Award in Womenâ€™s Health: provides an award of $1,000 to recognize

dietitians who make a significant contribution to the importance of nutrition in women's health. 

Anita Owen Award of Recognition for Innovative Nutrition Education: provides $1,000 to

encourage the development and execution of unique nutrition education programs for the public. 

Margene Wagstaff Fellowship for Innovation in Dietetics Education: provides up to $3,000 to

recognize individuals who inspire entry-level dietetics professionals to pursue professional values. 

Mary Abbott Hess Award for Recognition of an Innovative Food/Culinary Effort: provides $1,000

to encourage original and innovative efforts in food and culinary education. 

Pittsburgh Academy of Nutrition and Dietetics Leadership Development Award: provides $1,000

to recognize emerging leaders among students in supervised practice.   
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Program Development Awards

CDR Advanced Practice Residency Grant: awards up to $30,000 per institution to establish or

enhance an advanced practice residency program which adheres to the ACEND® guidelines. 

CDR Grassroots Marketing Grant: provides up to $10,000 to RDNs or NDTRs to promote CDR

credentials at the local level. 

LuLu G. Graves Nutrition Education Award: provides up to $1,000 to support volunteer groups

engaged in projects related to public nutrition education. 
 
 

Dietetic Technicians in Practice, 120 S. Riverside Plaza, Suite 2000, Chicago, IL 60606 
SafeUnsubscribe™ dmartin@burke.k12.ga.us
Forward this email |  Update Profile |  About our service provider

Sent by dtpdpg@yahoo.com in collaboration with 
Try it free today
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44. Foundation's Awards program & Applied Global Nutrition Research Fellowship position

From: Georgia Academy of Nutrition and Dietetics <info@eatrightgeorgia.org>

To: DMartin@Burke.k12.ga.us

Hidden

recipients:

dmartin@burke.k12.ga.us

Sent Date: Jan 29, 2018 12:18:37

Subject: Foundation's Awards program & Applied Global Nutrition Research Fellowship

position

Attachment:

Only three days left to apply! 

Applied Global Nutrition Research Fellowship 

This opportunity will fund an RDN member of the Academy to participate in a year-long applied

nutrition research fellowship in collaboration with the Maya Health Alliance/Wuqu' Kawoq and will

include overseeing the implementation research/quality improvement components of a gardens

research project and supporting data analysis and dissemination. 

 

Applications are due on Thursday, February 1 by 11:59 pm CST. For more details and application

info, please click here to visit our website. 

 

Awards 

We are also thrilled to share that our 2018 Awards applications are open. There are 27 available

awards this year, ranging from Continuing Education and International opportunities to

Recognition and Program Development awards. With unique criteria ranging across each award,

there are tremendous opportunities for both students and seasoned professionals. 

 

Please note that the deadline to apply is February 1, 2018! Below you will find a list of awards that

are particularly relevant to your members. To view all of the open applications and instructions on

how to apply, visit the Awards page on the Foundation's website or click on individual award links

below. 
 

Continuing Education Awards 

Barbara Ann F. Hughes — NEP DPG Continuing Education Award: provides $1,000 for

educational enhancement in the areas of policy, advocacy and/or private practice. 

CDR Faculty Fellowship: provides $10,000 for individuals with doctoral degrees seeking to

become RDNs. 

CDR Leadership Grant: provides $5,000 for RDNs and NDTRs to obtain leadership training. 

E. Neige Todhunter Memorial Doctoral Fellowship: provides $5,000 to masters-prepared dietetics

educators and practitioners pursuing a doctorate. 

Food and Culinary Professionals DPG Communications and Educational Award: supports up to

75% of expenses for RDNs or NDTRs delivering educational food presentations or seeking
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culinary enrichment. 

Frederick Green Memorial Internship: provides funding to a nutrition and dietetics student who

has secured a summer internship in nutrition communications with an RDN. 

Marianne Smith Edge Award: provides up to $1,000 to fund training and educational opportunities

emphasizing the connection between agriculture and nutrition for RDNs. 

Marie and August LoPresti, Sr. Endowment Fund Faculty Development Award: provides $1,000

to a faculty member of an Ohio university or college seeking continuing education opportunities. 

Mary C. Zahasky Memorial Continuing Education Award: provides up to $250 to Academy

members for short-term continuing education opportunities related to the field of dietetics. 

Rebecca Snowball Reeves Continuing Education Award: provides up to $1,000 in educational

stipends for dietetics professionals working in the area of obesity. 

Ruby P. Puckett/Elizabeth Frakes Food Management Continuing Education Award: provides up

to $2,000 for a Management in Food and Nutrition Systems DPG member to attend a conference

related to food and nutrition management. 

Susan T. Borra Fellowship in Nutrition Communication: awards $5,000 to a student or

professional who is seeking to enhance his or her nutrition communication skills. 

Washington State Academy of Nutrition and Dietetics Educational Award: supports up to 75% of

expenses to assist Washington State Academy members in obtaining continuing education.  
 

International Awards 

Wimpfheimer–Guggenheim Fund for International Exchange in Nutrition, Dietetics and

Management: provides for the international exchange of needed nutrition, dietetic and/or

management information for the benefit of the nutritional health of the world community. The fund

offers a $1,100 essay award, and the committee may elect to provide additional awards to

applicants who they deem deserving. 

First International Nutritionist/Dietitian (FIND) Fellowship for Study in the USA: provides $2,200 to

foreign nationals who are pursuing post-graduate work in the U.S. and have a clearly articulated

plan to return to their country. 

International Affiliate of the Academy of Nutrition and Dietetics International Project Award:

provides $3,000 for IAAND members who intend to work in partnership with another nutrition

professional on a project that will benefit a local international community.  
 

Recognition Awards 

Abbott Nutrition Alliance Award: provides $1,400 to Academy members in a hospital setting who

have made a significant contribution to improve awareness of malnutrition. 

Abbott Nutrition Award in Women's Health: provides an award of $1,000 to recognize dietitians

who make a significant contribution to the importance of nutrition in women's health. 

Anita Owen Award of Recognition for Innovative Nutrition Education: provides $1,000 to

encourage the development and execution of unique nutrition education programs for the public. 

Margene Wagstaff Fellowship for Innovation in Dietetics Education: provides up to $3,000 to

recognize individuals who inspire entry-level dietetics professionals to pursue professional values. 
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Mary Abbott Hess Award for Recognition of an Innovative Food/Culinary Effort: provides $1,000

to encourage original and innovative efforts in food and culinary education. 

Pittsburgh Academy of Nutrition and Dietetics Leadership Development Award: provides $1,000

to recognize emerging leaders among students in supervised practice.  
 

Program Development Awards 

CDR Advanced Practice Residency Grant: awards up to $30,000 per institution to establish or

enhance an advanced practice residency program which adheres to the ACEND® guidelines. 

CDR Grassroots Marketing Grant: provides up to $10,000 to RDNs or NDTRs to promote CDR

credentials at the local level. 

LuLu G. Graves Nutrition Education Award: provides up to $1,000 to support volunteer groups

engaged in projects related to public nutrition education. 

Georgia Academy of Nutrition and Dietetics | 4780 Ashford Dunwoody Rd, Suite A #512, Atlanta,

GA 30338 Unsubscribe DMartin@Burke.k12.ga.us Update Profile | About our service provider

Sent by info@eatrightgeorgia.org in collaboration with Try it free today 
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45. NEP DPG - eBlast - Awards

From: Nutrition Education for the Public Dietetic Practice Group

<chuth2@illinois.edu>

To: DMartin@Burke.k12.ga.us

Hidden

recipients:

dmartin@burke.k12.ga.us

Sent Date: Jan 29, 2018 10:32:09

Subject: NEP DPG - eBlast - Awards

Attachment:

NEP DPG - eBlast - Awards You are receiving this email because you are a member of the

Nutrition Education for the Public Dietetic Practice Group from the Academy of Nutrition and

Dietetics. Questions/Concerns? Please contact us. Email not displaying properly?  View this email

in your browser. 

Nutrition Education for the Public Dietetic Practice Group 

 January 2018 

 Award Applications 

 
 
See award application opportunities from both our DPG and the Academy Foundation.  

  

Nutrition Education for the Public DPG is now accepting applications for two Awards: 

NEP Award of Excellence 

NEP Outstanding Member Award 

  

The NEP Award of Excellence supports the development and implementation of a quality

nutrition education project that helps to enhance and advance the mission of NEP.  

 

Award recipient will receive:  

$500 

Recognition in Networking News and on the NEP website 

Recognition at the DPG Showcase during the Academy's Food &Nutrition Conference &Expo

2018 
 
NEP Outstanding Member Award is for a member who has been actively involved in NEP over
the years.   
 
Award recipient will receive: 

$250 

Recognition in Networking News and on the NEP website 

Recognition at the DPG Showcase during the Academy's Food &Nutrition Conference &Expo

2018. 
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Deadline for submission is March 19, 2018. The award application and guidelines are available

on the NEP website at http://nepdpg.org/. 
 
Don’t delay, apply today! 
 

 

Academy Fellowship and Awards 
 
The Academy of Nutrition and Dietetics Foundation is currently accepting applications for their
Awards program. There are numerous awards that are perfect for NEP DPG members. Please
apply. You can see details of awards below.  
  
Applied Global Nutrition Research Fellowship 
This opportunity will fund an RDN member of the Academy to participate in a year-long applied
nutrition research fellowship in collaboration with the Maya Health Alliance/Wuqu’ Kawoq and will
include overseeing the implementation research/quality improvement components of a gardens
research project and supporting data analysis and dissemination.  
  
Applications are due on Thursday, February 1 by 11:59 pm CST. For more details and
application info, please click here to visit our website.  
  
 
Awards 
We are also thrilled to share that our 2018 Awards applications are open. There are 27 available
awards this year, ranging from Continuing Education and International opportunities to
Recognition and Program Development awards. With unique criteria ranging across each award,
there are tremendous opportunities for both students and seasoned professionals.  
  
Please note that the deadline to apply is February 1, 2018! Below you will find a list of awards
that are particularly relevant to your members. To view all of the open applications and instructions
on how to apply, visit the Awards page on the Foundation’s website or click on individual award
links below.  
 
Continuing Education Awards

Barbara Ann F. Hughes — NEP DPG Continuing Education Award: provides $1,000 for

educational enhancement in the areas of policy, advocacy and/or private practice. 

E. Neige Todhunter Memorial Doctoral Fellowship: provides $5,000 to masters-prepared dietetics

educators and practitioners pursuing a doctorate. 

Food and Culinary Professionals DPG Communications and Educational Award: supports up to

75% of expenses for RDNs or NDTRs delivering educational food presentations or seeking

culinary enrichment. 

Frederick Green Memorial Internship: provides funding to a nutrition and dietetics student who

has secured a summer internship in nutrition communications with an RDN. 

Marianne Smith Edge Award: provides up to $1,000 to fund training and educational opportunities

emphasizing the connection between agriculture and nutrition for RDNs. 
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Susan T. Borra Fellowship in Nutrition Communication: awards $5,000 to a student or

professional who is seeking to enhance his or her nutrition communication skills. 
 
International Awards

Wimpfheimer–Guggenheim Fund for International Exchange in Nutrition, Dietetics and

Management: provides for the international exchange of needed nutrition, dietetic and/or

management information for the benefit of the nutritional health of the world community. The fund

offers a $1,100 essay award, and the committee may elect to provide additional awards to

applicants who they deem deserving. 
 
Recognition Awards

Abbott Nutrition Alliance Award: provides $1,400 to Academy members in a hospital setting who

have made a significant contribution to improve awareness of malnutrition. 

Abbott Nutrition Award in Women’s Health: provides an award of $1,000 to recognize dietitians

who make a significant contribution to the importance of nutrition in women's health. 

Anita Owen Award of Recognition for Innovative Nutrition Education: provides $1,000 to

encourage the development and execution of unique nutrition education programs for the public. 

Mary Abbott Hess Award for Recognition of an Innovative Food/Culinary Effort: provides $1,000

to encourage original and innovative efforts in food and culinary education. 
 
Program Development Awards

CDR Grassroots Marketing Grant: provides up to $10,000 to RDNs or NDTRs to promote CDR

credentials at the local level. 

LuLu G. Graves Nutrition Education Award: provides up to $1,000 to support volunteer groups

engaged in projects related to public nutrition education. 

 
 
Visit the NEP website at  http://www.nepdpg.org  Email questions about the website to Leia
Flure, Website Content Coordinator. 

Join the NEP Electronic Mailing discussion group (EML) to connect with your colleagues. Email

NEP and ask for instructions for joining the EML.

 
Follow NEP on Twitter at www.twitter.com/nepdpg to connect and participate in conversations
with fellow NEP members. 

Our mailing address is: 

NEP DPG  

120 South Riverside Plaza, Suite 2190  

Chicago, IL 60606  

 

Want to change how you receive these emails?  

You can update your preferences or unsubscribe from this list
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46. Academy of Nutrition and Dietetics Foundation Awards--Applications Due Feb. 1st

From: kathryn.lawson22@gmail.com

To: DMartin@Burke.k12.ga.us

Hidden

recipients:

dmartin@burke.k12.ga.us

Sent Date: Jan 27, 2018 11:20:31

Subject: Academy of Nutrition and Dietetics Foundation Awards--Applications Due Feb.

1st

Attachment:

Hello TUND members!  

 

The Academy of Nutrition and Dietetics Foundation is thrilled to announce that we are currently

accepting applications for our Awards program as well as for our Applied Global Nutrition

Research Fellowship position. Please see below for more details.  

 

Applied Global Nutrition Research Fellowship 

This opportunity will fund an RDN member of the Academy to participate in a year-long applied

nutrition research fellowship in collaboration with the Maya Health Alliance/Wuqu’ Kawoq and will

include overseeing the implementation research/quality improvement components of a gardens

research project and supporting data analysis and dissemination.  

  

Applications are due on Thursday, February 1 by 11:59 pm CST. For more details and application

info, please click here to visit our website.  

  

  

Awards 

We are also thrilled to share that our 2018 Awards applications are open. There are 27 available

awards this year, ranging from Continuing Education and International opportunities to

Recognition and Program Development awards. With unique criteria ranging across each award,

there are tremendous opportunities for both students and seasoned professionals.  

  

Please note that thedeadline to apply is February 1, 2018! Below you will find a list of awards

that are particularly relevant to your members. To view all of the open applications and instructions

on how to apply, visit the Awards page on the Foundation’s website or click on individual award

links below.  

 

Continuing Education Awards 

Barbara Ann F. Hughes — NEP DPG Continuing Education Award: provides $1,000 for

educational enhancement in the areas of policy, advocacy and/or private practice. 
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CDR Faculty Fellowship: provides $10,000 for individuals with doctoral degrees seeking to

become RDNs. 

CDR Leadership Grant: provides $5,000 for RDNs and NDTRs to obtain leadership training. 

E. Neige Todhunter Memorial Doctoral Fellowship: provides $5,000 to masters-prepared dietetics

educators and practitioners pursuing a doctorate. 

Food and Culinary Professionals DPG Communications and Educational Award: supports up to

75% of expenses for RDNs or NDTRs delivering educational food presentations or seeking

culinary enrichment. 

Frederick Green Memorial Internship: provides funding to a nutrition and dietetics student who

has secured a summer internship in nutrition communications with an RDN. 

Marianne Smith Edge Award: provides up to $1,000 to fund training and educational opportunities

emphasizing the connection between agriculture and nutrition for RDNs. 

Marie and August LoPresti, Sr. Endowment Fund Faculty Development Award: provides $1,000

to a faculty member of an Ohio university or college seeking continuing education opportunities. 

Mary C. Zahasky Memorial Continuing Education Award: provides up to $250 to Academy

members for short-term continuing education opportunities related to the field of dietetics. 

Rebecca Snowball Reeves Continuing Education Award: provides up to $1,000 in educational

stipends for dietetics professionals working in the area of obesity. 

Ruby P. Puckett/Elizabeth Frakes Food Management Continuing Education Award: provides up

to $2,000 for a Management in Food and Nutrition Systems DPG member to attend a conference

related to food and nutrition management. 

Susan T. Borra Fellowship in Nutrition Communication: awards $5,000 to a student or

professional who is seeking to enhance his or her nutrition communication skills. 

Washington State Academy of Nutrition and Dietetics Educational Award: supports up to 75% of

expenses to assist Washington State Academy members in obtaining continuing education.   
 
International Awards 

Wimpfheimer–Guggenheim Fund for International Exchange in Nutrition, Dietetics and

Management: provides for the international exchange of needed nutrition, dietetic and/or

management information for the benefit of the nutritional health of the world community. The fund

offers a $1,100 essay award, and the committee may elect to provide additional awards to

applicants who they deem deserving. 

First International Nutritionist/Dietitian (FIND) Fellowship for Study in the USA: provides $2,200 to

foreign nationals who are pursuing post-graduate work in the U.S. and have a clearly articulated

plan to return to their country. 

International Affiliate of the Academy of Nutrition and Dietetics International Project Award:

provides $3,000 for IAAND members who intend to work in partnership with another nutrition

professional on a project that will benefit a local international community.   
 
Recognition Awards 

Abbott Nutrition Alliance Award: provides $1,400 to Academy members in a hospital setting who

have made a significant contribution to improve awareness of malnutrition. 
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Abbott Nutrition Award in Women’s Health: provides an award of $1,000 to recognize dietitians

who make a significant contribution to the importance of nutrition in women's health. 

Anita Owen Award of Recognition for Innovative Nutrition Education: provides $1,000 to

encourage the development and execution of unique nutrition education programs for the public. 

Margene Wagstaff Fellowship for Innovation in Dietetics Education: provides up to $3,000 to

recognize individuals who inspire entry-level dietetics professionals to pursue professional values. 

Mary Abbott Hess Award for Recognition of an Innovative Food/Culinary Effort: provides $1,000

to encourage original and innovative efforts in food and culinary education. 

Pittsburgh Academy of Nutrition and Dietetics Leadership Development Award: provides $1,000

to recognize emerging leaders among students in supervised practice.   
 
Program Development Awards 

CDR Advanced Practice Residency Grant: awards up to $30,000 per institution to establish or

enhance an advanced practice residency program which adheres to the ACEND® guidelines. 

CDR Grassroots Marketing Grant: provides up to $10,000 to RDNs or NDTRs to promote CDR

credentials at the local level. 

LuLu G. Graves Nutrition Education Award: provides up to $1,000 to support volunteer groups

engaged in projects related to public nutrition education. 

 Please don’t hesitate to reach out with questions!  

 

Be well,  

 

 

Kathryn Lawson, MS, RDN, CD  

TUND Chair  

kathryn.lawson22@gmail.com  

517-862-6301 
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47. February 1 Application Deadline: Academy Foundation Awards and New Fellowship Position

From: dylanbailey555@gmail.com

To: DMartin@Burke.k12.ga.us

Hidden

recipients:

dmartin@burke.k12.ga.us

Sent Date: Jan 27, 2018 10:50:11

Subject: February 1 Application Deadline: Academy Foundation Awards and New

Fellowship Position

Attachment: unknown_name_j3j6i

 
 
Hello NOMIN Members,  
 
Hope you all have had a wonderful holiday season!  
 
To kick off 2018, The Academy of Nutrition and Dietetics Foundation is thrilled to announce that
they are currently accepting applications for their Awards program as well as for their Applied
Global Nutrition Research Fellowship position. Please see the attached document for more details
and application information. 

Please note that the application for both the fellowship and the awards program closes on 

Thursday, 2/1.

 

During the application process, please do not hesitate to reach out with any questions you may

have. 

  

Stay tuned for additional announcements and exciting opportunities in the coming weeks! 

  

Best, 

  

Dylan Bailey 

 Professional Developer, NOMIN
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Applied Global Nutrition Research Fellowship

This opportunity will fund an RDN member of the Academy to participate in a year-long applied nutrition research fellowship in collaboration with the Maya Health Alliance/Wuqu’ Kawoq and will include overseeing the implementation research/quality improvement components of a gardens research project and supporting data analysis and dissemination.

 

Applications are due on Thursday, February 1 by 11:59 pm CST. For more details and application info, please click here to visit our website.

 

Awards

We are also thrilled to share that our 2018 Awards applications are open. There are 27 available awards this year, ranging from Continuing Education and International opportunities to Recognition and Program Development awards. With unique criteria ranging across each award, there are tremendous opportunities for both students and seasoned professionals.

 

Please note that the deadline to apply is February 1, 2018! Below you will find a list of awards that are particularly relevant to your members. To view all of the open applications and instructions on how to apply, visit the Awards page on the Foundation’s website or click on individual award links below.

Continuing Education Awards

· Barbara Ann F. Hughes — NEP DPG Continuing Education Award: provides $1,000 for educational enhancement in the areas of policy, advocacy and/or private practice.

· CDR Faculty Fellowship: provides $10,000 for individuals with doctoral degrees seeking to become RDNs.

· CDR Leadership Grant: provides $5,000 for RDNs and NDTRs to obtain leadership training.

· E. Neige Todhunter Memorial Doctoral Fellowship: provides $5,000 to masters-prepared dietetics educators and practitioners pursuing a doctorate.

· Food and Culinary Professionals DPG Communications and Educational Award: supports up to 75% of expenses for RDNs or NDTRs delivering educational food presentations or seeking culinary enrichment.

· Frederick Green Memorial Internship: provides funding to a nutrition and dietetics student who has secured a summer internship in nutrition communications with an RDN.

· Marianne Smith Edge Award: provides up to $1,000 to fund training and educational opportunities emphasizing the connection between agriculture and nutrition for RDNs.

· Marie and August LoPresti, Sr. Endowment Fund Faculty Development Award: provides $1,000 to a faculty member of an Ohio university or college seeking continuing education opportunities.

· Mary C. Zahasky Memorial Continuing Education Award: provides up to $250 to Academy members for short-term continuing education opportunities related to the field of dietetics.

· Rebecca Snowball Reeves Continuing Education Award: provides up to $1,000 in educational stipends for dietetics professionals working in the area of obesity.

· Ruby P. Puckett/Elizabeth Frakes Food Management Continuing Education Award: provides up to $2,000 for a Management in Food and Nutrition Systems DPG member to attend a conference related to food and nutrition management.

· Susan T. Borra Fellowship in Nutrition Communication: awards $5,000 to a student or professional who is seeking to enhance his or her nutrition communication skills.

· Washington State Academy of Nutrition and Dietetics Educational Award: supports up to 75% of expenses to assist Washington State Academy members in obtaining continuing education.  


International Awards

· Wimpfheimer–Guggenheim Fund for International Exchange in Nutrition, Dietetics and Management: provides for the international exchange of needed nutrition, dietetic and/or management information for the benefit of the nutritional health of the world community. The fund offers a $1,100 essay award, and the committee may elect to provide additional awards to applicants who they deem deserving.

· First International Nutritionist/Dietitian (FIND) Fellowship for Study in the USA: provides $2,200 to foreign nationals who are pursuing post-graduate work in the U.S. and have a clearly articulated plan to return to their country.

· International Affiliate of the Academy of Nutrition and Dietetics International Project Award: provides $3,000 for IAAND members who intend to work in partnership with another nutrition professional on a project that will benefit a local international community.  


Recognition Awards

· Abbott Nutrition Alliance Award: provides $1,400 to Academy members in a hospital setting who have made a significant contribution to improve awareness of malnutrition.

· Abbott Nutrition Award in Women’s Health: provides an award of $1,000 to recognize dietitians who make a significant contribution to the importance of nutrition in women's health.

· Anita Owen Award of Recognition for Innovative Nutrition Education: provides $1,000 to encourage the development and execution of unique nutrition education programs for the public.

· Margene Wagstaff Fellowship for Innovation in Dietetics Education: provides up to $3,000 to recognize individuals who inspire entry-level dietetics professionals to pursue professional values.

· Mary Abbott Hess Award for Recognition of an Innovative Food/Culinary Effort: provides $1,000 to encourage original and innovative efforts in food and culinary education.

· Pittsburgh Academy of Nutrition and Dietetics Leadership Development Award: provides $1,000 to recognize emerging leaders among students in supervised practice.  


Program Development Awards

· CDR Advanced Practice Residency Grant: awards up to $30,000 per institution to establish or enhance an advanced practice residency program which adheres to the ACEND® guidelines.

· CDR Grassroots Marketing Grant: provides up to $10,000 to RDNs or NDTRs to promote CDR credentials at the local level.

· LuLu G. Graves Nutrition Education Award: provides up to $1,000 to support volunteer groups engaged in projects related to public nutrition education.
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48. FADAN News - 2/1 Deadline: Foundation Award and New Fellowship Position

From: Aimee Estella <aimee.estella@gmail.com>

To: aereuhs@gmail.com

Hidden

recipients:

dmartin@burke.k12.ga.us

Sent Date: Jan 26, 2018 22:33:53

Subject: FADAN News - 2/1 Deadline: Foundation Award and New Fellowship Position

Attachment:

 
 
Hello, FADAN Members!  
 
The Academy of Nutrition and Dietetics Foundation is thrilled to announce that they are currently
accepting applications for their Awards program as well as for their Applied Global Nutrition
Research Fellowship position. Please see below for more details from the Foundation.  
  
**  
  
Applied Global Nutrition Research Fellowship 
This opportunity will fund an RDN member of the Academy to participate in a year-long applied
nutrition research fellowship in collaboration with the Maya Health Alliance/Wuqu’ Kawoq and will
include overseeing the implementation research/quality improvement components of a gardens
research project and supporting data analysis and dissemination.  
  
Applications are due on Thursday, February 1 by 11:59 pm CST. For more details and application
info, please click  here to visit our website.   
  
  
Awards 
We are also thrilled to share that our 2018 Awards applications are open. There are 27 available
awards this year, ranging from Continuing Education and International opportunities to
Recognition and Program Development awards. With unique criteria ranging across each award,
there are tremendous opportunities for both students and seasoned professionals.  
  
Please note that  the deadline to apply is February 1, 2018! Below you will find a list of awards
that are particularly relevant to your members. To view all of the open applications and instructions
on how to apply, visit the  Awards page on the Foundation’s website or click on individual award
links below.  
 
Continuing Education Awards 

Barbara Ann F. Hughes — NEP DPG Continuing Education Award: provides $1,000 for

educational enhancement in the areas of policy, advocacy and/or private practice. 

CDR Faculty Fellowship: provides $10,000 for individuals with doctoral degrees seeking to

become RDNs. 
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CDR Leadership Grant: provides $5,000 for RDNs and NDTRs to obtain leadership training. 

E. Neige Todhunter Memorial Doctoral Fellowship: provides $5,000 to masters-prepared dietetics

educators and practitioners pursuing a doctorate. 

Food and Culinary Professionals DPG Communications and Educational Award: supports up to

75% of expenses for RDNs or NDTRs delivering educational food presentations or seeking

culinary enrichment. 

Frederick Green Memorial Internship: provides funding to a nutrition and dietetics student who

has secured a summer internship in nutrition communications with an RDN. 

Marianne Smith Edge Award: provides up to $1,000 to fund training and educational opportunities

emphasizing the connection between agriculture and nutrition for RDNs. 

Marie and August LoPresti, Sr. Endowment Fund Faculty Development Award: provides $1,000

to a faculty member of an Ohio university or college seeking continuing education opportunities. 

Mary C. Zahasky Memorial Continuing Education Award: provides up to $250 to Academy

members for short-term continuing education opportunities related to the field of dietetics. 

Rebecca Snowball Reeves Continuing Education Award: provides up to $1,000 in educational

stipends for dietetics professionals working in the area of obesity. 

Ruby P. Puckett/Elizabeth Frakes Food Management Continuing Education Award: provides up

to $2,000 for a Management in Food and Nutrition Systems DPG member to attend a conference

related to food and nutrition management. 

Susan T. Borra Fellowship in Nutrition Communication: awards $5,000 to a student or

professional who is seeking to enhance his or her nutrition communication skills. 

Washington State Academy of Nutrition and Dietetics Educational Award: supports up to 75% of

expenses to assist Washington State Academy members in obtaining continuing education.   
 
International Awards 

Wimpfheimer–Guggenheim Fund for International Exchange in Nutrition, Dietetics and

Management: provides for the international exchange of needed nutrition, dietetic and/or

management information for the benefit of the nutritional health of the world community. The fund

offers a $1,100 essay award, and the committee may elect to provide additional awards to

applicants who they deem deserving. 

First International Nutritionist/Dietitian (FIND) Fellowship for Study in the USA: provides $2,200 to

foreign nationals who are pursuing post-graduate work in the U.S. and have a clearly articulated

plan to return to their country. 

International Affiliate of the Academy of Nutrition and Dietetics International Project Award:

provides $3,000 for IAAND members who intend to work in partnership with another nutrition

professional on a project that will benefit a local international community.   
 
Recognition Awards 

Abbott Nutrition Alliance Award: provides $1,400 to Academy members in a hospital setting who

have made a significant contribution to improve awareness of malnutrition. 

Abbott Nutrition Award in Women’s Health: provides an award of $1,000 to recognize dietitians

who make a significant contribution to the importance of nutrition in women's health. 
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Anita Owen Award of Recognition for Innovative Nutrition Education: provides $1,000 to

encourage the development and execution of unique nutrition education programs for the public. 

Margene Wagstaff Fellowship for Innovation in Dietetics Education: provides up to $3,000 to

recognize individuals who inspire entry-level dietetics professionals to pursue professional values. 

Mary Abbott Hess Award for Recognition of an Innovative Food/Culinary Effort: provides $1,000

to encourage original and innovative efforts in food and culinary education. 

Pittsburgh Academy of Nutrition and Dietetics Leadership Development Award: provides $1,000

to recognize emerging leaders among students in supervised practice.   
 
Program Development Awards 

CDR Advanced Practice Residency Grant: awards up to $30,000 per institution to establish or

enhance an advanced practice residency program which adheres to the ACEND® guidelines. 

CDR Grassroots Marketing Grant: provides up to $10,000 to RDNs or NDTRs to promote CDR

credentials at the local level. 

LuLu G. Graves Nutrition Education Award: provides up to $1,000 to support volunteer groups

engaged in projects related to public nutrition education. 
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49. 

From: NoReply@webauthor.com

To: DMartin@Burke.k12.ga.us

Hidden

recipients:

dmartin@burke.k12.ga.us

Sent Date: Jan 26, 2018 14:32:16

Subject:

Attachment:

Mail All PNPG Member Community - View Post  Message 

The PNPG Malnutrition committee has as one of its goals to "Provide support for education and

research in pediatric malnutrition for and by members". We wanted to highlight the following award

available from Abbott to support peds RDNs who are working to implement the identification,

documentation and treatment of pediatric malnutrition in their organizations. Please check it out.   

Recognition Awards 

Abbott Nutrition Alliance Award: provides $1,400 to Academy members in a hospital setting who

have made a significant contribution to improve awareness of malnutrition. 
 
Patricia J Becker MS RDN CSP CNSC   
patriciajbecker@me.com 
 
Patricia Becker 

Your notifications are set to Real-Time, if you would like to change this, log into the portal and

update your preferences under My Profile. 
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50. Opportunities for Academy Awards

From: NoReply@webauthor.com

To: DMartin@Burke.k12.ga.us

Hidden

recipients:

dmartin@burke.k12.ga.us

Sent Date: Jan 26, 2018 13:44:08

Subject: Opportunities for Academy Awards

Attachment:

Mail All PNPG Member Community - Opportunities for Academy Awards View Post  Message

Applied Global Nutrition Research Fellowship 

This opportunity will fund an RDN member of the Academy to participate in a year-long applied

nutrition research fellowship in collaboration with the Maya Health Alliance/Wuqu’ Kawoq and will

include overseeing the implementation research/quality improvement components of a gardens

research project and supporting data analysis and dissemination.  

  

Applications are due on Thursday, February 1 by 11:59 pm CST. For more details and application

info, please click here to visit our website.  

  

  

Awards 

We are also thrilled to share that our 2018 Awards applications are open. There are 27 available

awards this year, ranging from Continuing Education and International opportunities to

Recognition and Program Development awards. With unique criteria ranging across each award,

there are tremendous opportunities for both students and seasoned professionals.  

  

Please note that thedeadline to apply is February 1, 2018! Below you will find a list of awards

that are particularly relevant to your members. To view all of the open applications and instructions

on how to apply, visit the Awards page on the Foundation’s website or click on individual award

links below.  

 

Continuing Education Awards 

E. Neige Todhunter Memorial Doctoral Fellowship: provides $5,000 to masters-prepared dietetics

educators and practitioners pursuing a doctorate. 

Food and Culinary Professionals DPG Communications and Educational Award: supports up to

75% of expenses for RDNs or NDTRs delivering educational food presentations or seeking

culinary enrichment. 
 
International Awards 

Wimpfheimer–Guggenheim Fund for International Exchange in Nutrition, Dietetics and

Management: provides for the international exchange of needed nutrition, dietetic and/or
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management information for the benefit of the nutritional health of the world community. The fund

offers a $1,100 essay award, and the committee may elect to provide additional awards to

applicants who they deem deserving. 
 
Recognition Awards 

Abbott Nutrition Alliance Award: provides $1,400 to Academy members in a hospital setting who

have made a significant contribution to improve awareness of malnutrition. 

Abbott Nutrition Award in Women’s Health: provides an award of $1,000 to recognize dietitians

who make a significant contribution to the importance of nutrition in women's health. 

Anita Owen Award of Recognition for Innovative Nutrition Education: provides $1,000 to

encourage the development and execution of unique nutrition education programs for the public. 

Mary Abbott Hess Award for Recognition of an Innovative Food/Culinary Effort: provides $1,000

to encourage original and innovative efforts in food and culinary education. 
 
Program Development Awards 
LuLu G. Graves Nutrition Education Award: provides up to $1,000 to support volunteer groups
engaged in projects related to public nutrition education  
Monica Nagle 

Your notifications are set to Real-Time, if you would like to change this, log into the portal and

update your preferences under My Profile. 
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51. Research Fellowship, Continuing Education Awards, and More!

From: Dietetic Technicians in Practice <dtpdpg+yahoo.com@ccsend.com>

To: dmartin@burke.k12.ga.us

Sent Date: Jan 25, 2018 10:03:12

Subject: Research Fellowship, Continuing Education Awards, and More!

Attachment:

Applied Global Nutrition Research Fellowship

This opportunity will fund an RDN member of the Academy to participate in a year-long applied

nutrition research fellowship in collaboration with the Maya Health Alliance/Wuqu' Kawoq and will

include overseeing the implementation research/quality improvement components of a gardens

research project and supporting data analysis and dissemination. 

 

Applications are due on Thursday, February 1 by 11:59 pm CST. For more details and

application info, please click here to visit our website. 

 

Awards

We are also thrilled to share that our 2018 Awards applications are open. There are 27 available

awards this year, ranging from Continuing Education and International opportunities to

Recognition and Program Development awards. With unique criteria ranging across each award,

there are tremendous opportunities for both students and seasoned professionals. 

 

Please note that the deadline to apply is February 1, 2018! Below you will find a list of awards

that are particularly relevant to your members. To view all of the open applications and instructions

on how to apply, visit the Awards page on the Foundationâ€™s website or click on individual

award links below.  

 

Continuing Education Awards

Barbara Ann F. Hughes - NEP DPG Continuing Education Award: provides $1,000 for

educational enhancement in the areas of policy, advocacy and/or private practice. 

CDR Faculty Fellowship: provides $10,000 for individuals with doctoral degrees seeking to

become RDNs. 

CDR Leadership Grant: provides $5,000 for RDNs and NDTRs to obtain leadership training. 

E. Neige Todhunter Memorial Doctoral Fellowship: provides $5,000 to masters-prepared dietetics

educators and practitioners pursuing a doctorate. 

Food and Culinary Professionals DPG Communications and Educational Award: supports up to

75% of expenses for RDNs or NDTRs delivering educational food presentations or seeking

culinary enrichment. 

Frederick Green Memorial Internship: provides funding to a nutrition and dietetics student who

has secured a summer internship in nutrition communications with an RDN. 
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Marianne Smith Edge Award: provides up to $1,000 to fund training and educational opportunities

emphasizing the connection between agriculture and nutrition for RDNs. 

Marie and August LoPresti, Sr. Endowment Fund Faculty Development Award: provides $1,000

to a faculty member of an Ohio university or college seeking continuing education opportunities. 

Mary C.Â ZahaskyÂ Memorial Continuing Education Award: provides up to $250 to Academy

members for short-term continuing education opportunities related to the field of dietetics. 

Rebecca Snowball Reeves Continuing Education Award: provides up to $1,000 in educational

stipends for dietetics professionals working in the area of obesity. 

Ruby P. Puckett/Elizabeth Frakes Food Management Continuing Education Award: provides up

to $2,000 for a Management in Food and Nutrition Systems DPG member to attend a conference

related to food and nutrition management. 

Susan T. Borra Fellowship in Nutrition Communication: awards $5,000 to a student or

professional who is seeking to enhance his or her nutrition communication skills. 

Washington State Academy of Nutrition and Dietetics Educational Award: supports up to 75% of

expenses to assist Washington State Academy members in obtaining continuing education.   
 
International Awards

Wimpfheimer-Guggenheim Fund for International Exchange in Nutrition, Dietetics and

Management: provides for the international exchange of needed nutrition, dietetic and/or

management information for the benefit of the nutritional health of the world community. The fund

offers a $1,100 essay award, and the committee may elect to provide additional awards to

applicants who they deem deserving. 

First International Nutritionist/Dietitian (FIND) Fellowship for Study in the USA: provides $2,200 to

foreign nationals who are pursuing post-graduate work in the U.S. and have a clearly articulated

plan to return to their country. 

International Affiliate of the Academy of Nutrition and Dietetics International Project Award:

provides $3,000 for IAAND members who intend to work in partnership with another nutrition

professional on a project that will benefit a local international community.   
 
Recognition Awards

Abbott Nutrition Alliance Award: provides $1,400 to Academy members in a hospital setting who

have made a significant contribution to improve awareness of malnutrition. 

Abbott Nutrition Award in Womenâ€™s Health: provides an award of $1,000 to recognize

dietitians who make a significant contribution to the importance of nutrition in women's health. 

Anita Owen Award of Recognition for Innovative Nutrition Education: provides $1,000 to

encourage the development and execution of unique nutrition education programs for the public. 

Margene Wagstaff Fellowship for Innovation in Dietetics Education: provides up to $3,000 to

recognize individuals who inspire entry-level dietetics professionals to pursue professional values. 

Mary Abbott Hess Award for Recognition of an Innovative Food/Culinary Effort: provides $1,000

to encourage original and innovative efforts in food and culinary education. 

Pittsburgh Academy of Nutrition and Dietetics Leadership Development Award: provides $1,000

to recognize emerging leaders among students in supervised practice.   
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Program Development Awards

CDR Advanced Practice Residency Grant: awards up to $30,000 per institution to establish or

enhance an advanced practice residency program which adheres to the ACEND® guidelines. 

CDR Grassroots Marketing Grant: provides up to $10,000 to RDNs or NDTRs to promote CDR

credentials at the local level. 

LuLu G. Graves Nutrition Education Award: provides up to $1,000 to support volunteer groups

engaged in projects related to public nutrition education. 
 
 

Dietetic Technicians in Practice, 120 S. Riverside Plaza, Suite 2000, Chicago, IL 60606 
SafeUnsubscribe™ dmartin@burke.k12.ga.us
Forward this email |  Update Profile |  About our service provider

Sent by dtpdpg@yahoo.com in collaboration with 
Try it free today
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52. Foundation Awards Application due 2/1

From: ndep@ndep.webauthor.com

To: DMartin@Burke.k12.ga.us

Hidden

recipients:

dmartin@burke.k12.ga.us

Sent Date: Jan 24, 2018 22:20:38

Subject: Foundation Awards Application due 2/1

Attachment:

Mail NDEP - Foundation Awards Application due 2/1 View Post  Message We are also thrilled to

share that our 2018 Awards applications are open. There are 27 available awards this year,

ranging from Continuing Education and International opportunities to Recognition and Program

Development awards. With unique criteria ranging across each award, there are tremendous

opportunities for both students and seasoned professionals.  

  

Please note that th edeadline to apply is February 1, 2018! Below you will find a list of awards

that are particularly relevant to your members. To view all of the open applications and instructions

on how to apply, visit the Awards page on the Foundation’s website or click on individual award

links below.  

 

Continuing Education Awards 

Barbara Ann F. Hughes — NEP DPG Continuing Education Award: provides $1,000 for

educational enhancement in the areas of policy, advocacy and/or private practice. 

CDR Faculty Fellowship: provides $10,000 for individuals with doctoral degrees seeking to

become RDNs. 

CDR Leadership Grant: provides $5,000 for RDNs and NDTRs to obtain leadership training. 

E. Neige Todhunter Memorial Doctoral Fellowship: provides $5,000 to masters-prepared dietetics

educators and practitioners pursuing a doctorate. 

Food and Culinary Professionals DPG Communications and Educational Award: supports up to

75% of expenses for RDNs or NDTRs delivering educational food presentations or seeking

culinary enrichment. 

Frederick Green Memorial Internship: provides funding to a nutrition and dietetics student who

has secured a summer internship in nutrition communications with an RDN. 

Marianne Smith Edge Award: provides up to $1,000 to fund training and educational opportunities

emphasizing the connection between agriculture and nutrition for RDNs. 

Marie and August LoPresti, Sr. Endowment Fund Faculty Development Award: provides $1,000

to a faculty member of an Ohio university or college seeking continuing education opportunities. 

Mary C. Zahasky Memorial Continuing Education Award: provides up to $250 to Academy

members for short-term continuing education opportunities related to the field of dietetics. 

Rebecca Snowball Reeves Continuing Education Award: provides up to $1,000 in educational

stipends for dietetics professionals working in the area of obesity. 
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Ruby P. Puckett/Elizabeth Frakes Food Management Continuing Education Award: provides up

to $2,000 for a Management in Food and Nutrition Systems DPG member to attend a conference

related to food and nutrition management. 

Susan T. Borra Fellowship in Nutrition Communication: awards $5,000 to a student or

professional who is seeking to enhance his or her nutrition communication skills. 

Washington State Academy of Nutrition and Dietetics Educational Award: supports up to 75% of

expenses to assist Washington State Academy members in obtaining continuing education.   
 
International Awards 

Wimpfheimer–Guggenheim Fund for International Exchange in Nutrition, Dietetics and

Management: provides for the international exchange of needed nutrition, dietetic and/or

management information for the benefit of the nutritional health of the world community. The fund

offers a $1,100 essay award, and the committee may elect to provide additional awards to

applicants who they deem deserving. 

First International Nutritionist/Dietitian (FIND) Fellowship for Study in the USA: provides $2,200 to

foreign nationals who are pursuing post-graduate work in the U.S. and have a clearly articulated

plan to return to their country. 

International Affiliate of the Academy of Nutrition and Dietetics International Project Award:

provides $3,000 for IAAND members who intend to work in partnership with another nutrition

professional on a project that will benefit a local international community.   
 
Recognition Awards 

Abbott Nutrition Alliance Award: provides $1,400 to Academy members in a hospital setting who

have made a significant contribution to improve awareness of malnutrition. 

Abbott Nutrition Award in Women’s Health: provides an award of $1,000 to recognize dietitians

who make a significant contribution to the importance of nutrition in women's health. 

Anita Owen Award of Recognition for Innovative Nutrition Education: provides $1,000 to

encourage the development and execution of unique nutrition education programs for the public. 

Margene Wagstaff Fellowship for Innovation in Dietetics Education: provides up to $3,000 to

recognize individuals who inspire entry-level dietetics professionals to pursue professional values. 

Mary Abbott Hess Award for Recognition of an Innovative Food/Culinary Effort: provides $1,000

to encourage original and innovative efforts in food and culinary education. 

Pittsburgh Academy of Nutrition and Dietetics Leadership Development Award: provides $1,000

to recognize emerging leaders among students in supervised practice.   
 
Program Development Awards 

CDR Advanced Practice Residency Grant: awards up to $30,000 per institution to establish or

enhance an advanced practice residency program which adheres to the ACEND® guidelines. 

CDR Grassroots Marketing Grant: provides up to $10,000 to RDNs or NDTRs to promote CDR

credentials at the local level. 

LuLu G. Graves Nutrition Education Award: provides up to $1,000 to support volunteer groups

engaged in projects related to public nutrition education. 
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NDEP . 

Your notifications are set to Real-Time, if you would like to change this, log into the portal and

update your preferences under My Profile. 
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53. AIND Members - Daily Digest

From: NoReply@Webauthor.com

To: DMartin@Burke.k12.ga.us

Hidden

recipients:

dmartin@burke.k12.ga.us

Sent Date: Jan 23, 2018 07:09:45

Subject: AIND Members - Daily Digest

Attachment:

Mail AIND Members: Daily Digest View Community  Message Board 
View Posts 

SAVE the DATE 3/14 RDN Day celebration during NNM at Bronx central General Hospital in NY.

Gloria Bent is hosting an event from 11-2 Pm- 3 FREE CPEUs. I am invited  

as a guest speaker My Topic is "Passion for Profession &Diversity." AIND member Diana Malkin-

Washeim, Dir of Nut &D'prog-- will speak on "City Diabetes prog " It is originated from Australia

/Netherland. 8 city's are participating. More details from Diana on 3/14. Veg demo/ tasting by

Bengali RD. Last time 160 people in attendance.  

Rita Batheja 

New Website Content on the Medicare Diabetes Prevention Program  

 

Beginning April 1, 2018 Medicare beneficiaries with prediabetes who also have elevated body

mass indices have a new benefit with coverage for diabetes prevention services. New content has

just been published on the Academy member website about the basic facts of the program,

opportunities for Academy members, requirements to enroll and provide these services, and

details about eligibility criteria.  

 

Follow the link below to check out this new valuable content:  

http://www.eatrightpro.org/resources/payment/medicare/medicare-diabetes-prevention-program 

 

Rita Batheja 

Colleagues  

 

I want to bring to your attention that we have published a revised chapter "Nutrition Interventions

in Disorders of Lipid Metabolism" in the Academy's Nutrition Care Manual. It was published during

FNCE in October 2017. The author group includes: Penny Kris-Etherton, Linda Vanhorn, Joanne

Carson and myself.  

 

 

 

Once you login to the NCM, you can access the revised Disorders of Lipid Metabolism in the

Cardiovascular Disease “Conditions” section. I have attached a screen-cast for your reference.
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Please note that once you find the “General Guidance for Disorders of Lipid Metabolism” header,

you will need to click each sub-header in order to view the content. The chapter includes all the

recent guidelines from AHA/ACC and NLA. We have addressed all the recent CV Nutrition

Controversies in the FAQ section. We also updated several of the client education handouts in the

cardiovascular section, including:  

 

 

 

Heart Healthy Reduced Sodium Nutrition Therapy (new)  

Heart Healthy Consistent Carbohydrate Nutrition Therapy (new)  

Cholesterol-Lowering Nutrition Therapy (new)  

Heart Healthy Nutrition Therapy (updated)  

High Triglycerides Nutrition Therapy (updated)  

Heart Healthy Cooking Tips (updated)  

Heart Healthy Fiber Tips (updated)  

Heart Healthy Label-Reading Tips (updated)  

Heart Healthy Fats: Omega-3 Fatty Acids (updated)  

Heart Healthy Shopping Tips (updated)  

Heart Healthy Sterols &Stanol Tips (updated)  

 

 

If you experience difficulty accessing this material with your NCM subscription, please email Sarah

Picklo-Halabu, RDN, CDE Academy Senior Manager of Publications at ncmsupport@eatright.org.

Sarah and her staff will be happy to assist!  

 

 

 

I hope you enjoy our updated chapter.  

 

 

 

Geeta Sikand,MA,RDN, FAND, CDE, CLS, FNLA  

 

 

 

--  

 

Geeta Sikand, MA, RDN, FAND, CLS, FNLA, CDE  

Diplomate, Accreditation Council of Clinical Lipidology  

Director of Nutrition: UC Irvine Preventive Cardiology Program  

Associate Clinical Professor of Medicine: Cardiology  

University of California Irvine College of Medicine  
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2 Trenton  

Irvine, CA 92620  

Tel: (949) 726-1840  

 

Geeta Sikand 

Dirty Gene Summit.. Day 1--- Just finished listening to dr. Joe Pizzorno.. Lot of practical points to

consider. His 8 weeks Detox prog.. How to get rid of Toxins from the body.. 2 wks to stop toxins

looking at Food, water, Air, .. 2 wks to clean Gut.. 2 wks for Liver Function.. 2 wks for Kidney..

Then Detox prog w Nutrition Supp, Mild cal restriction and Alkanization of Body..... Good pointer

Duct Cleanng.. sauna to loose fat weight vs Cal restriction, Nacetylcholine cheapest way to

remove Mercury--Glutethion binds Mercury.... Avoid Breathing " Particular Matter " .. fumes from

Big Truck goes straight to the lungs.. take off shoes entering the house.. some of points. Now will

listen to Rachel Pachivao on Skin Care products.. Talk is in Audio form &he has highlighted points

to write  

Rita Batheja 

The Academy of Nutrition and Dietetics Foundation is excited to announce that its 2018 Awards

applications are now open. There are 27 available awards this year, ranging from Continuing

Education and International opportunities to Recognition and Program Development awards.  

 

The deadline to apply is February 1, 2018!  

To view all of the open applications and instructions on how to apply, visit the Awards page on the

Foundation’s website or click on individual award links below.  

 

With unique criteria ranging across each award, there are tremendous opportunities for both

students and seasoned professionals. We look forward to receiving your application!  

 

Continuing Education Awards  

 

Barbara Ann F. Hughes — NEP DPG Continuing Education Award: provides $1,000 for

educational enhancement in the areas of policy, advocacy and/or private practice.  

CDR Faculty Fellowship: provides $10,000 for individuals with doctoral degrees seeking to

become RDNs.  

CDR Leadership Grant: provides $5,000 for RDNs and NDTRs to obtain leadership training.  

E. Neige Todhunter Memorial Doctoral Fellowship: provides $5,000 to masters-prepared dietetics

educators and practitioners pursuing a doctorate.  

Food and Culinary Professionals DPG Communications and Educational Award: supports up to

75% of expenses for RDNs or NDTRs delivering educational food presentations or seeking

culinary enrichment.  

Frederick Green Memorial Internship: provides funding to a nutrition and dietetics student who has

secured a summer internship in nutrition communications with an RDN.  

Marianne Smith Edge Award: provides up to $1,000 to fund training and educational opportunities

emphasizing the connection between agriculture and nutrition for RDNs.  
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Marie and August LoPresti, Sr. Endowment Fund Faculty Development Award: provides $1,000 to

a faculty member of an Ohio university or college seeking continuing education opportunities.  

Mary C. Zahasky Memorial Continuing Education Award: provides up to $250 to Academy

members for short-term continuing education opportunities related to the field of dietetics.  

Rebecca Snowball Reeves Continuing Education Award: provides up to $1,000 in educational

stipends for dietetics professionals working in the area of obesity.  

Ruby P. Puckett/Elizabeth Frakes Food Management Continuing Education Award: provides up to

$2,000 for a Management in Food and Nutrition Systems DPG member to attend a conference

related to food and nutrition management.  

Susan T. Borra Fellowship in Nutrition Communication: awards $5,000 to a student or professional

who is seeking to enhance his or her nutrition communication skills.  

Washington State Academy of Nutrition and Dietetics Educational Award: supports up to 75% of

expenses to assist Washington State Academy members in obtaining continuing education.  

 

International Awards  

 

Wimpfheimer–Guggenheim Fund for International Exchange in Nutrition, Dietetics and

Management: provides for the international exchange of needed nutrition, dietetic and/or

management information for the benefit of the nutritional health of the world community. The fund

offers a $1,100 essay award, and the committee may elect to provide additional awards to

applicants who they deem deserving.  

First International Nutritionist/Dietitian (FIND) Fellowship for Study in the USA: provides $2,200 to

foreign nationals who are pursuing post-graduate work in the U.S. and have a clearly articulated

plan to return to their country.  

International Affiliate of the Academy of Nutrition and Dietetics International Project Award:

provides $3,000 for IAAND members who intend to work in partnership with another nutrition

professional on a project that will benefit a local international community.  

 

Recognition Awards  

 

Abbott Nutrition Alliance Award: provides $1,400 to Academy members in a hospital setting who

have made a significant contribution to improve awareness of malnutrition.  

Abbott Nutrition Award in Women’s Health: provides an award of $1,000 to recognize dietitians

who make a significant contribution to the importance of nutrition in women's health.  

Anita Owen Award of Recognition for Innovative Nutrition Education: provides $1,000 to

encourage the development and execution of unique nutrition education programs for the public.  

Margene Wagstaff Fellowship for Innovation in Dietetics Education: provides up to $3,000 to

recognize individuals who inspire entry-level dietetics professionals to pursue professional values.  

Mary Abbott Hess Award for Recognition of an Innovative Food/Culinary Effort: provides $1,000 to

encourage original and innovative efforts in food and culinary education.  

Pittsburgh Academy of Nutrition and Dietetics Leadership Development Award: provides $1,000 to

recognize emerging leaders among students in supervised practice.  
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Program Development Awards  

 

CDR Advanced Practice Residency Grant: awards up to $30,000 per institution to establish or

enhance an advanced practice residency program which adheres to the ACEN  

Rita Batheja 

International Awards  

 

Wimpfheimer–Guggenheim Fund for International Exchange in Nutrition, Dietetics and

Management: provides for the international exchange of needed nutrition, dietetic and/or

management information for the benefit of the nutritional health of the world community. The fund

offers a $1,100 essay award, and the committee may elect to provide additional awards to

applicants who they deem deserving.  

First International Nutritionist/Dietitian (FIND) Fellowship for Study in the USA: provides $2,200 to

foreign nationals who are pursuing post-graduate work in the U.S. and have a clearly articulated

plan to return to their country.  

International Affiliate of the Academy of Nutrition and Dietetics International Project Award:

provides $3,000 for IAAND members who intend to work in partnership with another nutrition

professional on a project that will benefit a local international community.  

Rita Batheja 

Cont....ed..  

 

Program Development Awards  

 

CDR Advanced Practice Residency Grant: awards up to $30,000 per institution to establish or

enhance an advanced practice residency program which adheres to the ACEND® guidelines.  

CDR Grassroots Marketing Grant: provides up to $10,000 to RDNs or NDTRs to promote CDR

credentials at the local level.  

LuLu G. Graves Nutrition Education Award: provides up to $1,000 to support volunteer groups

engaged in projects related to public nutrition education.  

Rita Batheja 

Please note that you must login to the portal in order to reply and/or to view any attachments to

any of these messages. Your notifications are set to Daily Digest, if you would like to receive these

notices in real-time, log into the portal and update your preferences under My Profile. 
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54. Apply Now  Awards and Funding Opportunities with the Foundation!

From: Academy of Nutrition and Dietetics Foundation <foundation@eatright.org>

To: DMartin@burke.k12.ga.us

Hidden

recipients:

dmartin@burke.k12.ga.us

Sent Date: Jan 22, 2018 17:26:11

Subject: Apply Now  Awards and Funding Opportunities with the Foundation!

Attachment:

Apply Now  Awards and Funding Opportunities with the Foundation! 

Having trouble viewing this e-mail? View it in your browser.

 

Connect with the Foundation:

 

 

The Academy of Nutrition and Dietetics Foundation is excited to announce that its 2018 Awards

applications are now open. There are 27 available awards this year, ranging from Continuing

Education and International opportunities to Recognition and Program Development awards. 

  

The deadline to apply is February 1, 2018! 

 To view all of the open applications and instructions on how to apply, visit the Awards page on the

Foundations website or click on individual award links below. 

  

With unique criteria ranging across each award, there are tremendous opportunities for both

students and seasoned professionals. We look forward to receiving your application!    

 

Continuing Education Awards

 

Barbara Ann F. Hughes  NEP DPG Continuing Education Award: provides $1,000 for educational

enhancement in the areas of policy, advocacy and/or private practice. 

CDR Faculty Fellowship: provides $10,000 for individuals with doctoral degrees seeking to

become RDNs. 

CDR Leadership Grant: provides $5,000 for RDNs and NDTRs to obtain leadership training. 

E. Neige Todhunter Memorial Doctoral Fellowship: provides $5,000 to masters-prepared dietetics

educators and practitioners pursuing a doctorate. 

Food and Culinary Professionals DPG Communications and Educational Award: supports up to

75% of expenses for RDNs or NDTRs delivering educational food presentations or seeking

culinary enrichment. 

Frederick Green Memorial Internship: provides funding to a nutrition and dietetics student who

has secured a summer internship in nutrition communications with an RDN. 
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Marianne Smith Edge Award: provides up to $1,000 to fund training and educational opportunities

emphasizing the connection between agriculture and nutrition for RDNs. 

Marie and August LoPresti, Sr. Endowment Fund Faculty Development Award: provides $1,000

to a faculty member of an Ohio university or college seeking continuing education opportunities. 

Mary C. Zahasky Memorial Continuing Education Award: provides up to $250 to Academy

members for short-term continuing education opportunities related to the field of dietetics. 

Rebecca Snowball Reeves Continuing Education Award: provides up to $1,000 in educational

stipends for dietetics professionals working in the area of obesity. 

Ruby P. Puckett/Elizabeth Frakes Food Management Continuing Education Award: provides up

to $2,000 for a Management in Food and Nutrition Systems DPG member to attend a conference

related to food and nutrition management. 

Susan T. Borra Fellowship in Nutrition Communication: awards $5,000 to a student or

professional who is seeking to enhance his or her nutrition communication skills. 

Washington State Academy of Nutrition and Dietetics Educational Award: supports up to 75% of

expenses to assist Washington State Academy members in obtaining continuing education.   
 
International Awards

 

WimpfheimerGuggenheim Fund for International Exchange in Nutrition, Dietetics and

Management: provides for the international exchange of needed nutrition, dietetic and/or

management information for the benefit of the nutritional health of the world community. The fund

offers a $1,100 essay award, and the committee may elect to provide additional awards to

applicants who they deem deserving. 

First International Nutritionist/Dietitian (FIND) Fellowship for Study in the USA: provides $2,200 to

foreign nationals who are pursuing post-graduate work in the U.S. and have a clearly articulated

plan to return to their country. 

International Affiliate of the Academy of Nutrition and Dietetics International Project Award:

provides $3,000 for IAAND members who intend to work in partnership with another nutrition

professional on a project that will benefit a local international community.   
 
Recognition Awards

 

Abbott Nutrition Alliance Award: provides $1,400 to Academy members in a hospital setting who

have made a significant contribution to improve awareness of malnutrition. 

Abbott Nutrition Award in Womens Health: provides an award of $1,000 to recognize dietitians

who make a significant contribution to the importance of nutrition in women's health. 

Anita Owen Award of Recognition for Innovative Nutrition Education: provides $1,000 to

encourage the development and execution of unique nutrition education programs for the public. 

Margene Wagstaff Fellowship for Innovation in Dietetics Education: provides up to $3,000 to

recognize individuals who inspire entry-level dietetics professionals to pursue professional values. 

Mary Abbott Hess Award for Recognition of an Innovative Food/Culinary Effort: provides $1,000

to encourage original and innovative efforts in food and culinary education. 
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Pittsburgh Academy of Nutrition and Dietetics Leadership Development Award: provides $1,000

to recognize emerging leaders among students in supervised practice.   
 
Program Development Awards

 

CDR Advanced Practice Residency Grant: awards up to $30,000 per institution to establish or

enhance an advanced practice residency program which adheres to the ACEND® guidelines. 

CDR Grassroots Marketing Grant: provides up to $10,000 to RDNs or NDTRs to promote CDR

credentials at the local level. 

LuLu G. Graves Nutrition Education Award: provides up to $1,000 to support volunteer groups

engaged in projects related to public nutrition education. 

This email was sent to you from the Academy of Nutrition and Dietetics Foundation. 

 If you prefer not to receive future Foundation emails, simply follow this link to unsubscribe. 

  

You are currently subscribed as: DMartin@burke.k12.ga.us

 

Headquarters | Academy of Nutrition and Dietetics 

 120 South Riverside Plaza | Suite 2190 | Chicago, Illinois 60606-6995 

  

Copyright Academy of Nutrition and Dietetics 2017. All Rights Reserved.

 

 

Page 196



55. Attn: Hiring Managers and Recruiters. Hire a Dietitian Pro.

From: Dietitian Pros <hr@dietitianpros.com>

To: dmartin@burke.k12.ga.us

Sent Date: Jan 12, 2018 10:01:54

Subject: Attn: Hiring Managers and Recruiters. Hire a Dietitian Pro.

Attachment:

You don't want to miss this. 

January 11, 2018 

If you are a healthcare administrator, hiring manager, or recruiter we understand you have a

million things on your plate at any given time. There are regular conference calls to participate in,

timely facility medical record documentations to complete, CMS guidelines to follow, Joint

Commission and state surveys to prepare for, patient satisfaction survey scores to increase,

various goals to work towards, and countless emails and meetings to tend to. Rest assured. We

are here to help lighten your load. This message is for you. For those who have been following our

emails for a while, you are probably familiar with the primary services we provide at Dietitian Pros.

We provide temporary, temp to hire, and direct hire dietitian staffing and recruiting for healthcare

facilities around the U.S. But that's not what we want to talk about today. We want to talk about the

WHY. Why you should choose Dietitian Pros for your dietitian staffing and recruiting needs. 
 

First and perhaps most importantly, is to provide you with outstanding customer service. Given all

the items mentioned above, you don't have time to wait two to five business days to receive a

simple follow up call or email from a staffing company. What you need is a dedicated professional

who will promptly respond and get you the answers you seek. That's why our promise is to have

one of our administrative staff members follow up with all emails and phone calls within one

business day. Second, we are pleased to provide all of our temporary staffing clients with a one

week service guarantee. If you are not absolutely satisfied with our dietitian's performance, we will

promptly replace the employee and the first week's invoice will be on us. Third, for our direct hire

position placements, we provide a 90-day probationary period before full payment for services is

due. That's right, you don't fully pay us for 3 months until you are completely satisfied with your

new dietitian employee. These service features are what sets us apart from the competition and

why we proudly wear the business name tagline: Premier Nutrition Staffing! 
 

So you may be asking, 'Where do I sign up?' If you are a healthcare facility that has a need for

temporary, temp to hire, or direct hire dietitian staffing and recruiting, click the Find a Dietitian Pro

button below! You may also reach us directly at 888.946.0619 ext. 2. We look forward to your

business! 
 

Cheers, 
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Dietitian Pros 
Find a Dietitian Pro

Outpatient Productivity Chart Worksheet 
 

Use this complimentary Google Document worksheet for your outpatient productivity reporting.

You can download and save it to your files for free! 
 
 
Read More

7-Day Mindfulness Challenge 
 

Practicing mindfulness can improve our lives in so many ways. Take this 7-day mindfulness

challenge yourself and then pass along to your patients and clients!.  
 
Get It Now

Continuing Education 

Check out this link to free CEUs from Abbott Nutrition. They are accredited by the Academy of

Nutrition and Dietetics. We've taken several ourselves! 
 
View Courses

Get Social 
  

Dietitian Pros, LLC | 3900 Gabrielle Lane, P.O. Box 6683, Aurora, IL 60598 Unsubscribe

dmartin@burke.k12.ga.us Update Profile | About our service provider Sent by

hr@dietitianpros.com in collaboration with Try it free today 
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56. Thank you for joining us at FNCE

From: Ensure <ensure@info.ensure.com>

To: DMartin@Burke.k12.ga.us

Hidden

recipients:

dmartin@burke.k12.ga.us

Sent Date: Jan 11, 2018 14:46:15

Subject: Thank you for joining us at FNCE

Attachment:

Thank you for joining us at FNCE Here's how to share this year's FNCE ® experience with your

patients. Bring this year's FNCE ® 

experience home to your patients We hope you enjoyed this year's FNCE ® event. Delivering

innovative products,  

tools, and educational content through conferences such as the FNCE ® is an  

important part of promoting nutrition health for Abbott Nutrition. What makes  

the biggest difference of all is partnering with you to help patients at every  

stage of life. Here are a few ways you can share highlights from this year's

booth with your patients. Take note of handgrip strength If you tested out the handgrip strength

simulator in our booth, you may recall that reduced handgrip strength is associated with mobility

challenges commonly seen in the hospital, such as 1-3: • Getting out of bed • Walking • Climbing

stairs Each of these challenges may be indicators of lost lean muscle mass. For patients with

reduced handgrip strength, or for those who have lost strength or energy, consider improving

nutrition by increasing intake of high-quality protein. Get a jump on your coursework Enroll in one

of our free ANHI courses. You'll earn CE credit while learning more about a variety of pediatric and

adult nutrition topics to help you better serve your patients. Enroll today  Provide All-in-One

nutrition Patients seeking high-quality protein with all 9 amino acids need look no further than

Ensure ® Enlive ®. It has ingredients to support bone, muscle, heart, digestion, and immune

system health.  Show pediatric patients what's new in specialized nutrition Newly formulated for

teens, Vital ® Peptide is the first and only peptide-based nutrition specifically developed to meet

the DRIs of patients ages 14-18. * EleCare ® Jr. now offers two new flavors: Chocolate and

Banana. *For protein and 25 vitamins and minerals in 1L.  For more great products, visit

 REFERENCES: 1. Taekema DG, et al. Age and Ageing. 2010;39(3):331-337. 2. Alley DE, et al. J

Gerontol A Biol Sci Med Sci. 2014;69(5):559-566. 3. Jakobsen LH, et al. Nutrition. 2010;26(5):542-

550. You are receiving this email as a 2017 Food &Nutrition Conference &Expo TM attendee and

will receive no further communication from Abbott Nutrition. This email was sent from a

notification-only address that cannot accept incoming email.  

Please do not reply to this message. For assistance, please use the Contact Us page. Abbott

Home | Abbott Nutrition | Health Care Professionals | Abbott Store | Contact Us | Privacy Policy |

Terms of Use Abbott Nutrition Consumer Relations  

Dept. 107089-4E  

2900 Easton Square Place  
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57. Fw: 4Ps Call: January 9

From: Donna Martin <DMartin@burke.k12.ga.us>

To: Delia Peel <DPeel@burke.k12.ga.us>

Sent Date: Jan 05, 2018 08:43:28

Subject: Fw: 4Ps Call: January 9

Attachment: 1-9-18 Agenda.pdf
Att 2.0a HOD Electronic Motion Draft #1.pdf
Att 2.0b HOD Electionic Motion Final.pdf
Att 3.0 EAL - Calorie Restricted Diets.pdf
Att 4.0 CONFIDENTIAL-Cochrane Review on NS 2017.pdf
Att 5.0 January 19 BOD Webinar Draft Agenda_.pdf
Att 6.0 Febuary 22-23 Board Meeting Draft Agenda.pdf
Att 7.0 Meetings and Events Calendar.pdf

Handouts for 4 P's call.  

Donna S. Martin, EdS, RDN, LD, SNS, FAND

 

Director, School Nutrition Program

 

Burke County Board of Education

 

789 Burke Veterans Parkway

 

Waynesboro, GA  30830

 

work - 706-554-5393

 

fax - 706-554-5655

 

President of the Academy of Nutrition and Dietetics 2017-2018

 

From: Joan Schwaba <JSchwaba@eatright.org>  

Sent: Thursday, January 4, 2018 4:16 PM  

To: Donna Martin; peark02@outlook.com; 'Lucille Beseler'; Alison Steiber; Doris Acosta  

Cc: Patricia Babjak  

Subject: 4Ps Call: January 9 

 

Attached are the agenda and supporting materials for the 4Ps call scheduled for Tuesday, January

9 at 11:30am CT/12:30pm ET. Your review and input are welcome.   Since attachment 4.0 is quite

lengthy, please focus on the abstract on pages numbered 1-2 for the meeting discussion. 
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JANUARY 9, 2018 
12:30 PM EST 
11:30 AM CST    
4Ps TELECONFERENCE                                                      
 
Dial-In Number - 8 6 6 / 4 7 7 - 4 5 6 4    Participant Code - 47 06 63 11 73   Host Code - 9 2 7 9   
    


TIME AGENDA ITEM PRESENTER 


11:30 am CST 1.0 Call to Order/Welcome  D. Martin 


 2.0 HOD Electronic Motion P. Babjak 


 3.0 EAL – Calorie Restricted Diets D. Martin/ 
A. Steiber 


 4.0 CONFIDENTIAL: Cochrane Library Randomized 
Control Systematic Review 


P. Babjak/ 
A. Steiber 


 5.0 January 19 Board Webinar Draft Agenda D. Martin 


 6.0 February 22-23 Board Meeting Draft Agenda  D. Martin 


 7.0 Meetings and Events Calendar 


- Academy Update: 2018 


 - Case Western Reserve Commencement  


- School Food Service Equipment Modernization 
Project and Advocacy Day 


- ILSI CEO Meting 


- Stamford University Awards Ceremony 


 - 7th Annual Asian Congress Proposals 
 
 


 - A.S.P.E.N. Conference January 22-25 


D. Martin 


D. Acosta 


L. Beseler 


D. Martin/ 
M. Russell 


P. Babjak 


D. Martin/ 


D. Martin/ 
L. Beseler/ 
M. Russell 


M. Russell/ 
P. Babjak 


 8.0 Next 4Ps Call:  
Tuesday, January 30  
11:30am CST/12:30pm EST 
for 1 ½ hours 


D. Martin 


1:00 pm CST 9.0  Adjournment D. Martin 
 
 Attachment [material(s) to be reviewed] 
  Attachment will be provided prior to the call 





		JANUARY 9, 2018

		4Ps TELECONFERENCE                                                    



1-9-18 Agenda.pdf




Attachment 2.0a 
DRAFT #1 


HOD Electronic Motion #1 
 
Subject: Championing Nutrition and Dietetics 
Practitioners in Roles of Leadership in Public 
Health 
 
December, 2017 


 


 
The House of Delegates (HOD) conducted a dialogue on October 20, 2017 to address the mega issue 
question: How can nutrition and dietetic practitioners secure influential public health positions in 
institutions, organizations, and government bodies?  
 
 
Based on the dialogue, a series of guiding principles were identified related to actions needed:  


1. Public health nutrition is embedded in the Academy’s new strategic plan. 
2. Public health affects all areas of nutrition and dietetics practice. 
3. Individual members and the Academy need to create and pursue actions in the following areas: 


a. Advocacy and policy experiences  
b. Public health work and volunteer experience 
c. Building professional and personal relationships within and outside dietetics 
d. Collaborating within and outside dietetics  
e. Risk-taking 
f. Enhancing communication skills  
g. Complementary Skill Development 
h. Mentoring 
i. Leveraging technology and data to support public health practice. 


 
Therefore, be it resolved that the House of Delegates requests: 


• The Committee for Public Health/Community Nutrition and the Public Health and 
Community Nutrition Dietetic Practice Group to: 


o Create a definition of “high level public health leadership positions”; report this 
definition to the House Leadership Team by March 2018. 


o Finalize the Public Health Leadership Resources document; return it to the House 
Leadership Team by March 2018 for dissemination to delegates and members.   


o Identify gaps in current resources and educational opportunities related to advancing 
nutrition and dietetics practitioners to higher level leadership positions in public health; 
report this information to the Academy organizational units by fall 2018.  


• The Membership Advisory Committee, in collaboration with The Committee for Public 
Health/Community Nutrition and the Public Health and Community Nutrition Dietetic Practice 
Group to establish a public health mentoring program geared towards mid- and advanced career 
nutrition and dietetics practitioners, with an emphasis on preparing for and advancing to higher 
level of public health leadership. 


• The Academy’s Marketing and Strategic Communications Teams execute an annual 
marketing campaign recognizing nutrition and dietetics practitioners in high-level public health 
nutrition leadership positions during Public Health Week in April.  


• The Academy’s Executive Team and Board of Directors support an increase in nutrition and 
dietetics practitioners in roles of higher level leadership in public health by: 


Commented [MS1]: I recommend we choose and use 
consistent language: roles of leadership vs. influential publi  
health positions vs. high level public health leadership 
positions” 


Commented [MS2]: Is there more specific language we 
can use to define what is meant here? 
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o Assessing the Committee for Public Health/Community Nutrition’s Purpose and Program 
of Work to positively impact this mega issue. 


o Identifying collaborators that can pave new pathways to increase the number of nutrition 
and dietetics practitioners in high level public health leadership positions, as well as 
capitalizing on the expertise of the Academy and its members.  


o Exploring ways to maximize national Alliance relationships and partnerships, in public 
health areas, by encouraging alignment with the work of Academy organizations units, 
including affiliates.   


o Using the Public Health Leadership Interview list to identify individuals for various 
opportunities with/for the Academy. 


• The Academy Membership Team develop and implement a system to measure and track the 
number of nutrition and dietetics practitioners holding high level leadership positions in public 
health. 


• The Committee for Life Long Learning use the gap analysis from the Committee for Public 
Health/Community Nutrition and the Public Health and Community Nutrition Dietetic Practice 
Group to develop Level 2 and Level 3 educational opportunities to help advance nutrition and 
dietetics practitioners to high level leadership positions in public health. 


• Affiliates, Dietetic Practice Groups and Member Interest Groups develop, and report 
annually to the Academy, resources, alliances, and actions taken to help members advance to high 
level leadership positions in public health. 


• Delegates lead and support efforts by their constituents to identify and pilot-test projects at the 
grassroots level aimed at increasing the number of nutrition and dietetic practitioners holding 
influential positions in public health; report results of successful pilot-projects to the House 
Leadership Team for possible scaling up. 
 


Originator:  HOD Leadership Team 
 
 


Commented [AS3]: Pat working with Diane Enos on 
language that may empower DPGs and Affiliates to take the 
lead but keep the Academy alignment in mind. How would 
they report to the Academy as well 
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HOD Electronic Motion #1 


Subject: Championing Nutrition and Dietetics 


Practitioners in Roles of Leadership in Public 


Health 


December 14, 2017 


The House of Delegates (HOD) conducted a dialogue on October 20, 2017 to address the mega issue 


question: How can nutrition and dietetic practitioners secure influential public health positions in 


institutions, organizations, and government bodies?  


Based on the dialogue, a series of guiding principles were identified related to actions needed: 


1. Public health nutrition is embedded in the Academy’s new strategic plan.


2. Public health affects all areas of nutrition and dietetics practice.


3. Individual members and the Academy need to work together to create and pursue actions (e.g.,


career risk-taking; advocacy and policy experience; public health work and volunteer


experiences; networking and collaboration within and outside dietetics) that will help advance


nutrition and dietetics practitioners to higher levels of public health leadership.


Therefore, be it resolved that the House of Delegates requests: 


 The Committee for Public Health/Community Nutrition and the Public Health and


Community Nutrition Dietetic Practice Group:


o Create a definition of “high level public health leadership positions,” including sample


position titles and brief descriptions; report this definition to the House Leadership Team


by March 2018.


o Finalize the Public Health Leadership Resources document; return it to the House


Leadership Team by March 2018 for dissemination to delegates and members.


o Identify gaps in current resources and educational opportunities related to advancing


nutrition and dietetics practitioners to higher level leadership positions in public health;


report this information to the Academy organizational units by fall 2018.


 The Membership Team, in collaboration with the Committee for Public Health/Community


Nutrition, the Public Health and Community Nutrition Dietetic Practice Group, and the


Marketing Team, enhance the Academy’s e-mentoring program to help prepare mid- and


advanced career nutrition and dietetics practitioners for and advancing to higher level of public


health leadership.


 The Academy’s Marketing and Strategic Communications Teams execute an annual


marketing campaign recognizing nutrition and dietetics practitioners in high-level public health


nutrition leadership positions during Public Health Week in April.


 The Academy’s Executive Team and Board of Directors support an increase in nutrition and


dietetics practitioners in roles of higher level leadership in public health by:


o Assessing the Committee for Public Health/Community Nutrition’s Purpose and Program


of Work to positively impact this mega issue.


o Identifying collaborators that can pave new pathways to increase the number of nutrition


and dietetics practitioners in high level public health leadership positions, as well as


capitalizing on the expertise of the Academy and its members.
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o Developing and leveraging strategic alliances with public health organizations, offering 


members who serve as alliance representatives opportunities for visibility, recognition, 


leadership development and professional growth.  


o Using the Public Health Leadership Interview list to identify individuals for various 


opportunities with/for the Academy. 


 The Academy Membership Team measure and track the number of nutrition and dietetics 


practitioners holding high level leadership positions in public health. 


 The Committee for Life Long Learning use the gap analysis from the Committee for Public 


Health/Community Nutrition and the Public Health and Community Nutrition Dietetic Practice 


Group to develop Level 2 and Level 3 educational opportunities to help advance nutrition and 


dietetics practitioners to high level leadership positions in public health. 


 Affiliates, Dietetic Practice Groups, and Member Interest Groups develop, and report 


annually to the Academy, resources, alliances, and actions taken to help members advance to high 


level leadership positions in public health. 


 Delegates lead and support efforts by their constituents to identify and pilot-test projects at the 


grassroots level aimed at increasing the number of nutrition and dietetic practitioners holding 


influential positions in public health; report results of successful pilot-projects to the House 


Leadership Team for possible scaling up. 


 


Originator:  HOD Leadership Team 
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From: Alison Steiber 
Sent: Wednesday, January 03, 2018 9:07 AM 
Subject: RE: You have a new Leadership Directory message from Nutrition91@gmail.com 
 
Hello 
I am happy to join the P call next Tuesday. We do have an Adult Weight Management EBNPG on the 
EAL website (https://www.andeal.org/topic.cfm?menu=5276) from 2014. It will be up for review in 
2019. Note that the recommendations focus on the RDN but also focus on calorie reduction, physical 
activity and behavioral modifications – so quite comprehensive… 
 
The Prevention of DM EBNPG also has a number of weight and lifestyle modification recommendations 
as well (https://www.andeal.org/topic.cfm?menu=5344) and was just published in the Oct JAND 2017 
(see attached). 
 
Certainly the microbiome and other emerging research topics are interesting and important to the work of 
most RDNs, so those topics and many others can be threaded throughout the SmartBrief articles. I don’t 
see these things as competitive or mutually exclusive. We are an evidence based profession so of course 
we want to know about the evidence but we also need to show the impact of the RDN on care…as it 
relates to the different interventions. 
 
Best wishes 
Alison 
_________________________________ 
From: Patricia Babjak <PBABJAK@eatright.org<mailto:PBABJAK@eatright.org>> 
Date: January 2, 2018 at 12:33:37 PM CST 
To: "peark02@outlook.com<mailto:peark02@outlook.com>"  
Cc: "DMartin@Burke.k12.ga.us<mailto:DMartin@burke.k12.ga.us>" 
<DMartin@Burke.k12.ga.us<mailto:DMartin@burke.k12.ga.us>>, Lucille Beseler 
<lbeseler_fnc@bellsouth.net<mailto:lbeseler_fnc@bellsouth.net>> 
Subject: Re: You have a new Leadership Directory message from Nutrition91@gmail.com 
 
We're getting your login issue resolved with Liz Spittler.  I am asking Alison to be on our Ps call next 
week to discuss your EAL question and another study. 
Pat 
Patricia M. Babjak 
Chief Executive Officer 
Academy of Nutrition and Dietetics 
120 South Riverside Plaza, Suite 2160 
Chicago, Illinois 60606 
_________________________________ 
On Jan 2, 2018, at 12:28 PM, Mary Russell <peark02@outlook.com<mailto:peark02@outlook.com>> 
wrote: 
There has been some interesting data (some animal, some small studies in humans) shared recently about 
the beneficial effects on weight loss of intermittent daily fasting—that is, eating only during a 12 hour 
period daily and not eating during the other 12 hours. 
Wonder if the EAL has any info on effects of calorie control on weight loss. If not this may be a 
worthwhile project to fund (or “re-fund” if the data is old). 
 
For some reason I am unable to access Academy sites using my typical log in info—am checking with 
Joan about who to talk with to get that resolved. 
Happy back to work day!! 
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_______________________ 
On Jan 2, 2018, at 12:01 PM, Donna Martin 
<DMartin@burke.k12.ga.us<mailto:DMartin@burke.k12.ga.us>> wrote: 
 
P's,  Just wanted to let you know that I got this from the President's mailbox.  I think this is exactly the 
kind of talk we were talking about that the obesity society said was out there.  What about the evidenced 
based research on people losing weight on a calorie restricted diet?  Apparently she is not interested in 
that information. 
 
PS- Thanks for helping to pull the Dawgs through last night.  What a game! 
 
Donna S. Martin, EdS, RDN, LD, SNS, FAND 
Director, School Nutrition Program 
Burke County Board of Education 
789 Burke Veterans Parkway 
Waynesboro, GA  30830 
work - 706-554-5393 
fax - 706-554-5655 
President of the Academy of Nutrition and Dietetics 2017-2018 
_________________________ 
From: Leadership@eatright.org<mailto:Leadership@eatright.org> 
<Leadership@eatright.org<mailto:Leadership@eatright.org>> 
Sent: Tuesday, January 2, 2018 12:23 PM 
To: Donna Martin 
Subject: You have a new Leadership Directory message from Nutrition91@gmail.com  
 
* PLEASE DON’T NOT REPLY TO THIS EMAIL. Use the contact information below to respond to the member’s message. 
------------------------------------------ 
From: mary choate (Nutrition91@gmail.com<mailto:Nutrition91@gmail.com>) 
Subject: copy of msg send to Kathryn Doherty, Editor of Smart Brief- FYI 
 
Hi Kathryn, 
Congrats on getting the Smartbrief for dietitians account. 
 
Is there any way you could cut back on the RDs as weight loss counselors kind of stories and increase the 
news regarding research supporting Health at Every Size/ Mindful Eating/ Intuitive Eating/ Eating 
Competence? 
 
I would prefer research-based news about the above as well as the microbiome, benefits of positive health 
behaviors regardless of whether weight is lost, and problems with restrictive/fad diets (long term results = 
weight regain for most). 
 
This kind of non-cookie cutter coverage would make Smart Brief a must-not-be-missed publication. 
Otherwise- I’m out. 
 
Thanks, 
Mary 
Mary Saucier Choate, M.S., R.D.N., L.D. 
Monroe, NH 
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ABSTRACT
Background Eleven recommendations, based on systematic reviews, were developed
for the Evidence Analysis Library’s prevention of type 2 diabetes project. Two recom-
mendations, medical nutrition therapy (MNT) and weight loss, were rated strong.
Objective Present the basis of systematic reviews for MNT and weight loss
recommendations.
Methods Literature searches using Medline were conducted to identify studies that
met eligibility criteria. The MNT literature search covered a time span of 1995 to 2012,
the weight loss literature search covered 2008 to 2012 due to inclusion of a Cochrane
Review meta-analysis of randomized controlled trials (RCTs) published in 2008. Eligi-
bility criteria for inclusion of articles included original research using higher-quality
study designs (ie, RCTs, case control, cohort, crossover, and nonrandomized trials)
with participants aged >18 years and meeting prediabetes or metabolic syndrome
diagnostic criteria. MNT was defined as individualized and delivered by a registered
dietitian nutritionist or international equivalent and length of weight loss interventions
was �3 months.
Main outcome measures Two-hour postprandial blood glucose level, glycated he-
moglobin level, albumin-to-creatinine ratio (metabolic syndrome samples only), fasting
blood glucose level, high-density lipoprotein cholesterol level, systolic and diastolic
blood pressure, triglyceride levels, urinary albumin excretion rate (metabolic syndrome
samples only), waist circumference (WC), and waist-to-hip ratio were evaluated.
Results For MNT, 11 publications were included, with all 11 using an RCT study design
and 10 including participants with prediabetes. A majority of publications reported
significant improvements in glycemic outcomes, WC, and blood pressure. For weight
loss, 28 publications were identified, with one meta-analysis (only included RCTs) and
20 publications using an RCT study design, with the meta-analysis and 10 RCTs
including participants with prediabetes. A majority of publications reported significant
improvements in glycemic outcomes, triglyceride level, WC, and blood pressure.
Conclusions Systematic reviews provided strong evidence that MNT and weight
loss alter clinical parameters in ways that should reduce the risk of developing type
2 diabetes.
J Acad Nutr Diet. 2017;117:1578-1611.

A
T LOCAL, STATE, AND NATIONAL LEVELS, CONSID-
erable effort and expense are being directed toward
the prevention of type 2 diabetes mellitus (T2DM),
due to its increasing prevalence.1 During 2011-2012,


the estimated prevalence of diabetes, defined by glycated
hemoglobin (HbA1c) level, fasting plasma glucose level, or
2-hour plasma glucose, was 14% among US adults.2 Further-
more, one in three adults aged 65 years and older has dia-
betes,2 creating the need for evidenced-based nutrition
recommendations for the prevention of T2DM. The population

at increased risk for developing T2DM are individuals with
insulin resistance, and within this population, the relative risk
for developing T2DM varies tremendously.3 Thus, a hierar-
chical approach is suggested in determining those at greatest
risk for developing T2DM.3 The highest risk group for devel-
oping T2DM includes individuals with prediabetes as defined
by the American Diabetes Association (ADA)4 and/or metabolic
syndrome as defined by the National Cholesterol Education
Program’s Adult Treatment Panel III5 or the World Health
Organization (WHO)6 (see Table 1).

ª 2017 by the Academy of Nutrition and Dietetics.
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Table 1. National Cholesterol Education Program’s Adult Treatment Panel III (ATP III)5 and World Health Organization (WHO)6


definitions of metabolic syndrome


Risk factor
ATP III defining
levela WHO defining levelb


Abdominal obesity (cm)


Men >102


Women >88


Triglycerides (mmol/L)c �1.7 �1.7


High-density lipoprotein cholesterol (mmol/L)d


Men <1.04 <0.9


Women <1.30 <1.0


Blood pressure (mm Hg) �130/�85 �140 systolic or �90 diastolic or taking
antihypertensive medication


Fasting glucose (mmol/L)e �6.1


Insulin resistance Type 2 diabetes, impaired fasting glucose, impaired
glucose tolerance, or for those with normal
fasting glucose levels (<6.1 mmol/L), glucose
uptake below the lowest quartile for the
background population under investigation
under hyperinsulinemic, euglycemic conditions


Body mass indexf >30


Waist-to-hip ratiof


Men >0.9


Women >0.85


Urinary albumin excretion rateg (mg/min) �20


aMust have three of the five risk factors for diagnosis.
bMust have one item indicating insulin resistance and two of the other five risk factors for diagnosis.
cTo convert mmol/L triglycerides to mg/dL, multiply mmol/L by 88.6. To convert mg/dL triglycerides to mmol/L, multiply mg/dL by 0.0113. Triglycerides of 1.7 mmol/L¼150.6 mg/dL.
dTo convert mmol/L cholesterol to mg/dL, multiply mmol/L by 38.6. To convert mg/dL cholesterol to mmol/L, multiply mg/dL by 0.026. Cholesterol of 1.04 mmo/L¼40.14 mg/dL.
eTo convert mmol/L glucose to mg/dL, multiply mmol/L by 18.0. To convert mg/dL glucose to mmol/L, multiply mg/dL by 0.0555. Glucose of 6.1 mmol/L¼110 mg/dL.
fNeed to only meet body mass index or waist-to-hip ratio.
gOr albumin-to-creatinine ratio �3.4 mg/mmol.
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The prevalence of prediabetes, defined by HbA1c level,
fasting plasma glucose level, or 2-hour plasma glucose, was
38% in 2011-2012,2 with the prevalence projected to increase
to 50% by 2050.1 Similar to the prevalence of prediabetes, the
prevalence of metabolic syndrome in the United States is
34%.7 The conversion rate from prediabetes to T2DM ranges
from 10% to 23% after 5 years and approximately 40% after 10
years,8 which is five to seven times higher than in individuals
with normoglycemia. The 5-year conversion rate of metabolic
syndrome to T2DM is similarly five-fold.9 In individuals with
both prediabetes and metabolic syndrome the risk of pro-
gression to T2DM is even higher.9 Seventy-five percent of
those with prediabetes also have metabolic syndrome, and
individuals who meet diagnostic criteria for both prediabetes
and metabolic syndrome constitute the highest risk group for
T2DM.9


Successful efforts to reduce or normalize the clinical
parameters used to define prediabetes and metabolic syn-
drome can lower the risk for T2DM.4,10 Nutrition recom-
mendations for prevention of T2DM are available via the

October 2017 Volume 117 Number 10 JO

Academy of Nutrition and Dietetics (the Academy) Evidence
Analysis Library (EAL) (www.andeal.org). Eleven of the
recommendations were developed from systematic reviews
of the literature. Two of the 11 recommendations received
the highest possible ratings that could be provided for
recommendations (strong). Additional information on the
development and rating of recommendations can be found
via the EAL. The two strong recommendations focus on
the effect of medical nutrition therapy (MNT) and weight
loss on clinical parameters used to define prediabetes
and metabolic syndrome. The purpose of this article is to
present the bases of the MNT and weight loss systematic
reviews upon which these two recommendations were
based.

METHODS
A detailed description of the methodology used for con-
ducting systematic reviews for the Academy EAL has been
published.11 Methodology related to the systematic reviews
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Inclusion criteria Exclusion criteria


Population Individuals aged 18 y and older with
prediabetes (Academy of Nutrition and
Dietetics definition) or metabolic
syndrome (ATP IIIa or WHOb definition)


� Individuals aged 18 y and older with
metabolic syndrome as defined by
WHO definition if diagnosis of
metabolic syndrome included
having type 2 diabetes


� When the whole study sample did
not meet criteria for prediabetes or
metabolic syndrome, or when there
was no subsample meeting criteria
for prediabetes or metabolic
syndrome in which the outcomes
were reported on just the
subsample


� Individuals aged 17 y and younger


Intervention Intervention criteria specific for each
question: medical nutrition therapy
and all methods of weight loss with at
least a 3-mo intervention


� For medical nutrition therapy ques-
tion, for studies conducted in the
United States, when the dietary
intervention was not individualized
and delivered by a registered dietitian
nutritionist, it was not considered
medical nutrition therapy


� For weight loss question, all
methods of weight loss with
<3-mo intervention


Comparison All types of interventions in which the
independent effect of the nutrition
therapy factor in question could be
determined


When the comparison intervention
changed components that would not
allow the independent effect of the
nutrition factor to be determined


Outcomes � 2-h postprandial blood glucose
� Glycated hemoglobin
� Albumin-to-creatinine ratio
� Fasting blood glucose
� High-density lipoprotein


cholesterol
� Systolic and diastolic blood


pressure
� Urinary albumin excretion rate
� Triglycerides
� Waist circumference
� Waist-to-hip ratio


Urinary albumin excretion rate and
albumin-to-creatinine ratio in individuals
with prediabetes


Study type � Randomized controlled trial
� Case control study
� Cohort studies
� Crossover studies
� Nonrandomized clinical studies


� Cross-sectional
� Before-and-after studies


(continued on next page)


Figure 1. Inclusion and exclusion criteria for selected articles for medical nutrition therapy and weight loss questions for the
prevention of type 2 diabetes Academy of Nutrition and Dietetics (Academy) Evidence Analysis Library online entry using the
population, intervention, comparison, outcomes, and study type format.
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Inclusion criteria Exclusion criteria


Publication date � 1995 to November 2012
� For weight loss question, July 2008


was used as earliest publication
date due to use of a Cochrane re-
view on the topic of exercise or
exercise and diet for preventing
type 2 diabetesc


Earlier than 1995 and later than November
2012


Setting All settings


Sample size In randomized controlled trials, at least
10 participants per group


Samples <10 participants


Retention rate in follow-up >20%


Authorship If authors were on 2 or more articles,
when content appears different, then
all articles with different content are
included


If authors were on 2 or more articles, when
content appears similar, all earlier
articles (only the most recent article was
not excluded)


Language English


aATP III¼National Cholesterol Education Program’s Adult Treatment Panel III.
bWHO¼World Health Organization.
cThe Cochrane Review includes weight loss interventions published before 2008, including the Diabetes Prevention Program.


Figure 1. (continued) Inclusion and exclusion criteria for selected articles for medical nutrition therapy and weight loss questions for
the prevention of type 2 diabetes Academy of Nutrition and Dietetics (Academy) Evidence Analysis Library online entry using the
population, intervention, comparison, outcomes, and study type format.
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for the MNT and weight loss recommendations regarding the
prevention on T2DM are described in more detail below.


Committee
An expert workgroup was formed in 2008 to identify and
evaluate research to develop the Academy’s Prevention of
T2DM EAL online entry. The expert panel conducted their
work via conference calls, shared Internet workspace, and
two multiple-day workshops. The panel identified nutrition-
related intervention questions that addressed major nutrition
therapy factors, including MNT, weight loss, macronutrient
distribution, fiber intake, whole-grain intake, vegetable-
based protein consumed, type of fat consumed, fruit and
vegetable intake, sugar intake, glycemic index and glycemic
load of the diet, and physical activity related to the preven-
tion of T2DM in those at highest risk for T2DM, with highest
risk defined by Project IMAGE (Development and Imple-
mentation of a European Guideline and Training Standards
for Diabetes prevention).3,12,13


Identification of Studies and Eligibility Criteria
For the recommendations on the EAL, a comprehensive
literature search was conducted using Medline, with searches
covering the time frame of 1995 to 2012 (before 1995 the
health conditions of prediabetes and metabolic syndrome
were not commonly recognized). However, for the weight
loss systematic review, July 2008 was used as earliest publi-
cation date in the search due to the inclusion of a Cochrane
Review on the topic of exercise or exercise and diet for

October 2017 Volume 117 Number 10 JO

preventing T2DM.14 The Cochrane Review, published in 2008,
includes landmark randomized controlled trials (RCTs) and
was included to represent these historical findings.14


Only articles published in the English language were
considered for eligibility. Search terms included prediabetes,
pre-diabetes, impaired fasting glucose, borderline diabetes,
impaired glucose tolerance (prediabetes search terms); insulin
resistance syndrome, metabolic syndrome, dysmetabolic syn-
drome, syndrome X, and Reaven’s syndrome (metabolic syn-
drome search terms) combined with the nutrition factor of
interest. For MNT, search terms included medical nutrition
therapy, MNT, dietitian, dietician, nutritionist, and nutrition
professional. For weight loss, search terms included weight
management, weight loss, physical activity, and exercise.
Searches for prediabetes and metabolic syndrome were
conducted separately.
The abstracts of all studies identified by the search were


scanned by the workgroup members, and the full text of any
identified studies that were believed to have the potential to
meet inclusion criteria was retrieved for further evaluation.
Each retrieved article had a worksheet completed by an ev-
idence analyst who reported on methodologic quality, bias,
and outcomes of interest. Evidence analysts are members of
the Academy with an advanced degree and research experi-
ence. Before engaging in a systematic review for the EAL,
evidence analysts participate in a 2-day training program.
Worksheets completed by the evidence analysts were
reviewed by the work group members to further determine
whether the study met criteria for inclusion in the review.
Other studies included in the systematic reviews came from
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Table 2. Included studies for medical nutrition therapy question in individuals with metabolic syndrome or prediabetes. All reported results are between-condition
analyses


Author(s), y, reference Sample
Study
design Intervention Cardiometabolic changes


Corpeleijn and
colleagues, 200615


N¼97
PreDMa


RCTb Intervention: 12 mo
IGc


Diet: Dutch guidelines, 55% kcal CHOd, 25%-30% kcal fat (<10%
kcal SFAe), <33 mg/MJ cholesterol


PAf: 30 min/d, 5 d/wk, supervised 1�/wk
Deliverer: RDg, trainer
Contact: Every 3 mo, individual session
CGh


Diet: No specific recommendations
PA: No specific recommendations
Deliverer: NRi


Contact: 1�, type of session NR


2-h PPGj (YIG vs CG) (P<0.01)
HbA1ck, FBGl, WCm (NSn)
DBPo, HDLp, SBPq, TGr, WHRs


(NR)


Dyson and
colleagues,199716


N¼227
PreDM


RCT Intervention: 12 mo
IG
Diet: British Dietetic Association Guidelines,
500-700 kcal/d deficit when body mass index >22,
when body mass index <22 maintain weight


PA: 20-30 min, 5-6�/wk
Deliverer: Fitness instructor, RD
Contact: Every 3 mo, individual session
Medication: Randomized to sulfonylureas or placebo/no drug
CG
Diet: Weight loss if body mass index >25, no specific
recommendations


PA: No specific recommendations
Deliverer: Physician
Contact: Every 3 mo, individual session
Medication: Randomized to sulfonylureas or placebo/no drug


2-h PPG, HbA1c, DBP, FBG, HDL,
SBP, TG, WHR (NS)


WC (NR)


(continued on next page)
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Table 2. Included studies for medical nutrition therapy question in individuals with metabolic syndrome or prediabetes. All reported results are between-condition
analyses (continued)


Author(s), y, reference Sample
Study
design Intervention Cardiometabolic changes


Eriksson and colleagues,
199917


N¼523
PreDM


RCT Intervention: 12 mo
IG
Diet: >50% kcal CHO, >20% kcal PUFAt/MUFAu or 25% kcal if
most came from MUFA, <10% kcal SFA, protein 1g/kg ideal
body weight, <300 mg cholesterol, 15 g fiber/1,000 kcal; at 6
mo when no weight loss and body mass index >30 then very
low calorie diet (6-12 wk)


PA: Promoted, 2�/wk resistance training, supervised
Deliverer: RD
Contact: 7�, individual session
CG
Diet: Reduce kcal (kcal NR) to achieve body mass index <25,
<30% kcal fat


PA: No specific recommendations
Deliverer: RD
Contact: 1�, individual session


2-h PPG (YIG vs CG) (P<0.001)
DBP (YIG vs CG) (P<0.05)
FBG (YIG vs CG) (P<0.001)
TG (YIG vs CG) (P<0.001)
HDL, SBP, WC (NS)
HbA1c, WHR (NR)


Gagnon and colleagues,
201118


N¼48
PreDM


RCT Intervention: 12 mo
IG
Diet: No specific recommendations
PA: 60 min/d
Deliverer: Physician, RD, registered nurse
Contact: Every 6 wk, individual session; every 2 wk, group
session


CG
Diet: No specific recommendations
PA: 60 min/d
Deliverer: Physician, RD, registered nurse
Contact: Every 2 wk, group session


SBP (YIG vs CG) (P<0.03)
WC (YIG vs CG) (P<0.01)
2-h PPG, HbA1c, DBP, FBG, HDL,
TG (NS)


WHR (NR)


(continued on next page)
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Table 2. Included studies for medical nutrition therapy question in individuals with metabolic syndrome or prediabetes. All reported results are between-condition
analyses (continued)


Author(s), y, reference Sample
Study
design Intervention Cardiometabolic changes


Katula and colleagues,
201119


N¼301
PreDM


RCT Intervention: 12 mo
IG
Diet: 1,200-1,800 kcal/d
PA: 180 min/wk
Deliverer: CHW, RD
Contact: 1� wk, group session for Mo 1-6; 3 individual sessions
for Mo 1-6; 1� mo, group session for Mo 7-12; 1� mo,
telephone call for Mo 7-12


CG
Diet: No specific recommendations
PA: No specific recommendations
Deliverer: RD
Contact: 2� individual sessions for Mo 1-3, 1� mo newsletter


FBG (YIG vs CG) (P<0.0001)
WC (YIG vs CG) (P<0.0001)
2-h PPG, HbA1c, DBP, HDL, SBP,
TG, WHR (NR)


Lindstrom and
colleagues, 200320


N¼522
PreDM


RCT Intervention: 24 mo
IG
Diet: 5% weight loss, �30% kcal fat (�10% kcal SFA), �15 g/
1,000 kcal fiber


PA: �30 min/d
Deliverer: RD
Contact: 1�, individual session
CG
Diet: No specific recommendations
PA: No specific recommendations
Deliverer: NR
Contact: 1�, type of session NR


2-h PPG (YIG vs CG) (P¼0.0002)
HbA1c (YIG vs CG) (P¼0.0003)
DBP (YIG vs CG) (P¼0.0125)
FBG (YIG vs CG) (P<0.0001)
SBP (YIG vs CG) (P¼0.005)
TG (YIG vs CG) (P¼0.0026)
WC (YIG vs CG) (P¼0.0000)
HDL (NS)
WHR (NR)


(continued on next page)
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Table 2. Included studies for medical nutrition therapy question in individuals with metabolic syndrome or prediabetes. All reported results are between-condition
analyses (continued)


Author(s), y, reference Sample
Study
design Intervention Cardiometabolic changes


Mensink, Blaak, and
colleagues, 200321


N¼114
PreDM


RCT Intervention: 24 mo
IG
Diet: Dutch Guidelines for Healthy Eating, weight loss 5%-10%,
55% kcal CHO, 30%-35% kcal fat (<10% kcal SFA), 10%-15%
kcal protein, <33 mg/MJ cholesterol, 3 g/MJ fiber; low-energy
diet (kcal NR) provided as necessary during Mo 12-24


PA: 30 min/d, 5 d/wk
Deliverer: RD
Contact: 8�, 3 individual session, other sessions NR
Medication: Diet agents (NR) provided as necessary during Mo
12-24


CG
Diet: No specific recommendations
PA: No specific recommendations
Deliverer: NR
Contact: 2�, type of session NR


2-h PPG (YIG vs CG) (P<0.01)
TG (YIG vs CG) (P<0.01)
HbA1c, FBG, HDL, WHR (NS)
DBP, SBP, WC (NR)


Mensink, Feskens, and
colleagues, 200322


N¼102
PreDM


RCT Intervention: 12 mo
IG
Diet: Dutch Guidelines for Healthy Eating, weight loss 5%-10%,
55% kcal CHO, 30%-35% kcal fat (<10% kcal SFA), 10%-15%
kcal protein, <33 mg/MJ cholesterol, 3 g/MJ fiber


PA: 30 min/d, 5 d/wk
Deliverer: RD
Contact: 4�, 1 group session, 3 individual session
CG
Diet: No specific recommendations
PA: No specific recommendations
Deliverer: NR
Contact: 1�, type of session NR


2-h PPG (YIG vs CG) (P<0.05)
WC (YIG vs CG) (P<0.05)
HbA1c, FBG, WHR (NS)
DBP, HDL, SBP, TG (NR)


(continued on next page)
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Table 2. Included studies for medical nutrition therapy question in individuals with metabolic syndrome or prediabetes. All reported results are between-condition
analyses (continued)


Author(s), y, reference Sample
Study
design Intervention Cardiometabolic changes


Munakata and
colleagues, 201123


N¼109
MetSv


RCT Intervention: 6 mo
Multiple guidance
Diet: 300-600 kcal/d deficit
PA: 30 min, 5�/wk
Deliverer: Exercise trainer, physician, RD, registered nurse
Contact: Every 2 mo (when anthropometric change was not
achieved session was with exercise trainer, RD, physician, or
registered nurse; when anthropometric change was achieved
NR who contact was with), type of session NR


Single guidance
Diet: 300-600 kcal/d deficit
PA: 30 min, 5�/wk
Deliverer: Exercise trainer, physician, RD, registered nurse
Contact: 1�, type of session NR


FBG (YMultiple guidance vs
Single guidance) (P¼0.03)


WC (YMultiple guidance vs
Single guidance) (P¼0.02)


HbA1c, DBP, HDL, SBP, TG (NS)
2-h PPG, A:C, urinary albumin
excretion rate, WHR (NR)


Oldroyd and colleagues,
200124


N¼78
PreDM


RCT Intervention: 6 mo
IG
Diet: Nutrition Subcommittee British Diabetes Association,
reduce body mass index to <25, 55% kcal CHO, 30%-35% kcal
fat (PUFA:SFA ratio¼1.0), 20 g/1,000 kcal fiber


PA: 20-30 min, 2-3�/wk
Deliverer: Physiotherapist, RD
Contact: 3� bimonthly, 3� monthly, individual session
CG
Diet: Maintain diet
PA: Maintain PA
Deliverer: None
Contact: None


DBP (YIG vs CG) (P¼0.05)
SBP (YIG vs CG) (P¼0.05)
2-h PPG, HbA1c, FBG, HDL, TG,
WC, WHR (NS)


(continued on next page)
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Table 2. Included studies for medical nutrition therapy question in individuals with metabolic syndrome or prediabetes. All reported results are between-condition
analyses (continued)


Author(s), y, reference Sample
Study
design Intervention Cardiometabolic changes


Oldroyd and colleagues,
200625


N¼78
PreDM


RCT Intervention: 24 mo
IG
Diet: Nutrition Subcommittee British Diabetes Association,
reduce body mass index to <25, 55% kcal CHO, 30%-35% kcal
fat (PUFA:SFA ratio¼1.0), 20 g/1,000 kcal fiber


PA: 20-30 min, 2-3x/wk
Deliverer: Physiotherapist, RD
Contact: 3� bimonthly, 3� monthly, 1� at 9 mo, 5� every
2 mo, individual session


CG
Diet: Maintain diet
PA: Maintain PA
Deliverer: None
Contact: None


2-h PPG, FBG, WC (NS)
HbA1c, DBP, HDL, SBP, TG, WHR
(NR)


aPreDM¼prediabetes.
bRCT¼randomized controlled trial.
cIG¼intervention group.
dCHO¼carbohydrate.
eSFA¼saturated fatty acid.
fPA¼physical activity.
gRD¼registered dietitian or international equivalent.
hCG¼control group.
iNR¼not reported.
j2-h PPG¼2-hour post prandial glucose.
kHbA1c¼glycosylated hemoglobin.
lFBG¼fasting blood glucose.
mWC¼waist circumference.
nNS¼not significant.
oDBP¼diastolic blood pressure.
pHDL¼high-density lipoprotein.
qSBP¼systolic blood pressure.
rTG¼triglycerides.
sWHR¼waist-to-hip ratio.
tPUFA¼polyunsaturated fatty acids.
uMUFA¼monounsaturated fatty acids.
vMetS¼metabolic syndrome.
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RESEARCH

the other systematic reviews conducted for the project
(topics of systematic review included macronutrient distri-
bution, fiber intake, whole-grain intake, vegetable-based
protein consumed, type of fat consumed, fruit and vege-
table intake, sugar intake, glycemic index and glycemic load
of the diet, and physical activity) and other related EAL pro-
jects (eg, Diabetes 1 and 2 conducted by the Diabetes Work
Group).


Inclusion and Exclusion Criteria for Studies
Inclusion and exclusion criteria for studies were considered
a priori, using the population, intervention, comparison,
outcomes, and study type format (see Figure 1). To be
included in the review, studies had to include a sample of
adult participants, aged �18 years, not having T2DM but
considered to be at highest risk for T2DM, which were
those with prediabetes, as defined by the ADA (impaired
fasting glucose¼100 to125 mg/dL [5.55-6.94 mmol/L];
impaired glucose tolerance¼2-hour plasma glucose of 140
to 199 mg/dL [7.77-11.04 mmol/L]; or HbA1c¼5.7% to
6.4%),4 and those with metabolic syndrome, using the Na-
tional Cholesterol Education Program’s Adult Treatment
Panel III5 or WHO6 definitions (see Table 1). For inclusion in
the review, the intervention had to be specific for the
question, with MNT defined as individualized and delivered
by a registered dietitian nutritionist (RDN) (studies con-
ducted in the United States) or international equivalent,
and weight loss occurring over at least a 3-month period.
For studies with a comparison, all comparisons were
eligible, as long as the independent effect of MNT or weight
loss could be determined. To be included in the review,
studies needed to report on at least one outcome for pre-
diabetes in cases where the sample met prediabetes criteria
or one outcome for metabolic syndrome in cases where the
sample met metabolic syndrome criteria. For study design,
only those with higher quality were used, RCTs, case con-
trol, cohort, crossover, and nonrandomized trials were
included.11


Data Extraction
The authors extracted data from the studies using several
steps. Author P.G.D. extracted information from the work-
sheets. To clarify data from the worksheets, P.G.D. went back
to the original article. If clarification was still required, au-
thors L.M. and H.A.R. also reviewed the original article.
Tables 2 and 3 report on all studies included in the systematic
review for MNT and weight loss, respectively. Tables 2 and 3
include authors and year of publication, a description of the
sample (sample size and whether the sample was metabolic
syndrome or prediabetes), the study design, a description of
the intervention (eg, length, diet prescription, physical ac-
tivity prescription, who delivered the intervention, frequency
and type of contact during the intervention, and medication
when it was provided), and the cardiometabolic outcomes of
interest (2-hour postprandial blood glucose, HbA1c, albumin-
to-creatinine ratio, fasting blood glucose [FBG] level, high-
density lipoprotein cholesterol [HDL] level, systolic and
diastolic blood pressure, triglycerides [TG] level, urinary
albumin excretion rate, waist circumference [WC], and waist-
to-hip ratio [WHR]) collected at the last assessment point in

1588 JOURNAL OF THE ACADEMY OF NUTRITION AND DIETETICS

the investigation. For cardiometabolic outcomes, albumin-to-
creatinine ratio and urinary albumin excretion rate were not
reported when the sample was individuals with prediabetes
because these cardiometabolic measures are not considered
to be risk factors for prediabetes. For Table 3, weight loss was
also reported because this information assists in interpreting
the effect of the intervention (eg, weight loss) on the car-
diometabolic outcomes, and the time frame of weight loss is
the same time frame for the reported cardiometabolic out-
comes. For cardiometabolic outcomes and weight loss, when
significance was found in the investigation, it is reported in
Tables 2 and 3. The comparisons for significance depended on
the study design, with some studies reporting on within-
condition comparisons (ie, prospective cohorts), and other
studies reporting on between-condition comparisons (ie,
RCTs). The direction of significance is shown in Tables 2 and 3,
and when the comparison was between conditions, the
condition showing improvement in the outcome is indicated.
This review slightly differs from the EAL in that the review on
the EAL reports within-condition comparisons and between-
condition comparisons regardless of type of study.


Outcomes of Interest
The primary end points of the reviews were the clinical pa-
rameters used to diagnose prediabetes and metabolic syn-
drome because improvements in these parameters would
lower the risk for developing T2DM.4,10 Although body mass
index is a clinical parameter to diagnose metabolic syndrome
using theWHO definition,6 it was not included as an outcome
of interest because it is actually an outcome of the efficacy of
the weight loss intervention for the weight loss question. The
clinical parameters reported are those collected at the final
assessment in the investigation. Incidence of T2DM was not
an outcome evaluated.


RESULTS
MNT Provided by an RDN
The initial search yielded eight abstracts, and an additional 23
abstracts were identified from systematic searches for the
other questions included on the EAL and from the Diabetes
Work Group, providing 31 abstracts. From the abstract re-
view, all 31 articles were pulled to review, and 11 publica-
tions were included in the review (see Figure 2).
Results of the review for MNT are shown in Table 2. For


MNT, 11 publications were identified, with all studies being
RCTs.15-25 One publication met the inclusion criteria for
metabolic syndrome,23 and 10 of the publications met the
prediabetes inclusion criteria.15-22,24,25 All of the studies had a
condition that provided MNT that was delivered by an RDN or
international equivalent. The MNT interventions ranged in
length from 6 to 24 months, with MNT delivered via indi-
vidual and/or group sessions in differing amounts of contact.
The dietary interventions provided in the MNT conditions
varied, but the majority of the publications, nine, included a
weight loss focus within the dietary intervention.16,17,19-25 All
MNT interventions included a physical activity goal. Two
MNT interventions included medication.16,21 All but two
comparison conditions to the MNT conditions had less con-
tact with providers.16,20 The comparison conditions in all
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Table 3. Included studies for weight loss question in individuals with metabolic syndrome or prediabetes


Author(s), y,
reference Sample Study design Intervention Weight loss Cardiometabolic outcomes


Aizawa and
colleagues,
200926


N¼34
MetSa


PCb Intervention: 24 wk
Diet: Mediterranean-style, based
on stage of change, with 5
provided dinner meals


PAc: Aerobic exercise prescription
based on stage of change


Deliverer: FPd


Contact: 1� wk, individual session


2.3 kg (P<0.05) YDBPe, FBGf, SBPg, WCh (P<0.05)
HDLi, TGj (NSk)
2-h PPGl, HbA1cm, A:Cn, UAERo,
WHRp (NRq)


Allen and
colleagues,
200827


N¼42
PreDMr


PC
Participants were
randomized to
Lifestyle or Control,
but outcomes are
reported as 1
cohort


Intervention: 6 mo, with 18 mo
follow-up


Lifestyle
Diet: Healthy lifestyle
PA: No specific recommendations
Deliverer: NR
Contact: 1� mo, group session
Control
Diet: None
PA: None
Deliverer: None
Contact: None


�0.5 kg (NS) YFBG (P<0.001)
DBP, HDL, SBP, TG, WC (NS)
2-h PPG, HbA1c, WHR (NR)


(continued on next page)
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Table 3. Included studies for weight loss question in individuals with metabolic syndrome or prediabetes (continued)


Author(s), y,
reference Sample Study design Intervention Weight loss Cardiometabolic outcomes


Al-Sarraj and
colleagues,
201028


N¼39
MetS


RCTs Intervention: 12 wk
Caloric restriction
Diet: Calorie-restricted diet (20%-
25% kcal CHOt, 45%-50% kcal
fat, 25%-30% kcal protein)


PA: Instructed not to change
Deliverer: RDu


Contact: Every 2 wk, individual
session


American Heart Association
Diet: Calorie-restricted diet for 6
wk, American Heart Association
diet (55% kcal CHO, <30% kcal
fat, 15%-20% kcal protein) for 6
wk


PA: Instructed not to change
Deliverer: RD
Contact: Every 2 wk, individual
session


�8.4% Caloric restriction vs
e5.6% American Heart
Association (P<0.01)v


TG (YCaloric restriction vs
American Heart Association)
(P<0.001)


HDL (NS)
2-h PPG, HbA1c, A:C, DBP, FBG,
SBP, UAER, WC, WHR (NR)


Bihan et al,
200929


N¼95
MetS


PC
Some outcomes
reported by sex,
some outcomes
reported as the
whole sample


Intervention: 6 mo
Diet: French diet
recommendations


PA: French PA recommendations
Deliverer: General practitioner
physician


Contact: 2� over 6 mo, individual
session


�1.1 kg Women (SNRw)
�1.7 kg Men (SNR)


YHDL (Women; P¼0.022)
(Men; P¼0.048)
YWC (Women; P¼0.004) (Men;
P¼0.000)


YDBP, SBP, TG (P¼0.000)
FBG (NS)
2-h PPG, HbA1c, A:C, UAER, WHR
(NR)


(continued on next page)
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Table 3. Included studies for weight loss question in individuals with metabolic syndrome or prediabetes (continued)


Author(s), y,
reference Sample Study design Intervention Weight loss Cardiometabolic outcomes


Burtscher and
colleagues,
200930


N¼36
PreDM


RCT Intervention: 12 mo
Counseling
Diet: Hypocaloric (kcal NR), <30%
kcal fat, <10% SFAx


PA: 30 min/d
Deliverer: Health promotion and
exercise physiology specialists


Contact: 1�, type of session NR
CounselingþSupervised exercise
Diet: Hypocaloric (kcal NR), <30%
kcal fat, <10% SFA


PA: 30 min/d þ supervised exercise
1 h, 2� wk


Deliverer: Health promotion and
exercise physiology specialists,
sport scientist


Contact: 1�, type of session NR; 1�
mo diet review, type of session
NR


þ1.0% Counseling vs e3.0%
CounselingþSupervised
exercise (P<0.03)v


DBP, FBG, HDL, SBP (NS)
2-h PPG, HbA1c, TG, WC, WHR (NR)


Busnello and
colleagues,
201131


N¼82
MetS


RCT Intervention: 4 mo
Intervention group
Diet: Brazilian Guidelines for MetS
PA: No specific recommendations
Deliverer: NR
Contact: 1�mo, type of session NR
Control group
Diet: Brazilian Guidelines for MetS
PA: No specific recommendations
Deliverer: NR
Contact: 1�, type of session NR


�1.2 kg Intervention group vs
e1.9 kg Control group (NS)


FBG, HDL, TG, WC, WHR (NS)
2-h PPG, HbA1c, A:C, DBP, SBP,
UAER (NR)


Caiazzo and
colleagues,
201032


N¼53
PreDM


PC 5 y follow-up following
laparoscopic adjustable gastric
banding


�26% (P<0.05)v Y2-h PPG, HbA1c, FBG, SBP, TG
(P<0.05)


[HDL (P<0.05)
DBP, WC, WHR (NR)
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Table 3. Included studies for weight loss question in individuals with metabolic syndrome or prediabetes (continued)


Author(s), y,
reference Sample Study design Intervention Weight loss Cardiometabolic outcomes


Chan and
colleagues,
200833


N¼35
MetS


RCT Intervention: 16 wk
Intervention group
Diet: Hypocaloric diet (kcal NR) (14
wk): Stabilization diet (2 wk)


PA: Instructed not to change
Deliverer: NR
Contact: Every 3 wk, type of
session NR


Control group
Diet: Isocaloric weight
maintenance (kcal NR)


PA: Instructed not to change
Deliverer: NR
Contact: Every 3 wk, type of
session NR


�13 kg Intervention group
vs þ4 kg Control group
(P<0.001)


TG (YIntervention group vs Control
group) (P<0.05)


WC (YIntervention group vs
Control group) (P<0.001)


FBG, HDL (NS)
2-h PPG, HbA1c, A:C, DBP, SBP,
UAER, WHR (NR)


Christian and
colleagues,
201134


N¼279
MetS


RCT Intervention: 6 mo
Intervention group
Diet: Computer-generated
individualized prescription for
weight loss


PA: Computer-generated
individualized prescription for
weight loss


Deliverer: Physician
Contact: 2� over 6 mo, individual
session


Control group
Diet: Standard care
PA: Standard care
Deliverer: Physician
Contact: Standard care


�1.50 kg Intervention group
vs þ0.15 kg Control group
(P¼0.002)


WC (YIntervention group vs
Control group) (P¼0.01)


DBP, FBG, HDL, SBP, TG (NS)
2-h PPG, HbA1c, A:C, UAER, WHR
(NR)


(continued on next page)
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Table 3. Included studies for weight loss question in individuals with metabolic syndrome or prediabetes (continued)


Author(s), y,
reference Sample Study design Intervention Weight loss Cardiometabolic outcomes


Cicero and
colleagues,
200935


N¼28
MetS


NRTy Intervention: 202 d
Sequential intervention
Phase 1: Diet
Diet: American Heart Association
Step 2, with 600 kcal/d deficit
(3 mo)


PA: NR
Deliver: NR
Contact: Number and type of
session NR


Phase 2: Moderate exercise
Diet: NR
PA: Moderate level (5 d/wk)
for 56 d


Deliverer: NR
Contact: Number and type of
session NR


Phase 3: Intense exercise
Diet: NR
PA: Intense level (5 d/wk) for 56 d
Deliverer: NR
Contact: Number and type of
session NR


�0.9 kg Moderate exercies vs
�2.0 kg Intensive exercise
(NS)


HDL ([Moderate exercise,
Intensive exercise vs Diet)
(P<0.001)


TG (YModerate exercise, Intensive
exercise vs Diet) (P¼0.001)


2-h PPG, HbA1c, A:C, DBP, FBG,
SBP, UAER, WC, WHR (NR)


de la Cruz-
Munoz and
colleagues,
201136


N¼276
PreDM


RCz (within condition) 3-y follow-up following
laparoscopic adjustable gastric
banding, Roux-en-Y


�47 kg (SNR) YHbA1c, FBG (SNR)
2-h PPG, DBP, HDL, SBP, TG WC,
WHR (NR)


(continued on next page)
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Table 3. Included studies for weight loss question in individuals with metabolic syndrome or prediabetes (continued)


Author(s), y,
reference Sample Study design Intervention Weight loss Cardiometabolic outcomes


Gagnon and
colleagues,
201118


N¼48
PreDM


RCT Intervention: 12 mo
Intervention group
Diet: No specific recommendations
PA: 60 min/d
Deliverer: Physician, RD, registered
nurse


Contact: Every 6 wk, individual
session; every 2 wk, group
session


Control group
Diet: No specific recommendations
PA: 60 min/d
Deliverer: Physician, RD, registered
nurse


Contact: Every 2 wk, group session


�4.9 kg Intervention group vs
�0.6 kg Control group
(P<0.01)


SBP (YIntervention group vs
Control group) (P<0.03)


WC (YIntervention group vs
Control group) (P<0.01)


2-h PPG, HbA1c, DBP, FBG, HDL, TG
(NS)


WHR (NR)


Katula and
colleagues
201119


N¼301
PreDM


RCT Intervention: 12 mo
Intervention group
Diet: 1,200-1,800 kcal/d
PA: 180 min/wk
Deliverer: Community health
worker, RD


Contact: 1� wk, group session for
Mo 1-6; 3 individual sessions for
Mo 1-6; 1� mo, group session
for Mo 7-12; 1� mo, telephone
call for Mo 7-12


Control group
Diet: No specific recommendations
PA: No specific recommendations
Deliverer: RD
Contact: 2� individual sessions for
Mo 1-3, 1� mo newsletter


�6.97 kg Intervention group vs
�1.74 Control group
(P<0.0001)


FBG (YIntervention group vs
Control group) (P<0.0001)


WC (YIntervention group vs
Control group) (P<0.0001)


2-h PPG, HbA1c, DBP, HDL, SBP, TG,
WHR (NR)


(continued on next page)
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Table 3. Included studies for weight loss question in individuals with metabolic syndrome or prediabetes (continued)


Author(s), y,
reference Sample Study design Intervention Weight loss Cardiometabolic outcomes


Kim and
colleagues,
200937


N¼20
MetS


NRTaa


A non-MetS condition
was included in the
trial but is not
reported


Intervention: 12 wk
Diet: Instructed not to change
PA: 60 min/d, 3 d/wk, supervised
Deliverer: Exercise physiologist
Contact: 3� wk, type of session NR


�3.0 kg (NS) YHbA1c, TG, WC (P<0.01)
DBP, FBG, HDL, SBP (NS)
2-h PPG, A:C, UAER, WHR (NR)


Lee and
colleagues,
200938


N¼75
MetS


RCT Intervention: 12 wk
High protein
Diet: Meal replacement diet (low-
kcal [1,200-1,500 kcal/d], 2 meal
replacements/d), 50% kcal CHO,
20% kcal fat, 30% kcal protein;
25 g fiber


PA: Promoted
Deliverer: RD, registered nurse
Contact: 5� individual telephone
session, 5� in-person, type of
session NR


Control protein
Diet: Meal replacement diet (low-
kcal [1,200-1,500 kcal/d], 2 meal
replacements/d), 65% kcal CHO,
20% kcal fat, 15% kcal protein 25
g fiber


PA: Promoted
Deliverer: RD, registered nurse
Contact: 5� individual telephone
session, 5� in-person, type of
session NR


�5.0 kg High protein vs �4.9 kg
Control protein (NS)


DBP, FBG, HDL, SBP, TG, WC (NS)
2-h PPG, HbA1c, A:C, UAER, WHR
(NR)
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Table 3. Included studies for weight loss question in individuals with metabolic syndrome or prediabetes (continued)


Author(s), y,
reference Sample Study design Intervention Weight loss Cardiometabolic outcomes


Lu and
colleagues,
201139


N¼210
PreDM


RCT Intervention: 24 mo
Intervention group
Diet: No specific recommendations
PA: No specific recommendations
Deliverer: NR
Contact: Every 3 mo lifestyle group
session; 1� mo individual
telephone contact


Medication: Acrabose or
metformin


Control group
Diet: Standard care
PA: Standard care
Deliverer: NR
Contact: Standard care
Medication: Standard care


�2.66 kg Intervention group vs
e1.48 Control group
(P¼0.013)


2-h PPG (YIntervention group vs
Control group) (P¼0.032) DBP
(YIntervention group vs Control
group) (P<0.0000)


FBG (YIntervention group vs
Control group) (P¼0.046) SBP
(YIntervention group vs Control
group) (P<0.0000)


TG (YIntervention group vs Control
group) (P¼0.038)


WC (YIntervention group vs
Control group) (P¼0.019)


HbA1c, HDL (NS)
WHR (NR)


Mujica and
colleagues
201040


N¼51
MetS


RCT Intervention: 18 wk
Intervention group
Diet: No specific recommendations
PA: 60 min 3�/wk, supervised
Deliverer: Physician, psychologist,
physical therapist, RD


Contact: 1� mo over 4 mo, group
session


Control group
Diet: None
PA: None
Deliverer: None
Contact: None


�3.9 kg Intervention group vs
e0.7 kg Control group
(P¼0.012)


DBP (YIntervention group vs
Control group) (P¼0.014)


TG (YIntervention group vs Control
group) (P<0.001)


WC (YIntervention group vs
Control group) (P<0.001)


FBG, HDL, SBP (NS)
2-h PPG, HbA1c, A:C, UAER, WHR
(NR)


(continued on next page)


R
ESEA


R
C
H


1596
JO


U
R
N
A
L
O
F
TH


E
A
C
A
D
EM


Y
O
F
N
U
TR


ITIO
N


A
N
D


D
IETETIC


S
O
ctober


2017
Volum


e
117


N
um


ber
10







Table 3. Included studies for weight loss question in individuals with metabolic syndrome or prediabetes (continued)


Author(s), y,
reference Sample Study design Intervention Weight loss Cardiometabolic outcomes


Munakata and
colleagues
201123


N¼109
MetS


RCT Intervention: 6 mo
Multiple guidance
Diet: 300-600 kcal/d deficit
PA: 30 min, 5�/wk
Deliverer: Exercise trainer,
physician, RD, registered nurse


Contact: Every 2 mo (in case
anthropometric change was not
achieved session was with
exercise trainer, RD, physician, or
registered nurse; in case
anthropometric change was
achieved, NR who contact was
with), type of session NR


Single guidance
Diet: 300-600 kcal/d deficit
PA: 30 min, 5�/wk
Deliverer: Exercise trainer,
Physician, RD, registered nurse


Contact: 1�, type of session NR


�4.1 kg Multiple guidance vs
e2.5 kg Single guidance (NS)


FBG (YMultiple guidance vs Single
guidance) (P¼0.03)


WC (YMultiple guidance vs Single
guidance) (P¼0.02)


HbA1c, DBP, HDL, SBP, TG (NS)
2-h PPG, A:C, UAER, WHR (NR)


Ng and
colleagues
200941


N¼35
MetS


RCT Intervention: 16 wk
Intervention group
Diet: Hypocaloric (kcal NR), low-fat
(amount of fat NR) diet (14 wk);
maintenance diet (NR) (2 wk)


PA: Instructed not to change
Deliverer: NR
Contact: NR
Control group
Diet: Isocaloric weight
maintenance (kcal NR)


PA: Instructed not to change
Deliverer: NR
Contact: NR


�13 kg Intervention group
vs þ4 kg Control group
(P<0.001)


TG (YIntervention group vs Control
group) (P<0.05)


WC (YIntervention group vs
Control group) (P<0.001)


FBG, HDL (NS)
2-h PPG, HbA1c, A:C, DBP, SBP,
UAER, WHR (NR)


(continued on next page)
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Table 3. Included studies for weight loss question in individuals with metabolic syndrome or prediabetes (continued)


Author(s), y,
reference Sample Study design Intervention Weight loss Cardiometabolic outcomes


Oh and
colleagues
201042


N¼52
MetS


RCT Intervention: 6 mo, 12 mo
follow-up


Intervention group
Diet: <1,500 kcal/d, 55%-60% kcal
CHO


PA: 3 supervised sessions/wk, Mo
1-3; 2 supervised sessions/wk,
Mo 4-6


Deliverer: Exercise physiologist,
nurse practitioner


Contact: 90 min each session for
diet and PA, group session


Control group
Diet: General written education
PA: General written education
Deliverer: NR
Contact: None


�4.3 kg Intervention group vs
e0.9 kg Control group
(P<0.001)


WC (YIntervention group vs
Control group) (P<0.001)


DBP, FBG, HDL, SBP, TG (NS)
2-h PPG, HbA1c, A:C, UAER, WHR
(NR)


Orozco and
colleagues,
200814


N¼8 studies
in 25
publications


Participants at
high risk for
development
of type 2
diabetesbb


Meta-analysis RCTs of exercise and diet
interventions of a minimum of 6
mo duration and a comparison
of a standard recommendation
arm, reporting on diabetes
incidence


Pooled effect of intervention
eY2.72 kg (95% CI)


Pooled effect of intervention:
YDBP (95% CI)
YFBG (95% CI)
YSBP (95% CI)
YTG (95% CI)
YWC (95% CI)
2-h PPG, WHR (NS)
HDL (not estimable)
A1c, A:C, UAER (NR)


(continued on next page)
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Table 3. Included studies for weight loss question in individuals with metabolic syndrome or prediabetes (continued)


Author(s), y,
reference Sample Study design Intervention Weight loss Cardiometabolic outcomes


Parikh and
colleagues,
201043


N¼99
PreDM


RCT Intervention: 10 wk, 12 mo follow-
up


Intervention group
Diet: No specific recommendations
PA: No specific recommendations
Deliverer: Peer leaders
Contact: 8 sessions, group session
Control group
Diet: None
PA: None
Deliverer: None
Contact: None


�3.3 kg Intervention group vs
e1.1 Control group (P<0.01)


YWC (Intervention group vs
Control group) (P¼0.05)


2-h PPG, HbA1c, DBP, FBG, SBP
(NS)


HDL, TG, WHR (NR)


Sakane and
colleagues,
201144


N¼304
PreDM


RCT Intervention: 36 mo
Intervention group
Diet: <25% kcal fat, <160 kcal/d
from alcohol, 3 meals/d, avoid
eating late at night


PA: 700 kcal/wk
Deliverer: NP
Contact: 4� during Mo 1-6, group
session; 2� year, individual
session


Control group
Diet: No specific recommendations
PA: No specific recommendations
Deliverer: Nurse practitioner
Contact: 1�, group session


�1.8 kg Intervention group vs
�1.5 kg Control group (NS)


2-h PPG, FBG, WC (NS)
HbA1c, DBP, HDL, SBP, TG, WHR
(NR)


(continued on next page)
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Table 3. Included studies for weight loss question in individuals with metabolic syndrome or prediabetes (continued)


Author(s), y,
reference Sample Study design Intervention Weight loss Cardiometabolic outcomes


Seligman and
colleagues
201145


N¼75
MetS


RCT Intervention: 12 wk
Healthy diet
Diet: Healthy diet guidance
PA: 10,000 steps/d
Deliverer: NR
Contact: NR
Healthy dietþPA
Diet: Healthy diet guidance
PA: 45 min 3�/wk cyclergometer,
60 min brisk walking on other
days


Deliverer: NR
Contact: NR
Control
Diet: 30 kcal/kg body weight, 50%
to 65% kcal from CHO, 20% kcal
from fat (7%-8% kcal from SFA),
15%-20% kcal from protein


PA:1 h/d walking
Deliverer: NR
Contact: NR


�9.0 kg Healthy diet vs
�11.0 kg Healthy dietþPA vs
e8.0 kg Control (NS)


HDL ([Healthy dietþPA vs Control)
(P¼0.028)


UAER (YHealthy dietþPA vs
Control) (P¼0.05)


DBP, SBP, TG, WC (NS)
2-h PPG, HbA1c, A:C, FBG, WHR
(NR)


(continued on next page)
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Table 3. Included studies for weight loss question in individuals with metabolic syndrome or prediabetes (continued)


Author(s), y,
reference Sample Study design Intervention Weight loss Cardiometabolic outcomes


Straznicky and
colleagues
201146


N¼38
MetS


RCT Intervention: 12 wk
Weight loss
Diet: Modified Dietary Approaches
to Stop Hypertension diet, 600
kcal/d deficit, 22% kcal protein


PA: No specific recommendations
Deliverer: NR
Contact: NR
Weight lossþexercise
Diet: Modified Dietary Approaches
to Stop Hypertension diet, 600
kcal/d deficit, 22% kcal protein


PA: 40-min cycling 3-4 d/wk and
1� wk supervised


Deliverer: NR
Contact: NR
Control
Diet: No specific recommendations
PA: No specific recommendations
Deliver: None
Contact: None


�7.9 kg Weight loss and
�10.4 kg Weight lossþ
exercise vs þ1.4 kg Control
(P<0.01)


e7.9 kg Weight loss vs
e10.4 kg Weight lossþ
exercise (P<0.05)


FBG (Yboth weight loss groups vs
Control) (P<0.001)


SBP (YWeight lossþexercise vs
Control) (P<0.01)


TG (YWeight lossþexercise vs
Control) (P<0.001)


WC (Yboth weight loss groups vs
Control) (P<0.001)


WC (YWeight lossþexercise vs
weight loss) (P<0.01)


2-h PPG, A:C, DBP, HDL, WHR (NS)
HbA1c, UAER (NR)


(continued on next page)
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Table 3. Included studies for weight loss question in individuals with metabolic syndrome or prediabetes (continued)


Author(s), y,
reference Sample Study design Intervention Weight loss Cardiometabolic outcomes


Straznicky and
colleagues,
201247


N¼63
MetS


RCT Intervention: 12 wk
Weight loss
Diet: Modified Dietary Approaches
to Stop Hypertension diet, 600
kcal/d deficit, 48% kcal CHO,
30% kcal fat (9% kcal SFA), 22%
kcal protein


PA: No specific recommendations
Deliverer: Nutritionist
Contact: Every 2 wk, type of
session NR


Weight lossþexercise
Diet: Modified Dietary Approaches
to Stop Hypertension diet, 600
kcal/d deficit, 48% kcal CHO,
30% kcal fat (9% kcal SFA), 22%
kcal protein


PA: 40-min cycling 3-4 d/wk and
1� wk supervised


Deliverer: Nutritionist
Contact: Every 2 wk, type of
session NR


Control
Diet: Usual diet
PA: Usual activity
Deliver: None
Contact: None


�7.1 kg Weight loss and �8.7 kg
Weight lossþexercise
vs þ1.0 kg Control (P<0.01)


FBG (Yboth weight loss groups vs
Control) (P<0.01)


TG (Yboth weight loss groups vs
Control) (P<0.01)


WC (Yboth weight loss groups vs
Control) (P<0.01)


WC (YWeight lossþexercise vs
Weight loss) (P<0.05)


WHR (YWeight lossþexercise vs
Control) (P<0.01)


DBP, HDL, SBP (NS)
2-h PPG, HbA1c, A:C, UAER (NR)


(continued on next page)
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Table 3. Included studies for weight loss question in individuals with metabolic syndrome or prediabetes (continued)


Author(s), y,
reference Sample Study design Intervention Weight loss Cardiometabolic outcomes


Straznicky and
colleagues
201048


N¼59
MetS


RCT Intervention: 12 wk
Weight loss
Diet: Modified Dietary Approaches
to Stop Hypertension diet, 600
kcal/d deficit, 48% kcal CHO,
30% kcal fat (15% kcal MUFAcc,
6% kcal Ppolyunsaturated fatty
acids, 9% kcal SFA), 22% kcal
protein


PA: No specific recommendations
Deliverer: NR
Contact: NR
Weight lossþexercise
Diet: Modified Dietary Approaches
to Stop Hypertension diet, 600
kcal/d deficit, 48% kcal CHO,
30% kcal fat (15% kcal MUFA, 6%
kcal polyunsaturated fatty acids,
9% kcal SFA), 22% kcal protein


PA: 40-min cycling 3-4 d/wk and
1� wk supervised


Deliverer: NR
Contact: NR
Control
Diet: Usual diet
PA: Usual activity
Deliver: None
Contact: None


�7.1 kg Weight loss and
�8.4 kg Weight lossþexercise
vs þ1.0 kg Control (P<0.01)


FBG (Yboth weight loss groups vs
Control) (P<0.05)


TG (Yboth weight loss groups vs
Control) (P<0.05)


WC (Yboth weight loss groups vs
Control) (P<0.01)


WC (YWeight lossþexercise vs
weight loss) (P<0.01)


WHR (YWeight lossþexercise vs
Control) (P<0.01)


2-h PPG, DBP, HDL, SBP, DBP (NS)
HbA1c, A:C, UAER (NR)
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Table 3. Included studies for weight loss question in individuals with metabolic syndrome or prediabetes (continued)


Author(s), y,
reference Sample Study design Intervention Weight loss Cardiometabolic outcomes


Yassine and
colleagues,
200949


N¼24
MetS


RCT Intervention: 12 wk
Exercise
Diet: No specific recommendations
PA: 50-60 min, 5�/wk supervised
Deliverer: Exercise physiologist
Contact: 5� wk, type of session NR
Exerciseþcaloric restriction
Diet: 500 kcal/d deficit
PA: 50-60 min, 5�/wk supervised
Deliverer: RD, exercise physiologist
Contact: 1� wk with RD, type of
session NR; 5� wk with exercise
physiologist, type of session NR


�3.8 kg Exercise vs �6.9 kg
Exerciseþcaloric restriction
(P¼0.02)


2-h PPG, DBP, FBG, HDL, SBP, TG,
WC, WHR (NS)


HbA1c, A:C, UAER (NR)


aMetS¼metabolic syndrome.
bPC¼prospective cohortewithin-condition analysis.
cPA¼physical activity.
dFP¼family physician.
eDBP¼diastolic blood pressure.
fFBG¼fasting blood glucose.
gSBP¼systolic blood pressure.
hWC¼waist circumference.
iHDL¼high-density lipoprotein cholesterol.
jTG¼triglycerides.
kNS¼not significant.
l2-h PPG¼2-hour postprandial glucose.
mHbA1c¼glycosylated hemoglobin.
nA:C¼albumin creatinine ratio.
oUAER¼urinary albumin excretion rate.
pWHR¼waist-to-hip ratio.
qNR¼not reported.
rPreDM¼prediabetes.
sRCT¼randomized controlled trialebetween-condition analysis.
tCHO¼carbohydrate.
uRD¼registered dietitian nutritionist or international equivalent.
vWeight change only reported in % weight loss.
wSNR¼significance not reported.
xSFA¼saturated fatty acids.
yNRT¼nonrandomized trial-between-condition analysis.
zRC¼retrospective cohort-within-condition analysis.
aaNRT¼nonrandomized trial-within-condition analysis.
bbImpaired glucose tolerance according to the World Health Organization criteria, impaired fasting glucose according to the American Diabetes Association criteria, previous gestational diabetes, hypertension �140/90 mm Hg, family history of type 2
diabetes in first-degree relatives, obesity (ie, body mass index �30), dyslipidemia (ie, HDL cholesterol �35 mg/dL [�0.91 mmol/L], triglycerides �250 mg/dL [�2.82 mmol/L], or both), or high-risk ethnic groups (eg, African-Americans, Hispanic-
Americans, native Americans, Asian-Americans, and Pacific Islanders).
ccMUFA¼monounsaturated fatty acid.
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Abstracts Retrieved=31


Screened=31


Full-text articles assessed for 
eligibility=31


Full-text articles excluded=20


• Not meeting MNT 
definition=13


• Incorrect sample=6
• Retention at follow-up too 


low=1


Included=11


PubMed=8


Abstracts from other questions 
and from Diabetes Work 
Group=23


Figure 2. Diagram of process of selecting included studies for medical nutrition therapy (MNT) question.


RESEARCH

publications, except for two publications,18,23 provided much
less guidance, and often no specific recommendations, on
diet and/or physical activity. No publication compared the
same intervention delivered by an RDN or international
equivalent vs another provider.
All 11 publications reported on glycemic outcomes,15-25


with four of 11 publications demonstrating significant de-
creases in FBG in the MNT vs comparison condition.17,19,20,23


Nine of the publications reported 2-hour postprandial blood
glucose levels,15-18,20-22,24,25 with five reporting significant
decreases in MNT vs the comparison condition.15,17,20-22 Eight
publications reported HbA1c,15,16,18,20-24 with only one
reporting significant decreases in MNT vs the comparison
condition.20 Thus, seven of 11 publications reported on a
significant reduction in a glycemic outcome in the MNT vs a
comparison condition.
Seven publications reported on lipid levels.16-18,20,21,23,24


For TG, three17,20,21 out of seven16-18,20,21,23,24 publications

October 2017 Volume 117 Number 10 JO

found a significant decrease in MNT vs the comparison con-
dition.16-18,20,21,23,24 Seven publications reported on change in
HDL, with no publication reporting significant condition dif-
ferences.16-18,20,21,23,24 Thus, three of seven publications on
lipids reported a significant reduction in the MNT vs a com-
parison condition.
Eleven publications examined changes in anthropometric


characteristics,15-25 with five18-20,22,23 out of nine15,17-20,22-25


publications reporting a significant decrease in WC in MNT
vs the comparison condition, with four publications reporting
no condition difference in WHR,16,21,22,24 leaving five out of 11
publications reporting a significant decrease in anthropo-
metric characteristics in MNT vs the comparison condition.
Out of six publications16-18,20,23,24 reporting blood pressure,
three reported significant reductions in systolic blood pres-
sure in the MNT vs the comparison condition,18,20,24 and
three reported significant reductions in diastolic blood pres-
sure in the MNT vs comparison condition,17,20,24 resulting in
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Abstracts Retrieved=476


Screened=476 Records Excluded=300


Full-text articles assessed for 
eligibility=176


Full-text articles excluded=148


• Incorrect sample=44
• No reported weight loss or 


intervention=25
• Intervention less than 3 


months=20
• Incorrect study design=10
• Sample size too small=14
• Retention at follow-up too 


low=13
• Other eligibility issues=22Included=28


PubMed=476


Figure 3. Diagram of process of selecting included studies for the weight loss question.


RESEARCH

four out of six publications reporting on decreases in blood
pressure in the MNT vs the comparison condition. There were
no studies identified for MNT that reported on renal out-
comes in individuals with metabolic syndrome.
Two publications tested two versions of MNT, with the only


condition difference being frequency of contact.18,23 These
studies did find that the condition with greater frequency of
contact had significantly greater decreases in FBG, systolic
blood pressure, and WC.18,23


Weight Loss
The initial search yielded 476 abstracts. From the abstract
review, 176 articles were pulled to review, and 28 publica-
tions were included in the review (see Figure 3).
Results for the review on weight loss are shown in Table 3.


For weight loss, 28 publications14,18,19,23,26-49 were identified,
with 20 being RCTs,18,19,23,28,30,31,33,34,38-49 five being cohort
studies,26,27,29,32,36 two publications were nonrandomized

1606 JOURNAL OF THE ACADEMY OF NUTRITION AND DIETETICS

trials,35,37 and one publication was a meta-analysis of RCTs
that included 25 publications.14 Eighteen publications met
the metabolic syndrome inclusion criteria23,26,28,29,31,
33-35,37,38,40-42,45-49 and 10 publications met the criteria for
prediabetes.14,18,19,27,30,32,36,39,43,44 Two of 28 publications re-
ported on follow-up after bariatric surgery,32,36 whereas the
remaining publications reported on nonbariatric weight
loss interventions. One publication included medication in
the weight loss intervention.39 The weight loss in-
terventions ranged in length from 3 months to 5 years, with
the longest interventions being bariatric interventions. For
nonbariatric interventions, interventions were delivered via
individual and/or group sessions in differing amounts of
contact by one or multiple providers, with providers rep-
resenting several disciplines. The dietary and physical
activity interventions provided to the condition(s) consid-
ered to be helpful for weight loss varied widely, with all
but one publication providing some dietary information
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RESEARCH

(ie, participants were asked to not change dietary intake),37


and all but four publications providing some physical ac-
tivity information (ie, three publications asked participants
to not change physical activity28,33,41 and one publication
did not report any information about what was provided to
participants on physical activity35). The meta-analysis
examined diet and physical activity interventions that
were at least 6 months long.14


The comparison conditions varied tremendously in the
RCTs and nonrandomized trials.18,19,23,28,30,31,33-35,38-49 In 10
of these publications, there included a comparison condition
that provided less dietary and physical activity information
and contact than an intervention designed for weight
loss.19,34,39,40,42-44,46-48 In three of these publications a com-
parison condition had less contact, but provided equal di-
etary and physical activity information than an intervention
designed for weight loss.18,23,31 In three of these publications,
a comparison condition had identical contact and physical
activity information but different dietary information than an
intervention designed for weight loss,28,33,38 and in three of
these publications a comparison condition had identical
contact and dietary information but different physical
activity information than an intervention designed for weight
loss.46-48 One publication had a comparison condition with
identical physical activity information and different dietary
information and frequency of contact than an intervention
designed for weight loss.49 One publication had a comparison
condition with identical dietary information and different
physical activity information and frequency of contact than
an intervention designed for weight loss.30 Three publica-
tions did not report on dietary information, physical activity
information, or frequency of contact.35,41,45 The meta-analysis
examined comparison conditions composed of standard
recommendations.14


Eighteen publications reported on significant within- (for
studies analyzed as cohort studies)26,32 or between- (for
trials)14,18,19,28,30,33,34,39-43,46-49 condition weight loss out-
comes. For significant weight loss outcomes, weight changes
ranged from e1.5 to e13.0 kg and e3.0% to e26% weight loss.
The meta-analyses reported a statistically significant pooled
effect of e2.72 kg.14 The largest kilogram amount of signifi-
cant weight loss was from a 16-week intervention that
included a hypocaloric diet (kilocalorie amount was not re-
ported) and instructions for participants not to change
physical activity, with contact occurring every 3 weeks (type
of contact and who provided the contact was not reported),33


whereas the largest significant percent weight loss occurred
5 years after laparoscopic adjustable gastric banding.32


Twenty-five publications, including the meta-analysis,14


reported on glycemic outcomes.14,18,19,23,26,27,29-34,36-44,46-49


For FBG, 1014,19,23,26,27,32,39,46-48 out of 2514,18,19,23,26,27,29-34,
36-44,46-49 publications, including the meta-analysis,14 reported
significant within- or between-condition decreases in FBG.
Of 10 publications reporting significant FBG out-
comes,14,19,23,26,27,32,39,46-48 eight, including the meta-
analysis,14 also reported within- or between-condition
significant weight loss.14,19,26,32,39,46-48 Nine publications,
including the meta-analysis,14 reported on 2-hour post-
prandial glucose,14,18,32,39,43,44,46,48,49 with two reporting
significant within- or between-condition decreases, as well
as significant weight loss.32,39 For HbA1c, six publications
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reported on outcomes,18,23,32,37,39,43 with two finding within-
condition significant reductions,32,37 and of these two, one
also found within-condition significant weight loss.32 Thus,
out of 25 publications, 11, one being a meta-analysis, found
significant reductions in at least one glycemic outcome and
the majority of these publications reported significant weight
loss.
Twenty-four publications, including the meta-analysis,14


reported on lipid outcomes.14,18,23,26-35,37-42,45-49 Twenty-
three publications,14,18,23,26-29,31-35,37-42,45-49 including the
meta-analysis,14 reported on TG, with 13 publications,
including the meta-analysis,14 reporting within- or between-
condition significant reductions.14,28,29,32,33,35,37,39-41,46-48 Of
the 13 publications reporting significant reductions in
TG,14,28,29,32,33,35,37,39-41,46-48 10, including the meta-
analysis,14 also reported within- or between-condition
significant weight loss.14,28,32,33,39-41,46-48 Twenty-three
publications reported on HDL,18,23,26-35,37-42,45-49 with one
publication reporting a significant decrease in HDL in a
within-condition analysis29 and three publications reporting
an increase in HDL in within- and between-condition
analyses.32,35,45 Of four publications reporting significant
changes in HDL,29,32,35,45 only one reported significant weight
loss.32 Therefore, for lipids, out of 24 publications, with one
being a meta-analysis, fourteen reported on significant im-
provements in lipid profiles, with the majority also reporting
significant weight loss.
Twenty-three publications, including the meta-analysis,14


reported anthropometric characteristics.14,18,19,23,26,27,29,31,33,34,37-49


All 23 publications reported on WC,14,18,19,23,26,27,29,31,33,34,37-49


with 16 publications, including the meta-analysis,14


reporting within- or between-condition significant re-
ductions.14,18,19,23,29,33,34,37,39-43,46-48 Thirteen of these
publications, including the meta-analysis,14 also reported
within- or between-conditions significant weight
loss.14,18,19,33,34,39-43,46-48 Six publications, including the meta-
analysis,14 reported on WHR,14,31,46-49 with two publications
finding significant between-condition reductions in WHR
and weight loss.47,48 Consequently for anthropometrics, 16
out of 23 publications, one being a meta-analysis, showed
reductions in anthropometric characteristics, with the ma-
jority of these also reporting on significant weight loss.
For blood pressure, 20 publications reported on out-


comes,14,18,23,26,27,29,30,32,34,37-40,42,43,45-49 with seven14,18,26,29,32,39,46


and five14,26,29,39,40 publications reporting significant
within- or between-condition decreases in systolic and dia-
stolic blood pressure, respectively. The meta-analysis was one
of the publications that reported significant reductions in
both systolic and diastolic blood pressure.14 Seven publica-
tions, including the meta-analysis,14 that reported significant
decreases in blood pressure also reported significant within-
or between-condition weight loss.14,18,26,32,39,40,46


Only two publications reported renal outcomes.45,46


Seligman and colleagues45 found that urinary albumin
excretion rate was significantly lower in a healthy diet and
physical activity intervention compared with a control
intervention; however, weight loss was not significantly
different between the conditions. Straznicky and colleagues46


found no between-condition difference in albumin-to-
creatinine ratio when there was a significant between-
condition weight loss.
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Additional Published Research since Systematic
Reviews for the Prevention of T2DM Project Were
Conducted
To determine whether the results of the systematic reviews
for the Prevention of T2DM Project that are published on the
EAL are consistent with literature published after 2012,
additional systematic reviews were conducted using the
previously described procedures (ie, the same methods were
used for identifying studies, with author L.M. retrieving ar-
ticles to determine methodologic quality and outcomes of
interest; determining inclusion and exclusion criteria;
extracting data; and identifying outcomes of interest). One
study was identified that evaluated the influence of MNT,
with a weight loss focus, delivered by an RDN in individuals
with prediabetes, and a significant reduction in WC was re-
ported.50 For weight loss, 18 articles were identified,50-67


with 12 meeting the inclusion criteria for metabolic syn-
drome51-53,55-57,59-61,63,64,67and six meeting inclusion criteria
for prediabetes.50,54,58,62,65,66 These publications, except for
two that reported on the effects of intragastric balloon
treatment,55,61 reported on nonbariatric weight loss in-
terventions. Sixteen publications reported achieving signifi-
cant weight loss reductions.50,52-59,61-67 Eleven of the
identified studies reported significant improvements in gly-
cemic outcomes,52-54,56-59,61,64-66 nine studies found signifi-
cant improvements in lipid outcomes,51-53,56,57,59,61,62,64 and
nine studies reported significant improvements in anthro-
pometric outcomes.50,52,53,55,56,58,59,61,64 Six studies reported
a significant improvement in blood pressure.53,55-57,59,61 No
study reported renal outcomes.


DISCUSSION
Nutrition recommendations for prevention of T2DM have
been developed for the EAL, with 11 of the recommendations
established from systematic reviews. Two of the recom-
mendations, which focused on MNT and weight loss, received
the highest possible ratings for recommendations. Both sys-
tematic reviews indicated that the majority of studies in
which glycemic, WC, and/or blood pressure measures had
been taken found significant improvements in glycemic
outcomes (predominantly in FBG and 2-hour postprandial
glucose), WC, and blood pressure.14,15,17-24,26,27,29,32-34,36,37,
39-43,46-48 The systematic review for weight loss also found
that the majority of the studies that measured TG also re-
ported significant improvements in this mea-
sure.14,28,29,32,33,35,37,39-41,46-48 Because improvement in these
clinical parameters, especially for glycemic outcomes, is
believed to decrease risk for the development of T2DM, the
significant reductions found in the reviews should assist with
preventing T2DM.4,10 Improvement in these clinical param-
eters (ie, glycemic outcomes, WC, TG levels, and blood pres-
sure) also increases the likelihood the criteria for diagnosis
for prediabetes or metabolic syndrome will no longer be
met.4-6 Thus, the consistent finding from studies of higher
quality study design that MNT and weight loss improve these
clinical parameters provides strong evidence that these
nutrition approaches should be implemented to assist with
preventing the development of T2DM. The findings from the
systematic review on weight loss are also consistent with
2017 recommendations from the ADA on the prevention or
delay of T2DM.68
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The reviews also found that for both MNT and weight loss,
there was much less support that either of these nutrition
recommendations improve HDL or WHR. However, in case
these are the only clinical parameters that do not show
improvement from MNT or weight loss, as stated previously,
risk for developing T2DM should still be reduced because the
likelihood of meeting criteria for prediabetes or metabolic
syndrome has been lowered. Few studies measured renal
outcomes, albumin-to-creatinine ratio, and urinary albumin
excretion rate, so no conclusions can be drawn about the
influence of MNT or weight loss on these clinical parameters
in those with metabolic syndrome.
Although the focus of this article is to present the basis of


the systematic reviews for the MNT and weight loss recom-
mendations for the EAL Prevention of T2DM project, for this
article the reviews were updated and concisely summarized.
Findings indicate that since 2012, new investigations have
been published meeting the inclusion criteria, with these
investigations finding similar results as the initial systematic
reviews. These studies increase the quantity of investigations
demonstrating that MNT and weight loss improve clinical
parameters in individuals with prediabetes and metabolic
syndrome that should reduce the risk of developing diabetes.
It is important to note that the interventions that evaluated


the influence of MNT and weight loss on outcomes varied
tremendously in terms of use and type of dietary and physical
activity intervention, deliverer providing the intervention,
type and frequency of contact, and length of intervention.
Thus, conclusions about exactly what the MNT or weight loss
intervention should be to achieve the improvements in gly-
cemic, WC, TG, and blood pressure outcomes cannot be
drawn. The majority of the MNT dietary interventions
included in the review focused on weight loss, suggesting
that MNT may need to have a weight loss focus to be suc-
cessful for reducing the risk of developing T2DM.16,17,19-25


Furthermore, results of the systematic review for MNT also
suggest that greater frequency of contact improves out-
comes.18,23 To better understand how to optimize MNT out-
comes to improve the clinical parameters examined in the
systematic review, future research should examine the effect
of MNT that produces weight loss, MNT that does not pro-
duce weight loss, and frequency of contact during MNT on
clinical parameters. In addition, because few studies have
investigated how MNT influences metabolic syndrome, more
research is needed in this area. Finally, to better understand
the unique role of RDNs or international equivalents on
reducing the risk of developing T2DM, comparisons should
be made between similar interventions delivered by RDNs
and other health care providers on clinical outcomes.
For weight loss, although it was not a focus of the review,


given the current recommendations regarding adult weight
loss,69 it is anticipated that larger amounts of weight loss
would enhance improvements in clinical parameters, further
decreasing the risk of T2DM. What is known from other
evidence-based guidelines about weight loss is that there is
no specific diet, other than reducing energy intake, that is
recommended for weight loss, a comprehensive lifestyle
intervention (eg, diet, physical activity, and behavior coun-
seling) produces greater weight loss than a diet or physical
activity intervention alone, greater frequency of contact
when delivering a comprehensive lifestyle intervention may
assist with enhancing weight loss, and bariatric surgery
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produces greater long-term weight loss than comprehensive
lifestyle intervention.69 Furthermore, it is important to note
that bariatric surgery may have the potential to influence
clinical parameters using mechanisms that are not known at
this time that do not involve weight loss.
Strengths of the systematic reviews are including studies


that only have samples, or only reporting on samples, that
are at high risk for developing T2DM. In addition, only
study designs with higher quality ratings were included in
the review. The main weakness of the review was using
clinical parameters as outcomes, rather than incidence of
diabetes, and including studies with short interventions
(3 months). Limiting the studies in the reviews to only
those that measured incidence of diabetes or that were
interventions with longer time frames (ie, �12 months)
would have severely limited the number of studies
included in the reviews, reducing our ability to draw strong
conclusions.


CONCLUSIONS
Results of the systematic reviews for MNT and weight loss for
the prevention of T2DM provided strong evidence that these
nutrition recommendations will have an influence on clinical
parameters that reduce the risk of the development of T2DM.
RDNs working with high-risk populations, such as adults
with prediabetes and metabolic syndrome, are encouraged to
use these nutrition recommendations to engage in evidence-
based practice.
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A B S T R A C T


Background


The prevalence of disease-related malnutrition in Western European hospitals is estimated to be about 30%. There is no consensus
whether poor nutritional status causes poorer clinical outcome or if it is merely associated with it. The intention with all forms of
nutrition support is to increase uptake of essential nutrients and improve clinical outcome. Previous reviews have shown conflicting
results with regard to the effects of nutrition support.


Objectives


To assess the benefits and harms of nutrition support versus no intervention, treatment as usual, or placebo in hospitalised adults at
nutritional risk.


Search methods


We searched Cochrane Central Register of Controlled Trials (CENTRAL) in the Cochrane Library, MEDLINE (Ovid SP), Embase
(Ovid SP), LILACS (BIREME), and Science Citation Index Expanded (Web of Science). We also searched the World Health Organi-
zation International Clinical Trials Registry Platform (www.who.int/ictrp); ClinicalTrials.gov; Turning Research Into Practice (TRIP);
Google Scholar; and BIOSIS, as well as relevant bibliographies of review articles and personal files. All searches are current to February
2016.


Selection criteria


We include randomised clinical trials, irrespective of publication type, publication date, and language, comparing nutrition support
versus control in hospitalised adults at nutritional risk. We exclude trials assessing non-standard nutrition support.
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Data collection and analysis


We used standard methodological procedures expected by Cochrane and the Cochrane Hepato-Biliary Group. We used trial domains
to assess the risks of systematic error (bias). We conducted Trial Sequential Analyses to control for the risks of random errors. We
considered a P value of 0.025 or less as statistically significant. We used GRADE methodology. Our primary outcomes were all-cause
mortality, serious adverse events, and health-related quality of life.


Main results


We included 244 randomised clinical trials with 28,619 participants that met our inclusion criteria. We considered all trials to be at high
risk of bias. Two trials accounted for one-third of all included participants. The included participants were heterogenous with regard to
disease (20 different medical specialties). The experimental interventions were parenteral nutrition (86 trials); enteral nutrition (tube-
feeding) (80 trials); oral nutrition support (55 trials); mixed experimental intervention (12 trials); general nutrition support (9 trials);
and fortified food (2 trials). The control interventions were treatment as usual (122 trials); no intervention (107 trials); and placebo
(15 trials). In 204/244 trials, the intervention lasted three days or more.


We found no evidence of a difference between nutrition support and control for short-term mortality (end of intervention). The
absolute risk was 8.3% across the control groups compared with 7.8% (7.1% to 8.5%) in the intervention groups, based on the risk
ratio (RR) of 0.94 (95% confidence interval (CI) 0.86 to 1.03, P = 0.16, 21,758 participants, 114 trials, low quality of evidence). We
found no evidence of a difference between nutrition support and control for long-term mortality (maximum follow-up). The absolute
risk was 13.2% in the control group compared with 12.2% (11.6% to 13%) following nutritional interventions based on a RR of 0.93
(95% CI 0.88 to 0.99, P = 0.03, 23,170 participants, 127 trials, low quality of evidence). Trial Sequential Analysis showed we only
had enough information to assess a risk ratio reduction of approximately 10% or more. A risk ratio reduction of 10% or more could
be rejected.


We found no evidence of a difference between nutrition support and control for short-term serious adverse events. The absolute risk
was 9.9% in the control groups versus 9.2% (8.5% to 10%), with nutrition based on the RR of 0.93 (95% CI 0.86 to 1.01, P = 0.07,
22,087 participants, 123 trials, low quality of evidence). At long-term follow-up, the reduction in the risk of serious adverse events was
1.5%, from 15.2% in control groups to 13.8% (12.9% to 14.7%) following nutritional support (RR 0.91, 95% CI 0.85 to 0.97, P
= 0.004, 23,413 participants, 137 trials, low quality of evidence). However, the Trial Sequential Analysis showed we only had enough
information to assess a risk ratio reduction of approximately 10% or more. A risk ratio reduction of 10% or more could be rejected.


Trial Sequential Analysis of enteral nutrition alone showed that enteral nutrition might reduce serious adverse events at maximum
follow-up in people with different diseases. We could find no beneficial effect of oral nutrition support or parenteral nutrition support
on all-cause mortality and serious adverse events in any subgroup.


Only 16 trials assessed health-related quality of life. We performed a meta-analysis of two trials reporting EuroQoL utility score at long-
term follow-up and found very low quality of evidence for effects of nutritional support on quality of life (mean difference (MD) -
0.01, 95% CI -0.03 to 0.01; 3961 participants, two trials). Trial Sequential Analyses showed that we did not have enough information
to confirm or reject clinically relevant intervention effects on quality of life.


Nutrition support may increase weight at short-term follow-up (MD 1.32 kg, 95% CI 0.65 to 2.00, 5445 participants, 68 trials, very
low quality of evidence).


Authors’ conclusions


There is low-quality evidence for the effects of nutrition support on mortality and serious adverse events. Based on the results of our
review, it does not appear to lead to a risk ratio reduction of approximately 10% or more in either all-cause mortality or serious adverse
events at short-term and long-term follow-up.


There is very low-quality evidence for an increase in weight with nutrition support at the end of treatment in hospitalised adults
determined to be at nutritional risk. The effects of nutrition support on all remaining outcomes are unclear.


Despite the clinically heterogenous population and the high risk of bias of all included trials, our analyses showed limited signs of
statistical heterogeneity. Further trials may be warranted, assessing enteral nutrition (tube-feeding) for different patient groups. Future
trials ought to be conducted with low risks of systematic errors and low risks of random errors, and they also ought to assess health-
related quality of life.
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P L A I N L A N G U A G E S U M M A R Y


Feeding support in hospitalised adults at risk of undernourishment


Review question


We reviewed the benefits and harms of feeding support given to adults in hospital at risk of undernourishment based on different
methods, ranging from the formally-validated to ‘according to the opinion’ of the trial investigators.


Background


People who are malnourished when they are admitted to hospital might be at increased risk of death or are more likely to experience
a serous complication. Delivering feeding support might help them, although being malnourished may be associated with a severe
underlying disease. In this case, specific interventions aimed at improving their nutritional status would not help, as it would not be
the poor nutritional status in itself that caused the increased risk of death or of experiencing a serious harm.


Date of search


Feburary 2016.


Study characteristics


We included 244 trials, with 28,619 participants. The included trials assessed the effects of different kinds of nutrition support (i.e.
dietary advice, enriching regular food with extra protein and calories, protein shakes, feeding through a catheter directly into a vein or
through a tube directly into the stomach or gut). The nutrition support was provided to people in the trial who were ill with many
different types of diseases and undergoing different procedures. What they all had in common was that they were at risk by at least one
measure, including the trialists’ clinical opinion.


Key results


We found no evidence of a difference between nutrition support and control for risk of death. We found that 8.3% people died at
short-term follow-up in the control groups compared with 7.8% in those who had been given nutritional support (low quality of
evidence). At the longest point of follow-up 13.2% people in the control groups died compared with 12.2% in those who had been
given nutritional support (low quality of evidence). We found no evidence of a difference between nutrition support and control for
risk of a serious complications in the short term. People in the control groups had a serious complication rate of 9.9% at short-term
follow-up compared with 9.2% with nutrition (low quality of evidence). At long-term follow-up 15.2% of people in the control groups
had a serious complication compared with 13.8% in the nutrition groups (low quality of evidence). These results are based on just
over 21,000 participants. Nutrition may increase weight by about 1.32 kg compared with people in the control groups. The increase
in weight of 1.32 kg on average is of uncertain benefit. We could not reliably assess the effects on quality of life due to the variation
in the reporting of this information. When we looked at the different types of nutrition support, a secondary analysis suggested that
tube-feeding might be beneficial, reducing serious complications at maximum follow-up, but the strength of this finding is low.


Quality of the evidence


The evidence for our conclusions is of low quality for death and serious complications, and very low quality for weight. All trials had a
high risk of bias (i.e. the trials were all conducted in a way that may overestimate the benefits and underestimate the harms of nutrition
support). The results were consistent for death and serious complications, but there was a high level of variation in the effects on weight
across the studies.
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S U M M A R Y O F F I N D I N G S F O R T H E M A I N C O M P A R I S O N [Explanation]


Nutrit ion support versus no intervent ion, placebo, or treatment as usual in hospitalised adults at nutrit ional risk


Patient or population: hospitalised adults at nutrit ional risk


Setting: hospital


Intervention: nutrit ion support


Comparison: no intervent ion, placebo, or treatment as usual


Outcomes Anticipated absolute effects∗ (95% CI) Relative effect


(95% CI)


of participants


(studies)


Quality of the evidence


(GRADE)


Comments


Risk with no interven-


tion, placebo, or treat-


ment-as-usual


Risk with nutrition sup-


port


All-cause mortality


- at end of intervent ion Study populat ion RR 0.94


(0.86 to 1.03)


21,758


(114 RCTs)


⊕⊕©©


LOW 1
Trial Sequent ial Anal-


ysis of all nutrit ion


support trials shows


that the fut ility area


is reached. This leads


us to conclude that


the possible interven-


t ion ef fect, if any, is less


than 11%. Mult iple el-


igible treatments were


used in 9 trials generat-


ing a further 13 compar-


isons (= 127 studies)


83 per 1.000 78 per 1.000


(71 to 85)


- at maximum follow-up Study populat ion RR 0.93


(0.88 to 0.99)


23170


(127 RCTs)
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support trials shows
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us to conclude that
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any possible interven-


t ion ef fect, if any, is less


than 10%. Mult iple el-


igible treatments were


used in 10 trials gener-


at ing a further 14 com-


parisons (= 141 stud-


ies)


132 per 1.000 122 per 1.000


(116 to 130)


Serious adverse events


- at end of intervent ion Study populat ion RR 0.93


(0.86 to 1.01)


22,087


(123 RCTs)


⊕⊕©©


LOW 1
Trial Sequent ial Anal-


ysis of all nutrit ion


support trials shows


that the fut ility area


is reached. This leads


us to conclude that


any possible interven-


t ion ef fect, if any, is less


than 11%. Mult iple el-


igible treatments were


used in 10 trials gener-


at ing a further 14 com-


parisons (= 137 stud-


ies)


99 per 1.000 92 per 1.000


(85 to 100)


at maximum follow-up Study populat ion RR 0.91


(0.85 to 0.97)


23,413


(137 RCTs)


⊕⊕©©


LOW 1
Trial Sequent ial Anal-


ysis of all nutrit ion


support trials shows


that the fut ility area


is reached. This leads


us to conclude that


any possible interven-


t ion ef fect, if any, is less


than 10%. Mult iple el-


igible treatments were
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used in 11 trials gener-


at ing a further 15 com-


parisons (= 152 stud-


ies)
152 per 1.000 138 per 1.000


(129 to 147)


Health-related quality of lif e


-at end of intervent ion We found that nutrit ion support of any type for


part icipants at nutrit ional risk (def ined by our


inclusion criteria, including as def ined by the trial


invest igators) did not show any benef it or harm


with regard to quality of lif e at end of intervent ion


or at maximum follow-up. Few trials used sim ilar


quality-of -lif e quest ionnaires, and only data f rom


EuroQoL utility score and SF-36 could be used


in a meta-analysis. Whichever score was used,


we found no benef icial or harmful ef fects. While


most trials found no benef icial or harmful ef fect


of nutrit ion support , only a few trials found a


benef icial ef fect on specif ic parameters. All in-


cluded trials assessing health-related quality of


lif e were at high risk of bias


- (16 RCTs) -


at maximum follow-up (


(EuroQol) )


Control group mean


quality of lif e scores


were 0.486 and 0.175


Quality of lif e was on av-


erage 0.01 units lower


(0.03 lower to 0.01


higher)


- 3961


(2 RCTs)


⊕©©©


VERY LOW 2


Weight at the end of in-


tervent ion


Control group weight


ranged f rom 45.9 to 73.


03 kg


MD 1.32 kg higher


(0.65 higher to 2 higher)


- 5445


(68 RCTs)


⊕©©©


VERY LOW 3


* The risk in the intervention group (and its 95% conf idence interval) is based on the assumed risk in the comparison group and the relative effect of the intervent ion (and its


95% CI).


CI: Conf idence interval; RR: Risk rat io; M D: mean dif ference
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GRADE Working Group grades of evidence


High quality: We are very conf ident that the true ef fect lies close to that of the est imate of the ef fect


M oderate quality: We are moderately conf ident in the ef fect est imate: The true ef fect is likely to be close to the est imate of the ef fect, but there is a possibility that it is


substant ially dif f erent


Low quality: Our conf idence in the ef fect est imate is lim ited: The true ef fect may be substant ially dif f erent f rom the est imate of the ef fect


Very low quality: We have very lit t le conf idence in the ef fect est imate: The true ef fect is likely to be substant ially dif f erent f rom the est imate of ef fect


1Downgraded by 2 levels because of a very serious risk of bias.
2Downgraded by 4 levels because of a very serious risk of bias (2 levels), and serious inconsistency of the evidence (2 levels).
3Downgraded by 3 levels because of a very serious risk of bias and serious inconsistency.
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B A C K G R O U N D


Description of the condition


The prevalence of disease-related malnutrition in Western Euro-
pean hospitals is estimated to be about 30% (Norman 2008a). To
date, there is no consensus whether poor nutritional status causes
poorer clinical outcome or if it is merely associated with it. A poor
nutritional status might be a consequence of the underlying dis-
ease rather than a cause of poor clinical outcome.
The aetiology of malnutrition may be divided into three entities:
1. insufficient delivery of nutrients that may be due to low con-
sumption, low absorption of nutrients through the gastrointesti-
nal tract, failure to use the absorbed nutrients, or an increase in ex-
cretion of nutrients which may be termed starvation-related mal-
nutrition;
2. increased catabolism that may be due to an underlying chronic
disease or a consequent treatment which may be termed chronic
disease-related malnutrition;
3. acute disease or injury states with marked inflammatory re-
sponse (such as major infections, burn, and trauma) (Jensen 2010).
It may be that provision of nutrition support may benefit people
with starvation-related malnutrition and not benefit adults with
chronic disease-related malnutrition. The many adverse outcomes
associated with malnutrition include malfunctioning of the im-
mune system, impaired wound healing, muscle wasting, longer
lengths of hospital stay, higher treatment costs, and increased mor-
tality (Barker 2011).
Many screening tools, anthropometric measurements, biomark-
ers, and conditions have been proposed to identify people at nu-
tritional risk. Three of the main screening tools devised are the
Nutritional Risk Screening 2002 (NRS 2002) (Kondrup 2003),
the Malnutrition Universal Screening Tool (MUST) (Elia 2003),
and the Mini Nutritional Assessment (MNA) (Vellas 1999). The
Subjective Global Assessment (SGA) (Detsky 1987) is an assess-
ment tool that aims at predicting clinical outcome (Van Bokhorst
2014). The NRS, MUST, and MNA screening tools do not distin-
guish between being at risk of malnutrition and being malnour-
ished, whereas the SGA aims only at identifying people who are
malnourished. Although not entirely similar, the screening tools,
including the SGA, use many of the same questions and focus on
identifying ’people at nutritional risk’.
The screening tools look at two aspects of being at nutritional risk.
The first aspect is whether the person is currently malnourished,
and the second is whether the person might become malnourished
in the future. Body mass index (BMI), weight loss during the last
three or six months, and food intake during the last week are all
variables assessed when determining if a person is currently mal-
nourished. The assumption that a person might become malnour-
ished in the future is based on an association between certain con-
ditions and nutritional requirements. The mechanism of action
is thought to be a high rate of catabolism either directly associ-


ated with the condition or the consequent treatment leading to an
increased protein requirement. A low intake of food might con-
tribute. Examples of such conditions and interventions are open
major abdominal surgery (Morlion 1998); stroke (Chalela 2004);
severe infections, defined as sepsis with organ dysfunction (Shaw
1987); people in intensive care units with organ failure (Larsson
1990b); and sick elderly people (Hickson 2006; Norman 2008a).
In these conditions, the protein requirement to maintain nitrogen
balance, if possible at all, is approximately 1.2 g/kg a day or more.
Biomarkers and anthropometric measures have also been used to
define nutritional risk (Van Bokhorst 2014). The biomarkers in-
clude low levels of albumin, low levels of other plasma proteins,
and low lymphocyte counts (Van Bokhorst 2014). It is question-
able if the biomarkers are directly related to being at nutritional
risk (Van Bokhorst 2014). The anthropometric measures include,
in addition to body weight and height or BMI, triceps skinfold
and arm muscle circumference.


Description of the intervention


The intention with all forms of nutrition support is to increase
uptake of essential nutrients. The nutrition support can come in
many different forms.
The five main ways of administration may be classified as ’general
nutrition support’, ’fortified foods’, ’oral nutrition supplements’,
’enteral nutrition’, and ’parenteral nutrition’ (Lochs 2006). ’Gen-
eral nutrition support’ aims at increasing normal food consump-
tion. It includes, but is not limited to, dietary counselling and
usually involves an estimation of the person’s requirements and
guidance of the person as to which food items might be suitable.
’Fortified foods’ are normal food enriched with specific nutrients,
in particular with energy and proteins with or without additional
vitamins, minerals, and trace elements (Lochs 2006). ’Oral nutri-
tion supplements’ are supplementary oral intake of food for spe-
cial medical purposes in addition to the normal food, but may
replace normal oral intake entirely. Oral nutrition supplements are
usually liquid, but they are also available in other forms such as
powder, dessert-style, or bars (Lochs 2006). ’Enteral nutrition’ is
the infusion of a standard liquid formulation through a tube into
either the stomach or the small intestine. ’Parenteral nutrition’ is
intravenous fluids containing both a source of nitrogen and a non-
protein calorie source as well as all essential nutrients.
One special type of nutrition support is immuno-nutrition which
contains nutrients believed to possess specific properties (e.g.
immune-modulating). Examples of such nutrients are enhanced
amounts of glutamine, arginine, fish oil, and branched chain
amino acids-enriched formulas (Calder 2003; Tan 2014).


How the intervention might work
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Being nutritionally at risk consists of two complex components
(see Description of the condition). The result is that the cells and
organs of the body are thought to function sub-optimally. The
main focus of nutrition support is to provide essential nutrients in
order to preserve or restore normal functions of a variety of cells and
organs, which might improve clinical outcomes (i.e. fewer com-
plications, fewer infections, earlier mobilisation), and improved
quality of life (Stratton 2003).


Why it is important to do this review


The prevalence of disease-related malnutrition in hospitals is con-
siderable. A substantial disease burden and healthcare cost can be
alleviated by nutrition support if it is effective and, reciprocally, a
considerable cost and a number of complications associated with
nutrition support may occur if it is ineffective or even harmful.
One meta-analysis from 2003 analysing randomised clinical tri-
als of enteral nutrition (tube-feeding or oral supplements) found
a 50% reduction in complications when trials including diverse
participant groups were aggregated in a single analysis (Stratton
2003). However, this analysis did not assess the risks of bias in the
included trials. One systematic review assessing the effect of enteral
or oral nutrition support versus untreated controls assessed risk of
bias in the included trials in terms of allocation concealment and
blinding (Koretz 2007). However, this review did not assess in-
complete outcome data, selective outcome reporting, or for-profit
bias (Chan 2004; Higgins 2011; Lundh 2017). In spite of these
caveats, this systematic review showed that oral nutrition support
did not seem to benefit any subgroup of people except geriatric par-
ticipants (Koretz 2007). There was no aggregated analysis of all the
trials (Higgins 2011). Another meta-analysis looked at adults hav-
ing abdominal surgery (Stratton 2007). Despite the fact that both
Koretz 2007 and Stratton 2007 included people having abdom-
inal surgery they reached opposing conclusions. The first meta-
analysis showed no benefit of enteral nutrition in people having
abdominal surgery for total complications nor for mortality. The
second meta-analysis showed benefit of both oral and enteral nu-
trition support. Yet another systematic review assessed the effects
of parenteral nutrition support versus no nutrient intake (Koretz
2001). This review concluded that there were not enough data to
assess whether parenteral nutrition had any effect in people being
either severely malnourished or with a high rate of catabolism (i.e.
in people at nutritional risk). The overall results showed no signif-
icant beneficial effect of parenteral nutrition, except in a subgroup
assessing preoperative participants (Koretz 2001). One more re-
cent systematic review and meta-analysis looking at enteral nutri-
tion for people in intensive care units concluded that only trials
with a high risk of bias showed reduced mortality (Koretz 2014).
A meta-analysis including malnourished medical inpatients found
no effect on clinical outcomes such as mortality or infection, but
found that nutrition support increased weight (Bally 2016).


Nutrition support might have beneficial effects in adults at risk of
malnutrition, but previous meta-analyses have shown conflicting
results (Stratton 2003; Koretz 2007; Stratton 2007; Koretz 2014;
Bally 2016) and they have not exclusively included participants
with an indication for nutrition support (Koretz 2007). No prior
systematic review has been conducted that fully takes into account
the risk of systematic errors due to bias, the risks of design errors,
and risks of random errors (’play of chance’) (Keus 2010; Garattini
2016). We chose to focus on hospitalised adults with malnutrition
or at risk of malnutrition because this population seemed to have
the largest potential to benefit from nutrition support.


O B J E C T I V E S


To assess the benefits and harms of nutrition support versus no
intervention, treatment as usual, or placebo in hospitalised adults
at nutritional risk.


M E T H O D S


Criteria for considering studies for this review


Types of studies


We included all randomised clinical trials, irrespective of publi-
cation type, publication status, publication date, and language.
We excluded cluster-randomised and quasi-randomised studies.
In line with our protocol, we plan to assess observational data of
harms in a separate review.


Types of participants


Adult participants, defined as people of 18 or more years of age,
hospitalised at the beginning of the intervention period, and ful-
filling one or more of the following inclusion criteria and none of
the exclusion criteria:


Inclusion criteria


• Participants characterised as at nutritional risk according to
the NRS 2002, MUST, MNA, or SGA criteria (see Background).


• Participants characterised as at least moderately at risk of
malnutrition according to the screening tool NRS 2002 (i.e.
BMI less than 20.5 kg/m2, weight loss of at least 5% during the
last three months, weight loss of at least 10% during the last six
months, or insufficient food intake during the last week (50% of
requirement or less) (Kondrup 2003)).


• Participants theoretically known to be at nutritional risk
either due to increased nutritional requirements or decreased
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food intake. We accepted the following conditions and
procedures: major surgery such as open abdominal (liver,
pancreas, gastro-oesophageal, small intestine, colorectal) surgery;
stroke; adults in intensive care units; adults with severe
infections, and frail elderly people (defined by trialists) with
pulmonary disease, oncology, or minor surgery (e.g. hip fracture)
(Shaw 1987; Larsson 1990b; Morlion 1998; Chalela 2004;
Norman 2008a).


• Participants characterised as nutritionally at risk due to
surrogate biomarkers such as low levels of albumin, low levels of
other plasma proteins, or low lymphocyte counts or
anthropometric markers (BMI, triceps skinfold, arm muscle
circumference).


• Participants characterised by the trialists as malnourished,
undernourished, at nutritional risk, or similar terms, using a
classification not mentioned above.


• Participants characterised by the trialists as malnourished,
undernourished, at nutritional risk, or similar terms, without
specifying how this classification was made.


Exclusion criteria


• Children or adolescents.
• Pregnant or lactating women.
• People receiving dialysis.


Traditionally, trials with participants below 18 years old, pregnant
and lactating women, and participants receiving dialysis are in-
vestigated in separate reviews. We therefore did not include trials
with such participants in this systematic review. If trials contained
a mix of participants planned by our protocol to be excluded and
included, we contacted authors for specific data for the partici-
pants we planned to include. We excluded trials when we did not
receive data on the relevant trial participants, noting the reason
for our exclusion.


Types of interventions


Nutrition support (experimental group)


We accepted any intervention that the trialists defined as nutrition
support or similar terms. As mentioned in the Description of the
intervention (Background), nutrition support may include gen-
eral nutrition support, fortified foods, oral supplements, enteral
nutrition, and parenteral nutrition.
We did not include the following interventions: immuno-nutri-
tion, elemental diets, glutamine only as the primary intervention,
micronutrients only, or similar non-standard nutrition support
interventions (i.e. modified in a way intended to provide other
properties than the purely nutritional).


Control group


We defined ’no intervention’, placebo, or ’treatment as usual’ as
control interventions. We classified the control intervention as ’no
intervention’ if the control group received no intervention other
than a co-intervention, planned to be delivered similarly to both
the experimental and control groups. ’Treatment as usual’ referred
to any type of non-specific supportive intervention such as ’treat-
ment as usual’, ’standard care’, or ’clinical management’ as control
interventions (Jakobsen 2011). We did not accept enteral nutri-
tion and parenteral nutrition (unless the parenteral nutrition was
standard fluids 5% to 10% glucose/dextrose) as control interven-
tions.


Co-interventions


We allowed co-interventions, but only if a co-intervention was
intended to be delivered similarly to both the experimental group
and the control group (Jakobsen 2013).


Types of outcome measures


Primary outcomes


• All-cause mortality.
• Serious adverse events. We used the International


Conference on Harmonisation (ICH) Guidelines for Good
Clinical Practice’s definition of a serious adverse event
(ICH-GCP 1997), that is, any untoward medical occurrence that
results in death, is life-threatening, requires hospitalisation or
prolongation of existing hospitalisation, or results in persistent or
significant disability or incapacity, or is a congenital anomaly or
birth defect. In contrast to the term ’adverse reaction’, the serious
adverse events do not have to be related to the intervention.


• Health-related quality of life measured on any validated
scale, such as the 36-item Short Form (SF-36) (Ware 1992)
(continuous outcome).


Secondary outcomes


• Time to death (survival data).
• Morbidity (as defined by the trialists) (dichotomous


outcome). If trial investigators did not use the term ’morbidity’,
we did not include these data within our analysis outcome.


• BMI (continuous outcome).
• Weight (continuous outcome).
• Hand-grip strength (continuous outcome).
• Six-minute walking distance (continuous outcome).


We estimated all continuous and dichotomous outcomes at two
time points: at the end of the trial intervention period as defined
by the trialists (the most important outcome measure time point
in this review) and at maximum follow-up.
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Search methods for identification of studies


Electronic searches


We searched Cochrane Central Register of Controlled Trials
(CENTRAL) in the Cochrane Library, MEDLINE (Ovid SP),
Embase (Ovid SP), LILACS (BIREME), BIOSIS (Web of Science)
and Science Citation Index Expanded (Web of Science) (Royle
2003), from conception till February 2016, in order to identify
relevant trials. The search strategies with the time spans of the
searches are given in Appendix 1. We also searched the World
Health Organization International Clinical Trials Registry Plat-
form (www.who.int/ictrp); clinicaltrials.gov; Turning Research
Into Practice (TRIP); and Google Scholar.


Searching other resources


We identified and included where relevant the bibliographies of
review articles and identified trials by searching personal files. We
also looked through conference proceedings from the American
Society for Parenteral and Enteral Nutrition and the European So-
ciety for Parenteral and Enteral Nutrition meetings. We also con-
tacted pharmaceutical companies (Abbott Nutrition, Nutricia Re-
search, Fresenius Kabi, Bioscrip, Novartis, Nestlé, GlaxoSmithK-
line plc, Bristol-Meyer-Squibb, Ross Laboratories, ThriveRx, and
New England Life Care) as well as national nutrition industry col-
laborations (please see Appendix 2).


Data collection and analysis


We performed the review following the Cochrane Handbook for Sys-
tematic Reviews of Interventions (Higgins 2011) and the Cochrane
Hepato-Biliary Group Module (Gluud 2016). We performed the
analyses using Review Manager 5 (RevMan 2014), STATA 13
(Stata 2013), and Trial Sequential Analysis (Thorlund 2011; TSA
2011).


Selection of studies


We divided the work of evaluating the identified trials among 16
review authors. Two independent review authors evaluated each
trial. If one identified the trial as relevant but the other did not, the
two review authors discussed the reasoning behind their decision.
If they still disagreed, a third review author (JCJ) resolved the issue.


Data extraction and management


Two review authors independently extracted and validated data
using data extraction forms that were designed for the purpose.
The two review authors discussed any disagreement concerning
the extracted data. If they still disagreed, a third review author
(JCJ) resolved the issue. In case of relevant data not being available,


we attempted to contact the trial authors. All articles were data-
extracted by review authors who spoke the language fluently.


Assessment of risk of bias in included studies


Because of the risk of overestimation of beneficial intervention
effects in randomised clinical trials with unclear or inadequate
methodological quality (Schulz 1995; Moher 1998; Sutton 2000;
Kjaergard 2001; Gluud 2006; Wood 2008; Hrobjartsson 2012;
Lundh 2017; Savovi 2012a; Savovi 2012b; Hrobjartsson 2013;
Hrobjartsson 2014a; Hrobjartsson 2014b), two review authors in-
dependently assessed the risks of bias for each trial and outcome.
We used the following domains: allocation sequence generation,
allocation concealment, blinding, incomplete outcome data, se-
lective outcome reporting, industry bias, and other apparent biases
(Higgins 2011; Gluud 2015), using the following definitions:


Allocation sequence generation


• Low risk of bias: sequence generation was achieved using
computer random-number generation or a random-number
table. Drawing lots, tossing a coin, shuffling cards, and throwing
dice were adequate if performed by an independent person not
otherwise involved in the trial.


• Unclear risk of bias: the method of sequence generation was
not specified.


• High risk of bias: the sequence generation method was not
random or only quasi-randomised. We will only use these studies
for the assessments of harms and not for benefits.


Allocation concealment


• Low risk of bias: the participant allocations could not have
been foreseen in advance of, or during, enrolment. Allocation
was controlled by a central and independent randomisation unit,
on-site locked computer, identical-looking numbered sealed
opaque envelopes, drug bottles or containers prepared by an
independent pharmacist or investigator. The allocation sequence
was unknown to the investigators.


• Unclear risk of bias: the method used to conceal the
allocation was not described so that intervention allocations may
have been foreseen in advance of or during enrolment.


• High risk of bias: the allocation sequence was likely to be
known to the investigators who assigned the participants. We
will only use these studies for the assessments of harms and not
for benefits.


Blinding of participants and treatment providers


• Low risk of bias: it was mentioned that both participants
and personnel providing the interventions were blinded and this
was described.


• Uncertain risk of bias: it was not mentioned if the trial was
blinded, or the extent of blinding was insufficiently described.
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• High risk of bias: no blinding or incomplete blinding was
performed.


Blinding of outcome assessment


• Low risk of bias: it was mentioned that outcome assessors
were blinded and this was described.


• Uncertain risk of bias: it was not mentioned if the trial was
blinded, or the extent of blinding was insufficiently described.


• High risk of bias: no blinding or incomplete blinding was
performed.


Incomplete outcome data


• Low risk of bias: missing data were unlikely to make
treatment effects depart from plausible values. This could either
be that there were no dropouts or withdrawals for all outcomes,
or the numbers and reasons for the withdrawals and dropouts for
all outcomes were clearly stated, could be described as being
similar in both groups, and the trial handled missing data
appropriately in an intention-to-treat analysis using proper
methods (e.g. multiple imputations)*. Generally, we judged the
trial to be at a low risk of bias due to incomplete outcome data if
dropouts are less than 5%. However, the 5% cut-off is not
definitive.


• Unclear risk of bias: there was insufficient information to
assess whether missing data were likely to introduce bias into the
results.


• High risk of bias: the results were likely to be biased due to
missing data, either because the pattern of dropouts could be
described as being different in the two intervention groups or the
trial used improper methods to deal with the missing data (e.g.
last observation carried forward).


* “Multiple imputation is a general approach to the problem of
missing data. It aims to allow for the uncertainty about the miss-
ing data by creating several different plausible imputed data sets
and appropriately combining results obtained from each of them.
The first stage is to create multiple copies of the data set, with
the missing values replaced by imputed values. These are sampled
from their predictive distribution based on the observed data -
thus multiple imputation is based on a Bayesian approach. The
imputation procedure must fully account for all uncertainty in
predicting the missing values by injecting appropriate variability
into the multiple imputed values. The second stage is to use stan-
dard statistical methods to fit the model of interest to each of the
imputed data sets. The estimated associations from the imputed
data sets will differ and are only useful when a mean is used to
give overall estimated associations. Valid inferences are obtained
because we obtain a mean over the distribution of the missing data
given the observed data” (Sterne 2009).


Selective outcome reporting


• Low risk of bias: a protocol was published before or at the
start of the trial, and the outcomes set out in the protocol were
reported. If there is no protocol or the protocol was published
after the trial had begun, reporting of all-cause mortality and
serious adverse events gives the trial a grade of low risk of bias.


• Unclear risk of bias: no protocol was published and the
outcomes all-cause mortality and serious adverse events were not
reported.


• High risk of bias: the outcomes in the protocol were not
reported.


For-profit bias


• Low risk of bias: the trial appeared to be free of industry
sponsorship or other type of for-profit support that may lead to
manipulation of the trial design, conduct, or results.


• Unclear risk of bias: it was unclear whether the trial was free
of for-profit bias as no information on clinical trial support or
sponsorship was provided.


• High risk of bias: the trial was sponsored by industry or
received other type of for-profit support.


Other bias


• Low risk of bias: the trial appeared to be free of other bias
domains (e.g. academic) that could put it at risk of bias.


• Unclear risk of bias: the trial may or may not have been free
of other domains that could put it at risk of bias.


• High risk of bias: there were other factors in the trial that
could put it at risk of bias (e.g. authors have conducted trials on
the same topic).


Overall risk of bias


We judged trials to be at a low risk of bias if we rated them at a
low risk of bias in all the above domains. We judged trials to be at
a high risk of bias if we assessed them as having an unclear risk of
bias or a high risk of bias in one or more of the above domains.
We assessed the domains ’blinding of outcome assessment’ and
’incomplete outcome data’ for each outcome. Thus, we were able
to assess the bias risk for each outcome in addition to each trial.
We planned to consider outcome analysis of trials at low risk of bias
as our primary analyses on which to base our review conclusions;
however, we found no trials at low overall risk of bias.


Measures of treatment effect


Dichotomous outcomes


We calculated risk ratios (RRs) with 95% confidence intervals (CI)
for dichotomous outcomes. We, however, considered 97.5% CI
as the significance level for our primary outcomes, but this is not
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possible using the review manager software, see Data synthesis for
details.


Continuous outcomes


We included both follow-up values and change values in the analy-
ses. We used follow-up values in our analyses if both were reported.
We calculated the mean difference (MD) and the standardised
mean difference (SMD) with CI for continuous outcomes.


Survival data


We planned to analyse survival data using estimates of log hazard
ratios and standard errors; however, no trials reported data suitable
for survival analysis. We planned to calculate the log hazard ratios
and standard error from any Kaplan-Meier graph if possible (
Higgins 2011). We intended to use the generic inverse-variance
method to meta-analyse survival data in Review Manager 5.


Unit of analysis issues


Where multiple trial arms were reported in a single trial, we only
included the relevant arms. If two comparisons (e.g. parenteral
nutrition and enteral nutrition versus standard care) were included
in the same trial, we halved the control group to avoid double-
counting.
We included trials with a factorial design. In case of, e.g. a 2 X 2
factorially-designed trial, we considered the two groups receiving
nutrition support as experimental groups and the two groups re-
ceiving no nutrition support as control groups.


Dealing with missing data


Dichotomous outcomes


If the trialists used proper methodology (e.g. multiple imputation)
to deal with missing data and we judged the dropouts in the groups
to be equal, we conducted our primary analysis using these data.
We only imputed data for outcomes in our sensitivity analyses.


Continuous outcomes


If trialists used proper methodology (e.g. multiple imputation) to
deal with missing data and we judged the dropouts in the groups to
be equal, we conducted our primary analysis using these data. We
used follow-up values for all continuous outcomes. If only change
values were reported, we analysed the results together with follow-
up values (Higgins 2011). If standard deviations (SDs) were not
reported, we calculated the SDs using data from the trial whenever
possible. We only used imputed data in our sensitivity analyses.


Sensitivity analysis


To assess the potential impact of missing dichotomous outcomes
data, we performed the following two sensitivity analyses (also see
Effects of interventions):


• ’Best-worst-case’ scenario: we assumed that all participants
lost to follow-up in the experimental group survived and had no
serious adverse event; and all those participants with missing
outcomes in the control group did not survive and had a serious
adverse event;


• ’Worst-best-case’ scenario: we assumed that all participants
lost to follow-up in the experimental group did not survive and
had a serious adverse event; and that all those participants lost to
follow-up in the control group survived and had no serious
adverse event.


We present results from both scenarios in our review.
To assess the potential impact of missing SDs for continuous out-
comes, we performed the following sensitivity analysis (also see
Effects of interventions):


• Where SDs were missing and it was not possible to
calculate them, we planned to impute SDs from trials with
similar populations and low risk of bias. If we found no trials at
low risk of bias, we imputed SDs from trials with a similar
population. As the final option, we imputed SDs from all trials.


Assessment of heterogeneity


We assessed the presence of statistical heterogeneity using the Chi
2 test with significance set at P value < 0.10 and measured the
quantities of heterogeneity using the I2 statistic (Higgins 2002;
Higgins 2003). We also produced a forest plot to illustrate any
heterogeneity visually.


Assessment of reporting biases


We used a funnel plot to assess reporting bias if 10 or more trials
were included in the analysis. Using the asymmetry of the funnel
plot, we assessed the risk of bias. For dichotomous outcomes, we
used Harbord’s test (Harbord 2006) using STATA. For continuous
outcomes, we planned to use the regression asymmetry test (Egger
1997) and the adjusted rank correlation (Begg 1994) using STATA
(Stata 2013).


Data synthesis


We based our primary conclusions on the results of the primary
outcomes with a low risk of bias at the end of intervention. As
there are currently no such trials, we considered the results of
our primary outcomes with high risk of bias, results of secondary
outcomes, results of outcomes at maximum follow-up, sensitivity
analyses, and subgroup analyses as hypothesis-generating analyses
(Jakobsen 2014).
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Meta-analysis


We undertook this meta-analysis according to the recommenda-
tions stated in the Cochrane Handbook for Systematic Reviews of
Interventions (Higgins 2011) and the Cochrane Hepato-Biliary
Group web site (hbg.cochrane.org). We used the statistical soft-
ware Review Manager 5 provided by Cochrane to analyse data
(RevMan 2014).
Where data were only available from one trial, we used Fisher’s
exact test for dichotomous data (Fisher 1922) and Student’s t-test
for continuous data (Student 1908).


Assessment of significance


We assessed our intervention effects with both random-effects
model meta-analyses (DerSimonian 1986) and fixed-effect model
meta-analyses (DeMets 1987). We used the more conservative
point estimate of the two (Jakobsen 2014). We considered as ’the
more conservative point estimate’, the estimate closest to zero ef-
fect (Jakobsen 2014). If the two estimates were equal, we used
the estimate with the widest CI (Jakobsen 2014). We used three
primary outcomes, and therefore considered a P value of 0.025 or
less as statistically significant (Jakobsen 2014). We used the eight-
step procedure to assess whether the thresholds for significance
were crossed (Jakobsen 2014).
Secondary outcomes were not adjusted, as we viewed these as
hypothesis-generating.


Trial Sequential Analysis


Traditional meta-analysis runs the risk of random errors due to
sparse data and repetitive testing of accumulating data when up-
dating reviews. Therefore, we performed Trial Sequential Analyses
on the primary outcomes in order to calculate the required infor-
mation size and the breach of the cumulative Z-curve of the rel-
evant trial sequential monitoring boundaries (www.ctu.dk/tsa/);
(TSA 2011; Thorlund 2011; Brok 2008; Wetterslev 2008; Brok
2009; Thorlund 2009; Wetterslev 2009; Thorlund 2010). Hereby,
we wished to control the risks of type I errors and type II errors
(Thorlund 2011).
For dichotomous outcomes, we estimated the required informa-
tion size based on the proportion of participants with an event in
the control group, a risk ratio reduction of 20%, an alpha of 2.5%
because of three primary outcomes (Jakobsen 2014), a beta of 20%
(power of 80%), and the diversity calculated from the included
trials in the meta-analysis. A 20% risk ratio reduction would yield
a number needed to treat of 50 people at nutritional risk if the
mortality in the control group is about 10%. As we could reject a
risk ratio reduction of 20% we also performed a post-hoc TSA for a
risk ratio reduction of 10%, to see how small a risk ratio reduction
we could reject (see also Effects of interventions). For continuous
outcomes, we planned to estimate the required information size,
based on the SD observed in the control group of trials at low risk
of bias and a minimal relevant difference of 50% of this SD, an


alpha of 2.5%, a beta of 20%, and the diversity suggested by the
trials in the meta-analysis.
Zero events were handled in all Trial Sequential Analyses by re-
placing any zeros with a value of 0.001.


Bayes factor


Bayes factor is the ratio between the probability of the meta-anal-
ysis result, given the null hypothesis (H0) is true, divided by the
probability of the meta-analysis result, given the alternative hy-
pothesis (HA) is true (Jakobsen 2014). We calculated Bayes factor
using the Excel sheet provided at the website of the Copenhagen
Trial Unit (ctu.dk/tools-and-links/bayes-factor-calculation.aspx).
We calculated Bayes factor using an anticipated risk ratio of 80%.
A further explanation of Bayes factor is given in Jakobsen 2014.


Subgroup analysis and investigation of heterogeneity


Below, we list our very large number of preplanned subgroup anal-
yses. Such a large number creates risks for type I errors. Accord-
ingly, we interpreted our subgroup findings conservatively (see
’Data synthesis’ for details). We tested for subgroup differences
using the formal test for subgroup differences in Review Manager
5 (Borenstein 2009; RevMan 2014).


• Outcomes at a low risk of bias compared with outcomes at
a high risk of bias.


• Comparison of trials assessing the effects of the following
interventions:


◦ general nutrition support;
◦ fortified foods;
◦ oral nutrition support;
◦ enteral nutrition;
◦ parenteral nutrition.


• Comparison of trials assessing the effects of nutrition
support in the following medical specialties:


◦ cardiology;
◦ medical gastroenterology and hepatology;
◦ geriatrics;
◦ pulmonary disease;
◦ endocrinology;
◦ infectious diseases;
◦ rheumatology;
◦ haematology;
◦ nephrology;
◦ gastro-enterological surgery;
◦ trauma surgery;
◦ orthopaedics;
◦ plastic, reconstructive, and aesthetic surgery;
◦ vascular surgery;
◦ transplant surgery;
◦ urology;
◦ thoracic surgery;
◦ neurological surgery;
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◦ oro-maxillo-facial surgery;
◦ anaesthesiology;
◦ emergency medicine (for intensive care unit (ICU)


participants, see subgroup conditions known to increase
nutritional demands);


◦ psychiatry;
◦ neurology;
◦ oncology;
◦ dermatology;
◦ gynaecology;
◦ mixed.


• Comparison of trials where the experimental and control
groups received the following (see definitions of ’adequate’ and
’inadequate’ in the paragraphs below):


◦ trials where the experimental group received clearly
adequate nutrition and the control group received clearly
inadequate nutrition;


◦ trials where the experimental group did not receive an
inadequate amount of nutrition or the control group received an
adequate amount of nutrition, or both;


◦ trials where the experimental group was overfed;
◦ trials where the calorie and protein intake in the


experimental and the control groups could not be obtained from
the publications or the study authors.


We defined ’adequate intake’ in experimental groups to be 80% to
140% of estimated energy expenditure (i.e. adequate range then
is 20 to 35 kcal/kg a day in bedridden participants (including
participants in intensive care units)).
We defined ’inadequate intake’ as less than 80% of the resting
energy expenditure (i.e. inadequate intake is less than 20 kcal/kg
a day in bedridden participants).
We defined ’overfeeding’ as intakes greater than 35 kcal/kg a day
except in trials where participants have a known extraordinary
energy requirement (e.g. participants with a temperature of 40
°C, participants with extensive burns, participants with unusually
high physical activity, etc.).
The resting energy expenditure could either have been given in
the trial or calculated by us, using the Harris-Benedict equation,
based on data in the randomised clinical trial (height, weight, age,
sex) (Harris 1918).


• Comparison of trials where the participants were
characterised as ’at nutritional risk’ by the following screening
tools:


◦ NRS 2002;
◦ MUST;
◦ MNA;
◦ SGA;
◦ participants characterised as ’at nutritional risk’ by


other means.
• Comparison of trials where the participants were


characterised as ’at nutritional risk’ due to the following
conditions:


◦ major surgery such as open abdominal (liver, pancreas,
gastro-oesophageal, small intestine, colorectal) surgery;


◦ stroke;
◦ people in intensive care units including trauma;
◦ people with severe infections;
◦ frail elderly people (aged 65 years or over, as mean age


of participants) with less severe conditions that were known to
increase protein requirements moderately;


◦ participants who do not fall into one of the above
categories.


• Comparison of trials where the participants were
characterised as ’at nutritional risk’ due to the following criteria:


◦ BMI less than 20.5 kg/m2;
◦ weight loss of at least 5% during the last three months;
◦ weight loss of at least 10% during the last six months;
◦ insufficient food intake during the last week (50% of


requirement or less);
◦ participants characterised as ’at nutritional risk’ by


other means.
• Comparison of trials where the participants were


characterised as ’at nutritional risk’ due to biomarkers or
anthropometric measures:


◦ biomarkers;
◦ anthropometric measures;
◦ participants characterised as ’at nutritional risk’ by


other means.
• Comparison of trials published in the following time


periods (using the date when randomisation began if this was
reported):


◦ before 1960;
◦ 1960 to 1979;
◦ 1980 to 1999;
◦ after 1999.


• Comparison of trials where the interventions lasted fewer
than three days compared to trials where the interventions lasted
three days or more.


’Summary of findings’ table


We used the GRADE system (Guyatt 2008) to assess the quality of
the body of evidence associated with each of the major outcomes
in our review. GRADE may show the extent to which one can
be confident that an estimate of effect or association reflects the
outcome assessed in a systematic review. The quality measure of
a body of evidence considers within-study risk of bias, indirect-
ness of evidence, heterogeneity of data, imprecision of effect esti-
mates, and risk of publication bias. We assessed the precision of
the effect estimates according to Jakobsen 2014. We constructed
a ’Summary of findings’ table (tech.cochrane.org/revman/other-
resources/gradepro/download) presenting the analysis results of
the following outcomes: all-cause mortality, serious adverse events,
quality of life, and weight .
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R E S U L T S


Description of studies


Results of the search


We identified 126,594 potentially relevant references through
searching the Cochrane Central Register of Controlled Trials
(CENTRAL) (n = 39,150), MEDLINE (n = 36,321), Embase (n
= 17,201), LILACS (n = 547), BIOSIS (n = 8,197), and Science
Citation Index Expanded (n = 25,178). We also found 20 trials by


searching Google Scholar, clinicaltrials.gov, and references identi-
fied in previous meta-analyses. We excluded 39,492 reference du-
plicates. Accordingly, we screened 87,122 records, and excluded
86,36 references based on titles and abstracts. We assessed 786 full-
text articles for eligibility. Of these, we excluded 447 references
according to our inclusion and exclusion criteria. We could not
find 33 publications, most of which were conducted in China, and
it was not possible to access them. We list reasons for exclusion in
the table ’Characteristics of excluded studies’. This resulted in 306
publications reporting results of 252 trials that could be included.
Eight of these trials are ongoing. Accordingly, we have included
244 trials in our analyses. Figure 1 represents the study flow.
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Figure 1. Study flow diagram.
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Included studies


We included 306 references for 252 trials, of which eight are
ongoing. The trials were conducted all over the world, with 49
from China, 39 from the USA, 31 from the UK, 10 from Ger-
many, nine from Sweden, eight from Australia, seven each from
Italy, Spain, Netherlands and Canada, six each from Denmark,
France and India, four from Switzerland, three each from Bel-
gium, Croatia, Japan and Turkey, two each from Norway, Taiwan,
Hong Kong, South Korea, Ireland, Latvia and Thailand, and one
each from New Zealand, Poland, Portugal, Iran, Finland, Greece,
Wales, Israel, Russia, Uruguay and Chile. Eleven trials did not re-
port the trial location. For further details on included trials, see
’Characteristics of included studies’.
Participants


The 244 trials randomised 28,619 participants. The number of
participants in each trial ranged from eight to 4640. Two trials
accounted for one-third of all included participants (Dennis 2005;
Casaer 2011). The mean age was 64.2 years in the 184 trials report-
ing mean age. The mean proportion of women was 43.6% in the
173 trials reporting sex. We included participants from 20 medi-
cal specialties: emergency medicine (n = 12); endocrinology (n =
1); gastro-enterological surgery (n = 99); medical gastroenterology
and hepatology (n = 19); general surgery (n = 2); geriatrics (n =
16); gynaecology (n = 1); infectious disease (n = 2); nephrology
(n = 1); neurology (n = 10); neurological surgery (n = 1); oncol-
ogy (n = 20); oro-maxillo-facial surgery (n = 2); orthopaedics (n =
14); pulmonary disease (n = 9); thoracic surgery (n = 4); trauma
surgery (n = 11); transplant surgery (n = 4); vascular surgery (n =
4); haematology (n = 1); and mixed medical specialties (n = 11)
(Table 1).
Experimental interventions


We included 86 trials where the experimental group received par-
enteral nutrition, 80 trials with enteral nutrition, 55 with oral nu-
trition support, 12 with a mixed experimental intervention(e.g.
oral nutrition and parenteral nutrition were given together), nine
trials with general nutrition support, and two trials with fortified
food. Two hundred and three trials had an intervention that lasted
three days or more and 25 trials had an intervention that lasted
two days or less. The duration of the intervention was unknown in
16 trials. Most intervention periods were until hospital discharge,
but in the 79 trials reporting a specific intervention length, the
mean in-hospital intervention length was 10.4 days (range 1 to 32
days).
Table 1 gives a list of the experimental interventions according to


medical specialty.
Control interventions


We include 122 trials with ’treatment as usual’ as the control in-
tervention, 107 trials with no intervention as control interven-
tion, and 15 trials with placebo as intervention. It is important
to note that the control group was often given a co-intervention
consisting of standard care, and therefore often received a measure
of nutrition support.
Table 1 gives a list of the control interventions according to medical
specialty.
Co-interventions


Many trials had co-interventions. We included trials with co-in-
terventions, but only if the co-interventions were intended to be
delivered similarly to all experimental and control groups of a trial
(Jakobsen 2014). The majority of trials with an intervention pe-
riod longer than three days used ’standard hospital food’ as a co-
intervention. Co-interventions, whenever used, were in general
disease-specific, such as anaesthetics and chemotherapy.


Excluded studies


We excluded 447 references after full-text assessment reporting on
439 studies. One hundred studies were not a randomised clinical
trial (review, observational study, comment); 137 studies had a
control group receiving an intervention not fulfilling our inclusion
criteria; 93 studies included a mixture of outpatients and hospi-
talised patients, or only outpatients; 56 studies assessed the effects
of interventions not fulfilling our inclusion criteria; 19 studies
had multiple interventions; 14 studies did not randomise adults;
10 studies did not include participants at nutritional risk; three
studies were cluster-randomised; three studies assessed pregnant
women; three studies were retracted; and one study included par-
ticipants who received dialysis. The reasons for the exclusion of
studies are given in the table ’Characteristics of excluded studies’.


Risk of bias in included studies


Based on the information that we collected from the published
reports and information from authors, we rated all 244 trials as
being at high risk of bias. We judged many trials to have an unclear
risk of bias in several domains, and we could not obtain additional
information from the authors when we contacted them. Only one
trial had a low risk of bias in six out of seven domains (Lidder
2013a). Additional information can be found in the ’Risk of bias’
summary (Figure 2), and the ’Risk of bias’ graph (Figure 3).
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Figure 2. Risk of bias summary: review authors’ judgements about each risk of bias item for each included


study.


19Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Figure 3. Risk of bias graph: review authors’ judgements about each risk of bias item presented as


percentages across all included studies.


Allocation


The generation of the allocation sequence was low risk of bias in
only 62 trials. The remaining 182 trials were described as being
randomised, but without explaining the method used for sequence
generation.
The method used to conceal allocation was adequate in only 39 tri-
als. The remaining 205 trials were described as being randomised,
but the method used for allocation concealment was either not
described or insufficiently described.


Blinding


The blinding of participants and personnel was performed and
adequately described in only 15 trials. One hundred and seventeen
trials did not blind the participants and personnel. The method for
blinding of participants and personnel for the remaining 112 trials
was either not described or insufficiently described. The blinding
of outcome assessors was performed and adequately described in
17 trials. Thirty-six trials did not blind the outcome assessors. The
method for blinding of outcome assessors for the remaining 191
trials was either not described or was insufficiently described.


Incomplete outcome data


Only 49 trials adequately addressed incomplete outcome data.
Forty-one trials did not properly deal with incomplete outcome
data. In 154 trials, incomplete outcome data were either not de-
scribed or were insufficiently described.


Selective reporting


Seventy-five trials reported the outcomes stated in their respective
protocols, or reported serious adverse events (including reporting
complications, morbidity, or similar terms) and mortality, result-
ing in our assessment of a ’low risk of bias’. Twelve trials did not
report the same outcomes they had stated in the protocol. In 157
trials, no protocol was available and the trial did not report mor-
tality or serious adverse events.


Other potential sources of bias


Fifty-three trials reported how they were funded and appeared to
be free of industry sponsorship or other type of for-profit support
that may bias the results of the trial (Lundh 2017). Fifty-two trials
were funded by industry sponsorship or other type of for-profit
support. In 139 trials it was unclear how the trial was funded.
We did not identify any clear signs of academic bias or other
potential sources of bias in any of the included trials. Therefore,
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we rated all 244 trials as ’low risk of bias’ in the ’Other potential
bias’ domain.


Effects of interventions


See: Summary of findings for the main comparison Nutrition
support versus no intervention, placebo, or treatment as usual in
hospitalised adults at nutritional risk


Primary outcomes


All-cause mortality


End of intervention


One hundred and fourteen of 244 trials (46.7%), covering 21,758
participants, reported mortality at end of intervention. Eight
hundred and thirty-one of 11,088 nutrition-support participants
(7.49%) died versus 885 of 10,670 control participants (8.3%).
Random-effects meta-analysis showed that nutrition support did
not significantly affect the risk of all-cause mortality at end of in-
tervention (RR 0.94, 95% CI 0.86 to 1.03, P = 0.16, I2 = 0%,


21,758 participants, 114 trials, low quality of evidence, Analysis
1.1). The point estimate of absolute risk for short-term mortal-
ity was non-significantly 0.5% lower (8.3% in the control group
compared with 7.8% (7.1% to 9.5%) following nutritional inter-
ventions.


Heterogeneity


Neither visual inspection of the forest plots nor tests for statistical
heterogeneity (I2 = 0%; P = 0.90) indicated significant hetero-
geneity.
Trial Sequential Analysis
The Trial Sequential Analysis showed that the Z-curve crossed the
boundary for futility. Hence, there is firm evidence that nutrition
support versus control does not reduce the risk ratio for all-cause
mortality by 20% at end of intervention (Figure 4). A post hoc
Trial Sequential Analysis showed that the acquired information
was large enough to rule out that nutrition support versus con-
trol reduces the risk ratio of all-cause mortality by 11% or more (
Supplementary online material). It should be noted that Trial Se-
quential Analysis only assessed the risk of random error and did
not consider the risk of bias.
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Figure 4. Trial Sequential Analysis on all-cause mortality (end of intervention) in 114 high risk of bias trials.


The diversity-adjusted required information size (RIS) was calculated based on mortality in the control group


of 8.29%; risk ratio reduction of 20% in the experimental group; type I error of 2.5%; and type II error of 20%


(80% power). No diversity was noted. The required information size was 9526 participants. The cumulative Z-


curve (blue line) did not cross the trial sequential monitoring boundaries for benefit or harm (red inward


sloping lines). The cumulative Z-curve crossed the inner-wedge futility line (red outward sloping lines).


Additionally the cumulative Z-score crossed the RIS. The green dotted line shows conventional boundaries


(2.5%).


Bayes factor


We calculated the Bayes factor based on a RR of 20% and the
meta-analysis result (RR 0.94). Bayes factor (92.92) was above
the Bayes factor threshold for significance of 0.1, supporting that
there seems to be no significant effect of nutrition support on all-
cause mortality at end of treatment.


Risk of bias and sensitivity analyses


We rated the risk of bias of the outcome result as high.
The ’best-worst’ and ’worst-best’ case meta-analyses showed that
incomplete outcome data bias has the potential to influence the


results (’best-worst’ random-effects meta-analysis: RR 0.74, 95%
CI 0.65 to 0.84, P < 0.001, 22,207 participants, 114 trials, low-
quality evidence Analysis 1.12; ’worst-best’ random-effects meta-
analysis: RR 1.13, 95% CI 0.97 to 1.31, P = 0.12, 22,207 partici-
pants, 114 trials, low-quality evidence, Analysis 1.13.). Data were
imputed for 22 trials.
Visual inspection of the funnel plots showed signs of asymmetry (
Supplementary online material). Harbord’s test showed no small-
study effect (P = 0.095). Based on visual inspection of the funnel
plot, we assessed the risk of publication bias as high.
Subgroup analyses
Analysis 1.3, comparing trials with different modes of delivery:
test of interaction showed no statistically significant difference
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(subgroup difference P = 0.69).
Analysis 1.4, comparing trials with participants from different
medical specialties: test for subgroup difference showed no statis-
tically significant difference (subgroup difference P = 0.44).
Analysis 1.5, comparing trials where the adequacy of the amount
of calories received was different: test for subgroup difference
showed no statistically significant difference (subgroup difference
P = 0.45).
Analysis 1.6, comparing trials with different screening tools: test
for subgroup difference showed no statistically significant differ-
ence (subgroup difference P = 0.12).
Analysis 1.7, comparing trials where participants at nutritional
risk according to specific condition: test for subgroup difference
showed no statistically significant difference (subgroup difference
P = 0.62).
Analysis 1.8, comparing trials where participants were at nutri-
tional risk according to specific criteria (BMI, weight, insufficient
food intake): test for subgroup difference showed no statistically
significant difference (subgroup difference P = 0.59).
Analysis 1.9, comparing trials where the participants were classi-
fied as at nutritional risk according to biomarkers or anthropomet-
rics: test for subgroup difference showed no statistically significant
difference (subgroup difference P = 0.21).
Analysis 1.10, comparing trials according to publication year: test
for subgroup difference showed no statistically significant differ-
ence (subgroup difference P = 0.83).
Analysis 1.11, comparing the length of the intervention: test for
subgroup difference showed no statistically significant difference
(subgroup difference P = 0.78).
Zero-event handling
To test the robustness of our results according to the type of zero-
event handling, we conducted our meta-analysis using the Trial
Sequential Analysis software. We performed our meta-analysis us-
ing both the ’reciprocal of opposite intervention group’ continuity
correction, a constant continuity correction using both 0.5, 0.01
and 0.001, and an empirical continuity correction using 0.5, 0.01
and 0.001. None of the meta-analyses produced a P value under
0.025.


Maximum follow-up


Only 127 of 244 trials (52%), covering 23,170 participants, re-
ported all-cause mortality at maximum follow-up (often months
and in some cases years after). All trials were at high risk of bias.
One thousand three hundred and eighty-two of 11,788 nutrition
support participants (11.67%) died versus 1494 of 11,382 con-
trol participants (13.1%). Overall, we found no statistically signif-
icant benefit or harm on all-cause mortality at maximum follow-
up, considering a P value of less than 0.025 significant (Jakobsen
2014) (random-effects model meta-analysis: RR 0.93, 95% CI
0.88 to 0.99, P = 0.03, I2 = 0%, 23,170 participants, 127 trials,
low quality of evidence, Analysis 2.1).


The point estimate of absolute risk for long-term mortality was
non-significantly 1% lower (13.2% in the control group compared
with 12.2% (11.6% to 13%) following nutritional interventions.


Heterogeneity


Neither visual inspection of the forest plots nor tests for statistical
heterogeneity (I2 = 0%; P = 0.74) indicated significant hetero-
geneity.
Trial Sequential Analysis
The Trial Sequential Analysis showed that the Z-curve crossed the
boundary for futility. Hence, there is firm evidence that nutrition
support versus control does not reduce the risk ratio for all-cause
mortality by 20% at maximum follow-up (Supplementary online
material). A post hoc Trial Sequential Analysis showed that the
information size was large enough also to rule out that nutrition
support versus control reduces the risk ratio of all-cause mortal-
ity by 10% or more (Supplementary online material). It should
be noted that Trial Sequential Analysis only assessed the risk of
random error and did not consider the risk of bias.


Bayes factor


We calculated the Bayes factor based on a RR of 20%, and the
meta-analysis result (RR 0.93). Bayes factor (374.86) was above the
Bayes factor threshold for significance of 0.1, supporting that there
is no significant effect of nutrition support on all-cause mortality
at maximum follow-up.
Risk of bias and sensitivity analyses
We rated the risk of bias of the outcome result as high.
The ’best-worst’ and ’worst-best’ case meta-analyses showed that
incomplete outcome data bias has the potential to influence the re-
sults (’best-worst’ random-effects meta-analysis: RR 0.77, 95% CI
0.69 to 0.85, P < 0.001, 23,700 participants, 127 trials, low qual-
ity of evidence, Analysis 2.12; ’worst-best’ random-effects meta-
analysis: RR 1.09, 95% CI 0.98 to 1.23, P = 0.12, 23,700 par-
ticipants, 127 trials, low quality of evidence, Analysis 2.13). Data
were imputed for 25 trials.
Visual inspection of the funnel plots showed signs of asymmetry
(Supplementary online material). Harbord’s test showed a small
study effect (P = 0.024). Hence, we assessed the risk of publication
bias as high.
Subgroup analyses
Analysis 2.3, comparing trials with different modes of delivery:
test for subgroup difference showed no statistically significant dif-
ference (subgroup difference P = 0.35).
Analysis 2.4, comparing trials with participants from different
medical specialties: test for subgroup difference showed no statis-
tically significant difference (subgroup difference P = 0.40).
Analysis 2.5, comparing trials where the adequacy of the amount
of calories received was different: test for subgroup difference
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showed no statistically significant difference (subgroup difference
P = 0.61).
Analysis 2.6, comparing trials with different screening tools: test
for subgroup difference showed no statistically significant differ-
ence (subgroup difference P = 0.14).
Analysis 2.7, comparing trials where participants were at nutri-
tional risk according to specific condition: test for subgroup differ-
ence showed no statistically significant difference (subgroup dif-
ference P = 0.67).
Analysis 2.8, comparing trials where participants were at nutri-
tional risk according to specific criteria (BMI, weight, insufficient
food intake): test for subgroup difference showed no statistically
significant difference (subgroup difference P = 0.80).
Analysis 2.9, comparing trials where the participants were classi-
fied as at nutritional risk according to biomarkers or anthropomet-
rics: test for subgroup difference showed no statistically significant
difference (subgroup difference P = 0.21).
Analysis 2.10, comparing trials according to publication year: test
for subgroup difference showed no statistically significant differ-
ence (subgroup difference P = 0.92).
Analysis 2.11, comparing the length of the intervention: test for
subgroup difference showed no statistically significant difference
(subgroup difference P = 0.58).
Zero-event handling
To test the robustness of our results according to the type of zero-
event handling, we conducted our meta-analysis using the Trial
Sequential Analysis software. We performed our meta-analysis us-
ing both the ’reciprocal of opposite intervention group’ continuity
correction, a constant continuity correction using both 0.5, 0.01
and 0.001, and an empirical continuity correction using 0.5, 0.01
and 0.001. None of the meta-analyses produced a P value under
0.025.


Serious adverse events


End of intervention


One hundred and twenty-three of 244 trials (50.4%), covering
22,087 participants, reported serious adverse events at end of in-
tervention. All trials were at high risk of bias. Nine hundred and
ninety-six of 11,260 nutrition support participants (8.8%) expe-
rienced one or more serious adverse events versus 1067 of 10,827
control participants (9.9%). Overall, we found no statistically sig-
nificant benefit or harm of nutrition support at the end of inter-
vention, considering a P value of less than 0.025 as significant
(Jakobsen 2014) (random-effects model meta-analysis: RR 0.93,
95% CI 0.86 to 1.01, P = 0.07, I2 = 0%, 22,087 participants,
123 trials, low quality of evidence, Analysis 3.1). We present an
overview of serious adverse events in specific trials in Table 2.
The point estimate of absolute risk for short-term serious adverse
events was non-significantly 0.7% lower following nutrition sup-
port compared with control (9.9% versus 9.2% (8.5% to 10%)).


Heterogeneity


Neither visual inspection of the forest plots nor tests for statistical
heterogeneity (I2 = 0%; P = 0.65) indicated significant hetero-
geneity.


Trial Sequential Analysis


The Trial Sequential Analysis showed that the Z-curve crossed the
boundary for futility. Hence, there is firm evidence that nutrition
support versus control does not reduce the risk ratio for serious
adverse events by 20% at end of intervention (Supplementary
online material). A post hoc Trial Sequential Analysis showed that
the information size was also large enough to rule out that nu-
trition support versus control reduces the risk ratio of serious ad-
verse events by 11% or more (Supplementary online material). It
should be noted that Trial Sequential Analysis only assessed the
risk of random error and did not consider the risk of bias.


Bayes factor


We calculated the Bayes factor based on a RR of 20%, and the
meta-analysis result (RR 0.93). Bayes factor (2.0) was above the
Bayes factor threshold for significance of 0.1, supporting that there
is no significant effect of nutrition support on serious adverse
events at end of intervention.


Risk of bias and sensitivity analyses


We rated the risk of bias of the outcome result as high.
The ’best-worst’ and ’worst-best’ case meta-analyses showed that
incomplete outcome data bias has the potential to influence the re-
sults (’best-worst’ random-effects meta-analysis: RR 0.74, 95% CI
0.65 to 0.83, P < 0.001, 22,557 participants, 123 trials, low qual-
ity of evidence, Analysis 3.12; ’worst-best’ random-effects meta-
analysis: RR 1.06, 95% CI 0.92 to 1.21, P = 0.53, 22,557 par-
ticipants, 123 trials, low quality of evidence, Analysis 3.13). Data
were imputed for 25 trials.
Visual inspection of the funnel plots showed signs of asymmetry
(Supplementary online material). Harbord’s test showed small-
study effects (P = 0.003). Hence, we assessed the risk of publica-
tion bias as high.


Subgroup analyses


Analysis 3.3, comparing trials with different modes of delivery:
test for subgroup difference showed no statistically significant dif-
ference (subgroup difference P = 0.51).
Analysis 3.4, comparing trials with participants from different
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medical specialties: test for subgroup difference showed no statis-
tically significant difference (subgroup difference P = 0.45).
Analysis 3.5, comparing trials where the adequacy of the amount
of calories received was different: test for subgroup difference
showed no statistically significant difference (subgroup difference
P = 0.52).
Analysis 3.6, comparing trials with different screening tools: test
for subgroup difference showed no statistically significant differ-
ence (subgroup difference P = 0.47).
Analysis 3.7, comparing trials where participants were at nutri-
tional risk according to specific condition: test for subgroup differ-
ence showed no statistically significant difference (subgroup dif-
ference P = 0.40).
Analysis 3.8, comparing trials where participants were at nutri-
tional risk according to specific criteria (BMI, weight, insufficient
food intake): test for subgroup difference showed no statistically
significant difference (subgroup difference P = 0.79).
Analysis 3.9, comparing trials where the participants were classi-
fied as at nutritional risk according to biomarkers or anthropomet-
rics: test for subgroup difference showed no statistically significant
difference (subgroup difference P = 0.15).
Analysis 3.10, comparing trials according to publication year: test
for subgroup difference showed no statistically significant differ-
ence (subgroup difference P = 0.46).
Analysis 3.11, comparing the length of the intervention: test for
subgroup difference showed no statistically significant difference
(subgroup difference P = 0.35).
Zero-event handling
To test the robustness of our results according to the type of zero-
event handling, we conducted our meta-analysis using the Trial
Sequential Analysis software. We performed our meta-analysis us-
ing both the ’reciprocal of opposite intervention group’ continuity
correction, a constant continuity correction using both 0.5, 0.01
and 0.001, and an empirical continuity correction using 0.5, 0.01
and 0.001. None of the meta-analyses produced a P value under
0.025.


Maximum follow-up


One hundred and thirty-seven of 244 trials (56.14%), cover-
ing 23,413 participants, reported serious adverse events at maxi-
mum follow-up. All trials were at high risk of bias. One thousand
five hundred and eighty of 11,940 nutrition support participants
(13.2%) experienced one or more serious adverse events versus
1741 of 11,473 control participants (15.2%). Overall, we found
a statistically significant effect of nutrition support at maximum
follow-up, considering a P value of less than 0.025% significant
(Jakobsen 2014) (random-effects model meta-analysis: RR 0.91,
95% CI 0.85 to 0.97, P = 0.004, I2 = 3%, 23,413 participants,
137 trials, low quality of evidence, Analysis 4.1). For an overview
of the serious adverse events in specific trials please see Table 3. At
maximum follow-up the reduction in the absolute risk of serious
adverse events was 1.5%, from 15.2% in control groups to 13.8%
(12.9% to 14.7%) following nutritional support.


Heterogeneity


Neither visual inspection of the forest plots nor tests for statistical
heterogeneity (I2 = 3%; P = 0.39) indicated significant hetero-
geneity.


Trial Sequential Analysis


The Trial Sequential Analysis showed that the Z-curve crossed the
boundary for futility. Hence, there is firm evidence that nutrition
support versus control does not reduce the risk ratio for serious
adverse events by 20% at maximum follow-up (Supplementary
online material). A post hoc Trial Sequential Analysis showed that
the information size was large enough to rule out that nutrition
support versus control reduces the risk ratio of serious adverse
events by 10% or more (Figure 5). It should be noted that Trial
Sequential Analysis only assessed the risk of random error and did
not consider the risk of bias.
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Figure 5. Trial Sequential Analysis on serious adverse events (maximum follow-up) in 137 high risk of bias


trials. The diversity-adjusted required information size (RIS) was calculated based on an incidence rate of


serious adverse event in the control group of 15.2%; risk ratio reduction of 10% in the experimental group; type


I error of 2.5%; and type II error of 20% (80% power). No diversity was noted. The required information size


was 19535 participants. The cumulative Z-curve (blue line) did not cross the trial sequential monitoring


boundaries for benefit or harm (red inward sloping lines). The cumulative Z-curve crossed the inner-wedge


futility line (red outward sloping lines) indicating that sufficient information is provided. Additionally the


cumulative Z-score crossed the RIS. The green dotted line shows conventional boundaries (2.5%). The


cumulative Z-curve later crosses the green line, indicating a possible significant effect, but one that is smaller


than a 10% risk ratio reduction.


Bayes factor


We calculated the Bayes factor based on a RR of 20% and the
meta-analysis result (RR 0.91). Bayes factor (0.056) was below the
Bayes factor threshold for significance of 0.1, supporting that the
alternative hypothesis was more likely than the null hypothesis.


Risk of bias and sensitivity analyses


We rated the risk of bias of the outcome result as high.
The ’best-worst’ and ’worst-best’ case meta-analyses showed that
incomplete outcome data bias has the potential to influence the


results (’best-worst’ random-effects meta-analysis: RR 0.72, 95%
CI 0.65 to 0.79, P < 0.001, 24,315 participants, 137 trials, low
quality of evidence, Analysis 4.12; random-effects meta-analysis:
RR 1.05, 95% CI 0.94 to 1.17, P = 0.38, 24,082 participants, 137
trials, low quality of evidence, Analysis 4.13). Data were imputed
for 31 trials.
Visual inspection of the funnel plots showed signs of asymmetry
(Supplementary online material). Harbord’s test showed small-
study effects (P = 0.000). Hence, we assessed the risk of publica-
tion bias as high.
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Subgroup analyses


Analysis 4.3, comparing trials with different modes of delivery:
test for subgroup difference showed no statistically significant dif-
ference (subgroup difference P = 0.14).
Analysis 4.4, comparing trials with participants from different
medical specialties: test for subgroup difference showed no statis-
tically significant difference (subgroup difference P = 0.31).
Analysis 4.5, comparing trials where the adequacy of the amount
of calories received was different: test for subgroup difference
showed no statistically significant difference (subgroup difference
P = 0.36).
Analysis 4.6, comparing trials with different screening tools: test
for subgroup difference showed no statistically significant differ-
ence (subgroup difference P = 0.22).
Analysis 4.7, comparing trials where participants were at nutri-
tional risk according to specific condition: test for subgroup dif-
ference showed a statistically significant difference (subgroup dif-
ference P = 0.03).
Analysis 4.8, comparing trials where participants were at nutri-
tional risk according to specific criteria (BMI, weight, insufficient
food intake): test for subgroup difference showed no statistically
significant difference (subgroup difference P = 0.74).
Analysis 4.9, comparing trials where the participants were classi-
fied as at nutritional risk according to biomarkers or anthropomet-
rics: test for subgroup difference showed no statistically significant
difference (subgroup difference P = 0.13).
Analysis 4.10, comparing trials according to publication year: test
for subgroup difference showed no statistically significant differ-
ence (subgroup difference P = 0.34).
Analysis 4.11, comparing the length of the intervention: test for
subgroup difference showed no statistically significant difference
(subgroup difference P = 0.70).
Zero-event handling
To test the robustness of our results according to the type of zero-
event handling, we conducted our meta-analysis using the Trial
Sequential Analysis software. We performed our meta-analysis us-
ing both the ’reciprocal of opposite intervention group’ continuity
correction, a constant continuity correction using both 0.5, 0.01
and 0.001, and an empirical continuity correction using 0.5, 0.01
and 0.001. All of the meta-analyses produced a P value under
0.025.


Quality of life


Only 16 of 244 trials reported quality of life (Saudny-Unterberger
1997; Bokhorst-de 2000; Liu 2000a; MacFie 2000; Johansen
2004; Smedley 2004a; Dennis 2005; Dennis 2006; Miller 2006a;
Campbell 2008; Kawaguchi 2008; Ha 2010; Starke 2011;
Ljunggren 2012; Neelemaat 2012; Breedveld-Peters). Few trials
used similar quality-of-life questionnaires and only data from Eu-
roQoL utility score and SF-36 could be used in a meta-analysis.
All trials were at high risk of bias.


Two trials reported quality of life at end of intervention using the
SF-36 questionnaire (Johansen 2004; Starke 2011). A meta-analy-
sis of the trials found no effect for physical performance (random-
effects MD 2.35, 95% CI -2.94 to 7.65, P = 0.65, 242 partici-
pants, 2 trials, very low quality of evidence; Analysis 5.1) or mental
performance (random-effects MD -0.90, 95% CI -3.92 to 2.13,
P = 0.56, 242 participants, 2 trials, very low quality of evidence;
Analysis 7.1). Three trials at high risk of bias reported quality of life
at maximum follow-up using the SF-36 questionnaire (Johansen
2004; Campbell 2008; Starke 2011). A meta-analysis of the tri-
als found no effect for physical performance (random-effects MD
1.54, 95% CI -2.47 to 5.55, P = 0.45, 289 participants, 3 trials,
very low quality of evidence; Analysis 6.1) or mental performance
(random-effects MD -0.25, 95% CI -3.02 to 2.53, P = 0.86, 289
participants, 3 trials, very low quality of evidence; Analysis 8.1).
Two trials reported quality of life at end of intervention using Eu-
roQoL utility score (Dennis 2005; Dennis 2006). A meta-analysis
of the trials found no significant effect (random-effects MD -0.01,
95% CI -0.03 to 0.01, P = 0.45, 2 trials, 3961 participants, very
low quality of evidence; Analysis 9.1).
One trial reported quality of life using the EORTC QLQ-C30
questionnaire (Bokhorst-de 2000). The trial of 21 participants
found no effect of nutrition support on quality of life in head and
neck cancer patients undergoing surgery using the end-score. Us-
ing change-score, nutrition support also did not show a beneficial
effect on physical functioning when considering a P value of 0.025
significant (P = 0.05).
Four trials reported quality of life using the EQ-5D (VAS) ques-
tionnaire (Ha 2010; Ljunggren 2012; Neelemaat 2012; Breedveld-
Peters). However, we could not obtain data for a meta-analysis.
Ha 2010 reported within-group improvement and worsening of
quality of life parameters. This trial randomised 78 participants
and found a beneficial effect of nutrition support on quality of life
in change score between the study groups (P = 0.009). Ljunggren
2012 (57 participants), Neelemaat 2012 (185 participants) and
Breedveld-Peters (131 participants), found no beneficial effect of
nutrition support on quality of life.
One trial reported quality of life using a self-rating questionnaire
involving physical and mental symptoms (Kawaguchi 2008). The
trial, with 29 participants, found a beneficial effect of nutrition
support on thirst (P = 0.01), fatigue (P = 0.01), and hunger (P =
0.003), but no combined score was reported or available.
One trial at high risk of bias reported quality of life using a general
well-being score (Saudny-Unterberger 1997). The trial, with 20
participants, found no effect of nutrition support on quality of
life.
One trial reported quality of life using the Hospital Anxiety and
Depression scale (MacFie 2000). The trial randomised 52 partic-
ipants and found no effect of nutrition support on anxiety and
depression.
One trial reported quality of life using the SF-12 questionnaire
(Miller 2006a). The trial randomised 100 participants and found
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no effect of nutrition support on quality of life.
Two trials described quality of life as an outcome (Liu 2000a;
Smedley 2004a). However, we failed to obtain any data from the
trial or by contacting the authors.


Post hoc Trial Sequential Analyses of the different modes of


delivery for serious adverse events at maximum follow-up


A Trial Sequential Analysis for enteral nutrition showed that the
Z-curve crossed the boundary for benefit. This Trial Sequential
Analysis was based on a risk ratio reduction of 20%, an event rate
in the control group of 17.2%, a two-sided alpha of 2.5%, a beta
of 20%, a diversity of 0%. This indicates that enteral nutrition
versus control may result in a 20% or greater risk ratio reduction
of serious adverse events at maximum follow-up (Figure 6).


Figure 6. Trial Sequential Analysis on serious adverse events (maximum follow-up) with participants


receiving enteral nutrition in 49 high risk of bias trials. The diversity-adjusted required information size (RIS)


was calculated based on an incidence rate of serious adverse event in the control group of 17.2%; risk ratio


reduction of 20% in the experimental group; type I error of 2.5%; and type II error of 20% (80% power). No


diversity was noted. The required information size was 4444 participants. The cumulative Z-curve (blue line)


did cross the trial sequential monitoring boundaries for benefit (red inward sloping lines) indicating that


enteral nutrition may result in a 20% or greater risk ratio reduction of serious adverse events at maximum


follow-up. The cumulative Z-curve did not cross the inner-wedge futility line (red outward sloping lines). The


green dotted line shows conventional boundaries (2.5%).
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A Trial Sequential Analysis for oral nutrition support showed that
the Z-curve crossed the futility boundary as well as the diversity-
adjusted required information size. This Trial Sequential Analysis
was based on a risk ratio reduction of 20%, an event rate in the
control group of 12.6%, a two-sided alpha of 2.5%, a beta of
20%, and the observed diversity of 0%. This indicates that there
is firm evidence that oral nutrition support versus control does
not result in a 20% or greater risk ratio reduction or increase in
serious adverse events at maximum follow-up (Supplementary
online material).
A Trial Sequential Analysis for parenteral nutrition showed that
the Z-curve crossed the futility boundary as well as the diversity-
adjusted required information size. This Trial Sequential Analysis
was based on a risk ratio reduction of 20%, an event rate in the
control group of 14.5%, a two-sided alpha of 2.5%, a beta of 20%,
and the observed diversity of 0%. This indicates that there is firm
evidence that parenteral nutrition versus control does not result in
a 20% or greater risk ratio reduction or increase of serious adverse
events at maximum follow-up (Supplementary online material).
For general nutrition support, fortified foods, and mixed nutrition
support, there was not enough information available to produce
Trial Sequential Analyses.


Subgroup analyses of the effect of oral nutrition support on


all-cause mortality and serious adverse events


Post hoc subgroup analyses of oral nutrition support found no
subgroup difference of nutrition support compared with control
in any subgroup (Analyses 29 through 32).


Subgroup analyses of the effect of enteral nutrition support


on all-cause mortality and serious adverse events


Post hoc subgroup analyses of enteral support found no subgroup
difference of nutrition support compared with control in any sub-
group (Analyses 33 through 36)


Subgroup analyses of the effect of parenteral nutrition


support on all-cause mortality and serious adverse events


Post hoc subgroup analyses of parenteral nutrition support found
no subgroup difference of nutrition support compared with con-
trol in any subgroup (Analyses 37 through 40).


Post hoc analyses of major surgery


A Trial Sequential Analysis for major surgery participants on seri-
ous adverse events at maximum follow-up using a risk ratio reduc-
tion of 20%, an event rate in the control group of 15.2%, a two-
sided alpha of 2.5%, a beta of 20%, a diversity of 0%, showed that


nutrition support did not reduce serious adverse events at maxi-
mum follow-up for major surgery participants of 20% or more (
Supplementary online material).


Post hoc analyses of participants admitted with stroke


A Trial Sequential Analysis for stroke participants on serious ad-
verse events at maximum follow-up using a risk ratio reduction
of 20%, an event rate in the control group of 19.2%, a two-sided
alpha of 2.5%, a beta of 20%, a diversity of 83%, showed that nu-
trition support did not reduce serious adverse events at maximum
follow-up in stroke participants of 20% or more (Supplementary
online material). The Trial Sequential Analyses did not break the
boundary for futility or reach the required information size (
Supplementary online material).


Post hoc analyses of the adverse events with uncertain


diagnostic criteria and seriousness


In a number of trials the adverse events were not reported ade-
quately. Multiple trialists only reported a proportion of partici-
pants experiencing, e.g. ’cardiac failure’ or ’pneumonia’, but did
not report how the diagnosis was made or how ’serious’ the event
was, and the total number of observed participants was also of-
ten missing. We therefore did not include these poorly-reported
outcome results in the ’serious adverse event outcome’, based on
our predefined criteria (see Primary outcomes). Appendix 3 lists
the adverse events/complications always considered as a serious
adverse event even without a detailed description. We assessed the
following outcomes post hoc: pneumonia, wound dehiscence, re-
nal failure, wound infection, and heart failure.


Pneumonia


We included 28 trials reporting on 12,443 participants. All trials
were at high risk of bias. Eight hundred and forty-nine of 6342
participants (13.4%) randomly assigned to nutrition support ver-
sus 766 of 6101 participants (12.5%) randomly assigned to no
intervention, placebo, or treatment as usual experienced pneumo-
nia. Overall, we found no statistically significant benefit or harm of
nutrition support at maximum follow-up (random-effects meta-
analyses RR 1.06, 95% CI 0.96 to 1.16, P = 0.28, I2 = 2%, 12,443
participants, 28 trials, low quality of evidence, Analysis 10.1).


Wound dehiscence


We included 12 trials reporting on 2280 participants. All trials
were at high risk of bias. Thirty-seven of 1237 (3.0%) nutrition
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support participants experienced wound dehiscence, compared
with 43 of 1043 control participants (4.1%). Overall, we found
no statistically significant benefit or harm of nutrition support
at maximum follow-up (random-effects meta-analyses RR 0.71,
95% CI 0.40 to 1.24, P = 0.22, I2 = 22%, 2280 participants, 12
trials, low quality of evidence, Analysis 11.1).


Renal failure


We included four trials reporting on 6359 participants. All trials
were at high risk of bias. Two hundred and sixteen of 3272 (6.6%)
nutrition support participants experienced renal failure versus 214
of 3087 control participants (6.9%). Overall, we found no statisti-
cally significant benefit or harm of nutrition support at maximum
follow-up (random-effects meta-analyses RR 1.00, 95% CI 0.83
to 1.20, P = 0.99, I2 = 0%, 6649 participants, 4 trials, low quality
of evidence, Analysis 12.1).


Wound infection


We included 26 trials reporting on 8324 participants. All trials
were at high risk of bias. Two hundred and sixteen of 4263 (5.1%)
nutrition support participants experienced wound infection ver-
sus 211 of 4061 control participants (5.2%). Overall, we found
no statistically significant benefit or harm of nutrition support
at maximum follow-up (random-effects meta-analyses RR 0.81,
95% CI 0.60 to 1.10, P = 0.18, I2 = 36%, 8324 participants, 26
trials, low quality of evidence, Analysis 13.1).


Heart failure


We included three trials reporting on 1041 participants. All trials
were at high risk of bias. Thirteen out of 520 (2.5%) randomly
assigned to nutrition support versus 11 out of 521 participants
(2.1%) randomly assigned to no intervention, placebo, or treat-
ment as usual experienced heart failure. Overall, we found no sta-
tistically significant benefit or harm of nutrition support at maxi-
mum follow-up (random-effects meta-analyses RR 1.11, 95% CI
0.34 to 3.61, P = 0.87, I2 = 20%, 1041 participants, 3 trials, low
quality of evidence, Analysis 14.1).


Post hoc analyses combining subgroups to assess the effect


of following the nutritional guidelines on mortality and


serious adverse events


Guidelines today focus on screening patients that are presumably
at nutritional risk using screening tools designed for the purpose
and providing adequate nutrition support for nutritionally at-risk
adults that are not likely to achieve adequate intake through spon-
taneous food intake. As a further post hoc analysis, we combined
trials that included participants using screening tools (NRS 2002,
MUST, SGA and MNA) which also provided the experimen-
tal group with clearly adequate nutrition and the control group


with clearly inadequate nutrition (Analysis 15.1; Analysis 15.2;
Analysis 15.3; Analysis 15.4). We also did a post hoc analysis of
trials that included participants either with impaired nutritional
status/decreased food intake (Analysis 1.8; Analysis 2.8; Analysis
3.8; Analysis 4.8) and/or increased nutritional requirements (ICU
patients, major surgery, stroke and frail elderly patients) (Analysis
1.7; Analysis 2.7; Analysis 3.7; Analysis 4.7) and had a clearly
adequate intake in the experimental group and had clearly inad-
equate intake in the control group (Analysis 1.5; Analysis 2.5;
Analysis 3.5; Analysis 4.5). The results are presented in Analysis
16.1; Analysis 16.2; Analysis 16.3; Analysis 16.4. None of the
analyses found any significant effect of nutrition support on mor-
tality or serious adverse events.


Secondary outcomes


Time to death (survival data)


We included 11 trials reporting survival data (Nixon 1981;
Valdivieso 1987; Kearns 1992; Brennan 1994; Bauer 2000;
Bokhorst-de 2000; Espaulella 2000; Dennis 2005; Dennis 2006;
Oh 2014; Moreno 2016). All trials reported Kaplan-Meier sur-
vival curves, but it was not possible to calculate log hazard ratios
and standard errors based on these curves. No trial reported hazard
ratios and standard errors. Therefor, we were unable to perform
any meta-analyses. None of the trials found significant effects of
nutritional support on survival.


Morbidity


End of intervention


Only one trial reported ’morbidity’ at end of intervention (Fan
1994). This trial included 124 participants and found a statisti-
cally significant benefit of nutrition support on morbidity at end
of intervention using the random-effects model (RR 0.63, 95%
CI 0.42 to 0.94, P = 0.02, 124 participants, very low quality of ev-
idence, Analysis 29.1). Fisher’s exact test gave a P value of 0.0293.


Maximum follow-up


Two trials reported morbidity at maximum follow-up (Fan 1994;
Barlow 2011), including 245 participants, and found a statistically
significant benefit of nutrition support on morbidity at maximum
follow-up using the random-effects model (RR 0.71, 95% CI 0.53
to 0.95, P = 0.02, I2 = 0%, 2 trials, 245 participants, very low
quality of evidence, Analysis 30.1).
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BMI


End of intervention


Fourteen trials (1008 participants) reported BMI at end of in-
tervention. Overall, we found a statistically significant effect of
nutrition support on BMI at end of intervention using the ran-
dom-effects model (MD 0.57 kg/m2, 95% CI 0.38 to 0.77, P <
0.001, I2 = 0%, 1008 participants, 14 trials, very low quality of
evidence, Analysis 31.1). The test for subgroup difference found
no significant difference in any analysis (Analysis 31.2; Analysis
31.3; Analysis 31.4; Analysis 31.5; Analysis 31.6; Analysis 31.7;
Analysis 31.8; Analysis 31.9; Analysis 31.10; Analysis 31.11).
Egger’s test for funnel plot asymmetry was not significant (P =
0.222). Begg’s test was also not significant (P = 0.547).


Maximum follow-up


Nineteen trials (1528 participants) reported BMI at maximum
follow-up. Overall, we found no statistically significant effect of
nutrition support on BMI at maximum follow-up using the ran-
dom-effects model (MD 0.40 kg/m2 95% CI -0.02 to 0.83, P =
0.06, I2 = 61%, 1528 participants, 19 trials, very low quality of
evidence, Analysis 32.1). The test for subgroup differences found
no significant difference in any analysis (Analysis 32.2; Analysis
32.3; Analysis 32.4; Analysis 32.5; Analysis 32.6; Analysis 32.7;
Analysis 32.8; Analysis 32.9; Analysis 32.10; Analysis 32.11).
Egger’s test for funnel plot asymmetry was not significant (P =
0.756). Begg’s test was also not significant (P = 0.162).


Weight


End of intervention


Sixty-eight trials (5445 participants) reported weight. Overall, we
found a statistically significant benefit of nutrition support on
weight at the end of intervention using the random-effects model
(MD 1.32 kg, 95% CI 0.65 to 2.00, P < 0.001, I2 = 98%, 5445
participants, 68 trials, very low quality of evidence, Analysis 33.1).


Subgroup analysis


In subgroup analyses we found the following: the test for subgroup
difference could not be performed for the subgroup comparing
high risk of bias outcomes with low risk of bias outcomes as we
found no outcome results with low risk of bias (Analysis 33.2).
Analysis 33.3, comparing different modes of delivery: we found a
statistically significant subgroup difference (subgroup difference:


P 0.001).
Analysis 33.4, comparing trials with participants from different


medical specialties: we found a statistically significant subgroup
difference (subgroup difference: P < 0.001).
Analysis 33.5, comparing adequacy of the amount of nutrition: no
statistically significant subgroup difference was found (subgroup
difference: P = 0.57).
Analysis 33.6, comparing different screening tools: we found no
statistically significant subgroup difference (subgroup difference P
= 0.52).
Analysis 33.7, comparing different conditions known to be asso-
ciated with malnutrition: we found no statistically significant sub-
group difference (subgroup difference P = 0.52).
Analysis 33.8, participants classified as at nutritional risk according
to specific criteria concerning BMI, weight, insufficient food in-
take: we found a statistically significant subgroup difference (sub-
group difference P = 0.01).
Analysis 33.9, comparing participants classified as at nutritional
risk according to biomarkers or anthropometric: we found a sta-
tistically significant subgroup difference (subgroup difference P =
0.006).
Analysis 33.10, comparing year of publication: we found no sta-
tistically significant subgroup difference (subgroup difference P =
0.06).
Analysis 33.11, comparing different interventions lengths of inter-
vention: we found no statistically significant subgroup difference
(subgroup difference P = 0.20).


Sensitivity analysis


For trials with missing SDs, we imputed SDs from trials with a
similar number of participants. For Fan 1994 we used the SD
from Starke 2011, for Førli 2001 from Kawaguchi 2008, for
Hickson 2004 from Dong 1996, for Hoffmann 1988 from Munk
2014, for Malhotra 2004 from Johansen 2004, for McWhirter
1996a; McWhirter 1996b from Zheng 2001a; Zheng 2001b. This
exploratory analysis still resulted in a small statistically significant
benefit using the random-effects model (MD 1.40 kg, 95% CI


0.76 to 2.03, P 0.001, I2 = 98%, 5445 participants, 68 trials,
very low quality of evidence, Analysis 33.12).
Egger’s test for funnel plot asymmetry was not significant (P =
0.823). Begg’s test was also not significant (P = 0.149).


Maximum follow-up


Seventy-eight of 244 trials (29.91%), with 6865 participants, re-
ported weight. Overall, we found a statistically significant bene-
fit of nutrition support on weight at maximum follow-up using
the random-effects model (MD 1.13, 95% CI 0.50 to 1.75, P <
0.001, I2 = 98%, 6916 participants, 78 trials, very low quality of
evidence, Analysis 34.1).
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Subgroup analysis


In subgroup analyses we found the following: we could not per-
form the test for subgroup difference for the subgroup comparing
high risk of bias outcomes with low risk of bias outcomes, because
we found no outcome results with low risk of bias (Analysis 33.2).
Analysis 34.3, comparing different modes of delivery: we found a


statistically significant subgroup difference : P 0.001).
Analysis 34.4, comparing trials with participants from different
medical specialties: we found a statistically significant subgroup


difference (subgroup difference: P 0.001).
Analysis 34.5, comparing adequacy of the amount of nutrition: we
found no statistically significant subgroup difference (subgroup
difference: P = 0.85).
Analysis 34.6, comparing different screening tool: we found a
statistically significant subgroup difference (subgroup difference P
= 0.004).
Analysis 34.7, comparing different conditions known to be asso-
ciated with malnutrition: we found a statistically significant sub-


group difference (subgroup difference P 0.001).
Analysis 34.8, participants classified as at nutritional risk according
to specific criteria concerning BMI, weight, insufficient food in-
take: we found a statistically significant subgroup difference (sub-
group difference P = 0.02).
Analysis 34.9, comparing participants classified as at nutritional
risk according to biomarkers or anthropometric: we found a sta-
tistically significant subgroup difference (subgroup difference P =
0.005).
Analysis 34.10, comparing year of publication: we found a sta-
tistically significant subgroup difference (subgroup difference P =
0.008).
Analysis 34.11, comparing different lengths of intervention: we
found no statistically significant subgroup difference (subgroup
difference P = 0.29).
Egger’s test for funnel plot asymmetry was not significant (P =
0.887). Begg’s test was also not significant (P = 0.145).


Hand-grip strength


End of intervention


Eleven trials (783 participants) reported hand-grip strength at end
of intervention. Overall, we found a statistically significant bene-
fit of nutrition support on hand-grip strength using the random-
effects model (MD 1.47 kg, 95% CI 0.58 to 2.37, P = 0.001, I2


= 48%, 783 participants, 11 trials, very low quality of evidence,
Analysis 35.1). Two trials reported hand-grip strength in kilo pas-
cal (Keele 1997; MacFie 2000). These were not part of the meta-
analysis.
Egger’s test for funnel plot asymmetry was not significant (P =
0.546). Begg’s test was also not significant (P = 0.788).


Maximum follow-up


Fourteen trials (1240 participants) reported hand-grip strength
at maximum follow-up. Overall, we found no statistically signifi-
cant benefit of nutrition support on hand-grip strength using the
random-effects model (MD 0.96 kg, 95% CI 0.15 to 1.76, P =
0.02, I2 = 40%, 14 trials, 1240 participants, very low quality of
evidence, Analysis 36.1). Two trials reported hand-grip strength
in kilo pascal (Keele 1997; MacFie 2000). These were not part of
the meta-analysis.
Egger’s test for funnel plot asymmetry was not significant (P =
0.834). Begg’s test was also not significant (P = 0.625).


Six-minute walking distance


One trial reported six-minute walking distance (Rabadi 2008).
It found a statistically significant benefit of nutrition support on
six-minute walking distance (MD 133.27 feet, 95% CI 24.32 to
242.22, P = 0.02, very low quality of evidence, Analysis 37.1).


Summary of findings table


Our main results are summarised in the ’Summary of findings for
the main comparison’.


D I S C U S S I O N


Summary of main results


We included 244 trials randomising 28,619 participants. The trials
included a heterogenous group of participants, the settings varied,
and the experimental and control interventions differed. All trials
were at high risk of bias and the level of evidence was low for all-
cause mortality and serious adverse events, and very low for health-
related quality of life. Despite these limitations, overall we saw
small or no effects of nutrition support on all outcomes, and our
findings had surprisingly low heterogeneity. These limited signs of
statistical heterogeneity support the decision to conduct the meta-
analysis by pooling all types of nutrition support interventions
in one meta-analysis, as we did (see Overall completeness and
applicability of evidence for a detailed discussion).
Our meta-analyses showed that nutrition support versus control
did not have a statistically significantly effect on all-cause mortal-
ity at end of intervention. The result of our Trial Sequential Anal-
yses implied firm evidence of nutrition support not reducing or
increasing the risk ratio of all-cause mortality by 20% or more at
end of intervention (Figure 4; Effects of interventions). Post hoc
Trial Sequential Analysis showed we had enough power to reject a
risk ratio of 11% or more reduction in all-cause mortality at end of
intervention (Supplementary online material). All-cause mortal-
ity at maximum follow-up also showed no statistically significant
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effect of nutrition support when considered against a predefined
threshold for statistical significance of 0.025. The result of our
Trial Sequential Analyses implied firm evidence of nutrition sup-
port not reducing or increasing the risk ratio for all-cause mortality
by 20% or more at maximum follow-up (Supplementary online
material; Effects of interventions). Post hoc Trial Sequential Anal-
ysis showed we had enough power to reject a 10% or more reduc-
tion in all-cause mortality at maximum follow-up Supplementary
online material).
Our meta-analyses showed that nutrition support versus control
did not have a statistically significant effect on serious adverse
events at end of intervention. The result of our Trial Sequential
Analysis implied firm evidence of nutrition support not reducing
or increasing the risk ratio of serious adverse events by 20% or more
at end of intervention (Supplementary online material; Effects of
interventions). Post hoc Trial Sequential Analysis showed we had
enough power to reject a risk ratio of 11% or more reduction
in serious adverse events at end of intervention (Supplementary
online material). Serious adverse events at maximum follow-up
were statistically significantly reduced with nutrition support, but
this was not seen at end of intervention and therefore the finding
may be a result of multiplicity or risk of bias or both (Jakobsen
2014; Jakobsen 2016). The outcome results were at high risk of
bias and the result of our Trial Sequential Analysis analysis implied
firm evidence of nutrition support not reducing or increasing se-
rious adverse events by 20% or more at maximum follow-up (
Supplementary online material; Effects of interventions). Post hoc
Trial Sequential Analysis showed we had enough power to reject
a risk ratio of 10% or more reduction in serious adverse events at
maximum follow-up (Figure 5).
Quality of life in participants receiving nutrition support was not
statistically significantly affected at maximum follow-up. Few tri-
als used similar quality-of-life questionnaires, and only data from
EuroQoL utility score and SF-36 could be used in a meta-analysis.
In both meta-analyses we found no beneficial or harmful effects.
While most of the trials found no beneficial or harmful effect of
nutrition support, a few trials found a beneficial effect on specific
quality-of-life variables.
BMI at end of intervention showed a statistically significant im-
provement when participants received nutrition support (Analysis
31.1). The clinical relevance of this increase is unknown. BMI
at maximum follow-up did not show a statistically significant in-
crease (Analysis 32.1).
Weight at end of intervention and at maximum follow-up showed
a statistically significant increase when participants received nu-
trition support. The clinical relevance of this increase is unknown
(Analysis 33.1; Analysis 34.1).
Hand-grip strength at end of intervention showed a statistically
significant improvement when participants received nutrition sup-
port, but the increase was not statistically significant at maximum
follow-up. The clinical relevance of this increase is unknown.


Nutrition support analysed by route of administration


We assessed individually the different modes of delivery of nutri-
tion support. Trial Sequential Analysis for enteral nutrition for se-
rious adverse events at maximum follow-up broke the threshold for
significant benefit (Analysis 4.3; Figure 6; Effects of interventions).
There are, however, many important considerations when inter-
preting this result: all trials were at high risk of bias and the fun-
nel plot was highly suggestive of publication bias (Supplementary
online material). Furthermore, it is important to note that, given
the amount of subgroup analyses, outcomes, time points, and our
threshold for significance, one might expect that by chance alone
a type I error would occur (Jakobsen 2016). Despite the signifi-
cant meta-analysis result and confirmed 20% risk ratio reduction
in the Trial Sequential analysis, trials at low risk of bias will need
to assess the effects of enteral nutrition before we can draw any
conclusions.
Standard parenteral and oral nutrition broke the threshold for
futility, indicating no beneficial or harmful effects despite the high
risk of bias (Supplementary online material).
We also performed our subgroup analyses according to the dif-
ferent kinds of nutrition support (not for general and fortified
foods, since we identified very few trials that used these kinds of
nutrition support) at the suggestion of the editor and one of the
peer reviewers. The results of the new subgroup analyses are in
agreement with the subgroup analyses of our overall analyses: we
found no benefit of oral nutrition support or parenteral nutrition
support in any subgroup. Enteral nutrition may be beneficial for
different subgroups of patients and may be tested in future trials
with low risk of bias and with adequate power.


Exploratory subgroup analyses


Tests for subgroup differences found a significant difference in
the subgroup comparing different conditions, theoretically known
to increase the nutritional requirements on serious adverse events
at maximum follow-up (Analysis 4.7). Trial Sequential Analysis
for major surgery did not pass through the boundary for benefit,
implying that nutrition support does not result in a risk ratio
reduction of 20% in the risk of a serious adverse event at maximum
follow-up, especially when considering the fact that the trials were
at high risk of bias (Supplementary online material).
Trial Sequential Analysis for stroke participants did not pass
through the boundary for benefit, implying that nutrition support
does not reduce the risk ratio of serious adverse events at maximum
follow-up of 20%. The Trial Sequential Analysis did not reach the
required information size (Supplementary online material).
Using the test for subgroup differences, no other subgroups
showed significant benefit or harm. For a discussion of the limi-
tations in the way we have handled subgroups and the review in
general, see Overall completeness and applicability of evidence.
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Overall completeness and applicability of
evidence


We searched for published and unpublished trials irrespective of
publication type, publication date, and language. We also searched
bibliographies of both Cochrane and non-Cochrane Reviews on
nutrition support for any trials we missed. Overall, we have in-
cluded more trials than any nutrition review ever before, due to
our broader inclusion criteria as well as our extensive searches.
A number of the funnel plots suggest that we are still missing
data from trials favouring the control group compared with nutri-
tion support (Supplementary online material). This may be due
to publication bias, but other types of bias might also cause the
asymmetries. The high risks of bias suggest that our results may
possibly be due to an overestimate of the benefit and an underes-
timate of the harm of nutrition support.


Discussion of heterogeneity (clinical and statistical)


regarding our overall analysis


We included a very clinically heterogenous participant population
assessed in various settings examining various types of nutrition
support administered through different routes. Different inclusion
criteria exist regarding how to assess whether or not a participant
is at nutritional risk and we therefore chose to include various
definitions. We chose to focus primarily on the overall analysis,
with all types of nutrition support pooled in one analysis for three
reasons: 1) we wanted to assess the overall effects of nutrition
support in hospitalised adults at nutritional risk; 2) this pooled
analysis would have the largest statistical power as well as precision;
and 3) pooling all types of nutrition support makes it possible
to use subgroup analyses to compare the effects of the different
nutrition support interventions. If by pooling all the trials we
saw very large heterogeneity, we would not have conducted the
overall analyses and instead would have explored (as we still do)
any possible explanation for the heterogeneity seen.
We found no signs of statistical heterogeneity in the meta-analy-
ses, using both visual inspection of the forest plots as well as the
statistical tests for heterogeneity for our primary outcomes. For
our secondary outcomes, we found no heterogeneity when visually
inspecting the forest plots, but the I2 for the outcomes results of
weight was high. Our many subgroup analyses also found few sub-
groups of participants that may benefit from nutrition support, the
potential exception being major surgery and stroke participants
(Analysis 4.7). The latter subgroup analysis was only significant
at maximum follow-up for serious adverse events. It is important
to make the distinction between clinical heterogeneity (which is
very large in this review) and statistical heterogeneity (of which
there is little indication of in this review). In case of large statistical
heterogeneity, we would have had to split up the review perhaps
into different modes of administration or concluded that no over-
all conclusion for nutrition support could be made. However, we
found no signs of statistical heterogeneity and the pooling of the


different nutritional interventions seems to be appropriate. The
overall agreement between our review and the other Cochrane
Reviews assessing nutrition support for hospitalised adults makes
it even more plausible that our conclusions on nutrition support
appy to participants regardless of how they were included in our
review (see Agreements and disagreements with other studies or
reviews for further details).


Applicability of results for specific subgroups


Mode of delivery


We found no subgroup differences between the different types
of nutrition support . Our exploratory Trial Sequential Analyses
indicated that enteral nutrition may be beneficial in the settings
tested, whereas parenteral nutrition and oral nutrition do not seem
to offer any benefit in the settings tested. Performing the same
subgroups analyses as for the overall analyses, but only looking at
parenteral nutrition support or oral nutrition support, we found
no benefit in any subgroup. There was insufficient statistical power
for general nutrition support and fortified foods. We therefore pri-
marily recommend future research assessing the effects of enteral
nutrition, because this intervention seems to be the only poten-
tially promising nutritional intervention.


Other subgroup analyses (including specific patient


populations)


The main objective of this review was to assess the effects of nu-
trition support in adults at nutritional risk. As described in the
Background section, malnutrition can be divided into starvation-
related malnutrition and disease-related malnutrition. If a com-
mon pathway exists from disease to malnutrition to poorer clinical
outcome, we expected that our approach would show that nutri-
tion support benefits the participants across medical specialties as
they would share a common feature, i.e. malnutrition. This was
the rationale for looking at nutrition support broadly instead of
assessing participants according to medical specialty as has previ-
ously been done in most reviews. As noted above, this has intro-
duced large clinical heterogeneity. However, across most of our
subgroups, there was no difference in the effect of nutrition sup-
port and a noticeable absence of heterogeneity. Guideline develop-
ers may wish to look at the overall analyses as well as the subgroup
analyses.
In future updates, we plan to include secondary publications look-
ing at the different participant populations as well as exploring
possible areas of benefit of the different types of nutrition support.
It is very important when exploring possible areas of benefit, as we
intend in subsequent updates, that we pay attention to the risk of
multiplicity as well as assessing the limitations of the amount of
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information. Subgroup analyses should be confirmed in new trials
at low risk of bias. Our results indicate that in most cases there will
be too little information to conclude whether nutrition support is
beneficial or harmful for specific subgroups of participant, using
a specific nutrition support intervention.


Limation of the external validity of our review


We only included hospitalised adults and it is possible that nutri-
tion support administered in an outpatient setting may be bene-
ficial.
We did not include interventions assessing immuno-nutrition, el-
emental diets, glutamine only as the primary intervention, mi-
cronutrients only, or similar non-standard nutrition support in-
terventions. Neither does our review provide any evidence on the
effect of nutrition support in children.
The co-interventions/standard care also varied across the included
trials, due to the diverse participant population, the difference in
practices, as well as the different time periods in which the included
trials were conducted. Even though our results did not indicate
any significant statistical heterogeneity, the clinical heterogeneity
is a limitation of our systematic review, because the subsequent
generalisation of the review results might be limited.
It is also important to note that our results only apply to partici-
pants who were randomised to nutrition support versus ‘no nutri-
tion support’, i.e. it was judged to be ethically acceptable that the
control participants could receive ‘no nutrition support’. Hence,
our results do not apply to hospitalised adults who were not able
to eat, were unconscious, or unable to absorb nutrients, e.g. due
to short bowl syndrome. The benefits and harms of the different
forms of nutritional support in such participant groups need fur-
ther specific scrutiny in systematic reviews.
In our review, we have not specifically assessed the effects on
non-serious adverse events/non-serious complications. We only
assessed adverse events if they were ’serious’. The reason for this
was that we expected to identify a large number of trials from all
medical specialties, with different types of participants, different
types of interventions, etc. We expected that assessing the effects
of nutrition support on non-serious adverse events across these
different types of trials would have limited validity, as the events
would be very heterogenous as well as differing in their clinical sig-
nificance. Additionally, we did not assess the risk of serious adverse
events and non-serious adverse events in quasi-randomised and
observational studies. Specific systematic reviews of these types of
studies are needed. Moreover, we did not assess cluster-randomised
clinical trials.
We identified three cluster-randomised trials. Two reported no
effect of nutrition support on mortality (Bourdel-Marchasson
2000; Martin 2004) and one trial had not reported data at the
time of writing (Britton 2012). Bourdel-Marchasson 2000 also
found a reduction in pressure sores. Martin 2004 did not report
adverse events.


Quality of the evidence


We downgraded the quality of evidence to low due to very seri-
ous risk of bias for all-cause mortality and serious adverse events
outcomes. Quality of life was downgraded to very low quality of
evidence due to a very serious risk of bias, and a serious inconsis-
tency of the evidence. Weight was downgraded to very low quality
of evidence because of very serious risk of bias and inconsistency
(see Summary of findings for the main comparison).
We found no trials or outcome results with a low risk of bias
(see Risk of bias in included studies). There is a high risk of our
results showing an overestimation of benefit and underestimation
of harm of nutrition support (Hrobjartsson 2012; Hrobjartsson
2013; Hrobjartsson 2014a; Hrobjartsson 2014b; Savovi 2012a;
Schulz 1995; Sutton 2000; Wood 2008).
Visual inspection of a number of funnel plots suggested asymme-
try, including the few outcome results that indicated benefit for
nutrition support. We then used the trim-and-fill method in an
attempt to assess the impact of publication bias on our results. The
trim-and-fill method showed us that the possible publication bias
did not appear to have a strong influence on our results.
Despite the variation in the participant populations recruited to
the studies, we observed very little statistical heterogeneity in our
primary results.
Trial Sequential Analyses of both all-cause mortality and serious
adverse events showed that we had enough information to con-
firm or reject our anticipated intervention effects. Given we have
met the required information size forrisk ratio reductions (RRR)
of 10% or more, and we a priori considered a RRR of 20% clini-
cally significant, we do not regard the confidence intervals as wide
enough to downgrade further to very low quality due to serious
imprecision. The Trial Sequential Analyses of the third primary
outcome, quality of life, showed we did not have enough informa-
tion to confirm or reject our anticipated intervention effect. The
Trial Sequential Analysis for enteral nutrition showed that we had
enough information to confirm or reject our anticipated interven-
tion effect. Despite this, much consideration must still be given
when interpreting this result, see ’Potential biases in the review
process’.
The average non-significant reduction at end of intervention in
absolute all-cause mortality following any type of nutrition sup-
port when compared with control was around 0.5%, from 8.3%
to 7.8%. For serious adverse events, the non-significant reduction
in risk was 0.7%, from 9.9% to 9.2%. The point estimate from
maximum follow-up was slightly larger (1% for all-cause mortality
and 1.5% for serious adverse events). However, the Trial Sequen-
tial Analysis showed that we had enough information to rule out
11% or more relative risk reductions for both outcomes at end of
intervention and at maximum follow-up, but not enough infor-
mation to confirm or reject risk ratios of 10% or below. Whether
RRRs below 10% are clinically relevant is debatable. Considera-
tion should perhaps be given to critically-ill populations with very
high underlying risk of death or serious adverse events.
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Potential biases in the review process


Strengths


We included trials regardless of language of publication and
whether they reported data on the outcomes we needed. We con-
tacted relevant authors for additional information. We included
more participants than previous systematic reviews (Koretz 2001;
Perel 2006; Koretz 2007; Milne 2009; Burden 2012; Koretz 2012;
Koretz 2014; Avenell 2016), giving us increased power and preci-
sion to detect any significant differences between the intervention
and control groups.
We followed our peer-reviewed Cochrane protocol which was pub-
lished before the literature search began (Feinberg 2015). We con-
ducted the review using the methods recommended by Cochrane
and findings of additional methodological studies (Higgins 2011).
We also performed Trial Sequential Analyses and used an eight-
step procedure to assess whether the thresholds for statistical and
clinical significance were crossed (Jakobsen 2014). This adds fur-
ther robustness to our results and conclusions. We also tested the
robustness of our results with sensitivity analyses (’best-worst’,
’worst-best’, no-event trials and for missing SDs).
Our meta-analyses had little statistical heterogeneity, strengthen-
ing the validity of our results.
Limitations


Our systematic review has several limitations. Our findings, inter-
pretations, and conclusions are affected by the quality and quan-
tity of the trials we included. We included both different partici-
pant populations and different forms of nutrition support, which
introduced some possible interpretative limitations to our review
(see ’Overall completeness and applicability of evidence’ for a dis-
cussion).
A potential methodological limitation is our definition of a seri-
ous adverse event. In line with the protocol (Feinberg 2015), we
included the trial result as a serious adverse event if the event or
complications was described as any untoward medical occurrence
that resulted in death, was life-threatening, required hospitalisa-
tion or prolongation of existing hospitalisation, or resulted in per-
sistent or significant disability or incapacity. Using this definition,
we created a list early in the review process of the events we con-
sidered serious and would therefore include, even if the trialist did
not classify the adverse events as a ’serious adverse event’. We also
included the event as a serious adverse event if the trialists used
the term ’serious’ or ’major’ when reporting the adverse event or
complication. If there was doubt if the event should be included
then we contacted the trial authors in order to clarify whether we
should include the event in our analyses. Most of the trials were
not adequately blinded and the assessment of the adverse events
in these trials might have been influenced by knowledge of treat-
ment allocation. It is therefore likely that our results overestimate
the beneficial effect and underestimate the possible harmful ef-
fects of nutrition support. Furthermore, It is always problematic
to use composite outcomes, because the different elements of the
composite outcome will often have different degrees of severity.


It is therefore possible that even with a neutral result there is in
reality a significant difference in the severity of symptoms between
the compared groups. Nevertheless, using composite outcomes
increases power and is therefore often a valid technique, but the
limitations must be considered when interpreting results on, for
example, serious adverse events.
Another possible limitation of our review is that we do not require
a minimum amount of nutrition support. We did this in order
to avoid arbitrary cut-offs. We have instead analysed this in sub-
group analyses (Analysis 1.5; Analysis 2.5; Analysis 3.5; Analysis
4.5). The analyses found no difference between the ’adequate’ and
’inadequate’ nutrition-support trials. The subgroups were based
on our a priori definitions including our predefined cut-offs. Our
cut-offs may be questionable. It may also be that indirect calorime-
try to assess individual nutritional requirement is necessary. We
should perhaps have included a definition of ’adequate protein’ in
our review.
We also made some changes from the protocol stage and added
some post hoc analyses, which is also a limitation of our review,
see ’Differences between protocol and review’ for details.
Our review does not specifically address international guidelines.
According to recent international guidelines (Jensen 2010), being
nutritionally at-risk includes both the aspect of nutritional status
and the aspect of an elevated rate of catabolism caused by inflam-
mation in participants, who are unlikely to eat adequately and who
are treated with an adequate intake. The post hoc Analysis 16.4
results in a statistically significant effect of nutrition support on
serious adverse events at maximum follow-up (RR 0.76, 95% CI
0.61 to 0.95, P = 0.02, I2 = 0%, 2372 participants, 21 trials, low
quality of evidence) when removing Casaer 2011. The reason for
omitting Casaer 2011 is the controversy surrounding the valid-
ity of Casaer 2011 (Bistrian 2011; Felbinger 2011; Marik 2011;
O’Leary 2011; McClave 2012). It must be noted that Analysis
16.4 is not significant with Casaer 2011 included. Given the large
consensus among clinical societies around the approach of iden-
tifying nutritionally at-risk participants based on specific criteria
and providing adequate nutrition to these people despite the lack
of documented effect, future trials should be conducted to test this
approach.
We also included a very large number of subgroup analyses and
numerous outcomes. Although we have adjusted our threshold for
significance for our three primary outcomes, there is still a sub-
stantial risk of a type 1 error (i.e. falsely rejecting the null hypoth-
esis), given that we have assessed three primary outcomes, seven
secondary outcomes, two time points of interest, and have 10 sub-
group analyses. This leads to problems with multiplicity (Jakobsen
2014; Jakobsen 2016). It is plausible that the few significant ef-
fects of nutrition we have found may be due to ’random error’. We
therefore consider the subgroup analyses results as exploratory and
hypothesis-generating. We accept a P value of 0.05 or below as
statistically significant in these analyses, i.e. we do not adjust our P
values for subgroup analyses. It is obvious to most that when you
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collect a large amount of data as we have done here, you also want
to explore any possible interactions, and we therefore caution the
reader to interpret our findings with respect to the substantial risk
of a type 1 error.
Our ’worst-best’ and ’best-worst’ analyses showed that there is a
high risk of incomplete outcome data bias (Analysis 1.12; Analysis
1.13; Analysis 2.12; Analysis 2.13; Analysis 3.13; Analysis 3.12;
Analysis 4.12; Analysis 4.13). Incomplete outcome data bias might
alone have caused the few significant results of nutrition. Most of
the trials did not report exactly how all-cause mortality or seri-
ous adverse events were assessed. It was often only reported that a
certain number of participants died or experienced a serious ad-
verse event, without reporting how many participants were anal-
ysed (and hence, how many had incomplete outcome data). One
hundred and ninety-four of 244 trials were assessed as being at
unclear or high risk of bias on the incomplete outcome data bias
domain, illustrating the high risk of missing data potentially bi-
asing our review results. If insufficient data were reported by the
trialists then we tried to contact the authors, but they seldom
replied, so we often had insufficient information to assess whether
the reported number of deaths or serious adverse events were out
of the intention-to-treat population or out of an unclearly-defined
observed-cases population. This might bias our sensitivity meta-
analyses because we used only the data on the reported population
if no other information was available. Incomplete outcome data
bias might potentially have an even greater impact than our ’best-
worst’/’worst-best’ case scenarios show, i.e. the ’true’ difference be-
tween the observed cases and the intention-to-treat population
might be larger than our data suggest.
We were unable to obtain 34 publications: (Wenzel 1968; Serrou
1982a; Cardona 1986; Liu 1989; Rovera 1989; Huang 1990;
Eckart 1992; Mori 1992; Dai 1993; Kolacinski 1993; Li 1993;
Driver 1994; Cao 1995; Lv 1995; Wu 1995; Yu 1995; Hu 1996;
Liu 1996; Liu 1996a; Volkert 1996; Wu 1996a; Xue 1996; Yoichi
1996; Yu 1996; Lu 1997; Zeng 1997; Zhen 1997; Chai 1998;
Guo 1998; Huo 1998; Jin 2000; Anonymous 2003; Nutrition
2003; Li 2013). Most of these seem to have been conducted in
China.
We also only assessed academic bias as an ’other potential bias’, as
well as any obvious bias we encountered, i.e. not in a systematic
way. As such, we have not taken systematic account of other po-
tential sources of bias.
We did not search the database CINAHL, which is a limitation of
our systematic review.


Agreements and disagreements with other
studies or reviews


Below we have compared our results with the results of other
reviews on nutrition.


Reviews that lacked estimations of required information


sample sizes calculations but reached similar conclusions as


our review:


Perel 2006 found no statistically significant benefit on mortality
of early versus delayed nutrition support for head-injured partici-
pants.
Milne 2009 found no effect on mortality of oral nutrition support
in hospitalised elderly participants at nutritional risk (fixed-effect
meta-analysis RR 0.91, 95% CI 0.80 to 1.04). The authors did,
however, conclude that there was a small increase in weight for
elderly participants (both hospitalised and community dwellers)
(fixed-effect meta-analysis MD 2.15 kg, 95% CI 1.80 to 2.49, P
< 0.001).
Avenell 2016 found no statistically significant effect on mortality
or ’unfavourable outcomes’ of nutrition support as after-care for
hip fracture participants.
Koretz 2012 found no effect on mortality of enteral, parenteral,
and oral nutrition supplements for liver patients, both medical and
surgical. One trial at low risk of bias showed increased mortality.
Koretz 2014 found a beneficial effect of enteral nutrition on mor-
tality in critically-ill adults (RR 0.61, 95% CI 0.41 to 0.89). How-
ever, the benefit of nutrition support on mortality was only present
in trials with high risk of bias and the review concluded that there
was currently not enough evidence to conclude that enteral nu-
trition for critically-ill adults is beneficial, and that randomised
clinical trials at low risk of bias are needed.
Bally 2016 found no effect on mortality in hospitalised medical
participants. The systematic review included 22 trials covering
3726 participants. As a secondary outcome, the authors found a
statistically significant increase in weight (MD 0.72 kg, 95% CI
0.23 to 1.21). The findings are in agreement with our review, with
nutrition only showing a small benefit on weight but no effect on
mortality.


Reviews that lacked estimations of required information sizes


and found benefit of nutrition support:


Burden 2012 (preoperative gastro-intestinal surgery) did not as-
sess mortality. They did, however, show a reduction in major com-
plications when using preoperative parenteral nutrition but no ef-
fect of oral nutrition supplements nor of enteral nutrition. Our
overall conclusions differ from Burden 2012 but our subgroup of
adults undergoing gastro-intestinal surgery showed that this group
may have more benefit of nutrition support than other participant
groups.


Reviews that lacked estimations of required information sizes


and concluded more trials were needed:


Murray 2017 found that there was not enough information to
conclude whether providing standard parenteral nutrition over
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intravenous hydration was beneficial for bone marrow transplant
patients. The review included three trials.
Wasiak 2006 found no statistically significant effect on mortality
of early versus delayed nutrition support in burn patients but only
included one trial (Peck 2004), and concluded that more trials
were needed.


A U T H O R S ’ C O N C L U S I O N S


Implications for practice


In populations identified as being at nutritional risk by any of our
predefined inclusion criteria, we found that risk ratio reductions
of approximately 10% or more from nutrition support can be re-
jected in both the short term (at end of intervention) and long
term (maximum follow-up) for death and serious adverse events.
We do not regard the confidence interval for either effect as wide
enough to warrant downgrading for imprecision, even though nei-
ther result showed a statistically significant increase or reduction
of mortality or serious adverse events.


Our overall meta-analysis result might guide hospital-based de-
cision-makers who are considering whether or not to implement
nutrition support interventions across medical specialties for nu-
tritionally at-risk patients compared with standard care (typically
a standard hospital diet providing 1800 to 2000 kcal). Prior to
making a decision on whether or not to administer nutrition sup-
port,a valid assessment should be made of a given patient’s capacity
to receive standard nutritional support. If this is not obvious, i.e.
the patient eats without any problem, such an assessment might
be done by specially-trained personnel. This practice should also
be tested in a randomised clinical trial. Our results apply only to
patients whom it was ethical to randomise.


Oral nutrition support and parenteral nutrition support did not
reduce or increase mortality or serious adverse events across any
subgroup of participants. Our results indicate that enteral nutri-
tion may reduce the risk of serious adverse events at maximum
follow-up. However, there is a high risk that this significant result
is attributable to bias. There was not enough information to assess
general nutrition support, fortified nutrition support, or mixed
nutrition support.


Our meta-analyses do not rule out that a specific nutrition support
intervention for a specific patient population has larger beneficial
or harmful effects than the average effects we have estimated.


One subgroup (major surgery and stroke participants) demon-
strated a significant subgroup difference, but this did not break the
threshold for significance in post hoc Trial Sequential Analyses.


No other test for subgroup differences found any other differences,
including different medical specialties.


Implications for research


We do not recommend further research on nutrition support as
an overall intervention in hospitalised adults at nutritional risk
according to our criteria (see ’Types of participants’). Our sub-
group analyses and exploratory Trial Sequential Analyses suggest
that future trials may assess the benefits and harms of enteral nu-
trition across different participant populations. Such trials ought
to be designed and reported according to the SPIRIT (www.spirit-
statement.org/) and CONSORT (www.consort-statement.org/)
guidelines. Furthermore, such trials should be conducted with low
risk of systematic error and low risk of random errors, and should
assess quality of life. They should also be powered to detect a risk
ratio reduction of under 10% on all-cause mortality and serious
adverse events.


Future trials may assess the effects of nutrition support in ’well-
defined’ at-risk adults, especially given that this is the recommen-
dation of clinical societies today. Future trials may wish to assess
nutrition support in specific subpopulations where there are cur-
rently very few trials.


There is a need for systematic reviews assessing serious adverse
events in quasi-randomised and observational studies. There is also
a need for systematic reviews assessing benefits and harms of spe-
cialised nutrition support such as immuno-nutrition. Moreover,
we need individual patient data systematic reviews as well as net-
work meta-analyses on nutrition support (Cipriani 2013; Tudur
Smith 2016).
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C H A R A C T E R I S T I C S O F S T U D I E S


Characteristics of included studies [ordered by study ID]


Abalan 1992


Methods Randomised clinical trial, France


Participants 29 hospitalised geriatric adults, at nutritional risk as characterised by trialist
Male:female = 1:28
Mean age = 85 years
Exclusion criteria: diabetes mellitus, hepatic, renal, cardiac failure, major illness, sensory
impairment, other conditions impeding assessment, prior nutritional treatment, unco-
operativeness, poor oral intake, tube-feeding or being bedridden


Interventions Experimental group: Oral nutrition support (n = 15)
In addition to normal hospital food, participants received oral nutrients during the 105
trial days. The amounts of calories ingested daily were from day 1 through day 35 equal
to 1254 kcal (± 259 kcal), and from day 36 through day 105 equal to 936 kcal (± 235
kcal)
Control group: No intervention (n = 15)
Co-interventions: Participants received normal hospital food with no nutritional sup-
plements


Outcomes Cognitive function (using MMS scores), body weight


Study dates Not stated


Notes We contacted the authors on 6th September 2015 by email: fabalan@ch-perrens.fr.
Authors replied with additional information on randomisation sequence (although we
were missing information on whether the coin toss was performed by an independent
person), blinding and incomplete outcome data


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Randomisation was done my means of coin toss but
it was unclear if it was performed by an independent
person


Allocation concealment (selection bias) Unclear risk Not described.


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


High risk Blinding of outcome assessment was not performed.
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Abalan 1992 (Continued)


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were no drop-outs.


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did
not report on all-cause mortality and serious adverse
event


For-profit bias High risk Trial was supported by Sopharga, Latema and Val-
pan Laboratories, who provided the oral nutrition
support


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Abel 1976


Methods Randomised clinical trial, USA


Participants 44 hospitalised adults undergoing cardiac surgical procedures and malnourished at nu-
tritional risk due to anthropometricsMale:female = not stated
Mean age = not stated
Exclusion criteria: not stated.


Interventions Experimental group: immediate hypertonic total parenteral nutrition for 5 days(n = 20)
Control group: routine postoperative intravenous solutions for 5 days(n = 24)


Outcomes Mortality, net fluid balance, nitrogen balance


Study dates Not stated


Notes We contadted the authors on 9th November 2015 by email
barnett.octo@mgh.harvard.edu. We received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described
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Abel 1976 (Continued)


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not described


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report all-cause mortality and serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Abrishami 2010


Methods Randomised clinical trial, Iran


Participants 20 hospitalised adults with recent ICU admission (< 24 hrs), having systemic inflamma-
tory response syndrome, Acute Physiology and Chronic Health Evaluation II (APACHE
II) score > 10 and expected not to feed via oral route for at least 5 days, at nutritional
risk due to being in a ICU
Mean age = 56.5 years
Exclusion criteria: adults with high probability of death in the next 7 days of admission,
pregnant, lactating, and having EN contra-indication


Interventions Experimental group: parenteral nutrition (500 ml 10% amino acid solution, 500 ml
50% dextrose) (n = 10)
Control group: no intervention (n = 10)
Co-interventions: standard ICU care + EN (1 kCal/ml)


Outcomes Mortality, pre-albumin, tumour necrosis factor, sequential organ failure assessment, ther-
apeutic intervention scoring system


Study dates November 2007 and May 2009


Notes We contacted the authors on 9th November 2015 by email: Mojtahed@sina.tums.ac.ir
. We received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described
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Abrishami 2010 (Continued)


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk One person dropped out (5%) and had missing data.


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report all-cause mortality and serious adverse


For-profit bias Low risk The study was partly supported by grant from Tehran
University of Medical Sciences research council


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Anbar 2014


Methods Randomised clinical trial, Israel


Participants 51 hospitalised adults undergoing surgery for hip fracture, at nutritional risk due to
being frail elderly
Male:Female = 17:33
Mean age = 83
Exclusion criteria: patients were excluded if they presented to hospital > 48 hours after the
injury, were receiving steroids or immunosuppression therapy, or both; in the presence
of active oncologic disease, multiple fractures, diagnosed dementia or in the event that
patients required supplemental nasal oxygen which precludes the measurement of REE


Interventions Experimental group: the tight calorie group received calories with an energy goal deter-
mined by repeated REE measurements using indirect calorimetry (IC) (Fitmate, Cosmed,
Italy) which was based on hospital-prepared diets (standard or texture-adapted). Oral
nutritional supplements (ONS) were started 24 hours after surgery and the amount ad-
justed to make up the difference between energy received from hospital food and mea-
sured energy expenditure.
The ONS was provided in the form of Ensure plus (Abbott Laboratories) containing
355 kcal/237 ml and 13.5 g protein or Glucerna (Abbott Laboratories) containing 237
kcal/237 ml and 9.9 g protein/237 ml. The adult, family and caregivers were educated
regarding the importance of nutritional support and more attention was given to personal
food preferences. (n = 23)
Control group: no intervention (n = 28)
Co-intervention: standard hospital diet which provided a mean of 1800 kcal and 80 g
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Anbar 2014 (Continued)


of protein


Outcomes BMI, Biochemical parameters including serum glucose, albumin, lymphocyte count and
creatinine levels


Study dates May 2010 to December 2011


Notes We contacted the authors on 21st October 2015 by email: psinger@clalit.org.il. We
received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk The trial states that “Randomization was performed
using a concealed, computer-generated program”


Allocation concealment (selection bias) Unclear risk It was unclear how the randomisation code was con-
cealed although it was stated that it was concealed as
above


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The trial was described as unblinded.


Blinding of outcome assessment (detection
bias)
All outcomes


High risk The trial was described as unblinded.


Incomplete outcome data (attrition bias)
All outcomes


Low risk There was one randomised participant who did not
complete the trial


Selective reporting (reporting bias) Low risk The trial reported all-cause mortality and complica-
tions.


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Aquilani 2008


Methods Randomised clinical trial, Italy


Participants 48 adults hospitalised with subacute stroke, cognitive dysfunction (< 20 in the mini-
mental state examination) and independent in their alimentation. They were at nutri-
tional risk due to stroke
Male:Female = 27:21
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Aquilani 2008 (Continued)


Mean age = 73 years (experimental group), 71 years (control group)
Exclusion criteria: aphasic patients, patients with chronic renal failure or diabetes on
hypoglycaemic therapy, or both


Interventions Experimental group: Oral caloric-protein supplement for 21 days, containing 200 ml
mixture of cubit an, nutricia, Italy providing 250 calories, 20 g protein, 28,2 g carbohy-
drates and 7 g lipids (n = 24)
Control group: No intervention (n = 24)


Outcomes Anthropometric and nutritional (3-day diary) variables, cognitive function (MMSE)
Weight, height, BMI, daily caloric and macronutrient intake


Study dates Not stated


Notes We contacted the authors on 27th September 2015 by email: labmio@unipv.it. We
received an initial reply, but did not receive a reply for our follow-up questions


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Randomisation where performed using SAS statistical
tool


Allocation concealment (selection bias) Unclear risk The description of allocation concealment was too un-
clear to permit judgement of low or high risk of bias


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk The study reports to be “double blinded”, but does not
explicitly describe how. The physician who evaluated
the MMSE score was blinded to the supplementation
and was different from the physician who prescribed
the supplementation


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report all-cause mortality and serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias
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Arias 2008


Methods Randomised clinical trial, Uruguay


Participants 667 hospitalised adults admitted to the medical ward, at nutritional risk due to being
malnourished or severely malnourished according the Subjective Global Assessment cri-
teria
Male:Female = 337:200 (excluding dropped-out participants)
Exclusion criteria: diabetic, decompensated hepatitis with encephalitis, altered conscious-
ness, difficulty understanding instructions or handicap, where the family was unwilling
to co-operate


Interventions Experimental group: oral nutrition support with 1 cal/ml (54.5% carbohydrates, 31.5%
lipid, 14% protein), 700 ml maximum (n = 333)
Control group: no intervention (n = 334)
Co-interventions: treatment as usual


Outcomes Development of infections, pressure ulcers, length of hospital stay, mortality and weight


Study dates May 2005 to September 2006


Notes We contacted the authors by email: sylviaarias@montevideo.com.uy. We received a reply
and received information on sequence generation, allocation concealment and weight
data


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk The ’code’ was made by folding papers with either
a T or a C, not performed by an independent
person


Allocation concealment (selection bias) Unclear risk The papers were folded and put into a dark bag. It
is unclear if the allocation was concealed properly


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The trial was not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


High risk The trial was not blinded.


Incomplete outcome data (attrition bias)
All outcomes


High risk 130 participants dropped out, without the trial
using proper methods to deal with the dropouts


Selective reporting (reporting bias) Low risk All-cause mortality and complications were re-
ported.


For-profit bias Unclear risk It was unclear how the trial was funded.
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Arias 2008 (Continued)


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Banerjee 1978


Methods Randomised clinical trial, unknown country.


Participants 63 hospitalised long-stay elderly, at nutritional risk according to the trialist
Male:Female = 21:42
Mean age: 81 years


Interventions Experimental group: 60 g daily oral supplements (n = 31)
Control group: no intervention (n = 32)
Co-intervention: observation for 14 weeks before study start, standard hospital diet


Outcomes Change in intake, skin-fold thickness, laboratory test, mortality


Study dates Not stated


Notes We did not contact the authors due to the trial’s late inclusion


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk Less than 5% dropped out (3 participants)


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the
trial did not report on serious adverse events


For-profit bias High risk The trial was funded by Glaxo Laborato-
ries.
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Banerjee 1978 (Continued)


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias


Barlow 2011


Methods Randomised clinical trial, hospital in UK


Participants 121 hospitalised adults; most suspected upper gastrointestinal malignancy referred for
major elective surgery, at nutritional risk due to major surgery
Male:Female = 83:38
Mean age = 64 years
Exclusion criteria: age under 18 years; unable or unwilling to give informed consent;
pregnant; pre-operative infection; previous intestinal surgery resulting in residual small
intestine length of less than 100 cm


Interventions Experimental group: Early Enteral Nutrition was delivered via a needle catheter jejunos-
tomy
Nutritional support begun within 12 hrs of the surgery at 20 ml/hr of a standard 1 kcal/
ml commercial whole protein enteral feed for the first 24 hrs in participants undergoing
oesophagogastric resection, with the rate increasing as tolerated by 10 ml/hr every 12
hrs, until the maximum feed target rate of 80 ml/h was achieved
Participants undergoing pancreatic resection were started on 10 ml/hr of a 1.3 kcal/ml
commercial semi-elemental enteral feed on the first post-operative day, which was then
steadily increased as for the oesophagogastric participants. The aim was to achieve a
minimum of half of nutritional requirements by the 5th postoperative day.
Intravenous fluids were administered in addition to the enteral feeding as necessary to
maintain fluid balance. Once oral intake was established, participants began a 1.5 kcal/
ml enteral feed and converted to overnight enteral nutrition via the jejunostomy over
12 hrs. This continued until it was deemed that 75% of nutritional requirements were
being achieved orally. (n = 64)
Control group: Participants were kept nil by mouth, with hydration maintained by
means of intravenous fluids, which continued until the introduction of oral fluids and
diet. These participants also received 10 ml/hr of sterile water via a needle catheter
jejunostomy until introduction of oral fluids. (n = 57)


Outcomes Postoperative morbidity and mortality, wound infections, chest infections, anastomotic
leaks, length of hospital stay


Study dates


Notes We contacted the authors on 30th June 2015 by email: barlowR1@cf.ac.uk. We received
no reply.


Risk of bias


Bias Authors’ judgement Support for judgement
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Barlow 2011 (Continued)


Random sequence generation (selection
bias)


Low risk The randomisation sequence was generated
by computer in permuted blocks of 30


Allocation concealment (selection bias) Low risk The code was kept in opaque, sealed en-
velopes labelled with sequential study num-
bers in a locked box


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The trial is described as unblinded.


Blinding of outcome assessment (detection
bias)
All outcomes


High risk The trial is described as unblinded.


Incomplete outcome data (attrition bias)
All outcomes


Low risk No dropouts and data on all participants


Selective reporting (reporting bias) Low risk Protocol is available, but contains no out-
comes. In the trial all-cause mortality and
serious adverse events are reported


For-profit bias Low risk This trial was funded by a grant from The
Health Foundation, London, UK


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias


Barratt 2002a


Methods Randomised clinical trial, Australia


Participants 57 hospitalised adults scheduled for major upper abdominal surgery, at nutritional risk
due to major abdominal surgery
Male:Female = 27:20
Mean age = 60.25 years
Exclusion criteria: Younger than 21 years or older than 80 years of age, required IVN
because of severe malnutrition, or postoperative complications such as sepsis or haem-
orrhage, surgery involving the diaphragm or thorax, significant cardiac disease, respira-
tory disease, renal disease, musculoskeletal or neurological disease, hematological disease,
drug dependency disorder, or psychiatric disease


Interventions Experimental group: Multimodal analgesia and intravenous nutrition, either glucose or
lipid-based. On the second postoperative day, a peripheral “long-line” IV was inserted
for IVN. From this time, IV feeding was established and continued until day 14. The
formulation included 66% of the non-protein kilo joules as lipid, 9 g/L of nitrogen
(Vamin 18; Kabi Vitrum, Stockholm, Sweden), and a non-nitrogen energy load of 4200
kJ/L. This was infused at a rate of 2 to 2.8 L/24 hr, depending on the participant’s
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Barratt 2002a (Continued)


calculated requirements. (n = 18)
Control group: Multimodal analgesia (n = 14)


Outcomes Duration of hospital stay, time to start of oral nutrition, weight (kg), BMI, fat (kg),
protein (kg), water (Kg), nitrogen balance. Significant clinical complications


Study dates Not stated


Notes We contacted the authors on 12th September 2015 by email mdd06sb@sheffield.ac.uk.
We received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Randomly allocated cards, but it was unclear if
the shuffling was done by an independent person


Allocation concealment (selection bias) Unclear risk The envelopes used to conceal the randomisation
code were described as sealed envelopes, but it was
unknown if they were opaque


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Blinding was not performed.


Blinding of outcome assessment (detection
bias)
All outcomes


High risk Blinding was not performed.


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not described


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did
not report all-cause mortality and serious adverse
events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Barratt 2002b


Methods Randomised clinical trial, Australia


Participants 57 hospitalised adults scheduled for major upper abdominal surgery, at nutritional risk
due to major abdominal surgery
Male:Female = 27:20
Mean age = 60.25 years
Exclusion criteria: Younger than 21 years or older than 80 years, required IVN because
of severe malnutrition, or postoperative complications such as sepsis or haemorrhage.
Surgery involving the diaphragm or thorax, significant cardiac disease, respiratory dis-
ease, renal disease, musculoskeletal or neurological disease, haematological disease; drug
dependency disorder, or psychiatric disease


Interventions Experimental group: participant-controlled analgesia with opioids + Intravenous nutri-
tion either glucose- or lipid-based. On the 2nd postoperative day, a peripheral “long-
line” IV was inserted for IVN. From this time, IV feeding was established and continued
until day 14. The formulation included 66% of the non-protein kilo joules as lipid, 9 g/
L of nitrogen (Vamin 18; Kabi Vitrum, Stockholm, Sweden), and a non-nitrogen energy
load of 4200 kJ/L. This was infused at a rate of 2 to 2.8 L/24 hrs, depending on the
participant’s calculated requirements. (n = 12)
Control group: participant-controlled analgesia with opioids(n = 13)


Outcomes Duration of hospital stay, time to commencement of oral nutrition, weight (Kg), BMI,
fat (Kg), protein (g), water (Kg), nitrogen balance. Significant clinical complications


Study dates Not stated


Notes We contacted the authors on 12th September 2015 by email: mdd06sb@sheffield.ac.uk.
We received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Randomly allocated cards, but it was unclear if
the shuffling was done by an independent person


Allocation concealment (selection bias) Unclear risk The envelopes used to conceal the randomisation
code were described as sealed envelopes, but it was
unknown if they were opaque


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The trial was not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


High risk The trial was not blinded.
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Barratt 2002b (Continued)


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did
not report all-cause mortality and serious adverse
events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Bastow 1983a


Methods Randomised clinical trial, hospital in UK


Participants 122 hospitalised adults with fractured neck of femur and assessed as thin (1 - 2 SDs
below the mean), at nutritional risk due to being frail elderly with hip fracture
Only women
Mean age = 80 years
Exclusion criteria: severe dementia or serious concomitant physical disorders, e.g. stroke


Interventions Experimental group: an overnight feed of 1 litre Clinifeed Iso (4 - 2 MJ (1000 kcal),
including 28 g protein). It was started within 5 days of operation and delivered over 8
hrs each night through a fine bore soft nasogastric tube using a peristaltic pump. Tube-
feeding was continued until the adult was discharged from the ward, did not tolerate the
tube or died.(n = 39)
Control group: no intervention(n = 35)
Co-interventions: both control and tube-fed adults ate a normal ward diet during the
day and were given free access to snacks and drinks


Outcomes Weight, upper arm circumference, triceps skinfold thickness, mortality, food intake,
length of hospital stay, mobility, plasma protein


Study dates Not stated


Notes Same trial as Bastow 1983b but with the participants characterised as ’thin’. We could
not obtain any contact information on the author


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described
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Bastow 1983a (Continued)


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incom-
plete data was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial
did not report all-cause mortality and seri-
ous adverse events


For-profit bias High risk One of the authors was supported by a grant
from Roussell Laboratories Ltd


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias


Bastow 1983b


Methods Randomised clinical trial, hospital in UK


Participants 122 hospitalised adults with fractured neck of femur and assessed as very thin ( > 2 SDs
below the mean), at nutritional risk due to being frail elderly with hip fracture
Only women
Mean age = 80 years
Exclusion criteria: severe dementia or serious concomitant physical disorders, e.g. stroke


Interventions Experimental group: an overnight feed of 1 litre Clinifeed Iso (4 - 2 MJ (1000 kcal),
including 28 g protein). It was started within 5 days of operation and delivered over 8
hours each night through a fine bore soft nasogastric tube using a peristaltic pump. Tube-
feeding was continued until the adult was discharged from the ward, did not tolerate the
tube or died. (n = 25)
Control group: no intervention (n = 23)
Co-interventions: both control and tube-fed adults ate a normal ward diet during the
day and were given free access to snacks and drinks


Outcomes Weight, upper arm circumference, triceps skinfold thickness, mortality, food intake,
length of hospital stay, mobility, plasma protein


Study dates Not stated


Notes Same trial as Bastow 1983a but with the participants characterised as ’very thin’


Risk of bias
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Bastow 1983b (Continued)


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incom-
plete data was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial
did not report all-cause mortality and seri-
ous adverse events


For-profit bias High risk One of the authors was supported by a grant
from Roussell Laboratories Ltd


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias


Bauer 2000


Methods Randomised clinical trial (blocks of 10), France


Participants 120 hospitalised adults admitted to the ICU for more than 2 days, at nutritional risk
due to being in the ICU
Male:Female = 82:38
Mean age: 54 years
Exclusion criteria: elective surgery or presenting a contraindication to enteral or par-
enteral support, or both, having a previous history of allergy to vitamins


Interventions Experimental group: received parenteral nutrition. Treatment consisted of a 3-in-1 solu-
tion of carbohydrates, fat, and protein, Vitrimix KV and hydrosoluble vitamins, Soluvit.
(n = 60)Control group: received placebo. Treatment consisted of sodium chloride 0.9%
with Intralipid 20% (50 ml/l) and Soluvit (10 ml/l), stable for 24 hrs
Treatment and placebo were administered in the same type of plastic bags (1 ± 2 l),
at a concentration of 1 kcal/ml in the treatment group. The solution was administered
through a central line (960 mOSm/l) that was not inserted solely for nutritional purposes.
The rate of intravenous administration was increased to 120 ml/hr for 18 ± 24 hrs. (n =
60)
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Bauer 2000 (Continued)


Co-intervention: both groups received enteral support: Participants were bolus-fed ev-
ery 4 hrs, 5 times a day with a standard, noncommercial, modular polymeric diet. The
composition of the solution was protein (20%), polyunsaturated fats (30%), carbohy-
drates (50%), non-soluble fibres, sodium chloride (2 g/l), potassium chloride (3 g/l),
and a standard solution of hydro- and lipo-soluble vitamins; the concentration of the
solution was 1 kcal/ml. A typical 70-kg participant would receive 100 ml initially, with
an increased amount in 50-ml steps to a maximum of 350 ml every 4 hrs 5 times a day


Outcomes Levels of retinol-binding protein and prealbumin, morbidity, mortality, cost


Study dates Not stated


Notes No contact information could be obtained.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk The envelopes were described as sealed
but it was uncertain if the envelopes were
opaque


Blinding of participants and personnel
(performance bias)
All outcomes


Low risk Neither the healthcare providers nor the
participants were aware of the treatment
given


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Although the statistician was blinded to the
allocation of treatment until all events had
occurred, it is not stated clearly who per-
formed the outcome assessment


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk 6/60 early dropouts in the experimental
group and 7/60 in the control group
They stated that they used intention-to-
treat analysis, but did not fully describe how
they dealt with missing participants


Selective reporting (reporting bias) Low risk The trial reported all-cause mortality and
serious adverse events. No protocol could
be found


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias
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Beier-Holgersen 1999


Methods Randomised clinical trial, Denmark


Participants 60 hospitalised adults with gastro-intestinal diseases requiring major surgery, at nutri-
tional risk due to major surgery
Male:Female = 38:22
Mean age = 64 years
Exclusion criteria: Adults with insulin-dependent diabetes mellitus, inadequate renal or
hepatic functions, or inflammatory bowel disease were excluded, as were adults receiving
immunosuppressive drugs


Interventions Experimental group: Nutrition (Nutridrink with orange flavour, Nutricia)
They were scheduled to receive 600 ml on the day of operation, increasing by 400 ml
daily until the 4th postoperative day. (n = 30)
Control group: Placebo (water with orange flavour)(n = 30)
They were scheduled to receive 600 ml on the day of operation, increasing by 400 ml
daily until the 4th postoperative day


Outcomes Cell-mediated immunity, serious adverse events, all-cause mortality


Study dates Not stated


Notes We contacted the authors on 27th September 2015 by email: rabeho@hih.regionh.dk,
We received an initial reply but no reply on following emails


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk It was reported that the study was double-
blinded, but it was not further described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk It was reported that the study was double-
blinded, but it was not further described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Low risk No protocol could be obtained, but all-cause
mortality and serious adverse events were assessed


For-profit bias High risk “Nutricia Research, Zoetermeer, the Nether-
lands” kindly contributed financially to the study
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Beier-Holgersen 1999 (Continued)


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Bellantone 1988


Methods Randomised clinical trial, Italy


Participants 100 hospitalised adults admitted for gastro-intestinal surgery, at nutritional risk due to
major surgery
Male:Female = 64:36
Mean age = 58 years


Interventions Experimental group: Parenteral supplements (30 Cal/kg/day 200 mg/kg/day nitrogen)
for at least 7 days prior to surgery(n = 54)
Control group: No intervention(n = 46)
Co-intervention: Standard hospital oral diet


Outcomes Mortality, septic complications


Study dates Not stated


Notes We contacted the authors on 9th November 2015 by email: rbellantone@rm.unicatt.it
. We received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report all-cause mortality or serious adverse events
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Bellantone 1988 (Continued)


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Bokhorst-de 2000


Methods Randomised clinical trial, the Netherlands


Participants 49 adults undergoing radical and extensive surgery for advanced head and neck cancer
(stage III and IV) severely malnourished (preoperative weight loss > 10%), at nutritional
risk due to major surgery
Male:Female = 18:15
Mean age = 62.5 years
Exclusion criteria: Well-nourished (weight loss < 10%), received other investigational
drugs or steroids, or suffered from renal insufficiency, hepatic failure, any genetic immune
disorders or a confirmed diagnosis of AIDS


Interventions Experimental group: standard preoperative enteral nutrition (1250 kcal/L, 62.5 g. pro-
tein/L) (n = 15)
Control group: No preoperative nutritional support(n = 17)
Co-interventions: preoperatively fed for 7 - 10 days. Postoperatively tube-fed for approx-
imately 14 days, as was standard hospital procedure


Outcomes Quality of life, using the scales: QLQ-C30, COOP-WONCA


Study dates 1994 to 1997


Notes We only use groups 1 and 2. We contacted the authors in September 2015 by email:
m.vanbokhorst@vumc.nl. We received a reply with the specific calorie intake in the 2
groups


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Blinding of participants, healthcare profes-
sionals involved in participant treatment
and assessors was only possible in groups II
and III.
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Bokhorst-de 2000 (Continued)


Blinding of outcome assessment (detection
bias)
All outcomes


High risk Blinding of participants, healthcare profes-
sionals involved in participant treatment
and assessors was only possible in groups II
and III.


Incomplete outcome data (attrition bias)
All outcomes


High risk There were missing data for 18 out of 49
participants for quality of life and the trial
did not use proper methodology to account
for the missing data


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial
did not report all-cause mortality or serious
adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias


Bonkovsky 1991a


Methods Randomised clinical trial, USA


Participants 39 hospitalised adults with alcoholic hepatitis due to 1. prolonged ethanol intake; 2.
laboratory studies; 3. time of cessation of alcohol intake 5 - 14 days before entry to the
study, at nutritional risk according to the trialist
Male:Female = 19:20
Mean age = 42 years
Exclusion criteria: recent severe gastro-intestinal bleeding, severe ascites, severe degree
of encephalophathy, renal insufficiency, acute pancreatitis, haemodynamic instability,
advanced pulmonary disease, diabetes mellitus, active malignancy


Interventions The trial consisted of 4 groups. Groups 1 and 3, and groups 2 and 4 could be compared
Experimental group: parenteral nutritional supplementation 2 L (3.5 amino acids, 5%
dextrose) for 21 days(n = 9)
Control group: no intervention(n = 12)
Co-intervention: standard therapy (nutritionally adequate diets) in all groups and Oxan-
drolone in groups 2 and 4


Outcomes Laboratory measurements, complications


Study dates August 1986 to November 1988


Notes We here report group 1 (control) versus group 3 (experimental)


Risk of bias
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Bonkovsky 1991a (Continued)


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Random-numbers table


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk Data were reported for all participants for all out-
comes.


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report on serious adverse events or mortality


For-profit bias High risk The trial was funded by Miles Laboratories.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Bonkovsky 1991b


Methods Randomised clinical trial, USA


Participants 39 hospitalised adults with alcoholic hepatitis due to 1. prolonged ethanol intake; 2.
laboratory studies; 3. time of cessation of alcohol intake 5 - 14 days before entry to the
study, at nutritional risk according to the trialist
Male:Female = 19:20
Mean age = 42 years
Exclusion criteria: recent severe gastro-intestinal bleeding, severe ascites, severe degree
of encephalopathy, renal insufficiency, acute pancreatitis, haemodynamic instability, ad-
vanced pulmonary disease, diabetes mellitus, active malignancy


Interventions The trial consisted of 4 groups. Groups 1 and 3, and groups 2 and 4 could be compared
Experimental group: parenteral nutritional supplementation 2 L (3.5 amino acids, 5%
dextrose) for 21 days(n = 10)
Control group: no intervention(n = 8)
Co-intervention: standard therapy (nutritionally adequate diets) in all groups and Oxan-
drolone in groups 2 and 4


Outcomes Laboratory measurements, complications
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Bonkovsky 1991b (Continued)


Study dates August 1986 to November 1988


Notes We here report group 2 (control) versus group 4 (experimental)


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Random-numbers table


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk Data were reported for all participants for all out-
comes.


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report on serious adverse events or mortality


For-profit bias High risk The trial was funded by Miles Laboratories.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Botella-Carretero 2008a


Methods Randomised clinical trial, Spain


Participants 90 hospitalised adults 65 years or older undergoing surgery for hip fracture, at nutritional
risk due to frail elderly with hip fracture
Male:Female = 71:19
Mean age = 83.5 years
Exclusion criteria: Adults with moderate to severe malnutrition (those with a weight loss
of > 5% in the previous month or > 10% in the previous 6 months from their usual
weight or serum albumin concentrations < 2.7 g/dL, or both) acute or chronic renal
failure, hepatic insufficiency or cirrhosis (Child B or C), severe heart failure defined as
New York Heart Association class III or IV, respiratory failure, and any Gl condition
which precluded adequate oral nutrition intake
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Botella-Carretero 2008a (Continued)


Interventions Experimental group: Group 2: protein powder ONSs. Adults received protein supple-
mentation in the form of commercial protein powder (Vegenat-med Proteina; Vegenat
SA, Badajoz, Spain; 10-g packets, with each providing 9 g of protein and 38 kcal) dis-
solved in water or in the diet’s milk or soup, to aim at 36 g of protein a day (4 packets a
day)(n = 30)
The oral nutritional supplement was started 48 hrs after operation and maintained after
hospital discharge
Control group: No intervention(n = 15)
Co-intervention: All were prescribed a standard or texture-adapted diet to meet the
calculated metabolic rate


Outcomes Changes in serum albumin, prealbumin, retinol-binding globulin (RBG), BMI, mid-
brachial circumference, and tricipital fold, tolerance to prescribed ONS, length of hos-
pital stay, postoperative complications, the time from surgery to the start of mobilisation
as included in the rehabilitation programme


Study dates February 2006 to February 2007


Notes We contacted authors on 6th June 2015 by email: jbotella.hrc@salud.madrid.org, about
details on data of BMI and complications and risk of bias (random sequence generation
and blinding of outcome assessment)


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Low risk Randomised using sealed opaque envelopes


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants were not blinded, as the control group
received no intervention


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


High risk 5 participants did not complete the study and the
trial did not use proper methodology to account for
the missing data


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report all-cause mortality or serious adverse events


For-profit bias Low risk The trial was financed by Fundación para la Investi-
gación Biomédica, Hospital Ramón y Cajal (FIBio-
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Botella-Carretero 2008a (Continued)


RyC), Madrid, Spain


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Botella-Carretero 2008b


Methods Randomised clinical trial, Spain


Participants 90 hospitalised adults 65 years or older undergoing surgery for hip fracture, at nutritional
risk due to frail elderly with hip fracture
Male:Female = 71:19
Mean age = 83.5 years
Exclusion criteria: Adults with moderate to severe malnutrition (those with a weight loss
of > 5% in the previous month or > 10% in the previous 6 months from their usual
weight or serum albumin concentrations < 2.7 g/dL, or both) acute or chronic renal
failure, hepatic insufficiency or cirrhosis (Child B or C), severe heart failure defined as
New York Heart Association class III or IV, respiratory failure, and any Gl condition
which precluded adequate oral nutrition intake


Interventions Experimental group: Group 3: Energy protein ONSs. Participants received energy and
protein supplements by means of commercial enteral nutrition for oral intake (Resource
Hiperproteico; Novartis Medical Nutrition, Barcelona, Spain; 200-mL bricks, with each
providing 18.8 g of protein and 250 kcal) to aim at 37.6 g of protein and 500 kcal a day
(2 bricks a day)
The ONS was started 48 hrs after operation and maintained after hospital discharge.(n
= 30)
Control group: No intervention(n = 15)
Co-intervention: All were prescribed a standard or texture-adapted diet to meet the
calculated metabolic rate


Outcomes Changes in serum albumin, prealbumin, retinol-binding globulin (RBG), BMI, mid-
brachial circumference, and tricipital fold, tolerance to prescribed ONS, length of hos-
pital stay, postoperative complications, the time from surgery to the start of mobilisation
as included in the rehabilitation programme


Study dates February 2006 to February 2007


Notes We contacted the authors on 6th June 2015 by email: jbotella.hrc@salud.madrid.org
about details on data of BMI and complications and risk of bias (random sequence
generation and blinding of outcome assessment)


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described
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Botella-Carretero 2008b (Continued)


Allocation concealment (selection bias) Low risk Randomised using sealed opaque envelopes


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants were not blinded, as the control group
received no intervention


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


High risk 5 participants did not complete the study and the
trial did not use proper methodology to account for
the missing data


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report all-cause mortality or serious adverse events


For-profit bias Low risk The trial was financed by Fundación para la Investi-
gación Biomédica, Hospital Ramón y Cajal Madrid,
Spain


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Botella-Carretero 2010


Methods Randomised clinical trial, Spain


Participants 60 hospitalised adults with hip fractures, at nutritional risk due to hip surgery
Male:Female = 16:44
Mean age = 83.5 years
Exclusion criteria: ”Patients with moderate-severe malnutrition (those with a weight loss
of more than 5% in the previous month or more than 10% in the previous 6 months
from their usual weight, and/or serum albumin concentrations below 2.7 g/dL) were
automatically excluded from the study. All of these patients receive supplementation
according to our Institution protocol, following current guidelines. Other exclusion
criteria were acute and/or chronic renal failure, hepatic insufficiency or cirrhosis (Child B
or C), severe heart failure with class III or IV of the New York Heart Association (NYHA)
, respiratory failure, and any gastrointestinal condition that may preclude from adequate
oral nutritional intake. None of the patients had been on ONS from the previous 6
months, or had received any nutritional support by any other means


Interventions Experimental group: Oral nutrition energy and protein support by means of commercial
enteral nutrition for oral intake (Fortimel, 200 mL bricks, each provides 20 g protein
and 200 kcal, Nutricia Advanced Medical Nutrition - Danone Group) to aim at 40 g
of protein and 400 kcal a day (2 bricks a day). The treatment was started at admission,
before surgery and maintained until the day of hospital discharge. (n = 30)
Control group: No intervention (n = 30)
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Botella-Carretero 2010 (Continued)


Co-interventions: Every adult was prescribed a standard or texture-adapted diet to meet
their calculated metabolic rate


Outcomes Mortality, serum proteins, BMI, postoperative complications, weight, postoperative hos-
pital stay, time of immobilisation after surgery


Study dates May 2007 to September 2008


Notes We contacted the authors on 6th June 2015 by email: jbotella.hrc@salud.madrid.org
about data on BMI, weight and complications, which could not be extracted from the
full text


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Low risk The randomisation was concealed by means of sealed
opaque envelopes


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk The procedure of blinding was insufficiently de-
scribed.


Incomplete outcome data (attrition bias)
All outcomes


High risk Intention-to-treat analysis was performed with the
last observation carried forward to evaluate data of
all participants at hospital discharge. There were in-
complete data for 32 participants


Selective reporting (reporting bias) Low risk The protocol could not be obtained, but the study
reported on mortality and complications


For-profit bias Low risk One of the Researchers, B.I. was supported by the
Fundación para la Investigación Biomédica Hospital
Ramón y Cajal (FIBio-RyC), Madrid, Spain


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Breedveld-Peters


Methods Randomised clinical trial, the Netherlands


Participants 152 hospitalised adults admitted for hip fracture surgery and aged > 55 years, at nutri-
tional risk due to being frail elderly
Male:Female = 44:108
Mean age = 78.5 years
Exclusion criteria: Pathological or periprosthetic fracture; a disease of bone metabolism
(e.g. M Paget, M Kahler, hyperparathyroidism); an estimated life expectancy < 1 year
due to underlying disease; if they used an ONS before hospital admission; if they were
unable to speak Dutch, lived outside the region or had been bedridden before their hip
fracture, had dementia or were cognitively impaired, defined as a score of < 7 on the
Abbreviated Mental Test, as assessed before inclusion


Interventions Experimental group: frequent dietetic counselling and multinutrient ONSs until 3
months after hip fracture surgery (n = 73)
Control group: standard dietetic counselling and diet (n = 79)


Outcomes Cost, cost effectiveness, mortality, weight, quality of life


Study dates


Notes The trial had both an inpatient and an outpatient phase. We contacted the authors on
16th December 2015 by email: c.wyers@maastrichtuniversity.nl. We received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Computer-generated random-number se-
quence list


Allocation concealment (selection bias) Unclear risk The allocation was described as being con-
cealed, but it was unclear how it was con-
cealed


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


High risk More than 5% dropouts, and the trial
did not allow proper intention-to-treat
methodology


Selective reporting (reporting bias) High risk The trial did not report length of stay or
rate of complications, which were stated in
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Breedveld-Peters (Continued)


the protocol


For-profit bias High risk The oral nutritional supplements were pro-
vided by at nutrition company (Nutricia
Advanced Medical Nutrition)


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias


Brennan 1994


Methods Randomised clinical trial, USA


Participants 117 hospitalised adults undergoing major pancreatic resections, at nutritional risk due
to major surgery
Male:Female = 61:55 (gender not reported for one participants)
Mean age = 64 years


Interventions Experimental group: Total parenteral nutrition (30 - 35 kcal/kg/day and 1 g protein/kg/
day) (n = 60)
Control group: Standard IV fluids (dextrose and salt solutions) (n = 57)
Co-interventions: Both groups were given nutrition until oral intake exceeded 1000 kcal/
day


Outcomes Mortality, complications, major complications, morbidity, survival data


Study dates February 1988 to November 1993


Notes We contacted the author on 19th August 2015 by email: brennanm@mskcc.org . The
author initially replied but did not reply on follow-up emails


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described
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Brennan 1994 (Continued)


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Low risk The trial reported serious adverse events and mortality.


For-profit bias Low risk The trial was supported by a non-profit organisation
(Lawrence M. Gelb Foundation)


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Brown 1992


Methods Randomised clinical trial, hospital in UK


Participants 10 hospitalised adults with fractured neck of femur, at nutritional risk due to major
surgery
Male:Female = 0:10
Mean age = 81 years
Exclusion criteria: any form of malignant disease, mental illness, renal or hepatic failure,
neurological disorder, cerebrovascular accident or diabetes


Interventions Experimental group: Enteral nutrition (Fresubin) to make up the deficit between regular
intake and requirements of nutrition. Received from the 2nd day of admission until the
end of the study Intervention lasted approximately 47 days. (n = 5)
Control group: No intervention(n = 5)
Co-interventions: Both groups received normal hospital diet.


Outcomes Body weight, triceps skinfold thickness, midarm circumference, arm muscle circum-
ference , time of discharge, serum concentrations of albumin, prealbumin, magnesium
and zinc. Meals, snacks and fluid intake. Walking with a frame or crutches with 1 or 2
attendants, walking with or without sticks with 1 or 2 attendants, and pressure sores


Study dates Not stated


Notes We could not obtain contact information for the author.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described
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Brown 1992 (Continued)


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were complete data for all partici-
pants.


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial
did not report all-cause mortality or serious
adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias


Brown 1995


Methods Randomised clinical trial, USA


Participants 57 hospitalised adults undergoing PEG placement due to different conditions (primarily
oropharyngeal dysphagia), at nutritional risk due to trialist indication
Male:Female = 38:19
Mean age = 67 years
Exclusion criteria: none stated


Interventions Experimental: early feeding within 3 hrs of placement(n = 17)
Control: no intervention(n = 19)
Co-intervention: feeding from the next day


Outcomes Complications related to tube-feeding (not used)


Study dates Not stated


Notes We could not obtain contact information for the author.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described
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Brown 1995 (Continued)


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk It was unclear how many participants had incomplete
outcome data


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report all-cause mortality


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Bunout 1989


Methods Randomised clinical trial, hospital in Chile


Participants 36 hospitalised adults who within the first 3 days of admission met the following criteria:
(a) history of excessive alcohol ingestion for at least 2 years; and (b) the presence of 2+
major signs of liver failure: jaundice, encephalopathy, ascites, hepatomegaly, collateral
circulation and oedema, who were, at nutritional risk according to the trialist
Male:female = not stated
Mean age = 49.1 years
Exclusion criteria: contraindication for oral or enteral feeding, current upper gastroin-
testinal bleeding, encephalopathy grade OV and extrahepatic major organ failure (car-
diac, pulmonary or renal)


Interventions Experimental group: diet aiming at 1.5 g/kg body weight of protein and 50 kcal/kg body
weight/day. The protein and energy were provided by a casein-based nutritional product.
Contained casein, maltodextrins, medium-chain triglycerides, sunflower oil.(n = 17)
Control group: standard nutritional therapy (n = 19)


Outcomes Biochemical analysis, length of hospital stay, anthropometrics, mortality


Study dates Not stated


Notes We contacted the author on 08th February 2016 by email: dbunout@inta.cl. We received
no reply


Risk of bias
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Bunout 1989 (Continued)


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk The trial was described as being ran-
domised, but there was no description of
how the sequence was generated


Allocation concealment (selection bias) Unclear risk The trial was described as being ran-
domised, but there were no description of
how the allocation was concealed


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were no dropouts.


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the
trial did not report all-cause mortality or
serious adverse events


For-profit bias Low risk The trial was funded by a non-profit organ-
isation: “University of Chile grant no. PRI
823080009”


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias


Caglayan 2012


Methods Randomised clinical trial, Turkey


Participants 28 hospitalised adults with colorectal cancer, at nutritional risk due to oncologic history
and upcoming surgery
Male:Female = 11:16 (gender not reported for one participants)
Mean age = 62.79 years
Exclusion criteria: Clinical findings of vitamin and element deficiency, diabetes mellitus, a
history of renal and hepatic deficiency as well as active infection, and immunosuppressive
drug use


Interventions Experimental group: 3 groups (only 2 could potentially have been used):
Enteral: SE product without RNA or omega-3 fatty acid (Fresubin)
TPN: With subclavian catheter infusion Freamin 8.5% Lipoveno z% 10 - 20 Dekstroz
10%, 20%, 30%. Soluvit N.Vitalipid N adult. Tracutil. (n = 21)
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Caglayan 2012 (Continued)


Control group: Normal feeding planned by a dietitian (n = 7)


Outcomes CD4 cell infiltrate, CD8 cell infiltrate, CD16 cell infiltrate, CD56 cell infiltrate


Study dates Not stated


Notes We contacted the authors on 9th December 2015 by email:
kasimcaglayan@hotmail.com. We received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Low risk Pathologist was blinded.


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Campbell 2008


Methods Randomised clinical trial, Australia


Participants 60 hospitalised adults with chronic kidney disease, at nutritional risk defined by trialists
Male:Female = 34:19 (after early exclusions)
Mean age = 69.9 years
Exclusion criteria: < 18 years, glomerular filtration rate (GFR) > 30 ml/min , previously
seen by a dietitian for Stage IV CKD, communication or intellectual impairment in-
hibiting their ability to undertake the intervention and malnutrition from a cause other
than CKD
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Campbell 2008 (Continued)


Interventions Experimental group: A dietitian, experienced in renal nutrition, gave treatment over
a 12-week period and aimed to optimise nutritional status and attain evidence-based
dietary prescription. (n = 60)
Control group: Standard care(n = 31)


Outcomes QOL: Kidney Disease Quality of Life Short Form version 1.3, combining the Short
Form-36 (SF-36), with a kidney disease-specific module


Study dates Not stated


Notes We contacted the authors on 5th October 2015 by email: katrina.campbell@qub.ac.uk.
We received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Computer-generated sequence


Allocation concealment (selection bias) Low risk Concealed from recruiting officer


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Not blinded


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk 13 dropouts (> 5%). No use of intention-to-treat


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did
not report all-cause mortality or serious adverse
events


For-profit bias Low risk Royal Brisbane and Women’s Hospital Foun-
dation seeding grant, Queensland University of
Technology Postgraduate Research Award (PhD
scholarship) and an Institute of Health and
Biomedical Innovation Research Scholarship


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Capellá 1990


Methods Randomised clinical trial, Spain


Participants 27 hospitalised adults with gastric adenocardinoma undergoing total gastrectomy, at
nutritional risk due to major abdominal surgery
Male:Female = 21:6
Mean age = 64 years


Interventions Experimental group: Received TPN (n = 15)
Control group: Received traditional serum therapy (3 participants actually received pe-
ripheral parenteral nutrition)(n = 12)


Outcomes Mortality, complications, length of hospital stay


Study dates 1983 to 1986


Notes We contacted the authors on 13th December 2015 by email: gcapella@ico.scs.es. We
received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Low risk Mortality and complications were reported.


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Carr 1996


Methods Randomised clinical trial, UK.


Participants 30 hospitalised adults undergoing intestinal resection, at nutritional risk due to major
surgery
Male:Female = 19:11
Mean age = 55.1 years
Exclusion criteria: emergencies and allergy or intolerance to the constituents of the feed


Interventions Experimental group: early enteral feeding (energy and water requirements were calculated
from the weight of the participant and a mixture of Fresubin and water provided the full
basic fluid requirements).(n = 15)
Control group: standard care (n = 15)


Outcomes Daily intake, anthropometrics, complications, length of stay, days to intake, hand-grip
strength, weight


Study dates Not stated


Notes We could obtain no contact information for the author.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk More than 5% dropped out, and the trial did not use
proper methodology to deal with missing data


Selective reporting (reporting bias) Low risk No protocol could be obtained, but the trial reported
on mortality and complications


For-profit bias Low risk The trial was funded by the Departments of surgery
and intensive care


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias
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Carver 1995


Methods Randomised clinical trial, UK


Participants 46 hospitalised adults with a BMI < 20, at nutritional risk due to having a BMI < 20.5
kg/m2.
Male:Female = 10:36
Mean age = 75
Exclusion criteria: Residents classified as emaciated, had known physical pathology or
were in short-term or assessment wards


Interventions Experimental group: Oral supplements in the form of 200 ml oral supplement Fortisip
(Cow & Gate Ltd, Trowbridge, UK) twice daily. This provided 2.5 MJ (600 kcal) energy
a day from protein, carbohydrate and fat in addition to a range of vitamins and minerals.
(n = 23)
Control group: Placebo, in the form of a 200 ml oral vitamin preparation twice daily
providing the same vitamins as Fortisip but virtually no macronutrients and thus minimal
additional energy(n = 23)


Outcomes Weight, BMI, triceps skinfold thickness and midupper-arm circumference


Study dates Not stated


Notes We contacted the authors on 9th November 2015 by email: jcarver@hsc.usf.edu. We
received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Low risk Control group received placebo


Blinding of outcome assessment (detection
bias)
All outcomes


Low risk All measurements were made by the authors, who did
not know whether residents were in the treatment or
control group


Incomplete outcome data (attrition bias)
All outcomes


High risk 6 participants in each group (12 (26 %) in total) were
withdrawn and excluded from the analyses, but reasons
for withdrawal were clearly stated


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report all-cause mortality or serious adverse events


For-profit bias High risk The trial was supported by Cow & Gate.
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Carver 1995 (Continued)


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Casaer 2011


Methods Randomised clinical trial in Belgium


Participants 4640 hospitalised adults in ICU, at nutritional risk due to having NRS score of 3 or
more
Male:Female = 2972:1668
Mean age = 64 years
Exclusion criteria: “chronic malnourishment (defined as a BMI of < 17) before admission
to an ICU and referral from another ICU with an established regimen of enteral or
parenteral nutrition”


Interventions Experimental group: “Participants received i.v. 20% glucose solution; the target for total
energy intake was 400 kcal a day on ICU day 1 and 800 kcal a day on day 2. On day
3, parenteral nutrition (OliClinomel or Clinimix, Baxter) was initiated, with the dose
targeted to 100% of the caloric goal through combined enteral and parenteral nutrition.
(n = 2312)
Control: Participants received 5% glucose solution in a volume equal to that of the par-
enteral nutrition administered in the early-initiation group in order to provide adequate
hydration, with the delivered volume of enteral nutrition taken into account. If enteral
nutrition was insufficient after 7 days in the ICU, parenteral nutrition was initiated on
day 8 to reach the caloric goal.”(n = 2328)
Co-interventions: “All participants who were unable to eat by day 2 received enteral nu-
trition (mainly Osmolite, Abbott), while being maintained in a semirecumbent position
unless medically contraindicated. Standing orders for enteral nutrition for all partici-
pants specified a twice-daily increase in the infusion rate for enteral nutrition and the
use of prokinetic agents and duodenal feeding tubes.”


Outcomes Vital status (mortality 90 days after randomisation independent of ICU and hospital
discharge status, hospital mortality, ICU mortality and proportion of participants dis-
charged alive from ICU within 8 days), hypoglycaemia, serious adverse events and com-
plications related to the mode of nutrition. The primary efficacy endpoint for this RCT
was the time to discharge alive from ICU, time to discharge alive from the hospital, time
to final (alive) weaning from mechanical respiratory support, kidney failure, need for
pharmacological or mechanical haemodynamic support during ICU stay, need for a tra-
cheostomy during ICU stay, cholestasis and liver dysfunction, occurrence of infections
during ICU stay, inflammation, distribution of 6-MWD, proportion of participants in-
dependent for all ADL functions in both groups was compared at hospital discharge


Study dates August 2007 to November


Notes We contacted the authors on 17th November 2015 by
mail: greet.vandenberghe@med.kuleuven.be regarding allocation sequence generation.
We received a reply with the information
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Casaer 2011 (Continued)


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Computer-based randomisation


Allocation concealment (selection bias) Low risk “Sequentially numbered, sealed and opaque en-
velopes”.


Blinding of participants and personnel
(performance bias)
All outcomes


High risk None were blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Low risk All outcome assessors, which were investigators
not directly involved (such as statisticians, lab-
oratory personnel, infectious disease specialists,
pathologists, physiotherapists involved in the
strength measurement, electrophysiologists) as
well as physicians and nurses in the conventional
wards, were blinded to treatment allocation


Incomplete outcome data (attrition bias)
All outcomes


High risk There were incomplete data for 6-MWD and
the trial did not use proper methods to deal with
the missing data


Selective reporting (reporting bias) Low risk The trial reported on all outcomes stated in the
protocol.


For-profit bias Low risk Funded by the Methusalem programme of the
Flemish government and others


Other bias Low risk The trial appeared to be free of other compo-
nents that could put it at risk of bias


Caulfield 2012


Methods Randomised clinical trial, Ireland


Participants 41 hospitalised adults who were malnourished, at nutritional risk according to the trialist
Male:Female = not stated
Mean age = not stated
Exclusion criteria: none stated


Interventions Experimental group 1: 200 ml or 4 x 50 ml ONSs (2 kcal/ml) for 28 days(n = 27)
Control group: No intervention(n = 14)
Co-interventions: Dietary counselling
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Caulfield 2012 (Continued)


Outcomes Nutritional assessment, biochemical measurements, presence of pressure ulcers, product
tolerance and compliance


Study dates Not stated


Notes Abstract only. We contacted the author on 9th November 2015 via Facebook. We received
no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Chen 1995a


Methods Randomised clinical trial, China


Participants 24 hospitalised adults undergoing abdominal elective surgery, at nutritional risk due to
major surgery
Male:Female = 15:9
Mean age = 53.5 years
Exclusion criteria: Unclear


119Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Chen 1995a (Continued)


Interventions Experimental group A: Recieved the compound nutrition elements of Qingdao bio-
chemical pharmaceutical factory ( 400 kcal, N 2.56 g per 100 g) from the 1st day after
the operation. It was infused as a 10% nutrient solution continuously with the speed of
50 ml/hr, reaching the maximum volume (25% of the daily nutrient solution 3000 ml)
gradually within a few days according to tolerance. Oral intake was maintained during
this time. The amount of perfusion was gradually decreased and the tube removed, when
nutrition sufficed from oral intake. (n = 8)
Experimental group B: enteral nutrition support after postoperative flatus, in the same
way as experimental group A. (n = 8)
Control group: Conventional i.v. infusion after surgery. Some received albumin or blood
transfusion once or twice. (n = 8)


Outcomes Complication, weight, daily calorie, nitrogen and liquid intake, albumin and transferrin,
urea nitrogen concentration


Study dates Not stated


Notes We tried but failed to contact the author by phone.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk The trial was described as being randomised, but it
was unclear how the sequence was generated


Allocation concealment (selection bias) Unclear risk The trial was described as being randomised, but it
was unclear how the allocation was concealed


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk The procedure of blinding was insufficiently de-
scribed.


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The numbers and reasons for withdrawals and drop-
outs were not clearly stated


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Chen 1995b


Methods Randomised clinical trial, China


Participants 24 hospitalised adults undergoing abdominal elective surgery, at nutritional risk due to
major surgery
Male:Female = 15:9
Mean age = 53.5 years
Exclusion criteria: Unclear


Interventions Experimental group A: Received the compound nutrition elements of Qingdao bio-
chemical pharmaceutical factory (400 kcal, N 2.56g per 100 g) from the 1st day after
the operation. It was infused as a 10% nutrient solution continuously with the speed of
50 ml/hr, reaching the maximum volume (25% of the daily nutrient solution 3000 ml)
gradually within a few days according to tolerance. Oral intake was maintained during
this time. The amount of perfusion was gradually decreased and the tube removed, when
nutrition sufficed from oral intake.(n = 8)
Experimental group B: enteral nutrition support after postoperative flatus, in the same
way as experimental group A(n = 8)
Control group: Conventional intravenous infusion after surgery. Some received albumin
or blood transfusion once or twice.(n = 8)


Outcomes Complication, weight, daily calorie, nitrogen and liquid intake, albumin and transferrin,
urea nitrogen concentration


Study dates Not stated


Notes We tried but failed to contact the author by phone.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk The trial was described as being randomised, but it
was unclear how the sequence was generated


Allocation concealment (selection bias) Unclear risk The trial was described as being randomised, but it
was unclear how the allocation was concealed


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk The procedure of blinding was insufficiently de-
scribed.


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The numbers and reasons for withdrawals and drop-
outs were not clearly stated
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Chen 1995b (Continued)


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appears to be free of other components that
could put it at risk of bias


Chen 2000a


Methods Randomised clinical trial, China


Participants 30 hospitalised adults undergoing moderate or more elective abdominal surgery, at nu-
tritional risk due to abdominal surgery
Male:Female = 17:13.
Exclusion criteria:
Metabolic and infectious diseases, having taken steroids and/or immunosuppressive
agents recently


Interventions Experimental group A: Enteral nutrition, Nutrison (product of Holland Nutricia com-
pany) were infused through a nutrition tube in upper jejunum at the first postoperative
day, 1/3 of the total amount on the 1st day, 2/3 on the 2nd day, and full amount (125.
4 KJ-1·kg-1·d-1) on the 3rd day (n = 10)
Experimental group B: Parenteral nutrition (n = 10)
(Huarui company products) through peripheral or central vein from the 1st postoperative
day, with the same usage of enteral nutrition group
Control group: Conventional infusion for 8 days, the average calorie intake was about
2514 KJ·d−1(n = 10)


Outcomes Complications, plasma protein (total protein, albumin and transferrin), CD3, CD4,
CD8, D4/CD8


Study dates Not stated


Notes We tried but failed to contact the author by phone.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk The trial was described as being randomised, but it
was unclear how the sequence was generated


Allocation concealment (selection bias) Unclear risk The trial was described as being randomised, but it
was unclear how the allocation was concealed
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Chen 2000a (Continued)


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk The procedure of blinding was insufficiently de-
scribed.


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The numbers and reasons for withdrawals and drop-
outs were not clearly stated


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality


For-profit bias Unclear risk It was unclear how the trial was funded


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Chen 2000b


Methods Randomised clinical trial, China


Participants 30 hospitalised adults undergoing moderate or more elective abdominal surgery, at nu-
tritional risk due to abdominal surgery
Male:Female = 17:13
Exclusion criteria: Metabolic and infectious diseases, having taken steroids or immuno-
suppressive agents or both recently


Interventions Experimental group A: Enteral nutrition, Nutrison (product of Holland Nutricia com-
pany) were infused through a nutrition tube in upper jejunum on the 1st postoperative
day, 1/3 of the total amount on the 1st day, 2/3 on the 2nd day, and full amount (125.
4 KJ-1·kg-1·d-1) on the 3rd day(n = 10)
Experimental group B: Parenteral nutrition (Huarui company products) through pe-
ripheral or central vein from the 1st postoperative day, with the same usage of enteral
nutrition group(n = 10)
Control group: Conventional infusion for 8 days, the average calorie intake was about
2514 KJ·d−1(n = 10)


Outcomes Complications, plasma protein (total protein, albumin and transferrin), CD3, CD4,
CD8, D4/CD8


Study dates Not stated


Notes Same trial as Chen 2000a. We tried but failed to contact the author by phone (0543-
3258597)


Risk of bias
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Chen 2000b (Continued)


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk The trial was described as being randomised, but it
was unclear how the sequence was generated


Allocation concealment (selection bias) Unclear risk The trial was described as being randomised, but it
was unclear how the allocation was concealed


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk The procedure of blinding was insufficiently de-
scribed.


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The numbers and reasons for withdrawals and drop-
outs were not clearly stated


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Chen 2006


Methods Randomised clinical trial, China


Participants 41 hospitalised adults who were burned and admitted within 18 hours, at nutritional
risk due to being in the ICU
Male:Female = 24:17
Mean age = 33.5 years
Exclusion criteria: 1. Severe metabolic diseases, such as diabetes, hyperthyroidism, or
low, severe liver disease; 2. Unsuitable due to shock; 3. Acute renal failure and stress ulcer
that occurred during the treatment; 4. Other severe traumas such as visceral rupture and
traumatic brain injury; 5. Severe heart and lung deficiency


Interventions Experimental group: Via a nasogastric feeding tube, the participants were given protein
enriched enteral nutrition mixed supplements (best, Nutricia, containing per 1000 ml;
40 g of protein, 389 g of fat, and 123 g of glucose), according to gastro-intestinal tolerance
and energy demand, at a rate, from 30 ~ 50 ml/hr. It was gradually increased to 120 ~
150 ml/hr, so that on day 8 - 9 the total amount given was 2500 ~ 3000 ml as a restricted
diet. It was unknown for how long the treatment was continued. (n = 21)
Control group: Via a central venous catheter, the participants were given the required
parenteral nutrition every day (1000 ml, containing 29 g of protein, 25 g of fat, and 62.
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Chen 2006 (Continued)


5 g of glucose, thermal energy 2.78 MJ). They were encouraged to eat regularly as well.
It was unknown for how long the treatment was continued. (n = 20)


Outcomes Biomarkers, health economics, adverse events


Study dates Not stated


Notes We tried but failed to contact the author by phone.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk The trial was described as being randomised, but it
was unclear how the sequence was generated


Allocation concealment (selection bias) Unclear risk The trial was described as being randomised, but it
was unclear how the allocation was concealed


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk The procedure of blinding was insufficiently de-
scribed.


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The numbers and reasons for withdrawals and drop-
outs were not clearly stated


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Choudhry 1996


Methods Randomised clinical trial, USA


Participants 41 hospitalised adults undergoing PEG placement due to not being able to be orally fed,
at nutritional risk due to trialist indication
Male:Female = 41:0
Mean age = 72.3 years
Exclusion: Inability to obtain an informed consent, not expected to survive the duration
of the study, any contraindications for endoscopy, inability to successfully transilluminate
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Choudhry 1996 (Continued)


the abdominal wall, ascites, massive organomegaly, coagulopathy, and systemic infection


Interventions Experimental: Feeding through tube started 3 hrs after PEG placement(n = 10)
Control: no intervention (n = 10)
Co-intervention: PEG placement and full-strength iso-osmolar feeding after 24 hrs


Outcomes The outcomes assessed included maximum residual volumes for each group for each
day, adverse events, 30-day mortality, number of participants alive in each group at the
termination of the study, mean number of days a participant lived after PEG placement,
and the number of days between PEG placement and termination of the study


Study dates Not stated


Notes


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not described


Selective reporting (reporting bias) Low risk The trial reported mortality and adverse events.


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias
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Chourdakis 2012


Methods Randomised clinical trial, Greece


Participants 59 hospitalised adults admitted to the ICU, at nutritional risk due to being at the ICU
Male:Female = 47:12
Mean age = 34.7
Exclusion criteria: Age < 18 or ≥ 70 years, GCS score ≤ 9, obesity (≥ 30 BMI), preg-
nancy, lactation, had received corticosteroids or thyroidal hormones or both during
the previous month, any of the following conditions: Heart failure, respiratory prob-
lems, metabolic syndrome, immunodeficiency, diabetes, neurological problems, internal
bleeding, indication for TPN, delay of admission to ICU > 24 hrs from injury


Interventions Experimental group: early (within 24 - 48 hrs) enteral feeding (EEF)
In the EEF group, enteral feeding was established through the nasogastric tube and
feeding began within 24 - 48 hrs from admission to the ICU. The initial administration
rate was 30 mL/hr, and the rate reached 80 - 100 mL/hr within 48 hrs by subsequently
increasing by 10 mL/hr every 4 - 6 hrs. (n = 34)
Control group: Standard delayed enteral feeding (DEF): DEF was initiated when gas-
troparesis was resolved (> 48 hrs) but no later than 5 days after admission to the ICU,
and the goal for the administration rate was to reach 100% of the needs within 4 days.
(n = 25)


Outcomes The administration rate for the prescribed quantity was calculated for < 24 hrs, excessive
gastric residue, frequent diarrhoea, ileus, and thrombocytopenia. Complications, mor-
tality, duration of stay in the ICU, hormonal status


Study dates August 2003 to May 2005


Notes We contacted the authors by email: kouvelas@auth.gr on 5th October 2015. We received
no answer.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk “open-labelled trial”


Blinding of outcome assessment (detection
bias)
All outcomes


High risk “open-labelled trial”


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were complete data for all participants.
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Chourdakis 2012 (Continued)


Selective reporting (reporting bias) Low risk Mortality and serious adverse events are reported.


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Chuntrasakul 1996


Methods Randomised clinical trial, Thailand


Participants 38 hospitalised adults with severe traumatic injury, at nutritional risk due to being at the
ICU
Male:Female = 31:7
Mean age= 26 - 33 years


Interventions Experimental group: Received either enteral feeding through a NG tube (30 ml/hr of .
075 kcal/ml) or parenteral nutrition consisting of hypertonic glucose, amino acids and
lipids(n = 21)
Control group: 5% dextrose as maintenance fluid supplemented with oral nutrition
when bowel function was observed(n = 17)


Outcomes Complications, serum albumin, mortality, ICU stay


Study dates June 1992 to January 1994


Notes We contacted the authors on 3rd December 2015 by email: chomchark@gmail.com. We
received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described
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Chuntrasakul 1996 (Continued)


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk There was no protocol and the trial did not fully
report complications


For-profit bias High risk The trial was supported by Bristol-Meyer-Squibb
and Osothsapha


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Cicco 1993


Methods Randomised clinical trial, Italy


Participants 50 hospitalised adults with neoplasms scheduled to receive at least 2 identical courses of
chemotherapy, at nutritional risk according to the trialist
Male:Female = 26:17 (gender not reported for two participants)
Mean age = 59 years
Exclusion criteria: weight loss of 6 - 10% of their usual body weight (the study only
included normally nourished or undernourished participants) and if one of the following
conditions were present: Diabetes mellitus; heart, pulmonary, liver, and kidney failure;
sepsis; and bone marrow involvement


Interventions Experimental group: TPN (Nonprotein caloric content was divided between dextrose
(60%) and lipids (40%) (Intralipid, Kabi Pharmacia, Stockholm, Sweden). Crystalline
amino acids (Freamine III, Kendall McGaw Laboratories, Irvine, CA) were provided
at a calorie:nitrogen ratio of 160 kcal:l g of nitrogen (1.4 ± 0.2 g of amino acids per
kilogram a day). Mineral salts (sodium, potassium, chlorine, magnesium, phosphorus,
and calcium), as clinically indicated, and trace elements (5 mL of trace element mix,
Don Baxter Laboratories, Trieste, Italy) were added to the nutrient mixture, which was
prepared in ethylvinylacetate bags.(n = 24)
Control group: No intervention (n = 26)
Co-interventions: Chemotherapy


Outcomes Chemotherapy-related myelotoxicity (leukopenia, anaemia and thrombocytopenia), gas-
tro-intestinal toxicity(diarrhoea, nausea/vomiting) Fast-turnover visceral protein and ni-
trogen balance


Study dates Not stated


Notes This is a cross-over study, the 2 groups switch intervention after the 1st round of chemo.
We contacted the authors on 5th October 2015 by email: dfantin@cro.it. We received
no reply


Risk of bias
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Cicco 1993 (Continued)


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Block randomisation - blocks of 4. Not otherwise de-
scribed.


Allocation concealment (selection bias) Unclear risk Not described.


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described.


Incomplete outcome data (attrition bias)
All outcomes


High risk 7 patients dropped out - 4 because of disease progres-
sion, 2 because of refusal of venous catheterization,
and one patient died


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report all-cause mortality and serious adverse events


For-profit bias Low risk “This study was supported by Grant 1580 from the
Fondo Sanitario Nazionale. Regione Friuli-Venezia
Giulia, Italy.” No industry involvement


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Clamon 1985


Methods Randomised clinical trial, USA
(Prior to randomisation, participants were stratified by extent of disease, weight loss over
or under 2% during the 3 months prior to diagnosis, and performance score)


Participants 119 hospitalised adults that had histologically- or cytologically-documented small cell
lung cancer, with no previous therapy, measurable or evaluable disease, a life expectancy
of more than 8 weeks, and a performance score of 3 or better on the ECOG scale, at
nutritional risk, due to trialist indication
Male:Female = 89:30
Mean age = 60 years
Exclusion criteria: Leukocyte count less than 3000/mm3, platelet count < 100.000/mm
3, bilirubin level more than 2 mg/dl, creatinine more than 2 mg/dl or blood urea nitro-
gen (BUN) level greater than 30 mg/dl, recent myocardial infarction, congestive heart
failure or arrhythmia precluding adriamycin (doxorubicin) therapy, documented central
nervous system metastases, superior vena cava obstruction, inappropriate antidiuretic
hormone secretion, or significant other medical problems precluding central venous hy-
peralimentation
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Clamon 1985 (Continued)


Interventions Experimental group: Central IVH for 28 days if no complications occurred
IVH was provided using an amino acid mixture (Travasol, Travenol Company, Deerfield,
IL), glucose, and 10% lipid emulsion. Nonprotein calories were evenly divided between
glucose and lipid. Electrolytes, multi-vitamins, and trace elements were added daily;
folate and vitamin K were given weekly. Vitamin B12 was given monthly
Participants nutritionally normal at entry to the study were started at 32 cal/kg/day and 1
g protein/kg/day. After 1 week, they were increased to 40 cal/kg and 1.25 g of protein/kg
a day and maintained at this level for 3 weeks. Participants nutritionally depleted at entry
into the study were started at 48 cal/kg and 1.5 g of protein/kg/day and increased to 56
cal/kg and 1.75 g/kg of protein a day. The IVH was started 1 week prior to the 1st dose
of chemotherapy. Participants at the University of Toronto were maintained without oral
intake while receiving IVH; at all other institutions participants were allowed to eat ad
libitum during IVH. (n = 57)
Control group: No intervention (n = 62)


Outcomes A nutritional assessment consisting of weight, serum albumin, total iron binding capacity,
midarm muscle circumference, triceps skinfold thickness, and creatinine height index
was obtained at the beginning of the study (baseline) and repeated every 3 weeks
3-day diet records were obtained before the initiation of treatment and at the end of 3
weeks after the 1st, 2nd, 4th, 8th, and 12th cycles of chemotherapy and at the end of 1
year


Study dates Not stated


Notes We contacted the authors on 5th October 2015 by email: emmoran@uci.edu; edgar.
moran@va.gov. We received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incom-
plete data was not reported
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Clamon 1985 (Continued)


Selective reporting (reporting bias) High risk No protocol could be obtained and the trial
did not report all-cause mortality or serious
adverse events


For-profit bias Low risk This trial was sponsored and funded by the
Diet, Nutrition and Cancer Program of the
National Cancer Institute


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias


De Sousa 2012


Methods Randomised clinical trial, Portugal


Participants 37 undernourished hospitalised adults aged 60+ years, with recently-diagnosed probable
mild AD and who presented weight loss higher than 5% of body weight in the previous
year, at nutritional risk due to anthropometrics
Male:Female = 9:26 (gender not reported for one participants)
Mean age = 78 years
Exclusion criteria: having severe acute illness or being in terminal care, a diagnosis of
cancer in the last 5 years, enteral or parenteral nutritional support, and receiving dietary
advice or use of nutritional supplements in the preceding month


Interventions Experimental group: Oral nutrition. The participants received a 200 mL high-protein,
energy-dense liquid, which provided 400 kcal/day (42.8 g carbohydrates, 17.4 g fat, and
18 g protein). The OS was available in 2 flavours (vanilla and apricot) and was consumed
in the morning, between breakfast and lunch, or in the afternoon. The intervention
lasted 21 days. (n = 20)
Control group: No intervention (n = 17)
Co-interventions: All the participants received standard dietetic advice and they followed
the treatment protocol in the Geriatric Unit that included folic acid and vitamin B12
supplementation


Outcomes Mini Nutritional Assessment (MNA), weight, BMI, triceps skinfold, upper-arm cir-
cumference, arm muscle circumference, cognitive function (MMSE), functional status
(Barthel index), clock-drawing test, serum nutritional biomarkers (albumin, total pro-
tein, total cholesterol, vitamin B12 and folic acid) and mortality


Study dates Not stated


Notes We contacted the authors on 1st January 2015 by email: luisavice@gmail.com. We
received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


132Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







De Sousa 2012 (Continued)


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The trial is described as non-blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


High risk The trial is described as non-blinded.


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk There were no dropouts but it was unclear how
many participants had missing data


Selective reporting (reporting bias) Unclear risk The trial reports all-cause mortality, but not seri-
ous adverse events. We found no protocol


For-profit bias High risk The nutritional supplements were offered by No-
vartis, Portugal


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Delmi 1990


Methods Randomised clinical trial, Switzerland/France


Participants 59 hospitalised adults with a femoral neck fracture, at nutritional risk due to being frail
elderly with fracture of the proximal femur
Male:Female = 6:53
Mean age = 81 years
Exlusion criteria: Younger than 60, fractures resulting from violent external trauma and
pathological fractures due to tumours or non-osteoporotic osteopathies, renal, hepatic, or
endocrine disease, gastrectomy or malabsorption, or treatment with phenytoin, steroids,
barbiturates, fluoride, or calcitonin


Interventions Experimental group: Oral supplements 250 ml of ONS provided 254 kcal, 20.4 g protein,
29 g carbohydrate, 5 - 8 g lipid, 525 mg calcium, 750 IU vitamin A, 25 IU vitamin
D3’ vitamins E, B, B2, B63 B12, C, nicotinamide, folate, calcium pantothenate, biotin,
and minerals. Supplementation was started on admission to the orthopaedic unit and
continued throughout the stay in the 2nd (recovery) hospital. The supplement was given
for a mean period of 32 days at 2000 hrs. (n = 27)
Control group: No intervention(n = 32)
Co-interventions: Voluntary oral intake
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Delmi 1990 (Continued)


Outcomes Mortality, upper arm circumference, triceps skinfold thickness, complications, serum
albumin levels, transferrin levels, alkaline phosphatase levels, osteocalcin levels, lenght
of hospital stay


Study dates March 1985 to May 1985


Notes We contacted the authors on 17th November 2015 by email:
marino.delmi@grangettes.ch. We received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Not possible due to the nature of the inter-
vention


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk The procedure of blinding was not de-
scribed


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were dropouts above 5%.


Selective reporting (reporting bias) Low risk No protocol could be obtained, but the trial
reported serious adverse events and mortal-
ity


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias


Dennis 2005


Methods Randomised clinical trial (stratified for age, sex, and predicted probability of poor out-
come), UK


Participants 4023 hospitalised adults with either: 1. admission to a hospital due to a stroke (1st or
recurrent stroke) within 7 days of onset OR 2. suffering a stroke whilst already in hospital
where the randomising clinician was uncertain about the best feeding policy and with
consent or assent obtained from close relatives as well as having passed a shallow screen.
The participants were at nutritional risk due having had a stroke


134Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0



http://mailto:marino.delmi@grangettes.ch





Dennis 2005 (Continued)


Male:Female: 53% male
Mean age = 71 years
Exclusion: (a) People with subarachnoid haemorrhage, people who experienced a tran-
sient ischaemic attack (TIA) or trivial stroke and were likely to remain in hospital for
only a few days (b) people who could swallow but in whom nutritional supplementation
was contraindicated (e.g. morbidly obese) (c) those in coma (i.e. unresponsive to pain)
or who were very unlikely to survive more than a few days because of some severe non-
stroke illness OR (d) people who had already been entered into the same FOOD Trial


Interventions Experimental group: oral nutritional supplement (equivalent to 360 mL at 6·27 kJ/mL
and 62·5 g/L in protein every day) and regular hospital diet(n = 2016)
Control group: regular hospital diet(n = 2007)


Outcomes Death or poor outcome and overall survival at 6 months, health-related QoL among
survivors, time to hospital discharge, length of stay in hospital, number of days of tube-
feeding, adverse effects of feeding regimens, premature cessation of feeding regimens and
reasons


Study dates Nov 1996 to August 2003


Notes We contacted the authors on 12th November 2015 by email: martin.dennis@ed.ac.uk.
We received data on quality of life


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Computer-generated


Allocation concealment (selection bias) Low risk Locked computer


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Not blinded. Participants knew their allo-
cation.


Blinding of outcome assessment (detection
bias)
All outcomes


High risk Only a blinded assessment at 6 months fol-
low-up.


Incomplete outcome data (attrition bias)
All outcomes


Low risk 7 dropouts but reasons for the dropouts
were clearly stated and the trial used inten-
tion-to-treat


Selective reporting (reporting bias) Low risk All clinically relevant outcomes were re-
ported, as stated in the protocol
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Dennis 2005 (Continued)


For-profit bias Low risk FOOD was funded by the NHS R&
D Health Technology Assessment Pro-
gramme (Reference 96/29/01), The Stroke
Association (Reference 17/98) and Chest
Heart and Stroke Scotland (Reference 97/
4). The Singapore Medical Research Coun-
cil supported the trial in Singapore. The
Royal Australasian College of Physicians
supported the trial in Hawkes Bay, New
Zealand


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias


Dennis 2006


Methods Randomised clinical trial, UK


Participants 859 hospitalised adults who were 1. either admitted to hospital with a stroke (1st or
recurrent stroke) within 7 days of onset OR 2. suffering a stroke whilst already in hospital
AND 3. randomising clinician uncertain about the best feeding policy AND 4. consent
or assent from close relatives obtained and 5. did not pass shallow screen. The participants
were at nutritional risk due to having had a stroke
Exclusion: Subarachnoid haemorrhage


Interventions Experimental group: early enteral tube-feeding. (n = 429)
Control group: no tube-feeding for > 7 days (early versus avoid)(n = 430)


Outcomes Death or poor outcome and overall survival, proportion of participants who were dead
at 6 months, health-related QoL among survivors, time to hospital discharge, length of
stay in hospital (which will provide a surrogate outcome for analysis of cost), number of
days of tube-feeding, adverse effects of feeding regimens, premature cessation of feeding
regimens and reasons


Study dates Nov 1996 to August 2003


Notes We contacted the authors on 12th November 2015 by email: martin.dennis@ed.ac.uk.
We received data on quality of life


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Computer-generated


Allocation concealment (selection bias) Low risk Locked computer
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Dennis 2006 (Continued)


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Not blinded. Participants knew their allocation.


Blinding of outcome assessment (detection
bias)
All outcomes


High risk Only a blinded assessment at 6 months follow-up.


Incomplete outcome data (attrition bias)
All outcomes


Low risk 1 lost to follow-up


Selective reporting (reporting bias) Low risk All clinically relevant outcomes were reported, as stated
in the protocol


For-profit bias Low risk FOOD was funded by the NHS R&D Health Tech-
nology Assessment Programme (Reference 96/29/01)
, The Stroke Association (Reference 17/98) and Chest
Heart and Stroke Scotland (Reference 97/4). The Sin-
gapore Medical Research Council supported the trial
in Singapore. The Royal Australasian College of Physi-
cians supported the trial in Hawkes Bay, New Zealand


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Ding 2009


Methods Randomised clinical trial, China


Participants 60 hospitalised adults diagnosed with invasive gastric cancer by gastroscopy and pathol-
ogy, at nutritional risk due to major surgery
Male:Female =41:19
Mean age = 47.5
Exclusion criteria: Bad liquid quality, diabetes, hyperthyroidism and other metabolic
diseases, poorly-controlled heart and lung function which could not tolerate surgery,
as well as other digestive system diseases such as intestinal obstruction, appendicitis,
cholecystitis, vomiting, abdominal distension, diarrhoea


Interventions Experimental group: Oral supplement, Nutrison Fibre (Nutricia China,4184 kJ/L)1000
ml/day, based on baseline diet. It was started 3 days prior to the surgery, with the amount
calculated based on the co-intervention. (n = 21)
Control group: Normal daily diet prior to surgery, with the amount based on the co-
intervention. (n = 21)
Co-interventions: Postoperative fasting and TPN support for 4 to 5 days, the ratio of
nutrient solution to the venous nitrogen was 0.15 g/kg 1/day, nitrogen source was 18
amino acids, non-protein calorie was 117.2 kJ/kg/day, fat emulsions were 30% ~ 40%
and glucose was 60% ~ 70%. It was prepared as a nutrient mixture including insulin,
potassium chloride, and vitamins in correct proportion
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Ding 2009 (Continued)


Outcomes Albumin, immunoglobulin, body mass


Study dates Not stated


Notes We tried but failed to contact the authors by phone.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk The sequence generation was achieved using a ran-
dom-numbers table


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk The procedure of blinding was insufficiently de-
scribed.


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The numbers and reasons for withdrawals and drop-
outs were not clearly stated


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report all-cause mortality


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Dionigi 1991


Methods Randomised clinical trial, Italy


Participants 33 hospitalised adults with advanced gastric cancer, at nutritional risk due to major
surgery
Male:Female = 24:9
Mean age: 65 years
Exclusion criteria: Not specified


Interventions Experimental group: parenteral or enteral hyperalimentation, or both. The total energy
supply was 1.5 x BEE calculated according to the Harris-Benedict formula: the ratio
KcaYgN administered was adjusted to 130:1. (n = 7)
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Dionigi 1991 (Continued)


Control group: oral alimentation as possible or peripheral fluids (n = 9)


Outcomes SH-thymidine (3HT)


Study dates Not stated


Notes We contacted the author on 9th December 2015 by email: p.dionigi@smatteo.pv.it. We
received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) High risk No protocol could be obtained and the trial did not
report all-cause mortality or serious adverse events


For-profit bias High risk The trial was funded by Ajinomoto Co. Inc.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Doglietto 1990


Methods Randomised clinical trial, Italy


Participants 29 hospitalised adults affected by cancer undergoing total or subtotal gastrectomy, at
nutritional risk due to major abdominal surgery
Male:Female = 20:9
Mean age = 54 years
Exclusion criteria: Not stated
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Doglietto 1990 (Continued)


Interventions Experimental group: Preoperative enteral nutrition support, which was administered as
a supplement to the oral diet for at least 7 days, providing 30 kcal/kg a day (70% as
dextrose and 30% as lipids) and 200 mg/kg a day of nitrogen(n = 13)
Control group: Standard hospital oral diet (n = 16)


Outcomes Postoperative morbidity, mortality, septic complications


Study dates Not stated


Notes We contacted the authors on 26th June 2015 by email: gbdoglietto@rm.unicatt.it. We
received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Partipants and personnel were not blinded due to the
nature of the intervention


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were no dropouts


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias.Other bias


Doglietto 1996


Methods Randomised clinical trial, multicenter, Italy


Participants 678 hospitalised adults undergoing elective abdominal surgery, at nutritional risk due to
major elective abdominal surgery
Male:Female = 392:286
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Doglietto 1996 (Continued)


Mean age = 61 years
Exclusion criteria: < 18 and > 80, major concurrent illness, insulin-dependent diabetes,
refusal of informed consent, severe malnutrition


Interventions Experimental group: Received 1.16 ± 0.22 g/Kg/day amino acids for at least 5 postop-
erative days(n = 338)
Control group: Received 150 g glucose daily for at least 5 postoperative days(n = 340)
Co-interventions: Additional fluids, electrolytes, vitamins, and trace elements were pro-
vided as clinically indicated


Outcomes All-cause mortality, major complications, minor complications


Study dates November 1992 to November 1994


Notes We contacted the authors on 26th June 2015 by email: gbdoglietto@rm.unicatt.it. We
received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Computer-generated random numbers


Allocation concealment (selection bias) Unclear risk The trial was described as randomised, but
it was unclear how the allocation was con-
cealed


Blinding of participants and personnel
(performance bias)
All outcomes


High risk No blinding was performed.


Blinding of outcome assessment (detection
bias)
All outcomes


High risk No blinding was performed.


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incom-
plete data was not reported


Selective reporting (reporting bias) Low risk Both all-cause mortality and serious adverse
events were reported


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias
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Dong 1996


Methods Randomised clinical trial, China


Participants 520 hospitalised adults undergoing oesophageal and gastric resection, at nutritional risk
due to major surgery
Male:Female = 340:180
Mean age = 56.5 years
Exclusion criteria: None stated


Interventions Experimental group: Received enteral nutrition in the form of mixed milk post-surgery
On the first day,1000 ml mixed milk was given. If no side effect occurred, a minimum
of 2500 ml a day were given from the 2nd day, up to 4 - 6 times a day, at a speed of 30
ml per min. After 7 - 9 days the nutrition tube was removed , if there were no serious
adverse effects.(n = 256)
Control group: No intervention(n = 264)
Co-interventions: Post-surgery a daily supplement of glucose 150 ~ 200 g was given, as
well as a discontinuous transmission of plasma, blood or albumin, to maintain the water
and electrolyte balance. This was continued until the oral intake was started again


Outcomes Albumin, pre-albumin, transferrin, weight difference, nitrogen balance


Study dates Not stated


Notes We could find no contact information for the author.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reproted


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded
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Dong 1996 (Continued)


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias.Other bias


Drott 1988


Methods Randomised clinical trial, Sweden


Participants 23 hospitalised adults with nonseminomatous germ cell tumours of the testis, at nutri-
tional risk due to trialist indication
Male:Female = 23:0
Mean age = 28.5 years.
Exclusion criteria: None stated


Interventions Experimental group: TPN administered 4 - 5 days before chemotherapy initiation as
well as during hospitalisation. Non-eprotein calories were isocalorically divided between
fat (intralipid 20%) and D-glucose 30%
Control: Spontanous oral intake
Co-intervention: Chemotherapy


Outcomes Weight


Study dates Not stated


Notes We found no contact information for the author.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did
not report all-cause mortality and serious adverse
events
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Drott 1988 (Continued)


For-profit bias Low risk Supported by the Swedish Cancer Society.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Duncan 2006


Methods Randomised clinical trial, UK.


Participants 314 hospitalised adults undergoing surgery for hip fracture, at nutritional risk due to
being frail elderly undergoing less than major surgery
Male:Female = 0:314.
Exclusion criteria: None stated


Interventions Experimental group: Received additional personal attention of the dietetic assistants in
addition to standard care throughout the length of the intervention (n = 153)
Control group: the conventional pattern of nurse- and dietitian-led care, normally pro-
vided on the trauma unit (n = 165)


Outcomes Mortality, length of stay, energy intake and nutritional status


Study dates May 2000 to August 2003.


Notes We contacted the authors on 12th December 2015 by email: antony.johansen@wales.
nhs.uk. We received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Randomisation was by sequentially-num-
bered, opaque envelopes, in blocks of 10, prepared by
a member of staff not directly involved in the trial


Allocation concealment (selection bias) Low risk They used sealed envelopes.


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Not blinded


Blinding of outcome assessment (detection
bias)
All outcomes


Low risk Outcome assessment was blinded.


Incomplete outcome data (attrition bias)
All outcomes


Low risk They partly used intention-to-treat, but had a small
number of dropouts
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Duncan 2006 (Continued)


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report all-cause mortality or serious adverse events


For-profit bias High risk The trial was funded by British Dietetic Association.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Dvorak 2004


Methods Randomised clinical trial, Canada


Participants 17 hospitalised adults who sustained an ASCI with an International Standards for Neu-
rologic Classification of Spinal Cord Injury Impairment Scale15 grades A, B, C., had
a last normal neurologic level between C2 and T1, and were admitted to the ASCIU
within 72 hours of injury. At nutritional risk due to trauma
Male:Female = 15:2
Mean age = 43 years
Exclusion criteria: 1. Had a pre-existing medical condition such as active bowel disease
or a premorbid condition with a significantly diminished nutritional status (e.g. AIDS,
cancer). 2. Had surgical resection of a portion of the large or small bowel. 3. Had
additional injuries that prevented feeding through a nasogastric tube. 4. Had major chest
or abdominal trauma


Interventions Experimental: Enteral feeding from 72 hours using continuous enteral feeding. A regis-
tered dietitian evaluated the participant’s conditions to determine their estimated energy
requirements, using the Harris-Benedict equation. The formulas used were Promote,
Jevity, Jevity Plus, and Osmolite HN.(n = 7)
Control: No intervention (n = 10)
Co-intervention: Enteral feeding from 120 hrs using Promote, Jevity, Jevity Plus, and
Osmolite HN


Outcomes Complications (count data), length of stay


Study dates Not stated


Notes We did not contact the authors due to the late inclusion of the trial


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Computer program (omnistat)


Allocation concealment (selection bias) Unclear risk Not described
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Dvorak 2004 (Continued)


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not described


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report mortality


For-profit bias Low risk Supported by the Mr. and Mrs. P. A. Woodward’s
Foundation, Vancouver, BC, Canada


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Dölp 1987


Methods Randomised clinical trial, Germany


Participants 20 hospitalised adults undergoing vaginal hysterectomy, at nutritional risk due to major
surgery
Male:Female = 0:20
Mean age = 53.5 years


Interventions Experimental group: Parenteral nutrition (40 ml/kg body weight 3.5% amino acid so-
lution, 5% carbohydrates) for 3 days(n = 10)
Control group: Water and electrolytes (standard treatment)(n = 10)


Outcomes Plasma proteins, nitrogen balance


Study dates Not stated


Notes We found no contact information for the author.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described
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Dölp 1987 (Continued)


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not described


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did
not report all-cause mortality or serious adverse
events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Elbers 1997


Methods Randomised clinical trial, Germany.


Participants 20 hospitalised adults undergoing curative resection of gastric cancer, at nutritional risk
due to major surgery
Male:female = 11:9
Mean age = 64 years


Interventions Experimental group: oral supplement with a proteinful, liquid sip feed (3 x 200 ml, 600
kcal/day, 54 g protein/day) starting on day 5 after surgery(n = 10)
Control group: no intervention(n = 10)
Co-intervention: standard diet and parenteral nutrition until day 5


Outcomes Plasma proteins, nitrogen balance


Study dates Not stated


Notes We found no contact information for the author.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described
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Elbers 1997 (Continued)


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete
data was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did
not report mortality


For-profit bias Unclear risk The trial was supported by a company that might
have an interest in a given result (Fresemius AG)


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Elimam 2001


Methods Randomised clinical trial, Sweden


Participants 14 hospitalised adults undergoing elective open cholecystectomy, at nutritional risk due
to major surgery
Male:Female = 8:6
Mean age = 42.5 years


Interventions Experimental group: TPN immediately after surgery (T 135 kJ/kg body weight every
24 hrs)(n = 7)
Control group: Saline infusion for 24 hrs postoperatively(n = 7)
Co-interventions: Saline infusion during surgery


Outcomes Biochemistry


Study dates Not stated


Notes We contacted the authors n 19th August 2015 by email: claude.marcus@ki.se. We re-
ceived no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk The trial was described as randomised, but it was
unclear how the sequence was generated
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Elimam 2001 (Continued)


Allocation concealment (selection bias) Unclear risk The trial was described as randomised, but it was
unclear how the allocation was concealed


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report all-cause mortality or serious adverse events


For-profit bias Low risk The trial was funded by: “Wera EkstroÈm Foun-
dation, the Frimurare Barnhuset Foundation, the
Jerring Foundation, the Swedish Society for Med-
ical Research, and the Swedish Medical Research
Council (9941, 04210, 09101).”


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Eneroth 2005


Methods Randomised clinical trial, Sweden


Participants 80 hospitalised adults admitted for hip surgery, at nutritional risk because of being frail
elderly with minor surgery
Male:Female = 17:63
Mean age = 81.5 years
Exclusion criteria: Multiple fractures, pathologic fractures, malignant disease, inflamma-
tory joint disease, pain or functional impairment other than the hip fracture which might
hamper normal mobilisation, depression, dementia, acute psychosis, known alcohol or
medication abuse, epileptic seizures, diseases of such severity that they might negatively
influenced the supplementary treatment regimen


Interventions Experimental group: intravenous supplementary nutrition (1000 kcal/day) for 3 days
followed by OSN (400 kcal/day) for 7 days or until discharge(n = 40)
Control group: No intervention(n = 40)
Co-interventions: Standard hospital food and beverage


Outcomes Anthropometrics (triceps skin-fold, arm muscle circumference, BMI), biochemistry,
SGA-screening
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Eneroth 2005 (Continued)


Study dates Not stated


Notes We contacted the authors on 12th November 2015 by email: magnus.eneroth@med.lu.
se. We received a reply (allocation concealment)


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk The trial was described as being randomised, but it
was unclear how the sequence was generated


Allocation concealment (selection bias) Low risk The trial used sealed, opaque envelopes for alloca-
tion concealment


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The trial was described as being unblinded.


Blinding of outcome assessment (detection
bias)
All outcomes


High risk The trial was described as being unblinded.


Incomplete outcome data (attrition bias)
All outcomes


High risk There were above 5% dropouts on BMI, and it was
unclear who and how these were handled


Selective reporting (reporting bias) Low risk No protocol could be obtained. The trial reported
mortality and complications


For-profit bias Low risk This trial was supported by a non-profit organ-
isation (Medical Faculty of Lund University, the
County of Skane and the Swedish National Board
of Health and Welfare)


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Espaulella 2000


Methods Randomised, placebo-controlled clinical trial, Spain.


Participants 171 hospitalised adults hospitalised due to hip fracture, at nutritional risk due to being
frail elderly
Male:Female = 36:135
Mean age = 82.5 years
Exclusion criteria: Younger than 70, advanced dementia, need for IVN, those with
pathological fractures or fractures not due to accidental falls
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Espaulella 2000 (Continued)


Interventions Experimental group: Oral supplement of 20g protein and 800 mg calcium for 60 days
(n = 85)
Control group: Placebo (n = 86)
Co-interventions: Normal diet


Outcomes Mortality, complications, functional recovery, use of walking aids


Study dates Not stated


Notes We contacted the authors by email: hguyer@umich.edu. We received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Computer-generated in blocks of 4


Allocation concealment (selection bias) Low risk Allocation concealment with sealed en-
velopes


Blinding of participants and personnel
(performance bias)
All outcomes


Low risk An independent pharmacist assigned the
study number, and prepared the appropri-
ate nutritional supplement


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk It was unclear how the outcome assessment
was blinded.


Incomplete outcome data (attrition bias)
All outcomes


High risk The pattern of dropouts was not clearly
stated, and exceeded 5%. The trial did not
use multiple imputation


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the
trial did not report all-cause mortality or
serious adverse events


For-profit bias High risk The trial was funded by Clinical Nutrition
SA.


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias
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Essén 1993


Methods Randomised clinical trial, presumably Sweden


Participants 17 hospitalised adults admitted for elective open cholecystectomy, at nutritional risk due
to major surgery
Male:Female = 3:14
Mean age = 42.5
Exclusion criteria: metabolically unhealthy


Interventions Experimental group: TPN (135 kj/kg body weight/day and 0.2 g/kg body weight/day
protein) for 3 days (n = 9)
Control group: saline infusion (n = 8)


Outcomes Rate of protein synthesis, urine excretion


Study dates Not stated


Notes We contacted the author on 12th November 2015 by Linkedin. We received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incom-
plete data was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial
did not report all-cause mortality or serious
adverse events


For-profit bias High risk The trial was supported by the company
Kabi Baxter Infusion AB


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias
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Eyer 1993


Methods Randomised clinical trial, USA


Participants 52 hospitalised adults admitted for blunt trauma ICU, at nutritional risk due to being
at an ICU department
Male:Female = 22:16 (analysed participants)
Mean age = 42.5 years
Exclusion criteria: Contra-indication for enteral feeding, new upper intestinal suture
lines, unstable cervical fracture, admission creatinine level > 2 mg/dL, admission biliru-
bin > 3 mg/dL; pre-existing malnutrition, use of steroids, radiation, chemotherapy, ma-
lignancy, acute spinal cord injury


Interventions Experimental group: Early feeding within < 24 hrs (Enteral nutrition: 1.33 kcal/mL,
125:1 nonprotein kcal/g. 58g protein, 158g carbohydrate, 52g fat) (n = 26)
Control group: No intervention (n = 26)
Co-interventions: Enteral feeding after 72 hrs


Outcomes Urinary catecholamine, cortisol excretion, infections, ICU days, ventilation days, mor-
tality


Study dates December 1988 to May 1991


Notes We could obtain no contact information.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk The trial was described as being randomised, but it
was unclear how the sequence was generated


Allocation concealment (selection bias) Unclear risk The trial used sealed envelopes to conceal the alloca-
tion, but it was unclear if the envelope was opaque


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The trial was described as unblinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report all-cause mortality or serious adverse events


For-profit bias High risk The trial was funded in part by Hoechst-Roussel.
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Eyer 1993 (Continued)


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Fan 1989


Methods Randomised clinical trial, Hong Kong


Participants 40 hospitalised adults with oesophageal cancer, at nutritional risk due to major surgery
Male:Female = 35:5
Mean age = 65 years
Exclusion criteria: Not described.


Interventions Experimental group: Pre-operative parenteral nutrition 14 days before surgery(n = 20)
Control group: No intervention(n = 20)
Co-interventions: Oral feeding


Outcomes Nitrogen intake, calorie intake, weight, lymphocyte count before surgery, complications,
mortality and albumin


Study dates April 1985 to November 1986


Notes We contacted the authors in September 2015 by email: stfan@hku.hk. We received no
reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk It was only described that participants were
randomised by “drawing sealed envelopes”


Allocation concealment (selection bias) Unclear risk It was only described that participants were
randomised by “drawing sealed envelopes”


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete
data was not described


Selective reporting (reporting bias) Low risk There was no protocol. The trial reported all-
cause mortality and complications
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Fan 1989 (Continued)


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other compo-
nents that could put it at risk of bias


Fan 1994


Methods Randomised clinical trial, Hong Kong


Participants 150 hospitalised adults undergoing resection of hepatocellular carcinoma, at nutritional
risk due to major abdominal surgery
Male:Female = 109:15 (gender not reported for 26 participants)
Mean age = 53.5 years
Exclusion criteria: Metastatic disease (exclusion was done after randomisation)


Interventions Experimental group: Perioperative parenteral nutrition started 7 days before hepatic
resection and continued for 7 days after operation. PN consisted of 1.5 g amino acid a
kilogram of body weight, dextrose and lipid emulsion providing 30 kcal a kilogram each
day.(n = 75)
Control group: No intervention except 5% dextrose in normal saline postoperatively(n
= 75)
Co-interventions: Usual oral diet. Cefotaxime at the time of induction and postopera-
tively, and 25 g of albumin intravenously for 5 days


Outcomes All-cause mortality, complications, morbidity, aspartate aminotransferase, glucose, urea,
transferrin, prealbumin, retinol-binding protein, body weight, midarm circumference,
triceps skinfold, grip strength, serum immunoglobulin, hospital stay


Study dates September 1990 to June 1993


Notes We contacted the authors on 23rd June 2015 by email: stfan@hku.hk. We received no
reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The trial was described as unblinded.
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Fan 1994 (Continued)


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk It was determined by an independent observer,
but not described that person was blinded


Incomplete outcome data (attrition bias)
All outcomes


High risk There were above 5% dropouts, and even
though it was clearly stated who was removed
from the trial, the trial did not use proper
methodology to deal with incomplete outcome
data


Selective reporting (reporting bias) Low risk Seriours adverse events and all-cause mortality
were reported. No protocol could be found


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other compo-
nents that could put it at risk of bias


Fasth 1987


Methods Randomised clinical trial, Sweden


Participants 92 hospitalised adults undergoing major colorectal surgery for carcinoma of the large
bowel or inflammatory bowel disease
Male:Female = unknown
Mean age = unknown
Exclusion criteria: none specified


Interventions Experimental group: 48 participants were allocated to postoperative TPN for a minimum
of 7 days or until an oral diet was tolerated. The TPN was given through a central venous
catheter and included infusion of an amino acid solution to a mean nitrogen intake of
215+8 mg/ kg/ day, and 500 ml of a 20% fat emulsion plus 10% dextrose to 45 + 1.6
kcal/ kg/day. The TPN was given for 9.7 + 1.1 days. 20 mmol of phosphate was added
daily to everyone in the TPN group. (n = 48)
Control group: No intervention (n = 44)
Co-interventions:10% dextrose solution containing electrolytes according to individual
needs until an oral diet was tolerated, these participants were given an IV fusion with a
mean of 16 + 0.8 kcal/kg/day for 6.2 + 0.7 days (mean + SD)


Outcomes Overall mortality, serious adverse events (septic and non-septic complications), morbidity


Study dates Not described


Notes We could obtain no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement
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Fasth 1987 (Continued)


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not described


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report all-cause mortality or serious adverse events


For-profit bias High risk The trial was funded by Vitrum AB.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Figuerasfelip 1986


Methods Randomised clinical trial (multicentre study in 4 hospitals), Spain


Participants 70 hospitalised adults undergoing medium to major surgery, at nutritional risk due to
major surgery
Male:Female = 38:32
Mean age = 57 years
Exclusion criteria: recent loss of more than 10% of body weight, serum albumin of 3
g/dl or less, serum creatinine above 2 mg/dl; diabetes, sepsis or recent haemorrhage, or
both


Interventions Experimental group: hypocaloric peripheral parenteral nutrition (HPPN), consisting of
1 g of amino acids and 2 g of polyols (sorbitol and xylitol) a kg each day. The solution
was started on the 1st postoperative day after normalisation of the haemodynamic status
and remained in the study for a minimum of 5 days. (n = 41)
Control group: 1500 ml of 5% glucose and 1500 ml of saline
The solution was started on the 1st postoperative day after normalisation of the haemo-
dynamic status and remained in the study for a minimum of 5 days. (n = 29)


Outcomes Weight, urinary nitrogen excretion, serum albumin, total proteins, prealbumin, trans-
ferrin, glucose, urea, creatinine and cholesterol, hospital stay


Study dates
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Figuerasfelip 1986 (Continued)


Notes We could obtain no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Low risk Sealed envelopes


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incom-
plete data was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained. The trial
reported complications and mortality


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias


Fletcher 1986a


Methods Randomised clinical trial, Australia


Participants 28 hospitalised adults admitted for aortic grafting, at nutritional risk due to major surgery
Male:Female = 22:6
Mean age = 64 years


Interventions Experimental group 1: 1 litre of their daily intravenous fluid requirements given as TPN
(250 gm dextrose, 40 gm amino acids)(n = 10)
Control group: Standard intravenous fluids postoperatively(n = 5)


Outcomes Nitrogen intake and balance, mortality, complications, length of stay


Study dates Not stated
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Fletcher 1986a (Continued)


Notes Same as Fletcher 1986b. We only reported experimental group 1 vs control here. We
contacted the authors 12th December 2015 by email: johnf@med.usyd.edu.au. The
author replied that he would give us the information some time in the future. We have
not received the information at the time of writing


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk The trial was described as being randomised, but
it was unclear how the sequence was generated


Allocation concealment (selection bias) Unclear risk The trial was described as being randomised, but
it was unclear how the allocation was concealed


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Only experimental group two received an enteral
tube.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did
not report serious adverse events properly (only
total complications, not by group)


For-profit bias High risk The trial was funded by Bristol-Myers Squibb.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Fletcher 1986b


Methods Randomised clinical trial, Australia


Participants 28 adult hospitalised patients admitted for aortic grafting, at nutritional risk due to major
surgery
Male:Female = 22:6
Mean age: 64 years


Interventions Experimental group 2: Enteral nutrition(n = 9)
Control group: Standard intravenous fluids postoperatively(n = 4)
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Fletcher 1986b (Continued)


Outcomes Nitrogen intake and balance, mortality, complications, length of stay


Study dates


Notes


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk The trial was described as being randomised, but
it was unclear how the sequence was generated


Allocation concealment (selection bias) Unclear risk The trial was described as being randomised, but
it was unclear how the allocation was concealed


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Only experimental group two received an enteral
tube.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did
not report serious adverse events properly (only
total complications, not by group)


For-profit bias High risk The trial was funded by Bristol-Myers Squibb.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Foschi 1986


Methods Randomised clinical trial, Italy


Participants 64 hospitalised adults with obstructive jaundice, with serum bilirubin above 200 µmol
undergoing percutaneous transhepatic biliary drainage, at nutritional risk due to under-
going major surgery
Male:Female = 39:21 (gender not reported for four participants)
Mean age = 63.5 years
Exclusion criteria: None stated
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Foschi 1986 (Continued)


Interventions Experimental group: Either enteral (19 participants) or parenteral nutrition (4 partici-
pants) or both (5 participants). Enteral nutrition was Precision BR with 10% peptides,
0.8% lipid, 81.9% carbohydrate; parenteral nutrition was Freamine III (50% dextrose
and 8.5% amino acid). All nutrition was for at least 12 days preoperatively.(n = 28)
Control group: no intervention(n = 32)
Co-interventions: percutaneous trans-hepatic biliary drainage and standard care


Outcomes Complications, mortality


Study dates Not stated


Notes We contacted the authors on 6th April 2016 by email: Diego.Foschi@unimi.it. We
received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk There are > 5% dropouts and it is unclear how the trial
handles missing data


Selective reporting (reporting bias) Low risk The trial reports complications and mortality.


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias
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Førli 2001


Methods Randomised clinical trial (stratified for age and sex), Norway


Participants 42 underweight hospitalised adults with end-stage pulmonary disease referred to the
hospital to be evaluated for lung transplantation, at nutritional risk due to low BMI
Male:Female = 20:22
Mean age = 48.5 years
Exclusion criteria: Unwillingness to participate and eat the prescribed diet, too sick to
be able to co-operate and leave of absence due to the possibility of eating meals outside
the hospital


Interventions Experimental group: Energy-rich diet 10 MJ/day + offered extra meals(n = 20)
Control group: Regular hospital diet 8.5 - 9 MJ/day(n = 22)


Outcomes Weight, BMI, energy intake, mortality, pulmonary function


Study dates Not stated


Notes We could obtain no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk The trial used random-number tables.


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The trial was described as unblinded


Blinding of outcome assessment (detection
bias)
All outcomes


High risk The trial was described as unblinded


Incomplete outcome data (attrition bias)
All outcomes


High risk Above 5% dropouts and the trial did not al-
low proper methodology for an intention-
to-treat analysis


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the
trial did not report all-cause mortality or
serious adverse events


For-profit bias High risk The trial was supported by the Research
Council of Norway and the Norwegian
Heart and Lung Association, as well as fi-
nancial support from Pharmacia & Upjohn
and Abbott Norway A/S
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Førli 2001 (Continued)


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias


Gariballa 1998


Methods Randomised clinical trial, UK


Participants 42 hospitalised adults admitted with an acute stroke and did not have problems with
swallowing. The participants had to be conscious the 1st week after the stroke, and they
had to show evidence of undernutrition measured with midarm circumference ~1 SD
below the mean, and triceps skinfold thickness. Partipants were at nutritional risk due
to stroke
Male:Female = 21:21
Mean age = 78 years
Exclusion criteria: cerebral and subarachnoid haemorrhage, active gastrointestinal dis-
ease, gastric surgery, biochemical evidence of hepatic or renal impairment, uncontrolled
heart failure, diagnosed malignancy, sepsis, or persistent swallowing difficulty


Interventions Experimental group: Daily oral food supplement for 4 weeks in addition to hospital food
(n = 21)
The nutritional support consisted of > 400 mL of Fortisip containing 600 kcal and 20
g protein
Control group: Received only hospital food for 4 weeks(n = 21)


Outcomes Energy and protein intakes during the intervention period, change in nutritional status,
disability, infective complications, length of stay, and mortality


Study dates Not stated


Notes We contacted the authors on 19th August 2015 by email: s.gariballa@uaeu.ac.ae . We
received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk The trial was described as block-randomised, but it was
unclear how the sequence was generated


Allocation concealment (selection bias) Low risk Randomisation blocks were kept separately by the di-
etitian, and allocation to the treatment group was done
by telephone


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Nurses and participants were not blinded.
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Gariballa 1998 (Continued)


Blinding of outcome assessment (detection
bias)
All outcomes


Low risk Single-blinded study, with the outcome assessors
blinded


Incomplete outcome data (attrition bias)
All outcomes


High risk Above 5% dropouts according to weight, and the trial
did not allow proper methodology for intention-to-
treat analysis


Selective reporting (reporting bias) Low risk All-cause mortality and serious adverse events were re-
ported. A protocol was not found


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Gariballa 2006


Methods Randomised clinical trial, UK.


Participants 445 hospitalised adults > 65 of age and able to swallow, at nutritional risk according to
the trialist
Male:Female = 234:211
Mean age = 76.7
Exclusion criteria: Undergone gastric surgery, diagnosed malabsorption and morbid obe-
sity, in a coma, diagnosed severe dementia, malignancy, living in an institution, already
taking supplements


Interventions Experimental group: Oral supplements (400 ml 995 kcal)(n = 223)
Control group: Placebo (n = 222)
Co-interventions: Standard hospital diet


Outcomes 6 months of disability (Barthel score), non-elective readmission, length of stay in hospital,
discharge destination, morbidity (infective complications), mortality, nutritional status


Study dates Not stated


Notes We contacted the authors on 19th August 2015 by email: s.gariballa@uaeu.ac.ae . We
received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk The sequence was generated by the trial statistician but
it was unclear how
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Gariballa 2006 (Continued)


Allocation concealment (selection bias) Low risk Sealed opaque envelopes


Blinding of participants and personnel
(performance bias)
All outcomes


Low risk The trial was a placebo study.


Blinding of outcome assessment (detection
bias)
All outcomes


Low risk The trial was placebo and no-one knew who received
placebo or supplement


Incomplete outcome data (attrition bias)
All outcomes


High risk Above 5% dropouts according to BMI, and the trial
did not allow proper methodology for intention-to-
treat analysis


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Gazzotti 2003


Methods Randomised clinical trial, Belgium


Participants 80 hospitalised adults, at nutritional risk based on Mini Nutritional Assessment
Male:Female = 19:61
Mean age = 80 years


Interventions Experimental group: oral supplements (1.5 kcal/ml 500 kcal and 21 g protein a day in
200 ml cup)(n = 39)
Control group: no intervention(n = 41)
Co-interventions: standard diet throughout the hospitalisation and after discharge for 2
months


Outcomes All-cause mortality, weight change, MNA score


Study dates November 1999 to April 2000


Notes We contacted the authors on 23rd June 2015 by email: claire.gazzotti@chrcitadelle.be.
We received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement
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Gazzotti 2003 (Continued)


Random sequence generation (selection
bias)


Unclear risk The trial was described as being randomised, but
it was unclear how the sequence was generated


Allocation concealment (selection bias) Low risk The allocation was concealed using sealed en-
velopes.


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The trial was described as not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


High risk The trial was described as not blinded.


Incomplete outcome data (attrition bias)
All outcomes


High risk Above 5% dropouts and the trial did not use
proper methodology for intention-to-treat analy-
sis


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did
not report all-cause mortality or serious adverse
events


For-profit bias Low risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Gong 2011


Methods Randomised clinical trial, China


Participants 24 hospitalised adults diagnosed with ulcerative colitis in accordance with China’s diag-
nosis of inflammatory bowel disease and treatment standard of consensus on diagnostic
criteria, at nutritional risk due to ulcerative colitis
Male:Female = 12:9 (gender not reported for three participants)
Exclusion criteria: Unclear


Interventions Experimental group: short peptide enteral nutrition agent of 125 g (100 general, Nutricia
Pharmaceutical Co. Ltd, Switzerland) for oral feeding, 4 times each day (n = 11)
Control group: no intervention (n = 10)
Co-intervention: mesalazine 1.0 g (ADIS, ethypharm Pharmaceutical Group, France)
by mouth, 4 times each day


Outcomes Fructose concentration, mannitol concentration, disease activity index, BMI, symptom
relief


Study dates Not stated


166Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Gong 2011 (Continued)


Notes We tried but failed to contact the authors by phone.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk The sequence generation was achieved using a ran-
dom-numbers table


Allocation concealment (selection bias) Unclear risk The trial was described as being randomised, but it
was unclear how the allocation was concealed


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk The procedure of blinding was insufficiently de-
scribed.


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report all-cause mortality


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Gunerhan 2009


Methods Randomised clinical trial, Turkey


Participants 38 hospitalised adults with gastrointestinal tumours admitted for surgery, at nutritional
risk according to the trialist
Male:Female = 9:17
Mean age = 62.5
Exclusion criteria: Diabetes mellitus, renal or hepatic failure or both, active infection,
a history of immunosuppressive drug use or clinical signs of vitamin or trace element
deficiency


Interventions Experimental group: Standard enteral feeding (without RNA and omega3)(n = 19)
Control group: Normal feeding planned by a dietitian(n = 19)


Outcomes Lymphocyte count, complications, length of hospital stay
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Gunerhan 2009 (Continued)


Study dates Not stated


Notes There was also a 3rd group of immunonutrition, not included in this review. We con-
tacted the authors on 19th August 2015 by email: ygunerhan@gmail.com . We received
no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Not blinded. Only the experimental group received
a tube.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


High risk Above 5% dropouts and the trial did not allow
proper methodology for intention-to-treat analysis


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Gupta 1998


Methods Randomised clinical trial, UK


Participants 37 hospitalised adults undergoing hepatic or pancreatic surgery due to benign or malig-
nant disease, at nutritional risk due to major surgery
Male:Female = not reported
Mean age = not reported.
Exclusion criteria = not stated


Interventions Experimental group: Received total enteral nutrition immediately postoperatively(n =
15)
Control group: No intervention (n = 20)
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Gupta 1998 (Continued)


Outcomes Oxidative stress


Study dates Not stated


Notes We contacted the authors on 12th December 2015 by email: c.d.johnson@soton.ac.uk.
The author could not provide any additional information


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk The trial was described as being randomised, but it was
unclear how the sequence was generated


Allocation concealment (selection bias) Unclear risk The trial was described as being randomised, but it was
unclear how the allocation was concealed


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Guy 1995


Methods Randomised clinical trial, country unknown.


Participants 32 hospitalised adults awaiting liver transplant, at nutritional risk due to malnutrition
Male:Female = not reported.
Exclusion criteria: admitted to the ICU, grade 4 encephalopathy or with infections
precluding liver transplant candidacy


Interventions Experimental group: Enteral nutrition. Fed via nasogastric tube with “Impact” (n = not
reported)
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Guy 1995 (Continued)


Control group: No intervention (n = not reported)
Co-interventions: Oral diet with unrestricted protein/calorie supplements


Outcomes Nutritional intake, encephalopathy, gastro-intestinal bleeding, infection, length of hos-
pital stay and mortality


Study dates Not stated


Notes We found no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incom-
plete data was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the
trial did not report all-cause mortality or
serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias


Ha 2010


Methods Randomised clinical trial, Norway


Participants 165 hospitalised adults admitted due to stroke, at nutritional risk due to MUST
Male:Female = 60:64 (only reported for the participants that completed the study)
Mean age = 79 years
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Ha 2010 (Continued)


Interventions Experimental group: Individualised nutritional care aiming to prevent weight loss(n =
84)
Control group: Routine practice with use of oral sip feeding, or tube feeding at the
discretion of the attending physician(n = 86)


Outcomes Number of participants with unintentional weight loss of 5% after 3 months, all-cause
mortality, weight change, quality of life, hand-grip strength, length of hospital stay


Study dates May 2005 to December 2007


Notes We contacted the authors on 12th December 2015 by email: lisaha@online.no. We
received information on serious adverse events and participants lost to follow-up


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk The randomisation sequence was computer-gen-
erated in blocks of 20


Allocation concealment (selection bias) Low risk The allocation was sequentially-numbered, non-
transparent envelopes


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The personnel were not blinded to the treatment.


Blinding of outcome assessment (detection
bias)
All outcomes


High risk The assessor performing the outcome assessment
was not blinded


Incomplete outcome data (attrition bias)
All outcomes


High risk Above 5% dropouts and the trial did not allow
proper methodology for intention-to-treat analysis


Selective reporting (reporting bias) Low risk The outcomes described in the protocol, were as-
sessed in the trial


For-profit bias Low risk This study was supported by the South-Eastern
Norway Regional Health Authority and Østfold
Hospital Trust


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Hartgrink 1998


Methods Randomised clinical trial, the Netherlands


Participants 140 hospitalised adults admitted due to hip fracture and a pressure sore risk score of 8,
at nutritional risk due to being frail elderly
Male:Female = 16:113 (of participants analysed)
Mean age = 83.7 years
Exclusion criteria: Pressure sore of grade 2 or more at admission


Interventions Experimental group: Tube-feeding consisting of 1 litre Nutrison Steriflo Energy (1500
kcal/1 energy, 60 gram/1 protein) which was administered with a feeding pump through
a nasogastric feeding tube. Tube-feeding was meant to be given for 2 weeks, and was
administered between 21:00 and 05:00 to minimise interference with the normal hospital
diet.(n = 70)
Control group: No intervention(n = 70)
Co-interventions: Standard hospital diet


Outcomes Risk factors for pressure sores, pressure-sore grade, mortality, serum protein, albumin


Study dates May 1993 to November 1995


Notes We contacted the authors on 19th August 2015 by email: H.H.Hartgrink@lumc.nl. The
authors did not keep records of any of the missing information


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and physicians were not
blinded, since the control group did not re-
ceive a naso-gastric tube


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


High risk The trial had more than 5% of participants
with incomplete data, and the trial did not
use proper methodology for intention-to-
treat analysis


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the
trial did not report all-cause mortality or
serious adverse events
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Hartgrink 1998 (Continued)


For-profit bias High risk “The authors want to thank Nuldcia corp.,
Netherlands for their support of Nutrison
tube feeding and the nasogastric tubes”


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias


Hasse 1995


Methods Randomised clinical trial, USA


Participants 50 hospitalised adults undergoing surgery with liver transplant, at nutritional risk due
to major surgery
Male:Female = 17:14 (completed the study)
Mean age = 51 years
Exclusion criteria: Dialysis requirements or choledochojejunostomy was performed at
the time of transplant


Interventions Experimental group: With feeding-tube the participants were given full-strength Reabi-
lan HN (Elan Pharma, Cambridge, MA) 12 hours after surgery. The infusion rate was
started at 20 ml/hr and was increased to 40 mL/hr 24 hrs after the initiation of the tube-
feeding. If tolerated 40 mL/hour, the feeding rate was increased to 60 mL/hr 12 hrs after
the previous rate increased.(n = 25)
Control group: Conventional IV electrolytes(n = 25)
Co-interventions: non-feeding naso-gastric tube


Outcomes Medical condition, tube-feeding tolerance, signs of infection, calorie and protein intake,
resting energy expenditure, respiratory quotient (RQ), urinary urea nitrogen (UUN),
nitrogen balance, hand-grip strength, length of hospital stay, rehospitalisation, overall
cost, weight, chemical assays


Study dates Not stated


Notes We contacted the authors on 19th August 2015 by email: jm.hasse@baylorhealth.edu .
We received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)


Unclear risk Not described
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Hasse 1995 (Continued)


All outcomes


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


High risk The 2 groups could not be described as similar, and
the dropout rate was above 5%


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report all-cause mortality


For-profit bias High risk The study was supported in part by grants from
the Di-etitians in Nutrition Support Practice Group
Member Research Award, Elan Pharma


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Heidegger 2013


Methods Randomised clinical trial, Switzerland


Participants 305 hospitalised adults admitted to ICU for more than 3 days. They were expected to
stay for more than 5 days at the ICU and to survive for more than 7 days. They received
less than 60% of their energy target and were at nutritional risk due to being in a ICU
Male:Female = 215:90
Mean age = 60.5 years
Exclusion criteria: Receiving PN, had persistent gastro-intestinal dysfunction and ileus,
were pregnant, refused to consent, or had been readmitted to the ICU after previous
randomisation


Interventions Experimental group: supplemental parenteral feeding, 0.62 - 1.37 kcal/mL of energy
(20% proteins, 29% lipids (15% medium-chain triglycerides), and 51% carbohydrates)
on day 3(n = 153)
Control group: no intervention on day 3(n = 152)
Co-interventions: enteral nutrition


Outcomes Nosocomial infections, number of antibiotic-free days, duration of invasive and non-
invasive mechanical ventilation, length of stay in the ICU and hospital, mortality in
ICU, general mortality, duration of renal replacement therapy, glycaemia (crude blood
glucose concentration and area under the curve (AUC)), phosphataemia, concentration
of C-reactive protein, liver test results, and drug administration (insulin, steroids, and
antifungal agents)


Study dates Not stated
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Heidegger 2013 (Continued)


Notes We contacted the authors on 19th August 2015 by email: claude.pichard@unige.ch. We
received an initial reply, but obtained no further information


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Computer-generated randomisation sequence


Allocation concealment (selection bias) Low risk Sequentially-numbered, sealed, opaque en-
velopes


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Treatment providers and participants were un-
blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Low risk The statistician did not know to which group
the participants were allocated


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were under 5% of participants with in-
complete outcome data


Selective reporting (reporting bias) High risk The trial did not report ICU complications as
stated in the protocol


For-profit bias High risk Financial support came from the public Foun-
dation Nutrition 2000Plus, APSI-ICU quality
funds of the Geneva University Hospital, In-
ternal Service Resources of the Lausanne Uni-
versity Hospital, and from unconditional and
non-restrictive research grants from Baxter and
Fresenius Kabi, representing less than 25% of
the global expenses. RT has received a research
award from the academic Société Nationale
Française de Gastroentérologie. The sponsors
did not place any restrictions on the study de-
sign


Other bias Low risk The trial appeared to be free of other compo-
nents that could put it at risk of bias
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Heim 1985


Methods Randomised clinical trial, Germany


Participants 36 hospitalised adults with advanced colorectal carcinoma, at nutritional risk due to
trialist indication
Male:Female = 20:16
Mean age = 52 years
Exclusion criteria: None stated


Interventions Experimental group: a standard 10% amino acid solution, 40% dextrose and 10% fat
solution over a 10-day period(n = 18)
Control group: No intervention(n = 18)
Co-intervention: chemotherapy


Outcomes Survival (not usable), side effects of parenteral nutrition


Study dates Not stated


Notes We could obtain no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Low risk The trial reported survival and side effects.


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Hendry 2010


Methods Randomised clinical trial, factorial design


Participants 74 hospitalised adults undergoing liver resection, at nutritional risk due to major surgery
Male:Female = 38:30 (gender not reported for six participants)
Median age = 62 years
Exclusion criteria: Patients with a BMI of < 18 or greater than 30 kg/m2, pre-existing
conditions limiting mobility, underlying cirrhotic liver disease, a history of liver resection,
and those in whom bile duct excision and central or extended hepatectomy was planned
before randomisation


Interventions Experimental group: Received 800 ml oral carbohydrate loading drink (Nutricia Preop)
; Nutricia Clinical Care, Trowbridge, UK) at 22.00 hrs the night before surgery and 400
ml at 06.00 hrs on the morning of surgery. In addition, they received ONS (2 cartons
a day comprising 400 ml, 600 kcal, 24 g protein, Nutricia Fortisip; Nutricia Clinical
Care) from the day of surgery until day 30 (n = 36)
Control group: no intervention (n = 38)
Co-interventions: standard care, laxatives (only in 2 of the arms)


Outcomes Mortality, morbidity, gastric emptying, length of hospital stay


Study dates Not stated


Notes We contacted the authors on 29th April 2016 by email: paul.hendry@ed.ac.uk. We have
not received a reply at the time of writing


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk The trial used a random-numbers table.


Allocation concealment (selection bias) Low risk The trial used sealed opaque envelopes.


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Not blinded


Blinding of outcome assessment (detection
bias)
All outcomes


High risk Not blinded


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk There were above 5% dropouts and it was
unclear how the trial accounted for missing
data


Selective reporting (reporting bias) Low risk No prepublished protocol could be ob-
tained but the trial reported mortality and
morbidity (NCT00538954)
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Hendry 2010 (Continued)


For-profit bias High risk Nutricia Preop (Nutricia Nutridrink in The
Netherlands) and Nutricia Fortisip drinks
were supplied by Nutricia Clinical Care
(Trowbridge, UK) and Nutricia Nederland
(Advanced Medical Nutrition, Zoetermeer,
The Netherlands)


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias


Henriksen 2003a


Methods Randomised clinical trial, Denmark


Participants 58 hospitalised adults admitted for bowel resection, at nutritional risk due to major
surgery
Male:Female = 21:37
Mean age = 63.7 years
Exclusion criteria: inflammatory bowel disease, disseminated malignant disease, previous
treatment for intra-abdominal cancer, serious cardiovascular disease (New York Heart
Association angina class III and IV) diabetes mellitus, disabling mental disease, dementia
or a history of alcoholic, medicine or drug abuse


Interventions The night before surgery:
Experimental group 1: 12.5 g/100 ml carbohydrate (maltodextrin) drink (n = 16)
Experimental group 2: 2.5 g/100 ml carbohydrate (maltodextrin) and 3.5 g/100 ml of
hydrolyzed soy protein (n = 16)
Control group: No treatment (n = 8)
Co-interventions: Pure water until 3 hrs before induction of anaesthesia + basic postop-
erative regimen


Outcomes Voluntary grip and quadriceps strength, body composition, pulmonary function, VAS-
score of 8 parameters of well-being, muscle biopsies and insulin, glucagon, IGF-1 and
free fatty acids


Study dates Not stated


Notes We contacted the authors on 19th August 2015 by email: gaarden@dadlnet.dk . We
received a reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described
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Henriksen 2003a (Continued)


Allocation concealment (selection bias) Unclear risk The trial used sealed envelopes for allocation but
it was unclear if they were opaque


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Nutritional status was described as blinded, but
it was unclear how the rest of the outcomes were
assessed


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of dropouts exceeds 5%. The drop-
outs were described, but it was unclear from
which group they came


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did
not report all-cause mortality or serious adverse
events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Henriksen 2003b


Methods Randomised clinical trial, Denmark


Participants 58 hospitalised adults admitted for bowel resection, at nutritional risk due to major
surgery
Male:Female = 21:37
Mean age = 63.7 years
Exclusion criteria: inflammatory bowel disease, disseminated malignant disease, previous
treatment for intra-abdominal cancer, serious cardiovascular disease (New York Heart
Association angina class III and IV) diabetes mellitus, disabling mental disease, dementia
or a history of alcoholic, medicine or drug abuse


Interventions The night before surgery:
Experimental group 1: 12.5 g/100 ml carbohydrate (maltodextrin) drink (n = 16)
Experimental group 2: 2.5 g/100 ml carbohydrate (maltodextrin) and 3.5 g/100 ml of
hydrolyzed soy protein (n = 16)
Control group: No treatment (n = 8)
Co-interventions: Pure water until 3 hrs before induction of anaesthesia + basic postop-
erative regimen


Outcomes Voluntary grip and quadriceps strength, body composition, pulmonary function, VAS-
score of 8 parameters of well-being, muscle biopsies and insulin, glucagon, IGF-1 and
free fatty acids
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Henriksen 2003b (Continued)


Study dates Not stated


Notes We report here group 2 vs control group. We contacted the authors on 19th August
2015 by email: gaarden@dadlnet.dk . We received a reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk The trial used sealed envelopes for allocation but
it was unclear if they were opaque


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk There was no description of blinding of partici-
pants and personnel


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Nutritional status was described as blinded, but
it was unclear how the rest of the outcomes were
assessed


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of dropouts exceeds 5%. The drop-
outs were described, but it was unclear from
which group they came


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did
not report all-cause mortality or serious adverse
events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Herndon 1987


Methods Randomised clinical trial, USA


Participants 28 hospitalised adults with burns > 50% of total body surface area, at nutritional risk
due to trauma
Mean age = 36 years


Interventions Experimental group: supplementary TPN (n = 13)
Control group: No intervention (n = 15)
Co-interventions: peripheral intravenous fluids to meet fluid requirements
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Herndon 1987 (Continued)


Outcomes Caloric intake, immune function, liver function, serum albumin, mortality


Study dates Not stated


Notes We contacted the authors on 19th August 2015 by email: dherndon@utmb.edu. We
received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Heys 1991


Methods Randomised clinical trial, UK


Participants 18 hospitalised adults admitted for localised colorectal carcinoma, at nutritional risk due
to major surgery
Male:Female = not stated
Mean age = 72 years
Exclusion criteria: Metastasis


Interventions Experimental group: 20 hours of intravenous nutrition. Amino acids 1.25 g/kg body
weight and 25 kcal/kg body weight (40% dextrose and 60% lipid)(n = 9)
Control group: Fluids only(n = 9)
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Heys 1991 (Continued)


Co-interventions: Vitamins and electrolytes + low-residue diet given days 2 and 3 before
surgery


Outcomes Tumour protein synthesis rate


Study dates Not stated


Notes We contacted the authors on 19th August 2015 by email: s.d.heys@abdn.ac.uk . We
received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were below 5% dropouts.


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report all-cause mortality or serious adverse events


For-profit bias High risk “We thank the Wellcome Trust, Grampian Health
Board, Scottish Hospital Endowment Research Trust
and Nestec Ltd.”
The trial was supported by a company that might have
an interest in a given result


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias
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Hickson 2004


Methods Randomised clinical trial, UK


Participants 592 hospitalised adults admitted to 3 Medicine for the Elderly wards, at nutritional risk
due to being frail elderly
Male:Female = 219:373
Mean age = 82 years
Exclusion criteria: unable to take food orally (e.g. unconscious, severe dysphagia), those
not expected to survive the current admission, those who had discharge planned within
4 days, and those who were readmitted and had already participated in the trial


Interventions Experimental group: This group received additional nutritional care in the form of
feeding support from a trained healthcare assistant (HCA), which began as soon as the
participant was randomised
The health assistants helped in the following ways:
1. Identified reduced food intake and other risk factors for malnutrition and planned
care to resolve these problems
2. Encouraged and enabled participants in feeding and supported the ward staff in this
role
3. Offered snacks and drinks throughout the day.(n = 292)
Control group:Usual ward care(n = 300)
Co-interventions: prescribed medical and nutritional therapy


Outcomes Mortality in hospital, infection rate, intravenous or subcutaneous fluids or both, length
of hospital stay


Study dates Not stated


Notes We contacted the authors in September 2015 by email: mary.hickson@imperial.nhs.uk.
We received a reply with the caloric intake


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Prepared by an independent group


Allocation concealment (selection bias) Low risk The randomisation code was concealed using sealed
envelopes.


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Not possible to blind


Blinding of outcome assessment (detection
bias)
All outcomes


High risk The trial stated that the researcher in charge of outcome
assessment was not blinded


183Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Hickson 2004 (Continued)


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The analysis was on an intention-to- treat basis, but the
method was not further described. There were many
drop-outs described


Selective reporting (reporting bias) Unclear risk No protocol was found, but the study reported all-cause
mortality (while hospitalised)


For-profit bias Low risk The trial was funded by the NHS.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Hill 2002


Methods Randomised clinical trial, USA


Participants 46 hospitalised multitrauma adults having an injury severity score (ISS) > 20, at nutri-
tional risk due to being being multitrauma patient
Male:Female = unclear
Mean age = 41 years
Exclusion criteria: Not described


Interventions Experimental group: Enteral nutrition within 24 hours of injury(n = 22)
Control group: Enteral nutrition started at day 5 post-injury(n = 24)


Outcomes Mortality, IL6, CRP, pneumonia


Study dates Not stated


Notes There was an additional group which did not fit our inclusion criteria


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described
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Hill 2002 (Continued)


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk Not described


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report on serious adverse events (only pneumonia)


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Hoffmann 1988


Methods Randomised clinical trial, Denmark


Participants 102 hospitalised adults undergoing surgery due to colorectal cancer, at nutritional risk
due to major surgery
Male:Female = not described
Mean age = not reported.
Exclusion criteria: Previous cancer diagnosis and hormonal disorders


Interventions Experimental group: Received TPN containing 4400 kcal a day, 45% fat/55% glucose,
starting 3 days preoperatively and continued until 7 days post-operation, except for the
day of the operation(n = 51)
Control group: No intervention(n = 51)
Co-interventions: Usual treatment


Outcomes Postoperative complications, mortality, length of hospital stay and weight loss


Study dates 1984-1986


Notes We could obtain no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described
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Hoffmann 1988 (Continued)


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The pattern of dropouts was reported to be dif-
ferently in the 2 intervention groups


Selective reporting (reporting bias) Low risk No protocol available, but all-cause mortality and
serious adverse events are reported


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Holter 1977


Methods Randomised clinical trial, USA


Participants 56 hospitalised adults undergoing open abdominal surgery, at nutritional risk due to
major surgery
Male:Female = not described
Exclusion criteria: not described


Interventions Experimental group: parenteral nutrition. TPN began 72 hrs prior to surgery. At the
time of surgery participants were receiving 80 cc/hr or approximately 2000 calories/day
with approximately 80 g of protein equivalent, either in the form of casein hydrolysate
or crystalline amino acids. Hyperalimentation was continued for a 10-day period post-
operatively or until 1500 calories were achieved by oral intake. (n = 30)
Control group: Treatment as usual with blood and albumin infusions, as is routine. (n
= 26)


Outcomes Mortality, complications, weight, serum albumin levels and time needed to archive full
peri-oral nutrition


Study dates Not stated


Notes We could not find any contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Participants were randomised from a random-num-
bers table.


Allocation concealment (selection bias) Unclear risk Not described
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Holter 1977 (Continued)


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Low risk No protocol could be obtained, but the trial reported
serious adverse events and mortality


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Holyday 2012


Methods Randomised clinical trial, Australia


Participants 143 hospitalised adults admitted to the geriatric ward due to falls, delirium and polyphar-
macy problems, at nutritional risk due to being elderly frail
Male:Female = 61:82
Mean age = 83.5
Exclusion criteria: expected length of stay < 72 hrs, palliative unable to be nutritionally
assessed (non-English-speaking, severe dementia/confusion, non-co-operative/refused),
already seen by a dietitian during the admission (e.g. transferred from another ward) or
enrolled in the study during a previous admission


Interventions Experimental group: General nutrition support. The Malnutrition Care Plan involved
the modification of hospital meals (texture modification and fortification), prescription
of nutrition supplements, i.e. nutrient-dense drinks and snacks including commercial
supplements, flagging for assistance with meals by ward-based staff, education of partici-
pants and their caregivers regarding optimisation of nutrition intake and referral to other
health professionals for discharge planning. The Malnutrition Care Plan was tailored to
individual requirements based on the clinical dietitian’s assessment and prescription.(n
= 71)
Control group: Treatment as usual(n = 72)


Outcomes Weight, mortality, length of stay and cost of hospital admission


Study dates Between April 2006 and September 2006
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Holyday 2012 (Continued)


Notes We contacted the authors on 9th June 2015 by email: Margaret.Holyday@sesiahs.health.
nsw.gov.au. We received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Participants were randomised by computerised
random-number generator


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel could not be blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did
not report serious adverse events


For-profit bias High risk The trial was funded by the Gut Foundation
(Randwick, Australia) and funded by Pharmatel
Fresenius Kabi Pty Ltd


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Houwing 2003


Methods Randomised clinical trial, the Netherlands


Participants 103 hospitalised adults admitted for hip fracture and PO-score > 8, at nutritional risk
due to being frail elderly
Male:Female = 19:84
Mean age = 81 years
Exclusion criteria: Terminal care, metastatic hip fracture, insulin-dependent diabetes,
renal disease (creatinine > 176 mmol/l), hepatic disease, morbid obesity (BMI > 40),
need for therapeutic diet incompatible with supplementation, and pregnancy or lactating


Interventions Experimental group: 400 ml high-protein nutritional supplement enriched with arginine,
zinc and antioxidants with energy: 500 kcal, 40 g of protein (n = 51)
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Houwing 2003 (Continued)


Control group: 400 ml placebo (non-caloric, water-based drink only sweeteners,
colourants and flavourings)
Look and taste of the supplements were not exactly identical, but were given in similar,
blinded packages to mask the differences
Participants received 400 ml daily between regular meals of either the study or placebo
supplement starting immediately postoperatively for a period of 4 weeks or until dis-
charge. (n = 52)
Co-intervention: regular diet (oral)


Outcomes Incidence of pressure ulcers and maximum wound size


Study dates Between April 1998 and December 1999


Notes We contacted the authors by Linkedin. We received an initial response but no further
response


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Low risk The control group received a placebo drink.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk It was unclear how the outcome assessment
was performed.


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were below 5% dropouts and partic-
ipants with incomplete data


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the
trial did not report all-cause mortality or
serious adverse events


For-profit bias High risk The trial was funded by a company that
might have conflict of interest (Numico)


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias
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Hsu 2000a


Methods Randomised clinical trial, Taiwan


Participants 80 hospitalised adults admitted for colon resection due to colorectal cancer, at nutritional
risk due to major surgery
Male:Female = 44:36
Mean age = 61.6 years
Exclusion criteria: previous gastric resection, previous vagotomy, and active peptic ulcer


Interventions Experimental group 1: Received enteral nasogastric feeding, started from 500 kcal/day,
and if tolerated increased to 1500 kcal/day, as well as Osmolite HN (protein: 4.2 g, fat:
3.5 g, carbohydrate: 13.4 g)/100 kcal (n = 20)
Experimental group 2: Received enteral nasogastric feeding, started from 500 kcal/day,
and if tolerated increased to 1500 kcal/day, as well as Pulmocare (protein: 4.2 g, fat: 6.1
g, carbohydrate: 7 g)/100 kcal(n = 20)
Experimental group 3: Received enteral nasogastric feeding, started from 500 kcal/day,
and if tolerated increased to 1500 kcal/day, as well as AlitraQ (protein: 4.2 g, fat: 2 .1 g,
carbohydrate: 18.2 g)/100 kcal. (n = 20)
Control group: No oral intake for a week(n = 20)


Outcomes Change of intragastric pH after surgery and change of intragastric pH after tube-feeding


Study dates April 1997 to February 1998


Notes Same trial as Hsu 2000b and Hsu 2000c with the results from experimental group 1
vs control. We contacted the authors on 13th December 2015 by email: tzuchi@ms2.
mmh.org.tw. We received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk The trial did not properly describe mortality,or se-
rious adverse events
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Hsu 2000a (Continued)


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Hsu 2000b


Methods Randomised clinical trial, Taiwan


Participants 80 hospitalised adults admitted for colon resection due to colorectal cancer, at nutritional
risk due to major surgery
Male:Female = 44:36
Mean age = 61.6 years
Exclusion criteria: previous gastric resection, previous vagotomy, and active peptic ulcer


Interventions Experimental group 1: Received enteral nasogastric feeding, started from 500 kcal/day,
and if tolerated increased to 1500 kcal/day, as well as Osmolite HN (protein: 4.2 g, fat:
3.5 g, carbohydrate: 13.4 g)/100 kcal(n = 20)
Experimental group 2: Received enteral nasogastric feeding, started from 500 kcal/day,
and if tolerated increased to 1500 kcal/day, as well as Pulmocare (protein: 4.2 g, fat: 6.1
g, carbohydrate: 7 g)/100 kcal.(n = 20)
Experimental group 3: Received enteral nasogastric feeding, started from 500 kcal/day,
and if tolerated increased to 1500 kcal/day, as well as AlitraQ (protein: 4.2 g, fat: 2.1 g,
carbohydrate: 18.2 g)/100 kcal(n = 20)
Control group: No oral intake for a week (n = 20)


Outcomes Change of intragastric pH after surgery and change of intragastric pH after tube-feeding


Study dates April 1997 to February 1998


Notes Same trial as Hsu 2000a and Hsu 200c with the results from experimental group 2 vs
control. We contacted the authors on 13th December 2015 by email: tzuchi@ms2.mmh.
org.tw. We received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described
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Hsu 2000b (Continued)


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk The trial did not properly describe mortality, or
serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Hsu 2000c


Methods Randomised clinical trial, Taiwan


Participants 80 hospitalised adults admitted for colon resection due to colorectal cancer, at nutritional
risk due to major surgery
Male:Female = 44:36
Mean age = 61.6 years
Exclusion criteria: previous gastric resection, previous vagotomy, and active peptic ulcer


Interventions Experimental group 1: Received enteral nasogastric feeding, started from 500 kcal/day,
and if tolerated increased to 1500 kcal/day, as well as Osmolite HN (protein: 4.2 g, fat:
3.5 g, carbohydrate: 13.4 g)/100 kcal(n = 20)
Experimental group 2: Received enteral nasogastric feeding, started from 500 kcal/day,
and if tolerated increased to 1500 kcal/day, as well as Pulmocare (protein: 4.2 g, fat: 6.1
g, carbohydrate: 7 g)/100 kcal(n = 20)
Experimental group 3: Received enteral nasogastric feeding, started from 500 kcal/day,
and if tolerated increased to 1500 kcal/day, as well as AlitraQ (protein: 4.2 g, fat: 2.1 g,
carbohydrate: 18.2 g)/100 kcal(n = 20)
Control group: No oral intake for a week(n = 20)


Outcomes Change of intragastric pH after surgery and change of intragastric pH after tube-feeding


Study dates April 1997 to February 1998


Notes Same trial as Hsu 2000a and Hsu 200b with the results from experimental group 3
vs control. We contacted the authors on 13th December 2015 by email: tzuchi@ms2.
mmh.org.tw. We received no reply


Risk of bias


Bias Authors’ judgement Support for judgement
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Hsu 2000c (Continued)


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk The trial did not properly describe mortality, or
serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Hu 1998


Methods Randomised clinical trial, USA


Participants 40 hospitalised adults admitted for 2-stage anterior and posterior spinal reconstructive
surgery, at nutritional risk due to major surgery
Male:Female = 9:31
Mean age = 50.5
Exclusion criteria: Poorly-controlled diabetes or had other medical contraindications


Interventions Experimental group: TPN through a subclavian Hone catheter. It was started on the
1st postoperative day at 40 ml/hr and increased until calculated nutritional needs were
achieved. Weaning began when they could consume 50% of their daily requirements
orally. (n = 20)
Control group: Standard intravenous fluids (n = 20)


Outcomes Operative time, blood loss, transfusion requirements, all complications, length of hospital
stay, albumin, pre-albumin, weight, triceps skinfold, total lymphocyte count


Study dates May 1994 to June 1997


Notes We contacted the authors on 23rd August 2015 by email: shu3@stanford.edu, and
obtained additional information
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Hu 1998 (Continued)


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk The trial used a random-number list for the sequence
generation


Allocation concealment (selection bias) Unclear risk The trial was described as randomised, but it was un-
clear how the allocation was concealed


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Only the experimental group had placement of a
catheter.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk It was unclear how the outcome was assessed.


Incomplete outcome data (attrition bias)
All outcomes


High risk 1 of the participants was transferred from the experi-
mental group to the control group due to not receiv-
ing the intervention. There was also over 5% dropouts
not accounted for with proper methodology


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report all-cause mortality or serious adverse events
properly


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Huynh 2015


Methods Randomised clinical trial, India


Participants 212 hospitalised adults admitted within 36 hours to either the medical or the surgical
wards, and who were diagnosed with moderate or severe malnutrition based on the
modified Subjective Global Assessment were eligible for inclusion. The participants were
at nutritional risk due to being malnourished according to SGA
Male:Female = 115:92 (5 participants not included in this assessment)
Mean age = 40 years
Exclusion criteria: being less than 6 weeks post-partum,active tuberculosis, acute hepati-
tis B or C, or HIV, diabetes type I and II, dementia, brain metastases, active malignancy,
severe renal or liver failure, burn injury covering ≥ 15% of the body, clinically significant
ascites, severe oedema, eating disorders or psychological conditions that might interfere
with dietary intake, severe nausea, dysphagia, vomiting, active gastritis and gastrointesti-
nal bleeding. Other exclusion criteria included taking progestational agents, steroids and


194Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Huynh 2015 (Continued)


growth hormone


Interventions Experimental group: 2 servings of ONS a day for 12 weeks. The ONS was a commercially-
available powder product (Ensure; Abbott Healthcare Private Limited, Mumbai, India).
For this study, the ONS was packaged in single serving sachets (53 g each) and labelled
as clinical study product. When given twice daily, the ONS provided 432 kcal, 16 g of
high-quality protein, 60 g of carbohydrate, 14 g of fat and 28 micronutrients. (n = 106)
Control group: No intervention (n = 106)
Co-interventions: 3 sessions of dietary counselling administered at baseline, weeks 4 and
8. During the hospital stay, participants from both groups consumed hospital-prepared
foods as prescribed by the dietitians


Outcomes Weight, BMI, modified SGA score, pre-albumin, albumin, haemoglobin, total protein
and C-reactive protein, changes in dietary intake and functionality using hand-grip
strength


Study dates Not stated


Notes The participants started the intervention during hospitalisation but received some of the
intervention as outpatients. We only used the assessment at 4 weeks, due to the nature
of the intervention. We contacted the author on 08th February 2016 by email: dieu.
huynh@abbott.com. We received an initial reply but no further information


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Randomisation was performed using SAS.


Allocation concealment (selection bias) Low risk The envelopes were described as sealed and opaque.


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The oral supplements were labelled as study supple-
ment.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


High risk There were > 5% dropouts and the trial did not use
proper methodology to account for the missing data
for participants


Selective reporting (reporting bias) Low risk The trial reported the outcomes in the pre-published
protocol (NCT01641770)


For-profit bias High risk
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Huynh 2015 (Continued)


Other bias Low risk


Hwang 1991


Methods Randomised clinical trial, Taiwan


Participants 24 hospitalised adults undergoing choledocholithotomy, at nutritional risk according to
the trialist
Male:Female = 11:13
Mean age = 51.5 years
Exclusion criteria: displayed prominent jaundice, sepsis or complicated medical problems


Interventions Experimental group: Enteral feeding (hospital blenderised diet consisting of 17% protein,
33% fat and 50% carbohydrate) through a tube on 1st postoperative day until the 4th
day. (n = 12)
Control group: Nothing until 4th day (n = 12)
Co-interventions: Blenderised diet for additionally 4 days


Outcomes Daily intake/output and nitrogen balance, middle arm circumference, triceps skinfold,
creatinine-height index, liver function, serum albumin, pre-albumin, transferrin, total
lymphocyte count


Study dates Not stated


Notes We contacted the authors on 19th August 2015 by email: hwangtl@adm.cgmh.org.tw.
We received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk The trial was described as being randomised, but it
was unclear how the sequence was generated


Allocation concealment (selection bias) Unclear risk The trial was described as being randomised, but it
was unclear how the allocation was concealed


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported
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Hwang 1991 (Continued)


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, but the trial did
not report on all-cause mortality and serious adverse
events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Inoue 1993


Methods Randomised clinical trial, USA


Participants 13 hospitalised adults undergoing abdominal surgery, at nutritional risk due to major
abdominal surgery
Male:Female = not stated
Mean age = not stated
Exclusion criteria: diabetes or steroid medications


Interventions Experimental group: TPN (30 nonprotein kcal/kg/day (34% fat as Intralipid), and 1.27
g protein as Aminosyn/kg/day (0.20 gmN/kg/day)) for 1 week(n = 6)
Control group: Regular hospital diet (28.2 non-protein kcal/kg/day (34% fat), and 1.
25 g protein/kg/day (0.20 g N/kg/day))(n = 7)


Outcomes Brush-border amino acid and glucose transport activity


Study dates Not stated


Notes We could obtain no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described
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Inoue 1993 (Continued)


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Unclear risk There were no protocol, and the trial did not report
on all-cause mortality or serious adverse events


For-profit bias Low risk It was funded by an NIH grant CA45327 and a
grant from the Veterans Administration Merit Review
Board. (Dr. Souba)


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Iresjö 2008


Methods Randomised clinical trial, Sweden


Participants 12 hospitalised adults undergoing surgery of the upper gastrointestinal tract, at nutri-
tional risk due to major surgery
Male:Female = 7:5
Mean age = 64 years
Exclusion criteria: diabetes or steroid medications


Interventions Experimental group: Parenteral nutrition: TPN was supplied as an all-in-one bag (0.16
gN · kg−1 of body weight · day−1 (30 kcal · kg−1 of body weight · day−1); Kabiven®
Perifer; Fresenius Kabi(n = 6)
Control group: Placebo (saline)(n = 6)
Infusions started between 16.00 and 17.00 hours on the day before the operation, and
continued at a constant rate until muscle biopsies were taken from the rectus abdominis
muscles directly after the induction of anaesthesia (15 - 16 hrs later)


Outcomes Levels of amino acids and substrates in peripheral blood, formation of 4E-BPI-eIF4E
and eIF4G-eIF4E complexes, 4E-BPI phosphorylation, p70S6K phosphorylation


Study dates Not stated


Notes We contacted authors about risk of bias details on 6th September 2015 by email:
kent.lundholm@surgery.gu.se. We received additional information on randomisation
sequence, blinding and incomplete outcome data


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Randomisation was done after the participant was
recruited to the study by the responsible physician.
Randomisation was done by a computer algorithm
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Iresjö 2008 (Continued)


based on age, sex, cancer (type of cancer)/no cancer,
height, weight, % weight loss (compared to pre-
disease weight)


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Low risk Participants were blinded as the control group re-
ceived placebo


Blinding of outcome assessment (detection
bias)
All outcomes


High risk Blinding of outcome assessment was not per-
formed.


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were no dropouts and complete data for all
12 participants


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did
not report on all-cause mortality or serious adverse
events


For-profit bias Low risk The study was, in part, supported by grants from
the Swedish Cancer Society (2014), the Swedish
Research Council (08712), Tore Nilson Founda-
tion, Assar
Gabrielsson Foundation (AB Volvo), Jubileum-
skliniken foundation, IngaBritt & Arne Lundberg
Research Foundation, Swedish and Göteborg Med-
ical Societies, the Medical Faculty, Göteborg Uni-
versity, VGR 19/00, 1019/00, Swedish Nutrition
Foundation


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Itou 2011


Methods Randomised clinical trial, Japan


Participants 36 hospitalised adults with chronic liver disease and oesophageal and gastric varices, at
nutritional risk defined by trialist
Male:Female = 29:7
Mean age: 65.9 years
Exclusion criteria: Ascites and renal failure


Interventions Experimental group: Oral supplement consisting of a 200 kcal CalorieMate Jelly(n = 18)
Control group: No intervention (no meal)(n = 18)
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Itou 2011 (Continued)


Outcomes Physical symptoms (thirst, light-headedness, nausea, headache, palpitation and cold
sweat) and mental symptoms(hunger, hypodynamia, fatigue, poor thinking, poor con-
centration, irritability)


Study dates Not stated


Notes The authors were contacted on 9.12.15 by email: Itou74m@med.kurume-u.ac.jp. We
received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Low risk Endoscopists were blinded.


Incomplete outcome data (attrition bias)
All outcomes


Low risk No dropouts


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse event


For-profit bias Low risk The study was supported, in part, by a Grant-in-
Aid for Young Scientists (B) (No.22790874 to T.K.
) and a Grant-in-Aid for Scientific Research (C)(No.
21590865 to M.S.) from the Ministry of Education,
Culture, Sports, Science and Technology of Japan,
and by Health and Labour Sciences Research Grants
for Research on Hepatis from the Ministry of Health,
Labour and Welfare of Japan


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Jauch 1995a


Methods Randomised clinical trial, Germany


Participants 44 hospitalised adults undergoing major surgery and metabolically healthy, in need of
ICU, at nutritional risk due to major surgery and iCU
Male:Female = 30:14
Mean age = 61.6


Interventions Experimental group 1: Parenteral nutrition (3% amino acid solution) for 4 days(n = 17)
Experimental group 2: Parenteral nutrition (carbohydrate and amino acid solution) for
4 days(n = 17)
Control group: Saline solution only(n = 10)


Outcomes Mortality, glucose, insulin, lactate, betahydroxybuturat, glycerin and fatty acids, protein,
creatinine


Study dates Not stated


Notes Same trial as Jauch 1995b with the results from experimental group 1 vs control. We
contacted the authors on 13th December 2015 by email: Karl-Walter.Jauch@med.uni-
muenchen.de. We received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The amount of dropouts was not clearly stated.


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did
not report on serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Jauch 1995b


Methods Randomised clinical trial, Germany


Participants 44 hospitalised adults undergoing major surgery and metabolically healthy, in need of
ICU, at nutritional risk due to major surgery and ICU
Male:Female = 30:14
Mean age = 61.6


Interventions Experimental group 1: Parenteral nutrition (3% amino acid solution) for 4 days(n = 17)
Experimental group 2: Parenteral nutrition (carbohydrate and amino acid solution) for
4 days(n = 17)
Control group: Saline solution only(n = 10)


Outcomes Mortality, glucose, insulin, lactate, betahydroxybuturat, glycerin and fatty acids, protein,
creatinine


Study dates Not stated


Notes Same trial as Jauch 1995a with the results from experimental group 2 vs control


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The amount of dropouts was not clearly stated.


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did
not report on serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Jensen 1982


Methods Randomised clinical trial, Denmark


Participants 20 hospitalised adults admitted for rectal cancer, at nutritional risk due to major surgery
Male:Female = 12:8
Mean age = 61 years
Exclusion criteria: diabetes mellitus, treatment with glucocorticoid, coagulation defect,
above 80 years of age, not radically operated


Interventions Experimental group: Parenteral nutrition (40 - 50 kcal/kg/day and 1.5 - 2 g protein/kg/
day) for 2 days preoperatively and 6 days postoperatively (n = 10)
Control group: Standard i.v. fluids for 2 days preoperatively and 6 days postoperatively
(n = 10)


Outcomes Complications, weight change, length of hospital stay, nitrogen balance


Study dates Not stated


Notes


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk The trial was described as being randomised, but
it was unclear how the sequence was generated


Allocation concealment (selection bias) Unclear risk The trial was described as being randomised, but
it was unclear how the allocation was concealed


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The trial was described as being unblinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of dropouts was unclear.


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did
not report on all-cause mortality


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Ji 1999


Methods Randomised clinical trial, China


Participants 41 hospitalised adults undergoing surgery of the digestive tract, at nutritional risk due
to major surgery
Male:Female = 23:7 (gender not reported for 11 participants)
Mean age = 58.35 years
Exclusion criteria: metabolic diseases


Interventions Experimental group: Participant was infused with saline 500 ml by using jejunum or
gastrostomy nutrient catheter at 24 hrs after surgery, and followed by Nutrison Fibre
100 ml with the speed of 50 ml/hr, and 150 ml with the speed of 80 - 120 ml/hr after
72 hrs if there were no adverse reactions. It was maintained at this amount and gradually
reduced the amount of peripheral venous transfusion.(n = 22)
Control group: conventional infusion therapy after surgery(n = 10)
Co-interventions: oral feeding after recovery of intestinal peristalsis


Outcomes TRF, Pre-albumin, albumin, haemoglobin, thrombin time, GPT, AKP, Total bilirubin,
conjugated bilirubin, BUN,Cr, Blood glucose, gastrin, weight


Study dates Not stated


Notes We contacted the author by phone 3 times, but he did not have time to answer any
questions


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk The procedure of blinding was insufficiently de-
scribed.


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The numbers and reasons for withdrawals and drop-
outs were not clearly stated


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial dit not
report on all-cause mortality


For-profit bias Unclear risk It was unclear how the trial was funded.
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Ji 1999 (Continued)


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Jiang 2006a


Methods Randomised clinical trial, China


Participants 69 hospitalised adults undergoing gastrointestinal surgery, at nutritional risk due to major
surgery
Male:Female = 46:23
Mean age = 49.3 years
Exclusion criteria: Unclear


Interventions Experimental group 1: Enteral and parenteral nutrition: Enteral nutrition with Suppor-
tan (Sino-Swed Pharmaceutical Corp. Ltd) by using nasogastric tube. (Energy 543 kJ,
protein 5.85 g, fat 7.2 g, carbohydrate 10.4 g, sugar 3.6 g, fatty acid 0.3 g, dietary fiber
1.3 g, mineral substance) (n = 22)
Experimental group 2: Parenteral nutrition with Novamin (N 8.5%, amino acid injec-
tion, Sino-Swed Pharmaceutical Corp. Ltd), non-protein calorie supported by glucose
and fat emulsion (Sino-Swed Pharmaceutical Corp. Ltd) on a one-to-one ratio, plus
electrolytes, vitamin and microelement, total 3 L were infused through peripheral or
central vein within 10 hrs. (Energy 120 kJ/kg/day, N 0.15 g/kg/day; NPC:N = 150:1)
(n = 23)
Control group: Conventional infusion with glucose (50 - 100 g/L), total energy 250 -
300 kJ/day(n = 22)


Outcomes Morbidity (rate), change of weight, length of stay, time to recovery of gastrointestinal
function


Study dates Not stated


Notes We could obtain no contact information for the author.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.
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Jiang 2006a (Continued)


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Jiang 2006b


Methods Randomised clinical trial, China


Participants 69 hospitalised adults undergoing gastrointestinal surgery, at nutritional risk due to major
surgery
Male:Female = 46:23
Mean age = 49.3 years
Exclusion criteria: Unclear


Interventions Experimental group 1: Enteral and parenteral nutrition: Enteral nutrition with Suppor-
tan (Sino-Swed Pharmaceutical Corp. Ltd) by using nasogastric tube. (Energy 543 kJ,
protein 5.85 g, fat 7.2 g, carbohydrate 10.4 g, sugar 3.6 g, fatty acid 0.3 g, dietary fibre
1.3 g, mineral substance) (n = 22)
Experimental group 2: Parenteral nutrition with Novamin (N 8.5% amino acid injection,
Sino-Swed Pharmaceutical Corp. Ltd), non-protein calorie supported by glucose and fat
emulsion (Sino-Swed Pharmaceutical Corp. Ltd) on a one-to-one ratio, plus electrolytes,
vitamin and microelement, total 3L were infused through peripheral or central vein
within 10 hrs. (Energy 120 kJ/kg/day, N 0.15 g/kg/day; NPC:N = 150:1)(n = 23)
Control group: conventional infusion with glucose (50 - 100 g/L), total energy 250 -
300 kJ/day(n = 22)


Outcomes Morbidity (rate), change of weight, length of stay, time for recovery of gastrointestinal
function


Study dates Not stated


Notes We could obtain no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement
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Jiang 2006b (Continued)


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Jimenez 1995a


Methods Randomised clinical trial, Spain


Participants 75 hospitalised adults, at nutritional risk due to low levels of albumin or body weight
below 95% of ideal weight
Male:Female = not stated
Mean age = not stated
Exclusion: none stated


Interventions Experimental group 1: 59.1 g amino acids + 694 non-protein calories (glucose)(n = 20)
Experimental group 2: 57.9 g amino acids + 600 non-protein calories (glycerol)(n = 20)
Experimental group 3: 56.6 g amino acids + 590 non-protein calories (sorbitol-xylitol)
(n = 20)
Control group: Conventional infusion therapy (5% glucose)(n = 15)


Outcomes All-cause mortality, complications, plasma concentrations


Study dates Not stated


Notes Same as Jimenez 1995b and Jimenez 1995c. We only report experimental group 1
vs control here. We contacted the authors on 13th December 2015 by email: fjavier-
jimenez@telefonica.net. We received no reply
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Jimenez 1995a (Continued)


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were no drop-outs.


Selective reporting (reporting bias) Low risk All-cause mortality and serious adverse events were
assessed


For-profit bias Low risk The trial was funded by the Spanish Ministry of
Health.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Jimenez 1995b


Methods Randomised clinical trial, Spain


Participants 75 hospitalised adults, at nutritional risk due to low levels of albumin or body weight
below 95% of ideal weight


Interventions Experimental group 1: 59.1 g amino acids + 694 non-protein calories (glucose)(n = 20)
Experimental group 2: 57.9 g amino acids + 600 non-protein calories (glycerol)(n = 20)
Experimental group 3: 56.6 g amino acids + 590 non-protein calories (sorbitol-xylitol)
(n = 20)
Control group: Conventional infusion therapy (5% glucose)(n = 15)


Outcomes All-cause mortality, complications, plasma concentrations


Study dates Not stated
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Jimenez 1995b (Continued)


Notes Same as Jimenez 1995a and Jimenenz 1995c. We only report experimental group 2
vs control here. We contacted the authors on 13th December 2015 by email: fjavier-
jimenez@telefonica.net. We received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were no drop-outs.


Selective reporting (reporting bias) Low risk All-cause mortality and serious adverse events were
assessed


For-profit bias Low risk The trial was funded by the Spanish Ministry of
Health.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Jimenez 1995c


Methods Randomised clinical trial, Spain


Participants 75 hospitalised adults, at nutritional risk due to low levels of albumin or body weight
below 95% of ideal weight


Interventions Experimental group 1: 59.1 g amino acids + 694 non-protein calories (glucose)(n = 20)
Experimental group 2: 57.9 g amino acids + 600 non-protein calories (glycerol)(n = 20)
Experimental group 3: 56.6 g amino acids + 590 non-protein calories (sorbitol-xylitol)
(n = 20)
Control group: Conventional infusion therapy (5% glucose)(n = 15)


Outcomes All-cause mortality, complications, plasma concentrations
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Jimenez 1995c (Continued)


Study dates Not stated


Notes Same as Jimenez 1995a and Jimenez 1995b. We only report experimental group 3
vs control here. We contacted the authors on 13th December 2015 by email: fjavier-
jimenez@telefonica.net. We received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were no drop-outs.


Selective reporting (reporting bias) Low risk All-cause mortality and serious adverse events were
assessed


For-profit bias Unclear risk The trial was funded by the Spanish Ministry of
Health.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Jin 1999a


Methods Randomised clinical trial, China


Participants 92 hospitalised adults diagnosed with adenocarcinoma of the GI tract deemed operable
by a consultant surgeon, at nutritional risk due to serum albumin < 30 g/L or a recent
weight loss of > 10% body weight
Male:Female = 58:34
Mean age = 57 years
Exclusion:congestive heart failure, obstructive lung disease, metabolic diseases, clinically-
evident cirrhotic liver disease or renal disease
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Jin 1999a (Continued)


Interventions Experimental group 1: Parenteral nutrition: Preoperative PN provided 35 kcal/kg a day.
Non-protein caloric content was divided between dextrose (60%) and lipids (40%) (In-
tralipid; Kabi Pharmacia, Sweden). Crystalline amino acids (7% Vamin; Kabi Pharma-
cia, Sweden) were provided at a calorie:nitrogen ratio of 150:1 g of nitrogen (0.23 g of
nitrogen a kilogram a day). Each day, the nutrient mixture, which was prepared in ethyl
vinyl acetate bags, was infused through a subclavian polyurethane catheter over 24 hrs
by an infusion pump. The catheter was inserted using a strict aseptic procedure in the
operating room.(n = 23)
Control group 1: No intervention(n = 23)


Outcomes Weight, complications, postoperative mortality and nutritional parametres including
serum albumin (g/L), serum transferrin (g/L), nitrogen balance (g/L)


Study dates Not stated


Notes We could obtain no contact information for the authors. Same trial as Jin 1999b but
with the experimental and control group that did not received chemotherapy


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


High risk Outcome assessors were not blinded.


Incomplete outcome data (attrition bias)
All outcomes


Low risk All participants completed the study.


Selective reporting (reporting bias) Low risk The protocol could not be obtained, but the trial
reported on serious adverse events and mortality


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Jin 1999b


Methods Randomised clinical trial, China


Participants 92 hospitalised adults diagnosed with adenocarcinoma of the GI tract deemed operable
by a consultant surgeon, at nutritional risk due to serum albumin < 30 g/L or a recent
weight loss of > 10% body weight
Male:Female = 58:34
Mean age = 57 years
Exclusion: congestive heart failure, obstructive lung disease, metabolic diseases, clinically-
evident cirrhotic liver disease or renal disease


Interventions Experimental group 2: Parenteral nutrition: Preoperative PN provided 35 kcal/kg a day.
Non-protein caloric content was divided between dextrose (60%) and lipids (40%) (In-
tralipid; Kabi Pharmacia, Sweden). Crystalline amino acids (7% Vamin; Kabi Pharma-
cia, Sweden) were provided at a calorie:nitrogen ratio of 150:1 g of nitrogen (0.23 g of
nitrogen a kilogram a day). Each day, the nutrient mixture, which was prepared in ethyl
vinyl acetate bags, was infused through a subclavian polyurethane catheter over 24 hrs
by an infusion pump. The catheter was inserted using a strict aseptic procedure in the
operating room.(n = 23)
Control group 2: No intervention (n = 23)
Co-interventions: chemotherapy


Outcomes Weight, complications, postoperative mortality and nutritional parametres including
serum albumin (g/L), serum transferrin (g/L), nitrogen balance (g/L)


Study dates Not stated


Notes Same trial as Jin 1999a but with the experimental and control group that received
chemotherapy as a co-intervention


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


High risk Outcome assessors were not blinded.


Incomplete outcome data (attrition bias)
All outcomes


Low risk All participants completed the study.
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Jin 1999b (Continued)


Selective reporting (reporting bias) Low risk The protocol could not be obtained, but the trial
reported on serious adverse events and mortality


For-profit bias Low risk The study received the support of the general surgical
department and the image cytometry department of
Zhong Shan Hospital at the Shanghai Medical Uni-
versity. This research was supported by a grant from
the International Clinical Epidemiology Network


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Johansen 2004


Methods Randomised clinical trial (stratified for age), Denmark


Participants 212 hospitalised adults, at nutritional risk due to NRS-2012
Male:Female = 102:110
Mean age = 62.2 years


Interventions Experimental group: A specialised nutritional team (nurse and dietitian) attended the
participants and staff for motivation, detailed a nutritional plan, assured delivery of
prescribed food and gave advice on enteral or parenteral nutrition when appropriate.(n
= 108)
Control group: Standard regimen used in the department(n = 104)


Outcomes All-cause mortality, complications, designated length of hospital stay, quality of life


Study dates August 1st 2001 to March 1st 2002


Notes We contacted the authors on 13th December 2012 by email: nielsjohansen@dadlnet.
dk. We received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk The sequence was generated by a random-
numbers system.


Allocation concealment (selection bias) Low risk Sequentially-numbered sealed opaque en-
velopes


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The nurses and participants were not
blinded.
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Johansen 2004 (Continued)


Blinding of outcome assessment (detection
bias)
All outcomes


High risk Even though the investigator assessing the
outcome was blinded, the nurses who re-
ported the outcomes were not


Incomplete outcome data (attrition bias)
All outcomes


High risk There were above 5% dropouts, and the
trial did not use proper intention-to-treat
analysis


Selective reporting (reporting bias) Low risk Both all-cause mortality and serious adverse
events were reported


For-profit bias Low risk The trial was not funded by any company
that had an interest in the outcome


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias


Kang 2012


Methods Randomised clinical trial, South Korea


Participants 60 elderly hospitalised adults older than 65 years and admitted to the hospital for hip
fracture surgery, at nutritional risk due to being frail elderly
Male:female = not stated
Mean age = 80.7 years


Interventions Experimental group: ONSs, trace elements supplements and dietetic counselling for 2
weeks postoperatively (n = 30)
Control group: usual care (n = 30)


Outcomes MNA, hand-grip strength


Study dates Not stated


Notes Only abstract. We could obtain no contact information for the authors


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described
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Kang 2012 (Continued)


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete
data was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial
did not report on all-cause mortality or serious
adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other compo-
nents that could put it at risk of bias


Kaur 2005


Methods Randomised clinical trial, India


Participants 100 hospitalised adults undergoing open abdominal surgery, at nutritional risk due major
surgery
Male:Female = 79:21
Mean age = 36 years
Exclusion criteria: dementia, diabetes, renal failure, or hepatic failure


Interventions Experimental group: Early Enteral Nutrition: Participants were given a hospital kitchen-
prepared feed through the nasojejunal tube 24 hrs after surgery. The 500 ml of feed
contained 375 ml milk, 12.5 g sugar, 12.5 g butter, 12.5 g starch, 125 ml rice water, and
half an egg. The feed provided 500 kcal energy, 16.66 g protein, 43.5 g carbohydrates,
and 30 g fat. The feed was started at a rate of 50 ml/hr in the 1st 6 hrs and gradually
increased to 100 ml/hr by the 3rd postoperative day. The nutritional goal was to deliver
35 - 40 kcal/kg/day and 1.5 - 2.0 g protein/kg/day. The nasogastric tube was taken out
when gastric aspirate was minimal or nil and when participants started taking 2 L of feed
a day, usually by the 4th or 5th postoperative day. (n = 50)
Control group: Treatment as usual(n = 50)


Outcomes All cause-mortality, hand-grip strength, complications


Study dates April 2000 to March 2002


Notes We contacted the authors on 9th June 2015 by email: dr˙navkaur@hotmail.com. We
received no reply.
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Kaur 2005 (Continued)


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk The method of blinding of outcome assessment was
not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk All participants completed the study.


Selective reporting (reporting bias) Low risk No protocol available, but serious adverse events and
all-cause mortality were reported


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Kawaguchi 2008


Methods Randomised clinical trial, Japan


Participants 29 hospitalised adults with cirrhosis, at nutritional risk due to the trialist indication
Male:Female = 18:11
Mean age = 63.2 years
Exclusion criteria: Ascites or renal failure


Interventions Experimental group: Supplement 200 kcal(n = 18)
Control group: No energy supplied (fasting)(n = 11)


Outcomes Self-rating questionnaire (physical symptoms and mental symptoms), biochemical pa-
rameters, CT or MRI


Study dates April 2005 to July 2006


Notes We contacted the authors on 19th August 2015 by email: takumi@med.kurume-u.ac.jp
. We received no reply.
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Kawaguchi 2008 (Continued)


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Low risk The trial was funded by grants from the Ministry of
Education, Culture, Sports, Science and Technology,
Japan, the Vehicle Racing Commemorative Founda-
tion, Japan, and the Ishibashi Foundation for the Pro-
motion of Science, Japan


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Kearns 1992


Methods Randomised clinical trial, USA


Participants 31 hospitalised adults with alcoholic liver disease, a serum bilirubin leve1 of > 5 l pmol/
L, and one of the following: albumin < 30 g/L, prothrombin time prolonged ≥ 4 seconds
over control, or presence of ascites on physical examination at nutritional risk due to
trialist indication
Male:Female = 21:10
Mean age = 44 years
Exclusion criteria (prospectively): Objection to the length of the study, refusal of naso-
duodenal (ND) tube placement, continuation of gastro-intestinal bleeding, elevation of
serum creatinine level to > 221 pmol/L, and inability to give informed consent
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Kearns 1992 (Continued)


Interventions Experimental group: Enteral nutrition. The EN provided 167 kJ/kg and 1.5 g/kg of
ideal body weight protein. A constant-infusion pump delivered the solution through
an 8F ND tube. 2-gram sodium and 1500-mL fluid restrictions were imposed in the
presence of peripheral oedema or ascites. Participants remained on a medical ward until
discharge. Subsequently, they stayed in the clinical research unit for the remaining 28
days. If appetite permitted, the treatment group drank the EN after transfer.(n = 16)
Control group: No intervention(n = 15)
Co-interventions: Regular diet


Outcomes The average lengths of hospital stay, incidence of diarrhoea, renal insufficiency, gastro-in-
testinal bleeding, changes in anthropometrics and ascites, weight, pneumonia, improve-
ment of encephalopathy, change in metabolic rate, calorie intake, change in functional
hepatic mass, survival, lactulose requirements. Biochemical outcomes: serum albumin,
serum bilirubin, antipyrine elimination, alanine amino-transferase, aspartate amino-
transferase, y-glutamyltransferase, alkaline phosphatase, pre-albumin, thyroid-binding
globulin, and transferring


Study dates Not stated


Notes We contacted the authors on 1st October 2015 by email: pj.kearns@med.stanford.edu.
We received a reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk A random-number generator was used, performed by
personnel not a part of the clinical phase of the study


Allocation concealment (selection bias) Low risk The random numbers were recorded and placed into
numbered, opaque envelopes


Blinding of participants and personnel
(performance bias)
All outcomes


Low risk Investigators and participants were blinded to alloca-
tion.


Blinding of outcome assessment (detection
bias)
All outcomes


High risk Outcome assessors were not blinded.


Incomplete outcome data (attrition bias)
All outcomes


Low risk Each group had 3 participants drop out. Clinical char-
acteristics of dropouts were well matched to those of
participants completing the trial. The dropouts did
not have missing data. Data were censored at the par-
ticipant’s death and last-observed data points were
used
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Kearns 1992 (Continued)


Selective reporting (reporting bias) Low risk No protocol available, but serious adverse events and
all-cause mortality were reported


For-profit bias High risk The trial was supported in part by Mead Johnson Nu-
tritional Division Inc., Evansville, Indiana, and by Na-
tional Institutes of Health Grant 22209


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Keele 1997


Methods Randomised clinical trial, UK


Participants 100 hospitalised adults admitted for major abdominal surgery, at nutritional risk due to
major abdominal surgery
Male:female = 48:38 (gender not reported for 14)
Mean age: 62.5 years


Interventions Experimental group: Standard ward diet + oral supplements (200 ml (1.5 kcal/ml and
0.05 g protein/ml)(n = 47)
Control group: Standard ward diet(n = 53)


Outcomes All-cause mortality, complications, nutritional status, anthropometrics, hand-grip
strength


Study dates Not stated


Notes We could obtain no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described
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Keele 1997 (Continued)


Incomplete outcome data (attrition bias)
All outcomes


High risk There were above 5% dropouts, and the trial did not
use proper intention-to-treat analysis


Selective reporting (reporting bias) Low risk Both all-cause mortality, and serious adverse events
were reported


For-profit bias High risk The trial was funded by Nutricia research, which might
have a conflict of interest


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Kendell 1982


Methods Randomised clinical trial, USA


Participants 24 hospitalised adults undergoing orthognathic surgery and maxillomandibular fixation,
at nutritional risk due major surgery to decreased food intake
Male:Female = 5:17 (gender not reported for two participants)
Mean age = 25 years
Exclusion criteria: Participants who showed evidence of pathologic condition or systemic
disease


Interventions Experimental group: Participants were instructed to consume a minimum of 50% of their
calculated caloric requirements in the form of a nutritionally-complete liquid supplement
containing 1.5 cal/ml. The supplement consisted of 14.7% of calories as protein, 32%
as fat and 53.3% as carbohydrates. The intervention lasted 6 weeks by mouth.(n = 12)
Control group: No intervention (n = 12)
Co-interventions: Dextrose (5%) in water and ¼ normal saline solution were adminis-
tered postoperatively at a rate consistent with each participant’s requirement. Everyone
consumed blenderised foods. All were required to refrain from consuming any other
commercial supplement or vitamin preparation


Outcomes Weight, mid-arm muscle circumference, triceps skinfold, creatinine height index, serum
albumin, transferrin, total lymphocyte count, urinary nitrogen and creatinine, serum
chemistries, caloric intake, protein and carbohydrate intake, thiamine, niacin, zinc, folic
acid and riboflavin intake and length of hospital stay


Study dates Not stated


Notes We could obtain no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described
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Kendell 1982 (Continued)


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were complete data for all participants.


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Lanzotti 1980


Methods Randomised clinical trial, USA


Participants 48 hospitalised adults with Non-Oat cell Lung Cancer, at nutritional risk due to decreased
food intake
Male:Female: Not reported
Exclusion criteria: 1 person was excluded due to diagnosis mesothelioma


Interventions Experimental group: Parenteral Nutrition. TPN administered by central venous catheter
at > 35 ckal/kg/day. TPN was initiated 7 days before the 1st course and 2 days before
the 2nd course of chemotherapy. TPN was discontinued on day 12 of each course of
chemotherapy. Thus the intervention group received 19 days with the 1st course and 14
days with the 2nd. (n = 14)
Control group: No intervention (n = 13)


Outcomes Average time of survival, white cell count/granulocyte count


Study dates Not stated


Notes We contacted the authors on 13th November 2015 by email: lanzotti@unina.it. We
received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement
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Lanzotti 1980 (Continued)


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Larsson 1990a


Methods Randomised clinical trial, Sweden


Participants 501 adults hospitalised at the geriatric ward, at nutritional risk due to being elderly
Male:Female = 190:311
Mean age = 79 years
Exclusion criteria: none stated


Interventions Experimental group: 400 ml dietary supplement containing 4 g of protein, 4 g of fat and
11.8 g of carbohydrate per 100 ml. Served in the morning and in the evening (n = 250)
Control group: no intervention(n = 251)
Co-intervention: standard ward diet (2200 kcal/day)


Outcomes Nutritional status by anthropometry, serum protein analysis, delayed hypersensitivity
skin test, mortality


Study dates Not stated


Notes We contacted the authors on 22nd August 2015 by email: mitra.unosson@liu.se. We
received an initial reply but no further reply.


Risk of bias
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Larsson 1990a (Continued)


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk The randomisation code was concealed using
sealed envelopes but it unclear if they were opaque


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


High risk There were above 5% dropouts, and the trial did
not use proper intention-to-treat analysis


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did
not report on serious adverse events


For-profit bias High risk The trial was supported from a company that might
have an interest in a given result: “Grants from
the Swedish Medical Research Council (project
no. 07528 and 09330). the Research Fund of the
County of Östergotland, the University Hospital
and the University of Linkoping, and Kabi Nutri-
tion, Sweden,”


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Ledinghen 1997


Methods Randomised clinical trial, France


Participants 22 hospitalised adults with cirrhosis and bleeding from oesophageal varices, at nutritional
risk as defined by trialists
Male:Female = 17:5
Mean age = 56 years
Exclusion criteria: severe liver failure (defined as a hepatorenal syndrome or end-stage
cirrhosis), hepatocellular carcinoma, severe hepatic encephalopathy, 80 years old or older


Interventions Experimental group: Enteral nutrition: Polymeric enteral diet (Dripac Sondalis,
Sopharga, France) was infused by bolus administration and provided 1665 kcal/day and
71 g of protein. A constant-infusion pump delivered each Dripac in 3 hrs, by a 10
French nasogastric feeding tube. Participants received EN from day 1 through the 2nd
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Ledinghen 1997 (Continued)


sclerotherapy session.(n = 12)
Control group: Treatment as usual (n = 10)
From day 1 through day 3, participants received nil by mouth. On day 4, all received
a standard low-sodium milk diet (800 kcal), on day 5 a mixed, warm, low-sodium diet
(1400 kcal), and on day 6 a standard low-sodium hospital diet (1800 kcal)


Outcomes Child-Pugh’s score, occurrence of pneumonia, presence of gastro-intestinal bleeding or
diarrhoea, amount of ascites, degree of encephalopathy, height, triceps skinfold thick-
ness, mid-arm muscle circumference, BMI, serum creatinine level, liver function tests,
prothrombin time, serum albumin and pre-albumin, nitrogen balance and mortality


Study dates August 1994 through August 1995


Notes We contacted the authors on 9th June 2015 by email: victor.deledinghen@chu-bordeaux.
fr. We received an initial reply but no reply after this


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were no dropouts.


Selective reporting (reporting bias) Low risk The protocol could not be obtained, but the trial
reported on all-cause mortality and serious adverse
events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Levinson 1993a


Methods Randomised clinical trial, Australia


Participants 100 hospitalised adults admitted to the ICU and critically ill, at nutritional risk due to
inability to take food orally
Male:Female = Not reported
Mean age = Not reported
Exclusion criteria: No bowel sounds, nasogastric aspirates for the previous day exceeded
300 ml/24 hrs, unstable, if the enteral feeding was an unsuitable feed, diarrhoea, or major
bowel resection


Interventions Experimental group: Enteral feeding. The participants received a standard isotonic feed
via nasogastric tube, initially at 40 ml/hr and increased by 20 ml/hr every 12 hrs until
desired caloric load was reached. Enteral feeding was temporarily ceased if the residual
gastric volume (RGV) exceeded 100 ml and reattempted after 4 hours. Each intervention
period lasted for 3 days. (n = 19)
Control group 1: No intervention(n = 7)
Co-interventions: All participants received nitrogen and calories from supplemental par-
enteral nutrition during the study. Enteral nutrition for the first 3 days of the study


Outcomes Mortality, diarrhoea, stool frequency, colonising organisms from stool culture, serum
albumin concentration, RGV and gastric colonisation


Study dates Not stated


Notes We here report the experimental group that received Experimental enteral feeding for 6
days versus the group that received it only for the 1st 3 days. We contacted the authors
on 1st October 2015 by email: mlevinson@cabrini.com.au. We received an initial reply
but no answer to our specific questions. Note that for a large amount of participants, it
was not stated which group they were randomised to


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Randomisation was performed by shuffling cards
and producing batches of 15 protocol sheets to be
used in order. Uncertain if it was performed by
an independent person not otherwise involved in
the trial


Allocation concealment (selection bias) Unclear risk The trial was described as being randomised, but
it was unclear how the allocation was concealed


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants were blinded to treatment. Treatment
providers were not blinded to feeding


Blinding of outcome assessment (detection
bias)
All outcomes


High risk Outcome assessors were not blinded.
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Levinson 1993a (Continued)


Incomplete outcome data (attrition bias)
All outcomes


High risk Participants who failed to complete the first 3 days
of the study were not analysed further, other than
to record the cause of failure. This resulted in
above 5% dropouts. The trial did not use proper
methodology to deal with incomplete outcome
data


Selective reporting (reporting bias) Low risk The trial reported all-cause mortality and serious
adverse events. No protocol could be found


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Levinson 1993b


Methods Randomised clinical trial, Australia


Participants 100 hospitalised adults admitted to the ICU and critically ill, at nutritional risk due to
inability to take food orally
Male:Female = Not reported
Mean age = approximately 55
Exclusion criteria: no bowel sounds, nasogastric aspirates for the previous day exceeded
300 ml/24 hrs, if the enteral feeding was an unsuitable feed, diarrhoea, or major bowel
resection


Interventions Experimental group: Enteral feeding. The participants received a standard isotonic feed
via nasogastric tube, initially at 40 ml/hr and increased by 20 ml/hr every 12 hrs until
desired caloric load was reached. Enteral feeding was temporarily ceased if the residual
gastric volume (RGV) exceeded 100 ml and reattempted after 4 hrs. Each intervention
period lasted for 3 days. (n = 19)
Control group 2: No intervention (n = 17)
Co-interventions: All participants received nitrogen and calories from supplemental par-
enteral nutrition during the study


Outcomes Mortality, diarrhoea, stool frequency, colonising organisms from stool culture, serum
albumin concentration, RGV and gastric colonisation


Study dates Not stated


Notes We here report the experimental group that received Experimental enteral feeding for
the last 3 days versus the group that did not receive enteral nutrition


Risk of bias


Bias Authors’ judgement Support for judgement
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Levinson 1993b (Continued)


Random sequence generation (selection
bias)


Unclear risk Randomisation was performed by shuffling cards
and producing batches of 15 protocol sheets to be
used in order. Uncertain if it was performed by
an independent person not otherwise involved in
the trial


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants were blinded to treatment. Treatment
providers were not blinded to feeding


Blinding of outcome assessment (detection
bias)
All outcomes


High risk Outcome assessors were not blinded.


Incomplete outcome data (attrition bias)
All outcomes


High risk Participants who failed to complete the first 3 days
of the study were not analysed further, other than
to record the cause of failure. This resulted in
above 5% dropouts. The trial did not use proper
methodology to deal with incomplete outcome
data


Selective reporting (reporting bias) Low risk The trial reported all-cause mortality and serious
adverse events. No protocol could be found


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Li 1997


Methods Randomised clinical trial, China


Participants 21 hospitalised adults diagnosed with COPD and critically ill according to the following
criteria: diagnosed with pulmonary heart disease, pulmonary function test is FEV1/FVC
< 70%, less than 10% increase of FEVI/FVC after using bronchus spasmolytic, arterial
blood gas analysis: PaO2 < 60 mmHg and (or) PaCO2 > 50 mmHg. The participants
were also diagnosed with malnutrition according to following criteria: 1. referred to the
multiparameter nutritional index scoring system (MNI) by Laeabn JP, considering body
weight (WT); 2. triceps skinfold (TSF); 3. mid-arm muscle circumference (MAMC); 4.
creatinine increased with normal liver and kidney function, at nutritional risk according
to the trialist
Male:Female = 19:2
Mean age = 68 years
Exclusion criteria: asthma, neuromuscular disease, chronic gastrointestinal malabsorp-
tion, diabetes, thyroid disease and cancer
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Li 1997 (Continued)


Interventions Experimental group: Parenteral nutrition: 30 Kcal/ Kg each day, nitrogen 0.20~ 0.25g/
kg by amino acid, 35%~45% calorie by fat emulsion. Treatment course was 14 days.(n
= 10)
Control group: Intravenous infusion: 100~200Kcal glucose each day for 14 days.(n =
11)
Co-interventions: Food nutrition: hospital-made nutrition diet(protein 17%, fat 30%
and carbohydrate 53%)


Outcomes Serum albumin concentration, serum TRF, pre-albumin concentration, CHI, SFAA


Study dates Not stated


Notes We contacted the authorby phone 3 times, but he had no time to answer


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse event


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Li 1998


Methods Randomised clinical trial, China


Participants 20 hospitalised adults undergoing resection of pancreas and duodenum, at nutritional
risk due to major surgery
Male:Female = 16:4
Mean age = 56 years
Exclusion criteria: Unclear


Interventions Experimental group: TPN through central vein from the 1st day after surgery for 7
days. The calorie was 125.52 ~ 146 KJ/(kg/day), of which 35% ~ 40% was provided
by 10% Interlipid and others by glucose. Nitrogen supply was 0.2 g/kg/day ) provided
by 15-HBC (Tianjin amino acid); vitamin and trace elements(SSPC) were supplied
as conventional amount; water and electrolyte according to the balance of intake and
output. All nutrients were mixed in an infusion bag, and distributed uniformly over 24
hrs. (n = 10)
Control group: Conventional infusion: 200 g glucose calorie by 10% glucose liquid,
without exogenous nitrogen supply, for 7 days(n = 10)


Outcomes Weight, triceps skinfold thickness, arm circumference, and nitrogen balance


Study dates Not stated


Notes We contacted the author by phone 3 times, but he had no time to answer


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk The procedure of blinding was insufficiently de-
scribed.


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The numbers and reasons for withdrawals and drop-
outs were not clearly stated


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial dit not
report on all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.
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Li 1998 (Continued)


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Lidder 2013a


Methods Randomised clinical trial, UK


Participants 120 hospitalised adults with planned curative resection and primary anastomosis of
histologically-confirmed colorectal cancer, at nutritional risk due to weight loss > 5%
over the past 3 months
Male:Female = 61:57 (gender not reported for two participants)
Mean age = approximately 70 years
Exclusion criteria: younger than 18 years, inability to give informed consent, frailty
(unlikely to be able to mobilise immediately after the operation), participation in another
trial, pregnancy, diabetes, a preoperative fasting glucose > 7 mmol/l, use of steroids or
immunosuppressants, history of abnormal gastric emptying, intestinal obstruction, or
concurrent parenteral or enteral nutrition


Interventions Experimental group:
Group B: Received carbohydrate drinks preoperatively. On the day of surgery, 400 ml
of carbohydrate supplement was given 2 hrs before surgery. The supplement consisted
of carbohydrate, 50 kcal per 100 ml, 290 mOsm/kg, pH 5.0(n = 30)
Group C: Received a postoperative carbohydrate drink (Fortifresh!, Numico) consisting
of 50 kcal per 100 ml, 965 mOsm/kg, pH 4.2(n = 32)
Group D: Received the same preoperative carbohydrate drink as group B and the same
postoperative carbohydrate drink as group C(n = 31)
Control group (group A): received placebo(n = 27)
Co-interventions: free fluids permitted immediately after surgery and a light diet as
tolerated


Outcomes Postoperative fluid balance, energy intake, Insulin resistance, hand-grip strength, peak
expiratory flow rate, intestinal permeability, bowel function, nausea, vomiting, abdom-
inal pain, insulin, glucose, length of postoperative hospital stay, postoperative compli-
cations (wound infection, pneumonia, diarrhoea, septicaemia, anastomotic leak, intra-
abdominal collection, intestinal obstruction, ileus, stroke/transient Ischaemic attack,
thrombosis, congestive cardiac failure, myocardial infarction, renal failure) and mortality


Study dates Not stated


Notes Same trial as Lidder 2013b and Lidder 2013c. We here report group B compared with
control. We contacted the authors on 11th November 2015 by email: sjl@doctors.org.
uk. We received information on hand-grip strength, BMI and weight


Risk of bias


Bias Authors’ judgement Support for judgement
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Lidder 2013a (Continued)


Random sequence generation (selection
bias)


Low risk Randomisation codes were computer-generated using
Microsoft Excel


Allocation concealment (selection bias) Low risk Randomisation codes were held in sealed, opaque en-
velopes.


Blinding of participants and personnel
(performance bias)
All outcomes


Low risk Participants and investigators were blinded to the treat-
ment allocation
The active and placebo products were packaged iden-
tically.


Blinding of outcome assessment (detection
bias)
All outcomes


Low risk Analysis was conducted by a trialist blinded to which
intervention the participants received


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were none lost to follow-up.


Selective reporting (reporting bias) Low risk The trial reported all-cause mortality and serious ad-
verse events


For-profit bias High risk One of the authors received grants from “Numico Re-
search”.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Lidder 2013b


Methods Randomised clinical trial, UK


Participants 120 hospitalised adults with planned curative resection and primary anastomosis of
histologically-confirmed colorectal cancer, at nutritional risk due to weight loss > 5%
over the past 3 months
Male:Female = 61:57 (gender not reported for two participants)
Mean age = approximately 70 years
Exclusion criteria: younger than 18 years, inability to give informed consent, frailty
(unlikely to be able to mobilise immediately after the operation), participation in another
trial, pregnancy, diabetes, a preoperative fasting glucose > 7 mmol/l, use of steroids or
immunosuppressants, history of abnormal gastric emptying, intestinal obstruction, or
concurrent parenteral or enteral nutrition


Interventions Experimental group: Oral nutrition.
Group B: Received carbohydrate drinks preoperatively. On the day of surgery, 400 ml
of carbohydrate supplement was given 2 hrs before surgery. The supplement consisted
of carbohydrate, 50 kcal per 100 ml, 290 mOsm/kg, pH 5.0(n = 30)
Group C: Received a postoperative carbohydrate drink (Fortifresh!, Numico) consisting
of 50 kcal per 100 ml, 965 mOsm/kg, pH 4.2(n = 32)
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Lidder 2013b (Continued)


Group D: Received the same preoperative carbohydrate drink as group B and the same
postoperative carbohydrate drink as group C(n = 31)
Control group (group A): received placebo preoperatively(n = 27)
Co-interventions: Postoperatively: Polymeric nutritional supplement drink (600 ml/
day) from the period immediately after their operation until discharge. The supplement
consisted of 150 kcal per 100 ml, 965 mOsm/kg, pH 4.2
Free fluids permitted immediately after surgery and a light diet as tolerated


Outcomes Postoperative fluid balance, energy intake, Insulin resistance, hand-grip strength, peak
expiratory flow rate, intestinal permeability, bowel function, nausea, vomiting, abdom-
inal pain, insulin, glucose, length of postoperative hospital stay, postoperative compli-
cations (wound infection, pneumonia, diarrhoea, septicaemia, anastomotic leak, intra-
abdominal collection, intestinal obstruction, ileus, stroke/transient Ischaemic attack,
thrombosis, congestive cardiac failure, myocardial infarction, renal failure) and mortality


Study dates Not stated


Notes Same trial as Lidder 2013a and Lidder 2013c, but group C compared with control


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Randomisation codes were computer-generated using
Microsoft Excel


Allocation concealment (selection bias) Low risk Randomisation codes were held in sealed, opaque en-
velopes.


Blinding of participants and personnel
(performance bias)
All outcomes


Low risk Participants and investigators were blinded to the treat-
ment allocation
The active and placebo products were packaged iden-
tically.


Blinding of outcome assessment (detection
bias)
All outcomes


Low risk Analysis was conducted by a trialist blinded to which
intervention the participants received


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were none lost to follow-up.


Selective reporting (reporting bias) Low risk The trial reported all-cause mortality and serious ad-
verse events


For-profit bias High risk One of the authors received grants from “Numico Re-
search”.
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Lidder 2013b (Continued)


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Lidder 2013c


Methods Randomised clinical trial, UK


Participants 120 hospitalised adults with planned curative resection and primary anastomosis of
histologically-confirmed colorectal cancer, at nutritional risk due to weight loss > 5%
over the past 3 months
Male:Female = 61:57(gender not reported for two participants)
Mean age = approximately 70 years
Exclusion criteria: younger than18 years, inability to give informed consent, frailty (un-
likely to be able to mobilise immediately after the operation), participation in another
trial, pregnancy, diabetes, a preoperative fasting glucose > 7 mmol/l, use of steroids or
immunosuppressants, history of abnormal gastric emptying, intestinal obstruction, or
concurrent parenteral or enteral nutrition


Interventions Experimental group:
Group B: Received carbohydrate drinks preoperatively. On the day of surgery, 400 ml
of carbohydrate supplement was given 2 hrs before surgery. The supplement consisted
of carbohydrate, 50 kcal per 100 ml, 290 mOsm/kg, pH 5.0(n = 30)
Group C: Received a postoperative carbohydrate drink (Fortifresh!, Numico) consisting
of 50 kcal per 100 ml, 965 mOsm/kg, pH 4.2(n = 32)
Group D: Received the same preoperative carbohydrate drink as group B and the same
postoperative carbohydrate drink as group C(n = 31)
Control group (group A): Received placebo(n = 27)
Co-interventions: Free fluids permitted immediately after surgery and a light diet as
tolerated


Outcomes Postoperative fluid balance, energy intake, insulin resistance, hand-grip strength, peak ex-
piratory flow rate, intestinal permeability, bowel function, nausea, vomiting, abdominal
pain, insulin, glucose, length of postoperative hospital stay, postoperative complications
(wound infection, pneumonia, diarrhoea, septicaemia, anastamotic leak, intra-abdomi-
nal collection, intestinal obstruction, ileus, stroke/transient ischaemic attack, thrombo-
sis, congestive cardiac failure, myocardial infarction, renal failure) and mortality


Study dates Not stated


Notes Same trial as Lidder 2013a and Lidder 2013b, but group D compared with control.
We contacted the authors on 11th November 2015 by email: sjl@doctors.org.uk. We
received information on hand-grip strength, BMI and weight


Risk of bias


Bias Authors’ judgement Support for judgement
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Lidder 2013c (Continued)


Random sequence generation (selection
bias)


Low risk Randomisation codes were computer-generated using
Microsoft Excel


Allocation concealment (selection bias) Low risk Randomisation codes were held in sealed, opaque en-
velopes.


Blinding of participants and personnel
(performance bias)
All outcomes


Low risk Participantsand investigators were blinded to the treat-
ment allocation
The active and placebo products were packaged iden-
tically.


Blinding of outcome assessment (detection
bias)
All outcomes


Low risk Analysis was conducted by a trialist blinded to which
intervention the participants received


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were none lost to follow-up.


Selective reporting (reporting bias) Low risk The trial reported all-cause mortality and serious ad-
verse events


For-profit bias High risk One of the authors received grants from “Numico Re-
search”.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Liu 1990


Methods Randomised clinical trial, China


Participants 12 hospitalised adults undergoing radical gastrectomy for advanced gastric antrum cancer
and with normal liver and kidney function, at nutritional risk due to advanced gastric
cancer after radical gastrectomy
Male:Female = Unclear
Mean age = 55 years
Exclusion criteria: metabolic diseases


Interventions Experimental group: Intravenous nutrition with 134 ± 15.9 kJ/kg (32 ± 3.8 kcal/kg)
calories a day, including the use of 14-823 Compound amino acid liquid which was
produced by Changzheng pharmaceutical factory, Shanghai, as a protein stroma with a
dosage of 1.23 g/kg/day).(n = 6)
Control group: conventional fluid infusion with 59 ± 5.0 kJ/kg (14 ± 1.2 kcal/kg) calories
a day without exogenous protein intake (n = 6)
Co-interventions: after been hospitalised, all participants were given fixed diet (1.3 g/kg
protein and 121 kJ/kg (29 kcal/kg) calories) a day for a week prior to the surgery
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Liu 1990 (Continued)


Outcomes The decomposition rate of total protein, creatinine, urea nitrogen, 3-methylhistidine (3-
MN), serum CPK and change of weight


Study dates Not stated


Notes We could obtain no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk The procedure of blinding was insufficiently de-
scribed.


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse event


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Liu 1996b


Methods Randomised clinical trial, China


Participants 29 hospitalised adults between 60 ~ 80 year admitted with gastrointestinal disorders, at
nutritional risk due major surgery
Male:Female = 17:12
Mean age = 66.2 years
Exclusion criteria: Other serious diseases, besides the gastrointestinal system


Interventions Experimental group: Parenteral nutrition was given through peripheral vein or central
vein in perioperative period, and ½ ~ dose on surgery day. The treatment course was
5 ~ 14 days. The non-protein calorie was given as 150% of basic energy consumption
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Liu 1996b (Continued)


(BEE) (calculated through Harris and Benedict equation), provided by prepared nutrient
solution (7 g nitrogen and 25% glucose/L, and trace elements, vitamin, electrolyte)
Control group: participants were encouraged to eat food, and given fluid supplement
prior to the surgery; general intravenous infusion of glucose, isotonic saline and vitamin,
etc. were given after surgery


Outcomes Plasma albumin, lymphocyte count, weight, postoperative complications


Study dates Not stated


Notes We could obtain no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk The sequence generation was achieved using a ran-
dom-numbers table


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk The procedure of blinding was insufficiently de-
scribed.


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Liu 1997


Methods Randomised clinical trial, China


Participants 41 hospitalised adults admitted with COPD (diagnostic criteria standard), at nutritional
risk due to being elderly with COPD
Male:Female = 32:6 (gender not reported for three participants)
Mean age = 66 years
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Liu 1997 (Continued)


Exclusion criteria: Unclear


Interventions Experimental group: Normal diet + nutraceutical series made by Huarui Pharmaceutical
Co. Ltd. 1. 20% Intralipid 250 ml+ Soluvit 10 ml, and 2.vamin N solution 250 ml+
Addamel 10 ml ivgtt, alternating twice a week(n = 29)
Control group: no intervention(n = 9)
Co-interventions: Normal diet


Outcomes Weight, circumference of the upper arm, albumin, trace elements in plasma (Fe, Cu,
Zn), lung function, humoral immunity, T cells (T3, T4, T8)


Study dates Not stated


Notes We contacted the author by phone 3 times, but he had no time to answer


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk The procedure of blinding was insufficiently de-
scribed.


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Liu 2000a


Methods Randomised clinical trial, China


Participants 40 hospitalised adults admitted with advanced pancreatic carcinoma by pathological
diagnosis and undergoing palliative operation, at nutritional risk due to major surgery
Male:Female = 25:15
Mean age = 58 years
Exclusion criteria: Unclear


Interventions Experimental group: TPN: total caloric value (NPC) 20 Kcal/(kg/day), N/Q = 1 g: 125
Kcal, glucose:fat = 6:4. The average course of treatment was 11.5 days (8 ~ 15 days). (n
= 20)
Control group: Routine treatment; the detailed information and the course of the treat-
ment were unclear.(n = 20)
Co-interventions: All participants received combined chemotherapy, with a regimen
of 5-Fu + CF + MMC+DDP/EPI (5-fluorouracil + Calcium folniate + Cisplatin or
Eplrubicin) or IFN-γ (interferon-γ ). Dosages of drugs were modified for bone marrow
toxicity, stomatitis and declining performance status. After 28 days, the regimen was
repeated


Outcomes Nutritional and immunological parameters, quality of life, effects of treatment


Study dates Not stated


Notes We could obtain no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk The procedure of blinding was insufficiently de-
scribed.


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality


For-profit bias Unclear risk It was unclear how the trial was funded.
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Liu 2000a (Continued)


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Liu 2008


Methods Randomised clinical trial, China


Participants 48 hospitalised adults admitted with thoracolumbar vertebral tuberculosis and had re-
ceived anti-tuberculosis treatment for 4 weeks, haemoglobin 10 g/L, and did not have
abortive tuberculosis in other parts; surgical indications where the following surgery
could be conducted: anterior cervical lesions removal + autogenous iliac bone graft +
anterior plate internal fixation, definitely diagnosed as TB by intraoperative rapid patho-
logical section, and continue to anti-tuberculosis after the surgery; agreed to participate
in the trial and could co-operate with researchers. At nutritional risk due to thoracolum-
bar spinal tuberculosis
Male:Female = 25:23
Mean age = 48.25 years
Exclusion criteria: Unclear


Interventions Experimental group: Parenteral nutrition (0.2 g/kg nitrogen and 104.6 KJ/kg calorie,
nitrogen comes from aminophenol, 60% non-protein calories provided by glucose, and
40% of them are provided by fat emulsion, aminophenol preparation was 8.5% Novamin,
fat emulsion was 20%, 30% Introlipid). Given on the basis of the common diet, started
7 days prior to the surgery and lasted until 7 days after the operation. It was put into 3
L sacks,and infused through the jugular vein.(n = 24)
Control group: Ordinary diet was given prior to the surgery, liquid diet and intravenous
fluids (glucose and saline) were started from the 1st day after the surgery, and normal
diet afterwards. (n = 24)


Outcomes Weight, serum albumin, ESR


Study dates Not stated


Notes We tried and failed 3 times to contact the author by phone.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.
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Liu 2008 (Continued)


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk The procedure of blinding was insufficiently de-
scribed.


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Ljunggren 2012


Methods Randomised clinical trial, Sweden


Participants 60 hospitalised adults undergoing elective hip fracture surgery, at nutritional risk due to
being frail elderly with hip fracture
Male:Female = not reported
Mean age = 69 years.
Exclusion criteria: endocrinologic disorders, including diabetes, and treatment with cor-
tisone


Interventions Experimental group: a carbohydrate drink (50 kcal/100 mL; Preop, NutriciaNordica
AB, Stockholm, Sweden) 800 mL in the evening before the surgery (Day 0) and 400 mL
2 hrs before entering the operating room (Day 1) (n = 20)
Control group: no food or water from midnight before the surgery (n = 20)


Outcomes Stress (cortisol in plasma and urine), muscle catabolism (urinary 3-methylhistidine),
well-being, glucose clearance and insulin sensitivity


Study dates Not stated


Notes We contacted the authors on 2nd October 2015 by email: r.hahn@telia.com. We received
information on randomisation, quality of life, serious adverse events


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk The randomisation was not performed by an in-
dependent party. It was performed by making en-
velopes with the intervention to be received and
these envelopes were then put into a bag. It was
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Ljunggren 2012 (Continued)


unclear if this unorthodox method was at low risk
of bias


Allocation concealment (selection bias) Low risk The envelopes used for randomisation are de-
scribed as sealed and opaque


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The study was not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


High risk The study was not blinded.


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were 5% dropouts.


Selective reporting (reporting bias) Low risk The outcomes stated in the protocol were reported
on.


For-profit bias Low risk Supported by: Olle Engkvist Byggmästare Founda-
tion the Stockholm County Council (Grant num-
ber 2009 - 0433)


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Lough 1990


Methods Randomised clinical trial, UK


Participants 29 hospitalised adults undergoing bone marrow transplantation
Male:Female = 20:9
Mean age = 69
Exclusion criteria: none stated


Interventions Experimental group: TPN as a solution of dextrose (50%), intralipid (20%), amino acid
(8.5%), sodium, potassium, magnesium, SolivitoH, Vitlipid; Addamel for 14 days (n =
14)
Control group: 5% dextrose solution for 14 days (n = 15)
Co-intervention: standard care including standard oral diet


Outcomes Weight, albumin, transferrin, mortality


Study dates Not stated


Notes We found no contact information for the authors.


Risk of bias
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Lough 1990 (Continued)


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk The envelopes were described as sealed but it was un-
clear if they were opaque


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk It was unclear how many participants had incomplete
outcome data


Selective reporting (reporting bias) Unclear risk The trial reports survival at 100 days but does not report
complications in general terms


For-profit bias Unclear risk It was unclear how the trial was funded


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Lu 1996


Methods Randomised clinical trial, China


Participants 27 hospitalised adults undergoing radical total gastrectomy (RTG) due to gastric cardia
cancer with a weight loss of at least 10% during the last 3 months, at nutritional risk
due to major surgery
Male:Female = 18:9
Mean age = 55(E), 40(C)
Exclusion criteria: Unclear


Interventions Experimental group: TPN with 35 ~ 40 Kcal/kg calories, 0.2 g/kg nitrogen each day.
30% ~ 40% non-protein calorie was provided by the 10% Intralipid, 60% to 70% of
them was provided by glucose. The course of the treatment was unclear. (n = 17)
Control group: partial parenteral nutrition with 15 ~ 20 kcal/kg calories provided by
glucose, and 0 ~ 0.1 g/kg nitrogen each day. The course of the treatment was unclear. (n
= 10)


Outcomes NK cell activity,T lymphocyte and its subsets (CD3
+, CD4


+, CD8
+).


Study dates Not stated
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Lu 1996 (Continued)


Notes We tried to contact the author by phone 3 times, but the author was too busy to answer


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk The procedure of blinding was insufficiently de-
scribed.


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Luo 2011


Methods Randomised clinical trial, China


Participants 127 hospitalised adults admitted due to hip fracture surgery within 14 days of fracture
and serum albumin levels < 38 g/l as well as moderately malnourished, at nutritional
risk due to being frail elderly
Male:Female = not stated
Mean age = not stated
Exclusion criteria: none stated


Interventions Experimental group: ONS 3 times a day (100 ml between meals and 200 ml as evening
snack). Each 200 ml (389 kcal, 17 g protein, 18 g fat, 40 g CHO) for 28 days (n = 63)
Control group: No intervention(n = 64)
Co-interventions: Standard hospital diet


Outcomes Weight, serum albumin, pre-albumin, total protein, suture status and functional recovery
status
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Luo 2011 (Continued)


Study dates Not stated


Notes We could obtain no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The reasons for dropouts were unclear.


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did
not report on all-cause mortality or serious adverse
events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Luo 2012


Methods Randomised clinical trial, China


Participants 60 hospitalised adults diagnosed with acute exacerbation of COPD, at nutritional risk
due to trialist indication
Male:Female = Unclear
Mean age = Unclear
Exclusion criteria: Malignant tumour, gastro-intestinal bleeding, intestinal obstruction,
gastroenteritis, severe haemodynamic instability, severe liver and kidney function, hy-
perthyroidism, diabetes, tuberculosis


Interventions Experimental group: A deep venous catheter was adopted for nutritional support. Amino
acid was provided by 8.5% novamin, fat was provided by 20% medium long chain fat
emulsion. Fat and glucose accounted for 50% of the energy. Supplement water-soluble
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Luo 2012 (Continued)


vitamins, fat-soluble vitamins and micro elements were given each day. (n = 30)
Control group: no intervention(n = 30)
Co-interventions: placement of nasogastric tube and started feeding at an amount of 20
ml/h nutrition by pumping. Residual gastric volume was checked every 4 hrs, and the
feeding speed was increased with 20 ml/h every 8 hrs if residual gastric volume was below
200 ml and no abdominal distention, or diarrhoea occurred. It was continued until target
quantity. The speed was suspended to give nutrition and assessed after 4 hrs if the gastric
residual was above 200 ml or abdominal distension and diarrhoea occurred. Instead was
chosen Nutrison Fibre (a balanced EN mixed suspension,with total protein fibre type,
containing a variety of dietary fibre,16% protein, 35% fat and 49% carbohydrate, energy
density of 6.276 kJ/ml,and calorie/nitrogen ratio of 548.1 kJ:lg) as nutraceutical


Outcomes Urine nitrogen, nitrogen balance, the former protein, transferrin before and 7 days
after treatment, 7-day and 28-day offline success rate, 28-day incidence of ventilator-
associated pneumonia (VAP) and mortality at 28 days


Study dates Not stated


Notes We tried but failed to contact the authorsby phone.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk The sequence generation was achieved using a ran-
dom-numbers table


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk The procedure of blinding was insufficiently de-
scribed.


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse event


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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López 2008


Methods Randomised clinical trial, Spain


Participants 24 hospitalised adults undergoing elective gastroenterologic surgery, at nutritional risk
due to undergoing major surgery
Male:Female = not stated
Mean age = not stated (between 30 - 80)
Exclusion criteria: no kidney or liver disease, no peritoneal carcinomatosis or known
metastasis, no malnutrition (normal albumin and transthyretin, normal BMI, no weight
loss greater than 10% in the last 3 months) and no metabolic disease


Interventions Experimental group: was given 3 different formulas of parenteral nutrition
Group 2: 5% glucose, 30 g/L aminoacids(n = 6)
Group 3: 6.7% carbohydrates, 30 g/L aminoacids, 16.6 g/L fat(n = 6)
Group 4: 10% carbohydrates, 45 g/L amino acids, 44.4 g/L fat(n = 6)
Control group: 5% glucose (n = 6)


Outcomes Whole body protein, nitrogen balance


Study dates Not stated


Notes We contacted the authors on 13th July 2016 by email: joalopez@ir.vhebron.net. We
received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Random-numbers table


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Low risk Coded black infusion bags


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report mortality or serious adverse events


For-profit bias Low risk “This study was supported by the Spanish Ministry
of Health Grant FIS 97/ 0932.”
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López 2008 (Continued)


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


MacFie 2000


Methods Randomised clinical trial, UK


Participants 52 hospitalised adults undergoing elective major gastrointestinal surgery, at nutritional
risk due to major gastrointestinal surgery
Male:Female = 20:32
Mean age = 65 years
Exclusion criteria: dementia, major concurrent metabolic problems, such as uncontrolled
diabetes, advanced liver disease, or uraemia, and those requiring emergency surgery


Interventions Experimental group: Oral Dietary Supplements for at least 7 days
Oral dietary supplements were available in 200-mL cartons (Fortisip, Nutricia Ltd.,
Towbridge, Wiltshire, UK), in a variety of flavours providing 1.5 kcal, 0.05 g protein,
and 0.18 g carbohydrate per mL. A fruit-flavored supplement (Fortijuice, Nutricia Ltd.
) was available as an alternative, providing 1.25 kcal, 0.025 g protein, and 0.285 g
carbohydrate per mL. Participants were instructed to drink the supplements in addition
to and not in place of their normal diet and were encouraged to take a minimum of 2
cartons daily. They were advised to drink only the volume of supplement they felt able
to tolerate. (n = 27)
Control group: No intervention(n = 25)
Co-interventions: Normal diet


Outcomes Nutritional status, voluntary food intake, weight loss, serum albumin, morbidity and
mortality, anxiety and depression, postoperative activity levels, hand-grip strenght, mi-
darm circumference, triceps skinfold thickness and BMI


Study dates Not stated


Notes We include only the inpatient part of the trial. We contacted the author on 30th June
2015 by email: johnmacfie@aol.com. We received information on financial support and
randomisation


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Randomisation was done by a random-number se-
quence.


Allocation concealment (selection bias) Low risk Sealed envelopes were used.


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Described as unblinded
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MacFie 2000 (Continued)


Blinding of outcome assessment (detection
bias)
All outcomes


High risk Described as unblinded


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The amount of dropouts was unclear.


Selective reporting (reporting bias) Low risk No protocol published, but the trial reported all-cause
mortality and serious adverse events


For-profit bias Low risk No financial support.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Maderazo 1985


Methods Randomised clinical trial, USA


Participants 18 hospitalised adults admitted following motor vehicle accidents, at nutritional risk due
to trauma


Interventions Experimental group: intravenous hyperalimentation for at least 7 days(n = 9)
Control group: no intravenous hyperalimentation (n = 9)


Outcomes Chemokinesis, chemotaxis


Study dates Not stated


Notes We could obtain no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described
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Maderazo 1985 (Continued)


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Malhotra 2004


Methods Randomised clinical trial, India


Participants 200 hospitalised adults undergoing surgical intervention for peritonitis following perfo-
ration of the gut, at nutritional risk due to major surgery
Male:Female = 159:41
Mean age = 37 years
Exclusion criteria: Undergoing ileostomy.


Interventions Experimental group: Early Enteral Nutrition (through a naso-gastric tube) from the
2nd postoperative day 100 grams of a balanced diet formula (containing proteins, fats,
carbohydrates, vitamins, minerals and fibre) dissolved in 500 ml of gram dry weight
(GDW) 5% (600 Calories) was given slowly at the rate of 50 ml/hr by an intravenous
drip set connected to a nasogastric tube. Participants received another 300 - 400 calories
in the form of intravenous dextrose. From the 5th postoperative day, in addition to
enteral feeds, participants were kept on intravenous patency line. Between the 8th and
t10th day the nasogastric tube was removed and complete oral feeds in the form of semi-
solid diet were begun. (n = 100)
Control group: Conventional regimen of intravenous fluid administration for up to 7
days and kept nil by oral intake. Participants were assessed for the feasibility of oral intake
on the 5th postoperative day and those found suitable were given sips of an appetising
liquid. Those tolerating the sips graduated to 500-ml liquids and then semi-solids over
the next 2 days. Those who did not tolerate oral feed stayed on intravenous fluids till
they could take feeds orally.(n = 100)


Outcomes Complications: wound infection, wound dehiscence, pneumonia, leakage of anasto-
moses, abdominal distension, vomiting, diarrhoea, leak, septicaemia and death. Calorie
intake, mean duration of stay, mean duration of ICU stay
Determination of weight on the 1st, 7th and 10th postoperative days or at the time of
discharge, or both.
Biochemical and haematological investigations that were done included: estimation of
haemoglobin concentration, levels of albumin and creatinine in the serum, blood urea
levels and urinary urea levels on the 3rd and 8th postoperative days


Study dates May 2000 and February 2003
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Malhotra 2004 (Continued)


Notes On postoperative day 8, 84% from the experimental group and 0% from the control
group received over 2500 calories a day. We have estimated this to be an adequate amount
of nutrition for the experimental group and an inadequate amount for the control group.
We could otain no contact information


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Randomisation was performed using random tables.


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Blinding was not performed.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk 5 left against medical advice. In the experimental
group there were 3 drop outs because of side effects


Selective reporting (reporting bias) Low risk No protocol published, but the trial reported all-cause
mortality and serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Mattox 1992


Methods Randomised clinical trial, USA


Participants 18 hospitalised adults admitted for rectal carcinoma surgery, at nutritional risk due to
major surgery
Male:Female = not stated
Mean age = not stated
Exclusion criteria: none stated


Interventions Experimental group: Lipid-based TPN(n = 9)
Control group: Intravenous fluid (n = 9)


Outcomes Tumour protein synthesis
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Mattox 1992 (Continued)


Study dates Not stated


Notes We contacted the author on 13th December 2015 by email: mattoxtw@moffitt.usf.edu.
We received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The reasons for dropouts were unclear.


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Maude 2011


Methods Randomised clinical trial, Thailand


Participants 56 hospitalised adult with proven cerebral plasmodium falciparum malaria, at nutritional
risk due to being admitted to an ICU
Male:Female = 10:46
Mean age = 31 years


Interventions Experimental group: Enteral feeding at admission (1000 - 2000 kCal every 24 hrs for
an adult weighing 50 kg) (n = 27)
Control group: Standard i.v. fluids (n = 29)
Co-interventions: Nasogastric tube at admission + after 60 hours: continued enteral
nutrition or oral feeding if the participants were able to
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Maude 2011 (Continued)


Outcomes Aspirations, pneumonia, death, sepsis


Study dates Not stated


Notes We contacted the author on 19th August 2015 by email: arjen@tropmedres.ac, and
on 23rd August 2015 by email: Richard@tropmedres.ac. We only received an initial
response


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Low risk The allocation was concealed in sealed envelopes.


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The trial was unblinded.


Blinding of outcome assessment (detection
bias)
All outcomes


High risk The trial was unblinded.


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk There were no dropouts.


Selective reporting (reporting bias) High risk Time to stand was not described in the trial.


For-profit bias Low risk The trial was funded by: Wellcome Trust of
Great Britain (www.wellcome.ac.uk, grant num-
ber 077166/Z/05/Z)


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


McCarter 1998


Methods Randomised clinical trial, USA


Participants 112 hospitalised adults with an appropriate clinical indication for PEG, 16 years of age or
older, and life expectancy of 30 days or more, at nutritional risk due to trialist indication
Male:Female = 63:49
Mean age = 63 years
Exclusion: prior gastric surgery, evidence of gastro-intestinal obstruction, known gastric
or small bowel dysmotility, marked ascites, infection or cellultis at the anticipated PEG
site, proximal small bowel fistula, neoplastic or infiltrative disease of the gastric wall,


252Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







McCarter 1998 (Continued)


morbid obesity, extensive scarring of the anterior abdominal wall, prolonged prothrom-
bin time not correctable to < 3 s of the control value, and platelet count < 50 K


Interventions Experimental: started enteral feeding (Isocal) through PEG after 4 hours(n = 57)
Control: no intervention(n = 55)
Co-intervention: enteral feeding (Isocal) after 24 hrs


Outcomes Mortality, complications


Study dates Not stated


Notes We could find no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Low risk The trial reports mortality and complications.


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


McEvoy 1982


Methods Randomised clinical trial, UK


Participants 51 hospitalised elderly adults at the the acute geriatric ward, at nutritional risk due to
weight below 85% of ideal weight for height, triceps skinfold thickness below 85% of
standard values or serum albumin level < 34 g/l
Male:Female = Not reported


253Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







McEvoy 1982 (Continued)


Mean age = Not reported
Exclusion criteria: Malignant conditions or metabolic disease such as thyrotoxicosis or
diabetes


Interventions Experimental group: received 2 sachets of “Build-up” oral supplement daily providing
36.4 g protein and 644 kcal(n = 26)
Control group: No intervention(n = 25)
Co-interventions: All received a normal hospital diet


Outcomes Weight, triceps skinfold thickness, mid-upper arm circumference, serum albumin level
and nutritional status


Study dates Not stated


Notes We could obtain no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias
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McWhirter 1996a


Methods Randomised clinical trial, UK


Participants 86 hospitalised adults admitted to a medical ward, at nutritional risk according to an-
thropometric measurements 29 were mildly, 23 moderately, and 34 were severely nutri-
tionally depleted
Male:Female = Not reported
Mean age = 71 years
Exclusion criteria: Not described


Interventions Experimental group:
Group 1: Participants received ONSs (n = 35)
Group 2: Participants were tube-fed, through nasogastric tube (n = 25)
Feeding was continued until oral intake or nutritional status had improved sufficiently
or when agreement between participant and medical staff deemed it appropriate, or on
discharge from hospital. Nutrients were prescribed to make up the difference between
inadequate oral intake and estimated energy requirements. Energy requirements were
defined for each participant using the Schofield equation 24 corrected for stress and
activity
All participants were fed for at least 7 days.
Control group: No intervention(n = 26)
Co-interventions: Both intervention groups had access to hospital diet


Outcomes Nutritional status, nutritional intake, weight, height, triceps skinfold thickness, mid-
arm muscle circumference


Study dates Not stated


Notes Same trial as McWhirter 1996b with the results of experimental group 1 vs control.
We contacted the authors on 17th November 2015 by email: janetbaxter@nhs.net. We
received no additional information.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The description of the number of dropouts is unclear.
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McWhirter 1996a (Continued)


Selective reporting (reporting bias) Unclear risk The trial did not report on all-cause mortality or serious
adverse events


For-profit bias High risk The trial was supported by Clintec Nutrition Ltd.
which might have and interest in the outcome


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


McWhirter 1996b


Methods Randomised clinical trial, UK


Participants 86 hospitalised adults admitted to a medical ward, at nutritional risk according to an-
thropometric measurements
29 were mildly, 23 moderately, and 34 were severely nutritionally depleted
Male:Female = Not reported
Mean age = 71 years
Exclusion criteria: Not described


Interventions Experimental group:
Group 1: Participants received ONSs. (n = 35)
Group 2: Participants were tube-fed, through nasogastric tube. (n = 25)
Feeding was continued until oral intake or nutritional status had improved sufficiently
or when agreement between participant and medical staff deemed it appropriate, or on
discharge from hospital. Nutrients were prescribed to make up the difference between
inadequate oral intake and estimated energy requirements. Energy requirements were
defined for each participant using the Schofield equation 24 corrected for stress and
activity
All participants were fed for at least 7 days.
Control group: No intervention(n = 26)
Co-interventions: Both intervention groups had access to hospital diet


Outcomes Nutritional status, nutritional intake, weight, height, triceps skinfold thickness, mid-
arm muscle circumference


Study dates Not stated


Notes Same trial as McWhirter 1996a with the results of experimental group 1 vs control.
We contacted the authors on 17th November 2015 by email: janetbaxter@nhs.net. We
received no additional information.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described
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McWhirter 1996b (Continued)


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The description of the number of drop outs is unclear.


Selective reporting (reporting bias) Unclear risk The trial did not report on all-cause mortality or serious
adverse events


For-profit bias High risk The trial was supported by Clintec Nutrition Ltd.
which might have and interest in the outcome


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Meng 2014


Methods Randomised clinical trial, China


Participants 64 hospitalised adults with hepatocellular carcinoma and cirrhosis, at nutritional risk
due to hepatectomy
Male:Female = 39:25
Mean age = 51 years
Exclusion criteria: none specified


Interventions Enteral nutrition suspension (TP-MCT) 500ml (1 bottle/day) orally on 3rd preoperative
day, using jejunal nutrient canal with 500 ml normal saline during operation for 12
hrs, and enteral nutrition suspension (TP-MCT) 1000 ml on postoperative days 2 to 4;
Based on co-intervention. Total treatment duration was 7 days.(n = 55)
Control: treatment as usual (n = 54)


Outcomes Biomarkers, adverse events, complications


Study dates Not stated


Notes We tried to contact the authors by phone and by email: mengfl.123@163.com. We
received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement
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Meng 2014 (Continued)


Random sequence generation (selection
bias)


Low risk Random-number table


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not described


Selective reporting (reporting bias) Low risk No protocol but the trial reported on all-cause mor-
tality and serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Mezey 1991


Methods Randomised clinical trial, USA


Participants 54 hospitalised adults with severe alcoholic hepatitis, recent history of heavy alcohol in-
gestion, laboratory-based liver disease discriminant function defined as 4.6 X prothrom-
bin time + serum bilirubin > 85 (mg/dl) and the clinical and laboratory characteristics
adopted by the International Association for the Study of the Liver for the diagnosis of
alcoholic hepatitis
Male:Female = 32:22
Mean age = 43 years
Exclusion criteria: pregnancy, cardiovascular, pulmonary or chronic kidney disease; pan-
creatitis, type I diabetes, recent (within 1 month) gastro-intestinal bleeding, peptic ulcer
disease, or concurrent infection


Interventions Experimental group: 1L parenteral nutrition each 12 hour (25.8 g amino acids) for 30
days(n = 28)
Control group: no intervention(n = 26)
Co-intervention: Standard hospital diet + parenteral nutrition (6.5% glucose)


Outcomes Biochemistry, mid-arm circumference, triceps skinfold thickness, body weight, mortality


Study dates Not stated
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Mezey 1991 (Continued)


Notes The trial was included late in the process of the review, so we did not contact the authors


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Low risk The code was kept by the pharmaceutical company,
and was not broken until the study was terminated


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk The participants and investigators were described as
unaware of the allocation. However, the placebo was
not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk It was described that the participants and investigators
was unaware of the allocation. However, the placebo
was not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk More than 5% were lost to follow-up, and the trial
did not use proper methodology to deal with missing
data


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report serious adverse events


For-profit bias Low risk The trial was funded by the United States-Spanish
Joint Committee for Scientific and Technological Co-
operation (grant CCA-85101050)


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Miller 2006a


Methods Randomised clinical trial, Australia


Participants 100 hospitalised adults aged 70 or above and admitted with fall-related lower limb
fracture at nutritional risk due to being frail elderly with lower limb fracture
Male:Female = 21:79
Mean age: 83 years
Exclusion: Did not reside within southern Adelaide, unable to comprehend instructions
relating to positioning of the upper arm for eligibility assessment, unable to fully weight-
bear on the side of the injury for more than 7 days post-admission, not independently
mobile prefracture, medically
unstable/7 days post-admission, suffering from cancer, chronic renal failure, unstable
angina or unstable diabetes or were not classified as malnourished, (]/25th percentile for
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Miller 2006a (Continued)


mid-arm circumference of a large representative sample of older Australians/27.0 cm for
men and 26.3 cm for males and 26.3 cm for women)


Interventions Experimental group: Fortisip (Nutricia Australia Pty Ltd), a complete ONS (6.3 kJ (1.
5 kcal)/mL, 16% protein, 35% fat and 49% carbohydrate). Between 580 - 800 mL was
given. (n = 25)
Control: Attention control, with tri-weekly visits (of equivalent duration) from weeks
1 to 6 and then weekly visits weeks 7 to 12, to match the home visits of the active
intervention groups. (n = 26)
Co-intervention: usual clinical care, including general nutrition and exercise advice,
usual dietetic and physiotherapy care, transfer to residential care, rehabilitation facility
or directly home


Outcomes Mid-arm circumference, quality of life, weight, quadriceps strength, mortality


Study dates September 2000 and October 2002


Notes The groups with nutrition + resistance training vs resistance training alone. We contacted
the authors on 25th January 2016 by email: maria.crotty@flinders.edu.au. We received
no reply. The trial starts as an inpatient trial but the intervention continues outside the
hospital


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Computer-generated allocation sequence


Allocation concealment (selection bias) Low risk Sealed opaque envelopes


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk It was unclear if the trial was blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk it was unclear if the participants were blinded, and
the trial reported quality of life


Incomplete outcome data (attrition bias)
All outcomes


High risk There was above 5% dropouts for weight data
and the trial did not account for the missing data
properly


Selective reporting (reporting bias) Unclear risk No protocol could be obtained. The trial reported
all-cause mortality but did not report serious ad-
verse events
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Miller 2006a (Continued)


For-profit bias High risk Supported by: NHMRC Public Health Postgrad-
uate Research Scholarship, Flinders University-
Industry Collaborative Research Grant and Nu-
tricia Australia Pty Ltd


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Miller 2006b


Methods Randomised clinical trial, Australia


Participants 100 hospitalised adults aged 70 or above and admitted with fall-related lower limb
fracture, at nutritional risk due to being frail elderly with lower limb fracture
Male:female = 21:79
Mean age: 83 years
Exclusion: Did not reside within southern Adelaide, unable to comprehend instructions
relating to positioning of the upper arm for eligibility assessment, unable to fully weight-
bear on the side of the injury for more than 7 days post-admission, not independently
mobile prefracture, medically
unstable/7 days post-admission, suffering from cancer, chronic renal failure, unstable
angina or unstable diabetes or were not classified as malnourished, (]/25th percentile for
mid-arm circumference of a large representative sample of older Australians/27.0 cm for
men and 26.3 cm for women)


Interventions Experimental group: Fortisip (Nutricia Australia Pty Ltd), a complete oral nutritional
supplement (6.3 kJ (1.5 kcal)/mL, 16% protein, 35% fat and 49% carbohydrate). Be-
tween 580 - 800 mL was given. (n = 24)
Control: Attention control, with tri-weekly visits (of equivalent duration) from weeks
1 to 6 and then weekly visits weeks 7 to 12, to match the home visits of the active
intervention groups. (n = 25)
Co-intervention: usual clinical care (including general nutrition and exercise advice,
usual dietetic and physiotherapy care, transfer to residential care, rehabilitation facility
or directly home) and resistance training


Outcomes Mid-arm circumference, quality of life, weight, quadriceps strength, mortality


Study dates September 2000 and October 2002


Notes Groups attention control vs nutrition supplements


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Computer-generated allocation sequence
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Allocation concealment (selection bias) Low risk Sealed opaque envelopes


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk It was unclear if the trial was blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk it was unclear if the participants were blinded, and
the trial reported quality of life


Incomplete outcome data (attrition bias)
All outcomes


High risk There was above 5% dropouts for weight data and
the trial did not account for the missing data


Selective reporting (reporting bias) Unclear risk No protocol could be obtained. The trial reported
all-cause mortality but did not report serious ad-
verse events


For-profit bias High risk Supported by: NHMRC Public Health Postgrad-
uate Research Scholarship, Flinders University-
Industry Collaborative Research Grant and Nu-
tricia Australia Pty Ltd


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Moreno 2016


Methods Randomised clinical trial, Belgium


Participants 136 hospitalised adults with severe alcoholic hepatitis, at nutritional risk by trialists
Male:Female = 86:50
Mean age = 50 years
Exclusion criteria: Not stated


Interventions Experimental group: Intensive enteral nutrition: Enteral nutrition was given using a
feeding tube for 14 days and participants received Fresubin HP Energy (1.5 kcal/ml, 7.
5 g prot/100 ml) as follows: 1 L/day if body weight < 60 kgs, 1.5 L if body weight was
between 60 and 90 kgs, 2 L if body weight was > 90 kgs. (n = 68)
Control group: Treatment as usual (“conventional nutrition”)(n = 68)
Co-interventions: Methylprednisolone


Outcomes 6 months survival


Study dates Feburary 2010 to February 2013


Notes We did not contact the authors since the trial was included late in the writing phase


Risk of bias
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Moreno 2016 (Continued)


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Low risk Sealed opaque envelopes


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk There was under 5% with missing data


Selective reporting (reporting bias) Low risk A protocol could not be obtain but the trial
reported all-cause mortality and serious adverse
events (NCT01801332, published after comple-
tion)


For-profit bias High risk Several of the authors received grants for trials
which might have conflict of interest (Abbvie, No-
vartis)


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Munk 2014


Methods Randomized clinical trial, Denmark


Participants 84 hospitalised adults at nutritional risk according to the Nutritional Risk Screening-
2002 (NRS-2002) tool
Male:Female = 34:47 (gender not reported for three participants)
Mean age = 75 years
Exclusion criteria: terminally ill dysphagia, food allergy or intolerance, anatomical ob-
structions preventing oral food intake, those who exclusively received enteral or par-
enteral nutrition


Interventions Experimental group: Fortified foods: They received a special target food concept consist-
ing of dishes fortified with natural energy and protein ingredients and with high-quality
protein powder. These dishes supplemented the standard hospital food. The final energy
and protein fortified novel menu consisted of 23 small dishes. All dishes contained a
minimum (range) of 6 g (6.1 - 11.5 g) of protein. The mean (range) energy density was
9.4 kJ/g (2.5 kJ/g to 19.8 kJ/g). All but 3 dishes (baked salmon, meat loaf, meat balls of
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Munk 2014 (Continued)


veal) contained protein powder. The intervention menu was served a la carte with room
service.(n = 44)
Control group: No intervention (n = 40)
Co-intervention: Standard food service
Buffet-style serving system: 3 main meals + 2 - 3 in-between meals, e.g. snacks
The national nutritional guidelines for the ‘hospital diet’, with energy- and protein-rich
beverage included, recommended that the hospital diet on average contained 9000 kJ,
95 g of protein (15% - 20% of energy), 100 g of fat (40% - 50% of energy) and 225 g
of carbohydrate (40% - 45% of energy)


Outcomes Energy and protein intake, hand-grip strength, average daily energy and protein intake,
use of tube-feeding, use of parenteral nutrition, length of stay, changes in body weight


Study dates October 2011 to February 2012


Notes We contacted the authors on 11th February 2016 by email: Tina.munk@regionh.dk.
We received additional information on the random sequence generation


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Participants were randomised using stratified
block-randomisation. The allocation sequence
was generated by a secretary who was not other-
wise involved in the trial by randomly allocating
sealed opaque envelopes


Allocation concealment (selection bias) Low risk Participants were randomised using sealed,
opaque envelopes with a total of 9 blocks, each
consisting of 10 envelopes


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Blinding of participants and personnel was not
possible.


Blinding of outcome assessment (detection
bias)
All outcomes


Low risk Data analysis was blinded by allocating the letters
A and B to the two groups. The analysis was
undertaken by the principal investigator who was
blinded to the randomisation


Incomplete outcome data (attrition bias)
All outcomes


Low risk 81 participants completed the trial, giving a com-
pletion rate of 96%


Selective reporting (reporting bias) Low risk The protocol was published before the trial was
begun and the outcomes stated in the protocol
were reported on
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Munk 2014 (Continued)


For-profit bias High risk “We also thank the company ‘Toft Care System’
(Copenhagen, Denmark) for giving us the pro-
tein powder used free of charge. The sources of
funding had no influence on the design of the
study; the collection, analysis, or interpretation
of the data; the writing of the manuscript; or the
decision to submit for publication.”


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Myers 1990


Methods Randomised clinical trial, USA


Participants 80 hospitalised adults with non-surgically debrided pressure ulcers, at nutritional risk as
defined by trialists
Male:Female = 46:34
Mean age = 70.4 years
Exclusion criteria: Not described


Interventions Experimental group: Prescribed nutritional support, including oral supplements, tube-
feedings, parenteral nutrition, vitamins, and trace elements according to the clinical
condition and the nutritional assessment completed by the hospital nutritional support
team (n = 25)
Control group: No intervention (n = 20)
Co-interventions: Standard hospital care. This included both wound treatment and
nutritional evaluation and recommendation by dietitians to attending physicians


Outcomes Change in ulcers stage, changes in ulcer size, clinical assessment of treatment


Study dates Not stated


Notes We found no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described
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Myers 1990 (Continued)


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) High risk No protocol could be obtained and the study did not
report on all-cause mortality or serious adverse events


For-profit bias High risk The study was supported by a grant from Ross Lab-
oratories, who might have had an interest in the out-
come assessment


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Müller 1982a


Methods Randomised cclinical trial, Germany


Participants 160 hospitalised adults with carcinoma of the oesophagus, stomach, colon, rectum or
pancreas, at nutritional risk due to major surgery of gastrointestinal carcinoma
Male:Female = 77:48 (gender not reported for 35 participants)
Mean age = 59 years
Exclusion criteria: Total obstructions of the gut


Interventions Experimental group: Preoperativ parenteral nutrition. The experimental group received
10 days of preoperative parenteral nutrition group (1.5 g amino acids/kg body weight;
11 g glucose/kg body weight; electrolytes, trace elements, and vitamins) by a central
venous catheter(n = 80)
Control group: Treatment as usual They received regular hospital diet of 2400 kcal/day.
(n = 40)


Outcomes Postoperative complications, mortality, serum protein levels (total protein, albumin, pre-
albumin, thyroxine-binding globin, retinol-binding protein, transferrin), immunological
status (IgA, IgM, IgG, C3A, C4, skin tests)


Study dates Not stated


Notes We found no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described
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Müller 1982a (Continued)


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Blinding was not possible due to the nature of
the intervention


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


High risk 33 (13%) of participants were withdrawn from
the trial and analysis and reasons for withdrawal
were clearly stated


Selective reporting (reporting bias) Low risk No protocol could be obtained, but the trial re-
ported mortality and serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other compo-
nents that could put it at risk of bias


Müller 1982b


Methods Randomised cclinical trial, Germany


Participants 160 hospitalised adults with carcinoma of the oesophagus, stomach, colon, rectum or
pancreas, at nutritional risk due to major surgery of gastrointestinal carcinoma
Male:Female = 77:48 (gender not reported for 35 participants)
Mean age = 59 years
Exclusion criteria: Total obstructions of the gut


Interventions Experimental group: Preoperativ parenteral nutrition: The experimental group received
10 days of preoperative parenteral nutrition group (1.5 g amino acids/kg body weight;
45 kcal/kg body weight with half derived from lipids; electrolytes, trace elements, and
vitamins) by a central venous catheter(n =55)
Control group: Treatment as usual. They received regular hospital diet of 2400 kcal/day.
(n = 40)


Outcomes


Study dates


Notes


Risk of bias


Bias Authors’ judgement Support for judgement
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Müller 1982b (Continued)


Random sequence generation (selection
bias)


Low risk Random-numbers table


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Blinding was not possible due to the nature of
the intervention


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


High risk 33 (13%) of participants were withdrawn from
the trial and analysis and reasons for withdrawal
were clearly stated


Selective reporting (reporting bias) Low risk No protocol could be obtained, but the trial re-
ported mortality and serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other compo-
nents that could put it at risk of bias


Naveau 1986


Methods Randomised clinical trial, France


Participants 40 hospitalised adults with alcoholic cirrhosis and total serum bilirubin ≥ 5 mg a dL, at
nutritional risk due trialist indication
Male:Female = 25:15
Mean age = 53 years
Exclusion criteria: hepatocellular carcinoma, renal failure, hyponatraemia septicaemia,
spontaneous bacterial peritonitis, gastro-intestinal bleeding within 3 days or hepatic
coma


Interventions Experimental group: Received daily through central catheter 40 kcal a kg of body weight
measured before illness, given as equal proportions of glucose (50% glucose) and in-
travenous fat emulsion (20% Intralipid), and 200 mg nitrogen a kg of body measured
weight before illness. This SPN provided electrolytes, minerals, vitamins and trace ele-
ment requirements in a sodium-free solution. (n = 20)
In participants with ascites, the oral sodium intake was 400 mg a day; without ascites,
the oral sodium was 4 mg a day. The intervention lasted 28 days
Control group: No intervention (n = 20)
Co-interventions: All were offered a daily diet containing 40 kcal a kg and 200 mg
nitrogen a kg of their body weight measured before illness
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Naveau 1986 (Continued)


Outcomes Serum bilirubin, prothrombin time and proaccelerin expressed as percentage of normal,
blood, urea nitrogen, hematocrit, plasma protein, serum creatinine, sodium, y-glutamyl
transpeptidase (GGT) and TSB/GGT ratio, SGOT, SGPT, albumin, alkaline phos-
phatase, transferrin, pre-albumin, retinol binding protein, upper-arm fat and upper-arm
muscle areas expressed as percentage of the standard value of the age- and sex-specific
50th percentile and skin test, mortality and anthropometric measurements


Study dates Not stated


Notes We contacted the authors on 30th June 2015 by email: sylvie.naveau@abc.ap-hop-
paris.fr. We received only an initial reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Randomisation was performed using a computer
programme.


Allocation concealment (selection bias) Low risk Serially-numbered, sealed, opaque envelopes were
used for random assignment of participants in 2
groups


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk There was above 5% dropouts and it was unclear
how the trial accounted for the participants


Selective reporting (reporting bias) Unclear risk No protocol was available, but the numbers and
reasons for all-cause mortality and serious adverse
events was reported


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Neelemaat 2012


Methods Randomised cclinical trial, the Netherlands


Participants 210 hospitalised adults at nutritional risk due to a > 10 % unintentional weight loss in
the previous 6 months and/or > 5% unintentional weight loss in the previous month
and/or a BMI < 20 kg/m2


Male:Female = 94:116
Mean age = 74 years.
Exclusion criteria: Senile dementia, not able to understand the Dutch language or not
able or willing to give fully-informed consent


Interventions Experimental group: Fortified foods and general nutrition support
Participants received standardised nutritional support started at the hospital and contin-
ued until 3 months after discharge. It included:
- Energy- and protein-enriched diet (during the stay at hospital)
- 2 additional servings of an ONS (Nutridrink!, Nutricia), leading to an expected increase
in intake of 2520 kJ/day (14600 kilocalories/day and 24 g protein/day (during the entire
study period))
- 400 IE vitamin D3 and 500 mg calcium (Calci-Chew D3!, Nycomed) a day (during
the entire study period)
- Telephone counselling by a dietician in order to give advice and to stimulate compliance
with the proposed nutritional intake (every other week after discharge from the hospital,
6 in total)(n = 105)
Control group: Usual care(n = 105)
Participants were given nutritional support only on prescription by their treating physi-
cian. In general, they did not receive post-discharge nutritional support


Outcomes QALY, body weight, BMI, fat-free mass, hand-grip strength, physical activity, fall inci-
dence, mortality, cost effectiveness, functional limitations


Study dates Not stated


Notes We contacted the authors on 04th April 2016 by email: f.neelemaat@vumc.nl


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Randomisation was performed using a ran-
dom-number generator. Block randomisa-
tion in blocks of 10 was used to ensure equal
numbers of participants in each group


Allocation concealment (selection bias) Low risk The randomisation was concealed using
numbered, opaque envelopes


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Blinding of participants and personnel was
not performed.
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Neelemaat 2012 (Continued)


Blinding of outcome assessment (detection
bias)
All outcomes


High risk The participants were not blinded, and the
trial reported quality of life


Incomplete outcome data (attrition bias)
All outcomes


High risk Data was incomplete for 60 (28.6%) par-
ticipants.The trial performed intention-to-
treat analysis but used last observation car-
ried forward for missing data besides cost,
which was imputed using multiple impu-
tations


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and serious
adverse events were not reported


For-profit bias Low risk The trial was funded by: The Netherlands
Organisation for Health Research and De-
velopment (ZonMw) (94506203)


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias


Neuvonen 1984


Methods Randomised clinical trial, Finland


Participants 19 hospitalised adults undergoing major abdominal surgery and having 3 out of the
following 7 criteria: weight loss > 5% a month, the weight-for-height index, arm mus-
cle circumference, triceps skinfold thickness or creatinine-height index was < 90% of
normal or if the serum albumin concentration was < 32 g/l or the serum pre-albumin
concentration was < 0.08 g/l, at nutritional risk due major abdominal surgery
Male:Female = 12:7
Mean age = 55 years
Exclusion criteria: Not stated


Interventions Experimental group: TPN was started 10 days before the planned operation. The par-
ticipants received nutrition through a central venous catheter which included 1 - 2 g/
kg/day amino acids, 150 - 200 kcal/1gN (glucose and fat), 40 - 60 ml/kg water together
with the necessary minerals and vitamins(n = 9)
Control group: No treatment(n = 10)


Outcomes Leucocyte counts, mitogen- and antigen-induced lymphocyte proliferative responses,
complications, mortality


Study dates Not stated


Notes We found no contact information for the authors.


Risk of bias
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Neuvonen 1984 (Continued)


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded due to
the nature of the intervention


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were no dropouts.


Selective reporting (reporting bias) Low risk No protocol could be obtained, but the trial re-
ported serious adverse event and mortality


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Nguyen 2012


Methods Randomised clinical trial, Australia


Participants 28 hospitalised adults admitted to a level 3 ICU due to being critically ill and able to
receive enteral nutrition, and likely to receive mechanical ventilation for at least 4 days,
at nutritional risk due to ICU hospitalisation
Male:Female = 18:10
Mean age = 55.6 years
Exclusion criteria: transferred from other ICUs or were recently (within 14 days) ad-
mitted to an ICU; receiving parenteral nutrition; recent (< 4 weeks) major surgery that
involved opening the abdominal cavity or gastro-intestinal tract or previous surgery of
the oesophagus or stomach; receiving prokinetic therapy within 24 hrs before the study;
and pregnant or breastfeeding


Interventions Experimental group: Early enteral feeding within 24 hrs of admission for 4 days (n = 14)
Control group: delayed feeding in which the participants did not receive any form of
nutritional support, including parenteral nutrition for the first 4 days in ICU (n = 14)
Co-intervention: Normal enteral feeding after 4 days, nasogastric tube


Outcomes Plasma 3-OMG levels, duration of mechanical ventilation, prevalence of ventilator-
associated pneumonia, and mortality, length of stay at ICU, gastric emptying
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Nguyen 2012 (Continued)


Study dates Not stated


Notes We contacted the authors on 19th August 2015 by email: quoc.nguyen@health.sa.gov.
au. We received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Computer-generated sequence


Allocation concealment (selection bias) Low risk List was maintained by an independent research
co-ordinator.


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did
not report on serious adverse events


For-profit bias Low risk The trial was funded by a non-profit organisation
(National Health and Medical Research Council,
and by the Australian National Health and Re-
search Council grant)


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Nixon 1981


Methods Randomised clinical trial, USA


Participants 50 hospitalised adults with advanced colorectal carcinoma, at nutritional risk according
to the trialist
Male:Female = 19:26 (gender not reported for five participants)
Mean age = 58 years
Exclusion criteria: severe heart or renal disease, antibiotic-resistant infections, weight loss
> 24% of premorbid level, or important nutrient losses from vomiting, diarrhoea, or
fistulae. No surgery, radiation, or chemotherapy could have occurred for 2 weeks prior
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Nixon 1981 (Continued)


to study entry


Interventions Experimental group: Total parenteral nutrition and chemotherapy. Participants were to
receive 28 days of central parenteral hyperalimentation at the level of 30 - 35 kcal and 0.2
- 0.3 N/kg body weight/day. Chemotherapy (5-fluorouracil + methyl CCNU) was begun
on the 14th day after these nutrient levels were reached. Only 1 course of total parenteral
nutrition was administered; afterwards total oral intake as wished was tolerated.(n = 25)
Control group: No intervention. Control group were begun immediately on an identical
chemotherapy regimen and allowed to eat as they wished. (n = 25)
Co-intervention: Chemotherapy


Outcomes Overall median survival (days)


Study dates Not stated


Notes We found no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Low risk The trial used a sealed-envelope system developed by
the support contractor


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Blinding was not performed.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk 5 (10%) of the participants were withdrawn from the
trial and the analyses. It was unclear how the trial dealt
with missing data


Selective reporting (reporting bias) High risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Low risk The study was funded by NIH contract NO1-CP-
65892, NIH Grants RR39 and 16255, the American
Legion Gioia Osborne Cancer Research Fund, and the
state of Georgia Contract Cancer-Nutrition


274Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Nixon 1981 (Continued)


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Norman 2005


Methods Randomised clinical trial, Germany


Participants 63 hospitalised adults admitted with decompensated liver cirrhosis, at nutritional risk
according to the trialist
Male:Female = not stated
Mean age = not stated
Exclusion criteria: none stated


Interventions Experimental group: Protein-rich enteral nutrition (35 kcal/kg body weight and 1.5 g
protein/kg body weight) for 14 days(n = 13)
Control group: Standard hospital diet(n = 12)


Outcomes Muscle function, prothrombin time, hand-grip strength, subjective global assessment,
bilirubin, albumin


Study dates Not stated


Notes We contacted the authors on 19th August 2015 by email: matthias.pirlich@charite.de.
We received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reporteded


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did
not report on all-cause mortality or serious ad-
verse events
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Norman 2005 (Continued)


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Oh 2014


Methods Randomised clinical trial, Korea


Participants 31 hospitalised adults with a diagnosis of advanced cancer with no future plans for
anticancer treatment, at nutritional risk due to being in intensive care
Male:Female = 19:12
Mean age = 59 years
Exclusion criteria: cardiac or renal disease that restricted the administration of fluid; an
electrolyte controlled diabetes (HbA1c > 8% despite therapy); an indication of unsuit-
ability for participating in the trial as determined by the attending physician


Interventions Experimental group: Parenteral nutrition. The Nutritional Support Team determined the
parenteral nutrition composition during initial periods of the study treatment. All types
of marketed intravenous amino acid and fat emulsions were allowed, including ready-to-
use products. Treatment was continued from randomisation until death or withdrawal
of consent.(n = 16)
Control group: Treatment as usual (n = 15)
Cointervention: Participants received intravenous fluid. The total amount of fluid was
determined by the attending physician with a maximum of 30 ml/kg a day in addition
to replacement of abnormal losses from the previous day to meet the physiologic fluid
requirement of healthy adults. The fluids were normal saline, half saline or dextrose
water. Decision of total administered calories was made by the attending physician, but
limited to under the 20 kcal/kg a day, which is the minimum energy requirement of a
bedridden person


Outcomes Overall survival, total administered calories


Study dates June 2011 to December 2011


Notes We did not obtain the author’s email until late in the writing phase of the review, and
have not contacted them


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Low risk Random allocation was made by research staff of
Seoul Medical Center Research Institute. Allocated
groups were announced to investigators at the time
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Oh 2014 (Continued)


of assignment of each participant by telephone call


Blinding of participants and personnel
(performance bias)
All outcomes


High risk No blinding of participants and personnel was per-
formed.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were no dropouts.


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and all-cause mor-
tality and serious adverse events were not reported


For-profit bias Low risk This study received 2011 grant of Seoul Medical
Center Research Institute


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Ollenschläger 1992


Methods Randomised clinical trial, Germany


Participants 32 hospitalised adults with acute leukaemia, at nutritional risk due to weight loss > 5%
within 3 months or acute weight < 90% ideal body weight
Male:Female = approximately 14:16
Mean age ~ 37
Exclusion criteria: metabolic diseases; renal or liver insufficiency; need for artificial nu-
trition


Interventions Experimental group: General nutrition support; intensified oral nutrition. Participants
received nutrition education, daily visits by a dietitian and recording of food intake, as
well as a weekly assessment of subjective well-being. Intervention lasted throughout the
whole tumour therapy (median 22 weeks). (n = 16)
Control group: No intervention(n = 16)
Co-intervention: All received menus of free choice, with a daily offer of 1.0 - 2.0 g
protein, 30 - 50 kcal/kg body weight, depending on the pretreatment nutritional status


Outcomes Septic episodes, days with body temperatures above 38.5 °C, mortality, nutritional status,
weight, tumour treatment side effects, amount of complete remissions, energy intake,
nutrient intake, quality of life (only experimental group)


Study dates Not stated


Notes We found no contact information for the authors.
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Ollenschläger 1992 (Continued)


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk The trial was described as being randomised, but
it was unclear how the sequence was generated


Allocation concealment (selection bias) Unclear risk No described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did
not properly report serious adverse events. All-
cause mortality was reported


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Pacelli 2007


Methods Randomised clinical trial, Italy


Participants 20 hospitalised adults with a clinical or pathologic diagnosis of cancer of the stomach,
at nutritional risk due to weight loss of 10% with respect to usual body weight
Male:Female = 10:10
Mean age = 69.5 years


Interventions Experimental group: standard hospital oral diet plus PN. The PN formula contained 0.
2 g/kg/day of nitrogen and 30 nonprotein kcal/kg/day. The PN was given as a balanced
mixture of D-glucose, lipids (20% Intralipid), and amino acids, electrolytes, vitamins,
and trace elements. (n = 10)
Control group: standard hospital oral diet(n = 10)


Outcomes Percentage of cells incorporating bromodeoxyuridine in vitro and percentage of cells in
the S-phase as measured by flow cytometry
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Pacelli 2007 (Continued)


Study dates Not stated


Notes We contacted the authors on 23rd June 2015 by email: maubosso@tin.it.. We received
no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Randomisation was performed by using a central com-
puterised system


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were no dropouts or withdrawals.


Selective reporting (reporting bias) High risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Page 2002


Methods Randomised clinical trial, UK


Participants 40 hospitalised adults undergoing oesophageal resection for carcinoma, at nutritional
risk due to major surgery
Male:Female = 28:12
Mean age = 67.3 years


Interventions Experimental group: Isocaloric enteral feed (1048 kcal/l and 40 g protein/l)(n = 20)
Control group: Standard intravenous fluids (5% glucose)(n = 20)


Outcomes Weight, BMI, haematological and serological parameters, days in hospital, duration of
enteral feed, death, complications
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Page 2002 (Continued)


Study dates Not stated


Notes We contacted the authors on 23rd June 2015 by email: richard.page@ccl-tr.nwest.nhs.uk.
We received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk The trial was described as being randomised, but it was
unclear how the sequence was generated


Allocation concealment (selection bias) Low risk The trial used sealed envelopes.


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Low risk The trial reported serious adverse events and all-cause
mortality


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Pang 2007


Methods Randomised clinical trial, China


Participants 89 hospitalised adults undergoing either gastrointestinal, urologic neoplasms, cardiotho-
racic, hepatobiliary or pancreas surgery, at nutritional risk due to major surgery
Male:Female = 47:42
Mean age = 46 years
Exclusion criteria: none stated


Interventions Experimental group: Participants received continuous infusion of enteral nutrition liquid
by using nasal-jejunal feeding-tube, infusion speed from 25 ml/hr to 100 ml/hr, for 15
days.(n = 49)
Control group: Home-made diet by oral feeding for 15 days(n = 40)
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Pang 2007 (Continued)


Outcomes Total lymphocyte counts, serum albumin, and wound-healing rate, thyroxin and albumin
levels, cost effectiveness


Study dates Not stated


Notes We tried and failed 5 times to contact the author by phone.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Peck 2004


Methods Randomised clinical trial, USA


Participants 32 hospitalised adults either between 18 and 50 and admitted within 24 hours of burn
injury with at least 20% of total body surface area burns, or younger than 18 or older
than 50 and with at least 10% total body surface area burns, at nutritional risk due to
trauma
Male:Female = 19:8 (analysed)
Mean age = 46.5 years
Exclusion criteria: Pre-existing medical conditions that led to inanition and wasting
(e.g. such as adult immunodeficiency syndrome, cancer), had high-voltage electrical
injuries, were admitted to the burn centre for treatment of an exfoliative skin disorder, or
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Peck 2004 (Continued)


were treated with the volumetric diffusive respirator (VDR) for smoke inhalation injury
because of the inability to obtain indirect calorimetry measurements on the VDR


Interventions Experimental group: Early feeding through nasogastric tube group initiated within 24
hrs(n = 16)
Control group: No intervention(n = 16)
Co-intervention: Nasogastric tube placement at admission. Normal oral feeding


Outcomes REE/BEE, weight, transthyretin, transferrin, urine urea nitrogen, feeding complications,
infections, number of antibiotic days, number of ventilator days, number of ICU days,
length of acute days, mortality


Study dates Not stated


Notes We contacted the authors on 19th August 2015 by email: mpeck@unc.med.edu. We
received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk The trial was described as being randomised, but it
was unclear how the sequence was generated


Allocation concealment (selection bias) Unclear risk The trial used sealed envelopes but it was unclear if
they were opaque


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The trial reported 5 dropouts, but it was unclear from
which group and the trial did not allow proper inten-
tion-to-treat methodology


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
properly report serious adverse events


For-profit bias Low risk The trial was funded by a non-profit organisation
(Sponsored by the North Carolina Jaycee Burn Center
and General Clinical Research Center Program of the
Division of Research Resources)
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Peck 2004 (Continued)


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Peng 2001


Methods Randomised clinical trial, China


Participants 22 hospitalised adults admitted with severe burn injuries (TBSA > 50%), at nutritional
risk due to trauma
Male:Female = 15:7
Mean age = 31 years
Exclusion criteria: moderate-to-severe inhalation injury, diarrhoea or ileus


Interventions Experimental group: Early enteral feeding. Participants were given ENSURE (carbohy-
drate 54.5%, protein 14%, lipid 31.5%) oral or nasal feeding. 78 - 80 ml/3hr, 0.75 Kcal/
ml in first 24 hrs after burn, 100 - 150 ml/3hr, 0.75 - 1 Kcal/ml within the next 24 hrs.
(n = 13)
Control group: Delayed enteral feeding. Oral liquid diet 48 hrs after burn(n = 9)
Co-intervention: Conventional therapy


Outcomes Plasma, endotoxin TNF-α, urine mannitol, urinary lactulose


Study dates Not stated


Notes We tried and failed 3 times to contact the author by phone.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported
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Peng 2001 (Continued)


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Popp 1981


Methods Randomised clinical trial, USA


Participants 42 hospitalised adults undergoing aggressive induction-consolidation-late intensification
chemotherapy for advanced diffuse lymphoma
Male:Female = 23:18 (gender not reported for 1 participant)
Mean age = 42 years
Exclusion: None stated


Interventions Experimental group: TPN during the first 14 days of each 28-day induction and late
intensification chemotherapy cycle. TPN contained 500 mL of Freamine II as well as
vitamins and minerals. (n = 20)
Control: no intervention (n = 21)
Co-intervention: chemotherapy with ProMACE and MOPP, oral intake as wished


Outcomes Survival, nutritional markers, blood count


Study dates Not stated


Notes We could obtain no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described
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Popp 1981 (Continued)


Incomplete outcome data (attrition bias)
All outcomes


Low risk Under 5% of participants had incomplete outcome
data.


Selective reporting (reporting bias) Low risk The trial reports mortality and nutrition-related com-
plications


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Potter 2001


Methods Randomised clinical trial, UK


Participants 381 hospitalised elderly adults admitted from home and with no known malignancy,
had the ability to swallow, and were not obese (BMI < 75th percentile), at nutritional
risk according to anthropometrics
Male:Female = not reported
Median age = 83.years
Exclusion criteria: none specified


Interventions Experimental group: Normal ward diet + oral supplements (1.5 kcal/mL energy, intended
to provide 22.5 g protein and 540 kcal energy a day. It was prescribed 3 times daily with
120 mL each time (8:00 AM, 2:00 PM, and 6:00 PM).(n =186)
Control group: Normal ward diet + dietetic intervention was available to all participants
in the study.(n = 195)


Outcomes Total energy intake, weight, arm muscle circumference, mortality, functional recovery,
discharge placement, length of hospital stay


Study dates Not stated


Notes We contacted the authors on 19th August 2015 by email: Jan.potter@guic.scot.nhs.uk
. We received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk The trial used sealed envelopes, but it was unclear if
they were opaque
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Potter 2001 (Continued)


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The trial was a non-placebo trial, and the participants
were not blinded


Blinding of outcome assessment (detection
bias)
All outcomes


Low risk The dietician performing the outcome assessment was
blinded to the intervention


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk There were above 5% dropouts according to weight,
and they were not accounted for using proper method-
ology


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and serious adverse
events was not reported


For-profit bias High risk The trial received supplements from a company that
might have conflict of interest (Frusenius UK Ltd)


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Prieto 1994


Methods Randomised clinical trial, Spain


Participants 84 hospitalised adults entering the Digestive Surgery Service and with planned surgery,
at nutritional risk due to the trialist classifying them as at risk
Male:Female = 33:51
Mean age = 57 years


Interventions Experimental group: Received peripheral parenteral nutrition (25.30 g amino acids/3L,
50 g carbohydrates/3L)(n = 22)
Control group: Received conventional serum therapy of 5% glucose(n = 22)


Outcomes Percentage of ideal weight, albumin, haemoglobin, arm circumference, transferrin


Study dates Not stated


Notes We found no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described
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Prieto 1994 (Continued)


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Pupelis 2000


Methods Randomised clinical trial, Latvia


Participants 29 hospitalised adults undergoing surgery for severe pancreatitis, at nutritional risk due
to major surgery
Mean age = 51 years
Male:female = not reported
Exclusion criteria: not reported


Interventions Experimental group: Postoperative enteral nutrition during the first 24 hrs after operation
with Pepti 2000 until the participant could receive standard nutrition.(n = 11)
Control group: No intervention(n = 18)
Co-interventions: Conventional intravenous fluids


Outcomes APACHE-score, number of complications, length of hospital stay, length of stay in ICU


Study dates January 1997 to February 1998


Notes We contacted the authors on 23rd June 2015 by email: pupelis@gailes.lv. We received
no reply.


Risk of bias


Bias Authors’ judgement Support for judgement
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Pupelis 2000 (Continued)


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Only the experimental group had a tube.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Low risk Serious adverse events and mortality were reported.


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Pupelis 2001


Methods Randomised clinical trial, Latvia


Participants 60 hospitalised adults undergoing surgery for peritonitis and severe pancreatitis. None of
the included participants received TPN before surgery. At nutritional risk due to major
surgery
Male:Female = 45:15
Mean age = 51.4 years
Exclusion criteria: none specified


Interventions Experimental group: Jejunal feeding was started during the 1st 12 hrs postoperatively
in the ICU with full-strength whole-protein formula (1 kcal/mL) or oligopeptide-based
formula (1 kcal/mL), providing at least 300 mL each day.(n = 30)
Control group: Standard intravenous fluids(n = 30)


Outcomes Complications, SIRS, death caused by multiple organ dysfunction syndrome, mortality


Study dates January 1997 to April 1999


Notes We contacted the authors on 23rd June 2015 by email: pupelis@gailes.lv. We received
no reply.


Risk of bias
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Pupelis 2001 (Continued)


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Only the experimental group received a tube.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Low risk No protocol was found. Serious adverse events and
all-cause mortality were reported


For-profit bias High risk The trial was funded by Amaija ltd. (Nutrition man-
ufacturer)


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Rabadi 2008


Methods Randomised clinical trial, USA


Participants 116 hospitalised adults with 1. 1st acute stroke event within 4 weeks of admission to
an inpatient rehabilitation facility; 2. haemorrhagic or ischaemic stroke documented
clinically and by neuroimaging; 3. significant weight loss as indicated by unintentional
weight loss of at least 2.5% within 2 weeks following
stroke onset; 4. medically stable from a cardiorespiratory standpoint that they could
participate in their daily therapies; 5. ability to ingest food including supplements either
orally or through the PEG tube; 6. Informed consent, if possible from the participant;
where it was not possible, proxy consent was obtained from the next of kin according to
institutional IRB standards. At nutritional risk due to stroke
Male:Female = 68:48
Mean age = 74.2


Interventions Experimental group: The “intensive” nutritional supplement was Novasource 2.0 (240
calories, 11 g of proteins).(n = 58)
Control group: The “standard” nutritional supplement was Resource Standard (127
calories, 5 g of protein).(n = 58)
The supplements were always given within 72 hrs after arriving at the rehabilitation
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Rabadi 2008 (Continued)


facility


Outcomes FIM-score, 2-minute walking test, 6-minute walking test, weight, albumin, transferrin,
% IBW


Study dates Not stated


Notes We contacted the authors on 23rd June 2015 by email: rabadimh@gmail.com. We
received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk 10-block randomisation


Allocation concealment (selection bias) Low risk Sealed opaque envelopes


Blinding of participants and personnel
(performance bias)
All outcomes


Low risk The trial was blinded to the participants and person-
nel.


Blinding of outcome assessment (detection
bias)
All outcomes


Low risk The investigators performing the outcome assessment
were blinded


Incomplete outcome data (attrition bias)
All outcomes


High risk There were more than 5% dropouts, and the dropouts
in the 2 groups could not be described as being similar


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Low risk No pharmaceutical company funded the trial.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Rana 1992


Methods Randomised clinical trial, country unknown.


Participants 54 hospitalised adults admitted for 1 of the following elective gastrointestinal surgical
procedures: Gastro-oesophagectomy, total and subtotal gastrectomy for carcinoma, open
cholecystectomy, and exploration of common bile duct, palliative cholecystojejunos-
tomy and enterostomy or choledochojejunostomy and enterostomy for carcinoma of
the pancreas, ileocolonic resection, hemicolectomy or anterior resection of colon and
abdominoperineal resection of colon; at nutritional risk due to major surgery
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Rana 1992 (Continued)


Male:Female = 19:21 (only participants that completed the study)
Mean age: 60.7 years (only participants that completed the study)
Exclusion criteria: dementia, received any form of pre-operative nutritional support


Interventions Experimental group: Oral nutrition sip feed of 200 ml. (1.5 kcal/ml, 7.8 g/L)(n = 27)
Control group: No intervention(n = 27)
Co-intervention: Standard hospital diet


Outcomes Nutritional status, nutritional intake, monitoring and complications


Study dates Not stated


Notes We could obtain no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


High risk More than 5% dropped out, and the trial
did not use proper methodology to deal
with missing data


Selective reporting (reporting bias) Low risk No protocol could be obtained but the trial
reported serious adverse events and mortal-
ity


For-profit bias High risk The trial was funded by Nutricia.


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias


291Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Reilly 1990


Methods Randomised clinical trial, USA


Participants 18 hospitalised adults with hypoalbuminaemic cirrhosis admitted for liver transplanta-
tion, at nutritional risk due to major surgery
Male:Female = 9:9
Mean age = 47.5 years


Interventions Experimental group: TPN (non-protein caloric intake 35 kcal/kg and 1.5 g/kg/day amino
acids)(n = 10)
Control group: No specific nutritional therapy, standard intravenous isotonic glucose
solutions(n = 8)


Outcomes GCS, nitrogen balance, serum ammonia, bilirubin, days intubated, days in ICU, length
of stay, hospital costs, mortality


Study dates Not stated


Notes We contacted the authors on 19th August 2015 by email: jjreilly@andrew.cmu.edu. We
received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The trial was described as being partially blinded, but
the control group was not blinded


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias
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Reissman 1995


Methods Randomised clinical trial, USA


Participants 161 hospitalised adults undergoing major abdominal surgery, at nutritional risk due to
major surgery
Male:Female = 77:84
Mean age = 53.5 years


Interventions Experimental group: Early feeding group, clear liquid diet on 1st postoperative day, and
advanced to a regular diet with 24 - 48 hrs(n = 80)
Control group: Regular feeding. Nothing by mouth until resolution of ileus(n = 81)


Outcomes Vomiting, abdominal distention, length of ileus, tolerance of regular diet, length of
hospitalisation, and complications


Study dates November 1992 and April 1994


Notes We could obtain no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Low risk All-cause mortality and serious adverse events were
reported


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias
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Ren 2015


Methods Randomised clinical trial, China


Participants 167 adult hospitalised adults, at nutritional risk due to orthopaedic injury operation
Male:Female = 88:79
Mean age: 58.8 years
Excluded criteria: None specified


Interventions Experimental group: Enteral nutrition: Short peptide nutrient solution was taken orally
the 1st day after operation. 80 - 160 g of short peptide nutrition was diluted to 300 ml
with water and the treatment dose was dependent on participant’s disease degree and
health status.(n = 85)
Control group: Standard care after the operation (n = 82)


Outcomes Time of leaving bed, hospital stays, anus exhaust time, effective rate and complications


Study dates Not stated


Notes We contacted the authors by phone. We received information on random sequence
generation


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk The randomisation was conducted by random table.


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Whether the outcome assessors were blinded was not
reported.


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The numbers and reasons for withdrawals and drop-
outs were not reported


Selective reporting (reporting bias) Unclear risk All-cause mortality and serious adverse events were
reported


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial may or may not be free of other components
that could put it at risk of bias
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Rimbau 1989


Methods Randomised clinical trial, France


Participants 20 hospitalised adults undergoing aortabifemoral bypass, at nutritional risk due to major
surgery
Male:female = not stated
Mean age = 56.5 years
Exclusion: diseases predisposing malnutrition, renal or hepatic disease


Interventions Experimental group: TPN from 12 hrs post-operatively to day 4 at the rate of 0.16 N/
kg/day and 16.7 kcal/kg/day with 50% from carbohydrates and 50% from lipids (n =
10)
Control group: standard post-operative fluids (n = 10)


Outcomes IPN prior to the surgery and on day 4, triceps skinfold thickness, albumin, transferrin,
delayed cutaneus hypersensibility defined on a scale from 0 to 2, protein catabolism,
blood loss during surgery, complications, length of hospital stay, cost benefit


Study dates Not stated


Notes We found no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk No dropouts


Selective reporting (reporting bias) Unclear risk Mortality was not reported.


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


295Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Roberts 2000


Methods Randomised clinical trial, USA


Participants 55 hospitalised adults undergoing analogues marrow or blood transplantation
Male:Female = not described
Mean age = not described
Exclusion criteria: Not reported


Interventions Experimental: TPN 30 - 35 kcal/kg and 1.5 - 1.75 g protein/kg(n = 28)
Control: No intervention(n = 28)
Co-intervention: Oral diet


Outcomes Length of stay, albumin, hand-grip strength (not used)


Study dates Not stated


Notes We contacted the authors by email: Susan.Roberts@BSWHealth.org. The author re-
sponded with information on blinding


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Not blinded


Blinding of outcome assessment (detection
bias)
All outcomes


High risk The outcome assessors were not blinded.


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report mortality or complications


For-profit bias Low risk The trial was funded by the local hospital.


Other bias Unclear risk The trial appeared to be free of other components that
could put it at risk of bias
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Roth 2013


Methods Randomised clinical trial, Switzerland


Participants 157 hospitalised adults undergoing surgery with pelvic lymph node dissection, cystec-
tomy and ileal diversion for bladder cancer, at nutritional risk due to major surgery
Male:Female = 106:51
Mean age = 67 years
Exclusion criteria: previous pelvic lymph node dissection, previous radiation therapy,
prior bowel surgery, severe hepatic or cardiac dysfunction, an inability to give fully
informed consent


Interventions Experimental group: TPN consisting of Nutriflex special 70/240 (B. Braun Medical,
Melsungen, Germany), a solution with a total energy of 1240 kcal/1000 ml and contain-
ing polyamino acids, glucose, and electrolytes. TPN (1500 ml/day; total 1860 kcal/day;
105 g polyamino acids/day; 360 g glucose/day; 0 g lipids/day) was administered contin-
uously for 5 days starting on postoperative day 1. No intravenous supplementation of vi-
tamins or trace elements were given. An additional 30 IU Actrapid HM (Novo Nordisk,
Copenhagen, Denmark) and 1875 IU heparin (Liquemin; Drossapharm, Basel-Stadt,
Switzerland) every 24 hrs were added to the TPN solution. (n = 74)
Control group: Ringer’s lactate solution
(Sintetica-Bioren, Mendrisio, Switzerland; 1500 ml/24 h) and additional potassium
substitution (40 mmol/24 h) (n = 83)
Co-interventions: Oral intake was started with clear fluids on the day of surgery, with
fluids started on postoperative day 1. Solid diet was resumed on the return of active bowel
sounds and when fluids were well tolerated. Perioperatively, a central venous catheter was
placed in all participants. Perioperative antibiotic therapy consisted of aminoglycoside
and metronidazole for 48 hrs and amoxicilin/clavulanic acid until removal of all stents
and catheters. Perioperatively, 3000 - 4000 ml of parenteral crystalloids were routinely
administered. Combined general and epidural anaesthesia were given intra-operatively.
Postoperative epidural (T9 - T10) analgesia was routinely used, but systemic morphine
derivates were avoided. To stimulate postoperative bowel function, subcutaneous injec-
tions of 0.5 mg neostigmine methylsulfate up to 6 times a day were administered to all in
similar distribution starting on postoperative day 2 and continuing until bowel activity
resumed. Anti-emetics and other prokinetic drugs were not routinely administered and
only given as needed. Low-molecular-weight heparin (Fraxiparine) was started on the
evening before surgery and maintained for at least 10 days


Outcomes Occurence of postoperative complications, time to recovery of bowel function, biochem-
ical nutritional (serum albumin, serum prealbumin, serum total protein) and inflamma-
tory (C-reactive protein) parametres, length of hospital stay, cost attributed to the TPN,
time to full diet resumption


Study dates September 2008 and March 2011


Notes We contacted the authors on 07th April 2016 by email: urology.berne@insel.ch


Risk of bias


Bias Authors’ judgement Support for judgement
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Roth 2013 (Continued)


Random sequence generation (selection
bias)


Low risk Randomisation was done by a computer-based
programme.


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Blinding was not performed.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk No drop-outs, none lost to follow-up


Selective reporting (reporting bias) Low risk No protocol could be obtained but the trial
reported complications and mortality


For-profit bias Low risk The trial was not funded by any company that
might have a vested interest in the results


Other bias Low risk The trial appeared to be free of other compo-
nents that could put it at risk of bias


Russell 1984


Methods Randomised clinical trial, Canada


Participants 31 hospitalised adults with small-cell lung cancers, at nutritional risk due to trialist
indication
Male:Female = 21:10
Mean age = 55.8 years
Exclusion criteria: (a) recent myocardial infarction (< 3 months from the date of diag-
nosis), congestive cardiac failure, or cardiac arrhythmia; (b) documented central nervous
system metastases (c) superior vena cava obstruction precluding central venous catheter-
isation for TPN; (d) inappropriate antidiuretic hormone syndrome; (e) other comor-
bid disease which rendered treatment inappropriate; (f ) performance status of 4 on the
ECOG scale


Interventions Experimental: the TPN provided between 1 and 1.25 g/kg body weight/day of crystalline
amino acids (Travasol; Baxter-Travenol Laboratories of Canada) and a nonprotein calorie
intake of between 32 and 40 kcal/kg body weight/day given as an equicaloric mixture of
dextrose and lipid (Nutralipid; Pharmacia, Canada). Depleted participants (> 5% body
weight loss in the 3 months prior to diagnosis) received an amino acid intake of between
1.50 and 2.0 g/kg body weight/day and a nonprotein calorie intake of 48 to 64 kcal/
kg body weight/day. Both the protein and calorie intake were reassessed each week, and
minor adjustments were made depending on clinical assessment of the nutritional status.
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Russell 1984 (Continued)


Oral intake was restricted to noncaloric fluids. (n = 15)
Control: continued to consume a self-regulated oral diet(n = 16)
Co-interventions: chemotherapy


Outcomes Energy metabolism and substrate hormone profile


Study dates Not stated


Notes We could obtain no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report mortality or complications


For-profit bias Unclear risk It was unclear if the trial was supported by a com-
pany with an interest in a given result:
“Supported by an NIH Contract with the Univer-
sity of Toronto (Contract NOICM-
97267), the Ontario Ministry of Health (Grant PR
228), and various sponsors.”.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Ryan 1993


Methods Randomised clinical trial, Canada


Participants 10 hospitalised adults, at nutritional risk due to being 85% of ideal weight
Male:Female = 5:5
Mean age = 68 years


Interventions Experimental group: nocturnal supplemental nasoenteric infusion (1000 kcal above usual
caloric intake), or 1.7 times measured REE.(n = 6)
Control group: placebo (containing < 100 kcal, same volume)(n = 4)
Co-intervention: normal diet


Outcomes Kcal/day, weight change, Vo2/min, RQ


Study dates Not stated


Notes We contacted the authors on 13th December 2015 by email: fryan@interchange.ubc.
ca. We received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Low risk The trial was a placebo study, and described how
the participants and personnel were blinded


Blinding of outcome assessment (detection
bias)
All outcomes


Low risk The trial was a placebo study, and described how
the outcome assessment was blinded


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did
not report on all-cause mortality or serious adverse
events


For-profit bias High risk The trial was funded by a pharmaceutical company
(Bristol-Myers Squibb)


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Sabin 1998


Methods Randomised clinical trial, Germany


Participants 80 hospitalised adults admitted for PEG placement, at nutritional risk due to being in
an ICU


Interventions Experimental group: Enteral nutrition 3 hrs after PEG placement for 1 day(n = 40)
Control group: i.v. fluids for 2 days(n = 40)
Co-interventions: Normal enteral nutrition from 2nd day


Outcomes RV, complications, mortality, pneumoperitoneum


Study dates Not stated


Notes We contacted the authors on 13th December 2015 by email: med2.keymling@klinikum-
meiningen.de. We received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Low risk The trial reported serious adverse events and mor-
tality.


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Sacks 1995


Methods Randomised clinical trial, USA


Participants 17 hospitalised adults with severe closed-head injury, at nutritional risk due to increased
nutritional requirements
Male:Female = not reported
Mean age = 37.2 years
Exclusion criteria: Pregnancy, age > 65 years, documented hepatic dysfunction (serum
bilirubin > 2.0 mg/dL or a history of cirrhosis), hypertriglyceridaemia (> 300 mg/dL)
, or infection at the time of admission. People with significant intra-abdominal injuries
routinely received enteral nutrition through jejunal tubes and were not enrolled into the
study. People requiring scheduled corticosteroid pharmacotherapy after the 1st 24 hrs of
hospital admission were also excluded from the study


Interventions Experimental group: Participants received parenteral nutrition (PN) at day 1 through a
central venous catheter with a nutrient goal of 2 g protein/kg a day and 40 non-protein
kcal/kg a day. Maximum glucose administration was not allowed to exceed 6 mg/kg a
minute. IV fat emulsion was administered and comprised 15% to 30% of non-protein
calories. The PN solution was supplemented with electrolytes and standard amounts of
vitamins and trace elements.(n = 8)
Control group: No intervention(n = 9)
Co-interventions: Participants were transitioned to enteral nutrition support as soon as
the gastro-intestinal tract became functional and accessible


Outcomes T-lymphocyte responsiveness to mitogen stimulation, proliferative response to Con A
stimulation, T-lymphocyte proliferative response, IL-6 serum concentrations, pre-albu-
min serum concentrations, A (Con A), phytohaemagglutinin (PHA), and pokeweed mi-
togens (PWM), peripheral blood mononuclear cells (PBMCs), urinary nitrogen excre-
tion, immunologic function, nutrient, energy and protein intake and mortality


Study dates Not stated


Notes We contacted the authors on 30th June 2015 by email: KUDSK@surgery.wisc.edu. We
received a reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Random sequence generation was done using a table
of random numbers


Allocation concealment (selection bias) Unclear risk The allocation was concealed in sealed envelopes, but
it was unclear if they were opaque


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described
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Sacks 1995 (Continued)


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained. The trial reported all-
cause mortality but not serious adverse events


For-profit bias Low risk No financial support.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Sada 2014


Methods Randomised clinical trial, Kosovo, parallel design, conducted between January 2010 -
January 2012


Participants 145 hospitalised adults undergoing open colorectal and open cholecystectomy, at nutri-
tional risk due to undergoing major surgery
Male:Female = 53:89 (3 missing)
Mean age = 56 years
Exclusion: type 1 or 2 diabetes mellitus, stomach-emptying disorders or documented
gastric oesophageal reflex disease, emergency surgery interventions


Interventions Experimental: the study group received 800 mL (by mouth) of carbohydrate beverage
in the evening before surgery (22:00) and an additional 400 mL 2 hrs before anaesthesia
induction. The beverage contained 12.5% carbohydrates (polycarbohydrates), 50 kcal/
100 mL, 285 mOsmol/kg (NutriciapreOp, Nutricia Ltd.) (n = 44)
Control: there were 2 control groups:
1. The placebo group received a non-caloric colourless liquid with the same taste and
without carbohydrates in the same amount as the participants in the experimental group.
(n = 46)
2. The control group did not receive any of these drinks and were subject to the traditional
preoperative fasting(n = 52)


Outcomes VAS score, length of stay


Study dates January 2010 - January 2012


Notes Trial registration: ANZCTR.org.au: ACTRN12614000995673.


Risk of bias


Bias Authors’ judgement Support for judgement
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Sada 2014 (Continued)


Random sequence generation (selection
bias)


Low risk Throwing dice by an independent person,
not otherwise involved in the trial


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Low risk The placebo was identical in appearance
and taste.


Blinding of outcome assessment (detection
bias)
All outcomes


Low risk The placebo was identical in appearance
and taste.


Incomplete outcome data (attrition bias)
All outcomes


Low risk Under 5% of participants had incomplete
outcome data.


Selective reporting (reporting bias) Unclear risk The trial was retrospectively registered and
did not report mortality or serious adverse
events


For-profit bias Unclear risk The trial was sponsored by University Clin-
ical Center of Kosovo and by an individual
Avdyl Krasniqi


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias


Saluja 2002a


Methods Randomised clinical trial, India


Participants 20 hospitalised adults between 20 and 60 years undergoing major abdominal surgery, at
nutritional risk due to major abdominal surgery


Interventions Experimental group: Received the standard ward diet plus the hospital kitchen-prepared
liquid sip feed of 500 ml, providing 500 kcal comprising 16.66 g protein, 43.5 g carbo-
hydrate, and 30 g fat. The 500-ml sip feed contained 375 ml milk, 12.5 g sugar, 12.5 g
butter, 12.5 g colustarch, 125 ml rice water, and half an egg. (n = 19)
Control group: Received a standard ward diet (n = 10)


Outcomes Weight, albumin, middle-arm circumference (MAC), hand-grip strength, lymphocyte
count


Study dates April 1999 to March 2000


Notes 1st comparison of the complete trial Saluja 2002. We contacted the authors by email
sundeepsaluja@yahoo.co.in. The author could not remember the method of randomi-
sation.
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Saluja 2002a (Continued)


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk In the trial the randomisation was described as be-
ing done through drawing lots but it was unclear if
this was done by an independent person. The author
could not remember the method of randomisation


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


High risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were no dropouts or withdrawals.


Selective reporting (reporting bias) Low risk No protocol could be obtained, but we received in-
formation on all-cause mortality and serious adverse
events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Saluja 2002b


Methods Randomised clinical trial, India


Participants 20 hospitalised adults between 20 and 60 undergoing major abdominal surgery, at nu-
tritional risk due to major abdominal surgery


Interventions Experimental group: Received the standard ward diet plus the hospital kitchen-prepared
liquid sip feed of 500 ml, providing 500 kcal comprising 16.66 g protein, 43.5 g carbo-
hydrate, and 30 g fat. The 500-ml sip feed contained 375 ml milk, 12.5 g sugar, 12.5 g
butter, 12.5 g colostric, 125 ml rice water, and half an egg. (n = 10)
Control group: Received a standard ward diet(n = 10)


Outcomes Weight, albumin, middle-arm circumference (MAC), hand-grip strength, lymphocyte
count


Study dates April 1999 to March 2000


305Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Saluja 2002b (Continued)


Notes 2nd category of the complete trial Saluja 2002


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk In the trial the randomisation was described as being
done through drawing lots but it was unclear if this
was done by an independent person


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were no dropouts or withdrawals.


Selective reporting (reporting bias) Low risk No protocol could be obtained, but we received in-
formation on all-cause mortality and serious adverse
events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Saluja 2002c


Methods Randomised clinical trial, India


Participants 20 hospitalised adults between 20 and 60 undergoing major abdominal surgery, at nu-
tritional risk due to major abdominal surgery


Interventions Experimental group: Received the standard ward diet plus the hospital kitchen-prepared
liquid sip feed of 500 ml, providing 500 kcal comprising 16.66 g protein, 43.5 g carbo-
hydrate, and 30 g fat. The 500-ml sip feed contained 375 ml milk, 12.5 g sugar, 12.5 g
butter, 12.5 g colustarch, 125 ml rice water, and half an egg(n = 10)
Control group: Received a standard ward diet(n = 10)


Outcomes Weight, albumin, middle-arm circumference (MAC), hand-grip strength, lymphocyte
count


306Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Saluja 2002c (Continued)


Study dates April 1999 to March 2000


Notes 3rd category of the complete trial Saluja 2002


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk In the trial the randomisation was described as being
done through drawing lots but it was unclear if this
was done by an independent person


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were no dropouts or withdrawals.


Selective reporting (reporting bias) Low risk No protocol could be obtained, but we received in-
formation on all-cause mortality and serious adverse
events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Samuels 1981


Methods Randomised clinical trial, USA


Participants 35 hospitalised adults admitted for stage III metastatic testicular cancer, at nutritional
risk due to anthropometrics
Male:Female = Not reported
Mean age = Not reported
Exclusion criteria: Participants characterised as severely malnourished (weight loss >
12%, duration not stated)


Interventions Experimental group: received intravenous hyperalimentation solution containing 25%
dextrose with 4.25% amino acids, supplementary vitamins, electrolytes and trace ele-
ments, which provided 35 kcals/kg/day. Intervention started on day 1 of hospitalisation,
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Samuels 1981 (Continued)


and was continued throughout the course of the chemotherapy, terminating 24 hrs be-
fore discharge
The mean duration of IVH was 48 days for noninfected participants and 18 days for
infected participants. (n = 20)
Control group: control participants who developed significant gastro-intestinal toxic
effects received 3 litres of parenteral fluids daily, usually containing 5% glucose, 0.
5 normal saline and 40 mEq of potassium chloride. In the event of > 12% weight
loss after chemotherapy, control participants were crossed over to receive intravenous
hyperalimentation at the discretion of the investigator. (n = 15)
Co-intervention: Both groups was divided in 2, where 1 group received vinblastine and
bleomycin, and the other received vinblastine, bleomycin and cisplatin


Outcomes Mortality, weight, septicaemia, pneumonia, infections, liver function, leukopenia, serum
albumin, serum transferrin, granulocyte count, granulocytopenic fever, platelet count
and oral toxicity


Study dates Not stated


Notes We could obtain no contact information from the authors. The 35 patients were strat-
ified into 3 nutritional-status categories: well-nourished, moderately malnourished and
malnourished


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk The trial was block-randomised using random-num-
ber tables.


Allocation concealment (selection bias) Unclear risk Allocation concealment was done using sealed en-
velopes but it was unclear if they were opaque


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were no dropouts.


Selective reporting (reporting bias) Low risk No protocol could be obtained , but all-cause-mortal-
ity and serious adverse events were reported


For-profit bias Low risk Supported by contracts from the division of Cancer
Cause and prevention, National Cancer institute, Na-
tional Institutes of Health, Department of Health and
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Samuels 1981 (Continued)


Human Services


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Saudny-Unterberger 1997


Methods Randomised clinical trial, Canada


Participants 33 hospitalised adults with COPD and a FEV1 ≤ 60% of the predicted value, admitted
because of acute exacerbation, at nutritional risk due to trialist indication.
Male:Female = 15:9 (gender not reported for nine participants)
Mean age = 69 (only participants who completed the study)
Exclusion criteria: in need of mechanical ventilation, gastro-intestinal tract disorder,
active cancer or other conditions predisposing to weight loss, terminally ill, unable to
communicate in English or French, suffered from mental confusion or followed a special
diet


Interventions Experimental group: ONS. Participants received oral supplements; Ensure, Ensure Plus,
puddings or extra snacks to assure a caloric intake of at least 1.5 x resting energy expen-
diture (REE) if their BMI was normal (20 to 27) and at least 1.7 x REE if their BMI
was below 20. (n = 17)
Control group: No intervention (n = 16)
Co-interventions: All participants received traditional hospital diet


Outcomes Lung function; FEV1, FVC, inspiratory muscle strength (PImax), respiratory muscle
strength; Expiratory muscle strength (PEmax), hand-grip strength, upper body strength,
activities of daily living in older adults, nitrogen balance; glucocorticosteroid use, weight,
mean energy and macronutrient intakes, degree of breathlessness, 6-minute walk test,
length of hospital stay and general well-being (QoL)


Study dates November 1993 to May 1996


Notes We contacted the authors on 13th November 2015 by email: James.Martin@McGill.ca
. The authors replied that additional data did not exist.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described
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Saudny-Unterberger 1997 (Continued)


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk All strength measurements were done by labora-
tory personnel who were blinded. Blinding of other
outcome assessments was not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk They did not use intention-to-treat analysis, but
the numbers and reasons for dropouts were clearly
stated. There were incomplete data for more than
5%


Selective reporting (reporting bias) Unclear risk The trial reported all-cause mortality, but not seri-
ous adverse events. No protocol could be obtained


For-profit bias High risk Supplements were provided by Abbott Laborato-
ries, Montreal, Canada


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Sax 1987


Methods Randomised clinical trial, USA


Participants 55 hospitalised adults with acute pancreatitis, at nutritional risk according to the trialist
Male:Female = 40:15
Mean age = 39.8 years


Interventions Experimental group: Early TPN (25% dextrose, 4.25% amino acid) for 7 days(n = 29)
Control group: No intervention (n = 26)
Co-interventions: Conventional therapy, consisting of intravenous fluids, analgesics,
antacids, and nasogastric suction


Outcomes Length of hospital stay, serum amylase, glucose, alkaline phosphatase, bilirubin, albumin,
total lymphocyte count, days until first oral intake, nitrogen balance, serum transferrin,
complications, catheter sepsis, mortality


Study dates Not stated


Notes We contacted the authors on 23rd June 2015 on email: hcsaxmd@gmail.com. We re-
ceived no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described
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Sax 1987 (Continued)


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Low risk The trial reported all-cause-mortality and serious ad-
verse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Schmitz 1984


Methods Randomised clinical trial, Germany


Participants 40 hospitalised adults admitted because of polytraumatised and in need of ventilation,
at nutritional risk due to being in an ICU
Male:Female = 26:14
Mean age = 35.4


Interventions Experimental group 1: parenteral carbohydrates for 4 days(n = 10)
Experimental group 2: parenteral carbohydrates + 1 g amino acids for 4 days(n = 10)
Experimental group 3: parenteral carbohydrates + 2 g amino acids for 4 days(n = 10)
Control group: i.v. fluids(n = 10)


Outcomes Serum and urinary biomarkers (glucose, fructose), xylitconcentration, energy, urea


Study dates Not stated


Notes We found no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described
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Schmitz 1984 (Continued)


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did
not report on all-cause mortality or serious ad-
verse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Schriker 2008


Methods Randomised clinical trial, Canada.


Participants 22 hospitalised adults undergoing colorectal cancer surgery, at nutritional risk due to
major surgery
Male:Female = 13:9
Mean age = 62.5
Exclusion criteria: metastatic disease, weight loss 10% over the preceding 3 months,
congestive heart failure, hepatic disease, diabetes, and those receiving drugs known to
have metabolic effects such as corticosteroids or beta-blockers


Interventions Experimental group: Preoperative nutrition (glucose and amino acids) for 2 days(n = 11)
Control group: no intervention(n = 11)
Co-intervention: Postoperative nutrition (glucose and amino acids)


Outcomes Biochemistry, gaseous exchange


Study dates between June 2004 and June 2007


Notes We contacted the authors on 24th August 2016 by email: thomas.schricker@mcgill.ca


Risk of bias


Bias Authors’ judgement Support for judgement
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Schriker 2008 (Continued)


Random sequence generation (selection
bias)


Low risk Computer-generated random allocation


Allocation concealment (selection bias) Unclear risk The sealed envelope were not described as opaque.


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Low risk The surgeon and investigators responsible for sam-
ple analyses and data analysis were not aware of
group assignment


Incomplete outcome data (attrition bias)
All outcomes


Low risk No dropouts


Selective reporting (reporting bias) Low risk NCT00614133 - all outcomes stated in the pro-
tocol were assessed


For-profit bias Low risk The trial was sponsored by McGill University
Health Center


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Schroeder 1991


Methods Randomised clinical trial, New Zealand


Participants 32 hospitalised adults undergoing small or large bowel resection, at nutritional risk due
to major gastrointestinal surgery
Male:Female = 17:15
Mean age = 52 years
Exclusion criteria: none stated


Interventions Experimental group: Enteral feeding was initiated postsurgically with 50 ml/hr and
increased to 80 ml/hr if absorption was without problems (n = 16).
Control group: Postoperative i.v. fluids were normal saline and 5% dextrose solutions (n
= 16)
Co-interventions: Oral fluids and food were restarted usually depending on the presence
of bowel sounds and passage of flatus


Outcomes Complications, time to flatus, time to first bowel movement, weight loss, water loss,
protein loss, fat loss, wound healing, muscle function, postoperative caloric intake and
length of stay


Study dates Not stated
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Schroeder 1991 (Continued)


Notes 1 participant in the Experimental group had chronic renal failure, and was given a low-
protein modification of Osmolite. We contacted the authors in September 2015 by
email: reception@obesitysurgery.co.nz.. We received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete
data was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial
did not report on all-cause mortality


For-profit bias High risk The trial was funded by Abbott Laboratories.


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias


Schuetz 2006


Methods Randomised clinical trial, country unknown.


Participants 22 hospitalised adults with liver cirrhosis, at nutritional risk due to increased nutritional
requirements
Male:Female = 16:6
Mean age = 60 years
Exclusion criteria: None stated


Interventions Experimental group: Enteral nutrition. Tube-feeding providing a high energy and protein
intake for 2 weeks (n = unknown)
Control group: No intervention (n = unknown)
Co-interventions: Both groups received normal diet
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Schuetz 2006 (Continued)


Outcomes Severity of hepatic encephalopathy with psychometric and neurophysiologic tests, and
calorie consumption


Study dates Not stated


Notes We could obtain no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incom-
plete data was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the
trial did not report on all-cause mortality
or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias


Sharma 2013


Methods Randomised clinical trial, UK


Participants 55 hospitalised adults undergoing colorectal surgery, at nutritional risk due to major
gastro-intestinal surgery
Male:Female = 35:20
Mean age = 66
Exclusion criteria: Dementia, lactose intolerance, pregnancy, diabetes mellitus, age under
16, musculoskeletal conditions preventing accurate use of the hand-grip dynamometer
and unable to feed orally preoperatively. Postoperative exclusion criteria were postoper-
ative admission to ICU or administration of TPN
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Sharma 2013 (Continued)


Interventions Experimental group: Received standard diet + 6 x 60 ml/day of Pro-Cal (3.33 kcal/ml
and 0.06 mg/ml of protein) for the duration of the hospital stay(n = 32)
Control group: Received standard diet for the duration of the hospital stay (n = 30)


Outcomes Primary outcome: Muscle strength at discharge
Secondary outcome: Daily calorie intake, nausea, days to first flatus, days to first bowel
movement and postoperative length of hospital stay


Study dates Between June 2007 and November 2010


Notes We contacted the authors in September 2015 by email: dr miteshsharma@yahoo.co.uk.
We received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Computer-generated


Allocation concealment (selection bias) Unclear risk The envelopes were described as sealed but not opaque.


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Not blinded


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


High risk 7 randomised participants were later excluded resulting
in above 5% dropouts. The trial did not account for
the missing participants


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Low risk “The resources of our department were utilized to con-
duct the study”


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias
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Shestopalov 1996


Methods Randomised clinical trial, Russia


Participants 64 hospitalised adults with multiple organ failure because of diffuse purulent peritonitis,
at nutritional risk due to increased nutritional requirements
Male:Female = Not reported
Exclusion criteria: Not reported


Interventions Experimental group: Enteral nutrition. Started from the 1st hours after operation (n =
33)
Control group: No intervention(n = 31)


Outcomes Metabolic, hormonal and immunologic status change, stage of intestinal insufficiency
syndrome, severity of organ disorders, severity of gastro-intestinal function disorders,
hepatic, cardiac and respiratory insufficiency, and mortality


Study dates Not stated


Notes We contacted the authors on 14th October 2015 by email: ashest@yandex.ru. We re-
ceived an initial reply but no further answer


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Simon 1988


Methods Randomised clinical trial, USA


Participants 34 hospitalised adults with moderate or severe alcoholic hepatitis (chronic ethanol in-
gestion > 80 g/day for at least 2 years and right lobe hepatomegaly), at nutritional risk
according to the trialist
Male:Female = 7:15(gender not reported for 12 participants)
Mean age = 41.5 years (only for the severe malnourished)
Exclusion criteria: acute pancreatitis, insulin-dependent diabetes mellitus, positive HB-
sAg, malignancy, hypotension, congestive heart failure, sepsis, severe COPD, and recent
severe trauma, surgery, mild disease or rapidly became moribund


Interventions Experimental group: 28 days of peripheral parenteral nutrition (2 litres a day). Each litre
consisted of 35 g Aminosyn, 50 g dextrose, 500 ml of 10% Intralipid a day for a total of
1070 intravenous calories a day.(n = 16)
Control group: no intervention(n = 18)
Co-interventions: diet consisting of 2400 calories and 100 g protein + can of Ensure


Outcomes Biochemistry, grade of encephalopathy, mortality, ascites, function tests


Study dates Not stated


Notes We contacted the authors on 19th August 2015 by email: jgalamb@emory.edu. We
received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk The trial used sealed envelopes, but they were not
described as being opaque


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The trial was described as “lack of blinding”.


Blinding of outcome assessment (detection
bias)
All outcomes


High risk The trial was described as “lack of blinding”.


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report on serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.
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Simon 1988 (Continued)


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Singh 1998


Methods Randomised clinical trial, India


Participants 43 hospitalised adults with nontraumatic intestinal perforation and peritonitis, at nutri-
tional risk due to major abdominal surgery
Male:Female = not described
Mean age = 39.9 years
Exclusion criteria: renal, cardiac, or hepatic failure at the time of admission, surgery
preformed elsewhere and subsequently referred to this hospital


Interventions Experimental group: Given a feeding jejunostomy in which they received enteral nutri-
tional support by the following process: 12 - 24 hrs postoperatively: normal saline and
5% dextrose solution in a 1:3 ratio at 100 mL/hr; 24 - 48 hours postoperatively: 1.0 L of
half-strength feed at 50 mL/hr; 48 - 72 hrs postoperatively: 2.0 L of half-strength feed
at 100 mL/hr; and 72 hours onward: at least 2.0 L of full-strength feed every 24 hrs
Enteral nutrition consisted of a low-residue, easily absorbable, milk-based, blenderised
diet which was made in the Dietetics Department at the hospital. Proprietary vitamin
supplements were added. The intervention lasted 6.5 days on average.(n = 21)
Control group: Received intravenous fluids and electrolyte supplements as needed(n =
22)


Outcomes Mortality, complications, nitrogen balance and caloric intake


Study dates Not stated


Notes e contacted the authors on 16th September 2015 by email: gurpreet@ksu.edu. We re-
ceived no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Not blinded. The experimental group received a je-
junostomy whereas the control group did not


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described
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Singh 1998 (Continued)


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were no incomplete data for any participants.


Selective reporting (reporting bias) Low risk We found no protocol. The trial reported all-cause
mortality and complications


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Smedley 2004a


Methods Randomised clinical trial, UK, factorial design.


Participants 179 hospitalised adults undergoing elective moderate to major lower gastrointestinal
tract surgery, at nutritional risk due to major surgery
Male:Female = 100:79
Mean age = 60 years
Exclusion criteria: Age under 18, pregnancy, overt dementia, emergency or laparoscopic
surgery, receipt of other forms of preoperative nutritional support, and inability to take
ONS for at least 7 days before operation


Interventions Experimental group 1: post-operative supplements (drink containing 1.5 kcal and 0.05
g protein per ml. Participants were encouraged to drink this as wanted in small, frequent
quantities between meals).(n = 42)
Control group 1: No intervention (n = 48)
Co-interventions 1: pre-operative supplements (drink containing 1.5 kcal and 0.05 g
protein per ml. Participants were encouraged to drink this ad libitumas wanted in small,
frequent quantities between meals). Standard diet
Experimental group 2: post-operative supplements (drink containing 1.5 kcal and 0.05
g protein per ml. Participants were encouraged to drink this as wanted in small, frequent
quantities between meals). (n = 39)
Control group 2: No intervention (n = 50)
Co-interventions 2: standard diet


Outcomes Postoperative change in body weight, clinical complications, length of hospital stay,
nutritional status, quality of life, cost of care, anthropometrics


Study dates Between October 1998 and March 2001


Notes Same trial as Smedley 2004b with results from experimental group 1 vs control 1.
We contacted the authors on 19th August 2015 by email: tim.bowling@mail.qmcuh-
tr.trent.nhs.uk. We received no reply.


Risk of bias
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Smedley 2004a (Continued)


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk The trial used sealed envelopes, but they
were not described as being opaque


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Not blinded. Only the experimental group
received a supplement


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


High risk There were more than 5% dropouts, and
the trial did not use proper intention-to-
treat methodology


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the
trial did not report on all-cause mortality


For-profit bias High risk The trial was funded by a nutrition com-
pany (Numico Research)


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias


Smedley 2004b


Methods Randomised clinical trial, UK


Participants 179 hospitalised adults undergoing elective moderate to major lower gastrointestinal
tract surgery, at nutritional risk due to major surgery
Male:Female = 100:79
Mean age = 60 years
Exclusion criteria: Age under 18, pregnancy, overt dementia, emergency or laparoscopic
surgery, receipt of other forms of preoperative nutritional support, and inability to take
ONS for at least 7 days before operation


Interventions Experimental group 1: post-operative supplements (drink containing 1.5 kcal and 0.05
g protein per ml. Participants were encouraged to drink this as wanted in small, frequent
quantities between meals).(n = 42)
Control group 1: No intervention (n = 48)
Co-interventions 1: pre-operative supplements (drink containing 1.5 kcal and 0.05 g
protein per ml. Participants were encouraged to drink this ad libitumas wanted in small,
frequent quantities between meals). Standard diet
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Smedley 2004b (Continued)


Experimental group 2: post-operative supplements (drink containing 1.5 kcal and 0.05
g protein per ml. Participants were encouraged to drink this as wanted in small, frequent
quantities between meals). (n = 39)
Control group 2: No intervention (n = 50)
Co-interventions 2: standard diet


Outcomes Postoperative change in body weight, clinical complications, length of hospital stay,
nutritional status, quality of life, cost of care, anthropometrics


Study dates Between October 1998 and March 2001


Notes Same trial as Smedley 2004a with results from experimental group 2 vs control 2.
We contacted the authors on 19th August 2015 by email: tim.bowling@mail.qmcuh-
tr.trent.nhs.uk. We received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk The trial used sealed envelopes, but they were not de-
scribed as being opaque


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Only the experimental group received a supplement.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


High risk There were more than 5% dropouts, and the trial did
not use proper intention-to-treat methodology


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report on all-cause mortality


For-profit bias High risk The trial was funded by a nutrition company (Numico
Research)


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias
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Smith 1985


Methods Randomised clinical trial, Australia


Participants 50 hospitalised adults with gastro-intestinal tract malignancy scheduled for surgical treat-
ment, at nutritional risk due to undergoing major surgery
Male:Female = 34:16
Mean age = 65 years
Exclusion criteria: emergency cases, people with peritonitis or bowel obstruction


Interventions Experimental group: enteral nutrition (Isocal) containing 34 g protein, 44 g fat and 133
g glucose a litre (n = 25)
Control group: no intervention(n = 25)
Co-intervention: intravenous isotonic fluids and standard hospital diet


Outcomes Mortality, complications, length of hospital stay


Study dates January 1981 to June 1983


Notes We could obtain no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Randomly-ordered cards


Allocation concealment (selection bias) Unclear risk Sealed envelopes but it was unclear if they were
opaque.


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk It was unclear how many participants had incom-
plete outcome data


Selective reporting (reporting bias) Low risk The trial reported mortality and complications.


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Smith 1988


Methods Randomised clinical trial, USA


Participants 34 hospitalised adults with major upper gastro-intestinal surgery, at nutritional risk due
to major surgery
Male:Female = 27:7
Mean age = 67.5 years


Interventions Experimental group: preoperative intravenous nutrition 10 days before surgery. Infusing
50 - 60 kcal/kg/day of glucose/amino acid IVN mixture, containing 150 kcal/l g of
nitrogen(n = 17)
Control group: prepared for surgery in the usual manner and did not receive any pre-
operative nutritional support but were scheduled for the next convenient operating list
(n = 17)


Outcomes Mortality, major complications, serum transferrin, length of hospital stay


Study dates Not stated


Notes We contacted the authors in December 2015 by email: rsmith@med.usyd.edu.au. We
received information regarding blinding and nutritional intake in the study group


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Randomly-ordered cards


Allocation concealment (selection bias) Unclear risk Sealed envelopes were used, but they were not de-
scribed as opaque


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Blinding was not performed.


Blinding of outcome assessment (detection
bias)
All outcomes


High risk Blinding was not performed.


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were no dropouts.


Selective reporting (reporting bias) Low risk The trial reported all-cause-mortality and serious ad-
verse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias
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Sokulmez 2014


Methods Randomised clinical trial, Turkey


Participants 38 hospitalised adults with inflammatory bowel disease, at nutritional risk according to
the trialist
Male:Female = 28:10
Mean age = 37.1 years
Exclusion criteria: none reported


Interventions Experimental group: Received a standard enteral product added into the hospital diet(n
= 15)
Control group: No intervention(n = 23)
Co-interventions: All received a normal hospital diet


Outcomes Hospitalisation period, subjective global assessment (SGA), BMI, bowel movements,
change of nutritional state, general status, disease severity, changes of clinical findings,
and consumption’s of nutrients, fibre and water soluble-fibre


Study dates Not stated


Notes We could not use this publication since it only presents results as per protocol. We
contacted the authors on 30th June 2015 by email: sokulmezpinar@gmail.com and again
in September by email: pinar.sokulmez@omu.edu.tr. We received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were complete data for all participants.


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.
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Sokulmez 2014 (Continued)


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Song 1993


Methods Randomised clinical trial, China


Participants 25 hospitalised adults with COPD and infection, PaO2 < 8 kPa, or PaCO2 > 6.7 kPa,
at nutritional risk due to trialist characterising them as malnourished
Male:Female = 23:2
Mean age = 60.3 years
Exclusion criteria: diabetes, hyperthyroidism or other endocrine and metabolic diseases


Interventions Experimental group: Received parenteral nutrition in the form of amino acids injection
(5% Nutrisol-S) 500 ml (Green Cross, Japan) and lipid emulsion (Intralipid: (1000
ml Intralipid contains rectification soybean oil 100 g, glycerinum 22.5 g rectification
lecithin 12 g, PH 8.0, 4602.4 kJ/kg)) 500 ml (Sino-Swed Pharmaceutical Corp. Ltd.
China) for intravenous drip, once daily, for 10 to 20 days (10 of the participants were
over 15 days). (n = 23)
Control group: standard diet(n = 23)
Co-intervention: persistent low-flow oxygen inspiration and anti-infection, anti-asth-
matic and antitussive and standard diet


Outcomes All-cause mortality, NEFA, ABG, serum amino acid


Study dates Not stated


Notes We tried and failed to contact the authors by phone.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described
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Song 1993 (Continued)


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Low risk No protocol could be obtained but all-cause mortal-
ity was reported


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Sonnenfeld 1978


Methods Randomised clinical trial, France


Participants 26 hospitalised adults undergoing gastro-intestinal surgery, at nutritional risk due to
major surgery
Male:Female = 17:9
Mean age = 46.5 years
Exclusion criteria: Not reported


Interventions Experimental group: parenteral nutrition 12.4 g Nitrogen (1200 kcal) and 1200 kcal of
glucose for 2 days(n = 11)
Control group: no intervention (n = 15)
Co-interventions: parenteral nutrition from day 2, 12.4 g Nitrogen (1200 kcal) and
1200 kcal of glucose, given until they tolerate oral intake


Outcomes Nitrogen balance, complications, mortality


Study dates Not stated


Notes We could find no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described
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Sonnenfeld 1978 (Continued)


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were no dropouts.


Selective reporting (reporting bias) Low risk The trial reported mortality and serious adverse
events.


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Soop 2004


Methods Randomised clinical trial, Sweden/UK


Participants 20 hospitalised adults undergoing elective major colorectal surgery, at nutritional risk
due to major surgery
Male:Female = 12:6 (gender not reported for two participants)
Mean age = 62 years
Exclusion criteria: age below 18 years or above 80 years; BMI below 18 or above 30 kg/
m2


Interventions Experimental group: Immediate postoperative enteral nutrition with an energy-dense
residue-free solution (1·5 kcal/ml Nutrison Energy, Nutricia)(n = 10)
Control group: Immediate postoperative enteral nutrition with a hypocaloric solution
with an indistinguishable appearance (0·2 kcal/ml Nutricia)(n = 10)


Outcomes Urinary nitrogen losses, insulin resistance, blood glucose, complication and hospital stay


Study dates Not stated


Notes We contacted the authors in December 2015 by email: mattias.soop@mac.com. We
received an initial reply but no further information was supplied


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described
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Soop 2004 (Continued)


Blinding of participants and personnel
(performance bias)
All outcomes


Low risk The control group received a solution with an
indistinguishable appearance


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were no dropouts.


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial
did not report all-cause mortality or serious
adverse events


For-profit bias High risk Financial support from Numico Research.


Other bias Low risk The trial appeared to be free of other compo-
nents that could put it at risk of bias


Stableforth 1986


Methods Randomised clinical trial, UK


Participants 61 hospitalised adults with femoral neck fracture, at nutritional risk due to major surgery
Male:Female = 0:61
Mean age = 81
Exclusion criteria: Not stated


Interventions Experimental group: Oral nutrition. Participants were encouraged to drink a liquid
flavoured milk-based nutrient supplement through their waking hours. 1 300-ml package
of the supplement contained 18.5 g protein, 11 g fat, and 40 g carbohydrate with vitamins
and minerals, and provided 320 kcal per feed. Intervention period was for 10 days.
Control group: No intervention
Co-interventions: All participants received normal ward meals and drinks


Outcomes Weight, food consumption, protein and calorie intake, fluid balance, bowel action,
daily nitrogen production, excreted and retained, calorie expenditure (physical activity)
, plasma urea concentration, urine creatinine and nitrogen


Study dates Not stated


Notes We could obtain no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement
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Stableforth 1986 (Continued)


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described.


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk There was insufficient information to assess whether
missing data were likely to induce bias in the results


Selective reporting (reporting bias) Unclear risk The trial reported all-cause mortality and serious ad-
verse events. No protocol could be obtained


For-profit bias Low risk The trial was funded by a grant from the South West
Regional Hospital Board


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Starke 2011


Methods Randomised clinical trial, Switzerland


Participants 134 hospitalised adults at nutritional risk according to NRS-2002
Male:female = not reported
Mean age: 72.5 years


Interventions Experimental group: Individual nutritional care, including a detailed nutritional assess-
ment, individual food supply, fortification of meals with maltodextrin, rapeseed oil,
cream or protein powder or both, in between snacks and oral nutritional supplements
(n = 67)
Control group: Standard nutritional care, including the prescription of ONSs and nu-
tritional therapy prescribed by the physician independently of this study and according
to the routine ward management (n = 67)


Outcomes Average daily intake, protein intake, changes in body weight, complications, antibiotic
therapies, length of hospital stay, quality of life, mortality, compliance, plasma-concen-
trations


Study dates Not stated


330Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Starke 2011 (Continued)


Notes We contacted the authors on 17th December 2015 by email: remy.meier@ksli.ch. We
received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk The trial was randomised using a computer-
generated randomisation


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete
data was not reported


Selective reporting (reporting bias) Low risk Both all-cause-mortality and serious adverse
events were reported


For-profit bias High risk The trial was funded by Nestlé.


Other bias Low risk The trial appeared to be free of other compo-
nents that could put it at risk of bias


Stein 2002


Methods Randomised clinical trial, Germany


Participants 80 hospitalised adults admitted to intensive or intermediate care with percutaneous
endoscopic gastrostomy, at nutritional risk due to being ICU patients
Male:Female = 33:47
Mean age = 68 years
Exclusion criteria: chronically ill admitted only for PEG placement, outpatients, not
eligible for ICU or intermediate care, undergoing Billroth operation, and a PEG placed
for relief of gastric outlet obstruction, and ascites


Interventions Experimental group: received enteral feeding within 1 hr, with feeding that was provided
through a tube by a continuous feeding pump and consisted of a polymeric iso-osmolar
formula 1 kcal/ml(n = 40)
Control group: no intervention for the first 24 hrs (n = 40)
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Stein 2002 (Continued)


Co-interventions: All participants were tube-fed 24 hrs after PEG placement. Both
groups received feedings at a rate of 30 ml/hr for 20 hrs on day 1, 70 on day 2, and 100
on day 3 after initiation of feeding. Thereafter the volume was adjusted to the individual
nutritional requirements as recommended by the nutrition team


Outcomes Gastric residual volume, frequency of complications (stomatitis, vomiting, bleeding,
leakage, diarrhoea, aspiration, and pneumoperitoneum), vital signs, abdominal disten-
sion, presence of bowel sounds, abdominal tenderness, and mortality


Study dates Not stated


Notes Note that all participants were tube-fed after 24 hrs, and therefore the co-intervention
lasts longer than the intervention period alone. Results for maximum follow-up are
after 30 days. We contacted the author on 1st October 2015 by email: j.stein@em.uni-
frankfurt.de. We received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Blinding was not performed.


Blinding of outcome assessment (detection
bias)
All outcomes


High risk Blinding was not performed.


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were complete outcome data for all partic-
ipants.


Selective reporting (reporting bias) Unclear risk The trial reported all-cause mortality but not se-
rious adverse events. No protocol could be ob-
tained


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Stokes 1994


Methods Randomised clinical trial, Ireland


Participants 20 hospitalised adults admitted for abdominal aortic aneurysm repair, at nutritional risk
due to major surgery
Male:Female = not stated
Mean age = not stated
Exclusion criteria: none stated


Interventions Experimental group: peripheral parenteral nutrition from the second postoperative day
and for 6 days(n = 10)
Control group: routine postoperative fluids and diet (n = 10)


Outcomes Respiratory and skeletal muscle function, wound healing, postoperative stay and com-
plications


Study dates Not stated


Notes We found no contact information for the author.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and all-cause mor-
tality was not reported


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Sullivan 1998


Methods Randomised clinical trial, USA


Participants 18 hospitalised adults > 64 years of age, and with an acute femoral neck or in-
tertrochanteric fracture which required surgical intervention, at nutritional risk due to
being frail elderly
Male:Female = 17:1
Mean age = 75.5 years
Exclusion criteria: incapable of giving informed consent and did not have a legal guardian;
pathological fracture (due to cancer or other non-osteoporotic pathologies) or signifi-
cant trauma to other organ systems (e.g. multi-trauma from a motor vehicle accident);
metastatic cancer, cirrhosis of the liver, a contraindication to the use of enteral feedings
(e.g. severe short-bowel syndrome), or organ failure which rendered the proposed inter-
vention inappropriate


Interventions Experimental group: 1375 cc of polymeric enteral formula (Promotet, Ross Laboratories,
85.8 g protein, 4314 non-nitrogenous kJ (1031 kcal)) over an 11-hr period (125 cc/hr
by enteral feeding pump) beginning at 7 p.m. each night for at least 3 consecutive days
or until discharged from the hospital(n = 8)
Control group: no intervention (n = 10)
Co-interventions: standard postoperative nutritional care receiving 3 meals a day


Outcomes Complications, life-threatening complications, discharge data, mortality, MMSE, ADL-
score, albumin, transferrin, cholesterol, length of hospital stay


Study dates Not stated


Notes Notes taken from Avanell 2010. We contacted the authors on 8th February 2016 by
email: sullivandennish@uams.edu. We received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk The trial was described as being randomised, but it
was unclear how the sequence was generated


Allocation concealment (selection bias) Low risk “The randomization process was prepared by the bio-
statistician, using a series of sealed envelopes. Security
(lined) envelopes were used to assure that the assign-
ment could not be read without opening the envelope.
After consent had been obtained and the baseline as-
sessment was completed, the next envelope in order
was opened to reveal the group assignment. Each en-
velope contained a card. The card had the assignment
for treatment or control pre-printed. Space was pro-
vided to enter the patient name and ID as well as the
date, time and person responsible for randomization.
The study nurse completed the card, photocopied it,
and returned the original to the biostatistician as a
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Sullivan 1998 (Continued)


check that the randomization process was progress-
ing appropriately. Subjects were randomized to either
treatment or control within blocks to assure that there
were roughly equal numbers of subjects in each group
at the end of the study. The block sizes were randomly
varied to minimize the ability to deduce the assign-
ment for a particular patient before opening the en-
velope” Quote taken from (Avenell 2016).


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The trial was described as non-blinded: “this non-
blinded randomized controlled trial”


Blinding of outcome assessment (detection
bias)
All outcomes


High risk The trial was described as non-blinded: “this non-
blinded randomized controlled trial”


Incomplete outcome data (attrition bias)
All outcomes


High risk There were more than 5% dropouts, and the trial did
not use proper methodology to deal with missing data


Selective reporting (reporting bias) Low risk The trial reported mortality and serious adverse
events.


For-profit bias High risk The trial was funded by Ross Laboratories.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Sullivan 2004


Methods Randomised clinical trial, USA


Participants 57 hospitalised adults older than 64 who underwent surgical repair of an acute hip
fracutre, at nutritonal risk due to being frail elderly
Male:Female = 39:18
Mean age = 78.8 years
Exclusion criteria: incapable of giving informed consent and did not have a legal guardian;
pathological fracture (due to cancer or other non-osteoporotic pathologies), trauma to
other organ systems (e.g. multi-trauma from a motor vehicle accident); metastatic cancer,
cirrhosis of the liver, a contraindication to the use of enteral feedings (e.g. severe short-
bowel syndrome), or organ failure which rendered the proposed intervention inappro-
priate


Interventions Experimental group: The participants’ ‘nutrient deficit’ for the day (‘target intake’ minus
‘volitional intake’) was calculated each evening. Nightly enteral feedings were initiated
with a nutritionally complete, lactose-free, polymeric enteral formula (Pro-mote®, Ross
Laboratories) that contained 1000 Kcal (4187kJ), 62.5 g protein (25% of calories), 26
g fat (23% of calories), and 130 grams carbohydrates (52% of calories) per litre. On the
1st night after the feeding tube was placed, the participant was provided enteral feedings
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Sullivan 2004 (Continued)


at a rate of 50 cc/hr over an 11-hr period beginning at 7 p.m. (i.e. a total of 550 cc of
enteral formula, 34.5 g protein). If the participant tolerated the tube-feedings, the rate
was increased by 25 cc/hr each night to either: (a) a maximum of 125 cc/hr over an 11-
hr period beginning at 7 p.m.; or (b) the ‘nutrient deficit’ was reached. For example, if
the participants’ ‘target intake’ was calculated to be 2100 Kcal and his ‘volitional intake’
was 1400 Kcal, the enteral feeding rate that night was set to 64 cc/hr for a total of 700
cc over 11 hrs, which equalled his ‘nutrient deficit’. (n = 27)
Control group: No intervention (n = 30)
Co-interventions: standard postoperative care


Outcomes Complications, life-threatening complications, discharge data, mortality, length of stay,
MMSE, ADL, albumin, pre-albumin, cholesterol


Study dates Not stated


Notes Notes taken from Avanell 2010. We contacted the authors on 8th February 2016 by
email: sullivandennish@uams.edu. We received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk The trial was described as being randomised, but it
was unclear how the sequence was generated


Allocation concealment (selection bias) Low risk “The randomisation process was prepared by the bio-
statistician, using a series of sealed envelopes. Security
(lined) envelopes were used to assure that the assign-
ment could not be read without opening the envelope.
After consent had been obtained and the baseline as-
sessment was completed, the next envelope in order
was opened to reveal the group assignment. Each en-
velope contained a card. The card had the assignment
for treatment or control pre-printed. Space was pro-
vided to enter the patient name and ID as well as the
date, time and person responsible for randomization.
The study nurse completed the card, photocopied it,
and returned the original to the biostatistician as a
check that the randomization process was progress-
ing appropriately. Subjects were randomized to either
treatment or control within blocks to assure that there
were roughly equal numbers of subjects in each group
at the end of the study. The block sizes were randomly
varied to minimize the ability to deduce the assign-
ment for a particular patient before opening the en-
velope” Quote taken from (Avenell 2016).
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Sullivan 2004 (Continued)


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were no dropouts.


Selective reporting (reporting bias) Low risk The trial reported mortality and serious adverse
events.


For-profit bias High risk The trial was funded by Ross Laboratories: “We also
wish to express our appreciation to Ross Laboratories
for supplying the nutritional supplements and the na-
sogastric feeding tubes”


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Summerbell 1993


Methods Randomised clinical trial, UK


Participants 20 hospitalised adults, at nutritional risk due to low levels of albumin
Male:Female = 4:16
Mean age = 87.5 years
Exclusion criteria: none stated


Interventions Experimental group: oral supplement (1365 kJ) twice daily (n = 10)
Control group: no intervention (n = 10)
Co-intervention: normal hospital provision


Outcomes Esterase activity, weight, middle-arm circumference, triceps skinfold thickness


Study dates Not stated


Notes We contacted the authors on 13th December 2015 by email: f.m.williams@ncl.ac.uk.
We received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described
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Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


High risk The dropouts exceeded 5% and the trial did not allow
proper intention-to-treat methodology


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Sustic 2006


Methods Randomised clinical trial, Croatia


Participants 40 hospitalised adults undergoing CABG surgery, at nutritional risk due to being ICU
patients
Male:Female = 30:10
Mean age = 58 years
Exclusion criteria: anamnestic data about diseases of gastroduodenal part of digestive
tract or endoscopic findings confirming gastric or duodenal ulceration in last 5 years; loss
of weight of > 10% in last 3 months or extreme obesity (BMI > 35), diabetes mellitus,
preoperative elevated biochemical parameters of hepatic (ASAT, ALAP, gamma GT and
bilirubin) or renal function (urea, creatinine), preoperative intake of drugs which could
influence gastric motility (cisapride, metoclopramide, erythromycin, dopamine in doses
> 2 µg/kg/min) or the paracetamol absorption test (e.g. NSAID). Serious concomitant
valvular disease, recent myocardial infarction (< 3 weeks), preoperative ejection fraction
< 35% and intraoperative use of intra-aortic balloon pump due to the possible influence
of haemodynamic instability on gastric motility


Interventions Experimental group: Enteral feeding. The participants started with iso-osmolar enteral
feeding through the nasogastric tube 18 hrs after CABG surgery according to the follow-
ing protocol: the first 3 hrs 30 ml/hr, next 3 hrs 50 ml/hr, i.e. with a total of 240 ml after
6 hrs. After 6 hrs of feeding (i.e. 24 hrs after surgery) the gastric supply was stopped. (n
= 20)
Control group: Placebo. Participants received only crystalloid solutions for first 24 hrs.
(n = 20)
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Sustic 2006 (Continued)


Outcomes Plasma paracetamol concentration, gastric motility, venous blood samples and emptying


Study dates Not stated


Notes We contacted the authors on 1st October 2015 and received a reply, see below


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk According to correspondence with the author soft-
ware randomisation was used


Allocation concealment (selection bias) Unclear risk It was unclear from the author’s response, how the
allocation sequence was concealed


Blinding of participants and personnel
(performance bias)
All outcomes


Low risk According to correspondence with the author par-
ticipants and personnel were blinded


Blinding of outcome assessment (detection
bias)
All outcomes


Low risk According to correspondence with the author out-
come assessors were blinded


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported. Correspondence with the author
provided no further information


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Swails 1995


Methods Randomised clinical trial, USA


Participants 25 hospitalised adults with cancer of the oesophagus undergoing elective oesophagogas-
trectomy, at nutritional risk due to major surgery
Male:Female = 17:8
Mean age = 61 years
Exclusion criteria: Undergoing emergency surgery for oesophagogastrectomy or an oe-
sophagogastrectomy performed by surgeons other than a specific doctor
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Swails 1995 (Continued)


Interventions Experimental group: received feeding jejunostomy tube with immediate postoperative
enteral nutrition support. These participants received either a full-strength elemental or
polymeric diet at 10 mL/hr within 24 hrs of operation. The enteral feeding infusion rate
was gradually increased by 10 mL/hr every 12 to 24 hrs until nutritional needs were met
(estimated 25 - 30 kcal/kg body weight and 1.2 - 1.5 g protein/kg body weight). After
contrast radiographic demonstration of an intact anastomosis, they began oral feeding.
(n = 13)
Control group: Standard care. Participants received a conventional intravenous fluid and
electrolyte replacement until postoperative day 4 or 5 when radiographic assessment
demonstrated an intact anastomosis. A clear liquid diet was initially provided and was
gradually progressed over a period of 1 to 3 days to a regular post-oesophagogastrectomy
diet consisting of 6 small meals daily. (n = 12)


Outcomes Length of hospital stay, number of days spent in the ICU, number of days fed enter-
ally or parenterally, postoperative complications including infections, wound healing,
anastomotic leak, wound dehiscence, feeding tube-related complications, caloric intake,
gastrointestinal signs and symptoms


Study dates January 1991 to June 1993


Notes We could find no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were no dropouts.


Selective reporting (reporting bias) Unclear risk The trial reported complications, but not all-cause
mortality. No protocol could be obtained


For-profit bias Unclear risk It was unclear how the trial was funded.
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Swails 1995 (Continued)


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Szeszycki 1998


Methods Randomised clinical trial, USA


Participants 30 hospitalised adults with lymphoma or Ieukaemia undergoing allogenic or autologous
bone marrow transplant, at nutritional risk due to major surgery
Male:Female = 17:13
Mean age = approximately 38 years
Exclusion criteria: not described


Interventions Experimental group: Participants received standard glutamine-free PN, STD-PN pro-
vided calories at 1.3 BEE, (500 kcal/day as fat emulsion) and protein at 1.5 g/kg/day.
PN containing micronutrients alone, without dextrose or amino acids (n = 16)
Control group: Participants received PN containing micronutrients alone, without dex-
trose or amino acids. It provided standard amounts of vitamins, trace elements, elec-
trolytes and 50 kcal/day as fat emulsion (to maintain blinding). Considered to be placebo
(n = 14)


Outcomes Length of hospital stay, infectious complications, non-prophylactic antibiotic adminis-
tration, fever, engraftment, and body weight changes from PN initiation until hospital
discharge. Serum chemistries, electrolyte requirements and oral kcal as wanted and pro-
tein intake during the period of PN infusion


Study dates Not stated


Notes We contacted the authors on 13th December 2015 by email: tzieg01@emory.edu. We
received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk The trial was described as double-blinded. Partici-
pants were blinded but it is unclear whether personnel
were blinded


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk The trial was described as double-blinded, but it was
unclear if the outcome assessors were blinded
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Szeszycki 1998 (Continued)


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk They used intention-to-treat analysis, but did not de-
scribe how they dealt with missing participants


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report all-cause mortality, but they did report adverse
events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Thompson 1981


Methods Randomised clinical trial, USA


Participants 21 hospitalised adults with gastrointestinal cancer and a weight loss > 10 lb over 3 to 6
months prior to admission for major surgery, at nutritional risk due to major abdominal
surgery
Male:Female = 21:0
Mean age = 65 years
Exclusion criteria: not stated


Interventions Experimental group: Parenteral nutrition. Participants received hyperalimentation 8 days
preoperatively, 10 days postoperatively. The intervention consisted of intravenous PN,
with crystalline amino acids in 25% Dextrose beginning at least 5 days preoperatively
and continuing until a regular diet (1500 cal) postoperatively was tolerated. Infusion
rates were to provide 40 - 50 kcal/kg/day or approximately 2000 - 4000 cal per day. (n
= 12)
Control group: standard care (n = 9)


Outcomes Major postoperative complications; abscess, anastomotic leak, wound infection, minor
complications; urinary tract infection, superficial wound infection, prolonged atelectasis
and complications directly related to total parenteral nutrition. Weight, serum albumin
and mortality


Study dates Not stated


Notes We contacted the authors on 13th November 2015 by email: tjulian@wpahs.org. We
received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described
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Thompson 1981 (Continued)


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Low risk The trial reported all-cause mortality and serious ad-
verse events. No protocol could be found


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Tong 2006a


Methods Randomised clinical trial, China


Participants 126 hospitalised adults with gastrointestinal tumour, at nutritional risk due to major
surgery
Male:Female = 62:46
Mean age = 68.2 years
Exclusion criteria: Body weight over or less than 15% of the participants usual body
weight, diabetes and decompensate hyperthyroidism or serious hepatorenal dysfunction
(ALT > 60 U/L, TBiL > 25.7 µmol/L, BUN 10.7 mmol/L, Cre > 132.9 µmol/L) and
haemorrhagic shock


Interventions Experimental group 1: TPN after surgery (50 ml/kg/day, N/Q = 1 g:552 kJ) for intra-
venous drip (n = 45)
Experimental group 2: Enteral nutrient fluids (50 ml/kg/day, N/Q = 1 g : 552 kJ) for
infusion after gastrointestinal fistulation, 500 ml (40 - 50 ml/hr) of the fluids after 1st
24 hrs, 1000 ml (80 - 120 ml/hr) after 48 hrs, and 1500 ml (80 - 120 ml/hr) after 72
hrs. Semi-liquid diet after 6 - 7 days of infusion. (n = 45)
Control group: Conventional therapy of fluid infusion, transition diet after recovery of
intestinal peristalsis (n = 36)


Outcomes Complications, body weight (9 days after treatment)


Study dates Not stated
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Tong 2006a (Continued)


Notes Same as Tong 2006b, but with experimental group 1 vs. control group. We tried
but failed to contact the authors on 23rd September 2015 by phone and email:
surgerytong@yahoo.com.cn.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse event


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Tong 2006b


Methods Randomised clinical trial, China


Participants 126 hospitalised adults with gastrointestinal tumour, at nutritional risk due to major
surgery
Male:Female = 62:46
Mean age = 68.2 years
Exclusion criteria: Body weight over or less than 15% of the participants usual body
weight, diabetes and decompensate hyperthyroidism or serious hepatorenal dysfunction
(ALT > 60 U/L, TBiL > 25.7 µmol/L, BUN 10.7 mmol/L, Cre > 132.9 µmol/L) and
haemorrhagic shock


Interventions Experimental group 1: TPN after surgery (50 ml/kg/day, N/Q = 1 g:552 kJ) for intra-
venous drip (n = 45)
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Tong 2006b (Continued)


Experimental group 2: Enteral nutrient fluids (50 ml/kg/day, N/Q = 1 g : 552 kJ) for
infusion after gastrointestinal fistulation, 500 ml (40 - 50 ml/hr) of the fluids after 1st
24 hrs, 1000 ml (80 - 120 ml/hr) after 48 hrs, and 1500 ml (80 - 120 ml/hr) after 72
hrs. Semi-liquid diet after 6 - 7 days of infusion. (n = 45)
Control group: Conventional therapy of fluid infusion, transition diet after recovery of
intestinal peristalsis (n = 36)


Outcomes Complications, body weight (9 days after treatment)


Study dates Not stated


Notes Same as Tong 2006a, but with experimental group 2 vs. control group


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Vaithiswaran 2008


Methods Randomised clinical trial, India


Participants 63 hospitalised adults undergoing elective upper gastrointestinal surgery, at nutritional
risk due to major abdominal surgery
Male:Female = 51:10 (only analysed participants)
Mean age = 44 years (only analysed participants)
Exclusion criteria: emergency upper gastro-intestinal surgery, comorbid medical condi-
tions (diabetes mellitus, gross renal or hepatic dysfunction), intolerance to milk-based
foods and unresectable tumours


Interventions Experimental group: Early postoperative enteral nutrition through a nasojejunal tube.
The diet was milk-based in a standard feeding protocol with an energy supply of 2296
kcal/day. The diet consisted of: skimmed milk powder 150 g, sugar 50 g, vegetable oil
20 g and whey water to make one litre
12 hrs after surgery the feeding was started according to the protocol:
12 - 24 hours: normal saline and 5% dextrose; 1:3 ratio at 100 ml/hr
24 - 48 hrs: 1 litre of half-strength feed at 50 ml/hr
48 - 72 hrs: 2 litres of half-strength feed at 100 ml/hr
72 hours onwards: 2 litres of full-strength feed/24 hrs
Enteral nutrition was continued until oral feeding was considered tolerable. (n = 32)
Control group: Treament as usual with intravenous fluids (n = 31)


Outcomes Body weight, serum albumin, serum transferrin, bowel sounds, passage of flatus, diar-
rhoea, abdominal cramps, abdominal distension, ileus, wound infection, abdominal ab-
scess, respiratory infection, urinary nitrogen, urinary tract infection, septicaemia, wound
dehiscence, anastomotic leak, respiratory infection, vomiting and length of hospital stay


Study dates Not stated


Notes We contacted the authors on 26th October 2015 by email: Vaithiswaran@gmail.com;
vaithiv@hotmail.com. We received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Patients were randomised into 2 groups using a ran-
dom-number table


Allocation concealment (selection bias) Unclear risk The trial was described as being randomised, but it
was unclear how the allocation was concealed


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described
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Incomplete outcome data (attrition bias)
All outcomes


Unclear risk They did not use intention-to-treat analysis and did
not fully describe how they dealt with missing partic-
ipants


Selective reporting (reporting bias) Unclear risk The trial reported serious adverse events, but not all-
cause mortality. No protocol could be found


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Valdivieso 1987


Methods Randomised clinical trial, USA


Participants 65 hospitalised adults, previously untreated, with small cell bronchogenic carcinoma
admitted for chemotherapy, at nutritional risk according to the trialist
Male:Female = 40:18
Mean age = 59 years


Interventions Experimental group: Intravenous hyperalimentation 500 ml 50% glucose, 500 ml 8.5%
amino acid(n = 30)
Control group: No intervention (n = 35)
Co-intervention: oral nutrition as wanted + chemotherapy


Outcomes Myelosuppresive toxicity, infectious complications, weight, triceps skinfold, mid-upper
arm muscle circumference, days of hospitalisation, survival, remission


Study dates Not stated


Notes The same participants were randomised to prophylactic antibiotics or no prophylactic
antibiotics. The 2 groups of antibiotics could be described as being similar in the 2
groups. We contacted the authors on 23rd June 2015 by email: manuelva@umich.edu.
The author replied that he had left the research environment and could not provide
further information


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described
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Valdivieso 1987 (Continued)


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk There were above 5% dropouts, and the trial did not
use proper methodology to deal with those lost to
follow-up


Selective reporting (reporting bias) Low risk The trial reported mortality and serious adverse
events.


For-profit bias Low risk The trial was funded by a non-profit organisation (Na-
tional Cancer Institute)


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Vermeeren 2004


Methods Randomised clinical trial, the Netherlands


Participants 56 hospitalised adults admitted with acute exacerbation of COPD, at nutritional risk
due to BMI < 22 kg/m2, or a BMI < 25 kg/m2 with > 5% weight loss in 1 month, or >
10% weight loss in 6 months prior to admission to the hospital
Exclusion criteria: Diabetes mellitus 1, thyroid or intestinal diseases or carcinoma


Interventions Experimental group: 3 x 125 ml Respifors/day; 2.38 MJ/day, 20 energy% from protein,
20 energy% from fat and 60 energy% from carbohydrate (n = 29)
Control group: 3 x 125 ml vanilla-flavoured water with 0 MJ/day (n = 27)
Co-intervention: Nutritional intervention was implemented in the standardised usual-
care management of these participants They received standardised hospital diet. Dietetic
consultation was standardised during the study period and they were given 500 ml 5%
glucose infusion


Outcomes Weight, fat-free mass, fat mass, FEV1%, IVC, Pi-max, mean hand-grip strength, quadri-
ceps strength, dyspnoea score, loss of appetite score, early satiety score, bloating score,
fatigue score, readmission to ward


Study dates Not stated


Notes We contacted the authors on 19th August 2015 by email: vermeeren.marja@zonnet.nl.
We received no reply.


Risk of bias
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Vermeeren 2004 (Continued)


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Low risk The trial was double-blinded, and the pack-
ages were described as being similar


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


High risk There were above 5% dropouts, and the
trial did not use proper intention-to-treat
methodology


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial
did not report on all-cause mortality or se-
rious adverse events


For-profit bias High risk The trial was funded by a nutrition com-
pany (Numico Research BV)


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias


Vicic 2013


Methods Randomised clinical trial, Croatia


Participants 101 hospitalised adults with burns covering more than 20% of the body surface, at
nutritional risk due to being in the ICU
Male:Female = 49:52
Mean age = 48 years


Interventions Experimental group: Fed via introduced nasojejunal probe equipped with enteral feeding.
Basal feeding dose was 25 ml liquid enteral preparation each hr. (n = 52)
Control group: Fed in standard manner by mouth (3 standard hospital meals) immedi-
ately after the 1st wound dressing(n = 49)


Outcomes Complete blood count, plasma electrolytes, plasma glucose, urea, creatinine, albumin,
C-reactive protein and transferrin, BMI, complications, death


Study dates Not stated
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Vicic 2013 (Continued)


Notes We contacted the authors on 25th August 2015 by email: vedkovac@inet.hr. We received
no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk “Subjects were divided into two groups using com-
puter randomization process.”


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The trial was not blinded since the participants were
they only ones with tubes


Blinding of outcome assessment (detection
bias)
All outcomes


High risk The trial was not blinded since the participants were
they only ones with tubes


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Low risk There was no protocol. The trial reported compli-
cations and death


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Vlaming 2001


Methods Randomised clinical trial, UK


Participants 549 hospitalised adults who were admitted acutely under the care of general medical,
surgical or orthopaedic teams and were ’thin’ (5% - 10% weight loss or BMI 18 - 22),
at nutritional risk due to anthropometrics
Male:Female = 314:235
Mean age = 66.5 years
Exclusion criteria: Planned admissions to medical or orthopaedic wards or to wards other
than those 15 taking part in the trial, younger than 18, suffering mental illness, if water-
soluble vitamin supplementation was part of their standard treatment, if their admission
would clearly be for 2 days or less, or if they had previously taken part in the trial
For the secondary randomisation to sip-feed supplements, undernourished participants
were excluded if; Their BMI was < 18 or if the unintentional weight loss exceeded 10%,
to allow routine supplementation, were receiving therapeutic diets, e.g. insulin-depen-
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Vlaming 2001 (Continued)


dent diabetes, unable to swallow liquids, or if randomisation was considered clinically
unacceptable
In practice, participants unable to communicate effectively and stroke victims could
not be included because of consent issues. Weight loss, height and weight could not be
documented in all participants.
Under these circumstances the trial dietitians used their overall assessment of the partic-
ipant and their discretion as to whether to randomise participants in the sip-feed study


Interventions Experimental group: 400 ml of a complete sip-feed supplement (Ensure Plus, Abbott
Laboratories Ltd) from the 2nd day (n = 275)
Control group: 400 ml of a placebo drink (n = 274)


Outcomes Length of hospital stay, mortality


Study dates Not stated


Notes We contacted the authors on 8th February 2016 by email: j.powell˙tuck@qmul.ac.uk.
We received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk The envelopes used to conceal the randomisation code
were sealed but not described as opaque


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk It was unclear if the treatment providers were prop-
erly blinded: “The enteral feeds tasted different from
each other and EnsurePlus was familiar to the ward
nurses. The control feed, which tasted medicinal, was
described as an alternative trial feed and we avoided
discussion of which feed was ‘under test’. Nurses were
not discouraged from assuming that it was the new,
unfamiliar feed that was primarily under trial.”


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


High risk There was more than 5% of participants without com-
plete data. “Of 275 patients who received supplemen-
tal active sipfeed 97 had BMI data and 99 weight loss
data and 54 had both.”
“274 patients received the placebo sip-supplement of
whom 101 had BMI data and 76 weight loss data and
44 both, and 133 had either one or other.”
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Vlaming 2001 (Continued)


The pattern of incomplete data could be described as
being different in the 2 groups


Selective reporting (reporting bias) Unclear risk There was no protocol and the trial did not report se-
rious adverse events


For-profit bias High risk The trial received funds from the industry: “We are
grateful also to Abbott Laboratories Ltd (especially Dr
Stephen Coles, Dr Jackie Edington and Ms J Boorman)
who supplied the sip feeds and placebo drinks and pro-
vided supplementary financial”


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Von Meyenfeldt 1992a


Methods Randomised clinical trial, the Netherlands


Participants 151 hospitalised adults with newly-detected, histologically-proven gastric or colorectal
carcinoma requiring surgical treatment, who had not undergone treatment for other
malignant tumours
Male:Female = 93:58
Mean age = 66.5 years
Exclusion criteria: Patients above 80, patients with normal nutritional status,


Interventions Experimental groups:
Group 1 (TPN): Participants in group 1 were planned to receive 150% of BEE, calcu-
lated using the Harris and Benedict equation, as non-protein calories from a parenteral
nutrition stock solution that contained 7g N/l (Synthamin 14) and 25% dextrose. Trace
elements and vitamins (MVI) were added to conform to today’s standards. Electrolytes
were added according to the individual participant’s needs. 500 ml of an intravenous
fat emulsion (Intralipid 20%) was administered at least 3 times a week. Preoperative
nutritional support lasted at least 10 days. (n = 51)
Group 2 (TEN): Participants in group 2 received enteral nutrition (Precitene or Isotein)
for at least 10 days preoperatively either by nasogastric tube or by mouth. Energy intake
was planned to contain 150% of the calculated BEE.(n = 50)
Control group: Group 3: No intervention (underwent immediate operation, which was
assessed as an acceptable control intervention) (n = 50)


Outcomes Mortality, complications


Study dates Not stated


Notes We here report group 1 versus group 3.


Risk of bias
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Von Meyenfeldt 1992a (Continued)


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Not possible


Blinding of outcome assessment (detection
bias)
All outcomes


High risk Not possible


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incom-
plete data was not reported


Selective reporting (reporting bias) Low risk The trial reported mortality and complica-
tions.


For-profit bias High risk The trial was funded by a company that
might have an interest in a given result
(Wander Research and Clintec)


Other bias Low risk The trial appeared free of other bias that
might put it at risk


Von Meyenfeldt 1992b


Methods Randomised clinical trial, the Netherlands


Participants 151 hospitalised adults with newly-detected, histologically-proven gastric or colorectal
carcinoma requiring surgical treatment, who had not undergone treatment for other
malignant tumours
Male:Female = 93:58
Mean age = 66.5 years
Exclusion criteria: Patients above 80, patients with normal nutritional status


Interventions Group 1 (TPN): Participants in group 1 were planned to receive 150% of BEE, calcu-
lated using the Harris and Benedict equation, as non-protein calories from a parenteral
nutrition stock solution that contained 7g N/l (Synthamin 14) and 25% dextrose. Trace
elements and vitamins (MVI) were added to conform to today’s standards. Electrolytes
were added according to the individual participant’s needs. 500 ml of an intravenous
fat emulsion (Intralipid 20%) was administered at least 3 times a week. Preoperative
nutritional support lasted at least 10 days. (n = 51)
Group 2 (TEN): Participants in group 2 received enteral nutrition (Precitene or Isotein)
for at least 10 days preoperatively either by nasogastric tube or by mouth. Energy intake
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Von Meyenfeldt 1992b (Continued)


was planned to contain 150% of the calculated BEE.(n = 50)
Control Group: group 3, who received no intervention (underwent immediate operation,
which was assessed as an acceptable control intervention) (n = 50)


Outcomes Mortality, complications


Study dates Not stated


Notes We here report group 2 versus group 3.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not possible


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not possible


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incom-
plete data was not reported


Selective reporting (reporting bias) Low risk The trial reported mortality and complica-
tions.


For-profit bias High risk The trial was funded by a company that
might have an interest in a given result
(Wander Research and Clintec)


Other bias Unclear risk The trial appeared free of other bias that
might put it at risk


Wang 1996a


Methods Randomised clinical trial, China


Participants 36 hospitalised adults with gastric cardia adenocarcinoma, gastric carcinoma, pancreatic
carcinoma and biliary calculi, at nutritional risk due to open abdominal surgery
Male:Female = 29:7
Mean age = approx 54 years
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Wang 1996a (Continued)


Interventions Experimental group 1: Parenteral nutrition. Central venous infusion at postoperative
day, 105 - 125 KJ/kg/d (25 - 30 kcal/kg/day), 30% - 40% of the nonprotein energy was
provided by fat emulsion (10% intralipid SSPS). Nitrogen 0.12 - 0.15 g/kg/day (7%
Vamin SSPC), Energy:Nitrogen = 170 - 220:1. Total infusion volume was 2500 - 3000
ml nutrition support from the 1st postoperative day, for 7 days in total. (n = 12)
Experimental group 2: Enteral nutrition. Tube-feeding with Compound nutrition el-
ements (Qingdao biochemical and pharmaceutical factory) at postoperative day, with
the same intake of energy and nitrogen as experimental group 1. Peripheral intravenous
infusion with energy and nitrogen from 24 to 48 hrs if the tube-feeding was insufficient.
Total infusion volume was 2500 - 3000 ml nutrition support from the 1st day postop-
erative , for 7 days in total. (n = 12)
Control group: Conventional therapy of peripheral intravenous infusion with glucose
saline 2500 ml, including glucose 175 g, calorie 2926 kJ (700 kcal)/day). Total infusion
volume was 2500 - 3000 ml nutrition support from the 1st day postoperative for 7 days
in total. (n = 12)


Outcomes Body weight


Study dates Not stated


Notes Same as Wong 1996b, but with experimental group 1 vs control group. We tried and
failed to contact the authors by phone


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.
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Wang 1996a (Continued)


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Wang 1996b


Methods Randomised clinical trial, China


Participants 36 hospitalised adults with gastric cardia adenocarcinoma, gastric carcinoma, pancreatic
carcinoma and biliary calculi, at nutritional risk due to open abdominal surgery
Male:Female = 29:7
Mean age = approx. 54 years
Exclusion criteria: Not reported


Interventions Experimental group 1: Parenteral nutrition. Central venous infusion at postoperative
day, 105 - 125 KJ/kg/day (25 - 30 kcal/kg/day), 30% - 40% of the nonprotein energy
was provided by fat emulsion (10% intralipid SSPS). Nitrogen 0.12 - 0.15 g/kg/day (7%
Vamin SSPC), Energy:Nitrogen = 170 - 220:1. Total infusion volume was 2500 - 3000
ml nutrition support from the 1st postoperative day, for 7 days in total. (n = 12)
Experimental group 2: Enteral nutrition. Tube-feeding with Compound nutrition ele-
ments (Qingdao biochemical and pharmaceutical factory) at postoperative day, with the
same intake of energy and nitrogen as the experimental group 1. Peripheral intravenous
infusion with energy and nitrogen from 24 to 48 hrs if the tube-feeding was insufficient.
Total infusion volume was 2500 - 3000 ml nutrition support from the 1st day postop-
erative , for 7 days in total. (n = 12)
Control group: Conventional therapy of peripheral intravenous infusion with glucose
saline 2500 ml, including glucose 175 g, calorie 2926 kJ (700 kcal)/day). Total infusion
volume was 2500 - 3000 ml nutrition support from the 1st day postoperative for 7 days
in total. (n = 12)


Outcomes Body weight


Study dates Not stated


Notes Same as Wang 1996a, but with experimental group 2 vs control group


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.
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Wang 1996b (Continued)


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Wang 1997a


Methods Randomised clinical trial, China


Participants 60 hospitalised adults with oesophageal cancer and cardiac cancer, at nutritional risk due
to gastro-oesophageal surgery
Male:Female = 47:13
Mean age = 58.7 years
Exclusion criteria: Not stated


Interventions Experimental group:
Group 1: Recieved enteral nutrition of about 2.93 kJ/(kg/hr) calories from the 1st day
post-operation, which was gradually increased to 5.44 kJ/(kg/hr) calories until the 4th
day, and then gradually reduced to 3.35 kJ/(kg/hr) calories from the 4th day until the
14th day; including 50 g aminophenol each day. After that conventional fluid infusion
(4.18 kJ/(kg/hr) and 35 g aminophenol was given each day. The course of the treatment
was 14 days. (n = 20)
Group 2: Recieved parenteral feeding of about 2.93 kJ/(kg/hr) calories from the 1st day
post-operation, which was gradually increased to 5.44 kJ/(kg/hr) calories until the 4th
day, and then gradually reduced to 3.35 kJ/(kg/hr) calories from the 4th day until the
14th day, including 50 g aminophenol each day. After that conventional fluid infusion
(4.18 kJ/(kg/hr) and 35 g aminophenol was given each day. The course of the treatment
was 14 days. (n = 20)
Control group: Recieved conventional fluid and electrolyte infusion (about 1673.6 ~
2510.4 kJ calories), from the 1st until 5 ~ 7 days after the operation. They then received a
liquid diet, then gradually received semi-liquid and ended with general food.The course
of the treatment was 14 days. (n = 20)


Outcomes Triceps folds, forearm midpoint circumference, body weight, albumin, transferrin, blood
biochemistry, liver function and the calculation of nitrogen balance


Study dates Not stated
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Wang 1997a (Continued)


Notes Same as Wang 1997c, but with experimental group 1 vs control. We could obtain no
contact information for the authors


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) High risk No protocol could be obtained and the trial did
not report on all-cause mortality and serious adverse
events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Wang 1997b


Methods Randomised clinical trial, China


Participants 60 hospitalised adults with oesophageal cancer and cardiac cancer, at nutritional risk due
to gastro-oesophageal surgery
Male:Female = 47:13
Mean age = 58.7 years
Exclusion criteria: not stated


Interventions Experimental group:
Group 1: received enteral nutrition of about 2.93 kJ/(kg/hr) calories from the 1st day
post-operation, which was gradually increased to 5.44 kJ/(kg/hr) calories until the 4th
day, and then gradually reduced to 3.35 kJ/(kg/hr) calories from the 4th day until the
14th day, including 50 g aminophenol each day. After that conventional fluid infusion
(4.18 kJ/(kg/hr) and 35 g aminophenol was given each day. The course of the treatment
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Wang 1997b (Continued)


was 14 days. (n = 20)
Group 2: received parenteral feeding of about 2.93 kJ/(kg/hr) calories from the 1st day
post-operation, which was gradually increased to 5.44 kJ/(kg/hr) calories until the 4th
day, and then gradually reduced to 3.35 kJ/(kg/hr) calories from the 4th day until the
14th day, including 50 g aminophenol each day. After that conventional fluid infusion
(4.18 kJ/(kg/hr) and 35 g aminophenol was given each day. The course of the treatment
was 14 days. (n = 20)
Control group: received conventional fluid and electrolyte infusion (about 1673.6 ~
2510.4 kJ calories), from the 1st until 5 ~ 7 days after the operation. They then received a
liquid diet, then gradually received semi-liquid and ended with general food.The course
of the treatment was 14 days.(n = 20)


Outcomes Triceps folds, forearm midpoint circumference, body weight, albumin, transferrin, blood
biochemistry, liver function and the calculation of nitrogen balance


Study dates Not stated


Notes Same as Wang 1997a, but with experimental group 2 vs control


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) High risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Wang 2007


Methods Randomised clinical trial, China


Participants 64 hospitalised adults with severe acute pancreatitis, at nutritional risk due to digestive
disorders
Male:Female = 34:30
Mean age = 52 years
Exclusion criteria: Not stated


Interventions Experimental group: Enteral nutrition by nasogastric feeding starting 48 - 96 hrs after
being hospitalised as well as conventional treatment. The course of the treatment was
unclear. (n = 40)
Control group: No intervention(n = 24)
Co-interventions: Conventional treatment including; fasting, gastro-intestinal decom-
pression, PPI due to acid, grease and octreotide Gabay enzyme inhibition, antibiotic
therapy, colloid supplement and traditional Chinese medicine Qingyi Decotion orally


Outcomes The recovery time from symptoms, physical signs and laboratory parameters (white
blood cell count, CRP and serum amylase), changes in body weight and serum albumin,
cost of hospitalisation and length of stay


Study dates Not stated


Notes We tried but failed to contact the authors by phone and email: meteorcloud@yeahnet


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) High risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.
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Wang 2007 (Continued)


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Wang 2011b


Methods Randomised clinical trial, China


Participants 79 hospitalised adult with AIDS, at nutritional risk due to surgery or mechanical venti-
lation
Male:Female = 41:38
Mean age = 38.2 years
Exclusion criteria: diabetes mellitus, hyperthyroidism, severe liver and kidney dysfunc-
tion, CD4 cell count > 200 /µl


Interventions Experimental group:
Enteral nutrition of non-protein calorie 84 kJ/(kg/day), nitrogen 0.2 g/(kg/day). Partic-
ipants received a guaranteed calorie intake every day of 83.6 146.3 kJ/(kg/day). The
course of treatment was 5 ~ 7 days. (n = 46)
Control group: no intervention (n = 33)
Co-interventions: conventional treatment (glucose and saline as intravenous infusion)


Outcomes T lymphocytes (CD3, CD4, and CD8), blood biochemical parameters


Study dates Not stated


Notes We contacted the authors on email: docwang@126.com. We received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk The sequence generation was achieved using a ran-
dom-numbers table


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported
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Wang 2011b (Continued)


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Wang 2013a


Methods Randomised clinical trial, China


Participants 48 hospitalised adults with colorectal cancer, at nutritional risk due to major surgery
Male:Female = 27:21
Age range = 37 - 73 years
Exclusion criteria: Older than 80, received chemotherapy prior to the surgery, serious
organ function disorder, low rectal cancer and having abdominoperineal resection, pallia-
tive operation, or emergency operation, severely obese, fatty or malnourished, metabolic
and endocrine diseases such as hyperthyroidism 7, having Intestinal obstruction, perfo-
ration, or intestinal necrosis


Interventions Experimental group: Enteral nutrition: 500 ml Jevity each day was taken orally from the
1st day of admission to the hospital (500 ml Jevity contained 2196.6 KJ, protein 20 g, fat
17 g, carbohydrate 70 g and dietary fibre 5.3 g). A nasal tube was placed after the surgery,
and water was given at the 1st postoperative day, and if there was no discomfort, 500 ml
Jevity and water were administered on the 2nd postoperative day. From the 3rd day on,
1000 ml Jevity was given with certain nutrition liquid diet until hospital discharge. If
the participants had symptoms like nausea, vomiting or abdominal distention, the dose
of Jevity would be decreased or changed to another kind of nutrient.(n = 24)
Control group: Standard usual care. Participants were administered venous transfusion
after the surgery, and water was given after anal-exsufflation. If there was no discomfort,
the volume of water would be increased and a liquid diet considered. (n = 24)


Outcomes Postoperative exhaust time, hospital stay, treatment charge, bio markers postoperative
complications such as pulmonary infection, the completion rate of nutrition agents


Study dates Not stated


Notes We contacted the authors on 09th December 2015 by phone and by email:
ngds0538@sina.com. We received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk The randomisation method was random table.
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Wang 2013a (Continued)


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Ward 1983


Methods Randomised clinical trial, UK


Participants 8 hospitalised adults with ongoing gastrointestinal oncologic surgery, at nutritional risk
due to major surgery
Male:Female = not stated
Mean age = 69.5 years
Exclusion criteria: none stated


Interventions Experimental group: Enteral feeding of 1800 - 2000 kcal in addition to the hospitals
standard diet (1600 kcal) 7 - 10 days before surgery (n = 8)
Control group: Standard diet (n = 8)


Outcomes Whole-protein turnover and muscle protein synthesis


Study dates Not stated


Notes We found no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described
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Ward 1983 (Continued)


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Not blinded


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk No dropouts


Selective reporting (reporting bias) Unclear risk Not described


For-profit bias High risk Funded by Abbott Laboratories


Other bias Low risk The trial appears to be free of other components that
could put it at risk of bias


Watters 1997


Methods Randomised clinical trial, Canada


Participants 31 hospitalised adults undergoing oesophagectomy or pancreatoduodenectomy, at nu-
tritional risk due to major abdominal surgery
Male:Female = 22:6 (analysed participants only)
Mean age = 62.5
Exclusion criteria: Metastases identified before surgery or at the time of surgery, diabetes
mellitus,and corticosteroid use


Interventions Experimental group: Immediate postoperative enteral feeding (The enteral preparation
provided 4.4 g protein and 445 kJ/100 mL) (n = 15)
Control group: No enteral feeding during the 1st 6 postoperative days (n = 16)
Co-intervention: PEG placement


Outcomes Hand-grip strength, spirometry, serum biochemistry, urine biochemistry, mobility


Study dates Not stated


Notes We could obtain no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk The sequence generation was computer-generated.
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Watters 1997 (Continued)


Allocation concealment (selection bias) Low risk The allocation was concealed in sealed envelopes.


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The participants and personnel were unblinded.


Blinding of outcome assessment (detection
bias)
All outcomes


High risk The outcome assessment was unblinded.


Incomplete outcome data (attrition bias)
All outcomes


High risk There were above 5% dropouts, and the trial did
not allow proper intention-to-treat methodology


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and all-cause mor-
tality was not reported


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Wei 2013


Methods Randomised clinical trial, China


Participants 79 hospitalised adults admitted for the 1st time with gastro-intestinal cancer and dis-
tant metastasis undergoing Capecitabine monotherapy regimen for 2 cycles. They were
younger than 60, KPS score > 60; had normal liver and kidney function, ECG, without
chemotherapy contraindication, at nutritional risk due to trialist indication
Male:Female = 42:37
Mean age = unknown
Exclusion criteria: none stated


Interventions Experimental group: Parenteral and enteral nutrition. The participants were given par-
enteral nutrition support according to gastro-intestinal function. If the oral intake was
less than 60% of normal intake, a 30% fat emulsion injection was used (Intralipid force
in Huarui Pharmaceutical Co. Ltd), as well as amino acid injection (Novamin, SSPC),
fat-soluble vitamins (Zhi Weibao, North China Pharmaceutical Limited by Share Ltd)
, water-soluble vitamins (Soluvit, Huarui Pharmaceutical Co. Ltd), insulin, potassium
chloride and sodium chloride to give parenteral nutrition for 3 14 days. The amount of
enteral nutrition was increased gradually according to gastro-intestinal tolerability, and
reaching complete enteral nutrition when nausea, vomiting and diarrhoea were absent
and the body state allowed for it. The enteral nutrition was given as an emulsion (Sup-
portan, Huarui Pharmaceutical Co. Ltd.), with an initial dosage of 20% to 50% of the
required nutrients
The calorie level was 80 kJ/(kg/day), protein was 1 g/(kg/day), and the ratio of non-
protein calorie versus nitrogen was 100:1. The treatment lasted for 2 cycles of chemo-
therapy. (n = 42)
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Wei 2013 (Continued)


Control group: no intervention (n = 37)
Co-interventions: chemotherapy


Outcomes Nutritional statusKPS, toxic reaction and nosocomial infection rate


Study dates Not stated


Notes We contacted the authors on 21st January 2016 by phone. We received information on
allocation sequence generation


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Random-number table


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Low risk The trial was funded by Special funds of the central
government (2012QN050)


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Wernerman 1986


Methods Randomised clinical trial, Sweden


Participants 16 hospitalised adults admitted for elective abdominal surgery, at nutritional risk due to
major surgery
Male:Female = 7:9
Mean age = 57.2 years
Exclusion criteria: metabolic disease
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Wernerman 1986 (Continued)


Interventions Experimental group: TPN (135 kj/body weight/day, carbohydrates and fat and an amino
acid nitrogen supply)
Control group: treatment as usual (electrolytes only)


Outcomes Polyribosomes/total ribosome, sucrose density gradient, nitrogen balance


Study dates Not stated


Notes We could obtain no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk No dropouts


Selective reporting (reporting bias) Unclear risk No protocol could be obtained.


For-profit bias Low risk The trial was funded by the Swedish Medical Re-
search Council and Trygg-Hansa foundation


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Whittaker 1990


Methods Randomised clinical trial, Canada


Participants 10 hospitalised adults with COPD, at nutritional risk due to being malnourished
Male:Female = 5:5
Mean age = 68 years
Exclusion criteria: Congestive heart failure, clinically unstable, active respiratory infec-
tion, malabsorption or diabetes mellitus
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Whittaker 1990 (Continued)


Interventions Experimental group: Enteral feeding consisting of 1000 kcal/day for 16 days(n = 6)
Control group: Enteral feeding < 100 kcal/day for 16 days (n = 4)


Outcomes Weight, pulmonary function test


Study dates Not stated


Notes We contacted the authors were contacted on 9th December 2015 by email:
swhittaker@telus.net. We received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk No dropouts


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did
not report on all-cause mortality or serious adverse
events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Williams 1983


Methods Randomised clinical trial, UK


Participants 14 hospitalised adults with squamous cell carcinoma of the oesophagus, at nutritional
risk according to the trialist
Exclusion criteria: unable to swallow their saliva at presentation
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Williams 1983 (Continued)


Interventions Experimental group: fine-bore enteral feeding (2400 ml of Isocal/24 hrs. (n = 7) Each
litre = 33 g protein, 42 g of fat, 125 g carbohydrate) for 6 weeks
Control group: no intervention (n = 7)
Co-interventions: standard ward diet


Outcomes Potassium, weight change


Study dates Not stated


Notes The trial found that very few of the experimental group had received the standard ward
diet, because of the supplementary enteral feeding
The trial was terminated before it was finished, due to an increased effect of the exper-
imental group. We contacted the authors by email:john.fenwick@ccotrust.nhs.uk. We
received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Not blinded. Only the experimental group received
tube-feeding


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report serious adverse events or mortality


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias
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Williams 1985


Methods Randomised clinical trial, unknown country.


Participants 64 hospitalised adults with acute alcoholic hepatitis, at nutritional risk defined by trialist
Male:Female = 31:33
Mean age = 49 years
Exclusion criteria: hepatocellular carcinoma


Interventions Experimental group: 2 litres daily of liquid diet providing, regardless of encephalopathy,
approximately 2000 nonprotein kcal and 10 g nitrogen as 65 g of conventional protein
administered enterally for 3 weeks (n = 21)
Control group: No intervention (n = 22)
Co-intervention: The control diet yielded < 22 mol sodium, 1800 - 2400 kcal and 70
- 100 g protein. The adults receiving only the control diet were given vitamin K i.v.
(10 mg x 3) and were subsequently managed with protein restriction (to 40 or 60 g) if
indicated for control of encephalopathy, and by intravenous infusion of 5 - 20% dextrose
solutions if temporarily unable to take food orally


Outcomes Mortality, complications, hepatic function (prothrombin time), indices of malnutrition
and nitrogen balance


Study dates Not stated


Notes “The authors were not contacted since dr. Calvey died several years ago and no additional
data was available” (Koretz 2012).


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incom-
plete data was not reported


Selective reporting (reporting bias) Low risk The trial reported mortality and complica-
tions.
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Williams 1985 (Continued)


For-profit bias Low risk The trial was supported by the Joint Re-
search Committee of King’s College Hos-
pital and Medical School


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias


Williford 1991


Methods Randomised clinical trial, USA


Participants 459 hospitalised adults undergoing major abdominal or thoracic surgery, at nutritional
risk according to Nutritional Risk Index (NRI)
Male:Female = 455:4
Mean age = 62.9 years


Interventions Experimental group: 7 - 15 days preoperative TPN (n = 231)
Control group: No preoperative TPN. After 72 hrs if clinically indicated (n = 228)


Outcomes Complications, all-cause-mortality


Study dates Not stated


Notes We could find no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk The sequence was randomly computer-generated.


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


High risk There were above 5% dropouts, and the trial did not
allow proper intention-to-treat methodology


Selective reporting (reporting bias) Low risk The outcomes were as stated in the protocol.
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Williford 1991 (Continued)


For-profit bias High risk The trial was funded by Armour Pharmaceutical.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Wood 1989a


Methods Randomised clinical trial, USA


Participants 55 hospitalised adult men undergoing routine major surgery, at nutritional risk due to
major surgery
Male:Female = 55:0
Mean age = 54 years
Exclusion criteria: none stated


Interventions Experimental group 1: TPN (90 g of crystalline amino acids, 3000 calories as glucose a
day) from 2 weeks prior to surgery until 1 week after surgery (n = 10)
Experimental group 2: parenteral nutrition 90 g amino acids a day (n = 15)
Experimental group 3: parenteral nutrition: peripheral parenteral nutrition (90 g amino
acids plus 1600 calories, 60% as fat a day)(n =15)
Control group: treatment as usual (100 g glucose) (n = 15)


Outcomes Nitrogen balance, maintenance of body cell mass, serum albumin levels, exercise capacity


Study dates Not stated


Notes Group 1 could not be used in the analysis, since this group was not properly randomised
(they had to have a certain degree of malnutrition, before being randomised to this
group)


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described
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Wood 1989a (Continued)


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk Not described


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report mortality or serious adverse events


For-profit bias Low risk The trial was funded by the Veterans Affairs Admin-
istration.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Wood 1989b


Methods Randomised clinical trial, USA


Participants 55 hospitalised adult men undergoing routine major surgery, at nutritional risk due to
major surgery
Male:Female = 55:0
Mean age = 54 years
Exclusion criteria: none stated


Interventions Experimental group 1: total parenteral nutritionTPN (90 g of crystalline amino acids, 3,
000 calories as glucose pera day) from 2 weeks prior to surgery until 1 week after surgery.
(n = 10)
Experimental group 2: parenteral nutrition 90 g amino acids pera day (n = 15)
Experimental group 3: parenteral nutrition: peripheral parenteral nutrition (90 g amino
acids plus 1,600 calories, 60% percent as fat pera day).(n =15)
Control group: treatment as usual (100 g glucose) (n = 15)


Outcomes Nitrogen balance, maintenance of body cell mass, serum albumin levels, exercise capacity


Study dates Not stated


Notes Group 1 could not be used in the analysis, since this group was not properly randomised
(they had to have a certain degree of malnutrition, before being randomised to this
group)


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described
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Wood 1989b (Continued)


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk Not described


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report mortality or serious adverse events


For-profit bias Low risk The trial was funded by the Veterans Affairs Admin-
istration.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Woolfson 1989


Methods Randomised clinical trial, UK


Participants 122 hospitalised adults with major thoracal/abdominal surgery
Male:Female = 86:36
Mean age= 62.5 years
Exclusion criteria: Unable to give consent (or refused), chronic renal or hepatic disease,
diabetes mellitus requiring regular insulin treatment. Any use of systemic corticosteroids
in the month prior to operation


Interventions Experimental group: Parenteral nutrition (Glucose: 9.2 g/kg previous body weight/24
hrs (35 kcal/kg/24 hrs); Amino-acids as FreAmine II*: (1 mg amino-acid N/175 kcal/
non-N energy); Intralipid 20%: 500 ml on days 2 and 5; Sodium: 150 mmol/24 hrs
plus replacement of any significant extra-renal losses.
Potassium: 50 mmol/24 hrs, plus 5 mmol/g N, plus replacement of any significant extra-
renal losses. Phosphate: 30 mmo1/24 hrs. Micronutrients: Addamel* 1 ampoule/day
Solvito* 1 ampoule/day Folate 5 mg/day Vitlipid* 1 ampoule/bottle Intralipid. Water:
The total volume was made up to 2.5 - 3 L according to clinical indications. This was
kept constant during the study period.
Any other solutions (non-nutrient) were allowed at the discretion of the surgical team,
and were recorded if given. (n = 62)
Control group: The basic solutions used in each participant were 1000 ml 0.9”” saline,
and 2000 ml 5’j, glucose. All the other electrolytes and additives were given, calculated
as if the participants were being fed. (n = 60)


Outcomes Any death, duration of hospital stay, complications, weight, anastomotic leakage, triceps
skinfold, general progress, arm muscle circumference


374Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Woolfson 1989 (Continued)


Study dates Not stated


Notes We could find no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Random-numbers table


Allocation concealment (selection bias) Unclear risk Short block sequence made it unclear if the investiga-
tors could foresee the allocation sequence


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Although there was blinding the administration of In-
tralipid was not sufficiently described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk The assessment was blinded but it was not stated who
did the calculations and analyses and if they were
blinded


Incomplete outcome data (attrition bias)
All outcomes


High risk There were above 5% missing data for weight and the
trial did not account for the missing data


Selective reporting (reporting bias) Low risk All clinical relevant outcomes were reported, despite no
protocol published


For-profit bias High risk Funded by Boots UK.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Wu 2007a


Methods Randomised clinical trial, China


Participants 646 hospitalised adults with gastrointestinal cancer, at nutritional risk due to gastro-
colorectal surgery
Male:Female = 366:280
Mean age = 62 years
Exclusion criteria: severe liver function damage (Child.Pugh class B), severe impair-
ment of renal function (serum creatinine 265.2 mol/L or needed haemodialysis), se-
vere respiratory dysfunction (arterial PaO2 70 mmHg), severe impairment of cardiac
function (NYHA class 3), already infected, (temperature 37.6 °, WBC 11.0 x 109/
L or bacteraemia), immune deficiency or damage (after radiotherapy or chemotherapy
or WBC 2.0 × 109/L)
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Wu 2007a (Continued)


Interventions Experimental group:
Group 1: enteral nutrition of 125.5 kJ (30 cal)/(kg/day), 0.25 g/(kg/day) nitrogen. The
course of the treatment was 7 days. (n = 215)
Group 2: parenteral nutrition of 125.5 kJ (30 cal)/(kg/day), 0.25 g/(kg/day) nitrogen,
electrolyte, microelements and vitamins. The course of the treatment was 7 days. (n =
215)
Control group: Conventional fluid infusion (5% and 10% glucose and electrolytes) until
they resumed normal eating ( 43.9 ~ 13.4) kJ (10.5 ~ 3.2) kcal/(kg/day). The course of
the treatment was unclear. (n = 216)


Outcomes Triceps folds, forearm midpoint circumference, body weight, albumin, transferrin, blood
biochemistry, liver function and the calculation of nitrogen balance. Postoperative com-
plications, mortality, serious adverse events, morbidity, postoperative length of hospital
stay and weight change


Study dates Not stated


Notes Same as Wu 2007b, but with group 1 vs control. We found no contact information for
the authors


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk The sequence generation was achieved using com-
puter random-number generator


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained.


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Wu 2007b


Methods Randomised clinical trial, China


Participants 725 hospitalised adults with gastro-intestinal cancer, at nutritional risk due to gastro-
colorectal surgery
Male:Female = 366:280
Mean age = 62 years
Exclusion criteria: severe liver function damage (Child.Pugh class B), severe impair-
ment of renal function (serum creatinine 265.2 mol/L or need haemodialysis), severe
respiratory dysfunction (arterial PaO2 70 mmHg), severe impairment of cardiac func-
tion (NYHA class 3), already infected (temperature 37.6 °, WBC 11.0 x 109/L
or bacteraemia), immune deficiency or damage (after radiotherapy or chemotherapy or
WBC 2.0 × 109/L)


Interventions Experimental group:
Group 1:Enteral nutrition of 125.5 kJ (30 cal)/(kg/day), 0,25 g/(kg/day) nitrogen. The
course of the treatment was 7 days. (n = 215)
Group 2: parenteral nutrition of 125.5 kJ (30 cal)/(kg/day), 0.25 g/(kg/day) nitrogen,
electrolyte, microelements and vitamins. The course of the treatment was 7 days. (n =
215)
Control group: Conventional fluid infusion (5% and 10% glucose and electrolytes) until
resume normal eating (43.9 ~ 13.4) kJ (10.5 ~ 3.2) kcal/(kg/day). The course of the
treatment was unclear. (n = 216)


Outcomes Triceps folds, forearm midpoint circumference, body weight, albumin, transferrin, blood
biochemistry, liver function and the calculation of nitrogen balance. Postoperative com-
plications, mortality, serious adverse events, morbidity, postoperative length of hospital
stay and weight change


Study dates Not stated


Notes Same as Wu 2007a, but with group 2 vs control


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk The sequence generation was achieved using com-
puter random-number generator


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


377Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Wu 2007b (Continued)


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained.


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Xie 2014


Methods Randomised clinical trial, China.


Participants 120 hospitalised adults, at nutritional risk due to being frail elderly with hip fracture
Male:Female = 66:54
Mean age = 69
Exclusion criteria: Not stated


Interventions Experimental group:
Received early enteral nutrition. Stomach tube was inserted within 24 - 48 hrs after
surgery, and a small dose of fluid diet was given. If there was no obvious gastric retention,
the diet was provided 48 hrs after surgery, started with ¼ of required volume, and
increased by ¼ volume, so that at the 6 - 7-day the intake reached full volume, i.e. 2500
mL ± 500 mL. (n = 60)
Control group: No treatment (n = 60)
Co-intervention: Intravenous drip of Esomeprazole 40 mg + saline 100 ml, twice a day


Outcomes Gastric juice PH, gastroscopic mucosa pathological variation, albumin, pre-albumin,
total protein, weight, digestive complications and adverse events


Study dates Not stated


Notes We tried and failed to contact the authors by phone and by email: 1339946939@qq.com.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.
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Xie 2014 (Continued)


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk We found no protocol and the trial did not report
serious adverse events or all-cause mortality


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Xu 1998a


Methods Randomised clinical trial, China


Participants 32 hospitalised elderly adults admitted for gastro-oesophageal, small intestine, colorectal
surgery, at nutritional risk due to major surgery
Male:Female = 19:13
Mean age = 67.6 years
Exclusion criteria: none stated


Interventions Experimental group: Parenteral nutrition of 104.5 ~ 146.4 kJ/(kg/day), 0.15 ~ 0.24 g/
(kg/day) nitrogen, 10% KCL 30 ml, 10% NaCL 40 ml, glucose, vitamin and exogenous
insulin. The course of treatment was 7 days. (n = 16)
Control group: conventional fluid infusion (the detailed composition of conventional
fluid infusion and treatment course were unclear) (n = 16)


Outcomes Body weight, 24-hr urinary nitrogen excretion, serum albumin, siderophilin, pre-albu-
min, total lymphocyte count, nitrogen balance and morbidity


Study dates Not stated


Notes We found no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described
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Xu 1998a (Continued)


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) High risk The outcomes stated in the protocol are not re-
ported.


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Xu 2003


Methods Randomised clinical trial, China


Participants 40 hospitalised adults with oesophageal cancer, at nutritional risk due to gastroenterologic
surgery
Male:Female = 28:12
Mean age = 45.6 years
Exclusion criteria: abnormal function or disorder of the liver and kidney, metabolic
disease


Interventions Experimental group: Nutrison Fibre enteral nutrition. Started on the 1st day after the
surgery. The course of the treatment was unclear. (n = 20)
Control group: Traditional Nutrison Fibre enteral nutrition. Started when the intestinal
function began to recover. The course of the treatment was unclear. (n = 20)


Outcomes All-cause mortality, serious adverse events, biomarkers, vital signs, recovery of gastroin-
testinal function and morbidity


Study dates Not stated


Notes We could find no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described
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Xu 2003 (Continued)


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, but the trial reported
on all-cause mortality and serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Yamada 1983


Methods Randomised clinical trial, Japan


Participants 34 hospitalised adults who had undergone gastrectomy, at nutritional risk due to major
abdominal surgery
Male:Female = Not described
Exclusion criteria: older than 70


Interventions Experimental group: TPN (24% glucose and 12% crystalline amino acids) with appro-
priate amounts of salts and minerals started on the 4th day after the surgery and contin-
ued for 14 days(n = 18)
Control group: no intervention (n = 16)
Co-interventions: 5-Fluorouracil, no oral restriction


Outcomes Mortality, complications, weight, serum values


Study dates


Notes We found no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described
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Yamada 1983 (Continued)


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk No incomplete data


Selective reporting (reporting bias) Low risk No protocol could be obtained but the trial did report
all-cause mortality and major complications


For-profit bias Low risk Supported by grants by the Japanese Ministry of
Health and Welfare


Other bias Low risk The trial appears to be free of other components that
could put it at risk of bias


Yang 1996


Methods Randomised clinical trial, China


Participants 21 hospitalised adults with gastric ulcer and cancer, at nutritional risk due to gastric
surgery
Male:Female = 13:8
Mean age = 48.9 years
Exclusion criteria: not stated


Interventions Experimental group: from the 1st day after operation, the participants received Nutrison
enteral nutrition (418 kJ calorie, 4.0 g protein, 3.9 g fat, 12.3 g carbohydrate per 100
ml). The intake was 500 ml at the beginning and increased with 500 ml a day, until it
reached 2000 ml/day. The course of the treatment was 7 days. (n = 11)
Control group: No intervention Liquid diet was started on the 3rd ~ 5th day. (n = 10)
Co-interventions: Conventional fluid infusion to maintain water, electrolyte balance.
Blood transfusion was given as needed


Outcomes Serious adverse events, morbidity, urea nitrogen, nitrogen balance, plasma protein, T
cell subsets and NK cell activity were calculated, body weight


Study dates Not stated


Notes We found no contact information for the authors.


Risk of bias
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Yang 1996 (Continued)


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk The numbers and reasons for the withdrawals and
dropouts were clearly stated


Selective reporting (reporting bias) Unclear risk No protocol could be obtained. The trial reported
on serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Yie 1996


Methods Randomised clinical trial, China


Participants 83 hospitalised adults with carcinoma of oesophagus and cardia, at nutritional risk due
to gastro-oesophageal surgery
Male:Female = 59:24
Mean age = 55 years
Exclusion criteria: Heart, lung, liver, kidney or endocrine diseases


Interventions Experimental group:
Group 2: Based on the conventional treatment, enteral nutrition (homemade ho-
mogenate liquid made of: rice, lean meat, egg, carrot, milk powder, sugar, etc.) was
started from the 5th ~ 6th day after the surgery. The treatment course was about 6 to 10
days (average 7 days). The average calorie supply was 3562 KJ. (n = 16)
Control group: conventional fluid infusion through peripheral vein from the 1st day
after surgery; the liquid volume was about 3000 ml; the calories were about 3562 KJ (n
= 37)


Outcomes Reduced weight/ideal body weight, BMI, morbidity and the times of stool after EN


Study dates Not stated
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Yie 1996 (Continued)


Notes We did not include group 1 as the experimental group received an elemental diet. We
found no contact information for the authors


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained.


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Yin 1994


Methods Randomised clinical trial, China.


Participants 25 hospitalised adults with advanced gastric cancer and undergoing surgery, at nutrition
risk due to having major surgery
Male:Female = 13:12
Mean age = 61 years


Interventions Experimental group: participants received intravenous nutrition through vein catheteri-
sation 5 days before the operation. The amount of nitrogen was 0.15 g/kg/day, and non-
protein calorie 28 kcal/kg/day, added with insuline, potassium chloride and moderate
vitamins and microelements. (n = 6)
Control group: no intervention (n = 6)
Co-interventions: chemotherapy


Outcomes Serum pre-albumin, transferrin, NK and LAK cell viability and FCM analysis
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Yin 1994 (Continued)


Study dates Not stated


Notes We tried but failed to contact the authors by phone.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did
not report on all-cause mortality or serious adverse
events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Young 1989a


Methods Randomised clinical trial, UK


Participants 30 hospitalised adults with gastro-intestinal neoplasms, at nutritional risk due to having
lost more than 5 kg of weight over the last 3 months
Male:Female = 21:9
Mean age = 65 years


Interventions Experimental group:
Group A) IVN for 3 days (0.18 g N/kg/day as amino acid; 30 kcal/kg/day as glucose)(n
= 10)
Group B) IVN for 7 days (n = 10)
Control group: Standard hospital diet (n = 10)
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Young 1989a (Continued)


Outcomes Plasma proteins, plasma amino acids, liver protein synthesis rate


Study dates Not stated


Notes Same trial as Young 1989b with the results from experimental Group (A) vs control. We
could obtain no contact information for the authors


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) High risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Young 1989b


Methods Randomised clinical trial, UK


Participants 30 hospitalised adults with gastro-intestinal neoplasms, at nutritional risk due to having
lost more than 5 kg of weight over the last 3 months
Male:Female = 21:9
Mean age = 65 years


Interventions Experimental group:
Group A) IVN for 3 days (0.18 g N/kg/day as amino acid; 30 kcal/kg/day as glucose)
(n = 10)
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Young 1989b (Continued)


Group B) IVN for 7 days (n = 10)
Control group: Standard hospital diet (n = 10)


Outcomes Plasma proteins, plasma amino acids, liver protein synthesis rate


Study dates Not stated


Notes Same trial as Young 1989a with the results from experimental Group (B) vs control


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Zareba 2013a


Methods Randomised clinical trial, Poland


Participants 75 hospitalised adults undergoing elective gastric and large intestine cancer surgery, at
nutritional risk due to major surgery
Male:Female = 38:37
Mean age = 66 years
Exclusion: frank diabetes; preoperatively-diagnosed resistance to insulin; stomach emp-
tying disorders, undernourishment (according to SGA and NRS 2002)
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Zareba 2013a (Continued)


Interventions Experimental group:
Group II: 25 participants who received an “all in one” type of TPN for 5 days prior
to surgical procedure. The mixture contained carbohydrates (glucose solutions), lipids
(lipid emulsions) and amino acid solutions. Vitamins, 10% NaCl-20ml, 15% KCl-10ml,
20% MgSO4-4ml and microelements were added to the TPN bag. Total energy value
was 10 kcal/kg of body weight. (n = 25)
Control group: Received no preparations influencing the perioperative insulin resistance
level (n = 25)
Co-intervention: They had standard hospital meals for 4 days prior to the surgery


Outcomes Insulin resistance level


Study dates “Between 2008-2009”


Notes Same trial as Zareba 2013b but with group I vs II We contacted the authors on 25th
September 2015 by email: nikt00@gazeta.pl. We received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Trial was not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


High risk Trial was not blinded


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did
not report on all-cause mortality or serious adverse
events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Zareba 2013b


Methods Randomised clinical trial, Poland


Participants 75 hospitalised adults undergoing elective gastric and large intestine cancer surgery, at
nutritional risk due to major surgery
Male:Female = 38:37
Mean age = 66 years
Exclusion: frank diabetes; preoperatively-diagnosed resistance to insulin; stomach emp-
tying disorders, undernourishment (according to SGA and NRS 2002)


Interventions Experimental group:
Group III: 25 participants who received standard hospital diet and TPN (with the
same ingredients and energy value as in group II), as well as prior to the surgery; oral
preoperative preparation. The evening before the surgery, the participants were given
800 ml of the preparation and 400 ml again on the actual day of the surgery (but no
later than 2 hours prior to the start of surgery) (n = 25)
Control group: Received no preparations influencing the perioperative insulin resistance
level (n = 25)
Co-intervention: They had standard hospital meals for 4 days prior to the surgery


Outcomes Insulin resistance level


Study dates “Between 2008-2009”


Notes Same trial as Zareba 2013a but with group I vs III. We contacted the authors on 25th
September 2015 by email: nikt00@gazeta.pl. We received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Trial was not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


High risk Trial was not blinded.


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report all-cause mortality or serious adverse events
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Zareba 2013b (Continued)


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Zeiderman 1989a


Methods Randomised clinical trial, UK


Participants 30 hospitalised adults undergoing elective resection of a gastrointestinal cancer who had
lost more than 5 kg in weight over the previous 3 months, at nutritional risk due to a
weight loss of 5% during the last 3 months
Male:Female = 21:9
Mean age = 69 years
Exclusion criteria: weight loss of < 5 kg in the 3 months prior to admission or uncertainty
about change in body weight


Interventions Experimental group 1: Intravenous nutrition for 3 days before operation. The feeding
regimen consisted of glucose infused at a rate of 126 kJ/kg body weight/day and amino
acids (FreAmine III, Boots Co. plc, Nottingham, UK) infused at 0.18 g nitrogen/kg/24
hrs (1 g protein/kg/day). In addition, 10 ml of multivitamin solution (Multibionta, E.
Merck, Hampshire, UK) and 5 ml of trace element solution (Pharmacy Department,
Leeds General Infirmary) were infused daily. Electrolytes were provided as required, ac-
cording to daily measurements of the plasma concentrations. In order to replete essential
fatty acids, and in keeping with the standard hospital regimen, fat emulsion (500 ml
of 20% ‘Intralipid’, KabiVitrum, Ealing, UK) was given on the 1st day only, with an
equicaloric reduction in the amount of glucose provided. (n = 10)
Control group: no intervention (n = 10)
Co-interventions: Hospital diet (HD group): free access to routine diet for 7 days before
operation


Outcomes Weight, height, mid-arm circumference and hand-grip strength. Skin-fold thickness was
measured at 3 sites (biceps, triceps and subcapsular). Haematological and immunological
variables. Biochemical determinations. Preoperative determination of protein synthetic
rate in vitro


Study dates Not stated


Notes Same as Zeiderman 1989a, comparing experimental group 1 and control group. We
could obtain no contact information for the authors


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described
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Zeiderman 1989a (Continued)


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias High risk The trial was supported by Boots Company PLC.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Zeiderman 1989b


Methods Randomised clinical trial, UK


Participants 30 hospitalised adults undergoing elective resection of a gastrointestinal cancer who had
lost more than 5 kg in weight over the previous 3 months, at nutritional risk due to a
weight loss of 5% during the last 3 month.
Male:Female = 21:9
Mean age = 69 years
Exclusion criteria: Weight loss of < 5 kg in the 3 months prior to admission or uncertainty
about change in body weight


Interventions Experimental group 2: Intravenous nutrition for 7 days before operation. The feeding
regimen consisted of glucose infused at a rate of 126 kJ/kg body weight/day and amino
acids (FreAmine III, Boots Co. plc, Nottingham, UK) infused at 0.18 g nitrogen/kg/24
hrs (1 g protein/kg/day). In addition, 10 ml of multivitamin solution (Multibionta, E.
Merck, Hampshire, UK) and 5 ml of trace element solution (Pharmacy Department,
Leeds General Infirmary) were infused daily. Electrolytes were provided as required, ac-
cording to daily measurements of the plasma concentrations. In order to replete essential
fatty acids, and in keeping with the standard hospital regimen, fat emulsion (500 ml
of 20% ‘Intralipid’, KabiVitrum, Ealing, UK) was given on the 1st day only, with an
equicaloric reduction in the amount of glucose provided. (n = 10)
Control group: no intervention(n = 10)
Co-interventions: Hospital diet (HD group): free access to routine diet for 7 days before
operation
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Zeiderman 1989b (Continued)


Outcomes Weight, height, mid-arm circumference and hand-grip strength. Skin-fold thickness was
measured at 3 sites (biceps, triceps and subcapsular). Haematological and immunological
variables. Biochemical determinations. Preoperative determination of protein synthetic
rate in vitro


Study dates Not stated


Notes Same as Ziederman 1989a, comparing experimental group 2 and control group


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias High risk The trial was supported by Boots Company PLC.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Zelic 2012


Methods Randomised clinical trial, Croatia


Participants 40 hospitalised adults with colon, upper rectal or rectosigmoid cancer undergoing surgery,
at nutritional risk due to major abdominal surgery
Male:Female = 24:16
Mean age = 69 years
Exclusion criteria: Previous operations, metastatic disease, diabetes mellitus, BMI > 30,
ASA grade III - IV, conditions that might impair gastrointestinal motility, gastro-oe-
sophageal reflux, potential difficulty with airway management
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Zelic 2012 (Continued)


Interventions Experimental group: Carbohydrate-rich beverage (12.5 g/100 mL carbohydrate, 12%
monosaccharide, 12% disaccharides, 76% polysaccharides, 285 mosmol/k;Nutricia
Preop; Numico, Zoetermeer, Netherlands) ingested 800 mL the evening before surgery
and 400 mL 2 hours before surgery(n = 20)
Control group: Standard preoperative regime(n = 20)


Outcomes IL-10, IL-6, morbidity


Study dates


Notes We contacted the authors on 14th October 2015 by email: zelicm@medri.hr. We received
no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk The trial was described as being randomised but
only stated that it used the “closed envelope tech-
nique”


Allocation concealment (selection bias) Unclear risk The trial was described as being randomised but
only stated it used the “closed envelope technique”


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The trial stated it was blinded but “the investiga-
tor was informed of the allocation, being responsi-
ble for the preoperative information of the partici-
pants”


Blinding of outcome assessment (detection
bias)
All outcomes


Low risk The trial gave the impression that the outcome as-
sessors were blinded


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk There was no protocol and the trial did not report
all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Zhang 2013


Methods Randomised clinical trial, China


Participants 100 hospitalised adults with viral hepatitis, and alcoholic liver disease, at nutritional risk
according to the trialist
Male:Female = 80:20
Mean age = 49 years
Exclusion criteria: Upper gastro-intestinal haemorrhage within 2 weeks before admis-
sion, uncontrolled diabetes, malignant tumour, clinical manifestations of hepatic en-
cephalopathy, clear infection, antiviral indications of hepatitis B cirrhosis in the preven-
tion and treatment guidelines of chronic hepatitis (2010 version), but did not want to
or could not receive nucleoside analogue antiviral treatment


Interventions Experimental group:
Enteral nutrition: Weekly recipes were prepared with 35 ~ 40 kcal/(kg/day) , 1.2 ~ 1.5
g/(kg/day) protein, 0.8 ~ 1.2 g/(kg/day) amino acid and 350 ~ 500 g/day carbohydrate.
Additionally supplemented vitamins A, D, e, K, B and Se, were included on the 4th day
in the daily meals. They were given yoghurt (or hot milk) of 100 ml and 15 g Noveliver
compound protein granule (purchased from the Global Partner of Institute for Liver
Cell Media, Myer Otec Co. California USA, which contained 18 kinds of amino acids
including all essential amino acids, and folic acid, selenium, etc.) at bedtime. Nutrition
intervention lasted for 4 weeks.(n = 50)
Control group: Conventional diet(n = 50)
Co-interventions: Protecting liver therapy and antiviral therapy


Outcomes Triceps skin fold, BMI, mid-arm circumference, mid-arm muscle circumference,
self-conscious symptoms, growth and decline of ascites, Albumin, pre-albumin,
cholinesterase, transaminase and bilirubin, blood coagulation index, HBV DNA and
complications


Study dates Not stated


Notes We contacted the author by phone and received information on mortality, follow-up
length, and funding


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk The author told us that he could not remember the
specific method of randomisation


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.
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Zhang 2013 (Continued)


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Low risk The trial was funded by Major special projects
of science and technology bureau of Changchun
(10SF05)


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Zhao 2014


Methods Randomised clinical trial, China


Participants 64 hospitalised adults with acute non-lymphocytic leukaemia, at nutritional risk accord-
ing to trialist indication
Male:Female = not stated
Mean age = 32.8 years
Exclusion criteria: acute disease exacerbation; chronic diseases such as concomitant with
diabetes, hypertension, liver and kidney dysfunction; concomitant with serious allergy
and other immune system diseases; pregnant or lactating; within 6 months after surgery;
end-stage leukaemia


Interventions Experimental group: Standard nutrition support provided to the participants with es-
tablished nutrition risk (NRS-2002 ≥ 3) during the next chemotherapy course. The
participants should have high protein and high energy intake 3 days before and 1 week
after chemotherapy, which was achieved with oral Enteral Nutritional Powder (TP) 40
g.
The nutrition support protocol of “allowable intake inadequacy” of relatively lower
energy (80% of required energy) should consist of oral Enteral Nutritional Powder (TP)
30 g, twice a day, as supplementation.(n = 32)
Control group: Standard hospital diet(n = 32)


Outcomes Prealbumin, haemoglobin, red blood cell, albumin, total protein, BMI


Study dates Not stated


Notes We had trouble understanding the language in this trial, hence limited descriptions. We
contacted the authors on 25th September 2015 by email: zhuzhiming6542@sina.com.
We received no reply
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Zhao 2014 (Continued)


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report all-cause mortality or serious adverse events


For-profit bias Low risk Trial was supported by the Creative Foundation of
Navy General Hospital (CX201113)


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Zheng 2001a


Methods Randomised clinical trial, China


Participants 135 hospitalised adults with chronic damage in hepatic function receiving surgical treat-
ment, at nutritional risk according to trialist classification
Male:Female = not reported
Mean age = unknown
Exclusion criteria: No other diease except the primary disease affecting the metabolism


Interventions Experimental group: In the EN group, Nutrison Fibre was selected. After the participants
had received PN for 2 days EN was started on the 3rd day post-operatively through the
jejunostomy tube. 1st day was given 500 mL Nutrison fibre. If there was no malaise, 500
mL dose would be increased each day until the volume of 1500 mL/day was reached,
while the PN was decreased until it was substituted by EN. This dose was given for at
least 7 days. (n = 30)(n = 10)
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Zheng 2001a (Continued)


Outcomes Lactulose/mannitol ratio, weight, circumference of upper arm, liver function, kidney
function and electrolyte markers


Study dates Not stated


Notes Same trial as Zheng 2001b but with the enteral group. We could obtain no contact
information for the authors


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk There was only 1 dropout.


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Zheng 2001b


Methods Randomised clinical trial, China


Participants 76 hospitalised adults with chronic damage in hepatic function receiving surgical treat-
ment, at nutritional risk according to trialist classification
Male:female =
Mean age = unknown


Interventions Experimental group: In the PN group the participants received 30 kcal/kg/day and 0.
16 g N/kg/day. 25 - 33% of nonprotein calories were fat and the remainder was given
as carbohydrates. The solution was given through a peripheral vein from day 1 until at
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least day 7 (n = 26)
Control group: No nutritional support(n = 10)


Outcomes Lactulose/mannitol ratio, weight, circumference of upper arm, liver function, kidney
function and electrolyte markers


Study dates Not stated


Notes Same trial as Zheng 2001a but with the parenteral group


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk There was only 1 dropout.


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Zheng 2015


Methods Randomised clinical trial, China


Participants 146 hospitalised adult with acute stroke, at nutritional risk according to the trialist
Male:Female = 85:61
Mean age = 71.6 years
Exclusion criteria: Transient ischaemic attack, subarachnoid haemorrhage, severe en-
docrine or metabolic disorders, hematological disorders, malignancies, chronic lung and
heart dysfunction, severe liver or kidney failure, stress ulcer of the digestive system, those
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who died within a week of admission, and received thrombolytic therapy


Interventions Experimental group: Nutrison fibre (Nutricia; Groupe Danone, Paris France), Swiss High
(RAE; 4.18- 6.27 kJ/ml), or a solution with high nutrition content made by nutritionists
in the hospital and based on condition, body weight, and nutritional status. Energy
requirements were in the range of 83.68 - 125.52 kJ/kg/day (1 kcalth = 4.184 kJ). These
solutions were infused by gravity under the supervision of nurses with a starting speed
of 40 - 60 ml/hr. If there were no adverse events such as reflux, diarrhoea or flatulence
the speed was adjusted to 100 - 125 ml/hr. The total volume for the 1st day was 500 ml
followed by an increase of 500 ml/day until the requirement was met. (n = 75)
Control group: Regular food from their families which consisted of milk, soy milk, juice,
vegetable juice, broth, congee and eggs(n = 71)
Co-interventions: Similar pharmacological treatment and those who were confirmed to
have dysphagia were supported with nasogastric nutrition within 72 hrs of admission,
which lasted at least 10 days


Outcomes Nutritional status and rate of malnutrition, nosocomial infection, mortality, and neuro-
logical evaluation


Study dates Not stated


Notes We contacted authors on 8th February 2016 by email: wangshaoshi@126.com. We
received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Low risk The doctors performing measurements were blinded
to the intervention


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were no dropouts.


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


399Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Zheng 2015 (Continued)


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Zhong 1998


Methods Randomised clinical trial, China


Participants 25 hospitalised adults with hepatobiliary cancer operation, at nutritional risk due to
having major surgery
Male:Female = 10:15
Mean age = 65 years


Interventions Experimental group: Parenteral nutrition. Participants received infusion of nutrient so-
lution (non-protein calorie 20 - 25 Kcal/kg/day, nitrogen 0.1 - 0.15 g/kg/day) and ap-
propriate insulin and vitamin supplements from the 1st day of operation for 7 days. (n
= 13)
Control group: Conventional liquid infusion with non-protein calorie < 10 kcal/kg/day
for 7 days after operation, and liquid or semi-liquid diets since the 4th day after operation
(n = 12)


Outcomes Nitrogen-related index (urinary urea nitrogen, nitrogen balance), nutrition and bio-
chemistry index


Study dates Not stated


Notes We tried but failed to contact the authors by phone.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported
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Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Zhong 2006a


Methods Randomised clinical trial, China


Participants 42 hospitalised adults admitted for colon/rectum cancer operation, at nutritional risk
due to major surgery
Male:Female = 28:14
Mean age = 67 years
Exclusion criteria: without obvious ileus, severe heart, lung or kidney disease


Interventions Experimental group: Enteral nutrition support, consisted of 1500 - 2000 ml/day Nutri-
son Fibre, for 3 days before until 16 hrs before the surgery (n = 21)
Control group: Oral nutrition support, consisted of semi-liquid diets, liquid diets, fasting
and liquid infusion, for 3 days before the operation until the morning of the surgery (n
= 21)


Outcomes Side effects, times of intestinal lavage, nutritional parameters including weight


Study dates Not stated


Notes We tried but failed to contact the authors by phone and email: zhiqiang.zhong@163.com.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described
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Zhong 2006a (Continued)


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse event


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Zhong 2014


Methods Randomised clinical trial, China


Participants 120 hospitalised adults with severe cerebrovascular disease, at nutritional risk due to
stroke
Male:Female = 67:53
Mean age = 59.1 years
Exclusion criteria: no metabolic and endocrine disorders before onset, no organic disease
of important organs


Interventions Experimental group: Early enteral nutrition. Adopted perfusion of nutrient solution from
low concentration and low speed, and gradually accelerated dosage to the full amount.
On the 1st day the perfusion was about 20 ml/hr, and it was increased by 20 ml/hr each
day, until the maximum speed of 125 ml/hr (the nutrient solution temperature should
be moderate). The treatment duration was unclear. (n = 60)
Control group: Conventional nutrition according to physical circumstances, and given
enteral nutrition after 72 hrs(n = 60)


Outcomes Dietary intakes, defaecation volume, cure condition, mortality, morbidity and sequellae


Study dates Not stated


Notes We contacted the authors by phone. The authors did not know when they would have
time to provide information


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described
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Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participantsand personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained.


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Zhu 2000


Methods Randomised clinical trial, China


Participants 98 hospitalised adults undergoing gastric operation, at nutritional risk due to having
major surgery
Male:Female = 60:38
Mean age = 47.8 years


Interventions Experimental group: Enteral nutrition support. On the 1st day a half-dose, 66.9 Kj/kg/
day, dripping speed of 60 - 100 ml/hr; increased on the 2nd day up to full dose, dripping
speed of 120 - 150 ml/hr through nasal-jejunum tube for 7 days.(n = 48)
Control group: Conventional infusion of 2494.4 Kj/day and without protein for 7 days
after operation (n = 50)


Outcomes Serum cytokine levels (IL-2, IFN-γ , IL-2Rα, sIL-2R)


Study dates Not stated


Notes We tried but failed to contact the authors were att by phone


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


403Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Zhu 2000 (Continued)


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Not mentioned, but the trial compared fluid infu-
sion with enteral nutrition, which can be judged as
high risk of bias


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The numbers and reasons for withdrawals and drop-
outs were not clearly stated or not stated at all


Selective reporting (reporting bias) Unclear risk There is no protocol and the outcomes all-cause mor-
tality and serious adverse events are not reported on


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Zhu 2002a


Methods Randomised clinical trial, China


Participants 42 hospitalised adults undergoing gastric operation, at nutritional risk due to major
surgery
Male:Female = 29:13
Mean age = 58.6 years
Exclusion criteria: Metabolic and endocrine diseases, abnormal liver or kidney function


Interventions Experimental group: Enteral nutrition support. The amount of calories was 125.5 kJ (30
kcal)/(kg/day), and nitrogen was 0.2 g/(kg/day). It was given through a nasal-duodenal
tube for 7 days (half-dose for the first 2 days).The nutrition was provided by Nutrition
Fiber (protein 20 g, fat 19.5 g,carbohydrate 61.5 g, minerals 3 g, food fibre 7.5 g, energy
4.18 Kj(1 kcal)/ml per 500ml).(n = 24)
Control group: Conventional infusion which consisted of 5% - 10% glucose, electrolytes,
and vitamins, about 2500 kJ (600 kcal)/day, without exogenous nitrogen (n = 18)


Outcomes All-cause mortality, severe complications, adverse events, nutritive index including body
weight, biochemical index, immune index (IgA, IgM, IgG,lymphocyte)


Study dates Not stated


Notes The authors were attempted contacted by phone. No contact was made


Risk of bias


Bias Authors’ judgement Support for judgement
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Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Low risk No protocol could be obtained but the trial did re-
port on all-cause mortality and serious adverse event


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Zhu 2012a


Methods Randomised clinical trial, China


Participants 97 hospitalised adults admitted with stroke, at nutritional risk due to stroke
Male:Female = 56:41
Mean age = 72 years
Exclusion criteria: None


Interventions Experimental group 1: Received both enteral and parenteral supplements.The energy
was 84 - 105 kj/kg/day, and increased to the target volume 126 - 147 kj/kg/day, based
on participant’s recovery condition. Whole protein supplements (6.3 kJ/ml) were given
through nasogastric tube, and the sugar, fat and protein were provided through vein
tube.(n = 33)
Experimental group 2: Received only enteral supplements. The energy was 84 - 105 kj/
kg/day, and increased to the target volume 126 - 147 kj/kg/day based on participant’s
recovery condition. All the nutrition was provided through the nasogastric tube. (n =
32)
Control group: The nutrition (6.3 kJ/ml)was given through nasogastric tube under the
control of a specialist nurse(n = 32)


Outcomes Triceps skinfold thickness, arm muscle circumference, haemoglobin, albumin, preal-
bumin, triglyceride, incidence rate of malnutrition; infection rate, mortality, NIHSS,
Barthel Index
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Study dates Not stated


Notes Same as Zhu 2012b, but with experimental group 1 vs control group. We found no
contact information for the authors


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Low risk No protocol could be obtained but the trial did re-
port on all-cause mortality and serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Zhu 2012b


Methods Randomised clinical trial, China


Participants 97 hospitalised adults admitted with stroke, at nutritional risk due to stroke
Male:Female = 56:41
Mean age = 73 years
Exclusion criteria: None


Interventions Experimental group 1: Received both enteral and parenteral supplements.The energy
was 84 - 105 kj/kg/day, and increased to the target volume 126 - 147 kj/kg/day based
on participant’s recovery condition. Whole protein supplements (6.3 kJ/ml) were given
through nasogastric tube, and the sugar, fat and protein were provided through vein
tube.(n = 33)
Experimental group 2: Received only enteral supplements. The energy was 84 - 105 kj/
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kg/day, and increased to the target volume 126 - 147 kj/kg/day based on participant’s
recovery condition. All the nutrition was provided through the nasogastric tube.(n = 32)
Control group: The nutrition (6.3 kJ/ml) was given through nasogastric tube under the
control of a specialist nurse.(n = 32)


Outcomes Triceps skinfold thickness, arm muscle circumference, haemoglobin, albumin, preal-
bumin, triglyceride, incidence rate of malnutrition;,infection rate, mortality, NIHSS,
Barthel Index


Study dates


Notes Same as Zhu 2012a, but with experimental group 2 vs control group


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Low risk No protocol could be obtained but the trial did re-
port on all-cause mortality and serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


6-MWD: 6-minute walking distance
ABG: arterial blood gas
AD: Alhzeimer’s disease
ADL: activities of daily living
AKP: alkaline phosphatase
ASCI(U): Acute Spinal Cord Injury (Unit)
BEE: basal energy expenditure
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BMI: body mass index
BUN: blood urea nitrogen
CABG: coronary artery bypass graft
COPD: chronic obstructive pulmonary disease
CRP: C-reactive protein
ECOG: Eastern Co-operative Oncology Scale
EN: enteral nutrition
ESR: erythrocyte sedimentation rate
FCM: flow cytometry
FEV: forced expiratory volume
FIM: functional independence measure
FVC: forced volume capacity
GCS: Glasgow coma scale
GPT: glutamate pyruvate transaminase
IBW: ideal body weight
ICU: intensive care unit
i.v.: intravenous
IVH: intrravenous hyperalimentation
IVN: intravenous nutrition
KPS: Karnofsky performance score
MMSE: Mini metal state examination
MNA: mini nutritional assessment
MUST: Malnutrition Universal Screening Tool
NEFA: non-essential fatty acids
NIHSS: NIH stroke scale
NRS: Nutritional Risk Screening
NSAID: non-steroidal anti-inflammatory drug
NYHA: New York Heart Association
ONS: oral nutrition supplement
PEG: percutaneous endoscopic gastrotomy
PN: parenteral nutrition
QALYs: quality-adjusted life years
QoL: quality of life
REE: resting energy expenditure
RQ: respiratory quotient
SD: standard deviation
SFAA: serum-free amino acid
SGOT: serum glutamic oxaloacetic transaminase
SGPT: serum glutamate pyruvate transaminase
SIRS: sepsis inflammatory response syndrome
SPN: supplementary parenteral nutrition
TBSA: total body surface area
TPN: total parenteral nutrition
WBC: white blood cell
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Characteristics of excluded studies [ordered by study ID]


Study Reason for exclusion


Abbasinazari 2011 Wrong control group (enteral feeding)


Abitbol 1989 Wrong control (all 3 groups received total parenteral nutrition)


Achord 1987 Multi-intervention (experimental group received cortisol and heparin in addition to their nutrition
intervention)


Aguilar-Nascimento 2002 Wrong intervention group (the intervention group did not receive nutritional support (early oral
feeding))


Akizuki 2009 Not randomised


Albano 2003 Not adults


Aoki 2000 Wrong intervention group (The intervention is preoperative glutamine supplement)


Aoki 2001 Wrong intervention group (glutamine supplementation as primary intervention)


Arabi 2011 Wrong control group (control group not described as standard care)


Arcand 2005 Outpatients


Arnaud-Battandier 1999 Outpatients


Arnold 1989 Outpatients


Aronsson 2009 Not at nutritional risk (after correspondence with author)


Arustamyan 2011 Wrong control group (control group did not receive standard care)


Arutiunov 2009 Not randomised (the study was an observational study)


Ashworth 2006 Wrong control group (both the intervention and control group received oral nutrition support)


Askanazi 1986 Wrong control group (control group not described as standard care)


Bachmann 2008 Not randomised (clinical case study)


Bachrach-Lindström 2000 Not randomised


Baek 1975 Not randomised


Bakiner 2013 Wrong control group (control group receives parenteral nutrition)


Bakker 2011 Protocol to the trial Bakker 2014
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Bar 2008 Participants were pregnant (elective C-section)


Barle 1997 Not at nutritional risk (undergoing elective laparoscopic surgery and the trialist does not describe
participants as at nutritional risk)


Baron 1986 Not randomised


Barton 2000 Wrong intervention group (experimental group received both reduced portion size and fortifications)


Bastarache 2012 Wrong control group (the trial compared two different enteral feedings (trophic food))


Bastian 1999 Wrong intervention group (immunonutrition)


Bauer 2005a Wrong intervention group (both the experimental group and control group received an isocaloric
supplement. Not nutritional support)


Bauer 2005b Wrong intervention group (both the experimental group and control group received an isocaloric
supplement. Not nutritional support)


Bayer-Berger 1989 Not randomised (the control group were not randomised)


Beattie 2000 Outpatients


Beau 1986 Wrong control group (control group received enteral nutrition as standard care)


Benzineb 1995 Wrong intervention (experimental group received early oral feeding)


Bickel 1992 Wrong intervention group (the experimental group received early oral feeding)


Blackburn 1973 Wrong control group (there was no control group in this trial); not described as randomised


Bonetti 1988 Wrong control group (control group was not described as standard care)


Bories 1994 Participants were younger than 18 years old


Bos 2000 Not randomised


Bos 2001 Not randomised


Boultetreau 1978 Wrong control group (both groups receives parenteral nutrition)


Bourdel-Marchasson 2000 Cluster-randomised trial


Bozzetti 1974 Wrong control group (control group received parenteral nutrition)


Bozzetti 1976 Wrong control group (control group received parenteral nutrition)
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Bozzetti 1998 Not randomised


Bozzetti 2000 The control group receives hypocaloric PN


Braga 2002 Wrong intervention (experimental group received diet enriched with arginine, omega-3 fatty acid and
RNA)


Braunschweig 2015 Wrong control group (control group receives enteral or parenteral nutrition as part of standard care)


Britton 2012 Cluster-randomised trial


Brooks 1999 Wrong intervention group (the experimental group received immunonutrition)


Buchman 1969 Not randomised


Burden 2011 Outpatients


Buzby 1988 Protocol. The finished review could not be obtained, and may never have been conducted


Cabre 1990 Wrong control group


Cai 1999 Wrong control group (the comparison of the study is EN (dietary fibre + glucose + protein) versus
EN (glucose + protein))


Cai 2000 Wrong control group (the comparison of the study is EN versus PN)


Cameron 2011 Wrong control group (the control group received an intervention the experimental group did not
(milk))


Cao 1994 Outpatients (participants were with cancer and having chemotherapy)


Capparros 1982 Not randomised


Chadwick 2002 Wrong intervention group (not nutritional support)


Chatterjee 2012 Wrong intervention group (early oral feeding)


Chattophadhyay 2002 Not at nutritional risk (meeting abstract). Authors could not be found for further information


Chen 1994 Wrong control group (the comparison of the study is early EN versus PN)


Chen 2000c Wrong control group (the comparison of the study is EN versus PN)


Chen 2001 Wrong control group (the comparison of the study is EN versus PN)


Chen 2010 Not a randomised clinical trial, and the comparison is EN versus PN


411Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(Continued)


Chen 2014 Not randomised


Cheng 1997 Not a randomised trial


Chiarelli 1990 The study said it had randomised participants according to the “case-control method”. We could not
be sure it was a randomised clinical trial


Collins 1978 Not randomised


Consoli 2010 Wrong intervention group (the experimental group received early oral feeding (not nutritional support)
)


Cornu 2000 Outpatients


Csapo 2003 Not a randomised clinical trial


Cui 1994 Not a randomised clinical trial


Cui 2013 Wrong control group (EN (nasogastric tube) vs EN ((nasogastric tube) + PN (venous)) vs + PN
(venous))


Dag 2011 Wrong intervention group (the experimental group received early oral feeding (not nutritional support)
)


Daly 1987 Not randomised


Davies 1998 Not randomised clinical trial


De Castro 2012 Wrong control group (control group receives isocaloric enteral nutrition)


De Luis 2003 Outpatients


De Lédinghen 1998 Wrong intervention group (the experimental group received early oral feeding (not nutritional support)
)


Dea 1996 Not at nutritional risk


Deligné 1974 Not randomised


Demetriou 1992 Comment on Kearns 1992


Dhanraj 1997 Wrong control group (control group received hospital-made enteral nutrition as standard care)


Dias 1999 Wrong intervention group (the experimental group did not receive nutritional support (glutamine))


Ding 1999 Participants were pregnant women.


Ding 2015 Wrong control group (control group receives enteral nutrition)
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Dintinjana 2012 Multi-intervention (including megestrol acetate)


Dixon 1984 Outpatients


Djunet 2012 Wrong control group


Dock-Nascimento 2012 Glutatemine enriched nutritional support


Doglietto 2004 Wrong intervention (does not receive a nutrition intervention)


Dong 1997 Wrong control group (the comparison of the study is EN versus PN)


Driver 1990 Not randomised


Dupont 2012 Outpatients


Dutta 2004 Not randomised


Eckerwall 2007 Early oral feeding


Edstrom 1989 Not at nutritional risk. Trialists investigate tumor kinetics following TPN and do not indicate that
their participants are at nutritional risk


Efthimiou 1988 Outpatients


El Nakeeb 2009 Wrong intervention group (the experimental group received early oral feeding, not nutritional support)


Elke 2013 Not randomised


Elmore 1989 Wrong intervention group (the intervention group received elemental diet)


Eneroth 1997 Not randomised


Eneroth 2004 Outpatients


Esaki 2005 Not randomised


Evans 1987 Outpatients


Fairfull-Smith 1980 Not randomised


Feinstein 1981 Dialysis


Feldblum 2011 Wrong control group (there was no control group. The trial compared group 2 and 3 as one)


Feng 2008 Wrong intervention group (the experimental group received early oral feeding. Not nutritional sup-
port)
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Feo 2004 Multiintervention (early oral feeding)


Fernandez-Estivariz 2006 Outpatients (not hospitalised. Both groups received parenteral nutrition)


Flynn 1987 Outpatients


Foltz 1987 Outpatients


Fonseca 2011 Wrong intervention group (experimental group receives early oral feeding (not nutrition support))


Foster 1980 Wrong intervention group (experimental group did not receive nutritional support)


Freund 1990 Not randomised


Fuenzalida 1990 Outpatients (the participants were not hospitalised, but were admitted to a Clinical Research Centre)


Förli 2001 Publication of the outpatient phase of Förli 2001


Ganzoni 1994 Outpatients


Garcia-Rodriguez 2013 Outpatients and control intervention not described as standard care


Genton 2004 Not randomised


Georgieff 1980 Not randomised


Gerasimidis 2014 Outpatients


Grahm 1989 Quasi-randomised


Greenberg 1982 Wrong control group (control group received parenteral feeding)


Grizas 2008 Wrong control group (the diet of the control group was not described as standard care but rather
Early natural nutrition)


Grode 2014 Wrong control group (both groups receives nutritional intervention)


Gunnarsson 2009 Quasi-randomised


Gurgun 2013 Outpatients


Haffejee 1980 Not randomised


Han-Geurts 2001 Wrong control group (fixed oral diet versus patient-controlled oral diet)


Han-Geurts 2007 Wrong intervention group (experimental group was not described as nutritional support)
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Harries 1983 Outpatients


Hasenberg 2010 The trial was retracted


Hasse 1997 Outpatients


He 2000 Not a randomised clinical trial


Heatley 1979 Quasi-randomised (participants were randomly allocated into 1 of 2 groups according to odd or even
year of birth)


Hedberg 1999 Not randomised


Heslin 1997 Wrong intervention group (immunonutrition)


Hickey 1982 Not randomised to nutrition support (randomised to oral hygiene)


Hidding 1988 Wrong control group (2 different enteral solutions)


Hochwald 1997 Wrong intervention group (intervention group received immunonutrition containing arginine)


Honda 1990 Not randomised


Hosseini 2010 Early oral feeding


Hovels 1951 Not adults (infants)


Hu 1995 Not a randomised clinical trial


Hu 2003 Wrong control group (control group did not receive standard care)


Hur 2011 Wrong control group (both groups were intervention groups receiving the same intervention in
different time periods)


Ibrahim 2002 Wrong control group (both groups were intervention groups, and both of them had enteral feeding)


Irvine 2004 Wrong control group (No participants received a control diet)


Isenring 2003a Outpatients


Isenring 2003b Outpatients


Isenring 2004 Outpatients


Ishiki 2015 No group received standard care (enteral nutrition versus oral nutrition versus enteral plus oral nu-
trition)
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Jacob 1989 Wrong control group (all groups received different parenteral nutrition therapy)


Jacobson 2012 Not randomised (patients was chosen in consecutive manner and compared to patients during a
preceeding 20-year period)


Jenkins 1994 Not adults


Jiang 1994a Not a randomised clinical trial.


Jiang 1994b Wrong control group (the comparison of the study is EN versus PN)


Jiang 2001 Wrong control group (the comparison of the study is EN versus PN)


Jiang 2002 Wrong control group (the comparison of the study is EN versus PN)


Jiang 2003 Wrong control group (the comparison of the study is hypocaloric PN vs traditional PN)


Jin 2002 Wrong control group (early EN versus PN plus EN)


Joosten 2001 Not randomised


Kang 1994 Not a randomised clinical trial


Kang 2011 Wrong control group (the control group receives PN)


Keller 1991 Wrong control group (2 intervention groups (hypercaloric vs hypocaloric))


Keohane 1983 Wrong control group (control group received enteral nutrition as standard care)


Kilgallen 1996 Outpatients


Kilic 2012 Not randomised


Kinsella 1981 Outpatients


Kirkil 2012 Wrong control group (control group received a different enteral formula)


Kirvela 1993 Outpatients


Kiss 2014a Wrong control group (control group received nutrition support until 50% of energy requirements
were met)


Kiss 2014b Outpatients


Kiss 2014c Outpatients


Klahr 1996 Trial to test the efficacy of providing less protein in diet
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Klek 2011 Wrong control group. There were 4 intervention groups: standard enteral nutrition, immunmodu-
lating enteral nutrition, standard parenteral nutrition, immunmodulating parenteral nutrition, and
therefore no control group


Knowles 1988 Outpatients (ambulatory)


Kochar 2011 Not adults


Kompan 1999 Wrong control group (both groups were intervention groups receiving enteral nutrition at different
times)


Kompan 2004 Wrong control group (control group receives total parenteral nutrition)


Konrad 1966 Not randomised


Kult 1975 Not randomised


Kwon Lee 2006 Outpatients


Laaban 1986 Not a randomised clinical trial (observational study)


Lapillonne 1995 Not adults


Lapp 2001 Not randomised (quasi-randomised according to birth date)


Lassen 2008 Early oral feeding


Lauque 2004 Outpatients


Lawson 2003 Not randomised


Le Cornu 2000 Outpatients


Ledinghen 1996 Not adults (neonatal patients)


Lee 2014 Outpatients


Lei 2011 Wrong intervention group (immunonutrition)


Li 2003 Wrong control group (comparison of the study is EN versus PN)


Li 2014 Multi-intervention


Liao 1996 Not a randomised clinical trial


Liao 1997 Not a randomised clinical trial, and the comparison is EN versus PN


Liao 2005 Not a randomised clinical trial
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Lidder 2010 Wrong control group (the control group received 100% parenteral nutrition, while the intervention
group received 70% parenteral nutrition, and 30% enteral nutrition)


Lier 2012 Outpatients


Lim 2010 Not at nutritional risk (healthy learning adults)


Lin 1997 Not a randomised clinical trial


Lindschinger 2000 Multi-intervention (PEG-sonde versus nasogastric tube)


Liu 1998 Not a randomised clinical trial


Liu 2000b Wrong control group (the comparison of the study is (146kj/kg/day + glucose, protein, lipid +
electrolyte + vitamins) versus (105 kj/kg/day + glucose, protein, lipid + electrolyte + vitamins))


Liu 2007 Wrong control group (control group receives enteral nutrition)


Liu 2010 Not a randomised clinical trial


Liu 2012 Wrong control group (control described as receiving nutrition support)


Lo 2005 Wrong control group (control groups received enteral nutrition)


Lobato 2010 Wrong intervention group (experimental group receives early oral feeding (not nutrition support))


Lopez 1980 Wrong control group


Lovik 1996 Outpatients


Lucha 2005 Wrong intervention group (early oral feeding)


Luder 2002 Not adults


Lundholm 2004 Outpatients


Luo 1996 Wrong control group (comparison of the study is EN versus PN)


Luo 1999 Wrong control group (comparison of the study is standard caloric PN versus hypercaloric PN)


Lv 2000 Not a randomised clinical trial


Lédinghen 1998 Wrong intervention group (experimental group received early oral feeding)


Löhlein 1981 Not randomised


Ma 1999 Not a randomised clinical trial
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Ma 2014 Wrong control group


Maci 1991 Outpatients (participants were not hospitalised at time of randomisation)


Mackenzie 2005 Not a randomised clinical trial (prospective cohort study)


Madigan 2005 Outpatients


Marktl 1980 Wrong control group (control group received a different parenteral nutrition solution than experi-
mental)


Martin 2004 Cluster-randomised trial


Mattioli 1993 Wrong control group (control group received parenteral nutrition)


Mault 2000 The trial compares nutrition support guided by energy expenditure compared with being blinded to
energy expenditure. Both groups receive nutrition support


McClave 2001 Not at nutritional risk


McCowen 2000 Wrong control group (both groups received total parenteral nutrition)


Mehringer 2001 Wrong control group (received trophic feeds of enteral nutrition)


Mehta 2010 Pregnant participants


Meisner 2008 Not a nutritional risk (participants received laparoscopic surgery, and the authors did not describe
them as at nutritional risk)


Mendenhall 1985 Wrong intervention group (experimental group received a nutrition supplement high in calories,
protein and branched-chain amino acids, hence is immunonutrition)


Mi 2012 Wrong control group (intervention were not comparable between groups)


Miao 2005 Multi-intervention (intervention group receives insulin in addition to the nutrition support)


Minard 2000 Wrong intervention group (additionally the experimental group received immunonutrition)


Minig 2009 Wrong intervention group (experimental group received early oral feeding)


Moghissi 1977 Not randomised


Moloney 1983 Not randomised


Moore 1983 Experimental group received elemental diet


Moore 1986 Wrong experimental intervention (received elemental diet)
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Moore 1991 Wrong experimental intervention (received elemental diet)


Murphy 1992 Outpatients


Müller 1995 Wrong control group (there was no control group)


Nachtigal 2008 Outpatients


Nagata 2009 Wrong control group (EN vs PN + EN (different dosages))


Namulema 2008 Outpatients


Nataloni 1999 Wrong control group (control group receives parenteral feeding or enteral feeding)


Navratilova 2007 Outpatients (institutionalised)


Nayel 1992 Outpatients


Neander 2004 Outpatients


Neto 2012 Wrong control group (control group receives parenteral feeding or enteral feeding)


Norman 2008 Outpatients


Nørregaard 1987 Most likely not hospitalised (no contact information for first author could be found)


Oehler 1987 Not randomised


Ohura 2011 Wrong control group (control group receives enteral nutrition)


Olin 1996 Not randomised (non-randomised cluster study)


Olofsson 2007 Multi-intervention (intervention group received a list of multi-interventions that included ones that
were not nutrition support)


Oloriz 1992 Wrong control group (control group receives enteral nutrition)


Otte 1989 Outpatients (ambulant)


Ouyang 2003 Wrong control (control group received nasogastric feeding)


Ovesen 1992 Wrong control group (supplement versus dense supplement)


Ovesen 1993 Outpatients


Pan 2000 Not a randomised clinical trial
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Pandey 2002 Early oral feeding


Pantzaris 2012 Wrong intervention group (immunonutrition) and outpatients


Paton 2004 Outpatients


Pawlotsky 1987 Not randomised (cancer patients compared with healthy patients)


Pedersen 2005 Not randomised (quasi-randomised)


Peitsch 1982 Not randomised


Persson 2002 Outpatients


Persson 2007 Wrong control group (control group received another advice intervention) and trial was in outpatients


Pinilla 2001 Multi-intervention (both prokinetics and higher gastric threshold)


Pitkanen 1991 Wrong control group


Pivi 2011 Outpatients


Powell 2000 Not at nutritional risk (test if nutrition helps on inflammatory response)


Powers 1986 Not randomised


Praygod 2011 Outpatients


Preshaw 1979 Quasi-randomised (participants randomised by last digit in hospital registration number)


Prohaska 1977 Not randomised


Pronio 2008 Wrong intervention group (immunonutrition)


Qiu 1998 Not a randomised clinical trial


Rabeneck 1998 Outpatients


Rabinovitch 2006 Not a randomised clinical trial (retrospective study)


Ramirez 1979 Wrong control group (all groups received total parenteral nutrition)


Ravasco 2005a Outpatients


Ravasco 2005b Outpatients


Rice 2011 Wrong control group (2 intervention groups (trophic vs full). No standard care)
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Rice 2012 Wrong control group (control received a different enteral nutrition than the experimental group
(trophic))


Rickard 1983 Not adults


Rinaldi 2006 Not randomised


Riviere 2001 Outpatients, and not randomised


Rogers 1992 Control participants were not hospitalised


Rypkema 2004 Not randomised (intervention based on enrolment to specific hospital)


Rüfenacht 2010 Wrong control group (2 intervention groups: oral supplements and nutritional therapy group)


Safdari-Dehcheshmehi 2011 Wrong intervention group (early oral feeding)


Sakai 2015 Wrong intervention group (immunonutrition)


Sako 1981 Wrong control group (control group received enteral nutrition)


Sandstrøm 1993 Wrong control group (not standard care (10% or 20% glucose))


Savassi-Rocha 1992 Wrong intervention group (nasogastric decompression, versus no nasogastric decompression)


Savva 2013 Outpatients


Schega 1967 Wrong control group (4 different parenteral solutions)


Schilder 1997 Wrong intervention group (the experimental group received early oral nutrition)


Schneider 2000 Not a randomised clinical trial (article is a comment on Bozetti 1998)


Schols 1995 Outpatients


Schröter 1974 Wrong control group (control group were not described as standard care)


Schwarz 1998 Wrong control group (all 3 groups received total parenteral nutrition)


Schwenk 1999 Outpatients


Scott 2005 Primarily outpatients


Seguy 2006 Not randomised


Serclov 2009 Multi-intervention
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Seri 1984 Outpatients (not all participants were hospitalised)


Serrou 1981b Not at nutritional risk


Serrou 1982b Not at nutritional risk


Serrou 1983 Wrong intervention group (no nutrition)


Seven 2003 Wrong control group (not described as standard care)


Sha 1998 Not a randomised clinical trial


Shamberger 1983 Not adults (We wrote to the author (Robert.Shamberger@childrens.harvard.edu) for separate data
for the adults. The author did not have separate data)


Shan 1997 Wrong control group (both groups received EN and PN in different volumes)


Shang 2006 The trial was retracted


Shaw 1983 Wrong control group (control group receives TPN)


Shen 1994 Not a randomised clinical trial


Shepherd 1988 Not adults


Shi 2000 Wrong control group (participants with inflammatory bowel disease in intervention group received
PN containing lipids, while control group received PN without lipids)


Shi 2001a Wrong control group (EN vs PN)


Shi 2001b Wrong control group (EN vs PN)


Shi 2002 Outpatients


Shizgal 1976 Not randomised


Shukla 1984 Wrong intervention group (elemental diet)


Silander 2012 Wrong intervention group (intervention is a prophylatic PEG)


Silander 2013 Outpatients


Silva 2010 Outpatients


Silvers 2014 Outpatients


Singer 2011 Wrong control group (both groups received different enteral nutrition)
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Singh 2008 Outpatients


Smith 1982 Wrong control group (control group received parenteral nutrition)


Smith 2008 Wrong control group (both groups received nutritional support)


Snyderman 1999 Wrong intervention group (immunonutrition vs standard nutrition). We contacted the authors in
September 2015 by email to get specific information on groups 3 and 4: CSNYD+@Pitt.edu. We
received no reply.


Somanchi 2011 Not randomised


Song 2003 Wrong control group (oral feeding 48 to 72 hours after surgery versus oral feeding 10 to 12 days after
surgery)


Song 2009 Wrong intervention group (participants in intervention group reveived EN contains 2 types of nutri-
tious supplementary while control group received EN contains only 1 type)


Sorrentino 2012 Wrong intervention group (immunonutrition)


Spain 1998 Wrong control group (control group receives enteral nutrition)


Stein 1981 Not randomised


Stewart 1998 Wrong intervention group (early oral feeding)


Sudarsanam 2011 Outpatients


Sultan 2012 Wrong control group (control group receives enteral nutrition)


Tabei 2004 Not described as randomised


Tai 2011 Wrong control group (control group receives an oral nutritional intervention in addition to standard
hospital diet)


Tan 2002 Not a randomised clinical trial


Tandon 1984 Outpatients


Tang 1999 Wrong control group (PN vs EN)


Tang 2003 Wrong control group (PN vs EN)


Tang 2010 This study aims to find out the relationship between education and nutrition support


Tanuwihardja 2010 Wrong intervention group (experimental group received immunonutrition)
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Taylor 1998 Wrong control group (control group received enteral nutrition)


Teich 2009 Wrong intervention group (early oral feeding)


Tesinsky 1999 Outpatients


Thomas 2005 Outpatients


Tjäder 1996 Not randomised


Tkatch 1992 Controls received oral supplement that differed only in the amount of protein


Touger Decker 1997 Not at nutritional risk


Toyoda 1999 Wrong control group (EN vs PN)


Trinidad Ruiz 2005 Not randomised


Uzunkoy 2012 Early oral feeding


Valerio 1978 Wrong control group (both groups received nutritional intervention)


Vargas 1995 Outpatients


Vermeeren 2001 Wrong control group (control group not standard care, high carbohydrate versus high fat content
supplements)


Vivanti 2015 Outpatients


Vizia 1998 Not adults


Vomel 2000 Not randomised


Wang 1995 Wrong control group (PN vs EN)


Wang 1997c Not a randomised clinical trial


Wang 1998a Wrong control group (discontinued PN vs continued PN)


Wang 1998b Wrong control group (PN vs EN)


Wang 2000a Not a randomised clinical trial


Wang 2000b Not a randomised clinical trial


Wang 2000c Not a randomised clinical trial
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Wang 2006 Outpatients


Wang 2011a Wrong control group


Wang 2012 Multi-intervention (both nutrition and early mobilisation)


Wang 2013b Outpatients


Wang 2015 Wrong intervention group (elemental diet)


Warnold 1988 Wrong control group (2 intervention groups)


Way 1975 Not randomised


Wei 1998 Wrong control group (control group does not receive standard care)


Weiner 1985 Outpatients


Weisdorf 1987 Not adults


Williams 1976 Not a randomised clinical trial (quasi-randomised)


Wong 2004 Outpatients


Woo 1994 Outpatients


Woolley 1996 Wrong control group (control group receives enteral nutrition)


Wouters-Wesseling 2002 Outpatients


Wright 2006 Not a randomised clinical trial (quasi-randomised)


Wu 1996b Wrong control group (portal vein nutrition in intervention group versus peripheral vein nutrition in
control group)


Wu 1999 Wrong control group (EN vs PN)


Wu 2006 Wrong control group (control group did not receive standard care (hypocalorisk + protein postoper-
atively))


Xiao 2000 No information on experimental group or control group


Xu 1995 Not a randomised clinical trial (observational study)


Xu 1998b Not a randomised clinical trial


Xu 1998c Not a randomised clinical trial
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Xu 2000 Not a randomised clinical trial


Yang 1997 Wrong control group (EN vs PN)


Yao 2013 Not at nutritional risk


Ye 2011 Wrong intervention group


Yetimalar 2010 Not a randomised clinical trial (quasi-randomised)


Yu 1999 Wrong intervention group (this type of comparison could not find which kind of intervention worked.
Clinical intervention combined with food intake as wishes in intervention group versus clinical
intervention combined with intake of high-energy high protein food in control group)


Yu 2007 Wrong intervention group (stomach tube homogenate diets and yogurt in intervention group versus
stomach tube homogenate diets in control group)


Yu 2012 Wrong control group (EN vs. PN)


Yuan 2003 This study is on the effectiveness of rehabilitation not nutritional support. Rehabilitation treatment
plus oral feeding of Nutren versus rehabilitation plus oral feeding of normal food like poridge versus
oral feeding of normal food like poridge


Yun 1993 Wrong control group (food with different calories and protein and intravenous nutrition were per-
formed in 2 different groups)


Zandier 1998 Not described as randomised


Zavertailo 2010 Wrong control group (control group received enteral nutrition)


Zelic 2013 Not at nutritional risk


Zhang 1996 Wrong control group (PN in different ways in 2 groups, one is portal vein nutrition, the other is
central vein nutrition)


Zhang 2000a Wrong control group (EN vs PN): (PN (after 48 hrs) plus EN (after 1 week replaced with EN) vs PN
(after 48 hrs normal feeding resumes, at least 2 weeks) vs EN)


Zhang 2000b Not a randomised clinical trial


Zhang 2004 Wrong control group (control group receives enteral nutrition)


Zhang 2006 Wrong control group (EN of different nutrition (different ratio of protein, lipid))


Zhang 2011 Wrong control group (control group receives EN or TPN)


Zhao 1995 Not a randomised clinical trial
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Zhao 2012 Wrong intervention group (early oral feeding)


Zhao 2015 Retracted


Zhen 2002 Wrong control group (EN vs TPN)


Zheng 2006 Wrong control group (control group receives enteral nutrition)


Zhong 2006b Not a randomised clinical trial


Zhou 2006 Multi-intervention (both experimental groups had removal of nasogastric tube, and oral feeding, while
the control group had no feeding, and kept the nasogastric tube until flatus)


Zhu 2002b Wrong control group (EN vs PN)


Zhuang 1997 Wrong control group (EN vs PN)


Zingirenko 2007 Wrong control group (control group receives enteral nutrition)


Zou 2014 Wrong control group (early EN+PN vs TPN+EN)


Zwaluw 2014 Outpatients


EN: enteral nutrition
PN: parenteral nutrition
TPN: total parenteral nutrition


Characteristics of studies awaiting assessment [ordered by study ID]


Anonymous 2003


Methods Could not be found


Participants


Interventions


Outcomes


Notes
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Cao 1995


Methods Could not be found


Participants


Interventions


Outcomes


Notes


Cardona 1986


Methods Could not be found


Participants


Interventions


Outcomes


Notes


Chai 1998


Methods Could not be found


Participants


Interventions


Outcomes


Notes


Dai 1993


Methods Could not be found


Participants


Interventions


Outcomes


Notes
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Driver 1994


Methods Could not be found


Participants


Interventions


Outcomes


Notes


Eckart 1992


Methods Could not be found


Participants


Interventions


Outcomes


Notes


Guo 1998


Methods Could not be found


Participants


Interventions


Outcomes


Notes


Hu 1996


Methods Could not be found


Participants


Interventions


Outcomes


Notes
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Huang 1990


Methods Could not be found


Participants


Interventions


Outcomes


Notes


Huo 1998


Methods Could not be found


Participants


Interventions


Outcomes


Notes


Jin 2000


Methods Could not be found


Participants


Interventions


Outcomes


Notes


Kolacinski 1993


Methods Could not be found


Participants


Interventions


Outcomes


Notes
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Li 1993


Methods Could not be found


Participants


Interventions


Outcomes


Notes


Li 2013


Methods Could not be found


Participants


Interventions


Outcomes


Notes


Liu 1989


Methods Could not be found


Participants


Interventions


Outcomes


Notes


Liu 1996


Methods Could not be found


Participants


Interventions


Outcomes


Notes
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Liu 1996a


Methods Could not be found


Participants


Interventions


Outcomes


Notes


Lu 1997


Methods Could not be found


Participants


Interventions


Outcomes


Notes


Lv 1995


Methods Could not be found


Participants


Interventions


Outcomes


Notes


Mori 1992


Methods Could not be found


Participants


Interventions


Outcomes


Notes
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Rovera 1989


Methods Could not be found


Participants


Interventions


Outcomes


Notes


Serrou 1982a


Methods Could not be found


Participants


Interventions


Outcomes


Notes


Volkert 1996


Methods Could not be found


Participants


Interventions


Outcomes


Notes


Wenzel 1968


Methods Could not be found


Participants


Interventions


Outcomes


Notes
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Wu 1995


Methods Could not be found


Participants


Interventions


Outcomes


Notes


Wu 1996a


Methods Could not be found


Participants


Interventions


Outcomes


Notes


Xue 1996


Methods Could not be found


Participants


Interventions


Outcomes


Notes


Yoichi 1996


Methods Could not be found


Participants


Interventions


Outcomes


Notes
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Yu 1995


Methods Could not be found


Participants


Interventions


Outcomes


Notes


Yu 1996


Methods Could not be found


Participants


Interventions


Outcomes


Notes


Zeng 1997


Methods Could not be found


Participants


Interventions


Outcomes


Notes


Zhen 1997


Methods Could not be found


Participants


Interventions


Outcomes


Notes
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Characteristics of ongoing studies [ordered by study ID]


Alim-K


Trial name or title Efficacy of parenteral nutrition in patients at the palliative phase of cancer (Alim-K)


Methods Multicenter randomised clinical trial, France


Participants Hospitalised adults, aged > 18 years suffering from cancer at the palliative stage, i.e. patients in whom the
main aim of treatment is to limit pain and discomfort, curative treatment has either been discontinued, or
may still be ongoing but with little expected benefit in terms of overall survival. Life expectancy must be >
2 months, participants must have a functional digestive tract, present malnutrition defined as a BMI < 18.5
kg/m² in those aged < 70 years or < 21 kg/m² in those aged ≥70 years; or weight loss of 2% in 1 week, 5%
in 1 month, or 10% in 6 months, participants with antalgic radiotherapy or scheduled to undergo palliative
surgery; participants must already have a functional central venous catheter in place
Exclusion criteria: non-functional digestive tract (intestinal occlusion, tumour compression, subocclusive
peritoneal carcinosis), any disorder preventing oral ingestion (cancer of the upper aerodigestive tract, oesoph-
agus or stomach); parenteral nutrition that is ongoing or dating from < 1 month; intravenous chemotherapy
through a pump lasting > 48 hours, as this is incompatible with administration of parenteral nutritional
through the central venous line; presence of gastrostomy or jejunostomy; persisting sensation of hunger in
aphagic patients with haematological cancers undergoing bone marrow transplant, acute renal failure (de-
fined as creatinine clearance < 30 ml/min) or heart failure (defined as a left ventricular ejection fraction <
30%); adult patients under legal guardianship unable to respond to the ’quality of life’ questionnaire (due to
psychiatric disorders, attention disorders, or cognitive disorders). Patients participating in another ongoing
clinical trial


Interventions Experimental group: Parenteral nutrition
Control group: Standard care


Outcomes Quality of life, survival, body weight, albumin, C-Reactive Protein


Starting date May 2014


Contact information raubry@chu-besancon.fr


Notes Status: Currently recruiting. Expected finish June 2016
NCT02151214


Games-Lopez 2014


Trial name or title Nutritional intervention program in malnourished patients admitted for heart failure (PICNIC)


Methods Multicentre, randomised, blinded, controlled study


Participants Hospitalised adults aged over 18 years who are admitted for acute heart failure, whether chronic and uncom-
pensated or of new onset, in a state of malnutrition (score on the MNA < 17 points) at nutritional risk due
to MNA. Expected number: 182


Interventions Experimental group: Diet optimisation, specific recommendations, nutritional supplements
Control group: No intervention
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Games-Lopez 2014 (Continued)


Co-intervention: conventional treatment for heart failure


Outcomes Quality of life (Minnesota living with heart failure questionnaire), morbidity, mortality, readmission


Starting date 11th November 2011


Contact information jnlsbnll@hotmail.com


Notes Status: terminated due to beneficial effect of the experimental group, no data has yet been reported
NCT01472237


NCT02517476


Trial name or title Effect of early nutritional therapy on frailty, functional outcomes and recovery of undernourished medical
inpatients trial (EFFORT)


Methods Multicentre randomised clinical trial, Switzerland


Participants Hospitalised adults at risk for undernutrition defined by the nutritional risk score (NRS 2002) and an expected
hospital length of stay > 5 days, at nutritional risk according to screening tools. Expected number: 2000 -
3000
Exclusion criteria: Initially admitted to critical care units (except intermediate care), scheduled for surgery or
in an immediate postoperative state, unable to ingest oral nutrition and thus need for enteral or parenteral nu-
trition, admitted with, or scheduled for, total parenteral nutrition or tube-feeding, currently under nutritional
therapy (defined by at least 1 visit with a dietician in the last month), who are hospitalised because of anorexia
nervosa, in terminal condition (end-of-life situation), hospitalised due to acute pancreatitis, hospitalised due
to acute liver failure, earlier inclusion into this trial, cystic fibrosis, patients after gastric bypass operations,
stem cell transplantation, any contraindication against nutritional therapy (i.e. enteral or parenteral or both)


Interventions Experimental group: These guidelines specify a reinforced nutritional therapy strategy to cover nutritional
requirements, focusing on nutritional targets based on the specific nutritional diagnoses defined by the IDNT.
The nutritional guidelines may vary according to important medical diagnoses (e.g. renal failure). They specify
not only nutritional targets, but also escalation of the route (e.g. food fortification, oral, enteral, parenteral)
if targets cannot be achieved (≤ 75%) every 5 hours. Nutritional goals are being assessed daily in participants
in the intervention group
Control group: Usual care (“appetite-guided”) controls


Outcomes All-cause mortality, admission to the ICU from the medical ward, major complications, unplanned hospital
readmissions, decline in functional outcome from admission to day 30 assessed by Barthel‘s index (-10%)
; each single component of the primary endpoint, short-term nutritional and functional outcomes from
inclusion to day 10 or hospital discharge; hospital outcomes; 30-day and 180-day outcomes, Other safety
endpoints including adverse gastrointestinal effects associated with nutritional therapy assessed daily until
hospital discharge


Starting date July 30, 2015


Contact information schuetzph@gmail.com
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NCT02517476 (Continued)


Notes Status: Recruiting
NCT02517476


NCT02624752


Trial name or title Oral nutrition supplementation in hospitalized patients (NutriSuP Oral)


Methods Randomised clinical trial, Switzerland


Participants Hospitalised adults admitted to a general medical ward and recruited within 48 hours, over the age of 65
years, and malnourished (subjective global assessment categories B or C patients), at nutritional risk according
to a screening tool. Expected number: 60 participants
Exclusion criteria: have an allergy or intolerance to any component of the oral supplement, are designated
palliative care, are currently suffering from refeeding syndrome, have a pre-existing medical condition that
prevents oral intake of full fluids, or a contraindication to administration of fluid (i.e. are in volume overloaded
state, are being given IV furosemide, or have end-stage renal disease requiring renal replacement therapy with
haemodialysis or peritoneal dialysis), have a diagnosis or suspicion of septic shock, have an expected length
of stay of < 48 hours from the time of assessment, have suspected ischaemic stroke as cause for admission,
reside in a residential care home, are unable to walk prior to current illness, are pregnant/breastfeeding, have
a current diagnosis of diabetic ketoacidosis or hyperglycemic hyperosmolar syndrome


Interventions Experimental group: 2 cans of Ensure (or similar product) a day while in hospital and will continue 2 cans a
day of Ensure when discharged home until they have been receiving the enhanced ONS for a total of 90 days
Control group: No intervention
Co-intervention: Standard care


Outcomes Readmission rate, adherence to treatment


Starting date December 4th 2015


Contact information stephanie.handsor@lhsc.on.ca


Notes Status: not yet recruiting
NCT02624752


NCT02632630


Trial name or title Nutritional supplementation in hospitalized patients (NutriSuP)


Methods Randomised clinical trial, Canada


Participants Hospitalised adults with a Subjective Global Assessment (SGA) category B or C and have been hospitalised
for < 48 hours, at nutritional risk according to a screening tool. Expected number: 100
Exclusion criteria: Have an allergy or intolerance to any component of the oral supplement or parenteral
nutrition, have a contraindication to administration of IV fluid (i.e. are in volume overloaded state, are being
given IV furosemide), are currently suffering from refeeding syndrome, have a pre-existing medical condition
that prevents oral intake of full fluids, have a diagnosis or suspicion of septic shock, have an expected length
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NCT02632630 (Continued)


of stay of < 48 hours from the time of assessment, or have a current diagnosis of diabetic ketoacidosis or
hyperglycaemic hyperosmolar syndrome


Interventions Experimental group 1: Peripheral parenteral nutrition and enhanced oral supplementation
Control group 1: Peripheral parenteral nutrition and standard care for oral supplementation
Experimental group 2: Standard care for parenteral fluid administration and enhanced oral supplementation;
Control group 2: Standard care for parenteral fluid administration and standard of care for oral supplemen-
tation


Outcomes Quality of life, physical function, and nutrition-related variables


Starting date December 3rd 2015


Contact information stephanie.handsor@lhsc.on.ca


Notes Status: Not yet recruiting
NCT02632630


Ridley 2015


Trial name or title Supplemental parenteral nutrition in critically ill adults: a pilot randomised controlled trial


Methods Stratified prospective multicentre unblinded randomised phase II study


Participants Hospitalised adults Admitted to intensive care between 48 hours and 72 hours previously. Mechanically
ventilated at the time of enrolment and expected to remain ventilated until the day after
tomorrow. At least 16 years of age. Have central venous access suitable for PN solution administration. Have
one or more organ system failure related to their acute illness, defined as: (a) PaO2/FiO2 ≤ 300 mmHg;
b) Currently on one or more continuous vasopressor infusions which were started at least 4 hours ago at a
minimum dose of: dopamine ≥ 5 mcg/kg/min, noradrenaline ≥ 0.1 mcg/kg/min, adrenaline ≥ 0.1 mcg/kg/
min, any dose of vasopressin, milrinone > 0.25 mcg/kg/min). With r without renal dysfunction but currently
has an intracranial pressure monitor or ventricular drain in situ, currently receiving extracorporeal membrane
oxygenation. Currently has a ventricular assist device


Interventions Experimental group: supplementary parenteral nutrition
Control group: no intervention
Co-intervention: standard enteral nutrition


Outcomes Energy amount in calories, antibiotic usage, sequential organ failure assessment score, mechanical ventilation
duration, length of hospital stay, mortality, quality of life


Starting date April 22nd 2013


Contact information emma.ridley@monash.edu


Notes Last updated October 13th 2015 (still recruiting)
NCT01847534
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D A T A A N D A N A L Y S E S


Comparison 1. All-cause mortality - end of intervention


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 All-cause mortality - overall 127 21758 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.86, 1.03]
2 All-cause mortality - bias 127 21758 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.86, 1.03]


2.1 High risk of bias 127 21758 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.86, 1.03]
2.2 Low risk of bias 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3 All-cause mortality - mode of
delivery


127 21758 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.86, 1.03]


3.1 General nutrition support 6 1420 Risk Ratio (M-H, Random, 95% CI) 1.18 [0.74, 1.87]
3.2 Fortified foods 2 290 Risk Ratio (M-H, Random, 95% CI) 1.24 [0.61, 2.54]
3.3 Oral nutrition 33 8529 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.79, 1.11]
3.4 Enteral nutrition 36 3722 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.75, 1.03]
3.5 Parenteral nutrition 43 7313 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.83, 1.16]
3.6 Mixed 7 484 Risk Ratio (M-H, Random, 95% CI) 0.67 [0.29, 1.55]


4 All-cause mortality - medical
specialty


127 21758 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.86, 1.03]


4.1 Cardiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.2 Medical gastro-enterology


and hepatology
13 627 Risk Ratio (M-H, Random, 95% CI) 0.90 [0.58, 1.38]


4.3 Geriatrics 13 2554 Risk Ratio (M-H, Random, 95% CI) 0.85 [0.66, 1.08]
4.4 Pulmonary disease 3 118 Risk Ratio (M-H, Random, 95% CI) 0.44 [0.15, 1.28]
4.5 Endocrinology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.6 Infectious diseases 1 56 Risk Ratio (M-H, Random, 95% CI) 1.61 [0.66, 3.92]
4.7 Rheumatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.8 Haematology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.9 Nephrology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.10 Gastro-enterologic


surgery
46 3943 Risk Ratio (M-H, Random, 95% CI) 0.82 [0.62, 1.09]


4.11 Trauma surgery 4 184 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.55, 1.57]
4.12 Orthopaedics 12 1210 Risk Ratio (M-H, Random, 95% CI) 1.39 [0.87, 2.22]
4.13 Plastic, reconstructive


and aesthetic surgery
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


4.14 Vascular surgery 2 28 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.15 Transplant surgery 3 84 Risk Ratio (M-H, Random, 95% CI) 0.58 [0.23, 1.50]
4.16 Urology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.17 Thoracic surgery 3 592 Risk Ratio (M-H, Random, 95% CI) 0.71 [0.16, 3.22]
4.18 Neurological surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.19 Oro-maxillo-facial


surgery
1 32 Risk Ratio (M-H, Random, 95% CI) 3.38 [0.15, 77.12]


4.20 Anaesthesiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.21 Emergency medicine 7 5198 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.80, 1.22]
4.22 Psychiatry 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.23 Neurology 7 5168 Risk Ratio (M-H, Random, 95% CI) 0.81 [0.60, 1.11]
4.24 Oncology 5 313 Risk Ratio (M-H, Random, 95% CI) 1.19 [0.44, 3.21]
4.25 Dermatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
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4.26 Gynaecology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.27 Mixed 7 1651 Risk Ratio (M-H, Random, 95% CI) 1.22 [0.88, 1.70]


5 All-cause mortality - based on
adequacy of the amount of
calories


127 21758 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.86, 1.03]


5.1 Clearly adequate in
experimental group and clearly
inadequate in control group


25 7371 Risk Ratio (M-H, Random, 95% CI) 0.97 [0.81, 1.16]


5.2 Inadequate in the
experimental group or adequate
in the control group


26 6711 Risk Ratio (M-H, Random, 95% CI) 1.00 [0.83, 1.19]


5.3 Experimental group is
overfed


5 267 Risk Ratio (M-H, Random, 95% CI) 0.57 [0.27, 1.17]


5.4 Unclear intake in
experimental group or control
group


71 7409 Risk Ratio (M-H, Random, 95% CI) 0.91 [0.81, 1.03]


6 All-cause mortality - different
screening tools


127 21758 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.86, 1.03]


6.1 NRS 2002 4 5064 Risk Ratio (M-H, Random, 95% CI) 1.04 [0.84, 1.29]
6.2 MUST 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
6.3 MNA 2 117 Risk Ratio (M-H, Random, 95% CI) 0.61 [0.12, 3.18]
6.4 SGA 3 1171 Risk Ratio (M-H, Random, 95% CI) 1.41 [0.94, 2.10]
6.5 Other means 118 15406 Risk Ratio (M-H, Random, 95% CI) 0.90 [0.81, 0.99]


7 All-cause mortality - participants
characterised as ’at nutritional
risk’ due to one of the following
conditions


127 21758 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.86, 1.03]


7.1 Major surgery 60 5618 Risk Ratio (M-H, Random, 95% CI) 0.81 [0.65, 1.01]
7.2 Stroke 3 4922 Risk Ratio (M-H, Random, 95% CI) 0.97 [0.83, 1.12]
7.3 ICU participants


including trauma
11 5382 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.81, 1.19]


7.4 Frail elderly participants
with less severe conditions
known to increase protein
requirements


19 1937 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.56, 1.40]


7.5 Participants do not fall
into one of the categories above


34 3899 Risk Ratio (M-H, Random, 95% CI) 1.01 [0.83, 1.22]


8 All-cause mortality - participants
characterised as ’at nutritional
risk’ due to one of the following
criteria


127 21758 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.86, 1.03]


8.1 BMI less than 20.5 kg/m2 2 247 Risk Ratio (M-H, Random, 95% CI) 1.19 [0.58, 2.45]


8.2 Weight loss of at least 5%
during the last three months


1 32 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


8.3 Weight loss of at least
10% during the last six months


1 32 Risk Ratio (M-H, Random, 95% CI) 3.38 [0.15, 77.12]


8.4 Insufficient food intake
during the last week (50% of
requirements or less)


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
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8.5 Participants characterised
as ’at nutritional risk’ by other
means


123 21447 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.86, 1.02]


9 All-cause mortality - participants
characterised as ’at nutritional
risk’ due to biomarkers or
anthropometrics


127 21758 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.86, 1.03]


9.1 Biomarkers 5 657 Risk Ratio (M-H, Random, 95% CI) 0.43 [0.16, 1.19]
9.2 Anthropometric measures 12 1402 Risk Ratio (M-H, Random, 95% CI) 0.80 [0.56, 1.15]
9.3 Characterised by other


means
110 19699 Risk Ratio (M-H, Random, 95% CI) 0.95 [0.87, 1.05]


10 All-cause mortality -
randomisation year


127 21758 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.86, 1.03]


10.1 Before 1960 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
10.2 1960 to 1979 5 181 Risk Ratio (M-H, Random, 95% CI) 1.11 [0.50, 2.46]
10.3 1980 to 1999 79 11350 Risk Ratio (M-H, Random, 95% CI) 0.91 [0.81, 1.02]
10.4 After 1999 43 10227 Risk Ratio (M-H, Random, 95% CI) 0.95 [0.80, 1.12]


11 All-cause mortality - trials
where the intervention
lasts fewer than three days
compared with trials where the
intervention lasts three days or
more


127 21758 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.86, 1.03]


11.1 Three days or more 111 20434 Risk Ratio (M-H, Random, 95% CI) 0.92 [0.84, 1.01]
11.2 Fewer than three days 13 722 Risk Ratio (M-H, Random, 95% CI) 0.76 [0.39, 1.45]
11.3 Unknown 3 602 Risk Ratio (M-H, Random, 95% CI) 1.16 [0.33, 4.06]


12 All-cause mortality - ’best-worst
case’ scenario


127 22207 Risk Ratio (M-H, Random, 95% CI) 0.74 [0.65, 0.84]


13 All-cause mortality - ’worst-best
case’ scenario


127 22207 Risk Ratio (M-H, Random, 95% CI) 1.13 [0.97, 1.31]


14 All-cause mortality
co-interventions


127 21758 Risk Ratio (M-H, Fixed, 95% CI) 0.93 [0.86, 1.02]


14.1 received nutrition
support as co-intervention


12 5361 Risk Ratio (M-H, Fixed, 95% CI) 0.94 [0.78, 1.14]


14.2 did not receive nutrition
support as co-intervention


108 15974 Risk Ratio (M-H, Fixed, 95% CI) 0.93 [0.84, 1.03]


14.3 delayed versus early
nutrition support


7 423 Risk Ratio (M-H, Fixed, 95% CI) 0.94 [0.53, 1.66]


Comparison 2. All-cause mortality - maximum follow-up


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 All-cause mortality - overall 141 23170 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.88, 0.99]
2 All-cause mortality - bias 141 23170 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.88, 0.99]


2.1 High risk of bias 141 23170 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.88, 0.99]
2.2 Low risk of bias 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
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3 All-cause mortality - mode of
delivery


141 23170 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.88, 0.99]


3.1 General nutrition support 7 1566 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.71, 1.36]
3.2 Fortified nutrition 2 290 Risk Ratio (M-H, Random, 95% CI) 1.24 [0.61, 2.54]
3.3 Oral nutrition support 32 8501 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.77, 1.15]
3.4 Enteral nutrition 42 4212 Risk Ratio (M-H, Random, 95% CI) 0.84 [0.75, 0.95]
3.5 Parenteral nutrition 51 8121 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.90, 1.09]
3.6 Mixed 7 480 Risk Ratio (M-H, Random, 95% CI) 0.72 [0.37, 1.37]


4 All-cause mortality - medical
specialty


141 23170 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.88, 0.99]


4.1 Cardiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.2 Medical gastro-enterology


and hepatology
13 622 Risk Ratio (M-H, Random, 95% CI) 0.96 [0.77, 1.19]


4.3 Geriatrics 13 2547 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.67, 1.17]
4.4 Pulmonary disease 3 118 Risk Ratio (M-H, Random, 95% CI) 0.44 [0.15, 1.28]
4.5 Endocrinology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.6 Infectious diseases 1 56 Risk Ratio (M-H, Random, 95% CI) 1.61 [0.66, 3.92]
4.7 Rheumatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.8 Haematology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.9 Nephrology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.10 Gastroenterologic


surgery
50 4715 Risk Ratio (M-H, Random, 95% CI) 0.89 [0.70, 1.12]


4.11 Trauma surgery 6 249 Risk Ratio (M-H, Random, 95% CI) 0.86 [0.55, 1.34]
4.12 Ortopaedics 12 1196 Risk Ratio (M-H, Random, 95% CI) 1.00 [0.61, 1.62]


4.13 Plastic, reconstructive,
and aesthetic surgery


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


4.14 Vascular surgery 2 28 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.15 Transplant surgery 3 84 Risk Ratio (M-H, Random, 95% CI) 0.54 [0.22, 1.31]
4.16 Urology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.17 Thoracic surgery 3 592 Risk Ratio (M-H, Random, 95% CI) 0.71 [0.16, 3.22]
4.18 Neurological surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.19 Oro-maxillo-facial


surgery
1 32 Risk Ratio (M-H, Random, 95% CI) 3.38 [0.15, 77.12]


4.20 Anaesthesiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.21 Emergency medicine 11 5421 Risk Ratio (M-H, Random, 95% CI) 0.97 [0.85, 1.12]
4.22 Psychiatry 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.23 Neurology 9 5448 Risk Ratio (M-H, Random, 95% CI) 0.77 [0.59, 0.99]
4.24 Oncology 7 411 Risk Ratio (M-H, Random, 95% CI) 1.03 [0.87, 1.21]
4.25 Dermatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.26 Gynaecology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.27 Mixed 7 1651 Risk Ratio (M-H, Random, 95% CI) 1.28 [0.94, 1.75]


5 All-cause mortality - based on
adequacy of the amount of
calories


141 23170 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.88, 0.99]


5.1 Clearly adequate in
intervention and clearly
inadequate in control


28 7589 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.88, 1.09]


5.2 Inadequate in the
experimental or adequate in the
control


27 6824 Risk Ratio (M-H, Random, 95% CI) 0.95 [0.82, 1.10]


5.3 Experimental group is
overfed


10 974 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.69, 1.41]
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5.4 Unclear intake in control
or experimental


76 7783 Risk Ratio (M-H, Random, 95% CI) 0.89 [0.81, 0.98]


6 All-cause mortality - different
screening tools


141 23170 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.88, 0.99]


6.1 NRS 2002 4 5064 Risk Ratio (M-H, Random, 95% CI) 1.02 [0.87, 1.19]
6.2 MUST 1 146 Risk Ratio (M-H, Random, 95% CI) 1.30 [0.60, 2.82]
6.3 MNA 2 117 Risk Ratio (M-H, Random, 95% CI) 0.61 [0.12, 3.18]
6.4 SGA 3 1171 Risk Ratio (M-H, Random, 95% CI) 1.41 [0.94, 2.10]
6.5 Other means 131 16672 Risk Ratio (M-H, Random, 95% CI) 0.91 [0.85, 0.97]


7 All-cause mortality - participants
characterised as ’at nutritional
risk’ due to one of the following
conditions


141 23170 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.88, 0.99]


7.1 Major surgery 62 5712 Risk Ratio (M-H, Random, 95% CI) 0.84 [0.68, 1.04]
7.2 Stroke 4 5056 Risk Ratio (M-H, Random, 95% CI) 0.91 [0.79, 1.05]
7.3 ICU participants


including trauma
15 5626 Risk Ratio (M-H, Random, 95% CI) 0.97 [0.85, 1.11]


7.4 Frail elderly participants
with less severe conditions
known to increase protein
requirements


19 2385 Risk Ratio (M-H, Random, 95% CI) 0.85 [0.65, 1.11]


7.5 Participants do not fall
into one of the categories above


41 4391 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.84, 1.14]


8 All-cause mortality - participants
characterised as ’at nutritional
risk’ due to one of the following
criteria


141 23170 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.88, 0.99]


8.1 BMI less than 20.5 kg/m2 2 247 Risk Ratio (M-H, Random, 95% CI) 1.19 [0.58, 2.45]


8.2 Weight loss of at least 5%
during the last three months


1 32 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


8.3 Weight loss of at least
10% during the last six months


3 124 Risk Ratio (M-H, Random, 95% CI) 1.07 [0.11, 10.33]


8.4 Insufficient food intake
during the last week (50% of
requirements or less)


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


8.5 Participants characterised
as ’at nutritional risk’ by other
means


135 22767 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.88, 0.99]


9 All-cause mortality - participants
characterised as ’at nutritional
risk’ due to biomarkers or
anthropometrics


141 23170 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.88, 0.99]


9.1 Biomarkers 7 749 Risk Ratio (M-H, Random, 95% CI) 0.40 [0.16, 1.00]
9.2 Anthropometric measures 12 1402 Risk Ratio (M-H, Random, 95% CI) 0.79 [0.55, 1.11]
9.3 Both anthropometrics and


biomarkers
3 75 Risk Ratio (M-H, Random, 95% CI) 0.66 [0.14, 3.07]


9.4 Characterised by other
means


119 20944 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.89, 1.00]


10 All-cause mortality -
randomisation year


141 23170 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.88, 0.99]


10.1 Before 1960 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
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10.2 1960 to 1979 6 237 Risk Ratio (M-H, Random, 95% CI) 1.07 [0.52, 2.23]
10.3 1980 to 1999 86 12055 Risk Ratio (M-H, Random, 95% CI) 0.92 [0.86, 1.00]
10.4 After 1999 49 10878 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.81, 1.06]


11 All-cause mortality - trials
where the intervention
lasts fewer than three days
compared with trials where the
intervention lasts three days or
more


141 23170 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.88, 0.99]


11.1 Three days or more 127 22394 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.88, 0.99]
11.2 Fewer than three days 12 699 Risk Ratio (M-H, Random, 95% CI) 1.05 [0.72, 1.54]
11.3 Unknown 2 77 Risk Ratio (M-H, Random, 95% CI) 0.25 [0.01, 5.00]


12 All-cause mortality - ’best-worst
case’ scenario


141 23700 Risk Ratio (M-H, Random, 95% CI) 0.77 [0.69, 0.85]


13 All-cause mortality - ’worst-best
case’ scenario


141 23700 Risk Ratio (M-H, Random, 95% CI) 1.09 [0.98, 1.23]


14 All-cause mortality
co-interventions


141 23170 Risk Ratio (M-H, Fixed, 95% CI) 0.92 [0.86, 0.98]


14.1 received nutrition
support as co-intervention


13 5475 Risk Ratio (M-H, Fixed, 95% CI) 0.95 [0.82, 1.08]


14.2 did not receive nutrition
support as co-intervention


125 17462 Risk Ratio (M-H, Fixed, 95% CI) 0.91 [0.85, 0.98]


14.3 delayed versus early
nutrition support


3 233 Risk Ratio (M-H, Fixed, 95% CI) 0.99 [0.53, 1.83]


Comparison 3. Serious adverse event end of intervention


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 Serious adverse events - overall 137 22087 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.86, 1.01]
2 Serious adverse events - bias 137 22087 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.86, 1.01]


2.1 High risk of bias 137 22087 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.86, 1.01]
2.2 Low risk of bias 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3 Serious adverse events - mode of
delivery


137 22087 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.86, 1.01]


3.1 General nutrition support 6 1420 Risk Ratio (M-H, Random, 95% CI) 1.19 [0.79, 1.78]
3.2 Fortified 2 290 Risk Ratio (M-H, Random, 95% CI) 1.24 [0.61, 2.54]
3.3 Oral 33 8569 Risk Ratio (M-H, Random, 95% CI) 0.92 [0.79, 1.06]
3.4 Enteral 43 3935 Risk Ratio (M-H, Random, 95% CI) 0.85 [0.74, 0.98]
3.5 Parenteral 48 7519 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.85, 1.14]
3.6 Mixed 5 354 Risk Ratio (M-H, Random, 95% CI) 0.77 [0.33, 1.76]


4 Serious adverse events - by
medical specialty


137 22087 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.86, 1.01]


4.1 Cardiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.2 Medical gastroenterology


and hepatology
10 518 Risk Ratio (M-H, Random, 95% CI) 0.90 [0.60, 1.36]


4.3 High risk 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.4 Geriatrics 13 2554 Risk Ratio (M-H, Random, 95% CI) 0.85 [0.66, 1.08]
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4.5 Pulmonary disease 3 118 Risk Ratio (M-H, Random, 95% CI) 0.44 [0.15, 1.28]
4.6 Endocrinology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.7 Infectious diseases 1 56 Risk Ratio (M-H, Random, 95% CI) 1.23 [0.52, 2.93]
4.8 Rheumatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.9 Haematology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.10 Nephrology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.11 Gastroenterologic


surgery
57 4320 Risk Ratio (M-H, Random, 95% CI) 0.86 [0.72, 1.02]


4.12 Trauma surgery 5 225 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.55, 1.57]
4.13 Ortopaedics 12 1210 Risk Ratio (M-H, Random, 95% CI) 1.39 [0.90, 2.14]


4.14 Plastic, reconstructive,
and aesthetic surgery


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


4.15 Vascular surgery 3 48 Risk Ratio (M-H, Random, 95% CI) 0.5 [0.05, 4.67]
4.16 Transplant surgery 3 84 Risk Ratio (M-H, Random, 95% CI) 0.58 [0.23, 1.50]
4.17 Urology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.18 Thoracic surgery 3 592 Risk Ratio (M-H, Random, 95% CI) 0.47 [0.06, 3.62]
4.19 Neurological surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.20 Oro-maxillo-facial


surgery
1 32 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.44, 1.78]


4.21 Anaesthesiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.22 Emergency medicine 7 5198 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.80, 1.22]
4.23 Psychiatry 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.24 Neurology 7 5168 Risk Ratio (M-H, Random, 95% CI) 0.78 [0.58, 1.06]
4.25 Oncology 5 309 Risk Ratio (M-H, Random, 95% CI) 1.12 [0.51, 2.44]
4.26 Dermatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.27 Gynaecology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.28 Mixed 7 1655 Risk Ratio (M-H, Random, 95% CI) 1.24 [0.92, 1.67]


5 Serious adverse events - based
on adequacy of the amount of
calories


137 22087 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.86, 1.01]


5.1 Clearly adequate in
intervention and clearly
inadequate in control


28 7405 Risk Ratio (M-H, Random, 95% CI) 0.95 [0.80, 1.11]


5.2 Inadequate in the
experimental or adequate in the
control


28 7335 Risk Ratio (M-H, Random, 95% CI) 0.97 [0.84, 1.13]


5.3 Experimental group is
overfed


6 224 Risk Ratio (M-H, Random, 95% CI) 0.85 [0.44, 1.67]


5.4 Unclear intake in control
or experimental


75 7123 Risk Ratio (M-H, Random, 95% CI) 0.83 [0.70, 0.98]


6 Serious adverse events - different
screening tools


137 22087 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.86, 1.01]


6.1 NRS 2002 4 5064 Risk Ratio (M-H, Random, 95% CI) 1.06 [0.87, 1.31]
6.2 MUST 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
6.3 MNA 2 117 Risk Ratio (M-H, Random, 95% CI) 0.61 [0.12, 3.18]
6.4 SGA 3 1175 Risk Ratio (M-H, Random, 95% CI) 0.82 [0.35, 1.92]
6.5 Other means 128 15731 Risk Ratio (M-H, Random, 95% CI) 0.90 [0.82, 0.98]


7 Serious adverse events -
participants characterised as ’at
nutritional risk’ due to one of
the following conditions


137 22087 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.86, 1.01]


7.1 Major surgery 65 5180 Risk Ratio (M-H, Random, 95% CI) 0.84 [0.71, 0.99]
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7.2 Stroke 6 5139 Risk Ratio (M-H, Random, 95% CI) 0.78 [0.58, 1.06]
7.3 ICU participants


including trauma
12 5423 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.81, 1.19]


7.4 Frail elderly participants
with less severe conditions
known to increase protein
requirements


19 2406 Risk Ratio (M-H, Random, 95% CI) 0.97 [0.75, 1.26]


7.5 Participants do not fall
into one of the categories above


35 3939 Risk Ratio (M-H, Random, 95% CI) 1.01 [0.85, 1.21]


8 Serious adverse events -
participants characterised as ’at
nutritional risk’ due to one of
the following criteria


137 22087 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.86, 1.01]


8.1 BMI less than 20.5 kg/m2 2 247 Risk Ratio (M-H, Random, 95% CI) 1.19 [0.58, 2.45]
8.2 Weight loss of at least 5%


during the last three months
1 32 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


8.3 Weight loss of at least
10% during the last six months


1 32 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.44, 1.78]


8.4 Insufficient food intake
during the last week (50% of
requirements or less)


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


8.5 Participants characterised
as ’at nutritional risk’ by other
means


133 21776 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.86, 1.01]


9 Serious adverse events -
participants characterised as
’at nutritional risk’ due to
biomarkers or anthropometrics


137 22087 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.86, 1.01]


9.1 Biomarkers 8 703 Risk Ratio (M-H, Random, 95% CI) 0.39 [0.16, 0.95]
9.2 Anthropometric measures 15 1677 Risk Ratio (M-H, Random, 95% CI) 0.90 [0.68, 1.20]
9.3 Mixed 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
9.4 Characterised by other


means
114 19707 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.86, 1.02]


10 Serious adverse events -
randomisation year


137 22087 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.86, 1.01]


10.1 Before 1960 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
10.2 1960 to 1979 5 184 Risk Ratio (M-H, Random, 95% CI) 1.40 [0.70, 2.78]
10.3 1980 to 1999 86 11472 Risk Ratio (M-H, Random, 95% CI) 0.91 [0.82, 1.00]
10.4 After 1999 46 10431 Risk Ratio (M-H, Random, 95% CI) 0.89 [0.75, 1.06]


11 Serious adverse events -
trials where the intervention
lasts fewer than three days
compared with trials where the
intervention lasts three days or
more


137 22087 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.86, 1.01]


11.1 Three days or more 125 21408 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.86, 1.02]
11.2 Less than three days 10 602 Risk Ratio (M-H, Random, 95% CI) 0.67 [0.39, 1.16]
11.3 Unknown 2 77 Risk Ratio (M-H, Random, 95% CI) 0.25 [0.01, 5.00]


12 Serious adverse events -
’best-worst case’ scenario


137 22557 Risk Ratio (M-H, Random, 95% CI) 0.74 [0.65, 0.83]
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13 Serious adverse events -
’worst-best case’ scenario


137 22557 Risk Ratio (M-H, Random, 95% CI) 1.06 [0.92, 1.21]


14 Serious adverse events
co-interventions


137 22087 Risk Ratio (M-H, Fixed, 95% CI) 0.91 [0.84, 0.99]


14.1 received nutrition
support as co-intervention


11 5337 Risk Ratio (M-H, Fixed, 95% CI) 0.95 [0.79, 1.15]


14.2 did not receive nutrition
support as co-intervention


119 16327 Risk Ratio (M-H, Fixed, 95% CI) 0.90 [0.83, 0.99]


14.3 delayed versus early
nutrition support


7 423 Risk Ratio (M-H, Fixed, 95% CI) 0.89 [0.51, 1.57]


Comparison 4. Serious adverse event maximum follow-up


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 Serious adverse events - overall 152 23413 Risk Ratio (M-H, Random, 95% CI) 0.91 [0.85, 0.97]
2 Serious adverse events - bias 152 23413 Risk Ratio (M-H, Random, 95% CI) 0.91 [0.85, 0.97]


2.1 High risk of bias 152 23413 Risk Ratio (M-H, Random, 95% CI) 0.91 [0.85, 0.97]
2.2 Low risk of bias 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3 Serious adverse events - mode of
delivery


152 23413 Risk Ratio (M-H, Random, 95% CI) 0.91 [0.85, 0.97]


3.1 General nutrition support 7 1544 Risk Ratio (M-H, Random, 95% CI) 1.04 [0.76, 1.44]
3.2 Fortified nutrition 2 290 Risk Ratio (M-H, Random, 95% CI) 1.24 [0.61, 2.54]
3.3 Oral nutrition support 33 8541 Risk Ratio (M-H, Random, 95% CI) 0.89 [0.74, 1.07]
3.4 Enteral nutrition 49 4425 Risk Ratio (M-H, Random, 95% CI) 0.82 [0.73, 0.91]
3.5 Parenteral nutrition 56 8263 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.90, 1.07]
3.6 Mixed 5 350 Risk Ratio (M-H, Random, 95% CI) 0.74 [0.37, 1.48]


4 Serious adverse events - by
medical specialty


152 23413 Risk Ratio (M-H, Random, 95% CI) 0.91 [0.85, 0.97]


4.1 Cardiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.2 Medical gastroenterology


and hepatology
13 706 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.75, 1.17]


4.3 Geriatrics 13 2547 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.67, 1.17]
4.4 Pulmonary disease 3 118 Risk Ratio (M-H, Random, 95% CI) 0.44 [0.15, 1.28]
4.5 Endocrinology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.6 Infectious diseases 1 56 Risk Ratio (M-H, Random, 95% CI) 1.23 [0.52, 2.93]
4.7 Rheumatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.8 Haematology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.9 Nephrology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.10 Gastroenterologic


surgery
59 4835 Risk Ratio (M-H, Random, 95% CI) 0.83 [0.71, 0.97]


4.11 Trauma surgery 7 290 Risk Ratio (M-H, Random, 95% CI) 0.86 [0.55, 1.34]
4.12 Ortopaedics 12 1196 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.63, 1.51]


4.13 Plastic, reconstructive,
and aesthetic surgery


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


4.14 Vascular surgery 3 48 Risk Ratio (M-H, Random, 95% CI) 0.5 [0.05, 4.67]
4.15 Transplant surgery 3 84 Risk Ratio (M-H, Random, 95% CI) 0.54 [0.22, 1.31]
4.16 Urology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
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4.17 Thoracic surgery 3 592 Risk Ratio (M-H, Random, 95% CI) 0.47 [0.06, 3.62]
4.18 Neurological surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


4.19 Oro-maxillo-facial
surgery


1 32 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.44, 1.78]


4.20 Anaesthesiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.21 Emergency medicine 11 5421 Risk Ratio (M-H, Random, 95% CI) 0.96 [0.84, 1.10]
4.22 Psychiatry 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.23 Neurology 9 5426 Risk Ratio (M-H, Random, 95% CI) 0.75 [0.58, 0.98]
4.24 Oncology 7 407 Risk Ratio (M-H, Random, 95% CI) 1.02 [0.87, 1.20]
4.25 Dermatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.26 Gynaecology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.27 Mixed 7 1655 Risk Ratio (M-H, Random, 95% CI) 1.29 [0.97, 1.71]


5 Serious adverse events - based
on adequacy of the amount of
calories


152 23413 Risk Ratio (M-H, Random, 95% CI) 0.91 [0.85, 0.97]


5.1 Clearly adequate in
intervention and clearly
inadequate in control


31 7623 Risk Ratio (M-H, Random, 95% CI) 0.95 [0.86, 1.05]


5.2 Inadequate in the
experimental or adequate in the
control


29 7395 Risk Ratio (M-H, Random, 95% CI) 0.95 [0.85, 1.05]


5.3 Experimental group is
overfed


11 867 Risk Ratio (M-H, Random, 95% CI) 0.92 [0.72, 1.19]


5.4 Unclear intake in control
or experimental


81 7528 Risk Ratio (M-H, Random, 95% CI) 0.81 [0.70, 0.94]


6 Serious adverse events - different
screening tools


152 23413 Risk Ratio (M-H, Random, 95% CI) 0.91 [0.85, 0.97]


6.1 NRS 2002 4 5064 Risk Ratio (M-H, Random, 95% CI) 1.03 [0.89, 1.21]
6.2 MUST 1 124 Risk Ratio (M-H, Random, 95% CI) 1.37 [0.64, 2.92]
6.3 MNA 2 117 Risk Ratio (M-H, Random, 95% CI) 0.61 [0.12, 3.18]
6.4 SGA 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
6.5 Other means 145 18108 Risk Ratio (M-H, Random, 95% CI) 0.89 [0.82, 0.95]


7 Serious adverse events -
participants characterised as ’at
nutritional risk’ due to one of
the following conditions


152 23413 Risk Ratio (M-H, Random, 95% CI) 0.91 [0.85, 0.97]


7.1 Major surgery 72 5936 Risk Ratio (M-H, Random, 95% CI) 0.82 [0.71, 0.94]
7.2 Stroke 8 5397 Risk Ratio (M-H, Random, 95% CI) 0.75 [0.58, 0.98]
7.3 ICU participants


including trauma
16 5667 Risk Ratio (M-H, Random, 95% CI) 0.96 [0.84, 1.10]


7.4 Frail elderly participants
with less severe conditions
known to increase protein
requirements


19 2385 Risk Ratio (M-H, Random, 95% CI) 0.82 [0.65, 1.03]


7.5 Participants do not fall
into one of the categories above


37 4028 Risk Ratio (M-H, Random, 95% CI) 1.03 [0.92, 1.15]


8 Serious adverse events -
participants characterised as ’at
nutritional risk’ due to one of
the following criteria


152 23413 Risk Ratio (M-H, Random, 95% CI) 0.91 [0.85, 0.97]


8.1 BMI less than 20.5 kg/m2 2 247 Risk Ratio (M-H, Random, 95% CI) 1.19 [0.58, 2.45]
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8.2 Weight loss of at least 5%
during the last three months


1 32 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


8.3 Weight loss of at least
10% during the last six months


3 124 Risk Ratio (M-H, Random, 95% CI) 0.84 [0.42, 1.67]


8.4 Insufficient food intake
during the last week (50% of
requirements or less)


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


8.5 Participants characterised
as ’at nutritional risk’ by other
means


146 23010 Risk Ratio (M-H, Random, 95% CI) 0.90 [0.84, 0.97]


9 Serious adverse events -
participants characterised as
’at nutritional risk’ due to
biomarkers or anthropometrics


152 23413 Risk Ratio (M-H, Random, 95% CI) 0.91 [0.85, 0.97]


9.1 Biomarkers 10 795 Risk Ratio (M-H, Random, 95% CI) 0.37 [0.16, 0.85]
9.2 Anthropometric measures 12 1402 Risk Ratio (M-H, Random, 95% CI) 0.76 [0.54, 1.08]
9.3 Both 3 75 Risk Ratio (M-H, Random, 95% CI) 0.66 [0.14, 3.07]
9.4 Characterised by other


means
127 21141 Risk Ratio (M-H, Random, 95% CI) 0.91 [0.85, 0.98]


10 Serious adverse events -
randomisation year


152 23413 Risk Ratio (M-H, Random, 95% CI) 0.91 [0.85, 0.97]


10.1 Before 1960 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
10.2 1960 to 1979 6 240 Risk Ratio (M-H, Random, 95% CI) 1.18 [0.65, 2.14]
10.3 1980 to 1999 93 12128 Risk Ratio (M-H, Random, 95% CI) 0.92 [0.86, 0.99]
10.4 After 1999 53 11045 Risk Ratio (M-H, Random, 95% CI) 0.83 [0.72, 0.97]


11 Serious adverse events -
trials where the intervention
lasts fewer than three days
compared with trials where the
intervention lasts three days or
more


152 23413 Risk Ratio (M-H, Random, 95% CI) 0.91 [0.85, 0.97]


11.1 Three days or more 138 22637 Risk Ratio (M-H, Random, 95% CI) 0.90 [0.84, 0.97]
11.2 Less than three days 12 699 Risk Ratio (M-H, Random, 95% CI) 0.90 [0.66, 1.23]
11.3 Unknown 2 77 Risk Ratio (M-H, Random, 95% CI) 0.25 [0.01, 5.00]


12 Serious adverse events -
’best-worst case’ scenario


152 24315 Risk Ratio (M-H, Random, 95% CI) 0.72 [0.65, 0.79]


13 Serious adverse events -
’worst-best case’ scenario


152 24082 Risk Ratio (M-H, Random, 95% CI) 1.05 [0.94, 1.17]


14 Serious adverse events
co-interventions


152 23413 Risk Ratio (M-H, Fixed, 95% CI) 0.89 [0.84, 0.95]


14.1 Received nutrition
support as co-intervention


12 5459 Risk Ratio (M-H, Fixed, 95% CI) 0.93 [0.81, 1.06]


14.2 did not receive nutrition
support as co-intervention


132 17493 Risk Ratio (M-H, Fixed, 95% CI) 0.88 [0.82, 0.94]


14.3 delayed versus early
nutrition support


8 461 Risk Ratio (M-H, Fixed, 95% CI) 1.09 [0.75, 1.59]


15 Serious adverse events -
’best-worse case’ scenario
(enteral nutrition)


46 4415 Risk Ratio (M-H, Random, 95% CI) 0.62 [0.51, 0.75]
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16 Serious adverse events -
’worst-best case’ scenario
(enteral nutrition)


46 4415 Risk Ratio (M-H, Random, 95% CI) 0.81 [0.69, 0.96]


Comparison 5. Quality of life (SF36 - Physical performance) - end of intervention


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 Quality of life - overall 2 242 Mean Difference (IV, Random, 95% CI) 2.35 [-2.94, 7.65]


Comparison 6. Quality of life (SF36 - Physical performance) - maximum follow-up


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 Quality of life - overall 3 289 Mean Difference (IV, Random, 95% CI) 1.54 [-2.47, 5.55]


Comparison 7. Quality of life (SF36 - Mental performance - end of intervention


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 Quality of life - overall 2 242 Mean Difference (IV, Random, 95% CI) -0.90 [-3.92, 2.13]


Comparison 8. Quality of life (SF36 - Mental performance) - maximum follow-up


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 Quality of life - overall 3 289 Mean Difference (IV, Random, 95% CI) -0.25 [-3.02, 2.53]
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Comparison 9. Quality of life (EuroQoL) - maximum follow-up


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 Quality of life - overall 2 3961 Mean Difference (IV, Random, 95% CI) -0.01 [-0.03, 0.01]


Comparison 10. Pneumonia


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 Pneumonia 28 12443 Risk Ratio (M-H, Random, 95% CI) 1.06 [0.96, 1.16]


Comparison 11. Wound dehiscence


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 Wound dehiscence 14 2280 Risk Ratio (M-H, Random, 95% CI) 0.71 [0.40, 1.24]


Comparison 12. Renal failure


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 Renal failure 5 6359 Risk Ratio (M-H, Random, 95% CI) 1.00 [0.83, 1.20]


Comparison 13. Wound infection


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 Wound infection 28 8324 Risk Ratio (M-H, Random, 95% CI) 0.81 [0.60, 1.10]
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Comparison 14. Heart failure


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 Heart failure 3 1041 Risk Ratio (M-H, Random, 95% CI) 1.11 [0.34, 3.61]


Comparison 15. Clearly adequate and screening tool


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 AcM - EoI 6 5578 Risk Ratio (M-H, Fixed, 95% CI) 1.01 [0.81, 1.25]
2 AcM - MF 6 5578 Risk Ratio (M-H, Random, 95% CI) 1.01 [0.86, 1.18]
3 SaE - EoI 6 5578 Risk Ratio (M-H, Fixed, 95% CI) 0.96 [0.78, 1.19]
4 SaE - MF 6 5578 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.84, 1.14]


Comparison 16. Clearly adequate + (NRS component/at risk due to condition)


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 AcM - EoI 17 6760 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.82, 1.20]
2 AcM - MF 20 6978 Risk Ratio (M-H, Random, 95% CI) 0.95 [0.82, 1.09]
3 SaE - EoI 20 6794 Risk Ratio (M-H, Fixed, 95% CI) 0.96 [0.81, 1.14]
4 SaE - MF 23 7012 Risk Ratio (M-H, Random, 95% CI) 0.91 [0.80, 1.03]


Comparison 17. Oral - All cause mortality - end of intervention


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 All-cause mortality - overall 33 8529 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.79, 1.11]
2 All-cause mortality - bias 33 8529 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.79, 1.11]


2.1 High risk of bias 33 8529 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.79, 1.11]
2.2 Low risk of bias 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3 All-cause mortality - medical
speciality


33 8529 Risk Ratio (M-H, Random, 95% CI) 0.95 [0.80, 1.12]


3.1 Cardiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3.2 Medical gastroenterology
and hepatology


1 36 Risk Ratio (M-H, Random, 95% CI) 0.45 [0.10, 2.01]


3.3 Geriatrics 9 1559 Risk Ratio (M-H, Random, 95% CI) 0.75 [0.56, 0.99]
3.4 Pulmonary disease 2 93 Risk Ratio (M-H, Random, 95% CI) 0.49 [0.16, 1.54]
3.5 Endocrinology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
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3.6 Infectious diseases 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.7 Rheumatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.8 Haematology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.9 Nephrology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.10 Gastroenterologic


surgery
11 1267 Risk Ratio (M-H, Random, 95% CI) 1.24 [0.65, 2.38]


3.11 Trauma surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.12 Orthopaedics 4 371 Risk Ratio (M-H, Random, 95% CI) 1.69 [0.53, 5.36]
3.13 Plastic, reconstructive


and aesthetic surgery
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3.14 Vascular surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.15 Transplant surgery 1 37 Risk Ratio (M-H, Random, 95% CI) 0.35 [0.02, 8.09]
3.16 Urology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.17 Thoracic surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.18 Neurological surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.19 Oro-maxillo-facial


surgery
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3.20 Anaesthesiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.21 Emergency medicine 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.22 Psychiatry 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.23 Neurology 3 4092 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.76, 1.27]
3.24 Oncology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.25 Dermatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.26 Gynaecology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.27 Mixed 2 1074 Risk Ratio (M-H, Random, 95% CI) 1.24 [0.73, 2.12]


4 All-cause mortality - based on
adequacy of the amount of
calories


33 8529 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.79, 1.11]


4.1 Clearly adequate in
experimental group and clearly
inadequate in control group


4 260 Risk Ratio (M-H, Random, 95% CI) 1.08 [0.34, 3.47]


4.2 Inadequate in the
experimental group or adequate
in the control group


12 5540 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.76, 1.17]


4.3 Experimental group is
overfed


2 69 Risk Ratio (M-H, Random, 95% CI) 0.53 [0.14, 1.98]


4.4 Unclear intake in
experimental group or control
group


15 2660 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.62, 1.38]


5 All-cause mortality - different
screening tools


33 8529 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.79, 1.11]


5.1 NRS 2002 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.2 MUST 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.3 MNA 2 117 Risk Ratio (M-H, Random, 95% CI) 0.61 [0.12, 3.18]
5.4 SGA 1 525 Risk Ratio (M-H, Random, 95% CI) 1.51 [0.99, 2.31]
5.5 Other means 30 7887 Risk Ratio (M-H, Random, 95% CI) 0.87 [0.73, 1.04]


6 All-cause mortality - participants
characterised as ’at nutritional
risk’ due to one of the following
conditions


33 8529 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.79, 1.11]


6.1 Major surgery 13 1364 Risk Ratio (M-H, Random, 95% CI) 0.92 [0.49, 1.72]
6.2 Stroke 2 4063 Risk Ratio (M-H, Random, 95% CI) 0.96 [0.74, 1.24]
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6.3 ICU participants
including trauma


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


6.4 Frail elderly participants
with less severe conditions
known to increase protein
requirements


9 953 Risk Ratio (M-H, Random, 95% CI) 0.85 [0.55, 1.30]


6.5 Participants do not fall
into one of the categories above


9 2149 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.62, 1.39]


7 All-cause mortality - participants
characterised as ’at nutritional
risk’ due to one of the following
criteria


33 8529 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.79, 1.11]


7.1 BMI less than 20.5 kg/m2 1 37 Risk Ratio (M-H, Random, 95% CI) 0.35 [0.02, 8.09]
7.2 Weight loss of at least 5%


during the last three months
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.3 Weight loss of at least
10% during the last six months


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.4 Insufficient food intake
during the last week (50% of
requirements or less)


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.5 Participants characterised
as ’at nutritional risk’ by other
means


32 8492 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.79, 1.12]


8 All-cause mortality - participants
characterised as ’at nutritional
risk’ due to biomarkers or
anthropometrics


33 8529 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.79, 1.11]


8.1 Biomarkers 1 60 Risk Ratio (M-H, Random, 95% CI) 0.43 [0.12, 1.50]
8.2 Anthropometric measures 6 1111 Risk Ratio (M-H, Random, 95% CI) 0.78 [0.52, 1.16]
8.3 Characterised by other


means
26 7358 Risk Ratio (M-H, Random, 95% CI) 1.00 [0.80, 1.25]


9 All-cause mortality -
randomisation year


33 8529 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.79, 1.11]


9.1 Before 1960 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
9.2 1960-1979 1 60 Risk Ratio (M-H, Random, 95% CI) 0.76 [0.24, 2.43]
9.3 1980-1999 18 7002 Risk Ratio (M-H, Random, 95% CI) 0.87 [0.72, 1.04]
9.4 After 1999 14 1467 Risk Ratio (M-H, Random, 95% CI) 1.11 [0.64, 1.92]


10 All-cause mortality - trials
where the intervention
lasts fewer than three days
compared with trials where the
intervention lasts three days or
more


33 8529 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.79, 1.11]


10.1 Three days or more 26 7797 Risk Ratio (M-H, Random, 95% CI) 0.87 [0.74, 1.04]
10.2 Less than three days 6 207 Risk Ratio (M-H, Random, 95% CI) 0.18 [0.01, 3.91]
10.3 Unknown 1 525 Risk Ratio (M-H, Random, 95% CI) 1.51 [0.99, 2.31]


11 All-cause mortality - ’best-worst
case’ scenario


33 8793 Risk Ratio (M-H, Random, 95% CI) 0.72 [0.55, 0.95]


12 All-cause mortality - ’worst-best
case’ scenario


33 8793 Risk Ratio (M-H, Random, 95% CI) 1.33 [0.95, 1.86]
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13 All-cause mortality
co-interventions


33 8529 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.79, 1.11]


13.1 received nutrition
support as co-intervention


1 60 Risk Ratio (M-H, Random, 95% CI) 0.43 [0.12, 1.50]


13.2 did not receive nutrition
support as co-intervention


32 8469 Risk Ratio (M-H, Random, 95% CI) 0.95 [0.81, 1.12]


13.3 delayed versus early
nutrition support


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


Comparison 18. Oral - All cause mortality - maximum follow-up


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 All-cause mortality - overall 32 8501 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.77, 1.15]
2 All-cause mortality - bias 32 8501 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.77, 1.15]


2.1 High risk of bias 32 8501 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.77, 1.15]
2.2 Low risk of bias 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3 All-cause mortality - medical
speciality


32 8501 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.77, 1.15]


3.1 Cardiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.2 Medical gastroenterology


and hepatology
1 36 Risk Ratio (M-H, Random, 95% CI) 0.45 [0.10, 2.01]


3.3 Geriatrics 9 1552 Risk Ratio (M-H, Random, 95% CI) 0.81 [0.55, 1.19]
3.4 Pulmonary disease 2 93 Risk Ratio (M-H, Random, 95% CI) 0.49 [0.16, 1.54]
3.5 Endocrinology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.6 Infectious diseases 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.7 Rheumatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.8 Haematology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.9 Nephrology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.10 Gastroenterologic


surgery
10 1267 Risk Ratio (M-H, Random, 95% CI) 1.14 [0.61, 2.12]


3.11 Trauma surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.12 Ortopaedics 4 361 Risk Ratio (M-H, Random, 95% CI) 1.80 [0.92, 3.52]
3.13 Plastic, reconstructive,


and aesthetic surgery
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3.14 Vascular surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.15 Transplant surgery 1 37 Risk Ratio (M-H, Random, 95% CI) 0.35 [0.02, 8.09]
3.16 Urology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.17 Thoracic surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.18 Neurological surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.19 Oro-maxillo-facial


surgery
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3.20 Anaesthesiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.21 Emergency medicine 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.22 Psychiatry 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.23 Neurology 3 4081 Risk Ratio (M-H, Random, 95% CI) 0.65 [0.22, 1.93]
3.24 Oncology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.25 Dermatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
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3.26 Gynaecology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.27 Mixed 2 1074 Risk Ratio (M-H, Random, 95% CI) 1.24 [0.73, 2.12]


4 All-cause mortality - based on
adequacy of the amount of
calories


32 8501 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.77, 1.15]


4.1 Clearly adequate in
intervention and clearly
inadequate in control


4 260 Risk Ratio (M-H, Random, 95% CI) 0.80 [0.17, 3.70]


4.2 Inadequate in the
experimental or adequate in the
control


12 5512 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.76, 1.17]


4.3 Experimental group is
overfed


2 69 Risk Ratio (M-H, Random, 95% CI) 0.53 [0.14, 1.98]


4.4 Unclear intake in control
or experimental


14 2660 Risk Ratio (M-H, Random, 95% CI) 0.95 [0.65, 1.38]


5 All-cause mortality - different
screening tools


32 8501 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.77, 1.15]


5.1 NRS 2002 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.2 MUST 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.3 MNA 2 117 Risk Ratio (M-H, Random, 95% CI) 0.61 [0.12, 3.18]
5.4 SGA 1 525 Risk Ratio (M-H, Random, 95% CI) 1.51 [0.99, 2.31]
5.5 Other means 29 7859 Risk Ratio (M-H, Random, 95% CI) 0.89 [0.73, 1.09]


6 All-cause mortality - participants
characterised as ’at nutritional
risk’ due to one of the following
conditions


32 8501 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.77, 1.15]


6.1 Major surgery 11 1304 Risk Ratio (M-H, Random, 95% CI) 1.09 [0.59, 2.00]
6.2 Stroke 2 4052 Risk Ratio (M-H, Random, 95% CI) 0.65 [0.22, 1.93]


6.3 ICU participants
including trauma


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


6.4 Frail elderly participants
with less severe conditions
known to increase protein
requirements


10 996 Risk Ratio (M-H, Random, 95% CI) 0.87 [0.57, 1.34]


6.5 Participants do not fall
into one of the categories above


9 2149 Risk Ratio (M-H, Random, 95% CI) 0.96 [0.64, 1.46]


7 All-cause mortality - participants
characterised as ’at nutritional
risk’ due to one of the following
criteria


32 8501 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.77, 1.15]


7.1 BMI less than 20.5 kg/m2 1 37 Risk Ratio (M-H, Random, 95% CI) 0.35 [0.02, 8.09]
7.2 Weight loss of at least 5%


during the last three months
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.3 Weight loss of at least
10% during the last six months


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.4 Insufficient food intake
during the last week (50% of
requirements or less)


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.5 Participants characterised
as ’at nutritional risk’ by other
means


31 8464 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.77, 1.16]
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8 All-cause mortality - participants
characterised as ’at nutritional
risk’ due to biomarkers or
anthropometrics


32 8501 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.77, 1.15]


8.1 Biomarkers 1 60 Risk Ratio (M-H, Random, 95% CI) 0.43 [0.12, 1.50]
8.2 Anthropometric measures 6 1111 Risk Ratio (M-H, Random, 95% CI) 0.78 [0.52, 1.16]


8.3 Both anthropometrics and
biomarkers


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


8.4 Characterised by other
means


25 7330 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.77, 1.26]


9 All-cause mortality -
randomisation year


32 8501 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.77, 1.15]


9.1 Before 1960 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
9.2 1960 to 1979 1 60 Risk Ratio (M-H, Random, 95% CI) 0.76 [0.24, 2.43]
9.3 1980 to 1999 18 6974 Risk Ratio (M-H, Random, 95% CI) 0.86 [0.71, 1.05]
9.4 After 1999 13 1467 Risk Ratio (M-H, Random, 95% CI) 1.19 [0.77, 1.83]


10 All-cause mortality - trials
where the intervention
lasts fewer than three days
compared with trials where the
intervention lasts three days or
more


32 8501 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.77, 1.15]


10.1 Three days or more 31 8462 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.77, 1.15]
10.2 Less than three days 1 39 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
10.3 Unknown 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


11 All-cause mortality - ’best-worst
case’ scenario


32 8793 Risk Ratio (M-H, Random, 95% CI) 0.70 [0.54, 0.91]


12 All-cause mortality - ’worst-best
case’ scenario


32 8793 Risk Ratio (M-H, Random, 95% CI) 1.27 [0.93, 1.73]


13 All-cause mortality
co-interventions


131 22435 Risk Ratio (M-H, Fixed, 95% CI) 0.91 [0.86, 0.98]


13.1 received nutrition
support as co-intervention


8 5185 Risk Ratio (M-H, Fixed, 95% CI) 0.93 [0.80, 1.08]


13.2 did not receive nutrition
support as co-intervention


120 17017 Risk Ratio (M-H, Fixed, 95% CI) 0.91 [0.84, 0.98]


13.3 delayed versus early
nutrition support


3 233 Risk Ratio (M-H, Fixed, 95% CI) 0.99 [0.53, 1.83]


Comparison 19. Oral - Serious adverse event end of intervention


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 Serious adverse events - overall 33 8569 Risk Ratio (M-H, Random, 95% CI) 0.92 [0.79, 1.06]
2 Serious adverse events - bias 33 8569 Risk Ratio (M-H, Random, 95% CI) 0.92 [0.79, 1.06]


2.1 High risk of bias 33 8569 Risk Ratio (M-H, Random, 95% CI) 0.92 [0.79, 1.06]
2.2 Low risk of bias 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3 Serious adverse events - by
medical specialty


33 8569 Risk Ratio (M-H, Random, 95% CI) 0.92 [0.79, 1.06]
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3.1 Cardiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.2 Medical gastroenterology


and hepatology
1 36 Risk Ratio (M-H, Random, 95% CI) 0.45 [0.10, 2.01]


3.3 Geriatrics 10 1609 Risk Ratio (M-H, Random, 95% CI) 0.74 [0.56, 0.97]
3.4 Pulmonary disease 2 93 Risk Ratio (M-H, Random, 95% CI) 0.49 [0.16, 1.54]
3.5 Endocrinology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.6 Infectious diseases 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.7 Rheumatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.8 Haematology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.9 Nephrology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3.10 Gastroenterologic
surgery


10 1253 Risk Ratio (M-H, Random, 95% CI) 0.91 [0.66, 1.25]


3.11 Trauma surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.12 Ortopaedics 4 371 Risk Ratio (M-H, Random, 95% CI) 1.69 [0.53, 5.36]
3.13 Plastic, reconstructive,


and aesthetic surgery
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3.14 Vascular surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.15 Transplant surgery 1 37 Risk Ratio (M-H, Random, 95% CI) 0.35 [0.02, 8.09]
3.16 Urology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.17 Thoracic surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.18 Neurological surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.19 Oro-maxillo-facial


surgery
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3.20 Anaesthesiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.21 Emergency medicine 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.22 Psychiatry 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.23 Neurology 3 4092 Risk Ratio (M-H, Random, 95% CI) 0.96 [0.74, 1.24]
3.24 Oncology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.25 Dermatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.26 Gynaecology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.27 Mixed 2 1078 Risk Ratio (M-H, Random, 95% CI) 1.24 [0.73, 2.12]


4 Serious adverse events - based
on adequacy of the amount of
calories


33 8569 Risk Ratio (M-H, Random, 95% CI) 0.92 [0.79, 1.06]


4.1 Clearly adequate in
intervention and clearly
inadequate in control


4 246 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.33, 3.02]


4.2 Inadequate in the
experimental or adequate in the
control


13 5590 Risk Ratio (M-H, Random, 95% CI) 0.91 [0.76, 1.10]


4.3 Experimental group is
overfed


2 69 Risk Ratio (M-H, Random, 95% CI) 0.53 [0.14, 1.98]


4.4 Unclear intake in control
or experimental


14 2664 Risk Ratio (M-H, Random, 95% CI) 0.92 [0.63, 1.34]


5 Serious adverse events - different
screening tools


33 8569 Risk Ratio (M-H, Random, 95% CI) 0.92 [0.79, 1.06]


5.1 NRS 2002 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.2 MUST 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.3 MNA 2 117 Risk Ratio (M-H, Random, 95% CI) 0.61 [0.12, 3.18]
5.4 SGA 1 529 Risk Ratio (M-H, Random, 95% CI) 1.51 [0.99, 2.31]
5.5 Other means 30 7923 Risk Ratio (M-H, Random, 95% CI) 0.86 [0.74, 1.01]
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6 Serious adverse events -
participants characterised as ’at
nutritional risk’ due to one of
the following conditions


33 8569 Risk Ratio (M-H, Random, 95% CI) 0.92 [0.79, 1.06]


6.1 Major surgery 10 612 Risk Ratio (M-H, Random, 95% CI) 0.67 [0.22, 2.08]
6.2 Stroke 2 4063 Risk Ratio (M-H, Random, 95% CI) 0.96 [0.74, 1.24]


6.3 ICU participants
including trauma


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


6.4 Frail elderly participants
with less severe conditions
known to increase protein
requirements


11 1063 Risk Ratio (M-H, Random, 95% CI) 0.77 [0.52, 1.15]


6.5 Participants do not fall
into one of the categories above


10 2831 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.70, 1.26]


7 Serious adverse events -
participants characterised as ’at
nutritional risk’ due to one of
the following criteria


33 8569 Risk Ratio (M-H, Random, 95% CI) 0.92 [0.79, 1.06]


7.1 BMI less than 20.5 kg/m2 1 37 Risk Ratio (M-H, Random, 95% CI) 0.35 [0.02, 8.09]
7.2 Weight loss of at least 5%


during the last three months
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.3 Weight loss of at least
10% during the last six months


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.4 Insufficient food intake
during the last week (50% of
requirements or less)


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.5 Participants characterised
as ’at nutritional risk’ by other
means


32 8532 Risk Ratio (M-H, Random, 95% CI) 0.92 [0.79, 1.06]


8 Serious adverse events -
participants characterised as
’at nutritional risk’ due to
biomarkers or anthropometrics


33 8569 Risk Ratio (M-H, Random, 95% CI) 0.92 [0.79, 1.06]


8.1 Biomarkers 1 60 Risk Ratio (M-H, Random, 95% CI) 0.43 [0.12, 1.50]
8.2 Anthropometric measures 6 1111 Risk Ratio (M-H, Random, 95% CI) 0.78 [0.52, 1.16]
8.3 Mixed 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


8.4 Characterised by other
means


26 7398 Risk Ratio (M-H, Random, 95% CI) 0.95 [0.81, 1.12]


9 Serious adverse events -
randomisation year


33 8569 Risk Ratio (M-H, Random, 95% CI) 0.92 [0.79, 1.06]


9.1 Before 1960 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
9.2 1960 to 1979 1 60 Risk Ratio (M-H, Random, 95% CI) 0.76 [0.24, 2.43]
9.3 1980 to 1999 18 6988 Risk Ratio (M-H, Random, 95% CI) 0.86 [0.73, 1.01]
9.4 After 1999 14 1521 Risk Ratio (M-H, Random, 95% CI) 1.05 [0.61, 1.82]


10 Serious adverse events -
trials where the intervention
lasts fewer than three days
compared with trials where the
intervention lasts three days or
more


33 8569 Risk Ratio (M-H, Random, 95% CI) 0.92 [0.79, 1.06]


10.1 Three days or more 31 8480 Risk Ratio (M-H, Random, 95% CI) 0.92 [0.80, 1.06]
10.2 Less than three days 1 39 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
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10.3 Unknown 1 50 Risk Ratio (M-H, Random, 95% CI) 0.25 [0.01, 5.00]
11 Serious adverse events -


’best-worst case’ scenario
33 8844 Risk Ratio (M-H, Random, 95% CI) 0.67 [0.52, 0.86]


12 Serious adverse events -
’worst-best case’ scenario


33 8844 Risk Ratio (M-H, Random, 95% CI) 1.27 [0.92, 1.75]


13 Serious adverse events
co-interventions


134 21960 Risk Ratio (M-H, Fixed, 95% CI) 0.91 [0.84, 0.99]


13.1 received nutrition
support as co-intervention


8 5178 Risk Ratio (M-H, Fixed, 95% CI) 0.96 [0.79, 1.17]


13.2 did not receive nutrition
support as co-intervention


119 16359 Risk Ratio (M-H, Fixed, 95% CI) 0.90 [0.83, 0.99]


13.3 delayed versus early
nutrition support


7 423 Risk Ratio (M-H, Fixed, 95% CI) 0.89 [0.51, 1.57]


Comparison 20. Oral - Serious adverse event maximum follow-up


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 Serious adverse events - overall 33 8541 Risk Ratio (M-H, Random, 95% CI) 0.89 [0.74, 1.07]
2 Serious adverse events - bias 33 8541 Risk Ratio (M-H, Random, 95% CI) 0.89 [0.74, 1.07]


2.1 High risk of bias 33 8541 Risk Ratio (M-H, Random, 95% CI) 0.89 [0.74, 1.07]
2.2 Low risk of bias 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3 Serious adverse events - by
medical speciality


33 8541 Risk Ratio (M-H, Random, 95% CI) 0.89 [0.74, 1.07]


3.1 Cardiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3.2 Medical gastroenterology
and hepatology


1 36 Risk Ratio (M-H, Random, 95% CI) 0.45 [0.10, 2.01]


3.3 Geriatrics 10 1602 Risk Ratio (M-H, Random, 95% CI) 0.80 [0.55, 1.15]
3.4 Pulmonary disease 2 93 Risk Ratio (M-H, Random, 95% CI) 0.49 [0.16, 1.54]
3.5 Endocrinology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.6 Infectious diseases 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.7 Rheumatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.8 Haematology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.9 Nephrology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.10 Gastroenterologic


surgery
10 1253 Risk Ratio (M-H, Random, 95% CI) 0.83 [0.61, 1.12]


3.11 Trauma surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.12 Ortopaedics 4 361 Risk Ratio (M-H, Random, 95% CI) 1.80 [0.92, 3.52]
3.13 Plastic, reconstructive,


and aesthetic surgery
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3.14 Vascular surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.15 Transplant surgery 1 37 Risk Ratio (M-H, Random, 95% CI) 0.35 [0.02, 8.09]
3.16 Urology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.17 Thoracic surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.18 Neurological surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.19 Oro-maxillo-facial


surgery
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3.20 Anaesthesiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
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3.21 Emergency medicine 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.22 Psychiatry 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.23 Neurology 3 4081 Risk Ratio (M-H, Random, 95% CI) 0.65 [0.22, 1.93]
3.24 Oncology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.25 Dermatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.26 Gynaecology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.27 Mixed 2 1078 Risk Ratio (M-H, Random, 95% CI) 1.24 [0.73, 2.12]


4 Serious adverse events - based
on adequacy of the amount of
calories


33 8541 Risk Ratio (M-H, Random, 95% CI) 0.89 [0.74, 1.07]


4.1 Clearly adequate in
intervention and clearly
inadequate in control


4 246 Risk Ratio (M-H, Random, 95% CI) 0.64 [0.20, 2.00]


4.2 Inadequate in the
experimental or adequate in the
control


13 5562 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.81, 1.06]


4.3 Experimental group is
overfed


2 69 Risk Ratio (M-H, Random, 95% CI) 0.53 [0.14, 1.98]


4.4 Unclear intake in control
or experimental


14 2664 Risk Ratio (M-H, Random, 95% CI) 0.83 [0.56, 1.23]


5 Serious adverse events - different
screening tools


33 8541 Risk Ratio (M-H, Random, 95% CI) 0.89 [0.74, 1.07]


5.1 NRS 2002 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.2 MUST 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.3 MNA 2 117 Risk Ratio (M-H, Random, 95% CI) 0.61 [0.12, 3.18]
5.4 SGA 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.5 Other means 31 8424 Risk Ratio (M-H, Random, 95% CI) 0.89 [0.74, 1.08]


6 Serious adverse events -
participants characterised as ’at
nutritional risk’ due to one of
the following conditions


33 8541 Risk Ratio (M-H, Random, 95% CI) 0.89 [0.74, 1.07]


6.1 Major surgery 11 1290 Risk Ratio (M-H, Random, 95% CI) 0.82 [0.61, 1.11]
6.2 Stroke 2 4052 Risk Ratio (M-H, Random, 95% CI) 0.65 [0.22, 1.93]
6.3 ICU participants


including trauma
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


6.4 Frail elderly participants
with less severe conditions
known to increase protein
requirements


11 1046 Risk Ratio (M-H, Random, 95% CI) 0.85 [0.57, 1.27]


6.5 Participants do not fall
into one of the categories above


9 2153 Risk Ratio (M-H, Random, 95% CI) 0.96 [0.64, 1.46]


7 Serious adverse events -
participants characterised as ’at
nutritional risk’ due to one of
the following criteria


33 8541 Risk Ratio (M-H, Random, 95% CI) 0.89 [0.74, 1.07]


7.1 BMI less than 20.5 kg/m2 1 37 Risk Ratio (M-H, Random, 95% CI) 0.35 [0.02, 8.09]
7.2 Weight loss of at least 5%


during the last three months
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.3 Weight loss of at least
10% during the last six months


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
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7.4 Insufficient food intake
during the last week (50% of
requirements or less)


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.5 Participants characterised
as ’at nutritional risk’ by other
means


32 8504 Risk Ratio (M-H, Random, 95% CI) 0.89 [0.74, 1.07]


8 Serious adverse events -
participants characterised as
’at nutritional risk’ due to
biomarkers or anthropometrics


33 8541 Risk Ratio (M-H, Random, 95% CI) 0.89 [0.74, 1.07]


8.1 Biomarkers 1 60 Risk Ratio (M-H, Random, 95% CI) 0.43 [0.12, 1.50]
8.2 Anthropometric measures 6 1111 Risk Ratio (M-H, Random, 95% CI) 0.78 [0.52, 1.16]
8.3 Both 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
8.4 Characterised by other


means
26 7370 Risk Ratio (M-H, Random, 95% CI) 0.91 [0.72, 1.13]


9 Serious adverse events -
randomisation year


33 8541 Risk Ratio (M-H, Random, 95% CI) 0.89 [0.74, 1.07]


9.1 Before 1960 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
9.2 1960 to 1979 1 60 Risk Ratio (M-H, Random, 95% CI) 0.76 [0.24, 2.43]
9.3 1980 to 1999 18 6960 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.78, 1.00]
9.4 After 1999 14 1521 Risk Ratio (M-H, Random, 95% CI) 0.79 [0.45, 1.39]


10 Serious adverse events -
trials where the intervention
lasts fewer than three days
compared with trials where the
intervention lasts three days or
more


32 8501 Risk Ratio (M-H, Random, 95% CI) 0.89 [0.74, 1.07]


10.1 Three days or more 30 8412 Risk Ratio (M-H, Random, 95% CI) 0.89 [0.74, 1.07]
10.2 Less than three days 1 39 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
10.3 Unknown 1 50 Risk Ratio (M-H, Random, 95% CI) 0.25 [0.01, 5.00]


11 Serious adverse events -
’best-worst case’ scenario


33 8844 Risk Ratio (M-H, Random, 95% CI) 0.64 [0.50, 0.81]


12 Serious adverse events -
’worst-best case’ scenario


33 8844 Risk Ratio (M-H, Random, 95% CI) 1.15 [0.86, 1.55]


13 Serious adverse events
co-interventions


33 8541 Risk Ratio (M-H, Fixed, 95% CI) 0.92 [0.82, 1.03]


13.1 Received nutrition
support as co-intervention


1 60 Risk Ratio (M-H, Fixed, 95% CI) 0.43 [0.12, 1.50]


13.2 did not receive nutrition
support as co-intervention


32 8481 Risk Ratio (M-H, Fixed, 95% CI) 0.92 [0.82, 1.04]


13.3 delayed versus early
nutrition support


0 0 Risk Ratio (M-H, Fixed, 95% CI) 0.0 [0.0, 0.0]
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Comparison 21. Enteral - All cause mortality - end of intervention


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 All-cause mortality - overall 36 3722 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.75, 1.03]
2 All-cause mortality - bias 36 3722 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.75, 1.03]


2.1 High risk of bias 36 3722 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.75, 1.03]
2.2 Low risk of bias 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3 All-cause mortality - medical
speciality


36 3722 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.75, 1.03]


3.1 Cardiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.2 Medical gastroenterology


and hepatology
4 289 Risk Ratio (M-H, Random, 95% CI) 0.75 [0.40, 1.42]


3.3 Geriatrics 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.4 Pulmonary disease 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.5 Endocrinology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.6 Infectious diseases 1 56 Risk Ratio (M-H, Random, 95% CI) 1.61 [0.66, 3.92]
3.7 Rheumatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.8 Haematology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.9 Nephrology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.10 Gastroenterologic


surgery
13 1063 Risk Ratio (M-H, Random, 95% CI) 0.72 [0.44, 1.18]


3.11 Trauma surgery 2 139 Risk Ratio (M-H, Random, 95% CI) 0.50 [0.20, 1.28]
3.12 Orthopaedics 4 248 Risk Ratio (M-H, Random, 95% CI) 0.89 [0.21, 3.81]
3.13 Plastic, reconstructive


and aesthetic surgery
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3.14 Vascular surgery 1 13 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.15 Transplant surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.16 Urology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.17 Thoracic surgery 2 548 Risk Ratio (M-H, Random, 95% CI) 0.22 [0.03, 1.86]
3.18 Neurological surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.19 Oro-maxillo-facial


surgery
1 32 Risk Ratio (M-H, Random, 95% CI) 3.38 [0.15, 77.12]


3.20 Anaesthesiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.21 Emergency medicine 3 154 Risk Ratio (M-H, Random, 95% CI) 0.77 [0.31, 1.94]
3.22 Psychiatry 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.23 Neurology 3 1027 Risk Ratio (M-H, Random, 95% CI) 0.67 [0.33, 1.37]
3.24 Oncology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.25 Dermatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.26 Gynaecology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.27 Mixed 2 153 Risk Ratio (M-H, Random, 95% CI) 0.32 [0.03, 2.99]


4 All-cause mortality - based on
adequacy of the amount of
calories


36 3722 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.75, 1.03]


4.1 Clearly adequate in
experimental group and clearly
inadequate in control group


7 736 Risk Ratio (M-H, Random, 95% CI) 0.70 [0.40, 1.25]


4.2 Inadequate in the
experimental group or adequate
in the control group


7 410 Risk Ratio (M-H, Random, 95% CI) 0.72 [0.28, 1.85]
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4.3 Experimental group is
overfed


2 74 Risk Ratio (M-H, Random, 95% CI) 0.76 [0.15, 3.79]


4.4 Unclear intake in
experimental group or control
group


20 2502 Risk Ratio (M-H, Random, 95% CI) 0.89 [0.73, 1.08]


5 All-cause mortality - different
screening tools


36 3722 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.75, 1.03]


5.1 NRS 2002 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.2 MUST 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.3 MNA 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.4 SGA 1 323 Risk Ratio (M-H, Random, 95% CI) 0.75 [0.13, 4.44]
5.5 Other means 35 3399 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.75, 1.03]


6 All-cause mortality - participants
characterised as ’at nutritional
risk’ due to one of the following
conditions


36 3722 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.75, 1.03]


6.1 Major surgery 18 1746 Risk Ratio (M-H, Random, 95% CI) 0.69 [0.45, 1.06]
6.2 Stroke 3 1027 Risk Ratio (M-H, Random, 95% CI) 0.67 [0.33, 1.37]


6.3 ICU participants
including trauma


5 293 Risk Ratio (M-H, Random, 95% CI) 0.62 [0.32, 1.21]


6.4 Frail elderly participants
with less severe conditions
known to increase protein
requirements


2 126 Risk Ratio (M-H, Random, 95% CI) 1.59 [0.02, 125.73]


6.5 Participants do not fall
into one of the categories above


8 530 Risk Ratio (M-H, Random, 95% CI) 0.95 [0.58, 1.56]


7 All-cause mortality - participants
characterised as ’at nutritional
risk’ due to one of the following
criteria


36 3722 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.75, 1.03]


7.1 BMI less than 20.5 kg/m2 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
7.2 Weight loss of at least 5%


during the last three months
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.3 Weight loss of at least
10% during the last six months


1 32 Risk Ratio (M-H, Random, 95% CI) 3.38 [0.15, 77.12]


7.4 Insufficient food intake
during the last week (50% of
requirements or less)


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.5 Participants characterised
as ’at nutritional risk’ by other
means


35 3690 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.75, 1.02]


8 All-cause mortality - participants
characterised as ’at nutritional
risk’ due to biomarkers or
anthropometrics


36 3722 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.75, 1.03]


8.1 Biomarkers 1 520 Risk Ratio (M-H, Random, 95% CI) 0.15 [0.01, 2.84]
8.2 Anthropometric measures 2 122 Risk Ratio (M-H, Random, 95% CI) 0.71 [0.24, 2.08]


8.3 Characterised by other
means


33 3080 Risk Ratio (M-H, Random, 95% CI) 0.89 [0.76, 1.04]


9 All-cause mortality -
randomisation year


36 3722 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.75, 1.03]
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9.1 Before 1960 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
9.2 1960-1979 1 26 Risk Ratio (M-H, Random, 95% CI) 0.44 [0.02, 9.98]
9.3 1980-1999 23 2463 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.78, 1.11]
9.4 After 1999 12 1233 Risk Ratio (M-H, Random, 95% CI) 0.73 [0.52, 1.00]


10 All-cause mortality - trials
where the intervention
lasts fewer than three days
compared with trials where the
intervention lasts three days or
more


36 3722 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.75, 1.03]


10.1 Three days or more 30 3287 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.75, 1.03]
10.2 Less than three days 6 435 Risk Ratio (M-H, Random, 95% CI) 0.68 [0.28, 1.65]
10.3 Unknown 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


11 All-cause mortality - ’best-worst
case’ scenario


36 3759 Risk Ratio (M-H, Random, 95% CI) 0.84 [0.72, 0.98]


12 All-cause mortality - ’worst-best
case’ scenario


36 3759 Risk Ratio (M-H, Fixed, 95% CI) 0.92 [0.79, 1.06]


13 All-cause mortality
co-interventions


36 3722 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.75, 1.03]


13.1 received nutrition
support as co-intervention


3 126 Risk Ratio (M-H, Random, 95% CI) 0.60 [0.28, 1.28]


13.2 did not receive nutrition
support as co-intervention


27 3253 Risk Ratio (M-H, Random, 95% CI) 0.79 [0.62, 1.02]


13.3 delayed versus early
nutrition support


6 343 Risk Ratio (M-H, Random, 95% CI) 1.06 [0.57, 1.97]


Comparison 22. Enteral - All cause mortality - maximum follow-up


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 All-cause mortality - overall 42 4212 Risk Ratio (M-H, Random, 95% CI) 0.84 [0.75, 0.95]
2 All-cause mortality - bias 42 4212 Risk Ratio (M-H, Random, 95% CI) 0.84 [0.75, 0.95]


2.1 High risk of bias 42 4212 Risk Ratio (M-H, Random, 95% CI) 0.84 [0.75, 0.95]
2.2 Low risk of bias 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3 All-cause mortality - medical
speciality


42 4212 Risk Ratio (M-H, Random, 95% CI) 0.84 [0.75, 0.95]


3.1 Cardiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.2 Medical gastroenterology


and hepatology
4 289 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.63, 1.21]


3.3 Geriatrics 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.4 Pulmonary disease 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.5 Endocrinology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.6 Infectious diseases 1 56 Risk Ratio (M-H, Random, 95% CI) 1.61 [0.66, 3.92]
3.7 Rheumatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.8 Haematology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.9 Nephrology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.10 Gastroenterologic


surgery
15 1284 Risk Ratio (M-H, Random, 95% CI) 0.75 [0.48, 1.16]
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3.11 Trauma surgery 4 204 Risk Ratio (M-H, Random, 95% CI) 0.58 [0.30, 1.11]
3.12 Ortopaedics 4 248 Risk Ratio (M-H, Random, 95% CI) 0.82 [0.18, 3.75]


3.13 Plastic, reconstructive,
and aesthetic surgery


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3.14 Vascular surgery 1 13 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.15 Transplant surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.16 Urology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.17 Thoracic surgery 2 548 Risk Ratio (M-H, Random, 95% CI) 0.22 [0.03, 1.86]
3.18 Neurological surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.19 Oro-maxillo-facial


surgery
1 32 Risk Ratio (M-H, Random, 95% CI) 3.38 [0.15, 77.12]


3.20 Anaesthesiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.21 Emergency medicine 4 213 Risk Ratio (M-H, Random, 95% CI) 1.07 [0.61, 1.89]
3.22 Psychiatry 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.23 Neurology 4 1172 Risk Ratio (M-H, Random, 95% CI) 0.57 [0.31, 1.05]
3.24 Oncology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.25 Dermatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.26 Gynaecology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.27 Mixed 2 153 Risk Ratio (M-H, Random, 95% CI) 0.63 [0.18, 2.21]


4 All-cause mortality - based on
adequacy of the amount of
calories


42 4212 Risk Ratio (M-H, Random, 95% CI) 0.84 [0.75, 0.95]


4.1 Clearly adequate in
intervention and clearly
inadequate in control


10 954 Risk Ratio (M-H, Random, 95% CI) 0.75 [0.46, 1.23]


4.2 Inadequate in the
experimental or adequate in the
control


7 410 Risk Ratio (M-H, Random, 95% CI) 0.72 [0.28, 1.85]


4.3 Experimental group is
overfed


3 174 Risk Ratio (M-H, Random, 95% CI) 1.01 [0.49, 2.08]


4.4 Unclear intake in control
or experimental


22 2674 Risk Ratio (M-H, Random, 95% CI) 0.82 [0.67, 0.99]


5 All-cause mortality - different
screening tools


42 4212 Risk Ratio (M-H, Random, 95% CI) 0.84 [0.75, 0.95]


5.1 NRS 2002 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.2 MUST 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.3 MNA 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.4 SGA 1 323 Risk Ratio (M-H, Random, 95% CI) 0.75 [0.13, 4.44]
5.5 Other means 41 3889 Risk Ratio (M-H, Random, 95% CI) 0.84 [0.75, 0.95]


6 All-cause mortality - participants
characterised as ’at nutritional
risk’ due to one of the following
conditions


42 4212 Risk Ratio (M-H, Random, 95% CI) 0.84 [0.75, 0.95]


6.1 Major surgery 20 1967 Risk Ratio (M-H, Random, 95% CI) 0.71 [0.48, 1.06]
6.2 Stroke 4 1172 Risk Ratio (M-H, Random, 95% CI) 0.57 [0.31, 1.05]
6.3 ICU participants


including trauma
8 417 Risk Ratio (M-H, Random, 95% CI) 0.82 [0.54, 1.26]


6.4 Frail elderly participants
with less severe conditions
known to increase protein
requirements


2 126 Risk Ratio (M-H, Random, 95% CI) 1.25 [0.01, 150.42]
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6.5 Participants do not fall
into one of the categories above


8 530 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.69, 1.25]


7 All-cause mortality - participants
characterised as ’at nutritional
risk’ due to one of the following
criteria


42 4212 Risk Ratio (M-H, Random, 95% CI) 0.84 [0.75, 0.95]


7.1 BMI less than 20.5 kg/m2 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
7.2 Weight loss of at least 5%


during the last three months
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.3 Weight loss of at least
10% during the last six months


1 32 Risk Ratio (M-H, Random, 95% CI) 3.38 [0.15, 77.12]


7.4 Insufficient food intake
during the last week (50% of
requirements or less)


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.5 Participants characterised
as ’at nutritional risk’ by other
means


41 4180 Risk Ratio (M-H, Random, 95% CI) 0.84 [0.75, 0.95]


8 All-cause mortality - participants
characterised as ’at nutritional
risk’ due to biomarkers or
anthropometrics


42 4212 Risk Ratio (M-H, Random, 95% CI) 0.84 [0.75, 0.95]


8.1 Biomarkers 1 520 Risk Ratio (M-H, Random, 95% CI) 0.15 [0.01, 2.84]
8.2 Anthropometric measures 2 122 Risk Ratio (M-H, Random, 95% CI) 0.71 [0.24, 2.08]
8.3 Both anthropometrics and


biomarkers
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


8.4 Characterised by other
means


39 3570 Risk Ratio (M-H, Random, 95% CI) 0.85 [0.75, 0.96]


9 All-cause mortality -
randomisation year


42 4212 Risk Ratio (M-H, Random, 95% CI) 0.84 [0.75, 0.95]


9.1 Before 1960 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
9.2 1960 to 1979 1 26 Risk Ratio (M-H, Random, 95% CI) 0.44 [0.02, 9.98]
9.3 1980 to 1999 24 2500 Risk Ratio (M-H, Random, 95% CI) 0.87 [0.69, 1.08]
9.4 After 1999 17 1686 Risk Ratio (M-H, Random, 95% CI) 0.76 [0.60, 0.96]


10 All-cause mortality - trials
where the intervention
lasts fewer than three days
compared with trials where the
intervention lasts three days or
more


42 4212 Risk Ratio (M-H, Random, 95% CI) 0.84 [0.75, 0.95]


10.1 Three days or more 34 3680 Risk Ratio (M-H, Random, 95% CI) 0.82 [0.71, 0.94]
10.2 Less than three days 8 532 Risk Ratio (M-H, Random, 95% CI) 1.03 [0.66, 1.63]
10.3 Unknown 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


11 All-cause mortality - ’best-worst
case’ scenario


42 4269 Risk Ratio (M-H, Random, 95% CI) 0.75 [0.63, 0.89]


12 All-cause mortality - ’worst-best
case’ scenario


42 4269 Risk Ratio (M-H, Random, 95% CI) 0.84 [0.68, 1.03]


13 All-cause mortality
co-interventions


42 4212 Risk Ratio (M-H, Fixed, 95% CI) 0.82 [0.73, 0.92]


13.1 received nutrition
support as co-intervention


5 262 Risk Ratio (M-H, Fixed, 95% CI) 1.03 [0.66, 1.60]
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13.2 did not receive nutrition
support as co-intervention


35 3797 Risk Ratio (M-H, Fixed, 95% CI) 0.81 [0.71, 0.91]


13.3 delayed versus early
nutrition support


2 153 Risk Ratio (M-H, Fixed, 95% CI) 0.61 [0.17, 2.12]


Comparison 23. Enteral - Serious adverse event end of intervention


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 Serious adverse events - overall 43 3935 Risk Ratio (M-H, Random, 95% CI) 0.85 [0.74, 0.98]
2 Serious adverse events - bias 43 3935 Risk Ratio (M-H, Random, 95% CI) 0.85 [0.74, 0.98]


2.1 High risk of bias 43 3935 Risk Ratio (M-H, Random, 95% CI) 0.85 [0.74, 0.98]
2.2 Low risk of bias 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3 Serious adverse events - by
medical specialty


43 3935 Risk Ratio (M-H, Random, 95% CI) 0.85 [0.74, 0.98]


3.1 Cardiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.2 Medical gastroenterology


and hepatology
4 289 Risk Ratio (M-H, Random, 95% CI) 0.79 [0.32, 1.96]


3.3 High risk 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.4 Geriatrics 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.5 Pulmonary disease 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.6 Endocrinology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.7 Infectious diseases 1 56 Risk Ratio (M-H, Random, 95% CI) 1.23 [0.52, 2.93]
3.8 Rheumatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.9 Haematology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.10 Nephrology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3.11 Gastroenterologic
surgery


19 1235 Risk Ratio (M-H, Random, 95% CI) 0.75 [0.54, 1.03]


3.12 Trauma surgery 3 180 Risk Ratio (M-H, Random, 95% CI) 0.50 [0.20, 1.28]
3.13 Ortopaedics 4 248 Risk Ratio (M-H, Random, 95% CI) 1.05 [0.34, 3.26]
3.14 Plastic, reconstructive,


and aesthetic surgery
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3.15 Vascular surgery 1 13 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.16 Transplant surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.17 Urology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.18 Thoracic surgery 2 548 Risk Ratio (M-H, Random, 95% CI) 0.15 [0.02, 1.27]
3.19 Neurological surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.20 Oro-maxillo-facial


surgery
1 32 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.44, 1.78]


3.21 Anaesthesiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.22 Emergency medicine 3 154 Risk Ratio (M-H, Random, 95% CI) 0.77 [0.31, 1.94]
3.23 Psychiatry 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.24 Neurology 3 1027 Risk Ratio (M-H, Random, 95% CI) 0.67 [0.37, 1.24]
3.25 Oncology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.26 Dermatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.27 Gynaecology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.28 Mixed 2 153 Risk Ratio (M-H, Random, 95% CI) 0.32 [0.03, 2.99]
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4 Serious adverse events - based
on adequacy of the amount of
calories


43 3935 Risk Ratio (M-H, Random, 95% CI) 0.85 [0.74, 0.98]


4.1 Clearly adequate in
intervention and clearly
inadequate in control


9 769 Risk Ratio (M-H, Random, 95% CI) 0.77 [0.54, 1.10]


4.2 Inadequate in the
experimental or adequate in the
control


8 411 Risk Ratio (M-H, Random, 95% CI) 0.86 [0.55, 1.35]


4.3 Experimental group is
overfed


3 115 Risk Ratio (M-H, Random, 95% CI) 0.64 [0.13, 3.12]


4.4 Unclear intake in control
or experimental


23 2640 Risk Ratio (M-H, Random, 95% CI) 0.73 [0.55, 0.98]


5 Serious adverse events - different
screening tools


43 3935 Risk Ratio (M-H, Random, 95% CI) 0.85 [0.74, 0.98]


5.1 NRS 2002 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.2 MUST 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.3 MNA 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.4 SGA 1 323 Risk Ratio (M-H, Random, 95% CI) 0.38 [0.13, 1.06]
5.5 Other means 42 3612 Risk Ratio (M-H, Random, 95% CI) 0.87 [0.75, 1.00]


6 Serious adverse events -
participants characterised as ’at
nutritional risk’ due to one of
the following conditions


43 3935 Risk Ratio (M-H, Random, 95% CI) 0.85 [0.74, 0.98]


6.1 Major surgery 24 1918 Risk Ratio (M-H, Random, 95% CI) 0.72 [0.53, 0.97]
6.2 Stroke 3 1027 Risk Ratio (M-H, Random, 95% CI) 0.67 [0.37, 1.24]
6.3 ICU participants


including trauma
6 334 Risk Ratio (M-H, Random, 95% CI) 0.62 [0.32, 1.21]


6.4 Frail elderly participants
with less severe conditions
known to increase protein
requirements


2 126 Risk Ratio (M-H, Random, 95% CI) 2.84 [0.12, 66.14]


6.5 Participants do not fall
into one of the categories above


8 530 Risk Ratio (M-H, Random, 95% CI) 0.87 [0.58, 1.30]


7 Serious adverse events -
participants characterised as ’at
nutritional risk’ due to one of
the following criteria


43 3935 Risk Ratio (M-H, Random, 95% CI) 0.85 [0.74, 0.98]


7.1 BMI less than 20.5 kg/m2 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
7.2 Weight loss of at least 5%


during the last three months
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.3 Weight loss of at least
10% during the last six months


1 32 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.44, 1.78]


7.4 Insufficient food intake
during the last week (50% of
requirements or less)


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.5 Participants characterised
as ’at nutritional risk’ by other
means


42 3903 Risk Ratio (M-H, Random, 95% CI) 0.85 [0.74, 0.98]
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8 Serious adverse events -
participants characterised as
’at nutritional risk’ due to
biomarkers or anthropometrics


43 3935 Risk Ratio (M-H, Random, 95% CI) 0.85 [0.74, 0.98]


8.1 Biomarkers 3 551 Risk Ratio (M-H, Random, 95% CI) 0.16 [0.02, 1.26]
8.2 Anthropometric measures 2 122 Risk Ratio (M-H, Random, 95% CI) 0.71 [0.24, 2.08]
8.3 Mixed 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
8.4 Characterised by other


means
38 3262 Risk Ratio (M-H, Random, 95% CI) 0.86 [0.75, 1.00]


9 Serious adverse events -
randomisation year


43 3935 Risk Ratio (M-H, Random, 95% CI) 0.85 [0.74, 0.98]


9.1 Before 1960 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
9.2 1960 to 1979 1 26 Risk Ratio (M-H, Random, 95% CI) 1.36 [0.10, 19.50]
9.3 1980 to 1999 28 2749 Risk Ratio (M-H, Random, 95% CI) 0.92 [0.79, 1.08]
9.4 After 1999 14 1160 Risk Ratio (M-H, Random, 95% CI) 0.60 [0.43, 0.83]


10 Serious adverse events -
trials where the intervention
lasts fewer than three days
compared with trials where the
intervention lasts three days or
more


43 3935 Risk Ratio (M-H, Random, 95% CI) 0.85 [0.74, 0.98]


10.1 Three days or more 37 3500 Risk Ratio (M-H, Random, 95% CI) 0.86 [0.75, 1.00]
10.2 Less than three days 6 435 Risk Ratio (M-H, Random, 95% CI) 0.71 [0.39, 1.27]
10.3 Unknown 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


11 Serious adverse events -
’best-worst case’ scenario


43 3977 Risk Ratio (M-H, Random, 95% CI) 0.82 [0.72, 0.94]


12 Serious adverse events -
’worst-best case’ scenario


43 3977 Risk Ratio (M-H, Random, 95% CI) 0.83 [0.70, 0.99]


13 Serious adverse events
co-interventions


43 3935 Risk Ratio (M-H, Fixed, 95% CI) 0.83 [0.72, 0.95]


13.1 received nutrition
support as co-intervention


3 126 Risk Ratio (M-H, Fixed, 95% CI) 0.66 [0.39, 1.12]


13.2 did not receive nutrition
support as co-intervention


34 3466 Risk Ratio (M-H, Fixed, 95% CI) 0.83 [0.72, 0.96]


13.3 delayed versus early
nutrition support


6 343 Risk Ratio (M-H, Fixed, 95% CI) 0.93 [0.51, 1.69]


Comparison 24. Enteral - Serious adverse event maximum follow-up


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 Serious adverse events - overall 49 4425 Risk Ratio (M-H, Random, 95% CI) 0.82 [0.73, 0.91]
2 Serious adverse events - bias 49 4425 Risk Ratio (M-H, Random, 95% CI) 0.82 [0.73, 0.91]


2.1 High risk of bias 49 4425 Risk Ratio (M-H, Random, 95% CI) 0.82 [0.73, 0.91]
2.2 Low risk of bias 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3 Serious adverse events - by
medical speciality


49 4425 Risk Ratio (M-H, Random, 95% CI) 0.82 [0.73, 0.91]


3.1 Cardiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
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3.2 Medical gastroenterology
and hepatology


4 289 Risk Ratio (M-H, Random, 95% CI) 0.89 [0.65, 1.23]


3.3 Geriatrics 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.4 Pulmonary disease 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.5 Endocrinology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.6 Infectious diseases 1 56 Risk Ratio (M-H, Random, 95% CI) 1.23 [0.52, 2.93]
3.7 Rheumatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.8 Haematology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.9 Nephrology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.10 Gastroenterologic


surgery
21 1456 Risk Ratio (M-H, Random, 95% CI) 0.68 [0.51, 0.91]


3.11 Trauma surgery 5 245 Risk Ratio (M-H, Random, 95% CI) 0.58 [0.30, 1.11]
3.12 Ortopaedics 4 248 Risk Ratio (M-H, Random, 95% CI) 0.91 [0.28, 2.96]
3.13 Plastic, reconstructive,


and aesthetic surgery
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3.14 Vascular surgery 1 13 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.15 Transplant surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.16 Urology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.17 Thoracic surgery 2 548 Risk Ratio (M-H, Random, 95% CI) 0.15 [0.02, 1.27]
3.18 Neurological surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.19 Oro-maxillo-facial


surgery
1 32 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.44, 1.78]


3.20 Anaesthesiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.21 Emergency medicine 4 213 Risk Ratio (M-H, Random, 95% CI) 0.92 [0.60, 1.40]
3.22 Psychiatry 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.23 Neurology 4 1172 Risk Ratio (M-H, Random, 95% CI) 0.58 [0.34, 1.00]
3.24 Oncology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.25 Dermatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.26 Gynaecology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.27 Mixed 2 153 Risk Ratio (M-H, Random, 95% CI) 0.63 [0.18, 2.21]


4 Serious adverse events - based
on adequacy of the amount of
calories


49 4425 Risk Ratio (M-H, Random, 95% CI) 0.82 [0.73, 0.91]


4.1 Clearly adequate in
intervention and clearly
inadequate in control


12 987 Risk Ratio (M-H, Random, 95% CI) 0.72 [0.54, 0.96]


4.2 Inadequate in the
experimental or adequate in the
control


8 411 Risk Ratio (M-H, Random, 95% CI) 0.86 [0.55, 1.35]


4.3 Experimental group is
overfed


4 215 Risk Ratio (M-H, Random, 95% CI) 0.77 [0.42, 1.42]


4.4 Unclear intake in control
or experimental


25 2812 Risk Ratio (M-H, Random, 95% CI) 0.75 [0.60, 0.94]


5 Serious adverse events - different
screening tools


49 4425 Risk Ratio (M-H, Random, 95% CI) 0.82 [0.73, 0.91]


5.1 NRS 2002 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.2 MUST 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.3 MNA 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.4 SGA 1 323 Risk Ratio (M-H, Random, 95% CI) 0.38 [0.13, 1.06]
5.5 Other means 48 4102 Risk Ratio (M-H, Random, 95% CI) 0.82 [0.74, 0.92]
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6 Serious adverse events -
participants characterised as ’at
nutritional risk’ due to one of
the following conditions


49 4425 Risk Ratio (M-H, Random, 95% CI) 0.82 [0.73, 0.91]


6.1 Major surgery 26 2139 Risk Ratio (M-H, Random, 95% CI) 0.67 [0.51, 0.88]
6.2 Stroke 4 1172 Risk Ratio (M-H, Random, 95% CI) 0.58 [0.34, 1.00]


6.3 ICU participants
including trauma


9 458 Risk Ratio (M-H, Random, 95% CI) 0.80 [0.56, 1.14]


6.4 Frail elderly participants
with less severe conditions
known to increase protein
requirements


2 126 Risk Ratio (M-H, Random, 95% CI) 2.24 [0.05, 95.92]


6.5 Participants do not fall
into one of the categories above


8 530 Risk Ratio (M-H, Random, 95% CI) 0.90 [0.69, 1.19]


7 Serious adverse events -
participants characterised as ’at
nutritional risk’ due to one of
the following criteria


49 4425 Risk Ratio (M-H, Random, 95% CI) 0.82 [0.73, 0.91]


7.1 BMI less than 20.5 kg/m2 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
7.2 Weight loss of at least 5%


during the last three months
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.3 Weight loss of at least
10% during the last six months


1 32 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.44, 1.78]


7.4 Insufficient food intake
during the last week (50% of
requirements or less)


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.5 Participants characterised
as ’at nutritional risk’ by other
means


48 4393 Risk Ratio (M-H, Random, 95% CI) 0.81 [0.72, 0.91]


8 Serious adverse events -
participants characterised as
’at nutritional risk’ due to
biomarkers or anthropometrics


49 4425 Risk Ratio (M-H, Random, 95% CI) 0.82 [0.73, 0.91]


8.1 Biomarkers 3 551 Risk Ratio (M-H, Random, 95% CI) 0.16 [0.02, 1.26]
8.2 Anthropometric measures 2 122 Risk Ratio (M-H, Random, 95% CI) 0.71 [0.24, 2.08]
8.3 Both 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


8.4 Characterised by other
means


44 3752 Risk Ratio (M-H, Random, 95% CI) 0.82 [0.74, 0.92]


9 Serious adverse events -
randomisation year


49 4425 Risk Ratio (M-H, Random, 95% CI) 0.82 [0.73, 0.91]


9.1 Before 1960 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
9.2 1960 to 1979 1 26 Risk Ratio (M-H, Random, 95% CI) 1.36 [0.10, 19.50]
9.3 1980 to 1999 28 2591 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.77, 1.00]
9.4 After 1999 20 1808 Risk Ratio (M-H, Random, 95% CI) 0.70 [0.58, 0.85]


10 Serious adverse events -
trials where the intervention
lasts fewer than three days
compared with trials where the
intervention lasts three days or
more


49 4425 Risk Ratio (M-H, Random, 95% CI) 0.82 [0.73, 0.91]


10.1 Three days or more 41 3893 Risk Ratio (M-H, Random, 95% CI) 0.77 [0.66, 0.89]
10.2 Less than three days 8 532 Risk Ratio (M-H, Random, 95% CI) 0.86 [0.60, 1.22]
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10.3 Unknown 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
11 Serious adverse events


co-interventions
49 4425 Risk Ratio (M-H, Fixed, 95% CI) 0.78 [0.70, 0.87]


11.1 Received nutrition
support as co-intervention


3 126 Risk Ratio (M-H, Fixed, 95% CI) 0.66 [0.39, 1.12]


11.2 did not receive nutrition
support as co-intervention


39 3918 Risk Ratio (M-H, Fixed, 95% CI) 0.77 [0.68, 0.86]


11.3 delayed versus early
nutrition support


7 381 Risk Ratio (M-H, Fixed, 95% CI) 1.06 [0.68, 1.64]


12 Serious adverse events -
’best-worse case’ scenario
(enteral nutrition)


48 4489 Risk Ratio (M-H, Random, 95% CI) 0.62 [0.51, 0.75]


13 Serious adverse events -
’worst-best case’ scenario
(enteral nutrition)


48 4489 Risk Ratio (M-H, Random, 95% CI) 0.81 [0.69, 0.95]


Comparison 25. Parenteral - All cause mortality - end of intervention


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 All-cause mortality - overall 43 7313 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.83, 1.16]
2 All-cause mortality - bias 43 7313 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.83, 1.16]


2.1 High risk of bias 43 7313 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.83, 1.16]
2.2 Low risk of bias 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3 All-cause mortality - medical
speciality


43 7313 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.83, 1.16]


3.1 Cardiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.2 Medical gastroenterology


and hepatology
7 259 Risk Ratio (M-H, Random, 95% CI) 1.17 [0.58, 2.37]


3.3 Geriatrics 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.4 Pulmonary disease 1 25 Risk Ratio (M-H, Random, 95% CI) 0.22 [0.01, 4.08]
3.5 Endocrinology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.6 Infectious diseases 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.7 Rheumatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.8 Haematology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.9 Nephrology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.10 Gastroenterologic


surgery
21 1553 Risk Ratio (M-H, Random, 95% CI) 0.79 [0.52, 1.20]


3.11 Trauma surgery 2 45 Risk Ratio (M-H, Random, 95% CI) 1.22 [0.66, 2.25]
3.12 Orthopaedics 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.13 Plastic, reconstructive


and aesthetic surgery
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3.14 Vascular surgery 1 15 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.15 Transplant surgery 2 47 Risk Ratio (M-H, Random, 95% CI) 0.61 [0.23, 1.65]
3.16 Urology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.17 Thoracic surgery 1 44 Risk Ratio (M-H, Random, 95% CI) 1.6 [0.40, 6.32]
3.18 Neurological surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
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3.19 Oro-maxillo-facial
surgery


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3.20 Anaesthesiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.21 Emergency medicine 4 5044 Risk Ratio (M-H, Random, 95% CI) 1.00 [0.81, 1.24]
3.22 Psychiatry 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.23 Neurology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.24 Oncology 4 281 Risk Ratio (M-H, Random, 95% CI) 1.19 [0.44, 3.21]
3.25 Dermatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.26 Gynaecology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.27 Mixed 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


4 All-cause mortality - based on
adequacy of the amount of
calories


43 7313 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.83, 1.16]


4.1 Clearly adequate in
experimental group and clearly
inadequate in control group


7 5641 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.80, 1.20]


4.2 Inadequate in the
experimental group or adequate
in the control group


1 53 Risk Ratio (M-H, Random, 95% CI) 1.16 [0.40, 3.33]


4.3 Experimental group is
overfed


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


4.4 Unclear intake in
experimental group or control
group


35 1619 Risk Ratio (M-H, Random, 95% CI) 0.95 [0.68, 1.32]


5 All-cause mortality - different
screening tools


43 7313 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.83, 1.16]


5.1 NRS 2002 1 4640 Risk Ratio (M-H, Random, 95% CI) 1.04 [0.83, 1.30]
5.2 MUST 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.3 MNA 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.4 SGA 1 323 Risk Ratio (M-H, Random, 95% CI) 0.75 [0.13, 4.44]
5.5 Other means 41 2350 Risk Ratio (M-H, Random, 95% CI) 0.90 [0.69, 1.17]


6 All-cause mortality - participants
characterised as ’at nutritional
risk’ due to one of the following
conditions


43 7313 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.83, 1.16]


6.1 Major surgery 26 1822 Risk Ratio (M-H, Random, 95% CI) 0.80 [0.56, 1.15]
6.2 Stroke 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
6.3 ICU participants


including trauma
6 5089 Risk Ratio (M-H, Random, 95% CI) 1.02 [0.84, 1.25]


6.4 Frail elderly participants
with less severe conditions
known to increase protein
requirements


1 34 Risk Ratio (M-H, Random, 95% CI) 3.35 [0.15, 76.93]


6.5 Participants do not fall
into one of the categories above


10 368 Risk Ratio (M-H, Random, 95% CI) 1.12 [0.60, 2.10]


7 All-cause mortality - participants
characterised as ’at nutritional
risk’ due to one of the following
criteria


43 7313 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.83, 1.16]


7.1 BMI less than 20.5 kg/m2 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
7.2 Weight loss of at least 5%


during the last three months
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


477Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







7.3 Weight loss of at least
10% during the last six months


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.4 Insufficient food intake
during the last week (50% of
requirements or less)


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.5 Participants characterised
as ’at nutritional risk’ by other
means


43 7313 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.83, 1.16]


8 All-cause mortality - participants
characterised as ’at nutritional
risk’ due to biomarkers or
anthropometrics


43 7313 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.83, 1.16]


8.1 Biomarkers 2 43 Risk Ratio (M-H, Random, 95% CI) 0.22 [0.01, 4.08]
8.2 Anthropometric measures 3 137 Risk Ratio (M-H, Random, 95% CI) 1.31 [0.38, 4.58]
8.3 Both 3 75 Risk Ratio (M-H, Random, 95% CI) 0.66 [0.14, 3.07]
8.4 Characterised by other


means
35 7058 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.83, 1.17]


9 All-cause mortality -
randomisation year


43 7313 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.83, 1.16]


9.1 Before 1960 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
9.2 1960-1979 3 95 Risk Ratio (M-H, Random, 95% CI) 1.85 [0.58, 5.88]
9.3 1980-1999 34 1694 Risk Ratio (M-H, Random, 95% CI) 0.91 [0.68, 1.21]
9.4 After 1999 6 5524 Risk Ratio (M-H, Random, 95% CI) 1.00 [0.81, 1.23]


10 All-cause mortality - trials
where the intervention
lasts fewer than three days
compared with trials where the
intervention lasts three days or
more


43 7313 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.83, 1.16]


10.1 Three days or more 41 7206 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.83, 1.16]
10.2 Less than three days 1 80 Risk Ratio (M-H, Random, 95% CI) 0.67 [0.12, 3.78]
10.3 Unknown 1 27 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


11 All-cause mortality - ’best-worst
case’ scenario


43 7432 Risk Ratio (M-H, Random, 95% CI) 0.73 [0.56, 0.97]


12 All-cause mortality - ’worst-best
case’ scenario


43 7432 Risk Ratio (M-H, Random, 95% CI) 1.20 [0.98, 1.47]


13 All-cause mortality
co-interventions


43 7313 Risk Ratio (M-H, Fixed, 95% CI) 0.98 [0.82, 1.16]


13.1 received nutrition
support as co-intervention


6 5066 Risk Ratio (M-H, Fixed, 95% CI) 1.03 [0.83, 1.26]


13.2 did not receive nutrition
support as co-intervention


36 2167 Risk Ratio (M-H, Fixed, 95% CI) 0.88 [0.66, 1.18]


13.3 delayed versus early
nutrition support


1 80 Risk Ratio (M-H, Fixed, 95% CI) 0.67 [0.12, 3.78]
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Comparison 26. Parenteral - All cause mortality - maximum follow-up


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 All-cause mortality - overall 51 8121 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.90, 1.09]
2 All-cause mortality - bias 51 8121 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.90, 1.09]


2.1 High risk of bias 51 8121 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.90, 1.09]
2.2 Low risk of bias 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3 All-cause mortality - medical
speciality


51 8121 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.90, 1.09]


3.1 Cardiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.2 Medical gastroenterology


and hepatology
7 254 Risk Ratio (M-H, Random, 95% CI) 1.02 [0.74, 1.42]


3.3 Geriatrics 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.4 Pulmonary disease 1 25 Risk Ratio (M-H, Random, 95% CI) 0.22 [0.01, 4.08]
3.5 Endocrinology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.6 Infectious diseases 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.7 Rheumatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.8 Haematology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.9 Nephrology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.10 Gastroenterologic


surgery
24 2104 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.68, 1.28]


3.11 Trauma surgery 2 45 Risk Ratio (M-H, Random, 95% CI) 1.22 [0.66, 2.25]
3.12 Ortopaedics 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.13 Plastic, reconstructive,


and aesthetic surgery
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3.14 Vascular surgery 1 15 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.15 Transplant surgery 2 47 Risk Ratio (M-H, Random, 95% CI) 0.56 [0.22, 1.42]
3.16 Urology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.17 Thoracic surgery 1 44 Risk Ratio (M-H, Random, 95% CI) 1.6 [0.40, 6.32]
3.18 Neurological surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.19 Oro-maxillo-facial


surgery
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3.20 Anaesthesiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.21 Emergency medicine 7 5208 Risk Ratio (M-H, Random, 95% CI) 0.97 [0.84, 1.12]
3.22 Psychiatry 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.23 Neurology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.24 Oncology 6 379 Risk Ratio (M-H, Random, 95% CI) 1.03 [0.87, 1.21]
3.25 Dermatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.26 Gynaecology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.27 Mixed 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


4 All-cause mortality - based on
adequacy of the amount of
calories


51 8121 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.90, 1.09]


4.1 Clearly adequate in
intervention and clearly
inadequate in control


7 5641 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.88, 1.10]


4.2 Inadequate in the
experimental or adequate in the
control


4 165 Risk Ratio (M-H, Random, 95% CI) 1.17 [0.80, 1.72]
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4.3 Experimental group is
overfed


4 272 Risk Ratio (M-H, Random, 95% CI) 0.56 [0.23, 1.34]


4.4 Unclear intake in control
or experimental


36 2043 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.80, 1.22]


5 All-cause mortality - different
screening tools


51 8121 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.90, 1.09]


5.1 NRS 2002 1 4640 Risk Ratio (M-H, Random, 95% CI) 1.00 [0.85, 1.18]
5.2 MUST 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.3 MNA 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.4 SGA 1 323 Risk Ratio (M-H, Random, 95% CI) 0.75 [0.13, 4.44]
5.5 Other means 49 3158 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.88, 1.11]


6 All-cause mortality - participants
characterised as ’at nutritional
risk’ due to one of the following
conditions


51 8121 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.90, 1.09]


6.1 Major surgery 30 2381 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.67, 1.15]
6.2 Stroke 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
6.3 ICU participants


including trauma
7 5209 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.86, 1.14]


6.4 Frail elderly participants
with less severe conditions
known to increase protein
requirements


1 34 Risk Ratio (M-H, Random, 95% CI) 3.35 [0.15, 76.93]


6.5 Participants do not fall
into one of the categories above


13 497 Risk Ratio (M-H, Random, 95% CI) 1.02 [0.88, 1.18]


7 All-cause mortality - participants
characterised as ’at nutritional
risk’ due to one of the following
criteria


51 8121 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.90, 1.09]


7.1 BMI less than 20.5 kg/m2 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
7.2 Weight loss of at least 5%


during the last three months
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.3 Weight loss of at least
10% during the last six months


2 92 Risk Ratio (M-H, Random, 95% CI) 0.33 [0.01, 7.78]


7.4 Insufficient food intake
during the last week (50% of
requirements or less)


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.5 Participants characterised
as ’at nutritional risk’ by other
means


49 8029 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.90, 1.09]


8 All-cause mortality - participants
characterised as ’at nutritional
risk’ due to biomarkers or
anthropometrics


51 8121 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.90, 1.09]


8.1 Biomarkers 5 169 Risk Ratio (M-H, Random, 95% CI) 0.47 [0.10, 2.12]
8.2 Anthropometric measures 3 137 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.32, 2.75]
8.3 Both anthropometrics and


biomarkers
3 75 Risk Ratio (M-H, Random, 95% CI) 0.66 [0.14, 3.07]


8.4 Characterised by other
means


40 7740 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.90, 1.09]


480Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







9 All-cause mortality -
randomisation year


51 8121 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.90, 1.09]


9.1 Before 1960 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
9.2 1960 to 1979 4 151 Risk Ratio (M-H, Random, 95% CI) 1.50 [0.56, 4.03]
9.3 1980 to 1999 41 2446 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.88, 1.12]
9.4 After 1999 6 5524 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.84, 1.13]


10 All-cause mortality - trials
where the intervention
lasts fewer than three days
compared with trials where the
intervention lasts three days or
more


51 8121 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.90, 1.09]


10.1 Three days or more 49 8014 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.89, 1.08]
10.2 Less than three days 1 80 Risk Ratio (M-H, Random, 95% CI) 1.2 [0.59, 2.45]
10.3 Unknown 1 27 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


11 All-cause mortality - ’best-worst
case’ scenario


51 8240 Risk Ratio (M-H, Random, 95% CI) 0.87 [0.74, 1.02]


12 All-cause mortality - ’worst-best
case’ scenario


51 8240 Risk Ratio (M-H, Random, 95% CI) 1.06 [0.95, 1.19]


13 All-cause mortality
co-interventions


51 8121 Risk Ratio (M-H, Fixed, 95% CI) 0.97 [0.87, 1.09]


13.1 received nutrition
support as co-intervention


5 5044 Risk Ratio (M-H, Fixed, 95% CI) 0.97 [0.84, 1.13]


13.2 did not receive nutrition
support as co-intervention


45 2997 Risk Ratio (M-H, Fixed, 95% CI) 0.96 [0.81, 1.14]


13.3 delayed versus early
nutrition support


1 80 Risk Ratio (M-H, Fixed, 95% CI) 1.2 [0.59, 2.45]


Comparison 27. Parenteral - Serious adverse event end of intervention


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 Serious adverse events - overall 48 7519 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.85, 1.14]
2 Serious adverse events - bias 48 7519 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.85, 1.14]


2.1 High risk of bias 48 7519 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.85, 1.14]
2.2 Low risk of bias 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3 Serious adverse events - by
medical specialty


48 7519 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.85, 1.14]


3.1 Cardiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.2 Medical gastroenterology


and hepatology
7 259 Risk Ratio (M-H, Random, 95% CI) 1.29 [0.73, 2.29]


3.3 High risk 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.4 Geriatrics 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.5 Pulmonary disease 1 25 Risk Ratio (M-H, Random, 95% CI) 0.22 [0.01, 4.08]
3.6 Endocrinology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.7 Infectious diseases 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.8 Rheumatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.9 Haematology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
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3.10 Nephrology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.11 Gastroenterologic


surgery
24 1663 Risk Ratio (M-H, Random, 95% CI) 0.78 [0.56, 1.10]


3.12 Trauma surgery 2 45 Risk Ratio (M-H, Random, 95% CI) 1.22 [0.66, 2.25]
3.13 Ortopaedics 1 80 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.14 Plastic, reconstructive,


and aesthetic surgery
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3.15 Vascular surgery 2 35 Risk Ratio (M-H, Random, 95% CI) 0.5 [0.05, 4.67]
3.16 Transplant surgery 2 47 Risk Ratio (M-H, Random, 95% CI) 0.61 [0.23, 1.65]
3.17 Urology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.18 Thoracic surgery 1 44 Risk Ratio (M-H, Random, 95% CI) 1.6 [0.40, 6.32]
3.19 Neurological surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3.20 Oro-maxillo-facial
surgery


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3.21 Anaesthesiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.22 Emergency medicine 4 5044 Risk Ratio (M-H, Random, 95% CI) 1.00 [0.81, 1.24]
3.23 Psychiatry 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.24 Neurology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.25 Oncology 4 277 Risk Ratio (M-H, Random, 95% CI) 1.12 [0.51, 2.44]
3.26 Dermatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.27 Gynaecology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.28 Mixed 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


4 Serious adverse events - based
on adequacy of the amount of
calories


48 7519 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.85, 1.14]


4.1 Clearly adequate in
intervention and clearly
inadequate in control


9 5736 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.80, 1.19]


4.2 Inadequate in the
experimental or adequate in the
control


5 218 Risk Ratio (M-H, Random, 95% CI) 1.20 [0.74, 1.95]


4.3 Experimental group is
overfed


1 124 Risk Ratio (M-H, Random, 95% CI) 0.52 [0.19, 1.47]


4.4 Unclear intake in control
or experimental


33 1441 Risk Ratio (M-H, Random, 95% CI) 0.89 [0.65, 1.23]


5 Serious adverse events - different
screening tools


48 7519 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.85, 1.14]


5.1 NRS 2002 1 4640 Risk Ratio (M-H, Random, 95% CI) 1.04 [0.83, 1.30]
5.2 MUST 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.3 MNA 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.4 SGA 1 323 Risk Ratio (M-H, Random, 95% CI) 0.72 [0.28, 1.83]
5.5 Other means 46 2556 Risk Ratio (M-H, Random, 95% CI) 0.95 [0.77, 1.17]


6 Serious adverse events -
participants characterised as ’at
nutritional risk’ due to one of
the following conditions


48 7519 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.85, 1.14]


6.1 Major surgery 30 1952 Risk Ratio (M-H, Random, 95% CI) 0.86 [0.66, 1.13]
6.2 Stroke 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
6.3 ICU participants


including trauma
6 5089 Risk Ratio (M-H, Random, 95% CI) 1.02 [0.84, 1.25]
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6.4 Frail elderly participants
with less severe conditions
known to increase protein
requirements


2 114 Risk Ratio (M-H, Random, 95% CI) 0.56 [0.06, 5.63]


6.5 Participants do not fall
into one of the categories above


10 364 Risk Ratio (M-H, Random, 95% CI) 1.18 [0.69, 2.02]


7 Serious adverse events -
participants characterised as ’at
nutritional risk’ due to one of
the following criteria


48 7519 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.85, 1.14]


7.1 BMI less than 20.5 kg/m2 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
7.2 Weight loss of at least 5%


during the last three months
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.3 Weight loss of at least
10% during the last six months


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.4 Insufficient food intake
during the last week (50% of
requirements or less)


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.5 Participants characterised
as ’at nutritional risk’ by other
means


48 7519 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.85, 1.14]


8 Serious adverse events -
participants characterised as
’at nutritional risk’ due to
biomarkers or anthropometrics


48 7519 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.85, 1.14]


8.1 Biomarkers 3 77 Risk Ratio (M-H, Random, 95% CI) 0.39 [0.06, 2.39]
8.2 Anthropometric measures 3 137 Risk Ratio (M-H, Random, 95% CI) 0.69 [0.16, 3.01]
8.3 Mixed 3 75 Risk Ratio (M-H, Random, 95% CI) 0.66 [0.14, 3.07]
8.4 Characterised by other


means
39 7230 Risk Ratio (M-H, Random, 95% CI) 1.00 [0.86, 1.16]


9 Serious adverse events -
randomisation year


48 7519 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.85, 1.14]


9.1 Before 1960 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
9.2 1960 to 1979 3 98 Risk Ratio (M-H, Random, 95% CI) 2.02 [0.82, 4.98]
9.3 1980 to 1999 37 1754 Risk Ratio (M-H, Random, 95% CI) 0.95 [0.76, 1.19]
9.4 After 1999 8 5667 Risk Ratio (M-H, Random, 95% CI) 0.97 [0.79, 1.20]


10 Serious adverse events -
trials where the intervention
lasts fewer than three days
compared with trials where the
intervention lasts three days or
more


48 7519 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.85, 1.14]


10.1 Three days or more 46 7412 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.85, 1.15]
10.2 Less than three days 1 80 Risk Ratio (M-H, Random, 95% CI) 0.67 [0.12, 3.78]
10.3 Unknown 1 27 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


11 Serious adverse events -
’best-worst case’ scenario


48 8293 Risk Ratio (M-H, Random, 95% CI) 0.78 [0.63, 0.98]


12 Serious adverse events -
’worst-best case’ scenario


48 8293 Risk Ratio (M-H, Random, 95% CI) 1.16 [0.95, 1.42]


13 Serious adverse events
co-interventions


48 7519 Risk Ratio (M-H, Fixed, 95% CI) 0.94 [0.81, 1.09]
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13.1 received nutrition
support as co-intervention


5 5049 Risk Ratio (M-H, Fixed, 95% CI) 1.02 [0.83, 1.26]


13.2 did not receive nutrition
support as co-intervention


42 2390 Risk Ratio (M-H, Fixed, 95% CI) 0.87 [0.70, 1.07]


13.3 delayed versus early
nutrition support


1 80 Risk Ratio (M-H, Fixed, 95% CI) 0.67 [0.12, 3.78]


Comparison 28. Parenteral - Serious adverse event maximum follow-up


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 Serious adverse events - overall 56 8263 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.90, 1.07]
2 Serious adverse events - bias 56 8263 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.90, 1.07]


2.1 High risk of bias 56 8263 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.90, 1.07]
2.2 Low risk of bias 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3 Serious adverse events - by
medical speciality


56 8263 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.90, 1.07]


3.1 Cardiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.2 Medical gastroenterology


and hepatology
7 338 Risk Ratio (M-H, Random, 95% CI) 0.96 [0.69, 1.33]


3.3 Geriatrics 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.4 Pulmonary disease 1 25 Risk Ratio (M-H, Random, 95% CI) 0.22 [0.01, 4.08]
3.5 Endocrinology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.6 Infectious diseases 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.7 Rheumatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.8 Haematology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.9 Nephrology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3.10 Gastroenterologic
surgery


27 2066 Risk Ratio (M-H, Random, 95% CI) 0.91 [0.72, 1.16]


3.11 Trauma surgery 2 45 Risk Ratio (M-H, Random, 95% CI) 1.22 [0.66, 2.25]
3.12 Ortopaedics 1 80 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.13 Plastic, reconstructive,


and aesthetic surgery
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3.14 Vascular surgery 2 35 Risk Ratio (M-H, Random, 95% CI) 0.5 [0.05, 4.67]
3.15 Transplant surgery 2 47 Risk Ratio (M-H, Random, 95% CI) 0.56 [0.22, 1.42]
3.16 Urology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.17 Thoracic surgery 1 44 Risk Ratio (M-H, Random, 95% CI) 1.6 [0.40, 6.32]
3.18 Neurological surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.19 Oro-maxillo-facial


surgery
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3.20 Anaesthesiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.21 Emergency medicine 7 5208 Risk Ratio (M-H, Random, 95% CI) 0.97 [0.84, 1.12]
3.22 Psychiatry 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.23 Neurology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.24 Oncology 6 375 Risk Ratio (M-H, Random, 95% CI) 1.02 [0.87, 1.20]
3.25 Dermatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.26 Gynaecology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.27 Mixed 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
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4 Serious adverse events - based
on adequacy of the amount of
calories


56 8263 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.90, 1.07]


4.1 Clearly adequate in
intervention and clearly
inadequate in control


9 5736 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.88, 1.10]


4.2 Inadequate in the
experimental or adequate in the
control


4 165 Risk Ratio (M-H, Random, 95% CI) 1.17 [0.80, 1.72]


4.3 Experimental group is
overfed


5 583 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.74, 1.32]


4.4 Unclear intake in control
or experimental


38 1779 Risk Ratio (M-H, Random, 95% CI) 0.90 [0.73, 1.11]


5 Serious adverse events - different
screening tools


56 8263 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.90, 1.07]


5.1 NRS 2002 1 4640 Risk Ratio (M-H, Random, 95% CI) 1.00 [0.85, 1.18]
5.2 MUST 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.3 MNA 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.4 SGA 1 323 Risk Ratio (M-H, Random, 95% CI) 0.72 [0.28, 1.83]
5.5 Other means 54 3300 Risk Ratio (M-H, Random, 95% CI) 0.97 [0.88, 1.08]


6 Serious adverse events -
participants characterised as ’at
nutritional risk’ due to one of
the following conditions


56 8263 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.90, 1.07]


6.1 Major surgery 34 2447 Risk Ratio (M-H, Random, 95% CI) 0.90 [0.75, 1.09]
6.2 Stroke 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
6.3 ICU participants


including trauma
7 5209 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.86, 1.14]


6.4 Frail elderly participants
with less severe conditions
known to increase protein
requirements


2 114 Risk Ratio (M-H, Random, 95% CI) 0.56 [0.06, 5.63]


6.5 Participants do not fall
into one of the categories above


13 493 Risk Ratio (M-H, Random, 95% CI) 1.02 [0.88, 1.18]


7 Serious adverse events -
participants characterised as ’at
nutritional risk’ due to one of
the following criteria


56 8263 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.90, 1.07]


7.1 BMI less than 20.5 kg/m2 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
7.2 Weight loss of at least 5%


during the last three months
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.3 Weight loss of at least
10% during the last six months


2 92 Risk Ratio (M-H, Random, 95% CI) 0.33 [0.01, 7.78]


7.4 Insufficient food intake
during the last week (50% of
requirements or less)


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.5 Participants characterised
as ’at nutritional risk’ by other
means


54 8171 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.90, 1.07]
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8 Serious adverse events -
participants characterised as
’at nutritional risk’ due to
biomarkers or anthropometrics


56 8263 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.90, 1.07]


8.1 Biomarkers 6 184 Risk Ratio (M-H, Random, 95% CI) 0.45 [0.13, 1.57]
8.2 Anthropometric measures 3 137 Risk Ratio (M-H, Random, 95% CI) 0.74 [0.29, 1.89]
8.3 Both 3 75 Risk Ratio (M-H, Random, 95% CI) 0.66 [0.14, 3.07]
8.4 Characterised by other


means
44 7867 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.90, 1.08]


9 Serious adverse events -
randomisation year


56 8263 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.90, 1.07]


9.1 Before 1960 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
9.2 1960 to 1979 4 154 Risk Ratio (M-H, Random, 95% CI) 1.38 [0.67, 2.83]
9.3 1980 to 1999 44 2442 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.88, 1.10]
9.4 After 1999 8 5667 Risk Ratio (M-H, Random, 95% CI) 0.96 [0.83, 1.12]


10 Serious adverse events -
trials where the intervention
lasts fewer than three days
compared with trials where the
intervention lasts three days or
more


56 8263 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.90, 1.07]


10.1 Three days or more 54 8156 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.89, 1.07]
10.2 Less than three days 1 80 Risk Ratio (M-H, Random, 95% CI) 1.2 [0.59, 2.45]
10.3 Unknown 1 27 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


11 Serious adverse events -
’best-worst case’ scenario


56 8452 Risk Ratio (M-H, Random, 95% CI) 0.80 [0.68, 0.94]


12 Serious adverse events -
’worst-best case’ scenario


56 8452 Risk Ratio (M-H, Random, 95% CI) 1.12 [0.96, 1.30]


13 Serious adverse events
co-interventions


56 8263 Risk Ratio (M-H, Fixed, 95% CI) 0.94 [0.85, 1.04]


13.1 Received nutrition
support as co-intervention


6 5164 Risk Ratio (M-H, Fixed, 95% CI) 0.97 [0.85, 1.12]


13.2 did not receive nutrition
support as co-intervention


49 3019 Risk Ratio (M-H, Fixed, 95% CI) 0.90 [0.77, 1.04]


13.3 delayed versus early
nutrition support


1 80 Risk Ratio (M-H, Fixed, 95% CI) 1.2 [0.59, 2.45]


Comparison 29. Morbidity - end of intervention


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 Morbidity - overall 1 124 Risk Ratio (M-H, Random, 95% CI) 0.63 [0.42, 0.94]
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Comparison 30. Morbidity - maximum follow-up


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 Morbidity - overall 2 245 Risk Ratio (M-H, Random, 95% CI) 0.71 [0.53, 0.95]


Comparison 31. BMI - end of intervention


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 BMI - overall 15 1008 Mean Difference (IV, Random, 95% CI) 0.57 [0.38, 0.77]
2 BMI - bias 15 1008 Mean Difference (IV, Random, 95% CI) 0.57 [0.38, 0.77]


2.1 High risk of bias 15 1008 Mean Difference (IV, Random, 95% CI) 0.57 [0.38, 0.77]
2.2 Low risk of bias 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]


3 BMI - mode of administration 15 1008 Mean Difference (IV, Random, 95% CI) 0.57 [0.38, 0.77]
3.1 General nutrition support 1 132 Mean Difference (IV, Random, 95% CI) 1.0 [-0.67, 2.67]
3.2 Fortified nutrition 1 146 Mean Difference (IV, Random, 95% CI) 1.10 [-0.24, 2.44]
3.3 Oral nutrition support 7 363 Mean Difference (IV, Random, 95% CI) 0.63 [-0.09, 1.35]
3.4 Enteral nutrition 5 288 Mean Difference (IV, Random, 95% CI) 0.53 [0.32, 0.75]
3.5 Parenteral nutrition 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
3.6 Mixed nutrition support 1 79 Mean Difference (IV, Random, 95% CI) 1.12 [-0.15, 2.39]


4 BMI - by medical delivery 15 1008 Mean Difference (IV, Random, 95% CI) 0.57 [0.38, 0.77]
4.1 Cardiology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.2 Medical gastroenterology


and hepatology
2 101 Mean Difference (IV, Random, 95% CI) 1.77 [-0.19, 3.72]


4.3 Geriatrics 3 227 Mean Difference (IV, Random, 95% CI) 0.86 [-0.10, 1.82]
4.4 Pulmonary disease 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.5 Endocrinology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.6 Infectious diseases 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.7 Rheumatology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.8 Haematology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.9 Nephrology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]


4.10 Gastroenterologic
surgery


5 279 Mean Difference (IV, Random, 95% CI) 0.48 [0.25, 0.70]


4.11 Trauma surgery 2 184 Mean Difference (IV, Random, 95% CI) 0.64 [0.10, 1.18]
4.12 Ortopaedics 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.13 Plastic, reconstructive,


and aesthetic surgery
1 37 Mean Difference (IV, Random, 95% CI) 1.30 [0.04, 2.56]


4.14 Vascular surgery 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.15 Transplant surgery 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.16 Urology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.17 Thoracic surgery 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.18 Neurological surgery 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.19 Oro-maxillo-facial


surgery
0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]


4.20 Anaesthesiology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.21 Emergency medicine 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
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4.22 Psychiatry 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.23 Neurology 1 48 Mean Difference (IV, Random, 95% CI) 1.0 [-1.11, 3.11]
4.24 Oncology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.25 Dermatology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.26 Gynaecology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.27 Mixed 1 132 Mean Difference (IV, Random, 95% CI) 1.0 [-0.67, 2.67]


5 BMI - based on adequacy of the
amount of calories


15 1008 Mean Difference (IV, Random, 95% CI) 0.57 [0.38, 0.77]


5.1 Clearly adequate in
intervention and clearly
inadequate in control


7 544 Mean Difference (IV, Random, 95% CI) 0.90 [0.23, 1.58]


5.2 Inadequate in the
experimental or adequate in the
control


1 37 Mean Difference (IV, Random, 95% CI) 1.30 [0.04, 2.56]


5.3 Experimental group is
overfed


1 46 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]


5.4 Unclear intake in control
or experimental


6 381 Mean Difference (IV, Random, 95% CI) 0.52 [0.31, 0.73]


6 BMI - different screening tools 15 1008 Mean Difference (IV, Random, 95% CI) 0.57 [0.38, 0.77]
6.1 NRS 2002 2 211 Mean Difference (IV, Random, 95% CI) 1.08 [0.06, 2.09]
6.2 MUST 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
6.3 MNA 1 35 Mean Difference (IV, Random, 95% CI) 0.60 [-0.78, 1.98]
6.4 SGA 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
6.5 Other means 12 762 Mean Difference (IV, Random, 95% CI) 0.55 [0.35, 0.76]


7 BMI - participants characterised
as ’at nutritional risk’ due to
one of the following conditions


15 1008 Mean Difference (IV, Random, 95% CI) 0.57 [0.38, 0.77]


7.1 Major surgery 6 316 Mean Difference (IV, Random, 95% CI) 0.50 [0.28, 0.73]
7.2 Stroke 1 48 Mean Difference (IV, Random, 95% CI) 1.0 [-1.11, 3.11]
7.3 ICU participants


including trauma
1 64 Mean Difference (IV, Random, 95% CI) 0.40 [-1.22, 2.02]


7.4 Frail elderly participants
with less severe conditions
known to increase protein
requirements


2 199 Mean Difference (IV, Random, 95% CI) 0.75 [0.22, 1.27]


7.5 Participants do not fall
into one of the categories above


5 381 Mean Difference (IV, Random, 95% CI) 1.06 [0.26, 1.87]


8 BMI - participants characterised
as ’at nutritional risk’ due to
one of the following criteria


15 1008 Mean Difference (IV, Random, 95% CI) 0.57 [0.38, 0.77]


8.1 BMI less than 20.5 kg/m2 3 229 Mean Difference (IV, Random, 95% CI) 1.21 [0.29, 2.12]
8.2 Weight loss of at least 5%


during the last three months
0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]


8.3 Weight loss of at least
10% during the last six months


0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]


8.4 Insufficient food intake
during the last week (50% of
requirements or less)


0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]


8.5 Participants characterised
as ’at nutritional risk’ by other
means


12 779 Mean Difference (IV, Random, 95% CI) 0.54 [0.34, 0.75]
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9 BMI - participants characterised
as ’at nutritional risk’ due to
biomarkers of anthropometrics


15 1008 Mean Difference (IV, Random, 95% CI) 0.57 [0.38, 0.77]


9.1 Biomarkers 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
9.2 Anthropometric measures 3 229 Mean Difference (IV, Random, 95% CI) 1.21 [0.29, 2.12]
9.3 Characterised by other


means
12 779 Mean Difference (IV, Random, 95% CI) 0.54 [0.34, 0.75]


10 BMI - randomisation year 15 1008 Mean Difference (IV, Random, 95% CI) 0.57 [0.38, 0.77]
10.1 Before 1960 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
10.2 1960 to 1979 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
10.3 1980 to 1999 4 182 Mean Difference (IV, Random, 95% CI) 1.03 [-0.91, 2.97]
10.4 After 1999 11 826 Mean Difference (IV, Random, 95% CI) 0.56 [0.36, 0.76]


11 BMI - trials where the
intervention lasts fewer than
three days compared with trials
where the intervention lasts
three days or more


15 1008 Mean Difference (IV, Random, 95% CI) 0.57 [0.38, 0.77]


11.1 Three days or more 15 1008 Mean Difference (IV, Random, 95% CI) 0.57 [0.38, 0.77]
11.2 Less than three days 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]


Comparison 32. BMI - maximum follow-up


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 BMI - overall 20 1528 Mean Difference (IV, Random, 95% CI) 0.40 [-0.02, 0.83]
2 BMI - bias 20 1528 Mean Difference (IV, Random, 95% CI) 0.44 [0.02, 0.87]


2.1 High risk of bias 20 1528 Mean Difference (IV, Random, 95% CI) 0.44 [0.02, 0.87]
2.2 Low risk of bias 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]


3 BMI - mode of delivery 20 1528 Mean Difference (IV, Random, 95% CI) 0.44 [0.02, 0.87]
3.1 General nutrition support 2 196 Mean Difference (IV, Random, 95% CI) 0.92 [0.26, 1.57]
3.2 Fortified nutrition 1 146 Mean Difference (IV, Random, 95% CI) 1.10 [-0.24, 2.44]
3.3 Oral nutrition support 8 588 Mean Difference (IV, Random, 95% CI) 0.43 [-0.16, 1.02]
3.4 Enteral nutrition 8 519 Mean Difference (IV, Random, 95% CI) 0.17 [-0.60, 0.93]
3.5 Parenteral nutrition 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
3.6 Mixed nutrition support 1 79 Mean Difference (IV, Random, 95% CI) 1.12 [-0.15, 2.39]


4 BMI - by medical speciality 20 1528 Mean Difference (IV, Random, 95% CI) 0.44 [0.02, 0.87]
4.1 Cardiology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.2 Medical gastroenterology


and hepatology
3 201 Mean Difference (IV, Random, 95% CI) 1.02 [0.13, 1.90]


4.3 Geriatrics 4 452 Mean Difference (IV, Random, 95% CI) 0.47 [-0.24, 1.17]
4.4 Pulmonary disease 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.5 Endocrinology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.6 Infectious diseases 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.7 Rheumatology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.8 Haematology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.9 Nephrology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.10 Gastroenterologic


surgery
6 346 Mean Difference (IV, Random, 95% CI) -0.52 [-2.16, 1.11]


4.11 Trauma surgery 2 184 Mean Difference (IV, Random, 95% CI) 0.64 [0.10, 1.18]
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4.12 Ortopaedics 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.13 Plastic, reconstructive,


and aesthetic surgery
1 37 Mean Difference (IV, Random, 95% CI) 1.30 [0.04, 2.56]


4.14 Vascular surgery 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.15 Transplant surgery 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.16 Urology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.17 Thoracic surgery 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.18 Neurological surgery 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.19 Oro-maxillo-facial


surgery
0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]


4.20 Anaesthesiology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.21 Emergency medicine 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.22 Psychiatry 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.23 Neurology 2 112 Mean Difference (IV, Random, 95% CI) 0.91 [0.24, 1.58]
4.24 Oncology 1 64 Mean Difference (IV, Random, 95% CI) 0.40 [-1.40, 2.20]
4.25 Dermatology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.26 Gynaecology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.27 Mixed 1 132 Mean Difference (IV, Random, 95% CI) 1.0 [-0.67, 2.67]


5 BMI - based on adequacy of the
amount of calories


20 1528 Mean Difference (IV, Random, 95% CI) 0.40 [-0.02, 0.83]


5.1 Clearly adequate in
intervention and clearly
inadequate in control


9 686 Mean Difference (IV, Random, 95% CI) 0.54 [0.33, 0.74]


5.2 Inadequate in the
experimental or adequate in the
control


2 101 Mean Difference (IV, Random, 95% CI) 1.00 [0.38, 1.61]


5.3 Experimental group is
overfed


1 46 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]


5.4 Unclear intake in control
or experimental


8 695 Mean Difference (IV, Random, 95% CI) -0.04 [-1.11, 1.03]


6 BMI - different screening tools 20 1528 Mean Difference (IV, Random, 95% CI) 0.44 [0.02, 0.87]
6.1 NRS 2002 2 211 Mean Difference (IV, Random, 95% CI) 1.08 [0.06, 2.09]
6.2 MUST 1 64 Mean Difference (IV, Random, 95% CI) 0.90 [0.19, 1.61]
6.3 MNA 1 35 Mean Difference (IV, Random, 95% CI) 0.60 [-0.78, 1.98]
6.4 SGA 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
6.5 Other means 16 1218 Mean Difference (IV, Random, 95% CI) 0.30 [-0.22, 0.83]


7 BMI - participants characterised
as ’at nutritional risk’ due to
one of the following conditions


20 1528 Mean Difference (IV, Random, 95% CI) 0.44 [0.02, 0.87]


7.1 Major surgery 7 383 Mean Difference (IV, Random, 95% CI) -0.23 [-1.55, 1.09]
7.2 Stroke 2 112 Mean Difference (IV, Random, 95% CI) 0.91 [0.24, 1.58]
7.3 ICU participants


including trauma
1 64 Mean Difference (IV, Random, 95% CI) 0.40 [-1.22, 2.02]


7.4 Frail elderly participants
with less severe conditions
known to increase protein
requirements


2 199 Mean Difference (IV, Random, 95% CI) 0.75 [0.22, 1.27]


7.5 Participants do not fall
into one of the categories above


8 770 Mean Difference (IV, Random, 95% CI) 0.65 [0.22, 1.09]
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8 BMI - participants characterised
as ’at nutritional risk’ due to
one of the following criteria


20 1528 Mean Difference (IV, Random, 95% CI) 0.44 [0.02, 0.87]


8.1 BMI less than 20.5 kg/m2 3 229 Mean Difference (IV, Random, 95% CI) 1.21 [0.29, 2.12]
8.2 Weight loss of at least 5%


during the last three months
0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]


8.3 Weight loss of at least
10% during the last six months


0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]


8.4 Insufficient food intake
during the last week (50% of
requirements or less)


0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]


8.5 Participants characterised
as ’at nutritional risk’ by other
means


17 1299 Mean Difference (IV, Random, 95% CI) 0.35 [-0.11, 0.81]


9 BMI - participants characterised
as ’at nutritional risk’ due to
biomarkers or anthropometrics


20 1528 Mean Difference (IV, Random, 95% CI) 0.44 [0.02, 0.87]


9.1 Biomarkers 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
9.2 Anthropometric measures 3 229 Mean Difference (IV, Random, 95% CI) 1.21 [0.29, 2.12]
9.3 Characterised by other


means
17 1299 Mean Difference (IV, Random, 95% CI) 0.35 [-0.11, 0.81]


10 BMI - randomisation year 20 1528 Mean Difference (IV, Random, 95% CI) 0.44 [0.02, 0.87]
10.1 Before 1960 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
10.2 1960 to 1979 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
10.3 1980 to 1999 5 249 Mean Difference (IV, Random, 95% CI) 0.02 [-2.62, 2.67]
10.4 After 1999 15 1279 Mean Difference (IV, Random, 95% CI) 0.57 [0.39, 0.75]


11 BMI - trials where the
intervention lasts fewer than
three days compared with trials
where the intervention lasts
three days or more


20 1528 Mean Difference (IV, Random, 95% CI) 0.44 [0.02, 0.87]


11.1 Three days or more 20 1528 Mean Difference (IV, Random, 95% CI) 0.44 [0.02, 0.87]
11.2 Less than three days 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]


Comparison 33. Weight - end of intervention


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 Weight - overall 81 5445 Mean Difference (IV, Random, 95% CI) 1.32 [0.65, 2.00]
2 Weight - bias 81 5445 Mean Difference (IV, Random, 95% CI) 1.32 [0.65, 2.00]


2.1 High risk of bias 81 5445 Mean Difference (IV, Random, 95% CI) 1.32 [0.65, 2.00]
2.2 Low risk of bias 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]


3 Weight - mode of delivery 81 5445 Mean Difference (IV, Random, 95% CI) 1.32 [0.65, 2.00]
3.1 General nutrition support 4 962 Mean Difference (IV, Random, 95% CI) -0.00 [-0.17, 0.16]
3.2 Fortified nutrition 2 230 Mean Difference (IV, Random, 95% CI) 1.45 [-0.92, 3.83]
3.3 Oral nutrition support 31 1924 Mean Difference (IV, Random, 95% CI) 0.33 [-0.21, 0.87]
3.4 Enteral nutrition 26 1616 Mean Difference (IV, Random, 95% CI) 2.62 [1.23, 4.01]
3.5 Parenteral nutrition 17 667 Mean Difference (IV, Random, 95% CI) 1.48 [-0.20, 3.15]
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3.6 Mixed nutrition support 1 46 Mean Difference (IV, Random, 95% CI) -3.90 [-4.45, -3.35]
4 Weight - by medical speciality 81 5445 Mean Difference (IV, Random, 95% CI) 1.32 [0.65, 2.00]


4.1 Cardiology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.2 Medical gastroenterology


and hepatology
7 345 Mean Difference (IV, Random, 95% CI) 0.88 [-0.03, 1.79]


4.3 Geriatrics 10 1422 Mean Difference (IV, Random, 95% CI) 0.62 [-0.30, 1.54]
4.4 Pulmonary disease 4 91 Mean Difference (IV, Random, 95% CI) 0.95 [-0.43, 2.33]
4.5 Endocrinology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.6 Infectious diseases 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.7 Rheumatology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.8 Haematology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.9 Nephrology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.10 Gastroenterologic


surgery
35 1423 Mean Difference (IV, Random, 95% CI) 1.26 [-0.12, 2.63]


4.11 Trauma surgery 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.12 Ortopaedics 7 395 Mean Difference (IV, Random, 95% CI) 2.79 [1.36, 4.23]
4.13 Plastic, reconstructive,


and aesthetic surgery
0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]


4.14 Vascular surgery 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.15 Transplant surgery 1 29 Mean Difference (IV, Random, 95% CI) -4.60 [-15.21, 6.01]
4.16 Urology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.17 Thoracic surgery 2 548 Mean Difference (IV, Random, 95% CI) 0.06 [-2.39, 2.51]
4.18 Neurological surgery 1 48 Mean Difference (IV, Random, 95% CI) 10.53 [6.72, 14.34]
4.19 Oro-maxillo-facial


surgery
1 32 Mean Difference (IV, Random, 95% CI) 0.6 [-1.10, 2.30]


4.20 Anaesthesiology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.21 Emergency medicine 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.22 Psychiatry 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.23 Neurology 5 247 Mean Difference (IV, Random, 95% CI) 0.74 [-2.15, 3.63]
4.24 Oncology 1 23 Mean Difference (IV, Random, 95% CI) -1.0 [-7.41, 5.41]
4.25 Dermatology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.26 Gynaecology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.27 Mixed 7 842 Mean Difference (IV, Random, 95% CI) 0.21 [-0.58, 1.00]


5 Weight - based on adequacy of
the amount of calories


81 5445 Mean Difference (IV, Random, 95% CI) 1.32 [0.65, 2.00]


5.1 Clearly adequate in
intervention and clearly
inadequate in control


20 1287 Mean Difference (IV, Random, 95% CI) 1.46 [-0.19, 3.12]


5.2 Inadequate in the
experimental or adequate in the
control


19 1626 Mean Difference (IV, Random, 95% CI) 0.79 [0.06, 1.51]


5.3 Experimental group is
overfed


5 151 Mean Difference (IV, Random, 95% CI) 0.64 [-0.86, 2.13]


5.4 Unclear intake in control
or experimental


37 2381 Mean Difference (IV, Random, 95% CI) 1.61 [0.50, 2.72]


6 Weight - different screening
tools


81 5445 Mean Difference (IV, Random, 95% CI) 1.32 [0.65, 2.00]


6.1 NRS 2002 4 353 Mean Difference (IV, Random, 95% CI) 1.12 [-0.29, 2.53]
6.2 MUST 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
6.3 MNA 2 104 Mean Difference (IV, Random, 95% CI) 1.45 [-0.02, 2.91]
6.4 SGA 2 445 Mean Difference (IV, Random, 95% CI) -0.65 [-3.30, 2.00]
6.5 Other means 73 4543 Mean Difference (IV, Random, 95% CI) 1.41 [0.68, 2.15]
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7 Weight - participants
characterised as ’at nutritional
risk’ due to one of the following
conditions


81 5445 Mean Difference (IV, Random, 95% CI) 1.32 [0.65, 2.00]


7.1 Major surgery 40 2213 Mean Difference (IV, Random, 95% CI) 1.24 [0.11, 2.37]
7.2 Stroke 3 181 Mean Difference (IV, Random, 95% CI) 0.39 [-2.75, 3.54]


7.3 ICU participants
including trauma


0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]


7.4 Frail elderly participants
with less severe conditions
known to increase protein
requirements


8 1256 Mean Difference (IV, Random, 95% CI) 1.83 [0.71, 2.96]


7.5 Participants do not fall
into one of the categories above


30 1795 Mean Difference (IV, Random, 95% CI) 0.93 [0.38, 1.48]


8 Weight - participants
characterised as ’at nutritional
risk’ due to one of the following
criteria


81 5445 Mean Difference (IV, Random, 95% CI) 1.32 [0.65, 2.00]


8.1 BMI less than 20.5 kg/m2 5 309 Mean Difference (IV, Random, 95% CI) 3.97 [1.06, 6.89]
8.2 Weight loss of at least 5%


during the last three months
0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]


8.3 Weight loss of at least
10% during the last six months


2 79 Mean Difference (IV, Random, 95% CI) 0.30 [-0.36, 0.96]


8.4 Insufficient food intake
during the last week (50% of
requirements or less)


0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]


8.5 Participants characterised
as ’at nutritional risk’ by other
means


74 5057 Mean Difference (IV, Random, 95% CI) 1.30 [0.59, 2.00]


9 Weight - participants
characterised as ’at nutritional
risk’ due to biomarkers or
anthropometrics


81 5445 Mean Difference (IV, Random, 95% CI) 1.32 [0.65, 2.00]


9.1 Biomarkers 9 750 Mean Difference (IV, Random, 95% CI) 4.37 [2.16, 6.58]
9.2 Anthropometric measures 15 996 Mean Difference (IV, Random, 95% CI) 1.04 [-0.15, 2.23]
9.3 Characterised by other


means
54 3639 Mean Difference (IV, Random, 95% CI) 0.66 [0.13, 1.20]


9.4 Mixed 3 60 Mean Difference (IV, Random, 95% CI) -0.37 [-1.95, 1.22]
10 Weight - randomisation year 81 5445 Mean Difference (IV, Random, 95% CI) 1.32 [0.65, 2.00]


10.1 Before 1960 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
10.2 1960 to 1979 1 21 Mean Difference (IV, Random, 95% CI) 3.85 [1.69, 6.01]
10.3 1980 to 1999 48 2365 Mean Difference (IV, Random, 95% CI) 1.23 [0.24, 2.22]
10.4 After 1999 32 3059 Mean Difference (IV, Random, 95% CI) 1.07 [0.35, 1.79]


11 Weight - trials where the
intervention lasts fewer than
three days compared with trials
where the intervention lasts
three days or more


81 5445 Mean Difference (IV, Random, 95% CI) 1.32 [0.65, 2.00]


11.1 Three days or more 76 5287 Mean Difference (IV, Random, 95% CI) 1.40 [0.70, 2.10]
11.2 Less than three days 5 158 Mean Difference (IV, Random, 95% CI) 0.15 [-1.62, 1.92]


12 Weight - Missing SDs 81 5445 Mean Difference (IV, Random, 95% CI) 1.40 [0.76, 2.03]
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12.1 missing SDs imputed
from all trials


81 5445 Mean Difference (IV, Random, 95% CI) 1.40 [0.76, 2.03]


Comparison 34. Weight - maximum follow-up


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 Weight - overall 94 6916 Mean Difference (IV, Random, 95% CI) 1.13 [0.50, 1.75]
2 Weight - bias 94 6916 Mean Difference (IV, Random, 95% CI) 1.13 [0.50, 1.75]


2.1 High risk of bias 94 6916 Mean Difference (IV, Random, 95% CI) 1.13 [0.50, 1.75]
2.2 Low risk of bias 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]


3 Weight - mode of delivery 94 6916 Mean Difference (IV, Random, 95% CI) 1.13 [0.50, 1.75]
3.1 General nutrition support 6 1328 Mean Difference (IV, Random, 95% CI) 0.41 [-0.58, 1.41]
3.2 Fortified nutrition 2 230 Mean Difference (IV, Random, 95% CI) 1.45 [-0.92, 3.83]
3.3 Oral nutrition support 32 2149 Mean Difference (IV, Random, 95% CI) 0.29 [-0.22, 0.80]
3.4 Enteral nutrition 31 2081 Mean Difference (IV, Random, 95% CI) 1.98 [0.74, 3.22]
3.5 Parenteral nutrition 22 1082 Mean Difference (IV, Random, 95% CI) 1.25 [-0.25, 2.75]
3.6 Mixed 1 46 Mean Difference (IV, Random, 95% CI) -3.90 [-4.45, -3.35]


4 Weight - by medical speciality 94 6916 Mean Difference (IV, Random, 95% CI) 1.13 [0.50, 1.75]
4.1 Cardiology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]


4.2 Medical gastroenterology
and hepatology


8 388 Mean Difference (IV, Random, 95% CI) 0.13 [-1.05, 1.30]


4.3 Geriatrics 11 1647 Mean Difference (IV, Random, 95% CI) 0.61 [-0.27, 1.50]
4.4 Pulmonary disease 4 91 Mean Difference (IV, Random, 95% CI) 0.95 [-0.43, 2.33]
4.5 Endocrinology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.6 Infectious diseases 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.7 Rheumatology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.8 Haematology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.9 Nephrology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.10 Gastroenterologic


surgery
44 2260 Mean Difference (IV, Random, 95% CI) 1.09 [-0.11, 2.29]


4.11 Trauma surgery 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.12 Ortopaedics 8 697 Mean Difference (IV, Random, 95% CI) 2.62 [1.21, 4.02]
4.13 Plastic, reconstructive,


and aesthetic surgery
0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]


4.14 Vascular surgery 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.15 Transplant surgery 1 29 Mean Difference (IV, Random, 95% CI) -4.60 [-15.21, 6.01]
4.16 Urology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.17 Thoracic surgery 2 548 Mean Difference (IV, Random, 95% CI) 0.06 [-2.39, 2.51]
4.18 Neurological surgery 1 48 Mean Difference (IV, Random, 95% CI) 10.53 [6.72, 14.34]
4.19 Oro-maxillo-facial


surgery
1 32 Mean Difference (IV, Random, 95% CI) 0.6 [-1.10, 2.30]


4.20 Anaesthesiology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.21 Emergency medicine 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.22 Psychiatry 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.23 Neurology 6 311 Mean Difference (IV, Random, 95% CI) 1.72 [0.19, 3.25]
4.24 Oncology 1 23 Mean Difference (IV, Random, 95% CI) -1.0 [-7.41, 5.41]
4.25 Dermatology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.26 Gynaecology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
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4.27 Mixed 7 842 Mean Difference (IV, Random, 95% CI) 0.22 [-0.58, 1.02]
5 Weight - based on adequacy of


the amount of nutrition
94 6916 Mean Difference (IV, Random, 95% CI) 1.13 [0.50, 1.75]


5.1 Clearly adequate in
intervention and clearly
inadequate in control


22 1933 Mean Difference (IV, Random, 95% CI) 1.03 [-0.41, 2.46]


5.2 Inadequate in the
experimental or adequate in the
control


21 1992 Mean Difference (IV, Random, 95% CI) 0.86 [0.16, 1.57]


5.3 Experimental group is
overfed


5 151 Mean Difference (IV, Random, 95% CI) 0.64 [-0.87, 2.14]


5.4 Unclear intake in control
or experimental


46 2840 Mean Difference (IV, Random, 95% CI) 1.34 [0.35, 2.33]


6 Weight - different screening
tools


94 6916 Mean Difference (IV, Random, 95% CI) 1.13 [0.50, 1.75]


6.1 NRS 2002 4 353 Mean Difference (IV, Random, 95% CI) 1.12 [-0.29, 2.53]
6.2 MUST 1 64 Mean Difference (IV, Random, 95% CI) 2.10 [0.30, 3.90]
6.3 MNA 2 104 Mean Difference (IV, Random, 95% CI) 1.56 [0.09, 3.03]
6.4 SGA 4 1091 Mean Difference (IV, Random, 95% CI) -1.03 [-2.12, 0.06]
6.5 Other means 83 5304 Mean Difference (IV, Random, 95% CI) 1.26 [0.56, 1.95]


7 Weight - participants
characterised as ’at nutritional
risk’ due to one of the following
conditions


94 6916 Mean Difference (IV, Random, 95% CI) 1.13 [0.50, 1.75]


7.1 Major surgery 49 3050 Mean Difference (IV, Random, 95% CI) 1.08 [0.08, 2.09]
7.2 Stroke 4 245 Mean Difference (IV, Random, 95% CI) 1.68 [0.12, 3.24]
7.3 ICU participants


including trauma
1 43 Mean Difference (IV, Random, 95% CI) -1.6 [-2.37, -0.83]


7.4 Frail elderly participants
with less severe conditions
known to increase protein
requirements


9 1558 Mean Difference (IV, Random, 95% CI) 1.61 [0.59, 2.64]


7.5 Participants do not fall
into one of the categories above


31 2020 Mean Difference (IV, Random, 95% CI) 0.85 [0.33, 1.38]


8 Weight - participants
characterised as ’at nutritional
risk’ due to one of the following
criteria


94 6916 Mean Difference (IV, Random, 95% CI) 1.13 [0.50, 1.75]


8.1 BMI less than 20.5 kg/m2 5 309 Mean Difference (IV, Random, 95% CI) 3.97 [1.06, 6.89]
8.2 Weight loss of at least 5%


during the last three months
2 30 Mean Difference (IV, Random, 95% CI) -5.83 [-15.15, 3.48]


8.3 Weight loss of at least
10% during the last six months


2 79 Mean Difference (IV, Random, 95% CI) 0.30 [-0.36, 0.96]


8.4 Insufficient food intake
during the last week (50% of
requirements or less)


0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]


8.5 Participants characterised
as ’at nutritional risk’ by other
means


85 6498 Mean Difference (IV, Random, 95% CI) 1.12 [0.48, 1.77]
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9 Weight - participants
characterised as ’at nutritional
risk’ due to biomarkers or
anthropometrics


94 6916 Mean Difference (IV, Random, 95% CI) 1.13 [0.50, 1.75]


9.1 Biomarkers 9 750 Mean Difference (IV, Random, 95% CI) 4.37 [2.16, 6.58]
9.2 Anthropometric measures 15 996 Mean Difference (IV, Random, 95% CI) 0.87 [-0.30, 2.04]


9.3 Characterised by other
means


67 5110 Mean Difference (IV, Random, 95% CI) 0.49 [0.01, 0.96]


9.4 Mixed 3 60 Mean Difference (IV, Random, 95% CI) -0.37 [-1.95, 1.22]
10 Weight - randomisation year 23 1940 Mean Difference (IV, Random, 95% CI) 0.48 [-0.44, 1.39]


10.1 Before 1960 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
10.2 1960 to 1979 1 21 Mean Difference (IV, Random, 95% CI) 3.83 [1.66, 6.00]
10.3 1980 to 1999 14 372 Mean Difference (IV, Random, 95% CI) 0.34 [-0.95, 1.64]
10.4 After 1999 8 1547 Mean Difference (IV, Random, 95% CI) 0.01 [-1.09, 1.12]


11 Weight - trials where the
intervention lasts fewer than
three days compared with trials
where the intervention lasts
three days or more


94 6916 Mean Difference (IV, Random, 95% CI) 1.13 [0.50, 1.75]


11.1 Three days or more 89 6758 Mean Difference (IV, Random, 95% CI) 1.18 [0.54, 1.83]
11.2 Less than three days 5 158 Mean Difference (IV, Random, 95% CI) 0.15 [-1.62, 1.92]


Comparison 35. Hand-grip strength - end of intervention


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 Hand-grip strength - overall 14 783 Mean Difference (IV, Random, 95% CI) 1.47 [0.58, 2.37]


Comparison 36. Hand-grip strength - maximum follow-up


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 Hand-grip strength - overall 18 1240 Mean Difference (IV, Random, 95% CI) 0.96 [0.15, 1.76]
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Comparison 37. Six-minute walking distance - end of intervention


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 Six-minute walking distance -
overall


1 102 Mean Difference (IV, Random, 95% CI) 133.27 [24.32, 242.
22]


Analysis 1.1. Comparison 1 All-cause mortality - end of intervention, Outcome 1 All-cause mortality -


overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 1 All-cause mortality - end of intervention


Outcome: 1 All-cause mortality - overall


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.4 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Anbar 2014 0/22 2/28 0.1 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/260 31/265 4.4 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.6 % 0.76 [ 0.24, 2.43 ]


Bastow 1983a 5/39 4/35 0.5 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.3 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.3 % 0.50 [ 0.10, 2.53 ]


Bellantone 1988 1/54 1/46 0.1 % 0.85 [ 0.05, 13.24 ]


Bokhorst-de 2000 1/15 0/17 0.1 % 3.38 [ 0.15, 77.12 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 4/70 3/75 0.4 % 1.43 [ 0.33, 6.16 ]


Brennan 1994 4/60 1/57 0.2 % 3.80 [ 0.44, 32.99 ]


Bunout 1989 2/17 5/19 0.3 % 0.45 [ 0.10, 2.01 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Casaer 2011 146/2312 141/2328 15.5 % 1.04 [ 0.83, 1.30 ]


Choudhry 1996 0/21 1/20 0.1 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.1 % 0.81 [ 0.05, 12.01 ]


De Sousa 2012 0/20 2/17 0.1 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 0.4 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 11.4 % 0.97 [ 0.75, 1.26 ]


Dennis 2006 142/429 147/430 22.0 % 0.97 [ 0.80, 1.17 ]


Doglietto 1990 0/13 0/16 Not estimable


Doglietto 1996 16/338 12/340 1.4 % 1.34 [ 0.64, 2.79 ]


Dong 1996 0/256 3/264 0.1 % 0.15 [ 0.01, 2.84 ]


Duncan 2006 18/150 11/159 1.5 % 1.73 [ 0.85, 3.55 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 4/85 3/86 0.4 % 1.35 [ 0.31, 5.85 ]


Fan 1989 3/20 3/20 0.4 % 1.00 [ 0.23, 4.37 ]


Fan 1994 5/64 9/60 0.7 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.2 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 3/20 0.3 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 0.9 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.2 % 1.05 [ 0.16, 7.10 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Heidegger 2013 8/153 12/152 1.0 % 0.66 [ 0.28, 1.57 ]


Hendry 2010 0/30 2/38 0.1 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Herndon 1987 8/13 8/15 1.9 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 3.7 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/16 2/43 0.1 % 0.52 [ 0.03, 10.24 ]


Holyday 2012 4/71 1/72 0.2 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Johansen 2004 9/108 6/104 0.8 % 1.44 [ 0.53, 3.92 ]


Kearns 1992 0/16 1/15 0.1 % 0.31 [ 0.01, 7.15 ]


Keele 1997 2/47 0/53 0.1 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 4.7 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 2/12 1/10 0.2 % 1.67 [ 0.18, 15.80 ]


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable


Liu 1996b 1/16 0/18 0.1 % 3.35 [ 0.15, 76.93 ]


Ljunggren 2012 0/19 0/20 Not estimable


Lough 1990 4/14 7/15 0.8 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.5 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 12/98 16/97 1.6 % 0.74 [ 0.37, 1.49 ]


Maude 2011 9/27 6/29 1.0 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 6/27 5/26 0.7 % 1.16 [ 0.40, 3.33 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.1 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 11/68 14/68 1.5 % 0.79 [ 0.38, 1.61 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Müller 1982a 3/66 5/29 0.4 % 0.26 [ 0.07, 1.03 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Müller 1982b 10/46 6/30 1.0 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 1/20 1/20 0.1 % 1.00 [ 0.07, 14.90 ]


Neelemaat 2012 14/105 11/105 1.4 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 0/10 Not estimable


Nguyen 2012 4/14 4/14 0.6 % 1.00 [ 0.31, 3.23 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 0/20 Not estimable


Potter 2001 21/183 33/193 3.0 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 1/11 5/18 0.2 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.2 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.2 % 2.63 [ 0.31, 22.46 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 0.3 % 1.70 [ 0.33, 8.84 ]


Singh 1998 2/21 2/22 0.2 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.2 % 4.00 [ 0.48, 33.33 ]


Smith 1988 0/17 0/17 Not estimable


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 0/11 1/15 0.1 % 0.44 [ 0.02, 9.98 ]


Starke 2011 2/66 5/66 0.3 % 0.40 [ 0.08, 1.99 ]


Stein 2002 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Sullivan 1998 0/8 3/10 0.1 % 0.17 [ 0.01, 2.96 ]


Sullivan 2004 1/27 0/30 0.1 % 3.32 [ 0.14, 78.25 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 4/30 5/35 0.5 % 0.93 [ 0.28, 3.16 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Vicic 2013 5/52 10/49 0.8 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 1.4 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.2 % 2.00 [ 0.24, 16.97 ]


Williams 1985 4/21 3/22 0.4 % 1.40 [ 0.35, 5.51 ]


Woolfson 1989 8/62 8/60 0.9 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 3/215 2/108 0.2 % 0.75 [ 0.13, 4.44 ]


Wu 2007b 3/215 2/108 0.2 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 0/18 1/16 0.1 % 0.30 [ 0.01, 6.84 ]


Zhang 2013 1/50 3/50 0.2 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 0/15 Not estimable


Zheng 2001b 0/40 0/15 Not estimable


Zhong 2014 1/60 7/60 0.2 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.5 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 1.2 % 0.57 [ 0.25, 1.29 ]


Total (95% CI) 11088 10670 100.0 % 0.94 [ 0.86, 1.03 ]


Total events: 831 (Nutrition support), 885 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 80.48, df = 98 (P = 0.90); I2 =0.0%


Test for overall effect: Z = 1.40 (P = 0.16)


Test for subgroup differences: Not applicable
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Analysis 1.2. Comparison 1 All-cause mortality - end of intervention, Outcome 2 All-cause mortality - bias.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 1 All-cause mortality - end of intervention


Outcome: 2 All-cause mortality - bias


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 High risk of bias


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.4 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Anbar 2014 0/22 2/28 0.1 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/260 31/265 4.4 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.6 % 0.76 [ 0.24, 2.43 ]


Bastow 1983a 5/39 4/35 0.5 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.3 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.3 % 0.50 [ 0.10, 2.53 ]


Bellantone 1988 1/54 1/46 0.1 % 0.85 [ 0.05, 13.24 ]


Bokhorst-de 2000 1/15 0/17 0.1 % 3.38 [ 0.15, 77.12 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 4/70 3/75 0.4 % 1.43 [ 0.33, 6.16 ]


Brennan 1994 4/60 1/57 0.2 % 3.80 [ 0.44, 32.99 ]


Bunout 1989 2/17 5/19 0.3 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Casaer 2011 146/2312 141/2328 15.5 % 1.04 [ 0.83, 1.30 ]


Choudhry 1996 0/21 1/20 0.1 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.1 % 0.81 [ 0.05, 12.01 ]


De Sousa 2012 0/20 2/17 0.1 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 0.4 % 1.58 [ 0.39, 6.45 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Dennis 2005 105/2016 108/2007 11.4 % 0.97 [ 0.75, 1.26 ]


Dennis 2006 142/429 147/430 22.0 % 0.97 [ 0.80, 1.17 ]


Doglietto 1990 0/13 0/16 Not estimable


Doglietto 1996 16/338 12/340 1.4 % 1.34 [ 0.64, 2.79 ]


Dong 1996 0/256 3/264 0.1 % 0.15 [ 0.01, 2.84 ]


Duncan 2006 18/150 11/159 1.5 % 1.73 [ 0.85, 3.55 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 4/85 3/86 0.4 % 1.35 [ 0.31, 5.85 ]


Fan 1989 3/20 3/20 0.4 % 1.00 [ 0.23, 4.37 ]


Fan 1994 5/64 9/60 0.7 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.2 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 3/20 0.3 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 0.9 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.2 % 1.05 [ 0.16, 7.10 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Heidegger 2013 8/153 12/152 1.0 % 0.66 [ 0.28, 1.57 ]


Hendry 2010 0/30 2/38 0.1 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 1.9 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 3.7 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/16 2/43 0.1 % 0.52 [ 0.03, 10.24 ]


Holyday 2012 4/71 1/72 0.2 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Johansen 2004 9/108 6/104 0.8 % 1.44 [ 0.53, 3.92 ]


Kearns 1992 0/16 1/15 0.1 % 0.31 [ 0.01, 7.15 ]


Keele 1997 2/47 0/53 0.1 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 4.7 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 2/12 1/10 0.2 % 1.67 [ 0.18, 15.80 ]


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable


Liu 1996b 1/16 0/18 0.1 % 3.35 [ 0.15, 76.93 ]


Ljunggren 2012 0/19 0/20 Not estimable


Lough 1990 4/14 7/15 0.8 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.5 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 12/98 16/97 1.6 % 0.74 [ 0.37, 1.49 ]


Maude 2011 9/27 6/29 1.0 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 6/27 5/26 0.7 % 1.16 [ 0.40, 3.33 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.1 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 11/68 14/68 1.5 % 0.79 [ 0.38, 1.61 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Müller 1982a 3/66 5/29 0.4 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 1.0 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 1/20 1/20 0.1 % 1.00 [ 0.07, 14.90 ]


Neelemaat 2012 14/105 11/105 1.4 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 0/10 Not estimable


Nguyen 2012 4/14 4/14 0.6 % 1.00 [ 0.31, 3.23 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 0/20 Not estimable
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Potter 2001 21/183 33/193 3.0 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 1/11 5/18 0.2 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.2 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.2 % 2.63 [ 0.31, 22.46 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 0.3 % 1.70 [ 0.33, 8.84 ]


Singh 1998 2/21 2/22 0.2 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.2 % 4.00 [ 0.48, 33.33 ]


Smith 1988 0/17 0/17 Not estimable


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 0/11 1/15 0.1 % 0.44 [ 0.02, 9.98 ]


Starke 2011 2/66 5/66 0.3 % 0.40 [ 0.08, 1.99 ]


Stein 2002 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Sullivan 1998 0/8 3/10 0.1 % 0.17 [ 0.01, 2.96 ]


Sullivan 2004 1/27 0/30 0.1 % 3.32 [ 0.14, 78.25 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 4/30 5/35 0.5 % 0.93 [ 0.28, 3.16 ]


Vicic 2013 5/52 10/49 0.8 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 1.4 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.2 % 2.00 [ 0.24, 16.97 ]


Williams 1985 4/21 3/22 0.4 % 1.40 [ 0.35, 5.51 ]


Woolfson 1989 8/62 8/60 0.9 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 3/215 2/108 0.2 % 0.75 [ 0.13, 4.44 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Wu 2007b 3/215 2/108 0.2 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 0/18 1/16 0.1 % 0.30 [ 0.01, 6.84 ]


Zhang 2013 1/50 3/50 0.2 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 0/15 Not estimable


Zheng 2001b 0/40 0/15 Not estimable


Zhong 2014 1/60 7/60 0.2 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.5 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 1.2 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 11088 10670 100.0 % 0.94 [ 0.86, 1.03 ]


Total events: 831 (Nutrition support), 885 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 80.48, df = 98 (P = 0.90); I2 =0.0%


Test for overall effect: Z = 1.40 (P = 0.16)


2 Low risk of bias


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 11088 10670 100.0 % 0.94 [ 0.86, 1.03 ]


Total events: 831 (Nutrition support), 885 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 80.48, df = 98 (P = 0.90); I2 =0.0%


Test for overall effect: Z = 1.40 (P = 0.16)


Test for subgroup differences: Not applicable
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Analysis 1.3. Comparison 1 All-cause mortality - end of intervention, Outcome 3 All-cause mortality -


mode of delivery.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 1 All-cause mortality - end of intervention


Outcome: 3 All-cause mortality - mode of delivery


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 General nutrition support


Duncan 2006 18/150 11/159 1.5 % 1.73 [ 0.85, 3.55 ]


Hickson 2004 31/292 35/300 3.7 % 0.91 [ 0.58, 1.44 ]


Holyday 2012 4/71 1/72 0.2 % 4.06 [ 0.46, 35.41 ]


Johansen 2004 9/108 6/104 0.8 % 1.44 [ 0.53, 3.92 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Starke 2011 2/66 5/66 0.3 % 0.40 [ 0.08, 1.99 ]


Subtotal (95% CI) 703 717 6.5 % 1.18 [ 0.74, 1.87 ]


Total events: 64 (Nutrition support), 58 (Control)


Heterogeneity: Tau2 = 0.07; Chi2 = 5.42, df = 4 (P = 0.25); I2 =26%


Test for overall effect: Z = 0.68 (P = 0.50)


2 Fortified foods


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Neelemaat 2012 14/105 11/105 1.4 % 1.27 [ 0.61, 2.67 ]


Subtotal (95% CI) 147 143 1.5 % 1.24 [ 0.61, 2.54 ]


Total events: 15 (Nutrition support), 12 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.06, df = 1 (P = 0.81); I2 =0.0%


Test for overall effect: Z = 0.60 (P = 0.55)


3 Oral nutrition


Abalan 1992 0/15 0/14 Not estimable


Arias 2008 46/260 31/265 4.4 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.6 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 0.3 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.1 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 0.4 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 11.4 % 0.97 [ 0.75, 1.26 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Doglietto 1996 16/338 12/340 1.4 % 1.34 [ 0.64, 2.79 ]


Espaulella 2000 4/85 3/86 0.4 % 1.35 [ 0.31, 5.85 ]


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 3/20 0.3 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 0.9 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.2 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/30 2/38 0.1 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/47 0/53 0.1 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 4.7 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 0.5 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.1 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 3.0 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 1.4 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 4263 4266 30.7 % 0.94 [ 0.79, 1.11 ]


Total events: 270 (Nutrition support), 298 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 22.43, df = 22 (P = 0.43); I2 =2%


Test for overall effect: Z = 0.74 (P = 0.46)


4 Enteral nutrition


Bastow 1983a 5/39 4/35 0.5 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.3 % 0.37 [ 0.08, 1.71 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Beier-Holgersen 1999 2/30 4/30 0.3 % 0.50 [ 0.10, 2.53 ]


Bokhorst-de 2000 1/15 0/17 0.1 % 3.38 [ 0.15, 77.12 ]


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Choudhry 1996 0/21 1/20 0.1 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.1 % 0.81 [ 0.05, 12.01 ]


Dennis 2006 142/429 147/430 22.0 % 0.97 [ 0.80, 1.17 ]


Dong 1996 0/256 3/264 0.1 % 0.15 [ 0.01, 2.84 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Kearns 1992 0/16 1/15 0.1 % 0.31 [ 0.01, 7.15 ]


Ledinghen 1997 2/12 1/10 0.2 % 1.67 [ 0.18, 15.80 ]


Malhotra 2004 12/98 16/97 1.6 % 0.74 [ 0.37, 1.49 ]


Maude 2011 9/27 6/29 1.0 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 11/68 14/68 1.5 % 0.79 [ 0.38, 1.61 ]


Nguyen 2012 4/14 4/14 0.6 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 0/20 Not estimable


Pupelis 2000 1/11 5/18 0.2 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.2 % 0.14 [ 0.02, 1.09 ]


Sabin 1998 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Singh 1998 2/21 2/22 0.2 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.2 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 0/11 1/15 0.1 % 0.44 [ 0.02, 9.98 ]


Sullivan 1998 0/8 3/10 0.1 % 0.17 [ 0.01, 2.96 ]


Vicic 2013 5/52 10/49 0.8 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.2 % 2.00 [ 0.24, 16.97 ]


Wu 2007a 3/215 2/108 0.2 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 1/50 3/50 0.2 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 0/15 Not estimable


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


509Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zhong 2014 1/60 7/60 0.2 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 1.2 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 1962 1760 32.7 % 0.88 [ 0.75, 1.03 ]


Total events: 230 (Nutrition support), 263 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 28.14, df = 30 (P = 0.56); I2 =0.0%


Test for overall effect: Z = 1.63 (P = 0.10)


5 Parenteral nutrition


Abel 1976 4/20 3/24 0.4 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Bellantone 1988 1/54 1/46 0.1 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 4/60 1/57 0.2 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 146/2312 141/2328 15.5 % 1.04 [ 0.83, 1.30 ]


Doglietto 1990 0/13 0/16 Not estimable


Fan 1989 5/64 9/60 0.7 % 0.52 [ 0.19, 1.47 ]


Fan 1994 3/20 3/20 0.4 % 1.00 [ 0.23, 4.37 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 8/153 12/152 1.0 % 0.66 [ 0.28, 1.57 ]


Herndon 1987 8/13 8/15 1.9 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 2/43 0.1 % 0.52 [ 0.03, 10.24 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 0/18 0.1 % 3.35 [ 0.15, 76.93 ]


Lough 1990 4/14 7/15 0.8 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 6/27 5/26 0.7 % 1.16 [ 0.40, 3.33 ]


Müller 1982a 3/66 5/29 0.4 % 0.26 [ 0.07, 1.03 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Müller 1982b 10/46 6/30 1.0 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 1/20 1/20 0.1 % 1.00 [ 0.07, 14.90 ]


Neuvonen 1984 0/9 0/10 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.2 % 2.63 [ 0.31, 22.46 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 0.3 % 1.70 [ 0.33, 8.84 ]


Smith 1988 0/17 0/17 Not estimable


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Stein 2002 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 4/30 5/35 0.5 % 0.93 [ 0.28, 3.16 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Woolfson 1989 8/62 8/60 0.9 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 3/215 2/108 0.2 % 0.75 [ 0.13, 4.44 ]


Yamada 1983 0/18 1/16 0.1 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 3772 3541 27.0 % 0.98 [ 0.83, 1.16 ]


Total events: 239 (Nutrition support), 236 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 14.40, df = 31 (P = 1.00); I2 =0.0%


Test for overall effect: Z = 0.25 (P = 0.80)


6 Mixed


Anbar 2014 0/22 2/28 0.1 % 0.25 [ 0.01, 5.00 ]


Breedveld-Peters 4/70 3/75 0.4 % 1.43 [ 0.33, 6.16 ]


Eneroth 2005 0/40 0/40 Not estimable


Foschi 1986 1/28 4/32 0.2 % 0.29 [ 0.03, 2.41 ]


Sullivan 2004 1/27 0/30 0.1 % 3.32 [ 0.14, 78.25 ]


Williams 1985 4/21 3/22 0.4 % 1.40 [ 0.35, 5.51 ]


Zhu 2012a 3/33 6/16 0.5 % 0.24 [ 0.07, 0.85 ]


Subtotal (95% CI) 241 243 1.6 % 0.67 [ 0.29, 1.55 ]


Total events: 13 (Nutrition support), 18 (Control)
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Heterogeneity: Tau2 = 0.27; Chi2 = 6.68, df = 5 (P = 0.25); I2 =25%


Test for overall effect: Z = 0.94 (P = 0.35)


Total (95% CI) 11088 10670 100.0 % 0.94 [ 0.86, 1.03 ]


Total events: 831 (Nutrition support), 885 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 80.48, df = 98 (P = 0.90); I2 =0.0%


Test for overall effect: Z = 1.40 (P = 0.16)


Test for subgroup differences: Chi2 = 3.04, df = 5 (P = 0.69), I2 =0.0%
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Analysis 1.4. Comparison 1 All-cause mortality - end of intervention, Outcome 4 All-cause mortality -


medical specialty.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 1 All-cause mortality - end of intervention


Outcome: 4 All-cause mortality - medical specialty


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Cardiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Medical gastro-enterology and hepatology


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Bunout 1989 2/17 5/19 0.3 % 0.45 [ 0.10, 2.01 ]


Fan 1994 3/20 3/20 0.4 % 1.00 [ 0.23, 4.37 ]


Kearns 1992 0/16 1/15 0.1 % 0.31 [ 0.01, 7.15 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Ledinghen 1997 2/12 1/10 0.2 % 1.67 [ 0.18, 15.80 ]


Mezey 1991 6/27 5/26 0.7 % 1.16 [ 0.40, 3.33 ]


Moreno 2016 11/68 14/68 1.5 % 0.79 [ 0.38, 1.61 ]


Naveau 1986 1/20 1/20 0.1 % 1.00 [ 0.07, 14.90 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 0.3 % 1.70 [ 0.33, 8.84 ]


Williams 1985 4/21 3/22 0.4 % 1.40 [ 0.35, 5.51 ]


Zhang 2013 1/50 3/50 0.2 % 0.33 [ 0.04, 3.10 ]


Subtotal (95% CI) 314 313 4.2 % 0.90 [ 0.58, 1.38 ]


Total events: 34 (Nutrition support), 39 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 3.67, df = 10 (P = 0.96); I2 =0.0%


Test for overall effect: Z = 0.49 (P = 0.63)


3 Geriatrics


Anbar 2014 0/22 2/28 0.1 % 0.25 [ 0.01, 5.00 ]


Banerjee 1978 4/28 6/32 0.6 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


De Sousa 2012 0/20 2/17 0.1 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 0.4 % 1.58 [ 0.39, 6.45 ]


Gariballa 2006 12/223 7/222 0.9 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.2 % 1.05 [ 0.16, 7.10 ]


Hickson 2004 31/292 35/300 3.7 % 0.91 [ 0.58, 1.44 ]


Holyday 2012 4/71 1/72 0.2 % 4.06 [ 0.46, 35.41 ]


Larsson 1990a 29/197 55/238 4.7 % 0.64 [ 0.42, 0.96 ]


Ljunggren 2012 0/19 0/20 Not estimable


Neelemaat 2012 14/105 11/105 1.4 % 1.27 [ 0.61, 2.67 ]


Potter 2001 21/183 33/193 3.0 % 0.67 [ 0.40, 1.12 ]


Subtotal (95% CI) 1238 1316 15.3 % 0.85 [ 0.66, 1.08 ]


Total events: 121 (Nutrition support), 157 (Control)


Heterogeneity: Tau2 = 0.01; Chi2 = 10.75, df = 10 (P = 0.38); I2 =7%


Test for overall effect: Z = 1.34 (P = 0.18)


4 Pulmonary disease


Luo 2012 3/30 7/30 0.5 % 0.43 [ 0.12, 1.50 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Subtotal (95% CI) 59 59 0.7 % 0.44 [ 0.15, 1.28 ]


Total events: 4 (Nutrition support), 10 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.54, df = 2 (P = 0.76); I2 =0.0%


Test for overall effect: Z = 1.51 (P = 0.13)


5 Endocrinology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


6 Infectious diseases


Maude 2011 9/27 6/29 1.0 % 1.61 [ 0.66, 3.92 ]


Subtotal (95% CI) 27 29 1.0 % 1.61 [ 0.66, 3.92 ]


Total events: 9 (Nutrition support), 6 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.05 (P = 0.29)


7 Rheumatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


8 Haematology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


9 Nephrology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


10 Gastro-enterologic surgery


Beier-Holgersen 1999 2/30 4/30 0.3 % 0.50 [ 0.10, 2.53 ]


Bellantone 1988 1/54 1/46 0.1 % 0.85 [ 0.05, 13.24 ]


Brennan 1994 4/60 1/57 0.2 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Doglietto 1996 16/338 12/340 1.4 % 1.34 [ 0.64, 2.79 ]


Fan 1989 5/64 9/60 0.7 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Foschi 1986 1/28 4/32 0.2 % 0.29 [ 0.03, 2.41 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Hendry 2010 0/30 2/38 0.1 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Hoffmann 1988 0/16 2/43 0.1 % 0.52 [ 0.03, 10.24 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Keele 1997 2/47 0/53 0.1 % 5.63 [ 0.28, 114.27 ]


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable


Liu 1996b 1/16 0/18 0.1 % 3.35 [ 0.15, 76.93 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 12/98 16/97 1.6 % 0.74 [ 0.37, 1.49 ]


Müller 1982a 3/66 5/29 0.4 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 1.0 % 1.09 [ 0.44, 2.68 ]


Neuvonen 1984 0/9 0/10 Not estimable


Page 2002 0/20 0/20 Not estimable


Pupelis 2000 1/11 5/18 0.2 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.2 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Singh 1998 2/21 2/22 0.2 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.2 % 4.00 [ 0.48, 33.33 ]


Smith 1988 0/17 0/17 Not estimable


Sonnenfeld 1978 0/11 1/15 0.1 % 0.44 [ 0.02, 9.98 ]


Thompson 1981 0/12 0/9 Not estimable


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.2 % 2.00 [ 0.24, 16.97 ]


Woolfson 1989 8/62 8/60 0.9 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 3/215 2/108 0.2 % 0.75 [ 0.13, 4.44 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Wu 2007b 3/215 2/108 0.2 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 0/18 1/16 0.1 % 0.30 [ 0.01, 6.84 ]


Zheng 2001a 0/65 0/15 Not estimable


Zheng 2001b 0/40 0/15 Not estimable


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 2222 1721 9.5 % 0.82 [ 0.62, 1.09 ]


Total events: 92 (Nutrition support), 97 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 20.70, df = 29 (P = 0.87); I2 =0.0%


Test for overall effect: Z = 1.37 (P = 0.17)


11 Trauma surgery


Chuntrasakul 1996 1/21 1/17 0.1 % 0.81 [ 0.05, 12.01 ]


Herndon 1987 8/13 8/15 1.9 % 1.15 [ 0.61, 2.19 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Vicic 2013 5/52 10/49 0.8 % 0.47 [ 0.17, 1.28 ]


Subtotal (95% CI) 94 90 2.9 % 0.93 [ 0.55, 1.57 ]


Total events: 16 (Nutrition support), 20 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 3.03, df = 3 (P = 0.39); I2 =1%


Test for overall effect: Z = 0.27 (P = 0.79)


12 Orthopaedics


Bastow 1983a 5/39 4/35 0.5 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.3 % 0.37 [ 0.08, 1.71 ]


Breedveld-Peters 4/70 3/75 0.4 % 1.43 [ 0.33, 6.16 ]


Duncan 2006 18/150 11/159 1.5 % 1.73 [ 0.85, 3.55 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 4/85 3/86 0.4 % 1.35 [ 0.31, 5.85 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Houwing 2003 0/51 0/52 Not estimable


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.1 % 3.25 [ 0.14, 76.01 ]


Sullivan 1998 0/8 3/10 0.1 % 0.17 [ 0.01, 2.96 ]


Sullivan 2004 1/27 0/30 0.1 % 3.32 [ 0.14, 78.25 ]


Subtotal (95% CI) 597 613 3.6 % 1.39 [ 0.87, 2.22 ]


Total events: 44 (Nutrition support), 30 (Control)
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio
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H,Random,95%


CI


M-
H,Random,95%


CI


Heterogeneity: Tau2 = 0.0; Chi2 = 8.77, df = 9 (P = 0.46); I2 =0.0%


Test for overall effect: Z = 1.39 (P = 0.16)


13 Plastic, reconstructive and aesthetic surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


14 Vascular surgery


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Subtotal (95% CI) 19 9 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


15 Transplant surgery


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]


Lough 1990 4/14 7/15 0.8 % 0.61 [ 0.23, 1.65 ]


Reilly 1990 0/8 0/10 Not estimable


Subtotal (95% CI) 40 44 0.9 % 0.58 [ 0.23, 1.50 ]


Total events: 4 (Nutrition support), 8 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.11, df = 1 (P = 0.74); I2 =0.0%


Test for overall effect: Z = 1.12 (P = 0.26)


16 Urology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


17 Thoracic surgery


Abel 1976 4/20 3/24 0.4 % 1.60 [ 0.40, 6.32 ]


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Dong 1996 0/256 3/264 0.1 % 0.15 [ 0.01, 2.84 ]


Subtotal (95% CI) 290 302 0.6 % 0.71 [ 0.16, 3.22 ]


Total events: 4 (Nutrition support), 7 (Control)


Heterogeneity: Tau2 = 0.52; Chi2 = 2.67, df = 2 (P = 0.26); I2 =25%


Test for overall effect: Z = 0.45 (P = 0.65)


18 Neurological surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


517Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio
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H,Random,95%


CI


Heterogeneity: not applicable


Test for overall effect: not applicable


19 Oro-maxillo-facial surgery


Bokhorst-de 2000 1/15 0/17 0.1 % 3.38 [ 0.15, 77.12 ]


Subtotal (95% CI) 15 17 0.1 % 3.38 [ 0.15, 77.12 ]


Total events: 1 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.76 (P = 0.45)


20 Anaesthesiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


21 Emergency medicine


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Casaer 2011 146/2312 141/2328 15.4 % 1.04 [ 0.83, 1.30 ]


Heidegger 2013 8/153 12/152 1.0 % 0.66 [ 0.28, 1.57 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Nguyen 2012 4/14 4/14 0.6 % 1.00 [ 0.31, 3.23 ]


Sabin 1998 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Stein 2002 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Subtotal (95% CI) 2590 2608 17.8 % 0.99 [ 0.80, 1.22 ]


Total events: 163 (Nutrition support), 167 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.68, df = 6 (P = 0.85); I2 =0.0%


Test for overall effect: Z = 0.11 (P = 0.91)


22 Psychiatry


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


23 Neurology


Abalan 1992 0/15 0/14 Not estimable


Dennis 2005 108/2016 108/2007 11.5 % 1.00 [ 0.77, 1.29 ]


Dennis 2006 142/429 147/430 22.0 % 0.97 [ 0.80, 1.17 ]


Gariballa 1998 2/20 3/20 0.3 % 0.67 [ 0.12, 3.57 ]


Zhong 2014 1/60 7/60 0.2 % 0.14 [ 0.02, 1.13 ]
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n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zhu 2012a 3/33 6/16 0.5 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 1.2 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 2605 2563 35.6 % 0.81 [ 0.60, 1.11 ]


Total events: 264 (Nutrition support), 278 (Control)


Heterogeneity: Tau2 = 0.05; Chi2 = 9.57, df = 5 (P = 0.09); I2 =48%


Test for overall effect: Z = 1.32 (P = 0.19)


24 Oncology


Doglietto 1990 0/13 0/16 Not estimable


Ollenschläger 1992 0/16 0/16 Not estimable


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Samuels 1981 3/16 1/14 0.2 % 2.63 [ 0.31, 22.46 ]


Valdivieso 1987 4/30 5/35 0.5 % 0.93 [ 0.28, 3.16 ]


Subtotal (95% CI) 149 164 0.8 % 1.19 [ 0.44, 3.21 ]


Total events: 8 (Nutrition support), 7 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.68, df = 2 (P = 0.71); I2 =0.0%


Test for overall effect: Z = 0.35 (P = 0.73)


25 Dermatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


26 Gynaecology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


27 Mixed


Arias 2008 46/260 31/265 4.4 % 1.51 [ 0.99, 2.31 ]


Choudhry 1996 0/21 1/20 0.1 % 0.32 [ 0.01, 7.38 ]


Johansen 2004 9/108 6/104 0.8 % 1.44 [ 0.53, 3.92 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Starke 2011 2/66 5/66 0.3 % 0.40 [ 0.08, 1.99 ]


Vlaming 2001 12/275 14/274 1.4 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 829 822 7.1 % 1.22 [ 0.88, 1.70 ]


Total events: 70 (Nutrition support), 59 (Control)
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n/N n/N
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H,Random,95%


CI


M-
H,Random,95%


CI


Heterogeneity: Tau2 = 0.0; Chi2 = 5.27, df = 6 (P = 0.51); I2 =0.0%


Test for overall effect: Z = 1.18 (P = 0.24)


Total (95% CI) 11088 10670 100.0 % 0.94 [ 0.86, 1.03 ]


Total events: 834 (Nutrition support), 885 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 80.62, df = 98 (P = 0.90); I2 =0.0%


Test for overall effect: Z = 1.33 (P = 0.18)


Test for subgroup differences: Chi2 = 13.16, df = 13 (P = 0.44), I2 =1%
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Analysis 1.5. Comparison 1 All-cause mortality - end of intervention, Outcome 5 All-cause mortality -


based on adequacy of the amount of calories.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 1 All-cause mortality - end of intervention


Outcome: 5 All-cause mortality - based on adequacy of the amount of calories


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Clearly adequate in experimental group and clearly inadequate in control group


Casaer 2011 146/2312 141/2328 15.5 % 1.04 [ 0.83, 1.30 ]


Chuntrasakul 1996 1/21 1/17 0.1 % 0.81 [ 0.05, 12.01 ]


Eneroth 2005 0/40 0/40 Not estimable


Gariballa 1998 2/20 3/20 0.3 % 0.67 [ 0.12, 3.57 ]


Gazzotti 2003 2/39 2/41 0.2 % 1.05 [ 0.16, 7.10 ]


Heidegger 2013 8/153 12/152 1.0 % 0.66 [ 0.28, 1.57 ]


Holyday 2012 4/71 1/72 0.2 % 4.06 [ 0.46, 35.41 ]


Keele 1997 2/47 0/53 0.1 % 5.63 [ 0.28, 114.27 ]


Ledinghen 1997 2/12 1/10 0.2 % 1.67 [ 0.18, 15.80 ]
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Lough 1990 4/14 7/15 0.8 % 0.61 [ 0.23, 1.65 ]


Malhotra 2004 12/98 16/97 1.6 % 0.74 [ 0.37, 1.49 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Neelemaat 2012 14/105 11/105 1.4 % 1.27 [ 0.61, 2.67 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 0/20 Not estimable


Rana 1992 0/20 0/20 Not estimable


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Starke 2011 2/66 5/66 0.3 % 0.40 [ 0.08, 1.99 ]


Sullivan 1998 0/8 3/10 0.1 % 0.17 [ 0.01, 2.96 ]


Sullivan 2004 1/27 0/30 0.1 % 3.32 [ 0.14, 78.25 ]


Valdivieso 1987 4/30 5/35 0.5 % 0.93 [ 0.28, 3.16 ]


Woolfson 1989 8/62 8/60 0.9 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 3/215 2/108 0.2 % 0.75 [ 0.13, 4.44 ]


Wu 2007b 3/215 2/108 0.2 % 0.75 [ 0.13, 4.44 ]


Zhang 2013 1/50 3/50 0.2 % 0.33 [ 0.04, 3.10 ]


Subtotal (95% CI) 3777 3594 24.1 % 0.97 [ 0.81, 1.16 ]


Total events: 221 (Nutrition support), 225 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 10.71, df = 20 (P = 0.95); I2 =0.0%


Test for overall effect: Z = 0.32 (P = 0.75)


2 Inadequate in the experimental group or adequate in the control group


Abalan 1992 0/15 0/14 Not estimable


Anbar 2014 0/22 2/28 0.1 % 0.25 [ 0.01, 5.00 ]


Bastow 1983a 5/39 4/35 0.5 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.3 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.3 % 0.50 [ 0.10, 2.53 ]


Bokhorst-de 2000 1/15 0/17 0.1 % 3.38 [ 0.15, 77.12 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Delmi 1990 4/27 3/32 0.4 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 11.4 % 0.97 [ 0.75, 1.26 ]


Doglietto 1996 16/338 12/340 1.4 % 1.34 [ 0.64, 2.79 ]


Duncan 2006 18/150 11/159 1.5 % 1.73 [ 0.85, 3.55 ]
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Espaulella 2000 4/85 3/86 0.4 % 1.35 [ 0.31, 5.85 ]


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 1.9 % 1.15 [ 0.61, 2.19 ]


Johansen 2004 9/108 6/104 0.8 % 1.44 [ 0.53, 3.92 ]


Ljunggren 2012 0/19 0/20 Not estimable


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Mezey 1991 6/27 5/26 0.7 % 1.16 [ 0.40, 3.33 ]


Naveau 1986 1/20 1/20 0.1 % 1.00 [ 0.07, 14.90 ]


Potter 2001 21/183 33/193 3.0 % 0.67 [ 0.40, 1.12 ]


Pupelis 2001 1/30 7/30 0.2 % 0.14 [ 0.02, 1.09 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Stein 2002 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Subtotal (95% CI) 3354 3357 23.9 % 1.00 [ 0.83, 1.19 ]


Total events: 216 (Nutrition support), 219 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 19.97, df = 21 (P = 0.52); I2 =0.0%


Test for overall effect: Z = 0.04 (P = 0.97)


3 Experimental group is overfed


Bunout 1989 2/17 5/19 0.3 % 0.45 [ 0.10, 2.01 ]


Fan 1989 5/64 9/60 0.7 % 0.52 [ 0.19, 1.47 ]


Kearns 1992 0/16 1/15 0.1 % 0.31 [ 0.01, 7.15 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Singh 1998 2/21 2/22 0.2 % 1.05 [ 0.16, 6.77 ]


Subtotal (95% CI) 135 132 1.5 % 0.57 [ 0.27, 1.17 ]


Total events: 10 (Nutrition support), 18 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.81, df = 4 (P = 0.94); I2 =0.0%


Test for overall effect: Z = 1.53 (P = 0.13)


4 Unclear intake in experimental group or control group


Abel 1976 4/20 3/24 0.4 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Arias 2008 46/260 31/265 4.4 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.6 % 0.76 [ 0.24, 2.43 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Bellantone 1988 1/54 1/46 0.1 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Breedveld-Peters 4/70 3/75 0.4 % 1.43 [ 0.33, 6.16 ]


Brennan 1994 4/60 1/57 0.2 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Choudhry 1996 0/21 1/20 0.1 % 0.32 [ 0.01, 7.38 ]


De Sousa 2012 0/20 2/17 0.1 % 0.17 [ 0.01, 3.34 ]


Dennis 2006 142/429 147/430 22.0 % 0.97 [ 0.80, 1.17 ]


Doglietto 1990 0/13 0/16 Not estimable


Dong 1996 0/256 3/264 0.1 % 0.15 [ 0.01, 2.84 ]


Fan 1994 3/20 3/20 0.4 % 1.00 [ 0.23, 4.37 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.2 % 0.29 [ 0.03, 2.41 ]


Gariballa 2006 12/223 7/222 0.9 % 1.71 [ 0.68, 4.25 ]


Hendry 2010 0/30 2/38 0.1 % 0.25 [ 0.01, 5.05 ]


Hickson 2004 31/292 35/300 3.7 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/16 2/43 0.1 % 0.52 [ 0.03, 10.24 ]


Houwing 2003 0/51 0/52 Not estimable


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Larsson 1990a 29/197 55/238 4.7 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Liu 1996b 1/16 0/18 0.1 % 3.35 [ 0.15, 76.93 ]


Luo 2012 3/30 7/30 0.5 % 0.43 [ 0.12, 1.50 ]


Maude 2011 9/27 6/29 1.0 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.1 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 11/68 14/68 1.5 % 0.79 [ 0.38, 1.61 ]


Müller 1982a 3/66 5/29 0.4 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 1.0 % 1.09 [ 0.44, 2.68 ]


Neuvonen 1984 0/9 0/10 Not estimable


Nguyen 2012 4/14 4/14 0.6 % 1.00 [ 0.31, 3.23 ]


Pupelis 2000 1/11 5/18 0.2 % 0.33 [ 0.04, 2.45 ]


Reilly 1990 0/8 0/10 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Sabin 1998 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Samuels 1981 3/16 1/14 0.2 % 2.63 [ 0.31, 22.46 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 0.3 % 1.70 [ 0.33, 8.84 ]


Smith 1985 4/25 1/25 0.2 % 4.00 [ 0.48, 33.33 ]


Smith 1988 0/17 0/17 Not estimable


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 0/11 1/15 0.1 % 0.44 [ 0.02, 9.98 ]


Thompson 1981 0/12 0/9 Not estimable


Vicic 2013 5/52 10/49 0.8 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 1.4 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.2 % 2.00 [ 0.24, 16.97 ]


Williams 1985 4/21 3/22 0.4 % 1.40 [ 0.35, 5.51 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 0/18 1/16 0.1 % 0.30 [ 0.01, 6.84 ]


Zheng 2001a 0/65 0/15 Not estimable
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zheng 2001b 0/40 0/15 Not estimable


Zhong 2014 1/60 7/60 0.2 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.5 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 1.2 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 3822 3587 50.5 % 0.91 [ 0.81, 1.03 ]


Total events: 384 (Nutrition support), 423 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 46.43, df = 50 (P = 0.62); I2 =0.0%


Test for overall effect: Z = 1.46 (P = 0.14)


Total (95% CI) 11088 10670 100.0 % 0.94 [ 0.86, 1.03 ]


Total events: 831 (Nutrition support), 885 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 80.48, df = 98 (P = 0.90); I2 =0.0%


Test for overall effect: Z = 1.40 (P = 0.16)


Test for subgroup differences: Chi2 = 2.63, df = 3 (P = 0.45), I2 =0.0%
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Analysis 1.6. Comparison 1 All-cause mortality - end of intervention, Outcome 6 All-cause mortality -


different screening tools.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 1 All-cause mortality - end of intervention


Outcome: 6 All-cause mortality - different screening tools


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 NRS 2002


Casaer 2011 146/2312 141/2328 15.5 % 1.04 [ 0.83, 1.30 ]


Johansen 2004 9/108 6/104 0.8 % 1.44 [ 0.53, 3.92 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Starke 2011 2/66 5/66 0.3 % 0.40 [ 0.08, 1.99 ]


Subtotal (95% CI) 2528 2536 16.7 % 1.04 [ 0.84, 1.29 ]


Total events: 158 (Nutrition support), 153 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.79, df = 3 (P = 0.62); I2 =0.0%


Test for overall effect: Z = 0.35 (P = 0.72)


2 MUST


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 MNA


De Sousa 2012 0/20 2/17 0.1 % 0.17 [ 0.01, 3.34 ]


Gazzotti 2003 2/39 2/41 0.2 % 1.05 [ 0.16, 7.10 ]


Subtotal (95% CI) 59 58 0.3 % 0.61 [ 0.12, 3.18 ]


Total events: 2 (Nutrition support), 4 (Control)


Heterogeneity: Tau2 = 0.06; Chi2 = 1.04, df = 1 (P = 0.31); I2 =4%


Test for overall effect: Z = 0.59 (P = 0.56)


4 SGA


Arias 2008 46/260 31/265 4.4 % 1.51 [ 0.99, 2.31 ]


Wu 2007a 3/215 2/108 0.2 % 0.75 [ 0.13, 4.44 ]


Wu 2007b 3/215 2/108 0.2 % 0.75 [ 0.13, 4.44 ]


Subtotal (95% CI) 690 481 4.9 % 1.41 [ 0.94, 2.10 ]


Total events: 52 (Nutrition support), 35 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.07, df = 2 (P = 0.59); I2 =0.0%


Test for overall effect: Z = 1.68 (P = 0.093)


5 Other means
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.4 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Anbar 2014 0/22 2/28 0.1 % 0.25 [ 0.01, 5.00 ]


Banerjee 1978 4/28 6/32 0.6 % 0.76 [ 0.24, 2.43 ]


Bastow 1983a 5/39 4/35 0.5 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.3 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.3 % 0.50 [ 0.10, 2.53 ]


Bellantone 1988 1/54 1/46 0.1 % 0.85 [ 0.05, 13.24 ]


Bokhorst-de 2000 1/15 0/17 0.1 % 3.38 [ 0.15, 77.12 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 4/70 3/75 0.4 % 1.43 [ 0.33, 6.16 ]


Brennan 1994 4/60 1/57 0.2 % 3.80 [ 0.44, 32.99 ]


Bunout 1989 2/17 5/19 0.3 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Choudhry 1996 0/21 1/20 0.1 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.1 % 0.81 [ 0.05, 12.01 ]


Delmi 1990 4/27 3/32 0.4 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 11.4 % 0.97 [ 0.75, 1.26 ]


Dennis 2006 142/429 147/430 22.0 % 0.97 [ 0.80, 1.17 ]


Doglietto 1990 0/13 0/16 Not estimable


Doglietto 1996 16/338 12/340 1.4 % 1.34 [ 0.64, 2.79 ]


Dong 1996 0/256 3/264 0.1 % 0.15 [ 0.01, 2.84 ]


Duncan 2006 18/150 11/159 1.5 % 1.73 [ 0.85, 3.55 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 4/85 3/86 0.4 % 1.35 [ 0.31, 5.85 ]


Fan 1989 5/64 9/60 0.7 % 0.52 [ 0.19, 1.47 ]


Fan 1994 3/20 3/20 0.4 % 1.00 [ 0.23, 4.37 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.2 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 3/20 0.3 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 0.9 % 1.71 [ 0.68, 4.25 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Heidegger 2013 8/153 12/152 1.0 % 0.66 [ 0.28, 1.57 ]


Hendry 2010 0/30 2/38 0.1 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 1.9 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 3.7 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/16 2/43 0.1 % 0.52 [ 0.03, 10.24 ]


Holyday 2012 4/71 1/72 0.2 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Kearns 1992 0/16 1/15 0.1 % 0.31 [ 0.01, 7.15 ]


Keele 1997 2/47 0/53 0.1 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 4.7 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 2/12 1/10 0.2 % 1.67 [ 0.18, 15.80 ]


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable


Liu 1996b 1/16 0/18 0.1 % 3.35 [ 0.15, 76.93 ]


Ljunggren 2012 0/19 0/20 Not estimable
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Lough 1990 4/14 7/15 0.8 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.5 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 12/98 16/97 1.6 % 0.74 [ 0.37, 1.49 ]


Maude 2011 9/27 6/29 1.0 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 6/27 5/26 0.7 % 1.16 [ 0.40, 3.33 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.1 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 11/68 14/68 1.5 % 0.79 [ 0.38, 1.61 ]


Müller 1982a 3/66 5/29 0.4 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 1.0 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 1/20 1/20 0.1 % 1.00 [ 0.07, 14.90 ]


Neelemaat 2012 14/105 11/105 1.4 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 0/10 Not estimable


Nguyen 2012 4/14 4/14 0.6 % 1.00 [ 0.31, 3.23 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 0/20 Not estimable


Potter 2001 21/183 33/193 3.0 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 1/11 5/18 0.2 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.2 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.2 % 2.63 [ 0.31, 22.46 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 0.3 % 1.70 [ 0.33, 8.84 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Singh 1998 2/21 2/22 0.2 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.2 % 4.00 [ 0.48, 33.33 ]


Smith 1988 0/17 0/17 Not estimable


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 0/11 1/15 0.1 % 0.44 [ 0.02, 9.98 ]


Stein 2002 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Sullivan 1998 0/8 3/10 0.1 % 0.17 [ 0.01, 2.96 ]


Sullivan 2004 1/27 0/30 0.1 % 3.32 [ 0.14, 78.25 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 4/30 5/35 0.5 % 0.93 [ 0.28, 3.16 ]


Vicic 2013 5/52 10/49 0.8 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 1.4 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.2 % 2.00 [ 0.24, 16.97 ]


Williams 1985 4/21 3/22 0.4 % 1.40 [ 0.35, 5.51 ]


Woolfson 1989 8/62 8/60 0.9 % 0.97 [ 0.39, 2.41 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 0/18 1/16 0.1 % 0.30 [ 0.01, 6.84 ]


Zhang 2013 1/50 3/50 0.2 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 0/15 Not estimable


Zheng 2001b 0/40 0/15 Not estimable


Zhong 2014 1/60 7/60 0.2 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.5 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 1.2 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 7811 7595 78.2 % 0.90 [ 0.81, 0.99 ]


Total events: 619 (Nutrition support), 693 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 70.76, df = 89 (P = 0.92); I2 =0.0%


Test for overall effect: Z = 2.13 (P = 0.033)


Total (95% CI) 11088 10670 100.0 % 0.94 [ 0.86, 1.03 ]


Total events: 831 (Nutrition support), 885 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 80.48, df = 98 (P = 0.90); I2 =0.0%


Test for overall effect: Z = 1.40 (P = 0.16)
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Test for subgroup differences: Chi2 = 5.87, df = 3 (P = 0.12), I2 =49%
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Analysis 1.7. Comparison 1 All-cause mortality - end of intervention, Outcome 7 All-cause mortality -


participants characterised as ’at nutritional risk’ due to one of the following conditions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 1 All-cause mortality - end of intervention


Outcome: 7 All-cause mortality - participants characterised as ’at nutritional risk’ due to one of the following conditions


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Major surgery


Abel 1976 4/20 3/24 0.4 % 1.60 [ 0.40, 6.32 ]


Bastow 1983a 5/39 4/35 0.5 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.3 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.3 % 0.50 [ 0.10, 2.53 ]


Bellantone 1988 1/54 1/46 0.1 % 0.85 [ 0.05, 13.24 ]


Brennan 1994 4/60 1/57 0.2 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Doglietto 1996 16/338 12/340 1.4 % 1.34 [ 0.64, 2.79 ]


Dong 1996 0/256 3/264 0.1 % 0.15 [ 0.01, 2.84 ]


Fan 1989 5/64 9/60 0.7 % 0.52 [ 0.19, 1.47 ]


Fan 1994 3/20 3/20 0.4 % 1.00 [ 0.23, 4.37 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.2 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]


Hendry 2010 0/30 2/38 0.1 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Hickson 2004 31/292 35/300 3.7 % 0.91 [ 0.58, 1.44 ]


Hoffmann 1988 0/16 2/43 0.1 % 0.52 [ 0.03, 10.24 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Keele 1997 2/47 0/53 0.1 % 5.63 [ 0.28, 114.27 ]


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable


Liu 1996b 1/16 0/18 0.1 % 3.35 [ 0.15, 76.93 ]


Lough 1990 4/14 7/15 0.8 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.5 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 12/98 16/97 1.6 % 0.74 [ 0.37, 1.49 ]


Müller 1982a 3/66 5/29 0.4 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 1.0 % 1.09 [ 0.44, 2.68 ]


Neuvonen 1984 0/9 0/10 Not estimable


Page 2002 0/20 0/20 Not estimable


Pupelis 2000 1/11 5/18 0.2 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.2 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Reissman 1995 0/80 0/81 Not estimable
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Singh 1998 2/21 2/22 0.2 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.2 % 4.00 [ 0.48, 33.33 ]


Smith 1988 0/17 0/17 Not estimable


Sonnenfeld 1978 0/11 1/15 0.1 % 0.44 [ 0.02, 9.98 ]


Thompson 1981 0/12 0/9 Not estimable


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.2 % 2.00 [ 0.24, 16.97 ]


Woolfson 1989 8/62 8/60 0.9 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 3/215 2/108 0.2 % 0.75 [ 0.13, 4.44 ]


Wu 2007b 3/215 2/108 0.2 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 0/18 1/16 0.1 % 0.30 [ 0.01, 6.84 ]


Zheng 2001a 0/65 0/15 Not estimable


Zheng 2001b 0/40 0/15 Not estimable


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 3051 2567 16.5 % 0.81 [ 0.65, 1.01 ]


Total events: 145 (Nutrition support), 167 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 26.48, df = 40 (P = 0.95); I2 =0.0%


Test for overall effect: Z = 1.89 (P = 0.058)


2 Stroke


Dennis 2005 105/2016 108/2007 11.4 % 0.97 [ 0.75, 1.26 ]


Dennis 2006 142/429 147/430 22.0 % 0.97 [ 0.80, 1.17 ]


Gariballa 1998 2/20 3/20 0.3 % 0.67 [ 0.12, 3.57 ]


Subtotal (95% CI) 2465 2457 33.7 % 0.97 [ 0.83, 1.12 ]


Total events: 249 (Nutrition support), 258 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.19, df = 2 (P = 0.91); I2 =0.0%


Test for overall effect: Z = 0.46 (P = 0.65)


3 ICU participants including trauma


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Casaer 2011 146/2312 141/2328 15.5 % 1.04 [ 0.83, 1.30 ]


Chuntrasakul 1996 1/21 1/17 0.1 % 0.81 [ 0.05, 12.01 ]


Heidegger 2013 8/153 12/152 1.0 % 0.66 [ 0.28, 1.57 ]


Herndon 1987 8/13 8/15 1.9 % 1.15 [ 0.61, 2.19 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Nguyen 2012 4/14 4/14 0.6 % 1.00 [ 0.31, 3.23 ]


Sabin 1998 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Stein 2002 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Vicic 2013 5/52 10/49 0.8 % 0.47 [ 0.17, 1.28 ]


Subtotal (95% CI) 2684 2698 20.8 % 0.98 [ 0.81, 1.19 ]


Total events: 179 (Nutrition support), 187 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 5.58, df = 10 (P = 0.85); I2 =0.0%


Test for overall effect: Z = 0.21 (P = 0.84)


4 Frail elderly participants with less severe conditions known to increase protein requirements


Anbar 2014 0/22 2/28 0.1 % 0.25 [ 0.01, 5.00 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 4/70 3/75 0.4 % 1.43 [ 0.33, 6.16 ]


Delmi 1990 4/27 3/32 0.4 % 1.58 [ 0.39, 6.45 ]


Duncan 2006 18/150 11/159 1.5 % 1.73 [ 0.85, 3.55 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 4/85 3/86 0.4 % 1.35 [ 0.31, 5.85 ]


Gazzotti 2003 2/39 2/41 0.2 % 1.05 [ 0.16, 7.10 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Houwing 2003 0/51 0/52 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.1 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 3.0 % 0.67 [ 0.40, 1.12 ]


Sullivan 1998 0/8 3/10 0.1 % 0.17 [ 0.01, 2.96 ]


Sullivan 2004 1/27 0/30 0.1 % 3.32 [ 0.14, 78.25 ]


Zhong 2014 1/60 7/60 0.2 % 0.14 [ 0.02, 1.13 ]


Zhu 2012a 3/33 6/16 0.5 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 1.2 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 960 977 8.3 % 0.88 [ 0.56, 1.40 ]


Total events: 76 (Nutrition support), 81 (Control)


Heterogeneity: Tau2 = 0.23; Chi2 = 21.71, df = 14 (P = 0.08); I2 =36%
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Test for overall effect: Z = 0.52 (P = 0.60)


5 Participants do not fall into one of the categories above


Abalan 1992 0/15 0/14 Not estimable


Arias 2008 46/260 31/265 4.4 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.6 % 0.76 [ 0.24, 2.43 ]


Bokhorst-de 2000 1/15 0/17 0.1 % 3.38 [ 0.15, 77.12 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Bunout 1989 2/17 5/19 0.3 % 0.45 [ 0.10, 2.01 ]


Choudhry 1996 0/21 1/20 0.1 % 0.32 [ 0.01, 7.38 ]


De Sousa 2012 0/20 2/17 0.1 % 0.17 [ 0.01, 3.34 ]


Doglietto 1990 0/13 0/16 Not estimable


Gariballa 2006 12/223 7/222 0.9 % 1.71 [ 0.68, 4.25 ]


Holyday 2012 4/71 1/72 0.2 % 4.06 [ 0.46, 35.41 ]


Johansen 2004 9/108 6/104 0.8 % 1.44 [ 0.53, 3.92 ]


Kearns 1992 0/16 1/15 0.1 % 0.31 [ 0.01, 7.15 ]


Larsson 1990a 29/197 55/238 4.7 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 2/12 1/10 0.2 % 1.67 [ 0.18, 15.80 ]


Maude 2011 9/27 6/29 1.0 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 6/27 5/26 0.7 % 1.16 [ 0.40, 3.33 ]


Moreno 2016 11/68 14/68 1.5 % 0.79 [ 0.38, 1.61 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Naveau 1986 1/20 1/20 0.1 % 1.00 [ 0.07, 14.90 ]


Neelemaat 2012 14/105 11/105 1.4 % 1.27 [ 0.61, 2.67 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Samuels 1981 3/16 1/14 0.2 % 2.63 [ 0.31, 22.46 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 0.3 % 1.70 [ 0.33, 8.84 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Starke 2011 2/66 5/66 0.3 % 0.40 [ 0.08, 1.99 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Valdivieso 1987 4/30 5/35 0.5 % 0.93 [ 0.28, 3.16 ]


Vlaming 2001 12/275 14/274 1.4 % 0.85 [ 0.40, 1.81 ]


Williams 1985 4/21 3/22 0.4 % 1.40 [ 0.35, 5.51 ]


Zhang 2013 1/50 3/50 0.2 % 0.33 [ 0.04, 3.10 ]


Subtotal (95% CI) 1928 1971 20.7 % 1.01 [ 0.83, 1.22 ]


Total events: 182 (Nutrition support), 192 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 23.64, df = 28 (P = 0.70); I2 =0.0%


Test for overall effect: Z = 0.08 (P = 0.94)


Total (95% CI) 11088 10670 100.0 % 0.94 [ 0.86, 1.03 ]


Total events: 831 (Nutrition support), 885 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 80.48, df = 98 (P = 0.90); I2 =0.0%


Test for overall effect: Z = 1.40 (P = 0.16)


Test for subgroup differences: Chi2 = 2.63, df = 4 (P = 0.62), I2 =0.0%
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Analysis 1.8. Comparison 1 All-cause mortality - end of intervention, Outcome 8 All-cause mortality -


participants characterised as ’at nutritional risk’ due to one of the following criteria.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 1 All-cause mortality - end of intervention


Outcome: 8 All-cause mortality - participants characterised as ’at nutritional risk’ due to one of the following criteria


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 BMI less than 20.5 kg/m
2


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]


Neelemaat 2012 14/105 11/105 1.4 % 1.27 [ 0.61, 2.67 ]


Subtotal (95% CI) 123 124 1.5 % 1.19 [ 0.58, 2.45 ]


Total events: 14 (Nutrition support), 12 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.62, df = 1 (P = 0.43); I2 =0.0%


Test for overall effect: Z = 0.47 (P = 0.64)


2 Weight loss of at least 5% during the last three months


Ollenschläger 1992 0/16 0/16 Not estimable


Subtotal (95% CI) 16 16 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 Weight loss of at least 10% during the last six months


Bokhorst-de 2000 1/15 0/17 0.1 % 3.38 [ 0.15, 77.12 ]


Subtotal (95% CI) 15 17 0.1 % 3.38 [ 0.15, 77.12 ]


Total events: 1 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.76 (P = 0.45)


4 Insufficient food intake during the last week (50% of requirements or less)


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Participants characterised as ’at nutritional risk’ by other means


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.4 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Anbar 2014 0/22 2/28 0.1 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/260 31/265 4.4 % 1.51 [ 0.99, 2.31 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Banerjee 1978 4/28 6/32 0.6 % 0.76 [ 0.24, 2.43 ]


Bastow 1983a 5/39 4/35 0.5 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.3 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.3 % 0.50 [ 0.10, 2.53 ]


Bellantone 1988 1/54 1/46 0.1 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 4/70 3/75 0.4 % 1.43 [ 0.33, 6.16 ]


Brennan 1994 4/60 1/57 0.2 % 3.80 [ 0.44, 32.99 ]


Bunout 1989 2/17 5/19 0.3 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Casaer 2011 146/2312 141/2328 15.5 % 1.04 [ 0.83, 1.30 ]


Choudhry 1996 0/21 1/20 0.1 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.1 % 0.81 [ 0.05, 12.01 ]


De Sousa 2012 0/20 2/17 0.1 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 0.4 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 11.4 % 0.97 [ 0.75, 1.26 ]


Dennis 2006 142/429 147/430 22.0 % 0.97 [ 0.80, 1.17 ]


Doglietto 1990 0/13 0/16 Not estimable


Doglietto 1996 16/338 12/340 1.4 % 1.34 [ 0.64, 2.79 ]


Dong 1996 0/256 3/264 0.1 % 0.15 [ 0.01, 2.84 ]


Duncan 2006 18/150 11/159 1.5 % 1.73 [ 0.85, 3.55 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 4/85 3/86 0.4 % 1.35 [ 0.31, 5.85 ]


Fan 1989 5/64 9/60 0.7 % 0.52 [ 0.19, 1.47 ]


Fan 1994 3/20 3/20 0.4 % 1.00 [ 0.23, 4.37 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.2 % 0.29 [ 0.03, 2.41 ]


Gariballa 1998 2/20 3/20 0.3 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 0.9 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.2 % 1.05 [ 0.16, 7.10 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Heidegger 2013 8/153 12/152 1.0 % 0.66 [ 0.28, 1.57 ]


Hendry 2010 0/30 2/38 0.1 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 1.9 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 3.7 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/16 2/43 0.1 % 0.52 [ 0.03, 10.24 ]


Holyday 2012 4/71 1/72 0.2 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Johansen 2004 9/108 6/104 0.8 % 1.44 [ 0.53, 3.92 ]


Kearns 1992 0/16 1/15 0.1 % 0.31 [ 0.01, 7.15 ]


Keele 1997 2/47 0/53 0.1 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 4.7 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 2/12 1/10 0.2 % 1.67 [ 0.18, 15.80 ]


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable


Liu 1996b 1/16 0/18 0.1 % 3.35 [ 0.15, 76.93 ]


Ljunggren 2012 0/19 0/20 Not estimable


Lough 1990 4/14 7/15 0.8 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.5 % 0.43 [ 0.12, 1.50 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 12/98 16/97 1.6 % 0.74 [ 0.37, 1.49 ]


Maude 2011 9/27 6/29 1.0 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 6/27 5/26 0.7 % 1.16 [ 0.40, 3.33 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.1 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 11/68 14/68 1.5 % 0.79 [ 0.38, 1.61 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Müller 1982a 3/66 5/29 0.4 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 1.0 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 1/20 1/20 0.1 % 1.00 [ 0.07, 14.90 ]


Neuvonen 1984 0/9 0/10 Not estimable


Nguyen 2012 4/14 4/14 0.6 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 0/20 Not estimable


Potter 2001 21/183 33/193 3.0 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 1/11 5/18 0.2 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.2 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.2 % 2.63 [ 0.31, 22.46 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 0.3 % 1.70 [ 0.33, 8.84 ]


Singh 1998 2/21 2/22 0.2 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.2 % 4.00 [ 0.48, 33.33 ]


Smith 1988 0/17 0/17 Not estimable
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 0/11 1/15 0.1 % 0.44 [ 0.02, 9.98 ]


Starke 2011 2/66 5/66 0.3 % 0.40 [ 0.08, 1.99 ]


Stein 2002 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Sullivan 1998 0/8 3/10 0.1 % 0.17 [ 0.01, 2.96 ]


Sullivan 2004 1/27 0/30 0.1 % 3.32 [ 0.14, 78.25 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 4/30 5/35 0.5 % 0.93 [ 0.28, 3.16 ]


Vicic 2013 5/52 10/49 0.8 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 1.4 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.2 % 2.00 [ 0.24, 16.97 ]


Williams 1985 4/21 3/22 0.4 % 1.40 [ 0.35, 5.51 ]


Woolfson 1989 8/62 8/60 0.9 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 3/215 2/108 0.2 % 0.75 [ 0.13, 4.44 ]


Wu 2007b 3/215 2/108 0.2 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 0/18 1/16 0.1 % 0.30 [ 0.01, 6.84 ]


Zhang 2013 1/50 3/50 0.2 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 0/15 Not estimable


Zheng 2001b 0/40 0/15 Not estimable


Zhong 2014 1/60 7/60 0.2 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.5 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 1.2 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 10934 10513 98.4 % 0.93 [ 0.86, 1.02 ]


Total events: 816 (Nutrition support), 873 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 78.81, df = 95 (P = 0.88); I2 =0.0%


Test for overall effect: Z = 1.49 (P = 0.14)


Total (95% CI) 11088 10670 100.0 % 0.94 [ 0.86, 1.03 ]


Total events: 831 (Nutrition support), 885 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 80.48, df = 98 (P = 0.90); I2 =0.0%


Test for overall effect: Z = 1.40 (P = 0.16)
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Test for subgroup differences: Chi2 = 1.06, df = 2 (P = 0.59), I2 =0.0%
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Analysis 1.9. Comparison 1 All-cause mortality - end of intervention, Outcome 9 All-cause mortality -


participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 1 All-cause mortality - end of intervention


Outcome: 9 All-cause mortality - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Biomarkers


Dong 1996 0/256 3/264 0.1 % 0.15 [ 0.01, 2.84 ]


Liu 1996b 1/16 0/18 0.1 % 3.35 [ 0.15, 76.93 ]


Luo 2012 3/30 7/30 0.5 % 0.43 [ 0.12, 1.50 ]


Reilly 1990 0/8 0/10 Not estimable


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Subtotal (95% CI) 322 335 0.8 % 0.43 [ 0.16, 1.19 ]


Total events: 4 (Nutrition support), 12 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.37, df = 3 (P = 0.50); I2 =0.0%


Test for overall effect: Z = 1.62 (P = 0.11)


2 Anthropometric measures


Abel 1976 4/20 3/24 0.4 % 1.60 [ 0.40, 6.32 ]


Bastow 1983a 5/39 4/35 0.5 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.3 % 0.37 [ 0.08, 1.71 ]


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Hoffmann 1988 0/16 2/43 0.1 % 0.52 [ 0.03, 10.24 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.1 % 3.25 [ 0.14, 76.01 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Potter 2001 21/183 33/193 3.0 % 0.67 [ 0.40, 1.12 ]


Smith 1988 0/17 0/17 Not estimable


Vlaming 2001 12/275 14/274 1.4 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 683 719 6.2 % 0.80 [ 0.56, 1.15 ]


Total events: 49 (Nutrition support), 64 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 4.98, df = 9 (P = 0.84); I2 =0.0%


Test for overall effect: Z = 1.21 (P = 0.23)


3 Characterised by other means


Abalan 1992 0/15 0/14 Not estimable


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Anbar 2014 0/22 2/28 0.1 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/260 31/265 4.4 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.6 % 0.76 [ 0.24, 2.43 ]


Beier-Holgersen 1999 2/30 4/30 0.3 % 0.50 [ 0.10, 2.53 ]


Bellantone 1988 1/54 1/46 0.1 % 0.85 [ 0.05, 13.24 ]


Bokhorst-de 2000 1/15 0/17 0.1 % 3.38 [ 0.15, 77.12 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 4/70 3/75 0.4 % 1.43 [ 0.33, 6.16 ]


Brennan 1994 4/60 1/57 0.2 % 3.80 [ 0.44, 32.99 ]


Bunout 1989 2/17 5/19 0.3 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Casaer 2011 146/2312 141/2328 15.5 % 1.04 [ 0.83, 1.30 ]


Choudhry 1996 0/21 1/20 0.1 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.1 % 0.81 [ 0.05, 12.01 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


De Sousa 2012 0/20 2/17 0.1 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 0.4 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 11.4 % 0.97 [ 0.75, 1.26 ]


Dennis 2006 142/429 147/430 22.0 % 0.97 [ 0.80, 1.17 ]


Doglietto 1990 0/13 0/16 Not estimable


Doglietto 1996 16/338 12/340 1.4 % 1.34 [ 0.64, 2.79 ]


Duncan 2006 18/150 11/159 1.5 % 1.73 [ 0.85, 3.55 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 4/85 3/86 0.4 % 1.35 [ 0.31, 5.85 ]


Fan 1989 5/64 9/60 0.7 % 0.52 [ 0.19, 1.47 ]


Fan 1994 3/20 3/20 0.4 % 1.00 [ 0.23, 4.37 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.2 % 0.29 [ 0.03, 2.41 ]


Gariballa 1998 2/20 3/20 0.3 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 0.9 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.2 % 1.05 [ 0.16, 7.10 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Heidegger 2013 8/153 12/152 1.0 % 0.66 [ 0.28, 1.57 ]


Hendry 2010 0/30 2/38 0.1 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 1.9 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 3.7 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Holyday 2012 4/71 1/72 0.2 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Johansen 2004 9/108 6/104 0.8 % 1.44 [ 0.53, 3.92 ]


Kearns 1992 0/16 1/15 0.1 % 0.31 [ 0.01, 7.15 ]


Keele 1997 2/47 0/53 0.1 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 4.7 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 2/12 1/10 0.2 % 1.67 [ 0.18, 15.80 ]


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


Lough 1990 4/14 7/15 0.8 % 0.61 [ 0.23, 1.65 ]


Malhotra 2004 12/98 16/97 1.6 % 0.74 [ 0.37, 1.49 ]


Maude 2011 9/27 6/29 1.0 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 6/27 5/26 0.7 % 1.16 [ 0.40, 3.33 ]


Moreno 2016 11/68 14/68 1.5 % 0.79 [ 0.38, 1.61 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Müller 1982a 3/66 5/29 0.4 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 1.0 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 1/20 1/20 0.1 % 1.00 [ 0.07, 14.90 ]


Neelemaat 2012 14/105 11/105 1.4 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 0/10 Not estimable


Nguyen 2012 4/14 4/14 0.6 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 0/20 Not estimable


Pupelis 2000 1/11 5/18 0.2 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.2 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Samuels 1981 3/16 1/14 0.2 % 2.63 [ 0.31, 22.46 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 0.3 % 1.70 [ 0.33, 8.84 ]


Singh 1998 2/21 2/22 0.2 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.2 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 0/11 1/15 0.1 % 0.44 [ 0.02, 9.98 ]


Starke 2011 2/66 5/66 0.3 % 0.40 [ 0.08, 1.99 ]


Stein 2002 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Sullivan 1998 0/8 3/10 0.1 % 0.17 [ 0.01, 2.96 ]


Sullivan 2004 1/27 0/30 0.1 % 3.32 [ 0.14, 78.25 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 4/30 5/35 0.5 % 0.93 [ 0.28, 3.16 ]


Vicic 2013 5/52 10/49 0.8 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.2 % 2.00 [ 0.24, 16.97 ]


Williams 1985 4/21 3/22 0.4 % 1.40 [ 0.35, 5.51 ]


Woolfson 1989 8/62 8/60 0.9 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 3/215 2/108 0.2 % 0.75 [ 0.13, 4.44 ]


Wu 2007b 3/215 2/108 0.2 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 0/18 1/16 0.1 % 0.30 [ 0.01, 6.84 ]


Zhang 2013 1/50 3/50 0.2 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 0/15 Not estimable


Zheng 2001b 0/40 0/15 Not estimable


Zhong 2014 1/60 7/60 0.2 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.5 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 1.2 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 10083 9616 93.1 % 0.95 [ 0.87, 1.05 ]


Total events: 778 (Nutrition support), 809 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 70.02, df = 84 (P = 0.86); I2 =0.0%
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Test for overall effect: Z = 1.00 (P = 0.32)


Total (95% CI) 11088 10670 100.0 % 0.94 [ 0.86, 1.03 ]


Total events: 831 (Nutrition support), 885 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 80.48, df = 98 (P = 0.90); I2 =0.0%


Test for overall effect: Z = 1.40 (P = 0.16)


Test for subgroup differences: Chi2 = 3.10, df = 2 (P = 0.21), I2 =36%
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Analysis 1.10. Comparison 1 All-cause mortality - end of intervention, Outcome 10 All-cause mortality -


randomisation year.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 1 All-cause mortality - end of intervention


Outcome: 10 All-cause mortality - randomisation year


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Before 1960


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 1960 to 1979


Abel 1976 4/20 3/24 0.4 % 1.60 [ 0.40, 6.32 ]


Banerjee 1978 4/28 6/32 0.6 % 0.76 [ 0.24, 2.43 ]


Samuels 1981 3/16 1/14 0.2 % 2.63 [ 0.31, 22.46 ]


Sonnenfeld 1978 0/11 1/15 0.1 % 0.44 [ 0.02, 9.98 ]


Thompson 1981 0/12 0/9 Not estimable


Subtotal (95% CI) 87 94 1.2 % 1.11 [ 0.50, 2.46 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 11 (Nutrition support), 11 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.63, df = 3 (P = 0.65); I2 =0.0%


Test for overall effect: Z = 0.27 (P = 0.79)


3 1980 to 1999


Abalan 1992 0/15 0/14 Not estimable


Bastow 1983a 5/39 4/35 0.5 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.3 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.3 % 0.50 [ 0.10, 2.53 ]


Bellantone 1988 1/54 1/46 0.1 % 0.85 [ 0.05, 13.24 ]


Bokhorst-de 2000 1/15 0/17 0.1 % 3.38 [ 0.15, 77.12 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 4/60 1/57 0.2 % 3.80 [ 0.44, 32.99 ]


Bunout 1989 2/17 5/19 0.3 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Choudhry 1996 0/21 1/20 0.1 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.1 % 0.81 [ 0.05, 12.01 ]


Delmi 1990 4/27 3/32 0.4 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 11.4 % 0.97 [ 0.75, 1.26 ]


Dennis 2006 142/429 147/430 22.0 % 0.97 [ 0.80, 1.17 ]


Doglietto 1990 0/13 0/16 Not estimable


Doglietto 1996 16/338 12/340 1.4 % 1.34 [ 0.64, 2.79 ]


Dong 1996 0/256 3/264 0.1 % 0.15 [ 0.01, 2.84 ]


Espaulella 2000 4/85 3/86 0.4 % 1.35 [ 0.31, 5.85 ]


Fan 1989 5/64 9/60 0.7 % 0.52 [ 0.19, 1.47 ]


Fan 1994 3/20 3/20 0.4 % 1.00 [ 0.23, 4.37 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.2 % 0.29 [ 0.03, 2.41 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 3/20 0.3 % 0.67 [ 0.12, 3.57 ]


Gazzotti 2003 2/39 2/41 0.2 % 1.05 [ 0.16, 7.10 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Herndon 1987 8/13 8/15 1.9 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 2/43 0.1 % 0.52 [ 0.03, 10.24 ]


Houwing 2003 0/51 0/52 Not estimable


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Kearns 1992 0/16 1/15 0.1 % 0.31 [ 0.01, 7.15 ]


Keele 1997 2/47 0/53 0.1 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 4.7 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 2/12 1/10 0.2 % 1.67 [ 0.18, 15.80 ]


Liu 1996b 1/16 0/18 0.1 % 3.35 [ 0.15, 76.93 ]


Lough 1990 4/14 7/15 0.8 % 0.61 [ 0.23, 1.65 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Maude 2011 9/27 6/29 1.0 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 6/27 5/26 0.7 % 1.16 [ 0.40, 3.33 ]


Müller 1982a 3/66 5/29 0.4 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 1.0 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 1/20 1/20 0.1 % 1.00 [ 0.07, 14.90 ]


Neuvonen 1984 0/9 0/10 Not estimable


Ollenschläger 1992 0/16 0/16 Not estimable


Potter 2001 21/183 33/193 3.0 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 1/11 5/18 0.2 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.2 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Reissman 1995 0/80 0/81 Not estimable
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Sabin 1998 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 0.3 % 1.70 [ 0.33, 8.84 ]


Singh 1998 2/21 2/22 0.2 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.2 % 4.00 [ 0.48, 33.33 ]


Smith 1988 0/17 0/17 Not estimable


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Sullivan 1998 0/8 3/10 0.1 % 0.17 [ 0.01, 2.96 ]


Valdivieso 1987 4/30 5/35 0.5 % 0.93 [ 0.28, 3.16 ]


Vlaming 2001 12/275 14/274 1.4 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.2 % 2.00 [ 0.24, 16.97 ]


Williams 1985 4/21 3/22 0.4 % 1.40 [ 0.35, 5.51 ]


Woolfson 1989 8/62 8/60 0.9 % 0.97 [ 0.39, 2.41 ]


Yamada 1983 0/18 1/16 0.1 % 0.30 [ 0.01, 6.84 ]


Zheng 2001a 0/65 0/15 Not estimable


Zheng 2001b 0/40 0/15 Not estimable


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 5758 5592 59.9 % 0.91 [ 0.81, 1.02 ]


Total events: 463 (Nutrition support), 516 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 42.10, df = 60 (P = 0.96); I2 =0.0%


Test for overall effect: Z = 1.64 (P = 0.10)


4 After 1999


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Anbar 2014 0/22 2/28 0.1 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/260 31/265 4.4 % 1.51 [ 0.99, 2.31 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 4/70 3/75 0.4 % 1.43 [ 0.33, 6.16 ]


Casaer 2011 146/2312 141/2328 15.5 % 1.04 [ 0.83, 1.30 ]


De Sousa 2012 0/20 2/17 0.1 % 0.17 [ 0.01, 3.34 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Duncan 2006 18/150 11/159 1.5 % 1.73 [ 0.85, 3.55 ]


Eneroth 2005 0/40 0/40 Not estimable


Gariballa 2006 12/223 7/222 0.9 % 1.71 [ 0.68, 4.25 ]


Heidegger 2013 8/153 12/152 1.0 % 0.66 [ 0.28, 1.57 ]


Hendry 2010 0/30 2/38 0.1 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Hickson 2004 31/292 35/300 3.7 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Holyday 2012 4/71 1/72 0.2 % 4.06 [ 0.46, 35.41 ]


Johansen 2004 9/108 6/104 0.8 % 1.44 [ 0.53, 3.92 ]


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 0.5 % 0.43 [ 0.12, 1.50 ]


Malhotra 2004 12/98 16/97 1.6 % 0.74 [ 0.37, 1.49 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.1 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 11/68 14/68 1.5 % 0.79 [ 0.38, 1.61 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Neelemaat 2012 14/105 11/105 1.4 % 1.27 [ 0.61, 2.67 ]


Nguyen 2012 4/14 4/14 0.6 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 0/20 Not estimable


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Starke 2011 2/66 5/66 0.3 % 0.40 [ 0.08, 1.99 ]


Stein 2002 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Sullivan 2004 1/27 0/30 0.1 % 3.32 [ 0.14, 78.25 ]


Vicic 2013 5/52 10/49 0.8 % 0.47 [ 0.17, 1.28 ]


Wu 2007a 3/215 2/108 0.2 % 0.75 [ 0.13, 4.44 ]


Wu 2007b 3/215 2/108 0.2 % 0.75 [ 0.13, 4.44 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 1/50 3/50 0.2 % 0.33 [ 0.04, 3.10 ]


Zhong 2014 1/60 7/60 0.2 % 0.14 [ 0.02, 1.13 ]


Zhu 2012a 3/33 6/16 0.5 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 1.2 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 5243 4984 38.9 % 0.95 [ 0.80, 1.12 ]


Total events: 357 (Nutrition support), 358 (Control)


Heterogeneity: Tau2 = 0.02; Chi2 = 35.90, df = 33 (P = 0.33); I2 =8%


Test for overall effect: Z = 0.62 (P = 0.54)


Total (95% CI) 11088 10670 100.0 % 0.94 [ 0.86, 1.03 ]


Total events: 831 (Nutrition support), 885 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 80.48, df = 98 (P = 0.90); I2 =0.0%


Test for overall effect: Z = 1.40 (P = 0.16)


Test for subgroup differences: Chi2 = 0.37, df = 2 (P = 0.83), I2 =0.0%
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Analysis 1.11. Comparison 1 All-cause mortality - end of intervention, Outcome 11 All-cause mortality -


trials where the intervention lasts fewer than three days compared with trials where the intervention lasts


three days or more.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 1 All-cause mortality - end of intervention


Outcome: 11 All-cause mortality - trials where the intervention lasts fewer than three days compared with trials where the intervention lasts three days or more


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Three days or more


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.4 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Banerjee 1978 4/28 6/32 0.6 % 0.76 [ 0.24, 2.43 ]


Bastow 1983a 5/39 4/35 0.5 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.3 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.3 % 0.50 [ 0.10, 2.53 ]


Bellantone 1988 1/54 1/46 0.1 % 0.85 [ 0.05, 13.24 ]


Bokhorst-de 2000 1/15 0/17 0.1 % 3.38 [ 0.15, 77.12 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 4/70 3/75 0.4 % 1.43 [ 0.33, 6.16 ]


Brennan 1994 4/60 1/57 0.2 % 3.80 [ 0.44, 32.99 ]


Bunout 1989 2/17 5/19 0.3 % 0.45 [ 0.10, 2.01 ]


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Casaer 2011 146/2312 141/2328 15.5 % 1.04 [ 0.83, 1.30 ]


Chuntrasakul 1996 1/21 1/17 0.1 % 0.81 [ 0.05, 12.01 ]


De Sousa 2012 0/20 2/17 0.1 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 0.4 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 11.4 % 0.97 [ 0.75, 1.26 ]


Dennis 2006 142/429 147/430 22.0 % 0.97 [ 0.80, 1.17 ]


Doglietto 1990 0/13 0/16 Not estimable
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Doglietto 1996 16/338 12/340 1.4 % 1.34 [ 0.64, 2.79 ]


Dong 1996 0/256 3/264 0.1 % 0.15 [ 0.01, 2.84 ]


Duncan 2006 18/150 11/159 1.5 % 1.73 [ 0.85, 3.55 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 4/85 3/86 0.4 % 1.35 [ 0.31, 5.85 ]


Fan 1989 5/64 9/60 0.7 % 0.52 [ 0.19, 1.47 ]


Fan 1994 3/20 3/20 0.4 % 1.00 [ 0.23, 4.37 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.2 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 3/20 0.3 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 0.9 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.2 % 1.05 [ 0.16, 7.10 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Heidegger 2013 8/153 12/152 1.0 % 0.66 [ 0.28, 1.57 ]


Hendry 2010 0/30 2/38 0.1 % 0.25 [ 0.01, 5.05 ]


Herndon 1987 8/13 8/15 1.9 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 3.7 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/16 2/43 0.1 % 0.52 [ 0.03, 10.24 ]


Holyday 2012 4/71 1/72 0.2 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Johansen 2004 9/108 6/104 0.8 % 1.44 [ 0.53, 3.92 ]


Kearns 1992 0/16 1/15 0.1 % 0.31 [ 0.01, 7.15 ]


Keele 1997 2/47 0/53 0.1 % 5.63 [ 0.28, 114.27 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Larsson 1990a 29/197 55/238 4.7 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 2/12 1/10 0.2 % 1.67 [ 0.18, 15.80 ]


Liu 1996b 1/16 0/18 0.1 % 3.35 [ 0.15, 76.93 ]


Lough 1990 4/14 7/15 0.8 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.5 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 12/98 16/97 1.6 % 0.74 [ 0.37, 1.49 ]


Mezey 1991 6/27 5/26 0.7 % 1.16 [ 0.40, 3.33 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.1 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 11/68 14/68 1.5 % 0.79 [ 0.38, 1.61 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Müller 1982a 3/66 5/29 0.4 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 1.0 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 1/20 1/20 0.1 % 1.00 [ 0.07, 14.90 ]


Neelemaat 2012 14/105 11/105 1.4 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 0/10 Not estimable


Nguyen 2012 4/14 4/14 0.6 % 1.00 [ 0.31, 3.23 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 0/20 Not estimable


Potter 2001 21/183 33/193 3.0 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 1/11 5/18 0.2 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.2 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.2 % 2.63 [ 0.31, 22.46 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


555Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Simon 1988 3/15 2/17 0.3 % 1.70 [ 0.33, 8.84 ]


Singh 1998 2/21 2/22 0.2 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.2 % 4.00 [ 0.48, 33.33 ]


Smith 1988 0/17 0/17 Not estimable


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Starke 2011 2/66 5/66 0.3 % 0.40 [ 0.08, 1.99 ]


Sullivan 1998 0/8 3/10 0.1 % 0.17 [ 0.01, 2.96 ]


Sullivan 2004 1/27 0/30 0.1 % 3.32 [ 0.14, 78.25 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 4/30 5/35 0.5 % 0.93 [ 0.28, 3.16 ]


Vicic 2013 5/52 10/49 0.8 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 1.4 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.2 % 2.00 [ 0.24, 16.97 ]


Williams 1985 4/21 3/22 0.4 % 1.40 [ 0.35, 5.51 ]


Woolfson 1989 8/62 8/60 0.9 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 3/215 2/108 0.2 % 0.75 [ 0.13, 4.44 ]


Wu 2007b 3/215 2/108 0.2 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 0/18 1/16 0.1 % 0.30 [ 0.01, 6.84 ]


Zhang 2013 1/50 3/50 0.2 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 0/15 Not estimable


Zheng 2001b 0/40 0/15 Not estimable


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.5 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 1.2 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 10394 10040 93.6 % 0.92 [ 0.84, 1.01 ]


Total events: 771 (Nutrition support), 829 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 67.54, df = 88 (P = 0.95); I2 =0.0%


Test for overall effect: Z = 1.73 (P = 0.084)


2 Fewer than three days


Choudhry 1996 0/21 1/20 0.1 % 0.32 [ 0.01, 7.38 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


Maude 2011 9/27 6/29 1.0 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Sabin 1998 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Sonnenfeld 1978 0/11 1/15 0.1 % 0.44 [ 0.02, 9.98 ]


Stein 2002 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Zhong 2014 1/60 7/60 0.2 % 0.14 [ 0.02, 1.13 ]


Subtotal (95% CI) 397 325 2.0 % 0.76 [ 0.39, 1.45 ]


Total events: 14 (Nutrition support), 23 (Control)


Heterogeneity: Tau2 = 0.03; Chi2 = 7.21, df = 7 (P = 0.41); I2 =3%


Test for overall effect: Z = 0.85 (P = 0.40)


3 Unknown


Anbar 2014 0/22 2/28 0.1 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/260 31/265 4.4 % 1.51 [ 0.99, 2.31 ]


Capell 1990 0/15 0/12 Not estimable


Subtotal (95% CI) 297 305 4.4 % 1.16 [ 0.33, 4.06 ]


Total events: 46 (Nutrition support), 33 (Control)


Heterogeneity: Tau2 = 0.43; Chi2 = 1.37, df = 1 (P = 0.24); I2 =27%


Test for overall effect: Z = 0.23 (P = 0.82)


Total (95% CI) 11088 10670 100.0 % 0.94 [ 0.86, 1.03 ]


Total events: 831 (Nutrition support), 885 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 80.48, df = 98 (P = 0.90); I2 =0.0%


Test for overall effect: Z = 1.40 (P = 0.16)


Test for subgroup differences: Chi2 = 0.49, df = 2 (P = 0.78), I2 =0.0%
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Analysis 1.12. Comparison 1 All-cause mortality - end of intervention, Outcome 12 All-cause mortality -


’best-worst case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 1 All-cause mortality - end of intervention


Outcome: 12 All-cause mortality - ’best-worst case’ scenario


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.8 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/10 2/10 0.3 % 0.50 [ 0.05, 4.67 ]


Anbar 2014 0/23 2/28 0.2 % 0.24 [ 0.01, 4.80 ]


Arias 2008 46/333 100/334 4.8 % 0.46 [ 0.34, 0.63 ]


Banerjee 1978 4/31 6/32 1.1 % 0.69 [ 0.21, 2.21 ]


Bastow 1983a 5/39 4/35 1.0 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.7 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.6 % 0.50 [ 0.10, 2.53 ]


Bellantone 1988 1/54 1/46 0.2 % 0.85 [ 0.05, 13.24 ]


Bokhorst-de 2000 1/15 0/17 0.2 % 3.38 [ 0.15, 77.12 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/30 14/30 0.2 % 0.03 [ 0.00, 0.55 ]


Breedveld-Peters 4/73 7/79 1.0 % 0.62 [ 0.19, 2.03 ]


Brennan 1994 4/60 1/57 0.4 % 3.80 [ 0.44, 32.99 ]


Bunout 1989 2/17 5/19 0.7 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/15 2/15 0.2 % 0.20 [ 0.01, 3.85 ]


Casaer 2011 146/2312 141/2328 5.6 % 1.04 [ 0.83, 1.30 ]


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.2 % 0.81 [ 0.05, 12.01 ]


De Sousa 2012 0/20 2/17 0.2 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 0.8 % 1.58 [ 0.39, 6.45 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Dennis 2005 105/2016 108/2007 5.2 % 0.97 [ 0.75, 1.26 ]


Dennis 2006 142/429 147/430 5.8 % 0.97 [ 0.80, 1.17 ]


Doglietto 1990 0/13 0/16 Not estimable


Doglietto 1996 16/338 12/340 2.2 % 1.34 [ 0.64, 2.79 ]


Dong 1996 0/256 3/264 0.2 % 0.15 [ 0.01, 2.84 ]


Duncan 2006 18/153 17/165 2.7 % 1.14 [ 0.61, 2.13 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 4/85 3/86 0.7 % 1.35 [ 0.31, 5.85 ]


Fan 1989 5/75 24/75 1.6 % 0.21 [ 0.08, 0.52 ]


Fan 1994 3/20 3/20 0.7 % 1.00 [ 0.23, 4.37 ]


Fasth 1987 1/48 1/44 0.2 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.4 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/20 4/22 0.2 % 0.12 [ 0.01, 2.13 ]


Gariballa 1998 2/21 4/21 0.6 % 0.50 [ 0.10, 2.44 ]


Gariballa 2006 12/223 7/222 1.6 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.4 % 1.05 [ 0.16, 7.10 ]


Hartgrink 1998 7/70 17/70 1.9 % 0.41 [ 0.18, 0.93 ]


Heidegger 2013 8/153 12/152 1.7 % 0.66 [ 0.28, 1.57 ]


Hendry 2010 0/38 2/38 0.2 % 0.20 [ 0.01, 4.03 ]


Henriksen 2003a 0/16 1/8 0.2 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 2.6 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 3.7 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/51 10/51 0.2 % 0.05 [ 0.00, 0.79 ]


Holyday 2012 4/71 1/72 0.3 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jimenez 1995a 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Jimenez 1995b 2/20 1/5 0.3 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Johansen 2004 9/108 6/104 1.4 % 1.44 [ 0.53, 3.92 ]


Kearns 1992 0/16 1/15 0.2 % 0.31 [ 0.01, 7.15 ]


Keele 1997 2/47 0/53 0.2 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/250 68/251 4.1 % 0.43 [ 0.29, 0.64 ]


Ledinghen 1997 2/12 1/10 0.3 % 1.67 [ 0.18, 15.80 ]


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable


Liu 1996b 1/16 0/18 0.2 % 3.35 [ 0.15, 76.93 ]


Ljunggren 2012 0/20 0/20 Not estimable


Lough 1990 4/14 7/15 1.4 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.9 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.3 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 12/100 19/100 2.4 % 0.63 [ 0.32, 1.23 ]


Maude 2011 9/27 6/29 1.6 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 6/28 5/26 1.3 % 1.11 [ 0.39, 3.22 ]


Miller 2006a 2/25 2/26 0.5 % 1.04 [ 0.16, 6.83 ]


Miller 2006b 1/24 0/25 0.2 % 3.12 [ 0.13, 73.04 ]


Moreno 2016 11/68 14/68 2.2 % 0.79 [ 0.38, 1.61 ]


Munk 2014 1/44 3/40 0.3 % 0.30 [ 0.03, 2.80 ]


Müller 1982a 3/80 16/40 1.1 % 0.09 [ 0.03, 0.30 ]


Müller 1982b 10/55 16/40 2.4 % 0.45 [ 0.23, 0.89 ]


Naveau 1986 1/20 1/20 0.2 % 1.00 [ 0.07, 14.90 ]


Neelemaat 2012 14/105 11/105 2.1 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 0/10 Not estimable


Nguyen 2012 4/14 4/14 1.1 % 1.00 [ 0.31, 3.23 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 0/20 Not estimable
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Potter 2001 21/186 35/195 3.4 % 0.63 [ 0.38, 1.04 ]


Pupelis 2000 1/11 5/18 0.4 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.4 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Roth 2013 1/74 1/83 0.2 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 2/40 3/40 0.5 % 0.67 [ 0.12, 3.78 ]


Sacks 1995 2/8 1/9 0.3 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/18 2/15 0.6 % 1.25 [ 0.24, 6.53 ]


Saudny-Unterberger 1997 1/17 1/16 0.2 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.2 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/16 3/18 0.7 % 1.13 [ 0.26, 4.80 ]


Singh 1998 2/21 2/22 0.5 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.4 % 4.00 [ 0.48, 33.33 ]


Smith 1988 0/17 0/17 Not estimable


Song 1993 0/12 2/13 0.2 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 0/11 1/15 0.2 % 0.44 [ 0.02, 9.98 ]


Starke 2011 2/67 6/67 0.6 % 0.33 [ 0.07, 1.59 ]


Stein 2002 2/40 3/40 0.5 % 0.67 [ 0.12, 3.78 ]


Sullivan 1998 0/8 3/10 0.2 % 0.17 [ 0.01, 2.96 ]


Sullivan 2004 1/27 0/30 0.2 % 3.32 [ 0.14, 78.25 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 4/30 5/35 1.0 % 0.93 [ 0.28, 3.16 ]


Vicic 2013 5/52 10/49 1.4 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 2.1 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.3 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.4 % 2.00 [ 0.24, 16.97 ]


Williams 1985 4/21 3/22 0.8 % 1.40 [ 0.35, 5.51 ]


Woolfson 1989 8/62 8/60 1.6 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 3/215 2/108 0.5 % 0.75 [ 0.13, 4.44 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Wu 2007b 3/215 2/108 0.5 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 0/18 1/16 0.2 % 0.30 [ 0.01, 6.84 ]


Zhang 2013 1/50 3/50 0.3 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 0/15 Not estimable


Zheng 2001b 0/40 0/15 Not estimable


Zhong 2014 1/60 7/60 0.4 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.9 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 1.9 % 0.57 [ 0.25, 1.29 ]


Total (95% CI) 11354 10853 100.0 % 0.74 [ 0.65, 0.84 ]


Total events: 831 (Nutrition support), 1068 (Control)


Heterogeneity: Tau2 = 0.07; Chi2 = 131.96, df = 99 (P = 0.02); I2 =25%


Test for overall effect: Z = 4.48 (P < 0.00001)


Test for subgroup differences: Not applicable
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Analysis 1.13. Comparison 1 All-cause mortality - end of intervention, Outcome 13 All-cause mortality -


’worst-best case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 1 All-cause mortality - end of intervention


Outcome: 13 All-cause mortality - ’worst-best case’ scenario


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.9 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 2/10 2/10 0.6 % 1.00 [ 0.17, 5.77 ]


Anbar 2014 1/23 2/28 0.4 % 0.61 [ 0.06, 6.30 ]


Arias 2008 119/333 31/334 3.5 % 3.85 [ 2.67, 5.55 ]


Banerjee 1978 7/31 6/32 1.5 % 1.20 [ 0.46, 3.18 ]


Bastow 1983a 5/39 4/35 1.1 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.8 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.7 % 0.50 [ 0.10, 2.53 ]


Bellantone 1988 1/54 1/46 0.3 % 0.85 [ 0.05, 13.24 ]


Bokhorst-de 2000 1/15 0/17 0.2 % 3.38 [ 0.15, 77.12 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 18/30 0/30 0.3 % 37.00 [ 2.33, 587.26 ]


Breedveld-Peters 7/73 3/79 1.0 % 2.53 [ 0.68, 9.40 ]


Brennan 1994 4/60 1/57 0.4 % 3.80 [ 0.44, 32.99 ]


Bunout 1989 2/17 5/19 0.8 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 1/15 1/15 0.3 % 1.00 [ 0.07, 14.55 ]


Casaer 2011 146/2312 141/2328 4.1 % 1.04 [ 0.83, 1.30 ]


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.3 % 0.81 [ 0.05, 12.01 ]


De Sousa 2012 0/20 2/17 0.2 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 0.9 % 1.58 [ 0.39, 6.45 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Dennis 2005 105/2016 108/2007 3.9 % 0.97 [ 0.75, 1.26 ]


Dennis 2006 142/429 147/430 4.2 % 0.97 [ 0.80, 1.17 ]


Doglietto 1990 0/13 0/16 Not estimable


Doglietto 1996 16/338 12/340 2.1 % 1.34 [ 0.64, 2.79 ]


Dong 1996 0/256 3/264 0.2 % 0.15 [ 0.01, 2.84 ]


Duncan 2006 21/153 11/165 2.3 % 2.06 [ 1.03, 4.13 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 4/85 3/86 0.8 % 1.35 [ 0.31, 5.85 ]


Fan 1989 16/75 9/75 2.1 % 1.78 [ 0.84, 3.77 ]


Fan 1994 3/20 3/20 0.8 % 1.00 [ 0.23, 4.37 ]


Fasth 1987 1/48 1/44 0.3 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.4 % 0.29 [ 0.03, 2.41 ]


F rli 2001 2/20 1/22 0.4 % 2.20 [ 0.22, 22.45 ]


Gariballa 1998 3/21 3/21 0.8 % 1.00 [ 0.23, 4.40 ]


Gariballa 2006 12/223 7/222 1.7 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.5 % 1.05 [ 0.16, 7.10 ]


Hartgrink 1998 22/70 0/70 0.3 % 45.00 [ 2.78, 727.58 ]


Heidegger 2013 8/153 12/152 1.8 % 0.66 [ 0.28, 1.57 ]


Hendry 2010 8/38 2/38 0.8 % 4.00 [ 0.91, 17.62 ]


Henriksen 2003a 0/16 1/8 0.2 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 2.5 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 3.2 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 35/51 2/51 0.9 % 17.50 [ 4.44, 68.94 ]


Holyday 2012 4/71 1/72 0.4 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jimenez 1995a 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Jimenez 1995b 2/20 1/5 0.4 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Johansen 2004 9/108 6/104 1.5 % 1.44 [ 0.53, 3.92 ]


Kearns 1992 0/16 1/15 0.2 % 0.31 [ 0.01, 7.15 ]


Keele 1997 2/47 0/53 0.2 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 82/250 55/251 3.8 % 1.50 [ 1.12, 2.01 ]


Ledinghen 1997 2/12 1/10 0.4 % 1.67 [ 0.18, 15.80 ]


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable


Liu 1996b 1/16 0/18 0.2 % 3.35 [ 0.15, 76.93 ]


Ljunggren 2012 1/20 0/20 0.2 % 3.00 [ 0.13, 69.52 ]


Lough 1990 4/14 7/15 1.5 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 1.1 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.4 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 14/100 16/100 2.4 % 0.88 [ 0.45, 1.70 ]


Maude 2011 9/27 6/29 1.7 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 7/28 5/26 1.4 % 1.30 [ 0.47, 3.59 ]


Miller 2006a 3/25 1/26 0.4 % 3.12 [ 0.35, 28.03 ]


Miller 2006b 2/24 0/25 0.2 % 5.20 [ 0.26, 103.03 ]


Moreno 2016 11/68 14/68 2.2 % 0.79 [ 0.38, 1.61 ]


Munk 2014 3/44 1/40 0.4 % 2.73 [ 0.30, 25.17 ]


Müller 1982a 17/80 5/40 1.6 % 1.70 [ 0.68, 4.27 ]


Müller 1982b 19/55 6/40 1.9 % 2.30 [ 1.01, 5.24 ]


Naveau 1986 1/20 1/20 0.3 % 1.00 [ 0.07, 14.90 ]


Neelemaat 2012 14/105 11/105 2.1 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 0/10 Not estimable


Nguyen 2012 4/14 4/14 1.2 % 1.00 [ 0.31, 3.23 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 0/20 Not estimable
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Potter 2001 24/186 33/195 3.0 % 0.76 [ 0.47, 1.24 ]


Pupelis 2000 1/11 5/18 0.5 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.5 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Roth 2013 1/74 1/83 0.3 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 2/40 3/40 0.6 % 0.67 [ 0.12, 3.78 ]


Sacks 1995 2/8 1/9 0.4 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 5/18 1/15 0.5 % 4.17 [ 0.54, 31.88 ]


Saudny-Unterberger 1997 1/17 1/16 0.3 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.3 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/16 2/18 0.8 % 2.25 [ 0.47, 10.69 ]


Singh 1998 2/21 2/22 0.6 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.4 % 4.00 [ 0.48, 33.33 ]


Smith 1988 0/17 0/17 Not estimable


Song 1993 0/12 2/13 0.2 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 0/11 1/15 0.2 % 0.44 [ 0.02, 9.98 ]


Starke 2011 3/67 5/67 0.9 % 0.60 [ 0.15, 2.41 ]


Stein 2002 2/40 3/40 0.6 % 0.67 [ 0.12, 3.78 ]


Sullivan 1998 0/8 3/10 0.3 % 0.17 [ 0.01, 2.96 ]


Sullivan 2004 1/27 0/30 0.2 % 3.32 [ 0.14, 78.25 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 4/30 5/35 1.1 % 0.93 [ 0.28, 3.16 ]


Vicic 2013 5/52 10/49 1.5 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 2.1 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.4 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.4 % 2.00 [ 0.24, 16.97 ]


Williams 1985 4/21 3/22 0.9 % 1.40 [ 0.35, 5.51 ]


Woolfson 1989 8/62 8/60 1.7 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 3/215 2/108 0.6 % 0.75 [ 0.13, 4.44 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Wu 2007b 3/215 2/108 0.6 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 0/18 1/16 0.2 % 0.30 [ 0.01, 6.84 ]


Zhang 2013 1/50 3/50 0.4 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 0/15 Not estimable


Zheng 2001b 0/40 0/15 Not estimable


Zhong 2014 1/60 7/60 0.5 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 1.1 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 1.9 % 0.57 [ 0.25, 1.29 ]


Total (95% CI) 11354 10853 100.0 % 1.13 [ 0.97, 1.31 ]


Total events: 1097 (Nutrition support), 885 (Control)


Heterogeneity: Tau2 = 0.13; Chi2 = 163.15, df = 100 (P = 0.00007); I2 =39%


Test for overall effect: Z = 1.58 (P = 0.12)


Test for subgroup differences: Not applicable
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Analysis 1.14. Comparison 1 All-cause mortality - end of intervention, Outcome 14 All-cause mortality co-


interventions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 1 All-cause mortality - end of intervention


Outcome: 14 All-cause mortality co-interventions


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


1 received nutrition support as co-intervention


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Banerjee 1978 4/28 6/32 0.6 % 0.76 [ 0.24, 2.43 ]


Bokhorst-de 2000 1/15 0/17 0.1 % 3.38 [ 0.15, 77.12 ]


Casaer 2011 146/2312 141/2328 15.7 % 1.04 [ 0.83, 1.30 ]


Heidegger 2013 8/153 12/152 1.3 % 0.66 [ 0.28, 1.57 ]


Hill 2002 0/22 2/24 0.3 % 0.22 [ 0.01, 4.29 ]


Luo 2012 3/30 7/30 0.8 % 0.43 [ 0.12, 1.50 ]


Mezey 1991 6/27 5/26 0.6 % 1.16 [ 0.40, 3.33 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Simon 1988 3/15 2/17 0.2 % 1.70 [ 0.33, 8.84 ]


Zhu 2012a 3/33 6/16 0.9 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 1.0 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 2684 2677 21.8 % 0.94 [ 0.78, 1.14 ]


Total events: 185 (Nutrition support), 191 (Control)


Heterogeneity: Chi2 = 12.04, df = 11 (P = 0.36); I2 =9%


Test for overall effect: Z = 0.64 (P = 0.52)


2 did not receive nutrition support as co-intervention


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.3 % 1.60 [ 0.40, 6.32 ]


Anbar 2014 0/22 2/28 0.2 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/260 31/265 3.4 % 1.51 [ 0.99, 2.31 ]


Bastow 1983a 5/39 4/35 0.5 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.6 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.4 % 0.50 [ 0.10, 2.53 ]


Bellantone 1988 1/54 1/46 0.1 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 4/70 3/75 0.3 % 1.43 [ 0.33, 6.16 ]


Brennan 1994 4/60 1/57 0.1 % 3.80 [ 0.44, 32.99 ]


Bunout 1989 2/17 5/19 0.5 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.2 % 0.33 [ 0.01, 7.55 ]


Chuntrasakul 1996 1/21 1/17 0.1 % 0.81 [ 0.05, 12.01 ]


De Sousa 2012 0/20 2/17 0.3 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 0.3 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 12.1 % 0.97 [ 0.75, 1.26 ]


Dennis 2006 142/429 147/430 16.4 % 0.97 [ 0.80, 1.17 ]


Doglietto 1990 0/13 0/16 Not estimable


Doglietto 1996 16/338 12/340 1.3 % 1.34 [ 0.64, 2.79 ]


Dong 1996 0/256 3/264 0.4 % 0.15 [ 0.01, 2.84 ]


Duncan 2006 18/150 11/159 1.2 % 1.73 [ 0.85, 3.55 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 4/85 3/86 0.3 % 1.35 [ 0.31, 5.85 ]


Fan 1989 3/20 3/20 0.3 % 1.00 [ 0.23, 4.37 ]


Fan 1994 5/64 9/60 1.0 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.4 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.2 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 3/20 0.3 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 0.8 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.2 % 1.05 [ 0.16, 7.10 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Hendry 2010 0/30 2/38 0.2 % 0.25 [ 0.01, 5.05 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Henriksen 2003a 0/16 1/8 0.2 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 0.8 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 3.9 % 0.91 [ 0.58, 1.44 ]


Hoffmann 1988 0/16 2/43 0.2 % 0.52 [ 0.03, 10.24 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Johansen 2004 9/108 6/104 0.7 % 1.44 [ 0.53, 3.92 ]


Kearns 1992 0/16 1/15 0.2 % 0.31 [ 0.01, 7.15 ]


Keele 1997 2/47 0/53 0.1 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 5.6 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 2/12 1/10 0.1 % 1.67 [ 0.18, 15.80 ]


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable


Liu 1996b 1/16 0/18 0.1 % 3.35 [ 0.15, 76.93 ]


Ljunggren 2012 0/19 0/20 Not estimable


Lough 1990 4/14 7/15 0.8 % 0.61 [ 0.23, 1.65 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 12/98 16/97 1.8 % 0.74 [ 0.37, 1.49 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.1 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 11/68 14/68 1.6 % 0.79 [ 0.38, 1.61 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Müller 1982a 3/66 5/29 0.8 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 0.8 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 1/20 1/20 0.1 % 1.00 [ 0.07, 14.90 ]


Neelemaat 2012 14/105 11/105 1.2 % 1.27 [ 0.61, 2.67 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Neuvonen 1984 0/9 0/10 Not estimable


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 0/20 Not estimable


Potter 2001 21/183 33/193 3.6 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 1/11 5/18 0.4 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.8 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Samuels 1981 3/16 1/14 0.1 % 2.63 [ 0.31, 22.46 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Singh 1998 2/21 2/22 0.2 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 0/17 0/17 Not estimable


Song 1993 0/12 2/13 0.3 % 0.22 [ 0.01, 4.08 ]


Starke 2011 2/66 5/66 0.6 % 0.40 [ 0.08, 1.99 ]


Sullivan 1998 0/8 3/10 0.4 % 0.17 [ 0.01, 2.96 ]


Sullivan 2004 1/27 0/30 0.1 % 3.32 [ 0.14, 78.25 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 4/30 5/35 0.5 % 0.93 [ 0.28, 3.16 ]


Vicic 2013 5/52 10/49 1.1 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 1.6 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Williams 1985 4/21 3/22 0.3 % 1.40 [ 0.35, 5.51 ]


Woolfson 1989 8/62 8/60 0.9 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 3/215 2/108 0.3 % 0.75 [ 0.13, 4.44 ]


Wu 2007b 3/215 2/108 0.3 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Yamada 1983 0/18 1/16 0.2 % 0.30 [ 0.01, 6.84 ]


Zhang 2013 1/50 3/50 0.3 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 0/15 Not estimable


Zheng 2001b 0/40 0/15 Not estimable


Zhong 2014 1/60 7/60 0.8 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 8194 7780 76.0 % 0.93 [ 0.84, 1.03 ]


Total events: 629 (Nutrition support), 675 (Control)


Heterogeneity: Chi2 = 65.61, df = 79 (P = 0.86); I2 =0.0%


Test for overall effect: Z = 1.39 (P = 0.16)


3 delayed versus early nutrition support


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]


Maude 2011 9/27 6/29 0.6 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Nguyen 2012 4/14 4/14 0.4 % 1.00 [ 0.31, 3.23 ]


Sabin 1998 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Sonnenfeld 1978 0/11 1/15 0.1 % 0.44 [ 0.02, 9.98 ]


Stein 2002 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Subtotal (95% CI) 210 213 2.2 % 0.94 [ 0.53, 1.66 ]


Total events: 17 (Nutrition support), 19 (Control)


Heterogeneity: Chi2 = 2.84, df = 6 (P = 0.83); I2 =0.0%


Test for overall effect: Z = 0.22 (P = 0.82)


Total (95% CI) 11088 10670 100.0 % 0.93 [ 0.86, 1.02 ]


Total events: 831 (Nutrition support), 885 (Control)


Heterogeneity: Chi2 = 80.48, df = 98 (P = 0.90); I2 =0.0%


Test for overall effect: Z = 1.54 (P = 0.12)


Test for subgroup differences: Chi2 = 0.01, df = 2 (P = 1.00), I2 =0.0%


0.01 0.1 1 10 100


Favours nutrition support Favours control


572Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Analysis 2.1. Comparison 2 All-cause mortality - maximum follow-up, Outcome 1 All-cause mortality -


overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 2 All-cause mortality - maximum follow-up


Outcome: 1 All-cause mortality - overall


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.2 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Anbar 2014 0/22 2/28 0.0 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/260 31/265 2.1 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.3 % 0.76 [ 0.24, 2.43 ]


Barlow 2011 3/64 0/57 0.0 % 6.25 [ 0.33, 118.38 ]


Bastow 1983a 5/39 4/35 0.2 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.2 % 0.37 [ 0.08, 1.71 ]


Bauer 2000 24/60 24/60 1.9 % 1.00 [ 0.65, 1.55 ]


Beier-Holgersen 1999 2/30 4/30 0.1 % 0.50 [ 0.10, 2.53 ]


Bellantone 1988 1/54 1/46 0.0 % 0.85 [ 0.05, 13.24 ]


Bokhorst-de 2000 1/15 0/17 0.0 % 3.38 [ 0.15, 77.12 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 6/68 5/73 0.3 % 1.29 [ 0.41, 4.03 ]


Brennan 1994 4/60 1/57 0.1 % 3.80 [ 0.44, 32.99 ]


Bunout 1989 2/17 5/19 0.2 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.0 % 0.33 [ 0.01, 7.55 ]


Casaer 2011 255/2312 257/2328 14.0 % 1.00 [ 0.85, 1.18 ]


Choudhry 1996 3/21 4/20 0.2 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 3/34 2/25 0.1 % 1.10 [ 0.20, 6.12 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Chuntrasakul 1996 1/21 3/17 0.1 % 0.27 [ 0.03, 2.37 ]


De Sousa 2012 0/20 2/17 0.0 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 0.5 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 13.7 % 0.95 [ 0.80, 1.12 ]


Dennis 2006 182/429 207/429 17.1 % 0.88 [ 0.76, 1.02 ]


Doglietto 1990 0/13 0/16 Not estimable


Doglietto 1996 16/338 12/340 0.7 % 1.34 [ 0.64, 2.79 ]


Dong 1996 0/256 3/264 0.0 % 0.15 [ 0.01, 2.84 ]


Duncan 2006 24/150 38/159 1.8 % 0.67 [ 0.42, 1.06 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 17/80 10/81 0.7 % 1.72 [ 0.84, 3.53 ]


Eyer 1993 2/19 2/19 0.1 % 1.00 [ 0.16, 6.38 ]


Fan 1989 5/64 9/60 0.3 % 0.52 [ 0.19, 1.47 ]


Fan 1994 6/20 6/20 0.4 % 1.00 [ 0.39, 2.58 ]


Fasth 1987 1/48 1/44 0.0 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.0 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 7/20 0.2 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 1.3 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.1 % 1.05 [ 0.16, 7.10 ]


Ha 2010 12/70 10/76 0.6 % 1.30 [ 0.60, 2.82 ]


Hartgrink 1998 7/55 0/53 0.0 % 14.46 [ 0.85, 247.12 ]


Heidegger 2013 20/153 28/152 1.3 % 0.71 [ 0.42, 1.20 ]


Hendry 2010 0/30 2/38 0.0 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.0 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 0.9 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 1.8 % 0.91 [ 0.58, 1.44 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Hill 2002 0/22 2/24 0.0 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/16 2/43 0.0 % 0.52 [ 0.03, 10.24 ]


Holter 1977 2/30 2/26 0.1 % 0.87 [ 0.13, 5.73 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jauch 1995a 2/17 2/5 0.1 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.1 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.0 % 0.33 [ 0.01, 7.78 ]


Johansen 2004 9/108 6/104 0.4 % 1.44 [ 0.53, 3.92 ]


Kaur 2005 3/50 4/50 0.2 % 0.75 [ 0.18, 3.18 ]


Kearns 1992 5/16 4/15 0.3 % 1.17 [ 0.39, 3.56 ]


Keele 1997 2/47 0/53 0.0 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 2.2 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 3/12 2/10 0.1 % 1.25 [ 0.26, 6.07 ]


Lidder 2013a 1/32 1/30 0.1 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 0.0 % 0.23 [ 0.01, 4.56 ]


Liu 1996b 1/16 0/18 0.0 % 3.35 [ 0.15, 76.93 ]


Ljunggren 2012 0/19 0/20 Not estimable


Lough 1990 4/14 7/15 0.4 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.2 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 12/98 16/97 0.8 % 0.74 [ 0.37, 1.49 ]


Maude 2011 9/27 6/29 0.5 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.0 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 14/23 16/25 1.9 % 0.95 [ 0.61, 1.48 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Moreno 2016 30/68 35/68 3.0 % 0.86 [ 0.60, 1.22 ]


Munk 2014 1/42 1/38 0.0 % 0.90 [ 0.06, 13.97 ]


Müller 1982a 3/66 5/29 0.2 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 0.5 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 10/20 9/20 0.9 % 1.11 [ 0.58, 2.14 ]


Neelemaat 2012 14/105 11/105 0.7 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 0/10 Not estimable


Nguyen 2012 4/14 4/14 0.3 % 1.00 [ 0.31, 3.23 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 0/20 Not estimable


Peck 2004 4/14 5/13 0.3 % 0.74 [ 0.25, 2.18 ]


Popp 1981 7/21 6/21 0.5 % 1.17 [ 0.47, 2.89 ]


Potter 2001 21/183 33/193 1.4 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 1/11 5/18 0.1 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.1 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 2/10 0.0 % 0.24 [ 0.01, 4.47 ]


Reissman 1995 0/80 0/81 Not estimable


Roth 2013 1/74 1/83 0.0 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 12/40 10/40 0.7 % 1.20 [ 0.59, 2.45 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.1 % 2.63 [ 0.31, 22.46 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.2 % 1.51 [ 0.40, 5.69 ]


Singh 1998 4/21 4/22 0.2 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 1/17 3/17 0.1 % 0.33 [ 0.04, 2.89 ]


Song 1993 0/12 2/13 0.0 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 0/11 1/15 0.0 % 0.44 [ 0.02, 9.98 ]


Starke 2011 9/66 6/66 0.4 % 1.50 [ 0.57, 3.98 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Stein 2002 12/40 10/40 0.7 % 1.20 [ 0.59, 2.45 ]


Sullivan 1998 0/8 5/10 0.0 % 0.11 [ 0.01, 1.75 ]


Sullivan 2004 4/27 6/30 0.3 % 0.74 [ 0.23, 2.35 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 27/30 31/35 13.1 % 1.02 [ 0.86, 1.20 ]


Vicic 2013 5/52 10/49 0.4 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 0.7 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Williams 1985 9/21 7/22 0.6 % 1.35 [ 0.61, 2.96 ]


Williford 1991 31/231 24/228 1.5 % 1.27 [ 0.77, 2.10 ]


Woolfson 1989 8/62 8/60 0.4 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 3/215 2/108 0.1 % 0.75 [ 0.13, 4.44 ]


Wu 2007b 3/215 2/108 0.1 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 0/18 1/16 0.0 % 0.30 [ 0.01, 6.84 ]


Zhang 2013 1/50 3/50 0.1 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 1/15 0.0 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable


Zheng 2015 5/75 13/71 0.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 1/60 7/60 0.1 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.2 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 0.6 % 0.57 [ 0.25, 1.29 ]


Total (95% CI) 11788 11382 100.0 % 0.93 [ 0.88, 0.99 ]


Total events: 1382 (Experimental), 1494 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 106.77, df = 117 (P = 0.74); I2 =0.0%


Test for overall effect: Z = 2.17 (P = 0.030)


Test for subgroup differences: Not applicable


0.001 0.01 0.1 1 10 100 1000


Favours nutrition support Favours control


577Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Analysis 2.2. Comparison 2 All-cause mortality - maximum follow-up, Outcome 2 All-cause mortality - bias.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 2 All-cause mortality - maximum follow-up


Outcome: 2 All-cause mortality - bias


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 High risk of bias


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.2 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Anbar 2014 0/22 2/28 0.0 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/260 31/265 2.1 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.3 % 0.76 [ 0.24, 2.43 ]


Barlow 2011 3/64 0/57 0.0 % 6.25 [ 0.33, 118.38 ]


Bastow 1983a 5/39 4/35 0.2 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.2 % 0.37 [ 0.08, 1.71 ]


Bauer 2000 24/60 24/60 1.9 % 1.00 [ 0.65, 1.55 ]


Beier-Holgersen 1999 2/30 4/30 0.1 % 0.50 [ 0.10, 2.53 ]


Bellantone 1988 1/54 1/46 0.0 % 0.85 [ 0.05, 13.24 ]


Bokhorst-de 2000 1/15 0/17 0.0 % 3.38 [ 0.15, 77.12 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 6/68 5/73 0.3 % 1.29 [ 0.41, 4.03 ]


Brennan 1994 4/60 1/57 0.1 % 3.80 [ 0.44, 32.99 ]


Bunout 1989 2/17 5/19 0.2 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.0 % 0.33 [ 0.01, 7.55 ]


Casaer 2011 255/2312 257/2328 14.0 % 1.00 [ 0.85, 1.18 ]


Choudhry 1996 3/21 4/20 0.2 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 3/34 2/25 0.1 % 1.10 [ 0.20, 6.12 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Chuntrasakul 1996 1/21 3/17 0.1 % 0.27 [ 0.03, 2.37 ]


De Sousa 2012 0/20 2/17 0.0 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 0.5 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 13.7 % 0.95 [ 0.80, 1.12 ]


Dennis 2006 182/429 207/429 17.1 % 0.88 [ 0.76, 1.02 ]


Doglietto 1990 0/13 0/16 Not estimable


Doglietto 1996 16/338 12/340 0.7 % 1.34 [ 0.64, 2.79 ]


Dong 1996 0/256 3/264 0.0 % 0.15 [ 0.01, 2.84 ]


Duncan 2006 24/150 38/159 1.8 % 0.67 [ 0.42, 1.06 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 17/80 10/81 0.7 % 1.72 [ 0.84, 3.53 ]


Eyer 1993 2/19 2/19 0.1 % 1.00 [ 0.16, 6.38 ]


Fan 1989 5/64 9/60 0.3 % 0.52 [ 0.19, 1.47 ]


Fan 1994 6/20 6/20 0.4 % 1.00 [ 0.39, 2.58 ]


Fasth 1987 1/48 1/44 0.0 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.0 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 7/20 0.2 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 1.3 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.1 % 1.05 [ 0.16, 7.10 ]


Ha 2010 12/70 10/76 0.6 % 1.30 [ 0.60, 2.82 ]


Hartgrink 1998 7/55 0/53 0.0 % 14.46 [ 0.85, 247.12 ]


Heidegger 2013 20/153 28/152 1.3 % 0.71 [ 0.42, 1.20 ]


Hendry 2010 0/30 2/38 0.0 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.0 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 0.9 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 1.8 % 0.91 [ 0.58, 1.44 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Hill 2002 0/22 2/24 0.0 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/16 2/43 0.0 % 0.52 [ 0.03, 10.24 ]


Holter 1977 2/30 2/26 0.1 % 0.87 [ 0.13, 5.73 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jauch 1995a 2/17 2/5 0.1 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.1 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.0 % 0.33 [ 0.01, 7.78 ]


Johansen 2004 9/108 6/104 0.4 % 1.44 [ 0.53, 3.92 ]


Kaur 2005 3/50 4/50 0.2 % 0.75 [ 0.18, 3.18 ]


Kearns 1992 5/16 4/15 0.3 % 1.17 [ 0.39, 3.56 ]


Keele 1997 2/47 0/53 0.0 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 2.2 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 3/12 2/10 0.1 % 1.25 [ 0.26, 6.07 ]


Lidder 2013a 1/32 1/30 0.1 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 0.0 % 0.23 [ 0.01, 4.56 ]


Liu 1996b 1/16 0/18 0.0 % 3.35 [ 0.15, 76.93 ]


Ljunggren 2012 0/19 0/20 Not estimable


Lough 1990 4/14 7/15 0.4 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.2 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 12/98 16/97 0.8 % 0.74 [ 0.37, 1.49 ]


Maude 2011 9/27 6/29 0.5 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.0 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 14/23 16/25 1.9 % 0.95 [ 0.61, 1.48 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Moreno 2016 30/68 35/68 3.0 % 0.86 [ 0.60, 1.22 ]


Munk 2014 1/42 1/38 0.0 % 0.90 [ 0.06, 13.97 ]


Müller 1982a 3/66 5/29 0.2 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 0.5 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 10/20 9/20 0.9 % 1.11 [ 0.58, 2.14 ]


Neelemaat 2012 14/105 11/105 0.7 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 0/10 Not estimable


Nguyen 2012 4/14 4/14 0.3 % 1.00 [ 0.31, 3.23 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 0/20 Not estimable


Peck 2004 4/14 5/13 0.3 % 0.74 [ 0.25, 2.18 ]


Popp 1981 7/21 6/21 0.5 % 1.17 [ 0.47, 2.89 ]


Potter 2001 21/183 33/193 1.4 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 1/11 5/18 0.1 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.1 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 2/10 0.0 % 0.24 [ 0.01, 4.47 ]


Reissman 1995 0/80 0/81 Not estimable


Roth 2013 1/74 1/83 0.0 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 12/40 10/40 0.7 % 1.20 [ 0.59, 2.45 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.1 % 2.63 [ 0.31, 22.46 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.2 % 1.51 [ 0.40, 5.69 ]


Singh 1998 4/21 4/22 0.2 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 1/17 3/17 0.1 % 0.33 [ 0.04, 2.89 ]


Song 1993 0/12 2/13 0.0 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 0/11 1/15 0.0 % 0.44 [ 0.02, 9.98 ]


Starke 2011 9/66 6/66 0.4 % 1.50 [ 0.57, 3.98 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Stein 2002 12/40 10/40 0.7 % 1.20 [ 0.59, 2.45 ]


Sullivan 1998 0/8 5/10 0.0 % 0.11 [ 0.01, 1.75 ]


Sullivan 2004 4/27 6/30 0.3 % 0.74 [ 0.23, 2.35 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 27/30 31/35 13.1 % 1.02 [ 0.86, 1.20 ]


Vicic 2013 5/52 10/49 0.4 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 0.7 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Williams 1985 9/21 7/22 0.6 % 1.35 [ 0.61, 2.96 ]


Williford 1991 31/231 24/228 1.5 % 1.27 [ 0.77, 2.10 ]


Woolfson 1989 8/62 8/60 0.4 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 3/215 2/108 0.1 % 0.75 [ 0.13, 4.44 ]


Wu 2007b 3/215 2/108 0.1 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 0/18 1/16 0.0 % 0.30 [ 0.01, 6.84 ]


Zhang 2013 1/50 3/50 0.1 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 1/15 0.0 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable


Zheng 2015 5/75 13/71 0.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 1/60 7/60 0.1 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.2 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 0.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 11788 11382 100.0 % 0.93 [ 0.88, 0.99 ]


Total events: 1382 (Experimental), 1494 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 106.77, df = 117 (P = 0.74); I2 =0.0%


Test for overall effect: Z = 2.17 (P = 0.030)


2 Low risk of bias


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 11788 11382 100.0 % 0.93 [ 0.88, 0.99 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 1382 (Experimental), 1494 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 106.77, df = 117 (P = 0.74); I2 =0.0%


Test for overall effect: Z = 2.17 (P = 0.030)


Test for subgroup differences: Not applicable
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Analysis 2.3. Comparison 2 All-cause mortality - maximum follow-up, Outcome 3 All-cause mortality -


mode of delivery.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 2 All-cause mortality - maximum follow-up


Outcome: 3 All-cause mortality - mode of delivery


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 General nutrition support


Duncan 2006 24/150 38/159 1.8 % 0.67 [ 0.42, 1.06 ]


Ha 2010 12/70 10/76 0.6 % 1.30 [ 0.60, 2.82 ]


Hickson 2004 31/292 35/300 1.8 % 0.91 [ 0.58, 1.44 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Johansen 2004 9/108 6/104 0.4 % 1.44 [ 0.53, 3.92 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Starke 2011 9/66 6/66 0.4 % 1.50 [ 0.57, 3.98 ]


Subtotal (95% CI) 773 793 5.0 % 0.99 [ 0.71, 1.36 ]


Total events: 89 (Experimental), 96 (Control)


Heterogeneity: Tau2 = 0.03; Chi2 = 6.16, df = 5 (P = 0.29); I2 =19%


Test for overall effect: Z = 0.08 (P = 0.93)


2 Fortified nutrition
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Munk 2014 1/42 1/38 0.0 % 0.90 [ 0.06, 13.97 ]


Neelemaat 2012 14/105 11/105 0.7 % 1.27 [ 0.61, 2.67 ]


Subtotal (95% CI) 147 143 0.7 % 1.24 [ 0.61, 2.54 ]


Total events: 15 (Experimental), 12 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.06, df = 1 (P = 0.81); I2 =0.0%


Test for overall effect: Z = 0.60 (P = 0.55)


3 Oral nutrition support


Abalan 1992 0/15 0/14 Not estimable


Arias 2008 46/260 31/265 2.1 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.3 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 0.2 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.0 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 0.5 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 13.7 % 0.95 [ 0.80, 1.12 ]


Doglietto 1996 16/338 12/340 0.7 % 1.34 [ 0.64, 2.79 ]


Espaulella 2000 17/80 10/81 0.7 % 1.72 [ 0.84, 3.53 ]


F rli 2001 0/18 1/19 0.0 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 7/20 0.2 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 1.3 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.1 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/30 2/38 0.0 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.0 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/47 0/53 0.0 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 2.2 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 1/32 1/30 0.1 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 0.0 % 0.23 [ 0.01, 4.56 ]


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 0.2 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 1.4 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 0.7 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 4221 4280 24.8 % 0.94 [ 0.77, 1.15 ]


Total events: 442 (Experimental), 476 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 31.20, df = 24 (P = 0.15); I2 =23%


Test for overall effect: Z = 0.60 (P = 0.55)


4 Enteral nutrition


Barlow 2011 3/64 0/57 0.0 % 6.25 [ 0.33, 118.38 ]


Bastow 1983a 5/39 4/35 0.2 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.2 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.1 % 0.50 [ 0.10, 2.53 ]


Bokhorst-de 2000 1/15 0/17 0.0 % 3.38 [ 0.15, 77.12 ]


Carr 1996 0/14 1/14 0.0 % 0.33 [ 0.01, 7.55 ]


Choudhry 1996 3/21 4/20 0.2 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 3/34 2/25 0.1 % 1.10 [ 0.20, 6.12 ]


Chuntrasakul 1996 1/21 3/17 0.1 % 0.27 [ 0.03, 2.37 ]


Dennis 2006 182/429 207/429 17.1 % 0.88 [ 0.76, 1.02 ]


Dong 1996 0/256 3/264 0.0 % 0.15 [ 0.01, 2.84 ]


Eyer 1993 2/19 2/19 0.1 % 1.00 [ 0.16, 6.38 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.0 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.0 % 0.22 [ 0.01, 4.29 ]


Kaur 2005 3/50 4/50 0.2 % 0.75 [ 0.18, 3.18 ]


Kearns 1992 5/16 4/15 0.3 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 3/12 2/10 0.1 % 1.25 [ 0.26, 6.07 ]


Malhotra 2004 12/98 16/97 0.8 % 0.74 [ 0.37, 1.49 ]


Maude 2011 9/27 6/29 0.5 % 1.61 [ 0.66, 3.92 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


McCarter 1998 0/57 1/55 0.0 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 30/68 35/68 3.0 % 0.86 [ 0.60, 1.22 ]


Nguyen 2012 4/14 4/14 0.3 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 0/20 Not estimable


Peck 2004 4/14 5/13 0.3 % 0.74 [ 0.25, 2.18 ]


Pupelis 2000 1/11 5/18 0.1 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.1 % 0.14 [ 0.02, 1.09 ]


Sabin 1998 12/40 10/40 0.7 % 1.20 [ 0.59, 2.45 ]


Singh 1998 4/21 4/22 0.2 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 0/11 1/15 0.0 % 0.44 [ 0.02, 9.98 ]


Sullivan 1998 0/8 5/10 0.0 % 0.11 [ 0.01, 1.75 ]


Vicic 2013 5/52 10/49 0.4 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Wu 2007a 3/215 2/108 0.1 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 1/50 3/50 0.1 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 1/15 0.0 % 0.08 [ 0.00, 1.89 ]


Zheng 2015 5/75 13/71 0.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 1/60 7/60 0.1 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 0.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 2218 1994 27.0 % 0.84 [ 0.75, 0.95 ]


Total events: 330 (Experimental), 391 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 36.02, df = 37 (P = 0.51); I2 =0.0%


Test for overall effect: Z = 2.83 (P = 0.0047)


5 Parenteral nutrition


Abel 1976 4/20 3/24 0.2 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Bauer 2000 24/60 24/60 1.9 % 1.00 [ 0.65, 1.55 ]


Bellantone 1988 1/54 1/46 0.0 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable
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n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 4/60 1/57 0.1 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 255/2312 257/2328 14.0 % 1.00 [ 0.85, 1.18 ]


Doglietto 1990 0/13 0/16 Not estimable


Fan 1989 5/64 9/60 0.3 % 0.52 [ 0.19, 1.47 ]


Fan 1994 6/20 6/20 0.4 % 1.00 [ 0.39, 2.58 ]


Fasth 1987 1/48 1/44 0.0 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 20/153 28/152 1.3 % 0.71 [ 0.42, 1.20 ]


Herndon 1987 8/13 8/15 0.9 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 2/43 0.0 % 0.52 [ 0.03, 10.24 ]


Holter 1977 2/30 2/26 0.1 % 0.87 [ 0.13, 5.73 ]


Jauch 1995a 2/17 2/5 0.1 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.1 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.0 % 0.33 [ 0.01, 7.78 ]


Liu 1996b 1/16 0/18 0.0 % 3.35 [ 0.15, 76.93 ]


Lough 1990 4/14 7/15 0.4 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 14/23 16/25 1.9 % 0.95 [ 0.61, 1.48 ]


Müller 1982a 3/66 5/29 0.2 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 0.5 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 10/20 9/20 0.9 % 1.11 [ 0.58, 2.14 ]


Neuvonen 1984 0/9 0/10 Not estimable


Popp 1981 7/21 6/21 0.5 % 1.17 [ 0.47, 2.89 ]


Reilly 1990 0/8 2/10 0.0 % 0.24 [ 0.01, 4.47 ]


Roth 2013 1/74 1/83 0.0 % 1.12 [ 0.07, 17.62 ]
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n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.1 % 2.63 [ 0.31, 22.46 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.2 % 1.51 [ 0.40, 5.69 ]


Smith 1988 1/17 3/17 0.1 % 0.33 [ 0.04, 2.89 ]


Song 1993 0/12 2/13 0.0 % 0.22 [ 0.01, 4.08 ]


Stein 2002 12/40 10/40 0.7 % 1.20 [ 0.59, 2.45 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 27/30 31/35 13.1 % 1.02 [ 0.86, 1.20 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Williford 1991 31/231 24/228 1.5 % 1.27 [ 0.77, 2.10 ]


Woolfson 1989 8/62 8/60 0.4 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 3/215 2/108 0.1 % 0.75 [ 0.13, 4.44 ]


Yamada 1983 0/18 1/16 0.0 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 4190 3931 40.9 % 0.99 [ 0.90, 1.09 ]


Total events: 483 (Experimental), 489 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 20.89, df = 40 (P = 0.99); I2 =0.0%


Test for overall effect: Z = 0.23 (P = 0.82)


6 Mixed


Anbar 2014 0/22 2/28 0.0 % 0.25 [ 0.01, 5.00 ]


Breedveld-Peters 6/68 5/73 0.3 % 1.29 [ 0.41, 4.03 ]


Eneroth 2005 0/40 0/40 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


Sullivan 2004 4/27 6/30 0.3 % 0.74 [ 0.23, 2.35 ]


Williams 1985 9/21 7/22 0.6 % 1.35 [ 0.61, 2.96 ]


Zhu 2012a 3/33 6/16 0.2 % 0.24 [ 0.07, 0.85 ]


Subtotal (95% CI) 239 241 1.5 % 0.72 [ 0.37, 1.37 ]


Total events: 23 (Experimental), 30 (Control)


Heterogeneity: Tau2 = 0.21; Chi2 = 7.46, df = 5 (P = 0.19); I2 =33%


Test for overall effect: Z = 1.00 (P = 0.32)


Total (95% CI) 11788 11382 100.0 % 0.93 [ 0.88, 0.99 ]


Total events: 1382 (Experimental), 1494 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 106.77, df = 117 (P = 0.74); I2 =0.0%


Test for overall effect: Z = 2.17 (P = 0.030)
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Test for subgroup differences: Chi2 = 5.57, df = 5 (P = 0.35), I2 =10%
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Analysis 2.4. Comparison 2 All-cause mortality - maximum follow-up, Outcome 4 All-cause mortality -


medical specialty.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 2 All-cause mortality - maximum follow-up


Outcome: 4 All-cause mortality - medical specialty


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Cardiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Medical gastro-enterology and hepatology


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Bunout 1989 2/17 5/19 0.2 % 0.45 [ 0.10, 2.01 ]


Fan 1994 6/20 6/20 0.4 % 1.00 [ 0.39, 2.58 ]


Kearns 1992 5/16 4/15 0.3 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 3/12 2/10 0.1 % 1.25 [ 0.26, 6.07 ]


Mezey 1991 14/23 16/25 1.9 % 0.95 [ 0.61, 1.48 ]


Moreno 2016 30/68 35/68 3.0 % 0.86 [ 0.60, 1.22 ]


Naveau 1986 10/20 9/20 0.9 % 1.11 [ 0.58, 2.14 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.2 % 1.51 [ 0.40, 5.69 ]


Williams 1985 9/21 7/22 0.6 % 1.35 [ 0.61, 2.96 ]


Zhang 2013 1/50 3/50 0.1 % 0.33 [ 0.04, 3.10 ]


Subtotal (95% CI) 310 312 7.8 % 0.96 [ 0.77, 1.19 ]


Total events: 85 (Experimental), 91 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 3.85, df = 10 (P = 0.95); I2 =0.0%


Test for overall effect: Z = 0.39 (P = 0.70)


3 Geriatrics


Anbar 2014 0/22 2/28 0.0 % 0.25 [ 0.01, 5.00 ]


Banerjee 1978 4/28 6/32 0.3 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


De Sousa 2012 0/20 2/17 0.0 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 0.5 % 0.65 [ 0.28, 1.52 ]


Gariballa 2006 32/223 19/222 1.3 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.1 % 1.05 [ 0.16, 7.10 ]


Hickson 2004 31/292 35/300 1.8 % 0.91 [ 0.58, 1.44 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Larsson 1990a 29/197 55/238 2.2 % 0.64 [ 0.42, 0.96 ]


Ljunggren 2012 0/19 0/20 Not estimable


Neelemaat 2012 14/105 11/105 0.7 % 1.27 [ 0.61, 2.67 ]


Potter 2001 21/183 33/193 1.4 % 0.67 [ 0.40, 1.12 ]


Subtotal (95% CI) 1236 1311 8.5 % 0.88 [ 0.67, 1.17 ]


Total events: 143 (Experimental), 176 (Control)


Heterogeneity: Tau2 = 0.06; Chi2 = 14.34, df = 10 (P = 0.16); I2 =30%


Test for overall effect: Z = 0.85 (P = 0.39)


4 Pulmonary disease


Luo 2012 3/30 7/30 0.2 % 0.43 [ 0.12, 1.50 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Song 1993 0/12 2/13 0.0 % 0.22 [ 0.01, 4.08 ]


Subtotal (95% CI) 59 59 0.3 % 0.44 [ 0.15, 1.28 ]


Total events: 4 (Experimental), 10 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.54, df = 2 (P = 0.76); I2 =0.0%


Test for overall effect: Z = 1.51 (P = 0.13)


5 Endocrinology
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


6 Infectious diseases


Maude 2011 9/27 6/29 0.5 % 1.61 [ 0.66, 3.92 ]


Subtotal (95% CI) 27 29 0.5 % 1.61 [ 0.66, 3.92 ]


Total events: 9 (Experimental), 6 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.05 (P = 0.29)


7 Rheumatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


8 Haematology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


9 Nephrology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


10 Gastroenterologic surgery


Barlow 2011 3/64 0/57 0.0 % 6.25 [ 0.33, 118.38 ]


Beier-Holgersen 1999 2/30 4/30 0.1 % 0.50 [ 0.10, 2.53 ]


Bellantone 1988 1/54 1/46 0.0 % 0.85 [ 0.05, 13.24 ]


Brennan 1994 4/60 1/57 0.1 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Doglietto 1996 16/338 12/340 0.7 % 1.34 [ 0.64, 2.79 ]


Fan 1989 5/64 9/60 0.3 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.0 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


Hendry 2010 0/30 2/38 0.0 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.0 % 0.18 [ 0.01, 3.91 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Henriksen 2003b 0/16 0/8 Not estimable


Hoffmann 1988 0/16 2/43 0.0 % 0.52 [ 0.03, 10.24 ]


Jimenez 1995a 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.0 % 0.33 [ 0.01, 7.78 ]


Kaur 2005 3/50 4/50 0.2 % 0.75 [ 0.18, 3.18 ]


Keele 1997 2/47 0/53 0.0 % 5.63 [ 0.28, 114.27 ]


Lidder 2013a 1/32 1/30 0.1 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 0.0 % 0.23 [ 0.01, 4.56 ]


Liu 1996b 1/16 0/18 0.0 % 3.35 [ 0.15, 76.93 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 12/98 16/97 0.8 % 0.74 [ 0.37, 1.49 ]


Müller 1982a 3/66 5/29 0.2 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 0.5 % 1.09 [ 0.44, 2.68 ]


Neuvonen 1984 0/9 0/10 Not estimable


Page 2002 0/20 0/20 Not estimable


Pupelis 2000 1/11 5/18 0.1 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.1 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Singh 1998 4/21 4/22 0.2 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 1/17 3/17 0.1 % 0.33 [ 0.04, 2.89 ]


Sonnenfeld 1978 0/11 1/15 0.0 % 0.44 [ 0.02, 9.98 ]


Thompson 1981 0/12 0/9 Not estimable


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Williford 1991 31/231 24/228 1.5 % 1.27 [ 0.77, 2.10 ]


Woolfson 1989 8/62 8/60 0.4 % 0.97 [ 0.39, 2.41 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Wu 2007a 3/215 2/108 0.1 % 0.75 [ 0.13, 4.44 ]


Wu 2007b 3/215 2/108 0.1 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 0/18 1/16 0.0 % 0.30 [ 0.01, 6.84 ]


Zheng 2001a 0/65 1/15 0.0 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 2582 2133 6.7 % 0.89 [ 0.70, 1.12 ]


Total events: 133 (Experimental), 135 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 28.97, df = 37 (P = 0.82); I2 =0.0%


Test for overall effect: Z = 1.00 (P = 0.32)


11 Trauma surgery


Chuntrasakul 1996 1/21 3/17 0.1 % 0.27 [ 0.03, 2.37 ]


Eyer 1993 2/19 2/19 0.1 % 1.00 [ 0.16, 6.38 ]


Herndon 1987 8/13 8/15 0.9 % 1.15 [ 0.61, 2.19 ]


Peck 2004 4/14 5/13 0.3 % 0.74 [ 0.25, 2.18 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Vicic 2013 5/52 10/49 0.4 % 0.47 [ 0.17, 1.28 ]


Subtotal (95% CI) 127 122 1.9 % 0.86 [ 0.55, 1.34 ]


Total events: 22 (Experimental), 29 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 4.38, df = 5 (P = 0.50); I2 =0.0%


Test for overall effect: Z = 0.67 (P = 0.50)


12 Ortopaedics


Bastow 1983a 5/39 4/35 0.2 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.2 % 0.37 [ 0.08, 1.71 ]


Breedveld-Peters 6/68 5/73 0.3 % 1.29 [ 0.41, 4.03 ]


Duncan 2006 24/150 38/159 1.8 % 0.67 [ 0.42, 1.06 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 17/80 10/81 0.7 % 1.72 [ 0.84, 3.53 ]


Hartgrink 1998 7/55 0/53 0.0 % 14.46 [ 0.85, 247.12 ]


Houwing 2003 0/51 0/52 Not estimable


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]
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n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Sullivan 1998 0/8 5/10 0.0 % 0.11 [ 0.01, 1.75 ]


Sullivan 2004 4/27 6/30 0.3 % 0.74 [ 0.23, 2.35 ]


Subtotal (95% CI) 590 606 3.7 % 1.00 [ 0.61, 1.62 ]


Total events: 68 (Experimental), 74 (Control)


Heterogeneity: Tau2 = 0.18; Chi2 = 13.74, df = 9 (P = 0.13); I2 =35%


Test for overall effect: Z = 0.02 (P = 0.98)


13 Plastic, reconstructive, and aesthetic surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


14 Vascular surgery


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Subtotal (95% CI) 19 9 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


15 Transplant surgery


F rli 2001 0/18 1/19 0.0 % 0.35 [ 0.02, 8.09 ]


Lough 1990 4/14 7/15 0.4 % 0.61 [ 0.23, 1.65 ]


Reilly 1990 0/8 2/10 0.0 % 0.24 [ 0.01, 4.47 ]


Subtotal (95% CI) 40 44 0.5 % 0.54 [ 0.22, 1.31 ]


Total events: 4 (Experimental), 10 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.45, df = 2 (P = 0.80); I2 =0.0%


Test for overall effect: Z = 1.36 (P = 0.17)


16 Urology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


17 Thoracic surgery


Abel 1976 4/20 3/24 0.2 % 1.60 [ 0.40, 6.32 ]


Carr 1996 0/14 1/14 0.0 % 0.33 [ 0.01, 7.55 ]


Dong 1996 0/256 3/264 0.0 % 0.15 [ 0.01, 2.84 ]


Subtotal (95% CI) 290 302 0.3 % 0.71 [ 0.16, 3.22 ]


Total events: 4 (Experimental), 7 (Control)
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n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Heterogeneity: Tau2 = 0.52; Chi2 = 2.67, df = 2 (P = 0.26); I2 =25%


Test for overall effect: Z = 0.45 (P = 0.65)


18 Neurological surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


19 Oro-maxillo-facial surgery


Bokhorst-de 2000 1/15 0/17 0.0 % 3.38 [ 0.15, 77.12 ]


Subtotal (95% CI) 15 17 0.0 % 3.38 [ 0.15, 77.12 ]


Total events: 1 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.76 (P = 0.45)


20 Anaesthesiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


21 Emergency medicine


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Bauer 2000 24/60 24/60 1.9 % 1.00 [ 0.65, 1.55 ]


Casaer 2011 255/2312 257/2328 14.0 % 1.00 [ 0.85, 1.18 ]


Chourdakis 2012 3/34 2/25 0.1 % 1.10 [ 0.20, 6.12 ]


Heidegger 2013 20/153 28/152 1.3 % 0.71 [ 0.42, 1.20 ]


Hill 2002 0/22 2/24 0.0 % 0.22 [ 0.01, 4.29 ]


Jauch 1995a 2/17 2/5 0.1 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.1 % 0.59 [ 0.07, 5.22 ]


Nguyen 2012 4/14 4/14 0.3 % 1.00 [ 0.31, 3.23 ]


Sabin 1998 12/40 10/40 0.7 % 1.20 [ 0.59, 2.45 ]


Stein 2002 12/40 10/40 0.7 % 1.20 [ 0.59, 2.45 ]


Subtotal (95% CI) 2718 2703 19.4 % 0.97 [ 0.85, 1.12 ]


Total events: 335 (Experimental), 342 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 5.52, df = 10 (P = 0.85); I2 =0.0%


Test for overall effect: Z = 0.37 (P = 0.71)


22 Psychiatry


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


595Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N
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CI
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CI


Heterogeneity: not applicable


Test for overall effect: not applicable


23 Neurology


Abalan 1992 0/15 0/14 Not estimable


Dennis 2005 241/2012 253/2000 13.7 % 0.95 [ 0.80, 1.12 ]


Dennis 2006 182/429 207/429 17.1 % 0.88 [ 0.76, 1.02 ]


Gariballa 1998 2/20 7/20 0.2 % 0.29 [ 0.07, 1.21 ]


Ha 2010 12/70 10/76 0.6 % 1.30 [ 0.60, 2.82 ]


Zheng 2015 5/75 13/71 0.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 1/60 7/60 0.1 % 0.14 [ 0.02, 1.13 ]


Zhu 2012a 3/33 6/16 0.2 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 0.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 2746 2702 32.9 % 0.77 [ 0.59, 0.99 ]


Total events: 454 (Experimental), 510 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 15.34, df = 7 (P = 0.03); I2 =54%


Test for overall effect: Z = 2.02 (P = 0.043)


24 Oncology


Doglietto 1990 0/13 0/16 Not estimable


Holter 1977 2/30 2/26 0.1 % 0.87 [ 0.13, 5.73 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Popp 1981 7/21 6/21 0.5 % 1.17 [ 0.47, 2.89 ]


Roth 2013 1/74 1/83 0.0 % 1.12 [ 0.07, 17.62 ]


Samuels 1981 3/16 1/14 0.1 % 2.63 [ 0.31, 22.46 ]


Valdivieso 1987 27/30 31/35 13.1 % 1.02 [ 0.86, 1.20 ]


Subtotal (95% CI) 200 211 13.8 % 1.03 [ 0.87, 1.21 ]


Total events: 40 (Experimental), 41 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.21, df = 4 (P = 0.88); I2 =0.0%


Test for overall effect: Z = 0.30 (P = 0.76)


25 Dermatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


26 Gynaecology


Subtotal (95% CI) 0 0 Not estimable
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H,Random,95%
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Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


27 Mixed


Arias 2008 46/260 31/265 2.1 % 1.51 [ 0.99, 2.31 ]


Choudhry 1996 3/21 4/20 0.2 % 0.71 [ 0.18, 2.80 ]


Johansen 2004 9/108 6/104 0.4 % 1.44 [ 0.53, 3.92 ]


McCarter 1998 0/57 1/55 0.0 % 0.32 [ 0.01, 7.74 ]


Munk 2014 1/42 1/38 0.0 % 0.90 [ 0.06, 13.97 ]


Starke 2011 9/66 6/66 0.4 % 1.50 [ 0.57, 3.98 ]


Vlaming 2001 12/275 14/274 0.7 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 829 822 3.8 % 1.28 [ 0.94, 1.75 ]


Total events: 80 (Experimental), 63 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 3.36, df = 6 (P = 0.76); I2 =0.0%


Test for overall effect: Z = 1.55 (P = 0.12)


Total (95% CI) 11788 11382 100.0 % 0.93 [ 0.88, 0.99 ]


Total events: 1382 (Experimental), 1494 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 106.77, df = 117 (P = 0.74); I2 =0.0%


Test for overall effect: Z = 2.17 (P = 0.030)


Test for subgroup differences: Chi2 = 13.62, df = 13 (P = 0.40), I2 =5%
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Analysis 2.5. Comparison 2 All-cause mortality - maximum follow-up, Outcome 5 All-cause mortality -


based on adequacy of the amount of calories.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 2 All-cause mortality - maximum follow-up


Outcome: 5 All-cause mortality - based on adequacy of the amount of calories


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Clearly adequate in intervention and clearly inadequate in control


Barlow 2011 3/64 0/57 0.0 % 6.25 [ 0.33, 118.38 ]


Casaer 2011 255/2312 257/2328 14.0 % 1.00 [ 0.85, 1.18 ]


Chourdakis 2012 3/34 2/25 0.1 % 1.10 [ 0.20, 6.12 ]


Chuntrasakul 1996 1/21 3/17 0.1 % 0.27 [ 0.03, 2.37 ]


Eneroth 2005 0/40 0/40 Not estimable


Eyer 1993 2/19 2/19 0.1 % 1.00 [ 0.16, 6.38 ]


Gariballa 1998 2/20 7/20 0.2 % 0.29 [ 0.07, 1.21 ]


Gazzotti 2003 2/39 2/41 0.1 % 1.05 [ 0.16, 7.10 ]


Heidegger 2013 20/153 28/152 1.3 % 0.71 [ 0.42, 1.20 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Keele 1997 2/47 0/53 0.0 % 5.63 [ 0.28, 114.27 ]


Ledinghen 1997 3/12 2/10 0.1 % 1.25 [ 0.26, 6.07 ]


Lough 1990 4/14 7/15 0.4 % 0.61 [ 0.23, 1.65 ]


Malhotra 2004 12/98 16/97 0.8 % 0.74 [ 0.37, 1.49 ]


Munk 2014 1/42 1/38 0.0 % 0.90 [ 0.06, 13.97 ]


Neelemaat 2012 14/105 11/105 0.7 % 1.27 [ 0.61, 2.67 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 0/20 Not estimable


Rana 1992 0/20 0/20 Not estimable


Roth 2013 1/74 1/83 0.0 % 1.12 [ 0.07, 17.62 ]


Starke 2011 9/66 6/66 0.4 % 1.50 [ 0.57, 3.98 ]


Sullivan 1998 0/8 5/10 0.0 % 0.11 [ 0.01, 1.75 ]


Sullivan 2004 4/27 6/30 0.3 % 0.74 [ 0.23, 2.35 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Valdivieso 1987 27/30 31/35 13.1 % 1.02 [ 0.86, 1.20 ]


Woolfson 1989 8/62 8/60 0.4 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 3/215 2/108 0.1 % 0.75 [ 0.13, 4.44 ]


Wu 2007b 3/215 2/108 0.1 % 0.75 [ 0.13, 4.44 ]


Zhang 2013 1/50 3/50 0.1 % 0.33 [ 0.04, 3.10 ]


Subtotal (95% CI) 3894 3695 32.8 % 0.98 [ 0.88, 1.09 ]


Total events: 384 (Experimental), 403 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 16.93, df = 23 (P = 0.81); I2 =0.0%


Test for overall effect: Z = 0.41 (P = 0.68)


2 Inadequate in the experimental or adequate in the control


Abalan 1992 0/15 0/14 Not estimable


Anbar 2014 0/22 2/28 0.0 % 0.25 [ 0.01, 5.00 ]


Bastow 1983a 5/39 4/35 0.2 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.2 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.1 % 0.50 [ 0.10, 2.53 ]


Bokhorst-de 2000 1/15 0/17 0.0 % 3.38 [ 0.15, 77.12 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Delmi 1990 6/25 10/27 0.5 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 13.7 % 0.95 [ 0.80, 1.12 ]


Doglietto 1996 16/338 12/340 0.7 % 1.34 [ 0.64, 2.79 ]


Duncan 2006 24/150 38/159 1.8 % 0.67 [ 0.42, 1.06 ]


Espaulella 2000 17/80 10/81 0.7 % 1.72 [ 0.84, 3.53 ]


F rli 2001 0/18 1/19 0.0 % 0.35 [ 0.02, 8.09 ]


Ha 2010 12/70 10/76 0.6 % 1.30 [ 0.60, 2.82 ]


Hartgrink 1998 7/55 0/53 0.0 % 14.46 [ 0.85, 247.12 ]


Henriksen 2003a 0/16 1/8 0.0 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 0.9 % 1.15 [ 0.61, 2.19 ]


Johansen 2004 9/108 6/104 0.4 % 1.44 [ 0.53, 3.92 ]


Ljunggren 2012 0/19 0/20 Not estimable


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Mezey 1991 14/23 16/25 1.9 % 0.95 [ 0.61, 1.48 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Naveau 1986 10/20 9/20 0.9 % 1.11 [ 0.58, 2.14 ]


Potter 2001 21/183 33/193 1.4 % 0.67 [ 0.40, 1.12 ]


Pupelis 2001 1/30 7/30 0.1 % 0.14 [ 0.02, 1.09 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Stein 2002 12/40 10/40 0.7 % 1.20 [ 0.59, 2.45 ]


Subtotal (95% CI) 3409 3415 25.2 % 0.95 [ 0.82, 1.10 ]


Total events: 412 (Experimental), 441 (Control)


Heterogeneity: Tau2 = 0.01; Chi2 = 23.40, df = 22 (P = 0.38); I2 =6%


Test for overall effect: Z = 0.69 (P = 0.49)


3 Experimental group is overfed


Bunout 1989 2/17 5/19 0.2 % 0.45 [ 0.10, 2.01 ]


Fan 1989 5/64 9/60 0.3 % 0.52 [ 0.19, 1.47 ]


Holter 1977 2/30 2/26 0.1 % 0.87 [ 0.13, 5.73 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.0 % 0.33 [ 0.01, 7.78 ]


Kaur 2005 3/50 4/50 0.2 % 0.75 [ 0.18, 3.18 ]


Kearns 1992 5/16 4/15 0.3 % 1.17 [ 0.39, 3.56 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Singh 1998 4/21 4/22 0.2 % 1.05 [ 0.30, 3.66 ]


Williford 1991 31/231 24/228 1.5 % 1.27 [ 0.77, 2.10 ]


Subtotal (95% CI) 492 482 2.9 % 0.98 [ 0.69, 1.41 ]


Total events: 53 (Experimental), 54 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 4.26, df = 8 (P = 0.83); I2 =0.0%


Test for overall effect: Z = 0.09 (P = 0.93)


4 Unclear intake in control or experimental


Abel 1976 4/20 3/24 0.2 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Arias 2008 46/260 31/265 2.1 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.3 % 0.76 [ 0.24, 2.43 ]


Bauer 2000 24/60 24/60 1.9 % 1.00 [ 0.65, 1.55 ]


Bellantone 1988 1/54 1/46 0.0 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Breedveld-Peters 6/68 5/73 0.3 % 1.29 [ 0.41, 4.03 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Brennan 1994 4/60 1/57 0.1 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.0 % 0.33 [ 0.01, 7.55 ]


Choudhry 1996 3/21 4/20 0.2 % 0.71 [ 0.18, 2.80 ]


De Sousa 2012 0/20 2/17 0.0 % 0.17 [ 0.01, 3.34 ]


Dennis 2006 182/429 207/429 17.1 % 0.88 [ 0.76, 1.02 ]


Doglietto 1990 0/13 0/16 Not estimable


Dong 1996 0/256 3/264 0.0 % 0.15 [ 0.01, 2.84 ]


Fan 1994 6/20 6/20 0.4 % 1.00 [ 0.39, 2.58 ]


Fasth 1987 1/48 1/44 0.0 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


Gariballa 2006 32/223 19/222 1.3 % 1.68 [ 0.98, 2.87 ]


Hendry 2010 0/30 2/38 0.0 % 0.25 [ 0.01, 5.05 ]


Hickson 2004 31/292 35/300 1.8 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.0 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/16 2/43 0.0 % 0.52 [ 0.03, 10.24 ]


Houwing 2003 0/51 0/52 Not estimable


Jauch 1995a 2/17 2/5 0.1 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.1 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Larsson 1990a 29/197 55/238 2.2 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 1/32 1/30 0.1 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 0.0 % 0.23 [ 0.01, 4.56 ]


Liu 1996b 1/16 0/18 0.0 % 3.35 [ 0.15, 76.93 ]


Luo 2012 3/30 7/30 0.2 % 0.43 [ 0.12, 1.50 ]


Maude 2011 9/27 6/29 0.5 % 1.61 [ 0.66, 3.92 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


McCarter 1998 0/57 1/55 0.0 % 0.32 [ 0.01, 7.74 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 30/68 35/68 3.0 % 0.86 [ 0.60, 1.22 ]


Müller 1982a 3/66 5/29 0.2 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 0.5 % 1.09 [ 0.44, 2.68 ]


Neuvonen 1984 0/9 0/10 Not estimable


Nguyen 2012 4/14 4/14 0.3 % 1.00 [ 0.31, 3.23 ]


Peck 2004 4/14 5/13 0.3 % 0.74 [ 0.25, 2.18 ]


Popp 1981 7/21 6/21 0.5 % 1.17 [ 0.47, 2.89 ]


Pupelis 2000 1/11 5/18 0.1 % 0.33 [ 0.04, 2.45 ]


Reilly 1990 0/8 2/10 0.0 % 0.24 [ 0.01, 4.47 ]


Reissman 1995 0/80 0/81 Not estimable


Sabin 1998 12/40 10/40 0.7 % 1.20 [ 0.59, 2.45 ]


Samuels 1981 3/16 1/14 0.1 % 2.63 [ 0.31, 22.46 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.2 % 1.51 [ 0.40, 5.69 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 1/17 3/17 0.1 % 0.33 [ 0.04, 2.89 ]


Song 1993 0/12 2/13 0.0 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 0/11 1/15 0.0 % 0.44 [ 0.02, 9.98 ]


Thompson 1981 0/12 0/9 Not estimable


Vicic 2013 5/52 10/49 0.4 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 0.7 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Williams 1985 9/21 7/22 0.6 % 1.35 [ 0.61, 2.96 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 0/18 1/16 0.0 % 0.30 [ 0.01, 6.84 ]


Zheng 2001a 0/65 1/15 0.0 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zheng 2015 5/75 13/71 0.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 1/60 7/60 0.1 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.2 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 0.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 3993 3790 39.1 % 0.89 [ 0.81, 0.98 ]


Total events: 533 (Experimental), 596 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 60.40, df = 61 (P = 0.50); I2 =0.0%


Test for overall effect: Z = 2.36 (P = 0.018)


Total (95% CI) 11788 11382 100.0 % 0.93 [ 0.88, 0.99 ]


Total events: 1382 (Experimental), 1494 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 106.77, df = 117 (P = 0.74); I2 =0.0%


Test for overall effect: Z = 2.17 (P = 0.030)


Test for subgroup differences: Chi2 = 1.82, df = 3 (P = 0.61), I2 =0.0%
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Analysis 2.6. Comparison 2 All-cause mortality - maximum follow-up, Outcome 6 All-cause mortality -


different screening tools.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 2 All-cause mortality - maximum follow-up


Outcome: 6 All-cause mortality - different screening tools


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 NRS 2002


Casaer 2011 255/2312 257/2328 14.0 % 1.00 [ 0.85, 1.18 ]


Johansen 2004 9/108 6/104 0.4 % 1.44 [ 0.53, 3.92 ]


Munk 2014 1/42 1/38 0.0 % 0.90 [ 0.06, 13.97 ]


Starke 2011 9/66 6/66 0.4 % 1.50 [ 0.57, 3.98 ]


Subtotal (95% CI) 2528 2536 14.8 % 1.02 [ 0.87, 1.19 ]


Total events: 274 (Experimental), 270 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.14, df = 3 (P = 0.77); I2 =0.0%


Test for overall effect: Z = 0.23 (P = 0.82)


2 MUST


Ha 2010 12/70 10/76 0.6 % 1.30 [ 0.60, 2.82 ]


Subtotal (95% CI) 70 76 0.6 % 1.30 [ 0.60, 2.82 ]


Total events: 12 (Experimental), 10 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.67 (P = 0.50)


3 MNA


De Sousa 2012 0/20 2/17 0.0 % 0.17 [ 0.01, 3.34 ]


Gazzotti 2003 2/39 2/41 0.1 % 1.05 [ 0.16, 7.10 ]


Subtotal (95% CI) 59 58 0.1 % 0.61 [ 0.12, 3.18 ]


Total events: 2 (Experimental), 4 (Control)


Heterogeneity: Tau2 = 0.06; Chi2 = 1.04, df = 1 (P = 0.31); I2 =4%


Test for overall effect: Z = 0.59 (P = 0.56)


4 SGA


Arias 2008 46/260 31/265 2.1 % 1.51 [ 0.99, 2.31 ]


Wu 2007a 3/215 2/108 0.1 % 0.75 [ 0.13, 4.44 ]


Wu 2007b 3/215 2/108 0.1 % 0.75 [ 0.13, 4.44 ]


Subtotal (95% CI) 690 481 2.3 % 1.41 [ 0.94, 2.10 ]


Total events: 52 (Experimental), 35 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.07, df = 2 (P = 0.59); I2 =0.0%


Test for overall effect: Z = 1.68 (P = 0.093)
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


5 Other means


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.2 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Anbar 2014 0/22 2/28 0.0 % 0.25 [ 0.01, 5.00 ]


Banerjee 1978 4/28 6/32 0.3 % 0.76 [ 0.24, 2.43 ]


Barlow 2011 3/64 0/57 0.0 % 6.25 [ 0.33, 118.38 ]


Bastow 1983a 5/39 4/35 0.2 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.2 % 0.37 [ 0.08, 1.71 ]


Bauer 2000 24/60 24/60 1.9 % 1.00 [ 0.65, 1.55 ]


Beier-Holgersen 1999 2/30 4/30 0.1 % 0.50 [ 0.10, 2.53 ]


Bellantone 1988 1/54 1/46 0.0 % 0.85 [ 0.05, 13.24 ]


Bokhorst-de 2000 1/15 0/17 0.0 % 3.38 [ 0.15, 77.12 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 6/68 5/73 0.3 % 1.29 [ 0.41, 4.03 ]


Brennan 1994 4/60 1/57 0.1 % 3.80 [ 0.44, 32.99 ]


Bunout 1989 2/17 5/19 0.2 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.0 % 0.33 [ 0.01, 7.55 ]


Choudhry 1996 3/21 4/20 0.2 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 3/34 2/25 0.1 % 1.10 [ 0.20, 6.12 ]


Chuntrasakul 1996 1/21 3/17 0.1 % 0.27 [ 0.03, 2.37 ]


Delmi 1990 6/25 10/27 0.5 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 13.7 % 0.95 [ 0.80, 1.12 ]


Dennis 2006 182/429 207/429 17.1 % 0.88 [ 0.76, 1.02 ]


Doglietto 1990 0/13 0/16 Not estimable


Doglietto 1996 16/338 12/340 0.7 % 1.34 [ 0.64, 2.79 ]


Dong 1996 0/256 3/264 0.0 % 0.15 [ 0.01, 2.84 ]


Duncan 2006 24/150 38/159 1.8 % 0.67 [ 0.42, 1.06 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 17/80 10/81 0.7 % 1.72 [ 0.84, 3.53 ]


Eyer 1993 2/19 2/19 0.1 % 1.00 [ 0.16, 6.38 ]


Fan 1989 5/64 9/60 0.3 % 0.52 [ 0.19, 1.47 ]


Fan 1994 6/20 6/20 0.4 % 1.00 [ 0.39, 2.58 ]


Fasth 1987 1/48 1/44 0.0 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.0 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 7/20 0.2 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 1.3 % 1.68 [ 0.98, 2.87 ]


Hartgrink 1998 7/55 0/53 0.0 % 14.46 [ 0.85, 247.12 ]


Heidegger 2013 20/153 28/152 1.3 % 0.71 [ 0.42, 1.20 ]


Hendry 2010 0/30 2/38 0.0 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.0 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 0.9 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 1.8 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.0 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/16 2/43 0.0 % 0.52 [ 0.03, 10.24 ]


Holter 1977 2/30 2/26 0.1 % 0.87 [ 0.13, 5.73 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jauch 1995a 2/17 2/5 0.1 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.1 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Jin 1999b 0/23 1/23 0.0 % 0.33 [ 0.01, 7.78 ]


Kaur 2005 3/50 4/50 0.2 % 0.75 [ 0.18, 3.18 ]


Kearns 1992 5/16 4/15 0.3 % 1.17 [ 0.39, 3.56 ]


Keele 1997 2/47 0/53 0.0 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 2.2 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 3/12 2/10 0.1 % 1.25 [ 0.26, 6.07 ]


Lidder 2013a 1/32 1/30 0.1 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 0.0 % 0.23 [ 0.01, 4.56 ]


Liu 1996b 1/16 0/18 0.0 % 3.35 [ 0.15, 76.93 ]


Ljunggren 2012 0/19 0/20 Not estimable


Lough 1990 4/14 7/15 0.4 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.2 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 12/98 16/97 0.8 % 0.74 [ 0.37, 1.49 ]


Maude 2011 9/27 6/29 0.5 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.0 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 14/23 16/25 1.9 % 0.95 [ 0.61, 1.48 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 30/68 35/68 3.0 % 0.86 [ 0.60, 1.22 ]


Müller 1982a 3/66 5/29 0.2 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 0.5 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 10/20 9/20 0.9 % 1.11 [ 0.58, 2.14 ]


Neelemaat 2012 14/105 11/105 0.7 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 0/10 Not estimable


Nguyen 2012 4/14 4/14 0.3 % 1.00 [ 0.31, 3.23 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 0/20 Not estimable


Peck 2004 4/14 5/13 0.3 % 0.74 [ 0.25, 2.18 ]


Popp 1981 7/21 6/21 0.5 % 1.17 [ 0.47, 2.89 ]


Potter 2001 21/183 33/193 1.4 % 0.67 [ 0.40, 1.12 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Pupelis 2000 1/11 5/18 0.1 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.1 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 2/10 0.0 % 0.24 [ 0.01, 4.47 ]


Reissman 1995 0/80 0/81 Not estimable


Roth 2013 1/74 1/83 0.0 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 12/40 10/40 0.7 % 1.20 [ 0.59, 2.45 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.1 % 2.63 [ 0.31, 22.46 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.2 % 1.51 [ 0.40, 5.69 ]


Singh 1998 4/21 4/22 0.2 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 1/17 3/17 0.1 % 0.33 [ 0.04, 2.89 ]


Song 1993 0/12 2/13 0.0 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 0/11 1/15 0.0 % 0.44 [ 0.02, 9.98 ]


Stein 2002 12/40 10/40 0.7 % 1.20 [ 0.59, 2.45 ]


Sullivan 1998 0/8 5/10 0.0 % 0.11 [ 0.01, 1.75 ]


Sullivan 2004 4/27 6/30 0.3 % 0.74 [ 0.23, 2.35 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 27/30 31/35 13.1 % 1.02 [ 0.86, 1.20 ]


Vicic 2013 5/52 10/49 0.4 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 0.7 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Williams 1985 9/21 7/22 0.6 % 1.35 [ 0.61, 2.96 ]


Williford 1991 31/231 24/228 1.5 % 1.27 [ 0.77, 2.10 ]


Woolfson 1989 8/62 8/60 0.4 % 0.97 [ 0.39, 2.41 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 0/18 1/16 0.0 % 0.30 [ 0.01, 6.84 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zhang 2013 1/50 3/50 0.1 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 1/15 0.0 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable


Zheng 2015 5/75 13/71 0.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 1/60 7/60 0.1 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.2 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 0.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 8441 8231 82.1 % 0.91 [ 0.85, 0.97 ]


Total events: 1042 (Experimental), 1175 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 97.14, df = 107 (P = 0.74); I2 =0.0%


Test for overall effect: Z = 2.81 (P = 0.0049)


Total (95% CI) 11788 11382 100.0 % 0.93 [ 0.88, 0.99 ]


Total events: 1382 (Experimental), 1494 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 106.77, df = 117 (P = 0.74); I2 =0.0%


Test for overall effect: Z = 2.17 (P = 0.030)


Test for subgroup differences: Chi2 = 6.86, df = 4 (P = 0.14), I2 =42%
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Analysis 2.7. Comparison 2 All-cause mortality - maximum follow-up, Outcome 7 All-cause mortality -


participants characterised as ’at nutritional risk’ due to one of the following conditions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 2 All-cause mortality - maximum follow-up


Outcome: 7 All-cause mortality - participants characterised as ’at nutritional risk’ due to one of the following conditions


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Major surgery


Abel 1976 4/20 3/24 0.2 % 1.60 [ 0.40, 6.32 ]


Barlow 2011 3/64 0/57 0.0 % 6.25 [ 0.33, 118.38 ]


Bastow 1983a 5/39 4/35 0.2 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.2 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.1 % 0.50 [ 0.10, 2.53 ]


Bellantone 1988 1/54 1/46 0.0 % 0.85 [ 0.05, 13.24 ]


Brennan 1994 4/60 1/57 0.1 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.0 % 0.33 [ 0.01, 7.55 ]


Doglietto 1996 16/338 12/340 0.7 % 1.34 [ 0.64, 2.79 ]


Dong 1996 0/256 3/264 0.0 % 0.15 [ 0.01, 2.84 ]


Fan 1989 5/64 9/60 0.3 % 0.52 [ 0.19, 1.47 ]


Fan 1994 6/20 6/20 0.4 % 1.00 [ 0.39, 2.58 ]


Fasth 1987 1/48 1/44 0.0 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.0 % 0.35 [ 0.02, 8.09 ]


Hendry 2010 0/30 2/38 0.0 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.0 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Hoffmann 1988 0/16 2/43 0.0 % 0.52 [ 0.03, 10.24 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Holter 1977 2/30 2/26 0.1 % 0.87 [ 0.13, 5.73 ]


Jauch 1995a 2/17 2/5 0.1 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.1 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Kaur 2005 3/50 4/50 0.2 % 0.75 [ 0.18, 3.18 ]


Keele 1997 2/47 0/53 0.0 % 5.63 [ 0.28, 114.27 ]


Lidder 2013a 1/32 1/30 0.1 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 0.0 % 0.23 [ 0.01, 4.56 ]


Lough 1990 4/14 7/15 0.4 % 0.61 [ 0.23, 1.65 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 12/98 16/97 0.8 % 0.74 [ 0.37, 1.49 ]


Müller 1982a 3/66 5/29 0.2 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 0.5 % 1.09 [ 0.44, 2.68 ]


Neuvonen 1984 0/9 0/10 Not estimable


Page 2002 0/20 0/20 Not estimable


Pupelis 2000 1/11 5/18 0.1 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.1 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 2/10 0.0 % 0.24 [ 0.01, 4.47 ]


Reissman 1995 0/80 0/81 Not estimable


Roth 2013 1/74 1/83 0.0 % 1.12 [ 0.07, 17.62 ]


Singh 1998 4/21 4/22 0.2 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 1/17 3/17 0.1 % 0.33 [ 0.04, 2.89 ]


Sonnenfeld 1978 0/11 1/15 0.0 % 0.44 [ 0.02, 9.98 ]


Thompson 1981 0/12 0/9 Not estimable


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Williford 1991 31/231 24/228 1.5 % 1.27 [ 0.77, 2.10 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Woolfson 1989 8/62 8/60 0.4 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 3/215 2/108 0.1 % 0.75 [ 0.13, 4.44 ]


Wu 2007b 3/215 2/108 0.1 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 0/18 1/16 0.0 % 0.30 [ 0.01, 6.84 ]


Zheng 2001a 0/65 1/15 0.0 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 3091 2621 8.5 % 0.84 [ 0.68, 1.04 ]


Total events: 160 (Experimental), 172 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 35.06, df = 48 (P = 0.92); I2 =0.0%


Test for overall effect: Z = 1.62 (P = 0.11)


2 Stroke


Dennis 2005 241/2012 253/2000 13.7 % 0.95 [ 0.80, 1.12 ]


Dennis 2006 182/429 207/429 17.1 % 0.88 [ 0.76, 1.02 ]


Gariballa 1998 2/20 7/20 0.2 % 0.29 [ 0.07, 1.21 ]


Ha 2010 12/70 10/76 0.6 % 1.30 [ 0.60, 2.82 ]


Subtotal (95% CI) 2531 2525 31.6 % 0.91 [ 0.79, 1.05 ]


Total events: 437 (Experimental), 477 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 3.74, df = 3 (P = 0.29); I2 =20%


Test for overall effect: Z = 1.30 (P = 0.19)


3 ICU participants including trauma


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Bauer 2000 24/60 24/60 1.9 % 1.00 [ 0.65, 1.55 ]


Casaer 2011 255/2312 257/2328 14.0 % 1.00 [ 0.85, 1.18 ]


Chourdakis 2012 3/34 2/25 0.1 % 1.10 [ 0.20, 6.12 ]


Chuntrasakul 1996 1/21 3/17 0.1 % 0.27 [ 0.03, 2.37 ]


Eyer 1993 2/19 2/19 0.1 % 1.00 [ 0.16, 6.38 ]


Heidegger 2013 20/153 28/152 1.3 % 0.71 [ 0.42, 1.20 ]


Herndon 1987 8/13 8/15 0.9 % 1.15 [ 0.61, 2.19 ]


Hill 2002 0/22 2/24 0.0 % 0.22 [ 0.01, 4.29 ]


Nguyen 2012 4/14 4/14 0.3 % 1.00 [ 0.31, 3.23 ]


Peck 2004 4/14 5/13 0.3 % 0.74 [ 0.25, 2.18 ]


Sabin 1998 12/40 10/40 0.7 % 1.20 [ 0.59, 2.45 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Stein 2002 12/40 10/40 0.7 % 1.20 [ 0.59, 2.45 ]


Vicic 2013 5/52 10/49 0.4 % 0.47 [ 0.17, 1.28 ]


Subtotal (95% CI) 2811 2815 21.1 % 0.97 [ 0.85, 1.11 ]


Total events: 353 (Experimental), 368 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 7.84, df = 14 (P = 0.90); I2 =0.0%


Test for overall effect: Z = 0.41 (P = 0.68)


4 Frail elderly participants with less severe conditions known to increase protein requirements


Anbar 2014 0/22 2/28 0.0 % 0.25 [ 0.01, 5.00 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 6/68 5/73 0.3 % 1.29 [ 0.41, 4.03 ]


Delmi 1990 6/25 10/27 0.5 % 0.65 [ 0.28, 1.52 ]


Duncan 2006 24/150 38/159 1.8 % 0.67 [ 0.42, 1.06 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 17/80 10/81 0.7 % 1.72 [ 0.84, 3.53 ]


Gazzotti 2003 2/39 2/41 0.1 % 1.05 [ 0.16, 7.10 ]


Hartgrink 1998 7/55 0/53 0.0 % 14.46 [ 0.85, 247.12 ]


Hickson 2004 31/292 35/300 1.8 % 0.91 [ 0.58, 1.44 ]


Houwing 2003 0/51 0/52 Not estimable


Liu 1996b 1/16 0/18 0.0 % 3.35 [ 0.15, 76.93 ]


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 0.2 % 0.43 [ 0.12, 1.50 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 1.4 % 0.67 [ 0.40, 1.12 ]


Sullivan 1998 0/8 5/10 0.0 % 0.11 [ 0.01, 1.75 ]


Sullivan 2004 4/27 6/30 0.3 % 0.74 [ 0.23, 2.35 ]


Subtotal (95% CI) 1164 1221 7.4 % 0.85 [ 0.65, 1.11 ]


Total events: 125 (Experimental), 154 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 16.40, df = 14 (P = 0.29); I2 =15%


Test for overall effect: Z = 1.22 (P = 0.22)


5 Participants do not fall into one of the categories above


Abalan 1992 0/15 0/14 Not estimable


Arias 2008 46/260 31/265 2.1 % 1.51 [ 0.99, 2.31 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Banerjee 1978 4/28 6/32 0.3 % 0.76 [ 0.24, 2.43 ]


Bokhorst-de 2000 1/15 0/17 0.0 % 3.38 [ 0.15, 77.12 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Bunout 1989 2/17 5/19 0.2 % 0.45 [ 0.10, 2.01 ]


Choudhry 1996 3/21 4/20 0.2 % 0.71 [ 0.18, 2.80 ]


De Sousa 2012 0/20 2/17 0.0 % 0.17 [ 0.01, 3.34 ]


Doglietto 1990 0/13 0/16 Not estimable


Gariballa 2006 32/223 19/222 1.3 % 1.68 [ 0.98, 2.87 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.0 % 0.33 [ 0.01, 7.78 ]


Johansen 2004 9/108 6/104 0.4 % 1.44 [ 0.53, 3.92 ]


Kearns 1992 5/16 4/15 0.3 % 1.17 [ 0.39, 3.56 ]


Larsson 1990a 29/197 55/238 2.2 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 3/12 2/10 0.1 % 1.25 [ 0.26, 6.07 ]


Maude 2011 9/27 6/29 0.5 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.0 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 14/23 16/25 1.9 % 0.95 [ 0.61, 1.48 ]


Moreno 2016 30/68 35/68 3.0 % 0.86 [ 0.60, 1.22 ]


Munk 2014 1/42 1/38 0.0 % 0.90 [ 0.06, 13.97 ]


Naveau 1986 10/20 9/20 0.9 % 1.11 [ 0.58, 2.14 ]


Neelemaat 2012 14/105 11/105 0.7 % 1.27 [ 0.61, 2.67 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Popp 1981 7/21 6/21 0.5 % 1.17 [ 0.47, 2.89 ]


Samuels 1981 3/16 1/14 0.1 % 2.63 [ 0.31, 22.46 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.2 % 1.51 [ 0.40, 5.69 ]


Song 1993 0/12 2/13 0.0 % 0.22 [ 0.01, 4.08 ]


Starke 2011 9/66 6/66 0.4 % 1.50 [ 0.57, 3.98 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Valdivieso 1987 27/30 31/35 13.1 % 1.02 [ 0.86, 1.20 ]


Vlaming 2001 12/275 14/274 0.7 % 0.85 [ 0.40, 1.81 ]


Williams 1985 9/21 7/22 0.6 % 1.35 [ 0.61, 2.96 ]


Zhang 2013 1/50 3/50 0.1 % 0.33 [ 0.04, 3.10 ]


Zheng 2015 5/75 13/71 0.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 1/60 7/60 0.1 % 0.14 [ 0.02, 1.13 ]


Zhu 2012a 3/33 6/16 0.2 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 0.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 2191 2200 31.3 % 0.98 [ 0.84, 1.14 ]


Total events: 307 (Experimental), 323 (Control)


Heterogeneity: Tau2 = 0.02; Chi2 = 40.07, df = 34 (P = 0.22); I2 =15%


Test for overall effect: Z = 0.27 (P = 0.79)


Total (95% CI) 11788 11382 100.0 % 0.93 [ 0.88, 0.99 ]


Total events: 1382 (Experimental), 1494 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 106.77, df = 117 (P = 0.74); I2 =0.0%


Test for overall effect: Z = 2.17 (P = 0.030)


Test for subgroup differences: Chi2 = 2.35, df = 4 (P = 0.67), I2 =0.0%
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Analysis 2.8. Comparison 2 All-cause mortality - maximum follow-up, Outcome 8 All-cause mortality -


participants characterised as ’at nutritional risk’ due to one of the following criteria.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 2 All-cause mortality - maximum follow-up


Outcome: 8 All-cause mortality - participants characterised as ’at nutritional risk’ due to one of the following criteria


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 BMI less than 20.5 kg/m
2


F rli 2001 0/18 1/19 0.0 % 0.35 [ 0.02, 8.09 ]


Neelemaat 2012 14/105 11/105 0.7 % 1.27 [ 0.61, 2.67 ]


Subtotal (95% CI) 123 124 0.7 % 1.19 [ 0.58, 2.45 ]


Total events: 14 (Experimental), 12 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.62, df = 1 (P = 0.43); I2 =0.0%


Test for overall effect: Z = 0.47 (P = 0.64)


2 Weight loss of at least 5% during the last three months


Ollenschläger 1992 0/16 0/16 Not estimable


Subtotal (95% CI) 16 16 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 Weight loss of at least 10% during the last six months


Bokhorst-de 2000 1/15 0/17 0.0 % 3.38 [ 0.15, 77.12 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.0 % 0.33 [ 0.01, 7.78 ]


Subtotal (95% CI) 61 63 0.1 % 1.07 [ 0.11, 10.33 ]


Total events: 1 (Experimental), 1 (Control)


Heterogeneity: Tau2 = 0.11; Chi2 = 1.04, df = 1 (P = 0.31); I2 =4%


Test for overall effect: Z = 0.06 (P = 0.95)


4 Insufficient food intake during the last week (50% of requirements or less)


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Participants characterised as ’at nutritional risk’ by other means


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.2 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Anbar 2014 0/22 2/28 0.0 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/260 31/265 2.1 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.3 % 0.76 [ 0.24, 2.43 ]


Barlow 2011 3/64 0/57 0.0 % 6.25 [ 0.33, 118.38 ]


Bastow 1983a 5/39 4/35 0.2 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.2 % 0.37 [ 0.08, 1.71 ]


Bauer 2000 24/60 24/60 1.9 % 1.00 [ 0.65, 1.55 ]


Beier-Holgersen 1999 2/30 4/30 0.1 % 0.50 [ 0.10, 2.53 ]


Bellantone 1988 1/54 1/46 0.0 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 6/68 5/73 0.3 % 1.29 [ 0.41, 4.03 ]


Brennan 1994 4/60 1/57 0.1 % 3.80 [ 0.44, 32.99 ]


Bunout 1989 2/17 5/19 0.2 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.0 % 0.33 [ 0.01, 7.55 ]


Casaer 2011 255/2312 257/2328 14.0 % 1.00 [ 0.85, 1.18 ]


Choudhry 1996 3/21 4/20 0.2 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 3/34 2/25 0.1 % 1.10 [ 0.20, 6.12 ]


Chuntrasakul 1996 1/21 3/17 0.1 % 0.27 [ 0.03, 2.37 ]


De Sousa 2012 0/20 2/17 0.0 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 0.5 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 13.7 % 0.95 [ 0.80, 1.12 ]


Dennis 2006 182/429 207/429 17.1 % 0.88 [ 0.76, 1.02 ]


Doglietto 1990 0/13 0/16 Not estimable


Doglietto 1996 16/338 12/340 0.7 % 1.34 [ 0.64, 2.79 ]


Dong 1996 0/256 3/264 0.0 % 0.15 [ 0.01, 2.84 ]


Duncan 2006 24/150 38/159 1.8 % 0.67 [ 0.42, 1.06 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 17/80 10/81 0.7 % 1.72 [ 0.84, 3.53 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Eyer 1993 2/19 2/19 0.1 % 1.00 [ 0.16, 6.38 ]


Fan 1989 5/64 9/60 0.3 % 0.52 [ 0.19, 1.47 ]


Fan 1994 6/20 6/20 0.4 % 1.00 [ 0.39, 2.58 ]


Fasth 1987 1/48 1/44 0.0 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


Gariballa 1998 2/20 7/20 0.2 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 1.3 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.1 % 1.05 [ 0.16, 7.10 ]


Ha 2010 12/70 10/76 0.6 % 1.30 [ 0.60, 2.82 ]


Hartgrink 1998 7/55 0/53 0.0 % 14.46 [ 0.85, 247.12 ]


Heidegger 2013 20/153 28/152 1.3 % 0.71 [ 0.42, 1.20 ]


Hendry 2010 0/30 2/38 0.0 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.0 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 0.9 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 1.8 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.0 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/16 2/43 0.0 % 0.52 [ 0.03, 10.24 ]


Holter 1977 2/30 2/26 0.1 % 0.87 [ 0.13, 5.73 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jauch 1995a 2/17 2/5 0.1 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.1 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Johansen 2004 9/108 6/104 0.4 % 1.44 [ 0.53, 3.92 ]


Kaur 2005 3/50 4/50 0.2 % 0.75 [ 0.18, 3.18 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Kearns 1992 5/16 4/15 0.3 % 1.17 [ 0.39, 3.56 ]


Keele 1997 2/47 0/53 0.0 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 2.2 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 3/12 2/10 0.1 % 1.25 [ 0.26, 6.07 ]


Lidder 2013a 1/32 1/30 0.1 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 0.0 % 0.23 [ 0.01, 4.56 ]


Liu 1996b 1/16 0/18 0.0 % 3.35 [ 0.15, 76.93 ]


Ljunggren 2012 0/19 0/20 Not estimable


Lough 1990 4/14 7/15 0.4 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.2 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 12/98 16/97 0.8 % 0.74 [ 0.37, 1.49 ]


Maude 2011 9/27 6/29 0.5 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.0 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 14/23 16/25 1.9 % 0.95 [ 0.61, 1.48 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 30/68 35/68 3.0 % 0.86 [ 0.60, 1.22 ]


Munk 2014 1/42 1/38 0.0 % 0.90 [ 0.06, 13.97 ]


Müller 1982a 3/66 5/29 0.2 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 0.5 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 10/20 9/20 0.9 % 1.11 [ 0.58, 2.14 ]


Neuvonen 1984 0/9 0/10 Not estimable


Nguyen 2012 4/14 4/14 0.3 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 0/20 Not estimable


Peck 2004 4/14 5/13 0.3 % 0.74 [ 0.25, 2.18 ]


Popp 1981 7/21 6/21 0.5 % 1.17 [ 0.47, 2.89 ]


Potter 2001 21/183 33/193 1.4 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 1/11 5/18 0.1 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.1 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Reilly 1990 0/8 2/10 0.0 % 0.24 [ 0.01, 4.47 ]


Reissman 1995 0/80 0/81 Not estimable


Roth 2013 1/74 1/83 0.0 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 12/40 10/40 0.7 % 1.20 [ 0.59, 2.45 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.1 % 2.63 [ 0.31, 22.46 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.2 % 1.51 [ 0.40, 5.69 ]


Singh 1998 4/21 4/22 0.2 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 1/17 3/17 0.1 % 0.33 [ 0.04, 2.89 ]


Song 1993 0/12 2/13 0.0 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 0/11 1/15 0.0 % 0.44 [ 0.02, 9.98 ]


Starke 2011 9/66 6/66 0.4 % 1.50 [ 0.57, 3.98 ]


Stein 2002 12/40 10/40 0.7 % 1.20 [ 0.59, 2.45 ]


Sullivan 1998 0/8 5/10 0.0 % 0.11 [ 0.01, 1.75 ]


Sullivan 2004 4/27 6/30 0.3 % 0.74 [ 0.23, 2.35 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 27/30 31/35 13.1 % 1.02 [ 0.86, 1.20 ]


Vicic 2013 5/52 10/49 0.4 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 0.7 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Williams 1985 9/21 7/22 0.6 % 1.35 [ 0.61, 2.96 ]


Williford 1991 31/231 24/228 1.5 % 1.27 [ 0.77, 2.10 ]


Woolfson 1989 8/62 8/60 0.4 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 3/215 2/108 0.1 % 0.75 [ 0.13, 4.44 ]


Wu 2007b 3/215 2/108 0.1 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 0/18 1/16 0.0 % 0.30 [ 0.01, 6.84 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zhang 2013 1/50 3/50 0.1 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 1/15 0.0 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable


Zheng 2015 5/75 13/71 0.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 1/60 7/60 0.1 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.2 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 0.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 11588 11179 99.2 % 0.93 [ 0.88, 0.99 ]


Total events: 1367 (Experimental), 1481 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 104.69, df = 113 (P = 0.70); I2 =0.0%


Test for overall effect: Z = 2.22 (P = 0.026)


Total (95% CI) 11788 11382 100.0 % 0.93 [ 0.88, 0.99 ]


Total events: 1382 (Experimental), 1494 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 106.77, df = 117 (P = 0.74); I2 =0.0%


Test for overall effect: Z = 2.17 (P = 0.030)


Test for subgroup differences: Chi2 = 0.44, df = 2 (P = 0.80), I2 =0.0%
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Analysis 2.9. Comparison 2 All-cause mortality - maximum follow-up, Outcome 9 All-cause mortality -


participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 2 All-cause mortality - maximum follow-up


Outcome: 9 All-cause mortality - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Biomarkers


Dong 1996 0/256 3/264 0.0 % 0.15 [ 0.01, 2.84 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.0 % 0.33 [ 0.01, 7.78 ]


Liu 1996b 1/16 0/18 0.0 % 3.35 [ 0.15, 76.93 ]


Luo 2012 3/30 7/30 0.2 % 0.43 [ 0.12, 1.50 ]


Reilly 1990 0/8 2/10 0.0 % 0.24 [ 0.01, 4.47 ]


Song 1993 0/12 2/13 0.0 % 0.22 [ 0.01, 4.08 ]


Subtotal (95% CI) 368 381 0.4 % 0.40 [ 0.16, 1.00 ]


Total events: 4 (Experimental), 15 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.51, df = 5 (P = 0.77); I2 =0.0%


Test for overall effect: Z = 1.96 (P = 0.050)


2 Anthropometric measures


Abel 1976 4/20 3/24 0.2 % 1.60 [ 0.40, 6.32 ]


Bastow 1983a 5/39 4/35 0.2 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.2 % 0.37 [ 0.08, 1.71 ]


F rli 2001 0/18 1/19 0.0 % 0.35 [ 0.02, 8.09 ]


Hoffmann 1988 0/16 2/43 0.0 % 0.52 [ 0.03, 10.24 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Potter 2001 21/183 33/193 1.4 % 0.67 [ 0.40, 1.12 ]


Smith 1988 1/17 3/17 0.1 % 0.33 [ 0.04, 2.89 ]


Vlaming 2001 12/275 14/274 0.7 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 683 719 3.0 % 0.79 [ 0.55, 1.11 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 50 (Experimental), 67 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 5.60, df = 10 (P = 0.85); I2 =0.0%


Test for overall effect: Z = 1.35 (P = 0.18)


3 Both anthropometrics and biomarkers


Jimenez 1995a 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Subtotal (95% CI) 60 15 0.2 % 0.66 [ 0.14, 3.07 ]


Total events: 4 (Experimental), 1 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.12, df = 2 (P = 0.94); I2 =0.0%


Test for overall effect: Z = 0.54 (P = 0.59)


4 Characterised by other means


Abalan 1992 0/15 0/14 Not estimable


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Anbar 2014 0/22 2/28 0.0 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/260 31/265 2.1 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.3 % 0.76 [ 0.24, 2.43 ]


Barlow 2011 3/64 0/57 0.0 % 6.25 [ 0.33, 118.38 ]


Bauer 2000 24/60 24/60 1.9 % 1.00 [ 0.65, 1.55 ]


Beier-Holgersen 1999 2/30 4/30 0.1 % 0.50 [ 0.10, 2.53 ]


Bellantone 1988 1/54 1/46 0.0 % 0.85 [ 0.05, 13.24 ]


Bokhorst-de 2000 1/15 0/17 0.0 % 3.38 [ 0.15, 77.12 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 6/68 5/73 0.3 % 1.29 [ 0.41, 4.03 ]


Brennan 1994 4/60 1/57 0.1 % 3.80 [ 0.44, 32.99 ]


Bunout 1989 2/17 5/19 0.2 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.0 % 0.33 [ 0.01, 7.55 ]


Casaer 2011 255/2312 257/2328 14.0 % 1.00 [ 0.85, 1.18 ]


Choudhry 1996 3/21 4/20 0.2 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 3/34 2/25 0.1 % 1.10 [ 0.20, 6.12 ]


Chuntrasakul 1996 1/21 3/17 0.1 % 0.27 [ 0.03, 2.37 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


De Sousa 2012 0/20 2/17 0.0 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 0.5 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 13.7 % 0.95 [ 0.80, 1.12 ]


Dennis 2006 182/429 207/429 17.1 % 0.88 [ 0.76, 1.02 ]


Doglietto 1990 0/13 0/16 Not estimable


Doglietto 1996 16/338 12/340 0.7 % 1.34 [ 0.64, 2.79 ]


Duncan 2006 24/150 38/159 1.8 % 0.67 [ 0.42, 1.06 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 17/80 10/81 0.7 % 1.72 [ 0.84, 3.53 ]


Eyer 1993 2/19 2/19 0.1 % 1.00 [ 0.16, 6.38 ]


Fan 1989 5/64 9/60 0.3 % 0.52 [ 0.19, 1.47 ]


Fan 1994 6/20 6/20 0.4 % 1.00 [ 0.39, 2.58 ]


Fasth 1987 1/48 1/44 0.0 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


Gariballa 1998 2/20 7/20 0.2 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 1.3 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.1 % 1.05 [ 0.16, 7.10 ]


Ha 2010 12/70 10/76 0.6 % 1.30 [ 0.60, 2.82 ]


Hartgrink 1998 7/55 0/53 0.0 % 14.46 [ 0.85, 247.12 ]


Heidegger 2013 20/153 28/152 1.3 % 0.71 [ 0.42, 1.20 ]


Hendry 2010 0/30 2/38 0.0 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.0 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 0.9 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 1.8 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.0 % 0.22 [ 0.01, 4.29 ]


Holter 1977 2/30 2/26 0.1 % 0.87 [ 0.13, 5.73 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Houwing 2003 0/51 0/52 Not estimable


Jauch 1995a 2/17 2/5 0.1 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.1 % 0.59 [ 0.07, 5.22 ]


Johansen 2004 9/108 6/104 0.4 % 1.44 [ 0.53, 3.92 ]


Kaur 2005 3/50 4/50 0.2 % 0.75 [ 0.18, 3.18 ]


Kearns 1992 5/16 4/15 0.3 % 1.17 [ 0.39, 3.56 ]


Keele 1997 2/47 0/53 0.0 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 2.2 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 3/12 2/10 0.1 % 1.25 [ 0.26, 6.07 ]


Lidder 2013a 1/32 1/30 0.1 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 0.0 % 0.23 [ 0.01, 4.56 ]


Ljunggren 2012 0/19 0/20 Not estimable


Lough 1990 4/14 7/15 0.4 % 0.61 [ 0.23, 1.65 ]


Malhotra 2004 12/98 16/97 0.8 % 0.74 [ 0.37, 1.49 ]


Maude 2011 9/27 6/29 0.5 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.0 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 14/23 16/25 1.9 % 0.95 [ 0.61, 1.48 ]


Moreno 2016 30/68 35/68 3.0 % 0.86 [ 0.60, 1.22 ]


Munk 2014 1/42 1/38 0.0 % 0.90 [ 0.06, 13.97 ]


Müller 1982a 3/66 5/29 0.2 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 0.5 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 10/20 9/20 0.9 % 1.11 [ 0.58, 2.14 ]


Neelemaat 2012 14/105 11/105 0.7 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 0/10 Not estimable


Nguyen 2012 4/14 4/14 0.3 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 0/20 Not estimable


Peck 2004 4/14 5/13 0.3 % 0.74 [ 0.25, 2.18 ]


Popp 1981 7/21 6/21 0.5 % 1.17 [ 0.47, 2.89 ]


Pupelis 2000 1/11 5/18 0.1 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.1 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Reissman 1995 0/80 0/81 Not estimable


Roth 2013 1/74 1/83 0.0 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 12/40 10/40 0.7 % 1.20 [ 0.59, 2.45 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.1 % 2.63 [ 0.31, 22.46 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.2 % 1.51 [ 0.40, 5.69 ]


Singh 1998 4/21 4/22 0.2 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 0/11 1/15 0.0 % 0.44 [ 0.02, 9.98 ]


Starke 2011 9/66 6/66 0.4 % 1.50 [ 0.57, 3.98 ]


Stein 2002 12/40 10/40 0.7 % 1.20 [ 0.59, 2.45 ]


Sullivan 1998 0/8 5/10 0.0 % 0.11 [ 0.01, 1.75 ]


Sullivan 2004 4/27 6/30 0.3 % 0.74 [ 0.23, 2.35 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 27/30 31/35 13.1 % 1.02 [ 0.86, 1.20 ]


Vicic 2013 5/52 10/49 0.4 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Williams 1985 9/21 7/22 0.6 % 1.35 [ 0.61, 2.96 ]


Williford 1991 31/231 24/228 1.5 % 1.27 [ 0.77, 2.10 ]


Woolfson 1989 8/62 8/60 0.4 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 3/215 2/108 0.1 % 0.75 [ 0.13, 4.44 ]


Wu 2007b 3/215 2/108 0.1 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 0/18 1/16 0.0 % 0.30 [ 0.01, 6.84 ]


Zhang 2013 1/50 3/50 0.1 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 1/15 0.0 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable


Zheng 2015 5/75 13/71 0.4 % 0.36 [ 0.14, 0.97 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zhong 2014 1/60 7/60 0.1 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.2 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 0.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 10677 10267 96.4 % 0.94 [ 0.89, 1.00 ]


Total events: 1324 (Experimental), 1411 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 93.89, df = 97 (P = 0.57); I2 =0.0%


Test for overall effect: Z = 1.82 (P = 0.069)


Total (95% CI) 11788 11382 100.0 % 0.93 [ 0.88, 0.99 ]


Total events: 1382 (Experimental), 1494 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 106.77, df = 117 (P = 0.74); I2 =0.0%


Test for overall effect: Z = 2.17 (P = 0.030)


Test for subgroup differences: Chi2 = 4.55, df = 3 (P = 0.21), I2 =34%
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Analysis 2.10. Comparison 2 All-cause mortality - maximum follow-up, Outcome 10 All-cause mortality -


randomisation year.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 2 All-cause mortality - maximum follow-up


Outcome: 10 All-cause mortality - randomisation year


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Before 1960


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 1960 to 1979


Abel 1976 4/20 3/24 0.2 % 1.60 [ 0.40, 6.32 ]


Banerjee 1978 4/28 6/32 0.3 % 0.76 [ 0.24, 2.43 ]


Holter 1977 2/30 2/26 0.1 % 0.87 [ 0.13, 5.73 ]


Samuels 1981 3/16 1/14 0.1 % 2.63 [ 0.31, 22.46 ]


Sonnenfeld 1978 0/11 1/15 0.0 % 0.44 [ 0.02, 9.98 ]


Thompson 1981 0/12 0/9 Not estimable


Subtotal (95% CI) 117 120 0.7 % 1.07 [ 0.52, 2.23 ]


Total events: 13 (Experimental), 13 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.68, df = 4 (P = 0.79); I2 =0.0%


Test for overall effect: Z = 0.19 (P = 0.85)


3 1980 to 1999


Abalan 1992 0/15 0/14 Not estimable


Bastow 1983a 5/39 4/35 0.2 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.2 % 0.37 [ 0.08, 1.71 ]


Bauer 2000 24/60 24/60 1.9 % 1.00 [ 0.65, 1.55 ]


Beier-Holgersen 1999 2/30 4/30 0.1 % 0.50 [ 0.10, 2.53 ]


Bellantone 1988 1/54 1/46 0.0 % 0.85 [ 0.05, 13.24 ]


Bokhorst-de 2000 1/15 0/17 0.0 % 3.38 [ 0.15, 77.12 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 4/60 1/57 0.1 % 3.80 [ 0.44, 32.99 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Bunout 1989 2/17 5/19 0.2 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.0 % 0.33 [ 0.01, 7.55 ]


Choudhry 1996 3/21 4/20 0.2 % 0.71 [ 0.18, 2.80 ]


Chuntrasakul 1996 1/21 3/17 0.1 % 0.27 [ 0.03, 2.37 ]


Delmi 1990 6/25 10/27 0.5 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 13.7 % 0.95 [ 0.80, 1.12 ]


Dennis 2006 182/429 207/429 17.1 % 0.88 [ 0.76, 1.02 ]


Doglietto 1990 0/13 0/16 Not estimable


Doglietto 1996 16/338 12/340 0.7 % 1.34 [ 0.64, 2.79 ]


Dong 1996 0/256 3/264 0.0 % 0.15 [ 0.01, 2.84 ]


Espaulella 2000 17/80 10/81 0.7 % 1.72 [ 0.84, 3.53 ]


Eyer 1993 2/19 2/19 0.1 % 1.00 [ 0.16, 6.38 ]


Fan 1989 5/64 9/60 0.3 % 0.52 [ 0.19, 1.47 ]


Fan 1994 6/20 6/20 0.4 % 1.00 [ 0.39, 2.58 ]


Fasth 1987 1/48 1/44 0.0 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.0 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 7/20 0.2 % 0.29 [ 0.07, 1.21 ]


Gazzotti 2003 2/39 2/41 0.1 % 1.05 [ 0.16, 7.10 ]


Hartgrink 1998 7/55 0/53 0.0 % 14.46 [ 0.85, 247.12 ]


Herndon 1987 8/13 8/15 0.9 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 2/43 0.0 % 0.52 [ 0.03, 10.24 ]


Houwing 2003 0/51 0/52 Not estimable


Jauch 1995a 2/17 2/5 0.1 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.1 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Jimenez 1995c 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.0 % 0.33 [ 0.01, 7.78 ]


Kearns 1992 5/16 4/15 0.3 % 1.17 [ 0.39, 3.56 ]


Keele 1997 2/47 0/53 0.0 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 2.2 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 3/12 2/10 0.1 % 1.25 [ 0.26, 6.07 ]


Liu 1996b 1/16 0/18 0.0 % 3.35 [ 0.15, 76.93 ]


Lough 1990 4/14 7/15 0.4 % 0.61 [ 0.23, 1.65 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


McCarter 1998 0/57 1/55 0.0 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 14/23 16/25 1.9 % 0.95 [ 0.61, 1.48 ]


Müller 1982a 3/66 5/29 0.2 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 0.5 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 10/20 9/20 0.9 % 1.11 [ 0.58, 2.14 ]


Neuvonen 1984 0/9 0/10 Not estimable


Ollenschläger 1992 0/16 0/16 Not estimable


Popp 1981 7/21 6/21 0.5 % 1.17 [ 0.47, 2.89 ]


Potter 2001 21/183 33/193 1.4 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 1/11 5/18 0.1 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.1 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 2/10 0.0 % 0.24 [ 0.01, 4.47 ]


Reissman 1995 0/80 0/81 Not estimable


Sabin 1998 12/40 10/40 0.7 % 1.20 [ 0.59, 2.45 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.2 % 1.51 [ 0.40, 5.69 ]


Singh 1998 4/21 4/22 0.2 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Smith 1988 1/17 3/17 0.1 % 0.33 [ 0.04, 2.89 ]


Song 1993 0/12 2/13 0.0 % 0.22 [ 0.01, 4.08 ]


Sullivan 1998 0/8 5/10 0.0 % 0.11 [ 0.01, 1.75 ]


Valdivieso 1987 27/30 31/35 13.1 % 1.02 [ 0.86, 1.20 ]


Vlaming 2001 12/275 14/274 0.7 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Williams 1985 9/21 7/22 0.6 % 1.35 [ 0.61, 2.96 ]


Williford 1991 31/231 24/228 1.5 % 1.27 [ 0.77, 2.10 ]


Woolfson 1989 8/62 8/60 0.4 % 0.97 [ 0.39, 2.41 ]


Yamada 1983 0/18 1/16 0.0 % 0.30 [ 0.01, 6.84 ]


Zheng 2001a 0/65 1/15 0.0 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 6127 5928 65.7 % 0.92 [ 0.86, 1.00 ]


Total events: 784 (Experimental), 872 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 58.49, df = 69 (P = 0.81); I2 =0.0%


Test for overall effect: Z = 2.04 (P = 0.041)


4 After 1999


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Anbar 2014 0/22 2/28 0.0 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/260 31/265 2.1 % 1.51 [ 0.99, 2.31 ]


Barlow 2011 3/64 0/57 0.0 % 6.25 [ 0.33, 118.38 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 6/68 5/73 0.3 % 1.29 [ 0.41, 4.03 ]


Casaer 2011 255/2312 257/2328 14.0 % 1.00 [ 0.85, 1.18 ]


Chourdakis 2012 3/34 2/25 0.1 % 1.10 [ 0.20, 6.12 ]


De Sousa 2012 0/20 2/17 0.0 % 0.17 [ 0.01, 3.34 ]


Duncan 2006 24/150 38/159 1.8 % 0.67 [ 0.42, 1.06 ]


Eneroth 2005 0/40 0/40 Not estimable


Gariballa 2006 32/223 19/222 1.3 % 1.68 [ 0.98, 2.87 ]


Ha 2010 12/70 10/76 0.6 % 1.30 [ 0.60, 2.82 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Heidegger 2013 20/153 28/152 1.3 % 0.71 [ 0.42, 1.20 ]


Hendry 2010 0/30 2/38 0.0 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.0 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Hickson 2004 31/292 35/300 1.8 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.0 % 0.22 [ 0.01, 4.29 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Johansen 2004 9/108 6/104 0.4 % 1.44 [ 0.53, 3.92 ]


Kaur 2005 3/50 4/50 0.2 % 0.75 [ 0.18, 3.18 ]


Lidder 2013a 1/32 1/30 0.1 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 0.0 % 0.23 [ 0.01, 4.56 ]


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 0.2 % 0.43 [ 0.12, 1.50 ]


Malhotra 2004 12/98 16/97 0.8 % 0.74 [ 0.37, 1.49 ]


Maude 2011 9/27 6/29 0.5 % 1.61 [ 0.66, 3.92 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 30/68 35/68 3.0 % 0.86 [ 0.60, 1.22 ]


Munk 2014 1/42 1/38 0.0 % 0.90 [ 0.06, 13.97 ]


Neelemaat 2012 14/105 11/105 0.7 % 1.27 [ 0.61, 2.67 ]


Nguyen 2012 4/14 4/14 0.3 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 0/20 Not estimable


Peck 2004 4/14 5/13 0.3 % 0.74 [ 0.25, 2.18 ]


Roth 2013 1/74 1/83 0.0 % 1.12 [ 0.07, 17.62 ]


Starke 2011 9/66 6/66 0.4 % 1.50 [ 0.57, 3.98 ]


Stein 2002 12/40 10/40 0.7 % 1.20 [ 0.59, 2.45 ]


Sullivan 2004 4/27 6/30 0.3 % 0.74 [ 0.23, 2.35 ]


Vicic 2013 5/52 10/49 0.4 % 0.47 [ 0.17, 1.28 ]


Wu 2007a 3/215 2/108 0.1 % 0.75 [ 0.13, 4.44 ]


Wu 2007b 3/215 2/108 0.1 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zhang 2013 1/50 3/50 0.1 % 0.33 [ 0.04, 3.10 ]


Zheng 2015 5/75 13/71 0.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 1/60 7/60 0.1 % 0.14 [ 0.02, 1.13 ]


Zhu 2012a 3/33 6/16 0.2 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 0.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 5544 5334 33.6 % 0.93 [ 0.81, 1.06 ]


Total events: 585 (Experimental), 609 (Control)


Heterogeneity: Tau2 = 0.02; Chi2 = 46.58, df = 42 (P = 0.29); I2 =10%


Test for overall effect: Z = 1.07 (P = 0.28)


Total (95% CI) 11788 11382 100.0 % 0.93 [ 0.88, 0.99 ]


Total events: 1382 (Experimental), 1494 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 106.77, df = 117 (P = 0.74); I2 =0.0%


Test for overall effect: Z = 2.17 (P = 0.030)


Test for subgroup differences: Chi2 = 0.16, df = 2 (P = 0.92), I2 =0.0%
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Analysis 2.11. Comparison 2 All-cause mortality - maximum follow-up, Outcome 11 All-cause mortality -


trials where the intervention lasts fewer than three days compared with trials where the intervention lasts


three days or more.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 2 All-cause mortality - maximum follow-up


Outcome: 11 All-cause mortality - trials where the intervention lasts fewer than three days compared with trials where the intervention lasts three days or more


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Three days or more


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.2 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Arias 2008 46/260 31/265 2.1 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.3 % 0.76 [ 0.24, 2.43 ]


Barlow 2011 3/64 0/57 0.0 % 6.25 [ 0.33, 118.38 ]


Bastow 1983a 5/39 4/35 0.2 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.2 % 0.37 [ 0.08, 1.71 ]


Bauer 2000 24/60 24/60 1.9 % 1.00 [ 0.65, 1.55 ]


Beier-Holgersen 1999 2/30 4/30 0.1 % 0.50 [ 0.10, 2.53 ]


Bellantone 1988 1/54 1/46 0.0 % 0.85 [ 0.05, 13.24 ]


Bokhorst-de 2000 1/15 0/17 0.0 % 3.38 [ 0.15, 77.12 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 6/68 5/73 0.3 % 1.29 [ 0.41, 4.03 ]


Brennan 1994 4/60 1/57 0.1 % 3.80 [ 0.44, 32.99 ]


Bunout 1989 2/17 5/19 0.2 % 0.45 [ 0.10, 2.01 ]


Carr 1996 0/14 1/14 0.0 % 0.33 [ 0.01, 7.55 ]


Casaer 2011 255/2312 257/2328 14.0 % 1.00 [ 0.85, 1.18 ]


Chuntrasakul 1996 1/21 3/17 0.1 % 0.27 [ 0.03, 2.37 ]


De Sousa 2012 0/20 2/17 0.0 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 0.5 % 0.65 [ 0.28, 1.52 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Dennis 2005 241/2012 253/2000 13.7 % 0.95 [ 0.80, 1.12 ]


Dennis 2006 182/429 207/429 17.1 % 0.88 [ 0.76, 1.02 ]


Doglietto 1990 0/13 0/16 Not estimable


Doglietto 1996 16/338 12/340 0.7 % 1.34 [ 0.64, 2.79 ]


Dong 1996 0/256 3/264 0.0 % 0.15 [ 0.01, 2.84 ]


Duncan 2006 24/150 38/159 1.8 % 0.67 [ 0.42, 1.06 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 17/80 10/81 0.7 % 1.72 [ 0.84, 3.53 ]


Fan 1989 5/64 9/60 0.3 % 0.52 [ 0.19, 1.47 ]


Fan 1994 6/20 6/20 0.4 % 1.00 [ 0.39, 2.58 ]


Fasth 1987 1/48 1/44 0.0 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.0 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 7/20 0.2 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 1.3 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.1 % 1.05 [ 0.16, 7.10 ]


Ha 2010 12/70 10/76 0.6 % 1.30 [ 0.60, 2.82 ]


Hartgrink 1998 7/55 0/53 0.0 % 14.46 [ 0.85, 247.12 ]


Heidegger 2013 20/153 28/152 1.3 % 0.71 [ 0.42, 1.20 ]


Hendry 2010 0/30 2/38 0.0 % 0.25 [ 0.01, 5.05 ]


Herndon 1987 8/13 8/15 0.9 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 1.8 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.0 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/16 2/43 0.0 % 0.52 [ 0.03, 10.24 ]


Holter 1977 2/30 2/26 0.1 % 0.87 [ 0.13, 5.73 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jauch 1995a 2/17 2/5 0.1 % 0.29 [ 0.05, 1.59 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Jauch 1995b 2/17 1/5 0.1 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.0 % 0.33 [ 0.01, 7.78 ]


Johansen 2004 9/108 6/104 0.4 % 1.44 [ 0.53, 3.92 ]


Kaur 2005 3/50 4/50 0.2 % 0.75 [ 0.18, 3.18 ]


Kearns 1992 5/16 4/15 0.3 % 1.17 [ 0.39, 3.56 ]


Keele 1997 2/47 0/53 0.0 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 2.2 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 3/12 2/10 0.1 % 1.25 [ 0.26, 6.07 ]


Lidder 2013a 1/32 1/30 0.1 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 0.0 % 0.23 [ 0.01, 4.56 ]


Liu 1996b 1/16 0/18 0.0 % 3.35 [ 0.15, 76.93 ]


Lough 1990 4/14 7/15 0.4 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.2 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 12/98 16/97 0.8 % 0.74 [ 0.37, 1.49 ]


Mezey 1991 14/23 16/25 1.9 % 0.95 [ 0.61, 1.48 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 30/68 35/68 3.0 % 0.86 [ 0.60, 1.22 ]


Munk 2014 1/42 1/38 0.0 % 0.90 [ 0.06, 13.97 ]


Müller 1982a 3/66 5/29 0.2 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 0.5 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 10/20 9/20 0.9 % 1.11 [ 0.58, 2.14 ]


Neelemaat 2012 14/105 11/105 0.7 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 0/10 Not estimable


Nguyen 2012 4/14 4/14 0.3 % 1.00 [ 0.31, 3.23 ]


Ollenschläger 1992 0/16 0/16 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Page 2002 0/20 0/20 Not estimable


Peck 2004 4/14 5/13 0.3 % 0.74 [ 0.25, 2.18 ]


Popp 1981 7/21 6/21 0.5 % 1.17 [ 0.47, 2.89 ]


Potter 2001 21/183 33/193 1.4 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 1/11 5/18 0.1 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.1 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 2/10 0.0 % 0.24 [ 0.01, 4.47 ]


Reissman 1995 0/80 0/81 Not estimable


Roth 2013 1/74 1/83 0.0 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.1 % 2.63 [ 0.31, 22.46 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.2 % 1.51 [ 0.40, 5.69 ]


Singh 1998 4/21 4/22 0.2 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 1/17 3/17 0.1 % 0.33 [ 0.04, 2.89 ]


Song 1993 0/12 2/13 0.0 % 0.22 [ 0.01, 4.08 ]


Starke 2011 9/66 6/66 0.4 % 1.50 [ 0.57, 3.98 ]


Sullivan 1998 0/8 5/10 0.0 % 0.11 [ 0.01, 1.75 ]


Sullivan 2004 4/27 6/30 0.3 % 0.74 [ 0.23, 2.35 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 27/30 31/35 13.1 % 1.02 [ 0.86, 1.20 ]


Vicic 2013 5/52 10/49 0.4 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 0.7 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Williams 1985 9/21 7/22 0.6 % 1.35 [ 0.61, 2.96 ]


Williford 1991 31/231 24/228 1.5 % 1.27 [ 0.77, 2.10 ]


Woolfson 1989 8/62 8/60 0.4 % 0.97 [ 0.39, 2.41 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Wu 2007a 3/215 2/108 0.1 % 0.75 [ 0.13, 4.44 ]


Wu 2007b 3/215 2/108 0.1 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 0/18 1/16 0.0 % 0.30 [ 0.01, 6.84 ]


Zhang 2013 1/50 3/50 0.1 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 1/15 0.0 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable


Zheng 2015 5/75 13/71 0.4 % 0.36 [ 0.14, 0.97 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.2 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 0.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 11391 11003 97.4 % 0.93 [ 0.88, 0.99 ]


Total events: 1340 (Experimental), 1448 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 98.44, df = 106 (P = 0.69); I2 =0.0%


Test for overall effect: Z = 2.22 (P = 0.026)


2 Fewer than three days


Choudhry 1996 3/21 4/20 0.2 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 3/34 2/25 0.1 % 1.10 [ 0.20, 6.12 ]


Eyer 1993 2/19 2/19 0.1 % 1.00 [ 0.16, 6.38 ]


Henriksen 2003a 0/16 1/8 0.0 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


Maude 2011 9/27 6/29 0.5 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.0 % 0.32 [ 0.01, 7.74 ]


Sabin 1998 12/40 10/40 0.7 % 1.20 [ 0.59, 2.45 ]


Sonnenfeld 1978 0/11 1/15 0.0 % 0.44 [ 0.02, 9.98 ]


Stein 2002 12/40 10/40 0.7 % 1.20 [ 0.59, 2.45 ]


Zhong 2014 1/60 7/60 0.1 % 0.14 [ 0.02, 1.13 ]


Subtotal (95% CI) 360 339 2.6 % 1.05 [ 0.72, 1.54 ]


Total events: 42 (Experimental), 44 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 7.47, df = 9 (P = 0.59); I2 =0.0%


Test for overall effect: Z = 0.25 (P = 0.80)


3 Unknown


Anbar 2014 0/22 2/28 0.0 % 0.25 [ 0.01, 5.00 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Capell 1990 0/15 0/12 Not estimable


Subtotal (95% CI) 37 40 0.0 % 0.25 [ 0.01, 5.00 ]


Total events: 0 (Experimental), 2 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.90 (P = 0.37)


Total (95% CI) 11788 11382 100.0 % 0.93 [ 0.88, 0.99 ]


Total events: 1382 (Experimental), 1494 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 106.77, df = 117 (P = 0.74); I2 =0.0%


Test for overall effect: Z = 2.17 (P = 0.030)


Test for subgroup differences: Chi2 = 1.10, df = 2 (P = 0.58), I2 =0.0%
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Analysis 2.12. Comparison 2 All-cause mortality - maximum follow-up, Outcome 12 All-cause mortality -


’best-worst case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 2 All-cause mortality - maximum follow-up


Outcome: 12 All-cause mortality - ’best-worst case’ scenario


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.5 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/10 2/10 0.2 % 0.50 [ 0.05, 4.67 ]


Anbar 2014 0/23 2/28 0.1 % 0.24 [ 0.01, 4.80 ]


Arias 2008 46/333 100/334 3.4 % 0.46 [ 0.34, 0.63 ]


Banerjee 1978 4/31 6/32 0.7 % 0.69 [ 0.21, 2.21 ]


Barlow 2011 3/64 0/57 0.1 % 6.25 [ 0.33, 118.38 ]


Bastow 1983a 5/39 4/35 0.6 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.4 % 0.37 [ 0.08, 1.71 ]


Bauer 2000 24/60 24/60 2.6 % 1.00 [ 0.65, 1.55 ]


Beier-Holgersen 1999 2/30 4/30 0.4 % 0.50 [ 0.10, 2.53 ]


Bellantone 1988 1/54 1/46 0.1 % 0.85 [ 0.05, 13.24 ]


Bokhorst-de 2000 1/15 0/17 0.1 % 3.38 [ 0.15, 77.12 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/30 14/30 0.1 % 0.03 [ 0.00, 0.55 ]


Breedveld-Peters 6/73 11/79 1.0 % 0.59 [ 0.23, 1.51 ]


Brennan 1994 4/60 1/57 0.2 % 3.80 [ 0.44, 32.99 ]


Bunout 1989 2/17 5/19 0.4 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/15 2/15 0.1 % 0.20 [ 0.01, 3.85 ]


Casaer 2011 255/2312 257/2328 4.4 % 1.00 [ 0.85, 1.18 ]


Choudhry 1996 3/21 4/20 0.5 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 3/34 2/25 0.3 % 1.10 [ 0.20, 6.12 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Chuntrasakul 1996 1/21 3/17 0.2 % 0.27 [ 0.03, 2.37 ]


De Sousa 2012 0/20 2/17 0.1 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/27 15/32 1.3 % 0.47 [ 0.21, 1.05 ]


Dennis 2005 241/2016 260/2007 4.4 % 0.92 [ 0.78, 1.09 ]


Dennis 2006 182/429 208/430 4.5 % 0.88 [ 0.76, 1.02 ]


Doglietto 1990 0/13 0/16 Not estimable


Doglietto 1996 16/338 12/340 1.4 % 1.34 [ 0.64, 2.79 ]


Dong 1996 0/256 3/264 0.1 % 0.15 [ 0.01, 2.84 ]


Duncan 2006 24/153 44/165 2.6 % 0.59 [ 0.38, 0.92 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 17/85 15/86 1.7 % 1.15 [ 0.61, 2.14 ]


Eyer 1993 2/26 9/26 0.5 % 0.22 [ 0.05, 0.93 ]


Fan 1989 5/75 24/75 1.0 % 0.21 [ 0.08, 0.52 ]


Fan 1994 6/20 6/20 1.0 % 1.00 [ 0.39, 2.58 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.2 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/20 4/22 0.1 % 0.12 [ 0.01, 2.13 ]


Gariballa 1998 2/21 8/21 0.5 % 0.25 [ 0.06, 1.04 ]


Gariballa 2006 32/223 19/222 2.1 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.3 % 1.05 [ 0.16, 7.10 ]


Ha 2010 12/84 20/86 1.7 % 0.61 [ 0.32, 1.18 ]


Hartgrink 1998 7/70 17/70 1.2 % 0.41 [ 0.18, 0.93 ]


Heidegger 2013 20/153 28/152 2.1 % 0.71 [ 0.42, 1.20 ]


Hendry 2010 0/38 2/38 0.1 % 0.20 [ 0.01, 4.03 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 1.7 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 2.5 % 0.91 [ 0.58, 1.44 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/51 10/51 0.1 % 0.05 [ 0.00, 0.79 ]


Holter 1977 2/30 2/26 0.3 % 0.87 [ 0.13, 5.73 ]


Holyday 2012 4/71 1/72 0.2 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jauch 1995a 2/17 2/5 0.3 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.2 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Johansen 2004 9/108 6/104 0.9 % 1.44 [ 0.53, 3.92 ]


Kaur 2005 3/50 4/50 0.5 % 0.75 [ 0.18, 3.18 ]


Kearns 1992 5/16 4/15 0.7 % 1.17 [ 0.39, 3.56 ]


Keele 1997 2/47 0/53 0.1 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/250 68/251 2.8 % 0.43 [ 0.29, 0.64 ]


Ledinghen 1997 3/12 2/10 0.4 % 1.25 [ 0.26, 6.07 ]


Lidder 2013a 1/32 1/30 0.1 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 0.1 % 0.23 [ 0.01, 4.56 ]


Liu 1996b 1/16 0/18 0.1 % 3.35 [ 0.15, 76.93 ]


Ljunggren 2012 0/20 0/20 Not estimable


Lough 1990 4/14 7/15 0.9 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.6 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.2 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 12/100 19/100 1.6 % 0.63 [ 0.32, 1.23 ]


Maude 2011 9/27 6/29 1.1 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 14/28 17/26 2.5 % 0.76 [ 0.48, 1.22 ]


Miller 2006a 2/25 2/26 0.3 % 1.04 [ 0.16, 6.83 ]


Miller 2006b 1/24 0/25 0.1 % 3.12 [ 0.13, 73.04 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Moreno 2016 30/68 35/68 3.1 % 0.86 [ 0.60, 1.22 ]


Munk 2014 1/44 3/40 0.2 % 0.30 [ 0.03, 2.80 ]


Müller 1982a 3/80 16/40 0.7 % 0.09 [ 0.03, 0.30 ]


Müller 1982b 10/55 16/40 1.6 % 0.45 [ 0.23, 0.89 ]


Naveau 1986 10/20 9/20 1.7 % 1.11 [ 0.58, 2.14 ]


Neelemaat 2012 14/105 11/105 1.4 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 0/10 Not estimable


Nguyen 2012 4/14 4/14 0.7 % 1.00 [ 0.31, 3.23 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 0/20 Not estimable


Peck 2004 4/16 8/16 0.9 % 0.50 [ 0.19, 1.33 ]


Popp 1981 7/21 6/21 1.0 % 1.17 [ 0.47, 2.89 ]


Potter 2001 21/186 35/195 2.3 % 0.63 [ 0.38, 1.04 ]


Pupelis 2000 1/11 5/18 0.2 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.2 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Reissman 1995 0/80 0/81 Not estimable


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 12/40 10/40 1.5 % 1.20 [ 0.59, 2.45 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/18 2/15 0.4 % 1.25 [ 0.24, 6.53 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/16 4/18 0.6 % 1.13 [ 0.34, 3.78 ]


Singh 1998 4/21 4/22 0.6 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.2 % 4.00 [ 0.48, 33.33 ]


Smith 1988 1/17 3/17 0.2 % 0.33 [ 0.04, 2.89 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 0/11 1/15 0.1 % 0.44 [ 0.02, 9.98 ]


Starke 2011 9/67 7/67 1.0 % 1.29 [ 0.51, 3.25 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Stein 2002 12/40 10/40 1.5 % 1.20 [ 0.59, 2.45 ]


Sullivan 1998 0/8 5/10 0.1 % 0.11 [ 0.01, 1.75 ]


Sullivan 2004 4/27 6/30 0.7 % 0.74 [ 0.23, 2.35 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 27/30 31/35 4.3 % 1.02 [ 0.86, 1.20 ]


Vicic 2013 5/52 10/49 0.9 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 1.4 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.2 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.2 % 2.00 [ 0.24, 16.97 ]


Williams 1985 9/21 7/22 1.3 % 1.35 [ 0.61, 2.96 ]


Williford 1991 31/231 24/228 2.3 % 1.27 [ 0.77, 2.10 ]


Woolfson 1989 8/62 8/60 1.0 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 3/215 2/108 0.3 % 0.75 [ 0.13, 4.44 ]


Wu 2007b 3/215 2/108 0.3 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 0/18 1/16 0.1 % 0.30 [ 0.01, 6.84 ]


Zhang 2013 1/50 3/50 0.2 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 1/15 0.1 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable


Zheng 2015 5/75 13/71 0.9 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 1/60 7/60 0.2 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.6 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 1.2 % 0.57 [ 0.25, 1.29 ]


Total (95% CI) 12094 11606 100.0 % 0.77 [ 0.69, 0.85 ]


Total events: 1382 (Experimental), 1718 (Control)


Heterogeneity: Tau2 = 0.06; Chi2 = 173.40, df = 118 (P = 0.00068); I2 =32%


Test for overall effect: Z = 5.03 (P < 0.00001)


Test for subgroup differences: Not applicable
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Analysis 2.13. Comparison 2 All-cause mortality - maximum follow-up, Outcome 13 All-cause mortality -


’worst-best case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 2 All-cause mortality - maximum follow-up


Outcome: 13 All-cause mortality - ’worst-best case’ scenario


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.6 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 2/10 2/10 0.4 % 1.00 [ 0.17, 5.77 ]


Anbar 2014 1/23 2/28 0.2 % 0.61 [ 0.06, 6.30 ]


Arias 2008 119/333 31/334 2.7 % 3.85 [ 2.67, 5.55 ]


Banerjee 1978 7/31 6/32 1.0 % 1.20 [ 0.46, 3.18 ]


Barlow 2011 3/64 0/57 0.1 % 6.25 [ 0.33, 118.38 ]


Bastow 1983a 5/39 4/35 0.7 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.5 % 0.37 [ 0.08, 1.71 ]


Bauer 2000 24/60 24/60 2.4 % 1.00 [ 0.65, 1.55 ]


Beier-Holgersen 1999 2/30 4/30 0.4 % 0.50 [ 0.10, 2.53 ]


Bellantone 1988 1/54 1/46 0.2 % 0.85 [ 0.05, 13.24 ]


Bokhorst-de 2000 1/15 0/17 0.1 % 3.38 [ 0.15, 77.12 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 18/30 0/30 0.2 % 37.00 [ 2.33, 587.26 ]


Breedveld-Peters 11/73 5/79 1.0 % 2.38 [ 0.87, 6.52 ]


Brennan 1994 4/60 1/57 0.3 % 3.80 [ 0.44, 32.99 ]


Bunout 1989 2/17 5/19 0.5 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 1/15 1/15 0.2 % 1.00 [ 0.07, 14.55 ]


Casaer 2011 255/2312 257/2328 3.4 % 1.00 [ 0.85, 1.18 ]


Choudhry 1996 3/21 4/20 0.6 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 3/34 2/25 0.4 % 1.10 [ 0.20, 6.12 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Chuntrasakul 1996 1/21 3/17 0.3 % 0.27 [ 0.03, 2.37 ]


De Sousa 2012 0/20 2/17 0.1 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 8/27 10/32 1.4 % 0.95 [ 0.44, 2.06 ]


Dennis 2005 245/2016 253/2007 3.4 % 0.96 [ 0.82, 1.14 ]


Dennis 2006 182/429 207/430 3.5 % 0.88 [ 0.76, 1.02 ]


Doglietto 1990 0/13 0/16 Not estimable


Doglietto 1996 16/338 12/340 1.5 % 1.34 [ 0.64, 2.79 ]


Dong 1996 0/256 3/264 0.1 % 0.15 [ 0.01, 2.84 ]


Duncan 2006 27/153 38/165 2.4 % 0.77 [ 0.49, 1.19 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 22/85 10/86 1.6 % 2.23 [ 1.12, 4.41 ]


Eyer 1993 9/26 2/26 0.5 % 4.50 [ 1.07, 18.85 ]


Fan 1989 16/75 9/75 1.4 % 1.78 [ 0.84, 3.77 ]


Fan 1994 6/20 6/20 1.0 % 1.00 [ 0.39, 2.58 ]


Fasth 1987 1/48 1/44 0.2 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.3 % 0.29 [ 0.03, 2.41 ]


F rli 2001 2/20 1/22 0.2 % 2.20 [ 0.22, 22.45 ]


Gariballa 1998 3/21 7/21 0.7 % 0.43 [ 0.13, 1.44 ]


Gariballa 2006 32/223 19/222 2.0 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.3 % 1.05 [ 0.16, 7.10 ]


Ha 2010 26/84 10/86 1.6 % 2.66 [ 1.37, 5.17 ]


Hartgrink 1998 22/70 0/70 0.2 % 45.00 [ 2.78, 727.58 ]


Heidegger 2013 20/153 28/152 2.1 % 0.71 [ 0.42, 1.20 ]


Hendry 2010 8/38 2/38 0.5 % 4.00 [ 0.91, 17.62 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 1.7 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 2.3 % 0.91 [ 0.58, 1.44 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 35/51 2/51 0.6 % 17.50 [ 4.44, 68.94 ]


Holter 1977 2/30 2/26 0.3 % 0.87 [ 0.13, 5.73 ]


Holyday 2012 4/71 1/72 0.3 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jauch 1995a 2/17 2/5 0.4 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.3 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.3 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Johansen 2004 9/108 6/104 1.0 % 1.44 [ 0.53, 3.92 ]


Kaur 2005 3/50 4/50 0.5 % 0.75 [ 0.18, 3.18 ]


Kearns 1992 5/16 4/15 0.8 % 1.17 [ 0.39, 3.56 ]


Keele 1997 2/47 0/53 0.1 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 82/250 55/251 3.0 % 1.50 [ 1.12, 2.01 ]


Ledinghen 1997 3/12 2/10 0.5 % 1.25 [ 0.26, 6.07 ]


Lidder 2013a 1/32 1/30 0.2 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 0.1 % 0.23 [ 0.01, 4.56 ]


Liu 1996b 1/16 0/18 0.1 % 3.35 [ 0.15, 76.93 ]


Ljunggren 2012 1/20 0/20 0.1 % 3.00 [ 0.13, 69.52 ]


Lough 1990 4/14 7/15 1.0 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.7 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.2 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 14/100 16/100 1.6 % 0.88 [ 0.45, 1.70 ]


Maude 2011 9/27 6/29 1.1 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 19/28 16/26 2.6 % 1.10 [ 0.74, 1.64 ]


Miller 2006a 3/25 1/26 0.3 % 3.12 [ 0.35, 28.03 ]


Miller 2006b 2/24 0/25 0.1 % 5.20 [ 0.26, 103.03 ]


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


647Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Moreno 2016 30/68 35/68 2.7 % 0.86 [ 0.60, 1.22 ]


Munk 2014 3/44 1/40 0.2 % 2.73 [ 0.30, 25.17 ]


Müller 1982a 17/80 5/40 1.1 % 1.70 [ 0.68, 4.27 ]


Müller 1982b 19/55 6/40 1.3 % 2.30 [ 1.01, 5.24 ]


Naveau 1986 10/20 9/20 1.7 % 1.11 [ 0.58, 2.14 ]


Neelemaat 2012 14/105 11/105 1.4 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 0/10 Not estimable


Nguyen 2012 4/14 4/14 0.8 % 1.00 [ 0.31, 3.23 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 0/20 Not estimable


Peck 2004 6/16 5/16 1.0 % 1.20 [ 0.46, 3.15 ]


Popp 1981 7/21 6/21 1.1 % 1.17 [ 0.47, 2.89 ]


Potter 2001 24/186 33/195 2.2 % 0.76 [ 0.47, 1.24 ]


Pupelis 2000 1/11 5/18 0.3 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.3 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Reissman 1995 0/80 0/81 Not estimable


Roth 2013 1/74 1/83 0.2 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 12/40 10/40 1.5 % 1.20 [ 0.59, 2.45 ]


Sacks 1995 2/8 1/9 0.3 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 5/18 1/15 0.3 % 4.17 [ 0.54, 31.88 ]


Saudny-Unterberger 1997 1/17 1/16 0.2 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.2 % 0.90 [ 0.06, 13.62 ]


Simon 1988 5/16 3/18 0.7 % 1.88 [ 0.53, 6.63 ]


Singh 1998 4/21 4/22 0.7 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.3 % 4.00 [ 0.48, 33.33 ]


Smith 1988 1/17 3/17 0.3 % 0.33 [ 0.04, 2.89 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 0/11 1/15 0.1 % 0.44 [ 0.02, 9.98 ]


Starke 2011 10/67 6/67 1.0 % 1.67 [ 0.64, 4.33 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Stein 2002 12/40 10/40 1.5 % 1.20 [ 0.59, 2.45 ]


Sullivan 1998 0/8 5/10 0.2 % 0.11 [ 0.01, 1.75 ]


Sullivan 2004 4/27 6/30 0.8 % 0.74 [ 0.23, 2.35 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 27/30 31/35 3.4 % 1.02 [ 0.86, 1.20 ]


Vicic 2013 5/52 10/49 1.0 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 1.4 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.2 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.3 % 2.00 [ 0.24, 16.97 ]


Williams 1985 9/21 7/22 1.3 % 1.35 [ 0.61, 2.96 ]


Williford 1991 31/231 24/228 2.2 % 1.27 [ 0.77, 2.10 ]


Woolfson 1989 8/62 8/60 1.1 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 3/215 2/108 0.4 % 0.75 [ 0.13, 4.44 ]


Wu 2007b 3/215 2/108 0.4 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 0/18 1/16 0.1 % 0.30 [ 0.01, 6.84 ]


Zhang 2013 1/50 3/50 0.2 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 1/15 0.1 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable


Zheng 2015 5/75 13/71 1.0 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 1/60 7/60 0.3 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.7 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 1.3 % 0.57 [ 0.25, 1.29 ]


Total (95% CI) 12094 11606 100.0 % 1.09 [ 0.98, 1.23 ]


Total events: 1688 (Experimental), 1494 (Control)


Heterogeneity: Tau2 = 0.09; Chi2 = 211.21, df = 119 (P<0.00001); I2 =44%


Test for overall effect: Z = 1.55 (P = 0.12)


Test for subgroup differences: Not applicable
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Analysis 2.14. Comparison 2 All-cause mortality - maximum follow-up, Outcome 14 All-cause mortality co-


interventions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 2 All-cause mortality - maximum follow-up


Outcome: 14 All-cause mortality co-interventions


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


1 received nutrition support as co-intervention


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Banerjee 1978 4/28 6/32 0.4 % 0.76 [ 0.24, 2.43 ]


Bokhorst-de 2000 1/15 0/17 0.0 % 3.38 [ 0.15, 77.12 ]


Casaer 2011 255/2312 257/2328 17.0 % 1.00 [ 0.85, 1.18 ]


Heidegger 2013 20/153 28/152 1.9 % 0.71 [ 0.42, 1.20 ]


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Luo 2012 3/30 7/30 0.5 % 0.43 [ 0.12, 1.50 ]


Maude 2011 9/27 6/29 0.4 % 1.61 [ 0.66, 3.92 ]


Mezey 1991 14/23 16/25 1.0 % 0.95 [ 0.61, 1.48 ]


Sabin 1998 12/40 10/40 0.7 % 1.20 [ 0.59, 2.45 ]


Simon 1988 4/15 3/17 0.2 % 1.51 [ 0.40, 5.69 ]


Zhu 2012a 3/33 6/16 0.5 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 0.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 2739 2736 23.4 % 0.95 [ 0.82, 1.08 ]


Total events: 334 (Experimental), 350 (Control)


Heterogeneity: Chi2 = 13.31, df = 12 (P = 0.35); I2 =10%


Test for overall effect: Z = 0.80 (P = 0.42)


2 did not receive nutrition support as co-intervention


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.2 % 1.60 [ 0.40, 6.32 ]


Anbar 2014 0/22 2/28 0.1 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/260 31/265 2.0 % 1.51 [ 0.99, 2.31 ]


Barlow 2011 3/64 0/57 0.0 % 6.25 [ 0.33, 118.38 ]


Bastow 1983a 5/39 4/35 0.3 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.3 % 0.37 [ 0.08, 1.71 ]


Bauer 2000 24/60 24/60 1.6 % 1.00 [ 0.65, 1.55 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Beier-Holgersen 1999 2/30 4/30 0.3 % 0.50 [ 0.10, 2.53 ]


Bellantone 1988 1/54 1/46 0.1 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 6/68 5/73 0.3 % 1.29 [ 0.41, 4.03 ]


Brennan 1994 4/60 1/57 0.1 % 3.80 [ 0.44, 32.99 ]


Bunout 1989 2/17 5/19 0.3 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Chourdakis 2012 3/34 2/25 0.2 % 1.10 [ 0.20, 6.12 ]


Chuntrasakul 1996 1/21 3/17 0.2 % 0.27 [ 0.03, 2.37 ]


De Sousa 2012 0/20 2/17 0.2 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 0.6 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 16.9 % 0.95 [ 0.80, 1.12 ]


Dennis 2006 182/429 207/429 13.8 % 0.88 [ 0.76, 1.02 ]


Doglietto 1990 0/13 0/16 Not estimable


Doglietto 1996 16/338 12/340 0.8 % 1.34 [ 0.64, 2.79 ]


Dong 1996 0/256 3/264 0.2 % 0.15 [ 0.01, 2.84 ]


Duncan 2006 24/150 38/159 2.5 % 0.67 [ 0.42, 1.06 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 17/80 10/81 0.7 % 1.72 [ 0.84, 3.53 ]


Eyer 1993 2/19 2/19 0.1 % 1.00 [ 0.16, 6.38 ]


Fan 1989 5/64 9/60 0.6 % 0.52 [ 0.19, 1.47 ]


Fan 1994 6/20 6/20 0.4 % 1.00 [ 0.39, 2.58 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.2 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Gariballa 1998 2/20 7/20 0.5 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 1.3 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.1 % 1.05 [ 0.16, 7.10 ]


Ha 2010 12/70 10/76 0.6 % 1.30 [ 0.60, 2.82 ]


Hartgrink 1998 7/55 0/53 0.0 % 14.46 [ 0.85, 247.12 ]


Hendry 2010 0/30 2/38 0.1 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 0.5 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 2.3 % 0.91 [ 0.58, 1.44 ]


Hoffmann 1988 0/16 2/43 0.1 % 0.52 [ 0.03, 10.24 ]


Holter 1977 2/30 2/26 0.1 % 0.87 [ 0.13, 5.73 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jauch 1995a 2/17 2/5 0.2 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.1 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Johansen 2004 9/108 6/104 0.4 % 1.44 [ 0.53, 3.92 ]


Kaur 2005 3/50 4/50 0.3 % 0.75 [ 0.18, 3.18 ]


Kearns 1992 5/16 4/15 0.3 % 1.17 [ 0.39, 3.56 ]


Keele 1997 2/47 0/53 0.0 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 3.3 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 3/12 2/10 0.1 % 1.25 [ 0.26, 6.07 ]


Lidder 2013a 1/32 1/30 0.1 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 0.2 % 0.23 [ 0.01, 4.56 ]


Liu 1996b 1/16 0/18 0.0 % 3.35 [ 0.15, 76.93 ]


Ljunggren 2012 0/19 0/20 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Lough 1990 4/14 7/15 0.4 % 0.61 [ 0.23, 1.65 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 12/98 16/97 1.1 % 0.74 [ 0.37, 1.49 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 30/68 35/68 2.3 % 0.86 [ 0.60, 1.22 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Müller 1982a 3/66 5/29 0.5 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 0.5 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 10/20 9/20 0.6 % 1.11 [ 0.58, 2.14 ]


Neelemaat 2012 14/105 11/105 0.7 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 0/10 Not estimable


Nguyen 2012 4/14 4/14 0.3 % 1.00 [ 0.31, 3.23 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 0/20 Not estimable


Peck 2004 4/14 5/13 0.3 % 0.74 [ 0.25, 2.18 ]


Popp 1981 7/21 6/21 0.4 % 1.17 [ 0.47, 2.89 ]


Potter 2001 21/183 33/193 2.1 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 1/11 5/18 0.3 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.5 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Reissman 1995 0/80 0/81 Not estimable


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.1 % 2.63 [ 0.31, 22.46 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Singh 1998 4/21 4/22 0.3 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 1/17 3/17 0.2 % 0.33 [ 0.04, 2.89 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Song 1993 0/12 2/13 0.2 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 0/11 1/15 0.1 % 0.44 [ 0.02, 9.98 ]


Starke 2011 9/66 6/66 0.4 % 1.50 [ 0.57, 3.98 ]


Sullivan 1998 0/8 5/10 0.3 % 0.11 [ 0.01, 1.75 ]


Sullivan 2004 4/27 6/30 0.4 % 0.74 [ 0.23, 2.35 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 27/30 31/35 1.9 % 1.02 [ 0.86, 1.20 ]


Vicic 2013 5/52 10/49 0.7 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 0.9 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Williams 1985 9/21 7/22 0.5 % 1.35 [ 0.61, 2.96 ]


Williford 1991 31/231 24/228 1.6 % 1.27 [ 0.77, 2.10 ]


Woolfson 1989 8/62 8/60 0.5 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 3/215 2/108 0.2 % 0.75 [ 0.13, 4.44 ]


Wu 2007b 3/215 2/108 0.2 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 0/18 1/16 0.1 % 0.30 [ 0.01, 6.84 ]


Zhang 2013 1/50 3/50 0.2 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 1/15 0.2 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable


Zheng 2015 5/75 13/71 0.9 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 1/60 7/60 0.5 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 8931 8531 75.5 % 0.91 [ 0.85, 0.98 ]


Total events: 1033 (Experimental), 1129 (Control)


Heterogeneity: Chi2 = 92.45, df = 101 (P = 0.72); I2 =0.0%


Test for overall effect: Z = 2.40 (P = 0.016)


3 delayed versus early nutrition support


Choudhry 1996 3/21 4/20 0.3 % 0.71 [ 0.18, 2.80 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Stein 2002 12/40 10/40 0.7 % 1.20 [ 0.59, 2.45 ]


Subtotal (95% CI) 118 115 1.0 % 0.99 [ 0.53, 1.83 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Total events: 15 (Experimental), 15 (Control)


Heterogeneity: Chi2 = 0.98, df = 2 (P = 0.61); I2 =0.0%


Test for overall effect: Z = 0.04 (P = 0.97)


Total (95% CI) 11788 11382 100.0 % 0.92 [ 0.86, 0.98 ]


Total events: 1382 (Experimental), 1494 (Control)


Heterogeneity: Chi2 = 106.77, df = 117 (P = 0.74); I2 =0.0%


Test for overall effect: Z = 2.46 (P = 0.014)


Test for subgroup differences: Chi2 = 0.23, df = 2 (P = 0.89), I2 =0.0%


0.01 0.1 1 10 100
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Analysis 3.1. Comparison 3 Serious adverse event end of intervention, Outcome 1 Serious adverse events -


overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 3 Serious adverse event end of intervention


Outcome: 1 Serious adverse events - overall


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.3 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Anbar 2014 0/22 2/28 0.1 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 3.6 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.5 % 0.76 [ 0.24, 2.43 ]


Bastow 1983a 5/39 4/35 0.4 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.3 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 0.7 % 0.86 [ 0.33, 2.25 ]


Bellantone 1988 1/54 10/46 0.2 % 0.09 [ 0.01, 0.64 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Bokhorst-de 2000 7/15 9/17 1.3 % 0.88 [ 0.44, 1.78 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 4/70 3/75 0.3 % 1.43 [ 0.33, 6.16 ]


Brennan 1994 27/60 13/57 2.1 % 1.97 [ 1.13, 3.43 ]


Bunout 1989 2/17 5/19 0.3 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Casaer 2011 146/2312 141/2328 12.7 % 1.04 [ 0.83, 1.30 ]


Chen 1995a 0/8 1/8 0.1 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.1 % 1.64 [ 0.08, 34.28 ]


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 0/21 1/20 0.1 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.1 % 0.81 [ 0.05, 12.01 ]


De Sousa 2012 0/20 2/17 0.1 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 0.3 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 9.3 % 0.97 [ 0.75, 1.26 ]


Dennis 2006 142/429 147/430 18.0 % 0.97 [ 0.80, 1.17 ]


Doglietto 1990 2/13 3/9 0.3 % 0.46 [ 0.10, 2.23 ]


Doglietto 1996 56/338 61/340 5.8 % 0.92 [ 0.66, 1.28 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Duncan 2006 18/150 11/159 1.2 % 1.73 [ 0.85, 3.55 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 4/85 3/86 0.3 % 1.35 [ 0.31, 5.85 ]


Fan 1989 5/64 9/60 0.6 % 0.52 [ 0.19, 1.47 ]


Fan 1994 7/20 6/20 0.8 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 3/20 0.2 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 0.8 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.2 % 1.05 [ 0.16, 7.10 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Heidegger 2013 8/153 12/152 0.8 % 0.66 [ 0.28, 1.57 ]


Hendry 2010 0/30 2/38 0.1 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 1.6 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 3.1 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Johansen 2004 24/108 17/104 2.0 % 1.36 [ 0.78, 2.38 ]


Kearns 1992 0/16 2/15 0.1 % 0.19 [ 0.01, 3.63 ]


Keele 1997 2/43 1/43 0.1 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 3.8 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 5/12 1/10 0.2 % 4.17 [ 0.58, 30.06 ]


Lidder 2013a 0/32 0/30 Not estimable


Lidder 2013b 0/27 0/31 Not estimable


Liu 1996b 1/16 2/18 0.1 % 0.56 [ 0.06, 5.63 ]


Ljunggren 2012 0/19 0/20 Not estimable


Lough 1990 4/14 7/15 0.6 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.4 % 0.43 [ 0.12, 1.50 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 27/98 31/97 3.4 % 0.86 [ 0.56, 1.33 ]


Maude 2011 8/27 7/29 0.8 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 6/27 5/26 0.6 % 1.16 [ 0.40, 3.33 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.1 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 11/68 14/68 1.2 % 0.79 [ 0.38, 1.61 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Müller 1982a 11/66 9/29 1.1 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 1.6 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 4/20 2/20 0.3 % 2.00 [ 0.41, 9.71 ]


Neelemaat 2012 14/105 11/105 1.2 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]


Nguyen 2012 4/14 4/14 0.5 % 1.00 [ 0.31, 3.23 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]


Potter 2001 21/183 33/193 2.5 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 2/11 5/18 0.3 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.2 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Reissman 1995 0/80 1/81 0.1 % 0.34 [ 0.01, 8.16 ]


Rimbau 1989 1/10 2/10 0.1 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 2/40 3/40 0.2 % 0.67 [ 0.12, 3.78 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 0.3 % 2.92 [ 0.71, 12.00 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Schroeder 1991 1/16 1/16 0.1 % 1.00 [ 0.07, 14.64 ]


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


658Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Simon 1988 3/15 2/17 0.2 % 1.70 [ 0.33, 8.84 ]


Singh 1998 2/21 2/22 0.2 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 0/17 2/17 0.1 % 0.20 [ 0.01, 3.88 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 1/11 1/15 0.1 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 1/9 0.1 % 0.33 [ 0.02, 7.24 ]


Starke 2011 2/66 5/66 0.2 % 0.40 [ 0.08, 1.99 ]


Stein 2002 2/40 3/40 0.2 % 0.67 [ 0.12, 3.78 ]


Sullivan 1998 2/8 3/10 0.3 % 0.83 [ 0.18, 3.84 ]


Sullivan 2004 4/27 3/30 0.3 % 1.48 [ 0.36, 6.03 ]


Thompson 1981 2/12 1/9 0.1 % 1.50 [ 0.16, 14.08 ]


Tong 2006a 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Tong 2006b 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 4/30 5/35 0.4 % 0.93 [ 0.28, 3.16 ]


Vicic 2013 5/52 10/49 0.6 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 1.1 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.1 % 0.38 [ 0.05, 3.26 ]


Williams 1985 4/21 3/22 0.3 % 1.40 [ 0.35, 5.51 ]


Woolfson 1989 8/62 8/60 0.8 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 6/215 8/108 0.6 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 0.7 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.2 % 0.67 [ 0.13, 3.47 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 1/18 5/16 0.2 % 0.18 [ 0.02, 1.37 ]


Zhang 2013 2/50 5/50 0.3 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 0/15 Not estimable


Zheng 2001b 0/40 0/15 Not estimable


Zhong 2014 4/60 12/60 0.6 % 0.33 [ 0.11, 0.98 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.4 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 1.0 % 0.57 [ 0.25, 1.29 ]


Total (95% CI) 11260 10827 100.0 % 0.93 [ 0.86, 1.01 ]


Total events: 996 (Experimental), 1067 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 107.66, df = 114 (P = 0.65); I2 =0.0%


Test for overall effect: Z = 1.79 (P = 0.074)


Test for subgroup differences: Not applicable
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Analysis 3.2. Comparison 3 Serious adverse event end of intervention, Outcome 2 Serious adverse events -


bias.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 3 Serious adverse event end of intervention


Outcome: 2 Serious adverse events - bias


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 High risk of bias


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.3 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Anbar 2014 0/22 2/28 0.1 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 3.6 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.5 % 0.76 [ 0.24, 2.43 ]


Bastow 1983a 5/39 4/35 0.4 % 1.12 [ 0.33, 3.85 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Bastow 1983b 2/25 5/23 0.3 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 0.7 % 0.86 [ 0.33, 2.25 ]


Bellantone 1988 1/54 10/46 0.2 % 0.09 [ 0.01, 0.64 ]


Bokhorst-de 2000 7/15 9/17 1.3 % 0.88 [ 0.44, 1.78 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 4/70 3/75 0.3 % 1.43 [ 0.33, 6.16 ]


Brennan 1994 27/60 13/57 2.1 % 1.97 [ 1.13, 3.43 ]


Bunout 1989 2/17 5/19 0.3 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Casaer 2011 146/2312 141/2328 12.7 % 1.04 [ 0.83, 1.30 ]


Chen 1995a 0/8 1/8 0.1 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.1 % 1.64 [ 0.08, 34.28 ]


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 0/21 1/20 0.1 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.1 % 0.81 [ 0.05, 12.01 ]


De Sousa 2012 0/20 2/17 0.1 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 0.3 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 9.3 % 0.97 [ 0.75, 1.26 ]


Dennis 2006 142/429 147/430 18.0 % 0.97 [ 0.80, 1.17 ]


Doglietto 1990 2/13 3/9 0.3 % 0.46 [ 0.10, 2.23 ]


Doglietto 1996 56/338 61/340 5.8 % 0.92 [ 0.66, 1.28 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Duncan 2006 18/150 11/159 1.2 % 1.73 [ 0.85, 3.55 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 4/85 3/86 0.3 % 1.35 [ 0.31, 5.85 ]


Fan 1989 7/20 6/20 0.8 % 1.17 [ 0.48, 2.86 ]


Fan 1994 5/64 9/60 0.6 % 0.52 [ 0.19, 1.47 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 3/20 0.2 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 0.8 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.2 % 1.05 [ 0.16, 7.10 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Heidegger 2013 8/153 12/152 0.8 % 0.66 [ 0.28, 1.57 ]


Hendry 2010 0/30 2/38 0.1 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 1.6 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 3.1 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Johansen 2004 24/108 17/104 2.0 % 1.36 [ 0.78, 2.38 ]


Kearns 1992 0/16 2/15 0.1 % 0.19 [ 0.01, 3.63 ]


Keele 1997 2/43 1/43 0.1 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 3.8 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 5/12 1/10 0.2 % 4.17 [ 0.58, 30.06 ]


Lidder 2013a 0/32 0/30 Not estimable


Lidder 2013b 0/27 0/31 Not estimable


Liu 1996b 1/16 2/18 0.1 % 0.56 [ 0.06, 5.63 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Ljunggren 2012 0/19 0/20 Not estimable


Lough 1990 4/14 7/15 0.6 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.4 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 27/98 31/97 3.4 % 0.86 [ 0.56, 1.33 ]


Maude 2011 8/27 7/29 0.8 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 6/27 5/26 0.6 % 1.16 [ 0.40, 3.33 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.1 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 11/68 14/68 1.2 % 0.79 [ 0.38, 1.61 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Müller 1982a 11/66 9/29 1.1 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 1.6 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 4/20 2/20 0.3 % 2.00 [ 0.41, 9.71 ]


Neelemaat 2012 14/105 11/105 1.2 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]


Nguyen 2012 4/14 4/14 0.5 % 1.00 [ 0.31, 3.23 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]


Potter 2001 21/183 33/193 2.5 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 2/11 5/18 0.3 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.2 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Reissman 1995 0/80 1/81 0.1 % 0.34 [ 0.01, 8.16 ]


Rimbau 1989 1/10 2/10 0.1 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 2/40 3/40 0.2 % 0.67 [ 0.12, 3.78 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 0.3 % 2.92 [ 0.71, 12.00 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Schroeder 1991 1/16 1/16 0.1 % 1.00 [ 0.07, 14.64 ]


Simon 1988 3/15 2/17 0.2 % 1.70 [ 0.33, 8.84 ]


Singh 1998 2/21 2/22 0.2 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 0/17 2/17 0.1 % 0.20 [ 0.01, 3.88 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 1/11 1/15 0.1 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 1/9 0.1 % 0.33 [ 0.02, 7.24 ]


Starke 2011 2/66 5/66 0.2 % 0.40 [ 0.08, 1.99 ]


Stein 2002 2/40 3/40 0.2 % 0.67 [ 0.12, 3.78 ]


Sullivan 1998 2/8 3/10 0.3 % 0.83 [ 0.18, 3.84 ]


Sullivan 2004 4/27 3/30 0.3 % 1.48 [ 0.36, 6.03 ]


Thompson 1981 2/12 1/9 0.1 % 1.50 [ 0.16, 14.08 ]


Tong 2006a 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Tong 2006b 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 4/30 5/35 0.4 % 0.93 [ 0.28, 3.16 ]


Vicic 2013 5/52 10/49 0.6 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 1.1 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.1 % 0.38 [ 0.05, 3.26 ]


Williams 1985 4/21 3/22 0.3 % 1.40 [ 0.35, 5.51 ]


Woolfson 1989 8/62 8/60 0.8 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 6/215 8/108 0.6 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 0.7 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.2 % 0.67 [ 0.13, 3.47 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 1/18 5/16 0.2 % 0.18 [ 0.02, 1.37 ]


Zhang 2013 2/50 5/50 0.3 % 0.40 [ 0.08, 1.97 ]


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


664Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zheng 2001a 0/65 0/15 Not estimable


Zheng 2001b 0/40 0/15 Not estimable


Zhong 2014 4/60 12/60 0.6 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.4 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 1.0 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 11260 10827 100.0 % 0.93 [ 0.86, 1.01 ]


Total events: 996 (Experimental), 1067 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 107.66, df = 114 (P = 0.65); I2 =0.0%


Test for overall effect: Z = 1.79 (P = 0.074)


2 Low risk of bias


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 11260 10827 100.0 % 0.93 [ 0.86, 1.01 ]


Total events: 996 (Experimental), 1067 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 107.66, df = 114 (P = 0.65); I2 =0.0%


Test for overall effect: Z = 1.79 (P = 0.074)


Test for subgroup differences: Not applicable
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Analysis 3.3. Comparison 3 Serious adverse event end of intervention, Outcome 3 Serious adverse events -


mode of delivery.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 3 Serious adverse event end of intervention


Outcome: 3 Serious adverse events - mode of delivery


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 General nutrition support


Duncan 2006 18/150 11/159 1.2 % 1.73 [ 0.85, 3.55 ]


Hickson 2004 31/292 35/300 3.1 % 0.91 [ 0.58, 1.44 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Johansen 2004 24/108 17/104 2.0 % 1.36 [ 0.78, 2.38 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Starke 2011 2/66 5/66 0.2 % 0.40 [ 0.08, 1.99 ]


Subtotal (95% CI) 703 717 6.7 % 1.19 [ 0.79, 1.78 ]


Total events: 79 (Experimental), 69 (Control)


Heterogeneity: Tau2 = 0.06; Chi2 = 5.59, df = 4 (P = 0.23); I2 =28%


Test for overall effect: Z = 0.84 (P = 0.40)


2 Fortified


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Neelemaat 2012 14/105 11/105 1.2 % 1.27 [ 0.61, 2.67 ]


Subtotal (95% CI) 147 143 1.2 % 1.24 [ 0.61, 2.54 ]


Total events: 15 (Experimental), 12 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.06, df = 1 (P = 0.81); I2 =0.0%


Test for overall effect: Z = 0.60 (P = 0.55)


3 Oral


Abalan 1992 0/15 0/14 Not estimable


Anbar 2014 0/22 2/28 0.1 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 3.6 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.5 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 0.3 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.1 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 0.3 % 1.58 [ 0.39, 6.45 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Dennis 2005 105/2016 108/2007 9.3 % 0.97 [ 0.75, 1.26 ]


Doglietto 1996 56/338 61/340 5.8 % 0.92 [ 0.66, 1.28 ]


Espaulella 2000 4/85 3/86 0.3 % 1.35 [ 0.31, 5.85 ]


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 3/20 0.2 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 0.8 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.2 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/30 2/38 0.1 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/43 1/43 0.1 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 3.8 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 0/32 0/30 Not estimable


Lidder 2013b 0/27 0/31 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 0.4 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.1 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 2.5 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 1/81 0.1 % 0.34 [ 0.01, 8.16 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 1.1 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 4252 4317 29.9 % 0.92 [ 0.79, 1.06 ]


Total events: 310 (Experimental), 351 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 21.60, df = 24 (P = 0.60); I2 =0.0%


Test for overall effect: Z = 1.16 (P = 0.25)


4 Enteral


Bastow 1983a 5/39 4/35 0.4 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.3 % 0.37 [ 0.08, 1.71 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Beier-Holgersen 1999 6/30 7/30 0.7 % 0.86 [ 0.33, 2.25 ]


Bokhorst-de 2000 7/15 9/17 1.3 % 0.88 [ 0.44, 1.78 ]


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.1 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 0/21 1/20 0.1 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.1 % 0.81 [ 0.05, 12.01 ]


Dennis 2006 142/429 147/430 18.0 % 0.97 [ 0.80, 1.17 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Kearns 1992 0/16 2/15 0.1 % 0.19 [ 0.01, 3.63 ]


Ledinghen 1997 5/12 1/10 0.2 % 4.17 [ 0.58, 30.06 ]


Malhotra 2004 27/98 31/97 3.4 % 0.86 [ 0.56, 1.33 ]


Maude 2011 8/27 7/29 0.8 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 11/68 14/68 1.2 % 0.79 [ 0.38, 1.61 ]


Nguyen 2012 4/14 4/14 0.5 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]


Pupelis 2000 2/11 5/18 0.3 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.2 % 0.14 [ 0.02, 1.09 ]


Sabin 1998 2/40 3/40 0.2 % 0.67 [ 0.12, 3.78 ]


Schroeder 1991 1/16 1/16 0.1 % 1.00 [ 0.07, 14.64 ]


Singh 1998 2/21 2/22 0.2 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 1/11 1/15 0.1 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 1/9 0.1 % 0.33 [ 0.02, 7.24 ]


Sullivan 1998 2/8 3/10 0.3 % 0.83 [ 0.18, 3.84 ]


Tong 2006a 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Vicic 2013 5/52 10/49 0.6 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.1 % 0.38 [ 0.05, 3.26 ]


Wu 2007a 6/215 8/108 0.6 % 0.38 [ 0.13, 1.06 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 2/50 5/50 0.3 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 0/15 Not estimable


Zhong 2014 4/60 12/60 0.6 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 1.0 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 2084 1851 32.3 % 0.85 [ 0.74, 0.98 ]


Total events: 270 (Experimental), 317 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 34.37, df = 36 (P = 0.55); I2 =0.0%


Test for overall effect: Z = 2.21 (P = 0.027)


5 Parenteral


Abel 1976 4/20 3/24 0.3 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Bellantone 1988 1/54 10/46 0.2 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 27/60 13/57 2.1 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 146/2312 141/2328 12.7 % 1.04 [ 0.83, 1.30 ]


Chen 2000b 1/10 0/5 0.1 % 1.64 [ 0.08, 34.28 ]


Doglietto 1990 2/13 3/9 0.3 % 0.46 [ 0.10, 2.23 ]


Eneroth 2005 0/40 0/40 Not estimable


Fan 1989 5/64 9/60 0.6 % 0.52 [ 0.19, 1.47 ]


Fan 1994 7/20 6/20 0.8 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 8/153 12/152 0.8 % 0.66 [ 0.28, 1.57 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Herndon 1987 8/13 8/15 1.6 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 2/18 0.1 % 0.56 [ 0.06, 5.63 ]


Lough 1990 4/14 7/15 0.6 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 6/27 5/26 0.6 % 1.16 [ 0.40, 3.33 ]


Müller 1982a 11/66 9/29 1.1 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 1.6 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 4/20 2/20 0.3 % 2.00 [ 0.41, 9.71 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]


Reilly 1990 0/8 0/10 Not estimable


Rimbau 1989 1/10 2/10 0.1 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 0.3 % 2.92 [ 0.71, 12.00 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 0.2 % 1.70 [ 0.33, 8.84 ]


Smith 1988 0/17 2/17 0.1 % 0.20 [ 0.01, 3.88 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Stein 2002 2/40 3/40 0.2 % 0.67 [ 0.12, 3.78 ]


Thompson 1981 2/12 1/9 0.1 % 1.50 [ 0.16, 14.08 ]


Tong 2006b 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 4/30 5/35 0.4 % 0.93 [ 0.28, 3.16 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Woolfson 1989 8/62 8/60 0.8 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 10/215 7/108 0.7 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.2 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.2 % 0.18 [ 0.02, 1.37 ]


Zheng 2001b 0/40 0/15 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Subtotal (95% CI) 3895 3624 28.3 % 0.98 [ 0.85, 1.14 ]


Total events: 306 (Experimental), 299 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 35.07, df = 40 (P = 0.69); I2 =0.0%


Test for overall effect: Z = 0.20 (P = 0.84)


6 Mixed


Breedveld-Peters 4/70 3/75 0.3 % 1.43 [ 0.33, 6.16 ]


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


Sullivan 2004 4/27 3/30 0.3 % 1.48 [ 0.36, 6.03 ]


Williams 1985 4/21 3/22 0.3 % 1.40 [ 0.35, 5.51 ]


Zhu 2012a 3/33 6/16 0.4 % 0.24 [ 0.07, 0.85 ]


Subtotal (95% CI) 179 175 1.5 % 0.77 [ 0.33, 1.76 ]


Total events: 16 (Experimental), 19 (Control)


Heterogeneity: Tau2 = 0.33; Chi2 = 6.36, df = 4 (P = 0.17); I2 =37%


Test for overall effect: Z = 0.63 (P = 0.53)


Total (95% CI) 11260 10827 100.0 % 0.93 [ 0.86, 1.01 ]


Total events: 996 (Experimental), 1067 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 107.66, df = 114 (P = 0.65); I2 =0.0%


Test for overall effect: Z = 1.79 (P = 0.074)


Test for subgroup differences: Chi2 = 4.26, df = 5 (P = 0.51), I2 =0.0%


0.01 0.1 1 10 100


Favours nutrition support Favours control


671Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Analysis 3.4. Comparison 3 Serious adverse event end of intervention, Outcome 4 Serious adverse events -


by medical specialty.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 3 Serious adverse event end of intervention


Outcome: 4 Serious adverse events - by medical specialty


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Cardiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Medical gastroenterology and hepatology


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Bunout 1989 2/17 5/19 0.3 % 0.45 [ 0.10, 2.01 ]


Fan 1994 7/20 6/20 0.8 % 1.17 [ 0.48, 2.86 ]


Kearns 1992 0/16 2/15 0.1 % 0.19 [ 0.01, 3.63 ]


Mezey 1991 6/27 5/26 0.6 % 1.16 [ 0.40, 3.33 ]


Moreno 2016 11/68 14/68 1.2 % 0.79 [ 0.38, 1.61 ]


Naveau 1986 4/20 2/20 0.3 % 2.00 [ 0.41, 9.71 ]


Williams 1985 4/21 3/22 0.3 % 1.40 [ 0.35, 5.51 ]


Zhang 2013 2/50 5/50 0.3 % 0.40 [ 0.08, 1.97 ]


Subtotal (95% CI) 258 260 3.8 % 0.90 [ 0.60, 1.36 ]


Total events: 36 (Experimental), 42 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 5.00, df = 7 (P = 0.66); I2 =0.0%


Test for overall effect: Z = 0.48 (P = 0.63)


3 High risk


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Geriatrics


Anbar 2014 0/22 2/28 0.1 % 0.25 [ 0.01, 5.00 ]


Banerjee 1978 4/28 6/32 0.5 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable
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H,Random,95%


CI


De Sousa 2012 0/20 2/17 0.1 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 0.3 % 1.58 [ 0.39, 6.45 ]


Gariballa 2006 12/223 7/222 0.8 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.2 % 1.05 [ 0.16, 7.10 ]


Hickson 2004 31/292 35/300 3.1 % 0.91 [ 0.58, 1.44 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Larsson 1990a 29/197 55/238 3.8 % 0.64 [ 0.42, 0.96 ]


Ljunggren 2012 0/19 0/20 Not estimable


Neelemaat 2012 14/105 11/105 1.2 % 1.27 [ 0.61, 2.67 ]


Potter 2001 21/183 33/193 2.5 % 0.67 [ 0.40, 1.12 ]


Subtotal (95% CI) 1238 1316 12.5 % 0.85 [ 0.66, 1.08 ]


Total events: 121 (Experimental), 157 (Control)


Heterogeneity: Tau2 = 0.01; Chi2 = 10.75, df = 10 (P = 0.38); I2 =7%


Test for overall effect: Z = 1.34 (P = 0.18)


5 Pulmonary disease


Luo 2012 3/30 7/30 0.4 % 0.43 [ 0.12, 1.50 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Subtotal (95% CI) 59 59 0.6 % 0.44 [ 0.15, 1.28 ]


Total events: 4 (Experimental), 10 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.54, df = 2 (P = 0.76); I2 =0.0%


Test for overall effect: Z = 1.51 (P = 0.13)


6 Endocrinology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


7 Infectious diseases


Maude 2011 8/27 7/29 0.8 % 1.23 [ 0.52, 2.93 ]


Subtotal (95% CI) 27 29 0.8 % 1.23 [ 0.52, 2.93 ]


Total events: 8 (Experimental), 7 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.46 (P = 0.64)


8 Rheumatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable
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9 Haematology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


10 Nephrology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


11 Gastroenterologic surgery


Beier-Holgersen 1999 6/30 7/30 0.7 % 0.86 [ 0.33, 2.25 ]


Bellantone 1988 1/54 10/46 0.2 % 0.09 [ 0.01, 0.64 ]


Brennan 1994 27/60 13/57 2.1 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Chen 1995a 0/8 1/8 0.1 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.1 % 1.64 [ 0.08, 34.28 ]


Doglietto 1996 56/338 61/340 5.8 % 0.92 [ 0.66, 1.28 ]


Fan 1989 5/64 9/60 0.6 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


Hendry 2010 0/30 2/38 0.1 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Keele 1997 2/43 1/43 0.1 % 2.00 [ 0.19, 21.24 ]


Ledinghen 1997 5/12 1/10 0.2 % 4.17 [ 0.58, 30.06 ]


Lidder 2013a 0/32 0/30 Not estimable


Lidder 2013b 0/27 0/31 Not estimable
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Liu 1996b 1/16 2/18 0.1 % 0.56 [ 0.06, 5.63 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 27/98 31/97 3.4 % 0.86 [ 0.56, 1.33 ]


Müller 1982a 11/66 9/29 1.1 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 1.6 % 1.11 [ 0.59, 2.08 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]


Pupelis 2000 2/11 5/18 0.3 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.2 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 1/81 0.1 % 0.34 [ 0.01, 8.16 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Schroeder 1991 1/16 1/16 0.1 % 1.00 [ 0.07, 14.64 ]


Simon 1988 3/15 2/17 0.2 % 1.70 [ 0.33, 8.84 ]


Singh 1998 2/21 2/22 0.2 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 0/17 2/17 0.1 % 0.20 [ 0.01, 3.88 ]


Sonnenfeld 1978 1/11 1/15 0.1 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 1/9 0.1 % 0.33 [ 0.02, 7.24 ]


Thompson 1981 2/12 1/9 0.1 % 1.50 [ 0.16, 14.08 ]


Tong 2006a 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Tong 2006b 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.1 % 0.38 [ 0.05, 3.26 ]


Woolfson 1989 8/62 8/60 0.8 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 6/215 8/108 0.6 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 0.7 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.2 % 0.67 [ 0.13, 3.47 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 1/18 5/16 0.2 % 0.18 [ 0.02, 1.37 ]
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Zheng 2001a 0/65 0/15 Not estimable


Zheng 2001b 0/40 0/15 Not estimable


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 2415 1905 21.6 % 0.86 [ 0.72, 1.02 ]


Total events: 220 (Experimental), 238 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 44.75, df = 46 (P = 0.52); I2 =0.0%


Test for overall effect: Z = 1.73 (P = 0.083)


12 Trauma surgery


Chen 2006 0/21 0/20 Not estimable


Chuntrasakul 1996 1/21 1/17 0.1 % 0.81 [ 0.05, 12.01 ]


Herndon 1987 8/13 8/15 1.6 % 1.15 [ 0.61, 2.19 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Vicic 2013 5/52 10/49 0.6 % 0.47 [ 0.17, 1.28 ]


Subtotal (95% CI) 115 110 2.4 % 0.93 [ 0.55, 1.57 ]


Total events: 16 (Experimental), 20 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 3.03, df = 3 (P = 0.39); I2 =1%


Test for overall effect: Z = 0.27 (P = 0.79)


13 Ortopaedics


Bastow 1983a 5/39 4/35 0.4 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.3 % 0.37 [ 0.08, 1.71 ]


Breedveld-Peters 4/70 3/75 0.3 % 1.43 [ 0.33, 6.16 ]


Duncan 2006 18/150 11/159 1.2 % 1.73 [ 0.85, 3.55 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 4/85 3/86 0.3 % 1.35 [ 0.31, 5.85 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Houwing 2003 0/51 0/52 Not estimable


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.1 % 3.25 [ 0.14, 76.01 ]


Sullivan 1998 2/8 3/10 0.3 % 0.83 [ 0.18, 3.84 ]


Sullivan 2004 4/27 3/30 0.3 % 1.48 [ 0.36, 6.03 ]


Subtotal (95% CI) 597 613 3.4 % 1.39 [ 0.90, 2.14 ]


Total events: 49 (Experimental), 33 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 6.96, df = 9 (P = 0.64); I2 =0.0%


Test for overall effect: Z = 1.48 (P = 0.14)
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14 Plastic, reconstructive, and aesthetic surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


15 Vascular surgery


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Rimbau 1989 1/10 2/10 0.1 % 0.50 [ 0.05, 4.67 ]


Subtotal (95% CI) 29 19 0.1 % 0.50 [ 0.05, 4.67 ]


Total events: 1 (Experimental), 2 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.61 (P = 0.54)


16 Transplant surgery


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]


Lough 1990 4/14 7/15 0.6 % 0.61 [ 0.23, 1.65 ]


Reilly 1990 0/8 0/10 Not estimable


Subtotal (95% CI) 40 44 0.7 % 0.58 [ 0.23, 1.50 ]


Total events: 4 (Experimental), 8 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.11, df = 1 (P = 0.74); I2 =0.0%


Test for overall effect: Z = 1.12 (P = 0.26)


17 Urology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


18 Thoracic surgery


Abel 1976 4/20 3/24 0.3 % 1.60 [ 0.40, 6.32 ]


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Subtotal (95% CI) 290 302 0.5 % 0.47 [ 0.06, 3.62 ]


Total events: 4 (Experimental), 10 (Control)


Heterogeneity: Tau2 = 1.77; Chi2 = 4.37, df = 2 (P = 0.11); I2 =54%


Test for overall effect: Z = 0.72 (P = 0.47)


19 Neurological surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable
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Test for overall effect: not applicable


20 Oro-maxillo-facial surgery


Bokhorst-de 2000 7/15 9/17 1.3 % 0.88 [ 0.44, 1.78 ]


Subtotal (95% CI) 15 17 1.3 % 0.88 [ 0.44, 1.78 ]


Total events: 7 (Experimental), 9 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.35 (P = 0.72)


21 Anaesthesiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


22 Emergency medicine


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Casaer 2011 146/2312 141/2328 12.7 % 1.04 [ 0.83, 1.30 ]


Heidegger 2013 8/153 12/152 0.8 % 0.66 [ 0.28, 1.57 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Nguyen 2012 4/14 4/14 0.5 % 1.00 [ 0.31, 3.23 ]


Sabin 1998 2/40 3/40 0.2 % 0.67 [ 0.12, 3.78 ]


Stein 2002 2/40 3/40 0.2 % 0.67 [ 0.12, 3.78 ]


Subtotal (95% CI) 2590 2608 14.6 % 0.99 [ 0.80, 1.22 ]


Total events: 163 (Experimental), 167 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.68, df = 6 (P = 0.85); I2 =0.0%


Test for overall effect: Z = 0.11 (P = 0.91)


23 Psychiatry


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


24 Neurology


Abalan 1992 0/15 0/14 Not estimable


Dennis 2005 105/2016 108/2007 9.3 % 0.97 [ 0.75, 1.26 ]


Dennis 2006 142/429 147/430 18.0 % 0.97 [ 0.80, 1.17 ]


Gariballa 1998 2/20 3/20 0.2 % 0.67 [ 0.12, 3.57 ]


Zhong 2014 4/60 12/60 0.6 % 0.33 [ 0.11, 0.98 ]


Zhu 2012a 3/33 6/16 0.4 % 0.24 [ 0.07, 0.85 ]
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Zhu 2012b 8/32 7/16 1.0 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 2605 2563 29.4 % 0.78 [ 0.58, 1.06 ]


Total events: 264 (Experimental), 283 (Control)


Heterogeneity: Tau2 = 0.05; Chi2 = 9.68, df = 5 (P = 0.08); I2 =48%


Test for overall effect: Z = 1.58 (P = 0.11)


25 Oncology


Doglietto 1990 2/13 3/9 0.3 % 0.46 [ 0.10, 2.23 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Samuels 1981 7/18 2/15 0.3 % 2.92 [ 0.71, 12.00 ]


Valdivieso 1987 4/30 5/35 0.4 % 0.93 [ 0.28, 3.16 ]


Subtotal (95% CI) 151 158 1.1 % 1.12 [ 0.51, 2.44 ]


Total events: 14 (Experimental), 11 (Control)


Heterogeneity: Tau2 = 0.02; Chi2 = 3.08, df = 3 (P = 0.38); I2 =3%


Test for overall effect: Z = 0.28 (P = 0.78)


26 Dermatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


27 Gynaecology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


28 Mixed


Arias 2008 46/262 31/267 3.6 % 1.51 [ 0.99, 2.31 ]


Choudhry 1996 0/21 1/20 0.1 % 0.32 [ 0.01, 7.38 ]


Johansen 2004 24/108 17/104 2.0 % 1.36 [ 0.78, 2.38 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Starke 2011 2/66 5/66 0.2 % 0.40 [ 0.08, 1.99 ]


Vlaming 2001 12/275 14/274 1.1 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 831 824 7.2 % 1.24 [ 0.92, 1.67 ]


Total events: 85 (Experimental), 70 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 5.30, df = 6 (P = 0.51); I2 =0.0%


Test for overall effect: Z = 1.41 (P = 0.16)
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Total (95% CI) 11260 10827 100.0 % 0.93 [ 0.86, 1.01 ]


Total events: 996 (Experimental), 1067 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 107.66, df = 114 (P = 0.65); I2 =0.0%


Test for overall effect: Z = 1.79 (P = 0.074)


Test for subgroup differences: Chi2 = 13.97, df = 14 (P = 0.45), I2 =0.0%
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Analysis 3.5. Comparison 3 Serious adverse event end of intervention, Outcome 5 Serious adverse events -


based on adequacy of the amount of calories.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 3 Serious adverse event end of intervention


Outcome: 5 Serious adverse events - based on adequacy of the amount of calories


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Clearly adequate in intervention and clearly inadequate in control


Casaer 2011 146/2312 141/2328 12.7 % 1.04 [ 0.83, 1.30 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.1 % 1.64 [ 0.08, 34.28 ]


Chuntrasakul 1996 1/21 1/17 0.1 % 0.81 [ 0.05, 12.01 ]


Eneroth 2005 0/40 0/40 Not estimable


Gariballa 1998 2/20 3/20 0.2 % 0.67 [ 0.12, 3.57 ]


Gazzotti 2003 2/39 2/41 0.2 % 1.05 [ 0.16, 7.10 ]


Heidegger 2013 8/153 12/152 0.8 % 0.66 [ 0.28, 1.57 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Keele 1997 2/43 1/43 0.1 % 2.00 [ 0.19, 21.24 ]
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Ledinghen 1997 5/12 1/10 0.2 % 4.17 [ 0.58, 30.06 ]


Lough 1990 4/14 7/15 0.6 % 0.61 [ 0.23, 1.65 ]


Malhotra 2004 27/98 31/97 3.4 % 0.86 [ 0.56, 1.33 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Neelemaat 2012 14/105 11/105 1.2 % 1.27 [ 0.61, 2.67 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]


Rana 1992 0/20 0/20 Not estimable


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Soop 2004 0/9 1/9 0.1 % 0.33 [ 0.02, 7.24 ]


Starke 2011 2/66 5/66 0.2 % 0.40 [ 0.08, 1.99 ]


Sullivan 1998 2/8 3/10 0.3 % 0.83 [ 0.18, 3.84 ]


Sullivan 2004 4/27 3/30 0.3 % 1.48 [ 0.36, 6.03 ]


Valdivieso 1987 4/30 5/35 0.4 % 0.93 [ 0.28, 3.16 ]


Woolfson 1989 8/62 8/60 0.8 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 6/215 8/108 0.6 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 0.7 % 0.72 [ 0.28, 1.83 ]


Zhang 2013 2/50 5/50 0.3 % 0.40 [ 0.08, 1.97 ]


Subtotal (95% CI) 3802 3603 23.6 % 0.95 [ 0.80, 1.11 ]


Total events: 256 (Experimental), 259 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 14.44, df = 23 (P = 0.91); I2 =0.0%


Test for overall effect: Z = 0.67 (P = 0.50)


2 Inadequate in the experimental or adequate in the control


Abalan 1992 0/15 0/14 Not estimable


Anbar 2014 0/22 2/28 0.1 % 0.25 [ 0.01, 5.00 ]


Bastow 1983a 5/39 4/35 0.4 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.3 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 0.7 % 0.86 [ 0.33, 2.25 ]


Bokhorst-de 2000 7/15 9/17 1.3 % 0.88 [ 0.44, 1.78 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Delmi 1990 4/27 3/32 0.3 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 9.3 % 0.97 [ 0.75, 1.26 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Doglietto 1996 56/338 61/340 5.8 % 0.92 [ 0.66, 1.28 ]


Duncan 2006 18/150 11/159 1.2 % 1.73 [ 0.85, 3.55 ]


Espaulella 2000 4/85 3/86 0.3 % 1.35 [ 0.31, 5.85 ]


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 1.6 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 3.1 % 0.91 [ 0.58, 1.44 ]


Johansen 2004 24/108 17/104 2.0 % 1.36 [ 0.78, 2.38 ]


Ljunggren 2012 0/19 0/20 Not estimable


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Mezey 1991 6/27 5/26 0.6 % 1.16 [ 0.40, 3.33 ]


Naveau 1986 4/20 2/20 0.3 % 2.00 [ 0.41, 9.71 ]


Potter 2001 21/183 33/193 2.5 % 0.67 [ 0.40, 1.12 ]


Pupelis 2001 1/30 7/30 0.2 % 0.14 [ 0.02, 1.09 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Schroeder 1991 1/16 1/16 0.1 % 1.00 [ 0.07, 14.64 ]


Stein 2002 2/40 3/40 0.2 % 0.67 [ 0.12, 3.78 ]


Subtotal (95% CI) 3662 3673 30.6 % 0.97 [ 0.84, 1.13 ]


Total events: 316 (Experimental), 328 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 19.93, df = 23 (P = 0.65); I2 =0.0%


Test for overall effect: Z = 0.35 (P = 0.73)


3 Experimental group is overfed


Bunout 1989 2/17 5/19 0.3 % 0.45 [ 0.10, 2.01 ]


Chen 2006 0/21 0/20 Not estimable


Fan 1989 7/20 6/20 0.8 % 1.17 [ 0.48, 2.86 ]


Kearns 1992 0/16 2/15 0.1 % 0.19 [ 0.01, 3.63 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Singh 1998 2/21 2/22 0.2 % 1.05 [ 0.16, 6.77 ]


Subtotal (95% CI) 112 112 1.4 % 0.85 [ 0.44, 1.67 ]


Total events: 12 (Experimental), 16 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.31, df = 4 (P = 0.68); I2 =0.0%
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Test for overall effect: Z = 0.46 (P = 0.65)


4 Unclear intake in control or experimental


Abel 1976 4/20 3/24 0.3 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Arias 2008 46/262 31/267 3.6 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.5 % 0.76 [ 0.24, 2.43 ]


Bellantone 1988 1/54 10/46 0.2 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Breedveld-Peters 4/70 3/75 0.3 % 1.43 [ 0.33, 6.16 ]


Brennan 1994 27/60 13/57 2.1 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.1 % 0.33 [ 0.02, 7.14 ]


Choudhry 1996 0/21 1/20 0.1 % 0.32 [ 0.01, 7.38 ]


De Sousa 2012 0/20 2/17 0.1 % 0.17 [ 0.01, 3.34 ]


Dennis 2006 142/429 147/430 18.0 % 0.97 [ 0.80, 1.17 ]


Doglietto 1990 2/13 3/9 0.3 % 0.46 [ 0.10, 2.23 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Fan 1994 5/64 9/60 0.6 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


Gariballa 2006 12/223 7/222 0.8 % 1.71 [ 0.68, 4.25 ]


Hendry 2010 0/30 2/38 0.1 % 0.25 [ 0.01, 5.05 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Houwing 2003 0/51 0/52 Not estimable


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Larsson 1990a 29/197 55/238 3.8 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 0/32 0/30 Not estimable


Lidder 2013b 0/27 0/31 Not estimable


Liu 1996b 1/16 2/18 0.1 % 0.56 [ 0.06, 5.63 ]


Luo 2012 3/30 7/30 0.4 % 0.43 [ 0.12, 1.50 ]


Maude 2011 8/27 7/29 0.8 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.1 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 11/68 14/68 1.2 % 0.79 [ 0.38, 1.61 ]


Müller 1982a 11/66 9/29 1.1 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 1.6 % 1.11 [ 0.59, 2.08 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]


Nguyen 2012 4/14 4/14 0.5 % 1.00 [ 0.31, 3.23 ]


Pupelis 2000 2/11 5/18 0.3 % 0.65 [ 0.15, 2.81 ]


Reilly 1990 0/8 0/10 Not estimable


Reissman 1995 0/80 1/81 0.1 % 0.34 [ 0.01, 8.16 ]


Rimbau 1989 1/10 2/10 0.1 % 0.50 [ 0.05, 4.67 ]


Sabin 1998 2/40 3/40 0.2 % 0.67 [ 0.12, 3.78 ]


Samuels 1981 7/18 2/15 0.3 % 2.92 [ 0.71, 12.00 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 0.2 % 1.70 [ 0.33, 8.84 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 0/17 2/17 0.1 % 0.20 [ 0.01, 3.88 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 1/11 1/15 0.1 % 1.36 [ 0.10, 19.50 ]


Thompson 1981 2/12 1/9 0.1 % 1.50 [ 0.16, 14.08 ]


Tong 2006a 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Tong 2006b 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 0.6 % 0.47 [ 0.17, 1.28 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Vlaming 2001 12/275 14/274 1.1 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.1 % 0.38 [ 0.05, 3.26 ]


Williams 1985 4/21 3/22 0.3 % 1.40 [ 0.35, 5.51 ]


Xu 1998a 2/16 3/16 0.2 % 0.67 [ 0.13, 3.47 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 1/18 5/16 0.2 % 0.18 [ 0.02, 1.37 ]


Zheng 2001a 0/65 0/15 Not estimable


Zheng 2001b 0/40 0/15 Not estimable


Zhong 2014 4/60 12/60 0.6 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.4 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 1.0 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 3684 3439 44.5 % 0.83 [ 0.70, 0.98 ]


Total events: 412 (Experimental), 464 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 70.62, df = 61 (P = 0.19); I2 =14%


Test for overall effect: Z = 2.19 (P = 0.028)


Total (95% CI) 11260 10827 100.0 % 0.93 [ 0.86, 1.01 ]


Total events: 996 (Experimental), 1067 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 107.66, df = 114 (P = 0.65); I2 =0.0%


Test for overall effect: Z = 1.79 (P = 0.074)


Test for subgroup differences: Chi2 = 2.25, df = 3 (P = 0.52), I2 =0.0%
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Analysis 3.6. Comparison 3 Serious adverse event end of intervention, Outcome 6 Serious adverse events -


different screening tools.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 3 Serious adverse event end of intervention


Outcome: 6 Serious adverse events - different screening tools


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 NRS 2002


Casaer 2011 146/2312 141/2328 12.7 % 1.04 [ 0.83, 1.30 ]


Johansen 2004 24/108 17/104 2.0 % 1.36 [ 0.78, 2.38 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Starke 2011 2/66 5/66 0.2 % 0.40 [ 0.08, 1.99 ]


Subtotal (95% CI) 2528 2536 15.0 % 1.06 [ 0.87, 1.31 ]


Total events: 173 (Experimental), 164 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.21, df = 3 (P = 0.53); I2 =0.0%


Test for overall effect: Z = 0.58 (P = 0.56)


2 MUST


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 MNA


De Sousa 2012 0/20 2/17 0.1 % 0.17 [ 0.01, 3.34 ]


Gazzotti 2003 2/39 2/41 0.2 % 1.05 [ 0.16, 7.10 ]


Subtotal (95% CI) 59 58 0.2 % 0.61 [ 0.12, 3.18 ]


Total events: 2 (Experimental), 4 (Control)


Heterogeneity: Tau2 = 0.06; Chi2 = 1.04, df = 1 (P = 0.31); I2 =4%


Test for overall effect: Z = 0.59 (P = 0.56)


4 SGA


Arias 2008 46/262 31/267 3.6 % 1.51 [ 0.99, 2.31 ]


Wu 2007a 6/215 8/108 0.6 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 0.7 % 0.72 [ 0.28, 1.83 ]


Subtotal (95% CI) 692 483 4.9 % 0.82 [ 0.35, 1.92 ]


Total events: 62 (Experimental), 46 (Control)


Heterogeneity: Tau2 = 0.40; Chi2 = 7.07, df = 2 (P = 0.03); I2 =72%


Test for overall effect: Z = 0.45 (P = 0.65)


5 Other means
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.3 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Anbar 2014 0/22 2/28 0.1 % 0.25 [ 0.01, 5.00 ]


Banerjee 1978 4/28 6/32 0.5 % 0.76 [ 0.24, 2.43 ]


Bastow 1983a 5/39 4/35 0.4 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.3 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 0.7 % 0.86 [ 0.33, 2.25 ]


Bellantone 1988 1/54 10/46 0.2 % 0.09 [ 0.01, 0.64 ]


Bokhorst-de 2000 7/15 9/17 1.3 % 0.88 [ 0.44, 1.78 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 4/70 3/75 0.3 % 1.43 [ 0.33, 6.16 ]


Brennan 1994 27/60 13/57 2.1 % 1.97 [ 1.13, 3.43 ]


Bunout 1989 2/17 5/19 0.3 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.1 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.1 % 1.64 [ 0.08, 34.28 ]


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 0/21 1/20 0.1 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.1 % 0.81 [ 0.05, 12.01 ]


Delmi 1990 4/27 3/32 0.3 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 9.3 % 0.97 [ 0.75, 1.26 ]


Dennis 2006 142/429 147/430 18.0 % 0.97 [ 0.80, 1.17 ]


Doglietto 1990 2/13 3/9 0.3 % 0.46 [ 0.10, 2.23 ]


Doglietto 1996 56/338 61/340 5.8 % 0.92 [ 0.66, 1.28 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Duncan 2006 18/150 11/159 1.2 % 1.73 [ 0.85, 3.55 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 4/85 3/86 0.3 % 1.35 [ 0.31, 5.85 ]


Fan 1989 5/64 9/60 0.6 % 0.52 [ 0.19, 1.47 ]


Fan 1994 7/20 6/20 0.8 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 3/20 0.2 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 0.8 % 1.71 [ 0.68, 4.25 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Heidegger 2013 8/153 12/152 0.8 % 0.66 [ 0.28, 1.57 ]


Hendry 2010 0/30 2/38 0.1 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 1.6 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 3.1 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Kearns 1992 0/16 2/15 0.1 % 0.19 [ 0.01, 3.63 ]


Keele 1997 2/43 1/43 0.1 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 3.8 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 5/12 1/10 0.2 % 4.17 [ 0.58, 30.06 ]


Lidder 2013a 0/32 0/30 Not estimable
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Lidder 2013b 0/27 0/31 Not estimable


Liu 1996b 1/16 2/18 0.1 % 0.56 [ 0.06, 5.63 ]


Ljunggren 2012 0/19 0/20 Not estimable


Lough 1990 4/14 7/15 0.6 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.4 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 27/98 31/97 3.4 % 0.86 [ 0.56, 1.33 ]


Maude 2011 8/27 7/29 0.8 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 6/27 5/26 0.6 % 1.16 [ 0.40, 3.33 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.1 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 11/68 14/68 1.2 % 0.79 [ 0.38, 1.61 ]


Müller 1982a 11/66 9/29 1.1 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 1.6 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 4/20 2/20 0.3 % 2.00 [ 0.41, 9.71 ]


Neelemaat 2012 14/105 11/105 1.2 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]


Nguyen 2012 4/14 4/14 0.5 % 1.00 [ 0.31, 3.23 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]


Potter 2001 21/183 33/193 2.5 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 2/11 5/18 0.3 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.2 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Reissman 1995 0/80 1/81 0.1 % 0.34 [ 0.01, 8.16 ]


Rimbau 1989 1/10 2/10 0.1 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 2/40 3/40 0.2 % 0.67 [ 0.12, 3.78 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Samuels 1981 7/18 2/15 0.3 % 2.92 [ 0.71, 12.00 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Schroeder 1991 1/16 1/16 0.1 % 1.00 [ 0.07, 14.64 ]


Simon 1988 3/15 2/17 0.2 % 1.70 [ 0.33, 8.84 ]


Singh 1998 2/21 2/22 0.2 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 0/17 2/17 0.1 % 0.20 [ 0.01, 3.88 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 1/11 1/15 0.1 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 1/9 0.1 % 0.33 [ 0.02, 7.24 ]


Stein 2002 2/40 3/40 0.2 % 0.67 [ 0.12, 3.78 ]


Sullivan 1998 2/8 3/10 0.3 % 0.83 [ 0.18, 3.84 ]


Sullivan 2004 4/27 3/30 0.3 % 1.48 [ 0.36, 6.03 ]


Thompson 1981 2/12 1/9 0.1 % 1.50 [ 0.16, 14.08 ]


Tong 2006a 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Tong 2006b 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 4/30 5/35 0.4 % 0.93 [ 0.28, 3.16 ]


Vicic 2013 5/52 10/49 0.6 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 1.1 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.1 % 0.38 [ 0.05, 3.26 ]


Williams 1985 4/21 3/22 0.3 % 1.40 [ 0.35, 5.51 ]


Woolfson 1989 8/62 8/60 0.8 % 0.97 [ 0.39, 2.41 ]


Xu 1998a 2/16 3/16 0.2 % 0.67 [ 0.13, 3.47 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 1/18 5/16 0.2 % 0.18 [ 0.02, 1.37 ]


Zhang 2013 2/50 5/50 0.3 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 0/15 Not estimable


Zheng 2001b 0/40 0/15 Not estimable


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


690Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zhong 2014 4/60 12/60 0.6 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.4 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 1.0 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 7981 7750 79.9 % 0.90 [ 0.82, 0.98 ]


Total events: 759 (Experimental), 853 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 93.67, df = 105 (P = 0.78); I2 =0.0%


Test for overall effect: Z = 2.40 (P = 0.016)


Total (95% CI) 11260 10827 100.0 % 0.93 [ 0.86, 1.01 ]


Total events: 996 (Experimental), 1067 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 107.66, df = 114 (P = 0.65); I2 =0.0%


Test for overall effect: Z = 1.79 (P = 0.074)


Test for subgroup differences: Chi2 = 2.52, df = 3 (P = 0.47), I2 =0.0%
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Analysis 3.7. Comparison 3 Serious adverse event end of intervention, Outcome 7 Serious adverse events -


participants characterised as ’at nutritional risk’ due to one of the following conditions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 3 Serious adverse event end of intervention


Outcome: 7 Serious adverse events - participants characterised as ’at nutritional risk’ due to one of the following conditions


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Major surgery


Abel 1976 4/20 3/24 0.3 % 1.60 [ 0.40, 6.32 ]


Bastow 1983a 5/39 4/35 0.4 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.3 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 0.7 % 0.86 [ 0.33, 2.25 ]


Bellantone 1988 1/54 10/46 0.2 % 0.09 [ 0.01, 0.64 ]


Brennan 1994 27/60 13/57 2.1 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.1 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.1 % 1.64 [ 0.08, 34.28 ]


Doglietto 1996 56/338 61/340 5.8 % 0.92 [ 0.66, 1.28 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Fan 1989 5/64 9/60 0.6 % 0.52 [ 0.19, 1.47 ]


Fan 1994 7/20 6/20 0.8 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]


Hendry 2010 0/30 2/38 0.1 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Henriksen 2003b 0/16 0/8 Not estimable


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Keele 1997 2/43 1/43 0.1 % 2.00 [ 0.19, 21.24 ]


Lidder 2013a 0/32 0/30 Not estimable


Lidder 2013b 0/27 0/31 Not estimable


Lough 1990 4/14 7/15 0.6 % 0.61 [ 0.23, 1.65 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 27/98 31/97 3.4 % 0.86 [ 0.56, 1.33 ]


Müller 1982a 11/66 9/29 1.1 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 1.6 % 1.11 [ 0.59, 2.08 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]


Pupelis 2000 2/11 5/18 0.3 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.2 % 0.14 [ 0.02, 1.09 ]


Reilly 1990 0/8 0/10 Not estimable


Reissman 1995 0/80 1/81 0.1 % 0.34 [ 0.01, 8.16 ]


Rimbau 1989 1/10 2/10 0.1 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Schroeder 1991 1/16 1/16 0.1 % 1.00 [ 0.07, 14.64 ]


Singh 1998 2/21 2/22 0.2 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 0/17 2/17 0.1 % 0.20 [ 0.01, 3.88 ]


Sonnenfeld 1978 1/11 1/15 0.1 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 1/9 0.1 % 0.33 [ 0.02, 7.24 ]


Thompson 1981 2/12 1/9 0.1 % 1.50 [ 0.16, 14.08 ]


Tong 2006a 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Tong 2006b 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.1 % 0.38 [ 0.05, 3.26 ]


Woolfson 1989 8/62 8/60 0.8 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 6/215 8/108 0.6 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 0.7 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.2 % 0.67 [ 0.13, 3.47 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 1/18 5/16 0.2 % 0.18 [ 0.02, 1.37 ]


Zheng 2001a 0/65 0/15 Not estimable


Zheng 2001b 0/40 0/15 Not estimable


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 2840 2340 23.9 % 0.84 [ 0.71, 0.99 ]


Total events: 234 (Experimental), 268 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 48.41, df = 52 (P = 0.62); I2 =0.0%


Test for overall effect: Z = 2.13 (P = 0.034)


2 Stroke


Dennis 2005 105/2016 108/2007 9.3 % 0.97 [ 0.75, 1.26 ]


Dennis 2006 142/429 147/430 18.0 % 0.97 [ 0.80, 1.17 ]


Gariballa 1998 2/20 3/20 0.2 % 0.67 [ 0.12, 3.57 ]


Zhong 2014 4/60 12/60 0.6 % 0.33 [ 0.11, 0.98 ]


Zhu 2012a 3/33 6/16 0.4 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 1.0 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 2590 2549 29.4 % 0.78 [ 0.58, 1.06 ]


Total events: 264 (Experimental), 283 (Control)


Heterogeneity: Tau2 = 0.05; Chi2 = 9.68, df = 5 (P = 0.08); I2 =48%


Test for overall effect: Z = 1.58 (P = 0.11)


3 ICU participants including trauma


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Casaer 2011 146/2312 141/2328 12.7 % 1.04 [ 0.83, 1.30 ]


Chen 2006 0/21 0/20 Not estimable


Chuntrasakul 1996 1/21 1/17 0.1 % 0.81 [ 0.05, 12.01 ]


Heidegger 2013 8/153 12/152 0.8 % 0.66 [ 0.28, 1.57 ]


Herndon 1987 8/13 8/15 1.6 % 1.15 [ 0.61, 2.19 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Nguyen 2012 4/14 4/14 0.5 % 1.00 [ 0.31, 3.23 ]


Sabin 1998 2/40 3/40 0.2 % 0.67 [ 0.12, 3.78 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Stein 2002 2/40 3/40 0.2 % 0.67 [ 0.12, 3.78 ]


Vicic 2013 5/52 10/49 0.6 % 0.47 [ 0.17, 1.28 ]


Subtotal (95% CI) 2705 2718 17.0 % 0.98 [ 0.81, 1.19 ]


Total events: 179 (Experimental), 187 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 5.58, df = 10 (P = 0.85); I2 =0.0%


Test for overall effect: Z = 0.21 (P = 0.84)


4 Frail elderly participants with less severe conditions known to increase protein requirements


Anbar 2014 0/22 2/28 0.1 % 0.25 [ 0.01, 5.00 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 4/70 3/75 0.3 % 1.43 [ 0.33, 6.16 ]


Delmi 1990 4/27 3/32 0.3 % 1.58 [ 0.39, 6.45 ]


Duncan 2006 18/150 11/159 1.2 % 1.73 [ 0.85, 3.55 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 4/85 3/86 0.3 % 1.35 [ 0.31, 5.85 ]


Gazzotti 2003 2/39 2/41 0.2 % 1.05 [ 0.16, 7.10 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Hickson 2004 31/292 35/300 3.1 % 0.91 [ 0.58, 1.44 ]


Houwing 2003 0/51 0/52 Not estimable


Liu 1996b 1/16 2/18 0.1 % 0.56 [ 0.06, 5.63 ]


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 0.4 % 0.43 [ 0.12, 1.50 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.1 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 2.5 % 0.67 [ 0.40, 1.12 ]


Sullivan 1998 2/8 3/10 0.3 % 0.83 [ 0.18, 3.84 ]


Sullivan 2004 4/27 3/30 0.3 % 1.48 [ 0.36, 6.03 ]


Subtotal (95% CI) 1173 1233 9.3 % 0.97 [ 0.75, 1.26 ]


Total events: 104 (Experimental), 108 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 13.15, df = 14 (P = 0.51); I2 =0.0%


Test for overall effect: Z = 0.24 (P = 0.81)


5 Participants do not fall into one of the categories above
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Arias 2008 46/262 31/267 3.6 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.5 % 0.76 [ 0.24, 2.43 ]


Bokhorst-de 2000 7/15 9/17 1.3 % 0.88 [ 0.44, 1.78 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Bunout 1989 2/17 5/19 0.3 % 0.45 [ 0.10, 2.01 ]


Choudhry 1996 0/21 1/20 0.1 % 0.32 [ 0.01, 7.38 ]


De Sousa 2012 0/20 2/17 0.1 % 0.17 [ 0.01, 3.34 ]


Doglietto 1990 2/13 3/9 0.3 % 0.46 [ 0.10, 2.23 ]


Gariballa 2006 12/223 7/222 0.8 % 1.71 [ 0.68, 4.25 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Johansen 2004 24/108 17/104 2.0 % 1.36 [ 0.78, 2.38 ]


Kearns 1992 0/16 2/15 0.1 % 0.19 [ 0.01, 3.63 ]


Larsson 1990a 29/197 55/238 3.8 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 5/12 1/10 0.2 % 4.17 [ 0.58, 30.06 ]


Maude 2011 8/27 7/29 0.8 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 6/27 5/26 0.6 % 1.16 [ 0.40, 3.33 ]


Moreno 2016 11/68 14/68 1.2 % 0.79 [ 0.38, 1.61 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Naveau 1986 4/20 2/20 0.3 % 2.00 [ 0.41, 9.71 ]


Neelemaat 2012 14/105 11/105 1.2 % 1.27 [ 0.61, 2.67 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Rana 1992 0/20 0/20 Not estimable


Samuels 1981 7/18 2/15 0.3 % 2.92 [ 0.71, 12.00 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 0.2 % 1.70 [ 0.33, 8.84 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Starke 2011 2/66 5/66 0.2 % 0.40 [ 0.08, 1.99 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Valdivieso 1987 4/30 5/35 0.4 % 0.93 [ 0.28, 3.16 ]


Vlaming 2001 12/275 14/274 1.1 % 0.85 [ 0.40, 1.81 ]


Williams 1985 4/21 3/22 0.3 % 1.40 [ 0.35, 5.51 ]


Zhang 2013 2/50 5/50 0.3 % 0.40 [ 0.08, 1.97 ]


Subtotal (95% CI) 1952 1987 20.4 % 1.01 [ 0.85, 1.21 ]


Total events: 215 (Experimental), 221 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 28.83, df = 29 (P = 0.47); I2 =0.0%


Test for overall effect: Z = 0.16 (P = 0.88)


Total (95% CI) 11260 10827 100.0 % 0.93 [ 0.86, 1.01 ]


Total events: 996 (Experimental), 1067 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 107.66, df = 114 (P = 0.65); I2 =0.0%


Test for overall effect: Z = 1.79 (P = 0.074)


Test for subgroup differences: Chi2 = 4.06, df = 4 (P = 0.40), I2 =1%
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Analysis 3.8. Comparison 3 Serious adverse event end of intervention, Outcome 8 Serious adverse events -


participants characterised as ’at nutritional risk’ due to one of the following criteria.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 3 Serious adverse event end of intervention


Outcome: 8 Serious adverse events - participants characterised as ’at nutritional risk’ due to one of the following criteria


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 BMI less than 20.5 kg/m2


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]


Neelemaat 2012 14/105 11/105 1.2 % 1.27 [ 0.61, 2.67 ]


Subtotal (95% CI) 123 124 1.2 % 1.19 [ 0.58, 2.45 ]


Total events: 14 (Experimental), 12 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.62, df = 1 (P = 0.43); I2 =0.0%


Test for overall effect: Z = 0.47 (P = 0.64)


2 Weight loss of at least 5% during the last three months


Ollenschläger 1992 0/16 0/16 Not estimable


Subtotal (95% CI) 16 16 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 Weight loss of at least 10% during the last six months


Bokhorst-de 2000 7/15 9/17 1.3 % 0.88 [ 0.44, 1.78 ]


Subtotal (95% CI) 15 17 1.3 % 0.88 [ 0.44, 1.78 ]


Total events: 7 (Experimental), 9 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.35 (P = 0.72)


4 Insufficient food intake during the last week (50% of requirements or less)


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Participants characterised as ’at nutritional risk’ by other means


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.3 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Anbar 2014 0/22 2/28 0.1 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 3.6 % 1.51 [ 0.99, 2.31 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Banerjee 1978 4/28 6/32 0.5 % 0.76 [ 0.24, 2.43 ]


Bastow 1983a 5/39 4/35 0.4 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.3 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 0.7 % 0.86 [ 0.33, 2.25 ]


Bellantone 1988 1/54 10/46 0.2 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 4/70 3/75 0.3 % 1.43 [ 0.33, 6.16 ]


Brennan 1994 27/60 13/57 2.1 % 1.97 [ 1.13, 3.43 ]


Bunout 1989 2/17 5/19 0.3 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Casaer 2011 146/2312 141/2328 12.7 % 1.04 [ 0.83, 1.30 ]


Chen 1995a 0/8 1/8 0.1 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.1 % 1.64 [ 0.08, 34.28 ]


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 0/21 1/20 0.1 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.1 % 0.81 [ 0.05, 12.01 ]


De Sousa 2012 0/20 2/17 0.1 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 0.3 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 9.3 % 0.97 [ 0.75, 1.26 ]


Dennis 2006 142/429 147/430 18.0 % 0.97 [ 0.80, 1.17 ]


Doglietto 1990 2/13 3/9 0.3 % 0.46 [ 0.10, 2.23 ]


Doglietto 1996 56/338 61/340 5.8 % 0.92 [ 0.66, 1.28 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Duncan 2006 18/150 11/159 1.2 % 1.73 [ 0.85, 3.55 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 4/85 3/86 0.3 % 1.35 [ 0.31, 5.85 ]


Fan 1989 5/64 9/60 0.6 % 0.52 [ 0.19, 1.47 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Fan 1994 7/20 6/20 0.8 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


Gariballa 1998 2/20 3/20 0.2 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 0.8 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.2 % 1.05 [ 0.16, 7.10 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Heidegger 2013 8/153 12/152 0.8 % 0.66 [ 0.28, 1.57 ]


Hendry 2010 0/30 2/38 0.1 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 1.6 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 3.1 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Johansen 2004 24/108 17/104 2.0 % 1.36 [ 0.78, 2.38 ]


Kearns 1992 0/16 2/15 0.1 % 0.19 [ 0.01, 3.63 ]


Keele 1997 2/43 1/43 0.1 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 3.8 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 5/12 1/10 0.2 % 4.17 [ 0.58, 30.06 ]


Lidder 2013a 0/32 0/30 Not estimable


Lidder 2013b 0/27 0/31 Not estimable


Liu 1996b 1/16 2/18 0.1 % 0.56 [ 0.06, 5.63 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Ljunggren 2012 0/19 0/20 Not estimable


Lough 1990 4/14 7/15 0.6 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.4 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 27/98 31/97 3.4 % 0.86 [ 0.56, 1.33 ]


Maude 2011 8/27 7/29 0.8 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 6/27 5/26 0.6 % 1.16 [ 0.40, 3.33 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.1 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 11/68 14/68 1.2 % 0.79 [ 0.38, 1.61 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Müller 1982a 11/66 9/29 1.1 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 1.6 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 4/20 2/20 0.3 % 2.00 [ 0.41, 9.71 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]


Nguyen 2012 4/14 4/14 0.5 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]


Potter 2001 21/183 33/193 2.5 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 2/11 5/18 0.3 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.2 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Reissman 1995 0/80 1/81 0.1 % 0.34 [ 0.01, 8.16 ]


Rimbau 1989 1/10 2/10 0.1 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 2/40 3/40 0.2 % 0.67 [ 0.12, 3.78 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 0.3 % 2.92 [ 0.71, 12.00 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Schroeder 1991 1/16 1/16 0.1 % 1.00 [ 0.07, 14.64 ]


Simon 1988 3/15 2/17 0.2 % 1.70 [ 0.33, 8.84 ]


Singh 1998 2/21 2/22 0.2 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 0/17 2/17 0.1 % 0.20 [ 0.01, 3.88 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 1/11 1/15 0.1 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 1/9 0.1 % 0.33 [ 0.02, 7.24 ]


Starke 2011 2/66 5/66 0.2 % 0.40 [ 0.08, 1.99 ]


Stein 2002 2/40 3/40 0.2 % 0.67 [ 0.12, 3.78 ]


Sullivan 1998 2/8 3/10 0.3 % 0.83 [ 0.18, 3.84 ]


Sullivan 2004 4/27 3/30 0.3 % 1.48 [ 0.36, 6.03 ]


Thompson 1981 2/12 1/9 0.1 % 1.50 [ 0.16, 14.08 ]


Tong 2006a 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Tong 2006b 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 4/30 5/35 0.4 % 0.93 [ 0.28, 3.16 ]


Vicic 2013 5/52 10/49 0.6 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 1.1 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.1 % 0.38 [ 0.05, 3.26 ]


Williams 1985 4/21 3/22 0.3 % 1.40 [ 0.35, 5.51 ]


Woolfson 1989 8/62 8/60 0.8 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 6/215 8/108 0.6 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 0.7 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.2 % 0.67 [ 0.13, 3.47 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 1/18 5/16 0.2 % 0.18 [ 0.02, 1.37 ]


Zhang 2013 2/50 5/50 0.3 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 0/15 Not estimable


Zheng 2001b 0/40 0/15 Not estimable
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zhong 2014 4/60 12/60 0.6 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.4 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 1.0 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 11106 10670 97.5 % 0.93 [ 0.86, 1.01 ]


Total events: 975 (Experimental), 1046 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 106.58, df = 111 (P = 0.60); I2 =0.0%


Test for overall effect: Z = 1.82 (P = 0.068)


Total (95% CI) 11260 10827 100.0 % 0.93 [ 0.86, 1.01 ]


Total events: 996 (Experimental), 1067 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 107.66, df = 114 (P = 0.65); I2 =0.0%


Test for overall effect: Z = 1.79 (P = 0.074)


Test for subgroup differences: Chi2 = 0.47, df = 2 (P = 0.79), I2 =0.0%
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Analysis 3.9. Comparison 3 Serious adverse event end of intervention, Outcome 9 Serious adverse events -


participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 3 Serious adverse event end of intervention


Outcome: 9 Serious adverse events - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Biomarkers


Chen 1995a 0/8 1/8 0.1 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.1 % 1.64 [ 0.08, 34.28 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Liu 1996b 1/16 2/18 0.1 % 0.56 [ 0.06, 5.63 ]


Luo 2012 3/30 7/30 0.4 % 0.43 [ 0.12, 1.50 ]


Reilly 1990 0/8 0/10 Not estimable


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Subtotal (95% CI) 350 353 0.8 % 0.39 [ 0.16, 0.95 ]


Total events: 5 (Experimental), 18 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.44, df = 5 (P = 0.79); I2 =0.0%


Test for overall effect: Z = 2.07 (P = 0.038)


2 Anthropometric measures


Abel 1976 4/20 3/24 0.3 % 1.60 [ 0.40, 6.32 ]


Bastow 1983a 5/39 4/35 0.4 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.3 % 0.37 [ 0.08, 1.71 ]


Bokhorst-de 2000 7/15 9/17 1.3 % 0.88 [ 0.44, 1.78 ]


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.1 % 3.25 [ 0.14, 76.01 ]


Neelemaat 2012 14/105 11/105 1.2 % 1.27 [ 0.61, 2.67 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Potter 2001 21/183 33/193 2.5 % 0.67 [ 0.40, 1.12 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Samuels 1981 7/18 2/15 0.3 % 2.92 [ 0.71, 12.00 ]


Smith 1988 0/17 2/17 0.1 % 0.20 [ 0.01, 3.88 ]


Vlaming 2001 12/275 14/274 1.1 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 821 856 7.9 % 0.90 [ 0.68, 1.20 ]


Total events: 77 (Experimental), 91 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 10.59, df = 13 (P = 0.65); I2 =0.0%


Test for overall effect: Z = 0.73 (P = 0.47)


3 Mixed


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Characterised by other means


Abalan 1992 0/15 0/14 Not estimable


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Anbar 2014 0/22 2/28 0.1 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 3.6 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.5 % 0.76 [ 0.24, 2.43 ]


Beier-Holgersen 1999 6/30 7/30 0.7 % 0.86 [ 0.33, 2.25 ]


Bellantone 1988 1/54 10/46 0.2 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 4/70 3/75 0.3 % 1.43 [ 0.33, 6.16 ]


Brennan 1994 27/60 13/57 2.1 % 1.97 [ 1.13, 3.43 ]


Bunout 1989 2/17 5/19 0.3 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Casaer 2011 146/2312 141/2328 12.7 % 1.04 [ 0.83, 1.30 ]


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 0/21 1/20 0.1 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.1 % 0.81 [ 0.05, 12.01 ]


De Sousa 2012 0/20 2/17 0.1 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 0.3 % 1.58 [ 0.39, 6.45 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Dennis 2005 105/2016 108/2007 9.3 % 0.97 [ 0.75, 1.26 ]


Dennis 2006 142/429 147/430 18.0 % 0.97 [ 0.80, 1.17 ]


Doglietto 1990 2/13 3/9 0.3 % 0.46 [ 0.10, 2.23 ]


Doglietto 1996 56/338 61/340 5.8 % 0.92 [ 0.66, 1.28 ]


Duncan 2006 18/150 11/159 1.2 % 1.73 [ 0.85, 3.55 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 4/85 3/86 0.3 % 1.35 [ 0.31, 5.85 ]


Fan 1989 5/64 9/60 0.6 % 0.52 [ 0.19, 1.47 ]


Fan 1994 7/20 6/20 0.8 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


Gariballa 1998 2/20 3/20 0.2 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 0.8 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.2 % 1.05 [ 0.16, 7.10 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Heidegger 2013 8/153 12/152 0.8 % 0.66 [ 0.28, 1.57 ]


Hendry 2010 0/30 2/38 0.1 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 1.6 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 3.1 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Johansen 2004 24/108 17/104 2.0 % 1.36 [ 0.78, 2.38 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Kearns 1992 0/16 2/15 0.1 % 0.19 [ 0.01, 3.63 ]


Keele 1997 2/43 1/43 0.1 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 3.8 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 5/12 1/10 0.2 % 4.17 [ 0.58, 30.06 ]


Lidder 2013a 0/32 0/30 Not estimable


Lidder 2013b 0/27 0/31 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


Lough 1990 4/14 7/15 0.6 % 0.61 [ 0.23, 1.65 ]


Malhotra 2004 27/98 31/97 3.4 % 0.86 [ 0.56, 1.33 ]


Maude 2011 8/27 7/29 0.8 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 6/27 5/26 0.6 % 1.16 [ 0.40, 3.33 ]


Moreno 2016 11/68 14/68 1.2 % 0.79 [ 0.38, 1.61 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Müller 1982a 11/66 9/29 1.1 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 1.6 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 4/20 2/20 0.3 % 2.00 [ 0.41, 9.71 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]


Nguyen 2012 4/14 4/14 0.5 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]


Pupelis 2000 2/11 5/18 0.3 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.2 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 1/81 0.1 % 0.34 [ 0.01, 8.16 ]


Rimbau 1989 1/10 2/10 0.1 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 2/40 3/40 0.2 % 0.67 [ 0.12, 3.78 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Schroeder 1991 1/16 1/16 0.1 % 1.00 [ 0.07, 14.64 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Simon 1988 3/15 2/17 0.2 % 1.70 [ 0.33, 8.84 ]


Singh 1998 2/21 2/22 0.2 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 1/11 1/15 0.1 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 1/9 0.1 % 0.33 [ 0.02, 7.24 ]


Starke 2011 2/66 5/66 0.2 % 0.40 [ 0.08, 1.99 ]


Stein 2002 2/40 3/40 0.2 % 0.67 [ 0.12, 3.78 ]


Sullivan 1998 2/8 3/10 0.3 % 0.83 [ 0.18, 3.84 ]


Sullivan 2004 4/27 3/30 0.3 % 1.48 [ 0.36, 6.03 ]


Thompson 1981 2/12 1/9 0.1 % 1.50 [ 0.16, 14.08 ]


Tong 2006a 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Tong 2006b 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 4/30 5/35 0.4 % 0.93 [ 0.28, 3.16 ]


Vicic 2013 5/52 10/49 0.6 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.1 % 0.38 [ 0.05, 3.26 ]


Williams 1985 4/21 3/22 0.3 % 1.40 [ 0.35, 5.51 ]


Woolfson 1989 8/62 8/60 0.8 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 6/215 8/108 0.6 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 0.7 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.2 % 0.67 [ 0.13, 3.47 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 1/18 5/16 0.2 % 0.18 [ 0.02, 1.37 ]


Zhang 2013 2/50 5/50 0.3 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 0/15 Not estimable


Zheng 2001b 0/40 0/15 Not estimable


Zhong 2014 4/60 12/60 0.6 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.4 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 1.0 % 0.57 [ 0.25, 1.29 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Subtotal (95% CI) 10089 9618 91.3 % 0.94 [ 0.86, 1.02 ]


Total events: 914 (Experimental), 958 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 90.88, df = 94 (P = 0.57); I2 =0.0%


Test for overall effect: Z = 1.46 (P = 0.14)


Total (95% CI) 11260 10827 100.0 % 0.93 [ 0.86, 1.01 ]


Total events: 996 (Experimental), 1067 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 107.66, df = 114 (P = 0.65); I2 =0.0%


Test for overall effect: Z = 1.79 (P = 0.074)


Test for subgroup differences: Chi2 = 3.77, df = 2 (P = 0.15), I2 =47%
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Analysis 3.10. Comparison 3 Serious adverse event end of intervention, Outcome 10 Serious adverse events


- randomisation year.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 3 Serious adverse event end of intervention


Outcome: 10 Serious adverse events - randomisation year


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Before 1960


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 1960 to 1979


Abel 1976 4/20 3/24 0.3 % 1.60 [ 0.40, 6.32 ]


Banerjee 1978 4/28 6/32 0.5 % 0.76 [ 0.24, 2.43 ]


Samuels 1981 7/18 2/15 0.3 % 2.92 [ 0.71, 12.00 ]


Sonnenfeld 1978 1/11 1/15 0.1 % 1.36 [ 0.10, 19.50 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Thompson 1981 2/12 1/9 0.1 % 1.50 [ 0.16, 14.08 ]


Subtotal (95% CI) 89 95 1.3 % 1.40 [ 0.70, 2.78 ]


Total events: 18 (Experimental), 13 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.14, df = 4 (P = 0.71); I2 =0.0%


Test for overall effect: Z = 0.95 (P = 0.34)


3 1980 to 1999


Abalan 1992 0/15 0/14 Not estimable


Bastow 1983a 5/39 4/35 0.4 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.3 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 0.7 % 0.86 [ 0.33, 2.25 ]


Bellantone 1988 1/54 10/46 0.2 % 0.09 [ 0.01, 0.64 ]


Bokhorst-de 2000 7/15 9/17 1.3 % 0.88 [ 0.44, 1.78 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 27/60 13/57 2.1 % 1.97 [ 1.13, 3.43 ]


Bunout 1989 2/17 5/19 0.3 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.1 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.1 % 1.64 [ 0.08, 34.28 ]


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 0/21 1/20 0.1 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.1 % 0.81 [ 0.05, 12.01 ]


Delmi 1990 4/27 3/32 0.3 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 9.3 % 0.97 [ 0.75, 1.26 ]


Dennis 2006 142/429 147/430 18.0 % 0.97 [ 0.80, 1.17 ]


Doglietto 1990 2/13 3/9 0.3 % 0.46 [ 0.10, 2.23 ]


Doglietto 1996 56/338 61/340 5.8 % 0.92 [ 0.66, 1.28 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Espaulella 2000 4/85 3/86 0.3 % 1.35 [ 0.31, 5.85 ]


Fan 1989 5/64 9/60 0.6 % 0.52 [ 0.19, 1.47 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Fan 1994 7/20 6/20 0.8 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 3/20 0.2 % 0.67 [ 0.12, 3.57 ]


Gazzotti 2003 2/39 2/41 0.2 % 1.05 [ 0.16, 7.10 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Herndon 1987 8/13 8/15 1.6 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Houwing 2003 0/51 0/52 Not estimable


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Kearns 1992 0/16 2/15 0.1 % 0.19 [ 0.01, 3.63 ]


Keele 1997 2/43 1/43 0.1 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 3.8 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 5/12 1/10 0.2 % 4.17 [ 0.58, 30.06 ]


Liu 1996b 1/16 2/18 0.1 % 0.56 [ 0.06, 5.63 ]


Lough 1990 4/14 7/15 0.6 % 0.61 [ 0.23, 1.65 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 6/27 5/26 0.6 % 1.16 [ 0.40, 3.33 ]


Müller 1982a 11/66 9/29 1.1 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 1.6 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 4/20 2/20 0.3 % 2.00 [ 0.41, 9.71 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Potter 2001 21/183 33/193 2.5 % 0.67 [ 0.40, 1.12 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Pupelis 2000 2/11 5/18 0.3 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.2 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Reissman 1995 0/80 1/81 0.1 % 0.34 [ 0.01, 8.16 ]


Rimbau 1989 1/10 2/10 0.1 % 0.50 [ 0.05, 4.67 ]


Sabin 1998 2/40 3/40 0.2 % 0.67 [ 0.12, 3.78 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Schroeder 1991 1/16 1/16 0.1 % 1.00 [ 0.07, 14.64 ]


Simon 1988 3/15 2/17 0.2 % 1.70 [ 0.33, 8.84 ]


Singh 1998 2/21 2/22 0.2 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 0/17 2/17 0.1 % 0.20 [ 0.01, 3.88 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Sullivan 1998 2/8 3/10 0.3 % 0.83 [ 0.18, 3.84 ]


Valdivieso 1987 4/30 5/35 0.4 % 0.93 [ 0.28, 3.16 ]


Vlaming 2001 12/275 14/274 1.1 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.1 % 0.38 [ 0.05, 3.26 ]


Williams 1985 4/21 3/22 0.3 % 1.40 [ 0.35, 5.51 ]


Woolfson 1989 8/62 8/60 0.8 % 0.97 [ 0.39, 2.41 ]


Xu 1998a 2/16 3/16 0.2 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.2 % 0.18 [ 0.02, 1.37 ]


Zheng 2001a 0/65 0/15 Not estimable


Zheng 2001b 0/40 0/15 Not estimable


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 5831 5641 60.6 % 0.91 [ 0.82, 1.00 ]


Total events: 566 (Experimental), 636 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 57.03, df = 70 (P = 0.87); I2 =0.0%
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Test for overall effect: Z = 1.90 (P = 0.058)


4 After 1999


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Anbar 2014 0/22 2/28 0.1 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 3.6 % 1.51 [ 0.99, 2.31 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 4/70 3/75 0.3 % 1.43 [ 0.33, 6.16 ]


Casaer 2011 146/2312 141/2328 12.7 % 1.04 [ 0.83, 1.30 ]


De Sousa 2012 0/20 2/17 0.1 % 0.17 [ 0.01, 3.34 ]


Duncan 2006 18/150 11/159 1.2 % 1.73 [ 0.85, 3.55 ]


Eneroth 2005 0/40 0/40 Not estimable


Gariballa 2006 12/223 7/222 0.8 % 1.71 [ 0.68, 4.25 ]


Heidegger 2013 8/153 12/152 0.8 % 0.66 [ 0.28, 1.57 ]


Hendry 2010 0/30 2/38 0.1 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Hickson 2004 31/292 35/300 3.1 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Johansen 2004 24/108 17/104 2.0 % 1.36 [ 0.78, 2.38 ]


Lidder 2013a 0/32 0/30 Not estimable


Lidder 2013b 0/27 0/31 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 0.4 % 0.43 [ 0.12, 1.50 ]


Malhotra 2004 27/98 31/97 3.4 % 0.86 [ 0.56, 1.33 ]


Maude 2011 8/27 7/29 0.8 % 1.23 [ 0.52, 2.93 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.1 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 11/68 14/68 1.2 % 0.79 [ 0.38, 1.61 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Neelemaat 2012 14/105 11/105 1.2 % 1.27 [ 0.61, 2.67 ]


Nguyen 2012 4/14 4/14 0.5 % 1.00 [ 0.31, 3.23 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Soop 2004 0/9 1/9 0.1 % 0.33 [ 0.02, 7.24 ]


Starke 2011 2/66 5/66 0.2 % 0.40 [ 0.08, 1.99 ]


Stein 2002 2/40 3/40 0.2 % 0.67 [ 0.12, 3.78 ]


Sullivan 2004 4/27 3/30 0.3 % 1.48 [ 0.36, 6.03 ]


Tong 2006a 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Tong 2006b 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 0.6 % 0.47 [ 0.17, 1.28 ]


Wu 2007a 6/215 8/108 0.6 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 0.7 % 0.72 [ 0.28, 1.83 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 2/50 5/50 0.3 % 0.40 [ 0.08, 1.97 ]


Zhong 2014 4/60 12/60 0.6 % 0.33 [ 0.11, 0.98 ]


Zhu 2012a 3/33 6/16 0.4 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 1.0 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 5340 5091 38.1 % 0.89 [ 0.75, 1.06 ]


Total events: 412 (Experimental), 418 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 46.83, df = 38 (P = 0.15); I2 =19%


Test for overall effect: Z = 1.30 (P = 0.20)


Total (95% CI) 11260 10827 100.0 % 0.93 [ 0.86, 1.01 ]


Total events: 996 (Experimental), 1067 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 107.66, df = 114 (P = 0.65); I2 =0.0%


Test for overall effect: Z = 1.79 (P = 0.074)


Test for subgroup differences: Chi2 = 1.56, df = 2 (P = 0.46), I2 =0.0%
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Analysis 3.11. Comparison 3 Serious adverse event end of intervention, Outcome 11 Serious adverse events


- trials where the intervention lasts fewer than three days compared with trials where the intervention lasts


three days or more.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 3 Serious adverse event end of intervention


Outcome: 11 Serious adverse events - trials where the intervention lasts fewer than three days compared with trials where the intervention lasts three days or more


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Three days or more


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.3 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Arias 2008 46/262 31/267 3.6 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.5 % 0.76 [ 0.24, 2.43 ]


Bastow 1983a 5/39 4/35 0.4 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.3 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 0.7 % 0.86 [ 0.33, 2.25 ]


Bellantone 1988 1/54 10/46 0.2 % 0.09 [ 0.01, 0.64 ]


Bokhorst-de 2000 7/15 9/17 1.3 % 0.88 [ 0.44, 1.78 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 4/70 3/75 0.3 % 1.43 [ 0.33, 6.16 ]


Brennan 1994 27/60 13/57 2.1 % 1.97 [ 1.13, 3.43 ]


Bunout 1989 2/17 5/19 0.3 % 0.45 [ 0.10, 2.01 ]


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Casaer 2011 146/2312 141/2328 12.7 % 1.04 [ 0.83, 1.30 ]


Chen 1995a 0/8 1/8 0.1 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.1 % 1.64 [ 0.08, 34.28 ]


Chen 2006 0/21 0/20 Not estimable


Chuntrasakul 1996 1/21 1/17 0.1 % 0.81 [ 0.05, 12.01 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


De Sousa 2012 0/20 2/17 0.1 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 0.3 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 9.3 % 0.97 [ 0.75, 1.26 ]


Dennis 2006 142/429 147/430 18.0 % 0.97 [ 0.80, 1.17 ]


Doglietto 1990 2/13 3/9 0.3 % 0.46 [ 0.10, 2.23 ]


Doglietto 1996 56/338 61/340 5.8 % 0.92 [ 0.66, 1.28 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Duncan 2006 18/150 11/159 1.2 % 1.73 [ 0.85, 3.55 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 4/85 3/86 0.3 % 1.35 [ 0.31, 5.85 ]


Fan 1989 5/64 9/60 0.6 % 0.52 [ 0.19, 1.47 ]


Fan 1994 7/20 6/20 0.8 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 3/20 0.2 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 0.8 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.2 % 1.05 [ 0.16, 7.10 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Heidegger 2013 8/153 12/152 0.8 % 0.66 [ 0.28, 1.57 ]


Hendry 2010 0/30 2/38 0.1 % 0.25 [ 0.01, 5.05 ]


Herndon 1987 8/13 8/15 1.6 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 3.1 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Johansen 2004 24/108 17/104 2.0 % 1.36 [ 0.78, 2.38 ]


Kearns 1992 0/16 2/15 0.1 % 0.19 [ 0.01, 3.63 ]


Keele 1997 2/43 1/43 0.1 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 3.8 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 5/12 1/10 0.2 % 4.17 [ 0.58, 30.06 ]


Lidder 2013a 0/32 0/30 Not estimable


Lidder 2013b 0/27 0/31 Not estimable


Liu 1996b 1/16 2/18 0.1 % 0.56 [ 0.06, 5.63 ]


Lough 1990 4/14 7/15 0.6 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.4 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 27/98 31/97 3.4 % 0.86 [ 0.56, 1.33 ]


Mezey 1991 6/27 5/26 0.6 % 1.16 [ 0.40, 3.33 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.1 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 11/68 14/68 1.2 % 0.79 [ 0.38, 1.61 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Müller 1982a 11/66 9/29 1.1 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 1.6 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 4/20 2/20 0.3 % 2.00 [ 0.41, 9.71 ]


Neelemaat 2012 14/105 11/105 1.2 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]


Nguyen 2012 4/14 4/14 0.5 % 1.00 [ 0.31, 3.23 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]


Potter 2001 21/183 33/193 2.5 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 2/11 5/18 0.3 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.2 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Reilly 1990 0/8 0/10 Not estimable


Reissman 1995 0/80 1/81 0.1 % 0.34 [ 0.01, 8.16 ]


Rimbau 1989 1/10 2/10 0.1 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 0.3 % 2.92 [ 0.71, 12.00 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Schroeder 1991 1/16 1/16 0.1 % 1.00 [ 0.07, 14.64 ]


Simon 1988 3/15 2/17 0.2 % 1.70 [ 0.33, 8.84 ]


Singh 1998 2/21 2/22 0.2 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 0/17 2/17 0.1 % 0.20 [ 0.01, 3.88 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Soop 2004 0/9 1/9 0.1 % 0.33 [ 0.02, 7.24 ]


Starke 2011 2/66 5/66 0.2 % 0.40 [ 0.08, 1.99 ]


Sullivan 1998 2/8 3/10 0.3 % 0.83 [ 0.18, 3.84 ]


Sullivan 2004 4/27 3/30 0.3 % 1.48 [ 0.36, 6.03 ]


Thompson 1981 2/12 1/9 0.1 % 1.50 [ 0.16, 14.08 ]


Tong 2006a 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Tong 2006b 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 4/30 5/35 0.4 % 0.93 [ 0.28, 3.16 ]


Vicic 2013 5/52 10/49 0.6 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 1.1 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.1 % 0.38 [ 0.05, 3.26 ]


Williams 1985 4/21 3/22 0.3 % 1.40 [ 0.35, 5.51 ]


Woolfson 1989 8/62 8/60 0.8 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 6/215 8/108 0.6 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 0.7 % 0.72 [ 0.28, 1.83 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Xu 1998a 2/16 3/16 0.2 % 0.67 [ 0.13, 3.47 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 1/18 5/16 0.2 % 0.18 [ 0.02, 1.37 ]


Zhang 2013 2/50 5/50 0.3 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 0/15 Not estimable


Zheng 2001b 0/40 0/15 Not estimable


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.4 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 1.0 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 10916 10492 97.8 % 0.94 [ 0.86, 1.02 ]


Total events: 979 (Experimental), 1036 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 100.58, df = 105 (P = 0.60); I2 =0.0%


Test for overall effect: Z = 1.58 (P = 0.12)


2 Less than three days


Choudhry 1996 0/21 1/20 0.1 % 0.32 [ 0.01, 7.38 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


Maude 2011 8/27 7/29 0.8 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Sabin 1998 2/40 3/40 0.2 % 0.67 [ 0.12, 3.78 ]


Sonnenfeld 1978 1/11 1/15 0.1 % 1.36 [ 0.10, 19.50 ]


Stein 2002 2/40 3/40 0.2 % 0.67 [ 0.12, 3.78 ]


Zhong 2014 4/60 12/60 0.6 % 0.33 [ 0.11, 0.98 ]


Subtotal (95% CI) 307 295 2.1 % 0.67 [ 0.39, 1.16 ]


Total events: 17 (Experimental), 29 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 5.00, df = 7 (P = 0.66); I2 =0.0%


Test for overall effect: Z = 1.42 (P = 0.16)


3 Unknown


Anbar 2014 0/22 2/28 0.1 % 0.25 [ 0.01, 5.00 ]


Capell 1990 0/15 0/12 Not estimable


Subtotal (95% CI) 37 40 0.1 % 0.25 [ 0.01, 5.00 ]


Total events: 0 (Experimental), 2 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.90 (P = 0.37)
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total (95% CI) 11260 10827 100.0 % 0.93 [ 0.86, 1.01 ]


Total events: 996 (Experimental), 1067 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 107.66, df = 114 (P = 0.65); I2 =0.0%


Test for overall effect: Z = 1.79 (P = 0.074)


Test for subgroup differences: Chi2 = 2.12, df = 2 (P = 0.35), I2 =5%
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Analysis 3.12. Comparison 3 Serious adverse event end of intervention, Outcome 12 Serious adverse events


- ’best-worst case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 3 Serious adverse event end of intervention


Outcome: 12 Serious adverse events - ’best-worst case’ scenario


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.7 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/10 2/10 0.3 % 0.50 [ 0.05, 4.67 ]


Anbar 2014 0/23 2/28 0.2 % 0.24 [ 0.01, 4.80 ]


Arias 2008 46/333 98/334 3.6 % 0.47 [ 0.34, 0.65 ]


Banerjee 1978 4/31 6/32 0.9 % 0.69 [ 0.21, 2.21 ]


Bastow 1983a 5/39 4/35 0.8 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.5 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 1.2 % 0.86 [ 0.33, 2.25 ]


Bellantone 1988 1/54 10/46 0.3 % 0.09 [ 0.01, 0.64 ]


Bokhorst-de 2000 7/15 9/17 1.8 % 0.88 [ 0.44, 1.78 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/30 14/30 0.2 % 0.03 [ 0.00, 0.55 ]


Breedveld-Peters 4/73 7/79 0.9 % 0.62 [ 0.19, 2.03 ]


Brennan 1994 27/60 13/57 2.4 % 1.97 [ 1.13, 3.43 ]


Bunout 1989 2/17 5/19 0.6 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/15 2/15 0.2 % 0.20 [ 0.01, 3.85 ]


Casaer 2011 146/2312 141/2328 4.1 % 1.04 [ 0.83, 1.30 ]


Chen 1995a 0/8 1/8 0.2 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.2 % 1.64 [ 0.08, 34.28 ]


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 0/21 1/20 0.1 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.2 % 0.81 [ 0.05, 12.01 ]


De Sousa 2012 0/20 2/17 0.2 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 0.6 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 3.9 % 0.97 [ 0.75, 1.26 ]


Dennis 2006 142/429 147/430 4.3 % 0.97 [ 0.80, 1.17 ]


Doglietto 1990 2/13 10/16 0.7 % 0.25 [ 0.07, 0.93 ]


Doglietto 1996 56/338 61/340 3.5 % 0.92 [ 0.66, 1.28 ]


Dong 1996 0/256 6/264 0.2 % 0.08 [ 0.00, 1.40 ]


Duncan 2006 18/153 17/165 2.1 % 1.14 [ 0.61, 2.13 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 4/85 3/86 0.6 % 1.35 [ 0.31, 5.85 ]


Fan 1989 5/75 24/75 1.3 % 0.21 [ 0.08, 0.52 ]


Fan 1994 7/20 6/20 1.3 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.2 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.3 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Foschi 1986 1/28 4/32 0.3 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/20 4/22 0.2 % 0.12 [ 0.01, 2.13 ]


Gariballa 1998 2/21 4/21 0.5 % 0.50 [ 0.10, 2.44 ]


Gariballa 2006 12/223 7/222 1.3 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.4 % 1.05 [ 0.16, 7.10 ]


Hartgrink 1998 7/70 17/70 1.5 % 0.41 [ 0.18, 0.93 ]


Heidegger 2013 8/153 12/152 1.4 % 0.66 [ 0.28, 1.57 ]


Hendry 2010 0/38 2/38 0.2 % 0.20 [ 0.01, 4.03 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 2.1 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 2.9 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/51 13/51 0.2 % 0.04 [ 0.00, 0.61 ]


Holyday 2012 4/71 1/72 0.3 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jimenez 1995a 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.3 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Johansen 2004 24/108 17/104 2.4 % 1.36 [ 0.78, 2.38 ]


Kearns 1992 0/16 2/15 0.2 % 0.19 [ 0.01, 3.63 ]


Keele 1997 2/47 11/53 0.6 % 0.21 [ 0.05, 0.88 ]


Larsson 1990a 29/250 68/251 3.2 % 0.43 [ 0.29, 0.64 ]


Ledinghen 1997 5/12 1/10 0.3 % 4.17 [ 0.58, 30.06 ]


Lidder 2013a 0/32 0/30 Not estimable


Lidder 2013b 0/27 0/31 Not estimable


Liu 1996b 1/16 2/18 0.3 % 0.56 [ 0.06, 5.63 ]


Ljunggren 2012 0/20 0/20 Not estimable


Lough 1990 4/14 7/15 1.1 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.8 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.3 % 1.85 [ 0.18, 19.19 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Malhotra 2004 27/100 34/100 3.0 % 0.79 [ 0.52, 1.21 ]


Maude 2011 8/27 7/29 1.4 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 6/28 5/26 1.0 % 1.11 [ 0.39, 3.22 ]


Miller 2006a 2/25 2/26 0.4 % 1.04 [ 0.16, 6.83 ]


Miller 2006b 1/24 0/25 0.1 % 3.12 [ 0.13, 73.04 ]


Moreno 2016 11/68 14/68 1.8 % 0.79 [ 0.38, 1.61 ]


Munk 2014 1/44 3/40 0.3 % 0.30 [ 0.03, 2.80 ]


Müller 1982a 11/80 20/40 2.1 % 0.28 [ 0.15, 0.52 ]


Müller 1982b 17/55 20/40 2.6 % 0.62 [ 0.37, 1.02 ]


Naveau 1986 4/20 2/20 0.5 % 2.00 [ 0.41, 9.71 ]


Neelemaat 2012 14/105 11/105 1.7 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]


Nguyen 2012 4/14 4/14 0.9 % 1.00 [ 0.31, 3.23 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]


Potter 2001 21/186 35/195 2.6 % 0.63 [ 0.38, 1.04 ]


Pupelis 2000 1/30 7/30 0.3 % 0.14 [ 0.02, 1.09 ]


Pupelis 2001 2/11 5/18 0.6 % 0.65 [ 0.15, 2.81 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Reissman 1995 0/80 1/81 0.1 % 0.34 [ 0.01, 8.16 ]


Rimbau 1989 1/10 2/10 0.3 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.2 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 2/40 3/40 0.4 % 0.67 [ 0.12, 3.78 ]


Sacks 1995 2/8 1/9 0.3 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/20 2/15 0.6 % 2.63 [ 0.63, 10.88 ]


Saudny-Unterberger 1997 1/17 1/16 0.2 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.2 % 0.90 [ 0.06, 13.62 ]


Schroeder 1991 1/16 1/16 0.2 % 1.00 [ 0.07, 14.64 ]


Simon 1988 3/16 3/18 0.6 % 1.13 [ 0.26, 4.80 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Singh 1998 2/21 2/22 0.4 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.3 % 4.00 [ 0.48, 33.33 ]


Smith 1988 0/17 2/17 0.2 % 0.20 [ 0.01, 3.88 ]


Song 1993 0/12 2/13 0.2 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 1/11 1/15 0.2 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/10 2/10 0.2 % 0.20 [ 0.01, 3.70 ]


Starke 2011 2/67 6/67 0.5 % 0.33 [ 0.07, 1.59 ]


Stein 2002 2/40 3/40 0.4 % 0.67 [ 0.12, 3.78 ]


Sullivan 1998 2/8 3/10 0.6 % 0.83 [ 0.18, 3.84 ]


Sullivan 2004 4/27 3/30 0.6 % 1.48 [ 0.36, 6.03 ]


Thompson 1981 2/12 1/9 0.3 % 1.50 [ 0.16, 14.08 ]


Tong 2006a 0/45 2/18 0.2 % 0.08 [ 0.00, 1.64 ]


Tong 2006b 0/45 2/18 0.2 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 4/30 5/35 0.8 % 0.93 [ 0.28, 3.16 ]


Vicic 2013 5/52 10/49 1.1 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 1.7 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.3 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.3 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/15 4/16 0.3 % 0.27 [ 0.03, 2.12 ]


Williams 1985 4/21 3/22 0.7 % 1.40 [ 0.35, 5.51 ]


Woolfson 1989 8/62 8/60 1.3 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 6/215 8/108 1.1 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 1.2 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.5 % 0.67 [ 0.13, 3.47 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 1/18 5/16 0.3 % 0.18 [ 0.02, 1.37 ]


Zhang 2013 2/50 5/50 0.5 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 0/15 Not estimable


Zheng 2001b 0/40 0/15 Not estimable


Zhong 2014 4/60 12/60 1.0 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zhu 2012a 3/33 6/16 0.8 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 1.5 % 0.57 [ 0.25, 1.29 ]


Total (95% CI) 11531 11026 100.0 % 0.74 [ 0.65, 0.83 ]


Total events: 996 (Experimental), 1266 (Control)


Heterogeneity: Tau2 = 0.08; Chi2 = 163.47, df = 115 (P = 0.002); I2 =30%


Test for overall effect: Z = 4.94 (P < 0.00001)


Test for subgroup differences: Not applicable
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Analysis 3.13. Comparison 3 Serious adverse event end of intervention, Outcome 13 Serious adverse events


- ’worst-best case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 3 Serious adverse event end of intervention


Outcome: 13 Serious adverse events - ’worst-best case’ scenario


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.8 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 2/10 2/10 0.5 % 1.00 [ 0.17, 5.77 ]


Anbar 2014 1/23 2/28 0.3 % 0.61 [ 0.06, 6.30 ]


Arias 2008 117/333 31/334 2.8 % 3.79 [ 2.63, 5.46 ]


Banerjee 1978 7/31 6/32 1.2 % 1.20 [ 0.46, 3.18 ]


Bastow 1983a 5/39 4/35 0.9 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.6 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 1.2 % 0.86 [ 0.33, 2.25 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Bellantone 1988 1/54 10/46 0.4 % 0.09 [ 0.01, 0.64 ]


Bokhorst-de 2000 7/15 9/17 1.8 % 0.88 [ 0.44, 1.78 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 18/30 0/30 0.2 % 37.00 [ 2.33, 587.26 ]


Breedveld-Peters 7/73 3/79 0.8 % 2.53 [ 0.68, 9.40 ]


Brennan 1994 27/60 13/57 2.2 % 1.97 [ 1.13, 3.43 ]


Bunout 1989 2/17 5/19 0.7 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 1/15 1/15 0.2 % 1.00 [ 0.07, 14.55 ]


Casaer 2011 146/2312 141/2328 3.2 % 1.04 [ 0.83, 1.30 ]


Chen 1995a 0/8 1/8 0.2 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.2 % 1.64 [ 0.08, 34.28 ]


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.2 % 0.81 [ 0.05, 12.01 ]


De Sousa 2012 0/20 2/17 0.2 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 0.7 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 3.1 % 0.97 [ 0.75, 1.26 ]


Dennis 2006 142/429 147/430 3.3 % 0.97 [ 0.80, 1.17 ]


Doglietto 1990 2/13 10/16 0.8 % 0.25 [ 0.07, 0.93 ]


Doglietto 1996 56/338 61/340 2.9 % 0.92 [ 0.66, 1.28 ]


Dong 1996 0/256 6/264 0.2 % 0.08 [ 0.00, 1.40 ]


Duncan 2006 21/153 11/165 1.8 % 2.06 [ 1.03, 4.13 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 4/85 3/86 0.7 % 1.35 [ 0.31, 5.85 ]


Fan 1989 16/75 9/75 1.7 % 1.78 [ 0.84, 3.77 ]


Fan 1994 7/20 6/20 1.4 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.2 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.3 % 1.41 [ 0.13, 14.88 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.4 % 0.29 [ 0.03, 2.41 ]


F rli 2001 2/20 1/22 0.3 % 2.20 [ 0.22, 22.45 ]


Gariballa 1998 3/21 3/21 0.7 % 1.00 [ 0.23, 4.40 ]


Gariballa 2006 12/223 7/222 1.3 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.4 % 1.05 [ 0.16, 7.10 ]


Hartgrink 1998 22/70 0/70 0.2 % 45.00 [ 2.78, 727.58 ]


Heidegger 2013 8/153 12/152 1.4 % 0.66 [ 0.28, 1.57 ]


Hendry 2010 8/38 2/38 0.7 % 4.00 [ 0.91, 17.62 ]


Henriksen 2003a 0/16 1/8 0.2 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 2.0 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 2.5 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 35/51 5/51 1.5 % 7.00 [ 2.98, 16.42 ]


Holyday 2012 4/71 1/72 0.3 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jimenez 1995a 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.3 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Johansen 2004 24/108 17/104 2.2 % 1.36 [ 0.78, 2.38 ]


Kearns 1992 0/16 2/15 0.2 % 0.19 [ 0.01, 3.63 ]


Keele 1997 6/47 1/53 0.4 % 6.77 [ 0.85, 54.17 ]


Larsson 1990a 82/250 55/251 3.0 % 1.50 [ 1.12, 2.01 ]


Ledinghen 1997 5/12 1/10 0.4 % 4.17 [ 0.58, 30.06 ]


Lidder 2013a 0/32 0/30 Not estimable


Lidder 2013b 0/27 0/31 Not estimable


Liu 1996b 1/16 2/18 0.3 % 0.56 [ 0.06, 5.63 ]


Ljunggren 2012 1/20 0/20 0.2 % 3.00 [ 0.13, 69.52 ]


Lough 1990 4/14 7/15 1.2 % 0.61 [ 0.23, 1.65 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Luo 2012 3/30 7/30 0.9 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.3 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 29/100 31/100 2.6 % 0.94 [ 0.61, 1.43 ]


Maude 2011 8/27 7/29 1.4 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 7/28 5/26 1.2 % 1.30 [ 0.47, 3.59 ]


Miller 2006a 3/25 1/26 0.3 % 3.12 [ 0.35, 28.03 ]


Miller 2006b 2/24 0/25 0.2 % 5.20 [ 0.26, 103.03 ]


Moreno 2016 11/68 14/68 1.8 % 0.79 [ 0.38, 1.61 ]


Munk 2014 3/44 1/40 0.3 % 2.73 [ 0.30, 25.17 ]


Müller 1982a 25/80 9/40 1.9 % 1.39 [ 0.72, 2.69 ]


Müller 1982b 26/55 10/40 2.0 % 1.89 [ 1.03, 3.46 ]


Naveau 1986 4/20 2/20 0.6 % 2.00 [ 0.41, 9.71 ]


Neelemaat 2012 14/105 11/105 1.7 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 1/10 0.2 % 0.37 [ 0.02, 8.01 ]


Nguyen 2012 4/14 4/14 1.0 % 1.00 [ 0.31, 3.23 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 1/20 0.2 % 0.33 [ 0.01, 7.72 ]


Potter 2001 24/186 33/195 2.4 % 0.76 [ 0.47, 1.24 ]


Pupelis 2000 1/30 7/30 0.4 % 0.14 [ 0.02, 1.09 ]


Pupelis 2001 2/11 5/18 0.7 % 0.65 [ 0.15, 2.81 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Reissman 1995 0/80 1/81 0.2 % 0.34 [ 0.01, 8.16 ]


Rimbau 1989 1/10 2/10 0.3 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.2 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 2/40 3/40 0.5 % 0.67 [ 0.12, 3.78 ]


Sacks 1995 2/8 1/9 0.3 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 9/20 2/15 0.8 % 3.38 [ 0.85, 13.39 ]


Saudny-Unterberger 1997 1/17 1/16 0.2 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.2 % 0.90 [ 0.06, 13.62 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Schroeder 1991 1/16 1/16 0.2 % 1.00 [ 0.07, 14.64 ]


Simon 1988 4/16 2/18 0.6 % 2.25 [ 0.47, 10.69 ]


Singh 1998 2/21 2/22 0.5 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.4 % 4.00 [ 0.48, 33.33 ]


Smith 1988 0/17 2/17 0.2 % 0.20 [ 0.01, 3.88 ]


Song 1993 0/12 2/13 0.2 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 1/11 1/15 0.2 % 1.36 [ 0.10, 19.50 ]


Soop 2004 1/10 1/10 0.2 % 1.00 [ 0.07, 13.87 ]


Starke 2011 3/67 5/67 0.7 % 0.60 [ 0.15, 2.41 ]


Stein 2002 2/40 3/40 0.5 % 0.67 [ 0.12, 3.78 ]


Sullivan 1998 2/8 3/10 0.6 % 0.83 [ 0.18, 3.84 ]


Sullivan 2004 4/27 3/30 0.7 % 1.48 [ 0.36, 6.03 ]


Thompson 1981 2/12 1/9 0.3 % 1.50 [ 0.16, 14.08 ]


Tong 2006a 0/45 2/18 0.2 % 0.08 [ 0.00, 1.64 ]


Tong 2006b 0/45 2/18 0.2 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 4/30 5/35 0.9 % 0.93 [ 0.28, 3.16 ]


Vicic 2013 5/52 10/49 1.2 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 1.7 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.3 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.4 % 2.00 [ 0.24, 16.97 ]


Watters 1997 3/15 3/16 0.7 % 1.07 [ 0.25, 4.49 ]


Williams 1985 4/21 3/22 0.8 % 1.40 [ 0.35, 5.51 ]


Woolfson 1989 8/62 8/60 1.3 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 6/215 8/108 1.1 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 1.3 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.6 % 0.67 [ 0.13, 3.47 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 1/18 5/16 0.4 % 0.18 [ 0.02, 1.37 ]


Zhang 2013 2/50 5/50 0.6 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 0/15 Not estimable


Zheng 2001b 0/40 0/15 Not estimable


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


729Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zhong 2014 4/60 12/60 1.1 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.9 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 1.5 % 0.57 [ 0.25, 1.29 ]


Total (95% CI) 11531 11026 100.0 % 1.06 [ 0.92, 1.21 ]


Total events: 1267 (Experimental), 1074 (Control)


Heterogeneity: Tau2 = 0.14; Chi2 = 199.02, df = 116 (P<0.00001); I2 =42%


Test for overall effect: Z = 0.79 (P = 0.43)


Test for subgroup differences: Not applicable
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Analysis 3.14. Comparison 3 Serious adverse event end of intervention, Outcome 14 Serious adverse events


co-interventions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 3 Serious adverse event end of intervention


Outcome: 14 Serious adverse events co-interventions


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


1 received nutrition support as co-intervention


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Banerjee 1978 4/28 6/32 0.5 % 0.76 [ 0.24, 2.43 ]


Bokhorst-de 2000 7/15 9/17 0.8 % 0.88 [ 0.44, 1.78 ]


Casaer 2011 146/2312 141/2328 12.9 % 1.04 [ 0.83, 1.30 ]


Heidegger 2013 8/153 12/152 1.1 % 0.66 [ 0.28, 1.57 ]


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Luo 2012 3/30 7/30 0.6 % 0.43 [ 0.12, 1.50 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Mezey 1991 6/27 5/26 0.5 % 1.16 [ 0.40, 3.33 ]


Simon 1988 3/15 2/17 0.2 % 1.70 [ 0.33, 8.84 ]


Zhu 2012a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 0.9 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 2667 2670 17.9 % 0.95 [ 0.79, 1.15 ]


Total events: 186 (Experimental), 193 (Control)


Heterogeneity: Chi2 = 6.32, df = 9 (P = 0.71); I2 =0.0%


Test for overall effect: Z = 0.49 (P = 0.62)


2 did not receive nutrition support as co-intervention


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.3 % 1.60 [ 0.40, 6.32 ]


Anbar 2014 0/22 2/28 0.2 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 2.8 % 1.51 [ 0.99, 2.31 ]


Bastow 1983a 5/39 4/35 0.4 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.5 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 0.6 % 0.86 [ 0.33, 2.25 ]


Bellantone 1988 1/54 10/46 1.0 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 4/70 3/75 0.3 % 1.43 [ 0.33, 6.16 ]


Brennan 1994 27/60 13/57 1.2 % 1.97 [ 1.13, 3.43 ]


Bunout 1989 2/17 5/19 0.4 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.1 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.1 % 1.64 [ 0.08, 34.28 ]


Chen 2006 0/21 0/20 Not estimable


Chuntrasakul 1996 1/21 1/17 0.1 % 0.81 [ 0.05, 12.01 ]


De Sousa 2012 0/20 2/17 0.2 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 0.3 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 10.0 % 0.97 [ 0.75, 1.26 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Dennis 2006 142/429 147/430 13.5 % 0.97 [ 0.80, 1.17 ]


Doglietto 1990 2/13 3/9 0.3 % 0.46 [ 0.10, 2.23 ]


Doglietto 1996 56/338 61/340 5.6 % 0.92 [ 0.66, 1.28 ]


Dong 1996 0/256 6/264 0.6 % 0.08 [ 0.00, 1.40 ]


Duncan 2006 18/150 11/159 1.0 % 1.73 [ 0.85, 3.55 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 4/85 3/86 0.3 % 1.35 [ 0.31, 5.85 ]


Fan 1989 5/64 9/60 0.9 % 0.52 [ 0.19, 1.47 ]


Fan 1994 7/20 6/20 0.6 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.3 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 3/20 0.3 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 0.6 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.2 % 1.05 [ 0.16, 7.10 ]


Hartgrink 1998 7/55 0/53 0.0 % 14.46 [ 0.85, 247.12 ]


Hendry 2010 0/30 2/38 0.2 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.2 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 0.7 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 3.2 % 0.91 [ 0.58, 1.44 ]


Hoffmann 1988 0/16 5/43 0.3 % 0.24 [ 0.01, 4.03 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Johansen 2004 24/108 17/104 1.6 % 1.36 [ 0.78, 2.38 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Kearns 1992 0/16 2/15 0.2 % 0.19 [ 0.01, 3.63 ]


Keele 1997 2/43 1/43 0.1 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 4.6 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 5/12 1/10 0.1 % 4.17 [ 0.58, 30.06 ]


Lidder 2013a 0/32 0/30 Not estimable


Lidder 2013b 0/27 0/31 Not estimable


Liu 1996b 1/16 2/18 0.2 % 0.56 [ 0.06, 5.63 ]


Ljunggren 2012 0/19 0/20 Not estimable


Lough 1990 4/14 7/15 0.6 % 0.61 [ 0.23, 1.65 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 27/98 31/97 2.9 % 0.86 [ 0.56, 1.33 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 11/68 14/68 1.3 % 0.79 [ 0.38, 1.61 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Müller 1982a 11/66 9/29 1.2 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 1.1 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 4/20 2/20 0.2 % 2.00 [ 0.41, 9.71 ]


Neelemaat 2012 14/105 11/105 1.0 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]


Potter 2001 21/183 33/193 3.0 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 2/11 5/18 0.3 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.6 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Reissman 1995 0/80 1/81 0.1 % 0.34 [ 0.01, 8.16 ]


Rimbau 1989 1/10 2/10 0.2 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Samuels 1981 7/18 2/15 0.2 % 2.92 [ 0.71, 12.00 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Schroeder 1991 1/16 1/16 0.1 % 1.00 [ 0.07, 14.64 ]


Singh 1998 2/21 2/22 0.2 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 0/17 2/17 0.2 % 0.20 [ 0.01, 3.88 ]


Song 1993 0/12 2/13 0.2 % 0.22 [ 0.01, 4.08 ]


Soop 2004 0/9 1/9 0.1 % 0.33 [ 0.02, 7.24 ]


Starke 2011 2/66 5/66 0.5 % 0.40 [ 0.08, 1.99 ]


Sullivan 1998 2/8 3/10 0.2 % 0.83 [ 0.18, 3.84 ]


Sullivan 2004 4/27 3/30 0.3 % 1.48 [ 0.36, 6.03 ]


Thompson 1981 2/12 1/9 0.1 % 1.50 [ 0.16, 14.08 ]


Tong 2006a 0/45 2/18 0.3 % 0.08 [ 0.00, 1.64 ]


Tong 2006b 0/45 2/18 0.3 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 4/30 5/35 0.4 % 0.93 [ 0.28, 3.16 ]


Vicic 2013 5/52 10/49 0.9 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 1.3 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.3 % 0.38 [ 0.05, 3.26 ]


Williams 1985 4/21 3/22 0.3 % 1.40 [ 0.35, 5.51 ]


Woolfson 1989 8/62 8/60 0.7 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 6/215 8/108 1.0 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 0.9 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.3 % 0.67 [ 0.13, 3.47 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 1/18 5/16 0.5 % 0.18 [ 0.02, 1.37 ]


Zhang 2013 2/50 5/50 0.5 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 0/15 Not estimable


Zheng 2001b 0/40 0/15 Not estimable
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Zhong 2014 4/60 12/60 1.1 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 3/33 6/16 0.7 % 0.24 [ 0.07, 0.85 ]


Subtotal (95% CI) 8383 7944 80.2 % 0.90 [ 0.83, 0.99 ]


Total events: 793 (Experimental), 854 (Control)


Heterogeneity: Chi2 = 99.73, df = 97 (P = 0.40); I2 =3%


Test for overall effect: Z = 2.27 (P = 0.023)


3 delayed versus early nutrition support


Choudhry 1996 0/21 1/20 0.1 % 0.32 [ 0.01, 7.38 ]


Maude 2011 8/27 7/29 0.6 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Nguyen 2012 4/14 4/14 0.4 % 1.00 [ 0.31, 3.23 ]


Sabin 1998 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Sonnenfeld 1978 1/11 1/15 0.1 % 1.36 [ 0.10, 19.50 ]


Stein 2002 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Subtotal (95% CI) 210 213 1.9 % 0.89 [ 0.51, 1.57 ]


Total events: 17 (Experimental), 20 (Control)


Heterogeneity: Chi2 = 1.68, df = 6 (P = 0.95); I2 =0.0%


Test for overall effect: Z = 0.40 (P = 0.69)


Total (95% CI) 11260 10827 100.0 % 0.91 [ 0.84, 0.99 ]


Total events: 996 (Experimental), 1067 (Control)


Heterogeneity: Chi2 = 107.66, df = 114 (P = 0.65); I2 =0.0%


Test for overall effect: Z = 2.28 (P = 0.022)


Test for subgroup differences: Chi2 = 0.26, df = 2 (P = 0.88), I2 =0.0%
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Analysis 4.1. Comparison 4 Serious adverse event maximum follow-up, Outcome 1 Serious adverse events -


overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 4 Serious adverse event maximum follow-up


Outcome: 1 Serious adverse events - overall


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.2 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Anbar 2014 0/22 2/28 0.0 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 2.1 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.3 % 0.76 [ 0.24, 2.43 ]


Barlow 2011 3/64 7/57 0.2 % 0.38 [ 0.10, 1.41 ]


Bastow 1983a 5/39 4/35 0.3 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.2 % 0.37 [ 0.08, 1.71 ]


Bauer 2000 24/60 24/60 2.0 % 1.00 [ 0.65, 1.55 ]


Beier-Holgersen 1999 6/30 7/30 0.4 % 0.86 [ 0.33, 2.25 ]


Bellantone 1988 1/54 10/46 0.1 % 0.09 [ 0.01, 0.64 ]


Bokhorst-de 2000 7/15 9/17 0.8 % 0.88 [ 0.44, 1.78 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 6/68 5/73 0.3 % 1.29 [ 0.41, 4.03 ]


Brennan 1994 27/60 13/57 1.3 % 1.97 [ 1.13, 3.43 ]


Bunout 1989 2/17 5/19 0.2 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.0 % 0.33 [ 0.01, 7.55 ]


Casaer 2011 255/2312 257/2328 10.1 % 1.00 [ 0.85, 1.18 ]


Chen 1995a 0/21 0/20 Not estimable


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.0 % 1.64 [ 0.08, 34.28 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Chen 2006 0/8 1/8 0.0 % 0.33 [ 0.02, 7.14 ]


Choudhry 1996 3/21 4/20 0.2 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 13/34 12/25 1.1 % 0.80 [ 0.44, 1.44 ]


Chuntrasakul 1996 1/21 3/17 0.1 % 0.27 [ 0.03, 2.37 ]


De Sousa 2012 0/20 2/17 0.0 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 0.5 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 182/429 207/429 11.6 % 0.88 [ 0.76, 1.02 ]


Dennis 2006 241/2012 253/2000 10.0 % 0.95 [ 0.80, 1.12 ]


Doglietto 1990 2/13 3/9 0.2 % 0.46 [ 0.10, 2.23 ]


Doglietto 1996 56/338 61/340 3.3 % 0.92 [ 0.66, 1.28 ]


Dong 1996 0/256 6/264 0.0 % 0.08 [ 0.00, 1.40 ]


Duncan 2006 24/150 38/159 1.8 % 0.67 [ 0.42, 1.06 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 17/80 10/81 0.8 % 1.72 [ 0.84, 3.53 ]


Eyer 1993 2/19 2/19 0.1 % 1.00 [ 0.16, 6.38 ]


Fan 1989 5/64 9/60 0.4 % 0.52 [ 0.19, 1.47 ]


Fan 1994 7/20 6/20 0.5 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.0 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 7/20 0.2 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 1.3 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.1 % 1.05 [ 0.16, 7.10 ]


Ha 2010 12/58 10/66 0.7 % 1.37 [ 0.64, 2.92 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Heidegger 2013 20/153 28/152 1.4 % 0.71 [ 0.42, 1.20 ]


Hendry 2010 0/30 2/38 0.0 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.0 % 0.18 [ 0.01, 3.91 ]
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n/N n/N
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H,Random,95%


CI


M-
H,Random,95%


CI


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 1.0 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 1.8 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.0 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Holter 1977 4/30 5/26 0.3 % 0.69 [ 0.21, 2.31 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jauch 1995a 2/17 2/5 0.1 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.1 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.0 % 0.33 [ 0.01, 7.78 ]


Johansen 2004 24/108 17/104 1.2 % 1.36 [ 0.78, 2.38 ]


Kaur 2005 6/50 12/50 0.5 % 0.50 [ 0.20, 1.23 ]


Kearns 1992 5/16 4/15 0.3 % 1.17 [ 0.39, 3.56 ]


Keele 1997 2/43 1/43 0.1 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 2.3 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 5/12 2/10 0.2 % 2.08 [ 0.51, 8.52 ]


Lidder 2013a 2/32 6/30 0.2 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 0.2 % 0.29 [ 0.07, 1.24 ]


Liu 1996b 1/16 2/18 0.1 % 0.56 [ 0.06, 5.63 ]


Ljunggren 2012 0/19 0/20 Not estimable


Lough 1990 4/14 7/15 0.4 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.3 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 27/98 31/97 2.0 % 0.86 [ 0.56, 1.33 ]


Maude 2011 8/27 7/29 0.5 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.0 % 0.32 [ 0.01, 7.74 ]
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Mezey 1991 14/23 16/25 2.0 % 0.95 [ 0.61, 1.48 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 30/68 35/68 2.9 % 0.86 [ 0.60, 1.22 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Müller 1982a 11/66 9/29 0.7 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 1.0 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 10/20 9/20 0.9 % 1.11 [ 0.58, 2.14 ]


Neelemaat 2012 14/105 11/105 0.7 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 1/10 0.0 % 0.37 [ 0.02, 8.01 ]


Nguyen 2012 4/14 4/14 0.3 % 1.00 [ 0.31, 3.23 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 1/20 0.0 % 0.33 [ 0.01, 7.72 ]


Peck 2004 4/14 5/13 0.3 % 0.74 [ 0.25, 2.18 ]


Popp 1981 7/21 6/21 0.5 % 1.17 [ 0.47, 2.89 ]


Potter 2001 21/183 33/193 1.5 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 2/11 5/18 0.2 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.1 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 2/10 0.0 % 0.24 [ 0.01, 4.47 ]


Reissman 1995 0/80 1/81 0.0 % 0.34 [ 0.01, 8.16 ]


Rimbau 1989 1/10 2/10 0.1 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 12/40 10/40 0.8 % 1.20 [ 0.59, 2.45 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 0.2 % 2.92 [ 0.71, 12.00 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Schroeder 1991 1/16 1/16 0.1 % 1.00 [ 0.07, 14.64 ]


Simon 1988 4/15 3/17 0.2 % 1.51 [ 0.40, 5.69 ]


Singh 1998 4/21 4/22 0.3 % 1.05 [ 0.30, 3.66 ]
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M-
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Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 3/17 6/17 0.3 % 0.50 [ 0.15, 1.68 ]


Song 1993 0/12 2/13 0.0 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 1/11 1/15 0.1 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 1/9 0.0 % 0.33 [ 0.02, 7.24 ]


Starke 2011 9/66 6/66 0.4 % 1.50 [ 0.57, 3.98 ]


Stein 2002 12/40 10/40 0.8 % 1.20 [ 0.59, 2.45 ]


Sullivan 1998 2/8 5/10 0.2 % 0.50 [ 0.13, 1.93 ]


Sullivan 2004 4/27 6/30 0.3 % 0.74 [ 0.23, 2.35 ]


Thompson 1981 2/12 1/9 0.1 % 1.50 [ 0.16, 14.08 ]


Tong 2006a 0/45 2/18 0.0 % 0.08 [ 0.00, 1.64 ]


Tong 2006b 0/45 2/18 0.0 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 27/30 31/35 9.7 % 1.02 [ 0.86, 1.20 ]


Vicic 2013 5/52 10/49 0.4 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 0.7 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.1 % 0.38 [ 0.05, 3.26 ]


Williams 1985 9/21 7/22 0.6 % 1.35 [ 0.61, 2.96 ]


Williford 1991 54/192 57/203 3.6 % 1.00 [ 0.73, 1.37 ]


Woolfson 1989 8/62 8/60 0.5 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 6/215 8/108 0.4 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 0.5 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.1 % 0.67 [ 0.13, 3.47 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 1/18 5/16 0.1 % 0.18 [ 0.02, 1.37 ]


Zhang 2013 2/50 5/50 0.2 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 1/15 0.0 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable


Zheng 2015 5/75 13/71 0.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 0.3 % 0.33 [ 0.11, 0.98 ]
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M-
H,Random,95%


CI


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.3 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 0.6 % 0.57 [ 0.25, 1.29 ]


Total (95% CI) 11940 11473 100.0 % 0.91 [ 0.85, 0.97 ]


Total events: 1580 (Experimental), 1741 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 135.82, df = 132 (P = 0.39); I2 =3%


Test for overall effect: Z = 2.87 (P = 0.0041)


Test for subgroup differences: Not applicable
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Analysis 4.2. Comparison 4 Serious adverse event maximum follow-up, Outcome 2 Serious adverse events -


bias.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 4 Serious adverse event maximum follow-up


Outcome: 2 Serious adverse events - bias


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 High risk of bias


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.2 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Anbar 2014 0/22 2/28 0.0 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 2.1 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.3 % 0.76 [ 0.24, 2.43 ]


Barlow 2011 3/64 7/57 0.2 % 0.38 [ 0.10, 1.41 ]
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Bastow 1983a 5/39 4/35 0.3 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.2 % 0.37 [ 0.08, 1.71 ]


Bauer 2000 24/60 24/60 2.0 % 1.00 [ 0.65, 1.55 ]


Beier-Holgersen 1999 6/30 7/30 0.4 % 0.86 [ 0.33, 2.25 ]


Bellantone 1988 1/54 10/46 0.1 % 0.09 [ 0.01, 0.64 ]


Bokhorst-de 2000 7/15 9/17 0.8 % 0.88 [ 0.44, 1.78 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 6/68 5/73 0.3 % 1.29 [ 0.41, 4.03 ]


Brennan 1994 27/60 13/57 1.3 % 1.97 [ 1.13, 3.43 ]


Bunout 1989 2/17 5/19 0.2 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.0 % 0.33 [ 0.01, 7.55 ]


Casaer 2011 255/2312 257/2328 10.1 % 1.00 [ 0.85, 1.18 ]


Chen 1995a 0/21 0/20 Not estimable


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.0 % 1.64 [ 0.08, 34.28 ]


Chen 2006 0/8 1/8 0.0 % 0.33 [ 0.02, 7.14 ]


Choudhry 1996 3/21 4/20 0.2 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 13/34 12/25 1.1 % 0.80 [ 0.44, 1.44 ]


Chuntrasakul 1996 1/21 3/17 0.1 % 0.27 [ 0.03, 2.37 ]


De Sousa 2012 0/20 2/17 0.0 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 0.5 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 182/429 207/429 11.6 % 0.88 [ 0.76, 1.02 ]


Dennis 2006 241/2012 253/2000 10.0 % 0.95 [ 0.80, 1.12 ]


Doglietto 1990 2/13 3/9 0.2 % 0.46 [ 0.10, 2.23 ]


Doglietto 1996 56/338 61/340 3.3 % 0.92 [ 0.66, 1.28 ]


Dong 1996 0/256 6/264 0.0 % 0.08 [ 0.00, 1.40 ]


Duncan 2006 24/150 38/159 1.8 % 0.67 [ 0.42, 1.06 ]


Eneroth 2005 0/40 0/40 Not estimable
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CI


Espaulella 2000 17/80 10/81 0.8 % 1.72 [ 0.84, 3.53 ]


Eyer 1993 2/19 2/19 0.1 % 1.00 [ 0.16, 6.38 ]


Fan 1989 5/64 9/60 0.4 % 0.52 [ 0.19, 1.47 ]


Fan 1994 7/20 6/20 0.5 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.0 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 7/20 0.2 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 1.3 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.1 % 1.05 [ 0.16, 7.10 ]


Ha 2010 12/58 10/66 0.7 % 1.37 [ 0.64, 2.92 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Heidegger 2013 20/153 28/152 1.4 % 0.71 [ 0.42, 1.20 ]


Hendry 2010 0/30 2/38 0.0 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.0 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 1.0 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 1.8 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.0 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Holter 1977 4/30 5/26 0.3 % 0.69 [ 0.21, 2.31 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jauch 1995a 2/17 2/5 0.1 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.1 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]
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Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.0 % 0.33 [ 0.01, 7.78 ]


Johansen 2004 24/108 17/104 1.2 % 1.36 [ 0.78, 2.38 ]


Kaur 2005 6/50 12/50 0.5 % 0.50 [ 0.20, 1.23 ]


Kearns 1992 5/16 4/15 0.3 % 1.17 [ 0.39, 3.56 ]


Keele 1997 2/43 1/43 0.1 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 2.3 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 5/12 2/10 0.2 % 2.08 [ 0.51, 8.52 ]


Lidder 2013a 2/32 6/30 0.2 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 0.2 % 0.29 [ 0.07, 1.24 ]


Liu 1996b 1/16 2/18 0.1 % 0.56 [ 0.06, 5.63 ]


Ljunggren 2012 0/19 0/20 Not estimable


Lough 1990 4/14 7/15 0.4 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.3 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 27/98 31/97 2.0 % 0.86 [ 0.56, 1.33 ]


Maude 2011 8/27 7/29 0.5 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.0 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 14/23 16/25 2.0 % 0.95 [ 0.61, 1.48 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 30/68 35/68 2.9 % 0.86 [ 0.60, 1.22 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Müller 1982a 11/66 9/29 0.7 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 1.0 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 10/20 9/20 0.9 % 1.11 [ 0.58, 2.14 ]


Neelemaat 2012 14/105 11/105 0.7 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 1/10 0.0 % 0.37 [ 0.02, 8.01 ]


Nguyen 2012 4/14 4/14 0.3 % 1.00 [ 0.31, 3.23 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 1/20 0.0 % 0.33 [ 0.01, 7.72 ]
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Peck 2004 4/14 5/13 0.3 % 0.74 [ 0.25, 2.18 ]


Popp 1981 7/21 6/21 0.5 % 1.17 [ 0.47, 2.89 ]


Potter 2001 21/183 33/193 1.5 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 2/11 5/18 0.2 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.1 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 2/10 0.0 % 0.24 [ 0.01, 4.47 ]


Reissman 1995 0/80 1/81 0.0 % 0.34 [ 0.01, 8.16 ]


Rimbau 1989 1/10 2/10 0.1 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 12/40 10/40 0.8 % 1.20 [ 0.59, 2.45 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 0.2 % 2.92 [ 0.71, 12.00 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Schroeder 1991 1/16 1/16 0.1 % 1.00 [ 0.07, 14.64 ]


Simon 1988 4/15 3/17 0.2 % 1.51 [ 0.40, 5.69 ]


Singh 1998 4/21 4/22 0.3 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 3/17 6/17 0.3 % 0.50 [ 0.15, 1.68 ]


Song 1993 0/12 2/13 0.0 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 1/11 1/15 0.1 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 1/9 0.0 % 0.33 [ 0.02, 7.24 ]


Starke 2011 9/66 6/66 0.4 % 1.50 [ 0.57, 3.98 ]


Stein 2002 12/40 10/40 0.8 % 1.20 [ 0.59, 2.45 ]


Sullivan 1998 2/8 5/10 0.2 % 0.50 [ 0.13, 1.93 ]


Sullivan 2004 4/27 6/30 0.3 % 0.74 [ 0.23, 2.35 ]


Thompson 1981 2/12 1/9 0.1 % 1.50 [ 0.16, 14.08 ]


Tong 2006a 0/45 2/18 0.0 % 0.08 [ 0.00, 1.64 ]


Tong 2006b 0/45 2/18 0.0 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 27/30 31/35 9.7 % 1.02 [ 0.86, 1.20 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Vicic 2013 5/52 10/49 0.4 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 0.7 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.1 % 0.38 [ 0.05, 3.26 ]


Williams 1985 9/21 7/22 0.6 % 1.35 [ 0.61, 2.96 ]


Williford 1991 54/192 57/203 3.6 % 1.00 [ 0.73, 1.37 ]


Woolfson 1989 8/62 8/60 0.5 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 6/215 8/108 0.4 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 0.5 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.1 % 0.67 [ 0.13, 3.47 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 1/18 5/16 0.1 % 0.18 [ 0.02, 1.37 ]


Zhang 2013 2/50 5/50 0.2 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 1/15 0.0 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable


Zheng 2015 5/75 13/71 0.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 0.3 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.3 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 0.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 11940 11473 100.0 % 0.91 [ 0.85, 0.97 ]


Total events: 1580 (Experimental), 1741 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 135.82, df = 132 (P = 0.39); I2 =3%


Test for overall effect: Z = 2.87 (P = 0.0041)


2 Low risk of bias


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 11940 11473 100.0 % 0.91 [ 0.85, 0.97 ]


Total events: 1580 (Experimental), 1741 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 135.82, df = 132 (P = 0.39); I2 =3%


Test for overall effect: Z = 2.87 (P = 0.0041)


Test for subgroup differences: Not applicable
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Analysis 4.3. Comparison 4 Serious adverse event maximum follow-up, Outcome 3 Serious adverse events -


mode of delivery.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 4 Serious adverse event maximum follow-up


Outcome: 3 Serious adverse events - mode of delivery


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 General nutrition support


Duncan 2006 24/150 38/159 1.9 % 0.67 [ 0.42, 1.06 ]


Ha 2010 12/58 10/66 0.7 % 1.37 [ 0.64, 2.92 ]


Hickson 2004 31/292 35/300 1.9 % 0.91 [ 0.58, 1.44 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Johansen 2004 24/108 17/104 1.3 % 1.36 [ 0.78, 2.38 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Starke 2011 9/66 6/66 0.4 % 1.50 [ 0.57, 3.98 ]


Subtotal (95% CI) 761 783 6.3 % 1.04 [ 0.76, 1.44 ]


Total events: 104 (Experimental), 107 (Control)


Heterogeneity: Tau2 = 0.05; Chi2 = 7.16, df = 5 (P = 0.21); I2 =30%


Test for overall effect: Z = 0.26 (P = 0.79)


2 Fortified nutrition


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Neelemaat 2012 14/105 11/105 0.8 % 1.27 [ 0.61, 2.67 ]


Subtotal (95% CI) 147 143 0.8 % 1.24 [ 0.61, 2.54 ]


Total events: 15 (Experimental), 12 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.06, df = 1 (P = 0.81); I2 =0.0%


Test for overall effect: Z = 0.60 (P = 0.55)


3 Oral nutrition support


Abalan 1992 0/15 0/14 Not estimable


Anbar 2014 0/22 2/28 0.0 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 2.2 % 1.51 [ 0.99, 2.31 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Banerjee 1978 4/28 6/32 0.3 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 0.2 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.0 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 0.6 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 9.5 % 0.95 [ 0.80, 1.12 ]


Doglietto 1996 56/338 61/340 3.4 % 0.92 [ 0.66, 1.28 ]


Espaulella 2000 17/80 10/81 0.8 % 1.72 [ 0.84, 3.53 ]


F rli 2001 0/18 1/19 0.0 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 7/20 0.2 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 1.4 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.1 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/30 2/38 0.0 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.0 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/43 1/43 0.1 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 2.3 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 2/32 6/30 0.2 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 0.2 % 0.29 [ 0.07, 1.24 ]


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 0.3 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 1.6 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 1/81 0.0 % 0.34 [ 0.01, 8.16 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 0.7 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 4241 4300 24.5 % 0.89 [ 0.74, 1.07 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 485 (Experimental), 540 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 34.14, df = 26 (P = 0.13); I2 =24%


Test for overall effect: Z = 1.26 (P = 0.21)


4 Enteral nutrition


Barlow 2011 3/64 7/57 0.2 % 0.38 [ 0.10, 1.41 ]


Bastow 1983a 5/39 4/35 0.3 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.2 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 0.5 % 0.86 [ 0.33, 2.25 ]


Bokhorst-de 2000 7/15 9/17 0.8 % 0.88 [ 0.44, 1.78 ]


Carr 1996 0/14 1/14 0.0 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.0 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 3/21 4/20 0.2 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 13/34 12/25 1.2 % 0.80 [ 0.44, 1.44 ]


Chuntrasakul 1996 1/21 3/17 0.1 % 0.27 [ 0.03, 2.37 ]


Dennis 2006 182/429 207/429 10.8 % 0.88 [ 0.76, 1.02 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Eyer 1993 2/19 2/19 0.1 % 1.00 [ 0.16, 6.38 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.0 % 0.22 [ 0.01, 4.29 ]


Kaur 2005 6/50 12/50 0.5 % 0.50 [ 0.20, 1.23 ]


Kearns 1992 5/16 4/15 0.3 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 5/12 2/10 0.2 % 2.08 [ 0.51, 8.52 ]


Malhotra 2004 27/98 31/97 2.1 % 0.86 [ 0.56, 1.33 ]


Maude 2011 8/27 7/29 0.6 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.0 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 30/68 35/68 3.0 % 0.86 [ 0.60, 1.22 ]


Nguyen 2012 4/14 4/14 0.3 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.0 % 0.33 [ 0.01, 7.72 ]


Peck 2004 4/14 5/13 0.4 % 0.74 [ 0.25, 2.18 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Pupelis 2000 1/30 7/30 0.1 % 0.14 [ 0.02, 1.09 ]


Pupelis 2001 2/11 5/18 0.2 % 0.65 [ 0.15, 2.81 ]


Sabin 1998 12/40 10/40 0.8 % 1.20 [ 0.59, 2.45 ]


Schroeder 1991 1/16 1/16 0.1 % 1.00 [ 0.07, 14.64 ]


Singh 1998 4/21 4/22 0.3 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 1/11 1/15 0.1 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 3/9 0.1 % 0.14 [ 0.01, 2.42 ]


Sullivan 1998 2/8 5/10 0.2 % 0.50 [ 0.13, 1.93 ]


Tong 2006a 0/45 2/18 0.0 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 0.4 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.1 % 0.38 [ 0.05, 3.26 ]


Wu 2007a 6/215 8/108 0.4 % 0.38 [ 0.13, 1.06 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 2/50 5/50 0.2 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 1/15 0.0 % 0.08 [ 0.00, 1.89 ]


Zheng 2015 5/75 13/71 0.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 0.4 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 0.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 2340 2085 26.7 % 0.82 [ 0.73, 0.91 ]


Total events: 382 (Experimental), 471 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 42.26, df = 43 (P = 0.50); I2 =0.0%


Test for overall effect: Z = 3.69 (P = 0.00023)


5 Parenteral nutrition


Abel 1976 4/20 3/24 0.2 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Bauer 2000 24/60 24/60 2.0 % 1.00 [ 0.65, 1.55 ]


Bellantone 1988 1/54 10/46 0.1 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Brennan 1994 27/60 13/57 1.3 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 255/2312 257/2328 9.6 % 1.00 [ 0.85, 1.18 ]


Chen 2000b 1/10 0/5 0.0 % 1.64 [ 0.08, 34.28 ]


Doglietto 1990 2/13 3/9 0.2 % 0.46 [ 0.10, 2.23 ]


Eneroth 2005 0/40 0/40 Not estimable


Fan 1989 7/20 6/20 0.5 % 1.17 [ 0.48, 2.86 ]


Fan 1994 5/64 9/60 0.4 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 20/153 28/152 1.4 % 0.71 [ 0.42, 1.20 ]


Herndon 1987 8/13 8/15 1.0 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Holter 1977 4/30 5/26 0.3 % 0.69 [ 0.21, 2.31 ]


Jauch 1995a 2/17 2/5 0.1 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.1 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.0 % 0.33 [ 0.01, 7.78 ]


Liu 1996b 1/16 2/18 0.1 % 0.56 [ 0.06, 5.63 ]


Lough 1990 4/14 7/15 0.4 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 14/23 16/25 2.0 % 0.95 [ 0.61, 1.48 ]


Müller 1982a 11/66 9/29 0.7 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 1.0 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 10/20 9/20 1.0 % 1.11 [ 0.58, 2.14 ]


Neuvonen 1984 0/9 1/10 0.0 % 0.37 [ 0.02, 8.01 ]


Popp 1981 7/21 6/21 0.5 % 1.17 [ 0.47, 2.89 ]


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Rimbau 1989 1/10 2/10 0.1 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 0.2 % 2.92 [ 0.71, 12.00 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.2 % 1.51 [ 0.40, 5.69 ]


Smith 1988 3/17 6/17 0.3 % 0.50 [ 0.15, 1.68 ]


Song 1993 0/12 2/13 0.0 % 0.22 [ 0.01, 4.08 ]


Stein 2002 12/40 10/40 0.8 % 1.20 [ 0.59, 2.45 ]


Thompson 1981 2/12 1/9 0.1 % 1.50 [ 0.16, 14.08 ]


Tong 2006b 0/45 2/18 0.0 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 27/30 31/35 9.3 % 1.02 [ 0.86, 1.20 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Williford 1991 54/192 57/203 3.6 % 1.00 [ 0.73, 1.37 ]


Woolfson 1989 8/62 8/60 0.5 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 10/215 7/108 0.5 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.2 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.1 % 0.18 [ 0.02, 1.37 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 4274 3989 40.0 % 0.98 [ 0.90, 1.07 ]


Total events: 571 (Experimental), 585 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 39.43, df = 48 (P = 0.81); I2 =0.0%


Test for overall effect: Z = 0.47 (P = 0.64)


6 Mixed


Breedveld-Peters 6/68 5/73 0.3 % 1.29 [ 0.41, 4.03 ]


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


Sullivan 2004 4/27 6/30 0.3 % 0.74 [ 0.23, 2.35 ]


Williams 1985 9/21 7/22 0.7 % 1.35 [ 0.61, 2.96 ]


Zhu 2012a 3/33 6/16 0.3 % 0.24 [ 0.07, 0.85 ]


Subtotal (95% CI) 177 173 1.7 % 0.74 [ 0.37, 1.48 ]


Total events: 23 (Experimental), 28 (Control)


Heterogeneity: Tau2 = 0.25; Chi2 = 6.82, df = 4 (P = 0.15); I2 =41%


Test for overall effect: Z = 0.84 (P = 0.40)


Total (95% CI) 11940 11473 100.0 % 0.91 [ 0.85, 0.97 ]


0.001 0.01 0.1 1 10 100 1000


Favours nutrition support Favours control


(Continued . . . )


752Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 1580 (Experimental), 1743 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 137.11, df = 132 (P = 0.36); I2 =4%


Test for overall effect: Z = 2.88 (P = 0.0040)


Test for subgroup differences: Chi2 = 8.31, df = 5 (P = 0.14), I2 =40%
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Analysis 4.4. Comparison 4 Serious adverse event maximum follow-up, Outcome 4 Serious adverse events -


by medical specialty.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 4 Serious adverse event maximum follow-up


Outcome: 4 Serious adverse events - by medical specialty


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Cardiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Medical gastroenterology and hepatology


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Bunout 1989 2/17 5/19 0.2 % 0.45 [ 0.10, 2.01 ]


Fan 1994 5/64 9/60 0.4 % 0.52 [ 0.19, 1.47 ]


Kearns 1992 5/16 4/15 0.3 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 5/12 2/10 0.2 % 2.08 [ 0.51, 8.52 ]


Mezey 1991 14/23 16/25 2.0 % 0.95 [ 0.61, 1.48 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Moreno 2016 30/68 35/68 2.9 % 0.86 [ 0.60, 1.22 ]


Naveau 1986 10/20 9/20 0.9 % 1.11 [ 0.58, 2.14 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.2 % 1.51 [ 0.40, 5.69 ]


Williams 1985 9/21 7/22 0.6 % 1.35 [ 0.61, 2.96 ]


Zhang 2013 2/50 5/50 0.2 % 0.40 [ 0.08, 1.97 ]


Subtotal (95% CI) 354 352 8.0 % 0.94 [ 0.75, 1.17 ]


Total events: 87 (Experimental), 96 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 6.53, df = 10 (P = 0.77); I2 =0.0%


Test for overall effect: Z = 0.59 (P = 0.56)


3 Geriatrics


Anbar 2014 0/22 2/28 0.0 % 0.25 [ 0.01, 5.00 ]


Banerjee 1978 4/28 6/32 0.3 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


De Sousa 2012 0/20 2/17 0.0 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 0.5 % 0.65 [ 0.28, 1.52 ]


Gariballa 2006 32/223 19/222 1.3 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.1 % 1.05 [ 0.16, 7.10 ]


Hickson 2004 31/292 35/300 1.8 % 0.91 [ 0.58, 1.44 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Larsson 1990a 29/197 55/238 2.3 % 0.64 [ 0.42, 0.96 ]


Ljunggren 2012 0/19 0/20 Not estimable


Neelemaat 2012 14/105 11/105 0.7 % 1.27 [ 0.61, 2.67 ]


Potter 2001 21/183 33/193 1.5 % 0.67 [ 0.40, 1.12 ]


Subtotal (95% CI) 1236 1311 8.8 % 0.88 [ 0.67, 1.17 ]


Total events: 143 (Experimental), 176 (Control)


Heterogeneity: Tau2 = 0.06; Chi2 = 14.34, df = 10 (P = 0.16); I2 =30%


Test for overall effect: Z = 0.85 (P = 0.39)


4 Pulmonary disease


Luo 2012 3/30 7/30 0.3 % 0.43 [ 0.12, 1.50 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Song 1993 0/12 2/13 0.0 % 0.22 [ 0.01, 4.08 ]


Subtotal (95% CI) 59 59 0.4 % 0.44 [ 0.15, 1.28 ]


Total events: 4 (Experimental), 10 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.54, df = 2 (P = 0.76); I2 =0.0%


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


754Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Test for overall effect: Z = 1.51 (P = 0.13)


5 Endocrinology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


6 Infectious diseases


Maude 2011 8/27 7/29 0.5 % 1.23 [ 0.52, 2.93 ]


Subtotal (95% CI) 27 29 0.5 % 1.23 [ 0.52, 2.93 ]


Total events: 8 (Experimental), 7 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.46 (P = 0.64)


7 Rheumatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


8 Haematology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


9 Nephrology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


10 Gastroenterologic surgery


Barlow 2011 3/64 7/57 0.2 % 0.38 [ 0.10, 1.41 ]


Beier-Holgersen 1999 6/30 7/30 0.4 % 0.86 [ 0.33, 2.25 ]


Bellantone 1988 1/54 10/46 0.1 % 0.09 [ 0.01, 0.64 ]


Brennan 1994 27/60 13/57 1.3 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Chen 1995a 0/8 1/8 0.0 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.0 % 1.64 [ 0.08, 34.28 ]


Doglietto 1996 56/338 61/340 3.3 % 0.92 [ 0.66, 1.28 ]


Fan 1989 7/20 6/20 0.5 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


Hendry 2010 0/30 2/38 0.0 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.0 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Jimenez 1995a 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.0 % 0.33 [ 0.01, 7.78 ]


Kaur 2005 6/50 12/50 0.5 % 0.50 [ 0.20, 1.23 ]


Keele 1997 2/43 1/43 0.1 % 2.00 [ 0.19, 21.24 ]


Lidder 2013a 2/32 6/30 0.2 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 0.2 % 0.29 [ 0.07, 1.24 ]


Liu 1996b 1/16 2/18 0.1 % 0.56 [ 0.06, 5.63 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 27/98 31/97 2.0 % 0.86 [ 0.56, 1.33 ]


Müller 1982a 11/66 9/29 0.7 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 1.0 % 1.11 [ 0.59, 2.08 ]


Neuvonen 1984 0/9 1/10 0.0 % 0.37 [ 0.02, 8.01 ]


Page 2002 0/20 1/20 0.0 % 0.33 [ 0.01, 7.72 ]


Pupelis 2000 1/30 7/30 0.1 % 0.14 [ 0.02, 1.09 ]


Pupelis 2001 2/11 5/18 0.2 % 0.65 [ 0.15, 2.81 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 1/81 0.0 % 0.34 [ 0.01, 8.16 ]


Schroeder 1991 1/16 1/16 0.1 % 1.00 [ 0.07, 14.64 ]


Singh 1998 4/21 4/22 0.3 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 3/17 6/17 0.3 % 0.50 [ 0.15, 1.68 ]


Sonnenfeld 1978 1/11 1/15 0.1 % 1.36 [ 0.10, 19.50 ]
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n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Soop 2004 0/9 1/9 0.0 % 0.33 [ 0.02, 7.24 ]


Thompson 1981 2/12 1/9 0.1 % 1.50 [ 0.16, 14.08 ]


Tong 2006a 0/45 2/18 0.0 % 0.08 [ 0.00, 1.64 ]


Tong 2006b 0/45 2/18 0.0 % 0.08 [ 0.00, 1.64 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.1 % 0.38 [ 0.05, 3.26 ]


Williford 1991 54/192 57/203 3.6 % 1.00 [ 0.73, 1.37 ]


Woolfson 1989 8/62 8/60 0.5 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 6/215 8/108 0.4 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 0.5 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.1 % 0.67 [ 0.13, 3.47 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 1/18 5/16 0.1 % 0.18 [ 0.02, 1.37 ]


Zheng 2001a 0/65 1/15 0.0 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 2667 2168 18.1 % 0.83 [ 0.71, 0.97 ]


Total events: 285 (Experimental), 329 (Control)


Heterogeneity: Tau2 = 0.01; Chi2 = 51.47, df = 50 (P = 0.42); I2 =3%


Test for overall effect: Z = 2.39 (P = 0.017)


11 Trauma surgery


Chen 2006 0/21 0/20 Not estimable


Chuntrasakul 1996 1/21 3/17 0.1 % 0.27 [ 0.03, 2.37 ]


Eyer 1993 2/19 2/19 0.1 % 1.00 [ 0.16, 6.38 ]


Herndon 1987 8/13 8/15 1.0 % 1.15 [ 0.61, 2.19 ]


Peck 2004 4/14 5/13 0.3 % 0.74 [ 0.25, 2.18 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Vicic 2013 5/52 10/49 0.4 % 0.47 [ 0.17, 1.28 ]


Subtotal (95% CI) 148 142 2.0 % 0.86 [ 0.55, 1.34 ]


Total events: 22 (Experimental), 29 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 4.38, df = 5 (P = 0.50); I2 =0.0%


Test for overall effect: Z = 0.67 (P = 0.50)
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12 Ortopaedics


Bastow 1983a 5/39 4/35 0.3 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.2 % 0.37 [ 0.08, 1.71 ]


Breedveld-Peters 6/68 5/73 0.3 % 1.29 [ 0.41, 4.03 ]


Duncan 2006 24/150 38/159 1.8 % 0.67 [ 0.42, 1.06 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 17/80 10/81 0.8 % 1.72 [ 0.84, 3.53 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Houwing 2003 0/51 0/52 Not estimable


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]


Sullivan 1998 2/8 5/10 0.2 % 0.50 [ 0.13, 1.93 ]


Sullivan 2004 4/27 6/30 0.3 % 0.74 [ 0.23, 2.35 ]


Subtotal (95% CI) 590 606 4.0 % 0.98 [ 0.63, 1.51 ]


Total events: 70 (Experimental), 74 (Control)


Heterogeneity: Tau2 = 0.12; Chi2 = 12.45, df = 9 (P = 0.19); I2 =28%


Test for overall effect: Z = 0.09 (P = 0.93)


13 Plastic, reconstructive, and aesthetic surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


14 Vascular surgery


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Rimbau 1989 1/10 2/10 0.1 % 0.50 [ 0.05, 4.67 ]


Subtotal (95% CI) 29 19 0.1 % 0.50 [ 0.05, 4.67 ]


Total events: 1 (Experimental), 2 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.61 (P = 0.54)


15 Transplant surgery


F rli 2001 0/18 1/19 0.0 % 0.35 [ 0.02, 8.09 ]


Lough 1990 4/14 7/15 0.4 % 0.61 [ 0.23, 1.65 ]


Reilly 1990 0/8 2/10 0.0 % 0.24 [ 0.01, 4.47 ]


Subtotal (95% CI) 40 44 0.5 % 0.54 [ 0.22, 1.31 ]
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Total events: 4 (Experimental), 10 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.45, df = 2 (P = 0.80); I2 =0.0%


Test for overall effect: Z = 1.36 (P = 0.17)


16 Urology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


17 Thoracic surgery


Abel 1976 4/20 3/24 0.2 % 1.60 [ 0.40, 6.32 ]


Carr 1996 0/14 1/14 0.0 % 0.33 [ 0.01, 7.55 ]


Dong 1996 0/256 6/264 0.0 % 0.08 [ 0.00, 1.40 ]


Subtotal (95% CI) 290 302 0.3 % 0.47 [ 0.06, 3.62 ]


Total events: 4 (Experimental), 10 (Control)


Heterogeneity: Tau2 = 1.77; Chi2 = 4.37, df = 2 (P = 0.11); I2 =54%


Test for overall effect: Z = 0.72 (P = 0.47)


18 Neurological surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


19 Oro-maxillo-facial surgery


Bokhorst-de 2000 7/15 9/17 0.8 % 0.88 [ 0.44, 1.78 ]


Subtotal (95% CI) 15 17 0.8 % 0.88 [ 0.44, 1.78 ]


Total events: 7 (Experimental), 9 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.35 (P = 0.72)


20 Anaesthesiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


21 Emergency medicine


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Bauer 2000 24/60 24/60 2.0 % 1.00 [ 0.65, 1.55 ]


Casaer 2011 255/2312 257/2328 10.1 % 1.00 [ 0.85, 1.18 ]


Chourdakis 2012 13/34 12/25 1.1 % 0.80 [ 0.44, 1.44 ]


Heidegger 2013 20/153 28/152 1.4 % 0.71 [ 0.42, 1.20 ]
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Hill 2002 0/22 2/24 0.0 % 0.22 [ 0.01, 4.29 ]


Jauch 1995a 2/17 2/5 0.1 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.1 % 0.59 [ 0.07, 5.22 ]


Nguyen 2012 4/14 4/14 0.3 % 1.00 [ 0.31, 3.23 ]


Sabin 1998 12/40 10/40 0.8 % 1.20 [ 0.59, 2.45 ]


Stein 2002 12/40 10/40 0.8 % 1.20 [ 0.59, 2.45 ]


Subtotal (95% CI) 2718 2703 16.8 % 0.96 [ 0.84, 1.10 ]


Total events: 345 (Experimental), 352 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 5.92, df = 10 (P = 0.82); I2 =0.0%


Test for overall effect: Z = 0.54 (P = 0.59)


22 Psychiatry


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


23 Neurology


Abalan 1992 0/15 0/14 Not estimable


Dennis 2005 241/2012 253/2000 10.0 % 0.95 [ 0.80, 1.12 ]


Dennis 2006 182/429 207/429 11.6 % 0.88 [ 0.76, 1.02 ]


Gariballa 1998 2/20 7/20 0.2 % 0.29 [ 0.07, 1.21 ]


Ha 2010 12/58 10/66 0.7 % 1.37 [ 0.64, 2.92 ]


Zheng 2015 5/75 13/71 0.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 0.3 % 0.33 [ 0.11, 0.98 ]


Zhu 2012a 3/33 6/16 0.3 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 0.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 2734 2692 24.0 % 0.75 [ 0.58, 0.98 ]


Total events: 457 (Experimental), 515 (Control)


Heterogeneity: Tau2 = 0.05; Chi2 = 15.78, df = 7 (P = 0.03); I2 =56%


Test for overall effect: Z = 2.14 (P = 0.032)


24 Oncology


Doglietto 1990 2/13 3/9 0.2 % 0.46 [ 0.10, 2.23 ]


Holter 1977 4/30 5/26 0.3 % 0.69 [ 0.21, 2.31 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Popp 1981 7/21 6/21 0.5 % 1.17 [ 0.47, 2.89 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]
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Samuels 1981 7/18 2/15 0.2 % 2.92 [ 0.71, 12.00 ]


Valdivieso 1987 27/30 31/35 9.7 % 1.02 [ 0.86, 1.20 ]


Subtotal (95% CI) 202 205 10.9 % 1.02 [ 0.87, 1.20 ]


Total events: 48 (Experimental), 48 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 3.69, df = 5 (P = 0.60); I2 =0.0%


Test for overall effect: Z = 0.23 (P = 0.82)


25 Dermatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


26 Gynaecology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


27 Mixed


Arias 2008 46/262 31/267 2.1 % 1.51 [ 0.99, 2.31 ]


Choudhry 1996 3/21 4/20 0.2 % 0.71 [ 0.18, 2.80 ]


Johansen 2004 24/108 17/104 1.2 % 1.36 [ 0.78, 2.38 ]


McCarter 1998 0/57 1/55 0.0 % 0.32 [ 0.01, 7.74 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Starke 2011 9/66 6/66 0.4 % 1.50 [ 0.57, 3.98 ]


Vlaming 2001 12/275 14/274 0.7 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 831 824 4.8 % 1.29 [ 0.97, 1.71 ]


Total events: 95 (Experimental), 74 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 3.34, df = 6 (P = 0.76); I2 =0.0%


Test for overall effect: Z = 1.75 (P = 0.080)


Total (95% CI) 11940 11473 100.0 % 0.91 [ 0.85, 0.97 ]


Total events: 1580 (Experimental), 1741 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 135.82, df = 132 (P = 0.39); I2 =3%


Test for overall effect: Z = 2.87 (P = 0.0041)


Test for subgroup differences: Chi2 = 16.04, df = 14 (P = 0.31), I2 =13%
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Analysis 4.5. Comparison 4 Serious adverse event maximum follow-up, Outcome 5 Serious adverse events -


based on adequacy of the amount of calories.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 4 Serious adverse event maximum follow-up


Outcome: 5 Serious adverse events - based on adequacy of the amount of calories


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Clearly adequate in intervention and clearly inadequate in control


Barlow 2011 3/64 7/57 0.2 % 0.38 [ 0.10, 1.41 ]


Casaer 2011 255/2312 257/2328 9.6 % 1.00 [ 0.85, 1.18 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.0 % 1.64 [ 0.08, 34.28 ]


Chourdakis 2012 13/34 12/25 1.2 % 0.80 [ 0.44, 1.44 ]


Chuntrasakul 1996 1/21 3/17 0.1 % 0.27 [ 0.03, 2.37 ]


Eneroth 2005 0/40 0/40 Not estimable


Eyer 1993 2/19 2/19 0.1 % 1.00 [ 0.16, 6.38 ]


Gariballa 1998 2/20 7/20 0.2 % 0.29 [ 0.07, 1.21 ]


Gazzotti 2003 2/39 2/41 0.1 % 1.05 [ 0.16, 7.10 ]


Heidegger 2013 20/153 28/152 1.4 % 0.71 [ 0.42, 1.20 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Keele 1997 2/43 1/43 0.1 % 2.00 [ 0.19, 21.24 ]


Ledinghen 1997 5/12 2/10 0.2 % 2.08 [ 0.51, 8.52 ]


Lough 1990 4/14 7/15 0.4 % 0.61 [ 0.23, 1.65 ]


Malhotra 2004 27/98 31/97 2.1 % 0.86 [ 0.56, 1.33 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Neelemaat 2012 14/105 11/105 0.8 % 1.27 [ 0.61, 2.67 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 1/20 0.0 % 0.33 [ 0.01, 7.72 ]


Rana 1992 0/20 0/20 Not estimable


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Soop 2004 0/9 3/9 0.1 % 0.14 [ 0.01, 2.42 ]
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n/N n/N
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M-
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CI


Starke 2011 9/66 6/66 0.4 % 1.50 [ 0.57, 3.98 ]


Sullivan 1998 2/8 5/10 0.2 % 0.50 [ 0.13, 1.93 ]


Sullivan 2004 4/27 6/30 0.3 % 0.74 [ 0.23, 2.35 ]


Valdivieso 1987 27/30 31/35 9.3 % 1.02 [ 0.86, 1.20 ]


Woolfson 1989 8/62 8/60 0.5 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 6/215 8/108 0.4 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 0.5 % 0.72 [ 0.28, 1.83 ]


Zhang 2013 2/50 5/50 0.2 % 0.40 [ 0.08, 1.97 ]


Subtotal (95% CI) 3919 3704 28.7 % 0.95 [ 0.86, 1.05 ]


Total events: 425 (Experimental), 453 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 22.30, df = 26 (P = 0.67); I2 =0.0%


Test for overall effect: Z = 1.00 (P = 0.32)


2 Inadequate in the experimental or adequate in the control


Abalan 1992 0/15 0/14 Not estimable


Anbar 2014 0/22 2/28 0.0 % 0.25 [ 0.01, 5.00 ]


Bastow 1983a 5/39 4/35 0.3 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.2 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 0.5 % 0.86 [ 0.33, 2.25 ]


Bokhorst-de 2000 7/15 9/17 0.8 % 0.88 [ 0.44, 1.78 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Delmi 1990 6/25 10/27 0.6 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 9.5 % 0.95 [ 0.80, 1.12 ]


Doglietto 1996 56/338 61/340 3.4 % 0.92 [ 0.66, 1.28 ]


Duncan 2006 24/150 38/159 1.9 % 0.67 [ 0.42, 1.06 ]


Espaulella 2000 17/80 10/81 0.8 % 1.72 [ 0.84, 3.53 ]


F rli 2001 0/18 1/19 0.0 % 0.35 [ 0.02, 8.09 ]


Ha 2010 12/58 10/66 0.7 % 1.37 [ 0.64, 2.92 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Henriksen 2003a 0/16 1/8 0.0 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 1.0 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 1.9 % 0.91 [ 0.58, 1.44 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Johansen 2004 24/108 17/104 1.3 % 1.36 [ 0.78, 2.38 ]


Ljunggren 2012 0/19 0/20 Not estimable


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Mezey 1991 14/23 16/25 2.0 % 0.95 [ 0.61, 1.48 ]


Naveau 1986 10/20 9/20 1.0 % 1.11 [ 0.58, 2.14 ]


Potter 2001 21/183 33/193 1.6 % 0.67 [ 0.40, 1.12 ]


Pupelis 2001 2/11 5/18 0.2 % 0.65 [ 0.15, 2.81 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Schroeder 1991 1/16 1/16 0.1 % 1.00 [ 0.07, 14.64 ]


Stein 2002 12/40 10/40 0.8 % 1.20 [ 0.59, 2.45 ]


Subtotal (95% CI) 3686 3709 28.7 % 0.95 [ 0.85, 1.05 ]


Total events: 510 (Experimental), 547 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 19.50, df = 24 (P = 0.72); I2 =0.0%


Test for overall effect: Z = 1.01 (P = 0.31)


3 Experimental group is overfed


Bunout 1989 2/17 5/19 0.2 % 0.45 [ 0.10, 2.01 ]


Chen 2006 0/21 0/20 Not estimable


Fan 1989 7/20 6/20 0.5 % 1.17 [ 0.48, 2.86 ]


Holter 1977 4/30 5/26 0.3 % 0.69 [ 0.21, 2.31 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.0 % 0.33 [ 0.01, 7.78 ]


Kaur 2005 6/50 12/50 0.5 % 0.50 [ 0.20, 1.23 ]


Kearns 1992 5/16 4/15 0.3 % 1.17 [ 0.39, 3.56 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Singh 1998 4/21 4/22 0.3 % 1.05 [ 0.30, 3.66 ]


Williford 1991 54/192 57/203 3.6 % 1.00 [ 0.73, 1.37 ]


Subtotal (95% CI) 430 437 5.9 % 0.92 [ 0.72, 1.19 ]


Total events: 83 (Experimental), 95 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 4.07, df = 8 (P = 0.85); I2 =0.0%


Test for overall effect: Z = 0.61 (P = 0.54)


4 Unclear intake in control or experimental


Abel 1976 4/20 3/24 0.2 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Arias 2008 46/262 31/267 2.2 % 1.51 [ 0.99, 2.31 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Banerjee 1978 4/28 6/32 0.3 % 0.76 [ 0.24, 2.43 ]


Bauer 2000 24/60 24/60 2.0 % 1.00 [ 0.65, 1.55 ]


Bellantone 1988 1/54 10/46 0.1 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Breedveld-Peters 6/68 5/73 0.3 % 1.29 [ 0.41, 4.03 ]


Brennan 1994 27/60 13/57 1.3 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.0 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.0 % 0.33 [ 0.02, 7.14 ]


Choudhry 1996 3/21 4/20 0.2 % 0.71 [ 0.18, 2.80 ]


De Sousa 2012 0/20 2/17 0.0 % 0.17 [ 0.01, 3.34 ]


Dennis 2006 182/429 207/429 10.8 % 0.88 [ 0.76, 1.02 ]


Doglietto 1990 2/13 3/9 0.2 % 0.46 [ 0.10, 2.23 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Fan 1994 5/64 9/60 0.4 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


Gariballa 2006 32/223 19/222 1.4 % 1.68 [ 0.98, 2.87 ]


Hendry 2010 0/30 2/38 0.0 % 0.25 [ 0.01, 5.05 ]


Hill 2002 0/22 2/24 0.0 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Houwing 2003 0/51 0/52 Not estimable


Jauch 1995a 2/17 2/5 0.1 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.1 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Larsson 1990a 29/197 55/238 2.3 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 2/32 6/30 0.2 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 0.2 % 0.29 [ 0.07, 1.24 ]


Liu 1996b 1/16 2/18 0.1 % 0.56 [ 0.06, 5.63 ]


Luo 2012 3/30 7/30 0.3 % 0.43 [ 0.12, 1.50 ]


Maude 2011 8/27 7/29 0.6 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.0 % 0.32 [ 0.01, 7.74 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 30/68 35/68 3.0 % 0.86 [ 0.60, 1.22 ]


Müller 1982a 11/66 9/29 0.7 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 1.0 % 1.11 [ 0.59, 2.08 ]


Neuvonen 1984 0/9 1/10 0.0 % 0.37 [ 0.02, 8.01 ]


Nguyen 2012 4/14 4/14 0.3 % 1.00 [ 0.31, 3.23 ]


Peck 2004 4/14 5/13 0.4 % 0.74 [ 0.25, 2.18 ]


Popp 1981 7/21 6/21 0.5 % 1.17 [ 0.47, 2.89 ]


Pupelis 2000 1/30 7/30 0.1 % 0.14 [ 0.02, 1.09 ]


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Reissman 1995 0/80 1/81 0.0 % 0.34 [ 0.01, 8.16 ]


Rimbau 1989 1/10 2/10 0.1 % 0.50 [ 0.05, 4.67 ]


Sabin 1998 12/40 10/40 0.8 % 1.20 [ 0.59, 2.45 ]


Samuels 1981 7/18 2/15 0.2 % 2.92 [ 0.71, 12.00 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.2 % 1.51 [ 0.40, 5.69 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 3/17 6/17 0.3 % 0.50 [ 0.15, 1.68 ]


Song 1993 0/12 2/13 0.0 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 1/11 1/15 0.1 % 1.36 [ 0.10, 19.50 ]


Thompson 1981 2/12 1/9 0.1 % 1.50 [ 0.16, 14.08 ]


Tong 2006a 0/45 2/18 0.0 % 0.08 [ 0.00, 1.64 ]


Tong 2006b 0/45 2/18 0.0 % 0.08 [ 0.00, 1.64 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Vicic 2013 5/52 10/49 0.4 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 0.7 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.1 % 0.38 [ 0.05, 3.26 ]


Williams 1985 9/21 7/22 0.7 % 1.35 [ 0.61, 2.96 ]


Xu 1998a 2/16 3/16 0.2 % 0.67 [ 0.13, 3.47 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 1/18 5/16 0.1 % 0.18 [ 0.02, 1.37 ]


Zheng 2001a 0/65 1/15 0.0 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable


Zheng 2015 5/75 13/71 0.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 0.4 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.3 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 0.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 3905 3623 36.7 % 0.81 [ 0.70, 0.94 ]


Total events: 562 (Experimental), 648 (Control)


Heterogeneity: Tau2 = 0.06; Chi2 = 89.76, df = 71 (P = 0.07); I2 =21%


Test for overall effect: Z = 2.72 (P = 0.0066)


Total (95% CI) 11940 11473 100.0 % 0.91 [ 0.85, 0.97 ]


Total events: 1580 (Experimental), 1743 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 137.11, df = 132 (P = 0.36); I2 =4%


Test for overall effect: Z = 2.88 (P = 0.0040)


Test for subgroup differences: Chi2 = 3.22, df = 3 (P = 0.36), I2 =7%
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Analysis 4.6. Comparison 4 Serious adverse event maximum follow-up, Outcome 6 Serious adverse events -


different screening tools.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 4 Serious adverse event maximum follow-up


Outcome: 6 Serious adverse events - different screening tools


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 NRS 2002


Casaer 2011 255/2312 257/2328 9.6 % 1.00 [ 0.85, 1.18 ]


Johansen 2004 24/108 17/104 1.3 % 1.36 [ 0.78, 2.38 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Starke 2011 9/66 6/66 0.4 % 1.50 [ 0.57, 3.98 ]


Subtotal (95% CI) 2528 2536 11.4 % 1.03 [ 0.89, 1.21 ]


Total events: 289 (Experimental), 281 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.66, df = 3 (P = 0.65); I2 =0.0%


Test for overall effect: Z = 0.41 (P = 0.68)


2 MUST


Ha 2010 12/58 10/66 0.7 % 1.37 [ 0.64, 2.92 ]


Subtotal (95% CI) 58 66 0.7 % 1.37 [ 0.64, 2.92 ]


Total events: 12 (Experimental), 10 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.80 (P = 0.42)


3 MNA


De Sousa 2012 0/20 2/17 0.0 % 0.17 [ 0.01, 3.34 ]


Gazzotti 2003 2/39 2/41 0.1 % 1.05 [ 0.16, 7.10 ]


Subtotal (95% CI) 59 58 0.2 % 0.61 [ 0.12, 3.18 ]


Total events: 2 (Experimental), 4 (Control)


Heterogeneity: Tau2 = 0.06; Chi2 = 1.04, df = 1 (P = 0.31); I2 =4%


Test for overall effect: Z = 0.59 (P = 0.56)


4 SGA


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Other means


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.2 % 1.60 [ 0.40, 6.32 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Anbar 2014 0/22 2/28 0.0 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 2.2 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.3 % 0.76 [ 0.24, 2.43 ]


Barlow 2011 3/64 7/57 0.2 % 0.38 [ 0.10, 1.41 ]


Bastow 1983a 5/39 4/35 0.3 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.2 % 0.37 [ 0.08, 1.71 ]


Bauer 2000 24/60 24/60 2.0 % 1.00 [ 0.65, 1.55 ]


Beier-Holgersen 1999 6/30 7/30 0.5 % 0.86 [ 0.33, 2.25 ]


Bellantone 1988 1/54 10/46 0.1 % 0.09 [ 0.01, 0.64 ]


Bokhorst-de 2000 7/15 9/17 0.8 % 0.88 [ 0.44, 1.78 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 6/68 5/73 0.3 % 1.29 [ 0.41, 4.03 ]


Brennan 1994 27/60 13/57 1.3 % 1.97 [ 1.13, 3.43 ]


Bunout 1989 2/17 5/19 0.2 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.0 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.0 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.0 % 1.64 [ 0.08, 34.28 ]


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 3/21 4/20 0.2 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 13/34 12/25 1.2 % 0.80 [ 0.44, 1.44 ]


Chuntrasakul 1996 1/21 3/17 0.1 % 0.27 [ 0.03, 2.37 ]


Delmi 1990 6/25 10/27 0.6 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 9.5 % 0.95 [ 0.80, 1.12 ]


Dennis 2006 182/429 207/429 10.8 % 0.88 [ 0.76, 1.02 ]


Doglietto 1990 2/13 3/9 0.2 % 0.46 [ 0.10, 2.23 ]


Doglietto 1996 56/338 61/340 3.4 % 0.92 [ 0.66, 1.28 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Duncan 2006 24/150 38/159 1.9 % 0.67 [ 0.42, 1.06 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 17/80 10/81 0.8 % 1.72 [ 0.84, 3.53 ]


Eyer 1993 2/19 2/19 0.1 % 1.00 [ 0.16, 6.38 ]


Fan 1989 7/20 6/20 0.5 % 1.17 [ 0.48, 2.86 ]


Fan 1994 5/64 9/60 0.4 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.0 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 7/20 0.2 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 1.4 % 1.68 [ 0.98, 2.87 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Heidegger 2013 20/153 28/152 1.4 % 0.71 [ 0.42, 1.20 ]


Hendry 2010 0/30 2/38 0.0 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.0 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 1.0 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 1.9 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.0 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Holter 1977 4/30 5/26 0.3 % 0.69 [ 0.21, 2.31 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jauch 1995a 2/17 2/5 0.1 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.1 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Jimenez 1995c 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.0 % 0.33 [ 0.01, 7.78 ]


Kaur 2005 6/50 12/50 0.5 % 0.50 [ 0.20, 1.23 ]


Kearns 1992 5/16 4/15 0.3 % 1.17 [ 0.39, 3.56 ]


Keele 1997 2/43 1/43 0.1 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 2.3 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 5/12 2/10 0.2 % 2.08 [ 0.51, 8.52 ]


Lidder 2013a 2/32 6/30 0.2 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 0.2 % 0.29 [ 0.07, 1.24 ]


Liu 1996b 1/16 2/18 0.1 % 0.56 [ 0.06, 5.63 ]


Ljunggren 2012 0/19 0/20 Not estimable


Lough 1990 4/14 7/15 0.4 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.3 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 27/98 31/97 2.1 % 0.86 [ 0.56, 1.33 ]


Maude 2011 8/27 7/29 0.6 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.0 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 14/23 16/25 2.0 % 0.95 [ 0.61, 1.48 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 30/68 35/68 3.0 % 0.86 [ 0.60, 1.22 ]


Müller 1982a 11/66 9/29 0.7 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 1.0 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 10/20 9/20 1.0 % 1.11 [ 0.58, 2.14 ]


Neelemaat 2012 14/105 11/105 0.8 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 1/10 0.0 % 0.37 [ 0.02, 8.01 ]


Nguyen 2012 4/14 4/14 0.3 % 1.00 [ 0.31, 3.23 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 1/20 0.0 % 0.33 [ 0.01, 7.72 ]


Peck 2004 4/14 5/13 0.4 % 0.74 [ 0.25, 2.18 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Popp 1981 7/21 6/21 0.5 % 1.17 [ 0.47, 2.89 ]


Potter 2001 21/183 33/193 1.6 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 1/30 7/30 0.1 % 0.14 [ 0.02, 1.09 ]


Pupelis 2001 2/11 5/18 0.2 % 0.65 [ 0.15, 2.81 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Reissman 1995 0/80 1/81 0.0 % 0.34 [ 0.01, 8.16 ]


Rimbau 1989 1/10 2/10 0.1 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 12/40 10/40 0.8 % 1.20 [ 0.59, 2.45 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 0.2 % 2.92 [ 0.71, 12.00 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Schroeder 1991 1/16 1/16 0.1 % 1.00 [ 0.07, 14.64 ]


Simon 1988 4/15 3/17 0.2 % 1.51 [ 0.40, 5.69 ]


Singh 1998 4/21 4/22 0.3 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 3/17 6/17 0.3 % 0.50 [ 0.15, 1.68 ]


Song 1993 0/12 2/13 0.0 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 1/11 1/15 0.1 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 3/9 0.1 % 0.14 [ 0.01, 2.42 ]


Stein 2002 12/40 10/40 0.8 % 1.20 [ 0.59, 2.45 ]


Sullivan 1998 2/8 5/10 0.2 % 0.50 [ 0.13, 1.93 ]


Sullivan 2004 4/27 6/30 0.3 % 0.74 [ 0.23, 2.35 ]


Thompson 1981 2/12 1/9 0.1 % 1.50 [ 0.16, 14.08 ]


Tong 2006a 0/45 2/18 0.0 % 0.08 [ 0.00, 1.64 ]


Tong 2006b 0/45 2/18 0.0 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 27/30 31/35 9.3 % 1.02 [ 0.86, 1.20 ]


Vicic 2013 5/52 10/49 0.4 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 0.7 % 0.85 [ 0.40, 1.81 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.1 % 0.38 [ 0.05, 3.26 ]


Williams 1985 9/21 7/22 0.7 % 1.35 [ 0.61, 2.96 ]


Williford 1991 54/192 57/203 3.6 % 1.00 [ 0.73, 1.37 ]


Woolfson 1989 8/62 8/60 0.5 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 6/215 8/108 0.4 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 0.5 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.2 % 0.67 [ 0.13, 3.47 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 1/18 5/16 0.1 % 0.18 [ 0.02, 1.37 ]


Zhang 2013 2/50 5/50 0.2 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 1/15 0.0 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable


Zheng 2015 5/75 13/71 0.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 0.4 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.3 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 0.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 9295 8813 87.7 % 0.89 [ 0.82, 0.95 ]


Total events: 1277 (Experimental), 1448 (Control)


Heterogeneity: Tau2 = 0.01; Chi2 = 131.09, df = 125 (P = 0.34); I2 =5%


Test for overall effect: Z = 3.29 (P = 0.0010)


Total (95% CI) 11940 11473 100.0 % 0.91 [ 0.85, 0.97 ]


Total events: 1580 (Experimental), 1743 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 137.11, df = 132 (P = 0.36); I2 =4%


Test for overall effect: Z = 2.88 (P = 0.0040)


Test for subgroup differences: Chi2 = 4.42, df = 3 (P = 0.22), I2 =32%
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Analysis 4.7. Comparison 4 Serious adverse event maximum follow-up, Outcome 7 Serious adverse events -


participants characterised as ’at nutritional risk’ due to one of the following conditions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 4 Serious adverse event maximum follow-up


Outcome: 7 Serious adverse events - participants characterised as ’at nutritional risk’ due to one of the following conditions


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Major surgery


Abel 1976 4/20 3/24 0.2 % 1.60 [ 0.40, 6.32 ]


Barlow 2011 3/64 7/57 0.2 % 0.38 [ 0.10, 1.41 ]


Bastow 1983a 5/39 4/35 0.3 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.2 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 0.5 % 0.86 [ 0.33, 2.25 ]


Bellantone 1988 1/54 10/46 0.1 % 0.09 [ 0.01, 0.64 ]


Brennan 1994 27/60 13/57 1.3 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.0 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.0 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.0 % 1.64 [ 0.08, 34.28 ]


Doglietto 1996 56/338 61/340 3.4 % 0.92 [ 0.66, 1.28 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Fan 1989 7/20 6/20 0.5 % 1.17 [ 0.48, 2.86 ]


Fan 1994 5/64 9/60 0.4 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.0 % 0.35 [ 0.02, 8.09 ]


Hendry 2010 0/30 2/38 0.0 % 0.25 [ 0.01, 5.05 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Henriksen 2003a 0/16 1/8 0.0 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Holter 1977 4/30 5/26 0.3 % 0.69 [ 0.21, 2.31 ]


Jauch 1995a 2/17 2/5 0.1 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.1 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Kaur 2005 6/50 12/50 0.5 % 0.50 [ 0.20, 1.23 ]


Keele 1997 2/43 1/43 0.1 % 2.00 [ 0.19, 21.24 ]


Lidder 2013a 2/32 6/30 0.2 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 0.2 % 0.29 [ 0.07, 1.24 ]


Lough 1990 4/14 7/15 0.4 % 0.61 [ 0.23, 1.65 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 27/98 31/97 2.1 % 0.86 [ 0.56, 1.33 ]


Müller 1982a 11/66 9/29 0.7 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 1.0 % 1.11 [ 0.59, 2.08 ]


Neuvonen 1984 0/9 1/10 0.0 % 0.37 [ 0.02, 8.01 ]


Page 2002 0/20 1/20 0.0 % 0.33 [ 0.01, 7.72 ]


Pupelis 2000 1/30 7/30 0.1 % 0.14 [ 0.02, 1.09 ]


Pupelis 2001 2/11 5/18 0.2 % 0.65 [ 0.15, 2.81 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Reissman 1995 0/80 1/81 0.0 % 0.34 [ 0.01, 8.16 ]


Rimbau 1989 1/10 2/10 0.1 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Schroeder 1991 1/16 1/16 0.1 % 1.00 [ 0.07, 14.64 ]


Singh 1998 4/21 4/22 0.3 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 3/17 6/17 0.3 % 0.50 [ 0.15, 1.68 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Sonnenfeld 1978 1/11 1/15 0.1 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 3/9 0.1 % 0.14 [ 0.01, 2.42 ]


Thompson 1981 2/12 1/9 0.1 % 1.50 [ 0.16, 14.08 ]


Tong 2006a 0/45 2/18 0.0 % 0.08 [ 0.00, 1.64 ]


Tong 2006b 0/45 2/18 0.0 % 0.08 [ 0.00, 1.64 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.1 % 0.38 [ 0.05, 3.26 ]


Williford 1991 54/192 57/203 3.6 % 1.00 [ 0.73, 1.37 ]


Woolfson 1989 8/62 8/60 0.5 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 6/215 8/108 0.4 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 0.5 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.2 % 0.67 [ 0.13, 3.47 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 1/18 5/16 0.1 % 0.18 [ 0.02, 1.37 ]


Zheng 2001a 0/65 1/15 0.0 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 3230 2706 21.0 % 0.82 [ 0.71, 0.94 ]


Total events: 314 (Experimental), 377 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 61.51, df = 62 (P = 0.49); I2 =0.0%


Test for overall effect: Z = 2.90 (P = 0.0037)


2 Stroke


Dennis 2005 241/2012 253/2000 9.5 % 0.95 [ 0.80, 1.12 ]


Dennis 2006 182/429 207/429 10.8 % 0.88 [ 0.76, 1.02 ]


Gariballa 1998 2/20 7/20 0.2 % 0.29 [ 0.07, 1.21 ]


Ha 2010 12/58 10/66 0.7 % 1.37 [ 0.64, 2.92 ]


Zheng 2015 5/75 13/71 0.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 0.4 % 0.33 [ 0.11, 0.98 ]


Zhu 2012a 3/33 6/16 0.3 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 0.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 2719 2678 22.9 % 0.75 [ 0.58, 0.98 ]


Total events: 457 (Experimental), 515 (Control)
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Heterogeneity: Tau2 = 0.05; Chi2 = 15.78, df = 7 (P = 0.03); I2 =56%


Test for overall effect: Z = 2.14 (P = 0.032)


3 ICU participants including trauma


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Bauer 2000 24/60 24/60 2.0 % 1.00 [ 0.65, 1.55 ]


Casaer 2011 255/2312 257/2328 9.6 % 1.00 [ 0.85, 1.18 ]


Chen 2006 0/21 0/20 Not estimable


Chourdakis 2012 13/34 12/25 1.2 % 0.80 [ 0.44, 1.44 ]


Chuntrasakul 1996 1/21 3/17 0.1 % 0.27 [ 0.03, 2.37 ]


Eyer 1993 2/19 2/19 0.1 % 1.00 [ 0.16, 6.38 ]


Heidegger 2013 20/153 28/152 1.4 % 0.71 [ 0.42, 1.20 ]


Herndon 1987 8/13 8/15 1.0 % 1.15 [ 0.61, 2.19 ]


Hill 2002 0/22 2/24 0.0 % 0.22 [ 0.01, 4.29 ]


Nguyen 2012 4/14 4/14 0.3 % 1.00 [ 0.31, 3.23 ]


Peck 2004 4/14 5/13 0.4 % 0.74 [ 0.25, 2.18 ]


Sabin 1998 12/40 10/40 0.8 % 1.20 [ 0.59, 2.45 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Stein 2002 12/40 10/40 0.8 % 1.20 [ 0.59, 2.45 ]


Vicic 2013 5/52 10/49 0.4 % 0.47 [ 0.17, 1.28 ]


Subtotal (95% CI) 2832 2835 18.4 % 0.96 [ 0.84, 1.10 ]


Total events: 363 (Experimental), 378 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 8.22, df = 14 (P = 0.88); I2 =0.0%


Test for overall effect: Z = 0.58 (P = 0.56)


4 Frail elderly participants with less severe conditions known to increase protein requirements


Anbar 2014 0/22 2/28 0.0 % 0.25 [ 0.01, 5.00 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 6/68 5/73 0.3 % 1.29 [ 0.41, 4.03 ]


Delmi 1990 6/25 10/27 0.6 % 0.65 [ 0.28, 1.52 ]


Duncan 2006 24/150 38/159 1.9 % 0.67 [ 0.42, 1.06 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 17/80 10/81 0.8 % 1.72 [ 0.84, 3.53 ]


Gazzotti 2003 2/39 2/41 0.1 % 1.05 [ 0.16, 7.10 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Hickson 2004 31/292 35/300 1.9 % 0.91 [ 0.58, 1.44 ]


Houwing 2003 0/51 0/52 Not estimable


Liu 1996b 1/16 2/18 0.1 % 0.56 [ 0.06, 5.63 ]


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 0.3 % 0.43 [ 0.12, 1.50 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 1.6 % 0.67 [ 0.40, 1.12 ]


Sullivan 1998 2/8 5/10 0.2 % 0.50 [ 0.13, 1.93 ]


Sullivan 2004 4/27 6/30 0.3 % 0.74 [ 0.23, 2.35 ]


Subtotal (95% CI) 1164 1221 8.3 % 0.82 [ 0.65, 1.03 ]


Total events: 127 (Experimental), 156 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 14.32, df = 14 (P = 0.43); I2 =2%


Test for overall effect: Z = 1.68 (P = 0.092)


5 Participants do not fall into one of the categories above


Abalan 1992 0/15 0/14 Not estimable


Arias 2008 46/262 31/267 2.2 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.3 % 0.76 [ 0.24, 2.43 ]


Bokhorst-de 2000 7/15 9/17 0.8 % 0.88 [ 0.44, 1.78 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Bunout 1989 2/17 5/19 0.2 % 0.45 [ 0.10, 2.01 ]


Choudhry 1996 3/21 4/20 0.2 % 0.71 [ 0.18, 2.80 ]


De Sousa 2012 0/20 2/17 0.0 % 0.17 [ 0.01, 3.34 ]


Doglietto 1990 2/13 3/9 0.2 % 0.46 [ 0.10, 2.23 ]


Gariballa 2006 32/223 19/222 1.4 % 1.68 [ 0.98, 2.87 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.0 % 0.33 [ 0.01, 7.78 ]


Johansen 2004 24/108 17/104 1.3 % 1.36 [ 0.78, 2.38 ]


Kearns 1992 5/16 4/15 0.3 % 1.17 [ 0.39, 3.56 ]


Larsson 1990a 29/197 55/238 2.3 % 0.64 [ 0.42, 0.96 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Ledinghen 1997 5/12 2/10 0.2 % 2.08 [ 0.51, 8.52 ]


Maude 2011 8/27 7/29 0.6 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.0 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 14/23 16/25 2.0 % 0.95 [ 0.61, 1.48 ]


Moreno 2016 30/68 35/68 3.0 % 0.86 [ 0.60, 1.22 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Naveau 1986 10/20 9/20 1.0 % 1.11 [ 0.58, 2.14 ]


Neelemaat 2012 14/105 11/105 0.8 % 1.27 [ 0.61, 2.67 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Popp 1981 7/21 6/21 0.5 % 1.17 [ 0.47, 2.89 ]


Samuels 1981 7/18 2/15 0.2 % 2.92 [ 0.71, 12.00 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.2 % 1.51 [ 0.40, 5.69 ]


Song 1993 0/12 2/13 0.0 % 0.22 [ 0.01, 4.08 ]


Starke 2011 9/66 6/66 0.4 % 1.50 [ 0.57, 3.98 ]


Valdivieso 1987 27/30 31/35 9.3 % 1.02 [ 0.86, 1.20 ]


Vlaming 2001 12/275 14/274 0.7 % 0.85 [ 0.40, 1.81 ]


Williams 1985 9/21 7/22 0.7 % 1.35 [ 0.61, 2.96 ]


Zhang 2013 2/50 5/50 0.2 % 0.40 [ 0.08, 1.97 ]


Subtotal (95% CI) 1995 2033 29.5 % 1.03 [ 0.92, 1.15 ]


Total events: 319 (Experimental), 317 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 28.51, df = 31 (P = 0.59); I2 =0.0%


Test for overall effect: Z = 0.53 (P = 0.60)


Total (95% CI) 11940 11473 100.0 % 0.91 [ 0.85, 0.97 ]


Total events: 1580 (Experimental), 1743 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 137.11, df = 132 (P = 0.36); I2 =4%


Test for overall effect: Z = 2.88 (P = 0.0040)


Test for subgroup differences: Chi2 = 10.77, df = 4 (P = 0.03), I2 =63%
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Analysis 4.8. Comparison 4 Serious adverse event maximum follow-up, Outcome 8 Serious adverse events -


participants characterised as ’at nutritional risk’ due to one of the following criteria.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 4 Serious adverse event maximum follow-up


Outcome: 8 Serious adverse events - participants characterised as ’at nutritional risk’ due to one of the following criteria


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 BMI less than 20.5 kg/m2


F rli 2001 0/18 1/19 0.0 % 0.35 [ 0.02, 8.09 ]


Neelemaat 2012 14/105 11/105 0.8 % 1.27 [ 0.61, 2.67 ]


Subtotal (95% CI) 123 124 0.8 % 1.19 [ 0.58, 2.45 ]


Total events: 14 (Experimental), 12 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.62, df = 1 (P = 0.43); I2 =0.0%


Test for overall effect: Z = 0.47 (P = 0.64)


2 Weight loss of at least 5% during the last three months


Ollenschläger 1992 0/16 0/16 Not estimable


Subtotal (95% CI) 16 16 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 Weight loss of at least 10% during the last six months


Bokhorst-de 2000 7/15 9/17 0.8 % 0.88 [ 0.44, 1.78 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.0 % 0.33 [ 0.01, 7.78 ]


Subtotal (95% CI) 61 63 0.9 % 0.84 [ 0.42, 1.67 ]


Total events: 7 (Experimental), 10 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.37, df = 1 (P = 0.54); I2 =0.0%


Test for overall effect: Z = 0.49 (P = 0.62)


4 Insufficient food intake during the last week (50% of requirements or less)


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Participants characterised as ’at nutritional risk’ by other means


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.2 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Anbar 2014 0/22 2/28 0.0 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 2.2 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.3 % 0.76 [ 0.24, 2.43 ]


Barlow 2011 3/64 7/57 0.2 % 0.38 [ 0.10, 1.41 ]


Bastow 1983a 5/39 4/35 0.3 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.2 % 0.37 [ 0.08, 1.71 ]


Bauer 2000 24/60 24/60 2.0 % 1.00 [ 0.65, 1.55 ]


Beier-Holgersen 1999 6/30 7/30 0.5 % 0.86 [ 0.33, 2.25 ]


Bellantone 1988 1/54 10/46 0.1 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 6/68 5/73 0.3 % 1.29 [ 0.41, 4.03 ]


Brennan 1994 27/60 13/57 1.3 % 1.97 [ 1.13, 3.43 ]


Bunout 1989 2/17 5/19 0.2 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.0 % 0.33 [ 0.01, 7.55 ]


Casaer 2011 255/2312 257/2328 9.6 % 1.00 [ 0.85, 1.18 ]


Chen 1995a 0/8 1/8 0.0 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.0 % 1.64 [ 0.08, 34.28 ]


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 3/21 4/20 0.2 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 13/34 12/25 1.2 % 0.80 [ 0.44, 1.44 ]


Chuntrasakul 1996 1/21 3/17 0.1 % 0.27 [ 0.03, 2.37 ]


De Sousa 2012 0/20 2/17 0.0 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 0.6 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 9.5 % 0.95 [ 0.80, 1.12 ]


Dennis 2006 182/429 207/429 10.8 % 0.88 [ 0.76, 1.02 ]


Doglietto 1990 2/13 3/9 0.2 % 0.46 [ 0.10, 2.23 ]


Doglietto 1996 56/338 61/340 3.4 % 0.92 [ 0.66, 1.28 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Duncan 2006 24/150 38/159 1.9 % 0.67 [ 0.42, 1.06 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 17/80 10/81 0.8 % 1.72 [ 0.84, 3.53 ]


Eyer 1993 2/19 2/19 0.1 % 1.00 [ 0.16, 6.38 ]


Fan 1989 7/20 6/20 0.5 % 1.17 [ 0.48, 2.86 ]


Fan 1994 5/64 9/60 0.4 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


Gariballa 1998 2/20 7/20 0.2 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 1.4 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.1 % 1.05 [ 0.16, 7.10 ]


Ha 2010 12/58 10/66 0.7 % 1.37 [ 0.64, 2.92 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Heidegger 2013 20/153 28/152 1.4 % 0.71 [ 0.42, 1.20 ]


Hendry 2010 0/30 2/38 0.0 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.0 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 1.0 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 1.9 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.0 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Holter 1977 4/30 5/26 0.3 % 0.69 [ 0.21, 2.31 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jauch 1995a 2/17 2/5 0.1 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.1 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Johansen 2004 24/108 17/104 1.3 % 1.36 [ 0.78, 2.38 ]


Kaur 2005 6/50 12/50 0.5 % 0.50 [ 0.20, 1.23 ]


Kearns 1992 5/16 4/15 0.3 % 1.17 [ 0.39, 3.56 ]


Keele 1997 2/43 1/43 0.1 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 2.3 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 5/12 2/10 0.2 % 2.08 [ 0.51, 8.52 ]


Lidder 2013a 2/32 6/30 0.2 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 0.2 % 0.29 [ 0.07, 1.24 ]


Liu 1996b 1/16 2/18 0.1 % 0.56 [ 0.06, 5.63 ]


Ljunggren 2012 0/19 0/20 Not estimable


Lough 1990 4/14 7/15 0.4 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.3 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 27/98 31/97 2.1 % 0.86 [ 0.56, 1.33 ]


Maude 2011 8/27 7/29 0.6 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.0 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 14/23 16/25 2.0 % 0.95 [ 0.61, 1.48 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 30/68 35/68 3.0 % 0.86 [ 0.60, 1.22 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Müller 1982a 11/66 9/29 0.7 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 1.0 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 10/20 9/20 1.0 % 1.11 [ 0.58, 2.14 ]


Neuvonen 1984 0/9 1/10 0.0 % 0.37 [ 0.02, 8.01 ]


Nguyen 2012 4/14 4/14 0.3 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.0 % 0.33 [ 0.01, 7.72 ]


Peck 2004 4/14 5/13 0.4 % 0.74 [ 0.25, 2.18 ]


Popp 1981 7/21 6/21 0.5 % 1.17 [ 0.47, 2.89 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Potter 2001 21/183 33/193 1.6 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 1/30 7/30 0.1 % 0.14 [ 0.02, 1.09 ]


Pupelis 2001 2/11 5/18 0.2 % 0.65 [ 0.15, 2.81 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Reissman 1995 0/80 1/81 0.0 % 0.34 [ 0.01, 8.16 ]


Rimbau 1989 1/10 2/10 0.1 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 12/40 10/40 0.8 % 1.20 [ 0.59, 2.45 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 0.2 % 2.92 [ 0.71, 12.00 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Schroeder 1991 1/16 1/16 0.1 % 1.00 [ 0.07, 14.64 ]


Simon 1988 4/15 3/17 0.2 % 1.51 [ 0.40, 5.69 ]


Singh 1998 4/21 4/22 0.3 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 3/17 6/17 0.3 % 0.50 [ 0.15, 1.68 ]


Song 1993 0/12 2/13 0.0 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 1/11 1/15 0.1 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 3/9 0.1 % 0.14 [ 0.01, 2.42 ]


Starke 2011 9/66 6/66 0.4 % 1.50 [ 0.57, 3.98 ]


Stein 2002 12/40 10/40 0.8 % 1.20 [ 0.59, 2.45 ]


Sullivan 1998 2/8 5/10 0.2 % 0.50 [ 0.13, 1.93 ]


Sullivan 2004 4/27 6/30 0.3 % 0.74 [ 0.23, 2.35 ]


Thompson 1981 2/12 1/9 0.1 % 1.50 [ 0.16, 14.08 ]


Tong 2006a 0/45 2/18 0.0 % 0.08 [ 0.00, 1.64 ]


Tong 2006b 0/45 2/18 0.0 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 27/30 31/35 9.3 % 1.02 [ 0.86, 1.20 ]


Vicic 2013 5/52 10/49 0.4 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 0.7 % 0.85 [ 0.40, 1.81 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.1 % 0.38 [ 0.05, 3.26 ]


Williams 1985 9/21 7/22 0.7 % 1.35 [ 0.61, 2.96 ]


Williford 1991 54/192 57/203 3.6 % 1.00 [ 0.73, 1.37 ]


Woolfson 1989 8/62 8/60 0.5 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 6/215 8/108 0.4 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 0.5 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.2 % 0.67 [ 0.13, 3.47 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 1/18 5/16 0.1 % 0.18 [ 0.02, 1.37 ]


Zhang 2013 2/50 5/50 0.2 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 1/15 0.0 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable


Zheng 2015 5/75 13/71 0.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 0.4 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.3 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 0.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 11740 11270 98.3 % 0.90 [ 0.84, 0.97 ]


Total events: 1559 (Experimental), 1721 (Control)


Heterogeneity: Tau2 = 0.01; Chi2 = 135.62, df = 128 (P = 0.31); I2 =6%


Test for overall effect: Z = 2.89 (P = 0.0038)


Total (95% CI) 11940 11473 100.0 % 0.91 [ 0.85, 0.97 ]


Total events: 1580 (Experimental), 1743 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 137.11, df = 132 (P = 0.36); I2 =4%


Test for overall effect: Z = 2.88 (P = 0.0040)


Test for subgroup differences: Chi2 = 0.59, df = 2 (P = 0.74), I2 =0.0%
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Analysis 4.9. Comparison 4 Serious adverse event maximum follow-up, Outcome 9 Serious adverse events -


participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 4 Serious adverse event maximum follow-up


Outcome: 9 Serious adverse events - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Biomarkers


Chen 1995a 0/8 1/8 0.0 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.0 % 1.64 [ 0.08, 34.28 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.0 % 0.33 [ 0.01, 7.78 ]


Liu 1996b 1/16 2/18 0.1 % 0.56 [ 0.06, 5.63 ]


Luo 2012 3/30 7/30 0.3 % 0.43 [ 0.12, 1.50 ]


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Song 1993 0/12 2/13 0.0 % 0.22 [ 0.01, 4.08 ]


Subtotal (95% CI) 396 399 0.6 % 0.37 [ 0.16, 0.85 ]


Total events: 5 (Experimental), 21 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.52, df = 7 (P = 0.93); I2 =0.0%


Test for overall effect: Z = 2.36 (P = 0.018)


2 Anthropometric measures


Abel 1976 4/20 3/24 0.2 % 1.60 [ 0.40, 6.32 ]


Bastow 1983a 5/39 4/35 0.3 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.2 % 0.37 [ 0.08, 1.71 ]


F rli 2001 0/18 1/19 0.0 % 0.35 [ 0.02, 8.09 ]


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Potter 2001 21/183 33/193 1.6 % 0.67 [ 0.40, 1.12 ]


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


786Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Smith 1988 3/17 6/17 0.3 % 0.50 [ 0.15, 1.68 ]


Vlaming 2001 12/275 14/274 0.7 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 683 719 3.6 % 0.76 [ 0.54, 1.08 ]


Total events: 52 (Experimental), 73 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 6.12, df = 10 (P = 0.80); I2 =0.0%


Test for overall effect: Z = 1.54 (P = 0.12)


3 Both


Jimenez 1995a 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Subtotal (95% CI) 60 15 0.2 % 0.66 [ 0.14, 3.07 ]


Total events: 4 (Experimental), 1 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.12, df = 2 (P = 0.94); I2 =0.0%


Test for overall effect: Z = 0.54 (P = 0.59)


4 Characterised by other means


Abalan 1992 0/15 0/14 Not estimable


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Anbar 2014 0/22 2/28 0.0 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 2.2 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.3 % 0.76 [ 0.24, 2.43 ]


Barlow 2011 3/64 7/57 0.2 % 0.38 [ 0.10, 1.41 ]


Bauer 2000 24/60 24/60 2.0 % 1.00 [ 0.65, 1.55 ]


Beier-Holgersen 1999 6/30 7/30 0.5 % 0.86 [ 0.33, 2.25 ]


Bellantone 1988 1/54 10/46 0.1 % 0.09 [ 0.01, 0.64 ]


Bokhorst-de 2000 7/15 9/17 0.8 % 0.88 [ 0.44, 1.78 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 6/68 5/73 0.3 % 1.29 [ 0.41, 4.03 ]


Brennan 1994 27/60 13/57 1.3 % 1.97 [ 1.13, 3.43 ]


Bunout 1989 2/17 5/19 0.2 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.0 % 0.33 [ 0.01, 7.55 ]


Casaer 2011 255/2312 257/2328 9.6 % 1.00 [ 0.85, 1.18 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 3/21 4/20 0.2 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 13/34 12/25 1.2 % 0.80 [ 0.44, 1.44 ]


Chuntrasakul 1996 1/21 3/17 0.1 % 0.27 [ 0.03, 2.37 ]


De Sousa 2012 0/20 2/17 0.0 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 0.6 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 9.5 % 0.95 [ 0.80, 1.12 ]


Dennis 2006 182/429 207/429 10.8 % 0.88 [ 0.76, 1.02 ]


Doglietto 1990 2/13 3/9 0.2 % 0.46 [ 0.10, 2.23 ]


Doglietto 1996 56/338 61/340 3.4 % 0.92 [ 0.66, 1.28 ]


Duncan 2006 24/150 38/159 1.9 % 0.67 [ 0.42, 1.06 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 17/80 10/81 0.8 % 1.72 [ 0.84, 3.53 ]


Eyer 1993 2/19 2/19 0.1 % 1.00 [ 0.16, 6.38 ]


Fan 1989 7/20 6/20 0.5 % 1.17 [ 0.48, 2.86 ]


Fan 1994 5/64 9/60 0.4 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


Gariballa 1998 2/20 7/20 0.2 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 1.4 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.1 % 1.05 [ 0.16, 7.10 ]


Ha 2010 12/58 10/66 0.7 % 1.37 [ 0.64, 2.92 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Heidegger 2013 20/153 28/152 1.4 % 0.71 [ 0.42, 1.20 ]


Hendry 2010 0/30 2/38 0.0 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.0 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 1.0 % 1.15 [ 0.61, 2.19 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Hickson 2004 31/292 35/300 1.9 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.0 % 0.22 [ 0.01, 4.29 ]


Holter 1977 4/30 5/26 0.3 % 0.69 [ 0.21, 2.31 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jauch 1995a 2/17 2/5 0.1 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.1 % 0.59 [ 0.07, 5.22 ]


Johansen 2004 24/108 17/104 1.3 % 1.36 [ 0.78, 2.38 ]


Kaur 2005 6/50 12/50 0.5 % 0.50 [ 0.20, 1.23 ]


Kearns 1992 5/16 4/15 0.3 % 1.17 [ 0.39, 3.56 ]


Keele 1997 2/43 1/43 0.1 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 2.3 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 5/12 2/10 0.2 % 2.08 [ 0.51, 8.52 ]


Lidder 2013a 2/32 6/30 0.2 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 0.2 % 0.29 [ 0.07, 1.24 ]


Ljunggren 2012 0/19 0/20 Not estimable


Lough 1990 4/14 7/15 0.4 % 0.61 [ 0.23, 1.65 ]


Malhotra 2004 27/98 31/97 2.1 % 0.86 [ 0.56, 1.33 ]


Maude 2011 8/27 7/29 0.6 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.0 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 14/23 16/25 2.0 % 0.95 [ 0.61, 1.48 ]


Moreno 2016 30/68 35/68 3.0 % 0.86 [ 0.60, 1.22 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Müller 1982a 11/66 9/29 0.7 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 1.0 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 10/20 9/20 1.0 % 1.11 [ 0.58, 2.14 ]


Neelemaat 2012 14/105 11/105 0.8 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 1/10 0.0 % 0.37 [ 0.02, 8.01 ]


Nguyen 2012 4/14 4/14 0.3 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.0 % 0.33 [ 0.01, 7.72 ]


Peck 2004 4/14 5/13 0.4 % 0.74 [ 0.25, 2.18 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Popp 1981 7/21 6/21 0.5 % 1.17 [ 0.47, 2.89 ]


Pupelis 2000 1/30 7/30 0.1 % 0.14 [ 0.02, 1.09 ]


Pupelis 2001 2/11 5/18 0.2 % 0.65 [ 0.15, 2.81 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 1/81 0.0 % 0.34 [ 0.01, 8.16 ]


Rimbau 1989 1/10 2/10 0.1 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 12/40 10/40 0.8 % 1.20 [ 0.59, 2.45 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 0.2 % 2.92 [ 0.71, 12.00 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Schroeder 1991 1/16 1/16 0.1 % 1.00 [ 0.07, 14.64 ]


Simon 1988 4/15 3/17 0.2 % 1.51 [ 0.40, 5.69 ]


Singh 1998 4/21 4/22 0.3 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 1/11 1/15 0.1 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 3/9 0.1 % 0.14 [ 0.01, 2.42 ]


Starke 2011 9/66 6/66 0.4 % 1.50 [ 0.57, 3.98 ]


Stein 2002 12/40 10/40 0.8 % 1.20 [ 0.59, 2.45 ]


Sullivan 1998 2/8 5/10 0.2 % 0.50 [ 0.13, 1.93 ]


Sullivan 2004 4/27 6/30 0.3 % 0.74 [ 0.23, 2.35 ]


Thompson 1981 2/12 1/9 0.1 % 1.50 [ 0.16, 14.08 ]


Tong 2006a 0/45 2/18 0.0 % 0.08 [ 0.00, 1.64 ]


Tong 2006b 0/45 2/18 0.0 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 27/30 31/35 9.3 % 1.02 [ 0.86, 1.20 ]


Vicic 2013 5/52 10/49 0.4 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.1 % 0.38 [ 0.05, 3.26 ]


Williams 1985 9/21 7/22 0.7 % 1.35 [ 0.61, 2.96 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Williford 1991 54/192 57/203 3.6 % 1.00 [ 0.73, 1.37 ]


Woolfson 1989 8/62 8/60 0.5 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 6/215 8/108 0.4 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 0.5 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.2 % 0.67 [ 0.13, 3.47 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 1/18 5/16 0.1 % 0.18 [ 0.02, 1.37 ]


Zhang 2013 2/50 5/50 0.2 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 1/15 0.0 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable


Zheng 2015 5/75 13/71 0.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 0.4 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.3 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 0.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 10801 10340 95.6 % 0.91 [ 0.85, 0.98 ]


Total events: 1519 (Experimental), 1648 (Control)


Heterogeneity: Tau2 = 0.01; Chi2 = 122.08, df = 110 (P = 0.20); I2 =10%


Test for overall effect: Z = 2.41 (P = 0.016)


Total (95% CI) 11940 11473 100.0 % 0.91 [ 0.85, 0.97 ]


Total events: 1580 (Experimental), 1743 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 137.11, df = 132 (P = 0.36); I2 =4%


Test for overall effect: Z = 2.88 (P = 0.0040)


Test for subgroup differences: Chi2 = 5.60, df = 3 (P = 0.13), I2 =46%
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Analysis 4.10. Comparison 4 Serious adverse event maximum follow-up, Outcome 10 Serious adverse


events - randomisation year.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 4 Serious adverse event maximum follow-up


Outcome: 10 Serious adverse events - randomisation year


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Before 1960


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 1960 to 1979


Abel 1976 4/20 3/24 0.2 % 1.60 [ 0.40, 6.32 ]


Banerjee 1978 4/28 6/32 0.3 % 0.76 [ 0.24, 2.43 ]


Holter 1977 4/30 5/26 0.3 % 0.69 [ 0.21, 2.31 ]


Samuels 1981 7/18 2/15 0.2 % 2.92 [ 0.71, 12.00 ]


Sonnenfeld 1978 1/11 1/15 0.1 % 1.36 [ 0.10, 19.50 ]


Thompson 1981 2/12 1/9 0.1 % 1.50 [ 0.16, 14.08 ]


Subtotal (95% CI) 119 121 1.2 % 1.18 [ 0.65, 2.14 ]


Total events: 22 (Experimental), 18 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 3.12, df = 5 (P = 0.68); I2 =0.0%


Test for overall effect: Z = 0.53 (P = 0.59)


3 1980 to 1999


Abalan 1992 0/15 0/14 Not estimable


Bastow 1983a 5/39 4/35 0.3 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.2 % 0.37 [ 0.08, 1.71 ]


Bauer 2000 24/60 24/60 2.0 % 1.00 [ 0.65, 1.55 ]


Beier-Holgersen 1999 6/30 7/30 0.5 % 0.86 [ 0.33, 2.25 ]


Bellantone 1988 1/54 10/46 0.1 % 0.09 [ 0.01, 0.64 ]


Bokhorst-de 2000 7/15 9/17 0.8 % 0.88 [ 0.44, 1.78 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 27/60 13/57 1.3 % 1.97 [ 1.13, 3.43 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Bunout 1989 2/17 5/19 0.2 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.0 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.0 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.0 % 1.64 [ 0.08, 34.28 ]


Choudhry 1996 3/21 4/20 0.2 % 0.71 [ 0.18, 2.80 ]


Chuntrasakul 1996 1/21 3/17 0.1 % 0.27 [ 0.03, 2.37 ]


Delmi 1990 6/25 10/27 0.6 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 9.5 % 0.95 [ 0.80, 1.12 ]


Dennis 2006 182/429 207/429 10.8 % 0.88 [ 0.76, 1.02 ]


Doglietto 1990 2/13 3/9 0.2 % 0.46 [ 0.10, 2.23 ]


Doglietto 1996 56/338 61/340 3.4 % 0.92 [ 0.66, 1.28 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Espaulella 2000 17/80 10/81 0.8 % 1.72 [ 0.84, 3.53 ]


Eyer 1993 2/19 2/19 0.1 % 1.00 [ 0.16, 6.38 ]


Fan 1989 7/20 6/20 0.5 % 1.17 [ 0.48, 2.86 ]


Fan 1994 5/64 9/60 0.4 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.0 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 7/20 0.2 % 0.29 [ 0.07, 1.21 ]


Gazzotti 2003 2/39 2/41 0.1 % 1.05 [ 0.16, 7.10 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Herndon 1987 8/13 8/15 1.0 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Houwing 2003 0/51 0/52 Not estimable


Jauch 1995a 2/17 2/5 0.1 % 0.29 [ 0.05, 1.59 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Jauch 1995b 2/17 1/5 0.1 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.0 % 0.33 [ 0.01, 7.78 ]


Kearns 1992 5/16 4/15 0.3 % 1.17 [ 0.39, 3.56 ]


Keele 1997 2/43 1/43 0.1 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 2.3 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 5/12 2/10 0.2 % 2.08 [ 0.51, 8.52 ]


Liu 1996b 1/16 2/18 0.1 % 0.56 [ 0.06, 5.63 ]


Lough 1990 4/14 7/15 0.4 % 0.61 [ 0.23, 1.65 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


McCarter 1998 0/57 1/55 0.0 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 14/23 16/25 2.0 % 0.95 [ 0.61, 1.48 ]


Müller 1982a 11/66 9/29 0.7 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 1.0 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 10/20 9/20 1.0 % 1.11 [ 0.58, 2.14 ]


Neuvonen 1984 0/9 1/10 0.0 % 0.37 [ 0.02, 8.01 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Popp 1981 7/21 6/21 0.5 % 1.17 [ 0.47, 2.89 ]


Potter 2001 21/183 33/193 1.6 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 1/30 7/30 0.1 % 0.14 [ 0.02, 1.09 ]


Pupelis 2001 2/11 5/18 0.2 % 0.65 [ 0.15, 2.81 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Reissman 1995 0/80 1/81 0.0 % 0.34 [ 0.01, 8.16 ]


Rimbau 1989 1/10 2/10 0.1 % 0.50 [ 0.05, 4.67 ]


Sabin 1998 12/40 10/40 0.8 % 1.20 [ 0.59, 2.45 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Schroeder 1991 1/16 1/16 0.1 % 1.00 [ 0.07, 14.64 ]


Simon 1988 4/15 3/17 0.2 % 1.51 [ 0.40, 5.69 ]


Singh 1998 4/21 4/22 0.3 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 3/17 6/17 0.3 % 0.50 [ 0.15, 1.68 ]


Song 1993 0/12 2/13 0.0 % 0.22 [ 0.01, 4.08 ]


Sullivan 1998 2/8 5/10 0.2 % 0.50 [ 0.13, 1.93 ]


Valdivieso 1987 27/30 31/35 9.3 % 1.02 [ 0.86, 1.20 ]


Vlaming 2001 12/275 14/274 0.7 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.1 % 0.38 [ 0.05, 3.26 ]


Williams 1985 9/21 7/22 0.7 % 1.35 [ 0.61, 2.96 ]


Williford 1991 54/192 57/203 3.6 % 1.00 [ 0.73, 1.37 ]


Woolfson 1989 8/62 8/60 0.5 % 0.97 [ 0.39, 2.41 ]


Xu 1998a 2/16 3/16 0.2 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.1 % 0.18 [ 0.02, 1.37 ]


Zheng 2001a 0/65 1/15 0.0 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 6167 5961 62.8 % 0.92 [ 0.86, 0.99 ]


Total events: 914 (Experimental), 1027 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 70.49, df = 79 (P = 0.74); I2 =0.0%


Test for overall effect: Z = 2.32 (P = 0.021)


4 After 1999


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Anbar 2014 0/22 2/28 0.0 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 2.2 % 1.51 [ 0.99, 2.31 ]


Barlow 2011 3/64 7/57 0.2 % 0.38 [ 0.10, 1.41 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 6/68 5/73 0.3 % 1.29 [ 0.41, 4.03 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Casaer 2011 255/2312 257/2328 9.6 % 1.00 [ 0.85, 1.18 ]


Chen 2006 0/21 0/20 Not estimable


Chourdakis 2012 13/34 12/25 1.2 % 0.80 [ 0.44, 1.44 ]


De Sousa 2012 0/20 2/17 0.0 % 0.17 [ 0.01, 3.34 ]


Duncan 2006 24/150 38/159 1.9 % 0.67 [ 0.42, 1.06 ]


Eneroth 2005 0/40 0/40 Not estimable


Gariballa 2006 32/223 19/222 1.4 % 1.68 [ 0.98, 2.87 ]


Ha 2010 12/58 10/66 0.7 % 1.37 [ 0.64, 2.92 ]


Heidegger 2013 20/153 28/152 1.4 % 0.71 [ 0.42, 1.20 ]


Hendry 2010 0/30 2/38 0.0 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.0 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Hickson 2004 31/292 35/300 1.9 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.0 % 0.22 [ 0.01, 4.29 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Johansen 2004 24/108 17/104 1.3 % 1.36 [ 0.78, 2.38 ]


Kaur 2005 6/50 12/50 0.5 % 0.50 [ 0.20, 1.23 ]


Lidder 2013a 2/32 6/30 0.2 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 0.2 % 0.29 [ 0.07, 1.24 ]


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 0.3 % 0.43 [ 0.12, 1.50 ]


Malhotra 2004 27/98 31/97 2.1 % 0.86 [ 0.56, 1.33 ]


Maude 2011 8/27 7/29 0.6 % 1.23 [ 0.52, 2.93 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 30/68 35/68 3.0 % 0.86 [ 0.60, 1.22 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Neelemaat 2012 14/105 11/105 0.8 % 1.27 [ 0.61, 2.67 ]


Nguyen 2012 4/14 4/14 0.3 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.0 % 0.33 [ 0.01, 7.72 ]


Peck 2004 4/14 5/13 0.4 % 0.74 [ 0.25, 2.18 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Soop 2004 0/9 3/9 0.1 % 0.14 [ 0.01, 2.42 ]


Starke 2011 9/66 6/66 0.4 % 1.50 [ 0.57, 3.98 ]


Stein 2002 12/40 10/40 0.8 % 1.20 [ 0.59, 2.45 ]


Sullivan 2004 4/27 6/30 0.3 % 0.74 [ 0.23, 2.35 ]


Tong 2006a 0/45 2/18 0.0 % 0.08 [ 0.00, 1.64 ]


Tong 2006b 0/45 2/18 0.0 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 0.4 % 0.47 [ 0.17, 1.28 ]


Wu 2007a 6/215 8/108 0.4 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 0.5 % 0.72 [ 0.28, 1.83 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 2/50 5/50 0.2 % 0.40 [ 0.08, 1.97 ]


Zheng 2015 5/75 13/71 0.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 0.4 % 0.33 [ 0.11, 0.98 ]


Zhu 2012a 3/33 6/16 0.3 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 0.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 5654 5391 36.0 % 0.83 [ 0.72, 0.97 ]


Total events: 644 (Experimental), 698 (Control)


Heterogeneity: Tau2 = 0.05; Chi2 = 63.12, df = 46 (P = 0.05); I2 =27%


Test for overall effect: Z = 2.42 (P = 0.016)


Total (95% CI) 11940 11473 100.0 % 0.91 [ 0.85, 0.97 ]


Total events: 1580 (Experimental), 1743 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 137.11, df = 132 (P = 0.36); I2 =4%


Test for overall effect: Z = 2.88 (P = 0.0040)


Test for subgroup differences: Chi2 = 2.16, df = 2 (P = 0.34), I2 =7%
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Analysis 4.11. Comparison 4 Serious adverse event maximum follow-up, Outcome 11 Serious adverse


events - trials where the intervention lasts fewer than three days compared with trials where the intervention


lasts three days or more.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 4 Serious adverse event maximum follow-up


Outcome: 11 Serious adverse events - trials where the intervention lasts fewer than three days compared with trials where the intervention lasts three days or more


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Three days or more


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.2 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Arias 2008 46/262 31/267 2.2 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.3 % 0.76 [ 0.24, 2.43 ]


Barlow 2011 3/64 7/57 0.2 % 0.38 [ 0.10, 1.41 ]


Bastow 1983a 5/39 4/35 0.3 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.2 % 0.37 [ 0.08, 1.71 ]


Bauer 2000 24/60 24/60 2.0 % 1.00 [ 0.65, 1.55 ]


Beier-Holgersen 1999 6/30 7/30 0.5 % 0.86 [ 0.33, 2.25 ]


Bellantone 1988 1/54 10/46 0.1 % 0.09 [ 0.01, 0.64 ]


Bokhorst-de 2000 7/15 9/17 0.8 % 0.88 [ 0.44, 1.78 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 6/68 5/73 0.3 % 1.29 [ 0.41, 4.03 ]


Brennan 1994 27/60 13/57 1.3 % 1.97 [ 1.13, 3.43 ]


Bunout 1989 2/17 5/19 0.2 % 0.45 [ 0.10, 2.01 ]


Carr 1996 0/14 1/14 0.0 % 0.33 [ 0.01, 7.55 ]


Casaer 2011 255/2312 257/2328 9.6 % 1.00 [ 0.85, 1.18 ]


Chen 1995a 0/8 1/8 0.0 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.0 % 1.64 [ 0.08, 34.28 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Chen 2006 0/21 0/20 Not estimable


Chuntrasakul 1996 1/21 3/17 0.1 % 0.27 [ 0.03, 2.37 ]


De Sousa 2012 0/20 2/17 0.0 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 0.6 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 9.5 % 0.95 [ 0.80, 1.12 ]


Dennis 2006 182/429 207/429 10.8 % 0.88 [ 0.76, 1.02 ]


Doglietto 1990 2/13 3/9 0.2 % 0.46 [ 0.10, 2.23 ]


Doglietto 1996 56/338 61/340 3.4 % 0.92 [ 0.66, 1.28 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Duncan 2006 24/150 38/159 1.9 % 0.67 [ 0.42, 1.06 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 17/80 10/81 0.8 % 1.72 [ 0.84, 3.53 ]


Fan 1989 7/20 6/20 0.5 % 1.17 [ 0.48, 2.86 ]


Fan 1994 5/64 9/60 0.4 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.0 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 7/20 0.2 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 1.4 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.1 % 1.05 [ 0.16, 7.10 ]


Ha 2010 12/58 10/66 0.7 % 1.37 [ 0.64, 2.92 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Heidegger 2013 20/153 28/152 1.4 % 0.71 [ 0.42, 1.20 ]


Hendry 2010 0/30 2/38 0.0 % 0.25 [ 0.01, 5.05 ]


Herndon 1987 8/13 8/15 1.0 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 1.9 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.0 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Holter 1977 4/30 5/26 0.3 % 0.69 [ 0.21, 2.31 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jauch 1995a 2/17 2/5 0.1 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.1 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.0 % 0.33 [ 0.01, 7.78 ]


Johansen 2004 24/108 17/104 1.3 % 1.36 [ 0.78, 2.38 ]


Kaur 2005 6/50 12/50 0.5 % 0.50 [ 0.20, 1.23 ]


Kearns 1992 5/16 4/15 0.3 % 1.17 [ 0.39, 3.56 ]


Keele 1997 2/43 1/43 0.1 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 2.3 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 5/12 2/10 0.2 % 2.08 [ 0.51, 8.52 ]


Lidder 2013a 2/32 6/30 0.2 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 0.2 % 0.29 [ 0.07, 1.24 ]


Liu 1996b 1/16 2/18 0.1 % 0.56 [ 0.06, 5.63 ]


Lough 1990 4/14 7/15 0.4 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.3 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 27/98 31/97 2.1 % 0.86 [ 0.56, 1.33 ]


Mezey 1991 14/23 16/25 2.0 % 0.95 [ 0.61, 1.48 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 30/68 35/68 3.0 % 0.86 [ 0.60, 1.22 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Müller 1982a 11/66 9/29 0.7 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 1.0 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 10/20 9/20 1.0 % 1.11 [ 0.58, 2.14 ]


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


800Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Neelemaat 2012 14/105 11/105 0.8 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 1/10 0.0 % 0.37 [ 0.02, 8.01 ]


Nguyen 2012 4/14 4/14 0.3 % 1.00 [ 0.31, 3.23 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 1/20 0.0 % 0.33 [ 0.01, 7.72 ]


Peck 2004 4/14 5/13 0.4 % 0.74 [ 0.25, 2.18 ]


Popp 1981 7/21 6/21 0.5 % 1.17 [ 0.47, 2.89 ]


Potter 2001 21/183 33/193 1.6 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 1/30 7/30 0.1 % 0.14 [ 0.02, 1.09 ]


Pupelis 2001 2/11 5/18 0.2 % 0.65 [ 0.15, 2.81 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Reissman 1995 0/80 1/81 0.0 % 0.34 [ 0.01, 8.16 ]


Rimbau 1989 1/10 2/10 0.1 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 0.2 % 2.92 [ 0.71, 12.00 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Schroeder 1991 1/16 1/16 0.1 % 1.00 [ 0.07, 14.64 ]


Simon 1988 4/15 3/17 0.2 % 1.51 [ 0.40, 5.69 ]


Singh 1998 4/21 4/22 0.3 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 3/17 6/17 0.3 % 0.50 [ 0.15, 1.68 ]


Song 1993 0/12 2/13 0.0 % 0.22 [ 0.01, 4.08 ]


Soop 2004 0/9 3/9 0.1 % 0.14 [ 0.01, 2.42 ]


Starke 2011 9/66 6/66 0.4 % 1.50 [ 0.57, 3.98 ]


Sullivan 1998 2/8 5/10 0.2 % 0.50 [ 0.13, 1.93 ]


Sullivan 2004 4/27 6/30 0.3 % 0.74 [ 0.23, 2.35 ]


Thompson 1981 2/12 1/9 0.1 % 1.50 [ 0.16, 14.08 ]


Tong 2006a 0/45 2/18 0.0 % 0.08 [ 0.00, 1.64 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Tong 2006b 0/45 2/18 0.0 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 27/30 31/35 9.3 % 1.02 [ 0.86, 1.20 ]


Vicic 2013 5/52 10/49 0.4 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 0.7 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.1 % 0.38 [ 0.05, 3.26 ]


Williams 1985 9/21 7/22 0.7 % 1.35 [ 0.61, 2.96 ]


Williford 1991 54/192 57/203 3.6 % 1.00 [ 0.73, 1.37 ]


Woolfson 1989 8/62 8/60 0.5 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 6/215 8/108 0.4 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 0.5 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.2 % 0.67 [ 0.13, 3.47 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 1/18 5/16 0.1 % 0.18 [ 0.02, 1.37 ]


Zhang 2013 2/50 5/50 0.2 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 1/15 0.0 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable


Zheng 2015 5/75 13/71 0.4 % 0.36 [ 0.14, 0.97 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.3 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 0.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 11543 11094 95.7 % 0.90 [ 0.84, 0.97 ]


Total events: 1525 (Experimental), 1681 (Control)


Heterogeneity: Tau2 = 0.01; Chi2 = 129.41, df = 121 (P = 0.28); I2 =7%


Test for overall effect: Z = 2.78 (P = 0.0055)


2 Less than three days


Choudhry 1996 3/21 4/20 0.2 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 13/34 12/25 1.2 % 0.80 [ 0.44, 1.44 ]


Eyer 1993 2/19 2/19 0.1 % 1.00 [ 0.16, 6.38 ]


Henriksen 2003a 0/16 1/8 0.0 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable
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M-
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M-
H,Random,95%


CI


Ljunggren 2012 0/19 0/20 Not estimable


Maude 2011 8/27 7/29 0.6 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.0 % 0.32 [ 0.01, 7.74 ]


Sabin 1998 12/40 10/40 0.8 % 1.20 [ 0.59, 2.45 ]


Sonnenfeld 1978 1/11 1/15 0.1 % 1.36 [ 0.10, 19.50 ]


Stein 2002 12/40 10/40 0.8 % 1.20 [ 0.59, 2.45 ]


Zhong 2014 4/60 12/60 0.4 % 0.33 [ 0.11, 0.98 ]


Subtotal (95% CI) 360 339 4.2 % 0.90 [ 0.66, 1.23 ]


Total events: 55 (Experimental), 60 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 6.95, df = 9 (P = 0.64); I2 =0.0%


Test for overall effect: Z = 0.65 (P = 0.52)


3 Unknown


Anbar 2014 0/22 2/28 0.0 % 0.25 [ 0.01, 5.00 ]


Capell 1990 0/15 0/12 Not estimable


Subtotal (95% CI) 37 40 0.0 % 0.25 [ 0.01, 5.00 ]


Total events: 0 (Experimental), 2 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.90 (P = 0.37)


Total (95% CI) 11940 11473 100.0 % 0.91 [ 0.85, 0.97 ]


Total events: 1580 (Experimental), 1743 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 137.11, df = 132 (P = 0.36); I2 =4%


Test for overall effect: Z = 2.88 (P = 0.0040)


Test for subgroup differences: Chi2 = 0.70, df = 2 (P = 0.70), I2 =0.0%
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Analysis 4.12. Comparison 4 Serious adverse event maximum follow-up, Outcome 12 Serious adverse


events - ’best-worst case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 4 Serious adverse event maximum follow-up


Outcome: 12 Serious adverse events - ’best-worst case’ scenario


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.4 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/10 2/10 0.2 % 0.50 [ 0.05, 4.67 ]


Anbar 2014 0/23 2/28 0.1 % 0.24 [ 0.01, 4.80 ]


Arias 2008 46/333 98/334 2.5 % 0.47 [ 0.34, 0.65 ]


Banerjee 1978 4/31 6/32 0.6 % 0.69 [ 0.21, 2.21 ]


Banerjee 1978 4/31 6/32 0.6 % 0.69 [ 0.21, 2.21 ]


Barlow 2011 3/64 7/57 0.5 % 0.38 [ 0.10, 1.41 ]


Bastow 1983a 5/39 4/35 0.5 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.4 % 0.37 [ 0.08, 1.71 ]


Bauer 2000 24/60 24/60 2.0 % 1.00 [ 0.65, 1.55 ]


Beier-Holgersen 1999 6/30 7/30 0.8 % 0.86 [ 0.33, 2.25 ]


Bellantone 1988 1/54 10/46 0.2 % 0.09 [ 0.01, 0.64 ]


Bokhorst-de 2000 7/15 9/17 1.2 % 0.88 [ 0.44, 1.78 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/30 14/30 0.1 % 0.03 [ 0.00, 0.55 ]


Breedveld-Peters 6/73 11/79 0.8 % 0.59 [ 0.23, 1.51 ]


Brennan 1994 27/60 13/57 1.6 % 1.97 [ 1.13, 3.43 ]


Bunout 1989 2/17 5/19 0.4 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/15 2/15 0.1 % 0.20 [ 0.01, 3.85 ]


Carr 1996 0/15 2/15 0.1 % 0.20 [ 0.01, 3.85 ]


Casaer 2011 255/2312 257/2328 3.1 % 1.00 [ 0.85, 1.18 ]


Chen 1995a 0/8 1/8 0.1 % 0.33 [ 0.02, 7.14 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.1 % 1.64 [ 0.08, 34.28 ]


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 3/21 4/20 0.5 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 13/34 12/25 1.5 % 0.80 [ 0.44, 1.44 ]


Chuntrasakul 1996 1/21 3/17 0.2 % 0.27 [ 0.03, 2.37 ]


De Sousa 2012 0/20 2/17 0.1 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/27 15/32 1.1 % 0.47 [ 0.21, 1.05 ]


Dennis 2005 241/2016 260/2007 3.1 % 0.92 [ 0.78, 1.09 ]


Dennis 2006 182/429 207/430 3.1 % 0.88 [ 0.76, 1.02 ]


Doglietto 1990 2/13 10/16 0.5 % 0.25 [ 0.07, 0.93 ]


Doglietto 1996 56/338 61/340 2.4 % 0.92 [ 0.66, 1.28 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Duncan 2006 24/153 44/165 2.0 % 0.59 [ 0.38, 0.92 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 17/85 15/86 1.4 % 1.15 [ 0.61, 2.14 ]


Eyer 1993 2/26 9/26 0.4 % 0.22 [ 0.05, 0.93 ]


Fan 1989 5/75 24/75 0.9 % 0.21 [ 0.08, 0.52 ]


Fan 1994 7/20 6/20 0.9 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.2 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.2 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/20 4/22 0.1 % 0.12 [ 0.01, 2.13 ]


Gariballa 1998 2/21 8/21 0.4 % 0.25 [ 0.06, 1.04 ]


Gariballa 2006 32/223 19/222 1.7 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.2 % 1.05 [ 0.16, 7.10 ]


Ha 2010 12/84 30/86 1.5 % 0.41 [ 0.23, 0.74 ]


Hartgrink 1998 7/70 17/70 1.0 % 0.41 [ 0.18, 0.93 ]


Heidegger 2013 20/153 28/152 1.7 % 0.71 [ 0.42, 1.20 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Hendry 2010 0/38 2/38 0.1 % 0.20 [ 0.01, 4.03 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 1.4 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 2.0 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/51 13/51 0.1 % 0.04 [ 0.00, 0.61 ]


Holter 1977 4/30 5/26 0.6 % 0.69 [ 0.21, 2.31 ]


Holyday 2012 4/71 1/72 0.2 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jauch 1995a 2/17 2/5 0.3 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.2 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Johansen 2004 24/108 17/104 1.6 % 1.36 [ 0.78, 2.38 ]


Kaur 2005 6/50 12/50 0.9 % 0.50 [ 0.20, 1.23 ]


Kearns 1992 5/16 4/15 0.6 % 1.17 [ 0.39, 3.56 ]


Keele 1997 2/47 11/53 0.4 % 0.21 [ 0.05, 0.88 ]


Larsson 1990a 29/250 68/251 2.2 % 0.43 [ 0.29, 0.64 ]


Ledinghen 1997 5/12 2/10 0.4 % 2.08 [ 0.51, 8.52 ]


Lidder 2013a 2/32 6/30 0.4 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 0.4 % 0.29 [ 0.07, 1.24 ]


Liu 1996b 1/16 2/18 0.2 % 0.56 [ 0.06, 5.63 ]


Ljunggren 2012 0/20 0/20 Not estimable


Lough 1990 4/14 7/15 0.8 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.5 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.2 % 1.85 [ 0.18, 19.19 ]
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n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Malhotra 2004 27/100 34/100 2.1 % 0.79 [ 0.52, 1.21 ]


Maude 2011 8/27 7/29 0.9 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 6/28 5/26 0.7 % 1.11 [ 0.39, 3.22 ]


Mezey 1991 14/28 17/26 1.9 % 0.76 [ 0.48, 1.22 ]


Miller 2006a 2/25 2/26 0.3 % 1.04 [ 0.16, 6.83 ]


Miller 2006b 1/24 0/25 0.1 % 3.12 [ 0.13, 73.04 ]


Moreno 2016 30/68 35/68 2.3 % 0.86 [ 0.60, 1.22 ]


Munk 2014 1/44 3/40 0.2 % 0.30 [ 0.03, 2.80 ]


Müller 1982a 11/80 20/40 1.4 % 0.28 [ 0.15, 0.52 ]


Müller 1982b 17/55 20/40 1.8 % 0.62 [ 0.37, 1.02 ]


Naveau 1986 10/20 9/20 1.4 % 1.11 [ 0.58, 2.14 ]


Neelemaat 2012 14/105 11/105 1.2 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]


Nguyen 2012 4/14 4/14 0.6 % 1.00 [ 0.31, 3.23 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]


Peck 2004 4/16 8/16 0.8 % 0.50 [ 0.19, 1.33 ]


Popp 1981 7/21 6/21 0.9 % 1.17 [ 0.47, 2.89 ]


Potter 2001 21/186 35/195 1.8 % 0.63 [ 0.38, 1.04 ]


Pupelis 2000 2/11 5/18 0.4 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.2 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Reissman 1995 0/80 1/81 0.1 % 0.34 [ 0.01, 8.16 ]


Rimbau 1989 1/10 2/10 0.2 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 12/40 10/40 1.2 % 1.20 [ 0.59, 2.45 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/20 2/15 0.4 % 2.63 [ 0.63, 10.88 ]
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n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Schroeder 1991 1/16 1/16 0.1 % 1.00 [ 0.07, 14.64 ]


Simon 1988 4/16 4/18 0.6 % 1.13 [ 0.34, 3.78 ]


Singh 1998 4/21 4/22 0.5 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.2 % 4.00 [ 0.48, 33.33 ]


Smith 1988 3/17 6/17 0.6 % 0.50 [ 0.15, 1.68 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 1/11 1/15 0.1 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/10 2/10 0.1 % 0.20 [ 0.01, 3.70 ]


Starke 2011 9/67 7/67 0.8 % 1.29 [ 0.51, 3.25 ]


Stein 2002 12/40 10/40 1.2 % 1.20 [ 0.59, 2.45 ]


Sullivan 1998 2/8 5/10 0.5 % 0.50 [ 0.13, 1.93 ]


Sullivan 2004 4/27 6/30 0.6 % 0.74 [ 0.23, 2.35 ]


Thompson 1981 2/12 1/9 0.2 % 1.50 [ 0.16, 14.08 ]


Tong 2006a 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Tong 2006b 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 27/30 31/35 3.1 % 1.02 [ 0.86, 1.20 ]


Vicic 2013 5/52 10/49 0.8 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 1.1 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.2 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.2 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/15 4/16 0.2 % 0.27 [ 0.03, 2.12 ]


Williams 1985 9/21 7/22 1.1 % 1.35 [ 0.61, 2.96 ]


Williford 1991 54/231 82/228 2.6 % 0.65 [ 0.49, 0.87 ]


Woolfson 1989 8/62 8/60 0.9 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 6/215 8/108 0.7 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 0.8 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.3 % 0.67 [ 0.13, 3.47 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 1/18 5/16 0.2 % 0.18 [ 0.02, 1.37 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zhang 2013 2/50 5/50 0.3 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 1/15 0.1 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable


Zheng 2015 5/75 13/71 0.8 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 0.7 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 22/32 0.6 % 0.13 [ 0.04, 0.40 ]


Zhu 2012b 8/32 23/32 1.4 % 0.35 [ 0.18, 0.66 ]


Total (95% CI) 12418 11897 100.0 % 0.72 [ 0.65, 0.79 ]


Total events: 1590 (Experimental), 2062 (Control)


Heterogeneity: Tau2 = 0.08; Chi2 = 225.88, df = 137 (P<0.00001); I2 =39%


Test for overall effect: Z = 6.64 (P < 0.00001)


Test for subgroup differences: Not applicable
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Analysis 4.13. Comparison 4 Serious adverse event maximum follow-up, Outcome 13 Serious adverse


events - ’worst-best case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 4 Serious adverse event maximum follow-up


Outcome: 13 Serious adverse events - ’worst-best case’ scenario


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.5 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 2/10 2/10 0.3 % 1.00 [ 0.17, 5.77 ]


Anbar 2014 1/23 2/28 0.2 % 0.61 [ 0.06, 6.30 ]


Arias 2008 117/333 31/334 2.1 % 3.79 [ 2.63, 5.46 ]


Banerjee 1978 7/31 6/32 0.9 % 1.20 [ 0.46, 3.18 ]


Barlow 2011 3/64 7/57 0.5 % 0.38 [ 0.10, 1.41 ]


Bastow 1983a 5/39 4/35 0.6 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.4 % 0.37 [ 0.08, 1.71 ]


Bauer 2000 24/60 24/60 1.9 % 1.00 [ 0.65, 1.55 ]


Beier-Holgersen 1999 6/30 7/30 0.9 % 0.86 [ 0.33, 2.25 ]


Bellantone 1988 1/54 10/46 0.3 % 0.09 [ 0.01, 0.64 ]


Bokhorst-de 2000 7/15 9/17 1.3 % 0.88 [ 0.44, 1.78 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 18/30 0/30 0.1 % 37.00 [ 2.33, 587.26 ]


Breedveld-Peters 11/73 5/79 0.8 % 2.38 [ 0.87, 6.52 ]


Brennan 1994 27/60 13/57 1.6 % 1.97 [ 1.13, 3.43 ]


Bunout 1989 2/17 5/19 0.4 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 1/15 1/15 0.2 % 1.00 [ 0.07, 14.55 ]


Casaer 2011 255/2312 257/2328 2.7 % 1.00 [ 0.85, 1.18 ]


Chen 1995a 0/8 1/8 0.1 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.1 % 1.64 [ 0.08, 34.28 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 3/21 4/20 0.5 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 13/34 12/25 1.5 % 0.80 [ 0.44, 1.44 ]


Chuntrasakul 1996 1/21 3/17 0.2 % 0.27 [ 0.03, 2.37 ]


De Sousa 2012 0/20 2/17 0.1 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 8/27 10/32 1.1 % 0.95 [ 0.44, 2.06 ]


Dennis 2005 245/2016 253/2007 2.7 % 0.96 [ 0.82, 1.14 ]


Dennis 2006 182/429 207/430 2.7 % 0.88 [ 0.76, 1.02 ]


Doglietto 1990 2/13 3/16 0.4 % 0.82 [ 0.16, 4.20 ]


Doglietto 1996 56/338 61/340 2.2 % 0.92 [ 0.66, 1.28 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Duncan 2006 27/153 38/165 1.9 % 0.77 [ 0.49, 1.19 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 22/85 10/86 1.3 % 2.23 [ 1.12, 4.41 ]


Eyer 1993 9/26 2/26 0.5 % 4.50 [ 1.07, 18.85 ]


Fan 1989 16/75 9/75 1.2 % 1.78 [ 0.84, 3.77 ]


Fan 1994 7/20 6/20 1.0 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.2 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.2 % 0.29 [ 0.03, 2.41 ]


F rli 2001 2/20 1/22 0.2 % 2.20 [ 0.22, 22.45 ]


Gariballa 1998 3/21 7/21 0.6 % 0.43 [ 0.13, 1.44 ]


Gariballa 2006 32/223 19/222 1.7 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.3 % 1.05 [ 0.16, 7.10 ]


Ha 2010 38/84 10/86 1.4 % 3.89 [ 2.08, 7.29 ]


Hartgrink 1998 22/70 0/70 0.1 % 45.00 [ 2.78, 727.58 ]


Heidegger 2013 20/153 28/152 1.7 % 0.71 [ 0.42, 1.20 ]


Hendry 2010 8/38 2/38 0.4 % 4.00 [ 0.91, 17.62 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 1.4 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 1.9 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 35/51 5/51 1.0 % 7.00 [ 2.98, 16.42 ]


Holter 1977 4/30 5/26 0.6 % 0.69 [ 0.21, 2.31 ]


Holyday 2012 4/71 1/72 0.2 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jauch 1995a 2/17 2/5 0.4 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.2 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Johansen 2004 24/108 17/104 1.6 % 1.36 [ 0.78, 2.38 ]


Kaur 2005 6/50 12/50 1.0 % 0.50 [ 0.20, 1.23 ]


Kearns 1992 5/16 4/15 0.7 % 1.17 [ 0.39, 3.56 ]


Keele 1997 6/47 1/53 0.2 % 6.77 [ 0.85, 54.17 ]


Larsson 1990a 82/250 55/251 2.3 % 1.50 [ 1.12, 2.01 ]


Ledinghen 1997 5/12 2/10 0.5 % 2.08 [ 0.51, 8.52 ]


Lidder 2013a 2/32 6/30 0.4 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 0.5 % 0.29 [ 0.07, 1.24 ]


Liu 1996b 1/16 2/18 0.2 % 0.56 [ 0.06, 5.63 ]


Ljunggren 2012 1/20 0/20 0.1 % 3.00 [ 0.13, 69.52 ]


Lough 1990 4/14 7/15 0.8 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.6 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.2 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 29/100 31/100 2.0 % 0.94 [ 0.61, 1.43 ]


Maude 2011 8/27 7/29 1.0 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Mezey 1991 19/28 16/26 2.0 % 1.10 [ 0.74, 1.64 ]


Miller 2006a 3/25 1/26 0.2 % 3.12 [ 0.35, 28.03 ]


Miller 2006b 2/24 0/25 0.1 % 5.20 [ 0.26, 103.03 ]


Moreno 2016 30/68 35/68 2.2 % 0.86 [ 0.60, 1.22 ]


Munk 2014 3/44 1/40 0.2 % 2.73 [ 0.30, 25.17 ]


Müller 1982a 25/80 9/40 1.4 % 1.39 [ 0.72, 2.69 ]


Müller 1982b 26/55 10/40 1.5 % 1.89 [ 1.03, 3.46 ]


Naveau 1986 10/20 9/20 1.4 % 1.11 [ 0.58, 2.14 ]


Neelemaat 2012 14/105 11/105 1.2 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]


Nguyen 2012 4/14 4/14 0.7 % 1.00 [ 0.31, 3.23 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]


Peck 2004 6/16 5/16 0.9 % 1.20 [ 0.46, 3.15 ]


Popp 1981 7/21 6/21 0.9 % 1.17 [ 0.47, 2.89 ]


Potter 2001 24/186 33/195 1.8 % 0.76 [ 0.47, 1.24 ]


Pupelis 2000 2/11 5/18 0.5 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.3 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Reissman 1995 0/80 1/81 0.1 % 0.34 [ 0.01, 8.16 ]


Rimbau 1989 1/10 2/10 0.2 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 12/40 10/40 1.3 % 1.20 [ 0.59, 2.45 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 9/20 2/15 0.5 % 3.38 [ 0.85, 13.39 ]


Saudny-Unterberger 1997 1/17 1/16 0.2 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Schroeder 1991 1/16 1/16 0.2 % 1.00 [ 0.07, 14.64 ]


Simon 1988 5/16 3/18 0.6 % 1.88 [ 0.53, 6.63 ]


Singh 1998 4/21 4/22 0.6 % 1.05 [ 0.30, 3.66 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Smith 1985 4/25 1/25 0.2 % 4.00 [ 0.48, 33.33 ]


Smith 1988 3/17 6/17 0.6 % 0.50 [ 0.15, 1.68 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 1/11 1/15 0.2 % 1.36 [ 0.10, 19.50 ]


Soop 2004 1/10 1/10 0.2 % 1.00 [ 0.07, 13.87 ]


Starke 2011 10/67 6/67 0.9 % 1.67 [ 0.64, 4.33 ]


Stein 2002 12/40 10/40 1.3 % 1.20 [ 0.59, 2.45 ]


Sullivan 1998 2/8 5/10 0.5 % 0.50 [ 0.13, 1.93 ]


Sullivan 2004 4/27 6/30 0.7 % 0.74 [ 0.23, 2.35 ]


Thompson 1981 2/12 1/9 0.2 % 1.50 [ 0.16, 14.08 ]


Tong 2006a 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Tong 2006b 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 27/30 31/35 2.7 % 1.02 [ 0.86, 1.20 ]


Vicic 2013 5/52 10/49 0.8 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 1.2 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.2 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.2 % 2.00 [ 0.24, 16.97 ]


Watters 1997 3/15 3/16 0.5 % 1.07 [ 0.25, 4.49 ]


Williams 1985 9/21 7/22 1.1 % 1.35 [ 0.61, 2.96 ]


Williford 1991 93/231 57/228 2.4 % 1.61 [ 1.22, 2.12 ]


Woolfson 1989 8/62 8/60 0.9 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 6/215 8/108 0.8 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 0.9 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.4 % 0.67 [ 0.13, 3.47 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 1/18 5/16 0.3 % 0.18 [ 0.02, 1.37 ]


Zhang 2013 2/50 5/50 0.4 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 1/15 0.1 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable


Zheng 2015 5/75 13/71 0.8 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 0.7 % 0.33 [ 0.11, 0.98 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/32 0.6 % 0.48 [ 0.13, 1.78 ]


Zhu 2012b 8/32 7/32 1.0 % 1.14 [ 0.47, 2.78 ]


Total (95% CI) 12302 11780 100.0 % 1.05 [ 0.94, 1.17 ]


Total events: 1942 (Experimental), 1741 (Control)


Heterogeneity: Tau2 = 0.11; Chi2 = 258.45, df = 134 (P<0.00001); I2 =48%


Test for overall effect: Z = 0.88 (P = 0.38)


Test for subgroup differences: Not applicable
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Analysis 4.14. Comparison 4 Serious adverse event maximum follow-up, Outcome 14 Serious adverse


events co-interventions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 4 Serious adverse event maximum follow-up


Outcome: 14 Serious adverse events co-interventions


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


1 Received nutrition support as co-intervention


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Banerjee 1978 4/28 6/32 0.3 % 0.76 [ 0.24, 2.43 ]


Bauer 2000 24/60 24/60 1.4 % 1.00 [ 0.65, 1.55 ]


Bokhorst-de 2000 7/15 9/17 0.5 % 0.88 [ 0.44, 1.78 ]


Casaer 2011 255/2312 257/2328 14.5 % 1.00 [ 0.85, 1.18 ]


Heidegger 2013 20/153 28/152 1.6 % 0.71 [ 0.42, 1.20 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Luo 2012 3/30 7/30 0.4 % 0.43 [ 0.12, 1.50 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Mezey 1991 14/23 16/25 0.9 % 0.95 [ 0.61, 1.48 ]


Simon 1988 4/15 3/17 0.2 % 1.51 [ 0.40, 5.69 ]


Zhu 2012a 3/33 6/16 0.5 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 0.5 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 2732 2727 21.0 % 0.93 [ 0.81, 1.06 ]


Total events: 343 (Experimental), 367 (Control)


Heterogeneity: Chi2 = 10.90, df = 11 (P = 0.45); I2 =0.0%


Test for overall effect: Z = 1.11 (P = 0.27)


2 did not receive nutrition support as co-intervention


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.2 % 1.60 [ 0.40, 6.32 ]


Anbar 2014 0/22 2/28 0.1 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 1.7 % 1.51 [ 0.99, 2.31 ]


Barlow 2011 3/64 7/57 0.4 % 0.38 [ 0.10, 1.41 ]


Bastow 1983a 5/39 4/35 0.2 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.3 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 0.4 % 0.86 [ 0.33, 2.25 ]


Bellantone 1988 1/54 10/46 0.6 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 6/68 5/73 0.3 % 1.29 [ 0.41, 4.03 ]


Brennan 1994 27/60 13/57 0.8 % 1.97 [ 1.13, 3.43 ]


Bunout 1989 2/17 5/19 0.3 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/21 0/20 Not estimable


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.0 % 1.64 [ 0.08, 34.28 ]


Chen 2006 0/8 1/8 0.1 % 0.33 [ 0.02, 7.14 ]


Chourdakis 2012 13/34 12/25 0.8 % 0.80 [ 0.44, 1.44 ]


Chuntrasakul 1996 1/21 3/17 0.2 % 0.27 [ 0.03, 2.37 ]


De Sousa 2012 0/20 2/17 0.2 % 0.17 [ 0.01, 3.34 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Delmi 1990 6/25 10/27 0.5 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 182/429 207/429 11.8 % 0.88 [ 0.76, 1.02 ]


Dennis 2006 241/2012 253/2000 14.4 % 0.95 [ 0.80, 1.12 ]


Doglietto 1990 2/13 3/9 0.2 % 0.46 [ 0.10, 2.23 ]


Doglietto 1996 56/338 61/340 3.5 % 0.92 [ 0.66, 1.28 ]


Dong 1996 0/256 6/264 0.4 % 0.08 [ 0.00, 1.40 ]


Duncan 2006 24/150 38/159 2.1 % 0.67 [ 0.42, 1.06 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 17/80 10/81 0.6 % 1.72 [ 0.84, 3.53 ]


Fan 1989 5/64 9/60 0.5 % 0.52 [ 0.19, 1.47 ]


Fan 1994 7/20 6/20 0.3 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.2 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 7/20 0.4 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 1.1 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.1 % 1.05 [ 0.16, 7.10 ]


Ha 2010 12/58 10/66 0.5 % 1.37 [ 0.64, 2.92 ]


Hartgrink 1998 7/55 0/53 0.0 % 14.46 [ 0.85, 247.12 ]


Hendry 2010 0/30 2/38 0.1 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 0.4 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 2.0 % 0.91 [ 0.58, 1.44 ]


Hoffmann 1988 0/16 5/43 0.2 % 0.24 [ 0.01, 4.03 ]


Holter 1977 4/30 5/26 0.3 % 0.69 [ 0.21, 2.31 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Jauch 1995a 2/17 2/5 0.2 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.1 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Johansen 2004 24/108 17/104 1.0 % 1.36 [ 0.78, 2.38 ]


Kaur 2005 6/50 12/50 0.7 % 0.50 [ 0.20, 1.23 ]


Kearns 1992 5/16 4/15 0.2 % 1.17 [ 0.39, 3.56 ]


Keele 1997 2/43 1/43 0.1 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 2.8 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 5/12 2/10 0.1 % 2.08 [ 0.51, 8.52 ]


Lidder 2013a 2/32 6/30 0.4 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 0.4 % 0.29 [ 0.07, 1.24 ]


Liu 1996b 1/16 2/18 0.1 % 0.56 [ 0.06, 5.63 ]


Ljunggren 2012 0/19 0/20 Not estimable


Lough 1990 4/14 7/15 0.4 % 0.61 [ 0.23, 1.65 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 27/98 31/97 1.8 % 0.86 [ 0.56, 1.33 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 30/68 35/68 2.0 % 0.86 [ 0.60, 1.22 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Müller 1982a 11/66 9/29 0.7 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 0.7 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 10/20 9/20 0.5 % 1.11 [ 0.58, 2.14 ]


Neelemaat 2012 14/105 11/105 0.6 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Peck 2004 4/14 5/13 0.3 % 0.74 [ 0.25, 2.18 ]


Popp 1981 7/21 6/21 0.3 % 1.17 [ 0.47, 2.89 ]


Potter 2001 21/183 33/193 1.8 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 2/11 5/18 0.2 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.4 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Reissman 1995 0/80 1/81 0.1 % 0.34 [ 0.01, 8.16 ]


Rimbau 1989 1/10 2/10 0.1 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 0.1 % 2.92 [ 0.71, 12.00 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Schroeder 1991 1/16 1/16 0.1 % 1.00 [ 0.07, 14.64 ]


Singh 1998 4/21 4/22 0.2 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 3/17 6/17 0.3 % 0.50 [ 0.15, 1.68 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Soop 2004 0/9 1/9 0.1 % 0.33 [ 0.02, 7.24 ]


Starke 2011 9/66 6/66 0.3 % 1.50 [ 0.57, 3.98 ]


Sullivan 1998 2/8 5/10 0.3 % 0.50 [ 0.13, 1.93 ]


Sullivan 2004 4/27 6/30 0.3 % 0.74 [ 0.23, 2.35 ]


Thompson 1981 2/12 1/9 0.1 % 1.50 [ 0.16, 14.08 ]


Tong 2006a 0/45 2/18 0.2 % 0.08 [ 0.00, 1.64 ]


Tong 2006b 0/45 2/18 0.2 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 27/30 31/35 1.6 % 1.02 [ 0.86, 1.20 ]


Vicic 2013 5/52 10/49 0.6 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 0.8 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Watters 1997 1/13 3/15 0.2 % 0.38 [ 0.05, 3.26 ]


Williams 1985 9/21 7/22 0.4 % 1.35 [ 0.61, 2.96 ]


Williford 1991 54/192 57/203 3.1 % 1.00 [ 0.73, 1.37 ]


Woolfson 1989 8/62 8/60 0.5 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 6/215 8/108 0.6 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 0.5 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.2 % 0.67 [ 0.13, 3.47 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 1/18 5/16 0.3 % 0.18 [ 0.02, 1.37 ]


Zhang 2013 2/50 5/50 0.3 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 1/15 0.1 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable


Zheng 2015 5/75 13/71 0.8 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 0.7 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 8979 8514 76.8 % 0.88 [ 0.82, 0.94 ]


Total events: 1195 (Experimental), 1335 (Control)


Heterogeneity: Chi2 = 122.97, df = 112 (P = 0.23); I2 =9%


Test for overall effect: Z = 3.67 (P = 0.00024)


3 delayed versus early nutrition support


Choudhry 1996 3/21 4/20 0.2 % 0.71 [ 0.18, 2.80 ]


Eyer 1993 2/19 2/19 0.1 % 1.00 [ 0.16, 6.38 ]


Maude 2011 8/27 7/29 0.4 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Nguyen 2012 4/14 4/14 0.2 % 1.00 [ 0.31, 3.23 ]


Sabin 1998 12/40 10/40 0.6 % 1.20 [ 0.59, 2.45 ]


Sonnenfeld 1978 1/11 1/15 0.0 % 1.36 [ 0.10, 19.50 ]


Stein 2002 12/40 10/40 0.6 % 1.20 [ 0.59, 2.45 ]


Subtotal (95% CI) 229 232 2.2 % 1.09 [ 0.75, 1.59 ]


Total events: 42 (Experimental), 39 (Control)


Heterogeneity: Chi2 = 1.20, df = 7 (P = 0.99); I2 =0.0%


Test for overall effect: Z = 0.46 (P = 0.64)


Total (95% CI) 11940 11473 100.0 % 0.89 [ 0.84, 0.95 ]


Total events: 1580 (Experimental), 1741 (Control)


Heterogeneity: Chi2 = 135.82, df = 132 (P = 0.39); I2 =3%
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Test for overall effect: Z = 3.64 (P = 0.00028)


Test for subgroup differences: Chi2 = 1.57, df = 2 (P = 0.46), I2 =0.0%
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Analysis 4.15. Comparison 4 Serious adverse event maximum follow-up, Outcome 15 Serious adverse


events - ’best-worse case’ scenario (enteral nutrition).


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 4 Serious adverse event maximum follow-up


Outcome: 15 Serious adverse events - ’best-worse case’ scenario (enteral nutrition)


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Barlow 2011 3/64 7/57 1.9 % 0.38 [ 0.10, 1.41 ]


Bastow 1983a 5/39 4/35 2.1 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 1.4 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 3.1 % 0.86 [ 0.33, 2.25 ]


Bokhorst-de 2000 7/15 9/17 4.7 % 0.88 [ 0.44, 1.78 ]


Chen 1995a 0/8 1/8 0.4 % 0.33 [ 0.02, 7.14 ]


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 3/21 4/20 1.8 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 13/34 12/25 5.6 % 0.80 [ 0.44, 1.44 ]


Chuntrasakul 1996 1/21 3/17 0.8 % 0.27 [ 0.03, 2.37 ]


Dennis 2006 182/429 207/430 10.7 % 0.88 [ 0.76, 1.02 ]


Dong 1996 0/256 6/264 0.5 % 0.08 [ 0.00, 1.40 ]


Eyer 1993 2/26 9/26 1.6 % 0.22 [ 0.05, 0.93 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/70 17/70 3.9 % 0.41 [ 0.18, 0.93 ]


Hoffmann 1988 0/51 40/51 0.5 % 0.01 [ 0.00, 0.20 ]


Kaur 2005 6/50 12/50 3.4 % 0.50 [ 0.20, 1.23 ]


Kearns 1992 5/16 4/15 2.5 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 5/12 2/10 1.7 % 2.08 [ 0.51, 8.52 ]


Malhotra 2004 27/100 34/100 7.5 % 0.79 [ 0.52, 1.21 ]


Maude 2011 8/27 7/29 3.6 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.4 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 30/68 35/68 8.4 % 0.86 [ 0.60, 1.22 ]


Nguyen 2012 4/14 4/14 2.3 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.4 % 0.33 [ 0.01, 7.72 ]


Peck 2004 4/16 8/16 3.0 % 0.50 [ 0.19, 1.33 ]


Pupelis 2000 2/11 5/18 1.6 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.9 % 0.14 [ 0.02, 1.09 ]


Schroeder 1991 1/16 1/16 0.5 % 1.00 [ 0.07, 14.64 ]


Singh 1998 4/21 4/22 2.0 % 1.05 [ 0.30, 3.66 ]


Sonnenfeld 1978 1/11 1/15 0.5 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/10 2/10 0.4 % 0.20 [ 0.01, 3.70 ]


Sullivan 1998 2/8 5/10 1.8 % 0.50 [ 0.13, 1.93 ]


Tong 2006a 0/45 2/18 0.4 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 2.9 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.8 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/15 4/16 0.8 % 0.27 [ 0.03, 2.12 ]


Wu 2007a 6/215 8/108 2.8 % 0.38 [ 0.13, 1.06 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 2/50 5/50 1.4 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 1/15 0.4 % 0.08 [ 0.00, 1.89 ]


Zheng 2015 5/75 13/71 3.0 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 2.6 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zhu 2012b 8/32 23/32 5.2 % 0.35 [ 0.18, 0.66 ]


Total (95% CI) 2324 2091 100.0 % 0.62 [ 0.51, 0.75 ]


Total events: 366 (Experimental), 543 (Control)


Heterogeneity: Tau2 = 0.09; Chi2 = 60.43, df = 40 (P = 0.02); I2 =34%


Test for overall effect: Z = 4.77 (P < 0.00001)


Test for subgroup differences: Not applicable
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Analysis 4.16. Comparison 4 Serious adverse event maximum follow-up, Outcome 16 Serious adverse


events - ’worst-best case’ scenario (enteral nutrition).


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 4 Serious adverse event maximum follow-up


Outcome: 16 Serious adverse events - ’worst-best case’ scenario (enteral nutrition)


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Barlow 2011 3/64 7/57 1.5 % 0.38 [ 0.10, 1.41 ]


Bastow 1983a 5/39 4/35 1.7 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 1.1 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 2.6 % 0.86 [ 0.33, 2.25 ]


Bokhorst-de 2000 7/15 9/17 4.5 % 0.88 [ 0.44, 1.78 ]


Chen 1995a 0/8 1/8 0.3 % 0.33 [ 0.02, 7.14 ]


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 3/21 4/20 1.4 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 13/34 12/25 5.9 % 0.80 [ 0.44, 1.44 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Chuntrasakul 1996 1/21 3/17 0.6 % 0.27 [ 0.03, 2.37 ]


Dennis 2006 182/429 207/430 19.4 % 0.88 [ 0.76, 1.02 ]


Dong 1996 0/256 6/264 0.3 % 0.08 [ 0.00, 1.40 ]


Eyer 1993 9/26 2/26 1.3 % 4.50 [ 1.07, 18.85 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 22/70 0/70 0.3 % 45.00 [ 2.78, 727.58 ]


Hoffmann 1988 8/51 5/51 2.3 % 1.60 [ 0.56, 4.56 ]


Kaur 2005 6/50 12/50 3.0 % 0.50 [ 0.20, 1.23 ]


Kearns 1992 5/16 4/15 2.0 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 5/12 2/10 1.3 % 2.08 [ 0.51, 8.52 ]


Malhotra 2004 29/100 31/100 9.2 % 0.94 [ 0.61, 1.43 ]


Maude 2011 8/27 7/29 3.1 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.3 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 30/68 35/68 11.2 % 0.86 [ 0.60, 1.22 ]


Nguyen 2012 4/14 4/14 1.8 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.3 % 0.33 [ 0.01, 7.72 ]


Peck 2004 6/16 5/16 2.6 % 1.20 [ 0.46, 3.15 ]


Pupelis 2000 2/11 5/18 1.2 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.6 % 0.14 [ 0.02, 1.09 ]


Schroeder 1991 1/16 1/16 0.4 % 1.00 [ 0.07, 14.64 ]


Singh 1998 4/21 4/22 1.6 % 1.05 [ 0.30, 3.66 ]


Sonnenfeld 1978 1/11 1/15 0.4 % 1.36 [ 0.10, 19.50 ]


Soop 2004 1/10 1/10 0.4 % 1.00 [ 0.07, 13.87 ]


Sullivan 1998 2/8 5/10 1.4 % 0.50 [ 0.13, 1.93 ]


Tong 2006a 0/45 2/18 0.3 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 2.5 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.6 % 2.00 [ 0.24, 16.97 ]


Watters 1997 3/15 3/16 1.3 % 1.07 [ 0.25, 4.49 ]


Wu 2007a 6/215 8/108 2.3 % 0.38 [ 0.13, 1.06 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 2/50 5/50 1.0 % 0.40 [ 0.08, 1.97 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zheng 2001a 0/65 1/15 0.3 % 0.08 [ 0.00, 1.89 ]


Zheng 2015 5/75 13/71 2.5 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 2.2 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/32 3.0 % 1.14 [ 0.47, 2.78 ]


Total (95% CI) 2324 2091 100.0 % 0.81 [ 0.69, 0.96 ]


Total events: 403 (Experimental), 460 (Control)


Heterogeneity: Tau2 = 0.03; Chi2 = 46.91, df = 40 (P = 0.21); I2 =15%


Test for overall effect: Z = 2.47 (P = 0.013)


Test for subgroup differences: Not applicable
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Analysis 5.1. Comparison 5 Quality of life (SF36 - Physical performance) - end of intervention, Outcome 1


Quality of life - overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 5 Quality of life (SF36 - Physical performance) - end of intervention


Outcome: 1 Quality of life - overall


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Johansen 2004 52 33.3 (10.1) 58 33.7 (9.9) 49.0 % -0.40 [ -4.15, 3.35 ]


Starke 2011 66 37 (11) 66 32 (9) 51.0 % 5.00 [ 1.57, 8.43 ]


Total (95% CI) 118 124 100.0 % 2.35 [ -2.94, 7.65 ]


Heterogeneity: Tau2 = 11.22; Chi2 = 4.34, df = 1 (P = 0.04); I2 =77%


Test for overall effect: Z = 0.87 (P = 0.38)


Test for subgroup differences: Not applicable
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Analysis 6.1. Comparison 6 Quality of life (SF36 - Physical performance) - maximum follow-up, Outcome 1


Quality of life - overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 6 Quality of life (SF36 - Physical performance) - maximum follow-up


Outcome: 1 Quality of life - overall


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Campbell 2008 23 33.8 (10.2) 24 34.7 (10) 25.3 % -0.90 [ -6.68, 4.88 ]


Ljunggren 2012 52 33.3 (10.1) 58 33.7 (9.9) 36.4 % -0.40 [ -4.15, 3.35 ]


Starke 2011 66 37 (11) 66 32 (9) 38.3 % 5.00 [ 1.57, 8.43 ]


Total (95% CI) 141 148 100.0 % 1.54 [ -2.47, 5.55 ]


Heterogeneity: Tau2 = 7.86; Chi2 = 5.49, df = 2 (P = 0.06); I2 =64%


Test for overall effect: Z = 0.75 (P = 0.45)


Test for subgroup differences: Not applicable
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Analysis 7.1. Comparison 7 Quality of life (SF36 - Mental performance - end of intervention, Outcome 1


Quality of life - overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 7 Quality of life (SF36 - Mental performance - end of intervention


Outcome: 1 Quality of life - overall


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Johansen 2004 52 41.3 (13.7) 58 42 (13.7) 34.9 % -0.70 [ -5.83, 4.43 ]


Starke 2011 66 50 (11) 66 51 (11) 65.1 % -1.00 [ -4.75, 2.75 ]


Total (95% CI) 118 124 100.0 % -0.90 [ -3.92, 2.13 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 0.01, df = 1 (P = 0.93); I2 =0.0%


Test for overall effect: Z = 0.58 (P = 0.56)


Test for subgroup differences: Not applicable
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Analysis 8.1. Comparison 8 Quality of life (SF36 - Mental performance) - maximum follow-up, Outcome 1


Quality of life - overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 8 Quality of life (SF36 - Mental performance) - maximum follow-up


Outcome: 1 Quality of life - overall


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Campbell 2008 23 48.5 (11.9) 24 45.3 (12.5) 15.9 % 3.20 [ -3.78, 10.18 ]


Johansen 2004 52 41.3 (13.7) 58 42 (13.7) 29.3 % -0.70 [ -5.83, 4.43 ]


Starke 2011 66 50 (11) 66 51 (11) 54.8 % -1.00 [ -4.75, 2.75 ]


Total (95% CI) 141 148 100.0 % -0.25 [ -3.02, 2.53 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 1.12, df = 2 (P = 0.57); I2 =0.0%


Test for overall effect: Z = 0.17 (P = 0.86)


Test for subgroup differences: Not applicable
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Analysis 9.1. Comparison 9 Quality of life (EuroQoL) - maximum follow-up, Outcome 1 Quality of life -


overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 9 Quality of life (EuroQoL) - maximum follow-up


Outcome: 1 Quality of life - overall


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Dennis 2005 1759 0.486 (0.38) 1734 0.49 (0.371) 89.0 % -0.01 [ -0.03, 0.02 ]


Dennis 2006 247 0.175 (0.372) 221 0.22 (0.406) 11.0 % -0.04 [ -0.11, 0.03 ]


Total (95% CI) 2006 1955 100.0 % -0.01 [ -0.03, 0.01 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 0.93, df = 1 (P = 0.33); I2 =0.0%


Test for overall effect: Z = 0.76 (P = 0.45)


Test for subgroup differences: Not applicable
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Analysis 10.1. Comparison 10 Pneumonia, Outcome 1 Pneumonia.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 10 Pneumonia


Outcome: 1 Pneumonia


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Beier-Holgersen 1999 1/30 2/30 0.2 % 0.50 [ 0.05, 5.22 ]


Brennan 1994 5/60 6/57 0.7 % 0.79 [ 0.26, 2.45 ]


Capell 1990 1/15 1/12 0.1 % 0.80 [ 0.06, 11.50 ]


Casaer 2011 447/2312 381/2328 44.5 % 1.18 [ 1.04, 1.34 ]


Chourdakis 2012 8/34 7/25 1.2 % 0.84 [ 0.35, 2.01 ]


Dennis 2005 130/2014 116/2001 14.7 % 1.11 [ 0.87, 1.42 ]


Dennis 2006 132/429 133/428 20.7 % 0.99 [ 0.81, 1.21 ]


Ding 2009 1/21 2/21 0.2 % 0.50 [ 0.05, 5.10 ]


Doglietto 1996 14/338 9/340 1.4 % 1.56 [ 0.69, 3.57 ]


Eyer 1993 8/19 4/19 0.9 % 2.00 [ 0.72, 5.53 ]


Johansen 2004 4/108 4/104 0.5 % 0.96 [ 0.25, 3.75 ]


Lu 1996 0/14 1/15 0.1 % 0.36 [ 0.02, 8.07 ]


Malhotra 2004 21/98 30/97 4.0 % 0.69 [ 0.43, 1.12 ]


Maude 2011 9/27 0/29 0.1 % 20.36 [ 1.24, 333.69 ]


Müller 1982a 20/66 23/59 4.0 % 0.78 [ 0.48, 1.26 ]


Nguyen 2012 3/14 6/14 0.7 % 0.50 [ 0.15, 1.61 ]


Page 2002 2/20 1/20 0.2 % 2.00 [ 0.20, 20.33 ]


Reissman 1995 0/80 1/82 0.1 % 0.34 [ 0.01, 8.26 ]


Ren 2015 2/10 1/10 0.2 % 2.00 [ 0.21, 18.69 ]


Samuels 1981 2/18 0/15 0.1 % 4.21 [ 0.22, 81.47 ]


Schroeder 1991 1/16 0/16 0.1 % 3.00 [ 0.13, 68.57 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Smith 1988 4/17 3/17 0.5 % 1.33 [ 0.35, 5.08 ]


Soop 2004 1/9 1/9 0.1 % 1.00 [ 0.07, 13.64 ]


Vicic 2013 3/50 1/50 0.2 % 3.00 [ 0.32, 27.87 ]


Wu 2007a 8/215 8/108 1.0 % 0.50 [ 0.19, 1.30 ]


Wu 2007b 11/215 8/108 1.2 % 0.69 [ 0.29, 1.67 ]


Yamada 1983 0/18 2/16 0.1 % 0.18 [ 0.01, 3.47 ]


Zheng 2015 11/75 15/71 1.9 % 0.69 [ 0.34, 1.41 ]


Total (95% CI) 6342 6101 100.0 % 1.06 [ 0.96, 1.16 ]


Total events: 849 (Experimental), 766 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 27.54, df = 27 (P = 0.43); I2 =2%


Test for overall effect: Z = 1.09 (P = 0.28)


Test for subgroup differences: Not applicable
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Analysis 11.1. Comparison 11 Wound dehiscence, Outcome 1 Wound dehiscence.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 11 Wound dehiscence


Outcome: 1 Wound dehiscence


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Beier-Holgersen 1999 3/30 0/30 3.4 % 7.00 [ 0.38, 129.93 ]


Capell 1990 1/15 9/12 7.0 % 0.09 [ 0.01, 0.61 ]


Chen 1995a 0/16 1/8 3.0 % 0.18 [ 0.01, 3.91 ]


Chen 1995b 0/16 0/8 Not estimable


Doglietto 1996 10/338 3/340 12.7 % 3.35 [ 0.93, 12.08 ]


Hoffmann 1988 1/16 3/43 5.6 % 0.90 [ 0.10, 8.00 ]


Kaur 2005 3/50 4/50 10.8 % 0.75 [ 0.18, 3.18 ]


Liu 1996b 0/14 1/15 3.0 % 0.36 [ 0.02, 8.07 ]


Malhotra 2004 4/98 9/97 14.6 % 0.44 [ 0.14, 1.38 ]


Soop 2004 0/9 1/9 3.1 % 0.33 [ 0.02, 7.24 ]


Swails 1995 1/13 0/12 3.0 % 2.79 [ 0.12, 62.48 ]


Williford 1991 1/192 1/203 3.7 % 1.06 [ 0.07, 16.79 ]


Wu 2007a 6/215 5/108 14.3 % 0.60 [ 0.19, 1.93 ]


Wu 2007b 7/215 6/108 15.9 % 0.59 [ 0.20, 1.70 ]


Total (95% CI) 1237 1043 100.0 % 0.71 [ 0.40, 1.24 ]


Total events: 37 (Experimental), 43 (Control)


Heterogeneity: Tau2 = 0.22; Chi2 = 15.43, df = 12 (P = 0.22); I2 =22%


Test for overall effect: Z = 1.21 (P = 0.22)


Test for subgroup differences: Not applicable
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Analysis 12.1. Comparison 12 Renal failure, Outcome 1 Renal failure.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 12 Renal failure


Outcome: 1 Renal failure


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Casaer 2011 205/2312 201/2328 95.2 % 1.03 [ 0.85, 1.24 ]


Doglietto 1996 2/338 3/340 1.0 % 0.67 [ 0.11, 3.99 ]


Williford 1991 0/192 3/203 0.4 % 0.15 [ 0.01, 2.90 ]


Wu 2007a 4/215 4/108 1.8 % 0.50 [ 0.13, 1.97 ]


Wu 2007b 5/215 3/108 1.6 % 0.84 [ 0.20, 3.44 ]


Total (95% CI) 3272 3087 100.0 % 1.00 [ 0.83, 1.20 ]


Total events: 216 (Experimental), 214 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.88, df = 4 (P = 0.58); I2 =0.0%


Test for overall effect: Z = 0.01 (P = 0.99)


Test for subgroup differences: Not applicable
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Analysis 13.1. Comparison 13 Wound infection, Outcome 1 Wound infection.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 13 Wound infection


Outcome: 1 Wound infection


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Barlow 2011 7/64 16/57 7.5 % 0.39 [ 0.17, 0.88 ]


Beier-Holgersen 1999 1/30 10/30 2.1 % 0.10 [ 0.01, 0.73 ]


Botella-Carretero 2008a 1/30 0/15 0.9 % 1.55 [ 0.07, 35.89 ]


Botella-Carretero 2008b 0/30 0/15 Not estimable


Capell 1990 1/15 2/12 1.6 % 0.40 [ 0.04, 3.90 ]


Casaer 2011 98/2312 64/2328 13.6 % 1.54 [ 1.13, 2.10 ]


Chen 2000a 0/10 1/10 0.9 % 0.33 [ 0.02, 7.32 ]


Chen 2000b 19/338 23/340 10.0 % 0.83 [ 0.46, 1.50 ]


Doglietto 1996 0/256 5/264 1.1 % 0.09 [ 0.01, 1.69 ]


Dong 1996 2/16 2/43 2.3 % 2.69 [ 0.41, 17.51 ]


Hoffmann 1988 1/108 0/104 0.9 % 2.89 [ 0.12, 70.15 ]


Johansen 2004 1/14 2/15 1.6 % 0.54 [ 0.05, 5.28 ]


Liu 1996b 0/24 1/24 0.9 % 0.33 [ 0.01, 7.80 ]


Liu 2008 27/98 31/97 12.0 % 0.86 [ 0.56, 1.33 ]


Malhotra 2004 14/66 15/59 9.4 % 0.83 [ 0.44, 1.58 ]


Müller 1982a 0/9 2/10 1.0 % 0.22 [ 0.01, 4.05 ]


Neuvonen 1984 1/20 0/20 0.9 % 3.00 [ 0.13, 69.52 ]


Page 2002 2/80 1/82 1.5 % 2.05 [ 0.19, 22.16 ]


Reissman 1995 1/10 0/10 0.9 % 3.00 [ 0.14, 65.90 ]


Ren 2015 2/17 2/17 2.4 % 1.00 [ 0.16, 6.30 ]


Smith 1988 2/9 2/9 2.6 % 1.00 [ 0.18, 5.63 ]


Soop 2004 0/13 1/12 0.9 % 0.31 [ 0.01, 6.94 ]


Swails 1995 1/12 0/9 0.9 % 2.31 [ 0.10, 50.85 ]


Thompson 1981 3/50 4/50 3.5 % 0.75 [ 0.18, 3.18 ]


Vicic 2013 12/192 4/203 5.1 % 3.17 [ 1.04, 9.67 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Williford 1991 7/215 11/108 6.5 % 0.32 [ 0.13, 0.80 ]


Wu 2007a 13/215 11/108 7.9 % 0.59 [ 0.28, 1.28 ]


Wu 2007b 0/10 1/10 0.9 % 0.33 [ 0.02, 7.32 ]


Total (95% CI) 4263 4061 100.0 % 0.81 [ 0.60, 1.10 ]


Total events: 216 (Experimental), 211 (Control)


Heterogeneity: Tau2 = 0.15; Chi2 = 40.43, df = 26 (P = 0.04); I2 =36%


Test for overall effect: Z = 1.35 (P = 0.18)


Test for subgroup differences: Not applicable
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Analysis 14.1. Comparison 14 Heart failure, Outcome 1 Heart failure.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 14 Heart failure


Outcome: 1 Heart failure


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Delmi 1990 0/25 3/27 14.5 % 0.15 [ 0.01, 2.84 ]


Dennis 2006 12/429 7/428 69.5 % 1.71 [ 0.68, 4.30 ]


Starke 2011 1/66 1/66 16.0 % 1.00 [ 0.06, 15.65 ]


Total (95% CI) 520 521 100.0 % 1.11 [ 0.34, 3.61 ]


Total events: 13 (Experimental), 11 (Control)


Heterogeneity: Tau2 = 0.30; Chi2 = 2.50, df = 2 (P = 0.29); I2 =20%


Test for overall effect: Z = 0.17 (P = 0.87)


Test for subgroup differences: Not applicable
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Analysis 15.1. Comparison 15 Clearly adequate and screening tool, Outcome 1 AcM - EoI.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 15 Clearly adequate and screening tool


Outcome: 1 AcM - EoI


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Casaer 2011 146/2312 141/2328 91.3 % 1.04 [ 0.83, 1.30 ]


Gazzotti 2003 2/39 2/41 1.3 % 1.05 [ 0.16, 7.10 ]


Munk 2014 1/42 1/38 0.7 % 0.90 [ 0.06, 13.97 ]


Starke 2011 2/66 5/66 3.3 % 0.40 [ 0.08, 1.99 ]


Wu 2007a 3/215 2/108 1.7 % 0.75 [ 0.13, 4.44 ]


Wu 2007b 3/215 2/108 1.7 % 0.75 [ 0.13, 4.44 ]


Total (95% CI) 2889 2689 100.0 % 1.01 [ 0.81, 1.25 ]


Total events: 157 (Experimental), 153 (Control)


Heterogeneity: Chi2 = 1.58, df = 5 (P = 0.90); I2 =0.0%


Test for overall effect: Z = 0.10 (P = 0.92)


Test for subgroup differences: Not applicable
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Analysis 15.2. Comparison 15 Clearly adequate and screening tool, Outcome 2 AcM - MF.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 15 Clearly adequate and screening tool


Outcome: 2 AcM - MF


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Casaer 2011 255/2312 257/2328 94.7 % 1.00 [ 0.85, 1.18 ]


Gazzotti 2003 2/39 2/41 0.7 % 1.05 [ 0.16, 7.10 ]


Munk 2014 1/42 1/38 0.3 % 0.90 [ 0.06, 13.97 ]


Starke 2011 9/66 6/66 2.7 % 1.50 [ 0.57, 3.98 ]


Wu 2007a 3/215 2/108 0.8 % 0.75 [ 0.13, 4.44 ]


Wu 2007b 3/215 2/108 0.8 % 0.75 [ 0.13, 4.44 ]


Total (95% CI) 2889 2689 100.0 % 1.01 [ 0.86, 1.18 ]


Total events: 273 (Experimental), 270 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.86, df = 5 (P = 0.97); I2 =0.0%


Test for overall effect: Z = 0.07 (P = 0.95)


Test for subgroup differences: Not applicable
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Analysis 15.3. Comparison 15 Clearly adequate and screening tool, Outcome 3 SaE - EoI.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 15 Clearly adequate and screening tool


Outcome: 3 SaE - EoI


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Casaer 2011 146/2312 141/2328 83.4 % 1.04 [ 0.83, 1.30 ]


Gazzotti 2003 2/39 2/41 1.2 % 1.05 [ 0.16, 7.10 ]


Munk 2014 1/42 1/38 0.6 % 0.90 [ 0.06, 13.97 ]


Starke 2011 2/66 5/66 3.0 % 0.40 [ 0.08, 1.99 ]


Wu 2007a 6/215 8/108 6.3 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 5.5 % 0.72 [ 0.28, 1.83 ]


Total (95% CI) 2889 2689 100.0 % 0.96 [ 0.78, 1.19 ]


Total events: 167 (Experimental), 164 (Control)


Heterogeneity: Chi2 = 5.19, df = 5 (P = 0.39); I2 =4%


Test for overall effect: Z = 0.36 (P = 0.72)


Test for subgroup differences: Not applicable
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Analysis 15.4. Comparison 15 Clearly adequate and screening tool, Outcome 4 SaE - MF.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 15 Clearly adequate and screening tool


Outcome: 4 SaE - MF


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Casaer 2011 255/2312 257/2328 91.4 % 1.00 [ 0.85, 1.18 ]


Gazzotti 2003 2/39 2/41 0.7 % 1.05 [ 0.16, 7.10 ]


Munk 2014 1/42 1/38 0.3 % 0.90 [ 0.06, 13.97 ]


Starke 2011 9/66 6/66 2.6 % 1.50 [ 0.57, 3.98 ]


Wu 2007a 6/215 8/108 2.3 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 2.8 % 0.72 [ 0.28, 1.83 ]


Total (95% CI) 2889 2689 100.0 % 0.98 [ 0.84, 1.14 ]


Total events: 283 (Experimental), 281 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 4.51, df = 5 (P = 0.48); I2 =0.0%


Test for overall effect: Z = 0.28 (P = 0.78)


Test for subgroup differences: Not applicable


0.01 0.1 1 10 100


Favours nutrition support Favours control


838Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Analysis 16.1. Comparison 16 Clearly adequate + (NRS component/at risk due to condition), Outcome 1


AcM - EoI.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 16 Clearly adequate + (NRS component/at risk due to condition)


Outcome: 1 AcM - EoI


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Casaer 2011 146/2312 141/2328 70.6 % 1.04 [ 0.83, 1.30 ]


Chuntrasakul 1996 1/21 1/17 0.5 % 0.81 [ 0.05, 12.01 ]


Eneroth 2005 0/40 0/40 Not estimable


Gariballa 1998 2/20 3/20 1.3 % 0.67 [ 0.12, 3.57 ]


Gazzotti 2003 2/39 2/41 1.0 % 1.05 [ 0.16, 7.10 ]


Heidegger 2013 8/153 12/152 4.7 % 0.66 [ 0.28, 1.57 ]


Keele 1997 2/47 0/53 0.4 % 5.63 [ 0.28, 114.27 ]


Malhotra 2004 12/98 16/97 7.4 % 0.74 [ 0.37, 1.49 ]


Neelemaat 2012 14/105 11/105 6.4 % 1.27 [ 0.61, 2.67 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 0/20 Not estimable


Roth 2013 1/74 1/83 0.5 % 1.12 [ 0.07, 17.62 ]


Sullivan 1998 0/8 3/10 0.4 % 0.17 [ 0.01, 2.96 ]


Sullivan 2004 1/27 0/30 0.4 % 3.32 [ 0.14, 78.25 ]


Woolfson 1989 8/62 8/60 4.3 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 3/215 2/108 1.1 % 0.75 [ 0.13, 4.44 ]


Wu 2007b 3/215 2/108 1.1 % 0.75 [ 0.13, 4.44 ]


Total (95% CI) 3472 3288 100.0 % 0.99 [ 0.82, 1.20 ]


Total events: 203 (Experimental), 202 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 5.85, df = 13 (P = 0.95); I2 =0.0%


Test for overall effect: Z = 0.06 (P = 0.95)


Test for subgroup differences: Not applicable
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Analysis 16.2. Comparison 16 Clearly adequate + (NRS component/at risk due to condition), Outcome 2


AcM - MF.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 16 Clearly adequate + (NRS component/at risk due to condition)


Outcome: 2 AcM - MF


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Barlow 2011 3/64 0/57 0.2 % 6.25 [ 0.33, 118.38 ]


Casaer 2011 255/2312 257/2328 75.5 % 1.00 [ 0.85, 1.18 ]


Chourdakis 2012 3/34 2/25 0.7 % 1.10 [ 0.20, 6.12 ]


Chuntrasakul 1996 1/21 3/17 0.4 % 0.27 [ 0.03, 2.37 ]


Eneroth 2005 0/40 0/40 Not estimable


Eyer 1993 2/19 2/19 0.6 % 1.00 [ 0.16, 6.38 ]


Gariballa 1998 2/20 7/20 1.0 % 0.29 [ 0.07, 1.21 ]


Gazzotti 2003 2/39 2/41 0.6 % 1.05 [ 0.16, 7.10 ]


Heidegger 2013 20/153 28/152 7.2 % 0.71 [ 0.42, 1.20 ]


Keele 1997 2/47 0/53 0.2 % 5.63 [ 0.28, 114.27 ]


Malhotra 2004 12/98 16/97 4.2 % 0.74 [ 0.37, 1.49 ]


Neelemaat 2012 14/105 11/105 3.7 % 1.27 [ 0.61, 2.67 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 0/20 Not estimable


Roth 2013 1/74 1/83 0.3 % 1.12 [ 0.07, 17.62 ]


Sullivan 1998 0/8 5/10 0.3 % 0.11 [ 0.01, 1.75 ]


Sullivan 2004 4/27 6/30 1.5 % 0.74 [ 0.23, 2.35 ]


Woolfson 1989 8/62 8/60 2.4 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 3/215 2/108 0.6 % 0.75 [ 0.13, 4.44 ]


Wu 2007b 3/215 2/108 0.6 % 0.75 [ 0.13, 4.44 ]


Total (95% CI) 3589 3389 100.0 % 0.95 [ 0.82, 1.09 ]


Total events: 335 (Experimental), 352 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 12.18, df = 16 (P = 0.73); I2 =0.0%


Test for overall effect: Z = 0.72 (P = 0.47)


Test for subgroup differences: Not applicable
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Analysis 16.3. Comparison 16 Clearly adequate + (NRS component/at risk due to condition), Outcome 3


SaE - EoI.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 16 Clearly adequate + (NRS component/at risk due to condition)


Outcome: 3 SaE - EoI


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Casaer 2011 146/2312 141/2328 58.6 % 1.04 [ 0.83, 1.30 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.3 % 1.64 [ 0.08, 34.28 ]


Chuntrasakul 1996 1/21 1/17 0.5 % 0.81 [ 0.05, 12.01 ]


Eneroth 2005 0/40 0/40 Not estimable


Gariballa 1998 2/20 3/20 1.3 % 0.67 [ 0.12, 3.57 ]


Gazzotti 2003 2/39 2/41 0.8 % 1.05 [ 0.16, 7.10 ]


Heidegger 2013 8/153 12/152 5.0 % 0.66 [ 0.28, 1.57 ]


Keele 1997 2/43 1/43 0.4 % 2.00 [ 0.19, 21.24 ]


Malhotra 2004 27/98 31/97 13.0 % 0.86 [ 0.56, 1.33 ]


Neelemaat 2012 14/105 11/105 4.6 % 1.27 [ 0.61, 2.67 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 1/20 0.6 % 0.33 [ 0.01, 7.72 ]


Roth 2013 1/74 1/83 0.4 % 1.12 [ 0.07, 17.62 ]


Soop 2004 0/9 1/9 0.6 % 0.33 [ 0.02, 7.24 ]


Sullivan 1998 2/8 3/10 1.1 % 0.83 [ 0.18, 3.84 ]


Sullivan 2004 4/27 3/30 1.2 % 1.48 [ 0.36, 6.03 ]


Woolfson 1989 8/62 8/60 3.4 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 6/215 8/108 4.4 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 3.9 % 0.72 [ 0.28, 1.83 ]


Total (95% CI) 3497 3297 100.0 % 0.96 [ 0.81, 1.14 ]


Total events: 234 (Experimental), 234 (Control)


Heterogeneity: Chi2 = 7.53, df = 16 (P = 0.96); I2 =0.0%


Test for overall effect: Z = 0.47 (P = 0.64)


Test for subgroup differences: Not applicable
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Analysis 16.4. Comparison 16 Clearly adequate + (NRS component/at risk due to condition), Outcome 4


SaE - MF.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 16 Clearly adequate + (NRS component/at risk due to condition)


Outcome: 4 SaE - MF


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Barlow 2011 3/64 7/57 1.0 % 0.38 [ 0.10, 1.41 ]


Casaer 2011 255/2312 257/2328 64.5 % 1.00 [ 0.85, 1.18 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.2 % 1.64 [ 0.08, 34.28 ]


Chourdakis 2012 13/34 12/25 4.9 % 0.80 [ 0.44, 1.44 ]


Chuntrasakul 1996 1/21 3/17 0.4 % 0.27 [ 0.03, 2.37 ]


Eneroth 2005 0/40 0/40 Not estimable


Eyer 1993 2/19 2/19 0.5 % 1.00 [ 0.16, 6.38 ]


Gariballa 1998 2/20 7/20 0.8 % 0.29 [ 0.07, 1.21 ]


Gazzotti 2003 2/39 2/41 0.5 % 1.05 [ 0.16, 7.10 ]


Heidegger 2013 20/153 28/152 6.2 % 0.71 [ 0.42, 1.20 ]


Keele 1997 2/43 1/43 0.3 % 2.00 [ 0.19, 21.24 ]


Malhotra 2004 27/98 31/97 9.2 % 0.86 [ 0.56, 1.33 ]


Neelemaat 2012 14/105 11/105 3.1 % 1.27 [ 0.61, 2.67 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 1/20 0.2 % 0.33 [ 0.01, 7.72 ]


Roth 2013 1/74 1/83 0.2 % 1.12 [ 0.07, 17.62 ]


Soop 2004 0/9 1/9 0.2 % 0.33 [ 0.02, 7.24 ]


Sullivan 1998 2/8 5/10 0.9 % 0.50 [ 0.13, 1.93 ]


Sullivan 2004 4/27 6/30 1.3 % 0.74 [ 0.23, 2.35 ]


Woolfson 1989 8/62 8/60 2.1 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 6/215 8/108 1.6 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 2.0 % 0.72 [ 0.28, 1.83 ]


Total (95% CI) 3614 3398 100.0 % 0.91 [ 0.80, 1.03 ]


Total events: 373 (Experimental), 398 (Control)
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Heterogeneity: Tau2 = 0.0; Chi2 = 13.89, df = 19 (P = 0.79); I2 =0.0%


Test for overall effect: Z = 1.46 (P = 0.14)


Test for subgroup differences: Not applicable
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Analysis 17.1. Comparison 17 Oral - All cause mortality - end of intervention, Outcome 1 All-cause


mortality - overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 17 Oral - All cause mortality - end of intervention


Outcome: 1 All-cause mortality - overall


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Arias 2008 46/260 31/265 14.5 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 2.1 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 1.2 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.3 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 1.4 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 34.0 % 0.97 [ 0.75, 1.26 ]


Doglietto 1996 16/338 12/340 5.1 % 1.34 [ 0.64, 2.79 ]


Espaulella 2000 4/85 3/86 1.3 % 1.35 [ 0.31, 5.85 ]


F rli 2001 0/18 1/19 0.3 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 3/20 1.0 % 0.67 [ 0.12, 3.57 ]


0.002 0.1 1 10 500


Favours nutrition support Favours control


(Continued . . . )


843Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Gariballa 2006 12/223 7/222 3.3 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.8 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/30 2/38 0.3 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.3 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/47 0/53 0.3 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 15.5 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 1.8 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.5 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.5 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.3 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 10.2 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Saudny-Unterberger 1997 1/17 1/16 0.4 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 4.8 % 0.85 [ 0.40, 1.81 ]


Total (95% CI) 4263 4266 100.0 % 0.94 [ 0.79, 1.11 ]


Total events: 270 (Nutrition support), 298 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 22.43, df = 22 (P = 0.43); I2 =2%


Test for overall effect: Z = 0.74 (P = 0.46)


Test for subgroup differences: Not applicable
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Analysis 17.2. Comparison 17 Oral - All cause mortality - end of intervention, Outcome 2 All-cause


mortality - bias.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 17 Oral - All cause mortality - end of intervention


Outcome: 2 All-cause mortality - bias


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 High risk of bias


Abalan 1992 0/15 0/14 Not estimable


Arias 2008 46/260 31/265 14.5 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 2.1 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 1.2 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.3 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 1.4 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 34.0 % 0.97 [ 0.75, 1.26 ]


Doglietto 1996 16/338 12/340 5.1 % 1.34 [ 0.64, 2.79 ]


Espaulella 2000 4/85 3/86 1.3 % 1.35 [ 0.31, 5.85 ]


F rli 2001 0/18 1/19 0.3 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 3/20 1.0 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 3.3 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.8 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/30 2/38 0.3 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.3 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/47 0/53 0.3 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 15.5 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 1.8 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.5 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.5 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.3 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 10.2 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Saudny-Unterberger 1997 1/17 1/16 0.4 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 4.8 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 4263 4266 100.0 % 0.94 [ 0.79, 1.11 ]


Total events: 270 (Nutrition support), 298 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 22.43, df = 22 (P = 0.43); I2 =2%


Test for overall effect: Z = 0.74 (P = 0.46)


2 Low risk of bias


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 4263 4266 100.0 % 0.94 [ 0.79, 1.11 ]


Total events: 270 (Nutrition support), 298 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 22.43, df = 22 (P = 0.43); I2 =2%


Test for overall effect: Z = 0.74 (P = 0.46)


Test for subgroup differences: Not applicable
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Analysis 17.3. Comparison 17 Oral - All cause mortality - end of intervention, Outcome 3 All-cause


mortality - medical speciality.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 17 Oral - All cause mortality - end of intervention


Outcome: 3 All-cause mortality - medical speciality


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Cardiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Medical gastroenterology and hepatology


Bunout 1989 2/17 5/19 1.2 % 0.45 [ 0.10, 2.01 ]


Subtotal (95% CI) 17 19 1.2 % 0.45 [ 0.10, 2.01 ]


Total events: 2 (Nutrition support), 5 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.05 (P = 0.29)


3 Geriatrics


Banerjee 1978 4/28 6/32 2.1 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


De Sousa 2012 0/20 2/17 0.3 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 1.4 % 1.58 [ 0.39, 6.45 ]


Gariballa 2006 12/223 7/222 3.3 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.8 % 1.05 [ 0.16, 7.10 ]


Larsson 1990a 29/197 55/238 15.4 % 0.64 [ 0.42, 0.96 ]


Ljunggren 2012 0/19 0/20 Not estimable


Potter 2001 21/183 33/193 10.3 % 0.67 [ 0.40, 1.12 ]


Subtotal (95% CI) 748 811 33.7 % 0.75 [ 0.56, 0.99 ]


Total events: 72 (Nutrition support), 108 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 6.06, df = 6 (P = 0.42); I2 =1%


Test for overall effect: Z = 2.02 (P = 0.043)


4 Pulmonary disease


Luo 2012 3/30 7/30 1.8 % 0.43 [ 0.12, 1.50 ]


Saudny-Unterberger 1997 1/17 1/16 0.4 % 0.94 [ 0.06, 13.82 ]


Subtotal (95% CI) 47 46 2.2 % 0.49 [ 0.16, 1.54 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 4 (Nutrition support), 8 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.27, df = 1 (P = 0.60); I2 =0.0%


Test for overall effect: Z = 1.22 (P = 0.22)


5 Endocrinology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


6 Infectious diseases


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


7 Rheumatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


8 Haematology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


9 Nephrology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


10 Gastroenterologic surgery


Doglietto 1996 16/338 12/340 5.1 % 1.34 [ 0.64, 2.79 ]


Hendry 2010 0/30 2/38 0.3 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.3 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Keele 1997 2/47 0/53 0.3 % 5.63 [ 0.28, 114.27 ]


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable


MacFie 2000 2/27 1/25 0.5 % 1.85 [ 0.18, 19.19 ]


Rana 1992 0/20 0/20 Not estimable
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Reissman 1995 0/80 0/81 Not estimable


Subtotal (95% CI) 664 603 6.6 % 1.24 [ 0.65, 2.38 ]


Total events: 20 (Nutrition support), 16 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 3.74, df = 4 (P = 0.44); I2 =0.0%


Test for overall effect: Z = 0.66 (P = 0.51)


11 Trauma surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


12 Orthopaedics


Espaulella 2000 4/85 3/86 1.3 % 1.35 [ 0.31, 5.85 ]


Houwing 2003 0/51 0/52 Not estimable


Miller 2006a 2/24 1/25 0.5 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.3 % 3.25 [ 0.14, 76.01 ]


Subtotal (95% CI) 183 188 2.1 % 1.69 [ 0.53, 5.36 ]


Total events: 7 (Nutrition support), 4 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.29, df = 2 (P = 0.87); I2 =0.0%


Test for overall effect: Z = 0.89 (P = 0.37)


13 Plastic, reconstructive and aesthetic surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


14 Vascular surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


15 Transplant surgery


F rli 2001 0/18 1/19 0.3 % 0.35 [ 0.02, 8.09 ]


Subtotal (95% CI) 18 19 0.3 % 0.35 [ 0.02, 8.09 ]


Total events: 0 (Nutrition support), 1 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.65 (P = 0.51)


16 Urology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Test for overall effect: not applicable


17 Thoracic surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


18 Neurological surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


19 Oro-maxillo-facial surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


20 Anaesthesiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


21 Emergency medicine


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


22 Psychiatry


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


23 Neurology


Abalan 1992 0/15 0/14 Not estimable


Dennis 2005 108/2016 108/2007 33.5 % 1.00 [ 0.77, 1.29 ]


Gariballa 1998 2/20 3/20 1.0 % 0.67 [ 0.12, 3.57 ]


Subtotal (95% CI) 2051 2041 34.5 % 0.99 [ 0.76, 1.27 ]


Total events: 110 (Nutrition support), 111 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.21, df = 1 (P = 0.64); I2 =0.0%


Test for overall effect: Z = 0.11 (P = 0.92)
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


24 Oncology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


25 Dermatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


26 Gynaecology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


27 Mixed


Arias 2008 46/260 31/265 14.5 % 1.51 [ 0.99, 2.31 ]


Vlaming 2001 12/275 14/274 4.9 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 535 539 19.4 % 1.24 [ 0.73, 2.12 ]


Total events: 58 (Nutrition support), 45 (Control)


Heterogeneity: Tau2 = 0.07; Chi2 = 1.69, df = 1 (P = 0.19); I2 =41%


Test for overall effect: Z = 0.80 (P = 0.43)


Total (95% CI) 4263 4266 100.0 % 0.95 [ 0.80, 1.12 ]


Total events: 273 (Nutrition support), 298 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 22.55, df = 22 (P = 0.43); I2 =2%


Test for overall effect: Z = 0.62 (P = 0.53)


Test for subgroup differences: Chi2 = 7.87, df = 7 (P = 0.34), I2 =11%
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Analysis 17.4. Comparison 17 Oral - All cause mortality - end of intervention, Outcome 4 All-cause


mortality - based on adequacy of the amount of calories.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 17 Oral - All cause mortality - end of intervention


Outcome: 4 All-cause mortality - based on adequacy of the amount of calories


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Clearly adequate in experimental group and clearly inadequate in control group


Gariballa 1998 2/20 3/20 1.0 % 0.67 [ 0.12, 3.57 ]


Gazzotti 2003 2/39 2/41 0.8 % 1.05 [ 0.16, 7.10 ]


Keele 1997 2/47 0/53 0.3 % 5.63 [ 0.28, 114.27 ]


Rana 1992 0/20 0/20 Not estimable


Subtotal (95% CI) 126 134 2.1 % 1.08 [ 0.34, 3.47 ]


Total events: 6 (Nutrition support), 5 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.52, df = 2 (P = 0.47); I2 =0.0%


Test for overall effect: Z = 0.14 (P = 0.89)


2 Inadequate in the experimental group or adequate in the control group


Abalan 1992 0/15 0/14 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Delmi 1990 4/27 3/32 1.4 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 34.0 % 0.97 [ 0.75, 1.26 ]


Doglietto 1996 16/338 12/340 5.1 % 1.34 [ 0.64, 2.79 ]


Espaulella 2000 4/85 3/86 1.3 % 1.35 [ 0.31, 5.85 ]


F rli 2001 0/18 1/19 0.3 % 0.35 [ 0.02, 8.09 ]


Henriksen 2003a 0/16 1/8 0.3 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


MacFie 2000 2/27 1/25 0.5 % 1.85 [ 0.18, 19.19 ]


Potter 2001 21/183 33/193 10.2 % 0.67 [ 0.40, 1.12 ]


Subtotal (95% CI) 2772 2768 53.1 % 0.94 [ 0.76, 1.17 ]


Total events: 152 (Nutrition support), 162 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 5.22, df = 7 (P = 0.63); I2 =0.0%


Test for overall effect: Z = 0.54 (P = 0.59)


3 Experimental group is overfed
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Bunout 1989 2/17 5/19 1.2 % 0.45 [ 0.10, 2.01 ]


Saudny-Unterberger 1997 1/17 1/16 0.4 % 0.94 [ 0.06, 13.82 ]


Subtotal (95% CI) 34 35 1.6 % 0.53 [ 0.14, 1.98 ]


Total events: 3 (Nutrition support), 6 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.22, df = 1 (P = 0.64); I2 =0.0%


Test for overall effect: Z = 0.94 (P = 0.35)


4 Unclear intake in experimental group or control group


Arias 2008 46/260 31/265 14.5 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 2.1 % 0.76 [ 0.24, 2.43 ]


De Sousa 2012 0/20 2/17 0.3 % 0.17 [ 0.01, 3.34 ]


Gariballa 2006 12/223 7/222 3.3 % 1.71 [ 0.68, 4.25 ]


Hendry 2010 0/30 2/38 0.3 % 0.25 [ 0.01, 5.05 ]


Houwing 2003 0/51 0/52 Not estimable


Larsson 1990a 29/197 55/238 15.5 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable


Luo 2012 3/30 7/30 1.8 % 0.43 [ 0.12, 1.50 ]


Miller 2006a 2/24 1/25 0.5 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.3 % 3.25 [ 0.14, 76.01 ]


Reissman 1995 0/80 0/81 Not estimable


Vlaming 2001 12/275 14/274 4.8 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 1331 1329 43.3 % 0.93 [ 0.62, 1.38 ]


Total events: 109 (Nutrition support), 125 (Control)


Heterogeneity: Tau2 = 0.12; Chi2 = 14.74, df = 9 (P = 0.10); I2 =39%


Test for overall effect: Z = 0.37 (P = 0.71)


Total (95% CI) 4263 4266 100.0 % 0.94 [ 0.79, 1.11 ]


Total events: 270 (Nutrition support), 298 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 22.43, df = 22 (P = 0.43); I2 =2%


Test for overall effect: Z = 0.74 (P = 0.46)


Test for subgroup differences: Chi2 = 0.77, df = 3 (P = 0.86), I2 =0.0%
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Analysis 17.5. Comparison 17 Oral - All cause mortality - end of intervention, Outcome 5 All-cause


mortality - different screening tools.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 17 Oral - All cause mortality - end of intervention


Outcome: 5 All-cause mortality - different screening tools


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 NRS 2002


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 MUST


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 MNA


De Sousa 2012 0/20 2/17 0.3 % 0.17 [ 0.01, 3.34 ]


Gazzotti 2003 2/39 2/41 0.8 % 1.05 [ 0.16, 7.10 ]


Subtotal (95% CI) 59 58 1.1 % 0.61 [ 0.12, 3.18 ]


Total events: 2 (Nutrition support), 4 (Control)


Heterogeneity: Tau2 = 0.06; Chi2 = 1.04, df = 1 (P = 0.31); I2 =4%


Test for overall effect: Z = 0.59 (P = 0.56)


4 SGA


Arias 2008 46/260 31/265 14.5 % 1.51 [ 0.99, 2.31 ]


Subtotal (95% CI) 260 265 14.5 % 1.51 [ 0.99, 2.31 ]


Total events: 46 (Nutrition support), 31 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.92 (P = 0.055)


5 Other means


Abalan 1992 0/15 0/14 Not estimable


Banerjee 1978 4/28 6/32 2.1 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 1.2 % 0.45 [ 0.10, 2.01 ]


Delmi 1990 4/27 3/32 1.4 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 34.0 % 0.97 [ 0.75, 1.26 ]
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(. . . Continued)


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Doglietto 1996 16/338 12/340 5.1 % 1.34 [ 0.64, 2.79 ]


Espaulella 2000 4/85 3/86 1.3 % 1.35 [ 0.31, 5.85 ]


F rli 2001 0/18 1/19 0.3 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 3/20 1.0 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 3.3 % 1.71 [ 0.68, 4.25 ]


Hendry 2010 0/30 2/38 0.3 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.3 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/47 0/53 0.3 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 15.5 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 1.8 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.5 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.5 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.3 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 10.2 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Saudny-Unterberger 1997 1/17 1/16 0.4 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 4.8 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 3944 3943 84.4 % 0.87 [ 0.73, 1.04 ]


Total events: 222 (Nutrition support), 263 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 15.57, df = 19 (P = 0.69); I2 =0.0%


Test for overall effect: Z = 1.55 (P = 0.12)


Total (95% CI) 4263 4266 100.0 % 0.94 [ 0.79, 1.11 ]


Total events: 270 (Nutrition support), 298 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 22.43, df = 22 (P = 0.43); I2 =2%


Test for overall effect: Z = 0.74 (P = 0.46)


Test for subgroup differences: Chi2 = 5.86, df = 2 (P = 0.05), I2 =66%
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Analysis 17.6. Comparison 17 Oral - All cause mortality - end of intervention, Outcome 6 All-cause


mortality - participants characterised as ’at nutritional risk’ due to one of the following conditions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 17 Oral - All cause mortality - end of intervention


Outcome: 6 All-cause mortality - participants characterised as ’at nutritional risk’ due to one of the following conditions


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Major surgery


Doglietto 1996 16/338 12/340 5.1 % 1.34 [ 0.64, 2.79 ]


F rli 2001 0/18 1/19 0.3 % 0.35 [ 0.02, 8.09 ]


Hendry 2010 0/30 2/38 0.3 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.3 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Keele 1997 2/47 0/53 0.3 % 5.63 [ 0.28, 114.27 ]


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable


Luo 2012 3/30 7/30 1.8 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.5 % 1.85 [ 0.18, 19.19 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Subtotal (95% CI) 712 652 8.5 % 0.92 [ 0.49, 1.72 ]


Total events: 23 (Nutrition support), 24 (Control)


Heterogeneity: Tau2 = 0.05; Chi2 = 6.32, df = 6 (P = 0.39); I2 =5%


Test for overall effect: Z = 0.26 (P = 0.80)


2 Stroke


Dennis 2005 105/2016 108/2007 34.0 % 0.97 [ 0.75, 1.26 ]


Gariballa 1998 2/20 3/20 1.0 % 0.67 [ 0.12, 3.57 ]


Subtotal (95% CI) 2036 2027 35.0 % 0.96 [ 0.74, 1.24 ]


Total events: 107 (Nutrition support), 111 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.19, df = 1 (P = 0.67); I2 =0.0%
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Test for overall effect: Z = 0.31 (P = 0.75)


3 ICU participants including trauma


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Frail elderly participants with less severe conditions known to increase protein requirements


Botella-Carretero 2010 0/12 0/16 Not estimable


Delmi 1990 4/27 3/32 1.4 % 1.58 [ 0.39, 6.45 ]


Espaulella 2000 4/85 3/86 1.3 % 1.35 [ 0.31, 5.85 ]


Gazzotti 2003 2/39 2/41 0.8 % 1.05 [ 0.16, 7.10 ]


Houwing 2003 0/51 0/52 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


Miller 2006a 2/24 1/25 0.5 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.3 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 10.2 % 0.67 [ 0.40, 1.12 ]


Subtotal (95% CI) 463 490 14.5 % 0.85 [ 0.55, 1.30 ]


Total events: 34 (Nutrition support), 42 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 3.27, df = 5 (P = 0.66); I2 =0.0%


Test for overall effect: Z = 0.76 (P = 0.44)


5 Participants do not fall into one of the categories above


Abalan 1992 0/15 0/14 Not estimable


Arias 2008 46/260 31/265 14.5 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 2.1 % 0.76 [ 0.24, 2.43 ]


Bunout 1989 2/17 5/19 1.2 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.3 % 0.17 [ 0.01, 3.34 ]


Gariballa 2006 12/223 7/222 3.3 % 1.71 [ 0.68, 4.25 ]


Larsson 1990a 29/197 55/238 15.5 % 0.64 [ 0.42, 0.96 ]


Saudny-Unterberger 1997 1/17 1/16 0.4 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 4.8 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 1052 1097 42.0 % 0.93 [ 0.62, 1.39 ]


Total events: 106 (Nutrition support), 121 (Control)


Heterogeneity: Tau2 = 0.12; Chi2 = 12.38, df = 7 (P = 0.09); I2 =43%


Test for overall effect: Z = 0.36 (P = 0.72)


Total (95% CI) 4263 4266 100.0 % 0.94 [ 0.79, 1.11 ]


Total events: 270 (Nutrition support), 298 (Control)
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Heterogeneity: Tau2 = 0.00; Chi2 = 22.43, df = 22 (P = 0.43); I2 =2%


Test for overall effect: Z = 0.74 (P = 0.46)


Test for subgroup differences: Chi2 = 0.24, df = 3 (P = 0.97), I2 =0.0%
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Analysis 17.7. Comparison 17 Oral - All cause mortality - end of intervention, Outcome 7 All-cause


mortality - participants characterised as ’at nutritional risk’ due to one of the following criteria.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 17 Oral - All cause mortality - end of intervention


Outcome: 7 All-cause mortality - participants characterised as ’at nutritional risk’ due to one of the following criteria


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 BMI less than 20.5 kg/m2


F rli 2001 0/18 1/19 0.3 % 0.35 [ 0.02, 8.09 ]


Subtotal (95% CI) 18 19 0.3 % 0.35 [ 0.02, 8.09 ]


Total events: 0 (Nutrition support), 1 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.65 (P = 0.51)


2 Weight loss of at least 5% during the last three months


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 Weight loss of at least 10% during the last six months


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Insufficient food intake during the last week (50% of requirements or less)
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Participants characterised as ’at nutritional risk’ by other means


Abalan 1992 0/15 0/14 Not estimable


Arias 2008 46/260 31/265 14.5 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 2.1 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 1.2 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.3 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 1.4 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 34.0 % 0.97 [ 0.75, 1.26 ]


Doglietto 1996 16/338 12/340 5.1 % 1.34 [ 0.64, 2.79 ]


Espaulella 2000 4/85 3/86 1.3 % 1.35 [ 0.31, 5.85 ]


Gariballa 1998 2/20 3/20 1.0 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 3.3 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.8 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/30 2/38 0.3 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.3 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/47 0/53 0.3 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 15.5 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 1.8 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.5 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.5 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.3 % 3.25 [ 0.14, 76.01 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Potter 2001 21/183 33/193 10.2 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Saudny-Unterberger 1997 1/17 1/16 0.4 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 4.8 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 4245 4247 99.7 % 0.94 [ 0.79, 1.12 ]


Total events: 270 (Nutrition support), 297 (Control)


Heterogeneity: Tau2 = 0.01; Chi2 = 22.05, df = 21 (P = 0.40); I2 =5%


Test for overall effect: Z = 0.67 (P = 0.50)


Total (95% CI) 4263 4266 100.0 % 0.94 [ 0.79, 1.11 ]


Total events: 270 (Nutrition support), 298 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 22.43, df = 22 (P = 0.43); I2 =2%


Test for overall effect: Z = 0.74 (P = 0.46)


Test for subgroup differences: Chi2 = 0.38, df = 1 (P = 0.54), I2 =0.0%
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Analysis 17.8. Comparison 17 Oral - All cause mortality - end of intervention, Outcome 8 All-cause


mortality - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 17 Oral - All cause mortality - end of intervention


Outcome: 8 All-cause mortality - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Biomarkers


Luo 2012 3/30 7/30 1.8 % 0.43 [ 0.12, 1.50 ]


Subtotal (95% CI) 30 30 1.8 % 0.43 [ 0.12, 1.50 ]


Total events: 3 (Nutrition support), 7 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.32 (P = 0.19)


2 Anthropometric measures


F rli 2001 0/18 1/19 0.3 % 0.35 [ 0.02, 8.09 ]


MacFie 2000 2/27 1/25 0.5 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.5 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.3 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 10.2 % 0.67 [ 0.40, 1.12 ]


Vlaming 2001 12/275 14/274 4.8 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 550 561 16.6 % 0.78 [ 0.52, 1.16 ]


Total events: 38 (Nutrition support), 50 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.64, df = 5 (P = 0.76); I2 =0.0%


Test for overall effect: Z = 1.23 (P = 0.22)


3 Characterised by other means


Abalan 1992 0/15 0/14 Not estimable


Arias 2008 46/260 31/265 14.5 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 2.1 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 1.2 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.3 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 1.4 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 34.0 % 0.97 [ 0.75, 1.26 ]


Doglietto 1996 16/338 12/340 5.1 % 1.34 [ 0.64, 2.79 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Espaulella 2000 4/85 3/86 1.3 % 1.35 [ 0.31, 5.85 ]


Gariballa 1998 2/20 3/20 1.0 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 3.3 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.8 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/30 2/38 0.3 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.3 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/47 0/53 0.3 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 15.5 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Saudny-Unterberger 1997 1/17 1/16 0.4 % 0.94 [ 0.06, 13.82 ]


Subtotal (95% CI) 3683 3675 81.6 % 1.00 [ 0.80, 1.25 ]


Total events: 229 (Nutrition support), 241 (Control)


Heterogeneity: Tau2 = 0.02; Chi2 = 17.10, df = 15 (P = 0.31); I2 =12%


Test for overall effect: Z = 0.01 (P = 0.99)


Total (95% CI) 4263 4266 100.0 % 0.94 [ 0.79, 1.11 ]


Total events: 270 (Nutrition support), 298 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 22.43, df = 22 (P = 0.43); I2 =2%


Test for overall effect: Z = 0.74 (P = 0.46)


Test for subgroup differences: Chi2 = 2.61, df = 2 (P = 0.27), I2 =24%
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Analysis 17.9. Comparison 17 Oral - All cause mortality - end of intervention, Outcome 9 All-cause


mortality - randomisation year.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 17 Oral - All cause mortality - end of intervention


Outcome: 9 All-cause mortality - randomisation year


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Before 1960


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 1960-1979


Banerjee 1978 4/28 6/32 2.1 % 0.76 [ 0.24, 2.43 ]


Subtotal (95% CI) 28 32 2.1 % 0.76 [ 0.24, 2.43 ]


Total events: 4 (Nutrition support), 6 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.46 (P = 0.65)


3 1980-1999


Abalan 1992 0/15 0/14 Not estimable


Bunout 1989 2/17 5/19 1.2 % 0.45 [ 0.10, 2.01 ]


Delmi 1990 4/27 3/32 1.4 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 34.0 % 0.97 [ 0.75, 1.26 ]


Doglietto 1996 16/338 12/340 5.1 % 1.34 [ 0.64, 2.79 ]


Espaulella 2000 4/85 3/86 1.3 % 1.35 [ 0.31, 5.85 ]


F rli 2001 0/18 1/19 0.3 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 3/20 1.0 % 0.67 [ 0.12, 3.57 ]


Gazzotti 2003 2/39 2/41 0.8 % 1.05 [ 0.16, 7.10 ]


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/47 0/53 0.3 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 15.5 % 0.64 [ 0.42, 0.96 ]


MacFie 2000 2/27 1/25 0.5 % 1.85 [ 0.18, 19.19 ]


Potter 2001 21/183 33/193 10.2 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Reissman 1995 0/80 0/81 Not estimable


Saudny-Unterberger 1997 1/17 1/16 0.4 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 4.8 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 3472 3530 76.7 % 0.87 [ 0.72, 1.04 ]


Total events: 202 (Nutrition support), 241 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 9.36, df = 13 (P = 0.75); I2 =0.0%


Test for overall effect: Z = 1.55 (P = 0.12)


4 After 1999


Arias 2008 46/260 31/265 14.5 % 1.51 [ 0.99, 2.31 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


De Sousa 2012 0/20 2/17 0.3 % 0.17 [ 0.01, 3.34 ]


Gariballa 2006 12/223 7/222 3.3 % 1.71 [ 0.68, 4.25 ]


Hendry 2010 0/30 2/38 0.3 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.3 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 1.8 % 0.43 [ 0.12, 1.50 ]


Miller 2006a 2/24 1/25 0.5 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.3 % 3.25 [ 0.14, 76.01 ]


Subtotal (95% CI) 763 704 21.3 % 1.11 [ 0.64, 1.92 ]


Total events: 64 (Nutrition support), 51 (Control)


Heterogeneity: Tau2 = 0.13; Chi2 = 8.91, df = 7 (P = 0.26); I2 =21%


Test for overall effect: Z = 0.37 (P = 0.71)


Total (95% CI) 4263 4266 100.0 % 0.94 [ 0.79, 1.11 ]


Total events: 270 (Nutrition support), 298 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 22.43, df = 22 (P = 0.43); I2 =2%


Test for overall effect: Z = 0.74 (P = 0.46)


Test for subgroup differences: Chi2 = 0.76, df = 2 (P = 0.68), I2 =0.0%
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Analysis 17.10. Comparison 17 Oral - All cause mortality - end of intervention, Outcome 10 All-cause


mortality - trials where the intervention lasts fewer than three days compared with trials where the


intervention lasts three days or more.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 17 Oral - All cause mortality - end of intervention


Outcome: 10 All-cause mortality - trials where the intervention lasts fewer than three days compared with trials where the intervention lasts three days or more


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Three days or more


Abalan 1992 0/15 0/14 Not estimable


Banerjee 1978 4/28 6/32 2.1 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 1.2 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.3 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 1.4 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 34.0 % 0.97 [ 0.75, 1.26 ]


Doglietto 1996 16/338 12/340 5.1 % 1.34 [ 0.64, 2.79 ]


Espaulella 2000 4/85 3/86 1.3 % 1.35 [ 0.31, 5.85 ]


F rli 2001 0/18 1/19 0.3 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 3/20 1.0 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 3.3 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.8 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/30 2/38 0.3 % 0.25 [ 0.01, 5.05 ]


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/47 0/53 0.3 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 15.5 % 0.64 [ 0.42, 0.96 ]


Luo 2012 3/30 7/30 1.8 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.5 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.5 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.3 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 10.2 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Reissman 1995 0/80 0/81 Not estimable


Saudny-Unterberger 1997 1/17 1/16 0.4 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 4.8 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 3862 3935 85.2 % 0.87 [ 0.74, 1.04 ]


Total events: 224 (Nutrition support), 266 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 15.73, df = 20 (P = 0.73); I2 =0.0%


Test for overall effect: Z = 1.55 (P = 0.12)


2 Less than three days


Henriksen 2003a 0/16 1/8 0.3 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


Subtotal (95% CI) 141 66 0.3 % 0.18 [ 0.01, 3.91 ]


Total events: 0 (Nutrition support), 1 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.10 (P = 0.27)


3 Unknown


Arias 2008 46/260 31/265 14.5 % 1.51 [ 0.99, 2.31 ]


Subtotal (95% CI) 260 265 14.5 % 1.51 [ 0.99, 2.31 ]


Total events: 46 (Nutrition support), 31 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.92 (P = 0.055)


Total (95% CI) 4263 4266 100.0 % 0.94 [ 0.79, 1.11 ]


Total events: 270 (Nutrition support), 298 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 22.43, df = 22 (P = 0.43); I2 =2%


Test for overall effect: Z = 0.74 (P = 0.46)


Test for subgroup differences: Chi2 = 6.71, df = 2 (P = 0.03), I2 =70%
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Analysis 17.11. Comparison 17 Oral - All cause mortality - end of intervention, Outcome 11 All-cause


mortality - ’best-worst case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 17 Oral - All cause mortality - end of intervention


Outcome: 11 All-cause mortality - ’best-worst case’ scenario


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Arias 2008 46/333 100/334 12.9 % 0.46 [ 0.34, 0.63 ]


Banerjee 1978 4/28 6/32 4.2 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/30 14/30 0.9 % 0.03 [ 0.00, 0.55 ]


Bunout 1989 2/17 5/19 2.8 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.8 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 3.1 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 13.6 % 0.97 [ 0.75, 1.26 ]


Doglietto 1996 16/338 12/340 7.4 % 1.34 [ 0.64, 2.79 ]


Espaulella 2000 4/85 3/86 2.9 % 1.35 [ 0.31, 5.85 ]


F rli 2001 0/20 4/22 0.9 % 0.12 [ 0.01, 2.13 ]


Gariballa 1998 2/21 4/21 2.5 % 0.50 [ 0.10, 2.44 ]


Gariballa 2006 12/223 7/222 5.8 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 1.8 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/38 2/38 0.8 % 0.20 [ 0.01, 4.03 ]


Henriksen 2003a 0/16 1/8 0.8 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/47 0/53 0.8 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/250 68/251 11.8 % 0.43 [ 0.29, 0.64 ]


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable


Ljunggren 2012 0/20 0/20 Not estimable
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Luo 2012 3/30 7/30 3.7 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 1.3 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/25 2/26 1.9 % 1.04 [ 0.16, 6.83 ]


Miller 2006b 1/24 0/25 0.7 % 3.12 [ 0.13, 73.04 ]


Potter 2001 21/186 35/195 10.3 % 0.63 [ 0.38, 1.04 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Saudny-Unterberger 1997 1/17 1/16 1.0 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 7.2 % 0.85 [ 0.40, 1.81 ]


Total (95% CI) 4424 4369 100.0 % 0.72 [ 0.55, 0.95 ]


Total events: 270 (Nutrition support), 401 (Control)


Heterogeneity: Tau2 = 0.13; Chi2 = 40.85, df = 23 (P = 0.01); I2 =44%


Test for overall effect: Z = 2.34 (P = 0.019)


Test for subgroup differences: Not applicable
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Analysis 17.12. Comparison 17 Oral - All cause mortality - end of intervention, Outcome 12 All-cause


mortality - ’worst-best case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 17 Oral - All cause mortality - end of intervention


Outcome: 12 All-cause mortality - ’worst-best case’ scenario


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Arias 2008 119/333 31/334 9.4 % 3.85 [ 2.67, 5.55 ]


Banerjee 1978 4/28 6/32 4.7 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 18/30 0/30 1.3 % 37.00 [ 2.33, 587.26 ]


Bunout 1989 2/17 5/19 3.4 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 1.1 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 3.7 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 9.9 % 0.97 [ 0.75, 1.26 ]


Doglietto 1996 16/338 12/340 7.0 % 1.34 [ 0.64, 2.79 ]


Espaulella 2000 4/85 3/86 3.5 % 1.35 [ 0.31, 5.85 ]


F rli 2001 2/20 1/22 1.8 % 2.20 [ 0.22, 22.45 ]


Gariballa 1998 3/21 3/21 3.5 % 1.00 [ 0.23, 4.40 ]


Gariballa 2006 12/223 7/222 5.9 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 2.4 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 8/38 2/38 3.5 % 4.00 [ 0.91, 17.62 ]


Henriksen 2003a 0/16 1/8 1.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/47 0/53 1.1 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 82/250 55/251 9.7 % 1.50 [ 1.12, 2.01 ]


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable


Ljunggren 2012 1/20 0/20 1.0 % 3.00 [ 0.13, 69.52 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Luo 2012 3/30 7/30 4.3 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 1.7 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 3/25 1/26 1.9 % 3.12 [ 0.35, 28.03 ]


Miller 2006b 2/24 0/25 1.1 % 5.20 [ 0.26, 103.03 ]


Potter 2001 24/186 33/195 8.6 % 0.76 [ 0.47, 1.24 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Saudny-Unterberger 1997 1/17 1/16 1.4 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 6.9 % 0.85 [ 0.40, 1.81 ]


Total (95% CI) 4424 4369 100.0 % 1.33 [ 0.95, 1.86 ]


Total events: 431 (Nutrition support), 298 (Control)


Heterogeneity: Tau2 = 0.28; Chi2 = 66.35, df = 24 (P<0.00001); I2 =64%


Test for overall effect: Z = 1.65 (P = 0.099)


Test for subgroup differences: Not applicable
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Analysis 17.13. Comparison 17 Oral - All cause mortality - end of intervention, Outcome 13 All-cause


mortality co-interventions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 17 Oral - All cause mortality - end of intervention


Outcome: 13 All-cause mortality co-interventions


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 received nutrition support as co-intervention


Luo 2012 3/30 7/30 1.8 % 0.43 [ 0.12, 1.50 ]


Subtotal (95% CI) 30 30 1.8 % 0.43 [ 0.12, 1.50 ]


Total events: 3 (Nutrition support), 7 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.32 (P = 0.19)


2 did not receive nutrition support as co-intervention


Abalan 1992 0/15 0/14 Not estimable


Arias 2008 46/260 31/265 14.5 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 2.1 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 1.2 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.3 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 1.4 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 34.0 % 0.97 [ 0.75, 1.26 ]


Doglietto 1996 16/338 12/340 5.1 % 1.34 [ 0.64, 2.79 ]


Espaulella 2000 4/85 3/86 1.3 % 1.35 [ 0.31, 5.85 ]


F rli 2001 0/18 1/19 0.3 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 3/20 1.0 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 3.3 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.8 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/30 2/38 0.3 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.3 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/47 0/53 0.3 % 5.63 [ 0.28, 114.27 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Larsson 1990a 29/197 55/238 15.5 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


MacFie 2000 2/27 1/25 0.5 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.5 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.3 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 10.2 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Saudny-Unterberger 1997 1/17 1/16 0.4 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 4.8 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 4233 4236 98.2 % 0.95 [ 0.81, 1.12 ]


Total events: 267 (Nutrition support), 291 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 20.90, df = 21 (P = 0.47); I2 =0.0%


Test for overall effect: Z = 0.60 (P = 0.55)


3 delayed versus early nutrition support


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 4263 4266 100.0 % 0.94 [ 0.79, 1.11 ]


Total events: 270 (Nutrition support), 298 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 22.43, df = 22 (P = 0.43); I2 =2%


Test for overall effect: Z = 0.74 (P = 0.46)


Test for subgroup differences: Chi2 = 1.53, df = 1 (P = 0.22), I2 =35%


0.01 0.1 1 10 100


Favours nutrition support Favours control


872Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Analysis 18.1. Comparison 18 Oral - All cause mortality - maximum follow-up, Outcome 1 All-cause


mortality - overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 18 Oral - All cause mortality - maximum follow-up


Outcome: 1 All-cause mortality - overall


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Arias 2008 46/260 31/265 11.8 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 2.7 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 1.6 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.4 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 4.5 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 21.2 % 0.95 [ 0.80, 1.12 ]


Doglietto 1996 16/338 12/340 5.7 % 1.34 [ 0.64, 2.79 ]


Espaulella 2000 17/80 10/81 5.9 % 1.72 [ 0.84, 3.53 ]


F rli 2001 0/18 1/19 0.4 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 7/20 1.8 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 8.9 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 1.0 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/30 2/38 0.4 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.4 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/47 0/53 0.4 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 12.2 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 1/32 1/30 0.5 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 0.4 % 0.23 [ 0.01, 4.56 ]


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 2.3 % 0.43 [ 0.12, 1.50 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


MacFie 2000 2/27 1/25 0.7 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.7 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.4 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 9.5 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Saudny-Unterberger 1997 1/17 1/16 0.5 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 5.5 % 0.85 [ 0.40, 1.81 ]


Total (95% CI) 4221 4280 100.0 % 0.94 [ 0.77, 1.15 ]


Total events: 442 (Experimental), 476 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 31.20, df = 24 (P = 0.15); I2 =23%


Test for overall effect: Z = 0.60 (P = 0.55)


Test for subgroup differences: Not applicable


0.001 0.01 0.1 1 10 100 1000


Favours nutrition support Favours control


874Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Analysis 18.2. Comparison 18 Oral - All cause mortality - maximum follow-up, Outcome 2 All-cause


mortality - bias.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 18 Oral - All cause mortality - maximum follow-up


Outcome: 2 All-cause mortality - bias


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 High risk of bias


Abalan 1992 0/15 0/14 Not estimable


Arias 2008 46/260 31/265 11.8 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 2.7 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 1.6 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.4 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 4.5 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 21.2 % 0.95 [ 0.80, 1.12 ]


Doglietto 1996 16/338 12/340 5.7 % 1.34 [ 0.64, 2.79 ]


Espaulella 2000 17/80 10/81 5.9 % 1.72 [ 0.84, 3.53 ]


F rli 2001 0/18 1/19 0.4 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 7/20 1.8 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 8.9 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 1.0 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/30 2/38 0.4 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.4 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/47 0/53 0.4 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 12.2 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 1/32 1/30 0.5 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 0.4 % 0.23 [ 0.01, 4.56 ]


Ljunggren 2012 0/19 0/20 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Luo 2012 3/30 7/30 2.3 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.7 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.7 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.4 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 9.5 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Saudny-Unterberger 1997 1/17 1/16 0.5 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 5.5 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 4221 4280 100.0 % 0.94 [ 0.77, 1.15 ]


Total events: 442 (Experimental), 476 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 31.20, df = 24 (P = 0.15); I2 =23%


Test for overall effect: Z = 0.60 (P = 0.55)


2 Low risk of bias


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 4221 4280 100.0 % 0.94 [ 0.77, 1.15 ]


Total events: 442 (Experimental), 476 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 31.20, df = 24 (P = 0.15); I2 =23%


Test for overall effect: Z = 0.60 (P = 0.55)


Test for subgroup differences: Not applicable
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Analysis 18.3. Comparison 18 Oral - All cause mortality - maximum follow-up, Outcome 3 All-cause


mortality - medical speciality.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 18 Oral - All cause mortality - maximum follow-up


Outcome: 3 All-cause mortality - medical speciality


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Cardiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Medical gastroenterology and hepatology


Bunout 1989 2/17 5/19 1.6 % 0.45 [ 0.10, 2.01 ]


Subtotal (95% CI) 17 19 1.6 % 0.45 [ 0.10, 2.01 ]


Total events: 2 (Experimental), 5 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.05 (P = 0.29)


3 Geriatrics


Banerjee 1978 4/28 6/32 2.7 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


De Sousa 2012 0/20 2/17 0.4 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 4.5 % 0.65 [ 0.28, 1.52 ]


Gariballa 2006 32/223 19/222 8.9 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 1.0 % 1.05 [ 0.16, 7.10 ]


Larsson 1990a 29/197 55/238 12.2 % 0.64 [ 0.42, 0.96 ]


Ljunggren 2012 0/19 0/20 Not estimable


Potter 2001 21/183 33/193 9.5 % 0.67 [ 0.40, 1.12 ]


Subtotal (95% CI) 746 806 39.2 % 0.81 [ 0.55, 1.19 ]


Total events: 94 (Experimental), 127 (Control)


Heterogeneity: Tau2 = 0.10; Chi2 = 10.32, df = 6 (P = 0.11); I2 =42%


Test for overall effect: Z = 1.07 (P = 0.29)


4 Pulmonary disease


Luo 2012 3/30 7/30 2.3 % 0.43 [ 0.12, 1.50 ]


Saudny-Unterberger 1997 1/17 1/16 0.5 % 0.94 [ 0.06, 13.82 ]


Subtotal (95% CI) 47 46 2.8 % 0.49 [ 0.16, 1.54 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 4 (Experimental), 8 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.27, df = 1 (P = 0.60); I2 =0.0%


Test for overall effect: Z = 1.22 (P = 0.22)


5 Endocrinology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


6 Infectious diseases


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


7 Rheumatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


8 Haematology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


9 Nephrology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


10 Gastroenterologic surgery


Doglietto 1996 16/338 12/340 5.7 % 1.34 [ 0.64, 2.79 ]


Hendry 2010 0/30 2/38 0.4 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.4 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Keele 1997 2/47 0/53 0.4 % 5.63 [ 0.28, 114.27 ]


Lidder 2013a 1/32 1/30 0.5 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 0.4 % 0.23 [ 0.01, 4.56 ]


MacFie 2000 2/27 1/25 0.7 % 1.85 [ 0.18, 19.19 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 0/81 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Subtotal (95% CI) 633 634 8.7 % 1.14 [ 0.61, 2.12 ]


Total events: 21 (Experimental), 19 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 4.94, df = 6 (P = 0.55); I2 =0.0%


Test for overall effect: Z = 0.41 (P = 0.68)


11 Trauma surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


12 Ortopaedics


Espaulella 2000 17/80 10/81 5.9 % 1.72 [ 0.84, 3.53 ]


Houwing 2003 0/51 0/52 Not estimable


Miller 2006a 2/24 1/25 0.7 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.4 % 3.25 [ 0.14, 76.01 ]


Subtotal (95% CI) 178 183 7.0 % 1.80 [ 0.92, 3.52 ]


Total events: 20 (Experimental), 11 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.17, df = 2 (P = 0.92); I2 =0.0%


Test for overall effect: Z = 1.72 (P = 0.086)


13 Plastic, reconstructive, and aesthetic surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


14 Vascular surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


15 Transplant surgery


F rli 2001 0/18 1/19 0.4 % 0.35 [ 0.02, 8.09 ]


Subtotal (95% CI) 18 19 0.4 % 0.35 [ 0.02, 8.09 ]


Total events: 0 (Experimental), 1 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.65 (P = 0.51)


16 Urology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


17 Thoracic surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


18 Neurological surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


19 Oro-maxillo-facial surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


20 Anaesthesiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


21 Emergency medicine


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


22 Psychiatry


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


23 Neurology


Abalan 1992 0/15 0/14 Not estimable


Dennis 2005 241/2012 253/2000 21.2 % 0.95 [ 0.80, 1.12 ]


Gariballa 1998 2/20 7/20 1.8 % 0.29 [ 0.07, 1.21 ]


Subtotal (95% CI) 2047 2034 23.0 % 0.65 [ 0.22, 1.93 ]


Total events: 243 (Experimental), 260 (Control)


Heterogeneity: Tau2 = 0.44; Chi2 = 2.61, df = 1 (P = 0.11); I2 =62%


Test for overall effect: Z = 0.77 (P = 0.44)


24 Oncology


Subtotal (95% CI) 0 0 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


25 Dermatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


26 Gynaecology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


27 Mixed


Arias 2008 46/260 31/265 11.8 % 1.51 [ 0.99, 2.31 ]


Vlaming 2001 12/275 14/274 5.5 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 535 539 17.3 % 1.24 [ 0.73, 2.12 ]


Total events: 58 (Experimental), 45 (Control)


Heterogeneity: Tau2 = 0.07; Chi2 = 1.69, df = 1 (P = 0.19); I2 =41%


Test for overall effect: Z = 0.80 (P = 0.43)


Total (95% CI) 4221 4280 100.0 % 0.94 [ 0.77, 1.15 ]


Total events: 442 (Experimental), 476 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 31.20, df = 24 (P = 0.15); I2 =23%


Test for overall effect: Z = 0.60 (P = 0.55)


Test for subgroup differences: Chi2 = 8.48, df = 7 (P = 0.29), I2 =17%
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Analysis 18.4. Comparison 18 Oral - All cause mortality - maximum follow-up, Outcome 4 All-cause


mortality - based on adequacy of the amount of calories.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 18 Oral - All cause mortality - maximum follow-up


Outcome: 4 All-cause mortality - based on adequacy of the amount of calories


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Clearly adequate in intervention and clearly inadequate in control


Gariballa 1998 2/20 7/20 1.8 % 0.29 [ 0.07, 1.21 ]


Gazzotti 2003 2/39 2/41 1.0 % 1.05 [ 0.16, 7.10 ]


Keele 1997 2/47 0/53 0.4 % 5.63 [ 0.28, 114.27 ]


Rana 1992 0/20 0/20 Not estimable


Subtotal (95% CI) 126 134 3.3 % 0.80 [ 0.17, 3.70 ]


Total events: 6 (Experimental), 9 (Control)


Heterogeneity: Tau2 = 0.79; Chi2 = 3.50, df = 2 (P = 0.17); I2 =43%


Test for overall effect: Z = 0.28 (P = 0.78)


2 Inadequate in the experimental or adequate in the control


Abalan 1992 0/15 0/14 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Delmi 1990 6/25 10/27 4.5 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 21.2 % 0.95 [ 0.80, 1.12 ]


Doglietto 1996 16/338 12/340 5.7 % 1.34 [ 0.64, 2.79 ]


Espaulella 2000 17/80 10/81 5.9 % 1.72 [ 0.84, 3.53 ]


F rli 2001 0/18 1/19 0.4 % 0.35 [ 0.02, 8.09 ]


Henriksen 2003a 0/16 1/8 0.4 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


MacFie 2000 2/27 1/25 0.7 % 1.85 [ 0.18, 19.19 ]


Potter 2001 21/183 33/193 9.5 % 0.67 [ 0.40, 1.12 ]


Subtotal (95% CI) 2761 2751 48.3 % 0.94 [ 0.76, 1.17 ]


Total events: 303 (Experimental), 321 (Control)


Heterogeneity: Tau2 = 0.01; Chi2 = 7.88, df = 7 (P = 0.34); I2 =11%


Test for overall effect: Z = 0.53 (P = 0.60)


3 Experimental group is overfed
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Bunout 1989 2/17 5/19 1.6 % 0.45 [ 0.10, 2.01 ]


Saudny-Unterberger 1997 1/17 1/16 0.5 % 0.94 [ 0.06, 13.82 ]


Subtotal (95% CI) 34 35 2.2 % 0.53 [ 0.14, 1.98 ]


Total events: 3 (Experimental), 6 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.22, df = 1 (P = 0.64); I2 =0.0%


Test for overall effect: Z = 0.94 (P = 0.35)


4 Unclear intake in control or experimental


Arias 2008 46/260 31/265 11.8 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 2.7 % 0.76 [ 0.24, 2.43 ]


De Sousa 2012 0/20 2/17 0.4 % 0.17 [ 0.01, 3.34 ]


Gariballa 2006 32/223 19/222 8.9 % 1.68 [ 0.98, 2.87 ]


Hendry 2010 0/30 2/38 0.4 % 0.25 [ 0.01, 5.05 ]


Houwing 2003 0/51 0/52 Not estimable


Larsson 1990a 29/197 55/238 12.2 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 1/32 1/30 0.5 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 0.4 % 0.23 [ 0.01, 4.56 ]


Luo 2012 3/30 7/30 2.3 % 0.43 [ 0.12, 1.50 ]


Miller 2006a 2/24 1/25 0.7 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.4 % 3.25 [ 0.14, 76.01 ]


Reissman 1995 0/80 0/81 Not estimable


Vlaming 2001 12/275 14/274 5.5 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 1300 1360 46.2 % 0.95 [ 0.65, 1.38 ]


Total events: 130 (Experimental), 140 (Control)


Heterogeneity: Tau2 = 0.13; Chi2 = 18.10, df = 11 (P = 0.08); I2 =39%


Test for overall effect: Z = 0.28 (P = 0.78)


Total (95% CI) 4221 4280 100.0 % 0.94 [ 0.77, 1.15 ]


Total events: 442 (Experimental), 476 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 31.20, df = 24 (P = 0.15); I2 =23%


Test for overall effect: Z = 0.60 (P = 0.55)


Test for subgroup differences: Chi2 = 0.75, df = 3 (P = 0.86), I2 =0.0%
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Analysis 18.5. Comparison 18 Oral - All cause mortality - maximum follow-up, Outcome 5 All-cause


mortality - different screening tools.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 18 Oral - All cause mortality - maximum follow-up


Outcome: 5 All-cause mortality - different screening tools


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 NRS 2002


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 MUST


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 MNA


De Sousa 2012 0/20 2/17 0.4 % 0.17 [ 0.01, 3.34 ]


Gazzotti 2003 2/39 2/41 1.0 % 1.05 [ 0.16, 7.10 ]


Subtotal (95% CI) 59 58 1.5 % 0.61 [ 0.12, 3.18 ]


Total events: 2 (Experimental), 4 (Control)


Heterogeneity: Tau2 = 0.06; Chi2 = 1.04, df = 1 (P = 0.31); I2 =4%


Test for overall effect: Z = 0.59 (P = 0.56)


4 SGA


Arias 2008 46/260 31/265 11.8 % 1.51 [ 0.99, 2.31 ]


Subtotal (95% CI) 260 265 11.8 % 1.51 [ 0.99, 2.31 ]


Total events: 46 (Experimental), 31 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.92 (P = 0.055)


5 Other means


Abalan 1992 0/15 0/14 Not estimable


Banerjee 1978 4/28 6/32 2.7 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 1.6 % 0.45 [ 0.10, 2.01 ]


Delmi 1990 6/25 10/27 4.5 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 21.2 % 0.95 [ 0.80, 1.12 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Doglietto 1996 16/338 12/340 5.7 % 1.34 [ 0.64, 2.79 ]


Espaulella 2000 17/80 10/81 5.9 % 1.72 [ 0.84, 3.53 ]


F rli 2001 0/18 1/19 0.4 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 7/20 1.8 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 8.9 % 1.68 [ 0.98, 2.87 ]


Hendry 2010 0/30 2/38 0.4 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.4 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/47 0/53 0.4 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 12.2 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 1/32 1/30 0.5 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 0.4 % 0.23 [ 0.01, 4.56 ]


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 2.3 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.7 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.7 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.4 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 9.5 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Saudny-Unterberger 1997 1/17 1/16 0.5 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 5.5 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 3902 3957 86.7 % 0.89 [ 0.73, 1.09 ]


Total events: 394 (Experimental), 441 (Control)


Heterogeneity: Tau2 = 0.03; Chi2 = 24.89, df = 21 (P = 0.25); I2 =16%


Test for overall effect: Z = 1.14 (P = 0.26)


Total (95% CI) 4221 4280 100.0 % 0.94 [ 0.77, 1.15 ]


Total events: 442 (Experimental), 476 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 31.20, df = 24 (P = 0.15); I2 =23%


Test for overall effect: Z = 0.60 (P = 0.55)


Test for subgroup differences: Chi2 = 5.25, df = 2 (P = 0.07), I2 =62%
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Analysis 18.6. Comparison 18 Oral - All cause mortality - maximum follow-up, Outcome 6 All-cause


mortality - participants characterised as ’at nutritional risk’ due to one of the following conditions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 18 Oral - All cause mortality - maximum follow-up


Outcome: 6 All-cause mortality - participants characterised as ’at nutritional risk’ due to one of the following conditions


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Major surgery


Doglietto 1996 16/338 12/340 5.7 % 1.34 [ 0.64, 2.79 ]


F rli 2001 0/18 1/19 0.4 % 0.35 [ 0.02, 8.09 ]


Hendry 2010 0/30 2/38 0.4 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.4 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Keele 1997 2/47 0/53 0.4 % 5.63 [ 0.28, 114.27 ]


Lidder 2013a 1/32 1/30 0.5 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 0.4 % 0.23 [ 0.01, 4.56 ]


MacFie 2000 2/27 1/25 0.7 % 1.85 [ 0.18, 19.19 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Subtotal (95% CI) 651 653 9.1 % 1.09 [ 0.59, 2.00 ]


Total events: 21 (Experimental), 20 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 5.47, df = 7 (P = 0.60); I2 =0.0%


Test for overall effect: Z = 0.28 (P = 0.78)


2 Stroke


Dennis 2005 241/2012 253/2000 21.2 % 0.95 [ 0.80, 1.12 ]


Gariballa 1998 2/20 7/20 1.8 % 0.29 [ 0.07, 1.21 ]


Subtotal (95% CI) 2032 2020 23.0 % 0.65 [ 0.22, 1.93 ]


Total events: 243 (Experimental), 260 (Control)


Heterogeneity: Tau2 = 0.44; Chi2 = 2.61, df = 1 (P = 0.11); I2 =62%


Test for overall effect: Z = 0.77 (P = 0.44)


3 ICU participants including trauma


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)
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(. . . Continued)


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Frail elderly participants with less severe conditions known to increase protein requirements


Botella-Carretero 2010 0/12 0/16 Not estimable


Delmi 1990 6/25 10/27 4.5 % 0.65 [ 0.28, 1.52 ]


Espaulella 2000 17/80 10/81 5.9 % 1.72 [ 0.84, 3.53 ]


Gazzotti 2003 2/39 2/41 1.0 % 1.05 [ 0.16, 7.10 ]


Houwing 2003 0/51 0/52 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 2.3 % 0.43 [ 0.12, 1.50 ]


Miller 2006a 2/24 1/25 0.7 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.4 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 9.5 % 0.67 [ 0.40, 1.12 ]


Subtotal (95% CI) 486 510 24.4 % 0.87 [ 0.57, 1.34 ]


Total events: 52 (Experimental), 63 (Control)


Heterogeneity: Tau2 = 0.06; Chi2 = 7.39, df = 6 (P = 0.29); I2 =19%


Test for overall effect: Z = 0.62 (P = 0.53)


5 Participants do not fall into one of the categories above


Abalan 1992 0/15 0/14 Not estimable


Arias 2008 46/260 31/265 11.8 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 2.7 % 0.76 [ 0.24, 2.43 ]


Bunout 1989 2/17 5/19 1.6 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.4 % 0.17 [ 0.01, 3.34 ]


Gariballa 2006 32/223 19/222 8.9 % 1.68 [ 0.98, 2.87 ]


Larsson 1990a 29/197 55/238 12.2 % 0.64 [ 0.42, 0.96 ]


Saudny-Unterberger 1997 1/17 1/16 0.5 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 5.5 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 1052 1097 43.6 % 0.96 [ 0.64, 1.46 ]


Total events: 126 (Experimental), 133 (Control)


Heterogeneity: Tau2 = 0.15; Chi2 = 14.75, df = 7 (P = 0.04); I2 =53%


Test for overall effect: Z = 0.17 (P = 0.86)


Total (95% CI) 4221 4280 100.0 % 0.94 [ 0.77, 1.15 ]


Total events: 442 (Experimental), 476 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 31.20, df = 24 (P = 0.15); I2 =23%


Test for overall effect: Z = 0.60 (P = 0.55)


Test for subgroup differences: Chi2 = 0.79, df = 3 (P = 0.85), I2 =0.0%
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Analysis 18.7. Comparison 18 Oral - All cause mortality - maximum follow-up, Outcome 7 All-cause


mortality - participants characterised as ’at nutritional risk’ due to one of the following criteria.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 18 Oral - All cause mortality - maximum follow-up


Outcome: 7 All-cause mortality - participants characterised as ’at nutritional risk’ due to one of the following criteria


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 BMI less than 20.5 kg/m2


F rli 2001 0/18 1/19 0.4 % 0.35 [ 0.02, 8.09 ]


Subtotal (95% CI) 18 19 0.4 % 0.35 [ 0.02, 8.09 ]


Total events: 0 (Experimental), 1 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.65 (P = 0.51)


2 Weight loss of at least 5% during the last three months


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 Weight loss of at least 10% during the last six months


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Insufficient food intake during the last week (50% of requirements or less)


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Participants characterised as ’at nutritional risk’ by other means


Abalan 1992 0/15 0/14 Not estimable


Arias 2008 46/260 31/265 11.8 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 2.7 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Bunout 1989 2/17 5/19 1.6 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.4 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 4.5 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 21.2 % 0.95 [ 0.80, 1.12 ]


Doglietto 1996 16/338 12/340 5.7 % 1.34 [ 0.64, 2.79 ]


Espaulella 2000 17/80 10/81 5.9 % 1.72 [ 0.84, 3.53 ]


Gariballa 1998 2/20 7/20 1.8 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 8.9 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 1.0 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/30 2/38 0.4 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.4 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/47 0/53 0.4 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 12.2 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 1/32 1/30 0.5 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 0.4 % 0.23 [ 0.01, 4.56 ]


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 2.3 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.7 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.7 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.4 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 9.5 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Saudny-Unterberger 1997 1/17 1/16 0.5 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 5.5 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 4203 4261 99.6 % 0.94 [ 0.77, 1.16 ]


Total events: 442 (Experimental), 475 (Control)


Heterogeneity: Tau2 = 0.05; Chi2 = 30.81, df = 23 (P = 0.13); I2 =25%


Test for overall effect: Z = 0.56 (P = 0.57)


Total (95% CI) 4221 4280 100.0 % 0.94 [ 0.77, 1.15 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 442 (Experimental), 476 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 31.20, df = 24 (P = 0.15); I2 =23%


Test for overall effect: Z = 0.60 (P = 0.55)


Test for subgroup differences: Chi2 = 0.38, df = 1 (P = 0.54), I2 =0.0%
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Analysis 18.8. Comparison 18 Oral - All cause mortality - maximum follow-up, Outcome 8 All-cause


mortality - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 18 Oral - All cause mortality - maximum follow-up


Outcome: 8 All-cause mortality - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Biomarkers


Luo 2012 3/30 7/30 2.3 % 0.43 [ 0.12, 1.50 ]


Subtotal (95% CI) 30 30 2.3 % 0.43 [ 0.12, 1.50 ]


Total events: 3 (Experimental), 7 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.32 (P = 0.19)


2 Anthropometric measures


F rli 2001 0/18 1/19 0.4 % 0.35 [ 0.02, 8.09 ]


MacFie 2000 2/27 1/25 0.7 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.7 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.4 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 9.5 % 0.67 [ 0.40, 1.12 ]


Vlaming 2001 12/275 14/274 5.5 % 0.85 [ 0.40, 1.81 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Subtotal (95% CI) 550 561 17.2 % 0.78 [ 0.52, 1.16 ]


Total events: 38 (Experimental), 50 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.64, df = 5 (P = 0.76); I2 =0.0%


Test for overall effect: Z = 1.23 (P = 0.22)


3 Both anthropometrics and biomarkers


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Characterised by other means


Abalan 1992 0/15 0/14 Not estimable


Arias 2008 46/260 31/265 11.8 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 2.7 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 1.6 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.4 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 4.5 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 21.2 % 0.95 [ 0.80, 1.12 ]


Doglietto 1996 16/338 12/340 5.7 % 1.34 [ 0.64, 2.79 ]


Espaulella 2000 17/80 10/81 5.9 % 1.72 [ 0.84, 3.53 ]


Gariballa 1998 2/20 7/20 1.8 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 8.9 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 1.0 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/30 2/38 0.4 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.4 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/47 0/53 0.4 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 12.2 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 1/32 1/30 0.5 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 0.4 % 0.23 [ 0.01, 4.56 ]


Ljunggren 2012 0/19 0/20 Not estimable


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 0/81 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Saudny-Unterberger 1997 1/17 1/16 0.5 % 0.94 [ 0.06, 13.82 ]


Subtotal (95% CI) 3641 3689 80.5 % 0.99 [ 0.77, 1.26 ]


Total events: 401 (Experimental), 419 (Control)


Heterogeneity: Tau2 = 0.06; Chi2 = 25.85, df = 17 (P = 0.08); I2 =34%


Test for overall effect: Z = 0.11 (P = 0.91)


Total (95% CI) 4221 4280 100.0 % 0.94 [ 0.77, 1.15 ]


Total events: 442 (Experimental), 476 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 31.20, df = 24 (P = 0.15); I2 =23%


Test for overall effect: Z = 0.60 (P = 0.55)


Test for subgroup differences: Chi2 = 2.37, df = 2 (P = 0.31), I2 =16%
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Analysis 18.9. Comparison 18 Oral - All cause mortality - maximum follow-up, Outcome 9 All-cause


mortality - randomisation year.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 18 Oral - All cause mortality - maximum follow-up


Outcome: 9 All-cause mortality - randomisation year


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Before 1960


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 1960 to 1979


Banerjee 1978 4/28 6/32 2.7 % 0.76 [ 0.24, 2.43 ]


Subtotal (95% CI) 28 32 2.7 % 0.76 [ 0.24, 2.43 ]


Total events: 4 (Experimental), 6 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.46 (P = 0.65)


3 1980 to 1999


Abalan 1992 0/15 0/14 Not estimable


Bunout 1989 2/17 5/19 1.6 % 0.45 [ 0.10, 2.01 ]


Delmi 1990 6/25 10/27 4.5 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 21.2 % 0.95 [ 0.80, 1.12 ]


Doglietto 1996 16/338 12/340 5.7 % 1.34 [ 0.64, 2.79 ]


Espaulella 2000 17/80 10/81 5.9 % 1.72 [ 0.84, 3.53 ]


F rli 2001 0/18 1/19 0.4 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 7/20 1.8 % 0.29 [ 0.07, 1.21 ]


Gazzotti 2003 2/39 2/41 1.0 % 1.05 [ 0.16, 7.10 ]


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/47 0/53 0.4 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 12.2 % 0.64 [ 0.42, 0.96 ]


MacFie 2000 2/27 1/25 0.7 % 1.85 [ 0.18, 19.19 ]


Potter 2001 21/183 33/193 9.5 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Reissman 1995 0/80 0/81 Not estimable


Saudny-Unterberger 1997 1/17 1/16 0.5 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 5.5 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 3461 3513 71.0 % 0.86 [ 0.71, 1.05 ]


Total events: 353 (Experimental), 404 (Control)


Heterogeneity: Tau2 = 0.01; Chi2 = 14.66, df = 13 (P = 0.33); I2 =11%


Test for overall effect: Z = 1.51 (P = 0.13)


4 After 1999


Arias 2008 46/260 31/265 11.8 % 1.51 [ 0.99, 2.31 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


De Sousa 2012 0/20 2/17 0.4 % 0.17 [ 0.01, 3.34 ]


Gariballa 2006 32/223 19/222 8.9 % 1.68 [ 0.98, 2.87 ]


Hendry 2010 0/30 2/38 0.4 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.4 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Lidder 2013a 1/32 1/30 0.5 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 0.4 % 0.23 [ 0.01, 4.56 ]


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 2.3 % 0.43 [ 0.12, 1.50 ]


Miller 2006a 2/24 1/25 0.7 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.4 % 3.25 [ 0.14, 76.01 ]


Subtotal (95% CI) 732 735 26.3 % 1.19 [ 0.77, 1.83 ]


Total events: 85 (Experimental), 66 (Control)


Heterogeneity: Tau2 = 0.07; Chi2 = 10.77, df = 9 (P = 0.29); I2 =16%


Test for overall effect: Z = 0.78 (P = 0.43)


Total (95% CI) 4221 4280 100.0 % 0.94 [ 0.77, 1.15 ]


Total events: 442 (Experimental), 476 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 31.20, df = 24 (P = 0.15); I2 =23%


Test for overall effect: Z = 0.60 (P = 0.55)


Test for subgroup differences: Chi2 = 1.84, df = 2 (P = 0.40), I2 =0.0%
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Analysis 18.10. Comparison 18 Oral - All cause mortality - maximum follow-up, Outcome 10 All-cause


mortality - trials where the intervention lasts fewer than three days compared with trials where the


intervention lasts three days or more.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 18 Oral - All cause mortality - maximum follow-up


Outcome: 10 All-cause mortality - trials where the intervention lasts fewer than three days compared with trials where the intervention lasts three days or more


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Three days or more


Abalan 1992 0/15 0/14 Not estimable


Arias 2008 46/260 31/265 11.8 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 2.7 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 1.6 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.4 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 4.5 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 21.2 % 0.95 [ 0.80, 1.12 ]


Doglietto 1996 16/338 12/340 5.7 % 1.34 [ 0.64, 2.79 ]


Espaulella 2000 17/80 10/81 5.9 % 1.72 [ 0.84, 3.53 ]


F rli 2001 0/18 1/19 0.4 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 7/20 1.8 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 8.9 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 1.0 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/30 2/38 0.4 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.4 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/47 0/53 0.4 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 12.2 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 1/32 1/30 0.5 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 0.4 % 0.23 [ 0.01, 4.56 ]


Luo 2012 3/30 7/30 2.3 % 0.43 [ 0.12, 1.50 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


MacFie 2000 2/27 1/25 0.7 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.7 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.4 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 9.5 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Saudny-Unterberger 1997 1/17 1/16 0.5 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 5.5 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 4202 4260 100.0 % 0.94 [ 0.77, 1.15 ]


Total events: 442 (Experimental), 476 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 31.20, df = 24 (P = 0.15); I2 =23%


Test for overall effect: Z = 0.60 (P = 0.55)


2 Less than three days


Ljunggren 2012 0/19 0/20 Not estimable


Subtotal (95% CI) 19 20 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 Unknown


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 4221 4280 100.0 % 0.94 [ 0.77, 1.15 ]


Total events: 442 (Experimental), 476 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 31.20, df = 24 (P = 0.15); I2 =23%


Test for overall effect: Z = 0.60 (P = 0.55)


Test for subgroup differences: Not applicable
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Analysis 18.11. Comparison 18 Oral - All cause mortality - maximum follow-up, Outcome 11 All-cause


mortality - ’best-worst case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 18 Oral - All cause mortality - maximum follow-up


Outcome: 11 All-cause mortality - ’best-worst case’ scenario


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Arias 2008 46/333 100/334 10.7 % 0.46 [ 0.34, 0.63 ]


Banerjee 1978 4/28 6/32 3.7 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/30 14/30 0.9 % 0.03 [ 0.00, 0.55 ]


Bunout 1989 2/17 5/19 2.5 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.8 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/27 15/32 5.9 % 0.47 [ 0.21, 1.05 ]


Dennis 2005 241/2016 260/2007 12.0 % 0.92 [ 0.78, 1.09 ]


Doglietto 1996 16/338 12/340 6.4 % 1.34 [ 0.64, 2.79 ]


Espaulella 2000 17/85 15/86 7.4 % 1.15 [ 0.61, 2.14 ]


F rli 2001 0/20 4/22 0.8 % 0.12 [ 0.01, 2.13 ]


Gariballa 1998 2/21 8/21 2.7 % 0.25 [ 0.06, 1.04 ]


Gariballa 2006 32/223 19/222 8.3 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 1.7 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/38 2/38 0.7 % 0.20 [ 0.01, 4.03 ]


Henriksen 2003a 0/16 1/8 0.7 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/47 0/53 0.7 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/250 68/251 9.8 % 0.43 [ 0.29, 0.64 ]


Lidder 2013a 1/32 1/30 0.9 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 0.7 % 0.23 [ 0.01, 4.56 ]


Ljunggren 2012 0/20 0/20 Not estimable


Luo 2012 3/30 7/30 3.3 % 0.43 [ 0.12, 1.50 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


MacFie 2000 2/27 1/25 1.2 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/25 2/26 1.7 % 1.04 [ 0.16, 6.83 ]


Miller 2006b 1/24 0/25 0.7 % 3.12 [ 0.13, 73.04 ]


Potter 2001 21/186 35/195 8.7 % 0.63 [ 0.38, 1.04 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Saudny-Unterberger 1997 1/17 1/16 0.9 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 6.3 % 0.85 [ 0.40, 1.81 ]


Total (95% CI) 4393 4400 100.0 % 0.70 [ 0.54, 0.91 ]


Total events: 442 (Experimental), 596 (Control)


Heterogeneity: Tau2 = 0.15; Chi2 = 53.94, df = 25 (P = 0.00068); I2 =54%


Test for overall effect: Z = 2.65 (P = 0.0080)


Test for subgroup differences: Not applicable
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Analysis 18.12. Comparison 18 Oral - All cause mortality - maximum follow-up, Outcome 12 All-cause


mortality - ’worst-best case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 18 Oral - All cause mortality - maximum follow-up


Outcome: 12 All-cause mortality - ’worst-best case’ scenario


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Arias 2008 119/333 31/334 8.4 % 3.85 [ 2.67, 5.55 ]


Banerjee 1978 4/28 6/32 4.1 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 18/30 0/30 1.1 % 37.00 [ 2.33, 587.26 ]


Bunout 1989 2/17 5/19 2.9 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 1.0 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 8/27 10/32 6.0 % 0.95 [ 0.44, 2.06 ]


Dennis 2005 245/2016 253/2007 9.3 % 0.96 [ 0.82, 1.14 ]


Doglietto 1996 16/338 12/340 6.2 % 1.34 [ 0.64, 2.79 ]


Espaulella 2000 22/85 10/86 6.5 % 2.23 [ 1.12, 4.41 ]


F rli 2001 2/20 1/22 1.5 % 2.20 [ 0.22, 22.45 ]


Gariballa 1998 3/21 7/21 3.9 % 0.43 [ 0.13, 1.44 ]


Gariballa 2006 32/223 19/222 7.4 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 2.1 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 8/38 2/38 3.0 % 4.00 [ 0.91, 17.62 ]


Henriksen 2003a 0/16 1/8 0.9 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/47 0/53 1.0 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 82/250 55/251 8.8 % 1.50 [ 1.12, 2.01 ]


Lidder 2013a 1/32 1/30 1.1 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 1.0 % 0.23 [ 0.01, 4.56 ]


Ljunggren 2012 1/20 0/20 0.9 % 3.00 [ 0.13, 69.52 ]


Luo 2012 3/30 7/30 3.7 % 0.43 [ 0.12, 1.50 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


MacFie 2000 2/27 1/25 1.5 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 3/25 1/26 1.7 % 3.12 [ 0.35, 28.03 ]


Miller 2006b 2/24 0/25 1.0 % 5.20 [ 0.26, 103.03 ]


Potter 2001 24/186 33/195 7.7 % 0.76 [ 0.47, 1.24 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Saudny-Unterberger 1997 1/17 1/16 1.2 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 6.1 % 0.85 [ 0.40, 1.81 ]


Total (95% CI) 4393 4400 100.0 % 1.27 [ 0.93, 1.73 ]


Total events: 614 (Experimental), 476 (Control)


Heterogeneity: Tau2 = 0.26; Chi2 = 81.76, df = 26 (P<0.00001); I2 =68%


Test for overall effect: Z = 1.50 (P = 0.13)


Test for subgroup differences: Not applicable
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Analysis 18.13. Comparison 18 Oral - All cause mortality - maximum follow-up, Outcome 13 All-cause


mortality co-interventions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 18 Oral - All cause mortality - maximum follow-up


Outcome: 13 All-cause mortality co-interventions


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


1 received nutrition support as co-intervention


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Bokhorst-de 2000 1/15 0/17 0.0 % 3.38 [ 0.15, 77.12 ]


Casaer 2011 255/2312 257/2328 17.6 % 1.00 [ 0.85, 1.18 ]


Heidegger 2013 20/153 28/152 1.9 % 0.71 [ 0.42, 1.20 ]


Luo 2012 3/30 7/30 0.5 % 0.43 [ 0.12, 1.50 ]


Simon 1988 4/15 3/17 0.2 % 1.51 [ 0.40, 5.69 ]


Zhu 2012a 3/33 6/16 0.6 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 0.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 2599 2586 21.6 % 0.93 [ 0.80, 1.08 ]


Total events: 295 (Experimental), 310 (Control)


Heterogeneity: Chi2 = 10.39, df = 7 (P = 0.17); I2 =33%


Test for overall effect: Z = 0.90 (P = 0.37)


2 did not receive nutrition support as co-intervention


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.2 % 1.60 [ 0.40, 6.32 ]


Anbar 2014 0/22 2/28 0.2 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/260 31/265 2.1 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.4 % 0.76 [ 0.24, 2.43 ]


Barlow 2011 3/64 0/57 0.0 % 6.25 [ 0.33, 118.38 ]


Bastow 1983a 5/39 4/35 0.3 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.4 % 0.37 [ 0.08, 1.71 ]


Bauer 2000 24/60 24/60 1.7 % 1.00 [ 0.65, 1.55 ]


Beier-Holgersen 1999 2/30 4/30 0.3 % 0.50 [ 0.10, 2.53 ]


Bellantone 1988 1/54 1/46 0.1 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 6/68 5/73 0.3 % 1.29 [ 0.41, 4.03 ]


Brennan 1994 4/60 1/57 0.1 % 3.80 [ 0.44, 32.99 ]


Bunout 1989 2/17 5/19 0.3 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Chourdakis 2012 3/34 2/25 0.2 % 1.10 [ 0.20, 6.12 ]


Chuntrasakul 1996 1/21 3/17 0.2 % 0.27 [ 0.03, 2.37 ]


De Sousa 2012 0/20 2/17 0.2 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 0.7 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 17.5 % 0.95 [ 0.80, 1.12 ]


Dennis 2006 182/429 207/429 14.2 % 0.88 [ 0.76, 1.02 ]


Doglietto 1990 0/13 0/16 Not estimable


Doglietto 1996 16/338 12/340 0.8 % 1.34 [ 0.64, 2.79 ]


Dong 1996 0/256 3/264 0.2 % 0.15 [ 0.01, 2.84 ]


Duncan 2006 24/150 38/159 2.5 % 0.67 [ 0.42, 1.06 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 17/80 10/81 0.7 % 1.72 [ 0.84, 3.53 ]


Fan 1989 5/64 9/60 0.6 % 0.52 [ 0.19, 1.47 ]


Fan 1994 6/20 6/20 0.4 % 1.00 [ 0.39, 2.58 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.3 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 7/20 0.5 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 1.3 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.1 % 1.05 [ 0.16, 7.10 ]


Ha 2010 12/70 10/76 0.7 % 1.30 [ 0.60, 2.82 ]


Hartgrink 1998 7/55 0/53 0.0 % 14.46 [ 0.85, 247.12 ]


Hendry 2010 0/30 2/38 0.2 % 0.25 [ 0.01, 5.05 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 0.5 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 2.4 % 0.91 [ 0.58, 1.44 ]


Hoffmann 1988 0/16 2/43 0.1 % 0.52 [ 0.03, 10.24 ]


Holter 1977 2/30 2/26 0.1 % 0.87 [ 0.13, 5.73 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jauch 1995a 2/17 2/5 0.2 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.1 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Johansen 2004 9/108 6/104 0.4 % 1.44 [ 0.53, 3.92 ]


Kaur 2005 3/50 4/50 0.3 % 0.75 [ 0.18, 3.18 ]


Kearns 1992 5/16 4/15 0.3 % 1.17 [ 0.39, 3.56 ]


Keele 1997 2/47 0/53 0.0 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 3.4 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 3/12 2/10 0.2 % 1.25 [ 0.26, 6.07 ]


Lidder 2013a 1/32 1/30 0.1 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 0.2 % 0.23 [ 0.01, 4.56 ]


Liu 1996b 1/16 0/18 0.0 % 3.35 [ 0.15, 76.93 ]


Ljunggren 2012 0/19 0/20 Not estimable


Lough 1990 4/14 7/15 0.5 % 0.61 [ 0.23, 1.65 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 12/98 16/97 1.1 % 0.74 [ 0.37, 1.49 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 30/68 35/68 2.4 % 0.86 [ 0.60, 1.22 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Müller 1982a 3/66 11/59 0.8 % 0.24 [ 0.07, 0.83 ]


Naveau 1986 10/20 9/20 0.6 % 1.11 [ 0.58, 2.14 ]


Neelemaat 2012 14/105 11/105 0.8 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 0/10 Not estimable


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 0/20 Not estimable


Peck 2004 4/14 5/13 0.4 % 0.74 [ 0.25, 2.18 ]


Potter 2001 21/183 33/193 2.2 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 1/11 5/18 0.3 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.5 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 2/10 0.2 % 0.24 [ 0.01, 4.47 ]


Reissman 1995 0/80 0/81 Not estimable


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.1 % 2.63 [ 0.31, 22.46 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Singh 1998 4/21 4/22 0.3 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 1/17 3/17 0.2 % 0.33 [ 0.04, 2.89 ]


Song 1993 0/12 2/13 0.2 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 0/11 1/15 0.1 % 0.44 [ 0.02, 9.98 ]


Starke 2011 9/66 6/66 0.4 % 1.50 [ 0.57, 3.98 ]


Sullivan 1998 0/8 5/10 0.3 % 0.11 [ 0.01, 1.75 ]


Sullivan 2004 4/27 6/30 0.4 % 0.74 [ 0.23, 2.35 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 27/30 31/35 2.0 % 1.02 [ 0.86, 1.20 ]


Vicic 2013 5/52 10/49 0.7 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 1.0 % 0.85 [ 0.40, 1.81 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Williams 1985 9/21 7/22 0.5 % 1.35 [ 0.61, 2.96 ]


Williford 1991 31/231 24/228 1.7 % 1.27 [ 0.77, 2.10 ]


Woolfson 1989 8/62 8/60 0.6 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 3/215 2/108 0.2 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 0/18 1/16 0.1 % 0.30 [ 0.01, 6.84 ]


Zhang 2013 1/50 3/50 0.2 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 1/15 0.2 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable


Zheng 2015 5/75 13/71 0.9 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 1/60 7/60 0.5 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 8630 8387 77.3 % 0.91 [ 0.84, 0.98 ]


Total events: 1011 (Experimental), 1120 (Control)


Heterogeneity: Chi2 = 93.07, df = 96 (P = 0.57); I2 =0.0%


Test for overall effect: Z = 2.54 (P = 0.011)


3 delayed versus early nutrition support


Choudhry 1996 3/21 4/20 0.3 % 0.71 [ 0.18, 2.80 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Stein 2002 12/40 10/40 0.7 % 1.20 [ 0.59, 2.45 ]


Subtotal (95% CI) 118 115 1.1 % 0.99 [ 0.53, 1.83 ]


Total events: 15 (Experimental), 15 (Control)


Heterogeneity: Chi2 = 0.98, df = 2 (P = 0.61); I2 =0.0%


Test for overall effect: Z = 0.04 (P = 0.97)


Total (95% CI) 11347 11088 100.0 % 0.91 [ 0.86, 0.98 ]


Total events: 1321 (Experimental), 1445 (Control)


Heterogeneity: Chi2 = 104.40, df = 107 (P = 0.55); I2 =0.0%


Test for overall effect: Z = 2.64 (P = 0.0082)


Test for subgroup differences: Chi2 = 0.17, df = 2 (P = 0.92), I2 =0.0%
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Analysis 19.1. Comparison 19 Oral - Serious adverse event end of intervention, Outcome 1 Serious adverse


events - overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 19 Oral - Serious adverse event end of intervention


Outcome: 1 Serious adverse events - overall


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Anbar 2014 0/22 2/28 0.2 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 11.9 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 1.6 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 0.9 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.2 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 1.1 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 31.1 % 0.97 [ 0.75, 1.26 ]


Doglietto 1996 56/338 61/340 19.5 % 0.92 [ 0.66, 1.28 ]


Espaulella 2000 4/85 3/86 1.0 % 1.35 [ 0.31, 5.85 ]


F rli 2001 0/18 1/19 0.2 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 3/20 0.8 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 2.5 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.6 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/30 2/38 0.2 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.2 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/43 1/43 0.4 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 12.7 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 0/32 0/30 Not estimable


Lidder 2013b 0/27 0/31 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 1.3 % 0.43 [ 0.12, 1.50 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


MacFie 2000 2/27 1/25 0.4 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.4 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.2 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 8.2 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 1/81 0.2 % 0.34 [ 0.01, 8.16 ]


Saudny-Unterberger 1997 1/17 1/16 0.3 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 3.7 % 0.85 [ 0.40, 1.81 ]


Total (95% CI) 4252 4317 100.0 % 0.92 [ 0.79, 1.06 ]


Total events: 310 (Experimental), 351 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 21.60, df = 24 (P = 0.60); I2 =0.0%


Test for overall effect: Z = 1.16 (P = 0.25)


Test for subgroup differences: Not applicable
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Analysis 19.2. Comparison 19 Oral - Serious adverse event end of intervention, Outcome 2 Serious adverse


events - bias.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 19 Oral - Serious adverse event end of intervention


Outcome: 2 Serious adverse events - bias


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 High risk of bias


Abalan 1992 0/15 0/14 Not estimable


Anbar 2014 0/22 2/28 0.2 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 11.9 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 1.6 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 0.9 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.2 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 1.1 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 31.1 % 0.97 [ 0.75, 1.26 ]


Doglietto 1996 56/338 61/340 19.5 % 0.92 [ 0.66, 1.28 ]


Espaulella 2000 4/85 3/86 1.0 % 1.35 [ 0.31, 5.85 ]


F rli 2001 0/18 1/19 0.2 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 3/20 0.8 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 2.5 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.6 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/30 2/38 0.2 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.2 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/43 1/43 0.4 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 12.7 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 0/32 0/30 Not estimable


Lidder 2013b 0/27 0/31 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Luo 2012 3/30 7/30 1.3 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.4 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.4 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.2 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 8.2 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 1/81 0.2 % 0.34 [ 0.01, 8.16 ]


Saudny-Unterberger 1997 1/17 1/16 0.3 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 3.7 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 4252 4317 100.0 % 0.92 [ 0.79, 1.06 ]


Total events: 310 (Experimental), 351 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 21.60, df = 24 (P = 0.60); I2 =0.0%


Test for overall effect: Z = 1.16 (P = 0.25)


2 Low risk of bias


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 4252 4317 100.0 % 0.92 [ 0.79, 1.06 ]


Total events: 310 (Experimental), 351 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 21.60, df = 24 (P = 0.60); I2 =0.0%


Test for overall effect: Z = 1.16 (P = 0.25)


Test for subgroup differences: Not applicable
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Analysis 19.3. Comparison 19 Oral - Serious adverse event end of intervention, Outcome 3 Serious adverse


events - by medical specialty.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 19 Oral - Serious adverse event end of intervention


Outcome: 3 Serious adverse events - by medical specialty


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Cardiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Medical gastroenterology and hepatology


Bunout 1989 2/17 5/19 0.9 % 0.45 [ 0.10, 2.01 ]


Subtotal (95% CI) 17 19 0.9 % 0.45 [ 0.10, 2.01 ]


Total events: 2 (Experimental), 5 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.05 (P = 0.29)


3 Geriatrics


Anbar 2014 0/22 2/28 0.2 % 0.25 [ 0.01, 5.00 ]


Banerjee 1978 4/28 6/32 1.6 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


De Sousa 2012 0/20 2/17 0.2 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 1.1 % 1.58 [ 0.39, 6.45 ]


Gariballa 2006 12/223 7/222 2.5 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.6 % 1.05 [ 0.16, 7.10 ]


Larsson 1990a 29/197 55/238 12.7 % 0.64 [ 0.42, 0.96 ]


Ljunggren 2012 0/19 0/20 Not estimable


Potter 2001 21/183 33/193 8.2 % 0.67 [ 0.40, 1.12 ]


Subtotal (95% CI) 770 839 27.2 % 0.74 [ 0.56, 0.97 ]


Total events: 72 (Experimental), 110 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 6.55, df = 7 (P = 0.48); I2 =0.0%


Test for overall effect: Z = 2.15 (P = 0.032)


4 Pulmonary disease


Luo 2012 3/30 7/30 1.3 % 0.43 [ 0.12, 1.50 ]


Saudny-Unterberger 1997 1/17 1/16 0.3 % 0.94 [ 0.06, 13.82 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Subtotal (95% CI) 47 46 1.6 % 0.49 [ 0.16, 1.54 ]


Total events: 4 (Experimental), 8 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.27, df = 1 (P = 0.60); I2 =0.0%


Test for overall effect: Z = 1.22 (P = 0.22)


5 Endocrinology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


6 Infectious diseases


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


7 Rheumatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


8 Haematology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


9 Nephrology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


10 Gastroenterologic surgery


Doglietto 1996 56/338 61/340 19.5 % 0.92 [ 0.66, 1.28 ]


Hendry 2010 0/30 2/38 0.2 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.2 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Keele 1997 2/43 1/43 0.4 % 2.00 [ 0.19, 21.24 ]


Lidder 2013a 0/32 0/30 Not estimable


Lidder 2013b 0/27 0/31 Not estimable


MacFie 2000 2/27 1/25 0.4 % 1.85 [ 0.18, 19.19 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 1/81 0.2 % 0.34 [ 0.01, 8.16 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Subtotal (95% CI) 629 624 20.9 % 0.91 [ 0.66, 1.25 ]


Total events: 60 (Experimental), 67 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.95, df = 5 (P = 0.71); I2 =0.0%


Test for overall effect: Z = 0.58 (P = 0.56)


11 Trauma surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


12 Ortopaedics


Espaulella 2000 4/85 3/86 1.0 % 1.35 [ 0.31, 5.85 ]


Houwing 2003 0/51 0/52 Not estimable


Miller 2006a 2/24 1/25 0.4 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.2 % 3.25 [ 0.14, 76.01 ]


Subtotal (95% CI) 183 188 1.6 % 1.69 [ 0.53, 5.36 ]


Total events: 7 (Experimental), 4 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.29, df = 2 (P = 0.87); I2 =0.0%


Test for overall effect: Z = 0.89 (P = 0.37)


13 Plastic, reconstructive, and aesthetic surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


14 Vascular surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


15 Transplant surgery


F rli 2001 0/18 1/19 0.2 % 0.35 [ 0.02, 8.09 ]


Subtotal (95% CI) 18 19 0.2 % 0.35 [ 0.02, 8.09 ]


Total events: 0 (Experimental), 1 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.65 (P = 0.51)


16 Urology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


17 Thoracic surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


18 Neurological surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


19 Oro-maxillo-facial surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


20 Anaesthesiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


21 Emergency medicine


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


22 Psychiatry


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


23 Neurology


Abalan 1992 0/15 0/14 Not estimable


Dennis 2005 105/2016 108/2007 31.1 % 0.97 [ 0.75, 1.26 ]


Gariballa 1998 2/20 3/20 0.8 % 0.67 [ 0.12, 3.57 ]


Subtotal (95% CI) 2051 2041 31.8 % 0.96 [ 0.74, 1.24 ]


Total events: 107 (Experimental), 111 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.19, df = 1 (P = 0.67); I2 =0.0%


Test for overall effect: Z = 0.31 (P = 0.75)


24 Oncology


Subtotal (95% CI) 0 0 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


25 Dermatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


26 Gynaecology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


27 Mixed


Arias 2008 46/262 31/267 11.9 % 1.51 [ 0.99, 2.31 ]


Vlaming 2001 12/275 14/274 3.7 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 537 541 15.6 % 1.24 [ 0.73, 2.12 ]


Total events: 58 (Experimental), 45 (Control)


Heterogeneity: Tau2 = 0.07; Chi2 = 1.69, df = 1 (P = 0.19); I2 =41%


Test for overall effect: Z = 0.79 (P = 0.43)


Total (95% CI) 4252 4317 100.0 % 0.92 [ 0.79, 1.06 ]


Total events: 310 (Experimental), 351 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 21.60, df = 24 (P = 0.60); I2 =0.0%


Test for overall effect: Z = 1.16 (P = 0.25)


Test for subgroup differences: Chi2 = 6.96, df = 7 (P = 0.43), I2 =0.0%
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Analysis 19.4. Comparison 19 Oral - Serious adverse event end of intervention, Outcome 4 Serious adverse


events - based on adequacy of the amount of calories.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 19 Oral - Serious adverse event end of intervention


Outcome: 4 Serious adverse events - based on adequacy of the amount of calories


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Clearly adequate in intervention and clearly inadequate in control


Gariballa 1998 2/20 3/20 0.8 % 0.67 [ 0.12, 3.57 ]


Gazzotti 2003 2/39 2/41 0.6 % 1.05 [ 0.16, 7.10 ]


Keele 1997 2/43 1/43 0.4 % 2.00 [ 0.19, 21.24 ]


Rana 1992 0/20 0/20 Not estimable


Subtotal (95% CI) 122 124 1.7 % 0.99 [ 0.33, 3.02 ]


Total events: 6 (Experimental), 6 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.56, df = 2 (P = 0.76); I2 =0.0%


Test for overall effect: Z = 0.01 (P = 0.99)


2 Inadequate in the experimental or adequate in the control


Abalan 1992 0/15 0/14 Not estimable


Anbar 2014 0/22 2/28 0.2 % 0.25 [ 0.01, 5.00 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Delmi 1990 4/27 3/32 1.1 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 31.1 % 0.97 [ 0.75, 1.26 ]


Doglietto 1996 56/338 61/340 19.5 % 0.92 [ 0.66, 1.28 ]


Espaulella 2000 4/85 3/86 1.0 % 1.35 [ 0.31, 5.85 ]


F rli 2001 0/18 1/19 0.2 % 0.35 [ 0.02, 8.09 ]


Henriksen 2003a 0/16 1/8 0.2 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


MacFie 2000 2/27 1/25 0.4 % 1.85 [ 0.18, 19.19 ]


Potter 2001 21/183 33/193 8.2 % 0.67 [ 0.40, 1.12 ]


Subtotal (95% CI) 2794 2796 61.9 % 0.91 [ 0.76, 1.10 ]


Total events: 192 (Experimental), 213 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 4.96, df = 8 (P = 0.76); I2 =0.0%


Test for overall effect: Z = 0.98 (P = 0.33)
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


3 Experimental group is overfed


Bunout 1989 2/17 5/19 0.9 % 0.45 [ 0.10, 2.01 ]


Saudny-Unterberger 1997 1/17 1/16 0.3 % 0.94 [ 0.06, 13.82 ]


Subtotal (95% CI) 34 35 1.2 % 0.53 [ 0.14, 1.98 ]


Total events: 3 (Experimental), 6 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.22, df = 1 (P = 0.64); I2 =0.0%


Test for overall effect: Z = 0.94 (P = 0.35)


4 Unclear intake in control or experimental


Arias 2008 46/262 31/267 11.9 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 1.6 % 0.76 [ 0.24, 2.43 ]


De Sousa 2012 0/20 2/17 0.2 % 0.17 [ 0.01, 3.34 ]


Gariballa 2006 12/223 7/222 2.5 % 1.71 [ 0.68, 4.25 ]


Hendry 2010 0/30 2/38 0.2 % 0.25 [ 0.01, 5.05 ]


Houwing 2003 0/51 0/52 Not estimable


Larsson 1990a 29/197 55/238 12.7 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 0/32 0/30 Not estimable


Lidder 2013b 0/27 0/31 Not estimable


Luo 2012 3/30 7/30 1.3 % 0.43 [ 0.12, 1.50 ]


Miller 2006a 2/24 1/25 0.4 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.2 % 3.25 [ 0.14, 76.01 ]


Reissman 1995 0/80 1/81 0.2 % 0.34 [ 0.01, 8.16 ]


Vlaming 2001 12/275 14/274 3.7 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 1302 1362 35.2 % 0.92 [ 0.63, 1.34 ]


Total events: 109 (Experimental), 126 (Control)


Heterogeneity: Tau2 = 0.11; Chi2 = 15.13, df = 10 (P = 0.13); I2 =34%


Test for overall effect: Z = 0.44 (P = 0.66)


Total (95% CI) 4252 4317 100.0 % 0.92 [ 0.79, 1.06 ]


Total events: 310 (Experimental), 351 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 21.60, df = 24 (P = 0.60); I2 =0.0%


Test for overall effect: Z = 1.16 (P = 0.25)


Test for subgroup differences: Chi2 = 0.66, df = 3 (P = 0.88), I2 =0.0%
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Analysis 19.5. Comparison 19 Oral - Serious adverse event end of intervention, Outcome 5 Serious adverse


events - different screening tools.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 19 Oral - Serious adverse event end of intervention


Outcome: 5 Serious adverse events - different screening tools


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 NRS 2002


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 MUST


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 MNA


De Sousa 2012 0/20 2/17 0.2 % 0.17 [ 0.01, 3.34 ]


Gazzotti 2003 2/39 2/41 0.6 % 1.05 [ 0.16, 7.10 ]


Subtotal (95% CI) 59 58 0.8 % 0.61 [ 0.12, 3.18 ]


Total events: 2 (Experimental), 4 (Control)


Heterogeneity: Tau2 = 0.06; Chi2 = 1.04, df = 1 (P = 0.31); I2 =4%


Test for overall effect: Z = 0.59 (P = 0.56)


4 SGA


Arias 2008 46/262 31/267 11.9 % 1.51 [ 0.99, 2.31 ]


Subtotal (95% CI) 262 267 11.9 % 1.51 [ 0.99, 2.31 ]


Total events: 46 (Experimental), 31 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.92 (P = 0.055)


5 Other means


Abalan 1992 0/15 0/14 Not estimable


Anbar 2014 0/22 2/28 0.2 % 0.25 [ 0.01, 5.00 ]


Banerjee 1978 4/28 6/32 1.6 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 0.9 % 0.45 [ 0.10, 2.01 ]


Delmi 1990 4/27 3/32 1.1 % 1.58 [ 0.39, 6.45 ]
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(. . . Continued)


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Dennis 2005 105/2016 108/2007 31.1 % 0.97 [ 0.75, 1.26 ]


Doglietto 1996 56/338 61/340 19.5 % 0.92 [ 0.66, 1.28 ]


Espaulella 2000 4/85 3/86 1.0 % 1.35 [ 0.31, 5.85 ]


F rli 2001 0/18 1/19 0.2 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 3/20 0.8 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 2.5 % 1.71 [ 0.68, 4.25 ]


Hendry 2010 0/30 2/38 0.2 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.2 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/43 1/43 0.4 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 12.7 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 0/32 0/30 Not estimable


Lidder 2013b 0/27 0/31 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 1.3 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.4 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.4 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.2 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 8.2 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 1/81 0.2 % 0.34 [ 0.01, 8.16 ]


Saudny-Unterberger 1997 1/17 1/16 0.3 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 3.7 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 3931 3992 87.3 % 0.86 [ 0.74, 1.01 ]


Total events: 262 (Experimental), 316 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 14.33, df = 21 (P = 0.86); I2 =0.0%


Test for overall effect: Z = 1.89 (P = 0.059)


Total (95% CI) 4252 4317 100.0 % 0.92 [ 0.79, 1.06 ]


Total events: 310 (Experimental), 351 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 21.60, df = 24 (P = 0.60); I2 =0.0%


Test for overall effect: Z = 1.16 (P = 0.25)


Test for subgroup differences: Chi2 = 6.27, df = 2 (P = 0.04), I2 =68%
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Analysis 19.6. Comparison 19 Oral - Serious adverse event end of intervention, Outcome 6 Serious adverse


events - participants characterised as ’at nutritional risk’ due to one of the following conditions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 19 Oral - Serious adverse event end of intervention


Outcome: 6 Serious adverse events - participants characterised as ’at nutritional risk’ due to one of the following conditions


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Major surgery


F rli 2001 0/18 1/19 0.2 % 0.35 [ 0.02, 8.09 ]


Hendry 2010 0/30 2/38 0.2 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.2 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Keele 1997 2/43 1/43 0.4 % 2.00 [ 0.19, 21.24 ]


Lidder 2013a 0/32 0/30 Not estimable


Lidder 2013b 0/27 0/31 Not estimable


MacFie 2000 2/27 1/25 0.4 % 1.85 [ 0.18, 19.19 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 1/81 0.2 % 0.34 [ 0.01, 8.16 ]


Subtotal (95% CI) 309 303 1.7 % 0.67 [ 0.22, 2.08 ]


Total events: 4 (Experimental), 7 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 3.02, df = 5 (P = 0.70); I2 =0.0%


Test for overall effect: Z = 0.69 (P = 0.49)


2 Stroke


Dennis 2005 105/2016 108/2007 31.1 % 0.97 [ 0.75, 1.26 ]


Gariballa 1998 2/20 3/20 0.8 % 0.67 [ 0.12, 3.57 ]


Subtotal (95% CI) 2036 2027 31.8 % 0.96 [ 0.74, 1.24 ]


Total events: 107 (Experimental), 111 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.19, df = 1 (P = 0.67); I2 =0.0%


Test for overall effect: Z = 0.31 (P = 0.75)


3 ICU participants including trauma


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Frail elderly participants with less severe conditions known to increase protein requirements


Anbar 2014 0/22 2/28 0.2 % 0.25 [ 0.01, 5.00 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Delmi 1990 4/27 3/32 1.1 % 1.58 [ 0.39, 6.45 ]


Espaulella 2000 4/85 3/86 1.0 % 1.35 [ 0.31, 5.85 ]


Gazzotti 2003 2/39 2/41 0.6 % 1.05 [ 0.16, 7.10 ]


Houwing 2003 0/51 0/52 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 1.3 % 0.43 [ 0.12, 1.50 ]


Miller 2006a 2/24 1/25 0.4 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.2 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 8.2 % 0.67 [ 0.40, 1.12 ]


Subtotal (95% CI) 515 548 13.0 % 0.77 [ 0.52, 1.15 ]


Total events: 37 (Experimental), 51 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 4.82, df = 7 (P = 0.68); I2 =0.0%


Test for overall effect: Z = 1.26 (P = 0.21)


5 Participants do not fall into one of the categories above


Abalan 1992 0/15 0/14 Not estimable


Arias 2008 46/262 31/267 11.9 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 1.6 % 0.76 [ 0.24, 2.43 ]


Bunout 1989 2/17 5/19 0.9 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.2 % 0.17 [ 0.01, 3.34 ]


Doglietto 1996 56/338 61/340 19.5 % 0.92 [ 0.66, 1.28 ]


Gariballa 2006 12/223 7/222 2.5 % 1.71 [ 0.68, 4.25 ]


Larsson 1990a 29/197 55/238 12.7 % 0.64 [ 0.42, 0.96 ]


Saudny-Unterberger 1997 1/17 1/16 0.3 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 3.7 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 1392 1439 53.5 % 0.94 [ 0.70, 1.26 ]


Total events: 162 (Experimental), 182 (Control)


Heterogeneity: Tau2 = 0.06; Chi2 = 12.39, df = 8 (P = 0.13); I2 =35%


Test for overall effect: Z = 0.44 (P = 0.66)


Total (95% CI) 4252 4317 100.0 % 0.92 [ 0.79, 1.06 ]


Total events: 310 (Experimental), 351 (Control)
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Heterogeneity: Tau2 = 0.0; Chi2 = 21.60, df = 24 (P = 0.60); I2 =0.0%


Test for overall effect: Z = 1.16 (P = 0.25)


Test for subgroup differences: Chi2 = 1.12, df = 3 (P = 0.77), I2 =0.0%
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Analysis 19.7. Comparison 19 Oral - Serious adverse event end of intervention, Outcome 7 Serious adverse


events - participants characterised as ’at nutritional risk’ due to one of the following criteria.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 19 Oral - Serious adverse event end of intervention


Outcome: 7 Serious adverse events - participants characterised as ’at nutritional risk’ due to one of the following criteria


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 BMI less than 20.5 kg/m2


F rli 2001 0/18 1/19 0.2 % 0.35 [ 0.02, 8.09 ]


Subtotal (95% CI) 18 19 0.2 % 0.35 [ 0.02, 8.09 ]


Total events: 0 (Experimental), 1 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.65 (P = 0.51)


2 Weight loss of at least 5% during the last three months


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 Weight loss of at least 10% during the last six months


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Insufficient food intake during the last week (50% of requirements or less)
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Participants characterised as ’at nutritional risk’ by other means


Abalan 1992 0/15 0/14 Not estimable


Anbar 2014 0/22 2/28 0.2 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 11.9 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 1.6 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 0.9 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.2 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 1.1 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 31.1 % 0.97 [ 0.75, 1.26 ]


Doglietto 1996 56/338 61/340 19.5 % 0.92 [ 0.66, 1.28 ]


Espaulella 2000 4/85 3/86 1.0 % 1.35 [ 0.31, 5.85 ]


Gariballa 1998 2/20 3/20 0.8 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 2.5 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.6 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/30 2/38 0.2 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.2 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/43 1/43 0.4 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 12.7 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 0/32 0/30 Not estimable


Lidder 2013b 0/27 0/31 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 1.3 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.4 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.4 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.2 % 3.25 [ 0.14, 76.01 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Potter 2001 21/183 33/193 8.2 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 1/81 0.2 % 0.34 [ 0.01, 8.16 ]


Saudny-Unterberger 1997 1/17 1/16 0.3 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 3.7 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 4234 4298 99.8 % 0.92 [ 0.79, 1.06 ]


Total events: 310 (Experimental), 350 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 21.24, df = 23 (P = 0.57); I2 =0.0%


Test for overall effect: Z = 1.13 (P = 0.26)


Total (95% CI) 4252 4317 100.0 % 0.92 [ 0.79, 1.06 ]


Total events: 310 (Experimental), 351 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 21.60, df = 24 (P = 0.60); I2 =0.0%


Test for overall effect: Z = 1.16 (P = 0.25)


Test for subgroup differences: Chi2 = 0.36, df = 1 (P = 0.55), I2 =0.0%
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Analysis 19.8. Comparison 19 Oral - Serious adverse event end of intervention, Outcome 8 Serious adverse


events - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 19 Oral - Serious adverse event end of intervention


Outcome: 8 Serious adverse events - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Biomarkers


Luo 2012 3/30 7/30 1.3 % 0.43 [ 0.12, 1.50 ]


Subtotal (95% CI) 30 30 1.3 % 0.43 [ 0.12, 1.50 ]


Total events: 3 (Experimental), 7 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.32 (P = 0.19)


2 Anthropometric measures


F rli 2001 0/18 1/19 0.2 % 0.35 [ 0.02, 8.09 ]


MacFie 2000 2/27 1/25 0.4 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.4 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.2 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 8.2 % 0.67 [ 0.40, 1.12 ]


Vlaming 2001 12/275 14/274 3.7 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 550 561 13.2 % 0.78 [ 0.52, 1.16 ]


Total events: 38 (Experimental), 50 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.64, df = 5 (P = 0.76); I2 =0.0%


Test for overall effect: Z = 1.23 (P = 0.22)


3 Mixed


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Characterised by other means


Abalan 1992 0/15 0/14 Not estimable


Anbar 2014 0/22 2/28 0.2 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 11.9 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 1.6 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 0.9 % 0.45 [ 0.10, 2.01 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


De Sousa 2012 0/20 2/17 0.2 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 1.1 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 31.1 % 0.97 [ 0.75, 1.26 ]


Doglietto 1996 56/338 61/340 19.5 % 0.92 [ 0.66, 1.28 ]


Espaulella 2000 4/85 3/86 1.0 % 1.35 [ 0.31, 5.85 ]


Gariballa 1998 2/20 3/20 0.8 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 2.5 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.6 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/30 2/38 0.2 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.2 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/43 1/43 0.4 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 12.7 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 0/32 0/30 Not estimable


Lidder 2013b 0/27 0/31 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 1/81 0.2 % 0.34 [ 0.01, 8.16 ]


Saudny-Unterberger 1997 1/17 1/16 0.3 % 0.94 [ 0.06, 13.82 ]


Subtotal (95% CI) 3672 3726 85.5 % 0.95 [ 0.81, 1.12 ]


Total events: 269 (Experimental), 294 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 16.68, df = 17 (P = 0.48); I2 =0.0%


Test for overall effect: Z = 0.60 (P = 0.55)


Total (95% CI) 4252 4317 100.0 % 0.92 [ 0.79, 1.06 ]


Total events: 310 (Experimental), 351 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 21.60, df = 24 (P = 0.60); I2 =0.0%


Test for overall effect: Z = 1.16 (P = 0.25)


Test for subgroup differences: Chi2 = 2.29, df = 2 (P = 0.32), I2 =13%


0.01 0.1 1 10 100


Favours nutrition support Favours control


925Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Analysis 19.9. Comparison 19 Oral - Serious adverse event end of intervention, Outcome 9 Serious adverse


events - randomisation year.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 19 Oral - Serious adverse event end of intervention


Outcome: 9 Serious adverse events - randomisation year


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Before 1960


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 1960 to 1979


Banerjee 1978 4/28 6/32 1.6 % 0.76 [ 0.24, 2.43 ]


Subtotal (95% CI) 28 32 1.6 % 0.76 [ 0.24, 2.43 ]


Total events: 4 (Experimental), 6 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.46 (P = 0.65)


3 1980 to 1999


Abalan 1992 0/15 0/14 Not estimable


Bunout 1989 2/17 5/19 0.9 % 0.45 [ 0.10, 2.01 ]


Delmi 1990 4/27 3/32 1.1 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 31.1 % 0.97 [ 0.75, 1.26 ]


Doglietto 1996 56/338 61/340 19.5 % 0.92 [ 0.66, 1.28 ]


Espaulella 2000 4/85 3/86 1.0 % 1.35 [ 0.31, 5.85 ]


F rli 2001 0/18 1/19 0.2 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 3/20 0.8 % 0.67 [ 0.12, 3.57 ]


Gazzotti 2003 2/39 2/41 0.6 % 1.05 [ 0.16, 7.10 ]


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/43 1/43 0.4 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 12.7 % 0.64 [ 0.42, 0.96 ]


MacFie 2000 2/27 1/25 0.4 % 1.85 [ 0.18, 19.19 ]


Potter 2001 21/183 33/193 8.2 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Reissman 1995 0/80 1/81 0.2 % 0.34 [ 0.01, 8.16 ]


Saudny-Unterberger 1997 1/17 1/16 0.3 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 3.7 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 3468 3520 81.1 % 0.86 [ 0.73, 1.01 ]


Total events: 242 (Experimental), 292 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 7.45, df = 14 (P = 0.92); I2 =0.0%


Test for overall effect: Z = 1.85 (P = 0.064)


4 After 1999


Anbar 2014 0/22 2/28 0.2 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 11.9 % 1.51 [ 0.99, 2.31 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


De Sousa 2012 0/20 2/17 0.2 % 0.17 [ 0.01, 3.34 ]


Gariballa 2006 12/223 7/222 2.5 % 1.71 [ 0.68, 4.25 ]


Hendry 2010 0/30 2/38 0.2 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.2 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Lidder 2013a 0/32 0/30 Not estimable


Lidder 2013b 0/27 0/31 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 1.3 % 0.43 [ 0.12, 1.50 ]


Miller 2006a 2/24 1/25 0.4 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.2 % 3.25 [ 0.14, 76.01 ]


Subtotal (95% CI) 756 765 17.3 % 1.05 [ 0.61, 1.82 ]


Total events: 64 (Experimental), 53 (Control)


Heterogeneity: Tau2 = 0.13; Chi2 = 10.09, df = 8 (P = 0.26); I2 =21%


Test for overall effect: Z = 0.19 (P = 0.85)


Total (95% CI) 4252 4317 100.0 % 0.92 [ 0.79, 1.06 ]


Total events: 310 (Experimental), 351 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 21.60, df = 24 (P = 0.60); I2 =0.0%


Test for overall effect: Z = 1.16 (P = 0.25)


Test for subgroup differences: Chi2 = 0.55, df = 2 (P = 0.76), I2 =0.0%
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Analysis 19.10. Comparison 19 Oral - Serious adverse event end of intervention, Outcome 10 Serious


adverse events - trials where the intervention lasts fewer than three days compared with trials where the


intervention lasts three days or more.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 19 Oral - Serious adverse event end of intervention


Outcome: 10 Serious adverse events - trials where the intervention lasts fewer than three days compared with trials where the intervention lasts three days or more


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Three days or more


Abalan 1992 0/15 0/14 Not estimable


Arias 2008 46/262 31/267 11.9 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 1.6 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 0.9 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.2 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 1.1 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 31.1 % 0.97 [ 0.75, 1.26 ]


Doglietto 1996 56/338 61/340 19.5 % 0.92 [ 0.66, 1.28 ]


Espaulella 2000 4/85 3/86 1.0 % 1.35 [ 0.31, 5.85 ]


F rli 2001 0/18 1/19 0.2 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 3/20 0.8 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 2.5 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.6 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/30 2/38 0.2 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.2 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/43 1/43 0.4 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 12.7 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 0/32 0/30 Not estimable


Lidder 2013b 0/27 0/31 Not estimable


Luo 2012 3/30 7/30 1.3 % 0.43 [ 0.12, 1.50 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


MacFie 2000 2/27 1/25 0.4 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.4 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.2 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 8.2 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 1/81 0.2 % 0.34 [ 0.01, 8.16 ]


Saudny-Unterberger 1997 1/17 1/16 0.3 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 3.7 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 4211 4269 99.8 % 0.92 [ 0.80, 1.06 ]


Total events: 310 (Experimental), 349 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 20.88, df = 23 (P = 0.59); I2 =0.0%


Test for overall effect: Z = 1.11 (P = 0.26)


2 Less than three days


Ljunggren 2012 0/19 0/20 Not estimable


Subtotal (95% CI) 19 20 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 Unknown


Anbar 2014 0/22 2/28 0.2 % 0.25 [ 0.01, 5.00 ]


Subtotal (95% CI) 22 28 0.2 % 0.25 [ 0.01, 5.00 ]


Total events: 0 (Experimental), 2 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.90 (P = 0.37)


Total (95% CI) 4252 4317 100.0 % 0.92 [ 0.79, 1.06 ]


Total events: 310 (Experimental), 351 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 21.60, df = 24 (P = 0.60); I2 =0.0%


Test for overall effect: Z = 1.16 (P = 0.25)


Test for subgroup differences: Chi2 = 0.72, df = 1 (P = 0.40), I2 =0.0%
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Analysis 19.11. Comparison 19 Oral - Serious adverse event end of intervention, Outcome 11 Serious


adverse events - ’best-worst case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 19 Oral - Serious adverse event end of intervention


Outcome: 11 Serious adverse events - ’best-worst case’ scenario


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Anbar 2014 0/23 2/28 0.7 % 0.24 [ 0.01, 4.80 ]


Arias 2008 46/333 98/334 12.7 % 0.47 [ 0.34, 0.65 ]


Banerjee 1978 4/28 6/32 3.5 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/30 14/30 0.8 % 0.03 [ 0.00, 0.55 ]


Bunout 1989 2/17 5/19 2.3 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.7 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 2.6 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 13.6 % 0.97 [ 0.75, 1.26 ]


Doglietto 1996 56/338 61/340 12.5 % 0.92 [ 0.66, 1.28 ]


Espaulella 2000 4/85 3/86 2.4 % 1.35 [ 0.31, 5.85 ]


F rli 2001 0/20 4/22 0.7 % 0.12 [ 0.01, 2.13 ]


Gariballa 1998 2/21 4/21 2.1 % 0.50 [ 0.10, 2.44 ]


Gariballa 2006 12/223 7/222 5.0 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 1.5 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/38 2/38 0.6 % 0.20 [ 0.01, 4.03 ]


Henriksen 2003a 0/16 1/8 0.6 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/47 11/53 2.4 % 0.21 [ 0.05, 0.88 ]


Larsson 1990a 29/250 68/251 11.3 % 0.43 [ 0.29, 0.64 ]


Lidder 2013a 0/32 0/30 Not estimable


Lidder 2013b 0/27 0/31 Not estimable


Ljunggren 2012 0/20 0/20 Not estimable


Luo 2012 3/30 7/30 3.1 % 0.43 [ 0.12, 1.50 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


MacFie 2000 2/27 1/25 1.0 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/25 2/26 1.6 % 1.04 [ 0.16, 6.83 ]


Miller 2006b 1/24 0/25 0.6 % 3.12 [ 0.13, 73.04 ]


Potter 2001 21/186 35/195 9.7 % 0.63 [ 0.38, 1.04 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 1/81 0.6 % 0.34 [ 0.01, 8.16 ]


Saudny-Unterberger 1997 1/17 1/16 0.8 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 6.5 % 0.85 [ 0.40, 1.81 ]


Total (95% CI) 4416 4428 100.0 % 0.67 [ 0.52, 0.86 ]


Total events: 310 (Experimental), 462 (Control)


Heterogeneity: Tau2 = 0.10; Chi2 = 41.60, df = 25 (P = 0.02); I2 =40%


Test for overall effect: Z = 3.16 (P = 0.0016)


Test for subgroup differences: Not applicable
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Analysis 19.12. Comparison 19 Oral - Serious adverse event end of intervention, Outcome 12 Serious


adverse events - ’worst-best case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 19 Oral - Serious adverse event end of intervention


Outcome: 12 Serious adverse events - ’worst-best case’ scenario


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Anbar 2014 1/23 2/28 1.6 % 0.61 [ 0.06, 6.30 ]


Arias 2008 117/333 31/334 9.0 % 3.79 [ 2.63, 5.46 ]


Banerjee 1978 4/28 6/32 4.4 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 18/30 0/30 1.2 % 37.00 [ 2.33, 587.26 ]


Bunout 1989 2/17 5/19 3.1 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 1.0 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 3.4 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 9.6 % 0.97 [ 0.75, 1.26 ]


Doglietto 1996 56/338 61/340 9.2 % 0.92 [ 0.66, 1.28 ]


Espaulella 2000 4/85 3/86 3.2 % 1.35 [ 0.31, 5.85 ]


F rli 2001 2/20 1/22 1.6 % 2.20 [ 0.22, 22.45 ]


Gariballa 1998 3/21 3/21 3.2 % 1.00 [ 0.23, 4.40 ]


Gariballa 2006 12/223 7/222 5.6 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 2.2 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 8/38 2/38 3.2 % 4.00 [ 0.91, 17.62 ]


Henriksen 2003a 0/16 1/8 1.0 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 6/47 1/53 1.9 % 6.77 [ 0.85, 54.17 ]


Larsson 1990a 82/250 55/251 9.4 % 1.50 [ 1.12, 2.01 ]


Lidder 2013a 0/32 0/30 Not estimable


Lidder 2013b 0/27 0/31 Not estimable


Ljunggren 2012 1/20 0/20 0.9 % 3.00 [ 0.13, 69.52 ]


Luo 2012 3/30 7/30 4.0 % 0.43 [ 0.12, 1.50 ]


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


932Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


MacFie 2000 2/27 1/25 1.6 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 3/25 1/26 1.8 % 3.12 [ 0.35, 28.03 ]


Miller 2006b 2/24 0/25 1.0 % 5.20 [ 0.26, 103.03 ]


Potter 2001 24/186 33/195 8.3 % 0.76 [ 0.47, 1.24 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 1/81 0.9 % 0.34 [ 0.01, 8.16 ]


Saudny-Unterberger 1997 1/17 1/16 1.2 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 6.5 % 0.85 [ 0.40, 1.81 ]


Total (95% CI) 4416 4428 100.0 % 1.27 [ 0.92, 1.75 ]


Total events: 474 (Experimental), 351 (Control)


Heterogeneity: Tau2 = 0.26; Chi2 = 72.43, df = 26 (P<0.00001); I2 =64%


Test for overall effect: Z = 1.47 (P = 0.14)


Test for subgroup differences: Not applicable
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Analysis 19.13. Comparison 19 Oral - Serious adverse event end of intervention, Outcome 13 Serious


adverse events co-interventions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 19 Oral - Serious adverse event end of intervention


Outcome: 13 Serious adverse events co-interventions


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


1 received nutrition support as co-intervention


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Bokhorst-de 2000 7/15 9/17 0.8 % 0.88 [ 0.44, 1.78 ]


Casaer 2011 146/2312 141/2328 13.0 % 1.04 [ 0.83, 1.30 ]


Heidegger 2013 8/153 12/152 1.1 % 0.66 [ 0.28, 1.57 ]


Luo 2012 3/30 7/30 0.6 % 0.43 [ 0.12, 1.50 ]


Simon 1988 3/15 2/17 0.2 % 1.70 [ 0.33, 8.84 ]


Zhu 2012a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 0.9 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 2590 2588 16.8 % 0.96 [ 0.79, 1.17 ]


Total events: 176 (Experimental), 180 (Control)


Heterogeneity: Chi2 = 5.12, df = 6 (P = 0.53); I2 =0.0%


Test for overall effect: Z = 0.37 (P = 0.71)


2 did not receive nutrition support as co-intervention


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.3 % 1.60 [ 0.40, 6.32 ]


Anbar 2014 0/22 2/28 0.2 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 2.8 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.5 % 0.76 [ 0.24, 2.43 ]


Bastow 1983a 5/39 4/35 0.4 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.5 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 0.6 % 0.86 [ 0.33, 2.25 ]


Bellantone 1988 1/54 10/46 1.0 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 4/70 3/75 0.3 % 1.43 [ 0.33, 6.16 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Brennan 1994 27/60 13/57 1.2 % 1.97 [ 1.13, 3.43 ]


Bunout 1989 2/17 5/19 0.4 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Chen 1995a 0/8 1/8 0.1 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.1 % 1.64 [ 0.08, 34.28 ]


Chen 2006 0/21 0/20 Not estimable


Chuntrasakul 1996 1/21 1/17 0.1 % 0.81 [ 0.05, 12.01 ]


De Sousa 2012 0/20 2/17 0.2 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 0.3 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 10.0 % 0.97 [ 0.75, 1.26 ]


Dennis 2006 142/429 147/430 13.6 % 0.97 [ 0.80, 1.17 ]


Doglietto 1990 2/13 3/9 0.3 % 0.46 [ 0.10, 2.23 ]


Doglietto 1996 56/338 61/340 5.6 % 0.92 [ 0.66, 1.28 ]


Dong 1996 0/256 6/264 0.6 % 0.08 [ 0.00, 1.40 ]


Duncan 2006 18/150 11/159 1.0 % 1.73 [ 0.85, 3.55 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 4/85 3/86 0.3 % 1.35 [ 0.31, 5.85 ]


Fan 1989 5/64 9/60 0.9 % 0.52 [ 0.19, 1.47 ]


Fan 1994 7/20 6/20 0.6 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.3 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 3/20 0.3 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 0.7 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.2 % 1.05 [ 0.16, 7.10 ]


Hartgrink 1998 7/55 0/53 0.0 % 14.46 [ 0.85, 247.12 ]


Hendry 2010 0/30 2/38 0.2 % 0.25 [ 0.01, 5.05 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Henriksen 2003a 0/16 1/8 0.2 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 0.7 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 3.2 % 0.91 [ 0.58, 1.44 ]


Hoffmann 1988 0/16 5/43 0.3 % 0.24 [ 0.01, 4.03 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Johansen 2004 24/108 17/104 1.6 % 1.36 [ 0.78, 2.38 ]


Kearns 1992 0/16 2/15 0.2 % 0.19 [ 0.01, 3.63 ]


Keele 1997 2/43 1/43 0.1 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 4.6 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 5/12 1/10 0.1 % 4.17 [ 0.58, 30.06 ]


Lidder 2013a 0/32 0/30 Not estimable


Lidder 2013b 0/27 0/31 Not estimable


Liu 1996b 1/16 2/18 0.2 % 0.56 [ 0.06, 5.63 ]


Ljunggren 2012 0/19 0/20 Not estimable


Lough 1990 4/14 7/15 0.6 % 0.61 [ 0.23, 1.65 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 27/98 31/97 2.9 % 0.86 [ 0.56, 1.33 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 11/68 14/68 1.3 % 0.79 [ 0.38, 1.61 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Müller 1982a 11/66 9/29 1.2 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 1.1 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 4/20 2/20 0.2 % 2.00 [ 0.41, 9.71 ]


Neelemaat 2012 14/105 11/105 1.0 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]


Potter 2001 21/183 33/193 3.0 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 2/11 5/18 0.4 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.6 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Reissman 1995 0/80 1/81 0.1 % 0.34 [ 0.01, 8.16 ]


Rimbau 1989 1/10 2/10 0.2 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 0.2 % 2.92 [ 0.71, 12.00 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Schroeder 1991 1/16 1/16 0.1 % 1.00 [ 0.07, 14.64 ]


Singh 1998 2/21 2/22 0.2 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 0/17 2/17 0.2 % 0.20 [ 0.01, 3.88 ]


Song 1993 0/12 2/13 0.2 % 0.22 [ 0.01, 4.08 ]


Soop 2004 0/9 1/9 0.1 % 0.33 [ 0.02, 7.24 ]


Starke 2011 2/66 5/66 0.5 % 0.40 [ 0.08, 1.99 ]


Sullivan 1998 2/8 3/10 0.2 % 0.83 [ 0.18, 3.84 ]


Sullivan 2004 4/27 3/30 0.3 % 1.48 [ 0.36, 6.03 ]


Thompson 1981 2/12 1/9 0.1 % 1.50 [ 0.16, 14.08 ]


Tong 2006a 0/45 2/18 0.3 % 0.08 [ 0.00, 1.64 ]


Tong 2006b 0/45 2/18 0.3 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 4/30 5/35 0.4 % 0.93 [ 0.28, 3.16 ]


Vicic 2013 5/52 10/49 1.0 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 1.3 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]
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(. . . Continued)


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Watters 1997 1/13 3/15 0.3 % 0.38 [ 0.05, 3.26 ]


Williams 1985 4/21 3/22 0.3 % 1.40 [ 0.35, 5.51 ]


Woolfson 1989 8/62 8/60 0.8 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 6/215 8/108 1.0 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 0.9 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.3 % 0.67 [ 0.13, 3.47 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 1/18 5/16 0.5 % 0.18 [ 0.02, 1.37 ]


Zhang 2013 2/50 5/50 0.5 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 0/15 Not estimable


Zheng 2001b 0/40 0/15 Not estimable


Zhong 2014 4/60 12/60 1.1 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 3/33 6/16 0.7 % 0.24 [ 0.07, 0.85 ]


Subtotal (95% CI) 8397 7962 81.3 % 0.90 [ 0.83, 0.99 ]


Total events: 797 (Experimental), 859 (Control)


Heterogeneity: Chi2 = 99.42, df = 97 (P = 0.41); I2 =2%


Test for overall effect: Z = 2.27 (P = 0.023)


3 delayed versus early nutrition support


Choudhry 1996 0/21 1/20 0.1 % 0.32 [ 0.01, 7.38 ]


Maude 2011 8/27 7/29 0.6 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Nguyen 2012 4/14 4/14 0.4 % 1.00 [ 0.31, 3.23 ]


Sabin 1998 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Sonnenfeld 1978 1/11 1/15 0.1 % 1.36 [ 0.10, 19.50 ]


Stein 2002 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Subtotal (95% CI) 210 213 1.9 % 0.89 [ 0.51, 1.57 ]


Total events: 17 (Experimental), 20 (Control)


Heterogeneity: Chi2 = 1.68, df = 6 (P = 0.95); I2 =0.0%


Test for overall effect: Z = 0.40 (P = 0.69)


Total (95% CI) 11197 10763 100.0 % 0.91 [ 0.84, 0.99 ]


Total events: 990 (Experimental), 1059 (Control)


Heterogeneity: Chi2 = 106.15, df = 111 (P = 0.61); I2 =0.0%


Test for overall effect: Z = 2.24 (P = 0.025)


Test for subgroup differences: Chi2 = 0.34, df = 2 (P = 0.84), I2 =0.0%
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Analysis 20.1. Comparison 20 Oral - Serious adverse event maximum follow-up, Outcome 1 Serious


adverse events - overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 20 Oral - Serious adverse event maximum follow-up


Outcome: 1 Serious adverse events - overall


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Anbar 2014 0/22 2/28 0.4 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 10.5 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 2.3 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 1.4 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.4 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 3.9 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 19.4 % 0.95 [ 0.80, 1.12 ]


Doglietto 1996 56/338 61/340 13.3 % 0.92 [ 0.66, 1.28 ]


Espaulella 2000 17/80 10/81 5.2 % 1.72 [ 0.84, 3.53 ]


F rli 2001 0/18 1/19 0.3 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 7/20 1.5 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 7.9 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.9 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/30 2/38 0.4 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.4 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/43 1/43 0.6 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 10.9 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 2/32 6/30 1.4 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 1.5 % 0.29 [ 0.07, 1.24 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 2.0 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.6 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.6 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.3 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 8.4 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 1/81 0.3 % 0.34 [ 0.01, 8.16 ]


Saudny-Unterberger 1997 1/17 1/16 0.5 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 4.8 % 0.85 [ 0.40, 1.81 ]


Total (95% CI) 4241 4300 100.0 % 0.89 [ 0.74, 1.07 ]


Total events: 485 (Experimental), 540 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 34.14, df = 26 (P = 0.13); I2 =24%


Test for overall effect: Z = 1.26 (P = 0.21)


Test for subgroup differences: Not applicable
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Analysis 20.2. Comparison 20 Oral - Serious adverse event maximum follow-up, Outcome 2 Serious


adverse events - bias.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 20 Oral - Serious adverse event maximum follow-up


Outcome: 2 Serious adverse events - bias


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 High risk of bias


Abalan 1992 0/15 0/14 Not estimable


Anbar 2014 0/22 2/28 0.4 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 10.5 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 2.3 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 1.4 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.4 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 3.9 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 19.4 % 0.95 [ 0.80, 1.12 ]


Doglietto 1996 56/338 61/340 13.3 % 0.92 [ 0.66, 1.28 ]


Espaulella 2000 17/80 10/81 5.2 % 1.72 [ 0.84, 3.53 ]


F rli 2001 0/18 1/19 0.3 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 7/20 1.5 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 7.9 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.9 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/30 2/38 0.4 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.4 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/43 1/43 0.6 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 10.9 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 2/32 6/30 1.4 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 1.5 % 0.29 [ 0.07, 1.24 ]


Ljunggren 2012 0/19 0/20 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Luo 2012 3/30 7/30 2.0 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.6 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.6 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.3 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 8.4 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 1/81 0.3 % 0.34 [ 0.01, 8.16 ]


Saudny-Unterberger 1997 1/17 1/16 0.5 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 4.8 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 4241 4300 100.0 % 0.89 [ 0.74, 1.07 ]


Total events: 485 (Experimental), 540 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 34.14, df = 26 (P = 0.13); I2 =24%


Test for overall effect: Z = 1.26 (P = 0.21)


2 Low risk of bias


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 4241 4300 100.0 % 0.89 [ 0.74, 1.07 ]


Total events: 485 (Experimental), 540 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 34.14, df = 26 (P = 0.13); I2 =24%


Test for overall effect: Z = 1.26 (P = 0.21)


Test for subgroup differences: Not applicable
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Analysis 20.3. Comparison 20 Oral - Serious adverse event maximum follow-up, Outcome 3 Serious


adverse events - by medical speciality.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 20 Oral - Serious adverse event maximum follow-up


Outcome: 3 Serious adverse events - by medical speciality


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Cardiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Medical gastroenterology and hepatology


Bunout 1989 2/17 5/19 1.4 % 0.45 [ 0.10, 2.01 ]


Subtotal (95% CI) 17 19 1.4 % 0.45 [ 0.10, 2.01 ]


Total events: 2 (Experimental), 5 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.05 (P = 0.29)


3 Geriatrics


Anbar 2014 0/22 2/28 0.4 % 0.25 [ 0.01, 5.00 ]


Banerjee 1978 4/28 6/32 2.3 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


De Sousa 2012 0/20 2/17 0.4 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 3.9 % 0.65 [ 0.28, 1.52 ]


Gariballa 2006 32/223 19/222 7.9 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.9 % 1.05 [ 0.16, 7.10 ]


Larsson 1990a 29/197 55/238 10.9 % 0.64 [ 0.42, 0.96 ]


Ljunggren 2012 0/19 0/20 Not estimable


Potter 2001 21/183 33/193 8.4 % 0.67 [ 0.40, 1.12 ]


Subtotal (95% CI) 768 834 35.0 % 0.80 [ 0.55, 1.15 ]


Total events: 94 (Experimental), 129 (Control)


Heterogeneity: Tau2 = 0.09; Chi2 = 10.89, df = 7 (P = 0.14); I2 =36%


Test for overall effect: Z = 1.19 (P = 0.23)


4 Pulmonary disease


Luo 2012 3/30 7/30 2.0 % 0.43 [ 0.12, 1.50 ]


Saudny-Unterberger 1997 1/17 1/16 0.5 % 0.94 [ 0.06, 13.82 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Subtotal (95% CI) 47 46 2.5 % 0.49 [ 0.16, 1.54 ]


Total events: 4 (Experimental), 8 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.27, df = 1 (P = 0.60); I2 =0.0%


Test for overall effect: Z = 1.22 (P = 0.22)


5 Endocrinology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


6 Infectious diseases


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


7 Rheumatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


8 Haematology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


9 Nephrology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


10 Gastroenterologic surgery


Doglietto 1996 56/338 61/340 13.3 % 0.92 [ 0.66, 1.28 ]


Hendry 2010 0/30 2/38 0.4 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.4 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Keele 1997 2/43 1/43 0.6 % 2.00 [ 0.19, 21.24 ]


Lidder 2013a 2/32 6/30 1.4 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 1.5 % 0.29 [ 0.07, 1.24 ]


MacFie 2000 2/27 1/25 0.6 % 1.85 [ 0.18, 19.19 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 1/81 0.3 % 0.34 [ 0.01, 8.16 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Subtotal (95% CI) 629 624 18.4 % 0.83 [ 0.61, 1.12 ]


Total events: 64 (Experimental), 81 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 6.93, df = 7 (P = 0.44); I2 =0.0%


Test for overall effect: Z = 1.21 (P = 0.23)


11 Trauma surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


12 Ortopaedics


Espaulella 2000 17/80 10/81 5.2 % 1.72 [ 0.84, 3.53 ]


Houwing 2003 0/51 0/52 Not estimable


Miller 2006a 2/24 1/25 0.6 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.3 % 3.25 [ 0.14, 76.01 ]


Subtotal (95% CI) 178 183 6.1 % 1.80 [ 0.92, 3.52 ]


Total events: 20 (Experimental), 11 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.17, df = 2 (P = 0.92); I2 =0.0%


Test for overall effect: Z = 1.72 (P = 0.086)


13 Plastic, reconstructive, and aesthetic surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


14 Vascular surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


15 Transplant surgery


F rli 2001 0/18 1/19 0.3 % 0.35 [ 0.02, 8.09 ]


Subtotal (95% CI) 18 19 0.3 % 0.35 [ 0.02, 8.09 ]


Total events: 0 (Experimental), 1 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.65 (P = 0.51)


16 Urology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


945Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


17 Thoracic surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


18 Neurological surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


19 Oro-maxillo-facial surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


20 Anaesthesiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


21 Emergency medicine


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


22 Psychiatry


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


23 Neurology


Abalan 1992 0/15 0/14 Not estimable


Dennis 2005 241/2012 253/2000 19.4 % 0.95 [ 0.80, 1.12 ]


Gariballa 1998 2/20 7/20 1.5 % 0.29 [ 0.07, 1.21 ]


Subtotal (95% CI) 2047 2034 20.9 % 0.65 [ 0.22, 1.93 ]


Total events: 243 (Experimental), 260 (Control)


Heterogeneity: Tau2 = 0.44; Chi2 = 2.61, df = 1 (P = 0.11); I2 =62%


Test for overall effect: Z = 0.77 (P = 0.44)


24 Oncology


Subtotal (95% CI) 0 0 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


25 Dermatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


26 Gynaecology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


27 Mixed


Arias 2008 46/262 31/267 10.5 % 1.51 [ 0.99, 2.31 ]


Vlaming 2001 12/275 14/274 4.8 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 537 541 15.3 % 1.24 [ 0.73, 2.12 ]


Total events: 58 (Experimental), 45 (Control)


Heterogeneity: Tau2 = 0.07; Chi2 = 1.69, df = 1 (P = 0.19); I2 =41%


Test for overall effect: Z = 0.79 (P = 0.43)


Total (95% CI) 4241 4300 100.0 % 0.89 [ 0.74, 1.07 ]


Total events: 485 (Experimental), 540 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 34.14, df = 26 (P = 0.13); I2 =24%


Test for overall effect: Z = 1.26 (P = 0.21)


Test for subgroup differences: Chi2 = 8.78, df = 7 (P = 0.27), I2 =20%
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Analysis 20.4. Comparison 20 Oral - Serious adverse event maximum follow-up, Outcome 4 Serious


adverse events - based on adequacy of the amount of calories.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 20 Oral - Serious adverse event maximum follow-up


Outcome: 4 Serious adverse events - based on adequacy of the amount of calories


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Clearly adequate in intervention and clearly inadequate in control


Gariballa 1998 2/20 7/20 1.5 % 0.29 [ 0.07, 1.21 ]


Gazzotti 2003 2/39 2/41 0.9 % 1.05 [ 0.16, 7.10 ]


Keele 1997 2/43 1/43 0.6 % 2.00 [ 0.19, 21.24 ]


Rana 1992 0/20 0/20 Not estimable


Subtotal (95% CI) 122 124 3.0 % 0.64 [ 0.20, 2.00 ]


Total events: 6 (Experimental), 10 (Control)


Heterogeneity: Tau2 = 0.16; Chi2 = 2.34, df = 2 (P = 0.31); I2 =15%


Test for overall effect: Z = 0.77 (P = 0.44)


2 Inadequate in the experimental or adequate in the control


Abalan 1992 0/15 0/14 Not estimable


Anbar 2014 0/22 2/28 0.4 % 0.25 [ 0.01, 5.00 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Delmi 1990 6/25 10/27 3.9 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 19.4 % 0.95 [ 0.80, 1.12 ]


Doglietto 1996 56/338 61/340 13.3 % 0.92 [ 0.66, 1.28 ]


Espaulella 2000 17/80 10/81 5.2 % 1.72 [ 0.84, 3.53 ]


F rli 2001 0/18 1/19 0.3 % 0.35 [ 0.02, 8.09 ]


Henriksen 2003a 0/16 1/8 0.4 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


MacFie 2000 2/27 1/25 0.6 % 1.85 [ 0.18, 19.19 ]


Potter 2001 21/183 33/193 8.4 % 0.67 [ 0.40, 1.12 ]


Subtotal (95% CI) 2783 2779 51.9 % 0.93 [ 0.81, 1.06 ]


Total events: 343 (Experimental), 372 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 7.69, df = 8 (P = 0.46); I2 =0.0%


Test for overall effect: Z = 1.11 (P = 0.27)
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


3 Experimental group is overfed


Bunout 1989 2/17 5/19 1.4 % 0.45 [ 0.10, 2.01 ]


Saudny-Unterberger 1997 1/17 1/16 0.5 % 0.94 [ 0.06, 13.82 ]


Subtotal (95% CI) 34 35 1.9 % 0.53 [ 0.14, 1.98 ]


Total events: 3 (Experimental), 6 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.22, df = 1 (P = 0.64); I2 =0.0%


Test for overall effect: Z = 0.94 (P = 0.35)


4 Unclear intake in control or experimental


Arias 2008 46/262 31/267 10.5 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 2.3 % 0.76 [ 0.24, 2.43 ]


De Sousa 2012 0/20 2/17 0.4 % 0.17 [ 0.01, 3.34 ]


Gariballa 2006 32/223 19/222 7.9 % 1.68 [ 0.98, 2.87 ]


Hendry 2010 0/30 2/38 0.4 % 0.25 [ 0.01, 5.05 ]


Houwing 2003 0/51 0/52 Not estimable


Larsson 1990a 29/197 55/238 10.9 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 2/32 6/30 1.4 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 1.5 % 0.29 [ 0.07, 1.24 ]


Luo 2012 3/30 7/30 2.0 % 0.43 [ 0.12, 1.50 ]


Miller 2006a 2/24 1/25 0.6 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.3 % 3.25 [ 0.14, 76.01 ]


Reissman 1995 0/80 1/81 0.3 % 0.34 [ 0.01, 8.16 ]


Vlaming 2001 12/275 14/274 4.8 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 1302 1362 43.2 % 0.83 [ 0.56, 1.23 ]


Total events: 133 (Experimental), 152 (Control)


Heterogeneity: Tau2 = 0.18; Chi2 = 22.52, df = 12 (P = 0.03); I2 =47%


Test for overall effect: Z = 0.92 (P = 0.36)


Total (95% CI) 4241 4300 100.0 % 0.89 [ 0.74, 1.07 ]


Total events: 485 (Experimental), 540 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 34.14, df = 26 (P = 0.13); I2 =24%


Test for overall effect: Z = 1.26 (P = 0.21)


Test for subgroup differences: Chi2 = 1.26, df = 3 (P = 0.74), I2 =0.0%
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Analysis 20.5. Comparison 20 Oral - Serious adverse event maximum follow-up, Outcome 5 Serious


adverse events - different screening tools.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 20 Oral - Serious adverse event maximum follow-up


Outcome: 5 Serious adverse events - different screening tools


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 NRS 2002


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 MUST


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 MNA


De Sousa 2012 0/20 2/17 0.4 % 0.17 [ 0.01, 3.34 ]


Gazzotti 2003 2/39 2/41 0.9 % 1.05 [ 0.16, 7.10 ]


Subtotal (95% CI) 59 58 1.3 % 0.61 [ 0.12, 3.18 ]


Total events: 2 (Experimental), 4 (Control)


Heterogeneity: Tau2 = 0.06; Chi2 = 1.04, df = 1 (P = 0.31); I2 =4%


Test for overall effect: Z = 0.59 (P = 0.56)


4 SGA


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Other means


Abalan 1992 0/15 0/14 Not estimable


Anbar 2014 0/22 2/28 0.4 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 10.5 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 2.3 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 1.4 % 0.45 [ 0.10, 2.01 ]


Delmi 1990 6/25 10/27 3.9 % 0.65 [ 0.28, 1.52 ]
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(. . . Continued)


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Dennis 2005 241/2012 253/2000 19.4 % 0.95 [ 0.80, 1.12 ]


Doglietto 1996 56/338 61/340 13.3 % 0.92 [ 0.66, 1.28 ]


Espaulella 2000 17/80 10/81 5.2 % 1.72 [ 0.84, 3.53 ]


F rli 2001 0/18 1/19 0.3 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 7/20 1.5 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 7.9 % 1.68 [ 0.98, 2.87 ]


Hendry 2010 0/30 2/38 0.4 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.4 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/43 1/43 0.6 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 10.9 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 2/32 6/30 1.4 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 1.5 % 0.29 [ 0.07, 1.24 ]


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 2.0 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.6 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.6 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.3 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 8.4 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 1/81 0.3 % 0.34 [ 0.01, 8.16 ]


Saudny-Unterberger 1997 1/17 1/16 0.5 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 4.8 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 4182 4242 98.7 % 0.89 [ 0.74, 1.08 ]


Total events: 483 (Experimental), 536 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 32.88, df = 24 (P = 0.11); I2 =27%


Test for overall effect: Z = 1.20 (P = 0.23)


Total (95% CI) 4241 4300 100.0 % 0.89 [ 0.74, 1.07 ]


Total events: 485 (Experimental), 540 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 34.14, df = 26 (P = 0.13); I2 =24%


Test for overall effect: Z = 1.26 (P = 0.21)


Test for subgroup differences: Chi2 = 0.20, df = 1 (P = 0.66), I2 =0.0%


0.01 0.1 1 10 100


Favours nutrition support Favours control


951Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Analysis 20.6. Comparison 20 Oral - Serious adverse event maximum follow-up, Outcome 6 Serious


adverse events - participants characterised as ’at nutritional risk’ due to one of the following conditions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 20 Oral - Serious adverse event maximum follow-up


Outcome: 6 Serious adverse events - participants characterised as ’at nutritional risk’ due to one of the following conditions


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Major surgery


Doglietto 1996 56/338 61/340 13.3 % 0.92 [ 0.66, 1.28 ]


F rli 2001 0/18 1/19 0.3 % 0.35 [ 0.02, 8.09 ]


Hendry 2010 0/30 2/38 0.4 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.4 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Keele 1997 2/43 1/43 0.6 % 2.00 [ 0.19, 21.24 ]


Lidder 2013a 2/32 6/30 1.4 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 1.5 % 0.29 [ 0.07, 1.24 ]


MacFie 2000 2/27 1/25 0.6 % 1.85 [ 0.18, 19.19 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 1/81 0.3 % 0.34 [ 0.01, 8.16 ]


Subtotal (95% CI) 647 643 18.8 % 0.82 [ 0.61, 1.11 ]


Total events: 64 (Experimental), 82 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 7.22, df = 8 (P = 0.51); I2 =0.0%


Test for overall effect: Z = 1.27 (P = 0.21)


2 Stroke


Dennis 2005 241/2012 253/2000 19.4 % 0.95 [ 0.80, 1.12 ]


Gariballa 1998 2/20 7/20 1.5 % 0.29 [ 0.07, 1.21 ]


Subtotal (95% CI) 2032 2020 20.9 % 0.65 [ 0.22, 1.93 ]


Total events: 243 (Experimental), 260 (Control)


Heterogeneity: Tau2 = 0.44; Chi2 = 2.61, df = 1 (P = 0.11); I2 =62%


Test for overall effect: Z = 0.77 (P = 0.44)


3 ICU participants including trauma


Subtotal (95% CI) 0 0 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Frail elderly participants with less severe conditions known to increase protein requirements


Anbar 2014 0/22 2/28 0.4 % 0.25 [ 0.01, 5.00 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Delmi 1990 6/25 10/27 3.9 % 0.65 [ 0.28, 1.52 ]


Espaulella 2000 17/80 10/81 5.2 % 1.72 [ 0.84, 3.53 ]


Gazzotti 2003 2/39 2/41 0.9 % 1.05 [ 0.16, 7.10 ]


Houwing 2003 0/51 0/52 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 2.0 % 0.43 [ 0.12, 1.50 ]


Miller 2006a 2/24 1/25 0.6 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.3 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 8.4 % 0.67 [ 0.40, 1.12 ]


Subtotal (95% CI) 508 538 21.7 % 0.85 [ 0.57, 1.27 ]


Total events: 52 (Experimental), 65 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 8.02, df = 7 (P = 0.33); I2 =13%


Test for overall effect: Z = 0.79 (P = 0.43)


5 Participants do not fall into one of the categories above


Abalan 1992 0/15 0/14 Not estimable


Arias 2008 46/262 31/267 10.5 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 2.3 % 0.76 [ 0.24, 2.43 ]


Bunout 1989 2/17 5/19 1.4 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.4 % 0.17 [ 0.01, 3.34 ]


Gariballa 2006 32/223 19/222 7.9 % 1.68 [ 0.98, 2.87 ]


Larsson 1990a 29/197 55/238 10.9 % 0.64 [ 0.42, 0.96 ]


Saudny-Unterberger 1997 1/17 1/16 0.5 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 4.8 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 1054 1099 38.5 % 0.96 [ 0.64, 1.46 ]


Total events: 126 (Experimental), 133 (Control)


Heterogeneity: Tau2 = 0.15; Chi2 = 14.75, df = 7 (P = 0.04); I2 =53%


Test for overall effect: Z = 0.17 (P = 0.86)


Total (95% CI) 4241 4300 100.0 % 0.89 [ 0.74, 1.07 ]


Total events: 485 (Experimental), 540 (Control)
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Heterogeneity: Tau2 = 0.04; Chi2 = 34.14, df = 26 (P = 0.13); I2 =24%


Test for overall effect: Z = 1.26 (P = 0.21)


Test for subgroup differences: Chi2 = 0.63, df = 3 (P = 0.89), I2 =0.0%
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Analysis 20.7. Comparison 20 Oral - Serious adverse event maximum follow-up, Outcome 7 Serious


adverse events - participants characterised as ’at nutritional risk’ due to one of the following criteria.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 20 Oral - Serious adverse event maximum follow-up


Outcome: 7 Serious adverse events - participants characterised as ’at nutritional risk’ due to one of the following criteria


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 BMI less than 20.5 kg/m2


F rli 2001 0/18 1/19 0.3 % 0.35 [ 0.02, 8.09 ]


Subtotal (95% CI) 18 19 0.3 % 0.35 [ 0.02, 8.09 ]


Total events: 0 (Experimental), 1 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.65 (P = 0.51)


2 Weight loss of at least 5% during the last three months


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 Weight loss of at least 10% during the last six months


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Insufficient food intake during the last week (50% of requirements or less)
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Participants characterised as ’at nutritional risk’ by other means


Abalan 1992 0/15 0/14 Not estimable


Anbar 2014 0/22 2/28 0.4 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 10.5 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 2.3 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 1.4 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.4 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 3.9 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 19.4 % 0.95 [ 0.80, 1.12 ]


Doglietto 1996 56/338 61/340 13.3 % 0.92 [ 0.66, 1.28 ]


Espaulella 2000 17/80 10/81 5.2 % 1.72 [ 0.84, 3.53 ]


Gariballa 1998 2/20 7/20 1.5 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 7.9 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.9 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/30 2/38 0.4 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.4 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/43 1/43 0.6 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 10.9 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 2/32 6/30 1.4 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 1.5 % 0.29 [ 0.07, 1.24 ]


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 2.0 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.6 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.6 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.3 % 3.25 [ 0.14, 76.01 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Potter 2001 21/183 33/193 8.4 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 1/81 0.3 % 0.34 [ 0.01, 8.16 ]


Saudny-Unterberger 1997 1/17 1/16 0.5 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 4.8 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 4223 4281 99.7 % 0.89 [ 0.74, 1.07 ]


Total events: 485 (Experimental), 539 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 33.77, df = 25 (P = 0.11); I2 =26%


Test for overall effect: Z = 1.23 (P = 0.22)


Total (95% CI) 4241 4300 100.0 % 0.89 [ 0.74, 1.07 ]


Total events: 485 (Experimental), 540 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 34.14, df = 26 (P = 0.13); I2 =24%


Test for overall effect: Z = 1.26 (P = 0.21)


Test for subgroup differences: Chi2 = 0.34, df = 1 (P = 0.56), I2 =0.0%
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Analysis 20.8. Comparison 20 Oral - Serious adverse event maximum follow-up, Outcome 8 Serious


adverse events - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 20 Oral - Serious adverse event maximum follow-up


Outcome: 8 Serious adverse events - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Biomarkers


Luo 2012 3/30 7/30 2.0 % 0.43 [ 0.12, 1.50 ]


Subtotal (95% CI) 30 30 2.0 % 0.43 [ 0.12, 1.50 ]


Total events: 3 (Experimental), 7 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.32 (P = 0.19)


2 Anthropometric measures


F rli 2001 0/18 1/19 0.3 % 0.35 [ 0.02, 8.09 ]


MacFie 2000 2/27 1/25 0.6 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.6 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.3 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 8.4 % 0.67 [ 0.40, 1.12 ]


Vlaming 2001 12/275 14/274 4.8 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 550 561 15.1 % 0.78 [ 0.52, 1.16 ]


Total events: 38 (Experimental), 50 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.64, df = 5 (P = 0.76); I2 =0.0%


Test for overall effect: Z = 1.23 (P = 0.22)


3 Both


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Characterised by other means


Abalan 1992 0/15 0/14 Not estimable


Anbar 2014 0/22 2/28 0.4 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 10.5 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 2.3 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 1.4 % 0.45 [ 0.10, 2.01 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


De Sousa 2012 0/20 2/17 0.4 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 3.9 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 19.4 % 0.95 [ 0.80, 1.12 ]


Doglietto 1996 56/338 61/340 13.3 % 0.92 [ 0.66, 1.28 ]


Espaulella 2000 17/80 10/81 5.2 % 1.72 [ 0.84, 3.53 ]


Gariballa 1998 2/20 7/20 1.5 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 7.9 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.9 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/30 2/38 0.4 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.4 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/43 1/43 0.6 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 10.9 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 2/32 6/30 1.4 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 1.5 % 0.29 [ 0.07, 1.24 ]


Ljunggren 2012 0/19 0/20 Not estimable


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 1/81 0.3 % 0.34 [ 0.01, 8.16 ]


Saudny-Unterberger 1997 1/17 1/16 0.5 % 0.94 [ 0.06, 13.82 ]


Subtotal (95% CI) 3661 3709 82.9 % 0.91 [ 0.72, 1.13 ]


Total events: 444 (Experimental), 483 (Control)


Heterogeneity: Tau2 = 0.06; Chi2 = 29.21, df = 19 (P = 0.06); I2 =35%


Test for overall effect: Z = 0.87 (P = 0.38)


Total (95% CI) 4241 4300 100.0 % 0.89 [ 0.74, 1.07 ]


Total events: 485 (Experimental), 540 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 34.14, df = 26 (P = 0.13); I2 =24%


Test for overall effect: Z = 1.26 (P = 0.21)


Test for subgroup differences: Chi2 = 1.62, df = 2 (P = 0.44), I2 =0.0%
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Analysis 20.9. Comparison 20 Oral - Serious adverse event maximum follow-up, Outcome 9 Serious


adverse events - randomisation year.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 20 Oral - Serious adverse event maximum follow-up


Outcome: 9 Serious adverse events - randomisation year


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Before 1960


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 1960 to 1979


Banerjee 1978 4/28 6/32 2.3 % 0.76 [ 0.24, 2.43 ]


Subtotal (95% CI) 28 32 2.3 % 0.76 [ 0.24, 2.43 ]


Total events: 4 (Experimental), 6 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.46 (P = 0.65)


3 1980 to 1999


Abalan 1992 0/15 0/14 Not estimable


Bunout 1989 2/17 5/19 1.4 % 0.45 [ 0.10, 2.01 ]


Delmi 1990 6/25 10/27 3.9 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 19.4 % 0.95 [ 0.80, 1.12 ]


Doglietto 1996 56/338 61/340 13.3 % 0.92 [ 0.66, 1.28 ]


Espaulella 2000 17/80 10/81 5.2 % 1.72 [ 0.84, 3.53 ]


F rli 2001 0/18 1/19 0.3 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 7/20 1.5 % 0.29 [ 0.07, 1.21 ]


Gazzotti 2003 2/39 2/41 0.9 % 1.05 [ 0.16, 7.10 ]


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/43 1/43 0.6 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 10.9 % 0.64 [ 0.42, 0.96 ]


MacFie 2000 2/27 1/25 0.6 % 1.85 [ 0.18, 19.19 ]


Potter 2001 21/183 33/193 8.4 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Reissman 1995 0/80 1/81 0.3 % 0.34 [ 0.01, 8.16 ]


Saudny-Unterberger 1997 1/17 1/16 0.5 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 4.8 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 3457 3503 72.0 % 0.88 [ 0.78, 1.00 ]


Total events: 393 (Experimental), 455 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 12.87, df = 14 (P = 0.54); I2 =0.0%


Test for overall effect: Z = 1.91 (P = 0.056)


4 After 1999


Anbar 2014 0/22 2/28 0.4 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 10.5 % 1.51 [ 0.99, 2.31 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


De Sousa 2012 0/20 2/17 0.4 % 0.17 [ 0.01, 3.34 ]


Gariballa 2006 32/223 19/222 7.9 % 1.68 [ 0.98, 2.87 ]


Hendry 2010 0/30 2/38 0.4 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.4 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Lidder 2013a 2/32 6/30 1.4 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 1.5 % 0.29 [ 0.07, 1.24 ]


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 2.0 % 0.43 [ 0.12, 1.50 ]


Miller 2006a 2/24 1/25 0.6 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.3 % 3.25 [ 0.14, 76.01 ]


Subtotal (95% CI) 756 765 25.7 % 0.79 [ 0.45, 1.39 ]


Total events: 88 (Experimental), 79 (Control)


Heterogeneity: Tau2 = 0.28; Chi2 = 17.91, df = 10 (P = 0.06); I2 =44%


Test for overall effect: Z = 0.81 (P = 0.42)


Total (95% CI) 4241 4300 100.0 % 0.89 [ 0.74, 1.07 ]


Total events: 485 (Experimental), 540 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 34.14, df = 26 (P = 0.13); I2 =24%


Test for overall effect: Z = 1.26 (P = 0.21)


Test for subgroup differences: Chi2 = 0.20, df = 2 (P = 0.91), I2 =0.0%
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Analysis 20.10. Comparison 20 Oral - Serious adverse event maximum follow-up, Outcome 10 Serious


adverse events - trials where the intervention lasts fewer than three days compared with trials where the


intervention lasts three days or more.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 20 Oral - Serious adverse event maximum follow-up


Outcome: 10 Serious adverse events - trials where the intervention lasts fewer than three days compared with trials where the intervention lasts three days or more


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Three days or more


Abalan 1992 0/15 0/14 Not estimable


Arias 2008 46/262 31/267 10.5 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 2.3 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 1.4 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.4 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 3.9 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 19.4 % 0.95 [ 0.80, 1.12 ]


Doglietto 1996 56/338 61/340 13.3 % 0.92 [ 0.66, 1.28 ]


Espaulella 2000 17/80 10/81 5.2 % 1.72 [ 0.84, 3.53 ]


F rli 2001 0/18 1/19 0.3 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 7/20 1.5 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 7.9 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.9 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/30 2/38 0.4 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.4 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/43 1/43 0.6 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 10.9 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 2/32 6/30 1.4 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 1.5 % 0.29 [ 0.07, 1.24 ]


Luo 2012 3/30 7/30 2.0 % 0.43 [ 0.12, 1.50 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


MacFie 2000 2/27 1/25 0.6 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.6 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.3 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 8.4 % 0.67 [ 0.40, 1.12 ]


Reissman 1995 0/80 1/81 0.3 % 0.34 [ 0.01, 8.16 ]


Saudny-Unterberger 1997 1/17 1/16 0.5 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 4.8 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 4180 4232 99.6 % 0.89 [ 0.74, 1.07 ]


Total events: 485 (Experimental), 538 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 33.40, df = 25 (P = 0.12); I2 =25%


Test for overall effect: Z = 1.21 (P = 0.23)


2 Less than three days


Ljunggren 2012 0/19 0/20 Not estimable


Subtotal (95% CI) 19 20 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 Unknown


Anbar 2014 0/22 2/28 0.4 % 0.25 [ 0.01, 5.00 ]


Subtotal (95% CI) 22 28 0.4 % 0.25 [ 0.01, 5.00 ]


Total events: 0 (Experimental), 2 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.90 (P = 0.37)


Total (95% CI) 4221 4280 100.0 % 0.89 [ 0.74, 1.07 ]


Total events: 485 (Experimental), 540 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 34.14, df = 26 (P = 0.13); I2 =24%


Test for overall effect: Z = 1.26 (P = 0.21)


Test for subgroup differences: Chi2 = 0.68, df = 1 (P = 0.41), I2 =0.0%
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Analysis 20.11. Comparison 20 Oral - Serious adverse event maximum follow-up, Outcome 11 Serious


adverse events - ’best-worst case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 20 Oral - Serious adverse event maximum follow-up


Outcome: 11 Serious adverse events - ’best-worst case’ scenario


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Anbar 2014 0/23 2/28 0.6 % 0.24 [ 0.01, 4.80 ]


Arias 2008 46/333 98/334 10.0 % 0.47 [ 0.34, 0.65 ]


Banerjee 1978 4/28 6/32 3.2 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/30 14/30 0.7 % 0.03 [ 0.00, 0.55 ]


Bunout 1989 2/17 5/19 2.1 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.6 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/27 15/32 5.2 % 0.47 [ 0.21, 1.05 ]


Dennis 2005 241/2016 260/2007 11.4 % 0.92 [ 0.78, 1.09 ]


Doglietto 1996 56/338 61/340 9.8 % 0.92 [ 0.66, 1.28 ]


Espaulella 2000 17/85 15/86 6.7 % 1.15 [ 0.61, 2.14 ]


F rli 2001 0/20 4/22 0.7 % 0.12 [ 0.01, 2.13 ]


Gariballa 1998 2/21 8/21 2.3 % 0.25 [ 0.06, 1.04 ]


Gariballa 2006 32/223 19/222 7.6 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 1.4 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/38 2/38 0.6 % 0.20 [ 0.01, 4.03 ]


Henriksen 2003a 0/16 1/8 0.6 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/47 11/53 2.3 % 0.21 [ 0.05, 0.88 ]


Larsson 1990a 29/250 68/251 9.1 % 0.43 [ 0.29, 0.64 ]


Lidder 2013a 2/32 6/30 2.1 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 2.2 % 0.29 [ 0.07, 1.24 ]


Ljunggren 2012 0/20 0/20 Not estimable


Luo 2012 3/30 7/30 2.8 % 0.43 [ 0.12, 1.50 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


MacFie 2000 2/27 1/25 1.0 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/25 2/26 1.5 % 1.04 [ 0.16, 6.83 ]


Miller 2006b 1/24 0/25 0.6 % 3.12 [ 0.13, 73.04 ]


Potter 2001 21/186 35/195 7.9 % 0.63 [ 0.38, 1.04 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 1/81 0.6 % 0.34 [ 0.01, 8.16 ]


Saudny-Unterberger 1997 1/17 1/16 0.8 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 5.6 % 0.85 [ 0.40, 1.81 ]


Total (95% CI) 4416 4428 100.0 % 0.64 [ 0.50, 0.81 ]


Total events: 485 (Experimental), 668 (Control)


Heterogeneity: Tau2 = 0.13; Chi2 = 56.92, df = 27 (P = 0.00066); I2 =53%


Test for overall effect: Z = 3.62 (P = 0.00030)


Test for subgroup differences: Not applicable
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Analysis 20.12. Comparison 20 Oral - Serious adverse event maximum follow-up, Outcome 12 Serious


adverse events - ’worst-best case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 20 Oral - Serious adverse event maximum follow-up


Outcome: 12 Serious adverse events - ’worst-best case’ scenario


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Anbar 2014 1/23 2/28 1.3 % 0.61 [ 0.06, 6.30 ]


Arias 2008 117/333 31/334 7.8 % 3.79 [ 2.63, 5.46 ]


Banerjee 1978 4/28 6/32 3.7 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 18/30 0/30 1.0 % 37.00 [ 2.33, 587.26 ]


Bunout 1989 2/17 5/19 2.7 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.9 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 8/27 10/32 5.5 % 0.95 [ 0.44, 2.06 ]


Dennis 2005 245/2016 253/2007 8.6 % 0.96 [ 0.82, 1.14 ]


Doglietto 1996 56/338 61/340 8.0 % 0.92 [ 0.66, 1.28 ]


Espaulella 2000 22/85 10/86 6.0 % 2.23 [ 1.12, 4.41 ]


F rli 2001 2/20 1/22 1.4 % 2.20 [ 0.22, 22.45 ]


Gariballa 1998 3/21 7/21 3.5 % 0.43 [ 0.13, 1.44 ]


Gariballa 2006 32/223 19/222 6.8 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 1.9 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 8/38 2/38 2.7 % 4.00 [ 0.91, 17.62 ]


Henriksen 2003a 0/16 1/8 0.8 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 6/47 1/53 1.6 % 6.77 [ 0.85, 54.17 ]


Larsson 1990a 82/250 55/251 8.1 % 1.50 [ 1.12, 2.01 ]


Lidder 2013a 2/32 6/30 2.6 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 2.8 % 0.29 [ 0.07, 1.24 ]


Ljunggren 2012 1/20 0/20 0.8 % 3.00 [ 0.13, 69.52 ]


Luo 2012 3/30 7/30 3.4 % 0.43 [ 0.12, 1.50 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


MacFie 2000 2/27 1/25 1.3 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 3/25 1/26 1.5 % 3.12 [ 0.35, 28.03 ]


Miller 2006b 2/24 0/25 0.9 % 5.20 [ 0.26, 103.03 ]


Potter 2001 24/186 33/195 7.1 % 0.76 [ 0.47, 1.24 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 1/81 0.8 % 0.34 [ 0.01, 8.16 ]


Saudny-Unterberger 1997 1/17 1/16 1.1 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 5.6 % 0.85 [ 0.40, 1.81 ]


Total (95% CI) 4416 4428 100.0 % 1.15 [ 0.86, 1.55 ]


Total events: 660 (Experimental), 540 (Control)


Heterogeneity: Tau2 = 0.25; Chi2 = 90.86, df = 28 (P<0.00001); I2 =69%


Test for overall effect: Z = 0.95 (P = 0.34)


Test for subgroup differences: Not applicable
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Analysis 20.13. Comparison 20 Oral - Serious adverse event maximum follow-up, Outcome 13 Serious


adverse events co-interventions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 20 Oral - Serious adverse event maximum follow-up


Outcome: 13 Serious adverse events co-interventions


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


1 Received nutrition support as co-intervention


Luo 2012 3/30 7/30 1.3 % 0.43 [ 0.12, 1.50 ]


Subtotal (95% CI) 30 30 1.3 % 0.43 [ 0.12, 1.50 ]


Total events: 3 (Experimental), 7 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.32 (P = 0.19)


2 did not receive nutrition support as co-intervention


Abalan 1992 0/15 0/14 Not estimable


Anbar 2014 0/22 2/28 0.4 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 5.7 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 1.0 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 0.9 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.5 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 1.8 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 47.3 % 0.95 [ 0.80, 1.12 ]


Doglietto 1996 56/338 61/340 11.3 % 0.92 [ 0.66, 1.28 ]


Espaulella 2000 17/80 10/81 1.9 % 1.72 [ 0.84, 3.53 ]


F rli 2001 0/18 1/19 0.3 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 7/20 1.3 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 3.6 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.4 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/30 2/38 0.4 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.4 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/43 1/43 0.2 % 2.00 [ 0.19, 21.24 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Larsson 1990a 29/197 55/238 9.3 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 2/32 6/30 1.2 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 1.4 % 0.29 [ 0.07, 1.24 ]


Ljunggren 2012 0/19 0/20 Not estimable


MacFie 2000 2/27 1/25 0.2 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.2 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.1 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 6.0 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 1/81 0.3 % 0.34 [ 0.01, 8.16 ]


Saudny-Unterberger 1997 1/17 1/16 0.2 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 2.6 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 4211 4270 98.7 % 0.92 [ 0.82, 1.04 ]


Total events: 482 (Experimental), 533 (Control)


Heterogeneity: Chi2 = 32.68, df = 25 (P = 0.14); I2 =23%


Test for overall effect: Z = 1.34 (P = 0.18)


3 delayed versus early nutrition support


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 4241 4300 100.0 % 0.92 [ 0.82, 1.03 ]


Total events: 485 (Experimental), 540 (Control)


Heterogeneity: Chi2 = 34.14, df = 26 (P = 0.13); I2 =24%


Test for overall effect: Z = 1.47 (P = 0.14)


Test for subgroup differences: Chi2 = 1.43, df = 1 (P = 0.23), I2 =30%
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Analysis 21.1. Comparison 21 Enteral - All cause mortality - end of intervention, Outcome 1 All-cause


mortality - overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 21 Enteral - All cause mortality - end of intervention


Outcome: 1 All-cause mortality - overall


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Bastow 1983a 5/39 4/35 1.6 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 1.0 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.9 % 0.50 [ 0.10, 2.53 ]


Bokhorst-de 2000 1/15 0/17 0.2 % 3.38 [ 0.15, 77.12 ]


Carr 1996 0/14 1/14 0.2 % 0.33 [ 0.01, 7.55 ]


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.3 % 0.81 [ 0.05, 12.01 ]


Dennis 2006 142/429 147/430 67.4 % 0.97 [ 0.80, 1.17 ]


Dong 1996 0/256 3/264 0.3 % 0.15 [ 0.01, 2.84 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.3 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.3 % 0.22 [ 0.01, 4.29 ]


Kearns 1992 0/16 1/15 0.2 % 0.31 [ 0.01, 7.15 ]


Ledinghen 1997 2/12 1/10 0.5 % 1.67 [ 0.18, 15.80 ]


Malhotra 2004 12/98 16/97 4.9 % 0.74 [ 0.37, 1.49 ]


Maude 2011 9/27 6/29 3.0 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 11/68 14/68 4.7 % 0.79 [ 0.38, 1.61 ]


Nguyen 2012 4/14 4/14 1.7 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 0/20 Not estimable


Pupelis 2000 1/11 5/18 0.6 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.6 % 0.14 [ 0.02, 1.09 ]


Sabin 1998 2/40 3/40 0.8 % 0.67 [ 0.12, 3.78 ]


Singh 1998 2/21 2/22 0.7 % 1.05 [ 0.16, 6.77 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Smith 1985 4/25 1/25 0.5 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 0/11 1/15 0.2 % 0.44 [ 0.02, 9.98 ]


Sullivan 1998 0/8 3/10 0.3 % 0.17 [ 0.01, 2.96 ]


Vicic 2013 5/52 10/49 2.4 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.5 % 2.00 [ 0.24, 16.97 ]


Wu 2007a 3/215 2/108 0.8 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 1/50 3/50 0.5 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 0/15 Not estimable


Zhong 2014 1/60 7/60 0.6 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 3.6 % 0.57 [ 0.25, 1.29 ]


Total (95% CI) 1962 1760 100.0 % 0.88 [ 0.75, 1.03 ]


Total events: 230 (Nutrition support), 263 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 28.14, df = 30 (P = 0.56); I2 =0.0%


Test for overall effect: Z = 1.63 (P = 0.10)


Test for subgroup differences: Not applicable
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Analysis 21.2. Comparison 21 Enteral - All cause mortality - end of intervention, Outcome 2 All-cause


mortality - bias.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 21 Enteral - All cause mortality - end of intervention


Outcome: 2 All-cause mortality - bias


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 High risk of bias


Bastow 1983a 5/39 4/35 1.6 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 1.0 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.9 % 0.50 [ 0.10, 2.53 ]


Bokhorst-de 2000 1/15 0/17 0.2 % 3.38 [ 0.15, 77.12 ]


Carr 1996 0/14 1/14 0.2 % 0.33 [ 0.01, 7.55 ]


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.3 % 0.81 [ 0.05, 12.01 ]


Dennis 2006 142/429 147/430 67.4 % 0.97 [ 0.80, 1.17 ]


Dong 1996 0/256 3/264 0.3 % 0.15 [ 0.01, 2.84 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.3 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.3 % 0.22 [ 0.01, 4.29 ]


Kearns 1992 0/16 1/15 0.2 % 0.31 [ 0.01, 7.15 ]


Ledinghen 1997 2/12 1/10 0.5 % 1.67 [ 0.18, 15.80 ]


Malhotra 2004 12/98 16/97 4.9 % 0.74 [ 0.37, 1.49 ]


Maude 2011 9/27 6/29 3.0 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 11/68 14/68 4.7 % 0.79 [ 0.38, 1.61 ]


Nguyen 2012 4/14 4/14 1.7 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 0/20 Not estimable


Pupelis 2000 1/11 5/18 0.6 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.6 % 0.14 [ 0.02, 1.09 ]


Sabin 1998 2/40 3/40 0.8 % 0.67 [ 0.12, 3.78 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Singh 1998 2/21 2/22 0.7 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.5 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 0/11 1/15 0.2 % 0.44 [ 0.02, 9.98 ]


Sullivan 1998 0/8 3/10 0.3 % 0.17 [ 0.01, 2.96 ]


Vicic 2013 5/52 10/49 2.4 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.5 % 2.00 [ 0.24, 16.97 ]


Wu 2007a 3/215 2/108 0.8 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 1/50 3/50 0.5 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 0/15 Not estimable


Zhong 2014 1/60 7/60 0.6 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 3.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 1962 1760 100.0 % 0.88 [ 0.75, 1.03 ]


Total events: 230 (Nutrition support), 263 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 28.14, df = 30 (P = 0.56); I2 =0.0%


Test for overall effect: Z = 1.63 (P = 0.10)


2 Low risk of bias


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 1962 1760 100.0 % 0.88 [ 0.75, 1.03 ]


Total events: 230 (Nutrition support), 263 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 28.14, df = 30 (P = 0.56); I2 =0.0%


Test for overall effect: Z = 1.63 (P = 0.10)


Test for subgroup differences: Not applicable
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Analysis 21.3. Comparison 21 Enteral - All cause mortality - end of intervention, Outcome 3 All-cause


mortality - medical speciality.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 21 Enteral - All cause mortality - end of intervention


Outcome: 3 All-cause mortality - medical speciality


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Cardiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Medical gastroenterology and hepatology


Kearns 1992 0/16 1/15 0.2 % 0.31 [ 0.01, 7.15 ]


Ledinghen 1997 2/12 1/10 0.5 % 1.67 [ 0.18, 15.80 ]


Moreno 2016 11/68 14/68 4.7 % 0.79 [ 0.38, 1.61 ]


Zhang 2013 1/50 3/50 0.5 % 0.33 [ 0.04, 3.10 ]


Subtotal (95% CI) 146 143 5.9 % 0.75 [ 0.40, 1.42 ]


Total events: 14 (Nutrition support), 19 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.31, df = 3 (P = 0.73); I2 =0.0%


Test for overall effect: Z = 0.89 (P = 0.37)


3 Geriatrics


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Pulmonary disease


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Endocrinology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


6 Infectious diseases


Maude 2011 9/27 6/29 3.0 % 1.61 [ 0.66, 3.92 ]


Subtotal (95% CI) 27 29 3.0 % 1.61 [ 0.66, 3.92 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 9 (Nutrition support), 6 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.05 (P = 0.29)


7 Rheumatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


8 Haematology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


9 Nephrology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


10 Gastroenterologic surgery


Beier-Holgersen 1999 2/30 4/30 0.9 % 0.50 [ 0.10, 2.53 ]


Malhotra 2004 12/98 16/97 4.9 % 0.74 [ 0.37, 1.49 ]


Page 2002 0/20 0/20 Not estimable


Pupelis 2000 1/11 5/18 0.6 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.6 % 0.14 [ 0.02, 1.09 ]


Singh 1998 2/21 2/22 0.7 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.5 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 0/11 1/15 0.2 % 0.44 [ 0.02, 9.98 ]


Von Meyenfeldt 1992b 4/50 1/25 0.5 % 2.00 [ 0.24, 16.97 ]


Wu 2007a 3/215 2/108 0.8 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Zheng 2001a 0/65 0/15 Not estimable


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 620 443 9.7 % 0.72 [ 0.44, 1.18 ]


Total events: 29 (Nutrition support), 39 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 6.88, df = 8 (P = 0.55); I2 =0.0%


Test for overall effect: Z = 1.29 (P = 0.20)


11 Trauma surgery


Chuntrasakul 1996 1/21 1/17 0.3 % 0.81 [ 0.05, 12.01 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Vicic 2013 5/52 10/49 2.4 % 0.47 [ 0.17, 1.28 ]


Subtotal (95% CI) 73 66 2.7 % 0.50 [ 0.20, 1.28 ]


Total events: 6 (Nutrition support), 11 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.14, df = 1 (P = 0.71); I2 =0.0%


Test for overall effect: Z = 1.44 (P = 0.15)


12 Orthopaedics


Bastow 1983a 5/39 4/35 1.6 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 1.0 % 0.37 [ 0.08, 1.71 ]


Hartgrink 1998 7/55 0/53 0.3 % 14.46 [ 0.85, 247.12 ]


Sullivan 1998 0/8 3/10 0.3 % 0.17 [ 0.01, 2.96 ]


Subtotal (95% CI) 127 121 3.2 % 0.89 [ 0.21, 3.81 ]


Total events: 14 (Nutrition support), 12 (Control)


Heterogeneity: Tau2 = 1.16; Chi2 = 6.77, df = 3 (P = 0.08); I2 =56%


Test for overall effect: Z = 0.15 (P = 0.88)


13 Plastic, reconstructive and aesthetic surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


14 Vascular surgery


Fletcher 1986b 0/9 0/4 Not estimable


Subtotal (95% CI) 9 4 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


15 Transplant surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


16 Urology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


17 Thoracic surgery


Carr 1996 0/14 1/14 0.2 % 0.33 [ 0.01, 7.55 ]


Dong 1996 0/256 3/264 0.3 % 0.15 [ 0.01, 2.84 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Subtotal (95% CI) 270 278 0.5 % 0.22 [ 0.03, 1.86 ]


Total events: 0 (Nutrition support), 4 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.14, df = 1 (P = 0.71); I2 =0.0%


Test for overall effect: Z = 1.40 (P = 0.16)


18 Neurological surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


19 Oro-maxillo-facial surgery


Bokhorst-de 2000 1/15 0/17 0.2 % 3.38 [ 0.15, 77.12 ]


Subtotal (95% CI) 15 17 0.2 % 3.38 [ 0.15, 77.12 ]


Total events: 1 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.76 (P = 0.45)


20 Anaesthesiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


21 Emergency medicine


Hill 2002 0/22 2/24 0.3 % 0.22 [ 0.01, 4.29 ]


Nguyen 2012 4/14 4/14 1.7 % 1.00 [ 0.31, 3.23 ]


Sabin 1998 2/40 3/40 0.8 % 0.67 [ 0.12, 3.78 ]


Subtotal (95% CI) 76 78 2.8 % 0.77 [ 0.31, 1.94 ]


Total events: 6 (Nutrition support), 9 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.96, df = 2 (P = 0.62); I2 =0.0%


Test for overall effect: Z = 0.55 (P = 0.58)


22 Psychiatry


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


23 Neurology


Dennis 2006 142/429 147/430 67.4 % 0.97 [ 0.80, 1.17 ]


Zhong 2014 1/60 7/60 0.6 % 0.14 [ 0.02, 1.13 ]


Zhu 2012b 8/32 7/16 3.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 521 506 71.5 % 0.67 [ 0.33, 1.37 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 151 (Nutrition support), 161 (Control)


Heterogeneity: Tau2 = 0.22; Chi2 = 4.75, df = 2 (P = 0.09); I2 =58%


Test for overall effect: Z = 1.09 (P = 0.27)


24 Oncology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


25 Dermatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


26 Gynaecology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


27 Mixed


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Subtotal (95% CI) 78 75 0.5 % 0.32 [ 0.03, 2.99 ]


Total events: 0 (Nutrition support), 2 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.00, df = 1 (P = 1.00); I2 =0.0%


Test for overall effect: Z = 1.00 (P = 0.32)


Total (95% CI) 1962 1760 100.0 % 0.88 [ 0.75, 1.03 ]


Total events: 230 (Nutrition support), 263 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 28.14, df = 30 (P = 0.56); I2 =0.0%


Test for overall effect: Z = 1.63 (P = 0.10)


Test for subgroup differences: Chi2 = 6.43, df = 9 (P = 0.70), I2 =0.0%


0.01 0.1 1 10 100


Favours nutrition support Favours control


977Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Analysis 21.4. Comparison 21 Enteral - All cause mortality - end of intervention, Outcome 4 All-cause


mortality - based on adequacy of the amount of calories.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 21 Enteral - All cause mortality - end of intervention


Outcome: 4 All-cause mortality - based on adequacy of the amount of calories


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Clearly adequate in experimental group and clearly inadequate in control group


Chuntrasakul 1996 1/21 1/17 0.3 % 0.81 [ 0.05, 12.01 ]


Ledinghen 1997 2/12 1/10 0.5 % 1.67 [ 0.18, 15.80 ]


Malhotra 2004 12/98 16/97 4.9 % 0.74 [ 0.37, 1.49 ]


Page 2002 0/20 0/20 Not estimable


Sullivan 1998 0/8 3/10 0.3 % 0.17 [ 0.01, 2.96 ]


Wu 2007a 3/215 2/108 0.8 % 0.75 [ 0.13, 4.44 ]


Zhang 2013 1/50 3/50 0.5 % 0.33 [ 0.04, 3.10 ]


Subtotal (95% CI) 424 312 7.3 % 0.70 [ 0.40, 1.25 ]


Total events: 19 (Nutrition support), 26 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.99, df = 5 (P = 0.85); I2 =0.0%


Test for overall effect: Z = 1.21 (P = 0.23)


2 Inadequate in the experimental group or adequate in the control group


Bastow 1983a 5/39 4/35 1.6 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 1.0 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.9 % 0.50 [ 0.10, 2.53 ]


Bokhorst-de 2000 1/15 0/17 0.2 % 3.38 [ 0.15, 77.12 ]


Carr 1996 0/14 1/14 0.2 % 0.33 [ 0.01, 7.55 ]


Hartgrink 1998 7/55 0/53 0.3 % 14.46 [ 0.85, 247.12 ]


Pupelis 2001 1/30 7/30 0.6 % 0.14 [ 0.02, 1.09 ]


Subtotal (95% CI) 208 202 4.8 % 0.72 [ 0.28, 1.85 ]


Total events: 18 (Nutrition support), 21 (Control)


Heterogeneity: Tau2 = 0.58; Chi2 = 9.56, df = 6 (P = 0.14); I2 =37%


Test for overall effect: Z = 0.68 (P = 0.49)


3 Experimental group is overfed


Kearns 1992 0/16 1/15 0.2 % 0.31 [ 0.01, 7.15 ]


Singh 1998 2/21 2/22 0.7 % 1.05 [ 0.16, 6.77 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Subtotal (95% CI) 37 37 0.9 % 0.76 [ 0.15, 3.79 ]


Total events: 2 (Nutrition support), 3 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.43, df = 1 (P = 0.51); I2 =0.0%


Test for overall effect: Z = 0.33 (P = 0.74)


4 Unclear intake in experimental group or control group


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]


Dennis 2006 142/429 147/430 67.4 % 0.97 [ 0.80, 1.17 ]


Dong 1996 0/256 3/264 0.3 % 0.15 [ 0.01, 2.84 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hill 2002 0/22 2/24 0.3 % 0.22 [ 0.01, 4.29 ]


Maude 2011 9/27 6/29 3.0 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 11/68 14/68 4.7 % 0.79 [ 0.38, 1.61 ]


Nguyen 2012 4/14 4/14 1.7 % 1.00 [ 0.31, 3.23 ]


Pupelis 2000 1/11 5/18 0.6 % 0.33 [ 0.04, 2.45 ]


Sabin 1998 2/40 3/40 0.8 % 0.67 [ 0.12, 3.78 ]


Smith 1985 4/25 1/25 0.5 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 0/11 1/15 0.2 % 0.44 [ 0.02, 9.98 ]


Vicic 2013 5/52 10/49 2.4 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.5 % 2.00 [ 0.24, 16.97 ]


Xu 2003 0/20 0/20 Not estimable


Zheng 2001a 0/65 0/15 Not estimable


Zhong 2014 1/60 7/60 0.6 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 3.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 1293 1209 87.0 % 0.89 [ 0.73, 1.08 ]


Total events: 191 (Nutrition support), 213 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 15.25, df = 15 (P = 0.43); I2 =2%


Test for overall effect: Z = 1.18 (P = 0.24)


Total (95% CI) 1962 1760 100.0 % 0.88 [ 0.75, 1.03 ]


Total events: 230 (Nutrition support), 263 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 28.14, df = 30 (P = 0.56); I2 =0.0%


Test for overall effect: Z = 1.63 (P = 0.10)


Test for subgroup differences: Chi2 = 0.76, df = 3 (P = 0.86), I2 =0.0%
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Analysis 21.5. Comparison 21 Enteral - All cause mortality - end of intervention, Outcome 5 All-cause


mortality - different screening tools.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 21 Enteral - All cause mortality - end of intervention


Outcome: 5 All-cause mortality - different screening tools


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 NRS 2002


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 MUST


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 MNA


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 SGA


Wu 2007a 3/215 2/108 0.8 % 0.75 [ 0.13, 4.44 ]


Subtotal (95% CI) 215 108 0.8 % 0.75 [ 0.13, 4.44 ]


Total events: 3 (Nutrition support), 2 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.31 (P = 0.75)


5 Other means


Bastow 1983a 5/39 4/35 1.6 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 1.0 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.9 % 0.50 [ 0.10, 2.53 ]


Bokhorst-de 2000 1/15 0/17 0.2 % 3.38 [ 0.15, 77.12 ]


Carr 1996 0/14 1/14 0.2 % 0.33 [ 0.01, 7.55 ]


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Chuntrasakul 1996 1/21 1/17 0.3 % 0.81 [ 0.05, 12.01 ]


Dennis 2006 142/429 147/430 67.4 % 0.97 [ 0.80, 1.17 ]


Dong 1996 0/256 3/264 0.3 % 0.15 [ 0.01, 2.84 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.3 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.3 % 0.22 [ 0.01, 4.29 ]


Kearns 1992 0/16 1/15 0.2 % 0.31 [ 0.01, 7.15 ]


Ledinghen 1997 2/12 1/10 0.5 % 1.67 [ 0.18, 15.80 ]


Malhotra 2004 12/98 16/97 4.9 % 0.74 [ 0.37, 1.49 ]


Maude 2011 9/27 6/29 3.0 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 11/68 14/68 4.7 % 0.79 [ 0.38, 1.61 ]


Nguyen 2012 4/14 4/14 1.7 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 0/20 Not estimable


Pupelis 2000 1/11 5/18 0.6 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.6 % 0.14 [ 0.02, 1.09 ]


Sabin 1998 2/40 3/40 0.8 % 0.67 [ 0.12, 3.78 ]


Singh 1998 2/21 2/22 0.7 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.5 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 0/11 1/15 0.2 % 0.44 [ 0.02, 9.98 ]


Sullivan 1998 0/8 3/10 0.3 % 0.17 [ 0.01, 2.96 ]


Vicic 2013 5/52 10/49 2.4 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.5 % 2.00 [ 0.24, 16.97 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 1/50 3/50 0.5 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 0/15 Not estimable


Zhong 2014 1/60 7/60 0.6 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 3.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 1747 1652 99.2 % 0.88 [ 0.75, 1.03 ]


Total events: 227 (Nutrition support), 261 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 28.11, df = 29 (P = 0.51); I2 =0.0%
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Test for overall effect: Z = 1.61 (P = 0.11)


Total (95% CI) 1962 1760 100.0 % 0.88 [ 0.75, 1.03 ]


Total events: 230 (Nutrition support), 263 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 28.14, df = 30 (P = 0.56); I2 =0.0%


Test for overall effect: Z = 1.63 (P = 0.10)


Test for subgroup differences: Chi2 = 0.03, df = 1 (P = 0.86), I2 =0.0%
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Analysis 21.6. Comparison 21 Enteral - All cause mortality - end of intervention, Outcome 6 All-cause


mortality - participants characterised as ’at nutritional risk’ due to one of the following conditions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 21 Enteral - All cause mortality - end of intervention


Outcome: 6 All-cause mortality - participants characterised as ’at nutritional risk’ due to one of the following conditions


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Major surgery


Bastow 1983a 5/39 4/35 1.6 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 1.0 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.9 % 0.50 [ 0.10, 2.53 ]


Carr 1996 0/14 1/14 0.2 % 0.33 [ 0.01, 7.55 ]


Dong 1996 0/256 3/264 0.3 % 0.15 [ 0.01, 2.84 ]


Fletcher 1986b 0/9 0/4 Not estimable


Malhotra 2004 12/98 16/97 4.9 % 0.74 [ 0.37, 1.49 ]


Page 2002 0/20 0/20 Not estimable


Pupelis 2000 1/11 5/18 0.6 % 0.33 [ 0.04, 2.45 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Pupelis 2001 1/30 7/30 0.6 % 0.14 [ 0.02, 1.09 ]


Singh 1998 2/21 2/22 0.7 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.5 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 0/11 1/15 0.2 % 0.44 [ 0.02, 9.98 ]


Von Meyenfeldt 1992b 4/50 1/25 0.5 % 2.00 [ 0.24, 16.97 ]


Wu 2007a 3/215 2/108 0.8 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Zheng 2001a 0/65 0/15 Not estimable


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 963 783 12.8 % 0.69 [ 0.45, 1.06 ]


Total events: 36 (Nutrition support), 52 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 9.44, df = 12 (P = 0.67); I2 =0.0%


Test for overall effect: Z = 1.69 (P = 0.090)


2 Stroke


Dennis 2006 142/429 147/430 67.4 % 0.97 [ 0.80, 1.17 ]


Zhong 2014 1/60 7/60 0.6 % 0.14 [ 0.02, 1.13 ]


Zhu 2012b 8/32 7/16 3.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 521 506 71.5 % 0.67 [ 0.33, 1.37 ]


Total events: 151 (Nutrition support), 161 (Control)


Heterogeneity: Tau2 = 0.22; Chi2 = 4.75, df = 2 (P = 0.09); I2 =58%


Test for overall effect: Z = 1.09 (P = 0.27)


3 ICU participants including trauma


Chuntrasakul 1996 1/21 1/17 0.3 % 0.81 [ 0.05, 12.01 ]


Hill 2002 0/22 2/24 0.3 % 0.22 [ 0.01, 4.29 ]


Nguyen 2012 4/14 4/14 1.7 % 1.00 [ 0.31, 3.23 ]


Sabin 1998 2/40 3/40 0.8 % 0.67 [ 0.12, 3.78 ]


Vicic 2013 5/52 10/49 2.4 % 0.47 [ 0.17, 1.28 ]


Subtotal (95% CI) 149 144 5.5 % 0.62 [ 0.32, 1.21 ]


Total events: 12 (Nutrition support), 20 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.48, df = 4 (P = 0.83); I2 =0.0%


Test for overall effect: Z = 1.40 (P = 0.16)


4 Frail elderly participants with less severe conditions known to increase protein requirements


Hartgrink 1998 7/55 0/53 0.3 % 14.46 [ 0.85, 247.12 ]


Sullivan 1998 0/8 3/10 0.3 % 0.17 [ 0.01, 2.96 ]


Subtotal (95% CI) 63 63 0.6 % 1.59 [ 0.02, 125.73 ]


Total events: 7 (Nutrition support), 3 (Control)
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Heterogeneity: Tau2 = 7.86; Chi2 = 4.76, df = 1 (P = 0.03); I2 =79%


Test for overall effect: Z = 0.21 (P = 0.84)


5 Participants do not fall into one of the categories above


Bokhorst-de 2000 1/15 0/17 0.2 % 3.38 [ 0.15, 77.12 ]


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]


Kearns 1992 0/16 1/15 0.2 % 0.31 [ 0.01, 7.15 ]


Ledinghen 1997 2/12 1/10 0.5 % 1.67 [ 0.18, 15.80 ]


Maude 2011 9/27 6/29 3.0 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 11/68 14/68 4.7 % 0.79 [ 0.38, 1.61 ]


Zhang 2013 1/50 3/50 0.5 % 0.33 [ 0.04, 3.10 ]


Subtotal (95% CI) 266 264 9.6 % 0.95 [ 0.58, 1.56 ]


Total events: 24 (Nutrition support), 27 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 4.77, df = 7 (P = 0.69); I2 =0.0%


Test for overall effect: Z = 0.21 (P = 0.84)


Total (95% CI) 1962 1760 100.0 % 0.88 [ 0.75, 1.03 ]


Total events: 230 (Nutrition support), 263 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 28.14, df = 30 (P = 0.56); I2 =0.0%


Test for overall effect: Z = 1.63 (P = 0.10)


Test for subgroup differences: Chi2 = 1.49, df = 4 (P = 0.83), I2 =0.0%
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Analysis 21.7. Comparison 21 Enteral - All cause mortality - end of intervention, Outcome 7 All-cause


mortality - participants characterised as ’at nutritional risk’ due to one of the following criteria.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 21 Enteral - All cause mortality - end of intervention


Outcome: 7 All-cause mortality - participants characterised as ’at nutritional risk’ due to one of the following criteria


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 BMI less than 20.5 kg/m2


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Weight loss of at least 5% during the last three months


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 Weight loss of at least 10% during the last six months


Bokhorst-de 2000 1/15 0/17 0.2 % 3.38 [ 0.15, 77.12 ]


Subtotal (95% CI) 15 17 0.2 % 3.38 [ 0.15, 77.12 ]


Total events: 1 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.76 (P = 0.45)


4 Insufficient food intake during the last week (50% of requirements or less)


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Participants characterised as ’at nutritional risk’ by other means


Bastow 1983a 5/39 4/35 1.6 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 1.0 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.9 % 0.50 [ 0.10, 2.53 ]


Carr 1996 0/14 1/14 0.2 % 0.33 [ 0.01, 7.55 ]


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.3 % 0.81 [ 0.05, 12.01 ]


Dennis 2006 142/429 147/430 67.4 % 0.97 [ 0.80, 1.17 ]


Dong 1996 0/256 3/264 0.3 % 0.15 [ 0.01, 2.84 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.3 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.3 % 0.22 [ 0.01, 4.29 ]


Kearns 1992 0/16 1/15 0.2 % 0.31 [ 0.01, 7.15 ]


Ledinghen 1997 2/12 1/10 0.5 % 1.67 [ 0.18, 15.80 ]


Malhotra 2004 12/98 16/97 4.9 % 0.74 [ 0.37, 1.49 ]


Maude 2011 9/27 6/29 3.0 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 11/68 14/68 4.7 % 0.79 [ 0.38, 1.61 ]


Nguyen 2012 4/14 4/14 1.7 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 0/20 Not estimable


Pupelis 2000 1/11 5/18 0.6 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.6 % 0.14 [ 0.02, 1.09 ]


Sabin 1998 2/40 3/40 0.8 % 0.67 [ 0.12, 3.78 ]


Singh 1998 2/21 2/22 0.7 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.5 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 0/11 1/15 0.2 % 0.44 [ 0.02, 9.98 ]


Sullivan 1998 0/8 3/10 0.3 % 0.17 [ 0.01, 2.96 ]


Vicic 2013 5/52 10/49 2.4 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.5 % 2.00 [ 0.24, 16.97 ]


Wu 2007a 3/215 2/108 0.8 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 1/50 3/50 0.5 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 0/15 Not estimable


Zhong 2014 1/60 7/60 0.6 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 3.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 1947 1743 99.8 % 0.88 [ 0.75, 1.02 ]


Total events: 229 (Nutrition support), 263 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 27.45, df = 29 (P = 0.55); I2 =0.0%


Test for overall effect: Z = 1.67 (P = 0.094)


Total (95% CI) 1962 1760 100.0 % 0.88 [ 0.75, 1.03 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 230 (Nutrition support), 263 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 28.14, df = 30 (P = 0.56); I2 =0.0%


Test for overall effect: Z = 1.63 (P = 0.10)


Test for subgroup differences: Chi2 = 0.71, df = 1 (P = 0.40), I2 =0.0%
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Analysis 21.8. Comparison 21 Enteral - All cause mortality - end of intervention, Outcome 8 All-cause


mortality - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 21 Enteral - All cause mortality - end of intervention


Outcome: 8 All-cause mortality - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Biomarkers


Dong 1996 0/256 3/264 0.3 % 0.15 [ 0.01, 2.84 ]


Subtotal (95% CI) 256 264 0.3 % 0.15 [ 0.01, 2.84 ]


Total events: 0 (Nutrition support), 3 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.27 (P = 0.20)


2 Anthropometric measures


Bastow 1983a 5/39 4/35 1.6 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 1.0 % 0.37 [ 0.08, 1.71 ]


Subtotal (95% CI) 64 58 2.6 % 0.71 [ 0.24, 2.08 ]


Total events: 7 (Nutrition support), 9 (Control)


Heterogeneity: Tau2 = 0.12; Chi2 = 1.23, df = 1 (P = 0.27); I2 =19%


Test for overall effect: Z = 0.63 (P = 0.53)


3 Characterised by other means


Beier-Holgersen 1999 2/30 4/30 0.9 % 0.50 [ 0.10, 2.53 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Bokhorst-de 2000 1/15 0/17 0.2 % 3.38 [ 0.15, 77.12 ]


Carr 1996 0/14 1/14 0.2 % 0.33 [ 0.01, 7.55 ]


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.3 % 0.81 [ 0.05, 12.01 ]


Dennis 2006 142/429 147/430 67.4 % 0.97 [ 0.80, 1.17 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.3 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.3 % 0.22 [ 0.01, 4.29 ]


Kearns 1992 0/16 1/15 0.2 % 0.31 [ 0.01, 7.15 ]


Ledinghen 1997 2/12 1/10 0.5 % 1.67 [ 0.18, 15.80 ]


Malhotra 2004 12/98 16/97 4.9 % 0.74 [ 0.37, 1.49 ]


Maude 2011 9/27 6/29 3.0 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 11/68 14/68 4.7 % 0.79 [ 0.38, 1.61 ]


Nguyen 2012 4/14 4/14 1.7 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 0/20 Not estimable


Pupelis 2000 1/11 5/18 0.6 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.6 % 0.14 [ 0.02, 1.09 ]


Sabin 1998 2/40 3/40 0.8 % 0.67 [ 0.12, 3.78 ]


Singh 1998 2/21 2/22 0.7 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.5 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 0/11 1/15 0.2 % 0.44 [ 0.02, 9.98 ]


Sullivan 1998 0/8 3/10 0.3 % 0.17 [ 0.01, 2.96 ]


Vicic 2013 5/52 10/49 2.4 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.5 % 2.00 [ 0.24, 16.97 ]


Wu 2007a 3/215 2/108 0.8 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 1/50 3/50 0.5 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 0/15 Not estimable


Zhong 2014 1/60 7/60 0.6 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


988Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zhu 2012b 8/32 7/16 3.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 1642 1438 97.2 % 0.89 [ 0.76, 1.04 ]


Total events: 223 (Nutrition support), 251 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 25.28, df = 27 (P = 0.56); I2 =0.0%


Test for overall effect: Z = 1.48 (P = 0.14)


Total (95% CI) 1962 1760 100.0 % 0.88 [ 0.75, 1.03 ]


Total events: 230 (Nutrition support), 263 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 28.14, df = 30 (P = 0.56); I2 =0.0%


Test for overall effect: Z = 1.63 (P = 0.10)


Test for subgroup differences: Chi2 = 1.57, df = 2 (P = 0.46), I2 =0.0%
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Analysis 21.9. Comparison 21 Enteral - All cause mortality - end of intervention, Outcome 9 All-cause


mortality - randomisation year.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 21 Enteral - All cause mortality - end of intervention


Outcome: 9 All-cause mortality - randomisation year


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Before 1960


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 1960-1979


Sonnenfeld 1978 0/11 1/15 0.2 % 0.44 [ 0.02, 9.98 ]


Subtotal (95% CI) 11 15 0.2 % 0.44 [ 0.02, 9.98 ]


Total events: 0 (Nutrition support), 1 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.51 (P = 0.61)


3 1980-1999


Bastow 1983a 5/39 4/35 1.6 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 1.0 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.9 % 0.50 [ 0.10, 2.53 ]


Bokhorst-de 2000 1/15 0/17 0.2 % 3.38 [ 0.15, 77.12 ]


Carr 1996 0/14 1/14 0.2 % 0.33 [ 0.01, 7.55 ]


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.3 % 0.81 [ 0.05, 12.01 ]


Dennis 2006 142/429 147/430 67.4 % 0.97 [ 0.80, 1.17 ]


Dong 1996 0/256 3/264 0.3 % 0.15 [ 0.01, 2.84 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.3 % 14.46 [ 0.85, 247.12 ]


Kearns 1992 0/16 1/15 0.2 % 0.31 [ 0.01, 7.15 ]


Ledinghen 1997 2/12 1/10 0.5 % 1.67 [ 0.18, 15.80 ]


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Pupelis 2000 1/11 5/18 0.6 % 0.33 [ 0.04, 2.45 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Pupelis 2001 1/30 7/30 0.6 % 0.14 [ 0.02, 1.09 ]


Sabin 1998 2/40 3/40 0.8 % 0.67 [ 0.12, 3.78 ]


Singh 1998 2/21 2/22 0.7 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.5 % 4.00 [ 0.48, 33.33 ]


Sullivan 1998 0/8 3/10 0.3 % 0.17 [ 0.01, 2.96 ]


Von Meyenfeldt 1992b 4/50 1/25 0.5 % 2.00 [ 0.24, 16.97 ]


Zheng 2001a 0/65 0/15 Not estimable


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 1273 1190 77.4 % 0.93 [ 0.78, 1.11 ]


Total events: 176 (Nutrition support), 191 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 18.11, df = 19 (P = 0.51); I2 =0.0%


Test for overall effect: Z = 0.79 (P = 0.43)


4 After 1999


Hill 2002 0/22 2/24 0.3 % 0.22 [ 0.01, 4.29 ]


Malhotra 2004 12/98 16/97 4.9 % 0.74 [ 0.37, 1.49 ]


Maude 2011 9/27 6/29 3.0 % 1.61 [ 0.66, 3.92 ]


Moreno 2016 11/68 14/68 4.7 % 0.79 [ 0.38, 1.61 ]


Nguyen 2012 4/14 4/14 1.7 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 0/20 Not estimable


Vicic 2013 5/52 10/49 2.4 % 0.47 [ 0.17, 1.28 ]


Wu 2007a 3/215 2/108 0.8 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 1/50 3/50 0.5 % 0.33 [ 0.04, 3.10 ]


Zhong 2014 1/60 7/60 0.6 % 0.14 [ 0.02, 1.13 ]


Zhu 2012b 8/32 7/16 3.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 678 555 22.3 % 0.73 [ 0.52, 1.00 ]


Total events: 54 (Nutrition support), 71 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 8.07, df = 9 (P = 0.53); I2 =0.0%


Test for overall effect: Z = 1.93 (P = 0.054)


Total (95% CI) 1962 1760 100.0 % 0.88 [ 0.75, 1.03 ]


Total events: 230 (Nutrition support), 263 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 28.14, df = 30 (P = 0.56); I2 =0.0%


Test for overall effect: Z = 1.63 (P = 0.10)


Test for subgroup differences: Chi2 = 1.94, df = 2 (P = 0.38), I2 =0.0%
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Analysis 21.10. Comparison 21 Enteral - All cause mortality - end of intervention, Outcome 10 All-cause


mortality - trials where the intervention lasts fewer than three days compared with trials where the


intervention lasts three days or more.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 21 Enteral - All cause mortality - end of intervention


Outcome: 10 All-cause mortality - trials where the intervention lasts fewer than three days compared with trials where the intervention lasts three days or more


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Three days or more


Bastow 1983a 5/39 4/35 1.6 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 1.0 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.9 % 0.50 [ 0.10, 2.53 ]


Bokhorst-de 2000 1/15 0/17 0.2 % 3.38 [ 0.15, 77.12 ]


Carr 1996 0/14 1/14 0.2 % 0.33 [ 0.01, 7.55 ]


Chuntrasakul 1996 1/21 1/17 0.3 % 0.81 [ 0.05, 12.01 ]


Dennis 2006 142/429 147/430 67.4 % 0.97 [ 0.80, 1.17 ]


Dong 1996 0/256 3/264 0.3 % 0.15 [ 0.01, 2.84 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.3 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.3 % 0.22 [ 0.01, 4.29 ]


Kearns 1992 0/16 1/15 0.2 % 0.31 [ 0.01, 7.15 ]


Ledinghen 1997 2/12 1/10 0.5 % 1.67 [ 0.18, 15.80 ]


Malhotra 2004 12/98 16/97 4.9 % 0.74 [ 0.37, 1.49 ]


Moreno 2016 11/68 14/68 4.7 % 0.79 [ 0.38, 1.61 ]


Nguyen 2012 4/14 4/14 1.7 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 0/20 Not estimable


Pupelis 2000 1/11 5/18 0.6 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.6 % 0.14 [ 0.02, 1.09 ]


Singh 1998 2/21 2/22 0.7 % 1.05 [ 0.16, 6.77 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Smith 1985 4/25 1/25 0.5 % 4.00 [ 0.48, 33.33 ]


Sullivan 1998 0/8 3/10 0.3 % 0.17 [ 0.01, 2.96 ]


Vicic 2013 5/52 10/49 2.4 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.5 % 2.00 [ 0.24, 16.97 ]


Wu 2007a 3/215 2/108 0.8 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 1/50 3/50 0.5 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 0/15 Not estimable


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 3.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 1746 1541 94.9 % 0.88 [ 0.75, 1.03 ]


Total events: 218 (Nutrition support), 244 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 22.20, df = 24 (P = 0.57); I2 =0.0%


Test for overall effect: Z = 1.58 (P = 0.11)


2 Less than three days


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]


Maude 2011 9/27 6/29 3.0 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Sabin 1998 2/40 3/40 0.8 % 0.67 [ 0.12, 3.78 ]


Sonnenfeld 1978 0/11 1/15 0.2 % 0.44 [ 0.02, 9.98 ]


Zhong 2014 1/60 7/60 0.6 % 0.14 [ 0.02, 1.13 ]


Subtotal (95% CI) 216 219 5.1 % 0.68 [ 0.28, 1.65 ]


Total events: 12 (Nutrition support), 19 (Control)


Heterogeneity: Tau2 = 0.25; Chi2 = 6.26, df = 5 (P = 0.28); I2 =20%


Test for overall effect: Z = 0.84 (P = 0.40)


3 Unknown


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 1962 1760 100.0 % 0.88 [ 0.75, 1.03 ]


Total events: 230 (Nutrition support), 263 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 28.14, df = 30 (P = 0.56); I2 =0.0%


Test for overall effect: Z = 1.63 (P = 0.10)


Test for subgroup differences: Chi2 = 0.30, df = 1 (P = 0.58), I2 =0.0%
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Analysis 21.11. Comparison 21 Enteral - All cause mortality - end of intervention, Outcome 11 All-cause


mortality - ’best-worst case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 21 Enteral - All cause mortality - end of intervention


Outcome: 11 All-cause mortality - ’best-worst case’ scenario


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Bastow 1983a 5/39 4/35 1.5 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 1.0 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.9 % 0.50 [ 0.10, 2.53 ]


Bokhorst-de 2000 1/15 0/17 0.2 % 3.38 [ 0.15, 77.12 ]


Carr 1996 0/14 1/14 0.2 % 0.33 [ 0.01, 7.55 ]


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.3 % 0.81 [ 0.05, 12.01 ]


Dennis 2006 142/429 147/430 65.0 % 0.97 [ 0.80, 1.17 ]


Dong 1996 0/256 3/264 0.3 % 0.15 [ 0.01, 2.84 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/70 17/70 3.5 % 0.41 [ 0.18, 0.93 ]


Hill 2002 0/22 2/24 0.3 % 0.22 [ 0.01, 4.29 ]


Kearns 1992 0/16 1/15 0.2 % 0.31 [ 0.01, 7.15 ]


Ledinghen 1997 2/12 1/10 0.5 % 1.67 [ 0.18, 15.80 ]


Malhotra 2004 12/100 19/100 5.2 % 0.63 [ 0.32, 1.23 ]


Maude 2011 9/27 6/29 2.9 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 11/68 14/68 4.5 % 0.79 [ 0.38, 1.61 ]


Nguyen 2012 4/14 4/14 1.7 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 0/20 Not estimable


Pupelis 2000 1/11 5/18 0.6 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.6 % 0.14 [ 0.02, 1.09 ]


Sabin 1998 2/40 3/40 0.8 % 0.67 [ 0.12, 3.78 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Singh 1998 2/21 2/22 0.7 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.5 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 0/11 1/15 0.2 % 0.44 [ 0.02, 9.98 ]


Sullivan 1998 0/8 3/10 0.3 % 0.17 [ 0.01, 2.96 ]


Vicic 2013 5/52 10/49 2.3 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.5 % 2.00 [ 0.24, 16.97 ]


Wu 2007a 3/215 2/108 0.7 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 1/50 3/50 0.5 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 0/15 Not estimable


Zhong 2014 1/60 7/60 0.5 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 3.4 % 0.57 [ 0.25, 1.29 ]


Total (95% CI) 1979 1780 100.0 % 0.84 [ 0.72, 0.98 ]


Total events: 230 (Nutrition support), 283 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 28.56, df = 30 (P = 0.54); I2 =0.0%


Test for overall effect: Z = 2.22 (P = 0.026)


Test for subgroup differences: Not applicable
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Analysis 21.12. Comparison 21 Enteral - All cause mortality - end of intervention, Outcome 12 All-cause


mortality - ’worst-best case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 21 Enteral - All cause mortality - end of intervention


Outcome: 12 All-cause mortality - ’worst-best case’ scenario


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Bastow 1983a 5/39 4/35 1.6 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 1.9 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 1.5 % 0.50 [ 0.10, 2.53 ]


Bokhorst-de 2000 1/15 0/17 0.2 % 3.38 [ 0.15, 77.12 ]


Carr 1996 0/14 1/14 0.6 % 0.33 [ 0.01, 7.55 ]


Choudhry 1996 0/21 1/20 0.6 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.4 % 0.81 [ 0.05, 12.01 ]


Dennis 2006 142/429 147/430 54.4 % 0.97 [ 0.80, 1.17 ]


Dong 1996 0/256 3/264 1.3 % 0.15 [ 0.01, 2.84 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 22/70 0/70 0.2 % 45.00 [ 2.78, 727.58 ]


Hill 2002 0/22 2/24 0.9 % 0.22 [ 0.01, 4.29 ]


Kearns 1992 0/16 1/15 0.6 % 0.31 [ 0.01, 7.15 ]


Ledinghen 1997 2/12 1/10 0.4 % 1.67 [ 0.18, 15.80 ]


Malhotra 2004 14/100 16/100 5.9 % 0.88 [ 0.45, 1.70 ]


Maude 2011 9/27 6/29 2.1 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.6 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 11/68 14/68 5.2 % 0.79 [ 0.38, 1.61 ]


Nguyen 2012 4/14 4/14 1.5 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 0/20 Not estimable


Pupelis 2000 1/11 5/18 1.4 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 2.6 % 0.14 [ 0.02, 1.09 ]


Sabin 1998 2/40 3/40 1.1 % 0.67 [ 0.12, 3.78 ]


Singh 1998 2/21 2/22 0.7 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.4 % 4.00 [ 0.48, 33.33 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Sonnenfeld 1978 0/11 1/15 0.5 % 0.44 [ 0.02, 9.98 ]


Sullivan 1998 0/8 3/10 1.2 % 0.17 [ 0.01, 2.96 ]


Vicic 2013 5/52 10/49 3.8 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.5 % 2.00 [ 0.24, 16.97 ]


Wu 2007a 3/215 2/108 1.0 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 1/50 3/50 1.1 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 0/15 Not estimable


Zhong 2014 1/60 7/60 2.6 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 3.5 % 0.57 [ 0.25, 1.29 ]


Total (95% CI) 1979 1780 100.0 % 0.92 [ 0.79, 1.06 ]


Total events: 247 (Nutrition support), 263 (Control)


Heterogeneity: Chi2 = 31.80, df = 30 (P = 0.38); I2 =6%


Test for overall effect: Z = 1.15 (P = 0.25)


Test for subgroup differences: Not applicable
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Analysis 21.13. Comparison 21 Enteral - All cause mortality - end of intervention, Outcome 13 All-cause


mortality co-interventions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 21 Enteral - All cause mortality - end of intervention


Outcome: 13 All-cause mortality co-interventions


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 received nutrition support as co-intervention


Bokhorst-de 2000 1/15 0/17 0.2 % 3.38 [ 0.15, 77.12 ]


Hill 2002 0/22 2/24 0.3 % 0.22 [ 0.01, 4.29 ]


Zhu 2012b 8/32 7/16 3.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 69 57 4.1 % 0.60 [ 0.28, 1.28 ]


Total events: 9 (Nutrition support), 9 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.63, df = 2 (P = 0.44); I2 =0.0%


Test for overall effect: Z = 1.33 (P = 0.19)


2 did not receive nutrition support as co-intervention


Bastow 1983a 5/39 4/35 1.6 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 1.0 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.9 % 0.50 [ 0.10, 2.53 ]


Carr 1996 0/14 1/14 0.2 % 0.33 [ 0.01, 7.55 ]


Chuntrasakul 1996 1/21 1/17 0.3 % 0.81 [ 0.05, 12.01 ]


Dennis 2006 142/429 147/430 67.4 % 0.97 [ 0.80, 1.17 ]


Dong 1996 0/256 3/264 0.3 % 0.15 [ 0.01, 2.84 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.3 % 14.46 [ 0.85, 247.12 ]


Kearns 1992 0/16 1/15 0.2 % 0.31 [ 0.01, 7.15 ]


Ledinghen 1997 2/12 1/10 0.5 % 1.67 [ 0.18, 15.80 ]


Malhotra 2004 12/98 16/97 4.9 % 0.74 [ 0.37, 1.49 ]


Moreno 2016 11/68 14/68 4.7 % 0.79 [ 0.38, 1.61 ]


Page 2002 0/20 0/20 Not estimable


Pupelis 2000 1/11 5/18 0.6 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.6 % 0.14 [ 0.02, 1.09 ]


Singh 1998 2/21 2/22 0.7 % 1.05 [ 0.16, 6.77 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Smith 1985 4/25 1/25 0.5 % 4.00 [ 0.48, 33.33 ]


Sullivan 1998 0/8 3/10 0.3 % 0.17 [ 0.01, 2.96 ]


Vicic 2013 5/52 10/49 2.4 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.5 % 2.00 [ 0.24, 16.97 ]


Wu 2007a 3/215 2/108 0.8 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 1/50 3/50 0.5 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 0/15 Not estimable


Zhong 2014 1/60 7/60 0.6 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 1723 1530 89.7 % 0.79 [ 0.62, 1.02 ]


Total events: 206 (Nutrition support), 238 (Control)


Heterogeneity: Tau2 = 0.03; Chi2 = 22.62, df = 21 (P = 0.36); I2 =7%


Test for overall effect: Z = 1.82 (P = 0.069)


3 delayed versus early nutrition support


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]


Maude 2011 9/27 6/29 3.0 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Nguyen 2012 4/14 4/14 1.7 % 1.00 [ 0.31, 3.23 ]


Sabin 1998 2/40 3/40 0.8 % 0.67 [ 0.12, 3.78 ]


Sonnenfeld 1978 0/11 1/15 0.2 % 0.44 [ 0.02, 9.98 ]


Subtotal (95% CI) 170 173 6.2 % 1.06 [ 0.57, 1.97 ]


Total events: 15 (Nutrition support), 16 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.59, df = 5 (P = 0.76); I2 =0.0%


Test for overall effect: Z = 0.19 (P = 0.85)


Total (95% CI) 1962 1760 100.0 % 0.88 [ 0.75, 1.03 ]


Total events: 230 (Nutrition support), 263 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 28.14, df = 30 (P = 0.56); I2 =0.0%


Test for overall effect: Z = 1.63 (P = 0.10)


Test for subgroup differences: Chi2 = 1.38, df = 2 (P = 0.50), I2 =0.0%
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Analysis 22.1. Comparison 22 Enteral - All cause mortality - maximum follow-up, Outcome 1 All-cause


mortality - overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 22 Enteral - All cause mortality - maximum follow-up


Outcome: 1 All-cause mortality - overall


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Barlow 2011 3/64 0/57 0.2 % 6.25 [ 0.33, 118.38 ]


Bastow 1983a 5/39 4/35 0.9 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.6 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.5 % 0.50 [ 0.10, 2.53 ]


Bokhorst-de 2000 1/15 0/17 0.1 % 3.38 [ 0.15, 77.12 ]


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Choudhry 1996 3/21 4/20 0.7 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 3/34 2/25 0.5 % 1.10 [ 0.20, 6.12 ]


Chuntrasakul 1996 1/21 3/17 0.3 % 0.27 [ 0.03, 2.37 ]


Dennis 2006 182/429 207/429 63.5 % 0.88 [ 0.76, 1.02 ]


Dong 1996 0/256 3/264 0.2 % 0.15 [ 0.01, 2.84 ]


Eyer 1993 2/19 2/19 0.4 % 1.00 [ 0.16, 6.38 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.2 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Kaur 2005 3/50 4/50 0.7 % 0.75 [ 0.18, 3.18 ]


Kearns 1992 5/16 4/15 1.1 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 3/12 2/10 0.6 % 1.25 [ 0.26, 6.07 ]


Malhotra 2004 12/98 16/97 2.9 % 0.74 [ 0.37, 1.49 ]


Maude 2011 9/27 6/29 1.7 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 30/68 35/68 11.1 % 0.86 [ 0.60, 1.22 ]


Nguyen 2012 4/14 4/14 1.0 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 0/20 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Peck 2004 4/14 5/13 1.2 % 0.74 [ 0.25, 2.18 ]


Pupelis 2000 1/11 5/18 0.3 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.3 % 0.14 [ 0.02, 1.09 ]


Sabin 1998 12/40 10/40 2.7 % 1.20 [ 0.59, 2.45 ]


Singh 1998 4/21 4/22 0.9 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.3 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 0/11 1/15 0.1 % 0.44 [ 0.02, 9.98 ]


Sullivan 1998 0/8 5/10 0.2 % 0.11 [ 0.01, 1.75 ]


Vicic 2013 5/52 10/49 1.4 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.3 % 2.00 [ 0.24, 16.97 ]


Wu 2007a 3/215 2/108 0.4 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 1/50 3/50 0.3 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 1/15 0.1 % 0.08 [ 0.00, 1.89 ]


Zheng 2015 5/75 13/71 1.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 1/60 7/60 0.3 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 2.1 % 0.57 [ 0.25, 1.29 ]


Total (95% CI) 2218 1994 100.0 % 0.84 [ 0.75, 0.95 ]


Total events: 330 (Experimental), 391 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 36.02, df = 37 (P = 0.51); I2 =0.0%


Test for overall effect: Z = 2.83 (P = 0.0047)


Test for subgroup differences: Not applicable
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Analysis 22.2. Comparison 22 Enteral - All cause mortality - maximum follow-up, Outcome 2 All-cause


mortality - bias.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 22 Enteral - All cause mortality - maximum follow-up


Outcome: 2 All-cause mortality - bias


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 High risk of bias


Barlow 2011 3/64 0/57 0.2 % 6.25 [ 0.33, 118.38 ]


Bastow 1983a 5/39 4/35 0.9 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.6 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.5 % 0.50 [ 0.10, 2.53 ]


Bokhorst-de 2000 1/15 0/17 0.1 % 3.38 [ 0.15, 77.12 ]


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Choudhry 1996 3/21 4/20 0.7 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 3/34 2/25 0.5 % 1.10 [ 0.20, 6.12 ]


Chuntrasakul 1996 1/21 3/17 0.3 % 0.27 [ 0.03, 2.37 ]


Dennis 2006 182/429 207/429 63.5 % 0.88 [ 0.76, 1.02 ]


Dong 1996 0/256 3/264 0.2 % 0.15 [ 0.01, 2.84 ]


Eyer 1993 2/19 2/19 0.4 % 1.00 [ 0.16, 6.38 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.2 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Kaur 2005 3/50 4/50 0.7 % 0.75 [ 0.18, 3.18 ]


Kearns 1992 5/16 4/15 1.1 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 3/12 2/10 0.6 % 1.25 [ 0.26, 6.07 ]


Malhotra 2004 12/98 16/97 2.9 % 0.74 [ 0.37, 1.49 ]


Maude 2011 9/27 6/29 1.7 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 30/68 35/68 11.1 % 0.86 [ 0.60, 1.22 ]


Nguyen 2012 4/14 4/14 1.0 % 1.00 [ 0.31, 3.23 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Page 2002 0/20 0/20 Not estimable


Peck 2004 4/14 5/13 1.2 % 0.74 [ 0.25, 2.18 ]


Pupelis 2000 1/11 5/18 0.3 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.3 % 0.14 [ 0.02, 1.09 ]


Sabin 1998 12/40 10/40 2.7 % 1.20 [ 0.59, 2.45 ]


Singh 1998 4/21 4/22 0.9 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.3 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 0/11 1/15 0.1 % 0.44 [ 0.02, 9.98 ]


Sullivan 1998 0/8 5/10 0.2 % 0.11 [ 0.01, 1.75 ]


Vicic 2013 5/52 10/49 1.4 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.3 % 2.00 [ 0.24, 16.97 ]


Wu 2007a 3/215 2/108 0.4 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 1/50 3/50 0.3 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 1/15 0.1 % 0.08 [ 0.00, 1.89 ]


Zheng 2015 5/75 13/71 1.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 1/60 7/60 0.3 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 2.1 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 2218 1994 100.0 % 0.84 [ 0.75, 0.95 ]


Total events: 330 (Experimental), 391 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 36.02, df = 37 (P = 0.51); I2 =0.0%


Test for overall effect: Z = 2.83 (P = 0.0047)


2 Low risk of bias


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 2218 1994 100.0 % 0.84 [ 0.75, 0.95 ]


Total events: 330 (Experimental), 391 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 36.02, df = 37 (P = 0.51); I2 =0.0%


Test for overall effect: Z = 2.83 (P = 0.0047)


Test for subgroup differences: Not applicable
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Analysis 22.3. Comparison 22 Enteral - All cause mortality - maximum follow-up, Outcome 3 All-cause


mortality - medical speciality.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 22 Enteral - All cause mortality - maximum follow-up


Outcome: 3 All-cause mortality - medical speciality


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Cardiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Medical gastroenterology and hepatology


Kearns 1992 5/16 4/15 1.1 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 3/12 2/10 0.6 % 1.25 [ 0.26, 6.07 ]


Moreno 2016 30/68 35/68 11.1 % 0.86 [ 0.60, 1.22 ]


Zhang 2013 1/50 3/50 0.3 % 0.33 [ 0.04, 3.10 ]


Subtotal (95% CI) 146 143 13.0 % 0.88 [ 0.63, 1.21 ]


Total events: 39 (Experimental), 44 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.20, df = 3 (P = 0.75); I2 =0.0%


Test for overall effect: Z = 0.79 (P = 0.43)


3 Geriatrics


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Pulmonary disease


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Endocrinology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


6 Infectious diseases


Maude 2011 9/27 6/29 1.7 % 1.61 [ 0.66, 3.92 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Subtotal (95% CI) 27 29 1.7 % 1.61 [ 0.66, 3.92 ]


Total events: 9 (Experimental), 6 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.05 (P = 0.29)


7 Rheumatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


8 Haematology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


9 Nephrology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


10 Gastroenterologic surgery


Barlow 2011 3/64 0/57 0.2 % 6.25 [ 0.33, 118.38 ]


Beier-Holgersen 1999 2/30 4/30 0.5 % 0.50 [ 0.10, 2.53 ]


Kaur 2005 3/50 4/50 0.7 % 0.75 [ 0.18, 3.18 ]


Malhotra 2004 12/98 16/97 2.9 % 0.74 [ 0.37, 1.49 ]


Page 2002 0/20 0/20 Not estimable


Pupelis 2000 1/11 5/18 0.3 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.3 % 0.14 [ 0.02, 1.09 ]


Singh 1998 4/21 4/22 0.9 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.3 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 0/11 1/15 0.1 % 0.44 [ 0.02, 9.98 ]


Von Meyenfeldt 1992b 4/50 1/25 0.3 % 2.00 [ 0.24, 16.97 ]


Wu 2007a 3/215 2/108 0.4 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Zheng 2001a 0/65 1/15 0.1 % 0.08 [ 0.00, 1.89 ]


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 734 550 7.1 % 0.75 [ 0.48, 1.16 ]


Total events: 37 (Experimental), 46 (Control)
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Heterogeneity: Tau2 = 0.0; Chi2 = 10.95, df = 11 (P = 0.45); I2 =0.0%


Test for overall effect: Z = 1.29 (P = 0.20)


11 Trauma surgery


Chuntrasakul 1996 1/21 3/17 0.3 % 0.27 [ 0.03, 2.37 ]


Eyer 1993 2/19 2/19 0.4 % 1.00 [ 0.16, 6.38 ]


Peck 2004 4/14 5/13 1.2 % 0.74 [ 0.25, 2.18 ]


Vicic 2013 5/52 10/49 1.4 % 0.47 [ 0.17, 1.28 ]


Subtotal (95% CI) 106 98 3.3 % 0.58 [ 0.30, 1.11 ]


Total events: 12 (Experimental), 20 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.19, df = 3 (P = 0.75); I2 =0.0%


Test for overall effect: Z = 1.64 (P = 0.10)


12 Ortopaedics


Bastow 1983a 5/39 4/35 0.9 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.6 % 0.37 [ 0.08, 1.71 ]


Hartgrink 1998 7/55 0/53 0.2 % 14.46 [ 0.85, 247.12 ]


Sullivan 1998 0/8 5/10 0.2 % 0.11 [ 0.01, 1.75 ]


Subtotal (95% CI) 127 121 1.8 % 0.82 [ 0.18, 3.75 ]


Total events: 14 (Experimental), 14 (Control)


Heterogeneity: Tau2 = 1.36; Chi2 = 7.45, df = 3 (P = 0.06); I2 =60%


Test for overall effect: Z = 0.25 (P = 0.80)


13 Plastic, reconstructive, and aesthetic surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


14 Vascular surgery


Fletcher 1986b 0/9 0/4 Not estimable


Subtotal (95% CI) 9 4 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


15 Transplant surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


16 Urology


Subtotal (95% CI) 0 0 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


17 Thoracic surgery


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Dong 1996 0/256 3/264 0.2 % 0.15 [ 0.01, 2.84 ]


Subtotal (95% CI) 270 278 0.3 % 0.22 [ 0.03, 1.86 ]


Total events: 0 (Experimental), 4 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.14, df = 1 (P = 0.71); I2 =0.0%


Test for overall effect: Z = 1.40 (P = 0.16)


18 Neurological surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


19 Oro-maxillo-facial surgery


Bokhorst-de 2000 1/15 0/17 0.1 % 3.38 [ 0.15, 77.12 ]


Subtotal (95% CI) 15 17 0.1 % 3.38 [ 0.15, 77.12 ]


Total events: 1 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.76 (P = 0.45)


20 Anaesthesiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


21 Emergency medicine


Chourdakis 2012 3/34 2/25 0.5 % 1.10 [ 0.20, 6.12 ]


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Nguyen 2012 4/14 4/14 1.0 % 1.00 [ 0.31, 3.23 ]


Sabin 1998 12/40 10/40 2.7 % 1.20 [ 0.59, 2.45 ]


Subtotal (95% CI) 110 103 4.3 % 1.07 [ 0.61, 1.89 ]


Total events: 19 (Experimental), 18 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.24, df = 3 (P = 0.74); I2 =0.0%


Test for overall effect: Z = 0.24 (P = 0.81)


22 Psychiatry


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Heterogeneity: not applicable


Test for overall effect: not applicable


23 Neurology


Dennis 2006 182/429 207/429 63.5 % 0.88 [ 0.76, 1.02 ]


Zheng 2015 5/75 13/71 1.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 1/60 7/60 0.3 % 0.14 [ 0.02, 1.13 ]


Zhu 2012b 8/32 7/16 2.1 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 596 576 67.4 % 0.57 [ 0.31, 1.05 ]


Total events: 196 (Experimental), 234 (Control)


Heterogeneity: Tau2 = 0.20; Chi2 = 7.06, df = 3 (P = 0.07); I2 =57%


Test for overall effect: Z = 1.81 (P = 0.071)


24 Oncology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


25 Dermatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


26 Gynaecology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


27 Mixed


Choudhry 1996 3/21 4/20 0.7 % 0.71 [ 0.18, 2.80 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Subtotal (95% CI) 78 75 0.9 % 0.63 [ 0.18, 2.21 ]


Total events: 3 (Experimental), 5 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.21, df = 1 (P = 0.65); I2 =0.0%


Test for overall effect: Z = 0.72 (P = 0.47)


Total (95% CI) 2218 1994 100.0 % 0.84 [ 0.75, 0.95 ]


Total events: 330 (Experimental), 391 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 36.02, df = 37 (P = 0.51); I2 =0.0%


Test for overall effect: Z = 2.83 (P = 0.0047)


Test for subgroup differences: Chi2 = 8.26, df = 9 (P = 0.51), I2 =0.0%
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Analysis 22.4. Comparison 22 Enteral - All cause mortality - maximum follow-up, Outcome 4 All-cause


mortality - based on adequacy of the amount of calories.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 22 Enteral - All cause mortality - maximum follow-up


Outcome: 4 All-cause mortality - based on adequacy of the amount of calories


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Clearly adequate in intervention and clearly inadequate in control


Barlow 2011 3/64 0/57 0.2 % 6.25 [ 0.33, 118.38 ]


Chourdakis 2012 3/34 2/25 0.5 % 1.10 [ 0.20, 6.12 ]


Chuntrasakul 1996 1/21 3/17 0.3 % 0.27 [ 0.03, 2.37 ]


Eyer 1993 2/19 2/19 0.4 % 1.00 [ 0.16, 6.38 ]


Ledinghen 1997 3/12 2/10 0.6 % 1.25 [ 0.26, 6.07 ]


Malhotra 2004 12/98 16/97 2.9 % 0.74 [ 0.37, 1.49 ]


Page 2002 0/20 0/20 Not estimable


Sullivan 1998 0/8 5/10 0.2 % 0.11 [ 0.01, 1.75 ]


Wu 2007a 3/215 2/108 0.4 % 0.75 [ 0.13, 4.44 ]


Zhang 2013 1/50 3/50 0.3 % 0.33 [ 0.04, 3.10 ]


Subtotal (95% CI) 541 413 5.6 % 0.75 [ 0.46, 1.23 ]


Total events: 28 (Experimental), 35 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 5.90, df = 8 (P = 0.66); I2 =0.0%


Test for overall effect: Z = 1.13 (P = 0.26)


2 Inadequate in the experimental or adequate in the control


Bastow 1983a 5/39 4/35 0.9 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.6 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.5 % 0.50 [ 0.10, 2.53 ]


Bokhorst-de 2000 1/15 0/17 0.1 % 3.38 [ 0.15, 77.12 ]


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Hartgrink 1998 7/55 0/53 0.2 % 14.46 [ 0.85, 247.12 ]


Pupelis 2001 1/30 7/30 0.3 % 0.14 [ 0.02, 1.09 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Subtotal (95% CI) 208 202 2.8 % 0.72 [ 0.28, 1.85 ]


Total events: 18 (Experimental), 21 (Control)


Heterogeneity: Tau2 = 0.58; Chi2 = 9.56, df = 6 (P = 0.14); I2 =37%


Test for overall effect: Z = 0.68 (P = 0.49)


3 Experimental group is overfed


Kaur 2005 3/50 4/50 0.7 % 0.75 [ 0.18, 3.18 ]


Kearns 1992 5/16 4/15 1.1 % 1.17 [ 0.39, 3.56 ]


Singh 1998 4/21 4/22 0.9 % 1.05 [ 0.30, 3.66 ]


Subtotal (95% CI) 87 87 2.7 % 1.01 [ 0.49, 2.08 ]


Total events: 12 (Experimental), 12 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.24, df = 2 (P = 0.89); I2 =0.0%


Test for overall effect: Z = 0.03 (P = 0.98)


4 Unclear intake in control or experimental


Choudhry 1996 3/21 4/20 0.7 % 0.71 [ 0.18, 2.80 ]


Dennis 2006 182/429 207/429 63.5 % 0.88 [ 0.76, 1.02 ]


Dong 1996 0/256 3/264 0.2 % 0.15 [ 0.01, 2.84 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Maude 2011 9/27 6/29 1.7 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 30/68 35/68 11.1 % 0.86 [ 0.60, 1.22 ]


Nguyen 2012 4/14 4/14 1.0 % 1.00 [ 0.31, 3.23 ]


Peck 2004 4/14 5/13 1.2 % 0.74 [ 0.25, 2.18 ]


Pupelis 2000 1/11 5/18 0.3 % 0.33 [ 0.04, 2.45 ]


Sabin 1998 12/40 10/40 2.7 % 1.20 [ 0.59, 2.45 ]


Smith 1985 4/25 1/25 0.3 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 0/11 1/15 0.1 % 0.44 [ 0.02, 9.98 ]


Vicic 2013 5/52 10/49 1.4 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.3 % 2.00 [ 0.24, 16.97 ]


Xu 2003 0/20 0/20 Not estimable


Zheng 2001a 0/65 1/15 0.1 % 0.08 [ 0.00, 1.89 ]


Zheng 2015 5/75 13/71 1.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 1/60 7/60 0.3 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zhu 2012b 8/32 7/16 2.1 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 1382 1292 88.9 % 0.82 [ 0.67, 0.99 ]


Total events: 272 (Experimental), 323 (Control)


Heterogeneity: Tau2 = 0.02; Chi2 = 19.87, df = 18 (P = 0.34); I2 =9%


Test for overall effect: Z = 2.07 (P = 0.039)


Total (95% CI) 2218 1994 100.0 % 0.84 [ 0.75, 0.95 ]


Total events: 330 (Experimental), 391 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 36.02, df = 37 (P = 0.51); I2 =0.0%


Test for overall effect: Z = 2.83 (P = 0.0047)


Test for subgroup differences: Chi2 = 0.51, df = 3 (P = 0.92), I2 =0.0%
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Analysis 22.5. Comparison 22 Enteral - All cause mortality - maximum follow-up, Outcome 5 All-cause


mortality - different screening tools.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 22 Enteral - All cause mortality - maximum follow-up


Outcome: 5 All-cause mortality - different screening tools


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 NRS 2002


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 MUST


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 MNA


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 SGA


Wu 2007a 3/215 2/108 0.4 % 0.75 [ 0.13, 4.44 ]


Subtotal (95% CI) 215 108 0.4 % 0.75 [ 0.13, 4.44 ]


Total events: 3 (Experimental), 2 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.31 (P = 0.75)


5 Other means


Barlow 2011 3/64 0/57 0.2 % 6.25 [ 0.33, 118.38 ]


Bastow 1983a 5/39 4/35 0.9 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.6 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.5 % 0.50 [ 0.10, 2.53 ]


Bokhorst-de 2000 1/15 0/17 0.1 % 3.38 [ 0.15, 77.12 ]


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Choudhry 1996 3/21 4/20 0.7 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 3/34 2/25 0.5 % 1.10 [ 0.20, 6.12 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Chuntrasakul 1996 1/21 3/17 0.3 % 0.27 [ 0.03, 2.37 ]


Dennis 2006 182/429 207/429 63.5 % 0.88 [ 0.76, 1.02 ]


Dong 1996 0/256 3/264 0.2 % 0.15 [ 0.01, 2.84 ]


Eyer 1993 2/19 2/19 0.4 % 1.00 [ 0.16, 6.38 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.2 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Kaur 2005 3/50 4/50 0.7 % 0.75 [ 0.18, 3.18 ]


Kearns 1992 5/16 4/15 1.1 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 3/12 2/10 0.6 % 1.25 [ 0.26, 6.07 ]


Malhotra 2004 12/98 16/97 2.9 % 0.74 [ 0.37, 1.49 ]


Maude 2011 9/27 6/29 1.7 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 30/68 35/68 11.1 % 0.86 [ 0.60, 1.22 ]


Nguyen 2012 4/14 4/14 1.0 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 0/20 Not estimable


Peck 2004 4/14 5/13 1.2 % 0.74 [ 0.25, 2.18 ]


Pupelis 2000 1/11 5/18 0.3 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.3 % 0.14 [ 0.02, 1.09 ]


Sabin 1998 12/40 10/40 2.7 % 1.20 [ 0.59, 2.45 ]


Singh 1998 4/21 4/22 0.9 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.3 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 0/11 1/15 0.1 % 0.44 [ 0.02, 9.98 ]


Sullivan 1998 0/8 5/10 0.2 % 0.11 [ 0.01, 1.75 ]


Vicic 2013 5/52 10/49 1.4 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.3 % 2.00 [ 0.24, 16.97 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 1/50 3/50 0.3 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 1/15 0.1 % 0.08 [ 0.00, 1.89 ]


Zheng 2015 5/75 13/71 1.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 1/60 7/60 0.3 % 0.14 [ 0.02, 1.13 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 2.1 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 2003 1886 99.6 % 0.84 [ 0.75, 0.95 ]


Total events: 327 (Experimental), 389 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 36.00, df = 36 (P = 0.47); I2 =0%


Test for overall effect: Z = 2.81 (P = 0.0049)


Total (95% CI) 2218 1994 100.0 % 0.84 [ 0.75, 0.95 ]


Total events: 330 (Experimental), 391 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 36.02, df = 37 (P = 0.51); I2 =0.0%


Test for overall effect: Z = 2.83 (P = 0.0047)


Test for subgroup differences: Chi2 = 0.02, df = 1 (P = 0.90), I2 =0.0%
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Analysis 22.6. Comparison 22 Enteral - All cause mortality - maximum follow-up, Outcome 6 All-cause


mortality - participants characterised as ’at nutritional risk’ due to one of the following conditions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 22 Enteral - All cause mortality - maximum follow-up


Outcome: 6 All-cause mortality - participants characterised as ’at nutritional risk’ due to one of the following conditions


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Major surgery


Barlow 2011 3/64 0/57 0.2 % 6.25 [ 0.33, 118.38 ]


Bastow 1983a 5/39 4/35 0.9 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.6 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.5 % 0.50 [ 0.10, 2.53 ]


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Dong 1996 0/256 3/264 0.2 % 0.15 [ 0.01, 2.84 ]


Fletcher 1986b 0/9 0/4 Not estimable


Kaur 2005 3/50 4/50 0.7 % 0.75 [ 0.18, 3.18 ]


Malhotra 2004 12/98 16/97 2.9 % 0.74 [ 0.37, 1.49 ]


Page 2002 0/20 0/20 Not estimable


Pupelis 2000 1/11 5/18 0.3 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.3 % 0.14 [ 0.02, 1.09 ]


Singh 1998 4/21 4/22 0.9 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.3 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 0/11 1/15 0.1 % 0.44 [ 0.02, 9.98 ]


Von Meyenfeldt 1992b 4/50 1/25 0.3 % 2.00 [ 0.24, 16.97 ]


Wu 2007a 3/215 2/108 0.4 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Zheng 2001a 0/65 1/15 0.1 % 0.08 [ 0.00, 1.89 ]


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 1077 890 8.9 % 0.71 [ 0.48, 1.06 ]


Total events: 44 (Experimental), 59 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 13.55, df = 15 (P = 0.56); I2 =0.0%


Test for overall effect: Z = 1.68 (P = 0.094)


2 Stroke
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Dennis 2006 182/429 207/429 63.5 % 0.88 [ 0.76, 1.02 ]


Zheng 2015 5/75 13/71 1.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 1/60 7/60 0.3 % 0.14 [ 0.02, 1.13 ]


Zhu 2012b 8/32 7/16 2.1 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 596 576 67.4 % 0.57 [ 0.31, 1.05 ]


Total events: 196 (Experimental), 234 (Control)


Heterogeneity: Tau2 = 0.20; Chi2 = 7.06, df = 3 (P = 0.07); I2 =57%


Test for overall effect: Z = 1.81 (P = 0.071)


3 ICU participants including trauma


Chourdakis 2012 3/34 2/25 0.5 % 1.10 [ 0.20, 6.12 ]


Chuntrasakul 1996 1/21 3/17 0.3 % 0.27 [ 0.03, 2.37 ]


Eyer 1993 2/19 2/19 0.4 % 1.00 [ 0.16, 6.38 ]


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Nguyen 2012 4/14 4/14 1.0 % 1.00 [ 0.31, 3.23 ]


Peck 2004 4/14 5/13 1.2 % 0.74 [ 0.25, 2.18 ]


Sabin 1998 12/40 10/40 2.7 % 1.20 [ 0.59, 2.45 ]


Vicic 2013 5/52 10/49 1.4 % 0.47 [ 0.17, 1.28 ]


Subtotal (95% CI) 216 201 7.6 % 0.82 [ 0.54, 1.26 ]


Total events: 31 (Experimental), 38 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 4.41, df = 7 (P = 0.73); I2 =0.0%


Test for overall effect: Z = 0.89 (P = 0.37)


4 Frail elderly participants with less severe conditions known to increase protein requirements


Hartgrink 1998 7/55 0/53 0.2 % 14.46 [ 0.85, 247.12 ]


Sullivan 1998 0/8 5/10 0.2 % 0.11 [ 0.01, 1.75 ]


Subtotal (95% CI) 63 63 0.4 % 1.25 [ 0.01, 150.42 ]


Total events: 7 (Experimental), 5 (Control)


Heterogeneity: Tau2 = 9.90; Chi2 = 5.86, df = 1 (P = 0.02); I2 =83%


Test for overall effect: Z = 0.09 (P = 0.93)


5 Participants do not fall into one of the categories above


Bokhorst-de 2000 1/15 0/17 0.1 % 3.38 [ 0.15, 77.12 ]


Choudhry 1996 3/21 4/20 0.7 % 0.71 [ 0.18, 2.80 ]


Kearns 1992 5/16 4/15 1.1 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 3/12 2/10 0.6 % 1.25 [ 0.26, 6.07 ]


Maude 2011 9/27 6/29 1.7 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Moreno 2016 30/68 35/68 11.1 % 0.86 [ 0.60, 1.22 ]


Zhang 2013 1/50 3/50 0.3 % 0.33 [ 0.04, 3.10 ]


Subtotal (95% CI) 266 264 15.8 % 0.93 [ 0.69, 1.25 ]


Total events: 52 (Experimental), 55 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 4.01, df = 7 (P = 0.78); I2 =0.0%


Test for overall effect: Z = 0.47 (P = 0.64)


Total (95% CI) 2218 1994 100.0 % 0.84 [ 0.75, 0.95 ]


Total events: 330 (Experimental), 391 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 36.02, df = 37 (P = 0.51); I2 =0.0%


Test for overall effect: Z = 2.83 (P = 0.0047)


Test for subgroup differences: Chi2 = 2.55, df = 4 (P = 0.64), I2 =0.0%
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Analysis 22.7. Comparison 22 Enteral - All cause mortality - maximum follow-up, Outcome 7 All-cause


mortality - participants characterised as ’at nutritional risk’ due to one of the following criteria.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 22 Enteral - All cause mortality - maximum follow-up


Outcome: 7 All-cause mortality - participants characterised as ’at nutritional risk’ due to one of the following criteria


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 BMI less than 20.5 kg/m2


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Weight loss of at least 5% during the last three months


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 Weight loss of at least 10% during the last six months


Bokhorst-de 2000 1/15 0/17 0.1 % 3.38 [ 0.15, 77.12 ]


Subtotal (95% CI) 15 17 0.1 % 3.38 [ 0.15, 77.12 ]


Total events: 1 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.76 (P = 0.45)


4 Insufficient food intake during the last week (50% of requirements or less)


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Participants characterised as ’at nutritional risk’ by other means


Barlow 2011 3/64 0/57 0.2 % 6.25 [ 0.33, 118.38 ]


Bastow 1983a 5/39 4/35 0.9 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.6 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.5 % 0.50 [ 0.10, 2.53 ]


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Choudhry 1996 3/21 4/20 0.7 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 3/34 2/25 0.5 % 1.10 [ 0.20, 6.12 ]


Chuntrasakul 1996 1/21 3/17 0.3 % 0.27 [ 0.03, 2.37 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Dennis 2006 182/429 207/429 63.5 % 0.88 [ 0.76, 1.02 ]


Dong 1996 0/256 3/264 0.2 % 0.15 [ 0.01, 2.84 ]


Eyer 1993 2/19 2/19 0.4 % 1.00 [ 0.16, 6.38 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.2 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Kaur 2005 3/50 4/50 0.7 % 0.75 [ 0.18, 3.18 ]


Kearns 1992 5/16 4/15 1.1 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 3/12 2/10 0.6 % 1.25 [ 0.26, 6.07 ]


Malhotra 2004 12/98 16/97 2.9 % 0.74 [ 0.37, 1.49 ]


Maude 2011 9/27 6/29 1.7 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 30/68 35/68 11.1 % 0.86 [ 0.60, 1.22 ]


Nguyen 2012 4/14 4/14 1.0 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 0/20 Not estimable


Peck 2004 4/14 5/13 1.2 % 0.74 [ 0.25, 2.18 ]


Pupelis 2000 1/11 5/18 0.3 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.3 % 0.14 [ 0.02, 1.09 ]


Sabin 1998 12/40 10/40 2.7 % 1.20 [ 0.59, 2.45 ]


Singh 1998 4/21 4/22 0.9 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.3 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 0/11 1/15 0.1 % 0.44 [ 0.02, 9.98 ]


Sullivan 1998 0/8 5/10 0.2 % 0.11 [ 0.01, 1.75 ]


Vicic 2013 5/52 10/49 1.4 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.3 % 2.00 [ 0.24, 16.97 ]


Wu 2007a 3/215 2/108 0.4 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 1/50 3/50 0.3 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 1/15 0.1 % 0.08 [ 0.00, 1.89 ]


Zheng 2015 5/75 13/71 1.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 1/60 7/60 0.3 % 0.14 [ 0.02, 1.13 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 2.1 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 2203 1977 99.9 % 0.84 [ 0.75, 0.95 ]


Total events: 329 (Experimental), 391 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 35.29, df = 36 (P = 0.50); I2 =0.0%


Test for overall effect: Z = 2.86 (P = 0.0043)


Total (95% CI) 2218 1994 100.0 % 0.84 [ 0.75, 0.95 ]


Total events: 330 (Experimental), 391 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 36.02, df = 37 (P = 0.51); I2 =0.0%


Test for overall effect: Z = 2.83 (P = 0.0047)


Test for subgroup differences: Chi2 = 0.75, df = 1 (P = 0.38), I2 =0.0%
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Analysis 22.8. Comparison 22 Enteral - All cause mortality - maximum follow-up, Outcome 8 All-cause


mortality - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 22 Enteral - All cause mortality - maximum follow-up


Outcome: 8 All-cause mortality - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Biomarkers


Dong 1996 0/256 3/264 0.2 % 0.15 [ 0.01, 2.84 ]


Subtotal (95% CI) 256 264 0.2 % 0.15 [ 0.01, 2.84 ]


Total events: 0 (Experimental), 3 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.27 (P = 0.20)


2 Anthropometric measures


Bastow 1983a 5/39 4/35 0.9 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.6 % 0.37 [ 0.08, 1.71 ]


Subtotal (95% CI) 64 58 1.5 % 0.71 [ 0.24, 2.08 ]


Total events: 7 (Experimental), 9 (Control)


Heterogeneity: Tau2 = 0.12; Chi2 = 1.23, df = 1 (P = 0.27); I2 =19%


Test for overall effect: Z = 0.63 (P = 0.53)


3 Both anthropometrics and biomarkers


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Characterised by other means


Barlow 2011 3/64 0/57 0.2 % 6.25 [ 0.33, 118.38 ]


Beier-Holgersen 1999 2/30 4/30 0.5 % 0.50 [ 0.10, 2.53 ]


Bokhorst-de 2000 1/15 0/17 0.1 % 3.38 [ 0.15, 77.12 ]


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Choudhry 1996 3/21 4/20 0.7 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 3/34 2/25 0.5 % 1.10 [ 0.20, 6.12 ]


Chuntrasakul 1996 1/21 3/17 0.3 % 0.27 [ 0.03, 2.37 ]


Dennis 2006 182/429 207/429 63.5 % 0.88 [ 0.76, 1.02 ]


Eyer 1993 2/19 2/19 0.4 % 1.00 [ 0.16, 6.38 ]


Fletcher 1986b 0/9 0/4 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Hartgrink 1998 7/55 0/53 0.2 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Kaur 2005 3/50 4/50 0.7 % 0.75 [ 0.18, 3.18 ]


Kearns 1992 5/16 4/15 1.1 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 3/12 2/10 0.6 % 1.25 [ 0.26, 6.07 ]


Malhotra 2004 12/98 16/97 2.9 % 0.74 [ 0.37, 1.49 ]


Maude 2011 9/27 6/29 1.7 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 30/68 35/68 11.1 % 0.86 [ 0.60, 1.22 ]


Nguyen 2012 4/14 4/14 1.0 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 0/20 Not estimable


Peck 2004 4/14 5/13 1.2 % 0.74 [ 0.25, 2.18 ]


Pupelis 2000 1/11 5/18 0.3 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.3 % 0.14 [ 0.02, 1.09 ]


Sabin 1998 12/40 10/40 2.7 % 1.20 [ 0.59, 2.45 ]


Singh 1998 4/21 4/22 0.9 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.3 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 0/11 1/15 0.1 % 0.44 [ 0.02, 9.98 ]


Sullivan 1998 0/8 5/10 0.2 % 0.11 [ 0.01, 1.75 ]


Vicic 2013 5/52 10/49 1.4 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.3 % 2.00 [ 0.24, 16.97 ]


Wu 2007a 3/215 2/108 0.4 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 1/50 3/50 0.3 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 1/15 0.1 % 0.08 [ 0.00, 1.89 ]


Zheng 2015 5/75 13/71 1.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 1/60 7/60 0.3 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 2.1 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 1898 1672 98.3 % 0.85 [ 0.75, 0.96 ]


Total events: 323 (Experimental), 379 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 33.27, df = 34 (P = 0.50); I2 =0.0%
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Test for overall effect: Z = 2.72 (P = 0.0066)


Total (95% CI) 2218 1994 100.0 % 0.84 [ 0.75, 0.95 ]


Total events: 330 (Experimental), 391 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 36.02, df = 37 (P = 0.51); I2 =0.0%


Test for overall effect: Z = 2.83 (P = 0.0047)


Test for subgroup differences: Chi2 = 1.45, df = 2 (P = 0.49), I2 =0.0%
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Analysis 22.9. Comparison 22 Enteral - All cause mortality - maximum follow-up, Outcome 9 All-cause


mortality - randomisation year.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 22 Enteral - All cause mortality - maximum follow-up


Outcome: 9 All-cause mortality - randomisation year


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Before 1960


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 1960 to 1979


Sonnenfeld 1978 0/11 1/15 0.1 % 0.44 [ 0.02, 9.98 ]


Subtotal (95% CI) 11 15 0.1 % 0.44 [ 0.02, 9.98 ]


Total events: 0 (Experimental), 1 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.51 (P = 0.61)


3 1980 to 1999


Bastow 1983a 5/39 4/35 0.9 % 1.12 [ 0.33, 3.85 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Bastow 1983b 2/25 5/23 0.6 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.5 % 0.50 [ 0.10, 2.53 ]


Bokhorst-de 2000 1/15 0/17 0.1 % 3.38 [ 0.15, 77.12 ]


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Choudhry 1996 3/21 4/20 0.7 % 0.71 [ 0.18, 2.80 ]


Chuntrasakul 1996 1/21 3/17 0.3 % 0.27 [ 0.03, 2.37 ]


Dennis 2006 182/429 207/429 63.5 % 0.88 [ 0.76, 1.02 ]


Dong 1996 0/256 3/264 0.2 % 0.15 [ 0.01, 2.84 ]


Eyer 1993 2/19 2/19 0.4 % 1.00 [ 0.16, 6.38 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.2 % 14.46 [ 0.85, 247.12 ]


Kearns 1992 5/16 4/15 1.1 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 3/12 2/10 0.6 % 1.25 [ 0.26, 6.07 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Pupelis 2000 1/11 5/18 0.3 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.3 % 0.14 [ 0.02, 1.09 ]


Sabin 1998 12/40 10/40 2.7 % 1.20 [ 0.59, 2.45 ]


Singh 1998 4/21 4/22 0.9 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.3 % 4.00 [ 0.48, 33.33 ]


Sullivan 1998 0/8 5/10 0.2 % 0.11 [ 0.01, 1.75 ]


Von Meyenfeldt 1992b 4/50 1/25 0.3 % 2.00 [ 0.24, 16.97 ]


Zheng 2001a 0/65 1/15 0.1 % 0.08 [ 0.00, 1.89 ]


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 1292 1208 74.6 % 0.87 [ 0.69, 1.08 ]


Total events: 239 (Experimental), 274 (Control)


Heterogeneity: Tau2 = 0.02; Chi2 = 21.86, df = 21 (P = 0.41); I2 =4%


Test for overall effect: Z = 1.27 (P = 0.21)


4 After 1999


Barlow 2011 3/64 0/57 0.2 % 6.25 [ 0.33, 118.38 ]


Chourdakis 2012 3/34 2/25 0.5 % 1.10 [ 0.20, 6.12 ]


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Kaur 2005 3/50 4/50 0.7 % 0.75 [ 0.18, 3.18 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Malhotra 2004 12/98 16/97 2.9 % 0.74 [ 0.37, 1.49 ]


Maude 2011 9/27 6/29 1.7 % 1.61 [ 0.66, 3.92 ]


Moreno 2016 30/68 35/68 11.1 % 0.86 [ 0.60, 1.22 ]


Nguyen 2012 4/14 4/14 1.0 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 0/20 Not estimable


Peck 2004 4/14 5/13 1.2 % 0.74 [ 0.25, 2.18 ]


Vicic 2013 5/52 10/49 1.4 % 0.47 [ 0.17, 1.28 ]


Wu 2007a 3/215 2/108 0.4 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 1/50 3/50 0.3 % 0.33 [ 0.04, 3.10 ]


Zheng 2015 5/75 13/71 1.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 1/60 7/60 0.3 % 0.14 [ 0.02, 1.13 ]


Zhu 2012b 8/32 7/16 2.1 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 915 771 25.3 % 0.76 [ 0.60, 0.96 ]


Total events: 91 (Experimental), 116 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 12.97, df = 14 (P = 0.53); I2 =0.0%


Test for overall effect: Z = 2.28 (P = 0.022)


Total (95% CI) 2218 1994 100.0 % 0.84 [ 0.75, 0.95 ]


Total events: 330 (Experimental), 391 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 36.02, df = 37 (P = 0.51); I2 =0.0%


Test for overall effect: Z = 2.83 (P = 0.0047)


Test for subgroup differences: Chi2 = 0.75, df = 2 (P = 0.69), I2 =0.0%
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Analysis 22.10. Comparison 22 Enteral - All cause mortality - maximum follow-up, Outcome 10 All-cause


mortality - trials where the intervention lasts fewer than three days compared with trials where the


intervention lasts three days or more.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 22 Enteral - All cause mortality - maximum follow-up


Outcome: 10 All-cause mortality - trials where the intervention lasts fewer than three days compared with trials where the intervention lasts three days or more


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Three days or more


Barlow 2011 3/64 0/57 0.2 % 6.25 [ 0.33, 118.38 ]


Bastow 1983a 5/39 4/35 0.9 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.6 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.5 % 0.50 [ 0.10, 2.53 ]


Bokhorst-de 2000 1/15 0/17 0.1 % 3.38 [ 0.15, 77.12 ]


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Chuntrasakul 1996 1/21 3/17 0.3 % 0.27 [ 0.03, 2.37 ]


Dennis 2006 182/429 207/429 63.5 % 0.88 [ 0.76, 1.02 ]


Dong 1996 0/256 3/264 0.2 % 0.15 [ 0.01, 2.84 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.2 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Kaur 2005 3/50 4/50 0.7 % 0.75 [ 0.18, 3.18 ]


Kearns 1992 5/16 4/15 1.1 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 3/12 2/10 0.6 % 1.25 [ 0.26, 6.07 ]


Malhotra 2004 12/98 16/97 2.9 % 0.74 [ 0.37, 1.49 ]


Moreno 2016 30/68 35/68 11.1 % 0.86 [ 0.60, 1.22 ]


Nguyen 2012 4/14 4/14 1.0 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 0/20 Not estimable


Peck 2004 4/14 5/13 1.2 % 0.74 [ 0.25, 2.18 ]


Pupelis 2000 1/11 5/18 0.3 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.3 % 0.14 [ 0.02, 1.09 ]


Singh 1998 4/21 4/22 0.9 % 1.05 [ 0.30, 3.66 ]


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


1026Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Smith 1985 4/25 1/25 0.3 % 4.00 [ 0.48, 33.33 ]


Sullivan 1998 0/8 5/10 0.2 % 0.11 [ 0.01, 1.75 ]


Vicic 2013 5/52 10/49 1.4 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.3 % 2.00 [ 0.24, 16.97 ]


Wu 2007a 3/215 2/108 0.4 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 1/50 3/50 0.3 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 1/15 0.1 % 0.08 [ 0.00, 1.89 ]


Zheng 2015 5/75 13/71 1.4 % 0.36 [ 0.14, 0.97 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 2.1 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 1949 1731 93.3 % 0.82 [ 0.71, 0.94 ]


Total events: 300 (Experimental), 358 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 29.39, df = 29 (P = 0.44); I2 =1%


Test for overall effect: Z = 2.81 (P = 0.0049)


2 Less than three days


Choudhry 1996 3/21 4/20 0.7 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 3/34 2/25 0.5 % 1.10 [ 0.20, 6.12 ]


Eyer 1993 2/19 2/19 0.4 % 1.00 [ 0.16, 6.38 ]


Maude 2011 9/27 6/29 1.7 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Sabin 1998 12/40 10/40 2.7 % 1.20 [ 0.59, 2.45 ]


Sonnenfeld 1978 0/11 1/15 0.1 % 0.44 [ 0.02, 9.98 ]


Zhong 2014 1/60 7/60 0.3 % 0.14 [ 0.02, 1.13 ]


Subtotal (95% CI) 269 263 6.7 % 1.03 [ 0.66, 1.63 ]


Total events: 30 (Experimental), 33 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 6.05, df = 7 (P = 0.53); I2 =0.0%


Test for overall effect: Z = 0.14 (P = 0.89)


3 Unknown


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 2218 1994 100.0 % 0.84 [ 0.75, 0.95 ]


Total events: 330 (Experimental), 391 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 36.02, df = 37 (P = 0.51); I2 =0.0%
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Test for overall effect: Z = 2.83 (P = 0.0047)


Test for subgroup differences: Chi2 = 0.92, df = 1 (P = 0.34), I2 =0.0%
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Analysis 22.11. Comparison 22 Enteral - All cause mortality - maximum follow-up, Outcome 11 All-cause


mortality - ’best-worst case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 22 Enteral - All cause mortality - maximum follow-up


Outcome: 11 All-cause mortality - ’best-worst case’ scenario


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Barlow 2011 3/64 0/57 0.3 % 6.25 [ 0.33, 118.38 ]


Bastow 1983a 5/39 4/35 1.8 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 1.2 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 1.1 % 0.50 [ 0.10, 2.53 ]


Bokhorst-de 2000 1/15 0/17 0.3 % 3.38 [ 0.15, 77.12 ]


Carr 1996 0/14 1/14 0.3 % 0.33 [ 0.01, 7.55 ]


Choudhry 1996 3/21 4/20 1.5 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 3/34 2/25 1.0 % 1.10 [ 0.20, 6.12 ]


Chuntrasakul 1996 1/21 3/17 0.6 % 0.27 [ 0.03, 2.37 ]


Dennis 2006 182/429 208/430 30.3 % 0.88 [ 0.76, 1.02 ]


Dong 1996 0/256 3/264 0.3 % 0.15 [ 0.01, 2.84 ]


Eyer 1993 2/26 9/26 1.4 % 0.22 [ 0.05, 0.93 ]


Fletcher 1986b 0/9 0/4 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Hartgrink 1998 7/70 17/70 4.0 % 0.41 [ 0.18, 0.93 ]


Hill 2002 0/22 2/24 0.3 % 0.22 [ 0.01, 4.29 ]


Kaur 2005 3/50 4/50 1.4 % 0.75 [ 0.18, 3.18 ]


Kearns 1992 5/16 4/15 2.2 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 3/12 2/10 1.1 % 1.25 [ 0.26, 6.07 ]


Malhotra 2004 12/100 19/100 5.6 % 0.63 [ 0.32, 1.23 ]


Maude 2011 9/27 6/29 3.4 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.3 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 30/68 35/68 14.6 % 0.86 [ 0.60, 1.22 ]


Nguyen 2012 4/14 4/14 2.0 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 0/20 Not estimable


Peck 2004 4/16 8/16 2.8 % 0.50 [ 0.19, 1.33 ]


Pupelis 2000 1/11 5/18 0.7 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.7 % 0.14 [ 0.02, 1.09 ]


Sabin 1998 12/40 10/40 5.0 % 1.20 [ 0.59, 2.45 ]


Singh 1998 4/21 4/22 1.8 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.6 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 0/11 1/15 0.3 % 0.44 [ 0.02, 9.98 ]


Sullivan 1998 0/8 5/10 0.4 % 0.11 [ 0.01, 1.75 ]


Vicic 2013 5/52 10/49 2.7 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.6 % 2.00 [ 0.24, 16.97 ]


Wu 2007a 3/215 2/108 0.9 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 1/50 3/50 0.6 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 1/15 0.3 % 0.08 [ 0.00, 1.89 ]


Zheng 2015 5/75 13/71 2.8 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 1/60 7/60 0.7 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 3.9 % 0.57 [ 0.25, 1.29 ]


Total (95% CI) 2244 2025 100.0 % 0.75 [ 0.63, 0.89 ]


Total events: 330 (Experimental), 422 (Control)


Heterogeneity: Tau2 = 0.02; Chi2 = 40.35, df = 37 (P = 0.32); I2 =8%
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Test for overall effect: Z = 3.35 (P = 0.00080)


Test for subgroup differences: Not applicable
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Analysis 22.12. Comparison 22 Enteral - All cause mortality - maximum follow-up, Outcome 12 All-cause


mortality - ’worst-best case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 22 Enteral - All cause mortality - maximum follow-up


Outcome: 12 All-cause mortality - ’worst-best case’ scenario


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Barlow 2011 3/64 0/57 0.5 % 6.25 [ 0.33, 118.38 ]


Bastow 1983a 5/39 4/35 2.5 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 1.6 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 1.5 % 0.50 [ 0.10, 2.53 ]


Bokhorst-de 2000 1/15 0/17 0.4 % 3.38 [ 0.15, 77.12 ]


Carr 1996 0/14 1/14 0.4 % 0.33 [ 0.01, 7.55 ]


Choudhry 1996 3/21 4/20 2.0 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 3/34 2/25 1.3 % 1.10 [ 0.20, 6.12 ]


Chuntrasakul 1996 1/21 3/17 0.9 % 0.27 [ 0.03, 2.37 ]


Dennis 2006 182/429 207/430 19.5 % 0.88 [ 0.76, 1.02 ]


Dong 1996 0/256 3/264 0.5 % 0.15 [ 0.01, 2.84 ]


Eyer 1993 9/26 2/26 1.9 % 4.50 [ 1.07, 18.85 ]


Fletcher 1986b 0/9 0/4 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Hartgrink 1998 22/70 0/70 0.5 % 45.00 [ 2.78, 727.58 ]


Hill 2002 0/22 2/24 0.5 % 0.22 [ 0.01, 4.29 ]


Kaur 2005 3/50 4/50 1.8 % 0.75 [ 0.18, 3.18 ]


Kearns 1992 5/16 4/15 3.0 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 3/12 2/10 1.6 % 1.25 [ 0.26, 6.07 ]


Malhotra 2004 14/100 16/100 6.7 % 0.88 [ 0.45, 1.70 ]


Maude 2011 9/27 6/29 4.3 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.4 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 30/68 35/68 13.2 % 0.86 [ 0.60, 1.22 ]


Nguyen 2012 4/14 4/14 2.7 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 0/20 Not estimable


Peck 2004 6/16 5/16 3.8 % 1.20 [ 0.46, 3.15 ]


Pupelis 2000 1/11 5/18 1.0 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 1.0 % 0.14 [ 0.02, 1.09 ]


Sabin 1998 12/40 10/40 6.0 % 1.20 [ 0.59, 2.45 ]


Singh 1998 4/21 4/22 2.4 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.9 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 0/11 1/15 0.4 % 0.44 [ 0.02, 9.98 ]


Sullivan 1998 0/8 5/10 0.5 % 0.11 [ 0.01, 1.75 ]


Vicic 2013 5/52 10/49 3.5 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.9 % 2.00 [ 0.24, 16.97 ]


Wu 2007a 3/215 2/108 1.3 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 1/50 3/50 0.8 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 1/15 0.4 % 0.08 [ 0.00, 1.89 ]


Zheng 2015 5/75 13/71 3.7 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 1/60 7/60 0.9 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 4.9 % 0.57 [ 0.25, 1.29 ]


Total (95% CI) 2244 2025 100.0 % 0.84 [ 0.68, 1.03 ]


Total events: 356 (Experimental), 391 (Control)


Heterogeneity: Tau2 = 0.05; Chi2 = 45.36, df = 37 (P = 0.16); I2 =18%
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Test for overall effect: Z = 1.67 (P = 0.095)


Test for subgroup differences: Not applicable
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Analysis 22.13. Comparison 22 Enteral - All cause mortality - maximum follow-up, Outcome 13 All-cause


mortality co-interventions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 22 Enteral - All cause mortality - maximum follow-up


Outcome: 13 All-cause mortality co-interventions


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


1 received nutrition support as co-intervention


Bokhorst-de 2000 1/15 0/17 0.1 % 3.38 [ 0.15, 77.12 ]


Hill 2002 0/22 2/24 0.6 % 0.22 [ 0.01, 4.29 ]


Maude 2011 9/27 6/29 1.4 % 1.61 [ 0.66, 3.92 ]


Sabin 1998 12/40 10/40 2.5 % 1.20 [ 0.59, 2.45 ]


Zhu 2012b 8/32 7/16 2.3 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 136 126 7.0 % 1.03 [ 0.66, 1.60 ]


Total events: 30 (Experimental), 25 (Control)


Heterogeneity: Chi2 = 4.74, df = 4 (P = 0.32); I2 =16%


Test for overall effect: Z = 0.12 (P = 0.90)


2 did not receive nutrition support as co-intervention


Barlow 2011 3/64 0/57 0.1 % 6.25 [ 0.33, 118.38 ]


Bastow 1983a 5/39 4/35 1.1 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 1.3 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 1.0 % 0.50 [ 0.10, 2.53 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Carr 1996 0/14 1/14 0.4 % 0.33 [ 0.01, 7.55 ]


Chourdakis 2012 3/34 2/25 0.6 % 1.10 [ 0.20, 6.12 ]


Chuntrasakul 1996 1/21 3/17 0.8 % 0.27 [ 0.03, 2.37 ]


Dennis 2006 182/429 207/429 51.7 % 0.88 [ 0.76, 1.02 ]


Dong 1996 0/256 3/264 0.9 % 0.15 [ 0.01, 2.84 ]


Eyer 1993 2/19 2/19 0.5 % 1.00 [ 0.16, 6.38 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Kaur 2005 3/50 4/50 1.0 % 0.75 [ 0.18, 3.18 ]


Kearns 1992 5/16 4/15 1.0 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 3/12 2/10 0.5 % 1.25 [ 0.26, 6.07 ]


Malhotra 2004 12/98 16/97 4.0 % 0.74 [ 0.37, 1.49 ]


Moreno 2016 30/68 35/68 8.7 % 0.86 [ 0.60, 1.22 ]


Nguyen 2012 4/14 4/14 1.0 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 0/20 Not estimable


Peck 2004 4/14 5/13 1.3 % 0.74 [ 0.25, 2.18 ]


Pupelis 2000 1/11 5/18 0.9 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 1.7 % 0.14 [ 0.02, 1.09 ]


Singh 1998 4/21 4/22 1.0 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.2 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 0/11 1/15 0.3 % 0.44 [ 0.02, 9.98 ]


Sullivan 1998 0/8 5/10 1.2 % 0.11 [ 0.01, 1.75 ]


Vicic 2013 5/52 10/49 2.6 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.3 % 2.00 [ 0.24, 16.97 ]


Wu 2007a 3/215 2/108 0.7 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 1/50 3/50 0.7 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 1/15 0.6 % 0.08 [ 0.00, 1.89 ]


Zheng 2015 5/75 13/71 3.3 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 1/60 7/60 1.7 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Subtotal (95% CI) 2004 1793 91.6 % 0.81 [ 0.71, 0.91 ]


Total events: 297 (Experimental), 361 (Control)


Heterogeneity: Chi2 = 30.26, df = 30 (P = 0.45); I2 =1%


Test for overall effect: Z = 3.39 (P = 0.00070)


3 delayed versus early nutrition support


Choudhry 1996 3/21 4/20 1.0 % 0.71 [ 0.18, 2.80 ]


McCarter 1998 0/57 1/55 0.4 % 0.32 [ 0.01, 7.74 ]


Subtotal (95% CI) 78 75 1.4 % 0.61 [ 0.17, 2.12 ]


Total events: 3 (Experimental), 5 (Control)


Heterogeneity: Chi2 = 0.21, df = 1 (P = 0.65); I2 =0.0%


Test for overall effect: Z = 0.78 (P = 0.43)


Total (95% CI) 2218 1994 100.0 % 0.82 [ 0.73, 0.92 ]


Total events: 330 (Experimental), 391 (Control)


Heterogeneity: Chi2 = 36.02, df = 37 (P = 0.51); I2 =0.0%


Test for overall effect: Z = 3.28 (P = 0.0010)


Test for subgroup differences: Chi2 = 1.29, df = 2 (P = 0.52), I2 =0.0%
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Analysis 23.1. Comparison 23 Enteral - Serious adverse event end of intervention, Outcome 1 Serious


adverse events - overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 23 Enteral - Serious adverse event end of intervention


Outcome: 1 Serious adverse events - overall


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Bastow 1983a 5/39 4/35 1.3 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.8 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 2.1 % 0.86 [ 0.33, 2.25 ]


Bokhorst-de 2000 7/15 9/17 4.0 % 0.88 [ 0.44, 1.78 ]


Carr 1996 0/14 1/14 0.2 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.2 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.3 % 0.81 [ 0.05, 12.01 ]


Dennis 2006 142/429 147/430 55.7 % 0.97 [ 0.80, 1.17 ]


Dong 1996 0/256 6/264 0.2 % 0.08 [ 0.00, 1.40 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.2 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Kearns 1992 0/16 2/15 0.2 % 0.19 [ 0.01, 3.63 ]


Ledinghen 1997 5/12 1/10 0.5 % 4.17 [ 0.58, 30.06 ]


Malhotra 2004 27/98 31/97 10.5 % 0.86 [ 0.56, 1.33 ]


Maude 2011 8/27 7/29 2.6 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 11/68 14/68 3.9 % 0.79 [ 0.38, 1.61 ]


Nguyen 2012 4/14 4/14 1.4 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.2 % 0.33 [ 0.01, 7.72 ]


Pupelis 2000 2/11 5/18 0.9 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.5 % 0.14 [ 0.02, 1.09 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Sabin 1998 2/40 3/40 0.7 % 0.67 [ 0.12, 3.78 ]


Schroeder 1991 1/16 1/16 0.3 % 1.00 [ 0.07, 14.64 ]


Singh 1998 2/21 2/22 0.6 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.4 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 1/11 1/15 0.3 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 1/9 0.2 % 0.33 [ 0.02, 7.24 ]


Sullivan 1998 2/8 3/10 0.8 % 0.83 [ 0.18, 3.84 ]


Tong 2006a 0/45 2/18 0.2 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 2.0 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.4 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.4 % 0.38 [ 0.05, 3.26 ]


Wu 2007a 6/215 8/108 1.8 % 0.38 [ 0.13, 1.06 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 2/50 5/50 0.8 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 0/15 Not estimable


Zhong 2014 4/60 12/60 1.7 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 2.9 % 0.57 [ 0.25, 1.29 ]


Total (95% CI) 2084 1851 100.0 % 0.85 [ 0.74, 0.98 ]


Total events: 270 (Experimental), 317 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 34.37, df = 36 (P = 0.55); I2 =0.0%


Test for overall effect: Z = 2.21 (P = 0.027)


Test for subgroup differences: Not applicable
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Analysis 23.2. Comparison 23 Enteral - Serious adverse event end of intervention, Outcome 2 Serious


adverse events - bias.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 23 Enteral - Serious adverse event end of intervention


Outcome: 2 Serious adverse events - bias


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 High risk of bias


Bastow 1983a 5/39 4/35 1.3 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.8 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 2.1 % 0.86 [ 0.33, 2.25 ]


Bokhorst-de 2000 7/15 9/17 4.0 % 0.88 [ 0.44, 1.78 ]


Carr 1996 0/14 1/14 0.2 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.2 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.3 % 0.81 [ 0.05, 12.01 ]


Dennis 2006 142/429 147/430 55.7 % 0.97 [ 0.80, 1.17 ]


Dong 1996 0/256 6/264 0.2 % 0.08 [ 0.00, 1.40 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.2 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Kearns 1992 0/16 2/15 0.2 % 0.19 [ 0.01, 3.63 ]


Ledinghen 1997 5/12 1/10 0.5 % 4.17 [ 0.58, 30.06 ]


Malhotra 2004 27/98 31/97 10.5 % 0.86 [ 0.56, 1.33 ]


Maude 2011 8/27 7/29 2.6 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 11/68 14/68 3.9 % 0.79 [ 0.38, 1.61 ]


Nguyen 2012 4/14 4/14 1.4 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.2 % 0.33 [ 0.01, 7.72 ]


Pupelis 2000 2/11 5/18 0.9 % 0.65 [ 0.15, 2.81 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Pupelis 2001 1/30 7/30 0.5 % 0.14 [ 0.02, 1.09 ]


Sabin 1998 2/40 3/40 0.7 % 0.67 [ 0.12, 3.78 ]


Schroeder 1991 1/16 1/16 0.3 % 1.00 [ 0.07, 14.64 ]


Singh 1998 2/21 2/22 0.6 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.4 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 1/11 1/15 0.3 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 1/9 0.2 % 0.33 [ 0.02, 7.24 ]


Sullivan 1998 2/8 3/10 0.8 % 0.83 [ 0.18, 3.84 ]


Tong 2006a 0/45 2/18 0.2 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 2.0 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.4 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.4 % 0.38 [ 0.05, 3.26 ]


Wu 2007a 6/215 8/108 1.8 % 0.38 [ 0.13, 1.06 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 2/50 5/50 0.8 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 0/15 Not estimable


Zhong 2014 4/60 12/60 1.7 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 2.9 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 2084 1851 100.0 % 0.85 [ 0.74, 0.98 ]


Total events: 270 (Experimental), 317 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 34.37, df = 36 (P = 0.55); I2 =0.0%


Test for overall effect: Z = 2.21 (P = 0.027)


2 Low risk of bias


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 2084 1851 100.0 % 0.85 [ 0.74, 0.98 ]


Total events: 270 (Experimental), 317 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 34.37, df = 36 (P = 0.55); I2 =0.0%


Test for overall effect: Z = 2.21 (P = 0.027)


Test for subgroup differences: Not applicable
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Analysis 23.3. Comparison 23 Enteral - Serious adverse event end of intervention, Outcome 3 Serious


adverse events - by medical specialty.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 23 Enteral - Serious adverse event end of intervention


Outcome: 3 Serious adverse events - by medical specialty


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Cardiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Medical gastroenterology and hepatology


Kearns 1992 0/16 2/15 0.2 % 0.19 [ 0.01, 3.63 ]


Ledinghen 1997 5/12 1/10 0.5 % 4.17 [ 0.58, 30.06 ]


Moreno 2016 11/68 14/68 3.9 % 0.79 [ 0.38, 1.61 ]


Zhang 2013 2/50 5/50 0.8 % 0.40 [ 0.08, 1.97 ]


Subtotal (95% CI) 146 143 5.4 % 0.79 [ 0.32, 1.96 ]


Total events: 18 (Experimental), 22 (Control)


Heterogeneity: Tau2 = 0.28; Chi2 = 4.33, df = 3 (P = 0.23); I2 =31%


Test for overall effect: Z = 0.51 (P = 0.61)


3 High risk


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Geriatrics


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Pulmonary disease


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


6 Endocrinology


Subtotal (95% CI) 0 0 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


7 Infectious diseases


Maude 2011 8/27 7/29 2.6 % 1.23 [ 0.52, 2.93 ]


Subtotal (95% CI) 27 29 2.6 % 1.23 [ 0.52, 2.93 ]


Total events: 8 (Experimental), 7 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.46 (P = 0.64)


8 Rheumatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


9 Haematology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


10 Nephrology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


11 Gastroenterologic surgery


Beier-Holgersen 1999 6/30 7/30 2.1 % 0.86 [ 0.33, 2.25 ]


Chen 1995a 0/8 1/8 0.2 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Malhotra 2004 27/98 31/97 10.5 % 0.86 [ 0.56, 1.33 ]


Page 2002 0/20 1/20 0.2 % 0.33 [ 0.01, 7.72 ]


Pupelis 2000 2/11 5/18 0.9 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.5 % 0.14 [ 0.02, 1.09 ]


Schroeder 1991 1/16 1/16 0.3 % 1.00 [ 0.07, 14.64 ]


Singh 1998 2/21 2/22 0.6 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.4 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 1/11 1/15 0.3 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 1/9 0.2 % 0.33 [ 0.02, 7.24 ]


Tong 2006a 0/45 2/18 0.2 % 0.08 [ 0.00, 1.64 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Von Meyenfeldt 1992b 4/50 1/25 0.4 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.4 % 0.38 [ 0.05, 3.26 ]


Wu 2007a 6/215 8/108 1.8 % 0.38 [ 0.13, 1.06 ]


Xu 2003 0/20 0/20 Not estimable


Zheng 2001a 0/65 0/15 Not estimable


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 721 514 19.1 % 0.75 [ 0.54, 1.03 ]


Total events: 55 (Experimental), 72 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 11.69, df = 14 (P = 0.63); I2 =0.0%


Test for overall effect: Z = 1.80 (P = 0.072)


12 Trauma surgery


Chen 2006 0/21 0/20 Not estimable


Chuntrasakul 1996 1/21 1/17 0.3 % 0.81 [ 0.05, 12.01 ]


Vicic 2013 5/52 10/49 2.0 % 0.47 [ 0.17, 1.28 ]


Subtotal (95% CI) 94 86 2.2 % 0.50 [ 0.20, 1.28 ]


Total events: 6 (Experimental), 11 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.14, df = 1 (P = 0.71); I2 =0.0%


Test for overall effect: Z = 1.44 (P = 0.15)


13 Ortopaedics


Bastow 1983a 5/39 4/35 1.3 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.8 % 0.37 [ 0.08, 1.71 ]


Hartgrink 1998 7/55 0/53 0.2 % 14.46 [ 0.85, 247.12 ]


Sullivan 1998 2/8 3/10 0.8 % 0.83 [ 0.18, 3.84 ]


Subtotal (95% CI) 127 121 3.2 % 1.05 [ 0.34, 3.26 ]


Total events: 16 (Experimental), 12 (Control)


Heterogeneity: Tau2 = 0.62; Chi2 = 5.70, df = 3 (P = 0.13); I2 =47%


Test for overall effect: Z = 0.08 (P = 0.94)


14 Plastic, reconstructive, and aesthetic surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


15 Vascular surgery


Fletcher 1986b 0/9 0/4 Not estimable


Subtotal (95% CI) 9 4 Not estimable


Total events: 0 (Experimental), 0 (Control)
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Heterogeneity: not applicable


Test for overall effect: not applicable


16 Transplant surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


17 Urology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


18 Thoracic surgery


Carr 1996 0/14 1/14 0.2 % 0.33 [ 0.01, 7.55 ]


Dong 1996 0/256 6/264 0.2 % 0.08 [ 0.00, 1.40 ]


Subtotal (95% CI) 270 278 0.4 % 0.15 [ 0.02, 1.27 ]


Total events: 0 (Experimental), 7 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.47, df = 1 (P = 0.49); I2 =0.0%


Test for overall effect: Z = 1.74 (P = 0.082)


19 Neurological surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


20 Oro-maxillo-facial surgery


Bokhorst-de 2000 7/15 9/17 4.0 % 0.88 [ 0.44, 1.78 ]


Subtotal (95% CI) 15 17 4.0 % 0.88 [ 0.44, 1.78 ]


Total events: 7 (Experimental), 9 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.35 (P = 0.72)


21 Anaesthesiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


22 Emergency medicine


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Nguyen 2012 4/14 4/14 1.4 % 1.00 [ 0.31, 3.23 ]


Sabin 1998 2/40 3/40 0.7 % 0.67 [ 0.12, 3.78 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Subtotal (95% CI) 76 78 2.3 % 0.77 [ 0.31, 1.94 ]


Total events: 6 (Experimental), 9 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.96, df = 2 (P = 0.62); I2 =0.0%


Test for overall effect: Z = 0.55 (P = 0.58)


23 Psychiatry


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


24 Neurology


Dennis 2006 142/429 147/430 55.7 % 0.97 [ 0.80, 1.17 ]


Zhong 2014 4/60 12/60 1.7 % 0.33 [ 0.11, 0.98 ]


Zhu 2012b 8/32 7/16 2.9 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 521 506 60.4 % 0.67 [ 0.37, 1.24 ]


Total events: 154 (Experimental), 166 (Control)


Heterogeneity: Tau2 = 0.18; Chi2 = 5.05, df = 2 (P = 0.08); I2 =60%


Test for overall effect: Z = 1.27 (P = 0.21)


25 Oncology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


26 Dermatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


27 Gynaecology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


28 Mixed


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Subtotal (95% CI) 78 75 0.4 % 0.32 [ 0.03, 2.99 ]


Total events: 0 (Experimental), 2 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.00, df = 1 (P = 1.00); I2 =0.0%


Test for overall effect: Z = 1.00 (P = 0.32)
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total (95% CI) 2084 1851 100.0 % 0.85 [ 0.74, 0.98 ]


Total events: 270 (Experimental), 317 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 34.37, df = 36 (P = 0.55); I2 =0.0%


Test for overall effect: Z = 2.21 (P = 0.027)


Test for subgroup differences: Chi2 = 5.33, df = 9 (P = 0.80), I2 =0.0%
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Analysis 23.4. Comparison 23 Enteral - Serious adverse event end of intervention, Outcome 4 Serious


adverse events - based on adequacy of the amount of calories.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 23 Enteral - Serious adverse event end of intervention


Outcome: 4 Serious adverse events - based on adequacy of the amount of calories


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Clearly adequate in intervention and clearly inadequate in control


Chen 2000a 0/10 0/5 Not estimable


Chuntrasakul 1996 1/21 1/17 0.3 % 0.81 [ 0.05, 12.01 ]


Ledinghen 1997 5/12 1/10 0.5 % 4.17 [ 0.58, 30.06 ]


Malhotra 2004 27/98 31/97 10.5 % 0.86 [ 0.56, 1.33 ]


Page 2002 0/20 1/20 0.2 % 0.33 [ 0.01, 7.72 ]


Soop 2004 0/9 1/9 0.2 % 0.33 [ 0.02, 7.24 ]


Sullivan 1998 2/8 3/10 0.8 % 0.83 [ 0.18, 3.84 ]


Wu 2007a 6/215 8/108 1.8 % 0.38 [ 0.13, 1.06 ]


Zhang 2013 2/50 5/50 0.8 % 0.40 [ 0.08, 1.97 ]


Subtotal (95% CI) 443 326 15.1 % 0.77 [ 0.54, 1.10 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 43 (Experimental), 51 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 6.13, df = 7 (P = 0.53); I2 =0.0%


Test for overall effect: Z = 1.44 (P = 0.15)


2 Inadequate in the experimental or adequate in the control


Bastow 1983a 5/39 4/35 1.3 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.8 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 2.1 % 0.86 [ 0.33, 2.25 ]


Bokhorst-de 2000 7/15 9/17 4.0 % 0.88 [ 0.44, 1.78 ]


Carr 1996 0/14 1/14 0.2 % 0.33 [ 0.01, 7.55 ]


Hartgrink 1998 7/55 0/53 0.2 % 14.46 [ 0.85, 247.12 ]


Pupelis 2000 2/11 5/18 0.9 % 0.65 [ 0.15, 2.81 ]


Schroeder 1991 1/16 1/16 0.3 % 1.00 [ 0.07, 14.64 ]


Subtotal (95% CI) 205 206 9.9 % 0.86 [ 0.55, 1.35 ]


Total events: 30 (Experimental), 32 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 6.04, df = 7 (P = 0.54); I2 =0.0%


Test for overall effect: Z = 0.65 (P = 0.51)


3 Experimental group is overfed


Chen 2006 0/21 0/20 Not estimable


Kearns 1992 0/16 2/15 0.2 % 0.19 [ 0.01, 3.63 ]


Singh 1998 2/21 2/22 0.6 % 1.05 [ 0.16, 6.77 ]


Subtotal (95% CI) 58 57 0.8 % 0.64 [ 0.13, 3.12 ]


Total events: 2 (Experimental), 4 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.96, df = 1 (P = 0.33); I2 =0.0%


Test for overall effect: Z = 0.55 (P = 0.58)


4 Unclear intake in control or experimental


Chen 1995a 0/8 1/8 0.2 % 0.33 [ 0.02, 7.14 ]


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]


Dennis 2006 142/429 147/430 55.7 % 0.97 [ 0.80, 1.17 ]


Dong 1996 0/256 6/264 0.2 % 0.08 [ 0.00, 1.40 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Maude 2011 8/27 7/29 2.6 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 11/68 14/68 3.9 % 0.79 [ 0.38, 1.61 ]


Nguyen 2012 4/14 4/14 1.4 % 1.00 [ 0.31, 3.23 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Pupelis 2001 1/30 7/30 0.5 % 0.14 [ 0.02, 1.09 ]


Sabin 1998 2/40 3/40 0.7 % 0.67 [ 0.12, 3.78 ]


Smith 1985 4/25 1/25 0.4 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 1/11 1/15 0.3 % 1.36 [ 0.10, 19.50 ]


Tong 2006a 0/45 2/18 0.2 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 2.0 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.4 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.4 % 0.38 [ 0.05, 3.26 ]


Xu 2003 0/20 0/20 Not estimable


Zheng 2001a 0/65 0/15 Not estimable


Zhong 2014 4/60 12/60 1.7 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 2.9 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 1378 1262 74.2 % 0.73 [ 0.55, 0.98 ]


Total events: 195 (Experimental), 230 (Control)


Heterogeneity: Tau2 = 0.06; Chi2 = 21.43, df = 18 (P = 0.26); I2 =16%


Test for overall effect: Z = 2.11 (P = 0.035)


Total (95% CI) 2084 1851 100.0 % 0.85 [ 0.74, 0.98 ]


Total events: 270 (Experimental), 317 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 34.37, df = 36 (P = 0.55); I2 =0.0%


Test for overall effect: Z = 2.21 (P = 0.027)


Test for subgroup differences: Chi2 = 0.41, df = 3 (P = 0.94), I2 =0.0%
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Analysis 23.5. Comparison 23 Enteral - Serious adverse event end of intervention, Outcome 5 Serious


adverse events - different screening tools.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 23 Enteral - Serious adverse event end of intervention


Outcome: 5 Serious adverse events - different screening tools


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 NRS 2002


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 MUST


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 MNA


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 SGA


Wu 2007a 6/215 8/108 1.8 % 0.38 [ 0.13, 1.06 ]


Subtotal (95% CI) 215 108 1.8 % 0.38 [ 0.13, 1.06 ]


Total events: 6 (Experimental), 8 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.85 (P = 0.064)


5 Other means


Bastow 1983a 5/39 4/35 1.3 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.8 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 2.1 % 0.86 [ 0.33, 2.25 ]


Bokhorst-de 2000 7/15 9/17 4.0 % 0.88 [ 0.44, 1.78 ]


Carr 1996 0/14 1/14 0.2 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.2 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2006 0/21 0/20 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.3 % 0.81 [ 0.05, 12.01 ]


Dennis 2006 142/429 147/430 55.7 % 0.97 [ 0.80, 1.17 ]


Dong 1996 0/256 6/264 0.2 % 0.08 [ 0.00, 1.40 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.2 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Kearns 1992 0/16 2/15 0.2 % 0.19 [ 0.01, 3.63 ]


Ledinghen 1997 5/12 1/10 0.5 % 4.17 [ 0.58, 30.06 ]


Malhotra 2004 27/98 31/97 10.5 % 0.86 [ 0.56, 1.33 ]


Maude 2011 8/27 7/29 2.6 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 11/68 14/68 3.9 % 0.79 [ 0.38, 1.61 ]


Nguyen 2012 4/14 4/14 1.4 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.2 % 0.33 [ 0.01, 7.72 ]


Pupelis 2000 2/11 5/18 0.9 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.5 % 0.14 [ 0.02, 1.09 ]


Sabin 1998 2/40 3/40 0.7 % 0.67 [ 0.12, 3.78 ]


Schroeder 1991 1/16 1/16 0.3 % 1.00 [ 0.07, 14.64 ]


Singh 1998 2/21 2/22 0.6 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.4 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 1/11 1/15 0.3 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 1/9 0.2 % 0.33 [ 0.02, 7.24 ]


Sullivan 1998 2/8 3/10 0.8 % 0.83 [ 0.18, 3.84 ]


Tong 2006a 0/45 2/18 0.2 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 2.0 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.4 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.4 % 0.38 [ 0.05, 3.26 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 2/50 5/50 0.8 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 0/15 Not estimable
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zhong 2014 4/60 12/60 1.7 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 2.9 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 1869 1743 98.2 % 0.87 [ 0.75, 1.00 ]


Total events: 264 (Experimental), 309 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 31.88, df = 35 (P = 0.62); I2 =0.0%


Test for overall effect: Z = 1.97 (P = 0.048)


Total (95% CI) 2084 1851 100.0 % 0.85 [ 0.74, 0.98 ]


Total events: 270 (Experimental), 317 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 34.37, df = 36 (P = 0.55); I2 =0.0%


Test for overall effect: Z = 2.21 (P = 0.027)


Test for subgroup differences: Chi2 = 2.46, df = 1 (P = 0.12), I2 =59%


0.01 0.1 1 10 100


Favours nutrition support Favours control


1049Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Analysis 23.6. Comparison 23 Enteral - Serious adverse event end of intervention, Outcome 6 Serious


adverse events - participants characterised as ’at nutritional risk’ due to one of the following conditions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 23 Enteral - Serious adverse event end of intervention


Outcome: 6 Serious adverse events - participants characterised as ’at nutritional risk’ due to one of the following conditions


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Major surgery


Bastow 1983a 5/39 4/35 1.3 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.8 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 2.1 % 0.86 [ 0.33, 2.25 ]


Carr 1996 0/14 1/14 0.2 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.2 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Dong 1996 0/256 6/264 0.2 % 0.08 [ 0.00, 1.40 ]


Fletcher 1986b 0/9 0/4 Not estimable


Malhotra 2004 27/98 31/97 10.5 % 0.86 [ 0.56, 1.33 ]


Page 2002 0/20 1/20 0.2 % 0.33 [ 0.01, 7.72 ]


Pupelis 2000 2/11 5/18 0.9 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.5 % 0.14 [ 0.02, 1.09 ]


Schroeder 1991 1/16 1/16 0.3 % 1.00 [ 0.07, 14.64 ]


Singh 1998 2/21 2/22 0.6 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.4 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 1/11 1/15 0.3 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 1/9 0.2 % 0.33 [ 0.02, 7.24 ]


Tong 2006a 0/45 2/18 0.2 % 0.08 [ 0.00, 1.64 ]


Von Meyenfeldt 1992b 4/50 1/25 0.4 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.4 % 0.38 [ 0.05, 3.26 ]


Wu 2007a 6/215 8/108 1.8 % 0.38 [ 0.13, 1.06 ]


Xu 2003 0/20 0/20 Not estimable


Zheng 2001a 0/65 0/15 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 1064 854 21.7 % 0.72 [ 0.53, 0.97 ]


Total events: 62 (Experimental), 88 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 15.70, df = 18 (P = 0.61); I2 =0.0%


Test for overall effect: Z = 2.14 (P = 0.032)


2 Stroke


Dennis 2006 142/429 147/430 55.7 % 0.97 [ 0.80, 1.17 ]


Zhong 2014 4/60 12/60 1.7 % 0.33 [ 0.11, 0.98 ]


Zhu 2012b 8/32 7/16 2.9 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 521 506 60.4 % 0.67 [ 0.37, 1.24 ]


Total events: 154 (Experimental), 166 (Control)


Heterogeneity: Tau2 = 0.18; Chi2 = 5.05, df = 2 (P = 0.08); I2 =60%


Test for overall effect: Z = 1.27 (P = 0.21)


3 ICU participants including trauma


Chen 2006 0/21 0/20 Not estimable


Chuntrasakul 1996 1/21 1/17 0.3 % 0.81 [ 0.05, 12.01 ]


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Nguyen 2012 4/14 4/14 1.4 % 1.00 [ 0.31, 3.23 ]


Sabin 1998 2/40 3/40 0.7 % 0.67 [ 0.12, 3.78 ]


Vicic 2013 5/52 10/49 2.0 % 0.47 [ 0.17, 1.28 ]


Subtotal (95% CI) 170 164 4.5 % 0.62 [ 0.32, 1.21 ]


Total events: 12 (Experimental), 20 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.48, df = 4 (P = 0.83); I2 =0.0%


Test for overall effect: Z = 1.40 (P = 0.16)


4 Frail elderly participants with less severe conditions known to increase protein requirements


Hartgrink 1998 7/55 0/53 0.2 % 14.46 [ 0.85, 247.12 ]


Sullivan 1998 2/8 3/10 0.8 % 0.83 [ 0.18, 3.84 ]


Subtotal (95% CI) 63 63 1.1 % 2.84 [ 0.12, 66.14 ]


Total events: 9 (Experimental), 3 (Control)


Heterogeneity: Tau2 = 3.91; Chi2 = 3.89, df = 1 (P = 0.05); I2 =74%


Test for overall effect: Z = 0.65 (P = 0.52)


5 Participants do not fall into one of the categories above


Bokhorst-de 2000 7/15 9/17 4.0 % 0.88 [ 0.44, 1.78 ]


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]


Kearns 1992 0/16 2/15 0.2 % 0.19 [ 0.01, 3.63 ]


Ledinghen 1997 5/12 1/10 0.5 % 4.17 [ 0.58, 30.06 ]


Maude 2011 8/27 7/29 2.6 % 1.23 [ 0.52, 2.93 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 11/68 14/68 3.9 % 0.79 [ 0.38, 1.61 ]


Zhang 2013 2/50 5/50 0.8 % 0.40 [ 0.08, 1.97 ]


Subtotal (95% CI) 266 264 12.3 % 0.87 [ 0.58, 1.30 ]


Total events: 33 (Experimental), 40 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 5.82, df = 7 (P = 0.56); I2 =0.0%


Test for overall effect: Z = 0.68 (P = 0.50)


Total (95% CI) 2084 1851 100.0 % 0.85 [ 0.74, 0.98 ]


Total events: 270 (Experimental), 317 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 34.37, df = 36 (P = 0.55); I2 =0.0%


Test for overall effect: Z = 2.21 (P = 0.027)


Test for subgroup differences: Chi2 = 1.71, df = 4 (P = 0.79), I2 =0.0%
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Analysis 23.7. Comparison 23 Enteral - Serious adverse event end of intervention, Outcome 7 Serious


adverse events - participants characterised as ’at nutritional risk’ due to one of the following criteria.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 23 Enteral - Serious adverse event end of intervention


Outcome: 7 Serious adverse events - participants characterised as ’at nutritional risk’ due to one of the following criteria


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 BMI less than 20.5 kg/m2


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Weight loss of at least 5% during the last three months


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 Weight loss of at least 10% during the last six months


Bokhorst-de 2000 7/15 9/17 4.0 % 0.88 [ 0.44, 1.78 ]


Subtotal (95% CI) 15 17 4.0 % 0.88 [ 0.44, 1.78 ]


Total events: 7 (Experimental), 9 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.35 (P = 0.72)


4 Insufficient food intake during the last week (50% of requirements or less)


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Participants characterised as ’at nutritional risk’ by other means


Bastow 1983a 5/39 4/35 1.3 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.8 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 2.1 % 0.86 [ 0.33, 2.25 ]


Carr 1996 0/14 1/14 0.2 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.2 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Chuntrasakul 1996 1/21 1/17 0.3 % 0.81 [ 0.05, 12.01 ]


Dennis 2006 142/429 147/430 55.7 % 0.97 [ 0.80, 1.17 ]


Dong 1996 0/256 6/264 0.2 % 0.08 [ 0.00, 1.40 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.2 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Kearns 1992 0/16 2/15 0.2 % 0.19 [ 0.01, 3.63 ]


Ledinghen 1997 5/12 1/10 0.5 % 4.17 [ 0.58, 30.06 ]


Malhotra 2004 27/98 31/97 10.5 % 0.86 [ 0.56, 1.33 ]


Maude 2011 8/27 7/29 2.6 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 11/68 14/68 3.9 % 0.79 [ 0.38, 1.61 ]


Nguyen 2012 4/14 4/14 1.4 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.2 % 0.33 [ 0.01, 7.72 ]


Pupelis 2000 2/11 5/18 0.9 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.5 % 0.14 [ 0.02, 1.09 ]


Sabin 1998 2/40 3/40 0.7 % 0.67 [ 0.12, 3.78 ]


Schroeder 1991 1/16 1/16 0.3 % 1.00 [ 0.07, 14.64 ]


Singh 1998 2/21 2/22 0.6 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.4 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 1/11 1/15 0.3 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 1/9 0.2 % 0.33 [ 0.02, 7.24 ]


Sullivan 1998 2/8 3/10 0.8 % 0.83 [ 0.18, 3.84 ]


Tong 2006a 0/45 2/18 0.2 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 2.0 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.4 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.4 % 0.38 [ 0.05, 3.26 ]


Wu 2007a 6/215 8/108 1.8 % 0.38 [ 0.13, 1.06 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 2/50 5/50 0.8 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 0/15 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zhong 2014 4/60 12/60 1.7 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 2.9 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 2069 1834 96.0 % 0.85 [ 0.74, 0.98 ]


Total events: 263 (Experimental), 308 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 34.36, df = 35 (P = 0.50); I2 =0.0%


Test for overall effect: Z = 2.18 (P = 0.029)


Total (95% CI) 2084 1851 100.0 % 0.85 [ 0.74, 0.98 ]


Total events: 270 (Experimental), 317 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 34.37, df = 36 (P = 0.55); I2 =0.0%


Test for overall effect: Z = 2.21 (P = 0.027)


Test for subgroup differences: Chi2 = 0.01, df = 1 (P = 0.93), I2 =0.0%
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Analysis 23.8. Comparison 23 Enteral - Serious adverse event end of intervention, Outcome 8 Serious


adverse events - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 23 Enteral - Serious adverse event end of intervention


Outcome: 8 Serious adverse events - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Biomarkers


Chen 1995a 0/8 1/8 0.2 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Dong 1996 0/256 6/264 0.2 % 0.08 [ 0.00, 1.40 ]


Subtotal (95% CI) 274 277 0.4 % 0.16 [ 0.02, 1.26 ]


Total events: 0 (Experimental), 7 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.48, df = 1 (P = 0.49); I2 =0.0%


Test for overall effect: Z = 1.74 (P = 0.081)


2 Anthropometric measures


Bastow 1983a 5/39 4/35 1.3 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.8 % 0.37 [ 0.08, 1.71 ]


Subtotal (95% CI) 64 58 2.1 % 0.71 [ 0.24, 2.08 ]


Total events: 7 (Experimental), 9 (Control)


Heterogeneity: Tau2 = 0.12; Chi2 = 1.23, df = 1 (P = 0.27); I2 =19%


Test for overall effect: Z = 0.63 (P = 0.53)


3 Mixed


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Characterised by other means


Beier-Holgersen 1999 6/30 7/30 2.1 % 0.86 [ 0.33, 2.25 ]


Bokhorst-de 2000 7/15 9/17 4.0 % 0.88 [ 0.44, 1.78 ]


Carr 1996 0/14 1/14 0.2 % 0.33 [ 0.01, 7.55 ]


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.3 % 0.81 [ 0.05, 12.01 ]


Dennis 2006 142/429 147/430 55.7 % 0.97 [ 0.80, 1.17 ]


Fletcher 1986b 0/9 0/4 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Hartgrink 1998 7/55 0/53 0.2 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Kearns 1992 0/16 2/15 0.2 % 0.19 [ 0.01, 3.63 ]


Ledinghen 1997 5/12 1/10 0.5 % 4.17 [ 0.58, 30.06 ]


Malhotra 2004 27/98 31/97 10.5 % 0.86 [ 0.56, 1.33 ]


Maude 2011 8/27 7/29 2.6 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 11/68 14/68 3.9 % 0.79 [ 0.38, 1.61 ]


Nguyen 2012 4/14 4/14 1.4 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.2 % 0.33 [ 0.01, 7.72 ]


Pupelis 2000 2/11 5/18 0.9 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.5 % 0.14 [ 0.02, 1.09 ]


Sabin 1998 2/40 3/40 0.7 % 0.67 [ 0.12, 3.78 ]


Schroeder 1991 1/16 1/16 0.3 % 1.00 [ 0.07, 14.64 ]


Singh 1998 2/21 2/22 0.6 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.4 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 1/11 1/15 0.3 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 1/9 0.2 % 0.33 [ 0.02, 7.24 ]


Sullivan 1998 2/8 3/10 0.8 % 0.83 [ 0.18, 3.84 ]


Tong 2006a 0/45 2/18 0.2 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 2.0 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.4 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.4 % 0.38 [ 0.05, 3.26 ]


Wu 2007a 6/215 8/108 1.8 % 0.38 [ 0.13, 1.06 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 2/50 5/50 0.8 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 0/15 Not estimable


Zhong 2014 4/60 12/60 1.7 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 2.9 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 1746 1516 97.4 % 0.86 [ 0.75, 1.00 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 263 (Experimental), 301 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 29.86, df = 32 (P = 0.58); I2 =0.0%


Test for overall effect: Z = 2.02 (P = 0.043)


Total (95% CI) 2084 1851 100.0 % 0.85 [ 0.74, 0.98 ]


Total events: 270 (Experimental), 317 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 34.37, df = 36 (P = 0.55); I2 =0.0%


Test for overall effect: Z = 2.21 (P = 0.027)


Test for subgroup differences: Chi2 = 2.68, df = 2 (P = 0.26), I2 =25%
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Analysis 23.9. Comparison 23 Enteral - Serious adverse event end of intervention, Outcome 9 Serious


adverse events - randomisation year.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 23 Enteral - Serious adverse event end of intervention


Outcome: 9 Serious adverse events - randomisation year


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Before 1960


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 1960 to 1979


Sonnenfeld 1978 1/11 1/15 0.3 % 1.36 [ 0.10, 19.50 ]


Subtotal (95% CI) 11 15 0.3 % 1.36 [ 0.10, 19.50 ]


Total events: 1 (Experimental), 1 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.23 (P = 0.82)


3 1980 to 1999
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Bastow 1983a 5/39 4/35 1.3 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.8 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 2.1 % 0.86 [ 0.33, 2.25 ]


Bokhorst-de 2000 7/15 9/17 4.0 % 0.88 [ 0.44, 1.78 ]


Carr 1996 0/14 1/14 0.2 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.2 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.3 % 0.81 [ 0.05, 12.01 ]


Dennis 2006 142/429 147/430 55.7 % 0.97 [ 0.80, 1.17 ]


Dong 1996 0/256 6/264 0.2 % 0.08 [ 0.00, 1.40 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.2 % 14.46 [ 0.85, 247.12 ]


Kearns 1992 0/16 2/15 0.2 % 0.19 [ 0.01, 3.63 ]


Ledinghen 1997 5/12 1/10 0.5 % 4.17 [ 0.58, 30.06 ]


Malhotra 2004 27/98 31/97 10.5 % 0.86 [ 0.56, 1.33 ]


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Pupelis 2000 2/11 5/18 0.9 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.5 % 0.14 [ 0.02, 1.09 ]


Sabin 1998 2/40 3/40 0.7 % 0.67 [ 0.12, 3.78 ]


Schroeder 1991 1/16 1/16 0.3 % 1.00 [ 0.07, 14.64 ]


Singh 1998 2/21 2/22 0.6 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.4 % 4.00 [ 0.48, 33.33 ]


Sullivan 1998 2/8 3/10 0.8 % 0.83 [ 0.18, 3.84 ]


Von Meyenfeldt 1992b 4/50 1/25 0.4 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.4 % 0.38 [ 0.05, 3.26 ]


Zheng 2001a 0/65 0/15 Not estimable


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 1418 1331 81.7 % 0.92 [ 0.79, 1.08 ]


Total events: 221 (Experimental), 243 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 19.95, df = 23 (P = 0.65); I2 =0.0%


Test for overall effect: Z = 1.03 (P = 0.30)
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


4 After 1999


Chen 2006 0/21 0/20 Not estimable


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Maude 2011 8/27 7/29 2.6 % 1.23 [ 0.52, 2.93 ]


Moreno 2016 11/68 14/68 3.9 % 0.79 [ 0.38, 1.61 ]


Nguyen 2012 4/14 4/14 1.4 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.2 % 0.33 [ 0.01, 7.72 ]


Soop 2004 0/9 1/9 0.2 % 0.33 [ 0.02, 7.24 ]


Tong 2006a 0/45 2/18 0.2 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 2.0 % 0.47 [ 0.17, 1.28 ]


Wu 2007a 6/215 8/108 1.8 % 0.38 [ 0.13, 1.06 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 2/50 5/50 0.8 % 0.40 [ 0.08, 1.97 ]


Zhong 2014 4/60 12/60 1.7 % 0.33 [ 0.11, 0.98 ]


Zhu 2012b 8/32 7/16 2.9 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 655 505 18.0 % 0.60 [ 0.43, 0.83 ]


Total events: 48 (Experimental), 73 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 8.87, df = 11 (P = 0.63); I2 =0.0%


Test for overall effect: Z = 3.05 (P = 0.0023)


Total (95% CI) 2084 1851 100.0 % 0.85 [ 0.74, 0.98 ]


Total events: 270 (Experimental), 317 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 34.37, df = 36 (P = 0.55); I2 =0.0%


Test for overall effect: Z = 2.21 (P = 0.027)


Test for subgroup differences: Chi2 = 5.51, df = 2 (P = 0.06), I2 =64%
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Analysis 23.10. Comparison 23 Enteral - Serious adverse event end of intervention, Outcome 10 Serious


adverse events - trials where the intervention lasts fewer than three days compared with trials where the


intervention lasts three days or more.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 23 Enteral - Serious adverse event end of intervention


Outcome: 10 Serious adverse events - trials where the intervention lasts fewer than three days compared with trials where the intervention lasts three days or more


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Three days or more


Bastow 1983a 5/39 4/35 1.3 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.8 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 2.1 % 0.86 [ 0.33, 2.25 ]


Bokhorst-de 2000 7/15 9/17 4.0 % 0.88 [ 0.44, 1.78 ]


Carr 1996 0/14 1/14 0.2 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.2 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2006 0/21 0/20 Not estimable


Chuntrasakul 1996 1/21 1/17 0.3 % 0.81 [ 0.05, 12.01 ]


Dennis 2006 142/429 147/430 55.7 % 0.97 [ 0.80, 1.17 ]


Dong 1996 0/256 6/264 0.2 % 0.08 [ 0.00, 1.40 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.2 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Kearns 1992 0/16 2/15 0.2 % 0.19 [ 0.01, 3.63 ]


Ledinghen 1997 5/12 1/10 0.5 % 4.17 [ 0.58, 30.06 ]


Malhotra 2004 27/98 31/97 10.5 % 0.86 [ 0.56, 1.33 ]


Moreno 2016 11/68 14/68 3.9 % 0.79 [ 0.38, 1.61 ]


Nguyen 2012 4/14 4/14 1.4 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.2 % 0.33 [ 0.01, 7.72 ]


Pupelis 2000 2/11 5/18 0.9 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.5 % 0.14 [ 0.02, 1.09 ]


Schroeder 1991 1/16 1/16 0.3 % 1.00 [ 0.07, 14.64 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Singh 1998 2/21 2/22 0.6 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.4 % 4.00 [ 0.48, 33.33 ]


Soop 2004 0/9 1/9 0.2 % 0.33 [ 0.02, 7.24 ]


Sullivan 1998 2/8 3/10 0.8 % 0.83 [ 0.18, 3.84 ]


Tong 2006a 0/45 2/18 0.2 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 2.0 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.4 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.4 % 0.38 [ 0.05, 3.26 ]


Wu 2007a 6/215 8/108 1.8 % 0.38 [ 0.13, 1.06 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 2/50 5/50 0.8 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 0/15 Not estimable


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 2.9 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 1868 1632 94.4 % 0.86 [ 0.75, 1.00 ]


Total events: 255 (Experimental), 292 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 29.69, df = 30 (P = 0.48); I2 =0.0%


Test for overall effect: Z = 1.99 (P = 0.047)


2 Less than three days


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]


Maude 2011 8/27 7/29 2.6 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Sabin 1998 2/40 3/40 0.7 % 0.67 [ 0.12, 3.78 ]


Sonnenfeld 1978 1/11 1/15 0.3 % 1.36 [ 0.10, 19.50 ]


Zhong 2014 4/60 12/60 1.7 % 0.33 [ 0.11, 0.98 ]


Subtotal (95% CI) 216 219 5.6 % 0.71 [ 0.39, 1.27 ]


Total events: 15 (Experimental), 25 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 4.26, df = 5 (P = 0.51); I2 =0.0%


Test for overall effect: Z = 1.16 (P = 0.25)


3 Unknown


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 2084 1851 100.0 % 0.85 [ 0.74, 0.98 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 270 (Experimental), 317 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 34.37, df = 36 (P = 0.55); I2 =0.0%


Test for overall effect: Z = 2.21 (P = 0.027)


Test for subgroup differences: Chi2 = 0.43, df = 1 (P = 0.51), I2 =0.0%
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Favours nutrition support Favours control


Analysis 23.11. Comparison 23 Enteral - Serious adverse event end of intervention, Outcome 11 Serious


adverse events - ’best-worst case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 23 Enteral - Serious adverse event end of intervention


Outcome: 11 Serious adverse events - ’best-worst case’ scenario


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Bastow 1983a 5/39 4/35 1.3 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.8 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 2.0 % 0.86 [ 0.33, 2.25 ]


Bokhorst-de 2000 7/15 9/17 3.9 % 0.88 [ 0.44, 1.78 ]


Carr 1996 0/14 1/14 0.2 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.2 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.3 % 0.81 [ 0.05, 12.01 ]


Dennis 2006 142/429 147/430 53.9 % 0.97 [ 0.80, 1.17 ]


Dong 1996 0/256 6/264 0.2 % 0.08 [ 0.00, 1.40 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/70 17/70 2.9 % 0.41 [ 0.18, 0.93 ]


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Kearns 1992 0/16 2/15 0.2 % 0.19 [ 0.01, 3.63 ]


Ledinghen 1997 5/12 1/10 0.5 % 4.17 [ 0.58, 30.06 ]


Malhotra 2004 27/100 34/100 10.7 % 0.79 [ 0.52, 1.21 ]


Maude 2011 8/27 7/29 2.5 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 11/68 14/68 3.7 % 0.79 [ 0.38, 1.61 ]


Nguyen 2012 4/14 4/14 1.4 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.2 % 0.33 [ 0.01, 7.72 ]


Pupelis 2000 1/30 7/30 0.5 % 0.14 [ 0.02, 1.09 ]


Pupelis 2001 2/11 5/18 0.9 % 0.65 [ 0.15, 2.81 ]


Sabin 1998 2/40 3/40 0.6 % 0.67 [ 0.12, 3.78 ]


Schroeder 1991 1/16 1/16 0.3 % 1.00 [ 0.07, 14.64 ]


Singh 1998 2/21 2/22 0.5 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.4 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 1/11 1/15 0.3 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/10 2/10 0.2 % 0.20 [ 0.01, 3.70 ]


Sullivan 1998 2/8 3/10 0.8 % 0.83 [ 0.18, 3.84 ]


Tong 2006a 0/45 2/18 0.2 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 1.9 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.4 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/15 4/16 0.4 % 0.27 [ 0.03, 2.12 ]


Wu 2007a 6/215 8/108 1.8 % 0.38 [ 0.13, 1.06 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 2/50 5/50 0.8 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 0/15 Not estimable


Zhong 2014 4/60 12/60 1.7 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 2.8 % 0.57 [ 0.25, 1.29 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total (95% CI) 2104 1873 100.0 % 0.82 [ 0.72, 0.94 ]


Total events: 270 (Experimental), 339 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 35.16, df = 36 (P = 0.51); I2 =0.0%


Test for overall effect: Z = 2.80 (P = 0.0050)


Test for subgroup differences: Not applicable
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Analysis 23.12. Comparison 23 Enteral - Serious adverse event end of intervention, Outcome 12 Serious


adverse events - ’worst-best case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 23 Enteral - Serious adverse event end of intervention


Outcome: 12 Serious adverse events - ’worst-best case’ scenario


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Bastow 1983a 5/39 4/35 1.9 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 1.2 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 3.0 % 0.86 [ 0.33, 2.25 ]


Bokhorst-de 2000 7/15 9/17 5.5 % 0.88 [ 0.44, 1.78 ]


Carr 1996 0/14 1/14 0.3 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.3 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 0/21 1/20 0.3 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.4 % 0.81 [ 0.05, 12.01 ]


Dennis 2006 142/429 147/430 37.5 % 0.97 [ 0.80, 1.17 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Dong 1996 0/256 6/264 0.4 % 0.08 [ 0.00, 1.40 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 22/70 0/70 0.4 % 45.00 [ 2.78, 727.58 ]


Hill 2002 0/22 2/24 0.3 % 0.22 [ 0.01, 4.29 ]


Kearns 1992 0/16 2/15 0.3 % 0.19 [ 0.01, 3.63 ]


Ledinghen 1997 5/12 1/10 0.7 % 4.17 [ 0.58, 30.06 ]


Malhotra 2004 29/100 31/100 13.2 % 0.94 [ 0.61, 1.43 ]


Maude 2011 8/27 7/29 3.7 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.3 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 11/68 14/68 5.3 % 0.79 [ 0.38, 1.61 ]


Nguyen 2012 4/14 4/14 2.1 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.3 % 0.33 [ 0.01, 7.72 ]


Pupelis 2000 1/30 7/30 0.7 % 0.14 [ 0.02, 1.09 ]


Pupelis 2001 2/11 5/18 1.4 % 0.65 [ 0.15, 2.81 ]


Sabin 1998 2/40 3/40 1.0 % 0.67 [ 0.12, 3.78 ]


Schroeder 1991 1/16 1/16 0.4 % 1.00 [ 0.07, 14.64 ]


Singh 1998 2/21 2/22 0.8 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.6 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 1/11 1/15 0.4 % 1.36 [ 0.10, 19.50 ]


Soop 2004 1/10 1/10 0.4 % 1.00 [ 0.07, 13.87 ]


Sullivan 1998 2/8 3/10 1.2 % 0.83 [ 0.18, 3.84 ]


Tong 2006a 0/45 2/18 0.3 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 2.8 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.6 % 2.00 [ 0.24, 16.97 ]


Watters 1997 3/15 3/16 1.4 % 1.07 [ 0.25, 4.49 ]


Wu 2007a 6/215 8/108 2.7 % 0.38 [ 0.13, 1.06 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 2/50 5/50 1.1 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 0/15 Not estimable


Zhong 2014 4/60 12/60 2.5 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zhu 2012b 8/32 7/16 4.1 % 0.57 [ 0.25, 1.29 ]


Total (95% CI) 2104 1873 100.0 % 0.83 [ 0.70, 0.99 ]


Total events: 290 (Experimental), 317 (Control)


Heterogeneity: Tau2 = 0.01; Chi2 = 37.50, df = 36 (P = 0.40); I2 =4%


Test for overall effect: Z = 2.12 (P = 0.034)


Test for subgroup differences: Not applicable
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Analysis 23.13. Comparison 23 Enteral - Serious adverse event end of intervention, Outcome 13 Serious


adverse events co-interventions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 23 Enteral - Serious adverse event end of intervention


Outcome: 13 Serious adverse events co-interventions


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


1 received nutrition support as co-intervention


Bokhorst-de 2000 7/15 9/17 2.6 % 0.88 [ 0.44, 1.78 ]


Hill 2002 0/22 2/24 0.7 % 0.22 [ 0.01, 4.29 ]


Zhu 2012b 8/32 7/16 2.9 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 69 57 6.2 % 0.66 [ 0.39, 1.12 ]


Total events: 15 (Experimental), 18 (Control)


Heterogeneity: Chi2 = 1.31, df = 2 (P = 0.52); I2 =0.0%


Test for overall effect: Z = 1.54 (P = 0.12)


2 did not receive nutrition support as co-intervention


Bastow 1983a 5/39 4/35 1.3 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 1.6 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 2.1 % 0.86 [ 0.33, 2.25 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Carr 1996 0/14 1/14 0.5 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.5 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2006 0/21 0/20 Not estimable


Chuntrasakul 1996 1/21 1/17 0.3 % 0.81 [ 0.05, 12.01 ]


Dennis 2006 142/429 147/430 44.9 % 0.97 [ 0.80, 1.17 ]


Dong 1996 0/256 6/264 2.0 % 0.08 [ 0.00, 1.40 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.2 % 14.46 [ 0.85, 247.12 ]


Kearns 1992 0/16 2/15 0.8 % 0.19 [ 0.01, 3.63 ]


Ledinghen 1997 5/12 1/10 0.3 % 4.17 [ 0.58, 30.06 ]


Malhotra 2004 27/98 31/97 9.5 % 0.86 [ 0.56, 1.33 ]


Moreno 2016 11/68 14/68 4.3 % 0.79 [ 0.38, 1.61 ]


Page 2002 0/20 1/20 0.5 % 0.33 [ 0.01, 7.72 ]


Pupelis 2000 2/11 5/18 1.2 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 2.1 % 0.14 [ 0.02, 1.09 ]


Schroeder 1991 1/16 1/16 0.3 % 1.00 [ 0.07, 14.64 ]


Singh 1998 2/21 2/22 0.6 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.3 % 4.00 [ 0.48, 33.33 ]


Soop 2004 0/9 1/9 0.5 % 0.33 [ 0.02, 7.24 ]


Sullivan 1998 2/8 3/10 0.8 % 0.83 [ 0.18, 3.84 ]


Tong 2006a 0/45 2/18 1.1 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 3.1 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.4 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.9 % 0.38 [ 0.05, 3.26 ]


Wu 2007a 6/215 8/108 3.3 % 0.38 [ 0.13, 1.06 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 2/50 5/50 1.5 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 0/15 Not estimable


Zhong 2014 4/60 12/60 3.7 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Subtotal (95% CI) 1845 1621 88.4 % 0.83 [ 0.72, 0.96 ]


Total events: 240 (Experimental), 282 (Control)


Heterogeneity: Chi2 = 30.92, df = 27 (P = 0.27); I2 =13%


Test for overall effect: Z = 2.47 (P = 0.013)


3 delayed versus early nutrition support


Choudhry 1996 0/21 1/20 0.5 % 0.32 [ 0.01, 7.38 ]


Maude 2011 8/27 7/29 2.1 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.5 % 0.32 [ 0.01, 7.74 ]


Nguyen 2012 4/14 4/14 1.2 % 1.00 [ 0.31, 3.23 ]


Sabin 1998 2/40 3/40 0.9 % 0.67 [ 0.12, 3.78 ]


Sonnenfeld 1978 1/11 1/15 0.3 % 1.36 [ 0.10, 19.50 ]


Subtotal (95% CI) 170 173 5.4 % 0.93 [ 0.51, 1.69 ]


Total events: 15 (Experimental), 17 (Control)


Heterogeneity: Chi2 = 1.50, df = 5 (P = 0.91); I2 =0.0%


Test for overall effect: Z = 0.24 (P = 0.81)


Total (95% CI) 2084 1851 100.0 % 0.83 [ 0.72, 0.95 ]


Total events: 270 (Experimental), 317 (Control)


Heterogeneity: Chi2 = 34.37, df = 36 (P = 0.55); I2 =0.0%


Test for overall effect: Z = 2.72 (P = 0.0065)


Test for subgroup differences: Chi2 = 0.85, df = 2 (P = 0.65), I2 =0.0%
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Analysis 24.1. Comparison 24 Enteral - Serious adverse event maximum follow-up, Outcome 1 Serious


adverse events - overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 24 Enteral - Serious adverse event maximum follow-up


Outcome: 1 Serious adverse events - overall


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Barlow 2011 3/64 7/57 0.7 % 0.38 [ 0.10, 1.41 ]


Bastow 1983a 5/39 4/35 0.8 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.5 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 1.3 % 0.86 [ 0.33, 2.25 ]


Bokhorst-de 2000 7/15 9/17 2.4 % 0.88 [ 0.44, 1.78 ]


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.1 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 3/21 4/20 0.6 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 13/34 12/25 3.4 % 0.80 [ 0.44, 1.44 ]


Chuntrasakul 1996 1/21 3/17 0.2 % 0.27 [ 0.03, 2.37 ]


Dennis 2006 182/429 207/429 54.0 % 0.88 [ 0.76, 1.02 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Eyer 1993 2/19 2/19 0.3 % 1.00 [ 0.16, 6.38 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Kaur 2005 6/50 12/50 1.5 % 0.50 [ 0.20, 1.23 ]


Kearns 1992 5/16 4/15 1.0 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 5/12 2/10 0.6 % 2.08 [ 0.51, 8.52 ]


Malhotra 2004 27/98 31/97 6.3 % 0.86 [ 0.56, 1.33 ]


Maude 2011 8/27 7/29 1.6 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 30/68 35/68 9.4 % 0.86 [ 0.60, 1.22 ]


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


1070Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Nguyen 2012 4/14 4/14 0.9 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]


Peck 2004 4/14 5/13 1.0 % 0.74 [ 0.25, 2.18 ]


Pupelis 2000 1/30 7/30 0.3 % 0.14 [ 0.02, 1.09 ]


Pupelis 2001 2/11 5/18 0.6 % 0.65 [ 0.15, 2.81 ]


Sabin 1998 12/40 10/40 2.3 % 1.20 [ 0.59, 2.45 ]


Schroeder 1991 1/16 1/16 0.2 % 1.00 [ 0.07, 14.64 ]


Singh 1998 4/21 4/22 0.8 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.3 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 1/11 1/15 0.2 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 3/9 0.1 % 0.14 [ 0.01, 2.42 ]


Sullivan 1998 2/8 5/10 0.6 % 0.50 [ 0.13, 1.93 ]


Tong 2006a 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 1.2 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.3 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.3 % 0.38 [ 0.05, 3.26 ]


Wu 2007a 6/215 8/108 1.1 % 0.38 [ 0.13, 1.06 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 2/50 5/50 0.5 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 1/15 0.1 % 0.08 [ 0.00, 1.89 ]


Zheng 2015 5/75 13/71 1.2 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 1.0 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 1.8 % 0.57 [ 0.25, 1.29 ]


Total (95% CI) 2340 2085 100.0 % 0.82 [ 0.73, 0.91 ]


Total events: 382 (Experimental), 471 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 42.26, df = 43 (P = 0.50); I2 =0.0%


Test for overall effect: Z = 3.69 (P = 0.00023)


Test for subgroup differences: Not applicable
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Analysis 24.2. Comparison 24 Enteral - Serious adverse event maximum follow-up, Outcome 2 Serious


adverse events - bias.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 24 Enteral - Serious adverse event maximum follow-up


Outcome: 2 Serious adverse events - bias


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 High risk of bias


Barlow 2011 3/64 7/57 0.7 % 0.38 [ 0.10, 1.41 ]


Bastow 1983a 5/39 4/35 0.8 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.5 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 1.3 % 0.86 [ 0.33, 2.25 ]


Bokhorst-de 2000 7/15 9/17 2.4 % 0.88 [ 0.44, 1.78 ]


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.1 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 3/21 4/20 0.6 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 13/34 12/25 3.4 % 0.80 [ 0.44, 1.44 ]


Chuntrasakul 1996 1/21 3/17 0.2 % 0.27 [ 0.03, 2.37 ]


Dennis 2006 182/429 207/429 54.0 % 0.88 [ 0.76, 1.02 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Eyer 1993 2/19 2/19 0.3 % 1.00 [ 0.16, 6.38 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Kaur 2005 6/50 12/50 1.5 % 0.50 [ 0.20, 1.23 ]


Kearns 1992 5/16 4/15 1.0 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 5/12 2/10 0.6 % 2.08 [ 0.51, 8.52 ]


Malhotra 2004 27/98 31/97 6.3 % 0.86 [ 0.56, 1.33 ]


Maude 2011 8/27 7/29 1.6 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Moreno 2016 30/68 35/68 9.4 % 0.86 [ 0.60, 1.22 ]


Nguyen 2012 4/14 4/14 0.9 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]


Peck 2004 4/14 5/13 1.0 % 0.74 [ 0.25, 2.18 ]


Pupelis 2000 1/30 7/30 0.3 % 0.14 [ 0.02, 1.09 ]


Pupelis 2001 2/11 5/18 0.6 % 0.65 [ 0.15, 2.81 ]


Sabin 1998 12/40 10/40 2.3 % 1.20 [ 0.59, 2.45 ]


Schroeder 1991 1/16 1/16 0.2 % 1.00 [ 0.07, 14.64 ]


Singh 1998 4/21 4/22 0.8 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.3 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 1/11 1/15 0.2 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 3/9 0.1 % 0.14 [ 0.01, 2.42 ]


Sullivan 1998 2/8 5/10 0.6 % 0.50 [ 0.13, 1.93 ]


Tong 2006a 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 1.2 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.3 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.3 % 0.38 [ 0.05, 3.26 ]


Wu 2007a 6/215 8/108 1.1 % 0.38 [ 0.13, 1.06 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 2/50 5/50 0.5 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 1/15 0.1 % 0.08 [ 0.00, 1.89 ]


Zheng 2015 5/75 13/71 1.2 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 1.0 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 1.8 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 2340 2085 100.0 % 0.82 [ 0.73, 0.91 ]


Total events: 382 (Experimental), 471 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 42.26, df = 43 (P = 0.50); I2 =0.0%


Test for overall effect: Z = 3.69 (P = 0.00023)


2 Low risk of bias


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Test for overall effect: not applicable


Total (95% CI) 2340 2085 100.0 % 0.82 [ 0.73, 0.91 ]


Total events: 382 (Experimental), 471 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 42.26, df = 43 (P = 0.50); I2 =0.0%


Test for overall effect: Z = 3.69 (P = 0.00023)


Test for subgroup differences: Not applicable
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Analysis 24.3. Comparison 24 Enteral - Serious adverse event maximum follow-up, Outcome 3 Serious


adverse events - by medical speciality.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 24 Enteral - Serious adverse event maximum follow-up


Outcome: 3 Serious adverse events - by medical speciality


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Cardiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Medical gastroenterology and hepatology


Kearns 1992 5/16 4/15 1.0 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 5/12 2/10 0.6 % 2.08 [ 0.51, 8.52 ]


Moreno 2016 30/68 35/68 9.4 % 0.86 [ 0.60, 1.22 ]


Zhang 2013 2/50 5/50 0.5 % 0.40 [ 0.08, 1.97 ]


Subtotal (95% CI) 146 143 11.4 % 0.89 [ 0.65, 1.23 ]


Total events: 42 (Experimental), 46 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.65, df = 3 (P = 0.45); I2 =0.0%
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Test for overall effect: Z = 0.69 (P = 0.49)


3 Geriatrics


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Pulmonary disease


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Endocrinology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


6 Infectious diseases


Maude 2011 8/27 7/29 1.6 % 1.23 [ 0.52, 2.93 ]


Subtotal (95% CI) 27 29 1.6 % 1.23 [ 0.52, 2.93 ]


Total events: 8 (Experimental), 7 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.46 (P = 0.64)


7 Rheumatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


8 Haematology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


9 Nephrology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


10 Gastroenterologic surgery


Barlow 2011 3/64 7/57 0.7 % 0.38 [ 0.10, 1.41 ]


Beier-Holgersen 1999 6/30 7/30 1.3 % 0.86 [ 0.33, 2.25 ]


Chen 1995a 0/8 1/8 0.1 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Kaur 2005 6/50 12/50 1.5 % 0.50 [ 0.20, 1.23 ]


Malhotra 2004 27/98 31/97 6.3 % 0.86 [ 0.56, 1.33 ]


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]


Pupelis 2000 1/30 7/30 0.3 % 0.14 [ 0.02, 1.09 ]


Pupelis 2001 2/11 5/18 0.6 % 0.65 [ 0.15, 2.81 ]


Schroeder 1991 1/16 1/16 0.2 % 1.00 [ 0.07, 14.64 ]


Singh 1998 4/21 4/22 0.8 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.3 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 1/11 1/15 0.2 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 3/9 0.1 % 0.14 [ 0.01, 2.42 ]


Tong 2006a 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Von Meyenfeldt 1992b 4/50 1/25 0.3 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.3 % 0.38 [ 0.05, 3.26 ]


Wu 2007a 6/215 8/108 1.1 % 0.38 [ 0.13, 1.06 ]


Xu 2003 0/20 0/20 Not estimable


Zheng 2001a 0/65 1/15 0.1 % 0.08 [ 0.00, 1.89 ]


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 835 621 14.1 % 0.68 [ 0.51, 0.91 ]


Total events: 66 (Experimental), 96 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 16.26, df = 17 (P = 0.51); I2 =0.0%


Test for overall effect: Z = 2.63 (P = 0.0086)


11 Trauma surgery


Chen 2006 0/21 0/20 Not estimable


Chuntrasakul 1996 1/21 3/17 0.2 % 0.27 [ 0.03, 2.37 ]


Eyer 1993 2/19 2/19 0.3 % 1.00 [ 0.16, 6.38 ]


Peck 2004 4/14 5/13 1.0 % 0.74 [ 0.25, 2.18 ]


Vicic 2013 5/52 10/49 1.2 % 0.47 [ 0.17, 1.28 ]


Subtotal (95% CI) 127 118 2.8 % 0.58 [ 0.30, 1.11 ]


Total events: 12 (Experimental), 20 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.19, df = 3 (P = 0.75); I2 =0.0%


Test for overall effect: Z = 1.64 (P = 0.10)


12 Ortopaedics


Bastow 1983a 5/39 4/35 0.8 % 1.12 [ 0.33, 3.85 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Bastow 1983b 2/25 5/23 0.5 % 0.37 [ 0.08, 1.71 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Sullivan 1998 2/8 5/10 0.6 % 0.50 [ 0.13, 1.93 ]


Subtotal (95% CI) 127 121 2.1 % 0.91 [ 0.28, 2.96 ]


Total events: 16 (Experimental), 14 (Control)


Heterogeneity: Tau2 = 0.75; Chi2 = 6.54, df = 3 (P = 0.09); I2 =54%


Test for overall effect: Z = 0.15 (P = 0.88)


13 Plastic, reconstructive, and aesthetic surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


14 Vascular surgery


Fletcher 1986b 0/9 0/4 Not estimable


Subtotal (95% CI) 9 4 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


15 Transplant surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


16 Urology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


17 Thoracic surgery


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Subtotal (95% CI) 270 278 0.3 % 0.15 [ 0.02, 1.27 ]


Total events: 0 (Experimental), 7 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.47, df = 1 (P = 0.49); I2 =0.0%


Test for overall effect: Z = 1.74 (P = 0.082)


18 Neurological surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable
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Test for overall effect: not applicable


19 Oro-maxillo-facial surgery


Bokhorst-de 2000 7/15 9/17 2.4 % 0.88 [ 0.44, 1.78 ]


Subtotal (95% CI) 15 17 2.4 % 0.88 [ 0.44, 1.78 ]


Total events: 7 (Experimental), 9 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.35 (P = 0.72)


20 Anaesthesiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


21 Emergency medicine


Chourdakis 2012 13/34 12/25 3.4 % 0.80 [ 0.44, 1.44 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Nguyen 2012 4/14 4/14 0.9 % 1.00 [ 0.31, 3.23 ]


Sabin 1998 12/40 10/40 2.3 % 1.20 [ 0.59, 2.45 ]


Subtotal (95% CI) 110 103 6.7 % 0.92 [ 0.60, 1.40 ]


Total events: 29 (Experimental), 28 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.68, df = 3 (P = 0.64); I2 =0.0%


Test for overall effect: Z = 0.38 (P = 0.70)


22 Psychiatry


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


23 Neurology


Dennis 2006 182/429 207/429 54.0 % 0.88 [ 0.76, 1.02 ]


Zheng 2015 5/75 13/71 1.2 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 1.0 % 0.33 [ 0.11, 0.98 ]


Zhu 2012b 8/32 7/16 1.8 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 596 576 58.0 % 0.58 [ 0.34, 1.00 ]


Total events: 199 (Experimental), 239 (Control)


Heterogeneity: Tau2 = 0.16; Chi2 = 7.05, df = 3 (P = 0.07); I2 =57%


Test for overall effect: Z = 1.97 (P = 0.048)


24 Oncology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)
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Heterogeneity: not applicable


Test for overall effect: not applicable


25 Dermatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


26 Gynaecology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


27 Mixed


Choudhry 1996 3/21 4/20 0.6 % 0.71 [ 0.18, 2.80 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Subtotal (95% CI) 78 75 0.7 % 0.63 [ 0.18, 2.21 ]


Total events: 3 (Experimental), 5 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.21, df = 1 (P = 0.65); I2 =0.0%


Test for overall effect: Z = 0.72 (P = 0.47)


Total (95% CI) 2340 2085 100.0 % 0.82 [ 0.73, 0.91 ]


Total events: 382 (Experimental), 471 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 42.26, df = 43 (P = 0.50); I2 =0.0%


Test for overall effect: Z = 3.69 (P = 0.00023)


Test for subgroup differences: Chi2 = 7.66, df = 9 (P = 0.57), I2 =0.0%
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Analysis 24.4. Comparison 24 Enteral - Serious adverse event maximum follow-up, Outcome 4 Serious


adverse events - based on adequacy of the amount of calories.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 24 Enteral - Serious adverse event maximum follow-up


Outcome: 4 Serious adverse events - based on adequacy of the amount of calories


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Clearly adequate in intervention and clearly inadequate in control


Barlow 2011 3/64 7/57 0.7 % 0.38 [ 0.10, 1.41 ]


Chen 2000a 0/10 0/5 Not estimable


Chourdakis 2012 13/34 12/25 3.4 % 0.80 [ 0.44, 1.44 ]


Chuntrasakul 1996 1/21 3/17 0.2 % 0.27 [ 0.03, 2.37 ]


Eyer 1993 2/19 2/19 0.3 % 1.00 [ 0.16, 6.38 ]


Ledinghen 1997 5/12 2/10 0.6 % 2.08 [ 0.51, 8.52 ]


Malhotra 2004 27/98 31/97 6.3 % 0.86 [ 0.56, 1.33 ]


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]


Soop 2004 0/9 3/9 0.1 % 0.14 [ 0.01, 2.42 ]


Sullivan 1998 2/8 5/10 0.6 % 0.50 [ 0.13, 1.93 ]


Wu 2007a 6/215 8/108 1.1 % 0.38 [ 0.13, 1.06 ]


Zhang 2013 2/50 5/50 0.5 % 0.40 [ 0.08, 1.97 ]


Subtotal (95% CI) 560 427 14.0 % 0.72 [ 0.54, 0.96 ]


Total events: 61 (Experimental), 79 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 8.76, df = 10 (P = 0.56); I2 =0.0%


Test for overall effect: Z = 2.23 (P = 0.026)


2 Inadequate in the experimental or adequate in the control


Bastow 1983a 5/39 4/35 0.8 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.5 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 1.3 % 0.86 [ 0.33, 2.25 ]


Bokhorst-de 2000 7/15 9/17 2.4 % 0.88 [ 0.44, 1.78 ]


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Pupelis 2001 2/11 5/18 0.6 % 0.65 [ 0.15, 2.81 ]


Schroeder 1991 1/16 1/16 0.2 % 1.00 [ 0.07, 14.64 ]
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n/N n/N
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M-
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CI


Subtotal (95% CI) 205 206 5.9 % 0.86 [ 0.55, 1.35 ]


Total events: 30 (Experimental), 32 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 6.04, df = 7 (P = 0.54); I2 =0.0%


Test for overall effect: Z = 0.65 (P = 0.51)


3 Experimental group is overfed


Chen 2006 0/21 0/20 Not estimable


Kaur 2005 6/50 12/50 1.5 % 0.50 [ 0.20, 1.23 ]


Kearns 1992 5/16 4/15 1.0 % 1.17 [ 0.39, 3.56 ]


Singh 1998 4/21 4/22 0.8 % 1.05 [ 0.30, 3.66 ]


Subtotal (95% CI) 108 107 3.2 % 0.77 [ 0.42, 1.42 ]


Total events: 15 (Experimental), 20 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.68, df = 2 (P = 0.43); I2 =0.0%


Test for overall effect: Z = 0.84 (P = 0.40)


4 Unclear intake in control or experimental


Chen 1995a 0/8 1/8 0.1 % 0.33 [ 0.02, 7.14 ]


Choudhry 1996 3/21 4/20 0.6 % 0.71 [ 0.18, 2.80 ]


Dennis 2006 182/429 207/429 54.0 % 0.88 [ 0.76, 1.02 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Maude 2011 8/27 7/29 1.6 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 30/68 35/68 9.4 % 0.86 [ 0.60, 1.22 ]


Nguyen 2012 4/14 4/14 0.9 % 1.00 [ 0.31, 3.23 ]


Peck 2004 4/14 5/13 1.0 % 0.74 [ 0.25, 2.18 ]


Pupelis 2000 1/30 7/30 0.3 % 0.14 [ 0.02, 1.09 ]


Sabin 1998 12/40 10/40 2.3 % 1.20 [ 0.59, 2.45 ]


Smith 1985 4/25 1/25 0.3 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 1/11 1/15 0.2 % 1.36 [ 0.10, 19.50 ]


Tong 2006a 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 1.2 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.3 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.3 % 0.38 [ 0.05, 3.26 ]


Xu 2003 0/20 0/20 Not estimable
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Zheng 2001a 0/65 1/15 0.1 % 0.08 [ 0.00, 1.89 ]


Zheng 2015 5/75 13/71 1.2 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 1.0 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 1.8 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 1467 1345 77.0 % 0.75 [ 0.60, 0.94 ]


Total events: 276 (Experimental), 340 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 25.53, df = 21 (P = 0.22); I2 =18%


Test for overall effect: Z = 2.53 (P = 0.011)


Total (95% CI) 2340 2085 100.0 % 0.82 [ 0.73, 0.91 ]


Total events: 382 (Experimental), 471 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 42.26, df = 43 (P = 0.50); I2 =0.0%


Test for overall effect: Z = 3.69 (P = 0.00023)


Test for subgroup differences: Chi2 = 0.45, df = 3 (P = 0.93), I2 =0.0%
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Analysis 24.5. Comparison 24 Enteral - Serious adverse event maximum follow-up, Outcome 5 Serious


adverse events - different screening tools.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 24 Enteral - Serious adverse event maximum follow-up


Outcome: 5 Serious adverse events - different screening tools


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 NRS 2002


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 MUST


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 MNA


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 SGA


Wu 2007a 6/215 8/108 1.1 % 0.38 [ 0.13, 1.06 ]


Subtotal (95% CI) 215 108 1.1 % 0.38 [ 0.13, 1.06 ]


Total events: 6 (Experimental), 8 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.85 (P = 0.064)


5 Other means


Barlow 2011 3/64 7/57 0.7 % 0.38 [ 0.10, 1.41 ]


Bastow 1983a 5/39 4/35 0.8 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.5 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 1.3 % 0.86 [ 0.33, 2.25 ]


Bokhorst-de 2000 7/15 9/17 2.4 % 0.88 [ 0.44, 1.78 ]


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.1 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 3/21 4/20 0.6 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 13/34 12/25 3.4 % 0.80 [ 0.44, 1.44 ]


Chuntrasakul 1996 1/21 3/17 0.2 % 0.27 [ 0.03, 2.37 ]


Dennis 2006 182/429 207/429 54.0 % 0.88 [ 0.76, 1.02 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Eyer 1993 2/19 2/19 0.3 % 1.00 [ 0.16, 6.38 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Kaur 2005 6/50 12/50 1.5 % 0.50 [ 0.20, 1.23 ]


Kearns 1992 5/16 4/15 1.0 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 5/12 2/10 0.6 % 2.08 [ 0.51, 8.52 ]


Malhotra 2004 27/98 31/97 6.3 % 0.86 [ 0.56, 1.33 ]


Maude 2011 8/27 7/29 1.6 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 30/68 35/68 9.4 % 0.86 [ 0.60, 1.22 ]


Nguyen 2012 4/14 4/14 0.9 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]


Peck 2004 4/14 5/13 1.0 % 0.74 [ 0.25, 2.18 ]


Pupelis 2000 1/30 7/30 0.3 % 0.14 [ 0.02, 1.09 ]


Pupelis 2001 2/11 5/18 0.6 % 0.65 [ 0.15, 2.81 ]


Sabin 1998 12/40 10/40 2.3 % 1.20 [ 0.59, 2.45 ]


Schroeder 1991 1/16 1/16 0.2 % 1.00 [ 0.07, 14.64 ]


Singh 1998 4/21 4/22 0.8 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.3 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 1/11 1/15 0.2 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 3/9 0.1 % 0.14 [ 0.01, 2.42 ]


Sullivan 1998 2/8 5/10 0.6 % 0.50 [ 0.13, 1.93 ]


Tong 2006a 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 1.2 % 0.47 [ 0.17, 1.28 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Von Meyenfeldt 1992b 4/50 1/25 0.3 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.3 % 0.38 [ 0.05, 3.26 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 2/50 5/50 0.5 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 1/15 0.1 % 0.08 [ 0.00, 1.89 ]


Zheng 2015 5/75 13/71 1.2 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 1.0 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 1.8 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 2125 1977 98.9 % 0.82 [ 0.74, 0.92 ]


Total events: 376 (Experimental), 463 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 40.00, df = 42 (P = 0.56); I2 =0.0%


Test for overall effect: Z = 3.51 (P = 0.00045)


Total (95% CI) 2340 2085 100.0 % 0.82 [ 0.73, 0.91 ]


Total events: 382 (Experimental), 471 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 42.26, df = 43 (P = 0.50); I2 =0.0%


Test for overall effect: Z = 3.69 (P = 0.00023)


Test for subgroup differences: Chi2 = 2.17, df = 1 (P = 0.14), I2 =54%
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Analysis 24.6. Comparison 24 Enteral - Serious adverse event maximum follow-up, Outcome 6 Serious


adverse events - participants characterised as ’at nutritional risk’ due to one of the following conditions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 24 Enteral - Serious adverse event maximum follow-up


Outcome: 6 Serious adverse events - participants characterised as ’at nutritional risk’ due to one of the following conditions


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Major surgery


Barlow 2011 3/64 7/57 0.7 % 0.38 [ 0.10, 1.41 ]


Bastow 1983a 5/39 4/35 0.8 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.5 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 1.3 % 0.86 [ 0.33, 2.25 ]


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.1 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Fletcher 1986b 0/9 0/4 Not estimable


Kaur 2005 6/50 12/50 1.5 % 0.50 [ 0.20, 1.23 ]


Malhotra 2004 27/98 31/97 6.3 % 0.86 [ 0.56, 1.33 ]


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]


Pupelis 2000 1/30 7/30 0.3 % 0.14 [ 0.02, 1.09 ]


Pupelis 2001 2/11 5/18 0.6 % 0.65 [ 0.15, 2.81 ]


Schroeder 1991 1/16 1/16 0.2 % 1.00 [ 0.07, 14.64 ]


Singh 1998 4/21 4/22 0.8 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.3 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 1/11 1/15 0.2 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 3/9 0.1 % 0.14 [ 0.01, 2.42 ]


Tong 2006a 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Von Meyenfeldt 1992b 4/50 1/25 0.3 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.3 % 0.38 [ 0.05, 3.26 ]


Wu 2007a 6/215 8/108 1.1 % 0.38 [ 0.13, 1.06 ]


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


1086Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Xu 2003 0/20 0/20 Not estimable


Zheng 2001a 0/65 1/15 0.1 % 0.08 [ 0.00, 1.89 ]


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 1178 961 15.6 % 0.67 [ 0.51, 0.88 ]


Total events: 73 (Experimental), 112 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 20.06, df = 21 (P = 0.52); I2 =0.0%


Test for overall effect: Z = 2.91 (P = 0.0036)


2 Stroke


Dennis 2006 182/429 207/429 54.0 % 0.88 [ 0.76, 1.02 ]


Zheng 2015 5/75 13/71 1.2 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 1.0 % 0.33 [ 0.11, 0.98 ]


Zhu 2012b 8/32 7/16 1.8 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 596 576 58.0 % 0.58 [ 0.34, 1.00 ]


Total events: 199 (Experimental), 239 (Control)


Heterogeneity: Tau2 = 0.16; Chi2 = 7.05, df = 3 (P = 0.07); I2 =57%


Test for overall effect: Z = 1.97 (P = 0.048)


3 ICU participants including trauma


Chen 2006 0/21 0/20 Not estimable


Chourdakis 2012 13/34 12/25 3.4 % 0.80 [ 0.44, 1.44 ]


Chuntrasakul 1996 1/21 3/17 0.2 % 0.27 [ 0.03, 2.37 ]


Eyer 1993 2/19 2/19 0.3 % 1.00 [ 0.16, 6.38 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Nguyen 2012 4/14 4/14 0.9 % 1.00 [ 0.31, 3.23 ]


Peck 2004 4/14 5/13 1.0 % 0.74 [ 0.25, 2.18 ]


Sabin 1998 12/40 10/40 2.3 % 1.20 [ 0.59, 2.45 ]


Vicic 2013 5/52 10/49 1.2 % 0.47 [ 0.17, 1.28 ]


Subtotal (95% CI) 237 221 9.4 % 0.80 [ 0.56, 1.14 ]


Total events: 41 (Experimental), 48 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 4.29, df = 7 (P = 0.75); I2 =0.0%


Test for overall effect: Z = 1.21 (P = 0.22)


4 Frail elderly participants with less severe conditions known to increase protein requirements


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Sullivan 1998 2/8 5/10 0.6 % 0.50 [ 0.13, 1.93 ]


Subtotal (95% CI) 63 63 0.8 % 2.24 [ 0.05, 95.92 ]


Total events: 9 (Experimental), 5 (Control)


Heterogeneity: Tau2 = 6.15; Chi2 = 5.79, df = 1 (P = 0.02); I2 =83%


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


1087Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Test for overall effect: Z = 0.42 (P = 0.67)


5 Participants do not fall into one of the categories above


Bokhorst-de 2000 7/15 9/17 2.4 % 0.88 [ 0.44, 1.78 ]


Choudhry 1996 3/21 4/20 0.6 % 0.71 [ 0.18, 2.80 ]


Kearns 1992 5/16 4/15 1.0 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 5/12 2/10 0.6 % 2.08 [ 0.51, 8.52 ]


Maude 2011 8/27 7/29 1.6 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 30/68 35/68 9.4 % 0.86 [ 0.60, 1.22 ]


Zhang 2013 2/50 5/50 0.5 % 0.40 [ 0.08, 1.97 ]


Subtotal (95% CI) 266 264 16.1 % 0.90 [ 0.69, 1.19 ]


Total events: 60 (Experimental), 67 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 3.66, df = 7 (P = 0.82); I2 =0.0%


Test for overall effect: Z = 0.73 (P = 0.47)


Total (95% CI) 2340 2085 100.0 % 0.82 [ 0.73, 0.91 ]


Total events: 382 (Experimental), 471 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 42.26, df = 43 (P = 0.50); I2 =0.0%


Test for overall effect: Z = 3.69 (P = 0.00023)


Test for subgroup differences: Chi2 = 3.83, df = 4 (P = 0.43), I2 =0.0%
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Analysis 24.7. Comparison 24 Enteral - Serious adverse event maximum follow-up, Outcome 7 Serious


adverse events - participants characterised as ’at nutritional risk’ due to one of the following criteria.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 24 Enteral - Serious adverse event maximum follow-up


Outcome: 7 Serious adverse events - participants characterised as ’at nutritional risk’ due to one of the following criteria


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 BMI less than 20.5 kg/m2


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Weight loss of at least 5% during the last three months


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 Weight loss of at least 10% during the last six months


Bokhorst-de 2000 7/15 9/17 2.4 % 0.88 [ 0.44, 1.78 ]


Subtotal (95% CI) 15 17 2.4 % 0.88 [ 0.44, 1.78 ]


Total events: 7 (Experimental), 9 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.35 (P = 0.72)


4 Insufficient food intake during the last week (50% of requirements or less)


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Participants characterised as ’at nutritional risk’ by other means


Barlow 2011 3/64 7/57 0.7 % 0.38 [ 0.10, 1.41 ]


Bastow 1983a 5/39 4/35 0.8 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.5 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 1.3 % 0.86 [ 0.33, 2.25 ]


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.1 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2006 0/21 0/20 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Choudhry 1996 3/21 4/20 0.6 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 13/34 12/25 3.4 % 0.80 [ 0.44, 1.44 ]


Chuntrasakul 1996 1/21 3/17 0.2 % 0.27 [ 0.03, 2.37 ]


Dennis 2006 182/429 207/429 54.0 % 0.88 [ 0.76, 1.02 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Eyer 1993 2/19 2/19 0.3 % 1.00 [ 0.16, 6.38 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Kaur 2005 6/50 12/50 1.5 % 0.50 [ 0.20, 1.23 ]


Kearns 1992 5/16 4/15 1.0 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 5/12 2/10 0.6 % 2.08 [ 0.51, 8.52 ]


Malhotra 2004 27/98 31/97 6.3 % 0.86 [ 0.56, 1.33 ]


Maude 2011 8/27 7/29 1.6 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 30/68 35/68 9.4 % 0.86 [ 0.60, 1.22 ]


Nguyen 2012 4/14 4/14 0.9 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]


Peck 2004 4/14 5/13 1.0 % 0.74 [ 0.25, 2.18 ]


Pupelis 2000 1/30 7/30 0.3 % 0.14 [ 0.02, 1.09 ]


Pupelis 2001 2/11 5/18 0.6 % 0.65 [ 0.15, 2.81 ]


Sabin 1998 12/40 10/40 2.3 % 1.20 [ 0.59, 2.45 ]


Schroeder 1991 1/16 1/16 0.2 % 1.00 [ 0.07, 14.64 ]


Singh 1998 4/21 4/22 0.8 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.3 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 1/11 1/15 0.2 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 3/9 0.1 % 0.14 [ 0.01, 2.42 ]


Sullivan 1998 2/8 5/10 0.6 % 0.50 [ 0.13, 1.93 ]


Tong 2006a 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 1.2 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.3 % 2.00 [ 0.24, 16.97 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Watters 1997 1/13 3/15 0.3 % 0.38 [ 0.05, 3.26 ]


Wu 2007a 6/215 8/108 1.1 % 0.38 [ 0.13, 1.06 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 2/50 5/50 0.5 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 1/15 0.1 % 0.08 [ 0.00, 1.89 ]


Zheng 2015 5/75 13/71 1.2 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 1.0 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 1.8 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 2325 2068 97.6 % 0.81 [ 0.72, 0.91 ]


Total events: 375 (Experimental), 462 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 42.20, df = 42 (P = 0.46); I2 =0%


Test for overall effect: Z = 3.63 (P = 0.00028)


Total (95% CI) 2340 2085 100.0 % 0.82 [ 0.73, 0.91 ]


Total events: 382 (Experimental), 471 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 42.26, df = 43 (P = 0.50); I2 =0.0%


Test for overall effect: Z = 3.69 (P = 0.00023)


Test for subgroup differences: Chi2 = 0.06, df = 1 (P = 0.81), I2 =0.0%
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Analysis 24.8. Comparison 24 Enteral - Serious adverse event maximum follow-up, Outcome 8 Serious


adverse events - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 24 Enteral - Serious adverse event maximum follow-up


Outcome: 8 Serious adverse events - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Biomarkers


Chen 1995a 0/8 1/8 0.1 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Subtotal (95% CI) 274 277 0.3 % 0.16 [ 0.02, 1.26 ]


Total events: 0 (Experimental), 7 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.48, df = 1 (P = 0.49); I2 =0.0%


Test for overall effect: Z = 1.74 (P = 0.081)


2 Anthropometric measures


Bastow 1983a 5/39 4/35 0.8 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.5 % 0.37 [ 0.08, 1.71 ]


Subtotal (95% CI) 64 58 1.3 % 0.71 [ 0.24, 2.08 ]


Total events: 7 (Experimental), 9 (Control)


Heterogeneity: Tau2 = 0.12; Chi2 = 1.23, df = 1 (P = 0.27); I2 =19%


Test for overall effect: Z = 0.63 (P = 0.53)


3 Both


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Characterised by other means


Barlow 2011 3/64 7/57 0.7 % 0.38 [ 0.10, 1.41 ]


Beier-Holgersen 1999 6/30 7/30 1.3 % 0.86 [ 0.33, 2.25 ]


Bokhorst-de 2000 7/15 9/17 2.4 % 0.88 [ 0.44, 1.78 ]


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 3/21 4/20 0.6 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 13/34 12/25 3.4 % 0.80 [ 0.44, 1.44 ]


Chuntrasakul 1996 1/21 3/17 0.2 % 0.27 [ 0.03, 2.37 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Dennis 2006 182/429 207/429 54.0 % 0.88 [ 0.76, 1.02 ]


Eyer 1993 2/19 2/19 0.3 % 1.00 [ 0.16, 6.38 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Kaur 2005 6/50 12/50 1.5 % 0.50 [ 0.20, 1.23 ]


Kearns 1992 5/16 4/15 1.0 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 5/12 2/10 0.6 % 2.08 [ 0.51, 8.52 ]


Malhotra 2004 27/98 31/97 6.3 % 0.86 [ 0.56, 1.33 ]


Maude 2011 8/27 7/29 1.6 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 30/68 35/68 9.4 % 0.86 [ 0.60, 1.22 ]


Nguyen 2012 4/14 4/14 0.9 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]


Peck 2004 4/14 5/13 1.0 % 0.74 [ 0.25, 2.18 ]


Pupelis 2000 1/30 7/30 0.3 % 0.14 [ 0.02, 1.09 ]


Pupelis 2001 2/11 5/18 0.6 % 0.65 [ 0.15, 2.81 ]


Sabin 1998 12/40 10/40 2.3 % 1.20 [ 0.59, 2.45 ]


Schroeder 1991 1/16 1/16 0.2 % 1.00 [ 0.07, 14.64 ]


Singh 1998 4/21 4/22 0.8 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.3 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 1/11 1/15 0.2 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 3/9 0.1 % 0.14 [ 0.01, 2.42 ]


Sullivan 1998 2/8 5/10 0.6 % 0.50 [ 0.13, 1.93 ]


Tong 2006a 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 1.2 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.3 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.3 % 0.38 [ 0.05, 3.26 ]


Wu 2007a 6/215 8/108 1.1 % 0.38 [ 0.13, 1.06 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 2/50 5/50 0.5 % 0.40 [ 0.08, 1.97 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zheng 2001a 0/65 1/15 0.1 % 0.08 [ 0.00, 1.89 ]


Zheng 2015 5/75 13/71 1.2 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 1.0 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 1.8 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 2002 1750 98.5 % 0.82 [ 0.74, 0.92 ]


Total events: 375 (Experimental), 455 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 37.85, df = 39 (P = 0.52); I2 =0.0%


Test for overall effect: Z = 3.55 (P = 0.00039)


Total (95% CI) 2340 2085 100.0 % 0.82 [ 0.73, 0.91 ]


Total events: 382 (Experimental), 471 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 42.26, df = 43 (P = 0.50); I2 =0.0%


Test for overall effect: Z = 3.69 (P = 0.00023)


Test for subgroup differences: Chi2 = 2.49, df = 2 (P = 0.29), I2 =20%
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Analysis 24.9. Comparison 24 Enteral - Serious adverse event maximum follow-up, Outcome 9 Serious


adverse events - randomisation year.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 24 Enteral - Serious adverse event maximum follow-up


Outcome: 9 Serious adverse events - randomisation year


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Before 1960


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 1960 to 1979


Sonnenfeld 1978 1/11 1/15 0.2 % 1.36 [ 0.10, 19.50 ]


Subtotal (95% CI) 11 15 0.2 % 1.36 [ 0.10, 19.50 ]


Total events: 1 (Experimental), 1 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.23 (P = 0.82)


3 1980 to 1999


Bastow 1983a 5/39 4/35 0.8 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.5 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 1.3 % 0.86 [ 0.33, 2.25 ]


Bokhorst-de 2000 7/15 9/17 2.4 % 0.88 [ 0.44, 1.78 ]


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.1 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Choudhry 1996 3/21 4/20 0.6 % 0.71 [ 0.18, 2.80 ]


Chuntrasakul 1996 1/21 3/17 0.2 % 0.27 [ 0.03, 2.37 ]


Dennis 2006 182/429 207/429 54.0 % 0.88 [ 0.76, 1.02 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Eyer 1993 2/19 2/19 0.3 % 1.00 [ 0.16, 6.38 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Kearns 1992 5/16 4/15 1.0 % 1.17 [ 0.39, 3.56 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Ledinghen 1997 5/12 2/10 0.6 % 2.08 [ 0.51, 8.52 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Pupelis 2000 1/30 7/30 0.3 % 0.14 [ 0.02, 1.09 ]


Pupelis 2001 2/11 5/18 0.6 % 0.65 [ 0.15, 2.81 ]


Sabin 1998 12/40 10/40 2.3 % 1.20 [ 0.59, 2.45 ]


Schroeder 1991 1/16 1/16 0.2 % 1.00 [ 0.07, 14.64 ]


Singh 1998 4/21 4/22 0.8 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.3 % 4.00 [ 0.48, 33.33 ]


Sullivan 1998 2/8 5/10 0.6 % 0.50 [ 0.13, 1.93 ]


Von Meyenfeldt 1992b 4/50 1/25 0.3 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.3 % 0.38 [ 0.05, 3.26 ]


Zheng 2001a 0/65 1/15 0.1 % 0.08 [ 0.00, 1.89 ]


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 1339 1252 67.9 % 0.88 [ 0.77, 1.00 ]


Total events: 256 (Experimental), 294 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 21.93, df = 24 (P = 0.58); I2 =0.0%


Test for overall effect: Z = 1.97 (P = 0.049)


4 After 1999


Barlow 2011 3/64 7/57 0.7 % 0.38 [ 0.10, 1.41 ]


Chen 2006 0/21 0/20 Not estimable


Chourdakis 2012 13/34 12/25 3.4 % 0.80 [ 0.44, 1.44 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Kaur 2005 6/50 12/50 1.5 % 0.50 [ 0.20, 1.23 ]


Malhotra 2004 27/98 31/97 6.3 % 0.86 [ 0.56, 1.33 ]


Maude 2011 8/27 7/29 1.6 % 1.23 [ 0.52, 2.93 ]


Moreno 2016 30/68 35/68 9.4 % 0.86 [ 0.60, 1.22 ]


Nguyen 2012 4/14 4/14 0.9 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]


Peck 2004 4/14 5/13 1.0 % 0.74 [ 0.25, 2.18 ]


Soop 2004 0/9 3/9 0.1 % 0.14 [ 0.01, 2.42 ]


Tong 2006a 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 1.2 % 0.47 [ 0.17, 1.28 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Wu 2007a 6/215 8/108 1.1 % 0.38 [ 0.13, 1.06 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 2/50 5/50 0.5 % 0.40 [ 0.08, 1.97 ]


Zheng 2015 5/75 13/71 1.2 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 1.0 % 0.33 [ 0.11, 0.98 ]


Zhu 2012b 8/32 7/16 1.8 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 990 818 31.9 % 0.70 [ 0.58, 0.85 ]


Total events: 125 (Experimental), 176 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 16.67, df = 17 (P = 0.48); I2 =0.0%


Test for overall effect: Z = 3.67 (P = 0.00024)


Total (95% CI) 2340 2085 100.0 % 0.82 [ 0.73, 0.91 ]


Total events: 382 (Experimental), 471 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 42.26, df = 43 (P = 0.50); I2 =0.0%


Test for overall effect: Z = 3.69 (P = 0.00023)


Test for subgroup differences: Chi2 = 3.83, df = 2 (P = 0.15), I2 =48%
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Analysis 24.10. Comparison 24 Enteral - Serious adverse event maximum follow-up, Outcome 10 Serious


adverse events - trials where the intervention lasts fewer than three days compared with trials where the


intervention lasts three days or more.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 24 Enteral - Serious adverse event maximum follow-up


Outcome: 10 Serious adverse events - trials where the intervention lasts fewer than three days compared with trials where the intervention lasts three days or more


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Three days or more


Barlow 2011 3/64 7/57 0.7 % 0.38 [ 0.10, 1.41 ]


Bastow 1983a 5/39 4/35 0.8 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.5 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 1.3 % 0.86 [ 0.33, 2.25 ]


Bokhorst-de 2000 7/15 9/17 2.4 % 0.88 [ 0.44, 1.78 ]


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.1 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2006 0/21 0/20 Not estimable


Chuntrasakul 1996 1/21 3/17 0.2 % 0.27 [ 0.03, 2.37 ]


Dennis 2006 182/429 207/429 54.0 % 0.88 [ 0.76, 1.02 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Kaur 2005 6/50 12/50 1.5 % 0.50 [ 0.20, 1.23 ]


Kearns 1992 5/16 4/15 1.0 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 5/12 2/10 0.6 % 2.08 [ 0.51, 8.52 ]


Malhotra 2004 27/98 31/97 6.3 % 0.86 [ 0.56, 1.33 ]


Moreno 2016 30/68 35/68 9.4 % 0.86 [ 0.60, 1.22 ]


Nguyen 2012 4/14 4/14 0.9 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]


Peck 2004 4/14 5/13 1.0 % 0.74 [ 0.25, 2.18 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Pupelis 2000 1/30 7/30 0.3 % 0.14 [ 0.02, 1.09 ]


Pupelis 2001 2/11 5/18 0.6 % 0.65 [ 0.15, 2.81 ]


Schroeder 1991 1/16 1/16 0.2 % 1.00 [ 0.07, 14.64 ]


Singh 1998 4/21 4/22 0.8 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.3 % 4.00 [ 0.48, 33.33 ]


Soop 2004 0/9 3/9 0.1 % 0.14 [ 0.01, 2.42 ]


Sullivan 1998 2/8 5/10 0.6 % 0.50 [ 0.13, 1.93 ]


Tong 2006a 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 1.2 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.3 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.3 % 0.38 [ 0.05, 3.26 ]


Wu 2007a 6/215 8/108 1.1 % 0.38 [ 0.13, 1.06 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 2/50 5/50 0.5 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 1/15 0.1 % 0.08 [ 0.00, 1.89 ]


Zheng 2015 5/75 13/71 1.2 % 0.36 [ 0.14, 0.97 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 1.8 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 2071 1822 90.5 % 0.77 [ 0.66, 0.89 ]


Total events: 339 (Experimental), 422 (Control)


Heterogeneity: Tau2 = 0.01; Chi2 = 37.00, df = 35 (P = 0.38); I2 =5%


Test for overall effect: Z = 3.43 (P = 0.00059)


2 Less than three days


Choudhry 1996 3/21 4/20 0.6 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 13/34 12/25 3.4 % 0.80 [ 0.44, 1.44 ]


Eyer 1993 2/19 2/19 0.3 % 1.00 [ 0.16, 6.38 ]


Maude 2011 8/27 7/29 1.6 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Sabin 1998 12/40 10/40 2.3 % 1.20 [ 0.59, 2.45 ]


Sonnenfeld 1978 1/11 1/15 0.2 % 1.36 [ 0.10, 19.50 ]


Zhong 2014 4/60 12/60 1.0 % 0.33 [ 0.11, 0.98 ]


Subtotal (95% CI) 269 263 9.5 % 0.86 [ 0.60, 1.22 ]


Total events: 43 (Experimental), 49 (Control)
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Heterogeneity: Tau2 = 0.0; Chi2 = 5.18, df = 7 (P = 0.64); I2 =0.0%


Test for overall effect: Z = 0.85 (P = 0.40)


3 Unknown


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 2340 2085 100.0 % 0.82 [ 0.73, 0.91 ]


Total events: 382 (Experimental), 471 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 42.26, df = 43 (P = 0.50); I2 =0.0%


Test for overall effect: Z = 3.69 (P = 0.00023)


Test for subgroup differences: Chi2 = 0.34, df = 1 (P = 0.56), I2 =0.0%
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Analysis 24.11. Comparison 24 Enteral - Serious adverse event maximum follow-up, Outcome 11 Serious


adverse events co-interventions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 24 Enteral - Serious adverse event maximum follow-up


Outcome: 11 Serious adverse events co-interventions


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


1 Received nutrition support as co-intervention


Bokhorst-de 2000 7/15 9/17 1.7 % 0.88 [ 0.44, 1.78 ]


Hill 2002 0/22 2/24 0.5 % 0.22 [ 0.01, 4.29 ]


Zhu 2012b 8/32 7/16 1.9 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 69 57 4.2 % 0.66 [ 0.39, 1.12 ]


Total events: 15 (Experimental), 18 (Control)


Heterogeneity: Chi2 = 1.31, df = 2 (P = 0.52); I2 =0.0%


Test for overall effect: Z = 1.54 (P = 0.12)


2 did not receive nutrition support as co-intervention


Barlow 2011 3/64 7/57 1.5 % 0.38 [ 0.10, 1.41 ]


Bastow 1983a 5/39 4/35 0.9 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 1.1 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 1.4 % 0.86 [ 0.33, 2.25 ]


Carr 1996 0/14 1/14 0.3 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.3 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2006 0/21 0/20 Not estimable


Chourdakis 2012 13/34 12/25 2.9 % 0.80 [ 0.44, 1.44 ]


Chuntrasakul 1996 1/21 3/17 0.7 % 0.27 [ 0.03, 2.37 ]


Dennis 2006 182/429 207/429 42.7 % 0.88 [ 0.76, 1.02 ]


Dong 1996 0/256 6/264 1.3 % 0.08 [ 0.00, 1.40 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Kaur 2005 6/50 12/50 2.5 % 0.50 [ 0.20, 1.23 ]


Kearns 1992 5/16 4/15 0.9 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 5/12 2/10 0.5 % 2.08 [ 0.51, 8.52 ]


Malhotra 2004 27/98 31/97 6.4 % 0.86 [ 0.56, 1.33 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Moreno 2016 30/68 35/68 7.2 % 0.86 [ 0.60, 1.22 ]


Page 2002 0/20 1/20 0.3 % 0.33 [ 0.01, 7.72 ]


Peck 2004 4/14 5/13 1.1 % 0.74 [ 0.25, 2.18 ]


Pupelis 2000 1/30 7/30 1.4 % 0.14 [ 0.02, 1.09 ]


Pupelis 2001 2/11 5/18 0.8 % 0.65 [ 0.15, 2.81 ]


Schroeder 1991 1/16 1/16 0.2 % 1.00 [ 0.07, 14.64 ]


Singh 1998 4/21 4/22 0.8 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.2 % 4.00 [ 0.48, 33.33 ]


Soop 2004 0/9 3/9 0.7 % 0.14 [ 0.01, 2.42 ]


Sullivan 1998 2/8 5/10 0.9 % 0.50 [ 0.13, 1.93 ]


Tong 2006a 0/45 2/18 0.7 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 2.1 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.3 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.6 % 0.38 [ 0.05, 3.26 ]


Wu 2007a 6/215 8/108 2.2 % 0.38 [ 0.13, 1.06 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 2/50 5/50 1.0 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 1/15 0.5 % 0.08 [ 0.00, 1.89 ]


Zheng 2015 5/75 13/71 2.8 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 2.5 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 2082 1836 89.8 % 0.77 [ 0.68, 0.86 ]


Total events: 337 (Experimental), 424 (Control)


Heterogeneity: Chi2 = 38.12, df = 33 (P = 0.25); I2 =13%


Test for overall effect: Z = 4.50 (P < 0.00001)


3 delayed versus early nutrition support


Choudhry 1996 3/21 4/20 0.8 % 0.71 [ 0.18, 2.80 ]


Eyer 1993 2/19 2/19 0.4 % 1.00 [ 0.16, 6.38 ]


Maude 2011 8/27 7/29 1.4 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.3 % 0.32 [ 0.01, 7.74 ]


Nguyen 2012 4/14 4/14 0.8 % 1.00 [ 0.31, 3.23 ]


Sabin 1998 12/40 10/40 2.1 % 1.20 [ 0.59, 2.45 ]


Sonnenfeld 1978 1/11 1/15 0.2 % 1.36 [ 0.10, 19.50 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Subtotal (95% CI) 189 192 6.0 % 1.06 [ 0.68, 1.64 ]


Total events: 30 (Experimental), 29 (Control)


Heterogeneity: Chi2 = 1.14, df = 6 (P = 0.98); I2 =0.0%


Test for overall effect: Z = 0.24 (P = 0.81)


Total (95% CI) 2340 2085 100.0 % 0.78 [ 0.70, 0.87 ]


Total events: 382 (Experimental), 471 (Control)


Heterogeneity: Chi2 = 42.26, df = 43 (P = 0.50); I2 =0.0%


Test for overall effect: Z = 4.45 (P < 0.00001)


Test for subgroup differences: Chi2 = 2.26, df = 2 (P = 0.32), I2 =12%
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Analysis 24.12. Comparison 24 Enteral - Serious adverse event maximum follow-up, Outcome 12 Serious


adverse events - ’best-worse case’ scenario (enteral nutrition).


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 24 Enteral - Serious adverse event maximum follow-up


Outcome: 12 Serious adverse events - ’best-worse case’ scenario (enteral nutrition)


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Barlow 2011 3/64 7/57 1.9 % 0.38 [ 0.10, 1.41 ]


Bastow 1983a 5/39 4/35 2.1 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 1.4 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 3.0 % 0.86 [ 0.33, 2.25 ]


Bokhorst-de 2000 7/15 9/17 4.6 % 0.88 [ 0.44, 1.78 ]


Carr 1996 0/14 1/14 0.4 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.4 % 0.33 [ 0.02, 7.14 ]


Chen 2006 0/21 0/20 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Choudhry 1996 3/21 4/20 1.7 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 13/34 12/25 5.6 % 0.80 [ 0.44, 1.44 ]


Chuntrasakul 1996 1/21 3/17 0.8 % 0.27 [ 0.03, 2.37 ]


Dennis 2006 182/429 207/430 10.9 % 0.88 [ 0.76, 1.02 ]


Dong 1996 0/256 6/264 0.4 % 0.08 [ 0.00, 1.40 ]


Eyer 1993 2/26 9/26 1.6 % 0.22 [ 0.05, 0.93 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/70 17/70 3.8 % 0.41 [ 0.18, 0.93 ]


Hill 2002 0/22 2/24 0.4 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/51 40/51 0.5 % 0.01 [ 0.00, 0.20 ]


Kaur 2005 6/50 12/50 3.4 % 0.50 [ 0.20, 1.23 ]


Kearns 1992 5/16 4/15 2.4 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 5/12 2/10 1.6 % 2.08 [ 0.51, 8.52 ]


Malhotra 2004 27/100 34/100 7.5 % 0.79 [ 0.52, 1.21 ]


Maude 2011 8/27 7/29 3.5 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.4 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 30/68 35/68 8.4 % 0.86 [ 0.60, 1.22 ]


Nguyen 2012 4/14 4/14 2.2 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.4 % 0.33 [ 0.01, 7.72 ]


Peck 2004 4/16 8/16 3.0 % 0.50 [ 0.19, 1.33 ]


Pupelis 2000 2/11 5/18 1.5 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.9 % 0.14 [ 0.02, 1.09 ]


Schroeder 1991 1/16 1/16 0.5 % 1.00 [ 0.07, 14.64 ]


Singh 1998 4/21 4/22 2.0 % 1.05 [ 0.30, 3.66 ]


Sonnenfeld 1978 1/11 1/15 0.5 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/10 2/10 0.4 % 0.20 [ 0.01, 3.70 ]


Sullivan 1998 2/8 5/10 1.8 % 0.50 [ 0.13, 1.93 ]


Tong 2006a 0/45 2/18 0.4 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 2.9 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.8 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/15 4/16 0.8 % 0.27 [ 0.03, 2.12 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Wu 2007a 6/215 8/108 2.7 % 0.38 [ 0.13, 1.06 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 2/50 5/50 1.3 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 1/15 0.4 % 0.08 [ 0.00, 1.89 ]


Zheng 2015 5/75 13/71 3.0 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 2.6 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 23/32 5.2 % 0.35 [ 0.18, 0.66 ]


Total (95% CI) 2360 2129 100.0 % 0.62 [ 0.51, 0.75 ]


Total events: 366 (Experimental), 546 (Control)


Heterogeneity: Tau2 = 0.08; Chi2 = 61.55, df = 42 (P = 0.03); I2 =32%


Test for overall effect: Z = 4.87 (P < 0.00001)


Test for subgroup differences: Not applicable
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Analysis 24.13. Comparison 24 Enteral - Serious adverse event maximum follow-up, Outcome 13 Serious


adverse events - ’worst-best case’ scenario (enteral nutrition).


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 24 Enteral - Serious adverse event maximum follow-up


Outcome: 13 Serious adverse events - ’worst-best case’ scenario (enteral nutrition)


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Barlow 2011 3/64 7/57 1.4 % 0.38 [ 0.10, 1.41 ]


Bastow 1983a 5/39 4/35 1.6 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 1.1 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 2.5 % 0.86 [ 0.33, 2.25 ]


Bokhorst-de 2000 7/15 9/17 4.4 % 0.88 [ 0.44, 1.78 ]


Carr 1996 0/14 1/14 0.3 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.3 % 0.33 [ 0.02, 7.14 ]


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 3/21 4/20 1.3 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 13/34 12/25 5.8 % 0.80 [ 0.44, 1.44 ]


Chuntrasakul 1996 1/21 3/17 0.5 % 0.27 [ 0.03, 2.37 ]


Dennis 2006 182/429 207/430 20.8 % 0.88 [ 0.76, 1.02 ]


Dong 1996 0/256 6/264 0.3 % 0.08 [ 0.00, 1.40 ]


Eyer 1993 9/26 2/26 1.2 % 4.50 [ 1.07, 18.85 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 22/70 0/70 0.3 % 45.00 [ 2.78, 727.58 ]


Hill 2002 0/22 2/24 0.3 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 8/51 5/51 2.2 % 1.60 [ 0.56, 4.56 ]


Kaur 2005 6/50 12/50 2.9 % 0.50 [ 0.20, 1.23 ]


Kearns 1992 5/16 4/15 2.0 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 5/12 2/10 1.3 % 2.08 [ 0.51, 8.52 ]


Malhotra 2004 29/100 31/100 9.2 % 0.94 [ 0.61, 1.43 ]


Maude 2011 8/27 7/29 3.0 % 1.23 [ 0.52, 2.93 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


McCarter 1998 0/57 1/55 0.3 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 30/68 35/68 11.4 % 0.86 [ 0.60, 1.22 ]


Nguyen 2012 4/14 4/14 1.8 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.3 % 0.33 [ 0.01, 7.72 ]


Peck 2004 6/16 5/16 2.5 % 1.20 [ 0.46, 3.15 ]


Pupelis 2000 2/11 5/18 1.2 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.6 % 0.14 [ 0.02, 1.09 ]


Schroeder 1991 1/16 1/16 0.4 % 1.00 [ 0.07, 14.64 ]


Singh 1998 4/21 4/22 1.6 % 1.05 [ 0.30, 3.66 ]


Sonnenfeld 1978 1/11 1/15 0.4 % 1.36 [ 0.10, 19.50 ]


Soop 2004 1/10 1/10 0.4 % 1.00 [ 0.07, 13.87 ]


Sullivan 1998 2/8 5/10 1.4 % 0.50 [ 0.13, 1.93 ]


Tong 2006a 0/45 2/18 0.3 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 2.4 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.6 % 2.00 [ 0.24, 16.97 ]


Watters 1997 3/15 3/16 1.2 % 1.07 [ 0.25, 4.49 ]


Wu 2007a 6/215 8/108 2.2 % 0.38 [ 0.13, 1.06 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 2/50 5/50 1.0 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 1/15 0.3 % 0.08 [ 0.00, 1.89 ]


Zheng 2015 5/75 13/71 2.5 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 2.1 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/32 2.9 % 1.14 [ 0.47, 2.78 ]


Total (95% CI) 2360 2129 100.0 % 0.81 [ 0.69, 0.95 ]


Total events: 403 (Experimental), 463 (Control)


Heterogeneity: Tau2 = 0.03; Chi2 = 48.04, df = 42 (P = 0.24); I2 =13%


Test for overall effect: Z = 2.58 (P = 0.010)


Test for subgroup differences: Not applicable
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Analysis 25.1. Comparison 25 Parenteral - All cause mortality - end of intervention, Outcome 1 All-cause


mortality - overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 25 Parenteral - All cause mortality - end of intervention


Outcome: 1 All-cause mortality - overall


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abel 1976 4/20 3/24 1.5 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.6 % 0.56 [ 0.06, 5.14 ]


Bellantone 1988 1/54 1/46 0.4 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 4/60 1/57 0.6 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 146/2312 141/2328 57.3 % 1.04 [ 0.83, 1.30 ]


Doglietto 1990 0/13 0/16 Not estimable


Fan 1989 5/64 9/60 2.7 % 0.52 [ 0.19, 1.47 ]


Fan 1994 3/20 3/20 1.3 % 1.00 [ 0.23, 4.37 ]


Fasth 1987 1/48 1/44 0.4 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 8/153 12/152 3.8 % 0.66 [ 0.28, 1.57 ]


Herndon 1987 8/13 8/15 7.0 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 2/43 0.3 % 0.52 [ 0.03, 10.24 ]


Jimenez 1995a 1/20 0/5 0.3 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.6 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.3 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 0/18 0.3 % 3.35 [ 0.15, 76.93 ]


Lough 1990 4/14 7/15 2.9 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 6/27 5/26 2.6 % 1.16 [ 0.40, 3.33 ]


Müller 1982a 3/66 5/29 1.6 % 0.26 [ 0.07, 1.03 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Müller 1982b 10/46 6/30 3.5 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 1/20 1/20 0.4 % 1.00 [ 0.07, 14.90 ]


Neuvonen 1984 0/9 0/10 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Roth 2013 1/74 1/83 0.4 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.6 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.6 % 2.63 [ 0.31, 22.46 ]


Sax 1987 1/29 1/26 0.4 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 1.1 % 1.70 [ 0.33, 8.84 ]


Smith 1988 0/17 0/17 Not estimable


Song 1993 0/12 2/13 0.3 % 0.22 [ 0.01, 4.08 ]


Stein 2002 2/40 3/40 1.0 % 0.67 [ 0.12, 3.78 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 4/30 5/35 1.9 % 0.93 [ 0.28, 3.16 ]


Von Meyenfeldt 1992a 2/51 1/25 0.5 % 0.98 [ 0.09, 10.30 ]


Woolfson 1989 8/62 8/60 3.5 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 3/215 2/108 0.9 % 0.75 [ 0.13, 4.44 ]


Yamada 1983 0/18 1/16 0.3 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable


Total (95% CI) 3772 3541 100.0 % 0.98 [ 0.83, 1.16 ]


Total events: 239 (Nutrition support), 236 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 14.40, df = 31 (P = 1.00); I2 =0.0%


Test for overall effect: Z = 0.25 (P = 0.80)


Test for subgroup differences: Not applicable
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Analysis 25.2. Comparison 25 Parenteral - All cause mortality - end of intervention, Outcome 2 All-cause


mortality - bias.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 25 Parenteral - All cause mortality - end of intervention


Outcome: 2 All-cause mortality - bias


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 High risk of bias


Abel 1976 4/20 3/24 1.5 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.6 % 0.56 [ 0.06, 5.14 ]


Bellantone 1988 1/54 1/46 0.4 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 4/60 1/57 0.6 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 146/2312 141/2328 57.3 % 1.04 [ 0.83, 1.30 ]


Doglietto 1990 0/13 0/16 Not estimable


Fan 1989 5/64 9/60 2.7 % 0.52 [ 0.19, 1.47 ]


Fan 1994 3/20 3/20 1.3 % 1.00 [ 0.23, 4.37 ]


Fasth 1987 1/48 1/44 0.4 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 8/153 12/152 3.8 % 0.66 [ 0.28, 1.57 ]


Herndon 1987 8/13 8/15 7.0 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 2/43 0.3 % 0.52 [ 0.03, 10.24 ]


Jimenez 1995a 1/20 0/5 0.3 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.6 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.3 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 0/18 0.3 % 3.35 [ 0.15, 76.93 ]


Lough 1990 4/14 7/15 2.9 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 6/27 5/26 2.6 % 1.16 [ 0.40, 3.33 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Müller 1982a 3/66 5/29 1.6 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 3.5 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 1/20 1/20 0.4 % 1.00 [ 0.07, 14.90 ]


Neuvonen 1984 0/9 0/10 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Roth 2013 1/74 1/83 0.4 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.6 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.6 % 2.63 [ 0.31, 22.46 ]


Sax 1987 1/29 1/26 0.4 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 1.1 % 1.70 [ 0.33, 8.84 ]


Smith 1988 0/17 0/17 Not estimable


Song 1993 0/12 2/13 0.3 % 0.22 [ 0.01, 4.08 ]


Stein 2002 2/40 3/40 1.0 % 0.67 [ 0.12, 3.78 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 4/30 5/35 1.9 % 0.93 [ 0.28, 3.16 ]


Von Meyenfeldt 1992a 2/51 1/25 0.5 % 0.98 [ 0.09, 10.30 ]


Woolfson 1989 8/62 8/60 3.5 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 3/215 2/108 0.9 % 0.75 [ 0.13, 4.44 ]


Yamada 1983 0/18 1/16 0.3 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 3772 3541 100.0 % 0.98 [ 0.83, 1.16 ]


Total events: 239 (Nutrition support), 236 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 14.40, df = 31 (P = 1.00); I2 =0.0%


Test for overall effect: Z = 0.25 (P = 0.80)


2 Low risk of bias


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 3772 3541 100.0 % 0.98 [ 0.83, 1.16 ]


Total events: 239 (Nutrition support), 236 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 14.40, df = 31 (P = 1.00); I2 =0.0%


Test for overall effect: Z = 0.25 (P = 0.80)


Test for subgroup differences: Not applicable


0.01 0.1 1 10 100


Favours nutrition support Favours control


1111Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Analysis 25.3. Comparison 25 Parenteral - All cause mortality - end of intervention, Outcome 3 All-cause


mortality - medical speciality.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 25 Parenteral - All cause mortality - end of intervention


Outcome: 3 All-cause mortality - medical speciality


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Cardiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Medical gastroenterology and hepatology


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Fan 1994 3/20 3/20 1.3 % 1.00 [ 0.23, 4.37 ]


Mezey 1991 6/27 5/26 2.6 % 1.16 [ 0.40, 3.33 ]


Naveau 1986 1/20 1/20 0.4 % 1.00 [ 0.07, 14.90 ]


Sax 1987 1/29 1/26 0.4 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 1.1 % 1.70 [ 0.33, 8.84 ]


Subtotal (95% CI) 130 129 5.7 % 1.17 [ 0.58, 2.37 ]


Total events: 14 (Nutrition support), 12 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.29, df = 4 (P = 0.99); I2 =0.0%


Test for overall effect: Z = 0.43 (P = 0.67)


3 Geriatrics


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Pulmonary disease


Song 1993 0/12 2/13 0.3 % 0.22 [ 0.01, 4.08 ]


Subtotal (95% CI) 12 13 0.3 % 0.22 [ 0.01, 4.08 ]


Total events: 0 (Nutrition support), 2 (Control)


Heterogeneity: not applicable
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Test for overall effect: Z = 1.02 (P = 0.31)


5 Endocrinology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


6 Infectious diseases


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


7 Rheumatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


8 Haematology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


9 Nephrology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


10 Gastroenterologic surgery


Bellantone 1988 1/54 1/46 0.4 % 0.85 [ 0.05, 13.24 ]


Brennan 1994 4/60 1/57 0.6 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Fan 1989 5/64 9/60 2.7 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.4 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Hoffmann 1988 0/16 2/43 0.3 % 0.52 [ 0.03, 10.24 ]


Jimenez 1995a 1/20 0/5 0.3 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.6 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.3 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 0/18 0.3 % 3.35 [ 0.15, 76.93 ]


Müller 1982a 3/66 5/29 1.6 % 0.26 [ 0.07, 1.03 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Müller 1982b 10/46 6/30 3.5 % 1.09 [ 0.44, 2.68 ]


Neuvonen 1984 0/9 0/10 Not estimable


Smith 1988 0/17 0/17 Not estimable


Thompson 1981 0/12 0/9 Not estimable


Von Meyenfeldt 1992a 2/51 1/25 0.5 % 0.98 [ 0.09, 10.30 ]


Woolfson 1989 8/62 8/60 3.5 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 3/215 2/108 0.9 % 0.75 [ 0.13, 4.44 ]


Yamada 1983 0/18 1/16 0.3 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 910 643 16.2 % 0.79 [ 0.52, 1.20 ]


Total events: 42 (Nutrition support), 38 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 7.31, df = 14 (P = 0.92); I2 =0.0%


Test for overall effect: Z = 1.12 (P = 0.26)


11 Trauma surgery


Herndon 1987 8/13 8/15 7.0 % 1.15 [ 0.61, 2.19 ]


Sacks 1995 2/8 1/9 0.6 % 2.25 [ 0.25, 20.38 ]


Subtotal (95% CI) 21 24 7.6 % 1.22 [ 0.66, 2.25 ]


Total events: 10 (Nutrition support), 9 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.35, df = 1 (P = 0.55); I2 =0.0%


Test for overall effect: Z = 0.62 (P = 0.53)


12 Orthopaedics


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


13 Plastic, reconstructive and aesthetic surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


14 Vascular surgery


Fletcher 1986a 0/10 0/5 Not estimable


Subtotal (95% CI) 10 5 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


15 Transplant surgery
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Lough 1990 4/14 7/15 2.9 % 0.61 [ 0.23, 1.65 ]


Reilly 1990 0/8 0/10 Not estimable


Subtotal (95% CI) 22 25 2.9 % 0.61 [ 0.23, 1.65 ]


Total events: 4 (Nutrition support), 7 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.97 (P = 0.33)


16 Urology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


17 Thoracic surgery


Abel 1976 4/20 3/24 1.5 % 1.60 [ 0.40, 6.32 ]


Subtotal (95% CI) 20 24 1.5 % 1.60 [ 0.40, 6.32 ]


Total events: 4 (Nutrition support), 3 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.67 (P = 0.50)


18 Neurological surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


19 Oro-maxillo-facial surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


20 Anaesthesiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


21 Emergency medicine


Abrishami 2010 1/9 2/10 0.6 % 0.56 [ 0.06, 5.14 ]


Casaer 2011 146/2312 141/2328 57.3 % 1.04 [ 0.83, 1.30 ]


Heidegger 2013 8/153 12/152 3.8 % 0.66 [ 0.28, 1.57 ]


Stein 2002 2/40 3/40 1.0 % 0.67 [ 0.12, 3.78 ]


Subtotal (95% CI) 2514 2530 62.7 % 1.00 [ 0.81, 1.24 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 157 (Nutrition support), 158 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.48, df = 3 (P = 0.69); I2 =0.0%


Test for overall effect: Z = 0.01 (P = 0.99)


22 Psychiatry


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


23 Neurology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


24 Oncology


Doglietto 1990 0/13 0/16 Not estimable


Roth 2013 1/74 1/83 0.4 % 1.12 [ 0.07, 17.62 ]


Samuels 1981 3/16 1/14 0.6 % 2.63 [ 0.31, 22.46 ]


Valdivieso 1987 4/30 5/35 1.9 % 0.93 [ 0.28, 3.16 ]


Subtotal (95% CI) 133 148 2.9 % 1.19 [ 0.44, 3.21 ]


Total events: 8 (Nutrition support), 7 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.68, df = 2 (P = 0.71); I2 =0.0%


Test for overall effect: Z = 0.35 (P = 0.73)


25 Dermatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


26 Gynaecology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


27 Mixed


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 3772 3541 100.0 % 0.98 [ 0.83, 1.16 ]


Total events: 239 (Nutrition support), 236 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 14.40, df = 31 (P = 1.00); I2 =0.0%
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Test for overall effect: Z = 0.25 (P = 0.80)


Test for subgroup differences: Chi2 = 4.33, df = 7 (P = 0.74), I2 =0.0%
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Analysis 25.4. Comparison 25 Parenteral - All cause mortality - end of intervention, Outcome 4 All-cause


mortality - based on adequacy of the amount of calories.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 25 Parenteral - All cause mortality - end of intervention


Outcome: 4 All-cause mortality - based on adequacy of the amount of calories


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Clearly adequate in experimental group and clearly inadequate in control group


Casaer 2011 146/2312 141/2328 57.3 % 1.04 [ 0.83, 1.30 ]


Heidegger 2013 8/153 12/152 3.8 % 0.66 [ 0.28, 1.57 ]


Lough 1990 4/14 7/15 2.9 % 0.61 [ 0.23, 1.65 ]


Roth 2013 1/74 1/83 0.4 % 1.12 [ 0.07, 17.62 ]


Valdivieso 1987 4/30 5/35 1.9 % 0.93 [ 0.28, 3.16 ]


Woolfson 1989 8/62 8/60 3.5 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 3/215 2/108 0.9 % 0.75 [ 0.13, 4.44 ]


Subtotal (95% CI) 2860 2781 70.8 % 0.98 [ 0.80, 1.20 ]


Total events: 174 (Nutrition support), 176 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.05, df = 6 (P = 0.92); I2 =0.0%


Test for overall effect: Z = 0.15 (P = 0.88)


2 Inadequate in the experimental group or adequate in the control group


Mezey 1991 6/27 5/26 2.6 % 1.16 [ 0.40, 3.33 ]


Subtotal (95% CI) 27 26 2.6 % 1.16 [ 0.40, 3.33 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 6 (Nutrition support), 5 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.27 (P = 0.79)


3 Experimental group is overfed


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Unclear intake in experimental group or control group


Abel 1976 4/20 3/24 1.5 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.6 % 0.56 [ 0.06, 5.14 ]


Bellantone 1988 1/54 1/46 0.4 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 4/60 1/57 0.6 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Doglietto 1990 0/13 0/16 Not estimable


Fan 1989 5/64 9/60 2.7 % 0.52 [ 0.19, 1.47 ]


Fan 1994 3/20 3/20 1.3 % 1.00 [ 0.23, 4.37 ]


Fasth 1987 1/48 1/44 0.4 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Herndon 1987 8/13 8/15 7.0 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 2/43 0.3 % 0.52 [ 0.03, 10.24 ]


Jimenez 1995a 1/20 0/5 0.3 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.6 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.3 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 0/18 0.3 % 3.35 [ 0.15, 76.93 ]


Müller 1982a 3/66 5/29 1.6 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 3.5 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 1/20 1/20 0.4 % 1.00 [ 0.07, 14.90 ]


Neuvonen 1984 0/9 0/10 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Sacks 1995 2/8 1/9 0.6 % 2.25 [ 0.25, 20.38 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Samuels 1981 3/16 1/14 0.6 % 2.63 [ 0.31, 22.46 ]


Sax 1987 1/29 1/26 0.4 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 1.1 % 1.70 [ 0.33, 8.84 ]


Smith 1988 0/17 0/17 Not estimable


Song 1993 0/12 2/13 0.3 % 0.22 [ 0.01, 4.08 ]


Stein 2002 2/40 3/40 1.0 % 0.67 [ 0.12, 3.78 ]


Thompson 1981 0/12 0/9 Not estimable


Von Meyenfeldt 1992a 2/51 1/25 0.5 % 0.98 [ 0.09, 10.30 ]


Yamada 1983 0/18 1/16 0.3 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 885 734 26.6 % 0.95 [ 0.68, 1.32 ]


Total events: 59 (Nutrition support), 55 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 12.25, df = 23 (P = 0.97); I2 =0.0%


Test for overall effect: Z = 0.32 (P = 0.75)


Total (95% CI) 3772 3541 100.0 % 0.98 [ 0.83, 1.16 ]


Total events: 239 (Nutrition support), 236 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 14.40, df = 31 (P = 1.00); I2 =0.0%


Test for overall effect: Z = 0.25 (P = 0.80)


Test for subgroup differences: Chi2 = 0.14, df = 2 (P = 0.93), I2 =0.0%
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Analysis 25.5. Comparison 25 Parenteral - All cause mortality - end of intervention, Outcome 5 All-cause


mortality - different screening tools.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 25 Parenteral - All cause mortality - end of intervention


Outcome: 5 All-cause mortality - different screening tools


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 NRS 2002


Casaer 2011 146/2312 141/2328 57.3 % 1.04 [ 0.83, 1.30 ]


Subtotal (95% CI) 2312 2328 57.3 % 1.04 [ 0.83, 1.30 ]


Total events: 146 (Nutrition support), 141 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.36 (P = 0.72)


2 MUST


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 MNA


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 SGA


Wu 2007b 3/215 2/108 0.9 % 0.75 [ 0.13, 4.44 ]


Subtotal (95% CI) 215 108 0.9 % 0.75 [ 0.13, 4.44 ]


Total events: 3 (Nutrition support), 2 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.31 (P = 0.75)


5 Other means


Abel 1976 4/20 3/24 1.5 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.6 % 0.56 [ 0.06, 5.14 ]


Bellantone 1988 1/54 1/46 0.4 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 4/60 1/57 0.6 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Doglietto 1990 0/13 0/16 Not estimable


Fan 1989 5/64 9/60 2.7 % 0.52 [ 0.19, 1.47 ]


Fan 1994 3/20 3/20 1.3 % 1.00 [ 0.23, 4.37 ]


Fasth 1987 1/48 1/44 0.4 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 8/153 12/152 3.8 % 0.66 [ 0.28, 1.57 ]


Herndon 1987 8/13 8/15 7.0 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 2/43 0.3 % 0.52 [ 0.03, 10.24 ]


Jimenez 1995a 1/20 0/5 0.3 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.6 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.3 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 0/18 0.3 % 3.35 [ 0.15, 76.93 ]


Lough 1990 4/14 7/15 2.9 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 6/27 5/26 2.6 % 1.16 [ 0.40, 3.33 ]


Müller 1982a 3/66 5/29 1.6 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 3.5 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 1/20 1/20 0.4 % 1.00 [ 0.07, 14.90 ]


Neuvonen 1984 0/9 0/10 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Roth 2013 1/74 1/83 0.4 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.6 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.6 % 2.63 [ 0.31, 22.46 ]


Sax 1987 1/29 1/26 0.4 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 1.1 % 1.70 [ 0.33, 8.84 ]


Smith 1988 0/17 0/17 Not estimable


Song 1993 0/12 2/13 0.3 % 0.22 [ 0.01, 4.08 ]


Stein 2002 2/40 3/40 1.0 % 0.67 [ 0.12, 3.78 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 4/30 5/35 1.9 % 0.93 [ 0.28, 3.16 ]


Von Meyenfeldt 1992a 2/51 1/25 0.5 % 0.98 [ 0.09, 10.30 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Woolfson 1989 8/62 8/60 3.5 % 0.97 [ 0.39, 2.41 ]


Yamada 1983 0/18 1/16 0.3 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 1245 1105 41.8 % 0.90 [ 0.69, 1.17 ]


Total events: 90 (Nutrition support), 93 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 13.66, df = 29 (P = 0.99); I2 =0.0%


Test for overall effect: Z = 0.77 (P = 0.44)


Total (95% CI) 3772 3541 100.0 % 0.98 [ 0.83, 1.16 ]


Total events: 239 (Nutrition support), 236 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 14.40, df = 31 (P = 1.00); I2 =0.0%


Test for overall effect: Z = 0.25 (P = 0.80)


Test for subgroup differences: Chi2 = 0.76, df = 2 (P = 0.68), I2 =0.0%
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Analysis 25.6. Comparison 25 Parenteral - All cause mortality - end of intervention, Outcome 6 All-cause


mortality - participants characterised as ’at nutritional risk’ due to one of the following conditions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 25 Parenteral - All cause mortality - end of intervention


Outcome: 6 All-cause mortality - participants characterised as ’at nutritional risk’ due to one of the following conditions


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Major surgery


Abel 1976 4/20 3/24 1.5 % 1.60 [ 0.40, 6.32 ]


Bellantone 1988 1/54 1/46 0.4 % 0.85 [ 0.05, 13.24 ]


Brennan 1994 4/60 1/57 0.6 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Fan 1989 5/64 9/60 2.7 % 0.52 [ 0.19, 1.47 ]


Fan 1994 3/20 3/20 1.3 % 1.00 [ 0.23, 4.37 ]


Fasth 1987 1/48 1/44 0.4 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Hoffmann 1988 0/16 2/43 0.3 % 0.52 [ 0.03, 10.24 ]


Jimenez 1995a 1/20 0/5 0.3 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.6 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.3 % 0.86 [ 0.04, 18.45 ]


Lough 1990 4/14 7/15 2.9 % 0.61 [ 0.23, 1.65 ]


Müller 1982a 3/66 5/29 1.6 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 3.5 % 1.09 [ 0.44, 2.68 ]


Neuvonen 1984 0/9 0/10 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Roth 2013 1/74 1/83 0.4 % 1.12 [ 0.07, 17.62 ]


Smith 1988 0/17 0/17 Not estimable


Thompson 1981 0/12 0/9 Not estimable


Von Meyenfeldt 1992a 2/51 1/25 0.5 % 0.98 [ 0.09, 10.30 ]


Woolfson 1989 8/62 8/60 3.5 % 0.97 [ 0.39, 2.41 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Wu 2007b 3/215 2/108 0.9 % 0.75 [ 0.13, 4.44 ]


Yamada 1983 0/18 1/16 0.3 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 1040 782 22.1 % 0.80 [ 0.56, 1.15 ]


Total events: 53 (Nutrition support), 52 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 7.92, df = 17 (P = 0.97); I2 =0.0%


Test for overall effect: Z = 1.22 (P = 0.22)


2 Stroke


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 ICU participants including trauma


Abrishami 2010 1/9 2/10 0.6 % 0.56 [ 0.06, 5.14 ]


Casaer 2011 146/2312 141/2328 57.3 % 1.04 [ 0.83, 1.30 ]


Heidegger 2013 8/153 12/152 3.8 % 0.66 [ 0.28, 1.57 ]


Herndon 1987 8/13 8/15 7.0 % 1.15 [ 0.61, 2.19 ]


Sacks 1995 2/8 1/9 0.6 % 2.25 [ 0.25, 20.38 ]


Stein 2002 2/40 3/40 1.0 % 0.67 [ 0.12, 3.78 ]


Subtotal (95% CI) 2535 2554 70.3 % 1.02 [ 0.84, 1.25 ]


Total events: 167 (Nutrition support), 167 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.15, df = 5 (P = 0.83); I2 =0.0%


Test for overall effect: Z = 0.22 (P = 0.83)


4 Frail elderly participants with less severe conditions known to increase protein requirements


Liu 1996b 1/16 0/18 0.3 % 3.35 [ 0.15, 76.93 ]


Subtotal (95% CI) 16 18 0.3 % 3.35 [ 0.15, 76.93 ]


Total events: 1 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.76 (P = 0.45)


5 Participants do not fall into one of the categories above


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Doglietto 1990 0/13 0/16 Not estimable


Mezey 1991 6/27 5/26 2.6 % 1.16 [ 0.40, 3.33 ]


Naveau 1986 1/20 1/20 0.4 % 1.00 [ 0.07, 14.90 ]


Samuels 1981 3/16 1/14 0.6 % 2.63 [ 0.31, 22.46 ]


Sax 1987 1/29 1/26 0.4 % 0.90 [ 0.06, 13.62 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Simon 1988 3/15 2/17 1.1 % 1.70 [ 0.33, 8.84 ]


Song 1993 0/12 2/13 0.3 % 0.22 [ 0.01, 4.08 ]


Valdivieso 1987 4/30 5/35 1.9 % 0.93 [ 0.28, 3.16 ]


Subtotal (95% CI) 181 187 7.3 % 1.12 [ 0.60, 2.10 ]


Total events: 18 (Nutrition support), 17 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.19, df = 6 (P = 0.90); I2 =0.0%


Test for overall effect: Z = 0.36 (P = 0.72)


Total (95% CI) 3772 3541 100.0 % 0.98 [ 0.83, 1.16 ]


Total events: 239 (Nutrition support), 236 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 14.40, df = 31 (P = 1.00); I2 =0.0%


Test for overall effect: Z = 0.25 (P = 0.80)


Test for subgroup differences: Chi2 = 2.17, df = 3 (P = 0.54), I2 =0.0%
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Analysis 25.7. Comparison 25 Parenteral - All cause mortality - end of intervention, Outcome 7 All-cause


mortality - participants characterised as ’at nutritional risk’ due to one of the following criteria.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 25 Parenteral - All cause mortality - end of intervention


Outcome: 7 All-cause mortality - participants characterised as ’at nutritional risk’ due to one of the following criteria


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 BMI less than 20.5 kg/m2


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Weight loss of at least 5% during the last three months


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 Weight loss of at least 10% during the last six months


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Insufficient food intake during the last week (50% of requirements or less)


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Participants characterised as ’at nutritional risk’ by other means


Abel 1976 4/20 3/24 1.5 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.6 % 0.56 [ 0.06, 5.14 ]


Bellantone 1988 1/54 1/46 0.4 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 4/60 1/57 0.6 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 146/2312 141/2328 57.3 % 1.04 [ 0.83, 1.30 ]


Doglietto 1990 0/13 0/16 Not estimable
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Fan 1989 5/64 9/60 2.7 % 0.52 [ 0.19, 1.47 ]


Fan 1994 3/20 3/20 1.3 % 1.00 [ 0.23, 4.37 ]


Fasth 1987 1/48 1/44 0.4 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 8/153 12/152 3.8 % 0.66 [ 0.28, 1.57 ]


Herndon 1987 8/13 8/15 7.0 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 2/43 0.3 % 0.52 [ 0.03, 10.24 ]


Jimenez 1995a 1/20 0/5 0.3 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.6 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.3 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 0/18 0.3 % 3.35 [ 0.15, 76.93 ]


Lough 1990 4/14 7/15 2.9 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 6/27 5/26 2.6 % 1.16 [ 0.40, 3.33 ]


Müller 1982a 3/66 5/29 1.6 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 3.5 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 1/20 1/20 0.4 % 1.00 [ 0.07, 14.90 ]


Neuvonen 1984 0/9 0/10 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Roth 2013 1/74 1/83 0.4 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.6 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.6 % 2.63 [ 0.31, 22.46 ]


Sax 1987 1/29 1/26 0.4 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 1.1 % 1.70 [ 0.33, 8.84 ]


Smith 1988 0/17 0/17 Not estimable


Song 1993 0/12 2/13 0.3 % 0.22 [ 0.01, 4.08 ]


Stein 2002 2/40 3/40 1.0 % 0.67 [ 0.12, 3.78 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 4/30 5/35 1.9 % 0.93 [ 0.28, 3.16 ]


Von Meyenfeldt 1992a 2/51 1/25 0.5 % 0.98 [ 0.09, 10.30 ]


Woolfson 1989 8/62 8/60 3.5 % 0.97 [ 0.39, 2.41 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Wu 2007b 3/215 2/108 0.9 % 0.75 [ 0.13, 4.44 ]


Yamada 1983 0/18 1/16 0.3 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 3772 3541 100.0 % 0.98 [ 0.83, 1.16 ]


Total events: 239 (Nutrition support), 236 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 14.40, df = 31 (P = 1.00); I2 =0.0%


Test for overall effect: Z = 0.25 (P = 0.80)


Total (95% CI) 3772 3541 100.0 % 0.98 [ 0.83, 1.16 ]


Total events: 239 (Nutrition support), 236 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 14.40, df = 31 (P = 1.00); I2 =0.0%


Test for overall effect: Z = 0.25 (P = 0.80)


Test for subgroup differences: Not applicable
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Analysis 25.8. Comparison 25 Parenteral - All cause mortality - end of intervention, Outcome 8 All-cause


mortality - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 25 Parenteral - All cause mortality - end of intervention


Outcome: 8 All-cause mortality - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Biomarkers


Reilly 1990 0/8 0/10 Not estimable


Song 1993 0/12 2/13 0.3 % 0.22 [ 0.01, 4.08 ]


Subtotal (95% CI) 20 23 0.3 % 0.22 [ 0.01, 4.08 ]


Total events: 0 (Nutrition support), 2 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.02 (P = 0.31)


2 Anthropometric measures


Abel 1976 4/20 3/24 1.5 % 1.60 [ 0.40, 6.32 ]


Hoffmann 1988 0/16 2/43 0.3 % 0.52 [ 0.03, 10.24 ]


Smith 1988 0/17 0/17 Not estimable


Subtotal (95% CI) 53 84 1.8 % 1.31 [ 0.38, 4.58 ]


Total events: 4 (Nutrition support), 5 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.46, df = 1 (P = 0.50); I2 =0.0%


Test for overall effect: Z = 0.43 (P = 0.67)


3 Both


Jimenez 1995a 1/20 0/5 0.3 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.6 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.3 % 0.86 [ 0.04, 18.45 ]


Subtotal (95% CI) 60 15 1.2 % 0.66 [ 0.14, 3.07 ]


Total events: 4 (Nutrition support), 1 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.12, df = 2 (P = 0.94); I2 =0.0%


Test for overall effect: Z = 0.54 (P = 0.59)


4 Characterised by other means


Abrishami 2010 1/9 2/10 0.6 % 0.56 [ 0.06, 5.14 ]


Bellantone 1988 1/54 1/46 0.4 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 4/60 1/57 0.6 % 3.80 [ 0.44, 32.99 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 146/2312 141/2328 57.3 % 1.04 [ 0.83, 1.30 ]


Doglietto 1990 0/13 0/16 Not estimable


Fan 1989 5/64 9/60 2.7 % 0.52 [ 0.19, 1.47 ]


Fan 1994 3/20 3/20 1.3 % 1.00 [ 0.23, 4.37 ]


Fasth 1987 1/48 1/44 0.4 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 8/153 12/152 3.8 % 0.66 [ 0.28, 1.57 ]


Herndon 1987 8/13 8/15 7.0 % 1.15 [ 0.61, 2.19 ]


Liu 1996b 1/16 0/18 0.3 % 3.35 [ 0.15, 76.93 ]


Lough 1990 4/14 7/15 2.9 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 6/27 5/26 2.6 % 1.16 [ 0.40, 3.33 ]


Müller 1982a 3/66 5/29 1.6 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 3.5 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 1/20 1/20 0.4 % 1.00 [ 0.07, 14.90 ]


Neuvonen 1984 0/9 0/10 Not estimable


Roth 2013 1/74 1/83 0.4 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.6 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.6 % 2.63 [ 0.31, 22.46 ]


Sax 1987 1/29 1/26 0.4 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 1.1 % 1.70 [ 0.33, 8.84 ]


Stein 2002 2/40 3/40 1.0 % 0.67 [ 0.12, 3.78 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 4/30 5/35 1.9 % 0.93 [ 0.28, 3.16 ]


Von Meyenfeldt 1992a 2/51 1/25 0.5 % 0.98 [ 0.09, 10.30 ]


Woolfson 1989 8/62 8/60 3.5 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 3/215 2/108 0.9 % 0.75 [ 0.13, 4.44 ]


Yamada 1983 0/18 1/16 0.3 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 3639 3419 96.6 % 0.98 [ 0.83, 1.17 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 231 (Nutrition support), 228 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 12.34, df = 25 (P = 0.98); I2 =0.0%


Test for overall effect: Z = 0.19 (P = 0.85)


Total (95% CI) 3772 3541 100.0 % 0.98 [ 0.83, 1.16 ]


Total events: 239 (Nutrition support), 236 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 14.40, df = 31 (P = 1.00); I2 =0.0%


Test for overall effect: Z = 0.25 (P = 0.80)


Test for subgroup differences: Chi2 = 1.49, df = 3 (P = 0.68), I2 =0.0%
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Analysis 25.9. Comparison 25 Parenteral - All cause mortality - end of intervention, Outcome 9 All-cause


mortality - randomisation year.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 25 Parenteral - All cause mortality - end of intervention


Outcome: 9 All-cause mortality - randomisation year


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Before 1960


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 1960-1979


Abel 1976 4/20 3/24 1.5 % 1.60 [ 0.40, 6.32 ]


Samuels 1981 3/16 1/14 0.6 % 2.63 [ 0.31, 22.46 ]


Thompson 1981 0/12 0/9 Not estimable


Subtotal (95% CI) 48 47 2.2 % 1.85 [ 0.58, 5.88 ]


Total events: 7 (Nutrition support), 4 (Control)
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Heterogeneity: Tau2 = 0.0; Chi2 = 0.15, df = 1 (P = 0.70); I2 =0.0%


Test for overall effect: Z = 1.04 (P = 0.30)


3 1980-1999


Bellantone 1988 1/54 1/46 0.4 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 4/60 1/57 0.6 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Doglietto 1990 0/13 0/16 Not estimable


Fan 1989 5/64 9/60 2.7 % 0.52 [ 0.19, 1.47 ]


Fan 1994 3/20 3/20 1.3 % 1.00 [ 0.23, 4.37 ]


Fasth 1987 1/48 1/44 0.4 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Herndon 1987 8/13 8/15 7.0 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 2/43 0.3 % 0.52 [ 0.03, 10.24 ]


Jimenez 1995a 1/20 0/5 0.3 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.6 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.3 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 0/18 0.3 % 3.35 [ 0.15, 76.93 ]


Lough 1990 4/14 7/15 2.9 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 6/27 5/26 2.6 % 1.16 [ 0.40, 3.33 ]


Müller 1982a 3/66 5/29 1.6 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 3.5 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 1/20 1/20 0.4 % 1.00 [ 0.07, 14.90 ]


Neuvonen 1984 0/9 0/10 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Sacks 1995 2/8 1/9 0.6 % 2.25 [ 0.25, 20.38 ]


Sax 1987 1/29 1/26 0.4 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 1.1 % 1.70 [ 0.33, 8.84 ]


Smith 1988 0/17 0/17 Not estimable


Song 1993 0/12 2/13 0.3 % 0.22 [ 0.01, 4.08 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Valdivieso 1987 4/30 5/35 1.9 % 0.93 [ 0.28, 3.16 ]


Von Meyenfeldt 1992a 2/51 1/25 0.5 % 0.98 [ 0.09, 10.30 ]


Woolfson 1989 8/62 8/60 3.5 % 0.97 [ 0.39, 2.41 ]


Yamada 1983 0/18 1/16 0.3 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 921 773 33.8 % 0.91 [ 0.68, 1.21 ]


Total events: 71 (Nutrition support), 71 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 11.23, df = 23 (P = 0.98); I2 =0.0%


Test for overall effect: Z = 0.67 (P = 0.51)


4 After 1999


Abrishami 2010 1/9 2/10 0.6 % 0.56 [ 0.06, 5.14 ]


Casaer 2011 146/2312 141/2328 57.3 % 1.04 [ 0.83, 1.30 ]


Heidegger 2013 8/153 12/152 3.8 % 0.66 [ 0.28, 1.57 ]


Roth 2013 1/74 1/83 0.4 % 1.12 [ 0.07, 17.62 ]


Stein 2002 2/40 3/40 1.0 % 0.67 [ 0.12, 3.78 ]


Wu 2007b 3/215 2/108 0.9 % 0.75 [ 0.13, 4.44 ]


Subtotal (95% CI) 2803 2721 64.0 % 1.00 [ 0.81, 1.23 ]


Total events: 161 (Nutrition support), 161 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.58, df = 5 (P = 0.90); I2 =0.0%


Test for overall effect: Z = 0.02 (P = 0.98)


Total (95% CI) 3772 3541 100.0 % 0.98 [ 0.83, 1.16 ]


Total events: 239 (Nutrition support), 236 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 14.40, df = 31 (P = 1.00); I2 =0.0%


Test for overall effect: Z = 0.25 (P = 0.80)


Test for subgroup differences: Chi2 = 1.46, df = 2 (P = 0.48), I2 =0.0%
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Analysis 25.10. Comparison 25 Parenteral - All cause mortality - end of intervention, Outcome 10 All-cause


mortality - trials where the intervention lasts fewer than three days compared with trials where the


intervention lasts three days or more.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 25 Parenteral - All cause mortality - end of intervention


Outcome: 10 All-cause mortality - trials where the intervention lasts fewer than three days compared with trials where the intervention lasts three days or more


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Three days or more


Abel 1976 4/20 3/24 1.5 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.6 % 0.56 [ 0.06, 5.14 ]


Bellantone 1988 1/54 1/46 0.4 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 4/60 1/57 0.6 % 3.80 [ 0.44, 32.99 ]


Casaer 2011 146/2312 141/2328 57.3 % 1.04 [ 0.83, 1.30 ]


Doglietto 1990 0/13 0/16 Not estimable


Fan 1989 5/64 9/60 2.7 % 0.52 [ 0.19, 1.47 ]


Fan 1994 3/20 3/20 1.3 % 1.00 [ 0.23, 4.37 ]


Fasth 1987 1/48 1/44 0.4 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 8/153 12/152 3.8 % 0.66 [ 0.28, 1.57 ]


Herndon 1987 8/13 8/15 7.0 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 2/43 0.3 % 0.52 [ 0.03, 10.24 ]


Jimenez 1995a 1/20 0/5 0.3 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.6 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.3 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 0/18 0.3 % 3.35 [ 0.15, 76.93 ]


Lough 1990 4/14 7/15 2.9 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 6/27 5/26 2.6 % 1.16 [ 0.40, 3.33 ]


Müller 1982a 3/66 5/29 1.6 % 0.26 [ 0.07, 1.03 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Müller 1982b 10/46 6/30 3.5 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 1/20 1/20 0.4 % 1.00 [ 0.07, 14.90 ]


Neuvonen 1984 0/9 0/10 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Roth 2013 1/74 1/83 0.4 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.6 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.6 % 2.63 [ 0.31, 22.46 ]


Sax 1987 1/29 1/26 0.4 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 1.1 % 1.70 [ 0.33, 8.84 ]


Smith 1988 0/17 0/17 Not estimable


Song 1993 0/12 2/13 0.3 % 0.22 [ 0.01, 4.08 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 4/30 5/35 1.9 % 0.93 [ 0.28, 3.16 ]


Von Meyenfeldt 1992a 2/51 1/25 0.5 % 0.98 [ 0.09, 10.30 ]


Woolfson 1989 8/62 8/60 3.5 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 3/215 2/108 0.9 % 0.75 [ 0.13, 4.44 ]


Yamada 1983 0/18 1/16 0.3 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 3717 3489 99.0 % 0.98 [ 0.83, 1.16 ]


Total events: 237 (Nutrition support), 233 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 14.21, df = 30 (P = 0.99); I2 =0.0%


Test for overall effect: Z = 0.21 (P = 0.84)


2 Less than three days


Stein 2002 2/40 3/40 1.0 % 0.67 [ 0.12, 3.78 ]


Subtotal (95% CI) 40 40 1.0 % 0.67 [ 0.12, 3.78 ]


Total events: 2 (Nutrition support), 3 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.46 (P = 0.65)


3 Unknown


Capell 1990 0/15 0/12 Not estimable


Subtotal (95% CI) 15 12 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 3772 3541 100.0 % 0.98 [ 0.83, 1.16 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 239 (Nutrition support), 236 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 14.40, df = 31 (P = 1.00); I2 =0.0%


Test for overall effect: Z = 0.25 (P = 0.80)


Test for subgroup differences: Chi2 = 0.19, df = 1 (P = 0.66), I2 =0.0%
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Analysis 25.11. Comparison 25 Parenteral - All cause mortality - end of intervention, Outcome 11 All-cause


mortality - ’best-worst case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 25 Parenteral - All cause mortality - end of intervention


Outcome: 11 All-cause mortality - ’best-worst case’ scenario


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abel 1976 4/20 3/24 3.2 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/10 2/10 1.4 % 0.50 [ 0.05, 4.67 ]


Bellantone 1988 1/54 1/46 0.9 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 4/60 1/57 1.5 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 146/2312 141/2328 14.9 % 1.04 [ 0.83, 1.30 ]


Doglietto 1990 0/13 0/16 Not estimable


Fan 1989 5/75 24/75 5.9 % 0.21 [ 0.08, 0.52 ]


Fan 1994 3/20 3/20 2.9 % 1.00 [ 0.23, 4.37 ]


Fasth 1987 1/48 1/44 0.9 % 0.92 [ 0.06, 14.22 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 8/153 12/152 6.3 % 0.66 [ 0.28, 1.57 ]


Herndon 1987 8/13 8/15 8.7 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/51 10/51 0.9 % 0.05 [ 0.00, 0.79 ]


Jimenez 1995a 1/20 0/5 0.8 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 1.4 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.8 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 0/18 0.7 % 3.35 [ 0.15, 76.93 ]


Lough 1990 4/14 7/15 5.3 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 6/27 5/26 4.8 % 1.16 [ 0.40, 3.33 ]


Müller 1982a 3/80 16/40 4.1 % 0.09 [ 0.03, 0.30 ]


Müller 1982b 10/55 16/40 8.3 % 0.45 [ 0.23, 0.89 ]


Naveau 1986 1/20 1/20 1.0 % 1.00 [ 0.07, 14.90 ]


Neuvonen 1984 0/9 0/10 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Roth 2013 1/74 1/83 0.9 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 1.4 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/18 2/15 2.4 % 1.25 [ 0.24, 6.53 ]


Sax 1987 1/29 1/26 1.0 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/16 3/18 2.9 % 1.13 [ 0.26, 4.80 ]


Smith 1988 0/17 0/17 Not estimable


Song 1993 0/12 2/13 0.8 % 0.22 [ 0.01, 4.08 ]


Stein 2002 2/40 3/40 2.2 % 0.67 [ 0.12, 3.78 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 4/30 5/35 3.9 % 0.93 [ 0.28, 3.16 ]


Von Meyenfeldt 1992a 2/51 1/25 1.3 % 0.98 [ 0.09, 10.30 ]


Woolfson 1989 8/62 8/60 5.8 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 3/215 2/108 2.1 % 0.75 [ 0.13, 4.44 ]


Yamada 1983 0/18 1/16 0.7 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total (95% CI) 3845 3587 100.0 % 0.73 [ 0.56, 0.97 ]


Total events: 239 (Nutrition support), 282 (Control)


Heterogeneity: Tau2 = 0.12; Chi2 = 42.32, df = 31 (P = 0.08); I2 =27%


Test for overall effect: Z = 2.21 (P = 0.027)


Test for subgroup differences: Not applicable
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Analysis 25.12. Comparison 25 Parenteral - All cause mortality - end of intervention, Outcome 12 All-cause


mortality - ’worst-best case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 25 Parenteral - All cause mortality - end of intervention


Outcome: 12 All-cause mortality - ’worst-best case’ scenario


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abel 1976 4/20 3/24 2.1 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 2/10 2/10 1.3 % 1.00 [ 0.17, 5.77 ]


Bellantone 1988 1/54 1/46 0.5 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 4/60 1/57 0.9 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 146/2312 141/2328 34.8 % 1.04 [ 0.83, 1.30 ]


Doglietto 1990 0/13 0/16 Not estimable


Fan 1989 16/75 9/75 6.5 % 1.78 [ 0.84, 3.77 ]


Fan 1994 3/20 3/20 1.8 % 1.00 [ 0.23, 4.37 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Fasth 1987 1/48 1/44 0.5 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 8/153 12/152 5.0 % 0.66 [ 0.28, 1.57 ]


Herndon 1987 8/13 8/15 8.6 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 35/51 2/51 2.1 % 17.50 [ 4.44, 68.94 ]


Jimenez 1995a 1/20 0/5 0.4 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.8 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.4 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 0/18 0.4 % 3.35 [ 0.15, 76.93 ]


Lough 1990 4/14 7/15 3.9 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 6/27 5/26 3.4 % 1.16 [ 0.40, 3.33 ]


Müller 1982a 17/80 5/40 4.5 % 1.70 [ 0.68, 4.27 ]


Müller 1982b 19/55 6/40 5.5 % 2.30 [ 1.01, 5.24 ]


Naveau 1986 1/20 1/20 0.6 % 1.00 [ 0.07, 14.90 ]


Neuvonen 1984 0/9 0/10 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Roth 2013 1/74 1/83 0.5 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.8 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 5/18 1/15 1.0 % 4.17 [ 0.54, 31.88 ]


Sax 1987 1/29 1/26 0.5 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/16 2/18 1.6 % 2.25 [ 0.47, 10.69 ]


Smith 1988 0/17 0/17 Not estimable


Song 1993 0/12 2/13 0.5 % 0.22 [ 0.01, 4.08 ]


Stein 2002 2/40 3/40 1.3 % 0.67 [ 0.12, 3.78 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 4/30 5/35 2.6 % 0.93 [ 0.28, 3.16 ]


Von Meyenfeldt 1992a 2/51 1/25 0.7 % 0.98 [ 0.09, 10.30 ]


Woolfson 1989 8/62 8/60 4.5 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 3/215 2/108 1.3 % 0.75 [ 0.13, 4.44 ]


Yamada 1983 0/18 1/16 0.4 % 0.30 [ 0.01, 6.84 ]


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


1139Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zheng 2001b 0/40 0/15 Not estimable


Total (95% CI) 3845 3587 100.0 % 1.20 [ 0.98, 1.47 ]


Total events: 312 (Nutrition support), 236 (Control)


Heterogeneity: Tau2 = 0.02; Chi2 = 32.73, df = 31 (P = 0.38); I2 =5%


Test for overall effect: Z = 1.80 (P = 0.071)


Test for subgroup differences: Not applicable


0.01 0.1 1 10 100


Favours nutrition support Favours control


Analysis 25.13. Comparison 25 Parenteral - All cause mortality - end of intervention, Outcome 13 All-cause


mortality co-interventions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 25 Parenteral - All cause mortality - end of intervention


Outcome: 13 All-cause mortality co-interventions


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


1 received nutrition support as co-intervention


Abrishami 2010 1/9 2/10 0.8 % 0.56 [ 0.06, 5.14 ]


Casaer 2011 146/2312 141/2328 58.1 % 1.04 [ 0.83, 1.30 ]


Heidegger 2013 8/153 12/152 5.0 % 0.66 [ 0.28, 1.57 ]


Mezey 1991 6/27 5/26 2.1 % 1.16 [ 0.40, 3.33 ]


Sacks 1995 2/8 1/9 0.4 % 2.25 [ 0.25, 20.38 ]


Simon 1988 3/15 2/17 0.8 % 1.70 [ 0.33, 8.84 ]


Subtotal (95% CI) 2524 2542 67.2 % 1.03 [ 0.83, 1.26 ]


Total events: 166 (Nutrition support), 163 (Control)


Heterogeneity: Chi2 = 2.19, df = 5 (P = 0.82); I2 =0.0%


Test for overall effect: Z = 0.25 (P = 0.80)


2 did not receive nutrition support as co-intervention
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Abel 1976 4/20 3/24 1.1 % 1.60 [ 0.40, 6.32 ]


Bellantone 1988 1/54 1/46 0.4 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 4/60 1/57 0.4 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Doglietto 1990 0/13 0/16 Not estimable


Fan 1989 3/20 3/20 1.2 % 1.00 [ 0.23, 4.37 ]


Fan 1994 5/64 9/60 3.8 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.4 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Herndon 1987 8/13 8/15 3.1 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 2/43 0.6 % 0.52 [ 0.03, 10.24 ]


Jimenez 1995a 1/20 0/5 0.3 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.7 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.3 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 0/18 0.2 % 3.35 [ 0.15, 76.93 ]


Lough 1990 4/14 7/15 2.8 % 0.61 [ 0.23, 1.65 ]


Müller 1982a 3/66 5/29 2.9 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 3.0 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 1/20 1/20 0.4 % 1.00 [ 0.07, 14.90 ]


Neuvonen 1984 0/9 0/10 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Roth 2013 1/74 1/83 0.4 % 1.12 [ 0.07, 17.62 ]


Samuels 1981 3/16 1/14 0.4 % 2.63 [ 0.31, 22.46 ]


Sax 1987 1/29 1/26 0.4 % 0.90 [ 0.06, 13.62 ]


Smith 1988 0/17 0/17 Not estimable


Song 1993 0/12 2/13 1.0 % 0.22 [ 0.01, 4.08 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 4/30 5/35 1.9 % 0.93 [ 0.28, 3.16 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Von Meyenfeldt 1992a 2/51 1/25 0.6 % 0.98 [ 0.09, 10.30 ]


Woolfson 1989 8/62 8/60 3.4 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 3/215 2/108 1.1 % 0.75 [ 0.13, 4.44 ]


Yamada 1983 0/18 1/16 0.7 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 1208 959 31.6 % 0.88 [ 0.66, 1.18 ]


Total events: 71 (Nutrition support), 70 (Control)


Heterogeneity: Chi2 = 11.47, df = 24 (P = 0.99); I2 =0.0%


Test for overall effect: Z = 0.86 (P = 0.39)


3 delayed versus early nutrition support


Stein 2002 2/40 3/40 1.2 % 0.67 [ 0.12, 3.78 ]


Subtotal (95% CI) 40 40 1.2 % 0.67 [ 0.12, 3.78 ]


Total events: 2 (Nutrition support), 3 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.46 (P = 0.65)


Total (95% CI) 3772 3541 100.0 % 0.98 [ 0.82, 1.16 ]


Total events: 239 (Nutrition support), 236 (Control)


Heterogeneity: Chi2 = 14.40, df = 31 (P = 1.00); I2 =0.0%


Test for overall effect: Z = 0.29 (P = 0.78)


Test for subgroup differences: Chi2 = 0.90, df = 2 (P = 0.64), I2 =0.0%
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Analysis 26.1. Comparison 26 Parenteral - All cause mortality - maximum follow-up, Outcome 1 All-cause


mortality - overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 26 Parenteral - All cause mortality - maximum follow-up


Outcome: 1 All-cause mortality - overall


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abel 1976 4/20 3/24 0.5 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Bauer 2000 24/60 24/60 4.7 % 1.00 [ 0.65, 1.55 ]


Bellantone 1988 1/54 1/46 0.1 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 4/60 1/57 0.2 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 255/2312 257/2328 34.1 % 1.00 [ 0.85, 1.18 ]


Doglietto 1990 0/13 0/16 Not estimable


Fan 1989 5/64 9/60 0.9 % 0.52 [ 0.19, 1.47 ]


Fan 1994 6/20 6/20 1.0 % 1.00 [ 0.39, 2.58 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 20/153 28/152 3.3 % 0.71 [ 0.42, 1.20 ]


Herndon 1987 8/13 8/15 2.2 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 2/43 0.1 % 0.52 [ 0.03, 10.24 ]


Holter 1977 2/30 2/26 0.3 % 0.87 [ 0.13, 5.73 ]


Jauch 1995a 2/17 2/5 0.3 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.2 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Liu 1996b 1/16 0/18 0.1 % 3.35 [ 0.15, 76.93 ]


Lough 1990 4/14 7/15 0.9 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 14/23 16/25 4.7 % 0.95 [ 0.61, 1.48 ]


Müller 1982a 3/66 5/29 0.5 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 1.1 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 10/20 9/20 2.1 % 1.11 [ 0.58, 2.14 ]


Neuvonen 1984 0/9 0/10 Not estimable


Popp 1981 7/21 6/21 1.1 % 1.17 [ 0.47, 2.89 ]


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.2 % 2.63 [ 0.31, 22.46 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.5 % 1.51 [ 0.40, 5.69 ]


Smith 1988 1/17 3/17 0.2 % 0.33 [ 0.04, 2.89 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Stein 2002 12/40 10/40 1.8 % 1.20 [ 0.59, 2.45 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 27/30 31/35 32.1 % 1.02 [ 0.86, 1.20 ]


Von Meyenfeldt 1992a 2/51 1/25 0.2 % 0.98 [ 0.09, 10.30 ]


Williford 1991 31/231 24/228 3.6 % 1.27 [ 0.77, 2.10 ]


Woolfson 1989 8/62 8/60 1.1 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 3/215 2/108 0.3 % 0.75 [ 0.13, 4.44 ]


Yamada 1983 0/18 1/16 0.1 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable


Total (95% CI) 4190 3931 100.0 % 0.99 [ 0.90, 1.09 ]


Total events: 483 (Experimental), 489 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 20.89, df = 40 (P = 0.99); I2 =0.0%


Test for overall effect: Z = 0.23 (P = 0.82)


Test for subgroup differences: Not applicable
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Analysis 26.2. Comparison 26 Parenteral - All cause mortality - maximum follow-up, Outcome 2 All-cause


mortality - bias.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 26 Parenteral - All cause mortality - maximum follow-up


Outcome: 2 All-cause mortality - bias


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 High risk of bias


Abel 1976 4/20 3/24 0.5 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Bauer 2000 24/60 24/60 4.7 % 1.00 [ 0.65, 1.55 ]


Bellantone 1988 1/54 1/46 0.1 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 4/60 1/57 0.2 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 255/2312 257/2328 34.1 % 1.00 [ 0.85, 1.18 ]


Doglietto 1990 0/13 0/16 Not estimable


Fan 1989 5/64 9/60 0.9 % 0.52 [ 0.19, 1.47 ]


Fan 1994 6/20 6/20 1.0 % 1.00 [ 0.39, 2.58 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 20/153 28/152 3.3 % 0.71 [ 0.42, 1.20 ]


Herndon 1987 8/13 8/15 2.2 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 2/43 0.1 % 0.52 [ 0.03, 10.24 ]


Holter 1977 2/30 2/26 0.3 % 0.87 [ 0.13, 5.73 ]


Jauch 1995a 2/17 2/5 0.3 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.2 % 0.59 [ 0.07, 5.22 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Liu 1996b 1/16 0/18 0.1 % 3.35 [ 0.15, 76.93 ]


Lough 1990 4/14 7/15 0.9 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 14/23 16/25 4.7 % 0.95 [ 0.61, 1.48 ]


Müller 1982a 3/66 5/29 0.5 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 1.1 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 10/20 9/20 2.1 % 1.11 [ 0.58, 2.14 ]


Neuvonen 1984 0/9 0/10 Not estimable


Popp 1981 7/21 6/21 1.1 % 1.17 [ 0.47, 2.89 ]


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.2 % 2.63 [ 0.31, 22.46 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.5 % 1.51 [ 0.40, 5.69 ]


Smith 1988 1/17 3/17 0.2 % 0.33 [ 0.04, 2.89 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Stein 2002 12/40 10/40 1.8 % 1.20 [ 0.59, 2.45 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 27/30 31/35 32.1 % 1.02 [ 0.86, 1.20 ]


Von Meyenfeldt 1992a 2/51 1/25 0.2 % 0.98 [ 0.09, 10.30 ]


Williford 1991 31/231 24/228 3.6 % 1.27 [ 0.77, 2.10 ]


Woolfson 1989 8/62 8/60 1.1 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 3/215 2/108 0.3 % 0.75 [ 0.13, 4.44 ]


Yamada 1983 0/18 1/16 0.1 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 4190 3931 100.0 % 0.99 [ 0.90, 1.09 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 483 (Experimental), 489 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 20.89, df = 40 (P = 0.99); I2 =0.0%


Test for overall effect: Z = 0.23 (P = 0.82)


2 Low risk of bias


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 4190 3931 100.0 % 0.99 [ 0.90, 1.09 ]


Total events: 483 (Experimental), 489 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 20.89, df = 40 (P = 0.99); I2 =0.0%


Test for overall effect: Z = 0.23 (P = 0.82)


Test for subgroup differences: Not applicable


0.01 0.1 1 10 100


Favours nutrition support Favours control


1147Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Analysis 26.3. Comparison 26 Parenteral - All cause mortality - maximum follow-up, Outcome 3 All-cause


mortality - medical speciality.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 26 Parenteral - All cause mortality - maximum follow-up


Outcome: 3 All-cause mortality - medical speciality


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Cardiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Medical gastroenterology and hepatology


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Fan 1994 6/20 6/20 1.0 % 1.00 [ 0.39, 2.58 ]


Mezey 1991 14/23 16/25 4.7 % 0.95 [ 0.61, 1.48 ]


Naveau 1986 10/20 9/20 2.1 % 1.11 [ 0.58, 2.14 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.5 % 1.51 [ 0.40, 5.69 ]


Subtotal (95% CI) 126 128 8.5 % 1.02 [ 0.74, 1.42 ]


Total events: 35 (Experimental), 35 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.53, df = 4 (P = 0.97); I2 =0.0%


Test for overall effect: Z = 0.13 (P = 0.89)


3 Geriatrics


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Pulmonary disease


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Subtotal (95% CI) 12 13 0.1 % 0.22 [ 0.01, 4.08 ]


Total events: 0 (Experimental), 2 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.02 (P = 0.31)


5 Endocrinology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Heterogeneity: not applicable


Test for overall effect: not applicable


6 Infectious diseases


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


7 Rheumatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


8 Haematology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


9 Nephrology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


10 Gastroenterologic surgery


Bellantone 1988 1/54 1/46 0.1 % 0.85 [ 0.05, 13.24 ]


Brennan 1994 4/60 1/57 0.2 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Fan 1989 5/64 9/60 0.9 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Hoffmann 1988 0/16 2/43 0.1 % 0.52 [ 0.03, 10.24 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Liu 1996b 1/16 0/18 0.1 % 3.35 [ 0.15, 76.93 ]


Müller 1982a 3/66 5/29 0.5 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 1.1 % 1.09 [ 0.44, 2.68 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Neuvonen 1984 0/9 0/10 Not estimable


Smith 1988 1/17 3/17 0.2 % 0.33 [ 0.04, 2.89 ]


Thompson 1981 0/12 0/9 Not estimable


Von Meyenfeldt 1992a 2/51 1/25 0.2 % 0.98 [ 0.09, 10.30 ]


Williford 1991 31/231 24/228 3.6 % 1.27 [ 0.77, 2.10 ]


Woolfson 1989 8/62 8/60 1.1 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 3/215 2/108 0.3 % 0.75 [ 0.13, 4.44 ]


Yamada 1983 0/18 1/16 0.1 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 1187 917 9.0 % 0.93 [ 0.68, 1.28 ]


Total events: 74 (Experimental), 66 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 10.71, df = 17 (P = 0.87); I2 =0.0%


Test for overall effect: Z = 0.45 (P = 0.65)


11 Trauma surgery


Herndon 1987 8/13 8/15 2.2 % 1.15 [ 0.61, 2.19 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Subtotal (95% CI) 21 24 2.4 % 1.22 [ 0.66, 2.25 ]


Total events: 10 (Experimental), 9 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.35, df = 1 (P = 0.55); I2 =0.0%


Test for overall effect: Z = 0.62 (P = 0.53)


12 Ortopaedics


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


13 Plastic, reconstructive, and aesthetic surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


14 Vascular surgery


Fletcher 1986a 0/10 0/5 Not estimable


Subtotal (95% CI) 10 5 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


15 Transplant surgery
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Lough 1990 4/14 7/15 0.9 % 0.61 [ 0.23, 1.65 ]


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Subtotal (95% CI) 22 25 1.0 % 0.56 [ 0.22, 1.42 ]


Total events: 4 (Experimental), 9 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.36, df = 1 (P = 0.55); I2 =0.0%


Test for overall effect: Z = 1.23 (P = 0.22)


16 Urology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


17 Thoracic surgery


Abel 1976 4/20 3/24 0.5 % 1.60 [ 0.40, 6.32 ]


Subtotal (95% CI) 20 24 0.5 % 1.60 [ 0.40, 6.32 ]


Total events: 4 (Experimental), 3 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.67 (P = 0.50)


18 Neurological surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


19 Oro-maxillo-facial surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


20 Anaesthesiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


21 Emergency medicine


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Bauer 2000 24/60 24/60 4.7 % 1.00 [ 0.65, 1.55 ]


Casaer 2011 255/2312 257/2328 34.1 % 1.00 [ 0.85, 1.18 ]


Heidegger 2013 20/153 28/152 3.3 % 0.71 [ 0.42, 1.20 ]


Jauch 1995a 2/17 2/5 0.3 % 0.29 [ 0.05, 1.59 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Jauch 1995b 2/17 1/5 0.2 % 0.59 [ 0.07, 5.22 ]


Stein 2002 12/40 10/40 1.8 % 1.20 [ 0.59, 2.45 ]


Subtotal (95% CI) 2608 2600 44.6 % 0.97 [ 0.84, 1.12 ]


Total events: 316 (Experimental), 324 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 4.19, df = 6 (P = 0.65); I2 =0.0%


Test for overall effect: Z = 0.44 (P = 0.66)


22 Psychiatry


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


23 Neurology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


24 Oncology


Doglietto 1990 0/13 0/16 Not estimable


Holter 1977 2/30 2/26 0.3 % 0.87 [ 0.13, 5.73 ]


Popp 1981 7/21 6/21 1.1 % 1.17 [ 0.47, 2.89 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Samuels 1981 3/16 1/14 0.2 % 2.63 [ 0.31, 22.46 ]


Valdivieso 1987 27/30 31/35 32.1 % 1.02 [ 0.86, 1.20 ]


Subtotal (95% CI) 184 195 33.8 % 1.03 [ 0.87, 1.21 ]


Total events: 40 (Experimental), 41 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.21, df = 4 (P = 0.88); I2 =0.0%


Test for overall effect: Z = 0.30 (P = 0.76)


25 Dermatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


26 Gynaecology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


27 Mixed
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 4190 3931 100.0 % 0.99 [ 0.90, 1.09 ]


Total events: 483 (Experimental), 489 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 20.89, df = 40 (P = 0.99); I2 =0.0%


Test for overall effect: Z = 0.23 (P = 0.82)


Test for subgroup differences: Chi2 = 3.84, df = 7 (P = 0.80), I2 =0.0%
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Analysis 26.4. Comparison 26 Parenteral - All cause mortality - maximum follow-up, Outcome 4 All-cause


mortality - based on adequacy of the amount of calories.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 26 Parenteral - All cause mortality - maximum follow-up


Outcome: 4 All-cause mortality - based on adequacy of the amount of calories


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Clearly adequate in intervention and clearly inadequate in control


Casaer 2011 255/2312 257/2328 34.1 % 1.00 [ 0.85, 1.18 ]


Heidegger 2013 20/153 28/152 3.3 % 0.71 [ 0.42, 1.20 ]


Lough 1990 4/14 7/15 0.9 % 0.61 [ 0.23, 1.65 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Valdivieso 1987 27/30 31/35 32.1 % 1.02 [ 0.86, 1.20 ]


Woolfson 1989 8/62 8/60 1.1 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 3/215 2/108 0.3 % 0.75 [ 0.13, 4.44 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Subtotal (95% CI) 2860 2781 71.9 % 0.98 [ 0.88, 1.10 ]


Total events: 318 (Experimental), 334 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.73, df = 6 (P = 0.84); I2 =0.0%


Test for overall effect: Z = 0.29 (P = 0.77)


2 Inadequate in the experimental or adequate in the control


Herndon 1987 8/13 8/15 2.2 % 1.15 [ 0.61, 2.19 ]


Naveau 1986 10/20 9/20 2.1 % 1.11 [ 0.58, 2.14 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Stein 2002 12/40 10/40 1.8 % 1.20 [ 0.59, 2.45 ]


Subtotal (95% CI) 81 84 6.3 % 1.17 [ 0.80, 1.72 ]


Total events: 32 (Experimental), 28 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.38, df = 3 (P = 0.95); I2 =0.0%


Test for overall effect: Z = 0.83 (P = 0.40)


3 Experimental group is overfed


Fan 1989 5/64 9/60 0.9 % 0.52 [ 0.19, 1.47 ]


Holter 1977 2/30 2/26 0.3 % 0.87 [ 0.13, 5.73 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Subtotal (95% CI) 140 132 1.2 % 0.56 [ 0.23, 1.34 ]


Total events: 7 (Experimental), 12 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.33, df = 2 (P = 0.85); I2 =0.0%


Test for overall effect: Z = 1.30 (P = 0.19)


4 Unclear intake in control or experimental


Abel 1976 4/20 3/24 0.5 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Bauer 2000 24/60 24/60 4.7 % 1.00 [ 0.65, 1.55 ]


Bellantone 1988 1/54 1/46 0.1 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 4/60 1/57 0.2 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Doglietto 1990 0/13 0/16 Not estimable


Fan 1994 6/20 6/20 1.0 % 1.00 [ 0.39, 2.58 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Fletcher 1986a 0/10 0/5 Not estimable


Hoffmann 1988 0/16 2/43 0.1 % 0.52 [ 0.03, 10.24 ]


Jauch 1995a 2/17 2/5 0.3 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.2 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 0/18 0.1 % 3.35 [ 0.15, 76.93 ]


Mezey 1991 14/23 16/25 4.7 % 0.95 [ 0.61, 1.48 ]


Müller 1982a 3/66 5/29 0.5 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 1.1 % 1.09 [ 0.44, 2.68 ]


Neuvonen 1984 0/9 0/10 Not estimable


Popp 1981 7/21 6/21 1.1 % 1.17 [ 0.47, 2.89 ]


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Samuels 1981 3/16 1/14 0.2 % 2.63 [ 0.31, 22.46 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.5 % 1.51 [ 0.40, 5.69 ]


Smith 1988 1/17 3/17 0.2 % 0.33 [ 0.04, 2.89 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Thompson 1981 0/12 0/9 Not estimable


Von Meyenfeldt 1992a 2/51 1/25 0.2 % 0.98 [ 0.09, 10.30 ]


Williford 1991 31/231 24/228 3.6 % 1.27 [ 0.77, 2.10 ]


Yamada 1983 0/18 1/16 0.1 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 1109 934 20.5 % 0.99 [ 0.80, 1.22 ]


Total events: 126 (Experimental), 115 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 15.04, df = 26 (P = 0.96); I2 =0.0%


Test for overall effect: Z = 0.12 (P = 0.91)


Total (95% CI) 4190 3931 100.0 % 0.99 [ 0.90, 1.09 ]


Total events: 483 (Experimental), 489 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 20.89, df = 40 (P = 0.99); I2 =0.0%


Test for overall effect: Z = 0.23 (P = 0.82)


Test for subgroup differences: Chi2 = 2.42, df = 3 (P = 0.49), I2 =0.0%
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Analysis 26.5. Comparison 26 Parenteral - All cause mortality - maximum follow-up, Outcome 5 All-cause


mortality - different screening tools.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 26 Parenteral - All cause mortality - maximum follow-up


Outcome: 5 All-cause mortality - different screening tools


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 NRS 2002


Casaer 2011 255/2312 257/2328 34.1 % 1.00 [ 0.85, 1.18 ]


Subtotal (95% CI) 2312 2328 34.1 % 1.00 [ 0.85, 1.18 ]


Total events: 255 (Experimental), 257 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.01 (P = 0.99)


2 MUST


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 MNA


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 SGA


Wu 2007b 3/215 2/108 0.3 % 0.75 [ 0.13, 4.44 ]


Subtotal (95% CI) 215 108 0.3 % 0.75 [ 0.13, 4.44 ]


Total events: 3 (Experimental), 2 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.31 (P = 0.75)


5 Other means


Abel 1976 4/20 3/24 0.5 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Bauer 2000 24/60 24/60 4.7 % 1.00 [ 0.65, 1.55 ]


Bellantone 1988 1/54 1/46 0.1 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 4/60 1/57 0.2 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Doglietto 1990 0/13 0/16 Not estimable


Fan 1989 5/64 9/60 0.9 % 0.52 [ 0.19, 1.47 ]


Fan 1994 6/20 6/20 1.0 % 1.00 [ 0.39, 2.58 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 20/153 28/152 3.3 % 0.71 [ 0.42, 1.20 ]


Herndon 1987 8/13 8/15 2.2 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 2/43 0.1 % 0.52 [ 0.03, 10.24 ]


Holter 1977 2/30 2/26 0.3 % 0.87 [ 0.13, 5.73 ]


Jauch 1995a 2/17 2/5 0.3 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.2 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Liu 1996b 1/16 0/18 0.1 % 3.35 [ 0.15, 76.93 ]


Lough 1990 4/14 7/15 0.9 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 14/23 16/25 4.7 % 0.95 [ 0.61, 1.48 ]


Müller 1982a 3/66 5/29 0.5 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 1.1 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 10/20 9/20 2.1 % 1.11 [ 0.58, 2.14 ]


Neuvonen 1984 0/9 0/10 Not estimable


Popp 1981 7/21 6/21 1.1 % 1.17 [ 0.47, 2.89 ]


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Samuels 1981 3/16 1/14 0.2 % 2.63 [ 0.31, 22.46 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.5 % 1.51 [ 0.40, 5.69 ]


Smith 1988 1/17 3/17 0.2 % 0.33 [ 0.04, 2.89 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Stein 2002 12/40 10/40 1.8 % 1.20 [ 0.59, 2.45 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 27/30 31/35 32.1 % 1.02 [ 0.86, 1.20 ]


Von Meyenfeldt 1992a 2/51 1/25 0.2 % 0.98 [ 0.09, 10.30 ]


Williford 1991 31/231 24/228 3.6 % 1.27 [ 0.77, 2.10 ]


Woolfson 1989 8/62 8/60 1.1 % 0.97 [ 0.39, 2.41 ]


Yamada 1983 0/18 1/16 0.1 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 1663 1495 65.6 % 0.98 [ 0.88, 1.11 ]


Total events: 225 (Experimental), 230 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 21.06, df = 38 (P = 0.99); I2 =0.0%


Test for overall effect: Z = 0.26 (P = 0.80)


Total (95% CI) 4190 3931 100.0 % 0.99 [ 0.90, 1.09 ]


Total events: 483 (Experimental), 489 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 20.89, df = 40 (P = 0.99); I2 =0.0%


Test for overall effect: Z = 0.23 (P = 0.82)


Test for subgroup differences: Chi2 = 0.11, df = 2 (P = 0.95), I2 =0.0%
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Analysis 26.6. Comparison 26 Parenteral - All cause mortality - maximum follow-up, Outcome 6 All-cause


mortality - participants characterised as ’at nutritional risk’ due to one of the following conditions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 26 Parenteral - All cause mortality - maximum follow-up


Outcome: 6 All-cause mortality - participants characterised as ’at nutritional risk’ due to one of the following conditions


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Major surgery


Abel 1976 4/20 3/24 0.5 % 1.60 [ 0.40, 6.32 ]


Bellantone 1988 1/54 1/46 0.1 % 0.85 [ 0.05, 13.24 ]


Brennan 1994 4/60 1/57 0.2 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Fan 1989 5/64 9/60 0.9 % 0.52 [ 0.19, 1.47 ]


Fan 1994 6/20 6/20 1.0 % 1.00 [ 0.39, 2.58 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Hoffmann 1988 0/16 2/43 0.1 % 0.52 [ 0.03, 10.24 ]


Holter 1977 2/30 2/26 0.3 % 0.87 [ 0.13, 5.73 ]


Jauch 1995a 2/17 2/5 0.3 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.2 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Lough 1990 4/14 7/15 0.9 % 0.61 [ 0.23, 1.65 ]


Müller 1982a 3/66 5/29 0.5 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 1.1 % 1.09 [ 0.44, 2.68 ]


Neuvonen 1984 0/9 0/10 Not estimable


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Smith 1988 1/17 3/17 0.2 % 0.33 [ 0.04, 2.89 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Thompson 1981 0/12 0/9 Not estimable


Von Meyenfeldt 1992a 2/51 1/25 0.2 % 0.98 [ 0.09, 10.30 ]


Williford 1991 31/231 24/228 3.6 % 1.27 [ 0.77, 2.10 ]


Woolfson 1989 8/62 8/60 1.1 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 3/215 2/108 0.3 % 0.75 [ 0.13, 4.44 ]


Yamada 1983 0/18 1/16 0.1 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 1335 1046 12.3 % 0.88 [ 0.67, 1.15 ]


Total events: 94 (Experimental), 89 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 13.60, df = 23 (P = 0.94); I2 =0.0%


Test for overall effect: Z = 0.92 (P = 0.36)


2 Stroke


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 ICU participants including trauma


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Bauer 2000 24/60 24/60 4.7 % 1.00 [ 0.65, 1.55 ]


Casaer 2011 255/2312 257/2328 34.1 % 1.00 [ 0.85, 1.18 ]


Heidegger 2013 20/153 28/152 3.3 % 0.71 [ 0.42, 1.20 ]


Herndon 1987 8/13 8/15 2.2 % 1.15 [ 0.61, 2.19 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Stein 2002 12/40 10/40 1.8 % 1.20 [ 0.59, 2.45 ]


Subtotal (95% CI) 2595 2614 46.5 % 0.99 [ 0.86, 1.14 ]


Total events: 322 (Experimental), 330 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.84, df = 6 (P = 0.83); I2 =0.0%


Test for overall effect: Z = 0.14 (P = 0.89)


4 Frail elderly participants with less severe conditions known to increase protein requirements


Liu 1996b 1/16 0/18 0.1 % 3.35 [ 0.15, 76.93 ]


Subtotal (95% CI) 16 18 0.1 % 3.35 [ 0.15, 76.93 ]


Total events: 1 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.76 (P = 0.45)


5 Participants do not fall into one of the categories above


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


1160Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Doglietto 1990 0/13 0/16 Not estimable


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Mezey 1991 14/23 16/25 4.7 % 0.95 [ 0.61, 1.48 ]


Naveau 1986 10/20 9/20 2.1 % 1.11 [ 0.58, 2.14 ]


Popp 1981 7/21 6/21 1.1 % 1.17 [ 0.47, 2.89 ]


Samuels 1981 3/16 1/14 0.2 % 2.63 [ 0.31, 22.46 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.5 % 1.51 [ 0.40, 5.69 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Valdivieso 1987 27/30 31/35 32.1 % 1.02 [ 0.86, 1.20 ]


Subtotal (95% CI) 244 253 41.1 % 1.02 [ 0.88, 1.18 ]


Total events: 66 (Experimental), 70 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.91, df = 8 (P = 0.94); I2 =0.0%


Test for overall effect: Z = 0.26 (P = 0.80)


Total (95% CI) 4190 3931 100.0 % 0.99 [ 0.90, 1.09 ]


Total events: 483 (Experimental), 489 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 20.89, df = 40 (P = 0.99); I2 =0.0%


Test for overall effect: Z = 0.23 (P = 0.82)


Test for subgroup differences: Chi2 = 1.46, df = 3 (P = 0.69), I2 =0.0%
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Analysis 26.7. Comparison 26 Parenteral - All cause mortality - maximum follow-up, Outcome 7 All-cause


mortality - participants characterised as ’at nutritional risk’ due to one of the following criteria.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 26 Parenteral - All cause mortality - maximum follow-up


Outcome: 7 All-cause mortality - participants characterised as ’at nutritional risk’ due to one of the following criteria


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 BMI less than 20.5 kg/m2


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Weight loss of at least 5% during the last three months


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 Weight loss of at least 10% during the last six months


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Subtotal (95% CI) 46 46 0.1 % 0.33 [ 0.01, 7.78 ]


Total events: 0 (Experimental), 1 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.68 (P = 0.49)


4 Insufficient food intake during the last week (50% of requirements or less)


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Participants characterised as ’at nutritional risk’ by other means


Abel 1976 4/20 3/24 0.5 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Bauer 2000 24/60 24/60 4.7 % 1.00 [ 0.65, 1.55 ]


Bellantone 1988 1/54 1/46 0.1 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 4/60 1/57 0.2 % 3.80 [ 0.44, 32.99 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 255/2312 257/2328 34.1 % 1.00 [ 0.85, 1.18 ]


Doglietto 1990 0/13 0/16 Not estimable


Fan 1989 5/64 9/60 0.9 % 0.52 [ 0.19, 1.47 ]


Fan 1994 6/20 6/20 1.0 % 1.00 [ 0.39, 2.58 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 20/153 28/152 3.3 % 0.71 [ 0.42, 1.20 ]


Herndon 1987 8/13 8/15 2.2 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 2/43 0.1 % 0.52 [ 0.03, 10.24 ]


Holter 1977 2/30 2/26 0.3 % 0.87 [ 0.13, 5.73 ]


Jauch 1995a 2/17 2/5 0.3 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.2 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 0/18 0.1 % 3.35 [ 0.15, 76.93 ]


Lough 1990 4/14 7/15 0.9 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 14/23 16/25 4.7 % 0.95 [ 0.61, 1.48 ]


Müller 1982a 3/66 5/29 0.5 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 1.1 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 10/20 9/20 2.1 % 1.11 [ 0.58, 2.14 ]


Neuvonen 1984 0/9 0/10 Not estimable


Popp 1981 7/21 6/21 1.1 % 1.17 [ 0.47, 2.89 ]


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.2 % 2.63 [ 0.31, 22.46 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.5 % 1.51 [ 0.40, 5.69 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Smith 1988 1/17 3/17 0.2 % 0.33 [ 0.04, 2.89 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Stein 2002 12/40 10/40 1.8 % 1.20 [ 0.59, 2.45 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 27/30 31/35 32.1 % 1.02 [ 0.86, 1.20 ]


Von Meyenfeldt 1992a 2/51 1/25 0.2 % 0.98 [ 0.09, 10.30 ]


Williford 1991 31/231 24/228 3.6 % 1.27 [ 0.77, 2.10 ]


Woolfson 1989 8/62 8/60 1.1 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 3/215 2/108 0.3 % 0.75 [ 0.13, 4.44 ]


Yamada 1983 0/18 1/16 0.1 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 4144 3885 99.9 % 0.99 [ 0.90, 1.09 ]


Total events: 483 (Experimental), 488 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 20.42, df = 39 (P = 0.99); I2 =0.0%


Test for overall effect: Z = 0.21 (P = 0.83)


Total (95% CI) 4190 3931 100.0 % 0.99 [ 0.90, 1.09 ]


Total events: 483 (Experimental), 489 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 20.89, df = 40 (P = 0.99); I2 =0.0%


Test for overall effect: Z = 0.23 (P = 0.82)


Test for subgroup differences: Chi2 = 0.46, df = 1 (P = 0.50), I2 =0.0%


0.01 0.1 1 10 100


Favours nutrition support Favours control


1164Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Analysis 26.8. Comparison 26 Parenteral - All cause mortality - maximum follow-up, Outcome 8 All-cause


mortality - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 26 Parenteral - All cause mortality - maximum follow-up


Outcome: 8 All-cause mortality - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Biomarkers


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Liu 1996b 1/16 0/18 0.1 % 3.35 [ 0.15, 76.93 ]


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Subtotal (95% CI) 82 87 0.4 % 0.47 [ 0.10, 2.12 ]


Total events: 1 (Experimental), 5 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.02, df = 3 (P = 0.57); I2 =0.0%


Test for overall effect: Z = 0.98 (P = 0.33)


2 Anthropometric measures


Abel 1976 4/20 3/24 0.5 % 1.60 [ 0.40, 6.32 ]


Hoffmann 1988 0/16 2/43 0.1 % 0.52 [ 0.03, 10.24 ]


Smith 1988 1/17 3/17 0.2 % 0.33 [ 0.04, 2.89 ]


Subtotal (95% CI) 53 84 0.8 % 0.93 [ 0.32, 2.75 ]


Total events: 5 (Experimental), 8 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.64, df = 2 (P = 0.44); I2 =0.0%


Test for overall effect: Z = 0.13 (P = 0.90)


3 Both anthropometrics and biomarkers


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Subtotal (95% CI) 60 15 0.4 % 0.66 [ 0.14, 3.07 ]


Total events: 4 (Experimental), 1 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.12, df = 2 (P = 0.94); I2 =0.0%


Test for overall effect: Z = 0.54 (P = 0.59)


4 Characterised by other means


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Bauer 2000 24/60 24/60 4.7 % 1.00 [ 0.65, 1.55 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Bellantone 1988 1/54 1/46 0.1 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 4/60 1/57 0.2 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 255/2312 257/2328 34.1 % 1.00 [ 0.85, 1.18 ]


Doglietto 1990 0/13 0/16 Not estimable


Fan 1989 5/64 9/60 0.9 % 0.52 [ 0.19, 1.47 ]


Fan 1994 6/20 6/20 1.0 % 1.00 [ 0.39, 2.58 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 20/153 28/152 3.3 % 0.71 [ 0.42, 1.20 ]


Herndon 1987 8/13 8/15 2.2 % 1.15 [ 0.61, 2.19 ]


Holter 1977 2/30 2/26 0.3 % 0.87 [ 0.13, 5.73 ]


Jauch 1995a 2/17 2/5 0.3 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.2 % 0.59 [ 0.07, 5.22 ]


Lough 1990 4/14 7/15 0.9 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 14/23 16/25 4.7 % 0.95 [ 0.61, 1.48 ]


Müller 1982a 3/66 5/29 0.5 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 1.1 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 10/20 9/20 2.1 % 1.11 [ 0.58, 2.14 ]


Neuvonen 1984 0/9 0/10 Not estimable


Popp 1981 7/21 6/21 1.1 % 1.17 [ 0.47, 2.89 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.2 % 2.63 [ 0.31, 22.46 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.5 % 1.51 [ 0.40, 5.69 ]


Stein 2002 12/40 10/40 1.8 % 1.20 [ 0.59, 2.45 ]


Thompson 1981 0/12 0/9 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Valdivieso 1987 27/30 31/35 32.1 % 1.02 [ 0.86, 1.20 ]


Von Meyenfeldt 1992a 2/51 1/25 0.2 % 0.98 [ 0.09, 10.30 ]


Williford 1991 31/231 24/228 3.6 % 1.27 [ 0.77, 2.10 ]


Woolfson 1989 8/62 8/60 1.1 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 3/215 2/108 0.3 % 0.75 [ 0.13, 4.44 ]


Yamada 1983 0/18 1/16 0.1 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 3995 3745 98.4 % 0.99 [ 0.90, 1.09 ]


Total events: 473 (Experimental), 475 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 15.84, df = 30 (P = 0.98); I2 =0.0%


Test for overall effect: Z = 0.13 (P = 0.90)


Total (95% CI) 4190 3931 100.0 % 0.99 [ 0.90, 1.09 ]


Total events: 483 (Experimental), 489 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 20.89, df = 40 (P = 0.99); I2 =0.0%


Test for overall effect: Z = 0.23 (P = 0.82)


Test for subgroup differences: Chi2 = 1.23, df = 3 (P = 0.74), I2 =0.0%
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Analysis 26.9. Comparison 26 Parenteral - All cause mortality - maximum follow-up, Outcome 9 All-cause


mortality - randomisation year.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 26 Parenteral - All cause mortality - maximum follow-up


Outcome: 9 All-cause mortality - randomisation year


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Before 1960


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 1960 to 1979


Abel 1976 4/20 3/24 0.5 % 1.60 [ 0.40, 6.32 ]


Holter 1977 2/30 2/26 0.3 % 0.87 [ 0.13, 5.73 ]


Samuels 1981 3/16 1/14 0.2 % 2.63 [ 0.31, 22.46 ]


Thompson 1981 0/12 0/9 Not estimable


Subtotal (95% CI) 78 73 0.9 % 1.50 [ 0.56, 4.03 ]


Total events: 9 (Experimental), 6 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.59, df = 2 (P = 0.74); I2 =0.0%


Test for overall effect: Z = 0.81 (P = 0.42)


3 1980 to 1999


Bauer 2000 24/60 24/60 4.7 % 1.00 [ 0.65, 1.55 ]


Bellantone 1988 1/54 1/46 0.1 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 4/60 1/57 0.2 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Doglietto 1990 0/13 0/16 Not estimable


Fan 1989 5/64 9/60 0.9 % 0.52 [ 0.19, 1.47 ]


Fan 1994 6/20 6/20 1.0 % 1.00 [ 0.39, 2.58 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Herndon 1987 8/13 8/15 2.2 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 2/43 0.1 % 0.52 [ 0.03, 10.24 ]


Jauch 1995a 2/17 2/5 0.3 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.2 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Liu 1996b 1/16 0/18 0.1 % 3.35 [ 0.15, 76.93 ]


Lough 1990 4/14 7/15 0.9 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 14/23 16/25 4.7 % 0.95 [ 0.61, 1.48 ]


Müller 1982a 3/66 5/29 0.5 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 1.1 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 10/20 9/20 2.1 % 1.11 [ 0.58, 2.14 ]


Neuvonen 1984 0/9 0/10 Not estimable


Popp 1981 7/21 6/21 1.1 % 1.17 [ 0.47, 2.89 ]


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.5 % 1.51 [ 0.40, 5.69 ]


Smith 1988 1/17 3/17 0.2 % 0.33 [ 0.04, 2.89 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Valdivieso 1987 27/30 31/35 32.1 % 1.02 [ 0.86, 1.20 ]


Von Meyenfeldt 1992a 2/51 1/25 0.2 % 0.98 [ 0.09, 10.30 ]


Williford 1991 31/231 24/228 3.6 % 1.27 [ 0.77, 2.10 ]


Woolfson 1989 8/62 8/60 1.1 % 0.97 [ 0.39, 2.41 ]


Yamada 1983 0/18 1/16 0.1 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 1309 1137 59.3 % 0.99 [ 0.88, 1.12 ]


Total events: 182 (Experimental), 183 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 17.67, df = 31 (P = 0.97); I2 =0.0%
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Test for overall effect: Z = 0.13 (P = 0.89)


4 After 1999


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Casaer 2011 255/2312 257/2328 34.1 % 1.00 [ 0.85, 1.18 ]


Heidegger 2013 20/153 28/152 3.3 % 0.71 [ 0.42, 1.20 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Stein 2002 12/40 10/40 1.8 % 1.20 [ 0.59, 2.45 ]


Wu 2007b 3/215 2/108 0.3 % 0.75 [ 0.13, 4.44 ]


Subtotal (95% CI) 2803 2721 39.8 % 0.98 [ 0.84, 1.13 ]


Total events: 292 (Experimental), 300 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.14, df = 5 (P = 0.83); I2 =0.0%


Test for overall effect: Z = 0.33 (P = 0.74)


Total (95% CI) 4190 3931 100.0 % 0.99 [ 0.90, 1.09 ]


Total events: 483 (Experimental), 489 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 20.89, df = 40 (P = 0.99); I2 =0.0%


Test for overall effect: Z = 0.23 (P = 0.82)


Test for subgroup differences: Chi2 = 0.73, df = 2 (P = 0.70), I2 =0.0%
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Analysis 26.10. Comparison 26 Parenteral - All cause mortality - maximum follow-up, Outcome 10 All-


cause mortality - trials where the intervention lasts fewer than three days compared with trials where the


intervention lasts three days or more.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 26 Parenteral - All cause mortality - maximum follow-up


Outcome: 10 All-cause mortality - trials where the intervention lasts fewer than three days compared with trials where the intervention lasts three days or more


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Three days or more


Abel 1976 4/20 3/24 0.5 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Bauer 2000 24/60 24/60 4.7 % 1.00 [ 0.65, 1.55 ]


Bellantone 1988 1/54 1/46 0.1 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 4/60 1/57 0.2 % 3.80 [ 0.44, 32.99 ]


Casaer 2011 255/2312 257/2328 34.1 % 1.00 [ 0.85, 1.18 ]


Doglietto 1990 0/13 0/16 Not estimable


Fan 1989 5/64 9/60 0.9 % 0.52 [ 0.19, 1.47 ]


Fan 1994 6/20 6/20 1.0 % 1.00 [ 0.39, 2.58 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 20/153 28/152 3.3 % 0.71 [ 0.42, 1.20 ]


Herndon 1987 8/13 8/15 2.2 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 2/43 0.1 % 0.52 [ 0.03, 10.24 ]


Holter 1977 2/30 2/26 0.3 % 0.87 [ 0.13, 5.73 ]


Jauch 1995a 2/17 2/5 0.3 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.2 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Liu 1996b 1/16 0/18 0.1 % 3.35 [ 0.15, 76.93 ]


Lough 1990 4/14 7/15 0.9 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 14/23 16/25 4.7 % 0.95 [ 0.61, 1.48 ]


Müller 1982a 3/66 5/29 0.5 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 1.1 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 10/20 9/20 2.1 % 1.11 [ 0.58, 2.14 ]


Neuvonen 1984 0/9 0/10 Not estimable


Popp 1981 7/21 6/21 1.1 % 1.17 [ 0.47, 2.89 ]


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.2 % 2.63 [ 0.31, 22.46 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.5 % 1.51 [ 0.40, 5.69 ]


Smith 1988 1/17 3/17 0.2 % 0.33 [ 0.04, 2.89 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 27/30 31/35 32.1 % 1.02 [ 0.86, 1.20 ]


Von Meyenfeldt 1992a 2/51 1/25 0.2 % 0.98 [ 0.09, 10.30 ]


Williford 1991 31/231 24/228 3.6 % 1.27 [ 0.77, 2.10 ]


Woolfson 1989 8/62 8/60 1.1 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 3/215 2/108 0.3 % 0.75 [ 0.13, 4.44 ]


Yamada 1983 0/18 1/16 0.1 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 4135 3879 98.2 % 0.99 [ 0.89, 1.08 ]


Total events: 471 (Experimental), 479 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 20.62, df = 39 (P = 0.99); I2 =0.0%


Test for overall effect: Z = 0.30 (P = 0.76)


2 Less than three days


Stein 2002 12/40 10/40 1.8 % 1.20 [ 0.59, 2.45 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Subtotal (95% CI) 40 40 1.8 % 1.20 [ 0.59, 2.45 ]


Total events: 12 (Experimental), 10 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.50 (P = 0.62)


3 Unknown


Capell 1990 0/15 0/12 Not estimable


Subtotal (95% CI) 15 12 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 4190 3931 100.0 % 0.99 [ 0.90, 1.09 ]


Total events: 483 (Experimental), 489 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 20.89, df = 40 (P = 0.99); I2 =0.0%


Test for overall effect: Z = 0.23 (P = 0.82)


Test for subgroup differences: Chi2 = 0.29, df = 1 (P = 0.59), I2 =0.0%
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Analysis 26.11. Comparison 26 Parenteral - All cause mortality - maximum follow-up, Outcome 11 All-


cause mortality - ’best-worst case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 26 Parenteral - All cause mortality - maximum follow-up


Outcome: 11 All-cause mortality - ’best-worst case’ scenario


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abel 1976 4/20 3/24 1.2 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/10 2/10 0.5 % 0.50 [ 0.05, 4.67 ]


Bauer 2000 24/60 24/60 7.4 % 1.00 [ 0.65, 1.55 ]


Bellantone 1988 1/54 1/46 0.3 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 4/60 1/57 0.5 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 255/2312 257/2328 14.8 % 1.00 [ 0.85, 1.18 ]


Doglietto 1990 0/13 0/16 Not estimable


Fan 1989 5/75 24/75 2.6 % 0.21 [ 0.08, 0.52 ]


Fan 1994 6/20 6/20 2.4 % 1.00 [ 0.39, 2.58 ]


Fasth 1987 1/48 1/44 0.3 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 20/153 28/152 5.9 % 0.71 [ 0.42, 1.20 ]


Herndon 1987 8/13 8/15 4.5 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/51 10/51 0.3 % 0.05 [ 0.00, 0.79 ]


Holter 1977 2/30 2/26 0.7 % 0.87 [ 0.13, 5.73 ]


Jauch 1995a 2/17 2/5 0.8 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.5 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.3 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.5 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.3 % 0.86 [ 0.04, 18.45 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.2 % 0.33 [ 0.01, 7.78 ]


Liu 1996b 1/16 0/18 0.2 % 3.35 [ 0.15, 76.93 ]


Lough 1990 4/14 7/15 2.2 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 14/23 16/25 7.4 % 0.95 [ 0.61, 1.48 ]


Müller 1982a 3/80 16/40 1.6 % 0.09 [ 0.03, 0.30 ]


Müller 1982b 10/55 16/40 4.1 % 0.45 [ 0.23, 0.89 ]


Naveau 1986 10/20 9/20 4.4 % 1.11 [ 0.58, 2.14 ]


Neuvonen 1984 0/9 0/10 Not estimable


Popp 1981 7/21 6/21 2.6 % 1.17 [ 0.47, 2.89 ]


Reilly 1990 0/8 2/10 0.3 % 0.24 [ 0.01, 4.47 ]


Roth 2013 1/74 1/83 0.3 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.5 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/18 2/15 0.9 % 1.25 [ 0.24, 6.53 ]


Sax 1987 1/29 1/26 0.3 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/16 4/18 1.5 % 1.13 [ 0.34, 3.78 ]


Smith 1988 1/17 3/17 0.5 % 0.33 [ 0.04, 2.89 ]


Song 1993 0/12 2/13 0.3 % 0.22 [ 0.01, 4.08 ]


Stein 2002 12/40 10/40 3.8 % 1.20 [ 0.59, 2.45 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 27/30 31/35 14.6 % 1.02 [ 0.86, 1.20 ]


Von Meyenfeldt 1992a 2/51 1/25 0.4 % 0.98 [ 0.09, 10.30 ]


Williford 1991 31/231 24/228 6.3 % 1.27 [ 0.77, 2.10 ]


Woolfson 1989 8/62 8/60 2.5 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 3/215 2/108 0.8 % 0.75 [ 0.13, 4.44 ]


Yamada 1983 0/18 1/16 0.2 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable


Total (95% CI) 4263 3977 100.0 % 0.87 [ 0.74, 1.02 ]


Total events: 483 (Experimental), 535 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 52.24, df = 40 (P = 0.09); I2 =23%


Test for overall effect: Z = 1.72 (P = 0.086)


Test for subgroup differences: Not applicable
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Analysis 26.12. Comparison 26 Parenteral - All cause mortality - maximum follow-up, Outcome 12 All-


cause mortality - ’worst-best case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 26 Parenteral - All cause mortality - maximum follow-up


Outcome: 12 All-cause mortality - ’worst-best case’ scenario


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abel 1976 4/20 3/24 0.7 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 2/10 2/10 0.4 % 1.00 [ 0.17, 5.77 ]


Bauer 2000 24/60 24/60 6.0 % 1.00 [ 0.65, 1.55 ]


Bellantone 1988 1/54 1/46 0.2 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 4/60 1/57 0.3 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 255/2312 257/2328 26.8 % 1.00 [ 0.85, 1.18 ]


Doglietto 1990 0/13 0/16 Not estimable


Fan 1989 16/75 9/75 2.2 % 1.78 [ 0.84, 3.77 ]


Fan 1994 6/20 6/20 1.4 % 1.00 [ 0.39, 2.58 ]


Fasth 1987 1/48 1/44 0.2 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 20/153 28/152 4.2 % 0.71 [ 0.42, 1.20 ]


Herndon 1987 8/13 8/15 3.0 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 35/51 2/51 0.7 % 17.50 [ 4.44, 68.94 ]


Holter 1977 2/30 2/26 0.4 % 0.87 [ 0.13, 5.73 ]


Jauch 1995a 2/17 2/5 0.4 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.3 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Jimenez 1995b 2/20 1/5 0.3 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Liu 1996b 1/16 0/18 0.1 % 3.35 [ 0.15, 76.93 ]


Lough 1990 4/14 7/15 1.3 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 14/23 16/25 5.9 % 0.95 [ 0.61, 1.48 ]


Müller 1982a 17/80 5/40 1.5 % 1.70 [ 0.68, 4.27 ]


Müller 1982b 19/55 6/40 1.8 % 2.30 [ 1.01, 5.24 ]


Naveau 1986 10/20 9/20 2.8 % 1.11 [ 0.58, 2.14 ]


Neuvonen 1984 0/9 0/10 Not estimable


Popp 1981 7/21 6/21 1.5 % 1.17 [ 0.47, 2.89 ]


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Roth 2013 1/74 1/83 0.2 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.3 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 5/18 1/15 0.3 % 4.17 [ 0.54, 31.88 ]


Sax 1987 1/29 1/26 0.2 % 0.90 [ 0.06, 13.62 ]


Simon 1988 5/16 3/18 0.8 % 1.88 [ 0.53, 6.63 ]


Smith 1988 1/17 3/17 0.3 % 0.33 [ 0.04, 2.89 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Stein 2002 12/40 10/40 2.4 % 1.20 [ 0.59, 2.45 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 27/30 31/35 25.9 % 1.02 [ 0.86, 1.20 ]


Von Meyenfeldt 1992a 2/51 1/25 0.2 % 0.98 [ 0.09, 10.30 ]


Williford 1991 31/231 24/228 4.7 % 1.27 [ 0.77, 2.10 ]


Woolfson 1989 8/62 8/60 1.5 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 3/215 2/108 0.4 % 0.75 [ 0.13, 4.44 ]


Yamada 1983 0/18 1/16 0.1 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable


Total (95% CI) 4263 3977 100.0 % 1.06 [ 0.95, 1.19 ]


Total events: 556 (Experimental), 489 (Control)


Heterogeneity: Tau2 = 0.01; Chi2 = 41.80, df = 40 (P = 0.39); I2 =4%
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Test for overall effect: Z = 1.00 (P = 0.32)


Test for subgroup differences: Not applicable
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Analysis 26.13. Comparison 26 Parenteral - All cause mortality - maximum follow-up, Outcome 13 All-


cause mortality co-interventions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 26 Parenteral - All cause mortality - maximum follow-up


Outcome: 13 All-cause mortality co-interventions


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


1 received nutrition support as co-intervention


Abrishami 2010 1/9 2/10 0.4 % 0.56 [ 0.06, 5.14 ]


Casaer 2011 255/2312 257/2328 51.8 % 1.00 [ 0.85, 1.18 ]


Heidegger 2013 20/153 28/152 5.7 % 0.71 [ 0.42, 1.20 ]


Mezey 1991 14/23 16/25 3.1 % 0.95 [ 0.61, 1.48 ]


Simon 1988 4/15 3/17 0.6 % 1.51 [ 0.40, 5.69 ]


Subtotal (95% CI) 2512 2532 61.6 % 0.97 [ 0.84, 1.13 ]


Total events: 294 (Experimental), 306 (Control)


Heterogeneity: Chi2 = 2.15, df = 4 (P = 0.71); I2 =0.0%


Test for overall effect: Z = 0.38 (P = 0.71)


2 did not receive nutrition support as co-intervention


Abel 1976 4/20 3/24 0.6 % 1.60 [ 0.40, 6.32 ]


Bauer 2000 24/60 24/60 4.9 % 1.00 [ 0.65, 1.55 ]


Bellantone 1988 1/54 1/46 0.2 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 4/60 1/57 0.2 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Doglietto 1990 0/13 0/16 Not estimable


Fan 1989 5/64 9/60 1.9 % 0.52 [ 0.19, 1.47 ]


Fan 1994 6/20 6/20 1.2 % 1.00 [ 0.39, 2.58 ]


Fasth 1987 1/48 1/44 0.2 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Herndon 1987 8/13 8/15 1.5 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 2/43 0.3 % 0.52 [ 0.03, 10.24 ]


Holter 1977 2/30 2/26 0.4 % 0.87 [ 0.13, 5.73 ]


Jauch 1995a 2/17 2/5 0.6 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.3 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.3 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.3 % 0.33 [ 0.01, 7.78 ]


Liu 1996b 1/16 0/18 0.1 % 3.35 [ 0.15, 76.93 ]


Lough 1990 4/14 7/15 1.4 % 0.61 [ 0.23, 1.65 ]


Müller 1982a 3/66 5/29 1.4 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 1.5 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 10/20 9/20 1.8 % 1.11 [ 0.58, 2.14 ]


Neuvonen 1984 0/9 0/10 Not estimable


Popp 1981 7/21 6/21 1.2 % 1.17 [ 0.47, 2.89 ]


Reilly 1990 0/8 2/10 0.5 % 0.24 [ 0.01, 4.47 ]


Roth 2013 1/74 1/83 0.2 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.2 % 2.63 [ 0.31, 22.46 ]


Sax 1987 1/29 1/26 0.2 % 0.90 [ 0.06, 13.62 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Smith 1988 1/17 3/17 0.6 % 0.33 [ 0.04, 2.89 ]


Song 1993 0/12 2/13 0.5 % 0.22 [ 0.01, 4.08 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 27/30 31/35 5.8 % 1.02 [ 0.86, 1.20 ]


Von Meyenfeldt 1992a 2/51 1/25 0.3 % 0.98 [ 0.09, 10.30 ]


Williford 1991 31/231 24/228 4.9 % 1.27 [ 0.77, 2.10 ]


Woolfson 1989 8/62 8/60 1.6 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 3/215 2/108 0.5 % 0.75 [ 0.13, 4.44 ]


Yamada 1983 0/18 1/16 0.3 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 1638 1359 36.4 % 0.96 [ 0.81, 1.14 ]


Total events: 177 (Experimental), 173 (Control)


Heterogeneity: Chi2 = 18.54, df = 34 (P = 0.99); I2 =0.0%


Test for overall effect: Z = 0.43 (P = 0.67)


3 delayed versus early nutrition support


Stein 2002 12/40 10/40 2.0 % 1.20 [ 0.59, 2.45 ]


Subtotal (95% CI) 40 40 2.0 % 1.20 [ 0.59, 2.45 ]


Total events: 12 (Experimental), 10 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.50 (P = 0.62)


Total (95% CI) 4190 3931 100.0 % 0.97 [ 0.87, 1.09 ]


Total events: 483 (Experimental), 489 (Control)


Heterogeneity: Chi2 = 20.89, df = 40 (P = 0.99); I2 =0.0%


Test for overall effect: Z = 0.47 (P = 0.64)


Test for subgroup differences: Chi2 = 0.34, df = 2 (P = 0.84), I2 =0.0%
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Analysis 27.1. Comparison 27 Parenteral - Serious adverse event end of intervention, Outcome 1 Serious


adverse events - overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 27 Parenteral - Serious adverse event end of intervention


Outcome: 1 Serious adverse events - overall


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abel 1976 4/20 3/24 1.2 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.5 % 0.56 [ 0.06, 5.14 ]


Bellantone 1988 1/54 10/46 0.6 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 27/60 13/57 7.3 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 146/2312 141/2328 44.7 % 1.04 [ 0.83, 1.30 ]


Chen 2000b 1/10 0/5 0.2 % 1.64 [ 0.08, 34.28 ]


Doglietto 1990 2/13 3/9 0.9 % 0.46 [ 0.10, 2.23 ]


Eneroth 2005 0/40 0/40 Not estimable


Fan 1989 5/64 9/60 2.1 % 0.52 [ 0.19, 1.47 ]


Fan 1994 7/20 6/20 2.8 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.3 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.4 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 8/153 12/152 3.0 % 0.66 [ 0.28, 1.57 ]


Herndon 1987 8/13 8/15 5.5 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 5/43 0.3 % 0.24 [ 0.01, 4.03 ]


Jimenez 1995a 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.5 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 2/18 0.4 % 0.56 [ 0.06, 5.63 ]


Lough 1990 4/14 7/15 2.3 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 6/27 5/26 2.0 % 1.16 [ 0.40, 3.33 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Müller 1982a 11/66 9/29 3.8 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 5.6 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 4/20 2/20 0.9 % 2.00 [ 0.41, 9.71 ]


Neuvonen 1984 0/9 1/10 0.2 % 0.37 [ 0.02, 8.01 ]


Reilly 1990 0/8 0/10 Not estimable


Rimbau 1989 1/10 2/10 0.4 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.3 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.5 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 1.1 % 2.92 [ 0.71, 12.00 ]


Sax 1987 1/29 1/26 0.3 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 0.8 % 1.70 [ 0.33, 8.84 ]


Smith 1988 0/17 2/17 0.3 % 0.20 [ 0.01, 3.88 ]


Song 1993 0/12 2/13 0.3 % 0.22 [ 0.01, 4.08 ]


Stein 2002 2/40 3/40 0.7 % 0.67 [ 0.12, 3.78 ]


Thompson 1981 2/12 1/9 0.4 % 1.50 [ 0.16, 14.08 ]


Tong 2006b 0/45 2/18 0.3 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 4/30 5/35 1.5 % 0.93 [ 0.28, 3.16 ]


Von Meyenfeldt 1992a 2/51 1/25 0.4 % 0.98 [ 0.09, 10.30 ]


Woolfson 1989 8/62 8/60 2.7 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 10/215 7/108 2.6 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.8 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.5 % 0.18 [ 0.02, 1.37 ]


Zheng 2001b 0/40 0/15 Not estimable


Total (95% CI) 3895 3624 100.0 % 0.98 [ 0.85, 1.14 ]


Total events: 306 (Experimental), 299 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 35.07, df = 40 (P = 0.69); I2 =0.0%


Test for overall effect: Z = 0.20 (P = 0.84)


Test for subgroup differences: Not applicable
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Analysis 27.2. Comparison 27 Parenteral - Serious adverse event end of intervention, Outcome 2 Serious


adverse events - bias.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 27 Parenteral - Serious adverse event end of intervention


Outcome: 2 Serious adverse events - bias


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 High risk of bias


Abel 1976 4/20 3/24 1.2 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.5 % 0.56 [ 0.06, 5.14 ]


Bellantone 1988 1/54 10/46 0.6 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 27/60 13/57 7.3 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 146/2312 141/2328 44.7 % 1.04 [ 0.83, 1.30 ]


Chen 2000b 1/10 0/5 0.2 % 1.64 [ 0.08, 34.28 ]


Doglietto 1990 2/13 3/9 0.9 % 0.46 [ 0.10, 2.23 ]


Eneroth 2005 0/40 0/40 Not estimable


Fan 1989 5/64 9/60 2.1 % 0.52 [ 0.19, 1.47 ]


Fan 1994 7/20 6/20 2.8 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.3 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.4 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 8/153 12/152 3.0 % 0.66 [ 0.28, 1.57 ]


Herndon 1987 8/13 8/15 5.5 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 5/43 0.3 % 0.24 [ 0.01, 4.03 ]


Jimenez 1995a 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.5 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 2/18 0.4 % 0.56 [ 0.06, 5.63 ]


Lough 1990 4/14 7/15 2.3 % 0.61 [ 0.23, 1.65 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Mezey 1991 6/27 5/26 2.0 % 1.16 [ 0.40, 3.33 ]


Müller 1982a 11/66 9/29 3.8 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 5.6 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 4/20 2/20 0.9 % 2.00 [ 0.41, 9.71 ]


Neuvonen 1984 0/9 1/10 0.2 % 0.37 [ 0.02, 8.01 ]


Reilly 1990 0/8 0/10 Not estimable


Rimbau 1989 1/10 2/10 0.4 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.3 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.5 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 1.1 % 2.92 [ 0.71, 12.00 ]


Sax 1987 1/29 1/26 0.3 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 0.8 % 1.70 [ 0.33, 8.84 ]


Smith 1988 0/17 2/17 0.3 % 0.20 [ 0.01, 3.88 ]


Song 1993 0/12 2/13 0.3 % 0.22 [ 0.01, 4.08 ]


Stein 2002 2/40 3/40 0.7 % 0.67 [ 0.12, 3.78 ]


Thompson 1981 2/12 1/9 0.4 % 1.50 [ 0.16, 14.08 ]


Tong 2006b 0/45 2/18 0.3 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 4/30 5/35 1.5 % 0.93 [ 0.28, 3.16 ]


Von Meyenfeldt 1992a 2/51 1/25 0.4 % 0.98 [ 0.09, 10.30 ]


Woolfson 1989 8/62 8/60 2.7 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 10/215 7/108 2.6 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.8 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.5 % 0.18 [ 0.02, 1.37 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 3895 3624 100.0 % 0.98 [ 0.85, 1.14 ]


Total events: 306 (Experimental), 299 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 35.07, df = 40 (P = 0.69); I2 =0.0%


Test for overall effect: Z = 0.20 (P = 0.84)


2 Low risk of bias


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 3895 3624 100.0 % 0.98 [ 0.85, 1.14 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 306 (Experimental), 299 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 35.07, df = 40 (P = 0.69); I2 =0.0%


Test for overall effect: Z = 0.20 (P = 0.84)


Test for subgroup differences: Not applicable
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Analysis 27.3. Comparison 27 Parenteral - Serious adverse event end of intervention, Outcome 3 Serious


adverse events - by medical specialty.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 27 Parenteral - Serious adverse event end of intervention


Outcome: 3 Serious adverse events - by medical specialty


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Cardiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Medical gastroenterology and hepatology


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Fan 1994 7/20 6/20 2.8 % 1.17 [ 0.48, 2.86 ]


Mezey 1991 6/27 5/26 2.0 % 1.16 [ 0.40, 3.33 ]


Naveau 1986 4/20 2/20 0.9 % 2.00 [ 0.41, 9.71 ]


Sax 1987 1/29 1/26 0.3 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 0.8 % 1.70 [ 0.33, 8.84 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Subtotal (95% CI) 130 129 6.8 % 1.29 [ 0.73, 2.29 ]


Total events: 21 (Experimental), 16 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.56, df = 4 (P = 0.97); I2 =0.0%


Test for overall effect: Z = 0.88 (P = 0.38)


3 High risk


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Geriatrics


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Pulmonary disease


Song 1993 0/12 2/13 0.3 % 0.22 [ 0.01, 4.08 ]


Subtotal (95% CI) 12 13 0.3 % 0.22 [ 0.01, 4.08 ]


Total events: 0 (Experimental), 2 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.02 (P = 0.31)


6 Endocrinology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


7 Infectious diseases


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


8 Rheumatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


9 Haematology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


10 Nephrology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Heterogeneity: not applicable


Test for overall effect: not applicable


11 Gastroenterologic surgery


Bellantone 1988 1/54 10/46 0.6 % 0.09 [ 0.01, 0.64 ]


Brennan 1994 27/60 13/57 7.3 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Chen 2000b 1/10 0/5 0.2 % 1.64 [ 0.08, 34.28 ]


Fan 1989 5/64 9/60 2.1 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.3 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.4 % 1.41 [ 0.13, 14.88 ]


Hoffmann 1988 0/16 5/43 0.3 % 0.24 [ 0.01, 4.03 ]


Jimenez 1995a 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.5 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 2/18 0.4 % 0.56 [ 0.06, 5.63 ]


Müller 1982a 11/66 9/29 3.8 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 5.6 % 1.11 [ 0.59, 2.08 ]


Neuvonen 1984 0/9 1/10 0.2 % 0.37 [ 0.02, 8.01 ]


Smith 1988 0/17 2/17 0.3 % 0.20 [ 0.01, 3.88 ]


Thompson 1981 2/12 1/9 0.4 % 1.50 [ 0.16, 14.08 ]


Tong 2006b 0/45 2/18 0.3 % 0.08 [ 0.00, 1.64 ]


Von Meyenfeldt 1992a 2/51 1/25 0.4 % 0.98 [ 0.09, 10.30 ]


Woolfson 1989 8/62 8/60 2.7 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 10/215 7/108 2.6 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.8 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.5 % 0.18 [ 0.02, 1.37 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 981 682 30.3 % 0.78 [ 0.56, 1.10 ]


Total events: 95 (Experimental), 91 (Control)


Heterogeneity: Tau2 = 0.10; Chi2 = 25.41, df = 21 (P = 0.23); I2 =17%


Test for overall effect: Z = 1.43 (P = 0.15)


12 Trauma surgery


Herndon 1987 8/13 8/15 5.5 % 1.15 [ 0.61, 2.19 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Sacks 1995 2/8 1/9 0.5 % 2.25 [ 0.25, 20.38 ]


Subtotal (95% CI) 21 24 6.0 % 1.22 [ 0.66, 2.25 ]


Total events: 10 (Experimental), 9 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.35, df = 1 (P = 0.55); I2 =0.0%


Test for overall effect: Z = 0.62 (P = 0.53)


13 Ortopaedics


Eneroth 2005 0/40 0/40 Not estimable


Subtotal (95% CI) 40 40 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


14 Plastic, reconstructive, and aesthetic surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


15 Vascular surgery


Fletcher 1986a 0/10 0/5 Not estimable


Rimbau 1989 1/10 2/10 0.4 % 0.50 [ 0.05, 4.67 ]


Subtotal (95% CI) 20 15 0.4 % 0.50 [ 0.05, 4.67 ]


Total events: 1 (Experimental), 2 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.61 (P = 0.54)


16 Transplant surgery


Lough 1990 4/14 7/15 2.3 % 0.61 [ 0.23, 1.65 ]


Reilly 1990 0/8 0/10 Not estimable


Subtotal (95% CI) 22 25 2.3 % 0.61 [ 0.23, 1.65 ]


Total events: 4 (Experimental), 7 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.97 (P = 0.33)


17 Urology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


18 Thoracic surgery


Abel 1976 4/20 3/24 1.2 % 1.60 [ 0.40, 6.32 ]


Subtotal (95% CI) 20 24 1.2 % 1.60 [ 0.40, 6.32 ]


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


1188Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 4 (Experimental), 3 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.67 (P = 0.50)


19 Neurological surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


20 Oro-maxillo-facial surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


21 Anaesthesiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


22 Emergency medicine


Abrishami 2010 1/9 2/10 0.5 % 0.56 [ 0.06, 5.14 ]


Casaer 2011 146/2312 141/2328 44.7 % 1.04 [ 0.83, 1.30 ]


Heidegger 2013 8/153 12/152 3.0 % 0.66 [ 0.28, 1.57 ]


Stein 2002 2/40 3/40 0.7 % 0.67 [ 0.12, 3.78 ]


Subtotal (95% CI) 2514 2530 48.9 % 1.00 [ 0.81, 1.24 ]


Total events: 157 (Experimental), 158 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.48, df = 3 (P = 0.69); I2 =0.0%


Test for overall effect: Z = 0.01 (P = 0.99)


23 Psychiatry


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


24 Neurology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


25 Oncology


Doglietto 1990 2/13 3/9 0.9 % 0.46 [ 0.10, 2.23 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Roth 2013 1/74 1/83 0.3 % 1.12 [ 0.07, 17.62 ]


Samuels 1981 7/18 2/15 1.1 % 2.92 [ 0.71, 12.00 ]


Valdivieso 1987 4/30 5/35 1.5 % 0.93 [ 0.28, 3.16 ]


Subtotal (95% CI) 135 142 3.8 % 1.12 [ 0.51, 2.44 ]


Total events: 14 (Experimental), 11 (Control)


Heterogeneity: Tau2 = 0.02; Chi2 = 3.08, df = 3 (P = 0.38); I2 =3%


Test for overall effect: Z = 0.28 (P = 0.78)


26 Dermatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


27 Gynaecology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


28 Mixed


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 3895 3624 100.0 % 0.98 [ 0.85, 1.14 ]


Total events: 306 (Experimental), 299 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 35.07, df = 40 (P = 0.69); I2 =0.0%


Test for overall effect: Z = 0.20 (P = 0.84)


Test for subgroup differences: Chi2 = 5.94, df = 8 (P = 0.65), I2 =0.0%
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Analysis 27.4. Comparison 27 Parenteral - Serious adverse event end of intervention, Outcome 4 Serious


adverse events - based on adequacy of the amount of calories.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 27 Parenteral - Serious adverse event end of intervention


Outcome: 4 Serious adverse events - based on adequacy of the amount of calories


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Clearly adequate in intervention and clearly inadequate in control


Casaer 2011 146/2312 141/2328 44.7 % 1.04 [ 0.83, 1.30 ]


Chen 2000b 1/10 0/5 0.2 % 1.64 [ 0.08, 34.28 ]


Eneroth 2005 0/40 0/40 Not estimable


Heidegger 2013 8/153 12/152 3.0 % 0.66 [ 0.28, 1.57 ]


Lough 1990 4/14 7/15 2.3 % 0.61 [ 0.23, 1.65 ]


Roth 2013 1/74 1/83 0.3 % 1.12 [ 0.07, 17.62 ]


Valdivieso 1987 4/30 5/35 1.5 % 0.93 [ 0.28, 3.16 ]


Woolfson 1989 8/62 8/60 2.7 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 10/215 7/108 2.6 % 0.72 [ 0.28, 1.83 ]


Subtotal (95% CI) 2910 2826 57.3 % 0.98 [ 0.80, 1.19 ]


Total events: 182 (Experimental), 181 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.50, df = 7 (P = 0.93); I2 =0.0%


Test for overall effect: Z = 0.24 (P = 0.81)


2 Inadequate in the experimental or adequate in the control


Herndon 1987 8/13 8/15 5.5 % 1.15 [ 0.61, 2.19 ]


Mezey 1991 6/27 5/26 2.0 % 1.16 [ 0.40, 3.33 ]


Naveau 1986 4/20 2/20 0.9 % 2.00 [ 0.41, 9.71 ]


Sacks 1995 2/8 1/9 0.5 % 2.25 [ 0.25, 20.38 ]


Stein 2002 2/40 3/40 0.7 % 0.67 [ 0.12, 3.78 ]


Subtotal (95% CI) 108 110 9.6 % 1.20 [ 0.74, 1.95 ]


Total events: 22 (Experimental), 19 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.18, df = 4 (P = 0.88); I2 =0.0%


Test for overall effect: Z = 0.75 (P = 0.45)


3 Experimental group is overfed


Fan 1989 5/64 9/60 2.1 % 0.52 [ 0.19, 1.47 ]


Subtotal (95% CI) 64 60 2.1 % 0.52 [ 0.19, 1.47 ]


Total events: 5 (Experimental), 9 (Control)
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Heterogeneity: not applicable


Test for overall effect: Z = 1.24 (P = 0.22)


4 Unclear intake in control or experimental


Abel 1976 4/20 3/24 1.2 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.5 % 0.56 [ 0.06, 5.14 ]


Bellantone 1988 1/54 10/46 0.6 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 27/60 13/57 7.3 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Doglietto 1990 2/13 3/9 0.9 % 0.46 [ 0.10, 2.23 ]


Fan 1994 7/20 6/20 2.8 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.3 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.4 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Hoffmann 1988 0/16 5/43 0.3 % 0.24 [ 0.01, 4.03 ]


Jimenez 1995a 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.5 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 2/18 0.4 % 0.56 [ 0.06, 5.63 ]


Müller 1982a 11/66 9/29 3.8 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 5.6 % 1.11 [ 0.59, 2.08 ]


Neuvonen 1984 0/9 1/10 0.2 % 0.37 [ 0.02, 8.01 ]


Reilly 1990 0/8 0/10 Not estimable


Rimbau 1989 1/10 2/10 0.4 % 0.50 [ 0.05, 4.67 ]


Samuels 1981 7/18 2/15 1.1 % 2.92 [ 0.71, 12.00 ]


Sax 1987 1/29 1/26 0.3 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 0.8 % 1.70 [ 0.33, 8.84 ]


Smith 1988 0/17 2/17 0.3 % 0.20 [ 0.01, 3.88 ]


Song 1993 0/12 2/13 0.3 % 0.22 [ 0.01, 4.08 ]


Thompson 1981 2/12 1/9 0.4 % 1.50 [ 0.16, 14.08 ]


Tong 2006b 0/45 2/18 0.3 % 0.08 [ 0.00, 1.64 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Von Meyenfeldt 1992a 2/51 1/25 0.4 % 0.98 [ 0.09, 10.30 ]


Xu 1998a 2/16 3/16 0.8 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.5 % 0.18 [ 0.02, 1.37 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 813 628 31.0 % 0.89 [ 0.65, 1.23 ]


Total events: 97 (Experimental), 90 (Control)


Heterogeneity: Tau2 = 0.08; Chi2 = 29.84, df = 26 (P = 0.27); I2 =13%


Test for overall effect: Z = 0.71 (P = 0.48)


Total (95% CI) 3895 3624 100.0 % 0.98 [ 0.85, 1.14 ]


Total events: 306 (Experimental), 299 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 35.07, df = 40 (P = 0.69); I2 =0.0%


Test for overall effect: Z = 0.20 (P = 0.84)


Test for subgroup differences: Chi2 = 2.41, df = 3 (P = 0.49), I2 =0.0%
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Analysis 27.5. Comparison 27 Parenteral - Serious adverse event end of intervention, Outcome 5 Serious


adverse events - different screening tools.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 27 Parenteral - Serious adverse event end of intervention


Outcome: 5 Serious adverse events - different screening tools


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 NRS 2002


Casaer 2011 146/2312 141/2328 44.7 % 1.04 [ 0.83, 1.30 ]


Subtotal (95% CI) 2312 2328 44.7 % 1.04 [ 0.83, 1.30 ]


Total events: 146 (Experimental), 141 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.36 (P = 0.72)


2 MUST


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 MNA


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 SGA


Wu 2007b 10/215 7/108 2.6 % 0.72 [ 0.28, 1.83 ]


Subtotal (95% CI) 215 108 2.6 % 0.72 [ 0.28, 1.83 ]


Total events: 10 (Experimental), 7 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.69 (P = 0.49)


5 Other means


Abel 1976 4/20 3/24 1.2 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.5 % 0.56 [ 0.06, 5.14 ]


Bellantone 1988 1/54 10/46 0.6 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 27/60 13/57 7.3 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Chen 2000b 1/10 0/5 0.2 % 1.64 [ 0.08, 34.28 ]


Doglietto 1990 2/13 3/9 0.9 % 0.46 [ 0.10, 2.23 ]


Eneroth 2005 0/40 0/40 Not estimable


Fan 1989 5/64 9/60 2.1 % 0.52 [ 0.19, 1.47 ]


Fan 1994 7/20 6/20 2.8 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.3 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.4 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 8/153 12/152 3.0 % 0.66 [ 0.28, 1.57 ]


Herndon 1987 8/13 8/15 5.5 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 5/43 0.3 % 0.24 [ 0.01, 4.03 ]


Jimenez 1995a 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.5 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 2/18 0.4 % 0.56 [ 0.06, 5.63 ]


Lough 1990 4/14 7/15 2.3 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 6/27 5/26 2.0 % 1.16 [ 0.40, 3.33 ]


Müller 1982a 11/66 9/29 3.8 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 5.6 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 4/20 2/20 0.9 % 2.00 [ 0.41, 9.71 ]


Neuvonen 1984 0/9 1/10 0.2 % 0.37 [ 0.02, 8.01 ]


Reilly 1990 0/8 0/10 Not estimable


Rimbau 1989 1/10 2/10 0.4 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.3 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.5 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 1.1 % 2.92 [ 0.71, 12.00 ]


Sax 1987 1/29 1/26 0.3 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 0.8 % 1.70 [ 0.33, 8.84 ]


Smith 1988 0/17 2/17 0.3 % 0.20 [ 0.01, 3.88 ]


Song 1993 0/12 2/13 0.3 % 0.22 [ 0.01, 4.08 ]


Stein 2002 2/40 3/40 0.7 % 0.67 [ 0.12, 3.78 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Thompson 1981 2/12 1/9 0.4 % 1.50 [ 0.16, 14.08 ]


Tong 2006b 0/45 2/18 0.3 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 4/30 5/35 1.5 % 0.93 [ 0.28, 3.16 ]


Von Meyenfeldt 1992a 2/51 1/25 0.4 % 0.98 [ 0.09, 10.30 ]


Woolfson 1989 8/62 8/60 2.7 % 0.97 [ 0.39, 2.41 ]


Xu 1998a 2/16 3/16 0.8 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.5 % 0.18 [ 0.02, 1.37 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 1368 1188 52.7 % 0.95 [ 0.77, 1.17 ]


Total events: 150 (Experimental), 151 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 34.69, df = 38 (P = 0.62); I2 =0.0%


Test for overall effect: Z = 0.46 (P = 0.65)


Total (95% CI) 3895 3624 100.0 % 0.98 [ 0.85, 1.14 ]


Total events: 306 (Experimental), 299 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 35.07, df = 40 (P = 0.69); I2 =0.0%


Test for overall effect: Z = 0.20 (P = 0.84)


Test for subgroup differences: Chi2 = 0.79, df = 2 (P = 0.68), I2 =0.0%
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Analysis 27.6. Comparison 27 Parenteral - Serious adverse event end of intervention, Outcome 6 Serious


adverse events - participants characterised as ’at nutritional risk’ due to one of the following conditions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 27 Parenteral - Serious adverse event end of intervention


Outcome: 6 Serious adverse events - participants characterised as ’at nutritional risk’ due to one of the following conditions


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Major surgery


Abel 1976 4/20 3/24 1.2 % 1.60 [ 0.40, 6.32 ]


Bellantone 1988 1/54 10/46 0.6 % 0.09 [ 0.01, 0.64 ]


Brennan 1994 27/60 13/57 7.3 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Chen 2000b 1/10 0/5 0.2 % 1.64 [ 0.08, 34.28 ]


Fan 1989 5/64 9/60 2.1 % 0.52 [ 0.19, 1.47 ]


Fan 1994 7/20 6/20 2.8 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.3 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.4 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Hoffmann 1988 0/16 5/43 0.3 % 0.24 [ 0.01, 4.03 ]


Jimenez 1995a 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.5 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Lough 1990 4/14 7/15 2.3 % 0.61 [ 0.23, 1.65 ]


Müller 1982a 11/66 9/29 3.8 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 5.6 % 1.11 [ 0.59, 2.08 ]


Neuvonen 1984 0/9 1/10 0.2 % 0.37 [ 0.02, 8.01 ]


Reilly 1990 0/8 0/10 Not estimable


Rimbau 1989 1/10 2/10 0.4 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.3 % 1.12 [ 0.07, 17.62 ]


Smith 1988 0/17 2/17 0.3 % 0.20 [ 0.01, 3.88 ]


Thompson 1981 2/12 1/9 0.4 % 1.50 [ 0.16, 14.08 ]


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


1197Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Tong 2006b 0/45 2/18 0.3 % 0.08 [ 0.00, 1.64 ]


Von Meyenfeldt 1992a 2/51 1/25 0.4 % 0.98 [ 0.09, 10.30 ]


Woolfson 1989 8/62 8/60 2.7 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 10/215 7/108 2.6 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.8 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.5 % 0.18 [ 0.02, 1.37 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 1121 831 36.9 % 0.86 [ 0.66, 1.13 ]


Total events: 111 (Experimental), 108 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 27.01, df = 25 (P = 0.36); I2 =7%


Test for overall effect: Z = 1.09 (P = 0.27)


2 Stroke


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 ICU participants including trauma


Abrishami 2010 1/9 2/10 0.5 % 0.56 [ 0.06, 5.14 ]


Casaer 2011 146/2312 141/2328 44.7 % 1.04 [ 0.83, 1.30 ]


Heidegger 2013 8/153 12/152 3.0 % 0.66 [ 0.28, 1.57 ]


Herndon 1987 8/13 8/15 5.5 % 1.15 [ 0.61, 2.19 ]


Sacks 1995 2/8 1/9 0.5 % 2.25 [ 0.25, 20.38 ]


Stein 2002 2/40 3/40 0.7 % 0.67 [ 0.12, 3.78 ]


Subtotal (95% CI) 2535 2554 54.9 % 1.02 [ 0.84, 1.25 ]


Total events: 167 (Experimental), 167 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.15, df = 5 (P = 0.83); I2 =0.0%


Test for overall effect: Z = 0.22 (P = 0.83)


4 Frail elderly participants with less severe conditions known to increase protein requirements


Eneroth 2005 0/40 0/40 Not estimable


Liu 1996b 1/16 2/18 0.4 % 0.56 [ 0.06, 5.63 ]


Subtotal (95% CI) 56 58 0.4 % 0.56 [ 0.06, 5.63 ]


Total events: 1 (Experimental), 2 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.49 (P = 0.62)


5 Participants do not fall into one of the categories above


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Doglietto 1990 2/13 3/9 0.9 % 0.46 [ 0.10, 2.23 ]


Mezey 1991 6/27 5/26 2.0 % 1.16 [ 0.40, 3.33 ]


Naveau 1986 4/20 2/20 0.9 % 2.00 [ 0.41, 9.71 ]


Samuels 1981 7/18 2/15 1.1 % 2.92 [ 0.71, 12.00 ]


Sax 1987 1/29 1/26 0.3 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 0.8 % 1.70 [ 0.33, 8.84 ]


Song 1993 0/12 2/13 0.3 % 0.22 [ 0.01, 4.08 ]


Valdivieso 1987 4/30 5/35 1.5 % 0.93 [ 0.28, 3.16 ]


Subtotal (95% CI) 183 181 7.8 % 1.18 [ 0.69, 2.02 ]


Total events: 27 (Experimental), 22 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 5.02, df = 7 (P = 0.66); I2 =0.0%


Test for overall effect: Z = 0.62 (P = 0.54)


Total (95% CI) 3895 3624 100.0 % 0.98 [ 0.85, 1.14 ]


Total events: 306 (Experimental), 299 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 35.07, df = 40 (P = 0.69); I2 =0.0%


Test for overall effect: Z = 0.20 (P = 0.84)


Test for subgroup differences: Chi2 = 1.76, df = 3 (P = 0.62), I2 =0.0%
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Analysis 27.7. Comparison 27 Parenteral - Serious adverse event end of intervention, Outcome 7 Serious


adverse events - participants characterised as ’at nutritional risk’ due to one of the following criteria.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 27 Parenteral - Serious adverse event end of intervention


Outcome: 7 Serious adverse events - participants characterised as ’at nutritional risk’ due to one of the following criteria


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 BMI less than 20.5 kg/m2


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Weight loss of at least 5% during the last three months


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 Weight loss of at least 10% during the last six months


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Insufficient food intake during the last week (50% of requirements or less)


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Participants characterised as ’at nutritional risk’ by other means


Abel 1976 4/20 3/24 1.2 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.5 % 0.56 [ 0.06, 5.14 ]


Bellantone 1988 1/54 10/46 0.6 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 27/60 13/57 7.3 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 146/2312 141/2328 44.7 % 1.04 [ 0.83, 1.30 ]


Chen 2000b 1/10 0/5 0.2 % 1.64 [ 0.08, 34.28 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Doglietto 1990 2/13 3/9 0.9 % 0.46 [ 0.10, 2.23 ]


Eneroth 2005 0/40 0/40 Not estimable


Fan 1989 5/64 9/60 2.1 % 0.52 [ 0.19, 1.47 ]


Fan 1994 7/20 6/20 2.8 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.3 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.4 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 8/153 12/152 3.0 % 0.66 [ 0.28, 1.57 ]


Herndon 1987 8/13 8/15 5.5 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 5/43 0.3 % 0.24 [ 0.01, 4.03 ]


Jimenez 1995a 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.5 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 2/18 0.4 % 0.56 [ 0.06, 5.63 ]


Lough 1990 4/14 7/15 2.3 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 6/27 5/26 2.0 % 1.16 [ 0.40, 3.33 ]


Müller 1982a 11/66 9/29 3.8 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 5.6 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 4/20 2/20 0.9 % 2.00 [ 0.41, 9.71 ]


Neuvonen 1984 0/9 1/10 0.2 % 0.37 [ 0.02, 8.01 ]


Reilly 1990 0/8 0/10 Not estimable


Rimbau 1989 1/10 2/10 0.4 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.3 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.5 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 1.1 % 2.92 [ 0.71, 12.00 ]


Sax 1987 1/29 1/26 0.3 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 0.8 % 1.70 [ 0.33, 8.84 ]


Smith 1988 0/17 2/17 0.3 % 0.20 [ 0.01, 3.88 ]


Song 1993 0/12 2/13 0.3 % 0.22 [ 0.01, 4.08 ]


Stein 2002 2/40 3/40 0.7 % 0.67 [ 0.12, 3.78 ]


Thompson 1981 2/12 1/9 0.4 % 1.50 [ 0.16, 14.08 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Tong 2006b 0/45 2/18 0.3 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 4/30 5/35 1.5 % 0.93 [ 0.28, 3.16 ]


Von Meyenfeldt 1992a 2/51 1/25 0.4 % 0.98 [ 0.09, 10.30 ]


Woolfson 1989 8/62 8/60 2.7 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 10/215 7/108 2.6 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.8 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.5 % 0.18 [ 0.02, 1.37 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 3895 3624 100.0 % 0.98 [ 0.85, 1.14 ]


Total events: 306 (Experimental), 299 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 35.07, df = 40 (P = 0.69); I2 =0.0%


Test for overall effect: Z = 0.20 (P = 0.84)


Total (95% CI) 3895 3624 100.0 % 0.98 [ 0.85, 1.14 ]


Total events: 306 (Experimental), 299 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 35.07, df = 40 (P = 0.69); I2 =0.0%


Test for overall effect: Z = 0.20 (P = 0.84)


Test for subgroup differences: Not applicable
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Analysis 27.8. Comparison 27 Parenteral - Serious adverse event end of intervention, Outcome 8 Serious


adverse events - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 27 Parenteral - Serious adverse event end of intervention


Outcome: 8 Serious adverse events - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Biomarkers


Liu 1996b 1/16 2/18 0.4 % 0.56 [ 0.06, 5.63 ]


Reilly 1990 0/8 0/10 Not estimable


Song 1993 0/12 2/13 0.3 % 0.22 [ 0.01, 4.08 ]


Subtotal (95% CI) 36 41 0.7 % 0.39 [ 0.06, 2.39 ]


Total events: 1 (Experimental), 4 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.26, df = 1 (P = 0.61); I2 =0.0%


Test for overall effect: Z = 1.02 (P = 0.31)


2 Anthropometric measures


Abel 1976 4/20 3/24 1.2 % 1.60 [ 0.40, 6.32 ]


Hoffmann 1988 0/16 5/43 0.3 % 0.24 [ 0.01, 4.03 ]


Smith 1988 0/17 2/17 0.3 % 0.20 [ 0.01, 3.88 ]


Subtotal (95% CI) 53 84 1.7 % 0.69 [ 0.16, 3.01 ]


Total events: 4 (Experimental), 10 (Control)


Heterogeneity: Tau2 = 0.49; Chi2 = 2.69, df = 2 (P = 0.26); I2 =26%


Test for overall effect: Z = 0.50 (P = 0.62)


3 Mixed


Jimenez 1995a 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.5 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Subtotal (95% CI) 60 15 0.9 % 0.66 [ 0.14, 3.07 ]


Total events: 4 (Experimental), 1 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.12, df = 2 (P = 0.94); I2 =0.0%


Test for overall effect: Z = 0.54 (P = 0.59)


4 Characterised by other means


Abrishami 2010 1/9 2/10 0.5 % 0.56 [ 0.06, 5.14 ]


Bellantone 1988 1/54 10/46 0.6 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Brennan 1994 27/60 13/57 7.3 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 146/2312 141/2328 44.7 % 1.04 [ 0.83, 1.30 ]


Chen 2000b 1/10 0/5 0.2 % 1.64 [ 0.08, 34.28 ]


Doglietto 1990 2/13 3/9 0.9 % 0.46 [ 0.10, 2.23 ]


Eneroth 2005 0/40 0/40 Not estimable


Fan 1989 5/64 9/60 2.1 % 0.52 [ 0.19, 1.47 ]


Fan 1994 7/20 6/20 2.8 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.3 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.4 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 8/153 12/152 3.0 % 0.66 [ 0.28, 1.57 ]


Herndon 1987 8/13 8/15 5.5 % 1.15 [ 0.61, 2.19 ]


Lough 1990 4/14 7/15 2.3 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 6/27 5/26 2.0 % 1.16 [ 0.40, 3.33 ]


Müller 1982a 11/66 9/29 3.8 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 5.6 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 4/20 2/20 0.9 % 2.00 [ 0.41, 9.71 ]


Neuvonen 1984 0/9 1/10 0.2 % 0.37 [ 0.02, 8.01 ]


Rimbau 1989 1/10 2/10 0.4 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.3 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.5 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 1.1 % 2.92 [ 0.71, 12.00 ]


Sax 1987 1/29 1/26 0.3 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 0.8 % 1.70 [ 0.33, 8.84 ]


Stein 2002 2/40 3/40 0.7 % 0.67 [ 0.12, 3.78 ]


Thompson 1981 2/12 1/9 0.4 % 1.50 [ 0.16, 14.08 ]


Tong 2006b 0/45 2/18 0.3 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 4/30 5/35 1.5 % 0.93 [ 0.28, 3.16 ]


Von Meyenfeldt 1992a 2/51 1/25 0.4 % 0.98 [ 0.09, 10.30 ]


Woolfson 1989 8/62 8/60 2.7 % 0.97 [ 0.39, 2.41 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Wu 2007b 10/215 7/108 2.6 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.8 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.5 % 0.18 [ 0.02, 1.37 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 3746 3484 96.6 % 1.00 [ 0.86, 1.16 ]


Total events: 297 (Experimental), 284 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 30.74, df = 32 (P = 0.53); I2 =0.0%


Test for overall effect: Z = 0.03 (P = 0.97)


Total (95% CI) 3895 3624 100.0 % 0.98 [ 0.85, 1.14 ]


Total events: 306 (Experimental), 299 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 35.07, df = 40 (P = 0.69); I2 =0.0%


Test for overall effect: Z = 0.20 (P = 0.84)


Test for subgroup differences: Chi2 = 1.52, df = 3 (P = 0.68), I2 =0.0%
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Analysis 27.9. Comparison 27 Parenteral - Serious adverse event end of intervention, Outcome 9 Serious


adverse events - randomisation year.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 27 Parenteral - Serious adverse event end of intervention


Outcome: 9 Serious adverse events - randomisation year


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Before 1960


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 1960 to 1979


Abel 1976 4/20 3/24 1.2 % 1.60 [ 0.40, 6.32 ]


Samuels 1981 7/18 2/15 1.1 % 2.92 [ 0.71, 12.00 ]


Thompson 1981 2/12 1/9 0.4 % 1.50 [ 0.16, 14.08 ]


Subtotal (95% CI) 50 48 2.8 % 2.02 [ 0.82, 4.98 ]


Total events: 13 (Experimental), 6 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.44, df = 2 (P = 0.80); I2 =0.0%


Test for overall effect: Z = 1.53 (P = 0.13)


3 1980 to 1999


Bellantone 1988 1/54 10/46 0.6 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 27/60 13/57 7.3 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Chen 2000b 1/10 0/5 0.2 % 1.64 [ 0.08, 34.28 ]


Doglietto 1990 2/13 3/9 0.9 % 0.46 [ 0.10, 2.23 ]


Fan 1989 5/64 9/60 2.1 % 0.52 [ 0.19, 1.47 ]


Fan 1994 7/20 6/20 2.8 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.3 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.4 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Herndon 1987 8/13 8/15 5.5 % 1.15 [ 0.61, 2.19 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Hoffmann 1988 0/16 5/43 0.3 % 0.24 [ 0.01, 4.03 ]


Jimenez 1995a 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.5 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 2/18 0.4 % 0.56 [ 0.06, 5.63 ]


Lough 1990 4/14 7/15 2.3 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 6/27 5/26 2.0 % 1.16 [ 0.40, 3.33 ]


Müller 1982a 11/66 9/29 3.8 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 5.6 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 4/20 2/20 0.9 % 2.00 [ 0.41, 9.71 ]


Neuvonen 1984 0/9 1/10 0.2 % 0.37 [ 0.02, 8.01 ]


Reilly 1990 0/8 0/10 Not estimable


Rimbau 1989 1/10 2/10 0.4 % 0.50 [ 0.05, 4.67 ]


Sacks 1995 2/8 1/9 0.5 % 2.25 [ 0.25, 20.38 ]


Sax 1987 1/29 1/26 0.3 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 0.8 % 1.70 [ 0.33, 8.84 ]


Smith 1988 0/17 2/17 0.3 % 0.20 [ 0.01, 3.88 ]


Song 1993 0/12 2/13 0.3 % 0.22 [ 0.01, 4.08 ]


Valdivieso 1987 4/30 5/35 1.5 % 0.93 [ 0.28, 3.16 ]


Von Meyenfeldt 1992a 2/51 1/25 0.4 % 0.98 [ 0.09, 10.30 ]


Woolfson 1989 8/62 8/60 2.7 % 0.97 [ 0.39, 2.41 ]


Xu 1998a 2/16 3/16 0.8 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.5 % 0.18 [ 0.02, 1.37 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 957 797 45.2 % 0.95 [ 0.76, 1.19 ]


Total events: 125 (Experimental), 125 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 27.97, df = 30 (P = 0.57); I2 =0.0%


Test for overall effect: Z = 0.41 (P = 0.68)


4 After 1999


Abrishami 2010 1/9 2/10 0.5 % 0.56 [ 0.06, 5.14 ]


Casaer 2011 146/2312 141/2328 44.7 % 1.04 [ 0.83, 1.30 ]


Eneroth 2005 0/40 0/40 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Heidegger 2013 8/153 12/152 3.0 % 0.66 [ 0.28, 1.57 ]


Roth 2013 1/74 1/83 0.3 % 1.12 [ 0.07, 17.62 ]


Stein 2002 2/40 3/40 0.7 % 0.67 [ 0.12, 3.78 ]


Tong 2006b 0/45 2/18 0.3 % 0.08 [ 0.00, 1.64 ]


Wu 2007b 10/215 7/108 2.6 % 0.72 [ 0.28, 1.83 ]


Subtotal (95% CI) 2888 2779 52.0 % 0.97 [ 0.79, 1.20 ]


Total events: 168 (Experimental), 168 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 4.58, df = 6 (P = 0.60); I2 =0.0%


Test for overall effect: Z = 0.25 (P = 0.80)


Total (95% CI) 3895 3624 100.0 % 0.98 [ 0.85, 1.14 ]


Total events: 306 (Experimental), 299 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 35.07, df = 40 (P = 0.69); I2 =0.0%


Test for overall effect: Z = 0.20 (P = 0.84)


Test for subgroup differences: Chi2 = 2.53, df = 2 (P = 0.28), I2 =21%


0.01 0.1 1 10 100


Favours nutrition support Favours control


1208Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Analysis 27.10. Comparison 27 Parenteral - Serious adverse event end of intervention, Outcome 10 Serious


adverse events - trials where the intervention lasts fewer than three days compared with trials where the


intervention lasts three days or more.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 27 Parenteral - Serious adverse event end of intervention


Outcome: 10 Serious adverse events - trials where the intervention lasts fewer than three days compared with trials where the intervention lasts three days or more


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Three days or more


Abel 1976 4/20 3/24 1.2 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.5 % 0.56 [ 0.06, 5.14 ]


Bellantone 1988 1/54 10/46 0.6 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 27/60 13/57 7.3 % 1.97 [ 1.13, 3.43 ]


Casaer 2011 146/2312 141/2328 44.7 % 1.04 [ 0.83, 1.30 ]


Chen 2000b 1/10 0/5 0.2 % 1.64 [ 0.08, 34.28 ]


Doglietto 1990 2/13 3/9 0.9 % 0.46 [ 0.10, 2.23 ]


Eneroth 2005 0/40 0/40 Not estimable


Fan 1989 5/64 9/60 2.1 % 0.52 [ 0.19, 1.47 ]


Fan 1994 7/20 6/20 2.8 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.3 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.4 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 8/153 12/152 3.0 % 0.66 [ 0.28, 1.57 ]


Herndon 1987 8/13 8/15 5.5 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 5/43 0.3 % 0.24 [ 0.01, 4.03 ]


Jimenez 1995a 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.5 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 2/18 0.4 % 0.56 [ 0.06, 5.63 ]


Lough 1990 4/14 7/15 2.3 % 0.61 [ 0.23, 1.65 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Mezey 1991 6/27 5/26 2.0 % 1.16 [ 0.40, 3.33 ]


Müller 1982a 11/66 9/29 3.8 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 5.6 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 4/20 2/20 0.9 % 2.00 [ 0.41, 9.71 ]


Neuvonen 1984 0/9 1/10 0.2 % 0.37 [ 0.02, 8.01 ]


Reilly 1990 0/8 0/10 Not estimable


Rimbau 1989 1/10 2/10 0.4 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.3 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.5 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 1.1 % 2.92 [ 0.71, 12.00 ]


Sax 1987 1/29 1/26 0.3 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 0.8 % 1.70 [ 0.33, 8.84 ]


Smith 1988 0/17 2/17 0.3 % 0.20 [ 0.01, 3.88 ]


Song 1993 0/12 2/13 0.3 % 0.22 [ 0.01, 4.08 ]


Thompson 1981 2/12 1/9 0.4 % 1.50 [ 0.16, 14.08 ]


Tong 2006b 0/45 2/18 0.3 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 4/30 5/35 1.5 % 0.93 [ 0.28, 3.16 ]


Von Meyenfeldt 1992a 2/51 1/25 0.4 % 0.98 [ 0.09, 10.30 ]


Woolfson 1989 8/62 8/60 2.7 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 10/215 7/108 2.6 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.8 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.5 % 0.18 [ 0.02, 1.37 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 3840 3572 99.3 % 0.99 [ 0.85, 1.15 ]


Total events: 304 (Experimental), 296 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 34.87, df = 39 (P = 0.66); I2 =0.0%


Test for overall effect: Z = 0.16 (P = 0.87)


2 Less than three days


Stein 2002 2/40 3/40 0.7 % 0.67 [ 0.12, 3.78 ]


Subtotal (95% CI) 40 40 0.7 % 0.67 [ 0.12, 3.78 ]


Total events: 2 (Experimental), 3 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.46 (P = 0.65)


3 Unknown
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Capell 1990 0/15 0/12 Not estimable


Subtotal (95% CI) 15 12 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 3895 3624 100.0 % 0.98 [ 0.85, 1.14 ]


Total events: 306 (Experimental), 299 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 35.07, df = 40 (P = 0.69); I2 =0.0%


Test for overall effect: Z = 0.20 (P = 0.84)


Test for subgroup differences: Chi2 = 0.20, df = 1 (P = 0.66), I2 =0.0%
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Analysis 27.11. Comparison 27 Parenteral - Serious adverse event end of intervention, Outcome 11 Serious


adverse events - ’best-worst case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 27 Parenteral - Serious adverse event end of intervention


Outcome: 11 Serious adverse events - ’best-worst case’ scenario


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abel 1976 4/20 3/24 2.2 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/10 2/10 0.9 % 0.50 [ 0.05, 4.67 ]


Bellantone 1988 1/54 10/46 1.1 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 27/60 13/57 6.6 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Casaer 2011 146/2312 141/2328 9.8 % 1.04 [ 0.83, 1.30 ]


Chen 2000b 1/10 0/5 0.5 % 1.64 [ 0.08, 34.28 ]


Doglietto 1990 56/338 61/340 8.8 % 0.92 [ 0.66, 1.28 ]


Eneroth 2005 0/40 0/40 Not estimable


Fan 1989 5/75 24/75 3.9 % 0.21 [ 0.08, 0.52 ]


Fan 1994 7/20 6/20 4.0 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.6 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.8 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 8/153 12/152 4.2 % 0.66 [ 0.28, 1.57 ]


Herndon 1987 8/13 8/15 5.8 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/51 13/51 0.6 % 0.04 [ 0.00, 0.61 ]


Jimenez 1995a 1/20 0/5 0.5 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 1.0 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.5 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 2/18 0.9 % 0.56 [ 0.06, 5.63 ]


Lough 1990 4/14 7/15 3.5 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 6/27 5/26 3.2 % 1.16 [ 0.40, 3.33 ]


Müller 1982a 11/80 20/40 5.9 % 0.28 [ 0.15, 0.52 ]


Müller 1982b 17/55 20/40 7.1 % 0.62 [ 0.37, 1.02 ]


Naveau 1986 4/20 2/20 1.7 % 2.00 [ 0.41, 9.71 ]


Neuvonen 1984 0/9 1/10 0.5 % 0.37 [ 0.02, 8.01 ]


Reilly 1990 0/8 0/10 Not estimable


Rimbau 1989 1/10 2/10 0.9 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.6 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 1.0 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/20 2/15 2.0 % 2.63 [ 0.63, 10.88 ]


Sax 1987 1/29 1/26 0.6 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/16 3/18 2.0 % 1.13 [ 0.26, 4.80 ]


Smith 1988 0/17 2/17 0.6 % 0.20 [ 0.01, 3.88 ]


Song 1993 0/12 2/13 0.6 % 0.22 [ 0.01, 4.08 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Stein 2002 2/40 3/40 1.5 % 0.67 [ 0.12, 3.78 ]


Thompson 1981 2/12 1/9 0.9 % 1.50 [ 0.16, 14.08 ]


Tong 2006b 0/45 2/18 0.5 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 4/30 5/35 2.6 % 0.93 [ 0.28, 3.16 ]


Von Meyenfeldt 1992a 2/51 1/25 0.8 % 0.98 [ 0.09, 10.30 ]


Woolfson 1989 8/62 8/60 3.9 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 10/215 7/108 3.8 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 1.6 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 1.1 % 0.18 [ 0.02, 1.37 ]


Zheng 2001b 0/40 0/15 Not estimable


Total (95% CI) 4293 4000 100.0 % 0.78 [ 0.63, 0.98 ]


Total events: 360 (Experimental), 402 (Control)


Heterogeneity: Tau2 = 0.12; Chi2 = 61.74, df = 40 (P = 0.02); I2 =35%


Test for overall effect: Z = 2.10 (P = 0.035)


Test for subgroup differences: Not applicable
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Analysis 27.12. Comparison 27 Parenteral - Serious adverse event end of intervention, Outcome 12 Serious


adverse events - ’worst-best case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 27 Parenteral - Serious adverse event end of intervention


Outcome: 12 Serious adverse events - ’worst-best case’ scenario


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abel 1976 4/20 3/24 1.9 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 2/10 2/10 1.2 % 1.00 [ 0.17, 5.77 ]


Bellantone 1988 1/54 10/46 0.9 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 27/60 13/57 6.8 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 146/2312 141/2328 11.7 % 1.04 [ 0.83, 1.30 ]


Chen 2000b 1/10 0/5 0.4 % 1.64 [ 0.08, 34.28 ]


Doglietto 1990 56/338 61/340 10.0 % 0.92 [ 0.66, 1.28 ]


Eneroth 2005 0/40 0/40 Not estimable


Fan 1989 16/75 9/75 4.7 % 1.78 [ 0.84, 3.77 ]


Fan 1994 7/20 6/20 3.7 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.5 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.7 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 8/153 12/152 3.9 % 0.66 [ 0.28, 1.57 ]


Herndon 1987 8/13 8/15 5.8 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 35/51 5/51 4.0 % 7.00 [ 2.98, 16.42 ]


Jimenez 1995a 1/20 0/5 0.4 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.8 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.4 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 2/18 0.7 % 0.56 [ 0.06, 5.63 ]


Lough 1990 4/14 7/15 3.2 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 6/27 5/26 2.9 % 1.16 [ 0.40, 3.33 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Müller 1982a 25/80 9/40 5.6 % 1.39 [ 0.72, 2.69 ]


Müller 1982b 26/55 10/40 6.1 % 1.89 [ 1.03, 3.46 ]


Naveau 1986 4/20 2/20 1.5 % 2.00 [ 0.41, 9.71 ]


Neuvonen 1984 0/9 1/10 0.4 % 0.37 [ 0.02, 8.01 ]


Reilly 1990 0/8 0/10 Not estimable


Rimbau 1989 1/10 2/10 0.8 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.5 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.8 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 9/20 2/15 1.9 % 3.38 [ 0.85, 13.39 ]


Sax 1987 1/29 1/26 0.5 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/16 2/18 1.5 % 2.25 [ 0.47, 10.69 ]


Smith 1988 0/17 2/17 0.5 % 0.20 [ 0.01, 3.88 ]


Song 1993 0/12 2/13 0.5 % 0.22 [ 0.01, 4.08 ]


Stein 2002 2/40 3/40 1.2 % 0.67 [ 0.12, 3.78 ]


Thompson 1981 2/12 1/9 0.8 % 1.50 [ 0.16, 14.08 ]


Tong 2006b 0/45 2/18 0.4 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 4/30 5/35 2.3 % 0.93 [ 0.28, 3.16 ]


Von Meyenfeldt 1992a 2/51 1/25 0.7 % 0.98 [ 0.09, 10.30 ]


Woolfson 1989 8/62 8/60 3.6 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 10/215 7/108 3.5 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 1.4 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.9 % 0.18 [ 0.02, 1.37 ]


Zheng 2001b 0/40 0/15 Not estimable


Total (95% CI) 4293 4000 100.0 % 1.16 [ 0.95, 1.42 ]


Total events: 433 (Experimental), 357 (Control)


Heterogeneity: Tau2 = 0.08; Chi2 = 54.20, df = 40 (P = 0.07); I2 =26%


Test for overall effect: Z = 1.44 (P = 0.15)


Test for subgroup differences: Not applicable
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Analysis 27.13. Comparison 27 Parenteral - Serious adverse event end of intervention, Outcome 13 Serious


adverse events co-interventions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 27 Parenteral - Serious adverse event end of intervention


Outcome: 13 Serious adverse events co-interventions


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


1 received nutrition support as co-intervention


Abrishami 2010 1/9 2/10 0.6 % 0.56 [ 0.06, 5.14 ]


Casaer 2011 146/2312 141/2328 45.1 % 1.04 [ 0.83, 1.30 ]


Heidegger 2013 8/153 12/152 3.9 % 0.66 [ 0.28, 1.57 ]


Mezey 1991 6/27 5/26 1.6 % 1.16 [ 0.40, 3.33 ]


Simon 1988 3/15 2/17 0.6 % 1.70 [ 0.33, 8.84 ]


Subtotal (95% CI) 2516 2533 51.8 % 1.02 [ 0.83, 1.26 ]


Total events: 164 (Experimental), 162 (Control)


Heterogeneity: Chi2 = 1.70, df = 4 (P = 0.79); I2 =0.0%


Test for overall effect: Z = 0.18 (P = 0.85)


2 did not receive nutrition support as co-intervention


Abel 1976 4/20 3/24 0.9 % 1.60 [ 0.40, 6.32 ]


Bellantone 1988 1/54 10/46 3.5 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 27/60 13/57 4.3 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Chen 2000b 1/10 0/5 0.2 % 1.64 [ 0.08, 34.28 ]


Doglietto 1990 2/13 3/9 1.1 % 0.46 [ 0.10, 2.23 ]


Eneroth 2005 0/40 0/40 Not estimable


Fan 1989 5/64 9/60 3.0 % 0.52 [ 0.19, 1.47 ]


Fan 1994 7/20 6/20 1.9 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.3 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.4 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Herndon 1987 8/13 8/15 2.4 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 5/43 1.0 % 0.24 [ 0.01, 4.03 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Jimenez 1995a 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.5 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 2/18 0.6 % 0.56 [ 0.06, 5.63 ]


Lough 1990 4/14 7/15 2.2 % 0.61 [ 0.23, 1.65 ]


Müller 1982a 11/66 9/29 4.0 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 3.9 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 4/20 2/20 0.6 % 2.00 [ 0.41, 9.71 ]


Neuvonen 1984 0/9 1/10 0.5 % 0.37 [ 0.02, 8.01 ]


Reilly 1990 0/8 0/10 Not estimable


Rimbau 1989 1/10 2/10 0.6 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.3 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.3 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 0.7 % 2.92 [ 0.71, 12.00 ]


Sax 1987 1/29 1/26 0.3 % 0.90 [ 0.06, 13.62 ]


Smith 1988 0/17 2/17 0.8 % 0.20 [ 0.01, 3.88 ]


Song 1993 0/12 2/13 0.8 % 0.22 [ 0.01, 4.08 ]


Thompson 1981 2/12 1/9 0.4 % 1.50 [ 0.16, 14.08 ]


Tong 2006b 0/45 2/18 1.1 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 4/30 5/35 1.5 % 0.93 [ 0.28, 3.16 ]


Von Meyenfeldt 1992a 2/51 1/25 0.4 % 0.98 [ 0.09, 10.30 ]


Woolfson 1989 8/62 8/60 2.6 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 10/215 7/108 3.0 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 1.0 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 1.7 % 0.18 [ 0.02, 1.37 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 1339 1051 47.3 % 0.87 [ 0.70, 1.07 ]


Total events: 140 (Experimental), 134 (Control)


Heterogeneity: Chi2 = 33.40, df = 34 (P = 0.50); I2 =0.0%


Test for overall effect: Z = 1.35 (P = 0.18)


3 delayed versus early nutrition support


Stein 2002 2/40 3/40 1.0 % 0.67 [ 0.12, 3.78 ]


Subtotal (95% CI) 40 40 1.0 % 0.67 [ 0.12, 3.78 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Total events: 2 (Experimental), 3 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.46 (P = 0.65)


Total (95% CI) 3895 3624 100.0 % 0.94 [ 0.81, 1.09 ]


Total events: 306 (Experimental), 299 (Control)


Heterogeneity: Chi2 = 35.07, df = 40 (P = 0.69); I2 =0.0%


Test for overall effect: Z = 0.76 (P = 0.44)


Test for subgroup differences: Chi2 = 1.31, df = 2 (P = 0.52), I2 =0.0%
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Analysis 28.1. Comparison 28 Parenteral - Serious adverse event maximum follow-up, Outcome 1 Serious


adverse events - overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 28 Parenteral - Serious adverse event maximum follow-up


Outcome: 1 Serious adverse events - overall


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abel 1976 4/20 3/24 0.4 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Bauer 2000 24/60 24/60 4.2 % 1.00 [ 0.65, 1.55 ]


Bellantone 1988 1/54 10/46 0.2 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 27/60 13/57 2.6 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 255/2312 257/2328 29.9 % 1.00 [ 0.85, 1.18 ]


Chen 2000b 1/10 0/5 0.1 % 1.64 [ 0.08, 34.28 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Doglietto 1990 2/13 3/9 0.3 % 0.46 [ 0.10, 2.23 ]


Eneroth 2005 0/40 0/40 Not estimable


Fan 1989 7/20 6/20 1.0 % 1.17 [ 0.48, 2.86 ]


Fan 1994 5/64 9/60 0.7 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 20/153 28/152 2.9 % 0.71 [ 0.42, 1.20 ]


Herndon 1987 8/13 8/15 2.0 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Holter 1977 4/30 5/26 0.5 % 0.69 [ 0.21, 2.31 ]


Jauch 1995a 2/17 2/5 0.3 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.2 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Liu 1996b 1/16 2/18 0.2 % 0.56 [ 0.06, 5.63 ]


Lough 1990 4/14 7/15 0.8 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 14/23 16/25 4.1 % 0.95 [ 0.61, 1.48 ]


Müller 1982a 11/66 9/29 1.4 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 2.0 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 10/20 9/20 1.9 % 1.11 [ 0.58, 2.14 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]


Popp 1981 7/21 6/21 1.0 % 1.17 [ 0.47, 2.89 ]


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Rimbau 1989 1/10 2/10 0.2 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 0.4 % 2.92 [ 0.71, 12.00 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.5 % 1.51 [ 0.40, 5.69 ]


Smith 1988 3/17 6/17 0.5 % 0.50 [ 0.15, 1.68 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Stein 2002 12/40 10/40 1.6 % 1.20 [ 0.59, 2.45 ]


Thompson 1981 2/12 1/9 0.2 % 1.50 [ 0.16, 14.08 ]


Tong 2006b 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 27/30 31/35 28.1 % 1.02 [ 0.86, 1.20 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Williford 1991 54/192 57/203 8.0 % 1.00 [ 0.73, 1.37 ]


Woolfson 1989 8/62 8/60 1.0 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 10/215 7/108 0.9 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.3 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.2 % 0.18 [ 0.02, 1.37 ]


Zheng 2001b 0/40 0/15 Not estimable


Total (95% CI) 4274 3989 100.0 % 0.98 [ 0.90, 1.07 ]


Total events: 571 (Experimental), 585 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 39.43, df = 48 (P = 0.81); I2 =0.0%


Test for overall effect: Z = 0.47 (P = 0.64)


Test for subgroup differences: Not applicable
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Analysis 28.2. Comparison 28 Parenteral - Serious adverse event maximum follow-up, Outcome 2 Serious


adverse events - bias.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 28 Parenteral - Serious adverse event maximum follow-up


Outcome: 2 Serious adverse events - bias


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 High risk of bias


Abel 1976 4/20 3/24 0.4 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Bauer 2000 24/60 24/60 4.2 % 1.00 [ 0.65, 1.55 ]


Bellantone 1988 1/54 10/46 0.2 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 27/60 13/57 2.6 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 255/2312 257/2328 29.9 % 1.00 [ 0.85, 1.18 ]


Chen 2000b 1/10 0/5 0.1 % 1.64 [ 0.08, 34.28 ]


Doglietto 1990 2/13 3/9 0.3 % 0.46 [ 0.10, 2.23 ]


Eneroth 2005 0/40 0/40 Not estimable


Fan 1989 7/20 6/20 1.0 % 1.17 [ 0.48, 2.86 ]


Fan 1994 5/64 9/60 0.7 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 20/153 28/152 2.9 % 0.71 [ 0.42, 1.20 ]


Herndon 1987 8/13 8/15 2.0 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Holter 1977 4/30 5/26 0.5 % 0.69 [ 0.21, 2.31 ]


Jauch 1995a 2/17 2/5 0.3 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.2 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


1221Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Liu 1996b 1/16 2/18 0.2 % 0.56 [ 0.06, 5.63 ]


Lough 1990 4/14 7/15 0.8 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 14/23 16/25 4.1 % 0.95 [ 0.61, 1.48 ]


Müller 1982a 11/66 9/29 1.4 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 2.0 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 10/20 9/20 1.9 % 1.11 [ 0.58, 2.14 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]


Popp 1981 7/21 6/21 1.0 % 1.17 [ 0.47, 2.89 ]


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Rimbau 1989 1/10 2/10 0.2 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 0.4 % 2.92 [ 0.71, 12.00 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.5 % 1.51 [ 0.40, 5.69 ]


Smith 1988 3/17 6/17 0.5 % 0.50 [ 0.15, 1.68 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Stein 2002 12/40 10/40 1.6 % 1.20 [ 0.59, 2.45 ]


Thompson 1981 2/12 1/9 0.2 % 1.50 [ 0.16, 14.08 ]


Tong 2006b 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 27/30 31/35 28.1 % 1.02 [ 0.86, 1.20 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Williford 1991 54/192 57/203 8.0 % 1.00 [ 0.73, 1.37 ]


Woolfson 1989 8/62 8/60 1.0 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 10/215 7/108 0.9 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.3 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.2 % 0.18 [ 0.02, 1.37 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 4274 3989 100.0 % 0.98 [ 0.90, 1.07 ]


Total events: 571 (Experimental), 585 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 39.43, df = 48 (P = 0.81); I2 =0.0%


Test for overall effect: Z = 0.47 (P = 0.64)


2 Low risk of bias


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 4274 3989 100.0 % 0.98 [ 0.90, 1.07 ]


Total events: 571 (Experimental), 585 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 39.43, df = 48 (P = 0.81); I2 =0.0%


Test for overall effect: Z = 0.47 (P = 0.64)


Test for subgroup differences: Not applicable
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Analysis 28.3. Comparison 28 Parenteral - Serious adverse event maximum follow-up, Outcome 3 Serious


adverse events - by medical speciality.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 28 Parenteral - Serious adverse event maximum follow-up


Outcome: 3 Serious adverse events - by medical speciality


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Cardiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Medical gastroenterology and hepatology


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Fan 1994 5/64 9/60 0.7 % 0.52 [ 0.19, 1.47 ]


Mezey 1991 14/23 16/25 4.1 % 0.95 [ 0.61, 1.48 ]


Naveau 1986 10/20 9/20 1.9 % 1.11 [ 0.58, 2.14 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.5 % 1.51 [ 0.40, 5.69 ]


Subtotal (95% CI) 170 168 7.3 % 0.96 [ 0.69, 1.33 ]


Total events: 34 (Experimental), 38 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.03, df = 4 (P = 0.73); I2 =0.0%


Test for overall effect: Z = 0.26 (P = 0.79)


3 Geriatrics


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Pulmonary disease


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Subtotal (95% CI) 12 13 0.1 % 0.22 [ 0.01, 4.08 ]


Total events: 0 (Experimental), 2 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.02 (P = 0.31)


5 Endocrinology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Heterogeneity: not applicable


Test for overall effect: not applicable


6 Infectious diseases


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


7 Rheumatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


8 Haematology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


9 Nephrology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


10 Gastroenterologic surgery


Bellantone 1988 1/54 10/46 0.2 % 0.09 [ 0.01, 0.64 ]


Brennan 1994 27/60 13/57 2.6 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Chen 2000b 1/10 0/5 0.1 % 1.64 [ 0.08, 34.28 ]


Fan 1989 7/20 6/20 1.0 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Liu 1996b 1/16 2/18 0.2 % 0.56 [ 0.06, 5.63 ]


Müller 1982a 11/66 9/29 1.4 % 0.54 [ 0.25, 1.15 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Müller 1982b 17/46 10/30 2.0 % 1.11 [ 0.59, 2.08 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]


Smith 1988 3/17 6/17 0.5 % 0.50 [ 0.15, 1.68 ]


Thompson 1981 2/12 1/9 0.2 % 1.50 [ 0.16, 14.08 ]


Tong 2006b 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Williford 1991 54/192 57/203 8.0 % 1.00 [ 0.73, 1.37 ]


Woolfson 1989 8/62 8/60 1.0 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 10/215 7/108 0.9 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.3 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.2 % 0.18 [ 0.02, 1.37 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 1175 891 19.5 % 0.91 [ 0.72, 1.16 ]


Total events: 154 (Experimental), 150 (Control)


Heterogeneity: Tau2 = 0.02; Chi2 = 24.86, df = 23 (P = 0.36); I2 =7%


Test for overall effect: Z = 0.73 (P = 0.46)


11 Trauma surgery


Herndon 1987 8/13 8/15 2.0 % 1.15 [ 0.61, 2.19 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Subtotal (95% CI) 21 24 2.1 % 1.22 [ 0.66, 2.25 ]


Total events: 10 (Experimental), 9 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.35, df = 1 (P = 0.55); I2 =0.0%


Test for overall effect: Z = 0.62 (P = 0.53)


12 Ortopaedics


Eneroth 2005 0/40 0/40 Not estimable


Subtotal (95% CI) 40 40 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


13 Plastic, reconstructive, and aesthetic surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


14 Vascular surgery


Fletcher 1986a 0/10 0/5 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Rimbau 1989 1/10 2/10 0.2 % 0.50 [ 0.05, 4.67 ]


Subtotal (95% CI) 20 15 0.2 % 0.50 [ 0.05, 4.67 ]


Total events: 1 (Experimental), 2 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.61 (P = 0.54)


15 Transplant surgery


Lough 1990 4/14 7/15 0.8 % 0.61 [ 0.23, 1.65 ]


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Subtotal (95% CI) 22 25 0.9 % 0.56 [ 0.22, 1.42 ]


Total events: 4 (Experimental), 9 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.36, df = 1 (P = 0.55); I2 =0.0%


Test for overall effect: Z = 1.23 (P = 0.22)


16 Urology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


17 Thoracic surgery


Abel 1976 4/20 3/24 0.4 % 1.60 [ 0.40, 6.32 ]


Subtotal (95% CI) 20 24 0.4 % 1.60 [ 0.40, 6.32 ]


Total events: 4 (Experimental), 3 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.67 (P = 0.50)


18 Neurological surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


19 Oro-maxillo-facial surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


20 Anaesthesiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


21 Emergency medicine
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Bauer 2000 24/60 24/60 4.2 % 1.00 [ 0.65, 1.55 ]


Casaer 2011 255/2312 257/2328 29.9 % 1.00 [ 0.85, 1.18 ]


Heidegger 2013 20/153 28/152 2.9 % 0.71 [ 0.42, 1.20 ]


Jauch 1995a 2/17 2/5 0.3 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.2 % 0.59 [ 0.07, 5.22 ]


Stein 2002 12/40 10/40 1.6 % 1.20 [ 0.59, 2.45 ]


Subtotal (95% CI) 2608 2600 39.0 % 0.97 [ 0.84, 1.12 ]


Total events: 316 (Experimental), 324 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 4.19, df = 6 (P = 0.65); I2 =0.0%


Test for overall effect: Z = 0.44 (P = 0.66)


22 Psychiatry


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


23 Neurology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


24 Oncology


Doglietto 1990 2/13 3/9 0.3 % 0.46 [ 0.10, 2.23 ]


Holter 1977 4/30 5/26 0.5 % 0.69 [ 0.21, 2.31 ]


Popp 1981 7/21 6/21 1.0 % 1.17 [ 0.47, 2.89 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Samuels 1981 7/18 2/15 0.4 % 2.92 [ 0.71, 12.00 ]


Valdivieso 1987 27/30 31/35 28.1 % 1.02 [ 0.86, 1.20 ]


Subtotal (95% CI) 186 189 30.4 % 1.02 [ 0.87, 1.20 ]


Total events: 48 (Experimental), 48 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 3.69, df = 5 (P = 0.60); I2 =0.0%


Test for overall effect: Z = 0.23 (P = 0.82)


25 Dermatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


26 Gynaecology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


27 Mixed


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 4274 3989 100.0 % 0.98 [ 0.90, 1.07 ]


Total events: 571 (Experimental), 585 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 39.43, df = 48 (P = 0.81); I2 =0.0%


Test for overall effect: Z = 0.47 (P = 0.64)


Test for subgroup differences: Chi2 = 4.31, df = 8 (P = 0.83), I2 =0.0%
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Analysis 28.4. Comparison 28 Parenteral - Serious adverse event maximum follow-up, Outcome 4 Serious


adverse events - based on adequacy of the amount of calories.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 28 Parenteral - Serious adverse event maximum follow-up


Outcome: 4 Serious adverse events - based on adequacy of the amount of calories


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Clearly adequate in intervention and clearly inadequate in control


Casaer 2011 255/2312 257/2328 29.9 % 1.00 [ 0.85, 1.18 ]


Chen 2000b 1/10 0/5 0.1 % 1.64 [ 0.08, 34.28 ]


Eneroth 2005 0/40 0/40 Not estimable


Heidegger 2013 20/153 28/152 2.9 % 0.71 [ 0.42, 1.20 ]


Lough 1990 4/14 7/15 0.8 % 0.61 [ 0.23, 1.65 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Valdivieso 1987 27/30 31/35 28.1 % 1.02 [ 0.86, 1.20 ]


Woolfson 1989 8/62 8/60 1.0 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 10/215 7/108 0.9 % 0.72 [ 0.28, 1.83 ]


Subtotal (95% CI) 2910 2826 63.7 % 0.98 [ 0.88, 1.10 ]


Total events: 326 (Experimental), 339 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 3.19, df = 7 (P = 0.87); I2 =0.0%


Test for overall effect: Z = 0.34 (P = 0.73)


2 Inadequate in the experimental or adequate in the control


Herndon 1987 8/13 8/15 2.0 % 1.15 [ 0.61, 2.19 ]


Naveau 1986 10/20 9/20 1.9 % 1.11 [ 0.58, 2.14 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Stein 2002 12/40 10/40 1.6 % 1.20 [ 0.59, 2.45 ]


Subtotal (95% CI) 81 84 5.5 % 1.17 [ 0.80, 1.72 ]


Total events: 32 (Experimental), 28 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.38, df = 3 (P = 0.95); I2 =0.0%


Test for overall effect: Z = 0.83 (P = 0.40)


3 Experimental group is overfed


Fan 1989 7/20 6/20 1.0 % 1.17 [ 0.48, 2.86 ]


Holter 1977 4/30 5/26 0.5 % 0.69 [ 0.21, 2.31 ]


Jin 1999a 0/23 0/23 Not estimable


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


1230Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Williford 1991 54/192 57/203 8.0 % 1.00 [ 0.73, 1.37 ]


Subtotal (95% CI) 288 295 9.6 % 0.99 [ 0.74, 1.32 ]


Total events: 65 (Experimental), 69 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.93, df = 3 (P = 0.82); I2 =0.0%


Test for overall effect: Z = 0.09 (P = 0.93)


4 Unclear intake in control or experimental


Abel 1976 4/20 3/24 0.4 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Bauer 2000 24/60 24/60 4.2 % 1.00 [ 0.65, 1.55 ]


Bellantone 1988 1/54 10/46 0.2 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 27/60 13/57 2.6 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Doglietto 1990 2/13 3/9 0.3 % 0.46 [ 0.10, 2.23 ]


Fan 1994 5/64 9/60 0.7 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Jauch 1995a 2/17 2/5 0.3 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.2 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 2/18 0.2 % 0.56 [ 0.06, 5.63 ]


Mezey 1991 14/23 16/25 4.1 % 0.95 [ 0.61, 1.48 ]


Müller 1982a 11/66 9/29 1.4 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 2.0 % 1.11 [ 0.59, 2.08 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]


Popp 1981 7/21 6/21 1.0 % 1.17 [ 0.47, 2.89 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Rimbau 1989 1/10 2/10 0.2 % 0.50 [ 0.05, 4.67 ]


Samuels 1981 7/18 2/15 0.4 % 2.92 [ 0.71, 12.00 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.5 % 1.51 [ 0.40, 5.69 ]


Smith 1988 3/17 6/17 0.5 % 0.50 [ 0.15, 1.68 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Thompson 1981 2/12 1/9 0.2 % 1.50 [ 0.16, 14.08 ]


Tong 2006b 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Xu 1998a 2/16 3/16 0.3 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.2 % 0.18 [ 0.02, 1.37 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 995 784 21.1 % 0.90 [ 0.73, 1.11 ]


Total events: 148 (Experimental), 149 (Control)


Heterogeneity: Tau2 = 0.02; Chi2 = 33.93, df = 32 (P = 0.37); I2 =6%


Test for overall effect: Z = 0.97 (P = 0.33)


Total (95% CI) 4274 3989 100.0 % 0.98 [ 0.90, 1.07 ]


Total events: 571 (Experimental), 585 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 39.43, df = 48 (P = 0.81); I2 =0.0%


Test for overall effect: Z = 0.47 (P = 0.64)


Test for subgroup differences: Chi2 = 1.49, df = 3 (P = 0.68), I2 =0.0%
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Analysis 28.5. Comparison 28 Parenteral - Serious adverse event maximum follow-up, Outcome 5 Serious


adverse events - different screening tools.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 28 Parenteral - Serious adverse event maximum follow-up


Outcome: 5 Serious adverse events - different screening tools


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 NRS 2002


Casaer 2011 255/2312 257/2328 29.9 % 1.00 [ 0.85, 1.18 ]


Subtotal (95% CI) 2312 2328 29.9 % 1.00 [ 0.85, 1.18 ]


Total events: 255 (Experimental), 257 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.01 (P = 0.99)


2 MUST


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 MNA


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 SGA


Wu 2007b 10/215 7/108 0.9 % 0.72 [ 0.28, 1.83 ]


Subtotal (95% CI) 215 108 0.9 % 0.72 [ 0.28, 1.83 ]


Total events: 10 (Experimental), 7 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.69 (P = 0.49)


5 Other means


Abel 1976 4/20 3/24 0.4 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Bauer 2000 24/60 24/60 4.2 % 1.00 [ 0.65, 1.55 ]


Bellantone 1988 1/54 10/46 0.2 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 27/60 13/57 2.6 % 1.97 [ 1.13, 3.43 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Capell 1990 0/15 0/12 Not estimable


Chen 2000b 1/10 0/5 0.1 % 1.64 [ 0.08, 34.28 ]


Doglietto 1990 2/13 3/9 0.3 % 0.46 [ 0.10, 2.23 ]


Eneroth 2005 0/40 0/40 Not estimable


Fan 1989 7/20 6/20 1.0 % 1.17 [ 0.48, 2.86 ]


Fan 1994 5/64 9/60 0.7 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 20/153 28/152 2.9 % 0.71 [ 0.42, 1.20 ]


Herndon 1987 8/13 8/15 2.0 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Holter 1977 4/30 5/26 0.5 % 0.69 [ 0.21, 2.31 ]


Jauch 1995a 2/17 2/5 0.3 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.2 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Liu 1996b 1/16 2/18 0.2 % 0.56 [ 0.06, 5.63 ]


Lough 1990 4/14 7/15 0.8 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 14/23 16/25 4.1 % 0.95 [ 0.61, 1.48 ]


Müller 1982a 11/66 9/29 1.4 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 2.0 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 10/20 9/20 1.9 % 1.11 [ 0.58, 2.14 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]


Popp 1981 7/21 6/21 1.0 % 1.17 [ 0.47, 2.89 ]


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Rimbau 1989 1/10 2/10 0.2 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 0.4 % 2.92 [ 0.71, 12.00 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.5 % 1.51 [ 0.40, 5.69 ]


Smith 1988 3/17 6/17 0.5 % 0.50 [ 0.15, 1.68 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Stein 2002 12/40 10/40 1.6 % 1.20 [ 0.59, 2.45 ]


Thompson 1981 2/12 1/9 0.2 % 1.50 [ 0.16, 14.08 ]


Tong 2006b 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 27/30 31/35 28.1 % 1.02 [ 0.86, 1.20 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Williford 1991 54/192 57/203 8.0 % 1.00 [ 0.73, 1.37 ]


Woolfson 1989 8/62 8/60 1.0 % 0.97 [ 0.39, 2.41 ]


Xu 1998a 2/16 3/16 0.3 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.2 % 0.18 [ 0.02, 1.37 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 1747 1553 69.2 % 0.97 [ 0.88, 1.08 ]


Total events: 306 (Experimental), 321 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 40.00, df = 46 (P = 0.72); I2 =0.0%


Test for overall effect: Z = 0.47 (P = 0.64)


Total (95% CI) 4274 3989 100.0 % 0.98 [ 0.90, 1.07 ]


Total events: 571 (Experimental), 585 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 39.43, df = 48 (P = 0.81); I2 =0.0%


Test for overall effect: Z = 0.47 (P = 0.64)


Test for subgroup differences: Chi2 = 0.49, df = 2 (P = 0.78), I2 =0.0%
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Analysis 28.6. Comparison 28 Parenteral - Serious adverse event maximum follow-up, Outcome 6 Serious


adverse events - participants characterised as ’at nutritional risk’ due to one of the following conditions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 28 Parenteral - Serious adverse event maximum follow-up


Outcome: 6 Serious adverse events - participants characterised as ’at nutritional risk’ due to one of the following conditions


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Major surgery


Abel 1976 4/20 3/24 0.4 % 1.60 [ 0.40, 6.32 ]


Bellantone 1988 1/54 10/46 0.2 % 0.09 [ 0.01, 0.64 ]


Brennan 1994 27/60 13/57 2.6 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Chen 2000b 1/10 0/5 0.1 % 1.64 [ 0.08, 34.28 ]


Fan 1989 7/20 6/20 1.0 % 1.17 [ 0.48, 2.86 ]


Fan 1994 5/64 9/60 0.7 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Holter 1977 4/30 5/26 0.5 % 0.69 [ 0.21, 2.31 ]


Jauch 1995a 2/17 2/5 0.3 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.2 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Lough 1990 4/14 7/15 0.8 % 0.61 [ 0.23, 1.65 ]


Müller 1982a 11/66 9/29 1.4 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 2.0 % 1.11 [ 0.59, 2.08 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Rimbau 1989 1/10 2/10 0.2 % 0.50 [ 0.05, 4.67 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Smith 1988 3/17 6/17 0.5 % 0.50 [ 0.15, 1.68 ]


Thompson 1981 2/12 1/9 0.2 % 1.50 [ 0.16, 14.08 ]


Tong 2006b 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Williford 1991 54/192 57/203 8.0 % 1.00 [ 0.73, 1.37 ]


Woolfson 1989 8/62 8/60 1.0 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 10/215 7/108 0.9 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.3 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.2 % 0.18 [ 0.02, 1.37 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 1377 1070 22.6 % 0.90 [ 0.75, 1.09 ]


Total events: 176 (Experimental), 179 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 29.92, df = 30 (P = 0.47); I2 =0.0%


Test for overall effect: Z = 1.08 (P = 0.28)


2 Stroke


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 ICU participants including trauma


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Bauer 2000 24/60 24/60 4.2 % 1.00 [ 0.65, 1.55 ]


Casaer 2011 255/2312 257/2328 29.9 % 1.00 [ 0.85, 1.18 ]


Heidegger 2013 20/153 28/152 2.9 % 0.71 [ 0.42, 1.20 ]


Herndon 1987 8/13 8/15 2.0 % 1.15 [ 0.61, 2.19 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Stein 2002 12/40 10/40 1.6 % 1.20 [ 0.59, 2.45 ]


Subtotal (95% CI) 2595 2614 40.7 % 0.99 [ 0.86, 1.14 ]


Total events: 322 (Experimental), 330 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.84, df = 6 (P = 0.83); I2 =0.0%


Test for overall effect: Z = 0.14 (P = 0.89)


4 Frail elderly participants with less severe conditions known to increase protein requirements


Eneroth 2005 0/40 0/40 Not estimable


Liu 1996b 1/16 2/18 0.2 % 0.56 [ 0.06, 5.63 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Subtotal (95% CI) 56 58 0.2 % 0.56 [ 0.06, 5.63 ]


Total events: 1 (Experimental), 2 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.49 (P = 0.62)


5 Participants do not fall into one of the categories above


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Doglietto 1990 2/13 3/9 0.3 % 0.46 [ 0.10, 2.23 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Mezey 1991 14/23 16/25 4.1 % 0.95 [ 0.61, 1.48 ]


Naveau 1986 10/20 9/20 1.9 % 1.11 [ 0.58, 2.14 ]


Popp 1981 7/21 6/21 1.0 % 1.17 [ 0.47, 2.89 ]


Samuels 1981 7/18 2/15 0.4 % 2.92 [ 0.71, 12.00 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.5 % 1.51 [ 0.40, 5.69 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Valdivieso 1987 27/30 31/35 28.1 % 1.02 [ 0.86, 1.20 ]


Subtotal (95% CI) 246 247 36.5 % 1.02 [ 0.88, 1.18 ]


Total events: 72 (Experimental), 74 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 5.28, df = 9 (P = 0.81); I2 =0.0%


Test for overall effect: Z = 0.26 (P = 0.80)


Total (95% CI) 4274 3989 100.0 % 0.98 [ 0.90, 1.07 ]


Total events: 571 (Experimental), 585 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 39.43, df = 48 (P = 0.81); I2 =0.0%


Test for overall effect: Z = 0.47 (P = 0.64)


Test for subgroup differences: Chi2 = 1.28, df = 3 (P = 0.73), I2 =0.0%
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Analysis 28.7. Comparison 28 Parenteral - Serious adverse event maximum follow-up, Outcome 7 Serious


adverse events - participants characterised as ’at nutritional risk’ due to one of the following criteria.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 28 Parenteral - Serious adverse event maximum follow-up


Outcome: 7 Serious adverse events - participants characterised as ’at nutritional risk’ due to one of the following criteria


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 BMI less than 20.5 kg/m2


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Weight loss of at least 5% during the last three months


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 Weight loss of at least 10% during the last six months


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Subtotal (95% CI) 46 46 0.1 % 0.33 [ 0.01, 7.78 ]


Total events: 0 (Experimental), 1 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.68 (P = 0.49)


4 Insufficient food intake during the last week (50% of requirements or less)


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Participants characterised as ’at nutritional risk’ by other means


Abel 1976 4/20 3/24 0.4 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Bauer 2000 24/60 24/60 4.2 % 1.00 [ 0.65, 1.55 ]


Bellantone 1988 1/54 10/46 0.2 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 27/60 13/57 2.6 % 1.97 [ 1.13, 3.43 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 255/2312 257/2328 29.9 % 1.00 [ 0.85, 1.18 ]


Chen 2000b 1/10 0/5 0.1 % 1.64 [ 0.08, 34.28 ]


Doglietto 1990 2/13 3/9 0.3 % 0.46 [ 0.10, 2.23 ]


Eneroth 2005 0/40 0/40 Not estimable


Fan 1989 7/20 6/20 1.0 % 1.17 [ 0.48, 2.86 ]


Fan 1994 5/64 9/60 0.7 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 20/153 28/152 2.9 % 0.71 [ 0.42, 1.20 ]


Herndon 1987 8/13 8/15 2.0 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Holter 1977 4/30 5/26 0.5 % 0.69 [ 0.21, 2.31 ]


Jauch 1995a 2/17 2/5 0.3 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.2 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 2/18 0.2 % 0.56 [ 0.06, 5.63 ]


Lough 1990 4/14 7/15 0.8 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 14/23 16/25 4.1 % 0.95 [ 0.61, 1.48 ]


Müller 1982a 11/66 9/29 1.4 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 2.0 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 10/20 9/20 1.9 % 1.11 [ 0.58, 2.14 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]


Popp 1981 7/21 6/21 1.0 % 1.17 [ 0.47, 2.89 ]


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Rimbau 1989 1/10 2/10 0.2 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Samuels 1981 7/18 2/15 0.4 % 2.92 [ 0.71, 12.00 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.5 % 1.51 [ 0.40, 5.69 ]


Smith 1988 3/17 6/17 0.5 % 0.50 [ 0.15, 1.68 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Stein 2002 12/40 10/40 1.6 % 1.20 [ 0.59, 2.45 ]


Thompson 1981 2/12 1/9 0.2 % 1.50 [ 0.16, 14.08 ]


Tong 2006b 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 27/30 31/35 28.1 % 1.02 [ 0.86, 1.20 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Williford 1991 54/192 57/203 8.0 % 1.00 [ 0.73, 1.37 ]


Woolfson 1989 8/62 8/60 1.0 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 10/215 7/108 0.9 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.3 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.2 % 0.18 [ 0.02, 1.37 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 4228 3943 99.9 % 0.98 [ 0.90, 1.07 ]


Total events: 571 (Experimental), 584 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 38.96, df = 47 (P = 0.79); I2 =0.0%


Test for overall effect: Z = 0.45 (P = 0.65)


Total (95% CI) 4274 3989 100.0 % 0.98 [ 0.90, 1.07 ]


Total events: 571 (Experimental), 585 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 39.43, df = 48 (P = 0.81); I2 =0.0%


Test for overall effect: Z = 0.47 (P = 0.64)


Test for subgroup differences: Chi2 = 0.45, df = 1 (P = 0.50), I2 =0.0%
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Analysis 28.8. Comparison 28 Parenteral - Serious adverse event maximum follow-up, Outcome 8 Serious


adverse events - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 28 Parenteral - Serious adverse event maximum follow-up


Outcome: 8 Serious adverse events - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Biomarkers


Chen 2000b 1/10 0/5 0.1 % 1.64 [ 0.08, 34.28 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Liu 1996b 1/16 2/18 0.2 % 0.56 [ 0.06, 5.63 ]


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Subtotal (95% CI) 92 92 0.5 % 0.45 [ 0.13, 1.57 ]


Total events: 2 (Experimental), 7 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.18, df = 4 (P = 0.88); I2 =0.0%


Test for overall effect: Z = 1.26 (P = 0.21)


2 Anthropometric measures


Abel 1976 4/20 3/24 0.4 % 1.60 [ 0.40, 6.32 ]


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Smith 1988 3/17 6/17 0.5 % 0.50 [ 0.15, 1.68 ]


Subtotal (95% CI) 53 84 1.1 % 0.74 [ 0.29, 1.89 ]


Total events: 7 (Experimental), 14 (Control)


Heterogeneity: Tau2 = 0.09; Chi2 = 2.27, df = 2 (P = 0.32); I2 =12%


Test for overall effect: Z = 0.64 (P = 0.52)


3 Both


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Subtotal (95% CI) 60 15 0.3 % 0.66 [ 0.14, 3.07 ]


Total events: 4 (Experimental), 1 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.12, df = 2 (P = 0.94); I2 =0.0%


Test for overall effect: Z = 0.54 (P = 0.59)


4 Characterised by other means


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Bauer 2000 24/60 24/60 4.2 % 1.00 [ 0.65, 1.55 ]


Bellantone 1988 1/54 10/46 0.2 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 27/60 13/57 2.6 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 255/2312 257/2328 29.9 % 1.00 [ 0.85, 1.18 ]


Doglietto 1990 2/13 3/9 0.3 % 0.46 [ 0.10, 2.23 ]


Eneroth 2005 0/40 0/40 Not estimable


Fan 1989 7/20 6/20 1.0 % 1.17 [ 0.48, 2.86 ]


Fan 1994 5/64 9/60 0.7 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 20/153 28/152 2.9 % 0.71 [ 0.42, 1.20 ]


Herndon 1987 8/13 8/15 2.0 % 1.15 [ 0.61, 2.19 ]


Holter 1977 4/30 5/26 0.5 % 0.69 [ 0.21, 2.31 ]


Jauch 1995a 2/17 2/5 0.3 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.2 % 0.59 [ 0.07, 5.22 ]


Lough 1990 4/14 7/15 0.8 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 14/23 16/25 4.1 % 0.95 [ 0.61, 1.48 ]


Müller 1982a 11/66 9/29 1.4 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 2.0 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 10/20 9/20 1.9 % 1.11 [ 0.58, 2.14 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]


Popp 1981 7/21 6/21 1.0 % 1.17 [ 0.47, 2.89 ]


Rimbau 1989 1/10 2/10 0.2 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 0.4 % 2.92 [ 0.71, 12.00 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Simon 1988 4/15 3/17 0.5 % 1.51 [ 0.40, 5.69 ]


Stein 2002 12/40 10/40 1.6 % 1.20 [ 0.59, 2.45 ]


Thompson 1981 2/12 1/9 0.2 % 1.50 [ 0.16, 14.08 ]


Tong 2006b 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 27/30 31/35 28.1 % 1.02 [ 0.86, 1.20 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Williford 1991 54/192 57/203 8.0 % 1.00 [ 0.73, 1.37 ]


Woolfson 1989 8/62 8/60 1.0 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 10/215 7/108 0.9 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.3 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.2 % 0.18 [ 0.02, 1.37 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 4069 3798 98.1 % 0.99 [ 0.90, 1.08 ]


Total events: 558 (Experimental), 563 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 33.48, df = 37 (P = 0.63); I2 =0.0%


Test for overall effect: Z = 0.28 (P = 0.78)


Total (95% CI) 4274 3989 100.0 % 0.98 [ 0.90, 1.07 ]


Total events: 571 (Experimental), 585 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 39.43, df = 48 (P = 0.81); I2 =0.0%


Test for overall effect: Z = 0.47 (P = 0.64)


Test for subgroup differences: Chi2 = 2.15, df = 3 (P = 0.54), I2 =0.0%
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Analysis 28.9. Comparison 28 Parenteral - Serious adverse event maximum follow-up, Outcome 9 Serious


adverse events - randomisation year.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 28 Parenteral - Serious adverse event maximum follow-up


Outcome: 9 Serious adverse events - randomisation year


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Before 1960


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 1960 to 1979


Abel 1976 4/20 3/24 0.4 % 1.60 [ 0.40, 6.32 ]


Holter 1977 4/30 5/26 0.5 % 0.69 [ 0.21, 2.31 ]


Samuels 1981 7/18 2/15 0.4 % 2.92 [ 0.71, 12.00 ]


Thompson 1981 2/12 1/9 0.2 % 1.50 [ 0.16, 14.08 ]


Subtotal (95% CI) 80 74 1.5 % 1.38 [ 0.67, 2.83 ]


Total events: 17 (Experimental), 11 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.38, df = 3 (P = 0.50); I2 =0.0%


Test for overall effect: Z = 0.87 (P = 0.39)


3 1980 to 1999


Bauer 2000 24/60 24/60 4.2 % 1.00 [ 0.65, 1.55 ]


Bellantone 1988 1/54 10/46 0.2 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 27/60 13/57 2.6 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Chen 2000b 1/10 0/5 0.1 % 1.64 [ 0.08, 34.28 ]


Doglietto 1990 2/13 3/9 0.3 % 0.46 [ 0.10, 2.23 ]


Fan 1989 7/20 6/20 1.0 % 1.17 [ 0.48, 2.86 ]


Fan 1994 5/64 9/60 0.7 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Fletcher 1986a 0/10 0/5 Not estimable


Herndon 1987 8/13 8/15 2.0 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Jauch 1995a 2/17 2/5 0.3 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.2 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Liu 1996b 1/16 2/18 0.2 % 0.56 [ 0.06, 5.63 ]


Lough 1990 4/14 7/15 0.8 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 14/23 16/25 4.1 % 0.95 [ 0.61, 1.48 ]


Müller 1982a 11/66 9/29 1.4 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 2.0 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 10/20 9/20 1.9 % 1.11 [ 0.58, 2.14 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]


Popp 1981 7/21 6/21 1.0 % 1.17 [ 0.47, 2.89 ]


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Rimbau 1989 1/10 2/10 0.2 % 0.50 [ 0.05, 4.67 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.5 % 1.51 [ 0.40, 5.69 ]


Smith 1988 3/17 6/17 0.5 % 0.50 [ 0.15, 1.68 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Valdivieso 1987 27/30 31/35 28.1 % 1.02 [ 0.86, 1.20 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Williford 1991 54/192 57/203 8.0 % 1.00 [ 0.73, 1.37 ]


Woolfson 1989 8/62 8/60 1.0 % 0.97 [ 0.39, 2.41 ]


Xu 1998a 2/16 3/16 0.3 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.2 % 0.18 [ 0.02, 1.37 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 1306 1136 62.9 % 0.98 [ 0.88, 1.10 ]


Total events: 255 (Experimental), 267 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 32.21, df = 37 (P = 0.69); I2 =0.0%


Test for overall effect: Z = 0.35 (P = 0.72)


4 After 1999


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Casaer 2011 255/2312 257/2328 29.9 % 1.00 [ 0.85, 1.18 ]


Eneroth 2005 0/40 0/40 Not estimable


Heidegger 2013 20/153 28/152 2.9 % 0.71 [ 0.42, 1.20 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Stein 2002 12/40 10/40 1.6 % 1.20 [ 0.59, 2.45 ]


Tong 2006b 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Wu 2007b 10/215 7/108 0.9 % 0.72 [ 0.28, 1.83 ]


Subtotal (95% CI) 2888 2779 35.5 % 0.96 [ 0.83, 1.12 ]


Total events: 299 (Experimental), 307 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 5.06, df = 6 (P = 0.54); I2 =0.0%


Test for overall effect: Z = 0.49 (P = 0.62)


Total (95% CI) 4274 3989 100.0 % 0.98 [ 0.90, 1.07 ]


Total events: 571 (Experimental), 585 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 39.43, df = 48 (P = 0.81); I2 =0.0%


Test for overall effect: Z = 0.47 (P = 0.64)


Test for subgroup differences: Chi2 = 0.90, df = 2 (P = 0.64), I2 =0.0%
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Analysis 28.10. Comparison 28 Parenteral - Serious adverse event maximum follow-up, Outcome 10


Serious adverse events - trials where the intervention lasts fewer than three days compared with trials where


the intervention lasts three days or more.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 28 Parenteral - Serious adverse event maximum follow-up


Outcome: 10 Serious adverse events - trials where the intervention lasts fewer than three days compared with trials where the intervention lasts three days or more


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Three days or more


Abel 1976 4/20 3/24 0.4 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Bauer 2000 24/60 24/60 4.2 % 1.00 [ 0.65, 1.55 ]


Bellantone 1988 1/54 10/46 0.2 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 27/60 13/57 2.6 % 1.97 [ 1.13, 3.43 ]


Casaer 2011 255/2312 257/2328 29.9 % 1.00 [ 0.85, 1.18 ]


Chen 2000b 1/10 0/5 0.1 % 1.64 [ 0.08, 34.28 ]


Doglietto 1990 2/13 3/9 0.3 % 0.46 [ 0.10, 2.23 ]


Eneroth 2005 0/40 0/40 Not estimable


Fan 1989 7/20 6/20 1.0 % 1.17 [ 0.48, 2.86 ]


Fan 1994 5/64 9/60 0.7 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 20/153 28/152 2.9 % 0.71 [ 0.42, 1.20 ]


Herndon 1987 8/13 8/15 2.0 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Holter 1977 4/30 5/26 0.5 % 0.69 [ 0.21, 2.31 ]


Jauch 1995a 2/17 2/5 0.3 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.2 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


1248Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Liu 1996b 1/16 2/18 0.2 % 0.56 [ 0.06, 5.63 ]


Lough 1990 4/14 7/15 0.8 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 14/23 16/25 4.1 % 0.95 [ 0.61, 1.48 ]


Müller 1982a 11/66 9/29 1.4 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 2.0 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 10/20 9/20 1.9 % 1.11 [ 0.58, 2.14 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]


Popp 1981 7/21 6/21 1.0 % 1.17 [ 0.47, 2.89 ]


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Rimbau 1989 1/10 2/10 0.2 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 0.4 % 2.92 [ 0.71, 12.00 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.5 % 1.51 [ 0.40, 5.69 ]


Smith 1988 3/17 6/17 0.5 % 0.50 [ 0.15, 1.68 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Thompson 1981 2/12 1/9 0.2 % 1.50 [ 0.16, 14.08 ]


Tong 2006a 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 27/30 31/35 28.1 % 1.02 [ 0.86, 1.20 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Williford 1991 54/192 57/203 8.0 % 1.00 [ 0.73, 1.37 ]


Woolfson 1989 8/62 8/60 1.0 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 10/215 7/108 0.9 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.3 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.2 % 0.18 [ 0.02, 1.37 ]


Zheng 2001b 0/40 0/15 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Subtotal (95% CI) 4219 3937 98.4 % 0.98 [ 0.89, 1.07 ]


Total events: 559 (Experimental), 575 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 39.16, df = 47 (P = 0.78); I2 =0.0%


Test for overall effect: Z = 0.53 (P = 0.59)


2 Less than three days


Stein 2002 12/40 10/40 1.6 % 1.20 [ 0.59, 2.45 ]


Subtotal (95% CI) 40 40 1.6 % 1.20 [ 0.59, 2.45 ]


Total events: 12 (Experimental), 10 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.50 (P = 0.62)


3 Unknown


Capell 1990 0/15 0/12 Not estimable


Subtotal (95% CI) 15 12 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 4274 3989 100.0 % 0.98 [ 0.90, 1.07 ]


Total events: 571 (Experimental), 585 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 39.43, df = 48 (P = 0.81); I2 =0.0%


Test for overall effect: Z = 0.47 (P = 0.64)


Test for subgroup differences: Chi2 = 0.32, df = 1 (P = 0.57), I2 =0.0%
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Analysis 28.11. Comparison 28 Parenteral - Serious adverse event maximum follow-up, Outcome 11


Serious adverse events - ’best-worst case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 28 Parenteral - Serious adverse event maximum follow-up


Outcome: 11 Serious adverse events - ’best-worst case’ scenario


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abel 1976 4/20 3/24 1.3 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/10 2/10 0.5 % 0.50 [ 0.05, 4.67 ]


Bauer 2000 24/60 24/60 5.7 % 1.00 [ 0.65, 1.55 ]


Bellantone 1988 1/54 10/46 0.6 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 27/60 13/57 4.6 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 255/2312 257/2328 8.8 % 1.00 [ 0.85, 1.18 ]


Chen 2000b 1/10 0/5 0.3 % 1.64 [ 0.08, 34.28 ]


Doglietto 1990 2/13 10/16 1.3 % 0.25 [ 0.07, 0.93 ]


Eneroth 2005 0/40 0/40 Not estimable


Fan 1989 5/75 24/75 2.5 % 0.21 [ 0.08, 0.52 ]


Fan 1994 7/20 6/20 2.5 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.3 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.5 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 20/153 28/152 4.8 % 0.71 [ 0.42, 1.20 ]


Herndon 1987 8/13 8/15 3.9 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/51 13/51 0.3 % 0.04 [ 0.00, 0.61 ]


Holter 1977 4/30 5/26 1.6 % 0.69 [ 0.21, 2.31 ]


Jauch 1995a 2/17 2/5 0.9 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.5 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.3 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.5 % 0.50 [ 0.06, 4.47 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Jimenez 1995c 1/20 0/5 0.3 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.3 % 0.33 [ 0.01, 7.78 ]


Liu 1996b 1/16 2/18 0.5 % 0.56 [ 0.06, 5.63 ]


Lough 1990 4/14 7/15 2.2 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 14/23 16/25 5.7 % 0.95 [ 0.61, 1.48 ]


Müller 1982a 11/80 20/40 4.0 % 0.28 [ 0.15, 0.52 ]


Müller 1982b 17/55 20/40 5.1 % 0.62 [ 0.37, 1.02 ]


Naveau 1986 10/20 9/20 3.8 % 1.11 [ 0.58, 2.14 ]


Neuvonen 1984 0/9 1/10 0.3 % 0.37 [ 0.02, 8.01 ]


Popp 1981 7/21 6/21 2.5 % 1.17 [ 0.47, 2.89 ]


Reilly 1990 0/8 2/10 0.3 % 0.24 [ 0.01, 4.47 ]


Rimbau 1989 1/10 2/10 0.5 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.3 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.5 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/20 2/15 1.2 % 2.63 [ 0.63, 10.88 ]


Sax 1987 1/29 1/26 0.4 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/16 4/18 1.6 % 1.13 [ 0.34, 3.78 ]


Smith 1988 3/17 6/17 1.6 % 0.50 [ 0.15, 1.68 ]


Song 1993 0/12 2/13 0.3 % 0.22 [ 0.01, 4.08 ]


Stein 2002 12/40 10/40 3.4 % 1.20 [ 0.59, 2.45 ]


Thompson 1981 2/12 1/9 0.5 % 1.50 [ 0.16, 14.08 ]


Tong 2006b 0/45 2/18 0.3 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 27/30 31/35 8.7 % 1.02 [ 0.86, 1.20 ]


Von Meyenfeldt 1992a 2/51 1/25 0.5 % 0.98 [ 0.09, 10.30 ]


Williford 1991 54/231 82/228 7.4 % 0.65 [ 0.49, 0.87 ]


Woolfson 1989 8/62 8/60 2.4 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 10/215 7/108 2.3 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.9 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.6 % 0.18 [ 0.02, 1.37 ]


Zheng 2001b 0/40 0/15 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total (95% CI) 4386 4066 100.0 % 0.80 [ 0.68, 0.94 ]


Total events: 571 (Experimental), 662 (Control)


Heterogeneity: Tau2 = 0.07; Chi2 = 78.45, df = 48 (P = 0.004); I2 =39%


Test for overall effect: Z = 2.69 (P = 0.0071)


Test for subgroup differences: Not applicable
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Analysis 28.12. Comparison 28 Parenteral - Serious adverse event maximum follow-up, Outcome 12


Serious adverse events - ’worst-best case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 28 Parenteral - Serious adverse event maximum follow-up


Outcome: 12 Serious adverse events - ’worst-best case’ scenario


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abel 1976 4/20 3/24 1.1 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 2/10 2/10 0.7 % 1.00 [ 0.17, 5.77 ]


Bauer 2000 24/60 24/60 5.8 % 1.00 [ 0.65, 1.55 ]


Bellantone 1988 1/54 10/46 0.5 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 27/60 13/57 4.5 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 255/2312 257/2328 10.2 % 1.00 [ 0.85, 1.18 ]


Chen 2000b 1/10 0/5 0.2 % 1.64 [ 0.08, 34.28 ]


Doglietto 1990 2/13 3/16 0.8 % 0.82 [ 0.16, 4.20 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Eneroth 2005 0/40 0/40 Not estimable


Fan 1989 16/75 9/75 3.0 % 1.78 [ 0.84, 3.77 ]


Fan 1994 7/20 6/20 2.2 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.3 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.4 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 20/153 28/152 4.8 % 0.71 [ 0.42, 1.20 ]


Herndon 1987 8/13 8/15 3.7 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 35/51 5/51 2.4 % 7.00 [ 2.98, 16.42 ]


Holter 1977 4/30 5/26 1.4 % 0.69 [ 0.21, 2.31 ]


Jauch 1995a 2/17 2/5 0.7 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.5 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.4 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.2 % 0.33 [ 0.01, 7.78 ]


Liu 1996b 1/16 2/18 0.4 % 0.56 [ 0.06, 5.63 ]


Lough 1990 4/14 7/15 1.9 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 14/23 16/25 5.8 % 0.95 [ 0.61, 1.48 ]


Müller 1982a 25/80 9/40 3.6 % 1.39 [ 0.72, 2.69 ]


Müller 1982b 26/55 10/40 4.0 % 1.89 [ 1.03, 3.46 ]


Naveau 1986 10/20 9/20 3.6 % 1.11 [ 0.58, 2.14 ]


Neuvonen 1984 0/9 1/10 0.2 % 0.37 [ 0.02, 8.01 ]


Popp 1981 7/21 6/21 2.2 % 1.17 [ 0.47, 2.89 ]


Reilly 1990 0/8 2/10 0.3 % 0.24 [ 0.01, 4.47 ]


Rimbau 1989 1/10 2/10 0.4 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.3 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.4 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 9/20 2/15 1.1 % 3.38 [ 0.85, 13.39 ]


Sax 1987 1/29 1/26 0.3 % 0.90 [ 0.06, 13.62 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Simon 1988 5/16 3/18 1.3 % 1.88 [ 0.53, 6.63 ]


Smith 1988 3/17 6/17 1.3 % 0.50 [ 0.15, 1.68 ]


Song 1993 0/12 2/13 0.3 % 0.22 [ 0.01, 4.08 ]


Stein 2002 12/40 10/40 3.2 % 1.20 [ 0.59, 2.45 ]


Thompson 1981 2/12 1/9 0.4 % 1.50 [ 0.16, 14.08 ]


Tong 2006b 0/45 2/18 0.2 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 27/30 31/35 10.1 % 1.02 [ 0.86, 1.20 ]


Von Meyenfeldt 1992a 2/51 1/25 0.4 % 0.98 [ 0.09, 10.30 ]


Williford 1991 93/231 57/228 8.4 % 1.61 [ 1.22, 2.12 ]


Woolfson 1989 8/62 8/60 2.2 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 10/215 7/108 2.1 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.8 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.5 % 0.18 [ 0.02, 1.37 ]


Zheng 2001b 0/40 0/15 Not estimable


Total (95% CI) 4386 4066 100.0 % 1.12 [ 0.96, 1.30 ]


Total events: 683 (Experimental), 585 (Control)


Heterogeneity: Tau2 = 0.05; Chi2 = 69.06, df = 48 (P = 0.02); I2 =30%


Test for overall effect: Z = 1.48 (P = 0.14)


Test for subgroup differences: Not applicable
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Analysis 28.13. Comparison 28 Parenteral - Serious adverse event maximum follow-up, Outcome 13


Serious adverse events co-interventions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 28 Parenteral - Serious adverse event maximum follow-up


Outcome: 13 Serious adverse events co-interventions


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


1 Received nutrition support as co-intervention


Abrishami 2010 1/9 2/10 0.3 % 0.56 [ 0.06, 5.14 ]


Bauer 2000 24/60 24/60 4.0 % 1.00 [ 0.65, 1.55 ]


Casaer 2011 255/2312 257/2328 43.0 % 1.00 [ 0.85, 1.18 ]


Heidegger 2013 20/153 28/152 4.7 % 0.71 [ 0.42, 1.20 ]


Mezey 1991 14/23 16/25 2.6 % 0.95 [ 0.61, 1.48 ]


Simon 1988 4/15 3/17 0.5 % 1.51 [ 0.40, 5.69 ]


Subtotal (95% CI) 2572 2592 55.1 % 0.97 [ 0.85, 1.12 ]


Total events: 318 (Experimental), 330 (Control)


Heterogeneity: Chi2 = 2.17, df = 5 (P = 0.83); I2 =0.0%


Test for overall effect: Z = 0.37 (P = 0.71)


2 did not receive nutrition support as co-intervention


Abel 1976 4/20 3/24 0.5 % 1.60 [ 0.40, 6.32 ]


Bellantone 1988 1/54 10/46 1.8 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 27/60 13/57 2.2 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Chen 2000b 1/10 0/5 0.1 % 1.64 [ 0.08, 34.28 ]


Doglietto 1990 2/13 3/9 0.6 % 0.46 [ 0.10, 2.23 ]


Eneroth 2005 0/40 0/40 Not estimable


Fan 1989 5/64 9/60 1.6 % 0.52 [ 0.19, 1.47 ]


Fan 1994 7/20 6/20 1.0 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.2 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.2 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Herndon 1987 8/13 8/15 1.2 % 1.15 [ 0.61, 2.19 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Hoffmann 1988 0/16 5/43 0.5 % 0.24 [ 0.01, 4.03 ]


Holter 1977 4/30 5/26 0.9 % 0.69 [ 0.21, 2.31 ]


Jauch 1995a 2/17 2/5 0.5 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.3 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.3 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.3 % 0.33 [ 0.01, 7.78 ]


Liu 1996b 1/16 2/18 0.3 % 0.56 [ 0.06, 5.63 ]


Lough 1990 4/14 7/15 1.1 % 0.61 [ 0.23, 1.65 ]


Müller 1982a 11/66 9/29 2.1 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 2.0 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 10/20 9/20 1.5 % 1.11 [ 0.58, 2.14 ]


Neuvonen 1984 0/9 1/10 0.2 % 0.37 [ 0.02, 8.01 ]


Popp 1981 7/21 6/21 1.0 % 1.17 [ 0.47, 2.89 ]


Reilly 1990 0/8 2/10 0.4 % 0.24 [ 0.01, 4.47 ]


Rimbau 1989 1/10 2/10 0.3 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.2 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 0.4 % 2.92 [ 0.71, 12.00 ]


Sax 1987 1/29 1/26 0.2 % 0.90 [ 0.06, 13.62 ]


Smith 1988 3/17 6/17 1.0 % 0.50 [ 0.15, 1.68 ]


Song 1993 0/12 2/13 0.4 % 0.22 [ 0.01, 4.08 ]


Thompson 1981 2/12 1/9 0.2 % 1.50 [ 0.16, 14.08 ]


Tong 2006b 0/45 2/18 0.6 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 27/30 31/35 4.8 % 1.02 [ 0.86, 1.20 ]


Von Meyenfeldt 1992a 2/51 1/25 0.2 % 0.98 [ 0.09, 10.30 ]


Williford 1991 54/192 57/203 9.3 % 1.00 [ 0.73, 1.37 ]


Woolfson 1989 8/62 8/60 1.4 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 10/215 7/108 1.6 % 0.72 [ 0.28, 1.83 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Xu 1998a 2/16 3/16 0.5 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.9 % 0.18 [ 0.02, 1.37 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 1662 1357 43.2 % 0.90 [ 0.77, 1.04 ]


Total events: 241 (Experimental), 245 (Control)


Heterogeneity: Chi2 = 38.43, df = 41 (P = 0.59); I2 =0.0%


Test for overall effect: Z = 1.49 (P = 0.14)


3 delayed versus early nutrition support


Stein 2002 12/40 10/40 1.7 % 1.20 [ 0.59, 2.45 ]


Subtotal (95% CI) 40 40 1.7 % 1.20 [ 0.59, 2.45 ]


Total events: 12 (Experimental), 10 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.50 (P = 0.62)


Total (95% CI) 4274 3989 100.0 % 0.94 [ 0.85, 1.04 ]


Total events: 571 (Experimental), 585 (Control)


Heterogeneity: Chi2 = 39.43, df = 48 (P = 0.81); I2 =0.0%


Test for overall effect: Z = 1.13 (P = 0.26)


Test for subgroup differences: Chi2 = 1.13, df = 2 (P = 0.57), I2 =0.0%
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Analysis 29.1. Comparison 29 Morbidity - end of intervention, Outcome 1 Morbidity - overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 29 Morbidity - end of intervention


Outcome: 1 Morbidity - overall


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Fan 1994 22/64 33/60 100.0 % 0.63 [ 0.42, 0.94 ]


Total (95% CI) 64 60 100.0 % 0.63 [ 0.42, 0.94 ]


Total events: 22 (Experimental), 33 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 2.25 (P = 0.024)


Test for subgroup differences: Not applicable
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Analysis 30.1. Comparison 30 Morbidity - maximum follow-up, Outcome 1 Morbidity - overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 30 Morbidity - maximum follow-up


Outcome: 1 Morbidity - overall


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Barlow 2011 21/57 29/64 47.0 % 0.81 [ 0.53, 1.25 ]


Fan 1994 22/64 33/60 53.0 % 0.63 [ 0.42, 0.94 ]


Total (95% CI) 121 124 100.0 % 0.71 [ 0.53, 0.95 ]


Total events: 43 (Experimental), 62 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.75, df = 1 (P = 0.39); I2 =0.0%


Test for overall effect: Z = 2.28 (P = 0.022)


Test for subgroup differences: Not applicable
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Analysis 31.1. Comparison 31 BMI - end of intervention, Outcome 1 BMI - overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 31 BMI - end of intervention


Outcome: 1 BMI - overall


Study or subgroup Control Experimental
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Aquilani 2008 24 24.6 (2.9) 24 23.6 (4.4) 0.9 % 1.00 [ -1.11, 3.11 ]


Carver 1995 23 19.2 (0) 23 18.1 (0) Not estimable


De Sousa 2012 20 20.1 (2.7) 15 19.5 (1.4) 2.1 % 0.60 [ -0.78, 1.98 ]


F rli 2001 18 18.3 (1.7) 19 17 (2.2) 2.4 % 1.30 [ 0.04, 2.56 ]


Keele 1997 38 22.8 (3.8) 39 23.6 (4.5) 1.1 % -0.80 [ -2.66, 1.06 ]


Ledinghen 1997 12 27.6 (3.9) 10 24.3 (3.3) 0.4 % 3.30 [ 0.29, 6.31 ]


Lidder 2013a 32 25.37 (6.04) 30 25.43 (4.45) 0.6 % -0.06 [ -2.69, 2.57 ]


Lidder 2013b 27 25.12 (4.06) 31 24.29 (6.44) 0.5 % 0.83 [ -1.91, 3.57 ]


Neelemaat 2012 73 22.1 (4.5) 73 21 (3.7) 2.2 % 1.10 [ -0.24, 2.44 ]


Page 2002 20 23.9 (3.9) 20 23.8 (6.6) 0.3 % 0.10 [ -3.26, 3.46 ]


Ren 2015 60 23.32 (1.47) 60 22.65 (1.73) 11.8 % 0.67 [ 0.10, 1.24 ]


Starke 2011 66 24.6 (4.9) 66 23.6 (4.9) 1.4 % 1.00 [ -0.67, 2.67 ]


Vicic 2013 32 20.4 (3.3) 32 20 (3.3) 1.5 % 0.40 [ -1.22, 2.02 ]


Wei 2013 42 19 (2.31) 37 17.88 (3.31) 2.4 % 1.12 [ -0.15, 2.39 ]


Zhu 2002a 24 -1.77 (0.38) 18 -2.27 (0.38) 72.3 % 0.50 [ 0.27, 0.73 ]


Total (95% CI) 511 497 100.0 % 0.57 [ 0.38, 0.77 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 9.10, df = 13 (P = 0.77); I2 =0.0%


Test for overall effect: Z = 5.70 (P < 0.00001)


Test for subgroup differences: Not applicable
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Analysis 31.2. Comparison 31 BMI - end of intervention, Outcome 2 BMI - bias.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 31 BMI - end of intervention


Outcome: 2 BMI - bias


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 High risk of bias


Aquilani 2008 24 24.6 (2.9) 24 23.6 (4.4) 0.9 % 1.00 [ -1.11, 3.11 ]


Carver 1995 23 19.2 (0) 23 18.1 (0) Not estimable


De Sousa 2012 20 20.1 (2.7) 15 19.5 (1.4) 2.1 % 0.60 [ -0.78, 1.98 ]


F rli 2001 18 18.3 (1.7) 19 17 (2.2) 2.4 % 1.30 [ 0.04, 2.56 ]


Keele 1997 38 22.8 (3.8) 39 23.6 (4.5) 1.1 % -0.80 [ -2.66, 1.06 ]


Ledinghen 1997 12 27.6 (3.9) 10 24.3 (3.3) 0.4 % 3.30 [ 0.29, 6.31 ]


Lidder 2013a 32 25.37 (6.04) 30 25.43 (4.45) 0.6 % -0.06 [ -2.69, 2.57 ]


Lidder 2013b 27 25.12 (4.06) 31 24.29 (6.44) 0.5 % 0.83 [ -1.91, 3.57 ]


Neelemaat 2012 73 22.1 (4.5) 73 21 (3.7) 2.2 % 1.10 [ -0.24, 2.44 ]


Page 2002 20 23.9 (3.9) 20 23.8 (6.6) 0.3 % 0.10 [ -3.26, 3.46 ]


Ren 2015 60 23.32 (1.47) 60 22.65 (1.73) 11.8 % 0.67 [ 0.10, 1.24 ]


Starke 2011 66 24.6 (4.9) 66 23.6 (4.9) 1.4 % 1.00 [ -0.67, 2.67 ]


Vicic 2013 32 20.4 (3.3) 32 20 (3.3) 1.5 % 0.40 [ -1.22, 2.02 ]


Wei 2013 42 19 (2.31) 37 17.88 (3.31) 2.4 % 1.12 [ -0.15, 2.39 ]


Zhu 2002a 24 -1.77 (0.38) 18 -2.27 (0.38) 72.3 % 0.50 [ 0.27, 0.73 ]


Subtotal (95% CI) 511 497 100.0 % 0.57 [ 0.38, 0.77 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 9.10, df = 13 (P = 0.77); I2 =0.0%


Test for overall effect: Z = 5.70 (P < 0.00001)


2 Low risk of bias


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 511 497 100.0 % 0.57 [ 0.38, 0.77 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 9.10, df = 13 (P = 0.77); I2 =0.0%


Test for overall effect: Z = 5.70 (P < 0.00001)


Test for subgroup differences: Not applicable


-100 -50 0 50 100


Favours control Favours nutrition support


1261Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Analysis 31.3. Comparison 31 BMI - end of intervention, Outcome 3 BMI - mode of administration.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 31 BMI - end of intervention


Outcome: 3 BMI - mode of administration


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 General nutrition support


Starke 2011 66 24.6 (4.9) 66 23.6 (4.9) 1.4 % 1.00 [ -0.67, 2.67 ]


Subtotal (95% CI) 66 66 1.4 % 1.00 [ -0.67, 2.67 ]


Heterogeneity: not applicable


Test for overall effect: Z = 1.17 (P = 0.24)


2 Fortified nutrition


Neelemaat 2012 73 22.1 (4.5) 73 21 (3.7) 2.2 % 1.10 [ -0.24, 2.44 ]


Subtotal (95% CI) 73 73 2.2 % 1.10 [ -0.24, 2.44 ]


Heterogeneity: not applicable


Test for overall effect: Z = 1.61 (P = 0.11)


3 Oral nutrition support


Aquilani 2008 24 24.6 (2.9) 24 23.6 (4.4) 0.9 % 1.00 [ -1.11, 3.11 ]


Carver 1995 23 19.2 (0) 23 18.1 (0) Not estimable


De Sousa 2012 20 20.1 (2.7) 15 19.5 (1.4) 2.1 % 0.60 [ -0.78, 1.98 ]


F rli 2001 18 18.3 (1.7) 19 17 (2.2) 2.4 % 1.30 [ 0.04, 2.56 ]


Keele 1997 38 22.8 (3.8) 39 23.6 (4.5) 1.1 % -0.80 [ -2.66, 1.06 ]


Lidder 2013a 32 25.37 (6.04) 30 25.43 (4.45) 0.6 % -0.06 [ -2.69, 2.57 ]


Lidder 2013b 27 25.12 (4.06) 31 24.29 (6.44) 0.5 % 0.83 [ -1.91, 3.57 ]


Subtotal (95% CI) 182 181 7.6 % 0.63 [ -0.09, 1.35 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 3.76, df = 5 (P = 0.58); I2 =0.0%


Test for overall effect: Z = 1.72 (P = 0.085)


4 Enteral nutrition


Ledinghen 1997 12 27.6 (3.9) 10 24.3 (3.3) 0.4 % 3.30 [ 0.29, 6.31 ]


Page 2002 20 23.9 (3.9) 20 23.8 (6.6) 0.3 % 0.10 [ -3.26, 3.46 ]


Ren 2015 60 23.32 (1.47) 60 22.65 (1.73) 11.8 % 0.67 [ 0.10, 1.24 ]


Vicic 2013 32 20.4 (3.3) 32 20 (3.3) 1.5 % 0.40 [ -1.22, 2.02 ]


Zhu 2002a 24 -1.77 (0.38) 18 -2.27 (0.38) 72.3 % 0.50 [ 0.27, 0.73 ]


Subtotal (95% CI) 148 140 86.4 % 0.53 [ 0.32, 0.75 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 3.63, df = 4 (P = 0.46); I2 =0.0%


-100 -50 0 50 100


Favours control Favours nutrition support


(Continued . . . )


1262Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Test for overall effect: Z = 4.93 (P < 0.00001)


5 Parenteral nutrition


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


6 Mixed nutrition support


Wei 2013 42 19 (2.31) 37 17.88 (3.31) 2.4 % 1.12 [ -0.15, 2.39 ]


Subtotal (95% CI) 42 37 2.4 % 1.12 [ -0.15, 2.39 ]


Heterogeneity: not applicable


Test for overall effect: Z = 1.72 (P = 0.085)


Total (95% CI) 511 497 100.0 % 0.57 [ 0.38, 0.77 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 9.10, df = 13 (P = 0.77); I2 =0.0%


Test for overall effect: Z = 5.70 (P < 0.00001)


Test for subgroup differences: Chi2 = 1.71, df = 4 (P = 0.79), I2 =0.0%
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Analysis 31.4. Comparison 31 BMI - end of intervention, Outcome 4 BMI - by medical delivery.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 31 BMI - end of intervention


Outcome: 4 BMI - by medical delivery


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 Cardiology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Medical gastroenterology and hepatology


Ledinghen 1997 12 27.6 (3.9) 10 24.3 (3.3) 0.4 % 3.30 [ 0.29, 6.31 ]


Wei 2013 42 19 (2.31) 37 17.88 (3.31) 2.4 % 1.12 [ -0.15, 2.39 ]


Subtotal (95% CI) 54 47 2.8 % 1.77 [ -0.19, 3.72 ]


Heterogeneity: Tau2 = 0.99; Chi2 = 1.71, df = 1 (P = 0.19); I2 =42%


Test for overall effect: Z = 1.77 (P = 0.076)


3 Geriatrics


Carver 1995 23 19.2 (0) 23 18.1 (0) Not estimable


De Sousa 2012 20 20.1 (2.7) 15 19.5 (1.4) 2.1 % 0.60 [ -0.78, 1.98 ]


Neelemaat 2012 73 22.1 (4.5) 73 21 (3.7) 2.2 % 1.10 [ -0.24, 2.44 ]


Subtotal (95% CI) 116 111 4.2 % 0.86 [ -0.10, 1.82 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 0.26, df = 1 (P = 0.61); I2 =0.0%


Test for overall effect: Z = 1.75 (P = 0.080)


4 Pulmonary disease


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Endocrinology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


6 Infectious diseases


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


7 Rheumatology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


8 Haematology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


9 Nephrology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


10 Gastroenterologic surgery


Keele 1997 38 22.8 (3.8) 39 23.6 (4.5) 1.1 % -0.80 [ -2.66, 1.06 ]


Lidder 2013a 32 25.37 (6.04) 30 25.43 (4.45) 0.6 % -0.06 [ -2.69, 2.57 ]


Lidder 2013b 27 25.12 (4.06) 31 24.29 (6.44) 0.5 % 0.83 [ -1.91, 3.57 ]


Page 2002 20 23.9 (3.9) 20 23.8 (6.6) 0.3 % 0.10 [ -3.26, 3.46 ]


Zhu 2002a 24 -1.77 (0.38) 18 -2.27 (0.38) 72.3 % 0.50 [ 0.27, 0.73 ]


Subtotal (95% CI) 141 138 74.9 % 0.48 [ 0.25, 0.70 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 2.12, df = 4 (P = 0.71); I2 =0.0%


Test for overall effect: Z = 4.09 (P = 0.000043)


11 Trauma surgery


Ren 2015 60 23.32 (1.47) 60 22.65 (1.73) 11.8 % 0.67 [ 0.10, 1.24 ]


Vicic 2013 32 20.4 (3.3) 32 20 (3.3) 1.5 % 0.40 [ -1.22, 2.02 ]


Subtotal (95% CI) 92 92 13.3 % 0.64 [ 0.10, 1.18 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 0.10, df = 1 (P = 0.76); I2 =0.0%


Test for overall effect: Z = 2.32 (P = 0.021)


12 Ortopaedics


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


13 Plastic, reconstructive, and aesthetic surgery


F rli 2001 18 18.3 (1.7) 19 17 (2.2) 2.4 % 1.30 [ 0.04, 2.56 ]


Subtotal (95% CI) 18 19 2.4 % 1.30 [ 0.04, 2.56 ]


Heterogeneity: not applicable


Test for overall effect: Z = 2.02 (P = 0.044)


14 Vascular surgery


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


15 Transplant surgery


Subtotal (95% CI) 0 0 Not estimable
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Heterogeneity: not applicable


Test for overall effect: not applicable


16 Urology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


17 Thoracic surgery


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


18 Neurological surgery


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


19 Oro-maxillo-facial surgery


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


20 Anaesthesiology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


21 Emergency medicine


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


22 Psychiatry


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


23 Neurology


Aquilani 2008 24 24.6 (2.9) 24 23.6 (4.4) 0.9 % 1.00 [ -1.11, 3.11 ]


Subtotal (95% CI) 24 24 0.9 % 1.00 [ -1.11, 3.11 ]


Heterogeneity: not applicable


Test for overall effect: Z = 0.93 (P = 0.35)


24 Oncology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


25 Dermatology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


26 Gynaecology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


27 Mixed


Starke 2011 66 24.6 (4.9) 66 23.6 (4.9) 1.4 % 1.00 [ -0.67, 2.67 ]


Subtotal (95% CI) 66 66 1.4 % 1.00 [ -0.67, 2.67 ]


Heterogeneity: not applicable


Test for overall effect: Z = 1.17 (P = 0.24)


Total (95% CI) 511 497 100.0 % 0.57 [ 0.38, 0.77 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 9.10, df = 13 (P = 0.77); I2 =0.0%


Test for overall effect: Z = 5.70 (P < 0.00001)


Test for subgroup differences: Chi2 = 4.19, df = 6 (P = 0.65), I2 =0.0%
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Analysis 31.5. Comparison 31 BMI - end of intervention, Outcome 5 BMI - based on adequacy of the


amount of calories.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 31 BMI - end of intervention


Outcome: 5 BMI - based on adequacy of the amount of calories


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 Clearly adequate in intervention and clearly inadequate in control


Aquilani 2008 24 24.6 (2.9) 24 23.6 (4.4) 0.9 % 1.00 [ -1.11, 3.11 ]


Keele 1997 38 22.8 (3.8) 39 23.6 (4.5) 1.1 % -0.80 [ -2.66, 1.06 ]


Ledinghen 1997 12 27.6 (3.9) 10 24.3 (3.3) 0.4 % 3.30 [ 0.29, 6.31 ]


Neelemaat 2012 73 22.1 (4.5) 73 21 (3.7) 2.2 % 1.10 [ -0.24, 2.44 ]


Page 2002 20 23.9 (3.9) 20 23.8 (6.6) 0.3 % 0.10 [ -3.26, 3.46 ]


Starke 2011 66 24.6 (4.9) 66 23.6 (4.9) 1.4 % 1.00 [ -0.67, 2.67 ]


Wei 2013 42 19 (2.31) 37 17.88 (3.31) 2.4 % 1.12 [ -0.15, 2.39 ]


Subtotal (95% CI) 275 269 8.8 % 0.90 [ 0.23, 1.58 ]


Heterogeneity: Tau2 = 0.01; Chi2 = 6.10, df = 6 (P = 0.41); I2 =2%


Test for overall effect: Z = 2.62 (P = 0.0088)


2 Inadequate in the experimental or adequate in the control


F rli 2001 18 18.3 (1.7) 19 17 (2.2) 2.4 % 1.30 [ 0.04, 2.56 ]


Subtotal (95% CI) 18 19 2.4 % 1.30 [ 0.04, 2.56 ]


Heterogeneity: not applicable


Test for overall effect: Z = 2.02 (P = 0.044)


3 Experimental group is overfed


Carver 1995 23 19.2 (0) 23 18.1 (0) Not estimable


Subtotal (95% CI) 23 23 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Unclear intake in control or experimental


De Sousa 2012 20 20.1 (2.7) 15 19.5 (1.4) 2.1 % 0.60 [ -0.78, 1.98 ]


Lidder 2013a 32 25.37 (6.04) 30 25.43 (4.45) 0.6 % -0.06 [ -2.69, 2.57 ]


Lidder 2013b 27 25.12 (4.06) 31 24.29 (6.44) 0.5 % 0.83 [ -1.91, 3.57 ]


Ren 2015 60 23.32 (1.47) 60 22.65 (1.73) 11.8 % 0.67 [ 0.10, 1.24 ]


Vicic 2013 32 20.4 (3.3) 32 20 (3.3) 1.5 % 0.40 [ -1.22, 2.02 ]


Zhu 2002a 24 -1.77 (0.38) 18 -2.27 (0.38) 72.3 % 0.50 [ 0.27, 0.73 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Subtotal (95% CI) 195 186 88.8 % 0.52 [ 0.31, 0.73 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 0.56, df = 5 (P = 0.99); I2 =0.0%


Test for overall effect: Z = 4.88 (P < 0.00001)


Total (95% CI) 511 497 100.0 % 0.57 [ 0.38, 0.77 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 9.10, df = 13 (P = 0.77); I2 =0.0%


Test for overall effect: Z = 5.70 (P < 0.00001)


Test for subgroup differences: Chi2 = 2.42, df = 2 (P = 0.30), I2 =17%
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Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 31 BMI - end of intervention


Outcome: 6 BMI - different screening tools


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 NRS 2002


Starke 2011 66 24.6 (4.9) 66 23.6 (4.9) 1.4 % 1.00 [ -0.67, 2.67 ]


Wei 2013 42 19 (2.31) 37 17.88 (3.31) 2.4 % 1.12 [ -0.15, 2.39 ]


Subtotal (95% CI) 108 103 3.8 % 1.08 [ 0.06, 2.09 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 0.01, df = 1 (P = 0.91); I2 =0.0%


Test for overall effect: Z = 2.08 (P = 0.038)


2 MUST


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


3 MNA


De Sousa 2012 20 20.1 (2.7) 15 19.5 (1.4) 2.1 % 0.60 [ -0.78, 1.98 ]


Subtotal (95% CI) 20 15 2.1 % 0.60 [ -0.78, 1.98 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Heterogeneity: not applicable


Test for overall effect: Z = 0.85 (P = 0.39)


4 SGA


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Other means


Aquilani 2008 24 24.6 (2.9) 24 23.6 (4.4) 0.9 % 1.00 [ -1.11, 3.11 ]


Carver 1995 23 19.2 (0) 23 18.1 (0) Not estimable


F rli 2001 18 18.3 (1.7) 19 17 (2.2) 2.4 % 1.30 [ 0.04, 2.56 ]


Keele 1997 38 22.8 (3.8) 39 23.6 (4.5) 1.1 % -0.80 [ -2.66, 1.06 ]


Ledinghen 1997 12 27.6 (3.9) 10 24.3 (3.3) 0.4 % 3.30 [ 0.29, 6.31 ]


Lidder 2013a 32 25.37 (6.04) 30 25.43 (4.45) 0.6 % -0.06 [ -2.69, 2.57 ]


Lidder 2013b 27 25.12 (4.06) 31 24.29 (6.44) 0.5 % 0.83 [ -1.91, 3.57 ]


Neelemaat 2012 73 22.1 (4.5) 73 21 (3.7) 2.2 % 1.10 [ -0.24, 2.44 ]


Page 2002 20 23.9 (3.9) 20 23.8 (6.6) 0.3 % 0.10 [ -3.26, 3.46 ]


Ren 2015 60 23.32 (1.47) 60 22.65 (1.73) 11.8 % 0.67 [ 0.10, 1.24 ]


Vicic 2013 32 20.4 (3.3) 32 20 (3.3) 1.5 % 0.40 [ -1.22, 2.02 ]


Zhu 2002a 24 -1.77 (0.38) 18 -2.27 (0.38) 72.3 % 0.50 [ 0.27, 0.73 ]


Subtotal (95% CI) 383 379 94.2 % 0.55 [ 0.35, 0.76 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 8.11, df = 10 (P = 0.62); I2 =0.0%


Test for overall effect: Z = 5.33 (P < 0.00001)


Total (95% CI) 511 497 100.0 % 0.57 [ 0.38, 0.77 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 9.10, df = 13 (P = 0.77); I2 =0.0%


Test for overall effect: Z = 5.70 (P < 0.00001)


Test for subgroup differences: Chi2 = 0.98, df = 2 (P = 0.61), I2 =0.0%
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Analysis 31.7. Comparison 31 BMI - end of intervention, Outcome 7 BMI - participants characterised as ’at


nutritional risk’ due to one of the following conditions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 31 BMI - end of intervention


Outcome: 7 BMI - participants characterised as ’at nutritional risk’ due to one of the following conditions


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 Major surgery


F rli 2001 18 18.3 (1.7) 19 17 (2.2) 2.4 % 1.30 [ 0.04, 2.56 ]


Keele 1997 38 22.8 (3.8) 39 23.6 (4.5) 1.1 % -0.80 [ -2.66, 1.06 ]


Lidder 2013a 32 25.37 (6.04) 30 25.43 (4.45) 0.6 % -0.06 [ -2.69, 2.57 ]


Lidder 2013b 27 25.12 (4.06) 31 24.29 (6.44) 0.5 % 0.83 [ -1.91, 3.57 ]


Page 2002 20 23.9 (3.9) 20 23.8 (6.6) 0.3 % 0.10 [ -3.26, 3.46 ]


Zhu 2002a 24 -1.77 (0.38) 18 -2.27 (0.38) 72.3 % 0.50 [ 0.27, 0.73 ]


Subtotal (95% CI) 159 157 77.3 % 0.50 [ 0.28, 0.73 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 3.70, df = 5 (P = 0.59); I2 =0.0%


Test for overall effect: Z = 4.39 (P = 0.000012)


2 Stroke


Aquilani 2008 24 24.6 (2.9) 24 23.6 (4.4) 0.9 % 1.00 [ -1.11, 3.11 ]


Subtotal (95% CI) 24 24 0.9 % 1.00 [ -1.11, 3.11 ]


Heterogeneity: not applicable


Test for overall effect: Z = 0.93 (P = 0.35)


3 ICU participants including trauma


Vicic 2013 32 20.4 (3.3) 32 20 (3.3) 1.5 % 0.40 [ -1.22, 2.02 ]


Subtotal (95% CI) 32 32 1.5 % 0.40 [ -1.22, 2.02 ]


Heterogeneity: not applicable


Test for overall effect: Z = 0.48 (P = 0.63)


4 Frail elderly participants with less severe conditions known to increase protein requirements


Ren 2015 60 23.32 (1.47) 60 22.65 (1.73) 11.8 % 0.67 [ 0.10, 1.24 ]


Wei 2013 42 19 (2.31) 37 17.88 (3.31) 2.4 % 1.12 [ -0.15, 2.39 ]


Subtotal (95% CI) 102 97 14.2 % 0.75 [ 0.22, 1.27 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 0.40, df = 1 (P = 0.53); I2 =0.0%


Test for overall effect: Z = 2.79 (P = 0.0052)


5 Participants do not fall into one of the categories above


Carver 1995 23 19.2 (0) 23 18.1 (0) Not estimable


De Sousa 2012 20 20.1 (2.7) 15 19.5 (1.4) 2.1 % 0.60 [ -0.78, 1.98 ]


-100 -50 0 50 100


Favours control Favours nutrition support


(Continued . . . )


1271Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Ledinghen 1997 12 27.6 (3.9) 10 24.3 (3.3) 0.4 % 3.30 [ 0.29, 6.31 ]


Neelemaat 2012 73 22.1 (4.5) 73 21 (3.7) 2.2 % 1.10 [ -0.24, 2.44 ]


Starke 2011 66 24.6 (4.9) 66 23.6 (4.9) 1.4 % 1.00 [ -0.67, 2.67 ]


Subtotal (95% CI) 194 187 6.1 % 1.06 [ 0.26, 1.87 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 2.56, df = 3 (P = 0.46); I2 =0.0%


Test for overall effect: Z = 2.60 (P = 0.0093)


Total (95% CI) 511 497 100.0 % 0.57 [ 0.38, 0.77 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 9.10, df = 13 (P = 0.77); I2 =0.0%


Test for overall effect: Z = 5.70 (P < 0.00001)


Test for subgroup differences: Chi2 = 2.44, df = 4 (P = 0.66), I2 =0.0%
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Analysis 31.8. Comparison 31 BMI - end of intervention, Outcome 8 BMI - participants characterised as ’at


nutritional risk’ due to one of the following criteria.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 31 BMI - end of intervention


Outcome: 8 BMI - participants characterised as ’at nutritional risk’ due to one of the following criteria


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 BMI less than 20.5 kg/m2


Carver 1995 23 19.2 (0) 23 18.1 (0) Not estimable


F rli 2001 18 18.3 (1.7) 19 17 (2.2) 2.4 % 1.30 [ 0.04, 2.56 ]


Neelemaat 2012 73 22.1 (4.5) 73 21 (3.7) 2.2 % 1.10 [ -0.24, 2.44 ]


Subtotal (95% CI) 114 115 4.6 % 1.21 [ 0.29, 2.12 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 0.05, df = 1 (P = 0.83); I2 =0.0%


Test for overall effect: Z = 2.57 (P = 0.010)


2 Weight loss of at least 5% during the last three months


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


3 Weight loss of at least 10% during the last six months


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Insufficient food intake during the last week (50% of requirements or less)


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Participants characterised as ’at nutritional risk’ by other means


Aquilani 2008 24 24.6 (2.9) 24 23.6 (4.4) 0.9 % 1.00 [ -1.11, 3.11 ]


De Sousa 2012 20 20.1 (2.7) 15 19.5 (1.4) 2.1 % 0.60 [ -0.78, 1.98 ]


Keele 1997 38 22.8 (3.8) 39 23.6 (4.5) 1.1 % -0.80 [ -2.66, 1.06 ]


Ledinghen 1997 12 27.6 (3.9) 10 24.3 (3.3) 0.4 % 3.30 [ 0.29, 6.31 ]


Lidder 2013a 32 25.37 (6.04) 30 25.43 (4.45) 0.6 % -0.06 [ -2.69, 2.57 ]


Lidder 2013b 27 25.12 (4.06) 31 24.29 (6.44) 0.5 % 0.83 [ -1.91, 3.57 ]


Page 2002 20 23.9 (3.9) 20 23.8 (6.6) 0.3 % 0.10 [ -3.26, 3.46 ]


Ren 2015 60 23.32 (1.47) 60 22.65 (1.73) 11.8 % 0.67 [ 0.10, 1.24 ]


Starke 2011 66 24.6 (4.9) 66 23.6 (4.9) 1.4 % 1.00 [ -0.67, 2.67 ]


-100 -50 0 50 100


Favours control Favours nutrition support


(Continued . . . )


1273Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Vicic 2013 32 20.4 (3.3) 32 20 (3.3) 1.5 % 0.40 [ -1.22, 2.02 ]


Wei 2013 42 19 (2.31) 37 17.88 (3.31) 2.4 % 1.12 [ -0.15, 2.39 ]


Zhu 2002a 24 -1.77 (0.38) 18 -2.27 (0.38) 72.3 % 0.50 [ 0.27, 0.73 ]


Subtotal (95% CI) 397 382 95.4 % 0.54 [ 0.34, 0.75 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 7.15, df = 11 (P = 0.79); I2 =0.0%


Test for overall effect: Z = 5.27 (P < 0.00001)


Total (95% CI) 511 497 100.0 % 0.57 [ 0.38, 0.77 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 9.10, df = 13 (P = 0.77); I2 =0.0%


Test for overall effect: Z = 5.70 (P < 0.00001)


Test for subgroup differences: Chi2 = 1.91, df = 1 (P = 0.17), I2 =48%
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Analysis 31.9. Comparison 31 BMI - end of intervention, Outcome 9 BMI - participants characterised as ’at


nutritional risk’ due to biomarkers of anthropometrics.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 31 BMI - end of intervention


Outcome: 9 BMI - participants characterised as ’at nutritional risk’ due to biomarkers of anthropometrics


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 Biomarkers


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Anthropometric measures


Carver 1995 23 19.2 (0) 23 18.1 (0) Not estimable


F rli 2001 18 18.3 (1.7) 19 17 (2.2) 2.4 % 1.30 [ 0.04, 2.56 ]


Neelemaat 2012 73 22.1 (4.5) 73 21 (3.7) 2.2 % 1.10 [ -0.24, 2.44 ]


Subtotal (95% CI) 114 115 4.6 % 1.21 [ 0.29, 2.12 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 0.05, df = 1 (P = 0.83); I2 =0.0%


Test for overall effect: Z = 2.57 (P = 0.010)


3 Characterised by other means


Aquilani 2008 24 24.6 (2.9) 24 23.6 (4.4) 0.9 % 1.00 [ -1.11, 3.11 ]


De Sousa 2012 20 20.1 (2.7) 15 19.5 (1.4) 2.1 % 0.60 [ -0.78, 1.98 ]


Keele 1997 38 22.8 (3.8) 39 23.6 (4.5) 1.1 % -0.80 [ -2.66, 1.06 ]


Ledinghen 1997 12 27.6 (3.9) 10 24.3 (3.3) 0.4 % 3.30 [ 0.29, 6.31 ]


Lidder 2013a 32 25.37 (6.04) 30 25.43 (4.45) 0.6 % -0.06 [ -2.69, 2.57 ]


Lidder 2013b 27 25.12 (4.06) 31 24.29 (6.44) 0.5 % 0.83 [ -1.91, 3.57 ]


Page 2002 20 23.9 (3.9) 20 23.8 (6.6) 0.3 % 0.10 [ -3.26, 3.46 ]


Ren 2015 60 23.32 (1.47) 60 22.65 (1.73) 11.8 % 0.67 [ 0.10, 1.24 ]


Starke 2011 66 24.6 (4.9) 66 23.6 (4.9) 1.4 % 1.00 [ -0.67, 2.67 ]


Vicic 2013 32 20.4 (3.3) 32 20 (3.3) 1.5 % 0.40 [ -1.22, 2.02 ]


Wei 2013 42 19 (2.31) 37 17.88 (3.31) 2.4 % 1.12 [ -0.15, 2.39 ]


Zhu 2002a 24 -1.77 (0.38) 18 -2.27 (0.38) 72.3 % 0.50 [ 0.27, 0.73 ]


Subtotal (95% CI) 397 382 95.4 % 0.54 [ 0.34, 0.75 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 7.15, df = 11 (P = 0.79); I2 =0.0%


Test for overall effect: Z = 5.27 (P < 0.00001)


Total (95% CI) 511 497 100.0 % 0.57 [ 0.38, 0.77 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Heterogeneity: Tau2 = 0.0; Chi2 = 9.10, df = 13 (P = 0.77); I2 =0.0%


Test for overall effect: Z = 5.70 (P < 0.00001)


Test for subgroup differences: Chi2 = 1.91, df = 1 (P = 0.17), I2 =48%
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Analysis 31.10. Comparison 31 BMI - end of intervention, Outcome 10 BMI - randomisation year.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 31 BMI - end of intervention


Outcome: 10 BMI - randomisation year


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 Before 1960


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


2 1960 to 1979


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


3 1980 to 1999


Carver 1995 23 19.2 (0) 23 18.1 (0) Not estimable


F rli 2001 18 18.3 (1.7) 19 17 (2.2) 2.4 % 1.30 [ 0.04, 2.56 ]


Keele 1997 38 22.8 (3.8) 39 23.6 (4.5) 1.1 % -0.80 [ -2.66, 1.06 ]


Ledinghen 1997 12 27.6 (3.9) 10 24.3 (3.3) 0.4 % 3.30 [ 0.29, 6.31 ]


Subtotal (95% CI) 91 91 4.0 % 1.03 [ -0.91, 2.97 ]


Heterogeneity: Tau2 = 1.91; Chi2 = 6.04, df = 2 (P = 0.05); I2 =67%


Test for overall effect: Z = 1.04 (P = 0.30)
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


4 After 1999


Aquilani 2008 24 24.6 (2.9) 24 23.6 (4.4) 0.9 % 1.00 [ -1.11, 3.11 ]


De Sousa 2012 20 20.1 (2.7) 15 19.5 (1.4) 2.1 % 0.60 [ -0.78, 1.98 ]


Lidder 2013a 32 25.37 (6.04) 30 25.43 (4.45) 0.6 % -0.06 [ -2.69, 2.57 ]


Lidder 2013b 27 25.12 (4.06) 31 24.29 (6.44) 0.5 % 0.83 [ -1.91, 3.57 ]


Neelemaat 2012 73 22.1 (4.5) 73 21 (3.7) 2.2 % 1.10 [ -0.24, 2.44 ]


Page 2002 20 23.9 (3.9) 20 23.8 (6.6) 0.3 % 0.10 [ -3.26, 3.46 ]


Ren 2015 60 23.32 (1.47) 60 22.65 (1.73) 11.8 % 0.67 [ 0.10, 1.24 ]


Starke 2011 66 24.6 (4.9) 66 23.6 (4.9) 1.4 % 1.00 [ -0.67, 2.67 ]


Vicic 2013 32 20.4 (3.3) 32 20 (3.3) 1.5 % 0.40 [ -1.22, 2.02 ]


Wei 2013 42 19 (2.31) 37 17.88 (3.31) 2.4 % 1.12 [ -0.15, 2.39 ]


Zhu 2002a 24 -1.77 (0.38) 18 -2.27 (0.38) 72.3 % 0.50 [ 0.27, 0.73 ]


Subtotal (95% CI) 420 406 96.0 % 0.56 [ 0.36, 0.76 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 2.56, df = 10 (P = 0.99); I2 =0.0%


Test for overall effect: Z = 5.44 (P < 0.00001)


Total (95% CI) 511 497 100.0 % 0.57 [ 0.38, 0.77 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 9.10, df = 13 (P = 0.77); I2 =0.0%


Test for overall effect: Z = 5.70 (P < 0.00001)


Test for subgroup differences: Chi2 = 0.22, df = 1 (P = 0.64), I2 =0.0%
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Analysis 31.11. Comparison 31 BMI - end of intervention, Outcome 11 BMI - trials where the intervention


lasts fewer than three days compared with trials where the intervention lasts three days or more.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 31 BMI - end of intervention


Outcome: 11 BMI - trials where the intervention lasts fewer than three days compared with trials where the intervention lasts three days or more


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 Three days or more


Aquilani 2008 24 24.6 (2.9) 24 23.6 (4.4) 0.9 % 1.00 [ -1.11, 3.11 ]


Carver 1995 23 19.2 (0) 23 18.1 (0) Not estimable


De Sousa 2012 20 20.1 (2.7) 15 19.5 (1.4) 2.1 % 0.60 [ -0.78, 1.98 ]


F rli 2001 18 18.3 (1.7) 19 17 (2.2) 2.4 % 1.30 [ 0.04, 2.56 ]


Keele 1997 38 22.8 (3.8) 39 23.6 (4.5) 1.1 % -0.80 [ -2.66, 1.06 ]


Ledinghen 1997 12 27.6 (3.9) 10 24.3 (3.3) 0.4 % 3.30 [ 0.29, 6.31 ]


Lidder 2013a 32 25.37 (6.04) 30 25.43 (4.45) 0.6 % -0.06 [ -2.69, 2.57 ]


Lidder 2013b 27 25.12 (4.06) 31 24.29 (6.44) 0.5 % 0.83 [ -1.91, 3.57 ]


Neelemaat 2012 73 22.1 (4.5) 73 21 (3.7) 2.2 % 1.10 [ -0.24, 2.44 ]


Page 2002 20 23.9 (3.9) 20 23.8 (6.6) 0.3 % 0.10 [ -3.26, 3.46 ]


Ren 2015 60 23.32 (1.47) 60 22.65 (1.73) 11.8 % 0.67 [ 0.10, 1.24 ]


Starke 2011 66 24.6 (4.9) 66 23.6 (4.9) 1.4 % 1.00 [ -0.67, 2.67 ]


Vicic 2013 32 20.4 (3.3) 32 20 (3.3) 1.5 % 0.40 [ -1.22, 2.02 ]


Wei 2013 42 19 (2.31) 37 17.88 (3.31) 2.4 % 1.12 [ -0.15, 2.39 ]


Zhu 2002a 24 -1.77 (0.38) 18 -2.27 (0.38) 72.3 % 0.50 [ 0.27, 0.73 ]


Subtotal (95% CI) 511 497 100.0 % 0.57 [ 0.38, 0.77 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 9.10, df = 13 (P = 0.77); I2 =0.0%


Test for overall effect: Z = 5.70 (P < 0.00001)


2 Less than three days


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 511 497 100.0 % 0.57 [ 0.38, 0.77 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 9.10, df = 13 (P = 0.77); I2 =0.0%


Test for overall effect: Z = 5.70 (P < 0.00001)


Test for subgroup differences: Not applicable
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Analysis 32.1. Comparison 32 BMI - maximum follow-up, Outcome 1 BMI - overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 32 BMI - maximum follow-up


Outcome: 1 BMI - overall


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Aquilani 2008 24 24.6 (2.9) 24 23.6 (4.4) 3.1 % 1.00 [ -1.11, 3.11 ]


Carver 1995 23 19.2 (0) 23 18.1 (0) Not estimable


De Sousa 2012 20 20.2 (3.3) 15 19 (1.4) 4.5 % 1.20 [ -0.41, 2.81 ]


F rli 2001 18 18.3 (1.7) 19 17 (2.2) 5.9 % 1.30 [ 0.04, 2.56 ]


Gariballa 2006 119 26 (4) 106 26 (4) 7.1 % 0.0 [ -1.05, 1.05 ]


Ha 2010 33 -0.3 (1.1) 31 -1.2 (1.7) 9.3 % 0.90 [ 0.19, 1.61 ]


Keele 1997 38 22.8 (3.8) 39 23.6 (4.5) 3.7 % -0.80 [ -2.66, 1.06 ]


Ledinghen 1997 12 24.4 (4) 10 23.1 (2.8) 1.9 % 1.30 [ -1.55, 4.15 ]


Lidder 2013a 32 25.38 (6.12) 30 25.34 (4.48) 2.1 % 0.04 [ -2.62, 2.70 ]


Lidder 2013b 27 25.33 (4.27) 31 24.93 (4.3) 2.8 % 0.40 [ -1.81, 2.61 ]


Neelemaat 2012 73 22.1 (4.5) 73 21 (3.7) 5.6 % 1.10 [ -0.24, 2.44 ]


Page 2002 20 23.9 (3.9) 20 23.8 (6.6) 1.4 % 0.10 [ -3.26, 3.46 ]


Ren 2015 60 23.32 (1.47) 60 22.65 (1.73) 10.2 % 0.67 [ 0.10, 1.24 ]


Starke 2011 66 24.6 (4.9) 66 23.6 (4.9) 4.2 % 1.00 [ -0.67, 2.67 ]


Vicic 2013 32 20.4 (3.3) 32 20 (4) 3.9 % 0.40 [ -1.40, 2.20 ]


Wei 2013 42 19 (3.31) 37 17.88 (8.8) 1.7 % 1.12 [ -1.89, 4.13 ]


Yie 1996 30 2.5 (2.5) 37 5.5 (2.1) 6.7 % -3.00 [ -4.12, -1.88 ]


Zhang 2013 50 23.32 (1.47) 50 22.65 (1.73) 9.9 % 0.67 [ 0.04, 1.30 ]


Zhao 2014 32 20.4 (3.3) 32 20 (4) 3.9 % 0.40 [ -1.40, 2.20 ]


Zhu 2002a 24 -1.77 (0.38) 18 -2.27 (0.38) 12.2 % 0.50 [ 0.27, 0.73 ]


Total (95% CI) 775 753 100.0 % 0.40 [ -0.02, 0.83 ]


Heterogeneity: Tau2 = 0.37; Chi2 = 46.24, df = 18 (P = 0.00027); I2 =61%


Test for overall effect: Z = 1.87 (P = 0.062)


Test for subgroup differences: Not applicable
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Analysis 32.2. Comparison 32 BMI - maximum follow-up, Outcome 2 BMI - bias.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 32 BMI - maximum follow-up


Outcome: 2 BMI - bias


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 High risk of bias


Aquilani 2008 24 24.6 (2.9) 24 23.6 (4.4) 3.0 % 1.00 [ -1.11, 3.11 ]


Carver 1995 23 19.2 (0) 23 18.1 (0) Not estimable


De Sousa 2012 20 20.1 (2.7) 15 19.5 (1.4) 5.2 % 0.60 [ -0.78, 1.98 ]


F rli 2001 18 18.3 (1.7) 19 17 (2.2) 5.7 % 1.30 [ 0.04, 2.56 ]


Gariballa 2006 119 26 (4) 106 26 (4) 6.8 % 0.0 [ -1.05, 1.05 ]


Ha 2010 33 -0.3 (1.1) 31 -1.2 (1.7) 8.8 % 0.90 [ 0.19, 1.61 ]


Keele 1997 38 22.8 (3.8) 39 23.6 (4.5) 3.6 % -0.80 [ -2.66, 1.06 ]


Ledinghen 1997 12 27.6 (3.9) 10 24.3 (3.3) 1.7 % 3.30 [ 0.29, 6.31 ]


Lidder 2013a 32 25.37 (6.04) 30 25.43 (4.45) 2.1 % -0.06 [ -2.69, 2.57 ]


Lidder 2013b 27 25.12 (4.06) 31 24.29 (6.44) 2.0 % 0.83 [ -1.91, 3.57 ]


Neelemaat 2012 73 22.1 (4.5) 73 21 (3.7) 5.4 % 1.10 [ -0.24, 2.44 ]


Page 2002 20 23.9 (3.9) 20 23.8 (6.6) 1.4 % 0.10 [ -3.26, 3.46 ]


Ren 2015 60 23.32 (1.47) 60 22.65 (1.73) 9.6 % 0.67 [ 0.10, 1.24 ]


Starke 2011 66 24.6 (4.9) 66 23.6 (4.9) 4.1 % 1.00 [ -0.67, 2.67 ]


Vicic 2013 32 20.4 (3.3) 32 20 (3.3) 4.3 % 0.40 [ -1.22, 2.02 ]


Wei 2013 42 19 (2.31) 37 17.88 (3.31) 5.7 % 1.12 [ -0.15, 2.39 ]


Yie 1996 30 2.5 (2.5) 37 5.5 (2.1) 6.4 % -3.00 [ -4.12, -1.88 ]


Zhang 2013 50 23.32 (1.47) 50 22.65 (1.73) 9.3 % 0.67 [ 0.04, 1.30 ]


Zhao 2014 32 20.4 (3.3) 32 20 (4) 3.7 % 0.40 [ -1.40, 2.20 ]


Zhu 2002a 24 -1.77 (0.38) 18 -2.27 (0.38) 11.3 % 0.50 [ 0.27, 0.73 ]


Subtotal (95% CI) 775 753 100.0 % 0.44 [ 0.02, 0.87 ]


Heterogeneity: Tau2 = 0.39; Chi2 = 49.45, df = 18 (P = 0.00009); I2 =64%


Test for overall effect: Z = 2.07 (P = 0.038)


2 Low risk of bias


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Test for overall effect: not applicable


Total (95% CI) 775 753 100.0 % 0.44 [ 0.02, 0.87 ]


Heterogeneity: Tau2 = 0.39; Chi2 = 49.45, df = 18 (P = 0.00009); I2 =64%


Test for overall effect: Z = 2.07 (P = 0.038)


Test for subgroup differences: Not applicable
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Analysis 32.3. Comparison 32 BMI - maximum follow-up, Outcome 3 BMI - mode of delivery.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 32 BMI - maximum follow-up


Outcome: 3 BMI - mode of delivery


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 General nutrition support


Ha 2010 33 -0.3 (1.1) 31 -1.2 (1.7) 8.8 % 0.90 [ 0.19, 1.61 ]


Starke 2011 66 24.6 (4.9) 66 23.6 (4.9) 4.1 % 1.00 [ -0.67, 2.67 ]


Subtotal (95% CI) 99 97 12.9 % 0.92 [ 0.26, 1.57 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 0.01, df = 1 (P = 0.91); I2 =0.0%


Test for overall effect: Z = 2.76 (P = 0.0058)


2 Fortified nutrition


Neelemaat 2012 73 22.1 (4.5) 73 21 (3.7) 5.4 % 1.10 [ -0.24, 2.44 ]


Subtotal (95% CI) 73 73 5.4 % 1.10 [ -0.24, 2.44 ]


Heterogeneity: not applicable


Test for overall effect: Z = 1.61 (P = 0.11)


3 Oral nutrition support


Aquilani 2008 24 24.6 (2.9) 24 23.6 (4.4) 3.0 % 1.00 [ -1.11, 3.11 ]


Carver 1995 23 19.2 (0) 23 18.1 (0) Not estimable


-100 -50 0 50 100


favours control Favours nutrition support


(Continued . . . )


1281Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


De Sousa 2012 20 20.1 (2.7) 15 19.5 (1.4) 5.2 % 0.60 [ -0.78, 1.98 ]


F rli 2001 18 18.3 (1.7) 19 17 (2.2) 5.7 % 1.30 [ 0.04, 2.56 ]


Gariballa 2006 119 26 (4) 106 26 (4) 6.8 % 0.0 [ -1.05, 1.05 ]


Keele 1997 38 22.8 (3.8) 39 23.6 (4.5) 3.6 % -0.80 [ -2.66, 1.06 ]


Lidder 2013a 32 25.37 (6.04) 30 25.43 (4.45) 2.1 % -0.06 [ -2.69, 2.57 ]


Lidder 2013b 27 25.12 (4.06) 31 24.29 (6.44) 2.0 % 0.83 [ -1.91, 3.57 ]


Subtotal (95% CI) 301 287 28.3 % 0.43 [ -0.16, 1.02 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 4.71, df = 6 (P = 0.58); I2 =0.0%


Test for overall effect: Z = 1.42 (P = 0.16)


4 Enteral nutrition


Ledinghen 1997 12 27.6 (3.9) 10 24.3 (3.3) 1.7 % 3.30 [ 0.29, 6.31 ]


Page 2002 20 23.9 (3.9) 20 23.8 (6.6) 1.4 % 0.10 [ -3.26, 3.46 ]


Ren 2015 60 23.32 (1.47) 60 22.65 (1.73) 9.6 % 0.67 [ 0.10, 1.24 ]


Vicic 2013 32 20.4 (3.3) 32 20 (3.3) 4.3 % 0.40 [ -1.22, 2.02 ]


Yie 1996 30 2.5 (2.5) 37 5.5 (2.1) 6.4 % -3.00 [ -4.12, -1.88 ]


Zhang 2013 50 23.32 (1.47) 50 22.65 (1.73) 9.3 % 0.67 [ 0.04, 1.30 ]


Zhao 2014 32 20.4 (3.3) 32 20 (4) 3.7 % 0.40 [ -1.40, 2.20 ]


Zhu 2002a 24 -1.77 (0.38) 18 -2.27 (0.38) 11.3 % 0.50 [ 0.27, 0.73 ]


Subtotal (95% CI) 260 259 47.7 % 0.17 [ -0.60, 0.93 ]


Heterogeneity: Tau2 = 0.75; Chi2 = 41.03, df = 7 (P<0.00001); I2 =83%


Test for overall effect: Z = 0.42 (P = 0.67)


5 Parenteral nutrition


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


6 Mixed nutrition support


Wei 2013 42 19 (2.31) 37 17.88 (3.31) 5.7 % 1.12 [ -0.15, 2.39 ]


Subtotal (95% CI) 42 37 5.7 % 1.12 [ -0.15, 2.39 ]


Heterogeneity: not applicable


Test for overall effect: Z = 1.72 (P = 0.085)


Total (95% CI) 775 753 100.0 % 0.44 [ 0.02, 0.87 ]


Heterogeneity: Tau2 = 0.39; Chi2 = 49.45, df = 18 (P = 0.00009); I2 =64%


Test for overall effect: Z = 2.07 (P = 0.038)


Test for subgroup differences: Chi2 = 3.63, df = 4 (P = 0.46), I2 =0.0%
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Analysis 32.4. Comparison 32 BMI - maximum follow-up, Outcome 4 BMI - by medical speciality.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 32 BMI - maximum follow-up


Outcome: 4 BMI - by medical speciality


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 Cardiology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Medical gastroenterology and hepatology


Ledinghen 1997 12 27.6 (3.9) 10 24.3 (3.3) 1.7 % 3.30 [ 0.29, 6.31 ]


Wei 2013 42 19 (2.31) 37 17.88 (3.31) 5.7 % 1.12 [ -0.15, 2.39 ]


Zhang 2013 50 23.32 (1.47) 50 22.65 (1.73) 9.3 % 0.67 [ 0.04, 1.30 ]


Subtotal (95% CI) 104 97 16.6 % 1.02 [ 0.13, 1.90 ]


Heterogeneity: Tau2 = 0.23; Chi2 = 3.03, df = 2 (P = 0.22); I2 =34%


Test for overall effect: Z = 2.26 (P = 0.024)


3 Geriatrics


Carver 1995 23 19.2 (0) 23 18.1 (0) Not estimable


De Sousa 2012 20 20.1 (2.7) 15 19.5 (1.4) 5.2 % 0.60 [ -0.78, 1.98 ]


Gariballa 2006 119 26 (4) 106 26 (4) 6.8 % 0.0 [ -1.05, 1.05 ]


Neelemaat 2012 73 22.1 (4.5) 73 21 (3.7) 5.4 % 1.10 [ -0.24, 2.44 ]


Subtotal (95% CI) 235 217 17.4 % 0.47 [ -0.24, 1.17 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 1.66, df = 2 (P = 0.44); I2 =0.0%


Test for overall effect: Z = 1.29 (P = 0.20)


4 Pulmonary disease


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Endocrinology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


6 Infectious diseases


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


7 Rheumatology


-100 -50 0 50 100


favours control Favours nutrition support


(Continued . . . )


1283Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


8 Haematology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


9 Nephrology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


10 Gastroenterologic surgery


Keele 1997 38 22.8 (3.8) 39 23.6 (4.5) 3.6 % -0.80 [ -2.66, 1.06 ]


Lidder 2013a 32 25.37 (6.04) 30 25.43 (4.45) 2.1 % -0.06 [ -2.69, 2.57 ]


Lidder 2013b 27 25.12 (4.06) 31 24.29 (6.44) 2.0 % 0.83 [ -1.91, 3.57 ]


Page 2002 20 23.9 (3.9) 20 23.8 (6.6) 1.4 % 0.10 [ -3.26, 3.46 ]


Yie 1996 30 2.5 (2.5) 37 5.5 (2.1) 6.4 % -3.00 [ -4.12, -1.88 ]


Zhu 2002a 24 -1.77 (0.38) 18 -2.27 (0.38) 11.3 % 0.50 [ 0.27, 0.73 ]


Subtotal (95% CI) 171 175 26.7 % -0.52 [ -2.16, 1.11 ]


Heterogeneity: Tau2 = 3.07; Chi2 = 37.56, df = 5 (P<0.00001); I2 =87%


Test for overall effect: Z = 0.63 (P = 0.53)


11 Trauma surgery


Ren 2015 60 23.32 (1.47) 60 22.65 (1.73) 9.6 % 0.67 [ 0.10, 1.24 ]


Vicic 2013 32 20.4 (3.3) 32 20 (3.3) 4.3 % 0.40 [ -1.22, 2.02 ]


Subtotal (95% CI) 92 92 13.9 % 0.64 [ 0.10, 1.18 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 0.10, df = 1 (P = 0.76); I2 =0.0%


Test for overall effect: Z = 2.32 (P = 0.021)


12 Ortopaedics


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


13 Plastic, reconstructive, and aesthetic surgery


F rli 2001 18 18.3 (1.7) 19 17 (2.2) 5.7 % 1.30 [ 0.04, 2.56 ]


Subtotal (95% CI) 18 19 5.7 % 1.30 [ 0.04, 2.56 ]


Heterogeneity: not applicable


Test for overall effect: Z = 2.02 (P = 0.044)


14 Vascular surgery


Subtotal (95% CI) 0 0 Not estimable
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Heterogeneity: not applicable


Test for overall effect: not applicable


15 Transplant surgery


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


16 Urology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


17 Thoracic surgery


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


18 Neurological surgery


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


19 Oro-maxillo-facial surgery


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


20 Anaesthesiology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


21 Emergency medicine


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


22 Psychiatry


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


23 Neurology


Aquilani 2008 24 24.6 (2.9) 24 23.6 (4.4) 3.0 % 1.00 [ -1.11, 3.11 ]


Ha 2010 33 -0.3 (1.1) 31 -1.2 (1.7) 8.8 % 0.90 [ 0.19, 1.61 ]


Subtotal (95% CI) 57 55 11.8 % 0.91 [ 0.24, 1.58 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 0.01, df = 1 (P = 0.93); I2 =0.0%
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Test for overall effect: Z = 2.66 (P = 0.0077)


24 Oncology


Zhao 2014 32 20.4 (3.3) 32 20 (4) 3.7 % 0.40 [ -1.40, 2.20 ]


Subtotal (95% CI) 32 32 3.7 % 0.40 [ -1.40, 2.20 ]


Heterogeneity: not applicable


Test for overall effect: Z = 0.44 (P = 0.66)


25 Dermatology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


26 Gynaecology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


27 Mixed


Starke 2011 66 24.6 (4.9) 66 23.6 (4.9) 4.1 % 1.00 [ -0.67, 2.67 ]


Subtotal (95% CI) 66 66 4.1 % 1.00 [ -0.67, 2.67 ]


Heterogeneity: not applicable


Test for overall effect: Z = 1.17 (P = 0.24)


Total (95% CI) 775 753 100.0 % 0.44 [ 0.02, 0.87 ]


Heterogeneity: Tau2 = 0.39; Chi2 = 49.45, df = 18 (P = 0.00009); I2 =64%


Test for overall effect: Z = 2.07 (P = 0.038)


Test for subgroup differences: Chi2 = 4.58, df = 7 (P = 0.71), I2 =0.0%
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Analysis 32.5. Comparison 32 BMI - maximum follow-up, Outcome 5 BMI - based on adequacy of the


amount of calories.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 32 BMI - maximum follow-up


Outcome: 5 BMI - based on adequacy of the amount of calories


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 Clearly adequate in intervention and clearly inadequate in control


Aquilani 2008 24 24.6 (2.9) 24 23.6 (4.4) 3.1 % 1.00 [ -1.11, 3.11 ]


Keele 1997 38 22.8 (3.8) 39 23.6 (4.5) 3.7 % -0.80 [ -2.66, 1.06 ]


Ledinghen 1997 12 24.4 (4) 10 23.1 (2.8) 1.9 % 1.30 [ -1.55, 4.15 ]


Neelemaat 2012 73 22.1 (4.5) 73 21 (3.7) 5.6 % 1.10 [ -0.24, 2.44 ]


Page 2002 20 23.9 (3.9) 20 23.8 (6.6) 1.4 % 0.10 [ -3.26, 3.46 ]


Starke 2011 66 24.6 (4.9) 66 23.6 (4.9) 4.2 % 1.00 [ -0.67, 2.67 ]


Wei 2013 42 19 (3.31) 37 17.88 (8.8) 1.7 % 1.12 [ -1.89, 4.13 ]


Zhang 2013 50 23.32 (1.47) 50 22.65 (1.73) 9.9 % 0.67 [ 0.04, 1.30 ]


Zhu 2002a 24 -1.77 (0.38) 18 -2.27 (0.38) 12.2 % 0.50 [ 0.27, 0.73 ]


Subtotal (95% CI) 349 337 43.6 % 0.54 [ 0.33, 0.74 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 3.90, df = 8 (P = 0.87); I2 =0.0%


Test for overall effect: Z = 5.01 (P < 0.00001)


2 Inadequate in the experimental or adequate in the control


F rli 2001 18 18.3 (1.7) 19 17 (2.2) 5.9 % 1.30 [ 0.04, 2.56 ]


Ha 2010 33 -0.3 (1.1) 31 -1.2 (1.7) 9.3 % 0.90 [ 0.19, 1.61 ]


Subtotal (95% CI) 51 50 15.3 % 1.00 [ 0.38, 1.61 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 0.29, df = 1 (P = 0.59); I2 =0.0%


Test for overall effect: Z = 3.16 (P = 0.0016)


3 Experimental group is overfed


Carver 1995 23 19.2 (0) 23 18.1 (0) Not estimable


Subtotal (95% CI) 23 23 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Unclear intake in control or experimental


De Sousa 2012 20 20.2 (3.3) 15 19 (1.4) 4.5 % 1.20 [ -0.41, 2.81 ]


Gariballa 2006 119 26 (4) 106 26 (4) 7.1 % 0.0 [ -1.05, 1.05 ]


Lidder 2013a 32 25.38 (6.12) 30 25.34 (4.48) 2.1 % 0.04 [ -2.62, 2.70 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Lidder 2013b 27 25.33 (4.27) 31 24.93 (4.3) 2.8 % 0.40 [ -1.81, 2.61 ]


Ren 2015 60 23.32 (1.47) 60 22.65 (1.73) 10.2 % 0.67 [ 0.10, 1.24 ]


Vicic 2013 32 20.4 (3.3) 32 20 (4) 3.9 % 0.40 [ -1.40, 2.20 ]


Yie 1996 30 2.5 (2.5) 37 5.5 (2.1) 6.7 % -3.00 [ -4.12, -1.88 ]


Zhao 2014 32 20.4 (3.3) 32 20 (4) 3.9 % 0.40 [ -1.40, 2.20 ]


Subtotal (95% CI) 352 343 41.2 % -0.04 [ -1.11, 1.03 ]


Heterogeneity: Tau2 = 1.72; Chi2 = 35.22, df = 7 (P = 0.00001); I2 =80%


Test for overall effect: Z = 0.07 (P = 0.94)


Total (95% CI) 775 753 100.0 % 0.40 [ -0.02, 0.83 ]


Heterogeneity: Tau2 = 0.37; Chi2 = 46.24, df = 18 (P = 0.00027); I2 =61%


Test for overall effect: Z = 1.87 (P = 0.062)


Test for subgroup differences: Chi2 = 3.18, df = 2 (P = 0.20), I2 =37%
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Analysis 32.6. Comparison 32 BMI - maximum follow-up, Outcome 6 BMI - different screening tools.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 32 BMI - maximum follow-up


Outcome: 6 BMI - different screening tools


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 NRS 2002


Starke 2011 66 24.6 (4.9) 66 23.6 (4.9) 4.1 % 1.00 [ -0.67, 2.67 ]


Wei 2013 42 19 (2.31) 37 17.88 (3.31) 5.7 % 1.12 [ -0.15, 2.39 ]


Subtotal (95% CI) 108 103 9.8 % 1.08 [ 0.06, 2.09 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 0.01, df = 1 (P = 0.91); I2 =0.0%


Test for overall effect: Z = 2.08 (P = 0.038)


2 MUST


Ha 2010 33 -0.3 (1.1) 31 -1.2 (1.7) 8.8 % 0.90 [ 0.19, 1.61 ]


Subtotal (95% CI) 33 31 8.8 % 0.90 [ 0.19, 1.61 ]


Heterogeneity: not applicable


Test for overall effect: Z = 2.50 (P = 0.013)


3 MNA


De Sousa 2012 20 20.1 (2.7) 15 19.5 (1.4) 5.2 % 0.60 [ -0.78, 1.98 ]


Subtotal (95% CI) 20 15 5.2 % 0.60 [ -0.78, 1.98 ]


Heterogeneity: not applicable


Test for overall effect: Z = 0.85 (P = 0.39)


4 SGA


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Other means


Aquilani 2008 24 24.6 (2.9) 24 23.6 (4.4) 3.0 % 1.00 [ -1.11, 3.11 ]


Carver 1995 23 19.2 (0) 23 18.1 (0) Not estimable


F rli 2001 18 18.3 (1.7) 19 17 (2.2) 5.7 % 1.30 [ 0.04, 2.56 ]


Gariballa 2006 119 26 (4) 106 26 (4) 6.8 % 0.0 [ -1.05, 1.05 ]


Keele 1997 38 22.8 (3.8) 39 23.6 (4.5) 3.6 % -0.80 [ -2.66, 1.06 ]


Ledinghen 1997 12 27.6 (3.9) 10 24.3 (3.3) 1.7 % 3.30 [ 0.29, 6.31 ]


Lidder 2013a 32 25.37 (6.04) 30 25.43 (4.45) 2.1 % -0.06 [ -2.69, 2.57 ]


Lidder 2013b 27 25.12 (4.06) 31 24.29 (6.44) 2.0 % 0.83 [ -1.91, 3.57 ]


Neelemaat 2012 73 22.1 (4.5) 73 21 (3.7) 5.4 % 1.10 [ -0.24, 2.44 ]


-100 -50 0 50 100


favours control Favours nutrition support


(Continued . . . )


1289Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Page 2002 20 23.9 (3.9) 20 23.8 (6.6) 1.4 % 0.10 [ -3.26, 3.46 ]


Ren 2015 60 23.32 (1.47) 60 22.65 (1.73) 9.6 % 0.67 [ 0.10, 1.24 ]


Vicic 2013 32 20.4 (3.3) 32 20 (3.3) 4.3 % 0.40 [ -1.22, 2.02 ]


Yie 1996 30 2.5 (2.5) 37 5.5 (2.1) 6.4 % -3.00 [ -4.12, -1.88 ]


Zhang 2013 50 23.32 (1.47) 50 22.65 (1.73) 9.3 % 0.67 [ 0.04, 1.30 ]


Zhao 2014 32 20.4 (3.3) 32 20 (4) 3.7 % 0.40 [ -1.40, 2.20 ]


Zhu 2002a 24 -1.77 (0.38) 18 -2.27 (0.38) 11.3 % 0.50 [ 0.27, 0.73 ]


Subtotal (95% CI) 614 604 76.2 % 0.30 [ -0.22, 0.83 ]


Heterogeneity: Tau2 = 0.53; Chi2 = 46.62, df = 14 (P = 0.00002); I2 =70%


Test for overall effect: Z = 1.13 (P = 0.26)


Total (95% CI) 775 753 100.0 % 0.44 [ 0.02, 0.87 ]


Heterogeneity: Tau2 = 0.39; Chi2 = 49.45, df = 18 (P = 0.00009); I2 =64%


Test for overall effect: Z = 2.07 (P = 0.038)


Test for subgroup differences: Chi2 = 2.76, df = 3 (P = 0.43), I2 =0.0%
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Analysis 32.7. Comparison 32 BMI - maximum follow-up, Outcome 7 BMI - participants characterised as ’at


nutritional risk’ due to one of the following conditions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 32 BMI - maximum follow-up


Outcome: 7 BMI - participants characterised as ’at nutritional risk’ due to one of the following conditions


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 Major surgery


F rli 2001 18 18.3 (1.7) 19 17 (2.2) 5.7 % 1.30 [ 0.04, 2.56 ]


Keele 1997 38 22.8 (3.8) 39 23.6 (4.5) 3.6 % -0.80 [ -2.66, 1.06 ]


Lidder 2013a 32 25.37 (6.04) 30 25.43 (4.45) 2.1 % -0.06 [ -2.69, 2.57 ]


Lidder 2013b 27 25.12 (4.06) 31 24.29 (6.44) 2.0 % 0.83 [ -1.91, 3.57 ]


Page 2002 20 23.9 (3.9) 20 23.8 (6.6) 1.4 % 0.10 [ -3.26, 3.46 ]


Yie 1996 30 2.5 (2.5) 37 5.5 (2.1) 6.4 % -3.00 [ -4.12, -1.88 ]


Zhu 2002a 24 -1.77 (0.38) 18 -2.27 (0.38) 11.3 % 0.50 [ 0.27, 0.73 ]


Subtotal (95% CI) 189 194 32.5 % -0.23 [ -1.55, 1.09 ]


Heterogeneity: Tau2 = 2.26; Chi2 = 39.72, df = 6 (P<0.00001); I2 =85%


Test for overall effect: Z = 0.34 (P = 0.73)


2 Stroke


Aquilani 2008 24 24.6 (2.9) 24 23.6 (4.4) 3.0 % 1.00 [ -1.11, 3.11 ]


Ha 2010 33 -0.3 (1.1) 31 -1.2 (1.7) 8.8 % 0.90 [ 0.19, 1.61 ]


Subtotal (95% CI) 57 55 11.8 % 0.91 [ 0.24, 1.58 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 0.01, df = 1 (P = 0.93); I2 =0.0%


Test for overall effect: Z = 2.66 (P = 0.0077)


3 ICU participants including trauma


Vicic 2013 32 20.4 (3.3) 32 20 (3.3) 4.3 % 0.40 [ -1.22, 2.02 ]


Subtotal (95% CI) 32 32 4.3 % 0.40 [ -1.22, 2.02 ]


Heterogeneity: not applicable


Test for overall effect: Z = 0.48 (P = 0.63)


4 Frail elderly participants with less severe conditions known to increase protein requirements


Ren 2015 60 23.32 (1.47) 60 22.65 (1.73) 9.6 % 0.67 [ 0.10, 1.24 ]


Wei 2013 42 19 (2.31) 37 17.88 (3.31) 5.7 % 1.12 [ -0.15, 2.39 ]


Subtotal (95% CI) 102 97 15.3 % 0.75 [ 0.22, 1.27 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 0.40, df = 1 (P = 0.53); I2 =0.0%


Test for overall effect: Z = 2.79 (P = 0.0052)


5 Participants do not fall into one of the categories above
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Carver 1995 23 19.2 (0) 23 18.1 (0) Not estimable


De Sousa 2012 20 20.1 (2.7) 15 19.5 (1.4) 5.2 % 0.60 [ -0.78, 1.98 ]


Gariballa 2006 119 26 (4) 106 26 (4) 6.8 % 0.0 [ -1.05, 1.05 ]


Ledinghen 1997 12 27.6 (3.9) 10 24.3 (3.3) 1.7 % 3.30 [ 0.29, 6.31 ]


Neelemaat 2012 73 22.1 (4.5) 73 21 (3.7) 5.4 % 1.10 [ -0.24, 2.44 ]


Starke 2011 66 24.6 (4.9) 66 23.6 (4.9) 4.1 % 1.00 [ -0.67, 2.67 ]


Zhang 2013 50 23.32 (1.47) 50 22.65 (1.73) 9.3 % 0.67 [ 0.04, 1.30 ]


Zhao 2014 32 20.4 (3.3) 32 20 (4) 3.7 % 0.40 [ -1.40, 2.20 ]


Subtotal (95% CI) 395 375 36.2 % 0.65 [ 0.22, 1.09 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 5.15, df = 6 (P = 0.53); I2 =0.0%


Test for overall effect: Z = 2.95 (P = 0.0031)


Total (95% CI) 775 753 100.0 % 0.44 [ 0.02, 0.87 ]


Heterogeneity: Tau2 = 0.39; Chi2 = 49.45, df = 18 (P = 0.00009); I2 =64%


Test for overall effect: Z = 2.07 (P = 0.038)


Test for subgroup differences: Chi2 = 2.46, df = 4 (P = 0.65), I2 =0.0%
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Analysis 32.8. Comparison 32 BMI - maximum follow-up, Outcome 8 BMI - participants characterised as ’at


nutritional risk’ due to one of the following criteria.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 32 BMI - maximum follow-up


Outcome: 8 BMI - participants characterised as ’at nutritional risk’ due to one of the following criteria


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 BMI less than 20.5 kg/m2


Carver 1995 23 19.2 (0) 23 18.1 (0) Not estimable


F rli 2001 18 18.3 (1.7) 19 17 (2.2) 5.7 % 1.30 [ 0.04, 2.56 ]


Neelemaat 2012 73 22.1 (4.5) 73 21 (3.7) 5.4 % 1.10 [ -0.24, 2.44 ]


Subtotal (95% CI) 114 115 11.1 % 1.21 [ 0.29, 2.12 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 0.05, df = 1 (P = 0.83); I2 =0.0%


Test for overall effect: Z = 2.57 (P = 0.010)


2 Weight loss of at least 5% during the last three months


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


3 Weight loss of at least 10% during the last six months


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Insufficient food intake during the last week (50% of requirements or less)


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Participants characterised as ’at nutritional risk’ by other means


Aquilani 2008 24 24.6 (2.9) 24 23.6 (4.4) 3.0 % 1.00 [ -1.11, 3.11 ]


De Sousa 2012 20 20.1 (2.7) 15 19.5 (1.4) 5.2 % 0.60 [ -0.78, 1.98 ]


Gariballa 2006 119 26 (4) 106 26 (4) 6.8 % 0.0 [ -1.05, 1.05 ]


Ha 2010 33 -0.3 (1.1) 31 -1.2 (1.7) 8.8 % 0.90 [ 0.19, 1.61 ]


Keele 1997 38 22.8 (3.8) 39 23.6 (4.5) 3.6 % -0.80 [ -2.66, 1.06 ]


Ledinghen 1997 12 27.6 (3.9) 10 24.3 (3.3) 1.7 % 3.30 [ 0.29, 6.31 ]


Lidder 2013a 32 25.37 (6.04) 30 25.43 (4.45) 2.1 % -0.06 [ -2.69, 2.57 ]


Lidder 2013b 27 25.12 (4.06) 31 24.29 (6.44) 2.0 % 0.83 [ -1.91, 3.57 ]


Page 2002 20 23.9 (3.9) 20 23.8 (6.6) 1.4 % 0.10 [ -3.26, 3.46 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Ren 2015 60 23.32 (1.47) 60 22.65 (1.73) 9.6 % 0.67 [ 0.10, 1.24 ]


Starke 2011 66 24.6 (4.9) 66 23.6 (4.9) 4.1 % 1.00 [ -0.67, 2.67 ]


Vicic 2013 32 20.4 (3.3) 32 20 (3.3) 4.3 % 0.40 [ -1.22, 2.02 ]


Wei 2013 42 19 (2.31) 37 17.88 (3.31) 5.7 % 1.12 [ -0.15, 2.39 ]


Yie 1996 30 2.5 (2.5) 37 5.5 (2.1) 6.4 % -3.00 [ -4.12, -1.88 ]


Zhang 2013 50 23.32 (1.47) 50 22.65 (1.73) 9.3 % 0.67 [ 0.04, 1.30 ]


Zhao 2014 32 20.4 (3.3) 32 20 (4) 3.7 % 0.40 [ -1.40, 2.20 ]


Zhu 2002a 24 -1.77 (0.38) 18 -2.27 (0.38) 11.3 % 0.50 [ 0.27, 0.73 ]


Subtotal (95% CI) 661 638 88.9 % 0.35 [ -0.11, 0.81 ]


Heterogeneity: Tau2 = 0.42; Chi2 = 47.01, df = 16 (P = 0.00007); I2 =66%


Test for overall effect: Z = 1.51 (P = 0.13)


Total (95% CI) 775 753 100.0 % 0.44 [ 0.02, 0.87 ]


Heterogeneity: Tau2 = 0.39; Chi2 = 49.45, df = 18 (P = 0.00009); I2 =64%


Test for overall effect: Z = 2.07 (P = 0.038)


Test for subgroup differences: Chi2 = 2.68, df = 1 (P = 0.10), I2 =63%
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Analysis 32.9. Comparison 32 BMI - maximum follow-up, Outcome 9 BMI - participants characterised as ’at


nutritional risk’ due to biomarkers or anthropometrics.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 32 BMI - maximum follow-up


Outcome: 9 BMI - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 Biomarkers


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Anthropometric measures


Carver 1995 23 19.2 (0) 23 18.1 (0) Not estimable


F rli 2001 18 18.3 (1.7) 19 17 (2.2) 5.7 % 1.30 [ 0.04, 2.56 ]


Neelemaat 2012 73 22.1 (4.5) 73 21 (3.7) 5.4 % 1.10 [ -0.24, 2.44 ]


Subtotal (95% CI) 114 115 11.1 % 1.21 [ 0.29, 2.12 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 0.05, df = 1 (P = 0.83); I2 =0.0%


Test for overall effect: Z = 2.57 (P = 0.010)


3 Characterised by other means


Aquilani 2008 24 24.6 (2.9) 24 23.6 (4.4) 3.0 % 1.00 [ -1.11, 3.11 ]


De Sousa 2012 20 20.1 (2.7) 15 19.5 (1.4) 5.2 % 0.60 [ -0.78, 1.98 ]


Gariballa 2006 119 26 (4) 106 26 (4) 6.8 % 0.0 [ -1.05, 1.05 ]


Ha 2010 33 -0.3 (1.1) 31 -1.2 (1.7) 8.8 % 0.90 [ 0.19, 1.61 ]


Keele 1997 38 22.8 (3.8) 39 23.6 (4.5) 3.6 % -0.80 [ -2.66, 1.06 ]


Ledinghen 1997 12 27.6 (3.9) 10 24.3 (3.3) 1.7 % 3.30 [ 0.29, 6.31 ]


Lidder 2013a 32 25.37 (6.04) 30 25.43 (4.45) 2.1 % -0.06 [ -2.69, 2.57 ]


Lidder 2013b 27 25.12 (4.06) 31 24.29 (6.44) 2.0 % 0.83 [ -1.91, 3.57 ]


Page 2002 20 23.9 (3.9) 20 23.8 (6.6) 1.4 % 0.10 [ -3.26, 3.46 ]


Ren 2015 60 23.32 (1.47) 60 22.65 (1.73) 9.6 % 0.67 [ 0.10, 1.24 ]


Starke 2011 66 24.6 (4.9) 66 23.6 (4.9) 4.1 % 1.00 [ -0.67, 2.67 ]


Vicic 2013 32 20.4 (3.3) 32 20 (3.3) 4.3 % 0.40 [ -1.22, 2.02 ]


Wei 2013 42 19 (2.31) 37 17.88 (3.31) 5.7 % 1.12 [ -0.15, 2.39 ]


Yie 1996 30 2.5 (2.5) 37 5.5 (2.1) 6.4 % -3.00 [ -4.12, -1.88 ]


Zhang 2013 50 23.32 (1.47) 50 22.65 (1.73) 9.3 % 0.67 [ 0.04, 1.30 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Zhao 2014 32 20.4 (3.3) 32 20 (4) 3.7 % 0.40 [ -1.40, 2.20 ]


Zhu 2002a 24 -1.77 (0.38) 18 -2.27 (0.38) 11.3 % 0.50 [ 0.27, 0.73 ]


Subtotal (95% CI) 661 638 88.9 % 0.35 [ -0.11, 0.81 ]


Heterogeneity: Tau2 = 0.42; Chi2 = 47.01, df = 16 (P = 0.00007); I2 =66%


Test for overall effect: Z = 1.51 (P = 0.13)


Total (95% CI) 775 753 100.0 % 0.44 [ 0.02, 0.87 ]


Heterogeneity: Tau2 = 0.39; Chi2 = 49.45, df = 18 (P = 0.00009); I2 =64%


Test for overall effect: Z = 2.07 (P = 0.038)


Test for subgroup differences: Chi2 = 2.68, df = 1 (P = 0.10), I2 =63%
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Analysis 32.10. Comparison 32 BMI - maximum follow-up, Outcome 10 BMI - randomisation year.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 32 BMI - maximum follow-up


Outcome: 10 BMI - randomisation year


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 Before 1960


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


2 1960 to 1979


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


3 1980 to 1999


Carver 1995 23 19.2 (0) 23 18.1 (0) Not estimable


F rli 2001 18 18.3 (1.7) 19 17 (2.2) 5.7 % 1.30 [ 0.04, 2.56 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Keele 1997 38 22.8 (3.8) 39 23.6 (4.5) 3.6 % -0.80 [ -2.66, 1.06 ]


Ledinghen 1997 12 27.6 (3.9) 10 24.3 (3.3) 1.7 % 3.30 [ 0.29, 6.31 ]


Yie 1996 30 2.5 (2.5) 37 5.5 (2.1) 6.4 % -3.00 [ -4.12, -1.88 ]


Subtotal (95% CI) 121 128 17.4 % 0.02 [ -2.62, 2.67 ]


Heterogeneity: Tau2 = 6.37; Chi2 = 32.53, df = 3 (P<0.00001); I2 =91%


Test for overall effect: Z = 0.02 (P = 0.99)


4 After 1999


Aquilani 2008 24 24.6 (2.9) 24 23.6 (4.4) 3.0 % 1.00 [ -1.11, 3.11 ]


De Sousa 2012 20 20.1 (2.7) 15 19.5 (1.4) 5.2 % 0.60 [ -0.78, 1.98 ]


Gariballa 2006 119 26 (4) 106 26 (4) 6.8 % 0.0 [ -1.05, 1.05 ]


Ha 2010 33 -0.3 (1.1) 31 -1.2 (1.7) 8.8 % 0.90 [ 0.19, 1.61 ]


Lidder 2013a 32 25.37 (6.04) 30 25.43 (4.45) 2.1 % -0.06 [ -2.69, 2.57 ]


Lidder 2013b 27 25.12 (4.06) 31 24.29 (6.44) 2.0 % 0.83 [ -1.91, 3.57 ]


Neelemaat 2012 73 22.1 (4.5) 73 21 (3.7) 5.4 % 1.10 [ -0.24, 2.44 ]


Page 2002 20 23.9 (3.9) 20 23.8 (6.6) 1.4 % 0.10 [ -3.26, 3.46 ]


Ren 2015 60 23.32 (1.47) 60 22.65 (1.73) 9.6 % 0.67 [ 0.10, 1.24 ]


Starke 2011 66 24.6 (4.9) 66 23.6 (4.9) 4.1 % 1.00 [ -0.67, 2.67 ]


Vicic 2013 32 20.4 (3.3) 32 20 (3.3) 4.3 % 0.40 [ -1.22, 2.02 ]


Wei 2013 42 19 (2.31) 37 17.88 (3.31) 5.7 % 1.12 [ -0.15, 2.39 ]


Zhang 2013 50 23.32 (1.47) 50 22.65 (1.73) 9.3 % 0.67 [ 0.04, 1.30 ]


Zhao 2014 32 20.4 (3.3) 32 20 (4) 3.7 % 0.40 [ -1.40, 2.20 ]


Zhu 2002a 24 -1.77 (0.38) 18 -2.27 (0.38) 11.3 % 0.50 [ 0.27, 0.73 ]


Subtotal (95% CI) 654 625 82.6 % 0.57 [ 0.39, 0.75 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 4.68, df = 14 (P = 0.99); I2 =0.0%


Test for overall effect: Z = 6.19 (P < 0.00001)


Total (95% CI) 775 753 100.0 % 0.44 [ 0.02, 0.87 ]


Heterogeneity: Tau2 = 0.39; Chi2 = 49.45, df = 18 (P = 0.00009); I2 =64%


Test for overall effect: Z = 2.07 (P = 0.038)


Test for subgroup differences: Chi2 = 0.17, df = 1 (P = 0.68), I2 =0.0%


-100 -50 0 50 100


favours control Favours nutrition support


1297Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Analysis 32.11. Comparison 32 BMI - maximum follow-up, Outcome 11 BMI - trials where the intervention


lasts fewer than three days compared with trials where the intervention lasts three days or more.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 32 BMI - maximum follow-up


Outcome: 11 BMI - trials where the intervention lasts fewer than three days compared with trials where the intervention lasts three days or more


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 Three days or more


Aquilani 2008 24 24.6 (2.9) 24 23.6 (4.4) 3.0 % 1.00 [ -1.11, 3.11 ]


Carver 1995 23 19.2 (0) 23 18.1 (0) Not estimable


De Sousa 2012 20 20.1 (2.7) 15 19.5 (1.4) 5.2 % 0.60 [ -0.78, 1.98 ]


F rli 2001 18 18.3 (1.7) 19 17 (2.2) 5.7 % 1.30 [ 0.04, 2.56 ]


Gariballa 2006 119 26 (4) 106 26 (4) 6.8 % 0.0 [ -1.05, 1.05 ]


Ha 2010 33 -0.3 (1.1) 31 -1.2 (1.7) 8.8 % 0.90 [ 0.19, 1.61 ]


Keele 1997 38 22.8 (3.8) 39 23.6 (4.5) 3.6 % -0.80 [ -2.66, 1.06 ]


Ledinghen 1997 12 27.6 (3.9) 10 24.3 (3.3) 1.7 % 3.30 [ 0.29, 6.31 ]


Lidder 2013a 32 25.37 (6.04) 30 25.43 (4.45) 2.1 % -0.06 [ -2.69, 2.57 ]


Lidder 2013b 27 25.12 (4.06) 31 24.29 (6.44) 2.0 % 0.83 [ -1.91, 3.57 ]


Neelemaat 2012 73 22.1 (4.5) 73 21 (3.7) 5.4 % 1.10 [ -0.24, 2.44 ]


Page 2002 20 23.9 (3.9) 20 23.8 (6.6) 1.4 % 0.10 [ -3.26, 3.46 ]


Ren 2015 60 23.32 (1.47) 60 22.65 (1.73) 9.6 % 0.67 [ 0.10, 1.24 ]


Starke 2011 66 24.6 (4.9) 66 23.6 (4.9) 4.1 % 1.00 [ -0.67, 2.67 ]


Vicic 2013 32 20.4 (3.3) 32 20 (3.3) 4.3 % 0.40 [ -1.22, 2.02 ]


Wei 2013 42 19 (2.31) 37 17.88 (3.31) 5.7 % 1.12 [ -0.15, 2.39 ]


Yie 1996 30 2.5 (2.5) 37 5.5 (2.1) 6.4 % -3.00 [ -4.12, -1.88 ]


Zhang 2013 50 23.32 (1.47) 50 22.65 (1.73) 9.3 % 0.67 [ 0.04, 1.30 ]


Zhao 2014 32 20.4 (3.3) 32 20 (4) 3.7 % 0.40 [ -1.40, 2.20 ]


Zhu 2002a 24 -1.77 (0.38) 18 -2.27 (0.38) 11.3 % 0.50 [ 0.27, 0.73 ]


Subtotal (95% CI) 775 753 100.0 % 0.44 [ 0.02, 0.87 ]


Heterogeneity: Tau2 = 0.39; Chi2 = 49.45, df = 18 (P = 0.00009); I2 =64%


Test for overall effect: Z = 2.07 (P = 0.038)


2 Less than three days


Subtotal (95% CI) 0 0 Not estimable
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 775 753 100.0 % 0.44 [ 0.02, 0.87 ]


Heterogeneity: Tau2 = 0.39; Chi2 = 49.45, df = 18 (P = 0.00009); I2 =64%


Test for overall effect: Z = 2.07 (P = 0.038)


Test for subgroup differences: Not applicable
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Analysis 33.1. Comparison 33 Weight - end of intervention, Outcome 1 Weight - overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 33 Weight - end of intervention


Outcome: 1 Weight - overall


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Abalan 1992 15 48.9 (9.2) 14 46.3 (10.7) 0.6 % 2.60 [ -4.69, 9.89 ]


Aquilani 2008 24 64.4 (9) 24 65.9 (8.8) 0.9 % -1.50 [ -6.54, 3.54 ]


Arias 2008 149 56 (11.43) 149 58.34 (11.67) 1.5 % -2.34 [ -4.96, 0.28 ]


Bastow 1983a 39 2.8 (1.9) 35 1.2 (3.1) 1.8 % 1.60 [ 0.41, 2.79 ]


Bastow 1983b 25 4.9 (2.3) 23 0.7 (2.6) 1.7 % 4.20 [ 2.81, 5.59 ]


Bokhorst-de 2000 15 0.5 (2.3) 17 -0.1 (2.6) 1.7 % 0.60 [ -1.10, 2.30 ]


Brown 1992 5 -1.19 (3.64) 5 -4.2 (1.05) 1.3 % 3.01 [ -0.31, 6.33 ]


Bunout 1989 17 -6.29 (6.2) 19 -4.7 (7.8) 1.0 % -1.59 [ -6.17, 2.99 ]


Carr 1996 14 -0.5 (0.2) 14 -1.8 (0.3) 1.9 % 1.30 [ 1.11, 1.49 ]


Carver 1995 20 50.1 (7.1) 20 45.9 (5.5) 1.1 % 4.20 [ 0.26, 8.14 ]


Chen 1995a 8 1.3 (0.1) 4 -6.7 (0.4) 1.9 % 8.00 [ 7.60, 8.40 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Chen 1995b 8 -4.2 (0.3) 4 -6.7 (0.4) 1.9 % 2.50 [ 2.06, 2.94 ]


Chen 2000a 10 -0.8 (0.6) 10 -5.9 (0.1) 1.9 % 5.10 [ 4.72, 5.48 ]


Chen 2000b 10 -1.1 (0.7) 10 -5.9 (0.1) 1.9 % 4.80 [ 4.36, 5.24 ]


De Sousa 2012 20 51.8 (10.8) 15 51.2 (5.5) 0.8 % 0.60 [ -4.89, 6.09 ]


Ding 2009 21 -3.22 (1.8) 21 -5.58 (1.4) 1.8 % 2.36 [ 1.38, 3.34 ]


Dong 1996 256 51.8 (1.3) 264 53 (3.5) 1.9 % -1.20 [ -1.65, -0.75 ]


Drott 1988 12 68.8 (5.88) 11 69.8 (9.28) 0.7 % -1.00 [ -7.41, 5.41 ]


Elbers 1997 10 68.29 (12.14) 10 62.2 (6.86) 0.5 % 6.09 [ -2.55, 14.73 ]


Fan 1994 64 55 (0) 60 55 (0) Not estimable


F rli 2001 18 1.2 (0) 19 0 (0) Not estimable


Gariballa 1998 18 57.5 (9) 13 56.3 (8.4) 0.7 % 1.20 [ -4.98, 7.38 ]


Gazzotti 2003 34 0.28 (3.8) 35 -1.23 (2.5) 1.7 % 1.51 [ -0.01, 3.03 ]


Hickson 2004 292 -0.92 (0) 300 -0.9 (0) Not estimable


Hoffmann 1988 43 -1 (0) 16 -3.8 (0) Not estimable


Holyday 2012 71 -0.9 (0.6) 72 -0.9 (0.4) 1.9 % 0.0 [ -0.17, 0.17 ]


Huynh 2015 77 1.03 (2.3) 70 0.6 (1.4) 1.9 % 0.43 [ -0.18, 1.04 ]


Hwang 1991 12 51.9 (10) 12 53 (7.3) 0.6 % -1.10 [ -8.11, 5.91 ]


Jensen 1982 10 1.5 (2.2) 10 -2.9 (1.7) 1.7 % 4.40 [ 2.68, 6.12 ]


Ji 1999 20 59.53 (8.25) 10 49.7 (7.58) 0.8 % 9.83 [ 3.90, 15.76 ]


Jiang 2006a 24 2.4 (0.2) 22 6.3 (1.3) 1.9 % -3.90 [ -4.45, -3.35 ]


Jiang 2006b 23 5.7 (0.7) 22 6.3 (1.3) 1.9 % -0.60 [ -1.21, 0.01 ]


Johansen 2004 53 -0.22 (3.9) 42 0.1 (2) 1.8 % -0.32 [ -1.53, 0.89 ]


Kawaguchi 2008 18 -0.8 (1.6) 11 -0.95 (1.1) 1.8 % 0.15 [ -0.83, 1.13 ]


Kearns 1992 16 72 (20) 15 72 (16) 0.2 % 0.0 [ -12.71, 12.71 ]


Keele 1997 38 64 (11.6) 39 66.1 (13) 0.8 % -2.10 [ -7.60, 3.40 ]


Li 1998 10 59.9 (3.5) 10 58.8 (4.5) 1.2 % 1.10 [ -2.43, 4.63 ]


Lidder 2013a 32 70.83 (16.67) 30 73.03 (13.91) 0.6 % -2.20 [ -9.82, 5.42 ]


Lidder 2013b 27 71.68 (16.29) 31 72.21 (12.82) 0.6 % -0.53 [ -8.15, 7.09 ]


Liu 1990 6 2 (0.7) 6 4.1 (1.65) 1.7 % -2.10 [ -3.53, -0.67 ]


Liu 2008 24 60.78 (7.88) 24 50.25 (5.36) 1.2 % 10.53 [ 6.72, 14.34 ]


Ljunggren 2012 19 0.3 (16.29) 20 0.4 (12.82) 0.4 % -0.10 [ -9.33, 9.13 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Lough 1990 14 56.2 (7.7) 15 60.8 (19.4) 0.3 % -4.60 [ -15.21, 6.01 ]


Luo 2011 22 2.4 (0.7) 24 0.9 (1.65) 1.8 % 1.50 [ 0.78, 2.22 ]


MacFie 2000 27 63 (7.88) 25 67 (5.36) 1.2 % -4.00 [ -7.64, -0.36 ]


Malhotra 2004 98 3.1 (0) 97 5.1 (0) Not estimable


McEvoy 1982 26 -0.2 (2.6) 25 1.5 (2.4) 1.7 % -1.70 [ -3.07, -0.33 ]


McWhirter 1996a 35 2.9 (0) 13 -2.5 (0) Not estimable


McWhirter 1996b 25 3.3 (0) 13 -2.5 (0) Not estimable


Miller 2006a 24 -0.9 (4.8) 25 -5.2 (6.1) 1.4 % 4.30 [ 1.23, 7.37 ]


Miller 2006b 23 -2.6 (5.14) 25 -1.8 (5.48) 1.4 % -0.80 [ -3.80, 2.20 ]


Moreno 2016 24 -0.9 (4.74) 25 -5.2 (6.12) 1.4 % 4.30 [ 1.24, 7.36 ]


Munk 2014 44 0.4 (2.6) 40 -0.4 (2) 1.8 % 0.80 [ -0.19, 1.79 ]


Neelemaat 2012 73 64.7 (14.4) 73 61 (12.2) 1.1 % 3.70 [ -0.63, 8.03 ]


Page 2002 20 69.3 (13.8) 20 65.7 (18.2) 0.4 % 3.60 [ -6.41, 13.61 ]


Potter 2001 142 0.4 (2.6) 151 -0.5 (2.9) 1.9 % 0.90 [ 0.27, 1.53 ]


Rabadi 2008 51 68.8 (12.6) 51 66.9 (14.7) 0.9 % 1.90 [ -3.41, 7.21 ]


Ryan 1993 6 2.4 (14.4) 4 -0.6 (12.2) 0.2 % 3.00 [ -13.60, 19.60 ]


Saluja 2002a 10 2.6 (0.5) 10 2.5 (0.74) 1.9 % 0.10 [ -0.45, 0.65 ]


Saluja 2002b 10 3.35 (0.91) 10 2.35 (2.14) 1.7 % 1.00 [ -0.44, 2.44 ]


Saluja 2002c 10 2.15 (1) 10 4.6 (2.4) 1.7 % -2.45 [ -4.06, -0.84 ]


Saudny-Unterberger 1997 14 0.209 (2.5) 10 0.08 (0.63) 1.7 % 0.13 [ -1.24, 1.50 ]


Starke 2011 66 68.1 (15.9) 66 64.7 (16) 0.8 % 3.40 [ -2.04, 8.84 ]


Summerbell 1993 7 47.1 (9.2) 7 37.8 (7.8) 0.4 % 9.30 [ 0.36, 18.24 ]


Thompson 1981 12 0.05 (2.2) 9 -3.8 (2.7) 1.6 % 3.85 [ 1.69, 6.01 ]


Tong 2006a 45 61.95 (5.42) 18 58.08 (6.01) 1.3 % 3.87 [ 0.67, 7.07 ]


Tong 2006b 45 61.91 (4.87) 18 58.08 (6.01) 1.3 % 3.83 [ 0.71, 6.95 ]


Vaithiswaran 2008 30 -0.03 (1.01) 31 -0.09 (0.64) 1.9 % 0.06 [ -0.37, 0.49 ]


Vermeeren 2004 23 1.37 (1.3) 24 1.12 (1.2) 1.8 % 0.25 [ -0.47, 0.97 ]


Wang 1996a 12 2.92 (0.72) 12 4.56 (0.5) 1.9 % -1.64 [ -2.14, -1.14 ]


Wang 1996b 12 3.25 (0.99) 12 4.56 (0.5) 1.9 % -1.31 [ -1.94, -0.68 ]


Whittaker 1990 6 2.4 (2) 4 -0.6 (0.8) 1.7 % 3.00 [ 1.22, 4.78 ]


Williams 1983 7 -0.61 (1.5) 7 -2.8 (1.2) 1.7 % 2.19 [ 0.77, 3.61 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Wood 1989a 15 -5.1 (2.7) 8 -2.5 (1.98) 1.6 % -2.60 [ -4.54, -0.66 ]


Wood 1989b 15 -2.2 (1.9) 7 -2.5 (1.85) 1.7 % 0.30 [ -1.37, 1.97 ]


Woolfson 1989 50 67.2 (10.2) 45 66.9 (13.2) 1.0 % 0.30 [ -4.48, 5.08 ]


Xie 2014 60 54.71 (10.1) 60 47.3 (8.8) 1.3 % 7.41 [ 4.02, 10.80 ]


Zelic 2012 22 -0.9 (5.57) 23 -5.2 (5.87) 1.3 % 4.30 [ 0.96, 7.64 ]


Zheng 2001a 30 -2.1 (0.9) 10 -3.3 (1.7) 1.8 % 1.20 [ 0.10, 2.30 ]


Zheng 2001b 26 -2.5 (1.1) 10 -3.3 (1.7) 1.8 % 0.80 [ -0.34, 1.94 ]


Zhong 2006a 21 64.2 (9.34) 21 63.4 (7.65) 0.9 % 0.80 [ -4.36, 5.96 ]


Total (95% CI) 2829 2616 100.0 % 1.32 [ 0.65, 2.00 ]


Heterogeneity: Tau2 = 6.32; Chi2 = 2967.33, df = 73 (P<0.00001); I2 =98%


Test for overall effect: Z = 3.84 (P = 0.00012)


Test for subgroup differences: Not applicable
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Analysis 33.2. Comparison 33 Weight - end of intervention, Outcome 2 Weight - bias.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 33 Weight - end of intervention


Outcome: 2 Weight - bias


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 High risk of bias


Abalan 1992 15 48.9 (9.2) 14 46.3 (10.7) 0.6 % 2.60 [ -4.69, 9.89 ]


Aquilani 2008 24 64.4 (9) 24 65.9 (8.8) 0.9 % -1.50 [ -6.54, 3.54 ]


Arias 2008 149 56 (11.43) 149 58.34 (11.67) 1.5 % -2.34 [ -4.96, 0.28 ]


Bastow 1983a 39 2.8 (1.9) 35 1.2 (3.1) 1.8 % 1.60 [ 0.41, 2.79 ]


Bastow 1983b 25 4.9 (2.3) 23 0.7 (2.6) 1.7 % 4.20 [ 2.81, 5.59 ]


Bokhorst-de 2000 15 0.5 (2.3) 17 -0.1 (2.6) 1.7 % 0.60 [ -1.10, 2.30 ]


Brown 1992 5 -1.19 (3.64) 5 -4.2 (1.05) 1.3 % 3.01 [ -0.31, 6.33 ]


Bunout 1989 17 -6.29 (6.2) 19 -4.7 (7.8) 1.0 % -1.59 [ -6.17, 2.99 ]


Carr 1996 14 -0.5 (0.2) 14 -1.8 (0.3) 1.9 % 1.30 [ 1.11, 1.49 ]


Carver 1995 20 50.1 (7.1) 20 45.9 (5.5) 1.1 % 4.20 [ 0.26, 8.14 ]


Chen 1995a 8 1.3 (0.1) 4 -6.7 (0.4) 1.9 % 8.00 [ 7.60, 8.40 ]


Chen 1995b 8 -4.2 (0.3) 4 -6.7 (0.4) 1.9 % 2.50 [ 2.06, 2.94 ]


Chen 2000a 10 -0.8 (0.6) 10 -5.9 (0.1) 1.9 % 5.10 [ 4.72, 5.48 ]


Chen 2000b 10 -1.1 (0.7) 10 -5.9 (0.1) 1.9 % 4.80 [ 4.36, 5.24 ]


De Sousa 2012 20 51.8 (10.8) 15 51.2 (5.5) 0.8 % 0.60 [ -4.89, 6.09 ]


Ding 2009 21 -3.22 (1.8) 21 -5.58 (1.4) 1.8 % 2.36 [ 1.38, 3.34 ]


Dong 1996 256 51.8 (1.3) 264 53 (3.5) 1.9 % -1.20 [ -1.65, -0.75 ]


Drott 1988 12 68.8 (5.88) 11 69.8 (9.28) 0.7 % -1.00 [ -7.41, 5.41 ]


Elbers 1997 10 68.29 (12.14) 10 62.2 (6.86) 0.5 % 6.09 [ -2.55, 14.73 ]


Fan 1994 64 55 (0) 60 55 (0) Not estimable


F rli 2001 18 1.2 (0) 19 0 (0) Not estimable


Gariballa 1998 18 57.5 (9) 13 56.3 (8.4) 0.7 % 1.20 [ -4.98, 7.38 ]


Gazzotti 2003 34 0.28 (3.8) 35 -1.23 (2.5) 1.7 % 1.51 [ -0.01, 3.03 ]


Hickson 2004 292 -0.92 (0) 300 -0.9 (0) Not estimable
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Hoffmann 1988 43 -1 (0) 16 -3.8 (0) Not estimable


Holyday 2012 71 -0.9 (0.6) 72 -0.9 (0.4) 1.9 % 0.0 [ -0.17, 0.17 ]


Huynh 2015 77 1.03 (2.3) 70 0.6 (1.4) 1.9 % 0.43 [ -0.18, 1.04 ]


Hwang 1991 12 51.9 (10) 12 53 (7.3) 0.6 % -1.10 [ -8.11, 5.91 ]


Jensen 1982 10 1.5 (2.2) 10 -2.9 (1.7) 1.7 % 4.40 [ 2.68, 6.12 ]


Ji 1999 20 59.53 (8.25) 10 49.7 (7.58) 0.8 % 9.83 [ 3.90, 15.76 ]


Jiang 2006a 24 2.4 (0.2) 22 6.3 (1.3) 1.9 % -3.90 [ -4.45, -3.35 ]


Jiang 2006b 23 5.7 (0.7) 22 6.3 (1.3) 1.9 % -0.60 [ -1.21, 0.01 ]


Johansen 2004 53 -0.22 (3.9) 42 0.1 (2) 1.8 % -0.32 [ -1.53, 0.89 ]


Kawaguchi 2008 18 -0.8 (1.6) 11 -0.95 (1.1) 1.8 % 0.15 [ -0.83, 1.13 ]


Kearns 1992 16 72 (20) 15 72 (16) 0.2 % 0.0 [ -12.71, 12.71 ]


Keele 1997 38 64 (11.6) 39 66.1 (13) 0.8 % -2.10 [ -7.60, 3.40 ]


Li 1998 10 59.9 (3.5) 10 58.8 (4.5) 1.2 % 1.10 [ -2.43, 4.63 ]


Lidder 2013a 32 70.83 (16.67) 30 73.03 (13.91) 0.6 % -2.20 [ -9.82, 5.42 ]


Lidder 2013b 27 71.68 (16.29) 31 72.21 (12.82) 0.6 % -0.53 [ -8.15, 7.09 ]


Liu 1990 6 2 (0.7) 6 4.1 (1.65) 1.7 % -2.10 [ -3.53, -0.67 ]


Liu 2008 24 60.78 (7.88) 24 50.25 (5.36) 1.2 % 10.53 [ 6.72, 14.34 ]


Ljunggren 2012 19 0.3 (16.29) 20 0.4 (12.82) 0.4 % -0.10 [ -9.33, 9.13 ]


Lough 1990 14 56.2 (7.7) 15 60.8 (19.4) 0.3 % -4.60 [ -15.21, 6.01 ]


Luo 2011 22 2.4 (0.7) 24 0.9 (1.65) 1.8 % 1.50 [ 0.78, 2.22 ]


MacFie 2000 27 63 (7.88) 25 67 (5.36) 1.2 % -4.00 [ -7.64, -0.36 ]


Malhotra 2004 98 3.1 (0) 97 5.1 (0) Not estimable


McEvoy 1982 26 -0.2 (2.6) 25 1.5 (2.4) 1.7 % -1.70 [ -3.07, -0.33 ]


McWhirter 1996a 35 2.9 (0) 13 -2.5 (0) Not estimable


McWhirter 1996b 25 3.3 (0) 13 -2.5 (0) Not estimable


Miller 2006a 24 -0.9 (4.8) 25 -5.2 (6.1) 1.4 % 4.30 [ 1.23, 7.37 ]


Miller 2006b 23 -2.6 (5.14) 25 -1.8 (5.48) 1.4 % -0.80 [ -3.80, 2.20 ]


Moreno 2016 24 -0.9 (4.74) 25 -5.2 (6.12) 1.4 % 4.30 [ 1.24, 7.36 ]


Munk 2014 44 0.4 (2.6) 40 -0.4 (2) 1.8 % 0.80 [ -0.19, 1.79 ]


Neelemaat 2012 73 64.7 (14.4) 73 61 (12.2) 1.1 % 3.70 [ -0.63, 8.03 ]


Page 2002 20 69.3 (13.8) 20 65.7 (18.2) 0.4 % 3.60 [ -6.41, 13.61 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Potter 2001 142 0.4 (2.6) 151 -0.5 (2.9) 1.9 % 0.90 [ 0.27, 1.53 ]


Rabadi 2008 51 68.8 (12.6) 51 66.9 (14.7) 0.9 % 1.90 [ -3.41, 7.21 ]


Ryan 1993 6 2.4 (14.4) 4 -0.6 (12.2) 0.2 % 3.00 [ -13.60, 19.60 ]


Saluja 2002a 10 2.6 (0.5) 10 2.5 (0.74) 1.9 % 0.10 [ -0.45, 0.65 ]


Saluja 2002b 10 3.35 (0.91) 10 2.35 (2.14) 1.7 % 1.00 [ -0.44, 2.44 ]


Saluja 2002c 10 2.15 (1) 10 4.6 (2.4) 1.7 % -2.45 [ -4.06, -0.84 ]


Saudny-Unterberger 1997 14 0.209 (2.5) 10 0.08 (0.63) 1.7 % 0.13 [ -1.24, 1.50 ]


Starke 2011 66 68.1 (15.9) 66 64.7 (16) 0.8 % 3.40 [ -2.04, 8.84 ]


Summerbell 1993 7 47.1 (9.2) 7 37.8 (7.8) 0.4 % 9.30 [ 0.36, 18.24 ]


Thompson 1981 12 0.05 (2.2) 9 -3.8 (2.7) 1.6 % 3.85 [ 1.69, 6.01 ]


Tong 2006a 45 61.95 (5.42) 18 58.08 (6.01) 1.3 % 3.87 [ 0.67, 7.07 ]


Tong 2006b 45 61.91 (4.87) 18 58.08 (6.01) 1.3 % 3.83 [ 0.71, 6.95 ]


Vaithiswaran 2008 30 -0.03 (1.01) 31 -0.09 (0.64) 1.9 % 0.06 [ -0.37, 0.49 ]


Vermeeren 2004 23 1.37 (1.3) 24 1.12 (1.2) 1.8 % 0.25 [ -0.47, 0.97 ]


Wang 1996a 12 2.92 (0.72) 12 4.56 (0.5) 1.9 % -1.64 [ -2.14, -1.14 ]


Wang 1996b 12 3.25 (0.99) 12 4.56 (0.5) 1.9 % -1.31 [ -1.94, -0.68 ]


Whittaker 1990 6 2.4 (2) 4 -0.6 (0.8) 1.7 % 3.00 [ 1.22, 4.78 ]


Williams 1983 7 -0.61 (1.5) 7 -2.8 (1.2) 1.7 % 2.19 [ 0.77, 3.61 ]


Wood 1989a 15 -5.1 (2.7) 8 -2.5 (1.98) 1.6 % -2.60 [ -4.54, -0.66 ]


Wood 1989b 15 -2.2 (1.9) 7 -2.5 (1.85) 1.7 % 0.30 [ -1.37, 1.97 ]


Woolfson 1989 50 67.2 (10.2) 45 66.9 (13.2) 1.0 % 0.30 [ -4.48, 5.08 ]


Xie 2014 60 54.71 (10.1) 60 47.3 (8.8) 1.3 % 7.41 [ 4.02, 10.80 ]


Zelic 2012 22 -0.9 (5.57) 23 -5.2 (5.87) 1.3 % 4.30 [ 0.96, 7.64 ]


Zheng 2001a 30 -2.1 (0.9) 10 -3.3 (1.7) 1.8 % 1.20 [ 0.10, 2.30 ]


Zheng 2001b 26 -2.5 (1.1) 10 -3.3 (1.7) 1.8 % 0.80 [ -0.34, 1.94 ]


Zhong 2006a 21 64.2 (9.34) 21 63.4 (7.65) 0.9 % 0.80 [ -4.36, 5.96 ]


Subtotal (95% CI) 2829 2616 100.0 % 1.32 [ 0.65, 2.00 ]


Heterogeneity: Tau2 = 6.32; Chi2 = 2967.33, df = 73 (P<0.00001); I2 =98%


Test for overall effect: Z = 3.84 (P = 0.00012)


2 Low risk of bias


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Total (95% CI) 2829 2616 100.0 % 1.32 [ 0.65, 2.00 ]


Heterogeneity: Tau2 = 6.32; Chi2 = 2967.33, df = 73 (P<0.00001); I2 =98%


Test for overall effect: Z = 3.84 (P = 0.00012)


Test for subgroup differences: Not applicable
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Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 33 Weight - end of intervention


Outcome: 3 Weight - mode of delivery


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 General nutrition support


Hickson 2004 292 -0.92 (0) 300 -0.9 (0) Not estimable


Holyday 2012 71 -0.9 (0.6) 72 -0.9 (0.4) 1.9 % 0.0 [ -0.17, 0.17 ]


Johansen 2004 53 -0.22 (3.9) 42 0.1 (2) 1.8 % -0.32 [ -1.53, 0.89 ]


Starke 2011 66 68.1 (15.9) 66 64.7 (16) 0.8 % 3.40 [ -2.04, 8.84 ]


Subtotal (95% CI) 482 480 4.5 % 0.00 [ -0.17, 0.16 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 1.77, df = 2 (P = 0.41); I2 =0.0%


Test for overall effect: Z = 0.03 (P = 0.97)


2 Fortified nutrition


Munk 2014 44 0.4 (2.6) 40 -0.4 (2) 1.8 % 0.80 [ -0.19, 1.79 ]


Neelemaat 2012 73 64.7 (14.4) 73 61 (12.2) 1.1 % 3.70 [ -0.63, 8.03 ]


Subtotal (95% CI) 117 113 2.9 % 1.45 [ -0.92, 3.83 ]


Heterogeneity: Tau2 = 1.64; Chi2 = 1.64, df = 1 (P = 0.20); I2 =39%


Test for overall effect: Z = 1.20 (P = 0.23)


3 Oral nutrition support
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Abalan 1992 15 48.9 (9.2) 14 46.3 (10.7) 0.6 % 2.60 [ -4.69, 9.89 ]


Aquilani 2008 24 64.4 (9) 24 65.9 (8.8) 0.9 % -1.50 [ -6.54, 3.54 ]


Arias 2008 149 56 (11.43) 149 58.34 (11.67) 1.5 % -2.34 [ -4.96, 0.28 ]


Bunout 1989 17 -6.29 (6.2) 19 -4.7 (7.8) 1.0 % -1.59 [ -6.17, 2.99 ]


Carver 1995 20 50.1 (7.1) 20 45.9 (5.5) 1.1 % 4.20 [ 0.26, 8.14 ]


De Sousa 2012 20 51.8 (10.8) 15 51.2 (5.5) 0.8 % 0.60 [ -4.89, 6.09 ]


Elbers 1997 10 68.29 (12.14) 10 62.2 (6.86) 0.5 % 6.09 [ -2.55, 14.73 ]


F rli 2001 18 1.2 (0) 19 0 (0) Not estimable


Gariballa 1998 18 57.5 (9) 13 56.3 (8.4) 0.7 % 1.20 [ -4.98, 7.38 ]


Gazzotti 2003 34 0.28 (3.8) 35 -1.23 (2.5) 1.7 % 1.51 [ -0.01, 3.03 ]


Huynh 2015 77 1.03 (2.3) 70 0.6 (1.4) 1.9 % 0.43 [ -0.18, 1.04 ]


Kawaguchi 2008 18 -0.8 (1.6) 11 -0.95 (1.1) 1.8 % 0.15 [ -0.83, 1.13 ]


Keele 1997 38 64 (11.6) 39 66.1 (13) 0.8 % -2.10 [ -7.60, 3.40 ]


Lidder 2013a 32 70.83 (16.67) 30 73.03 (13.91) 0.6 % -2.20 [ -9.82, 5.42 ]


Lidder 2013b 27 71.68 (16.29) 31 72.21 (12.82) 0.6 % -0.53 [ -8.15, 7.09 ]


Ljunggren 2012 19 0.3 (16.29) 20 0.4 (12.82) 0.4 % -0.10 [ -9.33, 9.13 ]


Luo 2011 22 2.4 (0.7) 24 0.9 (1.65) 1.8 % 1.50 [ 0.78, 2.22 ]


MacFie 2000 27 63 (7.88) 25 67 (5.36) 1.2 % -4.00 [ -7.64, -0.36 ]


McEvoy 1982 26 -0.2 (2.6) 25 1.5 (2.4) 1.7 % -1.70 [ -3.07, -0.33 ]


McWhirter 1996b 25 3.3 (0) 13 -2.5 (0) Not estimable


Miller 2006a 24 -0.9 (4.8) 25 -5.2 (6.1) 1.4 % 4.30 [ 1.23, 7.37 ]


Miller 2006b 23 -2.6 (5.14) 25 -1.8 (5.48) 1.4 % -0.80 [ -3.80, 2.20 ]


Potter 2001 142 0.4 (2.6) 151 -0.5 (2.9) 1.9 % 0.90 [ 0.27, 1.53 ]


Rabadi 2008 51 68.8 (12.6) 51 66.9 (14.7) 0.9 % 1.90 [ -3.41, 7.21 ]


Saluja 2002a 10 2.6 (0.5) 10 2.5 (0.74) 1.9 % 0.10 [ -0.45, 0.65 ]


Saluja 2002b 10 3.35 (0.91) 10 2.35 (2.14) 1.7 % 1.00 [ -0.44, 2.44 ]


Saluja 2002c 10 2.15 (1) 10 4.6 (2.4) 1.7 % -2.45 [ -4.06, -0.84 ]


Saudny-Unterberger 1997 14 0.209 (2.5) 10 0.08 (0.63) 1.7 % 0.13 [ -1.24, 1.50 ]


Summerbell 1993 7 47.1 (9.2) 7 37.8 (7.8) 0.4 % 9.30 [ 0.36, 18.24 ]


Vermeeren 2004 23 1.37 (1.3) 24 1.12 (1.2) 1.8 % 0.25 [ -0.47, 0.97 ]


Zelic 2012 22 -0.9 (5.57) 23 -5.2 (5.87) 1.3 % 4.30 [ 0.96, 7.64 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Subtotal (95% CI) 972 952 35.8 % 0.33 [ -0.21, 0.87 ]


Heterogeneity: Tau2 = 0.77; Chi2 = 70.93, df = 28 (P = 0.00001); I2 =61%


Test for overall effect: Z = 1.20 (P = 0.23)


4 Enteral nutrition


Bastow 1983a 39 2.8 (1.9) 35 1.2 (3.1) 1.8 % 1.60 [ 0.41, 2.79 ]


Bastow 1983b 25 4.9 (2.3) 23 0.7 (2.6) 1.7 % 4.20 [ 2.81, 5.59 ]


Bokhorst-de 2000 15 0.5 (2.3) 17 -0.1 (2.6) 1.7 % 0.60 [ -1.10, 2.30 ]


Brown 1992 5 -1.19 (3.64) 5 -4.2 (1.05) 1.3 % 3.01 [ -0.31, 6.33 ]


Carr 1996 14 -0.5 (0.2) 14 -1.8 (0.3) 1.9 % 1.30 [ 1.11, 1.49 ]


Chen 1995a 10 -0.8 (0.6) 10 -5.9 (0.1) 1.9 % 5.10 [ 4.72, 5.48 ]


Chen 1995b 8 1.3 (0.1) 4 -6.7 (0.4) 1.9 % 8.00 [ 7.60, 8.40 ]


Chen 2000b 8 -4.2 (0.3) 4 -6.7 (0.4) 1.9 % 2.50 [ 2.06, 2.94 ]


Dong 1996 256 51.8 (1.3) 264 53 (3.5) 1.9 % -1.20 [ -1.65, -0.75 ]


Hoffmann 1988 43 -1 (0) 16 -3.8 (0) Not estimable


Hwang 1991 12 51.9 (10) 12 53 (7.3) 0.6 % -1.10 [ -8.11, 5.91 ]


Ji 1999 20 59.53 (8.25) 10 49.7 (7.58) 0.8 % 9.83 [ 3.90, 15.76 ]


Kearns 1992 16 72 (20) 15 72 (16) 0.2 % 0.0 [ -12.71, 12.71 ]


Malhotra 2004 98 3.1 (0) 97 5.1 (0) Not estimable


McWhirter 1996a 35 2.9 (0) 13 -2.5 (0) Not estimable


Moreno 2016 24 -0.9 (4.74) 25 -5.2 (6.12) 1.4 % 4.30 [ 1.24, 7.36 ]


Page 2002 20 69.3 (13.8) 20 65.7 (18.2) 0.4 % 3.60 [ -6.41, 13.61 ]


Ryan 1993 6 2.4 (14.4) 4 -0.6 (12.2) 0.2 % 3.00 [ -13.60, 19.60 ]


Tong 2006a 45 61.95 (5.42) 18 58.08 (6.01) 1.3 % 3.87 [ 0.67, 7.07 ]


Vaithiswaran 2008 30 -0.03 (1.01) 31 -0.09 (0.64) 1.9 % 0.06 [ -0.37, 0.49 ]


Wang 1996a 12 2.92 (0.72) 12 4.56 (0.5) 1.9 % -1.64 [ -2.14, -1.14 ]


Whittaker 1990 6 2.4 (2) 4 -0.6 (0.8) 1.7 % 3.00 [ 1.22, 4.78 ]


Williams 1983 7 -0.61 (1.5) 7 -2.8 (1.2) 1.7 % 2.19 [ 0.77, 3.61 ]


Xie 2014 60 54.71 (10.1) 60 47.3 (8.8) 1.3 % 7.41 [ 4.02, 10.80 ]


Zheng 2001a 30 -2.1 (0.9) 10 -3.3 (1.7) 1.8 % 1.20 [ 0.10, 2.30 ]


Zhong 2006a 21 64.2 (9.34) 21 63.4 (7.65) 0.9 % 0.80 [ -4.36, 5.96 ]


Subtotal (95% CI) 865 751 31.8 % 2.62 [ 1.23, 4.01 ]


Heterogeneity: Tau2 = 8.85; Chi2 = 1706.95, df = 22 (P<0.00001); I2 =99%


Test for overall effect: Z = 3.70 (P = 0.00021)
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


5 Parenteral nutrition


Chen 2000a 10 -1.1 (0.7) 10 -5.9 (0.1) 1.9 % 4.80 [ 4.36, 5.24 ]


Ding 2009 21 -3.22 (1.8) 21 -5.58 (1.4) 1.8 % 2.36 [ 1.38, 3.34 ]


Drott 1988 12 68.8 (5.88) 11 69.8 (9.28) 0.7 % -1.00 [ -7.41, 5.41 ]


Fan 1994 64 55 (0) 60 55 (0) Not estimable


Jensen 1982 10 1.5 (2.2) 10 -2.9 (1.7) 1.7 % 4.40 [ 2.68, 6.12 ]


Jiang 2006b 23 5.7 (0.7) 22 6.3 (1.3) 1.9 % -0.60 [ -1.21, 0.01 ]


Li 1998 10 59.9 (3.5) 10 58.8 (4.5) 1.2 % 1.10 [ -2.43, 4.63 ]


Liu 1990 6 2 (0.7) 6 4.1 (1.65) 1.7 % -2.10 [ -3.53, -0.67 ]


Liu 2008 24 60.78 (7.88) 24 50.25 (5.36) 1.2 % 10.53 [ 6.72, 14.34 ]


Lough 1990 14 56.2 (7.7) 15 60.8 (19.4) 0.3 % -4.60 [ -15.21, 6.01 ]


Thompson 1981 12 0.05 (2.2) 9 -3.8 (2.7) 1.6 % 3.85 [ 1.69, 6.01 ]


Tong 2006b 45 61.91 (4.87) 18 58.08 (6.01) 1.3 % 3.83 [ 0.71, 6.95 ]


Wang 1996b 12 3.25 (0.99) 12 4.56 (0.5) 1.9 % -1.31 [ -1.94, -0.68 ]


Wood 1989a 15 -5.1 (2.7) 8 -2.5 (1.98) 1.6 % -2.60 [ -4.54, -0.66 ]


Wood 1989b 15 -2.2 (1.9) 7 -2.5 (1.85) 1.7 % 0.30 [ -1.37, 1.97 ]


Woolfson 1989 50 67.2 (10.2) 45 66.9 (13.2) 1.0 % 0.30 [ -4.48, 5.08 ]


Zheng 2001b 26 -2.5 (1.1) 10 -3.3 (1.7) 1.8 % 0.80 [ -0.34, 1.94 ]


Subtotal (95% CI) 369 298 23.2 % 1.48 [ -0.20, 3.15 ]


Heterogeneity: Tau2 = 9.54; Chi2 = 425.18, df = 15 (P<0.00001); I2 =96%


Test for overall effect: Z = 1.73 (P = 0.083)


6 Mixed nutrition support


Jiang 2006a 24 2.4 (0.2) 22 6.3 (1.3) 1.9 % -3.90 [ -4.45, -3.35 ]


Subtotal (95% CI) 24 22 1.9 % -3.90 [ -4.45, -3.35 ]


Heterogeneity: not applicable


Test for overall effect: Z = 13.92 (P < 0.00001)


Total (95% CI) 2829 2616 100.0 % 1.32 [ 0.65, 2.00 ]


Heterogeneity: Tau2 = 6.32; Chi2 = 2967.33, df = 73 (P<0.00001); I2 =98%


Test for overall effect: Z = 3.84 (P = 0.00012)


Test for subgroup differences: Chi2 = 205.14, df = 5 (P = 0.0), I2 =98%
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Analysis 33.4. Comparison 33 Weight - end of intervention, Outcome 4 Weight - by medical speciality.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 33 Weight - end of intervention


Outcome: 4 Weight - by medical speciality


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 Cardiology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Medical gastroenterology and hepatology


Bunout 1989 17 -6.29 (6.2) 19 -4.7 (7.8) 1.0 % -1.59 [ -6.17, 2.99 ]


Fan 1994 64 55 (0) 60 55 (0) Not estimable


Kawaguchi 2008 18 -0.8 (1.6) 11 -0.95 (1.1) 1.8 % 0.15 [ -0.83, 1.13 ]


Kearns 1992 16 72 (20) 15 72 (16) 0.2 % 0.0 [ -12.71, 12.71 ]


Moreno 2016 24 -0.9 (4.74) 25 -5.2 (6.12) 1.4 % 4.30 [ 1.24, 7.36 ]


Zheng 2001a 30 -2.1 (0.9) 10 -3.3 (1.7) 1.8 % 1.20 [ 0.10, 2.30 ]


Zheng 2001b 26 -2.5 (1.1) 10 -3.3 (1.7) 1.8 % 0.80 [ -0.34, 1.94 ]


Subtotal (95% CI) 195 150 8.0 % 0.88 [ -0.03, 1.79 ]


Heterogeneity: Tau2 = 0.44; Chi2 = 8.26, df = 5 (P = 0.14); I2 =39%


Test for overall effect: Z = 1.90 (P = 0.058)


3 Geriatrics


Carver 1995 20 50.1 (7.1) 20 45.9 (5.5) 1.1 % 4.20 [ 0.26, 8.14 ]


De Sousa 2012 20 51.8 (10.8) 15 51.2 (5.5) 0.8 % 0.60 [ -4.89, 6.09 ]


Gazzotti 2003 34 0.28 (3.8) 35 -1.23 (2.5) 1.7 % 1.51 [ -0.01, 3.03 ]


Hickson 2004 292 -0.92 (0) 300 -0.9 (0) Not estimable


Holyday 2012 71 -0.9 (0.6) 72 -0.9 (0.4) 1.9 % 0.0 [ -0.17, 0.17 ]


Ljunggren 2012 19 0.3 (16.29) 20 0.4 (12.82) 0.4 % -0.10 [ -9.33, 9.13 ]


McEvoy 1982 26 -0.2 (2.6) 25 1.5 (2.4) 1.7 % -1.70 [ -3.07, -0.33 ]


Neelemaat 2012 73 64.7 (14.4) 73 61 (12.2) 1.1 % 3.70 [ -0.63, 8.03 ]


Potter 2001 142 0.4 (2.6) 151 -0.5 (2.9) 1.9 % 0.90 [ 0.27, 1.53 ]


Summerbell 1993 7 47.1 (9.2) 7 37.8 (7.8) 0.4 % 9.30 [ 0.36, 18.24 ]


Subtotal (95% CI) 704 718 11.1 % 0.62 [ -0.30, 1.54 ]


Heterogeneity: Tau2 = 0.77; Chi2 = 28.23, df = 8 (P = 0.00043); I2 =72%
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Test for overall effect: Z = 1.32 (P = 0.19)


4 Pulmonary disease


Ryan 1993 6 2.4 (14.4) 4 -0.6 (12.2) 0.2 % 3.00 [ -13.60, 19.60 ]


Saudny-Unterberger 1997 14 0.209 (2.5) 10 0.08 (0.63) 1.7 % 0.13 [ -1.24, 1.50 ]


Vermeeren 2004 23 1.37 (1.3) 24 1.12 (1.2) 1.8 % 0.25 [ -0.47, 0.97 ]


Whittaker 1990 6 2.4 (2) 4 -0.6 (0.8) 1.7 % 3.00 [ 1.22, 4.78 ]


Subtotal (95% CI) 49 42 5.4 % 0.95 [ -0.43, 2.33 ]


Heterogeneity: Tau2 = 1.07; Chi2 = 8.38, df = 3 (P = 0.04); I2 =64%


Test for overall effect: Z = 1.35 (P = 0.18)


5 Endocrinology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


6 Infectious diseases


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


7 Rheumatology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


8 Haematology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


9 Nephrology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


10 Gastroenterologic surgery


Chen 1995a 8 1.3 (0.1) 4 -6.7 (0.4) 1.9 % 8.00 [ 7.60, 8.40 ]


Chen 1995b 8 -4.2 (0.3) 4 -6.7 (0.4) 1.9 % 2.50 [ 2.06, 2.94 ]


Chen 2000a 10 -0.8 (0.6) 10 -5.9 (0.1) 1.9 % 5.10 [ 4.72, 5.48 ]


Chen 2000b 10 -1.1 (0.7) 10 -5.9 (0.1) 1.9 % 4.80 [ 4.36, 5.24 ]


Ding 2009 21 -3.22 (1.8) 21 -5.58 (1.4) 1.8 % 2.36 [ 1.38, 3.34 ]


Elbers 1997 10 68.29 (12.14) 10 62.2 (6.86) 0.5 % 6.09 [ -2.55, 14.73 ]


Hoffmann 1988 43 -1 (0) 16 -3.8 (0) Not estimable


Hwang 1991 12 51.9 (10) 12 53 (7.3) 0.6 % -1.10 [ -8.11, 5.91 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Jensen 1982 10 1.5 (2.2) 10 -2.9 (1.7) 1.7 % 4.40 [ 2.68, 6.12 ]


Ji 1999 20 59.53 (8.25) 10 49.7 (7.58) 0.8 % 9.83 [ 3.90, 15.76 ]


Jiang 2006a 24 2.4 (0.2) 22 6.3 (1.3) 1.9 % -3.90 [ -4.45, -3.35 ]


Jiang 2006b 23 5.7 (0.7) 22 6.3 (1.3) 1.9 % -0.60 [ -1.21, 0.01 ]


Keele 1997 38 64 (11.6) 39 66.1 (13) 0.8 % -2.10 [ -7.60, 3.40 ]


Li 1998 10 59.9 (3.5) 10 58.8 (4.5) 1.2 % 1.10 [ -2.43, 4.63 ]


Lidder 2013a 32 70.83 (16.67) 30 73.03 (13.91) 0.6 % -2.20 [ -9.82, 5.42 ]


Lidder 2013b 27 71.68 (16.29) 31 72.21 (12.82) 0.6 % -0.53 [ -8.15, 7.09 ]


Liu 1990 6 2 (0.7) 6 4.1 (1.65) 1.7 % -2.10 [ -3.53, -0.67 ]


MacFie 2000 27 63 (7.88) 25 67 (5.36) 1.2 % -4.00 [ -7.64, -0.36 ]


Malhotra 2004 98 3.1 (0) 97 5.1 (0) Not estimable


Page 2002 20 69.3 (13.8) 20 65.7 (18.2) 0.4 % 3.60 [ -6.41, 13.61 ]


Saluja 2002a 10 2.6 (0.5) 10 2.5 (0.74) 1.9 % 0.10 [ -0.45, 0.65 ]


Saluja 2002b 10 3.35 (0.91) 10 2.35 (2.14) 1.7 % 1.00 [ -0.44, 2.44 ]


Saluja 2002c 10 2.15 (1) 10 4.6 (2.4) 1.7 % -2.45 [ -4.06, -0.84 ]


Thompson 1981 12 0.05 (2.2) 9 -3.8 (2.7) 1.6 % 3.85 [ 1.69, 6.01 ]


Tong 2006a 45 61.95 (5.42) 18 58.08 (6.01) 1.3 % 3.87 [ 0.67, 7.07 ]


Tong 2006b 45 61.91 (4.87) 18 58.08 (6.01) 1.3 % 3.83 [ 0.71, 6.95 ]


Vaithiswaran 2008 30 -0.03 (1.01) 31 -0.09 (0.64) 1.9 % 0.06 [ -0.37, 0.49 ]


Wang 1996a 12 2.92 (0.72) 12 4.56 (0.5) 1.9 % -1.64 [ -2.14, -1.14 ]


Wang 1996b 12 3.25 (0.99) 12 4.56 (0.5) 1.9 % -1.31 [ -1.94, -0.68 ]


Williams 1983 7 -0.61 (1.5) 7 -2.8 (1.2) 1.7 % 2.19 [ 0.77, 3.61 ]


Wood 1989a 15 -5.1 (2.7) 8 -2.5 (1.98) 1.6 % -2.60 [ -4.54, -0.66 ]


Wood 1989b 15 -2.2 (1.9) 7 -2.5 (1.85) 1.7 % 0.30 [ -1.37, 1.97 ]


Woolfson 1989 50 67.2 (10.2) 45 66.9 (13.2) 1.0 % 0.30 [ -4.48, 5.08 ]


Zelic 2012 22 -0.9 (5.57) 23 -5.2 (5.87) 1.3 % 4.30 [ 0.96, 7.64 ]


Zhong 2006a 21 64.2 (9.34) 21 63.4 (7.65) 0.9 % 0.80 [ -4.36, 5.96 ]


Subtotal (95% CI) 773 650 46.3 % 1.26 [ -0.12, 2.63 ]


Heterogeneity: Tau2 = 13.47; Chi2 = 2369.74, df = 32 (P<0.00001); I2 =99%


Test for overall effect: Z = 1.80 (P = 0.073)


11 Trauma surgery


Subtotal (95% CI) 0 0 Not estimable
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Heterogeneity: not applicable


Test for overall effect: not applicable


12 Ortopaedics


Bastow 1983a 39 2.8 (1.9) 35 1.2 (3.1) 1.8 % 1.60 [ 0.41, 2.79 ]


Bastow 1983b 25 4.9 (2.3) 23 0.7 (2.6) 1.7 % 4.20 [ 2.81, 5.59 ]


Brown 1992 5 -1.19 (3.64) 5 -4.2 (1.05) 1.3 % 3.01 [ -0.31, 6.33 ]


Luo 2011 22 2.4 (0.7) 24 0.9 (1.65) 1.8 % 1.50 [ 0.78, 2.22 ]


Miller 2006a 24 -0.9 (4.8) 25 -5.2 (6.1) 1.4 % 4.30 [ 1.23, 7.37 ]


Miller 2006b 23 -2.6 (5.14) 25 -1.8 (5.48) 1.4 % -0.80 [ -3.80, 2.20 ]


Xie 2014 60 54.71 (10.1) 60 47.3 (8.8) 1.3 % 7.41 [ 4.02, 10.80 ]


Subtotal (95% CI) 198 197 10.7 % 2.79 [ 1.36, 4.23 ]


Heterogeneity: Tau2 = 2.45; Chi2 = 27.33, df = 6 (P = 0.00013); I2 =78%


Test for overall effect: Z = 3.82 (P = 0.00014)


13 Plastic, reconstructive, and aesthetic surgery


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


14 Vascular surgery


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


15 Transplant surgery


Lough 1990 14 56.2 (7.7) 15 60.8 (19.4) 0.3 % -4.60 [ -15.21, 6.01 ]


Subtotal (95% CI) 14 15 0.3 % -4.60 [ -15.21, 6.01 ]


Heterogeneity: not applicable


Test for overall effect: Z = 0.85 (P = 0.40)


16 Urology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


17 Thoracic surgery


Carr 1996 14 -0.5 (0.2) 14 -1.8 (0.3) 1.9 % 1.30 [ 1.11, 1.49 ]


Dong 1996 256 51.8 (1.3) 264 53 (3.5) 1.9 % -1.20 [ -1.65, -0.75 ]


Subtotal (95% CI) 270 278 3.7 % 0.06 [ -2.39, 2.51 ]


Heterogeneity: Tau2 = 3.09; Chi2 = 100.34, df = 1 (P<0.00001); I2 =99%


Test for overall effect: Z = 0.05 (P = 0.96)


18 Neurological surgery
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Liu 2008 24 60.78 (7.88) 24 50.25 (5.36) 1.2 % 10.53 [ 6.72, 14.34 ]


Subtotal (95% CI) 24 24 1.2 % 10.53 [ 6.72, 14.34 ]


Heterogeneity: not applicable


Test for overall effect: Z = 5.41 (P < 0.00001)


19 Oro-maxillo-facial surgery


Bokhorst-de 2000 15 0.5 (2.3) 17 -0.1 (2.6) 1.7 % 0.60 [ -1.10, 2.30 ]


Subtotal (95% CI) 15 17 1.7 % 0.60 [ -1.10, 2.30 ]


Heterogeneity: not applicable


Test for overall effect: Z = 0.69 (P = 0.49)


20 Anaesthesiology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


21 Emergency medicine


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


22 Psychiatry


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


23 Neurology


Abalan 1992 15 48.9 (9.2) 14 46.3 (10.7) 0.6 % 2.60 [ -4.69, 9.89 ]


Aquilani 2008 24 64.4 (9) 24 65.9 (8.8) 0.9 % -1.50 [ -6.54, 3.54 ]


F rli 2001 18 1.2 (0) 19 0 (0) Not estimable


Gariballa 1998 18 57.5 (9) 13 56.3 (8.4) 0.7 % 1.20 [ -4.98, 7.38 ]


Rabadi 2008 51 68.8 (12.6) 51 66.9 (14.7) 0.9 % 1.90 [ -3.41, 7.21 ]


Subtotal (95% CI) 126 121 3.1 % 0.74 [ -2.15, 3.63 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 1.21, df = 3 (P = 0.75); I2 =0.0%


Test for overall effect: Z = 0.50 (P = 0.62)


24 Oncology


Drott 1988 12 68.8 (5.88) 11 69.8 (9.28) 0.7 % -1.00 [ -7.41, 5.41 ]


Subtotal (95% CI) 12 11 0.7 % -1.00 [ -7.41, 5.41 ]


Heterogeneity: not applicable


Test for overall effect: Z = 0.31 (P = 0.76)


25 Dermatology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Test for overall effect: not applicable


26 Gynaecology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


27 Mixed


Arias 2008 149 56 (11.43) 149 58.34 (11.67) 1.5 % -2.34 [ -4.96, 0.28 ]


Huynh 2015 77 1.03 (2.3) 70 0.6 (1.4) 1.9 % 0.43 [ -0.18, 1.04 ]


Johansen 2004 53 -0.22 (3.9) 42 0.1 (2) 1.8 % -0.32 [ -1.53, 0.89 ]


McWhirter 1996a 35 2.9 (0) 13 -2.5 (0) Not estimable


McWhirter 1996b 25 3.3 (0) 13 -2.5 (0) Not estimable


Munk 2014 44 0.4 (2.6) 40 -0.4 (2) 1.8 % 0.80 [ -0.19, 1.79 ]


Starke 2011 66 68.1 (15.9) 66 64.7 (16) 0.8 % 3.40 [ -2.04, 8.84 ]


Subtotal (95% CI) 449 393 7.7 % 0.21 [ -0.58, 1.00 ]


Heterogeneity: Tau2 = 0.32; Chi2 = 7.28, df = 4 (P = 0.12); I2 =45%


Test for overall effect: Z = 0.52 (P = 0.61)


Total (95% CI) 2829 2616 100.0 % 1.32 [ 0.65, 2.00 ]


Heterogeneity: Tau2 = 6.32; Chi2 = 2967.33, df = 73 (P<0.00001); I2 =98%


Test for overall effect: Z = 3.84 (P = 0.00012)


Test for subgroup differences: Chi2 = 36.72, df = 11 (P = 0.00), I2 =70%
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Analysis 33.5. Comparison 33 Weight - end of intervention, Outcome 5 Weight - based on adequacy of the


amount of calories.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 33 Weight - end of intervention


Outcome: 5 Weight - based on adequacy of the amount of calories


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 Clearly adequate in intervention and clearly inadequate in control


Aquilani 2008 24 64.4 (9) 24 65.9 (8.8) 0.9 % -1.50 [ -6.54, 3.54 ]


Chen 2000a 10 -0.8 (0.6) 10 -5.9 (0.1) 1.9 % 5.10 [ 4.72, 5.48 ]


Chen 2000b 10 -1.1 (0.7) 10 -5.9 (0.1) 1.9 % 4.80 [ 4.36, 5.24 ]


Gariballa 1998 18 57.5 (9) 13 56.3 (8.4) 0.7 % 1.20 [ -4.98, 7.38 ]


Gazzotti 2003 34 0.28 (3.8) 35 -1.23 (2.5) 1.7 % 1.51 [ -0.01, 3.03 ]


Holyday 2012 71 -0.9 (0.6) 72 -0.9 (0.4) 1.9 % 0.0 [ -0.17, 0.17 ]


Keele 1997 38 64 (11.6) 39 66.1 (13) 0.8 % -2.10 [ -7.60, 3.40 ]


Lough 1990 14 56.2 (7.7) 15 60.8 (19.4) 0.3 % -4.60 [ -15.21, 6.01 ]


Malhotra 2004 98 3.1 (0) 97 5.1 (0) Not estimable


McWhirter 1996a 35 2.9 (0) 13 -2.5 (0) Not estimable


McWhirter 1996b 25 3.3 (0) 13 -2.5 (0) Not estimable


Munk 2014 44 0.4 (2.6) 40 -0.4 (2) 1.8 % 0.80 [ -0.19, 1.79 ]


Neelemaat 2012 73 64.7 (14.4) 73 61 (12.2) 1.1 % 3.70 [ -0.63, 8.03 ]


Page 2002 20 69.3 (13.8) 20 65.7 (18.2) 0.4 % 3.60 [ -6.41, 13.61 ]


Starke 2011 66 68.1 (15.9) 66 64.7 (16) 0.8 % 3.40 [ -2.04, 8.84 ]


Summerbell 1993 7 47.1 (9.2) 7 37.8 (7.8) 0.4 % 9.30 [ 0.36, 18.24 ]


Wang 1996a 12 2.92 (0.72) 12 4.56 (0.5) 1.9 % -1.64 [ -2.14, -1.14 ]


Wang 1996b 12 3.25 (0.99) 12 4.56 (0.5) 1.9 % -1.31 [ -1.94, -0.68 ]


Whittaker 1990 6 2.4 (2) 4 -0.6 (0.8) 1.7 % 3.00 [ 1.22, 4.78 ]


Woolfson 1989 50 67.2 (10.2) 45 66.9 (13.2) 1.0 % 0.30 [ -4.48, 5.08 ]


Subtotal (95% CI) 667 620 21.0 % 1.46 [ -0.19, 3.12 ]


Heterogeneity: Tau2 = 8.38; Chi2 = 1055.13, df = 16 (P<0.00001); I2 =98%


Test for overall effect: Z = 1.74 (P = 0.082)


2 Inadequate in the experimental or adequate in the control


Abalan 1992 15 48.9 (9.2) 14 46.3 (10.7) 0.6 % 2.60 [ -4.69, 9.89 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Bastow 1983a 39 2.8 (1.9) 35 1.2 (3.1) 1.8 % 1.60 [ 0.41, 2.79 ]


Bastow 1983b 25 4.9 (2.3) 23 0.7 (2.6) 1.7 % 4.20 [ 2.81, 5.59 ]


Bokhorst-de 2000 15 0.5 (2.3) 17 -0.1 (2.6) 1.7 % 0.60 [ -1.10, 2.30 ]


Ding 2009 21 -3.22 (1.8) 21 -5.58 (1.4) 1.8 % 2.36 [ 1.38, 3.34 ]


F rli 2001 18 1.2 (0) 19 0 (0) Not estimable


Hickson 2004 292 -0.92 (0) 300 -0.9 (0) Not estimable


Johansen 2004 53 -0.22 (3.9) 42 0.1 (2) 1.8 % -0.32 [ -1.53, 0.89 ]


Kawaguchi 2008 18 -0.8 (1.6) 11 -0.95 (1.1) 1.8 % 0.15 [ -0.83, 1.13 ]


Ljunggren 2012 19 0.3 (16.29) 20 0.4 (12.82) 0.4 % -0.10 [ -9.33, 9.13 ]


MacFie 2000 27 63 (7.88) 25 67 (5.36) 1.2 % -4.00 [ -7.64, -0.36 ]


Potter 2001 142 0.4 (2.6) 151 -0.5 (2.9) 1.9 % 0.90 [ 0.27, 1.53 ]


Rabadi 2008 51 68.8 (12.6) 51 66.9 (14.7) 0.9 % 1.90 [ -3.41, 7.21 ]


Ryan 1993 6 2.4 (14.4) 4 -0.6 (12.2) 0.2 % 3.00 [ -13.60, 19.60 ]


Saluja 2002a 10 2.6 (0.5) 10 2.5 (0.74) 1.9 % 0.10 [ -0.45, 0.65 ]


Saluja 2002b 10 3.35 (0.91) 10 2.35 (2.14) 1.7 % 1.00 [ -0.44, 2.44 ]


Saluja 2002c 10 2.15 (1) 10 4.6 (2.4) 1.7 % -2.45 [ -4.06, -0.84 ]


Vermeeren 2004 23 1.37 (1.3) 24 1.12 (1.2) 1.8 % 0.25 [ -0.47, 0.97 ]


Zelic 2012 22 -0.9 (5.57) 23 -5.2 (5.87) 1.3 % 4.30 [ 0.96, 7.64 ]


Subtotal (95% CI) 816 810 24.1 % 0.79 [ 0.06, 1.51 ]


Heterogeneity: Tau2 = 1.34; Chi2 = 74.12, df = 16 (P<0.00001); I2 =78%


Test for overall effect: Z = 2.11 (P = 0.035)


3 Experimental group is overfed


Bunout 1989 17 -6.29 (6.2) 19 -4.7 (7.8) 1.0 % -1.59 [ -6.17, 2.99 ]


Carver 1995 20 50.1 (7.1) 20 45.9 (5.5) 1.1 % 4.20 [ 0.26, 8.14 ]


Kearns 1992 16 72 (20) 15 72 (16) 0.2 % 0.0 [ -12.71, 12.71 ]


Li 1998 10 59.9 (3.5) 10 58.8 (4.5) 1.2 % 1.10 [ -2.43, 4.63 ]


Saudny-Unterberger 1997 14 0.209 (2.5) 10 0.08 (0.63) 1.7 % 0.13 [ -1.24, 1.50 ]


Subtotal (95% CI) 77 74 5.4 % 0.64 [ -0.86, 2.13 ]


Heterogeneity: Tau2 = 0.47; Chi2 = 4.59, df = 4 (P = 0.33); I2 =13%


Test for overall effect: Z = 0.83 (P = 0.40)


4 Unclear intake in control or experimental


Arias 2008 149 56 (11.43) 149 58.34 (11.67) 1.5 % -2.34 [ -4.96, 0.28 ]


Brown 1992 5 -1.19 (3.64) 5 -4.2 (1.05) 1.3 % 3.01 [ -0.31, 6.33 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Carr 1996 14 -0.5 (0.2) 14 -1.8 (0.3) 1.9 % 1.30 [ 1.11, 1.49 ]


Chen 1995a 8 1.3 (0.1) 4 -6.7 (0.4) 1.9 % 8.00 [ 7.60, 8.40 ]


Chen 1995b 8 -4.2 (0.3) 4 -6.7 (0.4) 1.9 % 2.50 [ 2.06, 2.94 ]


De Sousa 2012 20 51.8 (10.8) 15 51.2 (5.5) 0.8 % 0.60 [ -4.89, 6.09 ]


Dong 1996 256 51.8 (1.3) 264 53 (3.5) 1.9 % -1.20 [ -1.65, -0.75 ]


Drott 1988 12 68.8 (5.88) 11 69.8 (9.28) 0.7 % -1.00 [ -7.41, 5.41 ]


Elbers 1997 10 68.29 (12.14) 10 62.2 (6.86) 0.5 % 6.09 [ -2.55, 14.73 ]


Fan 1994 64 55 (0) 60 55 (0) Not estimable


Hoffmann 1988 43 -1 (0) 16 -3.8 (0) Not estimable


Huynh 2015 77 1.03 (2.3) 70 0.6 (1.4) 1.9 % 0.43 [ -0.18, 1.04 ]


Hwang 1991 12 51.9 (10) 12 53 (7.3) 0.6 % -1.10 [ -8.11, 5.91 ]


Jensen 1982 10 1.5 (2.2) 10 -2.9 (1.7) 1.7 % 4.40 [ 2.68, 6.12 ]


Ji 1999 20 59.53 (8.25) 10 49.7 (7.58) 0.8 % 9.83 [ 3.90, 15.76 ]


Jiang 2006a 24 2.4 (0.2) 22 6.3 (1.3) 1.9 % -3.90 [ -4.45, -3.35 ]


Jiang 2006b 23 5.7 (0.7) 22 6.3 (1.3) 1.9 % -0.60 [ -1.21, 0.01 ]


Lidder 2013a 32 70.83 (16.67) 30 73.03 (13.91) 0.6 % -2.20 [ -9.82, 5.42 ]


Lidder 2013b 27 71.68 (16.29) 31 72.21 (12.82) 0.6 % -0.53 [ -8.15, 7.09 ]


Liu 1990 6 2 (0.7) 6 4.1 (1.65) 1.7 % -2.10 [ -3.53, -0.67 ]


Liu 2008 24 60.78 (7.88) 24 50.25 (5.36) 1.2 % 10.53 [ 6.72, 14.34 ]


Luo 2011 22 2.4 (0.7) 24 0.9 (1.65) 1.8 % 1.50 [ 0.78, 2.22 ]


McEvoy 1982 26 -0.2 (2.6) 25 1.5 (2.4) 1.7 % -1.70 [ -3.07, -0.33 ]


Miller 2006a 24 -0.9 (4.8) 25 -5.2 (6.1) 1.4 % 4.30 [ 1.23, 7.37 ]


Miller 2006b 23 -2.6 (5.14) 25 -1.8 (5.48) 1.4 % -0.80 [ -3.80, 2.20 ]


Moreno 2016 24 -0.9 (4.74) 25 -5.2 (6.12) 1.4 % 4.30 [ 1.24, 7.36 ]


Thompson 1981 12 0.05 (2.2) 9 -3.8 (2.7) 1.6 % 3.85 [ 1.69, 6.01 ]


Tong 2006a 45 61.95 (5.42) 18 58.08 (6.01) 1.3 % 3.87 [ 0.67, 7.07 ]


Tong 2006b 45 61.91 (4.87) 18 58.08 (6.01) 1.3 % 3.83 [ 0.71, 6.95 ]


Vaithiswaran 2008 30 -0.03 (1.01) 31 -0.09 (0.64) 1.9 % 0.06 [ -0.37, 0.49 ]


Williams 1983 7 -0.61 (1.5) 7 -2.8 (1.2) 1.7 % 2.19 [ 0.77, 3.61 ]


Wood 1989a 15 -5.1 (2.7) 8 -2.5 (1.98) 1.6 % -2.60 [ -4.54, -0.66 ]


Wood 1989b 15 -2.2 (1.9) 7 -2.5 (1.85) 1.7 % 0.30 [ -1.37, 1.97 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Xie 2014 60 54.71 (10.1) 60 47.3 (8.8) 1.3 % 7.41 [ 4.02, 10.80 ]


Zheng 2001a 30 -2.1 (0.9) 10 -3.3 (1.7) 1.8 % 1.20 [ 0.10, 2.30 ]


Zheng 2001b 26 -2.5 (1.1) 10 -3.3 (1.7) 1.8 % 0.80 [ -0.34, 1.94 ]


Zhong 2006a 21 64.2 (9.34) 21 63.4 (7.65) 0.9 % 0.80 [ -4.36, 5.96 ]


Subtotal (95% CI) 1269 1112 49.5 % 1.61 [ 0.50, 2.72 ]


Heterogeneity: Tau2 = 8.92; Chi2 = 1801.30, df = 34 (P<0.00001); I2 =98%


Test for overall effect: Z = 2.85 (P = 0.0044)


Total (95% CI) 2829 2616 100.0 % 1.32 [ 0.65, 2.00 ]


Heterogeneity: Tau2 = 6.32; Chi2 = 2967.33, df = 73 (P<0.00001); I2 =98%


Test for overall effect: Z = 3.84 (P = 0.00012)


Test for subgroup differences: Chi2 = 2.02, df = 3 (P = 0.57), I2 =0.0%
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Analysis 33.6. Comparison 33 Weight - end of intervention, Outcome 6 Weight - different screening tools.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 33 Weight - end of intervention


Outcome: 6 Weight - different screening tools


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 NRS 2002


Ding 2009 21 -3.22 (1.8) 21 -5.58 (1.4) 1.8 % 2.36 [ 1.38, 3.34 ]


Johansen 2004 53 -0.22 (3.9) 42 0.1 (2) 1.8 % -0.32 [ -1.53, 0.89 ]


Munk 2014 44 0.4 (2.6) 40 -0.4 (2) 1.8 % 0.80 [ -0.19, 1.79 ]


Starke 2011 66 68.1 (15.9) 66 64.7 (16) 0.8 % 3.40 [ -2.04, 8.84 ]


Subtotal (95% CI) 184 169 6.2 % 1.12 [ -0.29, 2.53 ]


Heterogeneity: Tau2 = 1.36; Chi2 = 12.71, df = 3 (P = 0.01); I2 =76%


Test for overall effect: Z = 1.55 (P = 0.12)


2 MUST


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


3 MNA


De Sousa 2012 20 51.8 (10.8) 15 51.2 (5.5) 0.8 % 0.60 [ -4.89, 6.09 ]


Gazzotti 2003 34 0.28 (3.8) 35 -1.23 (2.5) 1.7 % 1.51 [ -0.01, 3.03 ]


Subtotal (95% CI) 54 50 2.6 % 1.45 [ -0.02, 2.91 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 0.10, df = 1 (P = 0.75); I2 =0.0%


Test for overall effect: Z = 1.93 (P = 0.054)


4 SGA


Arias 2008 149 56 (11.43) 149 58.34 (11.67) 1.5 % -2.34 [ -4.96, 0.28 ]


Huynh 2015 77 1.03 (2.3) 70 0.6 (1.4) 1.9 % 0.43 [ -0.18, 1.04 ]


Subtotal (95% CI) 226 219 3.3 % -0.65 [ -3.30, 2.00 ]


Heterogeneity: Tau2 = 2.89; Chi2 = 4.07, df = 1 (P = 0.04); I2 =75%


Test for overall effect: Z = 0.48 (P = 0.63)


5 Other means


Abalan 1992 15 48.9 (9.2) 14 46.3 (10.7) 0.6 % 2.60 [ -4.69, 9.89 ]


Aquilani 2008 24 64.4 (9) 24 65.9 (8.8) 0.9 % -1.50 [ -6.54, 3.54 ]


Bastow 1983a 39 2.8 (1.9) 35 1.2 (3.1) 1.8 % 1.60 [ 0.41, 2.79 ]


Bastow 1983b 25 4.9 (2.3) 23 0.7 (2.6) 1.7 % 4.20 [ 2.81, 5.59 ]


Bokhorst-de 2000 15 0.5 (2.3) 17 -0.1 (2.6) 1.7 % 0.60 [ -1.10, 2.30 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Brown 1992 5 -1.19 (3.64) 5 -4.2 (1.05) 1.3 % 3.01 [ -0.31, 6.33 ]


Bunout 1989 17 -6.29 (6.2) 19 -4.7 (7.8) 1.0 % -1.59 [ -6.17, 2.99 ]


Carr 1996 14 -0.5 (0.2) 14 -1.8 (0.3) 1.9 % 1.30 [ 1.11, 1.49 ]


Carver 1995 20 50.1 (7.1) 20 45.9 (5.5) 1.1 % 4.20 [ 0.26, 8.14 ]


Chen 1995a 8 1.3 (0.1) 4 -6.7 (0.4) 1.9 % 8.00 [ 7.60, 8.40 ]


Chen 1995b 8 -4.2 (0.3) 4 -6.7 (0.4) 1.9 % 2.50 [ 2.06, 2.94 ]


Chen 2000a 10 -0.8 (0.6) 10 -5.9 (0.1) 1.9 % 5.10 [ 4.72, 5.48 ]


Chen 2000b 10 -1.1 (0.7) 10 -5.9 (0.1) 1.9 % 4.80 [ 4.36, 5.24 ]


Dong 1996 256 51.8 (1.3) 264 53 (3.5) 1.9 % -1.20 [ -1.65, -0.75 ]


Drott 1988 12 68.8 (5.88) 11 69.8 (9.28) 0.7 % -1.00 [ -7.41, 5.41 ]


Elbers 1997 10 68.29 (12.14) 10 62.2 (6.86) 0.5 % 6.09 [ -2.55, 14.73 ]


Fan 1994 64 55 (0) 60 55 (0) Not estimable


F rli 2001 18 1.2 (0) 19 0 (0) Not estimable


Gariballa 1998 18 57.5 (9) 13 56.3 (8.4) 0.7 % 1.20 [ -4.98, 7.38 ]


Hickson 2004 292 -0.92 (0) 300 -0.9 (0) Not estimable


Hoffmann 1988 43 -1 (0) 16 -3.8 (0) Not estimable


Holyday 2012 71 -0.9 (0.6) 72 -0.9 (0.4) 1.9 % 0.0 [ -0.17, 0.17 ]


Hwang 1991 12 51.9 (10) 12 53 (7.3) 0.6 % -1.10 [ -8.11, 5.91 ]


Jensen 1982 10 1.5 (2.2) 10 -2.9 (1.7) 1.7 % 4.40 [ 2.68, 6.12 ]


Ji 1999 20 59.53 (8.25) 10 49.7 (7.58) 0.8 % 9.83 [ 3.90, 15.76 ]


Jiang 2006a 24 2.4 (0.2) 22 6.3 (1.3) 1.9 % -3.90 [ -4.45, -3.35 ]


Jiang 2006b 23 5.7 (0.7) 22 6.3 (1.3) 1.9 % -0.60 [ -1.21, 0.01 ]


Kawaguchi 2008 18 -0.8 (1.6) 11 -0.95 (1.1) 1.8 % 0.15 [ -0.83, 1.13 ]


Kearns 1992 16 72 (20) 15 72 (16) 0.2 % 0.0 [ -12.71, 12.71 ]


Keele 1997 38 64 (11.6) 39 66.1 (13) 0.8 % -2.10 [ -7.60, 3.40 ]


Li 1998 10 59.9 (3.5) 10 58.8 (4.5) 1.2 % 1.10 [ -2.43, 4.63 ]


Lidder 2013a 32 70.83 (16.67) 30 73.03 (13.91) 0.6 % -2.20 [ -9.82, 5.42 ]


Lidder 2013b 27 71.68 (16.29) 31 72.21 (12.82) 0.6 % -0.53 [ -8.15, 7.09 ]


Liu 1990 6 2 (0.7) 6 4.1 (1.65) 1.7 % -2.10 [ -3.53, -0.67 ]


Liu 2008 24 60.78 (7.88) 24 50.25 (5.36) 1.2 % 10.53 [ 6.72, 14.34 ]


Ljunggren 2012 19 0.3 (16.29) 20 0.4 (12.82) 0.4 % -0.10 [ -9.33, 9.13 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Lough 1990 14 56.2 (7.7) 15 60.8 (19.4) 0.3 % -4.60 [ -15.21, 6.01 ]


Luo 2011 22 2.4 (0.7) 24 0.9 (1.65) 1.8 % 1.50 [ 0.78, 2.22 ]


MacFie 2000 27 63 (7.88) 25 67 (5.36) 1.2 % -4.00 [ -7.64, -0.36 ]


Malhotra 2004 98 3.1 (0) 97 5.1 (0) Not estimable


McEvoy 1982 26 -0.2 (2.6) 25 1.5 (2.4) 1.7 % -1.70 [ -3.07, -0.33 ]


McWhirter 1996a 35 2.9 (0) 13 -2.5 (0) Not estimable


McWhirter 1996b 25 3.3 (0) 13 -2.5 (0) Not estimable


Miller 2006a 24 -0.9 (4.8) 25 -5.2 (6.1) 1.4 % 4.30 [ 1.23, 7.37 ]


Miller 2006b 23 -2.6 (5.14) 25 -1.8 (5.48) 1.4 % -0.80 [ -3.80, 2.20 ]


Moreno 2016 24 -0.9 (4.74) 25 -5.2 (6.12) 1.4 % 4.30 [ 1.24, 7.36 ]


Neelemaat 2012 73 64.7 (14.4) 73 61 (12.2) 1.1 % 3.70 [ -0.63, 8.03 ]


Page 2002 20 69.3 (13.8) 20 65.7 (18.2) 0.4 % 3.60 [ -6.41, 13.61 ]


Potter 2001 142 0.4 (2.6) 151 -0.5 (2.9) 1.9 % 0.90 [ 0.27, 1.53 ]


Rabadi 2008 51 68.8 (12.6) 51 66.9 (14.7) 0.9 % 1.90 [ -3.41, 7.21 ]


Ryan 1993 6 2.4 (14.4) 4 -0.6 (12.2) 0.2 % 3.00 [ -13.60, 19.60 ]


Saluja 2002a 10 2.6 (0.5) 10 2.5 (0.74) 1.9 % 0.10 [ -0.45, 0.65 ]


Saluja 2002b 10 3.35 (0.91) 10 2.35 (2.14) 1.7 % 1.00 [ -0.44, 2.44 ]


Saluja 2002c 10 2.15 (1) 10 4.6 (2.4) 1.7 % -2.45 [ -4.06, -0.84 ]


Saudny-Unterberger 1997 14 0.209 (2.5) 10 0.08 (0.63) 1.7 % 0.13 [ -1.24, 1.50 ]


Summerbell 1993 7 47.1 (9.2) 7 37.8 (7.8) 0.4 % 9.30 [ 0.36, 18.24 ]


Thompson 1981 12 0.05 (2.2) 9 -3.8 (2.7) 1.6 % 3.85 [ 1.69, 6.01 ]


Tong 2006a 45 61.95 (5.42) 18 58.08 (6.01) 1.3 % 3.87 [ 0.67, 7.07 ]


Tong 2006b 45 61.91 (4.87) 18 58.08 (6.01) 1.3 % 3.83 [ 0.71, 6.95 ]


Vaithiswaran 2008 30 -0.03 (1.01) 31 -0.09 (0.64) 1.9 % 0.06 [ -0.37, 0.49 ]


Vermeeren 2004 23 1.37 (1.3) 24 1.12 (1.2) 1.8 % 0.25 [ -0.47, 0.97 ]


Wang 1996a 12 2.92 (0.72) 12 4.56 (0.5) 1.9 % -1.64 [ -2.14, -1.14 ]


Wang 1996b 12 3.25 (0.99) 12 4.56 (0.5) 1.9 % -1.31 [ -1.94, -0.68 ]


Whittaker 1990 6 2.4 (2) 4 -0.6 (0.8) 1.7 % 3.00 [ 1.22, 4.78 ]


Williams 1983 7 -0.61 (1.5) 7 -2.8 (1.2) 1.7 % 2.19 [ 0.77, 3.61 ]


Wood 1989a 15 -5.1 (2.7) 8 -2.5 (1.98) 1.6 % -2.60 [ -4.54, -0.66 ]


Wood 1989b 15 -2.2 (1.9) 7 -2.5 (1.85) 1.7 % 0.30 [ -1.37, 1.97 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Woolfson 1989 50 67.2 (10.2) 45 66.9 (13.2) 1.0 % 0.30 [ -4.48, 5.08 ]


Xie 2014 60 54.71 (10.1) 60 47.3 (8.8) 1.3 % 7.41 [ 4.02, 10.80 ]


Zelic 2012 22 -0.9 (5.57) 23 -5.2 (5.87) 1.3 % 4.30 [ 0.96, 7.64 ]


Zheng 2001a 30 -2.1 (0.9) 10 -3.3 (1.7) 1.8 % 1.20 [ 0.10, 2.30 ]


Zheng 2001b 26 -2.5 (1.1) 10 -3.3 (1.7) 1.8 % 0.80 [ -0.34, 1.94 ]


Zhong 2006a 21 64.2 (9.34) 21 63.4 (7.65) 0.9 % 0.80 [ -4.36, 5.96 ]


Subtotal (95% CI) 2365 2178 87.9 % 1.41 [ 0.68, 2.15 ]


Heterogeneity: Tau2 = 6.67; Chi2 = 2942.67, df = 65 (P<0.00001); I2 =98%


Test for overall effect: Z = 3.76 (P = 0.00017)


Total (95% CI) 2829 2616 100.0 % 1.32 [ 0.65, 2.00 ]


Heterogeneity: Tau2 = 6.32; Chi2 = 2967.33, df = 73 (P<0.00001); I2 =98%


Test for overall effect: Z = 3.84 (P = 0.00012)


Test for subgroup differences: Chi2 = 2.26, df = 3 (P = 0.52), I2 =0.0%
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Analysis 33.7. Comparison 33 Weight - end of intervention, Outcome 7 Weight - participants characterised


as ’at nutritional risk’ due to one of the following conditions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 33 Weight - end of intervention


Outcome: 7 Weight - participants characterised as ’at nutritional risk’ due to one of the following conditions


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 Major surgery


Bastow 1983a 39 2.8 (1.9) 35 1.2 (3.1) 1.8 % 1.60 [ 0.41, 2.79 ]


Bastow 1983b 25 4.9 (2.3) 23 0.7 (2.6) 1.7 % 4.20 [ 2.81, 5.59 ]


Brown 1992 5 -1.19 (3.64) 5 -4.2 (1.05) 1.3 % 3.01 [ -0.31, 6.33 ]


Carr 1996 14 -0.5 (0.2) 14 -1.8 (0.3) 1.9 % 1.30 [ 1.11, 1.49 ]


Chen 1995a 8 1.3 (0.1) 4 -6.7 (0.4) 1.9 % 8.00 [ 7.60, 8.40 ]


Chen 1995b 8 -4.2 (0.3) 4 -6.7 (0.4) 1.9 % 2.50 [ 2.06, 2.94 ]


Chen 2000a 10 -0.8 (0.6) 10 -5.9 (0.1) 1.9 % 5.10 [ 4.72, 5.48 ]


Chen 2000b 10 -1.1 (0.7) 10 -5.9 (0.1) 1.9 % 4.80 [ 4.36, 5.24 ]


Dong 1996 256 51.8 (1.3) 264 53 (3.5) 1.9 % -1.20 [ -1.65, -0.75 ]


Elbers 1997 10 68.29 (12.14) 10 62.2 (6.86) 0.5 % 6.09 [ -2.55, 14.73 ]


Fan 1994 64 55 (0) 60 55 (0) Not estimable


F rli 2001 18 1.2 (0) 19 0 (0) Not estimable


Hoffmann 1988 43 -1 (0) 16 -3.8 (0) Not estimable


Jensen 1982 10 1.5 (2.2) 10 -2.9 (1.7) 1.7 % 4.40 [ 2.68, 6.12 ]


Ji 1999 20 59.53 (8.25) 10 49.7 (7.58) 0.8 % 9.83 [ 3.90, 15.76 ]


Jiang 2006a 24 2.4 (0.2) 22 6.3 (1.3) 1.9 % -3.90 [ -4.45, -3.35 ]


Jiang 2006b 23 5.7 (0.7) 22 6.3 (1.3) 1.9 % -0.60 [ -1.21, 0.01 ]


Keele 1997 38 64 (11.6) 39 66.1 (13) 0.8 % -2.10 [ -7.60, 3.40 ]


Li 1998 10 59.9 (3.5) 10 58.8 (4.5) 1.2 % 1.10 [ -2.43, 4.63 ]


Lidder 2013a 32 70.83 (16.67) 30 73.03 (13.91) 0.6 % -2.20 [ -9.82, 5.42 ]


Lidder 2013b 27 71.68 (16.29) 31 72.21 (12.82) 0.6 % -0.53 [ -8.15, 7.09 ]


Liu 1990 6 2 (0.7) 6 4.1 (1.65) 1.7 % -2.10 [ -3.53, -0.67 ]


Lough 1990 14 56.2 (7.7) 15 60.8 (19.4) 0.3 % -4.60 [ -15.21, 6.01 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


MacFie 2000 27 63 (7.88) 25 67 (5.36) 1.2 % -4.00 [ -7.64, -0.36 ]


Malhotra 2004 98 3.1 (0) 97 5.1 (0) Not estimable


Page 2002 20 69.3 (13.8) 20 65.7 (18.2) 0.4 % 3.60 [ -6.41, 13.61 ]


Saluja 2002a 10 2.6 (0.5) 10 2.5 (0.74) 1.9 % 0.10 [ -0.45, 0.65 ]


Saluja 2002b 10 3.35 (0.91) 10 2.35 (2.14) 1.7 % 1.00 [ -0.44, 2.44 ]


Saluja 2002c 10 2.15 (1) 10 4.6 (2.4) 1.7 % -2.45 [ -4.06, -0.84 ]


Thompson 1981 12 0.05 (2.2) 9 -3.8 (2.7) 1.6 % 3.85 [ 1.69, 6.01 ]


Tong 2006a 45 61.95 (5.42) 18 58.08 (6.01) 1.3 % 3.87 [ 0.67, 7.07 ]


Tong 2006b 45 61.91 (4.87) 18 58.08 (6.01) 1.3 % 3.83 [ 0.71, 6.95 ]


Vaithiswaran 2008 30 -0.03 (1.01) 31 -0.09 (0.64) 1.9 % 0.06 [ -0.37, 0.49 ]


Wang 1996a 12 2.92 (0.72) 12 4.56 (0.5) 1.9 % -1.64 [ -2.14, -1.14 ]


Wang 1996b 12 3.25 (0.99) 12 4.56 (0.5) 1.9 % -1.31 [ -1.94, -0.68 ]


Wood 1989a 15 -5.1 (2.7) 8 -2.5 (1.98) 1.6 % -2.60 [ -4.54, -0.66 ]


Wood 1989b 15 -2.2 (1.9) 7 -2.5 (1.85) 1.7 % 0.30 [ -1.37, 1.97 ]


Woolfson 1989 50 67.2 (10.2) 45 66.9 (13.2) 1.0 % 0.30 [ -4.48, 5.08 ]


Zelic 2012 22 -0.9 (5.57) 23 -5.2 (5.87) 1.3 % 4.30 [ 0.96, 7.64 ]


Zhong 2006a 21 64.2 (9.34) 21 63.4 (7.65) 0.9 % 0.80 [ -4.36, 5.96 ]


Subtotal (95% CI) 1168 1045 51.1 % 1.24 [ 0.11, 2.37 ]


Heterogeneity: Tau2 = 9.52; Chi2 = 2589.41, df = 35 (P<0.00001); I2 =99%


Test for overall effect: Z = 2.15 (P = 0.031)


2 Stroke


Aquilani 2008 24 64.4 (9) 24 65.9 (8.8) 0.9 % -1.50 [ -6.54, 3.54 ]


Gariballa 1998 18 57.5 (9) 13 56.3 (8.4) 0.7 % 1.20 [ -4.98, 7.38 ]


Rabadi 2008 51 68.8 (12.6) 51 66.9 (14.7) 0.9 % 1.90 [ -3.41, 7.21 ]


Subtotal (95% CI) 93 88 2.5 % 0.39 [ -2.75, 3.54 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 0.92, df = 2 (P = 0.63); I2 =0.0%


Test for overall effect: Z = 0.24 (P = 0.81)


3 ICU participants including trauma


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Frail elderly participants with less severe conditions known to increase protein requirements


Gazzotti 2003 34 0.28 (3.8) 35 -1.23 (2.5) 1.7 % 1.51 [ -0.01, 3.03 ]


Hickson 2004 292 -0.92 (0) 300 -0.9 (0) Not estimable
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Ljunggren 2012 19 0.3 (16.29) 20 0.4 (12.82) 0.4 % -0.10 [ -9.33, 9.13 ]


Luo 2011 22 2.4 (0.7) 24 0.9 (1.65) 1.8 % 1.50 [ 0.78, 2.22 ]


Miller 2006a 24 -0.9 (4.8) 25 -5.2 (6.1) 1.4 % 4.30 [ 1.23, 7.37 ]


Miller 2006b 23 -2.6 (5.14) 25 -1.8 (5.48) 1.4 % -0.80 [ -3.80, 2.20 ]


Potter 2001 142 0.4 (2.6) 151 -0.5 (2.9) 1.9 % 0.90 [ 0.27, 1.53 ]


Xie 2014 60 54.71 (10.1) 60 47.3 (8.8) 1.3 % 7.41 [ 4.02, 10.80 ]


Subtotal (95% CI) 616 640 9.8 % 1.83 [ 0.71, 2.96 ]


Heterogeneity: Tau2 = 1.14; Chi2 = 20.04, df = 6 (P = 0.003); I2 =70%


Test for overall effect: Z = 3.18 (P = 0.0015)


5 Participants do not fall into one of the categories above


Abalan 1992 15 48.9 (9.2) 14 46.3 (10.7) 0.6 % 2.60 [ -4.69, 9.89 ]


Arias 2008 149 56 (11.43) 149 58.34 (11.67) 1.5 % -2.34 [ -4.96, 0.28 ]


Bokhorst-de 2000 15 0.5 (2.3) 17 -0.1 (2.6) 1.7 % 0.60 [ -1.10, 2.30 ]


Bunout 1989 17 -6.29 (6.2) 19 -4.7 (7.8) 1.0 % -1.59 [ -6.17, 2.99 ]


Carver 1995 20 50.1 (7.1) 20 45.9 (5.5) 1.1 % 4.20 [ 0.26, 8.14 ]


De Sousa 2012 20 51.8 (10.8) 15 51.2 (5.5) 0.8 % 0.60 [ -4.89, 6.09 ]


Ding 2009 21 -3.22 (1.8) 21 -5.58 (1.4) 1.8 % 2.36 [ 1.38, 3.34 ]


Drott 1988 12 68.8 (5.88) 11 69.8 (9.28) 0.7 % -1.00 [ -7.41, 5.41 ]


Holyday 2012 71 -0.9 (0.6) 72 -0.9 (0.4) 1.9 % 0.0 [ -0.17, 0.17 ]


Huynh 2015 77 1.03 (2.3) 70 0.6 (1.4) 1.9 % 0.43 [ -0.18, 1.04 ]


Hwang 1991 12 51.9 (10) 12 53 (7.3) 0.6 % -1.10 [ -8.11, 5.91 ]


Johansen 2004 53 -0.22 (3.9) 42 0.1 (2) 1.8 % -0.32 [ -1.53, 0.89 ]


Kawaguchi 2008 18 -0.8 (1.6) 11 -0.95 (1.1) 1.8 % 0.15 [ -0.83, 1.13 ]


Kearns 1992 16 72 (20) 15 72 (16) 0.2 % 0.0 [ -12.71, 12.71 ]


Liu 2008 24 60.78 (7.88) 24 50.25 (5.36) 1.2 % 10.53 [ 6.72, 14.34 ]


McEvoy 1982 26 -0.2 (2.6) 25 1.5 (2.4) 1.7 % -1.70 [ -3.07, -0.33 ]


McWhirter 1996a 35 2.9 (0) 13 -2.5 (0) Not estimable


McWhirter 1996b 25 3.3 (0) 13 -2.5 (0) Not estimable


Moreno 2016 24 -0.9 (4.74) 25 -5.2 (6.12) 1.4 % 4.30 [ 1.24, 7.36 ]


Munk 2014 44 0.4 (2.6) 40 -0.4 (2) 1.8 % 0.80 [ -0.19, 1.79 ]


Neelemaat 2012 73 64.7 (14.4) 73 61 (12.2) 1.1 % 3.70 [ -0.63, 8.03 ]


Ryan 1993 6 2.4 (14.4) 4 -0.6 (12.2) 0.2 % 3.00 [ -13.60, 19.60 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Saudny-Unterberger 1997 14 0.209 (2.5) 10 0.08 (0.63) 1.7 % 0.13 [ -1.24, 1.50 ]


Starke 2011 66 68.1 (15.9) 66 64.7 (16) 0.8 % 3.40 [ -2.04, 8.84 ]


Summerbell 1993 7 47.1 (9.2) 7 37.8 (7.8) 0.4 % 9.30 [ 0.36, 18.24 ]


Vermeeren 2004 23 1.37 (1.3) 24 1.12 (1.2) 1.8 % 0.25 [ -0.47, 0.97 ]


Whittaker 1990 6 2.4 (2) 4 -0.6 (0.8) 1.7 % 3.00 [ 1.22, 4.78 ]


Williams 1983 7 -0.61 (1.5) 7 -2.8 (1.2) 1.7 % 2.19 [ 0.77, 3.61 ]


Zheng 2001a 30 -2.1 (0.9) 10 -3.3 (1.7) 1.8 % 1.20 [ 0.10, 2.30 ]


Zheng 2001b 26 -2.5 (1.1) 10 -3.3 (1.7) 1.8 % 0.80 [ -0.34, 1.94 ]


Subtotal (95% CI) 952 843 36.6 % 0.93 [ 0.38, 1.48 ]


Heterogeneity: Tau2 = 0.95; Chi2 = 107.74, df = 27 (P<0.00001); I2 =75%


Test for overall effect: Z = 3.33 (P = 0.00086)


Total (95% CI) 2829 2616 100.0 % 1.32 [ 0.65, 2.00 ]


Heterogeneity: Tau2 = 6.32; Chi2 = 2967.33, df = 73 (P<0.00001); I2 =98%


Test for overall effect: Z = 3.84 (P = 0.00012)


Test for subgroup differences: Chi2 = 2.25, df = 3 (P = 0.52), I2 =0.0%
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Analysis 33.8. Comparison 33 Weight - end of intervention, Outcome 8 Weight - participants characterised


as ’at nutritional risk’ due to one of the following criteria.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 33 Weight - end of intervention


Outcome: 8 Weight - participants characterised as ’at nutritional risk’ due to one of the following criteria


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 BMI less than 20.5 kg/m2


Carver 1995 20 50.1 (7.1) 20 45.9 (5.5) 1.1 % 4.20 [ 0.26, 8.14 ]


F rli 2001 18 1.2 (0) 19 0 (0) Not estimable


McWhirter 1996a 35 2.9 (0) 13 -2.5 (0) Not estimable


McWhirter 1996b 25 3.3 (0) 13 -2.5 (0) Not estimable


Neelemaat 2012 73 64.7 (14.4) 73 61 (12.2) 1.1 % 3.70 [ -0.63, 8.03 ]


Subtotal (95% CI) 171 138 2.2 % 3.97 [ 1.06, 6.89 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 0.03, df = 1 (P = 0.87); I2 =0.0%


Test for overall effect: Z = 2.67 (P = 0.0075)


2 Weight loss of at least 5% during the last three months


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


3 Weight loss of at least 10% during the last six months


Bokhorst-de 2000 15 0.5 (2.3) 17 -0.1 (2.6) 1.7 % 0.60 [ -1.10, 2.30 ]


Vermeeren 2004 23 1.37 (1.3) 24 1.12 (1.2) 1.8 % 0.25 [ -0.47, 0.97 ]


Subtotal (95% CI) 38 41 3.5 % 0.30 [ -0.36, 0.96 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 0.14, df = 1 (P = 0.71); I2 =0.0%


Test for overall effect: Z = 0.90 (P = 0.37)


4 Insufficient food intake during the last week (50% of requirements or less)


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Participants characterised as ’at nutritional risk’ by other means


Abalan 1992 15 48.9 (9.2) 14 46.3 (10.7) 0.6 % 2.60 [ -4.69, 9.89 ]


Aquilani 2008 24 64.4 (9) 24 65.9 (8.8) 0.9 % -1.50 [ -6.54, 3.54 ]


Arias 2008 149 56 (11.43) 149 58.34 (11.67) 1.5 % -2.34 [ -4.96, 0.28 ]


Bastow 1983a 39 2.8 (1.9) 35 1.2 (3.1) 1.8 % 1.60 [ 0.41, 2.79 ]


Bastow 1983b 25 4.9 (2.3) 23 0.7 (2.6) 1.7 % 4.20 [ 2.81, 5.59 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Brown 1992 5 -1.19 (3.64) 5 -4.2 (1.05) 1.3 % 3.01 [ -0.31, 6.33 ]


Bunout 1989 17 -6.29 (6.2) 19 -4.7 (7.8) 1.0 % -1.59 [ -6.17, 2.99 ]


Carr 1996 14 -0.5 (0.2) 14 -1.8 (0.3) 1.9 % 1.30 [ 1.11, 1.49 ]


Chen 1995a 8 1.3 (0.1) 4 -6.7 (0.4) 1.9 % 8.00 [ 7.60, 8.40 ]


Chen 1995b 8 -4.2 (0.3) 4 -6.7 (0.4) 1.9 % 2.50 [ 2.06, 2.94 ]


Chen 2000a 10 -0.8 (0.6) 10 -5.9 (0.1) 1.9 % 5.10 [ 4.72, 5.48 ]


Chen 2000b 10 -1.1 (0.7) 10 -5.9 (0.1) 1.9 % 4.80 [ 4.36, 5.24 ]


De Sousa 2012 20 51.8 (10.8) 15 51.2 (5.5) 0.8 % 0.60 [ -4.89, 6.09 ]


Ding 2009 21 -3.22 (1.8) 21 -5.58 (1.4) 1.8 % 2.36 [ 1.38, 3.34 ]


Dong 1996 256 51.8 (1.3) 264 53 (3.5) 1.9 % -1.20 [ -1.65, -0.75 ]


Drott 1988 12 68.8 (5.88) 11 69.8 (9.28) 0.7 % -1.00 [ -7.41, 5.41 ]


Elbers 1997 10 68.29 (12.14) 10 62.2 (6.86) 0.5 % 6.09 [ -2.55, 14.73 ]


Fan 1994 64 55 (0) 60 55 (0) Not estimable


Gariballa 1998 18 57.5 (9) 13 56.3 (8.4) 0.7 % 1.20 [ -4.98, 7.38 ]


Gazzotti 2003 34 0.28 (3.8) 35 -1.23 (2.5) 1.7 % 1.51 [ -0.01, 3.03 ]


Hickson 2004 292 -0.92 (0) 300 -0.9 (0) Not estimable


Hoffmann 1988 43 -1 (0) 16 -3.8 (0) Not estimable


Holyday 2012 71 -0.9 (0.6) 72 -0.9 (0.4) 1.9 % 0.0 [ -0.17, 0.17 ]


Huynh 2015 77 1.03 (2.3) 70 0.6 (1.4) 1.9 % 0.43 [ -0.18, 1.04 ]


Hwang 1991 12 51.9 (10) 12 53 (7.3) 0.6 % -1.10 [ -8.11, 5.91 ]


Jensen 1982 10 1.5 (2.2) 10 -2.9 (1.7) 1.7 % 4.40 [ 2.68, 6.12 ]


Ji 1999 20 59.53 (8.25) 10 49.7 (7.58) 0.8 % 9.83 [ 3.90, 15.76 ]


Jiang 2006a 24 2.4 (0.2) 22 6.3 (1.3) 1.9 % -3.90 [ -4.45, -3.35 ]


Jiang 2006b 23 5.7 (0.7) 22 6.3 (1.3) 1.9 % -0.60 [ -1.21, 0.01 ]


Johansen 2004 53 -0.22 (3.9) 42 0.1 (2) 1.8 % -0.32 [ -1.53, 0.89 ]


Kawaguchi 2008 18 -0.8 (1.6) 11 -0.95 (1.1) 1.8 % 0.15 [ -0.83, 1.13 ]


Kearns 1992 16 72 (20) 15 72 (16) 0.2 % 0.0 [ -12.71, 12.71 ]


Keele 1997 38 64 (11.6) 39 66.1 (13) 0.8 % -2.10 [ -7.60, 3.40 ]


Li 1998 10 59.9 (3.5) 10 58.8 (4.5) 1.2 % 1.10 [ -2.43, 4.63 ]


Lidder 2013a 32 70.83 (16.67) 30 73.03 (13.91) 0.6 % -2.20 [ -9.82, 5.42 ]


Lidder 2013b 27 71.68 (16.29) 31 72.21 (12.82) 0.6 % -0.53 [ -8.15, 7.09 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Liu 1990 6 2 (0.7) 6 4.1 (1.65) 1.7 % -2.10 [ -3.53, -0.67 ]


Liu 2008 24 60.78 (7.88) 24 50.25 (5.36) 1.2 % 10.53 [ 6.72, 14.34 ]


Ljunggren 2012 19 0.3 (16.29) 20 0.4 (12.82) 0.4 % -0.10 [ -9.33, 9.13 ]


Lough 1990 14 56.2 (7.7) 15 60.8 (19.4) 0.3 % -4.60 [ -15.21, 6.01 ]


Luo 2011 22 2.4 (0.7) 24 0.9 (1.65) 1.8 % 1.50 [ 0.78, 2.22 ]


MacFie 2000 27 63 (7.88) 25 67 (5.36) 1.2 % -4.00 [ -7.64, -0.36 ]


Malhotra 2004 98 3.1 (0) 97 5.1 (0) Not estimable


McEvoy 1982 26 -0.2 (2.6) 25 1.5 (2.4) 1.7 % -1.70 [ -3.07, -0.33 ]


Miller 2006a 24 -0.9 (4.8) 25 -5.2 (6.1) 1.4 % 4.30 [ 1.23, 7.37 ]


Miller 2006b 23 -2.6 (5.14) 25 -1.8 (5.48) 1.4 % -0.80 [ -3.80, 2.20 ]


Moreno 2016 24 -0.9 (4.74) 25 -5.2 (6.12) 1.4 % 4.30 [ 1.24, 7.36 ]


Munk 2014 44 0.4 (2.6) 40 -0.4 (2) 1.8 % 0.80 [ -0.19, 1.79 ]


Page 2002 20 69.3 (13.8) 20 65.7 (18.2) 0.4 % 3.60 [ -6.41, 13.61 ]


Potter 2001 142 0.4 (2.6) 151 -0.5 (2.9) 1.9 % 0.90 [ 0.27, 1.53 ]


Rabadi 2008 51 68.8 (12.6) 51 66.9 (14.7) 0.9 % 1.90 [ -3.41, 7.21 ]


Ryan 1993 6 2.4 (14.4) 4 -0.6 (12.2) 0.2 % 3.00 [ -13.60, 19.60 ]


Saluja 2002a 10 2.6 (0.5) 10 2.5 (0.74) 1.9 % 0.10 [ -0.45, 0.65 ]


Saluja 2002b 10 3.35 (0.91) 10 2.35 (2.14) 1.7 % 1.00 [ -0.44, 2.44 ]


Saluja 2002c 10 2.15 (1) 10 4.6 (2.4) 1.7 % -2.45 [ -4.06, -0.84 ]


Saudny-Unterberger 1997 14 0.209 (2.5) 10 0.08 (0.63) 1.7 % 0.13 [ -1.24, 1.50 ]


Starke 2011 66 68.1 (15.9) 66 64.7 (16) 0.8 % 3.40 [ -2.04, 8.84 ]


Summerbell 1993 7 47.1 (9.2) 7 37.8 (7.8) 0.4 % 9.30 [ 0.36, 18.24 ]


Thompson 1981 12 0.05 (2.2) 9 -3.8 (2.7) 1.6 % 3.85 [ 1.69, 6.01 ]


Tong 2006a 45 61.95 (5.42) 18 58.08 (6.01) 1.3 % 3.87 [ 0.67, 7.07 ]


Tong 2006b 45 61.91 (4.87) 18 58.08 (6.01) 1.3 % 3.83 [ 0.71, 6.95 ]


Vaithiswaran 2008 30 -0.03 (1.01) 31 -0.09 (0.64) 1.9 % 0.06 [ -0.37, 0.49 ]


Wang 1996a 12 2.92 (0.72) 12 4.56 (0.5) 1.9 % -1.64 [ -2.14, -1.14 ]


Wang 1996b 12 3.25 (0.99) 12 4.56 (0.5) 1.9 % -1.31 [ -1.94, -0.68 ]


Whittaker 1990 6 2.4 (2) 4 -0.6 (0.8) 1.7 % 3.00 [ 1.22, 4.78 ]


Williams 1983 7 -0.61 (1.5) 7 -2.8 (1.2) 1.7 % 2.19 [ 0.77, 3.61 ]


Wood 1989a 15 -5.1 (2.7) 8 -2.5 (1.98) 1.6 % -2.60 [ -4.54, -0.66 ]


-100 -50 0 50 100


Favours control Favours nutrition support


(Continued . . . )


1330Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Wood 1989b 15 -2.2 (1.9) 7 -2.5 (1.85) 1.7 % 0.30 [ -1.37, 1.97 ]


Woolfson 1989 50 67.2 (10.2) 45 66.9 (13.2) 1.0 % 0.30 [ -4.48, 5.08 ]


Xie 2014 60 54.71 (10.1) 60 47.3 (8.8) 1.3 % 7.41 [ 4.02, 10.80 ]


Zelic 2012 22 -0.9 (5.57) 23 -5.2 (5.87) 1.3 % 4.30 [ 0.96, 7.64 ]


Zheng 2001a 30 -2.1 (0.9) 10 -3.3 (1.7) 1.8 % 1.20 [ 0.10, 2.30 ]


Zheng 2001b 26 -2.5 (1.1) 10 -3.3 (1.7) 1.8 % 0.80 [ -0.34, 1.94 ]


Zhong 2006a 21 64.2 (9.34) 21 63.4 (7.65) 0.9 % 0.80 [ -4.36, 5.96 ]


Subtotal (95% CI) 2620 2437 94.3 % 1.30 [ 0.59, 2.00 ]


Heterogeneity: Tau2 = 6.46; Chi2 = 2957.57, df = 69 (P<0.00001); I2 =98%


Test for overall effect: Z = 3.62 (P = 0.00029)


Total (95% CI) 2829 2616 100.0 % 1.32 [ 0.65, 2.00 ]


Heterogeneity: Tau2 = 6.32; Chi2 = 2967.33, df = 73 (P<0.00001); I2 =98%


Test for overall effect: Z = 3.84 (P = 0.00012)


Test for subgroup differences: Chi2 = 8.62, df = 2 (P = 0.01), I2 =77%
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Analysis 33.9. Comparison 33 Weight - end of intervention, Outcome 9 Weight - participants characterised


as ’at nutritional risk’ due to biomarkers or anthropometrics.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 33 Weight - end of intervention


Outcome: 9 Weight - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 Biomarkers


Chen 1995a 8 1.3 (0.1) 4 -6.7 (0.4) 1.9 % 8.00 [ 7.60, 8.40 ]


Chen 1995b 8 -4.2 (0.3) 4 -6.7 (0.4) 1.9 % 2.50 [ 2.06, 2.94 ]


Chen 2000a 10 -0.8 (0.6) 10 -5.9 (0.1) 1.9 % 5.10 [ 4.72, 5.48 ]


Chen 2000b 10 -1.1 (0.7) 10 -5.9 (0.1) 1.9 % 4.80 [ 4.36, 5.24 ]


Ding 2009 21 -3.22 (1.8) 21 -5.58 (1.4) 1.8 % 2.36 [ 1.38, 3.34 ]


Dong 1996 256 51.8 (1.3) 264 53 (3.5) 1.9 % -1.20 [ -1.65, -0.75 ]


Ji 1999 20 59.53 (8.25) 10 49.7 (7.58) 0.8 % 9.83 [ 3.90, 15.76 ]


Liu 2008 24 60.78 (7.88) 24 50.25 (5.36) 1.2 % 10.53 [ 6.72, 14.34 ]


Luo 2011 22 2.4 (0.7) 24 0.9 (1.65) 1.8 % 1.50 [ 0.78, 2.22 ]


Subtotal (95% CI) 379 371 14.9 % 4.37 [ 2.16, 6.58 ]


Heterogeneity: Tau2 = 10.44; Chi2 = 1058.90, df = 8 (P<0.00001); I2 =99%


Test for overall effect: Z = 3.87 (P = 0.00011)


2 Anthropometric measures


Bastow 1983a 39 2.8 (1.9) 35 1.2 (3.1) 1.8 % 1.60 [ 0.41, 2.79 ]


Bastow 1983b 25 4.9 (2.3) 23 0.7 (2.6) 1.7 % 4.20 [ 2.81, 5.59 ]


Carver 1995 20 50.1 (7.1) 20 45.9 (5.5) 1.1 % 4.20 [ 0.26, 8.14 ]


F rli 2001 18 1.2 (0) 19 0 (0) Not estimable


Hoffmann 1988 43 -1 (0) 16 -3.8 (0) Not estimable


MacFie 2000 27 63 (7.88) 25 67 (5.36) 1.2 % -4.00 [ -7.64, -0.36 ]


McEvoy 1982 26 -0.2 (2.6) 25 1.5 (2.4) 1.7 % -1.70 [ -3.07, -0.33 ]


McWhirter 1996a 35 2.9 (0) 13 -2.5 (0) Not estimable


McWhirter 1996b 25 3.3 (0) 13 -2.5 (0) Not estimable


Miller 2006a 24 -0.9 (4.8) 25 -5.2 (6.1) 1.4 % 4.30 [ 1.23, 7.37 ]


Miller 2006b 23 -2.6 (5.14) 25 -1.8 (5.48) 1.4 % -0.80 [ -3.80, 2.20 ]


Potter 2001 142 0.4 (2.6) 151 -0.5 (2.9) 1.9 % 0.90 [ 0.27, 1.53 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Rabadi 2008 51 68.8 (12.6) 51 66.9 (14.7) 0.9 % 1.90 [ -3.41, 7.21 ]


Ryan 1993 6 2.4 (14.4) 4 -0.6 (12.2) 0.2 % 3.00 [ -13.60, 19.60 ]


Vermeeren 2004 23 1.37 (1.3) 24 1.12 (1.2) 1.8 % 0.25 [ -0.47, 0.97 ]


Subtotal (95% CI) 527 469 15.1 % 1.04 [ -0.15, 2.23 ]


Heterogeneity: Tau2 = 2.41; Chi2 = 55.55, df = 10 (P<0.00001); I2 =82%


Test for overall effect: Z = 1.71 (P = 0.087)


3 Characterised by other means


Abalan 1992 15 48.9 (9.2) 14 46.3 (10.7) 0.6 % 2.60 [ -4.69, 9.89 ]


Aquilani 2008 24 64.4 (9) 24 65.9 (8.8) 0.9 % -1.50 [ -6.54, 3.54 ]


Arias 2008 149 56 (11.43) 149 58.34 (11.67) 1.5 % -2.34 [ -4.96, 0.28 ]


Bokhorst-de 2000 15 0.5 (2.3) 17 -0.1 (2.6) 1.7 % 0.60 [ -1.10, 2.30 ]


Brown 1992 5 -1.19 (3.64) 5 -4.2 (1.05) 1.3 % 3.01 [ -0.31, 6.33 ]


Bunout 1989 17 -6.29 (6.2) 19 -4.7 (7.8) 1.0 % -1.59 [ -6.17, 2.99 ]


Carr 1996 14 -0.5 (0.2) 14 -1.8 (0.3) 1.9 % 1.30 [ 1.11, 1.49 ]


De Sousa 2012 20 51.8 (10.8) 15 51.2 (5.5) 0.8 % 0.60 [ -4.89, 6.09 ]


Drott 1988 12 68.8 (5.88) 11 69.8 (9.28) 0.7 % -1.00 [ -7.41, 5.41 ]


Elbers 1997 10 68.29 (12.14) 10 62.2 (6.86) 0.5 % 6.09 [ -2.55, 14.73 ]


Fan 1994 64 55 (0) 60 55 (0) Not estimable


Gariballa 1998 18 57.5 (9) 13 56.3 (8.4) 0.7 % 1.20 [ -4.98, 7.38 ]


Gazzotti 2003 34 0.28 (3.8) 35 -1.23 (2.5) 1.7 % 1.51 [ -0.01, 3.03 ]


Hickson 2004 292 -0.92 (0) 300 -0.9 (0) Not estimable


Holyday 2012 71 -0.9 (0.6) 72 -0.9 (0.4) 1.9 % 0.0 [ -0.17, 0.17 ]


Huynh 2015 77 1.03 (2.3) 70 0.6 (1.4) 1.9 % 0.43 [ -0.18, 1.04 ]


Hwang 1991 12 51.9 (10) 12 53 (7.3) 0.6 % -1.10 [ -8.11, 5.91 ]


Jensen 1982 10 1.5 (2.2) 10 -2.9 (1.7) 1.7 % 4.40 [ 2.68, 6.12 ]


Jiang 2006a 24 2.4 (0.2) 22 6.3 (1.3) 1.9 % -3.90 [ -4.45, -3.35 ]


Jiang 2006b 23 5.7 (0.7) 22 6.3 (1.3) 1.9 % -0.60 [ -1.21, 0.01 ]


Johansen 2004 53 -0.22 (3.9) 42 0.1 (2) 1.8 % -0.32 [ -1.53, 0.89 ]


Kawaguchi 2008 18 -0.8 (1.6) 11 -0.95 (1.1) 1.8 % 0.15 [ -0.83, 1.13 ]


Kearns 1992 16 72 (20) 15 72 (16) 0.2 % 0.0 [ -12.71, 12.71 ]


Keele 1997 38 64 (11.6) 39 66.1 (13) 0.8 % -2.10 [ -7.60, 3.40 ]


Li 1998 10 59.9 (3.5) 10 58.8 (4.5) 1.2 % 1.10 [ -2.43, 4.63 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Lidder 2013a 32 70.83 (16.67) 30 73.03 (13.91) 0.6 % -2.20 [ -9.82, 5.42 ]


Lidder 2013b 27 71.68 (16.29) 31 72.21 (12.82) 0.6 % -0.53 [ -8.15, 7.09 ]


Liu 1990 6 2 (0.7) 6 4.1 (1.65) 1.7 % -2.10 [ -3.53, -0.67 ]


Ljunggren 2012 19 0.3 (16.29) 20 0.4 (12.82) 0.4 % -0.10 [ -9.33, 9.13 ]


Lough 1990 14 56.2 (7.7) 15 60.8 (19.4) 0.3 % -4.60 [ -15.21, 6.01 ]


Malhotra 2004 98 3.1 (0) 97 5.1 (0) Not estimable


Moreno 2016 24 -0.9 (4.74) 25 -5.2 (6.12) 1.4 % 4.30 [ 1.24, 7.36 ]


Munk 2014 44 0.4 (2.6) 40 -0.4 (2) 1.8 % 0.80 [ -0.19, 1.79 ]


Neelemaat 2012 73 64.7 (14.4) 73 61 (12.2) 1.1 % 3.70 [ -0.63, 8.03 ]


Page 2002 20 69.3 (13.8) 20 65.7 (18.2) 0.4 % 3.60 [ -6.41, 13.61 ]


Saudny-Unterberger 1997 14 0.209 (2.5) 10 0.08 (0.63) 1.7 % 0.13 [ -1.24, 1.50 ]


Starke 2011 66 68.1 (15.9) 66 64.7 (16) 0.8 % 3.40 [ -2.04, 8.84 ]


Summerbell 1993 7 47.1 (9.2) 7 37.8 (7.8) 0.4 % 9.30 [ 0.36, 18.24 ]


Thompson 1981 12 0.05 (2.2) 9 -3.8 (2.7) 1.6 % 3.85 [ 1.69, 6.01 ]


Tong 2006a 45 61.95 (5.42) 18 58.08 (6.01) 1.3 % 3.87 [ 0.67, 7.07 ]


Tong 2006b 45 61.91 (4.87) 18 58.08 (6.01) 1.3 % 3.83 [ 0.71, 6.95 ]


Vaithiswaran 2008 30 -0.03 (1.01) 31 -0.09 (0.64) 1.9 % 0.06 [ -0.37, 0.49 ]


Wang 1996a 12 2.92 (0.72) 12 4.56 (0.5) 1.9 % -1.64 [ -2.14, -1.14 ]


Wang 1996b 12 3.25 (0.99) 12 4.56 (0.5) 1.9 % -1.31 [ -1.94, -0.68 ]


Whittaker 1990 6 2.4 (2) 4 -0.6 (0.8) 1.7 % 3.00 [ 1.22, 4.78 ]


Williams 1983 7 -0.61 (1.5) 7 -2.8 (1.2) 1.7 % 2.19 [ 0.77, 3.61 ]


Wood 1989a 15 -5.1 (2.7) 8 -2.5 (1.98) 1.6 % -2.60 [ -4.54, -0.66 ]


Wood 1989b 15 -2.2 (1.9) 7 -2.5 (1.85) 1.7 % 0.30 [ -1.37, 1.97 ]


Woolfson 1989 50 67.2 (10.2) 45 66.9 (13.2) 1.0 % 0.30 [ -4.48, 5.08 ]


Xie 2014 60 54.71 (10.1) 60 47.3 (8.8) 1.3 % 7.41 [ 4.02, 10.80 ]


Zelic 2012 22 -0.9 (5.57) 23 -5.2 (5.87) 1.3 % 4.30 [ 0.96, 7.64 ]


Zheng 2001a 30 -2.1 (0.9) 10 -3.3 (1.7) 1.8 % 1.20 [ 0.10, 2.30 ]


Zheng 2001b 26 -2.5 (1.1) 10 -3.3 (1.7) 1.8 % 0.80 [ -0.34, 1.94 ]


Zhong 2006a 21 64.2 (9.34) 21 63.4 (7.65) 0.9 % 0.80 [ -4.36, 5.96 ]


Subtotal (95% CI) 1893 1746 64.7 % 0.66 [ 0.13, 1.20 ]


Heterogeneity: Tau2 = 1.91; Chi2 = 571.04, df = 50 (P<0.00001); I2 =91%
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Test for overall effect: Z = 2.43 (P = 0.015)


4 Mixed


Saluja 2002a 10 2.6 (0.5) 10 2.5 (0.74) 1.9 % 0.10 [ -0.45, 0.65 ]


Saluja 2002b 10 3.35 (0.91) 10 2.35 (2.14) 1.7 % 1.00 [ -0.44, 2.44 ]


Saluja 2002c 10 2.15 (1) 10 4.6 (2.4) 1.7 % -2.45 [ -4.06, -0.84 ]


Subtotal (95% CI) 30 30 5.3 % -0.37 [ -1.95, 1.22 ]


Heterogeneity: Tau2 = 1.58; Chi2 = 10.84, df = 2 (P = 0.004); I2 =82%


Test for overall effect: Z = 0.45 (P = 0.65)


Total (95% CI) 2829 2616 100.0 % 1.32 [ 0.65, 2.00 ]


Heterogeneity: Tau2 = 6.32; Chi2 = 2967.33, df = 73 (P<0.00001); I2 =98%


Test for overall effect: Z = 3.84 (P = 0.00012)


Test for subgroup differences: Chi2 = 12.50, df = 3 (P = 0.01), I2 =76%
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Analysis 33.10. Comparison 33 Weight - end of intervention, Outcome 10 Weight - randomisation year.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 33 Weight - end of intervention


Outcome: 10 Weight - randomisation year


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 Before 1960


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


2 1960 to 1979


Thompson 1981 12 0.05 (2.2) 9 -3.8 (2.7) 1.6 % 3.85 [ 1.69, 6.01 ]


Subtotal (95% CI) 12 9 1.6 % 3.85 [ 1.69, 6.01 ]


Heterogeneity: not applicable


Test for overall effect: Z = 3.50 (P = 0.00047)


3 1980 to 1999


Abalan 1992 15 48.9 (9.2) 14 46.3 (10.7) 0.6 % 2.60 [ -4.69, 9.89 ]


Bastow 1983a 39 2.8 (1.9) 35 1.2 (3.1) 1.8 % 1.60 [ 0.41, 2.79 ]


Bastow 1983b 25 4.9 (2.3) 23 0.7 (2.6) 1.7 % 4.20 [ 2.81, 5.59 ]


Bokhorst-de 2000 15 0.5 (2.3) 17 -0.1 (2.6) 1.7 % 0.60 [ -1.10, 2.30 ]


Brown 1992 5 -1.19 (3.64) 5 -4.2 (1.05) 1.3 % 3.01 [ -0.31, 6.33 ]


Bunout 1989 17 -6.29 (6.2) 19 -4.7 (7.8) 1.0 % -1.59 [ -6.17, 2.99 ]


Carr 1996 14 -0.5 (0.2) 14 -1.8 (0.3) 1.9 % 1.30 [ 1.11, 1.49 ]


Carver 1995 20 50.1 (7.1) 20 45.9 (5.5) 1.1 % 4.20 [ 0.26, 8.14 ]


Chen 1995a 8 1.3 (0.1) 4 -6.7 (0.4) 1.9 % 8.00 [ 7.60, 8.40 ]


Chen 1995b 8 -4.2 (0.3) 4 -6.7 (0.4) 1.9 % 2.50 [ 2.06, 2.94 ]


Chen 2000a 10 -0.8 (0.6) 10 -5.9 (0.1) 1.9 % 5.10 [ 4.72, 5.48 ]


Chen 2000b 10 -1.1 (0.7) 10 -5.9 (0.1) 1.9 % 4.80 [ 4.36, 5.24 ]


Dong 1996 256 51.8 (1.3) 264 53 (3.5) 1.9 % -1.20 [ -1.65, -0.75 ]


Drott 1988 12 68.8 (5.88) 11 69.8 (9.28) 0.7 % -1.00 [ -7.41, 5.41 ]


Elbers 1997 10 68.29 (12.14) 10 62.2 (6.86) 0.5 % 6.09 [ -2.55, 14.73 ]


Fan 1994 64 55 (0) 60 55 (0) Not estimable


F rli 2001 18 1.2 (0) 19 0 (0) Not estimable


Gariballa 1998 18 57.5 (9) 13 56.3 (8.4) 0.7 % 1.20 [ -4.98, 7.38 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Gazzotti 2003 34 0.28 (3.8) 35 -1.23 (2.5) 1.7 % 1.51 [ -0.01, 3.03 ]


Hoffmann 1988 43 -1 (0) 16 -3.8 (0) Not estimable


Hwang 1991 12 51.9 (10) 12 53 (7.3) 0.6 % -1.10 [ -8.11, 5.91 ]


Jensen 1982 10 1.5 (2.2) 10 -2.9 (1.7) 1.7 % 4.40 [ 2.68, 6.12 ]


Ji 1999 20 59.53 (8.25) 10 49.7 (7.58) 0.8 % 9.83 [ 3.90, 15.76 ]


Kearns 1992 16 72 (20) 15 72 (16) 0.2 % 0.0 [ -12.71, 12.71 ]


Keele 1997 38 64 (11.6) 39 66.1 (13) 0.8 % -2.10 [ -7.60, 3.40 ]


Li 1998 10 59.9 (3.5) 10 58.8 (4.5) 1.2 % 1.10 [ -2.43, 4.63 ]


Liu 1990 6 2 (0.7) 6 4.1 (1.65) 1.7 % -2.10 [ -3.53, -0.67 ]


Lough 1990 14 56.2 (7.7) 15 60.8 (19.4) 0.3 % -4.60 [ -15.21, 6.01 ]


MacFie 2000 27 63 (7.88) 25 67 (5.36) 1.2 % -4.00 [ -7.64, -0.36 ]


McEvoy 1982 26 -0.2 (2.6) 25 1.5 (2.4) 1.7 % -1.70 [ -3.07, -0.33 ]


McWhirter 1996a 35 2.9 (0) 13 -2.5 (0) Not estimable


McWhirter 1996b 25 3.3 (0) 13 -2.5 (0) Not estimable


Potter 2001 142 0.4 (2.6) 151 -0.5 (2.9) 1.9 % 0.90 [ 0.27, 1.53 ]


Ryan 1993 6 2.4 (14.4) 4 -0.6 (12.2) 0.2 % 3.00 [ -13.60, 19.60 ]


Saluja 2002a 10 2.6 (0.5) 10 2.5 (0.74) 1.9 % 0.10 [ -0.45, 0.65 ]


Saluja 2002b 10 3.35 (0.91) 10 2.35 (2.14) 1.7 % 1.00 [ -0.44, 2.44 ]


Saluja 2002c 10 2.15 (1) 10 4.6 (2.4) 1.7 % -2.45 [ -4.06, -0.84 ]


Saudny-Unterberger 1997 14 0.209 (2.5) 10 0.08 (0.63) 1.7 % 0.13 [ -1.24, 1.50 ]


Summerbell 1993 7 47.1 (9.2) 7 37.8 (7.8) 0.4 % 9.30 [ 0.36, 18.24 ]


Wang 1996a 12 2.92 (0.72) 12 4.56 (0.5) 1.9 % -1.64 [ -2.14, -1.14 ]


Wang 1996b 12 3.25 (0.99) 12 4.56 (0.5) 1.9 % -1.31 [ -1.94, -0.68 ]


Whittaker 1990 6 2.4 (2) 4 -0.6 (0.8) 1.7 % 3.00 [ 1.22, 4.78 ]


Williams 1983 7 -0.61 (1.5) 7 -2.8 (1.2) 1.7 % 2.19 [ 0.77, 3.61 ]


Wood 1989a 15 -5.1 (2.7) 8 -2.5 (1.98) 1.6 % -2.60 [ -4.54, -0.66 ]


Wood 1989b 15 -2.2 (1.9) 7 -2.5 (1.85) 1.7 % 0.30 [ -1.37, 1.97 ]


Woolfson 1989 50 67.2 (10.2) 45 66.9 (13.2) 1.0 % 0.30 [ -4.48, 5.08 ]


Zheng 2001a 30 -2.1 (0.9) 10 -3.3 (1.7) 1.8 % 1.20 [ 0.10, 2.30 ]


Zheng 2001b 26 -2.5 (1.1) 10 -3.3 (1.7) 1.8 % 0.80 [ -0.34, 1.94 ]


Subtotal (95% CI) 1252 1113 58.9 % 1.23 [ 0.24, 2.22 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Heterogeneity: Tau2 = 8.28; Chi2 = 2092.84, df = 42 (P<0.00001); I2 =98%


Test for overall effect: Z = 2.44 (P = 0.015)


4 After 1999


Aquilani 2008 24 64.4 (9) 24 65.9 (8.8) 0.9 % -1.50 [ -6.54, 3.54 ]


Arias 2008 149 56 (11.43) 149 58.34 (11.67) 1.5 % -2.34 [ -4.96, 0.28 ]


De Sousa 2012 20 51.8 (10.8) 15 51.2 (5.5) 0.8 % 0.60 [ -4.89, 6.09 ]


Ding 2009 21 -3.22 (1.8) 21 -5.58 (1.4) 1.8 % 2.36 [ 1.38, 3.34 ]


Hickson 2004 292 -0.92 (0) 300 -0.9 (0) Not estimable


Holyday 2012 71 -0.9 (0.6) 72 -0.9 (0.4) 1.9 % 0.0 [ -0.17, 0.17 ]


Huynh 2015 77 1.03 (2.3) 70 0.6 (1.4) 1.9 % 0.43 [ -0.18, 1.04 ]


Jiang 2006a 24 2.4 (0.2) 22 6.3 (1.3) 1.9 % -3.90 [ -4.45, -3.35 ]


Jiang 2006b 23 5.7 (0.7) 22 6.3 (1.3) 1.9 % -0.60 [ -1.21, 0.01 ]


Johansen 2004 53 -0.22 (3.9) 42 0.1 (2) 1.8 % -0.32 [ -1.53, 0.89 ]


Kawaguchi 2008 18 -0.8 (1.6) 11 -0.95 (1.1) 1.8 % 0.15 [ -0.83, 1.13 ]


Lidder 2013a 32 70.83 (16.67) 30 73.03 (13.91) 0.6 % -2.20 [ -9.82, 5.42 ]


Lidder 2013b 27 71.68 (16.29) 31 72.21 (12.82) 0.6 % -0.53 [ -8.15, 7.09 ]


Liu 2008 24 60.78 (7.88) 24 50.25 (5.36) 1.2 % 10.53 [ 6.72, 14.34 ]


Ljunggren 2012 19 0.3 (16.29) 20 0.4 (12.82) 0.4 % -0.10 [ -9.33, 9.13 ]


Luo 2011 22 2.4 (0.7) 24 0.9 (1.65) 1.8 % 1.50 [ 0.78, 2.22 ]


Malhotra 2004 98 3.1 (0) 97 5.1 (0) Not estimable


Miller 2006a 24 -0.9 (4.8) 25 -5.2 (6.1) 1.4 % 4.30 [ 1.23, 7.37 ]


Miller 2006b 23 -2.6 (5.14) 25 -1.8 (5.48) 1.4 % -0.80 [ -3.80, 2.20 ]


Moreno 2016 24 -0.9 (4.74) 25 -5.2 (6.12) 1.4 % 4.30 [ 1.24, 7.36 ]


Munk 2014 44 0.4 (2.6) 40 -0.4 (2) 1.8 % 0.80 [ -0.19, 1.79 ]


Neelemaat 2012 73 64.7 (14.4) 73 61 (12.2) 1.1 % 3.70 [ -0.63, 8.03 ]


Page 2002 20 69.3 (13.8) 20 65.7 (18.2) 0.4 % 3.60 [ -6.41, 13.61 ]


Rabadi 2008 51 68.8 (12.6) 51 66.9 (14.7) 0.9 % 1.90 [ -3.41, 7.21 ]


Starke 2011 66 68.1 (15.9) 66 64.7 (16) 0.8 % 3.40 [ -2.04, 8.84 ]


Tong 2006a 45 61.95 (5.42) 18 58.08 (6.01) 1.3 % 3.87 [ 0.67, 7.07 ]


Tong 2006b 45 61.91 (4.87) 18 58.08 (6.01) 1.3 % 3.83 [ 0.71, 6.95 ]


Vaithiswaran 2008 30 -0.03 (1.01) 31 -0.09 (0.64) 1.9 % 0.06 [ -0.37, 0.49 ]


Vermeeren 2004 23 1.37 (1.3) 24 1.12 (1.2) 1.8 % 0.25 [ -0.47, 0.97 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Xie 2014 60 54.71 (10.1) 60 47.3 (8.8) 1.3 % 7.41 [ 4.02, 10.80 ]


Zelic 2012 22 -0.9 (5.57) 23 -5.2 (5.87) 1.3 % 4.30 [ 0.96, 7.64 ]


Zhong 2006a 21 64.2 (9.34) 21 63.4 (7.65) 0.9 % 0.80 [ -4.36, 5.96 ]


Subtotal (95% CI) 1565 1494 39.5 % 1.07 [ 0.35, 1.79 ]


Heterogeneity: Tau2 = 2.19; Chi2 = 331.29, df = 29 (P<0.00001); I2 =91%


Test for overall effect: Z = 2.92 (P = 0.0035)


Total (95% CI) 2829 2616 100.0 % 1.32 [ 0.65, 2.00 ]


Heterogeneity: Tau2 = 6.32; Chi2 = 2967.33, df = 73 (P<0.00001); I2 =98%


Test for overall effect: Z = 3.84 (P = 0.00012)


Test for subgroup differences: Chi2 = 5.77, df = 2 (P = 0.06), I2 =65%
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Analysis 33.11. Comparison 33 Weight - end of intervention, Outcome 11 Weight - trials where the


intervention lasts fewer than three days compared with trials where the intervention lasts three days or more.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 33 Weight - end of intervention


Outcome: 11 Weight - trials where the intervention lasts fewer than three days compared with trials where the intervention lasts three days or more


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 Three days or more


Abalan 1992 15 48.9 (9.2) 14 46.3 (10.7) 0.6 % 2.60 [ -4.69, 9.89 ]


Aquilani 2008 24 64.4 (9) 24 65.9 (8.8) 0.9 % -1.50 [ -6.54, 3.54 ]


Arias 2008 149 56 (11.43) 149 58.34 (11.67) 1.5 % -2.34 [ -4.96, 0.28 ]


Bastow 1983a 39 2.8 (1.9) 35 1.2 (3.1) 1.8 % 1.60 [ 0.41, 2.79 ]


Bastow 1983b 25 4.9 (2.3) 23 0.7 (2.6) 1.7 % 4.20 [ 2.81, 5.59 ]


Bokhorst-de 2000 15 0.5 (2.3) 17 -0.1 (2.6) 1.7 % 0.60 [ -1.10, 2.30 ]


Brown 1992 5 -1.19 (3.64) 5 -4.2 (1.05) 1.3 % 3.01 [ -0.31, 6.33 ]


Bunout 1989 17 -6.29 (6.2) 19 -4.7 (7.8) 1.0 % -1.59 [ -6.17, 2.99 ]


Carr 1996 14 -0.5 (0.2) 14 -1.8 (0.3) 1.9 % 1.30 [ 1.11, 1.49 ]


Carver 1995 20 50.1 (7.1) 20 45.9 (5.5) 1.1 % 4.20 [ 0.26, 8.14 ]


Chen 1995a 8 1.3 (0.1) 4 -6.7 (0.4) 1.9 % 8.00 [ 7.60, 8.40 ]


Chen 1995b 8 -4.2 (0.3) 4 -6.7 (0.4) 1.9 % 2.50 [ 2.06, 2.94 ]


Chen 2000a 10 -0.8 (0.6) 10 -5.9 (0.1) 1.9 % 5.10 [ 4.72, 5.48 ]


Chen 2000b 10 -1.1 (0.7) 10 -5.9 (0.1) 1.9 % 4.80 [ 4.36, 5.24 ]


De Sousa 2012 20 51.8 (10.8) 15 51.2 (5.5) 0.8 % 0.60 [ -4.89, 6.09 ]


Ding 2009 21 -3.22 (1.8) 21 -5.58 (1.4) 1.8 % 2.36 [ 1.38, 3.34 ]


Dong 1996 256 51.8 (1.3) 264 53 (3.5) 1.9 % -1.20 [ -1.65, -0.75 ]


Drott 1988 12 68.8 (5.88) 11 69.8 (9.28) 0.7 % -1.00 [ -7.41, 5.41 ]


Elbers 1997 10 68.29 (12.14) 10 62.2 (6.86) 0.5 % 6.09 [ -2.55, 14.73 ]


Fan 1994 64 55 (0) 60 55 (0) Not estimable


F rli 2001 18 1.2 (0) 19 0 (0) Not estimable


Gariballa 1998 18 57.5 (9) 13 56.3 (8.4) 0.7 % 1.20 [ -4.98, 7.38 ]


Gazzotti 2003 34 0.28 (3.8) 35 -1.23 (2.5) 1.7 % 1.51 [ -0.01, 3.03 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Hickson 2004 292 -0.92 (0) 300 -0.9 (0) Not estimable


Hoffmann 1988 43 -1 (0) 16 -3.8 (0) Not estimable


Holyday 2012 71 -0.9 (0.6) 72 -0.9 (0.4) 1.9 % 0.0 [ -0.17, 0.17 ]


Huynh 2015 77 1.03 (2.3) 70 0.6 (1.4) 1.9 % 0.43 [ -0.18, 1.04 ]


Hwang 1991 12 51.9 (10) 12 53 (7.3) 0.6 % -1.10 [ -8.11, 5.91 ]


Jensen 1982 10 1.5 (2.2) 10 -2.9 (1.7) 1.7 % 4.40 [ 2.68, 6.12 ]


Ji 1999 20 59.53 (8.25) 10 49.7 (7.58) 0.8 % 9.83 [ 3.90, 15.76 ]


Jiang 2006a 24 2.4 (0.2) 22 6.3 (1.3) 1.9 % -3.90 [ -4.45, -3.35 ]


Jiang 2006b 23 5.7 (0.7) 22 6.3 (1.3) 1.9 % -0.60 [ -1.21, 0.01 ]


Johansen 2004 53 -0.22 (3.9) 42 0.1 (2) 1.8 % -0.32 [ -1.53, 0.89 ]


Kearns 1992 16 72 (20) 15 72 (16) 0.2 % 0.0 [ -12.71, 12.71 ]


Keele 1997 38 64 (11.6) 39 66.1 (13) 0.8 % -2.10 [ -7.60, 3.40 ]


Li 1998 10 59.9 (3.5) 10 58.8 (4.5) 1.2 % 1.10 [ -2.43, 4.63 ]


Lidder 2013a 32 70.83 (16.67) 30 73.03 (13.91) 0.6 % -2.20 [ -9.82, 5.42 ]


Lidder 2013b 27 71.68 (16.29) 31 72.21 (12.82) 0.6 % -0.53 [ -8.15, 7.09 ]


Liu 1990 6 2 (0.7) 6 4.1 (1.65) 1.7 % -2.10 [ -3.53, -0.67 ]


Liu 2008 24 60.78 (7.88) 24 50.25 (5.36) 1.2 % 10.53 [ 6.72, 14.34 ]


Lough 1990 14 56.2 (7.7) 15 60.8 (19.4) 0.3 % -4.60 [ -15.21, 6.01 ]


Luo 2011 22 2.4 (0.7) 24 0.9 (1.65) 1.8 % 1.50 [ 0.78, 2.22 ]


MacFie 2000 27 63 (7.88) 25 67 (5.36) 1.2 % -4.00 [ -7.64, -0.36 ]


Malhotra 2004 98 3.1 (0) 97 5.1 (0) Not estimable


McEvoy 1982 26 -0.2 (2.6) 25 1.5 (2.4) 1.7 % -1.70 [ -3.07, -0.33 ]


McWhirter 1996a 35 2.9 (0) 13 -2.5 (0) Not estimable


McWhirter 1996b 25 3.3 (0) 13 -2.5 (0) Not estimable


Miller 2006a 24 -0.9 (4.8) 25 -5.2 (6.1) 1.4 % 4.30 [ 1.23, 7.37 ]


Miller 2006b 23 -2.6 (5.14) 25 -1.8 (5.48) 1.4 % -0.80 [ -3.80, 2.20 ]


Moreno 2016 24 -0.9 (4.74) 25 -5.2 (6.12) 1.4 % 4.30 [ 1.24, 7.36 ]


Munk 2014 44 0.4 (2.6) 40 -0.4 (2) 1.8 % 0.80 [ -0.19, 1.79 ]


Neelemaat 2012 73 64.7 (14.4) 73 61 (12.2) 1.1 % 3.70 [ -0.63, 8.03 ]


Page 2002 20 69.3 (13.8) 20 65.7 (18.2) 0.4 % 3.60 [ -6.41, 13.61 ]


Potter 2001 142 0.4 (2.6) 151 -0.5 (2.9) 1.9 % 0.90 [ 0.27, 1.53 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Rabadi 2008 51 68.8 (12.6) 51 66.9 (14.7) 0.9 % 1.90 [ -3.41, 7.21 ]


Ryan 1993 6 2.4 (14.4) 4 -0.6 (12.2) 0.2 % 3.00 [ -13.60, 19.60 ]


Saluja 2002a 10 2.6 (0.5) 10 2.5 (0.74) 1.9 % 0.10 [ -0.45, 0.65 ]


Saluja 2002b 10 3.35 (0.91) 10 2.35 (2.14) 1.7 % 1.00 [ -0.44, 2.44 ]


Saluja 2002c 10 2.15 (1) 10 4.6 (2.4) 1.7 % -2.45 [ -4.06, -0.84 ]


Saudny-Unterberger 1997 14 0.209 (2.5) 10 0.08 (0.63) 1.7 % 0.13 [ -1.24, 1.50 ]


Starke 2011 66 68.1 (15.9) 66 64.7 (16) 0.8 % 3.40 [ -2.04, 8.84 ]


Summerbell 1993 7 47.1 (9.2) 7 37.8 (7.8) 0.4 % 9.30 [ 0.36, 18.24 ]


Thompson 1981 12 0.05 (2.2) 9 -3.8 (2.7) 1.6 % 3.85 [ 1.69, 6.01 ]


Tong 2006a 45 61.95 (5.42) 18 58.08 (6.01) 1.3 % 3.87 [ 0.67, 7.07 ]


Tong 2006b 45 61.91 (4.87) 18 58.08 (6.01) 1.3 % 3.83 [ 0.71, 6.95 ]


Vaithiswaran 2008 30 -0.03 (1.01) 31 -0.09 (0.64) 1.9 % 0.06 [ -0.37, 0.49 ]


Vermeeren 2004 23 1.37 (1.3) 24 1.12 (1.2) 1.8 % 0.25 [ -0.47, 0.97 ]


Wang 1996a 12 2.92 (0.72) 12 4.56 (0.5) 1.9 % -1.64 [ -2.14, -1.14 ]


Wang 1996b 12 3.25 (0.99) 12 4.56 (0.5) 1.9 % -1.31 [ -1.94, -0.68 ]


Whittaker 1990 6 2.4 (2) 4 -0.6 (0.8) 1.7 % 3.00 [ 1.22, 4.78 ]


Williams 1983 7 -0.61 (1.5) 7 -2.8 (1.2) 1.7 % 2.19 [ 0.77, 3.61 ]


Woolfson 1989 50 67.2 (10.2) 45 66.9 (13.2) 1.0 % 0.30 [ -4.48, 5.08 ]


Xie 2014 60 54.71 (10.1) 60 47.3 (8.8) 1.3 % 7.41 [ 4.02, 10.80 ]


Zheng 2001a 30 -2.1 (0.9) 10 -3.3 (1.7) 1.8 % 1.20 [ 0.10, 2.30 ]


Zheng 2001b 26 -2.5 (1.1) 10 -3.3 (1.7) 1.8 % 0.80 [ -0.34, 1.94 ]


Zhong 2006a 21 64.2 (9.34) 21 63.4 (7.65) 0.9 % 0.80 [ -4.36, 5.96 ]


Subtotal (95% CI) 2740 2547 93.2 % 1.40 [ 0.70, 2.10 ]


Heterogeneity: Tau2 = 6.39; Chi2 = 2944.92, df = 68 (P<0.00001); I2 =98%


Test for overall effect: Z = 3.90 (P = 0.000096)


2 Less than three days


Kawaguchi 2008 18 -0.8 (1.6) 11 -0.95 (1.1) 1.8 % 0.15 [ -0.83, 1.13 ]


Ljunggren 2012 19 0.3 (16.29) 20 0.4 (12.82) 0.4 % -0.10 [ -9.33, 9.13 ]


Wood 1989a 15 -5.1 (2.7) 8 -2.5 (1.98) 1.6 % -2.60 [ -4.54, -0.66 ]


Wood 1989b 15 -2.2 (1.9) 7 -2.5 (1.85) 1.7 % 0.30 [ -1.37, 1.97 ]


Zelic 2012 22 -0.9 (5.57) 23 -5.2 (5.87) 1.3 % 4.30 [ 0.96, 7.64 ]


Subtotal (95% CI) 89 69 6.8 % 0.15 [ -1.62, 1.92 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Heterogeneity: Tau2 = 2.39; Chi2 = 13.49, df = 4 (P = 0.01); I2 =70%


Test for overall effect: Z = 0.17 (P = 0.87)


Total (95% CI) 2829 2616 100.0 % 1.32 [ 0.65, 2.00 ]


Heterogeneity: Tau2 = 6.32; Chi2 = 2967.33, df = 73 (P<0.00001); I2 =98%


Test for overall effect: Z = 3.84 (P = 0.00012)


Test for subgroup differences: Chi2 = 1.64, df = 1 (P = 0.20), I2 =39%
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Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 33 Weight - end of intervention


Outcome: 12 Weight - Missing SDs


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 missing SDs imputed from all trials


Abalan 1992 15 48.9 (9.2) 14 46.3 (10.7) 0.5 % 2.60 [ -4.69, 9.89 ]


Aquilani 2008 24 64.4 (9) 24 65.9 (8.8) 0.8 % -1.50 [ -6.54, 3.54 ]


Arias 2008 149 56 (11.43) 149 58.34 (11.67) 1.3 % -2.34 [ -4.96, 0.28 ]


Bastow 1983a 39 2.8 (1.9) 35 1.2 (3.1) 1.6 % 1.60 [ 0.41, 2.79 ]


Bastow 1983b 25 4.9 (2.3) 23 0.7 (2.6) 1.6 % 4.20 [ 2.81, 5.59 ]


Bokhorst-de 2000 15 0.5 (2.3) 17 -0.1 (2.6) 1.5 % 0.60 [ -1.10, 2.30 ]


Brown 1992 5 -1.19 (3.64) 5 -4.2 (1.05) 1.2 % 3.01 [ -0.31, 6.33 ]


Bunout 1989 17 -6.29 (6.2) 19 -4.7 (7.8) 0.9 % -1.59 [ -6.17, 2.99 ]


Carr 1996 14 -0.5 (0.2) 14 -1.8 (0.3) 1.7 % 1.30 [ 1.11, 1.49 ]


Carver 1995 20 50.1 (7.1) 20 45.9 (5.5) 1.0 % 4.20 [ 0.26, 8.14 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Chen 1995a 8 1.3 (0.1) 4 -6.7 (0.4) 1.7 % 8.00 [ 7.60, 8.40 ]


Chen 1995b 8 -4.2 (0.3) 4 -6.7 (0.4) 1.7 % 2.50 [ 2.06, 2.94 ]


Chen 2000a 10 -0.8 (0.6) 10 -5.9 (0.1) 1.7 % 5.10 [ 4.72, 5.48 ]


Chen 2000b 10 -1.1 (0.7) 10 -5.9 (0.1) 1.7 % 4.80 [ 4.36, 5.24 ]


De Sousa 2012 20 51.8 (10.8) 15 51.2 (5.5) 0.7 % 0.60 [ -4.89, 6.09 ]


Ding 2009 21 -3.22 (1.8) 21 -5.58 (1.4) 1.6 % 2.36 [ 1.38, 3.34 ]


Dong 1996 256 51.8 (1.3) 264 53 (3.5) 1.7 % -1.20 [ -1.65, -0.75 ]


Drott 1988 12 68.8 (5.88) 11 69.8 (9.28) 0.6 % -1.00 [ -7.41, 5.41 ]


Elbers 1997 10 68.29 (12.14) 10 62.2 (6.86) 0.4 % 6.09 [ -2.55, 14.73 ]


Fan 1994 64 55 (15.9) 60 55 (16) 0.7 % 0.0 [ -5.62, 5.62 ]


F rli 2001 18 1.2 (1.6) 19 0 (1.1) 1.6 % 1.20 [ 0.31, 2.09 ]


Gariballa 1998 18 57.5 (9) 13 56.3 (8.4) 0.7 % 1.20 [ -4.98, 7.38 ]


Gazzotti 2003 34 0.28 (3.8) 35 -1.23 (2.5) 1.5 % 1.51 [ -0.01, 3.03 ]


Hickson 2004 292 -0.92 (1.3) 300 -0.9 (3.5) 1.7 % -0.02 [ -0.44, 0.40 ]


Hoffmann 1988 43 -1 (2.6) 16 -3.8 (2) 1.6 % 2.80 [ 1.55, 4.05 ]


Holyday 2012 71 -0.9 (0.6) 72 -0.9 (0.4) 1.7 % 0.0 [ -0.17, 0.17 ]


Huynh 2015 77 1.03 (2.3) 70 0.6 (1.4) 1.7 % 0.43 [ -0.18, 1.04 ]


Hwang 1991 12 51.9 (10) 12 53 (7.3) 0.6 % -1.10 [ -8.11, 5.91 ]


Jensen 1982 10 1.5 (2.2) 10 -2.9 (1.7) 1.5 % 4.40 [ 2.68, 6.12 ]


Ji 1999 20 59.53 (8.25) 10 49.7 (7.58) 0.7 % 9.83 [ 3.90, 15.76 ]


Jiang 2006a 24 2.4 (0.2) 22 6.3 (1.3) 1.7 % -3.90 [ -4.45, -3.35 ]


Jiang 2006b 23 5.7 (0.7) 22 6.3 (1.3) 1.7 % -0.60 [ -1.21, 0.01 ]


Johansen 2004 53 -0.22 (3.9) 42 0.1 (2) 1.6 % -0.32 [ -1.53, 0.89 ]


Kawaguchi 2008 18 -0.8 (1.6) 11 -0.95 (1.1) 1.6 % 0.15 [ -0.83, 1.13 ]


Kearns 1992 16 72 (20) 15 72 (16) 0.2 % 0.0 [ -12.71, 12.71 ]


Keele 1997 38 64 (11.6) 39 66.1 (13) 0.7 % -2.10 [ -7.60, 3.40 ]


Li 1998 10 59.9 (3.5) 10 58.8 (4.5) 1.1 % 1.10 [ -2.43, 4.63 ]


Lidder 2013a 32 70.83 (16.67) 30 73.03 (13.91) 0.5 % -2.20 [ -9.82, 5.42 ]


Lidder 2013b 27 71.68 (16.29) 31 72.21 (12.82) 0.5 % -0.53 [ -8.15, 7.09 ]


Liu 1990 6 2 (0.7) 6 4.1 (1.65) 1.6 % -2.10 [ -3.53, -0.67 ]


Liu 2008 24 60.78 (7.88) 24 50.25 (5.36) 1.0 % 10.53 [ 6.72, 14.34 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Ljunggren 2012 19 0.3 (16.29) 20 0.4 (12.82) 0.4 % -0.10 [ -9.33, 9.13 ]


Lough 1990 14 56.2 (7.7) 15 60.8 (19.4) 0.3 % -4.60 [ -15.21, 6.01 ]


Luo 2011 22 2.4 (0.7) 24 0.9 (1.65) 1.7 % 1.50 [ 0.78, 2.22 ]


MacFie 2000 27 63 (7.88) 25 67 (5.36) 1.1 % -4.00 [ -7.64, -0.36 ]


Malhotra 2004 98 3.1 (3.9) 97 5.1 (0.9) 1.6 % -2.00 [ -2.79, -1.21 ]


McEvoy 1982 26 -0.2 (2.6) 25 1.5 (2.4) 1.6 % -1.70 [ -3.07, -0.33 ]


McWhirter 1996a 35 2.9 (0.9) 13 -2.5 (1.7) 1.6 % 5.40 [ 4.43, 6.37 ]


McWhirter 1996b 25 3.3 (1.1) 13 -2.5 (1.7) 1.6 % 5.80 [ 4.78, 6.82 ]


Miller 2006a 24 -0.9 (4.8) 25 -5.2 (6.1) 1.2 % 4.30 [ 1.23, 7.37 ]


Miller 2006b 23 -2.6 (5.14) 25 -1.8 (5.48) 1.2 % -0.80 [ -3.80, 2.20 ]


Moreno 2016 24 -0.9 (4.74) 25 -5.2 (6.12) 1.2 % 4.30 [ 1.24, 7.36 ]


Munk 2014 44 0.4 (2.6) 40 -0.4 (2) 1.6 % 0.80 [ -0.19, 1.79 ]


Neelemaat 2012 73 64.7 (14.4) 73 61 (12.2) 0.9 % 3.70 [ -0.63, 8.03 ]


Page 2002 20 69.3 (13.8) 20 65.7 (18.2) 0.3 % 3.60 [ -6.41, 13.61 ]


Potter 2001 142 0.4 (2.6) 151 -0.5 (2.9) 1.7 % 0.90 [ 0.27, 1.53 ]


Rabadi 2008 51 68.8 (12.6) 51 66.9 (14.7) 0.8 % 1.90 [ -3.41, 7.21 ]


Ryan 1993 6 2.4 (14.4) 4 -0.6 (12.2) 0.1 % 3.00 [ -13.60, 19.60 ]


Saluja 2002a 10 2.6 (0.5) 10 2.5 (0.74) 1.7 % 0.10 [ -0.45, 0.65 ]


Saluja 2002b 10 3.35 (0.91) 10 2.35 (2.14) 1.6 % 1.00 [ -0.44, 2.44 ]


Saluja 2002c 10 2.15 (1) 10 4.6 (2.4) 1.5 % -2.45 [ -4.06, -0.84 ]


Saudny-Unterberger 1997 14 0.209 (2.5) 10 0.08 (0.63) 1.6 % 0.13 [ -1.24, 1.50 ]


Starke 2011 66 68.1 (15.9) 66 64.7 (16) 0.8 % 3.40 [ -2.04, 8.84 ]


Summerbell 1993 7 47.1 (9.2) 7 37.8 (7.8) 0.4 % 9.30 [ 0.36, 18.24 ]


Thompson 1981 12 0.05 (2.2) 9 -3.8 (2.7) 1.4 % 3.85 [ 1.69, 6.01 ]


Tong 2006a 45 61.95 (5.42) 18 58.08 (6.01) 1.2 % 3.87 [ 0.67, 7.07 ]


Tong 2006b 45 61.91 (4.87) 18 58.08 (6.01) 1.2 % 3.83 [ 0.71, 6.95 ]


Vaithiswaran 2008 30 -0.03 (1.01) 31 -0.09 (0.64) 1.7 % 0.06 [ -0.37, 0.49 ]


Vermeeren 2004 23 1.37 (1.3) 24 1.12 (1.2) 1.7 % 0.25 [ -0.47, 0.97 ]


Wang 1996a 12 2.92 (0.72) 12 4.56 (0.5) 1.7 % -1.64 [ -2.14, -1.14 ]


Wang 1996b 12 3.25 (0.99) 12 4.56 (0.5) 1.7 % -1.31 [ -1.94, -0.68 ]


Whittaker 1990 6 2.4 (2) 4 -0.6 (0.8) 1.5 % 3.00 [ 1.22, 4.78 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Williams 1983 7 -0.61 (1.5) 7 -2.8 (1.2) 1.6 % 2.19 [ 0.77, 3.61 ]


Wood 1989a 15 -5.1 (2.7) 8 -2.5 (1.98) 1.5 % -2.60 [ -4.54, -0.66 ]


Wood 1989b 15 -2.2 (1.9) 7 -2.5 (1.85) 1.5 % 0.30 [ -1.37, 1.97 ]


Woolfson 1989 50 67.2 (10.2) 45 66.9 (13.2) 0.9 % 0.30 [ -4.48, 5.08 ]


Xie 2014 60 54.71 (10.1) 60 47.3 (8.8) 1.1 % 7.41 [ 4.02, 10.80 ]


Zelic 2012 22 -0.9 (5.57) 23 -5.2 (5.87) 1.2 % 4.30 [ 0.96, 7.64 ]


Zheng 2001a 30 -2.1 (0.9) 10 -3.3 (1.7) 1.6 % 1.20 [ 0.10, 2.30 ]


Zheng 2001b 26 -2.5 (1.1) 10 -3.3 (1.7) 1.6 % 0.80 [ -0.34, 1.94 ]


Zhong 2006a 21 64.2 (9.34) 21 63.4 (7.65) 0.8 % 0.80 [ -4.36, 5.96 ]


Total (95% CI) 2829 2616 100.0 % 1.40 [ 0.76, 2.03 ]


Heterogeneity: Tau2 = 6.22; Chi2 = 3217.31, df = 80 (P<0.00001); I2 =98%


Test for overall effect: Z = 4.31 (P = 0.000017)


Test for subgroup differences: Not applicable
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Analysis 34.1. Comparison 34 Weight - maximum follow-up, Outcome 1 Weight - overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 34 Weight - maximum follow-up


Outcome: 1 Weight - overall


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Abalan 1992 15 48.9 (9.2) 14 46.3 (10.7) 0.5 % 2.60 [ -4.69, 9.89 ]


Aquilani 2008 24 64.4 (9) 24 65.9 (8.8) 0.8 % -1.50 [ -6.54, 3.54 ]


Arias 2008 149 56 (11.43) 149 58.34 (11.67) 1.3 % -2.34 [ -4.96, 0.28 ]


Bastow 1983a 39 2.8 (1.9) 35 1.2 (3.1) 1.6 % 1.60 [ 0.41, 2.79 ]


Bastow 1983b 25 4.9 (2.3) 23 0.7 (2.6) 1.5 % 4.20 [ 2.81, 5.59 ]


Bokhorst-de 2000 15 0.5 (2.3) 17 -0.1 (2.6) 1.5 % 0.60 [ -1.10, 2.30 ]


Brown 1992 5 -1.19 (3.64) 5 -4.2 (1.05) 1.1 % 3.01 [ -0.31, 6.33 ]


Bunout 1989 17 -6.29 (6.2) 19 -4.65 (7.8) 0.9 % -1.64 [ -6.22, 2.94 ]


Carr 1996 14 -0.5 (0.2) 14 -1.8 (0.3) 1.6 % 1.30 [ 1.11, 1.49 ]


Carver 1995 20 50.1 (7.1) 20 45.9 (5.5) 1.0 % 4.20 [ 0.26, 8.14 ]


Chen 1995a 8 1.3 (0.1) 4 -6.7 (0.4) 1.6 % 8.00 [ 7.60, 8.40 ]


Chen 1995b 8 -4.2 (0.3) 4 -6.7 (0.4) 1.6 % 2.50 [ 2.06, 2.94 ]


Chen 2000a 10 -0.8 (0.6) 10 -5.9 (0.1) 1.6 % 5.10 [ 4.72, 5.48 ]


Chen 2000b 10 -1.1 (0.7) 10 -5.9 (0.1) 1.6 % 4.80 [ 4.36, 5.24 ]


De Sousa 2012 20 52.1 (11.1) 15 49.9 (5.6) 0.7 % 2.20 [ -3.43, 7.83 ]


Ding 2009 21 -3.22 (1.8) 21 -5.58 (1.4) 1.6 % 2.36 [ 1.38, 3.34 ]


Dong 1996 256 51.8 (1.3) 264 53 (3.5) 1.6 % -1.20 [ -1.65, -0.75 ]


Drott 1988 12 68.8 (5.88) 11 69.8 (9.28) 0.6 % -1.00 [ -7.41, 5.41 ]


Duncan 2006 145 -1 (0) 157 0 (0) Not estimable


Elbers 1997 10 68.29 (12.14) 10 62.2 (6.86) 0.4 % 6.09 [ -2.55, 14.73 ]


Fan 1994 64 55 (0) 60 55 (0) Not estimable


F rli 2001 18 1.2 (0) 19 0 (0) Not estimable


Gariballa 1998 18 57.5 (9) 13 56.3 (8.4) 0.6 % 1.20 [ -4.98, 7.38 ]


Gariballa 2006 119 69 (14) 106 69 (13) 1.1 % 0.0 [ -3.53, 3.53 ]


Gazzotti 2003 34 0.28 (3.8) 35 -1.23 (2.5) 1.5 % 1.51 [ -0.01, 3.03 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Ha 2010 33 -0.8 (3.4) 31 -2.9 (3.9) 1.4 % 2.10 [ 0.30, 3.90 ]


Hickson 2004 292 -0.92 (0) 300 -0.9 (0) Not estimable


Hoffmann 1988 43 -1 (0) 16 -3.8 (0) Not estimable


Holyday 2012 71 -0.9 (0.6) 72 -0.9 (0.4) 1.6 % 0.0 [ -0.17, 0.17 ]


Huynh 2015 77 1.032 (2.34) 70 0.57 (1.41) 1.6 % 0.46 [ -0.16, 1.08 ]


Hwang 1991 12 51.9 (10) 12 53 (7.3) 0.5 % -1.10 [ -8.11, 5.91 ]


Jensen 1982 10 1.5 (2.2) 10 -2.9 (1.7) 1.5 % 4.40 [ 2.68, 6.12 ]


Ji 1999 20 59.53 (8.25) 10 49.7 (7.58) 0.7 % 9.83 [ 3.90, 15.76 ]


Jiang 2006a 24 2.4 (0.2) 22 6.3 (1.3) 1.6 % -3.90 [ -4.45, -3.35 ]


Jiang 2006b 23 5.7 (0.7) 22 6.3 (1.3) 1.6 % -0.60 [ -1.21, 0.01 ]


Johansen 2004 53 -0.22 (3.9) 42 0.1 (2) 1.5 % -0.32 [ -1.53, 0.89 ]


Kawaguchi 2008 18 -0.8 (1.6) 11 -0.95 (1.1) 1.6 % 0.15 [ -0.83, 1.13 ]


Kearns 1992 16 72 (20) 15 72 (16) 0.2 % 0.0 [ -12.71, 12.71 ]


Keele 1997 38 64 (11.6) 39 66.1 (13) 0.7 % -2.10 [ -7.60, 3.40 ]


Li 1998 10 59.9 (3.5) 10 58.8 (4.5) 1.1 % 1.10 [ -2.43, 4.63 ]


Lidder 2013a 32 71.13 (16.93) 30 72.82 (14.21) 0.5 % -1.69 [ -9.45, 6.07 ]


Lidder 2013b 27 72.33 (16.99) 31 71.54 (12.1) 0.5 % 0.79 [ -6.90, 8.48 ]


Liu 1990 6 2 (0.7) 6 4.1 (1.65) 1.5 % -2.10 [ -3.53, -0.67 ]


Liu 2008 24 60.78 (7.88) 24 50.25 (5.36) 1.0 % 10.53 [ 6.72, 14.34 ]


Ljunggren 2012 19 0.3 (16.29) 20 0.4 (12.82) 0.4 % -0.10 [ -9.33, 9.13 ]


Lough 1990 14 56.2 (7.7) 15 60.8 (19.4) 0.3 % -4.60 [ -15.21, 6.01 ]


Luo 2011 22 2.4 (0.7) 24 0.9 (1.65) 1.6 % 1.50 [ 0.78, 2.22 ]


MacFie 2000 27 63 (7.88) 25 67 (5.36) 1.1 % -4.00 [ -7.64, -0.36 ]


Malhotra 2004 98 3.1 (0) 97 5.1 (0) Not estimable


McEvoy 1982 26 -0.2 (2.6) 25 1.5 (2.4) 1.5 % -1.70 [ -3.07, -0.33 ]


McWhirter 1996a 35 2.9 (0) 13 -2.5 (0) Not estimable


McWhirter 1996b 25 3.3 (0) 13 -2.5 (0) Not estimable


Miller 2006a 24 -4.7 (6.75) 25 -6.3 (5.1) 1.1 % 1.60 [ -1.76, 4.96 ]


Miller 2006b 23 -6.2 (5.38) 25 -5.2 (9.56) 0.9 % -1.00 [ -5.34, 3.34 ]


Moreno 2016 24 -4.7 (6.75) 25 -6.3 (5.1) 1.1 % 1.60 [ -1.76, 4.96 ]


Munk 2014 44 0.4 (2.6) 40 -0.4 (2) 1.6 % 0.80 [ -0.19, 1.79 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Neelemaat 2012 73 64.7 (14.4) 73 61 (12.2) 0.9 % 3.70 [ -0.63, 8.03 ]


Page 2002 20 69.3 (13.8) 20 65.7 (18.2) 0.3 % 3.60 [ -6.41, 13.61 ]


Potter 2001 142 0.4 (2.6) 151 -0.5 (2.9) 1.6 % 0.90 [ 0.27, 1.53 ]


Rabadi 2008 51 68.8 (12.6) 51 66.9 (14.7) 0.7 % 1.90 [ -3.41, 7.21 ]


Ryan 1993 6 2.4 (14.4) 4 -0.6 (12.2) 0.1 % 3.00 [ -13.60, 19.60 ]


Saluja 2002a 10 2.6 (0.5) 10 2.5 (0.74) 1.6 % 0.10 [ -0.45, 0.65 ]


Saluja 2002b 10 3.35 (0.91) 10 2.35 (2.14) 1.5 % 1.00 [ -0.44, 2.44 ]


Saluja 2002c 10 2.15 (1) 10 4.6 (2.4) 1.5 % -2.45 [ -4.06, -0.84 ]


Saudny-Unterberger 1997 14 0.209 (2.5) 10 0.08 (0.63) 1.5 % 0.13 [ -1.24, 1.50 ]


Starke 2011 66 68.1 (15.9) 66 64.7 (16) 0.7 % 3.40 [ -2.04, 8.84 ]


Summerbell 1993 7 47.1 (9.2) 7 37.8 (7.8) 0.4 % 9.30 [ 0.36, 18.24 ]


Thompson 1981 12 0.05 (2.16) 9 -3.78 (2.74) 1.4 % 3.83 [ 1.66, 6.00 ]


Tong 2006a 45 61.95 (5.42) 18 58.08 (6.01) 1.1 % 3.87 [ 0.67, 7.07 ]


Tong 2006b 45 61.91 (4.87) 18 58.08 (6.01) 1.2 % 3.83 [ 0.71, 6.95 ]


Vaithiswaran 2008 30 -0.03 (1.01) 31 -0.09 (0.64) 1.6 % 0.06 [ -0.37, 0.49 ]


Vermeeren 2004 23 1.37 (1.3) 24 1.12 (1.2) 1.6 % 0.25 [ -0.47, 0.97 ]


Wang 1996a 12 2.92 (0.72) 12 4.56 (0.5) 1.6 % -1.64 [ -2.14, -1.14 ]


Wang 1996b 12 3.25 (0.99) 12 4.56 (0.5) 1.6 % -1.31 [ -1.94, -0.68 ]


Wang 1997a 20 58.4 (4.05) 10 55.87 (2.96) 1.3 % 2.53 [ -0.02, 5.08 ]


Wang 1997b 20 58.4 (4.05) 10 55.87 (2.96) 1.3 % 2.53 [ -0.02, 5.08 ]


Wang 2007 19 2.3 (0.8) 24 3.9 (1.7) 1.6 % -1.60 [ -2.37, -0.83 ]


Whittaker 1990 6 2.4 (2) 4 -0.6 (0.8) 1.5 % 3.00 [ 1.22, 4.78 ]


Williams 1983 7 -0.61 (1.5) 7 -2.8 (1.2) 1.5 % 2.19 [ 0.77, 3.61 ]


Wood 1989a 15 -5.1 (2.7) 8 -2.5 (1.98) 1.4 % -2.60 [ -4.54, -0.66 ]


Wood 1989b 15 -2.2 (1.9) 7 -2.5 (1.85) 1.5 % 0.30 [ -1.37, 1.97 ]


Woolfson 1989 50 67.2 (10.2) 45 66.9 (13.2) 0.8 % 0.30 [ -4.48, 5.08 ]


Wu 2007a 215 2.5 (1.7) 108 4.1 (2.2) 1.6 % -1.60 [ -2.07, -1.13 ]


Wu 2007b 215 2.7 (2) 108 4.1 (2.2) 1.6 % -1.40 [ -1.89, -0.91 ]


Xie 2014 60 54.71 (10.12) 60 47.32 (8.78) 1.1 % 7.39 [ 4.00, 10.78 ]


Xu 1998a 16 56.4 (10.8) 16 52.6 (10.7) 0.5 % 3.80 [ -3.65, 11.25 ]


Yang 1996 10 53.48 (6.18) 10 50.77 (4.13) 0.9 % 2.71 [ -1.90, 7.32 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Yie 1996 30 0.9 (0.9) 19 2 (0.8) 1.6 % -1.10 [ -1.58, -0.62 ]


Zeiderman 1989a 10 51.9 (11.38) 5 61.9 (12.33) 0.2 % -10.00 [ -22.91, 2.91 ]


Zeiderman 1989b 10 60.6 (12.96) 5 61.9 (12.33) 0.2 % -1.30 [ -14.77, 12.17 ]


Zelic 2012 22 -0.9 (5.57) 23 -5.2 (5.87) 1.1 % 4.30 [ 0.96, 7.64 ]


Zheng 2001a 30 -2.1 (0.9) 10 -3.3 (1.7) 1.6 % 1.20 [ 0.10, 2.30 ]


Zheng 2001b 26 -2.5 (1.1) 10 -3.3 (1.7) 1.6 % 0.80 [ -0.34, 1.94 ]


Zhong 2006a 21 64.2 (9.34) 21 63.4 (7.65) 0.8 % 0.80 [ -4.36, 5.96 ]


Total (95% CI) 3691 3225 100.0 % 1.13 [ 0.50, 1.75 ]


Heterogeneity: Tau2 = 6.15; Chi2 = 3287.24, df = 85 (P<0.00001); I2 =97%


Test for overall effect: Z = 3.54 (P = 0.00040)


Test for subgroup differences: Not applicable
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Analysis 34.2. Comparison 34 Weight - maximum follow-up, Outcome 2 Weight - bias.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 34 Weight - maximum follow-up


Outcome: 2 Weight - bias


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 High risk of bias


Abalan 1992 15 48.9 (9.2) 14 46.3 (10.7) 0.5 % 2.60 [ -4.69, 9.89 ]


Aquilani 2008 24 64.4 (9) 24 65.9 (8.8) 0.8 % -1.50 [ -6.54, 3.54 ]


Arias 2008 149 56 (11.43) 149 58.34 (11.67) 1.3 % -2.34 [ -4.96, 0.28 ]


Bastow 1983a 39 2.8 (1.9) 35 1.2 (3.1) 1.6 % 1.60 [ 0.41, 2.79 ]


Bastow 1983b 25 4.9 (2.3) 23 0.7 (2.6) 1.5 % 4.20 [ 2.81, 5.59 ]


Bokhorst-de 2000 15 0.5 (2.3) 17 -0.1 (2.6) 1.5 % 0.60 [ -1.10, 2.30 ]


Brown 1992 5 -1.19 (3.64) 5 -4.2 (1.05) 1.1 % 3.01 [ -0.31, 6.33 ]


Bunout 1989 17 -6.29 (6.2) 19 -4.65 (7.8) 0.9 % -1.64 [ -6.22, 2.94 ]


Carr 1996 14 -0.5 (0.2) 14 -1.8 (0.3) 1.6 % 1.30 [ 1.11, 1.49 ]


Carver 1995 20 50.1 (7.1) 20 45.9 (5.5) 1.0 % 4.20 [ 0.26, 8.14 ]


Chen 1995a 8 1.3 (0.1) 4 -6.7 (0.4) 1.6 % 8.00 [ 7.60, 8.40 ]


Chen 1995b 8 -4.2 (0.3) 4 -6.7 (0.4) 1.6 % 2.50 [ 2.06, 2.94 ]


Chen 2000a 10 -0.8 (0.6) 10 -5.9 (0.1) 1.6 % 5.10 [ 4.72, 5.48 ]


Chen 2000b 10 -1.1 (0.7) 10 -5.9 (0.1) 1.6 % 4.80 [ 4.36, 5.24 ]


De Sousa 2012 20 52.1 (11.1) 15 49.9 (5.6) 0.7 % 2.20 [ -3.43, 7.83 ]


Ding 2009 21 -3.22 (1.8) 21 -5.58 (1.4) 1.6 % 2.36 [ 1.38, 3.34 ]


Dong 1996 256 51.8 (1.3) 264 53 (3.5) 1.6 % -1.20 [ -1.65, -0.75 ]


Drott 1988 12 68.8 (5.88) 11 69.8 (9.28) 0.6 % -1.00 [ -7.41, 5.41 ]


Duncan 2006 145 -1 (0) 157 0 (0) Not estimable


Elbers 1997 10 68.29 (12.14) 10 62.2 (6.86) 0.4 % 6.09 [ -2.55, 14.73 ]


Fan 1994 64 55 (0) 60 55 (0) Not estimable


F rli 2001 18 1.2 (0) 19 0 (0) Not estimable


Gariballa 1998 18 57.5 (9) 13 56.3 (8.4) 0.6 % 1.20 [ -4.98, 7.38 ]


Gariballa 2006 119 69 (14) 106 69 (13) 1.1 % 0.0 [ -3.53, 3.53 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Gazzotti 2003 34 0.28 (3.8) 35 -1.23 (2.5) 1.5 % 1.51 [ -0.01, 3.03 ]


Ha 2010 33 -0.8 (3.4) 31 -2.9 (3.9) 1.4 % 2.10 [ 0.30, 3.90 ]


Hickson 2004 292 -0.92 (0) 300 -0.9 (0) Not estimable


Hoffmann 1988 43 -1 (0) 16 -3.8 (0) Not estimable


Holyday 2012 71 -0.9 (0.6) 72 -0.9 (0.4) 1.6 % 0.0 [ -0.17, 0.17 ]


Huynh 2015 77 1.032 (2.34) 70 0.57 (1.41) 1.6 % 0.46 [ -0.16, 1.08 ]


Hwang 1991 12 51.9 (10) 12 53 (7.3) 0.5 % -1.10 [ -8.11, 5.91 ]


Jensen 1982 10 1.5 (2.2) 10 -2.9 (1.7) 1.5 % 4.40 [ 2.68, 6.12 ]


Ji 1999 20 59.53 (8.25) 10 49.7 (7.58) 0.7 % 9.83 [ 3.90, 15.76 ]


Jiang 2006a 24 2.4 (0.2) 22 6.3 (1.3) 1.6 % -3.90 [ -4.45, -3.35 ]


Jiang 2006b 23 5.7 (0.7) 22 6.3 (1.3) 1.6 % -0.60 [ -1.21, 0.01 ]


Johansen 2004 53 -0.22 (3.9) 42 0.1 (2) 1.5 % -0.32 [ -1.53, 0.89 ]


Kawaguchi 2008 18 -0.8 (1.6) 11 -0.95 (1.1) 1.6 % 0.15 [ -0.83, 1.13 ]


Kearns 1992 16 72 (20) 15 72 (16) 0.2 % 0.0 [ -12.71, 12.71 ]


Keele 1997 38 64 (11.6) 39 66.1 (13) 0.7 % -2.10 [ -7.60, 3.40 ]


Li 1998 10 59.9 (3.5) 10 58.8 (4.5) 1.1 % 1.10 [ -2.43, 4.63 ]


Lidder 2013a 32 71.13 (16.93) 30 72.82 (14.21) 0.5 % -1.69 [ -9.45, 6.07 ]


Lidder 2013b 27 72.33 (16.99) 31 71.54 (12.1) 0.5 % 0.79 [ -6.90, 8.48 ]


Liu 1990 6 2 (0.7) 6 4.1 (1.65) 1.5 % -2.10 [ -3.53, -0.67 ]


Liu 2008 24 60.78 (7.88) 24 50.25 (5.36) 1.0 % 10.53 [ 6.72, 14.34 ]


Ljunggren 2012 19 0.3 (16.29) 20 0.4 (12.82) 0.4 % -0.10 [ -9.33, 9.13 ]


Lough 1990 14 56.2 (7.7) 15 60.8 (19.4) 0.3 % -4.60 [ -15.21, 6.01 ]


Luo 2011 22 2.4 (0.7) 24 0.9 (1.65) 1.6 % 1.50 [ 0.78, 2.22 ]


MacFie 2000 27 63 (7.88) 25 67 (5.36) 1.1 % -4.00 [ -7.64, -0.36 ]


Malhotra 2004 98 3.1 (0) 97 5.1 (0) Not estimable


McEvoy 1982 26 -0.2 (2.6) 25 1.5 (2.4) 1.5 % -1.70 [ -3.07, -0.33 ]


McWhirter 1996a 35 2.9 (0) 13 -2.5 (0) Not estimable


McWhirter 1996b 25 3.3 (0) 13 -2.5 (0) Not estimable


Miller 2006a 24 -4.7 (6.75) 25 -6.3 (5.1) 1.1 % 1.60 [ -1.76, 4.96 ]


Miller 2006b 23 -6.2 (5.38) 25 -5.2 (9.56) 0.9 % -1.00 [ -5.34, 3.34 ]


Moreno 2016 24 -4.7 (6.75) 25 -6.3 (5.1) 1.1 % 1.60 [ -1.76, 4.96 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Munk 2014 44 0.4 (2.6) 40 -0.4 (2) 1.6 % 0.80 [ -0.19, 1.79 ]


Neelemaat 2012 73 64.7 (14.4) 73 61 (12.2) 0.9 % 3.70 [ -0.63, 8.03 ]


Page 2002 20 69.3 (13.8) 20 65.7 (18.2) 0.3 % 3.60 [ -6.41, 13.61 ]


Potter 2001 142 0.4 (2.6) 151 -0.5 (2.9) 1.6 % 0.90 [ 0.27, 1.53 ]


Rabadi 2008 51 68.8 (12.6) 51 66.9 (14.7) 0.7 % 1.90 [ -3.41, 7.21 ]


Ryan 1993 6 2.4 (14.4) 4 -0.6 (12.2) 0.1 % 3.00 [ -13.60, 19.60 ]


Saluja 2002a 10 2.6 (0.5) 10 2.5 (0.74) 1.6 % 0.10 [ -0.45, 0.65 ]


Saluja 2002b 10 3.35 (0.91) 10 2.35 (2.14) 1.5 % 1.00 [ -0.44, 2.44 ]


Saluja 2002c 10 2.15 (1) 10 4.6 (2.4) 1.5 % -2.45 [ -4.06, -0.84 ]


Saudny-Unterberger 1997 14 0.209 (2.5) 10 0.08 (0.63) 1.5 % 0.13 [ -1.24, 1.50 ]


Starke 2011 66 68.1 (15.9) 66 64.7 (16) 0.7 % 3.40 [ -2.04, 8.84 ]


Summerbell 1993 7 47.1 (9.2) 7 37.8 (7.8) 0.4 % 9.30 [ 0.36, 18.24 ]


Thompson 1981 12 0.05 (2.16) 9 -3.78 (2.74) 1.4 % 3.83 [ 1.66, 6.00 ]


Tong 2006a 45 61.95 (5.42) 18 58.08 (6.01) 1.1 % 3.87 [ 0.67, 7.07 ]


Tong 2006b 45 61.91 (4.87) 18 58.08 (6.01) 1.2 % 3.83 [ 0.71, 6.95 ]


Vaithiswaran 2008 30 -0.03 (1.01) 31 -0.09 (0.64) 1.6 % 0.06 [ -0.37, 0.49 ]


Vermeeren 2004 23 1.37 (1.3) 24 1.12 (1.2) 1.6 % 0.25 [ -0.47, 0.97 ]


Wang 1996a 12 2.92 (0.72) 12 4.56 (0.5) 1.6 % -1.64 [ -2.14, -1.14 ]


Wang 1996b 12 3.25 (0.99) 12 4.56 (0.5) 1.6 % -1.31 [ -1.94, -0.68 ]


Wang 1997a 20 58.4 (4.05) 10 55.87 (2.96) 1.3 % 2.53 [ -0.02, 5.08 ]


Wang 1997b 20 58.4 (4.05) 10 55.87 (2.96) 1.3 % 2.53 [ -0.02, 5.08 ]


Wang 2007 19 2.3 (0.8) 24 3.9 (1.7) 1.6 % -1.60 [ -2.37, -0.83 ]


Whittaker 1990 6 2.4 (2) 4 -0.6 (0.8) 1.5 % 3.00 [ 1.22, 4.78 ]


Williams 1983 7 -0.61 (1.5) 7 -2.8 (1.2) 1.5 % 2.19 [ 0.77, 3.61 ]


Wood 1989a 15 -5.1 (2.7) 8 -2.5 (1.98) 1.4 % -2.60 [ -4.54, -0.66 ]


Wood 1989b 15 -2.2 (1.9) 7 -2.5 (1.85) 1.5 % 0.30 [ -1.37, 1.97 ]


Woolfson 1989 50 67.2 (10.2) 45 66.9 (13.2) 0.8 % 0.30 [ -4.48, 5.08 ]


Wu 2007a 215 2.5 (1.7) 108 4.1 (2.2) 1.6 % -1.60 [ -2.07, -1.13 ]


Wu 2007b 215 2.7 (2) 108 4.1 (2.2) 1.6 % -1.40 [ -1.89, -0.91 ]


Xie 2014 60 54.71 (10.12) 60 47.32 (8.78) 1.1 % 7.39 [ 4.00, 10.78 ]


Xu 1998a 16 56.4 (10.8) 16 52.6 (10.7) 0.5 % 3.80 [ -3.65, 11.25 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Yang 1996 10 53.48 (6.18) 10 50.77 (4.13) 0.9 % 2.71 [ -1.90, 7.32 ]


Yie 1996 30 0.9 (0.9) 19 2 (0.8) 1.6 % -1.10 [ -1.58, -0.62 ]


Zeiderman 1989a 10 51.9 (11.38) 5 61.9 (12.33) 0.2 % -10.00 [ -22.91, 2.91 ]


Zeiderman 1989b 10 60.6 (12.96) 5 61.9 (12.33) 0.2 % -1.30 [ -14.77, 12.17 ]


Zelic 2012 22 -0.9 (5.57) 23 -5.2 (5.87) 1.1 % 4.30 [ 0.96, 7.64 ]


Zheng 2001a 30 -2.1 (0.9) 10 -3.3 (1.7) 1.6 % 1.20 [ 0.10, 2.30 ]


Zheng 2001b 26 -2.5 (1.1) 10 -3.3 (1.7) 1.6 % 0.80 [ -0.34, 1.94 ]


Zhong 2006a 21 64.2 (9.34) 21 63.4 (7.65) 0.8 % 0.80 [ -4.36, 5.96 ]


Subtotal (95% CI) 3691 3225 100.0 % 1.13 [ 0.50, 1.75 ]


Heterogeneity: Tau2 = 6.15; Chi2 = 3287.24, df = 85 (P<0.00001); I2 =97%


Test for overall effect: Z = 3.54 (P = 0.00040)


2 Low risk of bias


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 3691 3225 100.0 % 1.13 [ 0.50, 1.75 ]


Heterogeneity: Tau2 = 6.15; Chi2 = 3287.24, df = 85 (P<0.00001); I2 =97%


Test for overall effect: Z = 3.54 (P = 0.00040)


Test for subgroup differences: Not applicable
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Analysis 34.3. Comparison 34 Weight - maximum follow-up, Outcome 3 Weight - mode of delivery.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 34 Weight - maximum follow-up


Outcome: 3 Weight - mode of delivery


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 General nutrition support


Duncan 2006 145 -1 (0) 157 0 (0) Not estimable


Ha 2010 33 -0.8 (3.4) 31 -2.9 (3.9) 1.4 % 2.10 [ 0.30, 3.90 ]


Hickson 2004 292 -0.92 (0) 300 -0.9 (0) Not estimable


Holyday 2012 71 -0.9 (0.6) 72 -0.9 (0.4) 1.6 % 0.0 [ -0.17, 0.17 ]


Johansen 2004 53 -0.22 (3.9) 42 0.1 (2) 1.5 % -0.32 [ -1.53, 0.89 ]


Starke 2011 66 68.1 (15.9) 66 64.7 (16) 0.7 % 3.40 [ -2.04, 8.84 ]


Subtotal (95% CI) 660 668 5.4 % 0.41 [ -0.58, 1.41 ]


Heterogeneity: Tau2 = 0.52; Chi2 = 6.98, df = 3 (P = 0.07); I2 =57%


Test for overall effect: Z = 0.81 (P = 0.42)


2 Fortified nutrition


Munk 2014 44 0.4 (2.6) 40 -0.4 (2) 1.6 % 0.80 [ -0.19, 1.79 ]


Neelemaat 2012 73 64.7 (14.4) 73 61 (12.2) 0.9 % 3.70 [ -0.63, 8.03 ]


Subtotal (95% CI) 117 113 2.5 % 1.45 [ -0.92, 3.83 ]


Heterogeneity: Tau2 = 1.64; Chi2 = 1.64, df = 1 (P = 0.20); I2 =39%


Test for overall effect: Z = 1.20 (P = 0.23)


3 Oral nutrition support


Abalan 1992 15 48.9 (9.2) 14 46.3 (10.7) 0.5 % 2.60 [ -4.69, 9.89 ]


Aquilani 2008 24 64.4 (9) 24 65.9 (8.8) 0.8 % -1.50 [ -6.54, 3.54 ]


Arias 2008 149 56 (11.43) 149 58.34 (11.67) 1.3 % -2.34 [ -4.96, 0.28 ]


Bunout 1989 17 -6.29 (6.2) 19 -4.65 (7.8) 0.9 % -1.64 [ -6.22, 2.94 ]


Carver 1995 20 50.1 (7.1) 20 45.9 (5.5) 1.0 % 4.20 [ 0.26, 8.14 ]


De Sousa 2012 20 52.1 (11.1) 15 49.9 (5.6) 0.7 % 2.20 [ -3.43, 7.83 ]


Elbers 1997 10 68.29 (12.14) 10 62.2 (6.86) 0.4 % 6.09 [ -2.55, 14.73 ]


F rli 2001 18 1.2 (0) 19 0 (0) Not estimable


Gariballa 1998 18 57.5 (9) 13 56.3 (8.4) 0.6 % 1.20 [ -4.98, 7.38 ]


Gariballa 2006 119 69 (14) 106 69 (13) 1.1 % 0.0 [ -3.53, 3.53 ]


Gazzotti 2003 34 0.28 (3.8) 35 -1.23 (2.5) 1.5 % 1.51 [ -0.01, 3.03 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Huynh 2015 77 1.032 (2.34) 70 0.57 (1.41) 1.6 % 0.46 [ -0.16, 1.08 ]


Kawaguchi 2008 18 -0.8 (1.6) 11 -0.95 (1.1) 1.6 % 0.15 [ -0.83, 1.13 ]


Keele 1997 38 64 (11.6) 39 66.1 (13) 0.7 % -2.10 [ -7.60, 3.40 ]


Lidder 2013a 32 71.13 (16.93) 30 72.82 (14.21) 0.5 % -1.69 [ -9.45, 6.07 ]


Lidder 2013b 27 72.33 (16.99) 31 71.54 (12.1) 0.5 % 0.79 [ -6.90, 8.48 ]


Ljunggren 2012 19 0.3 (16.29) 20 0.4 (12.82) 0.4 % -0.10 [ -9.33, 9.13 ]


Luo 2011 22 2.4 (0.7) 24 0.9 (1.65) 1.6 % 1.50 [ 0.78, 2.22 ]


MacFie 2000 27 63 (7.88) 25 67 (5.36) 1.1 % -4.00 [ -7.64, -0.36 ]


McEvoy 1982 26 -0.2 (2.6) 25 1.5 (2.4) 1.5 % -1.70 [ -3.07, -0.33 ]


McWhirter 1996b 25 3.3 (0) 13 -2.5 (0) Not estimable


Miller 2006a 24 -4.7 (6.75) 25 -6.3 (5.1) 1.1 % 1.60 [ -1.76, 4.96 ]


Miller 2006b 23 -6.2 (5.38) 25 -5.2 (9.56) 0.9 % -1.00 [ -5.34, 3.34 ]


Potter 2001 142 0.4 (2.6) 151 -0.5 (2.9) 1.6 % 0.90 [ 0.27, 1.53 ]


Rabadi 2008 51 68.8 (12.6) 51 66.9 (14.7) 0.7 % 1.90 [ -3.41, 7.21 ]


Saluja 2002a 10 2.6 (0.5) 10 2.5 (0.74) 1.6 % 0.10 [ -0.45, 0.65 ]


Saluja 2002b 10 3.35 (0.91) 10 2.35 (2.14) 1.5 % 1.00 [ -0.44, 2.44 ]


Saluja 2002c 10 2.15 (1) 10 4.6 (2.4) 1.5 % -2.45 [ -4.06, -0.84 ]


Saudny-Unterberger 1997 14 0.209 (2.5) 10 0.08 (0.63) 1.5 % 0.13 [ -1.24, 1.50 ]


Summerbell 1993 7 47.1 (9.2) 7 37.8 (7.8) 0.4 % 9.30 [ 0.36, 18.24 ]


Vermeeren 2004 23 1.37 (1.3) 24 1.12 (1.2) 1.6 % 0.25 [ -0.47, 0.97 ]


Zelic 2012 22 -0.9 (5.57) 23 -5.2 (5.87) 1.1 % 4.30 [ 0.96, 7.64 ]


Subtotal (95% CI) 1091 1058 31.8 % 0.29 [ -0.22, 0.80 ]


Heterogeneity: Tau2 = 0.65; Chi2 = 65.30, df = 29 (P = 0.00013); I2 =56%


Test for overall effect: Z = 1.13 (P = 0.26)


4 Enteral nutrition


Bastow 1983a 39 2.8 (1.9) 35 1.2 (3.1) 1.6 % 1.60 [ 0.41, 2.79 ]


Bastow 1983b 25 4.9 (2.3) 23 0.7 (2.6) 1.5 % 4.20 [ 2.81, 5.59 ]


Bokhorst-de 2000 15 0.5 (2.3) 17 -0.1 (2.6) 1.5 % 0.60 [ -1.10, 2.30 ]


Brown 1992 5 -1.19 (3.64) 5 -4.2 (1.05) 1.1 % 3.01 [ -0.31, 6.33 ]


Carr 1996 14 -0.5 (0.2) 14 -1.8 (0.3) 1.6 % 1.30 [ 1.11, 1.49 ]


Chen 1995a 10 -0.8 (0.6) 10 -5.9 (0.1) 1.6 % 5.10 [ 4.72, 5.48 ]


Chen 1995b 8 1.3 (0.1) 4 -6.7 (0.4) 1.6 % 8.00 [ 7.60, 8.40 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Chen 2000b 8 -4.2 (0.3) 4 -6.7 (0.4) 1.6 % 2.50 [ 2.06, 2.94 ]


Dong 1996 256 51.8 (1.3) 264 53 (3.5) 1.6 % -1.20 [ -1.65, -0.75 ]


Hoffmann 1988 43 -1 (0) 16 -3.8 (0) Not estimable


Hwang 1991 12 51.9 (10) 12 53 (7.3) 0.5 % -1.10 [ -8.11, 5.91 ]


Ji 1999 20 59.53 (8.25) 10 49.7 (7.58) 0.7 % 9.83 [ 3.90, 15.76 ]


Kearns 1992 16 72 (20) 15 72 (16) 0.2 % 0.0 [ -12.71, 12.71 ]


Malhotra 2004 98 3.1 (0) 97 5.1 (0) Not estimable


McWhirter 1996a 35 2.9 (0) 13 -2.5 (0) Not estimable


Moreno 2016 24 -4.7 (6.75) 25 -6.3 (5.1) 1.1 % 1.60 [ -1.76, 4.96 ]


Page 2002 20 69.3 (13.8) 20 65.7 (18.2) 0.3 % 3.60 [ -6.41, 13.61 ]


Ryan 1993 6 2.4 (14.4) 4 -0.6 (12.2) 0.1 % 3.00 [ -13.60, 19.60 ]


Tong 2006a 45 61.95 (5.42) 18 58.08 (6.01) 1.1 % 3.87 [ 0.67, 7.07 ]


Vaithiswaran 2008 30 -0.03 (1.01) 31 -0.09 (0.64) 1.6 % 0.06 [ -0.37, 0.49 ]


Wang 1996a 12 2.92 (0.72) 12 4.56 (0.5) 1.6 % -1.64 [ -2.14, -1.14 ]


Wang 1997a 20 58.4 (4.05) 10 55.87 (2.96) 1.3 % 2.53 [ -0.02, 5.08 ]


Wang 2007 19 2.3 (0.8) 24 3.9 (1.7) 1.6 % -1.60 [ -2.37, -0.83 ]


Whittaker 1990 6 2.4 (2) 4 -0.6 (0.8) 1.5 % 3.00 [ 1.22, 4.78 ]


Williams 1983 7 -0.61 (1.5) 7 -2.8 (1.2) 1.5 % 2.19 [ 0.77, 3.61 ]


Wu 2007a 215 2.5 (1.7) 108 4.1 (2.2) 1.6 % -1.60 [ -2.07, -1.13 ]


Xie 2014 60 54.71 (10.12) 60 47.32 (8.78) 1.1 % 7.39 [ 4.00, 10.78 ]


Yang 1996 10 53.48 (6.18) 10 50.77 (4.13) 0.9 % 2.71 [ -1.90, 7.32 ]


Yie 1996 30 0.9 (0.9) 19 2 (0.8) 1.6 % -1.10 [ -1.58, -0.62 ]


Zheng 2001a 30 -2.1 (0.9) 10 -3.3 (1.7) 1.6 % 1.20 [ 0.10, 2.30 ]


Zhong 2006a 21 64.2 (9.34) 21 63.4 (7.65) 0.8 % 0.80 [ -4.36, 5.96 ]


Subtotal (95% CI) 1159 922 34.7 % 1.98 [ 0.74, 3.22 ]


Heterogeneity: Tau2 = 8.80; Chi2 = 2114.67, df = 27 (P<0.00001); I2 =99%


Test for overall effect: Z = 3.13 (P = 0.0017)


5 Parenteral nutrition


Chen 2000a 10 -1.1 (0.7) 10 -5.9 (0.1) 1.6 % 4.80 [ 4.36, 5.24 ]


Ding 2009 21 -3.22 (1.8) 21 -5.58 (1.4) 1.6 % 2.36 [ 1.38, 3.34 ]


Drott 1988 12 68.8 (5.88) 11 69.8 (9.28) 0.6 % -1.00 [ -7.41, 5.41 ]


Fan 1994 64 55 (0) 60 55 (0) Not estimable
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Jensen 1982 10 1.5 (2.2) 10 -2.9 (1.7) 1.5 % 4.40 [ 2.68, 6.12 ]


Jiang 2006b 23 5.7 (0.7) 22 6.3 (1.3) 1.6 % -0.60 [ -1.21, 0.01 ]


Li 1998 10 59.9 (3.5) 10 58.8 (4.5) 1.1 % 1.10 [ -2.43, 4.63 ]


Liu 1990 6 2 (0.7) 6 4.1 (1.65) 1.5 % -2.10 [ -3.53, -0.67 ]


Liu 2008 24 60.78 (7.88) 24 50.25 (5.36) 1.0 % 10.53 [ 6.72, 14.34 ]


Lough 1990 14 56.2 (7.7) 15 60.8 (19.4) 0.3 % -4.60 [ -15.21, 6.01 ]


Thompson 1981 12 0.05 (2.16) 9 -3.78 (2.74) 1.4 % 3.83 [ 1.66, 6.00 ]


Tong 2006b 45 61.91 (4.87) 18 58.08 (6.01) 1.2 % 3.83 [ 0.71, 6.95 ]


Wang 1996b 12 3.25 (0.99) 12 4.56 (0.5) 1.6 % -1.31 [ -1.94, -0.68 ]


Wang 1997b 20 58.4 (4.05) 10 55.87 (2.96) 1.3 % 2.53 [ -0.02, 5.08 ]


Wood 1989a 15 -5.1 (2.7) 8 -2.5 (1.98) 1.4 % -2.60 [ -4.54, -0.66 ]


Wood 1989b 15 -2.2 (1.9) 7 -2.5 (1.85) 1.5 % 0.30 [ -1.37, 1.97 ]


Woolfson 1989 50 67.2 (10.2) 45 66.9 (13.2) 0.8 % 0.30 [ -4.48, 5.08 ]


Wu 2007b 215 2.7 (2) 108 4.1 (2.2) 1.6 % -1.40 [ -1.89, -0.91 ]


Xu 1998a 16 56.4 (10.8) 16 52.6 (10.7) 0.5 % 3.80 [ -3.65, 11.25 ]


Zeiderman 1989a 10 51.9 (11.38) 5 61.9 (12.33) 0.2 % -10.00 [ -22.91, 2.91 ]


Zeiderman 1989b 10 60.6 (12.96) 5 61.9 (12.33) 0.2 % -1.30 [ -14.77, 12.17 ]


Zheng 2001b 26 -2.5 (1.1) 10 -3.3 (1.7) 1.6 % 0.80 [ -0.34, 1.94 ]


Subtotal (95% CI) 640 442 24.0 % 1.25 [ -0.25, 2.75 ]


Heterogeneity: Tau2 = 9.07; Chi2 = 551.99, df = 20 (P<0.00001); I2 =96%


Test for overall effect: Z = 1.64 (P = 0.10)


6 Mixed


Jiang 2006a 24 2.4 (0.2) 22 6.3 (1.3) 1.6 % -3.90 [ -4.45, -3.35 ]


Subtotal (95% CI) 24 22 1.6 % -3.90 [ -4.45, -3.35 ]


Heterogeneity: not applicable


Test for overall effect: Z = 13.92 (P < 0.00001)


Total (95% CI) 3691 3225 100.0 % 1.13 [ 0.50, 1.75 ]


Heterogeneity: Tau2 = 6.15; Chi2 = 3287.24, df = 85 (P<0.00001); I2 =97%


Test for overall effect: Z = 3.54 (P = 0.00040)


Test for subgroup differences: Chi2 = 174.66, df = 5 (P = 0.00), I2 =97%
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Analysis 34.4. Comparison 34 Weight - maximum follow-up, Outcome 4 Weight - by medical speciality.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 34 Weight - maximum follow-up


Outcome: 4 Weight - by medical speciality


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 Cardiology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Medical gastroenterology and hepatology


Bunout 1989 17 -6.29 (6.2) 19 -4.65 (7.8) 0.9 % -1.64 [ -6.22, 2.94 ]


Fan 1994 64 55 (0) 60 55 (0) Not estimable


Kawaguchi 2008 18 -0.8 (1.6) 11 -0.95 (1.1) 1.6 % 0.15 [ -0.83, 1.13 ]


Kearns 1992 16 72 (20) 15 72 (16) 0.2 % 0.0 [ -12.71, 12.71 ]


Moreno 2016 24 -4.7 (6.75) 25 -6.3 (5.1) 1.1 % 1.60 [ -1.76, 4.96 ]


Wang 2007 19 2.3 (0.8) 24 3.9 (1.7) 1.6 % -1.60 [ -2.37, -0.83 ]


Zheng 2001a 30 -2.1 (0.9) 10 -3.3 (1.7) 1.6 % 1.20 [ 0.10, 2.30 ]


Zheng 2001b 26 -2.5 (1.1) 10 -3.3 (1.7) 1.6 % 0.80 [ -0.34, 1.94 ]


Subtotal (95% CI) 214 174 8.5 % 0.13 [ -1.05, 1.30 ]


Heterogeneity: Tau2 = 1.41; Chi2 = 23.87, df = 6 (P = 0.00055); I2 =75%


Test for overall effect: Z = 0.21 (P = 0.83)


3 Geriatrics


Carver 1995 20 50.1 (7.1) 20 45.9 (5.5) 1.0 % 4.20 [ 0.26, 8.14 ]


De Sousa 2012 20 52.1 (11.1) 15 49.9 (5.6) 0.7 % 2.20 [ -3.43, 7.83 ]


Gariballa 2006 119 69 (14) 106 69 (13) 1.1 % 0.0 [ -3.53, 3.53 ]


Gazzotti 2003 34 0.28 (3.8) 35 -1.23 (2.5) 1.5 % 1.51 [ -0.01, 3.03 ]


Hickson 2004 292 -0.92 (0) 300 -0.9 (0) Not estimable


Holyday 2012 71 -0.9 (0.6) 72 -0.9 (0.4) 1.6 % 0.0 [ -0.17, 0.17 ]


Ljunggren 2012 19 0.3 (16.29) 20 0.4 (12.82) 0.4 % -0.10 [ -9.33, 9.13 ]


McEvoy 1982 26 -0.2 (2.6) 25 1.5 (2.4) 1.5 % -1.70 [ -3.07, -0.33 ]


Neelemaat 2012 73 64.7 (14.4) 73 61 (12.2) 0.9 % 3.70 [ -0.63, 8.03 ]


Potter 2001 142 0.4 (2.6) 151 -0.5 (2.9) 1.6 % 0.90 [ 0.27, 1.53 ]


Summerbell 1993 7 47.1 (9.2) 7 37.8 (7.8) 0.4 % 9.30 [ 0.36, 18.24 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Subtotal (95% CI) 823 824 10.7 % 0.61 [ -0.27, 1.50 ]


Heterogeneity: Tau2 = 0.74; Chi2 = 28.75, df = 9 (P = 0.00071); I2 =69%


Test for overall effect: Z = 1.36 (P = 0.17)


4 Pulmonary disease


Ryan 1993 6 2.4 (14.4) 4 -0.6 (12.2) 0.1 % 3.00 [ -13.60, 19.60 ]


Saudny-Unterberger 1997 14 0.209 (2.5) 10 0.08 (0.63) 1.5 % 0.13 [ -1.24, 1.50 ]


Vermeeren 2004 23 1.37 (1.3) 24 1.12 (1.2) 1.6 % 0.25 [ -0.47, 0.97 ]


Whittaker 1990 6 2.4 (2) 4 -0.6 (0.8) 1.5 % 3.00 [ 1.22, 4.78 ]


Subtotal (95% CI) 49 42 4.7 % 0.95 [ -0.43, 2.33 ]


Heterogeneity: Tau2 = 1.07; Chi2 = 8.38, df = 3 (P = 0.04); I2 =64%


Test for overall effect: Z = 1.35 (P = 0.18)


5 Endocrinology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


6 Infectious diseases


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


7 Rheumatology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


8 Haematology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


9 Nephrology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


10 Gastroenterologic surgery


Chen 1995a 8 1.3 (0.1) 4 -6.7 (0.4) 1.6 % 8.00 [ 7.60, 8.40 ]


Chen 1995b 8 -4.2 (0.3) 4 -6.7 (0.4) 1.6 % 2.50 [ 2.06, 2.94 ]


Chen 2000a 10 -0.8 (0.6) 10 -5.9 (0.1) 1.6 % 5.10 [ 4.72, 5.48 ]


Chen 2000b 10 -1.1 (0.7) 10 -5.9 (0.1) 1.6 % 4.80 [ 4.36, 5.24 ]


Ding 2009 21 -3.22 (1.8) 21 -5.58 (1.4) 1.6 % 2.36 [ 1.38, 3.34 ]


Elbers 1997 10 68.29 (12.14) 10 62.2 (6.86) 0.4 % 6.09 [ -2.55, 14.73 ]


Hoffmann 1988 43 -1 (0) 16 -3.8 (0) Not estimable
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Hwang 1991 12 51.9 (10) 12 53 (7.3) 0.5 % -1.10 [ -8.11, 5.91 ]


Jensen 1982 10 1.5 (2.2) 10 -2.9 (1.7) 1.5 % 4.40 [ 2.68, 6.12 ]


Ji 1999 20 59.53 (8.25) 10 49.7 (7.58) 0.7 % 9.83 [ 3.90, 15.76 ]


Jiang 2006a 24 2.4 (0.2) 22 6.3 (1.3) 1.6 % -3.90 [ -4.45, -3.35 ]


Jiang 2006b 23 5.7 (0.7) 22 6.3 (1.3) 1.6 % -0.60 [ -1.21, 0.01 ]


Keele 1997 38 64 (11.6) 39 66.1 (13) 0.7 % -2.10 [ -7.60, 3.40 ]


Li 1998 10 59.9 (3.5) 10 58.8 (4.5) 1.1 % 1.10 [ -2.43, 4.63 ]


Lidder 2013a 32 71.13 (16.93) 30 72.82 (14.21) 0.5 % -1.69 [ -9.45, 6.07 ]


Lidder 2013b 27 72.33 (16.99) 31 71.54 (12.1) 0.5 % 0.79 [ -6.90, 8.48 ]


Liu 1990 6 2 (0.7) 6 4.1 (1.65) 1.5 % -2.10 [ -3.53, -0.67 ]


MacFie 2000 27 63 (7.88) 25 67 (5.36) 1.1 % -4.00 [ -7.64, -0.36 ]


Malhotra 2004 98 3.1 (0) 97 5.1 (0) Not estimable


Page 2002 20 69.3 (13.8) 20 65.7 (18.2) 0.3 % 3.60 [ -6.41, 13.61 ]


Saluja 2002a 10 2.6 (0.5) 10 2.5 (0.74) 1.6 % 0.10 [ -0.45, 0.65 ]


Saluja 2002b 10 3.35 (0.91) 10 2.35 (2.14) 1.5 % 1.00 [ -0.44, 2.44 ]


Saluja 2002c 10 2.15 (1) 10 4.6 (2.4) 1.5 % -2.45 [ -4.06, -0.84 ]


Thompson 1981 12 0.05 (2.16) 9 -3.78 (2.74) 1.4 % 3.83 [ 1.66, 6.00 ]


Tong 2006a 45 61.95 (5.42) 18 58.08 (6.01) 1.1 % 3.87 [ 0.67, 7.07 ]


Tong 2006b 45 61.91 (4.87) 18 58.08 (6.01) 1.2 % 3.83 [ 0.71, 6.95 ]


Vaithiswaran 2008 30 -0.03 (1.01) 31 -0.09 (0.64) 1.6 % 0.06 [ -0.37, 0.49 ]


Wang 1996a 12 2.92 (0.72) 12 4.56 (0.5) 1.6 % -1.64 [ -2.14, -1.14 ]


Wang 1996b 12 3.25 (0.99) 12 4.56 (0.5) 1.6 % -1.31 [ -1.94, -0.68 ]


Wang 1997a 20 58.4 (4.05) 10 55.87 (2.96) 1.3 % 2.53 [ -0.02, 5.08 ]


Wang 1997b 20 58.4 (4.05) 10 55.87 (2.96) 1.3 % 2.53 [ -0.02, 5.08 ]


Williams 1983 7 -0.61 (1.5) 7 -2.8 (1.2) 1.5 % 2.19 [ 0.77, 3.61 ]


Wood 1989a 15 -5.1 (2.7) 8 -2.5 (1.98) 1.4 % -2.60 [ -4.54, -0.66 ]


Wood 1989b 15 -2.2 (1.9) 7 -2.5 (1.85) 1.5 % 0.30 [ -1.37, 1.97 ]


Woolfson 1989 50 67.2 (10.2) 45 66.9 (13.2) 0.8 % 0.30 [ -4.48, 5.08 ]


Wu 2007a 215 2.5 (1.7) 108 4.1 (2.2) 1.6 % -1.60 [ -2.07, -1.13 ]


Wu 2007b 215 2.7 (2) 108 4.1 (2.2) 1.6 % -1.40 [ -1.89, -0.91 ]


Xu 1998a 16 56.4 (10.8) 16 52.6 (10.7) 0.5 % 3.80 [ -3.65, 11.25 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Yang 1996 10 53.48 (6.18) 10 50.77 (4.13) 0.9 % 2.71 [ -1.90, 7.32 ]


Yie 1996 30 0.9 (0.9) 19 2 (0.8) 1.6 % -1.10 [ -1.58, -0.62 ]


Zeiderman 1989a 10 51.9 (11.38) 5 61.9 (12.33) 0.2 % -10.00 [ -22.91, 2.91 ]


Zeiderman 1989b 10 60.6 (12.96) 5 61.9 (12.33) 0.2 % -1.30 [ -14.77, 12.17 ]


Zelic 2012 22 -0.9 (5.57) 23 -5.2 (5.87) 1.1 % 4.30 [ 0.96, 7.64 ]


Zhong 2006a 21 64.2 (9.34) 21 63.4 (7.65) 0.8 % 0.80 [ -4.36, 5.96 ]


Subtotal (95% CI) 1319 941 49.6 % 1.09 [ -0.11, 2.29 ]


Heterogeneity: Tau2 = 12.52; Chi2 = 2853.67, df = 41 (P<0.00001); I2 =99%


Test for overall effect: Z = 1.78 (P = 0.075)


11 Trauma surgery


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


12 Ortopaedics


Bastow 1983a 39 2.8 (1.9) 35 1.2 (3.1) 1.6 % 1.60 [ 0.41, 2.79 ]


Bastow 1983b 25 4.9 (2.3) 23 0.7 (2.6) 1.5 % 4.20 [ 2.81, 5.59 ]


Brown 1992 5 -1.19 (3.64) 5 -4.2 (1.05) 1.1 % 3.01 [ -0.31, 6.33 ]


Duncan 2006 145 -1 (0) 157 0 (0) Not estimable


Luo 2011 22 2.4 (0.7) 24 0.9 (1.65) 1.6 % 1.50 [ 0.78, 2.22 ]


Miller 2006a 24 -4.7 (6.75) 25 -6.3 (5.1) 1.1 % 1.60 [ -1.76, 4.96 ]


Miller 2006b 23 -6.2 (5.38) 25 -5.2 (9.56) 0.9 % -1.00 [ -5.34, 3.34 ]


Xie 2014 60 54.71 (10.12) 60 47.32 (8.78) 1.1 % 7.39 [ 4.00, 10.78 ]


Subtotal (95% CI) 343 354 8.9 % 2.62 [ 1.21, 4.02 ]


Heterogeneity: Tau2 = 2.13; Chi2 = 23.73, df = 6 (P = 0.00059); I2 =75%


Test for overall effect: Z = 3.66 (P = 0.00025)


13 Plastic, reconstructive, and aesthetic surgery


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


14 Vascular surgery


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


15 Transplant surgery


Lough 1990 14 56.2 (7.7) 15 60.8 (19.4) 0.3 % -4.60 [ -15.21, 6.01 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Subtotal (95% CI) 14 15 0.3 % -4.60 [ -15.21, 6.01 ]


Heterogeneity: not applicable


Test for overall effect: Z = 0.85 (P = 0.40)


16 Urology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


17 Thoracic surgery


Carr 1996 14 -0.5 (0.2) 14 -1.8 (0.3) 1.6 % 1.30 [ 1.11, 1.49 ]


Dong 1996 256 51.8 (1.3) 264 53 (3.5) 1.6 % -1.20 [ -1.65, -0.75 ]


Subtotal (95% CI) 270 278 3.3 % 0.06 [ -2.39, 2.51 ]


Heterogeneity: Tau2 = 3.09; Chi2 = 100.34, df = 1 (P<0.00001); I2 =99%


Test for overall effect: Z = 0.05 (P = 0.96)


18 Neurological surgery


Liu 2008 24 60.78 (7.88) 24 50.25 (5.36) 1.0 % 10.53 [ 6.72, 14.34 ]


Subtotal (95% CI) 24 24 1.0 % 10.53 [ 6.72, 14.34 ]


Heterogeneity: not applicable


Test for overall effect: Z = 5.41 (P < 0.00001)


19 Oro-maxillo-facial surgery


Bokhorst-de 2000 15 0.5 (2.3) 17 -0.1 (2.6) 1.5 % 0.60 [ -1.10, 2.30 ]


Subtotal (95% CI) 15 17 1.5 % 0.60 [ -1.10, 2.30 ]


Heterogeneity: not applicable


Test for overall effect: Z = 0.69 (P = 0.49)


20 Anaesthesiology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


21 Emergency medicine


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


22 Psychiatry


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


23 Neurology


Abalan 1992 15 48.9 (9.2) 14 46.3 (10.7) 0.5 % 2.60 [ -4.69, 9.89 ]


Aquilani 2008 24 64.4 (9) 24 65.9 (8.8) 0.8 % -1.50 [ -6.54, 3.54 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


F rli 2001 18 1.2 (0) 19 0 (0) Not estimable


Gariballa 1998 18 57.5 (9) 13 56.3 (8.4) 0.6 % 1.20 [ -4.98, 7.38 ]


Ha 2010 33 -0.8 (3.4) 31 -2.9 (3.9) 1.4 % 2.10 [ 0.30, 3.90 ]


Rabadi 2008 51 68.8 (12.6) 51 66.9 (14.7) 0.7 % 1.90 [ -3.41, 7.21 ]


Subtotal (95% CI) 159 152 4.1 % 1.72 [ 0.19, 3.25 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 1.83, df = 4 (P = 0.77); I2 =0.0%


Test for overall effect: Z = 2.21 (P = 0.027)


24 Oncology


Drott 1988 12 68.8 (5.88) 11 69.8 (9.28) 0.6 % -1.00 [ -7.41, 5.41 ]


Subtotal (95% CI) 12 11 0.6 % -1.00 [ -7.41, 5.41 ]


Heterogeneity: not applicable


Test for overall effect: Z = 0.31 (P = 0.76)


25 Dermatology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


26 Gynaecology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


27 Mixed


Arias 2008 149 56 (11.43) 149 58.34 (11.67) 1.3 % -2.34 [ -4.96, 0.28 ]


Huynh 2015 77 1.032 (2.34) 70 0.57 (1.41) 1.6 % 0.46 [ -0.16, 1.08 ]


Johansen 2004 53 -0.22 (3.9) 42 0.1 (2) 1.5 % -0.32 [ -1.53, 0.89 ]


McWhirter 1996a 35 2.9 (0) 13 -2.5 (0) Not estimable


McWhirter 1996b 25 3.3 (0) 13 -2.5 (0) Not estimable


Munk 2014 44 0.4 (2.6) 40 -0.4 (2) 1.6 % 0.80 [ -0.19, 1.79 ]


Starke 2011 66 68.1 (15.9) 66 64.7 (16) 0.7 % 3.40 [ -2.04, 8.84 ]


Subtotal (95% CI) 449 393 6.8 % 0.22 [ -0.58, 1.02 ]


Heterogeneity: Tau2 = 0.33; Chi2 = 7.35, df = 4 (P = 0.12); I2 =46%


Test for overall effect: Z = 0.54 (P = 0.59)


Total (95% CI) 3691 3225 100.0 % 1.13 [ 0.50, 1.75 ]


Heterogeneity: Tau2 = 6.15; Chi2 = 3287.24, df = 85 (P<0.00001); I2 =97%


Test for overall effect: Z = 3.54 (P = 0.00040)


Test for subgroup differences: Chi2 = 38.25, df = 11 (P = 0.00), I2 =71%
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Analysis 34.5. Comparison 34 Weight - maximum follow-up, Outcome 5 Weight - based on adequacy of the


amount of nutrition.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 34 Weight - maximum follow-up


Outcome: 5 Weight - based on adequacy of the amount of nutrition


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 Clearly adequate in intervention and clearly inadequate in control


Aquilani 2008 24 64.4 (9) 24 65.9 (8.8) 0.8 % -1.50 [ -6.54, 3.54 ]


Chen 2000a 10 -0.8 (0.6) 10 -5.9 (0.1) 1.6 % 5.10 [ 4.72, 5.48 ]


Chen 2000b 10 -1.1 (0.7) 10 -5.9 (0.1) 1.6 % 4.80 [ 4.36, 5.24 ]


Gariballa 1998 18 57.5 (9) 13 56.3 (8.4) 0.6 % 1.20 [ -4.98, 7.38 ]


Gazzotti 2003 34 0.28 (3.8) 35 -1.23 (2.5) 1.5 % 1.51 [ -0.01, 3.03 ]


Holyday 2012 71 -0.9 (0.6) 72 -0.9 (0.4) 1.6 % 0.0 [ -0.17, 0.17 ]


Keele 1997 38 64 (11.6) 39 66.1 (13) 0.7 % -2.10 [ -7.60, 3.40 ]


Lough 1990 14 56.2 (7.7) 15 60.8 (19.4) 0.3 % -4.60 [ -15.21, 6.01 ]


Malhotra 2004 98 3.1 (0) 97 5.1 (0) Not estimable


McWhirter 1996a 35 2.9 (0) 13 -2.5 (0) Not estimable


McWhirter 1996b 25 3.3 (0) 13 -2.5 (0) Not estimable


Munk 2014 44 0.4 (2.6) 40 -0.4 (2) 1.6 % 0.80 [ -0.19, 1.79 ]


Neelemaat 2012 73 64.7 (14.4) 73 61 (12.2) 0.9 % 3.70 [ -0.63, 8.03 ]


Page 2002 20 69.3 (13.8) 20 65.7 (18.2) 0.3 % 3.60 [ -6.41, 13.61 ]


Starke 2011 66 68.1 (15.9) 66 64.7 (16) 0.7 % 3.40 [ -2.04, 8.84 ]


Summerbell 1993 7 47.1 (9.2) 7 37.8 (7.8) 0.4 % 9.30 [ 0.36, 18.24 ]


Wang 1996a 12 2.92 (0.72) 12 4.56 (0.5) 1.6 % -1.64 [ -2.14, -1.14 ]


Wang 1996b 12 3.25 (0.99) 12 4.56 (0.5) 1.6 % -1.31 [ -1.94, -0.68 ]


Whittaker 1990 6 2.4 (2) 4 -0.6 (0.8) 1.5 % 3.00 [ 1.22, 4.78 ]


Woolfson 1989 50 67.2 (10.2) 45 66.9 (13.2) 0.8 % 0.30 [ -4.48, 5.08 ]


Wu 2007a 215 2.5 (1.7) 108 4.1 (2.2) 1.6 % -1.60 [ -2.07, -1.13 ]


Wu 2007b 215 2.7 (2) 108 4.1 (2.2) 1.6 % -1.40 [ -1.89, -0.91 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Subtotal (95% CI) 1097 836 21.6 % 1.03 [ -0.41, 2.46 ]


Heterogeneity: Tau2 = 7.24; Chi2 = 1227.44, df = 18 (P<0.00001); I2 =99%


Test for overall effect: Z = 1.40 (P = 0.16)


2 Inadequate in the experimental or adequate in the control


Abalan 1992 15 48.9 (9.2) 14 46.3 (10.7) 0.5 % 2.60 [ -4.69, 9.89 ]


Bastow 1983a 39 2.8 (1.9) 35 1.2 (3.1) 1.6 % 1.60 [ 0.41, 2.79 ]


Bastow 1983b 25 4.9 (2.3) 23 0.7 (2.6) 1.5 % 4.20 [ 2.81, 5.59 ]


Bokhorst-de 2000 15 0.5 (2.3) 17 -0.1 (2.6) 1.5 % 0.60 [ -1.10, 2.30 ]


Ding 2009 21 -3.22 (1.8) 21 -5.58 (1.4) 1.6 % 2.36 [ 1.38, 3.34 ]


Duncan 2006 145 -1 (0) 157 0 (0) Not estimable


F rli 2001 18 1.2 (0) 19 0 (0) Not estimable


Ha 2010 33 -0.8 (3.4) 31 -2.9 (3.9) 1.4 % 2.10 [ 0.30, 3.90 ]


Hickson 2004 292 -0.92 (0) 300 -0.9 (0) Not estimable


Johansen 2004 53 -0.22 (3.9) 42 0.1 (2) 1.5 % -0.32 [ -1.53, 0.89 ]


Kawaguchi 2008 18 -0.8 (1.6) 11 -0.95 (1.1) 1.6 % 0.15 [ -0.83, 1.13 ]


Ljunggren 2012 19 0.3 (16.29) 20 0.4 (12.82) 0.4 % -0.10 [ -9.33, 9.13 ]


MacFie 2000 27 63 (7.88) 25 67 (5.36) 1.1 % -4.00 [ -7.64, -0.36 ]


Potter 2001 142 0.4 (2.6) 151 -0.5 (2.9) 1.6 % 0.90 [ 0.27, 1.53 ]


Rabadi 2008 51 68.8 (12.6) 51 66.9 (14.7) 0.7 % 1.90 [ -3.41, 7.21 ]


Ryan 1993 6 2.4 (14.4) 4 -0.6 (12.2) 0.1 % 3.00 [ -13.60, 19.60 ]


Saluja 2002a 10 2.6 (0.5) 10 2.5 (0.74) 1.6 % 0.10 [ -0.45, 0.65 ]


Saluja 2002b 10 3.35 (0.91) 10 2.35 (2.14) 1.5 % 1.00 [ -0.44, 2.44 ]


Saluja 2002c 10 2.15 (1) 10 4.6 (2.4) 1.5 % -2.45 [ -4.06, -0.84 ]


Vermeeren 2004 23 1.37 (1.3) 24 1.12 (1.2) 1.6 % 0.25 [ -0.47, 0.97 ]


Zelic 2012 22 -0.9 (5.57) 23 -5.2 (5.87) 1.1 % 4.30 [ 0.96, 7.64 ]


Subtotal (95% CI) 994 998 22.5 % 0.86 [ 0.16, 1.57 ]


Heterogeneity: Tau2 = 1.33; Chi2 = 76.52, df = 17 (P<0.00001); I2 =78%


Test for overall effect: Z = 2.40 (P = 0.016)


3 Experimental group is overfed


Bunout 1989 17 -6.29 (6.2) 19 -4.65 (7.8) 0.9 % -1.64 [ -6.22, 2.94 ]


Carver 1995 20 50.1 (7.1) 20 45.9 (5.5) 1.0 % 4.20 [ 0.26, 8.14 ]


Kearns 1992 16 72 (20) 15 72 (16) 0.2 % 0.0 [ -12.71, 12.71 ]


Li 1998 10 59.9 (3.5) 10 58.8 (4.5) 1.1 % 1.10 [ -2.43, 4.63 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Saudny-Unterberger 1997 14 0.209 (2.5) 10 0.08 (0.63) 1.5 % 0.13 [ -1.24, 1.50 ]


Subtotal (95% CI) 77 74 4.7 % 0.64 [ -0.87, 2.14 ]


Heterogeneity: Tau2 = 0.50; Chi2 = 4.63, df = 4 (P = 0.33); I2 =14%


Test for overall effect: Z = 0.83 (P = 0.41)


4 Unclear intake in control or experimental


Arias 2008 149 56 (11.43) 149 58.34 (11.67) 1.3 % -2.34 [ -4.96, 0.28 ]


Brown 1992 5 -1.19 (3.64) 5 -4.2 (1.05) 1.1 % 3.01 [ -0.31, 6.33 ]


Carr 1996 14 -0.5 (0.2) 14 -1.8 (0.3) 1.6 % 1.30 [ 1.11, 1.49 ]


Chen 1995a 8 1.3 (0.1) 4 -6.7 (0.4) 1.6 % 8.00 [ 7.60, 8.40 ]


Chen 1995b 8 -4.2 (0.3) 4 -6.7 (0.4) 1.6 % 2.50 [ 2.06, 2.94 ]


De Sousa 2012 20 52.1 (11.1) 15 49.9 (5.6) 0.7 % 2.20 [ -3.43, 7.83 ]


Dong 1996 256 51.8 (1.3) 264 53 (3.5) 1.6 % -1.20 [ -1.65, -0.75 ]


Drott 1988 12 68.8 (5.88) 11 69.8 (9.28) 0.6 % -1.00 [ -7.41, 5.41 ]


Elbers 1997 10 68.29 (12.14) 10 62.2 (6.86) 0.4 % 6.09 [ -2.55, 14.73 ]


Fan 1994 64 55 (0) 60 55 (0) Not estimable


Gariballa 2006 119 69 (14) 106 69 (13) 1.1 % 0.0 [ -3.53, 3.53 ]


Hoffmann 1988 43 -1 (0) 16 -3.8 (0) Not estimable


Huynh 2015 77 1.032 (2.34) 70 0.57 (1.41) 1.6 % 0.46 [ -0.16, 1.08 ]


Hwang 1991 12 51.9 (10) 12 53 (7.3) 0.5 % -1.10 [ -8.11, 5.91 ]


Jensen 1982 10 1.5 (2.2) 10 -2.9 (1.7) 1.5 % 4.40 [ 2.68, 6.12 ]


Ji 1999 20 59.53 (8.25) 10 49.7 (7.58) 0.7 % 9.83 [ 3.90, 15.76 ]


Jiang 2006a 24 2.4 (0.2) 22 6.3 (1.3) 1.6 % -3.90 [ -4.45, -3.35 ]


Jiang 2006b 23 5.7 (0.7) 22 6.3 (1.3) 1.6 % -0.60 [ -1.21, 0.01 ]


Lidder 2013a 32 71.13 (16.93) 30 72.82 (14.21) 0.5 % -1.69 [ -9.45, 6.07 ]


Lidder 2013b 27 72.33 (16.99) 31 71.54 (12.1) 0.5 % 0.79 [ -6.90, 8.48 ]


Liu 1990 6 2 (0.7) 6 4.1 (1.65) 1.5 % -2.10 [ -3.53, -0.67 ]


Liu 2008 24 60.78 (7.88) 24 50.25 (5.36) 1.0 % 10.53 [ 6.72, 14.34 ]


Luo 2011 22 2.4 (0.7) 24 0.9 (1.65) 1.6 % 1.50 [ 0.78, 2.22 ]


McEvoy 1982 26 -0.2 (2.6) 25 1.5 (2.4) 1.5 % -1.70 [ -3.07, -0.33 ]


Miller 2006a 24 -4.7 (6.75) 25 -6.3 (5.1) 1.1 % 1.60 [ -1.76, 4.96 ]


Miller 2006b 23 -6.2 (5.38) 25 -5.2 (9.56) 0.9 % -1.00 [ -5.34, 3.34 ]


Moreno 2016 24 -4.7 (6.75) 25 -6.3 (5.1) 1.1 % 1.60 [ -1.76, 4.96 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Thompson 1981 12 0.05 (2.16) 9 -3.78 (2.74) 1.4 % 3.83 [ 1.66, 6.00 ]


Tong 2006a 45 61.95 (5.42) 18 58.08 (6.01) 1.1 % 3.87 [ 0.67, 7.07 ]


Tong 2006b 45 61.91 (4.87) 18 58.08 (6.01) 1.2 % 3.83 [ 0.71, 6.95 ]


Vaithiswaran 2008 30 -0.03 (1.01) 31 -0.09 (0.64) 1.6 % 0.06 [ -0.37, 0.49 ]


Wang 1997a 20 58.4 (4.05) 10 55.87 (2.96) 1.3 % 2.53 [ -0.02, 5.08 ]


Wang 1997b 20 58.4 (4.05) 10 55.87 (2.96) 1.3 % 2.53 [ -0.02, 5.08 ]


Wang 2007 19 2.3 (0.8) 24 3.9 (1.7) 1.6 % -1.60 [ -2.37, -0.83 ]


Williams 1983 7 -0.61 (1.5) 7 -2.8 (1.2) 1.5 % 2.19 [ 0.77, 3.61 ]


Wood 1989a 15 -5.1 (2.7) 8 -2.5 (1.98) 1.4 % -2.60 [ -4.54, -0.66 ]


Wood 1989b 15 -2.2 (1.9) 7 -2.5 (1.85) 1.5 % 0.30 [ -1.37, 1.97 ]


Xie 2014 60 54.71 (10.12) 60 47.32 (8.78) 1.1 % 7.39 [ 4.00, 10.78 ]


Xu 1998a 16 56.4 (10.8) 16 52.6 (10.7) 0.5 % 3.80 [ -3.65, 11.25 ]


Yang 1996 10 53.48 (6.18) 10 50.77 (4.13) 0.9 % 2.71 [ -1.90, 7.32 ]


Yie 1996 30 0.9 (0.9) 19 2 (0.8) 1.6 % -1.10 [ -1.58, -0.62 ]


Zeiderman 1989a 10 51.9 (11.38) 5 61.9 (12.33) 0.2 % -10.00 [ -22.91, 2.91 ]


Zeiderman 1989b 10 60.6 (12.96) 5 61.9 (12.33) 0.2 % -1.30 [ -14.77, 12.17 ]


Zheng 2001a 30 -2.1 (0.9) 10 -3.3 (1.7) 1.6 % 1.20 [ 0.10, 2.30 ]


Zheng 2001b 26 -2.5 (1.1) 10 -3.3 (1.7) 1.6 % 0.80 [ -0.34, 1.94 ]


Zhong 2006a 21 64.2 (9.34) 21 63.4 (7.65) 0.8 % 0.80 [ -4.36, 5.96 ]


Subtotal (95% CI) 1523 1317 51.3 % 1.34 [ 0.35, 2.33 ]


Heterogeneity: Tau2 = 8.40; Chi2 = 1941.32, df = 43 (P<0.00001); I2 =98%


Test for overall effect: Z = 2.65 (P = 0.0080)


Total (95% CI) 3691 3225 100.0 % 1.13 [ 0.50, 1.75 ]


Heterogeneity: Tau2 = 6.15; Chi2 = 3287.24, df = 85 (P<0.00001); I2 =97%


Test for overall effect: Z = 3.54 (P = 0.00040)


Test for subgroup differences: Chi2 = 0.81, df = 3 (P = 0.85), I2 =0.0%
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Analysis 34.6. Comparison 34 Weight - maximum follow-up, Outcome 6 Weight - different screening tools.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 34 Weight - maximum follow-up


Outcome: 6 Weight - different screening tools


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 NRS 2002


Ding 2009 21 -3.22 (1.8) 21 -5.58 (1.4) 1.6 % 2.36 [ 1.38, 3.34 ]


Johansen 2004 53 -0.22 (3.9) 42 0.1 (2) 1.5 % -0.32 [ -1.53, 0.89 ]


Munk 2014 44 0.4 (2.6) 40 -0.4 (2) 1.6 % 0.80 [ -0.19, 1.79 ]


Starke 2011 66 68.1 (15.9) 66 64.7 (16) 0.7 % 3.40 [ -2.04, 8.84 ]


Subtotal (95% CI) 184 169 5.4 % 1.12 [ -0.29, 2.53 ]


Heterogeneity: Tau2 = 1.36; Chi2 = 12.71, df = 3 (P = 0.01); I2 =76%


Test for overall effect: Z = 1.55 (P = 0.12)


2 MUST


Ha 2010 33 -0.8 (3.4) 31 -2.9 (3.9) 1.4 % 2.10 [ 0.30, 3.90 ]


Subtotal (95% CI) 33 31 1.4 % 2.10 [ 0.30, 3.90 ]


Heterogeneity: not applicable


Test for overall effect: Z = 2.29 (P = 0.022)


3 MNA


De Sousa 2012 20 52.1 (11.1) 15 49.9 (5.6) 0.7 % 2.20 [ -3.43, 7.83 ]


Gazzotti 2003 34 0.28 (3.8) 35 -1.23 (2.5) 1.5 % 1.51 [ -0.01, 3.03 ]


Subtotal (95% CI) 54 50 2.2 % 1.56 [ 0.09, 3.03 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 0.05, df = 1 (P = 0.82); I2 =0.0%


Test for overall effect: Z = 2.08 (P = 0.038)


4 SGA


Arias 2008 149 56 (11.43) 149 58.34 (11.67) 1.3 % -2.34 [ -4.96, 0.28 ]


Huynh 2015 77 1.032 (2.34) 70 0.57 (1.41) 1.6 % 0.46 [ -0.16, 1.08 ]


Wu 2007a 215 2.5 (1.7) 108 4.1 (2.2) 1.6 % -1.60 [ -2.07, -1.13 ]


Wu 2007b 215 2.7 (2) 108 4.1 (2.2) 1.6 % -1.40 [ -1.89, -0.91 ]


Subtotal (95% CI) 656 435 6.2 % -1.03 [ -2.12, 0.06 ]


Heterogeneity: Tau2 = 0.98; Chi2 = 31.02, df = 3 (P<0.00001); I2 =90%


Test for overall effect: Z = 1.85 (P = 0.065)


5 Other means


Abalan 1992 15 48.9 (9.2) 14 46.3 (10.7) 0.5 % 2.60 [ -4.69, 9.89 ]


Aquilani 2008 24 64.4 (9) 24 65.9 (8.8) 0.8 % -1.50 [ -6.54, 3.54 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Bastow 1983a 39 2.8 (1.9) 35 1.2 (3.1) 1.6 % 1.60 [ 0.41, 2.79 ]


Bastow 1983b 25 4.9 (2.3) 23 0.7 (2.6) 1.5 % 4.20 [ 2.81, 5.59 ]


Bokhorst-de 2000 15 0.5 (2.3) 17 -0.1 (2.6) 1.5 % 0.60 [ -1.10, 2.30 ]


Brown 1992 5 -1.19 (3.64) 5 -4.2 (1.05) 1.1 % 3.01 [ -0.31, 6.33 ]


Bunout 1989 17 -6.29 (6.2) 19 -4.65 (7.8) 0.9 % -1.64 [ -6.22, 2.94 ]


Carr 1996 14 -0.5 (0.2) 14 -1.8 (0.3) 1.6 % 1.30 [ 1.11, 1.49 ]


Carver 1995 20 50.1 (7.1) 20 45.9 (5.5) 1.0 % 4.20 [ 0.26, 8.14 ]


Chen 1995a 8 1.3 (0.1) 4 -6.7 (0.4) 1.6 % 8.00 [ 7.60, 8.40 ]


Chen 1995b 8 -4.2 (0.3) 4 -6.7 (0.4) 1.6 % 2.50 [ 2.06, 2.94 ]


Chen 2000a 10 -0.8 (0.6) 10 -5.9 (0.1) 1.6 % 5.10 [ 4.72, 5.48 ]


Chen 2000b 10 -1.1 (0.7) 10 -5.9 (0.1) 1.6 % 4.80 [ 4.36, 5.24 ]


Dong 1996 256 51.8 (1.3) 264 53 (3.5) 1.6 % -1.20 [ -1.65, -0.75 ]


Drott 1988 12 68.8 (5.88) 11 69.8 (9.28) 0.6 % -1.00 [ -7.41, 5.41 ]


Duncan 2006 145 -1 (0) 157 0 (0) Not estimable


Elbers 1997 10 68.29 (12.14) 10 62.2 (6.86) 0.4 % 6.09 [ -2.55, 14.73 ]


Fan 1994 64 55 (0) 60 55 (0) Not estimable


F rli 2001 18 1.2 (0) 19 0 (0) Not estimable


Gariballa 1998 18 57.5 (9) 13 56.3 (8.4) 0.6 % 1.20 [ -4.98, 7.38 ]


Gariballa 2006 119 69 (14) 106 69 (13) 1.1 % 0.0 [ -3.53, 3.53 ]


Hickson 2004 292 -0.92 (0) 300 -0.9 (0) Not estimable


Hoffmann 1988 43 -1 (0) 16 -3.8 (0) Not estimable


Holyday 2012 71 -0.9 (0.6) 72 -0.9 (0.4) 1.6 % 0.0 [ -0.17, 0.17 ]


Hwang 1991 12 51.9 (10) 12 53 (7.3) 0.5 % -1.10 [ -8.11, 5.91 ]


Jensen 1982 10 1.5 (2.2) 10 -2.9 (1.7) 1.5 % 4.40 [ 2.68, 6.12 ]


Ji 1999 20 59.53 (8.25) 10 49.7 (7.58) 0.7 % 9.83 [ 3.90, 15.76 ]


Jiang 2006a 24 2.4 (0.2) 22 6.3 (1.3) 1.6 % -3.90 [ -4.45, -3.35 ]


Jiang 2006b 23 5.7 (0.7) 22 6.3 (1.3) 1.6 % -0.60 [ -1.21, 0.01 ]


Kawaguchi 2008 18 -0.8 (1.6) 11 -0.95 (1.1) 1.6 % 0.15 [ -0.83, 1.13 ]


Kearns 1992 16 72 (20) 15 72 (16) 0.2 % 0.0 [ -12.71, 12.71 ]


Keele 1997 38 64 (11.6) 39 66.1 (13) 0.7 % -2.10 [ -7.60, 3.40 ]


Li 1998 10 59.9 (3.5) 10 58.8 (4.5) 1.1 % 1.10 [ -2.43, 4.63 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Lidder 2013a 32 71.13 (16.93) 30 72.82 (14.21) 0.5 % -1.69 [ -9.45, 6.07 ]


Lidder 2013b 27 72.33 (16.99) 31 71.54 (12.1) 0.5 % 0.79 [ -6.90, 8.48 ]


Liu 1990 6 2 (0.7) 6 4.1 (1.65) 1.5 % -2.10 [ -3.53, -0.67 ]


Liu 2008 24 60.78 (7.88) 24 50.25 (5.36) 1.0 % 10.53 [ 6.72, 14.34 ]


Ljunggren 2012 19 0.3 (16.29) 20 0.4 (12.82) 0.4 % -0.10 [ -9.33, 9.13 ]


Lough 1990 14 56.2 (7.7) 15 60.8 (19.4) 0.3 % -4.60 [ -15.21, 6.01 ]


Luo 2011 22 2.4 (0.7) 24 0.9 (1.65) 1.6 % 1.50 [ 0.78, 2.22 ]


MacFie 2000 27 63 (7.88) 25 67 (5.36) 1.1 % -4.00 [ -7.64, -0.36 ]


Malhotra 2004 98 3.1 (0) 97 5.1 (0) Not estimable


McEvoy 1982 26 -0.2 (2.6) 25 1.5 (2.4) 1.5 % -1.70 [ -3.07, -0.33 ]


McWhirter 1996a 35 2.9 (0) 13 -2.5 (0) Not estimable


McWhirter 1996b 25 3.3 (0) 13 -2.5 (0) Not estimable


Miller 2006a 24 -4.7 (6.75) 25 -6.3 (5.1) 1.1 % 1.60 [ -1.76, 4.96 ]


Miller 2006b 23 -6.2 (5.38) 25 -5.2 (9.56) 0.9 % -1.00 [ -5.34, 3.34 ]


Moreno 2016 24 -4.7 (6.75) 25 -6.3 (5.1) 1.1 % 1.60 [ -1.76, 4.96 ]


Neelemaat 2012 73 64.7 (14.4) 73 61 (12.2) 0.9 % 3.70 [ -0.63, 8.03 ]


Page 2002 20 69.3 (13.8) 20 65.7 (18.2) 0.3 % 3.60 [ -6.41, 13.61 ]


Potter 2001 142 0.4 (2.6) 151 -0.5 (2.9) 1.6 % 0.90 [ 0.27, 1.53 ]


Rabadi 2008 51 68.8 (12.6) 51 66.9 (14.7) 0.7 % 1.90 [ -3.41, 7.21 ]


Ryan 1993 6 2.4 (14.4) 4 -0.6 (12.2) 0.1 % 3.00 [ -13.60, 19.60 ]


Saluja 2002a 10 2.6 (0.5) 10 2.5 (0.74) 1.6 % 0.10 [ -0.45, 0.65 ]


Saluja 2002b 10 3.35 (0.91) 10 2.35 (2.14) 1.5 % 1.00 [ -0.44, 2.44 ]


Saluja 2002c 10 2.15 (1) 10 4.6 (2.4) 1.5 % -2.45 [ -4.06, -0.84 ]


Saudny-Unterberger 1997 14 0.209 (2.5) 10 0.08 (0.63) 1.5 % 0.13 [ -1.24, 1.50 ]


Summerbell 1993 7 47.1 (9.2) 7 37.8 (7.8) 0.4 % 9.30 [ 0.36, 18.24 ]


Thompson 1981 12 0.05 (2.16) 9 -3.78 (2.74) 1.4 % 3.83 [ 1.66, 6.00 ]


Tong 2006a 45 61.95 (5.42) 18 58.08 (6.01) 1.1 % 3.87 [ 0.67, 7.07 ]


Tong 2006b 45 61.91 (4.87) 18 58.08 (6.01) 1.2 % 3.83 [ 0.71, 6.95 ]


Vaithiswaran 2008 30 -0.03 (1.01) 31 -0.09 (0.64) 1.6 % 0.06 [ -0.37, 0.49 ]


Vermeeren 2004 23 1.37 (1.3) 24 1.12 (1.2) 1.6 % 0.25 [ -0.47, 0.97 ]


Wang 1996a 12 2.92 (0.72) 12 4.56 (0.5) 1.6 % -1.64 [ -2.14, -1.14 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Wang 1996b 12 3.25 (0.99) 12 4.56 (0.5) 1.6 % -1.31 [ -1.94, -0.68 ]


Wang 1997a 20 58.4 (4.05) 10 55.87 (2.96) 1.3 % 2.53 [ -0.02, 5.08 ]


Wang 1997b 20 58.4 (4.05) 10 55.87 (2.96) 1.3 % 2.53 [ -0.02, 5.08 ]


Wang 2007 19 2.3 (0.8) 24 3.9 (1.7) 1.6 % -1.60 [ -2.37, -0.83 ]


Whittaker 1990 6 2.4 (2) 4 -0.6 (0.8) 1.5 % 3.00 [ 1.22, 4.78 ]


Williams 1983 7 -0.61 (1.5) 7 -2.8 (1.2) 1.5 % 2.19 [ 0.77, 3.61 ]


Wood 1989a 15 -5.1 (2.7) 8 -2.5 (1.98) 1.4 % -2.60 [ -4.54, -0.66 ]


Wood 1989b 15 -2.2 (1.9) 7 -2.5 (1.85) 1.5 % 0.30 [ -1.37, 1.97 ]


Woolfson 1989 50 67.2 (10.2) 45 66.9 (13.2) 0.8 % 0.30 [ -4.48, 5.08 ]


Xie 2014 60 54.71 (10.12) 60 47.32 (8.78) 1.1 % 7.39 [ 4.00, 10.78 ]


Xu 1998a 16 56.4 (10.8) 16 52.6 (10.7) 0.5 % 3.80 [ -3.65, 11.25 ]


Yang 1996 10 53.48 (6.18) 10 50.77 (4.13) 0.9 % 2.71 [ -1.90, 7.32 ]


Yie 1996 30 0.9 (0.9) 19 2 (0.8) 1.6 % -1.10 [ -1.58, -0.62 ]


Zeiderman 1989a 10 51.9 (11.38) 5 61.9 (12.33) 0.2 % -10.00 [ -22.91, 2.91 ]


Zeiderman 1989b 10 60.6 (12.96) 5 61.9 (12.33) 0.2 % -1.30 [ -14.77, 12.17 ]


Zelic 2012 22 -0.9 (5.57) 23 -5.2 (5.87) 1.1 % 4.30 [ 0.96, 7.64 ]


Zheng 2001a 30 -2.1 (0.9) 10 -3.3 (1.7) 1.6 % 1.20 [ 0.10, 2.30 ]


Zheng 2001b 26 -2.5 (1.1) 10 -3.3 (1.7) 1.6 % 0.80 [ -0.34, 1.94 ]


Zhong 2006a 21 64.2 (9.34) 21 63.4 (7.65) 0.8 % 0.80 [ -4.36, 5.96 ]


Subtotal (95% CI) 2764 2540 84.8 % 1.26 [ 0.56, 1.95 ]


Heterogeneity: Tau2 = 6.52; Chi2 = 3064.73, df = 74 (P<0.00001); I2 =98%


Test for overall effect: Z = 3.55 (P = 0.00039)


Total (95% CI) 3691 3225 100.0 % 1.13 [ 0.50, 1.75 ]


Heterogeneity: Tau2 = 6.15; Chi2 = 3287.24, df = 85 (P<0.00001); I2 =97%


Test for overall effect: Z = 3.54 (P = 0.00040)


Test for subgroup differences: Chi2 = 15.55, df = 4 (P = 0.00), I2 =74%
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Analysis 34.7. Comparison 34 Weight - maximum follow-up, Outcome 7 Weight - participants


characterised as ’at nutritional risk’ due to one of the following conditions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 34 Weight - maximum follow-up


Outcome: 7 Weight - participants characterised as ’at nutritional risk’ due to one of the following conditions


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 Major surgery


Bastow 1983a 39 2.8 (1.9) 35 1.2 (3.1) 1.6 % 1.60 [ 0.41, 2.79 ]


Bastow 1983b 25 4.9 (2.3) 23 0.7 (2.6) 1.5 % 4.20 [ 2.81, 5.59 ]


Brown 1992 5 -1.19 (3.64) 5 -4.2 (1.05) 1.1 % 3.01 [ -0.31, 6.33 ]


Carr 1996 14 -0.5 (0.2) 14 -1.8 (0.3) 1.6 % 1.30 [ 1.11, 1.49 ]


Chen 1995a 8 1.3 (0.1) 4 -6.7 (0.4) 1.6 % 8.00 [ 7.60, 8.40 ]


Chen 1995b 8 -4.2 (0.3) 4 -6.7 (0.4) 1.6 % 2.50 [ 2.06, 2.94 ]


Chen 2000a 10 -0.8 (0.6) 10 -5.9 (0.1) 1.6 % 5.10 [ 4.72, 5.48 ]


Chen 2000b 10 -1.1 (0.7) 10 -5.9 (0.1) 1.6 % 4.80 [ 4.36, 5.24 ]


Dong 1996 256 51.8 (1.3) 264 53 (3.5) 1.6 % -1.20 [ -1.65, -0.75 ]


Elbers 1997 10 68.29 (12.14) 10 62.2 (6.86) 0.4 % 6.09 [ -2.55, 14.73 ]


Fan 1994 64 55 (0) 60 55 (0) Not estimable


F rli 2001 18 1.2 (0) 19 0 (0) Not estimable


Hoffmann 1988 43 -1 (0) 16 -3.8 (0) Not estimable


Jensen 1982 10 1.5 (2.2) 10 -2.9 (1.7) 1.5 % 4.40 [ 2.68, 6.12 ]


Ji 1999 20 59.53 (8.25) 10 49.7 (7.58) 0.7 % 9.83 [ 3.90, 15.76 ]


Jiang 2006a 24 2.4 (0.2) 22 6.3 (1.3) 1.6 % -3.90 [ -4.45, -3.35 ]


Jiang 2006b 23 5.7 (0.7) 22 6.3 (1.3) 1.6 % -0.60 [ -1.21, 0.01 ]


Keele 1997 38 64 (11.6) 39 66.1 (13) 0.7 % -2.10 [ -7.60, 3.40 ]


Li 1998 10 59.9 (3.5) 10 58.8 (4.5) 1.1 % 1.10 [ -2.43, 4.63 ]


Lidder 2013a 32 71.13 (16.93) 30 72.82 (14.21) 0.5 % -1.69 [ -9.45, 6.07 ]


Lidder 2013b 27 72.33 (16.99) 31 71.54 (12.1) 0.5 % 0.79 [ -6.90, 8.48 ]


Liu 1990 6 2 (0.7) 6 4.1 (1.65) 1.5 % -2.10 [ -3.53, -0.67 ]


Lough 1990 14 56.2 (7.7) 15 60.8 (19.4) 0.3 % -4.60 [ -15.21, 6.01 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


MacFie 2000 27 63 (7.88) 25 67 (5.36) 1.1 % -4.00 [ -7.64, -0.36 ]


Malhotra 2004 98 3.1 (0) 97 5.1 (0) Not estimable


Page 2002 20 69.3 (13.8) 20 65.7 (18.2) 0.3 % 3.60 [ -6.41, 13.61 ]


Saluja 2002a 10 2.6 (0.5) 10 2.5 (0.74) 1.6 % 0.10 [ -0.45, 0.65 ]


Saluja 2002b 10 3.35 (0.91) 10 2.35 (2.14) 1.5 % 1.00 [ -0.44, 2.44 ]


Saluja 2002c 10 2.15 (1) 10 4.6 (2.4) 1.5 % -2.45 [ -4.06, -0.84 ]


Thompson 1981 12 0.05 (2.16) 9 -3.78 (2.74) 1.4 % 3.83 [ 1.66, 6.00 ]


Tong 2006a 45 61.95 (5.42) 18 58.08 (6.01) 1.1 % 3.87 [ 0.67, 7.07 ]


Tong 2006b 45 61.91 (4.87) 18 58.08 (6.01) 1.2 % 3.83 [ 0.71, 6.95 ]


Vaithiswaran 2008 30 -0.03 (1.01) 31 -0.09 (0.64) 1.6 % 0.06 [ -0.37, 0.49 ]


Wang 1996a 12 2.92 (0.72) 12 4.56 (0.5) 1.6 % -1.64 [ -2.14, -1.14 ]


Wang 1996b 12 3.25 (0.99) 12 4.56 (0.5) 1.6 % -1.31 [ -1.94, -0.68 ]


Wang 1997a 20 58.4 (4.05) 10 55.87 (2.96) 1.3 % 2.53 [ -0.02, 5.08 ]


Wang 1997b 20 58.4 (4.05) 10 55.87 (2.96) 1.3 % 2.53 [ -0.02, 5.08 ]


Wood 1989a 15 -5.1 (2.7) 8 -2.5 (1.98) 1.4 % -2.60 [ -4.54, -0.66 ]


Wood 1989b 15 -2.2 (1.9) 7 -2.5 (1.85) 1.5 % 0.30 [ -1.37, 1.97 ]


Woolfson 1989 50 67.2 (10.2) 45 66.9 (13.2) 0.8 % 0.30 [ -4.48, 5.08 ]


Wu 2007a 215 2.5 (1.7) 108 4.1 (2.2) 1.6 % -1.60 [ -2.07, -1.13 ]


Wu 2007b 215 2.7 (2) 108 4.1 (2.2) 1.6 % -1.40 [ -1.89, -0.91 ]


Xu 1998a 16 56.4 (10.8) 16 52.6 (10.7) 0.5 % 3.80 [ -3.65, 11.25 ]


Yang 1996 10 53.48 (6.18) 10 50.77 (4.13) 0.9 % 2.71 [ -1.90, 7.32 ]


Yie 1996 30 0.9 (0.9) 19 2 (0.8) 1.6 % -1.10 [ -1.58, -0.62 ]


Zeiderman 1989a 10 51.9 (11.38) 5 61.9 (12.33) 0.2 % -10.00 [ -22.91, 2.91 ]


Zeiderman 1989b 10 60.6 (12.96) 5 61.9 (12.33) 0.2 % -1.30 [ -14.77, 12.17 ]


Zelic 2012 22 -0.9 (5.57) 23 -5.2 (5.87) 1.1 % 4.30 [ 0.96, 7.64 ]


Zhong 2006a 21 64.2 (9.34) 21 63.4 (7.65) 0.8 % 0.80 [ -4.36, 5.96 ]


Subtotal (95% CI) 1714 1336 53.7 % 1.08 [ 0.08, 2.09 ]


Heterogeneity: Tau2 = 9.09; Chi2 = 2985.80, df = 44 (P<0.00001); I2 =99%


Test for overall effect: Z = 2.11 (P = 0.035)


2 Stroke


Aquilani 2008 24 64.4 (9) 24 65.9 (8.8) 0.8 % -1.50 [ -6.54, 3.54 ]


Gariballa 1998 18 57.5 (9) 13 56.3 (8.4) 0.6 % 1.20 [ -4.98, 7.38 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Ha 2010 33 -0.8 (3.4) 31 -2.9 (3.9) 1.4 % 2.10 [ 0.30, 3.90 ]


Rabadi 2008 51 68.8 (12.6) 51 66.9 (14.7) 0.7 % 1.90 [ -3.41, 7.21 ]


Subtotal (95% CI) 126 119 3.6 % 1.68 [ 0.12, 3.24 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 1.77, df = 3 (P = 0.62); I2 =0.0%


Test for overall effect: Z = 2.11 (P = 0.035)


3 ICU participants including trauma


Wang 2007 19 2.3 (0.8) 24 3.9 (1.7) 1.6 % -1.60 [ -2.37, -0.83 ]


Subtotal (95% CI) 19 24 1.6 % -1.60 [ -2.37, -0.83 ]


Heterogeneity: not applicable


Test for overall effect: Z = 4.08 (P = 0.000046)


4 Frail elderly participants with less severe conditions known to increase protein requirements


Duncan 2006 145 -1 (0) 157 0 (0) Not estimable


Gazzotti 2003 34 0.28 (3.8) 35 -1.23 (2.5) 1.5 % 1.51 [ -0.01, 3.03 ]


Hickson 2004 292 -0.92 (0) 300 -0.9 (0) Not estimable


Ljunggren 2012 19 0.3 (16.29) 20 0.4 (12.82) 0.4 % -0.10 [ -9.33, 9.13 ]


Luo 2011 22 2.4 (0.7) 24 0.9 (1.65) 1.6 % 1.50 [ 0.78, 2.22 ]


Miller 2006a 24 -4.7 (6.75) 25 -6.3 (5.1) 1.1 % 1.60 [ -1.76, 4.96 ]


Miller 2006b 23 -6.2 (5.38) 25 -5.2 (9.56) 0.9 % -1.00 [ -5.34, 3.34 ]


Potter 2001 142 0.4 (2.6) 151 -0.5 (2.9) 1.6 % 0.90 [ 0.27, 1.53 ]


Xie 2014 60 54.71 (10.12) 60 47.32 (8.78) 1.1 % 7.39 [ 4.00, 10.78 ]


Subtotal (95% CI) 761 797 8.2 % 1.61 [ 0.59, 2.64 ]


Heterogeneity: Tau2 = 0.80; Chi2 = 15.50, df = 6 (P = 0.02); I2 =61%


Test for overall effect: Z = 3.08 (P = 0.0021)


5 Participants do not fall into one of the categories above


Abalan 1992 15 48.9 (9.2) 14 46.3 (10.7) 0.5 % 2.60 [ -4.69, 9.89 ]


Arias 2008 149 56 (11.43) 149 58.34 (11.67) 1.3 % -2.34 [ -4.96, 0.28 ]


Bokhorst-de 2000 15 0.5 (2.3) 17 -0.1 (2.6) 1.5 % 0.60 [ -1.10, 2.30 ]


Bunout 1989 17 -6.29 (6.2) 19 -4.65 (7.8) 0.9 % -1.64 [ -6.22, 2.94 ]


Carver 1995 20 50.1 (7.1) 20 45.9 (5.5) 1.0 % 4.20 [ 0.26, 8.14 ]


De Sousa 2012 20 52.1 (11.1) 15 49.9 (5.6) 0.7 % 2.20 [ -3.43, 7.83 ]


Ding 2009 21 -3.22 (1.8) 21 -5.58 (1.4) 1.6 % 2.36 [ 1.38, 3.34 ]


Drott 1988 12 68.8 (5.88) 11 69.8 (9.28) 0.6 % -1.00 [ -7.41, 5.41 ]


Gariballa 2006 119 69 (14) 106 69 (13) 1.1 % 0.0 [ -3.53, 3.53 ]


Holyday 2012 71 -0.9 (0.6) 72 -0.9 (0.4) 1.6 % 0.0 [ -0.17, 0.17 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Huynh 2015 77 1.032 (2.34) 70 0.57 (1.41) 1.6 % 0.46 [ -0.16, 1.08 ]


Hwang 1991 12 51.9 (10) 12 53 (7.3) 0.5 % -1.10 [ -8.11, 5.91 ]


Johansen 2004 53 -0.22 (3.9) 42 0.1 (2) 1.5 % -0.32 [ -1.53, 0.89 ]


Kawaguchi 2008 18 -0.8 (1.6) 11 -0.95 (1.1) 1.6 % 0.15 [ -0.83, 1.13 ]


Kearns 1992 16 72 (20) 15 72 (16) 0.2 % 0.0 [ -12.71, 12.71 ]


Liu 2008 24 60.78 (7.88) 24 50.25 (5.36) 1.0 % 10.53 [ 6.72, 14.34 ]


McEvoy 1982 26 -0.2 (2.6) 25 1.5 (2.4) 1.5 % -1.70 [ -3.07, -0.33 ]


McWhirter 1996a 35 2.9 (0) 13 -2.5 (0) Not estimable


McWhirter 1996b 25 3.3 (0) 13 -2.5 (0) Not estimable


Moreno 2016 24 -4.7 (6.75) 25 -6.3 (5.1) 1.1 % 1.60 [ -1.76, 4.96 ]


Munk 2014 44 0.4 (2.6) 40 -0.4 (2) 1.6 % 0.80 [ -0.19, 1.79 ]


Neelemaat 2012 73 64.7 (14.4) 73 61 (12.2) 0.9 % 3.70 [ -0.63, 8.03 ]


Ryan 1993 6 2.4 (14.4) 4 -0.6 (12.2) 0.1 % 3.00 [ -13.60, 19.60 ]


Saudny-Unterberger 1997 14 0.209 (2.5) 10 0.08 (0.63) 1.5 % 0.13 [ -1.24, 1.50 ]


Starke 2011 66 68.1 (15.9) 66 64.7 (16) 0.7 % 3.40 [ -2.04, 8.84 ]


Summerbell 1993 7 47.1 (9.2) 7 37.8 (7.8) 0.4 % 9.30 [ 0.36, 18.24 ]


Vermeeren 2004 23 1.37 (1.3) 24 1.12 (1.2) 1.6 % 0.25 [ -0.47, 0.97 ]


Whittaker 1990 6 2.4 (2) 4 -0.6 (0.8) 1.5 % 3.00 [ 1.22, 4.78 ]


Williams 1983 7 -0.61 (1.5) 7 -2.8 (1.2) 1.5 % 2.19 [ 0.77, 3.61 ]


Zheng 2001a 30 -2.1 (0.9) 10 -3.3 (1.7) 1.6 % 1.20 [ 0.10, 2.30 ]


Zheng 2001b 26 -2.5 (1.1) 10 -3.3 (1.7) 1.6 % 0.80 [ -0.34, 1.94 ]


Subtotal (95% CI) 1071 949 32.8 % 0.85 [ 0.33, 1.38 ]


Heterogeneity: Tau2 = 0.88; Chi2 = 102.14, df = 28 (P<0.00001); I2 =73%


Test for overall effect: Z = 3.17 (P = 0.0015)


Total (95% CI) 3691 3225 100.0 % 1.13 [ 0.50, 1.75 ]


Heterogeneity: Tau2 = 6.15; Chi2 = 3287.24, df = 85 (P<0.00001); I2 =97%


Test for overall effect: Z = 3.54 (P = 0.00040)


Test for subgroup differences: Chi2 = 38.34, df = 4 (P = 0.00), I2 =90%
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Analysis 34.8. Comparison 34 Weight - maximum follow-up, Outcome 8 Weight - participants


characterised as ’at nutritional risk’ due to one of the following criteria.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 34 Weight - maximum follow-up


Outcome: 8 Weight - participants characterised as ’at nutritional risk’ due to one of the following criteria


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 BMI less than 20.5 kg/m2


Carver 1995 20 50.1 (7.1) 20 45.9 (5.5) 1.0 % 4.20 [ 0.26, 8.14 ]


F rli 2001 18 1.2 (0) 19 0 (0) Not estimable


McWhirter 1996a 35 2.9 (0) 13 -2.5 (0) Not estimable


McWhirter 1996b 25 3.3 (0) 13 -2.5 (0) Not estimable


Neelemaat 2012 73 64.7 (14.4) 73 61 (12.2) 0.9 % 3.70 [ -0.63, 8.03 ]


Subtotal (95% CI) 171 138 1.9 % 3.97 [ 1.06, 6.89 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 0.03, df = 1 (P = 0.87); I2 =0.0%


Test for overall effect: Z = 2.67 (P = 0.0075)


2 Weight loss of at least 5% during the last three months


Zeiderman 1989a 10 51.9 (11.38) 5 61.9 (12.33) 0.2 % -10.00 [ -22.91, 2.91 ]


Zeiderman 1989b 10 60.6 (12.96) 5 61.9 (12.33) 0.2 % -1.30 [ -14.77, 12.17 ]


Subtotal (95% CI) 20 10 0.4 % -5.83 [ -15.15, 3.48 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 0.84, df = 1 (P = 0.36); I2 =0.0%


Test for overall effect: Z = 1.23 (P = 0.22)


3 Weight loss of at least 10% during the last six months


Bokhorst-de 2000 15 0.5 (2.3) 17 -0.1 (2.6) 1.5 % 0.60 [ -1.10, 2.30 ]


Vermeeren 2004 23 1.37 (1.3) 24 1.12 (1.2) 1.6 % 0.25 [ -0.47, 0.97 ]


Subtotal (95% CI) 38 41 3.1 % 0.30 [ -0.36, 0.96 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 0.14, df = 1 (P = 0.71); I2 =0.0%


Test for overall effect: Z = 0.90 (P = 0.37)


4 Insufficient food intake during the last week (50% of requirements or less)


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Participants characterised as ’at nutritional risk’ by other means


Abalan 1992 15 48.9 (9.2) 14 46.3 (10.7) 0.5 % 2.60 [ -4.69, 9.89 ]


Aquilani 2008 24 64.4 (9) 24 65.9 (8.8) 0.8 % -1.50 [ -6.54, 3.54 ]


Arias 2008 149 56 (11.43) 149 58.34 (11.67) 1.3 % -2.34 [ -4.96, 0.28 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Bastow 1983a 39 2.8 (1.9) 35 1.2 (3.1) 1.6 % 1.60 [ 0.41, 2.79 ]


Bastow 1983b 25 4.9 (2.3) 23 0.7 (2.6) 1.5 % 4.20 [ 2.81, 5.59 ]


Brown 1992 5 -1.19 (3.64) 5 -4.2 (1.05) 1.1 % 3.01 [ -0.31, 6.33 ]


Bunout 1989 17 -6.29 (6.2) 19 -4.65 (7.8) 0.9 % -1.64 [ -6.22, 2.94 ]


Carr 1996 14 -0.5 (0.2) 14 -1.8 (0.3) 1.6 % 1.30 [ 1.11, 1.49 ]


Chen 1995a 8 1.3 (0.1) 4 -6.7 (0.4) 1.6 % 8.00 [ 7.60, 8.40 ]


Chen 1995b 8 -4.2 (0.3) 4 -6.7 (0.4) 1.6 % 2.50 [ 2.06, 2.94 ]


Chen 2000a 10 -0.8 (0.6) 10 -5.9 (0.1) 1.6 % 5.10 [ 4.72, 5.48 ]


Chen 2000b 10 -1.1 (0.7) 10 -5.9 (0.1) 1.6 % 4.80 [ 4.36, 5.24 ]


De Sousa 2012 20 52.1 (11.1) 15 49.9 (5.6) 0.7 % 2.20 [ -3.43, 7.83 ]


Ding 2009 21 -3.22 (1.8) 21 -5.58 (1.4) 1.6 % 2.36 [ 1.38, 3.34 ]


Dong 1996 256 51.8 (1.3) 264 53 (3.5) 1.6 % -1.20 [ -1.65, -0.75 ]


Drott 1988 12 68.8 (5.88) 11 69.8 (9.28) 0.6 % -1.00 [ -7.41, 5.41 ]


Duncan 2006 145 -1 (0) 157 0 (0) Not estimable


Elbers 1997 10 68.29 (12.14) 10 62.2 (6.86) 0.4 % 6.09 [ -2.55, 14.73 ]


Fan 1994 64 55 (0) 60 55 (0) Not estimable


Gariballa 1998 18 57.5 (9) 13 56.3 (8.4) 0.6 % 1.20 [ -4.98, 7.38 ]


Gariballa 2006 119 69 (14) 106 69 (13) 1.1 % 0.0 [ -3.53, 3.53 ]


Gazzotti 2003 34 0.28 (3.8) 35 -1.23 (2.5) 1.5 % 1.51 [ -0.01, 3.03 ]


Ha 2010 33 -0.8 (3.4) 31 -2.9 (3.9) 1.4 % 2.10 [ 0.30, 3.90 ]


Hickson 2004 292 -0.92 (0) 300 -0.9 (0) Not estimable


Hoffmann 1988 43 -1 (0) 16 -3.8 (0) Not estimable


Holyday 2012 71 -0.9 (0.6) 72 -0.9 (0.4) 1.6 % 0.0 [ -0.17, 0.17 ]


Huynh 2015 77 1.032 (2.34) 70 0.57 (1.41) 1.6 % 0.46 [ -0.16, 1.08 ]


Hwang 1991 12 51.9 (10) 12 53 (7.3) 0.5 % -1.10 [ -8.11, 5.91 ]


Jensen 1982 10 1.5 (2.2) 10 -2.9 (1.7) 1.5 % 4.40 [ 2.68, 6.12 ]


Ji 1999 20 59.53 (8.25) 10 49.7 (7.58) 0.7 % 9.83 [ 3.90, 15.76 ]


Jiang 2006a 24 2.4 (0.2) 22 6.3 (1.3) 1.6 % -3.90 [ -4.45, -3.35 ]


Jiang 2006b 23 5.7 (0.7) 22 6.3 (1.3) 1.6 % -0.60 [ -1.21, 0.01 ]


Johansen 2004 53 -0.22 (3.9) 42 0.1 (2) 1.5 % -0.32 [ -1.53, 0.89 ]


Kawaguchi 2008 18 -0.8 (1.6) 11 -0.95 (1.1) 1.6 % 0.15 [ -0.83, 1.13 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Kearns 1992 16 72 (20) 15 72 (16) 0.2 % 0.0 [ -12.71, 12.71 ]


Keele 1997 38 64 (11.6) 39 66.1 (13) 0.7 % -2.10 [ -7.60, 3.40 ]


Li 1998 10 59.9 (3.5) 10 58.8 (4.5) 1.1 % 1.10 [ -2.43, 4.63 ]


Lidder 2013a 32 71.13 (16.93) 30 72.82 (14.21) 0.5 % -1.69 [ -9.45, 6.07 ]


Lidder 2013b 27 72.33 (16.99) 31 71.54 (12.1) 0.5 % 0.79 [ -6.90, 8.48 ]


Liu 1990 6 2 (0.7) 6 4.1 (1.65) 1.5 % -2.10 [ -3.53, -0.67 ]


Liu 2008 24 60.78 (7.88) 24 50.25 (5.36) 1.0 % 10.53 [ 6.72, 14.34 ]


Ljunggren 2012 19 0.3 (16.29) 20 0.4 (12.82) 0.4 % -0.10 [ -9.33, 9.13 ]


Lough 1990 14 56.2 (7.7) 15 60.8 (19.4) 0.3 % -4.60 [ -15.21, 6.01 ]


Luo 2011 22 2.4 (0.7) 24 0.9 (1.65) 1.6 % 1.50 [ 0.78, 2.22 ]


MacFie 2000 27 63 (7.88) 25 67 (5.36) 1.1 % -4.00 [ -7.64, -0.36 ]


Malhotra 2004 98 3.1 (0) 97 5.1 (0) Not estimable


McEvoy 1982 26 -0.2 (2.6) 25 1.5 (2.4) 1.5 % -1.70 [ -3.07, -0.33 ]


Miller 2006a 24 -4.7 (6.75) 25 -6.3 (5.1) 1.1 % 1.60 [ -1.76, 4.96 ]


Miller 2006b 23 -6.2 (5.38) 25 -5.2 (9.56) 0.9 % -1.00 [ -5.34, 3.34 ]


Moreno 2016 24 -4.7 (6.75) 25 -6.3 (5.1) 1.1 % 1.60 [ -1.76, 4.96 ]


Munk 2014 44 0.4 (2.6) 40 -0.4 (2) 1.6 % 0.80 [ -0.19, 1.79 ]


Page 2002 20 69.3 (13.8) 20 65.7 (18.2) 0.3 % 3.60 [ -6.41, 13.61 ]


Potter 2001 142 0.4 (2.6) 151 -0.5 (2.9) 1.6 % 0.90 [ 0.27, 1.53 ]


Rabadi 2008 51 68.8 (12.6) 51 66.9 (14.7) 0.7 % 1.90 [ -3.41, 7.21 ]


Ryan 1993 6 2.4 (14.4) 4 -0.6 (12.2) 0.1 % 3.00 [ -13.60, 19.60 ]


Saluja 2002a 10 2.6 (0.5) 10 2.5 (0.74) 1.6 % 0.10 [ -0.45, 0.65 ]


Saluja 2002b 10 3.35 (0.91) 10 2.35 (2.14) 1.5 % 1.00 [ -0.44, 2.44 ]


Saluja 2002c 10 2.15 (1) 10 4.6 (2.4) 1.5 % -2.45 [ -4.06, -0.84 ]


Saudny-Unterberger 1997 14 0.209 (2.5) 10 0.08 (0.63) 1.5 % 0.13 [ -1.24, 1.50 ]


Starke 2011 66 68.1 (15.9) 66 64.7 (16) 0.7 % 3.40 [ -2.04, 8.84 ]


Summerbell 1993 7 47.1 (9.2) 7 37.8 (7.8) 0.4 % 9.30 [ 0.36, 18.24 ]


Thompson 1981 12 0.05 (2.16) 9 -3.78 (2.74) 1.4 % 3.83 [ 1.66, 6.00 ]


Tong 2006a 45 61.95 (5.42) 18 58.08 (6.01) 1.1 % 3.87 [ 0.67, 7.07 ]


Tong 2006b 45 61.91 (4.87) 18 58.08 (6.01) 1.2 % 3.83 [ 0.71, 6.95 ]


Vaithiswaran 2008 30 -0.03 (1.01) 31 -0.09 (0.64) 1.6 % 0.06 [ -0.37, 0.49 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Wang 1996a 12 2.92 (0.72) 12 4.56 (0.5) 1.6 % -1.64 [ -2.14, -1.14 ]


Wang 1996b 12 3.25 (0.99) 12 4.56 (0.5) 1.6 % -1.31 [ -1.94, -0.68 ]


Wang 1997a 20 58.4 (4.05) 10 55.87 (2.96) 1.3 % 2.53 [ -0.02, 5.08 ]


Wang 1997b 20 58.4 (4.05) 10 55.87 (2.96) 1.3 % 2.53 [ -0.02, 5.08 ]


Wang 2007 19 2.3 (0.8) 24 3.9 (1.7) 1.6 % -1.60 [ -2.37, -0.83 ]


Whittaker 1990 6 2.4 (2) 4 -0.6 (0.8) 1.5 % 3.00 [ 1.22, 4.78 ]


Williams 1983 7 -0.61 (1.5) 7 -2.8 (1.2) 1.5 % 2.19 [ 0.77, 3.61 ]


Wood 1989a 15 -5.1 (2.7) 8 -2.5 (1.98) 1.4 % -2.60 [ -4.54, -0.66 ]


Wood 1989b 15 -2.2 (1.9) 7 -2.5 (1.85) 1.5 % 0.30 [ -1.37, 1.97 ]


Woolfson 1989 50 67.2 (10.2) 45 66.9 (13.2) 0.8 % 0.30 [ -4.48, 5.08 ]


Wu 2007a 215 2.5 (1.7) 108 4.1 (2.2) 1.6 % -1.60 [ -2.07, -1.13 ]


Wu 2007b 215 2.7 (2) 108 4.1 (2.2) 1.6 % -1.40 [ -1.89, -0.91 ]


Xie 2014 60 54.71 (10.12) 60 47.32 (8.78) 1.1 % 7.39 [ 4.00, 10.78 ]


Xu 1998a 16 56.4 (10.8) 16 52.6 (10.7) 0.5 % 3.80 [ -3.65, 11.25 ]


Yang 1996 10 53.48 (6.18) 10 50.77 (4.13) 0.9 % 2.71 [ -1.90, 7.32 ]


Yie 1996 30 0.9 (0.9) 19 2 (0.8) 1.6 % -1.10 [ -1.58, -0.62 ]


Zelic 2012 22 -0.9 (5.57) 23 -5.2 (5.87) 1.1 % 4.30 [ 0.96, 7.64 ]


Zheng 2001a 30 -2.1 (0.9) 10 -3.3 (1.7) 1.6 % 1.20 [ 0.10, 2.30 ]


Zheng 2001b 26 -2.5 (1.1) 10 -3.3 (1.7) 1.6 % 0.80 [ -0.34, 1.94 ]


Zhong 2006a 21 64.2 (9.34) 21 63.4 (7.65) 0.8 % 0.80 [ -4.36, 5.96 ]


Subtotal (95% CI) 3462 3036 94.6 % 1.12 [ 0.48, 1.77 ]


Heterogeneity: Tau2 = 6.26; Chi2 = 3276.97, df = 79 (P<0.00001); I2 =98%


Test for overall effect: Z = 3.41 (P = 0.00065)


Total (95% CI) 3691 3225 100.0 % 1.13 [ 0.50, 1.75 ]


Heterogeneity: Tau2 = 6.15; Chi2 = 3287.24, df = 85 (P<0.00001); I2 =97%


Test for overall effect: Z = 3.54 (P = 0.00040)


Test for subgroup differences: Chi2 = 9.65, df = 3 (P = 0.02), I2 =69%
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Analysis 34.9. Comparison 34 Weight - maximum follow-up, Outcome 9 Weight - participants


characterised as ’at nutritional risk’ due to biomarkers or anthropometrics.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 34 Weight - maximum follow-up


Outcome: 9 Weight - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 Biomarkers


Chen 1995a 8 1.3 (0.1) 4 -6.7 (0.4) 1.6 % 8.00 [ 7.60, 8.40 ]


Chen 1995b 8 -4.2 (0.3) 4 -6.7 (0.4) 1.6 % 2.50 [ 2.06, 2.94 ]


Chen 2000a 10 -0.8 (0.6) 10 -5.9 (0.1) 1.6 % 5.10 [ 4.72, 5.48 ]


Chen 2000b 10 -1.1 (0.7) 10 -5.9 (0.1) 1.6 % 4.80 [ 4.36, 5.24 ]


Ding 2009 21 -3.22 (1.8) 21 -5.58 (1.4) 1.6 % 2.36 [ 1.38, 3.34 ]


Dong 1996 256 51.8 (1.3) 264 53 (3.5) 1.6 % -1.20 [ -1.65, -0.75 ]


Ji 1999 20 59.53 (8.25) 10 49.7 (7.58) 0.7 % 9.83 [ 3.90, 15.76 ]


Liu 2008 24 60.78 (7.88) 24 50.25 (5.36) 1.0 % 10.53 [ 6.72, 14.34 ]


Luo 2011 22 2.4 (0.7) 24 0.9 (1.65) 1.6 % 1.50 [ 0.78, 2.22 ]


Subtotal (95% CI) 379 371 13.0 % 4.37 [ 2.16, 6.58 ]


Heterogeneity: Tau2 = 10.44; Chi2 = 1058.90, df = 8 (P<0.00001); I2 =99%


Test for overall effect: Z = 3.87 (P = 0.00011)


2 Anthropometric measures


Bastow 1983a 39 2.8 (1.9) 35 1.2 (3.1) 1.6 % 1.60 [ 0.41, 2.79 ]


Bastow 1983b 25 4.9 (2.3) 23 0.7 (2.6) 1.5 % 4.20 [ 2.81, 5.59 ]


Carver 1995 20 50.1 (7.1) 20 45.9 (5.5) 1.0 % 4.20 [ 0.26, 8.14 ]


F rli 2001 18 1.2 (0) 19 0 (0) Not estimable


Hoffmann 1988 43 -1 (0) 16 -3.8 (0) Not estimable


MacFie 2000 27 63 (7.88) 25 67 (5.36) 1.1 % -4.00 [ -7.64, -0.36 ]


McEvoy 1982 26 -0.2 (2.6) 25 1.5 (2.4) 1.5 % -1.70 [ -3.07, -0.33 ]


McWhirter 1996a 35 2.9 (0) 13 -2.5 (0) Not estimable


McWhirter 1996b 25 3.3 (0) 13 -2.5 (0) Not estimable


Miller 2006a 24 -4.7 (6.75) 25 -6.3 (5.1) 1.1 % 1.60 [ -1.76, 4.96 ]


Miller 2006b 23 -6.2 (5.38) 25 -5.2 (9.56) 0.9 % -1.00 [ -5.34, 3.34 ]


Potter 2001 142 0.4 (2.6) 151 -0.5 (2.9) 1.6 % 0.90 [ 0.27, 1.53 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Rabadi 2008 51 68.8 (12.6) 51 66.9 (14.7) 0.7 % 1.90 [ -3.41, 7.21 ]


Ryan 1993 6 2.4 (14.4) 4 -0.6 (12.2) 0.1 % 3.00 [ -13.60, 19.60 ]


Vermeeren 2004 23 1.37 (1.3) 24 1.12 (1.2) 1.6 % 0.25 [ -0.47, 0.97 ]


Subtotal (95% CI) 527 469 12.8 % 0.87 [ -0.30, 2.04 ]


Heterogeneity: Tau2 = 2.18; Chi2 = 50.37, df = 10 (P<0.00001); I2 =80%


Test for overall effect: Z = 1.46 (P = 0.15)


3 Characterised by other means


Abalan 1992 15 48.9 (9.2) 14 46.3 (10.7) 0.5 % 2.60 [ -4.69, 9.89 ]


Aquilani 2008 24 64.4 (9) 24 65.9 (8.8) 0.8 % -1.50 [ -6.54, 3.54 ]


Arias 2008 149 56 (11.43) 149 58.34 (11.67) 1.3 % -2.34 [ -4.96, 0.28 ]


Bokhorst-de 2000 15 0.5 (2.3) 17 -0.1 (2.6) 1.5 % 0.60 [ -1.10, 2.30 ]


Brown 1992 5 -1.19 (3.64) 5 -4.2 (1.05) 1.1 % 3.01 [ -0.31, 6.33 ]


Bunout 1989 17 -6.29 (6.2) 19 -4.65 (7.8) 0.9 % -1.64 [ -6.22, 2.94 ]


Carr 1996 14 -0.5 (0.2) 14 -1.8 (0.3) 1.6 % 1.30 [ 1.11, 1.49 ]


De Sousa 2012 20 52.1 (11.1) 15 49.9 (5.6) 0.7 % 2.20 [ -3.43, 7.83 ]


Drott 1988 12 68.8 (5.88) 11 69.8 (9.28) 0.6 % -1.00 [ -7.41, 5.41 ]


Duncan 2006 145 -1 (0) 157 0 (0) Not estimable


Elbers 1997 10 68.29 (12.14) 10 62.2 (6.86) 0.4 % 6.09 [ -2.55, 14.73 ]


Fan 1994 64 55 (0) 60 55 (0) Not estimable


Gariballa 1998 18 57.5 (9) 13 56.3 (8.4) 0.6 % 1.20 [ -4.98, 7.38 ]


Gariballa 2006 119 69 (14) 106 69 (13) 1.1 % 0.0 [ -3.53, 3.53 ]


Gazzotti 2003 34 0.28 (3.8) 35 -1.23 (2.5) 1.5 % 1.51 [ -0.01, 3.03 ]


Ha 2010 33 -0.8 (3.4) 31 -2.9 (3.9) 1.4 % 2.10 [ 0.30, 3.90 ]


Hickson 2004 292 -0.92 (0) 300 -0.9 (0) Not estimable


Holyday 2012 71 -0.9 (0.6) 72 -0.9 (0.4) 1.6 % 0.0 [ -0.17, 0.17 ]


Huynh 2015 77 1.032 (2.34) 70 0.57 (1.41) 1.6 % 0.46 [ -0.16, 1.08 ]


Hwang 1991 12 51.9 (10) 12 53 (7.3) 0.5 % -1.10 [ -8.11, 5.91 ]


Jensen 1982 10 1.5 (2.2) 10 -2.9 (1.7) 1.5 % 4.40 [ 2.68, 6.12 ]


Jiang 2006a 24 2.4 (0.2) 22 6.3 (1.3) 1.6 % -3.90 [ -4.45, -3.35 ]


Jiang 2006b 23 5.7 (0.7) 22 6.3 (1.3) 1.6 % -0.60 [ -1.21, 0.01 ]


Johansen 2004 53 -0.22 (3.9) 42 0.1 (2) 1.5 % -0.32 [ -1.53, 0.89 ]


Kawaguchi 2008 18 -0.8 (1.6) 11 -0.95 (1.1) 1.6 % 0.15 [ -0.83, 1.13 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Kearns 1992 16 72 (20) 15 72 (16) 0.2 % 0.0 [ -12.71, 12.71 ]


Keele 1997 38 64 (11.6) 39 66.1 (13) 0.7 % -2.10 [ -7.60, 3.40 ]


Li 1998 10 59.9 (3.5) 10 58.8 (4.5) 1.1 % 1.10 [ -2.43, 4.63 ]


Lidder 2013a 32 71.13 (16.93) 30 72.82 (14.21) 0.5 % -1.69 [ -9.45, 6.07 ]


Lidder 2013b 27 72.33 (16.99) 31 71.54 (12.1) 0.5 % 0.79 [ -6.90, 8.48 ]


Liu 1990 6 2 (0.7) 6 4.1 (1.65) 1.5 % -2.10 [ -3.53, -0.67 ]


Ljunggren 2012 19 0.3 (16.29) 20 0.4 (12.82) 0.4 % -0.10 [ -9.33, 9.13 ]


Lough 1990 14 56.2 (7.7) 15 60.8 (19.4) 0.3 % -4.60 [ -15.21, 6.01 ]


Malhotra 2004 98 3.1 (0) 97 5.1 (0) Not estimable


Moreno 2016 24 -4.7 (6.75) 25 -6.3 (5.1) 1.1 % 1.60 [ -1.76, 4.96 ]


Munk 2014 44 0.4 (2.6) 40 -0.4 (2) 1.6 % 0.80 [ -0.19, 1.79 ]


Neelemaat 2012 73 64.7 (14.4) 73 61 (12.2) 0.9 % 3.70 [ -0.63, 8.03 ]


Page 2002 20 69.3 (13.8) 20 65.7 (18.2) 0.3 % 3.60 [ -6.41, 13.61 ]


Saudny-Unterberger 1997 14 0.209 (2.5) 10 0.08 (0.63) 1.5 % 0.13 [ -1.24, 1.50 ]


Starke 2011 66 68.1 (15.9) 66 64.7 (16) 0.7 % 3.40 [ -2.04, 8.84 ]


Summerbell 1993 7 47.1 (9.2) 7 37.8 (7.8) 0.4 % 9.30 [ 0.36, 18.24 ]


Thompson 1981 12 0.05 (2.16) 9 -3.78 (2.74) 1.4 % 3.83 [ 1.66, 6.00 ]


Tong 2006a 45 61.95 (5.42) 18 58.08 (6.01) 1.1 % 3.87 [ 0.67, 7.07 ]


Tong 2006b 45 61.91 (4.87) 18 58.08 (6.01) 1.2 % 3.83 [ 0.71, 6.95 ]


Vaithiswaran 2008 30 -0.03 (1.01) 31 -0.09 (0.64) 1.6 % 0.06 [ -0.37, 0.49 ]


Wang 1996a 12 2.92 (0.72) 12 4.56 (0.5) 1.6 % -1.64 [ -2.14, -1.14 ]


Wang 1996b 12 3.25 (0.99) 12 4.56 (0.5) 1.6 % -1.31 [ -1.94, -0.68 ]


Wang 1997a 20 58.4 (4.05) 10 55.87 (2.96) 1.3 % 2.53 [ -0.02, 5.08 ]


Wang 1997b 20 58.4 (4.05) 10 55.87 (2.96) 1.3 % 2.53 [ -0.02, 5.08 ]


Wang 2007 19 2.3 (0.8) 24 3.9 (1.7) 1.6 % -1.60 [ -2.37, -0.83 ]


Whittaker 1990 6 2.4 (2) 4 -0.6 (0.8) 1.5 % 3.00 [ 1.22, 4.78 ]


Williams 1983 7 -0.61 (1.5) 7 -2.8 (1.2) 1.5 % 2.19 [ 0.77, 3.61 ]


Wood 1989a 15 -5.1 (2.7) 8 -2.5 (1.98) 1.4 % -2.60 [ -4.54, -0.66 ]


Wood 1989b 15 -2.2 (1.9) 7 -2.5 (1.85) 1.5 % 0.30 [ -1.37, 1.97 ]


Woolfson 1989 50 67.2 (10.2) 45 66.9 (13.2) 0.8 % 0.30 [ -4.48, 5.08 ]


Wu 2007a 215 2.5 (1.7) 108 4.1 (2.2) 1.6 % -1.60 [ -2.07, -1.13 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Wu 2007b 215 2.7 (2) 108 4.1 (2.2) 1.6 % -1.40 [ -1.89, -0.91 ]


Xie 2014 60 54.71 (10.12) 60 47.32 (8.78) 1.1 % 7.39 [ 4.00, 10.78 ]


Xu 1998a 16 56.4 (10.8) 16 52.6 (10.7) 0.5 % 3.80 [ -3.65, 11.25 ]


Yang 1996 10 53.48 (6.18) 10 50.77 (4.13) 0.9 % 2.71 [ -1.90, 7.32 ]


Yie 1996 30 0.9 (0.9) 19 2 (0.8) 1.6 % -1.10 [ -1.58, -0.62 ]


Zeiderman 1989a 10 51.9 (11.38) 5 61.9 (12.33) 0.2 % -10.00 [ -22.91, 2.91 ]


Zeiderman 1989b 10 60.6 (12.96) 5 61.9 (12.33) 0.2 % -1.30 [ -14.77, 12.17 ]


Zelic 2012 22 -0.9 (5.57) 23 -5.2 (5.87) 1.1 % 4.30 [ 0.96, 7.64 ]


Zheng 2001a 30 -2.1 (0.9) 10 -3.3 (1.7) 1.6 % 1.20 [ 0.10, 2.30 ]


Zheng 2001b 26 -2.5 (1.1) 10 -3.3 (1.7) 1.6 % 0.80 [ -0.34, 1.94 ]


Zhong 2006a 21 64.2 (9.34) 21 63.4 (7.65) 0.8 % 0.80 [ -4.36, 5.96 ]


Subtotal (95% CI) 2755 2355 69.5 % 0.49 [ 0.01, 0.96 ]


Heterogeneity: Tau2 = 1.90; Chi2 = 713.12, df = 62 (P<0.00001); I2 =91%


Test for overall effect: Z = 1.99 (P = 0.046)


4 Mixed


Saluja 2002a 10 2.6 (0.5) 10 2.5 (0.74) 1.6 % 0.10 [ -0.45, 0.65 ]


Saluja 2002b 10 3.35 (0.91) 10 2.35 (2.14) 1.5 % 1.00 [ -0.44, 2.44 ]


Saluja 2002c 10 2.15 (1) 10 4.6 (2.4) 1.5 % -2.45 [ -4.06, -0.84 ]


Subtotal (95% CI) 30 30 4.6 % -0.37 [ -1.95, 1.22 ]


Heterogeneity: Tau2 = 1.58; Chi2 = 10.84, df = 2 (P = 0.004); I2 =82%


Test for overall effect: Z = 0.45 (P = 0.65)


Total (95% CI) 3691 3225 100.0 % 1.13 [ 0.50, 1.75 ]


Heterogeneity: Tau2 = 6.15; Chi2 = 3287.24, df = 85 (P<0.00001); I2 =97%


Test for overall effect: Z = 3.54 (P = 0.00040)


Test for subgroup differences: Chi2 = 13.01, df = 3 (P = 0.00), I2 =77%
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Analysis 34.10. Comparison 34 Weight - maximum follow-up, Outcome 10 Weight - randomisation year.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 34 Weight - maximum follow-up


Outcome: 10 Weight - randomisation year


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 Before 1960


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


2 1960 to 1979


Thompson 1981 12 0.05 (2.16) 9 -3.78 (2.74) 5.6 % 3.83 [ 1.66, 6.00 ]


Subtotal (95% CI) 12 9 5.6 % 3.83 [ 1.66, 6.00 ]


Heterogeneity: not applicable


Test for overall effect: Z = 3.46 (P = 0.00053)


3 1980 to 1999


Bunout 1989 17 -6.29 (6.2) 19 -4.65 (7.8) 2.7 % -1.64 [ -6.22, 2.94 ]


Carr 1996 14 -0.5 (0.2) 14 -1.8 (0.3) 8.1 % 1.30 [ 1.11, 1.49 ]


Drott 1988 12 68.8 (5.88) 11 69.8 (9.28) 1.6 % -1.00 [ -7.41, 5.41 ]


Elbers 1997 10 68.29 (12.14) 10 62.2 (6.86) 1.0 % 6.09 [ -2.55, 14.73 ]


Lough 1990 14 56.2 (7.7) 15 60.8 (19.4) 0.7 % -4.60 [ -15.21, 6.01 ]


Wang 1997a 20 58.4 (4.05) 10 55.87 (2.96) 5.0 % 2.53 [ -0.02, 5.08 ]


Wang 1997b 20 58.4 (4.05) 10 55.87 (2.96) 5.0 % 2.53 [ -0.02, 5.08 ]


Wood 1989a 15 -5.1 (2.7) 8 -2.5 (1.98) 6.0 % -2.60 [ -4.54, -0.66 ]


Wood 1989b 15 -2.2 (1.9) 7 -2.5 (1.85) 6.4 % 0.30 [ -1.37, 1.97 ]


Xu 1998a 16 56.4 (10.8) 16 52.6 (10.7) 1.3 % 3.80 [ -3.65, 11.25 ]


Yang 1996 10 53.48 (6.18) 10 50.77 (4.13) 2.7 % 2.71 [ -1.90, 7.32 ]


Yie 1996 30 0.9 (0.9) 19 2 (0.8) 7.9 % -1.10 [ -1.58, -0.62 ]


Zeiderman 1989a 10 51.9 (11.38) 5 61.9 (12.33) 0.5 % -10.00 [ -22.91, 2.91 ]


Zeiderman 1989b 10 60.6 (12.96) 5 61.9 (12.33) 0.4 % -1.30 [ -14.77, 12.17 ]


Subtotal (95% CI) 213 159 49.3 % 0.34 [ -0.95, 1.64 ]


Heterogeneity: Tau2 = 2.61; Chi2 = 106.86, df = 13 (P<0.00001); I2 =88%


Test for overall effect: Z = 0.52 (P = 0.60)


4 After 1999


Duncan 2006 145 -1 (0) 157 0 (0) Not estimable
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Gariballa 2006 119 69 (14) 106 69 (13) 3.7 % 0.0 [ -3.53, 3.53 ]


Ha 2010 33 -0.8 (3.4) 31 -2.9 (3.9) 6.2 % 2.10 [ 0.30, 3.90 ]


Huynh 2015 77 1.032 (2.34) 70 0.57 (1.41) 7.8 % 0.46 [ -0.16, 1.08 ]


Wang 2007 19 2.3 (0.8) 24 3.9 (1.7) 7.7 % -1.60 [ -2.37, -0.83 ]


Wu 2007a 215 2.5 (1.7) 108 4.1 (2.2) 7.9 % -1.60 [ -2.07, -1.13 ]


Wu 2007b 215 2.7 (2) 108 4.1 (2.2) 7.9 % -1.40 [ -1.89, -0.91 ]


Xie 2014 60 54.71 (10.12) 60 47.32 (8.78) 3.9 % 7.39 [ 4.00, 10.78 ]


Subtotal (95% CI) 883 664 45.1 % 0.01 [ -1.09, 1.12 ]


Heterogeneity: Tau2 = 1.63; Chi2 = 67.76, df = 6 (P<0.00001); I2 =91%


Test for overall effect: Z = 0.03 (P = 0.98)


Total (95% CI) 1108 832 100.0 % 0.48 [ -0.44, 1.39 ]


Heterogeneity: Tau2 = 2.71; Chi2 = 321.79, df = 21 (P<0.00001); I2 =93%


Test for overall effect: Z = 1.01 (P = 0.31)


Test for subgroup differences: Chi2 = 9.75, df = 2 (P = 0.01), I2 =79%
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Analysis 34.11. Comparison 34 Weight - maximum follow-up, Outcome 11 Weight - trials where the


intervention lasts fewer than three days compared with trials where the intervention lasts three days or more.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 34 Weight - maximum follow-up


Outcome: 11 Weight - trials where the intervention lasts fewer than three days compared with trials where the intervention lasts three days or more


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 Three days or more


Abalan 1992 15 48.9 (9.2) 14 46.3 (10.7) 0.5 % 2.60 [ -4.69, 9.89 ]


Aquilani 2008 24 64.4 (9) 24 65.9 (8.8) 0.8 % -1.50 [ -6.54, 3.54 ]


Arias 2008 149 56 (11.43) 149 58.34 (11.67) 1.3 % -2.34 [ -4.96, 0.28 ]


Bastow 1983a 39 2.8 (1.9) 35 1.2 (3.1) 1.6 % 1.60 [ 0.41, 2.79 ]


Bastow 1983b 25 4.9 (2.3) 23 0.7 (2.6) 1.5 % 4.20 [ 2.81, 5.59 ]


Bokhorst-de 2000 15 0.5 (2.3) 17 -0.1 (2.6) 1.5 % 0.60 [ -1.10, 2.30 ]


Brown 1992 5 -1.19 (3.64) 5 -4.2 (1.05) 1.1 % 3.01 [ -0.31, 6.33 ]


Bunout 1989 17 -6.29 (6.2) 19 -4.65 (7.8) 0.9 % -1.64 [ -6.22, 2.94 ]


Carr 1996 14 -0.5 (0.2) 14 -1.8 (0.3) 1.6 % 1.30 [ 1.11, 1.49 ]


Carver 1995 20 50.1 (7.1) 20 45.9 (5.5) 1.0 % 4.20 [ 0.26, 8.14 ]


Chen 1995a 8 1.3 (0.1) 4 -6.7 (0.4) 1.6 % 8.00 [ 7.60, 8.40 ]


Chen 1995b 8 -4.2 (0.3) 4 -6.7 (0.4) 1.6 % 2.50 [ 2.06, 2.94 ]


Chen 2000a 10 -0.8 (0.6) 10 -5.9 (0.1) 1.6 % 5.10 [ 4.72, 5.48 ]


Chen 2000b 10 -1.1 (0.7) 10 -5.9 (0.1) 1.6 % 4.80 [ 4.36, 5.24 ]


De Sousa 2012 20 52.1 (11.1) 15 49.9 (5.6) 0.7 % 2.20 [ -3.43, 7.83 ]


Ding 2009 21 -3.22 (1.8) 21 -5.58 (1.4) 1.6 % 2.36 [ 1.38, 3.34 ]


Dong 1996 256 51.8 (1.3) 264 53 (3.5) 1.6 % -1.20 [ -1.65, -0.75 ]


Drott 1988 12 68.8 (5.88) 11 69.8 (9.28) 0.6 % -1.00 [ -7.41, 5.41 ]


Duncan 2006 145 -1 (0) 157 0 (0) Not estimable


Elbers 1997 10 68.29 (12.14) 10 62.2 (6.86) 0.4 % 6.09 [ -2.55, 14.73 ]


Fan 1994 64 55 (0) 60 55 (0) Not estimable


F rli 2001 18 1.2 (0) 19 0 (0) Not estimable


Gariballa 1998 18 57.5 (9) 13 56.3 (8.4) 0.6 % 1.20 [ -4.98, 7.38 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Gariballa 2006 119 69 (14) 106 69 (13) 1.1 % 0.0 [ -3.53, 3.53 ]


Gazzotti 2003 34 0.28 (3.8) 35 -1.23 (2.5) 1.5 % 1.51 [ -0.01, 3.03 ]


Ha 2010 33 -0.8 (3.4) 31 -2.9 (3.9) 1.4 % 2.10 [ 0.30, 3.90 ]


Hickson 2004 292 -0.92 (0) 300 -0.9 (0) Not estimable


Hoffmann 1988 43 -1 (0) 16 -3.8 (0) Not estimable


Holyday 2012 71 -0.9 (0.6) 72 -0.9 (0.4) 1.6 % 0.0 [ -0.17, 0.17 ]


Huynh 2015 77 1.032 (2.34) 70 0.57 (1.41) 1.6 % 0.46 [ -0.16, 1.08 ]


Hwang 1991 12 51.9 (10) 12 53 (7.3) 0.5 % -1.10 [ -8.11, 5.91 ]


Jensen 1982 10 1.5 (2.2) 10 -2.9 (1.7) 1.5 % 4.40 [ 2.68, 6.12 ]


Ji 1999 20 59.53 (8.25) 10 49.7 (7.58) 0.7 % 9.83 [ 3.90, 15.76 ]


Jiang 2006a 24 2.4 (0.2) 22 6.3 (1.3) 1.6 % -3.90 [ -4.45, -3.35 ]


Jiang 2006b 23 5.7 (0.7) 22 6.3 (1.3) 1.6 % -0.60 [ -1.21, 0.01 ]


Johansen 2004 53 -0.22 (3.9) 42 0.1 (2) 1.5 % -0.32 [ -1.53, 0.89 ]


Kearns 1992 16 72 (20) 15 72 (16) 0.2 % 0.0 [ -12.71, 12.71 ]


Keele 1997 38 64 (11.6) 39 66.1 (13) 0.7 % -2.10 [ -7.60, 3.40 ]


Li 1998 10 59.9 (3.5) 10 58.8 (4.5) 1.1 % 1.10 [ -2.43, 4.63 ]


Lidder 2013a 32 71.13 (16.93) 30 72.82 (14.21) 0.5 % -1.69 [ -9.45, 6.07 ]


Lidder 2013b 27 72.33 (16.99) 31 71.54 (12.1) 0.5 % 0.79 [ -6.90, 8.48 ]


Liu 1990 6 2 (0.7) 6 4.1 (1.65) 1.5 % -2.10 [ -3.53, -0.67 ]


Liu 2008 24 60.78 (7.88) 24 50.25 (5.36) 1.0 % 10.53 [ 6.72, 14.34 ]


Lough 1990 14 56.2 (7.7) 15 60.8 (19.4) 0.3 % -4.60 [ -15.21, 6.01 ]


Luo 2011 22 2.4 (0.7) 24 0.9 (1.65) 1.6 % 1.50 [ 0.78, 2.22 ]


MacFie 2000 27 63 (7.88) 25 67 (5.36) 1.1 % -4.00 [ -7.64, -0.36 ]


Malhotra 2004 98 3.1 (0) 97 5.1 (0) Not estimable


McEvoy 1982 26 -0.2 (2.6) 25 1.5 (2.4) 1.5 % -1.70 [ -3.07, -0.33 ]


McWhirter 1996a 35 2.9 (0) 13 -2.5 (0) Not estimable


McWhirter 1996b 25 3.3 (0) 13 -2.5 (0) Not estimable


Miller 2006a 24 -4.7 (6.75) 25 -6.3 (5.1) 1.1 % 1.60 [ -1.76, 4.96 ]


Miller 2006b 23 -6.2 (5.38) 25 -5.2 (9.56) 0.9 % -1.00 [ -5.34, 3.34 ]


Moreno 2016 24 -4.7 (6.75) 25 -6.3 (5.1) 1.1 % 1.60 [ -1.76, 4.96 ]


Munk 2014 44 0.4 (2.6) 40 -0.4 (2) 1.6 % 0.80 [ -0.19, 1.79 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Neelemaat 2012 73 64.7 (14.4) 73 61 (12.2) 0.9 % 3.70 [ -0.63, 8.03 ]


Page 2002 20 69.3 (13.8) 20 65.7 (18.2) 0.3 % 3.60 [ -6.41, 13.61 ]


Potter 2001 142 0.4 (2.6) 151 -0.5 (2.9) 1.6 % 0.90 [ 0.27, 1.53 ]


Rabadi 2008 51 68.8 (12.6) 51 66.9 (14.7) 0.7 % 1.90 [ -3.41, 7.21 ]


Ryan 1993 6 2.4 (14.4) 4 -0.6 (12.2) 0.1 % 3.00 [ -13.60, 19.60 ]


Saluja 2002a 10 2.6 (0.5) 10 2.5 (0.74) 1.6 % 0.10 [ -0.45, 0.65 ]


Saluja 2002b 10 3.35 (0.91) 10 2.35 (2.14) 1.5 % 1.00 [ -0.44, 2.44 ]


Saluja 2002c 10 2.15 (1) 10 4.6 (2.4) 1.5 % -2.45 [ -4.06, -0.84 ]


Saudny-Unterberger 1997 14 0.209 (2.5) 10 0.08 (0.63) 1.5 % 0.13 [ -1.24, 1.50 ]


Starke 2011 66 68.1 (15.9) 66 64.7 (16) 0.7 % 3.40 [ -2.04, 8.84 ]


Summerbell 1993 7 47.1 (9.2) 7 37.8 (7.8) 0.4 % 9.30 [ 0.36, 18.24 ]


Thompson 1981 12 0.05 (2.16) 9 -3.78 (2.74) 1.4 % 3.83 [ 1.66, 6.00 ]


Tong 2006a 45 61.95 (5.42) 18 58.08 (6.01) 1.1 % 3.87 [ 0.67, 7.07 ]


Tong 2006b 45 61.91 (4.87) 18 58.08 (6.01) 1.2 % 3.83 [ 0.71, 6.95 ]


Vaithiswaran 2008 30 -0.03 (1.01) 31 -0.09 (0.64) 1.6 % 0.06 [ -0.37, 0.49 ]


Vermeeren 2004 23 1.37 (1.3) 24 1.12 (1.2) 1.6 % 0.25 [ -0.47, 0.97 ]


Wang 1996a 12 2.92 (0.72) 12 4.56 (0.5) 1.6 % -1.64 [ -2.14, -1.14 ]


Wang 1996b 12 3.25 (0.99) 12 4.56 (0.5) 1.6 % -1.31 [ -1.94, -0.68 ]


Wang 1997a 20 58.4 (4.05) 10 55.87 (2.96) 1.3 % 2.53 [ -0.02, 5.08 ]


Wang 1997b 20 58.4 (4.05) 10 55.87 (2.96) 1.3 % 2.53 [ -0.02, 5.08 ]


Wang 2007 19 2.3 (0.8) 24 3.9 (1.7) 1.6 % -1.60 [ -2.37, -0.83 ]


Whittaker 1990 6 2.4 (2) 4 -0.6 (0.8) 1.5 % 3.00 [ 1.22, 4.78 ]


Williams 1983 7 -0.61 (1.5) 7 -2.8 (1.2) 1.5 % 2.19 [ 0.77, 3.61 ]


Woolfson 1989 50 67.2 (10.2) 45 66.9 (13.2) 0.8 % 0.30 [ -4.48, 5.08 ]


Wu 2007a 215 2.5 (1.7) 108 4.1 (2.2) 1.6 % -1.60 [ -2.07, -1.13 ]


Wu 2007b 215 2.7 (2) 108 4.1 (2.2) 1.6 % -1.40 [ -1.89, -0.91 ]


Xie 2014 60 54.71 (10.12) 60 47.32 (8.78) 1.1 % 7.39 [ 4.00, 10.78 ]


Xu 1998a 16 56.4 (10.8) 16 52.6 (10.7) 0.5 % 3.80 [ -3.65, 11.25 ]


Yang 1996 10 53.48 (6.18) 10 50.77 (4.13) 0.9 % 2.71 [ -1.90, 7.32 ]


Yie 1996 30 0.9 (0.9) 19 2 (0.8) 1.6 % -1.10 [ -1.58, -0.62 ]


Zeiderman 1989a 10 51.9 (11.38) 5 61.9 (12.33) 0.2 % -10.00 [ -22.91, 2.91 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Zeiderman 1989b 10 60.6 (12.96) 5 61.9 (12.33) 0.2 % -1.30 [ -14.77, 12.17 ]


Zheng 2001a 30 -2.1 (0.9) 10 -3.3 (1.7) 1.6 % 1.20 [ 0.10, 2.30 ]


Zheng 2001b 26 -2.5 (1.1) 10 -3.3 (1.7) 1.6 % 0.80 [ -0.34, 1.94 ]


Zhong 2006a 21 64.2 (9.34) 21 63.4 (7.65) 0.8 % 0.80 [ -4.36, 5.96 ]


Subtotal (95% CI) 3602 3156 94.1 % 1.18 [ 0.54, 1.83 ]


Heterogeneity: Tau2 = 6.21; Chi2 = 3268.17, df = 80 (P<0.00001); I2 =98%


Test for overall effect: Z = 3.58 (P = 0.00034)


2 Less than three days


Kawaguchi 2008 18 -0.8 (1.6) 11 -0.95 (1.1) 1.6 % 0.15 [ -0.83, 1.13 ]


Ljunggren 2012 19 0.3 (16.29) 20 0.4 (12.82) 0.4 % -0.10 [ -9.33, 9.13 ]


Wood 1989a 15 -5.1 (2.7) 8 -2.5 (1.98) 1.4 % -2.60 [ -4.54, -0.66 ]


Wood 1989b 15 -2.2 (1.9) 7 -2.5 (1.85) 1.5 % 0.30 [ -1.37, 1.97 ]


Zelic 2012 22 -0.9 (5.57) 23 -5.2 (5.87) 1.1 % 4.30 [ 0.96, 7.64 ]


Subtotal (95% CI) 89 69 5.9 % 0.15 [ -1.62, 1.92 ]


Heterogeneity: Tau2 = 2.39; Chi2 = 13.49, df = 4 (P = 0.01); I2 =70%


Test for overall effect: Z = 0.17 (P = 0.87)


Total (95% CI) 3691 3225 100.0 % 1.13 [ 0.50, 1.75 ]


Heterogeneity: Tau2 = 6.15; Chi2 = 3287.24, df = 85 (P<0.00001); I2 =97%


Test for overall effect: Z = 3.54 (P = 0.00040)


Test for subgroup differences: Chi2 = 1.14, df = 1 (P = 0.29), I2 =12%
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Analysis 35.1. Comparison 35 Hand-grip strength - end of intervention, Outcome 1 Hand-grip strength -


overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 35 Hand-grip strength - end of intervention


Outcome: 1 Hand-grip strength - overall


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Bokhorst-de 2000 15 -0.7 (0) 17 0.35 (0) Not estimable


Carr 1996 14 -6.7 (3.2) 14 -9.6 (2.1) 11.2 % 2.90 [ 0.90, 4.90 ]


Huynh 2015 77 1.35 (4.05) 70 0.79 (2.89) 18.1 % 0.57 [ -0.56, 1.69 ]


Kaur 2005 50 18.05 (2.37) 50 16.4 (2.43) 19.9 % 1.65 [ 0.71, 2.59 ]


Lidder 2013a 32 27.2 (10.2) 30 23.7 (9.3) 3.0 % 3.50 [ -1.35, 8.35 ]


Lidder 2013b 27 31.2 (12.2) 31 25 (9.6) 2.2 % 6.20 [ 0.49, 11.91 ]


Munk 2014 44 -1 (2.9) 40 -4 (4.3) 14.2 % 3.00 [ 1.42, 4.58 ]


Neelemaat 2012 65 2 (5.6) 53 1 (6.7) 9.7 % 1.00 [ -1.26, 3.26 ]


Saluja 2002a 10 0 (0) 10 0 (0) Not estimable


Saluja 2002b 10 0 (0) 10 0 (0) Not estimable


Saluja 2002c 10 0 (0) 10 0 (0) Not estimable


Saudny-Unterberger 1997 14 -0.869 (3.77) 10 0 (2.72) 8.1 % -0.87 [ -3.47, 1.73 ]


Vermeeren 2004 20 0 (3) 22 0 (3) 12.5 % 0.0 [ -1.82, 1.82 ]


Watters 1997 13 35 (12) 15 33 (12) 1.0 % 2.00 [ -6.91, 10.91 ]


Total (95% CI) 401 382 100.0 % 1.47 [ 0.58, 2.37 ]


Heterogeneity: Tau2 = 0.82; Chi2 = 17.22, df = 9 (P = 0.05); I2 =48%


Test for overall effect: Z = 3.22 (P = 0.0013)


Test for subgroup differences: Not applicable
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Analysis 36.1. Comparison 36 Hand-grip strength - maximum follow-up, Outcome 1 Hand-grip strength -


overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 36 Hand-grip strength - maximum follow-up


Outcome: 1 Hand-grip strength - overall


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Bokhorst-de 2000 15 -0.7 (0) 17 0.35 (0) Not estimable


Carr 1996 14 -6.7 (3.2) 14 -9.6 (2.1) 9.7 % 2.90 [ 0.90, 4.90 ]


Duncan 2006 145 2 (0) 157 0 (0) Not estimable


Ha 2010 56 2.3 (4) 65 -0.3 (5) 12.3 % 2.60 [ 1.00, 4.20 ]


Huynh 2015 73 2.1 (4.28) 78 1.72 (3.36) 15.4 % 0.38 [ -0.85, 1.61 ]


Kaur 2005 50 18.49 (2.15) 50 17.42 (2.47) 18.4 % 1.07 [ 0.16, 1.98 ]


Lidder 2013a 32 27.2 (10.2) 30 23.7 (9.3) 2.5 % 3.50 [ -1.35, 8.35 ]


Lidder 2013b 27 31.2 (12.2) 31 25 (9.6) 1.8 % 6.20 [ 0.49, 11.91 ]


Munk 2014 44 -0.1 (2.9) 40 -0.4 (4.3) 12.5 % 0.30 [ -1.28, 1.88 ]


Neelemaat 2012 65 0.2 (5.6) 53 1 (6.7) 8.3 % -0.80 [ -3.06, 1.46 ]


Saluja 2002a 10 0 (0) 10 0 (0) Not estimable


Saluja 2002b 10 0 (0) 10 0 (0) Not estimable


Saluja 2002c 10 0 (0) 10 0 (0) Not estimable


Saudny-Unterberger 1997 14 -0.869 (3.77) 10 0 (2.72) 6.9 % -0.87 [ -3.47, 1.73 ]


Vermeeren 2004 20 0 (3) 22 0 (3) 10.8 % 0.0 [ -1.82, 1.82 ]


Watters 1997 13 35 (12) 15 33 (12) 0.8 % 2.00 [ -6.91, 10.91 ]


Zeiderman 1989a 10 27.7 (6.64) 5 33 (11.7) 0.5 % -5.30 [ -16.35, 5.75 ]


Zeiderman 1989b 10 33.5 (1107) 5 33.8 (11.7) 0.0 % -0.30 [ -686.49, 685.89 ]


Total (95% CI) 618 622 100.0 % 0.96 [ 0.15, 1.76 ]


Heterogeneity: Tau2 = 0.70; Chi2 = 20.06, df = 12 (P = 0.07); I2 =40%


Test for overall effect: Z = 2.33 (P = 0.020)


Test for subgroup differences: Not applicable
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Analysis 37.1. Comparison 37 Six-minute walking distance - end of intervention, Outcome 1 Six-minute


walking distance - overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 37 Six-minute walking distance - end of intervention


Outcome: 1 Six-minute walking distance - overall


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Rabadi 2008 51 396.37 (276.46) 51 263.1 (284.9) 100.0 % 133.27 [ 24.32, 242.22 ]


Total (95% CI) 51 51 100.0 % 133.27 [ 24.32, 242.22 ]


Heterogeneity: not applicable


Test for overall effect: Z = 2.40 (P = 0.017)


Test for subgroup differences: Not applicable
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A D D I T I O N A L T A B L E S


Table 1. Interventions by medical specialty


Medical speciality Experimental group Control group


Emergency medicine 3 trials used enteral nutrition
8 trials used parenteral nutrition


7 trials used no intervention
4 trials used treatment as usual


Endocrinology 1 trial used parenteral nutrition 1 trial used no intervention


Gastroenterological surgery 36 trials used enteral nutrition
13 trials used oral nutrition
40 trials used parenteral nutrition
3 trials used mixed nutrition


32 trials used no intervention
4 trials used placebo
56 trials used treatment as usual


General surgery 2 trials used parenteral nutrition 1 trial used no intervention
1 trial used treatment as usual


Geriatrics 1 trial used fortified foods
2 trials used general nutrition support
13 trials used oral nutrition


9 trials used no intervention
2 trials used placebo
5 trials used treatment as usual


Gynaecology 1 trial used parenteral nutrition 1 trial used treatment as usual


Haematology 1 trial used parenteral nutrition 1 trial used placebo
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Table 1. Interventions by medical specialty (Continued)


Infectious diseases 2 trials used enteral nutrition 2 trials used treatment as usual


Medical gastroenterology and hepatol-


ogy


9 trials used enteral nutrition
3 trials used oral nutrition
5 trials used parenteral nutrition
1 trial used mixed nutrition


9 trials used no intervention
9 trials used treatment as usual


Mixed medical speciality 2 trials used enteral nutrition
1 trial used fortified foods
1 trial used general nutrition
4 trials used oral nutrition
1 trial used mixed nutrition


5 trials used no intervention
1 trial used placebo
3 trials used treatment as usual


Neprohology 1 trial used general nutrition 1 trial used treatment as usual


Neurological surgery 1 trial used parenteral nutrition 1 trial used treatment as usual


Neurology 3 trials used enteral nutrition
1 trial used general nutrition
5 trials used oral nutrition
1 trial used mixed nutrition


4 trials used no intervention
6 trials used treatment as usual


Oncology 3 trials used enteral nutrition
1 trial used general nutrition
11 trials used parenteral nutrition
1 trial used mixed nutrition


9 trials used no intervention
7 trials used treatment as usual


Oro-maxillo-facial surgery 1 trial used enteral nutrition
1 trial used oral nutrition


2 trials used no intervention


Orthopaedics 5 trials used enteral nutrition
4 trials used oral nutrition
1 trial used general nutrition
1 trial used parenteral nutrition
3 trials used mixed nutrition


7 trials used no intervention
2 trials used placebo
5 trials used treatment as usual


Pulmonary diseases 2 trials used enteral nutrition
3 trials used oral nutrition
3 trials used parenteral nutrition


1 trial used no intervention
3 trials used placebo
4 trials used treatment as usual


Thoracic surgery 2 enteral nutrition
1 parenteral nutrition
1 mixed nutrition


1 trial used placebo
3 trials used treatment as usual


Trauma surgery 8 trials used enteral nutrition
3 trials used parenteral nutrition


6 trial used no intervention
5 trial used treatment as usual
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Table 1. Interventions by medical specialty (Continued)


Transplant surgery 1 trial used enteral nutrition
1 trial used oral nutrition
2 trials used parenteral nutrition


4 trials used treatment as usual


Vascular surgery 1 trial used enteral nutrition
3 trials used parenteral nutrition


4 trials used treatment as usual


Table 2. Serious adverse events (end of intervention)


Trial Experimental


intervention


Type and


number of partici-


pants with a serious


adverse events (Ex-


perimental group)


Proportion of par-


ticipants with a se-


rious adverse event


(Experimental


group)


Type and num-


ber of participants


with a serious ad-


verse events (Con-


trol group)


Proportion of par-


ticipants with a se-


rious adverse event


(Control group)


Bellantone 1988 Parenteral nutrition 1 sepsis 1 out of 54 10 sepsis 10 out of 46


Bozzetti 2000 Parenteral nutrition 1 anastomotic leak,
3 respiratory infec-
tions, 2 respiratory
insufficiency


6 out of 43 2 anastomotic leaks,
1 renal failure, 2 ab-
dominal abscesses, 4
respiratory
infections, 3 respira-
tory insufficieny


12 out of 47


Brennan 1994 Parenteral nutrition 7 anastomotic leaks,
5 pneumonias, 1 GI
haemorrhages, 8 GI
fistula, 4 ileus, 2 my-
ocardial infarction,
12 abscess, 4 deep
infection, 7 peri-
tonitis


50 out of 60 3 anastomotic leaks,
6
pneumonias, 1 pul-
monary embolism, 2
GI haemorrhages, 5
GI fistula, 1 myocar-
dial infarction, 2 ab-
scess, 4 deep infec-
tion, 2 peritonitis


26 out of 57


Chen 1995a Enteral nutrition no serious adverse
events reported


0 out of 16 1 anastomotic leak 1 out of 8


Chen 2000a Enteral nutrition 1 anastomotic leak 1 out of 10 no serious adverse
events reported


0 out of 10


Chen 2006 Enteral nutrition no serious adverse
events reported


0 out of 21 1 septic complica-
tion


1 out of 20


Dennis 2005 Oral nutrition 50 strokes, 23 pul-
monary embolisms,
43
DVTs, 28 GI haem-


172 out of 2012 43 strokes, 18 pul-
monary em-
bolism, 29 DVTs,
18 GI haemorrhage,


130 out of 2000
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Table 2. Serious adverse events (end of intervention) (Continued)


orrhages, 28 ACS’ 22 ACS


Dennis 2006 Enteral nutrition 15 strokes, 6 pul-
monary embolisms,
11 DVTs, 22
GI haemorrhages, 7
ACS’


61 out of 429 23 strokes, 8 pul-
monary embolisms,
13
DVTs, 11 GI haem-
orrhages, 13 ACS’


68 out of 428


Doglietto 1990 Parenteral nutrition 3 sepsis 3 out of 9 7 sepsis 7 out of 12


Doglietto 1996 Oral nutrition 20 anastomotic
leaks, 14 pneumo-
nias, 2 pulmonary
embolisms, 2 renal
failure, 6 abdominal
abscess, 3 unspecific
infection, 10 wound
dehiscences, 1 pul-
monary failure, 11
gas-
trointestinal compli-
cations, 6 cardiovas-
cular complications,
4 haemoperitoneum


79 out of 338 18 anastomotic
leaks, 9 pneumo-
nias, 1 pulmonary
embolisms, 3 renal
failure, 1 abdominal
abscess, 2 unspecific
infection, 3 wound
dehiscences, 2 pul-
monary failure, 6
bacteraemia, 23 gas-
trointestinal compli-
cations, 6 cardiovas-
cular complications,
5 haemoperitoneum


79 out of 340


Ding 2009 Parenteral nutrition 1 respiratory infec-
tion


1 out of 21 2 respiratory infec-
tion


2 out of 21


Dong 1996 Enteral nutrition no serious adverse
events reported


0 out of 256 6 anastomotic leaks 6 out of 264


Fan 1994 Parenteral nutrition 4 GI haemorrhages,
4 GI fistulas, 4 hep-
atic comas


12 out of 64 1 GI haemorrhages,
5 GI fistulas, 4 hep-
atic comas


10 out of 60


Hartgrink 1998 Enteral nutrition 25 pressure sores 25 out of 48 30 pressure sores 30 out of 53


Hoffmann 1988 Enteral nutrition no serious adverse
events reported


0 out of 43 3 anastomotic leaks,
2 myocardial infarc-
tion


5 out of 16


Ji 1999 Enteral nutrition 2 abdominal abscess 2 out of 20 no serious adverse
events reported


0 out of 10


Johansen 2004 General nutrition 4 pneumo-
nia, 1 DVTs, 4 sep-
sis, 2 empyemas, 0
gastroenteritis, 1 GI
complications,


12 out of 108 4 pneumonia,
1 stroke, 2 sepsis, 1
gastroenteritis, 2 GI
complications


10 out of 104
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Table 2. Serious adverse events (end of intervention) (Continued)


Kearns 1992 Enteral nutrition 2 renal failures 2 out of 16 2 renal failures 2 out of 15


Keele 1997 Oral nutrition no serious adverse
events reported


0 out of 43 1 GI perforation 1 out of 43


Larsson 1990a Oral nutrition 20 pressure sores 20 out of 197 29 pressure sores 29 out of 328


Ledinghen 1997 Enteral nutrition 4 variceal bleedings,
1 peritonitis


5 out of 12 1 peritonitis 1 out of 10


Liu 1996 Parenteral nutrition no serious adverse
events reported


0 out of 14 1 anastomotic leak,
1 GI fistula


2 out of 15


Malhotra 2004 Enteral nutrition 21 Pneu-
monia, Wound in-
fection 27, Wound
dehiscence 4, anas-
tomotic Leak 7, Sep-
ticaemia 20


27 out of 98 Pneumo-
nia 30, Wound in-
fection 31, Wound
dehiscence 9, Leak
13, Septicaemia 30


31 out of 97


Maude 2011 Enteral nutrition 8 sepsis 8 out of 27 7 sepsis 7 out of 29


Neuvonen 1984 Parenteral nutrition no serious adverse
events reported


0 out of 9 1 sepsis 1 out of 12


Page 2002 Enteral nutrition no serious adverse
events reported


0 out of 20 1 pulmonary em-
bolism


1 out of 20


Pupelis 2000 Enteral nutrition 2 peritonitis 2 out of 11 5 peritonitis 5 out of 18


Pupelis 2001 Enteral nutrition no serious adverse
events reported


0 out of 30 4 GI fistulas 4 out of 30


Reissman 1995 Oral nutrition no serious adverse
events reported


0 out of 80 1 anastomotic leak 1 out of 81


Rimbau 1989 Parenteral nutrition 1 pneumonia 1 out of 10 2 pneumonias 2 out of 10


Sabin 1998 Parenteral nutrition 2 pneumoperi-
toneum’s


2 out of 40 2 anastomotic leaks,
2 pneumoperi-
toneum’s


4 out of 40


Samuels 1981 Parenteral nutrition 2 pneumonias, 5
sepsis


7 out of 16 2 sepsis 2 out of 14


Schroeder 1991 Enteral nutrition 1 myocardial infarc-
tion


1 out of 16 1 myocardial infarc-
tion


1 out of 16
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Table 2. Serious adverse events (end of intervention) (Continued)


Simon 1988 Parenteral nutrition no serious adverse
events reported


0 out of 15 2 hepatic
encephalopathies


2 out of 17


Smith 1988 Parenteral nutrition no serious adverse
events reported


0 out of 17 2 respiratory infec-
tion


2 out of 17


Starke 2011 General nutrition no serious adverse
events reported


0 out of 66 1 stroke, 1 DVT,
1 septic arthritis,
2 myocardial infarc-
tion


5 out of 66


Thompson 1981 Parenteral nutrition 1 empyema, 1 pelvic
abscess


2 out of 12 1 intraabdominal
abscess


1 out of 9


Tong 2006a Mixed nutrition 1 hepatic
encephalopathy


1 out of 90 4 anasto-
motic leak, 5 hepatic
encephalopathies


9 out of 36


Vicic 2013 Enteral nutrition 2 sepsis, 2 multi or-
gan failure,


4 out of 52 6 sepsis, 3 multi or-
gan failure


9 out of 49


Watters 1997 Enteral nutrition 1 anastomotic leak 1 out of 13 3 anastomotic leaks 3 out of 15


Wu 2007a Mixed nutrition 11
anastomotic leaks, 6
DVT, 15 sepsis


32 out of 430 10 anastomotic
leaks, 15 sepsis


25 out of 216


Yamada 1983 Parenteral nutrition 1 wound dehiscence 1 out of 18 1 anastomotic leak,
2 pneumonias, 1
sepsis, 1 ileus


5 out of 16


Zhang 2013 Enteral nutrition 2 GI haemorrhage 2 out of 50 4 GI haemorrhage 4 out of 50


Table 3. Serious adverse events (maximum follow-up)


Trial Experimental


intervention


Type and num-


ber of participants


with a serious ad-


verse events (Ex-


perimental group)


Proportion of par-


ticipants with a se-


rious adverse event


(Experimental


group)


Type and num-


ber of participants


with a serious ad-


verse events (Con-


trol group)


Proportion of par-


ticipants with a se-


rious adverse event


(Control group)


Barlow 2011 Enteral nutrition 2 anastomotic leaks 2 out of 64 7 anastomotic leaks,
2 GI haemorrhage,
1 myocardial infarc-
tion


10 out of 57
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Table 3. Serious adverse events (maximum follow-up) (Continued)


Beier-Holgersen


1999


Enteral nutrition 2 anastomotic leak,
3 wound dehis-
cence, 1 myocardial
infarction,


6 out of 30 4 anastomotic leak,
1 pulmonary failure


5 out of 30


Bellantone 1988 Parenteral nutrition 1 sepsis 1 out of 54 10 sepsis 10 out of 46


Bozzetti 2000 Parenteral nutrition 1 anastomotic leak,
3 respiratory infec-
tions, 2 respiratory
insufficiencies


6 out of 43 2 anastomotic leaks,
1 renal failure, 2 ab-
dominal abscesses,
4 respiratory infec-
tions, 3 respiratory
insufficiencies


12 out of 47


Brennan 1994 Parenteral nutrition 7 anastomotic leaks,
5 pneumonias, 1 GI
haemorrhages, 8 GI
fistula, 4 ileus, 2 my-
ocardial infarction,
12 abscess, 4 deep
infection, 7 peri-
tonitis


50 out of 60 3
anastomotic leaks, 6
pneumonias, 1 pul-
monary embolism,
2 GI haemorrhages,
5 GI fistula, 1 my-
ocardial infarction,
2 abscess, 4 deep in-
fection, 2 peritonitis


26 out of 57


Chen 1995a Enteral nutrition no serious adverse
events reported


0 out of 16 1 anastomotic leak 1 out of 8


Chen 2000a Enteral nutrition 1 anastomotic leak 1 out of 10 no serious adverse
events reported


0 out of 10


Chen 2006 Enteral nutrition no serious adverse
events reported


0 out of 21 1 septic complica-
tion


1 out of 20


Chourdakis 2012 Enteral nutrition 2 CNS infections,
13 ventilator associ-
ated pneumonias


15 out of 34 2 CNS infections,
12 ventilator associ-
ated pneumonias


14 out of 25


Dennis 2005 Oral nutrition 50 strokes, 23 pul-
monary embolisms,
43
DVTs, 28 GI haem-
orrhages, 28 ACS’


172 out of 2012 43 strokes, 18 pul-
monary em-
bolism, 29 DVTs,
18 GI haemorrhage,
22 ACS’


130 out of 2000


Dennis 2006 Enteral nutrition 15 strokes, 6 pul-
monary embolisms,
11 DVTs, 22
GI haemorrhages, 7
ACS’


61 out of 429 23 strokes, 8 pul-
monary embolisms,
13
DVTs, 11 GI haem-
orrhages, 13 ACS’


68 out of 428
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Table 3. Serious adverse events (maximum follow-up) (Continued)


Ding 2009 Parenteral nutrition 1 respiratory infec-
tion


1 out of 21 2 respiratory infec-
tion


2 out of 21


Doglietto 1990 Parenteral nutrition 3 sepsis 3 out of 9 7 sepsis 7 out of 12


Doglietto 1996 Oral nutrition 20 anastomotic
leaks, 14 pneumo-
nias, 2 pulmonary
embolisms, 2 renal
failure, 6 abdomi-
nal abscess, 3 unspe-
cific infection, 10
wound dehiscences,
1 pulmonary fail-
ure, 11 gastroin-
testinal complica-
tions, 6 cardiovascu-
lar complications, 4
haemoperitoneum


79 out of 338 18 anastomotic
leaks, 9 pneumo-
nias, 1 pulmonary
embolisms, 3 renal
failure, 1 abdominal
abscess, 2 unspecific
infection, 3 wound
dehiscences, 2 pul-
monary failure, 6
bacteraemia, 23 gas-
trointestinal com-
plications, 6 cardio-
vascular complica-
tions, 5 haemoperi-
toneum


79 out of 340


Dong 1996 Enteral nutrition no serious adverse
events reported


0 out of 256 6 anastomotic leaks 6 out of 264


Fan 1994 Parenteral nutrition 4 GI haemorrhages,
4 GI fistulas, 4 hep-
atic comas


12 out of 64 1 GI haemorrhages,
5 GI fistulas, 4 hep-
atic comas


10 out of 60


Hartgrink 1998 Enteral nutrition 25 pressure sores 25 out of 48 30 pressure sores 30 out of 53


Henriksen 2003a Oral nutrition 1 anastomotic leak,
2 wound infections,
1 pulmonary em-
bolism


4 out of 16 1 anastomotic leak, 1 out of 8


Hoffmann 1988 Enteral nutrition no serious adverse
events reported


0 out of 43 3 anastomotic leaks,
2 myocardial infarc-
tion


5 out of 16


Ji 1999 Enteral nutrition 2 abdominal abscess 2 out of 20 no serious adverse
events reported


0 out of 10


Johansen 2004 General nutrition 4 pneumo-
nia, 1 DVTs, 4 sep-
sis, 2 empyemas, 0
gastroenteritis, 1 GI
complications,


12 out of 108 4 pneumonia,
1 stroke, 2 sepsis, 1
gastroenteritis, 2 GI
complications


10 out of 104
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Table 3. Serious adverse events (maximum follow-up) (Continued)


Kaur 2005 Enteral nutrition 3 septic complica-
tions, 3 wound de-
hiscence


6 out of 50 8 septic complica-
tions, 4 wound de-
hiscence


12 out of 50


Kearns 1992 Enteral nutrition 2 renal failures 2 out of 16 2 renal failures 2 out of 15


Keele 1997 Oral nutrition no serious adverse
events reported


0 out of 43 1 GI perforation 1 out of 43


Larsson 1990a Oral nutrition 20 pressure sores 20 out of 197 29 pressure sores 29 out of 328


Ledinghen 1997 Enteral nutrition 4 variceal bleedings,
1 peritonitis


5 out of 12 1 peritonitis 1 out of 10


Lidder 2013a Oral nutrition 2 anastomotic leaks,
2 sepsis


4 out of 59 7 anastomotic leaks,
1 stroke, 1 DVT, 3
sepsis, 3 myocardial
infarctions


15 out of 61


Liu 1996 Parenteral nutrition no serious adverse
events reported


0 out of 14 1 anastomotic leak,
1 GI fistula


2 out of 15


Maude 2011 Enteral nutrition 8 sepsis 8 out of 27 7 sepsis 7 out of 29


Neuvonen 1984 Parenteral nutrition no serious adverse
events reported


0 out of 9 1 sepsis 1 out of 12


Page 2002 Enteral nutrition no serious adverse
events reported


0 out of 20 1 pulmonary em-
bolism


1 out of 20


Pupelis 2000 Enteral nutrition 2 peritonitis 2 out of 11 5 peritonitis 5 out of 18


Pupelis 2001 Enteral nutrition no serious adverse
events reported


0 out of 30 4 GI fistulas 4 out of 30


Reissman 1995 Oral nutrition no serious adverse
events reported


0 out of 80 1 anastomotic leak 1 out of 81


Rimbau 1989 Parenteral nutrition 1 pneumonia 1 out of 10 2 pneumonias 2 out of 10


Sabin 1998 Parenteral nutrition 2 pneumoperi-
toneums


2 out of 40 2 anastomotic leaks,
2 pneumoperi-
toneums


4 out of 40


Samuels 1981 Parenteral nutrition 2 pneumonias, 5
sepsis


7 out of 16 2 sepsis 2 out of 14
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Table 3. Serious adverse events (maximum follow-up) (Continued)


Schroeder 1991 Enteral nutrition 1 myocardial infarc-
tion


1 out of 16 1 myocardial infarc-
tion


1 out of 16


Simon 1988 Parenteral nutrition no serious adverse
events reported


0 out of 15 2 hepatic
encephalopathies


2 out of 17


Smith 1988 Parenteral nutrition 1 anastomotic leak,
1 respiratory infec-
tion, 1 pancreatitis


3 out of 17 2 pulmonary em-
bolisms, 1 septic
complication, 4 res-
piratory infections,


7 out of 17


Soop 2004 Enteral nutrition 2 wound infections,
1 pneumonia


3 out of 9 1 anastomotic leak,
2 wound infections,
1 pneumo-
nia, 1 peptic ulcer, 1
wound dehiscence,


6 out of 9


Starke 2011 General nutrition no serious adverse
events reported


0 out of 66 1 stroke, 1 DVT,
1 septic arthritis,
2 myocardial infarc-
tion


5 out of 66


Thompson 1981 Parenteral nutrition 1 empyema, 1 pelvic
abscess


2 out of 12 1 intraabdominal
abscess


1 out of 9


Tong 2006a Mixed nutrition 1 hepatic
encephalopathy


1 out of 90 4 anastomotic leak,
5 hepatic
encephalopathies


9 out of 36


Vicic 2013 Enteral nutrition 2 sepsis, 2 multi or-
gan failure,


4 out of 52 6 sepsis, 3 multi or-
gan failure


9 out of 49


Watters 1997 Enteral nutrition 1 anastomotic leak 1 out of 13 3 anastomotic leaks 3 out of 15


Williford 1991 Parenteral nutrition 6 anastomotic leaks,
16 pneumonias, 1
pressure sore, 2 ab-
dominal abscess, 1
wound dehiscence,
13 pulmonary fail-
ure, 7 bacter-
aemia, 10 GI com-
plications, 15 car-
diac complications,
3 bronchopleurocu-
taneous fistulas


74 out of 231 6 anastomotic leaks,
9 pneumo-
nias, 1 pulmonary
embolism, 1 pres-
sure sore, 3 renal
failure, 2 abdomi-
nal abscess, 1 sep-
tic complication, 1
wound dehiscence,
11 pulmonary fail-
ure, 5 bacter-
aemia, 10 GI com-
plications, 15 car-
diac complications,


80 out of 228
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Table 3. Serious adverse events (maximum follow-up) (Continued)


6 bronchopleurocu-
taneous fistulas


Wu 2007a Mixed nutrition 11
anastomotic leaks, 6
DVT, 15 sepsis


32 out of 430 10 anastomotic
leaks, 15 sepsis


25 out of 216


Yamada 1983 Parenteral nutrition 1 wound dehiscence 1 out of 18 1 anastomotic leak,
2 pneumonias, 1
sepsis, 1 ileus


5 out of 16


Zhang 2013 Enteral nutrition 2 GI haemorrhage 2 out of 50 4 GI haemorrhage 4 out of 50


A P P E N D I C E S


Appendix 1. Search strategies


Database Time span Search strategy


Cochrane Central Register of Controlled
Trials (CENTRAL) in the Cochrane Li-
brary


2016, issue 1 #1 MeSH descriptor: [Feeding Methods] explode all trees
#2 MeSH descriptor: [Nutrition Therapy] explode all trees
#3 MeSH descriptor: [Enterostomy] explode all trees
#4 MeSH descriptor: [Fat Emulsions, Intravenous] explode
all trees
#5 MeSH descriptor: [Food, Formulated] explode all trees
#6 MeSH descriptor: [Gastrostomy] explode all trees
#7 MeSH descriptor: [Nutrition Disorders] explode all trees
#8 MeSH descriptor: [Protein Hydrolysates] explode all trees
#9 alimentation or branched chain amino acids or BCAA
or Dietary disorder* or Enteral nutrition or Enterostom* or
Fat emulsion or formulated food* or Gastrostom* or Hyper-
alimentation* or Hypocaloric alimentation* or Hypocaloric
nutrition or Intragastric feed* or Intragastric nutrition or Nu-
trition or Nutrition diseases or Nutrition disorders or Nu-
trition supplement* or Parenteral nutrition or Percutaneous
endoscopic gastrostom* or Peripheral parenteral nutrition or
Permissive underfeeding or Post-pyloric feeding or Post-py-
loric nutrition or Protein hydrolysate or Supplemental feed*
or Total parenteral nutrition
#10 #1 or #2 or #3 or #4 or #5 or #6 or #7 or #8 or #9
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(Continued)


MEDLINE (Ovid SP) 1946 to February 2016. 1. exp Feeding Methods/
2. exp Nutrition Therapy/
3. exp Enterostomy/
4. exp Fat Emulsions, Intravenous/
5. exp Food, Formulated/
6. exp Gastrostomy/
7. exp Nutrition Disorders/
8. exp Protein Hydrolysates/
9. (alimentation or branched chain amino acids or BCAA
or Dietary disorder$ or Enteral nutrition or Enterostom$ or
Fat emulsion or formulated food$ or Gastrostom$ or Hyper-
alimentation$ or Hypocaloric alimentation$ or Hypocaloric
nutrition or Intragastric feed$ or Intragastric nutrition or Nu-
trition or Nutrition diseases or Nutrition disorders or Nu-
trition supplement$ or Parenteral nutrition or Percutaneous
endoscopic gastrostom$ or Peripheral parenteral nutrition or
Permissive underfeeding or Post-pyloric feeding or Post-py-
loric nutrition or Protein hydrolysate or Supplemental feed$
or Total parenteral nutrition).mp. [mp=title, abstract, orig-
inal title, name of substance word, subject heading word,
protocol supplementary concept, rare disease supplementary
concept, unique identifier]
10. 1 or 2 or 3 or 4 or 5 or 6 or 7 or 8 or 9
11. (random$ or blind$ or placebo$).mp. [mp=title, abstract,
original title, name of substance word, subject heading word,
protocol supplementary concept, rare disease supplementary
concept, unique identifier]
12. 10 and 11
13. (animals not (humans and animals)).mp. [mp=title, ab-
stract, original title, name of substance word, subject heading
word, protocol supplementary concept, rare disease supple-
mentary concept, unique identifier]
14. 12 not 13


Embase (Ovid SP) 1974 to February 2016 1. exp Diet Therapy/
2. exp Artificial Feeding/
3. exp Enterostomy/
4. exp Lipid Emulsion/
5. exp Gastrostomy/
6. exp Nutrition/
7. exp Nutritional Disorder/
8. exp Diet Supplementation/
9. exp Percutaneous Endoscopic Gastrostomy/
10. exp Protein Hydrolysate/
11. (alimentation or branched chain amino acids or BCAA
or Dietary disorder$ or Enteral nutrition or Enterostom$ or
Fat emulsion or formulated food$ or Gastrostom$ or Hyper-
alimentation$ or Hypocaloric alimentation$ or Hypocaloric
nutrition or Intragastric feed$ or Intragastric nutrition or Nu-
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(Continued)


trition or Nutrition diseases or Nutrition disorders or Nu-
trition supplement$ or Parenteral nutrition or Percutaneous
endoscopic gastrostom$ or Peripheral parenteral nutrition or
Permissive underfeeding or Post-pyloric feeding or Post-py-
loric nutrition or Protein hydrolysate or Supplemental feed$
or Total parenteral nutrition).mp. [mp=title, abstract, sub-
ject headings, heading word, drug trade name, original title,
device manufacturer, drug manufacturer, device trade name,
keyword]
12. 1 or 2 or 3 or 4 or 5 or 6 or 7 or 8 or 9 or 10 or 11
13. limit 12 to human
14. (random$ or blind$ or placebo$).mp. [mp=title, abstract,
subject headings, heading word, drug trade name, original
title, device manufacturer, drug manufacturer, device trade
name, keyword]
15. 13 and 14
16. limit 15 to exclude medline journals


Science Citation Index Expanded (Web of
Science)


1900 to February 2016 #3 #2 AND #1
#2 TS=(random* OR blind* OR placebo* OR meta-analysis)
#1 TS=(alimentation OR ’branched chain amino acids’ OR
BCAA OR ’Dietary disorder*’ OR ’Enteral nutrition’ OR En-
terostom* OR ’Fat emulsion’ or ’formulated food*’ OR Gas-
trostom* OR Hyperalimentation* OR ’Hypocaloric alimen-
tation*’ OR ’Hypocaloric nutrition’ OR ’Intragastric feed*’
OR ’Intragastric nutrition’ OR Nutrition OR ’Nutrition dis-
eases’ OR ’Nutrition disorders’ OR ’Nutrition supplement*’
OR ’Parenteral nutrition’ OR ’Percutaneous endoscopic gas-
trostom*’ OR ’Peripheral parenteral nutrition’ OR ’Permis-
sive underfeeding’ OR ’Post-pyloric feeding’ OR ’Post-py-
loric nutrition’ OR ’Protein hydrolysate’ OR ’Supplemental
feed*’ OR ’Total parenteral nutrition’)


BIOSIS (Web of Science) 2012 to February 2016 #3 #2 AND #1
Indexes=BIOSIS Previews Timespan=2012-2016
#2 (TS=(random* OR blind* OR placebo*)) AND TAXA
NOTES: (Humans)
Indexes=BIOSIS Previews Timespan=2012-2016
#1 (TS=(alimentation OR ’branched chain amino acids’ OR
BCAA OR ’Dietary disorder*’ OR ’Enteral nutrition’ OR
Enterostom* OR ’Fat emulsion’ or ’formulated food*’ OR
Gastrostom* OR Hyperalimentation* OR ’Hypocaloric al-
imentation*’ OR ’Hypocaloric nutrition’ OR ’Intragastric
feed*’ OR ’Intragastric nutrition’ OR Nutrition OR ’Nutri-
tion diseases’ OR ’Nutrition disorders’ OR ’Nutrition sup-
plement*’ OR ’Parenteral nutrition’ OR ’Percutaneous en-
doscopic gastrostom*’ OR ’Peripheral parenteral nutrition’
OR ’Permissive underfeeding’ OR ’Post-pyloric feeding’ OR
’Post-pyloric nutrition’ OR ’Protein hydrolysate’ OR ’Supple-
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(Continued)


mental feed*’ OR ’Total parenteral nutrition’)) AND TAXA
NOTES: (Humans)
Indexes=BIOSIS Previews Timespan=2012-2016


LILACS (Bireme) 1982 to February 2016 (alimentation or branched chain amino acids or BCAA or
Dietary disorder$ or Enteral nutrition or Enterostom$ or Fat
emulsion or formulated food$ or Gastrostom$ or Hyperal-
imentation$ or Hypocaloric alimentation$ or Hypocaloric
nutrition or Intragastric feed$ or Intragastric nutrition or
Nutrition or Nutrition diseases or Nutrition disorders or
Nutrition supplement$ or Parenteral nutrition or Percuta-
neous endoscopic gastrostom$ or Peripheral parenteral nu-
trition or Permissive underfeeding or Post-pyloric feeding or
Post-pyloric nutrition or Protein hydrolysate or Supplemental
feed$ or Total parenteral nutrition) [Words] and (random$
or blind$ or placebo$) [Words]


Appendix 2. List of nutrition collaborations inquired for additional trials


Council for Responsible Nutrition (CRN)


Website: http://www.crnusa.org
Email: nweindruch@crnusa.org
National Association of Food Supplements Industry (ANAISA)


Website: http://www.anaisa.mx
Email: gerencia@anaisa.mx
Federation of Israeli Chambers of Commerce (Food Supplement sector)


Email: yonatk@chamber.org.il
Health Product Association of Southern Africa (HPASA)


Website: http://www.hpasa.co.za
Email: hpasa@hpasa.co.za
Council for Responsible Nutrition (CRN)


Website: http://www.crnuk.org
Email: crnsecretariat@crnuk.org
Integratori Italia - AIIPA


Website: http://www.integratoriitalia.it
Email: integratoriitalia@aiipa.it
Bundesverband der Industrie- und Handelsunternehmen für Arzneimittel, Reformwaren , Nahrungsergänzungsmittel und


kosmetische Mittel e.V. (BDIH)


Website: http://www.bdih.de
Email: bdih@bdih.de
Nutraceutisk Industri, Dansk Industri (DI)


Website: http://www.di.dk
Email: mist@di.dk
Health Foods and Dietary Supplements Association (HADSA)


Website: http://www.hadsa.com/
Association of Indonesian Health Supplement Company (APSKI)


Email: apskiasosiasi@yahoo.co.id
Japan Health & Nutrition Food Association (JHNFA)


Email: shogaikouho@jhnfa.org
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Malaysian Dietary Supplement Association (MADSA)


Website: http://madsa.org.my
Email: secretariat@madsa.org.my
Natural Products New Zealand Inc


Website: http://www.naturalproducts.nz
Email: info@naturalproducts.nz
Food Supplements Europe (FSE)


Website: http://www.foodsupplementseurope.org
Email: secretariat@foodsupplementseurope.org


Appendix 3. List of events considered for the composite outcome “serious adverse events”


Death Anastomotic leak Sepsis Pneumoperitoneum Stroke Hepatic coma Multiorgan failure
Deep vein thrombosis Gastrointesitnal perforation Pulmonary failure Gastrointestinal haemorrhage
Septic arthritis Peritonitis Acute coronary syndrome Pneumothorax Ventilator associated pneumonia
Gastrointestinal fistula Severe bleeding Bronchopleurocutanous fistula
Toxic hepatitis Hepatic encephalopathy Pancreatitis


C O N T R I B U T I O N S O F A U T H O R S


Joshua Feinberg (JF): drafted the protocol, extracted data, co-ordinated the review, conceived the review, designed the review, interpreted
the data providing a methodological view, and revised the review.


Emil Eik Nielsen (EEN): drafted the protocol, extracted data, drafted the review, interpreted the data providing a methodological view,
and revised the review.


Steven Kwasi Korang: extracted data and commented on the review.


Kirstine Halberg Engell: extracted data and commented on the review.


Marie Skøtt Rasmussen: extracted data and commented on the review.


Kang Zhang: extracted data, co-ordinated the Chinese data extraction, and commented on the review.


Maria Didriksen: extracted data and commented on the review.


Lisbeth Lund: extracted data and commented on the review.


Niklas Lindahl: extracted data and commented on the review.


Sara Hallum: extracted data and commented on the review.


Xuemei Yang: extracted data and commented on the review.


Ning Liang: extracted data and commented on the review.


Wenjing Xiong: extracted data and commented on the review.


Pernille Brunsgaard: extracted data and commented on the review.


Alexandre Garioud: extracted data and commented on the review.


Sanam Safi: extracted data and commented on the review.


Jane Lindschou: revised the protocol and extracted data.


Jens Kondrup: drafted the Background section of the protocol, interpreted the data by providing a clinical view, and commented on
and revised the review.


Christian Gluud: revised the protocol, interpreted the data providing a methodological and clinical view, commented on, and revised
the review.
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Januc C. Jakobsen: revised the protocol, analysed the data, interpreted the data providing a methodological and clinical view, commented
on, and revised the review.


D E C L A R A T I O N S O F I N T E R E S T


Joshua Feinberg: no conflict of interest.


Emil Eik Nielsen: no conflict of interest.


Steven Kwasi Korang: no conflict of interest.


Kirstine Halberg Engell: no conflict of interest.


Marie Skøtt Rasmussen: no conflict of interest.


Kang Zhang: no conflict of interest.


Maria Didriksen: no conflict of interest.


Lisbeth Lund: no conflict of interest.


Niklas Lindahl: no conflict of interest.


Sara Hallum: no conflict of interest.


Xuemei Yang: no conflict of interest.


Ning Liang: no conflict of interest.


Wenjing Xiong: no conflict of interest.


Pernille Brunsgaard: no conflict of interest.


Alexandre Garioud: no conflict of interest.


Sanam Safi: no conflict of interest.


Jane Lindschou: no conflict of interest.


Jens Kondrup has been delivering bi-annual lectures on nutrition support as part of his job at the Rigshospital, Denmark. JK is involved
in an ongoing trial on a new enteral formula (developed by Nutricia) for which JK receives no payment.


Christian Gluud: no conflict of interest.


Januc C. Jakobsen: no conflict of interest.


S O U R C E S O F S U P P O R T
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Internal sources


• The Copenhagen Trial Unit, Centre for Clinical Intervention Research, Rigshospitalet, Copenhagen, Denmark.
Salary for the review authors, use of offices and equipment, access to literature.


• The Cochrane Hepato-Biliary Group, Rigshospitalet, Copenhagen, Denmark.
Salary for the review authors, use of offices and equipment, access to literature.


External sources


• No sources of support supplied


D I F F E R E N C E S B E T W E E N P R O T O C O L A N D R E V I E W


• Added ’mixed’ as a possibility in the subgroup comparing trials with different types of intervention.


• We only require participants to be blinded for ’low risk of bias’ for outcome assessment when assessing participant-reported
outcomes such as quality of life.


• Changed the alpha from 3% to 2.5%. We had miscalculated the adjusted alpha according to Jakobsen 2014.


• We performed post hoc Trial Sequential Analyses of the different modes of delivery and major surgery participants.


• Adequate range was changed from ’20 kcal/kg to 30 kcal/kg’ into ’20 kcal/kg to 35 kcal/kg’. In our original definition,
participants receiving 30 - 35 kcal/kg were not placed into any category. This did not change any of our results in terms of statistical
significance.


• We added that immuno-nutrition include branched chain amino acid-enriched formulas.


• Solutions of dextrose/glucose of 5% to 10% are considered standard care, even if not explicitly stated in the trial.


I N D E X T E R M S


Medical Subject Headings (MeSH)


∗Food, Fortified [statistics & numerical data]; ∗Nutritional Support [adverse effects; statistics & numerical data]; Body Weight; Cause
of Death; Enteral Nutrition [adverse effects; statistics & numerical data]; Hospitalization; Malnutrition [mortality; ∗prevention &
control]; Parenteral Nutrition [adverse effects; statistics & numerical data]; Quality of Life; Randomized Controlled Trials as Topic


MeSH check words


Adult; Humans
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BOARD OF DIRECTORS WEBINAR 
JANUARY 19, 2018 
12:00pm - 1:00pm EST/ 
11:00am – 12:00pm CST/ 
10:00am - 11:00am MST/ 
9:00am – 10:00am PST       


WebEx connection information – Click here to join the meeting 
If requested, enter your name and email address. 


Meeting Number:  745 885 633  
Meeting Password:  BOD2018Jan 


Teleconference dial-in information 
Dial:  1-866-477-4564   
Code:  47-06-63-11-73# 


TIME AGENDA ITEM PRESENTERS EXPECTED 
OUTCOME 


11:00 am CST Call to Order D. Martin 


11:00 am CST 1.0 Consent Agenda* 
1.1 September 14-15, 2017 


BOD Meeting Minutes 
1.2 Disciplinary Policy for 


Ethics 


D. Martin Action 


11:05 am CST 2.0 MQii Update S. McCauley Information/ 
Discussion  


11:20 pm CST 3.0 CONFIDENTIAL: Cochrane 
Library Randomized Control 
Systematic Review 


A. Steiber/ 
D. Handu 


Information/ 
Discussion 


12:00 pm CST Adjournment D. Martin 


   Attachment [material(s) to be reviewed] 
*All items on the Consent Agenda are considered to be routine.  There will be no separate discussion of these items unless a Board member 
requests.


DRAFT



https://eatright.webex.com/eatright/j.php?MTID=mbee33ba51bf426a9b31cb133cef971ec



		BOARD OF DIRECTORS WEBINAR 

		JANUARY 19, 2018

		12:00pm - 1:00pm EST/



Att 5.0 January 19 BOD Webinar Draft Agenda_.pdf




Attachment 6.0 
BOARD OF DIRECTORS MEETING 
FEBUARY 22-23, 2018                               DRAFT 
CHICAGO, IL                                                 


 
 


 


Thursday, February 22, 2018 – Academy Headquarters, 120 South Riverside Plaza, 14th Floor                              
   TIME AGENDA ITEM PRESENTER IMPLICATIONS ANTICIPATED 


OUTCOME 
12:30 pm Lunch Buffet    
1:00 pm CALL TO ORDER AND WELCOME D. Martin   
1:00 pm  1.0 Consent Agenda* 


1.1 January 19, 2018 Minutes 
1.2 President’s Report 
1.3 CEO’s Report 
1.4 Foundation Report 
1.5 Code of Ethics 
1.6 2016 Academy Tax Returns (FY2017) 
1.7  Affiliate Principles of Affiliation 
1.8 Motion Tracking 


D. Martin  Action 


1:05 pm 2.0 Regular Agenda D. Martin  Action 
1:05 pm 3.0 Strategic Plan D. Martin   
1:05 pm 4.0 Criteria for Effective Meetings/Conflict of Interest Policy D. Martin Generative Information 
1:10 pm 5.0 Finance and Audit Committee Update J. Dantone-DeBarbieris Strategic/Fiduciary Information/Discussion 
1:30 pm 6.0 Nutrition and Dietetics Educators and Preceptors Update W. Eastman (by phone) Strategic/Generative Information/Discussion 
1:45 pm 7.0 Nominating Committee Processes L. Beseler 


 
Strategic/Generative/ 
Fiduciary 


Information/Discussion 


2:00 pm 8.0 P.E.D.R.O. Simulation Demonstration A. Steiber Strategic/Generative/ 
Fiduciary 


Information/Discussion 


3:00 pm BREAK    
3:15 pm 9.0 Public Member D. Martin Strategic/Generative Action 


3:45 pm 10.0 House of Delegates Retreat D. Polly Strategic/Generative/ 
Fiduciary 


Information/Discussion 


4:15 pm RECESS D. Martin   
5:30 pm Board Dinner: Blue Door Kitchen, 52 W. Elm St. 


312-573-4000 
   


 Attachment [Material(s) to be reviewed]   Materials to be distributed at the meeting 
*All items on the Consent Agenda are considered to be routine.  There will be no separate discussion of these items unless a Board member requests.   
In the event a request is made, the item will be removed from the Consent Agenda and considered separately 
Implications: Generative: Discern, frame and confront challenges rooted in values, traditions and beliefs; engage in sense-making, meaning –making and problem framing. Strategic: Scan internal and external environments; 
design and modify strategic plans; strengthen the organization’s comparative advantage. Fiduciary: Oversee operations; deploy resources wisely, ensure legal and financial integrity; monitor results. 
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Attachment 6.0 
BOARD OF DIRECTORS MEETING 
FEBUARY 22-23, 2018                               DRAFT 
CHICAGO, IL                                                 


 
 


 


 
Friday, February 23, 2018 – Academy Headquarters, 120 South Riverside Plaza, 14th Floor                    
 


TIME AGENDA ITEM PRESENTER IMPLICATIONS ANTICIPATED 
OUTCOME 


7:30 am BREAKFAST     
8:00 am Executive Session D. Martin Strategic/Generative/ 


Fiduciary 
Action 


9:00 am CALL TO ORDER D. Martin   
9:00 am 11.0 CONFIDENTIAL: GMO Task Force TF Chair Strategic/Generative Action 


11:30 am LUNCH    
12:30 pm 12.0 Nutrition Focus Physical Exam Training Overview D. Enos Strategic/Generative/ 


Fiduciary 
Information 


1:45 pm 13.0 RISA Proposal for Committee Restructure A. Steiber Strategic/Generative/ 
Fiduciary 


Action 


2:15 pm 14.0 2018 President Lecture 
 


D. Enos Strategic/Generative Action 


2:30 pm ADJOURNMENT D. Martin   
 


 Attachment [Material(s) to be reviewed]   Materials to be distributed at the meeting 
*All items on the Consent Agenda are considered to be routine.  There will be no separate discussion of these items unless a Board member requests.   
In the event a request is made, the item will be removed from the Consent Agenda and considered separately 
Implications: Generative: Discern, frame and confront challenges rooted in values, traditions and beliefs; engage in sense-making, meaning –making and problem framing. Strategic: Scan internal and external environments; 
design and modify strategic plans; strengthen the organization’s comparative advantage. Fiduciary: Oversee operations; deploy resources wisely, ensure legal and financial integrity; monitor results. 
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		ANTICIPATED OUTCOME

		IMPLICATIONS

		PRESENTER

		AGENDA ITEM

		   TIME

		ANTICIPATED OUTCOME

		IMPLICATIONS

		PRESENTER

		AGENDA ITEM

		TIME
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Representation at Meetings and Events Calendar 
2017-2018  


 
 
 


   


Criteria for Representation at Meetings or Events:  
• The philosophy and values of the external organization are consistent with that of the Academy. 
• The meeting or event supports the Academy’s strategic direction. 
• The expected outcomes of representation are pre-established. 
• The human capital and financial resources required of the Academy are reasonable and within budget.  
• The external organization is willing to incur the direct and indirect associated costs, whenever possible. 
• The organization’s membership and leadership include a significant portion of Academy members or potential Academy members. 
• The Academy is not expected to endorse or help position any commercial product(s) or service(s). 


 
 


DATE 
 


MEETING 
 


LOCATION 
BOARD OF DIRECTORS 


REPRESENTATIVE 
REPORT 


SUBMITTED 
 


COST 
May 3-7, 2017 American Association of Clinical Endocrinologists 


Annual Meeting 
Austin, TX J. Dantone-DeBarbieris Yes  


May 4-5, 2017 Food Systems Engagement Meeting hosted by the 
Food Service Guidelines Collaborative 


Bipartisan Policy 
Center in 
Washington, DC 


L. Beseler Yes Airfare and Hotel 
$900 


May 9, 2017 Special Olympics and Association of University 
Centers on Disabilities Inclusive Health Forum 


Washington, DC L. Beseler  Yes Costs covered by 
host organization 


May 10-12, 2017 Partnership for a Healthier America Summit Washington, DC MP Raimondi  N/A 


May 10-12, 2017 New York State Academy of Nutrition and Dietetics Lake Placid, NY L. Beseler N/A Costs covered by 
Affiliate 


May 12, 2017 Maryland Academy of Nutrition and Dietetics Linthicum Heights, 
MD 


L. Beseler  N/A Costs covered by 
Affiliate 


May 11-12, 2017 West Virginia Academy of Nutrition and Dietetics 
Annual Conference 


Huntington, WV D. Martin N/A Costs covered by 
Affiliate 


May 17-18, 2017 Ohio Academy of Nutrition and Dietetics Annual 
Conference 


Cleveland, OH BOD Members, as schedule 
permits 


N/A Costs covered by 
Affiliate 


May 19-20, 2017 Board of Directors Meeting Cleveland, OH BOD Members N/A  


June 1, 2017 Brook Army Medical Center Dietetic Internship 
Program 


San Antonio, TX L. Farr Yes Costs covered by 
host organization  


June 2-3, 2017 Dietitians in Nutrition Support Symposium  Scottsdale, AZ M. Russell Yes Costs covered by 
host organization  


June 6, 2017 American College of Cardiology Roundtable  Washington, DC W. Karmally  Yes Costs covered by 
host organization 


June 6-8, 2017 ANFP Annual Conference Las Vegas, NV B. Richardson  Yes Hotel $180 
Registration/ 
airfare covered by 
organizer 
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DATE 
 


MEETING 
 


LOCATION 
BOARD OF DIRECTORS 


REPRESENTATIVE 
REPORT 


SUBMITTED 
 


COST 
June 7-10, 2017 Dietitians of Canada St. John’s, NL M. Yadrick Yes Comp registration 


by DC 
June 9, 2017 Arizona Academy of Nutrition and Dietetics 


Conference 
Phoenix, AZ D. Martin Presenter Costs covered by 


Affiliate 
June 14-16, 2017 HLT Summer Retreat Chicago, IL HLT Members N/A  


June 14-15, 2017 United Fresh Produce Presentation: School Nutrition 
and Public Policy 


Chicago. IL D. Martin Presenter Covered by host 
organization 


June 25-26, 2017 Public Policy Workshop Washington, DC D. Martin, M. Russell, 
L. Beseler, D. Polly, M. Kyle,  
L. Farr, M. Lites, P. Babjak,  
K. Concannon (speaker) 


N/A  


June 28-29, 2017 Foundation Board of Directors Meeting Chicago, IL M. Russell, P. Babjak,  
Foundation BOD members 


N/A  


June 29, 2017 Marketing Food Through Hope, Not Fear Rosemont, IL D. Martin Presenter Covered by host 
organization  


July 6-7, 2017 Nominating Committee Planning Meeting Chicago, IL L. Beseler, P. Babjak N/A Covered by NC 


July 9-12, 2017 School Nutrition Association Conference  Atlanta, GA D. Martin Yes Comp registration 
and housing. 


July 16, 2017 Florida Food and Nutrition Symposium Fort Lauderdale, FL D. Martin Presenter Costs covered by 
Affiliate 


July 19-21, 2017 Board Retreat Austin, TX BOD Members N/A  


July 22, 2017 UNF DCN Leadership Institute  Jacksonville, FL L. Beseler  N/A Covered by UNF 


August 1, 2017 Feeding America Washington, DC D. Martin   


August 4-10, 2017 AADE Annual Conference Indianapolis, IN J. Dantone-DeBarbieris Yes $1250.00 for 
hotel/travel 
Comp reg 


August 11, 2017 UAB School of Health Professions Alumni Program 
and UAB DI Certificate Ceremony 


Birmingham, AL D. Martin Presenter Covered by host 
organization 


August 15-18, 2017 
  


Association of Healthcare Foodservice (AHF) 2017 
Annual Conference 


National Harbor, MD M. Yadrick  50/50 between 
Academy and 
Computrition/ 
comp reg. (last 
year) 


August 21, 2017 Minneapolis Public School Nutrition Program Minneapolis, MN D. Martin Presenter Covered by host 
organization 


August 23-24, 2017 Catawba Retreat Catawba, OH D. Martin, M. Yadrick, P. Babjak,  
J. Dodd, A. Stieber, MB. Whalen,  
B. Labrador, S. Finn 


N/A BOD flights 
approx. $500 
Accommodation 
by Organizer 
covered  


September 6, 2017 Winthrop University 100th Birthday in Dietetic 
Education  


Rock Hill, SC L. Beseler Presenter Costs covered by 
host organization 
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DATE 
 


MEETING 
 


LOCATION 
BOARD OF DIRECTORS 


REPRESENTATIVE 
REPORT 


SUBMITTED 
 


COST 
September 14-15, 2017 Board of Directors Meeting Chicago, IL BOD Members N/A  


September 15-16, 2017 ASMBS National Obesity Collaborative Care Summit Chicago, IL L. Beseler Yes Costs covered by 
Organizer 


September 22, 2017  ILSI North America Working Group on Personalized 
Nutrition Roundtable 


Webinar A. Steiber N/A  


October 4, 2017 World Food Program- McGovern-Dole Leadership 
Award 


Washington, DC D. Martin 
J. Blankenship 


N/A Comp. tickets 
(Milton) 
Flights: 
Hotel: 


October 14-17, 2017 Mexican College of Nutrition International Congress Mexico City, Mexico D. Martin  Costs covered by 
host organization 


October 15-20, 2017 International Congress of Nutrition  Buenos Aires, 
Argentina  


E. Boyd Kappelhof (presenting in 
place of A. Steiber) 


Presenter Covered by 
presenter 


October 18-20, 2017 World Food Prize  Des Moines, IA E. Bergman  Yes Registration 545 
Hotel $600 


October 20-21, 2017 HOD Fall Meeting Chicago, IL BOD Members  N/A  


October 21-24, 2017 Food and Nutrition Conference and Expo Chicago, IL BOD Members N/A  


October 29- November 2 Obesity Week Washington, DC L. Beseler 
D. Enos 


Yes  


November 6, 2017 Obesity Medicine Education Collaborative (OMEC) 
Survey 


N/A H. Raynor N/A  


November 9-10, 2017 Nominating Committee Selections Meeting Chicago, IL L. Beseler, P. Babjak N/A Covered by NC 


November 14, 2017  Cook County Consent Agenda: 100th Anniversary 
Recognition  


Chicago, IL M. Russell 
M. Whalen 


N/A  


November 17-19, 2017  2nd National Congress on Prevention of Diabetes and 
Its Complications 


Atlanta, GA L. Beseler, D. Martin,  
J Dantone-DeBarbieris, M. Kyle 


Presenters Costs covered by 
host organization  


November 20, 2017 Pennsylvania -- School Food Service Equipment 
Modernization Project 


Pennsylvania D. Martin   


November 28-29, 2017 IFIC & IFIC Foundation Annual Meeting Dinner and 
Luncheon Session 


Washington, DC J. Blankenship N/A Cost covered by 
host organization  


November 29, 2017 Georgia -- School Food Service Equipment 
Modernization Project 


Georgia D. Martin   


December 3, 2017 Case Western Reserve Commencement Speech Cleveland, OH L. Beseler Presenter  


December 4-5, 2017 Illinois Site Visit -- School Food Service Equipment 
Modernization Project 


Chicago, IL M. Russell N/A  


December 4-5, 2017 Cardiometabolic Health and Diabetes Summit Dallas, TX R. Anding  Costs covered by 
host organization 


December 6, 2017 GENYOUth Fuel Up to Play 60 New York, NY D. Martin   
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DATE 
 


MEETING 
 


LOCATION 
BOARD OF DIRECTORS 


REPRESENTATIVE 
REPORT 


SUBMITTED 
 


COST 
December 7, 2017 New York-- School Food Service Equipment 


Modernization Project 
New York D. Martin   


December 13, 2017 Advocacy Day and Congressional Briefing Washington, DC D. Martin   


December 14, 2017 ILSI CEO Meeting  Chicago, IL P. Babjak, A. Stieber, D. Handu   


December 15, 2017 Stamford University Awards Ceremony Keynote Birmingham, AL D. Martin  Presenter Costs covered by 
host organization 


January 19, 2018 
11:00am – 12:00pm CT 


Board Business Webinar Meeting  BOD Members N/A N/A 


January 20, 2018 South Texas—South Region Seminar   Houston, TX L. Farr  Covered by 
Affiliate 


January 20-23, 2018 ILSI Annual Conference Southport, Bermuda A. Steiber   


January 22-25, 2018 A.S.P.E.N. Nutrition Science & Practice Conference Las Vegas, NV M. Russell, P. Babjak,  
M.B. Whalen, A. Steiber 


 Registration 
covered by host 
organization 


January 25, 2018 Further with Food: The Center for Food Loss and 
Waste Solutions 


Washington, DC J. Blankenship   


January 26-28, 2018 HLT Winter Retreat Chicago, IL HLT Members N/A  


February 21-22,2018 Committee Appointment Meeting Chicago, IL M. Russell, M. Kyle N/A  


February 22-23, 2018 Board of Directors Meeting Chicago, IL BOD Members N/A  


February 26-28, 2018 ANDPAC Face-to-Face Meeting Washington, DC M. Lites 
P. Babjak 


  


February 26-28, 2018 LPPC Face-to-Face Meeting Washington, DC M. Russell 
P. Babjak 


  


February 27, 2018 Advocacy Day Washington, DC M. Russell, M. Lites, P. Babjak   


March 1-4, 2018 Alaska Academy of Nutrition and Dietetics Anchorage, AK D. Martin Presenter Recipient of $500 
Grant. Remainder 
of cost covered 
by Affiliate  


March 10, 2018 Affiliate President-Elect Training  Rosemont, IL M. Russell Presenter  


March 14, 2018 North Dakota Academy of Nutrition and Dietetics Bismarck, ND S. Brantley Presenter Recipient of $500 
Grant. Remainder 
of cost covered 
by Affiliate 


March 14-16, 2018 Alabama School Nutrition Association/ Alabama 
Academy of Nutrition and Dietetics  


Birmingham, AL D. Martin Presenter Covered by host 
organizations 


March 15-17, 2018 Clinical Nutrition Managers DPG Symposium  Albuquerque, NM M. Russell Presenter Costs covered by 
host organization 


March 19, 2018 Maryland Academy of Nutrition and Dietetics Baltimore, MD L. Beseler Presenter Covered by 
Affiliate 


March 23, 2018 Illinois Academy of Nutrition and Dietetics Oakbrook, IL M. Russell  Presenter Covered by 
Affiliate 


1/4/2018                                                                                                                4 







Attachment 7.0 
 


DATE 
 


MEETING 
 


LOCATION 
BOARD OF DIRECTORS 


REPRESENTATIVE 
REPORT 


SUBMITTED 
 


COST 
March 28-29, 2018 Georgia Academy of Nutrition and Dietetics Atlanta, GA D. Martin Presenter Covered by 


Affiliate 
March 29-30, 2018 Utah Academy of Nutrition and Dietetics Salt Lake City, UT L. Beseler Presenter Recipient of $500 


Grant. Remainder 
of cost covered 
by Affiliate 


April 4, 2018 PBH/National Fruit & Vegetable Alliance Scottsdale, AZ D. Martin Panelist Costs covered by 
host organization 


April 5-6, 2018 West Virginia Academy of Nutrition and Dietetics Morgantown, WV T. Randall Presenter Cost covered by 
Affiliate 


April 5-7, 2018 Pennsylvania Academy of Nutrition and Dietetics Grantville, PA D. Martin Presenter Cost covered by 
Affiliate 


April 6, 2018 Board Webinar  BOD Members N/A  


April 11-12, 2018 Indiana Academy of Nutrition and Dietetics Fisher, IN D. Martin Presenter Cost covered by 
Affiliate 


April 11-12, 2018 Wisconsin Academy of Nutrition and Dietetics 
(scheduled to present the morning of April 12) 


Wisconsin Dells, WI M. Russell Presenter Cost covered by 
Affiliate 


April 13, 2018 South Carolina  Academy of Nutrition and Dietetics 
(scheduled to present on April 13 at 3pm) 


Columbia, SC M. Russell Presenter Cost covered by 
Affiliate 


April 13, 2018 Vermont Academy of Nutrition and Dietetics Burlington, VT D. Polly  Presenter Recipient of $500 
Grant. Remainder 
of cost covered 
by Affiliate 


April 13-14, 2018 Nevada Academy of Nutrition and Dietetics Las Vegas, NV D. Martin Presenter Cost covered by 
Affiliate 


April 15-17, 2018 Washington Academy of Nutrition and Dietetics Seattle, WA D. Martin Presenter Cost covered by 
Affiliate 


April 18-20, 2018 Idaho Academy of Nutrition and Dietetics Sun Valley, ID D. Martin Presenter Recipient of $500 
Grant. Remainder 
of cost covered 
by Affiliate 


April 19, 2018 Arkansas Academy of Nutrition and Dietetics 
(scheduled to present the morning of April 19) 


Little Rock, AR D. Polly Presenter Cost covered by 
Affiliate 


April 19, 2018 Minnesota Academy of Nutrition and Dietetics 
(scheduled to present April 19 at 8:30am) 


Minneapolis, MN L. Beseler Presenter Cost covered by 
Affiliate 


April 20, 2018 DC Metro Academy of Nutrition and Dietetics 
Annual Conference 


Washington, DC M. Russell Presenter Recipient of $500 
Grant. Remainder 
of cost covered 
by Affiliate 


April 20, 2018 Oklahoma Academy of Nutrition and Dietetics Tulsa, OK L. Beseler Presenter Cost covered by 
Affiliate 


April 20-23, 2018 HLT Spring Retreat Chicago, IL  HLT Members, P. Babjak N/A  


April 21-25, 2018 ASN/Experimental Biology  San Diego, CA A. Steiber (tentative)  Comp registration 
Flight and hotel $ 
500 (last year) 


April 27, 2018 Maine Academy of Nutrition and Dietetics Waterville, ME L. Beseler  Presenter Recipient of $500 
Grant. Remainder 
of cost covered 
by Affiliate 
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DATE 
 


MEETING 
 


LOCATION 
BOARD OF DIRECTORS 


REPRESENTATIVE 
REPORT 


SUBMITTED 
 


COST 
April 27, 2018 Delaware Academy of Nutrition and Dietetics  Dover, DE D. Martin Presenter Costs covered by 


Affiliate 
May 3-5, 2018 California Academy of Nutrition and Dietetics  


(scheduled to present on May 3 at 8-9am) 
Pomona, CA D. Martin Presenter Costs covered by 


Affiliate (Up to 
$300 for airfare) 


May 10-11, 2018 Board of Directors Meeting Chicago, IL BOD Members N/A  


May 10-11, 2018 XVII Congress of Food and Nutrition (Portuguese 
Association of Nutrition) 


Lisbon, Portugal M. Yadrick  Costs covered by 
host organization 


May 16-20, 2018 
 


2018 AACE Annual Meeting – 27th Annual 
Scientific & Clinical Congress 


Boston, MA J. Dantone-DeBarbieris   


May 18, 2018 Food Management Roundtable (Tentative) Chicago, IL D. Martin, M. Russell, P. Babjak  Flight and Hotel $ 


May 20-22, 2018 New York State Academy of Nutrition and Dietetics Niagara Falls, NY D. Martin Presenter Cost covered by 
Affiliate  


May 22-24, 2018 National Restaurant Association Annual Meeting Chicago, IL TBD  Comp 
registration. 
Flight and Hotel $ 


June 1-4, 2018 ANFP Annual Conference and Expo Orlando, FL B. Richardson   Comp registration  


June 6-9, 2018 Dietitians of Canada Vancouver, BC M. Russell, P. Babjak  Comp registration 
Flight and Hotel 
$1700 (last year) 


July 6-8, 2018 7th Asian Congress of Dietetics Hong Kong TBD  3 comp reg and 3 
nites hotel and a 
comp booth 


July 8-11, 2018 School Nutrition Association Annual Conference Las Vegas, NV D. Martin  Comp registration 
and housing. 


July 15-18, 2018 IFT Annual Meeting & Food Expo 2018 Chicago, IL M. Russell, P. Babjak  Comp 
registration.  


July 18-20, 2018 Board of Directors Orientation and Retreat TBD Board members N/A  


August 17-18, 2018 AADE Annual Conference Baltimore, MD J. Dantone-DeBarbieris  Comp registration 
Flight and Hotel 


October 17-23, 2018 Food and Nutrition Expo and Conference Washington, DC Board Members   


November 7-8, 2018 
 


Iowa Academy of Nutrition and Dietetics Des Moines IA 
 


J. Dantone-DeBarbieris  Presenter Recipient of $500 
Grant. Remainder 
of cost covered 
by Affiliate 


September 15-18, 2020 International Congress of Dietetics  Cape Town, South 
Africa 


TBD   
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To participate on the call, please use the following dial-in numbers.

 

 

Dial-In Number:                1-866/477-4564

 

Conference Code:              47 06 63 11 73

 

 

Best regards, 

Joan

 

Joan Schwaba, MS, RDN, LDN

 

Director, Strategic Management 

 Academy of Nutrition and Dietetics 

 120 S. Riverside Plaza, Suite 2190 

 Chicago, Illinois 60606-6995 

 Phone: 312-899-4798 

 Fax number: 312-899-4765 

 Email: jschwaba@eatright.org
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58. 4Ps Call: January 9

From: Joan Schwaba <JSchwaba@eatright.org>

To: DMartin@Burke.k12.ga.us <DMartin@Burke.k12.ga.us>,

peark02@outlook.com <peark02@outlook.com>, 'Lucille Beseler'

<lbeseler_fnc@bellsouth.net>, Alison Steiber <ASteiber@eatright.org>, Doris

Acosta <dacosta@eatright.org>

Cc: Patricia Babjak <PBABJAK@eatright.org>

Hidden

recipients:

dmartin@burke.k12.ga.us

Sent Date: Jan 04, 2018 16:18:33

Subject: 4Ps Call: January 9

Attachment: 1-9-18 Agenda.pdf
Att 2.0a HOD Electronic Motion Draft #1.pdf
Att 2.0b HOD Electionic Motion Final.pdf
Att 3.0 EAL - Calorie Restricted Diets.pdf
Att 4.0 CONFIDENTIAL-Cochrane Review on NS 2017.pdf
Att 5.0 January 19 BOD Webinar Draft Agenda_.pdf
Att 6.0 Febuary 22-23 Board Meeting Draft Agenda.pdf
Att 7.0 Meetings and Events Calendar.pdf

Attached are the agenda and supporting materials for the 4Ps call scheduled for Tuesday, January

9 at 11:30am CT/12:30pm ET. Your review and input are welcome.   Since attachment 4.0 is quite

lengthy, please focus on the abstract on pages numbered 1-2 for the meeting discussion. 

 

To participate on the call, please use the following dial-in numbers.

 

 

Dial-In Number:                1-866/477-4564

 

Conference Code:              47 06 63 11 73

 

 

Best regards, 

Joan

 

Joan Schwaba, MS, RDN, LDN

 

Director, Strategic Management 

 Academy of Nutrition and Dietetics 

 120 S. Riverside Plaza, Suite 2190 

 Chicago, Illinois 60606-6995 

 Phone: 312-899-4798 
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JANUARY 9, 2018 
12:30 PM EST 
11:30 AM CST    
4Ps TELECONFERENCE                                                      
 
Dial-In Number - 8 6 6 / 4 7 7 - 4 5 6 4    Participant Code - 47 06 63 11 73   Host Code - 9 2 7 9   
    


TIME AGENDA ITEM PRESENTER 


11:30 am CST 1.0 Call to Order/Welcome  D. Martin 


 2.0 HOD Electronic Motion P. Babjak 


 3.0 EAL – Calorie Restricted Diets D. Martin/ 
A. Steiber 


 4.0 CONFIDENTIAL: Cochrane Library Randomized 
Control Systematic Review 


P. Babjak/ 
A. Steiber 


 5.0 January 19 Board Webinar Draft Agenda D. Martin 


 6.0 February 22-23 Board Meeting Draft Agenda  D. Martin 


 7.0 Meetings and Events Calendar 


- Academy Update: 2018 


 - Case Western Reserve Commencement  


- School Food Service Equipment Modernization 
Project and Advocacy Day 


- ILSI CEO Meting 


- Stamford University Awards Ceremony 


 - 7th Annual Asian Congress Proposals 
 
 


 - A.S.P.E.N. Conference January 22-25 


D. Martin 


D. Acosta 


L. Beseler 


D. Martin/ 
M. Russell 


P. Babjak 


D. Martin/ 


D. Martin/ 
L. Beseler/ 
M. Russell 


M. Russell/ 
P. Babjak 


 8.0 Next 4Ps Call:  
Tuesday, January 30  
11:30am CST/12:30pm EST 
for 1 ½ hours 


D. Martin 


1:00 pm CST 9.0  Adjournment D. Martin 
 
 Attachment [material(s) to be reviewed] 
  Attachment will be provided prior to the call 
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		4Ps TELECONFERENCE                                                    
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Attachment 2.0a 
DRAFT #1 


HOD Electronic Motion #1 
 
Subject: Championing Nutrition and Dietetics 
Practitioners in Roles of Leadership in Public 
Health 
 
December, 2017 


 


 
The House of Delegates (HOD) conducted a dialogue on October 20, 2017 to address the mega issue 
question: How can nutrition and dietetic practitioners secure influential public health positions in 
institutions, organizations, and government bodies?  
 
 
Based on the dialogue, a series of guiding principles were identified related to actions needed:  


1. Public health nutrition is embedded in the Academy’s new strategic plan. 
2. Public health affects all areas of nutrition and dietetics practice. 
3. Individual members and the Academy need to create and pursue actions in the following areas: 


a. Advocacy and policy experiences  
b. Public health work and volunteer experience 
c. Building professional and personal relationships within and outside dietetics 
d. Collaborating within and outside dietetics  
e. Risk-taking 
f. Enhancing communication skills  
g. Complementary Skill Development 
h. Mentoring 
i. Leveraging technology and data to support public health practice. 


 
Therefore, be it resolved that the House of Delegates requests: 


• The Committee for Public Health/Community Nutrition and the Public Health and 
Community Nutrition Dietetic Practice Group to: 


o Create a definition of “high level public health leadership positions”; report this 
definition to the House Leadership Team by March 2018. 


o Finalize the Public Health Leadership Resources document; return it to the House 
Leadership Team by March 2018 for dissemination to delegates and members.   


o Identify gaps in current resources and educational opportunities related to advancing 
nutrition and dietetics practitioners to higher level leadership positions in public health; 
report this information to the Academy organizational units by fall 2018.  


• The Membership Advisory Committee, in collaboration with The Committee for Public 
Health/Community Nutrition and the Public Health and Community Nutrition Dietetic Practice 
Group to establish a public health mentoring program geared towards mid- and advanced career 
nutrition and dietetics practitioners, with an emphasis on preparing for and advancing to higher 
level of public health leadership. 


• The Academy’s Marketing and Strategic Communications Teams execute an annual 
marketing campaign recognizing nutrition and dietetics practitioners in high-level public health 
nutrition leadership positions during Public Health Week in April.  


• The Academy’s Executive Team and Board of Directors support an increase in nutrition and 
dietetics practitioners in roles of higher level leadership in public health by: 


Commented [MS1]: I recommend we choose and use 
consistent language: roles of leadership vs. influential publi  
health positions vs. high level public health leadership 
positions” 


Commented [MS2]: Is there more specific language we 
can use to define what is meant here? 


1 
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o Assessing the Committee for Public Health/Community Nutrition’s Purpose and Program 
of Work to positively impact this mega issue. 


o Identifying collaborators that can pave new pathways to increase the number of nutrition 
and dietetics practitioners in high level public health leadership positions, as well as 
capitalizing on the expertise of the Academy and its members.  


o Exploring ways to maximize national Alliance relationships and partnerships, in public 
health areas, by encouraging alignment with the work of Academy organizations units, 
including affiliates.   


o Using the Public Health Leadership Interview list to identify individuals for various 
opportunities with/for the Academy. 


• The Academy Membership Team develop and implement a system to measure and track the 
number of nutrition and dietetics practitioners holding high level leadership positions in public 
health. 


• The Committee for Life Long Learning use the gap analysis from the Committee for Public 
Health/Community Nutrition and the Public Health and Community Nutrition Dietetic Practice 
Group to develop Level 2 and Level 3 educational opportunities to help advance nutrition and 
dietetics practitioners to high level leadership positions in public health. 


• Affiliates, Dietetic Practice Groups and Member Interest Groups develop, and report 
annually to the Academy, resources, alliances, and actions taken to help members advance to high 
level leadership positions in public health. 


• Delegates lead and support efforts by their constituents to identify and pilot-test projects at the 
grassroots level aimed at increasing the number of nutrition and dietetic practitioners holding 
influential positions in public health; report results of successful pilot-projects to the House 
Leadership Team for possible scaling up. 
 


Originator:  HOD Leadership Team 
 
 


Commented [AS3]: Pat working with Diane Enos on 
language that may empower DPGs and Affiliates to take the 
lead but keep the Academy alignment in mind. How would 
they report to the Academy as well 


2 
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HOD Electronic Motion #1 


Subject: Championing Nutrition and Dietetics 


Practitioners in Roles of Leadership in Public 


Health 


December 14, 2017 


The House of Delegates (HOD) conducted a dialogue on October 20, 2017 to address the mega issue 


question: How can nutrition and dietetic practitioners secure influential public health positions in 


institutions, organizations, and government bodies?  


Based on the dialogue, a series of guiding principles were identified related to actions needed: 


1. Public health nutrition is embedded in the Academy’s new strategic plan.


2. Public health affects all areas of nutrition and dietetics practice.


3. Individual members and the Academy need to work together to create and pursue actions (e.g.,


career risk-taking; advocacy and policy experience; public health work and volunteer


experiences; networking and collaboration within and outside dietetics) that will help advance


nutrition and dietetics practitioners to higher levels of public health leadership.


Therefore, be it resolved that the House of Delegates requests: 


 The Committee for Public Health/Community Nutrition and the Public Health and


Community Nutrition Dietetic Practice Group:


o Create a definition of “high level public health leadership positions,” including sample


position titles and brief descriptions; report this definition to the House Leadership Team


by March 2018.


o Finalize the Public Health Leadership Resources document; return it to the House


Leadership Team by March 2018 for dissemination to delegates and members.


o Identify gaps in current resources and educational opportunities related to advancing


nutrition and dietetics practitioners to higher level leadership positions in public health;


report this information to the Academy organizational units by fall 2018.


 The Membership Team, in collaboration with the Committee for Public Health/Community


Nutrition, the Public Health and Community Nutrition Dietetic Practice Group, and the


Marketing Team, enhance the Academy’s e-mentoring program to help prepare mid- and


advanced career nutrition and dietetics practitioners for and advancing to higher level of public


health leadership.


 The Academy’s Marketing and Strategic Communications Teams execute an annual


marketing campaign recognizing nutrition and dietetics practitioners in high-level public health


nutrition leadership positions during Public Health Week in April.


 The Academy’s Executive Team and Board of Directors support an increase in nutrition and


dietetics practitioners in roles of higher level leadership in public health by:


o Assessing the Committee for Public Health/Community Nutrition’s Purpose and Program


of Work to positively impact this mega issue.


o Identifying collaborators that can pave new pathways to increase the number of nutrition


and dietetics practitioners in high level public health leadership positions, as well as


capitalizing on the expertise of the Academy and its members.
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o Developing and leveraging strategic alliances with public health organizations, offering 


members who serve as alliance representatives opportunities for visibility, recognition, 


leadership development and professional growth.  


o Using the Public Health Leadership Interview list to identify individuals for various 


opportunities with/for the Academy. 


 The Academy Membership Team measure and track the number of nutrition and dietetics 


practitioners holding high level leadership positions in public health. 


 The Committee for Life Long Learning use the gap analysis from the Committee for Public 


Health/Community Nutrition and the Public Health and Community Nutrition Dietetic Practice 


Group to develop Level 2 and Level 3 educational opportunities to help advance nutrition and 


dietetics practitioners to high level leadership positions in public health. 


 Affiliates, Dietetic Practice Groups, and Member Interest Groups develop, and report 


annually to the Academy, resources, alliances, and actions taken to help members advance to high 


level leadership positions in public health. 


 Delegates lead and support efforts by their constituents to identify and pilot-test projects at the 


grassroots level aimed at increasing the number of nutrition and dietetic practitioners holding 


influential positions in public health; report results of successful pilot-projects to the House 


Leadership Team for possible scaling up. 


 


Originator:  HOD Leadership Team 
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Attachment 3.0 
 


From: Alison Steiber 
Sent: Wednesday, January 03, 2018 9:07 AM 
Subject: RE: You have a new Leadership Directory message from Nutrition91@gmail.com 
 
Hello 
I am happy to join the P call next Tuesday. We do have an Adult Weight Management EBNPG on the 
EAL website (https://www.andeal.org/topic.cfm?menu=5276) from 2014. It will be up for review in 
2019. Note that the recommendations focus on the RDN but also focus on calorie reduction, physical 
activity and behavioral modifications – so quite comprehensive… 
 
The Prevention of DM EBNPG also has a number of weight and lifestyle modification recommendations 
as well (https://www.andeal.org/topic.cfm?menu=5344) and was just published in the Oct JAND 2017 
(see attached). 
 
Certainly the microbiome and other emerging research topics are interesting and important to the work of 
most RDNs, so those topics and many others can be threaded throughout the SmartBrief articles. I don’t 
see these things as competitive or mutually exclusive. We are an evidence based profession so of course 
we want to know about the evidence but we also need to show the impact of the RDN on care…as it 
relates to the different interventions. 
 
Best wishes 
Alison 
_________________________________ 
From: Patricia Babjak <PBABJAK@eatright.org<mailto:PBABJAK@eatright.org>> 
Date: January 2, 2018 at 12:33:37 PM CST 
To: "peark02@outlook.com<mailto:peark02@outlook.com>"  
Cc: "DMartin@Burke.k12.ga.us<mailto:DMartin@burke.k12.ga.us>" 
<DMartin@Burke.k12.ga.us<mailto:DMartin@burke.k12.ga.us>>, Lucille Beseler 
<lbeseler_fnc@bellsouth.net<mailto:lbeseler_fnc@bellsouth.net>> 
Subject: Re: You have a new Leadership Directory message from Nutrition91@gmail.com 
 
We're getting your login issue resolved with Liz Spittler.  I am asking Alison to be on our Ps call next 
week to discuss your EAL question and another study. 
Pat 
Patricia M. Babjak 
Chief Executive Officer 
Academy of Nutrition and Dietetics 
120 South Riverside Plaza, Suite 2160 
Chicago, Illinois 60606 
_________________________________ 
On Jan 2, 2018, at 12:28 PM, Mary Russell <peark02@outlook.com<mailto:peark02@outlook.com>> 
wrote: 
There has been some interesting data (some animal, some small studies in humans) shared recently about 
the beneficial effects on weight loss of intermittent daily fasting—that is, eating only during a 12 hour 
period daily and not eating during the other 12 hours. 
Wonder if the EAL has any info on effects of calorie control on weight loss. If not this may be a 
worthwhile project to fund (or “re-fund” if the data is old). 
 
For some reason I am unable to access Academy sites using my typical log in info—am checking with 
Joan about who to talk with to get that resolved. 
Happy back to work day!! 
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_______________________ 
On Jan 2, 2018, at 12:01 PM, Donna Martin 
<DMartin@burke.k12.ga.us<mailto:DMartin@burke.k12.ga.us>> wrote: 
 
P's,  Just wanted to let you know that I got this from the President's mailbox.  I think this is exactly the 
kind of talk we were talking about that the obesity society said was out there.  What about the evidenced 
based research on people losing weight on a calorie restricted diet?  Apparently she is not interested in 
that information. 
 
PS- Thanks for helping to pull the Dawgs through last night.  What a game! 
 
Donna S. Martin, EdS, RDN, LD, SNS, FAND 
Director, School Nutrition Program 
Burke County Board of Education 
789 Burke Veterans Parkway 
Waynesboro, GA  30830 
work - 706-554-5393 
fax - 706-554-5655 
President of the Academy of Nutrition and Dietetics 2017-2018 
_________________________ 
From: Leadership@eatright.org<mailto:Leadership@eatright.org> 
<Leadership@eatright.org<mailto:Leadership@eatright.org>> 
Sent: Tuesday, January 2, 2018 12:23 PM 
To: Donna Martin 
Subject: You have a new Leadership Directory message from Nutrition91@gmail.com  
 
* PLEASE DON’T NOT REPLY TO THIS EMAIL. Use the contact information below to respond to the member’s message. 
------------------------------------------ 
From: mary choate (Nutrition91@gmail.com<mailto:Nutrition91@gmail.com>) 
Subject: copy of msg send to Kathryn Doherty, Editor of Smart Brief- FYI 
 
Hi Kathryn, 
Congrats on getting the Smartbrief for dietitians account. 
 
Is there any way you could cut back on the RDs as weight loss counselors kind of stories and increase the 
news regarding research supporting Health at Every Size/ Mindful Eating/ Intuitive Eating/ Eating 
Competence? 
 
I would prefer research-based news about the above as well as the microbiome, benefits of positive health 
behaviors regardless of whether weight is lost, and problems with restrictive/fad diets (long term results = 
weight regain for most). 
 
This kind of non-cookie cutter coverage would make Smart Brief a must-not-be-missed publication. 
Otherwise- I’m out. 
 
Thanks, 
Mary 
Mary Saucier Choate, M.S., R.D.N., L.D. 
Monroe, NH 


2 
 



mailto:DMartin@burke.k12.ga.us

mailto:DMartin@burke.k12.ga.us

mailto:Leadership@eatright.org

mailto:Leadership@eatright.org

mailto:Leadership@eatright.org

mailto:Leadership@eatright.org

mailto:Nutrition91@gmail.com

mailto:Nutrition91@gmail.com

mailto:Nutrition91@gmail.com





RESEARCH

1578 JOURNAL OF THE ACADEMY OF NUTRITION AND DIETETICS

Review

Medical Nutrition Therapy and Weight Loss
Questions for the Evidence Analysis Library
Prevention of Type 2 Diabetes Project:
Systematic Reviews


Hollie A. Raynor, PhD, RD, LDN; Patricia G. Davidson, DCN, MS, RDN; Heather Burns, MEd, RD, LD; Micki D. Hall Nadelson, MS, RD, LD;
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2212-2672/Copyright ª 2017 by the Academy of
Nutrition and Dietetics.
http://dx.doi.org/10.1016/j.jand.2017.06.361

ABSTRACT
Background Eleven recommendations, based on systematic reviews, were developed
for the Evidence Analysis Library’s prevention of type 2 diabetes project. Two recom-
mendations, medical nutrition therapy (MNT) and weight loss, were rated strong.
Objective Present the basis of systematic reviews for MNT and weight loss
recommendations.
Methods Literature searches using Medline were conducted to identify studies that
met eligibility criteria. The MNT literature search covered a time span of 1995 to 2012,
the weight loss literature search covered 2008 to 2012 due to inclusion of a Cochrane
Review meta-analysis of randomized controlled trials (RCTs) published in 2008. Eligi-
bility criteria for inclusion of articles included original research using higher-quality
study designs (ie, RCTs, case control, cohort, crossover, and nonrandomized trials)
with participants aged >18 years and meeting prediabetes or metabolic syndrome
diagnostic criteria. MNT was defined as individualized and delivered by a registered
dietitian nutritionist or international equivalent and length of weight loss interventions
was �3 months.
Main outcome measures Two-hour postprandial blood glucose level, glycated he-
moglobin level, albumin-to-creatinine ratio (metabolic syndrome samples only), fasting
blood glucose level, high-density lipoprotein cholesterol level, systolic and diastolic
blood pressure, triglyceride levels, urinary albumin excretion rate (metabolic syndrome
samples only), waist circumference (WC), and waist-to-hip ratio were evaluated.
Results For MNT, 11 publications were included, with all 11 using an RCT study design
and 10 including participants with prediabetes. A majority of publications reported
significant improvements in glycemic outcomes, WC, and blood pressure. For weight
loss, 28 publications were identified, with one meta-analysis (only included RCTs) and
20 publications using an RCT study design, with the meta-analysis and 10 RCTs
including participants with prediabetes. A majority of publications reported significant
improvements in glycemic outcomes, triglyceride level, WC, and blood pressure.
Conclusions Systematic reviews provided strong evidence that MNT and weight
loss alter clinical parameters in ways that should reduce the risk of developing type
2 diabetes.
J Acad Nutr Diet. 2017;117:1578-1611.

A
T LOCAL, STATE, AND NATIONAL LEVELS, CONSID-
erable effort and expense are being directed toward
the prevention of type 2 diabetes mellitus (T2DM),
due to its increasing prevalence.1 During 2011-2012,


the estimated prevalence of diabetes, defined by glycated
hemoglobin (HbA1c) level, fasting plasma glucose level, or
2-hour plasma glucose, was 14% among US adults.2 Further-
more, one in three adults aged 65 years and older has dia-
betes,2 creating the need for evidenced-based nutrition
recommendations for the prevention of T2DM. The population

at increased risk for developing T2DM are individuals with
insulin resistance, and within this population, the relative risk
for developing T2DM varies tremendously.3 Thus, a hierar-
chical approach is suggested in determining those at greatest
risk for developing T2DM.3 The highest risk group for devel-
oping T2DM includes individuals with prediabetes as defined
by the American Diabetes Association (ADA)4 and/or metabolic
syndrome as defined by the National Cholesterol Education
Program’s Adult Treatment Panel III5 or the World Health
Organization (WHO)6 (see Table 1).

ª 2017 by the Academy of Nutrition and Dietetics.
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Table 1. National Cholesterol Education Program’s Adult Treatment Panel III (ATP III)5 and World Health Organization (WHO)6


definitions of metabolic syndrome


Risk factor
ATP III defining
levela WHO defining levelb


Abdominal obesity (cm)


Men >102


Women >88


Triglycerides (mmol/L)c �1.7 �1.7


High-density lipoprotein cholesterol (mmol/L)d


Men <1.04 <0.9


Women <1.30 <1.0


Blood pressure (mm Hg) �130/�85 �140 systolic or �90 diastolic or taking
antihypertensive medication


Fasting glucose (mmol/L)e �6.1


Insulin resistance Type 2 diabetes, impaired fasting glucose, impaired
glucose tolerance, or for those with normal
fasting glucose levels (<6.1 mmol/L), glucose
uptake below the lowest quartile for the
background population under investigation
under hyperinsulinemic, euglycemic conditions


Body mass indexf >30


Waist-to-hip ratiof


Men >0.9


Women >0.85


Urinary albumin excretion rateg (mg/min) �20


aMust have three of the five risk factors for diagnosis.
bMust have one item indicating insulin resistance and two of the other five risk factors for diagnosis.
cTo convert mmol/L triglycerides to mg/dL, multiply mmol/L by 88.6. To convert mg/dL triglycerides to mmol/L, multiply mg/dL by 0.0113. Triglycerides of 1.7 mmol/L¼150.6 mg/dL.
dTo convert mmol/L cholesterol to mg/dL, multiply mmol/L by 38.6. To convert mg/dL cholesterol to mmol/L, multiply mg/dL by 0.026. Cholesterol of 1.04 mmo/L¼40.14 mg/dL.
eTo convert mmol/L glucose to mg/dL, multiply mmol/L by 18.0. To convert mg/dL glucose to mmol/L, multiply mg/dL by 0.0555. Glucose of 6.1 mmol/L¼110 mg/dL.
fNeed to only meet body mass index or waist-to-hip ratio.
gOr albumin-to-creatinine ratio �3.4 mg/mmol.


RESEARCH

The prevalence of prediabetes, defined by HbA1c level,
fasting plasma glucose level, or 2-hour plasma glucose, was
38% in 2011-2012,2 with the prevalence projected to increase
to 50% by 2050.1 Similar to the prevalence of prediabetes, the
prevalence of metabolic syndrome in the United States is
34%.7 The conversion rate from prediabetes to T2DM ranges
from 10% to 23% after 5 years and approximately 40% after 10
years,8 which is five to seven times higher than in individuals
with normoglycemia. The 5-year conversion rate of metabolic
syndrome to T2DM is similarly five-fold.9 In individuals with
both prediabetes and metabolic syndrome the risk of pro-
gression to T2DM is even higher.9 Seventy-five percent of
those with prediabetes also have metabolic syndrome, and
individuals who meet diagnostic criteria for both prediabetes
and metabolic syndrome constitute the highest risk group for
T2DM.9


Successful efforts to reduce or normalize the clinical
parameters used to define prediabetes and metabolic syn-
drome can lower the risk for T2DM.4,10 Nutrition recom-
mendations for prevention of T2DM are available via the

October 2017 Volume 117 Number 10 JO

Academy of Nutrition and Dietetics (the Academy) Evidence
Analysis Library (EAL) (www.andeal.org). Eleven of the
recommendations were developed from systematic reviews
of the literature. Two of the 11 recommendations received
the highest possible ratings that could be provided for
recommendations (strong). Additional information on the
development and rating of recommendations can be found
via the EAL. The two strong recommendations focus on
the effect of medical nutrition therapy (MNT) and weight
loss on clinical parameters used to define prediabetes
and metabolic syndrome. The purpose of this article is to
present the bases of the MNT and weight loss systematic
reviews upon which these two recommendations were
based.

METHODS
A detailed description of the methodology used for con-
ducting systematic reviews for the Academy EAL has been
published.11 Methodology related to the systematic reviews
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Inclusion criteria Exclusion criteria


Population Individuals aged 18 y and older with
prediabetes (Academy of Nutrition and
Dietetics definition) or metabolic
syndrome (ATP IIIa or WHOb definition)


� Individuals aged 18 y and older with
metabolic syndrome as defined by
WHO definition if diagnosis of
metabolic syndrome included
having type 2 diabetes


� When the whole study sample did
not meet criteria for prediabetes or
metabolic syndrome, or when there
was no subsample meeting criteria
for prediabetes or metabolic
syndrome in which the outcomes
were reported on just the
subsample


� Individuals aged 17 y and younger


Intervention Intervention criteria specific for each
question: medical nutrition therapy
and all methods of weight loss with at
least a 3-mo intervention


� For medical nutrition therapy ques-
tion, for studies conducted in the
United States, when the dietary
intervention was not individualized
and delivered by a registered dietitian
nutritionist, it was not considered
medical nutrition therapy


� For weight loss question, all
methods of weight loss with
<3-mo intervention


Comparison All types of interventions in which the
independent effect of the nutrition
therapy factor in question could be
determined


When the comparison intervention
changed components that would not
allow the independent effect of the
nutrition factor to be determined


Outcomes � 2-h postprandial blood glucose
� Glycated hemoglobin
� Albumin-to-creatinine ratio
� Fasting blood glucose
� High-density lipoprotein


cholesterol
� Systolic and diastolic blood


pressure
� Urinary albumin excretion rate
� Triglycerides
� Waist circumference
� Waist-to-hip ratio


Urinary albumin excretion rate and
albumin-to-creatinine ratio in individuals
with prediabetes


Study type � Randomized controlled trial
� Case control study
� Cohort studies
� Crossover studies
� Nonrandomized clinical studies


� Cross-sectional
� Before-and-after studies


(continued on next page)


Figure 1. Inclusion and exclusion criteria for selected articles for medical nutrition therapy and weight loss questions for the
prevention of type 2 diabetes Academy of Nutrition and Dietetics (Academy) Evidence Analysis Library online entry using the
population, intervention, comparison, outcomes, and study type format.
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Inclusion criteria Exclusion criteria


Publication date � 1995 to November 2012
� For weight loss question, July 2008


was used as earliest publication
date due to use of a Cochrane re-
view on the topic of exercise or
exercise and diet for preventing
type 2 diabetesc


Earlier than 1995 and later than November
2012


Setting All settings


Sample size In randomized controlled trials, at least
10 participants per group


Samples <10 participants


Retention rate in follow-up >20%


Authorship If authors were on 2 or more articles,
when content appears different, then
all articles with different content are
included


If authors were on 2 or more articles, when
content appears similar, all earlier
articles (only the most recent article was
not excluded)


Language English


aATP III¼National Cholesterol Education Program’s Adult Treatment Panel III.
bWHO¼World Health Organization.
cThe Cochrane Review includes weight loss interventions published before 2008, including the Diabetes Prevention Program.


Figure 1. (continued) Inclusion and exclusion criteria for selected articles for medical nutrition therapy and weight loss questions for
the prevention of type 2 diabetes Academy of Nutrition and Dietetics (Academy) Evidence Analysis Library online entry using the
population, intervention, comparison, outcomes, and study type format.


RESEARCH

for the MNT and weight loss recommendations regarding the
prevention on T2DM are described in more detail below.


Committee
An expert workgroup was formed in 2008 to identify and
evaluate research to develop the Academy’s Prevention of
T2DM EAL online entry. The expert panel conducted their
work via conference calls, shared Internet workspace, and
two multiple-day workshops. The panel identified nutrition-
related intervention questions that addressed major nutrition
therapy factors, including MNT, weight loss, macronutrient
distribution, fiber intake, whole-grain intake, vegetable-
based protein consumed, type of fat consumed, fruit and
vegetable intake, sugar intake, glycemic index and glycemic
load of the diet, and physical activity related to the preven-
tion of T2DM in those at highest risk for T2DM, with highest
risk defined by Project IMAGE (Development and Imple-
mentation of a European Guideline and Training Standards
for Diabetes prevention).3,12,13


Identification of Studies and Eligibility Criteria
For the recommendations on the EAL, a comprehensive
literature search was conducted using Medline, with searches
covering the time frame of 1995 to 2012 (before 1995 the
health conditions of prediabetes and metabolic syndrome
were not commonly recognized). However, for the weight
loss systematic review, July 2008 was used as earliest publi-
cation date in the search due to the inclusion of a Cochrane
Review on the topic of exercise or exercise and diet for

October 2017 Volume 117 Number 10 JO

preventing T2DM.14 The Cochrane Review, published in 2008,
includes landmark randomized controlled trials (RCTs) and
was included to represent these historical findings.14


Only articles published in the English language were
considered for eligibility. Search terms included prediabetes,
pre-diabetes, impaired fasting glucose, borderline diabetes,
impaired glucose tolerance (prediabetes search terms); insulin
resistance syndrome, metabolic syndrome, dysmetabolic syn-
drome, syndrome X, and Reaven’s syndrome (metabolic syn-
drome search terms) combined with the nutrition factor of
interest. For MNT, search terms included medical nutrition
therapy, MNT, dietitian, dietician, nutritionist, and nutrition
professional. For weight loss, search terms included weight
management, weight loss, physical activity, and exercise.
Searches for prediabetes and metabolic syndrome were
conducted separately.
The abstracts of all studies identified by the search were


scanned by the workgroup members, and the full text of any
identified studies that were believed to have the potential to
meet inclusion criteria was retrieved for further evaluation.
Each retrieved article had a worksheet completed by an ev-
idence analyst who reported on methodologic quality, bias,
and outcomes of interest. Evidence analysts are members of
the Academy with an advanced degree and research experi-
ence. Before engaging in a systematic review for the EAL,
evidence analysts participate in a 2-day training program.
Worksheets completed by the evidence analysts were
reviewed by the work group members to further determine
whether the study met criteria for inclusion in the review.
Other studies included in the systematic reviews came from
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Table 2. Included studies for medical nutrition therapy question in individuals with metabolic syndrome or prediabetes. All reported results are between-condition
analyses


Author(s), y, reference Sample
Study
design Intervention Cardiometabolic changes


Corpeleijn and
colleagues, 200615


N¼97
PreDMa


RCTb Intervention: 12 mo
IGc


Diet: Dutch guidelines, 55% kcal CHOd, 25%-30% kcal fat (<10%
kcal SFAe), <33 mg/MJ cholesterol


PAf: 30 min/d, 5 d/wk, supervised 1�/wk
Deliverer: RDg, trainer
Contact: Every 3 mo, individual session
CGh


Diet: No specific recommendations
PA: No specific recommendations
Deliverer: NRi


Contact: 1�, type of session NR


2-h PPGj (YIG vs CG) (P<0.01)
HbA1ck, FBGl, WCm (NSn)
DBPo, HDLp, SBPq, TGr, WHRs


(NR)


Dyson and
colleagues,199716


N¼227
PreDM


RCT Intervention: 12 mo
IG
Diet: British Dietetic Association Guidelines,
500-700 kcal/d deficit when body mass index >22,
when body mass index <22 maintain weight


PA: 20-30 min, 5-6�/wk
Deliverer: Fitness instructor, RD
Contact: Every 3 mo, individual session
Medication: Randomized to sulfonylureas or placebo/no drug
CG
Diet: Weight loss if body mass index >25, no specific
recommendations


PA: No specific recommendations
Deliverer: Physician
Contact: Every 3 mo, individual session
Medication: Randomized to sulfonylureas or placebo/no drug


2-h PPG, HbA1c, DBP, FBG, HDL,
SBP, TG, WHR (NS)


WC (NR)


(continued on next page)
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Table 2. Included studies for medical nutrition therapy question in individuals with metabolic syndrome or prediabetes. All reported results are between-condition
analyses (continued)


Author(s), y, reference Sample
Study
design Intervention Cardiometabolic changes


Eriksson and colleagues,
199917


N¼523
PreDM


RCT Intervention: 12 mo
IG
Diet: >50% kcal CHO, >20% kcal PUFAt/MUFAu or 25% kcal if
most came from MUFA, <10% kcal SFA, protein 1g/kg ideal
body weight, <300 mg cholesterol, 15 g fiber/1,000 kcal; at 6
mo when no weight loss and body mass index >30 then very
low calorie diet (6-12 wk)


PA: Promoted, 2�/wk resistance training, supervised
Deliverer: RD
Contact: 7�, individual session
CG
Diet: Reduce kcal (kcal NR) to achieve body mass index <25,
<30% kcal fat


PA: No specific recommendations
Deliverer: RD
Contact: 1�, individual session


2-h PPG (YIG vs CG) (P<0.001)
DBP (YIG vs CG) (P<0.05)
FBG (YIG vs CG) (P<0.001)
TG (YIG vs CG) (P<0.001)
HDL, SBP, WC (NS)
HbA1c, WHR (NR)


Gagnon and colleagues,
201118


N¼48
PreDM


RCT Intervention: 12 mo
IG
Diet: No specific recommendations
PA: 60 min/d
Deliverer: Physician, RD, registered nurse
Contact: Every 6 wk, individual session; every 2 wk, group
session


CG
Diet: No specific recommendations
PA: 60 min/d
Deliverer: Physician, RD, registered nurse
Contact: Every 2 wk, group session


SBP (YIG vs CG) (P<0.03)
WC (YIG vs CG) (P<0.01)
2-h PPG, HbA1c, DBP, FBG, HDL,
TG (NS)


WHR (NR)


(continued on next page)
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Table 2. Included studies for medical nutrition therapy question in individuals with metabolic syndrome or prediabetes. All reported results are between-condition
analyses (continued)


Author(s), y, reference Sample
Study
design Intervention Cardiometabolic changes


Katula and colleagues,
201119


N¼301
PreDM


RCT Intervention: 12 mo
IG
Diet: 1,200-1,800 kcal/d
PA: 180 min/wk
Deliverer: CHW, RD
Contact: 1� wk, group session for Mo 1-6; 3 individual sessions
for Mo 1-6; 1� mo, group session for Mo 7-12; 1� mo,
telephone call for Mo 7-12


CG
Diet: No specific recommendations
PA: No specific recommendations
Deliverer: RD
Contact: 2� individual sessions for Mo 1-3, 1� mo newsletter


FBG (YIG vs CG) (P<0.0001)
WC (YIG vs CG) (P<0.0001)
2-h PPG, HbA1c, DBP, HDL, SBP,
TG, WHR (NR)


Lindstrom and
colleagues, 200320


N¼522
PreDM


RCT Intervention: 24 mo
IG
Diet: 5% weight loss, �30% kcal fat (�10% kcal SFA), �15 g/
1,000 kcal fiber


PA: �30 min/d
Deliverer: RD
Contact: 1�, individual session
CG
Diet: No specific recommendations
PA: No specific recommendations
Deliverer: NR
Contact: 1�, type of session NR


2-h PPG (YIG vs CG) (P¼0.0002)
HbA1c (YIG vs CG) (P¼0.0003)
DBP (YIG vs CG) (P¼0.0125)
FBG (YIG vs CG) (P<0.0001)
SBP (YIG vs CG) (P¼0.005)
TG (YIG vs CG) (P¼0.0026)
WC (YIG vs CG) (P¼0.0000)
HDL (NS)
WHR (NR)


(continued on next page)
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Table 2. Included studies for medical nutrition therapy question in individuals with metabolic syndrome or prediabetes. All reported results are between-condition
analyses (continued)


Author(s), y, reference Sample
Study
design Intervention Cardiometabolic changes


Mensink, Blaak, and
colleagues, 200321


N¼114
PreDM


RCT Intervention: 24 mo
IG
Diet: Dutch Guidelines for Healthy Eating, weight loss 5%-10%,
55% kcal CHO, 30%-35% kcal fat (<10% kcal SFA), 10%-15%
kcal protein, <33 mg/MJ cholesterol, 3 g/MJ fiber; low-energy
diet (kcal NR) provided as necessary during Mo 12-24


PA: 30 min/d, 5 d/wk
Deliverer: RD
Contact: 8�, 3 individual session, other sessions NR
Medication: Diet agents (NR) provided as necessary during Mo
12-24


CG
Diet: No specific recommendations
PA: No specific recommendations
Deliverer: NR
Contact: 2�, type of session NR


2-h PPG (YIG vs CG) (P<0.01)
TG (YIG vs CG) (P<0.01)
HbA1c, FBG, HDL, WHR (NS)
DBP, SBP, WC (NR)


Mensink, Feskens, and
colleagues, 200322


N¼102
PreDM


RCT Intervention: 12 mo
IG
Diet: Dutch Guidelines for Healthy Eating, weight loss 5%-10%,
55% kcal CHO, 30%-35% kcal fat (<10% kcal SFA), 10%-15%
kcal protein, <33 mg/MJ cholesterol, 3 g/MJ fiber


PA: 30 min/d, 5 d/wk
Deliverer: RD
Contact: 4�, 1 group session, 3 individual session
CG
Diet: No specific recommendations
PA: No specific recommendations
Deliverer: NR
Contact: 1�, type of session NR


2-h PPG (YIG vs CG) (P<0.05)
WC (YIG vs CG) (P<0.05)
HbA1c, FBG, WHR (NS)
DBP, HDL, SBP, TG (NR)


(continued on next page)
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Table 2. Included studies for medical nutrition therapy question in individuals with metabolic syndrome or prediabetes. All reported results are between-condition
analyses (continued)


Author(s), y, reference Sample
Study
design Intervention Cardiometabolic changes


Munakata and
colleagues, 201123


N¼109
MetSv


RCT Intervention: 6 mo
Multiple guidance
Diet: 300-600 kcal/d deficit
PA: 30 min, 5�/wk
Deliverer: Exercise trainer, physician, RD, registered nurse
Contact: Every 2 mo (when anthropometric change was not
achieved session was with exercise trainer, RD, physician, or
registered nurse; when anthropometric change was achieved
NR who contact was with), type of session NR


Single guidance
Diet: 300-600 kcal/d deficit
PA: 30 min, 5�/wk
Deliverer: Exercise trainer, physician, RD, registered nurse
Contact: 1�, type of session NR


FBG (YMultiple guidance vs
Single guidance) (P¼0.03)


WC (YMultiple guidance vs
Single guidance) (P¼0.02)


HbA1c, DBP, HDL, SBP, TG (NS)
2-h PPG, A:C, urinary albumin
excretion rate, WHR (NR)


Oldroyd and colleagues,
200124


N¼78
PreDM


RCT Intervention: 6 mo
IG
Diet: Nutrition Subcommittee British Diabetes Association,
reduce body mass index to <25, 55% kcal CHO, 30%-35% kcal
fat (PUFA:SFA ratio¼1.0), 20 g/1,000 kcal fiber


PA: 20-30 min, 2-3�/wk
Deliverer: Physiotherapist, RD
Contact: 3� bimonthly, 3� monthly, individual session
CG
Diet: Maintain diet
PA: Maintain PA
Deliverer: None
Contact: None


DBP (YIG vs CG) (P¼0.05)
SBP (YIG vs CG) (P¼0.05)
2-h PPG, HbA1c, FBG, HDL, TG,
WC, WHR (NS)


(continued on next page)
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Table 2. Included studies for medical nutrition therapy question in individuals with metabolic syndrome or prediabetes. All reported results are between-condition
analyses (continued)


Author(s), y, reference Sample
Study
design Intervention Cardiometabolic changes


Oldroyd and colleagues,
200625


N¼78
PreDM


RCT Intervention: 24 mo
IG
Diet: Nutrition Subcommittee British Diabetes Association,
reduce body mass index to <25, 55% kcal CHO, 30%-35% kcal
fat (PUFA:SFA ratio¼1.0), 20 g/1,000 kcal fiber


PA: 20-30 min, 2-3x/wk
Deliverer: Physiotherapist, RD
Contact: 3� bimonthly, 3� monthly, 1� at 9 mo, 5� every
2 mo, individual session


CG
Diet: Maintain diet
PA: Maintain PA
Deliverer: None
Contact: None


2-h PPG, FBG, WC (NS)
HbA1c, DBP, HDL, SBP, TG, WHR
(NR)


aPreDM¼prediabetes.
bRCT¼randomized controlled trial.
cIG¼intervention group.
dCHO¼carbohydrate.
eSFA¼saturated fatty acid.
fPA¼physical activity.
gRD¼registered dietitian or international equivalent.
hCG¼control group.
iNR¼not reported.
j2-h PPG¼2-hour post prandial glucose.
kHbA1c¼glycosylated hemoglobin.
lFBG¼fasting blood glucose.
mWC¼waist circumference.
nNS¼not significant.
oDBP¼diastolic blood pressure.
pHDL¼high-density lipoprotein.
qSBP¼systolic blood pressure.
rTG¼triglycerides.
sWHR¼waist-to-hip ratio.
tPUFA¼polyunsaturated fatty acids.
uMUFA¼monounsaturated fatty acids.
vMetS¼metabolic syndrome.
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RESEARCH

the other systematic reviews conducted for the project
(topics of systematic review included macronutrient distri-
bution, fiber intake, whole-grain intake, vegetable-based
protein consumed, type of fat consumed, fruit and vege-
table intake, sugar intake, glycemic index and glycemic load
of the diet, and physical activity) and other related EAL pro-
jects (eg, Diabetes 1 and 2 conducted by the Diabetes Work
Group).


Inclusion and Exclusion Criteria for Studies
Inclusion and exclusion criteria for studies were considered
a priori, using the population, intervention, comparison,
outcomes, and study type format (see Figure 1). To be
included in the review, studies had to include a sample of
adult participants, aged �18 years, not having T2DM but
considered to be at highest risk for T2DM, which were
those with prediabetes, as defined by the ADA (impaired
fasting glucose¼100 to125 mg/dL [5.55-6.94 mmol/L];
impaired glucose tolerance¼2-hour plasma glucose of 140
to 199 mg/dL [7.77-11.04 mmol/L]; or HbA1c¼5.7% to
6.4%),4 and those with metabolic syndrome, using the Na-
tional Cholesterol Education Program’s Adult Treatment
Panel III5 or WHO6 definitions (see Table 1). For inclusion in
the review, the intervention had to be specific for the
question, with MNT defined as individualized and delivered
by a registered dietitian nutritionist (RDN) (studies con-
ducted in the United States) or international equivalent,
and weight loss occurring over at least a 3-month period.
For studies with a comparison, all comparisons were
eligible, as long as the independent effect of MNT or weight
loss could be determined. To be included in the review,
studies needed to report on at least one outcome for pre-
diabetes in cases where the sample met prediabetes criteria
or one outcome for metabolic syndrome in cases where the
sample met metabolic syndrome criteria. For study design,
only those with higher quality were used, RCTs, case con-
trol, cohort, crossover, and nonrandomized trials were
included.11


Data Extraction
The authors extracted data from the studies using several
steps. Author P.G.D. extracted information from the work-
sheets. To clarify data from the worksheets, P.G.D. went back
to the original article. If clarification was still required, au-
thors L.M. and H.A.R. also reviewed the original article.
Tables 2 and 3 report on all studies included in the systematic
review for MNT and weight loss, respectively. Tables 2 and 3
include authors and year of publication, a description of the
sample (sample size and whether the sample was metabolic
syndrome or prediabetes), the study design, a description of
the intervention (eg, length, diet prescription, physical ac-
tivity prescription, who delivered the intervention, frequency
and type of contact during the intervention, and medication
when it was provided), and the cardiometabolic outcomes of
interest (2-hour postprandial blood glucose, HbA1c, albumin-
to-creatinine ratio, fasting blood glucose [FBG] level, high-
density lipoprotein cholesterol [HDL] level, systolic and
diastolic blood pressure, triglycerides [TG] level, urinary
albumin excretion rate, waist circumference [WC], and waist-
to-hip ratio [WHR]) collected at the last assessment point in
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the investigation. For cardiometabolic outcomes, albumin-to-
creatinine ratio and urinary albumin excretion rate were not
reported when the sample was individuals with prediabetes
because these cardiometabolic measures are not considered
to be risk factors for prediabetes. For Table 3, weight loss was
also reported because this information assists in interpreting
the effect of the intervention (eg, weight loss) on the car-
diometabolic outcomes, and the time frame of weight loss is
the same time frame for the reported cardiometabolic out-
comes. For cardiometabolic outcomes and weight loss, when
significance was found in the investigation, it is reported in
Tables 2 and 3. The comparisons for significance depended on
the study design, with some studies reporting on within-
condition comparisons (ie, prospective cohorts), and other
studies reporting on between-condition comparisons (ie,
RCTs). The direction of significance is shown in Tables 2 and 3,
and when the comparison was between conditions, the
condition showing improvement in the outcome is indicated.
This review slightly differs from the EAL in that the review on
the EAL reports within-condition comparisons and between-
condition comparisons regardless of type of study.


Outcomes of Interest
The primary end points of the reviews were the clinical pa-
rameters used to diagnose prediabetes and metabolic syn-
drome because improvements in these parameters would
lower the risk for developing T2DM.4,10 Although body mass
index is a clinical parameter to diagnose metabolic syndrome
using theWHO definition,6 it was not included as an outcome
of interest because it is actually an outcome of the efficacy of
the weight loss intervention for the weight loss question. The
clinical parameters reported are those collected at the final
assessment in the investigation. Incidence of T2DM was not
an outcome evaluated.


RESULTS
MNT Provided by an RDN
The initial search yielded eight abstracts, and an additional 23
abstracts were identified from systematic searches for the
other questions included on the EAL and from the Diabetes
Work Group, providing 31 abstracts. From the abstract re-
view, all 31 articles were pulled to review, and 11 publica-
tions were included in the review (see Figure 2).
Results of the review for MNT are shown in Table 2. For


MNT, 11 publications were identified, with all studies being
RCTs.15-25 One publication met the inclusion criteria for
metabolic syndrome,23 and 10 of the publications met the
prediabetes inclusion criteria.15-22,24,25 All of the studies had a
condition that provided MNT that was delivered by an RDN or
international equivalent. The MNT interventions ranged in
length from 6 to 24 months, with MNT delivered via indi-
vidual and/or group sessions in differing amounts of contact.
The dietary interventions provided in the MNT conditions
varied, but the majority of the publications, nine, included a
weight loss focus within the dietary intervention.16,17,19-25 All
MNT interventions included a physical activity goal. Two
MNT interventions included medication.16,21 All but two
comparison conditions to the MNT conditions had less con-
tact with providers.16,20 The comparison conditions in all
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Table 3. Included studies for weight loss question in individuals with metabolic syndrome or prediabetes


Author(s), y,
reference Sample Study design Intervention Weight loss Cardiometabolic outcomes


Aizawa and
colleagues,
200926


N¼34
MetSa


PCb Intervention: 24 wk
Diet: Mediterranean-style, based
on stage of change, with 5
provided dinner meals


PAc: Aerobic exercise prescription
based on stage of change


Deliverer: FPd


Contact: 1� wk, individual session


2.3 kg (P<0.05) YDBPe, FBGf, SBPg, WCh (P<0.05)
HDLi, TGj (NSk)
2-h PPGl, HbA1cm, A:Cn, UAERo,
WHRp (NRq)


Allen and
colleagues,
200827


N¼42
PreDMr


PC
Participants were
randomized to
Lifestyle or Control,
but outcomes are
reported as 1
cohort


Intervention: 6 mo, with 18 mo
follow-up


Lifestyle
Diet: Healthy lifestyle
PA: No specific recommendations
Deliverer: NR
Contact: 1� mo, group session
Control
Diet: None
PA: None
Deliverer: None
Contact: None


�0.5 kg (NS) YFBG (P<0.001)
DBP, HDL, SBP, TG, WC (NS)
2-h PPG, HbA1c, WHR (NR)


(continued on next page)
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Table 3. Included studies for weight loss question in individuals with metabolic syndrome or prediabetes (continued)


Author(s), y,
reference Sample Study design Intervention Weight loss Cardiometabolic outcomes


Al-Sarraj and
colleagues,
201028


N¼39
MetS


RCTs Intervention: 12 wk
Caloric restriction
Diet: Calorie-restricted diet (20%-
25% kcal CHOt, 45%-50% kcal
fat, 25%-30% kcal protein)


PA: Instructed not to change
Deliverer: RDu


Contact: Every 2 wk, individual
session


American Heart Association
Diet: Calorie-restricted diet for 6
wk, American Heart Association
diet (55% kcal CHO, <30% kcal
fat, 15%-20% kcal protein) for 6
wk


PA: Instructed not to change
Deliverer: RD
Contact: Every 2 wk, individual
session


�8.4% Caloric restriction vs
e5.6% American Heart
Association (P<0.01)v


TG (YCaloric restriction vs
American Heart Association)
(P<0.001)


HDL (NS)
2-h PPG, HbA1c, A:C, DBP, FBG,
SBP, UAER, WC, WHR (NR)


Bihan et al,
200929


N¼95
MetS


PC
Some outcomes
reported by sex,
some outcomes
reported as the
whole sample


Intervention: 6 mo
Diet: French diet
recommendations


PA: French PA recommendations
Deliverer: General practitioner
physician


Contact: 2� over 6 mo, individual
session


�1.1 kg Women (SNRw)
�1.7 kg Men (SNR)


YHDL (Women; P¼0.022)
(Men; P¼0.048)
YWC (Women; P¼0.004) (Men;
P¼0.000)


YDBP, SBP, TG (P¼0.000)
FBG (NS)
2-h PPG, HbA1c, A:C, UAER, WHR
(NR)


(continued on next page)
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Table 3. Included studies for weight loss question in individuals with metabolic syndrome or prediabetes (continued)


Author(s), y,
reference Sample Study design Intervention Weight loss Cardiometabolic outcomes


Burtscher and
colleagues,
200930


N¼36
PreDM


RCT Intervention: 12 mo
Counseling
Diet: Hypocaloric (kcal NR), <30%
kcal fat, <10% SFAx


PA: 30 min/d
Deliverer: Health promotion and
exercise physiology specialists


Contact: 1�, type of session NR
CounselingþSupervised exercise
Diet: Hypocaloric (kcal NR), <30%
kcal fat, <10% SFA


PA: 30 min/d þ supervised exercise
1 h, 2� wk


Deliverer: Health promotion and
exercise physiology specialists,
sport scientist


Contact: 1�, type of session NR; 1�
mo diet review, type of session
NR


þ1.0% Counseling vs e3.0%
CounselingþSupervised
exercise (P<0.03)v


DBP, FBG, HDL, SBP (NS)
2-h PPG, HbA1c, TG, WC, WHR (NR)


Busnello and
colleagues,
201131


N¼82
MetS


RCT Intervention: 4 mo
Intervention group
Diet: Brazilian Guidelines for MetS
PA: No specific recommendations
Deliverer: NR
Contact: 1�mo, type of session NR
Control group
Diet: Brazilian Guidelines for MetS
PA: No specific recommendations
Deliverer: NR
Contact: 1�, type of session NR


�1.2 kg Intervention group vs
e1.9 kg Control group (NS)


FBG, HDL, TG, WC, WHR (NS)
2-h PPG, HbA1c, A:C, DBP, SBP,
UAER (NR)


Caiazzo and
colleagues,
201032


N¼53
PreDM


PC 5 y follow-up following
laparoscopic adjustable gastric
banding


�26% (P<0.05)v Y2-h PPG, HbA1c, FBG, SBP, TG
(P<0.05)


[HDL (P<0.05)
DBP, WC, WHR (NR)
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Table 3. Included studies for weight loss question in individuals with metabolic syndrome or prediabetes (continued)


Author(s), y,
reference Sample Study design Intervention Weight loss Cardiometabolic outcomes


Chan and
colleagues,
200833


N¼35
MetS


RCT Intervention: 16 wk
Intervention group
Diet: Hypocaloric diet (kcal NR) (14
wk): Stabilization diet (2 wk)


PA: Instructed not to change
Deliverer: NR
Contact: Every 3 wk, type of
session NR


Control group
Diet: Isocaloric weight
maintenance (kcal NR)


PA: Instructed not to change
Deliverer: NR
Contact: Every 3 wk, type of
session NR


�13 kg Intervention group
vs þ4 kg Control group
(P<0.001)


TG (YIntervention group vs Control
group) (P<0.05)


WC (YIntervention group vs
Control group) (P<0.001)


FBG, HDL (NS)
2-h PPG, HbA1c, A:C, DBP, SBP,
UAER, WHR (NR)


Christian and
colleagues,
201134


N¼279
MetS


RCT Intervention: 6 mo
Intervention group
Diet: Computer-generated
individualized prescription for
weight loss


PA: Computer-generated
individualized prescription for
weight loss


Deliverer: Physician
Contact: 2� over 6 mo, individual
session


Control group
Diet: Standard care
PA: Standard care
Deliverer: Physician
Contact: Standard care


�1.50 kg Intervention group
vs þ0.15 kg Control group
(P¼0.002)


WC (YIntervention group vs
Control group) (P¼0.01)


DBP, FBG, HDL, SBP, TG (NS)
2-h PPG, HbA1c, A:C, UAER, WHR
(NR)
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Table 3. Included studies for weight loss question in individuals with metabolic syndrome or prediabetes (continued)


Author(s), y,
reference Sample Study design Intervention Weight loss Cardiometabolic outcomes


Cicero and
colleagues,
200935


N¼28
MetS


NRTy Intervention: 202 d
Sequential intervention
Phase 1: Diet
Diet: American Heart Association
Step 2, with 600 kcal/d deficit
(3 mo)


PA: NR
Deliver: NR
Contact: Number and type of
session NR


Phase 2: Moderate exercise
Diet: NR
PA: Moderate level (5 d/wk)
for 56 d


Deliverer: NR
Contact: Number and type of
session NR


Phase 3: Intense exercise
Diet: NR
PA: Intense level (5 d/wk) for 56 d
Deliverer: NR
Contact: Number and type of
session NR


�0.9 kg Moderate exercies vs
�2.0 kg Intensive exercise
(NS)


HDL ([Moderate exercise,
Intensive exercise vs Diet)
(P<0.001)


TG (YModerate exercise, Intensive
exercise vs Diet) (P¼0.001)


2-h PPG, HbA1c, A:C, DBP, FBG,
SBP, UAER, WC, WHR (NR)


de la Cruz-
Munoz and
colleagues,
201136


N¼276
PreDM


RCz (within condition) 3-y follow-up following
laparoscopic adjustable gastric
banding, Roux-en-Y


�47 kg (SNR) YHbA1c, FBG (SNR)
2-h PPG, DBP, HDL, SBP, TG WC,
WHR (NR)
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Table 3. Included studies for weight loss question in individuals with metabolic syndrome or prediabetes (continued)


Author(s), y,
reference Sample Study design Intervention Weight loss Cardiometabolic outcomes


Gagnon and
colleagues,
201118


N¼48
PreDM


RCT Intervention: 12 mo
Intervention group
Diet: No specific recommendations
PA: 60 min/d
Deliverer: Physician, RD, registered
nurse


Contact: Every 6 wk, individual
session; every 2 wk, group
session


Control group
Diet: No specific recommendations
PA: 60 min/d
Deliverer: Physician, RD, registered
nurse


Contact: Every 2 wk, group session


�4.9 kg Intervention group vs
�0.6 kg Control group
(P<0.01)


SBP (YIntervention group vs
Control group) (P<0.03)


WC (YIntervention group vs
Control group) (P<0.01)


2-h PPG, HbA1c, DBP, FBG, HDL, TG
(NS)


WHR (NR)


Katula and
colleagues
201119


N¼301
PreDM


RCT Intervention: 12 mo
Intervention group
Diet: 1,200-1,800 kcal/d
PA: 180 min/wk
Deliverer: Community health
worker, RD


Contact: 1� wk, group session for
Mo 1-6; 3 individual sessions for
Mo 1-6; 1� mo, group session
for Mo 7-12; 1� mo, telephone
call for Mo 7-12


Control group
Diet: No specific recommendations
PA: No specific recommendations
Deliverer: RD
Contact: 2� individual sessions for
Mo 1-3, 1� mo newsletter


�6.97 kg Intervention group vs
�1.74 Control group
(P<0.0001)


FBG (YIntervention group vs
Control group) (P<0.0001)


WC (YIntervention group vs
Control group) (P<0.0001)


2-h PPG, HbA1c, DBP, HDL, SBP, TG,
WHR (NR)
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Table 3. Included studies for weight loss question in individuals with metabolic syndrome or prediabetes (continued)


Author(s), y,
reference Sample Study design Intervention Weight loss Cardiometabolic outcomes


Kim and
colleagues,
200937


N¼20
MetS


NRTaa


A non-MetS condition
was included in the
trial but is not
reported


Intervention: 12 wk
Diet: Instructed not to change
PA: 60 min/d, 3 d/wk, supervised
Deliverer: Exercise physiologist
Contact: 3� wk, type of session NR


�3.0 kg (NS) YHbA1c, TG, WC (P<0.01)
DBP, FBG, HDL, SBP (NS)
2-h PPG, A:C, UAER, WHR (NR)


Lee and
colleagues,
200938


N¼75
MetS


RCT Intervention: 12 wk
High protein
Diet: Meal replacement diet (low-
kcal [1,200-1,500 kcal/d], 2 meal
replacements/d), 50% kcal CHO,
20% kcal fat, 30% kcal protein;
25 g fiber


PA: Promoted
Deliverer: RD, registered nurse
Contact: 5� individual telephone
session, 5� in-person, type of
session NR


Control protein
Diet: Meal replacement diet (low-
kcal [1,200-1,500 kcal/d], 2 meal
replacements/d), 65% kcal CHO,
20% kcal fat, 15% kcal protein 25
g fiber


PA: Promoted
Deliverer: RD, registered nurse
Contact: 5� individual telephone
session, 5� in-person, type of
session NR


�5.0 kg High protein vs �4.9 kg
Control protein (NS)


DBP, FBG, HDL, SBP, TG, WC (NS)
2-h PPG, HbA1c, A:C, UAER, WHR
(NR)
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Table 3. Included studies for weight loss question in individuals with metabolic syndrome or prediabetes (continued)


Author(s), y,
reference Sample Study design Intervention Weight loss Cardiometabolic outcomes


Lu and
colleagues,
201139


N¼210
PreDM


RCT Intervention: 24 mo
Intervention group
Diet: No specific recommendations
PA: No specific recommendations
Deliverer: NR
Contact: Every 3 mo lifestyle group
session; 1� mo individual
telephone contact


Medication: Acrabose or
metformin


Control group
Diet: Standard care
PA: Standard care
Deliverer: NR
Contact: Standard care
Medication: Standard care


�2.66 kg Intervention group vs
e1.48 Control group
(P¼0.013)


2-h PPG (YIntervention group vs
Control group) (P¼0.032) DBP
(YIntervention group vs Control
group) (P<0.0000)


FBG (YIntervention group vs
Control group) (P¼0.046) SBP
(YIntervention group vs Control
group) (P<0.0000)


TG (YIntervention group vs Control
group) (P¼0.038)


WC (YIntervention group vs
Control group) (P¼0.019)


HbA1c, HDL (NS)
WHR (NR)


Mujica and
colleagues
201040


N¼51
MetS


RCT Intervention: 18 wk
Intervention group
Diet: No specific recommendations
PA: 60 min 3�/wk, supervised
Deliverer: Physician, psychologist,
physical therapist, RD


Contact: 1� mo over 4 mo, group
session


Control group
Diet: None
PA: None
Deliverer: None
Contact: None


�3.9 kg Intervention group vs
e0.7 kg Control group
(P¼0.012)


DBP (YIntervention group vs
Control group) (P¼0.014)


TG (YIntervention group vs Control
group) (P<0.001)


WC (YIntervention group vs
Control group) (P<0.001)


FBG, HDL, SBP (NS)
2-h PPG, HbA1c, A:C, UAER, WHR
(NR)
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Table 3. Included studies for weight loss question in individuals with metabolic syndrome or prediabetes (continued)


Author(s), y,
reference Sample Study design Intervention Weight loss Cardiometabolic outcomes


Munakata and
colleagues
201123


N¼109
MetS


RCT Intervention: 6 mo
Multiple guidance
Diet: 300-600 kcal/d deficit
PA: 30 min, 5�/wk
Deliverer: Exercise trainer,
physician, RD, registered nurse


Contact: Every 2 mo (in case
anthropometric change was not
achieved session was with
exercise trainer, RD, physician, or
registered nurse; in case
anthropometric change was
achieved, NR who contact was
with), type of session NR


Single guidance
Diet: 300-600 kcal/d deficit
PA: 30 min, 5�/wk
Deliverer: Exercise trainer,
Physician, RD, registered nurse


Contact: 1�, type of session NR


�4.1 kg Multiple guidance vs
e2.5 kg Single guidance (NS)


FBG (YMultiple guidance vs Single
guidance) (P¼0.03)


WC (YMultiple guidance vs Single
guidance) (P¼0.02)


HbA1c, DBP, HDL, SBP, TG (NS)
2-h PPG, A:C, UAER, WHR (NR)


Ng and
colleagues
200941


N¼35
MetS


RCT Intervention: 16 wk
Intervention group
Diet: Hypocaloric (kcal NR), low-fat
(amount of fat NR) diet (14 wk);
maintenance diet (NR) (2 wk)


PA: Instructed not to change
Deliverer: NR
Contact: NR
Control group
Diet: Isocaloric weight
maintenance (kcal NR)


PA: Instructed not to change
Deliverer: NR
Contact: NR


�13 kg Intervention group
vs þ4 kg Control group
(P<0.001)


TG (YIntervention group vs Control
group) (P<0.05)


WC (YIntervention group vs
Control group) (P<0.001)


FBG, HDL (NS)
2-h PPG, HbA1c, A:C, DBP, SBP,
UAER, WHR (NR)
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Table 3. Included studies for weight loss question in individuals with metabolic syndrome or prediabetes (continued)


Author(s), y,
reference Sample Study design Intervention Weight loss Cardiometabolic outcomes


Oh and
colleagues
201042


N¼52
MetS


RCT Intervention: 6 mo, 12 mo
follow-up


Intervention group
Diet: <1,500 kcal/d, 55%-60% kcal
CHO


PA: 3 supervised sessions/wk, Mo
1-3; 2 supervised sessions/wk,
Mo 4-6


Deliverer: Exercise physiologist,
nurse practitioner


Contact: 90 min each session for
diet and PA, group session


Control group
Diet: General written education
PA: General written education
Deliverer: NR
Contact: None


�4.3 kg Intervention group vs
e0.9 kg Control group
(P<0.001)


WC (YIntervention group vs
Control group) (P<0.001)


DBP, FBG, HDL, SBP, TG (NS)
2-h PPG, HbA1c, A:C, UAER, WHR
(NR)


Orozco and
colleagues,
200814


N¼8 studies
in 25
publications


Participants at
high risk for
development
of type 2
diabetesbb


Meta-analysis RCTs of exercise and diet
interventions of a minimum of 6
mo duration and a comparison
of a standard recommendation
arm, reporting on diabetes
incidence


Pooled effect of intervention
eY2.72 kg (95% CI)


Pooled effect of intervention:
YDBP (95% CI)
YFBG (95% CI)
YSBP (95% CI)
YTG (95% CI)
YWC (95% CI)
2-h PPG, WHR (NS)
HDL (not estimable)
A1c, A:C, UAER (NR)
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Table 3. Included studies for weight loss question in individuals with metabolic syndrome or prediabetes (continued)


Author(s), y,
reference Sample Study design Intervention Weight loss Cardiometabolic outcomes


Parikh and
colleagues,
201043


N¼99
PreDM


RCT Intervention: 10 wk, 12 mo follow-
up


Intervention group
Diet: No specific recommendations
PA: No specific recommendations
Deliverer: Peer leaders
Contact: 8 sessions, group session
Control group
Diet: None
PA: None
Deliverer: None
Contact: None


�3.3 kg Intervention group vs
e1.1 Control group (P<0.01)


YWC (Intervention group vs
Control group) (P¼0.05)


2-h PPG, HbA1c, DBP, FBG, SBP
(NS)


HDL, TG, WHR (NR)


Sakane and
colleagues,
201144


N¼304
PreDM


RCT Intervention: 36 mo
Intervention group
Diet: <25% kcal fat, <160 kcal/d
from alcohol, 3 meals/d, avoid
eating late at night


PA: 700 kcal/wk
Deliverer: NP
Contact: 4� during Mo 1-6, group
session; 2� year, individual
session


Control group
Diet: No specific recommendations
PA: No specific recommendations
Deliverer: Nurse practitioner
Contact: 1�, group session


�1.8 kg Intervention group vs
�1.5 kg Control group (NS)


2-h PPG, FBG, WC (NS)
HbA1c, DBP, HDL, SBP, TG, WHR
(NR)
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Table 3. Included studies for weight loss question in individuals with metabolic syndrome or prediabetes (continued)


Author(s), y,
reference Sample Study design Intervention Weight loss Cardiometabolic outcomes


Seligman and
colleagues
201145


N¼75
MetS


RCT Intervention: 12 wk
Healthy diet
Diet: Healthy diet guidance
PA: 10,000 steps/d
Deliverer: NR
Contact: NR
Healthy dietþPA
Diet: Healthy diet guidance
PA: 45 min 3�/wk cyclergometer,
60 min brisk walking on other
days


Deliverer: NR
Contact: NR
Control
Diet: 30 kcal/kg body weight, 50%
to 65% kcal from CHO, 20% kcal
from fat (7%-8% kcal from SFA),
15%-20% kcal from protein


PA:1 h/d walking
Deliverer: NR
Contact: NR


�9.0 kg Healthy diet vs
�11.0 kg Healthy dietþPA vs
e8.0 kg Control (NS)


HDL ([Healthy dietþPA vs Control)
(P¼0.028)


UAER (YHealthy dietþPA vs
Control) (P¼0.05)


DBP, SBP, TG, WC (NS)
2-h PPG, HbA1c, A:C, FBG, WHR
(NR)


(continued on next page)


R
ESEA


R
C
H


1600
JO


U
R
N
A
L
O
F
TH


E
A
C
A
D
EM


Y
O
F
N
U
TR


ITIO
N


A
N
D


D
IETETIC


S
O
ctober


2017
Volum


e
117


N
um


ber
10







Table 3. Included studies for weight loss question in individuals with metabolic syndrome or prediabetes (continued)


Author(s), y,
reference Sample Study design Intervention Weight loss Cardiometabolic outcomes


Straznicky and
colleagues
201146


N¼38
MetS


RCT Intervention: 12 wk
Weight loss
Diet: Modified Dietary Approaches
to Stop Hypertension diet, 600
kcal/d deficit, 22% kcal protein


PA: No specific recommendations
Deliverer: NR
Contact: NR
Weight lossþexercise
Diet: Modified Dietary Approaches
to Stop Hypertension diet, 600
kcal/d deficit, 22% kcal protein


PA: 40-min cycling 3-4 d/wk and
1� wk supervised


Deliverer: NR
Contact: NR
Control
Diet: No specific recommendations
PA: No specific recommendations
Deliver: None
Contact: None


�7.9 kg Weight loss and
�10.4 kg Weight lossþ
exercise vs þ1.4 kg Control
(P<0.01)


e7.9 kg Weight loss vs
e10.4 kg Weight lossþ
exercise (P<0.05)


FBG (Yboth weight loss groups vs
Control) (P<0.001)


SBP (YWeight lossþexercise vs
Control) (P<0.01)


TG (YWeight lossþexercise vs
Control) (P<0.001)


WC (Yboth weight loss groups vs
Control) (P<0.001)


WC (YWeight lossþexercise vs
weight loss) (P<0.01)


2-h PPG, A:C, DBP, HDL, WHR (NS)
HbA1c, UAER (NR)
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Table 3. Included studies for weight loss question in individuals with metabolic syndrome or prediabetes (continued)


Author(s), y,
reference Sample Study design Intervention Weight loss Cardiometabolic outcomes


Straznicky and
colleagues,
201247


N¼63
MetS


RCT Intervention: 12 wk
Weight loss
Diet: Modified Dietary Approaches
to Stop Hypertension diet, 600
kcal/d deficit, 48% kcal CHO,
30% kcal fat (9% kcal SFA), 22%
kcal protein


PA: No specific recommendations
Deliverer: Nutritionist
Contact: Every 2 wk, type of
session NR


Weight lossþexercise
Diet: Modified Dietary Approaches
to Stop Hypertension diet, 600
kcal/d deficit, 48% kcal CHO,
30% kcal fat (9% kcal SFA), 22%
kcal protein


PA: 40-min cycling 3-4 d/wk and
1� wk supervised


Deliverer: Nutritionist
Contact: Every 2 wk, type of
session NR


Control
Diet: Usual diet
PA: Usual activity
Deliver: None
Contact: None


�7.1 kg Weight loss and �8.7 kg
Weight lossþexercise
vs þ1.0 kg Control (P<0.01)


FBG (Yboth weight loss groups vs
Control) (P<0.01)


TG (Yboth weight loss groups vs
Control) (P<0.01)


WC (Yboth weight loss groups vs
Control) (P<0.01)


WC (YWeight lossþexercise vs
Weight loss) (P<0.05)


WHR (YWeight lossþexercise vs
Control) (P<0.01)


DBP, HDL, SBP (NS)
2-h PPG, HbA1c, A:C, UAER (NR)
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Table 3. Included studies for weight loss question in individuals with metabolic syndrome or prediabetes (continued)


Author(s), y,
reference Sample Study design Intervention Weight loss Cardiometabolic outcomes


Straznicky and
colleagues
201048


N¼59
MetS


RCT Intervention: 12 wk
Weight loss
Diet: Modified Dietary Approaches
to Stop Hypertension diet, 600
kcal/d deficit, 48% kcal CHO,
30% kcal fat (15% kcal MUFAcc,
6% kcal Ppolyunsaturated fatty
acids, 9% kcal SFA), 22% kcal
protein


PA: No specific recommendations
Deliverer: NR
Contact: NR
Weight lossþexercise
Diet: Modified Dietary Approaches
to Stop Hypertension diet, 600
kcal/d deficit, 48% kcal CHO,
30% kcal fat (15% kcal MUFA, 6%
kcal polyunsaturated fatty acids,
9% kcal SFA), 22% kcal protein


PA: 40-min cycling 3-4 d/wk and
1� wk supervised


Deliverer: NR
Contact: NR
Control
Diet: Usual diet
PA: Usual activity
Deliver: None
Contact: None


�7.1 kg Weight loss and
�8.4 kg Weight lossþexercise
vs þ1.0 kg Control (P<0.01)


FBG (Yboth weight loss groups vs
Control) (P<0.05)


TG (Yboth weight loss groups vs
Control) (P<0.05)


WC (Yboth weight loss groups vs
Control) (P<0.01)


WC (YWeight lossþexercise vs
weight loss) (P<0.01)


WHR (YWeight lossþexercise vs
Control) (P<0.01)


2-h PPG, DBP, HDL, SBP, DBP (NS)
HbA1c, A:C, UAER (NR)
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Table 3. Included studies for weight loss question in individuals with metabolic syndrome or prediabetes (continued)


Author(s), y,
reference Sample Study design Intervention Weight loss Cardiometabolic outcomes


Yassine and
colleagues,
200949


N¼24
MetS


RCT Intervention: 12 wk
Exercise
Diet: No specific recommendations
PA: 50-60 min, 5�/wk supervised
Deliverer: Exercise physiologist
Contact: 5� wk, type of session NR
Exerciseþcaloric restriction
Diet: 500 kcal/d deficit
PA: 50-60 min, 5�/wk supervised
Deliverer: RD, exercise physiologist
Contact: 1� wk with RD, type of
session NR; 5� wk with exercise
physiologist, type of session NR


�3.8 kg Exercise vs �6.9 kg
Exerciseþcaloric restriction
(P¼0.02)


2-h PPG, DBP, FBG, HDL, SBP, TG,
WC, WHR (NS)


HbA1c, A:C, UAER (NR)


aMetS¼metabolic syndrome.
bPC¼prospective cohortewithin-condition analysis.
cPA¼physical activity.
dFP¼family physician.
eDBP¼diastolic blood pressure.
fFBG¼fasting blood glucose.
gSBP¼systolic blood pressure.
hWC¼waist circumference.
iHDL¼high-density lipoprotein cholesterol.
jTG¼triglycerides.
kNS¼not significant.
l2-h PPG¼2-hour postprandial glucose.
mHbA1c¼glycosylated hemoglobin.
nA:C¼albumin creatinine ratio.
oUAER¼urinary albumin excretion rate.
pWHR¼waist-to-hip ratio.
qNR¼not reported.
rPreDM¼prediabetes.
sRCT¼randomized controlled trialebetween-condition analysis.
tCHO¼carbohydrate.
uRD¼registered dietitian nutritionist or international equivalent.
vWeight change only reported in % weight loss.
wSNR¼significance not reported.
xSFA¼saturated fatty acids.
yNRT¼nonrandomized trial-between-condition analysis.
zRC¼retrospective cohort-within-condition analysis.
aaNRT¼nonrandomized trial-within-condition analysis.
bbImpaired glucose tolerance according to the World Health Organization criteria, impaired fasting glucose according to the American Diabetes Association criteria, previous gestational diabetes, hypertension �140/90 mm Hg, family history of type 2
diabetes in first-degree relatives, obesity (ie, body mass index �30), dyslipidemia (ie, HDL cholesterol �35 mg/dL [�0.91 mmol/L], triglycerides �250 mg/dL [�2.82 mmol/L], or both), or high-risk ethnic groups (eg, African-Americans, Hispanic-
Americans, native Americans, Asian-Americans, and Pacific Islanders).
ccMUFA¼monounsaturated fatty acid.
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Figure 2. Diagram of process of selecting included studies for medical nutrition therapy (MNT) question.
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publications, except for two publications,18,23 provided much
less guidance, and often no specific recommendations, on
diet and/or physical activity. No publication compared the
same intervention delivered by an RDN or international
equivalent vs another provider.
All 11 publications reported on glycemic outcomes,15-25


with four of 11 publications demonstrating significant de-
creases in FBG in the MNT vs comparison condition.17,19,20,23


Nine of the publications reported 2-hour postprandial blood
glucose levels,15-18,20-22,24,25 with five reporting significant
decreases in MNT vs the comparison condition.15,17,20-22 Eight
publications reported HbA1c,15,16,18,20-24 with only one
reporting significant decreases in MNT vs the comparison
condition.20 Thus, seven of 11 publications reported on a
significant reduction in a glycemic outcome in the MNT vs a
comparison condition.
Seven publications reported on lipid levels.16-18,20,21,23,24


For TG, three17,20,21 out of seven16-18,20,21,23,24 publications
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found a significant decrease in MNT vs the comparison con-
dition.16-18,20,21,23,24 Seven publications reported on change in
HDL, with no publication reporting significant condition dif-
ferences.16-18,20,21,23,24 Thus, three of seven publications on
lipids reported a significant reduction in the MNT vs a com-
parison condition.
Eleven publications examined changes in anthropometric


characteristics,15-25 with five18-20,22,23 out of nine15,17-20,22-25


publications reporting a significant decrease in WC in MNT
vs the comparison condition, with four publications reporting
no condition difference in WHR,16,21,22,24 leaving five out of 11
publications reporting a significant decrease in anthropo-
metric characteristics in MNT vs the comparison condition.
Out of six publications16-18,20,23,24 reporting blood pressure,
three reported significant reductions in systolic blood pres-
sure in the MNT vs the comparison condition,18,20,24 and
three reported significant reductions in diastolic blood pres-
sure in the MNT vs comparison condition,17,20,24 resulting in
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Full-text articles assessed for 
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Figure 3. Diagram of process of selecting included studies for the weight loss question.
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four out of six publications reporting on decreases in blood
pressure in the MNT vs the comparison condition. There were
no studies identified for MNT that reported on renal out-
comes in individuals with metabolic syndrome.
Two publications tested two versions of MNT, with the only


condition difference being frequency of contact.18,23 These
studies did find that the condition with greater frequency of
contact had significantly greater decreases in FBG, systolic
blood pressure, and WC.18,23


Weight Loss
The initial search yielded 476 abstracts. From the abstract
review, 176 articles were pulled to review, and 28 publica-
tions were included in the review (see Figure 3).
Results for the review on weight loss are shown in Table 3.


For weight loss, 28 publications14,18,19,23,26-49 were identified,
with 20 being RCTs,18,19,23,28,30,31,33,34,38-49 five being cohort
studies,26,27,29,32,36 two publications were nonrandomized
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trials,35,37 and one publication was a meta-analysis of RCTs
that included 25 publications.14 Eighteen publications met
the metabolic syndrome inclusion criteria23,26,28,29,31,
33-35,37,38,40-42,45-49 and 10 publications met the criteria for
prediabetes.14,18,19,27,30,32,36,39,43,44 Two of 28 publications re-
ported on follow-up after bariatric surgery,32,36 whereas the
remaining publications reported on nonbariatric weight
loss interventions. One publication included medication in
the weight loss intervention.39 The weight loss in-
terventions ranged in length from 3 months to 5 years, with
the longest interventions being bariatric interventions. For
nonbariatric interventions, interventions were delivered via
individual and/or group sessions in differing amounts of
contact by one or multiple providers, with providers rep-
resenting several disciplines. The dietary and physical
activity interventions provided to the condition(s) consid-
ered to be helpful for weight loss varied widely, with all
but one publication providing some dietary information
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(ie, participants were asked to not change dietary intake),37


and all but four publications providing some physical ac-
tivity information (ie, three publications asked participants
to not change physical activity28,33,41 and one publication
did not report any information about what was provided to
participants on physical activity35). The meta-analysis
examined diet and physical activity interventions that
were at least 6 months long.14


The comparison conditions varied tremendously in the
RCTs and nonrandomized trials.18,19,23,28,30,31,33-35,38-49 In 10
of these publications, there included a comparison condition
that provided less dietary and physical activity information
and contact than an intervention designed for weight
loss.19,34,39,40,42-44,46-48 In three of these publications a com-
parison condition had less contact, but provided equal di-
etary and physical activity information than an intervention
designed for weight loss.18,23,31 In three of these publications,
a comparison condition had identical contact and physical
activity information but different dietary information than an
intervention designed for weight loss,28,33,38 and in three of
these publications a comparison condition had identical
contact and dietary information but different physical
activity information than an intervention designed for weight
loss.46-48 One publication had a comparison condition with
identical physical activity information and different dietary
information and frequency of contact than an intervention
designed for weight loss.49 One publication had a comparison
condition with identical dietary information and different
physical activity information and frequency of contact than
an intervention designed for weight loss.30 Three publica-
tions did not report on dietary information, physical activity
information, or frequency of contact.35,41,45 The meta-analysis
examined comparison conditions composed of standard
recommendations.14


Eighteen publications reported on significant within- (for
studies analyzed as cohort studies)26,32 or between- (for
trials)14,18,19,28,30,33,34,39-43,46-49 condition weight loss out-
comes. For significant weight loss outcomes, weight changes
ranged from e1.5 to e13.0 kg and e3.0% to e26% weight loss.
The meta-analyses reported a statistically significant pooled
effect of e2.72 kg.14 The largest kilogram amount of signifi-
cant weight loss was from a 16-week intervention that
included a hypocaloric diet (kilocalorie amount was not re-
ported) and instructions for participants not to change
physical activity, with contact occurring every 3 weeks (type
of contact and who provided the contact was not reported),33


whereas the largest significant percent weight loss occurred
5 years after laparoscopic adjustable gastric banding.32


Twenty-five publications, including the meta-analysis,14


reported on glycemic outcomes.14,18,19,23,26,27,29-34,36-44,46-49


For FBG, 1014,19,23,26,27,32,39,46-48 out of 2514,18,19,23,26,27,29-34,
36-44,46-49 publications, including the meta-analysis,14 reported
significant within- or between-condition decreases in FBG.
Of 10 publications reporting significant FBG out-
comes,14,19,23,26,27,32,39,46-48 eight, including the meta-
analysis,14 also reported within- or between-condition
significant weight loss.14,19,26,32,39,46-48 Nine publications,
including the meta-analysis,14 reported on 2-hour post-
prandial glucose,14,18,32,39,43,44,46,48,49 with two reporting
significant within- or between-condition decreases, as well
as significant weight loss.32,39 For HbA1c, six publications
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reported on outcomes,18,23,32,37,39,43 with two finding within-
condition significant reductions,32,37 and of these two, one
also found within-condition significant weight loss.32 Thus,
out of 25 publications, 11, one being a meta-analysis, found
significant reductions in at least one glycemic outcome and
the majority of these publications reported significant weight
loss.
Twenty-four publications, including the meta-analysis,14


reported on lipid outcomes.14,18,23,26-35,37-42,45-49 Twenty-
three publications,14,18,23,26-29,31-35,37-42,45-49 including the
meta-analysis,14 reported on TG, with 13 publications,
including the meta-analysis,14 reporting within- or between-
condition significant reductions.14,28,29,32,33,35,37,39-41,46-48 Of
the 13 publications reporting significant reductions in
TG,14,28,29,32,33,35,37,39-41,46-48 10, including the meta-
analysis,14 also reported within- or between-condition
significant weight loss.14,28,32,33,39-41,46-48 Twenty-three
publications reported on HDL,18,23,26-35,37-42,45-49 with one
publication reporting a significant decrease in HDL in a
within-condition analysis29 and three publications reporting
an increase in HDL in within- and between-condition
analyses.32,35,45 Of four publications reporting significant
changes in HDL,29,32,35,45 only one reported significant weight
loss.32 Therefore, for lipids, out of 24 publications, with one
being a meta-analysis, fourteen reported on significant im-
provements in lipid profiles, with the majority also reporting
significant weight loss.
Twenty-three publications, including the meta-analysis,14


reported anthropometric characteristics.14,18,19,23,26,27,29,31,33,34,37-49


All 23 publications reported on WC,14,18,19,23,26,27,29,31,33,34,37-49


with 16 publications, including the meta-analysis,14


reporting within- or between-condition significant re-
ductions.14,18,19,23,29,33,34,37,39-43,46-48 Thirteen of these
publications, including the meta-analysis,14 also reported
within- or between-conditions significant weight
loss.14,18,19,33,34,39-43,46-48 Six publications, including the meta-
analysis,14 reported on WHR,14,31,46-49 with two publications
finding significant between-condition reductions in WHR
and weight loss.47,48 Consequently for anthropometrics, 16
out of 23 publications, one being a meta-analysis, showed
reductions in anthropometric characteristics, with the ma-
jority of these also reporting on significant weight loss.
For blood pressure, 20 publications reported on out-


comes,14,18,23,26,27,29,30,32,34,37-40,42,43,45-49 with seven14,18,26,29,32,39,46


and five14,26,29,39,40 publications reporting significant
within- or between-condition decreases in systolic and dia-
stolic blood pressure, respectively. The meta-analysis was one
of the publications that reported significant reductions in
both systolic and diastolic blood pressure.14 Seven publica-
tions, including the meta-analysis,14 that reported significant
decreases in blood pressure also reported significant within-
or between-condition weight loss.14,18,26,32,39,40,46


Only two publications reported renal outcomes.45,46


Seligman and colleagues45 found that urinary albumin
excretion rate was significantly lower in a healthy diet and
physical activity intervention compared with a control
intervention; however, weight loss was not significantly
different between the conditions. Straznicky and colleagues46


found no between-condition difference in albumin-to-
creatinine ratio when there was a significant between-
condition weight loss.
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Additional Published Research since Systematic
Reviews for the Prevention of T2DM Project Were
Conducted
To determine whether the results of the systematic reviews
for the Prevention of T2DM Project that are published on the
EAL are consistent with literature published after 2012,
additional systematic reviews were conducted using the
previously described procedures (ie, the same methods were
used for identifying studies, with author L.M. retrieving ar-
ticles to determine methodologic quality and outcomes of
interest; determining inclusion and exclusion criteria;
extracting data; and identifying outcomes of interest). One
study was identified that evaluated the influence of MNT,
with a weight loss focus, delivered by an RDN in individuals
with prediabetes, and a significant reduction in WC was re-
ported.50 For weight loss, 18 articles were identified,50-67


with 12 meeting the inclusion criteria for metabolic syn-
drome51-53,55-57,59-61,63,64,67and six meeting inclusion criteria
for prediabetes.50,54,58,62,65,66 These publications, except for
two that reported on the effects of intragastric balloon
treatment,55,61 reported on nonbariatric weight loss in-
terventions. Sixteen publications reported achieving signifi-
cant weight loss reductions.50,52-59,61-67 Eleven of the
identified studies reported significant improvements in gly-
cemic outcomes,52-54,56-59,61,64-66 nine studies found signifi-
cant improvements in lipid outcomes,51-53,56,57,59,61,62,64 and
nine studies reported significant improvements in anthro-
pometric outcomes.50,52,53,55,56,58,59,61,64 Six studies reported
a significant improvement in blood pressure.53,55-57,59,61 No
study reported renal outcomes.


DISCUSSION
Nutrition recommendations for prevention of T2DM have
been developed for the EAL, with 11 of the recommendations
established from systematic reviews. Two of the recom-
mendations, which focused on MNT and weight loss, received
the highest possible ratings for recommendations. Both sys-
tematic reviews indicated that the majority of studies in
which glycemic, WC, and/or blood pressure measures had
been taken found significant improvements in glycemic
outcomes (predominantly in FBG and 2-hour postprandial
glucose), WC, and blood pressure.14,15,17-24,26,27,29,32-34,36,37,
39-43,46-48 The systematic review for weight loss also found
that the majority of the studies that measured TG also re-
ported significant improvements in this mea-
sure.14,28,29,32,33,35,37,39-41,46-48 Because improvement in these
clinical parameters, especially for glycemic outcomes, is
believed to decrease risk for the development of T2DM, the
significant reductions found in the reviews should assist with
preventing T2DM.4,10 Improvement in these clinical param-
eters (ie, glycemic outcomes, WC, TG levels, and blood pres-
sure) also increases the likelihood the criteria for diagnosis
for prediabetes or metabolic syndrome will no longer be
met.4-6 Thus, the consistent finding from studies of higher
quality study design that MNT and weight loss improve these
clinical parameters provides strong evidence that these
nutrition approaches should be implemented to assist with
preventing the development of T2DM. The findings from the
systematic review on weight loss are also consistent with
2017 recommendations from the ADA on the prevention or
delay of T2DM.68
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The reviews also found that for both MNT and weight loss,
there was much less support that either of these nutrition
recommendations improve HDL or WHR. However, in case
these are the only clinical parameters that do not show
improvement from MNT or weight loss, as stated previously,
risk for developing T2DM should still be reduced because the
likelihood of meeting criteria for prediabetes or metabolic
syndrome has been lowered. Few studies measured renal
outcomes, albumin-to-creatinine ratio, and urinary albumin
excretion rate, so no conclusions can be drawn about the
influence of MNT or weight loss on these clinical parameters
in those with metabolic syndrome.
Although the focus of this article is to present the basis of


the systematic reviews for the MNT and weight loss recom-
mendations for the EAL Prevention of T2DM project, for this
article the reviews were updated and concisely summarized.
Findings indicate that since 2012, new investigations have
been published meeting the inclusion criteria, with these
investigations finding similar results as the initial systematic
reviews. These studies increase the quantity of investigations
demonstrating that MNT and weight loss improve clinical
parameters in individuals with prediabetes and metabolic
syndrome that should reduce the risk of developing diabetes.
It is important to note that the interventions that evaluated


the influence of MNT and weight loss on outcomes varied
tremendously in terms of use and type of dietary and physical
activity intervention, deliverer providing the intervention,
type and frequency of contact, and length of intervention.
Thus, conclusions about exactly what the MNT or weight loss
intervention should be to achieve the improvements in gly-
cemic, WC, TG, and blood pressure outcomes cannot be
drawn. The majority of the MNT dietary interventions
included in the review focused on weight loss, suggesting
that MNT may need to have a weight loss focus to be suc-
cessful for reducing the risk of developing T2DM.16,17,19-25


Furthermore, results of the systematic review for MNT also
suggest that greater frequency of contact improves out-
comes.18,23 To better understand how to optimize MNT out-
comes to improve the clinical parameters examined in the
systematic review, future research should examine the effect
of MNT that produces weight loss, MNT that does not pro-
duce weight loss, and frequency of contact during MNT on
clinical parameters. In addition, because few studies have
investigated how MNT influences metabolic syndrome, more
research is needed in this area. Finally, to better understand
the unique role of RDNs or international equivalents on
reducing the risk of developing T2DM, comparisons should
be made between similar interventions delivered by RDNs
and other health care providers on clinical outcomes.
For weight loss, although it was not a focus of the review,


given the current recommendations regarding adult weight
loss,69 it is anticipated that larger amounts of weight loss
would enhance improvements in clinical parameters, further
decreasing the risk of T2DM. What is known from other
evidence-based guidelines about weight loss is that there is
no specific diet, other than reducing energy intake, that is
recommended for weight loss, a comprehensive lifestyle
intervention (eg, diet, physical activity, and behavior coun-
seling) produces greater weight loss than a diet or physical
activity intervention alone, greater frequency of contact
when delivering a comprehensive lifestyle intervention may
assist with enhancing weight loss, and bariatric surgery
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produces greater long-term weight loss than comprehensive
lifestyle intervention.69 Furthermore, it is important to note
that bariatric surgery may have the potential to influence
clinical parameters using mechanisms that are not known at
this time that do not involve weight loss.
Strengths of the systematic reviews are including studies


that only have samples, or only reporting on samples, that
are at high risk for developing T2DM. In addition, only
study designs with higher quality ratings were included in
the review. The main weakness of the review was using
clinical parameters as outcomes, rather than incidence of
diabetes, and including studies with short interventions
(3 months). Limiting the studies in the reviews to only
those that measured incidence of diabetes or that were
interventions with longer time frames (ie, �12 months)
would have severely limited the number of studies
included in the reviews, reducing our ability to draw strong
conclusions.


CONCLUSIONS
Results of the systematic reviews for MNT and weight loss for
the prevention of T2DM provided strong evidence that these
nutrition recommendations will have an influence on clinical
parameters that reduce the risk of the development of T2DM.
RDNs working with high-risk populations, such as adults
with prediabetes and metabolic syndrome, are encouraged to
use these nutrition recommendations to engage in evidence-
based practice.
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A B S T R A C T


Background


The prevalence of disease-related malnutrition in Western European hospitals is estimated to be about 30%. There is no consensus
whether poor nutritional status causes poorer clinical outcome or if it is merely associated with it. The intention with all forms of
nutrition support is to increase uptake of essential nutrients and improve clinical outcome. Previous reviews have shown conflicting
results with regard to the effects of nutrition support.


Objectives


To assess the benefits and harms of nutrition support versus no intervention, treatment as usual, or placebo in hospitalised adults at
nutritional risk.


Search methods


We searched Cochrane Central Register of Controlled Trials (CENTRAL) in the Cochrane Library, MEDLINE (Ovid SP), Embase
(Ovid SP), LILACS (BIREME), and Science Citation Index Expanded (Web of Science). We also searched the World Health Organi-
zation International Clinical Trials Registry Platform (www.who.int/ictrp); ClinicalTrials.gov; Turning Research Into Practice (TRIP);
Google Scholar; and BIOSIS, as well as relevant bibliographies of review articles and personal files. All searches are current to February
2016.


Selection criteria


We include randomised clinical trials, irrespective of publication type, publication date, and language, comparing nutrition support
versus control in hospitalised adults at nutritional risk. We exclude trials assessing non-standard nutrition support.
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Data collection and analysis


We used standard methodological procedures expected by Cochrane and the Cochrane Hepato-Biliary Group. We used trial domains
to assess the risks of systematic error (bias). We conducted Trial Sequential Analyses to control for the risks of random errors. We
considered a P value of 0.025 or less as statistically significant. We used GRADE methodology. Our primary outcomes were all-cause
mortality, serious adverse events, and health-related quality of life.


Main results


We included 244 randomised clinical trials with 28,619 participants that met our inclusion criteria. We considered all trials to be at high
risk of bias. Two trials accounted for one-third of all included participants. The included participants were heterogenous with regard to
disease (20 different medical specialties). The experimental interventions were parenteral nutrition (86 trials); enteral nutrition (tube-
feeding) (80 trials); oral nutrition support (55 trials); mixed experimental intervention (12 trials); general nutrition support (9 trials);
and fortified food (2 trials). The control interventions were treatment as usual (122 trials); no intervention (107 trials); and placebo
(15 trials). In 204/244 trials, the intervention lasted three days or more.


We found no evidence of a difference between nutrition support and control for short-term mortality (end of intervention). The
absolute risk was 8.3% across the control groups compared with 7.8% (7.1% to 8.5%) in the intervention groups, based on the risk
ratio (RR) of 0.94 (95% confidence interval (CI) 0.86 to 1.03, P = 0.16, 21,758 participants, 114 trials, low quality of evidence). We
found no evidence of a difference between nutrition support and control for long-term mortality (maximum follow-up). The absolute
risk was 13.2% in the control group compared with 12.2% (11.6% to 13%) following nutritional interventions based on a RR of 0.93
(95% CI 0.88 to 0.99, P = 0.03, 23,170 participants, 127 trials, low quality of evidence). Trial Sequential Analysis showed we only
had enough information to assess a risk ratio reduction of approximately 10% or more. A risk ratio reduction of 10% or more could
be rejected.


We found no evidence of a difference between nutrition support and control for short-term serious adverse events. The absolute risk
was 9.9% in the control groups versus 9.2% (8.5% to 10%), with nutrition based on the RR of 0.93 (95% CI 0.86 to 1.01, P = 0.07,
22,087 participants, 123 trials, low quality of evidence). At long-term follow-up, the reduction in the risk of serious adverse events was
1.5%, from 15.2% in control groups to 13.8% (12.9% to 14.7%) following nutritional support (RR 0.91, 95% CI 0.85 to 0.97, P
= 0.004, 23,413 participants, 137 trials, low quality of evidence). However, the Trial Sequential Analysis showed we only had enough
information to assess a risk ratio reduction of approximately 10% or more. A risk ratio reduction of 10% or more could be rejected.


Trial Sequential Analysis of enteral nutrition alone showed that enteral nutrition might reduce serious adverse events at maximum
follow-up in people with different diseases. We could find no beneficial effect of oral nutrition support or parenteral nutrition support
on all-cause mortality and serious adverse events in any subgroup.


Only 16 trials assessed health-related quality of life. We performed a meta-analysis of two trials reporting EuroQoL utility score at long-
term follow-up and found very low quality of evidence for effects of nutritional support on quality of life (mean difference (MD) -
0.01, 95% CI -0.03 to 0.01; 3961 participants, two trials). Trial Sequential Analyses showed that we did not have enough information
to confirm or reject clinically relevant intervention effects on quality of life.


Nutrition support may increase weight at short-term follow-up (MD 1.32 kg, 95% CI 0.65 to 2.00, 5445 participants, 68 trials, very
low quality of evidence).


Authors’ conclusions


There is low-quality evidence for the effects of nutrition support on mortality and serious adverse events. Based on the results of our
review, it does not appear to lead to a risk ratio reduction of approximately 10% or more in either all-cause mortality or serious adverse
events at short-term and long-term follow-up.


There is very low-quality evidence for an increase in weight with nutrition support at the end of treatment in hospitalised adults
determined to be at nutritional risk. The effects of nutrition support on all remaining outcomes are unclear.


Despite the clinically heterogenous population and the high risk of bias of all included trials, our analyses showed limited signs of
statistical heterogeneity. Further trials may be warranted, assessing enteral nutrition (tube-feeding) for different patient groups. Future
trials ought to be conducted with low risks of systematic errors and low risks of random errors, and they also ought to assess health-
related quality of life.
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P L A I N L A N G U A G E S U M M A R Y


Feeding support in hospitalised adults at risk of undernourishment


Review question


We reviewed the benefits and harms of feeding support given to adults in hospital at risk of undernourishment based on different
methods, ranging from the formally-validated to ‘according to the opinion’ of the trial investigators.


Background


People who are malnourished when they are admitted to hospital might be at increased risk of death or are more likely to experience
a serous complication. Delivering feeding support might help them, although being malnourished may be associated with a severe
underlying disease. In this case, specific interventions aimed at improving their nutritional status would not help, as it would not be
the poor nutritional status in itself that caused the increased risk of death or of experiencing a serious harm.


Date of search


Feburary 2016.


Study characteristics


We included 244 trials, with 28,619 participants. The included trials assessed the effects of different kinds of nutrition support (i.e.
dietary advice, enriching regular food with extra protein and calories, protein shakes, feeding through a catheter directly into a vein or
through a tube directly into the stomach or gut). The nutrition support was provided to people in the trial who were ill with many
different types of diseases and undergoing different procedures. What they all had in common was that they were at risk by at least one
measure, including the trialists’ clinical opinion.


Key results


We found no evidence of a difference between nutrition support and control for risk of death. We found that 8.3% people died at
short-term follow-up in the control groups compared with 7.8% in those who had been given nutritional support (low quality of
evidence). At the longest point of follow-up 13.2% people in the control groups died compared with 12.2% in those who had been
given nutritional support (low quality of evidence). We found no evidence of a difference between nutrition support and control for
risk of a serious complications in the short term. People in the control groups had a serious complication rate of 9.9% at short-term
follow-up compared with 9.2% with nutrition (low quality of evidence). At long-term follow-up 15.2% of people in the control groups
had a serious complication compared with 13.8% in the nutrition groups (low quality of evidence). These results are based on just
over 21,000 participants. Nutrition may increase weight by about 1.32 kg compared with people in the control groups. The increase
in weight of 1.32 kg on average is of uncertain benefit. We could not reliably assess the effects on quality of life due to the variation
in the reporting of this information. When we looked at the different types of nutrition support, a secondary analysis suggested that
tube-feeding might be beneficial, reducing serious complications at maximum follow-up, but the strength of this finding is low.


Quality of the evidence


The evidence for our conclusions is of low quality for death and serious complications, and very low quality for weight. All trials had a
high risk of bias (i.e. the trials were all conducted in a way that may overestimate the benefits and underestimate the harms of nutrition
support). The results were consistent for death and serious complications, but there was a high level of variation in the effects on weight
across the studies.
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S U M M A R Y O F F I N D I N G S F O R T H E M A I N C O M P A R I S O N [Explanation]


Nutrit ion support versus no intervent ion, placebo, or treatment as usual in hospitalised adults at nutrit ional risk


Patient or population: hospitalised adults at nutrit ional risk


Setting: hospital


Intervention: nutrit ion support


Comparison: no intervent ion, placebo, or treatment as usual


Outcomes Anticipated absolute effects∗ (95% CI) Relative effect


(95% CI)


of participants


(studies)


Quality of the evidence


(GRADE)


Comments


Risk with no interven-


tion, placebo, or treat-


ment-as-usual


Risk with nutrition sup-


port


All-cause mortality


- at end of intervent ion Study populat ion RR 0.94
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igible treatments were


used in 9 trials generat-
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isons (= 127 studies)


83 per 1.000 78 per 1.000
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any possible interven-


t ion ef fect, if any, is less


than 10%. Mult iple el-


igible treatments were


used in 10 trials gener-


at ing a further 14 com-


parisons (= 141 stud-


ies)


132 per 1.000 122 per 1.000


(116 to 130)


Serious adverse events


- at end of intervent ion Study populat ion RR 0.93


(0.86 to 1.01)


22,087


(123 RCTs)


⊕⊕©©


LOW 1
Trial Sequent ial Anal-


ysis of all nutrit ion


support trials shows


that the fut ility area


is reached. This leads


us to conclude that


any possible interven-


t ion ef fect, if any, is less


than 11%. Mult iple el-


igible treatments were


used in 10 trials gener-


at ing a further 14 com-


parisons (= 137 stud-


ies)


99 per 1.000 92 per 1.000


(85 to 100)


at maximum follow-up Study populat ion RR 0.91


(0.85 to 0.97)


23,413


(137 RCTs)


⊕⊕©©


LOW 1
Trial Sequent ial Anal-


ysis of all nutrit ion


support trials shows


that the fut ility area


is reached. This leads


us to conclude that


any possible interven-


t ion ef fect, if any, is less


than 10%. Mult iple el-


igible treatments were
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used in 11 trials gener-


at ing a further 15 com-


parisons (= 152 stud-


ies)
152 per 1.000 138 per 1.000


(129 to 147)


Health-related quality of lif e


-at end of intervent ion We found that nutrit ion support of any type for


part icipants at nutrit ional risk (def ined by our


inclusion criteria, including as def ined by the trial


invest igators) did not show any benef it or harm


with regard to quality of lif e at end of intervent ion


or at maximum follow-up. Few trials used sim ilar


quality-of -lif e quest ionnaires, and only data f rom


EuroQoL utility score and SF-36 could be used


in a meta-analysis. Whichever score was used,


we found no benef icial or harmful ef fects. While


most trials found no benef icial or harmful ef fect


of nutrit ion support , only a few trials found a


benef icial ef fect on specif ic parameters. All in-


cluded trials assessing health-related quality of


lif e were at high risk of bias


- (16 RCTs) -


at maximum follow-up (


(EuroQol) )


Control group mean


quality of lif e scores


were 0.486 and 0.175


Quality of lif e was on av-


erage 0.01 units lower


(0.03 lower to 0.01


higher)


- 3961


(2 RCTs)


⊕©©©


VERY LOW 2


Weight at the end of in-


tervent ion


Control group weight


ranged f rom 45.9 to 73.


03 kg


MD 1.32 kg higher


(0.65 higher to 2 higher)


- 5445


(68 RCTs)


⊕©©©


VERY LOW 3


* The risk in the intervention group (and its 95% conf idence interval) is based on the assumed risk in the comparison group and the relative effect of the intervent ion (and its


95% CI).


CI: Conf idence interval; RR: Risk rat io; M D: mean dif ference
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GRADE Working Group grades of evidence


High quality: We are very conf ident that the true ef fect lies close to that of the est imate of the ef fect


M oderate quality: We are moderately conf ident in the ef fect est imate: The true ef fect is likely to be close to the est imate of the ef fect, but there is a possibility that it is


substant ially dif f erent


Low quality: Our conf idence in the ef fect est imate is lim ited: The true ef fect may be substant ially dif f erent f rom the est imate of the ef fect


Very low quality: We have very lit t le conf idence in the ef fect est imate: The true ef fect is likely to be substant ially dif f erent f rom the est imate of ef fect


1Downgraded by 2 levels because of a very serious risk of bias.
2Downgraded by 4 levels because of a very serious risk of bias (2 levels), and serious inconsistency of the evidence (2 levels).
3Downgraded by 3 levels because of a very serious risk of bias and serious inconsistency.


xxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxxx
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B A C K G R O U N D


Description of the condition


The prevalence of disease-related malnutrition in Western Euro-
pean hospitals is estimated to be about 30% (Norman 2008a). To
date, there is no consensus whether poor nutritional status causes
poorer clinical outcome or if it is merely associated with it. A poor
nutritional status might be a consequence of the underlying dis-
ease rather than a cause of poor clinical outcome.
The aetiology of malnutrition may be divided into three entities:
1. insufficient delivery of nutrients that may be due to low con-
sumption, low absorption of nutrients through the gastrointesti-
nal tract, failure to use the absorbed nutrients, or an increase in ex-
cretion of nutrients which may be termed starvation-related mal-
nutrition;
2. increased catabolism that may be due to an underlying chronic
disease or a consequent treatment which may be termed chronic
disease-related malnutrition;
3. acute disease or injury states with marked inflammatory re-
sponse (such as major infections, burn, and trauma) (Jensen 2010).
It may be that provision of nutrition support may benefit people
with starvation-related malnutrition and not benefit adults with
chronic disease-related malnutrition. The many adverse outcomes
associated with malnutrition include malfunctioning of the im-
mune system, impaired wound healing, muscle wasting, longer
lengths of hospital stay, higher treatment costs, and increased mor-
tality (Barker 2011).
Many screening tools, anthropometric measurements, biomark-
ers, and conditions have been proposed to identify people at nu-
tritional risk. Three of the main screening tools devised are the
Nutritional Risk Screening 2002 (NRS 2002) (Kondrup 2003),
the Malnutrition Universal Screening Tool (MUST) (Elia 2003),
and the Mini Nutritional Assessment (MNA) (Vellas 1999). The
Subjective Global Assessment (SGA) (Detsky 1987) is an assess-
ment tool that aims at predicting clinical outcome (Van Bokhorst
2014). The NRS, MUST, and MNA screening tools do not distin-
guish between being at risk of malnutrition and being malnour-
ished, whereas the SGA aims only at identifying people who are
malnourished. Although not entirely similar, the screening tools,
including the SGA, use many of the same questions and focus on
identifying ’people at nutritional risk’.
The screening tools look at two aspects of being at nutritional risk.
The first aspect is whether the person is currently malnourished,
and the second is whether the person might become malnourished
in the future. Body mass index (BMI), weight loss during the last
three or six months, and food intake during the last week are all
variables assessed when determining if a person is currently mal-
nourished. The assumption that a person might become malnour-
ished in the future is based on an association between certain con-
ditions and nutritional requirements. The mechanism of action
is thought to be a high rate of catabolism either directly associ-


ated with the condition or the consequent treatment leading to an
increased protein requirement. A low intake of food might con-
tribute. Examples of such conditions and interventions are open
major abdominal surgery (Morlion 1998); stroke (Chalela 2004);
severe infections, defined as sepsis with organ dysfunction (Shaw
1987); people in intensive care units with organ failure (Larsson
1990b); and sick elderly people (Hickson 2006; Norman 2008a).
In these conditions, the protein requirement to maintain nitrogen
balance, if possible at all, is approximately 1.2 g/kg a day or more.
Biomarkers and anthropometric measures have also been used to
define nutritional risk (Van Bokhorst 2014). The biomarkers in-
clude low levels of albumin, low levels of other plasma proteins,
and low lymphocyte counts (Van Bokhorst 2014). It is question-
able if the biomarkers are directly related to being at nutritional
risk (Van Bokhorst 2014). The anthropometric measures include,
in addition to body weight and height or BMI, triceps skinfold
and arm muscle circumference.


Description of the intervention


The intention with all forms of nutrition support is to increase
uptake of essential nutrients. The nutrition support can come in
many different forms.
The five main ways of administration may be classified as ’general
nutrition support’, ’fortified foods’, ’oral nutrition supplements’,
’enteral nutrition’, and ’parenteral nutrition’ (Lochs 2006). ’Gen-
eral nutrition support’ aims at increasing normal food consump-
tion. It includes, but is not limited to, dietary counselling and
usually involves an estimation of the person’s requirements and
guidance of the person as to which food items might be suitable.
’Fortified foods’ are normal food enriched with specific nutrients,
in particular with energy and proteins with or without additional
vitamins, minerals, and trace elements (Lochs 2006). ’Oral nutri-
tion supplements’ are supplementary oral intake of food for spe-
cial medical purposes in addition to the normal food, but may
replace normal oral intake entirely. Oral nutrition supplements are
usually liquid, but they are also available in other forms such as
powder, dessert-style, or bars (Lochs 2006). ’Enteral nutrition’ is
the infusion of a standard liquid formulation through a tube into
either the stomach or the small intestine. ’Parenteral nutrition’ is
intravenous fluids containing both a source of nitrogen and a non-
protein calorie source as well as all essential nutrients.
One special type of nutrition support is immuno-nutrition which
contains nutrients believed to possess specific properties (e.g.
immune-modulating). Examples of such nutrients are enhanced
amounts of glutamine, arginine, fish oil, and branched chain
amino acids-enriched formulas (Calder 2003; Tan 2014).


How the intervention might work
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Being nutritionally at risk consists of two complex components
(see Description of the condition). The result is that the cells and
organs of the body are thought to function sub-optimally. The
main focus of nutrition support is to provide essential nutrients in
order to preserve or restore normal functions of a variety of cells and
organs, which might improve clinical outcomes (i.e. fewer com-
plications, fewer infections, earlier mobilisation), and improved
quality of life (Stratton 2003).


Why it is important to do this review


The prevalence of disease-related malnutrition in hospitals is con-
siderable. A substantial disease burden and healthcare cost can be
alleviated by nutrition support if it is effective and, reciprocally, a
considerable cost and a number of complications associated with
nutrition support may occur if it is ineffective or even harmful.
One meta-analysis from 2003 analysing randomised clinical tri-
als of enteral nutrition (tube-feeding or oral supplements) found
a 50% reduction in complications when trials including diverse
participant groups were aggregated in a single analysis (Stratton
2003). However, this analysis did not assess the risks of bias in the
included trials. One systematic review assessing the effect of enteral
or oral nutrition support versus untreated controls assessed risk of
bias in the included trials in terms of allocation concealment and
blinding (Koretz 2007). However, this review did not assess in-
complete outcome data, selective outcome reporting, or for-profit
bias (Chan 2004; Higgins 2011; Lundh 2017). In spite of these
caveats, this systematic review showed that oral nutrition support
did not seem to benefit any subgroup of people except geriatric par-
ticipants (Koretz 2007). There was no aggregated analysis of all the
trials (Higgins 2011). Another meta-analysis looked at adults hav-
ing abdominal surgery (Stratton 2007). Despite the fact that both
Koretz 2007 and Stratton 2007 included people having abdom-
inal surgery they reached opposing conclusions. The first meta-
analysis showed no benefit of enteral nutrition in people having
abdominal surgery for total complications nor for mortality. The
second meta-analysis showed benefit of both oral and enteral nu-
trition support. Yet another systematic review assessed the effects
of parenteral nutrition support versus no nutrient intake (Koretz
2001). This review concluded that there were not enough data to
assess whether parenteral nutrition had any effect in people being
either severely malnourished or with a high rate of catabolism (i.e.
in people at nutritional risk). The overall results showed no signif-
icant beneficial effect of parenteral nutrition, except in a subgroup
assessing preoperative participants (Koretz 2001). One more re-
cent systematic review and meta-analysis looking at enteral nutri-
tion for people in intensive care units concluded that only trials
with a high risk of bias showed reduced mortality (Koretz 2014).
A meta-analysis including malnourished medical inpatients found
no effect on clinical outcomes such as mortality or infection, but
found that nutrition support increased weight (Bally 2016).


Nutrition support might have beneficial effects in adults at risk of
malnutrition, but previous meta-analyses have shown conflicting
results (Stratton 2003; Koretz 2007; Stratton 2007; Koretz 2014;
Bally 2016) and they have not exclusively included participants
with an indication for nutrition support (Koretz 2007). No prior
systematic review has been conducted that fully takes into account
the risk of systematic errors due to bias, the risks of design errors,
and risks of random errors (’play of chance’) (Keus 2010; Garattini
2016). We chose to focus on hospitalised adults with malnutrition
or at risk of malnutrition because this population seemed to have
the largest potential to benefit from nutrition support.


O B J E C T I V E S


To assess the benefits and harms of nutrition support versus no
intervention, treatment as usual, or placebo in hospitalised adults
at nutritional risk.


M E T H O D S


Criteria for considering studies for this review


Types of studies


We included all randomised clinical trials, irrespective of publi-
cation type, publication status, publication date, and language.
We excluded cluster-randomised and quasi-randomised studies.
In line with our protocol, we plan to assess observational data of
harms in a separate review.


Types of participants


Adult participants, defined as people of 18 or more years of age,
hospitalised at the beginning of the intervention period, and ful-
filling one or more of the following inclusion criteria and none of
the exclusion criteria:


Inclusion criteria


• Participants characterised as at nutritional risk according to
the NRS 2002, MUST, MNA, or SGA criteria (see Background).


• Participants characterised as at least moderately at risk of
malnutrition according to the screening tool NRS 2002 (i.e.
BMI less than 20.5 kg/m2, weight loss of at least 5% during the
last three months, weight loss of at least 10% during the last six
months, or insufficient food intake during the last week (50% of
requirement or less) (Kondrup 2003)).


• Participants theoretically known to be at nutritional risk
either due to increased nutritional requirements or decreased


9Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 4.0







food intake. We accepted the following conditions and
procedures: major surgery such as open abdominal (liver,
pancreas, gastro-oesophageal, small intestine, colorectal) surgery;
stroke; adults in intensive care units; adults with severe
infections, and frail elderly people (defined by trialists) with
pulmonary disease, oncology, or minor surgery (e.g. hip fracture)
(Shaw 1987; Larsson 1990b; Morlion 1998; Chalela 2004;
Norman 2008a).


• Participants characterised as nutritionally at risk due to
surrogate biomarkers such as low levels of albumin, low levels of
other plasma proteins, or low lymphocyte counts or
anthropometric markers (BMI, triceps skinfold, arm muscle
circumference).


• Participants characterised by the trialists as malnourished,
undernourished, at nutritional risk, or similar terms, using a
classification not mentioned above.


• Participants characterised by the trialists as malnourished,
undernourished, at nutritional risk, or similar terms, without
specifying how this classification was made.


Exclusion criteria


• Children or adolescents.
• Pregnant or lactating women.
• People receiving dialysis.


Traditionally, trials with participants below 18 years old, pregnant
and lactating women, and participants receiving dialysis are in-
vestigated in separate reviews. We therefore did not include trials
with such participants in this systematic review. If trials contained
a mix of participants planned by our protocol to be excluded and
included, we contacted authors for specific data for the partici-
pants we planned to include. We excluded trials when we did not
receive data on the relevant trial participants, noting the reason
for our exclusion.


Types of interventions


Nutrition support (experimental group)


We accepted any intervention that the trialists defined as nutrition
support or similar terms. As mentioned in the Description of the
intervention (Background), nutrition support may include gen-
eral nutrition support, fortified foods, oral supplements, enteral
nutrition, and parenteral nutrition.
We did not include the following interventions: immuno-nutri-
tion, elemental diets, glutamine only as the primary intervention,
micronutrients only, or similar non-standard nutrition support
interventions (i.e. modified in a way intended to provide other
properties than the purely nutritional).


Control group


We defined ’no intervention’, placebo, or ’treatment as usual’ as
control interventions. We classified the control intervention as ’no
intervention’ if the control group received no intervention other
than a co-intervention, planned to be delivered similarly to both
the experimental and control groups. ’Treatment as usual’ referred
to any type of non-specific supportive intervention such as ’treat-
ment as usual’, ’standard care’, or ’clinical management’ as control
interventions (Jakobsen 2011). We did not accept enteral nutri-
tion and parenteral nutrition (unless the parenteral nutrition was
standard fluids 5% to 10% glucose/dextrose) as control interven-
tions.


Co-interventions


We allowed co-interventions, but only if a co-intervention was
intended to be delivered similarly to both the experimental group
and the control group (Jakobsen 2013).


Types of outcome measures


Primary outcomes


• All-cause mortality.
• Serious adverse events. We used the International


Conference on Harmonisation (ICH) Guidelines for Good
Clinical Practice’s definition of a serious adverse event
(ICH-GCP 1997), that is, any untoward medical occurrence that
results in death, is life-threatening, requires hospitalisation or
prolongation of existing hospitalisation, or results in persistent or
significant disability or incapacity, or is a congenital anomaly or
birth defect. In contrast to the term ’adverse reaction’, the serious
adverse events do not have to be related to the intervention.


• Health-related quality of life measured on any validated
scale, such as the 36-item Short Form (SF-36) (Ware 1992)
(continuous outcome).


Secondary outcomes


• Time to death (survival data).
• Morbidity (as defined by the trialists) (dichotomous


outcome). If trial investigators did not use the term ’morbidity’,
we did not include these data within our analysis outcome.


• BMI (continuous outcome).
• Weight (continuous outcome).
• Hand-grip strength (continuous outcome).
• Six-minute walking distance (continuous outcome).


We estimated all continuous and dichotomous outcomes at two
time points: at the end of the trial intervention period as defined
by the trialists (the most important outcome measure time point
in this review) and at maximum follow-up.
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Search methods for identification of studies


Electronic searches


We searched Cochrane Central Register of Controlled Trials
(CENTRAL) in the Cochrane Library, MEDLINE (Ovid SP),
Embase (Ovid SP), LILACS (BIREME), BIOSIS (Web of Science)
and Science Citation Index Expanded (Web of Science) (Royle
2003), from conception till February 2016, in order to identify
relevant trials. The search strategies with the time spans of the
searches are given in Appendix 1. We also searched the World
Health Organization International Clinical Trials Registry Plat-
form (www.who.int/ictrp); clinicaltrials.gov; Turning Research
Into Practice (TRIP); and Google Scholar.


Searching other resources


We identified and included where relevant the bibliographies of
review articles and identified trials by searching personal files. We
also looked through conference proceedings from the American
Society for Parenteral and Enteral Nutrition and the European So-
ciety for Parenteral and Enteral Nutrition meetings. We also con-
tacted pharmaceutical companies (Abbott Nutrition, Nutricia Re-
search, Fresenius Kabi, Bioscrip, Novartis, Nestlé, GlaxoSmithK-
line plc, Bristol-Meyer-Squibb, Ross Laboratories, ThriveRx, and
New England Life Care) as well as national nutrition industry col-
laborations (please see Appendix 2).


Data collection and analysis


We performed the review following the Cochrane Handbook for Sys-
tematic Reviews of Interventions (Higgins 2011) and the Cochrane
Hepato-Biliary Group Module (Gluud 2016). We performed the
analyses using Review Manager 5 (RevMan 2014), STATA 13
(Stata 2013), and Trial Sequential Analysis (Thorlund 2011; TSA
2011).


Selection of studies


We divided the work of evaluating the identified trials among 16
review authors. Two independent review authors evaluated each
trial. If one identified the trial as relevant but the other did not, the
two review authors discussed the reasoning behind their decision.
If they still disagreed, a third review author (JCJ) resolved the issue.


Data extraction and management


Two review authors independently extracted and validated data
using data extraction forms that were designed for the purpose.
The two review authors discussed any disagreement concerning
the extracted data. If they still disagreed, a third review author
(JCJ) resolved the issue. In case of relevant data not being available,


we attempted to contact the trial authors. All articles were data-
extracted by review authors who spoke the language fluently.


Assessment of risk of bias in included studies


Because of the risk of overestimation of beneficial intervention
effects in randomised clinical trials with unclear or inadequate
methodological quality (Schulz 1995; Moher 1998; Sutton 2000;
Kjaergard 2001; Gluud 2006; Wood 2008; Hrobjartsson 2012;
Lundh 2017; Savovi 2012a; Savovi 2012b; Hrobjartsson 2013;
Hrobjartsson 2014a; Hrobjartsson 2014b), two review authors in-
dependently assessed the risks of bias for each trial and outcome.
We used the following domains: allocation sequence generation,
allocation concealment, blinding, incomplete outcome data, se-
lective outcome reporting, industry bias, and other apparent biases
(Higgins 2011; Gluud 2015), using the following definitions:


Allocation sequence generation


• Low risk of bias: sequence generation was achieved using
computer random-number generation or a random-number
table. Drawing lots, tossing a coin, shuffling cards, and throwing
dice were adequate if performed by an independent person not
otherwise involved in the trial.


• Unclear risk of bias: the method of sequence generation was
not specified.


• High risk of bias: the sequence generation method was not
random or only quasi-randomised. We will only use these studies
for the assessments of harms and not for benefits.


Allocation concealment


• Low risk of bias: the participant allocations could not have
been foreseen in advance of, or during, enrolment. Allocation
was controlled by a central and independent randomisation unit,
on-site locked computer, identical-looking numbered sealed
opaque envelopes, drug bottles or containers prepared by an
independent pharmacist or investigator. The allocation sequence
was unknown to the investigators.


• Unclear risk of bias: the method used to conceal the
allocation was not described so that intervention allocations may
have been foreseen in advance of or during enrolment.


• High risk of bias: the allocation sequence was likely to be
known to the investigators who assigned the participants. We
will only use these studies for the assessments of harms and not
for benefits.


Blinding of participants and treatment providers


• Low risk of bias: it was mentioned that both participants
and personnel providing the interventions were blinded and this
was described.


• Uncertain risk of bias: it was not mentioned if the trial was
blinded, or the extent of blinding was insufficiently described.
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• High risk of bias: no blinding or incomplete blinding was
performed.


Blinding of outcome assessment


• Low risk of bias: it was mentioned that outcome assessors
were blinded and this was described.


• Uncertain risk of bias: it was not mentioned if the trial was
blinded, or the extent of blinding was insufficiently described.


• High risk of bias: no blinding or incomplete blinding was
performed.


Incomplete outcome data


• Low risk of bias: missing data were unlikely to make
treatment effects depart from plausible values. This could either
be that there were no dropouts or withdrawals for all outcomes,
or the numbers and reasons for the withdrawals and dropouts for
all outcomes were clearly stated, could be described as being
similar in both groups, and the trial handled missing data
appropriately in an intention-to-treat analysis using proper
methods (e.g. multiple imputations)*. Generally, we judged the
trial to be at a low risk of bias due to incomplete outcome data if
dropouts are less than 5%. However, the 5% cut-off is not
definitive.


• Unclear risk of bias: there was insufficient information to
assess whether missing data were likely to introduce bias into the
results.


• High risk of bias: the results were likely to be biased due to
missing data, either because the pattern of dropouts could be
described as being different in the two intervention groups or the
trial used improper methods to deal with the missing data (e.g.
last observation carried forward).


* “Multiple imputation is a general approach to the problem of
missing data. It aims to allow for the uncertainty about the miss-
ing data by creating several different plausible imputed data sets
and appropriately combining results obtained from each of them.
The first stage is to create multiple copies of the data set, with
the missing values replaced by imputed values. These are sampled
from their predictive distribution based on the observed data -
thus multiple imputation is based on a Bayesian approach. The
imputation procedure must fully account for all uncertainty in
predicting the missing values by injecting appropriate variability
into the multiple imputed values. The second stage is to use stan-
dard statistical methods to fit the model of interest to each of the
imputed data sets. The estimated associations from the imputed
data sets will differ and are only useful when a mean is used to
give overall estimated associations. Valid inferences are obtained
because we obtain a mean over the distribution of the missing data
given the observed data” (Sterne 2009).


Selective outcome reporting


• Low risk of bias: a protocol was published before or at the
start of the trial, and the outcomes set out in the protocol were
reported. If there is no protocol or the protocol was published
after the trial had begun, reporting of all-cause mortality and
serious adverse events gives the trial a grade of low risk of bias.


• Unclear risk of bias: no protocol was published and the
outcomes all-cause mortality and serious adverse events were not
reported.


• High risk of bias: the outcomes in the protocol were not
reported.


For-profit bias


• Low risk of bias: the trial appeared to be free of industry
sponsorship or other type of for-profit support that may lead to
manipulation of the trial design, conduct, or results.


• Unclear risk of bias: it was unclear whether the trial was free
of for-profit bias as no information on clinical trial support or
sponsorship was provided.


• High risk of bias: the trial was sponsored by industry or
received other type of for-profit support.


Other bias


• Low risk of bias: the trial appeared to be free of other bias
domains (e.g. academic) that could put it at risk of bias.


• Unclear risk of bias: the trial may or may not have been free
of other domains that could put it at risk of bias.


• High risk of bias: there were other factors in the trial that
could put it at risk of bias (e.g. authors have conducted trials on
the same topic).


Overall risk of bias


We judged trials to be at a low risk of bias if we rated them at a
low risk of bias in all the above domains. We judged trials to be at
a high risk of bias if we assessed them as having an unclear risk of
bias or a high risk of bias in one or more of the above domains.
We assessed the domains ’blinding of outcome assessment’ and
’incomplete outcome data’ for each outcome. Thus, we were able
to assess the bias risk for each outcome in addition to each trial.
We planned to consider outcome analysis of trials at low risk of bias
as our primary analyses on which to base our review conclusions;
however, we found no trials at low overall risk of bias.


Measures of treatment effect


Dichotomous outcomes


We calculated risk ratios (RRs) with 95% confidence intervals (CI)
for dichotomous outcomes. We, however, considered 97.5% CI
as the significance level for our primary outcomes, but this is not
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possible using the review manager software, see Data synthesis for
details.


Continuous outcomes


We included both follow-up values and change values in the analy-
ses. We used follow-up values in our analyses if both were reported.
We calculated the mean difference (MD) and the standardised
mean difference (SMD) with CI for continuous outcomes.


Survival data


We planned to analyse survival data using estimates of log hazard
ratios and standard errors; however, no trials reported data suitable
for survival analysis. We planned to calculate the log hazard ratios
and standard error from any Kaplan-Meier graph if possible (
Higgins 2011). We intended to use the generic inverse-variance
method to meta-analyse survival data in Review Manager 5.


Unit of analysis issues


Where multiple trial arms were reported in a single trial, we only
included the relevant arms. If two comparisons (e.g. parenteral
nutrition and enteral nutrition versus standard care) were included
in the same trial, we halved the control group to avoid double-
counting.
We included trials with a factorial design. In case of, e.g. a 2 X 2
factorially-designed trial, we considered the two groups receiving
nutrition support as experimental groups and the two groups re-
ceiving no nutrition support as control groups.


Dealing with missing data


Dichotomous outcomes


If the trialists used proper methodology (e.g. multiple imputation)
to deal with missing data and we judged the dropouts in the groups
to be equal, we conducted our primary analysis using these data.
We only imputed data for outcomes in our sensitivity analyses.


Continuous outcomes


If trialists used proper methodology (e.g. multiple imputation) to
deal with missing data and we judged the dropouts in the groups to
be equal, we conducted our primary analysis using these data. We
used follow-up values for all continuous outcomes. If only change
values were reported, we analysed the results together with follow-
up values (Higgins 2011). If standard deviations (SDs) were not
reported, we calculated the SDs using data from the trial whenever
possible. We only used imputed data in our sensitivity analyses.


Sensitivity analysis


To assess the potential impact of missing dichotomous outcomes
data, we performed the following two sensitivity analyses (also see
Effects of interventions):


• ’Best-worst-case’ scenario: we assumed that all participants
lost to follow-up in the experimental group survived and had no
serious adverse event; and all those participants with missing
outcomes in the control group did not survive and had a serious
adverse event;


• ’Worst-best-case’ scenario: we assumed that all participants
lost to follow-up in the experimental group did not survive and
had a serious adverse event; and that all those participants lost to
follow-up in the control group survived and had no serious
adverse event.


We present results from both scenarios in our review.
To assess the potential impact of missing SDs for continuous out-
comes, we performed the following sensitivity analysis (also see
Effects of interventions):


• Where SDs were missing and it was not possible to
calculate them, we planned to impute SDs from trials with
similar populations and low risk of bias. If we found no trials at
low risk of bias, we imputed SDs from trials with a similar
population. As the final option, we imputed SDs from all trials.


Assessment of heterogeneity


We assessed the presence of statistical heterogeneity using the Chi
2 test with significance set at P value < 0.10 and measured the
quantities of heterogeneity using the I2 statistic (Higgins 2002;
Higgins 2003). We also produced a forest plot to illustrate any
heterogeneity visually.


Assessment of reporting biases


We used a funnel plot to assess reporting bias if 10 or more trials
were included in the analysis. Using the asymmetry of the funnel
plot, we assessed the risk of bias. For dichotomous outcomes, we
used Harbord’s test (Harbord 2006) using STATA. For continuous
outcomes, we planned to use the regression asymmetry test (Egger
1997) and the adjusted rank correlation (Begg 1994) using STATA
(Stata 2013).


Data synthesis


We based our primary conclusions on the results of the primary
outcomes with a low risk of bias at the end of intervention. As
there are currently no such trials, we considered the results of
our primary outcomes with high risk of bias, results of secondary
outcomes, results of outcomes at maximum follow-up, sensitivity
analyses, and subgroup analyses as hypothesis-generating analyses
(Jakobsen 2014).
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Meta-analysis


We undertook this meta-analysis according to the recommenda-
tions stated in the Cochrane Handbook for Systematic Reviews of
Interventions (Higgins 2011) and the Cochrane Hepato-Biliary
Group web site (hbg.cochrane.org). We used the statistical soft-
ware Review Manager 5 provided by Cochrane to analyse data
(RevMan 2014).
Where data were only available from one trial, we used Fisher’s
exact test for dichotomous data (Fisher 1922) and Student’s t-test
for continuous data (Student 1908).


Assessment of significance


We assessed our intervention effects with both random-effects
model meta-analyses (DerSimonian 1986) and fixed-effect model
meta-analyses (DeMets 1987). We used the more conservative
point estimate of the two (Jakobsen 2014). We considered as ’the
more conservative point estimate’, the estimate closest to zero ef-
fect (Jakobsen 2014). If the two estimates were equal, we used
the estimate with the widest CI (Jakobsen 2014). We used three
primary outcomes, and therefore considered a P value of 0.025 or
less as statistically significant (Jakobsen 2014). We used the eight-
step procedure to assess whether the thresholds for significance
were crossed (Jakobsen 2014).
Secondary outcomes were not adjusted, as we viewed these as
hypothesis-generating.


Trial Sequential Analysis


Traditional meta-analysis runs the risk of random errors due to
sparse data and repetitive testing of accumulating data when up-
dating reviews. Therefore, we performed Trial Sequential Analyses
on the primary outcomes in order to calculate the required infor-
mation size and the breach of the cumulative Z-curve of the rel-
evant trial sequential monitoring boundaries (www.ctu.dk/tsa/);
(TSA 2011; Thorlund 2011; Brok 2008; Wetterslev 2008; Brok
2009; Thorlund 2009; Wetterslev 2009; Thorlund 2010). Hereby,
we wished to control the risks of type I errors and type II errors
(Thorlund 2011).
For dichotomous outcomes, we estimated the required informa-
tion size based on the proportion of participants with an event in
the control group, a risk ratio reduction of 20%, an alpha of 2.5%
because of three primary outcomes (Jakobsen 2014), a beta of 20%
(power of 80%), and the diversity calculated from the included
trials in the meta-analysis. A 20% risk ratio reduction would yield
a number needed to treat of 50 people at nutritional risk if the
mortality in the control group is about 10%. As we could reject a
risk ratio reduction of 20% we also performed a post-hoc TSA for a
risk ratio reduction of 10%, to see how small a risk ratio reduction
we could reject (see also Effects of interventions). For continuous
outcomes, we planned to estimate the required information size,
based on the SD observed in the control group of trials at low risk
of bias and a minimal relevant difference of 50% of this SD, an


alpha of 2.5%, a beta of 20%, and the diversity suggested by the
trials in the meta-analysis.
Zero events were handled in all Trial Sequential Analyses by re-
placing any zeros with a value of 0.001.


Bayes factor


Bayes factor is the ratio between the probability of the meta-anal-
ysis result, given the null hypothesis (H0) is true, divided by the
probability of the meta-analysis result, given the alternative hy-
pothesis (HA) is true (Jakobsen 2014). We calculated Bayes factor
using the Excel sheet provided at the website of the Copenhagen
Trial Unit (ctu.dk/tools-and-links/bayes-factor-calculation.aspx).
We calculated Bayes factor using an anticipated risk ratio of 80%.
A further explanation of Bayes factor is given in Jakobsen 2014.


Subgroup analysis and investigation of heterogeneity


Below, we list our very large number of preplanned subgroup anal-
yses. Such a large number creates risks for type I errors. Accord-
ingly, we interpreted our subgroup findings conservatively (see
’Data synthesis’ for details). We tested for subgroup differences
using the formal test for subgroup differences in Review Manager
5 (Borenstein 2009; RevMan 2014).


• Outcomes at a low risk of bias compared with outcomes at
a high risk of bias.


• Comparison of trials assessing the effects of the following
interventions:


◦ general nutrition support;
◦ fortified foods;
◦ oral nutrition support;
◦ enteral nutrition;
◦ parenteral nutrition.


• Comparison of trials assessing the effects of nutrition
support in the following medical specialties:


◦ cardiology;
◦ medical gastroenterology and hepatology;
◦ geriatrics;
◦ pulmonary disease;
◦ endocrinology;
◦ infectious diseases;
◦ rheumatology;
◦ haematology;
◦ nephrology;
◦ gastro-enterological surgery;
◦ trauma surgery;
◦ orthopaedics;
◦ plastic, reconstructive, and aesthetic surgery;
◦ vascular surgery;
◦ transplant surgery;
◦ urology;
◦ thoracic surgery;
◦ neurological surgery;
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◦ oro-maxillo-facial surgery;
◦ anaesthesiology;
◦ emergency medicine (for intensive care unit (ICU)


participants, see subgroup conditions known to increase
nutritional demands);


◦ psychiatry;
◦ neurology;
◦ oncology;
◦ dermatology;
◦ gynaecology;
◦ mixed.


• Comparison of trials where the experimental and control
groups received the following (see definitions of ’adequate’ and
’inadequate’ in the paragraphs below):


◦ trials where the experimental group received clearly
adequate nutrition and the control group received clearly
inadequate nutrition;


◦ trials where the experimental group did not receive an
inadequate amount of nutrition or the control group received an
adequate amount of nutrition, or both;


◦ trials where the experimental group was overfed;
◦ trials where the calorie and protein intake in the


experimental and the control groups could not be obtained from
the publications or the study authors.


We defined ’adequate intake’ in experimental groups to be 80% to
140% of estimated energy expenditure (i.e. adequate range then
is 20 to 35 kcal/kg a day in bedridden participants (including
participants in intensive care units)).
We defined ’inadequate intake’ as less than 80% of the resting
energy expenditure (i.e. inadequate intake is less than 20 kcal/kg
a day in bedridden participants).
We defined ’overfeeding’ as intakes greater than 35 kcal/kg a day
except in trials where participants have a known extraordinary
energy requirement (e.g. participants with a temperature of 40
°C, participants with extensive burns, participants with unusually
high physical activity, etc.).
The resting energy expenditure could either have been given in
the trial or calculated by us, using the Harris-Benedict equation,
based on data in the randomised clinical trial (height, weight, age,
sex) (Harris 1918).


• Comparison of trials where the participants were
characterised as ’at nutritional risk’ by the following screening
tools:


◦ NRS 2002;
◦ MUST;
◦ MNA;
◦ SGA;
◦ participants characterised as ’at nutritional risk’ by


other means.
• Comparison of trials where the participants were


characterised as ’at nutritional risk’ due to the following
conditions:


◦ major surgery such as open abdominal (liver, pancreas,
gastro-oesophageal, small intestine, colorectal) surgery;


◦ stroke;
◦ people in intensive care units including trauma;
◦ people with severe infections;
◦ frail elderly people (aged 65 years or over, as mean age


of participants) with less severe conditions that were known to
increase protein requirements moderately;


◦ participants who do not fall into one of the above
categories.


• Comparison of trials where the participants were
characterised as ’at nutritional risk’ due to the following criteria:


◦ BMI less than 20.5 kg/m2;
◦ weight loss of at least 5% during the last three months;
◦ weight loss of at least 10% during the last six months;
◦ insufficient food intake during the last week (50% of


requirement or less);
◦ participants characterised as ’at nutritional risk’ by


other means.
• Comparison of trials where the participants were


characterised as ’at nutritional risk’ due to biomarkers or
anthropometric measures:


◦ biomarkers;
◦ anthropometric measures;
◦ participants characterised as ’at nutritional risk’ by


other means.
• Comparison of trials published in the following time


periods (using the date when randomisation began if this was
reported):


◦ before 1960;
◦ 1960 to 1979;
◦ 1980 to 1999;
◦ after 1999.


• Comparison of trials where the interventions lasted fewer
than three days compared to trials where the interventions lasted
three days or more.


’Summary of findings’ table


We used the GRADE system (Guyatt 2008) to assess the quality of
the body of evidence associated with each of the major outcomes
in our review. GRADE may show the extent to which one can
be confident that an estimate of effect or association reflects the
outcome assessed in a systematic review. The quality measure of
a body of evidence considers within-study risk of bias, indirect-
ness of evidence, heterogeneity of data, imprecision of effect esti-
mates, and risk of publication bias. We assessed the precision of
the effect estimates according to Jakobsen 2014. We constructed
a ’Summary of findings’ table (tech.cochrane.org/revman/other-
resources/gradepro/download) presenting the analysis results of
the following outcomes: all-cause mortality, serious adverse events,
quality of life, and weight .
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R E S U L T S


Description of studies


Results of the search


We identified 126,594 potentially relevant references through
searching the Cochrane Central Register of Controlled Trials
(CENTRAL) (n = 39,150), MEDLINE (n = 36,321), Embase (n
= 17,201), LILACS (n = 547), BIOSIS (n = 8,197), and Science
Citation Index Expanded (n = 25,178). We also found 20 trials by


searching Google Scholar, clinicaltrials.gov, and references identi-
fied in previous meta-analyses. We excluded 39,492 reference du-
plicates. Accordingly, we screened 87,122 records, and excluded
86,36 references based on titles and abstracts. We assessed 786 full-
text articles for eligibility. Of these, we excluded 447 references
according to our inclusion and exclusion criteria. We could not
find 33 publications, most of which were conducted in China, and
it was not possible to access them. We list reasons for exclusion in
the table ’Characteristics of excluded studies’. This resulted in 306
publications reporting results of 252 trials that could be included.
Eight of these trials are ongoing. Accordingly, we have included
244 trials in our analyses. Figure 1 represents the study flow.
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Figure 1. Study flow diagram.
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Included studies


We included 306 references for 252 trials, of which eight are
ongoing. The trials were conducted all over the world, with 49
from China, 39 from the USA, 31 from the UK, 10 from Ger-
many, nine from Sweden, eight from Australia, seven each from
Italy, Spain, Netherlands and Canada, six each from Denmark,
France and India, four from Switzerland, three each from Bel-
gium, Croatia, Japan and Turkey, two each from Norway, Taiwan,
Hong Kong, South Korea, Ireland, Latvia and Thailand, and one
each from New Zealand, Poland, Portugal, Iran, Finland, Greece,
Wales, Israel, Russia, Uruguay and Chile. Eleven trials did not re-
port the trial location. For further details on included trials, see
’Characteristics of included studies’.
Participants


The 244 trials randomised 28,619 participants. The number of
participants in each trial ranged from eight to 4640. Two trials
accounted for one-third of all included participants (Dennis 2005;
Casaer 2011). The mean age was 64.2 years in the 184 trials report-
ing mean age. The mean proportion of women was 43.6% in the
173 trials reporting sex. We included participants from 20 medi-
cal specialties: emergency medicine (n = 12); endocrinology (n =
1); gastro-enterological surgery (n = 99); medical gastroenterology
and hepatology (n = 19); general surgery (n = 2); geriatrics (n =
16); gynaecology (n = 1); infectious disease (n = 2); nephrology
(n = 1); neurology (n = 10); neurological surgery (n = 1); oncol-
ogy (n = 20); oro-maxillo-facial surgery (n = 2); orthopaedics (n =
14); pulmonary disease (n = 9); thoracic surgery (n = 4); trauma
surgery (n = 11); transplant surgery (n = 4); vascular surgery (n =
4); haematology (n = 1); and mixed medical specialties (n = 11)
(Table 1).
Experimental interventions


We included 86 trials where the experimental group received par-
enteral nutrition, 80 trials with enteral nutrition, 55 with oral nu-
trition support, 12 with a mixed experimental intervention(e.g.
oral nutrition and parenteral nutrition were given together), nine
trials with general nutrition support, and two trials with fortified
food. Two hundred and three trials had an intervention that lasted
three days or more and 25 trials had an intervention that lasted
two days or less. The duration of the intervention was unknown in
16 trials. Most intervention periods were until hospital discharge,
but in the 79 trials reporting a specific intervention length, the
mean in-hospital intervention length was 10.4 days (range 1 to 32
days).
Table 1 gives a list of the experimental interventions according to


medical specialty.
Control interventions


We include 122 trials with ’treatment as usual’ as the control in-
tervention, 107 trials with no intervention as control interven-
tion, and 15 trials with placebo as intervention. It is important
to note that the control group was often given a co-intervention
consisting of standard care, and therefore often received a measure
of nutrition support.
Table 1 gives a list of the control interventions according to medical
specialty.
Co-interventions


Many trials had co-interventions. We included trials with co-in-
terventions, but only if the co-interventions were intended to be
delivered similarly to all experimental and control groups of a trial
(Jakobsen 2014). The majority of trials with an intervention pe-
riod longer than three days used ’standard hospital food’ as a co-
intervention. Co-interventions, whenever used, were in general
disease-specific, such as anaesthetics and chemotherapy.


Excluded studies


We excluded 447 references after full-text assessment reporting on
439 studies. One hundred studies were not a randomised clinical
trial (review, observational study, comment); 137 studies had a
control group receiving an intervention not fulfilling our inclusion
criteria; 93 studies included a mixture of outpatients and hospi-
talised patients, or only outpatients; 56 studies assessed the effects
of interventions not fulfilling our inclusion criteria; 19 studies
had multiple interventions; 14 studies did not randomise adults;
10 studies did not include participants at nutritional risk; three
studies were cluster-randomised; three studies assessed pregnant
women; three studies were retracted; and one study included par-
ticipants who received dialysis. The reasons for the exclusion of
studies are given in the table ’Characteristics of excluded studies’.


Risk of bias in included studies


Based on the information that we collected from the published
reports and information from authors, we rated all 244 trials as
being at high risk of bias. We judged many trials to have an unclear
risk of bias in several domains, and we could not obtain additional
information from the authors when we contacted them. Only one
trial had a low risk of bias in six out of seven domains (Lidder
2013a). Additional information can be found in the ’Risk of bias’
summary (Figure 2), and the ’Risk of bias’ graph (Figure 3).
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Figure 2. Risk of bias summary: review authors’ judgements about each risk of bias item for each included


study.
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Figure 3. Risk of bias graph: review authors’ judgements about each risk of bias item presented as


percentages across all included studies.


Allocation


The generation of the allocation sequence was low risk of bias in
only 62 trials. The remaining 182 trials were described as being
randomised, but without explaining the method used for sequence
generation.
The method used to conceal allocation was adequate in only 39 tri-
als. The remaining 205 trials were described as being randomised,
but the method used for allocation concealment was either not
described or insufficiently described.


Blinding


The blinding of participants and personnel was performed and
adequately described in only 15 trials. One hundred and seventeen
trials did not blind the participants and personnel. The method for
blinding of participants and personnel for the remaining 112 trials
was either not described or insufficiently described. The blinding
of outcome assessors was performed and adequately described in
17 trials. Thirty-six trials did not blind the outcome assessors. The
method for blinding of outcome assessors for the remaining 191
trials was either not described or was insufficiently described.


Incomplete outcome data


Only 49 trials adequately addressed incomplete outcome data.
Forty-one trials did not properly deal with incomplete outcome
data. In 154 trials, incomplete outcome data were either not de-
scribed or were insufficiently described.


Selective reporting


Seventy-five trials reported the outcomes stated in their respective
protocols, or reported serious adverse events (including reporting
complications, morbidity, or similar terms) and mortality, result-
ing in our assessment of a ’low risk of bias’. Twelve trials did not
report the same outcomes they had stated in the protocol. In 157
trials, no protocol was available and the trial did not report mor-
tality or serious adverse events.


Other potential sources of bias


Fifty-three trials reported how they were funded and appeared to
be free of industry sponsorship or other type of for-profit support
that may bias the results of the trial (Lundh 2017). Fifty-two trials
were funded by industry sponsorship or other type of for-profit
support. In 139 trials it was unclear how the trial was funded.
We did not identify any clear signs of academic bias or other
potential sources of bias in any of the included trials. Therefore,
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we rated all 244 trials as ’low risk of bias’ in the ’Other potential
bias’ domain.


Effects of interventions


See: Summary of findings for the main comparison Nutrition
support versus no intervention, placebo, or treatment as usual in
hospitalised adults at nutritional risk


Primary outcomes


All-cause mortality


End of intervention


One hundred and fourteen of 244 trials (46.7%), covering 21,758
participants, reported mortality at end of intervention. Eight
hundred and thirty-one of 11,088 nutrition-support participants
(7.49%) died versus 885 of 10,670 control participants (8.3%).
Random-effects meta-analysis showed that nutrition support did
not significantly affect the risk of all-cause mortality at end of in-
tervention (RR 0.94, 95% CI 0.86 to 1.03, P = 0.16, I2 = 0%,


21,758 participants, 114 trials, low quality of evidence, Analysis
1.1). The point estimate of absolute risk for short-term mortal-
ity was non-significantly 0.5% lower (8.3% in the control group
compared with 7.8% (7.1% to 9.5%) following nutritional inter-
ventions.


Heterogeneity


Neither visual inspection of the forest plots nor tests for statistical
heterogeneity (I2 = 0%; P = 0.90) indicated significant hetero-
geneity.
Trial Sequential Analysis
The Trial Sequential Analysis showed that the Z-curve crossed the
boundary for futility. Hence, there is firm evidence that nutrition
support versus control does not reduce the risk ratio for all-cause
mortality by 20% at end of intervention (Figure 4). A post hoc
Trial Sequential Analysis showed that the acquired information
was large enough to rule out that nutrition support versus con-
trol reduces the risk ratio of all-cause mortality by 11% or more (
Supplementary online material). It should be noted that Trial Se-
quential Analysis only assessed the risk of random error and did
not consider the risk of bias.
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Figure 4. Trial Sequential Analysis on all-cause mortality (end of intervention) in 114 high risk of bias trials.


The diversity-adjusted required information size (RIS) was calculated based on mortality in the control group


of 8.29%; risk ratio reduction of 20% in the experimental group; type I error of 2.5%; and type II error of 20%


(80% power). No diversity was noted. The required information size was 9526 participants. The cumulative Z-


curve (blue line) did not cross the trial sequential monitoring boundaries for benefit or harm (red inward


sloping lines). The cumulative Z-curve crossed the inner-wedge futility line (red outward sloping lines).


Additionally the cumulative Z-score crossed the RIS. The green dotted line shows conventional boundaries


(2.5%).


Bayes factor


We calculated the Bayes factor based on a RR of 20% and the
meta-analysis result (RR 0.94). Bayes factor (92.92) was above
the Bayes factor threshold for significance of 0.1, supporting that
there seems to be no significant effect of nutrition support on all-
cause mortality at end of treatment.


Risk of bias and sensitivity analyses


We rated the risk of bias of the outcome result as high.
The ’best-worst’ and ’worst-best’ case meta-analyses showed that
incomplete outcome data bias has the potential to influence the


results (’best-worst’ random-effects meta-analysis: RR 0.74, 95%
CI 0.65 to 0.84, P < 0.001, 22,207 participants, 114 trials, low-
quality evidence Analysis 1.12; ’worst-best’ random-effects meta-
analysis: RR 1.13, 95% CI 0.97 to 1.31, P = 0.12, 22,207 partici-
pants, 114 trials, low-quality evidence, Analysis 1.13.). Data were
imputed for 22 trials.
Visual inspection of the funnel plots showed signs of asymmetry (
Supplementary online material). Harbord’s test showed no small-
study effect (P = 0.095). Based on visual inspection of the funnel
plot, we assessed the risk of publication bias as high.
Subgroup analyses
Analysis 1.3, comparing trials with different modes of delivery:
test of interaction showed no statistically significant difference
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(subgroup difference P = 0.69).
Analysis 1.4, comparing trials with participants from different
medical specialties: test for subgroup difference showed no statis-
tically significant difference (subgroup difference P = 0.44).
Analysis 1.5, comparing trials where the adequacy of the amount
of calories received was different: test for subgroup difference
showed no statistically significant difference (subgroup difference
P = 0.45).
Analysis 1.6, comparing trials with different screening tools: test
for subgroup difference showed no statistically significant differ-
ence (subgroup difference P = 0.12).
Analysis 1.7, comparing trials where participants at nutritional
risk according to specific condition: test for subgroup difference
showed no statistically significant difference (subgroup difference
P = 0.62).
Analysis 1.8, comparing trials where participants were at nutri-
tional risk according to specific criteria (BMI, weight, insufficient
food intake): test for subgroup difference showed no statistically
significant difference (subgroup difference P = 0.59).
Analysis 1.9, comparing trials where the participants were classi-
fied as at nutritional risk according to biomarkers or anthropomet-
rics: test for subgroup difference showed no statistically significant
difference (subgroup difference P = 0.21).
Analysis 1.10, comparing trials according to publication year: test
for subgroup difference showed no statistically significant differ-
ence (subgroup difference P = 0.83).
Analysis 1.11, comparing the length of the intervention: test for
subgroup difference showed no statistically significant difference
(subgroup difference P = 0.78).
Zero-event handling
To test the robustness of our results according to the type of zero-
event handling, we conducted our meta-analysis using the Trial
Sequential Analysis software. We performed our meta-analysis us-
ing both the ’reciprocal of opposite intervention group’ continuity
correction, a constant continuity correction using both 0.5, 0.01
and 0.001, and an empirical continuity correction using 0.5, 0.01
and 0.001. None of the meta-analyses produced a P value under
0.025.


Maximum follow-up


Only 127 of 244 trials (52%), covering 23,170 participants, re-
ported all-cause mortality at maximum follow-up (often months
and in some cases years after). All trials were at high risk of bias.
One thousand three hundred and eighty-two of 11,788 nutrition
support participants (11.67%) died versus 1494 of 11,382 con-
trol participants (13.1%). Overall, we found no statistically signif-
icant benefit or harm on all-cause mortality at maximum follow-
up, considering a P value of less than 0.025 significant (Jakobsen
2014) (random-effects model meta-analysis: RR 0.93, 95% CI
0.88 to 0.99, P = 0.03, I2 = 0%, 23,170 participants, 127 trials,
low quality of evidence, Analysis 2.1).


The point estimate of absolute risk for long-term mortality was
non-significantly 1% lower (13.2% in the control group compared
with 12.2% (11.6% to 13%) following nutritional interventions.


Heterogeneity


Neither visual inspection of the forest plots nor tests for statistical
heterogeneity (I2 = 0%; P = 0.74) indicated significant hetero-
geneity.
Trial Sequential Analysis
The Trial Sequential Analysis showed that the Z-curve crossed the
boundary for futility. Hence, there is firm evidence that nutrition
support versus control does not reduce the risk ratio for all-cause
mortality by 20% at maximum follow-up (Supplementary online
material). A post hoc Trial Sequential Analysis showed that the
information size was large enough also to rule out that nutrition
support versus control reduces the risk ratio of all-cause mortal-
ity by 10% or more (Supplementary online material). It should
be noted that Trial Sequential Analysis only assessed the risk of
random error and did not consider the risk of bias.


Bayes factor


We calculated the Bayes factor based on a RR of 20%, and the
meta-analysis result (RR 0.93). Bayes factor (374.86) was above the
Bayes factor threshold for significance of 0.1, supporting that there
is no significant effect of nutrition support on all-cause mortality
at maximum follow-up.
Risk of bias and sensitivity analyses
We rated the risk of bias of the outcome result as high.
The ’best-worst’ and ’worst-best’ case meta-analyses showed that
incomplete outcome data bias has the potential to influence the re-
sults (’best-worst’ random-effects meta-analysis: RR 0.77, 95% CI
0.69 to 0.85, P < 0.001, 23,700 participants, 127 trials, low qual-
ity of evidence, Analysis 2.12; ’worst-best’ random-effects meta-
analysis: RR 1.09, 95% CI 0.98 to 1.23, P = 0.12, 23,700 par-
ticipants, 127 trials, low quality of evidence, Analysis 2.13). Data
were imputed for 25 trials.
Visual inspection of the funnel plots showed signs of asymmetry
(Supplementary online material). Harbord’s test showed a small
study effect (P = 0.024). Hence, we assessed the risk of publication
bias as high.
Subgroup analyses
Analysis 2.3, comparing trials with different modes of delivery:
test for subgroup difference showed no statistically significant dif-
ference (subgroup difference P = 0.35).
Analysis 2.4, comparing trials with participants from different
medical specialties: test for subgroup difference showed no statis-
tically significant difference (subgroup difference P = 0.40).
Analysis 2.5, comparing trials where the adequacy of the amount
of calories received was different: test for subgroup difference
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showed no statistically significant difference (subgroup difference
P = 0.61).
Analysis 2.6, comparing trials with different screening tools: test
for subgroup difference showed no statistically significant differ-
ence (subgroup difference P = 0.14).
Analysis 2.7, comparing trials where participants were at nutri-
tional risk according to specific condition: test for subgroup differ-
ence showed no statistically significant difference (subgroup dif-
ference P = 0.67).
Analysis 2.8, comparing trials where participants were at nutri-
tional risk according to specific criteria (BMI, weight, insufficient
food intake): test for subgroup difference showed no statistically
significant difference (subgroup difference P = 0.80).
Analysis 2.9, comparing trials where the participants were classi-
fied as at nutritional risk according to biomarkers or anthropomet-
rics: test for subgroup difference showed no statistically significant
difference (subgroup difference P = 0.21).
Analysis 2.10, comparing trials according to publication year: test
for subgroup difference showed no statistically significant differ-
ence (subgroup difference P = 0.92).
Analysis 2.11, comparing the length of the intervention: test for
subgroup difference showed no statistically significant difference
(subgroup difference P = 0.58).
Zero-event handling
To test the robustness of our results according to the type of zero-
event handling, we conducted our meta-analysis using the Trial
Sequential Analysis software. We performed our meta-analysis us-
ing both the ’reciprocal of opposite intervention group’ continuity
correction, a constant continuity correction using both 0.5, 0.01
and 0.001, and an empirical continuity correction using 0.5, 0.01
and 0.001. None of the meta-analyses produced a P value under
0.025.


Serious adverse events


End of intervention


One hundred and twenty-three of 244 trials (50.4%), covering
22,087 participants, reported serious adverse events at end of in-
tervention. All trials were at high risk of bias. Nine hundred and
ninety-six of 11,260 nutrition support participants (8.8%) expe-
rienced one or more serious adverse events versus 1067 of 10,827
control participants (9.9%). Overall, we found no statistically sig-
nificant benefit or harm of nutrition support at the end of inter-
vention, considering a P value of less than 0.025 as significant
(Jakobsen 2014) (random-effects model meta-analysis: RR 0.93,
95% CI 0.86 to 1.01, P = 0.07, I2 = 0%, 22,087 participants,
123 trials, low quality of evidence, Analysis 3.1). We present an
overview of serious adverse events in specific trials in Table 2.
The point estimate of absolute risk for short-term serious adverse
events was non-significantly 0.7% lower following nutrition sup-
port compared with control (9.9% versus 9.2% (8.5% to 10%)).


Heterogeneity


Neither visual inspection of the forest plots nor tests for statistical
heterogeneity (I2 = 0%; P = 0.65) indicated significant hetero-
geneity.


Trial Sequential Analysis


The Trial Sequential Analysis showed that the Z-curve crossed the
boundary for futility. Hence, there is firm evidence that nutrition
support versus control does not reduce the risk ratio for serious
adverse events by 20% at end of intervention (Supplementary
online material). A post hoc Trial Sequential Analysis showed that
the information size was also large enough to rule out that nu-
trition support versus control reduces the risk ratio of serious ad-
verse events by 11% or more (Supplementary online material). It
should be noted that Trial Sequential Analysis only assessed the
risk of random error and did not consider the risk of bias.


Bayes factor


We calculated the Bayes factor based on a RR of 20%, and the
meta-analysis result (RR 0.93). Bayes factor (2.0) was above the
Bayes factor threshold for significance of 0.1, supporting that there
is no significant effect of nutrition support on serious adverse
events at end of intervention.


Risk of bias and sensitivity analyses


We rated the risk of bias of the outcome result as high.
The ’best-worst’ and ’worst-best’ case meta-analyses showed that
incomplete outcome data bias has the potential to influence the re-
sults (’best-worst’ random-effects meta-analysis: RR 0.74, 95% CI
0.65 to 0.83, P < 0.001, 22,557 participants, 123 trials, low qual-
ity of evidence, Analysis 3.12; ’worst-best’ random-effects meta-
analysis: RR 1.06, 95% CI 0.92 to 1.21, P = 0.53, 22,557 par-
ticipants, 123 trials, low quality of evidence, Analysis 3.13). Data
were imputed for 25 trials.
Visual inspection of the funnel plots showed signs of asymmetry
(Supplementary online material). Harbord’s test showed small-
study effects (P = 0.003). Hence, we assessed the risk of publica-
tion bias as high.


Subgroup analyses


Analysis 3.3, comparing trials with different modes of delivery:
test for subgroup difference showed no statistically significant dif-
ference (subgroup difference P = 0.51).
Analysis 3.4, comparing trials with participants from different
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medical specialties: test for subgroup difference showed no statis-
tically significant difference (subgroup difference P = 0.45).
Analysis 3.5, comparing trials where the adequacy of the amount
of calories received was different: test for subgroup difference
showed no statistically significant difference (subgroup difference
P = 0.52).
Analysis 3.6, comparing trials with different screening tools: test
for subgroup difference showed no statistically significant differ-
ence (subgroup difference P = 0.47).
Analysis 3.7, comparing trials where participants were at nutri-
tional risk according to specific condition: test for subgroup differ-
ence showed no statistically significant difference (subgroup dif-
ference P = 0.40).
Analysis 3.8, comparing trials where participants were at nutri-
tional risk according to specific criteria (BMI, weight, insufficient
food intake): test for subgroup difference showed no statistically
significant difference (subgroup difference P = 0.79).
Analysis 3.9, comparing trials where the participants were classi-
fied as at nutritional risk according to biomarkers or anthropomet-
rics: test for subgroup difference showed no statistically significant
difference (subgroup difference P = 0.15).
Analysis 3.10, comparing trials according to publication year: test
for subgroup difference showed no statistically significant differ-
ence (subgroup difference P = 0.46).
Analysis 3.11, comparing the length of the intervention: test for
subgroup difference showed no statistically significant difference
(subgroup difference P = 0.35).
Zero-event handling
To test the robustness of our results according to the type of zero-
event handling, we conducted our meta-analysis using the Trial
Sequential Analysis software. We performed our meta-analysis us-
ing both the ’reciprocal of opposite intervention group’ continuity
correction, a constant continuity correction using both 0.5, 0.01
and 0.001, and an empirical continuity correction using 0.5, 0.01
and 0.001. None of the meta-analyses produced a P value under
0.025.


Maximum follow-up


One hundred and thirty-seven of 244 trials (56.14%), cover-
ing 23,413 participants, reported serious adverse events at maxi-
mum follow-up. All trials were at high risk of bias. One thousand
five hundred and eighty of 11,940 nutrition support participants
(13.2%) experienced one or more serious adverse events versus
1741 of 11,473 control participants (15.2%). Overall, we found
a statistically significant effect of nutrition support at maximum
follow-up, considering a P value of less than 0.025% significant
(Jakobsen 2014) (random-effects model meta-analysis: RR 0.91,
95% CI 0.85 to 0.97, P = 0.004, I2 = 3%, 23,413 participants,
137 trials, low quality of evidence, Analysis 4.1). For an overview
of the serious adverse events in specific trials please see Table 3. At
maximum follow-up the reduction in the absolute risk of serious
adverse events was 1.5%, from 15.2% in control groups to 13.8%
(12.9% to 14.7%) following nutritional support.


Heterogeneity


Neither visual inspection of the forest plots nor tests for statistical
heterogeneity (I2 = 3%; P = 0.39) indicated significant hetero-
geneity.


Trial Sequential Analysis


The Trial Sequential Analysis showed that the Z-curve crossed the
boundary for futility. Hence, there is firm evidence that nutrition
support versus control does not reduce the risk ratio for serious
adverse events by 20% at maximum follow-up (Supplementary
online material). A post hoc Trial Sequential Analysis showed that
the information size was large enough to rule out that nutrition
support versus control reduces the risk ratio of serious adverse
events by 10% or more (Figure 5). It should be noted that Trial
Sequential Analysis only assessed the risk of random error and did
not consider the risk of bias.
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Figure 5. Trial Sequential Analysis on serious adverse events (maximum follow-up) in 137 high risk of bias


trials. The diversity-adjusted required information size (RIS) was calculated based on an incidence rate of


serious adverse event in the control group of 15.2%; risk ratio reduction of 10% in the experimental group; type


I error of 2.5%; and type II error of 20% (80% power). No diversity was noted. The required information size


was 19535 participants. The cumulative Z-curve (blue line) did not cross the trial sequential monitoring


boundaries for benefit or harm (red inward sloping lines). The cumulative Z-curve crossed the inner-wedge


futility line (red outward sloping lines) indicating that sufficient information is provided. Additionally the


cumulative Z-score crossed the RIS. The green dotted line shows conventional boundaries (2.5%). The


cumulative Z-curve later crosses the green line, indicating a possible significant effect, but one that is smaller


than a 10% risk ratio reduction.


Bayes factor


We calculated the Bayes factor based on a RR of 20% and the
meta-analysis result (RR 0.91). Bayes factor (0.056) was below the
Bayes factor threshold for significance of 0.1, supporting that the
alternative hypothesis was more likely than the null hypothesis.


Risk of bias and sensitivity analyses


We rated the risk of bias of the outcome result as high.
The ’best-worst’ and ’worst-best’ case meta-analyses showed that
incomplete outcome data bias has the potential to influence the


results (’best-worst’ random-effects meta-analysis: RR 0.72, 95%
CI 0.65 to 0.79, P < 0.001, 24,315 participants, 137 trials, low
quality of evidence, Analysis 4.12; random-effects meta-analysis:
RR 1.05, 95% CI 0.94 to 1.17, P = 0.38, 24,082 participants, 137
trials, low quality of evidence, Analysis 4.13). Data were imputed
for 31 trials.
Visual inspection of the funnel plots showed signs of asymmetry
(Supplementary online material). Harbord’s test showed small-
study effects (P = 0.000). Hence, we assessed the risk of publica-
tion bias as high.
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Subgroup analyses


Analysis 4.3, comparing trials with different modes of delivery:
test for subgroup difference showed no statistically significant dif-
ference (subgroup difference P = 0.14).
Analysis 4.4, comparing trials with participants from different
medical specialties: test for subgroup difference showed no statis-
tically significant difference (subgroup difference P = 0.31).
Analysis 4.5, comparing trials where the adequacy of the amount
of calories received was different: test for subgroup difference
showed no statistically significant difference (subgroup difference
P = 0.36).
Analysis 4.6, comparing trials with different screening tools: test
for subgroup difference showed no statistically significant differ-
ence (subgroup difference P = 0.22).
Analysis 4.7, comparing trials where participants were at nutri-
tional risk according to specific condition: test for subgroup dif-
ference showed a statistically significant difference (subgroup dif-
ference P = 0.03).
Analysis 4.8, comparing trials where participants were at nutri-
tional risk according to specific criteria (BMI, weight, insufficient
food intake): test for subgroup difference showed no statistically
significant difference (subgroup difference P = 0.74).
Analysis 4.9, comparing trials where the participants were classi-
fied as at nutritional risk according to biomarkers or anthropomet-
rics: test for subgroup difference showed no statistically significant
difference (subgroup difference P = 0.13).
Analysis 4.10, comparing trials according to publication year: test
for subgroup difference showed no statistically significant differ-
ence (subgroup difference P = 0.34).
Analysis 4.11, comparing the length of the intervention: test for
subgroup difference showed no statistically significant difference
(subgroup difference P = 0.70).
Zero-event handling
To test the robustness of our results according to the type of zero-
event handling, we conducted our meta-analysis using the Trial
Sequential Analysis software. We performed our meta-analysis us-
ing both the ’reciprocal of opposite intervention group’ continuity
correction, a constant continuity correction using both 0.5, 0.01
and 0.001, and an empirical continuity correction using 0.5, 0.01
and 0.001. All of the meta-analyses produced a P value under
0.025.


Quality of life


Only 16 of 244 trials reported quality of life (Saudny-Unterberger
1997; Bokhorst-de 2000; Liu 2000a; MacFie 2000; Johansen
2004; Smedley 2004a; Dennis 2005; Dennis 2006; Miller 2006a;
Campbell 2008; Kawaguchi 2008; Ha 2010; Starke 2011;
Ljunggren 2012; Neelemaat 2012; Breedveld-Peters). Few trials
used similar quality-of-life questionnaires and only data from Eu-
roQoL utility score and SF-36 could be used in a meta-analysis.
All trials were at high risk of bias.


Two trials reported quality of life at end of intervention using the
SF-36 questionnaire (Johansen 2004; Starke 2011). A meta-analy-
sis of the trials found no effect for physical performance (random-
effects MD 2.35, 95% CI -2.94 to 7.65, P = 0.65, 242 partici-
pants, 2 trials, very low quality of evidence; Analysis 5.1) or mental
performance (random-effects MD -0.90, 95% CI -3.92 to 2.13,
P = 0.56, 242 participants, 2 trials, very low quality of evidence;
Analysis 7.1). Three trials at high risk of bias reported quality of life
at maximum follow-up using the SF-36 questionnaire (Johansen
2004; Campbell 2008; Starke 2011). A meta-analysis of the tri-
als found no effect for physical performance (random-effects MD
1.54, 95% CI -2.47 to 5.55, P = 0.45, 289 participants, 3 trials,
very low quality of evidence; Analysis 6.1) or mental performance
(random-effects MD -0.25, 95% CI -3.02 to 2.53, P = 0.86, 289
participants, 3 trials, very low quality of evidence; Analysis 8.1).
Two trials reported quality of life at end of intervention using Eu-
roQoL utility score (Dennis 2005; Dennis 2006). A meta-analysis
of the trials found no significant effect (random-effects MD -0.01,
95% CI -0.03 to 0.01, P = 0.45, 2 trials, 3961 participants, very
low quality of evidence; Analysis 9.1).
One trial reported quality of life using the EORTC QLQ-C30
questionnaire (Bokhorst-de 2000). The trial of 21 participants
found no effect of nutrition support on quality of life in head and
neck cancer patients undergoing surgery using the end-score. Us-
ing change-score, nutrition support also did not show a beneficial
effect on physical functioning when considering a P value of 0.025
significant (P = 0.05).
Four trials reported quality of life using the EQ-5D (VAS) ques-
tionnaire (Ha 2010; Ljunggren 2012; Neelemaat 2012; Breedveld-
Peters). However, we could not obtain data for a meta-analysis.
Ha 2010 reported within-group improvement and worsening of
quality of life parameters. This trial randomised 78 participants
and found a beneficial effect of nutrition support on quality of life
in change score between the study groups (P = 0.009). Ljunggren
2012 (57 participants), Neelemaat 2012 (185 participants) and
Breedveld-Peters (131 participants), found no beneficial effect of
nutrition support on quality of life.
One trial reported quality of life using a self-rating questionnaire
involving physical and mental symptoms (Kawaguchi 2008). The
trial, with 29 participants, found a beneficial effect of nutrition
support on thirst (P = 0.01), fatigue (P = 0.01), and hunger (P =
0.003), but no combined score was reported or available.
One trial at high risk of bias reported quality of life using a general
well-being score (Saudny-Unterberger 1997). The trial, with 20
participants, found no effect of nutrition support on quality of
life.
One trial reported quality of life using the Hospital Anxiety and
Depression scale (MacFie 2000). The trial randomised 52 partic-
ipants and found no effect of nutrition support on anxiety and
depression.
One trial reported quality of life using the SF-12 questionnaire
(Miller 2006a). The trial randomised 100 participants and found
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no effect of nutrition support on quality of life.
Two trials described quality of life as an outcome (Liu 2000a;
Smedley 2004a). However, we failed to obtain any data from the
trial or by contacting the authors.


Post hoc Trial Sequential Analyses of the different modes of


delivery for serious adverse events at maximum follow-up


A Trial Sequential Analysis for enteral nutrition showed that the
Z-curve crossed the boundary for benefit. This Trial Sequential
Analysis was based on a risk ratio reduction of 20%, an event rate
in the control group of 17.2%, a two-sided alpha of 2.5%, a beta
of 20%, a diversity of 0%. This indicates that enteral nutrition
versus control may result in a 20% or greater risk ratio reduction
of serious adverse events at maximum follow-up (Figure 6).


Figure 6. Trial Sequential Analysis on serious adverse events (maximum follow-up) with participants


receiving enteral nutrition in 49 high risk of bias trials. The diversity-adjusted required information size (RIS)


was calculated based on an incidence rate of serious adverse event in the control group of 17.2%; risk ratio


reduction of 20% in the experimental group; type I error of 2.5%; and type II error of 20% (80% power). No


diversity was noted. The required information size was 4444 participants. The cumulative Z-curve (blue line)


did cross the trial sequential monitoring boundaries for benefit (red inward sloping lines) indicating that


enteral nutrition may result in a 20% or greater risk ratio reduction of serious adverse events at maximum


follow-up. The cumulative Z-curve did not cross the inner-wedge futility line (red outward sloping lines). The


green dotted line shows conventional boundaries (2.5%).
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A Trial Sequential Analysis for oral nutrition support showed that
the Z-curve crossed the futility boundary as well as the diversity-
adjusted required information size. This Trial Sequential Analysis
was based on a risk ratio reduction of 20%, an event rate in the
control group of 12.6%, a two-sided alpha of 2.5%, a beta of
20%, and the observed diversity of 0%. This indicates that there
is firm evidence that oral nutrition support versus control does
not result in a 20% or greater risk ratio reduction or increase in
serious adverse events at maximum follow-up (Supplementary
online material).
A Trial Sequential Analysis for parenteral nutrition showed that
the Z-curve crossed the futility boundary as well as the diversity-
adjusted required information size. This Trial Sequential Analysis
was based on a risk ratio reduction of 20%, an event rate in the
control group of 14.5%, a two-sided alpha of 2.5%, a beta of 20%,
and the observed diversity of 0%. This indicates that there is firm
evidence that parenteral nutrition versus control does not result in
a 20% or greater risk ratio reduction or increase of serious adverse
events at maximum follow-up (Supplementary online material).
For general nutrition support, fortified foods, and mixed nutrition
support, there was not enough information available to produce
Trial Sequential Analyses.


Subgroup analyses of the effect of oral nutrition support on


all-cause mortality and serious adverse events


Post hoc subgroup analyses of oral nutrition support found no
subgroup difference of nutrition support compared with control
in any subgroup (Analyses 29 through 32).


Subgroup analyses of the effect of enteral nutrition support


on all-cause mortality and serious adverse events


Post hoc subgroup analyses of enteral support found no subgroup
difference of nutrition support compared with control in any sub-
group (Analyses 33 through 36)


Subgroup analyses of the effect of parenteral nutrition


support on all-cause mortality and serious adverse events


Post hoc subgroup analyses of parenteral nutrition support found
no subgroup difference of nutrition support compared with con-
trol in any subgroup (Analyses 37 through 40).


Post hoc analyses of major surgery


A Trial Sequential Analysis for major surgery participants on seri-
ous adverse events at maximum follow-up using a risk ratio reduc-
tion of 20%, an event rate in the control group of 15.2%, a two-
sided alpha of 2.5%, a beta of 20%, a diversity of 0%, showed that


nutrition support did not reduce serious adverse events at maxi-
mum follow-up for major surgery participants of 20% or more (
Supplementary online material).


Post hoc analyses of participants admitted with stroke


A Trial Sequential Analysis for stroke participants on serious ad-
verse events at maximum follow-up using a risk ratio reduction
of 20%, an event rate in the control group of 19.2%, a two-sided
alpha of 2.5%, a beta of 20%, a diversity of 83%, showed that nu-
trition support did not reduce serious adverse events at maximum
follow-up in stroke participants of 20% or more (Supplementary
online material). The Trial Sequential Analyses did not break the
boundary for futility or reach the required information size (
Supplementary online material).


Post hoc analyses of the adverse events with uncertain


diagnostic criteria and seriousness


In a number of trials the adverse events were not reported ade-
quately. Multiple trialists only reported a proportion of partici-
pants experiencing, e.g. ’cardiac failure’ or ’pneumonia’, but did
not report how the diagnosis was made or how ’serious’ the event
was, and the total number of observed participants was also of-
ten missing. We therefore did not include these poorly-reported
outcome results in the ’serious adverse event outcome’, based on
our predefined criteria (see Primary outcomes). Appendix 3 lists
the adverse events/complications always considered as a serious
adverse event even without a detailed description. We assessed the
following outcomes post hoc: pneumonia, wound dehiscence, re-
nal failure, wound infection, and heart failure.


Pneumonia


We included 28 trials reporting on 12,443 participants. All trials
were at high risk of bias. Eight hundred and forty-nine of 6342
participants (13.4%) randomly assigned to nutrition support ver-
sus 766 of 6101 participants (12.5%) randomly assigned to no
intervention, placebo, or treatment as usual experienced pneumo-
nia. Overall, we found no statistically significant benefit or harm of
nutrition support at maximum follow-up (random-effects meta-
analyses RR 1.06, 95% CI 0.96 to 1.16, P = 0.28, I2 = 2%, 12,443
participants, 28 trials, low quality of evidence, Analysis 10.1).


Wound dehiscence


We included 12 trials reporting on 2280 participants. All trials
were at high risk of bias. Thirty-seven of 1237 (3.0%) nutrition
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support participants experienced wound dehiscence, compared
with 43 of 1043 control participants (4.1%). Overall, we found
no statistically significant benefit or harm of nutrition support
at maximum follow-up (random-effects meta-analyses RR 0.71,
95% CI 0.40 to 1.24, P = 0.22, I2 = 22%, 2280 participants, 12
trials, low quality of evidence, Analysis 11.1).


Renal failure


We included four trials reporting on 6359 participants. All trials
were at high risk of bias. Two hundred and sixteen of 3272 (6.6%)
nutrition support participants experienced renal failure versus 214
of 3087 control participants (6.9%). Overall, we found no statisti-
cally significant benefit or harm of nutrition support at maximum
follow-up (random-effects meta-analyses RR 1.00, 95% CI 0.83
to 1.20, P = 0.99, I2 = 0%, 6649 participants, 4 trials, low quality
of evidence, Analysis 12.1).


Wound infection


We included 26 trials reporting on 8324 participants. All trials
were at high risk of bias. Two hundred and sixteen of 4263 (5.1%)
nutrition support participants experienced wound infection ver-
sus 211 of 4061 control participants (5.2%). Overall, we found
no statistically significant benefit or harm of nutrition support
at maximum follow-up (random-effects meta-analyses RR 0.81,
95% CI 0.60 to 1.10, P = 0.18, I2 = 36%, 8324 participants, 26
trials, low quality of evidence, Analysis 13.1).


Heart failure


We included three trials reporting on 1041 participants. All trials
were at high risk of bias. Thirteen out of 520 (2.5%) randomly
assigned to nutrition support versus 11 out of 521 participants
(2.1%) randomly assigned to no intervention, placebo, or treat-
ment as usual experienced heart failure. Overall, we found no sta-
tistically significant benefit or harm of nutrition support at maxi-
mum follow-up (random-effects meta-analyses RR 1.11, 95% CI
0.34 to 3.61, P = 0.87, I2 = 20%, 1041 participants, 3 trials, low
quality of evidence, Analysis 14.1).


Post hoc analyses combining subgroups to assess the effect


of following the nutritional guidelines on mortality and


serious adverse events


Guidelines today focus on screening patients that are presumably
at nutritional risk using screening tools designed for the purpose
and providing adequate nutrition support for nutritionally at-risk
adults that are not likely to achieve adequate intake through spon-
taneous food intake. As a further post hoc analysis, we combined
trials that included participants using screening tools (NRS 2002,
MUST, SGA and MNA) which also provided the experimen-
tal group with clearly adequate nutrition and the control group


with clearly inadequate nutrition (Analysis 15.1; Analysis 15.2;
Analysis 15.3; Analysis 15.4). We also did a post hoc analysis of
trials that included participants either with impaired nutritional
status/decreased food intake (Analysis 1.8; Analysis 2.8; Analysis
3.8; Analysis 4.8) and/or increased nutritional requirements (ICU
patients, major surgery, stroke and frail elderly patients) (Analysis
1.7; Analysis 2.7; Analysis 3.7; Analysis 4.7) and had a clearly
adequate intake in the experimental group and had clearly inad-
equate intake in the control group (Analysis 1.5; Analysis 2.5;
Analysis 3.5; Analysis 4.5). The results are presented in Analysis
16.1; Analysis 16.2; Analysis 16.3; Analysis 16.4. None of the
analyses found any significant effect of nutrition support on mor-
tality or serious adverse events.


Secondary outcomes


Time to death (survival data)


We included 11 trials reporting survival data (Nixon 1981;
Valdivieso 1987; Kearns 1992; Brennan 1994; Bauer 2000;
Bokhorst-de 2000; Espaulella 2000; Dennis 2005; Dennis 2006;
Oh 2014; Moreno 2016). All trials reported Kaplan-Meier sur-
vival curves, but it was not possible to calculate log hazard ratios
and standard errors based on these curves. No trial reported hazard
ratios and standard errors. Therefor, we were unable to perform
any meta-analyses. None of the trials found significant effects of
nutritional support on survival.


Morbidity


End of intervention


Only one trial reported ’morbidity’ at end of intervention (Fan
1994). This trial included 124 participants and found a statisti-
cally significant benefit of nutrition support on morbidity at end
of intervention using the random-effects model (RR 0.63, 95%
CI 0.42 to 0.94, P = 0.02, 124 participants, very low quality of ev-
idence, Analysis 29.1). Fisher’s exact test gave a P value of 0.0293.


Maximum follow-up


Two trials reported morbidity at maximum follow-up (Fan 1994;
Barlow 2011), including 245 participants, and found a statistically
significant benefit of nutrition support on morbidity at maximum
follow-up using the random-effects model (RR 0.71, 95% CI 0.53
to 0.95, P = 0.02, I2 = 0%, 2 trials, 245 participants, very low
quality of evidence, Analysis 30.1).
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BMI


End of intervention


Fourteen trials (1008 participants) reported BMI at end of in-
tervention. Overall, we found a statistically significant effect of
nutrition support on BMI at end of intervention using the ran-
dom-effects model (MD 0.57 kg/m2, 95% CI 0.38 to 0.77, P <
0.001, I2 = 0%, 1008 participants, 14 trials, very low quality of
evidence, Analysis 31.1). The test for subgroup difference found
no significant difference in any analysis (Analysis 31.2; Analysis
31.3; Analysis 31.4; Analysis 31.5; Analysis 31.6; Analysis 31.7;
Analysis 31.8; Analysis 31.9; Analysis 31.10; Analysis 31.11).
Egger’s test for funnel plot asymmetry was not significant (P =
0.222). Begg’s test was also not significant (P = 0.547).


Maximum follow-up


Nineteen trials (1528 participants) reported BMI at maximum
follow-up. Overall, we found no statistically significant effect of
nutrition support on BMI at maximum follow-up using the ran-
dom-effects model (MD 0.40 kg/m2 95% CI -0.02 to 0.83, P =
0.06, I2 = 61%, 1528 participants, 19 trials, very low quality of
evidence, Analysis 32.1). The test for subgroup differences found
no significant difference in any analysis (Analysis 32.2; Analysis
32.3; Analysis 32.4; Analysis 32.5; Analysis 32.6; Analysis 32.7;
Analysis 32.8; Analysis 32.9; Analysis 32.10; Analysis 32.11).
Egger’s test for funnel plot asymmetry was not significant (P =
0.756). Begg’s test was also not significant (P = 0.162).


Weight


End of intervention


Sixty-eight trials (5445 participants) reported weight. Overall, we
found a statistically significant benefit of nutrition support on
weight at the end of intervention using the random-effects model
(MD 1.32 kg, 95% CI 0.65 to 2.00, P < 0.001, I2 = 98%, 5445
participants, 68 trials, very low quality of evidence, Analysis 33.1).


Subgroup analysis


In subgroup analyses we found the following: the test for subgroup
difference could not be performed for the subgroup comparing
high risk of bias outcomes with low risk of bias outcomes as we
found no outcome results with low risk of bias (Analysis 33.2).
Analysis 33.3, comparing different modes of delivery: we found a
statistically significant subgroup difference (subgroup difference:


P 0.001).
Analysis 33.4, comparing trials with participants from different


medical specialties: we found a statistically significant subgroup
difference (subgroup difference: P < 0.001).
Analysis 33.5, comparing adequacy of the amount of nutrition: no
statistically significant subgroup difference was found (subgroup
difference: P = 0.57).
Analysis 33.6, comparing different screening tools: we found no
statistically significant subgroup difference (subgroup difference P
= 0.52).
Analysis 33.7, comparing different conditions known to be asso-
ciated with malnutrition: we found no statistically significant sub-
group difference (subgroup difference P = 0.52).
Analysis 33.8, participants classified as at nutritional risk according
to specific criteria concerning BMI, weight, insufficient food in-
take: we found a statistically significant subgroup difference (sub-
group difference P = 0.01).
Analysis 33.9, comparing participants classified as at nutritional
risk according to biomarkers or anthropometric: we found a sta-
tistically significant subgroup difference (subgroup difference P =
0.006).
Analysis 33.10, comparing year of publication: we found no sta-
tistically significant subgroup difference (subgroup difference P =
0.06).
Analysis 33.11, comparing different interventions lengths of inter-
vention: we found no statistically significant subgroup difference
(subgroup difference P = 0.20).


Sensitivity analysis


For trials with missing SDs, we imputed SDs from trials with a
similar number of participants. For Fan 1994 we used the SD
from Starke 2011, for Førli 2001 from Kawaguchi 2008, for
Hickson 2004 from Dong 1996, for Hoffmann 1988 from Munk
2014, for Malhotra 2004 from Johansen 2004, for McWhirter
1996a; McWhirter 1996b from Zheng 2001a; Zheng 2001b. This
exploratory analysis still resulted in a small statistically significant
benefit using the random-effects model (MD 1.40 kg, 95% CI


0.76 to 2.03, P 0.001, I2 = 98%, 5445 participants, 68 trials,
very low quality of evidence, Analysis 33.12).
Egger’s test for funnel plot asymmetry was not significant (P =
0.823). Begg’s test was also not significant (P = 0.149).


Maximum follow-up


Seventy-eight of 244 trials (29.91%), with 6865 participants, re-
ported weight. Overall, we found a statistically significant bene-
fit of nutrition support on weight at maximum follow-up using
the random-effects model (MD 1.13, 95% CI 0.50 to 1.75, P <
0.001, I2 = 98%, 6916 participants, 78 trials, very low quality of
evidence, Analysis 34.1).
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Subgroup analysis


In subgroup analyses we found the following: we could not per-
form the test for subgroup difference for the subgroup comparing
high risk of bias outcomes with low risk of bias outcomes, because
we found no outcome results with low risk of bias (Analysis 33.2).
Analysis 34.3, comparing different modes of delivery: we found a


statistically significant subgroup difference : P 0.001).
Analysis 34.4, comparing trials with participants from different
medical specialties: we found a statistically significant subgroup


difference (subgroup difference: P 0.001).
Analysis 34.5, comparing adequacy of the amount of nutrition: we
found no statistically significant subgroup difference (subgroup
difference: P = 0.85).
Analysis 34.6, comparing different screening tool: we found a
statistically significant subgroup difference (subgroup difference P
= 0.004).
Analysis 34.7, comparing different conditions known to be asso-
ciated with malnutrition: we found a statistically significant sub-


group difference (subgroup difference P 0.001).
Analysis 34.8, participants classified as at nutritional risk according
to specific criteria concerning BMI, weight, insufficient food in-
take: we found a statistically significant subgroup difference (sub-
group difference P = 0.02).
Analysis 34.9, comparing participants classified as at nutritional
risk according to biomarkers or anthropometric: we found a sta-
tistically significant subgroup difference (subgroup difference P =
0.005).
Analysis 34.10, comparing year of publication: we found a sta-
tistically significant subgroup difference (subgroup difference P =
0.008).
Analysis 34.11, comparing different lengths of intervention: we
found no statistically significant subgroup difference (subgroup
difference P = 0.29).
Egger’s test for funnel plot asymmetry was not significant (P =
0.887). Begg’s test was also not significant (P = 0.145).


Hand-grip strength


End of intervention


Eleven trials (783 participants) reported hand-grip strength at end
of intervention. Overall, we found a statistically significant bene-
fit of nutrition support on hand-grip strength using the random-
effects model (MD 1.47 kg, 95% CI 0.58 to 2.37, P = 0.001, I2


= 48%, 783 participants, 11 trials, very low quality of evidence,
Analysis 35.1). Two trials reported hand-grip strength in kilo pas-
cal (Keele 1997; MacFie 2000). These were not part of the meta-
analysis.
Egger’s test for funnel plot asymmetry was not significant (P =
0.546). Begg’s test was also not significant (P = 0.788).


Maximum follow-up


Fourteen trials (1240 participants) reported hand-grip strength
at maximum follow-up. Overall, we found no statistically signifi-
cant benefit of nutrition support on hand-grip strength using the
random-effects model (MD 0.96 kg, 95% CI 0.15 to 1.76, P =
0.02, I2 = 40%, 14 trials, 1240 participants, very low quality of
evidence, Analysis 36.1). Two trials reported hand-grip strength
in kilo pascal (Keele 1997; MacFie 2000). These were not part of
the meta-analysis.
Egger’s test for funnel plot asymmetry was not significant (P =
0.834). Begg’s test was also not significant (P = 0.625).


Six-minute walking distance


One trial reported six-minute walking distance (Rabadi 2008).
It found a statistically significant benefit of nutrition support on
six-minute walking distance (MD 133.27 feet, 95% CI 24.32 to
242.22, P = 0.02, very low quality of evidence, Analysis 37.1).


Summary of findings table


Our main results are summarised in the ’Summary of findings for
the main comparison’.


D I S C U S S I O N


Summary of main results


We included 244 trials randomising 28,619 participants. The trials
included a heterogenous group of participants, the settings varied,
and the experimental and control interventions differed. All trials
were at high risk of bias and the level of evidence was low for all-
cause mortality and serious adverse events, and very low for health-
related quality of life. Despite these limitations, overall we saw
small or no effects of nutrition support on all outcomes, and our
findings had surprisingly low heterogeneity. These limited signs of
statistical heterogeneity support the decision to conduct the meta-
analysis by pooling all types of nutrition support interventions
in one meta-analysis, as we did (see Overall completeness and
applicability of evidence for a detailed discussion).
Our meta-analyses showed that nutrition support versus control
did not have a statistically significantly effect on all-cause mortal-
ity at end of intervention. The result of our Trial Sequential Anal-
yses implied firm evidence of nutrition support not reducing or
increasing the risk ratio of all-cause mortality by 20% or more at
end of intervention (Figure 4; Effects of interventions). Post hoc
Trial Sequential Analysis showed we had enough power to reject a
risk ratio of 11% or more reduction in all-cause mortality at end of
intervention (Supplementary online material). All-cause mortal-
ity at maximum follow-up also showed no statistically significant
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effect of nutrition support when considered against a predefined
threshold for statistical significance of 0.025. The result of our
Trial Sequential Analyses implied firm evidence of nutrition sup-
port not reducing or increasing the risk ratio for all-cause mortality
by 20% or more at maximum follow-up (Supplementary online
material; Effects of interventions). Post hoc Trial Sequential Anal-
ysis showed we had enough power to reject a 10% or more reduc-
tion in all-cause mortality at maximum follow-up Supplementary
online material).
Our meta-analyses showed that nutrition support versus control
did not have a statistically significant effect on serious adverse
events at end of intervention. The result of our Trial Sequential
Analysis implied firm evidence of nutrition support not reducing
or increasing the risk ratio of serious adverse events by 20% or more
at end of intervention (Supplementary online material; Effects of
interventions). Post hoc Trial Sequential Analysis showed we had
enough power to reject a risk ratio of 11% or more reduction
in serious adverse events at end of intervention (Supplementary
online material). Serious adverse events at maximum follow-up
were statistically significantly reduced with nutrition support, but
this was not seen at end of intervention and therefore the finding
may be a result of multiplicity or risk of bias or both (Jakobsen
2014; Jakobsen 2016). The outcome results were at high risk of
bias and the result of our Trial Sequential Analysis analysis implied
firm evidence of nutrition support not reducing or increasing se-
rious adverse events by 20% or more at maximum follow-up (
Supplementary online material; Effects of interventions). Post hoc
Trial Sequential Analysis showed we had enough power to reject
a risk ratio of 10% or more reduction in serious adverse events at
maximum follow-up (Figure 5).
Quality of life in participants receiving nutrition support was not
statistically significantly affected at maximum follow-up. Few tri-
als used similar quality-of-life questionnaires, and only data from
EuroQoL utility score and SF-36 could be used in a meta-analysis.
In both meta-analyses we found no beneficial or harmful effects.
While most of the trials found no beneficial or harmful effect of
nutrition support, a few trials found a beneficial effect on specific
quality-of-life variables.
BMI at end of intervention showed a statistically significant im-
provement when participants received nutrition support (Analysis
31.1). The clinical relevance of this increase is unknown. BMI
at maximum follow-up did not show a statistically significant in-
crease (Analysis 32.1).
Weight at end of intervention and at maximum follow-up showed
a statistically significant increase when participants received nu-
trition support. The clinical relevance of this increase is unknown
(Analysis 33.1; Analysis 34.1).
Hand-grip strength at end of intervention showed a statistically
significant improvement when participants received nutrition sup-
port, but the increase was not statistically significant at maximum
follow-up. The clinical relevance of this increase is unknown.


Nutrition support analysed by route of administration


We assessed individually the different modes of delivery of nutri-
tion support. Trial Sequential Analysis for enteral nutrition for se-
rious adverse events at maximum follow-up broke the threshold for
significant benefit (Analysis 4.3; Figure 6; Effects of interventions).
There are, however, many important considerations when inter-
preting this result: all trials were at high risk of bias and the fun-
nel plot was highly suggestive of publication bias (Supplementary
online material). Furthermore, it is important to note that, given
the amount of subgroup analyses, outcomes, time points, and our
threshold for significance, one might expect that by chance alone
a type I error would occur (Jakobsen 2016). Despite the signifi-
cant meta-analysis result and confirmed 20% risk ratio reduction
in the Trial Sequential analysis, trials at low risk of bias will need
to assess the effects of enteral nutrition before we can draw any
conclusions.
Standard parenteral and oral nutrition broke the threshold for
futility, indicating no beneficial or harmful effects despite the high
risk of bias (Supplementary online material).
We also performed our subgroup analyses according to the dif-
ferent kinds of nutrition support (not for general and fortified
foods, since we identified very few trials that used these kinds of
nutrition support) at the suggestion of the editor and one of the
peer reviewers. The results of the new subgroup analyses are in
agreement with the subgroup analyses of our overall analyses: we
found no benefit of oral nutrition support or parenteral nutrition
support in any subgroup. Enteral nutrition may be beneficial for
different subgroups of patients and may be tested in future trials
with low risk of bias and with adequate power.


Exploratory subgroup analyses


Tests for subgroup differences found a significant difference in
the subgroup comparing different conditions, theoretically known
to increase the nutritional requirements on serious adverse events
at maximum follow-up (Analysis 4.7). Trial Sequential Analysis
for major surgery did not pass through the boundary for benefit,
implying that nutrition support does not result in a risk ratio
reduction of 20% in the risk of a serious adverse event at maximum
follow-up, especially when considering the fact that the trials were
at high risk of bias (Supplementary online material).
Trial Sequential Analysis for stroke participants did not pass
through the boundary for benefit, implying that nutrition support
does not reduce the risk ratio of serious adverse events at maximum
follow-up of 20%. The Trial Sequential Analysis did not reach the
required information size (Supplementary online material).
Using the test for subgroup differences, no other subgroups
showed significant benefit or harm. For a discussion of the limi-
tations in the way we have handled subgroups and the review in
general, see Overall completeness and applicability of evidence.
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Overall completeness and applicability of
evidence


We searched for published and unpublished trials irrespective of
publication type, publication date, and language. We also searched
bibliographies of both Cochrane and non-Cochrane Reviews on
nutrition support for any trials we missed. Overall, we have in-
cluded more trials than any nutrition review ever before, due to
our broader inclusion criteria as well as our extensive searches.
A number of the funnel plots suggest that we are still missing
data from trials favouring the control group compared with nutri-
tion support (Supplementary online material). This may be due
to publication bias, but other types of bias might also cause the
asymmetries. The high risks of bias suggest that our results may
possibly be due to an overestimate of the benefit and an underes-
timate of the harm of nutrition support.


Discussion of heterogeneity (clinical and statistical)


regarding our overall analysis


We included a very clinically heterogenous participant population
assessed in various settings examining various types of nutrition
support administered through different routes. Different inclusion
criteria exist regarding how to assess whether or not a participant
is at nutritional risk and we therefore chose to include various
definitions. We chose to focus primarily on the overall analysis,
with all types of nutrition support pooled in one analysis for three
reasons: 1) we wanted to assess the overall effects of nutrition
support in hospitalised adults at nutritional risk; 2) this pooled
analysis would have the largest statistical power as well as precision;
and 3) pooling all types of nutrition support makes it possible
to use subgroup analyses to compare the effects of the different
nutrition support interventions. If by pooling all the trials we
saw very large heterogeneity, we would not have conducted the
overall analyses and instead would have explored (as we still do)
any possible explanation for the heterogeneity seen.
We found no signs of statistical heterogeneity in the meta-analy-
ses, using both visual inspection of the forest plots as well as the
statistical tests for heterogeneity for our primary outcomes. For
our secondary outcomes, we found no heterogeneity when visually
inspecting the forest plots, but the I2 for the outcomes results of
weight was high. Our many subgroup analyses also found few sub-
groups of participants that may benefit from nutrition support, the
potential exception being major surgery and stroke participants
(Analysis 4.7). The latter subgroup analysis was only significant
at maximum follow-up for serious adverse events. It is important
to make the distinction between clinical heterogeneity (which is
very large in this review) and statistical heterogeneity (of which
there is little indication of in this review). In case of large statistical
heterogeneity, we would have had to split up the review perhaps
into different modes of administration or concluded that no over-
all conclusion for nutrition support could be made. However, we
found no signs of statistical heterogeneity and the pooling of the


different nutritional interventions seems to be appropriate. The
overall agreement between our review and the other Cochrane
Reviews assessing nutrition support for hospitalised adults makes
it even more plausible that our conclusions on nutrition support
appy to participants regardless of how they were included in our
review (see Agreements and disagreements with other studies or
reviews for further details).


Applicability of results for specific subgroups


Mode of delivery


We found no subgroup differences between the different types
of nutrition support . Our exploratory Trial Sequential Analyses
indicated that enteral nutrition may be beneficial in the settings
tested, whereas parenteral nutrition and oral nutrition do not seem
to offer any benefit in the settings tested. Performing the same
subgroups analyses as for the overall analyses, but only looking at
parenteral nutrition support or oral nutrition support, we found
no benefit in any subgroup. There was insufficient statistical power
for general nutrition support and fortified foods. We therefore pri-
marily recommend future research assessing the effects of enteral
nutrition, because this intervention seems to be the only poten-
tially promising nutritional intervention.


Other subgroup analyses (including specific patient


populations)


The main objective of this review was to assess the effects of nu-
trition support in adults at nutritional risk. As described in the
Background section, malnutrition can be divided into starvation-
related malnutrition and disease-related malnutrition. If a com-
mon pathway exists from disease to malnutrition to poorer clinical
outcome, we expected that our approach would show that nutri-
tion support benefits the participants across medical specialties as
they would share a common feature, i.e. malnutrition. This was
the rationale for looking at nutrition support broadly instead of
assessing participants according to medical specialty as has previ-
ously been done in most reviews. As noted above, this has intro-
duced large clinical heterogeneity. However, across most of our
subgroups, there was no difference in the effect of nutrition sup-
port and a noticeable absence of heterogeneity. Guideline develop-
ers may wish to look at the overall analyses as well as the subgroup
analyses.
In future updates, we plan to include secondary publications look-
ing at the different participant populations as well as exploring
possible areas of benefit of the different types of nutrition support.
It is very important when exploring possible areas of benefit, as we
intend in subsequent updates, that we pay attention to the risk of
multiplicity as well as assessing the limitations of the amount of
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information. Subgroup analyses should be confirmed in new trials
at low risk of bias. Our results indicate that in most cases there will
be too little information to conclude whether nutrition support is
beneficial or harmful for specific subgroups of participant, using
a specific nutrition support intervention.


Limation of the external validity of our review


We only included hospitalised adults and it is possible that nutri-
tion support administered in an outpatient setting may be bene-
ficial.
We did not include interventions assessing immuno-nutrition, el-
emental diets, glutamine only as the primary intervention, mi-
cronutrients only, or similar non-standard nutrition support in-
terventions. Neither does our review provide any evidence on the
effect of nutrition support in children.
The co-interventions/standard care also varied across the included
trials, due to the diverse participant population, the difference in
practices, as well as the different time periods in which the included
trials were conducted. Even though our results did not indicate
any significant statistical heterogeneity, the clinical heterogeneity
is a limitation of our systematic review, because the subsequent
generalisation of the review results might be limited.
It is also important to note that our results only apply to partici-
pants who were randomised to nutrition support versus ‘no nutri-
tion support’, i.e. it was judged to be ethically acceptable that the
control participants could receive ‘no nutrition support’. Hence,
our results do not apply to hospitalised adults who were not able
to eat, were unconscious, or unable to absorb nutrients, e.g. due
to short bowl syndrome. The benefits and harms of the different
forms of nutritional support in such participant groups need fur-
ther specific scrutiny in systematic reviews.
In our review, we have not specifically assessed the effects on
non-serious adverse events/non-serious complications. We only
assessed adverse events if they were ’serious’. The reason for this
was that we expected to identify a large number of trials from all
medical specialties, with different types of participants, different
types of interventions, etc. We expected that assessing the effects
of nutrition support on non-serious adverse events across these
different types of trials would have limited validity, as the events
would be very heterogenous as well as differing in their clinical sig-
nificance. Additionally, we did not assess the risk of serious adverse
events and non-serious adverse events in quasi-randomised and
observational studies. Specific systematic reviews of these types of
studies are needed. Moreover, we did not assess cluster-randomised
clinical trials.
We identified three cluster-randomised trials. Two reported no
effect of nutrition support on mortality (Bourdel-Marchasson
2000; Martin 2004) and one trial had not reported data at the
time of writing (Britton 2012). Bourdel-Marchasson 2000 also
found a reduction in pressure sores. Martin 2004 did not report
adverse events.


Quality of the evidence


We downgraded the quality of evidence to low due to very seri-
ous risk of bias for all-cause mortality and serious adverse events
outcomes. Quality of life was downgraded to very low quality of
evidence due to a very serious risk of bias, and a serious inconsis-
tency of the evidence. Weight was downgraded to very low quality
of evidence because of very serious risk of bias and inconsistency
(see Summary of findings for the main comparison).
We found no trials or outcome results with a low risk of bias
(see Risk of bias in included studies). There is a high risk of our
results showing an overestimation of benefit and underestimation
of harm of nutrition support (Hrobjartsson 2012; Hrobjartsson
2013; Hrobjartsson 2014a; Hrobjartsson 2014b; Savovi 2012a;
Schulz 1995; Sutton 2000; Wood 2008).
Visual inspection of a number of funnel plots suggested asymme-
try, including the few outcome results that indicated benefit for
nutrition support. We then used the trim-and-fill method in an
attempt to assess the impact of publication bias on our results. The
trim-and-fill method showed us that the possible publication bias
did not appear to have a strong influence on our results.
Despite the variation in the participant populations recruited to
the studies, we observed very little statistical heterogeneity in our
primary results.
Trial Sequential Analyses of both all-cause mortality and serious
adverse events showed that we had enough information to con-
firm or reject our anticipated intervention effects. Given we have
met the required information size forrisk ratio reductions (RRR)
of 10% or more, and we a priori considered a RRR of 20% clini-
cally significant, we do not regard the confidence intervals as wide
enough to downgrade further to very low quality due to serious
imprecision. The Trial Sequential Analyses of the third primary
outcome, quality of life, showed we did not have enough informa-
tion to confirm or reject our anticipated intervention effect. The
Trial Sequential Analysis for enteral nutrition showed that we had
enough information to confirm or reject our anticipated interven-
tion effect. Despite this, much consideration must still be given
when interpreting this result, see ’Potential biases in the review
process’.
The average non-significant reduction at end of intervention in
absolute all-cause mortality following any type of nutrition sup-
port when compared with control was around 0.5%, from 8.3%
to 7.8%. For serious adverse events, the non-significant reduction
in risk was 0.7%, from 9.9% to 9.2%. The point estimate from
maximum follow-up was slightly larger (1% for all-cause mortality
and 1.5% for serious adverse events). However, the Trial Sequen-
tial Analysis showed that we had enough information to rule out
11% or more relative risk reductions for both outcomes at end of
intervention and at maximum follow-up, but not enough infor-
mation to confirm or reject risk ratios of 10% or below. Whether
RRRs below 10% are clinically relevant is debatable. Considera-
tion should perhaps be given to critically-ill populations with very
high underlying risk of death or serious adverse events.
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Potential biases in the review process


Strengths


We included trials regardless of language of publication and
whether they reported data on the outcomes we needed. We con-
tacted relevant authors for additional information. We included
more participants than previous systematic reviews (Koretz 2001;
Perel 2006; Koretz 2007; Milne 2009; Burden 2012; Koretz 2012;
Koretz 2014; Avenell 2016), giving us increased power and preci-
sion to detect any significant differences between the intervention
and control groups.
We followed our peer-reviewed Cochrane protocol which was pub-
lished before the literature search began (Feinberg 2015). We con-
ducted the review using the methods recommended by Cochrane
and findings of additional methodological studies (Higgins 2011).
We also performed Trial Sequential Analyses and used an eight-
step procedure to assess whether the thresholds for statistical and
clinical significance were crossed (Jakobsen 2014). This adds fur-
ther robustness to our results and conclusions. We also tested the
robustness of our results with sensitivity analyses (’best-worst’,
’worst-best’, no-event trials and for missing SDs).
Our meta-analyses had little statistical heterogeneity, strengthen-
ing the validity of our results.
Limitations


Our systematic review has several limitations. Our findings, inter-
pretations, and conclusions are affected by the quality and quan-
tity of the trials we included. We included both different partici-
pant populations and different forms of nutrition support, which
introduced some possible interpretative limitations to our review
(see ’Overall completeness and applicability of evidence’ for a dis-
cussion).
A potential methodological limitation is our definition of a seri-
ous adverse event. In line with the protocol (Feinberg 2015), we
included the trial result as a serious adverse event if the event or
complications was described as any untoward medical occurrence
that resulted in death, was life-threatening, required hospitalisa-
tion or prolongation of existing hospitalisation, or resulted in per-
sistent or significant disability or incapacity. Using this definition,
we created a list early in the review process of the events we con-
sidered serious and would therefore include, even if the trialist did
not classify the adverse events as a ’serious adverse event’. We also
included the event as a serious adverse event if the trialists used
the term ’serious’ or ’major’ when reporting the adverse event or
complication. If there was doubt if the event should be included
then we contacted the trial authors in order to clarify whether we
should include the event in our analyses. Most of the trials were
not adequately blinded and the assessment of the adverse events
in these trials might have been influenced by knowledge of treat-
ment allocation. It is therefore likely that our results overestimate
the beneficial effect and underestimate the possible harmful ef-
fects of nutrition support. Furthermore, It is always problematic
to use composite outcomes, because the different elements of the
composite outcome will often have different degrees of severity.


It is therefore possible that even with a neutral result there is in
reality a significant difference in the severity of symptoms between
the compared groups. Nevertheless, using composite outcomes
increases power and is therefore often a valid technique, but the
limitations must be considered when interpreting results on, for
example, serious adverse events.
Another possible limitation of our review is that we do not require
a minimum amount of nutrition support. We did this in order
to avoid arbitrary cut-offs. We have instead analysed this in sub-
group analyses (Analysis 1.5; Analysis 2.5; Analysis 3.5; Analysis
4.5). The analyses found no difference between the ’adequate’ and
’inadequate’ nutrition-support trials. The subgroups were based
on our a priori definitions including our predefined cut-offs. Our
cut-offs may be questionable. It may also be that indirect calorime-
try to assess individual nutritional requirement is necessary. We
should perhaps have included a definition of ’adequate protein’ in
our review.
We also made some changes from the protocol stage and added
some post hoc analyses, which is also a limitation of our review,
see ’Differences between protocol and review’ for details.
Our review does not specifically address international guidelines.
According to recent international guidelines (Jensen 2010), being
nutritionally at-risk includes both the aspect of nutritional status
and the aspect of an elevated rate of catabolism caused by inflam-
mation in participants, who are unlikely to eat adequately and who
are treated with an adequate intake. The post hoc Analysis 16.4
results in a statistically significant effect of nutrition support on
serious adverse events at maximum follow-up (RR 0.76, 95% CI
0.61 to 0.95, P = 0.02, I2 = 0%, 2372 participants, 21 trials, low
quality of evidence) when removing Casaer 2011. The reason for
omitting Casaer 2011 is the controversy surrounding the valid-
ity of Casaer 2011 (Bistrian 2011; Felbinger 2011; Marik 2011;
O’Leary 2011; McClave 2012). It must be noted that Analysis
16.4 is not significant with Casaer 2011 included. Given the large
consensus among clinical societies around the approach of iden-
tifying nutritionally at-risk participants based on specific criteria
and providing adequate nutrition to these people despite the lack
of documented effect, future trials should be conducted to test this
approach.
We also included a very large number of subgroup analyses and
numerous outcomes. Although we have adjusted our threshold for
significance for our three primary outcomes, there is still a sub-
stantial risk of a type 1 error (i.e. falsely rejecting the null hypoth-
esis), given that we have assessed three primary outcomes, seven
secondary outcomes, two time points of interest, and have 10 sub-
group analyses. This leads to problems with multiplicity (Jakobsen
2014; Jakobsen 2016). It is plausible that the few significant ef-
fects of nutrition we have found may be due to ’random error’. We
therefore consider the subgroup analyses results as exploratory and
hypothesis-generating. We accept a P value of 0.05 or below as
statistically significant in these analyses, i.e. we do not adjust our P
values for subgroup analyses. It is obvious to most that when you
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collect a large amount of data as we have done here, you also want
to explore any possible interactions, and we therefore caution the
reader to interpret our findings with respect to the substantial risk
of a type 1 error.
Our ’worst-best’ and ’best-worst’ analyses showed that there is a
high risk of incomplete outcome data bias (Analysis 1.12; Analysis
1.13; Analysis 2.12; Analysis 2.13; Analysis 3.13; Analysis 3.12;
Analysis 4.12; Analysis 4.13). Incomplete outcome data bias might
alone have caused the few significant results of nutrition. Most of
the trials did not report exactly how all-cause mortality or seri-
ous adverse events were assessed. It was often only reported that a
certain number of participants died or experienced a serious ad-
verse event, without reporting how many participants were anal-
ysed (and hence, how many had incomplete outcome data). One
hundred and ninety-four of 244 trials were assessed as being at
unclear or high risk of bias on the incomplete outcome data bias
domain, illustrating the high risk of missing data potentially bi-
asing our review results. If insufficient data were reported by the
trialists then we tried to contact the authors, but they seldom
replied, so we often had insufficient information to assess whether
the reported number of deaths or serious adverse events were out
of the intention-to-treat population or out of an unclearly-defined
observed-cases population. This might bias our sensitivity meta-
analyses because we used only the data on the reported population
if no other information was available. Incomplete outcome data
bias might potentially have an even greater impact than our ’best-
worst’/’worst-best’ case scenarios show, i.e. the ’true’ difference be-
tween the observed cases and the intention-to-treat population
might be larger than our data suggest.
We were unable to obtain 34 publications: (Wenzel 1968; Serrou
1982a; Cardona 1986; Liu 1989; Rovera 1989; Huang 1990;
Eckart 1992; Mori 1992; Dai 1993; Kolacinski 1993; Li 1993;
Driver 1994; Cao 1995; Lv 1995; Wu 1995; Yu 1995; Hu 1996;
Liu 1996; Liu 1996a; Volkert 1996; Wu 1996a; Xue 1996; Yoichi
1996; Yu 1996; Lu 1997; Zeng 1997; Zhen 1997; Chai 1998;
Guo 1998; Huo 1998; Jin 2000; Anonymous 2003; Nutrition
2003; Li 2013). Most of these seem to have been conducted in
China.
We also only assessed academic bias as an ’other potential bias’, as
well as any obvious bias we encountered, i.e. not in a systematic
way. As such, we have not taken systematic account of other po-
tential sources of bias.
We did not search the database CINAHL, which is a limitation of
our systematic review.


Agreements and disagreements with other
studies or reviews


Below we have compared our results with the results of other
reviews on nutrition.


Reviews that lacked estimations of required information


sample sizes calculations but reached similar conclusions as


our review:


Perel 2006 found no statistically significant benefit on mortality
of early versus delayed nutrition support for head-injured partici-
pants.
Milne 2009 found no effect on mortality of oral nutrition support
in hospitalised elderly participants at nutritional risk (fixed-effect
meta-analysis RR 0.91, 95% CI 0.80 to 1.04). The authors did,
however, conclude that there was a small increase in weight for
elderly participants (both hospitalised and community dwellers)
(fixed-effect meta-analysis MD 2.15 kg, 95% CI 1.80 to 2.49, P
< 0.001).
Avenell 2016 found no statistically significant effect on mortality
or ’unfavourable outcomes’ of nutrition support as after-care for
hip fracture participants.
Koretz 2012 found no effect on mortality of enteral, parenteral,
and oral nutrition supplements for liver patients, both medical and
surgical. One trial at low risk of bias showed increased mortality.
Koretz 2014 found a beneficial effect of enteral nutrition on mor-
tality in critically-ill adults (RR 0.61, 95% CI 0.41 to 0.89). How-
ever, the benefit of nutrition support on mortality was only present
in trials with high risk of bias and the review concluded that there
was currently not enough evidence to conclude that enteral nu-
trition for critically-ill adults is beneficial, and that randomised
clinical trials at low risk of bias are needed.
Bally 2016 found no effect on mortality in hospitalised medical
participants. The systematic review included 22 trials covering
3726 participants. As a secondary outcome, the authors found a
statistically significant increase in weight (MD 0.72 kg, 95% CI
0.23 to 1.21). The findings are in agreement with our review, with
nutrition only showing a small benefit on weight but no effect on
mortality.


Reviews that lacked estimations of required information sizes


and found benefit of nutrition support:


Burden 2012 (preoperative gastro-intestinal surgery) did not as-
sess mortality. They did, however, show a reduction in major com-
plications when using preoperative parenteral nutrition but no ef-
fect of oral nutrition supplements nor of enteral nutrition. Our
overall conclusions differ from Burden 2012 but our subgroup of
adults undergoing gastro-intestinal surgery showed that this group
may have more benefit of nutrition support than other participant
groups.


Reviews that lacked estimations of required information sizes


and concluded more trials were needed:


Murray 2017 found that there was not enough information to
conclude whether providing standard parenteral nutrition over
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intravenous hydration was beneficial for bone marrow transplant
patients. The review included three trials.
Wasiak 2006 found no statistically significant effect on mortality
of early versus delayed nutrition support in burn patients but only
included one trial (Peck 2004), and concluded that more trials
were needed.


A U T H O R S ’ C O N C L U S I O N S


Implications for practice


In populations identified as being at nutritional risk by any of our
predefined inclusion criteria, we found that risk ratio reductions
of approximately 10% or more from nutrition support can be re-
jected in both the short term (at end of intervention) and long
term (maximum follow-up) for death and serious adverse events.
We do not regard the confidence interval for either effect as wide
enough to warrant downgrading for imprecision, even though nei-
ther result showed a statistically significant increase or reduction
of mortality or serious adverse events.


Our overall meta-analysis result might guide hospital-based de-
cision-makers who are considering whether or not to implement
nutrition support interventions across medical specialties for nu-
tritionally at-risk patients compared with standard care (typically
a standard hospital diet providing 1800 to 2000 kcal). Prior to
making a decision on whether or not to administer nutrition sup-
port,a valid assessment should be made of a given patient’s capacity
to receive standard nutritional support. If this is not obvious, i.e.
the patient eats without any problem, such an assessment might
be done by specially-trained personnel. This practice should also
be tested in a randomised clinical trial. Our results apply only to
patients whom it was ethical to randomise.


Oral nutrition support and parenteral nutrition support did not
reduce or increase mortality or serious adverse events across any
subgroup of participants. Our results indicate that enteral nutri-
tion may reduce the risk of serious adverse events at maximum
follow-up. However, there is a high risk that this significant result
is attributable to bias. There was not enough information to assess
general nutrition support, fortified nutrition support, or mixed
nutrition support.


Our meta-analyses do not rule out that a specific nutrition support
intervention for a specific patient population has larger beneficial
or harmful effects than the average effects we have estimated.


One subgroup (major surgery and stroke participants) demon-
strated a significant subgroup difference, but this did not break the
threshold for significance in post hoc Trial Sequential Analyses.


No other test for subgroup differences found any other differences,
including different medical specialties.


Implications for research


We do not recommend further research on nutrition support as
an overall intervention in hospitalised adults at nutritional risk
according to our criteria (see ’Types of participants’). Our sub-
group analyses and exploratory Trial Sequential Analyses suggest
that future trials may assess the benefits and harms of enteral nu-
trition across different participant populations. Such trials ought
to be designed and reported according to the SPIRIT (www.spirit-
statement.org/) and CONSORT (www.consort-statement.org/)
guidelines. Furthermore, such trials should be conducted with low
risk of systematic error and low risk of random errors, and should
assess quality of life. They should also be powered to detect a risk
ratio reduction of under 10% on all-cause mortality and serious
adverse events.


Future trials may assess the effects of nutrition support in ’well-
defined’ at-risk adults, especially given that this is the recommen-
dation of clinical societies today. Future trials may wish to assess
nutrition support in specific subpopulations where there are cur-
rently very few trials.


There is a need for systematic reviews assessing serious adverse
events in quasi-randomised and observational studies. There is also
a need for systematic reviews assessing benefits and harms of spe-
cialised nutrition support such as immuno-nutrition. Moreover,
we need individual patient data systematic reviews as well as net-
work meta-analyses on nutrition support (Cipriani 2013; Tudur
Smith 2016).
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C H A R A C T E R I S T I C S O F S T U D I E S


Characteristics of included studies [ordered by study ID]


Abalan 1992


Methods Randomised clinical trial, France


Participants 29 hospitalised geriatric adults, at nutritional risk as characterised by trialist
Male:female = 1:28
Mean age = 85 years
Exclusion criteria: diabetes mellitus, hepatic, renal, cardiac failure, major illness, sensory
impairment, other conditions impeding assessment, prior nutritional treatment, unco-
operativeness, poor oral intake, tube-feeding or being bedridden


Interventions Experimental group: Oral nutrition support (n = 15)
In addition to normal hospital food, participants received oral nutrients during the 105
trial days. The amounts of calories ingested daily were from day 1 through day 35 equal
to 1254 kcal (± 259 kcal), and from day 36 through day 105 equal to 936 kcal (± 235
kcal)
Control group: No intervention (n = 15)
Co-interventions: Participants received normal hospital food with no nutritional sup-
plements


Outcomes Cognitive function (using MMS scores), body weight


Study dates Not stated


Notes We contacted the authors on 6th September 2015 by email: fabalan@ch-perrens.fr.
Authors replied with additional information on randomisation sequence (although we
were missing information on whether the coin toss was performed by an independent
person), blinding and incomplete outcome data


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Randomisation was done my means of coin toss but
it was unclear if it was performed by an independent
person


Allocation concealment (selection bias) Unclear risk Not described.


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


High risk Blinding of outcome assessment was not performed.
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Abalan 1992 (Continued)


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were no drop-outs.


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did
not report on all-cause mortality and serious adverse
event


For-profit bias High risk Trial was supported by Sopharga, Latema and Val-
pan Laboratories, who provided the oral nutrition
support


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Abel 1976


Methods Randomised clinical trial, USA


Participants 44 hospitalised adults undergoing cardiac surgical procedures and malnourished at nu-
tritional risk due to anthropometricsMale:female = not stated
Mean age = not stated
Exclusion criteria: not stated.


Interventions Experimental group: immediate hypertonic total parenteral nutrition for 5 days(n = 20)
Control group: routine postoperative intravenous solutions for 5 days(n = 24)


Outcomes Mortality, net fluid balance, nitrogen balance


Study dates Not stated


Notes We contadted the authors on 9th November 2015 by email
barnett.octo@mgh.harvard.edu. We received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described
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Abel 1976 (Continued)


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not described


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report all-cause mortality and serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Abrishami 2010


Methods Randomised clinical trial, Iran


Participants 20 hospitalised adults with recent ICU admission (< 24 hrs), having systemic inflamma-
tory response syndrome, Acute Physiology and Chronic Health Evaluation II (APACHE
II) score > 10 and expected not to feed via oral route for at least 5 days, at nutritional
risk due to being in a ICU
Mean age = 56.5 years
Exclusion criteria: adults with high probability of death in the next 7 days of admission,
pregnant, lactating, and having EN contra-indication


Interventions Experimental group: parenteral nutrition (500 ml 10% amino acid solution, 500 ml
50% dextrose) (n = 10)
Control group: no intervention (n = 10)
Co-interventions: standard ICU care + EN (1 kCal/ml)


Outcomes Mortality, pre-albumin, tumour necrosis factor, sequential organ failure assessment, ther-
apeutic intervention scoring system


Study dates November 2007 and May 2009


Notes We contacted the authors on 9th November 2015 by email: Mojtahed@sina.tums.ac.ir
. We received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described
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Abrishami 2010 (Continued)


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk One person dropped out (5%) and had missing data.


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report all-cause mortality and serious adverse


For-profit bias Low risk The study was partly supported by grant from Tehran
University of Medical Sciences research council


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Anbar 2014


Methods Randomised clinical trial, Israel


Participants 51 hospitalised adults undergoing surgery for hip fracture, at nutritional risk due to
being frail elderly
Male:Female = 17:33
Mean age = 83
Exclusion criteria: patients were excluded if they presented to hospital > 48 hours after the
injury, were receiving steroids or immunosuppression therapy, or both; in the presence
of active oncologic disease, multiple fractures, diagnosed dementia or in the event that
patients required supplemental nasal oxygen which precludes the measurement of REE


Interventions Experimental group: the tight calorie group received calories with an energy goal deter-
mined by repeated REE measurements using indirect calorimetry (IC) (Fitmate, Cosmed,
Italy) which was based on hospital-prepared diets (standard or texture-adapted). Oral
nutritional supplements (ONS) were started 24 hours after surgery and the amount ad-
justed to make up the difference between energy received from hospital food and mea-
sured energy expenditure.
The ONS was provided in the form of Ensure plus (Abbott Laboratories) containing
355 kcal/237 ml and 13.5 g protein or Glucerna (Abbott Laboratories) containing 237
kcal/237 ml and 9.9 g protein/237 ml. The adult, family and caregivers were educated
regarding the importance of nutritional support and more attention was given to personal
food preferences. (n = 23)
Control group: no intervention (n = 28)
Co-intervention: standard hospital diet which provided a mean of 1800 kcal and 80 g
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Anbar 2014 (Continued)


of protein


Outcomes BMI, Biochemical parameters including serum glucose, albumin, lymphocyte count and
creatinine levels


Study dates May 2010 to December 2011


Notes We contacted the authors on 21st October 2015 by email: psinger@clalit.org.il. We
received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk The trial states that “Randomization was performed
using a concealed, computer-generated program”


Allocation concealment (selection bias) Unclear risk It was unclear how the randomisation code was con-
cealed although it was stated that it was concealed as
above


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The trial was described as unblinded.


Blinding of outcome assessment (detection
bias)
All outcomes


High risk The trial was described as unblinded.


Incomplete outcome data (attrition bias)
All outcomes


Low risk There was one randomised participant who did not
complete the trial


Selective reporting (reporting bias) Low risk The trial reported all-cause mortality and complica-
tions.


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Aquilani 2008


Methods Randomised clinical trial, Italy


Participants 48 adults hospitalised with subacute stroke, cognitive dysfunction (< 20 in the mini-
mental state examination) and independent in their alimentation. They were at nutri-
tional risk due to stroke
Male:Female = 27:21
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Aquilani 2008 (Continued)


Mean age = 73 years (experimental group), 71 years (control group)
Exclusion criteria: aphasic patients, patients with chronic renal failure or diabetes on
hypoglycaemic therapy, or both


Interventions Experimental group: Oral caloric-protein supplement for 21 days, containing 200 ml
mixture of cubit an, nutricia, Italy providing 250 calories, 20 g protein, 28,2 g carbohy-
drates and 7 g lipids (n = 24)
Control group: No intervention (n = 24)


Outcomes Anthropometric and nutritional (3-day diary) variables, cognitive function (MMSE)
Weight, height, BMI, daily caloric and macronutrient intake


Study dates Not stated


Notes We contacted the authors on 27th September 2015 by email: labmio@unipv.it. We
received an initial reply, but did not receive a reply for our follow-up questions


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Randomisation where performed using SAS statistical
tool


Allocation concealment (selection bias) Unclear risk The description of allocation concealment was too un-
clear to permit judgement of low or high risk of bias


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk The study reports to be “double blinded”, but does not
explicitly describe how. The physician who evaluated
the MMSE score was blinded to the supplementation
and was different from the physician who prescribed
the supplementation


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report all-cause mortality and serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias
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Arias 2008


Methods Randomised clinical trial, Uruguay


Participants 667 hospitalised adults admitted to the medical ward, at nutritional risk due to being
malnourished or severely malnourished according the Subjective Global Assessment cri-
teria
Male:Female = 337:200 (excluding dropped-out participants)
Exclusion criteria: diabetic, decompensated hepatitis with encephalitis, altered conscious-
ness, difficulty understanding instructions or handicap, where the family was unwilling
to co-operate


Interventions Experimental group: oral nutrition support with 1 cal/ml (54.5% carbohydrates, 31.5%
lipid, 14% protein), 700 ml maximum (n = 333)
Control group: no intervention (n = 334)
Co-interventions: treatment as usual


Outcomes Development of infections, pressure ulcers, length of hospital stay, mortality and weight


Study dates May 2005 to September 2006


Notes We contacted the authors by email: sylviaarias@montevideo.com.uy. We received a reply
and received information on sequence generation, allocation concealment and weight
data


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk The ’code’ was made by folding papers with either
a T or a C, not performed by an independent
person


Allocation concealment (selection bias) Unclear risk The papers were folded and put into a dark bag. It
is unclear if the allocation was concealed properly


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The trial was not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


High risk The trial was not blinded.


Incomplete outcome data (attrition bias)
All outcomes


High risk 130 participants dropped out, without the trial
using proper methods to deal with the dropouts


Selective reporting (reporting bias) Low risk All-cause mortality and complications were re-
ported.


For-profit bias Unclear risk It was unclear how the trial was funded.
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Arias 2008 (Continued)


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Banerjee 1978


Methods Randomised clinical trial, unknown country.


Participants 63 hospitalised long-stay elderly, at nutritional risk according to the trialist
Male:Female = 21:42
Mean age: 81 years


Interventions Experimental group: 60 g daily oral supplements (n = 31)
Control group: no intervention (n = 32)
Co-intervention: observation for 14 weeks before study start, standard hospital diet


Outcomes Change in intake, skin-fold thickness, laboratory test, mortality


Study dates Not stated


Notes We did not contact the authors due to the trial’s late inclusion


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk Less than 5% dropped out (3 participants)


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the
trial did not report on serious adverse events


For-profit bias High risk The trial was funded by Glaxo Laborato-
ries.
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Banerjee 1978 (Continued)


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias


Barlow 2011


Methods Randomised clinical trial, hospital in UK


Participants 121 hospitalised adults; most suspected upper gastrointestinal malignancy referred for
major elective surgery, at nutritional risk due to major surgery
Male:Female = 83:38
Mean age = 64 years
Exclusion criteria: age under 18 years; unable or unwilling to give informed consent;
pregnant; pre-operative infection; previous intestinal surgery resulting in residual small
intestine length of less than 100 cm


Interventions Experimental group: Early Enteral Nutrition was delivered via a needle catheter jejunos-
tomy
Nutritional support begun within 12 hrs of the surgery at 20 ml/hr of a standard 1 kcal/
ml commercial whole protein enteral feed for the first 24 hrs in participants undergoing
oesophagogastric resection, with the rate increasing as tolerated by 10 ml/hr every 12
hrs, until the maximum feed target rate of 80 ml/h was achieved
Participants undergoing pancreatic resection were started on 10 ml/hr of a 1.3 kcal/ml
commercial semi-elemental enteral feed on the first post-operative day, which was then
steadily increased as for the oesophagogastric participants. The aim was to achieve a
minimum of half of nutritional requirements by the 5th postoperative day.
Intravenous fluids were administered in addition to the enteral feeding as necessary to
maintain fluid balance. Once oral intake was established, participants began a 1.5 kcal/
ml enteral feed and converted to overnight enteral nutrition via the jejunostomy over
12 hrs. This continued until it was deemed that 75% of nutritional requirements were
being achieved orally. (n = 64)
Control group: Participants were kept nil by mouth, with hydration maintained by
means of intravenous fluids, which continued until the introduction of oral fluids and
diet. These participants also received 10 ml/hr of sterile water via a needle catheter
jejunostomy until introduction of oral fluids. (n = 57)


Outcomes Postoperative morbidity and mortality, wound infections, chest infections, anastomotic
leaks, length of hospital stay


Study dates


Notes We contacted the authors on 30th June 2015 by email: barlowR1@cf.ac.uk. We received
no reply.


Risk of bias


Bias Authors’ judgement Support for judgement
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Barlow 2011 (Continued)


Random sequence generation (selection
bias)


Low risk The randomisation sequence was generated
by computer in permuted blocks of 30


Allocation concealment (selection bias) Low risk The code was kept in opaque, sealed en-
velopes labelled with sequential study num-
bers in a locked box


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The trial is described as unblinded.


Blinding of outcome assessment (detection
bias)
All outcomes


High risk The trial is described as unblinded.


Incomplete outcome data (attrition bias)
All outcomes


Low risk No dropouts and data on all participants


Selective reporting (reporting bias) Low risk Protocol is available, but contains no out-
comes. In the trial all-cause mortality and
serious adverse events are reported


For-profit bias Low risk This trial was funded by a grant from The
Health Foundation, London, UK


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias


Barratt 2002a


Methods Randomised clinical trial, Australia


Participants 57 hospitalised adults scheduled for major upper abdominal surgery, at nutritional risk
due to major abdominal surgery
Male:Female = 27:20
Mean age = 60.25 years
Exclusion criteria: Younger than 21 years or older than 80 years of age, required IVN
because of severe malnutrition, or postoperative complications such as sepsis or haem-
orrhage, surgery involving the diaphragm or thorax, significant cardiac disease, respira-
tory disease, renal disease, musculoskeletal or neurological disease, hematological disease,
drug dependency disorder, or psychiatric disease


Interventions Experimental group: Multimodal analgesia and intravenous nutrition, either glucose or
lipid-based. On the second postoperative day, a peripheral “long-line” IV was inserted
for IVN. From this time, IV feeding was established and continued until day 14. The
formulation included 66% of the non-protein kilo joules as lipid, 9 g/L of nitrogen
(Vamin 18; Kabi Vitrum, Stockholm, Sweden), and a non-nitrogen energy load of 4200
kJ/L. This was infused at a rate of 2 to 2.8 L/24 hr, depending on the participant’s
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Barratt 2002a (Continued)


calculated requirements. (n = 18)
Control group: Multimodal analgesia (n = 14)


Outcomes Duration of hospital stay, time to start of oral nutrition, weight (kg), BMI, fat (kg),
protein (kg), water (Kg), nitrogen balance. Significant clinical complications


Study dates Not stated


Notes We contacted the authors on 12th September 2015 by email mdd06sb@sheffield.ac.uk.
We received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Randomly allocated cards, but it was unclear if
the shuffling was done by an independent person


Allocation concealment (selection bias) Unclear risk The envelopes used to conceal the randomisation
code were described as sealed envelopes, but it was
unknown if they were opaque


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Blinding was not performed.


Blinding of outcome assessment (detection
bias)
All outcomes


High risk Blinding was not performed.


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not described


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did
not report all-cause mortality and serious adverse
events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Barratt 2002b


Methods Randomised clinical trial, Australia


Participants 57 hospitalised adults scheduled for major upper abdominal surgery, at nutritional risk
due to major abdominal surgery
Male:Female = 27:20
Mean age = 60.25 years
Exclusion criteria: Younger than 21 years or older than 80 years, required IVN because
of severe malnutrition, or postoperative complications such as sepsis or haemorrhage.
Surgery involving the diaphragm or thorax, significant cardiac disease, respiratory dis-
ease, renal disease, musculoskeletal or neurological disease, haematological disease; drug
dependency disorder, or psychiatric disease


Interventions Experimental group: participant-controlled analgesia with opioids + Intravenous nutri-
tion either glucose- or lipid-based. On the 2nd postoperative day, a peripheral “long-
line” IV was inserted for IVN. From this time, IV feeding was established and continued
until day 14. The formulation included 66% of the non-protein kilo joules as lipid, 9 g/
L of nitrogen (Vamin 18; Kabi Vitrum, Stockholm, Sweden), and a non-nitrogen energy
load of 4200 kJ/L. This was infused at a rate of 2 to 2.8 L/24 hrs, depending on the
participant’s calculated requirements. (n = 12)
Control group: participant-controlled analgesia with opioids(n = 13)


Outcomes Duration of hospital stay, time to commencement of oral nutrition, weight (Kg), BMI,
fat (Kg), protein (g), water (Kg), nitrogen balance. Significant clinical complications


Study dates Not stated


Notes We contacted the authors on 12th September 2015 by email: mdd06sb@sheffield.ac.uk.
We received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Randomly allocated cards, but it was unclear if
the shuffling was done by an independent person


Allocation concealment (selection bias) Unclear risk The envelopes used to conceal the randomisation
code were described as sealed envelopes, but it was
unknown if they were opaque


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The trial was not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


High risk The trial was not blinded.
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Barratt 2002b (Continued)


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did
not report all-cause mortality and serious adverse
events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Bastow 1983a


Methods Randomised clinical trial, hospital in UK


Participants 122 hospitalised adults with fractured neck of femur and assessed as thin (1 - 2 SDs
below the mean), at nutritional risk due to being frail elderly with hip fracture
Only women
Mean age = 80 years
Exclusion criteria: severe dementia or serious concomitant physical disorders, e.g. stroke


Interventions Experimental group: an overnight feed of 1 litre Clinifeed Iso (4 - 2 MJ (1000 kcal),
including 28 g protein). It was started within 5 days of operation and delivered over 8
hrs each night through a fine bore soft nasogastric tube using a peristaltic pump. Tube-
feeding was continued until the adult was discharged from the ward, did not tolerate the
tube or died.(n = 39)
Control group: no intervention(n = 35)
Co-interventions: both control and tube-fed adults ate a normal ward diet during the
day and were given free access to snacks and drinks


Outcomes Weight, upper arm circumference, triceps skinfold thickness, mortality, food intake,
length of hospital stay, mobility, plasma protein


Study dates Not stated


Notes Same trial as Bastow 1983b but with the participants characterised as ’thin’. We could
not obtain any contact information on the author


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described
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Bastow 1983a (Continued)


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incom-
plete data was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial
did not report all-cause mortality and seri-
ous adverse events


For-profit bias High risk One of the authors was supported by a grant
from Roussell Laboratories Ltd


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias


Bastow 1983b


Methods Randomised clinical trial, hospital in UK


Participants 122 hospitalised adults with fractured neck of femur and assessed as very thin ( > 2 SDs
below the mean), at nutritional risk due to being frail elderly with hip fracture
Only women
Mean age = 80 years
Exclusion criteria: severe dementia or serious concomitant physical disorders, e.g. stroke


Interventions Experimental group: an overnight feed of 1 litre Clinifeed Iso (4 - 2 MJ (1000 kcal),
including 28 g protein). It was started within 5 days of operation and delivered over 8
hours each night through a fine bore soft nasogastric tube using a peristaltic pump. Tube-
feeding was continued until the adult was discharged from the ward, did not tolerate the
tube or died. (n = 25)
Control group: no intervention (n = 23)
Co-interventions: both control and tube-fed adults ate a normal ward diet during the
day and were given free access to snacks and drinks


Outcomes Weight, upper arm circumference, triceps skinfold thickness, mortality, food intake,
length of hospital stay, mobility, plasma protein


Study dates Not stated


Notes Same trial as Bastow 1983a but with the participants characterised as ’very thin’


Risk of bias
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Bastow 1983b (Continued)


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incom-
plete data was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial
did not report all-cause mortality and seri-
ous adverse events


For-profit bias High risk One of the authors was supported by a grant
from Roussell Laboratories Ltd


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias


Bauer 2000


Methods Randomised clinical trial (blocks of 10), France


Participants 120 hospitalised adults admitted to the ICU for more than 2 days, at nutritional risk
due to being in the ICU
Male:Female = 82:38
Mean age: 54 years
Exclusion criteria: elective surgery or presenting a contraindication to enteral or par-
enteral support, or both, having a previous history of allergy to vitamins


Interventions Experimental group: received parenteral nutrition. Treatment consisted of a 3-in-1 solu-
tion of carbohydrates, fat, and protein, Vitrimix KV and hydrosoluble vitamins, Soluvit.
(n = 60)Control group: received placebo. Treatment consisted of sodium chloride 0.9%
with Intralipid 20% (50 ml/l) and Soluvit (10 ml/l), stable for 24 hrs
Treatment and placebo were administered in the same type of plastic bags (1 ± 2 l),
at a concentration of 1 kcal/ml in the treatment group. The solution was administered
through a central line (960 mOSm/l) that was not inserted solely for nutritional purposes.
The rate of intravenous administration was increased to 120 ml/hr for 18 ± 24 hrs. (n =
60)
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Bauer 2000 (Continued)


Co-intervention: both groups received enteral support: Participants were bolus-fed ev-
ery 4 hrs, 5 times a day with a standard, noncommercial, modular polymeric diet. The
composition of the solution was protein (20%), polyunsaturated fats (30%), carbohy-
drates (50%), non-soluble fibres, sodium chloride (2 g/l), potassium chloride (3 g/l),
and a standard solution of hydro- and lipo-soluble vitamins; the concentration of the
solution was 1 kcal/ml. A typical 70-kg participant would receive 100 ml initially, with
an increased amount in 50-ml steps to a maximum of 350 ml every 4 hrs 5 times a day


Outcomes Levels of retinol-binding protein and prealbumin, morbidity, mortality, cost


Study dates Not stated


Notes No contact information could be obtained.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk The envelopes were described as sealed
but it was uncertain if the envelopes were
opaque


Blinding of participants and personnel
(performance bias)
All outcomes


Low risk Neither the healthcare providers nor the
participants were aware of the treatment
given


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Although the statistician was blinded to the
allocation of treatment until all events had
occurred, it is not stated clearly who per-
formed the outcome assessment


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk 6/60 early dropouts in the experimental
group and 7/60 in the control group
They stated that they used intention-to-
treat analysis, but did not fully describe how
they dealt with missing participants


Selective reporting (reporting bias) Low risk The trial reported all-cause mortality and
serious adverse events. No protocol could
be found


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias
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Beier-Holgersen 1999


Methods Randomised clinical trial, Denmark


Participants 60 hospitalised adults with gastro-intestinal diseases requiring major surgery, at nutri-
tional risk due to major surgery
Male:Female = 38:22
Mean age = 64 years
Exclusion criteria: Adults with insulin-dependent diabetes mellitus, inadequate renal or
hepatic functions, or inflammatory bowel disease were excluded, as were adults receiving
immunosuppressive drugs


Interventions Experimental group: Nutrition (Nutridrink with orange flavour, Nutricia)
They were scheduled to receive 600 ml on the day of operation, increasing by 400 ml
daily until the 4th postoperative day. (n = 30)
Control group: Placebo (water with orange flavour)(n = 30)
They were scheduled to receive 600 ml on the day of operation, increasing by 400 ml
daily until the 4th postoperative day


Outcomes Cell-mediated immunity, serious adverse events, all-cause mortality


Study dates Not stated


Notes We contacted the authors on 27th September 2015 by email: rabeho@hih.regionh.dk,
We received an initial reply but no reply on following emails


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk It was reported that the study was double-
blinded, but it was not further described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk It was reported that the study was double-
blinded, but it was not further described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Low risk No protocol could be obtained, but all-cause
mortality and serious adverse events were assessed


For-profit bias High risk “Nutricia Research, Zoetermeer, the Nether-
lands” kindly contributed financially to the study
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Beier-Holgersen 1999 (Continued)


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Bellantone 1988


Methods Randomised clinical trial, Italy


Participants 100 hospitalised adults admitted for gastro-intestinal surgery, at nutritional risk due to
major surgery
Male:Female = 64:36
Mean age = 58 years


Interventions Experimental group: Parenteral supplements (30 Cal/kg/day 200 mg/kg/day nitrogen)
for at least 7 days prior to surgery(n = 54)
Control group: No intervention(n = 46)
Co-intervention: Standard hospital oral diet


Outcomes Mortality, septic complications


Study dates Not stated


Notes We contacted the authors on 9th November 2015 by email: rbellantone@rm.unicatt.it
. We received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report all-cause mortality or serious adverse events
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Bellantone 1988 (Continued)


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Bokhorst-de 2000


Methods Randomised clinical trial, the Netherlands


Participants 49 adults undergoing radical and extensive surgery for advanced head and neck cancer
(stage III and IV) severely malnourished (preoperative weight loss > 10%), at nutritional
risk due to major surgery
Male:Female = 18:15
Mean age = 62.5 years
Exclusion criteria: Well-nourished (weight loss < 10%), received other investigational
drugs or steroids, or suffered from renal insufficiency, hepatic failure, any genetic immune
disorders or a confirmed diagnosis of AIDS


Interventions Experimental group: standard preoperative enteral nutrition (1250 kcal/L, 62.5 g. pro-
tein/L) (n = 15)
Control group: No preoperative nutritional support(n = 17)
Co-interventions: preoperatively fed for 7 - 10 days. Postoperatively tube-fed for approx-
imately 14 days, as was standard hospital procedure


Outcomes Quality of life, using the scales: QLQ-C30, COOP-WONCA


Study dates 1994 to 1997


Notes We only use groups 1 and 2. We contacted the authors in September 2015 by email:
m.vanbokhorst@vumc.nl. We received a reply with the specific calorie intake in the 2
groups


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Blinding of participants, healthcare profes-
sionals involved in participant treatment
and assessors was only possible in groups II
and III.
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Bokhorst-de 2000 (Continued)


Blinding of outcome assessment (detection
bias)
All outcomes


High risk Blinding of participants, healthcare profes-
sionals involved in participant treatment
and assessors was only possible in groups II
and III.


Incomplete outcome data (attrition bias)
All outcomes


High risk There were missing data for 18 out of 49
participants for quality of life and the trial
did not use proper methodology to account
for the missing data


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial
did not report all-cause mortality or serious
adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias


Bonkovsky 1991a


Methods Randomised clinical trial, USA


Participants 39 hospitalised adults with alcoholic hepatitis due to 1. prolonged ethanol intake; 2.
laboratory studies; 3. time of cessation of alcohol intake 5 - 14 days before entry to the
study, at nutritional risk according to the trialist
Male:Female = 19:20
Mean age = 42 years
Exclusion criteria: recent severe gastro-intestinal bleeding, severe ascites, severe degree
of encephalophathy, renal insufficiency, acute pancreatitis, haemodynamic instability,
advanced pulmonary disease, diabetes mellitus, active malignancy


Interventions The trial consisted of 4 groups. Groups 1 and 3, and groups 2 and 4 could be compared
Experimental group: parenteral nutritional supplementation 2 L (3.5 amino acids, 5%
dextrose) for 21 days(n = 9)
Control group: no intervention(n = 12)
Co-intervention: standard therapy (nutritionally adequate diets) in all groups and Oxan-
drolone in groups 2 and 4


Outcomes Laboratory measurements, complications


Study dates August 1986 to November 1988


Notes We here report group 1 (control) versus group 3 (experimental)


Risk of bias
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Bonkovsky 1991a (Continued)


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Random-numbers table


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk Data were reported for all participants for all out-
comes.


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report on serious adverse events or mortality


For-profit bias High risk The trial was funded by Miles Laboratories.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Bonkovsky 1991b


Methods Randomised clinical trial, USA


Participants 39 hospitalised adults with alcoholic hepatitis due to 1. prolonged ethanol intake; 2.
laboratory studies; 3. time of cessation of alcohol intake 5 - 14 days before entry to the
study, at nutritional risk according to the trialist
Male:Female = 19:20
Mean age = 42 years
Exclusion criteria: recent severe gastro-intestinal bleeding, severe ascites, severe degree
of encephalopathy, renal insufficiency, acute pancreatitis, haemodynamic instability, ad-
vanced pulmonary disease, diabetes mellitus, active malignancy


Interventions The trial consisted of 4 groups. Groups 1 and 3, and groups 2 and 4 could be compared
Experimental group: parenteral nutritional supplementation 2 L (3.5 amino acids, 5%
dextrose) for 21 days(n = 10)
Control group: no intervention(n = 8)
Co-intervention: standard therapy (nutritionally adequate diets) in all groups and Oxan-
drolone in groups 2 and 4


Outcomes Laboratory measurements, complications
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Bonkovsky 1991b (Continued)


Study dates August 1986 to November 1988


Notes We here report group 2 (control) versus group 4 (experimental)


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Random-numbers table


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk Data were reported for all participants for all out-
comes.


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report on serious adverse events or mortality


For-profit bias High risk The trial was funded by Miles Laboratories.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Botella-Carretero 2008a


Methods Randomised clinical trial, Spain


Participants 90 hospitalised adults 65 years or older undergoing surgery for hip fracture, at nutritional
risk due to frail elderly with hip fracture
Male:Female = 71:19
Mean age = 83.5 years
Exclusion criteria: Adults with moderate to severe malnutrition (those with a weight loss
of > 5% in the previous month or > 10% in the previous 6 months from their usual
weight or serum albumin concentrations < 2.7 g/dL, or both) acute or chronic renal
failure, hepatic insufficiency or cirrhosis (Child B or C), severe heart failure defined as
New York Heart Association class III or IV, respiratory failure, and any Gl condition
which precluded adequate oral nutrition intake
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Botella-Carretero 2008a (Continued)


Interventions Experimental group: Group 2: protein powder ONSs. Adults received protein supple-
mentation in the form of commercial protein powder (Vegenat-med Proteina; Vegenat
SA, Badajoz, Spain; 10-g packets, with each providing 9 g of protein and 38 kcal) dis-
solved in water or in the diet’s milk or soup, to aim at 36 g of protein a day (4 packets a
day)(n = 30)
The oral nutritional supplement was started 48 hrs after operation and maintained after
hospital discharge
Control group: No intervention(n = 15)
Co-intervention: All were prescribed a standard or texture-adapted diet to meet the
calculated metabolic rate


Outcomes Changes in serum albumin, prealbumin, retinol-binding globulin (RBG), BMI, mid-
brachial circumference, and tricipital fold, tolerance to prescribed ONS, length of hos-
pital stay, postoperative complications, the time from surgery to the start of mobilisation
as included in the rehabilitation programme


Study dates February 2006 to February 2007


Notes We contacted authors on 6th June 2015 by email: jbotella.hrc@salud.madrid.org, about
details on data of BMI and complications and risk of bias (random sequence generation
and blinding of outcome assessment)


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Low risk Randomised using sealed opaque envelopes


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants were not blinded, as the control group
received no intervention


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


High risk 5 participants did not complete the study and the
trial did not use proper methodology to account for
the missing data


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report all-cause mortality or serious adverse events


For-profit bias Low risk The trial was financed by Fundación para la Investi-
gación Biomédica, Hospital Ramón y Cajal (FIBio-
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Botella-Carretero 2008a (Continued)


RyC), Madrid, Spain


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Botella-Carretero 2008b


Methods Randomised clinical trial, Spain


Participants 90 hospitalised adults 65 years or older undergoing surgery for hip fracture, at nutritional
risk due to frail elderly with hip fracture
Male:Female = 71:19
Mean age = 83.5 years
Exclusion criteria: Adults with moderate to severe malnutrition (those with a weight loss
of > 5% in the previous month or > 10% in the previous 6 months from their usual
weight or serum albumin concentrations < 2.7 g/dL, or both) acute or chronic renal
failure, hepatic insufficiency or cirrhosis (Child B or C), severe heart failure defined as
New York Heart Association class III or IV, respiratory failure, and any Gl condition
which precluded adequate oral nutrition intake


Interventions Experimental group: Group 3: Energy protein ONSs. Participants received energy and
protein supplements by means of commercial enteral nutrition for oral intake (Resource
Hiperproteico; Novartis Medical Nutrition, Barcelona, Spain; 200-mL bricks, with each
providing 18.8 g of protein and 250 kcal) to aim at 37.6 g of protein and 500 kcal a day
(2 bricks a day)
The ONS was started 48 hrs after operation and maintained after hospital discharge.(n
= 30)
Control group: No intervention(n = 15)
Co-intervention: All were prescribed a standard or texture-adapted diet to meet the
calculated metabolic rate


Outcomes Changes in serum albumin, prealbumin, retinol-binding globulin (RBG), BMI, mid-
brachial circumference, and tricipital fold, tolerance to prescribed ONS, length of hos-
pital stay, postoperative complications, the time from surgery to the start of mobilisation
as included in the rehabilitation programme


Study dates February 2006 to February 2007


Notes We contacted the authors on 6th June 2015 by email: jbotella.hrc@salud.madrid.org
about details on data of BMI and complications and risk of bias (random sequence
generation and blinding of outcome assessment)


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described
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Botella-Carretero 2008b (Continued)


Allocation concealment (selection bias) Low risk Randomised using sealed opaque envelopes


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants were not blinded, as the control group
received no intervention


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


High risk 5 participants did not complete the study and the
trial did not use proper methodology to account for
the missing data


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report all-cause mortality or serious adverse events


For-profit bias Low risk The trial was financed by Fundación para la Investi-
gación Biomédica, Hospital Ramón y Cajal Madrid,
Spain


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Botella-Carretero 2010


Methods Randomised clinical trial, Spain


Participants 60 hospitalised adults with hip fractures, at nutritional risk due to hip surgery
Male:Female = 16:44
Mean age = 83.5 years
Exclusion criteria: ”Patients with moderate-severe malnutrition (those with a weight loss
of more than 5% in the previous month or more than 10% in the previous 6 months
from their usual weight, and/or serum albumin concentrations below 2.7 g/dL) were
automatically excluded from the study. All of these patients receive supplementation
according to our Institution protocol, following current guidelines. Other exclusion
criteria were acute and/or chronic renal failure, hepatic insufficiency or cirrhosis (Child B
or C), severe heart failure with class III or IV of the New York Heart Association (NYHA)
, respiratory failure, and any gastrointestinal condition that may preclude from adequate
oral nutritional intake. None of the patients had been on ONS from the previous 6
months, or had received any nutritional support by any other means


Interventions Experimental group: Oral nutrition energy and protein support by means of commercial
enteral nutrition for oral intake (Fortimel, 200 mL bricks, each provides 20 g protein
and 200 kcal, Nutricia Advanced Medical Nutrition - Danone Group) to aim at 40 g
of protein and 400 kcal a day (2 bricks a day). The treatment was started at admission,
before surgery and maintained until the day of hospital discharge. (n = 30)
Control group: No intervention (n = 30)
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Botella-Carretero 2010 (Continued)


Co-interventions: Every adult was prescribed a standard or texture-adapted diet to meet
their calculated metabolic rate


Outcomes Mortality, serum proteins, BMI, postoperative complications, weight, postoperative hos-
pital stay, time of immobilisation after surgery


Study dates May 2007 to September 2008


Notes We contacted the authors on 6th June 2015 by email: jbotella.hrc@salud.madrid.org
about data on BMI, weight and complications, which could not be extracted from the
full text


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Low risk The randomisation was concealed by means of sealed
opaque envelopes


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk The procedure of blinding was insufficiently de-
scribed.


Incomplete outcome data (attrition bias)
All outcomes


High risk Intention-to-treat analysis was performed with the
last observation carried forward to evaluate data of
all participants at hospital discharge. There were in-
complete data for 32 participants


Selective reporting (reporting bias) Low risk The protocol could not be obtained, but the study
reported on mortality and complications


For-profit bias Low risk One of the Researchers, B.I. was supported by the
Fundación para la Investigación Biomédica Hospital
Ramón y Cajal (FIBio-RyC), Madrid, Spain


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Breedveld-Peters


Methods Randomised clinical trial, the Netherlands


Participants 152 hospitalised adults admitted for hip fracture surgery and aged > 55 years, at nutri-
tional risk due to being frail elderly
Male:Female = 44:108
Mean age = 78.5 years
Exclusion criteria: Pathological or periprosthetic fracture; a disease of bone metabolism
(e.g. M Paget, M Kahler, hyperparathyroidism); an estimated life expectancy < 1 year
due to underlying disease; if they used an ONS before hospital admission; if they were
unable to speak Dutch, lived outside the region or had been bedridden before their hip
fracture, had dementia or were cognitively impaired, defined as a score of < 7 on the
Abbreviated Mental Test, as assessed before inclusion


Interventions Experimental group: frequent dietetic counselling and multinutrient ONSs until 3
months after hip fracture surgery (n = 73)
Control group: standard dietetic counselling and diet (n = 79)


Outcomes Cost, cost effectiveness, mortality, weight, quality of life


Study dates


Notes The trial had both an inpatient and an outpatient phase. We contacted the authors on
16th December 2015 by email: c.wyers@maastrichtuniversity.nl. We received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Computer-generated random-number se-
quence list


Allocation concealment (selection bias) Unclear risk The allocation was described as being con-
cealed, but it was unclear how it was con-
cealed


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


High risk More than 5% dropouts, and the trial
did not allow proper intention-to-treat
methodology


Selective reporting (reporting bias) High risk The trial did not report length of stay or
rate of complications, which were stated in


106Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0



http://mailto:c.wyers@maastrichtuniversity.nl





Breedveld-Peters (Continued)


the protocol


For-profit bias High risk The oral nutritional supplements were pro-
vided by at nutrition company (Nutricia
Advanced Medical Nutrition)


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias


Brennan 1994


Methods Randomised clinical trial, USA


Participants 117 hospitalised adults undergoing major pancreatic resections, at nutritional risk due
to major surgery
Male:Female = 61:55 (gender not reported for one participants)
Mean age = 64 years


Interventions Experimental group: Total parenteral nutrition (30 - 35 kcal/kg/day and 1 g protein/kg/
day) (n = 60)
Control group: Standard IV fluids (dextrose and salt solutions) (n = 57)
Co-interventions: Both groups were given nutrition until oral intake exceeded 1000 kcal/
day


Outcomes Mortality, complications, major complications, morbidity, survival data


Study dates February 1988 to November 1993


Notes We contacted the author on 19th August 2015 by email: brennanm@mskcc.org . The
author initially replied but did not reply on follow-up emails


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described
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Brennan 1994 (Continued)


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Low risk The trial reported serious adverse events and mortality.


For-profit bias Low risk The trial was supported by a non-profit organisation
(Lawrence M. Gelb Foundation)


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Brown 1992


Methods Randomised clinical trial, hospital in UK


Participants 10 hospitalised adults with fractured neck of femur, at nutritional risk due to major
surgery
Male:Female = 0:10
Mean age = 81 years
Exclusion criteria: any form of malignant disease, mental illness, renal or hepatic failure,
neurological disorder, cerebrovascular accident or diabetes


Interventions Experimental group: Enteral nutrition (Fresubin) to make up the deficit between regular
intake and requirements of nutrition. Received from the 2nd day of admission until the
end of the study Intervention lasted approximately 47 days. (n = 5)
Control group: No intervention(n = 5)
Co-interventions: Both groups received normal hospital diet.


Outcomes Body weight, triceps skinfold thickness, midarm circumference, arm muscle circum-
ference , time of discharge, serum concentrations of albumin, prealbumin, magnesium
and zinc. Meals, snacks and fluid intake. Walking with a frame or crutches with 1 or 2
attendants, walking with or without sticks with 1 or 2 attendants, and pressure sores


Study dates Not stated


Notes We could not obtain contact information for the author.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described
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Brown 1992 (Continued)


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were complete data for all partici-
pants.


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial
did not report all-cause mortality or serious
adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias


Brown 1995


Methods Randomised clinical trial, USA


Participants 57 hospitalised adults undergoing PEG placement due to different conditions (primarily
oropharyngeal dysphagia), at nutritional risk due to trialist indication
Male:Female = 38:19
Mean age = 67 years
Exclusion criteria: none stated


Interventions Experimental: early feeding within 3 hrs of placement(n = 17)
Control: no intervention(n = 19)
Co-intervention: feeding from the next day


Outcomes Complications related to tube-feeding (not used)


Study dates Not stated


Notes We could not obtain contact information for the author.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


109Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Brown 1995 (Continued)


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk It was unclear how many participants had incomplete
outcome data


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report all-cause mortality


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Bunout 1989


Methods Randomised clinical trial, hospital in Chile


Participants 36 hospitalised adults who within the first 3 days of admission met the following criteria:
(a) history of excessive alcohol ingestion for at least 2 years; and (b) the presence of 2+
major signs of liver failure: jaundice, encephalopathy, ascites, hepatomegaly, collateral
circulation and oedema, who were, at nutritional risk according to the trialist
Male:female = not stated
Mean age = 49.1 years
Exclusion criteria: contraindication for oral or enteral feeding, current upper gastroin-
testinal bleeding, encephalopathy grade OV and extrahepatic major organ failure (car-
diac, pulmonary or renal)


Interventions Experimental group: diet aiming at 1.5 g/kg body weight of protein and 50 kcal/kg body
weight/day. The protein and energy were provided by a casein-based nutritional product.
Contained casein, maltodextrins, medium-chain triglycerides, sunflower oil.(n = 17)
Control group: standard nutritional therapy (n = 19)


Outcomes Biochemical analysis, length of hospital stay, anthropometrics, mortality


Study dates Not stated


Notes We contacted the author on 08th February 2016 by email: dbunout@inta.cl. We received
no reply


Risk of bias
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Bunout 1989 (Continued)


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk The trial was described as being ran-
domised, but there was no description of
how the sequence was generated


Allocation concealment (selection bias) Unclear risk The trial was described as being ran-
domised, but there were no description of
how the allocation was concealed


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were no dropouts.


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the
trial did not report all-cause mortality or
serious adverse events


For-profit bias Low risk The trial was funded by a non-profit organ-
isation: “University of Chile grant no. PRI
823080009”


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias


Caglayan 2012


Methods Randomised clinical trial, Turkey


Participants 28 hospitalised adults with colorectal cancer, at nutritional risk due to oncologic history
and upcoming surgery
Male:Female = 11:16 (gender not reported for one participants)
Mean age = 62.79 years
Exclusion criteria: Clinical findings of vitamin and element deficiency, diabetes mellitus, a
history of renal and hepatic deficiency as well as active infection, and immunosuppressive
drug use


Interventions Experimental group: 3 groups (only 2 could potentially have been used):
Enteral: SE product without RNA or omega-3 fatty acid (Fresubin)
TPN: With subclavian catheter infusion Freamin 8.5% Lipoveno z% 10 - 20 Dekstroz
10%, 20%, 30%. Soluvit N.Vitalipid N adult. Tracutil. (n = 21)
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Caglayan 2012 (Continued)


Control group: Normal feeding planned by a dietitian (n = 7)


Outcomes CD4 cell infiltrate, CD8 cell infiltrate, CD16 cell infiltrate, CD56 cell infiltrate


Study dates Not stated


Notes We contacted the authors on 9th December 2015 by email:
kasimcaglayan@hotmail.com. We received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Low risk Pathologist was blinded.


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Campbell 2008


Methods Randomised clinical trial, Australia


Participants 60 hospitalised adults with chronic kidney disease, at nutritional risk defined by trialists
Male:Female = 34:19 (after early exclusions)
Mean age = 69.9 years
Exclusion criteria: < 18 years, glomerular filtration rate (GFR) > 30 ml/min , previously
seen by a dietitian for Stage IV CKD, communication or intellectual impairment in-
hibiting their ability to undertake the intervention and malnutrition from a cause other
than CKD
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Campbell 2008 (Continued)


Interventions Experimental group: A dietitian, experienced in renal nutrition, gave treatment over
a 12-week period and aimed to optimise nutritional status and attain evidence-based
dietary prescription. (n = 60)
Control group: Standard care(n = 31)


Outcomes QOL: Kidney Disease Quality of Life Short Form version 1.3, combining the Short
Form-36 (SF-36), with a kidney disease-specific module


Study dates Not stated


Notes We contacted the authors on 5th October 2015 by email: katrina.campbell@qub.ac.uk.
We received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Computer-generated sequence


Allocation concealment (selection bias) Low risk Concealed from recruiting officer


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Not blinded


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk 13 dropouts (> 5%). No use of intention-to-treat


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did
not report all-cause mortality or serious adverse
events


For-profit bias Low risk Royal Brisbane and Women’s Hospital Foun-
dation seeding grant, Queensland University of
Technology Postgraduate Research Award (PhD
scholarship) and an Institute of Health and
Biomedical Innovation Research Scholarship


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Capellá 1990


Methods Randomised clinical trial, Spain


Participants 27 hospitalised adults with gastric adenocardinoma undergoing total gastrectomy, at
nutritional risk due to major abdominal surgery
Male:Female = 21:6
Mean age = 64 years


Interventions Experimental group: Received TPN (n = 15)
Control group: Received traditional serum therapy (3 participants actually received pe-
ripheral parenteral nutrition)(n = 12)


Outcomes Mortality, complications, length of hospital stay


Study dates 1983 to 1986


Notes We contacted the authors on 13th December 2015 by email: gcapella@ico.scs.es. We
received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Low risk Mortality and complications were reported.


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Carr 1996


Methods Randomised clinical trial, UK.


Participants 30 hospitalised adults undergoing intestinal resection, at nutritional risk due to major
surgery
Male:Female = 19:11
Mean age = 55.1 years
Exclusion criteria: emergencies and allergy or intolerance to the constituents of the feed


Interventions Experimental group: early enteral feeding (energy and water requirements were calculated
from the weight of the participant and a mixture of Fresubin and water provided the full
basic fluid requirements).(n = 15)
Control group: standard care (n = 15)


Outcomes Daily intake, anthropometrics, complications, length of stay, days to intake, hand-grip
strength, weight


Study dates Not stated


Notes We could obtain no contact information for the author.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk More than 5% dropped out, and the trial did not use
proper methodology to deal with missing data


Selective reporting (reporting bias) Low risk No protocol could be obtained, but the trial reported
on mortality and complications


For-profit bias Low risk The trial was funded by the Departments of surgery
and intensive care


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias
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Carver 1995


Methods Randomised clinical trial, UK


Participants 46 hospitalised adults with a BMI < 20, at nutritional risk due to having a BMI < 20.5
kg/m2.
Male:Female = 10:36
Mean age = 75
Exclusion criteria: Residents classified as emaciated, had known physical pathology or
were in short-term or assessment wards


Interventions Experimental group: Oral supplements in the form of 200 ml oral supplement Fortisip
(Cow & Gate Ltd, Trowbridge, UK) twice daily. This provided 2.5 MJ (600 kcal) energy
a day from protein, carbohydrate and fat in addition to a range of vitamins and minerals.
(n = 23)
Control group: Placebo, in the form of a 200 ml oral vitamin preparation twice daily
providing the same vitamins as Fortisip but virtually no macronutrients and thus minimal
additional energy(n = 23)


Outcomes Weight, BMI, triceps skinfold thickness and midupper-arm circumference


Study dates Not stated


Notes We contacted the authors on 9th November 2015 by email: jcarver@hsc.usf.edu. We
received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Low risk Control group received placebo


Blinding of outcome assessment (detection
bias)
All outcomes


Low risk All measurements were made by the authors, who did
not know whether residents were in the treatment or
control group


Incomplete outcome data (attrition bias)
All outcomes


High risk 6 participants in each group (12 (26 %) in total) were
withdrawn and excluded from the analyses, but reasons
for withdrawal were clearly stated


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report all-cause mortality or serious adverse events


For-profit bias High risk The trial was supported by Cow & Gate.
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Carver 1995 (Continued)


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Casaer 2011


Methods Randomised clinical trial in Belgium


Participants 4640 hospitalised adults in ICU, at nutritional risk due to having NRS score of 3 or
more
Male:Female = 2972:1668
Mean age = 64 years
Exclusion criteria: “chronic malnourishment (defined as a BMI of < 17) before admission
to an ICU and referral from another ICU with an established regimen of enteral or
parenteral nutrition”


Interventions Experimental group: “Participants received i.v. 20% glucose solution; the target for total
energy intake was 400 kcal a day on ICU day 1 and 800 kcal a day on day 2. On day
3, parenteral nutrition (OliClinomel or Clinimix, Baxter) was initiated, with the dose
targeted to 100% of the caloric goal through combined enteral and parenteral nutrition.
(n = 2312)
Control: Participants received 5% glucose solution in a volume equal to that of the par-
enteral nutrition administered in the early-initiation group in order to provide adequate
hydration, with the delivered volume of enteral nutrition taken into account. If enteral
nutrition was insufficient after 7 days in the ICU, parenteral nutrition was initiated on
day 8 to reach the caloric goal.”(n = 2328)
Co-interventions: “All participants who were unable to eat by day 2 received enteral nu-
trition (mainly Osmolite, Abbott), while being maintained in a semirecumbent position
unless medically contraindicated. Standing orders for enteral nutrition for all partici-
pants specified a twice-daily increase in the infusion rate for enteral nutrition and the
use of prokinetic agents and duodenal feeding tubes.”


Outcomes Vital status (mortality 90 days after randomisation independent of ICU and hospital
discharge status, hospital mortality, ICU mortality and proportion of participants dis-
charged alive from ICU within 8 days), hypoglycaemia, serious adverse events and com-
plications related to the mode of nutrition. The primary efficacy endpoint for this RCT
was the time to discharge alive from ICU, time to discharge alive from the hospital, time
to final (alive) weaning from mechanical respiratory support, kidney failure, need for
pharmacological or mechanical haemodynamic support during ICU stay, need for a tra-
cheostomy during ICU stay, cholestasis and liver dysfunction, occurrence of infections
during ICU stay, inflammation, distribution of 6-MWD, proportion of participants in-
dependent for all ADL functions in both groups was compared at hospital discharge


Study dates August 2007 to November


Notes We contacted the authors on 17th November 2015 by
mail: greet.vandenberghe@med.kuleuven.be regarding allocation sequence generation.
We received a reply with the information
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Casaer 2011 (Continued)


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Computer-based randomisation


Allocation concealment (selection bias) Low risk “Sequentially numbered, sealed and opaque en-
velopes”.


Blinding of participants and personnel
(performance bias)
All outcomes


High risk None were blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Low risk All outcome assessors, which were investigators
not directly involved (such as statisticians, lab-
oratory personnel, infectious disease specialists,
pathologists, physiotherapists involved in the
strength measurement, electrophysiologists) as
well as physicians and nurses in the conventional
wards, were blinded to treatment allocation


Incomplete outcome data (attrition bias)
All outcomes


High risk There were incomplete data for 6-MWD and
the trial did not use proper methods to deal with
the missing data


Selective reporting (reporting bias) Low risk The trial reported on all outcomes stated in the
protocol.


For-profit bias Low risk Funded by the Methusalem programme of the
Flemish government and others


Other bias Low risk The trial appeared to be free of other compo-
nents that could put it at risk of bias


Caulfield 2012


Methods Randomised clinical trial, Ireland


Participants 41 hospitalised adults who were malnourished, at nutritional risk according to the trialist
Male:Female = not stated
Mean age = not stated
Exclusion criteria: none stated


Interventions Experimental group 1: 200 ml or 4 x 50 ml ONSs (2 kcal/ml) for 28 days(n = 27)
Control group: No intervention(n = 14)
Co-interventions: Dietary counselling
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Caulfield 2012 (Continued)


Outcomes Nutritional assessment, biochemical measurements, presence of pressure ulcers, product
tolerance and compliance


Study dates Not stated


Notes Abstract only. We contacted the author on 9th November 2015 via Facebook. We received
no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Chen 1995a


Methods Randomised clinical trial, China


Participants 24 hospitalised adults undergoing abdominal elective surgery, at nutritional risk due to
major surgery
Male:Female = 15:9
Mean age = 53.5 years
Exclusion criteria: Unclear
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Chen 1995a (Continued)


Interventions Experimental group A: Recieved the compound nutrition elements of Qingdao bio-
chemical pharmaceutical factory ( 400 kcal, N 2.56 g per 100 g) from the 1st day after
the operation. It was infused as a 10% nutrient solution continuously with the speed of
50 ml/hr, reaching the maximum volume (25% of the daily nutrient solution 3000 ml)
gradually within a few days according to tolerance. Oral intake was maintained during
this time. The amount of perfusion was gradually decreased and the tube removed, when
nutrition sufficed from oral intake. (n = 8)
Experimental group B: enteral nutrition support after postoperative flatus, in the same
way as experimental group A. (n = 8)
Control group: Conventional i.v. infusion after surgery. Some received albumin or blood
transfusion once or twice. (n = 8)


Outcomes Complication, weight, daily calorie, nitrogen and liquid intake, albumin and transferrin,
urea nitrogen concentration


Study dates Not stated


Notes We tried but failed to contact the author by phone.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk The trial was described as being randomised, but it
was unclear how the sequence was generated


Allocation concealment (selection bias) Unclear risk The trial was described as being randomised, but it
was unclear how the allocation was concealed


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk The procedure of blinding was insufficiently de-
scribed.


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The numbers and reasons for withdrawals and drop-
outs were not clearly stated


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


120Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Chen 1995b


Methods Randomised clinical trial, China


Participants 24 hospitalised adults undergoing abdominal elective surgery, at nutritional risk due to
major surgery
Male:Female = 15:9
Mean age = 53.5 years
Exclusion criteria: Unclear


Interventions Experimental group A: Received the compound nutrition elements of Qingdao bio-
chemical pharmaceutical factory (400 kcal, N 2.56g per 100 g) from the 1st day after
the operation. It was infused as a 10% nutrient solution continuously with the speed of
50 ml/hr, reaching the maximum volume (25% of the daily nutrient solution 3000 ml)
gradually within a few days according to tolerance. Oral intake was maintained during
this time. The amount of perfusion was gradually decreased and the tube removed, when
nutrition sufficed from oral intake.(n = 8)
Experimental group B: enteral nutrition support after postoperative flatus, in the same
way as experimental group A(n = 8)
Control group: Conventional intravenous infusion after surgery. Some received albumin
or blood transfusion once or twice.(n = 8)


Outcomes Complication, weight, daily calorie, nitrogen and liquid intake, albumin and transferrin,
urea nitrogen concentration


Study dates Not stated


Notes We tried but failed to contact the author by phone.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk The trial was described as being randomised, but it
was unclear how the sequence was generated


Allocation concealment (selection bias) Unclear risk The trial was described as being randomised, but it
was unclear how the allocation was concealed


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk The procedure of blinding was insufficiently de-
scribed.


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The numbers and reasons for withdrawals and drop-
outs were not clearly stated
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Chen 1995b (Continued)


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appears to be free of other components that
could put it at risk of bias


Chen 2000a


Methods Randomised clinical trial, China


Participants 30 hospitalised adults undergoing moderate or more elective abdominal surgery, at nu-
tritional risk due to abdominal surgery
Male:Female = 17:13.
Exclusion criteria:
Metabolic and infectious diseases, having taken steroids and/or immunosuppressive
agents recently


Interventions Experimental group A: Enteral nutrition, Nutrison (product of Holland Nutricia com-
pany) were infused through a nutrition tube in upper jejunum at the first postoperative
day, 1/3 of the total amount on the 1st day, 2/3 on the 2nd day, and full amount (125.
4 KJ-1·kg-1·d-1) on the 3rd day (n = 10)
Experimental group B: Parenteral nutrition (n = 10)
(Huarui company products) through peripheral or central vein from the 1st postoperative
day, with the same usage of enteral nutrition group
Control group: Conventional infusion for 8 days, the average calorie intake was about
2514 KJ·d−1(n = 10)


Outcomes Complications, plasma protein (total protein, albumin and transferrin), CD3, CD4,
CD8, D4/CD8


Study dates Not stated


Notes We tried but failed to contact the author by phone.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk The trial was described as being randomised, but it
was unclear how the sequence was generated


Allocation concealment (selection bias) Unclear risk The trial was described as being randomised, but it
was unclear how the allocation was concealed
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Chen 2000a (Continued)


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk The procedure of blinding was insufficiently de-
scribed.


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The numbers and reasons for withdrawals and drop-
outs were not clearly stated


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality


For-profit bias Unclear risk It was unclear how the trial was funded


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Chen 2000b


Methods Randomised clinical trial, China


Participants 30 hospitalised adults undergoing moderate or more elective abdominal surgery, at nu-
tritional risk due to abdominal surgery
Male:Female = 17:13
Exclusion criteria: Metabolic and infectious diseases, having taken steroids or immuno-
suppressive agents or both recently


Interventions Experimental group A: Enteral nutrition, Nutrison (product of Holland Nutricia com-
pany) were infused through a nutrition tube in upper jejunum on the 1st postoperative
day, 1/3 of the total amount on the 1st day, 2/3 on the 2nd day, and full amount (125.
4 KJ-1·kg-1·d-1) on the 3rd day(n = 10)
Experimental group B: Parenteral nutrition (Huarui company products) through pe-
ripheral or central vein from the 1st postoperative day, with the same usage of enteral
nutrition group(n = 10)
Control group: Conventional infusion for 8 days, the average calorie intake was about
2514 KJ·d−1(n = 10)


Outcomes Complications, plasma protein (total protein, albumin and transferrin), CD3, CD4,
CD8, D4/CD8


Study dates Not stated


Notes Same trial as Chen 2000a. We tried but failed to contact the author by phone (0543-
3258597)


Risk of bias
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Chen 2000b (Continued)


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk The trial was described as being randomised, but it
was unclear how the sequence was generated


Allocation concealment (selection bias) Unclear risk The trial was described as being randomised, but it
was unclear how the allocation was concealed


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk The procedure of blinding was insufficiently de-
scribed.


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The numbers and reasons for withdrawals and drop-
outs were not clearly stated


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Chen 2006


Methods Randomised clinical trial, China


Participants 41 hospitalised adults who were burned and admitted within 18 hours, at nutritional
risk due to being in the ICU
Male:Female = 24:17
Mean age = 33.5 years
Exclusion criteria: 1. Severe metabolic diseases, such as diabetes, hyperthyroidism, or
low, severe liver disease; 2. Unsuitable due to shock; 3. Acute renal failure and stress ulcer
that occurred during the treatment; 4. Other severe traumas such as visceral rupture and
traumatic brain injury; 5. Severe heart and lung deficiency


Interventions Experimental group: Via a nasogastric feeding tube, the participants were given protein
enriched enteral nutrition mixed supplements (best, Nutricia, containing per 1000 ml;
40 g of protein, 389 g of fat, and 123 g of glucose), according to gastro-intestinal tolerance
and energy demand, at a rate, from 30 ~ 50 ml/hr. It was gradually increased to 120 ~
150 ml/hr, so that on day 8 - 9 the total amount given was 2500 ~ 3000 ml as a restricted
diet. It was unknown for how long the treatment was continued. (n = 21)
Control group: Via a central venous catheter, the participants were given the required
parenteral nutrition every day (1000 ml, containing 29 g of protein, 25 g of fat, and 62.
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Chen 2006 (Continued)


5 g of glucose, thermal energy 2.78 MJ). They were encouraged to eat regularly as well.
It was unknown for how long the treatment was continued. (n = 20)


Outcomes Biomarkers, health economics, adverse events


Study dates Not stated


Notes We tried but failed to contact the author by phone.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk The trial was described as being randomised, but it
was unclear how the sequence was generated


Allocation concealment (selection bias) Unclear risk The trial was described as being randomised, but it
was unclear how the allocation was concealed


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk The procedure of blinding was insufficiently de-
scribed.


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The numbers and reasons for withdrawals and drop-
outs were not clearly stated


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Choudhry 1996


Methods Randomised clinical trial, USA


Participants 41 hospitalised adults undergoing PEG placement due to not being able to be orally fed,
at nutritional risk due to trialist indication
Male:Female = 41:0
Mean age = 72.3 years
Exclusion: Inability to obtain an informed consent, not expected to survive the duration
of the study, any contraindications for endoscopy, inability to successfully transilluminate


125Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Choudhry 1996 (Continued)


the abdominal wall, ascites, massive organomegaly, coagulopathy, and systemic infection


Interventions Experimental: Feeding through tube started 3 hrs after PEG placement(n = 10)
Control: no intervention (n = 10)
Co-intervention: PEG placement and full-strength iso-osmolar feeding after 24 hrs


Outcomes The outcomes assessed included maximum residual volumes for each group for each
day, adverse events, 30-day mortality, number of participants alive in each group at the
termination of the study, mean number of days a participant lived after PEG placement,
and the number of days between PEG placement and termination of the study


Study dates Not stated


Notes


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not described


Selective reporting (reporting bias) Low risk The trial reported mortality and adverse events.


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias
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Chourdakis 2012


Methods Randomised clinical trial, Greece


Participants 59 hospitalised adults admitted to the ICU, at nutritional risk due to being at the ICU
Male:Female = 47:12
Mean age = 34.7
Exclusion criteria: Age < 18 or ≥ 70 years, GCS score ≤ 9, obesity (≥ 30 BMI), preg-
nancy, lactation, had received corticosteroids or thyroidal hormones or both during
the previous month, any of the following conditions: Heart failure, respiratory prob-
lems, metabolic syndrome, immunodeficiency, diabetes, neurological problems, internal
bleeding, indication for TPN, delay of admission to ICU > 24 hrs from injury


Interventions Experimental group: early (within 24 - 48 hrs) enteral feeding (EEF)
In the EEF group, enteral feeding was established through the nasogastric tube and
feeding began within 24 - 48 hrs from admission to the ICU. The initial administration
rate was 30 mL/hr, and the rate reached 80 - 100 mL/hr within 48 hrs by subsequently
increasing by 10 mL/hr every 4 - 6 hrs. (n = 34)
Control group: Standard delayed enteral feeding (DEF): DEF was initiated when gas-
troparesis was resolved (> 48 hrs) but no later than 5 days after admission to the ICU,
and the goal for the administration rate was to reach 100% of the needs within 4 days.
(n = 25)


Outcomes The administration rate for the prescribed quantity was calculated for < 24 hrs, excessive
gastric residue, frequent diarrhoea, ileus, and thrombocytopenia. Complications, mor-
tality, duration of stay in the ICU, hormonal status


Study dates August 2003 to May 2005


Notes We contacted the authors by email: kouvelas@auth.gr on 5th October 2015. We received
no answer.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk “open-labelled trial”


Blinding of outcome assessment (detection
bias)
All outcomes


High risk “open-labelled trial”


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were complete data for all participants.
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Chourdakis 2012 (Continued)


Selective reporting (reporting bias) Low risk Mortality and serious adverse events are reported.


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Chuntrasakul 1996


Methods Randomised clinical trial, Thailand


Participants 38 hospitalised adults with severe traumatic injury, at nutritional risk due to being at the
ICU
Male:Female = 31:7
Mean age= 26 - 33 years


Interventions Experimental group: Received either enteral feeding through a NG tube (30 ml/hr of .
075 kcal/ml) or parenteral nutrition consisting of hypertonic glucose, amino acids and
lipids(n = 21)
Control group: 5% dextrose as maintenance fluid supplemented with oral nutrition
when bowel function was observed(n = 17)


Outcomes Complications, serum albumin, mortality, ICU stay


Study dates June 1992 to January 1994


Notes We contacted the authors on 3rd December 2015 by email: chomchark@gmail.com. We
received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described
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Chuntrasakul 1996 (Continued)


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk There was no protocol and the trial did not fully
report complications


For-profit bias High risk The trial was supported by Bristol-Meyer-Squibb
and Osothsapha


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Cicco 1993


Methods Randomised clinical trial, Italy


Participants 50 hospitalised adults with neoplasms scheduled to receive at least 2 identical courses of
chemotherapy, at nutritional risk according to the trialist
Male:Female = 26:17 (gender not reported for two participants)
Mean age = 59 years
Exclusion criteria: weight loss of 6 - 10% of their usual body weight (the study only
included normally nourished or undernourished participants) and if one of the following
conditions were present: Diabetes mellitus; heart, pulmonary, liver, and kidney failure;
sepsis; and bone marrow involvement


Interventions Experimental group: TPN (Nonprotein caloric content was divided between dextrose
(60%) and lipids (40%) (Intralipid, Kabi Pharmacia, Stockholm, Sweden). Crystalline
amino acids (Freamine III, Kendall McGaw Laboratories, Irvine, CA) were provided
at a calorie:nitrogen ratio of 160 kcal:l g of nitrogen (1.4 ± 0.2 g of amino acids per
kilogram a day). Mineral salts (sodium, potassium, chlorine, magnesium, phosphorus,
and calcium), as clinically indicated, and trace elements (5 mL of trace element mix,
Don Baxter Laboratories, Trieste, Italy) were added to the nutrient mixture, which was
prepared in ethylvinylacetate bags.(n = 24)
Control group: No intervention (n = 26)
Co-interventions: Chemotherapy


Outcomes Chemotherapy-related myelotoxicity (leukopenia, anaemia and thrombocytopenia), gas-
tro-intestinal toxicity(diarrhoea, nausea/vomiting) Fast-turnover visceral protein and ni-
trogen balance


Study dates Not stated


Notes This is a cross-over study, the 2 groups switch intervention after the 1st round of chemo.
We contacted the authors on 5th October 2015 by email: dfantin@cro.it. We received
no reply


Risk of bias
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Cicco 1993 (Continued)


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Block randomisation - blocks of 4. Not otherwise de-
scribed.


Allocation concealment (selection bias) Unclear risk Not described.


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described.


Incomplete outcome data (attrition bias)
All outcomes


High risk 7 patients dropped out - 4 because of disease progres-
sion, 2 because of refusal of venous catheterization,
and one patient died


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report all-cause mortality and serious adverse events


For-profit bias Low risk “This study was supported by Grant 1580 from the
Fondo Sanitario Nazionale. Regione Friuli-Venezia
Giulia, Italy.” No industry involvement


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Clamon 1985


Methods Randomised clinical trial, USA
(Prior to randomisation, participants were stratified by extent of disease, weight loss over
or under 2% during the 3 months prior to diagnosis, and performance score)


Participants 119 hospitalised adults that had histologically- or cytologically-documented small cell
lung cancer, with no previous therapy, measurable or evaluable disease, a life expectancy
of more than 8 weeks, and a performance score of 3 or better on the ECOG scale, at
nutritional risk, due to trialist indication
Male:Female = 89:30
Mean age = 60 years
Exclusion criteria: Leukocyte count less than 3000/mm3, platelet count < 100.000/mm
3, bilirubin level more than 2 mg/dl, creatinine more than 2 mg/dl or blood urea nitro-
gen (BUN) level greater than 30 mg/dl, recent myocardial infarction, congestive heart
failure or arrhythmia precluding adriamycin (doxorubicin) therapy, documented central
nervous system metastases, superior vena cava obstruction, inappropriate antidiuretic
hormone secretion, or significant other medical problems precluding central venous hy-
peralimentation
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Clamon 1985 (Continued)


Interventions Experimental group: Central IVH for 28 days if no complications occurred
IVH was provided using an amino acid mixture (Travasol, Travenol Company, Deerfield,
IL), glucose, and 10% lipid emulsion. Nonprotein calories were evenly divided between
glucose and lipid. Electrolytes, multi-vitamins, and trace elements were added daily;
folate and vitamin K were given weekly. Vitamin B12 was given monthly
Participants nutritionally normal at entry to the study were started at 32 cal/kg/day and 1
g protein/kg/day. After 1 week, they were increased to 40 cal/kg and 1.25 g of protein/kg
a day and maintained at this level for 3 weeks. Participants nutritionally depleted at entry
into the study were started at 48 cal/kg and 1.5 g of protein/kg/day and increased to 56
cal/kg and 1.75 g/kg of protein a day. The IVH was started 1 week prior to the 1st dose
of chemotherapy. Participants at the University of Toronto were maintained without oral
intake while receiving IVH; at all other institutions participants were allowed to eat ad
libitum during IVH. (n = 57)
Control group: No intervention (n = 62)


Outcomes A nutritional assessment consisting of weight, serum albumin, total iron binding capacity,
midarm muscle circumference, triceps skinfold thickness, and creatinine height index
was obtained at the beginning of the study (baseline) and repeated every 3 weeks
3-day diet records were obtained before the initiation of treatment and at the end of 3
weeks after the 1st, 2nd, 4th, 8th, and 12th cycles of chemotherapy and at the end of 1
year


Study dates Not stated


Notes We contacted the authors on 5th October 2015 by email: emmoran@uci.edu; edgar.
moran@va.gov. We received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incom-
plete data was not reported
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Clamon 1985 (Continued)


Selective reporting (reporting bias) High risk No protocol could be obtained and the trial
did not report all-cause mortality or serious
adverse events


For-profit bias Low risk This trial was sponsored and funded by the
Diet, Nutrition and Cancer Program of the
National Cancer Institute


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias


De Sousa 2012


Methods Randomised clinical trial, Portugal


Participants 37 undernourished hospitalised adults aged 60+ years, with recently-diagnosed probable
mild AD and who presented weight loss higher than 5% of body weight in the previous
year, at nutritional risk due to anthropometrics
Male:Female = 9:26 (gender not reported for one participants)
Mean age = 78 years
Exclusion criteria: having severe acute illness or being in terminal care, a diagnosis of
cancer in the last 5 years, enteral or parenteral nutritional support, and receiving dietary
advice or use of nutritional supplements in the preceding month


Interventions Experimental group: Oral nutrition. The participants received a 200 mL high-protein,
energy-dense liquid, which provided 400 kcal/day (42.8 g carbohydrates, 17.4 g fat, and
18 g protein). The OS was available in 2 flavours (vanilla and apricot) and was consumed
in the morning, between breakfast and lunch, or in the afternoon. The intervention
lasted 21 days. (n = 20)
Control group: No intervention (n = 17)
Co-interventions: All the participants received standard dietetic advice and they followed
the treatment protocol in the Geriatric Unit that included folic acid and vitamin B12
supplementation


Outcomes Mini Nutritional Assessment (MNA), weight, BMI, triceps skinfold, upper-arm cir-
cumference, arm muscle circumference, cognitive function (MMSE), functional status
(Barthel index), clock-drawing test, serum nutritional biomarkers (albumin, total pro-
tein, total cholesterol, vitamin B12 and folic acid) and mortality


Study dates Not stated


Notes We contacted the authors on 1st January 2015 by email: luisavice@gmail.com. We
received no reply


Risk of bias


Bias Authors’ judgement Support for judgement
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De Sousa 2012 (Continued)


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The trial is described as non-blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


High risk The trial is described as non-blinded.


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk There were no dropouts but it was unclear how
many participants had missing data


Selective reporting (reporting bias) Unclear risk The trial reports all-cause mortality, but not seri-
ous adverse events. We found no protocol


For-profit bias High risk The nutritional supplements were offered by No-
vartis, Portugal


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Delmi 1990


Methods Randomised clinical trial, Switzerland/France


Participants 59 hospitalised adults with a femoral neck fracture, at nutritional risk due to being frail
elderly with fracture of the proximal femur
Male:Female = 6:53
Mean age = 81 years
Exlusion criteria: Younger than 60, fractures resulting from violent external trauma and
pathological fractures due to tumours or non-osteoporotic osteopathies, renal, hepatic, or
endocrine disease, gastrectomy or malabsorption, or treatment with phenytoin, steroids,
barbiturates, fluoride, or calcitonin


Interventions Experimental group: Oral supplements 250 ml of ONS provided 254 kcal, 20.4 g protein,
29 g carbohydrate, 5 - 8 g lipid, 525 mg calcium, 750 IU vitamin A, 25 IU vitamin
D3’ vitamins E, B, B2, B63 B12, C, nicotinamide, folate, calcium pantothenate, biotin,
and minerals. Supplementation was started on admission to the orthopaedic unit and
continued throughout the stay in the 2nd (recovery) hospital. The supplement was given
for a mean period of 32 days at 2000 hrs. (n = 27)
Control group: No intervention(n = 32)
Co-interventions: Voluntary oral intake


133Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Delmi 1990 (Continued)


Outcomes Mortality, upper arm circumference, triceps skinfold thickness, complications, serum
albumin levels, transferrin levels, alkaline phosphatase levels, osteocalcin levels, lenght
of hospital stay


Study dates March 1985 to May 1985


Notes We contacted the authors on 17th November 2015 by email:
marino.delmi@grangettes.ch. We received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Not possible due to the nature of the inter-
vention


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk The procedure of blinding was not de-
scribed


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were dropouts above 5%.


Selective reporting (reporting bias) Low risk No protocol could be obtained, but the trial
reported serious adverse events and mortal-
ity


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias


Dennis 2005


Methods Randomised clinical trial (stratified for age, sex, and predicted probability of poor out-
come), UK


Participants 4023 hospitalised adults with either: 1. admission to a hospital due to a stroke (1st or
recurrent stroke) within 7 days of onset OR 2. suffering a stroke whilst already in hospital
where the randomising clinician was uncertain about the best feeding policy and with
consent or assent obtained from close relatives as well as having passed a shallow screen.
The participants were at nutritional risk due having had a stroke
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Dennis 2005 (Continued)


Male:Female: 53% male
Mean age = 71 years
Exclusion: (a) People with subarachnoid haemorrhage, people who experienced a tran-
sient ischaemic attack (TIA) or trivial stroke and were likely to remain in hospital for
only a few days (b) people who could swallow but in whom nutritional supplementation
was contraindicated (e.g. morbidly obese) (c) those in coma (i.e. unresponsive to pain)
or who were very unlikely to survive more than a few days because of some severe non-
stroke illness OR (d) people who had already been entered into the same FOOD Trial


Interventions Experimental group: oral nutritional supplement (equivalent to 360 mL at 6·27 kJ/mL
and 62·5 g/L in protein every day) and regular hospital diet(n = 2016)
Control group: regular hospital diet(n = 2007)


Outcomes Death or poor outcome and overall survival at 6 months, health-related QoL among
survivors, time to hospital discharge, length of stay in hospital, number of days of tube-
feeding, adverse effects of feeding regimens, premature cessation of feeding regimens and
reasons


Study dates Nov 1996 to August 2003


Notes We contacted the authors on 12th November 2015 by email: martin.dennis@ed.ac.uk.
We received data on quality of life


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Computer-generated


Allocation concealment (selection bias) Low risk Locked computer


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Not blinded. Participants knew their allo-
cation.


Blinding of outcome assessment (detection
bias)
All outcomes


High risk Only a blinded assessment at 6 months fol-
low-up.


Incomplete outcome data (attrition bias)
All outcomes


Low risk 7 dropouts but reasons for the dropouts
were clearly stated and the trial used inten-
tion-to-treat


Selective reporting (reporting bias) Low risk All clinically relevant outcomes were re-
ported, as stated in the protocol
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Dennis 2005 (Continued)


For-profit bias Low risk FOOD was funded by the NHS R&
D Health Technology Assessment Pro-
gramme (Reference 96/29/01), The Stroke
Association (Reference 17/98) and Chest
Heart and Stroke Scotland (Reference 97/
4). The Singapore Medical Research Coun-
cil supported the trial in Singapore. The
Royal Australasian College of Physicians
supported the trial in Hawkes Bay, New
Zealand


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias


Dennis 2006


Methods Randomised clinical trial, UK


Participants 859 hospitalised adults who were 1. either admitted to hospital with a stroke (1st or
recurrent stroke) within 7 days of onset OR 2. suffering a stroke whilst already in hospital
AND 3. randomising clinician uncertain about the best feeding policy AND 4. consent
or assent from close relatives obtained and 5. did not pass shallow screen. The participants
were at nutritional risk due to having had a stroke
Exclusion: Subarachnoid haemorrhage


Interventions Experimental group: early enteral tube-feeding. (n = 429)
Control group: no tube-feeding for > 7 days (early versus avoid)(n = 430)


Outcomes Death or poor outcome and overall survival, proportion of participants who were dead
at 6 months, health-related QoL among survivors, time to hospital discharge, length of
stay in hospital (which will provide a surrogate outcome for analysis of cost), number of
days of tube-feeding, adverse effects of feeding regimens, premature cessation of feeding
regimens and reasons


Study dates Nov 1996 to August 2003


Notes We contacted the authors on 12th November 2015 by email: martin.dennis@ed.ac.uk.
We received data on quality of life


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Computer-generated


Allocation concealment (selection bias) Low risk Locked computer
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Dennis 2006 (Continued)


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Not blinded. Participants knew their allocation.


Blinding of outcome assessment (detection
bias)
All outcomes


High risk Only a blinded assessment at 6 months follow-up.


Incomplete outcome data (attrition bias)
All outcomes


Low risk 1 lost to follow-up


Selective reporting (reporting bias) Low risk All clinically relevant outcomes were reported, as stated
in the protocol


For-profit bias Low risk FOOD was funded by the NHS R&D Health Tech-
nology Assessment Programme (Reference 96/29/01)
, The Stroke Association (Reference 17/98) and Chest
Heart and Stroke Scotland (Reference 97/4). The Sin-
gapore Medical Research Council supported the trial
in Singapore. The Royal Australasian College of Physi-
cians supported the trial in Hawkes Bay, New Zealand


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Ding 2009


Methods Randomised clinical trial, China


Participants 60 hospitalised adults diagnosed with invasive gastric cancer by gastroscopy and pathol-
ogy, at nutritional risk due to major surgery
Male:Female =41:19
Mean age = 47.5
Exclusion criteria: Bad liquid quality, diabetes, hyperthyroidism and other metabolic
diseases, poorly-controlled heart and lung function which could not tolerate surgery,
as well as other digestive system diseases such as intestinal obstruction, appendicitis,
cholecystitis, vomiting, abdominal distension, diarrhoea


Interventions Experimental group: Oral supplement, Nutrison Fibre (Nutricia China,4184 kJ/L)1000
ml/day, based on baseline diet. It was started 3 days prior to the surgery, with the amount
calculated based on the co-intervention. (n = 21)
Control group: Normal daily diet prior to surgery, with the amount based on the co-
intervention. (n = 21)
Co-interventions: Postoperative fasting and TPN support for 4 to 5 days, the ratio of
nutrient solution to the venous nitrogen was 0.15 g/kg 1/day, nitrogen source was 18
amino acids, non-protein calorie was 117.2 kJ/kg/day, fat emulsions were 30% ~ 40%
and glucose was 60% ~ 70%. It was prepared as a nutrient mixture including insulin,
potassium chloride, and vitamins in correct proportion
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Ding 2009 (Continued)


Outcomes Albumin, immunoglobulin, body mass


Study dates Not stated


Notes We tried but failed to contact the authors by phone.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk The sequence generation was achieved using a ran-
dom-numbers table


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk The procedure of blinding was insufficiently de-
scribed.


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The numbers and reasons for withdrawals and drop-
outs were not clearly stated


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report all-cause mortality


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Dionigi 1991


Methods Randomised clinical trial, Italy


Participants 33 hospitalised adults with advanced gastric cancer, at nutritional risk due to major
surgery
Male:Female = 24:9
Mean age: 65 years
Exclusion criteria: Not specified


Interventions Experimental group: parenteral or enteral hyperalimentation, or both. The total energy
supply was 1.5 x BEE calculated according to the Harris-Benedict formula: the ratio
KcaYgN administered was adjusted to 130:1. (n = 7)
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Dionigi 1991 (Continued)


Control group: oral alimentation as possible or peripheral fluids (n = 9)


Outcomes SH-thymidine (3HT)


Study dates Not stated


Notes We contacted the author on 9th December 2015 by email: p.dionigi@smatteo.pv.it. We
received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) High risk No protocol could be obtained and the trial did not
report all-cause mortality or serious adverse events


For-profit bias High risk The trial was funded by Ajinomoto Co. Inc.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Doglietto 1990


Methods Randomised clinical trial, Italy


Participants 29 hospitalised adults affected by cancer undergoing total or subtotal gastrectomy, at
nutritional risk due to major abdominal surgery
Male:Female = 20:9
Mean age = 54 years
Exclusion criteria: Not stated
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Doglietto 1990 (Continued)


Interventions Experimental group: Preoperative enteral nutrition support, which was administered as
a supplement to the oral diet for at least 7 days, providing 30 kcal/kg a day (70% as
dextrose and 30% as lipids) and 200 mg/kg a day of nitrogen(n = 13)
Control group: Standard hospital oral diet (n = 16)


Outcomes Postoperative morbidity, mortality, septic complications


Study dates Not stated


Notes We contacted the authors on 26th June 2015 by email: gbdoglietto@rm.unicatt.it. We
received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Partipants and personnel were not blinded due to the
nature of the intervention


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were no dropouts


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias.Other bias


Doglietto 1996


Methods Randomised clinical trial, multicenter, Italy


Participants 678 hospitalised adults undergoing elective abdominal surgery, at nutritional risk due to
major elective abdominal surgery
Male:Female = 392:286
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Doglietto 1996 (Continued)


Mean age = 61 years
Exclusion criteria: < 18 and > 80, major concurrent illness, insulin-dependent diabetes,
refusal of informed consent, severe malnutrition


Interventions Experimental group: Received 1.16 ± 0.22 g/Kg/day amino acids for at least 5 postop-
erative days(n = 338)
Control group: Received 150 g glucose daily for at least 5 postoperative days(n = 340)
Co-interventions: Additional fluids, electrolytes, vitamins, and trace elements were pro-
vided as clinically indicated


Outcomes All-cause mortality, major complications, minor complications


Study dates November 1992 to November 1994


Notes We contacted the authors on 26th June 2015 by email: gbdoglietto@rm.unicatt.it. We
received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Computer-generated random numbers


Allocation concealment (selection bias) Unclear risk The trial was described as randomised, but
it was unclear how the allocation was con-
cealed


Blinding of participants and personnel
(performance bias)
All outcomes


High risk No blinding was performed.


Blinding of outcome assessment (detection
bias)
All outcomes


High risk No blinding was performed.


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incom-
plete data was not reported


Selective reporting (reporting bias) Low risk Both all-cause mortality and serious adverse
events were reported


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias
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Dong 1996


Methods Randomised clinical trial, China


Participants 520 hospitalised adults undergoing oesophageal and gastric resection, at nutritional risk
due to major surgery
Male:Female = 340:180
Mean age = 56.5 years
Exclusion criteria: None stated


Interventions Experimental group: Received enteral nutrition in the form of mixed milk post-surgery
On the first day,1000 ml mixed milk was given. If no side effect occurred, a minimum
of 2500 ml a day were given from the 2nd day, up to 4 - 6 times a day, at a speed of 30
ml per min. After 7 - 9 days the nutrition tube was removed , if there were no serious
adverse effects.(n = 256)
Control group: No intervention(n = 264)
Co-interventions: Post-surgery a daily supplement of glucose 150 ~ 200 g was given, as
well as a discontinuous transmission of plasma, blood or albumin, to maintain the water
and electrolyte balance. This was continued until the oral intake was started again


Outcomes Albumin, pre-albumin, transferrin, weight difference, nitrogen balance


Study dates Not stated


Notes We could find no contact information for the author.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reproted


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded
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Dong 1996 (Continued)


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias.Other bias


Drott 1988


Methods Randomised clinical trial, Sweden


Participants 23 hospitalised adults with nonseminomatous germ cell tumours of the testis, at nutri-
tional risk due to trialist indication
Male:Female = 23:0
Mean age = 28.5 years.
Exclusion criteria: None stated


Interventions Experimental group: TPN administered 4 - 5 days before chemotherapy initiation as
well as during hospitalisation. Non-eprotein calories were isocalorically divided between
fat (intralipid 20%) and D-glucose 30%
Control: Spontanous oral intake
Co-intervention: Chemotherapy


Outcomes Weight


Study dates Not stated


Notes We found no contact information for the author.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did
not report all-cause mortality and serious adverse
events
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Drott 1988 (Continued)


For-profit bias Low risk Supported by the Swedish Cancer Society.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Duncan 2006


Methods Randomised clinical trial, UK.


Participants 314 hospitalised adults undergoing surgery for hip fracture, at nutritional risk due to
being frail elderly undergoing less than major surgery
Male:Female = 0:314.
Exclusion criteria: None stated


Interventions Experimental group: Received additional personal attention of the dietetic assistants in
addition to standard care throughout the length of the intervention (n = 153)
Control group: the conventional pattern of nurse- and dietitian-led care, normally pro-
vided on the trauma unit (n = 165)


Outcomes Mortality, length of stay, energy intake and nutritional status


Study dates May 2000 to August 2003.


Notes We contacted the authors on 12th December 2015 by email: antony.johansen@wales.
nhs.uk. We received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Randomisation was by sequentially-num-
bered, opaque envelopes, in blocks of 10, prepared by
a member of staff not directly involved in the trial


Allocation concealment (selection bias) Low risk They used sealed envelopes.


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Not blinded


Blinding of outcome assessment (detection
bias)
All outcomes


Low risk Outcome assessment was blinded.


Incomplete outcome data (attrition bias)
All outcomes


Low risk They partly used intention-to-treat, but had a small
number of dropouts
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Duncan 2006 (Continued)


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report all-cause mortality or serious adverse events


For-profit bias High risk The trial was funded by British Dietetic Association.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Dvorak 2004


Methods Randomised clinical trial, Canada


Participants 17 hospitalised adults who sustained an ASCI with an International Standards for Neu-
rologic Classification of Spinal Cord Injury Impairment Scale15 grades A, B, C., had
a last normal neurologic level between C2 and T1, and were admitted to the ASCIU
within 72 hours of injury. At nutritional risk due to trauma
Male:Female = 15:2
Mean age = 43 years
Exclusion criteria: 1. Had a pre-existing medical condition such as active bowel disease
or a premorbid condition with a significantly diminished nutritional status (e.g. AIDS,
cancer). 2. Had surgical resection of a portion of the large or small bowel. 3. Had
additional injuries that prevented feeding through a nasogastric tube. 4. Had major chest
or abdominal trauma


Interventions Experimental: Enteral feeding from 72 hours using continuous enteral feeding. A regis-
tered dietitian evaluated the participant’s conditions to determine their estimated energy
requirements, using the Harris-Benedict equation. The formulas used were Promote,
Jevity, Jevity Plus, and Osmolite HN.(n = 7)
Control: No intervention (n = 10)
Co-intervention: Enteral feeding from 120 hrs using Promote, Jevity, Jevity Plus, and
Osmolite HN


Outcomes Complications (count data), length of stay


Study dates Not stated


Notes We did not contact the authors due to the late inclusion of the trial


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Computer program (omnistat)


Allocation concealment (selection bias) Unclear risk Not described
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Dvorak 2004 (Continued)


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not described


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report mortality


For-profit bias Low risk Supported by the Mr. and Mrs. P. A. Woodward’s
Foundation, Vancouver, BC, Canada


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Dölp 1987


Methods Randomised clinical trial, Germany


Participants 20 hospitalised adults undergoing vaginal hysterectomy, at nutritional risk due to major
surgery
Male:Female = 0:20
Mean age = 53.5 years


Interventions Experimental group: Parenteral nutrition (40 ml/kg body weight 3.5% amino acid so-
lution, 5% carbohydrates) for 3 days(n = 10)
Control group: Water and electrolytes (standard treatment)(n = 10)


Outcomes Plasma proteins, nitrogen balance


Study dates Not stated


Notes We found no contact information for the author.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described
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Dölp 1987 (Continued)


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not described


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did
not report all-cause mortality or serious adverse
events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Elbers 1997


Methods Randomised clinical trial, Germany.


Participants 20 hospitalised adults undergoing curative resection of gastric cancer, at nutritional risk
due to major surgery
Male:female = 11:9
Mean age = 64 years


Interventions Experimental group: oral supplement with a proteinful, liquid sip feed (3 x 200 ml, 600
kcal/day, 54 g protein/day) starting on day 5 after surgery(n = 10)
Control group: no intervention(n = 10)
Co-intervention: standard diet and parenteral nutrition until day 5


Outcomes Plasma proteins, nitrogen balance


Study dates Not stated


Notes We found no contact information for the author.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described
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Elbers 1997 (Continued)


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete
data was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did
not report mortality


For-profit bias Unclear risk The trial was supported by a company that might
have an interest in a given result (Fresemius AG)


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Elimam 2001


Methods Randomised clinical trial, Sweden


Participants 14 hospitalised adults undergoing elective open cholecystectomy, at nutritional risk due
to major surgery
Male:Female = 8:6
Mean age = 42.5 years


Interventions Experimental group: TPN immediately after surgery (T 135 kJ/kg body weight every
24 hrs)(n = 7)
Control group: Saline infusion for 24 hrs postoperatively(n = 7)
Co-interventions: Saline infusion during surgery


Outcomes Biochemistry


Study dates Not stated


Notes We contacted the authors n 19th August 2015 by email: claude.marcus@ki.se. We re-
ceived no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk The trial was described as randomised, but it was
unclear how the sequence was generated
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Elimam 2001 (Continued)


Allocation concealment (selection bias) Unclear risk The trial was described as randomised, but it was
unclear how the allocation was concealed


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report all-cause mortality or serious adverse events


For-profit bias Low risk The trial was funded by: “Wera EkstroÈm Foun-
dation, the Frimurare Barnhuset Foundation, the
Jerring Foundation, the Swedish Society for Med-
ical Research, and the Swedish Medical Research
Council (9941, 04210, 09101).”


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Eneroth 2005


Methods Randomised clinical trial, Sweden


Participants 80 hospitalised adults admitted for hip surgery, at nutritional risk because of being frail
elderly with minor surgery
Male:Female = 17:63
Mean age = 81.5 years
Exclusion criteria: Multiple fractures, pathologic fractures, malignant disease, inflamma-
tory joint disease, pain or functional impairment other than the hip fracture which might
hamper normal mobilisation, depression, dementia, acute psychosis, known alcohol or
medication abuse, epileptic seizures, diseases of such severity that they might negatively
influenced the supplementary treatment regimen


Interventions Experimental group: intravenous supplementary nutrition (1000 kcal/day) for 3 days
followed by OSN (400 kcal/day) for 7 days or until discharge(n = 40)
Control group: No intervention(n = 40)
Co-interventions: Standard hospital food and beverage


Outcomes Anthropometrics (triceps skin-fold, arm muscle circumference, BMI), biochemistry,
SGA-screening
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Eneroth 2005 (Continued)


Study dates Not stated


Notes We contacted the authors on 12th November 2015 by email: magnus.eneroth@med.lu.
se. We received a reply (allocation concealment)


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk The trial was described as being randomised, but it
was unclear how the sequence was generated


Allocation concealment (selection bias) Low risk The trial used sealed, opaque envelopes for alloca-
tion concealment


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The trial was described as being unblinded.


Blinding of outcome assessment (detection
bias)
All outcomes


High risk The trial was described as being unblinded.


Incomplete outcome data (attrition bias)
All outcomes


High risk There were above 5% dropouts on BMI, and it was
unclear who and how these were handled


Selective reporting (reporting bias) Low risk No protocol could be obtained. The trial reported
mortality and complications


For-profit bias Low risk This trial was supported by a non-profit organ-
isation (Medical Faculty of Lund University, the
County of Skane and the Swedish National Board
of Health and Welfare)


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Espaulella 2000


Methods Randomised, placebo-controlled clinical trial, Spain.


Participants 171 hospitalised adults hospitalised due to hip fracture, at nutritional risk due to being
frail elderly
Male:Female = 36:135
Mean age = 82.5 years
Exclusion criteria: Younger than 70, advanced dementia, need for IVN, those with
pathological fractures or fractures not due to accidental falls
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Espaulella 2000 (Continued)


Interventions Experimental group: Oral supplement of 20g protein and 800 mg calcium for 60 days
(n = 85)
Control group: Placebo (n = 86)
Co-interventions: Normal diet


Outcomes Mortality, complications, functional recovery, use of walking aids


Study dates Not stated


Notes We contacted the authors by email: hguyer@umich.edu. We received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Computer-generated in blocks of 4


Allocation concealment (selection bias) Low risk Allocation concealment with sealed en-
velopes


Blinding of participants and personnel
(performance bias)
All outcomes


Low risk An independent pharmacist assigned the
study number, and prepared the appropri-
ate nutritional supplement


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk It was unclear how the outcome assessment
was blinded.


Incomplete outcome data (attrition bias)
All outcomes


High risk The pattern of dropouts was not clearly
stated, and exceeded 5%. The trial did not
use multiple imputation


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the
trial did not report all-cause mortality or
serious adverse events


For-profit bias High risk The trial was funded by Clinical Nutrition
SA.


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias
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Essén 1993


Methods Randomised clinical trial, presumably Sweden


Participants 17 hospitalised adults admitted for elective open cholecystectomy, at nutritional risk due
to major surgery
Male:Female = 3:14
Mean age = 42.5
Exclusion criteria: metabolically unhealthy


Interventions Experimental group: TPN (135 kj/kg body weight/day and 0.2 g/kg body weight/day
protein) for 3 days (n = 9)
Control group: saline infusion (n = 8)


Outcomes Rate of protein synthesis, urine excretion


Study dates Not stated


Notes We contacted the author on 12th November 2015 by Linkedin. We received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incom-
plete data was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial
did not report all-cause mortality or serious
adverse events


For-profit bias High risk The trial was supported by the company
Kabi Baxter Infusion AB


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias
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Eyer 1993


Methods Randomised clinical trial, USA


Participants 52 hospitalised adults admitted for blunt trauma ICU, at nutritional risk due to being
at an ICU department
Male:Female = 22:16 (analysed participants)
Mean age = 42.5 years
Exclusion criteria: Contra-indication for enteral feeding, new upper intestinal suture
lines, unstable cervical fracture, admission creatinine level > 2 mg/dL, admission biliru-
bin > 3 mg/dL; pre-existing malnutrition, use of steroids, radiation, chemotherapy, ma-
lignancy, acute spinal cord injury


Interventions Experimental group: Early feeding within < 24 hrs (Enteral nutrition: 1.33 kcal/mL,
125:1 nonprotein kcal/g. 58g protein, 158g carbohydrate, 52g fat) (n = 26)
Control group: No intervention (n = 26)
Co-interventions: Enteral feeding after 72 hrs


Outcomes Urinary catecholamine, cortisol excretion, infections, ICU days, ventilation days, mor-
tality


Study dates December 1988 to May 1991


Notes We could obtain no contact information.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk The trial was described as being randomised, but it
was unclear how the sequence was generated


Allocation concealment (selection bias) Unclear risk The trial used sealed envelopes to conceal the alloca-
tion, but it was unclear if the envelope was opaque


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The trial was described as unblinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report all-cause mortality or serious adverse events


For-profit bias High risk The trial was funded in part by Hoechst-Roussel.
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Eyer 1993 (Continued)


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Fan 1989


Methods Randomised clinical trial, Hong Kong


Participants 40 hospitalised adults with oesophageal cancer, at nutritional risk due to major surgery
Male:Female = 35:5
Mean age = 65 years
Exclusion criteria: Not described.


Interventions Experimental group: Pre-operative parenteral nutrition 14 days before surgery(n = 20)
Control group: No intervention(n = 20)
Co-interventions: Oral feeding


Outcomes Nitrogen intake, calorie intake, weight, lymphocyte count before surgery, complications,
mortality and albumin


Study dates April 1985 to November 1986


Notes We contacted the authors in September 2015 by email: stfan@hku.hk. We received no
reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk It was only described that participants were
randomised by “drawing sealed envelopes”


Allocation concealment (selection bias) Unclear risk It was only described that participants were
randomised by “drawing sealed envelopes”


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete
data was not described


Selective reporting (reporting bias) Low risk There was no protocol. The trial reported all-
cause mortality and complications
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Fan 1989 (Continued)


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other compo-
nents that could put it at risk of bias


Fan 1994


Methods Randomised clinical trial, Hong Kong


Participants 150 hospitalised adults undergoing resection of hepatocellular carcinoma, at nutritional
risk due to major abdominal surgery
Male:Female = 109:15 (gender not reported for 26 participants)
Mean age = 53.5 years
Exclusion criteria: Metastatic disease (exclusion was done after randomisation)


Interventions Experimental group: Perioperative parenteral nutrition started 7 days before hepatic
resection and continued for 7 days after operation. PN consisted of 1.5 g amino acid a
kilogram of body weight, dextrose and lipid emulsion providing 30 kcal a kilogram each
day.(n = 75)
Control group: No intervention except 5% dextrose in normal saline postoperatively(n
= 75)
Co-interventions: Usual oral diet. Cefotaxime at the time of induction and postopera-
tively, and 25 g of albumin intravenously for 5 days


Outcomes All-cause mortality, complications, morbidity, aspartate aminotransferase, glucose, urea,
transferrin, prealbumin, retinol-binding protein, body weight, midarm circumference,
triceps skinfold, grip strength, serum immunoglobulin, hospital stay


Study dates September 1990 to June 1993


Notes We contacted the authors on 23rd June 2015 by email: stfan@hku.hk. We received no
reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The trial was described as unblinded.
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Fan 1994 (Continued)


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk It was determined by an independent observer,
but not described that person was blinded


Incomplete outcome data (attrition bias)
All outcomes


High risk There were above 5% dropouts, and even
though it was clearly stated who was removed
from the trial, the trial did not use proper
methodology to deal with incomplete outcome
data


Selective reporting (reporting bias) Low risk Seriours adverse events and all-cause mortality
were reported. No protocol could be found


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other compo-
nents that could put it at risk of bias


Fasth 1987


Methods Randomised clinical trial, Sweden


Participants 92 hospitalised adults undergoing major colorectal surgery for carcinoma of the large
bowel or inflammatory bowel disease
Male:Female = unknown
Mean age = unknown
Exclusion criteria: none specified


Interventions Experimental group: 48 participants were allocated to postoperative TPN for a minimum
of 7 days or until an oral diet was tolerated. The TPN was given through a central venous
catheter and included infusion of an amino acid solution to a mean nitrogen intake of
215+8 mg/ kg/ day, and 500 ml of a 20% fat emulsion plus 10% dextrose to 45 + 1.6
kcal/ kg/day. The TPN was given for 9.7 + 1.1 days. 20 mmol of phosphate was added
daily to everyone in the TPN group. (n = 48)
Control group: No intervention (n = 44)
Co-interventions:10% dextrose solution containing electrolytes according to individual
needs until an oral diet was tolerated, these participants were given an IV fusion with a
mean of 16 + 0.8 kcal/kg/day for 6.2 + 0.7 days (mean + SD)


Outcomes Overall mortality, serious adverse events (septic and non-septic complications), morbidity


Study dates Not described


Notes We could obtain no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement
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Fasth 1987 (Continued)


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not described


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report all-cause mortality or serious adverse events


For-profit bias High risk The trial was funded by Vitrum AB.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Figuerasfelip 1986


Methods Randomised clinical trial (multicentre study in 4 hospitals), Spain


Participants 70 hospitalised adults undergoing medium to major surgery, at nutritional risk due to
major surgery
Male:Female = 38:32
Mean age = 57 years
Exclusion criteria: recent loss of more than 10% of body weight, serum albumin of 3
g/dl or less, serum creatinine above 2 mg/dl; diabetes, sepsis or recent haemorrhage, or
both


Interventions Experimental group: hypocaloric peripheral parenteral nutrition (HPPN), consisting of
1 g of amino acids and 2 g of polyols (sorbitol and xylitol) a kg each day. The solution
was started on the 1st postoperative day after normalisation of the haemodynamic status
and remained in the study for a minimum of 5 days. (n = 41)
Control group: 1500 ml of 5% glucose and 1500 ml of saline
The solution was started on the 1st postoperative day after normalisation of the haemo-
dynamic status and remained in the study for a minimum of 5 days. (n = 29)


Outcomes Weight, urinary nitrogen excretion, serum albumin, total proteins, prealbumin, trans-
ferrin, glucose, urea, creatinine and cholesterol, hospital stay


Study dates
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Figuerasfelip 1986 (Continued)


Notes We could obtain no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Low risk Sealed envelopes


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incom-
plete data was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained. The trial
reported complications and mortality


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias


Fletcher 1986a


Methods Randomised clinical trial, Australia


Participants 28 hospitalised adults admitted for aortic grafting, at nutritional risk due to major surgery
Male:Female = 22:6
Mean age = 64 years


Interventions Experimental group 1: 1 litre of their daily intravenous fluid requirements given as TPN
(250 gm dextrose, 40 gm amino acids)(n = 10)
Control group: Standard intravenous fluids postoperatively(n = 5)


Outcomes Nitrogen intake and balance, mortality, complications, length of stay


Study dates Not stated
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Fletcher 1986a (Continued)


Notes Same as Fletcher 1986b. We only reported experimental group 1 vs control here. We
contacted the authors 12th December 2015 by email: johnf@med.usyd.edu.au. The
author replied that he would give us the information some time in the future. We have
not received the information at the time of writing


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk The trial was described as being randomised, but
it was unclear how the sequence was generated


Allocation concealment (selection bias) Unclear risk The trial was described as being randomised, but
it was unclear how the allocation was concealed


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Only experimental group two received an enteral
tube.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did
not report serious adverse events properly (only
total complications, not by group)


For-profit bias High risk The trial was funded by Bristol-Myers Squibb.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Fletcher 1986b


Methods Randomised clinical trial, Australia


Participants 28 adult hospitalised patients admitted for aortic grafting, at nutritional risk due to major
surgery
Male:Female = 22:6
Mean age: 64 years


Interventions Experimental group 2: Enteral nutrition(n = 9)
Control group: Standard intravenous fluids postoperatively(n = 4)
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Fletcher 1986b (Continued)


Outcomes Nitrogen intake and balance, mortality, complications, length of stay


Study dates


Notes


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk The trial was described as being randomised, but
it was unclear how the sequence was generated


Allocation concealment (selection bias) Unclear risk The trial was described as being randomised, but
it was unclear how the allocation was concealed


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Only experimental group two received an enteral
tube.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did
not report serious adverse events properly (only
total complications, not by group)


For-profit bias High risk The trial was funded by Bristol-Myers Squibb.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Foschi 1986


Methods Randomised clinical trial, Italy


Participants 64 hospitalised adults with obstructive jaundice, with serum bilirubin above 200 µmol
undergoing percutaneous transhepatic biliary drainage, at nutritional risk due to under-
going major surgery
Male:Female = 39:21 (gender not reported for four participants)
Mean age = 63.5 years
Exclusion criteria: None stated
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Foschi 1986 (Continued)


Interventions Experimental group: Either enteral (19 participants) or parenteral nutrition (4 partici-
pants) or both (5 participants). Enteral nutrition was Precision BR with 10% peptides,
0.8% lipid, 81.9% carbohydrate; parenteral nutrition was Freamine III (50% dextrose
and 8.5% amino acid). All nutrition was for at least 12 days preoperatively.(n = 28)
Control group: no intervention(n = 32)
Co-interventions: percutaneous trans-hepatic biliary drainage and standard care


Outcomes Complications, mortality


Study dates Not stated


Notes We contacted the authors on 6th April 2016 by email: Diego.Foschi@unimi.it. We
received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk There are > 5% dropouts and it is unclear how the trial
handles missing data


Selective reporting (reporting bias) Low risk The trial reports complications and mortality.


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


161Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Førli 2001


Methods Randomised clinical trial (stratified for age and sex), Norway


Participants 42 underweight hospitalised adults with end-stage pulmonary disease referred to the
hospital to be evaluated for lung transplantation, at nutritional risk due to low BMI
Male:Female = 20:22
Mean age = 48.5 years
Exclusion criteria: Unwillingness to participate and eat the prescribed diet, too sick to
be able to co-operate and leave of absence due to the possibility of eating meals outside
the hospital


Interventions Experimental group: Energy-rich diet 10 MJ/day + offered extra meals(n = 20)
Control group: Regular hospital diet 8.5 - 9 MJ/day(n = 22)


Outcomes Weight, BMI, energy intake, mortality, pulmonary function


Study dates Not stated


Notes We could obtain no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk The trial used random-number tables.


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The trial was described as unblinded


Blinding of outcome assessment (detection
bias)
All outcomes


High risk The trial was described as unblinded


Incomplete outcome data (attrition bias)
All outcomes


High risk Above 5% dropouts and the trial did not al-
low proper methodology for an intention-
to-treat analysis


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the
trial did not report all-cause mortality or
serious adverse events


For-profit bias High risk The trial was supported by the Research
Council of Norway and the Norwegian
Heart and Lung Association, as well as fi-
nancial support from Pharmacia & Upjohn
and Abbott Norway A/S
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Førli 2001 (Continued)


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias


Gariballa 1998


Methods Randomised clinical trial, UK


Participants 42 hospitalised adults admitted with an acute stroke and did not have problems with
swallowing. The participants had to be conscious the 1st week after the stroke, and they
had to show evidence of undernutrition measured with midarm circumference ~1 SD
below the mean, and triceps skinfold thickness. Partipants were at nutritional risk due
to stroke
Male:Female = 21:21
Mean age = 78 years
Exclusion criteria: cerebral and subarachnoid haemorrhage, active gastrointestinal dis-
ease, gastric surgery, biochemical evidence of hepatic or renal impairment, uncontrolled
heart failure, diagnosed malignancy, sepsis, or persistent swallowing difficulty


Interventions Experimental group: Daily oral food supplement for 4 weeks in addition to hospital food
(n = 21)
The nutritional support consisted of > 400 mL of Fortisip containing 600 kcal and 20
g protein
Control group: Received only hospital food for 4 weeks(n = 21)


Outcomes Energy and protein intakes during the intervention period, change in nutritional status,
disability, infective complications, length of stay, and mortality


Study dates Not stated


Notes We contacted the authors on 19th August 2015 by email: s.gariballa@uaeu.ac.ae . We
received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk The trial was described as block-randomised, but it was
unclear how the sequence was generated


Allocation concealment (selection bias) Low risk Randomisation blocks were kept separately by the di-
etitian, and allocation to the treatment group was done
by telephone


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Nurses and participants were not blinded.
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Gariballa 1998 (Continued)


Blinding of outcome assessment (detection
bias)
All outcomes


Low risk Single-blinded study, with the outcome assessors
blinded


Incomplete outcome data (attrition bias)
All outcomes


High risk Above 5% dropouts according to weight, and the trial
did not allow proper methodology for intention-to-
treat analysis


Selective reporting (reporting bias) Low risk All-cause mortality and serious adverse events were re-
ported. A protocol was not found


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Gariballa 2006


Methods Randomised clinical trial, UK.


Participants 445 hospitalised adults > 65 of age and able to swallow, at nutritional risk according to
the trialist
Male:Female = 234:211
Mean age = 76.7
Exclusion criteria: Undergone gastric surgery, diagnosed malabsorption and morbid obe-
sity, in a coma, diagnosed severe dementia, malignancy, living in an institution, already
taking supplements


Interventions Experimental group: Oral supplements (400 ml 995 kcal)(n = 223)
Control group: Placebo (n = 222)
Co-interventions: Standard hospital diet


Outcomes 6 months of disability (Barthel score), non-elective readmission, length of stay in hospital,
discharge destination, morbidity (infective complications), mortality, nutritional status


Study dates Not stated


Notes We contacted the authors on 19th August 2015 by email: s.gariballa@uaeu.ac.ae . We
received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk The sequence was generated by the trial statistician but
it was unclear how
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Gariballa 2006 (Continued)


Allocation concealment (selection bias) Low risk Sealed opaque envelopes


Blinding of participants and personnel
(performance bias)
All outcomes


Low risk The trial was a placebo study.


Blinding of outcome assessment (detection
bias)
All outcomes


Low risk The trial was placebo and no-one knew who received
placebo or supplement


Incomplete outcome data (attrition bias)
All outcomes


High risk Above 5% dropouts according to BMI, and the trial
did not allow proper methodology for intention-to-
treat analysis


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Gazzotti 2003


Methods Randomised clinical trial, Belgium


Participants 80 hospitalised adults, at nutritional risk based on Mini Nutritional Assessment
Male:Female = 19:61
Mean age = 80 years


Interventions Experimental group: oral supplements (1.5 kcal/ml 500 kcal and 21 g protein a day in
200 ml cup)(n = 39)
Control group: no intervention(n = 41)
Co-interventions: standard diet throughout the hospitalisation and after discharge for 2
months


Outcomes All-cause mortality, weight change, MNA score


Study dates November 1999 to April 2000


Notes We contacted the authors on 23rd June 2015 by email: claire.gazzotti@chrcitadelle.be.
We received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement
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Gazzotti 2003 (Continued)


Random sequence generation (selection
bias)


Unclear risk The trial was described as being randomised, but
it was unclear how the sequence was generated


Allocation concealment (selection bias) Low risk The allocation was concealed using sealed en-
velopes.


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The trial was described as not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


High risk The trial was described as not blinded.


Incomplete outcome data (attrition bias)
All outcomes


High risk Above 5% dropouts and the trial did not use
proper methodology for intention-to-treat analy-
sis


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did
not report all-cause mortality or serious adverse
events


For-profit bias Low risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Gong 2011


Methods Randomised clinical trial, China


Participants 24 hospitalised adults diagnosed with ulcerative colitis in accordance with China’s diag-
nosis of inflammatory bowel disease and treatment standard of consensus on diagnostic
criteria, at nutritional risk due to ulcerative colitis
Male:Female = 12:9 (gender not reported for three participants)
Exclusion criteria: Unclear


Interventions Experimental group: short peptide enteral nutrition agent of 125 g (100 general, Nutricia
Pharmaceutical Co. Ltd, Switzerland) for oral feeding, 4 times each day (n = 11)
Control group: no intervention (n = 10)
Co-intervention: mesalazine 1.0 g (ADIS, ethypharm Pharmaceutical Group, France)
by mouth, 4 times each day


Outcomes Fructose concentration, mannitol concentration, disease activity index, BMI, symptom
relief


Study dates Not stated
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Gong 2011 (Continued)


Notes We tried but failed to contact the authors by phone.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk The sequence generation was achieved using a ran-
dom-numbers table


Allocation concealment (selection bias) Unclear risk The trial was described as being randomised, but it
was unclear how the allocation was concealed


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk The procedure of blinding was insufficiently de-
scribed.


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report all-cause mortality


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Gunerhan 2009


Methods Randomised clinical trial, Turkey


Participants 38 hospitalised adults with gastrointestinal tumours admitted for surgery, at nutritional
risk according to the trialist
Male:Female = 9:17
Mean age = 62.5
Exclusion criteria: Diabetes mellitus, renal or hepatic failure or both, active infection,
a history of immunosuppressive drug use or clinical signs of vitamin or trace element
deficiency


Interventions Experimental group: Standard enteral feeding (without RNA and omega3)(n = 19)
Control group: Normal feeding planned by a dietitian(n = 19)


Outcomes Lymphocyte count, complications, length of hospital stay
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Gunerhan 2009 (Continued)


Study dates Not stated


Notes There was also a 3rd group of immunonutrition, not included in this review. We con-
tacted the authors on 19th August 2015 by email: ygunerhan@gmail.com . We received
no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Not blinded. Only the experimental group received
a tube.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


High risk Above 5% dropouts and the trial did not allow
proper methodology for intention-to-treat analysis


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Gupta 1998


Methods Randomised clinical trial, UK


Participants 37 hospitalised adults undergoing hepatic or pancreatic surgery due to benign or malig-
nant disease, at nutritional risk due to major surgery
Male:Female = not reported
Mean age = not reported.
Exclusion criteria = not stated


Interventions Experimental group: Received total enteral nutrition immediately postoperatively(n =
15)
Control group: No intervention (n = 20)
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Gupta 1998 (Continued)


Outcomes Oxidative stress


Study dates Not stated


Notes We contacted the authors on 12th December 2015 by email: c.d.johnson@soton.ac.uk.
The author could not provide any additional information


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk The trial was described as being randomised, but it was
unclear how the sequence was generated


Allocation concealment (selection bias) Unclear risk The trial was described as being randomised, but it was
unclear how the allocation was concealed


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Guy 1995


Methods Randomised clinical trial, country unknown.


Participants 32 hospitalised adults awaiting liver transplant, at nutritional risk due to malnutrition
Male:Female = not reported.
Exclusion criteria: admitted to the ICU, grade 4 encephalopathy or with infections
precluding liver transplant candidacy


Interventions Experimental group: Enteral nutrition. Fed via nasogastric tube with “Impact” (n = not
reported)
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Guy 1995 (Continued)


Control group: No intervention (n = not reported)
Co-interventions: Oral diet with unrestricted protein/calorie supplements


Outcomes Nutritional intake, encephalopathy, gastro-intestinal bleeding, infection, length of hos-
pital stay and mortality


Study dates Not stated


Notes We found no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incom-
plete data was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the
trial did not report all-cause mortality or
serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias


Ha 2010


Methods Randomised clinical trial, Norway


Participants 165 hospitalised adults admitted due to stroke, at nutritional risk due to MUST
Male:Female = 60:64 (only reported for the participants that completed the study)
Mean age = 79 years
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Ha 2010 (Continued)


Interventions Experimental group: Individualised nutritional care aiming to prevent weight loss(n =
84)
Control group: Routine practice with use of oral sip feeding, or tube feeding at the
discretion of the attending physician(n = 86)


Outcomes Number of participants with unintentional weight loss of 5% after 3 months, all-cause
mortality, weight change, quality of life, hand-grip strength, length of hospital stay


Study dates May 2005 to December 2007


Notes We contacted the authors on 12th December 2015 by email: lisaha@online.no. We
received information on serious adverse events and participants lost to follow-up


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk The randomisation sequence was computer-gen-
erated in blocks of 20


Allocation concealment (selection bias) Low risk The allocation was sequentially-numbered, non-
transparent envelopes


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The personnel were not blinded to the treatment.


Blinding of outcome assessment (detection
bias)
All outcomes


High risk The assessor performing the outcome assessment
was not blinded


Incomplete outcome data (attrition bias)
All outcomes


High risk Above 5% dropouts and the trial did not allow
proper methodology for intention-to-treat analysis


Selective reporting (reporting bias) Low risk The outcomes described in the protocol, were as-
sessed in the trial


For-profit bias Low risk This study was supported by the South-Eastern
Norway Regional Health Authority and Østfold
Hospital Trust


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Hartgrink 1998


Methods Randomised clinical trial, the Netherlands


Participants 140 hospitalised adults admitted due to hip fracture and a pressure sore risk score of 8,
at nutritional risk due to being frail elderly
Male:Female = 16:113 (of participants analysed)
Mean age = 83.7 years
Exclusion criteria: Pressure sore of grade 2 or more at admission


Interventions Experimental group: Tube-feeding consisting of 1 litre Nutrison Steriflo Energy (1500
kcal/1 energy, 60 gram/1 protein) which was administered with a feeding pump through
a nasogastric feeding tube. Tube-feeding was meant to be given for 2 weeks, and was
administered between 21:00 and 05:00 to minimise interference with the normal hospital
diet.(n = 70)
Control group: No intervention(n = 70)
Co-interventions: Standard hospital diet


Outcomes Risk factors for pressure sores, pressure-sore grade, mortality, serum protein, albumin


Study dates May 1993 to November 1995


Notes We contacted the authors on 19th August 2015 by email: H.H.Hartgrink@lumc.nl. The
authors did not keep records of any of the missing information


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and physicians were not
blinded, since the control group did not re-
ceive a naso-gastric tube


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


High risk The trial had more than 5% of participants
with incomplete data, and the trial did not
use proper methodology for intention-to-
treat analysis


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the
trial did not report all-cause mortality or
serious adverse events
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Hartgrink 1998 (Continued)


For-profit bias High risk “The authors want to thank Nuldcia corp.,
Netherlands for their support of Nutrison
tube feeding and the nasogastric tubes”


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias


Hasse 1995


Methods Randomised clinical trial, USA


Participants 50 hospitalised adults undergoing surgery with liver transplant, at nutritional risk due
to major surgery
Male:Female = 17:14 (completed the study)
Mean age = 51 years
Exclusion criteria: Dialysis requirements or choledochojejunostomy was performed at
the time of transplant


Interventions Experimental group: With feeding-tube the participants were given full-strength Reabi-
lan HN (Elan Pharma, Cambridge, MA) 12 hours after surgery. The infusion rate was
started at 20 ml/hr and was increased to 40 mL/hr 24 hrs after the initiation of the tube-
feeding. If tolerated 40 mL/hour, the feeding rate was increased to 60 mL/hr 12 hrs after
the previous rate increased.(n = 25)
Control group: Conventional IV electrolytes(n = 25)
Co-interventions: non-feeding naso-gastric tube


Outcomes Medical condition, tube-feeding tolerance, signs of infection, calorie and protein intake,
resting energy expenditure, respiratory quotient (RQ), urinary urea nitrogen (UUN),
nitrogen balance, hand-grip strength, length of hospital stay, rehospitalisation, overall
cost, weight, chemical assays


Study dates Not stated


Notes We contacted the authors on 19th August 2015 by email: jm.hasse@baylorhealth.edu .
We received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)


Unclear risk Not described
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Hasse 1995 (Continued)


All outcomes


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


High risk The 2 groups could not be described as similar, and
the dropout rate was above 5%


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report all-cause mortality


For-profit bias High risk The study was supported in part by grants from
the Di-etitians in Nutrition Support Practice Group
Member Research Award, Elan Pharma


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Heidegger 2013


Methods Randomised clinical trial, Switzerland


Participants 305 hospitalised adults admitted to ICU for more than 3 days. They were expected to
stay for more than 5 days at the ICU and to survive for more than 7 days. They received
less than 60% of their energy target and were at nutritional risk due to being in a ICU
Male:Female = 215:90
Mean age = 60.5 years
Exclusion criteria: Receiving PN, had persistent gastro-intestinal dysfunction and ileus,
were pregnant, refused to consent, or had been readmitted to the ICU after previous
randomisation


Interventions Experimental group: supplemental parenteral feeding, 0.62 - 1.37 kcal/mL of energy
(20% proteins, 29% lipids (15% medium-chain triglycerides), and 51% carbohydrates)
on day 3(n = 153)
Control group: no intervention on day 3(n = 152)
Co-interventions: enteral nutrition


Outcomes Nosocomial infections, number of antibiotic-free days, duration of invasive and non-
invasive mechanical ventilation, length of stay in the ICU and hospital, mortality in
ICU, general mortality, duration of renal replacement therapy, glycaemia (crude blood
glucose concentration and area under the curve (AUC)), phosphataemia, concentration
of C-reactive protein, liver test results, and drug administration (insulin, steroids, and
antifungal agents)


Study dates Not stated
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Heidegger 2013 (Continued)


Notes We contacted the authors on 19th August 2015 by email: claude.pichard@unige.ch. We
received an initial reply, but obtained no further information


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Computer-generated randomisation sequence


Allocation concealment (selection bias) Low risk Sequentially-numbered, sealed, opaque en-
velopes


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Treatment providers and participants were un-
blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Low risk The statistician did not know to which group
the participants were allocated


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were under 5% of participants with in-
complete outcome data


Selective reporting (reporting bias) High risk The trial did not report ICU complications as
stated in the protocol


For-profit bias High risk Financial support came from the public Foun-
dation Nutrition 2000Plus, APSI-ICU quality
funds of the Geneva University Hospital, In-
ternal Service Resources of the Lausanne Uni-
versity Hospital, and from unconditional and
non-restrictive research grants from Baxter and
Fresenius Kabi, representing less than 25% of
the global expenses. RT has received a research
award from the academic Société Nationale
Française de Gastroentérologie. The sponsors
did not place any restrictions on the study de-
sign


Other bias Low risk The trial appeared to be free of other compo-
nents that could put it at risk of bias
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Heim 1985


Methods Randomised clinical trial, Germany


Participants 36 hospitalised adults with advanced colorectal carcinoma, at nutritional risk due to
trialist indication
Male:Female = 20:16
Mean age = 52 years
Exclusion criteria: None stated


Interventions Experimental group: a standard 10% amino acid solution, 40% dextrose and 10% fat
solution over a 10-day period(n = 18)
Control group: No intervention(n = 18)
Co-intervention: chemotherapy


Outcomes Survival (not usable), side effects of parenteral nutrition


Study dates Not stated


Notes We could obtain no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Low risk The trial reported survival and side effects.


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Hendry 2010


Methods Randomised clinical trial, factorial design


Participants 74 hospitalised adults undergoing liver resection, at nutritional risk due to major surgery
Male:Female = 38:30 (gender not reported for six participants)
Median age = 62 years
Exclusion criteria: Patients with a BMI of < 18 or greater than 30 kg/m2, pre-existing
conditions limiting mobility, underlying cirrhotic liver disease, a history of liver resection,
and those in whom bile duct excision and central or extended hepatectomy was planned
before randomisation


Interventions Experimental group: Received 800 ml oral carbohydrate loading drink (Nutricia Preop)
; Nutricia Clinical Care, Trowbridge, UK) at 22.00 hrs the night before surgery and 400
ml at 06.00 hrs on the morning of surgery. In addition, they received ONS (2 cartons
a day comprising 400 ml, 600 kcal, 24 g protein, Nutricia Fortisip; Nutricia Clinical
Care) from the day of surgery until day 30 (n = 36)
Control group: no intervention (n = 38)
Co-interventions: standard care, laxatives (only in 2 of the arms)


Outcomes Mortality, morbidity, gastric emptying, length of hospital stay


Study dates Not stated


Notes We contacted the authors on 29th April 2016 by email: paul.hendry@ed.ac.uk. We have
not received a reply at the time of writing


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk The trial used a random-numbers table.


Allocation concealment (selection bias) Low risk The trial used sealed opaque envelopes.


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Not blinded


Blinding of outcome assessment (detection
bias)
All outcomes


High risk Not blinded


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk There were above 5% dropouts and it was
unclear how the trial accounted for missing
data


Selective reporting (reporting bias) Low risk No prepublished protocol could be ob-
tained but the trial reported mortality and
morbidity (NCT00538954)
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Hendry 2010 (Continued)


For-profit bias High risk Nutricia Preop (Nutricia Nutridrink in The
Netherlands) and Nutricia Fortisip drinks
were supplied by Nutricia Clinical Care
(Trowbridge, UK) and Nutricia Nederland
(Advanced Medical Nutrition, Zoetermeer,
The Netherlands)


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias


Henriksen 2003a


Methods Randomised clinical trial, Denmark


Participants 58 hospitalised adults admitted for bowel resection, at nutritional risk due to major
surgery
Male:Female = 21:37
Mean age = 63.7 years
Exclusion criteria: inflammatory bowel disease, disseminated malignant disease, previous
treatment for intra-abdominal cancer, serious cardiovascular disease (New York Heart
Association angina class III and IV) diabetes mellitus, disabling mental disease, dementia
or a history of alcoholic, medicine or drug abuse


Interventions The night before surgery:
Experimental group 1: 12.5 g/100 ml carbohydrate (maltodextrin) drink (n = 16)
Experimental group 2: 2.5 g/100 ml carbohydrate (maltodextrin) and 3.5 g/100 ml of
hydrolyzed soy protein (n = 16)
Control group: No treatment (n = 8)
Co-interventions: Pure water until 3 hrs before induction of anaesthesia + basic postop-
erative regimen


Outcomes Voluntary grip and quadriceps strength, body composition, pulmonary function, VAS-
score of 8 parameters of well-being, muscle biopsies and insulin, glucagon, IGF-1 and
free fatty acids


Study dates Not stated


Notes We contacted the authors on 19th August 2015 by email: gaarden@dadlnet.dk . We
received a reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described
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Henriksen 2003a (Continued)


Allocation concealment (selection bias) Unclear risk The trial used sealed envelopes for allocation but
it was unclear if they were opaque


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Nutritional status was described as blinded, but
it was unclear how the rest of the outcomes were
assessed


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of dropouts exceeds 5%. The drop-
outs were described, but it was unclear from
which group they came


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did
not report all-cause mortality or serious adverse
events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Henriksen 2003b


Methods Randomised clinical trial, Denmark


Participants 58 hospitalised adults admitted for bowel resection, at nutritional risk due to major
surgery
Male:Female = 21:37
Mean age = 63.7 years
Exclusion criteria: inflammatory bowel disease, disseminated malignant disease, previous
treatment for intra-abdominal cancer, serious cardiovascular disease (New York Heart
Association angina class III and IV) diabetes mellitus, disabling mental disease, dementia
or a history of alcoholic, medicine or drug abuse


Interventions The night before surgery:
Experimental group 1: 12.5 g/100 ml carbohydrate (maltodextrin) drink (n = 16)
Experimental group 2: 2.5 g/100 ml carbohydrate (maltodextrin) and 3.5 g/100 ml of
hydrolyzed soy protein (n = 16)
Control group: No treatment (n = 8)
Co-interventions: Pure water until 3 hrs before induction of anaesthesia + basic postop-
erative regimen


Outcomes Voluntary grip and quadriceps strength, body composition, pulmonary function, VAS-
score of 8 parameters of well-being, muscle biopsies and insulin, glucagon, IGF-1 and
free fatty acids
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Henriksen 2003b (Continued)


Study dates Not stated


Notes We report here group 2 vs control group. We contacted the authors on 19th August
2015 by email: gaarden@dadlnet.dk . We received a reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk The trial used sealed envelopes for allocation but
it was unclear if they were opaque


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk There was no description of blinding of partici-
pants and personnel


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Nutritional status was described as blinded, but
it was unclear how the rest of the outcomes were
assessed


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of dropouts exceeds 5%. The drop-
outs were described, but it was unclear from
which group they came


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did
not report all-cause mortality or serious adverse
events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Herndon 1987


Methods Randomised clinical trial, USA


Participants 28 hospitalised adults with burns > 50% of total body surface area, at nutritional risk
due to trauma
Mean age = 36 years


Interventions Experimental group: supplementary TPN (n = 13)
Control group: No intervention (n = 15)
Co-interventions: peripheral intravenous fluids to meet fluid requirements
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Herndon 1987 (Continued)


Outcomes Caloric intake, immune function, liver function, serum albumin, mortality


Study dates Not stated


Notes We contacted the authors on 19th August 2015 by email: dherndon@utmb.edu. We
received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Heys 1991


Methods Randomised clinical trial, UK


Participants 18 hospitalised adults admitted for localised colorectal carcinoma, at nutritional risk due
to major surgery
Male:Female = not stated
Mean age = 72 years
Exclusion criteria: Metastasis


Interventions Experimental group: 20 hours of intravenous nutrition. Amino acids 1.25 g/kg body
weight and 25 kcal/kg body weight (40% dextrose and 60% lipid)(n = 9)
Control group: Fluids only(n = 9)
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Heys 1991 (Continued)


Co-interventions: Vitamins and electrolytes + low-residue diet given days 2 and 3 before
surgery


Outcomes Tumour protein synthesis rate


Study dates Not stated


Notes We contacted the authors on 19th August 2015 by email: s.d.heys@abdn.ac.uk . We
received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were below 5% dropouts.


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report all-cause mortality or serious adverse events


For-profit bias High risk “We thank the Wellcome Trust, Grampian Health
Board, Scottish Hospital Endowment Research Trust
and Nestec Ltd.”
The trial was supported by a company that might have
an interest in a given result


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias
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Hickson 2004


Methods Randomised clinical trial, UK


Participants 592 hospitalised adults admitted to 3 Medicine for the Elderly wards, at nutritional risk
due to being frail elderly
Male:Female = 219:373
Mean age = 82 years
Exclusion criteria: unable to take food orally (e.g. unconscious, severe dysphagia), those
not expected to survive the current admission, those who had discharge planned within
4 days, and those who were readmitted and had already participated in the trial


Interventions Experimental group: This group received additional nutritional care in the form of
feeding support from a trained healthcare assistant (HCA), which began as soon as the
participant was randomised
The health assistants helped in the following ways:
1. Identified reduced food intake and other risk factors for malnutrition and planned
care to resolve these problems
2. Encouraged and enabled participants in feeding and supported the ward staff in this
role
3. Offered snacks and drinks throughout the day.(n = 292)
Control group:Usual ward care(n = 300)
Co-interventions: prescribed medical and nutritional therapy


Outcomes Mortality in hospital, infection rate, intravenous or subcutaneous fluids or both, length
of hospital stay


Study dates Not stated


Notes We contacted the authors in September 2015 by email: mary.hickson@imperial.nhs.uk.
We received a reply with the caloric intake


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Prepared by an independent group


Allocation concealment (selection bias) Low risk The randomisation code was concealed using sealed
envelopes.


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Not possible to blind


Blinding of outcome assessment (detection
bias)
All outcomes


High risk The trial stated that the researcher in charge of outcome
assessment was not blinded
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Hickson 2004 (Continued)


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The analysis was on an intention-to- treat basis, but the
method was not further described. There were many
drop-outs described


Selective reporting (reporting bias) Unclear risk No protocol was found, but the study reported all-cause
mortality (while hospitalised)


For-profit bias Low risk The trial was funded by the NHS.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Hill 2002


Methods Randomised clinical trial, USA


Participants 46 hospitalised multitrauma adults having an injury severity score (ISS) > 20, at nutri-
tional risk due to being being multitrauma patient
Male:Female = unclear
Mean age = 41 years
Exclusion criteria: Not described


Interventions Experimental group: Enteral nutrition within 24 hours of injury(n = 22)
Control group: Enteral nutrition started at day 5 post-injury(n = 24)


Outcomes Mortality, IL6, CRP, pneumonia


Study dates Not stated


Notes There was an additional group which did not fit our inclusion criteria


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described
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Hill 2002 (Continued)


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk Not described


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report on serious adverse events (only pneumonia)


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Hoffmann 1988


Methods Randomised clinical trial, Denmark


Participants 102 hospitalised adults undergoing surgery due to colorectal cancer, at nutritional risk
due to major surgery
Male:Female = not described
Mean age = not reported.
Exclusion criteria: Previous cancer diagnosis and hormonal disorders


Interventions Experimental group: Received TPN containing 4400 kcal a day, 45% fat/55% glucose,
starting 3 days preoperatively and continued until 7 days post-operation, except for the
day of the operation(n = 51)
Control group: No intervention(n = 51)
Co-interventions: Usual treatment


Outcomes Postoperative complications, mortality, length of hospital stay and weight loss


Study dates 1984-1986


Notes We could obtain no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described
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Hoffmann 1988 (Continued)


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The pattern of dropouts was reported to be dif-
ferently in the 2 intervention groups


Selective reporting (reporting bias) Low risk No protocol available, but all-cause mortality and
serious adverse events are reported


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Holter 1977


Methods Randomised clinical trial, USA


Participants 56 hospitalised adults undergoing open abdominal surgery, at nutritional risk due to
major surgery
Male:Female = not described
Exclusion criteria: not described


Interventions Experimental group: parenteral nutrition. TPN began 72 hrs prior to surgery. At the
time of surgery participants were receiving 80 cc/hr or approximately 2000 calories/day
with approximately 80 g of protein equivalent, either in the form of casein hydrolysate
or crystalline amino acids. Hyperalimentation was continued for a 10-day period post-
operatively or until 1500 calories were achieved by oral intake. (n = 30)
Control group: Treatment as usual with blood and albumin infusions, as is routine. (n
= 26)


Outcomes Mortality, complications, weight, serum albumin levels and time needed to archive full
peri-oral nutrition


Study dates Not stated


Notes We could not find any contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Participants were randomised from a random-num-
bers table.


Allocation concealment (selection bias) Unclear risk Not described
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Holter 1977 (Continued)


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Low risk No protocol could be obtained, but the trial reported
serious adverse events and mortality


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Holyday 2012


Methods Randomised clinical trial, Australia


Participants 143 hospitalised adults admitted to the geriatric ward due to falls, delirium and polyphar-
macy problems, at nutritional risk due to being elderly frail
Male:Female = 61:82
Mean age = 83.5
Exclusion criteria: expected length of stay < 72 hrs, palliative unable to be nutritionally
assessed (non-English-speaking, severe dementia/confusion, non-co-operative/refused),
already seen by a dietitian during the admission (e.g. transferred from another ward) or
enrolled in the study during a previous admission


Interventions Experimental group: General nutrition support. The Malnutrition Care Plan involved
the modification of hospital meals (texture modification and fortification), prescription
of nutrition supplements, i.e. nutrient-dense drinks and snacks including commercial
supplements, flagging for assistance with meals by ward-based staff, education of partici-
pants and their caregivers regarding optimisation of nutrition intake and referral to other
health professionals for discharge planning. The Malnutrition Care Plan was tailored to
individual requirements based on the clinical dietitian’s assessment and prescription.(n
= 71)
Control group: Treatment as usual(n = 72)


Outcomes Weight, mortality, length of stay and cost of hospital admission


Study dates Between April 2006 and September 2006
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Holyday 2012 (Continued)


Notes We contacted the authors on 9th June 2015 by email: Margaret.Holyday@sesiahs.health.
nsw.gov.au. We received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Participants were randomised by computerised
random-number generator


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel could not be blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did
not report serious adverse events


For-profit bias High risk The trial was funded by the Gut Foundation
(Randwick, Australia) and funded by Pharmatel
Fresenius Kabi Pty Ltd


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Houwing 2003


Methods Randomised clinical trial, the Netherlands


Participants 103 hospitalised adults admitted for hip fracture and PO-score > 8, at nutritional risk
due to being frail elderly
Male:Female = 19:84
Mean age = 81 years
Exclusion criteria: Terminal care, metastatic hip fracture, insulin-dependent diabetes,
renal disease (creatinine > 176 mmol/l), hepatic disease, morbid obesity (BMI > 40),
need for therapeutic diet incompatible with supplementation, and pregnancy or lactating


Interventions Experimental group: 400 ml high-protein nutritional supplement enriched with arginine,
zinc and antioxidants with energy: 500 kcal, 40 g of protein (n = 51)
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Houwing 2003 (Continued)


Control group: 400 ml placebo (non-caloric, water-based drink only sweeteners,
colourants and flavourings)
Look and taste of the supplements were not exactly identical, but were given in similar,
blinded packages to mask the differences
Participants received 400 ml daily between regular meals of either the study or placebo
supplement starting immediately postoperatively for a period of 4 weeks or until dis-
charge. (n = 52)
Co-intervention: regular diet (oral)


Outcomes Incidence of pressure ulcers and maximum wound size


Study dates Between April 1998 and December 1999


Notes We contacted the authors by Linkedin. We received an initial response but no further
response


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Low risk The control group received a placebo drink.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk It was unclear how the outcome assessment
was performed.


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were below 5% dropouts and partic-
ipants with incomplete data


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the
trial did not report all-cause mortality or
serious adverse events


For-profit bias High risk The trial was funded by a company that
might have conflict of interest (Numico)


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias
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Hsu 2000a


Methods Randomised clinical trial, Taiwan


Participants 80 hospitalised adults admitted for colon resection due to colorectal cancer, at nutritional
risk due to major surgery
Male:Female = 44:36
Mean age = 61.6 years
Exclusion criteria: previous gastric resection, previous vagotomy, and active peptic ulcer


Interventions Experimental group 1: Received enteral nasogastric feeding, started from 500 kcal/day,
and if tolerated increased to 1500 kcal/day, as well as Osmolite HN (protein: 4.2 g, fat:
3.5 g, carbohydrate: 13.4 g)/100 kcal (n = 20)
Experimental group 2: Received enteral nasogastric feeding, started from 500 kcal/day,
and if tolerated increased to 1500 kcal/day, as well as Pulmocare (protein: 4.2 g, fat: 6.1
g, carbohydrate: 7 g)/100 kcal(n = 20)
Experimental group 3: Received enteral nasogastric feeding, started from 500 kcal/day,
and if tolerated increased to 1500 kcal/day, as well as AlitraQ (protein: 4.2 g, fat: 2 .1 g,
carbohydrate: 18.2 g)/100 kcal. (n = 20)
Control group: No oral intake for a week(n = 20)


Outcomes Change of intragastric pH after surgery and change of intragastric pH after tube-feeding


Study dates April 1997 to February 1998


Notes Same trial as Hsu 2000b and Hsu 2000c with the results from experimental group 1
vs control. We contacted the authors on 13th December 2015 by email: tzuchi@ms2.
mmh.org.tw. We received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk The trial did not properly describe mortality,or se-
rious adverse events
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Hsu 2000a (Continued)


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Hsu 2000b


Methods Randomised clinical trial, Taiwan


Participants 80 hospitalised adults admitted for colon resection due to colorectal cancer, at nutritional
risk due to major surgery
Male:Female = 44:36
Mean age = 61.6 years
Exclusion criteria: previous gastric resection, previous vagotomy, and active peptic ulcer


Interventions Experimental group 1: Received enteral nasogastric feeding, started from 500 kcal/day,
and if tolerated increased to 1500 kcal/day, as well as Osmolite HN (protein: 4.2 g, fat:
3.5 g, carbohydrate: 13.4 g)/100 kcal(n = 20)
Experimental group 2: Received enteral nasogastric feeding, started from 500 kcal/day,
and if tolerated increased to 1500 kcal/day, as well as Pulmocare (protein: 4.2 g, fat: 6.1
g, carbohydrate: 7 g)/100 kcal.(n = 20)
Experimental group 3: Received enteral nasogastric feeding, started from 500 kcal/day,
and if tolerated increased to 1500 kcal/day, as well as AlitraQ (protein: 4.2 g, fat: 2.1 g,
carbohydrate: 18.2 g)/100 kcal(n = 20)
Control group: No oral intake for a week (n = 20)


Outcomes Change of intragastric pH after surgery and change of intragastric pH after tube-feeding


Study dates April 1997 to February 1998


Notes Same trial as Hsu 2000a and Hsu 200c with the results from experimental group 2 vs
control. We contacted the authors on 13th December 2015 by email: tzuchi@ms2.mmh.
org.tw. We received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described
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Hsu 2000b (Continued)


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk The trial did not properly describe mortality, or
serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Hsu 2000c


Methods Randomised clinical trial, Taiwan


Participants 80 hospitalised adults admitted for colon resection due to colorectal cancer, at nutritional
risk due to major surgery
Male:Female = 44:36
Mean age = 61.6 years
Exclusion criteria: previous gastric resection, previous vagotomy, and active peptic ulcer


Interventions Experimental group 1: Received enteral nasogastric feeding, started from 500 kcal/day,
and if tolerated increased to 1500 kcal/day, as well as Osmolite HN (protein: 4.2 g, fat:
3.5 g, carbohydrate: 13.4 g)/100 kcal(n = 20)
Experimental group 2: Received enteral nasogastric feeding, started from 500 kcal/day,
and if tolerated increased to 1500 kcal/day, as well as Pulmocare (protein: 4.2 g, fat: 6.1
g, carbohydrate: 7 g)/100 kcal(n = 20)
Experimental group 3: Received enteral nasogastric feeding, started from 500 kcal/day,
and if tolerated increased to 1500 kcal/day, as well as AlitraQ (protein: 4.2 g, fat: 2.1 g,
carbohydrate: 18.2 g)/100 kcal(n = 20)
Control group: No oral intake for a week(n = 20)


Outcomes Change of intragastric pH after surgery and change of intragastric pH after tube-feeding


Study dates April 1997 to February 1998


Notes Same trial as Hsu 2000a and Hsu 200b with the results from experimental group 3
vs control. We contacted the authors on 13th December 2015 by email: tzuchi@ms2.
mmh.org.tw. We received no reply


Risk of bias


Bias Authors’ judgement Support for judgement
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Hsu 2000c (Continued)


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk The trial did not properly describe mortality, or
serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Hu 1998


Methods Randomised clinical trial, USA


Participants 40 hospitalised adults admitted for 2-stage anterior and posterior spinal reconstructive
surgery, at nutritional risk due to major surgery
Male:Female = 9:31
Mean age = 50.5
Exclusion criteria: Poorly-controlled diabetes or had other medical contraindications


Interventions Experimental group: TPN through a subclavian Hone catheter. It was started on the
1st postoperative day at 40 ml/hr and increased until calculated nutritional needs were
achieved. Weaning began when they could consume 50% of their daily requirements
orally. (n = 20)
Control group: Standard intravenous fluids (n = 20)


Outcomes Operative time, blood loss, transfusion requirements, all complications, length of hospital
stay, albumin, pre-albumin, weight, triceps skinfold, total lymphocyte count


Study dates May 1994 to June 1997


Notes We contacted the authors on 23rd August 2015 by email: shu3@stanford.edu, and
obtained additional information
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Hu 1998 (Continued)


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk The trial used a random-number list for the sequence
generation


Allocation concealment (selection bias) Unclear risk The trial was described as randomised, but it was un-
clear how the allocation was concealed


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Only the experimental group had placement of a
catheter.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk It was unclear how the outcome was assessed.


Incomplete outcome data (attrition bias)
All outcomes


High risk 1 of the participants was transferred from the experi-
mental group to the control group due to not receiv-
ing the intervention. There was also over 5% dropouts
not accounted for with proper methodology


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report all-cause mortality or serious adverse events
properly


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Huynh 2015


Methods Randomised clinical trial, India


Participants 212 hospitalised adults admitted within 36 hours to either the medical or the surgical
wards, and who were diagnosed with moderate or severe malnutrition based on the
modified Subjective Global Assessment were eligible for inclusion. The participants were
at nutritional risk due to being malnourished according to SGA
Male:Female = 115:92 (5 participants not included in this assessment)
Mean age = 40 years
Exclusion criteria: being less than 6 weeks post-partum,active tuberculosis, acute hepati-
tis B or C, or HIV, diabetes type I and II, dementia, brain metastases, active malignancy,
severe renal or liver failure, burn injury covering ≥ 15% of the body, clinically significant
ascites, severe oedema, eating disorders or psychological conditions that might interfere
with dietary intake, severe nausea, dysphagia, vomiting, active gastritis and gastrointesti-
nal bleeding. Other exclusion criteria included taking progestational agents, steroids and
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Huynh 2015 (Continued)


growth hormone


Interventions Experimental group: 2 servings of ONS a day for 12 weeks. The ONS was a commercially-
available powder product (Ensure; Abbott Healthcare Private Limited, Mumbai, India).
For this study, the ONS was packaged in single serving sachets (53 g each) and labelled
as clinical study product. When given twice daily, the ONS provided 432 kcal, 16 g of
high-quality protein, 60 g of carbohydrate, 14 g of fat and 28 micronutrients. (n = 106)
Control group: No intervention (n = 106)
Co-interventions: 3 sessions of dietary counselling administered at baseline, weeks 4 and
8. During the hospital stay, participants from both groups consumed hospital-prepared
foods as prescribed by the dietitians


Outcomes Weight, BMI, modified SGA score, pre-albumin, albumin, haemoglobin, total protein
and C-reactive protein, changes in dietary intake and functionality using hand-grip
strength


Study dates Not stated


Notes The participants started the intervention during hospitalisation but received some of the
intervention as outpatients. We only used the assessment at 4 weeks, due to the nature
of the intervention. We contacted the author on 08th February 2016 by email: dieu.
huynh@abbott.com. We received an initial reply but no further information


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Randomisation was performed using SAS.


Allocation concealment (selection bias) Low risk The envelopes were described as sealed and opaque.


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The oral supplements were labelled as study supple-
ment.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


High risk There were > 5% dropouts and the trial did not use
proper methodology to account for the missing data
for participants


Selective reporting (reporting bias) Low risk The trial reported the outcomes in the pre-published
protocol (NCT01641770)


For-profit bias High risk
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Huynh 2015 (Continued)


Other bias Low risk


Hwang 1991


Methods Randomised clinical trial, Taiwan


Participants 24 hospitalised adults undergoing choledocholithotomy, at nutritional risk according to
the trialist
Male:Female = 11:13
Mean age = 51.5 years
Exclusion criteria: displayed prominent jaundice, sepsis or complicated medical problems


Interventions Experimental group: Enteral feeding (hospital blenderised diet consisting of 17% protein,
33% fat and 50% carbohydrate) through a tube on 1st postoperative day until the 4th
day. (n = 12)
Control group: Nothing until 4th day (n = 12)
Co-interventions: Blenderised diet for additionally 4 days


Outcomes Daily intake/output and nitrogen balance, middle arm circumference, triceps skinfold,
creatinine-height index, liver function, serum albumin, pre-albumin, transferrin, total
lymphocyte count


Study dates Not stated


Notes We contacted the authors on 19th August 2015 by email: hwangtl@adm.cgmh.org.tw.
We received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk The trial was described as being randomised, but it
was unclear how the sequence was generated


Allocation concealment (selection bias) Unclear risk The trial was described as being randomised, but it
was unclear how the allocation was concealed


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported
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Hwang 1991 (Continued)


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, but the trial did
not report on all-cause mortality and serious adverse
events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Inoue 1993


Methods Randomised clinical trial, USA


Participants 13 hospitalised adults undergoing abdominal surgery, at nutritional risk due to major
abdominal surgery
Male:Female = not stated
Mean age = not stated
Exclusion criteria: diabetes or steroid medications


Interventions Experimental group: TPN (30 nonprotein kcal/kg/day (34% fat as Intralipid), and 1.27
g protein as Aminosyn/kg/day (0.20 gmN/kg/day)) for 1 week(n = 6)
Control group: Regular hospital diet (28.2 non-protein kcal/kg/day (34% fat), and 1.
25 g protein/kg/day (0.20 g N/kg/day))(n = 7)


Outcomes Brush-border amino acid and glucose transport activity


Study dates Not stated


Notes We could obtain no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described
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Inoue 1993 (Continued)


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Unclear risk There were no protocol, and the trial did not report
on all-cause mortality or serious adverse events


For-profit bias Low risk It was funded by an NIH grant CA45327 and a
grant from the Veterans Administration Merit Review
Board. (Dr. Souba)


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Iresjö 2008


Methods Randomised clinical trial, Sweden


Participants 12 hospitalised adults undergoing surgery of the upper gastrointestinal tract, at nutri-
tional risk due to major surgery
Male:Female = 7:5
Mean age = 64 years
Exclusion criteria: diabetes or steroid medications


Interventions Experimental group: Parenteral nutrition: TPN was supplied as an all-in-one bag (0.16
gN · kg−1 of body weight · day−1 (30 kcal · kg−1 of body weight · day−1); Kabiven®
Perifer; Fresenius Kabi(n = 6)
Control group: Placebo (saline)(n = 6)
Infusions started between 16.00 and 17.00 hours on the day before the operation, and
continued at a constant rate until muscle biopsies were taken from the rectus abdominis
muscles directly after the induction of anaesthesia (15 - 16 hrs later)


Outcomes Levels of amino acids and substrates in peripheral blood, formation of 4E-BPI-eIF4E
and eIF4G-eIF4E complexes, 4E-BPI phosphorylation, p70S6K phosphorylation


Study dates Not stated


Notes We contacted authors about risk of bias details on 6th September 2015 by email:
kent.lundholm@surgery.gu.se. We received additional information on randomisation
sequence, blinding and incomplete outcome data


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Randomisation was done after the participant was
recruited to the study by the responsible physician.
Randomisation was done by a computer algorithm
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Iresjö 2008 (Continued)


based on age, sex, cancer (type of cancer)/no cancer,
height, weight, % weight loss (compared to pre-
disease weight)


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Low risk Participants were blinded as the control group re-
ceived placebo


Blinding of outcome assessment (detection
bias)
All outcomes


High risk Blinding of outcome assessment was not per-
formed.


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were no dropouts and complete data for all
12 participants


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did
not report on all-cause mortality or serious adverse
events


For-profit bias Low risk The study was, in part, supported by grants from
the Swedish Cancer Society (2014), the Swedish
Research Council (08712), Tore Nilson Founda-
tion, Assar
Gabrielsson Foundation (AB Volvo), Jubileum-
skliniken foundation, IngaBritt & Arne Lundberg
Research Foundation, Swedish and Göteborg Med-
ical Societies, the Medical Faculty, Göteborg Uni-
versity, VGR 19/00, 1019/00, Swedish Nutrition
Foundation


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Itou 2011


Methods Randomised clinical trial, Japan


Participants 36 hospitalised adults with chronic liver disease and oesophageal and gastric varices, at
nutritional risk defined by trialist
Male:Female = 29:7
Mean age: 65.9 years
Exclusion criteria: Ascites and renal failure


Interventions Experimental group: Oral supplement consisting of a 200 kcal CalorieMate Jelly(n = 18)
Control group: No intervention (no meal)(n = 18)
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Itou 2011 (Continued)


Outcomes Physical symptoms (thirst, light-headedness, nausea, headache, palpitation and cold
sweat) and mental symptoms(hunger, hypodynamia, fatigue, poor thinking, poor con-
centration, irritability)


Study dates Not stated


Notes The authors were contacted on 9.12.15 by email: Itou74m@med.kurume-u.ac.jp. We
received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Low risk Endoscopists were blinded.


Incomplete outcome data (attrition bias)
All outcomes


Low risk No dropouts


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse event


For-profit bias Low risk The study was supported, in part, by a Grant-in-
Aid for Young Scientists (B) (No.22790874 to T.K.
) and a Grant-in-Aid for Scientific Research (C)(No.
21590865 to M.S.) from the Ministry of Education,
Culture, Sports, Science and Technology of Japan,
and by Health and Labour Sciences Research Grants
for Research on Hepatis from the Ministry of Health,
Labour and Welfare of Japan


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Jauch 1995a


Methods Randomised clinical trial, Germany


Participants 44 hospitalised adults undergoing major surgery and metabolically healthy, in need of
ICU, at nutritional risk due to major surgery and iCU
Male:Female = 30:14
Mean age = 61.6


Interventions Experimental group 1: Parenteral nutrition (3% amino acid solution) for 4 days(n = 17)
Experimental group 2: Parenteral nutrition (carbohydrate and amino acid solution) for
4 days(n = 17)
Control group: Saline solution only(n = 10)


Outcomes Mortality, glucose, insulin, lactate, betahydroxybuturat, glycerin and fatty acids, protein,
creatinine


Study dates Not stated


Notes Same trial as Jauch 1995b with the results from experimental group 1 vs control. We
contacted the authors on 13th December 2015 by email: Karl-Walter.Jauch@med.uni-
muenchen.de. We received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The amount of dropouts was not clearly stated.


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did
not report on serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Jauch 1995b


Methods Randomised clinical trial, Germany


Participants 44 hospitalised adults undergoing major surgery and metabolically healthy, in need of
ICU, at nutritional risk due to major surgery and ICU
Male:Female = 30:14
Mean age = 61.6


Interventions Experimental group 1: Parenteral nutrition (3% amino acid solution) for 4 days(n = 17)
Experimental group 2: Parenteral nutrition (carbohydrate and amino acid solution) for
4 days(n = 17)
Control group: Saline solution only(n = 10)


Outcomes Mortality, glucose, insulin, lactate, betahydroxybuturat, glycerin and fatty acids, protein,
creatinine


Study dates Not stated


Notes Same trial as Jauch 1995a with the results from experimental group 2 vs control


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The amount of dropouts was not clearly stated.


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did
not report on serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Jensen 1982


Methods Randomised clinical trial, Denmark


Participants 20 hospitalised adults admitted for rectal cancer, at nutritional risk due to major surgery
Male:Female = 12:8
Mean age = 61 years
Exclusion criteria: diabetes mellitus, treatment with glucocorticoid, coagulation defect,
above 80 years of age, not radically operated


Interventions Experimental group: Parenteral nutrition (40 - 50 kcal/kg/day and 1.5 - 2 g protein/kg/
day) for 2 days preoperatively and 6 days postoperatively (n = 10)
Control group: Standard i.v. fluids for 2 days preoperatively and 6 days postoperatively
(n = 10)


Outcomes Complications, weight change, length of hospital stay, nitrogen balance


Study dates Not stated


Notes


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk The trial was described as being randomised, but
it was unclear how the sequence was generated


Allocation concealment (selection bias) Unclear risk The trial was described as being randomised, but
it was unclear how the allocation was concealed


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The trial was described as being unblinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of dropouts was unclear.


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did
not report on all-cause mortality


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Ji 1999


Methods Randomised clinical trial, China


Participants 41 hospitalised adults undergoing surgery of the digestive tract, at nutritional risk due
to major surgery
Male:Female = 23:7 (gender not reported for 11 participants)
Mean age = 58.35 years
Exclusion criteria: metabolic diseases


Interventions Experimental group: Participant was infused with saline 500 ml by using jejunum or
gastrostomy nutrient catheter at 24 hrs after surgery, and followed by Nutrison Fibre
100 ml with the speed of 50 ml/hr, and 150 ml with the speed of 80 - 120 ml/hr after
72 hrs if there were no adverse reactions. It was maintained at this amount and gradually
reduced the amount of peripheral venous transfusion.(n = 22)
Control group: conventional infusion therapy after surgery(n = 10)
Co-interventions: oral feeding after recovery of intestinal peristalsis


Outcomes TRF, Pre-albumin, albumin, haemoglobin, thrombin time, GPT, AKP, Total bilirubin,
conjugated bilirubin, BUN,Cr, Blood glucose, gastrin, weight


Study dates Not stated


Notes We contacted the author by phone 3 times, but he did not have time to answer any
questions


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk The procedure of blinding was insufficiently de-
scribed.


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The numbers and reasons for withdrawals and drop-
outs were not clearly stated


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial dit not
report on all-cause mortality


For-profit bias Unclear risk It was unclear how the trial was funded.
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Ji 1999 (Continued)


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Jiang 2006a


Methods Randomised clinical trial, China


Participants 69 hospitalised adults undergoing gastrointestinal surgery, at nutritional risk due to major
surgery
Male:Female = 46:23
Mean age = 49.3 years
Exclusion criteria: Unclear


Interventions Experimental group 1: Enteral and parenteral nutrition: Enteral nutrition with Suppor-
tan (Sino-Swed Pharmaceutical Corp. Ltd) by using nasogastric tube. (Energy 543 kJ,
protein 5.85 g, fat 7.2 g, carbohydrate 10.4 g, sugar 3.6 g, fatty acid 0.3 g, dietary fiber
1.3 g, mineral substance) (n = 22)
Experimental group 2: Parenteral nutrition with Novamin (N 8.5%, amino acid injec-
tion, Sino-Swed Pharmaceutical Corp. Ltd), non-protein calorie supported by glucose
and fat emulsion (Sino-Swed Pharmaceutical Corp. Ltd) on a one-to-one ratio, plus
electrolytes, vitamin and microelement, total 3 L were infused through peripheral or
central vein within 10 hrs. (Energy 120 kJ/kg/day, N 0.15 g/kg/day; NPC:N = 150:1)
(n = 23)
Control group: Conventional infusion with glucose (50 - 100 g/L), total energy 250 -
300 kJ/day(n = 22)


Outcomes Morbidity (rate), change of weight, length of stay, time to recovery of gastrointestinal
function


Study dates Not stated


Notes We could obtain no contact information for the author.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.
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Jiang 2006a (Continued)


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Jiang 2006b


Methods Randomised clinical trial, China


Participants 69 hospitalised adults undergoing gastrointestinal surgery, at nutritional risk due to major
surgery
Male:Female = 46:23
Mean age = 49.3 years
Exclusion criteria: Unclear


Interventions Experimental group 1: Enteral and parenteral nutrition: Enteral nutrition with Suppor-
tan (Sino-Swed Pharmaceutical Corp. Ltd) by using nasogastric tube. (Energy 543 kJ,
protein 5.85 g, fat 7.2 g, carbohydrate 10.4 g, sugar 3.6 g, fatty acid 0.3 g, dietary fibre
1.3 g, mineral substance) (n = 22)
Experimental group 2: Parenteral nutrition with Novamin (N 8.5% amino acid injection,
Sino-Swed Pharmaceutical Corp. Ltd), non-protein calorie supported by glucose and fat
emulsion (Sino-Swed Pharmaceutical Corp. Ltd) on a one-to-one ratio, plus electrolytes,
vitamin and microelement, total 3L were infused through peripheral or central vein
within 10 hrs. (Energy 120 kJ/kg/day, N 0.15 g/kg/day; NPC:N = 150:1)(n = 23)
Control group: conventional infusion with glucose (50 - 100 g/L), total energy 250 -
300 kJ/day(n = 22)


Outcomes Morbidity (rate), change of weight, length of stay, time for recovery of gastrointestinal
function


Study dates Not stated


Notes We could obtain no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement
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Jiang 2006b (Continued)


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Jimenez 1995a


Methods Randomised clinical trial, Spain


Participants 75 hospitalised adults, at nutritional risk due to low levels of albumin or body weight
below 95% of ideal weight
Male:Female = not stated
Mean age = not stated
Exclusion: none stated


Interventions Experimental group 1: 59.1 g amino acids + 694 non-protein calories (glucose)(n = 20)
Experimental group 2: 57.9 g amino acids + 600 non-protein calories (glycerol)(n = 20)
Experimental group 3: 56.6 g amino acids + 590 non-protein calories (sorbitol-xylitol)
(n = 20)
Control group: Conventional infusion therapy (5% glucose)(n = 15)


Outcomes All-cause mortality, complications, plasma concentrations


Study dates Not stated


Notes Same as Jimenez 1995b and Jimenez 1995c. We only report experimental group 1
vs control here. We contacted the authors on 13th December 2015 by email: fjavier-
jimenez@telefonica.net. We received no reply
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Jimenez 1995a (Continued)


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were no drop-outs.


Selective reporting (reporting bias) Low risk All-cause mortality and serious adverse events were
assessed


For-profit bias Low risk The trial was funded by the Spanish Ministry of
Health.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Jimenez 1995b


Methods Randomised clinical trial, Spain


Participants 75 hospitalised adults, at nutritional risk due to low levels of albumin or body weight
below 95% of ideal weight


Interventions Experimental group 1: 59.1 g amino acids + 694 non-protein calories (glucose)(n = 20)
Experimental group 2: 57.9 g amino acids + 600 non-protein calories (glycerol)(n = 20)
Experimental group 3: 56.6 g amino acids + 590 non-protein calories (sorbitol-xylitol)
(n = 20)
Control group: Conventional infusion therapy (5% glucose)(n = 15)


Outcomes All-cause mortality, complications, plasma concentrations


Study dates Not stated
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Jimenez 1995b (Continued)


Notes Same as Jimenez 1995a and Jimenenz 1995c. We only report experimental group 2
vs control here. We contacted the authors on 13th December 2015 by email: fjavier-
jimenez@telefonica.net. We received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were no drop-outs.


Selective reporting (reporting bias) Low risk All-cause mortality and serious adverse events were
assessed


For-profit bias Low risk The trial was funded by the Spanish Ministry of
Health.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Jimenez 1995c


Methods Randomised clinical trial, Spain


Participants 75 hospitalised adults, at nutritional risk due to low levels of albumin or body weight
below 95% of ideal weight


Interventions Experimental group 1: 59.1 g amino acids + 694 non-protein calories (glucose)(n = 20)
Experimental group 2: 57.9 g amino acids + 600 non-protein calories (glycerol)(n = 20)
Experimental group 3: 56.6 g amino acids + 590 non-protein calories (sorbitol-xylitol)
(n = 20)
Control group: Conventional infusion therapy (5% glucose)(n = 15)


Outcomes All-cause mortality, complications, plasma concentrations
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Jimenez 1995c (Continued)


Study dates Not stated


Notes Same as Jimenez 1995a and Jimenez 1995b. We only report experimental group 3
vs control here. We contacted the authors on 13th December 2015 by email: fjavier-
jimenez@telefonica.net. We received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were no drop-outs.


Selective reporting (reporting bias) Low risk All-cause mortality and serious adverse events were
assessed


For-profit bias Unclear risk The trial was funded by the Spanish Ministry of
Health.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Jin 1999a


Methods Randomised clinical trial, China


Participants 92 hospitalised adults diagnosed with adenocarcinoma of the GI tract deemed operable
by a consultant surgeon, at nutritional risk due to serum albumin < 30 g/L or a recent
weight loss of > 10% body weight
Male:Female = 58:34
Mean age = 57 years
Exclusion:congestive heart failure, obstructive lung disease, metabolic diseases, clinically-
evident cirrhotic liver disease or renal disease
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Jin 1999a (Continued)


Interventions Experimental group 1: Parenteral nutrition: Preoperative PN provided 35 kcal/kg a day.
Non-protein caloric content was divided between dextrose (60%) and lipids (40%) (In-
tralipid; Kabi Pharmacia, Sweden). Crystalline amino acids (7% Vamin; Kabi Pharma-
cia, Sweden) were provided at a calorie:nitrogen ratio of 150:1 g of nitrogen (0.23 g of
nitrogen a kilogram a day). Each day, the nutrient mixture, which was prepared in ethyl
vinyl acetate bags, was infused through a subclavian polyurethane catheter over 24 hrs
by an infusion pump. The catheter was inserted using a strict aseptic procedure in the
operating room.(n = 23)
Control group 1: No intervention(n = 23)


Outcomes Weight, complications, postoperative mortality and nutritional parametres including
serum albumin (g/L), serum transferrin (g/L), nitrogen balance (g/L)


Study dates Not stated


Notes We could obtain no contact information for the authors. Same trial as Jin 1999b but
with the experimental and control group that did not received chemotherapy


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


High risk Outcome assessors were not blinded.


Incomplete outcome data (attrition bias)
All outcomes


Low risk All participants completed the study.


Selective reporting (reporting bias) Low risk The protocol could not be obtained, but the trial
reported on serious adverse events and mortality


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Jin 1999b


Methods Randomised clinical trial, China


Participants 92 hospitalised adults diagnosed with adenocarcinoma of the GI tract deemed operable
by a consultant surgeon, at nutritional risk due to serum albumin < 30 g/L or a recent
weight loss of > 10% body weight
Male:Female = 58:34
Mean age = 57 years
Exclusion: congestive heart failure, obstructive lung disease, metabolic diseases, clinically-
evident cirrhotic liver disease or renal disease


Interventions Experimental group 2: Parenteral nutrition: Preoperative PN provided 35 kcal/kg a day.
Non-protein caloric content was divided between dextrose (60%) and lipids (40%) (In-
tralipid; Kabi Pharmacia, Sweden). Crystalline amino acids (7% Vamin; Kabi Pharma-
cia, Sweden) were provided at a calorie:nitrogen ratio of 150:1 g of nitrogen (0.23 g of
nitrogen a kilogram a day). Each day, the nutrient mixture, which was prepared in ethyl
vinyl acetate bags, was infused through a subclavian polyurethane catheter over 24 hrs
by an infusion pump. The catheter was inserted using a strict aseptic procedure in the
operating room.(n = 23)
Control group 2: No intervention (n = 23)
Co-interventions: chemotherapy


Outcomes Weight, complications, postoperative mortality and nutritional parametres including
serum albumin (g/L), serum transferrin (g/L), nitrogen balance (g/L)


Study dates Not stated


Notes Same trial as Jin 1999a but with the experimental and control group that received
chemotherapy as a co-intervention


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


High risk Outcome assessors were not blinded.


Incomplete outcome data (attrition bias)
All outcomes


Low risk All participants completed the study.
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Jin 1999b (Continued)


Selective reporting (reporting bias) Low risk The protocol could not be obtained, but the trial
reported on serious adverse events and mortality


For-profit bias Low risk The study received the support of the general surgical
department and the image cytometry department of
Zhong Shan Hospital at the Shanghai Medical Uni-
versity. This research was supported by a grant from
the International Clinical Epidemiology Network


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Johansen 2004


Methods Randomised clinical trial (stratified for age), Denmark


Participants 212 hospitalised adults, at nutritional risk due to NRS-2012
Male:Female = 102:110
Mean age = 62.2 years


Interventions Experimental group: A specialised nutritional team (nurse and dietitian) attended the
participants and staff for motivation, detailed a nutritional plan, assured delivery of
prescribed food and gave advice on enteral or parenteral nutrition when appropriate.(n
= 108)
Control group: Standard regimen used in the department(n = 104)


Outcomes All-cause mortality, complications, designated length of hospital stay, quality of life


Study dates August 1st 2001 to March 1st 2002


Notes We contacted the authors on 13th December 2012 by email: nielsjohansen@dadlnet.
dk. We received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk The sequence was generated by a random-
numbers system.


Allocation concealment (selection bias) Low risk Sequentially-numbered sealed opaque en-
velopes


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The nurses and participants were not
blinded.
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Johansen 2004 (Continued)


Blinding of outcome assessment (detection
bias)
All outcomes


High risk Even though the investigator assessing the
outcome was blinded, the nurses who re-
ported the outcomes were not


Incomplete outcome data (attrition bias)
All outcomes


High risk There were above 5% dropouts, and the
trial did not use proper intention-to-treat
analysis


Selective reporting (reporting bias) Low risk Both all-cause mortality and serious adverse
events were reported


For-profit bias Low risk The trial was not funded by any company
that had an interest in the outcome


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias


Kang 2012


Methods Randomised clinical trial, South Korea


Participants 60 elderly hospitalised adults older than 65 years and admitted to the hospital for hip
fracture surgery, at nutritional risk due to being frail elderly
Male:female = not stated
Mean age = 80.7 years


Interventions Experimental group: ONSs, trace elements supplements and dietetic counselling for 2
weeks postoperatively (n = 30)
Control group: usual care (n = 30)


Outcomes MNA, hand-grip strength


Study dates Not stated


Notes Only abstract. We could obtain no contact information for the authors


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


214Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Kang 2012 (Continued)


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete
data was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial
did not report on all-cause mortality or serious
adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other compo-
nents that could put it at risk of bias


Kaur 2005


Methods Randomised clinical trial, India


Participants 100 hospitalised adults undergoing open abdominal surgery, at nutritional risk due major
surgery
Male:Female = 79:21
Mean age = 36 years
Exclusion criteria: dementia, diabetes, renal failure, or hepatic failure


Interventions Experimental group: Early Enteral Nutrition: Participants were given a hospital kitchen-
prepared feed through the nasojejunal tube 24 hrs after surgery. The 500 ml of feed
contained 375 ml milk, 12.5 g sugar, 12.5 g butter, 12.5 g starch, 125 ml rice water, and
half an egg. The feed provided 500 kcal energy, 16.66 g protein, 43.5 g carbohydrates,
and 30 g fat. The feed was started at a rate of 50 ml/hr in the 1st 6 hrs and gradually
increased to 100 ml/hr by the 3rd postoperative day. The nutritional goal was to deliver
35 - 40 kcal/kg/day and 1.5 - 2.0 g protein/kg/day. The nasogastric tube was taken out
when gastric aspirate was minimal or nil and when participants started taking 2 L of feed
a day, usually by the 4th or 5th postoperative day. (n = 50)
Control group: Treatment as usual(n = 50)


Outcomes All cause-mortality, hand-grip strength, complications


Study dates April 2000 to March 2002


Notes We contacted the authors on 9th June 2015 by email: dr˙navkaur@hotmail.com. We
received no reply.
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Kaur 2005 (Continued)


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk The method of blinding of outcome assessment was
not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk All participants completed the study.


Selective reporting (reporting bias) Low risk No protocol available, but serious adverse events and
all-cause mortality were reported


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Kawaguchi 2008


Methods Randomised clinical trial, Japan


Participants 29 hospitalised adults with cirrhosis, at nutritional risk due to the trialist indication
Male:Female = 18:11
Mean age = 63.2 years
Exclusion criteria: Ascites or renal failure


Interventions Experimental group: Supplement 200 kcal(n = 18)
Control group: No energy supplied (fasting)(n = 11)


Outcomes Self-rating questionnaire (physical symptoms and mental symptoms), biochemical pa-
rameters, CT or MRI


Study dates April 2005 to July 2006


Notes We contacted the authors on 19th August 2015 by email: takumi@med.kurume-u.ac.jp
. We received no reply.
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Kawaguchi 2008 (Continued)


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Low risk The trial was funded by grants from the Ministry of
Education, Culture, Sports, Science and Technology,
Japan, the Vehicle Racing Commemorative Founda-
tion, Japan, and the Ishibashi Foundation for the Pro-
motion of Science, Japan


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Kearns 1992


Methods Randomised clinical trial, USA


Participants 31 hospitalised adults with alcoholic liver disease, a serum bilirubin leve1 of > 5 l pmol/
L, and one of the following: albumin < 30 g/L, prothrombin time prolonged ≥ 4 seconds
over control, or presence of ascites on physical examination at nutritional risk due to
trialist indication
Male:Female = 21:10
Mean age = 44 years
Exclusion criteria (prospectively): Objection to the length of the study, refusal of naso-
duodenal (ND) tube placement, continuation of gastro-intestinal bleeding, elevation of
serum creatinine level to > 221 pmol/L, and inability to give informed consent
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Kearns 1992 (Continued)


Interventions Experimental group: Enteral nutrition. The EN provided 167 kJ/kg and 1.5 g/kg of
ideal body weight protein. A constant-infusion pump delivered the solution through
an 8F ND tube. 2-gram sodium and 1500-mL fluid restrictions were imposed in the
presence of peripheral oedema or ascites. Participants remained on a medical ward until
discharge. Subsequently, they stayed in the clinical research unit for the remaining 28
days. If appetite permitted, the treatment group drank the EN after transfer.(n = 16)
Control group: No intervention(n = 15)
Co-interventions: Regular diet


Outcomes The average lengths of hospital stay, incidence of diarrhoea, renal insufficiency, gastro-in-
testinal bleeding, changes in anthropometrics and ascites, weight, pneumonia, improve-
ment of encephalopathy, change in metabolic rate, calorie intake, change in functional
hepatic mass, survival, lactulose requirements. Biochemical outcomes: serum albumin,
serum bilirubin, antipyrine elimination, alanine amino-transferase, aspartate amino-
transferase, y-glutamyltransferase, alkaline phosphatase, pre-albumin, thyroid-binding
globulin, and transferring


Study dates Not stated


Notes We contacted the authors on 1st October 2015 by email: pj.kearns@med.stanford.edu.
We received a reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk A random-number generator was used, performed by
personnel not a part of the clinical phase of the study


Allocation concealment (selection bias) Low risk The random numbers were recorded and placed into
numbered, opaque envelopes


Blinding of participants and personnel
(performance bias)
All outcomes


Low risk Investigators and participants were blinded to alloca-
tion.


Blinding of outcome assessment (detection
bias)
All outcomes


High risk Outcome assessors were not blinded.


Incomplete outcome data (attrition bias)
All outcomes


Low risk Each group had 3 participants drop out. Clinical char-
acteristics of dropouts were well matched to those of
participants completing the trial. The dropouts did
not have missing data. Data were censored at the par-
ticipant’s death and last-observed data points were
used
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Kearns 1992 (Continued)


Selective reporting (reporting bias) Low risk No protocol available, but serious adverse events and
all-cause mortality were reported


For-profit bias High risk The trial was supported in part by Mead Johnson Nu-
tritional Division Inc., Evansville, Indiana, and by Na-
tional Institutes of Health Grant 22209


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Keele 1997


Methods Randomised clinical trial, UK


Participants 100 hospitalised adults admitted for major abdominal surgery, at nutritional risk due to
major abdominal surgery
Male:female = 48:38 (gender not reported for 14)
Mean age: 62.5 years


Interventions Experimental group: Standard ward diet + oral supplements (200 ml (1.5 kcal/ml and
0.05 g protein/ml)(n = 47)
Control group: Standard ward diet(n = 53)


Outcomes All-cause mortality, complications, nutritional status, anthropometrics, hand-grip
strength


Study dates Not stated


Notes We could obtain no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described
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Keele 1997 (Continued)


Incomplete outcome data (attrition bias)
All outcomes


High risk There were above 5% dropouts, and the trial did not
use proper intention-to-treat analysis


Selective reporting (reporting bias) Low risk Both all-cause mortality, and serious adverse events
were reported


For-profit bias High risk The trial was funded by Nutricia research, which might
have a conflict of interest


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Kendell 1982


Methods Randomised clinical trial, USA


Participants 24 hospitalised adults undergoing orthognathic surgery and maxillomandibular fixation,
at nutritional risk due major surgery to decreased food intake
Male:Female = 5:17 (gender not reported for two participants)
Mean age = 25 years
Exclusion criteria: Participants who showed evidence of pathologic condition or systemic
disease


Interventions Experimental group: Participants were instructed to consume a minimum of 50% of their
calculated caloric requirements in the form of a nutritionally-complete liquid supplement
containing 1.5 cal/ml. The supplement consisted of 14.7% of calories as protein, 32%
as fat and 53.3% as carbohydrates. The intervention lasted 6 weeks by mouth.(n = 12)
Control group: No intervention (n = 12)
Co-interventions: Dextrose (5%) in water and ¼ normal saline solution were adminis-
tered postoperatively at a rate consistent with each participant’s requirement. Everyone
consumed blenderised foods. All were required to refrain from consuming any other
commercial supplement or vitamin preparation


Outcomes Weight, mid-arm muscle circumference, triceps skinfold, creatinine height index, serum
albumin, transferrin, total lymphocyte count, urinary nitrogen and creatinine, serum
chemistries, caloric intake, protein and carbohydrate intake, thiamine, niacin, zinc, folic
acid and riboflavin intake and length of hospital stay


Study dates Not stated


Notes We could obtain no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described
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Kendell 1982 (Continued)


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were complete data for all participants.


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Lanzotti 1980


Methods Randomised clinical trial, USA


Participants 48 hospitalised adults with Non-Oat cell Lung Cancer, at nutritional risk due to decreased
food intake
Male:Female: Not reported
Exclusion criteria: 1 person was excluded due to diagnosis mesothelioma


Interventions Experimental group: Parenteral Nutrition. TPN administered by central venous catheter
at > 35 ckal/kg/day. TPN was initiated 7 days before the 1st course and 2 days before
the 2nd course of chemotherapy. TPN was discontinued on day 12 of each course of
chemotherapy. Thus the intervention group received 19 days with the 1st course and 14
days with the 2nd. (n = 14)
Control group: No intervention (n = 13)


Outcomes Average time of survival, white cell count/granulocyte count


Study dates Not stated


Notes We contacted the authors on 13th November 2015 by email: lanzotti@unina.it. We
received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement
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Lanzotti 1980 (Continued)


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Larsson 1990a


Methods Randomised clinical trial, Sweden


Participants 501 adults hospitalised at the geriatric ward, at nutritional risk due to being elderly
Male:Female = 190:311
Mean age = 79 years
Exclusion criteria: none stated


Interventions Experimental group: 400 ml dietary supplement containing 4 g of protein, 4 g of fat and
11.8 g of carbohydrate per 100 ml. Served in the morning and in the evening (n = 250)
Control group: no intervention(n = 251)
Co-intervention: standard ward diet (2200 kcal/day)


Outcomes Nutritional status by anthropometry, serum protein analysis, delayed hypersensitivity
skin test, mortality


Study dates Not stated


Notes We contacted the authors on 22nd August 2015 by email: mitra.unosson@liu.se. We
received an initial reply but no further reply.


Risk of bias
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Larsson 1990a (Continued)


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk The randomisation code was concealed using
sealed envelopes but it unclear if they were opaque


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


High risk There were above 5% dropouts, and the trial did
not use proper intention-to-treat analysis


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did
not report on serious adverse events


For-profit bias High risk The trial was supported from a company that might
have an interest in a given result: “Grants from
the Swedish Medical Research Council (project
no. 07528 and 09330). the Research Fund of the
County of Östergotland, the University Hospital
and the University of Linkoping, and Kabi Nutri-
tion, Sweden,”


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Ledinghen 1997


Methods Randomised clinical trial, France


Participants 22 hospitalised adults with cirrhosis and bleeding from oesophageal varices, at nutritional
risk as defined by trialists
Male:Female = 17:5
Mean age = 56 years
Exclusion criteria: severe liver failure (defined as a hepatorenal syndrome or end-stage
cirrhosis), hepatocellular carcinoma, severe hepatic encephalopathy, 80 years old or older


Interventions Experimental group: Enteral nutrition: Polymeric enteral diet (Dripac Sondalis,
Sopharga, France) was infused by bolus administration and provided 1665 kcal/day and
71 g of protein. A constant-infusion pump delivered each Dripac in 3 hrs, by a 10
French nasogastric feeding tube. Participants received EN from day 1 through the 2nd
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Ledinghen 1997 (Continued)


sclerotherapy session.(n = 12)
Control group: Treatment as usual (n = 10)
From day 1 through day 3, participants received nil by mouth. On day 4, all received
a standard low-sodium milk diet (800 kcal), on day 5 a mixed, warm, low-sodium diet
(1400 kcal), and on day 6 a standard low-sodium hospital diet (1800 kcal)


Outcomes Child-Pugh’s score, occurrence of pneumonia, presence of gastro-intestinal bleeding or
diarrhoea, amount of ascites, degree of encephalopathy, height, triceps skinfold thick-
ness, mid-arm muscle circumference, BMI, serum creatinine level, liver function tests,
prothrombin time, serum albumin and pre-albumin, nitrogen balance and mortality


Study dates August 1994 through August 1995


Notes We contacted the authors on 9th June 2015 by email: victor.deledinghen@chu-bordeaux.
fr. We received an initial reply but no reply after this


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were no dropouts.


Selective reporting (reporting bias) Low risk The protocol could not be obtained, but the trial
reported on all-cause mortality and serious adverse
events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Levinson 1993a


Methods Randomised clinical trial, Australia


Participants 100 hospitalised adults admitted to the ICU and critically ill, at nutritional risk due to
inability to take food orally
Male:Female = Not reported
Mean age = Not reported
Exclusion criteria: No bowel sounds, nasogastric aspirates for the previous day exceeded
300 ml/24 hrs, unstable, if the enteral feeding was an unsuitable feed, diarrhoea, or major
bowel resection


Interventions Experimental group: Enteral feeding. The participants received a standard isotonic feed
via nasogastric tube, initially at 40 ml/hr and increased by 20 ml/hr every 12 hrs until
desired caloric load was reached. Enteral feeding was temporarily ceased if the residual
gastric volume (RGV) exceeded 100 ml and reattempted after 4 hours. Each intervention
period lasted for 3 days. (n = 19)
Control group 1: No intervention(n = 7)
Co-interventions: All participants received nitrogen and calories from supplemental par-
enteral nutrition during the study. Enteral nutrition for the first 3 days of the study


Outcomes Mortality, diarrhoea, stool frequency, colonising organisms from stool culture, serum
albumin concentration, RGV and gastric colonisation


Study dates Not stated


Notes We here report the experimental group that received Experimental enteral feeding for 6
days versus the group that received it only for the 1st 3 days. We contacted the authors
on 1st October 2015 by email: mlevinson@cabrini.com.au. We received an initial reply
but no answer to our specific questions. Note that for a large amount of participants, it
was not stated which group they were randomised to


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Randomisation was performed by shuffling cards
and producing batches of 15 protocol sheets to be
used in order. Uncertain if it was performed by
an independent person not otherwise involved in
the trial


Allocation concealment (selection bias) Unclear risk The trial was described as being randomised, but
it was unclear how the allocation was concealed


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants were blinded to treatment. Treatment
providers were not blinded to feeding


Blinding of outcome assessment (detection
bias)
All outcomes


High risk Outcome assessors were not blinded.
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Levinson 1993a (Continued)


Incomplete outcome data (attrition bias)
All outcomes


High risk Participants who failed to complete the first 3 days
of the study were not analysed further, other than
to record the cause of failure. This resulted in
above 5% dropouts. The trial did not use proper
methodology to deal with incomplete outcome
data


Selective reporting (reporting bias) Low risk The trial reported all-cause mortality and serious
adverse events. No protocol could be found


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Levinson 1993b


Methods Randomised clinical trial, Australia


Participants 100 hospitalised adults admitted to the ICU and critically ill, at nutritional risk due to
inability to take food orally
Male:Female = Not reported
Mean age = approximately 55
Exclusion criteria: no bowel sounds, nasogastric aspirates for the previous day exceeded
300 ml/24 hrs, if the enteral feeding was an unsuitable feed, diarrhoea, or major bowel
resection


Interventions Experimental group: Enteral feeding. The participants received a standard isotonic feed
via nasogastric tube, initially at 40 ml/hr and increased by 20 ml/hr every 12 hrs until
desired caloric load was reached. Enteral feeding was temporarily ceased if the residual
gastric volume (RGV) exceeded 100 ml and reattempted after 4 hrs. Each intervention
period lasted for 3 days. (n = 19)
Control group 2: No intervention (n = 17)
Co-interventions: All participants received nitrogen and calories from supplemental par-
enteral nutrition during the study


Outcomes Mortality, diarrhoea, stool frequency, colonising organisms from stool culture, serum
albumin concentration, RGV and gastric colonisation


Study dates Not stated


Notes We here report the experimental group that received Experimental enteral feeding for
the last 3 days versus the group that did not receive enteral nutrition


Risk of bias


Bias Authors’ judgement Support for judgement
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Levinson 1993b (Continued)


Random sequence generation (selection
bias)


Unclear risk Randomisation was performed by shuffling cards
and producing batches of 15 protocol sheets to be
used in order. Uncertain if it was performed by
an independent person not otherwise involved in
the trial


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants were blinded to treatment. Treatment
providers were not blinded to feeding


Blinding of outcome assessment (detection
bias)
All outcomes


High risk Outcome assessors were not blinded.


Incomplete outcome data (attrition bias)
All outcomes


High risk Participants who failed to complete the first 3 days
of the study were not analysed further, other than
to record the cause of failure. This resulted in
above 5% dropouts. The trial did not use proper
methodology to deal with incomplete outcome
data


Selective reporting (reporting bias) Low risk The trial reported all-cause mortality and serious
adverse events. No protocol could be found


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Li 1997


Methods Randomised clinical trial, China


Participants 21 hospitalised adults diagnosed with COPD and critically ill according to the following
criteria: diagnosed with pulmonary heart disease, pulmonary function test is FEV1/FVC
< 70%, less than 10% increase of FEVI/FVC after using bronchus spasmolytic, arterial
blood gas analysis: PaO2 < 60 mmHg and (or) PaCO2 > 50 mmHg. The participants
were also diagnosed with malnutrition according to following criteria: 1. referred to the
multiparameter nutritional index scoring system (MNI) by Laeabn JP, considering body
weight (WT); 2. triceps skinfold (TSF); 3. mid-arm muscle circumference (MAMC); 4.
creatinine increased with normal liver and kidney function, at nutritional risk according
to the trialist
Male:Female = 19:2
Mean age = 68 years
Exclusion criteria: asthma, neuromuscular disease, chronic gastrointestinal malabsorp-
tion, diabetes, thyroid disease and cancer
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Li 1997 (Continued)


Interventions Experimental group: Parenteral nutrition: 30 Kcal/ Kg each day, nitrogen 0.20~ 0.25g/
kg by amino acid, 35%~45% calorie by fat emulsion. Treatment course was 14 days.(n
= 10)
Control group: Intravenous infusion: 100~200Kcal glucose each day for 14 days.(n =
11)
Co-interventions: Food nutrition: hospital-made nutrition diet(protein 17%, fat 30%
and carbohydrate 53%)


Outcomes Serum albumin concentration, serum TRF, pre-albumin concentration, CHI, SFAA


Study dates Not stated


Notes We contacted the authorby phone 3 times, but he had no time to answer


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse event


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


228Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Li 1998


Methods Randomised clinical trial, China


Participants 20 hospitalised adults undergoing resection of pancreas and duodenum, at nutritional
risk due to major surgery
Male:Female = 16:4
Mean age = 56 years
Exclusion criteria: Unclear


Interventions Experimental group: TPN through central vein from the 1st day after surgery for 7
days. The calorie was 125.52 ~ 146 KJ/(kg/day), of which 35% ~ 40% was provided
by 10% Interlipid and others by glucose. Nitrogen supply was 0.2 g/kg/day ) provided
by 15-HBC (Tianjin amino acid); vitamin and trace elements(SSPC) were supplied
as conventional amount; water and electrolyte according to the balance of intake and
output. All nutrients were mixed in an infusion bag, and distributed uniformly over 24
hrs. (n = 10)
Control group: Conventional infusion: 200 g glucose calorie by 10% glucose liquid,
without exogenous nitrogen supply, for 7 days(n = 10)


Outcomes Weight, triceps skinfold thickness, arm circumference, and nitrogen balance


Study dates Not stated


Notes We contacted the author by phone 3 times, but he had no time to answer


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk The procedure of blinding was insufficiently de-
scribed.


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The numbers and reasons for withdrawals and drop-
outs were not clearly stated


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial dit not
report on all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.
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Li 1998 (Continued)


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Lidder 2013a


Methods Randomised clinical trial, UK


Participants 120 hospitalised adults with planned curative resection and primary anastomosis of
histologically-confirmed colorectal cancer, at nutritional risk due to weight loss > 5%
over the past 3 months
Male:Female = 61:57 (gender not reported for two participants)
Mean age = approximately 70 years
Exclusion criteria: younger than 18 years, inability to give informed consent, frailty
(unlikely to be able to mobilise immediately after the operation), participation in another
trial, pregnancy, diabetes, a preoperative fasting glucose > 7 mmol/l, use of steroids or
immunosuppressants, history of abnormal gastric emptying, intestinal obstruction, or
concurrent parenteral or enteral nutrition


Interventions Experimental group:
Group B: Received carbohydrate drinks preoperatively. On the day of surgery, 400 ml
of carbohydrate supplement was given 2 hrs before surgery. The supplement consisted
of carbohydrate, 50 kcal per 100 ml, 290 mOsm/kg, pH 5.0(n = 30)
Group C: Received a postoperative carbohydrate drink (Fortifresh!, Numico) consisting
of 50 kcal per 100 ml, 965 mOsm/kg, pH 4.2(n = 32)
Group D: Received the same preoperative carbohydrate drink as group B and the same
postoperative carbohydrate drink as group C(n = 31)
Control group (group A): received placebo(n = 27)
Co-interventions: free fluids permitted immediately after surgery and a light diet as
tolerated


Outcomes Postoperative fluid balance, energy intake, Insulin resistance, hand-grip strength, peak
expiratory flow rate, intestinal permeability, bowel function, nausea, vomiting, abdom-
inal pain, insulin, glucose, length of postoperative hospital stay, postoperative compli-
cations (wound infection, pneumonia, diarrhoea, septicaemia, anastomotic leak, intra-
abdominal collection, intestinal obstruction, ileus, stroke/transient Ischaemic attack,
thrombosis, congestive cardiac failure, myocardial infarction, renal failure) and mortality


Study dates Not stated


Notes Same trial as Lidder 2013b and Lidder 2013c. We here report group B compared with
control. We contacted the authors on 11th November 2015 by email: sjl@doctors.org.
uk. We received information on hand-grip strength, BMI and weight


Risk of bias


Bias Authors’ judgement Support for judgement
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Lidder 2013a (Continued)


Random sequence generation (selection
bias)


Low risk Randomisation codes were computer-generated using
Microsoft Excel


Allocation concealment (selection bias) Low risk Randomisation codes were held in sealed, opaque en-
velopes.


Blinding of participants and personnel
(performance bias)
All outcomes


Low risk Participants and investigators were blinded to the treat-
ment allocation
The active and placebo products were packaged iden-
tically.


Blinding of outcome assessment (detection
bias)
All outcomes


Low risk Analysis was conducted by a trialist blinded to which
intervention the participants received


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were none lost to follow-up.


Selective reporting (reporting bias) Low risk The trial reported all-cause mortality and serious ad-
verse events


For-profit bias High risk One of the authors received grants from “Numico Re-
search”.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Lidder 2013b


Methods Randomised clinical trial, UK


Participants 120 hospitalised adults with planned curative resection and primary anastomosis of
histologically-confirmed colorectal cancer, at nutritional risk due to weight loss > 5%
over the past 3 months
Male:Female = 61:57 (gender not reported for two participants)
Mean age = approximately 70 years
Exclusion criteria: younger than 18 years, inability to give informed consent, frailty
(unlikely to be able to mobilise immediately after the operation), participation in another
trial, pregnancy, diabetes, a preoperative fasting glucose > 7 mmol/l, use of steroids or
immunosuppressants, history of abnormal gastric emptying, intestinal obstruction, or
concurrent parenteral or enteral nutrition


Interventions Experimental group: Oral nutrition.
Group B: Received carbohydrate drinks preoperatively. On the day of surgery, 400 ml
of carbohydrate supplement was given 2 hrs before surgery. The supplement consisted
of carbohydrate, 50 kcal per 100 ml, 290 mOsm/kg, pH 5.0(n = 30)
Group C: Received a postoperative carbohydrate drink (Fortifresh!, Numico) consisting
of 50 kcal per 100 ml, 965 mOsm/kg, pH 4.2(n = 32)
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Lidder 2013b (Continued)


Group D: Received the same preoperative carbohydrate drink as group B and the same
postoperative carbohydrate drink as group C(n = 31)
Control group (group A): received placebo preoperatively(n = 27)
Co-interventions: Postoperatively: Polymeric nutritional supplement drink (600 ml/
day) from the period immediately after their operation until discharge. The supplement
consisted of 150 kcal per 100 ml, 965 mOsm/kg, pH 4.2
Free fluids permitted immediately after surgery and a light diet as tolerated


Outcomes Postoperative fluid balance, energy intake, Insulin resistance, hand-grip strength, peak
expiratory flow rate, intestinal permeability, bowel function, nausea, vomiting, abdom-
inal pain, insulin, glucose, length of postoperative hospital stay, postoperative compli-
cations (wound infection, pneumonia, diarrhoea, septicaemia, anastomotic leak, intra-
abdominal collection, intestinal obstruction, ileus, stroke/transient Ischaemic attack,
thrombosis, congestive cardiac failure, myocardial infarction, renal failure) and mortality


Study dates Not stated


Notes Same trial as Lidder 2013a and Lidder 2013c, but group C compared with control


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Randomisation codes were computer-generated using
Microsoft Excel


Allocation concealment (selection bias) Low risk Randomisation codes were held in sealed, opaque en-
velopes.


Blinding of participants and personnel
(performance bias)
All outcomes


Low risk Participants and investigators were blinded to the treat-
ment allocation
The active and placebo products were packaged iden-
tically.


Blinding of outcome assessment (detection
bias)
All outcomes


Low risk Analysis was conducted by a trialist blinded to which
intervention the participants received


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were none lost to follow-up.


Selective reporting (reporting bias) Low risk The trial reported all-cause mortality and serious ad-
verse events


For-profit bias High risk One of the authors received grants from “Numico Re-
search”.
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Lidder 2013b (Continued)


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Lidder 2013c


Methods Randomised clinical trial, UK


Participants 120 hospitalised adults with planned curative resection and primary anastomosis of
histologically-confirmed colorectal cancer, at nutritional risk due to weight loss > 5%
over the past 3 months
Male:Female = 61:57(gender not reported for two participants)
Mean age = approximately 70 years
Exclusion criteria: younger than18 years, inability to give informed consent, frailty (un-
likely to be able to mobilise immediately after the operation), participation in another
trial, pregnancy, diabetes, a preoperative fasting glucose > 7 mmol/l, use of steroids or
immunosuppressants, history of abnormal gastric emptying, intestinal obstruction, or
concurrent parenteral or enteral nutrition


Interventions Experimental group:
Group B: Received carbohydrate drinks preoperatively. On the day of surgery, 400 ml
of carbohydrate supplement was given 2 hrs before surgery. The supplement consisted
of carbohydrate, 50 kcal per 100 ml, 290 mOsm/kg, pH 5.0(n = 30)
Group C: Received a postoperative carbohydrate drink (Fortifresh!, Numico) consisting
of 50 kcal per 100 ml, 965 mOsm/kg, pH 4.2(n = 32)
Group D: Received the same preoperative carbohydrate drink as group B and the same
postoperative carbohydrate drink as group C(n = 31)
Control group (group A): Received placebo(n = 27)
Co-interventions: Free fluids permitted immediately after surgery and a light diet as
tolerated


Outcomes Postoperative fluid balance, energy intake, insulin resistance, hand-grip strength, peak ex-
piratory flow rate, intestinal permeability, bowel function, nausea, vomiting, abdominal
pain, insulin, glucose, length of postoperative hospital stay, postoperative complications
(wound infection, pneumonia, diarrhoea, septicaemia, anastamotic leak, intra-abdomi-
nal collection, intestinal obstruction, ileus, stroke/transient ischaemic attack, thrombo-
sis, congestive cardiac failure, myocardial infarction, renal failure) and mortality


Study dates Not stated


Notes Same trial as Lidder 2013a and Lidder 2013b, but group D compared with control.
We contacted the authors on 11th November 2015 by email: sjl@doctors.org.uk. We
received information on hand-grip strength, BMI and weight


Risk of bias


Bias Authors’ judgement Support for judgement
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Lidder 2013c (Continued)


Random sequence generation (selection
bias)


Low risk Randomisation codes were computer-generated using
Microsoft Excel


Allocation concealment (selection bias) Low risk Randomisation codes were held in sealed, opaque en-
velopes.


Blinding of participants and personnel
(performance bias)
All outcomes


Low risk Participantsand investigators were blinded to the treat-
ment allocation
The active and placebo products were packaged iden-
tically.


Blinding of outcome assessment (detection
bias)
All outcomes


Low risk Analysis was conducted by a trialist blinded to which
intervention the participants received


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were none lost to follow-up.


Selective reporting (reporting bias) Low risk The trial reported all-cause mortality and serious ad-
verse events


For-profit bias High risk One of the authors received grants from “Numico Re-
search”.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Liu 1990


Methods Randomised clinical trial, China


Participants 12 hospitalised adults undergoing radical gastrectomy for advanced gastric antrum cancer
and with normal liver and kidney function, at nutritional risk due to advanced gastric
cancer after radical gastrectomy
Male:Female = Unclear
Mean age = 55 years
Exclusion criteria: metabolic diseases


Interventions Experimental group: Intravenous nutrition with 134 ± 15.9 kJ/kg (32 ± 3.8 kcal/kg)
calories a day, including the use of 14-823 Compound amino acid liquid which was
produced by Changzheng pharmaceutical factory, Shanghai, as a protein stroma with a
dosage of 1.23 g/kg/day).(n = 6)
Control group: conventional fluid infusion with 59 ± 5.0 kJ/kg (14 ± 1.2 kcal/kg) calories
a day without exogenous protein intake (n = 6)
Co-interventions: after been hospitalised, all participants were given fixed diet (1.3 g/kg
protein and 121 kJ/kg (29 kcal/kg) calories) a day for a week prior to the surgery
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Liu 1990 (Continued)


Outcomes The decomposition rate of total protein, creatinine, urea nitrogen, 3-methylhistidine (3-
MN), serum CPK and change of weight


Study dates Not stated


Notes We could obtain no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk The procedure of blinding was insufficiently de-
scribed.


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse event


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Liu 1996b


Methods Randomised clinical trial, China


Participants 29 hospitalised adults between 60 ~ 80 year admitted with gastrointestinal disorders, at
nutritional risk due major surgery
Male:Female = 17:12
Mean age = 66.2 years
Exclusion criteria: Other serious diseases, besides the gastrointestinal system


Interventions Experimental group: Parenteral nutrition was given through peripheral vein or central
vein in perioperative period, and ½ ~ dose on surgery day. The treatment course was
5 ~ 14 days. The non-protein calorie was given as 150% of basic energy consumption
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Liu 1996b (Continued)


(BEE) (calculated through Harris and Benedict equation), provided by prepared nutrient
solution (7 g nitrogen and 25% glucose/L, and trace elements, vitamin, electrolyte)
Control group: participants were encouraged to eat food, and given fluid supplement
prior to the surgery; general intravenous infusion of glucose, isotonic saline and vitamin,
etc. were given after surgery


Outcomes Plasma albumin, lymphocyte count, weight, postoperative complications


Study dates Not stated


Notes We could obtain no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk The sequence generation was achieved using a ran-
dom-numbers table


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk The procedure of blinding was insufficiently de-
scribed.


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Liu 1997


Methods Randomised clinical trial, China


Participants 41 hospitalised adults admitted with COPD (diagnostic criteria standard), at nutritional
risk due to being elderly with COPD
Male:Female = 32:6 (gender not reported for three participants)
Mean age = 66 years
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Liu 1997 (Continued)


Exclusion criteria: Unclear


Interventions Experimental group: Normal diet + nutraceutical series made by Huarui Pharmaceutical
Co. Ltd. 1. 20% Intralipid 250 ml+ Soluvit 10 ml, and 2.vamin N solution 250 ml+
Addamel 10 ml ivgtt, alternating twice a week(n = 29)
Control group: no intervention(n = 9)
Co-interventions: Normal diet


Outcomes Weight, circumference of the upper arm, albumin, trace elements in plasma (Fe, Cu,
Zn), lung function, humoral immunity, T cells (T3, T4, T8)


Study dates Not stated


Notes We contacted the author by phone 3 times, but he had no time to answer


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk The procedure of blinding was insufficiently de-
scribed.


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Liu 2000a


Methods Randomised clinical trial, China


Participants 40 hospitalised adults admitted with advanced pancreatic carcinoma by pathological
diagnosis and undergoing palliative operation, at nutritional risk due to major surgery
Male:Female = 25:15
Mean age = 58 years
Exclusion criteria: Unclear


Interventions Experimental group: TPN: total caloric value (NPC) 20 Kcal/(kg/day), N/Q = 1 g: 125
Kcal, glucose:fat = 6:4. The average course of treatment was 11.5 days (8 ~ 15 days). (n
= 20)
Control group: Routine treatment; the detailed information and the course of the treat-
ment were unclear.(n = 20)
Co-interventions: All participants received combined chemotherapy, with a regimen
of 5-Fu + CF + MMC+DDP/EPI (5-fluorouracil + Calcium folniate + Cisplatin or
Eplrubicin) or IFN-γ (interferon-γ ). Dosages of drugs were modified for bone marrow
toxicity, stomatitis and declining performance status. After 28 days, the regimen was
repeated


Outcomes Nutritional and immunological parameters, quality of life, effects of treatment


Study dates Not stated


Notes We could obtain no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk The procedure of blinding was insufficiently de-
scribed.


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality


For-profit bias Unclear risk It was unclear how the trial was funded.
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Liu 2000a (Continued)


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Liu 2008


Methods Randomised clinical trial, China


Participants 48 hospitalised adults admitted with thoracolumbar vertebral tuberculosis and had re-
ceived anti-tuberculosis treatment for 4 weeks, haemoglobin 10 g/L, and did not have
abortive tuberculosis in other parts; surgical indications where the following surgery
could be conducted: anterior cervical lesions removal + autogenous iliac bone graft +
anterior plate internal fixation, definitely diagnosed as TB by intraoperative rapid patho-
logical section, and continue to anti-tuberculosis after the surgery; agreed to participate
in the trial and could co-operate with researchers. At nutritional risk due to thoracolum-
bar spinal tuberculosis
Male:Female = 25:23
Mean age = 48.25 years
Exclusion criteria: Unclear


Interventions Experimental group: Parenteral nutrition (0.2 g/kg nitrogen and 104.6 KJ/kg calorie,
nitrogen comes from aminophenol, 60% non-protein calories provided by glucose, and
40% of them are provided by fat emulsion, aminophenol preparation was 8.5% Novamin,
fat emulsion was 20%, 30% Introlipid). Given on the basis of the common diet, started
7 days prior to the surgery and lasted until 7 days after the operation. It was put into 3
L sacks,and infused through the jugular vein.(n = 24)
Control group: Ordinary diet was given prior to the surgery, liquid diet and intravenous
fluids (glucose and saline) were started from the 1st day after the surgery, and normal
diet afterwards. (n = 24)


Outcomes Weight, serum albumin, ESR


Study dates Not stated


Notes We tried and failed 3 times to contact the author by phone.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.
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Liu 2008 (Continued)


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk The procedure of blinding was insufficiently de-
scribed.


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Ljunggren 2012


Methods Randomised clinical trial, Sweden


Participants 60 hospitalised adults undergoing elective hip fracture surgery, at nutritional risk due to
being frail elderly with hip fracture
Male:Female = not reported
Mean age = 69 years.
Exclusion criteria: endocrinologic disorders, including diabetes, and treatment with cor-
tisone


Interventions Experimental group: a carbohydrate drink (50 kcal/100 mL; Preop, NutriciaNordica
AB, Stockholm, Sweden) 800 mL in the evening before the surgery (Day 0) and 400 mL
2 hrs before entering the operating room (Day 1) (n = 20)
Control group: no food or water from midnight before the surgery (n = 20)


Outcomes Stress (cortisol in plasma and urine), muscle catabolism (urinary 3-methylhistidine),
well-being, glucose clearance and insulin sensitivity


Study dates Not stated


Notes We contacted the authors on 2nd October 2015 by email: r.hahn@telia.com. We received
information on randomisation, quality of life, serious adverse events


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk The randomisation was not performed by an in-
dependent party. It was performed by making en-
velopes with the intervention to be received and
these envelopes were then put into a bag. It was
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Ljunggren 2012 (Continued)


unclear if this unorthodox method was at low risk
of bias


Allocation concealment (selection bias) Low risk The envelopes used for randomisation are de-
scribed as sealed and opaque


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The study was not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


High risk The study was not blinded.


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were 5% dropouts.


Selective reporting (reporting bias) Low risk The outcomes stated in the protocol were reported
on.


For-profit bias Low risk Supported by: Olle Engkvist Byggmästare Founda-
tion the Stockholm County Council (Grant num-
ber 2009 - 0433)


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Lough 1990


Methods Randomised clinical trial, UK


Participants 29 hospitalised adults undergoing bone marrow transplantation
Male:Female = 20:9
Mean age = 69
Exclusion criteria: none stated


Interventions Experimental group: TPN as a solution of dextrose (50%), intralipid (20%), amino acid
(8.5%), sodium, potassium, magnesium, SolivitoH, Vitlipid; Addamel for 14 days (n =
14)
Control group: 5% dextrose solution for 14 days (n = 15)
Co-intervention: standard care including standard oral diet


Outcomes Weight, albumin, transferrin, mortality


Study dates Not stated


Notes We found no contact information for the authors.


Risk of bias
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Lough 1990 (Continued)


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk The envelopes were described as sealed but it was un-
clear if they were opaque


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk It was unclear how many participants had incomplete
outcome data


Selective reporting (reporting bias) Unclear risk The trial reports survival at 100 days but does not report
complications in general terms


For-profit bias Unclear risk It was unclear how the trial was funded


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Lu 1996


Methods Randomised clinical trial, China


Participants 27 hospitalised adults undergoing radical total gastrectomy (RTG) due to gastric cardia
cancer with a weight loss of at least 10% during the last 3 months, at nutritional risk
due to major surgery
Male:Female = 18:9
Mean age = 55(E), 40(C)
Exclusion criteria: Unclear


Interventions Experimental group: TPN with 35 ~ 40 Kcal/kg calories, 0.2 g/kg nitrogen each day.
30% ~ 40% non-protein calorie was provided by the 10% Intralipid, 60% to 70% of
them was provided by glucose. The course of the treatment was unclear. (n = 17)
Control group: partial parenteral nutrition with 15 ~ 20 kcal/kg calories provided by
glucose, and 0 ~ 0.1 g/kg nitrogen each day. The course of the treatment was unclear. (n
= 10)


Outcomes NK cell activity,T lymphocyte and its subsets (CD3
+, CD4


+, CD8
+).


Study dates Not stated
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Lu 1996 (Continued)


Notes We tried to contact the author by phone 3 times, but the author was too busy to answer


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk The procedure of blinding was insufficiently de-
scribed.


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Luo 2011


Methods Randomised clinical trial, China


Participants 127 hospitalised adults admitted due to hip fracture surgery within 14 days of fracture
and serum albumin levels < 38 g/l as well as moderately malnourished, at nutritional
risk due to being frail elderly
Male:Female = not stated
Mean age = not stated
Exclusion criteria: none stated


Interventions Experimental group: ONS 3 times a day (100 ml between meals and 200 ml as evening
snack). Each 200 ml (389 kcal, 17 g protein, 18 g fat, 40 g CHO) for 28 days (n = 63)
Control group: No intervention(n = 64)
Co-interventions: Standard hospital diet


Outcomes Weight, serum albumin, pre-albumin, total protein, suture status and functional recovery
status
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Luo 2011 (Continued)


Study dates Not stated


Notes We could obtain no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The reasons for dropouts were unclear.


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did
not report on all-cause mortality or serious adverse
events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Luo 2012


Methods Randomised clinical trial, China


Participants 60 hospitalised adults diagnosed with acute exacerbation of COPD, at nutritional risk
due to trialist indication
Male:Female = Unclear
Mean age = Unclear
Exclusion criteria: Malignant tumour, gastro-intestinal bleeding, intestinal obstruction,
gastroenteritis, severe haemodynamic instability, severe liver and kidney function, hy-
perthyroidism, diabetes, tuberculosis


Interventions Experimental group: A deep venous catheter was adopted for nutritional support. Amino
acid was provided by 8.5% novamin, fat was provided by 20% medium long chain fat
emulsion. Fat and glucose accounted for 50% of the energy. Supplement water-soluble
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Luo 2012 (Continued)


vitamins, fat-soluble vitamins and micro elements were given each day. (n = 30)
Control group: no intervention(n = 30)
Co-interventions: placement of nasogastric tube and started feeding at an amount of 20
ml/h nutrition by pumping. Residual gastric volume was checked every 4 hrs, and the
feeding speed was increased with 20 ml/h every 8 hrs if residual gastric volume was below
200 ml and no abdominal distention, or diarrhoea occurred. It was continued until target
quantity. The speed was suspended to give nutrition and assessed after 4 hrs if the gastric
residual was above 200 ml or abdominal distension and diarrhoea occurred. Instead was
chosen Nutrison Fibre (a balanced EN mixed suspension,with total protein fibre type,
containing a variety of dietary fibre,16% protein, 35% fat and 49% carbohydrate, energy
density of 6.276 kJ/ml,and calorie/nitrogen ratio of 548.1 kJ:lg) as nutraceutical


Outcomes Urine nitrogen, nitrogen balance, the former protein, transferrin before and 7 days
after treatment, 7-day and 28-day offline success rate, 28-day incidence of ventilator-
associated pneumonia (VAP) and mortality at 28 days


Study dates Not stated


Notes We tried but failed to contact the authorsby phone.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk The sequence generation was achieved using a ran-
dom-numbers table


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk The procedure of blinding was insufficiently de-
scribed.


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse event


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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López 2008


Methods Randomised clinical trial, Spain


Participants 24 hospitalised adults undergoing elective gastroenterologic surgery, at nutritional risk
due to undergoing major surgery
Male:Female = not stated
Mean age = not stated (between 30 - 80)
Exclusion criteria: no kidney or liver disease, no peritoneal carcinomatosis or known
metastasis, no malnutrition (normal albumin and transthyretin, normal BMI, no weight
loss greater than 10% in the last 3 months) and no metabolic disease


Interventions Experimental group: was given 3 different formulas of parenteral nutrition
Group 2: 5% glucose, 30 g/L aminoacids(n = 6)
Group 3: 6.7% carbohydrates, 30 g/L aminoacids, 16.6 g/L fat(n = 6)
Group 4: 10% carbohydrates, 45 g/L amino acids, 44.4 g/L fat(n = 6)
Control group: 5% glucose (n = 6)


Outcomes Whole body protein, nitrogen balance


Study dates Not stated


Notes We contacted the authors on 13th July 2016 by email: joalopez@ir.vhebron.net. We
received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Random-numbers table


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Low risk Coded black infusion bags


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report mortality or serious adverse events


For-profit bias Low risk “This study was supported by the Spanish Ministry
of Health Grant FIS 97/ 0932.”
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López 2008 (Continued)


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


MacFie 2000


Methods Randomised clinical trial, UK


Participants 52 hospitalised adults undergoing elective major gastrointestinal surgery, at nutritional
risk due to major gastrointestinal surgery
Male:Female = 20:32
Mean age = 65 years
Exclusion criteria: dementia, major concurrent metabolic problems, such as uncontrolled
diabetes, advanced liver disease, or uraemia, and those requiring emergency surgery


Interventions Experimental group: Oral Dietary Supplements for at least 7 days
Oral dietary supplements were available in 200-mL cartons (Fortisip, Nutricia Ltd.,
Towbridge, Wiltshire, UK), in a variety of flavours providing 1.5 kcal, 0.05 g protein,
and 0.18 g carbohydrate per mL. A fruit-flavored supplement (Fortijuice, Nutricia Ltd.
) was available as an alternative, providing 1.25 kcal, 0.025 g protein, and 0.285 g
carbohydrate per mL. Participants were instructed to drink the supplements in addition
to and not in place of their normal diet and were encouraged to take a minimum of 2
cartons daily. They were advised to drink only the volume of supplement they felt able
to tolerate. (n = 27)
Control group: No intervention(n = 25)
Co-interventions: Normal diet


Outcomes Nutritional status, voluntary food intake, weight loss, serum albumin, morbidity and
mortality, anxiety and depression, postoperative activity levels, hand-grip strenght, mi-
darm circumference, triceps skinfold thickness and BMI


Study dates Not stated


Notes We include only the inpatient part of the trial. We contacted the author on 30th June
2015 by email: johnmacfie@aol.com. We received information on financial support and
randomisation


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Randomisation was done by a random-number se-
quence.


Allocation concealment (selection bias) Low risk Sealed envelopes were used.


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Described as unblinded
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MacFie 2000 (Continued)


Blinding of outcome assessment (detection
bias)
All outcomes


High risk Described as unblinded


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The amount of dropouts was unclear.


Selective reporting (reporting bias) Low risk No protocol published, but the trial reported all-cause
mortality and serious adverse events


For-profit bias Low risk No financial support.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Maderazo 1985


Methods Randomised clinical trial, USA


Participants 18 hospitalised adults admitted following motor vehicle accidents, at nutritional risk due
to trauma


Interventions Experimental group: intravenous hyperalimentation for at least 7 days(n = 9)
Control group: no intravenous hyperalimentation (n = 9)


Outcomes Chemokinesis, chemotaxis


Study dates Not stated


Notes We could obtain no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described
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Maderazo 1985 (Continued)


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Malhotra 2004


Methods Randomised clinical trial, India


Participants 200 hospitalised adults undergoing surgical intervention for peritonitis following perfo-
ration of the gut, at nutritional risk due to major surgery
Male:Female = 159:41
Mean age = 37 years
Exclusion criteria: Undergoing ileostomy.


Interventions Experimental group: Early Enteral Nutrition (through a naso-gastric tube) from the
2nd postoperative day 100 grams of a balanced diet formula (containing proteins, fats,
carbohydrates, vitamins, minerals and fibre) dissolved in 500 ml of gram dry weight
(GDW) 5% (600 Calories) was given slowly at the rate of 50 ml/hr by an intravenous
drip set connected to a nasogastric tube. Participants received another 300 - 400 calories
in the form of intravenous dextrose. From the 5th postoperative day, in addition to
enteral feeds, participants were kept on intravenous patency line. Between the 8th and
t10th day the nasogastric tube was removed and complete oral feeds in the form of semi-
solid diet were begun. (n = 100)
Control group: Conventional regimen of intravenous fluid administration for up to 7
days and kept nil by oral intake. Participants were assessed for the feasibility of oral intake
on the 5th postoperative day and those found suitable were given sips of an appetising
liquid. Those tolerating the sips graduated to 500-ml liquids and then semi-solids over
the next 2 days. Those who did not tolerate oral feed stayed on intravenous fluids till
they could take feeds orally.(n = 100)


Outcomes Complications: wound infection, wound dehiscence, pneumonia, leakage of anasto-
moses, abdominal distension, vomiting, diarrhoea, leak, septicaemia and death. Calorie
intake, mean duration of stay, mean duration of ICU stay
Determination of weight on the 1st, 7th and 10th postoperative days or at the time of
discharge, or both.
Biochemical and haematological investigations that were done included: estimation of
haemoglobin concentration, levels of albumin and creatinine in the serum, blood urea
levels and urinary urea levels on the 3rd and 8th postoperative days


Study dates May 2000 and February 2003
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Malhotra 2004 (Continued)


Notes On postoperative day 8, 84% from the experimental group and 0% from the control
group received over 2500 calories a day. We have estimated this to be an adequate amount
of nutrition for the experimental group and an inadequate amount for the control group.
We could otain no contact information


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Randomisation was performed using random tables.


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Blinding was not performed.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk 5 left against medical advice. In the experimental
group there were 3 drop outs because of side effects


Selective reporting (reporting bias) Low risk No protocol published, but the trial reported all-cause
mortality and serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Mattox 1992


Methods Randomised clinical trial, USA


Participants 18 hospitalised adults admitted for rectal carcinoma surgery, at nutritional risk due to
major surgery
Male:Female = not stated
Mean age = not stated
Exclusion criteria: none stated


Interventions Experimental group: Lipid-based TPN(n = 9)
Control group: Intravenous fluid (n = 9)


Outcomes Tumour protein synthesis
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Mattox 1992 (Continued)


Study dates Not stated


Notes We contacted the author on 13th December 2015 by email: mattoxtw@moffitt.usf.edu.
We received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The reasons for dropouts were unclear.


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Maude 2011


Methods Randomised clinical trial, Thailand


Participants 56 hospitalised adult with proven cerebral plasmodium falciparum malaria, at nutritional
risk due to being admitted to an ICU
Male:Female = 10:46
Mean age = 31 years


Interventions Experimental group: Enteral feeding at admission (1000 - 2000 kCal every 24 hrs for
an adult weighing 50 kg) (n = 27)
Control group: Standard i.v. fluids (n = 29)
Co-interventions: Nasogastric tube at admission + after 60 hours: continued enteral
nutrition or oral feeding if the participants were able to
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Maude 2011 (Continued)


Outcomes Aspirations, pneumonia, death, sepsis


Study dates Not stated


Notes We contacted the author on 19th August 2015 by email: arjen@tropmedres.ac, and
on 23rd August 2015 by email: Richard@tropmedres.ac. We only received an initial
response


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Low risk The allocation was concealed in sealed envelopes.


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The trial was unblinded.


Blinding of outcome assessment (detection
bias)
All outcomes


High risk The trial was unblinded.


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk There were no dropouts.


Selective reporting (reporting bias) High risk Time to stand was not described in the trial.


For-profit bias Low risk The trial was funded by: Wellcome Trust of
Great Britain (www.wellcome.ac.uk, grant num-
ber 077166/Z/05/Z)


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


McCarter 1998


Methods Randomised clinical trial, USA


Participants 112 hospitalised adults with an appropriate clinical indication for PEG, 16 years of age or
older, and life expectancy of 30 days or more, at nutritional risk due to trialist indication
Male:Female = 63:49
Mean age = 63 years
Exclusion: prior gastric surgery, evidence of gastro-intestinal obstruction, known gastric
or small bowel dysmotility, marked ascites, infection or cellultis at the anticipated PEG
site, proximal small bowel fistula, neoplastic or infiltrative disease of the gastric wall,
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McCarter 1998 (Continued)


morbid obesity, extensive scarring of the anterior abdominal wall, prolonged prothrom-
bin time not correctable to < 3 s of the control value, and platelet count < 50 K


Interventions Experimental: started enteral feeding (Isocal) through PEG after 4 hours(n = 57)
Control: no intervention(n = 55)
Co-intervention: enteral feeding (Isocal) after 24 hrs


Outcomes Mortality, complications


Study dates Not stated


Notes We could find no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Low risk The trial reports mortality and complications.


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


McEvoy 1982


Methods Randomised clinical trial, UK


Participants 51 hospitalised elderly adults at the the acute geriatric ward, at nutritional risk due to
weight below 85% of ideal weight for height, triceps skinfold thickness below 85% of
standard values or serum albumin level < 34 g/l
Male:Female = Not reported
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McEvoy 1982 (Continued)


Mean age = Not reported
Exclusion criteria: Malignant conditions or metabolic disease such as thyrotoxicosis or
diabetes


Interventions Experimental group: received 2 sachets of “Build-up” oral supplement daily providing
36.4 g protein and 644 kcal(n = 26)
Control group: No intervention(n = 25)
Co-interventions: All received a normal hospital diet


Outcomes Weight, triceps skinfold thickness, mid-upper arm circumference, serum albumin level
and nutritional status


Study dates Not stated


Notes We could obtain no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias
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McWhirter 1996a


Methods Randomised clinical trial, UK


Participants 86 hospitalised adults admitted to a medical ward, at nutritional risk according to an-
thropometric measurements 29 were mildly, 23 moderately, and 34 were severely nutri-
tionally depleted
Male:Female = Not reported
Mean age = 71 years
Exclusion criteria: Not described


Interventions Experimental group:
Group 1: Participants received ONSs (n = 35)
Group 2: Participants were tube-fed, through nasogastric tube (n = 25)
Feeding was continued until oral intake or nutritional status had improved sufficiently
or when agreement between participant and medical staff deemed it appropriate, or on
discharge from hospital. Nutrients were prescribed to make up the difference between
inadequate oral intake and estimated energy requirements. Energy requirements were
defined for each participant using the Schofield equation 24 corrected for stress and
activity
All participants were fed for at least 7 days.
Control group: No intervention(n = 26)
Co-interventions: Both intervention groups had access to hospital diet


Outcomes Nutritional status, nutritional intake, weight, height, triceps skinfold thickness, mid-
arm muscle circumference


Study dates Not stated


Notes Same trial as McWhirter 1996b with the results of experimental group 1 vs control.
We contacted the authors on 17th November 2015 by email: janetbaxter@nhs.net. We
received no additional information.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The description of the number of dropouts is unclear.
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McWhirter 1996a (Continued)


Selective reporting (reporting bias) Unclear risk The trial did not report on all-cause mortality or serious
adverse events


For-profit bias High risk The trial was supported by Clintec Nutrition Ltd.
which might have and interest in the outcome


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


McWhirter 1996b


Methods Randomised clinical trial, UK


Participants 86 hospitalised adults admitted to a medical ward, at nutritional risk according to an-
thropometric measurements
29 were mildly, 23 moderately, and 34 were severely nutritionally depleted
Male:Female = Not reported
Mean age = 71 years
Exclusion criteria: Not described


Interventions Experimental group:
Group 1: Participants received ONSs. (n = 35)
Group 2: Participants were tube-fed, through nasogastric tube. (n = 25)
Feeding was continued until oral intake or nutritional status had improved sufficiently
or when agreement between participant and medical staff deemed it appropriate, or on
discharge from hospital. Nutrients were prescribed to make up the difference between
inadequate oral intake and estimated energy requirements. Energy requirements were
defined for each participant using the Schofield equation 24 corrected for stress and
activity
All participants were fed for at least 7 days.
Control group: No intervention(n = 26)
Co-interventions: Both intervention groups had access to hospital diet


Outcomes Nutritional status, nutritional intake, weight, height, triceps skinfold thickness, mid-
arm muscle circumference


Study dates Not stated


Notes Same trial as McWhirter 1996a with the results of experimental group 1 vs control.
We contacted the authors on 17th November 2015 by email: janetbaxter@nhs.net. We
received no additional information.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described
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McWhirter 1996b (Continued)


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The description of the number of drop outs is unclear.


Selective reporting (reporting bias) Unclear risk The trial did not report on all-cause mortality or serious
adverse events


For-profit bias High risk The trial was supported by Clintec Nutrition Ltd.
which might have and interest in the outcome


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Meng 2014


Methods Randomised clinical trial, China


Participants 64 hospitalised adults with hepatocellular carcinoma and cirrhosis, at nutritional risk
due to hepatectomy
Male:Female = 39:25
Mean age = 51 years
Exclusion criteria: none specified


Interventions Enteral nutrition suspension (TP-MCT) 500ml (1 bottle/day) orally on 3rd preoperative
day, using jejunal nutrient canal with 500 ml normal saline during operation for 12
hrs, and enteral nutrition suspension (TP-MCT) 1000 ml on postoperative days 2 to 4;
Based on co-intervention. Total treatment duration was 7 days.(n = 55)
Control: treatment as usual (n = 54)


Outcomes Biomarkers, adverse events, complications


Study dates Not stated


Notes We tried to contact the authors by phone and by email: mengfl.123@163.com. We
received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement
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Meng 2014 (Continued)


Random sequence generation (selection
bias)


Low risk Random-number table


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not described


Selective reporting (reporting bias) Low risk No protocol but the trial reported on all-cause mor-
tality and serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Mezey 1991


Methods Randomised clinical trial, USA


Participants 54 hospitalised adults with severe alcoholic hepatitis, recent history of heavy alcohol in-
gestion, laboratory-based liver disease discriminant function defined as 4.6 X prothrom-
bin time + serum bilirubin > 85 (mg/dl) and the clinical and laboratory characteristics
adopted by the International Association for the Study of the Liver for the diagnosis of
alcoholic hepatitis
Male:Female = 32:22
Mean age = 43 years
Exclusion criteria: pregnancy, cardiovascular, pulmonary or chronic kidney disease; pan-
creatitis, type I diabetes, recent (within 1 month) gastro-intestinal bleeding, peptic ulcer
disease, or concurrent infection


Interventions Experimental group: 1L parenteral nutrition each 12 hour (25.8 g amino acids) for 30
days(n = 28)
Control group: no intervention(n = 26)
Co-intervention: Standard hospital diet + parenteral nutrition (6.5% glucose)


Outcomes Biochemistry, mid-arm circumference, triceps skinfold thickness, body weight, mortality


Study dates Not stated
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Mezey 1991 (Continued)


Notes The trial was included late in the process of the review, so we did not contact the authors


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Low risk The code was kept by the pharmaceutical company,
and was not broken until the study was terminated


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk The participants and investigators were described as
unaware of the allocation. However, the placebo was
not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk It was described that the participants and investigators
was unaware of the allocation. However, the placebo
was not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk More than 5% were lost to follow-up, and the trial
did not use proper methodology to deal with missing
data


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report serious adverse events


For-profit bias Low risk The trial was funded by the United States-Spanish
Joint Committee for Scientific and Technological Co-
operation (grant CCA-85101050)


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Miller 2006a


Methods Randomised clinical trial, Australia


Participants 100 hospitalised adults aged 70 or above and admitted with fall-related lower limb
fracture at nutritional risk due to being frail elderly with lower limb fracture
Male:Female = 21:79
Mean age: 83 years
Exclusion: Did not reside within southern Adelaide, unable to comprehend instructions
relating to positioning of the upper arm for eligibility assessment, unable to fully weight-
bear on the side of the injury for more than 7 days post-admission, not independently
mobile prefracture, medically
unstable/7 days post-admission, suffering from cancer, chronic renal failure, unstable
angina or unstable diabetes or were not classified as malnourished, (]/25th percentile for
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Miller 2006a (Continued)


mid-arm circumference of a large representative sample of older Australians/27.0 cm for
men and 26.3 cm for males and 26.3 cm for women)


Interventions Experimental group: Fortisip (Nutricia Australia Pty Ltd), a complete ONS (6.3 kJ (1.
5 kcal)/mL, 16% protein, 35% fat and 49% carbohydrate). Between 580 - 800 mL was
given. (n = 25)
Control: Attention control, with tri-weekly visits (of equivalent duration) from weeks
1 to 6 and then weekly visits weeks 7 to 12, to match the home visits of the active
intervention groups. (n = 26)
Co-intervention: usual clinical care, including general nutrition and exercise advice,
usual dietetic and physiotherapy care, transfer to residential care, rehabilitation facility
or directly home


Outcomes Mid-arm circumference, quality of life, weight, quadriceps strength, mortality


Study dates September 2000 and October 2002


Notes The groups with nutrition + resistance training vs resistance training alone. We contacted
the authors on 25th January 2016 by email: maria.crotty@flinders.edu.au. We received
no reply. The trial starts as an inpatient trial but the intervention continues outside the
hospital


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Computer-generated allocation sequence


Allocation concealment (selection bias) Low risk Sealed opaque envelopes


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk It was unclear if the trial was blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk it was unclear if the participants were blinded, and
the trial reported quality of life


Incomplete outcome data (attrition bias)
All outcomes


High risk There was above 5% dropouts for weight data
and the trial did not account for the missing data
properly


Selective reporting (reporting bias) Unclear risk No protocol could be obtained. The trial reported
all-cause mortality but did not report serious ad-
verse events
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Miller 2006a (Continued)


For-profit bias High risk Supported by: NHMRC Public Health Postgrad-
uate Research Scholarship, Flinders University-
Industry Collaborative Research Grant and Nu-
tricia Australia Pty Ltd


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Miller 2006b


Methods Randomised clinical trial, Australia


Participants 100 hospitalised adults aged 70 or above and admitted with fall-related lower limb
fracture, at nutritional risk due to being frail elderly with lower limb fracture
Male:female = 21:79
Mean age: 83 years
Exclusion: Did not reside within southern Adelaide, unable to comprehend instructions
relating to positioning of the upper arm for eligibility assessment, unable to fully weight-
bear on the side of the injury for more than 7 days post-admission, not independently
mobile prefracture, medically
unstable/7 days post-admission, suffering from cancer, chronic renal failure, unstable
angina or unstable diabetes or were not classified as malnourished, (]/25th percentile for
mid-arm circumference of a large representative sample of older Australians/27.0 cm for
men and 26.3 cm for women)


Interventions Experimental group: Fortisip (Nutricia Australia Pty Ltd), a complete oral nutritional
supplement (6.3 kJ (1.5 kcal)/mL, 16% protein, 35% fat and 49% carbohydrate). Be-
tween 580 - 800 mL was given. (n = 24)
Control: Attention control, with tri-weekly visits (of equivalent duration) from weeks
1 to 6 and then weekly visits weeks 7 to 12, to match the home visits of the active
intervention groups. (n = 25)
Co-intervention: usual clinical care (including general nutrition and exercise advice,
usual dietetic and physiotherapy care, transfer to residential care, rehabilitation facility
or directly home) and resistance training


Outcomes Mid-arm circumference, quality of life, weight, quadriceps strength, mortality


Study dates September 2000 and October 2002


Notes Groups attention control vs nutrition supplements


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Computer-generated allocation sequence
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Miller 2006b (Continued)


Allocation concealment (selection bias) Low risk Sealed opaque envelopes


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk It was unclear if the trial was blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk it was unclear if the participants were blinded, and
the trial reported quality of life


Incomplete outcome data (attrition bias)
All outcomes


High risk There was above 5% dropouts for weight data and
the trial did not account for the missing data


Selective reporting (reporting bias) Unclear risk No protocol could be obtained. The trial reported
all-cause mortality but did not report serious ad-
verse events


For-profit bias High risk Supported by: NHMRC Public Health Postgrad-
uate Research Scholarship, Flinders University-
Industry Collaborative Research Grant and Nu-
tricia Australia Pty Ltd


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Moreno 2016


Methods Randomised clinical trial, Belgium


Participants 136 hospitalised adults with severe alcoholic hepatitis, at nutritional risk by trialists
Male:Female = 86:50
Mean age = 50 years
Exclusion criteria: Not stated


Interventions Experimental group: Intensive enteral nutrition: Enteral nutrition was given using a
feeding tube for 14 days and participants received Fresubin HP Energy (1.5 kcal/ml, 7.
5 g prot/100 ml) as follows: 1 L/day if body weight < 60 kgs, 1.5 L if body weight was
between 60 and 90 kgs, 2 L if body weight was > 90 kgs. (n = 68)
Control group: Treatment as usual (“conventional nutrition”)(n = 68)
Co-interventions: Methylprednisolone


Outcomes 6 months survival


Study dates Feburary 2010 to February 2013


Notes We did not contact the authors since the trial was included late in the writing phase


Risk of bias
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Moreno 2016 (Continued)


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Low risk Sealed opaque envelopes


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk There was under 5% with missing data


Selective reporting (reporting bias) Low risk A protocol could not be obtain but the trial
reported all-cause mortality and serious adverse
events (NCT01801332, published after comple-
tion)


For-profit bias High risk Several of the authors received grants for trials
which might have conflict of interest (Abbvie, No-
vartis)


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Munk 2014


Methods Randomized clinical trial, Denmark


Participants 84 hospitalised adults at nutritional risk according to the Nutritional Risk Screening-
2002 (NRS-2002) tool
Male:Female = 34:47 (gender not reported for three participants)
Mean age = 75 years
Exclusion criteria: terminally ill dysphagia, food allergy or intolerance, anatomical ob-
structions preventing oral food intake, those who exclusively received enteral or par-
enteral nutrition


Interventions Experimental group: Fortified foods: They received a special target food concept consist-
ing of dishes fortified with natural energy and protein ingredients and with high-quality
protein powder. These dishes supplemented the standard hospital food. The final energy
and protein fortified novel menu consisted of 23 small dishes. All dishes contained a
minimum (range) of 6 g (6.1 - 11.5 g) of protein. The mean (range) energy density was
9.4 kJ/g (2.5 kJ/g to 19.8 kJ/g). All but 3 dishes (baked salmon, meat loaf, meat balls of
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Munk 2014 (Continued)


veal) contained protein powder. The intervention menu was served a la carte with room
service.(n = 44)
Control group: No intervention (n = 40)
Co-intervention: Standard food service
Buffet-style serving system: 3 main meals + 2 - 3 in-between meals, e.g. snacks
The national nutritional guidelines for the ‘hospital diet’, with energy- and protein-rich
beverage included, recommended that the hospital diet on average contained 9000 kJ,
95 g of protein (15% - 20% of energy), 100 g of fat (40% - 50% of energy) and 225 g
of carbohydrate (40% - 45% of energy)


Outcomes Energy and protein intake, hand-grip strength, average daily energy and protein intake,
use of tube-feeding, use of parenteral nutrition, length of stay, changes in body weight


Study dates October 2011 to February 2012


Notes We contacted the authors on 11th February 2016 by email: Tina.munk@regionh.dk.
We received additional information on the random sequence generation


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Participants were randomised using stratified
block-randomisation. The allocation sequence
was generated by a secretary who was not other-
wise involved in the trial by randomly allocating
sealed opaque envelopes


Allocation concealment (selection bias) Low risk Participants were randomised using sealed,
opaque envelopes with a total of 9 blocks, each
consisting of 10 envelopes


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Blinding of participants and personnel was not
possible.


Blinding of outcome assessment (detection
bias)
All outcomes


Low risk Data analysis was blinded by allocating the letters
A and B to the two groups. The analysis was
undertaken by the principal investigator who was
blinded to the randomisation


Incomplete outcome data (attrition bias)
All outcomes


Low risk 81 participants completed the trial, giving a com-
pletion rate of 96%


Selective reporting (reporting bias) Low risk The protocol was published before the trial was
begun and the outcomes stated in the protocol
were reported on
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Munk 2014 (Continued)


For-profit bias High risk “We also thank the company ‘Toft Care System’
(Copenhagen, Denmark) for giving us the pro-
tein powder used free of charge. The sources of
funding had no influence on the design of the
study; the collection, analysis, or interpretation
of the data; the writing of the manuscript; or the
decision to submit for publication.”


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Myers 1990


Methods Randomised clinical trial, USA


Participants 80 hospitalised adults with non-surgically debrided pressure ulcers, at nutritional risk as
defined by trialists
Male:Female = 46:34
Mean age = 70.4 years
Exclusion criteria: Not described


Interventions Experimental group: Prescribed nutritional support, including oral supplements, tube-
feedings, parenteral nutrition, vitamins, and trace elements according to the clinical
condition and the nutritional assessment completed by the hospital nutritional support
team (n = 25)
Control group: No intervention (n = 20)
Co-interventions: Standard hospital care. This included both wound treatment and
nutritional evaluation and recommendation by dietitians to attending physicians


Outcomes Change in ulcers stage, changes in ulcer size, clinical assessment of treatment


Study dates Not stated


Notes We found no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described
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Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) High risk No protocol could be obtained and the study did not
report on all-cause mortality or serious adverse events


For-profit bias High risk The study was supported by a grant from Ross Lab-
oratories, who might have had an interest in the out-
come assessment


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Müller 1982a


Methods Randomised cclinical trial, Germany


Participants 160 hospitalised adults with carcinoma of the oesophagus, stomach, colon, rectum or
pancreas, at nutritional risk due to major surgery of gastrointestinal carcinoma
Male:Female = 77:48 (gender not reported for 35 participants)
Mean age = 59 years
Exclusion criteria: Total obstructions of the gut


Interventions Experimental group: Preoperativ parenteral nutrition. The experimental group received
10 days of preoperative parenteral nutrition group (1.5 g amino acids/kg body weight;
11 g glucose/kg body weight; electrolytes, trace elements, and vitamins) by a central
venous catheter(n = 80)
Control group: Treatment as usual They received regular hospital diet of 2400 kcal/day.
(n = 40)


Outcomes Postoperative complications, mortality, serum protein levels (total protein, albumin, pre-
albumin, thyroxine-binding globin, retinol-binding protein, transferrin), immunological
status (IgA, IgM, IgG, C3A, C4, skin tests)


Study dates Not stated


Notes We found no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described
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Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Blinding was not possible due to the nature of
the intervention


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


High risk 33 (13%) of participants were withdrawn from
the trial and analysis and reasons for withdrawal
were clearly stated


Selective reporting (reporting bias) Low risk No protocol could be obtained, but the trial re-
ported mortality and serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other compo-
nents that could put it at risk of bias


Müller 1982b


Methods Randomised cclinical trial, Germany


Participants 160 hospitalised adults with carcinoma of the oesophagus, stomach, colon, rectum or
pancreas, at nutritional risk due to major surgery of gastrointestinal carcinoma
Male:Female = 77:48 (gender not reported for 35 participants)
Mean age = 59 years
Exclusion criteria: Total obstructions of the gut


Interventions Experimental group: Preoperativ parenteral nutrition: The experimental group received
10 days of preoperative parenteral nutrition group (1.5 g amino acids/kg body weight;
45 kcal/kg body weight with half derived from lipids; electrolytes, trace elements, and
vitamins) by a central venous catheter(n =55)
Control group: Treatment as usual. They received regular hospital diet of 2400 kcal/day.
(n = 40)


Outcomes


Study dates


Notes


Risk of bias


Bias Authors’ judgement Support for judgement
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Müller 1982b (Continued)


Random sequence generation (selection
bias)


Low risk Random-numbers table


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Blinding was not possible due to the nature of
the intervention


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


High risk 33 (13%) of participants were withdrawn from
the trial and analysis and reasons for withdrawal
were clearly stated


Selective reporting (reporting bias) Low risk No protocol could be obtained, but the trial re-
ported mortality and serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other compo-
nents that could put it at risk of bias


Naveau 1986


Methods Randomised clinical trial, France


Participants 40 hospitalised adults with alcoholic cirrhosis and total serum bilirubin ≥ 5 mg a dL, at
nutritional risk due trialist indication
Male:Female = 25:15
Mean age = 53 years
Exclusion criteria: hepatocellular carcinoma, renal failure, hyponatraemia septicaemia,
spontaneous bacterial peritonitis, gastro-intestinal bleeding within 3 days or hepatic
coma


Interventions Experimental group: Received daily through central catheter 40 kcal a kg of body weight
measured before illness, given as equal proportions of glucose (50% glucose) and in-
travenous fat emulsion (20% Intralipid), and 200 mg nitrogen a kg of body measured
weight before illness. This SPN provided electrolytes, minerals, vitamins and trace ele-
ment requirements in a sodium-free solution. (n = 20)
In participants with ascites, the oral sodium intake was 400 mg a day; without ascites,
the oral sodium was 4 mg a day. The intervention lasted 28 days
Control group: No intervention (n = 20)
Co-interventions: All were offered a daily diet containing 40 kcal a kg and 200 mg
nitrogen a kg of their body weight measured before illness
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Naveau 1986 (Continued)


Outcomes Serum bilirubin, prothrombin time and proaccelerin expressed as percentage of normal,
blood, urea nitrogen, hematocrit, plasma protein, serum creatinine, sodium, y-glutamyl
transpeptidase (GGT) and TSB/GGT ratio, SGOT, SGPT, albumin, alkaline phos-
phatase, transferrin, pre-albumin, retinol binding protein, upper-arm fat and upper-arm
muscle areas expressed as percentage of the standard value of the age- and sex-specific
50th percentile and skin test, mortality and anthropometric measurements


Study dates Not stated


Notes We contacted the authors on 30th June 2015 by email: sylvie.naveau@abc.ap-hop-
paris.fr. We received only an initial reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Randomisation was performed using a computer
programme.


Allocation concealment (selection bias) Low risk Serially-numbered, sealed, opaque envelopes were
used for random assignment of participants in 2
groups


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk There was above 5% dropouts and it was unclear
how the trial accounted for the participants


Selective reporting (reporting bias) Unclear risk No protocol was available, but the numbers and
reasons for all-cause mortality and serious adverse
events was reported


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Neelemaat 2012


Methods Randomised cclinical trial, the Netherlands


Participants 210 hospitalised adults at nutritional risk due to a > 10 % unintentional weight loss in
the previous 6 months and/or > 5% unintentional weight loss in the previous month
and/or a BMI < 20 kg/m2


Male:Female = 94:116
Mean age = 74 years.
Exclusion criteria: Senile dementia, not able to understand the Dutch language or not
able or willing to give fully-informed consent


Interventions Experimental group: Fortified foods and general nutrition support
Participants received standardised nutritional support started at the hospital and contin-
ued until 3 months after discharge. It included:
- Energy- and protein-enriched diet (during the stay at hospital)
- 2 additional servings of an ONS (Nutridrink!, Nutricia), leading to an expected increase
in intake of 2520 kJ/day (14600 kilocalories/day and 24 g protein/day (during the entire
study period))
- 400 IE vitamin D3 and 500 mg calcium (Calci-Chew D3!, Nycomed) a day (during
the entire study period)
- Telephone counselling by a dietician in order to give advice and to stimulate compliance
with the proposed nutritional intake (every other week after discharge from the hospital,
6 in total)(n = 105)
Control group: Usual care(n = 105)
Participants were given nutritional support only on prescription by their treating physi-
cian. In general, they did not receive post-discharge nutritional support


Outcomes QALY, body weight, BMI, fat-free mass, hand-grip strength, physical activity, fall inci-
dence, mortality, cost effectiveness, functional limitations


Study dates Not stated


Notes We contacted the authors on 04th April 2016 by email: f.neelemaat@vumc.nl


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Randomisation was performed using a ran-
dom-number generator. Block randomisa-
tion in blocks of 10 was used to ensure equal
numbers of participants in each group


Allocation concealment (selection bias) Low risk The randomisation was concealed using
numbered, opaque envelopes


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Blinding of participants and personnel was
not performed.
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Neelemaat 2012 (Continued)


Blinding of outcome assessment (detection
bias)
All outcomes


High risk The participants were not blinded, and the
trial reported quality of life


Incomplete outcome data (attrition bias)
All outcomes


High risk Data was incomplete for 60 (28.6%) par-
ticipants.The trial performed intention-to-
treat analysis but used last observation car-
ried forward for missing data besides cost,
which was imputed using multiple impu-
tations


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and serious
adverse events were not reported


For-profit bias Low risk The trial was funded by: The Netherlands
Organisation for Health Research and De-
velopment (ZonMw) (94506203)


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias


Neuvonen 1984


Methods Randomised clinical trial, Finland


Participants 19 hospitalised adults undergoing major abdominal surgery and having 3 out of the
following 7 criteria: weight loss > 5% a month, the weight-for-height index, arm mus-
cle circumference, triceps skinfold thickness or creatinine-height index was < 90% of
normal or if the serum albumin concentration was < 32 g/l or the serum pre-albumin
concentration was < 0.08 g/l, at nutritional risk due major abdominal surgery
Male:Female = 12:7
Mean age = 55 years
Exclusion criteria: Not stated


Interventions Experimental group: TPN was started 10 days before the planned operation. The par-
ticipants received nutrition through a central venous catheter which included 1 - 2 g/
kg/day amino acids, 150 - 200 kcal/1gN (glucose and fat), 40 - 60 ml/kg water together
with the necessary minerals and vitamins(n = 9)
Control group: No treatment(n = 10)


Outcomes Leucocyte counts, mitogen- and antigen-induced lymphocyte proliferative responses,
complications, mortality


Study dates Not stated


Notes We found no contact information for the authors.


Risk of bias
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Neuvonen 1984 (Continued)


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded due to
the nature of the intervention


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were no dropouts.


Selective reporting (reporting bias) Low risk No protocol could be obtained, but the trial re-
ported serious adverse event and mortality


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Nguyen 2012


Methods Randomised clinical trial, Australia


Participants 28 hospitalised adults admitted to a level 3 ICU due to being critically ill and able to
receive enteral nutrition, and likely to receive mechanical ventilation for at least 4 days,
at nutritional risk due to ICU hospitalisation
Male:Female = 18:10
Mean age = 55.6 years
Exclusion criteria: transferred from other ICUs or were recently (within 14 days) ad-
mitted to an ICU; receiving parenteral nutrition; recent (< 4 weeks) major surgery that
involved opening the abdominal cavity or gastro-intestinal tract or previous surgery of
the oesophagus or stomach; receiving prokinetic therapy within 24 hrs before the study;
and pregnant or breastfeeding


Interventions Experimental group: Early enteral feeding within 24 hrs of admission for 4 days (n = 14)
Control group: delayed feeding in which the participants did not receive any form of
nutritional support, including parenteral nutrition for the first 4 days in ICU (n = 14)
Co-intervention: Normal enteral feeding after 4 days, nasogastric tube


Outcomes Plasma 3-OMG levels, duration of mechanical ventilation, prevalence of ventilator-
associated pneumonia, and mortality, length of stay at ICU, gastric emptying
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Study dates Not stated


Notes We contacted the authors on 19th August 2015 by email: quoc.nguyen@health.sa.gov.
au. We received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Computer-generated sequence


Allocation concealment (selection bias) Low risk List was maintained by an independent research
co-ordinator.


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did
not report on serious adverse events


For-profit bias Low risk The trial was funded by a non-profit organisation
(National Health and Medical Research Council,
and by the Australian National Health and Re-
search Council grant)


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Nixon 1981


Methods Randomised clinical trial, USA


Participants 50 hospitalised adults with advanced colorectal carcinoma, at nutritional risk according
to the trialist
Male:Female = 19:26 (gender not reported for five participants)
Mean age = 58 years
Exclusion criteria: severe heart or renal disease, antibiotic-resistant infections, weight loss
> 24% of premorbid level, or important nutrient losses from vomiting, diarrhoea, or
fistulae. No surgery, radiation, or chemotherapy could have occurred for 2 weeks prior
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to study entry


Interventions Experimental group: Total parenteral nutrition and chemotherapy. Participants were to
receive 28 days of central parenteral hyperalimentation at the level of 30 - 35 kcal and 0.2
- 0.3 N/kg body weight/day. Chemotherapy (5-fluorouracil + methyl CCNU) was begun
on the 14th day after these nutrient levels were reached. Only 1 course of total parenteral
nutrition was administered; afterwards total oral intake as wished was tolerated.(n = 25)
Control group: No intervention. Control group were begun immediately on an identical
chemotherapy regimen and allowed to eat as they wished. (n = 25)
Co-intervention: Chemotherapy


Outcomes Overall median survival (days)


Study dates Not stated


Notes We found no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Low risk The trial used a sealed-envelope system developed by
the support contractor


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Blinding was not performed.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk 5 (10%) of the participants were withdrawn from the
trial and the analyses. It was unclear how the trial dealt
with missing data


Selective reporting (reporting bias) High risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Low risk The study was funded by NIH contract NO1-CP-
65892, NIH Grants RR39 and 16255, the American
Legion Gioia Osborne Cancer Research Fund, and the
state of Georgia Contract Cancer-Nutrition
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Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Norman 2005


Methods Randomised clinical trial, Germany


Participants 63 hospitalised adults admitted with decompensated liver cirrhosis, at nutritional risk
according to the trialist
Male:Female = not stated
Mean age = not stated
Exclusion criteria: none stated


Interventions Experimental group: Protein-rich enteral nutrition (35 kcal/kg body weight and 1.5 g
protein/kg body weight) for 14 days(n = 13)
Control group: Standard hospital diet(n = 12)


Outcomes Muscle function, prothrombin time, hand-grip strength, subjective global assessment,
bilirubin, albumin


Study dates Not stated


Notes We contacted the authors on 19th August 2015 by email: matthias.pirlich@charite.de.
We received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reporteded


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did
not report on all-cause mortality or serious ad-
verse events


275Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Norman 2005 (Continued)


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Oh 2014


Methods Randomised clinical trial, Korea


Participants 31 hospitalised adults with a diagnosis of advanced cancer with no future plans for
anticancer treatment, at nutritional risk due to being in intensive care
Male:Female = 19:12
Mean age = 59 years
Exclusion criteria: cardiac or renal disease that restricted the administration of fluid; an
electrolyte controlled diabetes (HbA1c > 8% despite therapy); an indication of unsuit-
ability for participating in the trial as determined by the attending physician


Interventions Experimental group: Parenteral nutrition. The Nutritional Support Team determined the
parenteral nutrition composition during initial periods of the study treatment. All types
of marketed intravenous amino acid and fat emulsions were allowed, including ready-to-
use products. Treatment was continued from randomisation until death or withdrawal
of consent.(n = 16)
Control group: Treatment as usual (n = 15)
Cointervention: Participants received intravenous fluid. The total amount of fluid was
determined by the attending physician with a maximum of 30 ml/kg a day in addition
to replacement of abnormal losses from the previous day to meet the physiologic fluid
requirement of healthy adults. The fluids were normal saline, half saline or dextrose
water. Decision of total administered calories was made by the attending physician, but
limited to under the 20 kcal/kg a day, which is the minimum energy requirement of a
bedridden person


Outcomes Overall survival, total administered calories


Study dates June 2011 to December 2011


Notes We did not obtain the author’s email until late in the writing phase of the review, and
have not contacted them


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Low risk Random allocation was made by research staff of
Seoul Medical Center Research Institute. Allocated
groups were announced to investigators at the time
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of assignment of each participant by telephone call


Blinding of participants and personnel
(performance bias)
All outcomes


High risk No blinding of participants and personnel was per-
formed.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were no dropouts.


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and all-cause mor-
tality and serious adverse events were not reported


For-profit bias Low risk This study received 2011 grant of Seoul Medical
Center Research Institute


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Ollenschläger 1992


Methods Randomised clinical trial, Germany


Participants 32 hospitalised adults with acute leukaemia, at nutritional risk due to weight loss > 5%
within 3 months or acute weight < 90% ideal body weight
Male:Female = approximately 14:16
Mean age ~ 37
Exclusion criteria: metabolic diseases; renal or liver insufficiency; need for artificial nu-
trition


Interventions Experimental group: General nutrition support; intensified oral nutrition. Participants
received nutrition education, daily visits by a dietitian and recording of food intake, as
well as a weekly assessment of subjective well-being. Intervention lasted throughout the
whole tumour therapy (median 22 weeks). (n = 16)
Control group: No intervention(n = 16)
Co-intervention: All received menus of free choice, with a daily offer of 1.0 - 2.0 g
protein, 30 - 50 kcal/kg body weight, depending on the pretreatment nutritional status


Outcomes Septic episodes, days with body temperatures above 38.5 °C, mortality, nutritional status,
weight, tumour treatment side effects, amount of complete remissions, energy intake,
nutrient intake, quality of life (only experimental group)


Study dates Not stated


Notes We found no contact information for the authors.
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Ollenschläger 1992 (Continued)


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk The trial was described as being randomised, but
it was unclear how the sequence was generated


Allocation concealment (selection bias) Unclear risk No described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did
not properly report serious adverse events. All-
cause mortality was reported


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Pacelli 2007


Methods Randomised clinical trial, Italy


Participants 20 hospitalised adults with a clinical or pathologic diagnosis of cancer of the stomach,
at nutritional risk due to weight loss of 10% with respect to usual body weight
Male:Female = 10:10
Mean age = 69.5 years


Interventions Experimental group: standard hospital oral diet plus PN. The PN formula contained 0.
2 g/kg/day of nitrogen and 30 nonprotein kcal/kg/day. The PN was given as a balanced
mixture of D-glucose, lipids (20% Intralipid), and amino acids, electrolytes, vitamins,
and trace elements. (n = 10)
Control group: standard hospital oral diet(n = 10)


Outcomes Percentage of cells incorporating bromodeoxyuridine in vitro and percentage of cells in
the S-phase as measured by flow cytometry
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Pacelli 2007 (Continued)


Study dates Not stated


Notes We contacted the authors on 23rd June 2015 by email: maubosso@tin.it.. We received
no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Randomisation was performed by using a central com-
puterised system


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were no dropouts or withdrawals.


Selective reporting (reporting bias) High risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Page 2002


Methods Randomised clinical trial, UK


Participants 40 hospitalised adults undergoing oesophageal resection for carcinoma, at nutritional
risk due to major surgery
Male:Female = 28:12
Mean age = 67.3 years


Interventions Experimental group: Isocaloric enteral feed (1048 kcal/l and 40 g protein/l)(n = 20)
Control group: Standard intravenous fluids (5% glucose)(n = 20)


Outcomes Weight, BMI, haematological and serological parameters, days in hospital, duration of
enteral feed, death, complications


279Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0



http://mailto:maubosso@tin.it





Page 2002 (Continued)


Study dates Not stated


Notes We contacted the authors on 23rd June 2015 by email: richard.page@ccl-tr.nwest.nhs.uk.
We received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk The trial was described as being randomised, but it was
unclear how the sequence was generated


Allocation concealment (selection bias) Low risk The trial used sealed envelopes.


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Low risk The trial reported serious adverse events and all-cause
mortality


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Pang 2007


Methods Randomised clinical trial, China


Participants 89 hospitalised adults undergoing either gastrointestinal, urologic neoplasms, cardiotho-
racic, hepatobiliary or pancreas surgery, at nutritional risk due to major surgery
Male:Female = 47:42
Mean age = 46 years
Exclusion criteria: none stated


Interventions Experimental group: Participants received continuous infusion of enteral nutrition liquid
by using nasal-jejunal feeding-tube, infusion speed from 25 ml/hr to 100 ml/hr, for 15
days.(n = 49)
Control group: Home-made diet by oral feeding for 15 days(n = 40)
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Pang 2007 (Continued)


Outcomes Total lymphocyte counts, serum albumin, and wound-healing rate, thyroxin and albumin
levels, cost effectiveness


Study dates Not stated


Notes We tried and failed 5 times to contact the author by phone.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Peck 2004


Methods Randomised clinical trial, USA


Participants 32 hospitalised adults either between 18 and 50 and admitted within 24 hours of burn
injury with at least 20% of total body surface area burns, or younger than 18 or older
than 50 and with at least 10% total body surface area burns, at nutritional risk due to
trauma
Male:Female = 19:8 (analysed)
Mean age = 46.5 years
Exclusion criteria: Pre-existing medical conditions that led to inanition and wasting
(e.g. such as adult immunodeficiency syndrome, cancer), had high-voltage electrical
injuries, were admitted to the burn centre for treatment of an exfoliative skin disorder, or
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Peck 2004 (Continued)


were treated with the volumetric diffusive respirator (VDR) for smoke inhalation injury
because of the inability to obtain indirect calorimetry measurements on the VDR


Interventions Experimental group: Early feeding through nasogastric tube group initiated within 24
hrs(n = 16)
Control group: No intervention(n = 16)
Co-intervention: Nasogastric tube placement at admission. Normal oral feeding


Outcomes REE/BEE, weight, transthyretin, transferrin, urine urea nitrogen, feeding complications,
infections, number of antibiotic days, number of ventilator days, number of ICU days,
length of acute days, mortality


Study dates Not stated


Notes We contacted the authors on 19th August 2015 by email: mpeck@unc.med.edu. We
received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk The trial was described as being randomised, but it
was unclear how the sequence was generated


Allocation concealment (selection bias) Unclear risk The trial used sealed envelopes but it was unclear if
they were opaque


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The trial reported 5 dropouts, but it was unclear from
which group and the trial did not allow proper inten-
tion-to-treat methodology


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
properly report serious adverse events


For-profit bias Low risk The trial was funded by a non-profit organisation
(Sponsored by the North Carolina Jaycee Burn Center
and General Clinical Research Center Program of the
Division of Research Resources)
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Peck 2004 (Continued)


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Peng 2001


Methods Randomised clinical trial, China


Participants 22 hospitalised adults admitted with severe burn injuries (TBSA > 50%), at nutritional
risk due to trauma
Male:Female = 15:7
Mean age = 31 years
Exclusion criteria: moderate-to-severe inhalation injury, diarrhoea or ileus


Interventions Experimental group: Early enteral feeding. Participants were given ENSURE (carbohy-
drate 54.5%, protein 14%, lipid 31.5%) oral or nasal feeding. 78 - 80 ml/3hr, 0.75 Kcal/
ml in first 24 hrs after burn, 100 - 150 ml/3hr, 0.75 - 1 Kcal/ml within the next 24 hrs.
(n = 13)
Control group: Delayed enteral feeding. Oral liquid diet 48 hrs after burn(n = 9)
Co-intervention: Conventional therapy


Outcomes Plasma, endotoxin TNF-α, urine mannitol, urinary lactulose


Study dates Not stated


Notes We tried and failed 3 times to contact the author by phone.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported
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Peng 2001 (Continued)


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Popp 1981


Methods Randomised clinical trial, USA


Participants 42 hospitalised adults undergoing aggressive induction-consolidation-late intensification
chemotherapy for advanced diffuse lymphoma
Male:Female = 23:18 (gender not reported for 1 participant)
Mean age = 42 years
Exclusion: None stated


Interventions Experimental group: TPN during the first 14 days of each 28-day induction and late
intensification chemotherapy cycle. TPN contained 500 mL of Freamine II as well as
vitamins and minerals. (n = 20)
Control: no intervention (n = 21)
Co-intervention: chemotherapy with ProMACE and MOPP, oral intake as wished


Outcomes Survival, nutritional markers, blood count


Study dates Not stated


Notes We could obtain no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described
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Popp 1981 (Continued)


Incomplete outcome data (attrition bias)
All outcomes


Low risk Under 5% of participants had incomplete outcome
data.


Selective reporting (reporting bias) Low risk The trial reports mortality and nutrition-related com-
plications


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Potter 2001


Methods Randomised clinical trial, UK


Participants 381 hospitalised elderly adults admitted from home and with no known malignancy,
had the ability to swallow, and were not obese (BMI < 75th percentile), at nutritional
risk according to anthropometrics
Male:Female = not reported
Median age = 83.years
Exclusion criteria: none specified


Interventions Experimental group: Normal ward diet + oral supplements (1.5 kcal/mL energy, intended
to provide 22.5 g protein and 540 kcal energy a day. It was prescribed 3 times daily with
120 mL each time (8:00 AM, 2:00 PM, and 6:00 PM).(n =186)
Control group: Normal ward diet + dietetic intervention was available to all participants
in the study.(n = 195)


Outcomes Total energy intake, weight, arm muscle circumference, mortality, functional recovery,
discharge placement, length of hospital stay


Study dates Not stated


Notes We contacted the authors on 19th August 2015 by email: Jan.potter@guic.scot.nhs.uk
. We received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk The trial used sealed envelopes, but it was unclear if
they were opaque
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Potter 2001 (Continued)


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The trial was a non-placebo trial, and the participants
were not blinded


Blinding of outcome assessment (detection
bias)
All outcomes


Low risk The dietician performing the outcome assessment was
blinded to the intervention


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk There were above 5% dropouts according to weight,
and they were not accounted for using proper method-
ology


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and serious adverse
events was not reported


For-profit bias High risk The trial received supplements from a company that
might have conflict of interest (Frusenius UK Ltd)


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Prieto 1994


Methods Randomised clinical trial, Spain


Participants 84 hospitalised adults entering the Digestive Surgery Service and with planned surgery,
at nutritional risk due to the trialist classifying them as at risk
Male:Female = 33:51
Mean age = 57 years


Interventions Experimental group: Received peripheral parenteral nutrition (25.30 g amino acids/3L,
50 g carbohydrates/3L)(n = 22)
Control group: Received conventional serum therapy of 5% glucose(n = 22)


Outcomes Percentage of ideal weight, albumin, haemoglobin, arm circumference, transferrin


Study dates Not stated


Notes We found no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


286Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Prieto 1994 (Continued)


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Pupelis 2000


Methods Randomised clinical trial, Latvia


Participants 29 hospitalised adults undergoing surgery for severe pancreatitis, at nutritional risk due
to major surgery
Mean age = 51 years
Male:female = not reported
Exclusion criteria: not reported


Interventions Experimental group: Postoperative enteral nutrition during the first 24 hrs after operation
with Pepti 2000 until the participant could receive standard nutrition.(n = 11)
Control group: No intervention(n = 18)
Co-interventions: Conventional intravenous fluids


Outcomes APACHE-score, number of complications, length of hospital stay, length of stay in ICU


Study dates January 1997 to February 1998


Notes We contacted the authors on 23rd June 2015 by email: pupelis@gailes.lv. We received
no reply.


Risk of bias


Bias Authors’ judgement Support for judgement
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Pupelis 2000 (Continued)


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Only the experimental group had a tube.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Low risk Serious adverse events and mortality were reported.


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Pupelis 2001


Methods Randomised clinical trial, Latvia


Participants 60 hospitalised adults undergoing surgery for peritonitis and severe pancreatitis. None of
the included participants received TPN before surgery. At nutritional risk due to major
surgery
Male:Female = 45:15
Mean age = 51.4 years
Exclusion criteria: none specified


Interventions Experimental group: Jejunal feeding was started during the 1st 12 hrs postoperatively
in the ICU with full-strength whole-protein formula (1 kcal/mL) or oligopeptide-based
formula (1 kcal/mL), providing at least 300 mL each day.(n = 30)
Control group: Standard intravenous fluids(n = 30)


Outcomes Complications, SIRS, death caused by multiple organ dysfunction syndrome, mortality


Study dates January 1997 to April 1999


Notes We contacted the authors on 23rd June 2015 by email: pupelis@gailes.lv. We received
no reply.


Risk of bias
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Pupelis 2001 (Continued)


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Only the experimental group received a tube.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Low risk No protocol was found. Serious adverse events and
all-cause mortality were reported


For-profit bias High risk The trial was funded by Amaija ltd. (Nutrition man-
ufacturer)


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Rabadi 2008


Methods Randomised clinical trial, USA


Participants 116 hospitalised adults with 1. 1st acute stroke event within 4 weeks of admission to
an inpatient rehabilitation facility; 2. haemorrhagic or ischaemic stroke documented
clinically and by neuroimaging; 3. significant weight loss as indicated by unintentional
weight loss of at least 2.5% within 2 weeks following
stroke onset; 4. medically stable from a cardiorespiratory standpoint that they could
participate in their daily therapies; 5. ability to ingest food including supplements either
orally or through the PEG tube; 6. Informed consent, if possible from the participant;
where it was not possible, proxy consent was obtained from the next of kin according to
institutional IRB standards. At nutritional risk due to stroke
Male:Female = 68:48
Mean age = 74.2


Interventions Experimental group: The “intensive” nutritional supplement was Novasource 2.0 (240
calories, 11 g of proteins).(n = 58)
Control group: The “standard” nutritional supplement was Resource Standard (127
calories, 5 g of protein).(n = 58)
The supplements were always given within 72 hrs after arriving at the rehabilitation
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Rabadi 2008 (Continued)


facility


Outcomes FIM-score, 2-minute walking test, 6-minute walking test, weight, albumin, transferrin,
% IBW


Study dates Not stated


Notes We contacted the authors on 23rd June 2015 by email: rabadimh@gmail.com. We
received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk 10-block randomisation


Allocation concealment (selection bias) Low risk Sealed opaque envelopes


Blinding of participants and personnel
(performance bias)
All outcomes


Low risk The trial was blinded to the participants and person-
nel.


Blinding of outcome assessment (detection
bias)
All outcomes


Low risk The investigators performing the outcome assessment
were blinded


Incomplete outcome data (attrition bias)
All outcomes


High risk There were more than 5% dropouts, and the dropouts
in the 2 groups could not be described as being similar


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Low risk No pharmaceutical company funded the trial.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Rana 1992


Methods Randomised clinical trial, country unknown.


Participants 54 hospitalised adults admitted for 1 of the following elective gastrointestinal surgical
procedures: Gastro-oesophagectomy, total and subtotal gastrectomy for carcinoma, open
cholecystectomy, and exploration of common bile duct, palliative cholecystojejunos-
tomy and enterostomy or choledochojejunostomy and enterostomy for carcinoma of
the pancreas, ileocolonic resection, hemicolectomy or anterior resection of colon and
abdominoperineal resection of colon; at nutritional risk due to major surgery
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Rana 1992 (Continued)


Male:Female = 19:21 (only participants that completed the study)
Mean age: 60.7 years (only participants that completed the study)
Exclusion criteria: dementia, received any form of pre-operative nutritional support


Interventions Experimental group: Oral nutrition sip feed of 200 ml. (1.5 kcal/ml, 7.8 g/L)(n = 27)
Control group: No intervention(n = 27)
Co-intervention: Standard hospital diet


Outcomes Nutritional status, nutritional intake, monitoring and complications


Study dates Not stated


Notes We could obtain no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


High risk More than 5% dropped out, and the trial
did not use proper methodology to deal
with missing data


Selective reporting (reporting bias) Low risk No protocol could be obtained but the trial
reported serious adverse events and mortal-
ity


For-profit bias High risk The trial was funded by Nutricia.


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias
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Reilly 1990


Methods Randomised clinical trial, USA


Participants 18 hospitalised adults with hypoalbuminaemic cirrhosis admitted for liver transplanta-
tion, at nutritional risk due to major surgery
Male:Female = 9:9
Mean age = 47.5 years


Interventions Experimental group: TPN (non-protein caloric intake 35 kcal/kg and 1.5 g/kg/day amino
acids)(n = 10)
Control group: No specific nutritional therapy, standard intravenous isotonic glucose
solutions(n = 8)


Outcomes GCS, nitrogen balance, serum ammonia, bilirubin, days intubated, days in ICU, length
of stay, hospital costs, mortality


Study dates Not stated


Notes We contacted the authors on 19th August 2015 by email: jjreilly@andrew.cmu.edu. We
received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The trial was described as being partially blinded, but
the control group was not blinded


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias
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Reissman 1995


Methods Randomised clinical trial, USA


Participants 161 hospitalised adults undergoing major abdominal surgery, at nutritional risk due to
major surgery
Male:Female = 77:84
Mean age = 53.5 years


Interventions Experimental group: Early feeding group, clear liquid diet on 1st postoperative day, and
advanced to a regular diet with 24 - 48 hrs(n = 80)
Control group: Regular feeding. Nothing by mouth until resolution of ileus(n = 81)


Outcomes Vomiting, abdominal distention, length of ileus, tolerance of regular diet, length of
hospitalisation, and complications


Study dates November 1992 and April 1994


Notes We could obtain no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Low risk All-cause mortality and serious adverse events were
reported


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias
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Ren 2015


Methods Randomised clinical trial, China


Participants 167 adult hospitalised adults, at nutritional risk due to orthopaedic injury operation
Male:Female = 88:79
Mean age: 58.8 years
Excluded criteria: None specified


Interventions Experimental group: Enteral nutrition: Short peptide nutrient solution was taken orally
the 1st day after operation. 80 - 160 g of short peptide nutrition was diluted to 300 ml
with water and the treatment dose was dependent on participant’s disease degree and
health status.(n = 85)
Control group: Standard care after the operation (n = 82)


Outcomes Time of leaving bed, hospital stays, anus exhaust time, effective rate and complications


Study dates Not stated


Notes We contacted the authors by phone. We received information on random sequence
generation


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk The randomisation was conducted by random table.


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Whether the outcome assessors were blinded was not
reported.


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The numbers and reasons for withdrawals and drop-
outs were not reported


Selective reporting (reporting bias) Unclear risk All-cause mortality and serious adverse events were
reported


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial may or may not be free of other components
that could put it at risk of bias
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Rimbau 1989


Methods Randomised clinical trial, France


Participants 20 hospitalised adults undergoing aortabifemoral bypass, at nutritional risk due to major
surgery
Male:female = not stated
Mean age = 56.5 years
Exclusion: diseases predisposing malnutrition, renal or hepatic disease


Interventions Experimental group: TPN from 12 hrs post-operatively to day 4 at the rate of 0.16 N/
kg/day and 16.7 kcal/kg/day with 50% from carbohydrates and 50% from lipids (n =
10)
Control group: standard post-operative fluids (n = 10)


Outcomes IPN prior to the surgery and on day 4, triceps skinfold thickness, albumin, transferrin,
delayed cutaneus hypersensibility defined on a scale from 0 to 2, protein catabolism,
blood loss during surgery, complications, length of hospital stay, cost benefit


Study dates Not stated


Notes We found no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk No dropouts


Selective reporting (reporting bias) Unclear risk Mortality was not reported.


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Roberts 2000


Methods Randomised clinical trial, USA


Participants 55 hospitalised adults undergoing analogues marrow or blood transplantation
Male:Female = not described
Mean age = not described
Exclusion criteria: Not reported


Interventions Experimental: TPN 30 - 35 kcal/kg and 1.5 - 1.75 g protein/kg(n = 28)
Control: No intervention(n = 28)
Co-intervention: Oral diet


Outcomes Length of stay, albumin, hand-grip strength (not used)


Study dates Not stated


Notes We contacted the authors by email: Susan.Roberts@BSWHealth.org. The author re-
sponded with information on blinding


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Not blinded


Blinding of outcome assessment (detection
bias)
All outcomes


High risk The outcome assessors were not blinded.


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report mortality or complications


For-profit bias Low risk The trial was funded by the local hospital.


Other bias Unclear risk The trial appeared to be free of other components that
could put it at risk of bias
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Roth 2013


Methods Randomised clinical trial, Switzerland


Participants 157 hospitalised adults undergoing surgery with pelvic lymph node dissection, cystec-
tomy and ileal diversion for bladder cancer, at nutritional risk due to major surgery
Male:Female = 106:51
Mean age = 67 years
Exclusion criteria: previous pelvic lymph node dissection, previous radiation therapy,
prior bowel surgery, severe hepatic or cardiac dysfunction, an inability to give fully
informed consent


Interventions Experimental group: TPN consisting of Nutriflex special 70/240 (B. Braun Medical,
Melsungen, Germany), a solution with a total energy of 1240 kcal/1000 ml and contain-
ing polyamino acids, glucose, and electrolytes. TPN (1500 ml/day; total 1860 kcal/day;
105 g polyamino acids/day; 360 g glucose/day; 0 g lipids/day) was administered contin-
uously for 5 days starting on postoperative day 1. No intravenous supplementation of vi-
tamins or trace elements were given. An additional 30 IU Actrapid HM (Novo Nordisk,
Copenhagen, Denmark) and 1875 IU heparin (Liquemin; Drossapharm, Basel-Stadt,
Switzerland) every 24 hrs were added to the TPN solution. (n = 74)
Control group: Ringer’s lactate solution
(Sintetica-Bioren, Mendrisio, Switzerland; 1500 ml/24 h) and additional potassium
substitution (40 mmol/24 h) (n = 83)
Co-interventions: Oral intake was started with clear fluids on the day of surgery, with
fluids started on postoperative day 1. Solid diet was resumed on the return of active bowel
sounds and when fluids were well tolerated. Perioperatively, a central venous catheter was
placed in all participants. Perioperative antibiotic therapy consisted of aminoglycoside
and metronidazole for 48 hrs and amoxicilin/clavulanic acid until removal of all stents
and catheters. Perioperatively, 3000 - 4000 ml of parenteral crystalloids were routinely
administered. Combined general and epidural anaesthesia were given intra-operatively.
Postoperative epidural (T9 - T10) analgesia was routinely used, but systemic morphine
derivates were avoided. To stimulate postoperative bowel function, subcutaneous injec-
tions of 0.5 mg neostigmine methylsulfate up to 6 times a day were administered to all in
similar distribution starting on postoperative day 2 and continuing until bowel activity
resumed. Anti-emetics and other prokinetic drugs were not routinely administered and
only given as needed. Low-molecular-weight heparin (Fraxiparine) was started on the
evening before surgery and maintained for at least 10 days


Outcomes Occurence of postoperative complications, time to recovery of bowel function, biochem-
ical nutritional (serum albumin, serum prealbumin, serum total protein) and inflamma-
tory (C-reactive protein) parametres, length of hospital stay, cost attributed to the TPN,
time to full diet resumption


Study dates September 2008 and March 2011


Notes We contacted the authors on 07th April 2016 by email: urology.berne@insel.ch


Risk of bias


Bias Authors’ judgement Support for judgement
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Roth 2013 (Continued)


Random sequence generation (selection
bias)


Low risk Randomisation was done by a computer-based
programme.


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Blinding was not performed.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk No drop-outs, none lost to follow-up


Selective reporting (reporting bias) Low risk No protocol could be obtained but the trial
reported complications and mortality


For-profit bias Low risk The trial was not funded by any company that
might have a vested interest in the results


Other bias Low risk The trial appeared to be free of other compo-
nents that could put it at risk of bias


Russell 1984


Methods Randomised clinical trial, Canada


Participants 31 hospitalised adults with small-cell lung cancers, at nutritional risk due to trialist
indication
Male:Female = 21:10
Mean age = 55.8 years
Exclusion criteria: (a) recent myocardial infarction (< 3 months from the date of diag-
nosis), congestive cardiac failure, or cardiac arrhythmia; (b) documented central nervous
system metastases (c) superior vena cava obstruction precluding central venous catheter-
isation for TPN; (d) inappropriate antidiuretic hormone syndrome; (e) other comor-
bid disease which rendered treatment inappropriate; (f ) performance status of 4 on the
ECOG scale


Interventions Experimental: the TPN provided between 1 and 1.25 g/kg body weight/day of crystalline
amino acids (Travasol; Baxter-Travenol Laboratories of Canada) and a nonprotein calorie
intake of between 32 and 40 kcal/kg body weight/day given as an equicaloric mixture of
dextrose and lipid (Nutralipid; Pharmacia, Canada). Depleted participants (> 5% body
weight loss in the 3 months prior to diagnosis) received an amino acid intake of between
1.50 and 2.0 g/kg body weight/day and a nonprotein calorie intake of 48 to 64 kcal/
kg body weight/day. Both the protein and calorie intake were reassessed each week, and
minor adjustments were made depending on clinical assessment of the nutritional status.
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Russell 1984 (Continued)


Oral intake was restricted to noncaloric fluids. (n = 15)
Control: continued to consume a self-regulated oral diet(n = 16)
Co-interventions: chemotherapy


Outcomes Energy metabolism and substrate hormone profile


Study dates Not stated


Notes We could obtain no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report mortality or complications


For-profit bias Unclear risk It was unclear if the trial was supported by a com-
pany with an interest in a given result:
“Supported by an NIH Contract with the Univer-
sity of Toronto (Contract NOICM-
97267), the Ontario Ministry of Health (Grant PR
228), and various sponsors.”.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Ryan 1993


Methods Randomised clinical trial, Canada


Participants 10 hospitalised adults, at nutritional risk due to being 85% of ideal weight
Male:Female = 5:5
Mean age = 68 years


Interventions Experimental group: nocturnal supplemental nasoenteric infusion (1000 kcal above usual
caloric intake), or 1.7 times measured REE.(n = 6)
Control group: placebo (containing < 100 kcal, same volume)(n = 4)
Co-intervention: normal diet


Outcomes Kcal/day, weight change, Vo2/min, RQ


Study dates Not stated


Notes We contacted the authors on 13th December 2015 by email: fryan@interchange.ubc.
ca. We received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Low risk The trial was a placebo study, and described how
the participants and personnel were blinded


Blinding of outcome assessment (detection
bias)
All outcomes


Low risk The trial was a placebo study, and described how
the outcome assessment was blinded


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did
not report on all-cause mortality or serious adverse
events


For-profit bias High risk The trial was funded by a pharmaceutical company
(Bristol-Myers Squibb)


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Sabin 1998


Methods Randomised clinical trial, Germany


Participants 80 hospitalised adults admitted for PEG placement, at nutritional risk due to being in
an ICU


Interventions Experimental group: Enteral nutrition 3 hrs after PEG placement for 1 day(n = 40)
Control group: i.v. fluids for 2 days(n = 40)
Co-interventions: Normal enteral nutrition from 2nd day


Outcomes RV, complications, mortality, pneumoperitoneum


Study dates Not stated


Notes We contacted the authors on 13th December 2015 by email: med2.keymling@klinikum-
meiningen.de. We received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Low risk The trial reported serious adverse events and mor-
tality.


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Sacks 1995


Methods Randomised clinical trial, USA


Participants 17 hospitalised adults with severe closed-head injury, at nutritional risk due to increased
nutritional requirements
Male:Female = not reported
Mean age = 37.2 years
Exclusion criteria: Pregnancy, age > 65 years, documented hepatic dysfunction (serum
bilirubin > 2.0 mg/dL or a history of cirrhosis), hypertriglyceridaemia (> 300 mg/dL)
, or infection at the time of admission. People with significant intra-abdominal injuries
routinely received enteral nutrition through jejunal tubes and were not enrolled into the
study. People requiring scheduled corticosteroid pharmacotherapy after the 1st 24 hrs of
hospital admission were also excluded from the study


Interventions Experimental group: Participants received parenteral nutrition (PN) at day 1 through a
central venous catheter with a nutrient goal of 2 g protein/kg a day and 40 non-protein
kcal/kg a day. Maximum glucose administration was not allowed to exceed 6 mg/kg a
minute. IV fat emulsion was administered and comprised 15% to 30% of non-protein
calories. The PN solution was supplemented with electrolytes and standard amounts of
vitamins and trace elements.(n = 8)
Control group: No intervention(n = 9)
Co-interventions: Participants were transitioned to enteral nutrition support as soon as
the gastro-intestinal tract became functional and accessible


Outcomes T-lymphocyte responsiveness to mitogen stimulation, proliferative response to Con A
stimulation, T-lymphocyte proliferative response, IL-6 serum concentrations, pre-albu-
min serum concentrations, A (Con A), phytohaemagglutinin (PHA), and pokeweed mi-
togens (PWM), peripheral blood mononuclear cells (PBMCs), urinary nitrogen excre-
tion, immunologic function, nutrient, energy and protein intake and mortality


Study dates Not stated


Notes We contacted the authors on 30th June 2015 by email: KUDSK@surgery.wisc.edu. We
received a reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Random sequence generation was done using a table
of random numbers


Allocation concealment (selection bias) Unclear risk The allocation was concealed in sealed envelopes, but
it was unclear if they were opaque


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described
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Sacks 1995 (Continued)


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained. The trial reported all-
cause mortality but not serious adverse events


For-profit bias Low risk No financial support.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Sada 2014


Methods Randomised clinical trial, Kosovo, parallel design, conducted between January 2010 -
January 2012


Participants 145 hospitalised adults undergoing open colorectal and open cholecystectomy, at nutri-
tional risk due to undergoing major surgery
Male:Female = 53:89 (3 missing)
Mean age = 56 years
Exclusion: type 1 or 2 diabetes mellitus, stomach-emptying disorders or documented
gastric oesophageal reflex disease, emergency surgery interventions


Interventions Experimental: the study group received 800 mL (by mouth) of carbohydrate beverage
in the evening before surgery (22:00) and an additional 400 mL 2 hrs before anaesthesia
induction. The beverage contained 12.5% carbohydrates (polycarbohydrates), 50 kcal/
100 mL, 285 mOsmol/kg (NutriciapreOp, Nutricia Ltd.) (n = 44)
Control: there were 2 control groups:
1. The placebo group received a non-caloric colourless liquid with the same taste and
without carbohydrates in the same amount as the participants in the experimental group.
(n = 46)
2. The control group did not receive any of these drinks and were subject to the traditional
preoperative fasting(n = 52)


Outcomes VAS score, length of stay


Study dates January 2010 - January 2012


Notes Trial registration: ANZCTR.org.au: ACTRN12614000995673.


Risk of bias


Bias Authors’ judgement Support for judgement
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Sada 2014 (Continued)


Random sequence generation (selection
bias)


Low risk Throwing dice by an independent person,
not otherwise involved in the trial


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Low risk The placebo was identical in appearance
and taste.


Blinding of outcome assessment (detection
bias)
All outcomes


Low risk The placebo was identical in appearance
and taste.


Incomplete outcome data (attrition bias)
All outcomes


Low risk Under 5% of participants had incomplete
outcome data.


Selective reporting (reporting bias) Unclear risk The trial was retrospectively registered and
did not report mortality or serious adverse
events


For-profit bias Unclear risk The trial was sponsored by University Clin-
ical Center of Kosovo and by an individual
Avdyl Krasniqi


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias


Saluja 2002a


Methods Randomised clinical trial, India


Participants 20 hospitalised adults between 20 and 60 years undergoing major abdominal surgery, at
nutritional risk due to major abdominal surgery


Interventions Experimental group: Received the standard ward diet plus the hospital kitchen-prepared
liquid sip feed of 500 ml, providing 500 kcal comprising 16.66 g protein, 43.5 g carbo-
hydrate, and 30 g fat. The 500-ml sip feed contained 375 ml milk, 12.5 g sugar, 12.5 g
butter, 12.5 g colustarch, 125 ml rice water, and half an egg. (n = 19)
Control group: Received a standard ward diet (n = 10)


Outcomes Weight, albumin, middle-arm circumference (MAC), hand-grip strength, lymphocyte
count


Study dates April 1999 to March 2000


Notes 1st comparison of the complete trial Saluja 2002. We contacted the authors by email
sundeepsaluja@yahoo.co.in. The author could not remember the method of randomi-
sation.
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Saluja 2002a (Continued)


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk In the trial the randomisation was described as be-
ing done through drawing lots but it was unclear if
this was done by an independent person. The author
could not remember the method of randomisation


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


High risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were no dropouts or withdrawals.


Selective reporting (reporting bias) Low risk No protocol could be obtained, but we received in-
formation on all-cause mortality and serious adverse
events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Saluja 2002b


Methods Randomised clinical trial, India


Participants 20 hospitalised adults between 20 and 60 undergoing major abdominal surgery, at nu-
tritional risk due to major abdominal surgery


Interventions Experimental group: Received the standard ward diet plus the hospital kitchen-prepared
liquid sip feed of 500 ml, providing 500 kcal comprising 16.66 g protein, 43.5 g carbo-
hydrate, and 30 g fat. The 500-ml sip feed contained 375 ml milk, 12.5 g sugar, 12.5 g
butter, 12.5 g colostric, 125 ml rice water, and half an egg. (n = 10)
Control group: Received a standard ward diet(n = 10)


Outcomes Weight, albumin, middle-arm circumference (MAC), hand-grip strength, lymphocyte
count


Study dates April 1999 to March 2000
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Saluja 2002b (Continued)


Notes 2nd category of the complete trial Saluja 2002


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk In the trial the randomisation was described as being
done through drawing lots but it was unclear if this
was done by an independent person


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were no dropouts or withdrawals.


Selective reporting (reporting bias) Low risk No protocol could be obtained, but we received in-
formation on all-cause mortality and serious adverse
events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Saluja 2002c


Methods Randomised clinical trial, India


Participants 20 hospitalised adults between 20 and 60 undergoing major abdominal surgery, at nu-
tritional risk due to major abdominal surgery


Interventions Experimental group: Received the standard ward diet plus the hospital kitchen-prepared
liquid sip feed of 500 ml, providing 500 kcal comprising 16.66 g protein, 43.5 g carbo-
hydrate, and 30 g fat. The 500-ml sip feed contained 375 ml milk, 12.5 g sugar, 12.5 g
butter, 12.5 g colustarch, 125 ml rice water, and half an egg(n = 10)
Control group: Received a standard ward diet(n = 10)


Outcomes Weight, albumin, middle-arm circumference (MAC), hand-grip strength, lymphocyte
count
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Saluja 2002c (Continued)


Study dates April 1999 to March 2000


Notes 3rd category of the complete trial Saluja 2002


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk In the trial the randomisation was described as being
done through drawing lots but it was unclear if this
was done by an independent person


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were no dropouts or withdrawals.


Selective reporting (reporting bias) Low risk No protocol could be obtained, but we received in-
formation on all-cause mortality and serious adverse
events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Samuels 1981


Methods Randomised clinical trial, USA


Participants 35 hospitalised adults admitted for stage III metastatic testicular cancer, at nutritional
risk due to anthropometrics
Male:Female = Not reported
Mean age = Not reported
Exclusion criteria: Participants characterised as severely malnourished (weight loss >
12%, duration not stated)


Interventions Experimental group: received intravenous hyperalimentation solution containing 25%
dextrose with 4.25% amino acids, supplementary vitamins, electrolytes and trace ele-
ments, which provided 35 kcals/kg/day. Intervention started on day 1 of hospitalisation,
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Samuels 1981 (Continued)


and was continued throughout the course of the chemotherapy, terminating 24 hrs be-
fore discharge
The mean duration of IVH was 48 days for noninfected participants and 18 days for
infected participants. (n = 20)
Control group: control participants who developed significant gastro-intestinal toxic
effects received 3 litres of parenteral fluids daily, usually containing 5% glucose, 0.
5 normal saline and 40 mEq of potassium chloride. In the event of > 12% weight
loss after chemotherapy, control participants were crossed over to receive intravenous
hyperalimentation at the discretion of the investigator. (n = 15)
Co-intervention: Both groups was divided in 2, where 1 group received vinblastine and
bleomycin, and the other received vinblastine, bleomycin and cisplatin


Outcomes Mortality, weight, septicaemia, pneumonia, infections, liver function, leukopenia, serum
albumin, serum transferrin, granulocyte count, granulocytopenic fever, platelet count
and oral toxicity


Study dates Not stated


Notes We could obtain no contact information from the authors. The 35 patients were strat-
ified into 3 nutritional-status categories: well-nourished, moderately malnourished and
malnourished


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk The trial was block-randomised using random-num-
ber tables.


Allocation concealment (selection bias) Unclear risk Allocation concealment was done using sealed en-
velopes but it was unclear if they were opaque


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were no dropouts.


Selective reporting (reporting bias) Low risk No protocol could be obtained , but all-cause-mortal-
ity and serious adverse events were reported


For-profit bias Low risk Supported by contracts from the division of Cancer
Cause and prevention, National Cancer institute, Na-
tional Institutes of Health, Department of Health and
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Samuels 1981 (Continued)


Human Services


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Saudny-Unterberger 1997


Methods Randomised clinical trial, Canada


Participants 33 hospitalised adults with COPD and a FEV1 ≤ 60% of the predicted value, admitted
because of acute exacerbation, at nutritional risk due to trialist indication.
Male:Female = 15:9 (gender not reported for nine participants)
Mean age = 69 (only participants who completed the study)
Exclusion criteria: in need of mechanical ventilation, gastro-intestinal tract disorder,
active cancer or other conditions predisposing to weight loss, terminally ill, unable to
communicate in English or French, suffered from mental confusion or followed a special
diet


Interventions Experimental group: ONS. Participants received oral supplements; Ensure, Ensure Plus,
puddings or extra snacks to assure a caloric intake of at least 1.5 x resting energy expen-
diture (REE) if their BMI was normal (20 to 27) and at least 1.7 x REE if their BMI
was below 20. (n = 17)
Control group: No intervention (n = 16)
Co-interventions: All participants received traditional hospital diet


Outcomes Lung function; FEV1, FVC, inspiratory muscle strength (PImax), respiratory muscle
strength; Expiratory muscle strength (PEmax), hand-grip strength, upper body strength,
activities of daily living in older adults, nitrogen balance; glucocorticosteroid use, weight,
mean energy and macronutrient intakes, degree of breathlessness, 6-minute walk test,
length of hospital stay and general well-being (QoL)


Study dates November 1993 to May 1996


Notes We contacted the authors on 13th November 2015 by email: James.Martin@McGill.ca
. The authors replied that additional data did not exist.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described
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Saudny-Unterberger 1997 (Continued)


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk All strength measurements were done by labora-
tory personnel who were blinded. Blinding of other
outcome assessments was not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk They did not use intention-to-treat analysis, but
the numbers and reasons for dropouts were clearly
stated. There were incomplete data for more than
5%


Selective reporting (reporting bias) Unclear risk The trial reported all-cause mortality, but not seri-
ous adverse events. No protocol could be obtained


For-profit bias High risk Supplements were provided by Abbott Laborato-
ries, Montreal, Canada


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Sax 1987


Methods Randomised clinical trial, USA


Participants 55 hospitalised adults with acute pancreatitis, at nutritional risk according to the trialist
Male:Female = 40:15
Mean age = 39.8 years


Interventions Experimental group: Early TPN (25% dextrose, 4.25% amino acid) for 7 days(n = 29)
Control group: No intervention (n = 26)
Co-interventions: Conventional therapy, consisting of intravenous fluids, analgesics,
antacids, and nasogastric suction


Outcomes Length of hospital stay, serum amylase, glucose, alkaline phosphatase, bilirubin, albumin,
total lymphocyte count, days until first oral intake, nitrogen balance, serum transferrin,
complications, catheter sepsis, mortality


Study dates Not stated


Notes We contacted the authors on 23rd June 2015 on email: hcsaxmd@gmail.com. We re-
ceived no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


310Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0



http://mailto:hcsaxmd@gmail.com





Sax 1987 (Continued)


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Low risk The trial reported all-cause-mortality and serious ad-
verse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Schmitz 1984


Methods Randomised clinical trial, Germany


Participants 40 hospitalised adults admitted because of polytraumatised and in need of ventilation,
at nutritional risk due to being in an ICU
Male:Female = 26:14
Mean age = 35.4


Interventions Experimental group 1: parenteral carbohydrates for 4 days(n = 10)
Experimental group 2: parenteral carbohydrates + 1 g amino acids for 4 days(n = 10)
Experimental group 3: parenteral carbohydrates + 2 g amino acids for 4 days(n = 10)
Control group: i.v. fluids(n = 10)


Outcomes Serum and urinary biomarkers (glucose, fructose), xylitconcentration, energy, urea


Study dates Not stated


Notes We found no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described
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Schmitz 1984 (Continued)


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did
not report on all-cause mortality or serious ad-
verse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Schriker 2008


Methods Randomised clinical trial, Canada.


Participants 22 hospitalised adults undergoing colorectal cancer surgery, at nutritional risk due to
major surgery
Male:Female = 13:9
Mean age = 62.5
Exclusion criteria: metastatic disease, weight loss 10% over the preceding 3 months,
congestive heart failure, hepatic disease, diabetes, and those receiving drugs known to
have metabolic effects such as corticosteroids or beta-blockers


Interventions Experimental group: Preoperative nutrition (glucose and amino acids) for 2 days(n = 11)
Control group: no intervention(n = 11)
Co-intervention: Postoperative nutrition (glucose and amino acids)


Outcomes Biochemistry, gaseous exchange


Study dates between June 2004 and June 2007


Notes We contacted the authors on 24th August 2016 by email: thomas.schricker@mcgill.ca


Risk of bias


Bias Authors’ judgement Support for judgement
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Schriker 2008 (Continued)


Random sequence generation (selection
bias)


Low risk Computer-generated random allocation


Allocation concealment (selection bias) Unclear risk The sealed envelope were not described as opaque.


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Low risk The surgeon and investigators responsible for sam-
ple analyses and data analysis were not aware of
group assignment


Incomplete outcome data (attrition bias)
All outcomes


Low risk No dropouts


Selective reporting (reporting bias) Low risk NCT00614133 - all outcomes stated in the pro-
tocol were assessed


For-profit bias Low risk The trial was sponsored by McGill University
Health Center


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Schroeder 1991


Methods Randomised clinical trial, New Zealand


Participants 32 hospitalised adults undergoing small or large bowel resection, at nutritional risk due
to major gastrointestinal surgery
Male:Female = 17:15
Mean age = 52 years
Exclusion criteria: none stated


Interventions Experimental group: Enteral feeding was initiated postsurgically with 50 ml/hr and
increased to 80 ml/hr if absorption was without problems (n = 16).
Control group: Postoperative i.v. fluids were normal saline and 5% dextrose solutions (n
= 16)
Co-interventions: Oral fluids and food were restarted usually depending on the presence
of bowel sounds and passage of flatus


Outcomes Complications, time to flatus, time to first bowel movement, weight loss, water loss,
protein loss, fat loss, wound healing, muscle function, postoperative caloric intake and
length of stay


Study dates Not stated
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Schroeder 1991 (Continued)


Notes 1 participant in the Experimental group had chronic renal failure, and was given a low-
protein modification of Osmolite. We contacted the authors in September 2015 by
email: reception@obesitysurgery.co.nz.. We received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete
data was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial
did not report on all-cause mortality


For-profit bias High risk The trial was funded by Abbott Laboratories.


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias


Schuetz 2006


Methods Randomised clinical trial, country unknown.


Participants 22 hospitalised adults with liver cirrhosis, at nutritional risk due to increased nutritional
requirements
Male:Female = 16:6
Mean age = 60 years
Exclusion criteria: None stated


Interventions Experimental group: Enteral nutrition. Tube-feeding providing a high energy and protein
intake for 2 weeks (n = unknown)
Control group: No intervention (n = unknown)
Co-interventions: Both groups received normal diet
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Schuetz 2006 (Continued)


Outcomes Severity of hepatic encephalopathy with psychometric and neurophysiologic tests, and
calorie consumption


Study dates Not stated


Notes We could obtain no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incom-
plete data was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the
trial did not report on all-cause mortality
or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias


Sharma 2013


Methods Randomised clinical trial, UK


Participants 55 hospitalised adults undergoing colorectal surgery, at nutritional risk due to major
gastro-intestinal surgery
Male:Female = 35:20
Mean age = 66
Exclusion criteria: Dementia, lactose intolerance, pregnancy, diabetes mellitus, age under
16, musculoskeletal conditions preventing accurate use of the hand-grip dynamometer
and unable to feed orally preoperatively. Postoperative exclusion criteria were postoper-
ative admission to ICU or administration of TPN
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Sharma 2013 (Continued)


Interventions Experimental group: Received standard diet + 6 x 60 ml/day of Pro-Cal (3.33 kcal/ml
and 0.06 mg/ml of protein) for the duration of the hospital stay(n = 32)
Control group: Received standard diet for the duration of the hospital stay (n = 30)


Outcomes Primary outcome: Muscle strength at discharge
Secondary outcome: Daily calorie intake, nausea, days to first flatus, days to first bowel
movement and postoperative length of hospital stay


Study dates Between June 2007 and November 2010


Notes We contacted the authors in September 2015 by email: dr miteshsharma@yahoo.co.uk.
We received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Computer-generated


Allocation concealment (selection bias) Unclear risk The envelopes were described as sealed but not opaque.


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Not blinded


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


High risk 7 randomised participants were later excluded resulting
in above 5% dropouts. The trial did not account for
the missing participants


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Low risk “The resources of our department were utilized to con-
duct the study”


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias
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Shestopalov 1996


Methods Randomised clinical trial, Russia


Participants 64 hospitalised adults with multiple organ failure because of diffuse purulent peritonitis,
at nutritional risk due to increased nutritional requirements
Male:Female = Not reported
Exclusion criteria: Not reported


Interventions Experimental group: Enteral nutrition. Started from the 1st hours after operation (n =
33)
Control group: No intervention(n = 31)


Outcomes Metabolic, hormonal and immunologic status change, stage of intestinal insufficiency
syndrome, severity of organ disorders, severity of gastro-intestinal function disorders,
hepatic, cardiac and respiratory insufficiency, and mortality


Study dates Not stated


Notes We contacted the authors on 14th October 2015 by email: ashest@yandex.ru. We re-
ceived an initial reply but no further answer


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Simon 1988


Methods Randomised clinical trial, USA


Participants 34 hospitalised adults with moderate or severe alcoholic hepatitis (chronic ethanol in-
gestion > 80 g/day for at least 2 years and right lobe hepatomegaly), at nutritional risk
according to the trialist
Male:Female = 7:15(gender not reported for 12 participants)
Mean age = 41.5 years (only for the severe malnourished)
Exclusion criteria: acute pancreatitis, insulin-dependent diabetes mellitus, positive HB-
sAg, malignancy, hypotension, congestive heart failure, sepsis, severe COPD, and recent
severe trauma, surgery, mild disease or rapidly became moribund


Interventions Experimental group: 28 days of peripheral parenteral nutrition (2 litres a day). Each litre
consisted of 35 g Aminosyn, 50 g dextrose, 500 ml of 10% Intralipid a day for a total of
1070 intravenous calories a day.(n = 16)
Control group: no intervention(n = 18)
Co-interventions: diet consisting of 2400 calories and 100 g protein + can of Ensure


Outcomes Biochemistry, grade of encephalopathy, mortality, ascites, function tests


Study dates Not stated


Notes We contacted the authors on 19th August 2015 by email: jgalamb@emory.edu. We
received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk The trial used sealed envelopes, but they were not
described as being opaque


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The trial was described as “lack of blinding”.


Blinding of outcome assessment (detection
bias)
All outcomes


High risk The trial was described as “lack of blinding”.


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report on serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.
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Simon 1988 (Continued)


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Singh 1998


Methods Randomised clinical trial, India


Participants 43 hospitalised adults with nontraumatic intestinal perforation and peritonitis, at nutri-
tional risk due to major abdominal surgery
Male:Female = not described
Mean age = 39.9 years
Exclusion criteria: renal, cardiac, or hepatic failure at the time of admission, surgery
preformed elsewhere and subsequently referred to this hospital


Interventions Experimental group: Given a feeding jejunostomy in which they received enteral nutri-
tional support by the following process: 12 - 24 hrs postoperatively: normal saline and
5% dextrose solution in a 1:3 ratio at 100 mL/hr; 24 - 48 hours postoperatively: 1.0 L of
half-strength feed at 50 mL/hr; 48 - 72 hrs postoperatively: 2.0 L of half-strength feed
at 100 mL/hr; and 72 hours onward: at least 2.0 L of full-strength feed every 24 hrs
Enteral nutrition consisted of a low-residue, easily absorbable, milk-based, blenderised
diet which was made in the Dietetics Department at the hospital. Proprietary vitamin
supplements were added. The intervention lasted 6.5 days on average.(n = 21)
Control group: Received intravenous fluids and electrolyte supplements as needed(n =
22)


Outcomes Mortality, complications, nitrogen balance and caloric intake


Study dates Not stated


Notes e contacted the authors on 16th September 2015 by email: gurpreet@ksu.edu. We re-
ceived no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Not blinded. The experimental group received a je-
junostomy whereas the control group did not


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described
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Singh 1998 (Continued)


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were no incomplete data for any participants.


Selective reporting (reporting bias) Low risk We found no protocol. The trial reported all-cause
mortality and complications


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Smedley 2004a


Methods Randomised clinical trial, UK, factorial design.


Participants 179 hospitalised adults undergoing elective moderate to major lower gastrointestinal
tract surgery, at nutritional risk due to major surgery
Male:Female = 100:79
Mean age = 60 years
Exclusion criteria: Age under 18, pregnancy, overt dementia, emergency or laparoscopic
surgery, receipt of other forms of preoperative nutritional support, and inability to take
ONS for at least 7 days before operation


Interventions Experimental group 1: post-operative supplements (drink containing 1.5 kcal and 0.05
g protein per ml. Participants were encouraged to drink this as wanted in small, frequent
quantities between meals).(n = 42)
Control group 1: No intervention (n = 48)
Co-interventions 1: pre-operative supplements (drink containing 1.5 kcal and 0.05 g
protein per ml. Participants were encouraged to drink this ad libitumas wanted in small,
frequent quantities between meals). Standard diet
Experimental group 2: post-operative supplements (drink containing 1.5 kcal and 0.05
g protein per ml. Participants were encouraged to drink this as wanted in small, frequent
quantities between meals). (n = 39)
Control group 2: No intervention (n = 50)
Co-interventions 2: standard diet


Outcomes Postoperative change in body weight, clinical complications, length of hospital stay,
nutritional status, quality of life, cost of care, anthropometrics


Study dates Between October 1998 and March 2001


Notes Same trial as Smedley 2004b with results from experimental group 1 vs control 1.
We contacted the authors on 19th August 2015 by email: tim.bowling@mail.qmcuh-
tr.trent.nhs.uk. We received no reply.


Risk of bias
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Smedley 2004a (Continued)


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk The trial used sealed envelopes, but they
were not described as being opaque


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Not blinded. Only the experimental group
received a supplement


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


High risk There were more than 5% dropouts, and
the trial did not use proper intention-to-
treat methodology


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the
trial did not report on all-cause mortality


For-profit bias High risk The trial was funded by a nutrition com-
pany (Numico Research)


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias


Smedley 2004b


Methods Randomised clinical trial, UK


Participants 179 hospitalised adults undergoing elective moderate to major lower gastrointestinal
tract surgery, at nutritional risk due to major surgery
Male:Female = 100:79
Mean age = 60 years
Exclusion criteria: Age under 18, pregnancy, overt dementia, emergency or laparoscopic
surgery, receipt of other forms of preoperative nutritional support, and inability to take
ONS for at least 7 days before operation


Interventions Experimental group 1: post-operative supplements (drink containing 1.5 kcal and 0.05
g protein per ml. Participants were encouraged to drink this as wanted in small, frequent
quantities between meals).(n = 42)
Control group 1: No intervention (n = 48)
Co-interventions 1: pre-operative supplements (drink containing 1.5 kcal and 0.05 g
protein per ml. Participants were encouraged to drink this ad libitumas wanted in small,
frequent quantities between meals). Standard diet
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Smedley 2004b (Continued)


Experimental group 2: post-operative supplements (drink containing 1.5 kcal and 0.05
g protein per ml. Participants were encouraged to drink this as wanted in small, frequent
quantities between meals). (n = 39)
Control group 2: No intervention (n = 50)
Co-interventions 2: standard diet


Outcomes Postoperative change in body weight, clinical complications, length of hospital stay,
nutritional status, quality of life, cost of care, anthropometrics


Study dates Between October 1998 and March 2001


Notes Same trial as Smedley 2004a with results from experimental group 2 vs control 2.
We contacted the authors on 19th August 2015 by email: tim.bowling@mail.qmcuh-
tr.trent.nhs.uk. We received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk The trial used sealed envelopes, but they were not de-
scribed as being opaque


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Only the experimental group received a supplement.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


High risk There were more than 5% dropouts, and the trial did
not use proper intention-to-treat methodology


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report on all-cause mortality


For-profit bias High risk The trial was funded by a nutrition company (Numico
Research)


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias
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Smith 1985


Methods Randomised clinical trial, Australia


Participants 50 hospitalised adults with gastro-intestinal tract malignancy scheduled for surgical treat-
ment, at nutritional risk due to undergoing major surgery
Male:Female = 34:16
Mean age = 65 years
Exclusion criteria: emergency cases, people with peritonitis or bowel obstruction


Interventions Experimental group: enteral nutrition (Isocal) containing 34 g protein, 44 g fat and 133
g glucose a litre (n = 25)
Control group: no intervention(n = 25)
Co-intervention: intravenous isotonic fluids and standard hospital diet


Outcomes Mortality, complications, length of hospital stay


Study dates January 1981 to June 1983


Notes We could obtain no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Randomly-ordered cards


Allocation concealment (selection bias) Unclear risk Sealed envelopes but it was unclear if they were
opaque.


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk It was unclear how many participants had incom-
plete outcome data


Selective reporting (reporting bias) Low risk The trial reported mortality and complications.


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Smith 1988


Methods Randomised clinical trial, USA


Participants 34 hospitalised adults with major upper gastro-intestinal surgery, at nutritional risk due
to major surgery
Male:Female = 27:7
Mean age = 67.5 years


Interventions Experimental group: preoperative intravenous nutrition 10 days before surgery. Infusing
50 - 60 kcal/kg/day of glucose/amino acid IVN mixture, containing 150 kcal/l g of
nitrogen(n = 17)
Control group: prepared for surgery in the usual manner and did not receive any pre-
operative nutritional support but were scheduled for the next convenient operating list
(n = 17)


Outcomes Mortality, major complications, serum transferrin, length of hospital stay


Study dates Not stated


Notes We contacted the authors in December 2015 by email: rsmith@med.usyd.edu.au. We
received information regarding blinding and nutritional intake in the study group


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Randomly-ordered cards


Allocation concealment (selection bias) Unclear risk Sealed envelopes were used, but they were not de-
scribed as opaque


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Blinding was not performed.


Blinding of outcome assessment (detection
bias)
All outcomes


High risk Blinding was not performed.


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were no dropouts.


Selective reporting (reporting bias) Low risk The trial reported all-cause-mortality and serious ad-
verse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias
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Sokulmez 2014


Methods Randomised clinical trial, Turkey


Participants 38 hospitalised adults with inflammatory bowel disease, at nutritional risk according to
the trialist
Male:Female = 28:10
Mean age = 37.1 years
Exclusion criteria: none reported


Interventions Experimental group: Received a standard enteral product added into the hospital diet(n
= 15)
Control group: No intervention(n = 23)
Co-interventions: All received a normal hospital diet


Outcomes Hospitalisation period, subjective global assessment (SGA), BMI, bowel movements,
change of nutritional state, general status, disease severity, changes of clinical findings,
and consumption’s of nutrients, fibre and water soluble-fibre


Study dates Not stated


Notes We could not use this publication since it only presents results as per protocol. We
contacted the authors on 30th June 2015 by email: sokulmezpinar@gmail.com and again
in September by email: pinar.sokulmez@omu.edu.tr. We received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were complete data for all participants.


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.
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Sokulmez 2014 (Continued)


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Song 1993


Methods Randomised clinical trial, China


Participants 25 hospitalised adults with COPD and infection, PaO2 < 8 kPa, or PaCO2 > 6.7 kPa,
at nutritional risk due to trialist characterising them as malnourished
Male:Female = 23:2
Mean age = 60.3 years
Exclusion criteria: diabetes, hyperthyroidism or other endocrine and metabolic diseases


Interventions Experimental group: Received parenteral nutrition in the form of amino acids injection
(5% Nutrisol-S) 500 ml (Green Cross, Japan) and lipid emulsion (Intralipid: (1000
ml Intralipid contains rectification soybean oil 100 g, glycerinum 22.5 g rectification
lecithin 12 g, PH 8.0, 4602.4 kJ/kg)) 500 ml (Sino-Swed Pharmaceutical Corp. Ltd.
China) for intravenous drip, once daily, for 10 to 20 days (10 of the participants were
over 15 days). (n = 23)
Control group: standard diet(n = 23)
Co-intervention: persistent low-flow oxygen inspiration and anti-infection, anti-asth-
matic and antitussive and standard diet


Outcomes All-cause mortality, NEFA, ABG, serum amino acid


Study dates Not stated


Notes We tried and failed to contact the authors by phone.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described
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Song 1993 (Continued)


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Low risk No protocol could be obtained but all-cause mortal-
ity was reported


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Sonnenfeld 1978


Methods Randomised clinical trial, France


Participants 26 hospitalised adults undergoing gastro-intestinal surgery, at nutritional risk due to
major surgery
Male:Female = 17:9
Mean age = 46.5 years
Exclusion criteria: Not reported


Interventions Experimental group: parenteral nutrition 12.4 g Nitrogen (1200 kcal) and 1200 kcal of
glucose for 2 days(n = 11)
Control group: no intervention (n = 15)
Co-interventions: parenteral nutrition from day 2, 12.4 g Nitrogen (1200 kcal) and
1200 kcal of glucose, given until they tolerate oral intake


Outcomes Nitrogen balance, complications, mortality


Study dates Not stated


Notes We could find no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described
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Sonnenfeld 1978 (Continued)


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were no dropouts.


Selective reporting (reporting bias) Low risk The trial reported mortality and serious adverse
events.


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Soop 2004


Methods Randomised clinical trial, Sweden/UK


Participants 20 hospitalised adults undergoing elective major colorectal surgery, at nutritional risk
due to major surgery
Male:Female = 12:6 (gender not reported for two participants)
Mean age = 62 years
Exclusion criteria: age below 18 years or above 80 years; BMI below 18 or above 30 kg/
m2


Interventions Experimental group: Immediate postoperative enteral nutrition with an energy-dense
residue-free solution (1·5 kcal/ml Nutrison Energy, Nutricia)(n = 10)
Control group: Immediate postoperative enteral nutrition with a hypocaloric solution
with an indistinguishable appearance (0·2 kcal/ml Nutricia)(n = 10)


Outcomes Urinary nitrogen losses, insulin resistance, blood glucose, complication and hospital stay


Study dates Not stated


Notes We contacted the authors in December 2015 by email: mattias.soop@mac.com. We
received an initial reply but no further information was supplied


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described
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Soop 2004 (Continued)


Blinding of participants and personnel
(performance bias)
All outcomes


Low risk The control group received a solution with an
indistinguishable appearance


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were no dropouts.


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial
did not report all-cause mortality or serious
adverse events


For-profit bias High risk Financial support from Numico Research.


Other bias Low risk The trial appeared to be free of other compo-
nents that could put it at risk of bias


Stableforth 1986


Methods Randomised clinical trial, UK


Participants 61 hospitalised adults with femoral neck fracture, at nutritional risk due to major surgery
Male:Female = 0:61
Mean age = 81
Exclusion criteria: Not stated


Interventions Experimental group: Oral nutrition. Participants were encouraged to drink a liquid
flavoured milk-based nutrient supplement through their waking hours. 1 300-ml package
of the supplement contained 18.5 g protein, 11 g fat, and 40 g carbohydrate with vitamins
and minerals, and provided 320 kcal per feed. Intervention period was for 10 days.
Control group: No intervention
Co-interventions: All participants received normal ward meals and drinks


Outcomes Weight, food consumption, protein and calorie intake, fluid balance, bowel action,
daily nitrogen production, excreted and retained, calorie expenditure (physical activity)
, plasma urea concentration, urine creatinine and nitrogen


Study dates Not stated


Notes We could obtain no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement
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Stableforth 1986 (Continued)


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described.


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk There was insufficient information to assess whether
missing data were likely to induce bias in the results


Selective reporting (reporting bias) Unclear risk The trial reported all-cause mortality and serious ad-
verse events. No protocol could be obtained


For-profit bias Low risk The trial was funded by a grant from the South West
Regional Hospital Board


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Starke 2011


Methods Randomised clinical trial, Switzerland


Participants 134 hospitalised adults at nutritional risk according to NRS-2002
Male:female = not reported
Mean age: 72.5 years


Interventions Experimental group: Individual nutritional care, including a detailed nutritional assess-
ment, individual food supply, fortification of meals with maltodextrin, rapeseed oil,
cream or protein powder or both, in between snacks and oral nutritional supplements
(n = 67)
Control group: Standard nutritional care, including the prescription of ONSs and nu-
tritional therapy prescribed by the physician independently of this study and according
to the routine ward management (n = 67)


Outcomes Average daily intake, protein intake, changes in body weight, complications, antibiotic
therapies, length of hospital stay, quality of life, mortality, compliance, plasma-concen-
trations


Study dates Not stated
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Starke 2011 (Continued)


Notes We contacted the authors on 17th December 2015 by email: remy.meier@ksli.ch. We
received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk The trial was randomised using a computer-
generated randomisation


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete
data was not reported


Selective reporting (reporting bias) Low risk Both all-cause-mortality and serious adverse
events were reported


For-profit bias High risk The trial was funded by Nestlé.


Other bias Low risk The trial appeared to be free of other compo-
nents that could put it at risk of bias


Stein 2002


Methods Randomised clinical trial, Germany


Participants 80 hospitalised adults admitted to intensive or intermediate care with percutaneous
endoscopic gastrostomy, at nutritional risk due to being ICU patients
Male:Female = 33:47
Mean age = 68 years
Exclusion criteria: chronically ill admitted only for PEG placement, outpatients, not
eligible for ICU or intermediate care, undergoing Billroth operation, and a PEG placed
for relief of gastric outlet obstruction, and ascites


Interventions Experimental group: received enteral feeding within 1 hr, with feeding that was provided
through a tube by a continuous feeding pump and consisted of a polymeric iso-osmolar
formula 1 kcal/ml(n = 40)
Control group: no intervention for the first 24 hrs (n = 40)
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Stein 2002 (Continued)


Co-interventions: All participants were tube-fed 24 hrs after PEG placement. Both
groups received feedings at a rate of 30 ml/hr for 20 hrs on day 1, 70 on day 2, and 100
on day 3 after initiation of feeding. Thereafter the volume was adjusted to the individual
nutritional requirements as recommended by the nutrition team


Outcomes Gastric residual volume, frequency of complications (stomatitis, vomiting, bleeding,
leakage, diarrhoea, aspiration, and pneumoperitoneum), vital signs, abdominal disten-
sion, presence of bowel sounds, abdominal tenderness, and mortality


Study dates Not stated


Notes Note that all participants were tube-fed after 24 hrs, and therefore the co-intervention
lasts longer than the intervention period alone. Results for maximum follow-up are
after 30 days. We contacted the author on 1st October 2015 by email: j.stein@em.uni-
frankfurt.de. We received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Blinding was not performed.


Blinding of outcome assessment (detection
bias)
All outcomes


High risk Blinding was not performed.


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were complete outcome data for all partic-
ipants.


Selective reporting (reporting bias) Unclear risk The trial reported all-cause mortality but not se-
rious adverse events. No protocol could be ob-
tained


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Stokes 1994


Methods Randomised clinical trial, Ireland


Participants 20 hospitalised adults admitted for abdominal aortic aneurysm repair, at nutritional risk
due to major surgery
Male:Female = not stated
Mean age = not stated
Exclusion criteria: none stated


Interventions Experimental group: peripheral parenteral nutrition from the second postoperative day
and for 6 days(n = 10)
Control group: routine postoperative fluids and diet (n = 10)


Outcomes Respiratory and skeletal muscle function, wound healing, postoperative stay and com-
plications


Study dates Not stated


Notes We found no contact information for the author.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and all-cause mor-
tality was not reported


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Sullivan 1998


Methods Randomised clinical trial, USA


Participants 18 hospitalised adults > 64 years of age, and with an acute femoral neck or in-
tertrochanteric fracture which required surgical intervention, at nutritional risk due to
being frail elderly
Male:Female = 17:1
Mean age = 75.5 years
Exclusion criteria: incapable of giving informed consent and did not have a legal guardian;
pathological fracture (due to cancer or other non-osteoporotic pathologies) or signifi-
cant trauma to other organ systems (e.g. multi-trauma from a motor vehicle accident);
metastatic cancer, cirrhosis of the liver, a contraindication to the use of enteral feedings
(e.g. severe short-bowel syndrome), or organ failure which rendered the proposed inter-
vention inappropriate


Interventions Experimental group: 1375 cc of polymeric enteral formula (Promotet, Ross Laboratories,
85.8 g protein, 4314 non-nitrogenous kJ (1031 kcal)) over an 11-hr period (125 cc/hr
by enteral feeding pump) beginning at 7 p.m. each night for at least 3 consecutive days
or until discharged from the hospital(n = 8)
Control group: no intervention (n = 10)
Co-interventions: standard postoperative nutritional care receiving 3 meals a day


Outcomes Complications, life-threatening complications, discharge data, mortality, MMSE, ADL-
score, albumin, transferrin, cholesterol, length of hospital stay


Study dates Not stated


Notes Notes taken from Avanell 2010. We contacted the authors on 8th February 2016 by
email: sullivandennish@uams.edu. We received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk The trial was described as being randomised, but it
was unclear how the sequence was generated


Allocation concealment (selection bias) Low risk “The randomization process was prepared by the bio-
statistician, using a series of sealed envelopes. Security
(lined) envelopes were used to assure that the assign-
ment could not be read without opening the envelope.
After consent had been obtained and the baseline as-
sessment was completed, the next envelope in order
was opened to reveal the group assignment. Each en-
velope contained a card. The card had the assignment
for treatment or control pre-printed. Space was pro-
vided to enter the patient name and ID as well as the
date, time and person responsible for randomization.
The study nurse completed the card, photocopied it,
and returned the original to the biostatistician as a
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Sullivan 1998 (Continued)


check that the randomization process was progress-
ing appropriately. Subjects were randomized to either
treatment or control within blocks to assure that there
were roughly equal numbers of subjects in each group
at the end of the study. The block sizes were randomly
varied to minimize the ability to deduce the assign-
ment for a particular patient before opening the en-
velope” Quote taken from (Avenell 2016).


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The trial was described as non-blinded: “this non-
blinded randomized controlled trial”


Blinding of outcome assessment (detection
bias)
All outcomes


High risk The trial was described as non-blinded: “this non-
blinded randomized controlled trial”


Incomplete outcome data (attrition bias)
All outcomes


High risk There were more than 5% dropouts, and the trial did
not use proper methodology to deal with missing data


Selective reporting (reporting bias) Low risk The trial reported mortality and serious adverse
events.


For-profit bias High risk The trial was funded by Ross Laboratories.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Sullivan 2004


Methods Randomised clinical trial, USA


Participants 57 hospitalised adults older than 64 who underwent surgical repair of an acute hip
fracutre, at nutritonal risk due to being frail elderly
Male:Female = 39:18
Mean age = 78.8 years
Exclusion criteria: incapable of giving informed consent and did not have a legal guardian;
pathological fracture (due to cancer or other non-osteoporotic pathologies), trauma to
other organ systems (e.g. multi-trauma from a motor vehicle accident); metastatic cancer,
cirrhosis of the liver, a contraindication to the use of enteral feedings (e.g. severe short-
bowel syndrome), or organ failure which rendered the proposed intervention inappro-
priate


Interventions Experimental group: The participants’ ‘nutrient deficit’ for the day (‘target intake’ minus
‘volitional intake’) was calculated each evening. Nightly enteral feedings were initiated
with a nutritionally complete, lactose-free, polymeric enteral formula (Pro-mote®, Ross
Laboratories) that contained 1000 Kcal (4187kJ), 62.5 g protein (25% of calories), 26
g fat (23% of calories), and 130 grams carbohydrates (52% of calories) per litre. On the
1st night after the feeding tube was placed, the participant was provided enteral feedings
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Sullivan 2004 (Continued)


at a rate of 50 cc/hr over an 11-hr period beginning at 7 p.m. (i.e. a total of 550 cc of
enteral formula, 34.5 g protein). If the participant tolerated the tube-feedings, the rate
was increased by 25 cc/hr each night to either: (a) a maximum of 125 cc/hr over an 11-
hr period beginning at 7 p.m.; or (b) the ‘nutrient deficit’ was reached. For example, if
the participants’ ‘target intake’ was calculated to be 2100 Kcal and his ‘volitional intake’
was 1400 Kcal, the enteral feeding rate that night was set to 64 cc/hr for a total of 700
cc over 11 hrs, which equalled his ‘nutrient deficit’. (n = 27)
Control group: No intervention (n = 30)
Co-interventions: standard postoperative care


Outcomes Complications, life-threatening complications, discharge data, mortality, length of stay,
MMSE, ADL, albumin, pre-albumin, cholesterol


Study dates Not stated


Notes Notes taken from Avanell 2010. We contacted the authors on 8th February 2016 by
email: sullivandennish@uams.edu. We received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk The trial was described as being randomised, but it
was unclear how the sequence was generated


Allocation concealment (selection bias) Low risk “The randomisation process was prepared by the bio-
statistician, using a series of sealed envelopes. Security
(lined) envelopes were used to assure that the assign-
ment could not be read without opening the envelope.
After consent had been obtained and the baseline as-
sessment was completed, the next envelope in order
was opened to reveal the group assignment. Each en-
velope contained a card. The card had the assignment
for treatment or control pre-printed. Space was pro-
vided to enter the patient name and ID as well as the
date, time and person responsible for randomization.
The study nurse completed the card, photocopied it,
and returned the original to the biostatistician as a
check that the randomization process was progress-
ing appropriately. Subjects were randomized to either
treatment or control within blocks to assure that there
were roughly equal numbers of subjects in each group
at the end of the study. The block sizes were randomly
varied to minimize the ability to deduce the assign-
ment for a particular patient before opening the en-
velope” Quote taken from (Avenell 2016).
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Sullivan 2004 (Continued)


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were no dropouts.


Selective reporting (reporting bias) Low risk The trial reported mortality and serious adverse
events.


For-profit bias High risk The trial was funded by Ross Laboratories: “We also
wish to express our appreciation to Ross Laboratories
for supplying the nutritional supplements and the na-
sogastric feeding tubes”


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Summerbell 1993


Methods Randomised clinical trial, UK


Participants 20 hospitalised adults, at nutritional risk due to low levels of albumin
Male:Female = 4:16
Mean age = 87.5 years
Exclusion criteria: none stated


Interventions Experimental group: oral supplement (1365 kJ) twice daily (n = 10)
Control group: no intervention (n = 10)
Co-intervention: normal hospital provision


Outcomes Esterase activity, weight, middle-arm circumference, triceps skinfold thickness


Study dates Not stated


Notes We contacted the authors on 13th December 2015 by email: f.m.williams@ncl.ac.uk.
We received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described
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Summerbell 1993 (Continued)


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


High risk The dropouts exceeded 5% and the trial did not allow
proper intention-to-treat methodology


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Sustic 2006


Methods Randomised clinical trial, Croatia


Participants 40 hospitalised adults undergoing CABG surgery, at nutritional risk due to being ICU
patients
Male:Female = 30:10
Mean age = 58 years
Exclusion criteria: anamnestic data about diseases of gastroduodenal part of digestive
tract or endoscopic findings confirming gastric or duodenal ulceration in last 5 years; loss
of weight of > 10% in last 3 months or extreme obesity (BMI > 35), diabetes mellitus,
preoperative elevated biochemical parameters of hepatic (ASAT, ALAP, gamma GT and
bilirubin) or renal function (urea, creatinine), preoperative intake of drugs which could
influence gastric motility (cisapride, metoclopramide, erythromycin, dopamine in doses
> 2 µg/kg/min) or the paracetamol absorption test (e.g. NSAID). Serious concomitant
valvular disease, recent myocardial infarction (< 3 weeks), preoperative ejection fraction
< 35% and intraoperative use of intra-aortic balloon pump due to the possible influence
of haemodynamic instability on gastric motility


Interventions Experimental group: Enteral feeding. The participants started with iso-osmolar enteral
feeding through the nasogastric tube 18 hrs after CABG surgery according to the follow-
ing protocol: the first 3 hrs 30 ml/hr, next 3 hrs 50 ml/hr, i.e. with a total of 240 ml after
6 hrs. After 6 hrs of feeding (i.e. 24 hrs after surgery) the gastric supply was stopped. (n
= 20)
Control group: Placebo. Participants received only crystalloid solutions for first 24 hrs.
(n = 20)
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Sustic 2006 (Continued)


Outcomes Plasma paracetamol concentration, gastric motility, venous blood samples and emptying


Study dates Not stated


Notes We contacted the authors on 1st October 2015 and received a reply, see below


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk According to correspondence with the author soft-
ware randomisation was used


Allocation concealment (selection bias) Unclear risk It was unclear from the author’s response, how the
allocation sequence was concealed


Blinding of participants and personnel
(performance bias)
All outcomes


Low risk According to correspondence with the author par-
ticipants and personnel were blinded


Blinding of outcome assessment (detection
bias)
All outcomes


Low risk According to correspondence with the author out-
come assessors were blinded


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported. Correspondence with the author
provided no further information


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Swails 1995


Methods Randomised clinical trial, USA


Participants 25 hospitalised adults with cancer of the oesophagus undergoing elective oesophagogas-
trectomy, at nutritional risk due to major surgery
Male:Female = 17:8
Mean age = 61 years
Exclusion criteria: Undergoing emergency surgery for oesophagogastrectomy or an oe-
sophagogastrectomy performed by surgeons other than a specific doctor
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Swails 1995 (Continued)


Interventions Experimental group: received feeding jejunostomy tube with immediate postoperative
enteral nutrition support. These participants received either a full-strength elemental or
polymeric diet at 10 mL/hr within 24 hrs of operation. The enteral feeding infusion rate
was gradually increased by 10 mL/hr every 12 to 24 hrs until nutritional needs were met
(estimated 25 - 30 kcal/kg body weight and 1.2 - 1.5 g protein/kg body weight). After
contrast radiographic demonstration of an intact anastomosis, they began oral feeding.
(n = 13)
Control group: Standard care. Participants received a conventional intravenous fluid and
electrolyte replacement until postoperative day 4 or 5 when radiographic assessment
demonstrated an intact anastomosis. A clear liquid diet was initially provided and was
gradually progressed over a period of 1 to 3 days to a regular post-oesophagogastrectomy
diet consisting of 6 small meals daily. (n = 12)


Outcomes Length of hospital stay, number of days spent in the ICU, number of days fed enter-
ally or parenterally, postoperative complications including infections, wound healing,
anastomotic leak, wound dehiscence, feeding tube-related complications, caloric intake,
gastrointestinal signs and symptoms


Study dates January 1991 to June 1993


Notes We could find no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were no dropouts.


Selective reporting (reporting bias) Unclear risk The trial reported complications, but not all-cause
mortality. No protocol could be obtained


For-profit bias Unclear risk It was unclear how the trial was funded.
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Swails 1995 (Continued)


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Szeszycki 1998


Methods Randomised clinical trial, USA


Participants 30 hospitalised adults with lymphoma or Ieukaemia undergoing allogenic or autologous
bone marrow transplant, at nutritional risk due to major surgery
Male:Female = 17:13
Mean age = approximately 38 years
Exclusion criteria: not described


Interventions Experimental group: Participants received standard glutamine-free PN, STD-PN pro-
vided calories at 1.3 BEE, (500 kcal/day as fat emulsion) and protein at 1.5 g/kg/day.
PN containing micronutrients alone, without dextrose or amino acids (n = 16)
Control group: Participants received PN containing micronutrients alone, without dex-
trose or amino acids. It provided standard amounts of vitamins, trace elements, elec-
trolytes and 50 kcal/day as fat emulsion (to maintain blinding). Considered to be placebo
(n = 14)


Outcomes Length of hospital stay, infectious complications, non-prophylactic antibiotic adminis-
tration, fever, engraftment, and body weight changes from PN initiation until hospital
discharge. Serum chemistries, electrolyte requirements and oral kcal as wanted and pro-
tein intake during the period of PN infusion


Study dates Not stated


Notes We contacted the authors on 13th December 2015 by email: tzieg01@emory.edu. We
received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk The trial was described as double-blinded. Partici-
pants were blinded but it is unclear whether personnel
were blinded


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk The trial was described as double-blinded, but it was
unclear if the outcome assessors were blinded
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Incomplete outcome data (attrition bias)
All outcomes


Unclear risk They used intention-to-treat analysis, but did not de-
scribe how they dealt with missing participants


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report all-cause mortality, but they did report adverse
events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Thompson 1981


Methods Randomised clinical trial, USA


Participants 21 hospitalised adults with gastrointestinal cancer and a weight loss > 10 lb over 3 to 6
months prior to admission for major surgery, at nutritional risk due to major abdominal
surgery
Male:Female = 21:0
Mean age = 65 years
Exclusion criteria: not stated


Interventions Experimental group: Parenteral nutrition. Participants received hyperalimentation 8 days
preoperatively, 10 days postoperatively. The intervention consisted of intravenous PN,
with crystalline amino acids in 25% Dextrose beginning at least 5 days preoperatively
and continuing until a regular diet (1500 cal) postoperatively was tolerated. Infusion
rates were to provide 40 - 50 kcal/kg/day or approximately 2000 - 4000 cal per day. (n
= 12)
Control group: standard care (n = 9)


Outcomes Major postoperative complications; abscess, anastomotic leak, wound infection, minor
complications; urinary tract infection, superficial wound infection, prolonged atelectasis
and complications directly related to total parenteral nutrition. Weight, serum albumin
and mortality


Study dates Not stated


Notes We contacted the authors on 13th November 2015 by email: tjulian@wpahs.org. We
received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


342Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Thompson 1981 (Continued)


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Low risk The trial reported all-cause mortality and serious ad-
verse events. No protocol could be found


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Tong 2006a


Methods Randomised clinical trial, China


Participants 126 hospitalised adults with gastrointestinal tumour, at nutritional risk due to major
surgery
Male:Female = 62:46
Mean age = 68.2 years
Exclusion criteria: Body weight over or less than 15% of the participants usual body
weight, diabetes and decompensate hyperthyroidism or serious hepatorenal dysfunction
(ALT > 60 U/L, TBiL > 25.7 µmol/L, BUN 10.7 mmol/L, Cre > 132.9 µmol/L) and
haemorrhagic shock


Interventions Experimental group 1: TPN after surgery (50 ml/kg/day, N/Q = 1 g:552 kJ) for intra-
venous drip (n = 45)
Experimental group 2: Enteral nutrient fluids (50 ml/kg/day, N/Q = 1 g : 552 kJ) for
infusion after gastrointestinal fistulation, 500 ml (40 - 50 ml/hr) of the fluids after 1st
24 hrs, 1000 ml (80 - 120 ml/hr) after 48 hrs, and 1500 ml (80 - 120 ml/hr) after 72
hrs. Semi-liquid diet after 6 - 7 days of infusion. (n = 45)
Control group: Conventional therapy of fluid infusion, transition diet after recovery of
intestinal peristalsis (n = 36)


Outcomes Complications, body weight (9 days after treatment)


Study dates Not stated


343Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Tong 2006a (Continued)


Notes Same as Tong 2006b, but with experimental group 1 vs. control group. We tried
but failed to contact the authors on 23rd September 2015 by phone and email:
surgerytong@yahoo.com.cn.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse event


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Tong 2006b


Methods Randomised clinical trial, China


Participants 126 hospitalised adults with gastrointestinal tumour, at nutritional risk due to major
surgery
Male:Female = 62:46
Mean age = 68.2 years
Exclusion criteria: Body weight over or less than 15% of the participants usual body
weight, diabetes and decompensate hyperthyroidism or serious hepatorenal dysfunction
(ALT > 60 U/L, TBiL > 25.7 µmol/L, BUN 10.7 mmol/L, Cre > 132.9 µmol/L) and
haemorrhagic shock


Interventions Experimental group 1: TPN after surgery (50 ml/kg/day, N/Q = 1 g:552 kJ) for intra-
venous drip (n = 45)
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Tong 2006b (Continued)


Experimental group 2: Enteral nutrient fluids (50 ml/kg/day, N/Q = 1 g : 552 kJ) for
infusion after gastrointestinal fistulation, 500 ml (40 - 50 ml/hr) of the fluids after 1st
24 hrs, 1000 ml (80 - 120 ml/hr) after 48 hrs, and 1500 ml (80 - 120 ml/hr) after 72
hrs. Semi-liquid diet after 6 - 7 days of infusion. (n = 45)
Control group: Conventional therapy of fluid infusion, transition diet after recovery of
intestinal peristalsis (n = 36)


Outcomes Complications, body weight (9 days after treatment)


Study dates Not stated


Notes Same as Tong 2006a, but with experimental group 2 vs. control group


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Vaithiswaran 2008


Methods Randomised clinical trial, India


Participants 63 hospitalised adults undergoing elective upper gastrointestinal surgery, at nutritional
risk due to major abdominal surgery
Male:Female = 51:10 (only analysed participants)
Mean age = 44 years (only analysed participants)
Exclusion criteria: emergency upper gastro-intestinal surgery, comorbid medical condi-
tions (diabetes mellitus, gross renal or hepatic dysfunction), intolerance to milk-based
foods and unresectable tumours


Interventions Experimental group: Early postoperative enteral nutrition through a nasojejunal tube.
The diet was milk-based in a standard feeding protocol with an energy supply of 2296
kcal/day. The diet consisted of: skimmed milk powder 150 g, sugar 50 g, vegetable oil
20 g and whey water to make one litre
12 hrs after surgery the feeding was started according to the protocol:
12 - 24 hours: normal saline and 5% dextrose; 1:3 ratio at 100 ml/hr
24 - 48 hrs: 1 litre of half-strength feed at 50 ml/hr
48 - 72 hrs: 2 litres of half-strength feed at 100 ml/hr
72 hours onwards: 2 litres of full-strength feed/24 hrs
Enteral nutrition was continued until oral feeding was considered tolerable. (n = 32)
Control group: Treament as usual with intravenous fluids (n = 31)


Outcomes Body weight, serum albumin, serum transferrin, bowel sounds, passage of flatus, diar-
rhoea, abdominal cramps, abdominal distension, ileus, wound infection, abdominal ab-
scess, respiratory infection, urinary nitrogen, urinary tract infection, septicaemia, wound
dehiscence, anastomotic leak, respiratory infection, vomiting and length of hospital stay


Study dates Not stated


Notes We contacted the authors on 26th October 2015 by email: Vaithiswaran@gmail.com;
vaithiv@hotmail.com. We received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Patients were randomised into 2 groups using a ran-
dom-number table


Allocation concealment (selection bias) Unclear risk The trial was described as being randomised, but it
was unclear how the allocation was concealed


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described
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Vaithiswaran 2008 (Continued)


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk They did not use intention-to-treat analysis and did
not fully describe how they dealt with missing partic-
ipants


Selective reporting (reporting bias) Unclear risk The trial reported serious adverse events, but not all-
cause mortality. No protocol could be found


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Valdivieso 1987


Methods Randomised clinical trial, USA


Participants 65 hospitalised adults, previously untreated, with small cell bronchogenic carcinoma
admitted for chemotherapy, at nutritional risk according to the trialist
Male:Female = 40:18
Mean age = 59 years


Interventions Experimental group: Intravenous hyperalimentation 500 ml 50% glucose, 500 ml 8.5%
amino acid(n = 30)
Control group: No intervention (n = 35)
Co-intervention: oral nutrition as wanted + chemotherapy


Outcomes Myelosuppresive toxicity, infectious complications, weight, triceps skinfold, mid-upper
arm muscle circumference, days of hospitalisation, survival, remission


Study dates Not stated


Notes The same participants were randomised to prophylactic antibiotics or no prophylactic
antibiotics. The 2 groups of antibiotics could be described as being similar in the 2
groups. We contacted the authors on 23rd June 2015 by email: manuelva@umich.edu.
The author replied that he had left the research environment and could not provide
further information


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described
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Valdivieso 1987 (Continued)


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk There were above 5% dropouts, and the trial did not
use proper methodology to deal with those lost to
follow-up


Selective reporting (reporting bias) Low risk The trial reported mortality and serious adverse
events.


For-profit bias Low risk The trial was funded by a non-profit organisation (Na-
tional Cancer Institute)


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Vermeeren 2004


Methods Randomised clinical trial, the Netherlands


Participants 56 hospitalised adults admitted with acute exacerbation of COPD, at nutritional risk
due to BMI < 22 kg/m2, or a BMI < 25 kg/m2 with > 5% weight loss in 1 month, or >
10% weight loss in 6 months prior to admission to the hospital
Exclusion criteria: Diabetes mellitus 1, thyroid or intestinal diseases or carcinoma


Interventions Experimental group: 3 x 125 ml Respifors/day; 2.38 MJ/day, 20 energy% from protein,
20 energy% from fat and 60 energy% from carbohydrate (n = 29)
Control group: 3 x 125 ml vanilla-flavoured water with 0 MJ/day (n = 27)
Co-intervention: Nutritional intervention was implemented in the standardised usual-
care management of these participants They received standardised hospital diet. Dietetic
consultation was standardised during the study period and they were given 500 ml 5%
glucose infusion


Outcomes Weight, fat-free mass, fat mass, FEV1%, IVC, Pi-max, mean hand-grip strength, quadri-
ceps strength, dyspnoea score, loss of appetite score, early satiety score, bloating score,
fatigue score, readmission to ward


Study dates Not stated


Notes We contacted the authors on 19th August 2015 by email: vermeeren.marja@zonnet.nl.
We received no reply.


Risk of bias
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Vermeeren 2004 (Continued)


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Low risk The trial was double-blinded, and the pack-
ages were described as being similar


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


High risk There were above 5% dropouts, and the
trial did not use proper intention-to-treat
methodology


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial
did not report on all-cause mortality or se-
rious adverse events


For-profit bias High risk The trial was funded by a nutrition com-
pany (Numico Research BV)


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias


Vicic 2013


Methods Randomised clinical trial, Croatia


Participants 101 hospitalised adults with burns covering more than 20% of the body surface, at
nutritional risk due to being in the ICU
Male:Female = 49:52
Mean age = 48 years


Interventions Experimental group: Fed via introduced nasojejunal probe equipped with enteral feeding.
Basal feeding dose was 25 ml liquid enteral preparation each hr. (n = 52)
Control group: Fed in standard manner by mouth (3 standard hospital meals) immedi-
ately after the 1st wound dressing(n = 49)


Outcomes Complete blood count, plasma electrolytes, plasma glucose, urea, creatinine, albumin,
C-reactive protein and transferrin, BMI, complications, death


Study dates Not stated
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Vicic 2013 (Continued)


Notes We contacted the authors on 25th August 2015 by email: vedkovac@inet.hr. We received
no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk “Subjects were divided into two groups using com-
puter randomization process.”


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The trial was not blinded since the participants were
they only ones with tubes


Blinding of outcome assessment (detection
bias)
All outcomes


High risk The trial was not blinded since the participants were
they only ones with tubes


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Low risk There was no protocol. The trial reported compli-
cations and death


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Vlaming 2001


Methods Randomised clinical trial, UK


Participants 549 hospitalised adults who were admitted acutely under the care of general medical,
surgical or orthopaedic teams and were ’thin’ (5% - 10% weight loss or BMI 18 - 22),
at nutritional risk due to anthropometrics
Male:Female = 314:235
Mean age = 66.5 years
Exclusion criteria: Planned admissions to medical or orthopaedic wards or to wards other
than those 15 taking part in the trial, younger than 18, suffering mental illness, if water-
soluble vitamin supplementation was part of their standard treatment, if their admission
would clearly be for 2 days or less, or if they had previously taken part in the trial
For the secondary randomisation to sip-feed supplements, undernourished participants
were excluded if; Their BMI was < 18 or if the unintentional weight loss exceeded 10%,
to allow routine supplementation, were receiving therapeutic diets, e.g. insulin-depen-
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Vlaming 2001 (Continued)


dent diabetes, unable to swallow liquids, or if randomisation was considered clinically
unacceptable
In practice, participants unable to communicate effectively and stroke victims could
not be included because of consent issues. Weight loss, height and weight could not be
documented in all participants.
Under these circumstances the trial dietitians used their overall assessment of the partic-
ipant and their discretion as to whether to randomise participants in the sip-feed study


Interventions Experimental group: 400 ml of a complete sip-feed supplement (Ensure Plus, Abbott
Laboratories Ltd) from the 2nd day (n = 275)
Control group: 400 ml of a placebo drink (n = 274)


Outcomes Length of hospital stay, mortality


Study dates Not stated


Notes We contacted the authors on 8th February 2016 by email: j.powell˙tuck@qmul.ac.uk.
We received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk The envelopes used to conceal the randomisation code
were sealed but not described as opaque


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk It was unclear if the treatment providers were prop-
erly blinded: “The enteral feeds tasted different from
each other and EnsurePlus was familiar to the ward
nurses. The control feed, which tasted medicinal, was
described as an alternative trial feed and we avoided
discussion of which feed was ‘under test’. Nurses were
not discouraged from assuming that it was the new,
unfamiliar feed that was primarily under trial.”


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


High risk There was more than 5% of participants without com-
plete data. “Of 275 patients who received supplemen-
tal active sipfeed 97 had BMI data and 99 weight loss
data and 54 had both.”
“274 patients received the placebo sip-supplement of
whom 101 had BMI data and 76 weight loss data and
44 both, and 133 had either one or other.”
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Vlaming 2001 (Continued)


The pattern of incomplete data could be described as
being different in the 2 groups


Selective reporting (reporting bias) Unclear risk There was no protocol and the trial did not report se-
rious adverse events


For-profit bias High risk The trial received funds from the industry: “We are
grateful also to Abbott Laboratories Ltd (especially Dr
Stephen Coles, Dr Jackie Edington and Ms J Boorman)
who supplied the sip feeds and placebo drinks and pro-
vided supplementary financial”


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Von Meyenfeldt 1992a


Methods Randomised clinical trial, the Netherlands


Participants 151 hospitalised adults with newly-detected, histologically-proven gastric or colorectal
carcinoma requiring surgical treatment, who had not undergone treatment for other
malignant tumours
Male:Female = 93:58
Mean age = 66.5 years
Exclusion criteria: Patients above 80, patients with normal nutritional status,


Interventions Experimental groups:
Group 1 (TPN): Participants in group 1 were planned to receive 150% of BEE, calcu-
lated using the Harris and Benedict equation, as non-protein calories from a parenteral
nutrition stock solution that contained 7g N/l (Synthamin 14) and 25% dextrose. Trace
elements and vitamins (MVI) were added to conform to today’s standards. Electrolytes
were added according to the individual participant’s needs. 500 ml of an intravenous
fat emulsion (Intralipid 20%) was administered at least 3 times a week. Preoperative
nutritional support lasted at least 10 days. (n = 51)
Group 2 (TEN): Participants in group 2 received enteral nutrition (Precitene or Isotein)
for at least 10 days preoperatively either by nasogastric tube or by mouth. Energy intake
was planned to contain 150% of the calculated BEE.(n = 50)
Control group: Group 3: No intervention (underwent immediate operation, which was
assessed as an acceptable control intervention) (n = 50)


Outcomes Mortality, complications


Study dates Not stated


Notes We here report group 1 versus group 3.


Risk of bias
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Von Meyenfeldt 1992a (Continued)


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Not possible


Blinding of outcome assessment (detection
bias)
All outcomes


High risk Not possible


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incom-
plete data was not reported


Selective reporting (reporting bias) Low risk The trial reported mortality and complica-
tions.


For-profit bias High risk The trial was funded by a company that
might have an interest in a given result
(Wander Research and Clintec)


Other bias Low risk The trial appeared free of other bias that
might put it at risk


Von Meyenfeldt 1992b


Methods Randomised clinical trial, the Netherlands


Participants 151 hospitalised adults with newly-detected, histologically-proven gastric or colorectal
carcinoma requiring surgical treatment, who had not undergone treatment for other
malignant tumours
Male:Female = 93:58
Mean age = 66.5 years
Exclusion criteria: Patients above 80, patients with normal nutritional status


Interventions Group 1 (TPN): Participants in group 1 were planned to receive 150% of BEE, calcu-
lated using the Harris and Benedict equation, as non-protein calories from a parenteral
nutrition stock solution that contained 7g N/l (Synthamin 14) and 25% dextrose. Trace
elements and vitamins (MVI) were added to conform to today’s standards. Electrolytes
were added according to the individual participant’s needs. 500 ml of an intravenous
fat emulsion (Intralipid 20%) was administered at least 3 times a week. Preoperative
nutritional support lasted at least 10 days. (n = 51)
Group 2 (TEN): Participants in group 2 received enteral nutrition (Precitene or Isotein)
for at least 10 days preoperatively either by nasogastric tube or by mouth. Energy intake
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Von Meyenfeldt 1992b (Continued)


was planned to contain 150% of the calculated BEE.(n = 50)
Control Group: group 3, who received no intervention (underwent immediate operation,
which was assessed as an acceptable control intervention) (n = 50)


Outcomes Mortality, complications


Study dates Not stated


Notes We here report group 2 versus group 3.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not possible


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not possible


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incom-
plete data was not reported


Selective reporting (reporting bias) Low risk The trial reported mortality and complica-
tions.


For-profit bias High risk The trial was funded by a company that
might have an interest in a given result
(Wander Research and Clintec)


Other bias Unclear risk The trial appeared free of other bias that
might put it at risk


Wang 1996a


Methods Randomised clinical trial, China


Participants 36 hospitalised adults with gastric cardia adenocarcinoma, gastric carcinoma, pancreatic
carcinoma and biliary calculi, at nutritional risk due to open abdominal surgery
Male:Female = 29:7
Mean age = approx 54 years
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Wang 1996a (Continued)


Interventions Experimental group 1: Parenteral nutrition. Central venous infusion at postoperative
day, 105 - 125 KJ/kg/d (25 - 30 kcal/kg/day), 30% - 40% of the nonprotein energy was
provided by fat emulsion (10% intralipid SSPS). Nitrogen 0.12 - 0.15 g/kg/day (7%
Vamin SSPC), Energy:Nitrogen = 170 - 220:1. Total infusion volume was 2500 - 3000
ml nutrition support from the 1st postoperative day, for 7 days in total. (n = 12)
Experimental group 2: Enteral nutrition. Tube-feeding with Compound nutrition el-
ements (Qingdao biochemical and pharmaceutical factory) at postoperative day, with
the same intake of energy and nitrogen as experimental group 1. Peripheral intravenous
infusion with energy and nitrogen from 24 to 48 hrs if the tube-feeding was insufficient.
Total infusion volume was 2500 - 3000 ml nutrition support from the 1st day postop-
erative , for 7 days in total. (n = 12)
Control group: Conventional therapy of peripheral intravenous infusion with glucose
saline 2500 ml, including glucose 175 g, calorie 2926 kJ (700 kcal)/day). Total infusion
volume was 2500 - 3000 ml nutrition support from the 1st day postoperative for 7 days
in total. (n = 12)


Outcomes Body weight


Study dates Not stated


Notes Same as Wong 1996b, but with experimental group 1 vs control group. We tried and
failed to contact the authors by phone


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.
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Wang 1996a (Continued)


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Wang 1996b


Methods Randomised clinical trial, China


Participants 36 hospitalised adults with gastric cardia adenocarcinoma, gastric carcinoma, pancreatic
carcinoma and biliary calculi, at nutritional risk due to open abdominal surgery
Male:Female = 29:7
Mean age = approx. 54 years
Exclusion criteria: Not reported


Interventions Experimental group 1: Parenteral nutrition. Central venous infusion at postoperative
day, 105 - 125 KJ/kg/day (25 - 30 kcal/kg/day), 30% - 40% of the nonprotein energy
was provided by fat emulsion (10% intralipid SSPS). Nitrogen 0.12 - 0.15 g/kg/day (7%
Vamin SSPC), Energy:Nitrogen = 170 - 220:1. Total infusion volume was 2500 - 3000
ml nutrition support from the 1st postoperative day, for 7 days in total. (n = 12)
Experimental group 2: Enteral nutrition. Tube-feeding with Compound nutrition ele-
ments (Qingdao biochemical and pharmaceutical factory) at postoperative day, with the
same intake of energy and nitrogen as the experimental group 1. Peripheral intravenous
infusion with energy and nitrogen from 24 to 48 hrs if the tube-feeding was insufficient.
Total infusion volume was 2500 - 3000 ml nutrition support from the 1st day postop-
erative , for 7 days in total. (n = 12)
Control group: Conventional therapy of peripheral intravenous infusion with glucose
saline 2500 ml, including glucose 175 g, calorie 2926 kJ (700 kcal)/day). Total infusion
volume was 2500 - 3000 ml nutrition support from the 1st day postoperative for 7 days
in total. (n = 12)


Outcomes Body weight


Study dates Not stated


Notes Same as Wang 1996a, but with experimental group 2 vs control group


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.
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Wang 1996b (Continued)


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Wang 1997a


Methods Randomised clinical trial, China


Participants 60 hospitalised adults with oesophageal cancer and cardiac cancer, at nutritional risk due
to gastro-oesophageal surgery
Male:Female = 47:13
Mean age = 58.7 years
Exclusion criteria: Not stated


Interventions Experimental group:
Group 1: Recieved enteral nutrition of about 2.93 kJ/(kg/hr) calories from the 1st day
post-operation, which was gradually increased to 5.44 kJ/(kg/hr) calories until the 4th
day, and then gradually reduced to 3.35 kJ/(kg/hr) calories from the 4th day until the
14th day; including 50 g aminophenol each day. After that conventional fluid infusion
(4.18 kJ/(kg/hr) and 35 g aminophenol was given each day. The course of the treatment
was 14 days. (n = 20)
Group 2: Recieved parenteral feeding of about 2.93 kJ/(kg/hr) calories from the 1st day
post-operation, which was gradually increased to 5.44 kJ/(kg/hr) calories until the 4th
day, and then gradually reduced to 3.35 kJ/(kg/hr) calories from the 4th day until the
14th day, including 50 g aminophenol each day. After that conventional fluid infusion
(4.18 kJ/(kg/hr) and 35 g aminophenol was given each day. The course of the treatment
was 14 days. (n = 20)
Control group: Recieved conventional fluid and electrolyte infusion (about 1673.6 ~
2510.4 kJ calories), from the 1st until 5 ~ 7 days after the operation. They then received a
liquid diet, then gradually received semi-liquid and ended with general food.The course
of the treatment was 14 days. (n = 20)


Outcomes Triceps folds, forearm midpoint circumference, body weight, albumin, transferrin, blood
biochemistry, liver function and the calculation of nitrogen balance


Study dates Not stated
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Wang 1997a (Continued)


Notes Same as Wang 1997c, but with experimental group 1 vs control. We could obtain no
contact information for the authors


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) High risk No protocol could be obtained and the trial did
not report on all-cause mortality and serious adverse
events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Wang 1997b


Methods Randomised clinical trial, China


Participants 60 hospitalised adults with oesophageal cancer and cardiac cancer, at nutritional risk due
to gastro-oesophageal surgery
Male:Female = 47:13
Mean age = 58.7 years
Exclusion criteria: not stated


Interventions Experimental group:
Group 1: received enteral nutrition of about 2.93 kJ/(kg/hr) calories from the 1st day
post-operation, which was gradually increased to 5.44 kJ/(kg/hr) calories until the 4th
day, and then gradually reduced to 3.35 kJ/(kg/hr) calories from the 4th day until the
14th day, including 50 g aminophenol each day. After that conventional fluid infusion
(4.18 kJ/(kg/hr) and 35 g aminophenol was given each day. The course of the treatment
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Wang 1997b (Continued)


was 14 days. (n = 20)
Group 2: received parenteral feeding of about 2.93 kJ/(kg/hr) calories from the 1st day
post-operation, which was gradually increased to 5.44 kJ/(kg/hr) calories until the 4th
day, and then gradually reduced to 3.35 kJ/(kg/hr) calories from the 4th day until the
14th day, including 50 g aminophenol each day. After that conventional fluid infusion
(4.18 kJ/(kg/hr) and 35 g aminophenol was given each day. The course of the treatment
was 14 days. (n = 20)
Control group: received conventional fluid and electrolyte infusion (about 1673.6 ~
2510.4 kJ calories), from the 1st until 5 ~ 7 days after the operation. They then received a
liquid diet, then gradually received semi-liquid and ended with general food.The course
of the treatment was 14 days.(n = 20)


Outcomes Triceps folds, forearm midpoint circumference, body weight, albumin, transferrin, blood
biochemistry, liver function and the calculation of nitrogen balance


Study dates Not stated


Notes Same as Wang 1997a, but with experimental group 2 vs control


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) High risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Wang 2007


Methods Randomised clinical trial, China


Participants 64 hospitalised adults with severe acute pancreatitis, at nutritional risk due to digestive
disorders
Male:Female = 34:30
Mean age = 52 years
Exclusion criteria: Not stated


Interventions Experimental group: Enteral nutrition by nasogastric feeding starting 48 - 96 hrs after
being hospitalised as well as conventional treatment. The course of the treatment was
unclear. (n = 40)
Control group: No intervention(n = 24)
Co-interventions: Conventional treatment including; fasting, gastro-intestinal decom-
pression, PPI due to acid, grease and octreotide Gabay enzyme inhibition, antibiotic
therapy, colloid supplement and traditional Chinese medicine Qingyi Decotion orally


Outcomes The recovery time from symptoms, physical signs and laboratory parameters (white
blood cell count, CRP and serum amylase), changes in body weight and serum albumin,
cost of hospitalisation and length of stay


Study dates Not stated


Notes We tried but failed to contact the authors by phone and email: meteorcloud@yeahnet


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) High risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.
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Wang 2007 (Continued)


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Wang 2011b


Methods Randomised clinical trial, China


Participants 79 hospitalised adult with AIDS, at nutritional risk due to surgery or mechanical venti-
lation
Male:Female = 41:38
Mean age = 38.2 years
Exclusion criteria: diabetes mellitus, hyperthyroidism, severe liver and kidney dysfunc-
tion, CD4 cell count > 200 /µl


Interventions Experimental group:
Enteral nutrition of non-protein calorie 84 kJ/(kg/day), nitrogen 0.2 g/(kg/day). Partic-
ipants received a guaranteed calorie intake every day of 83.6 146.3 kJ/(kg/day). The
course of treatment was 5 ~ 7 days. (n = 46)
Control group: no intervention (n = 33)
Co-interventions: conventional treatment (glucose and saline as intravenous infusion)


Outcomes T lymphocytes (CD3, CD4, and CD8), blood biochemical parameters


Study dates Not stated


Notes We contacted the authors on email: docwang@126.com. We received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk The sequence generation was achieved using a ran-
dom-numbers table


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported
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Wang 2011b (Continued)


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Wang 2013a


Methods Randomised clinical trial, China


Participants 48 hospitalised adults with colorectal cancer, at nutritional risk due to major surgery
Male:Female = 27:21
Age range = 37 - 73 years
Exclusion criteria: Older than 80, received chemotherapy prior to the surgery, serious
organ function disorder, low rectal cancer and having abdominoperineal resection, pallia-
tive operation, or emergency operation, severely obese, fatty or malnourished, metabolic
and endocrine diseases such as hyperthyroidism 7, having Intestinal obstruction, perfo-
ration, or intestinal necrosis


Interventions Experimental group: Enteral nutrition: 500 ml Jevity each day was taken orally from the
1st day of admission to the hospital (500 ml Jevity contained 2196.6 KJ, protein 20 g, fat
17 g, carbohydrate 70 g and dietary fibre 5.3 g). A nasal tube was placed after the surgery,
and water was given at the 1st postoperative day, and if there was no discomfort, 500 ml
Jevity and water were administered on the 2nd postoperative day. From the 3rd day on,
1000 ml Jevity was given with certain nutrition liquid diet until hospital discharge. If
the participants had symptoms like nausea, vomiting or abdominal distention, the dose
of Jevity would be decreased or changed to another kind of nutrient.(n = 24)
Control group: Standard usual care. Participants were administered venous transfusion
after the surgery, and water was given after anal-exsufflation. If there was no discomfort,
the volume of water would be increased and a liquid diet considered. (n = 24)


Outcomes Postoperative exhaust time, hospital stay, treatment charge, bio markers postoperative
complications such as pulmonary infection, the completion rate of nutrition agents


Study dates Not stated


Notes We contacted the authors on 09th December 2015 by phone and by email:
ngds0538@sina.com. We received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk The randomisation method was random table.
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Wang 2013a (Continued)


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Ward 1983


Methods Randomised clinical trial, UK


Participants 8 hospitalised adults with ongoing gastrointestinal oncologic surgery, at nutritional risk
due to major surgery
Male:Female = not stated
Mean age = 69.5 years
Exclusion criteria: none stated


Interventions Experimental group: Enteral feeding of 1800 - 2000 kcal in addition to the hospitals
standard diet (1600 kcal) 7 - 10 days before surgery (n = 8)
Control group: Standard diet (n = 8)


Outcomes Whole-protein turnover and muscle protein synthesis


Study dates Not stated


Notes We found no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described
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Ward 1983 (Continued)


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Not blinded


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk No dropouts


Selective reporting (reporting bias) Unclear risk Not described


For-profit bias High risk Funded by Abbott Laboratories


Other bias Low risk The trial appears to be free of other components that
could put it at risk of bias


Watters 1997


Methods Randomised clinical trial, Canada


Participants 31 hospitalised adults undergoing oesophagectomy or pancreatoduodenectomy, at nu-
tritional risk due to major abdominal surgery
Male:Female = 22:6 (analysed participants only)
Mean age = 62.5
Exclusion criteria: Metastases identified before surgery or at the time of surgery, diabetes
mellitus,and corticosteroid use


Interventions Experimental group: Immediate postoperative enteral feeding (The enteral preparation
provided 4.4 g protein and 445 kJ/100 mL) (n = 15)
Control group: No enteral feeding during the 1st 6 postoperative days (n = 16)
Co-intervention: PEG placement


Outcomes Hand-grip strength, spirometry, serum biochemistry, urine biochemistry, mobility


Study dates Not stated


Notes We could obtain no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk The sequence generation was computer-generated.
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Watters 1997 (Continued)


Allocation concealment (selection bias) Low risk The allocation was concealed in sealed envelopes.


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The participants and personnel were unblinded.


Blinding of outcome assessment (detection
bias)
All outcomes


High risk The outcome assessment was unblinded.


Incomplete outcome data (attrition bias)
All outcomes


High risk There were above 5% dropouts, and the trial did
not allow proper intention-to-treat methodology


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and all-cause mor-
tality was not reported


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Wei 2013


Methods Randomised clinical trial, China


Participants 79 hospitalised adults admitted for the 1st time with gastro-intestinal cancer and dis-
tant metastasis undergoing Capecitabine monotherapy regimen for 2 cycles. They were
younger than 60, KPS score > 60; had normal liver and kidney function, ECG, without
chemotherapy contraindication, at nutritional risk due to trialist indication
Male:Female = 42:37
Mean age = unknown
Exclusion criteria: none stated


Interventions Experimental group: Parenteral and enteral nutrition. The participants were given par-
enteral nutrition support according to gastro-intestinal function. If the oral intake was
less than 60% of normal intake, a 30% fat emulsion injection was used (Intralipid force
in Huarui Pharmaceutical Co. Ltd), as well as amino acid injection (Novamin, SSPC),
fat-soluble vitamins (Zhi Weibao, North China Pharmaceutical Limited by Share Ltd)
, water-soluble vitamins (Soluvit, Huarui Pharmaceutical Co. Ltd), insulin, potassium
chloride and sodium chloride to give parenteral nutrition for 3 14 days. The amount of
enteral nutrition was increased gradually according to gastro-intestinal tolerability, and
reaching complete enteral nutrition when nausea, vomiting and diarrhoea were absent
and the body state allowed for it. The enteral nutrition was given as an emulsion (Sup-
portan, Huarui Pharmaceutical Co. Ltd.), with an initial dosage of 20% to 50% of the
required nutrients
The calorie level was 80 kJ/(kg/day), protein was 1 g/(kg/day), and the ratio of non-
protein calorie versus nitrogen was 100:1. The treatment lasted for 2 cycles of chemo-
therapy. (n = 42)
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Wei 2013 (Continued)


Control group: no intervention (n = 37)
Co-interventions: chemotherapy


Outcomes Nutritional statusKPS, toxic reaction and nosocomial infection rate


Study dates Not stated


Notes We contacted the authors on 21st January 2016 by phone. We received information on
allocation sequence generation


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Random-number table


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Low risk The trial was funded by Special funds of the central
government (2012QN050)


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Wernerman 1986


Methods Randomised clinical trial, Sweden


Participants 16 hospitalised adults admitted for elective abdominal surgery, at nutritional risk due to
major surgery
Male:Female = 7:9
Mean age = 57.2 years
Exclusion criteria: metabolic disease
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Wernerman 1986 (Continued)


Interventions Experimental group: TPN (135 kj/body weight/day, carbohydrates and fat and an amino
acid nitrogen supply)
Control group: treatment as usual (electrolytes only)


Outcomes Polyribosomes/total ribosome, sucrose density gradient, nitrogen balance


Study dates Not stated


Notes We could obtain no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk No dropouts


Selective reporting (reporting bias) Unclear risk No protocol could be obtained.


For-profit bias Low risk The trial was funded by the Swedish Medical Re-
search Council and Trygg-Hansa foundation


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Whittaker 1990


Methods Randomised clinical trial, Canada


Participants 10 hospitalised adults with COPD, at nutritional risk due to being malnourished
Male:Female = 5:5
Mean age = 68 years
Exclusion criteria: Congestive heart failure, clinically unstable, active respiratory infec-
tion, malabsorption or diabetes mellitus
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Whittaker 1990 (Continued)


Interventions Experimental group: Enteral feeding consisting of 1000 kcal/day for 16 days(n = 6)
Control group: Enteral feeding < 100 kcal/day for 16 days (n = 4)


Outcomes Weight, pulmonary function test


Study dates Not stated


Notes We contacted the authors were contacted on 9th December 2015 by email:
swhittaker@telus.net. We received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk No dropouts


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did
not report on all-cause mortality or serious adverse
events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Williams 1983


Methods Randomised clinical trial, UK


Participants 14 hospitalised adults with squamous cell carcinoma of the oesophagus, at nutritional
risk according to the trialist
Exclusion criteria: unable to swallow their saliva at presentation
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Williams 1983 (Continued)


Interventions Experimental group: fine-bore enteral feeding (2400 ml of Isocal/24 hrs. (n = 7) Each
litre = 33 g protein, 42 g of fat, 125 g carbohydrate) for 6 weeks
Control group: no intervention (n = 7)
Co-interventions: standard ward diet


Outcomes Potassium, weight change


Study dates Not stated


Notes The trial found that very few of the experimental group had received the standard ward
diet, because of the supplementary enteral feeding
The trial was terminated before it was finished, due to an increased effect of the exper-
imental group. We contacted the authors by email:john.fenwick@ccotrust.nhs.uk. We
received no reply.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Not blinded. Only the experimental group received
tube-feeding


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report serious adverse events or mortality


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias
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Williams 1985


Methods Randomised clinical trial, unknown country.


Participants 64 hospitalised adults with acute alcoholic hepatitis, at nutritional risk defined by trialist
Male:Female = 31:33
Mean age = 49 years
Exclusion criteria: hepatocellular carcinoma


Interventions Experimental group: 2 litres daily of liquid diet providing, regardless of encephalopathy,
approximately 2000 nonprotein kcal and 10 g nitrogen as 65 g of conventional protein
administered enterally for 3 weeks (n = 21)
Control group: No intervention (n = 22)
Co-intervention: The control diet yielded < 22 mol sodium, 1800 - 2400 kcal and 70
- 100 g protein. The adults receiving only the control diet were given vitamin K i.v.
(10 mg x 3) and were subsequently managed with protein restriction (to 40 or 60 g) if
indicated for control of encephalopathy, and by intravenous infusion of 5 - 20% dextrose
solutions if temporarily unable to take food orally


Outcomes Mortality, complications, hepatic function (prothrombin time), indices of malnutrition
and nitrogen balance


Study dates Not stated


Notes “The authors were not contacted since dr. Calvey died several years ago and no additional
data was available” (Koretz 2012).


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incom-
plete data was not reported


Selective reporting (reporting bias) Low risk The trial reported mortality and complica-
tions.
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Williams 1985 (Continued)


For-profit bias Low risk The trial was supported by the Joint Re-
search Committee of King’s College Hos-
pital and Medical School


Other bias Low risk The trial appeared to be free of other com-
ponents that could put it at risk of bias


Williford 1991


Methods Randomised clinical trial, USA


Participants 459 hospitalised adults undergoing major abdominal or thoracic surgery, at nutritional
risk according to Nutritional Risk Index (NRI)
Male:Female = 455:4
Mean age = 62.9 years


Interventions Experimental group: 7 - 15 days preoperative TPN (n = 231)
Control group: No preoperative TPN. After 72 hrs if clinically indicated (n = 228)


Outcomes Complications, all-cause-mortality


Study dates Not stated


Notes We could find no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk The sequence was randomly computer-generated.


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


High risk There were above 5% dropouts, and the trial did not
allow proper intention-to-treat methodology


Selective reporting (reporting bias) Low risk The outcomes were as stated in the protocol.
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Williford 1991 (Continued)


For-profit bias High risk The trial was funded by Armour Pharmaceutical.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Wood 1989a


Methods Randomised clinical trial, USA


Participants 55 hospitalised adult men undergoing routine major surgery, at nutritional risk due to
major surgery
Male:Female = 55:0
Mean age = 54 years
Exclusion criteria: none stated


Interventions Experimental group 1: TPN (90 g of crystalline amino acids, 3000 calories as glucose a
day) from 2 weeks prior to surgery until 1 week after surgery (n = 10)
Experimental group 2: parenteral nutrition 90 g amino acids a day (n = 15)
Experimental group 3: parenteral nutrition: peripheral parenteral nutrition (90 g amino
acids plus 1600 calories, 60% as fat a day)(n =15)
Control group: treatment as usual (100 g glucose) (n = 15)


Outcomes Nitrogen balance, maintenance of body cell mass, serum albumin levels, exercise capacity


Study dates Not stated


Notes Group 1 could not be used in the analysis, since this group was not properly randomised
(they had to have a certain degree of malnutrition, before being randomised to this
group)


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described
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Wood 1989a (Continued)


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk Not described


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report mortality or serious adverse events


For-profit bias Low risk The trial was funded by the Veterans Affairs Admin-
istration.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Wood 1989b


Methods Randomised clinical trial, USA


Participants 55 hospitalised adult men undergoing routine major surgery, at nutritional risk due to
major surgery
Male:Female = 55:0
Mean age = 54 years
Exclusion criteria: none stated


Interventions Experimental group 1: total parenteral nutritionTPN (90 g of crystalline amino acids, 3,
000 calories as glucose pera day) from 2 weeks prior to surgery until 1 week after surgery.
(n = 10)
Experimental group 2: parenteral nutrition 90 g amino acids pera day (n = 15)
Experimental group 3: parenteral nutrition: peripheral parenteral nutrition (90 g amino
acids plus 1,600 calories, 60% percent as fat pera day).(n =15)
Control group: treatment as usual (100 g glucose) (n = 15)


Outcomes Nitrogen balance, maintenance of body cell mass, serum albumin levels, exercise capacity


Study dates Not stated


Notes Group 1 could not be used in the analysis, since this group was not properly randomised
(they had to have a certain degree of malnutrition, before being randomised to this
group)


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described
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Wood 1989b (Continued)


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk Not described


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report mortality or serious adverse events


For-profit bias Low risk The trial was funded by the Veterans Affairs Admin-
istration.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Woolfson 1989


Methods Randomised clinical trial, UK


Participants 122 hospitalised adults with major thoracal/abdominal surgery
Male:Female = 86:36
Mean age= 62.5 years
Exclusion criteria: Unable to give consent (or refused), chronic renal or hepatic disease,
diabetes mellitus requiring regular insulin treatment. Any use of systemic corticosteroids
in the month prior to operation


Interventions Experimental group: Parenteral nutrition (Glucose: 9.2 g/kg previous body weight/24
hrs (35 kcal/kg/24 hrs); Amino-acids as FreAmine II*: (1 mg amino-acid N/175 kcal/
non-N energy); Intralipid 20%: 500 ml on days 2 and 5; Sodium: 150 mmol/24 hrs
plus replacement of any significant extra-renal losses.
Potassium: 50 mmol/24 hrs, plus 5 mmol/g N, plus replacement of any significant extra-
renal losses. Phosphate: 30 mmo1/24 hrs. Micronutrients: Addamel* 1 ampoule/day
Solvito* 1 ampoule/day Folate 5 mg/day Vitlipid* 1 ampoule/bottle Intralipid. Water:
The total volume was made up to 2.5 - 3 L according to clinical indications. This was
kept constant during the study period.
Any other solutions (non-nutrient) were allowed at the discretion of the surgical team,
and were recorded if given. (n = 62)
Control group: The basic solutions used in each participant were 1000 ml 0.9”” saline,
and 2000 ml 5’j, glucose. All the other electrolytes and additives were given, calculated
as if the participants were being fed. (n = 60)


Outcomes Any death, duration of hospital stay, complications, weight, anastomotic leakage, triceps
skinfold, general progress, arm muscle circumference
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Woolfson 1989 (Continued)


Study dates Not stated


Notes We could find no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Random-numbers table


Allocation concealment (selection bias) Unclear risk Short block sequence made it unclear if the investiga-
tors could foresee the allocation sequence


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Although there was blinding the administration of In-
tralipid was not sufficiently described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk The assessment was blinded but it was not stated who
did the calculations and analyses and if they were
blinded


Incomplete outcome data (attrition bias)
All outcomes


High risk There were above 5% missing data for weight and the
trial did not account for the missing data


Selective reporting (reporting bias) Low risk All clinical relevant outcomes were reported, despite no
protocol published


For-profit bias High risk Funded by Boots UK.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Wu 2007a


Methods Randomised clinical trial, China


Participants 646 hospitalised adults with gastrointestinal cancer, at nutritional risk due to gastro-
colorectal surgery
Male:Female = 366:280
Mean age = 62 years
Exclusion criteria: severe liver function damage (Child.Pugh class B), severe impair-
ment of renal function (serum creatinine 265.2 mol/L or needed haemodialysis), se-
vere respiratory dysfunction (arterial PaO2 70 mmHg), severe impairment of cardiac
function (NYHA class 3), already infected, (temperature 37.6 °, WBC 11.0 x 109/
L or bacteraemia), immune deficiency or damage (after radiotherapy or chemotherapy
or WBC 2.0 × 109/L)
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Wu 2007a (Continued)


Interventions Experimental group:
Group 1: enteral nutrition of 125.5 kJ (30 cal)/(kg/day), 0.25 g/(kg/day) nitrogen. The
course of the treatment was 7 days. (n = 215)
Group 2: parenteral nutrition of 125.5 kJ (30 cal)/(kg/day), 0.25 g/(kg/day) nitrogen,
electrolyte, microelements and vitamins. The course of the treatment was 7 days. (n =
215)
Control group: Conventional fluid infusion (5% and 10% glucose and electrolytes) until
they resumed normal eating ( 43.9 ~ 13.4) kJ (10.5 ~ 3.2) kcal/(kg/day). The course of
the treatment was unclear. (n = 216)


Outcomes Triceps folds, forearm midpoint circumference, body weight, albumin, transferrin, blood
biochemistry, liver function and the calculation of nitrogen balance. Postoperative com-
plications, mortality, serious adverse events, morbidity, postoperative length of hospital
stay and weight change


Study dates Not stated


Notes Same as Wu 2007b, but with group 1 vs control. We found no contact information for
the authors


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk The sequence generation was achieved using com-
puter random-number generator


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained.


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Wu 2007b


Methods Randomised clinical trial, China


Participants 725 hospitalised adults with gastro-intestinal cancer, at nutritional risk due to gastro-
colorectal surgery
Male:Female = 366:280
Mean age = 62 years
Exclusion criteria: severe liver function damage (Child.Pugh class B), severe impair-
ment of renal function (serum creatinine 265.2 mol/L or need haemodialysis), severe
respiratory dysfunction (arterial PaO2 70 mmHg), severe impairment of cardiac func-
tion (NYHA class 3), already infected (temperature 37.6 °, WBC 11.0 x 109/L
or bacteraemia), immune deficiency or damage (after radiotherapy or chemotherapy or
WBC 2.0 × 109/L)


Interventions Experimental group:
Group 1:Enteral nutrition of 125.5 kJ (30 cal)/(kg/day), 0,25 g/(kg/day) nitrogen. The
course of the treatment was 7 days. (n = 215)
Group 2: parenteral nutrition of 125.5 kJ (30 cal)/(kg/day), 0.25 g/(kg/day) nitrogen,
electrolyte, microelements and vitamins. The course of the treatment was 7 days. (n =
215)
Control group: Conventional fluid infusion (5% and 10% glucose and electrolytes) until
resume normal eating (43.9 ~ 13.4) kJ (10.5 ~ 3.2) kcal/(kg/day). The course of the
treatment was unclear. (n = 216)


Outcomes Triceps folds, forearm midpoint circumference, body weight, albumin, transferrin, blood
biochemistry, liver function and the calculation of nitrogen balance. Postoperative com-
plications, mortality, serious adverse events, morbidity, postoperative length of hospital
stay and weight change


Study dates Not stated


Notes Same as Wu 2007a, but with group 2 vs control


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk The sequence generation was achieved using com-
puter random-number generator


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described
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Wu 2007b (Continued)


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained.


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Xie 2014


Methods Randomised clinical trial, China.


Participants 120 hospitalised adults, at nutritional risk due to being frail elderly with hip fracture
Male:Female = 66:54
Mean age = 69
Exclusion criteria: Not stated


Interventions Experimental group:
Received early enteral nutrition. Stomach tube was inserted within 24 - 48 hrs after
surgery, and a small dose of fluid diet was given. If there was no obvious gastric retention,
the diet was provided 48 hrs after surgery, started with ¼ of required volume, and
increased by ¼ volume, so that at the 6 - 7-day the intake reached full volume, i.e. 2500
mL ± 500 mL. (n = 60)
Control group: No treatment (n = 60)
Co-intervention: Intravenous drip of Esomeprazole 40 mg + saline 100 ml, twice a day


Outcomes Gastric juice PH, gastroscopic mucosa pathological variation, albumin, pre-albumin,
total protein, weight, digestive complications and adverse events


Study dates Not stated


Notes We tried and failed to contact the authors by phone and by email: 1339946939@qq.com.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.
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Xie 2014 (Continued)


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk We found no protocol and the trial did not report
serious adverse events or all-cause mortality


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Xu 1998a


Methods Randomised clinical trial, China


Participants 32 hospitalised elderly adults admitted for gastro-oesophageal, small intestine, colorectal
surgery, at nutritional risk due to major surgery
Male:Female = 19:13
Mean age = 67.6 years
Exclusion criteria: none stated


Interventions Experimental group: Parenteral nutrition of 104.5 ~ 146.4 kJ/(kg/day), 0.15 ~ 0.24 g/
(kg/day) nitrogen, 10% KCL 30 ml, 10% NaCL 40 ml, glucose, vitamin and exogenous
insulin. The course of treatment was 7 days. (n = 16)
Control group: conventional fluid infusion (the detailed composition of conventional
fluid infusion and treatment course were unclear) (n = 16)


Outcomes Body weight, 24-hr urinary nitrogen excretion, serum albumin, siderophilin, pre-albu-
min, total lymphocyte count, nitrogen balance and morbidity


Study dates Not stated


Notes We found no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described
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Xu 1998a (Continued)


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) High risk The outcomes stated in the protocol are not re-
ported.


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Xu 2003


Methods Randomised clinical trial, China


Participants 40 hospitalised adults with oesophageal cancer, at nutritional risk due to gastroenterologic
surgery
Male:Female = 28:12
Mean age = 45.6 years
Exclusion criteria: abnormal function or disorder of the liver and kidney, metabolic
disease


Interventions Experimental group: Nutrison Fibre enteral nutrition. Started on the 1st day after the
surgery. The course of the treatment was unclear. (n = 20)
Control group: Traditional Nutrison Fibre enteral nutrition. Started when the intestinal
function began to recover. The course of the treatment was unclear. (n = 20)


Outcomes All-cause mortality, serious adverse events, biomarkers, vital signs, recovery of gastroin-
testinal function and morbidity


Study dates Not stated


Notes We could find no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described
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Xu 2003 (Continued)


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, but the trial reported
on all-cause mortality and serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Yamada 1983


Methods Randomised clinical trial, Japan


Participants 34 hospitalised adults who had undergone gastrectomy, at nutritional risk due to major
abdominal surgery
Male:Female = Not described
Exclusion criteria: older than 70


Interventions Experimental group: TPN (24% glucose and 12% crystalline amino acids) with appro-
priate amounts of salts and minerals started on the 4th day after the surgery and contin-
ued for 14 days(n = 18)
Control group: no intervention (n = 16)
Co-interventions: 5-Fluorouracil, no oral restriction


Outcomes Mortality, complications, weight, serum values


Study dates


Notes We found no contact information for the authors.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described
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Yamada 1983 (Continued)


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk No incomplete data


Selective reporting (reporting bias) Low risk No protocol could be obtained but the trial did report
all-cause mortality and major complications


For-profit bias Low risk Supported by grants by the Japanese Ministry of
Health and Welfare


Other bias Low risk The trial appears to be free of other components that
could put it at risk of bias


Yang 1996


Methods Randomised clinical trial, China


Participants 21 hospitalised adults with gastric ulcer and cancer, at nutritional risk due to gastric
surgery
Male:Female = 13:8
Mean age = 48.9 years
Exclusion criteria: not stated


Interventions Experimental group: from the 1st day after operation, the participants received Nutrison
enteral nutrition (418 kJ calorie, 4.0 g protein, 3.9 g fat, 12.3 g carbohydrate per 100
ml). The intake was 500 ml at the beginning and increased with 500 ml a day, until it
reached 2000 ml/day. The course of the treatment was 7 days. (n = 11)
Control group: No intervention Liquid diet was started on the 3rd ~ 5th day. (n = 10)
Co-interventions: Conventional fluid infusion to maintain water, electrolyte balance.
Blood transfusion was given as needed


Outcomes Serious adverse events, morbidity, urea nitrogen, nitrogen balance, plasma protein, T
cell subsets and NK cell activity were calculated, body weight


Study dates Not stated


Notes We found no contact information for the authors.


Risk of bias
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Yang 1996 (Continued)


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk The numbers and reasons for the withdrawals and
dropouts were clearly stated


Selective reporting (reporting bias) Unclear risk No protocol could be obtained. The trial reported
on serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Yie 1996


Methods Randomised clinical trial, China


Participants 83 hospitalised adults with carcinoma of oesophagus and cardia, at nutritional risk due
to gastro-oesophageal surgery
Male:Female = 59:24
Mean age = 55 years
Exclusion criteria: Heart, lung, liver, kidney or endocrine diseases


Interventions Experimental group:
Group 2: Based on the conventional treatment, enteral nutrition (homemade ho-
mogenate liquid made of: rice, lean meat, egg, carrot, milk powder, sugar, etc.) was
started from the 5th ~ 6th day after the surgery. The treatment course was about 6 to 10
days (average 7 days). The average calorie supply was 3562 KJ. (n = 16)
Control group: conventional fluid infusion through peripheral vein from the 1st day
after surgery; the liquid volume was about 3000 ml; the calories were about 3562 KJ (n
= 37)


Outcomes Reduced weight/ideal body weight, BMI, morbidity and the times of stool after EN


Study dates Not stated
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Yie 1996 (Continued)


Notes We did not include group 1 as the experimental group received an elemental diet. We
found no contact information for the authors


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained.


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Yin 1994


Methods Randomised clinical trial, China.


Participants 25 hospitalised adults with advanced gastric cancer and undergoing surgery, at nutrition
risk due to having major surgery
Male:Female = 13:12
Mean age = 61 years


Interventions Experimental group: participants received intravenous nutrition through vein catheteri-
sation 5 days before the operation. The amount of nitrogen was 0.15 g/kg/day, and non-
protein calorie 28 kcal/kg/day, added with insuline, potassium chloride and moderate
vitamins and microelements. (n = 6)
Control group: no intervention (n = 6)
Co-interventions: chemotherapy


Outcomes Serum pre-albumin, transferrin, NK and LAK cell viability and FCM analysis
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Yin 1994 (Continued)


Study dates Not stated


Notes We tried but failed to contact the authors by phone.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did
not report on all-cause mortality or serious adverse
events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Young 1989a


Methods Randomised clinical trial, UK


Participants 30 hospitalised adults with gastro-intestinal neoplasms, at nutritional risk due to having
lost more than 5 kg of weight over the last 3 months
Male:Female = 21:9
Mean age = 65 years


Interventions Experimental group:
Group A) IVN for 3 days (0.18 g N/kg/day as amino acid; 30 kcal/kg/day as glucose)(n
= 10)
Group B) IVN for 7 days (n = 10)
Control group: Standard hospital diet (n = 10)
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Young 1989a (Continued)


Outcomes Plasma proteins, plasma amino acids, liver protein synthesis rate


Study dates Not stated


Notes Same trial as Young 1989b with the results from experimental Group (A) vs control. We
could obtain no contact information for the authors


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) High risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Young 1989b


Methods Randomised clinical trial, UK


Participants 30 hospitalised adults with gastro-intestinal neoplasms, at nutritional risk due to having
lost more than 5 kg of weight over the last 3 months
Male:Female = 21:9
Mean age = 65 years


Interventions Experimental group:
Group A) IVN for 3 days (0.18 g N/kg/day as amino acid; 30 kcal/kg/day as glucose)
(n = 10)
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Young 1989b (Continued)


Group B) IVN for 7 days (n = 10)
Control group: Standard hospital diet (n = 10)


Outcomes Plasma proteins, plasma amino acids, liver protein synthesis rate


Study dates Not stated


Notes Same trial as Young 1989a with the results from experimental Group (B) vs control


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Zareba 2013a


Methods Randomised clinical trial, Poland


Participants 75 hospitalised adults undergoing elective gastric and large intestine cancer surgery, at
nutritional risk due to major surgery
Male:Female = 38:37
Mean age = 66 years
Exclusion: frank diabetes; preoperatively-diagnosed resistance to insulin; stomach emp-
tying disorders, undernourishment (according to SGA and NRS 2002)
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Zareba 2013a (Continued)


Interventions Experimental group:
Group II: 25 participants who received an “all in one” type of TPN for 5 days prior
to surgical procedure. The mixture contained carbohydrates (glucose solutions), lipids
(lipid emulsions) and amino acid solutions. Vitamins, 10% NaCl-20ml, 15% KCl-10ml,
20% MgSO4-4ml and microelements were added to the TPN bag. Total energy value
was 10 kcal/kg of body weight. (n = 25)
Control group: Received no preparations influencing the perioperative insulin resistance
level (n = 25)
Co-intervention: They had standard hospital meals for 4 days prior to the surgery


Outcomes Insulin resistance level


Study dates “Between 2008-2009”


Notes Same trial as Zareba 2013b but with group I vs II We contacted the authors on 25th
September 2015 by email: nikt00@gazeta.pl. We received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Trial was not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


High risk Trial was not blinded


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did
not report on all-cause mortality or serious adverse
events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Zareba 2013b


Methods Randomised clinical trial, Poland


Participants 75 hospitalised adults undergoing elective gastric and large intestine cancer surgery, at
nutritional risk due to major surgery
Male:Female = 38:37
Mean age = 66 years
Exclusion: frank diabetes; preoperatively-diagnosed resistance to insulin; stomach emp-
tying disorders, undernourishment (according to SGA and NRS 2002)


Interventions Experimental group:
Group III: 25 participants who received standard hospital diet and TPN (with the
same ingredients and energy value as in group II), as well as prior to the surgery; oral
preoperative preparation. The evening before the surgery, the participants were given
800 ml of the preparation and 400 ml again on the actual day of the surgery (but no
later than 2 hours prior to the start of surgery) (n = 25)
Control group: Received no preparations influencing the perioperative insulin resistance
level (n = 25)
Co-intervention: They had standard hospital meals for 4 days prior to the surgery


Outcomes Insulin resistance level


Study dates “Between 2008-2009”


Notes Same trial as Zareba 2013a but with group I vs III. We contacted the authors on 25th
September 2015 by email: nikt00@gazeta.pl. We received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Trial was not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


High risk Trial was not blinded.


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report all-cause mortality or serious adverse events
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Zareba 2013b (Continued)


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Zeiderman 1989a


Methods Randomised clinical trial, UK


Participants 30 hospitalised adults undergoing elective resection of a gastrointestinal cancer who had
lost more than 5 kg in weight over the previous 3 months, at nutritional risk due to a
weight loss of 5% during the last 3 months
Male:Female = 21:9
Mean age = 69 years
Exclusion criteria: weight loss of < 5 kg in the 3 months prior to admission or uncertainty
about change in body weight


Interventions Experimental group 1: Intravenous nutrition for 3 days before operation. The feeding
regimen consisted of glucose infused at a rate of 126 kJ/kg body weight/day and amino
acids (FreAmine III, Boots Co. plc, Nottingham, UK) infused at 0.18 g nitrogen/kg/24
hrs (1 g protein/kg/day). In addition, 10 ml of multivitamin solution (Multibionta, E.
Merck, Hampshire, UK) and 5 ml of trace element solution (Pharmacy Department,
Leeds General Infirmary) were infused daily. Electrolytes were provided as required, ac-
cording to daily measurements of the plasma concentrations. In order to replete essential
fatty acids, and in keeping with the standard hospital regimen, fat emulsion (500 ml
of 20% ‘Intralipid’, KabiVitrum, Ealing, UK) was given on the 1st day only, with an
equicaloric reduction in the amount of glucose provided. (n = 10)
Control group: no intervention (n = 10)
Co-interventions: Hospital diet (HD group): free access to routine diet for 7 days before
operation


Outcomes Weight, height, mid-arm circumference and hand-grip strength. Skin-fold thickness was
measured at 3 sites (biceps, triceps and subcapsular). Haematological and immunological
variables. Biochemical determinations. Preoperative determination of protein synthetic
rate in vitro


Study dates Not stated


Notes Same as Zeiderman 1989a, comparing experimental group 1 and control group. We
could obtain no contact information for the authors


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described
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Zeiderman 1989a (Continued)


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias High risk The trial was supported by Boots Company PLC.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Zeiderman 1989b


Methods Randomised clinical trial, UK


Participants 30 hospitalised adults undergoing elective resection of a gastrointestinal cancer who had
lost more than 5 kg in weight over the previous 3 months, at nutritional risk due to a
weight loss of 5% during the last 3 month.
Male:Female = 21:9
Mean age = 69 years
Exclusion criteria: Weight loss of < 5 kg in the 3 months prior to admission or uncertainty
about change in body weight


Interventions Experimental group 2: Intravenous nutrition for 7 days before operation. The feeding
regimen consisted of glucose infused at a rate of 126 kJ/kg body weight/day and amino
acids (FreAmine III, Boots Co. plc, Nottingham, UK) infused at 0.18 g nitrogen/kg/24
hrs (1 g protein/kg/day). In addition, 10 ml of multivitamin solution (Multibionta, E.
Merck, Hampshire, UK) and 5 ml of trace element solution (Pharmacy Department,
Leeds General Infirmary) were infused daily. Electrolytes were provided as required, ac-
cording to daily measurements of the plasma concentrations. In order to replete essential
fatty acids, and in keeping with the standard hospital regimen, fat emulsion (500 ml
of 20% ‘Intralipid’, KabiVitrum, Ealing, UK) was given on the 1st day only, with an
equicaloric reduction in the amount of glucose provided. (n = 10)
Control group: no intervention(n = 10)
Co-interventions: Hospital diet (HD group): free access to routine diet for 7 days before
operation
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Zeiderman 1989b (Continued)


Outcomes Weight, height, mid-arm circumference and hand-grip strength. Skin-fold thickness was
measured at 3 sites (biceps, triceps and subcapsular). Haematological and immunological
variables. Biochemical determinations. Preoperative determination of protein synthetic
rate in vitro


Study dates Not stated


Notes Same as Ziederman 1989a, comparing experimental group 2 and control group


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data was
not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias High risk The trial was supported by Boots Company PLC.


Other bias Low risk The trial appeared to be free of other components that
could put it at risk of bias


Zelic 2012


Methods Randomised clinical trial, Croatia


Participants 40 hospitalised adults with colon, upper rectal or rectosigmoid cancer undergoing surgery,
at nutritional risk due to major abdominal surgery
Male:Female = 24:16
Mean age = 69 years
Exclusion criteria: Previous operations, metastatic disease, diabetes mellitus, BMI > 30,
ASA grade III - IV, conditions that might impair gastrointestinal motility, gastro-oe-
sophageal reflux, potential difficulty with airway management
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Zelic 2012 (Continued)


Interventions Experimental group: Carbohydrate-rich beverage (12.5 g/100 mL carbohydrate, 12%
monosaccharide, 12% disaccharides, 76% polysaccharides, 285 mosmol/k;Nutricia
Preop; Numico, Zoetermeer, Netherlands) ingested 800 mL the evening before surgery
and 400 mL 2 hours before surgery(n = 20)
Control group: Standard preoperative regime(n = 20)


Outcomes IL-10, IL-6, morbidity


Study dates


Notes We contacted the authors on 14th October 2015 by email: zelicm@medri.hr. We received
no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk The trial was described as being randomised but
only stated that it used the “closed envelope tech-
nique”


Allocation concealment (selection bias) Unclear risk The trial was described as being randomised but
only stated it used the “closed envelope technique”


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The trial stated it was blinded but “the investiga-
tor was informed of the allocation, being responsi-
ble for the preoperative information of the partici-
pants”


Blinding of outcome assessment (detection
bias)
All outcomes


Low risk The trial gave the impression that the outcome as-
sessors were blinded


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk There was no protocol and the trial did not report
all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias
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Zhang 2013


Methods Randomised clinical trial, China


Participants 100 hospitalised adults with viral hepatitis, and alcoholic liver disease, at nutritional risk
according to the trialist
Male:Female = 80:20
Mean age = 49 years
Exclusion criteria: Upper gastro-intestinal haemorrhage within 2 weeks before admis-
sion, uncontrolled diabetes, malignant tumour, clinical manifestations of hepatic en-
cephalopathy, clear infection, antiviral indications of hepatitis B cirrhosis in the preven-
tion and treatment guidelines of chronic hepatitis (2010 version), but did not want to
or could not receive nucleoside analogue antiviral treatment


Interventions Experimental group:
Enteral nutrition: Weekly recipes were prepared with 35 ~ 40 kcal/(kg/day) , 1.2 ~ 1.5
g/(kg/day) protein, 0.8 ~ 1.2 g/(kg/day) amino acid and 350 ~ 500 g/day carbohydrate.
Additionally supplemented vitamins A, D, e, K, B and Se, were included on the 4th day
in the daily meals. They were given yoghurt (or hot milk) of 100 ml and 15 g Noveliver
compound protein granule (purchased from the Global Partner of Institute for Liver
Cell Media, Myer Otec Co. California USA, which contained 18 kinds of amino acids
including all essential amino acids, and folic acid, selenium, etc.) at bedtime. Nutrition
intervention lasted for 4 weeks.(n = 50)
Control group: Conventional diet(n = 50)
Co-interventions: Protecting liver therapy and antiviral therapy


Outcomes Triceps skin fold, BMI, mid-arm circumference, mid-arm muscle circumference,
self-conscious symptoms, growth and decline of ascites, Albumin, pre-albumin,
cholinesterase, transaminase and bilirubin, blood coagulation index, HBV DNA and
complications


Study dates Not stated


Notes We contacted the author by phone and received information on mortality, follow-up
length, and funding


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk The author told us that he could not remember the
specific method of randomisation


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.
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Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Low risk The trial was funded by Major special projects
of science and technology bureau of Changchun
(10SF05)


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Zhao 2014


Methods Randomised clinical trial, China


Participants 64 hospitalised adults with acute non-lymphocytic leukaemia, at nutritional risk accord-
ing to trialist indication
Male:Female = not stated
Mean age = 32.8 years
Exclusion criteria: acute disease exacerbation; chronic diseases such as concomitant with
diabetes, hypertension, liver and kidney dysfunction; concomitant with serious allergy
and other immune system diseases; pregnant or lactating; within 6 months after surgery;
end-stage leukaemia


Interventions Experimental group: Standard nutrition support provided to the participants with es-
tablished nutrition risk (NRS-2002 ≥ 3) during the next chemotherapy course. The
participants should have high protein and high energy intake 3 days before and 1 week
after chemotherapy, which was achieved with oral Enteral Nutritional Powder (TP) 40
g.
The nutrition support protocol of “allowable intake inadequacy” of relatively lower
energy (80% of required energy) should consist of oral Enteral Nutritional Powder (TP)
30 g, twice a day, as supplementation.(n = 32)
Control group: Standard hospital diet(n = 32)


Outcomes Prealbumin, haemoglobin, red blood cell, albumin, total protein, BMI


Study dates Not stated


Notes We had trouble understanding the language in this trial, hence limited descriptions. We
contacted the authors on 25th September 2015 by email: zhuzhiming6542@sina.com.
We received no reply
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Zhao 2014 (Continued)


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report all-cause mortality or serious adverse events


For-profit bias Low risk Trial was supported by the Creative Foundation of
Navy General Hospital (CX201113)


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Zheng 2001a


Methods Randomised clinical trial, China


Participants 135 hospitalised adults with chronic damage in hepatic function receiving surgical treat-
ment, at nutritional risk according to trialist classification
Male:Female = not reported
Mean age = unknown
Exclusion criteria: No other diease except the primary disease affecting the metabolism


Interventions Experimental group: In the EN group, Nutrison Fibre was selected. After the participants
had received PN for 2 days EN was started on the 3rd day post-operatively through the
jejunostomy tube. 1st day was given 500 mL Nutrison fibre. If there was no malaise, 500
mL dose would be increased each day until the volume of 1500 mL/day was reached,
while the PN was decreased until it was substituted by EN. This dose was given for at
least 7 days. (n = 30)(n = 10)
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Zheng 2001a (Continued)


Outcomes Lactulose/mannitol ratio, weight, circumference of upper arm, liver function, kidney
function and electrolyte markers


Study dates Not stated


Notes Same trial as Zheng 2001b but with the enteral group. We could obtain no contact
information for the authors


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk There was only 1 dropout.


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Zheng 2001b


Methods Randomised clinical trial, China


Participants 76 hospitalised adults with chronic damage in hepatic function receiving surgical treat-
ment, at nutritional risk according to trialist classification
Male:female =
Mean age = unknown


Interventions Experimental group: In the PN group the participants received 30 kcal/kg/day and 0.
16 g N/kg/day. 25 - 33% of nonprotein calories were fat and the remainder was given
as carbohydrates. The solution was given through a peripheral vein from day 1 until at
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least day 7 (n = 26)
Control group: No nutritional support(n = 10)


Outcomes Lactulose/mannitol ratio, weight, circumference of upper arm, liver function, kidney
function and electrolyte markers


Study dates Not stated


Notes Same trial as Zheng 2001a but with the parenteral group


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Low risk There was only 1 dropout.


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Zheng 2015


Methods Randomised clinical trial, China


Participants 146 hospitalised adult with acute stroke, at nutritional risk according to the trialist
Male:Female = 85:61
Mean age = 71.6 years
Exclusion criteria: Transient ischaemic attack, subarachnoid haemorrhage, severe en-
docrine or metabolic disorders, hematological disorders, malignancies, chronic lung and
heart dysfunction, severe liver or kidney failure, stress ulcer of the digestive system, those
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who died within a week of admission, and received thrombolytic therapy


Interventions Experimental group: Nutrison fibre (Nutricia; Groupe Danone, Paris France), Swiss High
(RAE; 4.18- 6.27 kJ/ml), or a solution with high nutrition content made by nutritionists
in the hospital and based on condition, body weight, and nutritional status. Energy
requirements were in the range of 83.68 - 125.52 kJ/kg/day (1 kcalth = 4.184 kJ). These
solutions were infused by gravity under the supervision of nurses with a starting speed
of 40 - 60 ml/hr. If there were no adverse events such as reflux, diarrhoea or flatulence
the speed was adjusted to 100 - 125 ml/hr. The total volume for the 1st day was 500 ml
followed by an increase of 500 ml/day until the requirement was met. (n = 75)
Control group: Regular food from their families which consisted of milk, soy milk, juice,
vegetable juice, broth, congee and eggs(n = 71)
Co-interventions: Similar pharmacological treatment and those who were confirmed to
have dysphagia were supported with nasogastric nutrition within 72 hrs of admission,
which lasted at least 10 days


Outcomes Nutritional status and rate of malnutrition, nosocomial infection, mortality, and neuro-
logical evaluation


Study dates Not stated


Notes We contacted authors on 8th February 2016 by email: wangshaoshi@126.com. We
received no reply


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Low risk The doctors performing measurements were blinded
to the intervention


Incomplete outcome data (attrition bias)
All outcomes


Low risk There were no dropouts.


Selective reporting (reporting bias) Unclear risk No protocol could be obtained, and the trial did not
report serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.
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Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Zhong 1998


Methods Randomised clinical trial, China


Participants 25 hospitalised adults with hepatobiliary cancer operation, at nutritional risk due to
having major surgery
Male:Female = 10:15
Mean age = 65 years


Interventions Experimental group: Parenteral nutrition. Participants received infusion of nutrient so-
lution (non-protein calorie 20 - 25 Kcal/kg/day, nitrogen 0.1 - 0.15 g/kg/day) and ap-
propriate insulin and vitamin supplements from the 1st day of operation for 7 days. (n
= 13)
Control group: Conventional liquid infusion with non-protein calorie < 10 kcal/kg/day
for 7 days after operation, and liquid or semi-liquid diets since the 4th day after operation
(n = 12)


Outcomes Nitrogen-related index (urinary urea nitrogen, nitrogen balance), nutrition and bio-
chemistry index


Study dates Not stated


Notes We tried but failed to contact the authors by phone.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


Unclear risk Not described


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported
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Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Zhong 2006a


Methods Randomised clinical trial, China


Participants 42 hospitalised adults admitted for colon/rectum cancer operation, at nutritional risk
due to major surgery
Male:Female = 28:14
Mean age = 67 years
Exclusion criteria: without obvious ileus, severe heart, lung or kidney disease


Interventions Experimental group: Enteral nutrition support, consisted of 1500 - 2000 ml/day Nutri-
son Fibre, for 3 days before until 16 hrs before the surgery (n = 21)
Control group: Oral nutrition support, consisted of semi-liquid diets, liquid diets, fasting
and liquid infusion, for 3 days before the operation until the morning of the surgery (n
= 21)


Outcomes Side effects, times of intestinal lavage, nutritional parameters including weight


Study dates Not stated


Notes We tried but failed to contact the authors by phone and email: zhiqiang.zhong@163.com.


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described
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Zhong 2006a (Continued)


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained and the trial did not
report on all-cause mortality or serious adverse event


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Zhong 2014


Methods Randomised clinical trial, China


Participants 120 hospitalised adults with severe cerebrovascular disease, at nutritional risk due to
stroke
Male:Female = 67:53
Mean age = 59.1 years
Exclusion criteria: no metabolic and endocrine disorders before onset, no organic disease
of important organs


Interventions Experimental group: Early enteral nutrition. Adopted perfusion of nutrient solution from
low concentration and low speed, and gradually accelerated dosage to the full amount.
On the 1st day the perfusion was about 20 ml/hr, and it was increased by 20 ml/hr each
day, until the maximum speed of 125 ml/hr (the nutrient solution temperature should
be moderate). The treatment duration was unclear. (n = 60)
Control group: Conventional nutrition according to physical circumstances, and given
enteral nutrition after 72 hrs(n = 60)


Outcomes Dietary intakes, defaecation volume, cure condition, mortality, morbidity and sequellae


Study dates Not stated


Notes We contacted the authors by phone. The authors did not know when they would have
time to provide information


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described
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Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participantsand personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Unclear risk No protocol could be obtained.


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Zhu 2000


Methods Randomised clinical trial, China


Participants 98 hospitalised adults undergoing gastric operation, at nutritional risk due to having
major surgery
Male:Female = 60:38
Mean age = 47.8 years


Interventions Experimental group: Enteral nutrition support. On the 1st day a half-dose, 66.9 Kj/kg/
day, dripping speed of 60 - 100 ml/hr; increased on the 2nd day up to full dose, dripping
speed of 120 - 150 ml/hr through nasal-jejunum tube for 7 days.(n = 48)
Control group: Conventional infusion of 2494.4 Kj/day and without protein for 7 days
after operation (n = 50)


Outcomes Serum cytokine levels (IL-2, IFN-γ , IL-2Rα, sIL-2R)


Study dates Not stated


Notes We tried but failed to contact the authors were att by phone


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described
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Blinding of participants and personnel
(performance bias)
All outcomes


High risk Not mentioned, but the trial compared fluid infu-
sion with enteral nutrition, which can be judged as
high risk of bias


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The numbers and reasons for withdrawals and drop-
outs were not clearly stated or not stated at all


Selective reporting (reporting bias) Unclear risk There is no protocol and the outcomes all-cause mor-
tality and serious adverse events are not reported on


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Zhu 2002a


Methods Randomised clinical trial, China


Participants 42 hospitalised adults undergoing gastric operation, at nutritional risk due to major
surgery
Male:Female = 29:13
Mean age = 58.6 years
Exclusion criteria: Metabolic and endocrine diseases, abnormal liver or kidney function


Interventions Experimental group: Enteral nutrition support. The amount of calories was 125.5 kJ (30
kcal)/(kg/day), and nitrogen was 0.2 g/(kg/day). It was given through a nasal-duodenal
tube for 7 days (half-dose for the first 2 days).The nutrition was provided by Nutrition
Fiber (protein 20 g, fat 19.5 g,carbohydrate 61.5 g, minerals 3 g, food fibre 7.5 g, energy
4.18 Kj(1 kcal)/ml per 500ml).(n = 24)
Control group: Conventional infusion which consisted of 5% - 10% glucose, electrolytes,
and vitamins, about 2500 kJ (600 kcal)/day, without exogenous nitrogen (n = 18)


Outcomes All-cause mortality, severe complications, adverse events, nutritive index including body
weight, biochemical index, immune index (IgA, IgM, IgG,lymphocyte)


Study dates Not stated


Notes The authors were attempted contacted by phone. No contact was made


Risk of bias


Bias Authors’ judgement Support for judgement
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Random sequence generation (selection
bias)


Unclear risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk Participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Low risk No protocol could be obtained but the trial did re-
port on all-cause mortality and serious adverse event


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Zhu 2012a


Methods Randomised clinical trial, China


Participants 97 hospitalised adults admitted with stroke, at nutritional risk due to stroke
Male:Female = 56:41
Mean age = 72 years
Exclusion criteria: None


Interventions Experimental group 1: Received both enteral and parenteral supplements.The energy
was 84 - 105 kj/kg/day, and increased to the target volume 126 - 147 kj/kg/day, based
on participant’s recovery condition. Whole protein supplements (6.3 kJ/ml) were given
through nasogastric tube, and the sugar, fat and protein were provided through vein
tube.(n = 33)
Experimental group 2: Received only enteral supplements. The energy was 84 - 105 kj/
kg/day, and increased to the target volume 126 - 147 kj/kg/day based on participant’s
recovery condition. All the nutrition was provided through the nasogastric tube. (n =
32)
Control group: The nutrition (6.3 kJ/ml)was given through nasogastric tube under the
control of a specialist nurse(n = 32)


Outcomes Triceps skinfold thickness, arm muscle circumference, haemoglobin, albumin, preal-
bumin, triglyceride, incidence rate of malnutrition; infection rate, mortality, NIHSS,
Barthel Index
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Study dates Not stated


Notes Same as Zhu 2012b, but with experimental group 1 vs control group. We found no
contact information for the authors


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Low risk No protocol could be obtained but the trial did re-
port on all-cause mortality and serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


Zhu 2012b


Methods Randomised clinical trial, China


Participants 97 hospitalised adults admitted with stroke, at nutritional risk due to stroke
Male:Female = 56:41
Mean age = 73 years
Exclusion criteria: None


Interventions Experimental group 1: Received both enteral and parenteral supplements.The energy
was 84 - 105 kj/kg/day, and increased to the target volume 126 - 147 kj/kg/day based
on participant’s recovery condition. Whole protein supplements (6.3 kJ/ml) were given
through nasogastric tube, and the sugar, fat and protein were provided through vein
tube.(n = 33)
Experimental group 2: Received only enteral supplements. The energy was 84 - 105 kj/
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kg/day, and increased to the target volume 126 - 147 kj/kg/day based on participant’s
recovery condition. All the nutrition was provided through the nasogastric tube.(n = 32)
Control group: The nutrition (6.3 kJ/ml) was given through nasogastric tube under the
control of a specialist nurse.(n = 32)


Outcomes Triceps skinfold thickness, arm muscle circumference, haemoglobin, albumin, preal-
bumin, triglyceride, incidence rate of malnutrition;,infection rate, mortality, NIHSS,
Barthel Index


Study dates


Notes Same as Zhu 2012a, but with experimental group 2 vs control group


Risk of bias


Bias Authors’ judgement Support for judgement


Random sequence generation (selection
bias)


Low risk Not described


Allocation concealment (selection bias) Unclear risk Not described


Blinding of participants and personnel
(performance bias)
All outcomes


High risk The participants and personnel were not blinded.


Blinding of outcome assessment (detection
bias)
All outcomes


Unclear risk Not described


Incomplete outcome data (attrition bias)
All outcomes


Unclear risk The number of participants with incomplete data
was not reported


Selective reporting (reporting bias) Low risk No protocol could be obtained but the trial did re-
port on all-cause mortality and serious adverse events


For-profit bias Unclear risk It was unclear how the trial was funded.


Other bias Low risk The trial appeared to be free of other components
that could put it at risk of bias


6-MWD: 6-minute walking distance
ABG: arterial blood gas
AD: Alhzeimer’s disease
ADL: activities of daily living
AKP: alkaline phosphatase
ASCI(U): Acute Spinal Cord Injury (Unit)
BEE: basal energy expenditure
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BMI: body mass index
BUN: blood urea nitrogen
CABG: coronary artery bypass graft
COPD: chronic obstructive pulmonary disease
CRP: C-reactive protein
ECOG: Eastern Co-operative Oncology Scale
EN: enteral nutrition
ESR: erythrocyte sedimentation rate
FCM: flow cytometry
FEV: forced expiratory volume
FIM: functional independence measure
FVC: forced volume capacity
GCS: Glasgow coma scale
GPT: glutamate pyruvate transaminase
IBW: ideal body weight
ICU: intensive care unit
i.v.: intravenous
IVH: intrravenous hyperalimentation
IVN: intravenous nutrition
KPS: Karnofsky performance score
MMSE: Mini metal state examination
MNA: mini nutritional assessment
MUST: Malnutrition Universal Screening Tool
NEFA: non-essential fatty acids
NIHSS: NIH stroke scale
NRS: Nutritional Risk Screening
NSAID: non-steroidal anti-inflammatory drug
NYHA: New York Heart Association
ONS: oral nutrition supplement
PEG: percutaneous endoscopic gastrotomy
PN: parenteral nutrition
QALYs: quality-adjusted life years
QoL: quality of life
REE: resting energy expenditure
RQ: respiratory quotient
SD: standard deviation
SFAA: serum-free amino acid
SGOT: serum glutamic oxaloacetic transaminase
SGPT: serum glutamate pyruvate transaminase
SIRS: sepsis inflammatory response syndrome
SPN: supplementary parenteral nutrition
TBSA: total body surface area
TPN: total parenteral nutrition
WBC: white blood cell
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Characteristics of excluded studies [ordered by study ID]


Study Reason for exclusion


Abbasinazari 2011 Wrong control group (enteral feeding)


Abitbol 1989 Wrong control (all 3 groups received total parenteral nutrition)


Achord 1987 Multi-intervention (experimental group received cortisol and heparin in addition to their nutrition
intervention)


Aguilar-Nascimento 2002 Wrong intervention group (the intervention group did not receive nutritional support (early oral
feeding))


Akizuki 2009 Not randomised


Albano 2003 Not adults


Aoki 2000 Wrong intervention group (The intervention is preoperative glutamine supplement)


Aoki 2001 Wrong intervention group (glutamine supplementation as primary intervention)


Arabi 2011 Wrong control group (control group not described as standard care)


Arcand 2005 Outpatients


Arnaud-Battandier 1999 Outpatients


Arnold 1989 Outpatients


Aronsson 2009 Not at nutritional risk (after correspondence with author)


Arustamyan 2011 Wrong control group (control group did not receive standard care)


Arutiunov 2009 Not randomised (the study was an observational study)


Ashworth 2006 Wrong control group (both the intervention and control group received oral nutrition support)


Askanazi 1986 Wrong control group (control group not described as standard care)


Bachmann 2008 Not randomised (clinical case study)


Bachrach-Lindström 2000 Not randomised


Baek 1975 Not randomised


Bakiner 2013 Wrong control group (control group receives parenteral nutrition)


Bakker 2011 Protocol to the trial Bakker 2014
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Bar 2008 Participants were pregnant (elective C-section)


Barle 1997 Not at nutritional risk (undergoing elective laparoscopic surgery and the trialist does not describe
participants as at nutritional risk)


Baron 1986 Not randomised


Barton 2000 Wrong intervention group (experimental group received both reduced portion size and fortifications)


Bastarache 2012 Wrong control group (the trial compared two different enteral feedings (trophic food))


Bastian 1999 Wrong intervention group (immunonutrition)


Bauer 2005a Wrong intervention group (both the experimental group and control group received an isocaloric
supplement. Not nutritional support)


Bauer 2005b Wrong intervention group (both the experimental group and control group received an isocaloric
supplement. Not nutritional support)


Bayer-Berger 1989 Not randomised (the control group were not randomised)


Beattie 2000 Outpatients


Beau 1986 Wrong control group (control group received enteral nutrition as standard care)


Benzineb 1995 Wrong intervention (experimental group received early oral feeding)


Bickel 1992 Wrong intervention group (the experimental group received early oral feeding)


Blackburn 1973 Wrong control group (there was no control group in this trial); not described as randomised


Bonetti 1988 Wrong control group (control group was not described as standard care)


Bories 1994 Participants were younger than 18 years old


Bos 2000 Not randomised


Bos 2001 Not randomised


Boultetreau 1978 Wrong control group (both groups receives parenteral nutrition)


Bourdel-Marchasson 2000 Cluster-randomised trial


Bozzetti 1974 Wrong control group (control group received parenteral nutrition)


Bozzetti 1976 Wrong control group (control group received parenteral nutrition)
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Bozzetti 1998 Not randomised


Bozzetti 2000 The control group receives hypocaloric PN


Braga 2002 Wrong intervention (experimental group received diet enriched with arginine, omega-3 fatty acid and
RNA)


Braunschweig 2015 Wrong control group (control group receives enteral or parenteral nutrition as part of standard care)


Britton 2012 Cluster-randomised trial


Brooks 1999 Wrong intervention group (the experimental group received immunonutrition)


Buchman 1969 Not randomised


Burden 2011 Outpatients


Buzby 1988 Protocol. The finished review could not be obtained, and may never have been conducted


Cabre 1990 Wrong control group


Cai 1999 Wrong control group (the comparison of the study is EN (dietary fibre + glucose + protein) versus
EN (glucose + protein))


Cai 2000 Wrong control group (the comparison of the study is EN versus PN)


Cameron 2011 Wrong control group (the control group received an intervention the experimental group did not
(milk))


Cao 1994 Outpatients (participants were with cancer and having chemotherapy)


Capparros 1982 Not randomised


Chadwick 2002 Wrong intervention group (not nutritional support)


Chatterjee 2012 Wrong intervention group (early oral feeding)


Chattophadhyay 2002 Not at nutritional risk (meeting abstract). Authors could not be found for further information


Chen 1994 Wrong control group (the comparison of the study is early EN versus PN)


Chen 2000c Wrong control group (the comparison of the study is EN versus PN)


Chen 2001 Wrong control group (the comparison of the study is EN versus PN)


Chen 2010 Not a randomised clinical trial, and the comparison is EN versus PN
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Chen 2014 Not randomised


Cheng 1997 Not a randomised trial


Chiarelli 1990 The study said it had randomised participants according to the “case-control method”. We could not
be sure it was a randomised clinical trial


Collins 1978 Not randomised


Consoli 2010 Wrong intervention group (the experimental group received early oral feeding (not nutritional support)
)


Cornu 2000 Outpatients


Csapo 2003 Not a randomised clinical trial


Cui 1994 Not a randomised clinical trial


Cui 2013 Wrong control group (EN (nasogastric tube) vs EN ((nasogastric tube) + PN (venous)) vs + PN
(venous))


Dag 2011 Wrong intervention group (the experimental group received early oral feeding (not nutritional support)
)


Daly 1987 Not randomised


Davies 1998 Not randomised clinical trial


De Castro 2012 Wrong control group (control group receives isocaloric enteral nutrition)


De Luis 2003 Outpatients


De Lédinghen 1998 Wrong intervention group (the experimental group received early oral feeding (not nutritional support)
)


Dea 1996 Not at nutritional risk


Deligné 1974 Not randomised


Demetriou 1992 Comment on Kearns 1992


Dhanraj 1997 Wrong control group (control group received hospital-made enteral nutrition as standard care)


Dias 1999 Wrong intervention group (the experimental group did not receive nutritional support (glutamine))


Ding 1999 Participants were pregnant women.


Ding 2015 Wrong control group (control group receives enteral nutrition)
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Dintinjana 2012 Multi-intervention (including megestrol acetate)


Dixon 1984 Outpatients


Djunet 2012 Wrong control group


Dock-Nascimento 2012 Glutatemine enriched nutritional support


Doglietto 2004 Wrong intervention (does not receive a nutrition intervention)


Dong 1997 Wrong control group (the comparison of the study is EN versus PN)


Driver 1990 Not randomised


Dupont 2012 Outpatients


Dutta 2004 Not randomised


Eckerwall 2007 Early oral feeding


Edstrom 1989 Not at nutritional risk. Trialists investigate tumor kinetics following TPN and do not indicate that
their participants are at nutritional risk


Efthimiou 1988 Outpatients


El Nakeeb 2009 Wrong intervention group (the experimental group received early oral feeding, not nutritional support)


Elke 2013 Not randomised


Elmore 1989 Wrong intervention group (the intervention group received elemental diet)


Eneroth 1997 Not randomised


Eneroth 2004 Outpatients


Esaki 2005 Not randomised


Evans 1987 Outpatients


Fairfull-Smith 1980 Not randomised


Feinstein 1981 Dialysis


Feldblum 2011 Wrong control group (there was no control group. The trial compared group 2 and 3 as one)


Feng 2008 Wrong intervention group (the experimental group received early oral feeding. Not nutritional sup-
port)
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Feo 2004 Multiintervention (early oral feeding)


Fernandez-Estivariz 2006 Outpatients (not hospitalised. Both groups received parenteral nutrition)


Flynn 1987 Outpatients


Foltz 1987 Outpatients


Fonseca 2011 Wrong intervention group (experimental group receives early oral feeding (not nutrition support))


Foster 1980 Wrong intervention group (experimental group did not receive nutritional support)


Freund 1990 Not randomised


Fuenzalida 1990 Outpatients (the participants were not hospitalised, but were admitted to a Clinical Research Centre)


Förli 2001 Publication of the outpatient phase of Förli 2001


Ganzoni 1994 Outpatients


Garcia-Rodriguez 2013 Outpatients and control intervention not described as standard care


Genton 2004 Not randomised


Georgieff 1980 Not randomised


Gerasimidis 2014 Outpatients


Grahm 1989 Quasi-randomised


Greenberg 1982 Wrong control group (control group received parenteral feeding)


Grizas 2008 Wrong control group (the diet of the control group was not described as standard care but rather
Early natural nutrition)


Grode 2014 Wrong control group (both groups receives nutritional intervention)


Gunnarsson 2009 Quasi-randomised


Gurgun 2013 Outpatients


Haffejee 1980 Not randomised


Han-Geurts 2001 Wrong control group (fixed oral diet versus patient-controlled oral diet)


Han-Geurts 2007 Wrong intervention group (experimental group was not described as nutritional support)
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Harries 1983 Outpatients


Hasenberg 2010 The trial was retracted


Hasse 1997 Outpatients


He 2000 Not a randomised clinical trial


Heatley 1979 Quasi-randomised (participants were randomly allocated into 1 of 2 groups according to odd or even
year of birth)


Hedberg 1999 Not randomised


Heslin 1997 Wrong intervention group (immunonutrition)


Hickey 1982 Not randomised to nutrition support (randomised to oral hygiene)


Hidding 1988 Wrong control group (2 different enteral solutions)


Hochwald 1997 Wrong intervention group (intervention group received immunonutrition containing arginine)


Honda 1990 Not randomised


Hosseini 2010 Early oral feeding


Hovels 1951 Not adults (infants)


Hu 1995 Not a randomised clinical trial


Hu 2003 Wrong control group (control group did not receive standard care)


Hur 2011 Wrong control group (both groups were intervention groups receiving the same intervention in
different time periods)


Ibrahim 2002 Wrong control group (both groups were intervention groups, and both of them had enteral feeding)


Irvine 2004 Wrong control group (No participants received a control diet)


Isenring 2003a Outpatients


Isenring 2003b Outpatients


Isenring 2004 Outpatients


Ishiki 2015 No group received standard care (enteral nutrition versus oral nutrition versus enteral plus oral nu-
trition)
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Jacob 1989 Wrong control group (all groups received different parenteral nutrition therapy)


Jacobson 2012 Not randomised (patients was chosen in consecutive manner and compared to patients during a
preceeding 20-year period)


Jenkins 1994 Not adults


Jiang 1994a Not a randomised clinical trial.


Jiang 1994b Wrong control group (the comparison of the study is EN versus PN)


Jiang 2001 Wrong control group (the comparison of the study is EN versus PN)


Jiang 2002 Wrong control group (the comparison of the study is EN versus PN)


Jiang 2003 Wrong control group (the comparison of the study is hypocaloric PN vs traditional PN)


Jin 2002 Wrong control group (early EN versus PN plus EN)


Joosten 2001 Not randomised


Kang 1994 Not a randomised clinical trial


Kang 2011 Wrong control group (the control group receives PN)


Keller 1991 Wrong control group (2 intervention groups (hypercaloric vs hypocaloric))


Keohane 1983 Wrong control group (control group received enteral nutrition as standard care)


Kilgallen 1996 Outpatients


Kilic 2012 Not randomised


Kinsella 1981 Outpatients


Kirkil 2012 Wrong control group (control group received a different enteral formula)


Kirvela 1993 Outpatients


Kiss 2014a Wrong control group (control group received nutrition support until 50% of energy requirements
were met)


Kiss 2014b Outpatients


Kiss 2014c Outpatients


Klahr 1996 Trial to test the efficacy of providing less protein in diet
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Klek 2011 Wrong control group. There were 4 intervention groups: standard enteral nutrition, immunmodu-
lating enteral nutrition, standard parenteral nutrition, immunmodulating parenteral nutrition, and
therefore no control group


Knowles 1988 Outpatients (ambulatory)


Kochar 2011 Not adults


Kompan 1999 Wrong control group (both groups were intervention groups receiving enteral nutrition at different
times)


Kompan 2004 Wrong control group (control group receives total parenteral nutrition)


Konrad 1966 Not randomised


Kult 1975 Not randomised


Kwon Lee 2006 Outpatients


Laaban 1986 Not a randomised clinical trial (observational study)


Lapillonne 1995 Not adults


Lapp 2001 Not randomised (quasi-randomised according to birth date)


Lassen 2008 Early oral feeding


Lauque 2004 Outpatients


Lawson 2003 Not randomised


Le Cornu 2000 Outpatients


Ledinghen 1996 Not adults (neonatal patients)


Lee 2014 Outpatients


Lei 2011 Wrong intervention group (immunonutrition)


Li 2003 Wrong control group (comparison of the study is EN versus PN)


Li 2014 Multi-intervention


Liao 1996 Not a randomised clinical trial


Liao 1997 Not a randomised clinical trial, and the comparison is EN versus PN


Liao 2005 Not a randomised clinical trial
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Lidder 2010 Wrong control group (the control group received 100% parenteral nutrition, while the intervention
group received 70% parenteral nutrition, and 30% enteral nutrition)


Lier 2012 Outpatients


Lim 2010 Not at nutritional risk (healthy learning adults)


Lin 1997 Not a randomised clinical trial


Lindschinger 2000 Multi-intervention (PEG-sonde versus nasogastric tube)


Liu 1998 Not a randomised clinical trial


Liu 2000b Wrong control group (the comparison of the study is (146kj/kg/day + glucose, protein, lipid +
electrolyte + vitamins) versus (105 kj/kg/day + glucose, protein, lipid + electrolyte + vitamins))


Liu 2007 Wrong control group (control group receives enteral nutrition)


Liu 2010 Not a randomised clinical trial


Liu 2012 Wrong control group (control described as receiving nutrition support)


Lo 2005 Wrong control group (control groups received enteral nutrition)


Lobato 2010 Wrong intervention group (experimental group receives early oral feeding (not nutrition support))


Lopez 1980 Wrong control group


Lovik 1996 Outpatients


Lucha 2005 Wrong intervention group (early oral feeding)


Luder 2002 Not adults


Lundholm 2004 Outpatients


Luo 1996 Wrong control group (comparison of the study is EN versus PN)


Luo 1999 Wrong control group (comparison of the study is standard caloric PN versus hypercaloric PN)


Lv 2000 Not a randomised clinical trial


Lédinghen 1998 Wrong intervention group (experimental group received early oral feeding)


Löhlein 1981 Not randomised


Ma 1999 Not a randomised clinical trial
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Ma 2014 Wrong control group


Maci 1991 Outpatients (participants were not hospitalised at time of randomisation)


Mackenzie 2005 Not a randomised clinical trial (prospective cohort study)


Madigan 2005 Outpatients


Marktl 1980 Wrong control group (control group received a different parenteral nutrition solution than experi-
mental)


Martin 2004 Cluster-randomised trial


Mattioli 1993 Wrong control group (control group received parenteral nutrition)


Mault 2000 The trial compares nutrition support guided by energy expenditure compared with being blinded to
energy expenditure. Both groups receive nutrition support


McClave 2001 Not at nutritional risk


McCowen 2000 Wrong control group (both groups received total parenteral nutrition)


Mehringer 2001 Wrong control group (received trophic feeds of enteral nutrition)


Mehta 2010 Pregnant participants


Meisner 2008 Not a nutritional risk (participants received laparoscopic surgery, and the authors did not describe
them as at nutritional risk)


Mendenhall 1985 Wrong intervention group (experimental group received a nutrition supplement high in calories,
protein and branched-chain amino acids, hence is immunonutrition)


Mi 2012 Wrong control group (intervention were not comparable between groups)


Miao 2005 Multi-intervention (intervention group receives insulin in addition to the nutrition support)


Minard 2000 Wrong intervention group (additionally the experimental group received immunonutrition)


Minig 2009 Wrong intervention group (experimental group received early oral feeding)


Moghissi 1977 Not randomised


Moloney 1983 Not randomised


Moore 1983 Experimental group received elemental diet


Moore 1986 Wrong experimental intervention (received elemental diet)
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Moore 1991 Wrong experimental intervention (received elemental diet)


Murphy 1992 Outpatients


Müller 1995 Wrong control group (there was no control group)


Nachtigal 2008 Outpatients


Nagata 2009 Wrong control group (EN vs PN + EN (different dosages))


Namulema 2008 Outpatients


Nataloni 1999 Wrong control group (control group receives parenteral feeding or enteral feeding)


Navratilova 2007 Outpatients (institutionalised)


Nayel 1992 Outpatients


Neander 2004 Outpatients


Neto 2012 Wrong control group (control group receives parenteral feeding or enteral feeding)


Norman 2008 Outpatients


Nørregaard 1987 Most likely not hospitalised (no contact information for first author could be found)


Oehler 1987 Not randomised


Ohura 2011 Wrong control group (control group receives enteral nutrition)


Olin 1996 Not randomised (non-randomised cluster study)


Olofsson 2007 Multi-intervention (intervention group received a list of multi-interventions that included ones that
were not nutrition support)


Oloriz 1992 Wrong control group (control group receives enteral nutrition)


Otte 1989 Outpatients (ambulant)


Ouyang 2003 Wrong control (control group received nasogastric feeding)


Ovesen 1992 Wrong control group (supplement versus dense supplement)


Ovesen 1993 Outpatients


Pan 2000 Not a randomised clinical trial
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Pandey 2002 Early oral feeding


Pantzaris 2012 Wrong intervention group (immunonutrition) and outpatients


Paton 2004 Outpatients


Pawlotsky 1987 Not randomised (cancer patients compared with healthy patients)


Pedersen 2005 Not randomised (quasi-randomised)


Peitsch 1982 Not randomised


Persson 2002 Outpatients


Persson 2007 Wrong control group (control group received another advice intervention) and trial was in outpatients


Pinilla 2001 Multi-intervention (both prokinetics and higher gastric threshold)


Pitkanen 1991 Wrong control group


Pivi 2011 Outpatients


Powell 2000 Not at nutritional risk (test if nutrition helps on inflammatory response)


Powers 1986 Not randomised


Praygod 2011 Outpatients


Preshaw 1979 Quasi-randomised (participants randomised by last digit in hospital registration number)


Prohaska 1977 Not randomised


Pronio 2008 Wrong intervention group (immunonutrition)


Qiu 1998 Not a randomised clinical trial


Rabeneck 1998 Outpatients


Rabinovitch 2006 Not a randomised clinical trial (retrospective study)


Ramirez 1979 Wrong control group (all groups received total parenteral nutrition)


Ravasco 2005a Outpatients


Ravasco 2005b Outpatients


Rice 2011 Wrong control group (2 intervention groups (trophic vs full). No standard care)
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Rice 2012 Wrong control group (control received a different enteral nutrition than the experimental group
(trophic))


Rickard 1983 Not adults


Rinaldi 2006 Not randomised


Riviere 2001 Outpatients, and not randomised


Rogers 1992 Control participants were not hospitalised


Rypkema 2004 Not randomised (intervention based on enrolment to specific hospital)


Rüfenacht 2010 Wrong control group (2 intervention groups: oral supplements and nutritional therapy group)


Safdari-Dehcheshmehi 2011 Wrong intervention group (early oral feeding)


Sakai 2015 Wrong intervention group (immunonutrition)


Sako 1981 Wrong control group (control group received enteral nutrition)


Sandstrøm 1993 Wrong control group (not standard care (10% or 20% glucose))


Savassi-Rocha 1992 Wrong intervention group (nasogastric decompression, versus no nasogastric decompression)


Savva 2013 Outpatients


Schega 1967 Wrong control group (4 different parenteral solutions)


Schilder 1997 Wrong intervention group (the experimental group received early oral nutrition)


Schneider 2000 Not a randomised clinical trial (article is a comment on Bozetti 1998)


Schols 1995 Outpatients


Schröter 1974 Wrong control group (control group were not described as standard care)


Schwarz 1998 Wrong control group (all 3 groups received total parenteral nutrition)


Schwenk 1999 Outpatients


Scott 2005 Primarily outpatients


Seguy 2006 Not randomised


Serclov 2009 Multi-intervention
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Seri 1984 Outpatients (not all participants were hospitalised)


Serrou 1981b Not at nutritional risk


Serrou 1982b Not at nutritional risk


Serrou 1983 Wrong intervention group (no nutrition)


Seven 2003 Wrong control group (not described as standard care)


Sha 1998 Not a randomised clinical trial


Shamberger 1983 Not adults (We wrote to the author (Robert.Shamberger@childrens.harvard.edu) for separate data
for the adults. The author did not have separate data)


Shan 1997 Wrong control group (both groups received EN and PN in different volumes)


Shang 2006 The trial was retracted


Shaw 1983 Wrong control group (control group receives TPN)


Shen 1994 Not a randomised clinical trial


Shepherd 1988 Not adults


Shi 2000 Wrong control group (participants with inflammatory bowel disease in intervention group received
PN containing lipids, while control group received PN without lipids)


Shi 2001a Wrong control group (EN vs PN)


Shi 2001b Wrong control group (EN vs PN)


Shi 2002 Outpatients


Shizgal 1976 Not randomised


Shukla 1984 Wrong intervention group (elemental diet)


Silander 2012 Wrong intervention group (intervention is a prophylatic PEG)


Silander 2013 Outpatients


Silva 2010 Outpatients


Silvers 2014 Outpatients


Singer 2011 Wrong control group (both groups received different enteral nutrition)
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Singh 2008 Outpatients


Smith 1982 Wrong control group (control group received parenteral nutrition)


Smith 2008 Wrong control group (both groups received nutritional support)


Snyderman 1999 Wrong intervention group (immunonutrition vs standard nutrition). We contacted the authors in
September 2015 by email to get specific information on groups 3 and 4: CSNYD+@Pitt.edu. We
received no reply.


Somanchi 2011 Not randomised


Song 2003 Wrong control group (oral feeding 48 to 72 hours after surgery versus oral feeding 10 to 12 days after
surgery)


Song 2009 Wrong intervention group (participants in intervention group reveived EN contains 2 types of nutri-
tious supplementary while control group received EN contains only 1 type)


Sorrentino 2012 Wrong intervention group (immunonutrition)


Spain 1998 Wrong control group (control group receives enteral nutrition)


Stein 1981 Not randomised


Stewart 1998 Wrong intervention group (early oral feeding)


Sudarsanam 2011 Outpatients


Sultan 2012 Wrong control group (control group receives enteral nutrition)


Tabei 2004 Not described as randomised


Tai 2011 Wrong control group (control group receives an oral nutritional intervention in addition to standard
hospital diet)


Tan 2002 Not a randomised clinical trial


Tandon 1984 Outpatients


Tang 1999 Wrong control group (PN vs EN)


Tang 2003 Wrong control group (PN vs EN)


Tang 2010 This study aims to find out the relationship between education and nutrition support


Tanuwihardja 2010 Wrong intervention group (experimental group received immunonutrition)
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Taylor 1998 Wrong control group (control group received enteral nutrition)


Teich 2009 Wrong intervention group (early oral feeding)


Tesinsky 1999 Outpatients


Thomas 2005 Outpatients


Tjäder 1996 Not randomised


Tkatch 1992 Controls received oral supplement that differed only in the amount of protein


Touger Decker 1997 Not at nutritional risk


Toyoda 1999 Wrong control group (EN vs PN)


Trinidad Ruiz 2005 Not randomised


Uzunkoy 2012 Early oral feeding


Valerio 1978 Wrong control group (both groups received nutritional intervention)


Vargas 1995 Outpatients


Vermeeren 2001 Wrong control group (control group not standard care, high carbohydrate versus high fat content
supplements)


Vivanti 2015 Outpatients


Vizia 1998 Not adults


Vomel 2000 Not randomised


Wang 1995 Wrong control group (PN vs EN)


Wang 1997c Not a randomised clinical trial


Wang 1998a Wrong control group (discontinued PN vs continued PN)


Wang 1998b Wrong control group (PN vs EN)


Wang 2000a Not a randomised clinical trial


Wang 2000b Not a randomised clinical trial


Wang 2000c Not a randomised clinical trial
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Wang 2006 Outpatients


Wang 2011a Wrong control group


Wang 2012 Multi-intervention (both nutrition and early mobilisation)


Wang 2013b Outpatients


Wang 2015 Wrong intervention group (elemental diet)


Warnold 1988 Wrong control group (2 intervention groups)


Way 1975 Not randomised


Wei 1998 Wrong control group (control group does not receive standard care)


Weiner 1985 Outpatients


Weisdorf 1987 Not adults


Williams 1976 Not a randomised clinical trial (quasi-randomised)


Wong 2004 Outpatients


Woo 1994 Outpatients


Woolley 1996 Wrong control group (control group receives enteral nutrition)


Wouters-Wesseling 2002 Outpatients


Wright 2006 Not a randomised clinical trial (quasi-randomised)


Wu 1996b Wrong control group (portal vein nutrition in intervention group versus peripheral vein nutrition in
control group)


Wu 1999 Wrong control group (EN vs PN)


Wu 2006 Wrong control group (control group did not receive standard care (hypocalorisk + protein postoper-
atively))


Xiao 2000 No information on experimental group or control group


Xu 1995 Not a randomised clinical trial (observational study)


Xu 1998b Not a randomised clinical trial


Xu 1998c Not a randomised clinical trial
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Xu 2000 Not a randomised clinical trial


Yang 1997 Wrong control group (EN vs PN)


Yao 2013 Not at nutritional risk


Ye 2011 Wrong intervention group


Yetimalar 2010 Not a randomised clinical trial (quasi-randomised)


Yu 1999 Wrong intervention group (this type of comparison could not find which kind of intervention worked.
Clinical intervention combined with food intake as wishes in intervention group versus clinical
intervention combined with intake of high-energy high protein food in control group)


Yu 2007 Wrong intervention group (stomach tube homogenate diets and yogurt in intervention group versus
stomach tube homogenate diets in control group)


Yu 2012 Wrong control group (EN vs. PN)


Yuan 2003 This study is on the effectiveness of rehabilitation not nutritional support. Rehabilitation treatment
plus oral feeding of Nutren versus rehabilitation plus oral feeding of normal food like poridge versus
oral feeding of normal food like poridge


Yun 1993 Wrong control group (food with different calories and protein and intravenous nutrition were per-
formed in 2 different groups)


Zandier 1998 Not described as randomised


Zavertailo 2010 Wrong control group (control group received enteral nutrition)


Zelic 2013 Not at nutritional risk


Zhang 1996 Wrong control group (PN in different ways in 2 groups, one is portal vein nutrition, the other is
central vein nutrition)


Zhang 2000a Wrong control group (EN vs PN): (PN (after 48 hrs) plus EN (after 1 week replaced with EN) vs PN
(after 48 hrs normal feeding resumes, at least 2 weeks) vs EN)


Zhang 2000b Not a randomised clinical trial


Zhang 2004 Wrong control group (control group receives enteral nutrition)


Zhang 2006 Wrong control group (EN of different nutrition (different ratio of protein, lipid))


Zhang 2011 Wrong control group (control group receives EN or TPN)


Zhao 1995 Not a randomised clinical trial
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Zhao 2012 Wrong intervention group (early oral feeding)


Zhao 2015 Retracted


Zhen 2002 Wrong control group (EN vs TPN)


Zheng 2006 Wrong control group (control group receives enteral nutrition)


Zhong 2006b Not a randomised clinical trial


Zhou 2006 Multi-intervention (both experimental groups had removal of nasogastric tube, and oral feeding, while
the control group had no feeding, and kept the nasogastric tube until flatus)


Zhu 2002b Wrong control group (EN vs PN)


Zhuang 1997 Wrong control group (EN vs PN)


Zingirenko 2007 Wrong control group (control group receives enteral nutrition)


Zou 2014 Wrong control group (early EN+PN vs TPN+EN)


Zwaluw 2014 Outpatients


EN: enteral nutrition
PN: parenteral nutrition
TPN: total parenteral nutrition


Characteristics of studies awaiting assessment [ordered by study ID]


Anonymous 2003


Methods Could not be found


Participants


Interventions


Outcomes


Notes
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Cao 1995


Methods Could not be found


Participants


Interventions


Outcomes


Notes


Cardona 1986


Methods Could not be found


Participants


Interventions


Outcomes


Notes


Chai 1998


Methods Could not be found


Participants


Interventions


Outcomes


Notes


Dai 1993


Methods Could not be found


Participants


Interventions


Outcomes


Notes
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Driver 1994


Methods Could not be found


Participants


Interventions


Outcomes


Notes


Eckart 1992


Methods Could not be found


Participants


Interventions


Outcomes


Notes


Guo 1998


Methods Could not be found


Participants


Interventions


Outcomes


Notes


Hu 1996


Methods Could not be found


Participants


Interventions


Outcomes


Notes
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Huang 1990


Methods Could not be found


Participants


Interventions


Outcomes


Notes


Huo 1998


Methods Could not be found


Participants


Interventions


Outcomes


Notes


Jin 2000


Methods Could not be found


Participants


Interventions


Outcomes


Notes


Kolacinski 1993


Methods Could not be found


Participants


Interventions


Outcomes


Notes
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Li 1993


Methods Could not be found


Participants


Interventions


Outcomes


Notes


Li 2013


Methods Could not be found


Participants


Interventions


Outcomes


Notes


Liu 1989


Methods Could not be found


Participants


Interventions


Outcomes


Notes


Liu 1996


Methods Could not be found


Participants


Interventions


Outcomes


Notes
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Liu 1996a


Methods Could not be found


Participants


Interventions


Outcomes


Notes


Lu 1997


Methods Could not be found


Participants


Interventions


Outcomes


Notes


Lv 1995


Methods Could not be found


Participants


Interventions


Outcomes


Notes


Mori 1992


Methods Could not be found


Participants


Interventions


Outcomes


Notes
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Rovera 1989


Methods Could not be found


Participants


Interventions


Outcomes


Notes


Serrou 1982a


Methods Could not be found


Participants


Interventions


Outcomes


Notes


Volkert 1996


Methods Could not be found


Participants


Interventions


Outcomes


Notes


Wenzel 1968


Methods Could not be found


Participants


Interventions


Outcomes


Notes
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Wu 1995


Methods Could not be found


Participants


Interventions


Outcomes


Notes


Wu 1996a


Methods Could not be found


Participants


Interventions


Outcomes


Notes


Xue 1996


Methods Could not be found


Participants


Interventions


Outcomes


Notes


Yoichi 1996


Methods Could not be found


Participants


Interventions


Outcomes


Notes
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Yu 1995


Methods Could not be found


Participants


Interventions


Outcomes


Notes


Yu 1996


Methods Could not be found


Participants


Interventions


Outcomes


Notes


Zeng 1997


Methods Could not be found


Participants


Interventions


Outcomes


Notes


Zhen 1997


Methods Could not be found


Participants


Interventions


Outcomes


Notes
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Characteristics of ongoing studies [ordered by study ID]


Alim-K


Trial name or title Efficacy of parenteral nutrition in patients at the palliative phase of cancer (Alim-K)


Methods Multicenter randomised clinical trial, France


Participants Hospitalised adults, aged > 18 years suffering from cancer at the palliative stage, i.e. patients in whom the
main aim of treatment is to limit pain and discomfort, curative treatment has either been discontinued, or
may still be ongoing but with little expected benefit in terms of overall survival. Life expectancy must be >
2 months, participants must have a functional digestive tract, present malnutrition defined as a BMI < 18.5
kg/m² in those aged < 70 years or < 21 kg/m² in those aged ≥70 years; or weight loss of 2% in 1 week, 5%
in 1 month, or 10% in 6 months, participants with antalgic radiotherapy or scheduled to undergo palliative
surgery; participants must already have a functional central venous catheter in place
Exclusion criteria: non-functional digestive tract (intestinal occlusion, tumour compression, subocclusive
peritoneal carcinosis), any disorder preventing oral ingestion (cancer of the upper aerodigestive tract, oesoph-
agus or stomach); parenteral nutrition that is ongoing or dating from < 1 month; intravenous chemotherapy
through a pump lasting > 48 hours, as this is incompatible with administration of parenteral nutritional
through the central venous line; presence of gastrostomy or jejunostomy; persisting sensation of hunger in
aphagic patients with haematological cancers undergoing bone marrow transplant, acute renal failure (de-
fined as creatinine clearance < 30 ml/min) or heart failure (defined as a left ventricular ejection fraction <
30%); adult patients under legal guardianship unable to respond to the ’quality of life’ questionnaire (due to
psychiatric disorders, attention disorders, or cognitive disorders). Patients participating in another ongoing
clinical trial


Interventions Experimental group: Parenteral nutrition
Control group: Standard care


Outcomes Quality of life, survival, body weight, albumin, C-Reactive Protein


Starting date May 2014


Contact information raubry@chu-besancon.fr


Notes Status: Currently recruiting. Expected finish June 2016
NCT02151214


Games-Lopez 2014


Trial name or title Nutritional intervention program in malnourished patients admitted for heart failure (PICNIC)


Methods Multicentre, randomised, blinded, controlled study


Participants Hospitalised adults aged over 18 years who are admitted for acute heart failure, whether chronic and uncom-
pensated or of new onset, in a state of malnutrition (score on the MNA < 17 points) at nutritional risk due
to MNA. Expected number: 182


Interventions Experimental group: Diet optimisation, specific recommendations, nutritional supplements
Control group: No intervention
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Games-Lopez 2014 (Continued)


Co-intervention: conventional treatment for heart failure


Outcomes Quality of life (Minnesota living with heart failure questionnaire), morbidity, mortality, readmission


Starting date 11th November 2011


Contact information jnlsbnll@hotmail.com


Notes Status: terminated due to beneficial effect of the experimental group, no data has yet been reported
NCT01472237


NCT02517476


Trial name or title Effect of early nutritional therapy on frailty, functional outcomes and recovery of undernourished medical
inpatients trial (EFFORT)


Methods Multicentre randomised clinical trial, Switzerland


Participants Hospitalised adults at risk for undernutrition defined by the nutritional risk score (NRS 2002) and an expected
hospital length of stay > 5 days, at nutritional risk according to screening tools. Expected number: 2000 -
3000
Exclusion criteria: Initially admitted to critical care units (except intermediate care), scheduled for surgery or
in an immediate postoperative state, unable to ingest oral nutrition and thus need for enteral or parenteral nu-
trition, admitted with, or scheduled for, total parenteral nutrition or tube-feeding, currently under nutritional
therapy (defined by at least 1 visit with a dietician in the last month), who are hospitalised because of anorexia
nervosa, in terminal condition (end-of-life situation), hospitalised due to acute pancreatitis, hospitalised due
to acute liver failure, earlier inclusion into this trial, cystic fibrosis, patients after gastric bypass operations,
stem cell transplantation, any contraindication against nutritional therapy (i.e. enteral or parenteral or both)


Interventions Experimental group: These guidelines specify a reinforced nutritional therapy strategy to cover nutritional
requirements, focusing on nutritional targets based on the specific nutritional diagnoses defined by the IDNT.
The nutritional guidelines may vary according to important medical diagnoses (e.g. renal failure). They specify
not only nutritional targets, but also escalation of the route (e.g. food fortification, oral, enteral, parenteral)
if targets cannot be achieved (≤ 75%) every 5 hours. Nutritional goals are being assessed daily in participants
in the intervention group
Control group: Usual care (“appetite-guided”) controls


Outcomes All-cause mortality, admission to the ICU from the medical ward, major complications, unplanned hospital
readmissions, decline in functional outcome from admission to day 30 assessed by Barthel‘s index (-10%)
; each single component of the primary endpoint, short-term nutritional and functional outcomes from
inclusion to day 10 or hospital discharge; hospital outcomes; 30-day and 180-day outcomes, Other safety
endpoints including adverse gastrointestinal effects associated with nutritional therapy assessed daily until
hospital discharge


Starting date July 30, 2015


Contact information schuetzph@gmail.com
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NCT02517476 (Continued)


Notes Status: Recruiting
NCT02517476


NCT02624752


Trial name or title Oral nutrition supplementation in hospitalized patients (NutriSuP Oral)


Methods Randomised clinical trial, Switzerland


Participants Hospitalised adults admitted to a general medical ward and recruited within 48 hours, over the age of 65
years, and malnourished (subjective global assessment categories B or C patients), at nutritional risk according
to a screening tool. Expected number: 60 participants
Exclusion criteria: have an allergy or intolerance to any component of the oral supplement, are designated
palliative care, are currently suffering from refeeding syndrome, have a pre-existing medical condition that
prevents oral intake of full fluids, or a contraindication to administration of fluid (i.e. are in volume overloaded
state, are being given IV furosemide, or have end-stage renal disease requiring renal replacement therapy with
haemodialysis or peritoneal dialysis), have a diagnosis or suspicion of septic shock, have an expected length
of stay of < 48 hours from the time of assessment, have suspected ischaemic stroke as cause for admission,
reside in a residential care home, are unable to walk prior to current illness, are pregnant/breastfeeding, have
a current diagnosis of diabetic ketoacidosis or hyperglycemic hyperosmolar syndrome


Interventions Experimental group: 2 cans of Ensure (or similar product) a day while in hospital and will continue 2 cans a
day of Ensure when discharged home until they have been receiving the enhanced ONS for a total of 90 days
Control group: No intervention
Co-intervention: Standard care


Outcomes Readmission rate, adherence to treatment


Starting date December 4th 2015


Contact information stephanie.handsor@lhsc.on.ca


Notes Status: not yet recruiting
NCT02624752


NCT02632630


Trial name or title Nutritional supplementation in hospitalized patients (NutriSuP)


Methods Randomised clinical trial, Canada


Participants Hospitalised adults with a Subjective Global Assessment (SGA) category B or C and have been hospitalised
for < 48 hours, at nutritional risk according to a screening tool. Expected number: 100
Exclusion criteria: Have an allergy or intolerance to any component of the oral supplement or parenteral
nutrition, have a contraindication to administration of IV fluid (i.e. are in volume overloaded state, are being
given IV furosemide), are currently suffering from refeeding syndrome, have a pre-existing medical condition
that prevents oral intake of full fluids, have a diagnosis or suspicion of septic shock, have an expected length
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NCT02632630 (Continued)


of stay of < 48 hours from the time of assessment, or have a current diagnosis of diabetic ketoacidosis or
hyperglycaemic hyperosmolar syndrome


Interventions Experimental group 1: Peripheral parenteral nutrition and enhanced oral supplementation
Control group 1: Peripheral parenteral nutrition and standard care for oral supplementation
Experimental group 2: Standard care for parenteral fluid administration and enhanced oral supplementation;
Control group 2: Standard care for parenteral fluid administration and standard of care for oral supplemen-
tation


Outcomes Quality of life, physical function, and nutrition-related variables


Starting date December 3rd 2015


Contact information stephanie.handsor@lhsc.on.ca


Notes Status: Not yet recruiting
NCT02632630


Ridley 2015


Trial name or title Supplemental parenteral nutrition in critically ill adults: a pilot randomised controlled trial


Methods Stratified prospective multicentre unblinded randomised phase II study


Participants Hospitalised adults Admitted to intensive care between 48 hours and 72 hours previously. Mechanically
ventilated at the time of enrolment and expected to remain ventilated until the day after
tomorrow. At least 16 years of age. Have central venous access suitable for PN solution administration. Have
one or more organ system failure related to their acute illness, defined as: (a) PaO2/FiO2 ≤ 300 mmHg;
b) Currently on one or more continuous vasopressor infusions which were started at least 4 hours ago at a
minimum dose of: dopamine ≥ 5 mcg/kg/min, noradrenaline ≥ 0.1 mcg/kg/min, adrenaline ≥ 0.1 mcg/kg/
min, any dose of vasopressin, milrinone > 0.25 mcg/kg/min). With r without renal dysfunction but currently
has an intracranial pressure monitor or ventricular drain in situ, currently receiving extracorporeal membrane
oxygenation. Currently has a ventricular assist device


Interventions Experimental group: supplementary parenteral nutrition
Control group: no intervention
Co-intervention: standard enteral nutrition


Outcomes Energy amount in calories, antibiotic usage, sequential organ failure assessment score, mechanical ventilation
duration, length of hospital stay, mortality, quality of life


Starting date April 22nd 2013


Contact information emma.ridley@monash.edu


Notes Last updated October 13th 2015 (still recruiting)
NCT01847534
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D A T A A N D A N A L Y S E S


Comparison 1. All-cause mortality - end of intervention


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 All-cause mortality - overall 127 21758 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.86, 1.03]
2 All-cause mortality - bias 127 21758 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.86, 1.03]


2.1 High risk of bias 127 21758 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.86, 1.03]
2.2 Low risk of bias 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3 All-cause mortality - mode of
delivery


127 21758 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.86, 1.03]


3.1 General nutrition support 6 1420 Risk Ratio (M-H, Random, 95% CI) 1.18 [0.74, 1.87]
3.2 Fortified foods 2 290 Risk Ratio (M-H, Random, 95% CI) 1.24 [0.61, 2.54]
3.3 Oral nutrition 33 8529 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.79, 1.11]
3.4 Enteral nutrition 36 3722 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.75, 1.03]
3.5 Parenteral nutrition 43 7313 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.83, 1.16]
3.6 Mixed 7 484 Risk Ratio (M-H, Random, 95% CI) 0.67 [0.29, 1.55]


4 All-cause mortality - medical
specialty


127 21758 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.86, 1.03]


4.1 Cardiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.2 Medical gastro-enterology


and hepatology
13 627 Risk Ratio (M-H, Random, 95% CI) 0.90 [0.58, 1.38]


4.3 Geriatrics 13 2554 Risk Ratio (M-H, Random, 95% CI) 0.85 [0.66, 1.08]
4.4 Pulmonary disease 3 118 Risk Ratio (M-H, Random, 95% CI) 0.44 [0.15, 1.28]
4.5 Endocrinology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.6 Infectious diseases 1 56 Risk Ratio (M-H, Random, 95% CI) 1.61 [0.66, 3.92]
4.7 Rheumatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.8 Haematology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.9 Nephrology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.10 Gastro-enterologic


surgery
46 3943 Risk Ratio (M-H, Random, 95% CI) 0.82 [0.62, 1.09]


4.11 Trauma surgery 4 184 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.55, 1.57]
4.12 Orthopaedics 12 1210 Risk Ratio (M-H, Random, 95% CI) 1.39 [0.87, 2.22]
4.13 Plastic, reconstructive


and aesthetic surgery
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


4.14 Vascular surgery 2 28 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.15 Transplant surgery 3 84 Risk Ratio (M-H, Random, 95% CI) 0.58 [0.23, 1.50]
4.16 Urology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.17 Thoracic surgery 3 592 Risk Ratio (M-H, Random, 95% CI) 0.71 [0.16, 3.22]
4.18 Neurological surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.19 Oro-maxillo-facial


surgery
1 32 Risk Ratio (M-H, Random, 95% CI) 3.38 [0.15, 77.12]


4.20 Anaesthesiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.21 Emergency medicine 7 5198 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.80, 1.22]
4.22 Psychiatry 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.23 Neurology 7 5168 Risk Ratio (M-H, Random, 95% CI) 0.81 [0.60, 1.11]
4.24 Oncology 5 313 Risk Ratio (M-H, Random, 95% CI) 1.19 [0.44, 3.21]
4.25 Dermatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
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4.26 Gynaecology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.27 Mixed 7 1651 Risk Ratio (M-H, Random, 95% CI) 1.22 [0.88, 1.70]


5 All-cause mortality - based on
adequacy of the amount of
calories


127 21758 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.86, 1.03]


5.1 Clearly adequate in
experimental group and clearly
inadequate in control group


25 7371 Risk Ratio (M-H, Random, 95% CI) 0.97 [0.81, 1.16]


5.2 Inadequate in the
experimental group or adequate
in the control group


26 6711 Risk Ratio (M-H, Random, 95% CI) 1.00 [0.83, 1.19]


5.3 Experimental group is
overfed


5 267 Risk Ratio (M-H, Random, 95% CI) 0.57 [0.27, 1.17]


5.4 Unclear intake in
experimental group or control
group


71 7409 Risk Ratio (M-H, Random, 95% CI) 0.91 [0.81, 1.03]


6 All-cause mortality - different
screening tools


127 21758 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.86, 1.03]


6.1 NRS 2002 4 5064 Risk Ratio (M-H, Random, 95% CI) 1.04 [0.84, 1.29]
6.2 MUST 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
6.3 MNA 2 117 Risk Ratio (M-H, Random, 95% CI) 0.61 [0.12, 3.18]
6.4 SGA 3 1171 Risk Ratio (M-H, Random, 95% CI) 1.41 [0.94, 2.10]
6.5 Other means 118 15406 Risk Ratio (M-H, Random, 95% CI) 0.90 [0.81, 0.99]


7 All-cause mortality - participants
characterised as ’at nutritional
risk’ due to one of the following
conditions


127 21758 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.86, 1.03]


7.1 Major surgery 60 5618 Risk Ratio (M-H, Random, 95% CI) 0.81 [0.65, 1.01]
7.2 Stroke 3 4922 Risk Ratio (M-H, Random, 95% CI) 0.97 [0.83, 1.12]
7.3 ICU participants


including trauma
11 5382 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.81, 1.19]


7.4 Frail elderly participants
with less severe conditions
known to increase protein
requirements


19 1937 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.56, 1.40]


7.5 Participants do not fall
into one of the categories above


34 3899 Risk Ratio (M-H, Random, 95% CI) 1.01 [0.83, 1.22]


8 All-cause mortality - participants
characterised as ’at nutritional
risk’ due to one of the following
criteria


127 21758 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.86, 1.03]


8.1 BMI less than 20.5 kg/m2 2 247 Risk Ratio (M-H, Random, 95% CI) 1.19 [0.58, 2.45]


8.2 Weight loss of at least 5%
during the last three months


1 32 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


8.3 Weight loss of at least
10% during the last six months


1 32 Risk Ratio (M-H, Random, 95% CI) 3.38 [0.15, 77.12]


8.4 Insufficient food intake
during the last week (50% of
requirements or less)


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
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8.5 Participants characterised
as ’at nutritional risk’ by other
means


123 21447 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.86, 1.02]


9 All-cause mortality - participants
characterised as ’at nutritional
risk’ due to biomarkers or
anthropometrics


127 21758 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.86, 1.03]


9.1 Biomarkers 5 657 Risk Ratio (M-H, Random, 95% CI) 0.43 [0.16, 1.19]
9.2 Anthropometric measures 12 1402 Risk Ratio (M-H, Random, 95% CI) 0.80 [0.56, 1.15]
9.3 Characterised by other


means
110 19699 Risk Ratio (M-H, Random, 95% CI) 0.95 [0.87, 1.05]


10 All-cause mortality -
randomisation year


127 21758 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.86, 1.03]


10.1 Before 1960 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
10.2 1960 to 1979 5 181 Risk Ratio (M-H, Random, 95% CI) 1.11 [0.50, 2.46]
10.3 1980 to 1999 79 11350 Risk Ratio (M-H, Random, 95% CI) 0.91 [0.81, 1.02]
10.4 After 1999 43 10227 Risk Ratio (M-H, Random, 95% CI) 0.95 [0.80, 1.12]


11 All-cause mortality - trials
where the intervention
lasts fewer than three days
compared with trials where the
intervention lasts three days or
more


127 21758 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.86, 1.03]


11.1 Three days or more 111 20434 Risk Ratio (M-H, Random, 95% CI) 0.92 [0.84, 1.01]
11.2 Fewer than three days 13 722 Risk Ratio (M-H, Random, 95% CI) 0.76 [0.39, 1.45]
11.3 Unknown 3 602 Risk Ratio (M-H, Random, 95% CI) 1.16 [0.33, 4.06]


12 All-cause mortality - ’best-worst
case’ scenario


127 22207 Risk Ratio (M-H, Random, 95% CI) 0.74 [0.65, 0.84]


13 All-cause mortality - ’worst-best
case’ scenario


127 22207 Risk Ratio (M-H, Random, 95% CI) 1.13 [0.97, 1.31]


14 All-cause mortality
co-interventions


127 21758 Risk Ratio (M-H, Fixed, 95% CI) 0.93 [0.86, 1.02]


14.1 received nutrition
support as co-intervention


12 5361 Risk Ratio (M-H, Fixed, 95% CI) 0.94 [0.78, 1.14]


14.2 did not receive nutrition
support as co-intervention


108 15974 Risk Ratio (M-H, Fixed, 95% CI) 0.93 [0.84, 1.03]


14.3 delayed versus early
nutrition support


7 423 Risk Ratio (M-H, Fixed, 95% CI) 0.94 [0.53, 1.66]


Comparison 2. All-cause mortality - maximum follow-up


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 All-cause mortality - overall 141 23170 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.88, 0.99]
2 All-cause mortality - bias 141 23170 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.88, 0.99]


2.1 High risk of bias 141 23170 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.88, 0.99]
2.2 Low risk of bias 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
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3 All-cause mortality - mode of
delivery


141 23170 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.88, 0.99]


3.1 General nutrition support 7 1566 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.71, 1.36]
3.2 Fortified nutrition 2 290 Risk Ratio (M-H, Random, 95% CI) 1.24 [0.61, 2.54]
3.3 Oral nutrition support 32 8501 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.77, 1.15]
3.4 Enteral nutrition 42 4212 Risk Ratio (M-H, Random, 95% CI) 0.84 [0.75, 0.95]
3.5 Parenteral nutrition 51 8121 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.90, 1.09]
3.6 Mixed 7 480 Risk Ratio (M-H, Random, 95% CI) 0.72 [0.37, 1.37]


4 All-cause mortality - medical
specialty


141 23170 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.88, 0.99]


4.1 Cardiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.2 Medical gastro-enterology


and hepatology
13 622 Risk Ratio (M-H, Random, 95% CI) 0.96 [0.77, 1.19]


4.3 Geriatrics 13 2547 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.67, 1.17]
4.4 Pulmonary disease 3 118 Risk Ratio (M-H, Random, 95% CI) 0.44 [0.15, 1.28]
4.5 Endocrinology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.6 Infectious diseases 1 56 Risk Ratio (M-H, Random, 95% CI) 1.61 [0.66, 3.92]
4.7 Rheumatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.8 Haematology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.9 Nephrology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.10 Gastroenterologic


surgery
50 4715 Risk Ratio (M-H, Random, 95% CI) 0.89 [0.70, 1.12]


4.11 Trauma surgery 6 249 Risk Ratio (M-H, Random, 95% CI) 0.86 [0.55, 1.34]
4.12 Ortopaedics 12 1196 Risk Ratio (M-H, Random, 95% CI) 1.00 [0.61, 1.62]


4.13 Plastic, reconstructive,
and aesthetic surgery


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


4.14 Vascular surgery 2 28 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.15 Transplant surgery 3 84 Risk Ratio (M-H, Random, 95% CI) 0.54 [0.22, 1.31]
4.16 Urology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.17 Thoracic surgery 3 592 Risk Ratio (M-H, Random, 95% CI) 0.71 [0.16, 3.22]
4.18 Neurological surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.19 Oro-maxillo-facial


surgery
1 32 Risk Ratio (M-H, Random, 95% CI) 3.38 [0.15, 77.12]


4.20 Anaesthesiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.21 Emergency medicine 11 5421 Risk Ratio (M-H, Random, 95% CI) 0.97 [0.85, 1.12]
4.22 Psychiatry 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.23 Neurology 9 5448 Risk Ratio (M-H, Random, 95% CI) 0.77 [0.59, 0.99]
4.24 Oncology 7 411 Risk Ratio (M-H, Random, 95% CI) 1.03 [0.87, 1.21]
4.25 Dermatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.26 Gynaecology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.27 Mixed 7 1651 Risk Ratio (M-H, Random, 95% CI) 1.28 [0.94, 1.75]


5 All-cause mortality - based on
adequacy of the amount of
calories


141 23170 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.88, 0.99]


5.1 Clearly adequate in
intervention and clearly
inadequate in control


28 7589 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.88, 1.09]


5.2 Inadequate in the
experimental or adequate in the
control


27 6824 Risk Ratio (M-H, Random, 95% CI) 0.95 [0.82, 1.10]


5.3 Experimental group is
overfed


10 974 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.69, 1.41]
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5.4 Unclear intake in control
or experimental


76 7783 Risk Ratio (M-H, Random, 95% CI) 0.89 [0.81, 0.98]


6 All-cause mortality - different
screening tools


141 23170 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.88, 0.99]


6.1 NRS 2002 4 5064 Risk Ratio (M-H, Random, 95% CI) 1.02 [0.87, 1.19]
6.2 MUST 1 146 Risk Ratio (M-H, Random, 95% CI) 1.30 [0.60, 2.82]
6.3 MNA 2 117 Risk Ratio (M-H, Random, 95% CI) 0.61 [0.12, 3.18]
6.4 SGA 3 1171 Risk Ratio (M-H, Random, 95% CI) 1.41 [0.94, 2.10]
6.5 Other means 131 16672 Risk Ratio (M-H, Random, 95% CI) 0.91 [0.85, 0.97]


7 All-cause mortality - participants
characterised as ’at nutritional
risk’ due to one of the following
conditions


141 23170 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.88, 0.99]


7.1 Major surgery 62 5712 Risk Ratio (M-H, Random, 95% CI) 0.84 [0.68, 1.04]
7.2 Stroke 4 5056 Risk Ratio (M-H, Random, 95% CI) 0.91 [0.79, 1.05]
7.3 ICU participants


including trauma
15 5626 Risk Ratio (M-H, Random, 95% CI) 0.97 [0.85, 1.11]


7.4 Frail elderly participants
with less severe conditions
known to increase protein
requirements


19 2385 Risk Ratio (M-H, Random, 95% CI) 0.85 [0.65, 1.11]


7.5 Participants do not fall
into one of the categories above


41 4391 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.84, 1.14]


8 All-cause mortality - participants
characterised as ’at nutritional
risk’ due to one of the following
criteria


141 23170 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.88, 0.99]


8.1 BMI less than 20.5 kg/m2 2 247 Risk Ratio (M-H, Random, 95% CI) 1.19 [0.58, 2.45]


8.2 Weight loss of at least 5%
during the last three months


1 32 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


8.3 Weight loss of at least
10% during the last six months


3 124 Risk Ratio (M-H, Random, 95% CI) 1.07 [0.11, 10.33]


8.4 Insufficient food intake
during the last week (50% of
requirements or less)


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


8.5 Participants characterised
as ’at nutritional risk’ by other
means


135 22767 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.88, 0.99]


9 All-cause mortality - participants
characterised as ’at nutritional
risk’ due to biomarkers or
anthropometrics


141 23170 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.88, 0.99]


9.1 Biomarkers 7 749 Risk Ratio (M-H, Random, 95% CI) 0.40 [0.16, 1.00]
9.2 Anthropometric measures 12 1402 Risk Ratio (M-H, Random, 95% CI) 0.79 [0.55, 1.11]
9.3 Both anthropometrics and


biomarkers
3 75 Risk Ratio (M-H, Random, 95% CI) 0.66 [0.14, 3.07]


9.4 Characterised by other
means


119 20944 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.89, 1.00]


10 All-cause mortality -
randomisation year


141 23170 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.88, 0.99]


10.1 Before 1960 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
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10.2 1960 to 1979 6 237 Risk Ratio (M-H, Random, 95% CI) 1.07 [0.52, 2.23]
10.3 1980 to 1999 86 12055 Risk Ratio (M-H, Random, 95% CI) 0.92 [0.86, 1.00]
10.4 After 1999 49 10878 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.81, 1.06]


11 All-cause mortality - trials
where the intervention
lasts fewer than three days
compared with trials where the
intervention lasts three days or
more


141 23170 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.88, 0.99]


11.1 Three days or more 127 22394 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.88, 0.99]
11.2 Fewer than three days 12 699 Risk Ratio (M-H, Random, 95% CI) 1.05 [0.72, 1.54]
11.3 Unknown 2 77 Risk Ratio (M-H, Random, 95% CI) 0.25 [0.01, 5.00]


12 All-cause mortality - ’best-worst
case’ scenario


141 23700 Risk Ratio (M-H, Random, 95% CI) 0.77 [0.69, 0.85]


13 All-cause mortality - ’worst-best
case’ scenario


141 23700 Risk Ratio (M-H, Random, 95% CI) 1.09 [0.98, 1.23]


14 All-cause mortality
co-interventions


141 23170 Risk Ratio (M-H, Fixed, 95% CI) 0.92 [0.86, 0.98]


14.1 received nutrition
support as co-intervention


13 5475 Risk Ratio (M-H, Fixed, 95% CI) 0.95 [0.82, 1.08]


14.2 did not receive nutrition
support as co-intervention


125 17462 Risk Ratio (M-H, Fixed, 95% CI) 0.91 [0.85, 0.98]


14.3 delayed versus early
nutrition support


3 233 Risk Ratio (M-H, Fixed, 95% CI) 0.99 [0.53, 1.83]


Comparison 3. Serious adverse event end of intervention


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 Serious adverse events - overall 137 22087 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.86, 1.01]
2 Serious adverse events - bias 137 22087 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.86, 1.01]


2.1 High risk of bias 137 22087 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.86, 1.01]
2.2 Low risk of bias 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3 Serious adverse events - mode of
delivery


137 22087 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.86, 1.01]


3.1 General nutrition support 6 1420 Risk Ratio (M-H, Random, 95% CI) 1.19 [0.79, 1.78]
3.2 Fortified 2 290 Risk Ratio (M-H, Random, 95% CI) 1.24 [0.61, 2.54]
3.3 Oral 33 8569 Risk Ratio (M-H, Random, 95% CI) 0.92 [0.79, 1.06]
3.4 Enteral 43 3935 Risk Ratio (M-H, Random, 95% CI) 0.85 [0.74, 0.98]
3.5 Parenteral 48 7519 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.85, 1.14]
3.6 Mixed 5 354 Risk Ratio (M-H, Random, 95% CI) 0.77 [0.33, 1.76]


4 Serious adverse events - by
medical specialty


137 22087 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.86, 1.01]


4.1 Cardiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.2 Medical gastroenterology


and hepatology
10 518 Risk Ratio (M-H, Random, 95% CI) 0.90 [0.60, 1.36]


4.3 High risk 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.4 Geriatrics 13 2554 Risk Ratio (M-H, Random, 95% CI) 0.85 [0.66, 1.08]
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4.5 Pulmonary disease 3 118 Risk Ratio (M-H, Random, 95% CI) 0.44 [0.15, 1.28]
4.6 Endocrinology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.7 Infectious diseases 1 56 Risk Ratio (M-H, Random, 95% CI) 1.23 [0.52, 2.93]
4.8 Rheumatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.9 Haematology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.10 Nephrology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.11 Gastroenterologic


surgery
57 4320 Risk Ratio (M-H, Random, 95% CI) 0.86 [0.72, 1.02]


4.12 Trauma surgery 5 225 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.55, 1.57]
4.13 Ortopaedics 12 1210 Risk Ratio (M-H, Random, 95% CI) 1.39 [0.90, 2.14]


4.14 Plastic, reconstructive,
and aesthetic surgery


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


4.15 Vascular surgery 3 48 Risk Ratio (M-H, Random, 95% CI) 0.5 [0.05, 4.67]
4.16 Transplant surgery 3 84 Risk Ratio (M-H, Random, 95% CI) 0.58 [0.23, 1.50]
4.17 Urology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.18 Thoracic surgery 3 592 Risk Ratio (M-H, Random, 95% CI) 0.47 [0.06, 3.62]
4.19 Neurological surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.20 Oro-maxillo-facial


surgery
1 32 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.44, 1.78]


4.21 Anaesthesiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.22 Emergency medicine 7 5198 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.80, 1.22]
4.23 Psychiatry 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.24 Neurology 7 5168 Risk Ratio (M-H, Random, 95% CI) 0.78 [0.58, 1.06]
4.25 Oncology 5 309 Risk Ratio (M-H, Random, 95% CI) 1.12 [0.51, 2.44]
4.26 Dermatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.27 Gynaecology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.28 Mixed 7 1655 Risk Ratio (M-H, Random, 95% CI) 1.24 [0.92, 1.67]


5 Serious adverse events - based
on adequacy of the amount of
calories


137 22087 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.86, 1.01]


5.1 Clearly adequate in
intervention and clearly
inadequate in control


28 7405 Risk Ratio (M-H, Random, 95% CI) 0.95 [0.80, 1.11]


5.2 Inadequate in the
experimental or adequate in the
control


28 7335 Risk Ratio (M-H, Random, 95% CI) 0.97 [0.84, 1.13]


5.3 Experimental group is
overfed


6 224 Risk Ratio (M-H, Random, 95% CI) 0.85 [0.44, 1.67]


5.4 Unclear intake in control
or experimental


75 7123 Risk Ratio (M-H, Random, 95% CI) 0.83 [0.70, 0.98]


6 Serious adverse events - different
screening tools


137 22087 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.86, 1.01]


6.1 NRS 2002 4 5064 Risk Ratio (M-H, Random, 95% CI) 1.06 [0.87, 1.31]
6.2 MUST 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
6.3 MNA 2 117 Risk Ratio (M-H, Random, 95% CI) 0.61 [0.12, 3.18]
6.4 SGA 3 1175 Risk Ratio (M-H, Random, 95% CI) 0.82 [0.35, 1.92]
6.5 Other means 128 15731 Risk Ratio (M-H, Random, 95% CI) 0.90 [0.82, 0.98]


7 Serious adverse events -
participants characterised as ’at
nutritional risk’ due to one of
the following conditions


137 22087 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.86, 1.01]


7.1 Major surgery 65 5180 Risk Ratio (M-H, Random, 95% CI) 0.84 [0.71, 0.99]
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7.2 Stroke 6 5139 Risk Ratio (M-H, Random, 95% CI) 0.78 [0.58, 1.06]
7.3 ICU participants


including trauma
12 5423 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.81, 1.19]


7.4 Frail elderly participants
with less severe conditions
known to increase protein
requirements


19 2406 Risk Ratio (M-H, Random, 95% CI) 0.97 [0.75, 1.26]


7.5 Participants do not fall
into one of the categories above


35 3939 Risk Ratio (M-H, Random, 95% CI) 1.01 [0.85, 1.21]


8 Serious adverse events -
participants characterised as ’at
nutritional risk’ due to one of
the following criteria


137 22087 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.86, 1.01]


8.1 BMI less than 20.5 kg/m2 2 247 Risk Ratio (M-H, Random, 95% CI) 1.19 [0.58, 2.45]
8.2 Weight loss of at least 5%


during the last three months
1 32 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


8.3 Weight loss of at least
10% during the last six months


1 32 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.44, 1.78]


8.4 Insufficient food intake
during the last week (50% of
requirements or less)


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


8.5 Participants characterised
as ’at nutritional risk’ by other
means


133 21776 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.86, 1.01]


9 Serious adverse events -
participants characterised as
’at nutritional risk’ due to
biomarkers or anthropometrics


137 22087 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.86, 1.01]


9.1 Biomarkers 8 703 Risk Ratio (M-H, Random, 95% CI) 0.39 [0.16, 0.95]
9.2 Anthropometric measures 15 1677 Risk Ratio (M-H, Random, 95% CI) 0.90 [0.68, 1.20]
9.3 Mixed 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
9.4 Characterised by other


means
114 19707 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.86, 1.02]


10 Serious adverse events -
randomisation year


137 22087 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.86, 1.01]


10.1 Before 1960 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
10.2 1960 to 1979 5 184 Risk Ratio (M-H, Random, 95% CI) 1.40 [0.70, 2.78]
10.3 1980 to 1999 86 11472 Risk Ratio (M-H, Random, 95% CI) 0.91 [0.82, 1.00]
10.4 After 1999 46 10431 Risk Ratio (M-H, Random, 95% CI) 0.89 [0.75, 1.06]


11 Serious adverse events -
trials where the intervention
lasts fewer than three days
compared with trials where the
intervention lasts three days or
more


137 22087 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.86, 1.01]


11.1 Three days or more 125 21408 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.86, 1.02]
11.2 Less than three days 10 602 Risk Ratio (M-H, Random, 95% CI) 0.67 [0.39, 1.16]
11.3 Unknown 2 77 Risk Ratio (M-H, Random, 95% CI) 0.25 [0.01, 5.00]


12 Serious adverse events -
’best-worst case’ scenario


137 22557 Risk Ratio (M-H, Random, 95% CI) 0.74 [0.65, 0.83]
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13 Serious adverse events -
’worst-best case’ scenario


137 22557 Risk Ratio (M-H, Random, 95% CI) 1.06 [0.92, 1.21]


14 Serious adverse events
co-interventions


137 22087 Risk Ratio (M-H, Fixed, 95% CI) 0.91 [0.84, 0.99]


14.1 received nutrition
support as co-intervention


11 5337 Risk Ratio (M-H, Fixed, 95% CI) 0.95 [0.79, 1.15]


14.2 did not receive nutrition
support as co-intervention


119 16327 Risk Ratio (M-H, Fixed, 95% CI) 0.90 [0.83, 0.99]


14.3 delayed versus early
nutrition support


7 423 Risk Ratio (M-H, Fixed, 95% CI) 0.89 [0.51, 1.57]


Comparison 4. Serious adverse event maximum follow-up


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 Serious adverse events - overall 152 23413 Risk Ratio (M-H, Random, 95% CI) 0.91 [0.85, 0.97]
2 Serious adverse events - bias 152 23413 Risk Ratio (M-H, Random, 95% CI) 0.91 [0.85, 0.97]


2.1 High risk of bias 152 23413 Risk Ratio (M-H, Random, 95% CI) 0.91 [0.85, 0.97]
2.2 Low risk of bias 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3 Serious adverse events - mode of
delivery


152 23413 Risk Ratio (M-H, Random, 95% CI) 0.91 [0.85, 0.97]


3.1 General nutrition support 7 1544 Risk Ratio (M-H, Random, 95% CI) 1.04 [0.76, 1.44]
3.2 Fortified nutrition 2 290 Risk Ratio (M-H, Random, 95% CI) 1.24 [0.61, 2.54]
3.3 Oral nutrition support 33 8541 Risk Ratio (M-H, Random, 95% CI) 0.89 [0.74, 1.07]
3.4 Enteral nutrition 49 4425 Risk Ratio (M-H, Random, 95% CI) 0.82 [0.73, 0.91]
3.5 Parenteral nutrition 56 8263 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.90, 1.07]
3.6 Mixed 5 350 Risk Ratio (M-H, Random, 95% CI) 0.74 [0.37, 1.48]


4 Serious adverse events - by
medical specialty


152 23413 Risk Ratio (M-H, Random, 95% CI) 0.91 [0.85, 0.97]


4.1 Cardiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.2 Medical gastroenterology


and hepatology
13 706 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.75, 1.17]


4.3 Geriatrics 13 2547 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.67, 1.17]
4.4 Pulmonary disease 3 118 Risk Ratio (M-H, Random, 95% CI) 0.44 [0.15, 1.28]
4.5 Endocrinology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.6 Infectious diseases 1 56 Risk Ratio (M-H, Random, 95% CI) 1.23 [0.52, 2.93]
4.7 Rheumatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.8 Haematology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.9 Nephrology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.10 Gastroenterologic


surgery
59 4835 Risk Ratio (M-H, Random, 95% CI) 0.83 [0.71, 0.97]


4.11 Trauma surgery 7 290 Risk Ratio (M-H, Random, 95% CI) 0.86 [0.55, 1.34]
4.12 Ortopaedics 12 1196 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.63, 1.51]


4.13 Plastic, reconstructive,
and aesthetic surgery


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


4.14 Vascular surgery 3 48 Risk Ratio (M-H, Random, 95% CI) 0.5 [0.05, 4.67]
4.15 Transplant surgery 3 84 Risk Ratio (M-H, Random, 95% CI) 0.54 [0.22, 1.31]
4.16 Urology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
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4.17 Thoracic surgery 3 592 Risk Ratio (M-H, Random, 95% CI) 0.47 [0.06, 3.62]
4.18 Neurological surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


4.19 Oro-maxillo-facial
surgery


1 32 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.44, 1.78]


4.20 Anaesthesiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.21 Emergency medicine 11 5421 Risk Ratio (M-H, Random, 95% CI) 0.96 [0.84, 1.10]
4.22 Psychiatry 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.23 Neurology 9 5426 Risk Ratio (M-H, Random, 95% CI) 0.75 [0.58, 0.98]
4.24 Oncology 7 407 Risk Ratio (M-H, Random, 95% CI) 1.02 [0.87, 1.20]
4.25 Dermatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.26 Gynaecology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
4.27 Mixed 7 1655 Risk Ratio (M-H, Random, 95% CI) 1.29 [0.97, 1.71]


5 Serious adverse events - based
on adequacy of the amount of
calories


152 23413 Risk Ratio (M-H, Random, 95% CI) 0.91 [0.85, 0.97]


5.1 Clearly adequate in
intervention and clearly
inadequate in control


31 7623 Risk Ratio (M-H, Random, 95% CI) 0.95 [0.86, 1.05]


5.2 Inadequate in the
experimental or adequate in the
control


29 7395 Risk Ratio (M-H, Random, 95% CI) 0.95 [0.85, 1.05]


5.3 Experimental group is
overfed


11 867 Risk Ratio (M-H, Random, 95% CI) 0.92 [0.72, 1.19]


5.4 Unclear intake in control
or experimental


81 7528 Risk Ratio (M-H, Random, 95% CI) 0.81 [0.70, 0.94]


6 Serious adverse events - different
screening tools


152 23413 Risk Ratio (M-H, Random, 95% CI) 0.91 [0.85, 0.97]


6.1 NRS 2002 4 5064 Risk Ratio (M-H, Random, 95% CI) 1.03 [0.89, 1.21]
6.2 MUST 1 124 Risk Ratio (M-H, Random, 95% CI) 1.37 [0.64, 2.92]
6.3 MNA 2 117 Risk Ratio (M-H, Random, 95% CI) 0.61 [0.12, 3.18]
6.4 SGA 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
6.5 Other means 145 18108 Risk Ratio (M-H, Random, 95% CI) 0.89 [0.82, 0.95]


7 Serious adverse events -
participants characterised as ’at
nutritional risk’ due to one of
the following conditions


152 23413 Risk Ratio (M-H, Random, 95% CI) 0.91 [0.85, 0.97]


7.1 Major surgery 72 5936 Risk Ratio (M-H, Random, 95% CI) 0.82 [0.71, 0.94]
7.2 Stroke 8 5397 Risk Ratio (M-H, Random, 95% CI) 0.75 [0.58, 0.98]
7.3 ICU participants


including trauma
16 5667 Risk Ratio (M-H, Random, 95% CI) 0.96 [0.84, 1.10]


7.4 Frail elderly participants
with less severe conditions
known to increase protein
requirements


19 2385 Risk Ratio (M-H, Random, 95% CI) 0.82 [0.65, 1.03]


7.5 Participants do not fall
into one of the categories above


37 4028 Risk Ratio (M-H, Random, 95% CI) 1.03 [0.92, 1.15]


8 Serious adverse events -
participants characterised as ’at
nutritional risk’ due to one of
the following criteria


152 23413 Risk Ratio (M-H, Random, 95% CI) 0.91 [0.85, 0.97]


8.1 BMI less than 20.5 kg/m2 2 247 Risk Ratio (M-H, Random, 95% CI) 1.19 [0.58, 2.45]
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8.2 Weight loss of at least 5%
during the last three months


1 32 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


8.3 Weight loss of at least
10% during the last six months


3 124 Risk Ratio (M-H, Random, 95% CI) 0.84 [0.42, 1.67]


8.4 Insufficient food intake
during the last week (50% of
requirements or less)


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


8.5 Participants characterised
as ’at nutritional risk’ by other
means


146 23010 Risk Ratio (M-H, Random, 95% CI) 0.90 [0.84, 0.97]


9 Serious adverse events -
participants characterised as
’at nutritional risk’ due to
biomarkers or anthropometrics


152 23413 Risk Ratio (M-H, Random, 95% CI) 0.91 [0.85, 0.97]


9.1 Biomarkers 10 795 Risk Ratio (M-H, Random, 95% CI) 0.37 [0.16, 0.85]
9.2 Anthropometric measures 12 1402 Risk Ratio (M-H, Random, 95% CI) 0.76 [0.54, 1.08]
9.3 Both 3 75 Risk Ratio (M-H, Random, 95% CI) 0.66 [0.14, 3.07]
9.4 Characterised by other


means
127 21141 Risk Ratio (M-H, Random, 95% CI) 0.91 [0.85, 0.98]


10 Serious adverse events -
randomisation year


152 23413 Risk Ratio (M-H, Random, 95% CI) 0.91 [0.85, 0.97]


10.1 Before 1960 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
10.2 1960 to 1979 6 240 Risk Ratio (M-H, Random, 95% CI) 1.18 [0.65, 2.14]
10.3 1980 to 1999 93 12128 Risk Ratio (M-H, Random, 95% CI) 0.92 [0.86, 0.99]
10.4 After 1999 53 11045 Risk Ratio (M-H, Random, 95% CI) 0.83 [0.72, 0.97]


11 Serious adverse events -
trials where the intervention
lasts fewer than three days
compared with trials where the
intervention lasts three days or
more


152 23413 Risk Ratio (M-H, Random, 95% CI) 0.91 [0.85, 0.97]


11.1 Three days or more 138 22637 Risk Ratio (M-H, Random, 95% CI) 0.90 [0.84, 0.97]
11.2 Less than three days 12 699 Risk Ratio (M-H, Random, 95% CI) 0.90 [0.66, 1.23]
11.3 Unknown 2 77 Risk Ratio (M-H, Random, 95% CI) 0.25 [0.01, 5.00]


12 Serious adverse events -
’best-worst case’ scenario


152 24315 Risk Ratio (M-H, Random, 95% CI) 0.72 [0.65, 0.79]


13 Serious adverse events -
’worst-best case’ scenario


152 24082 Risk Ratio (M-H, Random, 95% CI) 1.05 [0.94, 1.17]


14 Serious adverse events
co-interventions


152 23413 Risk Ratio (M-H, Fixed, 95% CI) 0.89 [0.84, 0.95]


14.1 Received nutrition
support as co-intervention


12 5459 Risk Ratio (M-H, Fixed, 95% CI) 0.93 [0.81, 1.06]


14.2 did not receive nutrition
support as co-intervention


132 17493 Risk Ratio (M-H, Fixed, 95% CI) 0.88 [0.82, 0.94]


14.3 delayed versus early
nutrition support


8 461 Risk Ratio (M-H, Fixed, 95% CI) 1.09 [0.75, 1.59]


15 Serious adverse events -
’best-worse case’ scenario
(enteral nutrition)


46 4415 Risk Ratio (M-H, Random, 95% CI) 0.62 [0.51, 0.75]
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16 Serious adverse events -
’worst-best case’ scenario
(enteral nutrition)


46 4415 Risk Ratio (M-H, Random, 95% CI) 0.81 [0.69, 0.96]


Comparison 5. Quality of life (SF36 - Physical performance) - end of intervention


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 Quality of life - overall 2 242 Mean Difference (IV, Random, 95% CI) 2.35 [-2.94, 7.65]


Comparison 6. Quality of life (SF36 - Physical performance) - maximum follow-up


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 Quality of life - overall 3 289 Mean Difference (IV, Random, 95% CI) 1.54 [-2.47, 5.55]


Comparison 7. Quality of life (SF36 - Mental performance - end of intervention


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 Quality of life - overall 2 242 Mean Difference (IV, Random, 95% CI) -0.90 [-3.92, 2.13]


Comparison 8. Quality of life (SF36 - Mental performance) - maximum follow-up


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 Quality of life - overall 3 289 Mean Difference (IV, Random, 95% CI) -0.25 [-3.02, 2.53]
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Comparison 9. Quality of life (EuroQoL) - maximum follow-up


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 Quality of life - overall 2 3961 Mean Difference (IV, Random, 95% CI) -0.01 [-0.03, 0.01]


Comparison 10. Pneumonia


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 Pneumonia 28 12443 Risk Ratio (M-H, Random, 95% CI) 1.06 [0.96, 1.16]


Comparison 11. Wound dehiscence


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 Wound dehiscence 14 2280 Risk Ratio (M-H, Random, 95% CI) 0.71 [0.40, 1.24]


Comparison 12. Renal failure


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 Renal failure 5 6359 Risk Ratio (M-H, Random, 95% CI) 1.00 [0.83, 1.20]


Comparison 13. Wound infection


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 Wound infection 28 8324 Risk Ratio (M-H, Random, 95% CI) 0.81 [0.60, 1.10]
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Comparison 14. Heart failure


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 Heart failure 3 1041 Risk Ratio (M-H, Random, 95% CI) 1.11 [0.34, 3.61]


Comparison 15. Clearly adequate and screening tool


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 AcM - EoI 6 5578 Risk Ratio (M-H, Fixed, 95% CI) 1.01 [0.81, 1.25]
2 AcM - MF 6 5578 Risk Ratio (M-H, Random, 95% CI) 1.01 [0.86, 1.18]
3 SaE - EoI 6 5578 Risk Ratio (M-H, Fixed, 95% CI) 0.96 [0.78, 1.19]
4 SaE - MF 6 5578 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.84, 1.14]


Comparison 16. Clearly adequate + (NRS component/at risk due to condition)


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 AcM - EoI 17 6760 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.82, 1.20]
2 AcM - MF 20 6978 Risk Ratio (M-H, Random, 95% CI) 0.95 [0.82, 1.09]
3 SaE - EoI 20 6794 Risk Ratio (M-H, Fixed, 95% CI) 0.96 [0.81, 1.14]
4 SaE - MF 23 7012 Risk Ratio (M-H, Random, 95% CI) 0.91 [0.80, 1.03]


Comparison 17. Oral - All cause mortality - end of intervention


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 All-cause mortality - overall 33 8529 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.79, 1.11]
2 All-cause mortality - bias 33 8529 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.79, 1.11]


2.1 High risk of bias 33 8529 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.79, 1.11]
2.2 Low risk of bias 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3 All-cause mortality - medical
speciality


33 8529 Risk Ratio (M-H, Random, 95% CI) 0.95 [0.80, 1.12]


3.1 Cardiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3.2 Medical gastroenterology
and hepatology


1 36 Risk Ratio (M-H, Random, 95% CI) 0.45 [0.10, 2.01]


3.3 Geriatrics 9 1559 Risk Ratio (M-H, Random, 95% CI) 0.75 [0.56, 0.99]
3.4 Pulmonary disease 2 93 Risk Ratio (M-H, Random, 95% CI) 0.49 [0.16, 1.54]
3.5 Endocrinology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
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3.6 Infectious diseases 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.7 Rheumatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.8 Haematology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.9 Nephrology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.10 Gastroenterologic


surgery
11 1267 Risk Ratio (M-H, Random, 95% CI) 1.24 [0.65, 2.38]


3.11 Trauma surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.12 Orthopaedics 4 371 Risk Ratio (M-H, Random, 95% CI) 1.69 [0.53, 5.36]
3.13 Plastic, reconstructive


and aesthetic surgery
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3.14 Vascular surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.15 Transplant surgery 1 37 Risk Ratio (M-H, Random, 95% CI) 0.35 [0.02, 8.09]
3.16 Urology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.17 Thoracic surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.18 Neurological surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.19 Oro-maxillo-facial


surgery
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3.20 Anaesthesiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.21 Emergency medicine 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.22 Psychiatry 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.23 Neurology 3 4092 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.76, 1.27]
3.24 Oncology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.25 Dermatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.26 Gynaecology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.27 Mixed 2 1074 Risk Ratio (M-H, Random, 95% CI) 1.24 [0.73, 2.12]


4 All-cause mortality - based on
adequacy of the amount of
calories


33 8529 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.79, 1.11]


4.1 Clearly adequate in
experimental group and clearly
inadequate in control group


4 260 Risk Ratio (M-H, Random, 95% CI) 1.08 [0.34, 3.47]


4.2 Inadequate in the
experimental group or adequate
in the control group


12 5540 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.76, 1.17]


4.3 Experimental group is
overfed


2 69 Risk Ratio (M-H, Random, 95% CI) 0.53 [0.14, 1.98]


4.4 Unclear intake in
experimental group or control
group


15 2660 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.62, 1.38]


5 All-cause mortality - different
screening tools


33 8529 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.79, 1.11]


5.1 NRS 2002 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.2 MUST 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.3 MNA 2 117 Risk Ratio (M-H, Random, 95% CI) 0.61 [0.12, 3.18]
5.4 SGA 1 525 Risk Ratio (M-H, Random, 95% CI) 1.51 [0.99, 2.31]
5.5 Other means 30 7887 Risk Ratio (M-H, Random, 95% CI) 0.87 [0.73, 1.04]


6 All-cause mortality - participants
characterised as ’at nutritional
risk’ due to one of the following
conditions


33 8529 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.79, 1.11]


6.1 Major surgery 13 1364 Risk Ratio (M-H, Random, 95% CI) 0.92 [0.49, 1.72]
6.2 Stroke 2 4063 Risk Ratio (M-H, Random, 95% CI) 0.96 [0.74, 1.24]
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6.3 ICU participants
including trauma


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


6.4 Frail elderly participants
with less severe conditions
known to increase protein
requirements


9 953 Risk Ratio (M-H, Random, 95% CI) 0.85 [0.55, 1.30]


6.5 Participants do not fall
into one of the categories above


9 2149 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.62, 1.39]


7 All-cause mortality - participants
characterised as ’at nutritional
risk’ due to one of the following
criteria


33 8529 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.79, 1.11]


7.1 BMI less than 20.5 kg/m2 1 37 Risk Ratio (M-H, Random, 95% CI) 0.35 [0.02, 8.09]
7.2 Weight loss of at least 5%


during the last three months
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.3 Weight loss of at least
10% during the last six months


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.4 Insufficient food intake
during the last week (50% of
requirements or less)


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.5 Participants characterised
as ’at nutritional risk’ by other
means


32 8492 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.79, 1.12]


8 All-cause mortality - participants
characterised as ’at nutritional
risk’ due to biomarkers or
anthropometrics


33 8529 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.79, 1.11]


8.1 Biomarkers 1 60 Risk Ratio (M-H, Random, 95% CI) 0.43 [0.12, 1.50]
8.2 Anthropometric measures 6 1111 Risk Ratio (M-H, Random, 95% CI) 0.78 [0.52, 1.16]
8.3 Characterised by other


means
26 7358 Risk Ratio (M-H, Random, 95% CI) 1.00 [0.80, 1.25]


9 All-cause mortality -
randomisation year


33 8529 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.79, 1.11]


9.1 Before 1960 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
9.2 1960-1979 1 60 Risk Ratio (M-H, Random, 95% CI) 0.76 [0.24, 2.43]
9.3 1980-1999 18 7002 Risk Ratio (M-H, Random, 95% CI) 0.87 [0.72, 1.04]
9.4 After 1999 14 1467 Risk Ratio (M-H, Random, 95% CI) 1.11 [0.64, 1.92]


10 All-cause mortality - trials
where the intervention
lasts fewer than three days
compared with trials where the
intervention lasts three days or
more


33 8529 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.79, 1.11]


10.1 Three days or more 26 7797 Risk Ratio (M-H, Random, 95% CI) 0.87 [0.74, 1.04]
10.2 Less than three days 6 207 Risk Ratio (M-H, Random, 95% CI) 0.18 [0.01, 3.91]
10.3 Unknown 1 525 Risk Ratio (M-H, Random, 95% CI) 1.51 [0.99, 2.31]


11 All-cause mortality - ’best-worst
case’ scenario


33 8793 Risk Ratio (M-H, Random, 95% CI) 0.72 [0.55, 0.95]


12 All-cause mortality - ’worst-best
case’ scenario


33 8793 Risk Ratio (M-H, Random, 95% CI) 1.33 [0.95, 1.86]
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13 All-cause mortality
co-interventions


33 8529 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.79, 1.11]


13.1 received nutrition
support as co-intervention


1 60 Risk Ratio (M-H, Random, 95% CI) 0.43 [0.12, 1.50]


13.2 did not receive nutrition
support as co-intervention


32 8469 Risk Ratio (M-H, Random, 95% CI) 0.95 [0.81, 1.12]


13.3 delayed versus early
nutrition support


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


Comparison 18. Oral - All cause mortality - maximum follow-up


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 All-cause mortality - overall 32 8501 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.77, 1.15]
2 All-cause mortality - bias 32 8501 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.77, 1.15]


2.1 High risk of bias 32 8501 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.77, 1.15]
2.2 Low risk of bias 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3 All-cause mortality - medical
speciality


32 8501 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.77, 1.15]


3.1 Cardiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.2 Medical gastroenterology


and hepatology
1 36 Risk Ratio (M-H, Random, 95% CI) 0.45 [0.10, 2.01]


3.3 Geriatrics 9 1552 Risk Ratio (M-H, Random, 95% CI) 0.81 [0.55, 1.19]
3.4 Pulmonary disease 2 93 Risk Ratio (M-H, Random, 95% CI) 0.49 [0.16, 1.54]
3.5 Endocrinology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.6 Infectious diseases 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.7 Rheumatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.8 Haematology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.9 Nephrology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.10 Gastroenterologic


surgery
10 1267 Risk Ratio (M-H, Random, 95% CI) 1.14 [0.61, 2.12]


3.11 Trauma surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.12 Ortopaedics 4 361 Risk Ratio (M-H, Random, 95% CI) 1.80 [0.92, 3.52]
3.13 Plastic, reconstructive,


and aesthetic surgery
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3.14 Vascular surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.15 Transplant surgery 1 37 Risk Ratio (M-H, Random, 95% CI) 0.35 [0.02, 8.09]
3.16 Urology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.17 Thoracic surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.18 Neurological surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.19 Oro-maxillo-facial


surgery
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3.20 Anaesthesiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.21 Emergency medicine 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.22 Psychiatry 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.23 Neurology 3 4081 Risk Ratio (M-H, Random, 95% CI) 0.65 [0.22, 1.93]
3.24 Oncology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.25 Dermatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
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3.26 Gynaecology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.27 Mixed 2 1074 Risk Ratio (M-H, Random, 95% CI) 1.24 [0.73, 2.12]


4 All-cause mortality - based on
adequacy of the amount of
calories


32 8501 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.77, 1.15]


4.1 Clearly adequate in
intervention and clearly
inadequate in control


4 260 Risk Ratio (M-H, Random, 95% CI) 0.80 [0.17, 3.70]


4.2 Inadequate in the
experimental or adequate in the
control


12 5512 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.76, 1.17]


4.3 Experimental group is
overfed


2 69 Risk Ratio (M-H, Random, 95% CI) 0.53 [0.14, 1.98]


4.4 Unclear intake in control
or experimental


14 2660 Risk Ratio (M-H, Random, 95% CI) 0.95 [0.65, 1.38]


5 All-cause mortality - different
screening tools


32 8501 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.77, 1.15]


5.1 NRS 2002 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.2 MUST 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.3 MNA 2 117 Risk Ratio (M-H, Random, 95% CI) 0.61 [0.12, 3.18]
5.4 SGA 1 525 Risk Ratio (M-H, Random, 95% CI) 1.51 [0.99, 2.31]
5.5 Other means 29 7859 Risk Ratio (M-H, Random, 95% CI) 0.89 [0.73, 1.09]


6 All-cause mortality - participants
characterised as ’at nutritional
risk’ due to one of the following
conditions


32 8501 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.77, 1.15]


6.1 Major surgery 11 1304 Risk Ratio (M-H, Random, 95% CI) 1.09 [0.59, 2.00]
6.2 Stroke 2 4052 Risk Ratio (M-H, Random, 95% CI) 0.65 [0.22, 1.93]


6.3 ICU participants
including trauma


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


6.4 Frail elderly participants
with less severe conditions
known to increase protein
requirements


10 996 Risk Ratio (M-H, Random, 95% CI) 0.87 [0.57, 1.34]


6.5 Participants do not fall
into one of the categories above


9 2149 Risk Ratio (M-H, Random, 95% CI) 0.96 [0.64, 1.46]


7 All-cause mortality - participants
characterised as ’at nutritional
risk’ due to one of the following
criteria


32 8501 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.77, 1.15]


7.1 BMI less than 20.5 kg/m2 1 37 Risk Ratio (M-H, Random, 95% CI) 0.35 [0.02, 8.09]
7.2 Weight loss of at least 5%


during the last three months
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.3 Weight loss of at least
10% during the last six months


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.4 Insufficient food intake
during the last week (50% of
requirements or less)


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.5 Participants characterised
as ’at nutritional risk’ by other
means


31 8464 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.77, 1.16]
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8 All-cause mortality - participants
characterised as ’at nutritional
risk’ due to biomarkers or
anthropometrics


32 8501 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.77, 1.15]


8.1 Biomarkers 1 60 Risk Ratio (M-H, Random, 95% CI) 0.43 [0.12, 1.50]
8.2 Anthropometric measures 6 1111 Risk Ratio (M-H, Random, 95% CI) 0.78 [0.52, 1.16]


8.3 Both anthropometrics and
biomarkers


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


8.4 Characterised by other
means


25 7330 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.77, 1.26]


9 All-cause mortality -
randomisation year


32 8501 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.77, 1.15]


9.1 Before 1960 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
9.2 1960 to 1979 1 60 Risk Ratio (M-H, Random, 95% CI) 0.76 [0.24, 2.43]
9.3 1980 to 1999 18 6974 Risk Ratio (M-H, Random, 95% CI) 0.86 [0.71, 1.05]
9.4 After 1999 13 1467 Risk Ratio (M-H, Random, 95% CI) 1.19 [0.77, 1.83]


10 All-cause mortality - trials
where the intervention
lasts fewer than three days
compared with trials where the
intervention lasts three days or
more


32 8501 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.77, 1.15]


10.1 Three days or more 31 8462 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.77, 1.15]
10.2 Less than three days 1 39 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
10.3 Unknown 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


11 All-cause mortality - ’best-worst
case’ scenario


32 8793 Risk Ratio (M-H, Random, 95% CI) 0.70 [0.54, 0.91]


12 All-cause mortality - ’worst-best
case’ scenario


32 8793 Risk Ratio (M-H, Random, 95% CI) 1.27 [0.93, 1.73]


13 All-cause mortality
co-interventions


131 22435 Risk Ratio (M-H, Fixed, 95% CI) 0.91 [0.86, 0.98]


13.1 received nutrition
support as co-intervention


8 5185 Risk Ratio (M-H, Fixed, 95% CI) 0.93 [0.80, 1.08]


13.2 did not receive nutrition
support as co-intervention


120 17017 Risk Ratio (M-H, Fixed, 95% CI) 0.91 [0.84, 0.98]


13.3 delayed versus early
nutrition support


3 233 Risk Ratio (M-H, Fixed, 95% CI) 0.99 [0.53, 1.83]


Comparison 19. Oral - Serious adverse event end of intervention


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 Serious adverse events - overall 33 8569 Risk Ratio (M-H, Random, 95% CI) 0.92 [0.79, 1.06]
2 Serious adverse events - bias 33 8569 Risk Ratio (M-H, Random, 95% CI) 0.92 [0.79, 1.06]


2.1 High risk of bias 33 8569 Risk Ratio (M-H, Random, 95% CI) 0.92 [0.79, 1.06]
2.2 Low risk of bias 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3 Serious adverse events - by
medical specialty


33 8569 Risk Ratio (M-H, Random, 95% CI) 0.92 [0.79, 1.06]
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3.1 Cardiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.2 Medical gastroenterology


and hepatology
1 36 Risk Ratio (M-H, Random, 95% CI) 0.45 [0.10, 2.01]


3.3 Geriatrics 10 1609 Risk Ratio (M-H, Random, 95% CI) 0.74 [0.56, 0.97]
3.4 Pulmonary disease 2 93 Risk Ratio (M-H, Random, 95% CI) 0.49 [0.16, 1.54]
3.5 Endocrinology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.6 Infectious diseases 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.7 Rheumatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.8 Haematology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.9 Nephrology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3.10 Gastroenterologic
surgery


10 1253 Risk Ratio (M-H, Random, 95% CI) 0.91 [0.66, 1.25]


3.11 Trauma surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.12 Ortopaedics 4 371 Risk Ratio (M-H, Random, 95% CI) 1.69 [0.53, 5.36]
3.13 Plastic, reconstructive,


and aesthetic surgery
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3.14 Vascular surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.15 Transplant surgery 1 37 Risk Ratio (M-H, Random, 95% CI) 0.35 [0.02, 8.09]
3.16 Urology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.17 Thoracic surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.18 Neurological surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.19 Oro-maxillo-facial


surgery
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3.20 Anaesthesiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.21 Emergency medicine 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.22 Psychiatry 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.23 Neurology 3 4092 Risk Ratio (M-H, Random, 95% CI) 0.96 [0.74, 1.24]
3.24 Oncology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.25 Dermatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.26 Gynaecology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.27 Mixed 2 1078 Risk Ratio (M-H, Random, 95% CI) 1.24 [0.73, 2.12]


4 Serious adverse events - based
on adequacy of the amount of
calories


33 8569 Risk Ratio (M-H, Random, 95% CI) 0.92 [0.79, 1.06]


4.1 Clearly adequate in
intervention and clearly
inadequate in control


4 246 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.33, 3.02]


4.2 Inadequate in the
experimental or adequate in the
control


13 5590 Risk Ratio (M-H, Random, 95% CI) 0.91 [0.76, 1.10]


4.3 Experimental group is
overfed


2 69 Risk Ratio (M-H, Random, 95% CI) 0.53 [0.14, 1.98]


4.4 Unclear intake in control
or experimental


14 2664 Risk Ratio (M-H, Random, 95% CI) 0.92 [0.63, 1.34]


5 Serious adverse events - different
screening tools


33 8569 Risk Ratio (M-H, Random, 95% CI) 0.92 [0.79, 1.06]


5.1 NRS 2002 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.2 MUST 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.3 MNA 2 117 Risk Ratio (M-H, Random, 95% CI) 0.61 [0.12, 3.18]
5.4 SGA 1 529 Risk Ratio (M-H, Random, 95% CI) 1.51 [0.99, 2.31]
5.5 Other means 30 7923 Risk Ratio (M-H, Random, 95% CI) 0.86 [0.74, 1.01]
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6 Serious adverse events -
participants characterised as ’at
nutritional risk’ due to one of
the following conditions


33 8569 Risk Ratio (M-H, Random, 95% CI) 0.92 [0.79, 1.06]


6.1 Major surgery 10 612 Risk Ratio (M-H, Random, 95% CI) 0.67 [0.22, 2.08]
6.2 Stroke 2 4063 Risk Ratio (M-H, Random, 95% CI) 0.96 [0.74, 1.24]


6.3 ICU participants
including trauma


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


6.4 Frail elderly participants
with less severe conditions
known to increase protein
requirements


11 1063 Risk Ratio (M-H, Random, 95% CI) 0.77 [0.52, 1.15]


6.5 Participants do not fall
into one of the categories above


10 2831 Risk Ratio (M-H, Random, 95% CI) 0.94 [0.70, 1.26]


7 Serious adverse events -
participants characterised as ’at
nutritional risk’ due to one of
the following criteria


33 8569 Risk Ratio (M-H, Random, 95% CI) 0.92 [0.79, 1.06]


7.1 BMI less than 20.5 kg/m2 1 37 Risk Ratio (M-H, Random, 95% CI) 0.35 [0.02, 8.09]
7.2 Weight loss of at least 5%


during the last three months
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.3 Weight loss of at least
10% during the last six months


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.4 Insufficient food intake
during the last week (50% of
requirements or less)


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.5 Participants characterised
as ’at nutritional risk’ by other
means


32 8532 Risk Ratio (M-H, Random, 95% CI) 0.92 [0.79, 1.06]


8 Serious adverse events -
participants characterised as
’at nutritional risk’ due to
biomarkers or anthropometrics


33 8569 Risk Ratio (M-H, Random, 95% CI) 0.92 [0.79, 1.06]


8.1 Biomarkers 1 60 Risk Ratio (M-H, Random, 95% CI) 0.43 [0.12, 1.50]
8.2 Anthropometric measures 6 1111 Risk Ratio (M-H, Random, 95% CI) 0.78 [0.52, 1.16]
8.3 Mixed 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


8.4 Characterised by other
means


26 7398 Risk Ratio (M-H, Random, 95% CI) 0.95 [0.81, 1.12]


9 Serious adverse events -
randomisation year


33 8569 Risk Ratio (M-H, Random, 95% CI) 0.92 [0.79, 1.06]


9.1 Before 1960 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
9.2 1960 to 1979 1 60 Risk Ratio (M-H, Random, 95% CI) 0.76 [0.24, 2.43]
9.3 1980 to 1999 18 6988 Risk Ratio (M-H, Random, 95% CI) 0.86 [0.73, 1.01]
9.4 After 1999 14 1521 Risk Ratio (M-H, Random, 95% CI) 1.05 [0.61, 1.82]


10 Serious adverse events -
trials where the intervention
lasts fewer than three days
compared with trials where the
intervention lasts three days or
more


33 8569 Risk Ratio (M-H, Random, 95% CI) 0.92 [0.79, 1.06]


10.1 Three days or more 31 8480 Risk Ratio (M-H, Random, 95% CI) 0.92 [0.80, 1.06]
10.2 Less than three days 1 39 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
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10.3 Unknown 1 50 Risk Ratio (M-H, Random, 95% CI) 0.25 [0.01, 5.00]
11 Serious adverse events -


’best-worst case’ scenario
33 8844 Risk Ratio (M-H, Random, 95% CI) 0.67 [0.52, 0.86]


12 Serious adverse events -
’worst-best case’ scenario


33 8844 Risk Ratio (M-H, Random, 95% CI) 1.27 [0.92, 1.75]


13 Serious adverse events
co-interventions


134 21960 Risk Ratio (M-H, Fixed, 95% CI) 0.91 [0.84, 0.99]


13.1 received nutrition
support as co-intervention


8 5178 Risk Ratio (M-H, Fixed, 95% CI) 0.96 [0.79, 1.17]


13.2 did not receive nutrition
support as co-intervention


119 16359 Risk Ratio (M-H, Fixed, 95% CI) 0.90 [0.83, 0.99]


13.3 delayed versus early
nutrition support


7 423 Risk Ratio (M-H, Fixed, 95% CI) 0.89 [0.51, 1.57]


Comparison 20. Oral - Serious adverse event maximum follow-up


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 Serious adverse events - overall 33 8541 Risk Ratio (M-H, Random, 95% CI) 0.89 [0.74, 1.07]
2 Serious adverse events - bias 33 8541 Risk Ratio (M-H, Random, 95% CI) 0.89 [0.74, 1.07]


2.1 High risk of bias 33 8541 Risk Ratio (M-H, Random, 95% CI) 0.89 [0.74, 1.07]
2.2 Low risk of bias 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3 Serious adverse events - by
medical speciality


33 8541 Risk Ratio (M-H, Random, 95% CI) 0.89 [0.74, 1.07]


3.1 Cardiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3.2 Medical gastroenterology
and hepatology


1 36 Risk Ratio (M-H, Random, 95% CI) 0.45 [0.10, 2.01]


3.3 Geriatrics 10 1602 Risk Ratio (M-H, Random, 95% CI) 0.80 [0.55, 1.15]
3.4 Pulmonary disease 2 93 Risk Ratio (M-H, Random, 95% CI) 0.49 [0.16, 1.54]
3.5 Endocrinology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.6 Infectious diseases 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.7 Rheumatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.8 Haematology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.9 Nephrology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.10 Gastroenterologic


surgery
10 1253 Risk Ratio (M-H, Random, 95% CI) 0.83 [0.61, 1.12]


3.11 Trauma surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.12 Ortopaedics 4 361 Risk Ratio (M-H, Random, 95% CI) 1.80 [0.92, 3.52]
3.13 Plastic, reconstructive,


and aesthetic surgery
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3.14 Vascular surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.15 Transplant surgery 1 37 Risk Ratio (M-H, Random, 95% CI) 0.35 [0.02, 8.09]
3.16 Urology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.17 Thoracic surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.18 Neurological surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.19 Oro-maxillo-facial


surgery
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3.20 Anaesthesiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


463Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







3.21 Emergency medicine 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.22 Psychiatry 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.23 Neurology 3 4081 Risk Ratio (M-H, Random, 95% CI) 0.65 [0.22, 1.93]
3.24 Oncology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.25 Dermatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.26 Gynaecology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.27 Mixed 2 1078 Risk Ratio (M-H, Random, 95% CI) 1.24 [0.73, 2.12]


4 Serious adverse events - based
on adequacy of the amount of
calories


33 8541 Risk Ratio (M-H, Random, 95% CI) 0.89 [0.74, 1.07]


4.1 Clearly adequate in
intervention and clearly
inadequate in control


4 246 Risk Ratio (M-H, Random, 95% CI) 0.64 [0.20, 2.00]


4.2 Inadequate in the
experimental or adequate in the
control


13 5562 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.81, 1.06]


4.3 Experimental group is
overfed


2 69 Risk Ratio (M-H, Random, 95% CI) 0.53 [0.14, 1.98]


4.4 Unclear intake in control
or experimental


14 2664 Risk Ratio (M-H, Random, 95% CI) 0.83 [0.56, 1.23]


5 Serious adverse events - different
screening tools


33 8541 Risk Ratio (M-H, Random, 95% CI) 0.89 [0.74, 1.07]


5.1 NRS 2002 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.2 MUST 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.3 MNA 2 117 Risk Ratio (M-H, Random, 95% CI) 0.61 [0.12, 3.18]
5.4 SGA 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.5 Other means 31 8424 Risk Ratio (M-H, Random, 95% CI) 0.89 [0.74, 1.08]


6 Serious adverse events -
participants characterised as ’at
nutritional risk’ due to one of
the following conditions


33 8541 Risk Ratio (M-H, Random, 95% CI) 0.89 [0.74, 1.07]


6.1 Major surgery 11 1290 Risk Ratio (M-H, Random, 95% CI) 0.82 [0.61, 1.11]
6.2 Stroke 2 4052 Risk Ratio (M-H, Random, 95% CI) 0.65 [0.22, 1.93]
6.3 ICU participants


including trauma
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


6.4 Frail elderly participants
with less severe conditions
known to increase protein
requirements


11 1046 Risk Ratio (M-H, Random, 95% CI) 0.85 [0.57, 1.27]


6.5 Participants do not fall
into one of the categories above


9 2153 Risk Ratio (M-H, Random, 95% CI) 0.96 [0.64, 1.46]


7 Serious adverse events -
participants characterised as ’at
nutritional risk’ due to one of
the following criteria


33 8541 Risk Ratio (M-H, Random, 95% CI) 0.89 [0.74, 1.07]


7.1 BMI less than 20.5 kg/m2 1 37 Risk Ratio (M-H, Random, 95% CI) 0.35 [0.02, 8.09]
7.2 Weight loss of at least 5%


during the last three months
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.3 Weight loss of at least
10% during the last six months


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
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7.4 Insufficient food intake
during the last week (50% of
requirements or less)


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.5 Participants characterised
as ’at nutritional risk’ by other
means


32 8504 Risk Ratio (M-H, Random, 95% CI) 0.89 [0.74, 1.07]


8 Serious adverse events -
participants characterised as
’at nutritional risk’ due to
biomarkers or anthropometrics


33 8541 Risk Ratio (M-H, Random, 95% CI) 0.89 [0.74, 1.07]


8.1 Biomarkers 1 60 Risk Ratio (M-H, Random, 95% CI) 0.43 [0.12, 1.50]
8.2 Anthropometric measures 6 1111 Risk Ratio (M-H, Random, 95% CI) 0.78 [0.52, 1.16]
8.3 Both 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
8.4 Characterised by other


means
26 7370 Risk Ratio (M-H, Random, 95% CI) 0.91 [0.72, 1.13]


9 Serious adverse events -
randomisation year


33 8541 Risk Ratio (M-H, Random, 95% CI) 0.89 [0.74, 1.07]


9.1 Before 1960 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
9.2 1960 to 1979 1 60 Risk Ratio (M-H, Random, 95% CI) 0.76 [0.24, 2.43]
9.3 1980 to 1999 18 6960 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.78, 1.00]
9.4 After 1999 14 1521 Risk Ratio (M-H, Random, 95% CI) 0.79 [0.45, 1.39]


10 Serious adverse events -
trials where the intervention
lasts fewer than three days
compared with trials where the
intervention lasts three days or
more


32 8501 Risk Ratio (M-H, Random, 95% CI) 0.89 [0.74, 1.07]


10.1 Three days or more 30 8412 Risk Ratio (M-H, Random, 95% CI) 0.89 [0.74, 1.07]
10.2 Less than three days 1 39 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
10.3 Unknown 1 50 Risk Ratio (M-H, Random, 95% CI) 0.25 [0.01, 5.00]


11 Serious adverse events -
’best-worst case’ scenario


33 8844 Risk Ratio (M-H, Random, 95% CI) 0.64 [0.50, 0.81]


12 Serious adverse events -
’worst-best case’ scenario


33 8844 Risk Ratio (M-H, Random, 95% CI) 1.15 [0.86, 1.55]


13 Serious adverse events
co-interventions


33 8541 Risk Ratio (M-H, Fixed, 95% CI) 0.92 [0.82, 1.03]


13.1 Received nutrition
support as co-intervention


1 60 Risk Ratio (M-H, Fixed, 95% CI) 0.43 [0.12, 1.50]


13.2 did not receive nutrition
support as co-intervention


32 8481 Risk Ratio (M-H, Fixed, 95% CI) 0.92 [0.82, 1.04]


13.3 delayed versus early
nutrition support


0 0 Risk Ratio (M-H, Fixed, 95% CI) 0.0 [0.0, 0.0]
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Comparison 21. Enteral - All cause mortality - end of intervention


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 All-cause mortality - overall 36 3722 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.75, 1.03]
2 All-cause mortality - bias 36 3722 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.75, 1.03]


2.1 High risk of bias 36 3722 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.75, 1.03]
2.2 Low risk of bias 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3 All-cause mortality - medical
speciality


36 3722 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.75, 1.03]


3.1 Cardiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.2 Medical gastroenterology


and hepatology
4 289 Risk Ratio (M-H, Random, 95% CI) 0.75 [0.40, 1.42]


3.3 Geriatrics 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.4 Pulmonary disease 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.5 Endocrinology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.6 Infectious diseases 1 56 Risk Ratio (M-H, Random, 95% CI) 1.61 [0.66, 3.92]
3.7 Rheumatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.8 Haematology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.9 Nephrology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.10 Gastroenterologic


surgery
13 1063 Risk Ratio (M-H, Random, 95% CI) 0.72 [0.44, 1.18]


3.11 Trauma surgery 2 139 Risk Ratio (M-H, Random, 95% CI) 0.50 [0.20, 1.28]
3.12 Orthopaedics 4 248 Risk Ratio (M-H, Random, 95% CI) 0.89 [0.21, 3.81]
3.13 Plastic, reconstructive


and aesthetic surgery
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3.14 Vascular surgery 1 13 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.15 Transplant surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.16 Urology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.17 Thoracic surgery 2 548 Risk Ratio (M-H, Random, 95% CI) 0.22 [0.03, 1.86]
3.18 Neurological surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.19 Oro-maxillo-facial


surgery
1 32 Risk Ratio (M-H, Random, 95% CI) 3.38 [0.15, 77.12]


3.20 Anaesthesiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.21 Emergency medicine 3 154 Risk Ratio (M-H, Random, 95% CI) 0.77 [0.31, 1.94]
3.22 Psychiatry 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.23 Neurology 3 1027 Risk Ratio (M-H, Random, 95% CI) 0.67 [0.33, 1.37]
3.24 Oncology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.25 Dermatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.26 Gynaecology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.27 Mixed 2 153 Risk Ratio (M-H, Random, 95% CI) 0.32 [0.03, 2.99]


4 All-cause mortality - based on
adequacy of the amount of
calories


36 3722 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.75, 1.03]


4.1 Clearly adequate in
experimental group and clearly
inadequate in control group


7 736 Risk Ratio (M-H, Random, 95% CI) 0.70 [0.40, 1.25]


4.2 Inadequate in the
experimental group or adequate
in the control group


7 410 Risk Ratio (M-H, Random, 95% CI) 0.72 [0.28, 1.85]
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4.3 Experimental group is
overfed


2 74 Risk Ratio (M-H, Random, 95% CI) 0.76 [0.15, 3.79]


4.4 Unclear intake in
experimental group or control
group


20 2502 Risk Ratio (M-H, Random, 95% CI) 0.89 [0.73, 1.08]


5 All-cause mortality - different
screening tools


36 3722 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.75, 1.03]


5.1 NRS 2002 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.2 MUST 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.3 MNA 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.4 SGA 1 323 Risk Ratio (M-H, Random, 95% CI) 0.75 [0.13, 4.44]
5.5 Other means 35 3399 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.75, 1.03]


6 All-cause mortality - participants
characterised as ’at nutritional
risk’ due to one of the following
conditions


36 3722 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.75, 1.03]


6.1 Major surgery 18 1746 Risk Ratio (M-H, Random, 95% CI) 0.69 [0.45, 1.06]
6.2 Stroke 3 1027 Risk Ratio (M-H, Random, 95% CI) 0.67 [0.33, 1.37]


6.3 ICU participants
including trauma


5 293 Risk Ratio (M-H, Random, 95% CI) 0.62 [0.32, 1.21]


6.4 Frail elderly participants
with less severe conditions
known to increase protein
requirements


2 126 Risk Ratio (M-H, Random, 95% CI) 1.59 [0.02, 125.73]


6.5 Participants do not fall
into one of the categories above


8 530 Risk Ratio (M-H, Random, 95% CI) 0.95 [0.58, 1.56]


7 All-cause mortality - participants
characterised as ’at nutritional
risk’ due to one of the following
criteria


36 3722 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.75, 1.03]


7.1 BMI less than 20.5 kg/m2 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
7.2 Weight loss of at least 5%


during the last three months
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.3 Weight loss of at least
10% during the last six months


1 32 Risk Ratio (M-H, Random, 95% CI) 3.38 [0.15, 77.12]


7.4 Insufficient food intake
during the last week (50% of
requirements or less)


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.5 Participants characterised
as ’at nutritional risk’ by other
means


35 3690 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.75, 1.02]


8 All-cause mortality - participants
characterised as ’at nutritional
risk’ due to biomarkers or
anthropometrics


36 3722 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.75, 1.03]


8.1 Biomarkers 1 520 Risk Ratio (M-H, Random, 95% CI) 0.15 [0.01, 2.84]
8.2 Anthropometric measures 2 122 Risk Ratio (M-H, Random, 95% CI) 0.71 [0.24, 2.08]


8.3 Characterised by other
means


33 3080 Risk Ratio (M-H, Random, 95% CI) 0.89 [0.76, 1.04]


9 All-cause mortality -
randomisation year


36 3722 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.75, 1.03]
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9.1 Before 1960 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
9.2 1960-1979 1 26 Risk Ratio (M-H, Random, 95% CI) 0.44 [0.02, 9.98]
9.3 1980-1999 23 2463 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.78, 1.11]
9.4 After 1999 12 1233 Risk Ratio (M-H, Random, 95% CI) 0.73 [0.52, 1.00]


10 All-cause mortality - trials
where the intervention
lasts fewer than three days
compared with trials where the
intervention lasts three days or
more


36 3722 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.75, 1.03]


10.1 Three days or more 30 3287 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.75, 1.03]
10.2 Less than three days 6 435 Risk Ratio (M-H, Random, 95% CI) 0.68 [0.28, 1.65]
10.3 Unknown 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


11 All-cause mortality - ’best-worst
case’ scenario


36 3759 Risk Ratio (M-H, Random, 95% CI) 0.84 [0.72, 0.98]


12 All-cause mortality - ’worst-best
case’ scenario


36 3759 Risk Ratio (M-H, Fixed, 95% CI) 0.92 [0.79, 1.06]


13 All-cause mortality
co-interventions


36 3722 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.75, 1.03]


13.1 received nutrition
support as co-intervention


3 126 Risk Ratio (M-H, Random, 95% CI) 0.60 [0.28, 1.28]


13.2 did not receive nutrition
support as co-intervention


27 3253 Risk Ratio (M-H, Random, 95% CI) 0.79 [0.62, 1.02]


13.3 delayed versus early
nutrition support


6 343 Risk Ratio (M-H, Random, 95% CI) 1.06 [0.57, 1.97]


Comparison 22. Enteral - All cause mortality - maximum follow-up


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 All-cause mortality - overall 42 4212 Risk Ratio (M-H, Random, 95% CI) 0.84 [0.75, 0.95]
2 All-cause mortality - bias 42 4212 Risk Ratio (M-H, Random, 95% CI) 0.84 [0.75, 0.95]


2.1 High risk of bias 42 4212 Risk Ratio (M-H, Random, 95% CI) 0.84 [0.75, 0.95]
2.2 Low risk of bias 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3 All-cause mortality - medical
speciality


42 4212 Risk Ratio (M-H, Random, 95% CI) 0.84 [0.75, 0.95]


3.1 Cardiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.2 Medical gastroenterology


and hepatology
4 289 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.63, 1.21]


3.3 Geriatrics 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.4 Pulmonary disease 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.5 Endocrinology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.6 Infectious diseases 1 56 Risk Ratio (M-H, Random, 95% CI) 1.61 [0.66, 3.92]
3.7 Rheumatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.8 Haematology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.9 Nephrology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.10 Gastroenterologic


surgery
15 1284 Risk Ratio (M-H, Random, 95% CI) 0.75 [0.48, 1.16]
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3.11 Trauma surgery 4 204 Risk Ratio (M-H, Random, 95% CI) 0.58 [0.30, 1.11]
3.12 Ortopaedics 4 248 Risk Ratio (M-H, Random, 95% CI) 0.82 [0.18, 3.75]


3.13 Plastic, reconstructive,
and aesthetic surgery


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3.14 Vascular surgery 1 13 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.15 Transplant surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.16 Urology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.17 Thoracic surgery 2 548 Risk Ratio (M-H, Random, 95% CI) 0.22 [0.03, 1.86]
3.18 Neurological surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.19 Oro-maxillo-facial


surgery
1 32 Risk Ratio (M-H, Random, 95% CI) 3.38 [0.15, 77.12]


3.20 Anaesthesiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.21 Emergency medicine 4 213 Risk Ratio (M-H, Random, 95% CI) 1.07 [0.61, 1.89]
3.22 Psychiatry 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.23 Neurology 4 1172 Risk Ratio (M-H, Random, 95% CI) 0.57 [0.31, 1.05]
3.24 Oncology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.25 Dermatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.26 Gynaecology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.27 Mixed 2 153 Risk Ratio (M-H, Random, 95% CI) 0.63 [0.18, 2.21]


4 All-cause mortality - based on
adequacy of the amount of
calories


42 4212 Risk Ratio (M-H, Random, 95% CI) 0.84 [0.75, 0.95]


4.1 Clearly adequate in
intervention and clearly
inadequate in control


10 954 Risk Ratio (M-H, Random, 95% CI) 0.75 [0.46, 1.23]


4.2 Inadequate in the
experimental or adequate in the
control


7 410 Risk Ratio (M-H, Random, 95% CI) 0.72 [0.28, 1.85]


4.3 Experimental group is
overfed


3 174 Risk Ratio (M-H, Random, 95% CI) 1.01 [0.49, 2.08]


4.4 Unclear intake in control
or experimental


22 2674 Risk Ratio (M-H, Random, 95% CI) 0.82 [0.67, 0.99]


5 All-cause mortality - different
screening tools


42 4212 Risk Ratio (M-H, Random, 95% CI) 0.84 [0.75, 0.95]


5.1 NRS 2002 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.2 MUST 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.3 MNA 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.4 SGA 1 323 Risk Ratio (M-H, Random, 95% CI) 0.75 [0.13, 4.44]
5.5 Other means 41 3889 Risk Ratio (M-H, Random, 95% CI) 0.84 [0.75, 0.95]


6 All-cause mortality - participants
characterised as ’at nutritional
risk’ due to one of the following
conditions


42 4212 Risk Ratio (M-H, Random, 95% CI) 0.84 [0.75, 0.95]


6.1 Major surgery 20 1967 Risk Ratio (M-H, Random, 95% CI) 0.71 [0.48, 1.06]
6.2 Stroke 4 1172 Risk Ratio (M-H, Random, 95% CI) 0.57 [0.31, 1.05]
6.3 ICU participants


including trauma
8 417 Risk Ratio (M-H, Random, 95% CI) 0.82 [0.54, 1.26]


6.4 Frail elderly participants
with less severe conditions
known to increase protein
requirements


2 126 Risk Ratio (M-H, Random, 95% CI) 1.25 [0.01, 150.42]
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6.5 Participants do not fall
into one of the categories above


8 530 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.69, 1.25]


7 All-cause mortality - participants
characterised as ’at nutritional
risk’ due to one of the following
criteria


42 4212 Risk Ratio (M-H, Random, 95% CI) 0.84 [0.75, 0.95]


7.1 BMI less than 20.5 kg/m2 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
7.2 Weight loss of at least 5%


during the last three months
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.3 Weight loss of at least
10% during the last six months


1 32 Risk Ratio (M-H, Random, 95% CI) 3.38 [0.15, 77.12]


7.4 Insufficient food intake
during the last week (50% of
requirements or less)


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.5 Participants characterised
as ’at nutritional risk’ by other
means


41 4180 Risk Ratio (M-H, Random, 95% CI) 0.84 [0.75, 0.95]


8 All-cause mortality - participants
characterised as ’at nutritional
risk’ due to biomarkers or
anthropometrics


42 4212 Risk Ratio (M-H, Random, 95% CI) 0.84 [0.75, 0.95]


8.1 Biomarkers 1 520 Risk Ratio (M-H, Random, 95% CI) 0.15 [0.01, 2.84]
8.2 Anthropometric measures 2 122 Risk Ratio (M-H, Random, 95% CI) 0.71 [0.24, 2.08]
8.3 Both anthropometrics and


biomarkers
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


8.4 Characterised by other
means


39 3570 Risk Ratio (M-H, Random, 95% CI) 0.85 [0.75, 0.96]


9 All-cause mortality -
randomisation year


42 4212 Risk Ratio (M-H, Random, 95% CI) 0.84 [0.75, 0.95]


9.1 Before 1960 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
9.2 1960 to 1979 1 26 Risk Ratio (M-H, Random, 95% CI) 0.44 [0.02, 9.98]
9.3 1980 to 1999 24 2500 Risk Ratio (M-H, Random, 95% CI) 0.87 [0.69, 1.08]
9.4 After 1999 17 1686 Risk Ratio (M-H, Random, 95% CI) 0.76 [0.60, 0.96]


10 All-cause mortality - trials
where the intervention
lasts fewer than three days
compared with trials where the
intervention lasts three days or
more


42 4212 Risk Ratio (M-H, Random, 95% CI) 0.84 [0.75, 0.95]


10.1 Three days or more 34 3680 Risk Ratio (M-H, Random, 95% CI) 0.82 [0.71, 0.94]
10.2 Less than three days 8 532 Risk Ratio (M-H, Random, 95% CI) 1.03 [0.66, 1.63]
10.3 Unknown 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


11 All-cause mortality - ’best-worst
case’ scenario


42 4269 Risk Ratio (M-H, Random, 95% CI) 0.75 [0.63, 0.89]


12 All-cause mortality - ’worst-best
case’ scenario


42 4269 Risk Ratio (M-H, Random, 95% CI) 0.84 [0.68, 1.03]


13 All-cause mortality
co-interventions


42 4212 Risk Ratio (M-H, Fixed, 95% CI) 0.82 [0.73, 0.92]


13.1 received nutrition
support as co-intervention


5 262 Risk Ratio (M-H, Fixed, 95% CI) 1.03 [0.66, 1.60]
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13.2 did not receive nutrition
support as co-intervention


35 3797 Risk Ratio (M-H, Fixed, 95% CI) 0.81 [0.71, 0.91]


13.3 delayed versus early
nutrition support


2 153 Risk Ratio (M-H, Fixed, 95% CI) 0.61 [0.17, 2.12]


Comparison 23. Enteral - Serious adverse event end of intervention


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 Serious adverse events - overall 43 3935 Risk Ratio (M-H, Random, 95% CI) 0.85 [0.74, 0.98]
2 Serious adverse events - bias 43 3935 Risk Ratio (M-H, Random, 95% CI) 0.85 [0.74, 0.98]


2.1 High risk of bias 43 3935 Risk Ratio (M-H, Random, 95% CI) 0.85 [0.74, 0.98]
2.2 Low risk of bias 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3 Serious adverse events - by
medical specialty


43 3935 Risk Ratio (M-H, Random, 95% CI) 0.85 [0.74, 0.98]


3.1 Cardiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.2 Medical gastroenterology


and hepatology
4 289 Risk Ratio (M-H, Random, 95% CI) 0.79 [0.32, 1.96]


3.3 High risk 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.4 Geriatrics 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.5 Pulmonary disease 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.6 Endocrinology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.7 Infectious diseases 1 56 Risk Ratio (M-H, Random, 95% CI) 1.23 [0.52, 2.93]
3.8 Rheumatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.9 Haematology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.10 Nephrology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3.11 Gastroenterologic
surgery


19 1235 Risk Ratio (M-H, Random, 95% CI) 0.75 [0.54, 1.03]


3.12 Trauma surgery 3 180 Risk Ratio (M-H, Random, 95% CI) 0.50 [0.20, 1.28]
3.13 Ortopaedics 4 248 Risk Ratio (M-H, Random, 95% CI) 1.05 [0.34, 3.26]
3.14 Plastic, reconstructive,


and aesthetic surgery
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3.15 Vascular surgery 1 13 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.16 Transplant surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.17 Urology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.18 Thoracic surgery 2 548 Risk Ratio (M-H, Random, 95% CI) 0.15 [0.02, 1.27]
3.19 Neurological surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.20 Oro-maxillo-facial


surgery
1 32 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.44, 1.78]


3.21 Anaesthesiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.22 Emergency medicine 3 154 Risk Ratio (M-H, Random, 95% CI) 0.77 [0.31, 1.94]
3.23 Psychiatry 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.24 Neurology 3 1027 Risk Ratio (M-H, Random, 95% CI) 0.67 [0.37, 1.24]
3.25 Oncology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.26 Dermatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.27 Gynaecology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.28 Mixed 2 153 Risk Ratio (M-H, Random, 95% CI) 0.32 [0.03, 2.99]
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4 Serious adverse events - based
on adequacy of the amount of
calories


43 3935 Risk Ratio (M-H, Random, 95% CI) 0.85 [0.74, 0.98]


4.1 Clearly adequate in
intervention and clearly
inadequate in control


9 769 Risk Ratio (M-H, Random, 95% CI) 0.77 [0.54, 1.10]


4.2 Inadequate in the
experimental or adequate in the
control


8 411 Risk Ratio (M-H, Random, 95% CI) 0.86 [0.55, 1.35]


4.3 Experimental group is
overfed


3 115 Risk Ratio (M-H, Random, 95% CI) 0.64 [0.13, 3.12]


4.4 Unclear intake in control
or experimental


23 2640 Risk Ratio (M-H, Random, 95% CI) 0.73 [0.55, 0.98]


5 Serious adverse events - different
screening tools


43 3935 Risk Ratio (M-H, Random, 95% CI) 0.85 [0.74, 0.98]


5.1 NRS 2002 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.2 MUST 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.3 MNA 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.4 SGA 1 323 Risk Ratio (M-H, Random, 95% CI) 0.38 [0.13, 1.06]
5.5 Other means 42 3612 Risk Ratio (M-H, Random, 95% CI) 0.87 [0.75, 1.00]


6 Serious adverse events -
participants characterised as ’at
nutritional risk’ due to one of
the following conditions


43 3935 Risk Ratio (M-H, Random, 95% CI) 0.85 [0.74, 0.98]


6.1 Major surgery 24 1918 Risk Ratio (M-H, Random, 95% CI) 0.72 [0.53, 0.97]
6.2 Stroke 3 1027 Risk Ratio (M-H, Random, 95% CI) 0.67 [0.37, 1.24]
6.3 ICU participants


including trauma
6 334 Risk Ratio (M-H, Random, 95% CI) 0.62 [0.32, 1.21]


6.4 Frail elderly participants
with less severe conditions
known to increase protein
requirements


2 126 Risk Ratio (M-H, Random, 95% CI) 2.84 [0.12, 66.14]


6.5 Participants do not fall
into one of the categories above


8 530 Risk Ratio (M-H, Random, 95% CI) 0.87 [0.58, 1.30]


7 Serious adverse events -
participants characterised as ’at
nutritional risk’ due to one of
the following criteria


43 3935 Risk Ratio (M-H, Random, 95% CI) 0.85 [0.74, 0.98]


7.1 BMI less than 20.5 kg/m2 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
7.2 Weight loss of at least 5%


during the last three months
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.3 Weight loss of at least
10% during the last six months


1 32 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.44, 1.78]


7.4 Insufficient food intake
during the last week (50% of
requirements or less)


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.5 Participants characterised
as ’at nutritional risk’ by other
means


42 3903 Risk Ratio (M-H, Random, 95% CI) 0.85 [0.74, 0.98]
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8 Serious adverse events -
participants characterised as
’at nutritional risk’ due to
biomarkers or anthropometrics


43 3935 Risk Ratio (M-H, Random, 95% CI) 0.85 [0.74, 0.98]


8.1 Biomarkers 3 551 Risk Ratio (M-H, Random, 95% CI) 0.16 [0.02, 1.26]
8.2 Anthropometric measures 2 122 Risk Ratio (M-H, Random, 95% CI) 0.71 [0.24, 2.08]
8.3 Mixed 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
8.4 Characterised by other


means
38 3262 Risk Ratio (M-H, Random, 95% CI) 0.86 [0.75, 1.00]


9 Serious adverse events -
randomisation year


43 3935 Risk Ratio (M-H, Random, 95% CI) 0.85 [0.74, 0.98]


9.1 Before 1960 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
9.2 1960 to 1979 1 26 Risk Ratio (M-H, Random, 95% CI) 1.36 [0.10, 19.50]
9.3 1980 to 1999 28 2749 Risk Ratio (M-H, Random, 95% CI) 0.92 [0.79, 1.08]
9.4 After 1999 14 1160 Risk Ratio (M-H, Random, 95% CI) 0.60 [0.43, 0.83]


10 Serious adverse events -
trials where the intervention
lasts fewer than three days
compared with trials where the
intervention lasts three days or
more


43 3935 Risk Ratio (M-H, Random, 95% CI) 0.85 [0.74, 0.98]


10.1 Three days or more 37 3500 Risk Ratio (M-H, Random, 95% CI) 0.86 [0.75, 1.00]
10.2 Less than three days 6 435 Risk Ratio (M-H, Random, 95% CI) 0.71 [0.39, 1.27]
10.3 Unknown 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


11 Serious adverse events -
’best-worst case’ scenario


43 3977 Risk Ratio (M-H, Random, 95% CI) 0.82 [0.72, 0.94]


12 Serious adverse events -
’worst-best case’ scenario


43 3977 Risk Ratio (M-H, Random, 95% CI) 0.83 [0.70, 0.99]


13 Serious adverse events
co-interventions


43 3935 Risk Ratio (M-H, Fixed, 95% CI) 0.83 [0.72, 0.95]


13.1 received nutrition
support as co-intervention


3 126 Risk Ratio (M-H, Fixed, 95% CI) 0.66 [0.39, 1.12]


13.2 did not receive nutrition
support as co-intervention


34 3466 Risk Ratio (M-H, Fixed, 95% CI) 0.83 [0.72, 0.96]


13.3 delayed versus early
nutrition support


6 343 Risk Ratio (M-H, Fixed, 95% CI) 0.93 [0.51, 1.69]


Comparison 24. Enteral - Serious adverse event maximum follow-up


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 Serious adverse events - overall 49 4425 Risk Ratio (M-H, Random, 95% CI) 0.82 [0.73, 0.91]
2 Serious adverse events - bias 49 4425 Risk Ratio (M-H, Random, 95% CI) 0.82 [0.73, 0.91]


2.1 High risk of bias 49 4425 Risk Ratio (M-H, Random, 95% CI) 0.82 [0.73, 0.91]
2.2 Low risk of bias 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3 Serious adverse events - by
medical speciality


49 4425 Risk Ratio (M-H, Random, 95% CI) 0.82 [0.73, 0.91]


3.1 Cardiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
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3.2 Medical gastroenterology
and hepatology


4 289 Risk Ratio (M-H, Random, 95% CI) 0.89 [0.65, 1.23]


3.3 Geriatrics 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.4 Pulmonary disease 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.5 Endocrinology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.6 Infectious diseases 1 56 Risk Ratio (M-H, Random, 95% CI) 1.23 [0.52, 2.93]
3.7 Rheumatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.8 Haematology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.9 Nephrology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.10 Gastroenterologic


surgery
21 1456 Risk Ratio (M-H, Random, 95% CI) 0.68 [0.51, 0.91]


3.11 Trauma surgery 5 245 Risk Ratio (M-H, Random, 95% CI) 0.58 [0.30, 1.11]
3.12 Ortopaedics 4 248 Risk Ratio (M-H, Random, 95% CI) 0.91 [0.28, 2.96]
3.13 Plastic, reconstructive,


and aesthetic surgery
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3.14 Vascular surgery 1 13 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.15 Transplant surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.16 Urology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.17 Thoracic surgery 2 548 Risk Ratio (M-H, Random, 95% CI) 0.15 [0.02, 1.27]
3.18 Neurological surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.19 Oro-maxillo-facial


surgery
1 32 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.44, 1.78]


3.20 Anaesthesiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.21 Emergency medicine 4 213 Risk Ratio (M-H, Random, 95% CI) 0.92 [0.60, 1.40]
3.22 Psychiatry 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.23 Neurology 4 1172 Risk Ratio (M-H, Random, 95% CI) 0.58 [0.34, 1.00]
3.24 Oncology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.25 Dermatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.26 Gynaecology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.27 Mixed 2 153 Risk Ratio (M-H, Random, 95% CI) 0.63 [0.18, 2.21]


4 Serious adverse events - based
on adequacy of the amount of
calories


49 4425 Risk Ratio (M-H, Random, 95% CI) 0.82 [0.73, 0.91]


4.1 Clearly adequate in
intervention and clearly
inadequate in control


12 987 Risk Ratio (M-H, Random, 95% CI) 0.72 [0.54, 0.96]


4.2 Inadequate in the
experimental or adequate in the
control


8 411 Risk Ratio (M-H, Random, 95% CI) 0.86 [0.55, 1.35]


4.3 Experimental group is
overfed


4 215 Risk Ratio (M-H, Random, 95% CI) 0.77 [0.42, 1.42]


4.4 Unclear intake in control
or experimental


25 2812 Risk Ratio (M-H, Random, 95% CI) 0.75 [0.60, 0.94]


5 Serious adverse events - different
screening tools


49 4425 Risk Ratio (M-H, Random, 95% CI) 0.82 [0.73, 0.91]


5.1 NRS 2002 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.2 MUST 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.3 MNA 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.4 SGA 1 323 Risk Ratio (M-H, Random, 95% CI) 0.38 [0.13, 1.06]
5.5 Other means 48 4102 Risk Ratio (M-H, Random, 95% CI) 0.82 [0.74, 0.92]
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6 Serious adverse events -
participants characterised as ’at
nutritional risk’ due to one of
the following conditions


49 4425 Risk Ratio (M-H, Random, 95% CI) 0.82 [0.73, 0.91]


6.1 Major surgery 26 2139 Risk Ratio (M-H, Random, 95% CI) 0.67 [0.51, 0.88]
6.2 Stroke 4 1172 Risk Ratio (M-H, Random, 95% CI) 0.58 [0.34, 1.00]


6.3 ICU participants
including trauma


9 458 Risk Ratio (M-H, Random, 95% CI) 0.80 [0.56, 1.14]


6.4 Frail elderly participants
with less severe conditions
known to increase protein
requirements


2 126 Risk Ratio (M-H, Random, 95% CI) 2.24 [0.05, 95.92]


6.5 Participants do not fall
into one of the categories above


8 530 Risk Ratio (M-H, Random, 95% CI) 0.90 [0.69, 1.19]


7 Serious adverse events -
participants characterised as ’at
nutritional risk’ due to one of
the following criteria


49 4425 Risk Ratio (M-H, Random, 95% CI) 0.82 [0.73, 0.91]


7.1 BMI less than 20.5 kg/m2 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
7.2 Weight loss of at least 5%


during the last three months
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.3 Weight loss of at least
10% during the last six months


1 32 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.44, 1.78]


7.4 Insufficient food intake
during the last week (50% of
requirements or less)


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.5 Participants characterised
as ’at nutritional risk’ by other
means


48 4393 Risk Ratio (M-H, Random, 95% CI) 0.81 [0.72, 0.91]


8 Serious adverse events -
participants characterised as
’at nutritional risk’ due to
biomarkers or anthropometrics


49 4425 Risk Ratio (M-H, Random, 95% CI) 0.82 [0.73, 0.91]


8.1 Biomarkers 3 551 Risk Ratio (M-H, Random, 95% CI) 0.16 [0.02, 1.26]
8.2 Anthropometric measures 2 122 Risk Ratio (M-H, Random, 95% CI) 0.71 [0.24, 2.08]
8.3 Both 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


8.4 Characterised by other
means


44 3752 Risk Ratio (M-H, Random, 95% CI) 0.82 [0.74, 0.92]


9 Serious adverse events -
randomisation year


49 4425 Risk Ratio (M-H, Random, 95% CI) 0.82 [0.73, 0.91]


9.1 Before 1960 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
9.2 1960 to 1979 1 26 Risk Ratio (M-H, Random, 95% CI) 1.36 [0.10, 19.50]
9.3 1980 to 1999 28 2591 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.77, 1.00]
9.4 After 1999 20 1808 Risk Ratio (M-H, Random, 95% CI) 0.70 [0.58, 0.85]


10 Serious adverse events -
trials where the intervention
lasts fewer than three days
compared with trials where the
intervention lasts three days or
more


49 4425 Risk Ratio (M-H, Random, 95% CI) 0.82 [0.73, 0.91]


10.1 Three days or more 41 3893 Risk Ratio (M-H, Random, 95% CI) 0.77 [0.66, 0.89]
10.2 Less than three days 8 532 Risk Ratio (M-H, Random, 95% CI) 0.86 [0.60, 1.22]


475Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







10.3 Unknown 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
11 Serious adverse events


co-interventions
49 4425 Risk Ratio (M-H, Fixed, 95% CI) 0.78 [0.70, 0.87]


11.1 Received nutrition
support as co-intervention


3 126 Risk Ratio (M-H, Fixed, 95% CI) 0.66 [0.39, 1.12]


11.2 did not receive nutrition
support as co-intervention


39 3918 Risk Ratio (M-H, Fixed, 95% CI) 0.77 [0.68, 0.86]


11.3 delayed versus early
nutrition support


7 381 Risk Ratio (M-H, Fixed, 95% CI) 1.06 [0.68, 1.64]


12 Serious adverse events -
’best-worse case’ scenario
(enteral nutrition)


48 4489 Risk Ratio (M-H, Random, 95% CI) 0.62 [0.51, 0.75]


13 Serious adverse events -
’worst-best case’ scenario
(enteral nutrition)


48 4489 Risk Ratio (M-H, Random, 95% CI) 0.81 [0.69, 0.95]


Comparison 25. Parenteral - All cause mortality - end of intervention


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 All-cause mortality - overall 43 7313 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.83, 1.16]
2 All-cause mortality - bias 43 7313 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.83, 1.16]


2.1 High risk of bias 43 7313 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.83, 1.16]
2.2 Low risk of bias 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3 All-cause mortality - medical
speciality


43 7313 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.83, 1.16]


3.1 Cardiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.2 Medical gastroenterology


and hepatology
7 259 Risk Ratio (M-H, Random, 95% CI) 1.17 [0.58, 2.37]


3.3 Geriatrics 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.4 Pulmonary disease 1 25 Risk Ratio (M-H, Random, 95% CI) 0.22 [0.01, 4.08]
3.5 Endocrinology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.6 Infectious diseases 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.7 Rheumatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.8 Haematology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.9 Nephrology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.10 Gastroenterologic


surgery
21 1553 Risk Ratio (M-H, Random, 95% CI) 0.79 [0.52, 1.20]


3.11 Trauma surgery 2 45 Risk Ratio (M-H, Random, 95% CI) 1.22 [0.66, 2.25]
3.12 Orthopaedics 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.13 Plastic, reconstructive


and aesthetic surgery
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3.14 Vascular surgery 1 15 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.15 Transplant surgery 2 47 Risk Ratio (M-H, Random, 95% CI) 0.61 [0.23, 1.65]
3.16 Urology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.17 Thoracic surgery 1 44 Risk Ratio (M-H, Random, 95% CI) 1.6 [0.40, 6.32]
3.18 Neurological surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
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3.19 Oro-maxillo-facial
surgery


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3.20 Anaesthesiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.21 Emergency medicine 4 5044 Risk Ratio (M-H, Random, 95% CI) 1.00 [0.81, 1.24]
3.22 Psychiatry 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.23 Neurology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.24 Oncology 4 281 Risk Ratio (M-H, Random, 95% CI) 1.19 [0.44, 3.21]
3.25 Dermatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.26 Gynaecology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.27 Mixed 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


4 All-cause mortality - based on
adequacy of the amount of
calories


43 7313 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.83, 1.16]


4.1 Clearly adequate in
experimental group and clearly
inadequate in control group


7 5641 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.80, 1.20]


4.2 Inadequate in the
experimental group or adequate
in the control group


1 53 Risk Ratio (M-H, Random, 95% CI) 1.16 [0.40, 3.33]


4.3 Experimental group is
overfed


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


4.4 Unclear intake in
experimental group or control
group


35 1619 Risk Ratio (M-H, Random, 95% CI) 0.95 [0.68, 1.32]


5 All-cause mortality - different
screening tools


43 7313 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.83, 1.16]


5.1 NRS 2002 1 4640 Risk Ratio (M-H, Random, 95% CI) 1.04 [0.83, 1.30]
5.2 MUST 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.3 MNA 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.4 SGA 1 323 Risk Ratio (M-H, Random, 95% CI) 0.75 [0.13, 4.44]
5.5 Other means 41 2350 Risk Ratio (M-H, Random, 95% CI) 0.90 [0.69, 1.17]


6 All-cause mortality - participants
characterised as ’at nutritional
risk’ due to one of the following
conditions


43 7313 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.83, 1.16]


6.1 Major surgery 26 1822 Risk Ratio (M-H, Random, 95% CI) 0.80 [0.56, 1.15]
6.2 Stroke 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
6.3 ICU participants


including trauma
6 5089 Risk Ratio (M-H, Random, 95% CI) 1.02 [0.84, 1.25]


6.4 Frail elderly participants
with less severe conditions
known to increase protein
requirements


1 34 Risk Ratio (M-H, Random, 95% CI) 3.35 [0.15, 76.93]


6.5 Participants do not fall
into one of the categories above


10 368 Risk Ratio (M-H, Random, 95% CI) 1.12 [0.60, 2.10]


7 All-cause mortality - participants
characterised as ’at nutritional
risk’ due to one of the following
criteria


43 7313 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.83, 1.16]


7.1 BMI less than 20.5 kg/m2 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
7.2 Weight loss of at least 5%


during the last three months
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
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7.3 Weight loss of at least
10% during the last six months


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.4 Insufficient food intake
during the last week (50% of
requirements or less)


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.5 Participants characterised
as ’at nutritional risk’ by other
means


43 7313 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.83, 1.16]


8 All-cause mortality - participants
characterised as ’at nutritional
risk’ due to biomarkers or
anthropometrics


43 7313 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.83, 1.16]


8.1 Biomarkers 2 43 Risk Ratio (M-H, Random, 95% CI) 0.22 [0.01, 4.08]
8.2 Anthropometric measures 3 137 Risk Ratio (M-H, Random, 95% CI) 1.31 [0.38, 4.58]
8.3 Both 3 75 Risk Ratio (M-H, Random, 95% CI) 0.66 [0.14, 3.07]
8.4 Characterised by other


means
35 7058 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.83, 1.17]


9 All-cause mortality -
randomisation year


43 7313 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.83, 1.16]


9.1 Before 1960 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
9.2 1960-1979 3 95 Risk Ratio (M-H, Random, 95% CI) 1.85 [0.58, 5.88]
9.3 1980-1999 34 1694 Risk Ratio (M-H, Random, 95% CI) 0.91 [0.68, 1.21]
9.4 After 1999 6 5524 Risk Ratio (M-H, Random, 95% CI) 1.00 [0.81, 1.23]


10 All-cause mortality - trials
where the intervention
lasts fewer than three days
compared with trials where the
intervention lasts three days or
more


43 7313 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.83, 1.16]


10.1 Three days or more 41 7206 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.83, 1.16]
10.2 Less than three days 1 80 Risk Ratio (M-H, Random, 95% CI) 0.67 [0.12, 3.78]
10.3 Unknown 1 27 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


11 All-cause mortality - ’best-worst
case’ scenario


43 7432 Risk Ratio (M-H, Random, 95% CI) 0.73 [0.56, 0.97]


12 All-cause mortality - ’worst-best
case’ scenario


43 7432 Risk Ratio (M-H, Random, 95% CI) 1.20 [0.98, 1.47]


13 All-cause mortality
co-interventions


43 7313 Risk Ratio (M-H, Fixed, 95% CI) 0.98 [0.82, 1.16]


13.1 received nutrition
support as co-intervention


6 5066 Risk Ratio (M-H, Fixed, 95% CI) 1.03 [0.83, 1.26]


13.2 did not receive nutrition
support as co-intervention


36 2167 Risk Ratio (M-H, Fixed, 95% CI) 0.88 [0.66, 1.18]


13.3 delayed versus early
nutrition support


1 80 Risk Ratio (M-H, Fixed, 95% CI) 0.67 [0.12, 3.78]
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Comparison 26. Parenteral - All cause mortality - maximum follow-up


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 All-cause mortality - overall 51 8121 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.90, 1.09]
2 All-cause mortality - bias 51 8121 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.90, 1.09]


2.1 High risk of bias 51 8121 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.90, 1.09]
2.2 Low risk of bias 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3 All-cause mortality - medical
speciality


51 8121 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.90, 1.09]


3.1 Cardiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.2 Medical gastroenterology


and hepatology
7 254 Risk Ratio (M-H, Random, 95% CI) 1.02 [0.74, 1.42]


3.3 Geriatrics 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.4 Pulmonary disease 1 25 Risk Ratio (M-H, Random, 95% CI) 0.22 [0.01, 4.08]
3.5 Endocrinology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.6 Infectious diseases 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.7 Rheumatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.8 Haematology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.9 Nephrology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.10 Gastroenterologic


surgery
24 2104 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.68, 1.28]


3.11 Trauma surgery 2 45 Risk Ratio (M-H, Random, 95% CI) 1.22 [0.66, 2.25]
3.12 Ortopaedics 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.13 Plastic, reconstructive,


and aesthetic surgery
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3.14 Vascular surgery 1 15 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.15 Transplant surgery 2 47 Risk Ratio (M-H, Random, 95% CI) 0.56 [0.22, 1.42]
3.16 Urology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.17 Thoracic surgery 1 44 Risk Ratio (M-H, Random, 95% CI) 1.6 [0.40, 6.32]
3.18 Neurological surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.19 Oro-maxillo-facial


surgery
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3.20 Anaesthesiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.21 Emergency medicine 7 5208 Risk Ratio (M-H, Random, 95% CI) 0.97 [0.84, 1.12]
3.22 Psychiatry 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.23 Neurology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.24 Oncology 6 379 Risk Ratio (M-H, Random, 95% CI) 1.03 [0.87, 1.21]
3.25 Dermatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.26 Gynaecology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.27 Mixed 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


4 All-cause mortality - based on
adequacy of the amount of
calories


51 8121 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.90, 1.09]


4.1 Clearly adequate in
intervention and clearly
inadequate in control


7 5641 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.88, 1.10]


4.2 Inadequate in the
experimental or adequate in the
control


4 165 Risk Ratio (M-H, Random, 95% CI) 1.17 [0.80, 1.72]
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4.3 Experimental group is
overfed


4 272 Risk Ratio (M-H, Random, 95% CI) 0.56 [0.23, 1.34]


4.4 Unclear intake in control
or experimental


36 2043 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.80, 1.22]


5 All-cause mortality - different
screening tools


51 8121 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.90, 1.09]


5.1 NRS 2002 1 4640 Risk Ratio (M-H, Random, 95% CI) 1.00 [0.85, 1.18]
5.2 MUST 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.3 MNA 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.4 SGA 1 323 Risk Ratio (M-H, Random, 95% CI) 0.75 [0.13, 4.44]
5.5 Other means 49 3158 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.88, 1.11]


6 All-cause mortality - participants
characterised as ’at nutritional
risk’ due to one of the following
conditions


51 8121 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.90, 1.09]


6.1 Major surgery 30 2381 Risk Ratio (M-H, Random, 95% CI) 0.88 [0.67, 1.15]
6.2 Stroke 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
6.3 ICU participants


including trauma
7 5209 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.86, 1.14]


6.4 Frail elderly participants
with less severe conditions
known to increase protein
requirements


1 34 Risk Ratio (M-H, Random, 95% CI) 3.35 [0.15, 76.93]


6.5 Participants do not fall
into one of the categories above


13 497 Risk Ratio (M-H, Random, 95% CI) 1.02 [0.88, 1.18]


7 All-cause mortality - participants
characterised as ’at nutritional
risk’ due to one of the following
criteria


51 8121 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.90, 1.09]


7.1 BMI less than 20.5 kg/m2 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
7.2 Weight loss of at least 5%


during the last three months
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.3 Weight loss of at least
10% during the last six months


2 92 Risk Ratio (M-H, Random, 95% CI) 0.33 [0.01, 7.78]


7.4 Insufficient food intake
during the last week (50% of
requirements or less)


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.5 Participants characterised
as ’at nutritional risk’ by other
means


49 8029 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.90, 1.09]


8 All-cause mortality - participants
characterised as ’at nutritional
risk’ due to biomarkers or
anthropometrics


51 8121 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.90, 1.09]


8.1 Biomarkers 5 169 Risk Ratio (M-H, Random, 95% CI) 0.47 [0.10, 2.12]
8.2 Anthropometric measures 3 137 Risk Ratio (M-H, Random, 95% CI) 0.93 [0.32, 2.75]
8.3 Both anthropometrics and


biomarkers
3 75 Risk Ratio (M-H, Random, 95% CI) 0.66 [0.14, 3.07]


8.4 Characterised by other
means


40 7740 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.90, 1.09]
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9 All-cause mortality -
randomisation year


51 8121 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.90, 1.09]


9.1 Before 1960 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
9.2 1960 to 1979 4 151 Risk Ratio (M-H, Random, 95% CI) 1.50 [0.56, 4.03]
9.3 1980 to 1999 41 2446 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.88, 1.12]
9.4 After 1999 6 5524 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.84, 1.13]


10 All-cause mortality - trials
where the intervention
lasts fewer than three days
compared with trials where the
intervention lasts three days or
more


51 8121 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.90, 1.09]


10.1 Three days or more 49 8014 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.89, 1.08]
10.2 Less than three days 1 80 Risk Ratio (M-H, Random, 95% CI) 1.2 [0.59, 2.45]
10.3 Unknown 1 27 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


11 All-cause mortality - ’best-worst
case’ scenario


51 8240 Risk Ratio (M-H, Random, 95% CI) 0.87 [0.74, 1.02]


12 All-cause mortality - ’worst-best
case’ scenario


51 8240 Risk Ratio (M-H, Random, 95% CI) 1.06 [0.95, 1.19]


13 All-cause mortality
co-interventions


51 8121 Risk Ratio (M-H, Fixed, 95% CI) 0.97 [0.87, 1.09]


13.1 received nutrition
support as co-intervention


5 5044 Risk Ratio (M-H, Fixed, 95% CI) 0.97 [0.84, 1.13]


13.2 did not receive nutrition
support as co-intervention


45 2997 Risk Ratio (M-H, Fixed, 95% CI) 0.96 [0.81, 1.14]


13.3 delayed versus early
nutrition support


1 80 Risk Ratio (M-H, Fixed, 95% CI) 1.2 [0.59, 2.45]


Comparison 27. Parenteral - Serious adverse event end of intervention


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 Serious adverse events - overall 48 7519 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.85, 1.14]
2 Serious adverse events - bias 48 7519 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.85, 1.14]


2.1 High risk of bias 48 7519 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.85, 1.14]
2.2 Low risk of bias 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3 Serious adverse events - by
medical specialty


48 7519 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.85, 1.14]


3.1 Cardiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.2 Medical gastroenterology


and hepatology
7 259 Risk Ratio (M-H, Random, 95% CI) 1.29 [0.73, 2.29]


3.3 High risk 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.4 Geriatrics 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.5 Pulmonary disease 1 25 Risk Ratio (M-H, Random, 95% CI) 0.22 [0.01, 4.08]
3.6 Endocrinology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.7 Infectious diseases 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.8 Rheumatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.9 Haematology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
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3.10 Nephrology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.11 Gastroenterologic


surgery
24 1663 Risk Ratio (M-H, Random, 95% CI) 0.78 [0.56, 1.10]


3.12 Trauma surgery 2 45 Risk Ratio (M-H, Random, 95% CI) 1.22 [0.66, 2.25]
3.13 Ortopaedics 1 80 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.14 Plastic, reconstructive,


and aesthetic surgery
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3.15 Vascular surgery 2 35 Risk Ratio (M-H, Random, 95% CI) 0.5 [0.05, 4.67]
3.16 Transplant surgery 2 47 Risk Ratio (M-H, Random, 95% CI) 0.61 [0.23, 1.65]
3.17 Urology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.18 Thoracic surgery 1 44 Risk Ratio (M-H, Random, 95% CI) 1.6 [0.40, 6.32]
3.19 Neurological surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3.20 Oro-maxillo-facial
surgery


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3.21 Anaesthesiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.22 Emergency medicine 4 5044 Risk Ratio (M-H, Random, 95% CI) 1.00 [0.81, 1.24]
3.23 Psychiatry 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.24 Neurology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.25 Oncology 4 277 Risk Ratio (M-H, Random, 95% CI) 1.12 [0.51, 2.44]
3.26 Dermatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.27 Gynaecology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.28 Mixed 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


4 Serious adverse events - based
on adequacy of the amount of
calories


48 7519 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.85, 1.14]


4.1 Clearly adequate in
intervention and clearly
inadequate in control


9 5736 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.80, 1.19]


4.2 Inadequate in the
experimental or adequate in the
control


5 218 Risk Ratio (M-H, Random, 95% CI) 1.20 [0.74, 1.95]


4.3 Experimental group is
overfed


1 124 Risk Ratio (M-H, Random, 95% CI) 0.52 [0.19, 1.47]


4.4 Unclear intake in control
or experimental


33 1441 Risk Ratio (M-H, Random, 95% CI) 0.89 [0.65, 1.23]


5 Serious adverse events - different
screening tools


48 7519 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.85, 1.14]


5.1 NRS 2002 1 4640 Risk Ratio (M-H, Random, 95% CI) 1.04 [0.83, 1.30]
5.2 MUST 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.3 MNA 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.4 SGA 1 323 Risk Ratio (M-H, Random, 95% CI) 0.72 [0.28, 1.83]
5.5 Other means 46 2556 Risk Ratio (M-H, Random, 95% CI) 0.95 [0.77, 1.17]


6 Serious adverse events -
participants characterised as ’at
nutritional risk’ due to one of
the following conditions


48 7519 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.85, 1.14]


6.1 Major surgery 30 1952 Risk Ratio (M-H, Random, 95% CI) 0.86 [0.66, 1.13]
6.2 Stroke 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
6.3 ICU participants


including trauma
6 5089 Risk Ratio (M-H, Random, 95% CI) 1.02 [0.84, 1.25]


482Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







6.4 Frail elderly participants
with less severe conditions
known to increase protein
requirements


2 114 Risk Ratio (M-H, Random, 95% CI) 0.56 [0.06, 5.63]


6.5 Participants do not fall
into one of the categories above


10 364 Risk Ratio (M-H, Random, 95% CI) 1.18 [0.69, 2.02]


7 Serious adverse events -
participants characterised as ’at
nutritional risk’ due to one of
the following criteria


48 7519 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.85, 1.14]


7.1 BMI less than 20.5 kg/m2 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
7.2 Weight loss of at least 5%


during the last three months
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.3 Weight loss of at least
10% during the last six months


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.4 Insufficient food intake
during the last week (50% of
requirements or less)


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.5 Participants characterised
as ’at nutritional risk’ by other
means


48 7519 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.85, 1.14]


8 Serious adverse events -
participants characterised as
’at nutritional risk’ due to
biomarkers or anthropometrics


48 7519 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.85, 1.14]


8.1 Biomarkers 3 77 Risk Ratio (M-H, Random, 95% CI) 0.39 [0.06, 2.39]
8.2 Anthropometric measures 3 137 Risk Ratio (M-H, Random, 95% CI) 0.69 [0.16, 3.01]
8.3 Mixed 3 75 Risk Ratio (M-H, Random, 95% CI) 0.66 [0.14, 3.07]
8.4 Characterised by other


means
39 7230 Risk Ratio (M-H, Random, 95% CI) 1.00 [0.86, 1.16]


9 Serious adverse events -
randomisation year


48 7519 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.85, 1.14]


9.1 Before 1960 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
9.2 1960 to 1979 3 98 Risk Ratio (M-H, Random, 95% CI) 2.02 [0.82, 4.98]
9.3 1980 to 1999 37 1754 Risk Ratio (M-H, Random, 95% CI) 0.95 [0.76, 1.19]
9.4 After 1999 8 5667 Risk Ratio (M-H, Random, 95% CI) 0.97 [0.79, 1.20]


10 Serious adverse events -
trials where the intervention
lasts fewer than three days
compared with trials where the
intervention lasts three days or
more


48 7519 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.85, 1.14]


10.1 Three days or more 46 7412 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.85, 1.15]
10.2 Less than three days 1 80 Risk Ratio (M-H, Random, 95% CI) 0.67 [0.12, 3.78]
10.3 Unknown 1 27 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


11 Serious adverse events -
’best-worst case’ scenario


48 8293 Risk Ratio (M-H, Random, 95% CI) 0.78 [0.63, 0.98]


12 Serious adverse events -
’worst-best case’ scenario


48 8293 Risk Ratio (M-H, Random, 95% CI) 1.16 [0.95, 1.42]


13 Serious adverse events
co-interventions


48 7519 Risk Ratio (M-H, Fixed, 95% CI) 0.94 [0.81, 1.09]
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13.1 received nutrition
support as co-intervention


5 5049 Risk Ratio (M-H, Fixed, 95% CI) 1.02 [0.83, 1.26]


13.2 did not receive nutrition
support as co-intervention


42 2390 Risk Ratio (M-H, Fixed, 95% CI) 0.87 [0.70, 1.07]


13.3 delayed versus early
nutrition support


1 80 Risk Ratio (M-H, Fixed, 95% CI) 0.67 [0.12, 3.78]


Comparison 28. Parenteral - Serious adverse event maximum follow-up


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 Serious adverse events - overall 56 8263 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.90, 1.07]
2 Serious adverse events - bias 56 8263 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.90, 1.07]


2.1 High risk of bias 56 8263 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.90, 1.07]
2.2 Low risk of bias 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3 Serious adverse events - by
medical speciality


56 8263 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.90, 1.07]


3.1 Cardiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.2 Medical gastroenterology


and hepatology
7 338 Risk Ratio (M-H, Random, 95% CI) 0.96 [0.69, 1.33]


3.3 Geriatrics 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.4 Pulmonary disease 1 25 Risk Ratio (M-H, Random, 95% CI) 0.22 [0.01, 4.08]
3.5 Endocrinology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.6 Infectious diseases 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.7 Rheumatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.8 Haematology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.9 Nephrology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3.10 Gastroenterologic
surgery


27 2066 Risk Ratio (M-H, Random, 95% CI) 0.91 [0.72, 1.16]


3.11 Trauma surgery 2 45 Risk Ratio (M-H, Random, 95% CI) 1.22 [0.66, 2.25]
3.12 Ortopaedics 1 80 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.13 Plastic, reconstructive,


and aesthetic surgery
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3.14 Vascular surgery 2 35 Risk Ratio (M-H, Random, 95% CI) 0.5 [0.05, 4.67]
3.15 Transplant surgery 2 47 Risk Ratio (M-H, Random, 95% CI) 0.56 [0.22, 1.42]
3.16 Urology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.17 Thoracic surgery 1 44 Risk Ratio (M-H, Random, 95% CI) 1.6 [0.40, 6.32]
3.18 Neurological surgery 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.19 Oro-maxillo-facial


surgery
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


3.20 Anaesthesiology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.21 Emergency medicine 7 5208 Risk Ratio (M-H, Random, 95% CI) 0.97 [0.84, 1.12]
3.22 Psychiatry 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.23 Neurology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.24 Oncology 6 375 Risk Ratio (M-H, Random, 95% CI) 1.02 [0.87, 1.20]
3.25 Dermatology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.26 Gynaecology 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
3.27 Mixed 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
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4 Serious adverse events - based
on adequacy of the amount of
calories


56 8263 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.90, 1.07]


4.1 Clearly adequate in
intervention and clearly
inadequate in control


9 5736 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.88, 1.10]


4.2 Inadequate in the
experimental or adequate in the
control


4 165 Risk Ratio (M-H, Random, 95% CI) 1.17 [0.80, 1.72]


4.3 Experimental group is
overfed


5 583 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.74, 1.32]


4.4 Unclear intake in control
or experimental


38 1779 Risk Ratio (M-H, Random, 95% CI) 0.90 [0.73, 1.11]


5 Serious adverse events - different
screening tools


56 8263 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.90, 1.07]


5.1 NRS 2002 1 4640 Risk Ratio (M-H, Random, 95% CI) 1.00 [0.85, 1.18]
5.2 MUST 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.3 MNA 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
5.4 SGA 1 323 Risk Ratio (M-H, Random, 95% CI) 0.72 [0.28, 1.83]
5.5 Other means 54 3300 Risk Ratio (M-H, Random, 95% CI) 0.97 [0.88, 1.08]


6 Serious adverse events -
participants characterised as ’at
nutritional risk’ due to one of
the following conditions


56 8263 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.90, 1.07]


6.1 Major surgery 34 2447 Risk Ratio (M-H, Random, 95% CI) 0.90 [0.75, 1.09]
6.2 Stroke 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
6.3 ICU participants


including trauma
7 5209 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.86, 1.14]


6.4 Frail elderly participants
with less severe conditions
known to increase protein
requirements


2 114 Risk Ratio (M-H, Random, 95% CI) 0.56 [0.06, 5.63]


6.5 Participants do not fall
into one of the categories above


13 493 Risk Ratio (M-H, Random, 95% CI) 1.02 [0.88, 1.18]


7 Serious adverse events -
participants characterised as ’at
nutritional risk’ due to one of
the following criteria


56 8263 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.90, 1.07]


7.1 BMI less than 20.5 kg/m2 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
7.2 Weight loss of at least 5%


during the last three months
0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.3 Weight loss of at least
10% during the last six months


2 92 Risk Ratio (M-H, Random, 95% CI) 0.33 [0.01, 7.78]


7.4 Insufficient food intake
during the last week (50% of
requirements or less)


0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


7.5 Participants characterised
as ’at nutritional risk’ by other
means


54 8171 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.90, 1.07]
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8 Serious adverse events -
participants characterised as
’at nutritional risk’ due to
biomarkers or anthropometrics


56 8263 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.90, 1.07]


8.1 Biomarkers 6 184 Risk Ratio (M-H, Random, 95% CI) 0.45 [0.13, 1.57]
8.2 Anthropometric measures 3 137 Risk Ratio (M-H, Random, 95% CI) 0.74 [0.29, 1.89]
8.3 Both 3 75 Risk Ratio (M-H, Random, 95% CI) 0.66 [0.14, 3.07]
8.4 Characterised by other


means
44 7867 Risk Ratio (M-H, Random, 95% CI) 0.99 [0.90, 1.08]


9 Serious adverse events -
randomisation year


56 8263 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.90, 1.07]


9.1 Before 1960 0 0 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]
9.2 1960 to 1979 4 154 Risk Ratio (M-H, Random, 95% CI) 1.38 [0.67, 2.83]
9.3 1980 to 1999 44 2442 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.88, 1.10]
9.4 After 1999 8 5667 Risk Ratio (M-H, Random, 95% CI) 0.96 [0.83, 1.12]


10 Serious adverse events -
trials where the intervention
lasts fewer than three days
compared with trials where the
intervention lasts three days or
more


56 8263 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.90, 1.07]


10.1 Three days or more 54 8156 Risk Ratio (M-H, Random, 95% CI) 0.98 [0.89, 1.07]
10.2 Less than three days 1 80 Risk Ratio (M-H, Random, 95% CI) 1.2 [0.59, 2.45]
10.3 Unknown 1 27 Risk Ratio (M-H, Random, 95% CI) 0.0 [0.0, 0.0]


11 Serious adverse events -
’best-worst case’ scenario


56 8452 Risk Ratio (M-H, Random, 95% CI) 0.80 [0.68, 0.94]


12 Serious adverse events -
’worst-best case’ scenario


56 8452 Risk Ratio (M-H, Random, 95% CI) 1.12 [0.96, 1.30]


13 Serious adverse events
co-interventions


56 8263 Risk Ratio (M-H, Fixed, 95% CI) 0.94 [0.85, 1.04]


13.1 Received nutrition
support as co-intervention


6 5164 Risk Ratio (M-H, Fixed, 95% CI) 0.97 [0.85, 1.12]


13.2 did not receive nutrition
support as co-intervention


49 3019 Risk Ratio (M-H, Fixed, 95% CI) 0.90 [0.77, 1.04]


13.3 delayed versus early
nutrition support


1 80 Risk Ratio (M-H, Fixed, 95% CI) 1.2 [0.59, 2.45]


Comparison 29. Morbidity - end of intervention


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 Morbidity - overall 1 124 Risk Ratio (M-H, Random, 95% CI) 0.63 [0.42, 0.94]
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Comparison 30. Morbidity - maximum follow-up


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 Morbidity - overall 2 245 Risk Ratio (M-H, Random, 95% CI) 0.71 [0.53, 0.95]


Comparison 31. BMI - end of intervention


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 BMI - overall 15 1008 Mean Difference (IV, Random, 95% CI) 0.57 [0.38, 0.77]
2 BMI - bias 15 1008 Mean Difference (IV, Random, 95% CI) 0.57 [0.38, 0.77]


2.1 High risk of bias 15 1008 Mean Difference (IV, Random, 95% CI) 0.57 [0.38, 0.77]
2.2 Low risk of bias 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]


3 BMI - mode of administration 15 1008 Mean Difference (IV, Random, 95% CI) 0.57 [0.38, 0.77]
3.1 General nutrition support 1 132 Mean Difference (IV, Random, 95% CI) 1.0 [-0.67, 2.67]
3.2 Fortified nutrition 1 146 Mean Difference (IV, Random, 95% CI) 1.10 [-0.24, 2.44]
3.3 Oral nutrition support 7 363 Mean Difference (IV, Random, 95% CI) 0.63 [-0.09, 1.35]
3.4 Enteral nutrition 5 288 Mean Difference (IV, Random, 95% CI) 0.53 [0.32, 0.75]
3.5 Parenteral nutrition 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
3.6 Mixed nutrition support 1 79 Mean Difference (IV, Random, 95% CI) 1.12 [-0.15, 2.39]


4 BMI - by medical delivery 15 1008 Mean Difference (IV, Random, 95% CI) 0.57 [0.38, 0.77]
4.1 Cardiology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.2 Medical gastroenterology


and hepatology
2 101 Mean Difference (IV, Random, 95% CI) 1.77 [-0.19, 3.72]


4.3 Geriatrics 3 227 Mean Difference (IV, Random, 95% CI) 0.86 [-0.10, 1.82]
4.4 Pulmonary disease 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.5 Endocrinology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.6 Infectious diseases 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.7 Rheumatology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.8 Haematology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.9 Nephrology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]


4.10 Gastroenterologic
surgery


5 279 Mean Difference (IV, Random, 95% CI) 0.48 [0.25, 0.70]


4.11 Trauma surgery 2 184 Mean Difference (IV, Random, 95% CI) 0.64 [0.10, 1.18]
4.12 Ortopaedics 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.13 Plastic, reconstructive,


and aesthetic surgery
1 37 Mean Difference (IV, Random, 95% CI) 1.30 [0.04, 2.56]


4.14 Vascular surgery 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.15 Transplant surgery 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.16 Urology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.17 Thoracic surgery 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.18 Neurological surgery 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.19 Oro-maxillo-facial


surgery
0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]


4.20 Anaesthesiology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.21 Emergency medicine 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]


487Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







4.22 Psychiatry 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.23 Neurology 1 48 Mean Difference (IV, Random, 95% CI) 1.0 [-1.11, 3.11]
4.24 Oncology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.25 Dermatology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.26 Gynaecology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.27 Mixed 1 132 Mean Difference (IV, Random, 95% CI) 1.0 [-0.67, 2.67]


5 BMI - based on adequacy of the
amount of calories


15 1008 Mean Difference (IV, Random, 95% CI) 0.57 [0.38, 0.77]


5.1 Clearly adequate in
intervention and clearly
inadequate in control


7 544 Mean Difference (IV, Random, 95% CI) 0.90 [0.23, 1.58]


5.2 Inadequate in the
experimental or adequate in the
control


1 37 Mean Difference (IV, Random, 95% CI) 1.30 [0.04, 2.56]


5.3 Experimental group is
overfed


1 46 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]


5.4 Unclear intake in control
or experimental


6 381 Mean Difference (IV, Random, 95% CI) 0.52 [0.31, 0.73]


6 BMI - different screening tools 15 1008 Mean Difference (IV, Random, 95% CI) 0.57 [0.38, 0.77]
6.1 NRS 2002 2 211 Mean Difference (IV, Random, 95% CI) 1.08 [0.06, 2.09]
6.2 MUST 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
6.3 MNA 1 35 Mean Difference (IV, Random, 95% CI) 0.60 [-0.78, 1.98]
6.4 SGA 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
6.5 Other means 12 762 Mean Difference (IV, Random, 95% CI) 0.55 [0.35, 0.76]


7 BMI - participants characterised
as ’at nutritional risk’ due to
one of the following conditions


15 1008 Mean Difference (IV, Random, 95% CI) 0.57 [0.38, 0.77]


7.1 Major surgery 6 316 Mean Difference (IV, Random, 95% CI) 0.50 [0.28, 0.73]
7.2 Stroke 1 48 Mean Difference (IV, Random, 95% CI) 1.0 [-1.11, 3.11]
7.3 ICU participants


including trauma
1 64 Mean Difference (IV, Random, 95% CI) 0.40 [-1.22, 2.02]


7.4 Frail elderly participants
with less severe conditions
known to increase protein
requirements


2 199 Mean Difference (IV, Random, 95% CI) 0.75 [0.22, 1.27]


7.5 Participants do not fall
into one of the categories above


5 381 Mean Difference (IV, Random, 95% CI) 1.06 [0.26, 1.87]


8 BMI - participants characterised
as ’at nutritional risk’ due to
one of the following criteria


15 1008 Mean Difference (IV, Random, 95% CI) 0.57 [0.38, 0.77]


8.1 BMI less than 20.5 kg/m2 3 229 Mean Difference (IV, Random, 95% CI) 1.21 [0.29, 2.12]
8.2 Weight loss of at least 5%


during the last three months
0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]


8.3 Weight loss of at least
10% during the last six months


0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]


8.4 Insufficient food intake
during the last week (50% of
requirements or less)


0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]


8.5 Participants characterised
as ’at nutritional risk’ by other
means


12 779 Mean Difference (IV, Random, 95% CI) 0.54 [0.34, 0.75]
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9 BMI - participants characterised
as ’at nutritional risk’ due to
biomarkers of anthropometrics


15 1008 Mean Difference (IV, Random, 95% CI) 0.57 [0.38, 0.77]


9.1 Biomarkers 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
9.2 Anthropometric measures 3 229 Mean Difference (IV, Random, 95% CI) 1.21 [0.29, 2.12]
9.3 Characterised by other


means
12 779 Mean Difference (IV, Random, 95% CI) 0.54 [0.34, 0.75]


10 BMI - randomisation year 15 1008 Mean Difference (IV, Random, 95% CI) 0.57 [0.38, 0.77]
10.1 Before 1960 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
10.2 1960 to 1979 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
10.3 1980 to 1999 4 182 Mean Difference (IV, Random, 95% CI) 1.03 [-0.91, 2.97]
10.4 After 1999 11 826 Mean Difference (IV, Random, 95% CI) 0.56 [0.36, 0.76]


11 BMI - trials where the
intervention lasts fewer than
three days compared with trials
where the intervention lasts
three days or more


15 1008 Mean Difference (IV, Random, 95% CI) 0.57 [0.38, 0.77]


11.1 Three days or more 15 1008 Mean Difference (IV, Random, 95% CI) 0.57 [0.38, 0.77]
11.2 Less than three days 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]


Comparison 32. BMI - maximum follow-up


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 BMI - overall 20 1528 Mean Difference (IV, Random, 95% CI) 0.40 [-0.02, 0.83]
2 BMI - bias 20 1528 Mean Difference (IV, Random, 95% CI) 0.44 [0.02, 0.87]


2.1 High risk of bias 20 1528 Mean Difference (IV, Random, 95% CI) 0.44 [0.02, 0.87]
2.2 Low risk of bias 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]


3 BMI - mode of delivery 20 1528 Mean Difference (IV, Random, 95% CI) 0.44 [0.02, 0.87]
3.1 General nutrition support 2 196 Mean Difference (IV, Random, 95% CI) 0.92 [0.26, 1.57]
3.2 Fortified nutrition 1 146 Mean Difference (IV, Random, 95% CI) 1.10 [-0.24, 2.44]
3.3 Oral nutrition support 8 588 Mean Difference (IV, Random, 95% CI) 0.43 [-0.16, 1.02]
3.4 Enteral nutrition 8 519 Mean Difference (IV, Random, 95% CI) 0.17 [-0.60, 0.93]
3.5 Parenteral nutrition 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
3.6 Mixed nutrition support 1 79 Mean Difference (IV, Random, 95% CI) 1.12 [-0.15, 2.39]


4 BMI - by medical speciality 20 1528 Mean Difference (IV, Random, 95% CI) 0.44 [0.02, 0.87]
4.1 Cardiology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.2 Medical gastroenterology


and hepatology
3 201 Mean Difference (IV, Random, 95% CI) 1.02 [0.13, 1.90]


4.3 Geriatrics 4 452 Mean Difference (IV, Random, 95% CI) 0.47 [-0.24, 1.17]
4.4 Pulmonary disease 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.5 Endocrinology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.6 Infectious diseases 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.7 Rheumatology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.8 Haematology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.9 Nephrology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.10 Gastroenterologic


surgery
6 346 Mean Difference (IV, Random, 95% CI) -0.52 [-2.16, 1.11]


4.11 Trauma surgery 2 184 Mean Difference (IV, Random, 95% CI) 0.64 [0.10, 1.18]
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4.12 Ortopaedics 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.13 Plastic, reconstructive,


and aesthetic surgery
1 37 Mean Difference (IV, Random, 95% CI) 1.30 [0.04, 2.56]


4.14 Vascular surgery 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.15 Transplant surgery 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.16 Urology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.17 Thoracic surgery 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.18 Neurological surgery 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.19 Oro-maxillo-facial


surgery
0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]


4.20 Anaesthesiology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.21 Emergency medicine 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.22 Psychiatry 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.23 Neurology 2 112 Mean Difference (IV, Random, 95% CI) 0.91 [0.24, 1.58]
4.24 Oncology 1 64 Mean Difference (IV, Random, 95% CI) 0.40 [-1.40, 2.20]
4.25 Dermatology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.26 Gynaecology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.27 Mixed 1 132 Mean Difference (IV, Random, 95% CI) 1.0 [-0.67, 2.67]


5 BMI - based on adequacy of the
amount of calories


20 1528 Mean Difference (IV, Random, 95% CI) 0.40 [-0.02, 0.83]


5.1 Clearly adequate in
intervention and clearly
inadequate in control


9 686 Mean Difference (IV, Random, 95% CI) 0.54 [0.33, 0.74]


5.2 Inadequate in the
experimental or adequate in the
control


2 101 Mean Difference (IV, Random, 95% CI) 1.00 [0.38, 1.61]


5.3 Experimental group is
overfed


1 46 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]


5.4 Unclear intake in control
or experimental


8 695 Mean Difference (IV, Random, 95% CI) -0.04 [-1.11, 1.03]


6 BMI - different screening tools 20 1528 Mean Difference (IV, Random, 95% CI) 0.44 [0.02, 0.87]
6.1 NRS 2002 2 211 Mean Difference (IV, Random, 95% CI) 1.08 [0.06, 2.09]
6.2 MUST 1 64 Mean Difference (IV, Random, 95% CI) 0.90 [0.19, 1.61]
6.3 MNA 1 35 Mean Difference (IV, Random, 95% CI) 0.60 [-0.78, 1.98]
6.4 SGA 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
6.5 Other means 16 1218 Mean Difference (IV, Random, 95% CI) 0.30 [-0.22, 0.83]


7 BMI - participants characterised
as ’at nutritional risk’ due to
one of the following conditions


20 1528 Mean Difference (IV, Random, 95% CI) 0.44 [0.02, 0.87]


7.1 Major surgery 7 383 Mean Difference (IV, Random, 95% CI) -0.23 [-1.55, 1.09]
7.2 Stroke 2 112 Mean Difference (IV, Random, 95% CI) 0.91 [0.24, 1.58]
7.3 ICU participants


including trauma
1 64 Mean Difference (IV, Random, 95% CI) 0.40 [-1.22, 2.02]


7.4 Frail elderly participants
with less severe conditions
known to increase protein
requirements


2 199 Mean Difference (IV, Random, 95% CI) 0.75 [0.22, 1.27]


7.5 Participants do not fall
into one of the categories above


8 770 Mean Difference (IV, Random, 95% CI) 0.65 [0.22, 1.09]
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8 BMI - participants characterised
as ’at nutritional risk’ due to
one of the following criteria


20 1528 Mean Difference (IV, Random, 95% CI) 0.44 [0.02, 0.87]


8.1 BMI less than 20.5 kg/m2 3 229 Mean Difference (IV, Random, 95% CI) 1.21 [0.29, 2.12]
8.2 Weight loss of at least 5%


during the last three months
0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]


8.3 Weight loss of at least
10% during the last six months


0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]


8.4 Insufficient food intake
during the last week (50% of
requirements or less)


0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]


8.5 Participants characterised
as ’at nutritional risk’ by other
means


17 1299 Mean Difference (IV, Random, 95% CI) 0.35 [-0.11, 0.81]


9 BMI - participants characterised
as ’at nutritional risk’ due to
biomarkers or anthropometrics


20 1528 Mean Difference (IV, Random, 95% CI) 0.44 [0.02, 0.87]


9.1 Biomarkers 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
9.2 Anthropometric measures 3 229 Mean Difference (IV, Random, 95% CI) 1.21 [0.29, 2.12]
9.3 Characterised by other


means
17 1299 Mean Difference (IV, Random, 95% CI) 0.35 [-0.11, 0.81]


10 BMI - randomisation year 20 1528 Mean Difference (IV, Random, 95% CI) 0.44 [0.02, 0.87]
10.1 Before 1960 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
10.2 1960 to 1979 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
10.3 1980 to 1999 5 249 Mean Difference (IV, Random, 95% CI) 0.02 [-2.62, 2.67]
10.4 After 1999 15 1279 Mean Difference (IV, Random, 95% CI) 0.57 [0.39, 0.75]


11 BMI - trials where the
intervention lasts fewer than
three days compared with trials
where the intervention lasts
three days or more


20 1528 Mean Difference (IV, Random, 95% CI) 0.44 [0.02, 0.87]


11.1 Three days or more 20 1528 Mean Difference (IV, Random, 95% CI) 0.44 [0.02, 0.87]
11.2 Less than three days 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]


Comparison 33. Weight - end of intervention


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 Weight - overall 81 5445 Mean Difference (IV, Random, 95% CI) 1.32 [0.65, 2.00]
2 Weight - bias 81 5445 Mean Difference (IV, Random, 95% CI) 1.32 [0.65, 2.00]


2.1 High risk of bias 81 5445 Mean Difference (IV, Random, 95% CI) 1.32 [0.65, 2.00]
2.2 Low risk of bias 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]


3 Weight - mode of delivery 81 5445 Mean Difference (IV, Random, 95% CI) 1.32 [0.65, 2.00]
3.1 General nutrition support 4 962 Mean Difference (IV, Random, 95% CI) -0.00 [-0.17, 0.16]
3.2 Fortified nutrition 2 230 Mean Difference (IV, Random, 95% CI) 1.45 [-0.92, 3.83]
3.3 Oral nutrition support 31 1924 Mean Difference (IV, Random, 95% CI) 0.33 [-0.21, 0.87]
3.4 Enteral nutrition 26 1616 Mean Difference (IV, Random, 95% CI) 2.62 [1.23, 4.01]
3.5 Parenteral nutrition 17 667 Mean Difference (IV, Random, 95% CI) 1.48 [-0.20, 3.15]
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3.6 Mixed nutrition support 1 46 Mean Difference (IV, Random, 95% CI) -3.90 [-4.45, -3.35]
4 Weight - by medical speciality 81 5445 Mean Difference (IV, Random, 95% CI) 1.32 [0.65, 2.00]


4.1 Cardiology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.2 Medical gastroenterology


and hepatology
7 345 Mean Difference (IV, Random, 95% CI) 0.88 [-0.03, 1.79]


4.3 Geriatrics 10 1422 Mean Difference (IV, Random, 95% CI) 0.62 [-0.30, 1.54]
4.4 Pulmonary disease 4 91 Mean Difference (IV, Random, 95% CI) 0.95 [-0.43, 2.33]
4.5 Endocrinology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.6 Infectious diseases 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.7 Rheumatology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.8 Haematology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.9 Nephrology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.10 Gastroenterologic


surgery
35 1423 Mean Difference (IV, Random, 95% CI) 1.26 [-0.12, 2.63]


4.11 Trauma surgery 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.12 Ortopaedics 7 395 Mean Difference (IV, Random, 95% CI) 2.79 [1.36, 4.23]
4.13 Plastic, reconstructive,


and aesthetic surgery
0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]


4.14 Vascular surgery 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.15 Transplant surgery 1 29 Mean Difference (IV, Random, 95% CI) -4.60 [-15.21, 6.01]
4.16 Urology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.17 Thoracic surgery 2 548 Mean Difference (IV, Random, 95% CI) 0.06 [-2.39, 2.51]
4.18 Neurological surgery 1 48 Mean Difference (IV, Random, 95% CI) 10.53 [6.72, 14.34]
4.19 Oro-maxillo-facial


surgery
1 32 Mean Difference (IV, Random, 95% CI) 0.6 [-1.10, 2.30]


4.20 Anaesthesiology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.21 Emergency medicine 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.22 Psychiatry 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.23 Neurology 5 247 Mean Difference (IV, Random, 95% CI) 0.74 [-2.15, 3.63]
4.24 Oncology 1 23 Mean Difference (IV, Random, 95% CI) -1.0 [-7.41, 5.41]
4.25 Dermatology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.26 Gynaecology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.27 Mixed 7 842 Mean Difference (IV, Random, 95% CI) 0.21 [-0.58, 1.00]


5 Weight - based on adequacy of
the amount of calories


81 5445 Mean Difference (IV, Random, 95% CI) 1.32 [0.65, 2.00]


5.1 Clearly adequate in
intervention and clearly
inadequate in control


20 1287 Mean Difference (IV, Random, 95% CI) 1.46 [-0.19, 3.12]


5.2 Inadequate in the
experimental or adequate in the
control


19 1626 Mean Difference (IV, Random, 95% CI) 0.79 [0.06, 1.51]


5.3 Experimental group is
overfed


5 151 Mean Difference (IV, Random, 95% CI) 0.64 [-0.86, 2.13]


5.4 Unclear intake in control
or experimental


37 2381 Mean Difference (IV, Random, 95% CI) 1.61 [0.50, 2.72]


6 Weight - different screening
tools


81 5445 Mean Difference (IV, Random, 95% CI) 1.32 [0.65, 2.00]


6.1 NRS 2002 4 353 Mean Difference (IV, Random, 95% CI) 1.12 [-0.29, 2.53]
6.2 MUST 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
6.3 MNA 2 104 Mean Difference (IV, Random, 95% CI) 1.45 [-0.02, 2.91]
6.4 SGA 2 445 Mean Difference (IV, Random, 95% CI) -0.65 [-3.30, 2.00]
6.5 Other means 73 4543 Mean Difference (IV, Random, 95% CI) 1.41 [0.68, 2.15]
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7 Weight - participants
characterised as ’at nutritional
risk’ due to one of the following
conditions


81 5445 Mean Difference (IV, Random, 95% CI) 1.32 [0.65, 2.00]


7.1 Major surgery 40 2213 Mean Difference (IV, Random, 95% CI) 1.24 [0.11, 2.37]
7.2 Stroke 3 181 Mean Difference (IV, Random, 95% CI) 0.39 [-2.75, 3.54]


7.3 ICU participants
including trauma


0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]


7.4 Frail elderly participants
with less severe conditions
known to increase protein
requirements


8 1256 Mean Difference (IV, Random, 95% CI) 1.83 [0.71, 2.96]


7.5 Participants do not fall
into one of the categories above


30 1795 Mean Difference (IV, Random, 95% CI) 0.93 [0.38, 1.48]


8 Weight - participants
characterised as ’at nutritional
risk’ due to one of the following
criteria


81 5445 Mean Difference (IV, Random, 95% CI) 1.32 [0.65, 2.00]


8.1 BMI less than 20.5 kg/m2 5 309 Mean Difference (IV, Random, 95% CI) 3.97 [1.06, 6.89]
8.2 Weight loss of at least 5%


during the last three months
0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]


8.3 Weight loss of at least
10% during the last six months


2 79 Mean Difference (IV, Random, 95% CI) 0.30 [-0.36, 0.96]


8.4 Insufficient food intake
during the last week (50% of
requirements or less)


0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]


8.5 Participants characterised
as ’at nutritional risk’ by other
means


74 5057 Mean Difference (IV, Random, 95% CI) 1.30 [0.59, 2.00]


9 Weight - participants
characterised as ’at nutritional
risk’ due to biomarkers or
anthropometrics


81 5445 Mean Difference (IV, Random, 95% CI) 1.32 [0.65, 2.00]


9.1 Biomarkers 9 750 Mean Difference (IV, Random, 95% CI) 4.37 [2.16, 6.58]
9.2 Anthropometric measures 15 996 Mean Difference (IV, Random, 95% CI) 1.04 [-0.15, 2.23]
9.3 Characterised by other


means
54 3639 Mean Difference (IV, Random, 95% CI) 0.66 [0.13, 1.20]


9.4 Mixed 3 60 Mean Difference (IV, Random, 95% CI) -0.37 [-1.95, 1.22]
10 Weight - randomisation year 81 5445 Mean Difference (IV, Random, 95% CI) 1.32 [0.65, 2.00]


10.1 Before 1960 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
10.2 1960 to 1979 1 21 Mean Difference (IV, Random, 95% CI) 3.85 [1.69, 6.01]
10.3 1980 to 1999 48 2365 Mean Difference (IV, Random, 95% CI) 1.23 [0.24, 2.22]
10.4 After 1999 32 3059 Mean Difference (IV, Random, 95% CI) 1.07 [0.35, 1.79]


11 Weight - trials where the
intervention lasts fewer than
three days compared with trials
where the intervention lasts
three days or more


81 5445 Mean Difference (IV, Random, 95% CI) 1.32 [0.65, 2.00]


11.1 Three days or more 76 5287 Mean Difference (IV, Random, 95% CI) 1.40 [0.70, 2.10]
11.2 Less than three days 5 158 Mean Difference (IV, Random, 95% CI) 0.15 [-1.62, 1.92]


12 Weight - Missing SDs 81 5445 Mean Difference (IV, Random, 95% CI) 1.40 [0.76, 2.03]
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12.1 missing SDs imputed
from all trials


81 5445 Mean Difference (IV, Random, 95% CI) 1.40 [0.76, 2.03]


Comparison 34. Weight - maximum follow-up


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 Weight - overall 94 6916 Mean Difference (IV, Random, 95% CI) 1.13 [0.50, 1.75]
2 Weight - bias 94 6916 Mean Difference (IV, Random, 95% CI) 1.13 [0.50, 1.75]


2.1 High risk of bias 94 6916 Mean Difference (IV, Random, 95% CI) 1.13 [0.50, 1.75]
2.2 Low risk of bias 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]


3 Weight - mode of delivery 94 6916 Mean Difference (IV, Random, 95% CI) 1.13 [0.50, 1.75]
3.1 General nutrition support 6 1328 Mean Difference (IV, Random, 95% CI) 0.41 [-0.58, 1.41]
3.2 Fortified nutrition 2 230 Mean Difference (IV, Random, 95% CI) 1.45 [-0.92, 3.83]
3.3 Oral nutrition support 32 2149 Mean Difference (IV, Random, 95% CI) 0.29 [-0.22, 0.80]
3.4 Enteral nutrition 31 2081 Mean Difference (IV, Random, 95% CI) 1.98 [0.74, 3.22]
3.5 Parenteral nutrition 22 1082 Mean Difference (IV, Random, 95% CI) 1.25 [-0.25, 2.75]
3.6 Mixed 1 46 Mean Difference (IV, Random, 95% CI) -3.90 [-4.45, -3.35]


4 Weight - by medical speciality 94 6916 Mean Difference (IV, Random, 95% CI) 1.13 [0.50, 1.75]
4.1 Cardiology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]


4.2 Medical gastroenterology
and hepatology


8 388 Mean Difference (IV, Random, 95% CI) 0.13 [-1.05, 1.30]


4.3 Geriatrics 11 1647 Mean Difference (IV, Random, 95% CI) 0.61 [-0.27, 1.50]
4.4 Pulmonary disease 4 91 Mean Difference (IV, Random, 95% CI) 0.95 [-0.43, 2.33]
4.5 Endocrinology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.6 Infectious diseases 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.7 Rheumatology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.8 Haematology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.9 Nephrology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.10 Gastroenterologic


surgery
44 2260 Mean Difference (IV, Random, 95% CI) 1.09 [-0.11, 2.29]


4.11 Trauma surgery 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.12 Ortopaedics 8 697 Mean Difference (IV, Random, 95% CI) 2.62 [1.21, 4.02]
4.13 Plastic, reconstructive,


and aesthetic surgery
0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]


4.14 Vascular surgery 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.15 Transplant surgery 1 29 Mean Difference (IV, Random, 95% CI) -4.60 [-15.21, 6.01]
4.16 Urology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.17 Thoracic surgery 2 548 Mean Difference (IV, Random, 95% CI) 0.06 [-2.39, 2.51]
4.18 Neurological surgery 1 48 Mean Difference (IV, Random, 95% CI) 10.53 [6.72, 14.34]
4.19 Oro-maxillo-facial


surgery
1 32 Mean Difference (IV, Random, 95% CI) 0.6 [-1.10, 2.30]


4.20 Anaesthesiology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.21 Emergency medicine 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.22 Psychiatry 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.23 Neurology 6 311 Mean Difference (IV, Random, 95% CI) 1.72 [0.19, 3.25]
4.24 Oncology 1 23 Mean Difference (IV, Random, 95% CI) -1.0 [-7.41, 5.41]
4.25 Dermatology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
4.26 Gynaecology 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
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4.27 Mixed 7 842 Mean Difference (IV, Random, 95% CI) 0.22 [-0.58, 1.02]
5 Weight - based on adequacy of


the amount of nutrition
94 6916 Mean Difference (IV, Random, 95% CI) 1.13 [0.50, 1.75]


5.1 Clearly adequate in
intervention and clearly
inadequate in control


22 1933 Mean Difference (IV, Random, 95% CI) 1.03 [-0.41, 2.46]


5.2 Inadequate in the
experimental or adequate in the
control


21 1992 Mean Difference (IV, Random, 95% CI) 0.86 [0.16, 1.57]


5.3 Experimental group is
overfed


5 151 Mean Difference (IV, Random, 95% CI) 0.64 [-0.87, 2.14]


5.4 Unclear intake in control
or experimental


46 2840 Mean Difference (IV, Random, 95% CI) 1.34 [0.35, 2.33]


6 Weight - different screening
tools


94 6916 Mean Difference (IV, Random, 95% CI) 1.13 [0.50, 1.75]


6.1 NRS 2002 4 353 Mean Difference (IV, Random, 95% CI) 1.12 [-0.29, 2.53]
6.2 MUST 1 64 Mean Difference (IV, Random, 95% CI) 2.10 [0.30, 3.90]
6.3 MNA 2 104 Mean Difference (IV, Random, 95% CI) 1.56 [0.09, 3.03]
6.4 SGA 4 1091 Mean Difference (IV, Random, 95% CI) -1.03 [-2.12, 0.06]
6.5 Other means 83 5304 Mean Difference (IV, Random, 95% CI) 1.26 [0.56, 1.95]


7 Weight - participants
characterised as ’at nutritional
risk’ due to one of the following
conditions


94 6916 Mean Difference (IV, Random, 95% CI) 1.13 [0.50, 1.75]


7.1 Major surgery 49 3050 Mean Difference (IV, Random, 95% CI) 1.08 [0.08, 2.09]
7.2 Stroke 4 245 Mean Difference (IV, Random, 95% CI) 1.68 [0.12, 3.24]
7.3 ICU participants


including trauma
1 43 Mean Difference (IV, Random, 95% CI) -1.6 [-2.37, -0.83]


7.4 Frail elderly participants
with less severe conditions
known to increase protein
requirements


9 1558 Mean Difference (IV, Random, 95% CI) 1.61 [0.59, 2.64]


7.5 Participants do not fall
into one of the categories above


31 2020 Mean Difference (IV, Random, 95% CI) 0.85 [0.33, 1.38]


8 Weight - participants
characterised as ’at nutritional
risk’ due to one of the following
criteria


94 6916 Mean Difference (IV, Random, 95% CI) 1.13 [0.50, 1.75]


8.1 BMI less than 20.5 kg/m2 5 309 Mean Difference (IV, Random, 95% CI) 3.97 [1.06, 6.89]
8.2 Weight loss of at least 5%


during the last three months
2 30 Mean Difference (IV, Random, 95% CI) -5.83 [-15.15, 3.48]


8.3 Weight loss of at least
10% during the last six months


2 79 Mean Difference (IV, Random, 95% CI) 0.30 [-0.36, 0.96]


8.4 Insufficient food intake
during the last week (50% of
requirements or less)


0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]


8.5 Participants characterised
as ’at nutritional risk’ by other
means


85 6498 Mean Difference (IV, Random, 95% CI) 1.12 [0.48, 1.77]
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9 Weight - participants
characterised as ’at nutritional
risk’ due to biomarkers or
anthropometrics


94 6916 Mean Difference (IV, Random, 95% CI) 1.13 [0.50, 1.75]


9.1 Biomarkers 9 750 Mean Difference (IV, Random, 95% CI) 4.37 [2.16, 6.58]
9.2 Anthropometric measures 15 996 Mean Difference (IV, Random, 95% CI) 0.87 [-0.30, 2.04]


9.3 Characterised by other
means


67 5110 Mean Difference (IV, Random, 95% CI) 0.49 [0.01, 0.96]


9.4 Mixed 3 60 Mean Difference (IV, Random, 95% CI) -0.37 [-1.95, 1.22]
10 Weight - randomisation year 23 1940 Mean Difference (IV, Random, 95% CI) 0.48 [-0.44, 1.39]


10.1 Before 1960 0 0 Mean Difference (IV, Random, 95% CI) 0.0 [0.0, 0.0]
10.2 1960 to 1979 1 21 Mean Difference (IV, Random, 95% CI) 3.83 [1.66, 6.00]
10.3 1980 to 1999 14 372 Mean Difference (IV, Random, 95% CI) 0.34 [-0.95, 1.64]
10.4 After 1999 8 1547 Mean Difference (IV, Random, 95% CI) 0.01 [-1.09, 1.12]


11 Weight - trials where the
intervention lasts fewer than
three days compared with trials
where the intervention lasts
three days or more


94 6916 Mean Difference (IV, Random, 95% CI) 1.13 [0.50, 1.75]


11.1 Three days or more 89 6758 Mean Difference (IV, Random, 95% CI) 1.18 [0.54, 1.83]
11.2 Less than three days 5 158 Mean Difference (IV, Random, 95% CI) 0.15 [-1.62, 1.92]


Comparison 35. Hand-grip strength - end of intervention


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 Hand-grip strength - overall 14 783 Mean Difference (IV, Random, 95% CI) 1.47 [0.58, 2.37]


Comparison 36. Hand-grip strength - maximum follow-up


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 Hand-grip strength - overall 18 1240 Mean Difference (IV, Random, 95% CI) 0.96 [0.15, 1.76]
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Comparison 37. Six-minute walking distance - end of intervention


Outcome or subgroup title
No. of


studies


No. of


participants Statistical method Effect size


1 Six-minute walking distance -
overall


1 102 Mean Difference (IV, Random, 95% CI) 133.27 [24.32, 242.
22]


Analysis 1.1. Comparison 1 All-cause mortality - end of intervention, Outcome 1 All-cause mortality -


overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 1 All-cause mortality - end of intervention


Outcome: 1 All-cause mortality - overall


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.4 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Anbar 2014 0/22 2/28 0.1 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/260 31/265 4.4 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.6 % 0.76 [ 0.24, 2.43 ]


Bastow 1983a 5/39 4/35 0.5 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.3 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.3 % 0.50 [ 0.10, 2.53 ]


Bellantone 1988 1/54 1/46 0.1 % 0.85 [ 0.05, 13.24 ]


Bokhorst-de 2000 1/15 0/17 0.1 % 3.38 [ 0.15, 77.12 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 4/70 3/75 0.4 % 1.43 [ 0.33, 6.16 ]


Brennan 1994 4/60 1/57 0.2 % 3.80 [ 0.44, 32.99 ]


Bunout 1989 2/17 5/19 0.3 % 0.45 [ 0.10, 2.01 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Casaer 2011 146/2312 141/2328 15.5 % 1.04 [ 0.83, 1.30 ]


Choudhry 1996 0/21 1/20 0.1 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.1 % 0.81 [ 0.05, 12.01 ]


De Sousa 2012 0/20 2/17 0.1 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 0.4 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 11.4 % 0.97 [ 0.75, 1.26 ]


Dennis 2006 142/429 147/430 22.0 % 0.97 [ 0.80, 1.17 ]


Doglietto 1990 0/13 0/16 Not estimable


Doglietto 1996 16/338 12/340 1.4 % 1.34 [ 0.64, 2.79 ]


Dong 1996 0/256 3/264 0.1 % 0.15 [ 0.01, 2.84 ]


Duncan 2006 18/150 11/159 1.5 % 1.73 [ 0.85, 3.55 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 4/85 3/86 0.4 % 1.35 [ 0.31, 5.85 ]


Fan 1989 3/20 3/20 0.4 % 1.00 [ 0.23, 4.37 ]


Fan 1994 5/64 9/60 0.7 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.2 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 3/20 0.3 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 0.9 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.2 % 1.05 [ 0.16, 7.10 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Heidegger 2013 8/153 12/152 1.0 % 0.66 [ 0.28, 1.57 ]


Hendry 2010 0/30 2/38 0.1 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Herndon 1987 8/13 8/15 1.9 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 3.7 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/16 2/43 0.1 % 0.52 [ 0.03, 10.24 ]


Holyday 2012 4/71 1/72 0.2 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Johansen 2004 9/108 6/104 0.8 % 1.44 [ 0.53, 3.92 ]


Kearns 1992 0/16 1/15 0.1 % 0.31 [ 0.01, 7.15 ]


Keele 1997 2/47 0/53 0.1 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 4.7 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 2/12 1/10 0.2 % 1.67 [ 0.18, 15.80 ]


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable


Liu 1996b 1/16 0/18 0.1 % 3.35 [ 0.15, 76.93 ]


Ljunggren 2012 0/19 0/20 Not estimable


Lough 1990 4/14 7/15 0.8 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.5 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 12/98 16/97 1.6 % 0.74 [ 0.37, 1.49 ]


Maude 2011 9/27 6/29 1.0 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 6/27 5/26 0.7 % 1.16 [ 0.40, 3.33 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.1 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 11/68 14/68 1.5 % 0.79 [ 0.38, 1.61 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Müller 1982a 3/66 5/29 0.4 % 0.26 [ 0.07, 1.03 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Müller 1982b 10/46 6/30 1.0 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 1/20 1/20 0.1 % 1.00 [ 0.07, 14.90 ]


Neelemaat 2012 14/105 11/105 1.4 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 0/10 Not estimable


Nguyen 2012 4/14 4/14 0.6 % 1.00 [ 0.31, 3.23 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 0/20 Not estimable


Potter 2001 21/183 33/193 3.0 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 1/11 5/18 0.2 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.2 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.2 % 2.63 [ 0.31, 22.46 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 0.3 % 1.70 [ 0.33, 8.84 ]


Singh 1998 2/21 2/22 0.2 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.2 % 4.00 [ 0.48, 33.33 ]


Smith 1988 0/17 0/17 Not estimable


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 0/11 1/15 0.1 % 0.44 [ 0.02, 9.98 ]


Starke 2011 2/66 5/66 0.3 % 0.40 [ 0.08, 1.99 ]


Stein 2002 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Sullivan 1998 0/8 3/10 0.1 % 0.17 [ 0.01, 2.96 ]


Sullivan 2004 1/27 0/30 0.1 % 3.32 [ 0.14, 78.25 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 4/30 5/35 0.5 % 0.93 [ 0.28, 3.16 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Vicic 2013 5/52 10/49 0.8 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 1.4 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.2 % 2.00 [ 0.24, 16.97 ]


Williams 1985 4/21 3/22 0.4 % 1.40 [ 0.35, 5.51 ]


Woolfson 1989 8/62 8/60 0.9 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 3/215 2/108 0.2 % 0.75 [ 0.13, 4.44 ]


Wu 2007b 3/215 2/108 0.2 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 0/18 1/16 0.1 % 0.30 [ 0.01, 6.84 ]


Zhang 2013 1/50 3/50 0.2 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 0/15 Not estimable


Zheng 2001b 0/40 0/15 Not estimable


Zhong 2014 1/60 7/60 0.2 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.5 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 1.2 % 0.57 [ 0.25, 1.29 ]


Total (95% CI) 11088 10670 100.0 % 0.94 [ 0.86, 1.03 ]


Total events: 831 (Nutrition support), 885 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 80.48, df = 98 (P = 0.90); I2 =0.0%


Test for overall effect: Z = 1.40 (P = 0.16)


Test for subgroup differences: Not applicable
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Analysis 1.2. Comparison 1 All-cause mortality - end of intervention, Outcome 2 All-cause mortality - bias.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 1 All-cause mortality - end of intervention


Outcome: 2 All-cause mortality - bias


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 High risk of bias


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.4 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Anbar 2014 0/22 2/28 0.1 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/260 31/265 4.4 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.6 % 0.76 [ 0.24, 2.43 ]


Bastow 1983a 5/39 4/35 0.5 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.3 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.3 % 0.50 [ 0.10, 2.53 ]


Bellantone 1988 1/54 1/46 0.1 % 0.85 [ 0.05, 13.24 ]


Bokhorst-de 2000 1/15 0/17 0.1 % 3.38 [ 0.15, 77.12 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 4/70 3/75 0.4 % 1.43 [ 0.33, 6.16 ]


Brennan 1994 4/60 1/57 0.2 % 3.80 [ 0.44, 32.99 ]


Bunout 1989 2/17 5/19 0.3 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Casaer 2011 146/2312 141/2328 15.5 % 1.04 [ 0.83, 1.30 ]


Choudhry 1996 0/21 1/20 0.1 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.1 % 0.81 [ 0.05, 12.01 ]


De Sousa 2012 0/20 2/17 0.1 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 0.4 % 1.58 [ 0.39, 6.45 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Dennis 2005 105/2016 108/2007 11.4 % 0.97 [ 0.75, 1.26 ]


Dennis 2006 142/429 147/430 22.0 % 0.97 [ 0.80, 1.17 ]


Doglietto 1990 0/13 0/16 Not estimable


Doglietto 1996 16/338 12/340 1.4 % 1.34 [ 0.64, 2.79 ]


Dong 1996 0/256 3/264 0.1 % 0.15 [ 0.01, 2.84 ]


Duncan 2006 18/150 11/159 1.5 % 1.73 [ 0.85, 3.55 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 4/85 3/86 0.4 % 1.35 [ 0.31, 5.85 ]


Fan 1989 3/20 3/20 0.4 % 1.00 [ 0.23, 4.37 ]


Fan 1994 5/64 9/60 0.7 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.2 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 3/20 0.3 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 0.9 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.2 % 1.05 [ 0.16, 7.10 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Heidegger 2013 8/153 12/152 1.0 % 0.66 [ 0.28, 1.57 ]


Hendry 2010 0/30 2/38 0.1 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 1.9 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 3.7 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/16 2/43 0.1 % 0.52 [ 0.03, 10.24 ]


Holyday 2012 4/71 1/72 0.2 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Johansen 2004 9/108 6/104 0.8 % 1.44 [ 0.53, 3.92 ]


Kearns 1992 0/16 1/15 0.1 % 0.31 [ 0.01, 7.15 ]


Keele 1997 2/47 0/53 0.1 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 4.7 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 2/12 1/10 0.2 % 1.67 [ 0.18, 15.80 ]


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable


Liu 1996b 1/16 0/18 0.1 % 3.35 [ 0.15, 76.93 ]


Ljunggren 2012 0/19 0/20 Not estimable


Lough 1990 4/14 7/15 0.8 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.5 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 12/98 16/97 1.6 % 0.74 [ 0.37, 1.49 ]


Maude 2011 9/27 6/29 1.0 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 6/27 5/26 0.7 % 1.16 [ 0.40, 3.33 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.1 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 11/68 14/68 1.5 % 0.79 [ 0.38, 1.61 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Müller 1982a 3/66 5/29 0.4 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 1.0 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 1/20 1/20 0.1 % 1.00 [ 0.07, 14.90 ]


Neelemaat 2012 14/105 11/105 1.4 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 0/10 Not estimable


Nguyen 2012 4/14 4/14 0.6 % 1.00 [ 0.31, 3.23 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 0/20 Not estimable
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Potter 2001 21/183 33/193 3.0 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 1/11 5/18 0.2 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.2 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.2 % 2.63 [ 0.31, 22.46 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 0.3 % 1.70 [ 0.33, 8.84 ]


Singh 1998 2/21 2/22 0.2 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.2 % 4.00 [ 0.48, 33.33 ]


Smith 1988 0/17 0/17 Not estimable


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 0/11 1/15 0.1 % 0.44 [ 0.02, 9.98 ]


Starke 2011 2/66 5/66 0.3 % 0.40 [ 0.08, 1.99 ]


Stein 2002 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Sullivan 1998 0/8 3/10 0.1 % 0.17 [ 0.01, 2.96 ]


Sullivan 2004 1/27 0/30 0.1 % 3.32 [ 0.14, 78.25 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 4/30 5/35 0.5 % 0.93 [ 0.28, 3.16 ]


Vicic 2013 5/52 10/49 0.8 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 1.4 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.2 % 2.00 [ 0.24, 16.97 ]


Williams 1985 4/21 3/22 0.4 % 1.40 [ 0.35, 5.51 ]


Woolfson 1989 8/62 8/60 0.9 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 3/215 2/108 0.2 % 0.75 [ 0.13, 4.44 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Wu 2007b 3/215 2/108 0.2 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 0/18 1/16 0.1 % 0.30 [ 0.01, 6.84 ]


Zhang 2013 1/50 3/50 0.2 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 0/15 Not estimable


Zheng 2001b 0/40 0/15 Not estimable


Zhong 2014 1/60 7/60 0.2 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.5 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 1.2 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 11088 10670 100.0 % 0.94 [ 0.86, 1.03 ]


Total events: 831 (Nutrition support), 885 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 80.48, df = 98 (P = 0.90); I2 =0.0%


Test for overall effect: Z = 1.40 (P = 0.16)


2 Low risk of bias


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 11088 10670 100.0 % 0.94 [ 0.86, 1.03 ]


Total events: 831 (Nutrition support), 885 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 80.48, df = 98 (P = 0.90); I2 =0.0%


Test for overall effect: Z = 1.40 (P = 0.16)


Test for subgroup differences: Not applicable


0.01 0.1 1 10 100


Favours nutrition support Favours control


506Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Analysis 1.3. Comparison 1 All-cause mortality - end of intervention, Outcome 3 All-cause mortality -


mode of delivery.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 1 All-cause mortality - end of intervention


Outcome: 3 All-cause mortality - mode of delivery


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 General nutrition support


Duncan 2006 18/150 11/159 1.5 % 1.73 [ 0.85, 3.55 ]


Hickson 2004 31/292 35/300 3.7 % 0.91 [ 0.58, 1.44 ]


Holyday 2012 4/71 1/72 0.2 % 4.06 [ 0.46, 35.41 ]


Johansen 2004 9/108 6/104 0.8 % 1.44 [ 0.53, 3.92 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Starke 2011 2/66 5/66 0.3 % 0.40 [ 0.08, 1.99 ]


Subtotal (95% CI) 703 717 6.5 % 1.18 [ 0.74, 1.87 ]


Total events: 64 (Nutrition support), 58 (Control)


Heterogeneity: Tau2 = 0.07; Chi2 = 5.42, df = 4 (P = 0.25); I2 =26%


Test for overall effect: Z = 0.68 (P = 0.50)


2 Fortified foods


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Neelemaat 2012 14/105 11/105 1.4 % 1.27 [ 0.61, 2.67 ]


Subtotal (95% CI) 147 143 1.5 % 1.24 [ 0.61, 2.54 ]


Total events: 15 (Nutrition support), 12 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.06, df = 1 (P = 0.81); I2 =0.0%


Test for overall effect: Z = 0.60 (P = 0.55)


3 Oral nutrition


Abalan 1992 0/15 0/14 Not estimable


Arias 2008 46/260 31/265 4.4 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.6 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 0.3 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.1 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 0.4 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 11.4 % 0.97 [ 0.75, 1.26 ]


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


507Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Doglietto 1996 16/338 12/340 1.4 % 1.34 [ 0.64, 2.79 ]


Espaulella 2000 4/85 3/86 0.4 % 1.35 [ 0.31, 5.85 ]


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 3/20 0.3 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 0.9 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.2 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/30 2/38 0.1 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/47 0/53 0.1 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 4.7 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 0.5 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.1 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 3.0 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 1.4 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 4263 4266 30.7 % 0.94 [ 0.79, 1.11 ]


Total events: 270 (Nutrition support), 298 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 22.43, df = 22 (P = 0.43); I2 =2%


Test for overall effect: Z = 0.74 (P = 0.46)


4 Enteral nutrition


Bastow 1983a 5/39 4/35 0.5 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.3 % 0.37 [ 0.08, 1.71 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Beier-Holgersen 1999 2/30 4/30 0.3 % 0.50 [ 0.10, 2.53 ]


Bokhorst-de 2000 1/15 0/17 0.1 % 3.38 [ 0.15, 77.12 ]


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Choudhry 1996 0/21 1/20 0.1 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.1 % 0.81 [ 0.05, 12.01 ]


Dennis 2006 142/429 147/430 22.0 % 0.97 [ 0.80, 1.17 ]


Dong 1996 0/256 3/264 0.1 % 0.15 [ 0.01, 2.84 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Kearns 1992 0/16 1/15 0.1 % 0.31 [ 0.01, 7.15 ]


Ledinghen 1997 2/12 1/10 0.2 % 1.67 [ 0.18, 15.80 ]


Malhotra 2004 12/98 16/97 1.6 % 0.74 [ 0.37, 1.49 ]


Maude 2011 9/27 6/29 1.0 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 11/68 14/68 1.5 % 0.79 [ 0.38, 1.61 ]


Nguyen 2012 4/14 4/14 0.6 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 0/20 Not estimable


Pupelis 2000 1/11 5/18 0.2 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.2 % 0.14 [ 0.02, 1.09 ]


Sabin 1998 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Singh 1998 2/21 2/22 0.2 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.2 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 0/11 1/15 0.1 % 0.44 [ 0.02, 9.98 ]


Sullivan 1998 0/8 3/10 0.1 % 0.17 [ 0.01, 2.96 ]


Vicic 2013 5/52 10/49 0.8 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.2 % 2.00 [ 0.24, 16.97 ]


Wu 2007a 3/215 2/108 0.2 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 1/50 3/50 0.2 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 0/15 Not estimable
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zhong 2014 1/60 7/60 0.2 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 1.2 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 1962 1760 32.7 % 0.88 [ 0.75, 1.03 ]


Total events: 230 (Nutrition support), 263 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 28.14, df = 30 (P = 0.56); I2 =0.0%


Test for overall effect: Z = 1.63 (P = 0.10)


5 Parenteral nutrition


Abel 1976 4/20 3/24 0.4 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Bellantone 1988 1/54 1/46 0.1 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 4/60 1/57 0.2 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 146/2312 141/2328 15.5 % 1.04 [ 0.83, 1.30 ]


Doglietto 1990 0/13 0/16 Not estimable


Fan 1989 5/64 9/60 0.7 % 0.52 [ 0.19, 1.47 ]


Fan 1994 3/20 3/20 0.4 % 1.00 [ 0.23, 4.37 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 8/153 12/152 1.0 % 0.66 [ 0.28, 1.57 ]


Herndon 1987 8/13 8/15 1.9 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 2/43 0.1 % 0.52 [ 0.03, 10.24 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 0/18 0.1 % 3.35 [ 0.15, 76.93 ]


Lough 1990 4/14 7/15 0.8 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 6/27 5/26 0.7 % 1.16 [ 0.40, 3.33 ]


Müller 1982a 3/66 5/29 0.4 % 0.26 [ 0.07, 1.03 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Müller 1982b 10/46 6/30 1.0 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 1/20 1/20 0.1 % 1.00 [ 0.07, 14.90 ]


Neuvonen 1984 0/9 0/10 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.2 % 2.63 [ 0.31, 22.46 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 0.3 % 1.70 [ 0.33, 8.84 ]


Smith 1988 0/17 0/17 Not estimable


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Stein 2002 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 4/30 5/35 0.5 % 0.93 [ 0.28, 3.16 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Woolfson 1989 8/62 8/60 0.9 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 3/215 2/108 0.2 % 0.75 [ 0.13, 4.44 ]


Yamada 1983 0/18 1/16 0.1 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 3772 3541 27.0 % 0.98 [ 0.83, 1.16 ]


Total events: 239 (Nutrition support), 236 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 14.40, df = 31 (P = 1.00); I2 =0.0%


Test for overall effect: Z = 0.25 (P = 0.80)


6 Mixed


Anbar 2014 0/22 2/28 0.1 % 0.25 [ 0.01, 5.00 ]


Breedveld-Peters 4/70 3/75 0.4 % 1.43 [ 0.33, 6.16 ]


Eneroth 2005 0/40 0/40 Not estimable


Foschi 1986 1/28 4/32 0.2 % 0.29 [ 0.03, 2.41 ]


Sullivan 2004 1/27 0/30 0.1 % 3.32 [ 0.14, 78.25 ]


Williams 1985 4/21 3/22 0.4 % 1.40 [ 0.35, 5.51 ]


Zhu 2012a 3/33 6/16 0.5 % 0.24 [ 0.07, 0.85 ]


Subtotal (95% CI) 241 243 1.6 % 0.67 [ 0.29, 1.55 ]


Total events: 13 (Nutrition support), 18 (Control)
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Heterogeneity: Tau2 = 0.27; Chi2 = 6.68, df = 5 (P = 0.25); I2 =25%


Test for overall effect: Z = 0.94 (P = 0.35)


Total (95% CI) 11088 10670 100.0 % 0.94 [ 0.86, 1.03 ]


Total events: 831 (Nutrition support), 885 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 80.48, df = 98 (P = 0.90); I2 =0.0%


Test for overall effect: Z = 1.40 (P = 0.16)


Test for subgroup differences: Chi2 = 3.04, df = 5 (P = 0.69), I2 =0.0%
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Analysis 1.4. Comparison 1 All-cause mortality - end of intervention, Outcome 4 All-cause mortality -


medical specialty.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 1 All-cause mortality - end of intervention


Outcome: 4 All-cause mortality - medical specialty


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Cardiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Medical gastro-enterology and hepatology


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Bunout 1989 2/17 5/19 0.3 % 0.45 [ 0.10, 2.01 ]


Fan 1994 3/20 3/20 0.4 % 1.00 [ 0.23, 4.37 ]


Kearns 1992 0/16 1/15 0.1 % 0.31 [ 0.01, 7.15 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Ledinghen 1997 2/12 1/10 0.2 % 1.67 [ 0.18, 15.80 ]


Mezey 1991 6/27 5/26 0.7 % 1.16 [ 0.40, 3.33 ]


Moreno 2016 11/68 14/68 1.5 % 0.79 [ 0.38, 1.61 ]


Naveau 1986 1/20 1/20 0.1 % 1.00 [ 0.07, 14.90 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 0.3 % 1.70 [ 0.33, 8.84 ]


Williams 1985 4/21 3/22 0.4 % 1.40 [ 0.35, 5.51 ]


Zhang 2013 1/50 3/50 0.2 % 0.33 [ 0.04, 3.10 ]


Subtotal (95% CI) 314 313 4.2 % 0.90 [ 0.58, 1.38 ]


Total events: 34 (Nutrition support), 39 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 3.67, df = 10 (P = 0.96); I2 =0.0%


Test for overall effect: Z = 0.49 (P = 0.63)


3 Geriatrics


Anbar 2014 0/22 2/28 0.1 % 0.25 [ 0.01, 5.00 ]


Banerjee 1978 4/28 6/32 0.6 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


De Sousa 2012 0/20 2/17 0.1 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 0.4 % 1.58 [ 0.39, 6.45 ]


Gariballa 2006 12/223 7/222 0.9 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.2 % 1.05 [ 0.16, 7.10 ]


Hickson 2004 31/292 35/300 3.7 % 0.91 [ 0.58, 1.44 ]


Holyday 2012 4/71 1/72 0.2 % 4.06 [ 0.46, 35.41 ]


Larsson 1990a 29/197 55/238 4.7 % 0.64 [ 0.42, 0.96 ]


Ljunggren 2012 0/19 0/20 Not estimable


Neelemaat 2012 14/105 11/105 1.4 % 1.27 [ 0.61, 2.67 ]


Potter 2001 21/183 33/193 3.0 % 0.67 [ 0.40, 1.12 ]


Subtotal (95% CI) 1238 1316 15.3 % 0.85 [ 0.66, 1.08 ]


Total events: 121 (Nutrition support), 157 (Control)


Heterogeneity: Tau2 = 0.01; Chi2 = 10.75, df = 10 (P = 0.38); I2 =7%


Test for overall effect: Z = 1.34 (P = 0.18)


4 Pulmonary disease


Luo 2012 3/30 7/30 0.5 % 0.43 [ 0.12, 1.50 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Subtotal (95% CI) 59 59 0.7 % 0.44 [ 0.15, 1.28 ]


Total events: 4 (Nutrition support), 10 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.54, df = 2 (P = 0.76); I2 =0.0%


Test for overall effect: Z = 1.51 (P = 0.13)


5 Endocrinology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


6 Infectious diseases


Maude 2011 9/27 6/29 1.0 % 1.61 [ 0.66, 3.92 ]


Subtotal (95% CI) 27 29 1.0 % 1.61 [ 0.66, 3.92 ]


Total events: 9 (Nutrition support), 6 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.05 (P = 0.29)


7 Rheumatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


8 Haematology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


9 Nephrology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


10 Gastro-enterologic surgery


Beier-Holgersen 1999 2/30 4/30 0.3 % 0.50 [ 0.10, 2.53 ]


Bellantone 1988 1/54 1/46 0.1 % 0.85 [ 0.05, 13.24 ]


Brennan 1994 4/60 1/57 0.2 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Doglietto 1996 16/338 12/340 1.4 % 1.34 [ 0.64, 2.79 ]


Fan 1989 5/64 9/60 0.7 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Foschi 1986 1/28 4/32 0.2 % 0.29 [ 0.03, 2.41 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Hendry 2010 0/30 2/38 0.1 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Hoffmann 1988 0/16 2/43 0.1 % 0.52 [ 0.03, 10.24 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Keele 1997 2/47 0/53 0.1 % 5.63 [ 0.28, 114.27 ]


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable


Liu 1996b 1/16 0/18 0.1 % 3.35 [ 0.15, 76.93 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 12/98 16/97 1.6 % 0.74 [ 0.37, 1.49 ]


Müller 1982a 3/66 5/29 0.4 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 1.0 % 1.09 [ 0.44, 2.68 ]


Neuvonen 1984 0/9 0/10 Not estimable


Page 2002 0/20 0/20 Not estimable


Pupelis 2000 1/11 5/18 0.2 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.2 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Singh 1998 2/21 2/22 0.2 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.2 % 4.00 [ 0.48, 33.33 ]


Smith 1988 0/17 0/17 Not estimable


Sonnenfeld 1978 0/11 1/15 0.1 % 0.44 [ 0.02, 9.98 ]


Thompson 1981 0/12 0/9 Not estimable


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.2 % 2.00 [ 0.24, 16.97 ]


Woolfson 1989 8/62 8/60 0.9 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 3/215 2/108 0.2 % 0.75 [ 0.13, 4.44 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Wu 2007b 3/215 2/108 0.2 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 0/18 1/16 0.1 % 0.30 [ 0.01, 6.84 ]


Zheng 2001a 0/65 0/15 Not estimable


Zheng 2001b 0/40 0/15 Not estimable


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 2222 1721 9.5 % 0.82 [ 0.62, 1.09 ]


Total events: 92 (Nutrition support), 97 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 20.70, df = 29 (P = 0.87); I2 =0.0%


Test for overall effect: Z = 1.37 (P = 0.17)


11 Trauma surgery


Chuntrasakul 1996 1/21 1/17 0.1 % 0.81 [ 0.05, 12.01 ]


Herndon 1987 8/13 8/15 1.9 % 1.15 [ 0.61, 2.19 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Vicic 2013 5/52 10/49 0.8 % 0.47 [ 0.17, 1.28 ]


Subtotal (95% CI) 94 90 2.9 % 0.93 [ 0.55, 1.57 ]


Total events: 16 (Nutrition support), 20 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 3.03, df = 3 (P = 0.39); I2 =1%


Test for overall effect: Z = 0.27 (P = 0.79)


12 Orthopaedics


Bastow 1983a 5/39 4/35 0.5 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.3 % 0.37 [ 0.08, 1.71 ]


Breedveld-Peters 4/70 3/75 0.4 % 1.43 [ 0.33, 6.16 ]


Duncan 2006 18/150 11/159 1.5 % 1.73 [ 0.85, 3.55 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 4/85 3/86 0.4 % 1.35 [ 0.31, 5.85 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Houwing 2003 0/51 0/52 Not estimable


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.1 % 3.25 [ 0.14, 76.01 ]


Sullivan 1998 0/8 3/10 0.1 % 0.17 [ 0.01, 2.96 ]


Sullivan 2004 1/27 0/30 0.1 % 3.32 [ 0.14, 78.25 ]


Subtotal (95% CI) 597 613 3.6 % 1.39 [ 0.87, 2.22 ]


Total events: 44 (Nutrition support), 30 (Control)
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Heterogeneity: Tau2 = 0.0; Chi2 = 8.77, df = 9 (P = 0.46); I2 =0.0%


Test for overall effect: Z = 1.39 (P = 0.16)


13 Plastic, reconstructive and aesthetic surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


14 Vascular surgery


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Subtotal (95% CI) 19 9 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


15 Transplant surgery


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]


Lough 1990 4/14 7/15 0.8 % 0.61 [ 0.23, 1.65 ]


Reilly 1990 0/8 0/10 Not estimable


Subtotal (95% CI) 40 44 0.9 % 0.58 [ 0.23, 1.50 ]


Total events: 4 (Nutrition support), 8 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.11, df = 1 (P = 0.74); I2 =0.0%


Test for overall effect: Z = 1.12 (P = 0.26)


16 Urology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


17 Thoracic surgery


Abel 1976 4/20 3/24 0.4 % 1.60 [ 0.40, 6.32 ]


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Dong 1996 0/256 3/264 0.1 % 0.15 [ 0.01, 2.84 ]


Subtotal (95% CI) 290 302 0.6 % 0.71 [ 0.16, 3.22 ]


Total events: 4 (Nutrition support), 7 (Control)


Heterogeneity: Tau2 = 0.52; Chi2 = 2.67, df = 2 (P = 0.26); I2 =25%


Test for overall effect: Z = 0.45 (P = 0.65)


18 Neurological surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Heterogeneity: not applicable


Test for overall effect: not applicable


19 Oro-maxillo-facial surgery


Bokhorst-de 2000 1/15 0/17 0.1 % 3.38 [ 0.15, 77.12 ]


Subtotal (95% CI) 15 17 0.1 % 3.38 [ 0.15, 77.12 ]


Total events: 1 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.76 (P = 0.45)


20 Anaesthesiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


21 Emergency medicine


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Casaer 2011 146/2312 141/2328 15.4 % 1.04 [ 0.83, 1.30 ]


Heidegger 2013 8/153 12/152 1.0 % 0.66 [ 0.28, 1.57 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Nguyen 2012 4/14 4/14 0.6 % 1.00 [ 0.31, 3.23 ]


Sabin 1998 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Stein 2002 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Subtotal (95% CI) 2590 2608 17.8 % 0.99 [ 0.80, 1.22 ]


Total events: 163 (Nutrition support), 167 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.68, df = 6 (P = 0.85); I2 =0.0%


Test for overall effect: Z = 0.11 (P = 0.91)


22 Psychiatry


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


23 Neurology


Abalan 1992 0/15 0/14 Not estimable


Dennis 2005 108/2016 108/2007 11.5 % 1.00 [ 0.77, 1.29 ]


Dennis 2006 142/429 147/430 22.0 % 0.97 [ 0.80, 1.17 ]


Gariballa 1998 2/20 3/20 0.3 % 0.67 [ 0.12, 3.57 ]


Zhong 2014 1/60 7/60 0.2 % 0.14 [ 0.02, 1.13 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zhu 2012a 3/33 6/16 0.5 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 1.2 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 2605 2563 35.6 % 0.81 [ 0.60, 1.11 ]


Total events: 264 (Nutrition support), 278 (Control)


Heterogeneity: Tau2 = 0.05; Chi2 = 9.57, df = 5 (P = 0.09); I2 =48%


Test for overall effect: Z = 1.32 (P = 0.19)


24 Oncology


Doglietto 1990 0/13 0/16 Not estimable


Ollenschläger 1992 0/16 0/16 Not estimable


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Samuels 1981 3/16 1/14 0.2 % 2.63 [ 0.31, 22.46 ]


Valdivieso 1987 4/30 5/35 0.5 % 0.93 [ 0.28, 3.16 ]


Subtotal (95% CI) 149 164 0.8 % 1.19 [ 0.44, 3.21 ]


Total events: 8 (Nutrition support), 7 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.68, df = 2 (P = 0.71); I2 =0.0%


Test for overall effect: Z = 0.35 (P = 0.73)


25 Dermatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


26 Gynaecology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


27 Mixed


Arias 2008 46/260 31/265 4.4 % 1.51 [ 0.99, 2.31 ]


Choudhry 1996 0/21 1/20 0.1 % 0.32 [ 0.01, 7.38 ]


Johansen 2004 9/108 6/104 0.8 % 1.44 [ 0.53, 3.92 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Starke 2011 2/66 5/66 0.3 % 0.40 [ 0.08, 1.99 ]


Vlaming 2001 12/275 14/274 1.4 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 829 822 7.1 % 1.22 [ 0.88, 1.70 ]


Total events: 70 (Nutrition support), 59 (Control)
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Heterogeneity: Tau2 = 0.0; Chi2 = 5.27, df = 6 (P = 0.51); I2 =0.0%


Test for overall effect: Z = 1.18 (P = 0.24)


Total (95% CI) 11088 10670 100.0 % 0.94 [ 0.86, 1.03 ]


Total events: 834 (Nutrition support), 885 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 80.62, df = 98 (P = 0.90); I2 =0.0%


Test for overall effect: Z = 1.33 (P = 0.18)


Test for subgroup differences: Chi2 = 13.16, df = 13 (P = 0.44), I2 =1%
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Analysis 1.5. Comparison 1 All-cause mortality - end of intervention, Outcome 5 All-cause mortality -


based on adequacy of the amount of calories.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 1 All-cause mortality - end of intervention


Outcome: 5 All-cause mortality - based on adequacy of the amount of calories


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Clearly adequate in experimental group and clearly inadequate in control group


Casaer 2011 146/2312 141/2328 15.5 % 1.04 [ 0.83, 1.30 ]


Chuntrasakul 1996 1/21 1/17 0.1 % 0.81 [ 0.05, 12.01 ]


Eneroth 2005 0/40 0/40 Not estimable


Gariballa 1998 2/20 3/20 0.3 % 0.67 [ 0.12, 3.57 ]


Gazzotti 2003 2/39 2/41 0.2 % 1.05 [ 0.16, 7.10 ]


Heidegger 2013 8/153 12/152 1.0 % 0.66 [ 0.28, 1.57 ]


Holyday 2012 4/71 1/72 0.2 % 4.06 [ 0.46, 35.41 ]


Keele 1997 2/47 0/53 0.1 % 5.63 [ 0.28, 114.27 ]


Ledinghen 1997 2/12 1/10 0.2 % 1.67 [ 0.18, 15.80 ]


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


520Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Lough 1990 4/14 7/15 0.8 % 0.61 [ 0.23, 1.65 ]


Malhotra 2004 12/98 16/97 1.6 % 0.74 [ 0.37, 1.49 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Neelemaat 2012 14/105 11/105 1.4 % 1.27 [ 0.61, 2.67 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 0/20 Not estimable


Rana 1992 0/20 0/20 Not estimable


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Starke 2011 2/66 5/66 0.3 % 0.40 [ 0.08, 1.99 ]


Sullivan 1998 0/8 3/10 0.1 % 0.17 [ 0.01, 2.96 ]


Sullivan 2004 1/27 0/30 0.1 % 3.32 [ 0.14, 78.25 ]


Valdivieso 1987 4/30 5/35 0.5 % 0.93 [ 0.28, 3.16 ]


Woolfson 1989 8/62 8/60 0.9 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 3/215 2/108 0.2 % 0.75 [ 0.13, 4.44 ]


Wu 2007b 3/215 2/108 0.2 % 0.75 [ 0.13, 4.44 ]


Zhang 2013 1/50 3/50 0.2 % 0.33 [ 0.04, 3.10 ]


Subtotal (95% CI) 3777 3594 24.1 % 0.97 [ 0.81, 1.16 ]


Total events: 221 (Nutrition support), 225 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 10.71, df = 20 (P = 0.95); I2 =0.0%


Test for overall effect: Z = 0.32 (P = 0.75)


2 Inadequate in the experimental group or adequate in the control group


Abalan 1992 0/15 0/14 Not estimable


Anbar 2014 0/22 2/28 0.1 % 0.25 [ 0.01, 5.00 ]


Bastow 1983a 5/39 4/35 0.5 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.3 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.3 % 0.50 [ 0.10, 2.53 ]


Bokhorst-de 2000 1/15 0/17 0.1 % 3.38 [ 0.15, 77.12 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Delmi 1990 4/27 3/32 0.4 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 11.4 % 0.97 [ 0.75, 1.26 ]


Doglietto 1996 16/338 12/340 1.4 % 1.34 [ 0.64, 2.79 ]


Duncan 2006 18/150 11/159 1.5 % 1.73 [ 0.85, 3.55 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Espaulella 2000 4/85 3/86 0.4 % 1.35 [ 0.31, 5.85 ]


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 1.9 % 1.15 [ 0.61, 2.19 ]


Johansen 2004 9/108 6/104 0.8 % 1.44 [ 0.53, 3.92 ]


Ljunggren 2012 0/19 0/20 Not estimable


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Mezey 1991 6/27 5/26 0.7 % 1.16 [ 0.40, 3.33 ]


Naveau 1986 1/20 1/20 0.1 % 1.00 [ 0.07, 14.90 ]


Potter 2001 21/183 33/193 3.0 % 0.67 [ 0.40, 1.12 ]


Pupelis 2001 1/30 7/30 0.2 % 0.14 [ 0.02, 1.09 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Stein 2002 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Subtotal (95% CI) 3354 3357 23.9 % 1.00 [ 0.83, 1.19 ]


Total events: 216 (Nutrition support), 219 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 19.97, df = 21 (P = 0.52); I2 =0.0%


Test for overall effect: Z = 0.04 (P = 0.97)


3 Experimental group is overfed


Bunout 1989 2/17 5/19 0.3 % 0.45 [ 0.10, 2.01 ]


Fan 1989 5/64 9/60 0.7 % 0.52 [ 0.19, 1.47 ]


Kearns 1992 0/16 1/15 0.1 % 0.31 [ 0.01, 7.15 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Singh 1998 2/21 2/22 0.2 % 1.05 [ 0.16, 6.77 ]


Subtotal (95% CI) 135 132 1.5 % 0.57 [ 0.27, 1.17 ]


Total events: 10 (Nutrition support), 18 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.81, df = 4 (P = 0.94); I2 =0.0%


Test for overall effect: Z = 1.53 (P = 0.13)


4 Unclear intake in experimental group or control group


Abel 1976 4/20 3/24 0.4 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Arias 2008 46/260 31/265 4.4 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.6 % 0.76 [ 0.24, 2.43 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Bellantone 1988 1/54 1/46 0.1 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Breedveld-Peters 4/70 3/75 0.4 % 1.43 [ 0.33, 6.16 ]


Brennan 1994 4/60 1/57 0.2 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Choudhry 1996 0/21 1/20 0.1 % 0.32 [ 0.01, 7.38 ]


De Sousa 2012 0/20 2/17 0.1 % 0.17 [ 0.01, 3.34 ]


Dennis 2006 142/429 147/430 22.0 % 0.97 [ 0.80, 1.17 ]


Doglietto 1990 0/13 0/16 Not estimable


Dong 1996 0/256 3/264 0.1 % 0.15 [ 0.01, 2.84 ]


Fan 1994 3/20 3/20 0.4 % 1.00 [ 0.23, 4.37 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.2 % 0.29 [ 0.03, 2.41 ]


Gariballa 2006 12/223 7/222 0.9 % 1.71 [ 0.68, 4.25 ]


Hendry 2010 0/30 2/38 0.1 % 0.25 [ 0.01, 5.05 ]


Hickson 2004 31/292 35/300 3.7 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/16 2/43 0.1 % 0.52 [ 0.03, 10.24 ]


Houwing 2003 0/51 0/52 Not estimable


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Larsson 1990a 29/197 55/238 4.7 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Liu 1996b 1/16 0/18 0.1 % 3.35 [ 0.15, 76.93 ]


Luo 2012 3/30 7/30 0.5 % 0.43 [ 0.12, 1.50 ]


Maude 2011 9/27 6/29 1.0 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.1 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 11/68 14/68 1.5 % 0.79 [ 0.38, 1.61 ]


Müller 1982a 3/66 5/29 0.4 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 1.0 % 1.09 [ 0.44, 2.68 ]


Neuvonen 1984 0/9 0/10 Not estimable


Nguyen 2012 4/14 4/14 0.6 % 1.00 [ 0.31, 3.23 ]


Pupelis 2000 1/11 5/18 0.2 % 0.33 [ 0.04, 2.45 ]


Reilly 1990 0/8 0/10 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Sabin 1998 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Samuels 1981 3/16 1/14 0.2 % 2.63 [ 0.31, 22.46 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 0.3 % 1.70 [ 0.33, 8.84 ]


Smith 1985 4/25 1/25 0.2 % 4.00 [ 0.48, 33.33 ]


Smith 1988 0/17 0/17 Not estimable


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 0/11 1/15 0.1 % 0.44 [ 0.02, 9.98 ]


Thompson 1981 0/12 0/9 Not estimable


Vicic 2013 5/52 10/49 0.8 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 1.4 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.2 % 2.00 [ 0.24, 16.97 ]


Williams 1985 4/21 3/22 0.4 % 1.40 [ 0.35, 5.51 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 0/18 1/16 0.1 % 0.30 [ 0.01, 6.84 ]


Zheng 2001a 0/65 0/15 Not estimable
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zheng 2001b 0/40 0/15 Not estimable


Zhong 2014 1/60 7/60 0.2 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.5 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 1.2 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 3822 3587 50.5 % 0.91 [ 0.81, 1.03 ]


Total events: 384 (Nutrition support), 423 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 46.43, df = 50 (P = 0.62); I2 =0.0%


Test for overall effect: Z = 1.46 (P = 0.14)


Total (95% CI) 11088 10670 100.0 % 0.94 [ 0.86, 1.03 ]


Total events: 831 (Nutrition support), 885 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 80.48, df = 98 (P = 0.90); I2 =0.0%


Test for overall effect: Z = 1.40 (P = 0.16)


Test for subgroup differences: Chi2 = 2.63, df = 3 (P = 0.45), I2 =0.0%


0.01 0.1 1 10 100


Favours nutrition support Favours control


525Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Analysis 1.6. Comparison 1 All-cause mortality - end of intervention, Outcome 6 All-cause mortality -


different screening tools.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 1 All-cause mortality - end of intervention


Outcome: 6 All-cause mortality - different screening tools


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 NRS 2002


Casaer 2011 146/2312 141/2328 15.5 % 1.04 [ 0.83, 1.30 ]


Johansen 2004 9/108 6/104 0.8 % 1.44 [ 0.53, 3.92 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Starke 2011 2/66 5/66 0.3 % 0.40 [ 0.08, 1.99 ]


Subtotal (95% CI) 2528 2536 16.7 % 1.04 [ 0.84, 1.29 ]


Total events: 158 (Nutrition support), 153 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.79, df = 3 (P = 0.62); I2 =0.0%


Test for overall effect: Z = 0.35 (P = 0.72)


2 MUST


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 MNA


De Sousa 2012 0/20 2/17 0.1 % 0.17 [ 0.01, 3.34 ]


Gazzotti 2003 2/39 2/41 0.2 % 1.05 [ 0.16, 7.10 ]


Subtotal (95% CI) 59 58 0.3 % 0.61 [ 0.12, 3.18 ]


Total events: 2 (Nutrition support), 4 (Control)


Heterogeneity: Tau2 = 0.06; Chi2 = 1.04, df = 1 (P = 0.31); I2 =4%


Test for overall effect: Z = 0.59 (P = 0.56)


4 SGA


Arias 2008 46/260 31/265 4.4 % 1.51 [ 0.99, 2.31 ]


Wu 2007a 3/215 2/108 0.2 % 0.75 [ 0.13, 4.44 ]


Wu 2007b 3/215 2/108 0.2 % 0.75 [ 0.13, 4.44 ]


Subtotal (95% CI) 690 481 4.9 % 1.41 [ 0.94, 2.10 ]


Total events: 52 (Nutrition support), 35 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.07, df = 2 (P = 0.59); I2 =0.0%


Test for overall effect: Z = 1.68 (P = 0.093)


5 Other means
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.4 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Anbar 2014 0/22 2/28 0.1 % 0.25 [ 0.01, 5.00 ]


Banerjee 1978 4/28 6/32 0.6 % 0.76 [ 0.24, 2.43 ]


Bastow 1983a 5/39 4/35 0.5 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.3 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.3 % 0.50 [ 0.10, 2.53 ]


Bellantone 1988 1/54 1/46 0.1 % 0.85 [ 0.05, 13.24 ]


Bokhorst-de 2000 1/15 0/17 0.1 % 3.38 [ 0.15, 77.12 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 4/70 3/75 0.4 % 1.43 [ 0.33, 6.16 ]


Brennan 1994 4/60 1/57 0.2 % 3.80 [ 0.44, 32.99 ]


Bunout 1989 2/17 5/19 0.3 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Choudhry 1996 0/21 1/20 0.1 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.1 % 0.81 [ 0.05, 12.01 ]


Delmi 1990 4/27 3/32 0.4 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 11.4 % 0.97 [ 0.75, 1.26 ]


Dennis 2006 142/429 147/430 22.0 % 0.97 [ 0.80, 1.17 ]


Doglietto 1990 0/13 0/16 Not estimable


Doglietto 1996 16/338 12/340 1.4 % 1.34 [ 0.64, 2.79 ]


Dong 1996 0/256 3/264 0.1 % 0.15 [ 0.01, 2.84 ]


Duncan 2006 18/150 11/159 1.5 % 1.73 [ 0.85, 3.55 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 4/85 3/86 0.4 % 1.35 [ 0.31, 5.85 ]


Fan 1989 5/64 9/60 0.7 % 0.52 [ 0.19, 1.47 ]


Fan 1994 3/20 3/20 0.4 % 1.00 [ 0.23, 4.37 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.2 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 3/20 0.3 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 0.9 % 1.71 [ 0.68, 4.25 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Heidegger 2013 8/153 12/152 1.0 % 0.66 [ 0.28, 1.57 ]


Hendry 2010 0/30 2/38 0.1 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 1.9 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 3.7 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/16 2/43 0.1 % 0.52 [ 0.03, 10.24 ]


Holyday 2012 4/71 1/72 0.2 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Kearns 1992 0/16 1/15 0.1 % 0.31 [ 0.01, 7.15 ]


Keele 1997 2/47 0/53 0.1 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 4.7 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 2/12 1/10 0.2 % 1.67 [ 0.18, 15.80 ]


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable


Liu 1996b 1/16 0/18 0.1 % 3.35 [ 0.15, 76.93 ]


Ljunggren 2012 0/19 0/20 Not estimable
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Lough 1990 4/14 7/15 0.8 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.5 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 12/98 16/97 1.6 % 0.74 [ 0.37, 1.49 ]


Maude 2011 9/27 6/29 1.0 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 6/27 5/26 0.7 % 1.16 [ 0.40, 3.33 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.1 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 11/68 14/68 1.5 % 0.79 [ 0.38, 1.61 ]


Müller 1982a 3/66 5/29 0.4 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 1.0 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 1/20 1/20 0.1 % 1.00 [ 0.07, 14.90 ]


Neelemaat 2012 14/105 11/105 1.4 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 0/10 Not estimable


Nguyen 2012 4/14 4/14 0.6 % 1.00 [ 0.31, 3.23 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 0/20 Not estimable


Potter 2001 21/183 33/193 3.0 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 1/11 5/18 0.2 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.2 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.2 % 2.63 [ 0.31, 22.46 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 0.3 % 1.70 [ 0.33, 8.84 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Singh 1998 2/21 2/22 0.2 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.2 % 4.00 [ 0.48, 33.33 ]


Smith 1988 0/17 0/17 Not estimable


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 0/11 1/15 0.1 % 0.44 [ 0.02, 9.98 ]


Stein 2002 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Sullivan 1998 0/8 3/10 0.1 % 0.17 [ 0.01, 2.96 ]


Sullivan 2004 1/27 0/30 0.1 % 3.32 [ 0.14, 78.25 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 4/30 5/35 0.5 % 0.93 [ 0.28, 3.16 ]


Vicic 2013 5/52 10/49 0.8 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 1.4 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.2 % 2.00 [ 0.24, 16.97 ]


Williams 1985 4/21 3/22 0.4 % 1.40 [ 0.35, 5.51 ]


Woolfson 1989 8/62 8/60 0.9 % 0.97 [ 0.39, 2.41 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 0/18 1/16 0.1 % 0.30 [ 0.01, 6.84 ]


Zhang 2013 1/50 3/50 0.2 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 0/15 Not estimable


Zheng 2001b 0/40 0/15 Not estimable


Zhong 2014 1/60 7/60 0.2 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.5 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 1.2 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 7811 7595 78.2 % 0.90 [ 0.81, 0.99 ]


Total events: 619 (Nutrition support), 693 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 70.76, df = 89 (P = 0.92); I2 =0.0%


Test for overall effect: Z = 2.13 (P = 0.033)


Total (95% CI) 11088 10670 100.0 % 0.94 [ 0.86, 1.03 ]


Total events: 831 (Nutrition support), 885 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 80.48, df = 98 (P = 0.90); I2 =0.0%


Test for overall effect: Z = 1.40 (P = 0.16)
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Test for subgroup differences: Chi2 = 5.87, df = 3 (P = 0.12), I2 =49%
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Analysis 1.7. Comparison 1 All-cause mortality - end of intervention, Outcome 7 All-cause mortality -


participants characterised as ’at nutritional risk’ due to one of the following conditions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 1 All-cause mortality - end of intervention


Outcome: 7 All-cause mortality - participants characterised as ’at nutritional risk’ due to one of the following conditions


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Major surgery


Abel 1976 4/20 3/24 0.4 % 1.60 [ 0.40, 6.32 ]


Bastow 1983a 5/39 4/35 0.5 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.3 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.3 % 0.50 [ 0.10, 2.53 ]


Bellantone 1988 1/54 1/46 0.1 % 0.85 [ 0.05, 13.24 ]


Brennan 1994 4/60 1/57 0.2 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Doglietto 1996 16/338 12/340 1.4 % 1.34 [ 0.64, 2.79 ]


Dong 1996 0/256 3/264 0.1 % 0.15 [ 0.01, 2.84 ]


Fan 1989 5/64 9/60 0.7 % 0.52 [ 0.19, 1.47 ]


Fan 1994 3/20 3/20 0.4 % 1.00 [ 0.23, 4.37 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.2 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]


Hendry 2010 0/30 2/38 0.1 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Hickson 2004 31/292 35/300 3.7 % 0.91 [ 0.58, 1.44 ]


Hoffmann 1988 0/16 2/43 0.1 % 0.52 [ 0.03, 10.24 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Keele 1997 2/47 0/53 0.1 % 5.63 [ 0.28, 114.27 ]


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable


Liu 1996b 1/16 0/18 0.1 % 3.35 [ 0.15, 76.93 ]


Lough 1990 4/14 7/15 0.8 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.5 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 12/98 16/97 1.6 % 0.74 [ 0.37, 1.49 ]


Müller 1982a 3/66 5/29 0.4 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 1.0 % 1.09 [ 0.44, 2.68 ]


Neuvonen 1984 0/9 0/10 Not estimable


Page 2002 0/20 0/20 Not estimable


Pupelis 2000 1/11 5/18 0.2 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.2 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Reissman 1995 0/80 0/81 Not estimable
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Singh 1998 2/21 2/22 0.2 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.2 % 4.00 [ 0.48, 33.33 ]


Smith 1988 0/17 0/17 Not estimable


Sonnenfeld 1978 0/11 1/15 0.1 % 0.44 [ 0.02, 9.98 ]


Thompson 1981 0/12 0/9 Not estimable


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.2 % 2.00 [ 0.24, 16.97 ]


Woolfson 1989 8/62 8/60 0.9 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 3/215 2/108 0.2 % 0.75 [ 0.13, 4.44 ]


Wu 2007b 3/215 2/108 0.2 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 0/18 1/16 0.1 % 0.30 [ 0.01, 6.84 ]


Zheng 2001a 0/65 0/15 Not estimable


Zheng 2001b 0/40 0/15 Not estimable


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 3051 2567 16.5 % 0.81 [ 0.65, 1.01 ]


Total events: 145 (Nutrition support), 167 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 26.48, df = 40 (P = 0.95); I2 =0.0%


Test for overall effect: Z = 1.89 (P = 0.058)


2 Stroke


Dennis 2005 105/2016 108/2007 11.4 % 0.97 [ 0.75, 1.26 ]


Dennis 2006 142/429 147/430 22.0 % 0.97 [ 0.80, 1.17 ]


Gariballa 1998 2/20 3/20 0.3 % 0.67 [ 0.12, 3.57 ]


Subtotal (95% CI) 2465 2457 33.7 % 0.97 [ 0.83, 1.12 ]


Total events: 249 (Nutrition support), 258 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.19, df = 2 (P = 0.91); I2 =0.0%


Test for overall effect: Z = 0.46 (P = 0.65)


3 ICU participants including trauma


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Casaer 2011 146/2312 141/2328 15.5 % 1.04 [ 0.83, 1.30 ]


Chuntrasakul 1996 1/21 1/17 0.1 % 0.81 [ 0.05, 12.01 ]


Heidegger 2013 8/153 12/152 1.0 % 0.66 [ 0.28, 1.57 ]


Herndon 1987 8/13 8/15 1.9 % 1.15 [ 0.61, 2.19 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Nguyen 2012 4/14 4/14 0.6 % 1.00 [ 0.31, 3.23 ]


Sabin 1998 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Stein 2002 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Vicic 2013 5/52 10/49 0.8 % 0.47 [ 0.17, 1.28 ]


Subtotal (95% CI) 2684 2698 20.8 % 0.98 [ 0.81, 1.19 ]


Total events: 179 (Nutrition support), 187 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 5.58, df = 10 (P = 0.85); I2 =0.0%


Test for overall effect: Z = 0.21 (P = 0.84)


4 Frail elderly participants with less severe conditions known to increase protein requirements


Anbar 2014 0/22 2/28 0.1 % 0.25 [ 0.01, 5.00 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 4/70 3/75 0.4 % 1.43 [ 0.33, 6.16 ]


Delmi 1990 4/27 3/32 0.4 % 1.58 [ 0.39, 6.45 ]


Duncan 2006 18/150 11/159 1.5 % 1.73 [ 0.85, 3.55 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 4/85 3/86 0.4 % 1.35 [ 0.31, 5.85 ]


Gazzotti 2003 2/39 2/41 0.2 % 1.05 [ 0.16, 7.10 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Houwing 2003 0/51 0/52 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.1 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 3.0 % 0.67 [ 0.40, 1.12 ]


Sullivan 1998 0/8 3/10 0.1 % 0.17 [ 0.01, 2.96 ]


Sullivan 2004 1/27 0/30 0.1 % 3.32 [ 0.14, 78.25 ]


Zhong 2014 1/60 7/60 0.2 % 0.14 [ 0.02, 1.13 ]


Zhu 2012a 3/33 6/16 0.5 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 1.2 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 960 977 8.3 % 0.88 [ 0.56, 1.40 ]


Total events: 76 (Nutrition support), 81 (Control)


Heterogeneity: Tau2 = 0.23; Chi2 = 21.71, df = 14 (P = 0.08); I2 =36%


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


534Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Test for overall effect: Z = 0.52 (P = 0.60)


5 Participants do not fall into one of the categories above


Abalan 1992 0/15 0/14 Not estimable


Arias 2008 46/260 31/265 4.4 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.6 % 0.76 [ 0.24, 2.43 ]


Bokhorst-de 2000 1/15 0/17 0.1 % 3.38 [ 0.15, 77.12 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Bunout 1989 2/17 5/19 0.3 % 0.45 [ 0.10, 2.01 ]


Choudhry 1996 0/21 1/20 0.1 % 0.32 [ 0.01, 7.38 ]


De Sousa 2012 0/20 2/17 0.1 % 0.17 [ 0.01, 3.34 ]


Doglietto 1990 0/13 0/16 Not estimable


Gariballa 2006 12/223 7/222 0.9 % 1.71 [ 0.68, 4.25 ]


Holyday 2012 4/71 1/72 0.2 % 4.06 [ 0.46, 35.41 ]


Johansen 2004 9/108 6/104 0.8 % 1.44 [ 0.53, 3.92 ]


Kearns 1992 0/16 1/15 0.1 % 0.31 [ 0.01, 7.15 ]


Larsson 1990a 29/197 55/238 4.7 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 2/12 1/10 0.2 % 1.67 [ 0.18, 15.80 ]


Maude 2011 9/27 6/29 1.0 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 6/27 5/26 0.7 % 1.16 [ 0.40, 3.33 ]


Moreno 2016 11/68 14/68 1.5 % 0.79 [ 0.38, 1.61 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Naveau 1986 1/20 1/20 0.1 % 1.00 [ 0.07, 14.90 ]


Neelemaat 2012 14/105 11/105 1.4 % 1.27 [ 0.61, 2.67 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Samuels 1981 3/16 1/14 0.2 % 2.63 [ 0.31, 22.46 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 0.3 % 1.70 [ 0.33, 8.84 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Starke 2011 2/66 5/66 0.3 % 0.40 [ 0.08, 1.99 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Valdivieso 1987 4/30 5/35 0.5 % 0.93 [ 0.28, 3.16 ]


Vlaming 2001 12/275 14/274 1.4 % 0.85 [ 0.40, 1.81 ]


Williams 1985 4/21 3/22 0.4 % 1.40 [ 0.35, 5.51 ]


Zhang 2013 1/50 3/50 0.2 % 0.33 [ 0.04, 3.10 ]


Subtotal (95% CI) 1928 1971 20.7 % 1.01 [ 0.83, 1.22 ]


Total events: 182 (Nutrition support), 192 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 23.64, df = 28 (P = 0.70); I2 =0.0%


Test for overall effect: Z = 0.08 (P = 0.94)


Total (95% CI) 11088 10670 100.0 % 0.94 [ 0.86, 1.03 ]


Total events: 831 (Nutrition support), 885 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 80.48, df = 98 (P = 0.90); I2 =0.0%


Test for overall effect: Z = 1.40 (P = 0.16)


Test for subgroup differences: Chi2 = 2.63, df = 4 (P = 0.62), I2 =0.0%
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Analysis 1.8. Comparison 1 All-cause mortality - end of intervention, Outcome 8 All-cause mortality -


participants characterised as ’at nutritional risk’ due to one of the following criteria.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 1 All-cause mortality - end of intervention


Outcome: 8 All-cause mortality - participants characterised as ’at nutritional risk’ due to one of the following criteria


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 BMI less than 20.5 kg/m
2


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]


Neelemaat 2012 14/105 11/105 1.4 % 1.27 [ 0.61, 2.67 ]


Subtotal (95% CI) 123 124 1.5 % 1.19 [ 0.58, 2.45 ]


Total events: 14 (Nutrition support), 12 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.62, df = 1 (P = 0.43); I2 =0.0%


Test for overall effect: Z = 0.47 (P = 0.64)


2 Weight loss of at least 5% during the last three months


Ollenschläger 1992 0/16 0/16 Not estimable


Subtotal (95% CI) 16 16 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 Weight loss of at least 10% during the last six months


Bokhorst-de 2000 1/15 0/17 0.1 % 3.38 [ 0.15, 77.12 ]


Subtotal (95% CI) 15 17 0.1 % 3.38 [ 0.15, 77.12 ]


Total events: 1 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.76 (P = 0.45)


4 Insufficient food intake during the last week (50% of requirements or less)


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Participants characterised as ’at nutritional risk’ by other means


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.4 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Anbar 2014 0/22 2/28 0.1 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/260 31/265 4.4 % 1.51 [ 0.99, 2.31 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Banerjee 1978 4/28 6/32 0.6 % 0.76 [ 0.24, 2.43 ]


Bastow 1983a 5/39 4/35 0.5 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.3 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.3 % 0.50 [ 0.10, 2.53 ]


Bellantone 1988 1/54 1/46 0.1 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 4/70 3/75 0.4 % 1.43 [ 0.33, 6.16 ]


Brennan 1994 4/60 1/57 0.2 % 3.80 [ 0.44, 32.99 ]


Bunout 1989 2/17 5/19 0.3 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Casaer 2011 146/2312 141/2328 15.5 % 1.04 [ 0.83, 1.30 ]


Choudhry 1996 0/21 1/20 0.1 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.1 % 0.81 [ 0.05, 12.01 ]


De Sousa 2012 0/20 2/17 0.1 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 0.4 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 11.4 % 0.97 [ 0.75, 1.26 ]


Dennis 2006 142/429 147/430 22.0 % 0.97 [ 0.80, 1.17 ]


Doglietto 1990 0/13 0/16 Not estimable


Doglietto 1996 16/338 12/340 1.4 % 1.34 [ 0.64, 2.79 ]


Dong 1996 0/256 3/264 0.1 % 0.15 [ 0.01, 2.84 ]


Duncan 2006 18/150 11/159 1.5 % 1.73 [ 0.85, 3.55 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 4/85 3/86 0.4 % 1.35 [ 0.31, 5.85 ]


Fan 1989 5/64 9/60 0.7 % 0.52 [ 0.19, 1.47 ]


Fan 1994 3/20 3/20 0.4 % 1.00 [ 0.23, 4.37 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.2 % 0.29 [ 0.03, 2.41 ]


Gariballa 1998 2/20 3/20 0.3 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 0.9 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.2 % 1.05 [ 0.16, 7.10 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Heidegger 2013 8/153 12/152 1.0 % 0.66 [ 0.28, 1.57 ]


Hendry 2010 0/30 2/38 0.1 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 1.9 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 3.7 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/16 2/43 0.1 % 0.52 [ 0.03, 10.24 ]


Holyday 2012 4/71 1/72 0.2 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Johansen 2004 9/108 6/104 0.8 % 1.44 [ 0.53, 3.92 ]


Kearns 1992 0/16 1/15 0.1 % 0.31 [ 0.01, 7.15 ]


Keele 1997 2/47 0/53 0.1 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 4.7 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 2/12 1/10 0.2 % 1.67 [ 0.18, 15.80 ]


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable


Liu 1996b 1/16 0/18 0.1 % 3.35 [ 0.15, 76.93 ]


Ljunggren 2012 0/19 0/20 Not estimable


Lough 1990 4/14 7/15 0.8 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.5 % 0.43 [ 0.12, 1.50 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 12/98 16/97 1.6 % 0.74 [ 0.37, 1.49 ]


Maude 2011 9/27 6/29 1.0 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 6/27 5/26 0.7 % 1.16 [ 0.40, 3.33 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.1 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 11/68 14/68 1.5 % 0.79 [ 0.38, 1.61 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Müller 1982a 3/66 5/29 0.4 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 1.0 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 1/20 1/20 0.1 % 1.00 [ 0.07, 14.90 ]


Neuvonen 1984 0/9 0/10 Not estimable


Nguyen 2012 4/14 4/14 0.6 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 0/20 Not estimable


Potter 2001 21/183 33/193 3.0 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 1/11 5/18 0.2 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.2 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.2 % 2.63 [ 0.31, 22.46 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 0.3 % 1.70 [ 0.33, 8.84 ]


Singh 1998 2/21 2/22 0.2 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.2 % 4.00 [ 0.48, 33.33 ]


Smith 1988 0/17 0/17 Not estimable
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 0/11 1/15 0.1 % 0.44 [ 0.02, 9.98 ]


Starke 2011 2/66 5/66 0.3 % 0.40 [ 0.08, 1.99 ]


Stein 2002 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Sullivan 1998 0/8 3/10 0.1 % 0.17 [ 0.01, 2.96 ]


Sullivan 2004 1/27 0/30 0.1 % 3.32 [ 0.14, 78.25 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 4/30 5/35 0.5 % 0.93 [ 0.28, 3.16 ]


Vicic 2013 5/52 10/49 0.8 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 1.4 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.2 % 2.00 [ 0.24, 16.97 ]


Williams 1985 4/21 3/22 0.4 % 1.40 [ 0.35, 5.51 ]


Woolfson 1989 8/62 8/60 0.9 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 3/215 2/108 0.2 % 0.75 [ 0.13, 4.44 ]


Wu 2007b 3/215 2/108 0.2 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 0/18 1/16 0.1 % 0.30 [ 0.01, 6.84 ]


Zhang 2013 1/50 3/50 0.2 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 0/15 Not estimable


Zheng 2001b 0/40 0/15 Not estimable


Zhong 2014 1/60 7/60 0.2 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.5 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 1.2 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 10934 10513 98.4 % 0.93 [ 0.86, 1.02 ]


Total events: 816 (Nutrition support), 873 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 78.81, df = 95 (P = 0.88); I2 =0.0%


Test for overall effect: Z = 1.49 (P = 0.14)


Total (95% CI) 11088 10670 100.0 % 0.94 [ 0.86, 1.03 ]


Total events: 831 (Nutrition support), 885 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 80.48, df = 98 (P = 0.90); I2 =0.0%


Test for overall effect: Z = 1.40 (P = 0.16)
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Test for subgroup differences: Chi2 = 1.06, df = 2 (P = 0.59), I2 =0.0%
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Analysis 1.9. Comparison 1 All-cause mortality - end of intervention, Outcome 9 All-cause mortality -


participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 1 All-cause mortality - end of intervention


Outcome: 9 All-cause mortality - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Biomarkers


Dong 1996 0/256 3/264 0.1 % 0.15 [ 0.01, 2.84 ]


Liu 1996b 1/16 0/18 0.1 % 3.35 [ 0.15, 76.93 ]


Luo 2012 3/30 7/30 0.5 % 0.43 [ 0.12, 1.50 ]


Reilly 1990 0/8 0/10 Not estimable


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Subtotal (95% CI) 322 335 0.8 % 0.43 [ 0.16, 1.19 ]


Total events: 4 (Nutrition support), 12 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.37, df = 3 (P = 0.50); I2 =0.0%


Test for overall effect: Z = 1.62 (P = 0.11)


2 Anthropometric measures


Abel 1976 4/20 3/24 0.4 % 1.60 [ 0.40, 6.32 ]


Bastow 1983a 5/39 4/35 0.5 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.3 % 0.37 [ 0.08, 1.71 ]


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Hoffmann 1988 0/16 2/43 0.1 % 0.52 [ 0.03, 10.24 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.1 % 3.25 [ 0.14, 76.01 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Potter 2001 21/183 33/193 3.0 % 0.67 [ 0.40, 1.12 ]


Smith 1988 0/17 0/17 Not estimable


Vlaming 2001 12/275 14/274 1.4 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 683 719 6.2 % 0.80 [ 0.56, 1.15 ]


Total events: 49 (Nutrition support), 64 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 4.98, df = 9 (P = 0.84); I2 =0.0%


Test for overall effect: Z = 1.21 (P = 0.23)


3 Characterised by other means


Abalan 1992 0/15 0/14 Not estimable


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Anbar 2014 0/22 2/28 0.1 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/260 31/265 4.4 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.6 % 0.76 [ 0.24, 2.43 ]


Beier-Holgersen 1999 2/30 4/30 0.3 % 0.50 [ 0.10, 2.53 ]


Bellantone 1988 1/54 1/46 0.1 % 0.85 [ 0.05, 13.24 ]


Bokhorst-de 2000 1/15 0/17 0.1 % 3.38 [ 0.15, 77.12 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 4/70 3/75 0.4 % 1.43 [ 0.33, 6.16 ]


Brennan 1994 4/60 1/57 0.2 % 3.80 [ 0.44, 32.99 ]


Bunout 1989 2/17 5/19 0.3 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Casaer 2011 146/2312 141/2328 15.5 % 1.04 [ 0.83, 1.30 ]


Choudhry 1996 0/21 1/20 0.1 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.1 % 0.81 [ 0.05, 12.01 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


De Sousa 2012 0/20 2/17 0.1 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 0.4 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 11.4 % 0.97 [ 0.75, 1.26 ]


Dennis 2006 142/429 147/430 22.0 % 0.97 [ 0.80, 1.17 ]


Doglietto 1990 0/13 0/16 Not estimable


Doglietto 1996 16/338 12/340 1.4 % 1.34 [ 0.64, 2.79 ]


Duncan 2006 18/150 11/159 1.5 % 1.73 [ 0.85, 3.55 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 4/85 3/86 0.4 % 1.35 [ 0.31, 5.85 ]


Fan 1989 5/64 9/60 0.7 % 0.52 [ 0.19, 1.47 ]


Fan 1994 3/20 3/20 0.4 % 1.00 [ 0.23, 4.37 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.2 % 0.29 [ 0.03, 2.41 ]


Gariballa 1998 2/20 3/20 0.3 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 0.9 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.2 % 1.05 [ 0.16, 7.10 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Heidegger 2013 8/153 12/152 1.0 % 0.66 [ 0.28, 1.57 ]


Hendry 2010 0/30 2/38 0.1 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 1.9 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 3.7 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Holyday 2012 4/71 1/72 0.2 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Johansen 2004 9/108 6/104 0.8 % 1.44 [ 0.53, 3.92 ]


Kearns 1992 0/16 1/15 0.1 % 0.31 [ 0.01, 7.15 ]


Keele 1997 2/47 0/53 0.1 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 4.7 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 2/12 1/10 0.2 % 1.67 [ 0.18, 15.80 ]


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


Lough 1990 4/14 7/15 0.8 % 0.61 [ 0.23, 1.65 ]


Malhotra 2004 12/98 16/97 1.6 % 0.74 [ 0.37, 1.49 ]


Maude 2011 9/27 6/29 1.0 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 6/27 5/26 0.7 % 1.16 [ 0.40, 3.33 ]


Moreno 2016 11/68 14/68 1.5 % 0.79 [ 0.38, 1.61 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Müller 1982a 3/66 5/29 0.4 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 1.0 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 1/20 1/20 0.1 % 1.00 [ 0.07, 14.90 ]


Neelemaat 2012 14/105 11/105 1.4 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 0/10 Not estimable


Nguyen 2012 4/14 4/14 0.6 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 0/20 Not estimable


Pupelis 2000 1/11 5/18 0.2 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.2 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Samuels 1981 3/16 1/14 0.2 % 2.63 [ 0.31, 22.46 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 0.3 % 1.70 [ 0.33, 8.84 ]


Singh 1998 2/21 2/22 0.2 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.2 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 0/11 1/15 0.1 % 0.44 [ 0.02, 9.98 ]


Starke 2011 2/66 5/66 0.3 % 0.40 [ 0.08, 1.99 ]


Stein 2002 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Sullivan 1998 0/8 3/10 0.1 % 0.17 [ 0.01, 2.96 ]


Sullivan 2004 1/27 0/30 0.1 % 3.32 [ 0.14, 78.25 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 4/30 5/35 0.5 % 0.93 [ 0.28, 3.16 ]


Vicic 2013 5/52 10/49 0.8 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.2 % 2.00 [ 0.24, 16.97 ]


Williams 1985 4/21 3/22 0.4 % 1.40 [ 0.35, 5.51 ]


Woolfson 1989 8/62 8/60 0.9 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 3/215 2/108 0.2 % 0.75 [ 0.13, 4.44 ]


Wu 2007b 3/215 2/108 0.2 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 0/18 1/16 0.1 % 0.30 [ 0.01, 6.84 ]


Zhang 2013 1/50 3/50 0.2 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 0/15 Not estimable


Zheng 2001b 0/40 0/15 Not estimable


Zhong 2014 1/60 7/60 0.2 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.5 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 1.2 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 10083 9616 93.1 % 0.95 [ 0.87, 1.05 ]


Total events: 778 (Nutrition support), 809 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 70.02, df = 84 (P = 0.86); I2 =0.0%
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Test for overall effect: Z = 1.00 (P = 0.32)


Total (95% CI) 11088 10670 100.0 % 0.94 [ 0.86, 1.03 ]


Total events: 831 (Nutrition support), 885 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 80.48, df = 98 (P = 0.90); I2 =0.0%


Test for overall effect: Z = 1.40 (P = 0.16)


Test for subgroup differences: Chi2 = 3.10, df = 2 (P = 0.21), I2 =36%
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Analysis 1.10. Comparison 1 All-cause mortality - end of intervention, Outcome 10 All-cause mortality -


randomisation year.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 1 All-cause mortality - end of intervention


Outcome: 10 All-cause mortality - randomisation year


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Before 1960


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 1960 to 1979


Abel 1976 4/20 3/24 0.4 % 1.60 [ 0.40, 6.32 ]


Banerjee 1978 4/28 6/32 0.6 % 0.76 [ 0.24, 2.43 ]


Samuels 1981 3/16 1/14 0.2 % 2.63 [ 0.31, 22.46 ]


Sonnenfeld 1978 0/11 1/15 0.1 % 0.44 [ 0.02, 9.98 ]


Thompson 1981 0/12 0/9 Not estimable


Subtotal (95% CI) 87 94 1.2 % 1.11 [ 0.50, 2.46 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 11 (Nutrition support), 11 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.63, df = 3 (P = 0.65); I2 =0.0%


Test for overall effect: Z = 0.27 (P = 0.79)


3 1980 to 1999


Abalan 1992 0/15 0/14 Not estimable


Bastow 1983a 5/39 4/35 0.5 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.3 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.3 % 0.50 [ 0.10, 2.53 ]


Bellantone 1988 1/54 1/46 0.1 % 0.85 [ 0.05, 13.24 ]


Bokhorst-de 2000 1/15 0/17 0.1 % 3.38 [ 0.15, 77.12 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 4/60 1/57 0.2 % 3.80 [ 0.44, 32.99 ]


Bunout 1989 2/17 5/19 0.3 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Choudhry 1996 0/21 1/20 0.1 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.1 % 0.81 [ 0.05, 12.01 ]


Delmi 1990 4/27 3/32 0.4 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 11.4 % 0.97 [ 0.75, 1.26 ]


Dennis 2006 142/429 147/430 22.0 % 0.97 [ 0.80, 1.17 ]


Doglietto 1990 0/13 0/16 Not estimable


Doglietto 1996 16/338 12/340 1.4 % 1.34 [ 0.64, 2.79 ]


Dong 1996 0/256 3/264 0.1 % 0.15 [ 0.01, 2.84 ]


Espaulella 2000 4/85 3/86 0.4 % 1.35 [ 0.31, 5.85 ]


Fan 1989 5/64 9/60 0.7 % 0.52 [ 0.19, 1.47 ]


Fan 1994 3/20 3/20 0.4 % 1.00 [ 0.23, 4.37 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.2 % 0.29 [ 0.03, 2.41 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 3/20 0.3 % 0.67 [ 0.12, 3.57 ]


Gazzotti 2003 2/39 2/41 0.2 % 1.05 [ 0.16, 7.10 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Herndon 1987 8/13 8/15 1.9 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 2/43 0.1 % 0.52 [ 0.03, 10.24 ]


Houwing 2003 0/51 0/52 Not estimable


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Kearns 1992 0/16 1/15 0.1 % 0.31 [ 0.01, 7.15 ]


Keele 1997 2/47 0/53 0.1 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 4.7 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 2/12 1/10 0.2 % 1.67 [ 0.18, 15.80 ]


Liu 1996b 1/16 0/18 0.1 % 3.35 [ 0.15, 76.93 ]


Lough 1990 4/14 7/15 0.8 % 0.61 [ 0.23, 1.65 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Maude 2011 9/27 6/29 1.0 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 6/27 5/26 0.7 % 1.16 [ 0.40, 3.33 ]


Müller 1982a 3/66 5/29 0.4 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 1.0 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 1/20 1/20 0.1 % 1.00 [ 0.07, 14.90 ]


Neuvonen 1984 0/9 0/10 Not estimable


Ollenschläger 1992 0/16 0/16 Not estimable


Potter 2001 21/183 33/193 3.0 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 1/11 5/18 0.2 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.2 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Reissman 1995 0/80 0/81 Not estimable
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Sabin 1998 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 0.3 % 1.70 [ 0.33, 8.84 ]


Singh 1998 2/21 2/22 0.2 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.2 % 4.00 [ 0.48, 33.33 ]


Smith 1988 0/17 0/17 Not estimable


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Sullivan 1998 0/8 3/10 0.1 % 0.17 [ 0.01, 2.96 ]


Valdivieso 1987 4/30 5/35 0.5 % 0.93 [ 0.28, 3.16 ]


Vlaming 2001 12/275 14/274 1.4 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.2 % 2.00 [ 0.24, 16.97 ]


Williams 1985 4/21 3/22 0.4 % 1.40 [ 0.35, 5.51 ]


Woolfson 1989 8/62 8/60 0.9 % 0.97 [ 0.39, 2.41 ]


Yamada 1983 0/18 1/16 0.1 % 0.30 [ 0.01, 6.84 ]


Zheng 2001a 0/65 0/15 Not estimable


Zheng 2001b 0/40 0/15 Not estimable


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 5758 5592 59.9 % 0.91 [ 0.81, 1.02 ]


Total events: 463 (Nutrition support), 516 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 42.10, df = 60 (P = 0.96); I2 =0.0%


Test for overall effect: Z = 1.64 (P = 0.10)


4 After 1999


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Anbar 2014 0/22 2/28 0.1 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/260 31/265 4.4 % 1.51 [ 0.99, 2.31 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 4/70 3/75 0.4 % 1.43 [ 0.33, 6.16 ]


Casaer 2011 146/2312 141/2328 15.5 % 1.04 [ 0.83, 1.30 ]


De Sousa 2012 0/20 2/17 0.1 % 0.17 [ 0.01, 3.34 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Duncan 2006 18/150 11/159 1.5 % 1.73 [ 0.85, 3.55 ]


Eneroth 2005 0/40 0/40 Not estimable


Gariballa 2006 12/223 7/222 0.9 % 1.71 [ 0.68, 4.25 ]


Heidegger 2013 8/153 12/152 1.0 % 0.66 [ 0.28, 1.57 ]


Hendry 2010 0/30 2/38 0.1 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Hickson 2004 31/292 35/300 3.7 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Holyday 2012 4/71 1/72 0.2 % 4.06 [ 0.46, 35.41 ]


Johansen 2004 9/108 6/104 0.8 % 1.44 [ 0.53, 3.92 ]


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 0.5 % 0.43 [ 0.12, 1.50 ]


Malhotra 2004 12/98 16/97 1.6 % 0.74 [ 0.37, 1.49 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.1 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 11/68 14/68 1.5 % 0.79 [ 0.38, 1.61 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Neelemaat 2012 14/105 11/105 1.4 % 1.27 [ 0.61, 2.67 ]


Nguyen 2012 4/14 4/14 0.6 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 0/20 Not estimable


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Starke 2011 2/66 5/66 0.3 % 0.40 [ 0.08, 1.99 ]


Stein 2002 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Sullivan 2004 1/27 0/30 0.1 % 3.32 [ 0.14, 78.25 ]


Vicic 2013 5/52 10/49 0.8 % 0.47 [ 0.17, 1.28 ]


Wu 2007a 3/215 2/108 0.2 % 0.75 [ 0.13, 4.44 ]


Wu 2007b 3/215 2/108 0.2 % 0.75 [ 0.13, 4.44 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 1/50 3/50 0.2 % 0.33 [ 0.04, 3.10 ]


Zhong 2014 1/60 7/60 0.2 % 0.14 [ 0.02, 1.13 ]


Zhu 2012a 3/33 6/16 0.5 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 1.2 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 5243 4984 38.9 % 0.95 [ 0.80, 1.12 ]


Total events: 357 (Nutrition support), 358 (Control)


Heterogeneity: Tau2 = 0.02; Chi2 = 35.90, df = 33 (P = 0.33); I2 =8%


Test for overall effect: Z = 0.62 (P = 0.54)


Total (95% CI) 11088 10670 100.0 % 0.94 [ 0.86, 1.03 ]


Total events: 831 (Nutrition support), 885 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 80.48, df = 98 (P = 0.90); I2 =0.0%


Test for overall effect: Z = 1.40 (P = 0.16)


Test for subgroup differences: Chi2 = 0.37, df = 2 (P = 0.83), I2 =0.0%
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Analysis 1.11. Comparison 1 All-cause mortality - end of intervention, Outcome 11 All-cause mortality -


trials where the intervention lasts fewer than three days compared with trials where the intervention lasts


three days or more.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 1 All-cause mortality - end of intervention


Outcome: 11 All-cause mortality - trials where the intervention lasts fewer than three days compared with trials where the intervention lasts three days or more


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Three days or more


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.4 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Banerjee 1978 4/28 6/32 0.6 % 0.76 [ 0.24, 2.43 ]


Bastow 1983a 5/39 4/35 0.5 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.3 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.3 % 0.50 [ 0.10, 2.53 ]


Bellantone 1988 1/54 1/46 0.1 % 0.85 [ 0.05, 13.24 ]


Bokhorst-de 2000 1/15 0/17 0.1 % 3.38 [ 0.15, 77.12 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 4/70 3/75 0.4 % 1.43 [ 0.33, 6.16 ]


Brennan 1994 4/60 1/57 0.2 % 3.80 [ 0.44, 32.99 ]


Bunout 1989 2/17 5/19 0.3 % 0.45 [ 0.10, 2.01 ]


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Casaer 2011 146/2312 141/2328 15.5 % 1.04 [ 0.83, 1.30 ]


Chuntrasakul 1996 1/21 1/17 0.1 % 0.81 [ 0.05, 12.01 ]


De Sousa 2012 0/20 2/17 0.1 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 0.4 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 11.4 % 0.97 [ 0.75, 1.26 ]


Dennis 2006 142/429 147/430 22.0 % 0.97 [ 0.80, 1.17 ]


Doglietto 1990 0/13 0/16 Not estimable
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Doglietto 1996 16/338 12/340 1.4 % 1.34 [ 0.64, 2.79 ]


Dong 1996 0/256 3/264 0.1 % 0.15 [ 0.01, 2.84 ]


Duncan 2006 18/150 11/159 1.5 % 1.73 [ 0.85, 3.55 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 4/85 3/86 0.4 % 1.35 [ 0.31, 5.85 ]


Fan 1989 5/64 9/60 0.7 % 0.52 [ 0.19, 1.47 ]


Fan 1994 3/20 3/20 0.4 % 1.00 [ 0.23, 4.37 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.2 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 3/20 0.3 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 0.9 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.2 % 1.05 [ 0.16, 7.10 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Heidegger 2013 8/153 12/152 1.0 % 0.66 [ 0.28, 1.57 ]


Hendry 2010 0/30 2/38 0.1 % 0.25 [ 0.01, 5.05 ]


Herndon 1987 8/13 8/15 1.9 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 3.7 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/16 2/43 0.1 % 0.52 [ 0.03, 10.24 ]


Holyday 2012 4/71 1/72 0.2 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Johansen 2004 9/108 6/104 0.8 % 1.44 [ 0.53, 3.92 ]


Kearns 1992 0/16 1/15 0.1 % 0.31 [ 0.01, 7.15 ]


Keele 1997 2/47 0/53 0.1 % 5.63 [ 0.28, 114.27 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Larsson 1990a 29/197 55/238 4.7 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 2/12 1/10 0.2 % 1.67 [ 0.18, 15.80 ]


Liu 1996b 1/16 0/18 0.1 % 3.35 [ 0.15, 76.93 ]


Lough 1990 4/14 7/15 0.8 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.5 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 12/98 16/97 1.6 % 0.74 [ 0.37, 1.49 ]


Mezey 1991 6/27 5/26 0.7 % 1.16 [ 0.40, 3.33 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.1 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 11/68 14/68 1.5 % 0.79 [ 0.38, 1.61 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Müller 1982a 3/66 5/29 0.4 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 1.0 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 1/20 1/20 0.1 % 1.00 [ 0.07, 14.90 ]


Neelemaat 2012 14/105 11/105 1.4 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 0/10 Not estimable


Nguyen 2012 4/14 4/14 0.6 % 1.00 [ 0.31, 3.23 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 0/20 Not estimable


Potter 2001 21/183 33/193 3.0 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 1/11 5/18 0.2 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.2 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.2 % 2.63 [ 0.31, 22.46 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Simon 1988 3/15 2/17 0.3 % 1.70 [ 0.33, 8.84 ]


Singh 1998 2/21 2/22 0.2 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.2 % 4.00 [ 0.48, 33.33 ]


Smith 1988 0/17 0/17 Not estimable


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Starke 2011 2/66 5/66 0.3 % 0.40 [ 0.08, 1.99 ]


Sullivan 1998 0/8 3/10 0.1 % 0.17 [ 0.01, 2.96 ]


Sullivan 2004 1/27 0/30 0.1 % 3.32 [ 0.14, 78.25 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 4/30 5/35 0.5 % 0.93 [ 0.28, 3.16 ]


Vicic 2013 5/52 10/49 0.8 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 1.4 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.2 % 2.00 [ 0.24, 16.97 ]


Williams 1985 4/21 3/22 0.4 % 1.40 [ 0.35, 5.51 ]


Woolfson 1989 8/62 8/60 0.9 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 3/215 2/108 0.2 % 0.75 [ 0.13, 4.44 ]


Wu 2007b 3/215 2/108 0.2 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 0/18 1/16 0.1 % 0.30 [ 0.01, 6.84 ]


Zhang 2013 1/50 3/50 0.2 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 0/15 Not estimable


Zheng 2001b 0/40 0/15 Not estimable


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.5 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 1.2 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 10394 10040 93.6 % 0.92 [ 0.84, 1.01 ]


Total events: 771 (Nutrition support), 829 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 67.54, df = 88 (P = 0.95); I2 =0.0%


Test for overall effect: Z = 1.73 (P = 0.084)


2 Fewer than three days


Choudhry 1996 0/21 1/20 0.1 % 0.32 [ 0.01, 7.38 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


Maude 2011 9/27 6/29 1.0 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Sabin 1998 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Sonnenfeld 1978 0/11 1/15 0.1 % 0.44 [ 0.02, 9.98 ]


Stein 2002 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Zhong 2014 1/60 7/60 0.2 % 0.14 [ 0.02, 1.13 ]


Subtotal (95% CI) 397 325 2.0 % 0.76 [ 0.39, 1.45 ]


Total events: 14 (Nutrition support), 23 (Control)


Heterogeneity: Tau2 = 0.03; Chi2 = 7.21, df = 7 (P = 0.41); I2 =3%


Test for overall effect: Z = 0.85 (P = 0.40)


3 Unknown


Anbar 2014 0/22 2/28 0.1 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/260 31/265 4.4 % 1.51 [ 0.99, 2.31 ]


Capell 1990 0/15 0/12 Not estimable


Subtotal (95% CI) 297 305 4.4 % 1.16 [ 0.33, 4.06 ]


Total events: 46 (Nutrition support), 33 (Control)


Heterogeneity: Tau2 = 0.43; Chi2 = 1.37, df = 1 (P = 0.24); I2 =27%


Test for overall effect: Z = 0.23 (P = 0.82)


Total (95% CI) 11088 10670 100.0 % 0.94 [ 0.86, 1.03 ]


Total events: 831 (Nutrition support), 885 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 80.48, df = 98 (P = 0.90); I2 =0.0%


Test for overall effect: Z = 1.40 (P = 0.16)


Test for subgroup differences: Chi2 = 0.49, df = 2 (P = 0.78), I2 =0.0%
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Analysis 1.12. Comparison 1 All-cause mortality - end of intervention, Outcome 12 All-cause mortality -


’best-worst case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 1 All-cause mortality - end of intervention


Outcome: 12 All-cause mortality - ’best-worst case’ scenario


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.8 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/10 2/10 0.3 % 0.50 [ 0.05, 4.67 ]


Anbar 2014 0/23 2/28 0.2 % 0.24 [ 0.01, 4.80 ]


Arias 2008 46/333 100/334 4.8 % 0.46 [ 0.34, 0.63 ]


Banerjee 1978 4/31 6/32 1.1 % 0.69 [ 0.21, 2.21 ]


Bastow 1983a 5/39 4/35 1.0 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.7 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.6 % 0.50 [ 0.10, 2.53 ]


Bellantone 1988 1/54 1/46 0.2 % 0.85 [ 0.05, 13.24 ]


Bokhorst-de 2000 1/15 0/17 0.2 % 3.38 [ 0.15, 77.12 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/30 14/30 0.2 % 0.03 [ 0.00, 0.55 ]


Breedveld-Peters 4/73 7/79 1.0 % 0.62 [ 0.19, 2.03 ]


Brennan 1994 4/60 1/57 0.4 % 3.80 [ 0.44, 32.99 ]


Bunout 1989 2/17 5/19 0.7 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/15 2/15 0.2 % 0.20 [ 0.01, 3.85 ]


Casaer 2011 146/2312 141/2328 5.6 % 1.04 [ 0.83, 1.30 ]


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.2 % 0.81 [ 0.05, 12.01 ]


De Sousa 2012 0/20 2/17 0.2 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 0.8 % 1.58 [ 0.39, 6.45 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Dennis 2005 105/2016 108/2007 5.2 % 0.97 [ 0.75, 1.26 ]


Dennis 2006 142/429 147/430 5.8 % 0.97 [ 0.80, 1.17 ]


Doglietto 1990 0/13 0/16 Not estimable


Doglietto 1996 16/338 12/340 2.2 % 1.34 [ 0.64, 2.79 ]


Dong 1996 0/256 3/264 0.2 % 0.15 [ 0.01, 2.84 ]


Duncan 2006 18/153 17/165 2.7 % 1.14 [ 0.61, 2.13 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 4/85 3/86 0.7 % 1.35 [ 0.31, 5.85 ]


Fan 1989 5/75 24/75 1.6 % 0.21 [ 0.08, 0.52 ]


Fan 1994 3/20 3/20 0.7 % 1.00 [ 0.23, 4.37 ]


Fasth 1987 1/48 1/44 0.2 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.4 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/20 4/22 0.2 % 0.12 [ 0.01, 2.13 ]


Gariballa 1998 2/21 4/21 0.6 % 0.50 [ 0.10, 2.44 ]


Gariballa 2006 12/223 7/222 1.6 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.4 % 1.05 [ 0.16, 7.10 ]


Hartgrink 1998 7/70 17/70 1.9 % 0.41 [ 0.18, 0.93 ]


Heidegger 2013 8/153 12/152 1.7 % 0.66 [ 0.28, 1.57 ]


Hendry 2010 0/38 2/38 0.2 % 0.20 [ 0.01, 4.03 ]


Henriksen 2003a 0/16 1/8 0.2 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 2.6 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 3.7 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/51 10/51 0.2 % 0.05 [ 0.00, 0.79 ]


Holyday 2012 4/71 1/72 0.3 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jimenez 1995a 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Jimenez 1995b 2/20 1/5 0.3 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Johansen 2004 9/108 6/104 1.4 % 1.44 [ 0.53, 3.92 ]


Kearns 1992 0/16 1/15 0.2 % 0.31 [ 0.01, 7.15 ]


Keele 1997 2/47 0/53 0.2 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/250 68/251 4.1 % 0.43 [ 0.29, 0.64 ]


Ledinghen 1997 2/12 1/10 0.3 % 1.67 [ 0.18, 15.80 ]


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable


Liu 1996b 1/16 0/18 0.2 % 3.35 [ 0.15, 76.93 ]


Ljunggren 2012 0/20 0/20 Not estimable


Lough 1990 4/14 7/15 1.4 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.9 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.3 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 12/100 19/100 2.4 % 0.63 [ 0.32, 1.23 ]


Maude 2011 9/27 6/29 1.6 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 6/28 5/26 1.3 % 1.11 [ 0.39, 3.22 ]


Miller 2006a 2/25 2/26 0.5 % 1.04 [ 0.16, 6.83 ]


Miller 2006b 1/24 0/25 0.2 % 3.12 [ 0.13, 73.04 ]


Moreno 2016 11/68 14/68 2.2 % 0.79 [ 0.38, 1.61 ]


Munk 2014 1/44 3/40 0.3 % 0.30 [ 0.03, 2.80 ]


Müller 1982a 3/80 16/40 1.1 % 0.09 [ 0.03, 0.30 ]


Müller 1982b 10/55 16/40 2.4 % 0.45 [ 0.23, 0.89 ]


Naveau 1986 1/20 1/20 0.2 % 1.00 [ 0.07, 14.90 ]


Neelemaat 2012 14/105 11/105 2.1 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 0/10 Not estimable


Nguyen 2012 4/14 4/14 1.1 % 1.00 [ 0.31, 3.23 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 0/20 Not estimable
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Potter 2001 21/186 35/195 3.4 % 0.63 [ 0.38, 1.04 ]


Pupelis 2000 1/11 5/18 0.4 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.4 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Roth 2013 1/74 1/83 0.2 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 2/40 3/40 0.5 % 0.67 [ 0.12, 3.78 ]


Sacks 1995 2/8 1/9 0.3 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/18 2/15 0.6 % 1.25 [ 0.24, 6.53 ]


Saudny-Unterberger 1997 1/17 1/16 0.2 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.2 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/16 3/18 0.7 % 1.13 [ 0.26, 4.80 ]


Singh 1998 2/21 2/22 0.5 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.4 % 4.00 [ 0.48, 33.33 ]


Smith 1988 0/17 0/17 Not estimable


Song 1993 0/12 2/13 0.2 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 0/11 1/15 0.2 % 0.44 [ 0.02, 9.98 ]


Starke 2011 2/67 6/67 0.6 % 0.33 [ 0.07, 1.59 ]


Stein 2002 2/40 3/40 0.5 % 0.67 [ 0.12, 3.78 ]


Sullivan 1998 0/8 3/10 0.2 % 0.17 [ 0.01, 2.96 ]


Sullivan 2004 1/27 0/30 0.2 % 3.32 [ 0.14, 78.25 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 4/30 5/35 1.0 % 0.93 [ 0.28, 3.16 ]


Vicic 2013 5/52 10/49 1.4 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 2.1 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.3 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.4 % 2.00 [ 0.24, 16.97 ]


Williams 1985 4/21 3/22 0.8 % 1.40 [ 0.35, 5.51 ]


Woolfson 1989 8/62 8/60 1.6 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 3/215 2/108 0.5 % 0.75 [ 0.13, 4.44 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Wu 2007b 3/215 2/108 0.5 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 0/18 1/16 0.2 % 0.30 [ 0.01, 6.84 ]


Zhang 2013 1/50 3/50 0.3 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 0/15 Not estimable


Zheng 2001b 0/40 0/15 Not estimable


Zhong 2014 1/60 7/60 0.4 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.9 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 1.9 % 0.57 [ 0.25, 1.29 ]


Total (95% CI) 11354 10853 100.0 % 0.74 [ 0.65, 0.84 ]


Total events: 831 (Nutrition support), 1068 (Control)


Heterogeneity: Tau2 = 0.07; Chi2 = 131.96, df = 99 (P = 0.02); I2 =25%


Test for overall effect: Z = 4.48 (P < 0.00001)


Test for subgroup differences: Not applicable
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Analysis 1.13. Comparison 1 All-cause mortality - end of intervention, Outcome 13 All-cause mortality -


’worst-best case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 1 All-cause mortality - end of intervention


Outcome: 13 All-cause mortality - ’worst-best case’ scenario


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.9 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 2/10 2/10 0.6 % 1.00 [ 0.17, 5.77 ]


Anbar 2014 1/23 2/28 0.4 % 0.61 [ 0.06, 6.30 ]


Arias 2008 119/333 31/334 3.5 % 3.85 [ 2.67, 5.55 ]


Banerjee 1978 7/31 6/32 1.5 % 1.20 [ 0.46, 3.18 ]


Bastow 1983a 5/39 4/35 1.1 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.8 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.7 % 0.50 [ 0.10, 2.53 ]


Bellantone 1988 1/54 1/46 0.3 % 0.85 [ 0.05, 13.24 ]


Bokhorst-de 2000 1/15 0/17 0.2 % 3.38 [ 0.15, 77.12 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 18/30 0/30 0.3 % 37.00 [ 2.33, 587.26 ]


Breedveld-Peters 7/73 3/79 1.0 % 2.53 [ 0.68, 9.40 ]


Brennan 1994 4/60 1/57 0.4 % 3.80 [ 0.44, 32.99 ]


Bunout 1989 2/17 5/19 0.8 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 1/15 1/15 0.3 % 1.00 [ 0.07, 14.55 ]


Casaer 2011 146/2312 141/2328 4.1 % 1.04 [ 0.83, 1.30 ]


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.3 % 0.81 [ 0.05, 12.01 ]


De Sousa 2012 0/20 2/17 0.2 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 0.9 % 1.58 [ 0.39, 6.45 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Dennis 2005 105/2016 108/2007 3.9 % 0.97 [ 0.75, 1.26 ]


Dennis 2006 142/429 147/430 4.2 % 0.97 [ 0.80, 1.17 ]


Doglietto 1990 0/13 0/16 Not estimable


Doglietto 1996 16/338 12/340 2.1 % 1.34 [ 0.64, 2.79 ]


Dong 1996 0/256 3/264 0.2 % 0.15 [ 0.01, 2.84 ]


Duncan 2006 21/153 11/165 2.3 % 2.06 [ 1.03, 4.13 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 4/85 3/86 0.8 % 1.35 [ 0.31, 5.85 ]


Fan 1989 16/75 9/75 2.1 % 1.78 [ 0.84, 3.77 ]


Fan 1994 3/20 3/20 0.8 % 1.00 [ 0.23, 4.37 ]


Fasth 1987 1/48 1/44 0.3 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.4 % 0.29 [ 0.03, 2.41 ]


F rli 2001 2/20 1/22 0.4 % 2.20 [ 0.22, 22.45 ]


Gariballa 1998 3/21 3/21 0.8 % 1.00 [ 0.23, 4.40 ]


Gariballa 2006 12/223 7/222 1.7 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.5 % 1.05 [ 0.16, 7.10 ]


Hartgrink 1998 22/70 0/70 0.3 % 45.00 [ 2.78, 727.58 ]


Heidegger 2013 8/153 12/152 1.8 % 0.66 [ 0.28, 1.57 ]


Hendry 2010 8/38 2/38 0.8 % 4.00 [ 0.91, 17.62 ]


Henriksen 2003a 0/16 1/8 0.2 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 2.5 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 3.2 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 35/51 2/51 0.9 % 17.50 [ 4.44, 68.94 ]


Holyday 2012 4/71 1/72 0.4 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jimenez 1995a 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Jimenez 1995b 2/20 1/5 0.4 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Johansen 2004 9/108 6/104 1.5 % 1.44 [ 0.53, 3.92 ]


Kearns 1992 0/16 1/15 0.2 % 0.31 [ 0.01, 7.15 ]


Keele 1997 2/47 0/53 0.2 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 82/250 55/251 3.8 % 1.50 [ 1.12, 2.01 ]


Ledinghen 1997 2/12 1/10 0.4 % 1.67 [ 0.18, 15.80 ]


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable


Liu 1996b 1/16 0/18 0.2 % 3.35 [ 0.15, 76.93 ]


Ljunggren 2012 1/20 0/20 0.2 % 3.00 [ 0.13, 69.52 ]


Lough 1990 4/14 7/15 1.5 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 1.1 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.4 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 14/100 16/100 2.4 % 0.88 [ 0.45, 1.70 ]


Maude 2011 9/27 6/29 1.7 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 7/28 5/26 1.4 % 1.30 [ 0.47, 3.59 ]


Miller 2006a 3/25 1/26 0.4 % 3.12 [ 0.35, 28.03 ]


Miller 2006b 2/24 0/25 0.2 % 5.20 [ 0.26, 103.03 ]


Moreno 2016 11/68 14/68 2.2 % 0.79 [ 0.38, 1.61 ]


Munk 2014 3/44 1/40 0.4 % 2.73 [ 0.30, 25.17 ]


Müller 1982a 17/80 5/40 1.6 % 1.70 [ 0.68, 4.27 ]


Müller 1982b 19/55 6/40 1.9 % 2.30 [ 1.01, 5.24 ]


Naveau 1986 1/20 1/20 0.3 % 1.00 [ 0.07, 14.90 ]


Neelemaat 2012 14/105 11/105 2.1 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 0/10 Not estimable


Nguyen 2012 4/14 4/14 1.2 % 1.00 [ 0.31, 3.23 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 0/20 Not estimable
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Potter 2001 24/186 33/195 3.0 % 0.76 [ 0.47, 1.24 ]


Pupelis 2000 1/11 5/18 0.5 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.5 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Roth 2013 1/74 1/83 0.3 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 2/40 3/40 0.6 % 0.67 [ 0.12, 3.78 ]


Sacks 1995 2/8 1/9 0.4 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 5/18 1/15 0.5 % 4.17 [ 0.54, 31.88 ]


Saudny-Unterberger 1997 1/17 1/16 0.3 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.3 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/16 2/18 0.8 % 2.25 [ 0.47, 10.69 ]


Singh 1998 2/21 2/22 0.6 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.4 % 4.00 [ 0.48, 33.33 ]


Smith 1988 0/17 0/17 Not estimable


Song 1993 0/12 2/13 0.2 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 0/11 1/15 0.2 % 0.44 [ 0.02, 9.98 ]


Starke 2011 3/67 5/67 0.9 % 0.60 [ 0.15, 2.41 ]


Stein 2002 2/40 3/40 0.6 % 0.67 [ 0.12, 3.78 ]


Sullivan 1998 0/8 3/10 0.3 % 0.17 [ 0.01, 2.96 ]


Sullivan 2004 1/27 0/30 0.2 % 3.32 [ 0.14, 78.25 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 4/30 5/35 1.1 % 0.93 [ 0.28, 3.16 ]


Vicic 2013 5/52 10/49 1.5 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 2.1 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.4 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.4 % 2.00 [ 0.24, 16.97 ]


Williams 1985 4/21 3/22 0.9 % 1.40 [ 0.35, 5.51 ]


Woolfson 1989 8/62 8/60 1.7 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 3/215 2/108 0.6 % 0.75 [ 0.13, 4.44 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Wu 2007b 3/215 2/108 0.6 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 0/18 1/16 0.2 % 0.30 [ 0.01, 6.84 ]


Zhang 2013 1/50 3/50 0.4 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 0/15 Not estimable


Zheng 2001b 0/40 0/15 Not estimable


Zhong 2014 1/60 7/60 0.5 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 1.1 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 1.9 % 0.57 [ 0.25, 1.29 ]


Total (95% CI) 11354 10853 100.0 % 1.13 [ 0.97, 1.31 ]


Total events: 1097 (Nutrition support), 885 (Control)


Heterogeneity: Tau2 = 0.13; Chi2 = 163.15, df = 100 (P = 0.00007); I2 =39%


Test for overall effect: Z = 1.58 (P = 0.12)


Test for subgroup differences: Not applicable


0.01 0.1 1 10 100


Favours nutrition support Favours control


567Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Analysis 1.14. Comparison 1 All-cause mortality - end of intervention, Outcome 14 All-cause mortality co-


interventions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 1 All-cause mortality - end of intervention


Outcome: 14 All-cause mortality co-interventions


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


1 received nutrition support as co-intervention


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Banerjee 1978 4/28 6/32 0.6 % 0.76 [ 0.24, 2.43 ]


Bokhorst-de 2000 1/15 0/17 0.1 % 3.38 [ 0.15, 77.12 ]


Casaer 2011 146/2312 141/2328 15.7 % 1.04 [ 0.83, 1.30 ]


Heidegger 2013 8/153 12/152 1.3 % 0.66 [ 0.28, 1.57 ]


Hill 2002 0/22 2/24 0.3 % 0.22 [ 0.01, 4.29 ]


Luo 2012 3/30 7/30 0.8 % 0.43 [ 0.12, 1.50 ]


Mezey 1991 6/27 5/26 0.6 % 1.16 [ 0.40, 3.33 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Simon 1988 3/15 2/17 0.2 % 1.70 [ 0.33, 8.84 ]


Zhu 2012a 3/33 6/16 0.9 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 1.0 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 2684 2677 21.8 % 0.94 [ 0.78, 1.14 ]


Total events: 185 (Nutrition support), 191 (Control)


Heterogeneity: Chi2 = 12.04, df = 11 (P = 0.36); I2 =9%


Test for overall effect: Z = 0.64 (P = 0.52)


2 did not receive nutrition support as co-intervention


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.3 % 1.60 [ 0.40, 6.32 ]


Anbar 2014 0/22 2/28 0.2 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/260 31/265 3.4 % 1.51 [ 0.99, 2.31 ]


Bastow 1983a 5/39 4/35 0.5 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.6 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.4 % 0.50 [ 0.10, 2.53 ]


Bellantone 1988 1/54 1/46 0.1 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 4/70 3/75 0.3 % 1.43 [ 0.33, 6.16 ]


Brennan 1994 4/60 1/57 0.1 % 3.80 [ 0.44, 32.99 ]


Bunout 1989 2/17 5/19 0.5 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.2 % 0.33 [ 0.01, 7.55 ]


Chuntrasakul 1996 1/21 1/17 0.1 % 0.81 [ 0.05, 12.01 ]


De Sousa 2012 0/20 2/17 0.3 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 0.3 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 12.1 % 0.97 [ 0.75, 1.26 ]


Dennis 2006 142/429 147/430 16.4 % 0.97 [ 0.80, 1.17 ]


Doglietto 1990 0/13 0/16 Not estimable


Doglietto 1996 16/338 12/340 1.3 % 1.34 [ 0.64, 2.79 ]


Dong 1996 0/256 3/264 0.4 % 0.15 [ 0.01, 2.84 ]


Duncan 2006 18/150 11/159 1.2 % 1.73 [ 0.85, 3.55 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 4/85 3/86 0.3 % 1.35 [ 0.31, 5.85 ]


Fan 1989 3/20 3/20 0.3 % 1.00 [ 0.23, 4.37 ]


Fan 1994 5/64 9/60 1.0 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.4 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.2 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 3/20 0.3 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 0.8 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.2 % 1.05 [ 0.16, 7.10 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Hendry 2010 0/30 2/38 0.2 % 0.25 [ 0.01, 5.05 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Henriksen 2003a 0/16 1/8 0.2 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 0.8 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 3.9 % 0.91 [ 0.58, 1.44 ]


Hoffmann 1988 0/16 2/43 0.2 % 0.52 [ 0.03, 10.24 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Johansen 2004 9/108 6/104 0.7 % 1.44 [ 0.53, 3.92 ]


Kearns 1992 0/16 1/15 0.2 % 0.31 [ 0.01, 7.15 ]


Keele 1997 2/47 0/53 0.1 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 5.6 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 2/12 1/10 0.1 % 1.67 [ 0.18, 15.80 ]


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable


Liu 1996b 1/16 0/18 0.1 % 3.35 [ 0.15, 76.93 ]


Ljunggren 2012 0/19 0/20 Not estimable


Lough 1990 4/14 7/15 0.8 % 0.61 [ 0.23, 1.65 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 12/98 16/97 1.8 % 0.74 [ 0.37, 1.49 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.1 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 11/68 14/68 1.6 % 0.79 [ 0.38, 1.61 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Müller 1982a 3/66 5/29 0.8 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 0.8 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 1/20 1/20 0.1 % 1.00 [ 0.07, 14.90 ]


Neelemaat 2012 14/105 11/105 1.2 % 1.27 [ 0.61, 2.67 ]


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


570Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Neuvonen 1984 0/9 0/10 Not estimable


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 0/20 Not estimable


Potter 2001 21/183 33/193 3.6 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 1/11 5/18 0.4 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.8 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Samuels 1981 3/16 1/14 0.1 % 2.63 [ 0.31, 22.46 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Singh 1998 2/21 2/22 0.2 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 0/17 0/17 Not estimable


Song 1993 0/12 2/13 0.3 % 0.22 [ 0.01, 4.08 ]


Starke 2011 2/66 5/66 0.6 % 0.40 [ 0.08, 1.99 ]


Sullivan 1998 0/8 3/10 0.4 % 0.17 [ 0.01, 2.96 ]


Sullivan 2004 1/27 0/30 0.1 % 3.32 [ 0.14, 78.25 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 4/30 5/35 0.5 % 0.93 [ 0.28, 3.16 ]


Vicic 2013 5/52 10/49 1.1 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 1.6 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Williams 1985 4/21 3/22 0.3 % 1.40 [ 0.35, 5.51 ]


Woolfson 1989 8/62 8/60 0.9 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 3/215 2/108 0.3 % 0.75 [ 0.13, 4.44 ]


Wu 2007b 3/215 2/108 0.3 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Yamada 1983 0/18 1/16 0.2 % 0.30 [ 0.01, 6.84 ]


Zhang 2013 1/50 3/50 0.3 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 0/15 Not estimable


Zheng 2001b 0/40 0/15 Not estimable


Zhong 2014 1/60 7/60 0.8 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 8194 7780 76.0 % 0.93 [ 0.84, 1.03 ]


Total events: 629 (Nutrition support), 675 (Control)


Heterogeneity: Chi2 = 65.61, df = 79 (P = 0.86); I2 =0.0%


Test for overall effect: Z = 1.39 (P = 0.16)


3 delayed versus early nutrition support


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]


Maude 2011 9/27 6/29 0.6 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Nguyen 2012 4/14 4/14 0.4 % 1.00 [ 0.31, 3.23 ]


Sabin 1998 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Sonnenfeld 1978 0/11 1/15 0.1 % 0.44 [ 0.02, 9.98 ]


Stein 2002 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Subtotal (95% CI) 210 213 2.2 % 0.94 [ 0.53, 1.66 ]


Total events: 17 (Nutrition support), 19 (Control)


Heterogeneity: Chi2 = 2.84, df = 6 (P = 0.83); I2 =0.0%


Test for overall effect: Z = 0.22 (P = 0.82)


Total (95% CI) 11088 10670 100.0 % 0.93 [ 0.86, 1.02 ]


Total events: 831 (Nutrition support), 885 (Control)


Heterogeneity: Chi2 = 80.48, df = 98 (P = 0.90); I2 =0.0%


Test for overall effect: Z = 1.54 (P = 0.12)


Test for subgroup differences: Chi2 = 0.01, df = 2 (P = 1.00), I2 =0.0%
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Analysis 2.1. Comparison 2 All-cause mortality - maximum follow-up, Outcome 1 All-cause mortality -


overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 2 All-cause mortality - maximum follow-up


Outcome: 1 All-cause mortality - overall


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.2 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Anbar 2014 0/22 2/28 0.0 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/260 31/265 2.1 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.3 % 0.76 [ 0.24, 2.43 ]


Barlow 2011 3/64 0/57 0.0 % 6.25 [ 0.33, 118.38 ]


Bastow 1983a 5/39 4/35 0.2 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.2 % 0.37 [ 0.08, 1.71 ]


Bauer 2000 24/60 24/60 1.9 % 1.00 [ 0.65, 1.55 ]


Beier-Holgersen 1999 2/30 4/30 0.1 % 0.50 [ 0.10, 2.53 ]


Bellantone 1988 1/54 1/46 0.0 % 0.85 [ 0.05, 13.24 ]


Bokhorst-de 2000 1/15 0/17 0.0 % 3.38 [ 0.15, 77.12 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 6/68 5/73 0.3 % 1.29 [ 0.41, 4.03 ]


Brennan 1994 4/60 1/57 0.1 % 3.80 [ 0.44, 32.99 ]


Bunout 1989 2/17 5/19 0.2 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.0 % 0.33 [ 0.01, 7.55 ]


Casaer 2011 255/2312 257/2328 14.0 % 1.00 [ 0.85, 1.18 ]


Choudhry 1996 3/21 4/20 0.2 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 3/34 2/25 0.1 % 1.10 [ 0.20, 6.12 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Chuntrasakul 1996 1/21 3/17 0.1 % 0.27 [ 0.03, 2.37 ]


De Sousa 2012 0/20 2/17 0.0 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 0.5 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 13.7 % 0.95 [ 0.80, 1.12 ]


Dennis 2006 182/429 207/429 17.1 % 0.88 [ 0.76, 1.02 ]


Doglietto 1990 0/13 0/16 Not estimable


Doglietto 1996 16/338 12/340 0.7 % 1.34 [ 0.64, 2.79 ]


Dong 1996 0/256 3/264 0.0 % 0.15 [ 0.01, 2.84 ]


Duncan 2006 24/150 38/159 1.8 % 0.67 [ 0.42, 1.06 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 17/80 10/81 0.7 % 1.72 [ 0.84, 3.53 ]


Eyer 1993 2/19 2/19 0.1 % 1.00 [ 0.16, 6.38 ]


Fan 1989 5/64 9/60 0.3 % 0.52 [ 0.19, 1.47 ]


Fan 1994 6/20 6/20 0.4 % 1.00 [ 0.39, 2.58 ]


Fasth 1987 1/48 1/44 0.0 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.0 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 7/20 0.2 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 1.3 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.1 % 1.05 [ 0.16, 7.10 ]


Ha 2010 12/70 10/76 0.6 % 1.30 [ 0.60, 2.82 ]


Hartgrink 1998 7/55 0/53 0.0 % 14.46 [ 0.85, 247.12 ]


Heidegger 2013 20/153 28/152 1.3 % 0.71 [ 0.42, 1.20 ]


Hendry 2010 0/30 2/38 0.0 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.0 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 0.9 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 1.8 % 0.91 [ 0.58, 1.44 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Hill 2002 0/22 2/24 0.0 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/16 2/43 0.0 % 0.52 [ 0.03, 10.24 ]


Holter 1977 2/30 2/26 0.1 % 0.87 [ 0.13, 5.73 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jauch 1995a 2/17 2/5 0.1 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.1 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.0 % 0.33 [ 0.01, 7.78 ]


Johansen 2004 9/108 6/104 0.4 % 1.44 [ 0.53, 3.92 ]


Kaur 2005 3/50 4/50 0.2 % 0.75 [ 0.18, 3.18 ]


Kearns 1992 5/16 4/15 0.3 % 1.17 [ 0.39, 3.56 ]


Keele 1997 2/47 0/53 0.0 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 2.2 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 3/12 2/10 0.1 % 1.25 [ 0.26, 6.07 ]


Lidder 2013a 1/32 1/30 0.1 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 0.0 % 0.23 [ 0.01, 4.56 ]


Liu 1996b 1/16 0/18 0.0 % 3.35 [ 0.15, 76.93 ]


Ljunggren 2012 0/19 0/20 Not estimable


Lough 1990 4/14 7/15 0.4 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.2 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 12/98 16/97 0.8 % 0.74 [ 0.37, 1.49 ]


Maude 2011 9/27 6/29 0.5 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.0 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 14/23 16/25 1.9 % 0.95 [ 0.61, 1.48 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Moreno 2016 30/68 35/68 3.0 % 0.86 [ 0.60, 1.22 ]


Munk 2014 1/42 1/38 0.0 % 0.90 [ 0.06, 13.97 ]


Müller 1982a 3/66 5/29 0.2 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 0.5 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 10/20 9/20 0.9 % 1.11 [ 0.58, 2.14 ]


Neelemaat 2012 14/105 11/105 0.7 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 0/10 Not estimable


Nguyen 2012 4/14 4/14 0.3 % 1.00 [ 0.31, 3.23 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 0/20 Not estimable


Peck 2004 4/14 5/13 0.3 % 0.74 [ 0.25, 2.18 ]


Popp 1981 7/21 6/21 0.5 % 1.17 [ 0.47, 2.89 ]


Potter 2001 21/183 33/193 1.4 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 1/11 5/18 0.1 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.1 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 2/10 0.0 % 0.24 [ 0.01, 4.47 ]


Reissman 1995 0/80 0/81 Not estimable


Roth 2013 1/74 1/83 0.0 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 12/40 10/40 0.7 % 1.20 [ 0.59, 2.45 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.1 % 2.63 [ 0.31, 22.46 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.2 % 1.51 [ 0.40, 5.69 ]


Singh 1998 4/21 4/22 0.2 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 1/17 3/17 0.1 % 0.33 [ 0.04, 2.89 ]


Song 1993 0/12 2/13 0.0 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 0/11 1/15 0.0 % 0.44 [ 0.02, 9.98 ]


Starke 2011 9/66 6/66 0.4 % 1.50 [ 0.57, 3.98 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Stein 2002 12/40 10/40 0.7 % 1.20 [ 0.59, 2.45 ]


Sullivan 1998 0/8 5/10 0.0 % 0.11 [ 0.01, 1.75 ]


Sullivan 2004 4/27 6/30 0.3 % 0.74 [ 0.23, 2.35 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 27/30 31/35 13.1 % 1.02 [ 0.86, 1.20 ]


Vicic 2013 5/52 10/49 0.4 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 0.7 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Williams 1985 9/21 7/22 0.6 % 1.35 [ 0.61, 2.96 ]


Williford 1991 31/231 24/228 1.5 % 1.27 [ 0.77, 2.10 ]


Woolfson 1989 8/62 8/60 0.4 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 3/215 2/108 0.1 % 0.75 [ 0.13, 4.44 ]


Wu 2007b 3/215 2/108 0.1 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 0/18 1/16 0.0 % 0.30 [ 0.01, 6.84 ]


Zhang 2013 1/50 3/50 0.1 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 1/15 0.0 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable


Zheng 2015 5/75 13/71 0.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 1/60 7/60 0.1 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.2 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 0.6 % 0.57 [ 0.25, 1.29 ]


Total (95% CI) 11788 11382 100.0 % 0.93 [ 0.88, 0.99 ]


Total events: 1382 (Experimental), 1494 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 106.77, df = 117 (P = 0.74); I2 =0.0%


Test for overall effect: Z = 2.17 (P = 0.030)


Test for subgroup differences: Not applicable
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Analysis 2.2. Comparison 2 All-cause mortality - maximum follow-up, Outcome 2 All-cause mortality - bias.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 2 All-cause mortality - maximum follow-up


Outcome: 2 All-cause mortality - bias


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 High risk of bias


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.2 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Anbar 2014 0/22 2/28 0.0 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/260 31/265 2.1 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.3 % 0.76 [ 0.24, 2.43 ]


Barlow 2011 3/64 0/57 0.0 % 6.25 [ 0.33, 118.38 ]


Bastow 1983a 5/39 4/35 0.2 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.2 % 0.37 [ 0.08, 1.71 ]


Bauer 2000 24/60 24/60 1.9 % 1.00 [ 0.65, 1.55 ]


Beier-Holgersen 1999 2/30 4/30 0.1 % 0.50 [ 0.10, 2.53 ]


Bellantone 1988 1/54 1/46 0.0 % 0.85 [ 0.05, 13.24 ]


Bokhorst-de 2000 1/15 0/17 0.0 % 3.38 [ 0.15, 77.12 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 6/68 5/73 0.3 % 1.29 [ 0.41, 4.03 ]


Brennan 1994 4/60 1/57 0.1 % 3.80 [ 0.44, 32.99 ]


Bunout 1989 2/17 5/19 0.2 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.0 % 0.33 [ 0.01, 7.55 ]


Casaer 2011 255/2312 257/2328 14.0 % 1.00 [ 0.85, 1.18 ]


Choudhry 1996 3/21 4/20 0.2 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 3/34 2/25 0.1 % 1.10 [ 0.20, 6.12 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Chuntrasakul 1996 1/21 3/17 0.1 % 0.27 [ 0.03, 2.37 ]


De Sousa 2012 0/20 2/17 0.0 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 0.5 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 13.7 % 0.95 [ 0.80, 1.12 ]


Dennis 2006 182/429 207/429 17.1 % 0.88 [ 0.76, 1.02 ]


Doglietto 1990 0/13 0/16 Not estimable


Doglietto 1996 16/338 12/340 0.7 % 1.34 [ 0.64, 2.79 ]


Dong 1996 0/256 3/264 0.0 % 0.15 [ 0.01, 2.84 ]


Duncan 2006 24/150 38/159 1.8 % 0.67 [ 0.42, 1.06 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 17/80 10/81 0.7 % 1.72 [ 0.84, 3.53 ]


Eyer 1993 2/19 2/19 0.1 % 1.00 [ 0.16, 6.38 ]


Fan 1989 5/64 9/60 0.3 % 0.52 [ 0.19, 1.47 ]


Fan 1994 6/20 6/20 0.4 % 1.00 [ 0.39, 2.58 ]


Fasth 1987 1/48 1/44 0.0 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.0 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 7/20 0.2 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 1.3 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.1 % 1.05 [ 0.16, 7.10 ]


Ha 2010 12/70 10/76 0.6 % 1.30 [ 0.60, 2.82 ]


Hartgrink 1998 7/55 0/53 0.0 % 14.46 [ 0.85, 247.12 ]


Heidegger 2013 20/153 28/152 1.3 % 0.71 [ 0.42, 1.20 ]


Hendry 2010 0/30 2/38 0.0 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.0 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 0.9 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 1.8 % 0.91 [ 0.58, 1.44 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Hill 2002 0/22 2/24 0.0 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/16 2/43 0.0 % 0.52 [ 0.03, 10.24 ]


Holter 1977 2/30 2/26 0.1 % 0.87 [ 0.13, 5.73 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jauch 1995a 2/17 2/5 0.1 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.1 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.0 % 0.33 [ 0.01, 7.78 ]


Johansen 2004 9/108 6/104 0.4 % 1.44 [ 0.53, 3.92 ]


Kaur 2005 3/50 4/50 0.2 % 0.75 [ 0.18, 3.18 ]


Kearns 1992 5/16 4/15 0.3 % 1.17 [ 0.39, 3.56 ]


Keele 1997 2/47 0/53 0.0 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 2.2 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 3/12 2/10 0.1 % 1.25 [ 0.26, 6.07 ]


Lidder 2013a 1/32 1/30 0.1 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 0.0 % 0.23 [ 0.01, 4.56 ]


Liu 1996b 1/16 0/18 0.0 % 3.35 [ 0.15, 76.93 ]


Ljunggren 2012 0/19 0/20 Not estimable


Lough 1990 4/14 7/15 0.4 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.2 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 12/98 16/97 0.8 % 0.74 [ 0.37, 1.49 ]


Maude 2011 9/27 6/29 0.5 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.0 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 14/23 16/25 1.9 % 0.95 [ 0.61, 1.48 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Moreno 2016 30/68 35/68 3.0 % 0.86 [ 0.60, 1.22 ]


Munk 2014 1/42 1/38 0.0 % 0.90 [ 0.06, 13.97 ]


Müller 1982a 3/66 5/29 0.2 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 0.5 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 10/20 9/20 0.9 % 1.11 [ 0.58, 2.14 ]


Neelemaat 2012 14/105 11/105 0.7 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 0/10 Not estimable


Nguyen 2012 4/14 4/14 0.3 % 1.00 [ 0.31, 3.23 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 0/20 Not estimable


Peck 2004 4/14 5/13 0.3 % 0.74 [ 0.25, 2.18 ]


Popp 1981 7/21 6/21 0.5 % 1.17 [ 0.47, 2.89 ]


Potter 2001 21/183 33/193 1.4 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 1/11 5/18 0.1 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.1 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 2/10 0.0 % 0.24 [ 0.01, 4.47 ]


Reissman 1995 0/80 0/81 Not estimable


Roth 2013 1/74 1/83 0.0 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 12/40 10/40 0.7 % 1.20 [ 0.59, 2.45 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.1 % 2.63 [ 0.31, 22.46 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.2 % 1.51 [ 0.40, 5.69 ]


Singh 1998 4/21 4/22 0.2 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 1/17 3/17 0.1 % 0.33 [ 0.04, 2.89 ]


Song 1993 0/12 2/13 0.0 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 0/11 1/15 0.0 % 0.44 [ 0.02, 9.98 ]


Starke 2011 9/66 6/66 0.4 % 1.50 [ 0.57, 3.98 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Stein 2002 12/40 10/40 0.7 % 1.20 [ 0.59, 2.45 ]


Sullivan 1998 0/8 5/10 0.0 % 0.11 [ 0.01, 1.75 ]


Sullivan 2004 4/27 6/30 0.3 % 0.74 [ 0.23, 2.35 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 27/30 31/35 13.1 % 1.02 [ 0.86, 1.20 ]


Vicic 2013 5/52 10/49 0.4 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 0.7 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Williams 1985 9/21 7/22 0.6 % 1.35 [ 0.61, 2.96 ]


Williford 1991 31/231 24/228 1.5 % 1.27 [ 0.77, 2.10 ]


Woolfson 1989 8/62 8/60 0.4 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 3/215 2/108 0.1 % 0.75 [ 0.13, 4.44 ]


Wu 2007b 3/215 2/108 0.1 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 0/18 1/16 0.0 % 0.30 [ 0.01, 6.84 ]


Zhang 2013 1/50 3/50 0.1 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 1/15 0.0 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable


Zheng 2015 5/75 13/71 0.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 1/60 7/60 0.1 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.2 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 0.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 11788 11382 100.0 % 0.93 [ 0.88, 0.99 ]


Total events: 1382 (Experimental), 1494 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 106.77, df = 117 (P = 0.74); I2 =0.0%


Test for overall effect: Z = 2.17 (P = 0.030)


2 Low risk of bias


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 11788 11382 100.0 % 0.93 [ 0.88, 0.99 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 1382 (Experimental), 1494 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 106.77, df = 117 (P = 0.74); I2 =0.0%


Test for overall effect: Z = 2.17 (P = 0.030)


Test for subgroup differences: Not applicable
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Analysis 2.3. Comparison 2 All-cause mortality - maximum follow-up, Outcome 3 All-cause mortality -


mode of delivery.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 2 All-cause mortality - maximum follow-up


Outcome: 3 All-cause mortality - mode of delivery


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 General nutrition support


Duncan 2006 24/150 38/159 1.8 % 0.67 [ 0.42, 1.06 ]


Ha 2010 12/70 10/76 0.6 % 1.30 [ 0.60, 2.82 ]


Hickson 2004 31/292 35/300 1.8 % 0.91 [ 0.58, 1.44 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Johansen 2004 9/108 6/104 0.4 % 1.44 [ 0.53, 3.92 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Starke 2011 9/66 6/66 0.4 % 1.50 [ 0.57, 3.98 ]


Subtotal (95% CI) 773 793 5.0 % 0.99 [ 0.71, 1.36 ]


Total events: 89 (Experimental), 96 (Control)


Heterogeneity: Tau2 = 0.03; Chi2 = 6.16, df = 5 (P = 0.29); I2 =19%


Test for overall effect: Z = 0.08 (P = 0.93)


2 Fortified nutrition


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


583Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Munk 2014 1/42 1/38 0.0 % 0.90 [ 0.06, 13.97 ]


Neelemaat 2012 14/105 11/105 0.7 % 1.27 [ 0.61, 2.67 ]


Subtotal (95% CI) 147 143 0.7 % 1.24 [ 0.61, 2.54 ]


Total events: 15 (Experimental), 12 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.06, df = 1 (P = 0.81); I2 =0.0%


Test for overall effect: Z = 0.60 (P = 0.55)


3 Oral nutrition support


Abalan 1992 0/15 0/14 Not estimable


Arias 2008 46/260 31/265 2.1 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.3 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 0.2 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.0 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 0.5 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 13.7 % 0.95 [ 0.80, 1.12 ]


Doglietto 1996 16/338 12/340 0.7 % 1.34 [ 0.64, 2.79 ]


Espaulella 2000 17/80 10/81 0.7 % 1.72 [ 0.84, 3.53 ]


F rli 2001 0/18 1/19 0.0 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 7/20 0.2 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 1.3 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.1 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/30 2/38 0.0 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.0 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/47 0/53 0.0 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 2.2 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 1/32 1/30 0.1 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 0.0 % 0.23 [ 0.01, 4.56 ]


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 0.2 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 1.4 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 0.7 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 4221 4280 24.8 % 0.94 [ 0.77, 1.15 ]


Total events: 442 (Experimental), 476 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 31.20, df = 24 (P = 0.15); I2 =23%


Test for overall effect: Z = 0.60 (P = 0.55)


4 Enteral nutrition


Barlow 2011 3/64 0/57 0.0 % 6.25 [ 0.33, 118.38 ]


Bastow 1983a 5/39 4/35 0.2 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.2 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.1 % 0.50 [ 0.10, 2.53 ]


Bokhorst-de 2000 1/15 0/17 0.0 % 3.38 [ 0.15, 77.12 ]


Carr 1996 0/14 1/14 0.0 % 0.33 [ 0.01, 7.55 ]


Choudhry 1996 3/21 4/20 0.2 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 3/34 2/25 0.1 % 1.10 [ 0.20, 6.12 ]


Chuntrasakul 1996 1/21 3/17 0.1 % 0.27 [ 0.03, 2.37 ]


Dennis 2006 182/429 207/429 17.1 % 0.88 [ 0.76, 1.02 ]


Dong 1996 0/256 3/264 0.0 % 0.15 [ 0.01, 2.84 ]


Eyer 1993 2/19 2/19 0.1 % 1.00 [ 0.16, 6.38 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.0 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.0 % 0.22 [ 0.01, 4.29 ]


Kaur 2005 3/50 4/50 0.2 % 0.75 [ 0.18, 3.18 ]


Kearns 1992 5/16 4/15 0.3 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 3/12 2/10 0.1 % 1.25 [ 0.26, 6.07 ]


Malhotra 2004 12/98 16/97 0.8 % 0.74 [ 0.37, 1.49 ]


Maude 2011 9/27 6/29 0.5 % 1.61 [ 0.66, 3.92 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


McCarter 1998 0/57 1/55 0.0 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 30/68 35/68 3.0 % 0.86 [ 0.60, 1.22 ]


Nguyen 2012 4/14 4/14 0.3 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 0/20 Not estimable


Peck 2004 4/14 5/13 0.3 % 0.74 [ 0.25, 2.18 ]


Pupelis 2000 1/11 5/18 0.1 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.1 % 0.14 [ 0.02, 1.09 ]


Sabin 1998 12/40 10/40 0.7 % 1.20 [ 0.59, 2.45 ]


Singh 1998 4/21 4/22 0.2 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 0/11 1/15 0.0 % 0.44 [ 0.02, 9.98 ]


Sullivan 1998 0/8 5/10 0.0 % 0.11 [ 0.01, 1.75 ]


Vicic 2013 5/52 10/49 0.4 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Wu 2007a 3/215 2/108 0.1 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 1/50 3/50 0.1 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 1/15 0.0 % 0.08 [ 0.00, 1.89 ]


Zheng 2015 5/75 13/71 0.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 1/60 7/60 0.1 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 0.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 2218 1994 27.0 % 0.84 [ 0.75, 0.95 ]


Total events: 330 (Experimental), 391 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 36.02, df = 37 (P = 0.51); I2 =0.0%


Test for overall effect: Z = 2.83 (P = 0.0047)


5 Parenteral nutrition


Abel 1976 4/20 3/24 0.2 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Bauer 2000 24/60 24/60 1.9 % 1.00 [ 0.65, 1.55 ]


Bellantone 1988 1/54 1/46 0.0 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable
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n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 4/60 1/57 0.1 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 255/2312 257/2328 14.0 % 1.00 [ 0.85, 1.18 ]


Doglietto 1990 0/13 0/16 Not estimable


Fan 1989 5/64 9/60 0.3 % 0.52 [ 0.19, 1.47 ]


Fan 1994 6/20 6/20 0.4 % 1.00 [ 0.39, 2.58 ]


Fasth 1987 1/48 1/44 0.0 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 20/153 28/152 1.3 % 0.71 [ 0.42, 1.20 ]


Herndon 1987 8/13 8/15 0.9 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 2/43 0.0 % 0.52 [ 0.03, 10.24 ]


Holter 1977 2/30 2/26 0.1 % 0.87 [ 0.13, 5.73 ]


Jauch 1995a 2/17 2/5 0.1 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.1 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.0 % 0.33 [ 0.01, 7.78 ]


Liu 1996b 1/16 0/18 0.0 % 3.35 [ 0.15, 76.93 ]


Lough 1990 4/14 7/15 0.4 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 14/23 16/25 1.9 % 0.95 [ 0.61, 1.48 ]


Müller 1982a 3/66 5/29 0.2 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 0.5 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 10/20 9/20 0.9 % 1.11 [ 0.58, 2.14 ]


Neuvonen 1984 0/9 0/10 Not estimable


Popp 1981 7/21 6/21 0.5 % 1.17 [ 0.47, 2.89 ]


Reilly 1990 0/8 2/10 0.0 % 0.24 [ 0.01, 4.47 ]


Roth 2013 1/74 1/83 0.0 % 1.12 [ 0.07, 17.62 ]
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n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.1 % 2.63 [ 0.31, 22.46 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.2 % 1.51 [ 0.40, 5.69 ]


Smith 1988 1/17 3/17 0.1 % 0.33 [ 0.04, 2.89 ]


Song 1993 0/12 2/13 0.0 % 0.22 [ 0.01, 4.08 ]


Stein 2002 12/40 10/40 0.7 % 1.20 [ 0.59, 2.45 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 27/30 31/35 13.1 % 1.02 [ 0.86, 1.20 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Williford 1991 31/231 24/228 1.5 % 1.27 [ 0.77, 2.10 ]


Woolfson 1989 8/62 8/60 0.4 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 3/215 2/108 0.1 % 0.75 [ 0.13, 4.44 ]


Yamada 1983 0/18 1/16 0.0 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 4190 3931 40.9 % 0.99 [ 0.90, 1.09 ]


Total events: 483 (Experimental), 489 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 20.89, df = 40 (P = 0.99); I2 =0.0%


Test for overall effect: Z = 0.23 (P = 0.82)


6 Mixed


Anbar 2014 0/22 2/28 0.0 % 0.25 [ 0.01, 5.00 ]


Breedveld-Peters 6/68 5/73 0.3 % 1.29 [ 0.41, 4.03 ]


Eneroth 2005 0/40 0/40 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


Sullivan 2004 4/27 6/30 0.3 % 0.74 [ 0.23, 2.35 ]


Williams 1985 9/21 7/22 0.6 % 1.35 [ 0.61, 2.96 ]


Zhu 2012a 3/33 6/16 0.2 % 0.24 [ 0.07, 0.85 ]


Subtotal (95% CI) 239 241 1.5 % 0.72 [ 0.37, 1.37 ]


Total events: 23 (Experimental), 30 (Control)


Heterogeneity: Tau2 = 0.21; Chi2 = 7.46, df = 5 (P = 0.19); I2 =33%


Test for overall effect: Z = 1.00 (P = 0.32)


Total (95% CI) 11788 11382 100.0 % 0.93 [ 0.88, 0.99 ]


Total events: 1382 (Experimental), 1494 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 106.77, df = 117 (P = 0.74); I2 =0.0%


Test for overall effect: Z = 2.17 (P = 0.030)
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Test for subgroup differences: Chi2 = 5.57, df = 5 (P = 0.35), I2 =10%
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Analysis 2.4. Comparison 2 All-cause mortality - maximum follow-up, Outcome 4 All-cause mortality -
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Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 2 All-cause mortality - maximum follow-up


Outcome: 4 All-cause mortality - medical specialty


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Cardiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Medical gastro-enterology and hepatology


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Bunout 1989 2/17 5/19 0.2 % 0.45 [ 0.10, 2.01 ]


Fan 1994 6/20 6/20 0.4 % 1.00 [ 0.39, 2.58 ]


Kearns 1992 5/16 4/15 0.3 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 3/12 2/10 0.1 % 1.25 [ 0.26, 6.07 ]


Mezey 1991 14/23 16/25 1.9 % 0.95 [ 0.61, 1.48 ]


Moreno 2016 30/68 35/68 3.0 % 0.86 [ 0.60, 1.22 ]


Naveau 1986 10/20 9/20 0.9 % 1.11 [ 0.58, 2.14 ]
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n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.2 % 1.51 [ 0.40, 5.69 ]


Williams 1985 9/21 7/22 0.6 % 1.35 [ 0.61, 2.96 ]


Zhang 2013 1/50 3/50 0.1 % 0.33 [ 0.04, 3.10 ]


Subtotal (95% CI) 310 312 7.8 % 0.96 [ 0.77, 1.19 ]


Total events: 85 (Experimental), 91 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 3.85, df = 10 (P = 0.95); I2 =0.0%


Test for overall effect: Z = 0.39 (P = 0.70)


3 Geriatrics


Anbar 2014 0/22 2/28 0.0 % 0.25 [ 0.01, 5.00 ]


Banerjee 1978 4/28 6/32 0.3 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


De Sousa 2012 0/20 2/17 0.0 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 0.5 % 0.65 [ 0.28, 1.52 ]


Gariballa 2006 32/223 19/222 1.3 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.1 % 1.05 [ 0.16, 7.10 ]


Hickson 2004 31/292 35/300 1.8 % 0.91 [ 0.58, 1.44 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Larsson 1990a 29/197 55/238 2.2 % 0.64 [ 0.42, 0.96 ]


Ljunggren 2012 0/19 0/20 Not estimable


Neelemaat 2012 14/105 11/105 0.7 % 1.27 [ 0.61, 2.67 ]


Potter 2001 21/183 33/193 1.4 % 0.67 [ 0.40, 1.12 ]


Subtotal (95% CI) 1236 1311 8.5 % 0.88 [ 0.67, 1.17 ]


Total events: 143 (Experimental), 176 (Control)


Heterogeneity: Tau2 = 0.06; Chi2 = 14.34, df = 10 (P = 0.16); I2 =30%


Test for overall effect: Z = 0.85 (P = 0.39)


4 Pulmonary disease


Luo 2012 3/30 7/30 0.2 % 0.43 [ 0.12, 1.50 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Song 1993 0/12 2/13 0.0 % 0.22 [ 0.01, 4.08 ]


Subtotal (95% CI) 59 59 0.3 % 0.44 [ 0.15, 1.28 ]


Total events: 4 (Experimental), 10 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.54, df = 2 (P = 0.76); I2 =0.0%


Test for overall effect: Z = 1.51 (P = 0.13)


5 Endocrinology
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


6 Infectious diseases


Maude 2011 9/27 6/29 0.5 % 1.61 [ 0.66, 3.92 ]


Subtotal (95% CI) 27 29 0.5 % 1.61 [ 0.66, 3.92 ]


Total events: 9 (Experimental), 6 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.05 (P = 0.29)


7 Rheumatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


8 Haematology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


9 Nephrology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


10 Gastroenterologic surgery


Barlow 2011 3/64 0/57 0.0 % 6.25 [ 0.33, 118.38 ]


Beier-Holgersen 1999 2/30 4/30 0.1 % 0.50 [ 0.10, 2.53 ]


Bellantone 1988 1/54 1/46 0.0 % 0.85 [ 0.05, 13.24 ]


Brennan 1994 4/60 1/57 0.1 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Doglietto 1996 16/338 12/340 0.7 % 1.34 [ 0.64, 2.79 ]


Fan 1989 5/64 9/60 0.3 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.0 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


Hendry 2010 0/30 2/38 0.0 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.0 % 0.18 [ 0.01, 3.91 ]
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n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Henriksen 2003b 0/16 0/8 Not estimable


Hoffmann 1988 0/16 2/43 0.0 % 0.52 [ 0.03, 10.24 ]


Jimenez 1995a 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.0 % 0.33 [ 0.01, 7.78 ]


Kaur 2005 3/50 4/50 0.2 % 0.75 [ 0.18, 3.18 ]


Keele 1997 2/47 0/53 0.0 % 5.63 [ 0.28, 114.27 ]


Lidder 2013a 1/32 1/30 0.1 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 0.0 % 0.23 [ 0.01, 4.56 ]


Liu 1996b 1/16 0/18 0.0 % 3.35 [ 0.15, 76.93 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 12/98 16/97 0.8 % 0.74 [ 0.37, 1.49 ]


Müller 1982a 3/66 5/29 0.2 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 0.5 % 1.09 [ 0.44, 2.68 ]


Neuvonen 1984 0/9 0/10 Not estimable


Page 2002 0/20 0/20 Not estimable


Pupelis 2000 1/11 5/18 0.1 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.1 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Singh 1998 4/21 4/22 0.2 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 1/17 3/17 0.1 % 0.33 [ 0.04, 2.89 ]


Sonnenfeld 1978 0/11 1/15 0.0 % 0.44 [ 0.02, 9.98 ]


Thompson 1981 0/12 0/9 Not estimable


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Williford 1991 31/231 24/228 1.5 % 1.27 [ 0.77, 2.10 ]


Woolfson 1989 8/62 8/60 0.4 % 0.97 [ 0.39, 2.41 ]
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n/N n/N
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CI


Wu 2007a 3/215 2/108 0.1 % 0.75 [ 0.13, 4.44 ]


Wu 2007b 3/215 2/108 0.1 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 0/18 1/16 0.0 % 0.30 [ 0.01, 6.84 ]


Zheng 2001a 0/65 1/15 0.0 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 2582 2133 6.7 % 0.89 [ 0.70, 1.12 ]


Total events: 133 (Experimental), 135 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 28.97, df = 37 (P = 0.82); I2 =0.0%


Test for overall effect: Z = 1.00 (P = 0.32)


11 Trauma surgery


Chuntrasakul 1996 1/21 3/17 0.1 % 0.27 [ 0.03, 2.37 ]


Eyer 1993 2/19 2/19 0.1 % 1.00 [ 0.16, 6.38 ]


Herndon 1987 8/13 8/15 0.9 % 1.15 [ 0.61, 2.19 ]


Peck 2004 4/14 5/13 0.3 % 0.74 [ 0.25, 2.18 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Vicic 2013 5/52 10/49 0.4 % 0.47 [ 0.17, 1.28 ]


Subtotal (95% CI) 127 122 1.9 % 0.86 [ 0.55, 1.34 ]


Total events: 22 (Experimental), 29 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 4.38, df = 5 (P = 0.50); I2 =0.0%


Test for overall effect: Z = 0.67 (P = 0.50)


12 Ortopaedics


Bastow 1983a 5/39 4/35 0.2 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.2 % 0.37 [ 0.08, 1.71 ]


Breedveld-Peters 6/68 5/73 0.3 % 1.29 [ 0.41, 4.03 ]


Duncan 2006 24/150 38/159 1.8 % 0.67 [ 0.42, 1.06 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 17/80 10/81 0.7 % 1.72 [ 0.84, 3.53 ]


Hartgrink 1998 7/55 0/53 0.0 % 14.46 [ 0.85, 247.12 ]


Houwing 2003 0/51 0/52 Not estimable


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]
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Sullivan 1998 0/8 5/10 0.0 % 0.11 [ 0.01, 1.75 ]


Sullivan 2004 4/27 6/30 0.3 % 0.74 [ 0.23, 2.35 ]


Subtotal (95% CI) 590 606 3.7 % 1.00 [ 0.61, 1.62 ]


Total events: 68 (Experimental), 74 (Control)


Heterogeneity: Tau2 = 0.18; Chi2 = 13.74, df = 9 (P = 0.13); I2 =35%


Test for overall effect: Z = 0.02 (P = 0.98)


13 Plastic, reconstructive, and aesthetic surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


14 Vascular surgery


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Subtotal (95% CI) 19 9 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


15 Transplant surgery


F rli 2001 0/18 1/19 0.0 % 0.35 [ 0.02, 8.09 ]


Lough 1990 4/14 7/15 0.4 % 0.61 [ 0.23, 1.65 ]


Reilly 1990 0/8 2/10 0.0 % 0.24 [ 0.01, 4.47 ]


Subtotal (95% CI) 40 44 0.5 % 0.54 [ 0.22, 1.31 ]


Total events: 4 (Experimental), 10 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.45, df = 2 (P = 0.80); I2 =0.0%


Test for overall effect: Z = 1.36 (P = 0.17)


16 Urology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


17 Thoracic surgery


Abel 1976 4/20 3/24 0.2 % 1.60 [ 0.40, 6.32 ]


Carr 1996 0/14 1/14 0.0 % 0.33 [ 0.01, 7.55 ]


Dong 1996 0/256 3/264 0.0 % 0.15 [ 0.01, 2.84 ]


Subtotal (95% CI) 290 302 0.3 % 0.71 [ 0.16, 3.22 ]


Total events: 4 (Experimental), 7 (Control)
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Heterogeneity: Tau2 = 0.52; Chi2 = 2.67, df = 2 (P = 0.26); I2 =25%


Test for overall effect: Z = 0.45 (P = 0.65)


18 Neurological surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


19 Oro-maxillo-facial surgery


Bokhorst-de 2000 1/15 0/17 0.0 % 3.38 [ 0.15, 77.12 ]


Subtotal (95% CI) 15 17 0.0 % 3.38 [ 0.15, 77.12 ]


Total events: 1 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.76 (P = 0.45)


20 Anaesthesiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


21 Emergency medicine


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Bauer 2000 24/60 24/60 1.9 % 1.00 [ 0.65, 1.55 ]


Casaer 2011 255/2312 257/2328 14.0 % 1.00 [ 0.85, 1.18 ]


Chourdakis 2012 3/34 2/25 0.1 % 1.10 [ 0.20, 6.12 ]


Heidegger 2013 20/153 28/152 1.3 % 0.71 [ 0.42, 1.20 ]


Hill 2002 0/22 2/24 0.0 % 0.22 [ 0.01, 4.29 ]


Jauch 1995a 2/17 2/5 0.1 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.1 % 0.59 [ 0.07, 5.22 ]


Nguyen 2012 4/14 4/14 0.3 % 1.00 [ 0.31, 3.23 ]


Sabin 1998 12/40 10/40 0.7 % 1.20 [ 0.59, 2.45 ]


Stein 2002 12/40 10/40 0.7 % 1.20 [ 0.59, 2.45 ]


Subtotal (95% CI) 2718 2703 19.4 % 0.97 [ 0.85, 1.12 ]


Total events: 335 (Experimental), 342 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 5.52, df = 10 (P = 0.85); I2 =0.0%


Test for overall effect: Z = 0.37 (P = 0.71)


22 Psychiatry


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


595Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Heterogeneity: not applicable


Test for overall effect: not applicable


23 Neurology


Abalan 1992 0/15 0/14 Not estimable


Dennis 2005 241/2012 253/2000 13.7 % 0.95 [ 0.80, 1.12 ]


Dennis 2006 182/429 207/429 17.1 % 0.88 [ 0.76, 1.02 ]


Gariballa 1998 2/20 7/20 0.2 % 0.29 [ 0.07, 1.21 ]


Ha 2010 12/70 10/76 0.6 % 1.30 [ 0.60, 2.82 ]


Zheng 2015 5/75 13/71 0.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 1/60 7/60 0.1 % 0.14 [ 0.02, 1.13 ]


Zhu 2012a 3/33 6/16 0.2 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 0.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 2746 2702 32.9 % 0.77 [ 0.59, 0.99 ]


Total events: 454 (Experimental), 510 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 15.34, df = 7 (P = 0.03); I2 =54%


Test for overall effect: Z = 2.02 (P = 0.043)


24 Oncology


Doglietto 1990 0/13 0/16 Not estimable


Holter 1977 2/30 2/26 0.1 % 0.87 [ 0.13, 5.73 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Popp 1981 7/21 6/21 0.5 % 1.17 [ 0.47, 2.89 ]


Roth 2013 1/74 1/83 0.0 % 1.12 [ 0.07, 17.62 ]


Samuels 1981 3/16 1/14 0.1 % 2.63 [ 0.31, 22.46 ]


Valdivieso 1987 27/30 31/35 13.1 % 1.02 [ 0.86, 1.20 ]


Subtotal (95% CI) 200 211 13.8 % 1.03 [ 0.87, 1.21 ]


Total events: 40 (Experimental), 41 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.21, df = 4 (P = 0.88); I2 =0.0%


Test for overall effect: Z = 0.30 (P = 0.76)


25 Dermatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


26 Gynaecology


Subtotal (95% CI) 0 0 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


27 Mixed


Arias 2008 46/260 31/265 2.1 % 1.51 [ 0.99, 2.31 ]


Choudhry 1996 3/21 4/20 0.2 % 0.71 [ 0.18, 2.80 ]


Johansen 2004 9/108 6/104 0.4 % 1.44 [ 0.53, 3.92 ]


McCarter 1998 0/57 1/55 0.0 % 0.32 [ 0.01, 7.74 ]


Munk 2014 1/42 1/38 0.0 % 0.90 [ 0.06, 13.97 ]


Starke 2011 9/66 6/66 0.4 % 1.50 [ 0.57, 3.98 ]


Vlaming 2001 12/275 14/274 0.7 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 829 822 3.8 % 1.28 [ 0.94, 1.75 ]


Total events: 80 (Experimental), 63 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 3.36, df = 6 (P = 0.76); I2 =0.0%


Test for overall effect: Z = 1.55 (P = 0.12)


Total (95% CI) 11788 11382 100.0 % 0.93 [ 0.88, 0.99 ]


Total events: 1382 (Experimental), 1494 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 106.77, df = 117 (P = 0.74); I2 =0.0%


Test for overall effect: Z = 2.17 (P = 0.030)


Test for subgroup differences: Chi2 = 13.62, df = 13 (P = 0.40), I2 =5%
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Analysis 2.5. Comparison 2 All-cause mortality - maximum follow-up, Outcome 5 All-cause mortality -


based on adequacy of the amount of calories.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 2 All-cause mortality - maximum follow-up


Outcome: 5 All-cause mortality - based on adequacy of the amount of calories


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Clearly adequate in intervention and clearly inadequate in control


Barlow 2011 3/64 0/57 0.0 % 6.25 [ 0.33, 118.38 ]


Casaer 2011 255/2312 257/2328 14.0 % 1.00 [ 0.85, 1.18 ]


Chourdakis 2012 3/34 2/25 0.1 % 1.10 [ 0.20, 6.12 ]


Chuntrasakul 1996 1/21 3/17 0.1 % 0.27 [ 0.03, 2.37 ]


Eneroth 2005 0/40 0/40 Not estimable


Eyer 1993 2/19 2/19 0.1 % 1.00 [ 0.16, 6.38 ]


Gariballa 1998 2/20 7/20 0.2 % 0.29 [ 0.07, 1.21 ]


Gazzotti 2003 2/39 2/41 0.1 % 1.05 [ 0.16, 7.10 ]


Heidegger 2013 20/153 28/152 1.3 % 0.71 [ 0.42, 1.20 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Keele 1997 2/47 0/53 0.0 % 5.63 [ 0.28, 114.27 ]


Ledinghen 1997 3/12 2/10 0.1 % 1.25 [ 0.26, 6.07 ]


Lough 1990 4/14 7/15 0.4 % 0.61 [ 0.23, 1.65 ]


Malhotra 2004 12/98 16/97 0.8 % 0.74 [ 0.37, 1.49 ]


Munk 2014 1/42 1/38 0.0 % 0.90 [ 0.06, 13.97 ]


Neelemaat 2012 14/105 11/105 0.7 % 1.27 [ 0.61, 2.67 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 0/20 Not estimable


Rana 1992 0/20 0/20 Not estimable


Roth 2013 1/74 1/83 0.0 % 1.12 [ 0.07, 17.62 ]


Starke 2011 9/66 6/66 0.4 % 1.50 [ 0.57, 3.98 ]


Sullivan 1998 0/8 5/10 0.0 % 0.11 [ 0.01, 1.75 ]


Sullivan 2004 4/27 6/30 0.3 % 0.74 [ 0.23, 2.35 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Valdivieso 1987 27/30 31/35 13.1 % 1.02 [ 0.86, 1.20 ]


Woolfson 1989 8/62 8/60 0.4 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 3/215 2/108 0.1 % 0.75 [ 0.13, 4.44 ]


Wu 2007b 3/215 2/108 0.1 % 0.75 [ 0.13, 4.44 ]


Zhang 2013 1/50 3/50 0.1 % 0.33 [ 0.04, 3.10 ]


Subtotal (95% CI) 3894 3695 32.8 % 0.98 [ 0.88, 1.09 ]


Total events: 384 (Experimental), 403 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 16.93, df = 23 (P = 0.81); I2 =0.0%


Test for overall effect: Z = 0.41 (P = 0.68)


2 Inadequate in the experimental or adequate in the control


Abalan 1992 0/15 0/14 Not estimable


Anbar 2014 0/22 2/28 0.0 % 0.25 [ 0.01, 5.00 ]


Bastow 1983a 5/39 4/35 0.2 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.2 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.1 % 0.50 [ 0.10, 2.53 ]


Bokhorst-de 2000 1/15 0/17 0.0 % 3.38 [ 0.15, 77.12 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Delmi 1990 6/25 10/27 0.5 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 13.7 % 0.95 [ 0.80, 1.12 ]


Doglietto 1996 16/338 12/340 0.7 % 1.34 [ 0.64, 2.79 ]


Duncan 2006 24/150 38/159 1.8 % 0.67 [ 0.42, 1.06 ]


Espaulella 2000 17/80 10/81 0.7 % 1.72 [ 0.84, 3.53 ]


F rli 2001 0/18 1/19 0.0 % 0.35 [ 0.02, 8.09 ]


Ha 2010 12/70 10/76 0.6 % 1.30 [ 0.60, 2.82 ]


Hartgrink 1998 7/55 0/53 0.0 % 14.46 [ 0.85, 247.12 ]


Henriksen 2003a 0/16 1/8 0.0 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 0.9 % 1.15 [ 0.61, 2.19 ]


Johansen 2004 9/108 6/104 0.4 % 1.44 [ 0.53, 3.92 ]


Ljunggren 2012 0/19 0/20 Not estimable


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Mezey 1991 14/23 16/25 1.9 % 0.95 [ 0.61, 1.48 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Naveau 1986 10/20 9/20 0.9 % 1.11 [ 0.58, 2.14 ]


Potter 2001 21/183 33/193 1.4 % 0.67 [ 0.40, 1.12 ]


Pupelis 2001 1/30 7/30 0.1 % 0.14 [ 0.02, 1.09 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Stein 2002 12/40 10/40 0.7 % 1.20 [ 0.59, 2.45 ]


Subtotal (95% CI) 3409 3415 25.2 % 0.95 [ 0.82, 1.10 ]


Total events: 412 (Experimental), 441 (Control)


Heterogeneity: Tau2 = 0.01; Chi2 = 23.40, df = 22 (P = 0.38); I2 =6%


Test for overall effect: Z = 0.69 (P = 0.49)


3 Experimental group is overfed


Bunout 1989 2/17 5/19 0.2 % 0.45 [ 0.10, 2.01 ]


Fan 1989 5/64 9/60 0.3 % 0.52 [ 0.19, 1.47 ]


Holter 1977 2/30 2/26 0.1 % 0.87 [ 0.13, 5.73 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.0 % 0.33 [ 0.01, 7.78 ]


Kaur 2005 3/50 4/50 0.2 % 0.75 [ 0.18, 3.18 ]


Kearns 1992 5/16 4/15 0.3 % 1.17 [ 0.39, 3.56 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Singh 1998 4/21 4/22 0.2 % 1.05 [ 0.30, 3.66 ]


Williford 1991 31/231 24/228 1.5 % 1.27 [ 0.77, 2.10 ]


Subtotal (95% CI) 492 482 2.9 % 0.98 [ 0.69, 1.41 ]


Total events: 53 (Experimental), 54 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 4.26, df = 8 (P = 0.83); I2 =0.0%


Test for overall effect: Z = 0.09 (P = 0.93)


4 Unclear intake in control or experimental


Abel 1976 4/20 3/24 0.2 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Arias 2008 46/260 31/265 2.1 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.3 % 0.76 [ 0.24, 2.43 ]


Bauer 2000 24/60 24/60 1.9 % 1.00 [ 0.65, 1.55 ]


Bellantone 1988 1/54 1/46 0.0 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Breedveld-Peters 6/68 5/73 0.3 % 1.29 [ 0.41, 4.03 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Brennan 1994 4/60 1/57 0.1 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.0 % 0.33 [ 0.01, 7.55 ]


Choudhry 1996 3/21 4/20 0.2 % 0.71 [ 0.18, 2.80 ]


De Sousa 2012 0/20 2/17 0.0 % 0.17 [ 0.01, 3.34 ]


Dennis 2006 182/429 207/429 17.1 % 0.88 [ 0.76, 1.02 ]


Doglietto 1990 0/13 0/16 Not estimable


Dong 1996 0/256 3/264 0.0 % 0.15 [ 0.01, 2.84 ]


Fan 1994 6/20 6/20 0.4 % 1.00 [ 0.39, 2.58 ]


Fasth 1987 1/48 1/44 0.0 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


Gariballa 2006 32/223 19/222 1.3 % 1.68 [ 0.98, 2.87 ]


Hendry 2010 0/30 2/38 0.0 % 0.25 [ 0.01, 5.05 ]


Hickson 2004 31/292 35/300 1.8 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.0 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/16 2/43 0.0 % 0.52 [ 0.03, 10.24 ]


Houwing 2003 0/51 0/52 Not estimable


Jauch 1995a 2/17 2/5 0.1 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.1 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Larsson 1990a 29/197 55/238 2.2 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 1/32 1/30 0.1 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 0.0 % 0.23 [ 0.01, 4.56 ]


Liu 1996b 1/16 0/18 0.0 % 3.35 [ 0.15, 76.93 ]


Luo 2012 3/30 7/30 0.2 % 0.43 [ 0.12, 1.50 ]


Maude 2011 9/27 6/29 0.5 % 1.61 [ 0.66, 3.92 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


McCarter 1998 0/57 1/55 0.0 % 0.32 [ 0.01, 7.74 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 30/68 35/68 3.0 % 0.86 [ 0.60, 1.22 ]


Müller 1982a 3/66 5/29 0.2 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 0.5 % 1.09 [ 0.44, 2.68 ]


Neuvonen 1984 0/9 0/10 Not estimable


Nguyen 2012 4/14 4/14 0.3 % 1.00 [ 0.31, 3.23 ]


Peck 2004 4/14 5/13 0.3 % 0.74 [ 0.25, 2.18 ]


Popp 1981 7/21 6/21 0.5 % 1.17 [ 0.47, 2.89 ]


Pupelis 2000 1/11 5/18 0.1 % 0.33 [ 0.04, 2.45 ]


Reilly 1990 0/8 2/10 0.0 % 0.24 [ 0.01, 4.47 ]


Reissman 1995 0/80 0/81 Not estimable


Sabin 1998 12/40 10/40 0.7 % 1.20 [ 0.59, 2.45 ]


Samuels 1981 3/16 1/14 0.1 % 2.63 [ 0.31, 22.46 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.2 % 1.51 [ 0.40, 5.69 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 1/17 3/17 0.1 % 0.33 [ 0.04, 2.89 ]


Song 1993 0/12 2/13 0.0 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 0/11 1/15 0.0 % 0.44 [ 0.02, 9.98 ]


Thompson 1981 0/12 0/9 Not estimable


Vicic 2013 5/52 10/49 0.4 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 0.7 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Williams 1985 9/21 7/22 0.6 % 1.35 [ 0.61, 2.96 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 0/18 1/16 0.0 % 0.30 [ 0.01, 6.84 ]


Zheng 2001a 0/65 1/15 0.0 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


602Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zheng 2015 5/75 13/71 0.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 1/60 7/60 0.1 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.2 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 0.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 3993 3790 39.1 % 0.89 [ 0.81, 0.98 ]


Total events: 533 (Experimental), 596 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 60.40, df = 61 (P = 0.50); I2 =0.0%


Test for overall effect: Z = 2.36 (P = 0.018)


Total (95% CI) 11788 11382 100.0 % 0.93 [ 0.88, 0.99 ]


Total events: 1382 (Experimental), 1494 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 106.77, df = 117 (P = 0.74); I2 =0.0%


Test for overall effect: Z = 2.17 (P = 0.030)


Test for subgroup differences: Chi2 = 1.82, df = 3 (P = 0.61), I2 =0.0%
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Analysis 2.6. Comparison 2 All-cause mortality - maximum follow-up, Outcome 6 All-cause mortality -


different screening tools.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 2 All-cause mortality - maximum follow-up


Outcome: 6 All-cause mortality - different screening tools


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 NRS 2002


Casaer 2011 255/2312 257/2328 14.0 % 1.00 [ 0.85, 1.18 ]


Johansen 2004 9/108 6/104 0.4 % 1.44 [ 0.53, 3.92 ]


Munk 2014 1/42 1/38 0.0 % 0.90 [ 0.06, 13.97 ]


Starke 2011 9/66 6/66 0.4 % 1.50 [ 0.57, 3.98 ]


Subtotal (95% CI) 2528 2536 14.8 % 1.02 [ 0.87, 1.19 ]


Total events: 274 (Experimental), 270 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.14, df = 3 (P = 0.77); I2 =0.0%


Test for overall effect: Z = 0.23 (P = 0.82)


2 MUST


Ha 2010 12/70 10/76 0.6 % 1.30 [ 0.60, 2.82 ]


Subtotal (95% CI) 70 76 0.6 % 1.30 [ 0.60, 2.82 ]


Total events: 12 (Experimental), 10 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.67 (P = 0.50)


3 MNA


De Sousa 2012 0/20 2/17 0.0 % 0.17 [ 0.01, 3.34 ]


Gazzotti 2003 2/39 2/41 0.1 % 1.05 [ 0.16, 7.10 ]


Subtotal (95% CI) 59 58 0.1 % 0.61 [ 0.12, 3.18 ]


Total events: 2 (Experimental), 4 (Control)


Heterogeneity: Tau2 = 0.06; Chi2 = 1.04, df = 1 (P = 0.31); I2 =4%


Test for overall effect: Z = 0.59 (P = 0.56)


4 SGA


Arias 2008 46/260 31/265 2.1 % 1.51 [ 0.99, 2.31 ]


Wu 2007a 3/215 2/108 0.1 % 0.75 [ 0.13, 4.44 ]


Wu 2007b 3/215 2/108 0.1 % 0.75 [ 0.13, 4.44 ]


Subtotal (95% CI) 690 481 2.3 % 1.41 [ 0.94, 2.10 ]


Total events: 52 (Experimental), 35 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.07, df = 2 (P = 0.59); I2 =0.0%


Test for overall effect: Z = 1.68 (P = 0.093)
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


5 Other means


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.2 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Anbar 2014 0/22 2/28 0.0 % 0.25 [ 0.01, 5.00 ]


Banerjee 1978 4/28 6/32 0.3 % 0.76 [ 0.24, 2.43 ]


Barlow 2011 3/64 0/57 0.0 % 6.25 [ 0.33, 118.38 ]


Bastow 1983a 5/39 4/35 0.2 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.2 % 0.37 [ 0.08, 1.71 ]


Bauer 2000 24/60 24/60 1.9 % 1.00 [ 0.65, 1.55 ]


Beier-Holgersen 1999 2/30 4/30 0.1 % 0.50 [ 0.10, 2.53 ]


Bellantone 1988 1/54 1/46 0.0 % 0.85 [ 0.05, 13.24 ]


Bokhorst-de 2000 1/15 0/17 0.0 % 3.38 [ 0.15, 77.12 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 6/68 5/73 0.3 % 1.29 [ 0.41, 4.03 ]


Brennan 1994 4/60 1/57 0.1 % 3.80 [ 0.44, 32.99 ]


Bunout 1989 2/17 5/19 0.2 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.0 % 0.33 [ 0.01, 7.55 ]


Choudhry 1996 3/21 4/20 0.2 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 3/34 2/25 0.1 % 1.10 [ 0.20, 6.12 ]


Chuntrasakul 1996 1/21 3/17 0.1 % 0.27 [ 0.03, 2.37 ]


Delmi 1990 6/25 10/27 0.5 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 13.7 % 0.95 [ 0.80, 1.12 ]


Dennis 2006 182/429 207/429 17.1 % 0.88 [ 0.76, 1.02 ]


Doglietto 1990 0/13 0/16 Not estimable


Doglietto 1996 16/338 12/340 0.7 % 1.34 [ 0.64, 2.79 ]


Dong 1996 0/256 3/264 0.0 % 0.15 [ 0.01, 2.84 ]


Duncan 2006 24/150 38/159 1.8 % 0.67 [ 0.42, 1.06 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 17/80 10/81 0.7 % 1.72 [ 0.84, 3.53 ]


Eyer 1993 2/19 2/19 0.1 % 1.00 [ 0.16, 6.38 ]


Fan 1989 5/64 9/60 0.3 % 0.52 [ 0.19, 1.47 ]


Fan 1994 6/20 6/20 0.4 % 1.00 [ 0.39, 2.58 ]


Fasth 1987 1/48 1/44 0.0 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.0 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 7/20 0.2 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 1.3 % 1.68 [ 0.98, 2.87 ]


Hartgrink 1998 7/55 0/53 0.0 % 14.46 [ 0.85, 247.12 ]


Heidegger 2013 20/153 28/152 1.3 % 0.71 [ 0.42, 1.20 ]


Hendry 2010 0/30 2/38 0.0 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.0 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 0.9 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 1.8 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.0 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/16 2/43 0.0 % 0.52 [ 0.03, 10.24 ]


Holter 1977 2/30 2/26 0.1 % 0.87 [ 0.13, 5.73 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jauch 1995a 2/17 2/5 0.1 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.1 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Jin 1999b 0/23 1/23 0.0 % 0.33 [ 0.01, 7.78 ]


Kaur 2005 3/50 4/50 0.2 % 0.75 [ 0.18, 3.18 ]


Kearns 1992 5/16 4/15 0.3 % 1.17 [ 0.39, 3.56 ]


Keele 1997 2/47 0/53 0.0 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 2.2 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 3/12 2/10 0.1 % 1.25 [ 0.26, 6.07 ]


Lidder 2013a 1/32 1/30 0.1 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 0.0 % 0.23 [ 0.01, 4.56 ]


Liu 1996b 1/16 0/18 0.0 % 3.35 [ 0.15, 76.93 ]


Ljunggren 2012 0/19 0/20 Not estimable


Lough 1990 4/14 7/15 0.4 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.2 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 12/98 16/97 0.8 % 0.74 [ 0.37, 1.49 ]


Maude 2011 9/27 6/29 0.5 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.0 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 14/23 16/25 1.9 % 0.95 [ 0.61, 1.48 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 30/68 35/68 3.0 % 0.86 [ 0.60, 1.22 ]


Müller 1982a 3/66 5/29 0.2 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 0.5 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 10/20 9/20 0.9 % 1.11 [ 0.58, 2.14 ]


Neelemaat 2012 14/105 11/105 0.7 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 0/10 Not estimable


Nguyen 2012 4/14 4/14 0.3 % 1.00 [ 0.31, 3.23 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 0/20 Not estimable


Peck 2004 4/14 5/13 0.3 % 0.74 [ 0.25, 2.18 ]


Popp 1981 7/21 6/21 0.5 % 1.17 [ 0.47, 2.89 ]


Potter 2001 21/183 33/193 1.4 % 0.67 [ 0.40, 1.12 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Pupelis 2000 1/11 5/18 0.1 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.1 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 2/10 0.0 % 0.24 [ 0.01, 4.47 ]


Reissman 1995 0/80 0/81 Not estimable


Roth 2013 1/74 1/83 0.0 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 12/40 10/40 0.7 % 1.20 [ 0.59, 2.45 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.1 % 2.63 [ 0.31, 22.46 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.2 % 1.51 [ 0.40, 5.69 ]


Singh 1998 4/21 4/22 0.2 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 1/17 3/17 0.1 % 0.33 [ 0.04, 2.89 ]


Song 1993 0/12 2/13 0.0 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 0/11 1/15 0.0 % 0.44 [ 0.02, 9.98 ]


Stein 2002 12/40 10/40 0.7 % 1.20 [ 0.59, 2.45 ]


Sullivan 1998 0/8 5/10 0.0 % 0.11 [ 0.01, 1.75 ]


Sullivan 2004 4/27 6/30 0.3 % 0.74 [ 0.23, 2.35 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 27/30 31/35 13.1 % 1.02 [ 0.86, 1.20 ]


Vicic 2013 5/52 10/49 0.4 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 0.7 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Williams 1985 9/21 7/22 0.6 % 1.35 [ 0.61, 2.96 ]


Williford 1991 31/231 24/228 1.5 % 1.27 [ 0.77, 2.10 ]


Woolfson 1989 8/62 8/60 0.4 % 0.97 [ 0.39, 2.41 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 0/18 1/16 0.0 % 0.30 [ 0.01, 6.84 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zhang 2013 1/50 3/50 0.1 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 1/15 0.0 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable


Zheng 2015 5/75 13/71 0.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 1/60 7/60 0.1 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.2 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 0.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 8441 8231 82.1 % 0.91 [ 0.85, 0.97 ]


Total events: 1042 (Experimental), 1175 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 97.14, df = 107 (P = 0.74); I2 =0.0%


Test for overall effect: Z = 2.81 (P = 0.0049)


Total (95% CI) 11788 11382 100.0 % 0.93 [ 0.88, 0.99 ]


Total events: 1382 (Experimental), 1494 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 106.77, df = 117 (P = 0.74); I2 =0.0%


Test for overall effect: Z = 2.17 (P = 0.030)


Test for subgroup differences: Chi2 = 6.86, df = 4 (P = 0.14), I2 =42%
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Analysis 2.7. Comparison 2 All-cause mortality - maximum follow-up, Outcome 7 All-cause mortality -


participants characterised as ’at nutritional risk’ due to one of the following conditions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 2 All-cause mortality - maximum follow-up


Outcome: 7 All-cause mortality - participants characterised as ’at nutritional risk’ due to one of the following conditions


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Major surgery


Abel 1976 4/20 3/24 0.2 % 1.60 [ 0.40, 6.32 ]


Barlow 2011 3/64 0/57 0.0 % 6.25 [ 0.33, 118.38 ]


Bastow 1983a 5/39 4/35 0.2 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.2 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.1 % 0.50 [ 0.10, 2.53 ]


Bellantone 1988 1/54 1/46 0.0 % 0.85 [ 0.05, 13.24 ]


Brennan 1994 4/60 1/57 0.1 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.0 % 0.33 [ 0.01, 7.55 ]


Doglietto 1996 16/338 12/340 0.7 % 1.34 [ 0.64, 2.79 ]


Dong 1996 0/256 3/264 0.0 % 0.15 [ 0.01, 2.84 ]


Fan 1989 5/64 9/60 0.3 % 0.52 [ 0.19, 1.47 ]


Fan 1994 6/20 6/20 0.4 % 1.00 [ 0.39, 2.58 ]


Fasth 1987 1/48 1/44 0.0 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.0 % 0.35 [ 0.02, 8.09 ]


Hendry 2010 0/30 2/38 0.0 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.0 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Hoffmann 1988 0/16 2/43 0.0 % 0.52 [ 0.03, 10.24 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Holter 1977 2/30 2/26 0.1 % 0.87 [ 0.13, 5.73 ]


Jauch 1995a 2/17 2/5 0.1 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.1 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Kaur 2005 3/50 4/50 0.2 % 0.75 [ 0.18, 3.18 ]


Keele 1997 2/47 0/53 0.0 % 5.63 [ 0.28, 114.27 ]


Lidder 2013a 1/32 1/30 0.1 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 0.0 % 0.23 [ 0.01, 4.56 ]


Lough 1990 4/14 7/15 0.4 % 0.61 [ 0.23, 1.65 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 12/98 16/97 0.8 % 0.74 [ 0.37, 1.49 ]


Müller 1982a 3/66 5/29 0.2 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 0.5 % 1.09 [ 0.44, 2.68 ]


Neuvonen 1984 0/9 0/10 Not estimable


Page 2002 0/20 0/20 Not estimable


Pupelis 2000 1/11 5/18 0.1 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.1 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 2/10 0.0 % 0.24 [ 0.01, 4.47 ]


Reissman 1995 0/80 0/81 Not estimable


Roth 2013 1/74 1/83 0.0 % 1.12 [ 0.07, 17.62 ]


Singh 1998 4/21 4/22 0.2 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 1/17 3/17 0.1 % 0.33 [ 0.04, 2.89 ]


Sonnenfeld 1978 0/11 1/15 0.0 % 0.44 [ 0.02, 9.98 ]


Thompson 1981 0/12 0/9 Not estimable


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Williford 1991 31/231 24/228 1.5 % 1.27 [ 0.77, 2.10 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Woolfson 1989 8/62 8/60 0.4 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 3/215 2/108 0.1 % 0.75 [ 0.13, 4.44 ]


Wu 2007b 3/215 2/108 0.1 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 0/18 1/16 0.0 % 0.30 [ 0.01, 6.84 ]


Zheng 2001a 0/65 1/15 0.0 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 3091 2621 8.5 % 0.84 [ 0.68, 1.04 ]


Total events: 160 (Experimental), 172 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 35.06, df = 48 (P = 0.92); I2 =0.0%


Test for overall effect: Z = 1.62 (P = 0.11)


2 Stroke


Dennis 2005 241/2012 253/2000 13.7 % 0.95 [ 0.80, 1.12 ]


Dennis 2006 182/429 207/429 17.1 % 0.88 [ 0.76, 1.02 ]


Gariballa 1998 2/20 7/20 0.2 % 0.29 [ 0.07, 1.21 ]


Ha 2010 12/70 10/76 0.6 % 1.30 [ 0.60, 2.82 ]


Subtotal (95% CI) 2531 2525 31.6 % 0.91 [ 0.79, 1.05 ]


Total events: 437 (Experimental), 477 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 3.74, df = 3 (P = 0.29); I2 =20%


Test for overall effect: Z = 1.30 (P = 0.19)


3 ICU participants including trauma


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Bauer 2000 24/60 24/60 1.9 % 1.00 [ 0.65, 1.55 ]


Casaer 2011 255/2312 257/2328 14.0 % 1.00 [ 0.85, 1.18 ]


Chourdakis 2012 3/34 2/25 0.1 % 1.10 [ 0.20, 6.12 ]


Chuntrasakul 1996 1/21 3/17 0.1 % 0.27 [ 0.03, 2.37 ]


Eyer 1993 2/19 2/19 0.1 % 1.00 [ 0.16, 6.38 ]


Heidegger 2013 20/153 28/152 1.3 % 0.71 [ 0.42, 1.20 ]


Herndon 1987 8/13 8/15 0.9 % 1.15 [ 0.61, 2.19 ]


Hill 2002 0/22 2/24 0.0 % 0.22 [ 0.01, 4.29 ]


Nguyen 2012 4/14 4/14 0.3 % 1.00 [ 0.31, 3.23 ]


Peck 2004 4/14 5/13 0.3 % 0.74 [ 0.25, 2.18 ]


Sabin 1998 12/40 10/40 0.7 % 1.20 [ 0.59, 2.45 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Stein 2002 12/40 10/40 0.7 % 1.20 [ 0.59, 2.45 ]


Vicic 2013 5/52 10/49 0.4 % 0.47 [ 0.17, 1.28 ]


Subtotal (95% CI) 2811 2815 21.1 % 0.97 [ 0.85, 1.11 ]


Total events: 353 (Experimental), 368 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 7.84, df = 14 (P = 0.90); I2 =0.0%


Test for overall effect: Z = 0.41 (P = 0.68)


4 Frail elderly participants with less severe conditions known to increase protein requirements


Anbar 2014 0/22 2/28 0.0 % 0.25 [ 0.01, 5.00 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 6/68 5/73 0.3 % 1.29 [ 0.41, 4.03 ]


Delmi 1990 6/25 10/27 0.5 % 0.65 [ 0.28, 1.52 ]


Duncan 2006 24/150 38/159 1.8 % 0.67 [ 0.42, 1.06 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 17/80 10/81 0.7 % 1.72 [ 0.84, 3.53 ]


Gazzotti 2003 2/39 2/41 0.1 % 1.05 [ 0.16, 7.10 ]


Hartgrink 1998 7/55 0/53 0.0 % 14.46 [ 0.85, 247.12 ]


Hickson 2004 31/292 35/300 1.8 % 0.91 [ 0.58, 1.44 ]


Houwing 2003 0/51 0/52 Not estimable


Liu 1996b 1/16 0/18 0.0 % 3.35 [ 0.15, 76.93 ]


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 0.2 % 0.43 [ 0.12, 1.50 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 1.4 % 0.67 [ 0.40, 1.12 ]


Sullivan 1998 0/8 5/10 0.0 % 0.11 [ 0.01, 1.75 ]


Sullivan 2004 4/27 6/30 0.3 % 0.74 [ 0.23, 2.35 ]


Subtotal (95% CI) 1164 1221 7.4 % 0.85 [ 0.65, 1.11 ]


Total events: 125 (Experimental), 154 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 16.40, df = 14 (P = 0.29); I2 =15%


Test for overall effect: Z = 1.22 (P = 0.22)


5 Participants do not fall into one of the categories above


Abalan 1992 0/15 0/14 Not estimable


Arias 2008 46/260 31/265 2.1 % 1.51 [ 0.99, 2.31 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Banerjee 1978 4/28 6/32 0.3 % 0.76 [ 0.24, 2.43 ]


Bokhorst-de 2000 1/15 0/17 0.0 % 3.38 [ 0.15, 77.12 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Bunout 1989 2/17 5/19 0.2 % 0.45 [ 0.10, 2.01 ]


Choudhry 1996 3/21 4/20 0.2 % 0.71 [ 0.18, 2.80 ]


De Sousa 2012 0/20 2/17 0.0 % 0.17 [ 0.01, 3.34 ]


Doglietto 1990 0/13 0/16 Not estimable


Gariballa 2006 32/223 19/222 1.3 % 1.68 [ 0.98, 2.87 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.0 % 0.33 [ 0.01, 7.78 ]


Johansen 2004 9/108 6/104 0.4 % 1.44 [ 0.53, 3.92 ]


Kearns 1992 5/16 4/15 0.3 % 1.17 [ 0.39, 3.56 ]


Larsson 1990a 29/197 55/238 2.2 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 3/12 2/10 0.1 % 1.25 [ 0.26, 6.07 ]


Maude 2011 9/27 6/29 0.5 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.0 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 14/23 16/25 1.9 % 0.95 [ 0.61, 1.48 ]


Moreno 2016 30/68 35/68 3.0 % 0.86 [ 0.60, 1.22 ]


Munk 2014 1/42 1/38 0.0 % 0.90 [ 0.06, 13.97 ]


Naveau 1986 10/20 9/20 0.9 % 1.11 [ 0.58, 2.14 ]


Neelemaat 2012 14/105 11/105 0.7 % 1.27 [ 0.61, 2.67 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Popp 1981 7/21 6/21 0.5 % 1.17 [ 0.47, 2.89 ]


Samuels 1981 3/16 1/14 0.1 % 2.63 [ 0.31, 22.46 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.2 % 1.51 [ 0.40, 5.69 ]


Song 1993 0/12 2/13 0.0 % 0.22 [ 0.01, 4.08 ]


Starke 2011 9/66 6/66 0.4 % 1.50 [ 0.57, 3.98 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Valdivieso 1987 27/30 31/35 13.1 % 1.02 [ 0.86, 1.20 ]


Vlaming 2001 12/275 14/274 0.7 % 0.85 [ 0.40, 1.81 ]


Williams 1985 9/21 7/22 0.6 % 1.35 [ 0.61, 2.96 ]


Zhang 2013 1/50 3/50 0.1 % 0.33 [ 0.04, 3.10 ]


Zheng 2015 5/75 13/71 0.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 1/60 7/60 0.1 % 0.14 [ 0.02, 1.13 ]


Zhu 2012a 3/33 6/16 0.2 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 0.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 2191 2200 31.3 % 0.98 [ 0.84, 1.14 ]


Total events: 307 (Experimental), 323 (Control)


Heterogeneity: Tau2 = 0.02; Chi2 = 40.07, df = 34 (P = 0.22); I2 =15%


Test for overall effect: Z = 0.27 (P = 0.79)


Total (95% CI) 11788 11382 100.0 % 0.93 [ 0.88, 0.99 ]


Total events: 1382 (Experimental), 1494 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 106.77, df = 117 (P = 0.74); I2 =0.0%


Test for overall effect: Z = 2.17 (P = 0.030)


Test for subgroup differences: Chi2 = 2.35, df = 4 (P = 0.67), I2 =0.0%
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Analysis 2.8. Comparison 2 All-cause mortality - maximum follow-up, Outcome 8 All-cause mortality -


participants characterised as ’at nutritional risk’ due to one of the following criteria.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 2 All-cause mortality - maximum follow-up


Outcome: 8 All-cause mortality - participants characterised as ’at nutritional risk’ due to one of the following criteria


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 BMI less than 20.5 kg/m
2


F rli 2001 0/18 1/19 0.0 % 0.35 [ 0.02, 8.09 ]


Neelemaat 2012 14/105 11/105 0.7 % 1.27 [ 0.61, 2.67 ]


Subtotal (95% CI) 123 124 0.7 % 1.19 [ 0.58, 2.45 ]


Total events: 14 (Experimental), 12 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.62, df = 1 (P = 0.43); I2 =0.0%


Test for overall effect: Z = 0.47 (P = 0.64)


2 Weight loss of at least 5% during the last three months


Ollenschläger 1992 0/16 0/16 Not estimable


Subtotal (95% CI) 16 16 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 Weight loss of at least 10% during the last six months


Bokhorst-de 2000 1/15 0/17 0.0 % 3.38 [ 0.15, 77.12 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.0 % 0.33 [ 0.01, 7.78 ]


Subtotal (95% CI) 61 63 0.1 % 1.07 [ 0.11, 10.33 ]


Total events: 1 (Experimental), 1 (Control)


Heterogeneity: Tau2 = 0.11; Chi2 = 1.04, df = 1 (P = 0.31); I2 =4%


Test for overall effect: Z = 0.06 (P = 0.95)


4 Insufficient food intake during the last week (50% of requirements or less)


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Participants characterised as ’at nutritional risk’ by other means


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.2 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Anbar 2014 0/22 2/28 0.0 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/260 31/265 2.1 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.3 % 0.76 [ 0.24, 2.43 ]


Barlow 2011 3/64 0/57 0.0 % 6.25 [ 0.33, 118.38 ]


Bastow 1983a 5/39 4/35 0.2 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.2 % 0.37 [ 0.08, 1.71 ]


Bauer 2000 24/60 24/60 1.9 % 1.00 [ 0.65, 1.55 ]


Beier-Holgersen 1999 2/30 4/30 0.1 % 0.50 [ 0.10, 2.53 ]


Bellantone 1988 1/54 1/46 0.0 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 6/68 5/73 0.3 % 1.29 [ 0.41, 4.03 ]


Brennan 1994 4/60 1/57 0.1 % 3.80 [ 0.44, 32.99 ]


Bunout 1989 2/17 5/19 0.2 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.0 % 0.33 [ 0.01, 7.55 ]


Casaer 2011 255/2312 257/2328 14.0 % 1.00 [ 0.85, 1.18 ]


Choudhry 1996 3/21 4/20 0.2 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 3/34 2/25 0.1 % 1.10 [ 0.20, 6.12 ]


Chuntrasakul 1996 1/21 3/17 0.1 % 0.27 [ 0.03, 2.37 ]


De Sousa 2012 0/20 2/17 0.0 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 0.5 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 13.7 % 0.95 [ 0.80, 1.12 ]


Dennis 2006 182/429 207/429 17.1 % 0.88 [ 0.76, 1.02 ]


Doglietto 1990 0/13 0/16 Not estimable


Doglietto 1996 16/338 12/340 0.7 % 1.34 [ 0.64, 2.79 ]


Dong 1996 0/256 3/264 0.0 % 0.15 [ 0.01, 2.84 ]


Duncan 2006 24/150 38/159 1.8 % 0.67 [ 0.42, 1.06 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 17/80 10/81 0.7 % 1.72 [ 0.84, 3.53 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Eyer 1993 2/19 2/19 0.1 % 1.00 [ 0.16, 6.38 ]


Fan 1989 5/64 9/60 0.3 % 0.52 [ 0.19, 1.47 ]


Fan 1994 6/20 6/20 0.4 % 1.00 [ 0.39, 2.58 ]


Fasth 1987 1/48 1/44 0.0 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


Gariballa 1998 2/20 7/20 0.2 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 1.3 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.1 % 1.05 [ 0.16, 7.10 ]


Ha 2010 12/70 10/76 0.6 % 1.30 [ 0.60, 2.82 ]


Hartgrink 1998 7/55 0/53 0.0 % 14.46 [ 0.85, 247.12 ]


Heidegger 2013 20/153 28/152 1.3 % 0.71 [ 0.42, 1.20 ]


Hendry 2010 0/30 2/38 0.0 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.0 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 0.9 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 1.8 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.0 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/16 2/43 0.0 % 0.52 [ 0.03, 10.24 ]


Holter 1977 2/30 2/26 0.1 % 0.87 [ 0.13, 5.73 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jauch 1995a 2/17 2/5 0.1 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.1 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Johansen 2004 9/108 6/104 0.4 % 1.44 [ 0.53, 3.92 ]


Kaur 2005 3/50 4/50 0.2 % 0.75 [ 0.18, 3.18 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Kearns 1992 5/16 4/15 0.3 % 1.17 [ 0.39, 3.56 ]


Keele 1997 2/47 0/53 0.0 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 2.2 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 3/12 2/10 0.1 % 1.25 [ 0.26, 6.07 ]


Lidder 2013a 1/32 1/30 0.1 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 0.0 % 0.23 [ 0.01, 4.56 ]


Liu 1996b 1/16 0/18 0.0 % 3.35 [ 0.15, 76.93 ]


Ljunggren 2012 0/19 0/20 Not estimable


Lough 1990 4/14 7/15 0.4 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.2 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 12/98 16/97 0.8 % 0.74 [ 0.37, 1.49 ]


Maude 2011 9/27 6/29 0.5 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.0 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 14/23 16/25 1.9 % 0.95 [ 0.61, 1.48 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 30/68 35/68 3.0 % 0.86 [ 0.60, 1.22 ]


Munk 2014 1/42 1/38 0.0 % 0.90 [ 0.06, 13.97 ]


Müller 1982a 3/66 5/29 0.2 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 0.5 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 10/20 9/20 0.9 % 1.11 [ 0.58, 2.14 ]


Neuvonen 1984 0/9 0/10 Not estimable


Nguyen 2012 4/14 4/14 0.3 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 0/20 Not estimable


Peck 2004 4/14 5/13 0.3 % 0.74 [ 0.25, 2.18 ]


Popp 1981 7/21 6/21 0.5 % 1.17 [ 0.47, 2.89 ]


Potter 2001 21/183 33/193 1.4 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 1/11 5/18 0.1 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.1 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Reilly 1990 0/8 2/10 0.0 % 0.24 [ 0.01, 4.47 ]


Reissman 1995 0/80 0/81 Not estimable


Roth 2013 1/74 1/83 0.0 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 12/40 10/40 0.7 % 1.20 [ 0.59, 2.45 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.1 % 2.63 [ 0.31, 22.46 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.2 % 1.51 [ 0.40, 5.69 ]


Singh 1998 4/21 4/22 0.2 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 1/17 3/17 0.1 % 0.33 [ 0.04, 2.89 ]


Song 1993 0/12 2/13 0.0 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 0/11 1/15 0.0 % 0.44 [ 0.02, 9.98 ]


Starke 2011 9/66 6/66 0.4 % 1.50 [ 0.57, 3.98 ]


Stein 2002 12/40 10/40 0.7 % 1.20 [ 0.59, 2.45 ]


Sullivan 1998 0/8 5/10 0.0 % 0.11 [ 0.01, 1.75 ]


Sullivan 2004 4/27 6/30 0.3 % 0.74 [ 0.23, 2.35 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 27/30 31/35 13.1 % 1.02 [ 0.86, 1.20 ]


Vicic 2013 5/52 10/49 0.4 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 0.7 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Williams 1985 9/21 7/22 0.6 % 1.35 [ 0.61, 2.96 ]


Williford 1991 31/231 24/228 1.5 % 1.27 [ 0.77, 2.10 ]


Woolfson 1989 8/62 8/60 0.4 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 3/215 2/108 0.1 % 0.75 [ 0.13, 4.44 ]


Wu 2007b 3/215 2/108 0.1 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 0/18 1/16 0.0 % 0.30 [ 0.01, 6.84 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zhang 2013 1/50 3/50 0.1 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 1/15 0.0 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable


Zheng 2015 5/75 13/71 0.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 1/60 7/60 0.1 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.2 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 0.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 11588 11179 99.2 % 0.93 [ 0.88, 0.99 ]


Total events: 1367 (Experimental), 1481 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 104.69, df = 113 (P = 0.70); I2 =0.0%


Test for overall effect: Z = 2.22 (P = 0.026)


Total (95% CI) 11788 11382 100.0 % 0.93 [ 0.88, 0.99 ]


Total events: 1382 (Experimental), 1494 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 106.77, df = 117 (P = 0.74); I2 =0.0%


Test for overall effect: Z = 2.17 (P = 0.030)


Test for subgroup differences: Chi2 = 0.44, df = 2 (P = 0.80), I2 =0.0%
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Analysis 2.9. Comparison 2 All-cause mortality - maximum follow-up, Outcome 9 All-cause mortality -


participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 2 All-cause mortality - maximum follow-up


Outcome: 9 All-cause mortality - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Biomarkers


Dong 1996 0/256 3/264 0.0 % 0.15 [ 0.01, 2.84 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.0 % 0.33 [ 0.01, 7.78 ]


Liu 1996b 1/16 0/18 0.0 % 3.35 [ 0.15, 76.93 ]


Luo 2012 3/30 7/30 0.2 % 0.43 [ 0.12, 1.50 ]


Reilly 1990 0/8 2/10 0.0 % 0.24 [ 0.01, 4.47 ]


Song 1993 0/12 2/13 0.0 % 0.22 [ 0.01, 4.08 ]


Subtotal (95% CI) 368 381 0.4 % 0.40 [ 0.16, 1.00 ]


Total events: 4 (Experimental), 15 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.51, df = 5 (P = 0.77); I2 =0.0%


Test for overall effect: Z = 1.96 (P = 0.050)


2 Anthropometric measures


Abel 1976 4/20 3/24 0.2 % 1.60 [ 0.40, 6.32 ]


Bastow 1983a 5/39 4/35 0.2 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.2 % 0.37 [ 0.08, 1.71 ]


F rli 2001 0/18 1/19 0.0 % 0.35 [ 0.02, 8.09 ]


Hoffmann 1988 0/16 2/43 0.0 % 0.52 [ 0.03, 10.24 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Potter 2001 21/183 33/193 1.4 % 0.67 [ 0.40, 1.12 ]


Smith 1988 1/17 3/17 0.1 % 0.33 [ 0.04, 2.89 ]


Vlaming 2001 12/275 14/274 0.7 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 683 719 3.0 % 0.79 [ 0.55, 1.11 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 50 (Experimental), 67 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 5.60, df = 10 (P = 0.85); I2 =0.0%


Test for overall effect: Z = 1.35 (P = 0.18)


3 Both anthropometrics and biomarkers


Jimenez 1995a 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Subtotal (95% CI) 60 15 0.2 % 0.66 [ 0.14, 3.07 ]


Total events: 4 (Experimental), 1 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.12, df = 2 (P = 0.94); I2 =0.0%


Test for overall effect: Z = 0.54 (P = 0.59)


4 Characterised by other means


Abalan 1992 0/15 0/14 Not estimable


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Anbar 2014 0/22 2/28 0.0 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/260 31/265 2.1 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.3 % 0.76 [ 0.24, 2.43 ]


Barlow 2011 3/64 0/57 0.0 % 6.25 [ 0.33, 118.38 ]


Bauer 2000 24/60 24/60 1.9 % 1.00 [ 0.65, 1.55 ]


Beier-Holgersen 1999 2/30 4/30 0.1 % 0.50 [ 0.10, 2.53 ]


Bellantone 1988 1/54 1/46 0.0 % 0.85 [ 0.05, 13.24 ]


Bokhorst-de 2000 1/15 0/17 0.0 % 3.38 [ 0.15, 77.12 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 6/68 5/73 0.3 % 1.29 [ 0.41, 4.03 ]


Brennan 1994 4/60 1/57 0.1 % 3.80 [ 0.44, 32.99 ]


Bunout 1989 2/17 5/19 0.2 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.0 % 0.33 [ 0.01, 7.55 ]


Casaer 2011 255/2312 257/2328 14.0 % 1.00 [ 0.85, 1.18 ]


Choudhry 1996 3/21 4/20 0.2 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 3/34 2/25 0.1 % 1.10 [ 0.20, 6.12 ]


Chuntrasakul 1996 1/21 3/17 0.1 % 0.27 [ 0.03, 2.37 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


De Sousa 2012 0/20 2/17 0.0 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 0.5 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 13.7 % 0.95 [ 0.80, 1.12 ]


Dennis 2006 182/429 207/429 17.1 % 0.88 [ 0.76, 1.02 ]


Doglietto 1990 0/13 0/16 Not estimable


Doglietto 1996 16/338 12/340 0.7 % 1.34 [ 0.64, 2.79 ]


Duncan 2006 24/150 38/159 1.8 % 0.67 [ 0.42, 1.06 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 17/80 10/81 0.7 % 1.72 [ 0.84, 3.53 ]


Eyer 1993 2/19 2/19 0.1 % 1.00 [ 0.16, 6.38 ]


Fan 1989 5/64 9/60 0.3 % 0.52 [ 0.19, 1.47 ]


Fan 1994 6/20 6/20 0.4 % 1.00 [ 0.39, 2.58 ]


Fasth 1987 1/48 1/44 0.0 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


Gariballa 1998 2/20 7/20 0.2 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 1.3 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.1 % 1.05 [ 0.16, 7.10 ]


Ha 2010 12/70 10/76 0.6 % 1.30 [ 0.60, 2.82 ]


Hartgrink 1998 7/55 0/53 0.0 % 14.46 [ 0.85, 247.12 ]


Heidegger 2013 20/153 28/152 1.3 % 0.71 [ 0.42, 1.20 ]


Hendry 2010 0/30 2/38 0.0 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.0 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 0.9 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 1.8 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.0 % 0.22 [ 0.01, 4.29 ]


Holter 1977 2/30 2/26 0.1 % 0.87 [ 0.13, 5.73 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Houwing 2003 0/51 0/52 Not estimable


Jauch 1995a 2/17 2/5 0.1 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.1 % 0.59 [ 0.07, 5.22 ]


Johansen 2004 9/108 6/104 0.4 % 1.44 [ 0.53, 3.92 ]


Kaur 2005 3/50 4/50 0.2 % 0.75 [ 0.18, 3.18 ]


Kearns 1992 5/16 4/15 0.3 % 1.17 [ 0.39, 3.56 ]


Keele 1997 2/47 0/53 0.0 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 2.2 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 3/12 2/10 0.1 % 1.25 [ 0.26, 6.07 ]


Lidder 2013a 1/32 1/30 0.1 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 0.0 % 0.23 [ 0.01, 4.56 ]


Ljunggren 2012 0/19 0/20 Not estimable


Lough 1990 4/14 7/15 0.4 % 0.61 [ 0.23, 1.65 ]


Malhotra 2004 12/98 16/97 0.8 % 0.74 [ 0.37, 1.49 ]


Maude 2011 9/27 6/29 0.5 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.0 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 14/23 16/25 1.9 % 0.95 [ 0.61, 1.48 ]


Moreno 2016 30/68 35/68 3.0 % 0.86 [ 0.60, 1.22 ]


Munk 2014 1/42 1/38 0.0 % 0.90 [ 0.06, 13.97 ]


Müller 1982a 3/66 5/29 0.2 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 0.5 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 10/20 9/20 0.9 % 1.11 [ 0.58, 2.14 ]


Neelemaat 2012 14/105 11/105 0.7 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 0/10 Not estimable


Nguyen 2012 4/14 4/14 0.3 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 0/20 Not estimable


Peck 2004 4/14 5/13 0.3 % 0.74 [ 0.25, 2.18 ]


Popp 1981 7/21 6/21 0.5 % 1.17 [ 0.47, 2.89 ]


Pupelis 2000 1/11 5/18 0.1 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.1 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Reissman 1995 0/80 0/81 Not estimable


Roth 2013 1/74 1/83 0.0 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 12/40 10/40 0.7 % 1.20 [ 0.59, 2.45 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.1 % 2.63 [ 0.31, 22.46 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.2 % 1.51 [ 0.40, 5.69 ]


Singh 1998 4/21 4/22 0.2 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 0/11 1/15 0.0 % 0.44 [ 0.02, 9.98 ]


Starke 2011 9/66 6/66 0.4 % 1.50 [ 0.57, 3.98 ]


Stein 2002 12/40 10/40 0.7 % 1.20 [ 0.59, 2.45 ]


Sullivan 1998 0/8 5/10 0.0 % 0.11 [ 0.01, 1.75 ]


Sullivan 2004 4/27 6/30 0.3 % 0.74 [ 0.23, 2.35 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 27/30 31/35 13.1 % 1.02 [ 0.86, 1.20 ]


Vicic 2013 5/52 10/49 0.4 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Williams 1985 9/21 7/22 0.6 % 1.35 [ 0.61, 2.96 ]


Williford 1991 31/231 24/228 1.5 % 1.27 [ 0.77, 2.10 ]


Woolfson 1989 8/62 8/60 0.4 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 3/215 2/108 0.1 % 0.75 [ 0.13, 4.44 ]


Wu 2007b 3/215 2/108 0.1 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 0/18 1/16 0.0 % 0.30 [ 0.01, 6.84 ]


Zhang 2013 1/50 3/50 0.1 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 1/15 0.0 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable


Zheng 2015 5/75 13/71 0.4 % 0.36 [ 0.14, 0.97 ]
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n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zhong 2014 1/60 7/60 0.1 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.2 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 0.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 10677 10267 96.4 % 0.94 [ 0.89, 1.00 ]


Total events: 1324 (Experimental), 1411 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 93.89, df = 97 (P = 0.57); I2 =0.0%


Test for overall effect: Z = 1.82 (P = 0.069)


Total (95% CI) 11788 11382 100.0 % 0.93 [ 0.88, 0.99 ]


Total events: 1382 (Experimental), 1494 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 106.77, df = 117 (P = 0.74); I2 =0.0%


Test for overall effect: Z = 2.17 (P = 0.030)


Test for subgroup differences: Chi2 = 4.55, df = 3 (P = 0.21), I2 =34%
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Analysis 2.10. Comparison 2 All-cause mortality - maximum follow-up, Outcome 10 All-cause mortality -


randomisation year.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 2 All-cause mortality - maximum follow-up


Outcome: 10 All-cause mortality - randomisation year


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Before 1960


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 1960 to 1979


Abel 1976 4/20 3/24 0.2 % 1.60 [ 0.40, 6.32 ]


Banerjee 1978 4/28 6/32 0.3 % 0.76 [ 0.24, 2.43 ]


Holter 1977 2/30 2/26 0.1 % 0.87 [ 0.13, 5.73 ]


Samuels 1981 3/16 1/14 0.1 % 2.63 [ 0.31, 22.46 ]


Sonnenfeld 1978 0/11 1/15 0.0 % 0.44 [ 0.02, 9.98 ]


Thompson 1981 0/12 0/9 Not estimable


Subtotal (95% CI) 117 120 0.7 % 1.07 [ 0.52, 2.23 ]


Total events: 13 (Experimental), 13 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.68, df = 4 (P = 0.79); I2 =0.0%


Test for overall effect: Z = 0.19 (P = 0.85)


3 1980 to 1999


Abalan 1992 0/15 0/14 Not estimable


Bastow 1983a 5/39 4/35 0.2 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.2 % 0.37 [ 0.08, 1.71 ]


Bauer 2000 24/60 24/60 1.9 % 1.00 [ 0.65, 1.55 ]


Beier-Holgersen 1999 2/30 4/30 0.1 % 0.50 [ 0.10, 2.53 ]


Bellantone 1988 1/54 1/46 0.0 % 0.85 [ 0.05, 13.24 ]


Bokhorst-de 2000 1/15 0/17 0.0 % 3.38 [ 0.15, 77.12 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 4/60 1/57 0.1 % 3.80 [ 0.44, 32.99 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Bunout 1989 2/17 5/19 0.2 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.0 % 0.33 [ 0.01, 7.55 ]


Choudhry 1996 3/21 4/20 0.2 % 0.71 [ 0.18, 2.80 ]


Chuntrasakul 1996 1/21 3/17 0.1 % 0.27 [ 0.03, 2.37 ]


Delmi 1990 6/25 10/27 0.5 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 13.7 % 0.95 [ 0.80, 1.12 ]


Dennis 2006 182/429 207/429 17.1 % 0.88 [ 0.76, 1.02 ]


Doglietto 1990 0/13 0/16 Not estimable


Doglietto 1996 16/338 12/340 0.7 % 1.34 [ 0.64, 2.79 ]


Dong 1996 0/256 3/264 0.0 % 0.15 [ 0.01, 2.84 ]


Espaulella 2000 17/80 10/81 0.7 % 1.72 [ 0.84, 3.53 ]


Eyer 1993 2/19 2/19 0.1 % 1.00 [ 0.16, 6.38 ]


Fan 1989 5/64 9/60 0.3 % 0.52 [ 0.19, 1.47 ]


Fan 1994 6/20 6/20 0.4 % 1.00 [ 0.39, 2.58 ]


Fasth 1987 1/48 1/44 0.0 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.0 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 7/20 0.2 % 0.29 [ 0.07, 1.21 ]


Gazzotti 2003 2/39 2/41 0.1 % 1.05 [ 0.16, 7.10 ]


Hartgrink 1998 7/55 0/53 0.0 % 14.46 [ 0.85, 247.12 ]


Herndon 1987 8/13 8/15 0.9 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 2/43 0.0 % 0.52 [ 0.03, 10.24 ]


Houwing 2003 0/51 0/52 Not estimable


Jauch 1995a 2/17 2/5 0.1 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.1 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Jimenez 1995c 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.0 % 0.33 [ 0.01, 7.78 ]


Kearns 1992 5/16 4/15 0.3 % 1.17 [ 0.39, 3.56 ]


Keele 1997 2/47 0/53 0.0 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 2.2 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 3/12 2/10 0.1 % 1.25 [ 0.26, 6.07 ]


Liu 1996b 1/16 0/18 0.0 % 3.35 [ 0.15, 76.93 ]


Lough 1990 4/14 7/15 0.4 % 0.61 [ 0.23, 1.65 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


McCarter 1998 0/57 1/55 0.0 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 14/23 16/25 1.9 % 0.95 [ 0.61, 1.48 ]


Müller 1982a 3/66 5/29 0.2 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 0.5 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 10/20 9/20 0.9 % 1.11 [ 0.58, 2.14 ]


Neuvonen 1984 0/9 0/10 Not estimable


Ollenschläger 1992 0/16 0/16 Not estimable


Popp 1981 7/21 6/21 0.5 % 1.17 [ 0.47, 2.89 ]


Potter 2001 21/183 33/193 1.4 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 1/11 5/18 0.1 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.1 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 2/10 0.0 % 0.24 [ 0.01, 4.47 ]


Reissman 1995 0/80 0/81 Not estimable


Sabin 1998 12/40 10/40 0.7 % 1.20 [ 0.59, 2.45 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.2 % 1.51 [ 0.40, 5.69 ]


Singh 1998 4/21 4/22 0.2 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Smith 1988 1/17 3/17 0.1 % 0.33 [ 0.04, 2.89 ]


Song 1993 0/12 2/13 0.0 % 0.22 [ 0.01, 4.08 ]


Sullivan 1998 0/8 5/10 0.0 % 0.11 [ 0.01, 1.75 ]


Valdivieso 1987 27/30 31/35 13.1 % 1.02 [ 0.86, 1.20 ]


Vlaming 2001 12/275 14/274 0.7 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Williams 1985 9/21 7/22 0.6 % 1.35 [ 0.61, 2.96 ]


Williford 1991 31/231 24/228 1.5 % 1.27 [ 0.77, 2.10 ]


Woolfson 1989 8/62 8/60 0.4 % 0.97 [ 0.39, 2.41 ]


Yamada 1983 0/18 1/16 0.0 % 0.30 [ 0.01, 6.84 ]


Zheng 2001a 0/65 1/15 0.0 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 6127 5928 65.7 % 0.92 [ 0.86, 1.00 ]


Total events: 784 (Experimental), 872 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 58.49, df = 69 (P = 0.81); I2 =0.0%


Test for overall effect: Z = 2.04 (P = 0.041)


4 After 1999


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Anbar 2014 0/22 2/28 0.0 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/260 31/265 2.1 % 1.51 [ 0.99, 2.31 ]


Barlow 2011 3/64 0/57 0.0 % 6.25 [ 0.33, 118.38 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 6/68 5/73 0.3 % 1.29 [ 0.41, 4.03 ]


Casaer 2011 255/2312 257/2328 14.0 % 1.00 [ 0.85, 1.18 ]


Chourdakis 2012 3/34 2/25 0.1 % 1.10 [ 0.20, 6.12 ]


De Sousa 2012 0/20 2/17 0.0 % 0.17 [ 0.01, 3.34 ]


Duncan 2006 24/150 38/159 1.8 % 0.67 [ 0.42, 1.06 ]


Eneroth 2005 0/40 0/40 Not estimable


Gariballa 2006 32/223 19/222 1.3 % 1.68 [ 0.98, 2.87 ]


Ha 2010 12/70 10/76 0.6 % 1.30 [ 0.60, 2.82 ]


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


631Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Heidegger 2013 20/153 28/152 1.3 % 0.71 [ 0.42, 1.20 ]


Hendry 2010 0/30 2/38 0.0 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.0 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Hickson 2004 31/292 35/300 1.8 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.0 % 0.22 [ 0.01, 4.29 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Johansen 2004 9/108 6/104 0.4 % 1.44 [ 0.53, 3.92 ]


Kaur 2005 3/50 4/50 0.2 % 0.75 [ 0.18, 3.18 ]


Lidder 2013a 1/32 1/30 0.1 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 0.0 % 0.23 [ 0.01, 4.56 ]


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 0.2 % 0.43 [ 0.12, 1.50 ]


Malhotra 2004 12/98 16/97 0.8 % 0.74 [ 0.37, 1.49 ]


Maude 2011 9/27 6/29 0.5 % 1.61 [ 0.66, 3.92 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 30/68 35/68 3.0 % 0.86 [ 0.60, 1.22 ]


Munk 2014 1/42 1/38 0.0 % 0.90 [ 0.06, 13.97 ]


Neelemaat 2012 14/105 11/105 0.7 % 1.27 [ 0.61, 2.67 ]


Nguyen 2012 4/14 4/14 0.3 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 0/20 Not estimable


Peck 2004 4/14 5/13 0.3 % 0.74 [ 0.25, 2.18 ]


Roth 2013 1/74 1/83 0.0 % 1.12 [ 0.07, 17.62 ]


Starke 2011 9/66 6/66 0.4 % 1.50 [ 0.57, 3.98 ]


Stein 2002 12/40 10/40 0.7 % 1.20 [ 0.59, 2.45 ]


Sullivan 2004 4/27 6/30 0.3 % 0.74 [ 0.23, 2.35 ]


Vicic 2013 5/52 10/49 0.4 % 0.47 [ 0.17, 1.28 ]


Wu 2007a 3/215 2/108 0.1 % 0.75 [ 0.13, 4.44 ]


Wu 2007b 3/215 2/108 0.1 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zhang 2013 1/50 3/50 0.1 % 0.33 [ 0.04, 3.10 ]


Zheng 2015 5/75 13/71 0.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 1/60 7/60 0.1 % 0.14 [ 0.02, 1.13 ]


Zhu 2012a 3/33 6/16 0.2 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 0.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 5544 5334 33.6 % 0.93 [ 0.81, 1.06 ]


Total events: 585 (Experimental), 609 (Control)


Heterogeneity: Tau2 = 0.02; Chi2 = 46.58, df = 42 (P = 0.29); I2 =10%


Test for overall effect: Z = 1.07 (P = 0.28)


Total (95% CI) 11788 11382 100.0 % 0.93 [ 0.88, 0.99 ]


Total events: 1382 (Experimental), 1494 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 106.77, df = 117 (P = 0.74); I2 =0.0%


Test for overall effect: Z = 2.17 (P = 0.030)


Test for subgroup differences: Chi2 = 0.16, df = 2 (P = 0.92), I2 =0.0%
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Analysis 2.11. Comparison 2 All-cause mortality - maximum follow-up, Outcome 11 All-cause mortality -


trials where the intervention lasts fewer than three days compared with trials where the intervention lasts


three days or more.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 2 All-cause mortality - maximum follow-up


Outcome: 11 All-cause mortality - trials where the intervention lasts fewer than three days compared with trials where the intervention lasts three days or more


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Three days or more


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.2 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Arias 2008 46/260 31/265 2.1 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.3 % 0.76 [ 0.24, 2.43 ]


Barlow 2011 3/64 0/57 0.0 % 6.25 [ 0.33, 118.38 ]


Bastow 1983a 5/39 4/35 0.2 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.2 % 0.37 [ 0.08, 1.71 ]


Bauer 2000 24/60 24/60 1.9 % 1.00 [ 0.65, 1.55 ]


Beier-Holgersen 1999 2/30 4/30 0.1 % 0.50 [ 0.10, 2.53 ]


Bellantone 1988 1/54 1/46 0.0 % 0.85 [ 0.05, 13.24 ]


Bokhorst-de 2000 1/15 0/17 0.0 % 3.38 [ 0.15, 77.12 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 6/68 5/73 0.3 % 1.29 [ 0.41, 4.03 ]


Brennan 1994 4/60 1/57 0.1 % 3.80 [ 0.44, 32.99 ]


Bunout 1989 2/17 5/19 0.2 % 0.45 [ 0.10, 2.01 ]


Carr 1996 0/14 1/14 0.0 % 0.33 [ 0.01, 7.55 ]


Casaer 2011 255/2312 257/2328 14.0 % 1.00 [ 0.85, 1.18 ]


Chuntrasakul 1996 1/21 3/17 0.1 % 0.27 [ 0.03, 2.37 ]


De Sousa 2012 0/20 2/17 0.0 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 0.5 % 0.65 [ 0.28, 1.52 ]


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


634Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Dennis 2005 241/2012 253/2000 13.7 % 0.95 [ 0.80, 1.12 ]


Dennis 2006 182/429 207/429 17.1 % 0.88 [ 0.76, 1.02 ]


Doglietto 1990 0/13 0/16 Not estimable


Doglietto 1996 16/338 12/340 0.7 % 1.34 [ 0.64, 2.79 ]


Dong 1996 0/256 3/264 0.0 % 0.15 [ 0.01, 2.84 ]


Duncan 2006 24/150 38/159 1.8 % 0.67 [ 0.42, 1.06 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 17/80 10/81 0.7 % 1.72 [ 0.84, 3.53 ]


Fan 1989 5/64 9/60 0.3 % 0.52 [ 0.19, 1.47 ]


Fan 1994 6/20 6/20 0.4 % 1.00 [ 0.39, 2.58 ]


Fasth 1987 1/48 1/44 0.0 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.0 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 7/20 0.2 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 1.3 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.1 % 1.05 [ 0.16, 7.10 ]


Ha 2010 12/70 10/76 0.6 % 1.30 [ 0.60, 2.82 ]


Hartgrink 1998 7/55 0/53 0.0 % 14.46 [ 0.85, 247.12 ]


Heidegger 2013 20/153 28/152 1.3 % 0.71 [ 0.42, 1.20 ]


Hendry 2010 0/30 2/38 0.0 % 0.25 [ 0.01, 5.05 ]


Herndon 1987 8/13 8/15 0.9 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 1.8 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.0 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/16 2/43 0.0 % 0.52 [ 0.03, 10.24 ]


Holter 1977 2/30 2/26 0.1 % 0.87 [ 0.13, 5.73 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jauch 1995a 2/17 2/5 0.1 % 0.29 [ 0.05, 1.59 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Jauch 1995b 2/17 1/5 0.1 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.0 % 0.33 [ 0.01, 7.78 ]


Johansen 2004 9/108 6/104 0.4 % 1.44 [ 0.53, 3.92 ]


Kaur 2005 3/50 4/50 0.2 % 0.75 [ 0.18, 3.18 ]


Kearns 1992 5/16 4/15 0.3 % 1.17 [ 0.39, 3.56 ]


Keele 1997 2/47 0/53 0.0 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 2.2 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 3/12 2/10 0.1 % 1.25 [ 0.26, 6.07 ]


Lidder 2013a 1/32 1/30 0.1 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 0.0 % 0.23 [ 0.01, 4.56 ]


Liu 1996b 1/16 0/18 0.0 % 3.35 [ 0.15, 76.93 ]


Lough 1990 4/14 7/15 0.4 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.2 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 12/98 16/97 0.8 % 0.74 [ 0.37, 1.49 ]


Mezey 1991 14/23 16/25 1.9 % 0.95 [ 0.61, 1.48 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 30/68 35/68 3.0 % 0.86 [ 0.60, 1.22 ]


Munk 2014 1/42 1/38 0.0 % 0.90 [ 0.06, 13.97 ]


Müller 1982a 3/66 5/29 0.2 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 0.5 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 10/20 9/20 0.9 % 1.11 [ 0.58, 2.14 ]


Neelemaat 2012 14/105 11/105 0.7 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 0/10 Not estimable


Nguyen 2012 4/14 4/14 0.3 % 1.00 [ 0.31, 3.23 ]


Ollenschläger 1992 0/16 0/16 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Page 2002 0/20 0/20 Not estimable


Peck 2004 4/14 5/13 0.3 % 0.74 [ 0.25, 2.18 ]


Popp 1981 7/21 6/21 0.5 % 1.17 [ 0.47, 2.89 ]


Potter 2001 21/183 33/193 1.4 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 1/11 5/18 0.1 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.1 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 2/10 0.0 % 0.24 [ 0.01, 4.47 ]


Reissman 1995 0/80 0/81 Not estimable


Roth 2013 1/74 1/83 0.0 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.1 % 2.63 [ 0.31, 22.46 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.2 % 1.51 [ 0.40, 5.69 ]


Singh 1998 4/21 4/22 0.2 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 1/17 3/17 0.1 % 0.33 [ 0.04, 2.89 ]


Song 1993 0/12 2/13 0.0 % 0.22 [ 0.01, 4.08 ]


Starke 2011 9/66 6/66 0.4 % 1.50 [ 0.57, 3.98 ]


Sullivan 1998 0/8 5/10 0.0 % 0.11 [ 0.01, 1.75 ]


Sullivan 2004 4/27 6/30 0.3 % 0.74 [ 0.23, 2.35 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 27/30 31/35 13.1 % 1.02 [ 0.86, 1.20 ]


Vicic 2013 5/52 10/49 0.4 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 0.7 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Williams 1985 9/21 7/22 0.6 % 1.35 [ 0.61, 2.96 ]


Williford 1991 31/231 24/228 1.5 % 1.27 [ 0.77, 2.10 ]


Woolfson 1989 8/62 8/60 0.4 % 0.97 [ 0.39, 2.41 ]


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


637Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Wu 2007a 3/215 2/108 0.1 % 0.75 [ 0.13, 4.44 ]


Wu 2007b 3/215 2/108 0.1 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 0/18 1/16 0.0 % 0.30 [ 0.01, 6.84 ]


Zhang 2013 1/50 3/50 0.1 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 1/15 0.0 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable


Zheng 2015 5/75 13/71 0.4 % 0.36 [ 0.14, 0.97 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.2 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 0.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 11391 11003 97.4 % 0.93 [ 0.88, 0.99 ]


Total events: 1340 (Experimental), 1448 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 98.44, df = 106 (P = 0.69); I2 =0.0%


Test for overall effect: Z = 2.22 (P = 0.026)


2 Fewer than three days


Choudhry 1996 3/21 4/20 0.2 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 3/34 2/25 0.1 % 1.10 [ 0.20, 6.12 ]


Eyer 1993 2/19 2/19 0.1 % 1.00 [ 0.16, 6.38 ]


Henriksen 2003a 0/16 1/8 0.0 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


Maude 2011 9/27 6/29 0.5 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.0 % 0.32 [ 0.01, 7.74 ]


Sabin 1998 12/40 10/40 0.7 % 1.20 [ 0.59, 2.45 ]


Sonnenfeld 1978 0/11 1/15 0.0 % 0.44 [ 0.02, 9.98 ]


Stein 2002 12/40 10/40 0.7 % 1.20 [ 0.59, 2.45 ]


Zhong 2014 1/60 7/60 0.1 % 0.14 [ 0.02, 1.13 ]


Subtotal (95% CI) 360 339 2.6 % 1.05 [ 0.72, 1.54 ]


Total events: 42 (Experimental), 44 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 7.47, df = 9 (P = 0.59); I2 =0.0%


Test for overall effect: Z = 0.25 (P = 0.80)


3 Unknown


Anbar 2014 0/22 2/28 0.0 % 0.25 [ 0.01, 5.00 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Capell 1990 0/15 0/12 Not estimable


Subtotal (95% CI) 37 40 0.0 % 0.25 [ 0.01, 5.00 ]


Total events: 0 (Experimental), 2 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.90 (P = 0.37)


Total (95% CI) 11788 11382 100.0 % 0.93 [ 0.88, 0.99 ]


Total events: 1382 (Experimental), 1494 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 106.77, df = 117 (P = 0.74); I2 =0.0%


Test for overall effect: Z = 2.17 (P = 0.030)


Test for subgroup differences: Chi2 = 1.10, df = 2 (P = 0.58), I2 =0.0%
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Analysis 2.12. Comparison 2 All-cause mortality - maximum follow-up, Outcome 12 All-cause mortality -


’best-worst case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 2 All-cause mortality - maximum follow-up


Outcome: 12 All-cause mortality - ’best-worst case’ scenario


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.5 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/10 2/10 0.2 % 0.50 [ 0.05, 4.67 ]


Anbar 2014 0/23 2/28 0.1 % 0.24 [ 0.01, 4.80 ]


Arias 2008 46/333 100/334 3.4 % 0.46 [ 0.34, 0.63 ]


Banerjee 1978 4/31 6/32 0.7 % 0.69 [ 0.21, 2.21 ]


Barlow 2011 3/64 0/57 0.1 % 6.25 [ 0.33, 118.38 ]


Bastow 1983a 5/39 4/35 0.6 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.4 % 0.37 [ 0.08, 1.71 ]


Bauer 2000 24/60 24/60 2.6 % 1.00 [ 0.65, 1.55 ]


Beier-Holgersen 1999 2/30 4/30 0.4 % 0.50 [ 0.10, 2.53 ]


Bellantone 1988 1/54 1/46 0.1 % 0.85 [ 0.05, 13.24 ]


Bokhorst-de 2000 1/15 0/17 0.1 % 3.38 [ 0.15, 77.12 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/30 14/30 0.1 % 0.03 [ 0.00, 0.55 ]


Breedveld-Peters 6/73 11/79 1.0 % 0.59 [ 0.23, 1.51 ]


Brennan 1994 4/60 1/57 0.2 % 3.80 [ 0.44, 32.99 ]


Bunout 1989 2/17 5/19 0.4 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/15 2/15 0.1 % 0.20 [ 0.01, 3.85 ]


Casaer 2011 255/2312 257/2328 4.4 % 1.00 [ 0.85, 1.18 ]


Choudhry 1996 3/21 4/20 0.5 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 3/34 2/25 0.3 % 1.10 [ 0.20, 6.12 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Chuntrasakul 1996 1/21 3/17 0.2 % 0.27 [ 0.03, 2.37 ]


De Sousa 2012 0/20 2/17 0.1 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/27 15/32 1.3 % 0.47 [ 0.21, 1.05 ]


Dennis 2005 241/2016 260/2007 4.4 % 0.92 [ 0.78, 1.09 ]


Dennis 2006 182/429 208/430 4.5 % 0.88 [ 0.76, 1.02 ]


Doglietto 1990 0/13 0/16 Not estimable


Doglietto 1996 16/338 12/340 1.4 % 1.34 [ 0.64, 2.79 ]


Dong 1996 0/256 3/264 0.1 % 0.15 [ 0.01, 2.84 ]


Duncan 2006 24/153 44/165 2.6 % 0.59 [ 0.38, 0.92 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 17/85 15/86 1.7 % 1.15 [ 0.61, 2.14 ]


Eyer 1993 2/26 9/26 0.5 % 0.22 [ 0.05, 0.93 ]


Fan 1989 5/75 24/75 1.0 % 0.21 [ 0.08, 0.52 ]


Fan 1994 6/20 6/20 1.0 % 1.00 [ 0.39, 2.58 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.2 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/20 4/22 0.1 % 0.12 [ 0.01, 2.13 ]


Gariballa 1998 2/21 8/21 0.5 % 0.25 [ 0.06, 1.04 ]


Gariballa 2006 32/223 19/222 2.1 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.3 % 1.05 [ 0.16, 7.10 ]


Ha 2010 12/84 20/86 1.7 % 0.61 [ 0.32, 1.18 ]


Hartgrink 1998 7/70 17/70 1.2 % 0.41 [ 0.18, 0.93 ]


Heidegger 2013 20/153 28/152 2.1 % 0.71 [ 0.42, 1.20 ]


Hendry 2010 0/38 2/38 0.1 % 0.20 [ 0.01, 4.03 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 1.7 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 2.5 % 0.91 [ 0.58, 1.44 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/51 10/51 0.1 % 0.05 [ 0.00, 0.79 ]


Holter 1977 2/30 2/26 0.3 % 0.87 [ 0.13, 5.73 ]


Holyday 2012 4/71 1/72 0.2 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jauch 1995a 2/17 2/5 0.3 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.2 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Johansen 2004 9/108 6/104 0.9 % 1.44 [ 0.53, 3.92 ]


Kaur 2005 3/50 4/50 0.5 % 0.75 [ 0.18, 3.18 ]


Kearns 1992 5/16 4/15 0.7 % 1.17 [ 0.39, 3.56 ]


Keele 1997 2/47 0/53 0.1 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/250 68/251 2.8 % 0.43 [ 0.29, 0.64 ]


Ledinghen 1997 3/12 2/10 0.4 % 1.25 [ 0.26, 6.07 ]


Lidder 2013a 1/32 1/30 0.1 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 0.1 % 0.23 [ 0.01, 4.56 ]


Liu 1996b 1/16 0/18 0.1 % 3.35 [ 0.15, 76.93 ]


Ljunggren 2012 0/20 0/20 Not estimable


Lough 1990 4/14 7/15 0.9 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.6 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.2 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 12/100 19/100 1.6 % 0.63 [ 0.32, 1.23 ]


Maude 2011 9/27 6/29 1.1 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 14/28 17/26 2.5 % 0.76 [ 0.48, 1.22 ]


Miller 2006a 2/25 2/26 0.3 % 1.04 [ 0.16, 6.83 ]


Miller 2006b 1/24 0/25 0.1 % 3.12 [ 0.13, 73.04 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Moreno 2016 30/68 35/68 3.1 % 0.86 [ 0.60, 1.22 ]


Munk 2014 1/44 3/40 0.2 % 0.30 [ 0.03, 2.80 ]


Müller 1982a 3/80 16/40 0.7 % 0.09 [ 0.03, 0.30 ]


Müller 1982b 10/55 16/40 1.6 % 0.45 [ 0.23, 0.89 ]


Naveau 1986 10/20 9/20 1.7 % 1.11 [ 0.58, 2.14 ]


Neelemaat 2012 14/105 11/105 1.4 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 0/10 Not estimable


Nguyen 2012 4/14 4/14 0.7 % 1.00 [ 0.31, 3.23 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 0/20 Not estimable


Peck 2004 4/16 8/16 0.9 % 0.50 [ 0.19, 1.33 ]


Popp 1981 7/21 6/21 1.0 % 1.17 [ 0.47, 2.89 ]


Potter 2001 21/186 35/195 2.3 % 0.63 [ 0.38, 1.04 ]


Pupelis 2000 1/11 5/18 0.2 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.2 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Reissman 1995 0/80 0/81 Not estimable


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 12/40 10/40 1.5 % 1.20 [ 0.59, 2.45 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/18 2/15 0.4 % 1.25 [ 0.24, 6.53 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/16 4/18 0.6 % 1.13 [ 0.34, 3.78 ]


Singh 1998 4/21 4/22 0.6 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.2 % 4.00 [ 0.48, 33.33 ]


Smith 1988 1/17 3/17 0.2 % 0.33 [ 0.04, 2.89 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 0/11 1/15 0.1 % 0.44 [ 0.02, 9.98 ]


Starke 2011 9/67 7/67 1.0 % 1.29 [ 0.51, 3.25 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Stein 2002 12/40 10/40 1.5 % 1.20 [ 0.59, 2.45 ]


Sullivan 1998 0/8 5/10 0.1 % 0.11 [ 0.01, 1.75 ]


Sullivan 2004 4/27 6/30 0.7 % 0.74 [ 0.23, 2.35 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 27/30 31/35 4.3 % 1.02 [ 0.86, 1.20 ]


Vicic 2013 5/52 10/49 0.9 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 1.4 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.2 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.2 % 2.00 [ 0.24, 16.97 ]


Williams 1985 9/21 7/22 1.3 % 1.35 [ 0.61, 2.96 ]


Williford 1991 31/231 24/228 2.3 % 1.27 [ 0.77, 2.10 ]


Woolfson 1989 8/62 8/60 1.0 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 3/215 2/108 0.3 % 0.75 [ 0.13, 4.44 ]


Wu 2007b 3/215 2/108 0.3 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 0/18 1/16 0.1 % 0.30 [ 0.01, 6.84 ]


Zhang 2013 1/50 3/50 0.2 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 1/15 0.1 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable


Zheng 2015 5/75 13/71 0.9 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 1/60 7/60 0.2 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.6 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 1.2 % 0.57 [ 0.25, 1.29 ]


Total (95% CI) 12094 11606 100.0 % 0.77 [ 0.69, 0.85 ]


Total events: 1382 (Experimental), 1718 (Control)


Heterogeneity: Tau2 = 0.06; Chi2 = 173.40, df = 118 (P = 0.00068); I2 =32%


Test for overall effect: Z = 5.03 (P < 0.00001)


Test for subgroup differences: Not applicable
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Analysis 2.13. Comparison 2 All-cause mortality - maximum follow-up, Outcome 13 All-cause mortality -


’worst-best case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 2 All-cause mortality - maximum follow-up


Outcome: 13 All-cause mortality - ’worst-best case’ scenario


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.6 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 2/10 2/10 0.4 % 1.00 [ 0.17, 5.77 ]


Anbar 2014 1/23 2/28 0.2 % 0.61 [ 0.06, 6.30 ]


Arias 2008 119/333 31/334 2.7 % 3.85 [ 2.67, 5.55 ]


Banerjee 1978 7/31 6/32 1.0 % 1.20 [ 0.46, 3.18 ]


Barlow 2011 3/64 0/57 0.1 % 6.25 [ 0.33, 118.38 ]


Bastow 1983a 5/39 4/35 0.7 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.5 % 0.37 [ 0.08, 1.71 ]


Bauer 2000 24/60 24/60 2.4 % 1.00 [ 0.65, 1.55 ]


Beier-Holgersen 1999 2/30 4/30 0.4 % 0.50 [ 0.10, 2.53 ]


Bellantone 1988 1/54 1/46 0.2 % 0.85 [ 0.05, 13.24 ]


Bokhorst-de 2000 1/15 0/17 0.1 % 3.38 [ 0.15, 77.12 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 18/30 0/30 0.2 % 37.00 [ 2.33, 587.26 ]


Breedveld-Peters 11/73 5/79 1.0 % 2.38 [ 0.87, 6.52 ]


Brennan 1994 4/60 1/57 0.3 % 3.80 [ 0.44, 32.99 ]


Bunout 1989 2/17 5/19 0.5 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 1/15 1/15 0.2 % 1.00 [ 0.07, 14.55 ]


Casaer 2011 255/2312 257/2328 3.4 % 1.00 [ 0.85, 1.18 ]


Choudhry 1996 3/21 4/20 0.6 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 3/34 2/25 0.4 % 1.10 [ 0.20, 6.12 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Chuntrasakul 1996 1/21 3/17 0.3 % 0.27 [ 0.03, 2.37 ]


De Sousa 2012 0/20 2/17 0.1 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 8/27 10/32 1.4 % 0.95 [ 0.44, 2.06 ]


Dennis 2005 245/2016 253/2007 3.4 % 0.96 [ 0.82, 1.14 ]


Dennis 2006 182/429 207/430 3.5 % 0.88 [ 0.76, 1.02 ]


Doglietto 1990 0/13 0/16 Not estimable


Doglietto 1996 16/338 12/340 1.5 % 1.34 [ 0.64, 2.79 ]


Dong 1996 0/256 3/264 0.1 % 0.15 [ 0.01, 2.84 ]


Duncan 2006 27/153 38/165 2.4 % 0.77 [ 0.49, 1.19 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 22/85 10/86 1.6 % 2.23 [ 1.12, 4.41 ]


Eyer 1993 9/26 2/26 0.5 % 4.50 [ 1.07, 18.85 ]


Fan 1989 16/75 9/75 1.4 % 1.78 [ 0.84, 3.77 ]


Fan 1994 6/20 6/20 1.0 % 1.00 [ 0.39, 2.58 ]


Fasth 1987 1/48 1/44 0.2 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.3 % 0.29 [ 0.03, 2.41 ]


F rli 2001 2/20 1/22 0.2 % 2.20 [ 0.22, 22.45 ]


Gariballa 1998 3/21 7/21 0.7 % 0.43 [ 0.13, 1.44 ]


Gariballa 2006 32/223 19/222 2.0 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.3 % 1.05 [ 0.16, 7.10 ]


Ha 2010 26/84 10/86 1.6 % 2.66 [ 1.37, 5.17 ]


Hartgrink 1998 22/70 0/70 0.2 % 45.00 [ 2.78, 727.58 ]


Heidegger 2013 20/153 28/152 2.1 % 0.71 [ 0.42, 1.20 ]


Hendry 2010 8/38 2/38 0.5 % 4.00 [ 0.91, 17.62 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 1.7 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 2.3 % 0.91 [ 0.58, 1.44 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 35/51 2/51 0.6 % 17.50 [ 4.44, 68.94 ]


Holter 1977 2/30 2/26 0.3 % 0.87 [ 0.13, 5.73 ]


Holyday 2012 4/71 1/72 0.3 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jauch 1995a 2/17 2/5 0.4 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.3 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.3 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Johansen 2004 9/108 6/104 1.0 % 1.44 [ 0.53, 3.92 ]


Kaur 2005 3/50 4/50 0.5 % 0.75 [ 0.18, 3.18 ]


Kearns 1992 5/16 4/15 0.8 % 1.17 [ 0.39, 3.56 ]


Keele 1997 2/47 0/53 0.1 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 82/250 55/251 3.0 % 1.50 [ 1.12, 2.01 ]


Ledinghen 1997 3/12 2/10 0.5 % 1.25 [ 0.26, 6.07 ]


Lidder 2013a 1/32 1/30 0.2 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 0.1 % 0.23 [ 0.01, 4.56 ]


Liu 1996b 1/16 0/18 0.1 % 3.35 [ 0.15, 76.93 ]


Ljunggren 2012 1/20 0/20 0.1 % 3.00 [ 0.13, 69.52 ]


Lough 1990 4/14 7/15 1.0 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.7 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.2 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 14/100 16/100 1.6 % 0.88 [ 0.45, 1.70 ]


Maude 2011 9/27 6/29 1.1 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 19/28 16/26 2.6 % 1.10 [ 0.74, 1.64 ]


Miller 2006a 3/25 1/26 0.3 % 3.12 [ 0.35, 28.03 ]


Miller 2006b 2/24 0/25 0.1 % 5.20 [ 0.26, 103.03 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Moreno 2016 30/68 35/68 2.7 % 0.86 [ 0.60, 1.22 ]


Munk 2014 3/44 1/40 0.2 % 2.73 [ 0.30, 25.17 ]


Müller 1982a 17/80 5/40 1.1 % 1.70 [ 0.68, 4.27 ]


Müller 1982b 19/55 6/40 1.3 % 2.30 [ 1.01, 5.24 ]


Naveau 1986 10/20 9/20 1.7 % 1.11 [ 0.58, 2.14 ]


Neelemaat 2012 14/105 11/105 1.4 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 0/10 Not estimable


Nguyen 2012 4/14 4/14 0.8 % 1.00 [ 0.31, 3.23 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 0/20 Not estimable


Peck 2004 6/16 5/16 1.0 % 1.20 [ 0.46, 3.15 ]


Popp 1981 7/21 6/21 1.1 % 1.17 [ 0.47, 2.89 ]


Potter 2001 24/186 33/195 2.2 % 0.76 [ 0.47, 1.24 ]


Pupelis 2000 1/11 5/18 0.3 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.3 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Reissman 1995 0/80 0/81 Not estimable


Roth 2013 1/74 1/83 0.2 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 12/40 10/40 1.5 % 1.20 [ 0.59, 2.45 ]


Sacks 1995 2/8 1/9 0.3 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 5/18 1/15 0.3 % 4.17 [ 0.54, 31.88 ]


Saudny-Unterberger 1997 1/17 1/16 0.2 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.2 % 0.90 [ 0.06, 13.62 ]


Simon 1988 5/16 3/18 0.7 % 1.88 [ 0.53, 6.63 ]


Singh 1998 4/21 4/22 0.7 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.3 % 4.00 [ 0.48, 33.33 ]


Smith 1988 1/17 3/17 0.3 % 0.33 [ 0.04, 2.89 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 0/11 1/15 0.1 % 0.44 [ 0.02, 9.98 ]


Starke 2011 10/67 6/67 1.0 % 1.67 [ 0.64, 4.33 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Stein 2002 12/40 10/40 1.5 % 1.20 [ 0.59, 2.45 ]


Sullivan 1998 0/8 5/10 0.2 % 0.11 [ 0.01, 1.75 ]


Sullivan 2004 4/27 6/30 0.8 % 0.74 [ 0.23, 2.35 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 27/30 31/35 3.4 % 1.02 [ 0.86, 1.20 ]


Vicic 2013 5/52 10/49 1.0 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 1.4 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.2 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.3 % 2.00 [ 0.24, 16.97 ]


Williams 1985 9/21 7/22 1.3 % 1.35 [ 0.61, 2.96 ]


Williford 1991 31/231 24/228 2.2 % 1.27 [ 0.77, 2.10 ]


Woolfson 1989 8/62 8/60 1.1 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 3/215 2/108 0.4 % 0.75 [ 0.13, 4.44 ]


Wu 2007b 3/215 2/108 0.4 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 0/18 1/16 0.1 % 0.30 [ 0.01, 6.84 ]


Zhang 2013 1/50 3/50 0.2 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 1/15 0.1 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable


Zheng 2015 5/75 13/71 1.0 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 1/60 7/60 0.3 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.7 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 1.3 % 0.57 [ 0.25, 1.29 ]


Total (95% CI) 12094 11606 100.0 % 1.09 [ 0.98, 1.23 ]


Total events: 1688 (Experimental), 1494 (Control)


Heterogeneity: Tau2 = 0.09; Chi2 = 211.21, df = 119 (P<0.00001); I2 =44%


Test for overall effect: Z = 1.55 (P = 0.12)


Test for subgroup differences: Not applicable
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Analysis 2.14. Comparison 2 All-cause mortality - maximum follow-up, Outcome 14 All-cause mortality co-


interventions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 2 All-cause mortality - maximum follow-up


Outcome: 14 All-cause mortality co-interventions


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


1 received nutrition support as co-intervention


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Banerjee 1978 4/28 6/32 0.4 % 0.76 [ 0.24, 2.43 ]


Bokhorst-de 2000 1/15 0/17 0.0 % 3.38 [ 0.15, 77.12 ]


Casaer 2011 255/2312 257/2328 17.0 % 1.00 [ 0.85, 1.18 ]


Heidegger 2013 20/153 28/152 1.9 % 0.71 [ 0.42, 1.20 ]


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Luo 2012 3/30 7/30 0.5 % 0.43 [ 0.12, 1.50 ]


Maude 2011 9/27 6/29 0.4 % 1.61 [ 0.66, 3.92 ]


Mezey 1991 14/23 16/25 1.0 % 0.95 [ 0.61, 1.48 ]


Sabin 1998 12/40 10/40 0.7 % 1.20 [ 0.59, 2.45 ]


Simon 1988 4/15 3/17 0.2 % 1.51 [ 0.40, 5.69 ]


Zhu 2012a 3/33 6/16 0.5 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 0.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 2739 2736 23.4 % 0.95 [ 0.82, 1.08 ]


Total events: 334 (Experimental), 350 (Control)


Heterogeneity: Chi2 = 13.31, df = 12 (P = 0.35); I2 =10%


Test for overall effect: Z = 0.80 (P = 0.42)


2 did not receive nutrition support as co-intervention


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.2 % 1.60 [ 0.40, 6.32 ]


Anbar 2014 0/22 2/28 0.1 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/260 31/265 2.0 % 1.51 [ 0.99, 2.31 ]


Barlow 2011 3/64 0/57 0.0 % 6.25 [ 0.33, 118.38 ]


Bastow 1983a 5/39 4/35 0.3 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.3 % 0.37 [ 0.08, 1.71 ]


Bauer 2000 24/60 24/60 1.6 % 1.00 [ 0.65, 1.55 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Beier-Holgersen 1999 2/30 4/30 0.3 % 0.50 [ 0.10, 2.53 ]


Bellantone 1988 1/54 1/46 0.1 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 6/68 5/73 0.3 % 1.29 [ 0.41, 4.03 ]


Brennan 1994 4/60 1/57 0.1 % 3.80 [ 0.44, 32.99 ]


Bunout 1989 2/17 5/19 0.3 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Chourdakis 2012 3/34 2/25 0.2 % 1.10 [ 0.20, 6.12 ]


Chuntrasakul 1996 1/21 3/17 0.2 % 0.27 [ 0.03, 2.37 ]


De Sousa 2012 0/20 2/17 0.2 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 0.6 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 16.9 % 0.95 [ 0.80, 1.12 ]


Dennis 2006 182/429 207/429 13.8 % 0.88 [ 0.76, 1.02 ]


Doglietto 1990 0/13 0/16 Not estimable


Doglietto 1996 16/338 12/340 0.8 % 1.34 [ 0.64, 2.79 ]


Dong 1996 0/256 3/264 0.2 % 0.15 [ 0.01, 2.84 ]


Duncan 2006 24/150 38/159 2.5 % 0.67 [ 0.42, 1.06 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 17/80 10/81 0.7 % 1.72 [ 0.84, 3.53 ]


Eyer 1993 2/19 2/19 0.1 % 1.00 [ 0.16, 6.38 ]


Fan 1989 5/64 9/60 0.6 % 0.52 [ 0.19, 1.47 ]


Fan 1994 6/20 6/20 0.4 % 1.00 [ 0.39, 2.58 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.2 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Gariballa 1998 2/20 7/20 0.5 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 1.3 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.1 % 1.05 [ 0.16, 7.10 ]


Ha 2010 12/70 10/76 0.6 % 1.30 [ 0.60, 2.82 ]


Hartgrink 1998 7/55 0/53 0.0 % 14.46 [ 0.85, 247.12 ]


Hendry 2010 0/30 2/38 0.1 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 0.5 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 2.3 % 0.91 [ 0.58, 1.44 ]


Hoffmann 1988 0/16 2/43 0.1 % 0.52 [ 0.03, 10.24 ]


Holter 1977 2/30 2/26 0.1 % 0.87 [ 0.13, 5.73 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jauch 1995a 2/17 2/5 0.2 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.1 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Johansen 2004 9/108 6/104 0.4 % 1.44 [ 0.53, 3.92 ]


Kaur 2005 3/50 4/50 0.3 % 0.75 [ 0.18, 3.18 ]


Kearns 1992 5/16 4/15 0.3 % 1.17 [ 0.39, 3.56 ]


Keele 1997 2/47 0/53 0.0 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 3.3 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 3/12 2/10 0.1 % 1.25 [ 0.26, 6.07 ]


Lidder 2013a 1/32 1/30 0.1 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 0.2 % 0.23 [ 0.01, 4.56 ]


Liu 1996b 1/16 0/18 0.0 % 3.35 [ 0.15, 76.93 ]


Ljunggren 2012 0/19 0/20 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Lough 1990 4/14 7/15 0.4 % 0.61 [ 0.23, 1.65 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 12/98 16/97 1.1 % 0.74 [ 0.37, 1.49 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 30/68 35/68 2.3 % 0.86 [ 0.60, 1.22 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Müller 1982a 3/66 5/29 0.5 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 0.5 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 10/20 9/20 0.6 % 1.11 [ 0.58, 2.14 ]


Neelemaat 2012 14/105 11/105 0.7 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 0/10 Not estimable


Nguyen 2012 4/14 4/14 0.3 % 1.00 [ 0.31, 3.23 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 0/20 Not estimable


Peck 2004 4/14 5/13 0.3 % 0.74 [ 0.25, 2.18 ]


Popp 1981 7/21 6/21 0.4 % 1.17 [ 0.47, 2.89 ]


Potter 2001 21/183 33/193 2.1 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 1/11 5/18 0.3 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.5 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Reissman 1995 0/80 0/81 Not estimable


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.1 % 2.63 [ 0.31, 22.46 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Singh 1998 4/21 4/22 0.3 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 1/17 3/17 0.2 % 0.33 [ 0.04, 2.89 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Song 1993 0/12 2/13 0.2 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 0/11 1/15 0.1 % 0.44 [ 0.02, 9.98 ]


Starke 2011 9/66 6/66 0.4 % 1.50 [ 0.57, 3.98 ]


Sullivan 1998 0/8 5/10 0.3 % 0.11 [ 0.01, 1.75 ]


Sullivan 2004 4/27 6/30 0.4 % 0.74 [ 0.23, 2.35 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 27/30 31/35 1.9 % 1.02 [ 0.86, 1.20 ]


Vicic 2013 5/52 10/49 0.7 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 0.9 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Williams 1985 9/21 7/22 0.5 % 1.35 [ 0.61, 2.96 ]


Williford 1991 31/231 24/228 1.6 % 1.27 [ 0.77, 2.10 ]


Woolfson 1989 8/62 8/60 0.5 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 3/215 2/108 0.2 % 0.75 [ 0.13, 4.44 ]


Wu 2007b 3/215 2/108 0.2 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 0/18 1/16 0.1 % 0.30 [ 0.01, 6.84 ]


Zhang 2013 1/50 3/50 0.2 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 1/15 0.2 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable


Zheng 2015 5/75 13/71 0.9 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 1/60 7/60 0.5 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 8931 8531 75.5 % 0.91 [ 0.85, 0.98 ]


Total events: 1033 (Experimental), 1129 (Control)


Heterogeneity: Chi2 = 92.45, df = 101 (P = 0.72); I2 =0.0%


Test for overall effect: Z = 2.40 (P = 0.016)


3 delayed versus early nutrition support


Choudhry 1996 3/21 4/20 0.3 % 0.71 [ 0.18, 2.80 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Stein 2002 12/40 10/40 0.7 % 1.20 [ 0.59, 2.45 ]


Subtotal (95% CI) 118 115 1.0 % 0.99 [ 0.53, 1.83 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Total events: 15 (Experimental), 15 (Control)


Heterogeneity: Chi2 = 0.98, df = 2 (P = 0.61); I2 =0.0%


Test for overall effect: Z = 0.04 (P = 0.97)


Total (95% CI) 11788 11382 100.0 % 0.92 [ 0.86, 0.98 ]


Total events: 1382 (Experimental), 1494 (Control)


Heterogeneity: Chi2 = 106.77, df = 117 (P = 0.74); I2 =0.0%


Test for overall effect: Z = 2.46 (P = 0.014)


Test for subgroup differences: Chi2 = 0.23, df = 2 (P = 0.89), I2 =0.0%
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Analysis 3.1. Comparison 3 Serious adverse event end of intervention, Outcome 1 Serious adverse events -


overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 3 Serious adverse event end of intervention


Outcome: 1 Serious adverse events - overall


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.3 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Anbar 2014 0/22 2/28 0.1 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 3.6 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.5 % 0.76 [ 0.24, 2.43 ]


Bastow 1983a 5/39 4/35 0.4 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.3 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 0.7 % 0.86 [ 0.33, 2.25 ]


Bellantone 1988 1/54 10/46 0.2 % 0.09 [ 0.01, 0.64 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Bokhorst-de 2000 7/15 9/17 1.3 % 0.88 [ 0.44, 1.78 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 4/70 3/75 0.3 % 1.43 [ 0.33, 6.16 ]


Brennan 1994 27/60 13/57 2.1 % 1.97 [ 1.13, 3.43 ]


Bunout 1989 2/17 5/19 0.3 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Casaer 2011 146/2312 141/2328 12.7 % 1.04 [ 0.83, 1.30 ]


Chen 1995a 0/8 1/8 0.1 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.1 % 1.64 [ 0.08, 34.28 ]


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 0/21 1/20 0.1 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.1 % 0.81 [ 0.05, 12.01 ]


De Sousa 2012 0/20 2/17 0.1 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 0.3 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 9.3 % 0.97 [ 0.75, 1.26 ]


Dennis 2006 142/429 147/430 18.0 % 0.97 [ 0.80, 1.17 ]


Doglietto 1990 2/13 3/9 0.3 % 0.46 [ 0.10, 2.23 ]


Doglietto 1996 56/338 61/340 5.8 % 0.92 [ 0.66, 1.28 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Duncan 2006 18/150 11/159 1.2 % 1.73 [ 0.85, 3.55 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 4/85 3/86 0.3 % 1.35 [ 0.31, 5.85 ]


Fan 1989 5/64 9/60 0.6 % 0.52 [ 0.19, 1.47 ]


Fan 1994 7/20 6/20 0.8 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 3/20 0.2 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 0.8 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.2 % 1.05 [ 0.16, 7.10 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Heidegger 2013 8/153 12/152 0.8 % 0.66 [ 0.28, 1.57 ]


Hendry 2010 0/30 2/38 0.1 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 1.6 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 3.1 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Johansen 2004 24/108 17/104 2.0 % 1.36 [ 0.78, 2.38 ]


Kearns 1992 0/16 2/15 0.1 % 0.19 [ 0.01, 3.63 ]


Keele 1997 2/43 1/43 0.1 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 3.8 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 5/12 1/10 0.2 % 4.17 [ 0.58, 30.06 ]


Lidder 2013a 0/32 0/30 Not estimable


Lidder 2013b 0/27 0/31 Not estimable


Liu 1996b 1/16 2/18 0.1 % 0.56 [ 0.06, 5.63 ]


Ljunggren 2012 0/19 0/20 Not estimable


Lough 1990 4/14 7/15 0.6 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.4 % 0.43 [ 0.12, 1.50 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 27/98 31/97 3.4 % 0.86 [ 0.56, 1.33 ]


Maude 2011 8/27 7/29 0.8 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 6/27 5/26 0.6 % 1.16 [ 0.40, 3.33 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.1 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 11/68 14/68 1.2 % 0.79 [ 0.38, 1.61 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Müller 1982a 11/66 9/29 1.1 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 1.6 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 4/20 2/20 0.3 % 2.00 [ 0.41, 9.71 ]


Neelemaat 2012 14/105 11/105 1.2 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]


Nguyen 2012 4/14 4/14 0.5 % 1.00 [ 0.31, 3.23 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]


Potter 2001 21/183 33/193 2.5 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 2/11 5/18 0.3 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.2 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Reissman 1995 0/80 1/81 0.1 % 0.34 [ 0.01, 8.16 ]


Rimbau 1989 1/10 2/10 0.1 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 2/40 3/40 0.2 % 0.67 [ 0.12, 3.78 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 0.3 % 2.92 [ 0.71, 12.00 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Schroeder 1991 1/16 1/16 0.1 % 1.00 [ 0.07, 14.64 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Simon 1988 3/15 2/17 0.2 % 1.70 [ 0.33, 8.84 ]


Singh 1998 2/21 2/22 0.2 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 0/17 2/17 0.1 % 0.20 [ 0.01, 3.88 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 1/11 1/15 0.1 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 1/9 0.1 % 0.33 [ 0.02, 7.24 ]


Starke 2011 2/66 5/66 0.2 % 0.40 [ 0.08, 1.99 ]


Stein 2002 2/40 3/40 0.2 % 0.67 [ 0.12, 3.78 ]


Sullivan 1998 2/8 3/10 0.3 % 0.83 [ 0.18, 3.84 ]


Sullivan 2004 4/27 3/30 0.3 % 1.48 [ 0.36, 6.03 ]


Thompson 1981 2/12 1/9 0.1 % 1.50 [ 0.16, 14.08 ]


Tong 2006a 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Tong 2006b 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 4/30 5/35 0.4 % 0.93 [ 0.28, 3.16 ]


Vicic 2013 5/52 10/49 0.6 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 1.1 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.1 % 0.38 [ 0.05, 3.26 ]


Williams 1985 4/21 3/22 0.3 % 1.40 [ 0.35, 5.51 ]


Woolfson 1989 8/62 8/60 0.8 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 6/215 8/108 0.6 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 0.7 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.2 % 0.67 [ 0.13, 3.47 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 1/18 5/16 0.2 % 0.18 [ 0.02, 1.37 ]


Zhang 2013 2/50 5/50 0.3 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 0/15 Not estimable


Zheng 2001b 0/40 0/15 Not estimable


Zhong 2014 4/60 12/60 0.6 % 0.33 [ 0.11, 0.98 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.4 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 1.0 % 0.57 [ 0.25, 1.29 ]


Total (95% CI) 11260 10827 100.0 % 0.93 [ 0.86, 1.01 ]


Total events: 996 (Experimental), 1067 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 107.66, df = 114 (P = 0.65); I2 =0.0%


Test for overall effect: Z = 1.79 (P = 0.074)


Test for subgroup differences: Not applicable
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Analysis 3.2. Comparison 3 Serious adverse event end of intervention, Outcome 2 Serious adverse events -


bias.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 3 Serious adverse event end of intervention


Outcome: 2 Serious adverse events - bias


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 High risk of bias


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.3 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Anbar 2014 0/22 2/28 0.1 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 3.6 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.5 % 0.76 [ 0.24, 2.43 ]


Bastow 1983a 5/39 4/35 0.4 % 1.12 [ 0.33, 3.85 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Bastow 1983b 2/25 5/23 0.3 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 0.7 % 0.86 [ 0.33, 2.25 ]


Bellantone 1988 1/54 10/46 0.2 % 0.09 [ 0.01, 0.64 ]


Bokhorst-de 2000 7/15 9/17 1.3 % 0.88 [ 0.44, 1.78 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 4/70 3/75 0.3 % 1.43 [ 0.33, 6.16 ]


Brennan 1994 27/60 13/57 2.1 % 1.97 [ 1.13, 3.43 ]


Bunout 1989 2/17 5/19 0.3 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Casaer 2011 146/2312 141/2328 12.7 % 1.04 [ 0.83, 1.30 ]


Chen 1995a 0/8 1/8 0.1 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.1 % 1.64 [ 0.08, 34.28 ]


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 0/21 1/20 0.1 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.1 % 0.81 [ 0.05, 12.01 ]


De Sousa 2012 0/20 2/17 0.1 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 0.3 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 9.3 % 0.97 [ 0.75, 1.26 ]


Dennis 2006 142/429 147/430 18.0 % 0.97 [ 0.80, 1.17 ]


Doglietto 1990 2/13 3/9 0.3 % 0.46 [ 0.10, 2.23 ]


Doglietto 1996 56/338 61/340 5.8 % 0.92 [ 0.66, 1.28 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Duncan 2006 18/150 11/159 1.2 % 1.73 [ 0.85, 3.55 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 4/85 3/86 0.3 % 1.35 [ 0.31, 5.85 ]


Fan 1989 7/20 6/20 0.8 % 1.17 [ 0.48, 2.86 ]


Fan 1994 5/64 9/60 0.6 % 0.52 [ 0.19, 1.47 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 3/20 0.2 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 0.8 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.2 % 1.05 [ 0.16, 7.10 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Heidegger 2013 8/153 12/152 0.8 % 0.66 [ 0.28, 1.57 ]


Hendry 2010 0/30 2/38 0.1 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 1.6 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 3.1 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Johansen 2004 24/108 17/104 2.0 % 1.36 [ 0.78, 2.38 ]


Kearns 1992 0/16 2/15 0.1 % 0.19 [ 0.01, 3.63 ]


Keele 1997 2/43 1/43 0.1 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 3.8 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 5/12 1/10 0.2 % 4.17 [ 0.58, 30.06 ]


Lidder 2013a 0/32 0/30 Not estimable


Lidder 2013b 0/27 0/31 Not estimable


Liu 1996b 1/16 2/18 0.1 % 0.56 [ 0.06, 5.63 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Ljunggren 2012 0/19 0/20 Not estimable


Lough 1990 4/14 7/15 0.6 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.4 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 27/98 31/97 3.4 % 0.86 [ 0.56, 1.33 ]


Maude 2011 8/27 7/29 0.8 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 6/27 5/26 0.6 % 1.16 [ 0.40, 3.33 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.1 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 11/68 14/68 1.2 % 0.79 [ 0.38, 1.61 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Müller 1982a 11/66 9/29 1.1 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 1.6 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 4/20 2/20 0.3 % 2.00 [ 0.41, 9.71 ]


Neelemaat 2012 14/105 11/105 1.2 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]


Nguyen 2012 4/14 4/14 0.5 % 1.00 [ 0.31, 3.23 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]


Potter 2001 21/183 33/193 2.5 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 2/11 5/18 0.3 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.2 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Reissman 1995 0/80 1/81 0.1 % 0.34 [ 0.01, 8.16 ]


Rimbau 1989 1/10 2/10 0.1 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 2/40 3/40 0.2 % 0.67 [ 0.12, 3.78 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 0.3 % 2.92 [ 0.71, 12.00 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Schroeder 1991 1/16 1/16 0.1 % 1.00 [ 0.07, 14.64 ]


Simon 1988 3/15 2/17 0.2 % 1.70 [ 0.33, 8.84 ]


Singh 1998 2/21 2/22 0.2 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 0/17 2/17 0.1 % 0.20 [ 0.01, 3.88 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 1/11 1/15 0.1 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 1/9 0.1 % 0.33 [ 0.02, 7.24 ]


Starke 2011 2/66 5/66 0.2 % 0.40 [ 0.08, 1.99 ]


Stein 2002 2/40 3/40 0.2 % 0.67 [ 0.12, 3.78 ]


Sullivan 1998 2/8 3/10 0.3 % 0.83 [ 0.18, 3.84 ]


Sullivan 2004 4/27 3/30 0.3 % 1.48 [ 0.36, 6.03 ]


Thompson 1981 2/12 1/9 0.1 % 1.50 [ 0.16, 14.08 ]


Tong 2006a 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Tong 2006b 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 4/30 5/35 0.4 % 0.93 [ 0.28, 3.16 ]


Vicic 2013 5/52 10/49 0.6 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 1.1 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.1 % 0.38 [ 0.05, 3.26 ]


Williams 1985 4/21 3/22 0.3 % 1.40 [ 0.35, 5.51 ]


Woolfson 1989 8/62 8/60 0.8 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 6/215 8/108 0.6 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 0.7 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.2 % 0.67 [ 0.13, 3.47 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 1/18 5/16 0.2 % 0.18 [ 0.02, 1.37 ]


Zhang 2013 2/50 5/50 0.3 % 0.40 [ 0.08, 1.97 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zheng 2001a 0/65 0/15 Not estimable


Zheng 2001b 0/40 0/15 Not estimable


Zhong 2014 4/60 12/60 0.6 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.4 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 1.0 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 11260 10827 100.0 % 0.93 [ 0.86, 1.01 ]


Total events: 996 (Experimental), 1067 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 107.66, df = 114 (P = 0.65); I2 =0.0%


Test for overall effect: Z = 1.79 (P = 0.074)


2 Low risk of bias


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 11260 10827 100.0 % 0.93 [ 0.86, 1.01 ]


Total events: 996 (Experimental), 1067 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 107.66, df = 114 (P = 0.65); I2 =0.0%


Test for overall effect: Z = 1.79 (P = 0.074)


Test for subgroup differences: Not applicable
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Analysis 3.3. Comparison 3 Serious adverse event end of intervention, Outcome 3 Serious adverse events -


mode of delivery.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 3 Serious adverse event end of intervention


Outcome: 3 Serious adverse events - mode of delivery


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 General nutrition support


Duncan 2006 18/150 11/159 1.2 % 1.73 [ 0.85, 3.55 ]


Hickson 2004 31/292 35/300 3.1 % 0.91 [ 0.58, 1.44 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Johansen 2004 24/108 17/104 2.0 % 1.36 [ 0.78, 2.38 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Starke 2011 2/66 5/66 0.2 % 0.40 [ 0.08, 1.99 ]


Subtotal (95% CI) 703 717 6.7 % 1.19 [ 0.79, 1.78 ]


Total events: 79 (Experimental), 69 (Control)


Heterogeneity: Tau2 = 0.06; Chi2 = 5.59, df = 4 (P = 0.23); I2 =28%


Test for overall effect: Z = 0.84 (P = 0.40)


2 Fortified


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Neelemaat 2012 14/105 11/105 1.2 % 1.27 [ 0.61, 2.67 ]


Subtotal (95% CI) 147 143 1.2 % 1.24 [ 0.61, 2.54 ]


Total events: 15 (Experimental), 12 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.06, df = 1 (P = 0.81); I2 =0.0%


Test for overall effect: Z = 0.60 (P = 0.55)


3 Oral


Abalan 1992 0/15 0/14 Not estimable


Anbar 2014 0/22 2/28 0.1 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 3.6 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.5 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 0.3 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.1 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 0.3 % 1.58 [ 0.39, 6.45 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Dennis 2005 105/2016 108/2007 9.3 % 0.97 [ 0.75, 1.26 ]


Doglietto 1996 56/338 61/340 5.8 % 0.92 [ 0.66, 1.28 ]


Espaulella 2000 4/85 3/86 0.3 % 1.35 [ 0.31, 5.85 ]


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 3/20 0.2 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 0.8 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.2 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/30 2/38 0.1 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/43 1/43 0.1 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 3.8 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 0/32 0/30 Not estimable


Lidder 2013b 0/27 0/31 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 0.4 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.1 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 2.5 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 1/81 0.1 % 0.34 [ 0.01, 8.16 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 1.1 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 4252 4317 29.9 % 0.92 [ 0.79, 1.06 ]


Total events: 310 (Experimental), 351 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 21.60, df = 24 (P = 0.60); I2 =0.0%


Test for overall effect: Z = 1.16 (P = 0.25)


4 Enteral


Bastow 1983a 5/39 4/35 0.4 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.3 % 0.37 [ 0.08, 1.71 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Beier-Holgersen 1999 6/30 7/30 0.7 % 0.86 [ 0.33, 2.25 ]


Bokhorst-de 2000 7/15 9/17 1.3 % 0.88 [ 0.44, 1.78 ]


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.1 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 0/21 1/20 0.1 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.1 % 0.81 [ 0.05, 12.01 ]


Dennis 2006 142/429 147/430 18.0 % 0.97 [ 0.80, 1.17 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Kearns 1992 0/16 2/15 0.1 % 0.19 [ 0.01, 3.63 ]


Ledinghen 1997 5/12 1/10 0.2 % 4.17 [ 0.58, 30.06 ]


Malhotra 2004 27/98 31/97 3.4 % 0.86 [ 0.56, 1.33 ]


Maude 2011 8/27 7/29 0.8 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 11/68 14/68 1.2 % 0.79 [ 0.38, 1.61 ]


Nguyen 2012 4/14 4/14 0.5 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]


Pupelis 2000 2/11 5/18 0.3 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.2 % 0.14 [ 0.02, 1.09 ]


Sabin 1998 2/40 3/40 0.2 % 0.67 [ 0.12, 3.78 ]


Schroeder 1991 1/16 1/16 0.1 % 1.00 [ 0.07, 14.64 ]


Singh 1998 2/21 2/22 0.2 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 1/11 1/15 0.1 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 1/9 0.1 % 0.33 [ 0.02, 7.24 ]


Sullivan 1998 2/8 3/10 0.3 % 0.83 [ 0.18, 3.84 ]


Tong 2006a 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Vicic 2013 5/52 10/49 0.6 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.1 % 0.38 [ 0.05, 3.26 ]


Wu 2007a 6/215 8/108 0.6 % 0.38 [ 0.13, 1.06 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 2/50 5/50 0.3 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 0/15 Not estimable


Zhong 2014 4/60 12/60 0.6 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 1.0 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 2084 1851 32.3 % 0.85 [ 0.74, 0.98 ]


Total events: 270 (Experimental), 317 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 34.37, df = 36 (P = 0.55); I2 =0.0%


Test for overall effect: Z = 2.21 (P = 0.027)


5 Parenteral


Abel 1976 4/20 3/24 0.3 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Bellantone 1988 1/54 10/46 0.2 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 27/60 13/57 2.1 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 146/2312 141/2328 12.7 % 1.04 [ 0.83, 1.30 ]


Chen 2000b 1/10 0/5 0.1 % 1.64 [ 0.08, 34.28 ]


Doglietto 1990 2/13 3/9 0.3 % 0.46 [ 0.10, 2.23 ]


Eneroth 2005 0/40 0/40 Not estimable


Fan 1989 5/64 9/60 0.6 % 0.52 [ 0.19, 1.47 ]


Fan 1994 7/20 6/20 0.8 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 8/153 12/152 0.8 % 0.66 [ 0.28, 1.57 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Herndon 1987 8/13 8/15 1.6 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 2/18 0.1 % 0.56 [ 0.06, 5.63 ]


Lough 1990 4/14 7/15 0.6 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 6/27 5/26 0.6 % 1.16 [ 0.40, 3.33 ]


Müller 1982a 11/66 9/29 1.1 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 1.6 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 4/20 2/20 0.3 % 2.00 [ 0.41, 9.71 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]


Reilly 1990 0/8 0/10 Not estimable


Rimbau 1989 1/10 2/10 0.1 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 0.3 % 2.92 [ 0.71, 12.00 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 0.2 % 1.70 [ 0.33, 8.84 ]


Smith 1988 0/17 2/17 0.1 % 0.20 [ 0.01, 3.88 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Stein 2002 2/40 3/40 0.2 % 0.67 [ 0.12, 3.78 ]


Thompson 1981 2/12 1/9 0.1 % 1.50 [ 0.16, 14.08 ]


Tong 2006b 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 4/30 5/35 0.4 % 0.93 [ 0.28, 3.16 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Woolfson 1989 8/62 8/60 0.8 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 10/215 7/108 0.7 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.2 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.2 % 0.18 [ 0.02, 1.37 ]


Zheng 2001b 0/40 0/15 Not estimable


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


670Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Subtotal (95% CI) 3895 3624 28.3 % 0.98 [ 0.85, 1.14 ]


Total events: 306 (Experimental), 299 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 35.07, df = 40 (P = 0.69); I2 =0.0%


Test for overall effect: Z = 0.20 (P = 0.84)


6 Mixed


Breedveld-Peters 4/70 3/75 0.3 % 1.43 [ 0.33, 6.16 ]


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


Sullivan 2004 4/27 3/30 0.3 % 1.48 [ 0.36, 6.03 ]


Williams 1985 4/21 3/22 0.3 % 1.40 [ 0.35, 5.51 ]


Zhu 2012a 3/33 6/16 0.4 % 0.24 [ 0.07, 0.85 ]


Subtotal (95% CI) 179 175 1.5 % 0.77 [ 0.33, 1.76 ]


Total events: 16 (Experimental), 19 (Control)


Heterogeneity: Tau2 = 0.33; Chi2 = 6.36, df = 4 (P = 0.17); I2 =37%


Test for overall effect: Z = 0.63 (P = 0.53)


Total (95% CI) 11260 10827 100.0 % 0.93 [ 0.86, 1.01 ]


Total events: 996 (Experimental), 1067 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 107.66, df = 114 (P = 0.65); I2 =0.0%


Test for overall effect: Z = 1.79 (P = 0.074)


Test for subgroup differences: Chi2 = 4.26, df = 5 (P = 0.51), I2 =0.0%
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Analysis 3.4. Comparison 3 Serious adverse event end of intervention, Outcome 4 Serious adverse events -


by medical specialty.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 3 Serious adverse event end of intervention


Outcome: 4 Serious adverse events - by medical specialty


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Cardiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Medical gastroenterology and hepatology


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Bunout 1989 2/17 5/19 0.3 % 0.45 [ 0.10, 2.01 ]


Fan 1994 7/20 6/20 0.8 % 1.17 [ 0.48, 2.86 ]


Kearns 1992 0/16 2/15 0.1 % 0.19 [ 0.01, 3.63 ]


Mezey 1991 6/27 5/26 0.6 % 1.16 [ 0.40, 3.33 ]


Moreno 2016 11/68 14/68 1.2 % 0.79 [ 0.38, 1.61 ]


Naveau 1986 4/20 2/20 0.3 % 2.00 [ 0.41, 9.71 ]


Williams 1985 4/21 3/22 0.3 % 1.40 [ 0.35, 5.51 ]


Zhang 2013 2/50 5/50 0.3 % 0.40 [ 0.08, 1.97 ]


Subtotal (95% CI) 258 260 3.8 % 0.90 [ 0.60, 1.36 ]


Total events: 36 (Experimental), 42 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 5.00, df = 7 (P = 0.66); I2 =0.0%


Test for overall effect: Z = 0.48 (P = 0.63)


3 High risk


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Geriatrics


Anbar 2014 0/22 2/28 0.1 % 0.25 [ 0.01, 5.00 ]


Banerjee 1978 4/28 6/32 0.5 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


De Sousa 2012 0/20 2/17 0.1 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 0.3 % 1.58 [ 0.39, 6.45 ]


Gariballa 2006 12/223 7/222 0.8 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.2 % 1.05 [ 0.16, 7.10 ]


Hickson 2004 31/292 35/300 3.1 % 0.91 [ 0.58, 1.44 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Larsson 1990a 29/197 55/238 3.8 % 0.64 [ 0.42, 0.96 ]


Ljunggren 2012 0/19 0/20 Not estimable


Neelemaat 2012 14/105 11/105 1.2 % 1.27 [ 0.61, 2.67 ]


Potter 2001 21/183 33/193 2.5 % 0.67 [ 0.40, 1.12 ]


Subtotal (95% CI) 1238 1316 12.5 % 0.85 [ 0.66, 1.08 ]


Total events: 121 (Experimental), 157 (Control)


Heterogeneity: Tau2 = 0.01; Chi2 = 10.75, df = 10 (P = 0.38); I2 =7%


Test for overall effect: Z = 1.34 (P = 0.18)


5 Pulmonary disease


Luo 2012 3/30 7/30 0.4 % 0.43 [ 0.12, 1.50 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Subtotal (95% CI) 59 59 0.6 % 0.44 [ 0.15, 1.28 ]


Total events: 4 (Experimental), 10 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.54, df = 2 (P = 0.76); I2 =0.0%


Test for overall effect: Z = 1.51 (P = 0.13)


6 Endocrinology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


7 Infectious diseases


Maude 2011 8/27 7/29 0.8 % 1.23 [ 0.52, 2.93 ]


Subtotal (95% CI) 27 29 0.8 % 1.23 [ 0.52, 2.93 ]


Total events: 8 (Experimental), 7 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.46 (P = 0.64)


8 Rheumatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


9 Haematology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


10 Nephrology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


11 Gastroenterologic surgery


Beier-Holgersen 1999 6/30 7/30 0.7 % 0.86 [ 0.33, 2.25 ]


Bellantone 1988 1/54 10/46 0.2 % 0.09 [ 0.01, 0.64 ]


Brennan 1994 27/60 13/57 2.1 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Chen 1995a 0/8 1/8 0.1 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.1 % 1.64 [ 0.08, 34.28 ]


Doglietto 1996 56/338 61/340 5.8 % 0.92 [ 0.66, 1.28 ]


Fan 1989 5/64 9/60 0.6 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


Hendry 2010 0/30 2/38 0.1 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Keele 1997 2/43 1/43 0.1 % 2.00 [ 0.19, 21.24 ]


Ledinghen 1997 5/12 1/10 0.2 % 4.17 [ 0.58, 30.06 ]


Lidder 2013a 0/32 0/30 Not estimable


Lidder 2013b 0/27 0/31 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Liu 1996b 1/16 2/18 0.1 % 0.56 [ 0.06, 5.63 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 27/98 31/97 3.4 % 0.86 [ 0.56, 1.33 ]


Müller 1982a 11/66 9/29 1.1 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 1.6 % 1.11 [ 0.59, 2.08 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]


Pupelis 2000 2/11 5/18 0.3 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.2 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 1/81 0.1 % 0.34 [ 0.01, 8.16 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Schroeder 1991 1/16 1/16 0.1 % 1.00 [ 0.07, 14.64 ]


Simon 1988 3/15 2/17 0.2 % 1.70 [ 0.33, 8.84 ]


Singh 1998 2/21 2/22 0.2 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 0/17 2/17 0.1 % 0.20 [ 0.01, 3.88 ]


Sonnenfeld 1978 1/11 1/15 0.1 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 1/9 0.1 % 0.33 [ 0.02, 7.24 ]


Thompson 1981 2/12 1/9 0.1 % 1.50 [ 0.16, 14.08 ]


Tong 2006a 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Tong 2006b 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.1 % 0.38 [ 0.05, 3.26 ]


Woolfson 1989 8/62 8/60 0.8 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 6/215 8/108 0.6 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 0.7 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.2 % 0.67 [ 0.13, 3.47 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 1/18 5/16 0.2 % 0.18 [ 0.02, 1.37 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zheng 2001a 0/65 0/15 Not estimable


Zheng 2001b 0/40 0/15 Not estimable


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 2415 1905 21.6 % 0.86 [ 0.72, 1.02 ]


Total events: 220 (Experimental), 238 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 44.75, df = 46 (P = 0.52); I2 =0.0%


Test for overall effect: Z = 1.73 (P = 0.083)


12 Trauma surgery


Chen 2006 0/21 0/20 Not estimable


Chuntrasakul 1996 1/21 1/17 0.1 % 0.81 [ 0.05, 12.01 ]


Herndon 1987 8/13 8/15 1.6 % 1.15 [ 0.61, 2.19 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Vicic 2013 5/52 10/49 0.6 % 0.47 [ 0.17, 1.28 ]


Subtotal (95% CI) 115 110 2.4 % 0.93 [ 0.55, 1.57 ]


Total events: 16 (Experimental), 20 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 3.03, df = 3 (P = 0.39); I2 =1%


Test for overall effect: Z = 0.27 (P = 0.79)


13 Ortopaedics


Bastow 1983a 5/39 4/35 0.4 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.3 % 0.37 [ 0.08, 1.71 ]


Breedveld-Peters 4/70 3/75 0.3 % 1.43 [ 0.33, 6.16 ]


Duncan 2006 18/150 11/159 1.2 % 1.73 [ 0.85, 3.55 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 4/85 3/86 0.3 % 1.35 [ 0.31, 5.85 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Houwing 2003 0/51 0/52 Not estimable


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.1 % 3.25 [ 0.14, 76.01 ]


Sullivan 1998 2/8 3/10 0.3 % 0.83 [ 0.18, 3.84 ]


Sullivan 2004 4/27 3/30 0.3 % 1.48 [ 0.36, 6.03 ]


Subtotal (95% CI) 597 613 3.4 % 1.39 [ 0.90, 2.14 ]


Total events: 49 (Experimental), 33 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 6.96, df = 9 (P = 0.64); I2 =0.0%


Test for overall effect: Z = 1.48 (P = 0.14)


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


676Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


14 Plastic, reconstructive, and aesthetic surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


15 Vascular surgery


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Rimbau 1989 1/10 2/10 0.1 % 0.50 [ 0.05, 4.67 ]


Subtotal (95% CI) 29 19 0.1 % 0.50 [ 0.05, 4.67 ]


Total events: 1 (Experimental), 2 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.61 (P = 0.54)


16 Transplant surgery


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]


Lough 1990 4/14 7/15 0.6 % 0.61 [ 0.23, 1.65 ]


Reilly 1990 0/8 0/10 Not estimable


Subtotal (95% CI) 40 44 0.7 % 0.58 [ 0.23, 1.50 ]


Total events: 4 (Experimental), 8 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.11, df = 1 (P = 0.74); I2 =0.0%


Test for overall effect: Z = 1.12 (P = 0.26)


17 Urology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


18 Thoracic surgery


Abel 1976 4/20 3/24 0.3 % 1.60 [ 0.40, 6.32 ]


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Subtotal (95% CI) 290 302 0.5 % 0.47 [ 0.06, 3.62 ]


Total events: 4 (Experimental), 10 (Control)


Heterogeneity: Tau2 = 1.77; Chi2 = 4.37, df = 2 (P = 0.11); I2 =54%


Test for overall effect: Z = 0.72 (P = 0.47)


19 Neurological surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Test for overall effect: not applicable


20 Oro-maxillo-facial surgery


Bokhorst-de 2000 7/15 9/17 1.3 % 0.88 [ 0.44, 1.78 ]


Subtotal (95% CI) 15 17 1.3 % 0.88 [ 0.44, 1.78 ]


Total events: 7 (Experimental), 9 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.35 (P = 0.72)


21 Anaesthesiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


22 Emergency medicine


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Casaer 2011 146/2312 141/2328 12.7 % 1.04 [ 0.83, 1.30 ]


Heidegger 2013 8/153 12/152 0.8 % 0.66 [ 0.28, 1.57 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Nguyen 2012 4/14 4/14 0.5 % 1.00 [ 0.31, 3.23 ]


Sabin 1998 2/40 3/40 0.2 % 0.67 [ 0.12, 3.78 ]


Stein 2002 2/40 3/40 0.2 % 0.67 [ 0.12, 3.78 ]


Subtotal (95% CI) 2590 2608 14.6 % 0.99 [ 0.80, 1.22 ]


Total events: 163 (Experimental), 167 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.68, df = 6 (P = 0.85); I2 =0.0%


Test for overall effect: Z = 0.11 (P = 0.91)


23 Psychiatry


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


24 Neurology


Abalan 1992 0/15 0/14 Not estimable


Dennis 2005 105/2016 108/2007 9.3 % 0.97 [ 0.75, 1.26 ]


Dennis 2006 142/429 147/430 18.0 % 0.97 [ 0.80, 1.17 ]


Gariballa 1998 2/20 3/20 0.2 % 0.67 [ 0.12, 3.57 ]


Zhong 2014 4/60 12/60 0.6 % 0.33 [ 0.11, 0.98 ]


Zhu 2012a 3/33 6/16 0.4 % 0.24 [ 0.07, 0.85 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zhu 2012b 8/32 7/16 1.0 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 2605 2563 29.4 % 0.78 [ 0.58, 1.06 ]


Total events: 264 (Experimental), 283 (Control)


Heterogeneity: Tau2 = 0.05; Chi2 = 9.68, df = 5 (P = 0.08); I2 =48%


Test for overall effect: Z = 1.58 (P = 0.11)


25 Oncology


Doglietto 1990 2/13 3/9 0.3 % 0.46 [ 0.10, 2.23 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Samuels 1981 7/18 2/15 0.3 % 2.92 [ 0.71, 12.00 ]


Valdivieso 1987 4/30 5/35 0.4 % 0.93 [ 0.28, 3.16 ]


Subtotal (95% CI) 151 158 1.1 % 1.12 [ 0.51, 2.44 ]


Total events: 14 (Experimental), 11 (Control)


Heterogeneity: Tau2 = 0.02; Chi2 = 3.08, df = 3 (P = 0.38); I2 =3%


Test for overall effect: Z = 0.28 (P = 0.78)


26 Dermatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


27 Gynaecology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


28 Mixed


Arias 2008 46/262 31/267 3.6 % 1.51 [ 0.99, 2.31 ]


Choudhry 1996 0/21 1/20 0.1 % 0.32 [ 0.01, 7.38 ]


Johansen 2004 24/108 17/104 2.0 % 1.36 [ 0.78, 2.38 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Starke 2011 2/66 5/66 0.2 % 0.40 [ 0.08, 1.99 ]


Vlaming 2001 12/275 14/274 1.1 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 831 824 7.2 % 1.24 [ 0.92, 1.67 ]


Total events: 85 (Experimental), 70 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 5.30, df = 6 (P = 0.51); I2 =0.0%


Test for overall effect: Z = 1.41 (P = 0.16)
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total (95% CI) 11260 10827 100.0 % 0.93 [ 0.86, 1.01 ]


Total events: 996 (Experimental), 1067 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 107.66, df = 114 (P = 0.65); I2 =0.0%


Test for overall effect: Z = 1.79 (P = 0.074)


Test for subgroup differences: Chi2 = 13.97, df = 14 (P = 0.45), I2 =0.0%
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Analysis 3.5. Comparison 3 Serious adverse event end of intervention, Outcome 5 Serious adverse events -


based on adequacy of the amount of calories.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 3 Serious adverse event end of intervention


Outcome: 5 Serious adverse events - based on adequacy of the amount of calories


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Clearly adequate in intervention and clearly inadequate in control


Casaer 2011 146/2312 141/2328 12.7 % 1.04 [ 0.83, 1.30 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.1 % 1.64 [ 0.08, 34.28 ]


Chuntrasakul 1996 1/21 1/17 0.1 % 0.81 [ 0.05, 12.01 ]


Eneroth 2005 0/40 0/40 Not estimable


Gariballa 1998 2/20 3/20 0.2 % 0.67 [ 0.12, 3.57 ]


Gazzotti 2003 2/39 2/41 0.2 % 1.05 [ 0.16, 7.10 ]


Heidegger 2013 8/153 12/152 0.8 % 0.66 [ 0.28, 1.57 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Keele 1997 2/43 1/43 0.1 % 2.00 [ 0.19, 21.24 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Ledinghen 1997 5/12 1/10 0.2 % 4.17 [ 0.58, 30.06 ]


Lough 1990 4/14 7/15 0.6 % 0.61 [ 0.23, 1.65 ]


Malhotra 2004 27/98 31/97 3.4 % 0.86 [ 0.56, 1.33 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Neelemaat 2012 14/105 11/105 1.2 % 1.27 [ 0.61, 2.67 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]


Rana 1992 0/20 0/20 Not estimable


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Soop 2004 0/9 1/9 0.1 % 0.33 [ 0.02, 7.24 ]


Starke 2011 2/66 5/66 0.2 % 0.40 [ 0.08, 1.99 ]


Sullivan 1998 2/8 3/10 0.3 % 0.83 [ 0.18, 3.84 ]


Sullivan 2004 4/27 3/30 0.3 % 1.48 [ 0.36, 6.03 ]


Valdivieso 1987 4/30 5/35 0.4 % 0.93 [ 0.28, 3.16 ]


Woolfson 1989 8/62 8/60 0.8 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 6/215 8/108 0.6 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 0.7 % 0.72 [ 0.28, 1.83 ]


Zhang 2013 2/50 5/50 0.3 % 0.40 [ 0.08, 1.97 ]


Subtotal (95% CI) 3802 3603 23.6 % 0.95 [ 0.80, 1.11 ]


Total events: 256 (Experimental), 259 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 14.44, df = 23 (P = 0.91); I2 =0.0%


Test for overall effect: Z = 0.67 (P = 0.50)


2 Inadequate in the experimental or adequate in the control


Abalan 1992 0/15 0/14 Not estimable


Anbar 2014 0/22 2/28 0.1 % 0.25 [ 0.01, 5.00 ]


Bastow 1983a 5/39 4/35 0.4 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.3 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 0.7 % 0.86 [ 0.33, 2.25 ]


Bokhorst-de 2000 7/15 9/17 1.3 % 0.88 [ 0.44, 1.78 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Delmi 1990 4/27 3/32 0.3 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 9.3 % 0.97 [ 0.75, 1.26 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Doglietto 1996 56/338 61/340 5.8 % 0.92 [ 0.66, 1.28 ]


Duncan 2006 18/150 11/159 1.2 % 1.73 [ 0.85, 3.55 ]


Espaulella 2000 4/85 3/86 0.3 % 1.35 [ 0.31, 5.85 ]


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 1.6 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 3.1 % 0.91 [ 0.58, 1.44 ]


Johansen 2004 24/108 17/104 2.0 % 1.36 [ 0.78, 2.38 ]


Ljunggren 2012 0/19 0/20 Not estimable


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Mezey 1991 6/27 5/26 0.6 % 1.16 [ 0.40, 3.33 ]


Naveau 1986 4/20 2/20 0.3 % 2.00 [ 0.41, 9.71 ]


Potter 2001 21/183 33/193 2.5 % 0.67 [ 0.40, 1.12 ]


Pupelis 2001 1/30 7/30 0.2 % 0.14 [ 0.02, 1.09 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Schroeder 1991 1/16 1/16 0.1 % 1.00 [ 0.07, 14.64 ]


Stein 2002 2/40 3/40 0.2 % 0.67 [ 0.12, 3.78 ]


Subtotal (95% CI) 3662 3673 30.6 % 0.97 [ 0.84, 1.13 ]


Total events: 316 (Experimental), 328 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 19.93, df = 23 (P = 0.65); I2 =0.0%


Test for overall effect: Z = 0.35 (P = 0.73)


3 Experimental group is overfed


Bunout 1989 2/17 5/19 0.3 % 0.45 [ 0.10, 2.01 ]


Chen 2006 0/21 0/20 Not estimable


Fan 1989 7/20 6/20 0.8 % 1.17 [ 0.48, 2.86 ]


Kearns 1992 0/16 2/15 0.1 % 0.19 [ 0.01, 3.63 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Singh 1998 2/21 2/22 0.2 % 1.05 [ 0.16, 6.77 ]


Subtotal (95% CI) 112 112 1.4 % 0.85 [ 0.44, 1.67 ]


Total events: 12 (Experimental), 16 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.31, df = 4 (P = 0.68); I2 =0.0%
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Test for overall effect: Z = 0.46 (P = 0.65)


4 Unclear intake in control or experimental


Abel 1976 4/20 3/24 0.3 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Arias 2008 46/262 31/267 3.6 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.5 % 0.76 [ 0.24, 2.43 ]


Bellantone 1988 1/54 10/46 0.2 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Breedveld-Peters 4/70 3/75 0.3 % 1.43 [ 0.33, 6.16 ]


Brennan 1994 27/60 13/57 2.1 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.1 % 0.33 [ 0.02, 7.14 ]


Choudhry 1996 0/21 1/20 0.1 % 0.32 [ 0.01, 7.38 ]


De Sousa 2012 0/20 2/17 0.1 % 0.17 [ 0.01, 3.34 ]


Dennis 2006 142/429 147/430 18.0 % 0.97 [ 0.80, 1.17 ]


Doglietto 1990 2/13 3/9 0.3 % 0.46 [ 0.10, 2.23 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Fan 1994 5/64 9/60 0.6 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


Gariballa 2006 12/223 7/222 0.8 % 1.71 [ 0.68, 4.25 ]


Hendry 2010 0/30 2/38 0.1 % 0.25 [ 0.01, 5.05 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Houwing 2003 0/51 0/52 Not estimable


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Larsson 1990a 29/197 55/238 3.8 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 0/32 0/30 Not estimable


Lidder 2013b 0/27 0/31 Not estimable


Liu 1996b 1/16 2/18 0.1 % 0.56 [ 0.06, 5.63 ]


Luo 2012 3/30 7/30 0.4 % 0.43 [ 0.12, 1.50 ]


Maude 2011 8/27 7/29 0.8 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.1 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 11/68 14/68 1.2 % 0.79 [ 0.38, 1.61 ]


Müller 1982a 11/66 9/29 1.1 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 1.6 % 1.11 [ 0.59, 2.08 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]


Nguyen 2012 4/14 4/14 0.5 % 1.00 [ 0.31, 3.23 ]


Pupelis 2000 2/11 5/18 0.3 % 0.65 [ 0.15, 2.81 ]


Reilly 1990 0/8 0/10 Not estimable


Reissman 1995 0/80 1/81 0.1 % 0.34 [ 0.01, 8.16 ]


Rimbau 1989 1/10 2/10 0.1 % 0.50 [ 0.05, 4.67 ]


Sabin 1998 2/40 3/40 0.2 % 0.67 [ 0.12, 3.78 ]


Samuels 1981 7/18 2/15 0.3 % 2.92 [ 0.71, 12.00 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 0.2 % 1.70 [ 0.33, 8.84 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 0/17 2/17 0.1 % 0.20 [ 0.01, 3.88 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 1/11 1/15 0.1 % 1.36 [ 0.10, 19.50 ]


Thompson 1981 2/12 1/9 0.1 % 1.50 [ 0.16, 14.08 ]


Tong 2006a 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Tong 2006b 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 0.6 % 0.47 [ 0.17, 1.28 ]


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


684Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Vlaming 2001 12/275 14/274 1.1 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.1 % 0.38 [ 0.05, 3.26 ]


Williams 1985 4/21 3/22 0.3 % 1.40 [ 0.35, 5.51 ]


Xu 1998a 2/16 3/16 0.2 % 0.67 [ 0.13, 3.47 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 1/18 5/16 0.2 % 0.18 [ 0.02, 1.37 ]


Zheng 2001a 0/65 0/15 Not estimable


Zheng 2001b 0/40 0/15 Not estimable


Zhong 2014 4/60 12/60 0.6 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.4 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 1.0 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 3684 3439 44.5 % 0.83 [ 0.70, 0.98 ]


Total events: 412 (Experimental), 464 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 70.62, df = 61 (P = 0.19); I2 =14%


Test for overall effect: Z = 2.19 (P = 0.028)


Total (95% CI) 11260 10827 100.0 % 0.93 [ 0.86, 1.01 ]


Total events: 996 (Experimental), 1067 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 107.66, df = 114 (P = 0.65); I2 =0.0%


Test for overall effect: Z = 1.79 (P = 0.074)


Test for subgroup differences: Chi2 = 2.25, df = 3 (P = 0.52), I2 =0.0%
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Analysis 3.6. Comparison 3 Serious adverse event end of intervention, Outcome 6 Serious adverse events -


different screening tools.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 3 Serious adverse event end of intervention


Outcome: 6 Serious adverse events - different screening tools


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 NRS 2002


Casaer 2011 146/2312 141/2328 12.7 % 1.04 [ 0.83, 1.30 ]


Johansen 2004 24/108 17/104 2.0 % 1.36 [ 0.78, 2.38 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Starke 2011 2/66 5/66 0.2 % 0.40 [ 0.08, 1.99 ]


Subtotal (95% CI) 2528 2536 15.0 % 1.06 [ 0.87, 1.31 ]


Total events: 173 (Experimental), 164 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.21, df = 3 (P = 0.53); I2 =0.0%


Test for overall effect: Z = 0.58 (P = 0.56)


2 MUST


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 MNA


De Sousa 2012 0/20 2/17 0.1 % 0.17 [ 0.01, 3.34 ]


Gazzotti 2003 2/39 2/41 0.2 % 1.05 [ 0.16, 7.10 ]


Subtotal (95% CI) 59 58 0.2 % 0.61 [ 0.12, 3.18 ]


Total events: 2 (Experimental), 4 (Control)


Heterogeneity: Tau2 = 0.06; Chi2 = 1.04, df = 1 (P = 0.31); I2 =4%


Test for overall effect: Z = 0.59 (P = 0.56)


4 SGA


Arias 2008 46/262 31/267 3.6 % 1.51 [ 0.99, 2.31 ]


Wu 2007a 6/215 8/108 0.6 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 0.7 % 0.72 [ 0.28, 1.83 ]


Subtotal (95% CI) 692 483 4.9 % 0.82 [ 0.35, 1.92 ]


Total events: 62 (Experimental), 46 (Control)


Heterogeneity: Tau2 = 0.40; Chi2 = 7.07, df = 2 (P = 0.03); I2 =72%


Test for overall effect: Z = 0.45 (P = 0.65)


5 Other means
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.3 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Anbar 2014 0/22 2/28 0.1 % 0.25 [ 0.01, 5.00 ]


Banerjee 1978 4/28 6/32 0.5 % 0.76 [ 0.24, 2.43 ]


Bastow 1983a 5/39 4/35 0.4 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.3 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 0.7 % 0.86 [ 0.33, 2.25 ]


Bellantone 1988 1/54 10/46 0.2 % 0.09 [ 0.01, 0.64 ]


Bokhorst-de 2000 7/15 9/17 1.3 % 0.88 [ 0.44, 1.78 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 4/70 3/75 0.3 % 1.43 [ 0.33, 6.16 ]


Brennan 1994 27/60 13/57 2.1 % 1.97 [ 1.13, 3.43 ]


Bunout 1989 2/17 5/19 0.3 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.1 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.1 % 1.64 [ 0.08, 34.28 ]


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 0/21 1/20 0.1 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.1 % 0.81 [ 0.05, 12.01 ]


Delmi 1990 4/27 3/32 0.3 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 9.3 % 0.97 [ 0.75, 1.26 ]


Dennis 2006 142/429 147/430 18.0 % 0.97 [ 0.80, 1.17 ]


Doglietto 1990 2/13 3/9 0.3 % 0.46 [ 0.10, 2.23 ]


Doglietto 1996 56/338 61/340 5.8 % 0.92 [ 0.66, 1.28 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Duncan 2006 18/150 11/159 1.2 % 1.73 [ 0.85, 3.55 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 4/85 3/86 0.3 % 1.35 [ 0.31, 5.85 ]


Fan 1989 5/64 9/60 0.6 % 0.52 [ 0.19, 1.47 ]


Fan 1994 7/20 6/20 0.8 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 3/20 0.2 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 0.8 % 1.71 [ 0.68, 4.25 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Heidegger 2013 8/153 12/152 0.8 % 0.66 [ 0.28, 1.57 ]


Hendry 2010 0/30 2/38 0.1 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 1.6 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 3.1 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Kearns 1992 0/16 2/15 0.1 % 0.19 [ 0.01, 3.63 ]


Keele 1997 2/43 1/43 0.1 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 3.8 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 5/12 1/10 0.2 % 4.17 [ 0.58, 30.06 ]


Lidder 2013a 0/32 0/30 Not estimable
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Lidder 2013b 0/27 0/31 Not estimable


Liu 1996b 1/16 2/18 0.1 % 0.56 [ 0.06, 5.63 ]


Ljunggren 2012 0/19 0/20 Not estimable


Lough 1990 4/14 7/15 0.6 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.4 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 27/98 31/97 3.4 % 0.86 [ 0.56, 1.33 ]


Maude 2011 8/27 7/29 0.8 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 6/27 5/26 0.6 % 1.16 [ 0.40, 3.33 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.1 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 11/68 14/68 1.2 % 0.79 [ 0.38, 1.61 ]


Müller 1982a 11/66 9/29 1.1 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 1.6 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 4/20 2/20 0.3 % 2.00 [ 0.41, 9.71 ]


Neelemaat 2012 14/105 11/105 1.2 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]


Nguyen 2012 4/14 4/14 0.5 % 1.00 [ 0.31, 3.23 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]


Potter 2001 21/183 33/193 2.5 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 2/11 5/18 0.3 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.2 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Reissman 1995 0/80 1/81 0.1 % 0.34 [ 0.01, 8.16 ]


Rimbau 1989 1/10 2/10 0.1 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 2/40 3/40 0.2 % 0.67 [ 0.12, 3.78 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Samuels 1981 7/18 2/15 0.3 % 2.92 [ 0.71, 12.00 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Schroeder 1991 1/16 1/16 0.1 % 1.00 [ 0.07, 14.64 ]


Simon 1988 3/15 2/17 0.2 % 1.70 [ 0.33, 8.84 ]


Singh 1998 2/21 2/22 0.2 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 0/17 2/17 0.1 % 0.20 [ 0.01, 3.88 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 1/11 1/15 0.1 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 1/9 0.1 % 0.33 [ 0.02, 7.24 ]


Stein 2002 2/40 3/40 0.2 % 0.67 [ 0.12, 3.78 ]


Sullivan 1998 2/8 3/10 0.3 % 0.83 [ 0.18, 3.84 ]


Sullivan 2004 4/27 3/30 0.3 % 1.48 [ 0.36, 6.03 ]


Thompson 1981 2/12 1/9 0.1 % 1.50 [ 0.16, 14.08 ]


Tong 2006a 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Tong 2006b 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 4/30 5/35 0.4 % 0.93 [ 0.28, 3.16 ]


Vicic 2013 5/52 10/49 0.6 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 1.1 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.1 % 0.38 [ 0.05, 3.26 ]


Williams 1985 4/21 3/22 0.3 % 1.40 [ 0.35, 5.51 ]


Woolfson 1989 8/62 8/60 0.8 % 0.97 [ 0.39, 2.41 ]


Xu 1998a 2/16 3/16 0.2 % 0.67 [ 0.13, 3.47 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 1/18 5/16 0.2 % 0.18 [ 0.02, 1.37 ]


Zhang 2013 2/50 5/50 0.3 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 0/15 Not estimable


Zheng 2001b 0/40 0/15 Not estimable
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zhong 2014 4/60 12/60 0.6 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.4 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 1.0 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 7981 7750 79.9 % 0.90 [ 0.82, 0.98 ]


Total events: 759 (Experimental), 853 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 93.67, df = 105 (P = 0.78); I2 =0.0%


Test for overall effect: Z = 2.40 (P = 0.016)


Total (95% CI) 11260 10827 100.0 % 0.93 [ 0.86, 1.01 ]


Total events: 996 (Experimental), 1067 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 107.66, df = 114 (P = 0.65); I2 =0.0%


Test for overall effect: Z = 1.79 (P = 0.074)


Test for subgroup differences: Chi2 = 2.52, df = 3 (P = 0.47), I2 =0.0%
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Analysis 3.7. Comparison 3 Serious adverse event end of intervention, Outcome 7 Serious adverse events -


participants characterised as ’at nutritional risk’ due to one of the following conditions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 3 Serious adverse event end of intervention


Outcome: 7 Serious adverse events - participants characterised as ’at nutritional risk’ due to one of the following conditions


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Major surgery


Abel 1976 4/20 3/24 0.3 % 1.60 [ 0.40, 6.32 ]


Bastow 1983a 5/39 4/35 0.4 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.3 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 0.7 % 0.86 [ 0.33, 2.25 ]


Bellantone 1988 1/54 10/46 0.2 % 0.09 [ 0.01, 0.64 ]


Brennan 1994 27/60 13/57 2.1 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.1 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.1 % 1.64 [ 0.08, 34.28 ]


Doglietto 1996 56/338 61/340 5.8 % 0.92 [ 0.66, 1.28 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Fan 1989 5/64 9/60 0.6 % 0.52 [ 0.19, 1.47 ]


Fan 1994 7/20 6/20 0.8 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]


Hendry 2010 0/30 2/38 0.1 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Henriksen 2003b 0/16 0/8 Not estimable


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Keele 1997 2/43 1/43 0.1 % 2.00 [ 0.19, 21.24 ]


Lidder 2013a 0/32 0/30 Not estimable


Lidder 2013b 0/27 0/31 Not estimable


Lough 1990 4/14 7/15 0.6 % 0.61 [ 0.23, 1.65 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 27/98 31/97 3.4 % 0.86 [ 0.56, 1.33 ]


Müller 1982a 11/66 9/29 1.1 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 1.6 % 1.11 [ 0.59, 2.08 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]


Pupelis 2000 2/11 5/18 0.3 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.2 % 0.14 [ 0.02, 1.09 ]


Reilly 1990 0/8 0/10 Not estimable


Reissman 1995 0/80 1/81 0.1 % 0.34 [ 0.01, 8.16 ]


Rimbau 1989 1/10 2/10 0.1 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Schroeder 1991 1/16 1/16 0.1 % 1.00 [ 0.07, 14.64 ]


Singh 1998 2/21 2/22 0.2 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 0/17 2/17 0.1 % 0.20 [ 0.01, 3.88 ]


Sonnenfeld 1978 1/11 1/15 0.1 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 1/9 0.1 % 0.33 [ 0.02, 7.24 ]


Thompson 1981 2/12 1/9 0.1 % 1.50 [ 0.16, 14.08 ]


Tong 2006a 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Tong 2006b 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.1 % 0.38 [ 0.05, 3.26 ]


Woolfson 1989 8/62 8/60 0.8 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 6/215 8/108 0.6 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 0.7 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.2 % 0.67 [ 0.13, 3.47 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 1/18 5/16 0.2 % 0.18 [ 0.02, 1.37 ]


Zheng 2001a 0/65 0/15 Not estimable


Zheng 2001b 0/40 0/15 Not estimable


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 2840 2340 23.9 % 0.84 [ 0.71, 0.99 ]


Total events: 234 (Experimental), 268 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 48.41, df = 52 (P = 0.62); I2 =0.0%


Test for overall effect: Z = 2.13 (P = 0.034)


2 Stroke


Dennis 2005 105/2016 108/2007 9.3 % 0.97 [ 0.75, 1.26 ]


Dennis 2006 142/429 147/430 18.0 % 0.97 [ 0.80, 1.17 ]


Gariballa 1998 2/20 3/20 0.2 % 0.67 [ 0.12, 3.57 ]


Zhong 2014 4/60 12/60 0.6 % 0.33 [ 0.11, 0.98 ]


Zhu 2012a 3/33 6/16 0.4 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 1.0 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 2590 2549 29.4 % 0.78 [ 0.58, 1.06 ]


Total events: 264 (Experimental), 283 (Control)


Heterogeneity: Tau2 = 0.05; Chi2 = 9.68, df = 5 (P = 0.08); I2 =48%


Test for overall effect: Z = 1.58 (P = 0.11)


3 ICU participants including trauma


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Casaer 2011 146/2312 141/2328 12.7 % 1.04 [ 0.83, 1.30 ]


Chen 2006 0/21 0/20 Not estimable


Chuntrasakul 1996 1/21 1/17 0.1 % 0.81 [ 0.05, 12.01 ]


Heidegger 2013 8/153 12/152 0.8 % 0.66 [ 0.28, 1.57 ]


Herndon 1987 8/13 8/15 1.6 % 1.15 [ 0.61, 2.19 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Nguyen 2012 4/14 4/14 0.5 % 1.00 [ 0.31, 3.23 ]


Sabin 1998 2/40 3/40 0.2 % 0.67 [ 0.12, 3.78 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Stein 2002 2/40 3/40 0.2 % 0.67 [ 0.12, 3.78 ]


Vicic 2013 5/52 10/49 0.6 % 0.47 [ 0.17, 1.28 ]


Subtotal (95% CI) 2705 2718 17.0 % 0.98 [ 0.81, 1.19 ]


Total events: 179 (Experimental), 187 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 5.58, df = 10 (P = 0.85); I2 =0.0%


Test for overall effect: Z = 0.21 (P = 0.84)


4 Frail elderly participants with less severe conditions known to increase protein requirements


Anbar 2014 0/22 2/28 0.1 % 0.25 [ 0.01, 5.00 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 4/70 3/75 0.3 % 1.43 [ 0.33, 6.16 ]


Delmi 1990 4/27 3/32 0.3 % 1.58 [ 0.39, 6.45 ]


Duncan 2006 18/150 11/159 1.2 % 1.73 [ 0.85, 3.55 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 4/85 3/86 0.3 % 1.35 [ 0.31, 5.85 ]


Gazzotti 2003 2/39 2/41 0.2 % 1.05 [ 0.16, 7.10 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Hickson 2004 31/292 35/300 3.1 % 0.91 [ 0.58, 1.44 ]


Houwing 2003 0/51 0/52 Not estimable


Liu 1996b 1/16 2/18 0.1 % 0.56 [ 0.06, 5.63 ]


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 0.4 % 0.43 [ 0.12, 1.50 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.1 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 2.5 % 0.67 [ 0.40, 1.12 ]


Sullivan 1998 2/8 3/10 0.3 % 0.83 [ 0.18, 3.84 ]


Sullivan 2004 4/27 3/30 0.3 % 1.48 [ 0.36, 6.03 ]


Subtotal (95% CI) 1173 1233 9.3 % 0.97 [ 0.75, 1.26 ]


Total events: 104 (Experimental), 108 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 13.15, df = 14 (P = 0.51); I2 =0.0%


Test for overall effect: Z = 0.24 (P = 0.81)


5 Participants do not fall into one of the categories above
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Arias 2008 46/262 31/267 3.6 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.5 % 0.76 [ 0.24, 2.43 ]


Bokhorst-de 2000 7/15 9/17 1.3 % 0.88 [ 0.44, 1.78 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Bunout 1989 2/17 5/19 0.3 % 0.45 [ 0.10, 2.01 ]


Choudhry 1996 0/21 1/20 0.1 % 0.32 [ 0.01, 7.38 ]


De Sousa 2012 0/20 2/17 0.1 % 0.17 [ 0.01, 3.34 ]


Doglietto 1990 2/13 3/9 0.3 % 0.46 [ 0.10, 2.23 ]


Gariballa 2006 12/223 7/222 0.8 % 1.71 [ 0.68, 4.25 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Johansen 2004 24/108 17/104 2.0 % 1.36 [ 0.78, 2.38 ]


Kearns 1992 0/16 2/15 0.1 % 0.19 [ 0.01, 3.63 ]


Larsson 1990a 29/197 55/238 3.8 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 5/12 1/10 0.2 % 4.17 [ 0.58, 30.06 ]


Maude 2011 8/27 7/29 0.8 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 6/27 5/26 0.6 % 1.16 [ 0.40, 3.33 ]


Moreno 2016 11/68 14/68 1.2 % 0.79 [ 0.38, 1.61 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Naveau 1986 4/20 2/20 0.3 % 2.00 [ 0.41, 9.71 ]


Neelemaat 2012 14/105 11/105 1.2 % 1.27 [ 0.61, 2.67 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Rana 1992 0/20 0/20 Not estimable


Samuels 1981 7/18 2/15 0.3 % 2.92 [ 0.71, 12.00 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 0.2 % 1.70 [ 0.33, 8.84 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Starke 2011 2/66 5/66 0.2 % 0.40 [ 0.08, 1.99 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Valdivieso 1987 4/30 5/35 0.4 % 0.93 [ 0.28, 3.16 ]


Vlaming 2001 12/275 14/274 1.1 % 0.85 [ 0.40, 1.81 ]


Williams 1985 4/21 3/22 0.3 % 1.40 [ 0.35, 5.51 ]


Zhang 2013 2/50 5/50 0.3 % 0.40 [ 0.08, 1.97 ]


Subtotal (95% CI) 1952 1987 20.4 % 1.01 [ 0.85, 1.21 ]


Total events: 215 (Experimental), 221 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 28.83, df = 29 (P = 0.47); I2 =0.0%


Test for overall effect: Z = 0.16 (P = 0.88)


Total (95% CI) 11260 10827 100.0 % 0.93 [ 0.86, 1.01 ]


Total events: 996 (Experimental), 1067 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 107.66, df = 114 (P = 0.65); I2 =0.0%


Test for overall effect: Z = 1.79 (P = 0.074)


Test for subgroup differences: Chi2 = 4.06, df = 4 (P = 0.40), I2 =1%
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Analysis 3.8. Comparison 3 Serious adverse event end of intervention, Outcome 8 Serious adverse events -


participants characterised as ’at nutritional risk’ due to one of the following criteria.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 3 Serious adverse event end of intervention


Outcome: 8 Serious adverse events - participants characterised as ’at nutritional risk’ due to one of the following criteria


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 BMI less than 20.5 kg/m2


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]


Neelemaat 2012 14/105 11/105 1.2 % 1.27 [ 0.61, 2.67 ]


Subtotal (95% CI) 123 124 1.2 % 1.19 [ 0.58, 2.45 ]


Total events: 14 (Experimental), 12 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.62, df = 1 (P = 0.43); I2 =0.0%


Test for overall effect: Z = 0.47 (P = 0.64)


2 Weight loss of at least 5% during the last three months


Ollenschläger 1992 0/16 0/16 Not estimable


Subtotal (95% CI) 16 16 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 Weight loss of at least 10% during the last six months


Bokhorst-de 2000 7/15 9/17 1.3 % 0.88 [ 0.44, 1.78 ]


Subtotal (95% CI) 15 17 1.3 % 0.88 [ 0.44, 1.78 ]


Total events: 7 (Experimental), 9 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.35 (P = 0.72)


4 Insufficient food intake during the last week (50% of requirements or less)


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Participants characterised as ’at nutritional risk’ by other means


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.3 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Anbar 2014 0/22 2/28 0.1 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 3.6 % 1.51 [ 0.99, 2.31 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Banerjee 1978 4/28 6/32 0.5 % 0.76 [ 0.24, 2.43 ]


Bastow 1983a 5/39 4/35 0.4 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.3 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 0.7 % 0.86 [ 0.33, 2.25 ]


Bellantone 1988 1/54 10/46 0.2 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 4/70 3/75 0.3 % 1.43 [ 0.33, 6.16 ]


Brennan 1994 27/60 13/57 2.1 % 1.97 [ 1.13, 3.43 ]


Bunout 1989 2/17 5/19 0.3 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Casaer 2011 146/2312 141/2328 12.7 % 1.04 [ 0.83, 1.30 ]


Chen 1995a 0/8 1/8 0.1 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.1 % 1.64 [ 0.08, 34.28 ]


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 0/21 1/20 0.1 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.1 % 0.81 [ 0.05, 12.01 ]


De Sousa 2012 0/20 2/17 0.1 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 0.3 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 9.3 % 0.97 [ 0.75, 1.26 ]


Dennis 2006 142/429 147/430 18.0 % 0.97 [ 0.80, 1.17 ]


Doglietto 1990 2/13 3/9 0.3 % 0.46 [ 0.10, 2.23 ]


Doglietto 1996 56/338 61/340 5.8 % 0.92 [ 0.66, 1.28 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Duncan 2006 18/150 11/159 1.2 % 1.73 [ 0.85, 3.55 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 4/85 3/86 0.3 % 1.35 [ 0.31, 5.85 ]


Fan 1989 5/64 9/60 0.6 % 0.52 [ 0.19, 1.47 ]


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


699Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Fan 1994 7/20 6/20 0.8 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


Gariballa 1998 2/20 3/20 0.2 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 0.8 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.2 % 1.05 [ 0.16, 7.10 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Heidegger 2013 8/153 12/152 0.8 % 0.66 [ 0.28, 1.57 ]


Hendry 2010 0/30 2/38 0.1 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 1.6 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 3.1 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Johansen 2004 24/108 17/104 2.0 % 1.36 [ 0.78, 2.38 ]


Kearns 1992 0/16 2/15 0.1 % 0.19 [ 0.01, 3.63 ]


Keele 1997 2/43 1/43 0.1 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 3.8 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 5/12 1/10 0.2 % 4.17 [ 0.58, 30.06 ]


Lidder 2013a 0/32 0/30 Not estimable


Lidder 2013b 0/27 0/31 Not estimable


Liu 1996b 1/16 2/18 0.1 % 0.56 [ 0.06, 5.63 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Ljunggren 2012 0/19 0/20 Not estimable


Lough 1990 4/14 7/15 0.6 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.4 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 27/98 31/97 3.4 % 0.86 [ 0.56, 1.33 ]


Maude 2011 8/27 7/29 0.8 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 6/27 5/26 0.6 % 1.16 [ 0.40, 3.33 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.1 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 11/68 14/68 1.2 % 0.79 [ 0.38, 1.61 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Müller 1982a 11/66 9/29 1.1 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 1.6 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 4/20 2/20 0.3 % 2.00 [ 0.41, 9.71 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]


Nguyen 2012 4/14 4/14 0.5 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]


Potter 2001 21/183 33/193 2.5 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 2/11 5/18 0.3 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.2 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Reissman 1995 0/80 1/81 0.1 % 0.34 [ 0.01, 8.16 ]


Rimbau 1989 1/10 2/10 0.1 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 2/40 3/40 0.2 % 0.67 [ 0.12, 3.78 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 0.3 % 2.92 [ 0.71, 12.00 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Schroeder 1991 1/16 1/16 0.1 % 1.00 [ 0.07, 14.64 ]


Simon 1988 3/15 2/17 0.2 % 1.70 [ 0.33, 8.84 ]


Singh 1998 2/21 2/22 0.2 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 0/17 2/17 0.1 % 0.20 [ 0.01, 3.88 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 1/11 1/15 0.1 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 1/9 0.1 % 0.33 [ 0.02, 7.24 ]


Starke 2011 2/66 5/66 0.2 % 0.40 [ 0.08, 1.99 ]


Stein 2002 2/40 3/40 0.2 % 0.67 [ 0.12, 3.78 ]


Sullivan 1998 2/8 3/10 0.3 % 0.83 [ 0.18, 3.84 ]


Sullivan 2004 4/27 3/30 0.3 % 1.48 [ 0.36, 6.03 ]


Thompson 1981 2/12 1/9 0.1 % 1.50 [ 0.16, 14.08 ]


Tong 2006a 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Tong 2006b 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 4/30 5/35 0.4 % 0.93 [ 0.28, 3.16 ]


Vicic 2013 5/52 10/49 0.6 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 1.1 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.1 % 0.38 [ 0.05, 3.26 ]


Williams 1985 4/21 3/22 0.3 % 1.40 [ 0.35, 5.51 ]


Woolfson 1989 8/62 8/60 0.8 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 6/215 8/108 0.6 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 0.7 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.2 % 0.67 [ 0.13, 3.47 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 1/18 5/16 0.2 % 0.18 [ 0.02, 1.37 ]


Zhang 2013 2/50 5/50 0.3 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 0/15 Not estimable


Zheng 2001b 0/40 0/15 Not estimable
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zhong 2014 4/60 12/60 0.6 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.4 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 1.0 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 11106 10670 97.5 % 0.93 [ 0.86, 1.01 ]


Total events: 975 (Experimental), 1046 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 106.58, df = 111 (P = 0.60); I2 =0.0%


Test for overall effect: Z = 1.82 (P = 0.068)


Total (95% CI) 11260 10827 100.0 % 0.93 [ 0.86, 1.01 ]


Total events: 996 (Experimental), 1067 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 107.66, df = 114 (P = 0.65); I2 =0.0%


Test for overall effect: Z = 1.79 (P = 0.074)


Test for subgroup differences: Chi2 = 0.47, df = 2 (P = 0.79), I2 =0.0%
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Analysis 3.9. Comparison 3 Serious adverse event end of intervention, Outcome 9 Serious adverse events -


participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 3 Serious adverse event end of intervention


Outcome: 9 Serious adverse events - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Biomarkers


Chen 1995a 0/8 1/8 0.1 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.1 % 1.64 [ 0.08, 34.28 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Liu 1996b 1/16 2/18 0.1 % 0.56 [ 0.06, 5.63 ]


Luo 2012 3/30 7/30 0.4 % 0.43 [ 0.12, 1.50 ]


Reilly 1990 0/8 0/10 Not estimable


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Subtotal (95% CI) 350 353 0.8 % 0.39 [ 0.16, 0.95 ]


Total events: 5 (Experimental), 18 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.44, df = 5 (P = 0.79); I2 =0.0%


Test for overall effect: Z = 2.07 (P = 0.038)


2 Anthropometric measures


Abel 1976 4/20 3/24 0.3 % 1.60 [ 0.40, 6.32 ]


Bastow 1983a 5/39 4/35 0.4 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.3 % 0.37 [ 0.08, 1.71 ]


Bokhorst-de 2000 7/15 9/17 1.3 % 0.88 [ 0.44, 1.78 ]


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.1 % 3.25 [ 0.14, 76.01 ]


Neelemaat 2012 14/105 11/105 1.2 % 1.27 [ 0.61, 2.67 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Potter 2001 21/183 33/193 2.5 % 0.67 [ 0.40, 1.12 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Samuels 1981 7/18 2/15 0.3 % 2.92 [ 0.71, 12.00 ]


Smith 1988 0/17 2/17 0.1 % 0.20 [ 0.01, 3.88 ]


Vlaming 2001 12/275 14/274 1.1 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 821 856 7.9 % 0.90 [ 0.68, 1.20 ]


Total events: 77 (Experimental), 91 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 10.59, df = 13 (P = 0.65); I2 =0.0%


Test for overall effect: Z = 0.73 (P = 0.47)


3 Mixed


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Characterised by other means


Abalan 1992 0/15 0/14 Not estimable


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Anbar 2014 0/22 2/28 0.1 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 3.6 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.5 % 0.76 [ 0.24, 2.43 ]


Beier-Holgersen 1999 6/30 7/30 0.7 % 0.86 [ 0.33, 2.25 ]


Bellantone 1988 1/54 10/46 0.2 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 4/70 3/75 0.3 % 1.43 [ 0.33, 6.16 ]


Brennan 1994 27/60 13/57 2.1 % 1.97 [ 1.13, 3.43 ]


Bunout 1989 2/17 5/19 0.3 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Casaer 2011 146/2312 141/2328 12.7 % 1.04 [ 0.83, 1.30 ]


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 0/21 1/20 0.1 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.1 % 0.81 [ 0.05, 12.01 ]


De Sousa 2012 0/20 2/17 0.1 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 0.3 % 1.58 [ 0.39, 6.45 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Dennis 2005 105/2016 108/2007 9.3 % 0.97 [ 0.75, 1.26 ]


Dennis 2006 142/429 147/430 18.0 % 0.97 [ 0.80, 1.17 ]


Doglietto 1990 2/13 3/9 0.3 % 0.46 [ 0.10, 2.23 ]


Doglietto 1996 56/338 61/340 5.8 % 0.92 [ 0.66, 1.28 ]


Duncan 2006 18/150 11/159 1.2 % 1.73 [ 0.85, 3.55 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 4/85 3/86 0.3 % 1.35 [ 0.31, 5.85 ]


Fan 1989 5/64 9/60 0.6 % 0.52 [ 0.19, 1.47 ]


Fan 1994 7/20 6/20 0.8 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


Gariballa 1998 2/20 3/20 0.2 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 0.8 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.2 % 1.05 [ 0.16, 7.10 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Heidegger 2013 8/153 12/152 0.8 % 0.66 [ 0.28, 1.57 ]


Hendry 2010 0/30 2/38 0.1 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 1.6 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 3.1 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Johansen 2004 24/108 17/104 2.0 % 1.36 [ 0.78, 2.38 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Kearns 1992 0/16 2/15 0.1 % 0.19 [ 0.01, 3.63 ]


Keele 1997 2/43 1/43 0.1 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 3.8 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 5/12 1/10 0.2 % 4.17 [ 0.58, 30.06 ]


Lidder 2013a 0/32 0/30 Not estimable


Lidder 2013b 0/27 0/31 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


Lough 1990 4/14 7/15 0.6 % 0.61 [ 0.23, 1.65 ]


Malhotra 2004 27/98 31/97 3.4 % 0.86 [ 0.56, 1.33 ]


Maude 2011 8/27 7/29 0.8 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 6/27 5/26 0.6 % 1.16 [ 0.40, 3.33 ]


Moreno 2016 11/68 14/68 1.2 % 0.79 [ 0.38, 1.61 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Müller 1982a 11/66 9/29 1.1 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 1.6 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 4/20 2/20 0.3 % 2.00 [ 0.41, 9.71 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]


Nguyen 2012 4/14 4/14 0.5 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]


Pupelis 2000 2/11 5/18 0.3 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.2 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 1/81 0.1 % 0.34 [ 0.01, 8.16 ]


Rimbau 1989 1/10 2/10 0.1 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 2/40 3/40 0.2 % 0.67 [ 0.12, 3.78 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Schroeder 1991 1/16 1/16 0.1 % 1.00 [ 0.07, 14.64 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Simon 1988 3/15 2/17 0.2 % 1.70 [ 0.33, 8.84 ]


Singh 1998 2/21 2/22 0.2 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 1/11 1/15 0.1 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 1/9 0.1 % 0.33 [ 0.02, 7.24 ]


Starke 2011 2/66 5/66 0.2 % 0.40 [ 0.08, 1.99 ]


Stein 2002 2/40 3/40 0.2 % 0.67 [ 0.12, 3.78 ]


Sullivan 1998 2/8 3/10 0.3 % 0.83 [ 0.18, 3.84 ]


Sullivan 2004 4/27 3/30 0.3 % 1.48 [ 0.36, 6.03 ]


Thompson 1981 2/12 1/9 0.1 % 1.50 [ 0.16, 14.08 ]


Tong 2006a 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Tong 2006b 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 4/30 5/35 0.4 % 0.93 [ 0.28, 3.16 ]


Vicic 2013 5/52 10/49 0.6 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.1 % 0.38 [ 0.05, 3.26 ]


Williams 1985 4/21 3/22 0.3 % 1.40 [ 0.35, 5.51 ]


Woolfson 1989 8/62 8/60 0.8 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 6/215 8/108 0.6 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 0.7 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.2 % 0.67 [ 0.13, 3.47 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 1/18 5/16 0.2 % 0.18 [ 0.02, 1.37 ]


Zhang 2013 2/50 5/50 0.3 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 0/15 Not estimable


Zheng 2001b 0/40 0/15 Not estimable


Zhong 2014 4/60 12/60 0.6 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.4 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 1.0 % 0.57 [ 0.25, 1.29 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Subtotal (95% CI) 10089 9618 91.3 % 0.94 [ 0.86, 1.02 ]


Total events: 914 (Experimental), 958 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 90.88, df = 94 (P = 0.57); I2 =0.0%


Test for overall effect: Z = 1.46 (P = 0.14)


Total (95% CI) 11260 10827 100.0 % 0.93 [ 0.86, 1.01 ]


Total events: 996 (Experimental), 1067 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 107.66, df = 114 (P = 0.65); I2 =0.0%


Test for overall effect: Z = 1.79 (P = 0.074)


Test for subgroup differences: Chi2 = 3.77, df = 2 (P = 0.15), I2 =47%


0.01 0.1 1 10 100


Favours nutrition support Favours control


Analysis 3.10. Comparison 3 Serious adverse event end of intervention, Outcome 10 Serious adverse events


- randomisation year.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 3 Serious adverse event end of intervention


Outcome: 10 Serious adverse events - randomisation year


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Before 1960


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 1960 to 1979


Abel 1976 4/20 3/24 0.3 % 1.60 [ 0.40, 6.32 ]


Banerjee 1978 4/28 6/32 0.5 % 0.76 [ 0.24, 2.43 ]


Samuels 1981 7/18 2/15 0.3 % 2.92 [ 0.71, 12.00 ]


Sonnenfeld 1978 1/11 1/15 0.1 % 1.36 [ 0.10, 19.50 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Thompson 1981 2/12 1/9 0.1 % 1.50 [ 0.16, 14.08 ]


Subtotal (95% CI) 89 95 1.3 % 1.40 [ 0.70, 2.78 ]


Total events: 18 (Experimental), 13 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.14, df = 4 (P = 0.71); I2 =0.0%


Test for overall effect: Z = 0.95 (P = 0.34)


3 1980 to 1999


Abalan 1992 0/15 0/14 Not estimable


Bastow 1983a 5/39 4/35 0.4 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.3 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 0.7 % 0.86 [ 0.33, 2.25 ]


Bellantone 1988 1/54 10/46 0.2 % 0.09 [ 0.01, 0.64 ]


Bokhorst-de 2000 7/15 9/17 1.3 % 0.88 [ 0.44, 1.78 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 27/60 13/57 2.1 % 1.97 [ 1.13, 3.43 ]


Bunout 1989 2/17 5/19 0.3 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.1 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.1 % 1.64 [ 0.08, 34.28 ]


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 0/21 1/20 0.1 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.1 % 0.81 [ 0.05, 12.01 ]


Delmi 1990 4/27 3/32 0.3 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 9.3 % 0.97 [ 0.75, 1.26 ]


Dennis 2006 142/429 147/430 18.0 % 0.97 [ 0.80, 1.17 ]


Doglietto 1990 2/13 3/9 0.3 % 0.46 [ 0.10, 2.23 ]


Doglietto 1996 56/338 61/340 5.8 % 0.92 [ 0.66, 1.28 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Espaulella 2000 4/85 3/86 0.3 % 1.35 [ 0.31, 5.85 ]


Fan 1989 5/64 9/60 0.6 % 0.52 [ 0.19, 1.47 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Fan 1994 7/20 6/20 0.8 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 3/20 0.2 % 0.67 [ 0.12, 3.57 ]


Gazzotti 2003 2/39 2/41 0.2 % 1.05 [ 0.16, 7.10 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Herndon 1987 8/13 8/15 1.6 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Houwing 2003 0/51 0/52 Not estimable


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Kearns 1992 0/16 2/15 0.1 % 0.19 [ 0.01, 3.63 ]


Keele 1997 2/43 1/43 0.1 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 3.8 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 5/12 1/10 0.2 % 4.17 [ 0.58, 30.06 ]


Liu 1996b 1/16 2/18 0.1 % 0.56 [ 0.06, 5.63 ]


Lough 1990 4/14 7/15 0.6 % 0.61 [ 0.23, 1.65 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 6/27 5/26 0.6 % 1.16 [ 0.40, 3.33 ]


Müller 1982a 11/66 9/29 1.1 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 1.6 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 4/20 2/20 0.3 % 2.00 [ 0.41, 9.71 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Potter 2001 21/183 33/193 2.5 % 0.67 [ 0.40, 1.12 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Pupelis 2000 2/11 5/18 0.3 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.2 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Reissman 1995 0/80 1/81 0.1 % 0.34 [ 0.01, 8.16 ]


Rimbau 1989 1/10 2/10 0.1 % 0.50 [ 0.05, 4.67 ]


Sabin 1998 2/40 3/40 0.2 % 0.67 [ 0.12, 3.78 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Schroeder 1991 1/16 1/16 0.1 % 1.00 [ 0.07, 14.64 ]


Simon 1988 3/15 2/17 0.2 % 1.70 [ 0.33, 8.84 ]


Singh 1998 2/21 2/22 0.2 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 0/17 2/17 0.1 % 0.20 [ 0.01, 3.88 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Sullivan 1998 2/8 3/10 0.3 % 0.83 [ 0.18, 3.84 ]


Valdivieso 1987 4/30 5/35 0.4 % 0.93 [ 0.28, 3.16 ]


Vlaming 2001 12/275 14/274 1.1 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.1 % 0.38 [ 0.05, 3.26 ]


Williams 1985 4/21 3/22 0.3 % 1.40 [ 0.35, 5.51 ]


Woolfson 1989 8/62 8/60 0.8 % 0.97 [ 0.39, 2.41 ]


Xu 1998a 2/16 3/16 0.2 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.2 % 0.18 [ 0.02, 1.37 ]


Zheng 2001a 0/65 0/15 Not estimable


Zheng 2001b 0/40 0/15 Not estimable


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 5831 5641 60.6 % 0.91 [ 0.82, 1.00 ]


Total events: 566 (Experimental), 636 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 57.03, df = 70 (P = 0.87); I2 =0.0%
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Test for overall effect: Z = 1.90 (P = 0.058)


4 After 1999


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Anbar 2014 0/22 2/28 0.1 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 3.6 % 1.51 [ 0.99, 2.31 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 4/70 3/75 0.3 % 1.43 [ 0.33, 6.16 ]


Casaer 2011 146/2312 141/2328 12.7 % 1.04 [ 0.83, 1.30 ]


De Sousa 2012 0/20 2/17 0.1 % 0.17 [ 0.01, 3.34 ]


Duncan 2006 18/150 11/159 1.2 % 1.73 [ 0.85, 3.55 ]


Eneroth 2005 0/40 0/40 Not estimable


Gariballa 2006 12/223 7/222 0.8 % 1.71 [ 0.68, 4.25 ]


Heidegger 2013 8/153 12/152 0.8 % 0.66 [ 0.28, 1.57 ]


Hendry 2010 0/30 2/38 0.1 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Hickson 2004 31/292 35/300 3.1 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Johansen 2004 24/108 17/104 2.0 % 1.36 [ 0.78, 2.38 ]


Lidder 2013a 0/32 0/30 Not estimable


Lidder 2013b 0/27 0/31 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 0.4 % 0.43 [ 0.12, 1.50 ]


Malhotra 2004 27/98 31/97 3.4 % 0.86 [ 0.56, 1.33 ]


Maude 2011 8/27 7/29 0.8 % 1.23 [ 0.52, 2.93 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.1 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 11/68 14/68 1.2 % 0.79 [ 0.38, 1.61 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Neelemaat 2012 14/105 11/105 1.2 % 1.27 [ 0.61, 2.67 ]


Nguyen 2012 4/14 4/14 0.5 % 1.00 [ 0.31, 3.23 ]


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


713Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Soop 2004 0/9 1/9 0.1 % 0.33 [ 0.02, 7.24 ]


Starke 2011 2/66 5/66 0.2 % 0.40 [ 0.08, 1.99 ]


Stein 2002 2/40 3/40 0.2 % 0.67 [ 0.12, 3.78 ]


Sullivan 2004 4/27 3/30 0.3 % 1.48 [ 0.36, 6.03 ]


Tong 2006a 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Tong 2006b 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 0.6 % 0.47 [ 0.17, 1.28 ]


Wu 2007a 6/215 8/108 0.6 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 0.7 % 0.72 [ 0.28, 1.83 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 2/50 5/50 0.3 % 0.40 [ 0.08, 1.97 ]


Zhong 2014 4/60 12/60 0.6 % 0.33 [ 0.11, 0.98 ]


Zhu 2012a 3/33 6/16 0.4 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 1.0 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 5340 5091 38.1 % 0.89 [ 0.75, 1.06 ]


Total events: 412 (Experimental), 418 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 46.83, df = 38 (P = 0.15); I2 =19%


Test for overall effect: Z = 1.30 (P = 0.20)


Total (95% CI) 11260 10827 100.0 % 0.93 [ 0.86, 1.01 ]


Total events: 996 (Experimental), 1067 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 107.66, df = 114 (P = 0.65); I2 =0.0%


Test for overall effect: Z = 1.79 (P = 0.074)


Test for subgroup differences: Chi2 = 1.56, df = 2 (P = 0.46), I2 =0.0%
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Analysis 3.11. Comparison 3 Serious adverse event end of intervention, Outcome 11 Serious adverse events


- trials where the intervention lasts fewer than three days compared with trials where the intervention lasts


three days or more.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 3 Serious adverse event end of intervention


Outcome: 11 Serious adverse events - trials where the intervention lasts fewer than three days compared with trials where the intervention lasts three days or more


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Three days or more


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.3 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Arias 2008 46/262 31/267 3.6 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.5 % 0.76 [ 0.24, 2.43 ]


Bastow 1983a 5/39 4/35 0.4 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.3 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 0.7 % 0.86 [ 0.33, 2.25 ]


Bellantone 1988 1/54 10/46 0.2 % 0.09 [ 0.01, 0.64 ]


Bokhorst-de 2000 7/15 9/17 1.3 % 0.88 [ 0.44, 1.78 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 4/70 3/75 0.3 % 1.43 [ 0.33, 6.16 ]


Brennan 1994 27/60 13/57 2.1 % 1.97 [ 1.13, 3.43 ]


Bunout 1989 2/17 5/19 0.3 % 0.45 [ 0.10, 2.01 ]


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Casaer 2011 146/2312 141/2328 12.7 % 1.04 [ 0.83, 1.30 ]


Chen 1995a 0/8 1/8 0.1 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.1 % 1.64 [ 0.08, 34.28 ]


Chen 2006 0/21 0/20 Not estimable


Chuntrasakul 1996 1/21 1/17 0.1 % 0.81 [ 0.05, 12.01 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


De Sousa 2012 0/20 2/17 0.1 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 0.3 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 9.3 % 0.97 [ 0.75, 1.26 ]


Dennis 2006 142/429 147/430 18.0 % 0.97 [ 0.80, 1.17 ]


Doglietto 1990 2/13 3/9 0.3 % 0.46 [ 0.10, 2.23 ]


Doglietto 1996 56/338 61/340 5.8 % 0.92 [ 0.66, 1.28 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Duncan 2006 18/150 11/159 1.2 % 1.73 [ 0.85, 3.55 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 4/85 3/86 0.3 % 1.35 [ 0.31, 5.85 ]


Fan 1989 5/64 9/60 0.6 % 0.52 [ 0.19, 1.47 ]


Fan 1994 7/20 6/20 0.8 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 3/20 0.2 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 0.8 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.2 % 1.05 [ 0.16, 7.10 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Heidegger 2013 8/153 12/152 0.8 % 0.66 [ 0.28, 1.57 ]


Hendry 2010 0/30 2/38 0.1 % 0.25 [ 0.01, 5.05 ]


Herndon 1987 8/13 8/15 1.6 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 3.1 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Johansen 2004 24/108 17/104 2.0 % 1.36 [ 0.78, 2.38 ]


Kearns 1992 0/16 2/15 0.1 % 0.19 [ 0.01, 3.63 ]


Keele 1997 2/43 1/43 0.1 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 3.8 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 5/12 1/10 0.2 % 4.17 [ 0.58, 30.06 ]


Lidder 2013a 0/32 0/30 Not estimable


Lidder 2013b 0/27 0/31 Not estimable


Liu 1996b 1/16 2/18 0.1 % 0.56 [ 0.06, 5.63 ]


Lough 1990 4/14 7/15 0.6 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.4 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 27/98 31/97 3.4 % 0.86 [ 0.56, 1.33 ]


Mezey 1991 6/27 5/26 0.6 % 1.16 [ 0.40, 3.33 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.1 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 11/68 14/68 1.2 % 0.79 [ 0.38, 1.61 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Müller 1982a 11/66 9/29 1.1 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 1.6 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 4/20 2/20 0.3 % 2.00 [ 0.41, 9.71 ]


Neelemaat 2012 14/105 11/105 1.2 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]


Nguyen 2012 4/14 4/14 0.5 % 1.00 [ 0.31, 3.23 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]


Potter 2001 21/183 33/193 2.5 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 2/11 5/18 0.3 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.2 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Reilly 1990 0/8 0/10 Not estimable


Reissman 1995 0/80 1/81 0.1 % 0.34 [ 0.01, 8.16 ]


Rimbau 1989 1/10 2/10 0.1 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 0.3 % 2.92 [ 0.71, 12.00 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Schroeder 1991 1/16 1/16 0.1 % 1.00 [ 0.07, 14.64 ]


Simon 1988 3/15 2/17 0.2 % 1.70 [ 0.33, 8.84 ]


Singh 1998 2/21 2/22 0.2 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 0/17 2/17 0.1 % 0.20 [ 0.01, 3.88 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Soop 2004 0/9 1/9 0.1 % 0.33 [ 0.02, 7.24 ]


Starke 2011 2/66 5/66 0.2 % 0.40 [ 0.08, 1.99 ]


Sullivan 1998 2/8 3/10 0.3 % 0.83 [ 0.18, 3.84 ]


Sullivan 2004 4/27 3/30 0.3 % 1.48 [ 0.36, 6.03 ]


Thompson 1981 2/12 1/9 0.1 % 1.50 [ 0.16, 14.08 ]


Tong 2006a 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Tong 2006b 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 4/30 5/35 0.4 % 0.93 [ 0.28, 3.16 ]


Vicic 2013 5/52 10/49 0.6 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 1.1 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.1 % 0.38 [ 0.05, 3.26 ]


Williams 1985 4/21 3/22 0.3 % 1.40 [ 0.35, 5.51 ]


Woolfson 1989 8/62 8/60 0.8 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 6/215 8/108 0.6 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 0.7 % 0.72 [ 0.28, 1.83 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Xu 1998a 2/16 3/16 0.2 % 0.67 [ 0.13, 3.47 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 1/18 5/16 0.2 % 0.18 [ 0.02, 1.37 ]


Zhang 2013 2/50 5/50 0.3 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 0/15 Not estimable


Zheng 2001b 0/40 0/15 Not estimable


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.4 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 1.0 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 10916 10492 97.8 % 0.94 [ 0.86, 1.02 ]


Total events: 979 (Experimental), 1036 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 100.58, df = 105 (P = 0.60); I2 =0.0%


Test for overall effect: Z = 1.58 (P = 0.12)


2 Less than three days


Choudhry 1996 0/21 1/20 0.1 % 0.32 [ 0.01, 7.38 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


Maude 2011 8/27 7/29 0.8 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Sabin 1998 2/40 3/40 0.2 % 0.67 [ 0.12, 3.78 ]


Sonnenfeld 1978 1/11 1/15 0.1 % 1.36 [ 0.10, 19.50 ]


Stein 2002 2/40 3/40 0.2 % 0.67 [ 0.12, 3.78 ]


Zhong 2014 4/60 12/60 0.6 % 0.33 [ 0.11, 0.98 ]


Subtotal (95% CI) 307 295 2.1 % 0.67 [ 0.39, 1.16 ]


Total events: 17 (Experimental), 29 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 5.00, df = 7 (P = 0.66); I2 =0.0%


Test for overall effect: Z = 1.42 (P = 0.16)


3 Unknown


Anbar 2014 0/22 2/28 0.1 % 0.25 [ 0.01, 5.00 ]


Capell 1990 0/15 0/12 Not estimable


Subtotal (95% CI) 37 40 0.1 % 0.25 [ 0.01, 5.00 ]


Total events: 0 (Experimental), 2 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.90 (P = 0.37)
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total (95% CI) 11260 10827 100.0 % 0.93 [ 0.86, 1.01 ]


Total events: 996 (Experimental), 1067 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 107.66, df = 114 (P = 0.65); I2 =0.0%


Test for overall effect: Z = 1.79 (P = 0.074)


Test for subgroup differences: Chi2 = 2.12, df = 2 (P = 0.35), I2 =5%
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Analysis 3.12. Comparison 3 Serious adverse event end of intervention, Outcome 12 Serious adverse events


- ’best-worst case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 3 Serious adverse event end of intervention


Outcome: 12 Serious adverse events - ’best-worst case’ scenario


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.7 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/10 2/10 0.3 % 0.50 [ 0.05, 4.67 ]


Anbar 2014 0/23 2/28 0.2 % 0.24 [ 0.01, 4.80 ]


Arias 2008 46/333 98/334 3.6 % 0.47 [ 0.34, 0.65 ]


Banerjee 1978 4/31 6/32 0.9 % 0.69 [ 0.21, 2.21 ]


Bastow 1983a 5/39 4/35 0.8 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.5 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 1.2 % 0.86 [ 0.33, 2.25 ]


Bellantone 1988 1/54 10/46 0.3 % 0.09 [ 0.01, 0.64 ]


Bokhorst-de 2000 7/15 9/17 1.8 % 0.88 [ 0.44, 1.78 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/30 14/30 0.2 % 0.03 [ 0.00, 0.55 ]


Breedveld-Peters 4/73 7/79 0.9 % 0.62 [ 0.19, 2.03 ]


Brennan 1994 27/60 13/57 2.4 % 1.97 [ 1.13, 3.43 ]


Bunout 1989 2/17 5/19 0.6 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/15 2/15 0.2 % 0.20 [ 0.01, 3.85 ]


Casaer 2011 146/2312 141/2328 4.1 % 1.04 [ 0.83, 1.30 ]


Chen 1995a 0/8 1/8 0.2 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.2 % 1.64 [ 0.08, 34.28 ]


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 0/21 1/20 0.1 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.2 % 0.81 [ 0.05, 12.01 ]


De Sousa 2012 0/20 2/17 0.2 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 0.6 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 3.9 % 0.97 [ 0.75, 1.26 ]


Dennis 2006 142/429 147/430 4.3 % 0.97 [ 0.80, 1.17 ]


Doglietto 1990 2/13 10/16 0.7 % 0.25 [ 0.07, 0.93 ]


Doglietto 1996 56/338 61/340 3.5 % 0.92 [ 0.66, 1.28 ]


Dong 1996 0/256 6/264 0.2 % 0.08 [ 0.00, 1.40 ]


Duncan 2006 18/153 17/165 2.1 % 1.14 [ 0.61, 2.13 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 4/85 3/86 0.6 % 1.35 [ 0.31, 5.85 ]


Fan 1989 5/75 24/75 1.3 % 0.21 [ 0.08, 0.52 ]


Fan 1994 7/20 6/20 1.3 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.2 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.3 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Foschi 1986 1/28 4/32 0.3 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/20 4/22 0.2 % 0.12 [ 0.01, 2.13 ]


Gariballa 1998 2/21 4/21 0.5 % 0.50 [ 0.10, 2.44 ]


Gariballa 2006 12/223 7/222 1.3 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.4 % 1.05 [ 0.16, 7.10 ]


Hartgrink 1998 7/70 17/70 1.5 % 0.41 [ 0.18, 0.93 ]


Heidegger 2013 8/153 12/152 1.4 % 0.66 [ 0.28, 1.57 ]


Hendry 2010 0/38 2/38 0.2 % 0.20 [ 0.01, 4.03 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 2.1 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 2.9 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/51 13/51 0.2 % 0.04 [ 0.00, 0.61 ]


Holyday 2012 4/71 1/72 0.3 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jimenez 1995a 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.3 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Johansen 2004 24/108 17/104 2.4 % 1.36 [ 0.78, 2.38 ]


Kearns 1992 0/16 2/15 0.2 % 0.19 [ 0.01, 3.63 ]


Keele 1997 2/47 11/53 0.6 % 0.21 [ 0.05, 0.88 ]


Larsson 1990a 29/250 68/251 3.2 % 0.43 [ 0.29, 0.64 ]


Ledinghen 1997 5/12 1/10 0.3 % 4.17 [ 0.58, 30.06 ]


Lidder 2013a 0/32 0/30 Not estimable


Lidder 2013b 0/27 0/31 Not estimable


Liu 1996b 1/16 2/18 0.3 % 0.56 [ 0.06, 5.63 ]


Ljunggren 2012 0/20 0/20 Not estimable


Lough 1990 4/14 7/15 1.1 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.8 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.3 % 1.85 [ 0.18, 19.19 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Malhotra 2004 27/100 34/100 3.0 % 0.79 [ 0.52, 1.21 ]


Maude 2011 8/27 7/29 1.4 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 6/28 5/26 1.0 % 1.11 [ 0.39, 3.22 ]


Miller 2006a 2/25 2/26 0.4 % 1.04 [ 0.16, 6.83 ]


Miller 2006b 1/24 0/25 0.1 % 3.12 [ 0.13, 73.04 ]


Moreno 2016 11/68 14/68 1.8 % 0.79 [ 0.38, 1.61 ]


Munk 2014 1/44 3/40 0.3 % 0.30 [ 0.03, 2.80 ]


Müller 1982a 11/80 20/40 2.1 % 0.28 [ 0.15, 0.52 ]


Müller 1982b 17/55 20/40 2.6 % 0.62 [ 0.37, 1.02 ]


Naveau 1986 4/20 2/20 0.5 % 2.00 [ 0.41, 9.71 ]


Neelemaat 2012 14/105 11/105 1.7 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]


Nguyen 2012 4/14 4/14 0.9 % 1.00 [ 0.31, 3.23 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]


Potter 2001 21/186 35/195 2.6 % 0.63 [ 0.38, 1.04 ]


Pupelis 2000 1/30 7/30 0.3 % 0.14 [ 0.02, 1.09 ]


Pupelis 2001 2/11 5/18 0.6 % 0.65 [ 0.15, 2.81 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Reissman 1995 0/80 1/81 0.1 % 0.34 [ 0.01, 8.16 ]


Rimbau 1989 1/10 2/10 0.3 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.2 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 2/40 3/40 0.4 % 0.67 [ 0.12, 3.78 ]


Sacks 1995 2/8 1/9 0.3 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/20 2/15 0.6 % 2.63 [ 0.63, 10.88 ]


Saudny-Unterberger 1997 1/17 1/16 0.2 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.2 % 0.90 [ 0.06, 13.62 ]


Schroeder 1991 1/16 1/16 0.2 % 1.00 [ 0.07, 14.64 ]


Simon 1988 3/16 3/18 0.6 % 1.13 [ 0.26, 4.80 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Singh 1998 2/21 2/22 0.4 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.3 % 4.00 [ 0.48, 33.33 ]


Smith 1988 0/17 2/17 0.2 % 0.20 [ 0.01, 3.88 ]


Song 1993 0/12 2/13 0.2 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 1/11 1/15 0.2 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/10 2/10 0.2 % 0.20 [ 0.01, 3.70 ]


Starke 2011 2/67 6/67 0.5 % 0.33 [ 0.07, 1.59 ]


Stein 2002 2/40 3/40 0.4 % 0.67 [ 0.12, 3.78 ]


Sullivan 1998 2/8 3/10 0.6 % 0.83 [ 0.18, 3.84 ]


Sullivan 2004 4/27 3/30 0.6 % 1.48 [ 0.36, 6.03 ]


Thompson 1981 2/12 1/9 0.3 % 1.50 [ 0.16, 14.08 ]


Tong 2006a 0/45 2/18 0.2 % 0.08 [ 0.00, 1.64 ]


Tong 2006b 0/45 2/18 0.2 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 4/30 5/35 0.8 % 0.93 [ 0.28, 3.16 ]


Vicic 2013 5/52 10/49 1.1 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 1.7 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.3 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.3 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/15 4/16 0.3 % 0.27 [ 0.03, 2.12 ]


Williams 1985 4/21 3/22 0.7 % 1.40 [ 0.35, 5.51 ]


Woolfson 1989 8/62 8/60 1.3 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 6/215 8/108 1.1 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 1.2 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.5 % 0.67 [ 0.13, 3.47 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 1/18 5/16 0.3 % 0.18 [ 0.02, 1.37 ]


Zhang 2013 2/50 5/50 0.5 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 0/15 Not estimable


Zheng 2001b 0/40 0/15 Not estimable


Zhong 2014 4/60 12/60 1.0 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zhu 2012a 3/33 6/16 0.8 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 1.5 % 0.57 [ 0.25, 1.29 ]


Total (95% CI) 11531 11026 100.0 % 0.74 [ 0.65, 0.83 ]


Total events: 996 (Experimental), 1266 (Control)


Heterogeneity: Tau2 = 0.08; Chi2 = 163.47, df = 115 (P = 0.002); I2 =30%


Test for overall effect: Z = 4.94 (P < 0.00001)


Test for subgroup differences: Not applicable
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Analysis 3.13. Comparison 3 Serious adverse event end of intervention, Outcome 13 Serious adverse events


- ’worst-best case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 3 Serious adverse event end of intervention


Outcome: 13 Serious adverse events - ’worst-best case’ scenario


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.8 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 2/10 2/10 0.5 % 1.00 [ 0.17, 5.77 ]


Anbar 2014 1/23 2/28 0.3 % 0.61 [ 0.06, 6.30 ]


Arias 2008 117/333 31/334 2.8 % 3.79 [ 2.63, 5.46 ]


Banerjee 1978 7/31 6/32 1.2 % 1.20 [ 0.46, 3.18 ]


Bastow 1983a 5/39 4/35 0.9 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.6 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 1.2 % 0.86 [ 0.33, 2.25 ]


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


725Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Bellantone 1988 1/54 10/46 0.4 % 0.09 [ 0.01, 0.64 ]


Bokhorst-de 2000 7/15 9/17 1.8 % 0.88 [ 0.44, 1.78 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 18/30 0/30 0.2 % 37.00 [ 2.33, 587.26 ]


Breedveld-Peters 7/73 3/79 0.8 % 2.53 [ 0.68, 9.40 ]


Brennan 1994 27/60 13/57 2.2 % 1.97 [ 1.13, 3.43 ]


Bunout 1989 2/17 5/19 0.7 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 1/15 1/15 0.2 % 1.00 [ 0.07, 14.55 ]


Casaer 2011 146/2312 141/2328 3.2 % 1.04 [ 0.83, 1.30 ]


Chen 1995a 0/8 1/8 0.2 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.2 % 1.64 [ 0.08, 34.28 ]


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.2 % 0.81 [ 0.05, 12.01 ]


De Sousa 2012 0/20 2/17 0.2 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 0.7 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 3.1 % 0.97 [ 0.75, 1.26 ]


Dennis 2006 142/429 147/430 3.3 % 0.97 [ 0.80, 1.17 ]


Doglietto 1990 2/13 10/16 0.8 % 0.25 [ 0.07, 0.93 ]


Doglietto 1996 56/338 61/340 2.9 % 0.92 [ 0.66, 1.28 ]


Dong 1996 0/256 6/264 0.2 % 0.08 [ 0.00, 1.40 ]


Duncan 2006 21/153 11/165 1.8 % 2.06 [ 1.03, 4.13 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 4/85 3/86 0.7 % 1.35 [ 0.31, 5.85 ]


Fan 1989 16/75 9/75 1.7 % 1.78 [ 0.84, 3.77 ]


Fan 1994 7/20 6/20 1.4 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.2 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.3 % 1.41 [ 0.13, 14.88 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.4 % 0.29 [ 0.03, 2.41 ]


F rli 2001 2/20 1/22 0.3 % 2.20 [ 0.22, 22.45 ]


Gariballa 1998 3/21 3/21 0.7 % 1.00 [ 0.23, 4.40 ]


Gariballa 2006 12/223 7/222 1.3 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.4 % 1.05 [ 0.16, 7.10 ]


Hartgrink 1998 22/70 0/70 0.2 % 45.00 [ 2.78, 727.58 ]


Heidegger 2013 8/153 12/152 1.4 % 0.66 [ 0.28, 1.57 ]


Hendry 2010 8/38 2/38 0.7 % 4.00 [ 0.91, 17.62 ]


Henriksen 2003a 0/16 1/8 0.2 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 2.0 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 2.5 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 35/51 5/51 1.5 % 7.00 [ 2.98, 16.42 ]


Holyday 2012 4/71 1/72 0.3 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jimenez 1995a 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.3 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Johansen 2004 24/108 17/104 2.2 % 1.36 [ 0.78, 2.38 ]


Kearns 1992 0/16 2/15 0.2 % 0.19 [ 0.01, 3.63 ]


Keele 1997 6/47 1/53 0.4 % 6.77 [ 0.85, 54.17 ]


Larsson 1990a 82/250 55/251 3.0 % 1.50 [ 1.12, 2.01 ]


Ledinghen 1997 5/12 1/10 0.4 % 4.17 [ 0.58, 30.06 ]


Lidder 2013a 0/32 0/30 Not estimable


Lidder 2013b 0/27 0/31 Not estimable


Liu 1996b 1/16 2/18 0.3 % 0.56 [ 0.06, 5.63 ]


Ljunggren 2012 1/20 0/20 0.2 % 3.00 [ 0.13, 69.52 ]


Lough 1990 4/14 7/15 1.2 % 0.61 [ 0.23, 1.65 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Luo 2012 3/30 7/30 0.9 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.3 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 29/100 31/100 2.6 % 0.94 [ 0.61, 1.43 ]


Maude 2011 8/27 7/29 1.4 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 7/28 5/26 1.2 % 1.30 [ 0.47, 3.59 ]


Miller 2006a 3/25 1/26 0.3 % 3.12 [ 0.35, 28.03 ]


Miller 2006b 2/24 0/25 0.2 % 5.20 [ 0.26, 103.03 ]


Moreno 2016 11/68 14/68 1.8 % 0.79 [ 0.38, 1.61 ]


Munk 2014 3/44 1/40 0.3 % 2.73 [ 0.30, 25.17 ]


Müller 1982a 25/80 9/40 1.9 % 1.39 [ 0.72, 2.69 ]


Müller 1982b 26/55 10/40 2.0 % 1.89 [ 1.03, 3.46 ]


Naveau 1986 4/20 2/20 0.6 % 2.00 [ 0.41, 9.71 ]


Neelemaat 2012 14/105 11/105 1.7 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 1/10 0.2 % 0.37 [ 0.02, 8.01 ]


Nguyen 2012 4/14 4/14 1.0 % 1.00 [ 0.31, 3.23 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 1/20 0.2 % 0.33 [ 0.01, 7.72 ]


Potter 2001 24/186 33/195 2.4 % 0.76 [ 0.47, 1.24 ]


Pupelis 2000 1/30 7/30 0.4 % 0.14 [ 0.02, 1.09 ]


Pupelis 2001 2/11 5/18 0.7 % 0.65 [ 0.15, 2.81 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Reissman 1995 0/80 1/81 0.2 % 0.34 [ 0.01, 8.16 ]


Rimbau 1989 1/10 2/10 0.3 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.2 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 2/40 3/40 0.5 % 0.67 [ 0.12, 3.78 ]


Sacks 1995 2/8 1/9 0.3 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 9/20 2/15 0.8 % 3.38 [ 0.85, 13.39 ]


Saudny-Unterberger 1997 1/17 1/16 0.2 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.2 % 0.90 [ 0.06, 13.62 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Schroeder 1991 1/16 1/16 0.2 % 1.00 [ 0.07, 14.64 ]


Simon 1988 4/16 2/18 0.6 % 2.25 [ 0.47, 10.69 ]


Singh 1998 2/21 2/22 0.5 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.4 % 4.00 [ 0.48, 33.33 ]


Smith 1988 0/17 2/17 0.2 % 0.20 [ 0.01, 3.88 ]


Song 1993 0/12 2/13 0.2 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 1/11 1/15 0.2 % 1.36 [ 0.10, 19.50 ]


Soop 2004 1/10 1/10 0.2 % 1.00 [ 0.07, 13.87 ]


Starke 2011 3/67 5/67 0.7 % 0.60 [ 0.15, 2.41 ]


Stein 2002 2/40 3/40 0.5 % 0.67 [ 0.12, 3.78 ]


Sullivan 1998 2/8 3/10 0.6 % 0.83 [ 0.18, 3.84 ]


Sullivan 2004 4/27 3/30 0.7 % 1.48 [ 0.36, 6.03 ]


Thompson 1981 2/12 1/9 0.3 % 1.50 [ 0.16, 14.08 ]


Tong 2006a 0/45 2/18 0.2 % 0.08 [ 0.00, 1.64 ]


Tong 2006b 0/45 2/18 0.2 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 4/30 5/35 0.9 % 0.93 [ 0.28, 3.16 ]


Vicic 2013 5/52 10/49 1.2 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 1.7 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.3 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.4 % 2.00 [ 0.24, 16.97 ]


Watters 1997 3/15 3/16 0.7 % 1.07 [ 0.25, 4.49 ]


Williams 1985 4/21 3/22 0.8 % 1.40 [ 0.35, 5.51 ]


Woolfson 1989 8/62 8/60 1.3 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 6/215 8/108 1.1 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 1.3 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.6 % 0.67 [ 0.13, 3.47 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 1/18 5/16 0.4 % 0.18 [ 0.02, 1.37 ]


Zhang 2013 2/50 5/50 0.6 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 0/15 Not estimable


Zheng 2001b 0/40 0/15 Not estimable
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zhong 2014 4/60 12/60 1.1 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.9 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 1.5 % 0.57 [ 0.25, 1.29 ]


Total (95% CI) 11531 11026 100.0 % 1.06 [ 0.92, 1.21 ]


Total events: 1267 (Experimental), 1074 (Control)


Heterogeneity: Tau2 = 0.14; Chi2 = 199.02, df = 116 (P<0.00001); I2 =42%


Test for overall effect: Z = 0.79 (P = 0.43)


Test for subgroup differences: Not applicable
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Analysis 3.14. Comparison 3 Serious adverse event end of intervention, Outcome 14 Serious adverse events


co-interventions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 3 Serious adverse event end of intervention


Outcome: 14 Serious adverse events co-interventions


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


1 received nutrition support as co-intervention


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Banerjee 1978 4/28 6/32 0.5 % 0.76 [ 0.24, 2.43 ]


Bokhorst-de 2000 7/15 9/17 0.8 % 0.88 [ 0.44, 1.78 ]


Casaer 2011 146/2312 141/2328 12.9 % 1.04 [ 0.83, 1.30 ]


Heidegger 2013 8/153 12/152 1.1 % 0.66 [ 0.28, 1.57 ]


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Luo 2012 3/30 7/30 0.6 % 0.43 [ 0.12, 1.50 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Mezey 1991 6/27 5/26 0.5 % 1.16 [ 0.40, 3.33 ]


Simon 1988 3/15 2/17 0.2 % 1.70 [ 0.33, 8.84 ]


Zhu 2012a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 0.9 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 2667 2670 17.9 % 0.95 [ 0.79, 1.15 ]


Total events: 186 (Experimental), 193 (Control)


Heterogeneity: Chi2 = 6.32, df = 9 (P = 0.71); I2 =0.0%


Test for overall effect: Z = 0.49 (P = 0.62)


2 did not receive nutrition support as co-intervention


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.3 % 1.60 [ 0.40, 6.32 ]


Anbar 2014 0/22 2/28 0.2 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 2.8 % 1.51 [ 0.99, 2.31 ]


Bastow 1983a 5/39 4/35 0.4 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.5 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 0.6 % 0.86 [ 0.33, 2.25 ]


Bellantone 1988 1/54 10/46 1.0 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 4/70 3/75 0.3 % 1.43 [ 0.33, 6.16 ]


Brennan 1994 27/60 13/57 1.2 % 1.97 [ 1.13, 3.43 ]


Bunout 1989 2/17 5/19 0.4 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.1 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.1 % 1.64 [ 0.08, 34.28 ]


Chen 2006 0/21 0/20 Not estimable


Chuntrasakul 1996 1/21 1/17 0.1 % 0.81 [ 0.05, 12.01 ]


De Sousa 2012 0/20 2/17 0.2 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 0.3 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 10.0 % 0.97 [ 0.75, 1.26 ]


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


731Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Dennis 2006 142/429 147/430 13.5 % 0.97 [ 0.80, 1.17 ]


Doglietto 1990 2/13 3/9 0.3 % 0.46 [ 0.10, 2.23 ]


Doglietto 1996 56/338 61/340 5.6 % 0.92 [ 0.66, 1.28 ]


Dong 1996 0/256 6/264 0.6 % 0.08 [ 0.00, 1.40 ]


Duncan 2006 18/150 11/159 1.0 % 1.73 [ 0.85, 3.55 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 4/85 3/86 0.3 % 1.35 [ 0.31, 5.85 ]


Fan 1989 5/64 9/60 0.9 % 0.52 [ 0.19, 1.47 ]


Fan 1994 7/20 6/20 0.6 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.3 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 3/20 0.3 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 0.6 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.2 % 1.05 [ 0.16, 7.10 ]


Hartgrink 1998 7/55 0/53 0.0 % 14.46 [ 0.85, 247.12 ]


Hendry 2010 0/30 2/38 0.2 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.2 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 0.7 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 3.2 % 0.91 [ 0.58, 1.44 ]


Hoffmann 1988 0/16 5/43 0.3 % 0.24 [ 0.01, 4.03 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Johansen 2004 24/108 17/104 1.6 % 1.36 [ 0.78, 2.38 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Kearns 1992 0/16 2/15 0.2 % 0.19 [ 0.01, 3.63 ]


Keele 1997 2/43 1/43 0.1 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 4.6 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 5/12 1/10 0.1 % 4.17 [ 0.58, 30.06 ]


Lidder 2013a 0/32 0/30 Not estimable


Lidder 2013b 0/27 0/31 Not estimable


Liu 1996b 1/16 2/18 0.2 % 0.56 [ 0.06, 5.63 ]


Ljunggren 2012 0/19 0/20 Not estimable


Lough 1990 4/14 7/15 0.6 % 0.61 [ 0.23, 1.65 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 27/98 31/97 2.9 % 0.86 [ 0.56, 1.33 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 11/68 14/68 1.3 % 0.79 [ 0.38, 1.61 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Müller 1982a 11/66 9/29 1.2 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 1.1 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 4/20 2/20 0.2 % 2.00 [ 0.41, 9.71 ]


Neelemaat 2012 14/105 11/105 1.0 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]


Potter 2001 21/183 33/193 3.0 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 2/11 5/18 0.3 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.6 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Reissman 1995 0/80 1/81 0.1 % 0.34 [ 0.01, 8.16 ]


Rimbau 1989 1/10 2/10 0.2 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Samuels 1981 7/18 2/15 0.2 % 2.92 [ 0.71, 12.00 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Schroeder 1991 1/16 1/16 0.1 % 1.00 [ 0.07, 14.64 ]


Singh 1998 2/21 2/22 0.2 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 0/17 2/17 0.2 % 0.20 [ 0.01, 3.88 ]


Song 1993 0/12 2/13 0.2 % 0.22 [ 0.01, 4.08 ]


Soop 2004 0/9 1/9 0.1 % 0.33 [ 0.02, 7.24 ]


Starke 2011 2/66 5/66 0.5 % 0.40 [ 0.08, 1.99 ]


Sullivan 1998 2/8 3/10 0.2 % 0.83 [ 0.18, 3.84 ]


Sullivan 2004 4/27 3/30 0.3 % 1.48 [ 0.36, 6.03 ]


Thompson 1981 2/12 1/9 0.1 % 1.50 [ 0.16, 14.08 ]


Tong 2006a 0/45 2/18 0.3 % 0.08 [ 0.00, 1.64 ]


Tong 2006b 0/45 2/18 0.3 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 4/30 5/35 0.4 % 0.93 [ 0.28, 3.16 ]


Vicic 2013 5/52 10/49 0.9 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 1.3 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.3 % 0.38 [ 0.05, 3.26 ]


Williams 1985 4/21 3/22 0.3 % 1.40 [ 0.35, 5.51 ]


Woolfson 1989 8/62 8/60 0.7 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 6/215 8/108 1.0 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 0.9 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.3 % 0.67 [ 0.13, 3.47 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 1/18 5/16 0.5 % 0.18 [ 0.02, 1.37 ]


Zhang 2013 2/50 5/50 0.5 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 0/15 Not estimable


Zheng 2001b 0/40 0/15 Not estimable
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Zhong 2014 4/60 12/60 1.1 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 3/33 6/16 0.7 % 0.24 [ 0.07, 0.85 ]


Subtotal (95% CI) 8383 7944 80.2 % 0.90 [ 0.83, 0.99 ]


Total events: 793 (Experimental), 854 (Control)


Heterogeneity: Chi2 = 99.73, df = 97 (P = 0.40); I2 =3%


Test for overall effect: Z = 2.27 (P = 0.023)


3 delayed versus early nutrition support


Choudhry 1996 0/21 1/20 0.1 % 0.32 [ 0.01, 7.38 ]


Maude 2011 8/27 7/29 0.6 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Nguyen 2012 4/14 4/14 0.4 % 1.00 [ 0.31, 3.23 ]


Sabin 1998 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Sonnenfeld 1978 1/11 1/15 0.1 % 1.36 [ 0.10, 19.50 ]


Stein 2002 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Subtotal (95% CI) 210 213 1.9 % 0.89 [ 0.51, 1.57 ]


Total events: 17 (Experimental), 20 (Control)


Heterogeneity: Chi2 = 1.68, df = 6 (P = 0.95); I2 =0.0%


Test for overall effect: Z = 0.40 (P = 0.69)


Total (95% CI) 11260 10827 100.0 % 0.91 [ 0.84, 0.99 ]


Total events: 996 (Experimental), 1067 (Control)


Heterogeneity: Chi2 = 107.66, df = 114 (P = 0.65); I2 =0.0%


Test for overall effect: Z = 2.28 (P = 0.022)


Test for subgroup differences: Chi2 = 0.26, df = 2 (P = 0.88), I2 =0.0%
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Analysis 4.1. Comparison 4 Serious adverse event maximum follow-up, Outcome 1 Serious adverse events -


overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 4 Serious adverse event maximum follow-up


Outcome: 1 Serious adverse events - overall


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.2 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Anbar 2014 0/22 2/28 0.0 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 2.1 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.3 % 0.76 [ 0.24, 2.43 ]


Barlow 2011 3/64 7/57 0.2 % 0.38 [ 0.10, 1.41 ]


Bastow 1983a 5/39 4/35 0.3 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.2 % 0.37 [ 0.08, 1.71 ]


Bauer 2000 24/60 24/60 2.0 % 1.00 [ 0.65, 1.55 ]


Beier-Holgersen 1999 6/30 7/30 0.4 % 0.86 [ 0.33, 2.25 ]


Bellantone 1988 1/54 10/46 0.1 % 0.09 [ 0.01, 0.64 ]


Bokhorst-de 2000 7/15 9/17 0.8 % 0.88 [ 0.44, 1.78 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 6/68 5/73 0.3 % 1.29 [ 0.41, 4.03 ]


Brennan 1994 27/60 13/57 1.3 % 1.97 [ 1.13, 3.43 ]


Bunout 1989 2/17 5/19 0.2 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.0 % 0.33 [ 0.01, 7.55 ]


Casaer 2011 255/2312 257/2328 10.1 % 1.00 [ 0.85, 1.18 ]


Chen 1995a 0/21 0/20 Not estimable


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.0 % 1.64 [ 0.08, 34.28 ]


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


736Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Chen 2006 0/8 1/8 0.0 % 0.33 [ 0.02, 7.14 ]


Choudhry 1996 3/21 4/20 0.2 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 13/34 12/25 1.1 % 0.80 [ 0.44, 1.44 ]


Chuntrasakul 1996 1/21 3/17 0.1 % 0.27 [ 0.03, 2.37 ]


De Sousa 2012 0/20 2/17 0.0 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 0.5 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 182/429 207/429 11.6 % 0.88 [ 0.76, 1.02 ]


Dennis 2006 241/2012 253/2000 10.0 % 0.95 [ 0.80, 1.12 ]


Doglietto 1990 2/13 3/9 0.2 % 0.46 [ 0.10, 2.23 ]


Doglietto 1996 56/338 61/340 3.3 % 0.92 [ 0.66, 1.28 ]


Dong 1996 0/256 6/264 0.0 % 0.08 [ 0.00, 1.40 ]


Duncan 2006 24/150 38/159 1.8 % 0.67 [ 0.42, 1.06 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 17/80 10/81 0.8 % 1.72 [ 0.84, 3.53 ]


Eyer 1993 2/19 2/19 0.1 % 1.00 [ 0.16, 6.38 ]


Fan 1989 5/64 9/60 0.4 % 0.52 [ 0.19, 1.47 ]


Fan 1994 7/20 6/20 0.5 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.0 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 7/20 0.2 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 1.3 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.1 % 1.05 [ 0.16, 7.10 ]


Ha 2010 12/58 10/66 0.7 % 1.37 [ 0.64, 2.92 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Heidegger 2013 20/153 28/152 1.4 % 0.71 [ 0.42, 1.20 ]


Hendry 2010 0/30 2/38 0.0 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.0 % 0.18 [ 0.01, 3.91 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 1.0 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 1.8 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.0 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Holter 1977 4/30 5/26 0.3 % 0.69 [ 0.21, 2.31 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jauch 1995a 2/17 2/5 0.1 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.1 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.0 % 0.33 [ 0.01, 7.78 ]


Johansen 2004 24/108 17/104 1.2 % 1.36 [ 0.78, 2.38 ]


Kaur 2005 6/50 12/50 0.5 % 0.50 [ 0.20, 1.23 ]


Kearns 1992 5/16 4/15 0.3 % 1.17 [ 0.39, 3.56 ]


Keele 1997 2/43 1/43 0.1 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 2.3 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 5/12 2/10 0.2 % 2.08 [ 0.51, 8.52 ]


Lidder 2013a 2/32 6/30 0.2 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 0.2 % 0.29 [ 0.07, 1.24 ]


Liu 1996b 1/16 2/18 0.1 % 0.56 [ 0.06, 5.63 ]


Ljunggren 2012 0/19 0/20 Not estimable


Lough 1990 4/14 7/15 0.4 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.3 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 27/98 31/97 2.0 % 0.86 [ 0.56, 1.33 ]


Maude 2011 8/27 7/29 0.5 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.0 % 0.32 [ 0.01, 7.74 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Mezey 1991 14/23 16/25 2.0 % 0.95 [ 0.61, 1.48 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 30/68 35/68 2.9 % 0.86 [ 0.60, 1.22 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Müller 1982a 11/66 9/29 0.7 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 1.0 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 10/20 9/20 0.9 % 1.11 [ 0.58, 2.14 ]


Neelemaat 2012 14/105 11/105 0.7 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 1/10 0.0 % 0.37 [ 0.02, 8.01 ]


Nguyen 2012 4/14 4/14 0.3 % 1.00 [ 0.31, 3.23 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 1/20 0.0 % 0.33 [ 0.01, 7.72 ]


Peck 2004 4/14 5/13 0.3 % 0.74 [ 0.25, 2.18 ]


Popp 1981 7/21 6/21 0.5 % 1.17 [ 0.47, 2.89 ]


Potter 2001 21/183 33/193 1.5 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 2/11 5/18 0.2 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.1 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 2/10 0.0 % 0.24 [ 0.01, 4.47 ]


Reissman 1995 0/80 1/81 0.0 % 0.34 [ 0.01, 8.16 ]


Rimbau 1989 1/10 2/10 0.1 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 12/40 10/40 0.8 % 1.20 [ 0.59, 2.45 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 0.2 % 2.92 [ 0.71, 12.00 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Schroeder 1991 1/16 1/16 0.1 % 1.00 [ 0.07, 14.64 ]


Simon 1988 4/15 3/17 0.2 % 1.51 [ 0.40, 5.69 ]


Singh 1998 4/21 4/22 0.3 % 1.05 [ 0.30, 3.66 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 3/17 6/17 0.3 % 0.50 [ 0.15, 1.68 ]


Song 1993 0/12 2/13 0.0 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 1/11 1/15 0.1 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 1/9 0.0 % 0.33 [ 0.02, 7.24 ]


Starke 2011 9/66 6/66 0.4 % 1.50 [ 0.57, 3.98 ]


Stein 2002 12/40 10/40 0.8 % 1.20 [ 0.59, 2.45 ]


Sullivan 1998 2/8 5/10 0.2 % 0.50 [ 0.13, 1.93 ]


Sullivan 2004 4/27 6/30 0.3 % 0.74 [ 0.23, 2.35 ]


Thompson 1981 2/12 1/9 0.1 % 1.50 [ 0.16, 14.08 ]


Tong 2006a 0/45 2/18 0.0 % 0.08 [ 0.00, 1.64 ]


Tong 2006b 0/45 2/18 0.0 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 27/30 31/35 9.7 % 1.02 [ 0.86, 1.20 ]


Vicic 2013 5/52 10/49 0.4 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 0.7 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.1 % 0.38 [ 0.05, 3.26 ]


Williams 1985 9/21 7/22 0.6 % 1.35 [ 0.61, 2.96 ]


Williford 1991 54/192 57/203 3.6 % 1.00 [ 0.73, 1.37 ]


Woolfson 1989 8/62 8/60 0.5 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 6/215 8/108 0.4 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 0.5 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.1 % 0.67 [ 0.13, 3.47 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 1/18 5/16 0.1 % 0.18 [ 0.02, 1.37 ]


Zhang 2013 2/50 5/50 0.2 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 1/15 0.0 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable


Zheng 2015 5/75 13/71 0.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 0.3 % 0.33 [ 0.11, 0.98 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.3 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 0.6 % 0.57 [ 0.25, 1.29 ]


Total (95% CI) 11940 11473 100.0 % 0.91 [ 0.85, 0.97 ]


Total events: 1580 (Experimental), 1741 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 135.82, df = 132 (P = 0.39); I2 =3%


Test for overall effect: Z = 2.87 (P = 0.0041)


Test for subgroup differences: Not applicable
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Analysis 4.2. Comparison 4 Serious adverse event maximum follow-up, Outcome 2 Serious adverse events -


bias.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 4 Serious adverse event maximum follow-up


Outcome: 2 Serious adverse events - bias


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 High risk of bias


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.2 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Anbar 2014 0/22 2/28 0.0 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 2.1 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.3 % 0.76 [ 0.24, 2.43 ]


Barlow 2011 3/64 7/57 0.2 % 0.38 [ 0.10, 1.41 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Bastow 1983a 5/39 4/35 0.3 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.2 % 0.37 [ 0.08, 1.71 ]


Bauer 2000 24/60 24/60 2.0 % 1.00 [ 0.65, 1.55 ]


Beier-Holgersen 1999 6/30 7/30 0.4 % 0.86 [ 0.33, 2.25 ]


Bellantone 1988 1/54 10/46 0.1 % 0.09 [ 0.01, 0.64 ]


Bokhorst-de 2000 7/15 9/17 0.8 % 0.88 [ 0.44, 1.78 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 6/68 5/73 0.3 % 1.29 [ 0.41, 4.03 ]


Brennan 1994 27/60 13/57 1.3 % 1.97 [ 1.13, 3.43 ]


Bunout 1989 2/17 5/19 0.2 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.0 % 0.33 [ 0.01, 7.55 ]


Casaer 2011 255/2312 257/2328 10.1 % 1.00 [ 0.85, 1.18 ]


Chen 1995a 0/21 0/20 Not estimable


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.0 % 1.64 [ 0.08, 34.28 ]


Chen 2006 0/8 1/8 0.0 % 0.33 [ 0.02, 7.14 ]


Choudhry 1996 3/21 4/20 0.2 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 13/34 12/25 1.1 % 0.80 [ 0.44, 1.44 ]


Chuntrasakul 1996 1/21 3/17 0.1 % 0.27 [ 0.03, 2.37 ]


De Sousa 2012 0/20 2/17 0.0 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 0.5 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 182/429 207/429 11.6 % 0.88 [ 0.76, 1.02 ]


Dennis 2006 241/2012 253/2000 10.0 % 0.95 [ 0.80, 1.12 ]


Doglietto 1990 2/13 3/9 0.2 % 0.46 [ 0.10, 2.23 ]


Doglietto 1996 56/338 61/340 3.3 % 0.92 [ 0.66, 1.28 ]


Dong 1996 0/256 6/264 0.0 % 0.08 [ 0.00, 1.40 ]


Duncan 2006 24/150 38/159 1.8 % 0.67 [ 0.42, 1.06 ]


Eneroth 2005 0/40 0/40 Not estimable
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Espaulella 2000 17/80 10/81 0.8 % 1.72 [ 0.84, 3.53 ]


Eyer 1993 2/19 2/19 0.1 % 1.00 [ 0.16, 6.38 ]


Fan 1989 5/64 9/60 0.4 % 0.52 [ 0.19, 1.47 ]


Fan 1994 7/20 6/20 0.5 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.0 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 7/20 0.2 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 1.3 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.1 % 1.05 [ 0.16, 7.10 ]


Ha 2010 12/58 10/66 0.7 % 1.37 [ 0.64, 2.92 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Heidegger 2013 20/153 28/152 1.4 % 0.71 [ 0.42, 1.20 ]


Hendry 2010 0/30 2/38 0.0 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.0 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 1.0 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 1.8 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.0 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Holter 1977 4/30 5/26 0.3 % 0.69 [ 0.21, 2.31 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jauch 1995a 2/17 2/5 0.1 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.1 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.0 % 0.33 [ 0.01, 7.78 ]


Johansen 2004 24/108 17/104 1.2 % 1.36 [ 0.78, 2.38 ]


Kaur 2005 6/50 12/50 0.5 % 0.50 [ 0.20, 1.23 ]


Kearns 1992 5/16 4/15 0.3 % 1.17 [ 0.39, 3.56 ]


Keele 1997 2/43 1/43 0.1 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 2.3 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 5/12 2/10 0.2 % 2.08 [ 0.51, 8.52 ]


Lidder 2013a 2/32 6/30 0.2 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 0.2 % 0.29 [ 0.07, 1.24 ]


Liu 1996b 1/16 2/18 0.1 % 0.56 [ 0.06, 5.63 ]


Ljunggren 2012 0/19 0/20 Not estimable


Lough 1990 4/14 7/15 0.4 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.3 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 27/98 31/97 2.0 % 0.86 [ 0.56, 1.33 ]


Maude 2011 8/27 7/29 0.5 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.0 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 14/23 16/25 2.0 % 0.95 [ 0.61, 1.48 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 30/68 35/68 2.9 % 0.86 [ 0.60, 1.22 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Müller 1982a 11/66 9/29 0.7 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 1.0 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 10/20 9/20 0.9 % 1.11 [ 0.58, 2.14 ]


Neelemaat 2012 14/105 11/105 0.7 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 1/10 0.0 % 0.37 [ 0.02, 8.01 ]


Nguyen 2012 4/14 4/14 0.3 % 1.00 [ 0.31, 3.23 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 1/20 0.0 % 0.33 [ 0.01, 7.72 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Peck 2004 4/14 5/13 0.3 % 0.74 [ 0.25, 2.18 ]


Popp 1981 7/21 6/21 0.5 % 1.17 [ 0.47, 2.89 ]


Potter 2001 21/183 33/193 1.5 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 2/11 5/18 0.2 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.1 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 2/10 0.0 % 0.24 [ 0.01, 4.47 ]


Reissman 1995 0/80 1/81 0.0 % 0.34 [ 0.01, 8.16 ]


Rimbau 1989 1/10 2/10 0.1 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 12/40 10/40 0.8 % 1.20 [ 0.59, 2.45 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 0.2 % 2.92 [ 0.71, 12.00 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Schroeder 1991 1/16 1/16 0.1 % 1.00 [ 0.07, 14.64 ]


Simon 1988 4/15 3/17 0.2 % 1.51 [ 0.40, 5.69 ]


Singh 1998 4/21 4/22 0.3 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 3/17 6/17 0.3 % 0.50 [ 0.15, 1.68 ]


Song 1993 0/12 2/13 0.0 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 1/11 1/15 0.1 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 1/9 0.0 % 0.33 [ 0.02, 7.24 ]


Starke 2011 9/66 6/66 0.4 % 1.50 [ 0.57, 3.98 ]


Stein 2002 12/40 10/40 0.8 % 1.20 [ 0.59, 2.45 ]


Sullivan 1998 2/8 5/10 0.2 % 0.50 [ 0.13, 1.93 ]


Sullivan 2004 4/27 6/30 0.3 % 0.74 [ 0.23, 2.35 ]


Thompson 1981 2/12 1/9 0.1 % 1.50 [ 0.16, 14.08 ]


Tong 2006a 0/45 2/18 0.0 % 0.08 [ 0.00, 1.64 ]


Tong 2006b 0/45 2/18 0.0 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 27/30 31/35 9.7 % 1.02 [ 0.86, 1.20 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Vicic 2013 5/52 10/49 0.4 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 0.7 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.1 % 0.38 [ 0.05, 3.26 ]


Williams 1985 9/21 7/22 0.6 % 1.35 [ 0.61, 2.96 ]


Williford 1991 54/192 57/203 3.6 % 1.00 [ 0.73, 1.37 ]


Woolfson 1989 8/62 8/60 0.5 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 6/215 8/108 0.4 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 0.5 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.1 % 0.67 [ 0.13, 3.47 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 1/18 5/16 0.1 % 0.18 [ 0.02, 1.37 ]


Zhang 2013 2/50 5/50 0.2 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 1/15 0.0 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable


Zheng 2015 5/75 13/71 0.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 0.3 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.3 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 0.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 11940 11473 100.0 % 0.91 [ 0.85, 0.97 ]


Total events: 1580 (Experimental), 1741 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 135.82, df = 132 (P = 0.39); I2 =3%


Test for overall effect: Z = 2.87 (P = 0.0041)


2 Low risk of bias


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 11940 11473 100.0 % 0.91 [ 0.85, 0.97 ]


Total events: 1580 (Experimental), 1741 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 135.82, df = 132 (P = 0.39); I2 =3%


Test for overall effect: Z = 2.87 (P = 0.0041)


Test for subgroup differences: Not applicable
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Analysis 4.3. Comparison 4 Serious adverse event maximum follow-up, Outcome 3 Serious adverse events -


mode of delivery.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 4 Serious adverse event maximum follow-up


Outcome: 3 Serious adverse events - mode of delivery


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 General nutrition support


Duncan 2006 24/150 38/159 1.9 % 0.67 [ 0.42, 1.06 ]


Ha 2010 12/58 10/66 0.7 % 1.37 [ 0.64, 2.92 ]


Hickson 2004 31/292 35/300 1.9 % 0.91 [ 0.58, 1.44 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Johansen 2004 24/108 17/104 1.3 % 1.36 [ 0.78, 2.38 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Starke 2011 9/66 6/66 0.4 % 1.50 [ 0.57, 3.98 ]


Subtotal (95% CI) 761 783 6.3 % 1.04 [ 0.76, 1.44 ]


Total events: 104 (Experimental), 107 (Control)


Heterogeneity: Tau2 = 0.05; Chi2 = 7.16, df = 5 (P = 0.21); I2 =30%


Test for overall effect: Z = 0.26 (P = 0.79)


2 Fortified nutrition


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Neelemaat 2012 14/105 11/105 0.8 % 1.27 [ 0.61, 2.67 ]


Subtotal (95% CI) 147 143 0.8 % 1.24 [ 0.61, 2.54 ]


Total events: 15 (Experimental), 12 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.06, df = 1 (P = 0.81); I2 =0.0%


Test for overall effect: Z = 0.60 (P = 0.55)


3 Oral nutrition support


Abalan 1992 0/15 0/14 Not estimable


Anbar 2014 0/22 2/28 0.0 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 2.2 % 1.51 [ 0.99, 2.31 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Banerjee 1978 4/28 6/32 0.3 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 0.2 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.0 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 0.6 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 9.5 % 0.95 [ 0.80, 1.12 ]


Doglietto 1996 56/338 61/340 3.4 % 0.92 [ 0.66, 1.28 ]


Espaulella 2000 17/80 10/81 0.8 % 1.72 [ 0.84, 3.53 ]


F rli 2001 0/18 1/19 0.0 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 7/20 0.2 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 1.4 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.1 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/30 2/38 0.0 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.0 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/43 1/43 0.1 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 2.3 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 2/32 6/30 0.2 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 0.2 % 0.29 [ 0.07, 1.24 ]


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 0.3 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 1.6 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 1/81 0.0 % 0.34 [ 0.01, 8.16 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 0.7 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 4241 4300 24.5 % 0.89 [ 0.74, 1.07 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 485 (Experimental), 540 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 34.14, df = 26 (P = 0.13); I2 =24%


Test for overall effect: Z = 1.26 (P = 0.21)


4 Enteral nutrition


Barlow 2011 3/64 7/57 0.2 % 0.38 [ 0.10, 1.41 ]


Bastow 1983a 5/39 4/35 0.3 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.2 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 0.5 % 0.86 [ 0.33, 2.25 ]


Bokhorst-de 2000 7/15 9/17 0.8 % 0.88 [ 0.44, 1.78 ]


Carr 1996 0/14 1/14 0.0 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.0 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 3/21 4/20 0.2 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 13/34 12/25 1.2 % 0.80 [ 0.44, 1.44 ]


Chuntrasakul 1996 1/21 3/17 0.1 % 0.27 [ 0.03, 2.37 ]


Dennis 2006 182/429 207/429 10.8 % 0.88 [ 0.76, 1.02 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Eyer 1993 2/19 2/19 0.1 % 1.00 [ 0.16, 6.38 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.0 % 0.22 [ 0.01, 4.29 ]


Kaur 2005 6/50 12/50 0.5 % 0.50 [ 0.20, 1.23 ]


Kearns 1992 5/16 4/15 0.3 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 5/12 2/10 0.2 % 2.08 [ 0.51, 8.52 ]


Malhotra 2004 27/98 31/97 2.1 % 0.86 [ 0.56, 1.33 ]


Maude 2011 8/27 7/29 0.6 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.0 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 30/68 35/68 3.0 % 0.86 [ 0.60, 1.22 ]


Nguyen 2012 4/14 4/14 0.3 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.0 % 0.33 [ 0.01, 7.72 ]


Peck 2004 4/14 5/13 0.4 % 0.74 [ 0.25, 2.18 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Pupelis 2000 1/30 7/30 0.1 % 0.14 [ 0.02, 1.09 ]


Pupelis 2001 2/11 5/18 0.2 % 0.65 [ 0.15, 2.81 ]


Sabin 1998 12/40 10/40 0.8 % 1.20 [ 0.59, 2.45 ]


Schroeder 1991 1/16 1/16 0.1 % 1.00 [ 0.07, 14.64 ]


Singh 1998 4/21 4/22 0.3 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 1/11 1/15 0.1 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 3/9 0.1 % 0.14 [ 0.01, 2.42 ]


Sullivan 1998 2/8 5/10 0.2 % 0.50 [ 0.13, 1.93 ]


Tong 2006a 0/45 2/18 0.0 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 0.4 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.1 % 0.38 [ 0.05, 3.26 ]


Wu 2007a 6/215 8/108 0.4 % 0.38 [ 0.13, 1.06 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 2/50 5/50 0.2 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 1/15 0.0 % 0.08 [ 0.00, 1.89 ]


Zheng 2015 5/75 13/71 0.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 0.4 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 0.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 2340 2085 26.7 % 0.82 [ 0.73, 0.91 ]


Total events: 382 (Experimental), 471 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 42.26, df = 43 (P = 0.50); I2 =0.0%


Test for overall effect: Z = 3.69 (P = 0.00023)


5 Parenteral nutrition


Abel 1976 4/20 3/24 0.2 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Bauer 2000 24/60 24/60 2.0 % 1.00 [ 0.65, 1.55 ]


Bellantone 1988 1/54 10/46 0.1 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Brennan 1994 27/60 13/57 1.3 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 255/2312 257/2328 9.6 % 1.00 [ 0.85, 1.18 ]


Chen 2000b 1/10 0/5 0.0 % 1.64 [ 0.08, 34.28 ]


Doglietto 1990 2/13 3/9 0.2 % 0.46 [ 0.10, 2.23 ]


Eneroth 2005 0/40 0/40 Not estimable


Fan 1989 7/20 6/20 0.5 % 1.17 [ 0.48, 2.86 ]


Fan 1994 5/64 9/60 0.4 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 20/153 28/152 1.4 % 0.71 [ 0.42, 1.20 ]


Herndon 1987 8/13 8/15 1.0 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Holter 1977 4/30 5/26 0.3 % 0.69 [ 0.21, 2.31 ]


Jauch 1995a 2/17 2/5 0.1 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.1 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.0 % 0.33 [ 0.01, 7.78 ]


Liu 1996b 1/16 2/18 0.1 % 0.56 [ 0.06, 5.63 ]


Lough 1990 4/14 7/15 0.4 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 14/23 16/25 2.0 % 0.95 [ 0.61, 1.48 ]


Müller 1982a 11/66 9/29 0.7 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 1.0 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 10/20 9/20 1.0 % 1.11 [ 0.58, 2.14 ]


Neuvonen 1984 0/9 1/10 0.0 % 0.37 [ 0.02, 8.01 ]


Popp 1981 7/21 6/21 0.5 % 1.17 [ 0.47, 2.89 ]


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Rimbau 1989 1/10 2/10 0.1 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 0.2 % 2.92 [ 0.71, 12.00 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.2 % 1.51 [ 0.40, 5.69 ]


Smith 1988 3/17 6/17 0.3 % 0.50 [ 0.15, 1.68 ]


Song 1993 0/12 2/13 0.0 % 0.22 [ 0.01, 4.08 ]


Stein 2002 12/40 10/40 0.8 % 1.20 [ 0.59, 2.45 ]


Thompson 1981 2/12 1/9 0.1 % 1.50 [ 0.16, 14.08 ]


Tong 2006b 0/45 2/18 0.0 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 27/30 31/35 9.3 % 1.02 [ 0.86, 1.20 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Williford 1991 54/192 57/203 3.6 % 1.00 [ 0.73, 1.37 ]


Woolfson 1989 8/62 8/60 0.5 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 10/215 7/108 0.5 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.2 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.1 % 0.18 [ 0.02, 1.37 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 4274 3989 40.0 % 0.98 [ 0.90, 1.07 ]


Total events: 571 (Experimental), 585 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 39.43, df = 48 (P = 0.81); I2 =0.0%


Test for overall effect: Z = 0.47 (P = 0.64)


6 Mixed


Breedveld-Peters 6/68 5/73 0.3 % 1.29 [ 0.41, 4.03 ]


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


Sullivan 2004 4/27 6/30 0.3 % 0.74 [ 0.23, 2.35 ]


Williams 1985 9/21 7/22 0.7 % 1.35 [ 0.61, 2.96 ]


Zhu 2012a 3/33 6/16 0.3 % 0.24 [ 0.07, 0.85 ]


Subtotal (95% CI) 177 173 1.7 % 0.74 [ 0.37, 1.48 ]


Total events: 23 (Experimental), 28 (Control)


Heterogeneity: Tau2 = 0.25; Chi2 = 6.82, df = 4 (P = 0.15); I2 =41%


Test for overall effect: Z = 0.84 (P = 0.40)


Total (95% CI) 11940 11473 100.0 % 0.91 [ 0.85, 0.97 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 1580 (Experimental), 1743 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 137.11, df = 132 (P = 0.36); I2 =4%


Test for overall effect: Z = 2.88 (P = 0.0040)


Test for subgroup differences: Chi2 = 8.31, df = 5 (P = 0.14), I2 =40%
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Analysis 4.4. Comparison 4 Serious adverse event maximum follow-up, Outcome 4 Serious adverse events -


by medical specialty.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 4 Serious adverse event maximum follow-up


Outcome: 4 Serious adverse events - by medical specialty


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Cardiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Medical gastroenterology and hepatology


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Bunout 1989 2/17 5/19 0.2 % 0.45 [ 0.10, 2.01 ]


Fan 1994 5/64 9/60 0.4 % 0.52 [ 0.19, 1.47 ]


Kearns 1992 5/16 4/15 0.3 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 5/12 2/10 0.2 % 2.08 [ 0.51, 8.52 ]


Mezey 1991 14/23 16/25 2.0 % 0.95 [ 0.61, 1.48 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Moreno 2016 30/68 35/68 2.9 % 0.86 [ 0.60, 1.22 ]


Naveau 1986 10/20 9/20 0.9 % 1.11 [ 0.58, 2.14 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.2 % 1.51 [ 0.40, 5.69 ]


Williams 1985 9/21 7/22 0.6 % 1.35 [ 0.61, 2.96 ]


Zhang 2013 2/50 5/50 0.2 % 0.40 [ 0.08, 1.97 ]


Subtotal (95% CI) 354 352 8.0 % 0.94 [ 0.75, 1.17 ]


Total events: 87 (Experimental), 96 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 6.53, df = 10 (P = 0.77); I2 =0.0%


Test for overall effect: Z = 0.59 (P = 0.56)


3 Geriatrics


Anbar 2014 0/22 2/28 0.0 % 0.25 [ 0.01, 5.00 ]


Banerjee 1978 4/28 6/32 0.3 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


De Sousa 2012 0/20 2/17 0.0 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 0.5 % 0.65 [ 0.28, 1.52 ]


Gariballa 2006 32/223 19/222 1.3 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.1 % 1.05 [ 0.16, 7.10 ]


Hickson 2004 31/292 35/300 1.8 % 0.91 [ 0.58, 1.44 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Larsson 1990a 29/197 55/238 2.3 % 0.64 [ 0.42, 0.96 ]


Ljunggren 2012 0/19 0/20 Not estimable


Neelemaat 2012 14/105 11/105 0.7 % 1.27 [ 0.61, 2.67 ]


Potter 2001 21/183 33/193 1.5 % 0.67 [ 0.40, 1.12 ]


Subtotal (95% CI) 1236 1311 8.8 % 0.88 [ 0.67, 1.17 ]


Total events: 143 (Experimental), 176 (Control)


Heterogeneity: Tau2 = 0.06; Chi2 = 14.34, df = 10 (P = 0.16); I2 =30%


Test for overall effect: Z = 0.85 (P = 0.39)


4 Pulmonary disease


Luo 2012 3/30 7/30 0.3 % 0.43 [ 0.12, 1.50 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Song 1993 0/12 2/13 0.0 % 0.22 [ 0.01, 4.08 ]


Subtotal (95% CI) 59 59 0.4 % 0.44 [ 0.15, 1.28 ]


Total events: 4 (Experimental), 10 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.54, df = 2 (P = 0.76); I2 =0.0%
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Test for overall effect: Z = 1.51 (P = 0.13)


5 Endocrinology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


6 Infectious diseases


Maude 2011 8/27 7/29 0.5 % 1.23 [ 0.52, 2.93 ]


Subtotal (95% CI) 27 29 0.5 % 1.23 [ 0.52, 2.93 ]


Total events: 8 (Experimental), 7 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.46 (P = 0.64)


7 Rheumatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


8 Haematology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


9 Nephrology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


10 Gastroenterologic surgery


Barlow 2011 3/64 7/57 0.2 % 0.38 [ 0.10, 1.41 ]


Beier-Holgersen 1999 6/30 7/30 0.4 % 0.86 [ 0.33, 2.25 ]


Bellantone 1988 1/54 10/46 0.1 % 0.09 [ 0.01, 0.64 ]


Brennan 1994 27/60 13/57 1.3 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Chen 1995a 0/8 1/8 0.0 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.0 % 1.64 [ 0.08, 34.28 ]


Doglietto 1996 56/338 61/340 3.3 % 0.92 [ 0.66, 1.28 ]


Fan 1989 7/20 6/20 0.5 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


Hendry 2010 0/30 2/38 0.0 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.0 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Jimenez 1995a 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.0 % 0.33 [ 0.01, 7.78 ]


Kaur 2005 6/50 12/50 0.5 % 0.50 [ 0.20, 1.23 ]


Keele 1997 2/43 1/43 0.1 % 2.00 [ 0.19, 21.24 ]


Lidder 2013a 2/32 6/30 0.2 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 0.2 % 0.29 [ 0.07, 1.24 ]


Liu 1996b 1/16 2/18 0.1 % 0.56 [ 0.06, 5.63 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 27/98 31/97 2.0 % 0.86 [ 0.56, 1.33 ]


Müller 1982a 11/66 9/29 0.7 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 1.0 % 1.11 [ 0.59, 2.08 ]


Neuvonen 1984 0/9 1/10 0.0 % 0.37 [ 0.02, 8.01 ]


Page 2002 0/20 1/20 0.0 % 0.33 [ 0.01, 7.72 ]


Pupelis 2000 1/30 7/30 0.1 % 0.14 [ 0.02, 1.09 ]


Pupelis 2001 2/11 5/18 0.2 % 0.65 [ 0.15, 2.81 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 1/81 0.0 % 0.34 [ 0.01, 8.16 ]


Schroeder 1991 1/16 1/16 0.1 % 1.00 [ 0.07, 14.64 ]


Singh 1998 4/21 4/22 0.3 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 3/17 6/17 0.3 % 0.50 [ 0.15, 1.68 ]


Sonnenfeld 1978 1/11 1/15 0.1 % 1.36 [ 0.10, 19.50 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Soop 2004 0/9 1/9 0.0 % 0.33 [ 0.02, 7.24 ]


Thompson 1981 2/12 1/9 0.1 % 1.50 [ 0.16, 14.08 ]


Tong 2006a 0/45 2/18 0.0 % 0.08 [ 0.00, 1.64 ]


Tong 2006b 0/45 2/18 0.0 % 0.08 [ 0.00, 1.64 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.1 % 0.38 [ 0.05, 3.26 ]


Williford 1991 54/192 57/203 3.6 % 1.00 [ 0.73, 1.37 ]


Woolfson 1989 8/62 8/60 0.5 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 6/215 8/108 0.4 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 0.5 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.1 % 0.67 [ 0.13, 3.47 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 1/18 5/16 0.1 % 0.18 [ 0.02, 1.37 ]


Zheng 2001a 0/65 1/15 0.0 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 2667 2168 18.1 % 0.83 [ 0.71, 0.97 ]


Total events: 285 (Experimental), 329 (Control)


Heterogeneity: Tau2 = 0.01; Chi2 = 51.47, df = 50 (P = 0.42); I2 =3%


Test for overall effect: Z = 2.39 (P = 0.017)


11 Trauma surgery


Chen 2006 0/21 0/20 Not estimable


Chuntrasakul 1996 1/21 3/17 0.1 % 0.27 [ 0.03, 2.37 ]


Eyer 1993 2/19 2/19 0.1 % 1.00 [ 0.16, 6.38 ]


Herndon 1987 8/13 8/15 1.0 % 1.15 [ 0.61, 2.19 ]


Peck 2004 4/14 5/13 0.3 % 0.74 [ 0.25, 2.18 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Vicic 2013 5/52 10/49 0.4 % 0.47 [ 0.17, 1.28 ]


Subtotal (95% CI) 148 142 2.0 % 0.86 [ 0.55, 1.34 ]


Total events: 22 (Experimental), 29 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 4.38, df = 5 (P = 0.50); I2 =0.0%


Test for overall effect: Z = 0.67 (P = 0.50)
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CI
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12 Ortopaedics


Bastow 1983a 5/39 4/35 0.3 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.2 % 0.37 [ 0.08, 1.71 ]


Breedveld-Peters 6/68 5/73 0.3 % 1.29 [ 0.41, 4.03 ]


Duncan 2006 24/150 38/159 1.8 % 0.67 [ 0.42, 1.06 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 17/80 10/81 0.8 % 1.72 [ 0.84, 3.53 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Houwing 2003 0/51 0/52 Not estimable


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]


Sullivan 1998 2/8 5/10 0.2 % 0.50 [ 0.13, 1.93 ]


Sullivan 2004 4/27 6/30 0.3 % 0.74 [ 0.23, 2.35 ]


Subtotal (95% CI) 590 606 4.0 % 0.98 [ 0.63, 1.51 ]


Total events: 70 (Experimental), 74 (Control)


Heterogeneity: Tau2 = 0.12; Chi2 = 12.45, df = 9 (P = 0.19); I2 =28%


Test for overall effect: Z = 0.09 (P = 0.93)


13 Plastic, reconstructive, and aesthetic surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


14 Vascular surgery


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Rimbau 1989 1/10 2/10 0.1 % 0.50 [ 0.05, 4.67 ]


Subtotal (95% CI) 29 19 0.1 % 0.50 [ 0.05, 4.67 ]


Total events: 1 (Experimental), 2 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.61 (P = 0.54)


15 Transplant surgery


F rli 2001 0/18 1/19 0.0 % 0.35 [ 0.02, 8.09 ]


Lough 1990 4/14 7/15 0.4 % 0.61 [ 0.23, 1.65 ]


Reilly 1990 0/8 2/10 0.0 % 0.24 [ 0.01, 4.47 ]


Subtotal (95% CI) 40 44 0.5 % 0.54 [ 0.22, 1.31 ]
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Total events: 4 (Experimental), 10 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.45, df = 2 (P = 0.80); I2 =0.0%


Test for overall effect: Z = 1.36 (P = 0.17)


16 Urology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


17 Thoracic surgery


Abel 1976 4/20 3/24 0.2 % 1.60 [ 0.40, 6.32 ]


Carr 1996 0/14 1/14 0.0 % 0.33 [ 0.01, 7.55 ]


Dong 1996 0/256 6/264 0.0 % 0.08 [ 0.00, 1.40 ]


Subtotal (95% CI) 290 302 0.3 % 0.47 [ 0.06, 3.62 ]


Total events: 4 (Experimental), 10 (Control)


Heterogeneity: Tau2 = 1.77; Chi2 = 4.37, df = 2 (P = 0.11); I2 =54%


Test for overall effect: Z = 0.72 (P = 0.47)


18 Neurological surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


19 Oro-maxillo-facial surgery


Bokhorst-de 2000 7/15 9/17 0.8 % 0.88 [ 0.44, 1.78 ]


Subtotal (95% CI) 15 17 0.8 % 0.88 [ 0.44, 1.78 ]


Total events: 7 (Experimental), 9 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.35 (P = 0.72)


20 Anaesthesiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


21 Emergency medicine


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Bauer 2000 24/60 24/60 2.0 % 1.00 [ 0.65, 1.55 ]


Casaer 2011 255/2312 257/2328 10.1 % 1.00 [ 0.85, 1.18 ]


Chourdakis 2012 13/34 12/25 1.1 % 0.80 [ 0.44, 1.44 ]


Heidegger 2013 20/153 28/152 1.4 % 0.71 [ 0.42, 1.20 ]
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Hill 2002 0/22 2/24 0.0 % 0.22 [ 0.01, 4.29 ]


Jauch 1995a 2/17 2/5 0.1 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.1 % 0.59 [ 0.07, 5.22 ]


Nguyen 2012 4/14 4/14 0.3 % 1.00 [ 0.31, 3.23 ]


Sabin 1998 12/40 10/40 0.8 % 1.20 [ 0.59, 2.45 ]


Stein 2002 12/40 10/40 0.8 % 1.20 [ 0.59, 2.45 ]


Subtotal (95% CI) 2718 2703 16.8 % 0.96 [ 0.84, 1.10 ]


Total events: 345 (Experimental), 352 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 5.92, df = 10 (P = 0.82); I2 =0.0%


Test for overall effect: Z = 0.54 (P = 0.59)


22 Psychiatry


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


23 Neurology


Abalan 1992 0/15 0/14 Not estimable


Dennis 2005 241/2012 253/2000 10.0 % 0.95 [ 0.80, 1.12 ]


Dennis 2006 182/429 207/429 11.6 % 0.88 [ 0.76, 1.02 ]


Gariballa 1998 2/20 7/20 0.2 % 0.29 [ 0.07, 1.21 ]


Ha 2010 12/58 10/66 0.7 % 1.37 [ 0.64, 2.92 ]


Zheng 2015 5/75 13/71 0.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 0.3 % 0.33 [ 0.11, 0.98 ]


Zhu 2012a 3/33 6/16 0.3 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 0.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 2734 2692 24.0 % 0.75 [ 0.58, 0.98 ]


Total events: 457 (Experimental), 515 (Control)


Heterogeneity: Tau2 = 0.05; Chi2 = 15.78, df = 7 (P = 0.03); I2 =56%


Test for overall effect: Z = 2.14 (P = 0.032)


24 Oncology


Doglietto 1990 2/13 3/9 0.2 % 0.46 [ 0.10, 2.23 ]


Holter 1977 4/30 5/26 0.3 % 0.69 [ 0.21, 2.31 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Popp 1981 7/21 6/21 0.5 % 1.17 [ 0.47, 2.89 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]
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Samuels 1981 7/18 2/15 0.2 % 2.92 [ 0.71, 12.00 ]


Valdivieso 1987 27/30 31/35 9.7 % 1.02 [ 0.86, 1.20 ]


Subtotal (95% CI) 202 205 10.9 % 1.02 [ 0.87, 1.20 ]


Total events: 48 (Experimental), 48 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 3.69, df = 5 (P = 0.60); I2 =0.0%


Test for overall effect: Z = 0.23 (P = 0.82)


25 Dermatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


26 Gynaecology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


27 Mixed


Arias 2008 46/262 31/267 2.1 % 1.51 [ 0.99, 2.31 ]


Choudhry 1996 3/21 4/20 0.2 % 0.71 [ 0.18, 2.80 ]


Johansen 2004 24/108 17/104 1.2 % 1.36 [ 0.78, 2.38 ]


McCarter 1998 0/57 1/55 0.0 % 0.32 [ 0.01, 7.74 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Starke 2011 9/66 6/66 0.4 % 1.50 [ 0.57, 3.98 ]


Vlaming 2001 12/275 14/274 0.7 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 831 824 4.8 % 1.29 [ 0.97, 1.71 ]


Total events: 95 (Experimental), 74 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 3.34, df = 6 (P = 0.76); I2 =0.0%


Test for overall effect: Z = 1.75 (P = 0.080)


Total (95% CI) 11940 11473 100.0 % 0.91 [ 0.85, 0.97 ]


Total events: 1580 (Experimental), 1741 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 135.82, df = 132 (P = 0.39); I2 =3%


Test for overall effect: Z = 2.87 (P = 0.0041)


Test for subgroup differences: Chi2 = 16.04, df = 14 (P = 0.31), I2 =13%
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Analysis 4.5. Comparison 4 Serious adverse event maximum follow-up, Outcome 5 Serious adverse events -


based on adequacy of the amount of calories.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 4 Serious adverse event maximum follow-up


Outcome: 5 Serious adverse events - based on adequacy of the amount of calories


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Clearly adequate in intervention and clearly inadequate in control


Barlow 2011 3/64 7/57 0.2 % 0.38 [ 0.10, 1.41 ]


Casaer 2011 255/2312 257/2328 9.6 % 1.00 [ 0.85, 1.18 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.0 % 1.64 [ 0.08, 34.28 ]


Chourdakis 2012 13/34 12/25 1.2 % 0.80 [ 0.44, 1.44 ]


Chuntrasakul 1996 1/21 3/17 0.1 % 0.27 [ 0.03, 2.37 ]


Eneroth 2005 0/40 0/40 Not estimable


Eyer 1993 2/19 2/19 0.1 % 1.00 [ 0.16, 6.38 ]


Gariballa 1998 2/20 7/20 0.2 % 0.29 [ 0.07, 1.21 ]


Gazzotti 2003 2/39 2/41 0.1 % 1.05 [ 0.16, 7.10 ]


Heidegger 2013 20/153 28/152 1.4 % 0.71 [ 0.42, 1.20 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Keele 1997 2/43 1/43 0.1 % 2.00 [ 0.19, 21.24 ]


Ledinghen 1997 5/12 2/10 0.2 % 2.08 [ 0.51, 8.52 ]


Lough 1990 4/14 7/15 0.4 % 0.61 [ 0.23, 1.65 ]


Malhotra 2004 27/98 31/97 2.1 % 0.86 [ 0.56, 1.33 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Neelemaat 2012 14/105 11/105 0.8 % 1.27 [ 0.61, 2.67 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 1/20 0.0 % 0.33 [ 0.01, 7.72 ]


Rana 1992 0/20 0/20 Not estimable


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Soop 2004 0/9 3/9 0.1 % 0.14 [ 0.01, 2.42 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Starke 2011 9/66 6/66 0.4 % 1.50 [ 0.57, 3.98 ]


Sullivan 1998 2/8 5/10 0.2 % 0.50 [ 0.13, 1.93 ]


Sullivan 2004 4/27 6/30 0.3 % 0.74 [ 0.23, 2.35 ]


Valdivieso 1987 27/30 31/35 9.3 % 1.02 [ 0.86, 1.20 ]


Woolfson 1989 8/62 8/60 0.5 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 6/215 8/108 0.4 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 0.5 % 0.72 [ 0.28, 1.83 ]


Zhang 2013 2/50 5/50 0.2 % 0.40 [ 0.08, 1.97 ]


Subtotal (95% CI) 3919 3704 28.7 % 0.95 [ 0.86, 1.05 ]


Total events: 425 (Experimental), 453 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 22.30, df = 26 (P = 0.67); I2 =0.0%


Test for overall effect: Z = 1.00 (P = 0.32)


2 Inadequate in the experimental or adequate in the control


Abalan 1992 0/15 0/14 Not estimable


Anbar 2014 0/22 2/28 0.0 % 0.25 [ 0.01, 5.00 ]


Bastow 1983a 5/39 4/35 0.3 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.2 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 0.5 % 0.86 [ 0.33, 2.25 ]


Bokhorst-de 2000 7/15 9/17 0.8 % 0.88 [ 0.44, 1.78 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Delmi 1990 6/25 10/27 0.6 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 9.5 % 0.95 [ 0.80, 1.12 ]


Doglietto 1996 56/338 61/340 3.4 % 0.92 [ 0.66, 1.28 ]


Duncan 2006 24/150 38/159 1.9 % 0.67 [ 0.42, 1.06 ]


Espaulella 2000 17/80 10/81 0.8 % 1.72 [ 0.84, 3.53 ]


F rli 2001 0/18 1/19 0.0 % 0.35 [ 0.02, 8.09 ]


Ha 2010 12/58 10/66 0.7 % 1.37 [ 0.64, 2.92 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Henriksen 2003a 0/16 1/8 0.0 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 1.0 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 1.9 % 0.91 [ 0.58, 1.44 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Johansen 2004 24/108 17/104 1.3 % 1.36 [ 0.78, 2.38 ]


Ljunggren 2012 0/19 0/20 Not estimable


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Mezey 1991 14/23 16/25 2.0 % 0.95 [ 0.61, 1.48 ]


Naveau 1986 10/20 9/20 1.0 % 1.11 [ 0.58, 2.14 ]


Potter 2001 21/183 33/193 1.6 % 0.67 [ 0.40, 1.12 ]


Pupelis 2001 2/11 5/18 0.2 % 0.65 [ 0.15, 2.81 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Schroeder 1991 1/16 1/16 0.1 % 1.00 [ 0.07, 14.64 ]


Stein 2002 12/40 10/40 0.8 % 1.20 [ 0.59, 2.45 ]


Subtotal (95% CI) 3686 3709 28.7 % 0.95 [ 0.85, 1.05 ]


Total events: 510 (Experimental), 547 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 19.50, df = 24 (P = 0.72); I2 =0.0%


Test for overall effect: Z = 1.01 (P = 0.31)


3 Experimental group is overfed


Bunout 1989 2/17 5/19 0.2 % 0.45 [ 0.10, 2.01 ]


Chen 2006 0/21 0/20 Not estimable


Fan 1989 7/20 6/20 0.5 % 1.17 [ 0.48, 2.86 ]


Holter 1977 4/30 5/26 0.3 % 0.69 [ 0.21, 2.31 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.0 % 0.33 [ 0.01, 7.78 ]


Kaur 2005 6/50 12/50 0.5 % 0.50 [ 0.20, 1.23 ]


Kearns 1992 5/16 4/15 0.3 % 1.17 [ 0.39, 3.56 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Singh 1998 4/21 4/22 0.3 % 1.05 [ 0.30, 3.66 ]


Williford 1991 54/192 57/203 3.6 % 1.00 [ 0.73, 1.37 ]


Subtotal (95% CI) 430 437 5.9 % 0.92 [ 0.72, 1.19 ]


Total events: 83 (Experimental), 95 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 4.07, df = 8 (P = 0.85); I2 =0.0%


Test for overall effect: Z = 0.61 (P = 0.54)


4 Unclear intake in control or experimental


Abel 1976 4/20 3/24 0.2 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Arias 2008 46/262 31/267 2.2 % 1.51 [ 0.99, 2.31 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Banerjee 1978 4/28 6/32 0.3 % 0.76 [ 0.24, 2.43 ]


Bauer 2000 24/60 24/60 2.0 % 1.00 [ 0.65, 1.55 ]


Bellantone 1988 1/54 10/46 0.1 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Breedveld-Peters 6/68 5/73 0.3 % 1.29 [ 0.41, 4.03 ]


Brennan 1994 27/60 13/57 1.3 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.0 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.0 % 0.33 [ 0.02, 7.14 ]


Choudhry 1996 3/21 4/20 0.2 % 0.71 [ 0.18, 2.80 ]


De Sousa 2012 0/20 2/17 0.0 % 0.17 [ 0.01, 3.34 ]


Dennis 2006 182/429 207/429 10.8 % 0.88 [ 0.76, 1.02 ]


Doglietto 1990 2/13 3/9 0.2 % 0.46 [ 0.10, 2.23 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Fan 1994 5/64 9/60 0.4 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


Gariballa 2006 32/223 19/222 1.4 % 1.68 [ 0.98, 2.87 ]


Hendry 2010 0/30 2/38 0.0 % 0.25 [ 0.01, 5.05 ]


Hill 2002 0/22 2/24 0.0 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Houwing 2003 0/51 0/52 Not estimable


Jauch 1995a 2/17 2/5 0.1 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.1 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Larsson 1990a 29/197 55/238 2.3 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 2/32 6/30 0.2 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 0.2 % 0.29 [ 0.07, 1.24 ]


Liu 1996b 1/16 2/18 0.1 % 0.56 [ 0.06, 5.63 ]


Luo 2012 3/30 7/30 0.3 % 0.43 [ 0.12, 1.50 ]


Maude 2011 8/27 7/29 0.6 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.0 % 0.32 [ 0.01, 7.74 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 30/68 35/68 3.0 % 0.86 [ 0.60, 1.22 ]


Müller 1982a 11/66 9/29 0.7 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 1.0 % 1.11 [ 0.59, 2.08 ]


Neuvonen 1984 0/9 1/10 0.0 % 0.37 [ 0.02, 8.01 ]


Nguyen 2012 4/14 4/14 0.3 % 1.00 [ 0.31, 3.23 ]


Peck 2004 4/14 5/13 0.4 % 0.74 [ 0.25, 2.18 ]


Popp 1981 7/21 6/21 0.5 % 1.17 [ 0.47, 2.89 ]


Pupelis 2000 1/30 7/30 0.1 % 0.14 [ 0.02, 1.09 ]


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Reissman 1995 0/80 1/81 0.0 % 0.34 [ 0.01, 8.16 ]


Rimbau 1989 1/10 2/10 0.1 % 0.50 [ 0.05, 4.67 ]


Sabin 1998 12/40 10/40 0.8 % 1.20 [ 0.59, 2.45 ]


Samuels 1981 7/18 2/15 0.2 % 2.92 [ 0.71, 12.00 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.2 % 1.51 [ 0.40, 5.69 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 3/17 6/17 0.3 % 0.50 [ 0.15, 1.68 ]


Song 1993 0/12 2/13 0.0 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 1/11 1/15 0.1 % 1.36 [ 0.10, 19.50 ]


Thompson 1981 2/12 1/9 0.1 % 1.50 [ 0.16, 14.08 ]


Tong 2006a 0/45 2/18 0.0 % 0.08 [ 0.00, 1.64 ]


Tong 2006b 0/45 2/18 0.0 % 0.08 [ 0.00, 1.64 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Vicic 2013 5/52 10/49 0.4 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 0.7 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.1 % 0.38 [ 0.05, 3.26 ]


Williams 1985 9/21 7/22 0.7 % 1.35 [ 0.61, 2.96 ]


Xu 1998a 2/16 3/16 0.2 % 0.67 [ 0.13, 3.47 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 1/18 5/16 0.1 % 0.18 [ 0.02, 1.37 ]


Zheng 2001a 0/65 1/15 0.0 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable


Zheng 2015 5/75 13/71 0.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 0.4 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.3 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 0.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 3905 3623 36.7 % 0.81 [ 0.70, 0.94 ]


Total events: 562 (Experimental), 648 (Control)


Heterogeneity: Tau2 = 0.06; Chi2 = 89.76, df = 71 (P = 0.07); I2 =21%


Test for overall effect: Z = 2.72 (P = 0.0066)


Total (95% CI) 11940 11473 100.0 % 0.91 [ 0.85, 0.97 ]


Total events: 1580 (Experimental), 1743 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 137.11, df = 132 (P = 0.36); I2 =4%


Test for overall effect: Z = 2.88 (P = 0.0040)


Test for subgroup differences: Chi2 = 3.22, df = 3 (P = 0.36), I2 =7%
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Analysis 4.6. Comparison 4 Serious adverse event maximum follow-up, Outcome 6 Serious adverse events -


different screening tools.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 4 Serious adverse event maximum follow-up


Outcome: 6 Serious adverse events - different screening tools


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 NRS 2002


Casaer 2011 255/2312 257/2328 9.6 % 1.00 [ 0.85, 1.18 ]


Johansen 2004 24/108 17/104 1.3 % 1.36 [ 0.78, 2.38 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Starke 2011 9/66 6/66 0.4 % 1.50 [ 0.57, 3.98 ]


Subtotal (95% CI) 2528 2536 11.4 % 1.03 [ 0.89, 1.21 ]


Total events: 289 (Experimental), 281 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.66, df = 3 (P = 0.65); I2 =0.0%


Test for overall effect: Z = 0.41 (P = 0.68)


2 MUST


Ha 2010 12/58 10/66 0.7 % 1.37 [ 0.64, 2.92 ]


Subtotal (95% CI) 58 66 0.7 % 1.37 [ 0.64, 2.92 ]


Total events: 12 (Experimental), 10 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.80 (P = 0.42)


3 MNA


De Sousa 2012 0/20 2/17 0.0 % 0.17 [ 0.01, 3.34 ]


Gazzotti 2003 2/39 2/41 0.1 % 1.05 [ 0.16, 7.10 ]


Subtotal (95% CI) 59 58 0.2 % 0.61 [ 0.12, 3.18 ]


Total events: 2 (Experimental), 4 (Control)


Heterogeneity: Tau2 = 0.06; Chi2 = 1.04, df = 1 (P = 0.31); I2 =4%


Test for overall effect: Z = 0.59 (P = 0.56)


4 SGA


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Other means


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.2 % 1.60 [ 0.40, 6.32 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Anbar 2014 0/22 2/28 0.0 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 2.2 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.3 % 0.76 [ 0.24, 2.43 ]


Barlow 2011 3/64 7/57 0.2 % 0.38 [ 0.10, 1.41 ]


Bastow 1983a 5/39 4/35 0.3 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.2 % 0.37 [ 0.08, 1.71 ]


Bauer 2000 24/60 24/60 2.0 % 1.00 [ 0.65, 1.55 ]


Beier-Holgersen 1999 6/30 7/30 0.5 % 0.86 [ 0.33, 2.25 ]


Bellantone 1988 1/54 10/46 0.1 % 0.09 [ 0.01, 0.64 ]


Bokhorst-de 2000 7/15 9/17 0.8 % 0.88 [ 0.44, 1.78 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 6/68 5/73 0.3 % 1.29 [ 0.41, 4.03 ]


Brennan 1994 27/60 13/57 1.3 % 1.97 [ 1.13, 3.43 ]


Bunout 1989 2/17 5/19 0.2 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.0 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.0 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.0 % 1.64 [ 0.08, 34.28 ]


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 3/21 4/20 0.2 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 13/34 12/25 1.2 % 0.80 [ 0.44, 1.44 ]


Chuntrasakul 1996 1/21 3/17 0.1 % 0.27 [ 0.03, 2.37 ]


Delmi 1990 6/25 10/27 0.6 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 9.5 % 0.95 [ 0.80, 1.12 ]


Dennis 2006 182/429 207/429 10.8 % 0.88 [ 0.76, 1.02 ]


Doglietto 1990 2/13 3/9 0.2 % 0.46 [ 0.10, 2.23 ]


Doglietto 1996 56/338 61/340 3.4 % 0.92 [ 0.66, 1.28 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Duncan 2006 24/150 38/159 1.9 % 0.67 [ 0.42, 1.06 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 17/80 10/81 0.8 % 1.72 [ 0.84, 3.53 ]


Eyer 1993 2/19 2/19 0.1 % 1.00 [ 0.16, 6.38 ]


Fan 1989 7/20 6/20 0.5 % 1.17 [ 0.48, 2.86 ]


Fan 1994 5/64 9/60 0.4 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.0 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 7/20 0.2 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 1.4 % 1.68 [ 0.98, 2.87 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Heidegger 2013 20/153 28/152 1.4 % 0.71 [ 0.42, 1.20 ]


Hendry 2010 0/30 2/38 0.0 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.0 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 1.0 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 1.9 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.0 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Holter 1977 4/30 5/26 0.3 % 0.69 [ 0.21, 2.31 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jauch 1995a 2/17 2/5 0.1 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.1 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Jimenez 1995c 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.0 % 0.33 [ 0.01, 7.78 ]


Kaur 2005 6/50 12/50 0.5 % 0.50 [ 0.20, 1.23 ]


Kearns 1992 5/16 4/15 0.3 % 1.17 [ 0.39, 3.56 ]


Keele 1997 2/43 1/43 0.1 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 2.3 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 5/12 2/10 0.2 % 2.08 [ 0.51, 8.52 ]


Lidder 2013a 2/32 6/30 0.2 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 0.2 % 0.29 [ 0.07, 1.24 ]


Liu 1996b 1/16 2/18 0.1 % 0.56 [ 0.06, 5.63 ]


Ljunggren 2012 0/19 0/20 Not estimable


Lough 1990 4/14 7/15 0.4 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.3 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 27/98 31/97 2.1 % 0.86 [ 0.56, 1.33 ]


Maude 2011 8/27 7/29 0.6 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.0 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 14/23 16/25 2.0 % 0.95 [ 0.61, 1.48 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 30/68 35/68 3.0 % 0.86 [ 0.60, 1.22 ]


Müller 1982a 11/66 9/29 0.7 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 1.0 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 10/20 9/20 1.0 % 1.11 [ 0.58, 2.14 ]


Neelemaat 2012 14/105 11/105 0.8 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 1/10 0.0 % 0.37 [ 0.02, 8.01 ]


Nguyen 2012 4/14 4/14 0.3 % 1.00 [ 0.31, 3.23 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 1/20 0.0 % 0.33 [ 0.01, 7.72 ]


Peck 2004 4/14 5/13 0.4 % 0.74 [ 0.25, 2.18 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Popp 1981 7/21 6/21 0.5 % 1.17 [ 0.47, 2.89 ]


Potter 2001 21/183 33/193 1.6 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 1/30 7/30 0.1 % 0.14 [ 0.02, 1.09 ]


Pupelis 2001 2/11 5/18 0.2 % 0.65 [ 0.15, 2.81 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Reissman 1995 0/80 1/81 0.0 % 0.34 [ 0.01, 8.16 ]


Rimbau 1989 1/10 2/10 0.1 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 12/40 10/40 0.8 % 1.20 [ 0.59, 2.45 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 0.2 % 2.92 [ 0.71, 12.00 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Schroeder 1991 1/16 1/16 0.1 % 1.00 [ 0.07, 14.64 ]


Simon 1988 4/15 3/17 0.2 % 1.51 [ 0.40, 5.69 ]


Singh 1998 4/21 4/22 0.3 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 3/17 6/17 0.3 % 0.50 [ 0.15, 1.68 ]


Song 1993 0/12 2/13 0.0 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 1/11 1/15 0.1 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 3/9 0.1 % 0.14 [ 0.01, 2.42 ]


Stein 2002 12/40 10/40 0.8 % 1.20 [ 0.59, 2.45 ]


Sullivan 1998 2/8 5/10 0.2 % 0.50 [ 0.13, 1.93 ]


Sullivan 2004 4/27 6/30 0.3 % 0.74 [ 0.23, 2.35 ]


Thompson 1981 2/12 1/9 0.1 % 1.50 [ 0.16, 14.08 ]


Tong 2006a 0/45 2/18 0.0 % 0.08 [ 0.00, 1.64 ]


Tong 2006b 0/45 2/18 0.0 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 27/30 31/35 9.3 % 1.02 [ 0.86, 1.20 ]


Vicic 2013 5/52 10/49 0.4 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 0.7 % 0.85 [ 0.40, 1.81 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.1 % 0.38 [ 0.05, 3.26 ]


Williams 1985 9/21 7/22 0.7 % 1.35 [ 0.61, 2.96 ]


Williford 1991 54/192 57/203 3.6 % 1.00 [ 0.73, 1.37 ]


Woolfson 1989 8/62 8/60 0.5 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 6/215 8/108 0.4 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 0.5 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.2 % 0.67 [ 0.13, 3.47 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 1/18 5/16 0.1 % 0.18 [ 0.02, 1.37 ]


Zhang 2013 2/50 5/50 0.2 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 1/15 0.0 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable


Zheng 2015 5/75 13/71 0.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 0.4 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.3 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 0.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 9295 8813 87.7 % 0.89 [ 0.82, 0.95 ]


Total events: 1277 (Experimental), 1448 (Control)


Heterogeneity: Tau2 = 0.01; Chi2 = 131.09, df = 125 (P = 0.34); I2 =5%


Test for overall effect: Z = 3.29 (P = 0.0010)


Total (95% CI) 11940 11473 100.0 % 0.91 [ 0.85, 0.97 ]


Total events: 1580 (Experimental), 1743 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 137.11, df = 132 (P = 0.36); I2 =4%


Test for overall effect: Z = 2.88 (P = 0.0040)


Test for subgroup differences: Chi2 = 4.42, df = 3 (P = 0.22), I2 =32%
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Analysis 4.7. Comparison 4 Serious adverse event maximum follow-up, Outcome 7 Serious adverse events -


participants characterised as ’at nutritional risk’ due to one of the following conditions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 4 Serious adverse event maximum follow-up


Outcome: 7 Serious adverse events - participants characterised as ’at nutritional risk’ due to one of the following conditions


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Major surgery


Abel 1976 4/20 3/24 0.2 % 1.60 [ 0.40, 6.32 ]


Barlow 2011 3/64 7/57 0.2 % 0.38 [ 0.10, 1.41 ]


Bastow 1983a 5/39 4/35 0.3 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.2 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 0.5 % 0.86 [ 0.33, 2.25 ]


Bellantone 1988 1/54 10/46 0.1 % 0.09 [ 0.01, 0.64 ]


Brennan 1994 27/60 13/57 1.3 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.0 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.0 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.0 % 1.64 [ 0.08, 34.28 ]


Doglietto 1996 56/338 61/340 3.4 % 0.92 [ 0.66, 1.28 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Fan 1989 7/20 6/20 0.5 % 1.17 [ 0.48, 2.86 ]


Fan 1994 5/64 9/60 0.4 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.0 % 0.35 [ 0.02, 8.09 ]


Hendry 2010 0/30 2/38 0.0 % 0.25 [ 0.01, 5.05 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Henriksen 2003a 0/16 1/8 0.0 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Holter 1977 4/30 5/26 0.3 % 0.69 [ 0.21, 2.31 ]


Jauch 1995a 2/17 2/5 0.1 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.1 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Kaur 2005 6/50 12/50 0.5 % 0.50 [ 0.20, 1.23 ]


Keele 1997 2/43 1/43 0.1 % 2.00 [ 0.19, 21.24 ]


Lidder 2013a 2/32 6/30 0.2 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 0.2 % 0.29 [ 0.07, 1.24 ]


Lough 1990 4/14 7/15 0.4 % 0.61 [ 0.23, 1.65 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 27/98 31/97 2.1 % 0.86 [ 0.56, 1.33 ]


Müller 1982a 11/66 9/29 0.7 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 1.0 % 1.11 [ 0.59, 2.08 ]


Neuvonen 1984 0/9 1/10 0.0 % 0.37 [ 0.02, 8.01 ]


Page 2002 0/20 1/20 0.0 % 0.33 [ 0.01, 7.72 ]


Pupelis 2000 1/30 7/30 0.1 % 0.14 [ 0.02, 1.09 ]


Pupelis 2001 2/11 5/18 0.2 % 0.65 [ 0.15, 2.81 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Reissman 1995 0/80 1/81 0.0 % 0.34 [ 0.01, 8.16 ]


Rimbau 1989 1/10 2/10 0.1 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Schroeder 1991 1/16 1/16 0.1 % 1.00 [ 0.07, 14.64 ]


Singh 1998 4/21 4/22 0.3 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 3/17 6/17 0.3 % 0.50 [ 0.15, 1.68 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Sonnenfeld 1978 1/11 1/15 0.1 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 3/9 0.1 % 0.14 [ 0.01, 2.42 ]


Thompson 1981 2/12 1/9 0.1 % 1.50 [ 0.16, 14.08 ]


Tong 2006a 0/45 2/18 0.0 % 0.08 [ 0.00, 1.64 ]


Tong 2006b 0/45 2/18 0.0 % 0.08 [ 0.00, 1.64 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.1 % 0.38 [ 0.05, 3.26 ]


Williford 1991 54/192 57/203 3.6 % 1.00 [ 0.73, 1.37 ]


Woolfson 1989 8/62 8/60 0.5 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 6/215 8/108 0.4 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 0.5 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.2 % 0.67 [ 0.13, 3.47 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 1/18 5/16 0.1 % 0.18 [ 0.02, 1.37 ]


Zheng 2001a 0/65 1/15 0.0 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 3230 2706 21.0 % 0.82 [ 0.71, 0.94 ]


Total events: 314 (Experimental), 377 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 61.51, df = 62 (P = 0.49); I2 =0.0%


Test for overall effect: Z = 2.90 (P = 0.0037)


2 Stroke


Dennis 2005 241/2012 253/2000 9.5 % 0.95 [ 0.80, 1.12 ]


Dennis 2006 182/429 207/429 10.8 % 0.88 [ 0.76, 1.02 ]


Gariballa 1998 2/20 7/20 0.2 % 0.29 [ 0.07, 1.21 ]


Ha 2010 12/58 10/66 0.7 % 1.37 [ 0.64, 2.92 ]


Zheng 2015 5/75 13/71 0.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 0.4 % 0.33 [ 0.11, 0.98 ]


Zhu 2012a 3/33 6/16 0.3 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 0.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 2719 2678 22.9 % 0.75 [ 0.58, 0.98 ]


Total events: 457 (Experimental), 515 (Control)
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Heterogeneity: Tau2 = 0.05; Chi2 = 15.78, df = 7 (P = 0.03); I2 =56%


Test for overall effect: Z = 2.14 (P = 0.032)


3 ICU participants including trauma


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Bauer 2000 24/60 24/60 2.0 % 1.00 [ 0.65, 1.55 ]


Casaer 2011 255/2312 257/2328 9.6 % 1.00 [ 0.85, 1.18 ]


Chen 2006 0/21 0/20 Not estimable


Chourdakis 2012 13/34 12/25 1.2 % 0.80 [ 0.44, 1.44 ]


Chuntrasakul 1996 1/21 3/17 0.1 % 0.27 [ 0.03, 2.37 ]


Eyer 1993 2/19 2/19 0.1 % 1.00 [ 0.16, 6.38 ]


Heidegger 2013 20/153 28/152 1.4 % 0.71 [ 0.42, 1.20 ]


Herndon 1987 8/13 8/15 1.0 % 1.15 [ 0.61, 2.19 ]


Hill 2002 0/22 2/24 0.0 % 0.22 [ 0.01, 4.29 ]


Nguyen 2012 4/14 4/14 0.3 % 1.00 [ 0.31, 3.23 ]


Peck 2004 4/14 5/13 0.4 % 0.74 [ 0.25, 2.18 ]


Sabin 1998 12/40 10/40 0.8 % 1.20 [ 0.59, 2.45 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Stein 2002 12/40 10/40 0.8 % 1.20 [ 0.59, 2.45 ]


Vicic 2013 5/52 10/49 0.4 % 0.47 [ 0.17, 1.28 ]


Subtotal (95% CI) 2832 2835 18.4 % 0.96 [ 0.84, 1.10 ]


Total events: 363 (Experimental), 378 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 8.22, df = 14 (P = 0.88); I2 =0.0%


Test for overall effect: Z = 0.58 (P = 0.56)


4 Frail elderly participants with less severe conditions known to increase protein requirements


Anbar 2014 0/22 2/28 0.0 % 0.25 [ 0.01, 5.00 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 6/68 5/73 0.3 % 1.29 [ 0.41, 4.03 ]


Delmi 1990 6/25 10/27 0.6 % 0.65 [ 0.28, 1.52 ]


Duncan 2006 24/150 38/159 1.9 % 0.67 [ 0.42, 1.06 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 17/80 10/81 0.8 % 1.72 [ 0.84, 3.53 ]


Gazzotti 2003 2/39 2/41 0.1 % 1.05 [ 0.16, 7.10 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Hickson 2004 31/292 35/300 1.9 % 0.91 [ 0.58, 1.44 ]


Houwing 2003 0/51 0/52 Not estimable


Liu 1996b 1/16 2/18 0.1 % 0.56 [ 0.06, 5.63 ]


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 0.3 % 0.43 [ 0.12, 1.50 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 1.6 % 0.67 [ 0.40, 1.12 ]


Sullivan 1998 2/8 5/10 0.2 % 0.50 [ 0.13, 1.93 ]


Sullivan 2004 4/27 6/30 0.3 % 0.74 [ 0.23, 2.35 ]


Subtotal (95% CI) 1164 1221 8.3 % 0.82 [ 0.65, 1.03 ]


Total events: 127 (Experimental), 156 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 14.32, df = 14 (P = 0.43); I2 =2%


Test for overall effect: Z = 1.68 (P = 0.092)


5 Participants do not fall into one of the categories above


Abalan 1992 0/15 0/14 Not estimable


Arias 2008 46/262 31/267 2.2 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.3 % 0.76 [ 0.24, 2.43 ]


Bokhorst-de 2000 7/15 9/17 0.8 % 0.88 [ 0.44, 1.78 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Bunout 1989 2/17 5/19 0.2 % 0.45 [ 0.10, 2.01 ]


Choudhry 1996 3/21 4/20 0.2 % 0.71 [ 0.18, 2.80 ]


De Sousa 2012 0/20 2/17 0.0 % 0.17 [ 0.01, 3.34 ]


Doglietto 1990 2/13 3/9 0.2 % 0.46 [ 0.10, 2.23 ]


Gariballa 2006 32/223 19/222 1.4 % 1.68 [ 0.98, 2.87 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.0 % 0.33 [ 0.01, 7.78 ]


Johansen 2004 24/108 17/104 1.3 % 1.36 [ 0.78, 2.38 ]


Kearns 1992 5/16 4/15 0.3 % 1.17 [ 0.39, 3.56 ]


Larsson 1990a 29/197 55/238 2.3 % 0.64 [ 0.42, 0.96 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Ledinghen 1997 5/12 2/10 0.2 % 2.08 [ 0.51, 8.52 ]


Maude 2011 8/27 7/29 0.6 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.0 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 14/23 16/25 2.0 % 0.95 [ 0.61, 1.48 ]


Moreno 2016 30/68 35/68 3.0 % 0.86 [ 0.60, 1.22 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Naveau 1986 10/20 9/20 1.0 % 1.11 [ 0.58, 2.14 ]


Neelemaat 2012 14/105 11/105 0.8 % 1.27 [ 0.61, 2.67 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Popp 1981 7/21 6/21 0.5 % 1.17 [ 0.47, 2.89 ]


Samuels 1981 7/18 2/15 0.2 % 2.92 [ 0.71, 12.00 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.2 % 1.51 [ 0.40, 5.69 ]


Song 1993 0/12 2/13 0.0 % 0.22 [ 0.01, 4.08 ]


Starke 2011 9/66 6/66 0.4 % 1.50 [ 0.57, 3.98 ]


Valdivieso 1987 27/30 31/35 9.3 % 1.02 [ 0.86, 1.20 ]


Vlaming 2001 12/275 14/274 0.7 % 0.85 [ 0.40, 1.81 ]


Williams 1985 9/21 7/22 0.7 % 1.35 [ 0.61, 2.96 ]


Zhang 2013 2/50 5/50 0.2 % 0.40 [ 0.08, 1.97 ]


Subtotal (95% CI) 1995 2033 29.5 % 1.03 [ 0.92, 1.15 ]


Total events: 319 (Experimental), 317 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 28.51, df = 31 (P = 0.59); I2 =0.0%


Test for overall effect: Z = 0.53 (P = 0.60)


Total (95% CI) 11940 11473 100.0 % 0.91 [ 0.85, 0.97 ]


Total events: 1580 (Experimental), 1743 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 137.11, df = 132 (P = 0.36); I2 =4%


Test for overall effect: Z = 2.88 (P = 0.0040)


Test for subgroup differences: Chi2 = 10.77, df = 4 (P = 0.03), I2 =63%
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Analysis 4.8. Comparison 4 Serious adverse event maximum follow-up, Outcome 8 Serious adverse events -


participants characterised as ’at nutritional risk’ due to one of the following criteria.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 4 Serious adverse event maximum follow-up


Outcome: 8 Serious adverse events - participants characterised as ’at nutritional risk’ due to one of the following criteria


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 BMI less than 20.5 kg/m2


F rli 2001 0/18 1/19 0.0 % 0.35 [ 0.02, 8.09 ]


Neelemaat 2012 14/105 11/105 0.8 % 1.27 [ 0.61, 2.67 ]


Subtotal (95% CI) 123 124 0.8 % 1.19 [ 0.58, 2.45 ]


Total events: 14 (Experimental), 12 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.62, df = 1 (P = 0.43); I2 =0.0%


Test for overall effect: Z = 0.47 (P = 0.64)


2 Weight loss of at least 5% during the last three months


Ollenschläger 1992 0/16 0/16 Not estimable


Subtotal (95% CI) 16 16 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 Weight loss of at least 10% during the last six months


Bokhorst-de 2000 7/15 9/17 0.8 % 0.88 [ 0.44, 1.78 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.0 % 0.33 [ 0.01, 7.78 ]


Subtotal (95% CI) 61 63 0.9 % 0.84 [ 0.42, 1.67 ]


Total events: 7 (Experimental), 10 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.37, df = 1 (P = 0.54); I2 =0.0%


Test for overall effect: Z = 0.49 (P = 0.62)


4 Insufficient food intake during the last week (50% of requirements or less)


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Participants characterised as ’at nutritional risk’ by other means


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.2 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Anbar 2014 0/22 2/28 0.0 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 2.2 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.3 % 0.76 [ 0.24, 2.43 ]


Barlow 2011 3/64 7/57 0.2 % 0.38 [ 0.10, 1.41 ]


Bastow 1983a 5/39 4/35 0.3 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.2 % 0.37 [ 0.08, 1.71 ]


Bauer 2000 24/60 24/60 2.0 % 1.00 [ 0.65, 1.55 ]


Beier-Holgersen 1999 6/30 7/30 0.5 % 0.86 [ 0.33, 2.25 ]


Bellantone 1988 1/54 10/46 0.1 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 6/68 5/73 0.3 % 1.29 [ 0.41, 4.03 ]


Brennan 1994 27/60 13/57 1.3 % 1.97 [ 1.13, 3.43 ]


Bunout 1989 2/17 5/19 0.2 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.0 % 0.33 [ 0.01, 7.55 ]


Casaer 2011 255/2312 257/2328 9.6 % 1.00 [ 0.85, 1.18 ]


Chen 1995a 0/8 1/8 0.0 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.0 % 1.64 [ 0.08, 34.28 ]


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 3/21 4/20 0.2 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 13/34 12/25 1.2 % 0.80 [ 0.44, 1.44 ]


Chuntrasakul 1996 1/21 3/17 0.1 % 0.27 [ 0.03, 2.37 ]


De Sousa 2012 0/20 2/17 0.0 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 0.6 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 9.5 % 0.95 [ 0.80, 1.12 ]


Dennis 2006 182/429 207/429 10.8 % 0.88 [ 0.76, 1.02 ]


Doglietto 1990 2/13 3/9 0.2 % 0.46 [ 0.10, 2.23 ]


Doglietto 1996 56/338 61/340 3.4 % 0.92 [ 0.66, 1.28 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Duncan 2006 24/150 38/159 1.9 % 0.67 [ 0.42, 1.06 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 17/80 10/81 0.8 % 1.72 [ 0.84, 3.53 ]


Eyer 1993 2/19 2/19 0.1 % 1.00 [ 0.16, 6.38 ]


Fan 1989 7/20 6/20 0.5 % 1.17 [ 0.48, 2.86 ]


Fan 1994 5/64 9/60 0.4 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


Gariballa 1998 2/20 7/20 0.2 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 1.4 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.1 % 1.05 [ 0.16, 7.10 ]


Ha 2010 12/58 10/66 0.7 % 1.37 [ 0.64, 2.92 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Heidegger 2013 20/153 28/152 1.4 % 0.71 [ 0.42, 1.20 ]


Hendry 2010 0/30 2/38 0.0 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.0 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 1.0 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 1.9 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.0 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Holter 1977 4/30 5/26 0.3 % 0.69 [ 0.21, 2.31 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jauch 1995a 2/17 2/5 0.1 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.1 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Johansen 2004 24/108 17/104 1.3 % 1.36 [ 0.78, 2.38 ]


Kaur 2005 6/50 12/50 0.5 % 0.50 [ 0.20, 1.23 ]


Kearns 1992 5/16 4/15 0.3 % 1.17 [ 0.39, 3.56 ]


Keele 1997 2/43 1/43 0.1 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 2.3 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 5/12 2/10 0.2 % 2.08 [ 0.51, 8.52 ]


Lidder 2013a 2/32 6/30 0.2 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 0.2 % 0.29 [ 0.07, 1.24 ]


Liu 1996b 1/16 2/18 0.1 % 0.56 [ 0.06, 5.63 ]


Ljunggren 2012 0/19 0/20 Not estimable


Lough 1990 4/14 7/15 0.4 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.3 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 27/98 31/97 2.1 % 0.86 [ 0.56, 1.33 ]


Maude 2011 8/27 7/29 0.6 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.0 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 14/23 16/25 2.0 % 0.95 [ 0.61, 1.48 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 30/68 35/68 3.0 % 0.86 [ 0.60, 1.22 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Müller 1982a 11/66 9/29 0.7 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 1.0 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 10/20 9/20 1.0 % 1.11 [ 0.58, 2.14 ]


Neuvonen 1984 0/9 1/10 0.0 % 0.37 [ 0.02, 8.01 ]


Nguyen 2012 4/14 4/14 0.3 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.0 % 0.33 [ 0.01, 7.72 ]


Peck 2004 4/14 5/13 0.4 % 0.74 [ 0.25, 2.18 ]


Popp 1981 7/21 6/21 0.5 % 1.17 [ 0.47, 2.89 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Potter 2001 21/183 33/193 1.6 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 1/30 7/30 0.1 % 0.14 [ 0.02, 1.09 ]


Pupelis 2001 2/11 5/18 0.2 % 0.65 [ 0.15, 2.81 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Reissman 1995 0/80 1/81 0.0 % 0.34 [ 0.01, 8.16 ]


Rimbau 1989 1/10 2/10 0.1 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 12/40 10/40 0.8 % 1.20 [ 0.59, 2.45 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 0.2 % 2.92 [ 0.71, 12.00 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Schroeder 1991 1/16 1/16 0.1 % 1.00 [ 0.07, 14.64 ]


Simon 1988 4/15 3/17 0.2 % 1.51 [ 0.40, 5.69 ]


Singh 1998 4/21 4/22 0.3 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 3/17 6/17 0.3 % 0.50 [ 0.15, 1.68 ]


Song 1993 0/12 2/13 0.0 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 1/11 1/15 0.1 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 3/9 0.1 % 0.14 [ 0.01, 2.42 ]


Starke 2011 9/66 6/66 0.4 % 1.50 [ 0.57, 3.98 ]


Stein 2002 12/40 10/40 0.8 % 1.20 [ 0.59, 2.45 ]


Sullivan 1998 2/8 5/10 0.2 % 0.50 [ 0.13, 1.93 ]


Sullivan 2004 4/27 6/30 0.3 % 0.74 [ 0.23, 2.35 ]


Thompson 1981 2/12 1/9 0.1 % 1.50 [ 0.16, 14.08 ]


Tong 2006a 0/45 2/18 0.0 % 0.08 [ 0.00, 1.64 ]


Tong 2006b 0/45 2/18 0.0 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 27/30 31/35 9.3 % 1.02 [ 0.86, 1.20 ]


Vicic 2013 5/52 10/49 0.4 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 0.7 % 0.85 [ 0.40, 1.81 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.1 % 0.38 [ 0.05, 3.26 ]


Williams 1985 9/21 7/22 0.7 % 1.35 [ 0.61, 2.96 ]


Williford 1991 54/192 57/203 3.6 % 1.00 [ 0.73, 1.37 ]


Woolfson 1989 8/62 8/60 0.5 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 6/215 8/108 0.4 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 0.5 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.2 % 0.67 [ 0.13, 3.47 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 1/18 5/16 0.1 % 0.18 [ 0.02, 1.37 ]


Zhang 2013 2/50 5/50 0.2 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 1/15 0.0 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable


Zheng 2015 5/75 13/71 0.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 0.4 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.3 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 0.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 11740 11270 98.3 % 0.90 [ 0.84, 0.97 ]


Total events: 1559 (Experimental), 1721 (Control)


Heterogeneity: Tau2 = 0.01; Chi2 = 135.62, df = 128 (P = 0.31); I2 =6%


Test for overall effect: Z = 2.89 (P = 0.0038)


Total (95% CI) 11940 11473 100.0 % 0.91 [ 0.85, 0.97 ]


Total events: 1580 (Experimental), 1743 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 137.11, df = 132 (P = 0.36); I2 =4%


Test for overall effect: Z = 2.88 (P = 0.0040)


Test for subgroup differences: Chi2 = 0.59, df = 2 (P = 0.74), I2 =0.0%
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Analysis 4.9. Comparison 4 Serious adverse event maximum follow-up, Outcome 9 Serious adverse events -


participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 4 Serious adverse event maximum follow-up


Outcome: 9 Serious adverse events - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Biomarkers


Chen 1995a 0/8 1/8 0.0 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.0 % 1.64 [ 0.08, 34.28 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.0 % 0.33 [ 0.01, 7.78 ]


Liu 1996b 1/16 2/18 0.1 % 0.56 [ 0.06, 5.63 ]


Luo 2012 3/30 7/30 0.3 % 0.43 [ 0.12, 1.50 ]


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Song 1993 0/12 2/13 0.0 % 0.22 [ 0.01, 4.08 ]


Subtotal (95% CI) 396 399 0.6 % 0.37 [ 0.16, 0.85 ]


Total events: 5 (Experimental), 21 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.52, df = 7 (P = 0.93); I2 =0.0%


Test for overall effect: Z = 2.36 (P = 0.018)


2 Anthropometric measures


Abel 1976 4/20 3/24 0.2 % 1.60 [ 0.40, 6.32 ]


Bastow 1983a 5/39 4/35 0.3 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.2 % 0.37 [ 0.08, 1.71 ]


F rli 2001 0/18 1/19 0.0 % 0.35 [ 0.02, 8.09 ]


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Potter 2001 21/183 33/193 1.6 % 0.67 [ 0.40, 1.12 ]


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


786Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Smith 1988 3/17 6/17 0.3 % 0.50 [ 0.15, 1.68 ]


Vlaming 2001 12/275 14/274 0.7 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 683 719 3.6 % 0.76 [ 0.54, 1.08 ]


Total events: 52 (Experimental), 73 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 6.12, df = 10 (P = 0.80); I2 =0.0%


Test for overall effect: Z = 1.54 (P = 0.12)


3 Both


Jimenez 1995a 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Subtotal (95% CI) 60 15 0.2 % 0.66 [ 0.14, 3.07 ]


Total events: 4 (Experimental), 1 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.12, df = 2 (P = 0.94); I2 =0.0%


Test for overall effect: Z = 0.54 (P = 0.59)


4 Characterised by other means


Abalan 1992 0/15 0/14 Not estimable


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Anbar 2014 0/22 2/28 0.0 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 2.2 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.3 % 0.76 [ 0.24, 2.43 ]


Barlow 2011 3/64 7/57 0.2 % 0.38 [ 0.10, 1.41 ]


Bauer 2000 24/60 24/60 2.0 % 1.00 [ 0.65, 1.55 ]


Beier-Holgersen 1999 6/30 7/30 0.5 % 0.86 [ 0.33, 2.25 ]


Bellantone 1988 1/54 10/46 0.1 % 0.09 [ 0.01, 0.64 ]


Bokhorst-de 2000 7/15 9/17 0.8 % 0.88 [ 0.44, 1.78 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 6/68 5/73 0.3 % 1.29 [ 0.41, 4.03 ]


Brennan 1994 27/60 13/57 1.3 % 1.97 [ 1.13, 3.43 ]


Bunout 1989 2/17 5/19 0.2 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.0 % 0.33 [ 0.01, 7.55 ]


Casaer 2011 255/2312 257/2328 9.6 % 1.00 [ 0.85, 1.18 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 3/21 4/20 0.2 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 13/34 12/25 1.2 % 0.80 [ 0.44, 1.44 ]


Chuntrasakul 1996 1/21 3/17 0.1 % 0.27 [ 0.03, 2.37 ]


De Sousa 2012 0/20 2/17 0.0 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 0.6 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 9.5 % 0.95 [ 0.80, 1.12 ]


Dennis 2006 182/429 207/429 10.8 % 0.88 [ 0.76, 1.02 ]


Doglietto 1990 2/13 3/9 0.2 % 0.46 [ 0.10, 2.23 ]


Doglietto 1996 56/338 61/340 3.4 % 0.92 [ 0.66, 1.28 ]


Duncan 2006 24/150 38/159 1.9 % 0.67 [ 0.42, 1.06 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 17/80 10/81 0.8 % 1.72 [ 0.84, 3.53 ]


Eyer 1993 2/19 2/19 0.1 % 1.00 [ 0.16, 6.38 ]


Fan 1989 7/20 6/20 0.5 % 1.17 [ 0.48, 2.86 ]


Fan 1994 5/64 9/60 0.4 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


Gariballa 1998 2/20 7/20 0.2 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 1.4 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.1 % 1.05 [ 0.16, 7.10 ]


Ha 2010 12/58 10/66 0.7 % 1.37 [ 0.64, 2.92 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Heidegger 2013 20/153 28/152 1.4 % 0.71 [ 0.42, 1.20 ]


Hendry 2010 0/30 2/38 0.0 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.0 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 1.0 % 1.15 [ 0.61, 2.19 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Hickson 2004 31/292 35/300 1.9 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.0 % 0.22 [ 0.01, 4.29 ]


Holter 1977 4/30 5/26 0.3 % 0.69 [ 0.21, 2.31 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jauch 1995a 2/17 2/5 0.1 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.1 % 0.59 [ 0.07, 5.22 ]


Johansen 2004 24/108 17/104 1.3 % 1.36 [ 0.78, 2.38 ]


Kaur 2005 6/50 12/50 0.5 % 0.50 [ 0.20, 1.23 ]


Kearns 1992 5/16 4/15 0.3 % 1.17 [ 0.39, 3.56 ]


Keele 1997 2/43 1/43 0.1 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 2.3 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 5/12 2/10 0.2 % 2.08 [ 0.51, 8.52 ]


Lidder 2013a 2/32 6/30 0.2 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 0.2 % 0.29 [ 0.07, 1.24 ]


Ljunggren 2012 0/19 0/20 Not estimable


Lough 1990 4/14 7/15 0.4 % 0.61 [ 0.23, 1.65 ]


Malhotra 2004 27/98 31/97 2.1 % 0.86 [ 0.56, 1.33 ]


Maude 2011 8/27 7/29 0.6 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.0 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 14/23 16/25 2.0 % 0.95 [ 0.61, 1.48 ]


Moreno 2016 30/68 35/68 3.0 % 0.86 [ 0.60, 1.22 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Müller 1982a 11/66 9/29 0.7 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 1.0 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 10/20 9/20 1.0 % 1.11 [ 0.58, 2.14 ]


Neelemaat 2012 14/105 11/105 0.8 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 1/10 0.0 % 0.37 [ 0.02, 8.01 ]


Nguyen 2012 4/14 4/14 0.3 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.0 % 0.33 [ 0.01, 7.72 ]


Peck 2004 4/14 5/13 0.4 % 0.74 [ 0.25, 2.18 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Popp 1981 7/21 6/21 0.5 % 1.17 [ 0.47, 2.89 ]


Pupelis 2000 1/30 7/30 0.1 % 0.14 [ 0.02, 1.09 ]


Pupelis 2001 2/11 5/18 0.2 % 0.65 [ 0.15, 2.81 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 1/81 0.0 % 0.34 [ 0.01, 8.16 ]


Rimbau 1989 1/10 2/10 0.1 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 12/40 10/40 0.8 % 1.20 [ 0.59, 2.45 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 0.2 % 2.92 [ 0.71, 12.00 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Schroeder 1991 1/16 1/16 0.1 % 1.00 [ 0.07, 14.64 ]


Simon 1988 4/15 3/17 0.2 % 1.51 [ 0.40, 5.69 ]


Singh 1998 4/21 4/22 0.3 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 1/11 1/15 0.1 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 3/9 0.1 % 0.14 [ 0.01, 2.42 ]


Starke 2011 9/66 6/66 0.4 % 1.50 [ 0.57, 3.98 ]


Stein 2002 12/40 10/40 0.8 % 1.20 [ 0.59, 2.45 ]


Sullivan 1998 2/8 5/10 0.2 % 0.50 [ 0.13, 1.93 ]


Sullivan 2004 4/27 6/30 0.3 % 0.74 [ 0.23, 2.35 ]


Thompson 1981 2/12 1/9 0.1 % 1.50 [ 0.16, 14.08 ]


Tong 2006a 0/45 2/18 0.0 % 0.08 [ 0.00, 1.64 ]


Tong 2006b 0/45 2/18 0.0 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 27/30 31/35 9.3 % 1.02 [ 0.86, 1.20 ]


Vicic 2013 5/52 10/49 0.4 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.1 % 0.38 [ 0.05, 3.26 ]


Williams 1985 9/21 7/22 0.7 % 1.35 [ 0.61, 2.96 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Williford 1991 54/192 57/203 3.6 % 1.00 [ 0.73, 1.37 ]


Woolfson 1989 8/62 8/60 0.5 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 6/215 8/108 0.4 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 0.5 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.2 % 0.67 [ 0.13, 3.47 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 1/18 5/16 0.1 % 0.18 [ 0.02, 1.37 ]


Zhang 2013 2/50 5/50 0.2 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 1/15 0.0 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable


Zheng 2015 5/75 13/71 0.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 0.4 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.3 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 0.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 10801 10340 95.6 % 0.91 [ 0.85, 0.98 ]


Total events: 1519 (Experimental), 1648 (Control)


Heterogeneity: Tau2 = 0.01; Chi2 = 122.08, df = 110 (P = 0.20); I2 =10%


Test for overall effect: Z = 2.41 (P = 0.016)


Total (95% CI) 11940 11473 100.0 % 0.91 [ 0.85, 0.97 ]


Total events: 1580 (Experimental), 1743 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 137.11, df = 132 (P = 0.36); I2 =4%


Test for overall effect: Z = 2.88 (P = 0.0040)


Test for subgroup differences: Chi2 = 5.60, df = 3 (P = 0.13), I2 =46%
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Analysis 4.10. Comparison 4 Serious adverse event maximum follow-up, Outcome 10 Serious adverse


events - randomisation year.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 4 Serious adverse event maximum follow-up


Outcome: 10 Serious adverse events - randomisation year


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Before 1960


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 1960 to 1979


Abel 1976 4/20 3/24 0.2 % 1.60 [ 0.40, 6.32 ]


Banerjee 1978 4/28 6/32 0.3 % 0.76 [ 0.24, 2.43 ]


Holter 1977 4/30 5/26 0.3 % 0.69 [ 0.21, 2.31 ]


Samuels 1981 7/18 2/15 0.2 % 2.92 [ 0.71, 12.00 ]


Sonnenfeld 1978 1/11 1/15 0.1 % 1.36 [ 0.10, 19.50 ]


Thompson 1981 2/12 1/9 0.1 % 1.50 [ 0.16, 14.08 ]


Subtotal (95% CI) 119 121 1.2 % 1.18 [ 0.65, 2.14 ]


Total events: 22 (Experimental), 18 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 3.12, df = 5 (P = 0.68); I2 =0.0%


Test for overall effect: Z = 0.53 (P = 0.59)


3 1980 to 1999


Abalan 1992 0/15 0/14 Not estimable


Bastow 1983a 5/39 4/35 0.3 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.2 % 0.37 [ 0.08, 1.71 ]


Bauer 2000 24/60 24/60 2.0 % 1.00 [ 0.65, 1.55 ]


Beier-Holgersen 1999 6/30 7/30 0.5 % 0.86 [ 0.33, 2.25 ]


Bellantone 1988 1/54 10/46 0.1 % 0.09 [ 0.01, 0.64 ]


Bokhorst-de 2000 7/15 9/17 0.8 % 0.88 [ 0.44, 1.78 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 27/60 13/57 1.3 % 1.97 [ 1.13, 3.43 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Bunout 1989 2/17 5/19 0.2 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.0 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.0 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.0 % 1.64 [ 0.08, 34.28 ]


Choudhry 1996 3/21 4/20 0.2 % 0.71 [ 0.18, 2.80 ]


Chuntrasakul 1996 1/21 3/17 0.1 % 0.27 [ 0.03, 2.37 ]


Delmi 1990 6/25 10/27 0.6 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 9.5 % 0.95 [ 0.80, 1.12 ]


Dennis 2006 182/429 207/429 10.8 % 0.88 [ 0.76, 1.02 ]


Doglietto 1990 2/13 3/9 0.2 % 0.46 [ 0.10, 2.23 ]


Doglietto 1996 56/338 61/340 3.4 % 0.92 [ 0.66, 1.28 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Espaulella 2000 17/80 10/81 0.8 % 1.72 [ 0.84, 3.53 ]


Eyer 1993 2/19 2/19 0.1 % 1.00 [ 0.16, 6.38 ]


Fan 1989 7/20 6/20 0.5 % 1.17 [ 0.48, 2.86 ]


Fan 1994 5/64 9/60 0.4 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.0 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 7/20 0.2 % 0.29 [ 0.07, 1.21 ]


Gazzotti 2003 2/39 2/41 0.1 % 1.05 [ 0.16, 7.10 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Herndon 1987 8/13 8/15 1.0 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Houwing 2003 0/51 0/52 Not estimable


Jauch 1995a 2/17 2/5 0.1 % 0.29 [ 0.05, 1.59 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Jauch 1995b 2/17 1/5 0.1 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.0 % 0.33 [ 0.01, 7.78 ]


Kearns 1992 5/16 4/15 0.3 % 1.17 [ 0.39, 3.56 ]


Keele 1997 2/43 1/43 0.1 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 2.3 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 5/12 2/10 0.2 % 2.08 [ 0.51, 8.52 ]


Liu 1996b 1/16 2/18 0.1 % 0.56 [ 0.06, 5.63 ]


Lough 1990 4/14 7/15 0.4 % 0.61 [ 0.23, 1.65 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


McCarter 1998 0/57 1/55 0.0 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 14/23 16/25 2.0 % 0.95 [ 0.61, 1.48 ]


Müller 1982a 11/66 9/29 0.7 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 1.0 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 10/20 9/20 1.0 % 1.11 [ 0.58, 2.14 ]


Neuvonen 1984 0/9 1/10 0.0 % 0.37 [ 0.02, 8.01 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Popp 1981 7/21 6/21 0.5 % 1.17 [ 0.47, 2.89 ]


Potter 2001 21/183 33/193 1.6 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 1/30 7/30 0.1 % 0.14 [ 0.02, 1.09 ]


Pupelis 2001 2/11 5/18 0.2 % 0.65 [ 0.15, 2.81 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Reissman 1995 0/80 1/81 0.0 % 0.34 [ 0.01, 8.16 ]


Rimbau 1989 1/10 2/10 0.1 % 0.50 [ 0.05, 4.67 ]


Sabin 1998 12/40 10/40 0.8 % 1.20 [ 0.59, 2.45 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Schroeder 1991 1/16 1/16 0.1 % 1.00 [ 0.07, 14.64 ]


Simon 1988 4/15 3/17 0.2 % 1.51 [ 0.40, 5.69 ]


Singh 1998 4/21 4/22 0.3 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 3/17 6/17 0.3 % 0.50 [ 0.15, 1.68 ]


Song 1993 0/12 2/13 0.0 % 0.22 [ 0.01, 4.08 ]


Sullivan 1998 2/8 5/10 0.2 % 0.50 [ 0.13, 1.93 ]


Valdivieso 1987 27/30 31/35 9.3 % 1.02 [ 0.86, 1.20 ]


Vlaming 2001 12/275 14/274 0.7 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.1 % 0.38 [ 0.05, 3.26 ]


Williams 1985 9/21 7/22 0.7 % 1.35 [ 0.61, 2.96 ]


Williford 1991 54/192 57/203 3.6 % 1.00 [ 0.73, 1.37 ]


Woolfson 1989 8/62 8/60 0.5 % 0.97 [ 0.39, 2.41 ]


Xu 1998a 2/16 3/16 0.2 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.1 % 0.18 [ 0.02, 1.37 ]


Zheng 2001a 0/65 1/15 0.0 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 6167 5961 62.8 % 0.92 [ 0.86, 0.99 ]


Total events: 914 (Experimental), 1027 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 70.49, df = 79 (P = 0.74); I2 =0.0%


Test for overall effect: Z = 2.32 (P = 0.021)


4 After 1999


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Anbar 2014 0/22 2/28 0.0 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 2.2 % 1.51 [ 0.99, 2.31 ]


Barlow 2011 3/64 7/57 0.2 % 0.38 [ 0.10, 1.41 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 6/68 5/73 0.3 % 1.29 [ 0.41, 4.03 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Casaer 2011 255/2312 257/2328 9.6 % 1.00 [ 0.85, 1.18 ]


Chen 2006 0/21 0/20 Not estimable


Chourdakis 2012 13/34 12/25 1.2 % 0.80 [ 0.44, 1.44 ]


De Sousa 2012 0/20 2/17 0.0 % 0.17 [ 0.01, 3.34 ]


Duncan 2006 24/150 38/159 1.9 % 0.67 [ 0.42, 1.06 ]


Eneroth 2005 0/40 0/40 Not estimable


Gariballa 2006 32/223 19/222 1.4 % 1.68 [ 0.98, 2.87 ]


Ha 2010 12/58 10/66 0.7 % 1.37 [ 0.64, 2.92 ]


Heidegger 2013 20/153 28/152 1.4 % 0.71 [ 0.42, 1.20 ]


Hendry 2010 0/30 2/38 0.0 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.0 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Hickson 2004 31/292 35/300 1.9 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.0 % 0.22 [ 0.01, 4.29 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Johansen 2004 24/108 17/104 1.3 % 1.36 [ 0.78, 2.38 ]


Kaur 2005 6/50 12/50 0.5 % 0.50 [ 0.20, 1.23 ]


Lidder 2013a 2/32 6/30 0.2 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 0.2 % 0.29 [ 0.07, 1.24 ]


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 0.3 % 0.43 [ 0.12, 1.50 ]


Malhotra 2004 27/98 31/97 2.1 % 0.86 [ 0.56, 1.33 ]


Maude 2011 8/27 7/29 0.6 % 1.23 [ 0.52, 2.93 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 30/68 35/68 3.0 % 0.86 [ 0.60, 1.22 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Neelemaat 2012 14/105 11/105 0.8 % 1.27 [ 0.61, 2.67 ]


Nguyen 2012 4/14 4/14 0.3 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.0 % 0.33 [ 0.01, 7.72 ]


Peck 2004 4/14 5/13 0.4 % 0.74 [ 0.25, 2.18 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Soop 2004 0/9 3/9 0.1 % 0.14 [ 0.01, 2.42 ]


Starke 2011 9/66 6/66 0.4 % 1.50 [ 0.57, 3.98 ]


Stein 2002 12/40 10/40 0.8 % 1.20 [ 0.59, 2.45 ]


Sullivan 2004 4/27 6/30 0.3 % 0.74 [ 0.23, 2.35 ]


Tong 2006a 0/45 2/18 0.0 % 0.08 [ 0.00, 1.64 ]


Tong 2006b 0/45 2/18 0.0 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 0.4 % 0.47 [ 0.17, 1.28 ]


Wu 2007a 6/215 8/108 0.4 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 0.5 % 0.72 [ 0.28, 1.83 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 2/50 5/50 0.2 % 0.40 [ 0.08, 1.97 ]


Zheng 2015 5/75 13/71 0.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 0.4 % 0.33 [ 0.11, 0.98 ]


Zhu 2012a 3/33 6/16 0.3 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 0.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 5654 5391 36.0 % 0.83 [ 0.72, 0.97 ]


Total events: 644 (Experimental), 698 (Control)


Heterogeneity: Tau2 = 0.05; Chi2 = 63.12, df = 46 (P = 0.05); I2 =27%


Test for overall effect: Z = 2.42 (P = 0.016)


Total (95% CI) 11940 11473 100.0 % 0.91 [ 0.85, 0.97 ]


Total events: 1580 (Experimental), 1743 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 137.11, df = 132 (P = 0.36); I2 =4%


Test for overall effect: Z = 2.88 (P = 0.0040)


Test for subgroup differences: Chi2 = 2.16, df = 2 (P = 0.34), I2 =7%
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Analysis 4.11. Comparison 4 Serious adverse event maximum follow-up, Outcome 11 Serious adverse


events - trials where the intervention lasts fewer than three days compared with trials where the intervention


lasts three days or more.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 4 Serious adverse event maximum follow-up


Outcome: 11 Serious adverse events - trials where the intervention lasts fewer than three days compared with trials where the intervention lasts three days or more


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Three days or more


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.2 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Arias 2008 46/262 31/267 2.2 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.3 % 0.76 [ 0.24, 2.43 ]


Barlow 2011 3/64 7/57 0.2 % 0.38 [ 0.10, 1.41 ]


Bastow 1983a 5/39 4/35 0.3 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.2 % 0.37 [ 0.08, 1.71 ]


Bauer 2000 24/60 24/60 2.0 % 1.00 [ 0.65, 1.55 ]


Beier-Holgersen 1999 6/30 7/30 0.5 % 0.86 [ 0.33, 2.25 ]


Bellantone 1988 1/54 10/46 0.1 % 0.09 [ 0.01, 0.64 ]


Bokhorst-de 2000 7/15 9/17 0.8 % 0.88 [ 0.44, 1.78 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 6/68 5/73 0.3 % 1.29 [ 0.41, 4.03 ]


Brennan 1994 27/60 13/57 1.3 % 1.97 [ 1.13, 3.43 ]


Bunout 1989 2/17 5/19 0.2 % 0.45 [ 0.10, 2.01 ]


Carr 1996 0/14 1/14 0.0 % 0.33 [ 0.01, 7.55 ]


Casaer 2011 255/2312 257/2328 9.6 % 1.00 [ 0.85, 1.18 ]


Chen 1995a 0/8 1/8 0.0 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.0 % 1.64 [ 0.08, 34.28 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Chen 2006 0/21 0/20 Not estimable


Chuntrasakul 1996 1/21 3/17 0.1 % 0.27 [ 0.03, 2.37 ]


De Sousa 2012 0/20 2/17 0.0 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 0.6 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 9.5 % 0.95 [ 0.80, 1.12 ]


Dennis 2006 182/429 207/429 10.8 % 0.88 [ 0.76, 1.02 ]


Doglietto 1990 2/13 3/9 0.2 % 0.46 [ 0.10, 2.23 ]


Doglietto 1996 56/338 61/340 3.4 % 0.92 [ 0.66, 1.28 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Duncan 2006 24/150 38/159 1.9 % 0.67 [ 0.42, 1.06 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 17/80 10/81 0.8 % 1.72 [ 0.84, 3.53 ]


Fan 1989 7/20 6/20 0.5 % 1.17 [ 0.48, 2.86 ]


Fan 1994 5/64 9/60 0.4 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.1 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.0 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 7/20 0.2 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 1.4 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.1 % 1.05 [ 0.16, 7.10 ]


Ha 2010 12/58 10/66 0.7 % 1.37 [ 0.64, 2.92 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Heidegger 2013 20/153 28/152 1.4 % 0.71 [ 0.42, 1.20 ]


Hendry 2010 0/30 2/38 0.0 % 0.25 [ 0.01, 5.05 ]


Herndon 1987 8/13 8/15 1.0 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 1.9 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.0 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Holter 1977 4/30 5/26 0.3 % 0.69 [ 0.21, 2.31 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jauch 1995a 2/17 2/5 0.1 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.1 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.0 % 0.33 [ 0.01, 7.78 ]


Johansen 2004 24/108 17/104 1.3 % 1.36 [ 0.78, 2.38 ]


Kaur 2005 6/50 12/50 0.5 % 0.50 [ 0.20, 1.23 ]


Kearns 1992 5/16 4/15 0.3 % 1.17 [ 0.39, 3.56 ]


Keele 1997 2/43 1/43 0.1 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 2.3 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 5/12 2/10 0.2 % 2.08 [ 0.51, 8.52 ]


Lidder 2013a 2/32 6/30 0.2 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 0.2 % 0.29 [ 0.07, 1.24 ]


Liu 1996b 1/16 2/18 0.1 % 0.56 [ 0.06, 5.63 ]


Lough 1990 4/14 7/15 0.4 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.3 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 27/98 31/97 2.1 % 0.86 [ 0.56, 1.33 ]


Mezey 1991 14/23 16/25 2.0 % 0.95 [ 0.61, 1.48 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 30/68 35/68 3.0 % 0.86 [ 0.60, 1.22 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Müller 1982a 11/66 9/29 0.7 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 1.0 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 10/20 9/20 1.0 % 1.11 [ 0.58, 2.14 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Neelemaat 2012 14/105 11/105 0.8 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 1/10 0.0 % 0.37 [ 0.02, 8.01 ]


Nguyen 2012 4/14 4/14 0.3 % 1.00 [ 0.31, 3.23 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 1/20 0.0 % 0.33 [ 0.01, 7.72 ]


Peck 2004 4/14 5/13 0.4 % 0.74 [ 0.25, 2.18 ]


Popp 1981 7/21 6/21 0.5 % 1.17 [ 0.47, 2.89 ]


Potter 2001 21/183 33/193 1.6 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 1/30 7/30 0.1 % 0.14 [ 0.02, 1.09 ]


Pupelis 2001 2/11 5/18 0.2 % 0.65 [ 0.15, 2.81 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Reissman 1995 0/80 1/81 0.0 % 0.34 [ 0.01, 8.16 ]


Rimbau 1989 1/10 2/10 0.1 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 0.2 % 2.92 [ 0.71, 12.00 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Schroeder 1991 1/16 1/16 0.1 % 1.00 [ 0.07, 14.64 ]


Simon 1988 4/15 3/17 0.2 % 1.51 [ 0.40, 5.69 ]


Singh 1998 4/21 4/22 0.3 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 3/17 6/17 0.3 % 0.50 [ 0.15, 1.68 ]


Song 1993 0/12 2/13 0.0 % 0.22 [ 0.01, 4.08 ]


Soop 2004 0/9 3/9 0.1 % 0.14 [ 0.01, 2.42 ]


Starke 2011 9/66 6/66 0.4 % 1.50 [ 0.57, 3.98 ]


Sullivan 1998 2/8 5/10 0.2 % 0.50 [ 0.13, 1.93 ]


Sullivan 2004 4/27 6/30 0.3 % 0.74 [ 0.23, 2.35 ]


Thompson 1981 2/12 1/9 0.1 % 1.50 [ 0.16, 14.08 ]


Tong 2006a 0/45 2/18 0.0 % 0.08 [ 0.00, 1.64 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Tong 2006b 0/45 2/18 0.0 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 27/30 31/35 9.3 % 1.02 [ 0.86, 1.20 ]


Vicic 2013 5/52 10/49 0.4 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 0.7 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.1 % 0.38 [ 0.05, 3.26 ]


Williams 1985 9/21 7/22 0.7 % 1.35 [ 0.61, 2.96 ]


Williford 1991 54/192 57/203 3.6 % 1.00 [ 0.73, 1.37 ]


Woolfson 1989 8/62 8/60 0.5 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 6/215 8/108 0.4 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 0.5 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.2 % 0.67 [ 0.13, 3.47 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 1/18 5/16 0.1 % 0.18 [ 0.02, 1.37 ]


Zhang 2013 2/50 5/50 0.2 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 1/15 0.0 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable


Zheng 2015 5/75 13/71 0.4 % 0.36 [ 0.14, 0.97 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/16 0.3 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 0.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 11543 11094 95.7 % 0.90 [ 0.84, 0.97 ]


Total events: 1525 (Experimental), 1681 (Control)


Heterogeneity: Tau2 = 0.01; Chi2 = 129.41, df = 121 (P = 0.28); I2 =7%


Test for overall effect: Z = 2.78 (P = 0.0055)


2 Less than three days


Choudhry 1996 3/21 4/20 0.2 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 13/34 12/25 1.2 % 0.80 [ 0.44, 1.44 ]


Eyer 1993 2/19 2/19 0.1 % 1.00 [ 0.16, 6.38 ]


Henriksen 2003a 0/16 1/8 0.0 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Ljunggren 2012 0/19 0/20 Not estimable


Maude 2011 8/27 7/29 0.6 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.0 % 0.32 [ 0.01, 7.74 ]


Sabin 1998 12/40 10/40 0.8 % 1.20 [ 0.59, 2.45 ]


Sonnenfeld 1978 1/11 1/15 0.1 % 1.36 [ 0.10, 19.50 ]


Stein 2002 12/40 10/40 0.8 % 1.20 [ 0.59, 2.45 ]


Zhong 2014 4/60 12/60 0.4 % 0.33 [ 0.11, 0.98 ]


Subtotal (95% CI) 360 339 4.2 % 0.90 [ 0.66, 1.23 ]


Total events: 55 (Experimental), 60 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 6.95, df = 9 (P = 0.64); I2 =0.0%


Test for overall effect: Z = 0.65 (P = 0.52)


3 Unknown


Anbar 2014 0/22 2/28 0.0 % 0.25 [ 0.01, 5.00 ]


Capell 1990 0/15 0/12 Not estimable


Subtotal (95% CI) 37 40 0.0 % 0.25 [ 0.01, 5.00 ]


Total events: 0 (Experimental), 2 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.90 (P = 0.37)


Total (95% CI) 11940 11473 100.0 % 0.91 [ 0.85, 0.97 ]


Total events: 1580 (Experimental), 1743 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 137.11, df = 132 (P = 0.36); I2 =4%


Test for overall effect: Z = 2.88 (P = 0.0040)


Test for subgroup differences: Chi2 = 0.70, df = 2 (P = 0.70), I2 =0.0%
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Analysis 4.12. Comparison 4 Serious adverse event maximum follow-up, Outcome 12 Serious adverse


events - ’best-worst case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 4 Serious adverse event maximum follow-up


Outcome: 12 Serious adverse events - ’best-worst case’ scenario


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.4 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/10 2/10 0.2 % 0.50 [ 0.05, 4.67 ]


Anbar 2014 0/23 2/28 0.1 % 0.24 [ 0.01, 4.80 ]


Arias 2008 46/333 98/334 2.5 % 0.47 [ 0.34, 0.65 ]


Banerjee 1978 4/31 6/32 0.6 % 0.69 [ 0.21, 2.21 ]


Banerjee 1978 4/31 6/32 0.6 % 0.69 [ 0.21, 2.21 ]


Barlow 2011 3/64 7/57 0.5 % 0.38 [ 0.10, 1.41 ]


Bastow 1983a 5/39 4/35 0.5 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.4 % 0.37 [ 0.08, 1.71 ]


Bauer 2000 24/60 24/60 2.0 % 1.00 [ 0.65, 1.55 ]


Beier-Holgersen 1999 6/30 7/30 0.8 % 0.86 [ 0.33, 2.25 ]


Bellantone 1988 1/54 10/46 0.2 % 0.09 [ 0.01, 0.64 ]


Bokhorst-de 2000 7/15 9/17 1.2 % 0.88 [ 0.44, 1.78 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/30 14/30 0.1 % 0.03 [ 0.00, 0.55 ]


Breedveld-Peters 6/73 11/79 0.8 % 0.59 [ 0.23, 1.51 ]


Brennan 1994 27/60 13/57 1.6 % 1.97 [ 1.13, 3.43 ]


Bunout 1989 2/17 5/19 0.4 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/15 2/15 0.1 % 0.20 [ 0.01, 3.85 ]


Carr 1996 0/15 2/15 0.1 % 0.20 [ 0.01, 3.85 ]


Casaer 2011 255/2312 257/2328 3.1 % 1.00 [ 0.85, 1.18 ]


Chen 1995a 0/8 1/8 0.1 % 0.33 [ 0.02, 7.14 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.1 % 1.64 [ 0.08, 34.28 ]


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 3/21 4/20 0.5 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 13/34 12/25 1.5 % 0.80 [ 0.44, 1.44 ]


Chuntrasakul 1996 1/21 3/17 0.2 % 0.27 [ 0.03, 2.37 ]


De Sousa 2012 0/20 2/17 0.1 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/27 15/32 1.1 % 0.47 [ 0.21, 1.05 ]


Dennis 2005 241/2016 260/2007 3.1 % 0.92 [ 0.78, 1.09 ]


Dennis 2006 182/429 207/430 3.1 % 0.88 [ 0.76, 1.02 ]


Doglietto 1990 2/13 10/16 0.5 % 0.25 [ 0.07, 0.93 ]


Doglietto 1996 56/338 61/340 2.4 % 0.92 [ 0.66, 1.28 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Duncan 2006 24/153 44/165 2.0 % 0.59 [ 0.38, 0.92 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 17/85 15/86 1.4 % 1.15 [ 0.61, 2.14 ]


Eyer 1993 2/26 9/26 0.4 % 0.22 [ 0.05, 0.93 ]


Fan 1989 5/75 24/75 0.9 % 0.21 [ 0.08, 0.52 ]


Fan 1994 7/20 6/20 0.9 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.2 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.2 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/20 4/22 0.1 % 0.12 [ 0.01, 2.13 ]


Gariballa 1998 2/21 8/21 0.4 % 0.25 [ 0.06, 1.04 ]


Gariballa 2006 32/223 19/222 1.7 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.2 % 1.05 [ 0.16, 7.10 ]


Ha 2010 12/84 30/86 1.5 % 0.41 [ 0.23, 0.74 ]


Hartgrink 1998 7/70 17/70 1.0 % 0.41 [ 0.18, 0.93 ]


Heidegger 2013 20/153 28/152 1.7 % 0.71 [ 0.42, 1.20 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Hendry 2010 0/38 2/38 0.1 % 0.20 [ 0.01, 4.03 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 1.4 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 2.0 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/51 13/51 0.1 % 0.04 [ 0.00, 0.61 ]


Holter 1977 4/30 5/26 0.6 % 0.69 [ 0.21, 2.31 ]


Holyday 2012 4/71 1/72 0.2 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jauch 1995a 2/17 2/5 0.3 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.2 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Johansen 2004 24/108 17/104 1.6 % 1.36 [ 0.78, 2.38 ]


Kaur 2005 6/50 12/50 0.9 % 0.50 [ 0.20, 1.23 ]


Kearns 1992 5/16 4/15 0.6 % 1.17 [ 0.39, 3.56 ]


Keele 1997 2/47 11/53 0.4 % 0.21 [ 0.05, 0.88 ]


Larsson 1990a 29/250 68/251 2.2 % 0.43 [ 0.29, 0.64 ]


Ledinghen 1997 5/12 2/10 0.4 % 2.08 [ 0.51, 8.52 ]


Lidder 2013a 2/32 6/30 0.4 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 0.4 % 0.29 [ 0.07, 1.24 ]


Liu 1996b 1/16 2/18 0.2 % 0.56 [ 0.06, 5.63 ]


Ljunggren 2012 0/20 0/20 Not estimable


Lough 1990 4/14 7/15 0.8 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.5 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.2 % 1.85 [ 0.18, 19.19 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Malhotra 2004 27/100 34/100 2.1 % 0.79 [ 0.52, 1.21 ]


Maude 2011 8/27 7/29 0.9 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Mezey 1991 6/28 5/26 0.7 % 1.11 [ 0.39, 3.22 ]


Mezey 1991 14/28 17/26 1.9 % 0.76 [ 0.48, 1.22 ]


Miller 2006a 2/25 2/26 0.3 % 1.04 [ 0.16, 6.83 ]


Miller 2006b 1/24 0/25 0.1 % 3.12 [ 0.13, 73.04 ]


Moreno 2016 30/68 35/68 2.3 % 0.86 [ 0.60, 1.22 ]


Munk 2014 1/44 3/40 0.2 % 0.30 [ 0.03, 2.80 ]


Müller 1982a 11/80 20/40 1.4 % 0.28 [ 0.15, 0.52 ]


Müller 1982b 17/55 20/40 1.8 % 0.62 [ 0.37, 1.02 ]


Naveau 1986 10/20 9/20 1.4 % 1.11 [ 0.58, 2.14 ]


Neelemaat 2012 14/105 11/105 1.2 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]


Nguyen 2012 4/14 4/14 0.6 % 1.00 [ 0.31, 3.23 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]


Peck 2004 4/16 8/16 0.8 % 0.50 [ 0.19, 1.33 ]


Popp 1981 7/21 6/21 0.9 % 1.17 [ 0.47, 2.89 ]


Potter 2001 21/186 35/195 1.8 % 0.63 [ 0.38, 1.04 ]


Pupelis 2000 2/11 5/18 0.4 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.2 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Reissman 1995 0/80 1/81 0.1 % 0.34 [ 0.01, 8.16 ]


Rimbau 1989 1/10 2/10 0.2 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 12/40 10/40 1.2 % 1.20 [ 0.59, 2.45 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/20 2/15 0.4 % 2.63 [ 0.63, 10.88 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Schroeder 1991 1/16 1/16 0.1 % 1.00 [ 0.07, 14.64 ]


Simon 1988 4/16 4/18 0.6 % 1.13 [ 0.34, 3.78 ]


Singh 1998 4/21 4/22 0.5 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.2 % 4.00 [ 0.48, 33.33 ]


Smith 1988 3/17 6/17 0.6 % 0.50 [ 0.15, 1.68 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 1/11 1/15 0.1 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/10 2/10 0.1 % 0.20 [ 0.01, 3.70 ]


Starke 2011 9/67 7/67 0.8 % 1.29 [ 0.51, 3.25 ]


Stein 2002 12/40 10/40 1.2 % 1.20 [ 0.59, 2.45 ]


Sullivan 1998 2/8 5/10 0.5 % 0.50 [ 0.13, 1.93 ]


Sullivan 2004 4/27 6/30 0.6 % 0.74 [ 0.23, 2.35 ]


Thompson 1981 2/12 1/9 0.2 % 1.50 [ 0.16, 14.08 ]


Tong 2006a 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Tong 2006b 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 27/30 31/35 3.1 % 1.02 [ 0.86, 1.20 ]


Vicic 2013 5/52 10/49 0.8 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 1.1 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.2 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.2 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/15 4/16 0.2 % 0.27 [ 0.03, 2.12 ]


Williams 1985 9/21 7/22 1.1 % 1.35 [ 0.61, 2.96 ]


Williford 1991 54/231 82/228 2.6 % 0.65 [ 0.49, 0.87 ]


Woolfson 1989 8/62 8/60 0.9 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 6/215 8/108 0.7 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 0.8 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.3 % 0.67 [ 0.13, 3.47 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 1/18 5/16 0.2 % 0.18 [ 0.02, 1.37 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zhang 2013 2/50 5/50 0.3 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 1/15 0.1 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable


Zheng 2015 5/75 13/71 0.8 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 0.7 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 22/32 0.6 % 0.13 [ 0.04, 0.40 ]


Zhu 2012b 8/32 23/32 1.4 % 0.35 [ 0.18, 0.66 ]


Total (95% CI) 12418 11897 100.0 % 0.72 [ 0.65, 0.79 ]


Total events: 1590 (Experimental), 2062 (Control)


Heterogeneity: Tau2 = 0.08; Chi2 = 225.88, df = 137 (P<0.00001); I2 =39%


Test for overall effect: Z = 6.64 (P < 0.00001)


Test for subgroup differences: Not applicable
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Analysis 4.13. Comparison 4 Serious adverse event maximum follow-up, Outcome 13 Serious adverse


events - ’worst-best case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 4 Serious adverse event maximum follow-up


Outcome: 13 Serious adverse events - ’worst-best case’ scenario


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.5 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 2/10 2/10 0.3 % 1.00 [ 0.17, 5.77 ]


Anbar 2014 1/23 2/28 0.2 % 0.61 [ 0.06, 6.30 ]


Arias 2008 117/333 31/334 2.1 % 3.79 [ 2.63, 5.46 ]


Banerjee 1978 7/31 6/32 0.9 % 1.20 [ 0.46, 3.18 ]


Barlow 2011 3/64 7/57 0.5 % 0.38 [ 0.10, 1.41 ]


Bastow 1983a 5/39 4/35 0.6 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.4 % 0.37 [ 0.08, 1.71 ]


Bauer 2000 24/60 24/60 1.9 % 1.00 [ 0.65, 1.55 ]


Beier-Holgersen 1999 6/30 7/30 0.9 % 0.86 [ 0.33, 2.25 ]


Bellantone 1988 1/54 10/46 0.3 % 0.09 [ 0.01, 0.64 ]


Bokhorst-de 2000 7/15 9/17 1.3 % 0.88 [ 0.44, 1.78 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 18/30 0/30 0.1 % 37.00 [ 2.33, 587.26 ]


Breedveld-Peters 11/73 5/79 0.8 % 2.38 [ 0.87, 6.52 ]


Brennan 1994 27/60 13/57 1.6 % 1.97 [ 1.13, 3.43 ]


Bunout 1989 2/17 5/19 0.4 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 1/15 1/15 0.2 % 1.00 [ 0.07, 14.55 ]


Casaer 2011 255/2312 257/2328 2.7 % 1.00 [ 0.85, 1.18 ]


Chen 1995a 0/8 1/8 0.1 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.1 % 1.64 [ 0.08, 34.28 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 3/21 4/20 0.5 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 13/34 12/25 1.5 % 0.80 [ 0.44, 1.44 ]


Chuntrasakul 1996 1/21 3/17 0.2 % 0.27 [ 0.03, 2.37 ]


De Sousa 2012 0/20 2/17 0.1 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 8/27 10/32 1.1 % 0.95 [ 0.44, 2.06 ]


Dennis 2005 245/2016 253/2007 2.7 % 0.96 [ 0.82, 1.14 ]


Dennis 2006 182/429 207/430 2.7 % 0.88 [ 0.76, 1.02 ]


Doglietto 1990 2/13 3/16 0.4 % 0.82 [ 0.16, 4.20 ]


Doglietto 1996 56/338 61/340 2.2 % 0.92 [ 0.66, 1.28 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Duncan 2006 27/153 38/165 1.9 % 0.77 [ 0.49, 1.19 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 22/85 10/86 1.3 % 2.23 [ 1.12, 4.41 ]


Eyer 1993 9/26 2/26 0.5 % 4.50 [ 1.07, 18.85 ]


Fan 1989 16/75 9/75 1.2 % 1.78 [ 0.84, 3.77 ]


Fan 1994 7/20 6/20 1.0 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.2 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.2 % 0.29 [ 0.03, 2.41 ]


F rli 2001 2/20 1/22 0.2 % 2.20 [ 0.22, 22.45 ]


Gariballa 1998 3/21 7/21 0.6 % 0.43 [ 0.13, 1.44 ]


Gariballa 2006 32/223 19/222 1.7 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.3 % 1.05 [ 0.16, 7.10 ]


Ha 2010 38/84 10/86 1.4 % 3.89 [ 2.08, 7.29 ]


Hartgrink 1998 22/70 0/70 0.1 % 45.00 [ 2.78, 727.58 ]


Heidegger 2013 20/153 28/152 1.7 % 0.71 [ 0.42, 1.20 ]


Hendry 2010 8/38 2/38 0.4 % 4.00 [ 0.91, 17.62 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 1.4 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 1.9 % 0.91 [ 0.58, 1.44 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 35/51 5/51 1.0 % 7.00 [ 2.98, 16.42 ]


Holter 1977 4/30 5/26 0.6 % 0.69 [ 0.21, 2.31 ]


Holyday 2012 4/71 1/72 0.2 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jauch 1995a 2/17 2/5 0.4 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.2 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Johansen 2004 24/108 17/104 1.6 % 1.36 [ 0.78, 2.38 ]


Kaur 2005 6/50 12/50 1.0 % 0.50 [ 0.20, 1.23 ]


Kearns 1992 5/16 4/15 0.7 % 1.17 [ 0.39, 3.56 ]


Keele 1997 6/47 1/53 0.2 % 6.77 [ 0.85, 54.17 ]


Larsson 1990a 82/250 55/251 2.3 % 1.50 [ 1.12, 2.01 ]


Ledinghen 1997 5/12 2/10 0.5 % 2.08 [ 0.51, 8.52 ]


Lidder 2013a 2/32 6/30 0.4 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 0.5 % 0.29 [ 0.07, 1.24 ]


Liu 1996b 1/16 2/18 0.2 % 0.56 [ 0.06, 5.63 ]


Ljunggren 2012 1/20 0/20 0.1 % 3.00 [ 0.13, 69.52 ]


Lough 1990 4/14 7/15 0.8 % 0.61 [ 0.23, 1.65 ]


Luo 2012 3/30 7/30 0.6 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.2 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 29/100 31/100 2.0 % 0.94 [ 0.61, 1.43 ]


Maude 2011 8/27 7/29 1.0 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Mezey 1991 19/28 16/26 2.0 % 1.10 [ 0.74, 1.64 ]


Miller 2006a 3/25 1/26 0.2 % 3.12 [ 0.35, 28.03 ]


Miller 2006b 2/24 0/25 0.1 % 5.20 [ 0.26, 103.03 ]


Moreno 2016 30/68 35/68 2.2 % 0.86 [ 0.60, 1.22 ]


Munk 2014 3/44 1/40 0.2 % 2.73 [ 0.30, 25.17 ]


Müller 1982a 25/80 9/40 1.4 % 1.39 [ 0.72, 2.69 ]


Müller 1982b 26/55 10/40 1.5 % 1.89 [ 1.03, 3.46 ]


Naveau 1986 10/20 9/20 1.4 % 1.11 [ 0.58, 2.14 ]


Neelemaat 2012 14/105 11/105 1.2 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]


Nguyen 2012 4/14 4/14 0.7 % 1.00 [ 0.31, 3.23 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]


Peck 2004 6/16 5/16 0.9 % 1.20 [ 0.46, 3.15 ]


Popp 1981 7/21 6/21 0.9 % 1.17 [ 0.47, 2.89 ]


Potter 2001 24/186 33/195 1.8 % 0.76 [ 0.47, 1.24 ]


Pupelis 2000 2/11 5/18 0.5 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.3 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Reissman 1995 0/80 1/81 0.1 % 0.34 [ 0.01, 8.16 ]


Rimbau 1989 1/10 2/10 0.2 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sabin 1998 12/40 10/40 1.3 % 1.20 [ 0.59, 2.45 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 9/20 2/15 0.5 % 3.38 [ 0.85, 13.39 ]


Saudny-Unterberger 1997 1/17 1/16 0.2 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Schroeder 1991 1/16 1/16 0.2 % 1.00 [ 0.07, 14.64 ]


Simon 1988 5/16 3/18 0.6 % 1.88 [ 0.53, 6.63 ]


Singh 1998 4/21 4/22 0.6 % 1.05 [ 0.30, 3.66 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Smith 1985 4/25 1/25 0.2 % 4.00 [ 0.48, 33.33 ]


Smith 1988 3/17 6/17 0.6 % 0.50 [ 0.15, 1.68 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 1/11 1/15 0.2 % 1.36 [ 0.10, 19.50 ]


Soop 2004 1/10 1/10 0.2 % 1.00 [ 0.07, 13.87 ]


Starke 2011 10/67 6/67 0.9 % 1.67 [ 0.64, 4.33 ]


Stein 2002 12/40 10/40 1.3 % 1.20 [ 0.59, 2.45 ]


Sullivan 1998 2/8 5/10 0.5 % 0.50 [ 0.13, 1.93 ]


Sullivan 2004 4/27 6/30 0.7 % 0.74 [ 0.23, 2.35 ]


Thompson 1981 2/12 1/9 0.2 % 1.50 [ 0.16, 14.08 ]


Tong 2006a 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Tong 2006b 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 27/30 31/35 2.7 % 1.02 [ 0.86, 1.20 ]


Vicic 2013 5/52 10/49 0.8 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 1.2 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.2 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.2 % 2.00 [ 0.24, 16.97 ]


Watters 1997 3/15 3/16 0.5 % 1.07 [ 0.25, 4.49 ]


Williams 1985 9/21 7/22 1.1 % 1.35 [ 0.61, 2.96 ]


Williford 1991 93/231 57/228 2.4 % 1.61 [ 1.22, 2.12 ]


Woolfson 1989 8/62 8/60 0.9 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 6/215 8/108 0.8 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 0.9 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.4 % 0.67 [ 0.13, 3.47 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 1/18 5/16 0.3 % 0.18 [ 0.02, 1.37 ]


Zhang 2013 2/50 5/50 0.4 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 1/15 0.1 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable


Zheng 2015 5/75 13/71 0.8 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 0.7 % 0.33 [ 0.11, 0.98 ]
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n/N n/N
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H,Random,95%


CI


M-
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Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012a 3/33 6/32 0.6 % 0.48 [ 0.13, 1.78 ]


Zhu 2012b 8/32 7/32 1.0 % 1.14 [ 0.47, 2.78 ]


Total (95% CI) 12302 11780 100.0 % 1.05 [ 0.94, 1.17 ]


Total events: 1942 (Experimental), 1741 (Control)


Heterogeneity: Tau2 = 0.11; Chi2 = 258.45, df = 134 (P<0.00001); I2 =48%


Test for overall effect: Z = 0.88 (P = 0.38)


Test for subgroup differences: Not applicable
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Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 4 Serious adverse event maximum follow-up


Outcome: 14 Serious adverse events co-interventions


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


1 Received nutrition support as co-intervention


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Banerjee 1978 4/28 6/32 0.3 % 0.76 [ 0.24, 2.43 ]


Bauer 2000 24/60 24/60 1.4 % 1.00 [ 0.65, 1.55 ]


Bokhorst-de 2000 7/15 9/17 0.5 % 0.88 [ 0.44, 1.78 ]


Casaer 2011 255/2312 257/2328 14.5 % 1.00 [ 0.85, 1.18 ]


Heidegger 2013 20/153 28/152 1.6 % 0.71 [ 0.42, 1.20 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Luo 2012 3/30 7/30 0.4 % 0.43 [ 0.12, 1.50 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Mezey 1991 14/23 16/25 0.9 % 0.95 [ 0.61, 1.48 ]


Simon 1988 4/15 3/17 0.2 % 1.51 [ 0.40, 5.69 ]


Zhu 2012a 3/33 6/16 0.5 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 0.5 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 2732 2727 21.0 % 0.93 [ 0.81, 1.06 ]


Total events: 343 (Experimental), 367 (Control)


Heterogeneity: Chi2 = 10.90, df = 11 (P = 0.45); I2 =0.0%


Test for overall effect: Z = 1.11 (P = 0.27)


2 did not receive nutrition support as co-intervention


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.2 % 1.60 [ 0.40, 6.32 ]


Anbar 2014 0/22 2/28 0.1 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 1.7 % 1.51 [ 0.99, 2.31 ]


Barlow 2011 3/64 7/57 0.4 % 0.38 [ 0.10, 1.41 ]


Bastow 1983a 5/39 4/35 0.2 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.3 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 0.4 % 0.86 [ 0.33, 2.25 ]


Bellantone 1988 1/54 10/46 0.6 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 6/68 5/73 0.3 % 1.29 [ 0.41, 4.03 ]


Brennan 1994 27/60 13/57 0.8 % 1.97 [ 1.13, 3.43 ]


Bunout 1989 2/17 5/19 0.3 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/21 0/20 Not estimable


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.0 % 1.64 [ 0.08, 34.28 ]


Chen 2006 0/8 1/8 0.1 % 0.33 [ 0.02, 7.14 ]


Chourdakis 2012 13/34 12/25 0.8 % 0.80 [ 0.44, 1.44 ]


Chuntrasakul 1996 1/21 3/17 0.2 % 0.27 [ 0.03, 2.37 ]


De Sousa 2012 0/20 2/17 0.2 % 0.17 [ 0.01, 3.34 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Delmi 1990 6/25 10/27 0.5 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 182/429 207/429 11.8 % 0.88 [ 0.76, 1.02 ]


Dennis 2006 241/2012 253/2000 14.4 % 0.95 [ 0.80, 1.12 ]


Doglietto 1990 2/13 3/9 0.2 % 0.46 [ 0.10, 2.23 ]


Doglietto 1996 56/338 61/340 3.5 % 0.92 [ 0.66, 1.28 ]


Dong 1996 0/256 6/264 0.4 % 0.08 [ 0.00, 1.40 ]


Duncan 2006 24/150 38/159 2.1 % 0.67 [ 0.42, 1.06 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 17/80 10/81 0.6 % 1.72 [ 0.84, 3.53 ]


Fan 1989 5/64 9/60 0.5 % 0.52 [ 0.19, 1.47 ]


Fan 1994 7/20 6/20 0.3 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.2 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 7/20 0.4 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 1.1 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.1 % 1.05 [ 0.16, 7.10 ]


Ha 2010 12/58 10/66 0.5 % 1.37 [ 0.64, 2.92 ]


Hartgrink 1998 7/55 0/53 0.0 % 14.46 [ 0.85, 247.12 ]


Hendry 2010 0/30 2/38 0.1 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 0.4 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 2.0 % 0.91 [ 0.58, 1.44 ]


Hoffmann 1988 0/16 5/43 0.2 % 0.24 [ 0.01, 4.03 ]


Holter 1977 4/30 5/26 0.3 % 0.69 [ 0.21, 2.31 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Jauch 1995a 2/17 2/5 0.2 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.1 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.0 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Johansen 2004 24/108 17/104 1.0 % 1.36 [ 0.78, 2.38 ]


Kaur 2005 6/50 12/50 0.7 % 0.50 [ 0.20, 1.23 ]


Kearns 1992 5/16 4/15 0.2 % 1.17 [ 0.39, 3.56 ]


Keele 1997 2/43 1/43 0.1 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 2.8 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 5/12 2/10 0.1 % 2.08 [ 0.51, 8.52 ]


Lidder 2013a 2/32 6/30 0.4 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 0.4 % 0.29 [ 0.07, 1.24 ]


Liu 1996b 1/16 2/18 0.1 % 0.56 [ 0.06, 5.63 ]


Ljunggren 2012 0/19 0/20 Not estimable


Lough 1990 4/14 7/15 0.4 % 0.61 [ 0.23, 1.65 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 27/98 31/97 1.8 % 0.86 [ 0.56, 1.33 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 30/68 35/68 2.0 % 0.86 [ 0.60, 1.22 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Müller 1982a 11/66 9/29 0.7 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 0.7 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 10/20 9/20 0.5 % 1.11 [ 0.58, 2.14 ]


Neelemaat 2012 14/105 11/105 0.6 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


818Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Peck 2004 4/14 5/13 0.3 % 0.74 [ 0.25, 2.18 ]


Popp 1981 7/21 6/21 0.3 % 1.17 [ 0.47, 2.89 ]


Potter 2001 21/183 33/193 1.8 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 2/11 5/18 0.2 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.4 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Reissman 1995 0/80 1/81 0.1 % 0.34 [ 0.01, 8.16 ]


Rimbau 1989 1/10 2/10 0.1 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 0.1 % 2.92 [ 0.71, 12.00 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Schroeder 1991 1/16 1/16 0.1 % 1.00 [ 0.07, 14.64 ]


Singh 1998 4/21 4/22 0.2 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 3/17 6/17 0.3 % 0.50 [ 0.15, 1.68 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Soop 2004 0/9 1/9 0.1 % 0.33 [ 0.02, 7.24 ]


Starke 2011 9/66 6/66 0.3 % 1.50 [ 0.57, 3.98 ]


Sullivan 1998 2/8 5/10 0.3 % 0.50 [ 0.13, 1.93 ]


Sullivan 2004 4/27 6/30 0.3 % 0.74 [ 0.23, 2.35 ]


Thompson 1981 2/12 1/9 0.1 % 1.50 [ 0.16, 14.08 ]


Tong 2006a 0/45 2/18 0.2 % 0.08 [ 0.00, 1.64 ]


Tong 2006b 0/45 2/18 0.2 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 27/30 31/35 1.6 % 1.02 [ 0.86, 1.20 ]


Vicic 2013 5/52 10/49 0.6 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 0.8 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Watters 1997 1/13 3/15 0.2 % 0.38 [ 0.05, 3.26 ]


Williams 1985 9/21 7/22 0.4 % 1.35 [ 0.61, 2.96 ]


Williford 1991 54/192 57/203 3.1 % 1.00 [ 0.73, 1.37 ]


Woolfson 1989 8/62 8/60 0.5 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 6/215 8/108 0.6 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 0.5 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.2 % 0.67 [ 0.13, 3.47 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 1/18 5/16 0.3 % 0.18 [ 0.02, 1.37 ]


Zhang 2013 2/50 5/50 0.3 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 1/15 0.1 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable


Zheng 2015 5/75 13/71 0.8 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 0.7 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 8979 8514 76.8 % 0.88 [ 0.82, 0.94 ]


Total events: 1195 (Experimental), 1335 (Control)


Heterogeneity: Chi2 = 122.97, df = 112 (P = 0.23); I2 =9%


Test for overall effect: Z = 3.67 (P = 0.00024)


3 delayed versus early nutrition support


Choudhry 1996 3/21 4/20 0.2 % 0.71 [ 0.18, 2.80 ]


Eyer 1993 2/19 2/19 0.1 % 1.00 [ 0.16, 6.38 ]


Maude 2011 8/27 7/29 0.4 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Nguyen 2012 4/14 4/14 0.2 % 1.00 [ 0.31, 3.23 ]


Sabin 1998 12/40 10/40 0.6 % 1.20 [ 0.59, 2.45 ]


Sonnenfeld 1978 1/11 1/15 0.0 % 1.36 [ 0.10, 19.50 ]


Stein 2002 12/40 10/40 0.6 % 1.20 [ 0.59, 2.45 ]


Subtotal (95% CI) 229 232 2.2 % 1.09 [ 0.75, 1.59 ]


Total events: 42 (Experimental), 39 (Control)


Heterogeneity: Chi2 = 1.20, df = 7 (P = 0.99); I2 =0.0%


Test for overall effect: Z = 0.46 (P = 0.64)


Total (95% CI) 11940 11473 100.0 % 0.89 [ 0.84, 0.95 ]


Total events: 1580 (Experimental), 1741 (Control)


Heterogeneity: Chi2 = 135.82, df = 132 (P = 0.39); I2 =3%
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Test for overall effect: Z = 3.64 (P = 0.00028)


Test for subgroup differences: Chi2 = 1.57, df = 2 (P = 0.46), I2 =0.0%
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Analysis 4.15. Comparison 4 Serious adverse event maximum follow-up, Outcome 15 Serious adverse


events - ’best-worse case’ scenario (enteral nutrition).


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 4 Serious adverse event maximum follow-up


Outcome: 15 Serious adverse events - ’best-worse case’ scenario (enteral nutrition)


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Barlow 2011 3/64 7/57 1.9 % 0.38 [ 0.10, 1.41 ]


Bastow 1983a 5/39 4/35 2.1 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 1.4 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 3.1 % 0.86 [ 0.33, 2.25 ]


Bokhorst-de 2000 7/15 9/17 4.7 % 0.88 [ 0.44, 1.78 ]


Chen 1995a 0/8 1/8 0.4 % 0.33 [ 0.02, 7.14 ]


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 3/21 4/20 1.8 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 13/34 12/25 5.6 % 0.80 [ 0.44, 1.44 ]


Chuntrasakul 1996 1/21 3/17 0.8 % 0.27 [ 0.03, 2.37 ]


Dennis 2006 182/429 207/430 10.7 % 0.88 [ 0.76, 1.02 ]


Dong 1996 0/256 6/264 0.5 % 0.08 [ 0.00, 1.40 ]


Eyer 1993 2/26 9/26 1.6 % 0.22 [ 0.05, 0.93 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/70 17/70 3.9 % 0.41 [ 0.18, 0.93 ]


Hoffmann 1988 0/51 40/51 0.5 % 0.01 [ 0.00, 0.20 ]


Kaur 2005 6/50 12/50 3.4 % 0.50 [ 0.20, 1.23 ]


Kearns 1992 5/16 4/15 2.5 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 5/12 2/10 1.7 % 2.08 [ 0.51, 8.52 ]


Malhotra 2004 27/100 34/100 7.5 % 0.79 [ 0.52, 1.21 ]


Maude 2011 8/27 7/29 3.6 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.4 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 30/68 35/68 8.4 % 0.86 [ 0.60, 1.22 ]


Nguyen 2012 4/14 4/14 2.3 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.4 % 0.33 [ 0.01, 7.72 ]


Peck 2004 4/16 8/16 3.0 % 0.50 [ 0.19, 1.33 ]


Pupelis 2000 2/11 5/18 1.6 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.9 % 0.14 [ 0.02, 1.09 ]


Schroeder 1991 1/16 1/16 0.5 % 1.00 [ 0.07, 14.64 ]


Singh 1998 4/21 4/22 2.0 % 1.05 [ 0.30, 3.66 ]


Sonnenfeld 1978 1/11 1/15 0.5 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/10 2/10 0.4 % 0.20 [ 0.01, 3.70 ]


Sullivan 1998 2/8 5/10 1.8 % 0.50 [ 0.13, 1.93 ]


Tong 2006a 0/45 2/18 0.4 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 2.9 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.8 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/15 4/16 0.8 % 0.27 [ 0.03, 2.12 ]


Wu 2007a 6/215 8/108 2.8 % 0.38 [ 0.13, 1.06 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 2/50 5/50 1.4 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 1/15 0.4 % 0.08 [ 0.00, 1.89 ]


Zheng 2015 5/75 13/71 3.0 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 2.6 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zhu 2012b 8/32 23/32 5.2 % 0.35 [ 0.18, 0.66 ]


Total (95% CI) 2324 2091 100.0 % 0.62 [ 0.51, 0.75 ]


Total events: 366 (Experimental), 543 (Control)


Heterogeneity: Tau2 = 0.09; Chi2 = 60.43, df = 40 (P = 0.02); I2 =34%


Test for overall effect: Z = 4.77 (P < 0.00001)


Test for subgroup differences: Not applicable
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Analysis 4.16. Comparison 4 Serious adverse event maximum follow-up, Outcome 16 Serious adverse


events - ’worst-best case’ scenario (enteral nutrition).


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 4 Serious adverse event maximum follow-up


Outcome: 16 Serious adverse events - ’worst-best case’ scenario (enteral nutrition)


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Barlow 2011 3/64 7/57 1.5 % 0.38 [ 0.10, 1.41 ]


Bastow 1983a 5/39 4/35 1.7 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 1.1 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 2.6 % 0.86 [ 0.33, 2.25 ]


Bokhorst-de 2000 7/15 9/17 4.5 % 0.88 [ 0.44, 1.78 ]


Chen 1995a 0/8 1/8 0.3 % 0.33 [ 0.02, 7.14 ]


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 3/21 4/20 1.4 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 13/34 12/25 5.9 % 0.80 [ 0.44, 1.44 ]


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


823Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Chuntrasakul 1996 1/21 3/17 0.6 % 0.27 [ 0.03, 2.37 ]


Dennis 2006 182/429 207/430 19.4 % 0.88 [ 0.76, 1.02 ]


Dong 1996 0/256 6/264 0.3 % 0.08 [ 0.00, 1.40 ]


Eyer 1993 9/26 2/26 1.3 % 4.50 [ 1.07, 18.85 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 22/70 0/70 0.3 % 45.00 [ 2.78, 727.58 ]


Hoffmann 1988 8/51 5/51 2.3 % 1.60 [ 0.56, 4.56 ]


Kaur 2005 6/50 12/50 3.0 % 0.50 [ 0.20, 1.23 ]


Kearns 1992 5/16 4/15 2.0 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 5/12 2/10 1.3 % 2.08 [ 0.51, 8.52 ]


Malhotra 2004 29/100 31/100 9.2 % 0.94 [ 0.61, 1.43 ]


Maude 2011 8/27 7/29 3.1 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.3 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 30/68 35/68 11.2 % 0.86 [ 0.60, 1.22 ]


Nguyen 2012 4/14 4/14 1.8 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.3 % 0.33 [ 0.01, 7.72 ]


Peck 2004 6/16 5/16 2.6 % 1.20 [ 0.46, 3.15 ]


Pupelis 2000 2/11 5/18 1.2 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.6 % 0.14 [ 0.02, 1.09 ]


Schroeder 1991 1/16 1/16 0.4 % 1.00 [ 0.07, 14.64 ]


Singh 1998 4/21 4/22 1.6 % 1.05 [ 0.30, 3.66 ]


Sonnenfeld 1978 1/11 1/15 0.4 % 1.36 [ 0.10, 19.50 ]


Soop 2004 1/10 1/10 0.4 % 1.00 [ 0.07, 13.87 ]


Sullivan 1998 2/8 5/10 1.4 % 0.50 [ 0.13, 1.93 ]


Tong 2006a 0/45 2/18 0.3 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 2.5 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.6 % 2.00 [ 0.24, 16.97 ]


Watters 1997 3/15 3/16 1.3 % 1.07 [ 0.25, 4.49 ]


Wu 2007a 6/215 8/108 2.3 % 0.38 [ 0.13, 1.06 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 2/50 5/50 1.0 % 0.40 [ 0.08, 1.97 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zheng 2001a 0/65 1/15 0.3 % 0.08 [ 0.00, 1.89 ]


Zheng 2015 5/75 13/71 2.5 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 2.2 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/32 3.0 % 1.14 [ 0.47, 2.78 ]


Total (95% CI) 2324 2091 100.0 % 0.81 [ 0.69, 0.96 ]


Total events: 403 (Experimental), 460 (Control)


Heterogeneity: Tau2 = 0.03; Chi2 = 46.91, df = 40 (P = 0.21); I2 =15%


Test for overall effect: Z = 2.47 (P = 0.013)


Test for subgroup differences: Not applicable
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Analysis 5.1. Comparison 5 Quality of life (SF36 - Physical performance) - end of intervention, Outcome 1


Quality of life - overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 5 Quality of life (SF36 - Physical performance) - end of intervention


Outcome: 1 Quality of life - overall


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Johansen 2004 52 33.3 (10.1) 58 33.7 (9.9) 49.0 % -0.40 [ -4.15, 3.35 ]


Starke 2011 66 37 (11) 66 32 (9) 51.0 % 5.00 [ 1.57, 8.43 ]


Total (95% CI) 118 124 100.0 % 2.35 [ -2.94, 7.65 ]


Heterogeneity: Tau2 = 11.22; Chi2 = 4.34, df = 1 (P = 0.04); I2 =77%


Test for overall effect: Z = 0.87 (P = 0.38)


Test for subgroup differences: Not applicable
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Analysis 6.1. Comparison 6 Quality of life (SF36 - Physical performance) - maximum follow-up, Outcome 1


Quality of life - overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 6 Quality of life (SF36 - Physical performance) - maximum follow-up


Outcome: 1 Quality of life - overall


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Campbell 2008 23 33.8 (10.2) 24 34.7 (10) 25.3 % -0.90 [ -6.68, 4.88 ]


Ljunggren 2012 52 33.3 (10.1) 58 33.7 (9.9) 36.4 % -0.40 [ -4.15, 3.35 ]


Starke 2011 66 37 (11) 66 32 (9) 38.3 % 5.00 [ 1.57, 8.43 ]


Total (95% CI) 141 148 100.0 % 1.54 [ -2.47, 5.55 ]


Heterogeneity: Tau2 = 7.86; Chi2 = 5.49, df = 2 (P = 0.06); I2 =64%


Test for overall effect: Z = 0.75 (P = 0.45)


Test for subgroup differences: Not applicable
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Analysis 7.1. Comparison 7 Quality of life (SF36 - Mental performance - end of intervention, Outcome 1


Quality of life - overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 7 Quality of life (SF36 - Mental performance - end of intervention


Outcome: 1 Quality of life - overall


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Johansen 2004 52 41.3 (13.7) 58 42 (13.7) 34.9 % -0.70 [ -5.83, 4.43 ]


Starke 2011 66 50 (11) 66 51 (11) 65.1 % -1.00 [ -4.75, 2.75 ]


Total (95% CI) 118 124 100.0 % -0.90 [ -3.92, 2.13 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 0.01, df = 1 (P = 0.93); I2 =0.0%


Test for overall effect: Z = 0.58 (P = 0.56)


Test for subgroup differences: Not applicable


-100 -50 0 50 100


Favours control Favours nutrition support


827Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Analysis 8.1. Comparison 8 Quality of life (SF36 - Mental performance) - maximum follow-up, Outcome 1


Quality of life - overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 8 Quality of life (SF36 - Mental performance) - maximum follow-up


Outcome: 1 Quality of life - overall


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Campbell 2008 23 48.5 (11.9) 24 45.3 (12.5) 15.9 % 3.20 [ -3.78, 10.18 ]


Johansen 2004 52 41.3 (13.7) 58 42 (13.7) 29.3 % -0.70 [ -5.83, 4.43 ]


Starke 2011 66 50 (11) 66 51 (11) 54.8 % -1.00 [ -4.75, 2.75 ]


Total (95% CI) 141 148 100.0 % -0.25 [ -3.02, 2.53 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 1.12, df = 2 (P = 0.57); I2 =0.0%


Test for overall effect: Z = 0.17 (P = 0.86)


Test for subgroup differences: Not applicable
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Analysis 9.1. Comparison 9 Quality of life (EuroQoL) - maximum follow-up, Outcome 1 Quality of life -


overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 9 Quality of life (EuroQoL) - maximum follow-up


Outcome: 1 Quality of life - overall


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Dennis 2005 1759 0.486 (0.38) 1734 0.49 (0.371) 89.0 % -0.01 [ -0.03, 0.02 ]


Dennis 2006 247 0.175 (0.372) 221 0.22 (0.406) 11.0 % -0.04 [ -0.11, 0.03 ]


Total (95% CI) 2006 1955 100.0 % -0.01 [ -0.03, 0.01 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 0.93, df = 1 (P = 0.33); I2 =0.0%


Test for overall effect: Z = 0.76 (P = 0.45)


Test for subgroup differences: Not applicable
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Analysis 10.1. Comparison 10 Pneumonia, Outcome 1 Pneumonia.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 10 Pneumonia


Outcome: 1 Pneumonia


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Beier-Holgersen 1999 1/30 2/30 0.2 % 0.50 [ 0.05, 5.22 ]


Brennan 1994 5/60 6/57 0.7 % 0.79 [ 0.26, 2.45 ]


Capell 1990 1/15 1/12 0.1 % 0.80 [ 0.06, 11.50 ]


Casaer 2011 447/2312 381/2328 44.5 % 1.18 [ 1.04, 1.34 ]


Chourdakis 2012 8/34 7/25 1.2 % 0.84 [ 0.35, 2.01 ]


Dennis 2005 130/2014 116/2001 14.7 % 1.11 [ 0.87, 1.42 ]


Dennis 2006 132/429 133/428 20.7 % 0.99 [ 0.81, 1.21 ]


Ding 2009 1/21 2/21 0.2 % 0.50 [ 0.05, 5.10 ]


Doglietto 1996 14/338 9/340 1.4 % 1.56 [ 0.69, 3.57 ]


Eyer 1993 8/19 4/19 0.9 % 2.00 [ 0.72, 5.53 ]


Johansen 2004 4/108 4/104 0.5 % 0.96 [ 0.25, 3.75 ]


Lu 1996 0/14 1/15 0.1 % 0.36 [ 0.02, 8.07 ]


Malhotra 2004 21/98 30/97 4.0 % 0.69 [ 0.43, 1.12 ]


Maude 2011 9/27 0/29 0.1 % 20.36 [ 1.24, 333.69 ]


Müller 1982a 20/66 23/59 4.0 % 0.78 [ 0.48, 1.26 ]


Nguyen 2012 3/14 6/14 0.7 % 0.50 [ 0.15, 1.61 ]


Page 2002 2/20 1/20 0.2 % 2.00 [ 0.20, 20.33 ]


Reissman 1995 0/80 1/82 0.1 % 0.34 [ 0.01, 8.26 ]


Ren 2015 2/10 1/10 0.2 % 2.00 [ 0.21, 18.69 ]


Samuels 1981 2/18 0/15 0.1 % 4.21 [ 0.22, 81.47 ]


Schroeder 1991 1/16 0/16 0.1 % 3.00 [ 0.13, 68.57 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Smith 1988 4/17 3/17 0.5 % 1.33 [ 0.35, 5.08 ]


Soop 2004 1/9 1/9 0.1 % 1.00 [ 0.07, 13.64 ]


Vicic 2013 3/50 1/50 0.2 % 3.00 [ 0.32, 27.87 ]


Wu 2007a 8/215 8/108 1.0 % 0.50 [ 0.19, 1.30 ]


Wu 2007b 11/215 8/108 1.2 % 0.69 [ 0.29, 1.67 ]


Yamada 1983 0/18 2/16 0.1 % 0.18 [ 0.01, 3.47 ]


Zheng 2015 11/75 15/71 1.9 % 0.69 [ 0.34, 1.41 ]


Total (95% CI) 6342 6101 100.0 % 1.06 [ 0.96, 1.16 ]


Total events: 849 (Experimental), 766 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 27.54, df = 27 (P = 0.43); I2 =2%


Test for overall effect: Z = 1.09 (P = 0.28)


Test for subgroup differences: Not applicable
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Analysis 11.1. Comparison 11 Wound dehiscence, Outcome 1 Wound dehiscence.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 11 Wound dehiscence


Outcome: 1 Wound dehiscence


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Beier-Holgersen 1999 3/30 0/30 3.4 % 7.00 [ 0.38, 129.93 ]


Capell 1990 1/15 9/12 7.0 % 0.09 [ 0.01, 0.61 ]


Chen 1995a 0/16 1/8 3.0 % 0.18 [ 0.01, 3.91 ]


Chen 1995b 0/16 0/8 Not estimable


Doglietto 1996 10/338 3/340 12.7 % 3.35 [ 0.93, 12.08 ]


Hoffmann 1988 1/16 3/43 5.6 % 0.90 [ 0.10, 8.00 ]


Kaur 2005 3/50 4/50 10.8 % 0.75 [ 0.18, 3.18 ]


Liu 1996b 0/14 1/15 3.0 % 0.36 [ 0.02, 8.07 ]


Malhotra 2004 4/98 9/97 14.6 % 0.44 [ 0.14, 1.38 ]


Soop 2004 0/9 1/9 3.1 % 0.33 [ 0.02, 7.24 ]


Swails 1995 1/13 0/12 3.0 % 2.79 [ 0.12, 62.48 ]


Williford 1991 1/192 1/203 3.7 % 1.06 [ 0.07, 16.79 ]


Wu 2007a 6/215 5/108 14.3 % 0.60 [ 0.19, 1.93 ]


Wu 2007b 7/215 6/108 15.9 % 0.59 [ 0.20, 1.70 ]


Total (95% CI) 1237 1043 100.0 % 0.71 [ 0.40, 1.24 ]


Total events: 37 (Experimental), 43 (Control)


Heterogeneity: Tau2 = 0.22; Chi2 = 15.43, df = 12 (P = 0.22); I2 =22%


Test for overall effect: Z = 1.21 (P = 0.22)


Test for subgroup differences: Not applicable
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Analysis 12.1. Comparison 12 Renal failure, Outcome 1 Renal failure.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 12 Renal failure


Outcome: 1 Renal failure


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Casaer 2011 205/2312 201/2328 95.2 % 1.03 [ 0.85, 1.24 ]


Doglietto 1996 2/338 3/340 1.0 % 0.67 [ 0.11, 3.99 ]


Williford 1991 0/192 3/203 0.4 % 0.15 [ 0.01, 2.90 ]


Wu 2007a 4/215 4/108 1.8 % 0.50 [ 0.13, 1.97 ]


Wu 2007b 5/215 3/108 1.6 % 0.84 [ 0.20, 3.44 ]


Total (95% CI) 3272 3087 100.0 % 1.00 [ 0.83, 1.20 ]


Total events: 216 (Experimental), 214 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.88, df = 4 (P = 0.58); I2 =0.0%


Test for overall effect: Z = 0.01 (P = 0.99)


Test for subgroup differences: Not applicable
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Analysis 13.1. Comparison 13 Wound infection, Outcome 1 Wound infection.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 13 Wound infection


Outcome: 1 Wound infection


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Barlow 2011 7/64 16/57 7.5 % 0.39 [ 0.17, 0.88 ]


Beier-Holgersen 1999 1/30 10/30 2.1 % 0.10 [ 0.01, 0.73 ]


Botella-Carretero 2008a 1/30 0/15 0.9 % 1.55 [ 0.07, 35.89 ]


Botella-Carretero 2008b 0/30 0/15 Not estimable


Capell 1990 1/15 2/12 1.6 % 0.40 [ 0.04, 3.90 ]


Casaer 2011 98/2312 64/2328 13.6 % 1.54 [ 1.13, 2.10 ]


Chen 2000a 0/10 1/10 0.9 % 0.33 [ 0.02, 7.32 ]


Chen 2000b 19/338 23/340 10.0 % 0.83 [ 0.46, 1.50 ]


Doglietto 1996 0/256 5/264 1.1 % 0.09 [ 0.01, 1.69 ]


Dong 1996 2/16 2/43 2.3 % 2.69 [ 0.41, 17.51 ]


Hoffmann 1988 1/108 0/104 0.9 % 2.89 [ 0.12, 70.15 ]


Johansen 2004 1/14 2/15 1.6 % 0.54 [ 0.05, 5.28 ]


Liu 1996b 0/24 1/24 0.9 % 0.33 [ 0.01, 7.80 ]


Liu 2008 27/98 31/97 12.0 % 0.86 [ 0.56, 1.33 ]


Malhotra 2004 14/66 15/59 9.4 % 0.83 [ 0.44, 1.58 ]


Müller 1982a 0/9 2/10 1.0 % 0.22 [ 0.01, 4.05 ]


Neuvonen 1984 1/20 0/20 0.9 % 3.00 [ 0.13, 69.52 ]


Page 2002 2/80 1/82 1.5 % 2.05 [ 0.19, 22.16 ]


Reissman 1995 1/10 0/10 0.9 % 3.00 [ 0.14, 65.90 ]


Ren 2015 2/17 2/17 2.4 % 1.00 [ 0.16, 6.30 ]


Smith 1988 2/9 2/9 2.6 % 1.00 [ 0.18, 5.63 ]


Soop 2004 0/13 1/12 0.9 % 0.31 [ 0.01, 6.94 ]


Swails 1995 1/12 0/9 0.9 % 2.31 [ 0.10, 50.85 ]


Thompson 1981 3/50 4/50 3.5 % 0.75 [ 0.18, 3.18 ]


Vicic 2013 12/192 4/203 5.1 % 3.17 [ 1.04, 9.67 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Williford 1991 7/215 11/108 6.5 % 0.32 [ 0.13, 0.80 ]


Wu 2007a 13/215 11/108 7.9 % 0.59 [ 0.28, 1.28 ]


Wu 2007b 0/10 1/10 0.9 % 0.33 [ 0.02, 7.32 ]


Total (95% CI) 4263 4061 100.0 % 0.81 [ 0.60, 1.10 ]


Total events: 216 (Experimental), 211 (Control)


Heterogeneity: Tau2 = 0.15; Chi2 = 40.43, df = 26 (P = 0.04); I2 =36%


Test for overall effect: Z = 1.35 (P = 0.18)


Test for subgroup differences: Not applicable
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Analysis 14.1. Comparison 14 Heart failure, Outcome 1 Heart failure.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 14 Heart failure


Outcome: 1 Heart failure


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Delmi 1990 0/25 3/27 14.5 % 0.15 [ 0.01, 2.84 ]


Dennis 2006 12/429 7/428 69.5 % 1.71 [ 0.68, 4.30 ]


Starke 2011 1/66 1/66 16.0 % 1.00 [ 0.06, 15.65 ]


Total (95% CI) 520 521 100.0 % 1.11 [ 0.34, 3.61 ]


Total events: 13 (Experimental), 11 (Control)


Heterogeneity: Tau2 = 0.30; Chi2 = 2.50, df = 2 (P = 0.29); I2 =20%


Test for overall effect: Z = 0.17 (P = 0.87)


Test for subgroup differences: Not applicable
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Analysis 15.1. Comparison 15 Clearly adequate and screening tool, Outcome 1 AcM - EoI.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 15 Clearly adequate and screening tool


Outcome: 1 AcM - EoI


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Casaer 2011 146/2312 141/2328 91.3 % 1.04 [ 0.83, 1.30 ]


Gazzotti 2003 2/39 2/41 1.3 % 1.05 [ 0.16, 7.10 ]


Munk 2014 1/42 1/38 0.7 % 0.90 [ 0.06, 13.97 ]


Starke 2011 2/66 5/66 3.3 % 0.40 [ 0.08, 1.99 ]


Wu 2007a 3/215 2/108 1.7 % 0.75 [ 0.13, 4.44 ]


Wu 2007b 3/215 2/108 1.7 % 0.75 [ 0.13, 4.44 ]


Total (95% CI) 2889 2689 100.0 % 1.01 [ 0.81, 1.25 ]


Total events: 157 (Experimental), 153 (Control)


Heterogeneity: Chi2 = 1.58, df = 5 (P = 0.90); I2 =0.0%


Test for overall effect: Z = 0.10 (P = 0.92)


Test for subgroup differences: Not applicable
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Analysis 15.2. Comparison 15 Clearly adequate and screening tool, Outcome 2 AcM - MF.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 15 Clearly adequate and screening tool


Outcome: 2 AcM - MF


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Casaer 2011 255/2312 257/2328 94.7 % 1.00 [ 0.85, 1.18 ]


Gazzotti 2003 2/39 2/41 0.7 % 1.05 [ 0.16, 7.10 ]


Munk 2014 1/42 1/38 0.3 % 0.90 [ 0.06, 13.97 ]


Starke 2011 9/66 6/66 2.7 % 1.50 [ 0.57, 3.98 ]


Wu 2007a 3/215 2/108 0.8 % 0.75 [ 0.13, 4.44 ]


Wu 2007b 3/215 2/108 0.8 % 0.75 [ 0.13, 4.44 ]


Total (95% CI) 2889 2689 100.0 % 1.01 [ 0.86, 1.18 ]


Total events: 273 (Experimental), 270 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.86, df = 5 (P = 0.97); I2 =0.0%


Test for overall effect: Z = 0.07 (P = 0.95)


Test for subgroup differences: Not applicable
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Analysis 15.3. Comparison 15 Clearly adequate and screening tool, Outcome 3 SaE - EoI.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 15 Clearly adequate and screening tool


Outcome: 3 SaE - EoI


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Casaer 2011 146/2312 141/2328 83.4 % 1.04 [ 0.83, 1.30 ]


Gazzotti 2003 2/39 2/41 1.2 % 1.05 [ 0.16, 7.10 ]


Munk 2014 1/42 1/38 0.6 % 0.90 [ 0.06, 13.97 ]


Starke 2011 2/66 5/66 3.0 % 0.40 [ 0.08, 1.99 ]


Wu 2007a 6/215 8/108 6.3 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 5.5 % 0.72 [ 0.28, 1.83 ]


Total (95% CI) 2889 2689 100.0 % 0.96 [ 0.78, 1.19 ]


Total events: 167 (Experimental), 164 (Control)


Heterogeneity: Chi2 = 5.19, df = 5 (P = 0.39); I2 =4%


Test for overall effect: Z = 0.36 (P = 0.72)


Test for subgroup differences: Not applicable
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Analysis 15.4. Comparison 15 Clearly adequate and screening tool, Outcome 4 SaE - MF.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 15 Clearly adequate and screening tool


Outcome: 4 SaE - MF


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Casaer 2011 255/2312 257/2328 91.4 % 1.00 [ 0.85, 1.18 ]


Gazzotti 2003 2/39 2/41 0.7 % 1.05 [ 0.16, 7.10 ]


Munk 2014 1/42 1/38 0.3 % 0.90 [ 0.06, 13.97 ]


Starke 2011 9/66 6/66 2.6 % 1.50 [ 0.57, 3.98 ]


Wu 2007a 6/215 8/108 2.3 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 2.8 % 0.72 [ 0.28, 1.83 ]


Total (95% CI) 2889 2689 100.0 % 0.98 [ 0.84, 1.14 ]


Total events: 283 (Experimental), 281 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 4.51, df = 5 (P = 0.48); I2 =0.0%


Test for overall effect: Z = 0.28 (P = 0.78)


Test for subgroup differences: Not applicable
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Analysis 16.1. Comparison 16 Clearly adequate + (NRS component/at risk due to condition), Outcome 1


AcM - EoI.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 16 Clearly adequate + (NRS component/at risk due to condition)


Outcome: 1 AcM - EoI


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Casaer 2011 146/2312 141/2328 70.6 % 1.04 [ 0.83, 1.30 ]


Chuntrasakul 1996 1/21 1/17 0.5 % 0.81 [ 0.05, 12.01 ]


Eneroth 2005 0/40 0/40 Not estimable


Gariballa 1998 2/20 3/20 1.3 % 0.67 [ 0.12, 3.57 ]


Gazzotti 2003 2/39 2/41 1.0 % 1.05 [ 0.16, 7.10 ]


Heidegger 2013 8/153 12/152 4.7 % 0.66 [ 0.28, 1.57 ]


Keele 1997 2/47 0/53 0.4 % 5.63 [ 0.28, 114.27 ]


Malhotra 2004 12/98 16/97 7.4 % 0.74 [ 0.37, 1.49 ]


Neelemaat 2012 14/105 11/105 6.4 % 1.27 [ 0.61, 2.67 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 0/20 Not estimable


Roth 2013 1/74 1/83 0.5 % 1.12 [ 0.07, 17.62 ]


Sullivan 1998 0/8 3/10 0.4 % 0.17 [ 0.01, 2.96 ]


Sullivan 2004 1/27 0/30 0.4 % 3.32 [ 0.14, 78.25 ]


Woolfson 1989 8/62 8/60 4.3 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 3/215 2/108 1.1 % 0.75 [ 0.13, 4.44 ]


Wu 2007b 3/215 2/108 1.1 % 0.75 [ 0.13, 4.44 ]


Total (95% CI) 3472 3288 100.0 % 0.99 [ 0.82, 1.20 ]


Total events: 203 (Experimental), 202 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 5.85, df = 13 (P = 0.95); I2 =0.0%


Test for overall effect: Z = 0.06 (P = 0.95)


Test for subgroup differences: Not applicable
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Analysis 16.2. Comparison 16 Clearly adequate + (NRS component/at risk due to condition), Outcome 2


AcM - MF.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 16 Clearly adequate + (NRS component/at risk due to condition)


Outcome: 2 AcM - MF


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Barlow 2011 3/64 0/57 0.2 % 6.25 [ 0.33, 118.38 ]


Casaer 2011 255/2312 257/2328 75.5 % 1.00 [ 0.85, 1.18 ]


Chourdakis 2012 3/34 2/25 0.7 % 1.10 [ 0.20, 6.12 ]


Chuntrasakul 1996 1/21 3/17 0.4 % 0.27 [ 0.03, 2.37 ]


Eneroth 2005 0/40 0/40 Not estimable


Eyer 1993 2/19 2/19 0.6 % 1.00 [ 0.16, 6.38 ]


Gariballa 1998 2/20 7/20 1.0 % 0.29 [ 0.07, 1.21 ]


Gazzotti 2003 2/39 2/41 0.6 % 1.05 [ 0.16, 7.10 ]


Heidegger 2013 20/153 28/152 7.2 % 0.71 [ 0.42, 1.20 ]


Keele 1997 2/47 0/53 0.2 % 5.63 [ 0.28, 114.27 ]


Malhotra 2004 12/98 16/97 4.2 % 0.74 [ 0.37, 1.49 ]


Neelemaat 2012 14/105 11/105 3.7 % 1.27 [ 0.61, 2.67 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 0/20 Not estimable


Roth 2013 1/74 1/83 0.3 % 1.12 [ 0.07, 17.62 ]


Sullivan 1998 0/8 5/10 0.3 % 0.11 [ 0.01, 1.75 ]


Sullivan 2004 4/27 6/30 1.5 % 0.74 [ 0.23, 2.35 ]


Woolfson 1989 8/62 8/60 2.4 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 3/215 2/108 0.6 % 0.75 [ 0.13, 4.44 ]


Wu 2007b 3/215 2/108 0.6 % 0.75 [ 0.13, 4.44 ]


Total (95% CI) 3589 3389 100.0 % 0.95 [ 0.82, 1.09 ]


Total events: 335 (Experimental), 352 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 12.18, df = 16 (P = 0.73); I2 =0.0%


Test for overall effect: Z = 0.72 (P = 0.47)


Test for subgroup differences: Not applicable
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Analysis 16.3. Comparison 16 Clearly adequate + (NRS component/at risk due to condition), Outcome 3


SaE - EoI.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 16 Clearly adequate + (NRS component/at risk due to condition)


Outcome: 3 SaE - EoI


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Casaer 2011 146/2312 141/2328 58.6 % 1.04 [ 0.83, 1.30 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.3 % 1.64 [ 0.08, 34.28 ]


Chuntrasakul 1996 1/21 1/17 0.5 % 0.81 [ 0.05, 12.01 ]


Eneroth 2005 0/40 0/40 Not estimable


Gariballa 1998 2/20 3/20 1.3 % 0.67 [ 0.12, 3.57 ]


Gazzotti 2003 2/39 2/41 0.8 % 1.05 [ 0.16, 7.10 ]


Heidegger 2013 8/153 12/152 5.0 % 0.66 [ 0.28, 1.57 ]


Keele 1997 2/43 1/43 0.4 % 2.00 [ 0.19, 21.24 ]


Malhotra 2004 27/98 31/97 13.0 % 0.86 [ 0.56, 1.33 ]


Neelemaat 2012 14/105 11/105 4.6 % 1.27 [ 0.61, 2.67 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 1/20 0.6 % 0.33 [ 0.01, 7.72 ]


Roth 2013 1/74 1/83 0.4 % 1.12 [ 0.07, 17.62 ]


Soop 2004 0/9 1/9 0.6 % 0.33 [ 0.02, 7.24 ]


Sullivan 1998 2/8 3/10 1.1 % 0.83 [ 0.18, 3.84 ]


Sullivan 2004 4/27 3/30 1.2 % 1.48 [ 0.36, 6.03 ]


Woolfson 1989 8/62 8/60 3.4 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 6/215 8/108 4.4 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 3.9 % 0.72 [ 0.28, 1.83 ]


Total (95% CI) 3497 3297 100.0 % 0.96 [ 0.81, 1.14 ]


Total events: 234 (Experimental), 234 (Control)


Heterogeneity: Chi2 = 7.53, df = 16 (P = 0.96); I2 =0.0%


Test for overall effect: Z = 0.47 (P = 0.64)


Test for subgroup differences: Not applicable
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Analysis 16.4. Comparison 16 Clearly adequate + (NRS component/at risk due to condition), Outcome 4


SaE - MF.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 16 Clearly adequate + (NRS component/at risk due to condition)


Outcome: 4 SaE - MF


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Barlow 2011 3/64 7/57 1.0 % 0.38 [ 0.10, 1.41 ]


Casaer 2011 255/2312 257/2328 64.5 % 1.00 [ 0.85, 1.18 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.2 % 1.64 [ 0.08, 34.28 ]


Chourdakis 2012 13/34 12/25 4.9 % 0.80 [ 0.44, 1.44 ]


Chuntrasakul 1996 1/21 3/17 0.4 % 0.27 [ 0.03, 2.37 ]


Eneroth 2005 0/40 0/40 Not estimable


Eyer 1993 2/19 2/19 0.5 % 1.00 [ 0.16, 6.38 ]


Gariballa 1998 2/20 7/20 0.8 % 0.29 [ 0.07, 1.21 ]


Gazzotti 2003 2/39 2/41 0.5 % 1.05 [ 0.16, 7.10 ]


Heidegger 2013 20/153 28/152 6.2 % 0.71 [ 0.42, 1.20 ]


Keele 1997 2/43 1/43 0.3 % 2.00 [ 0.19, 21.24 ]


Malhotra 2004 27/98 31/97 9.2 % 0.86 [ 0.56, 1.33 ]


Neelemaat 2012 14/105 11/105 3.1 % 1.27 [ 0.61, 2.67 ]


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 1/20 0.2 % 0.33 [ 0.01, 7.72 ]


Roth 2013 1/74 1/83 0.2 % 1.12 [ 0.07, 17.62 ]


Soop 2004 0/9 1/9 0.2 % 0.33 [ 0.02, 7.24 ]


Sullivan 1998 2/8 5/10 0.9 % 0.50 [ 0.13, 1.93 ]


Sullivan 2004 4/27 6/30 1.3 % 0.74 [ 0.23, 2.35 ]


Woolfson 1989 8/62 8/60 2.1 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 6/215 8/108 1.6 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 2.0 % 0.72 [ 0.28, 1.83 ]


Total (95% CI) 3614 3398 100.0 % 0.91 [ 0.80, 1.03 ]


Total events: 373 (Experimental), 398 (Control)
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Heterogeneity: Tau2 = 0.0; Chi2 = 13.89, df = 19 (P = 0.79); I2 =0.0%


Test for overall effect: Z = 1.46 (P = 0.14)


Test for subgroup differences: Not applicable
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Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 17 Oral - All cause mortality - end of intervention


Outcome: 1 All-cause mortality - overall


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Arias 2008 46/260 31/265 14.5 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 2.1 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 1.2 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.3 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 1.4 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 34.0 % 0.97 [ 0.75, 1.26 ]


Doglietto 1996 16/338 12/340 5.1 % 1.34 [ 0.64, 2.79 ]


Espaulella 2000 4/85 3/86 1.3 % 1.35 [ 0.31, 5.85 ]


F rli 2001 0/18 1/19 0.3 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 3/20 1.0 % 0.67 [ 0.12, 3.57 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Gariballa 2006 12/223 7/222 3.3 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.8 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/30 2/38 0.3 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.3 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/47 0/53 0.3 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 15.5 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 1.8 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.5 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.5 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.3 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 10.2 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Saudny-Unterberger 1997 1/17 1/16 0.4 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 4.8 % 0.85 [ 0.40, 1.81 ]


Total (95% CI) 4263 4266 100.0 % 0.94 [ 0.79, 1.11 ]


Total events: 270 (Nutrition support), 298 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 22.43, df = 22 (P = 0.43); I2 =2%


Test for overall effect: Z = 0.74 (P = 0.46)


Test for subgroup differences: Not applicable
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Analysis 17.2. Comparison 17 Oral - All cause mortality - end of intervention, Outcome 2 All-cause


mortality - bias.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 17 Oral - All cause mortality - end of intervention


Outcome: 2 All-cause mortality - bias


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 High risk of bias


Abalan 1992 0/15 0/14 Not estimable


Arias 2008 46/260 31/265 14.5 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 2.1 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 1.2 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.3 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 1.4 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 34.0 % 0.97 [ 0.75, 1.26 ]


Doglietto 1996 16/338 12/340 5.1 % 1.34 [ 0.64, 2.79 ]


Espaulella 2000 4/85 3/86 1.3 % 1.35 [ 0.31, 5.85 ]


F rli 2001 0/18 1/19 0.3 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 3/20 1.0 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 3.3 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.8 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/30 2/38 0.3 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.3 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/47 0/53 0.3 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 15.5 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 1.8 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.5 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.5 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.3 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 10.2 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Saudny-Unterberger 1997 1/17 1/16 0.4 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 4.8 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 4263 4266 100.0 % 0.94 [ 0.79, 1.11 ]


Total events: 270 (Nutrition support), 298 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 22.43, df = 22 (P = 0.43); I2 =2%


Test for overall effect: Z = 0.74 (P = 0.46)


2 Low risk of bias


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 4263 4266 100.0 % 0.94 [ 0.79, 1.11 ]


Total events: 270 (Nutrition support), 298 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 22.43, df = 22 (P = 0.43); I2 =2%


Test for overall effect: Z = 0.74 (P = 0.46)


Test for subgroup differences: Not applicable
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Analysis 17.3. Comparison 17 Oral - All cause mortality - end of intervention, Outcome 3 All-cause


mortality - medical speciality.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 17 Oral - All cause mortality - end of intervention


Outcome: 3 All-cause mortality - medical speciality


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Cardiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Medical gastroenterology and hepatology


Bunout 1989 2/17 5/19 1.2 % 0.45 [ 0.10, 2.01 ]


Subtotal (95% CI) 17 19 1.2 % 0.45 [ 0.10, 2.01 ]


Total events: 2 (Nutrition support), 5 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.05 (P = 0.29)


3 Geriatrics


Banerjee 1978 4/28 6/32 2.1 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


De Sousa 2012 0/20 2/17 0.3 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 1.4 % 1.58 [ 0.39, 6.45 ]


Gariballa 2006 12/223 7/222 3.3 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.8 % 1.05 [ 0.16, 7.10 ]


Larsson 1990a 29/197 55/238 15.4 % 0.64 [ 0.42, 0.96 ]


Ljunggren 2012 0/19 0/20 Not estimable


Potter 2001 21/183 33/193 10.3 % 0.67 [ 0.40, 1.12 ]


Subtotal (95% CI) 748 811 33.7 % 0.75 [ 0.56, 0.99 ]


Total events: 72 (Nutrition support), 108 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 6.06, df = 6 (P = 0.42); I2 =1%


Test for overall effect: Z = 2.02 (P = 0.043)


4 Pulmonary disease


Luo 2012 3/30 7/30 1.8 % 0.43 [ 0.12, 1.50 ]


Saudny-Unterberger 1997 1/17 1/16 0.4 % 0.94 [ 0.06, 13.82 ]


Subtotal (95% CI) 47 46 2.2 % 0.49 [ 0.16, 1.54 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 4 (Nutrition support), 8 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.27, df = 1 (P = 0.60); I2 =0.0%


Test for overall effect: Z = 1.22 (P = 0.22)


5 Endocrinology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


6 Infectious diseases


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


7 Rheumatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


8 Haematology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


9 Nephrology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


10 Gastroenterologic surgery


Doglietto 1996 16/338 12/340 5.1 % 1.34 [ 0.64, 2.79 ]


Hendry 2010 0/30 2/38 0.3 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.3 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Keele 1997 2/47 0/53 0.3 % 5.63 [ 0.28, 114.27 ]


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable


MacFie 2000 2/27 1/25 0.5 % 1.85 [ 0.18, 19.19 ]


Rana 1992 0/20 0/20 Not estimable
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Reissman 1995 0/80 0/81 Not estimable


Subtotal (95% CI) 664 603 6.6 % 1.24 [ 0.65, 2.38 ]


Total events: 20 (Nutrition support), 16 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 3.74, df = 4 (P = 0.44); I2 =0.0%


Test for overall effect: Z = 0.66 (P = 0.51)


11 Trauma surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


12 Orthopaedics


Espaulella 2000 4/85 3/86 1.3 % 1.35 [ 0.31, 5.85 ]


Houwing 2003 0/51 0/52 Not estimable


Miller 2006a 2/24 1/25 0.5 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.3 % 3.25 [ 0.14, 76.01 ]


Subtotal (95% CI) 183 188 2.1 % 1.69 [ 0.53, 5.36 ]


Total events: 7 (Nutrition support), 4 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.29, df = 2 (P = 0.87); I2 =0.0%


Test for overall effect: Z = 0.89 (P = 0.37)


13 Plastic, reconstructive and aesthetic surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


14 Vascular surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


15 Transplant surgery


F rli 2001 0/18 1/19 0.3 % 0.35 [ 0.02, 8.09 ]


Subtotal (95% CI) 18 19 0.3 % 0.35 [ 0.02, 8.09 ]


Total events: 0 (Nutrition support), 1 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.65 (P = 0.51)


16 Urology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Test for overall effect: not applicable


17 Thoracic surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


18 Neurological surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


19 Oro-maxillo-facial surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


20 Anaesthesiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


21 Emergency medicine


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


22 Psychiatry


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


23 Neurology


Abalan 1992 0/15 0/14 Not estimable


Dennis 2005 108/2016 108/2007 33.5 % 1.00 [ 0.77, 1.29 ]


Gariballa 1998 2/20 3/20 1.0 % 0.67 [ 0.12, 3.57 ]


Subtotal (95% CI) 2051 2041 34.5 % 0.99 [ 0.76, 1.27 ]


Total events: 110 (Nutrition support), 111 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.21, df = 1 (P = 0.64); I2 =0.0%


Test for overall effect: Z = 0.11 (P = 0.92)
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


24 Oncology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


25 Dermatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


26 Gynaecology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


27 Mixed


Arias 2008 46/260 31/265 14.5 % 1.51 [ 0.99, 2.31 ]


Vlaming 2001 12/275 14/274 4.9 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 535 539 19.4 % 1.24 [ 0.73, 2.12 ]


Total events: 58 (Nutrition support), 45 (Control)


Heterogeneity: Tau2 = 0.07; Chi2 = 1.69, df = 1 (P = 0.19); I2 =41%


Test for overall effect: Z = 0.80 (P = 0.43)


Total (95% CI) 4263 4266 100.0 % 0.95 [ 0.80, 1.12 ]


Total events: 273 (Nutrition support), 298 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 22.55, df = 22 (P = 0.43); I2 =2%


Test for overall effect: Z = 0.62 (P = 0.53)


Test for subgroup differences: Chi2 = 7.87, df = 7 (P = 0.34), I2 =11%
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Analysis 17.4. Comparison 17 Oral - All cause mortality - end of intervention, Outcome 4 All-cause


mortality - based on adequacy of the amount of calories.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 17 Oral - All cause mortality - end of intervention


Outcome: 4 All-cause mortality - based on adequacy of the amount of calories


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Clearly adequate in experimental group and clearly inadequate in control group


Gariballa 1998 2/20 3/20 1.0 % 0.67 [ 0.12, 3.57 ]


Gazzotti 2003 2/39 2/41 0.8 % 1.05 [ 0.16, 7.10 ]


Keele 1997 2/47 0/53 0.3 % 5.63 [ 0.28, 114.27 ]


Rana 1992 0/20 0/20 Not estimable


Subtotal (95% CI) 126 134 2.1 % 1.08 [ 0.34, 3.47 ]


Total events: 6 (Nutrition support), 5 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.52, df = 2 (P = 0.47); I2 =0.0%


Test for overall effect: Z = 0.14 (P = 0.89)


2 Inadequate in the experimental group or adequate in the control group


Abalan 1992 0/15 0/14 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Delmi 1990 4/27 3/32 1.4 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 34.0 % 0.97 [ 0.75, 1.26 ]


Doglietto 1996 16/338 12/340 5.1 % 1.34 [ 0.64, 2.79 ]


Espaulella 2000 4/85 3/86 1.3 % 1.35 [ 0.31, 5.85 ]


F rli 2001 0/18 1/19 0.3 % 0.35 [ 0.02, 8.09 ]


Henriksen 2003a 0/16 1/8 0.3 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


MacFie 2000 2/27 1/25 0.5 % 1.85 [ 0.18, 19.19 ]


Potter 2001 21/183 33/193 10.2 % 0.67 [ 0.40, 1.12 ]


Subtotal (95% CI) 2772 2768 53.1 % 0.94 [ 0.76, 1.17 ]


Total events: 152 (Nutrition support), 162 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 5.22, df = 7 (P = 0.63); I2 =0.0%


Test for overall effect: Z = 0.54 (P = 0.59)


3 Experimental group is overfed
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Bunout 1989 2/17 5/19 1.2 % 0.45 [ 0.10, 2.01 ]


Saudny-Unterberger 1997 1/17 1/16 0.4 % 0.94 [ 0.06, 13.82 ]


Subtotal (95% CI) 34 35 1.6 % 0.53 [ 0.14, 1.98 ]


Total events: 3 (Nutrition support), 6 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.22, df = 1 (P = 0.64); I2 =0.0%


Test for overall effect: Z = 0.94 (P = 0.35)


4 Unclear intake in experimental group or control group


Arias 2008 46/260 31/265 14.5 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 2.1 % 0.76 [ 0.24, 2.43 ]


De Sousa 2012 0/20 2/17 0.3 % 0.17 [ 0.01, 3.34 ]


Gariballa 2006 12/223 7/222 3.3 % 1.71 [ 0.68, 4.25 ]


Hendry 2010 0/30 2/38 0.3 % 0.25 [ 0.01, 5.05 ]


Houwing 2003 0/51 0/52 Not estimable


Larsson 1990a 29/197 55/238 15.5 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable


Luo 2012 3/30 7/30 1.8 % 0.43 [ 0.12, 1.50 ]


Miller 2006a 2/24 1/25 0.5 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.3 % 3.25 [ 0.14, 76.01 ]


Reissman 1995 0/80 0/81 Not estimable


Vlaming 2001 12/275 14/274 4.8 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 1331 1329 43.3 % 0.93 [ 0.62, 1.38 ]


Total events: 109 (Nutrition support), 125 (Control)


Heterogeneity: Tau2 = 0.12; Chi2 = 14.74, df = 9 (P = 0.10); I2 =39%


Test for overall effect: Z = 0.37 (P = 0.71)


Total (95% CI) 4263 4266 100.0 % 0.94 [ 0.79, 1.11 ]


Total events: 270 (Nutrition support), 298 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 22.43, df = 22 (P = 0.43); I2 =2%


Test for overall effect: Z = 0.74 (P = 0.46)


Test for subgroup differences: Chi2 = 0.77, df = 3 (P = 0.86), I2 =0.0%
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Analysis 17.5. Comparison 17 Oral - All cause mortality - end of intervention, Outcome 5 All-cause


mortality - different screening tools.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 17 Oral - All cause mortality - end of intervention


Outcome: 5 All-cause mortality - different screening tools


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 NRS 2002


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 MUST


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 MNA


De Sousa 2012 0/20 2/17 0.3 % 0.17 [ 0.01, 3.34 ]


Gazzotti 2003 2/39 2/41 0.8 % 1.05 [ 0.16, 7.10 ]


Subtotal (95% CI) 59 58 1.1 % 0.61 [ 0.12, 3.18 ]


Total events: 2 (Nutrition support), 4 (Control)


Heterogeneity: Tau2 = 0.06; Chi2 = 1.04, df = 1 (P = 0.31); I2 =4%


Test for overall effect: Z = 0.59 (P = 0.56)


4 SGA


Arias 2008 46/260 31/265 14.5 % 1.51 [ 0.99, 2.31 ]


Subtotal (95% CI) 260 265 14.5 % 1.51 [ 0.99, 2.31 ]


Total events: 46 (Nutrition support), 31 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.92 (P = 0.055)


5 Other means


Abalan 1992 0/15 0/14 Not estimable


Banerjee 1978 4/28 6/32 2.1 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 1.2 % 0.45 [ 0.10, 2.01 ]


Delmi 1990 4/27 3/32 1.4 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 34.0 % 0.97 [ 0.75, 1.26 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Doglietto 1996 16/338 12/340 5.1 % 1.34 [ 0.64, 2.79 ]


Espaulella 2000 4/85 3/86 1.3 % 1.35 [ 0.31, 5.85 ]


F rli 2001 0/18 1/19 0.3 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 3/20 1.0 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 3.3 % 1.71 [ 0.68, 4.25 ]


Hendry 2010 0/30 2/38 0.3 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.3 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/47 0/53 0.3 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 15.5 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 1.8 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.5 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.5 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.3 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 10.2 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Saudny-Unterberger 1997 1/17 1/16 0.4 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 4.8 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 3944 3943 84.4 % 0.87 [ 0.73, 1.04 ]


Total events: 222 (Nutrition support), 263 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 15.57, df = 19 (P = 0.69); I2 =0.0%


Test for overall effect: Z = 1.55 (P = 0.12)


Total (95% CI) 4263 4266 100.0 % 0.94 [ 0.79, 1.11 ]


Total events: 270 (Nutrition support), 298 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 22.43, df = 22 (P = 0.43); I2 =2%


Test for overall effect: Z = 0.74 (P = 0.46)


Test for subgroup differences: Chi2 = 5.86, df = 2 (P = 0.05), I2 =66%
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Analysis 17.6. Comparison 17 Oral - All cause mortality - end of intervention, Outcome 6 All-cause


mortality - participants characterised as ’at nutritional risk’ due to one of the following conditions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 17 Oral - All cause mortality - end of intervention


Outcome: 6 All-cause mortality - participants characterised as ’at nutritional risk’ due to one of the following conditions


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Major surgery


Doglietto 1996 16/338 12/340 5.1 % 1.34 [ 0.64, 2.79 ]


F rli 2001 0/18 1/19 0.3 % 0.35 [ 0.02, 8.09 ]


Hendry 2010 0/30 2/38 0.3 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.3 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Keele 1997 2/47 0/53 0.3 % 5.63 [ 0.28, 114.27 ]


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable


Luo 2012 3/30 7/30 1.8 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.5 % 1.85 [ 0.18, 19.19 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Subtotal (95% CI) 712 652 8.5 % 0.92 [ 0.49, 1.72 ]


Total events: 23 (Nutrition support), 24 (Control)


Heterogeneity: Tau2 = 0.05; Chi2 = 6.32, df = 6 (P = 0.39); I2 =5%


Test for overall effect: Z = 0.26 (P = 0.80)


2 Stroke


Dennis 2005 105/2016 108/2007 34.0 % 0.97 [ 0.75, 1.26 ]


Gariballa 1998 2/20 3/20 1.0 % 0.67 [ 0.12, 3.57 ]


Subtotal (95% CI) 2036 2027 35.0 % 0.96 [ 0.74, 1.24 ]


Total events: 107 (Nutrition support), 111 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.19, df = 1 (P = 0.67); I2 =0.0%
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Test for overall effect: Z = 0.31 (P = 0.75)


3 ICU participants including trauma


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Frail elderly participants with less severe conditions known to increase protein requirements


Botella-Carretero 2010 0/12 0/16 Not estimable


Delmi 1990 4/27 3/32 1.4 % 1.58 [ 0.39, 6.45 ]


Espaulella 2000 4/85 3/86 1.3 % 1.35 [ 0.31, 5.85 ]


Gazzotti 2003 2/39 2/41 0.8 % 1.05 [ 0.16, 7.10 ]


Houwing 2003 0/51 0/52 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


Miller 2006a 2/24 1/25 0.5 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.3 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 10.2 % 0.67 [ 0.40, 1.12 ]


Subtotal (95% CI) 463 490 14.5 % 0.85 [ 0.55, 1.30 ]


Total events: 34 (Nutrition support), 42 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 3.27, df = 5 (P = 0.66); I2 =0.0%


Test for overall effect: Z = 0.76 (P = 0.44)


5 Participants do not fall into one of the categories above


Abalan 1992 0/15 0/14 Not estimable


Arias 2008 46/260 31/265 14.5 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 2.1 % 0.76 [ 0.24, 2.43 ]


Bunout 1989 2/17 5/19 1.2 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.3 % 0.17 [ 0.01, 3.34 ]


Gariballa 2006 12/223 7/222 3.3 % 1.71 [ 0.68, 4.25 ]


Larsson 1990a 29/197 55/238 15.5 % 0.64 [ 0.42, 0.96 ]


Saudny-Unterberger 1997 1/17 1/16 0.4 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 4.8 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 1052 1097 42.0 % 0.93 [ 0.62, 1.39 ]


Total events: 106 (Nutrition support), 121 (Control)


Heterogeneity: Tau2 = 0.12; Chi2 = 12.38, df = 7 (P = 0.09); I2 =43%


Test for overall effect: Z = 0.36 (P = 0.72)


Total (95% CI) 4263 4266 100.0 % 0.94 [ 0.79, 1.11 ]


Total events: 270 (Nutrition support), 298 (Control)
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Heterogeneity: Tau2 = 0.00; Chi2 = 22.43, df = 22 (P = 0.43); I2 =2%


Test for overall effect: Z = 0.74 (P = 0.46)


Test for subgroup differences: Chi2 = 0.24, df = 3 (P = 0.97), I2 =0.0%
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Analysis 17.7. Comparison 17 Oral - All cause mortality - end of intervention, Outcome 7 All-cause


mortality - participants characterised as ’at nutritional risk’ due to one of the following criteria.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 17 Oral - All cause mortality - end of intervention


Outcome: 7 All-cause mortality - participants characterised as ’at nutritional risk’ due to one of the following criteria


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 BMI less than 20.5 kg/m2


F rli 2001 0/18 1/19 0.3 % 0.35 [ 0.02, 8.09 ]


Subtotal (95% CI) 18 19 0.3 % 0.35 [ 0.02, 8.09 ]


Total events: 0 (Nutrition support), 1 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.65 (P = 0.51)


2 Weight loss of at least 5% during the last three months


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 Weight loss of at least 10% during the last six months


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Insufficient food intake during the last week (50% of requirements or less)
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Participants characterised as ’at nutritional risk’ by other means


Abalan 1992 0/15 0/14 Not estimable


Arias 2008 46/260 31/265 14.5 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 2.1 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 1.2 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.3 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 1.4 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 34.0 % 0.97 [ 0.75, 1.26 ]


Doglietto 1996 16/338 12/340 5.1 % 1.34 [ 0.64, 2.79 ]


Espaulella 2000 4/85 3/86 1.3 % 1.35 [ 0.31, 5.85 ]


Gariballa 1998 2/20 3/20 1.0 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 3.3 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.8 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/30 2/38 0.3 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.3 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/47 0/53 0.3 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 15.5 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 1.8 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.5 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.5 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.3 % 3.25 [ 0.14, 76.01 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Potter 2001 21/183 33/193 10.2 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Saudny-Unterberger 1997 1/17 1/16 0.4 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 4.8 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 4245 4247 99.7 % 0.94 [ 0.79, 1.12 ]


Total events: 270 (Nutrition support), 297 (Control)


Heterogeneity: Tau2 = 0.01; Chi2 = 22.05, df = 21 (P = 0.40); I2 =5%


Test for overall effect: Z = 0.67 (P = 0.50)


Total (95% CI) 4263 4266 100.0 % 0.94 [ 0.79, 1.11 ]


Total events: 270 (Nutrition support), 298 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 22.43, df = 22 (P = 0.43); I2 =2%


Test for overall effect: Z = 0.74 (P = 0.46)


Test for subgroup differences: Chi2 = 0.38, df = 1 (P = 0.54), I2 =0.0%
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Analysis 17.8. Comparison 17 Oral - All cause mortality - end of intervention, Outcome 8 All-cause


mortality - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 17 Oral - All cause mortality - end of intervention


Outcome: 8 All-cause mortality - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Biomarkers


Luo 2012 3/30 7/30 1.8 % 0.43 [ 0.12, 1.50 ]


Subtotal (95% CI) 30 30 1.8 % 0.43 [ 0.12, 1.50 ]


Total events: 3 (Nutrition support), 7 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.32 (P = 0.19)


2 Anthropometric measures


F rli 2001 0/18 1/19 0.3 % 0.35 [ 0.02, 8.09 ]


MacFie 2000 2/27 1/25 0.5 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.5 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.3 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 10.2 % 0.67 [ 0.40, 1.12 ]


Vlaming 2001 12/275 14/274 4.8 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 550 561 16.6 % 0.78 [ 0.52, 1.16 ]


Total events: 38 (Nutrition support), 50 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.64, df = 5 (P = 0.76); I2 =0.0%


Test for overall effect: Z = 1.23 (P = 0.22)


3 Characterised by other means


Abalan 1992 0/15 0/14 Not estimable


Arias 2008 46/260 31/265 14.5 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 2.1 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 1.2 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.3 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 1.4 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 34.0 % 0.97 [ 0.75, 1.26 ]


Doglietto 1996 16/338 12/340 5.1 % 1.34 [ 0.64, 2.79 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Espaulella 2000 4/85 3/86 1.3 % 1.35 [ 0.31, 5.85 ]


Gariballa 1998 2/20 3/20 1.0 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 3.3 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.8 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/30 2/38 0.3 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.3 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/47 0/53 0.3 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 15.5 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Saudny-Unterberger 1997 1/17 1/16 0.4 % 0.94 [ 0.06, 13.82 ]


Subtotal (95% CI) 3683 3675 81.6 % 1.00 [ 0.80, 1.25 ]


Total events: 229 (Nutrition support), 241 (Control)


Heterogeneity: Tau2 = 0.02; Chi2 = 17.10, df = 15 (P = 0.31); I2 =12%


Test for overall effect: Z = 0.01 (P = 0.99)


Total (95% CI) 4263 4266 100.0 % 0.94 [ 0.79, 1.11 ]


Total events: 270 (Nutrition support), 298 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 22.43, df = 22 (P = 0.43); I2 =2%


Test for overall effect: Z = 0.74 (P = 0.46)


Test for subgroup differences: Chi2 = 2.61, df = 2 (P = 0.27), I2 =24%
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Analysis 17.9. Comparison 17 Oral - All cause mortality - end of intervention, Outcome 9 All-cause


mortality - randomisation year.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 17 Oral - All cause mortality - end of intervention


Outcome: 9 All-cause mortality - randomisation year


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Before 1960


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 1960-1979


Banerjee 1978 4/28 6/32 2.1 % 0.76 [ 0.24, 2.43 ]


Subtotal (95% CI) 28 32 2.1 % 0.76 [ 0.24, 2.43 ]


Total events: 4 (Nutrition support), 6 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.46 (P = 0.65)


3 1980-1999


Abalan 1992 0/15 0/14 Not estimable


Bunout 1989 2/17 5/19 1.2 % 0.45 [ 0.10, 2.01 ]


Delmi 1990 4/27 3/32 1.4 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 34.0 % 0.97 [ 0.75, 1.26 ]


Doglietto 1996 16/338 12/340 5.1 % 1.34 [ 0.64, 2.79 ]


Espaulella 2000 4/85 3/86 1.3 % 1.35 [ 0.31, 5.85 ]


F rli 2001 0/18 1/19 0.3 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 3/20 1.0 % 0.67 [ 0.12, 3.57 ]


Gazzotti 2003 2/39 2/41 0.8 % 1.05 [ 0.16, 7.10 ]


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/47 0/53 0.3 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 15.5 % 0.64 [ 0.42, 0.96 ]


MacFie 2000 2/27 1/25 0.5 % 1.85 [ 0.18, 19.19 ]


Potter 2001 21/183 33/193 10.2 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Reissman 1995 0/80 0/81 Not estimable


Saudny-Unterberger 1997 1/17 1/16 0.4 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 4.8 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 3472 3530 76.7 % 0.87 [ 0.72, 1.04 ]


Total events: 202 (Nutrition support), 241 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 9.36, df = 13 (P = 0.75); I2 =0.0%


Test for overall effect: Z = 1.55 (P = 0.12)


4 After 1999


Arias 2008 46/260 31/265 14.5 % 1.51 [ 0.99, 2.31 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


De Sousa 2012 0/20 2/17 0.3 % 0.17 [ 0.01, 3.34 ]


Gariballa 2006 12/223 7/222 3.3 % 1.71 [ 0.68, 4.25 ]


Hendry 2010 0/30 2/38 0.3 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.3 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 1.8 % 0.43 [ 0.12, 1.50 ]


Miller 2006a 2/24 1/25 0.5 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.3 % 3.25 [ 0.14, 76.01 ]


Subtotal (95% CI) 763 704 21.3 % 1.11 [ 0.64, 1.92 ]


Total events: 64 (Nutrition support), 51 (Control)


Heterogeneity: Tau2 = 0.13; Chi2 = 8.91, df = 7 (P = 0.26); I2 =21%


Test for overall effect: Z = 0.37 (P = 0.71)


Total (95% CI) 4263 4266 100.0 % 0.94 [ 0.79, 1.11 ]


Total events: 270 (Nutrition support), 298 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 22.43, df = 22 (P = 0.43); I2 =2%


Test for overall effect: Z = 0.74 (P = 0.46)


Test for subgroup differences: Chi2 = 0.76, df = 2 (P = 0.68), I2 =0.0%
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Analysis 17.10. Comparison 17 Oral - All cause mortality - end of intervention, Outcome 10 All-cause


mortality - trials where the intervention lasts fewer than three days compared with trials where the


intervention lasts three days or more.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 17 Oral - All cause mortality - end of intervention


Outcome: 10 All-cause mortality - trials where the intervention lasts fewer than three days compared with trials where the intervention lasts three days or more


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Three days or more


Abalan 1992 0/15 0/14 Not estimable


Banerjee 1978 4/28 6/32 2.1 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 1.2 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.3 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 1.4 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 34.0 % 0.97 [ 0.75, 1.26 ]


Doglietto 1996 16/338 12/340 5.1 % 1.34 [ 0.64, 2.79 ]


Espaulella 2000 4/85 3/86 1.3 % 1.35 [ 0.31, 5.85 ]


F rli 2001 0/18 1/19 0.3 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 3/20 1.0 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 3.3 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.8 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/30 2/38 0.3 % 0.25 [ 0.01, 5.05 ]


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/47 0/53 0.3 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 15.5 % 0.64 [ 0.42, 0.96 ]


Luo 2012 3/30 7/30 1.8 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.5 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.5 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.3 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 10.2 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Reissman 1995 0/80 0/81 Not estimable


Saudny-Unterberger 1997 1/17 1/16 0.4 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 4.8 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 3862 3935 85.2 % 0.87 [ 0.74, 1.04 ]


Total events: 224 (Nutrition support), 266 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 15.73, df = 20 (P = 0.73); I2 =0.0%


Test for overall effect: Z = 1.55 (P = 0.12)


2 Less than three days


Henriksen 2003a 0/16 1/8 0.3 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


Subtotal (95% CI) 141 66 0.3 % 0.18 [ 0.01, 3.91 ]


Total events: 0 (Nutrition support), 1 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.10 (P = 0.27)


3 Unknown


Arias 2008 46/260 31/265 14.5 % 1.51 [ 0.99, 2.31 ]


Subtotal (95% CI) 260 265 14.5 % 1.51 [ 0.99, 2.31 ]


Total events: 46 (Nutrition support), 31 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.92 (P = 0.055)


Total (95% CI) 4263 4266 100.0 % 0.94 [ 0.79, 1.11 ]


Total events: 270 (Nutrition support), 298 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 22.43, df = 22 (P = 0.43); I2 =2%


Test for overall effect: Z = 0.74 (P = 0.46)


Test for subgroup differences: Chi2 = 6.71, df = 2 (P = 0.03), I2 =70%
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Analysis 17.11. Comparison 17 Oral - All cause mortality - end of intervention, Outcome 11 All-cause


mortality - ’best-worst case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 17 Oral - All cause mortality - end of intervention


Outcome: 11 All-cause mortality - ’best-worst case’ scenario


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Arias 2008 46/333 100/334 12.9 % 0.46 [ 0.34, 0.63 ]


Banerjee 1978 4/28 6/32 4.2 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/30 14/30 0.9 % 0.03 [ 0.00, 0.55 ]


Bunout 1989 2/17 5/19 2.8 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.8 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 3.1 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 13.6 % 0.97 [ 0.75, 1.26 ]


Doglietto 1996 16/338 12/340 7.4 % 1.34 [ 0.64, 2.79 ]


Espaulella 2000 4/85 3/86 2.9 % 1.35 [ 0.31, 5.85 ]


F rli 2001 0/20 4/22 0.9 % 0.12 [ 0.01, 2.13 ]


Gariballa 1998 2/21 4/21 2.5 % 0.50 [ 0.10, 2.44 ]


Gariballa 2006 12/223 7/222 5.8 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 1.8 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/38 2/38 0.8 % 0.20 [ 0.01, 4.03 ]


Henriksen 2003a 0/16 1/8 0.8 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/47 0/53 0.8 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/250 68/251 11.8 % 0.43 [ 0.29, 0.64 ]


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable


Ljunggren 2012 0/20 0/20 Not estimable
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Luo 2012 3/30 7/30 3.7 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 1.3 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/25 2/26 1.9 % 1.04 [ 0.16, 6.83 ]


Miller 2006b 1/24 0/25 0.7 % 3.12 [ 0.13, 73.04 ]


Potter 2001 21/186 35/195 10.3 % 0.63 [ 0.38, 1.04 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Saudny-Unterberger 1997 1/17 1/16 1.0 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 7.2 % 0.85 [ 0.40, 1.81 ]


Total (95% CI) 4424 4369 100.0 % 0.72 [ 0.55, 0.95 ]


Total events: 270 (Nutrition support), 401 (Control)


Heterogeneity: Tau2 = 0.13; Chi2 = 40.85, df = 23 (P = 0.01); I2 =44%


Test for overall effect: Z = 2.34 (P = 0.019)


Test for subgroup differences: Not applicable
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Analysis 17.12. Comparison 17 Oral - All cause mortality - end of intervention, Outcome 12 All-cause


mortality - ’worst-best case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 17 Oral - All cause mortality - end of intervention


Outcome: 12 All-cause mortality - ’worst-best case’ scenario


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Arias 2008 119/333 31/334 9.4 % 3.85 [ 2.67, 5.55 ]


Banerjee 1978 4/28 6/32 4.7 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 18/30 0/30 1.3 % 37.00 [ 2.33, 587.26 ]


Bunout 1989 2/17 5/19 3.4 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 1.1 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 3.7 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 9.9 % 0.97 [ 0.75, 1.26 ]


Doglietto 1996 16/338 12/340 7.0 % 1.34 [ 0.64, 2.79 ]


Espaulella 2000 4/85 3/86 3.5 % 1.35 [ 0.31, 5.85 ]


F rli 2001 2/20 1/22 1.8 % 2.20 [ 0.22, 22.45 ]


Gariballa 1998 3/21 3/21 3.5 % 1.00 [ 0.23, 4.40 ]


Gariballa 2006 12/223 7/222 5.9 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 2.4 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 8/38 2/38 3.5 % 4.00 [ 0.91, 17.62 ]


Henriksen 2003a 0/16 1/8 1.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/47 0/53 1.1 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 82/250 55/251 9.7 % 1.50 [ 1.12, 2.01 ]


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable


Ljunggren 2012 1/20 0/20 1.0 % 3.00 [ 0.13, 69.52 ]


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


869Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Luo 2012 3/30 7/30 4.3 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 1.7 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 3/25 1/26 1.9 % 3.12 [ 0.35, 28.03 ]


Miller 2006b 2/24 0/25 1.1 % 5.20 [ 0.26, 103.03 ]


Potter 2001 24/186 33/195 8.6 % 0.76 [ 0.47, 1.24 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Saudny-Unterberger 1997 1/17 1/16 1.4 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 6.9 % 0.85 [ 0.40, 1.81 ]


Total (95% CI) 4424 4369 100.0 % 1.33 [ 0.95, 1.86 ]


Total events: 431 (Nutrition support), 298 (Control)


Heterogeneity: Tau2 = 0.28; Chi2 = 66.35, df = 24 (P<0.00001); I2 =64%


Test for overall effect: Z = 1.65 (P = 0.099)


Test for subgroup differences: Not applicable
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Analysis 17.13. Comparison 17 Oral - All cause mortality - end of intervention, Outcome 13 All-cause


mortality co-interventions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 17 Oral - All cause mortality - end of intervention


Outcome: 13 All-cause mortality co-interventions


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 received nutrition support as co-intervention


Luo 2012 3/30 7/30 1.8 % 0.43 [ 0.12, 1.50 ]


Subtotal (95% CI) 30 30 1.8 % 0.43 [ 0.12, 1.50 ]


Total events: 3 (Nutrition support), 7 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.32 (P = 0.19)


2 did not receive nutrition support as co-intervention


Abalan 1992 0/15 0/14 Not estimable


Arias 2008 46/260 31/265 14.5 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 2.1 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 1.2 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.3 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 1.4 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 34.0 % 0.97 [ 0.75, 1.26 ]


Doglietto 1996 16/338 12/340 5.1 % 1.34 [ 0.64, 2.79 ]


Espaulella 2000 4/85 3/86 1.3 % 1.35 [ 0.31, 5.85 ]


F rli 2001 0/18 1/19 0.3 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 3/20 1.0 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 3.3 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.8 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/30 2/38 0.3 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.3 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/47 0/53 0.3 % 5.63 [ 0.28, 114.27 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Larsson 1990a 29/197 55/238 15.5 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 0/32 0/10 Not estimable


Lidder 2013b 0/31 0/10 Not estimable


Lidder 2013c 0/27 0/10 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


MacFie 2000 2/27 1/25 0.5 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.5 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.3 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 10.2 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Saudny-Unterberger 1997 1/17 1/16 0.4 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 4.8 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 4233 4236 98.2 % 0.95 [ 0.81, 1.12 ]


Total events: 267 (Nutrition support), 291 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 20.90, df = 21 (P = 0.47); I2 =0.0%


Test for overall effect: Z = 0.60 (P = 0.55)


3 delayed versus early nutrition support


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 4263 4266 100.0 % 0.94 [ 0.79, 1.11 ]


Total events: 270 (Nutrition support), 298 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 22.43, df = 22 (P = 0.43); I2 =2%


Test for overall effect: Z = 0.74 (P = 0.46)


Test for subgroup differences: Chi2 = 1.53, df = 1 (P = 0.22), I2 =35%
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Analysis 18.1. Comparison 18 Oral - All cause mortality - maximum follow-up, Outcome 1 All-cause


mortality - overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 18 Oral - All cause mortality - maximum follow-up


Outcome: 1 All-cause mortality - overall


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Arias 2008 46/260 31/265 11.8 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 2.7 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 1.6 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.4 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 4.5 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 21.2 % 0.95 [ 0.80, 1.12 ]


Doglietto 1996 16/338 12/340 5.7 % 1.34 [ 0.64, 2.79 ]


Espaulella 2000 17/80 10/81 5.9 % 1.72 [ 0.84, 3.53 ]


F rli 2001 0/18 1/19 0.4 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 7/20 1.8 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 8.9 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 1.0 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/30 2/38 0.4 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.4 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/47 0/53 0.4 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 12.2 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 1/32 1/30 0.5 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 0.4 % 0.23 [ 0.01, 4.56 ]


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 2.3 % 0.43 [ 0.12, 1.50 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


MacFie 2000 2/27 1/25 0.7 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.7 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.4 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 9.5 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Saudny-Unterberger 1997 1/17 1/16 0.5 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 5.5 % 0.85 [ 0.40, 1.81 ]


Total (95% CI) 4221 4280 100.0 % 0.94 [ 0.77, 1.15 ]


Total events: 442 (Experimental), 476 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 31.20, df = 24 (P = 0.15); I2 =23%


Test for overall effect: Z = 0.60 (P = 0.55)


Test for subgroup differences: Not applicable
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Analysis 18.2. Comparison 18 Oral - All cause mortality - maximum follow-up, Outcome 2 All-cause


mortality - bias.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 18 Oral - All cause mortality - maximum follow-up


Outcome: 2 All-cause mortality - bias


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 High risk of bias


Abalan 1992 0/15 0/14 Not estimable


Arias 2008 46/260 31/265 11.8 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 2.7 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 1.6 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.4 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 4.5 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 21.2 % 0.95 [ 0.80, 1.12 ]


Doglietto 1996 16/338 12/340 5.7 % 1.34 [ 0.64, 2.79 ]


Espaulella 2000 17/80 10/81 5.9 % 1.72 [ 0.84, 3.53 ]


F rli 2001 0/18 1/19 0.4 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 7/20 1.8 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 8.9 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 1.0 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/30 2/38 0.4 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.4 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/47 0/53 0.4 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 12.2 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 1/32 1/30 0.5 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 0.4 % 0.23 [ 0.01, 4.56 ]


Ljunggren 2012 0/19 0/20 Not estimable


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


875Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Luo 2012 3/30 7/30 2.3 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.7 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.7 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.4 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 9.5 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Saudny-Unterberger 1997 1/17 1/16 0.5 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 5.5 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 4221 4280 100.0 % 0.94 [ 0.77, 1.15 ]


Total events: 442 (Experimental), 476 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 31.20, df = 24 (P = 0.15); I2 =23%


Test for overall effect: Z = 0.60 (P = 0.55)


2 Low risk of bias


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 4221 4280 100.0 % 0.94 [ 0.77, 1.15 ]


Total events: 442 (Experimental), 476 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 31.20, df = 24 (P = 0.15); I2 =23%


Test for overall effect: Z = 0.60 (P = 0.55)


Test for subgroup differences: Not applicable
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Analysis 18.3. Comparison 18 Oral - All cause mortality - maximum follow-up, Outcome 3 All-cause


mortality - medical speciality.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 18 Oral - All cause mortality - maximum follow-up


Outcome: 3 All-cause mortality - medical speciality


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Cardiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Medical gastroenterology and hepatology


Bunout 1989 2/17 5/19 1.6 % 0.45 [ 0.10, 2.01 ]


Subtotal (95% CI) 17 19 1.6 % 0.45 [ 0.10, 2.01 ]


Total events: 2 (Experimental), 5 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.05 (P = 0.29)


3 Geriatrics


Banerjee 1978 4/28 6/32 2.7 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


De Sousa 2012 0/20 2/17 0.4 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 4.5 % 0.65 [ 0.28, 1.52 ]


Gariballa 2006 32/223 19/222 8.9 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 1.0 % 1.05 [ 0.16, 7.10 ]


Larsson 1990a 29/197 55/238 12.2 % 0.64 [ 0.42, 0.96 ]


Ljunggren 2012 0/19 0/20 Not estimable


Potter 2001 21/183 33/193 9.5 % 0.67 [ 0.40, 1.12 ]


Subtotal (95% CI) 746 806 39.2 % 0.81 [ 0.55, 1.19 ]


Total events: 94 (Experimental), 127 (Control)


Heterogeneity: Tau2 = 0.10; Chi2 = 10.32, df = 6 (P = 0.11); I2 =42%


Test for overall effect: Z = 1.07 (P = 0.29)


4 Pulmonary disease


Luo 2012 3/30 7/30 2.3 % 0.43 [ 0.12, 1.50 ]


Saudny-Unterberger 1997 1/17 1/16 0.5 % 0.94 [ 0.06, 13.82 ]


Subtotal (95% CI) 47 46 2.8 % 0.49 [ 0.16, 1.54 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 4 (Experimental), 8 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.27, df = 1 (P = 0.60); I2 =0.0%


Test for overall effect: Z = 1.22 (P = 0.22)


5 Endocrinology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


6 Infectious diseases


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


7 Rheumatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


8 Haematology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


9 Nephrology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


10 Gastroenterologic surgery


Doglietto 1996 16/338 12/340 5.7 % 1.34 [ 0.64, 2.79 ]


Hendry 2010 0/30 2/38 0.4 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.4 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Keele 1997 2/47 0/53 0.4 % 5.63 [ 0.28, 114.27 ]


Lidder 2013a 1/32 1/30 0.5 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 0.4 % 0.23 [ 0.01, 4.56 ]


MacFie 2000 2/27 1/25 0.7 % 1.85 [ 0.18, 19.19 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 0/81 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Subtotal (95% CI) 633 634 8.7 % 1.14 [ 0.61, 2.12 ]


Total events: 21 (Experimental), 19 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 4.94, df = 6 (P = 0.55); I2 =0.0%


Test for overall effect: Z = 0.41 (P = 0.68)


11 Trauma surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


12 Ortopaedics


Espaulella 2000 17/80 10/81 5.9 % 1.72 [ 0.84, 3.53 ]


Houwing 2003 0/51 0/52 Not estimable


Miller 2006a 2/24 1/25 0.7 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.4 % 3.25 [ 0.14, 76.01 ]


Subtotal (95% CI) 178 183 7.0 % 1.80 [ 0.92, 3.52 ]


Total events: 20 (Experimental), 11 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.17, df = 2 (P = 0.92); I2 =0.0%


Test for overall effect: Z = 1.72 (P = 0.086)


13 Plastic, reconstructive, and aesthetic surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


14 Vascular surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


15 Transplant surgery


F rli 2001 0/18 1/19 0.4 % 0.35 [ 0.02, 8.09 ]


Subtotal (95% CI) 18 19 0.4 % 0.35 [ 0.02, 8.09 ]


Total events: 0 (Experimental), 1 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.65 (P = 0.51)


16 Urology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


17 Thoracic surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


18 Neurological surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


19 Oro-maxillo-facial surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


20 Anaesthesiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


21 Emergency medicine


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


22 Psychiatry


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


23 Neurology


Abalan 1992 0/15 0/14 Not estimable


Dennis 2005 241/2012 253/2000 21.2 % 0.95 [ 0.80, 1.12 ]


Gariballa 1998 2/20 7/20 1.8 % 0.29 [ 0.07, 1.21 ]


Subtotal (95% CI) 2047 2034 23.0 % 0.65 [ 0.22, 1.93 ]


Total events: 243 (Experimental), 260 (Control)


Heterogeneity: Tau2 = 0.44; Chi2 = 2.61, df = 1 (P = 0.11); I2 =62%


Test for overall effect: Z = 0.77 (P = 0.44)


24 Oncology


Subtotal (95% CI) 0 0 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


25 Dermatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


26 Gynaecology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


27 Mixed


Arias 2008 46/260 31/265 11.8 % 1.51 [ 0.99, 2.31 ]


Vlaming 2001 12/275 14/274 5.5 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 535 539 17.3 % 1.24 [ 0.73, 2.12 ]


Total events: 58 (Experimental), 45 (Control)


Heterogeneity: Tau2 = 0.07; Chi2 = 1.69, df = 1 (P = 0.19); I2 =41%


Test for overall effect: Z = 0.80 (P = 0.43)


Total (95% CI) 4221 4280 100.0 % 0.94 [ 0.77, 1.15 ]


Total events: 442 (Experimental), 476 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 31.20, df = 24 (P = 0.15); I2 =23%


Test for overall effect: Z = 0.60 (P = 0.55)


Test for subgroup differences: Chi2 = 8.48, df = 7 (P = 0.29), I2 =17%


0.01 0.1 1 10 100


Favours nutrition support Favours control


881Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Analysis 18.4. Comparison 18 Oral - All cause mortality - maximum follow-up, Outcome 4 All-cause


mortality - based on adequacy of the amount of calories.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 18 Oral - All cause mortality - maximum follow-up


Outcome: 4 All-cause mortality - based on adequacy of the amount of calories


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Clearly adequate in intervention and clearly inadequate in control


Gariballa 1998 2/20 7/20 1.8 % 0.29 [ 0.07, 1.21 ]


Gazzotti 2003 2/39 2/41 1.0 % 1.05 [ 0.16, 7.10 ]


Keele 1997 2/47 0/53 0.4 % 5.63 [ 0.28, 114.27 ]


Rana 1992 0/20 0/20 Not estimable


Subtotal (95% CI) 126 134 3.3 % 0.80 [ 0.17, 3.70 ]


Total events: 6 (Experimental), 9 (Control)


Heterogeneity: Tau2 = 0.79; Chi2 = 3.50, df = 2 (P = 0.17); I2 =43%


Test for overall effect: Z = 0.28 (P = 0.78)


2 Inadequate in the experimental or adequate in the control


Abalan 1992 0/15 0/14 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Delmi 1990 6/25 10/27 4.5 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 21.2 % 0.95 [ 0.80, 1.12 ]


Doglietto 1996 16/338 12/340 5.7 % 1.34 [ 0.64, 2.79 ]


Espaulella 2000 17/80 10/81 5.9 % 1.72 [ 0.84, 3.53 ]


F rli 2001 0/18 1/19 0.4 % 0.35 [ 0.02, 8.09 ]


Henriksen 2003a 0/16 1/8 0.4 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


MacFie 2000 2/27 1/25 0.7 % 1.85 [ 0.18, 19.19 ]


Potter 2001 21/183 33/193 9.5 % 0.67 [ 0.40, 1.12 ]


Subtotal (95% CI) 2761 2751 48.3 % 0.94 [ 0.76, 1.17 ]


Total events: 303 (Experimental), 321 (Control)


Heterogeneity: Tau2 = 0.01; Chi2 = 7.88, df = 7 (P = 0.34); I2 =11%


Test for overall effect: Z = 0.53 (P = 0.60)


3 Experimental group is overfed
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Bunout 1989 2/17 5/19 1.6 % 0.45 [ 0.10, 2.01 ]


Saudny-Unterberger 1997 1/17 1/16 0.5 % 0.94 [ 0.06, 13.82 ]


Subtotal (95% CI) 34 35 2.2 % 0.53 [ 0.14, 1.98 ]


Total events: 3 (Experimental), 6 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.22, df = 1 (P = 0.64); I2 =0.0%


Test for overall effect: Z = 0.94 (P = 0.35)


4 Unclear intake in control or experimental


Arias 2008 46/260 31/265 11.8 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 2.7 % 0.76 [ 0.24, 2.43 ]


De Sousa 2012 0/20 2/17 0.4 % 0.17 [ 0.01, 3.34 ]


Gariballa 2006 32/223 19/222 8.9 % 1.68 [ 0.98, 2.87 ]


Hendry 2010 0/30 2/38 0.4 % 0.25 [ 0.01, 5.05 ]


Houwing 2003 0/51 0/52 Not estimable


Larsson 1990a 29/197 55/238 12.2 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 1/32 1/30 0.5 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 0.4 % 0.23 [ 0.01, 4.56 ]


Luo 2012 3/30 7/30 2.3 % 0.43 [ 0.12, 1.50 ]


Miller 2006a 2/24 1/25 0.7 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.4 % 3.25 [ 0.14, 76.01 ]


Reissman 1995 0/80 0/81 Not estimable


Vlaming 2001 12/275 14/274 5.5 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 1300 1360 46.2 % 0.95 [ 0.65, 1.38 ]


Total events: 130 (Experimental), 140 (Control)


Heterogeneity: Tau2 = 0.13; Chi2 = 18.10, df = 11 (P = 0.08); I2 =39%


Test for overall effect: Z = 0.28 (P = 0.78)


Total (95% CI) 4221 4280 100.0 % 0.94 [ 0.77, 1.15 ]


Total events: 442 (Experimental), 476 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 31.20, df = 24 (P = 0.15); I2 =23%


Test for overall effect: Z = 0.60 (P = 0.55)


Test for subgroup differences: Chi2 = 0.75, df = 3 (P = 0.86), I2 =0.0%
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Analysis 18.5. Comparison 18 Oral - All cause mortality - maximum follow-up, Outcome 5 All-cause


mortality - different screening tools.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 18 Oral - All cause mortality - maximum follow-up


Outcome: 5 All-cause mortality - different screening tools


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 NRS 2002


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 MUST


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 MNA


De Sousa 2012 0/20 2/17 0.4 % 0.17 [ 0.01, 3.34 ]


Gazzotti 2003 2/39 2/41 1.0 % 1.05 [ 0.16, 7.10 ]


Subtotal (95% CI) 59 58 1.5 % 0.61 [ 0.12, 3.18 ]


Total events: 2 (Experimental), 4 (Control)


Heterogeneity: Tau2 = 0.06; Chi2 = 1.04, df = 1 (P = 0.31); I2 =4%


Test for overall effect: Z = 0.59 (P = 0.56)


4 SGA


Arias 2008 46/260 31/265 11.8 % 1.51 [ 0.99, 2.31 ]


Subtotal (95% CI) 260 265 11.8 % 1.51 [ 0.99, 2.31 ]


Total events: 46 (Experimental), 31 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.92 (P = 0.055)


5 Other means


Abalan 1992 0/15 0/14 Not estimable


Banerjee 1978 4/28 6/32 2.7 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 1.6 % 0.45 [ 0.10, 2.01 ]


Delmi 1990 6/25 10/27 4.5 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 21.2 % 0.95 [ 0.80, 1.12 ]
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(. . . Continued)


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Doglietto 1996 16/338 12/340 5.7 % 1.34 [ 0.64, 2.79 ]


Espaulella 2000 17/80 10/81 5.9 % 1.72 [ 0.84, 3.53 ]


F rli 2001 0/18 1/19 0.4 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 7/20 1.8 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 8.9 % 1.68 [ 0.98, 2.87 ]


Hendry 2010 0/30 2/38 0.4 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.4 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/47 0/53 0.4 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 12.2 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 1/32 1/30 0.5 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 0.4 % 0.23 [ 0.01, 4.56 ]


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 2.3 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.7 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.7 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.4 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 9.5 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Saudny-Unterberger 1997 1/17 1/16 0.5 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 5.5 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 3902 3957 86.7 % 0.89 [ 0.73, 1.09 ]


Total events: 394 (Experimental), 441 (Control)


Heterogeneity: Tau2 = 0.03; Chi2 = 24.89, df = 21 (P = 0.25); I2 =16%


Test for overall effect: Z = 1.14 (P = 0.26)


Total (95% CI) 4221 4280 100.0 % 0.94 [ 0.77, 1.15 ]


Total events: 442 (Experimental), 476 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 31.20, df = 24 (P = 0.15); I2 =23%


Test for overall effect: Z = 0.60 (P = 0.55)


Test for subgroup differences: Chi2 = 5.25, df = 2 (P = 0.07), I2 =62%
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Analysis 18.6. Comparison 18 Oral - All cause mortality - maximum follow-up, Outcome 6 All-cause


mortality - participants characterised as ’at nutritional risk’ due to one of the following conditions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 18 Oral - All cause mortality - maximum follow-up


Outcome: 6 All-cause mortality - participants characterised as ’at nutritional risk’ due to one of the following conditions


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Major surgery


Doglietto 1996 16/338 12/340 5.7 % 1.34 [ 0.64, 2.79 ]


F rli 2001 0/18 1/19 0.4 % 0.35 [ 0.02, 8.09 ]


Hendry 2010 0/30 2/38 0.4 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.4 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Keele 1997 2/47 0/53 0.4 % 5.63 [ 0.28, 114.27 ]


Lidder 2013a 1/32 1/30 0.5 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 0.4 % 0.23 [ 0.01, 4.56 ]


MacFie 2000 2/27 1/25 0.7 % 1.85 [ 0.18, 19.19 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Subtotal (95% CI) 651 653 9.1 % 1.09 [ 0.59, 2.00 ]


Total events: 21 (Experimental), 20 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 5.47, df = 7 (P = 0.60); I2 =0.0%


Test for overall effect: Z = 0.28 (P = 0.78)


2 Stroke


Dennis 2005 241/2012 253/2000 21.2 % 0.95 [ 0.80, 1.12 ]


Gariballa 1998 2/20 7/20 1.8 % 0.29 [ 0.07, 1.21 ]


Subtotal (95% CI) 2032 2020 23.0 % 0.65 [ 0.22, 1.93 ]


Total events: 243 (Experimental), 260 (Control)


Heterogeneity: Tau2 = 0.44; Chi2 = 2.61, df = 1 (P = 0.11); I2 =62%


Test for overall effect: Z = 0.77 (P = 0.44)


3 ICU participants including trauma


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)
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(. . . Continued)


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Frail elderly participants with less severe conditions known to increase protein requirements


Botella-Carretero 2010 0/12 0/16 Not estimable


Delmi 1990 6/25 10/27 4.5 % 0.65 [ 0.28, 1.52 ]


Espaulella 2000 17/80 10/81 5.9 % 1.72 [ 0.84, 3.53 ]


Gazzotti 2003 2/39 2/41 1.0 % 1.05 [ 0.16, 7.10 ]


Houwing 2003 0/51 0/52 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 2.3 % 0.43 [ 0.12, 1.50 ]


Miller 2006a 2/24 1/25 0.7 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.4 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 9.5 % 0.67 [ 0.40, 1.12 ]


Subtotal (95% CI) 486 510 24.4 % 0.87 [ 0.57, 1.34 ]


Total events: 52 (Experimental), 63 (Control)


Heterogeneity: Tau2 = 0.06; Chi2 = 7.39, df = 6 (P = 0.29); I2 =19%


Test for overall effect: Z = 0.62 (P = 0.53)


5 Participants do not fall into one of the categories above


Abalan 1992 0/15 0/14 Not estimable


Arias 2008 46/260 31/265 11.8 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 2.7 % 0.76 [ 0.24, 2.43 ]


Bunout 1989 2/17 5/19 1.6 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.4 % 0.17 [ 0.01, 3.34 ]


Gariballa 2006 32/223 19/222 8.9 % 1.68 [ 0.98, 2.87 ]


Larsson 1990a 29/197 55/238 12.2 % 0.64 [ 0.42, 0.96 ]


Saudny-Unterberger 1997 1/17 1/16 0.5 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 5.5 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 1052 1097 43.6 % 0.96 [ 0.64, 1.46 ]


Total events: 126 (Experimental), 133 (Control)


Heterogeneity: Tau2 = 0.15; Chi2 = 14.75, df = 7 (P = 0.04); I2 =53%


Test for overall effect: Z = 0.17 (P = 0.86)


Total (95% CI) 4221 4280 100.0 % 0.94 [ 0.77, 1.15 ]


Total events: 442 (Experimental), 476 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 31.20, df = 24 (P = 0.15); I2 =23%


Test for overall effect: Z = 0.60 (P = 0.55)


Test for subgroup differences: Chi2 = 0.79, df = 3 (P = 0.85), I2 =0.0%
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Analysis 18.7. Comparison 18 Oral - All cause mortality - maximum follow-up, Outcome 7 All-cause


mortality - participants characterised as ’at nutritional risk’ due to one of the following criteria.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 18 Oral - All cause mortality - maximum follow-up


Outcome: 7 All-cause mortality - participants characterised as ’at nutritional risk’ due to one of the following criteria


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 BMI less than 20.5 kg/m2


F rli 2001 0/18 1/19 0.4 % 0.35 [ 0.02, 8.09 ]


Subtotal (95% CI) 18 19 0.4 % 0.35 [ 0.02, 8.09 ]


Total events: 0 (Experimental), 1 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.65 (P = 0.51)


2 Weight loss of at least 5% during the last three months


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 Weight loss of at least 10% during the last six months


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Insufficient food intake during the last week (50% of requirements or less)


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Participants characterised as ’at nutritional risk’ by other means


Abalan 1992 0/15 0/14 Not estimable


Arias 2008 46/260 31/265 11.8 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 2.7 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Bunout 1989 2/17 5/19 1.6 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.4 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 4.5 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 21.2 % 0.95 [ 0.80, 1.12 ]


Doglietto 1996 16/338 12/340 5.7 % 1.34 [ 0.64, 2.79 ]


Espaulella 2000 17/80 10/81 5.9 % 1.72 [ 0.84, 3.53 ]


Gariballa 1998 2/20 7/20 1.8 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 8.9 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 1.0 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/30 2/38 0.4 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.4 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/47 0/53 0.4 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 12.2 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 1/32 1/30 0.5 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 0.4 % 0.23 [ 0.01, 4.56 ]


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 2.3 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.7 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.7 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.4 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 9.5 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Saudny-Unterberger 1997 1/17 1/16 0.5 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 5.5 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 4203 4261 99.6 % 0.94 [ 0.77, 1.16 ]


Total events: 442 (Experimental), 475 (Control)


Heterogeneity: Tau2 = 0.05; Chi2 = 30.81, df = 23 (P = 0.13); I2 =25%


Test for overall effect: Z = 0.56 (P = 0.57)


Total (95% CI) 4221 4280 100.0 % 0.94 [ 0.77, 1.15 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 442 (Experimental), 476 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 31.20, df = 24 (P = 0.15); I2 =23%


Test for overall effect: Z = 0.60 (P = 0.55)


Test for subgroup differences: Chi2 = 0.38, df = 1 (P = 0.54), I2 =0.0%
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Analysis 18.8. Comparison 18 Oral - All cause mortality - maximum follow-up, Outcome 8 All-cause


mortality - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 18 Oral - All cause mortality - maximum follow-up


Outcome: 8 All-cause mortality - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Biomarkers


Luo 2012 3/30 7/30 2.3 % 0.43 [ 0.12, 1.50 ]


Subtotal (95% CI) 30 30 2.3 % 0.43 [ 0.12, 1.50 ]


Total events: 3 (Experimental), 7 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.32 (P = 0.19)


2 Anthropometric measures


F rli 2001 0/18 1/19 0.4 % 0.35 [ 0.02, 8.09 ]


MacFie 2000 2/27 1/25 0.7 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.7 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.4 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 9.5 % 0.67 [ 0.40, 1.12 ]


Vlaming 2001 12/275 14/274 5.5 % 0.85 [ 0.40, 1.81 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Subtotal (95% CI) 550 561 17.2 % 0.78 [ 0.52, 1.16 ]


Total events: 38 (Experimental), 50 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.64, df = 5 (P = 0.76); I2 =0.0%


Test for overall effect: Z = 1.23 (P = 0.22)


3 Both anthropometrics and biomarkers


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Characterised by other means


Abalan 1992 0/15 0/14 Not estimable


Arias 2008 46/260 31/265 11.8 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 2.7 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 1.6 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.4 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 4.5 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 21.2 % 0.95 [ 0.80, 1.12 ]


Doglietto 1996 16/338 12/340 5.7 % 1.34 [ 0.64, 2.79 ]


Espaulella 2000 17/80 10/81 5.9 % 1.72 [ 0.84, 3.53 ]


Gariballa 1998 2/20 7/20 1.8 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 8.9 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 1.0 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/30 2/38 0.4 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.4 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/47 0/53 0.4 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 12.2 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 1/32 1/30 0.5 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 0.4 % 0.23 [ 0.01, 4.56 ]


Ljunggren 2012 0/19 0/20 Not estimable


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 0/81 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Saudny-Unterberger 1997 1/17 1/16 0.5 % 0.94 [ 0.06, 13.82 ]


Subtotal (95% CI) 3641 3689 80.5 % 0.99 [ 0.77, 1.26 ]


Total events: 401 (Experimental), 419 (Control)


Heterogeneity: Tau2 = 0.06; Chi2 = 25.85, df = 17 (P = 0.08); I2 =34%


Test for overall effect: Z = 0.11 (P = 0.91)


Total (95% CI) 4221 4280 100.0 % 0.94 [ 0.77, 1.15 ]


Total events: 442 (Experimental), 476 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 31.20, df = 24 (P = 0.15); I2 =23%


Test for overall effect: Z = 0.60 (P = 0.55)


Test for subgroup differences: Chi2 = 2.37, df = 2 (P = 0.31), I2 =16%
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Analysis 18.9. Comparison 18 Oral - All cause mortality - maximum follow-up, Outcome 9 All-cause


mortality - randomisation year.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 18 Oral - All cause mortality - maximum follow-up


Outcome: 9 All-cause mortality - randomisation year


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Before 1960


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 1960 to 1979


Banerjee 1978 4/28 6/32 2.7 % 0.76 [ 0.24, 2.43 ]


Subtotal (95% CI) 28 32 2.7 % 0.76 [ 0.24, 2.43 ]


Total events: 4 (Experimental), 6 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.46 (P = 0.65)


3 1980 to 1999


Abalan 1992 0/15 0/14 Not estimable


Bunout 1989 2/17 5/19 1.6 % 0.45 [ 0.10, 2.01 ]


Delmi 1990 6/25 10/27 4.5 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 21.2 % 0.95 [ 0.80, 1.12 ]


Doglietto 1996 16/338 12/340 5.7 % 1.34 [ 0.64, 2.79 ]


Espaulella 2000 17/80 10/81 5.9 % 1.72 [ 0.84, 3.53 ]


F rli 2001 0/18 1/19 0.4 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 7/20 1.8 % 0.29 [ 0.07, 1.21 ]


Gazzotti 2003 2/39 2/41 1.0 % 1.05 [ 0.16, 7.10 ]


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/47 0/53 0.4 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 12.2 % 0.64 [ 0.42, 0.96 ]


MacFie 2000 2/27 1/25 0.7 % 1.85 [ 0.18, 19.19 ]


Potter 2001 21/183 33/193 9.5 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Reissman 1995 0/80 0/81 Not estimable


Saudny-Unterberger 1997 1/17 1/16 0.5 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 5.5 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 3461 3513 71.0 % 0.86 [ 0.71, 1.05 ]


Total events: 353 (Experimental), 404 (Control)


Heterogeneity: Tau2 = 0.01; Chi2 = 14.66, df = 13 (P = 0.33); I2 =11%


Test for overall effect: Z = 1.51 (P = 0.13)


4 After 1999


Arias 2008 46/260 31/265 11.8 % 1.51 [ 0.99, 2.31 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


De Sousa 2012 0/20 2/17 0.4 % 0.17 [ 0.01, 3.34 ]


Gariballa 2006 32/223 19/222 8.9 % 1.68 [ 0.98, 2.87 ]


Hendry 2010 0/30 2/38 0.4 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.4 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Lidder 2013a 1/32 1/30 0.5 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 0.4 % 0.23 [ 0.01, 4.56 ]


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 2.3 % 0.43 [ 0.12, 1.50 ]


Miller 2006a 2/24 1/25 0.7 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.4 % 3.25 [ 0.14, 76.01 ]


Subtotal (95% CI) 732 735 26.3 % 1.19 [ 0.77, 1.83 ]


Total events: 85 (Experimental), 66 (Control)


Heterogeneity: Tau2 = 0.07; Chi2 = 10.77, df = 9 (P = 0.29); I2 =16%


Test for overall effect: Z = 0.78 (P = 0.43)


Total (95% CI) 4221 4280 100.0 % 0.94 [ 0.77, 1.15 ]


Total events: 442 (Experimental), 476 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 31.20, df = 24 (P = 0.15); I2 =23%


Test for overall effect: Z = 0.60 (P = 0.55)


Test for subgroup differences: Chi2 = 1.84, df = 2 (P = 0.40), I2 =0.0%


0.01 0.1 1 10 100


Favours nutrition support Favours control


894Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Analysis 18.10. Comparison 18 Oral - All cause mortality - maximum follow-up, Outcome 10 All-cause


mortality - trials where the intervention lasts fewer than three days compared with trials where the


intervention lasts three days or more.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 18 Oral - All cause mortality - maximum follow-up


Outcome: 10 All-cause mortality - trials where the intervention lasts fewer than three days compared with trials where the intervention lasts three days or more


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Three days or more


Abalan 1992 0/15 0/14 Not estimable


Arias 2008 46/260 31/265 11.8 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 2.7 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 1.6 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.4 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 4.5 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 21.2 % 0.95 [ 0.80, 1.12 ]


Doglietto 1996 16/338 12/340 5.7 % 1.34 [ 0.64, 2.79 ]


Espaulella 2000 17/80 10/81 5.9 % 1.72 [ 0.84, 3.53 ]


F rli 2001 0/18 1/19 0.4 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 7/20 1.8 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 8.9 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 1.0 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/30 2/38 0.4 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.4 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/47 0/53 0.4 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 12.2 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 1/32 1/30 0.5 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 0.4 % 0.23 [ 0.01, 4.56 ]


Luo 2012 3/30 7/30 2.3 % 0.43 [ 0.12, 1.50 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


MacFie 2000 2/27 1/25 0.7 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.7 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.4 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 9.5 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Saudny-Unterberger 1997 1/17 1/16 0.5 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 5.5 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 4202 4260 100.0 % 0.94 [ 0.77, 1.15 ]


Total events: 442 (Experimental), 476 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 31.20, df = 24 (P = 0.15); I2 =23%


Test for overall effect: Z = 0.60 (P = 0.55)


2 Less than three days


Ljunggren 2012 0/19 0/20 Not estimable


Subtotal (95% CI) 19 20 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 Unknown


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 4221 4280 100.0 % 0.94 [ 0.77, 1.15 ]


Total events: 442 (Experimental), 476 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 31.20, df = 24 (P = 0.15); I2 =23%


Test for overall effect: Z = 0.60 (P = 0.55)


Test for subgroup differences: Not applicable
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Analysis 18.11. Comparison 18 Oral - All cause mortality - maximum follow-up, Outcome 11 All-cause


mortality - ’best-worst case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 18 Oral - All cause mortality - maximum follow-up


Outcome: 11 All-cause mortality - ’best-worst case’ scenario


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Arias 2008 46/333 100/334 10.7 % 0.46 [ 0.34, 0.63 ]


Banerjee 1978 4/28 6/32 3.7 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/30 14/30 0.9 % 0.03 [ 0.00, 0.55 ]


Bunout 1989 2/17 5/19 2.5 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.8 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/27 15/32 5.9 % 0.47 [ 0.21, 1.05 ]


Dennis 2005 241/2016 260/2007 12.0 % 0.92 [ 0.78, 1.09 ]


Doglietto 1996 16/338 12/340 6.4 % 1.34 [ 0.64, 2.79 ]


Espaulella 2000 17/85 15/86 7.4 % 1.15 [ 0.61, 2.14 ]


F rli 2001 0/20 4/22 0.8 % 0.12 [ 0.01, 2.13 ]


Gariballa 1998 2/21 8/21 2.7 % 0.25 [ 0.06, 1.04 ]


Gariballa 2006 32/223 19/222 8.3 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 1.7 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/38 2/38 0.7 % 0.20 [ 0.01, 4.03 ]


Henriksen 2003a 0/16 1/8 0.7 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/47 0/53 0.7 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/250 68/251 9.8 % 0.43 [ 0.29, 0.64 ]


Lidder 2013a 1/32 1/30 0.9 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 0.7 % 0.23 [ 0.01, 4.56 ]


Ljunggren 2012 0/20 0/20 Not estimable


Luo 2012 3/30 7/30 3.3 % 0.43 [ 0.12, 1.50 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


MacFie 2000 2/27 1/25 1.2 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/25 2/26 1.7 % 1.04 [ 0.16, 6.83 ]


Miller 2006b 1/24 0/25 0.7 % 3.12 [ 0.13, 73.04 ]


Potter 2001 21/186 35/195 8.7 % 0.63 [ 0.38, 1.04 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Saudny-Unterberger 1997 1/17 1/16 0.9 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 6.3 % 0.85 [ 0.40, 1.81 ]


Total (95% CI) 4393 4400 100.0 % 0.70 [ 0.54, 0.91 ]


Total events: 442 (Experimental), 596 (Control)


Heterogeneity: Tau2 = 0.15; Chi2 = 53.94, df = 25 (P = 0.00068); I2 =54%


Test for overall effect: Z = 2.65 (P = 0.0080)


Test for subgroup differences: Not applicable
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Analysis 18.12. Comparison 18 Oral - All cause mortality - maximum follow-up, Outcome 12 All-cause


mortality - ’worst-best case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 18 Oral - All cause mortality - maximum follow-up


Outcome: 12 All-cause mortality - ’worst-best case’ scenario


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Arias 2008 119/333 31/334 8.4 % 3.85 [ 2.67, 5.55 ]


Banerjee 1978 4/28 6/32 4.1 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 18/30 0/30 1.1 % 37.00 [ 2.33, 587.26 ]


Bunout 1989 2/17 5/19 2.9 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 1.0 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 8/27 10/32 6.0 % 0.95 [ 0.44, 2.06 ]


Dennis 2005 245/2016 253/2007 9.3 % 0.96 [ 0.82, 1.14 ]


Doglietto 1996 16/338 12/340 6.2 % 1.34 [ 0.64, 2.79 ]


Espaulella 2000 22/85 10/86 6.5 % 2.23 [ 1.12, 4.41 ]


F rli 2001 2/20 1/22 1.5 % 2.20 [ 0.22, 22.45 ]


Gariballa 1998 3/21 7/21 3.9 % 0.43 [ 0.13, 1.44 ]


Gariballa 2006 32/223 19/222 7.4 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 2.1 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 8/38 2/38 3.0 % 4.00 [ 0.91, 17.62 ]


Henriksen 2003a 0/16 1/8 0.9 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/47 0/53 1.0 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 82/250 55/251 8.8 % 1.50 [ 1.12, 2.01 ]


Lidder 2013a 1/32 1/30 1.1 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 1.0 % 0.23 [ 0.01, 4.56 ]


Ljunggren 2012 1/20 0/20 0.9 % 3.00 [ 0.13, 69.52 ]


Luo 2012 3/30 7/30 3.7 % 0.43 [ 0.12, 1.50 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


MacFie 2000 2/27 1/25 1.5 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 3/25 1/26 1.7 % 3.12 [ 0.35, 28.03 ]


Miller 2006b 2/24 0/25 1.0 % 5.20 [ 0.26, 103.03 ]


Potter 2001 24/186 33/195 7.7 % 0.76 [ 0.47, 1.24 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 0/81 Not estimable


Saudny-Unterberger 1997 1/17 1/16 1.2 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 6.1 % 0.85 [ 0.40, 1.81 ]


Total (95% CI) 4393 4400 100.0 % 1.27 [ 0.93, 1.73 ]


Total events: 614 (Experimental), 476 (Control)


Heterogeneity: Tau2 = 0.26; Chi2 = 81.76, df = 26 (P<0.00001); I2 =68%


Test for overall effect: Z = 1.50 (P = 0.13)


Test for subgroup differences: Not applicable
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Analysis 18.13. Comparison 18 Oral - All cause mortality - maximum follow-up, Outcome 13 All-cause


mortality co-interventions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 18 Oral - All cause mortality - maximum follow-up


Outcome: 13 All-cause mortality co-interventions


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


1 received nutrition support as co-intervention


Abrishami 2010 1/9 2/10 0.1 % 0.56 [ 0.06, 5.14 ]


Bokhorst-de 2000 1/15 0/17 0.0 % 3.38 [ 0.15, 77.12 ]


Casaer 2011 255/2312 257/2328 17.6 % 1.00 [ 0.85, 1.18 ]


Heidegger 2013 20/153 28/152 1.9 % 0.71 [ 0.42, 1.20 ]


Luo 2012 3/30 7/30 0.5 % 0.43 [ 0.12, 1.50 ]


Simon 1988 4/15 3/17 0.2 % 1.51 [ 0.40, 5.69 ]


Zhu 2012a 3/33 6/16 0.6 % 0.24 [ 0.07, 0.85 ]


Zhu 2012b 8/32 7/16 0.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 2599 2586 21.6 % 0.93 [ 0.80, 1.08 ]


Total events: 295 (Experimental), 310 (Control)


Heterogeneity: Chi2 = 10.39, df = 7 (P = 0.17); I2 =33%


Test for overall effect: Z = 0.90 (P = 0.37)


2 did not receive nutrition support as co-intervention


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.2 % 1.60 [ 0.40, 6.32 ]


Anbar 2014 0/22 2/28 0.2 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/260 31/265 2.1 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.4 % 0.76 [ 0.24, 2.43 ]


Barlow 2011 3/64 0/57 0.0 % 6.25 [ 0.33, 118.38 ]


Bastow 1983a 5/39 4/35 0.3 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.4 % 0.37 [ 0.08, 1.71 ]


Bauer 2000 24/60 24/60 1.7 % 1.00 [ 0.65, 1.55 ]


Beier-Holgersen 1999 2/30 4/30 0.3 % 0.50 [ 0.10, 2.53 ]


Bellantone 1988 1/54 1/46 0.1 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 6/68 5/73 0.3 % 1.29 [ 0.41, 4.03 ]


Brennan 1994 4/60 1/57 0.1 % 3.80 [ 0.44, 32.99 ]


Bunout 1989 2/17 5/19 0.3 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Chourdakis 2012 3/34 2/25 0.2 % 1.10 [ 0.20, 6.12 ]


Chuntrasakul 1996 1/21 3/17 0.2 % 0.27 [ 0.03, 2.37 ]


De Sousa 2012 0/20 2/17 0.2 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 0.7 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 17.5 % 0.95 [ 0.80, 1.12 ]


Dennis 2006 182/429 207/429 14.2 % 0.88 [ 0.76, 1.02 ]


Doglietto 1990 0/13 0/16 Not estimable


Doglietto 1996 16/338 12/340 0.8 % 1.34 [ 0.64, 2.79 ]


Dong 1996 0/256 3/264 0.2 % 0.15 [ 0.01, 2.84 ]


Duncan 2006 24/150 38/159 2.5 % 0.67 [ 0.42, 1.06 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 17/80 10/81 0.7 % 1.72 [ 0.84, 3.53 ]


Fan 1989 5/64 9/60 0.6 % 0.52 [ 0.19, 1.47 ]


Fan 1994 6/20 6/20 0.4 % 1.00 [ 0.39, 2.58 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.3 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 7/20 0.5 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 1.3 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.1 % 1.05 [ 0.16, 7.10 ]


Ha 2010 12/70 10/76 0.7 % 1.30 [ 0.60, 2.82 ]


Hartgrink 1998 7/55 0/53 0.0 % 14.46 [ 0.85, 247.12 ]


Hendry 2010 0/30 2/38 0.2 % 0.25 [ 0.01, 5.05 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Henriksen 2003a 0/16 1/8 0.1 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 0.5 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 2.4 % 0.91 [ 0.58, 1.44 ]


Hoffmann 1988 0/16 2/43 0.1 % 0.52 [ 0.03, 10.24 ]


Holter 1977 2/30 2/26 0.1 % 0.87 [ 0.13, 5.73 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jauch 1995a 2/17 2/5 0.2 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.1 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Johansen 2004 9/108 6/104 0.4 % 1.44 [ 0.53, 3.92 ]


Kaur 2005 3/50 4/50 0.3 % 0.75 [ 0.18, 3.18 ]


Kearns 1992 5/16 4/15 0.3 % 1.17 [ 0.39, 3.56 ]


Keele 1997 2/47 0/53 0.0 % 5.63 [ 0.28, 114.27 ]


Larsson 1990a 29/197 55/238 3.4 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 3/12 2/10 0.2 % 1.25 [ 0.26, 6.07 ]


Lidder 2013a 1/32 1/30 0.1 % 0.94 [ 0.06, 14.33 ]


Lidder 2013b 0/27 2/31 0.2 % 0.23 [ 0.01, 4.56 ]


Liu 1996b 1/16 0/18 0.0 % 3.35 [ 0.15, 76.93 ]


Ljunggren 2012 0/19 0/20 Not estimable


Lough 1990 4/14 7/15 0.5 % 0.61 [ 0.23, 1.65 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 12/98 16/97 1.1 % 0.74 [ 0.37, 1.49 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 30/68 35/68 2.4 % 0.86 [ 0.60, 1.22 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Müller 1982a 3/66 11/59 0.8 % 0.24 [ 0.07, 0.83 ]


Naveau 1986 10/20 9/20 0.6 % 1.11 [ 0.58, 2.14 ]


Neelemaat 2012 14/105 11/105 0.8 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 0/10 Not estimable


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 0/20 Not estimable


Peck 2004 4/14 5/13 0.4 % 0.74 [ 0.25, 2.18 ]


Potter 2001 21/183 33/193 2.2 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 1/11 5/18 0.3 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.5 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 2/10 0.2 % 0.24 [ 0.01, 4.47 ]


Reissman 1995 0/80 0/81 Not estimable


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.1 % 2.63 [ 0.31, 22.46 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Singh 1998 4/21 4/22 0.3 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 1/17 3/17 0.2 % 0.33 [ 0.04, 2.89 ]


Song 1993 0/12 2/13 0.2 % 0.22 [ 0.01, 4.08 ]


Sonnenfeld 1978 0/11 1/15 0.1 % 0.44 [ 0.02, 9.98 ]


Starke 2011 9/66 6/66 0.4 % 1.50 [ 0.57, 3.98 ]


Sullivan 1998 0/8 5/10 0.3 % 0.11 [ 0.01, 1.75 ]


Sullivan 2004 4/27 6/30 0.4 % 0.74 [ 0.23, 2.35 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 27/30 31/35 2.0 % 1.02 [ 0.86, 1.20 ]


Vicic 2013 5/52 10/49 0.7 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 1.0 % 0.85 [ 0.40, 1.81 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]


Williams 1985 9/21 7/22 0.5 % 1.35 [ 0.61, 2.96 ]


Williford 1991 31/231 24/228 1.7 % 1.27 [ 0.77, 2.10 ]


Woolfson 1989 8/62 8/60 0.6 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 3/215 2/108 0.2 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 0/18 1/16 0.1 % 0.30 [ 0.01, 6.84 ]


Zhang 2013 1/50 3/50 0.2 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 1/15 0.2 % 0.08 [ 0.00, 1.89 ]


Zheng 2001b 0/40 0/15 Not estimable


Zheng 2015 5/75 13/71 0.9 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 1/60 7/60 0.5 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 8630 8387 77.3 % 0.91 [ 0.84, 0.98 ]


Total events: 1011 (Experimental), 1120 (Control)


Heterogeneity: Chi2 = 93.07, df = 96 (P = 0.57); I2 =0.0%


Test for overall effect: Z = 2.54 (P = 0.011)


3 delayed versus early nutrition support


Choudhry 1996 3/21 4/20 0.3 % 0.71 [ 0.18, 2.80 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Stein 2002 12/40 10/40 0.7 % 1.20 [ 0.59, 2.45 ]


Subtotal (95% CI) 118 115 1.1 % 0.99 [ 0.53, 1.83 ]


Total events: 15 (Experimental), 15 (Control)


Heterogeneity: Chi2 = 0.98, df = 2 (P = 0.61); I2 =0.0%


Test for overall effect: Z = 0.04 (P = 0.97)


Total (95% CI) 11347 11088 100.0 % 0.91 [ 0.86, 0.98 ]


Total events: 1321 (Experimental), 1445 (Control)


Heterogeneity: Chi2 = 104.40, df = 107 (P = 0.55); I2 =0.0%


Test for overall effect: Z = 2.64 (P = 0.0082)


Test for subgroup differences: Chi2 = 0.17, df = 2 (P = 0.92), I2 =0.0%


0.01 0.1 1 10 100


Favours nutrition support Favours control


905Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Analysis 19.1. Comparison 19 Oral - Serious adverse event end of intervention, Outcome 1 Serious adverse


events - overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 19 Oral - Serious adverse event end of intervention


Outcome: 1 Serious adverse events - overall


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Anbar 2014 0/22 2/28 0.2 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 11.9 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 1.6 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 0.9 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.2 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 1.1 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 31.1 % 0.97 [ 0.75, 1.26 ]


Doglietto 1996 56/338 61/340 19.5 % 0.92 [ 0.66, 1.28 ]


Espaulella 2000 4/85 3/86 1.0 % 1.35 [ 0.31, 5.85 ]


F rli 2001 0/18 1/19 0.2 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 3/20 0.8 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 2.5 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.6 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/30 2/38 0.2 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.2 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/43 1/43 0.4 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 12.7 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 0/32 0/30 Not estimable


Lidder 2013b 0/27 0/31 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 1.3 % 0.43 [ 0.12, 1.50 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


MacFie 2000 2/27 1/25 0.4 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.4 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.2 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 8.2 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 1/81 0.2 % 0.34 [ 0.01, 8.16 ]


Saudny-Unterberger 1997 1/17 1/16 0.3 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 3.7 % 0.85 [ 0.40, 1.81 ]


Total (95% CI) 4252 4317 100.0 % 0.92 [ 0.79, 1.06 ]


Total events: 310 (Experimental), 351 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 21.60, df = 24 (P = 0.60); I2 =0.0%


Test for overall effect: Z = 1.16 (P = 0.25)


Test for subgroup differences: Not applicable
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Analysis 19.2. Comparison 19 Oral - Serious adverse event end of intervention, Outcome 2 Serious adverse


events - bias.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 19 Oral - Serious adverse event end of intervention


Outcome: 2 Serious adverse events - bias


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 High risk of bias


Abalan 1992 0/15 0/14 Not estimable


Anbar 2014 0/22 2/28 0.2 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 11.9 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 1.6 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 0.9 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.2 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 1.1 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 31.1 % 0.97 [ 0.75, 1.26 ]


Doglietto 1996 56/338 61/340 19.5 % 0.92 [ 0.66, 1.28 ]


Espaulella 2000 4/85 3/86 1.0 % 1.35 [ 0.31, 5.85 ]


F rli 2001 0/18 1/19 0.2 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 3/20 0.8 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 2.5 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.6 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/30 2/38 0.2 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.2 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/43 1/43 0.4 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 12.7 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 0/32 0/30 Not estimable


Lidder 2013b 0/27 0/31 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Luo 2012 3/30 7/30 1.3 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.4 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.4 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.2 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 8.2 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 1/81 0.2 % 0.34 [ 0.01, 8.16 ]


Saudny-Unterberger 1997 1/17 1/16 0.3 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 3.7 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 4252 4317 100.0 % 0.92 [ 0.79, 1.06 ]


Total events: 310 (Experimental), 351 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 21.60, df = 24 (P = 0.60); I2 =0.0%


Test for overall effect: Z = 1.16 (P = 0.25)


2 Low risk of bias


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 4252 4317 100.0 % 0.92 [ 0.79, 1.06 ]


Total events: 310 (Experimental), 351 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 21.60, df = 24 (P = 0.60); I2 =0.0%


Test for overall effect: Z = 1.16 (P = 0.25)


Test for subgroup differences: Not applicable
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Analysis 19.3. Comparison 19 Oral - Serious adverse event end of intervention, Outcome 3 Serious adverse


events - by medical specialty.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 19 Oral - Serious adverse event end of intervention


Outcome: 3 Serious adverse events - by medical specialty


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Cardiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Medical gastroenterology and hepatology


Bunout 1989 2/17 5/19 0.9 % 0.45 [ 0.10, 2.01 ]


Subtotal (95% CI) 17 19 0.9 % 0.45 [ 0.10, 2.01 ]


Total events: 2 (Experimental), 5 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.05 (P = 0.29)


3 Geriatrics


Anbar 2014 0/22 2/28 0.2 % 0.25 [ 0.01, 5.00 ]


Banerjee 1978 4/28 6/32 1.6 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


De Sousa 2012 0/20 2/17 0.2 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 1.1 % 1.58 [ 0.39, 6.45 ]


Gariballa 2006 12/223 7/222 2.5 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.6 % 1.05 [ 0.16, 7.10 ]


Larsson 1990a 29/197 55/238 12.7 % 0.64 [ 0.42, 0.96 ]


Ljunggren 2012 0/19 0/20 Not estimable


Potter 2001 21/183 33/193 8.2 % 0.67 [ 0.40, 1.12 ]


Subtotal (95% CI) 770 839 27.2 % 0.74 [ 0.56, 0.97 ]


Total events: 72 (Experimental), 110 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 6.55, df = 7 (P = 0.48); I2 =0.0%


Test for overall effect: Z = 2.15 (P = 0.032)


4 Pulmonary disease


Luo 2012 3/30 7/30 1.3 % 0.43 [ 0.12, 1.50 ]


Saudny-Unterberger 1997 1/17 1/16 0.3 % 0.94 [ 0.06, 13.82 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Subtotal (95% CI) 47 46 1.6 % 0.49 [ 0.16, 1.54 ]


Total events: 4 (Experimental), 8 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.27, df = 1 (P = 0.60); I2 =0.0%


Test for overall effect: Z = 1.22 (P = 0.22)


5 Endocrinology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


6 Infectious diseases


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


7 Rheumatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


8 Haematology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


9 Nephrology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


10 Gastroenterologic surgery


Doglietto 1996 56/338 61/340 19.5 % 0.92 [ 0.66, 1.28 ]


Hendry 2010 0/30 2/38 0.2 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.2 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Keele 1997 2/43 1/43 0.4 % 2.00 [ 0.19, 21.24 ]


Lidder 2013a 0/32 0/30 Not estimable


Lidder 2013b 0/27 0/31 Not estimable


MacFie 2000 2/27 1/25 0.4 % 1.85 [ 0.18, 19.19 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 1/81 0.2 % 0.34 [ 0.01, 8.16 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Subtotal (95% CI) 629 624 20.9 % 0.91 [ 0.66, 1.25 ]


Total events: 60 (Experimental), 67 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.95, df = 5 (P = 0.71); I2 =0.0%


Test for overall effect: Z = 0.58 (P = 0.56)


11 Trauma surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


12 Ortopaedics


Espaulella 2000 4/85 3/86 1.0 % 1.35 [ 0.31, 5.85 ]


Houwing 2003 0/51 0/52 Not estimable


Miller 2006a 2/24 1/25 0.4 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.2 % 3.25 [ 0.14, 76.01 ]


Subtotal (95% CI) 183 188 1.6 % 1.69 [ 0.53, 5.36 ]


Total events: 7 (Experimental), 4 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.29, df = 2 (P = 0.87); I2 =0.0%


Test for overall effect: Z = 0.89 (P = 0.37)


13 Plastic, reconstructive, and aesthetic surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


14 Vascular surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


15 Transplant surgery


F rli 2001 0/18 1/19 0.2 % 0.35 [ 0.02, 8.09 ]


Subtotal (95% CI) 18 19 0.2 % 0.35 [ 0.02, 8.09 ]


Total events: 0 (Experimental), 1 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.65 (P = 0.51)


16 Urology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


17 Thoracic surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


18 Neurological surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


19 Oro-maxillo-facial surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


20 Anaesthesiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


21 Emergency medicine


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


22 Psychiatry


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


23 Neurology


Abalan 1992 0/15 0/14 Not estimable


Dennis 2005 105/2016 108/2007 31.1 % 0.97 [ 0.75, 1.26 ]


Gariballa 1998 2/20 3/20 0.8 % 0.67 [ 0.12, 3.57 ]


Subtotal (95% CI) 2051 2041 31.8 % 0.96 [ 0.74, 1.24 ]


Total events: 107 (Experimental), 111 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.19, df = 1 (P = 0.67); I2 =0.0%


Test for overall effect: Z = 0.31 (P = 0.75)


24 Oncology


Subtotal (95% CI) 0 0 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


25 Dermatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


26 Gynaecology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


27 Mixed


Arias 2008 46/262 31/267 11.9 % 1.51 [ 0.99, 2.31 ]


Vlaming 2001 12/275 14/274 3.7 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 537 541 15.6 % 1.24 [ 0.73, 2.12 ]


Total events: 58 (Experimental), 45 (Control)


Heterogeneity: Tau2 = 0.07; Chi2 = 1.69, df = 1 (P = 0.19); I2 =41%


Test for overall effect: Z = 0.79 (P = 0.43)


Total (95% CI) 4252 4317 100.0 % 0.92 [ 0.79, 1.06 ]


Total events: 310 (Experimental), 351 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 21.60, df = 24 (P = 0.60); I2 =0.0%


Test for overall effect: Z = 1.16 (P = 0.25)


Test for subgroup differences: Chi2 = 6.96, df = 7 (P = 0.43), I2 =0.0%
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Analysis 19.4. Comparison 19 Oral - Serious adverse event end of intervention, Outcome 4 Serious adverse


events - based on adequacy of the amount of calories.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 19 Oral - Serious adverse event end of intervention


Outcome: 4 Serious adverse events - based on adequacy of the amount of calories


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Clearly adequate in intervention and clearly inadequate in control


Gariballa 1998 2/20 3/20 0.8 % 0.67 [ 0.12, 3.57 ]


Gazzotti 2003 2/39 2/41 0.6 % 1.05 [ 0.16, 7.10 ]


Keele 1997 2/43 1/43 0.4 % 2.00 [ 0.19, 21.24 ]


Rana 1992 0/20 0/20 Not estimable


Subtotal (95% CI) 122 124 1.7 % 0.99 [ 0.33, 3.02 ]


Total events: 6 (Experimental), 6 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.56, df = 2 (P = 0.76); I2 =0.0%


Test for overall effect: Z = 0.01 (P = 0.99)


2 Inadequate in the experimental or adequate in the control


Abalan 1992 0/15 0/14 Not estimable


Anbar 2014 0/22 2/28 0.2 % 0.25 [ 0.01, 5.00 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Delmi 1990 4/27 3/32 1.1 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 31.1 % 0.97 [ 0.75, 1.26 ]


Doglietto 1996 56/338 61/340 19.5 % 0.92 [ 0.66, 1.28 ]


Espaulella 2000 4/85 3/86 1.0 % 1.35 [ 0.31, 5.85 ]


F rli 2001 0/18 1/19 0.2 % 0.35 [ 0.02, 8.09 ]


Henriksen 2003a 0/16 1/8 0.2 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


MacFie 2000 2/27 1/25 0.4 % 1.85 [ 0.18, 19.19 ]


Potter 2001 21/183 33/193 8.2 % 0.67 [ 0.40, 1.12 ]


Subtotal (95% CI) 2794 2796 61.9 % 0.91 [ 0.76, 1.10 ]


Total events: 192 (Experimental), 213 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 4.96, df = 8 (P = 0.76); I2 =0.0%


Test for overall effect: Z = 0.98 (P = 0.33)
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


3 Experimental group is overfed


Bunout 1989 2/17 5/19 0.9 % 0.45 [ 0.10, 2.01 ]


Saudny-Unterberger 1997 1/17 1/16 0.3 % 0.94 [ 0.06, 13.82 ]


Subtotal (95% CI) 34 35 1.2 % 0.53 [ 0.14, 1.98 ]


Total events: 3 (Experimental), 6 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.22, df = 1 (P = 0.64); I2 =0.0%


Test for overall effect: Z = 0.94 (P = 0.35)


4 Unclear intake in control or experimental


Arias 2008 46/262 31/267 11.9 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 1.6 % 0.76 [ 0.24, 2.43 ]


De Sousa 2012 0/20 2/17 0.2 % 0.17 [ 0.01, 3.34 ]


Gariballa 2006 12/223 7/222 2.5 % 1.71 [ 0.68, 4.25 ]


Hendry 2010 0/30 2/38 0.2 % 0.25 [ 0.01, 5.05 ]


Houwing 2003 0/51 0/52 Not estimable


Larsson 1990a 29/197 55/238 12.7 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 0/32 0/30 Not estimable


Lidder 2013b 0/27 0/31 Not estimable


Luo 2012 3/30 7/30 1.3 % 0.43 [ 0.12, 1.50 ]


Miller 2006a 2/24 1/25 0.4 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.2 % 3.25 [ 0.14, 76.01 ]


Reissman 1995 0/80 1/81 0.2 % 0.34 [ 0.01, 8.16 ]


Vlaming 2001 12/275 14/274 3.7 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 1302 1362 35.2 % 0.92 [ 0.63, 1.34 ]


Total events: 109 (Experimental), 126 (Control)


Heterogeneity: Tau2 = 0.11; Chi2 = 15.13, df = 10 (P = 0.13); I2 =34%


Test for overall effect: Z = 0.44 (P = 0.66)


Total (95% CI) 4252 4317 100.0 % 0.92 [ 0.79, 1.06 ]


Total events: 310 (Experimental), 351 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 21.60, df = 24 (P = 0.60); I2 =0.0%


Test for overall effect: Z = 1.16 (P = 0.25)


Test for subgroup differences: Chi2 = 0.66, df = 3 (P = 0.88), I2 =0.0%
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Analysis 19.5. Comparison 19 Oral - Serious adverse event end of intervention, Outcome 5 Serious adverse


events - different screening tools.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 19 Oral - Serious adverse event end of intervention


Outcome: 5 Serious adverse events - different screening tools


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 NRS 2002


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 MUST


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 MNA


De Sousa 2012 0/20 2/17 0.2 % 0.17 [ 0.01, 3.34 ]


Gazzotti 2003 2/39 2/41 0.6 % 1.05 [ 0.16, 7.10 ]


Subtotal (95% CI) 59 58 0.8 % 0.61 [ 0.12, 3.18 ]


Total events: 2 (Experimental), 4 (Control)


Heterogeneity: Tau2 = 0.06; Chi2 = 1.04, df = 1 (P = 0.31); I2 =4%


Test for overall effect: Z = 0.59 (P = 0.56)


4 SGA


Arias 2008 46/262 31/267 11.9 % 1.51 [ 0.99, 2.31 ]


Subtotal (95% CI) 262 267 11.9 % 1.51 [ 0.99, 2.31 ]


Total events: 46 (Experimental), 31 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.92 (P = 0.055)


5 Other means


Abalan 1992 0/15 0/14 Not estimable


Anbar 2014 0/22 2/28 0.2 % 0.25 [ 0.01, 5.00 ]


Banerjee 1978 4/28 6/32 1.6 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 0.9 % 0.45 [ 0.10, 2.01 ]


Delmi 1990 4/27 3/32 1.1 % 1.58 [ 0.39, 6.45 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Dennis 2005 105/2016 108/2007 31.1 % 0.97 [ 0.75, 1.26 ]


Doglietto 1996 56/338 61/340 19.5 % 0.92 [ 0.66, 1.28 ]


Espaulella 2000 4/85 3/86 1.0 % 1.35 [ 0.31, 5.85 ]


F rli 2001 0/18 1/19 0.2 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 3/20 0.8 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 2.5 % 1.71 [ 0.68, 4.25 ]


Hendry 2010 0/30 2/38 0.2 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.2 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/43 1/43 0.4 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 12.7 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 0/32 0/30 Not estimable


Lidder 2013b 0/27 0/31 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 1.3 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.4 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.4 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.2 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 8.2 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 1/81 0.2 % 0.34 [ 0.01, 8.16 ]


Saudny-Unterberger 1997 1/17 1/16 0.3 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 3.7 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 3931 3992 87.3 % 0.86 [ 0.74, 1.01 ]


Total events: 262 (Experimental), 316 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 14.33, df = 21 (P = 0.86); I2 =0.0%


Test for overall effect: Z = 1.89 (P = 0.059)


Total (95% CI) 4252 4317 100.0 % 0.92 [ 0.79, 1.06 ]


Total events: 310 (Experimental), 351 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 21.60, df = 24 (P = 0.60); I2 =0.0%


Test for overall effect: Z = 1.16 (P = 0.25)


Test for subgroup differences: Chi2 = 6.27, df = 2 (P = 0.04), I2 =68%
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Analysis 19.6. Comparison 19 Oral - Serious adverse event end of intervention, Outcome 6 Serious adverse


events - participants characterised as ’at nutritional risk’ due to one of the following conditions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 19 Oral - Serious adverse event end of intervention


Outcome: 6 Serious adverse events - participants characterised as ’at nutritional risk’ due to one of the following conditions


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Major surgery


F rli 2001 0/18 1/19 0.2 % 0.35 [ 0.02, 8.09 ]


Hendry 2010 0/30 2/38 0.2 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.2 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Keele 1997 2/43 1/43 0.4 % 2.00 [ 0.19, 21.24 ]


Lidder 2013a 0/32 0/30 Not estimable


Lidder 2013b 0/27 0/31 Not estimable


MacFie 2000 2/27 1/25 0.4 % 1.85 [ 0.18, 19.19 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 1/81 0.2 % 0.34 [ 0.01, 8.16 ]


Subtotal (95% CI) 309 303 1.7 % 0.67 [ 0.22, 2.08 ]


Total events: 4 (Experimental), 7 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 3.02, df = 5 (P = 0.70); I2 =0.0%


Test for overall effect: Z = 0.69 (P = 0.49)


2 Stroke


Dennis 2005 105/2016 108/2007 31.1 % 0.97 [ 0.75, 1.26 ]


Gariballa 1998 2/20 3/20 0.8 % 0.67 [ 0.12, 3.57 ]


Subtotal (95% CI) 2036 2027 31.8 % 0.96 [ 0.74, 1.24 ]


Total events: 107 (Experimental), 111 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.19, df = 1 (P = 0.67); I2 =0.0%


Test for overall effect: Z = 0.31 (P = 0.75)


3 ICU participants including trauma


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Frail elderly participants with less severe conditions known to increase protein requirements


Anbar 2014 0/22 2/28 0.2 % 0.25 [ 0.01, 5.00 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Delmi 1990 4/27 3/32 1.1 % 1.58 [ 0.39, 6.45 ]


Espaulella 2000 4/85 3/86 1.0 % 1.35 [ 0.31, 5.85 ]


Gazzotti 2003 2/39 2/41 0.6 % 1.05 [ 0.16, 7.10 ]


Houwing 2003 0/51 0/52 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 1.3 % 0.43 [ 0.12, 1.50 ]


Miller 2006a 2/24 1/25 0.4 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.2 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 8.2 % 0.67 [ 0.40, 1.12 ]


Subtotal (95% CI) 515 548 13.0 % 0.77 [ 0.52, 1.15 ]


Total events: 37 (Experimental), 51 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 4.82, df = 7 (P = 0.68); I2 =0.0%


Test for overall effect: Z = 1.26 (P = 0.21)


5 Participants do not fall into one of the categories above


Abalan 1992 0/15 0/14 Not estimable


Arias 2008 46/262 31/267 11.9 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 1.6 % 0.76 [ 0.24, 2.43 ]


Bunout 1989 2/17 5/19 0.9 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.2 % 0.17 [ 0.01, 3.34 ]


Doglietto 1996 56/338 61/340 19.5 % 0.92 [ 0.66, 1.28 ]


Gariballa 2006 12/223 7/222 2.5 % 1.71 [ 0.68, 4.25 ]


Larsson 1990a 29/197 55/238 12.7 % 0.64 [ 0.42, 0.96 ]


Saudny-Unterberger 1997 1/17 1/16 0.3 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 3.7 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 1392 1439 53.5 % 0.94 [ 0.70, 1.26 ]


Total events: 162 (Experimental), 182 (Control)


Heterogeneity: Tau2 = 0.06; Chi2 = 12.39, df = 8 (P = 0.13); I2 =35%


Test for overall effect: Z = 0.44 (P = 0.66)


Total (95% CI) 4252 4317 100.0 % 0.92 [ 0.79, 1.06 ]


Total events: 310 (Experimental), 351 (Control)
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Heterogeneity: Tau2 = 0.0; Chi2 = 21.60, df = 24 (P = 0.60); I2 =0.0%


Test for overall effect: Z = 1.16 (P = 0.25)


Test for subgroup differences: Chi2 = 1.12, df = 3 (P = 0.77), I2 =0.0%
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Analysis 19.7. Comparison 19 Oral - Serious adverse event end of intervention, Outcome 7 Serious adverse


events - participants characterised as ’at nutritional risk’ due to one of the following criteria.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 19 Oral - Serious adverse event end of intervention


Outcome: 7 Serious adverse events - participants characterised as ’at nutritional risk’ due to one of the following criteria


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 BMI less than 20.5 kg/m2


F rli 2001 0/18 1/19 0.2 % 0.35 [ 0.02, 8.09 ]


Subtotal (95% CI) 18 19 0.2 % 0.35 [ 0.02, 8.09 ]


Total events: 0 (Experimental), 1 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.65 (P = 0.51)


2 Weight loss of at least 5% during the last three months


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 Weight loss of at least 10% during the last six months


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Insufficient food intake during the last week (50% of requirements or less)
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Participants characterised as ’at nutritional risk’ by other means


Abalan 1992 0/15 0/14 Not estimable


Anbar 2014 0/22 2/28 0.2 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 11.9 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 1.6 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 0.9 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.2 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 1.1 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 31.1 % 0.97 [ 0.75, 1.26 ]


Doglietto 1996 56/338 61/340 19.5 % 0.92 [ 0.66, 1.28 ]


Espaulella 2000 4/85 3/86 1.0 % 1.35 [ 0.31, 5.85 ]


Gariballa 1998 2/20 3/20 0.8 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 2.5 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.6 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/30 2/38 0.2 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.2 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/43 1/43 0.4 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 12.7 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 0/32 0/30 Not estimable


Lidder 2013b 0/27 0/31 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 1.3 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.4 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.4 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.2 % 3.25 [ 0.14, 76.01 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Potter 2001 21/183 33/193 8.2 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 1/81 0.2 % 0.34 [ 0.01, 8.16 ]


Saudny-Unterberger 1997 1/17 1/16 0.3 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 3.7 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 4234 4298 99.8 % 0.92 [ 0.79, 1.06 ]


Total events: 310 (Experimental), 350 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 21.24, df = 23 (P = 0.57); I2 =0.0%


Test for overall effect: Z = 1.13 (P = 0.26)


Total (95% CI) 4252 4317 100.0 % 0.92 [ 0.79, 1.06 ]


Total events: 310 (Experimental), 351 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 21.60, df = 24 (P = 0.60); I2 =0.0%


Test for overall effect: Z = 1.16 (P = 0.25)


Test for subgroup differences: Chi2 = 0.36, df = 1 (P = 0.55), I2 =0.0%
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Analysis 19.8. Comparison 19 Oral - Serious adverse event end of intervention, Outcome 8 Serious adverse


events - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 19 Oral - Serious adverse event end of intervention


Outcome: 8 Serious adverse events - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Biomarkers


Luo 2012 3/30 7/30 1.3 % 0.43 [ 0.12, 1.50 ]


Subtotal (95% CI) 30 30 1.3 % 0.43 [ 0.12, 1.50 ]


Total events: 3 (Experimental), 7 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.32 (P = 0.19)


2 Anthropometric measures


F rli 2001 0/18 1/19 0.2 % 0.35 [ 0.02, 8.09 ]


MacFie 2000 2/27 1/25 0.4 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.4 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.2 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 8.2 % 0.67 [ 0.40, 1.12 ]


Vlaming 2001 12/275 14/274 3.7 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 550 561 13.2 % 0.78 [ 0.52, 1.16 ]


Total events: 38 (Experimental), 50 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.64, df = 5 (P = 0.76); I2 =0.0%


Test for overall effect: Z = 1.23 (P = 0.22)


3 Mixed


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Characterised by other means


Abalan 1992 0/15 0/14 Not estimable


Anbar 2014 0/22 2/28 0.2 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 11.9 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 1.6 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 0.9 % 0.45 [ 0.10, 2.01 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


De Sousa 2012 0/20 2/17 0.2 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 1.1 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 31.1 % 0.97 [ 0.75, 1.26 ]


Doglietto 1996 56/338 61/340 19.5 % 0.92 [ 0.66, 1.28 ]


Espaulella 2000 4/85 3/86 1.0 % 1.35 [ 0.31, 5.85 ]


Gariballa 1998 2/20 3/20 0.8 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 2.5 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.6 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/30 2/38 0.2 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.2 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/43 1/43 0.4 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 12.7 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 0/32 0/30 Not estimable


Lidder 2013b 0/27 0/31 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 1/81 0.2 % 0.34 [ 0.01, 8.16 ]


Saudny-Unterberger 1997 1/17 1/16 0.3 % 0.94 [ 0.06, 13.82 ]


Subtotal (95% CI) 3672 3726 85.5 % 0.95 [ 0.81, 1.12 ]


Total events: 269 (Experimental), 294 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 16.68, df = 17 (P = 0.48); I2 =0.0%


Test for overall effect: Z = 0.60 (P = 0.55)


Total (95% CI) 4252 4317 100.0 % 0.92 [ 0.79, 1.06 ]


Total events: 310 (Experimental), 351 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 21.60, df = 24 (P = 0.60); I2 =0.0%


Test for overall effect: Z = 1.16 (P = 0.25)


Test for subgroup differences: Chi2 = 2.29, df = 2 (P = 0.32), I2 =13%
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Analysis 19.9. Comparison 19 Oral - Serious adverse event end of intervention, Outcome 9 Serious adverse


events - randomisation year.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 19 Oral - Serious adverse event end of intervention


Outcome: 9 Serious adverse events - randomisation year


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Before 1960


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 1960 to 1979


Banerjee 1978 4/28 6/32 1.6 % 0.76 [ 0.24, 2.43 ]


Subtotal (95% CI) 28 32 1.6 % 0.76 [ 0.24, 2.43 ]


Total events: 4 (Experimental), 6 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.46 (P = 0.65)


3 1980 to 1999


Abalan 1992 0/15 0/14 Not estimable


Bunout 1989 2/17 5/19 0.9 % 0.45 [ 0.10, 2.01 ]


Delmi 1990 4/27 3/32 1.1 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 31.1 % 0.97 [ 0.75, 1.26 ]


Doglietto 1996 56/338 61/340 19.5 % 0.92 [ 0.66, 1.28 ]


Espaulella 2000 4/85 3/86 1.0 % 1.35 [ 0.31, 5.85 ]


F rli 2001 0/18 1/19 0.2 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 3/20 0.8 % 0.67 [ 0.12, 3.57 ]


Gazzotti 2003 2/39 2/41 0.6 % 1.05 [ 0.16, 7.10 ]


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/43 1/43 0.4 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 12.7 % 0.64 [ 0.42, 0.96 ]


MacFie 2000 2/27 1/25 0.4 % 1.85 [ 0.18, 19.19 ]


Potter 2001 21/183 33/193 8.2 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


926Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Reissman 1995 0/80 1/81 0.2 % 0.34 [ 0.01, 8.16 ]


Saudny-Unterberger 1997 1/17 1/16 0.3 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 3.7 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 3468 3520 81.1 % 0.86 [ 0.73, 1.01 ]


Total events: 242 (Experimental), 292 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 7.45, df = 14 (P = 0.92); I2 =0.0%


Test for overall effect: Z = 1.85 (P = 0.064)


4 After 1999


Anbar 2014 0/22 2/28 0.2 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 11.9 % 1.51 [ 0.99, 2.31 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


De Sousa 2012 0/20 2/17 0.2 % 0.17 [ 0.01, 3.34 ]


Gariballa 2006 12/223 7/222 2.5 % 1.71 [ 0.68, 4.25 ]


Hendry 2010 0/30 2/38 0.2 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.2 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Lidder 2013a 0/32 0/30 Not estimable


Lidder 2013b 0/27 0/31 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 1.3 % 0.43 [ 0.12, 1.50 ]


Miller 2006a 2/24 1/25 0.4 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.2 % 3.25 [ 0.14, 76.01 ]


Subtotal (95% CI) 756 765 17.3 % 1.05 [ 0.61, 1.82 ]


Total events: 64 (Experimental), 53 (Control)


Heterogeneity: Tau2 = 0.13; Chi2 = 10.09, df = 8 (P = 0.26); I2 =21%


Test for overall effect: Z = 0.19 (P = 0.85)


Total (95% CI) 4252 4317 100.0 % 0.92 [ 0.79, 1.06 ]


Total events: 310 (Experimental), 351 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 21.60, df = 24 (P = 0.60); I2 =0.0%


Test for overall effect: Z = 1.16 (P = 0.25)


Test for subgroup differences: Chi2 = 0.55, df = 2 (P = 0.76), I2 =0.0%
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Analysis 19.10. Comparison 19 Oral - Serious adverse event end of intervention, Outcome 10 Serious


adverse events - trials where the intervention lasts fewer than three days compared with trials where the


intervention lasts three days or more.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 19 Oral - Serious adverse event end of intervention


Outcome: 10 Serious adverse events - trials where the intervention lasts fewer than three days compared with trials where the intervention lasts three days or more


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Three days or more


Abalan 1992 0/15 0/14 Not estimable


Arias 2008 46/262 31/267 11.9 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 1.6 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 0.9 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.2 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 1.1 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 31.1 % 0.97 [ 0.75, 1.26 ]


Doglietto 1996 56/338 61/340 19.5 % 0.92 [ 0.66, 1.28 ]


Espaulella 2000 4/85 3/86 1.0 % 1.35 [ 0.31, 5.85 ]


F rli 2001 0/18 1/19 0.2 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 3/20 0.8 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 2.5 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.6 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/30 2/38 0.2 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.2 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/43 1/43 0.4 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 12.7 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 0/32 0/30 Not estimable


Lidder 2013b 0/27 0/31 Not estimable


Luo 2012 3/30 7/30 1.3 % 0.43 [ 0.12, 1.50 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


MacFie 2000 2/27 1/25 0.4 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.4 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.2 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 8.2 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 1/81 0.2 % 0.34 [ 0.01, 8.16 ]


Saudny-Unterberger 1997 1/17 1/16 0.3 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 3.7 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 4211 4269 99.8 % 0.92 [ 0.80, 1.06 ]


Total events: 310 (Experimental), 349 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 20.88, df = 23 (P = 0.59); I2 =0.0%


Test for overall effect: Z = 1.11 (P = 0.26)


2 Less than three days


Ljunggren 2012 0/19 0/20 Not estimable


Subtotal (95% CI) 19 20 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 Unknown


Anbar 2014 0/22 2/28 0.2 % 0.25 [ 0.01, 5.00 ]


Subtotal (95% CI) 22 28 0.2 % 0.25 [ 0.01, 5.00 ]


Total events: 0 (Experimental), 2 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.90 (P = 0.37)


Total (95% CI) 4252 4317 100.0 % 0.92 [ 0.79, 1.06 ]


Total events: 310 (Experimental), 351 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 21.60, df = 24 (P = 0.60); I2 =0.0%


Test for overall effect: Z = 1.16 (P = 0.25)


Test for subgroup differences: Chi2 = 0.72, df = 1 (P = 0.40), I2 =0.0%
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Analysis 19.11. Comparison 19 Oral - Serious adverse event end of intervention, Outcome 11 Serious


adverse events - ’best-worst case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 19 Oral - Serious adverse event end of intervention


Outcome: 11 Serious adverse events - ’best-worst case’ scenario


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Anbar 2014 0/23 2/28 0.7 % 0.24 [ 0.01, 4.80 ]


Arias 2008 46/333 98/334 12.7 % 0.47 [ 0.34, 0.65 ]


Banerjee 1978 4/28 6/32 3.5 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/30 14/30 0.8 % 0.03 [ 0.00, 0.55 ]


Bunout 1989 2/17 5/19 2.3 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.7 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 2.6 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 13.6 % 0.97 [ 0.75, 1.26 ]


Doglietto 1996 56/338 61/340 12.5 % 0.92 [ 0.66, 1.28 ]


Espaulella 2000 4/85 3/86 2.4 % 1.35 [ 0.31, 5.85 ]


F rli 2001 0/20 4/22 0.7 % 0.12 [ 0.01, 2.13 ]


Gariballa 1998 2/21 4/21 2.1 % 0.50 [ 0.10, 2.44 ]


Gariballa 2006 12/223 7/222 5.0 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 1.5 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/38 2/38 0.6 % 0.20 [ 0.01, 4.03 ]


Henriksen 2003a 0/16 1/8 0.6 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/47 11/53 2.4 % 0.21 [ 0.05, 0.88 ]


Larsson 1990a 29/250 68/251 11.3 % 0.43 [ 0.29, 0.64 ]


Lidder 2013a 0/32 0/30 Not estimable


Lidder 2013b 0/27 0/31 Not estimable


Ljunggren 2012 0/20 0/20 Not estimable


Luo 2012 3/30 7/30 3.1 % 0.43 [ 0.12, 1.50 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


MacFie 2000 2/27 1/25 1.0 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/25 2/26 1.6 % 1.04 [ 0.16, 6.83 ]


Miller 2006b 1/24 0/25 0.6 % 3.12 [ 0.13, 73.04 ]


Potter 2001 21/186 35/195 9.7 % 0.63 [ 0.38, 1.04 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 1/81 0.6 % 0.34 [ 0.01, 8.16 ]


Saudny-Unterberger 1997 1/17 1/16 0.8 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 6.5 % 0.85 [ 0.40, 1.81 ]


Total (95% CI) 4416 4428 100.0 % 0.67 [ 0.52, 0.86 ]


Total events: 310 (Experimental), 462 (Control)


Heterogeneity: Tau2 = 0.10; Chi2 = 41.60, df = 25 (P = 0.02); I2 =40%


Test for overall effect: Z = 3.16 (P = 0.0016)


Test for subgroup differences: Not applicable
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Analysis 19.12. Comparison 19 Oral - Serious adverse event end of intervention, Outcome 12 Serious


adverse events - ’worst-best case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 19 Oral - Serious adverse event end of intervention


Outcome: 12 Serious adverse events - ’worst-best case’ scenario


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Anbar 2014 1/23 2/28 1.6 % 0.61 [ 0.06, 6.30 ]


Arias 2008 117/333 31/334 9.0 % 3.79 [ 2.63, 5.46 ]


Banerjee 1978 4/28 6/32 4.4 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 18/30 0/30 1.2 % 37.00 [ 2.33, 587.26 ]


Bunout 1989 2/17 5/19 3.1 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 1.0 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 3.4 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 9.6 % 0.97 [ 0.75, 1.26 ]


Doglietto 1996 56/338 61/340 9.2 % 0.92 [ 0.66, 1.28 ]


Espaulella 2000 4/85 3/86 3.2 % 1.35 [ 0.31, 5.85 ]


F rli 2001 2/20 1/22 1.6 % 2.20 [ 0.22, 22.45 ]


Gariballa 1998 3/21 3/21 3.2 % 1.00 [ 0.23, 4.40 ]


Gariballa 2006 12/223 7/222 5.6 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 2.2 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 8/38 2/38 3.2 % 4.00 [ 0.91, 17.62 ]


Henriksen 2003a 0/16 1/8 1.0 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 6/47 1/53 1.9 % 6.77 [ 0.85, 54.17 ]


Larsson 1990a 82/250 55/251 9.4 % 1.50 [ 1.12, 2.01 ]


Lidder 2013a 0/32 0/30 Not estimable


Lidder 2013b 0/27 0/31 Not estimable


Ljunggren 2012 1/20 0/20 0.9 % 3.00 [ 0.13, 69.52 ]


Luo 2012 3/30 7/30 4.0 % 0.43 [ 0.12, 1.50 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


MacFie 2000 2/27 1/25 1.6 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 3/25 1/26 1.8 % 3.12 [ 0.35, 28.03 ]


Miller 2006b 2/24 0/25 1.0 % 5.20 [ 0.26, 103.03 ]


Potter 2001 24/186 33/195 8.3 % 0.76 [ 0.47, 1.24 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 1/81 0.9 % 0.34 [ 0.01, 8.16 ]


Saudny-Unterberger 1997 1/17 1/16 1.2 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 6.5 % 0.85 [ 0.40, 1.81 ]


Total (95% CI) 4416 4428 100.0 % 1.27 [ 0.92, 1.75 ]


Total events: 474 (Experimental), 351 (Control)


Heterogeneity: Tau2 = 0.26; Chi2 = 72.43, df = 26 (P<0.00001); I2 =64%


Test for overall effect: Z = 1.47 (P = 0.14)


Test for subgroup differences: Not applicable
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Analysis 19.13. Comparison 19 Oral - Serious adverse event end of intervention, Outcome 13 Serious


adverse events co-interventions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 19 Oral - Serious adverse event end of intervention


Outcome: 13 Serious adverse events co-interventions


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


1 received nutrition support as co-intervention


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Bokhorst-de 2000 7/15 9/17 0.8 % 0.88 [ 0.44, 1.78 ]


Casaer 2011 146/2312 141/2328 13.0 % 1.04 [ 0.83, 1.30 ]


Heidegger 2013 8/153 12/152 1.1 % 0.66 [ 0.28, 1.57 ]


Luo 2012 3/30 7/30 0.6 % 0.43 [ 0.12, 1.50 ]


Simon 1988 3/15 2/17 0.2 % 1.70 [ 0.33, 8.84 ]


Zhu 2012a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 0.9 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 2590 2588 16.8 % 0.96 [ 0.79, 1.17 ]


Total events: 176 (Experimental), 180 (Control)


Heterogeneity: Chi2 = 5.12, df = 6 (P = 0.53); I2 =0.0%


Test for overall effect: Z = 0.37 (P = 0.71)


2 did not receive nutrition support as co-intervention


Abalan 1992 0/15 0/14 Not estimable


Abel 1976 4/20 3/24 0.3 % 1.60 [ 0.40, 6.32 ]


Anbar 2014 0/22 2/28 0.2 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 2.8 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 0.5 % 0.76 [ 0.24, 2.43 ]


Bastow 1983a 5/39 4/35 0.4 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.5 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 0.6 % 0.86 [ 0.33, 2.25 ]


Bellantone 1988 1/54 10/46 1.0 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Botella-Carretero 2010 0/12 0/16 Not estimable


Breedveld-Peters 4/70 3/75 0.3 % 1.43 [ 0.33, 6.16 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Brennan 1994 27/60 13/57 1.2 % 1.97 [ 1.13, 3.43 ]


Bunout 1989 2/17 5/19 0.4 % 0.45 [ 0.10, 2.01 ]


Capell 1990 0/15 0/12 Not estimable


Chen 1995a 0/8 1/8 0.1 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2000b 1/10 0/5 0.1 % 1.64 [ 0.08, 34.28 ]


Chen 2006 0/21 0/20 Not estimable


Chuntrasakul 1996 1/21 1/17 0.1 % 0.81 [ 0.05, 12.01 ]


De Sousa 2012 0/20 2/17 0.2 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 4/27 3/32 0.3 % 1.58 [ 0.39, 6.45 ]


Dennis 2005 105/2016 108/2007 10.0 % 0.97 [ 0.75, 1.26 ]


Dennis 2006 142/429 147/430 13.6 % 0.97 [ 0.80, 1.17 ]


Doglietto 1990 2/13 3/9 0.3 % 0.46 [ 0.10, 2.23 ]


Doglietto 1996 56/338 61/340 5.6 % 0.92 [ 0.66, 1.28 ]


Dong 1996 0/256 6/264 0.6 % 0.08 [ 0.00, 1.40 ]


Duncan 2006 18/150 11/159 1.0 % 1.73 [ 0.85, 3.55 ]


Eneroth 2005 0/40 0/40 Not estimable


Espaulella 2000 4/85 3/86 0.3 % 1.35 [ 0.31, 5.85 ]


Fan 1989 5/64 9/60 0.9 % 0.52 [ 0.19, 1.47 ]


Fan 1994 7/20 6/20 0.6 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Fletcher 1986b 0/9 0/4 Not estimable


Foschi 1986 1/28 4/32 0.3 % 0.29 [ 0.03, 2.41 ]


F rli 2001 0/18 1/19 0.1 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 3/20 0.3 % 0.67 [ 0.12, 3.57 ]


Gariballa 2006 12/223 7/222 0.7 % 1.71 [ 0.68, 4.25 ]


Gazzotti 2003 2/39 2/41 0.2 % 1.05 [ 0.16, 7.10 ]


Hartgrink 1998 7/55 0/53 0.0 % 14.46 [ 0.85, 247.12 ]


Hendry 2010 0/30 2/38 0.2 % 0.25 [ 0.01, 5.05 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Henriksen 2003a 0/16 1/8 0.2 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Herndon 1987 8/13 8/15 0.7 % 1.15 [ 0.61, 2.19 ]


Hickson 2004 31/292 35/300 3.2 % 0.91 [ 0.58, 1.44 ]


Hoffmann 1988 0/16 5/43 0.3 % 0.24 [ 0.01, 4.03 ]


Holyday 2012 4/71 1/72 0.1 % 4.06 [ 0.46, 35.41 ]


Houwing 2003 0/51 0/52 Not estimable


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.1 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Johansen 2004 24/108 17/104 1.6 % 1.36 [ 0.78, 2.38 ]


Kearns 1992 0/16 2/15 0.2 % 0.19 [ 0.01, 3.63 ]


Keele 1997 2/43 1/43 0.1 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 4.6 % 0.64 [ 0.42, 0.96 ]


Ledinghen 1997 5/12 1/10 0.1 % 4.17 [ 0.58, 30.06 ]


Lidder 2013a 0/32 0/30 Not estimable


Lidder 2013b 0/27 0/31 Not estimable


Liu 1996b 1/16 2/18 0.2 % 0.56 [ 0.06, 5.63 ]


Ljunggren 2012 0/19 0/20 Not estimable


Lough 1990 4/14 7/15 0.6 % 0.61 [ 0.23, 1.65 ]


MacFie 2000 2/27 1/25 0.1 % 1.85 [ 0.18, 19.19 ]


Malhotra 2004 27/98 31/97 2.9 % 0.86 [ 0.56, 1.33 ]


Miller 2006a 2/24 1/25 0.1 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.0 % 3.25 [ 0.14, 76.01 ]


Moreno 2016 11/68 14/68 1.3 % 0.79 [ 0.38, 1.61 ]


Munk 2014 1/42 1/38 0.1 % 0.90 [ 0.06, 13.97 ]


Müller 1982a 11/66 9/29 1.2 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 1.1 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 4/20 2/20 0.2 % 2.00 [ 0.41, 9.71 ]


Neelemaat 2012 14/105 11/105 1.0 % 1.27 [ 0.61, 2.67 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Ollenschläger 1992 0/16 0/16 Not estimable


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]


Potter 2001 21/183 33/193 3.0 % 0.67 [ 0.40, 1.12 ]


Pupelis 2000 2/11 5/18 0.4 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.6 % 0.14 [ 0.02, 1.09 ]


Rana 1992 0/20 0/20 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Reissman 1995 0/80 1/81 0.1 % 0.34 [ 0.01, 8.16 ]


Rimbau 1989 1/10 2/10 0.2 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.1 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 0.2 % 2.92 [ 0.71, 12.00 ]


Saudny-Unterberger 1997 1/17 1/16 0.1 % 0.94 [ 0.06, 13.82 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Schroeder 1991 1/16 1/16 0.1 % 1.00 [ 0.07, 14.64 ]


Singh 1998 2/21 2/22 0.2 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.1 % 4.00 [ 0.48, 33.33 ]


Smith 1988 0/17 2/17 0.2 % 0.20 [ 0.01, 3.88 ]


Song 1993 0/12 2/13 0.2 % 0.22 [ 0.01, 4.08 ]


Soop 2004 0/9 1/9 0.1 % 0.33 [ 0.02, 7.24 ]


Starke 2011 2/66 5/66 0.5 % 0.40 [ 0.08, 1.99 ]


Sullivan 1998 2/8 3/10 0.2 % 0.83 [ 0.18, 3.84 ]


Sullivan 2004 4/27 3/30 0.3 % 1.48 [ 0.36, 6.03 ]


Thompson 1981 2/12 1/9 0.1 % 1.50 [ 0.16, 14.08 ]


Tong 2006a 0/45 2/18 0.3 % 0.08 [ 0.00, 1.64 ]


Tong 2006b 0/45 2/18 0.3 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 4/30 5/35 0.4 % 0.93 [ 0.28, 3.16 ]


Vicic 2013 5/52 10/49 1.0 % 0.47 [ 0.17, 1.28 ]


Vlaming 2001 12/275 14/274 1.3 % 0.85 [ 0.40, 1.81 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Von Meyenfeldt 1992b 4/50 1/25 0.1 % 2.00 [ 0.24, 16.97 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Watters 1997 1/13 3/15 0.3 % 0.38 [ 0.05, 3.26 ]


Williams 1985 4/21 3/22 0.3 % 1.40 [ 0.35, 5.51 ]


Woolfson 1989 8/62 8/60 0.8 % 0.97 [ 0.39, 2.41 ]


Wu 2007a 6/215 8/108 1.0 % 0.38 [ 0.13, 1.06 ]


Wu 2007b 10/215 7/108 0.9 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.3 % 0.67 [ 0.13, 3.47 ]


Xu 2003 0/20 0/20 Not estimable


Yamada 1983 1/18 5/16 0.5 % 0.18 [ 0.02, 1.37 ]


Zhang 2013 2/50 5/50 0.5 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 0/15 Not estimable


Zheng 2001b 0/40 0/15 Not estimable


Zhong 2014 4/60 12/60 1.1 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 3/33 6/16 0.7 % 0.24 [ 0.07, 0.85 ]


Subtotal (95% CI) 8397 7962 81.3 % 0.90 [ 0.83, 0.99 ]


Total events: 797 (Experimental), 859 (Control)


Heterogeneity: Chi2 = 99.42, df = 97 (P = 0.41); I2 =2%


Test for overall effect: Z = 2.27 (P = 0.023)


3 delayed versus early nutrition support


Choudhry 1996 0/21 1/20 0.1 % 0.32 [ 0.01, 7.38 ]


Maude 2011 8/27 7/29 0.6 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Nguyen 2012 4/14 4/14 0.4 % 1.00 [ 0.31, 3.23 ]


Sabin 1998 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Sonnenfeld 1978 1/11 1/15 0.1 % 1.36 [ 0.10, 19.50 ]


Stein 2002 2/40 3/40 0.3 % 0.67 [ 0.12, 3.78 ]


Subtotal (95% CI) 210 213 1.9 % 0.89 [ 0.51, 1.57 ]


Total events: 17 (Experimental), 20 (Control)


Heterogeneity: Chi2 = 1.68, df = 6 (P = 0.95); I2 =0.0%


Test for overall effect: Z = 0.40 (P = 0.69)


Total (95% CI) 11197 10763 100.0 % 0.91 [ 0.84, 0.99 ]


Total events: 990 (Experimental), 1059 (Control)


Heterogeneity: Chi2 = 106.15, df = 111 (P = 0.61); I2 =0.0%


Test for overall effect: Z = 2.24 (P = 0.025)


Test for subgroup differences: Chi2 = 0.34, df = 2 (P = 0.84), I2 =0.0%
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Analysis 20.1. Comparison 20 Oral - Serious adverse event maximum follow-up, Outcome 1 Serious


adverse events - overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 20 Oral - Serious adverse event maximum follow-up


Outcome: 1 Serious adverse events - overall


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Anbar 2014 0/22 2/28 0.4 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 10.5 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 2.3 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 1.4 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.4 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 3.9 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 19.4 % 0.95 [ 0.80, 1.12 ]


Doglietto 1996 56/338 61/340 13.3 % 0.92 [ 0.66, 1.28 ]


Espaulella 2000 17/80 10/81 5.2 % 1.72 [ 0.84, 3.53 ]


F rli 2001 0/18 1/19 0.3 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 7/20 1.5 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 7.9 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.9 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/30 2/38 0.4 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.4 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/43 1/43 0.6 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 10.9 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 2/32 6/30 1.4 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 1.5 % 0.29 [ 0.07, 1.24 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 2.0 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.6 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.6 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.3 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 8.4 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 1/81 0.3 % 0.34 [ 0.01, 8.16 ]


Saudny-Unterberger 1997 1/17 1/16 0.5 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 4.8 % 0.85 [ 0.40, 1.81 ]


Total (95% CI) 4241 4300 100.0 % 0.89 [ 0.74, 1.07 ]


Total events: 485 (Experimental), 540 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 34.14, df = 26 (P = 0.13); I2 =24%


Test for overall effect: Z = 1.26 (P = 0.21)


Test for subgroup differences: Not applicable
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Analysis 20.2. Comparison 20 Oral - Serious adverse event maximum follow-up, Outcome 2 Serious


adverse events - bias.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 20 Oral - Serious adverse event maximum follow-up


Outcome: 2 Serious adverse events - bias


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 High risk of bias


Abalan 1992 0/15 0/14 Not estimable


Anbar 2014 0/22 2/28 0.4 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 10.5 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 2.3 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 1.4 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.4 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 3.9 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 19.4 % 0.95 [ 0.80, 1.12 ]


Doglietto 1996 56/338 61/340 13.3 % 0.92 [ 0.66, 1.28 ]


Espaulella 2000 17/80 10/81 5.2 % 1.72 [ 0.84, 3.53 ]


F rli 2001 0/18 1/19 0.3 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 7/20 1.5 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 7.9 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.9 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/30 2/38 0.4 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.4 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/43 1/43 0.6 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 10.9 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 2/32 6/30 1.4 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 1.5 % 0.29 [ 0.07, 1.24 ]


Ljunggren 2012 0/19 0/20 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Luo 2012 3/30 7/30 2.0 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.6 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.6 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.3 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 8.4 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 1/81 0.3 % 0.34 [ 0.01, 8.16 ]


Saudny-Unterberger 1997 1/17 1/16 0.5 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 4.8 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 4241 4300 100.0 % 0.89 [ 0.74, 1.07 ]


Total events: 485 (Experimental), 540 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 34.14, df = 26 (P = 0.13); I2 =24%


Test for overall effect: Z = 1.26 (P = 0.21)


2 Low risk of bias


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 4241 4300 100.0 % 0.89 [ 0.74, 1.07 ]


Total events: 485 (Experimental), 540 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 34.14, df = 26 (P = 0.13); I2 =24%


Test for overall effect: Z = 1.26 (P = 0.21)


Test for subgroup differences: Not applicable
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Analysis 20.3. Comparison 20 Oral - Serious adverse event maximum follow-up, Outcome 3 Serious


adverse events - by medical speciality.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 20 Oral - Serious adverse event maximum follow-up


Outcome: 3 Serious adverse events - by medical speciality


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Cardiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Medical gastroenterology and hepatology


Bunout 1989 2/17 5/19 1.4 % 0.45 [ 0.10, 2.01 ]


Subtotal (95% CI) 17 19 1.4 % 0.45 [ 0.10, 2.01 ]


Total events: 2 (Experimental), 5 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.05 (P = 0.29)


3 Geriatrics


Anbar 2014 0/22 2/28 0.4 % 0.25 [ 0.01, 5.00 ]


Banerjee 1978 4/28 6/32 2.3 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


De Sousa 2012 0/20 2/17 0.4 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 3.9 % 0.65 [ 0.28, 1.52 ]


Gariballa 2006 32/223 19/222 7.9 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.9 % 1.05 [ 0.16, 7.10 ]


Larsson 1990a 29/197 55/238 10.9 % 0.64 [ 0.42, 0.96 ]


Ljunggren 2012 0/19 0/20 Not estimable


Potter 2001 21/183 33/193 8.4 % 0.67 [ 0.40, 1.12 ]


Subtotal (95% CI) 768 834 35.0 % 0.80 [ 0.55, 1.15 ]


Total events: 94 (Experimental), 129 (Control)


Heterogeneity: Tau2 = 0.09; Chi2 = 10.89, df = 7 (P = 0.14); I2 =36%


Test for overall effect: Z = 1.19 (P = 0.23)


4 Pulmonary disease


Luo 2012 3/30 7/30 2.0 % 0.43 [ 0.12, 1.50 ]


Saudny-Unterberger 1997 1/17 1/16 0.5 % 0.94 [ 0.06, 13.82 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Subtotal (95% CI) 47 46 2.5 % 0.49 [ 0.16, 1.54 ]


Total events: 4 (Experimental), 8 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.27, df = 1 (P = 0.60); I2 =0.0%


Test for overall effect: Z = 1.22 (P = 0.22)


5 Endocrinology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


6 Infectious diseases


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


7 Rheumatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


8 Haematology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


9 Nephrology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


10 Gastroenterologic surgery


Doglietto 1996 56/338 61/340 13.3 % 0.92 [ 0.66, 1.28 ]


Hendry 2010 0/30 2/38 0.4 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.4 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Keele 1997 2/43 1/43 0.6 % 2.00 [ 0.19, 21.24 ]


Lidder 2013a 2/32 6/30 1.4 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 1.5 % 0.29 [ 0.07, 1.24 ]


MacFie 2000 2/27 1/25 0.6 % 1.85 [ 0.18, 19.19 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 1/81 0.3 % 0.34 [ 0.01, 8.16 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Subtotal (95% CI) 629 624 18.4 % 0.83 [ 0.61, 1.12 ]


Total events: 64 (Experimental), 81 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 6.93, df = 7 (P = 0.44); I2 =0.0%


Test for overall effect: Z = 1.21 (P = 0.23)


11 Trauma surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


12 Ortopaedics


Espaulella 2000 17/80 10/81 5.2 % 1.72 [ 0.84, 3.53 ]


Houwing 2003 0/51 0/52 Not estimable


Miller 2006a 2/24 1/25 0.6 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.3 % 3.25 [ 0.14, 76.01 ]


Subtotal (95% CI) 178 183 6.1 % 1.80 [ 0.92, 3.52 ]


Total events: 20 (Experimental), 11 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.17, df = 2 (P = 0.92); I2 =0.0%


Test for overall effect: Z = 1.72 (P = 0.086)


13 Plastic, reconstructive, and aesthetic surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


14 Vascular surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


15 Transplant surgery


F rli 2001 0/18 1/19 0.3 % 0.35 [ 0.02, 8.09 ]


Subtotal (95% CI) 18 19 0.3 % 0.35 [ 0.02, 8.09 ]


Total events: 0 (Experimental), 1 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.65 (P = 0.51)


16 Urology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


17 Thoracic surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


18 Neurological surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


19 Oro-maxillo-facial surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


20 Anaesthesiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


21 Emergency medicine


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


22 Psychiatry


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


23 Neurology


Abalan 1992 0/15 0/14 Not estimable


Dennis 2005 241/2012 253/2000 19.4 % 0.95 [ 0.80, 1.12 ]


Gariballa 1998 2/20 7/20 1.5 % 0.29 [ 0.07, 1.21 ]


Subtotal (95% CI) 2047 2034 20.9 % 0.65 [ 0.22, 1.93 ]


Total events: 243 (Experimental), 260 (Control)


Heterogeneity: Tau2 = 0.44; Chi2 = 2.61, df = 1 (P = 0.11); I2 =62%


Test for overall effect: Z = 0.77 (P = 0.44)


24 Oncology


Subtotal (95% CI) 0 0 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


25 Dermatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


26 Gynaecology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


27 Mixed


Arias 2008 46/262 31/267 10.5 % 1.51 [ 0.99, 2.31 ]


Vlaming 2001 12/275 14/274 4.8 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 537 541 15.3 % 1.24 [ 0.73, 2.12 ]


Total events: 58 (Experimental), 45 (Control)


Heterogeneity: Tau2 = 0.07; Chi2 = 1.69, df = 1 (P = 0.19); I2 =41%


Test for overall effect: Z = 0.79 (P = 0.43)


Total (95% CI) 4241 4300 100.0 % 0.89 [ 0.74, 1.07 ]


Total events: 485 (Experimental), 540 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 34.14, df = 26 (P = 0.13); I2 =24%


Test for overall effect: Z = 1.26 (P = 0.21)


Test for subgroup differences: Chi2 = 8.78, df = 7 (P = 0.27), I2 =20%


0.01 0.1 1 10 100


Favours nutrition support Favours control


947Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Analysis 20.4. Comparison 20 Oral - Serious adverse event maximum follow-up, Outcome 4 Serious


adverse events - based on adequacy of the amount of calories.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 20 Oral - Serious adverse event maximum follow-up


Outcome: 4 Serious adverse events - based on adequacy of the amount of calories


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Clearly adequate in intervention and clearly inadequate in control


Gariballa 1998 2/20 7/20 1.5 % 0.29 [ 0.07, 1.21 ]


Gazzotti 2003 2/39 2/41 0.9 % 1.05 [ 0.16, 7.10 ]


Keele 1997 2/43 1/43 0.6 % 2.00 [ 0.19, 21.24 ]


Rana 1992 0/20 0/20 Not estimable


Subtotal (95% CI) 122 124 3.0 % 0.64 [ 0.20, 2.00 ]


Total events: 6 (Experimental), 10 (Control)


Heterogeneity: Tau2 = 0.16; Chi2 = 2.34, df = 2 (P = 0.31); I2 =15%


Test for overall effect: Z = 0.77 (P = 0.44)


2 Inadequate in the experimental or adequate in the control


Abalan 1992 0/15 0/14 Not estimable


Anbar 2014 0/22 2/28 0.4 % 0.25 [ 0.01, 5.00 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Delmi 1990 6/25 10/27 3.9 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 19.4 % 0.95 [ 0.80, 1.12 ]


Doglietto 1996 56/338 61/340 13.3 % 0.92 [ 0.66, 1.28 ]


Espaulella 2000 17/80 10/81 5.2 % 1.72 [ 0.84, 3.53 ]


F rli 2001 0/18 1/19 0.3 % 0.35 [ 0.02, 8.09 ]


Henriksen 2003a 0/16 1/8 0.4 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


MacFie 2000 2/27 1/25 0.6 % 1.85 [ 0.18, 19.19 ]


Potter 2001 21/183 33/193 8.4 % 0.67 [ 0.40, 1.12 ]


Subtotal (95% CI) 2783 2779 51.9 % 0.93 [ 0.81, 1.06 ]


Total events: 343 (Experimental), 372 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 7.69, df = 8 (P = 0.46); I2 =0.0%


Test for overall effect: Z = 1.11 (P = 0.27)
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


3 Experimental group is overfed


Bunout 1989 2/17 5/19 1.4 % 0.45 [ 0.10, 2.01 ]


Saudny-Unterberger 1997 1/17 1/16 0.5 % 0.94 [ 0.06, 13.82 ]


Subtotal (95% CI) 34 35 1.9 % 0.53 [ 0.14, 1.98 ]


Total events: 3 (Experimental), 6 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.22, df = 1 (P = 0.64); I2 =0.0%


Test for overall effect: Z = 0.94 (P = 0.35)


4 Unclear intake in control or experimental


Arias 2008 46/262 31/267 10.5 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 2.3 % 0.76 [ 0.24, 2.43 ]


De Sousa 2012 0/20 2/17 0.4 % 0.17 [ 0.01, 3.34 ]


Gariballa 2006 32/223 19/222 7.9 % 1.68 [ 0.98, 2.87 ]


Hendry 2010 0/30 2/38 0.4 % 0.25 [ 0.01, 5.05 ]


Houwing 2003 0/51 0/52 Not estimable


Larsson 1990a 29/197 55/238 10.9 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 2/32 6/30 1.4 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 1.5 % 0.29 [ 0.07, 1.24 ]


Luo 2012 3/30 7/30 2.0 % 0.43 [ 0.12, 1.50 ]


Miller 2006a 2/24 1/25 0.6 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.3 % 3.25 [ 0.14, 76.01 ]


Reissman 1995 0/80 1/81 0.3 % 0.34 [ 0.01, 8.16 ]


Vlaming 2001 12/275 14/274 4.8 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 1302 1362 43.2 % 0.83 [ 0.56, 1.23 ]


Total events: 133 (Experimental), 152 (Control)


Heterogeneity: Tau2 = 0.18; Chi2 = 22.52, df = 12 (P = 0.03); I2 =47%


Test for overall effect: Z = 0.92 (P = 0.36)


Total (95% CI) 4241 4300 100.0 % 0.89 [ 0.74, 1.07 ]


Total events: 485 (Experimental), 540 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 34.14, df = 26 (P = 0.13); I2 =24%


Test for overall effect: Z = 1.26 (P = 0.21)


Test for subgroup differences: Chi2 = 1.26, df = 3 (P = 0.74), I2 =0.0%
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Analysis 20.5. Comparison 20 Oral - Serious adverse event maximum follow-up, Outcome 5 Serious


adverse events - different screening tools.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 20 Oral - Serious adverse event maximum follow-up


Outcome: 5 Serious adverse events - different screening tools


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 NRS 2002


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 MUST


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 MNA


De Sousa 2012 0/20 2/17 0.4 % 0.17 [ 0.01, 3.34 ]


Gazzotti 2003 2/39 2/41 0.9 % 1.05 [ 0.16, 7.10 ]


Subtotal (95% CI) 59 58 1.3 % 0.61 [ 0.12, 3.18 ]


Total events: 2 (Experimental), 4 (Control)


Heterogeneity: Tau2 = 0.06; Chi2 = 1.04, df = 1 (P = 0.31); I2 =4%


Test for overall effect: Z = 0.59 (P = 0.56)


4 SGA


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Other means


Abalan 1992 0/15 0/14 Not estimable


Anbar 2014 0/22 2/28 0.4 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 10.5 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 2.3 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 1.4 % 0.45 [ 0.10, 2.01 ]


Delmi 1990 6/25 10/27 3.9 % 0.65 [ 0.28, 1.52 ]
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(. . . Continued)


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Dennis 2005 241/2012 253/2000 19.4 % 0.95 [ 0.80, 1.12 ]


Doglietto 1996 56/338 61/340 13.3 % 0.92 [ 0.66, 1.28 ]


Espaulella 2000 17/80 10/81 5.2 % 1.72 [ 0.84, 3.53 ]


F rli 2001 0/18 1/19 0.3 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 7/20 1.5 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 7.9 % 1.68 [ 0.98, 2.87 ]


Hendry 2010 0/30 2/38 0.4 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.4 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/43 1/43 0.6 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 10.9 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 2/32 6/30 1.4 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 1.5 % 0.29 [ 0.07, 1.24 ]


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 2.0 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.6 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.6 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.3 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 8.4 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 1/81 0.3 % 0.34 [ 0.01, 8.16 ]


Saudny-Unterberger 1997 1/17 1/16 0.5 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 4.8 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 4182 4242 98.7 % 0.89 [ 0.74, 1.08 ]


Total events: 483 (Experimental), 536 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 32.88, df = 24 (P = 0.11); I2 =27%


Test for overall effect: Z = 1.20 (P = 0.23)


Total (95% CI) 4241 4300 100.0 % 0.89 [ 0.74, 1.07 ]


Total events: 485 (Experimental), 540 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 34.14, df = 26 (P = 0.13); I2 =24%


Test for overall effect: Z = 1.26 (P = 0.21)


Test for subgroup differences: Chi2 = 0.20, df = 1 (P = 0.66), I2 =0.0%
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Analysis 20.6. Comparison 20 Oral - Serious adverse event maximum follow-up, Outcome 6 Serious


adverse events - participants characterised as ’at nutritional risk’ due to one of the following conditions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 20 Oral - Serious adverse event maximum follow-up


Outcome: 6 Serious adverse events - participants characterised as ’at nutritional risk’ due to one of the following conditions


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Major surgery


Doglietto 1996 56/338 61/340 13.3 % 0.92 [ 0.66, 1.28 ]


F rli 2001 0/18 1/19 0.3 % 0.35 [ 0.02, 8.09 ]


Hendry 2010 0/30 2/38 0.4 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.4 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Keele 1997 2/43 1/43 0.6 % 2.00 [ 0.19, 21.24 ]


Lidder 2013a 2/32 6/30 1.4 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 1.5 % 0.29 [ 0.07, 1.24 ]


MacFie 2000 2/27 1/25 0.6 % 1.85 [ 0.18, 19.19 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 1/81 0.3 % 0.34 [ 0.01, 8.16 ]


Subtotal (95% CI) 647 643 18.8 % 0.82 [ 0.61, 1.11 ]


Total events: 64 (Experimental), 82 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 7.22, df = 8 (P = 0.51); I2 =0.0%


Test for overall effect: Z = 1.27 (P = 0.21)


2 Stroke


Dennis 2005 241/2012 253/2000 19.4 % 0.95 [ 0.80, 1.12 ]


Gariballa 1998 2/20 7/20 1.5 % 0.29 [ 0.07, 1.21 ]


Subtotal (95% CI) 2032 2020 20.9 % 0.65 [ 0.22, 1.93 ]


Total events: 243 (Experimental), 260 (Control)


Heterogeneity: Tau2 = 0.44; Chi2 = 2.61, df = 1 (P = 0.11); I2 =62%


Test for overall effect: Z = 0.77 (P = 0.44)


3 ICU participants including trauma


Subtotal (95% CI) 0 0 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Frail elderly participants with less severe conditions known to increase protein requirements


Anbar 2014 0/22 2/28 0.4 % 0.25 [ 0.01, 5.00 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Delmi 1990 6/25 10/27 3.9 % 0.65 [ 0.28, 1.52 ]


Espaulella 2000 17/80 10/81 5.2 % 1.72 [ 0.84, 3.53 ]


Gazzotti 2003 2/39 2/41 0.9 % 1.05 [ 0.16, 7.10 ]


Houwing 2003 0/51 0/52 Not estimable


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 2.0 % 0.43 [ 0.12, 1.50 ]


Miller 2006a 2/24 1/25 0.6 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.3 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 8.4 % 0.67 [ 0.40, 1.12 ]


Subtotal (95% CI) 508 538 21.7 % 0.85 [ 0.57, 1.27 ]


Total events: 52 (Experimental), 65 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 8.02, df = 7 (P = 0.33); I2 =13%


Test for overall effect: Z = 0.79 (P = 0.43)


5 Participants do not fall into one of the categories above


Abalan 1992 0/15 0/14 Not estimable


Arias 2008 46/262 31/267 10.5 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 2.3 % 0.76 [ 0.24, 2.43 ]


Bunout 1989 2/17 5/19 1.4 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.4 % 0.17 [ 0.01, 3.34 ]


Gariballa 2006 32/223 19/222 7.9 % 1.68 [ 0.98, 2.87 ]


Larsson 1990a 29/197 55/238 10.9 % 0.64 [ 0.42, 0.96 ]


Saudny-Unterberger 1997 1/17 1/16 0.5 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 4.8 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 1054 1099 38.5 % 0.96 [ 0.64, 1.46 ]


Total events: 126 (Experimental), 133 (Control)


Heterogeneity: Tau2 = 0.15; Chi2 = 14.75, df = 7 (P = 0.04); I2 =53%


Test for overall effect: Z = 0.17 (P = 0.86)


Total (95% CI) 4241 4300 100.0 % 0.89 [ 0.74, 1.07 ]


Total events: 485 (Experimental), 540 (Control)
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Heterogeneity: Tau2 = 0.04; Chi2 = 34.14, df = 26 (P = 0.13); I2 =24%


Test for overall effect: Z = 1.26 (P = 0.21)


Test for subgroup differences: Chi2 = 0.63, df = 3 (P = 0.89), I2 =0.0%
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Analysis 20.7. Comparison 20 Oral - Serious adverse event maximum follow-up, Outcome 7 Serious


adverse events - participants characterised as ’at nutritional risk’ due to one of the following criteria.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 20 Oral - Serious adverse event maximum follow-up


Outcome: 7 Serious adverse events - participants characterised as ’at nutritional risk’ due to one of the following criteria


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 BMI less than 20.5 kg/m2


F rli 2001 0/18 1/19 0.3 % 0.35 [ 0.02, 8.09 ]


Subtotal (95% CI) 18 19 0.3 % 0.35 [ 0.02, 8.09 ]


Total events: 0 (Experimental), 1 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.65 (P = 0.51)


2 Weight loss of at least 5% during the last three months


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 Weight loss of at least 10% during the last six months


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Insufficient food intake during the last week (50% of requirements or less)
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Participants characterised as ’at nutritional risk’ by other means


Abalan 1992 0/15 0/14 Not estimable


Anbar 2014 0/22 2/28 0.4 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 10.5 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 2.3 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 1.4 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.4 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 3.9 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 19.4 % 0.95 [ 0.80, 1.12 ]


Doglietto 1996 56/338 61/340 13.3 % 0.92 [ 0.66, 1.28 ]


Espaulella 2000 17/80 10/81 5.2 % 1.72 [ 0.84, 3.53 ]


Gariballa 1998 2/20 7/20 1.5 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 7.9 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.9 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/30 2/38 0.4 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.4 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/43 1/43 0.6 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 10.9 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 2/32 6/30 1.4 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 1.5 % 0.29 [ 0.07, 1.24 ]


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 2.0 % 0.43 [ 0.12, 1.50 ]


MacFie 2000 2/27 1/25 0.6 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.6 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.3 % 3.25 [ 0.14, 76.01 ]


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


955Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Potter 2001 21/183 33/193 8.4 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 1/81 0.3 % 0.34 [ 0.01, 8.16 ]


Saudny-Unterberger 1997 1/17 1/16 0.5 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 4.8 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 4223 4281 99.7 % 0.89 [ 0.74, 1.07 ]


Total events: 485 (Experimental), 539 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 33.77, df = 25 (P = 0.11); I2 =26%


Test for overall effect: Z = 1.23 (P = 0.22)


Total (95% CI) 4241 4300 100.0 % 0.89 [ 0.74, 1.07 ]


Total events: 485 (Experimental), 540 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 34.14, df = 26 (P = 0.13); I2 =24%


Test for overall effect: Z = 1.26 (P = 0.21)


Test for subgroup differences: Chi2 = 0.34, df = 1 (P = 0.56), I2 =0.0%
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Analysis 20.8. Comparison 20 Oral - Serious adverse event maximum follow-up, Outcome 8 Serious


adverse events - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 20 Oral - Serious adverse event maximum follow-up


Outcome: 8 Serious adverse events - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Biomarkers


Luo 2012 3/30 7/30 2.0 % 0.43 [ 0.12, 1.50 ]


Subtotal (95% CI) 30 30 2.0 % 0.43 [ 0.12, 1.50 ]


Total events: 3 (Experimental), 7 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.32 (P = 0.19)


2 Anthropometric measures


F rli 2001 0/18 1/19 0.3 % 0.35 [ 0.02, 8.09 ]


MacFie 2000 2/27 1/25 0.6 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.6 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.3 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 8.4 % 0.67 [ 0.40, 1.12 ]


Vlaming 2001 12/275 14/274 4.8 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 550 561 15.1 % 0.78 [ 0.52, 1.16 ]


Total events: 38 (Experimental), 50 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.64, df = 5 (P = 0.76); I2 =0.0%


Test for overall effect: Z = 1.23 (P = 0.22)


3 Both


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Characterised by other means


Abalan 1992 0/15 0/14 Not estimable


Anbar 2014 0/22 2/28 0.4 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 10.5 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 2.3 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 1.4 % 0.45 [ 0.10, 2.01 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


De Sousa 2012 0/20 2/17 0.4 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 3.9 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 19.4 % 0.95 [ 0.80, 1.12 ]


Doglietto 1996 56/338 61/340 13.3 % 0.92 [ 0.66, 1.28 ]


Espaulella 2000 17/80 10/81 5.2 % 1.72 [ 0.84, 3.53 ]


Gariballa 1998 2/20 7/20 1.5 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 7.9 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.9 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/30 2/38 0.4 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.4 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/43 1/43 0.6 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 10.9 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 2/32 6/30 1.4 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 1.5 % 0.29 [ 0.07, 1.24 ]


Ljunggren 2012 0/19 0/20 Not estimable


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 1/81 0.3 % 0.34 [ 0.01, 8.16 ]


Saudny-Unterberger 1997 1/17 1/16 0.5 % 0.94 [ 0.06, 13.82 ]


Subtotal (95% CI) 3661 3709 82.9 % 0.91 [ 0.72, 1.13 ]


Total events: 444 (Experimental), 483 (Control)


Heterogeneity: Tau2 = 0.06; Chi2 = 29.21, df = 19 (P = 0.06); I2 =35%


Test for overall effect: Z = 0.87 (P = 0.38)


Total (95% CI) 4241 4300 100.0 % 0.89 [ 0.74, 1.07 ]


Total events: 485 (Experimental), 540 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 34.14, df = 26 (P = 0.13); I2 =24%


Test for overall effect: Z = 1.26 (P = 0.21)


Test for subgroup differences: Chi2 = 1.62, df = 2 (P = 0.44), I2 =0.0%
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Analysis 20.9. Comparison 20 Oral - Serious adverse event maximum follow-up, Outcome 9 Serious


adverse events - randomisation year.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 20 Oral - Serious adverse event maximum follow-up


Outcome: 9 Serious adverse events - randomisation year


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Before 1960


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 1960 to 1979


Banerjee 1978 4/28 6/32 2.3 % 0.76 [ 0.24, 2.43 ]


Subtotal (95% CI) 28 32 2.3 % 0.76 [ 0.24, 2.43 ]


Total events: 4 (Experimental), 6 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.46 (P = 0.65)


3 1980 to 1999


Abalan 1992 0/15 0/14 Not estimable


Bunout 1989 2/17 5/19 1.4 % 0.45 [ 0.10, 2.01 ]


Delmi 1990 6/25 10/27 3.9 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 19.4 % 0.95 [ 0.80, 1.12 ]


Doglietto 1996 56/338 61/340 13.3 % 0.92 [ 0.66, 1.28 ]


Espaulella 2000 17/80 10/81 5.2 % 1.72 [ 0.84, 3.53 ]


F rli 2001 0/18 1/19 0.3 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 7/20 1.5 % 0.29 [ 0.07, 1.21 ]


Gazzotti 2003 2/39 2/41 0.9 % 1.05 [ 0.16, 7.10 ]


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/43 1/43 0.6 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 10.9 % 0.64 [ 0.42, 0.96 ]


MacFie 2000 2/27 1/25 0.6 % 1.85 [ 0.18, 19.19 ]


Potter 2001 21/183 33/193 8.4 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Reissman 1995 0/80 1/81 0.3 % 0.34 [ 0.01, 8.16 ]


Saudny-Unterberger 1997 1/17 1/16 0.5 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 4.8 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 3457 3503 72.0 % 0.88 [ 0.78, 1.00 ]


Total events: 393 (Experimental), 455 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 12.87, df = 14 (P = 0.54); I2 =0.0%


Test for overall effect: Z = 1.91 (P = 0.056)


4 After 1999


Anbar 2014 0/22 2/28 0.4 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 10.5 % 1.51 [ 0.99, 2.31 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


De Sousa 2012 0/20 2/17 0.4 % 0.17 [ 0.01, 3.34 ]


Gariballa 2006 32/223 19/222 7.9 % 1.68 [ 0.98, 2.87 ]


Hendry 2010 0/30 2/38 0.4 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.4 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Lidder 2013a 2/32 6/30 1.4 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 1.5 % 0.29 [ 0.07, 1.24 ]


Ljunggren 2012 0/19 0/20 Not estimable


Luo 2012 3/30 7/30 2.0 % 0.43 [ 0.12, 1.50 ]


Miller 2006a 2/24 1/25 0.6 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.3 % 3.25 [ 0.14, 76.01 ]


Subtotal (95% CI) 756 765 25.7 % 0.79 [ 0.45, 1.39 ]


Total events: 88 (Experimental), 79 (Control)


Heterogeneity: Tau2 = 0.28; Chi2 = 17.91, df = 10 (P = 0.06); I2 =44%


Test for overall effect: Z = 0.81 (P = 0.42)


Total (95% CI) 4241 4300 100.0 % 0.89 [ 0.74, 1.07 ]


Total events: 485 (Experimental), 540 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 34.14, df = 26 (P = 0.13); I2 =24%


Test for overall effect: Z = 1.26 (P = 0.21)


Test for subgroup differences: Chi2 = 0.20, df = 2 (P = 0.91), I2 =0.0%
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Analysis 20.10. Comparison 20 Oral - Serious adverse event maximum follow-up, Outcome 10 Serious


adverse events - trials where the intervention lasts fewer than three days compared with trials where the


intervention lasts three days or more.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 20 Oral - Serious adverse event maximum follow-up


Outcome: 10 Serious adverse events - trials where the intervention lasts fewer than three days compared with trials where the intervention lasts three days or more


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Three days or more


Abalan 1992 0/15 0/14 Not estimable


Arias 2008 46/262 31/267 10.5 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 2.3 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 1.4 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.4 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 3.9 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 19.4 % 0.95 [ 0.80, 1.12 ]


Doglietto 1996 56/338 61/340 13.3 % 0.92 [ 0.66, 1.28 ]


Espaulella 2000 17/80 10/81 5.2 % 1.72 [ 0.84, 3.53 ]


F rli 2001 0/18 1/19 0.3 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 7/20 1.5 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 7.9 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.9 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/30 2/38 0.4 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.4 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/43 1/43 0.6 % 2.00 [ 0.19, 21.24 ]


Larsson 1990a 29/197 55/238 10.9 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 2/32 6/30 1.4 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 1.5 % 0.29 [ 0.07, 1.24 ]


Luo 2012 3/30 7/30 2.0 % 0.43 [ 0.12, 1.50 ]


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


961Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


MacFie 2000 2/27 1/25 0.6 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.6 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.3 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 8.4 % 0.67 [ 0.40, 1.12 ]


Reissman 1995 0/80 1/81 0.3 % 0.34 [ 0.01, 8.16 ]


Saudny-Unterberger 1997 1/17 1/16 0.5 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 4.8 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 4180 4232 99.6 % 0.89 [ 0.74, 1.07 ]


Total events: 485 (Experimental), 538 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 33.40, df = 25 (P = 0.12); I2 =25%


Test for overall effect: Z = 1.21 (P = 0.23)


2 Less than three days


Ljunggren 2012 0/19 0/20 Not estimable


Subtotal (95% CI) 19 20 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 Unknown


Anbar 2014 0/22 2/28 0.4 % 0.25 [ 0.01, 5.00 ]


Subtotal (95% CI) 22 28 0.4 % 0.25 [ 0.01, 5.00 ]


Total events: 0 (Experimental), 2 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.90 (P = 0.37)


Total (95% CI) 4221 4280 100.0 % 0.89 [ 0.74, 1.07 ]


Total events: 485 (Experimental), 540 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 34.14, df = 26 (P = 0.13); I2 =24%


Test for overall effect: Z = 1.26 (P = 0.21)


Test for subgroup differences: Chi2 = 0.68, df = 1 (P = 0.41), I2 =0.0%
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Analysis 20.11. Comparison 20 Oral - Serious adverse event maximum follow-up, Outcome 11 Serious


adverse events - ’best-worst case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 20 Oral - Serious adverse event maximum follow-up


Outcome: 11 Serious adverse events - ’best-worst case’ scenario


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Anbar 2014 0/23 2/28 0.6 % 0.24 [ 0.01, 4.80 ]


Arias 2008 46/333 98/334 10.0 % 0.47 [ 0.34, 0.65 ]


Banerjee 1978 4/28 6/32 3.2 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/30 14/30 0.7 % 0.03 [ 0.00, 0.55 ]


Bunout 1989 2/17 5/19 2.1 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.6 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/27 15/32 5.2 % 0.47 [ 0.21, 1.05 ]


Dennis 2005 241/2016 260/2007 11.4 % 0.92 [ 0.78, 1.09 ]


Doglietto 1996 56/338 61/340 9.8 % 0.92 [ 0.66, 1.28 ]


Espaulella 2000 17/85 15/86 6.7 % 1.15 [ 0.61, 2.14 ]


F rli 2001 0/20 4/22 0.7 % 0.12 [ 0.01, 2.13 ]


Gariballa 1998 2/21 8/21 2.3 % 0.25 [ 0.06, 1.04 ]


Gariballa 2006 32/223 19/222 7.6 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 1.4 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/38 2/38 0.6 % 0.20 [ 0.01, 4.03 ]


Henriksen 2003a 0/16 1/8 0.6 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/47 11/53 2.3 % 0.21 [ 0.05, 0.88 ]


Larsson 1990a 29/250 68/251 9.1 % 0.43 [ 0.29, 0.64 ]


Lidder 2013a 2/32 6/30 2.1 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 2.2 % 0.29 [ 0.07, 1.24 ]


Ljunggren 2012 0/20 0/20 Not estimable


Luo 2012 3/30 7/30 2.8 % 0.43 [ 0.12, 1.50 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


MacFie 2000 2/27 1/25 1.0 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/25 2/26 1.5 % 1.04 [ 0.16, 6.83 ]


Miller 2006b 1/24 0/25 0.6 % 3.12 [ 0.13, 73.04 ]


Potter 2001 21/186 35/195 7.9 % 0.63 [ 0.38, 1.04 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 1/81 0.6 % 0.34 [ 0.01, 8.16 ]


Saudny-Unterberger 1997 1/17 1/16 0.8 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 5.6 % 0.85 [ 0.40, 1.81 ]


Total (95% CI) 4416 4428 100.0 % 0.64 [ 0.50, 0.81 ]


Total events: 485 (Experimental), 668 (Control)


Heterogeneity: Tau2 = 0.13; Chi2 = 56.92, df = 27 (P = 0.00066); I2 =53%


Test for overall effect: Z = 3.62 (P = 0.00030)


Test for subgroup differences: Not applicable
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Analysis 20.12. Comparison 20 Oral - Serious adverse event maximum follow-up, Outcome 12 Serious


adverse events - ’worst-best case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 20 Oral - Serious adverse event maximum follow-up


Outcome: 12 Serious adverse events - ’worst-best case’ scenario


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Anbar 2014 1/23 2/28 1.3 % 0.61 [ 0.06, 6.30 ]


Arias 2008 117/333 31/334 7.8 % 3.79 [ 2.63, 5.46 ]


Banerjee 1978 4/28 6/32 3.7 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 18/30 0/30 1.0 % 37.00 [ 2.33, 587.26 ]


Bunout 1989 2/17 5/19 2.7 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.9 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 8/27 10/32 5.5 % 0.95 [ 0.44, 2.06 ]


Dennis 2005 245/2016 253/2007 8.6 % 0.96 [ 0.82, 1.14 ]


Doglietto 1996 56/338 61/340 8.0 % 0.92 [ 0.66, 1.28 ]


Espaulella 2000 22/85 10/86 6.0 % 2.23 [ 1.12, 4.41 ]


F rli 2001 2/20 1/22 1.4 % 2.20 [ 0.22, 22.45 ]


Gariballa 1998 3/21 7/21 3.5 % 0.43 [ 0.13, 1.44 ]


Gariballa 2006 32/223 19/222 6.8 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 1.9 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 8/38 2/38 2.7 % 4.00 [ 0.91, 17.62 ]


Henriksen 2003a 0/16 1/8 0.8 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 6/47 1/53 1.6 % 6.77 [ 0.85, 54.17 ]


Larsson 1990a 82/250 55/251 8.1 % 1.50 [ 1.12, 2.01 ]


Lidder 2013a 2/32 6/30 2.6 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 2.8 % 0.29 [ 0.07, 1.24 ]


Ljunggren 2012 1/20 0/20 0.8 % 3.00 [ 0.13, 69.52 ]


Luo 2012 3/30 7/30 3.4 % 0.43 [ 0.12, 1.50 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


MacFie 2000 2/27 1/25 1.3 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 3/25 1/26 1.5 % 3.12 [ 0.35, 28.03 ]


Miller 2006b 2/24 0/25 0.9 % 5.20 [ 0.26, 103.03 ]


Potter 2001 24/186 33/195 7.1 % 0.76 [ 0.47, 1.24 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 1/81 0.8 % 0.34 [ 0.01, 8.16 ]


Saudny-Unterberger 1997 1/17 1/16 1.1 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 5.6 % 0.85 [ 0.40, 1.81 ]


Total (95% CI) 4416 4428 100.0 % 1.15 [ 0.86, 1.55 ]


Total events: 660 (Experimental), 540 (Control)


Heterogeneity: Tau2 = 0.25; Chi2 = 90.86, df = 28 (P<0.00001); I2 =69%


Test for overall effect: Z = 0.95 (P = 0.34)


Test for subgroup differences: Not applicable
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Analysis 20.13. Comparison 20 Oral - Serious adverse event maximum follow-up, Outcome 13 Serious


adverse events co-interventions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 20 Oral - Serious adverse event maximum follow-up


Outcome: 13 Serious adverse events co-interventions


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


1 Received nutrition support as co-intervention


Luo 2012 3/30 7/30 1.3 % 0.43 [ 0.12, 1.50 ]


Subtotal (95% CI) 30 30 1.3 % 0.43 [ 0.12, 1.50 ]


Total events: 3 (Experimental), 7 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.32 (P = 0.19)


2 did not receive nutrition support as co-intervention


Abalan 1992 0/15 0/14 Not estimable


Anbar 2014 0/22 2/28 0.4 % 0.25 [ 0.01, 5.00 ]


Arias 2008 46/262 31/267 5.7 % 1.51 [ 0.99, 2.31 ]


Banerjee 1978 4/28 6/32 1.0 % 0.76 [ 0.24, 2.43 ]


Botella-Carretero 2010 0/12 0/16 Not estimable


Bunout 1989 2/17 5/19 0.9 % 0.45 [ 0.10, 2.01 ]


De Sousa 2012 0/20 2/17 0.5 % 0.17 [ 0.01, 3.34 ]


Delmi 1990 6/25 10/27 1.8 % 0.65 [ 0.28, 1.52 ]


Dennis 2005 241/2012 253/2000 47.3 % 0.95 [ 0.80, 1.12 ]


Doglietto 1996 56/338 61/340 11.3 % 0.92 [ 0.66, 1.28 ]


Espaulella 2000 17/80 10/81 1.9 % 1.72 [ 0.84, 3.53 ]


F rli 2001 0/18 1/19 0.3 % 0.35 [ 0.02, 8.09 ]


Gariballa 1998 2/20 7/20 1.3 % 0.29 [ 0.07, 1.21 ]


Gariballa 2006 32/223 19/222 3.6 % 1.68 [ 0.98, 2.87 ]


Gazzotti 2003 2/39 2/41 0.4 % 1.05 [ 0.16, 7.10 ]


Hendry 2010 0/30 2/38 0.4 % 0.25 [ 0.01, 5.05 ]


Henriksen 2003a 0/16 1/8 0.4 % 0.18 [ 0.01, 3.91 ]


Henriksen 2003b 0/16 0/8 Not estimable


Houwing 2003 0/51 0/52 Not estimable


Keele 1997 2/43 1/43 0.2 % 2.00 [ 0.19, 21.24 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Larsson 1990a 29/197 55/238 9.3 % 0.64 [ 0.42, 0.96 ]


Lidder 2013a 2/32 6/30 1.2 % 0.31 [ 0.07, 1.43 ]


Lidder 2013b 2/27 8/31 1.4 % 0.29 [ 0.07, 1.24 ]


Ljunggren 2012 0/19 0/20 Not estimable


MacFie 2000 2/27 1/25 0.2 % 1.85 [ 0.18, 19.19 ]


Miller 2006a 2/24 1/25 0.2 % 2.08 [ 0.20, 21.50 ]


Miller 2006b 1/23 0/25 0.1 % 3.25 [ 0.14, 76.01 ]


Potter 2001 21/183 33/193 6.0 % 0.67 [ 0.40, 1.12 ]


Rana 1992 0/20 0/20 Not estimable


Reissman 1995 0/80 1/81 0.3 % 0.34 [ 0.01, 8.16 ]


Saudny-Unterberger 1997 1/17 1/16 0.2 % 0.94 [ 0.06, 13.82 ]


Vlaming 2001 12/275 14/274 2.6 % 0.85 [ 0.40, 1.81 ]


Subtotal (95% CI) 4211 4270 98.7 % 0.92 [ 0.82, 1.04 ]


Total events: 482 (Experimental), 533 (Control)


Heterogeneity: Chi2 = 32.68, df = 25 (P = 0.14); I2 =23%


Test for overall effect: Z = 1.34 (P = 0.18)


3 delayed versus early nutrition support


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 4241 4300 100.0 % 0.92 [ 0.82, 1.03 ]


Total events: 485 (Experimental), 540 (Control)


Heterogeneity: Chi2 = 34.14, df = 26 (P = 0.13); I2 =24%


Test for overall effect: Z = 1.47 (P = 0.14)


Test for subgroup differences: Chi2 = 1.43, df = 1 (P = 0.23), I2 =30%
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Analysis 21.1. Comparison 21 Enteral - All cause mortality - end of intervention, Outcome 1 All-cause


mortality - overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 21 Enteral - All cause mortality - end of intervention


Outcome: 1 All-cause mortality - overall


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Bastow 1983a 5/39 4/35 1.6 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 1.0 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.9 % 0.50 [ 0.10, 2.53 ]


Bokhorst-de 2000 1/15 0/17 0.2 % 3.38 [ 0.15, 77.12 ]


Carr 1996 0/14 1/14 0.2 % 0.33 [ 0.01, 7.55 ]


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.3 % 0.81 [ 0.05, 12.01 ]


Dennis 2006 142/429 147/430 67.4 % 0.97 [ 0.80, 1.17 ]


Dong 1996 0/256 3/264 0.3 % 0.15 [ 0.01, 2.84 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.3 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.3 % 0.22 [ 0.01, 4.29 ]


Kearns 1992 0/16 1/15 0.2 % 0.31 [ 0.01, 7.15 ]


Ledinghen 1997 2/12 1/10 0.5 % 1.67 [ 0.18, 15.80 ]


Malhotra 2004 12/98 16/97 4.9 % 0.74 [ 0.37, 1.49 ]


Maude 2011 9/27 6/29 3.0 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 11/68 14/68 4.7 % 0.79 [ 0.38, 1.61 ]


Nguyen 2012 4/14 4/14 1.7 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 0/20 Not estimable


Pupelis 2000 1/11 5/18 0.6 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.6 % 0.14 [ 0.02, 1.09 ]


Sabin 1998 2/40 3/40 0.8 % 0.67 [ 0.12, 3.78 ]


Singh 1998 2/21 2/22 0.7 % 1.05 [ 0.16, 6.77 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Smith 1985 4/25 1/25 0.5 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 0/11 1/15 0.2 % 0.44 [ 0.02, 9.98 ]


Sullivan 1998 0/8 3/10 0.3 % 0.17 [ 0.01, 2.96 ]


Vicic 2013 5/52 10/49 2.4 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.5 % 2.00 [ 0.24, 16.97 ]


Wu 2007a 3/215 2/108 0.8 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 1/50 3/50 0.5 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 0/15 Not estimable


Zhong 2014 1/60 7/60 0.6 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 3.6 % 0.57 [ 0.25, 1.29 ]


Total (95% CI) 1962 1760 100.0 % 0.88 [ 0.75, 1.03 ]


Total events: 230 (Nutrition support), 263 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 28.14, df = 30 (P = 0.56); I2 =0.0%


Test for overall effect: Z = 1.63 (P = 0.10)


Test for subgroup differences: Not applicable
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Analysis 21.2. Comparison 21 Enteral - All cause mortality - end of intervention, Outcome 2 All-cause


mortality - bias.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 21 Enteral - All cause mortality - end of intervention


Outcome: 2 All-cause mortality - bias


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 High risk of bias


Bastow 1983a 5/39 4/35 1.6 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 1.0 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.9 % 0.50 [ 0.10, 2.53 ]


Bokhorst-de 2000 1/15 0/17 0.2 % 3.38 [ 0.15, 77.12 ]


Carr 1996 0/14 1/14 0.2 % 0.33 [ 0.01, 7.55 ]


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.3 % 0.81 [ 0.05, 12.01 ]


Dennis 2006 142/429 147/430 67.4 % 0.97 [ 0.80, 1.17 ]


Dong 1996 0/256 3/264 0.3 % 0.15 [ 0.01, 2.84 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.3 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.3 % 0.22 [ 0.01, 4.29 ]


Kearns 1992 0/16 1/15 0.2 % 0.31 [ 0.01, 7.15 ]


Ledinghen 1997 2/12 1/10 0.5 % 1.67 [ 0.18, 15.80 ]


Malhotra 2004 12/98 16/97 4.9 % 0.74 [ 0.37, 1.49 ]


Maude 2011 9/27 6/29 3.0 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 11/68 14/68 4.7 % 0.79 [ 0.38, 1.61 ]


Nguyen 2012 4/14 4/14 1.7 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 0/20 Not estimable


Pupelis 2000 1/11 5/18 0.6 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.6 % 0.14 [ 0.02, 1.09 ]


Sabin 1998 2/40 3/40 0.8 % 0.67 [ 0.12, 3.78 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Singh 1998 2/21 2/22 0.7 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.5 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 0/11 1/15 0.2 % 0.44 [ 0.02, 9.98 ]


Sullivan 1998 0/8 3/10 0.3 % 0.17 [ 0.01, 2.96 ]


Vicic 2013 5/52 10/49 2.4 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.5 % 2.00 [ 0.24, 16.97 ]


Wu 2007a 3/215 2/108 0.8 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 1/50 3/50 0.5 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 0/15 Not estimable


Zhong 2014 1/60 7/60 0.6 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 3.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 1962 1760 100.0 % 0.88 [ 0.75, 1.03 ]


Total events: 230 (Nutrition support), 263 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 28.14, df = 30 (P = 0.56); I2 =0.0%


Test for overall effect: Z = 1.63 (P = 0.10)


2 Low risk of bias


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 1962 1760 100.0 % 0.88 [ 0.75, 1.03 ]


Total events: 230 (Nutrition support), 263 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 28.14, df = 30 (P = 0.56); I2 =0.0%


Test for overall effect: Z = 1.63 (P = 0.10)


Test for subgroup differences: Not applicable
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Analysis 21.3. Comparison 21 Enteral - All cause mortality - end of intervention, Outcome 3 All-cause


mortality - medical speciality.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 21 Enteral - All cause mortality - end of intervention


Outcome: 3 All-cause mortality - medical speciality


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Cardiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Medical gastroenterology and hepatology


Kearns 1992 0/16 1/15 0.2 % 0.31 [ 0.01, 7.15 ]


Ledinghen 1997 2/12 1/10 0.5 % 1.67 [ 0.18, 15.80 ]


Moreno 2016 11/68 14/68 4.7 % 0.79 [ 0.38, 1.61 ]


Zhang 2013 1/50 3/50 0.5 % 0.33 [ 0.04, 3.10 ]


Subtotal (95% CI) 146 143 5.9 % 0.75 [ 0.40, 1.42 ]


Total events: 14 (Nutrition support), 19 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.31, df = 3 (P = 0.73); I2 =0.0%


Test for overall effect: Z = 0.89 (P = 0.37)


3 Geriatrics


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Pulmonary disease


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Endocrinology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


6 Infectious diseases


Maude 2011 9/27 6/29 3.0 % 1.61 [ 0.66, 3.92 ]


Subtotal (95% CI) 27 29 3.0 % 1.61 [ 0.66, 3.92 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 9 (Nutrition support), 6 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.05 (P = 0.29)


7 Rheumatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


8 Haematology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


9 Nephrology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


10 Gastroenterologic surgery


Beier-Holgersen 1999 2/30 4/30 0.9 % 0.50 [ 0.10, 2.53 ]


Malhotra 2004 12/98 16/97 4.9 % 0.74 [ 0.37, 1.49 ]


Page 2002 0/20 0/20 Not estimable


Pupelis 2000 1/11 5/18 0.6 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.6 % 0.14 [ 0.02, 1.09 ]


Singh 1998 2/21 2/22 0.7 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.5 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 0/11 1/15 0.2 % 0.44 [ 0.02, 9.98 ]


Von Meyenfeldt 1992b 4/50 1/25 0.5 % 2.00 [ 0.24, 16.97 ]


Wu 2007a 3/215 2/108 0.8 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Zheng 2001a 0/65 0/15 Not estimable


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 620 443 9.7 % 0.72 [ 0.44, 1.18 ]


Total events: 29 (Nutrition support), 39 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 6.88, df = 8 (P = 0.55); I2 =0.0%


Test for overall effect: Z = 1.29 (P = 0.20)


11 Trauma surgery


Chuntrasakul 1996 1/21 1/17 0.3 % 0.81 [ 0.05, 12.01 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Vicic 2013 5/52 10/49 2.4 % 0.47 [ 0.17, 1.28 ]


Subtotal (95% CI) 73 66 2.7 % 0.50 [ 0.20, 1.28 ]


Total events: 6 (Nutrition support), 11 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.14, df = 1 (P = 0.71); I2 =0.0%


Test for overall effect: Z = 1.44 (P = 0.15)


12 Orthopaedics


Bastow 1983a 5/39 4/35 1.6 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 1.0 % 0.37 [ 0.08, 1.71 ]


Hartgrink 1998 7/55 0/53 0.3 % 14.46 [ 0.85, 247.12 ]


Sullivan 1998 0/8 3/10 0.3 % 0.17 [ 0.01, 2.96 ]


Subtotal (95% CI) 127 121 3.2 % 0.89 [ 0.21, 3.81 ]


Total events: 14 (Nutrition support), 12 (Control)


Heterogeneity: Tau2 = 1.16; Chi2 = 6.77, df = 3 (P = 0.08); I2 =56%


Test for overall effect: Z = 0.15 (P = 0.88)


13 Plastic, reconstructive and aesthetic surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


14 Vascular surgery


Fletcher 1986b 0/9 0/4 Not estimable


Subtotal (95% CI) 9 4 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


15 Transplant surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


16 Urology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


17 Thoracic surgery


Carr 1996 0/14 1/14 0.2 % 0.33 [ 0.01, 7.55 ]


Dong 1996 0/256 3/264 0.3 % 0.15 [ 0.01, 2.84 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Subtotal (95% CI) 270 278 0.5 % 0.22 [ 0.03, 1.86 ]


Total events: 0 (Nutrition support), 4 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.14, df = 1 (P = 0.71); I2 =0.0%


Test for overall effect: Z = 1.40 (P = 0.16)


18 Neurological surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


19 Oro-maxillo-facial surgery


Bokhorst-de 2000 1/15 0/17 0.2 % 3.38 [ 0.15, 77.12 ]


Subtotal (95% CI) 15 17 0.2 % 3.38 [ 0.15, 77.12 ]


Total events: 1 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.76 (P = 0.45)


20 Anaesthesiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


21 Emergency medicine


Hill 2002 0/22 2/24 0.3 % 0.22 [ 0.01, 4.29 ]


Nguyen 2012 4/14 4/14 1.7 % 1.00 [ 0.31, 3.23 ]


Sabin 1998 2/40 3/40 0.8 % 0.67 [ 0.12, 3.78 ]


Subtotal (95% CI) 76 78 2.8 % 0.77 [ 0.31, 1.94 ]


Total events: 6 (Nutrition support), 9 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.96, df = 2 (P = 0.62); I2 =0.0%


Test for overall effect: Z = 0.55 (P = 0.58)


22 Psychiatry


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


23 Neurology


Dennis 2006 142/429 147/430 67.4 % 0.97 [ 0.80, 1.17 ]


Zhong 2014 1/60 7/60 0.6 % 0.14 [ 0.02, 1.13 ]


Zhu 2012b 8/32 7/16 3.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 521 506 71.5 % 0.67 [ 0.33, 1.37 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 151 (Nutrition support), 161 (Control)


Heterogeneity: Tau2 = 0.22; Chi2 = 4.75, df = 2 (P = 0.09); I2 =58%


Test for overall effect: Z = 1.09 (P = 0.27)


24 Oncology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


25 Dermatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


26 Gynaecology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


27 Mixed


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Subtotal (95% CI) 78 75 0.5 % 0.32 [ 0.03, 2.99 ]


Total events: 0 (Nutrition support), 2 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.00, df = 1 (P = 1.00); I2 =0.0%


Test for overall effect: Z = 1.00 (P = 0.32)


Total (95% CI) 1962 1760 100.0 % 0.88 [ 0.75, 1.03 ]


Total events: 230 (Nutrition support), 263 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 28.14, df = 30 (P = 0.56); I2 =0.0%


Test for overall effect: Z = 1.63 (P = 0.10)


Test for subgroup differences: Chi2 = 6.43, df = 9 (P = 0.70), I2 =0.0%
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Analysis 21.4. Comparison 21 Enteral - All cause mortality - end of intervention, Outcome 4 All-cause


mortality - based on adequacy of the amount of calories.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 21 Enteral - All cause mortality - end of intervention


Outcome: 4 All-cause mortality - based on adequacy of the amount of calories


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Clearly adequate in experimental group and clearly inadequate in control group


Chuntrasakul 1996 1/21 1/17 0.3 % 0.81 [ 0.05, 12.01 ]


Ledinghen 1997 2/12 1/10 0.5 % 1.67 [ 0.18, 15.80 ]


Malhotra 2004 12/98 16/97 4.9 % 0.74 [ 0.37, 1.49 ]


Page 2002 0/20 0/20 Not estimable


Sullivan 1998 0/8 3/10 0.3 % 0.17 [ 0.01, 2.96 ]


Wu 2007a 3/215 2/108 0.8 % 0.75 [ 0.13, 4.44 ]


Zhang 2013 1/50 3/50 0.5 % 0.33 [ 0.04, 3.10 ]


Subtotal (95% CI) 424 312 7.3 % 0.70 [ 0.40, 1.25 ]


Total events: 19 (Nutrition support), 26 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.99, df = 5 (P = 0.85); I2 =0.0%


Test for overall effect: Z = 1.21 (P = 0.23)


2 Inadequate in the experimental group or adequate in the control group


Bastow 1983a 5/39 4/35 1.6 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 1.0 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.9 % 0.50 [ 0.10, 2.53 ]


Bokhorst-de 2000 1/15 0/17 0.2 % 3.38 [ 0.15, 77.12 ]


Carr 1996 0/14 1/14 0.2 % 0.33 [ 0.01, 7.55 ]


Hartgrink 1998 7/55 0/53 0.3 % 14.46 [ 0.85, 247.12 ]


Pupelis 2001 1/30 7/30 0.6 % 0.14 [ 0.02, 1.09 ]


Subtotal (95% CI) 208 202 4.8 % 0.72 [ 0.28, 1.85 ]


Total events: 18 (Nutrition support), 21 (Control)


Heterogeneity: Tau2 = 0.58; Chi2 = 9.56, df = 6 (P = 0.14); I2 =37%


Test for overall effect: Z = 0.68 (P = 0.49)


3 Experimental group is overfed


Kearns 1992 0/16 1/15 0.2 % 0.31 [ 0.01, 7.15 ]


Singh 1998 2/21 2/22 0.7 % 1.05 [ 0.16, 6.77 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Subtotal (95% CI) 37 37 0.9 % 0.76 [ 0.15, 3.79 ]


Total events: 2 (Nutrition support), 3 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.43, df = 1 (P = 0.51); I2 =0.0%


Test for overall effect: Z = 0.33 (P = 0.74)


4 Unclear intake in experimental group or control group


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]


Dennis 2006 142/429 147/430 67.4 % 0.97 [ 0.80, 1.17 ]


Dong 1996 0/256 3/264 0.3 % 0.15 [ 0.01, 2.84 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hill 2002 0/22 2/24 0.3 % 0.22 [ 0.01, 4.29 ]


Maude 2011 9/27 6/29 3.0 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 11/68 14/68 4.7 % 0.79 [ 0.38, 1.61 ]


Nguyen 2012 4/14 4/14 1.7 % 1.00 [ 0.31, 3.23 ]


Pupelis 2000 1/11 5/18 0.6 % 0.33 [ 0.04, 2.45 ]


Sabin 1998 2/40 3/40 0.8 % 0.67 [ 0.12, 3.78 ]


Smith 1985 4/25 1/25 0.5 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 0/11 1/15 0.2 % 0.44 [ 0.02, 9.98 ]


Vicic 2013 5/52 10/49 2.4 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.5 % 2.00 [ 0.24, 16.97 ]


Xu 2003 0/20 0/20 Not estimable


Zheng 2001a 0/65 0/15 Not estimable


Zhong 2014 1/60 7/60 0.6 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 3.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 1293 1209 87.0 % 0.89 [ 0.73, 1.08 ]


Total events: 191 (Nutrition support), 213 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 15.25, df = 15 (P = 0.43); I2 =2%


Test for overall effect: Z = 1.18 (P = 0.24)


Total (95% CI) 1962 1760 100.0 % 0.88 [ 0.75, 1.03 ]


Total events: 230 (Nutrition support), 263 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 28.14, df = 30 (P = 0.56); I2 =0.0%


Test for overall effect: Z = 1.63 (P = 0.10)


Test for subgroup differences: Chi2 = 0.76, df = 3 (P = 0.86), I2 =0.0%
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Analysis 21.5. Comparison 21 Enteral - All cause mortality - end of intervention, Outcome 5 All-cause


mortality - different screening tools.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 21 Enteral - All cause mortality - end of intervention


Outcome: 5 All-cause mortality - different screening tools


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 NRS 2002


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 MUST


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 MNA


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 SGA


Wu 2007a 3/215 2/108 0.8 % 0.75 [ 0.13, 4.44 ]


Subtotal (95% CI) 215 108 0.8 % 0.75 [ 0.13, 4.44 ]


Total events: 3 (Nutrition support), 2 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.31 (P = 0.75)


5 Other means


Bastow 1983a 5/39 4/35 1.6 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 1.0 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.9 % 0.50 [ 0.10, 2.53 ]


Bokhorst-de 2000 1/15 0/17 0.2 % 3.38 [ 0.15, 77.12 ]


Carr 1996 0/14 1/14 0.2 % 0.33 [ 0.01, 7.55 ]


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Chuntrasakul 1996 1/21 1/17 0.3 % 0.81 [ 0.05, 12.01 ]


Dennis 2006 142/429 147/430 67.4 % 0.97 [ 0.80, 1.17 ]


Dong 1996 0/256 3/264 0.3 % 0.15 [ 0.01, 2.84 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.3 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.3 % 0.22 [ 0.01, 4.29 ]


Kearns 1992 0/16 1/15 0.2 % 0.31 [ 0.01, 7.15 ]


Ledinghen 1997 2/12 1/10 0.5 % 1.67 [ 0.18, 15.80 ]


Malhotra 2004 12/98 16/97 4.9 % 0.74 [ 0.37, 1.49 ]


Maude 2011 9/27 6/29 3.0 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 11/68 14/68 4.7 % 0.79 [ 0.38, 1.61 ]


Nguyen 2012 4/14 4/14 1.7 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 0/20 Not estimable


Pupelis 2000 1/11 5/18 0.6 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.6 % 0.14 [ 0.02, 1.09 ]


Sabin 1998 2/40 3/40 0.8 % 0.67 [ 0.12, 3.78 ]


Singh 1998 2/21 2/22 0.7 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.5 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 0/11 1/15 0.2 % 0.44 [ 0.02, 9.98 ]


Sullivan 1998 0/8 3/10 0.3 % 0.17 [ 0.01, 2.96 ]


Vicic 2013 5/52 10/49 2.4 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.5 % 2.00 [ 0.24, 16.97 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 1/50 3/50 0.5 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 0/15 Not estimable


Zhong 2014 1/60 7/60 0.6 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 3.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 1747 1652 99.2 % 0.88 [ 0.75, 1.03 ]


Total events: 227 (Nutrition support), 261 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 28.11, df = 29 (P = 0.51); I2 =0.0%
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Test for overall effect: Z = 1.61 (P = 0.11)


Total (95% CI) 1962 1760 100.0 % 0.88 [ 0.75, 1.03 ]


Total events: 230 (Nutrition support), 263 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 28.14, df = 30 (P = 0.56); I2 =0.0%


Test for overall effect: Z = 1.63 (P = 0.10)


Test for subgroup differences: Chi2 = 0.03, df = 1 (P = 0.86), I2 =0.0%
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Analysis 21.6. Comparison 21 Enteral - All cause mortality - end of intervention, Outcome 6 All-cause


mortality - participants characterised as ’at nutritional risk’ due to one of the following conditions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 21 Enteral - All cause mortality - end of intervention


Outcome: 6 All-cause mortality - participants characterised as ’at nutritional risk’ due to one of the following conditions


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Major surgery


Bastow 1983a 5/39 4/35 1.6 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 1.0 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.9 % 0.50 [ 0.10, 2.53 ]


Carr 1996 0/14 1/14 0.2 % 0.33 [ 0.01, 7.55 ]


Dong 1996 0/256 3/264 0.3 % 0.15 [ 0.01, 2.84 ]


Fletcher 1986b 0/9 0/4 Not estimable


Malhotra 2004 12/98 16/97 4.9 % 0.74 [ 0.37, 1.49 ]


Page 2002 0/20 0/20 Not estimable


Pupelis 2000 1/11 5/18 0.6 % 0.33 [ 0.04, 2.45 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Pupelis 2001 1/30 7/30 0.6 % 0.14 [ 0.02, 1.09 ]


Singh 1998 2/21 2/22 0.7 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.5 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 0/11 1/15 0.2 % 0.44 [ 0.02, 9.98 ]


Von Meyenfeldt 1992b 4/50 1/25 0.5 % 2.00 [ 0.24, 16.97 ]


Wu 2007a 3/215 2/108 0.8 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Zheng 2001a 0/65 0/15 Not estimable


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 963 783 12.8 % 0.69 [ 0.45, 1.06 ]


Total events: 36 (Nutrition support), 52 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 9.44, df = 12 (P = 0.67); I2 =0.0%


Test for overall effect: Z = 1.69 (P = 0.090)


2 Stroke


Dennis 2006 142/429 147/430 67.4 % 0.97 [ 0.80, 1.17 ]


Zhong 2014 1/60 7/60 0.6 % 0.14 [ 0.02, 1.13 ]


Zhu 2012b 8/32 7/16 3.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 521 506 71.5 % 0.67 [ 0.33, 1.37 ]


Total events: 151 (Nutrition support), 161 (Control)


Heterogeneity: Tau2 = 0.22; Chi2 = 4.75, df = 2 (P = 0.09); I2 =58%


Test for overall effect: Z = 1.09 (P = 0.27)


3 ICU participants including trauma


Chuntrasakul 1996 1/21 1/17 0.3 % 0.81 [ 0.05, 12.01 ]


Hill 2002 0/22 2/24 0.3 % 0.22 [ 0.01, 4.29 ]


Nguyen 2012 4/14 4/14 1.7 % 1.00 [ 0.31, 3.23 ]


Sabin 1998 2/40 3/40 0.8 % 0.67 [ 0.12, 3.78 ]


Vicic 2013 5/52 10/49 2.4 % 0.47 [ 0.17, 1.28 ]


Subtotal (95% CI) 149 144 5.5 % 0.62 [ 0.32, 1.21 ]


Total events: 12 (Nutrition support), 20 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.48, df = 4 (P = 0.83); I2 =0.0%


Test for overall effect: Z = 1.40 (P = 0.16)


4 Frail elderly participants with less severe conditions known to increase protein requirements


Hartgrink 1998 7/55 0/53 0.3 % 14.46 [ 0.85, 247.12 ]


Sullivan 1998 0/8 3/10 0.3 % 0.17 [ 0.01, 2.96 ]


Subtotal (95% CI) 63 63 0.6 % 1.59 [ 0.02, 125.73 ]


Total events: 7 (Nutrition support), 3 (Control)
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Heterogeneity: Tau2 = 7.86; Chi2 = 4.76, df = 1 (P = 0.03); I2 =79%


Test for overall effect: Z = 0.21 (P = 0.84)


5 Participants do not fall into one of the categories above


Bokhorst-de 2000 1/15 0/17 0.2 % 3.38 [ 0.15, 77.12 ]


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]


Kearns 1992 0/16 1/15 0.2 % 0.31 [ 0.01, 7.15 ]


Ledinghen 1997 2/12 1/10 0.5 % 1.67 [ 0.18, 15.80 ]


Maude 2011 9/27 6/29 3.0 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 11/68 14/68 4.7 % 0.79 [ 0.38, 1.61 ]


Zhang 2013 1/50 3/50 0.5 % 0.33 [ 0.04, 3.10 ]


Subtotal (95% CI) 266 264 9.6 % 0.95 [ 0.58, 1.56 ]


Total events: 24 (Nutrition support), 27 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 4.77, df = 7 (P = 0.69); I2 =0.0%


Test for overall effect: Z = 0.21 (P = 0.84)


Total (95% CI) 1962 1760 100.0 % 0.88 [ 0.75, 1.03 ]


Total events: 230 (Nutrition support), 263 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 28.14, df = 30 (P = 0.56); I2 =0.0%


Test for overall effect: Z = 1.63 (P = 0.10)


Test for subgroup differences: Chi2 = 1.49, df = 4 (P = 0.83), I2 =0.0%
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Analysis 21.7. Comparison 21 Enteral - All cause mortality - end of intervention, Outcome 7 All-cause


mortality - participants characterised as ’at nutritional risk’ due to one of the following criteria.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 21 Enteral - All cause mortality - end of intervention


Outcome: 7 All-cause mortality - participants characterised as ’at nutritional risk’ due to one of the following criteria


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 BMI less than 20.5 kg/m2


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Weight loss of at least 5% during the last three months


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 Weight loss of at least 10% during the last six months


Bokhorst-de 2000 1/15 0/17 0.2 % 3.38 [ 0.15, 77.12 ]


Subtotal (95% CI) 15 17 0.2 % 3.38 [ 0.15, 77.12 ]


Total events: 1 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.76 (P = 0.45)


4 Insufficient food intake during the last week (50% of requirements or less)


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Participants characterised as ’at nutritional risk’ by other means


Bastow 1983a 5/39 4/35 1.6 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 1.0 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.9 % 0.50 [ 0.10, 2.53 ]


Carr 1996 0/14 1/14 0.2 % 0.33 [ 0.01, 7.55 ]


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.3 % 0.81 [ 0.05, 12.01 ]


Dennis 2006 142/429 147/430 67.4 % 0.97 [ 0.80, 1.17 ]


Dong 1996 0/256 3/264 0.3 % 0.15 [ 0.01, 2.84 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.3 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.3 % 0.22 [ 0.01, 4.29 ]


Kearns 1992 0/16 1/15 0.2 % 0.31 [ 0.01, 7.15 ]


Ledinghen 1997 2/12 1/10 0.5 % 1.67 [ 0.18, 15.80 ]


Malhotra 2004 12/98 16/97 4.9 % 0.74 [ 0.37, 1.49 ]


Maude 2011 9/27 6/29 3.0 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 11/68 14/68 4.7 % 0.79 [ 0.38, 1.61 ]


Nguyen 2012 4/14 4/14 1.7 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 0/20 Not estimable


Pupelis 2000 1/11 5/18 0.6 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.6 % 0.14 [ 0.02, 1.09 ]


Sabin 1998 2/40 3/40 0.8 % 0.67 [ 0.12, 3.78 ]


Singh 1998 2/21 2/22 0.7 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.5 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 0/11 1/15 0.2 % 0.44 [ 0.02, 9.98 ]


Sullivan 1998 0/8 3/10 0.3 % 0.17 [ 0.01, 2.96 ]


Vicic 2013 5/52 10/49 2.4 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.5 % 2.00 [ 0.24, 16.97 ]


Wu 2007a 3/215 2/108 0.8 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 1/50 3/50 0.5 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 0/15 Not estimable


Zhong 2014 1/60 7/60 0.6 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 3.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 1947 1743 99.8 % 0.88 [ 0.75, 1.02 ]


Total events: 229 (Nutrition support), 263 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 27.45, df = 29 (P = 0.55); I2 =0.0%


Test for overall effect: Z = 1.67 (P = 0.094)


Total (95% CI) 1962 1760 100.0 % 0.88 [ 0.75, 1.03 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 230 (Nutrition support), 263 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 28.14, df = 30 (P = 0.56); I2 =0.0%


Test for overall effect: Z = 1.63 (P = 0.10)


Test for subgroup differences: Chi2 = 0.71, df = 1 (P = 0.40), I2 =0.0%
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Analysis 21.8. Comparison 21 Enteral - All cause mortality - end of intervention, Outcome 8 All-cause
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Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 21 Enteral - All cause mortality - end of intervention


Outcome: 8 All-cause mortality - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Biomarkers


Dong 1996 0/256 3/264 0.3 % 0.15 [ 0.01, 2.84 ]


Subtotal (95% CI) 256 264 0.3 % 0.15 [ 0.01, 2.84 ]


Total events: 0 (Nutrition support), 3 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.27 (P = 0.20)


2 Anthropometric measures


Bastow 1983a 5/39 4/35 1.6 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 1.0 % 0.37 [ 0.08, 1.71 ]


Subtotal (95% CI) 64 58 2.6 % 0.71 [ 0.24, 2.08 ]


Total events: 7 (Nutrition support), 9 (Control)


Heterogeneity: Tau2 = 0.12; Chi2 = 1.23, df = 1 (P = 0.27); I2 =19%


Test for overall effect: Z = 0.63 (P = 0.53)


3 Characterised by other means


Beier-Holgersen 1999 2/30 4/30 0.9 % 0.50 [ 0.10, 2.53 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Bokhorst-de 2000 1/15 0/17 0.2 % 3.38 [ 0.15, 77.12 ]


Carr 1996 0/14 1/14 0.2 % 0.33 [ 0.01, 7.55 ]


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.3 % 0.81 [ 0.05, 12.01 ]


Dennis 2006 142/429 147/430 67.4 % 0.97 [ 0.80, 1.17 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.3 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.3 % 0.22 [ 0.01, 4.29 ]


Kearns 1992 0/16 1/15 0.2 % 0.31 [ 0.01, 7.15 ]


Ledinghen 1997 2/12 1/10 0.5 % 1.67 [ 0.18, 15.80 ]


Malhotra 2004 12/98 16/97 4.9 % 0.74 [ 0.37, 1.49 ]


Maude 2011 9/27 6/29 3.0 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 11/68 14/68 4.7 % 0.79 [ 0.38, 1.61 ]


Nguyen 2012 4/14 4/14 1.7 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 0/20 Not estimable


Pupelis 2000 1/11 5/18 0.6 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.6 % 0.14 [ 0.02, 1.09 ]


Sabin 1998 2/40 3/40 0.8 % 0.67 [ 0.12, 3.78 ]


Singh 1998 2/21 2/22 0.7 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.5 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 0/11 1/15 0.2 % 0.44 [ 0.02, 9.98 ]


Sullivan 1998 0/8 3/10 0.3 % 0.17 [ 0.01, 2.96 ]


Vicic 2013 5/52 10/49 2.4 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.5 % 2.00 [ 0.24, 16.97 ]


Wu 2007a 3/215 2/108 0.8 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 1/50 3/50 0.5 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 0/15 Not estimable


Zhong 2014 1/60 7/60 0.6 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zhu 2012b 8/32 7/16 3.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 1642 1438 97.2 % 0.89 [ 0.76, 1.04 ]


Total events: 223 (Nutrition support), 251 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 25.28, df = 27 (P = 0.56); I2 =0.0%


Test for overall effect: Z = 1.48 (P = 0.14)


Total (95% CI) 1962 1760 100.0 % 0.88 [ 0.75, 1.03 ]


Total events: 230 (Nutrition support), 263 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 28.14, df = 30 (P = 0.56); I2 =0.0%


Test for overall effect: Z = 1.63 (P = 0.10)


Test for subgroup differences: Chi2 = 1.57, df = 2 (P = 0.46), I2 =0.0%
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Analysis 21.9. Comparison 21 Enteral - All cause mortality - end of intervention, Outcome 9 All-cause


mortality - randomisation year.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 21 Enteral - All cause mortality - end of intervention


Outcome: 9 All-cause mortality - randomisation year


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Before 1960


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 1960-1979


Sonnenfeld 1978 0/11 1/15 0.2 % 0.44 [ 0.02, 9.98 ]


Subtotal (95% CI) 11 15 0.2 % 0.44 [ 0.02, 9.98 ]


Total events: 0 (Nutrition support), 1 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.51 (P = 0.61)


3 1980-1999


Bastow 1983a 5/39 4/35 1.6 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 1.0 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.9 % 0.50 [ 0.10, 2.53 ]


Bokhorst-de 2000 1/15 0/17 0.2 % 3.38 [ 0.15, 77.12 ]


Carr 1996 0/14 1/14 0.2 % 0.33 [ 0.01, 7.55 ]


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.3 % 0.81 [ 0.05, 12.01 ]


Dennis 2006 142/429 147/430 67.4 % 0.97 [ 0.80, 1.17 ]


Dong 1996 0/256 3/264 0.3 % 0.15 [ 0.01, 2.84 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.3 % 14.46 [ 0.85, 247.12 ]


Kearns 1992 0/16 1/15 0.2 % 0.31 [ 0.01, 7.15 ]


Ledinghen 1997 2/12 1/10 0.5 % 1.67 [ 0.18, 15.80 ]


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Pupelis 2000 1/11 5/18 0.6 % 0.33 [ 0.04, 2.45 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Pupelis 2001 1/30 7/30 0.6 % 0.14 [ 0.02, 1.09 ]


Sabin 1998 2/40 3/40 0.8 % 0.67 [ 0.12, 3.78 ]


Singh 1998 2/21 2/22 0.7 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.5 % 4.00 [ 0.48, 33.33 ]


Sullivan 1998 0/8 3/10 0.3 % 0.17 [ 0.01, 2.96 ]


Von Meyenfeldt 1992b 4/50 1/25 0.5 % 2.00 [ 0.24, 16.97 ]


Zheng 2001a 0/65 0/15 Not estimable


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 1273 1190 77.4 % 0.93 [ 0.78, 1.11 ]


Total events: 176 (Nutrition support), 191 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 18.11, df = 19 (P = 0.51); I2 =0.0%


Test for overall effect: Z = 0.79 (P = 0.43)


4 After 1999


Hill 2002 0/22 2/24 0.3 % 0.22 [ 0.01, 4.29 ]


Malhotra 2004 12/98 16/97 4.9 % 0.74 [ 0.37, 1.49 ]


Maude 2011 9/27 6/29 3.0 % 1.61 [ 0.66, 3.92 ]


Moreno 2016 11/68 14/68 4.7 % 0.79 [ 0.38, 1.61 ]


Nguyen 2012 4/14 4/14 1.7 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 0/20 Not estimable


Vicic 2013 5/52 10/49 2.4 % 0.47 [ 0.17, 1.28 ]


Wu 2007a 3/215 2/108 0.8 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 1/50 3/50 0.5 % 0.33 [ 0.04, 3.10 ]


Zhong 2014 1/60 7/60 0.6 % 0.14 [ 0.02, 1.13 ]


Zhu 2012b 8/32 7/16 3.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 678 555 22.3 % 0.73 [ 0.52, 1.00 ]


Total events: 54 (Nutrition support), 71 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 8.07, df = 9 (P = 0.53); I2 =0.0%


Test for overall effect: Z = 1.93 (P = 0.054)


Total (95% CI) 1962 1760 100.0 % 0.88 [ 0.75, 1.03 ]


Total events: 230 (Nutrition support), 263 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 28.14, df = 30 (P = 0.56); I2 =0.0%


Test for overall effect: Z = 1.63 (P = 0.10)


Test for subgroup differences: Chi2 = 1.94, df = 2 (P = 0.38), I2 =0.0%
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Analysis 21.10. Comparison 21 Enteral - All cause mortality - end of intervention, Outcome 10 All-cause


mortality - trials where the intervention lasts fewer than three days compared with trials where the


intervention lasts three days or more.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 21 Enteral - All cause mortality - end of intervention


Outcome: 10 All-cause mortality - trials where the intervention lasts fewer than three days compared with trials where the intervention lasts three days or more


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Three days or more


Bastow 1983a 5/39 4/35 1.6 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 1.0 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.9 % 0.50 [ 0.10, 2.53 ]


Bokhorst-de 2000 1/15 0/17 0.2 % 3.38 [ 0.15, 77.12 ]


Carr 1996 0/14 1/14 0.2 % 0.33 [ 0.01, 7.55 ]


Chuntrasakul 1996 1/21 1/17 0.3 % 0.81 [ 0.05, 12.01 ]


Dennis 2006 142/429 147/430 67.4 % 0.97 [ 0.80, 1.17 ]


Dong 1996 0/256 3/264 0.3 % 0.15 [ 0.01, 2.84 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.3 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.3 % 0.22 [ 0.01, 4.29 ]


Kearns 1992 0/16 1/15 0.2 % 0.31 [ 0.01, 7.15 ]


Ledinghen 1997 2/12 1/10 0.5 % 1.67 [ 0.18, 15.80 ]


Malhotra 2004 12/98 16/97 4.9 % 0.74 [ 0.37, 1.49 ]


Moreno 2016 11/68 14/68 4.7 % 0.79 [ 0.38, 1.61 ]


Nguyen 2012 4/14 4/14 1.7 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 0/20 Not estimable


Pupelis 2000 1/11 5/18 0.6 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.6 % 0.14 [ 0.02, 1.09 ]


Singh 1998 2/21 2/22 0.7 % 1.05 [ 0.16, 6.77 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Smith 1985 4/25 1/25 0.5 % 4.00 [ 0.48, 33.33 ]


Sullivan 1998 0/8 3/10 0.3 % 0.17 [ 0.01, 2.96 ]


Vicic 2013 5/52 10/49 2.4 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.5 % 2.00 [ 0.24, 16.97 ]


Wu 2007a 3/215 2/108 0.8 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 1/50 3/50 0.5 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 0/15 Not estimable


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 3.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 1746 1541 94.9 % 0.88 [ 0.75, 1.03 ]


Total events: 218 (Nutrition support), 244 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 22.20, df = 24 (P = 0.57); I2 =0.0%


Test for overall effect: Z = 1.58 (P = 0.11)


2 Less than three days


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]


Maude 2011 9/27 6/29 3.0 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Sabin 1998 2/40 3/40 0.8 % 0.67 [ 0.12, 3.78 ]


Sonnenfeld 1978 0/11 1/15 0.2 % 0.44 [ 0.02, 9.98 ]


Zhong 2014 1/60 7/60 0.6 % 0.14 [ 0.02, 1.13 ]


Subtotal (95% CI) 216 219 5.1 % 0.68 [ 0.28, 1.65 ]


Total events: 12 (Nutrition support), 19 (Control)


Heterogeneity: Tau2 = 0.25; Chi2 = 6.26, df = 5 (P = 0.28); I2 =20%


Test for overall effect: Z = 0.84 (P = 0.40)


3 Unknown


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 1962 1760 100.0 % 0.88 [ 0.75, 1.03 ]


Total events: 230 (Nutrition support), 263 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 28.14, df = 30 (P = 0.56); I2 =0.0%


Test for overall effect: Z = 1.63 (P = 0.10)


Test for subgroup differences: Chi2 = 0.30, df = 1 (P = 0.58), I2 =0.0%
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Analysis 21.11. Comparison 21 Enteral - All cause mortality - end of intervention, Outcome 11 All-cause


mortality - ’best-worst case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 21 Enteral - All cause mortality - end of intervention


Outcome: 11 All-cause mortality - ’best-worst case’ scenario


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Bastow 1983a 5/39 4/35 1.5 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 1.0 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.9 % 0.50 [ 0.10, 2.53 ]


Bokhorst-de 2000 1/15 0/17 0.2 % 3.38 [ 0.15, 77.12 ]


Carr 1996 0/14 1/14 0.2 % 0.33 [ 0.01, 7.55 ]


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.3 % 0.81 [ 0.05, 12.01 ]


Dennis 2006 142/429 147/430 65.0 % 0.97 [ 0.80, 1.17 ]


Dong 1996 0/256 3/264 0.3 % 0.15 [ 0.01, 2.84 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/70 17/70 3.5 % 0.41 [ 0.18, 0.93 ]


Hill 2002 0/22 2/24 0.3 % 0.22 [ 0.01, 4.29 ]


Kearns 1992 0/16 1/15 0.2 % 0.31 [ 0.01, 7.15 ]


Ledinghen 1997 2/12 1/10 0.5 % 1.67 [ 0.18, 15.80 ]


Malhotra 2004 12/100 19/100 5.2 % 0.63 [ 0.32, 1.23 ]


Maude 2011 9/27 6/29 2.9 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 11/68 14/68 4.5 % 0.79 [ 0.38, 1.61 ]


Nguyen 2012 4/14 4/14 1.7 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 0/20 Not estimable


Pupelis 2000 1/11 5/18 0.6 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.6 % 0.14 [ 0.02, 1.09 ]


Sabin 1998 2/40 3/40 0.8 % 0.67 [ 0.12, 3.78 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Singh 1998 2/21 2/22 0.7 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.5 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 0/11 1/15 0.2 % 0.44 [ 0.02, 9.98 ]


Sullivan 1998 0/8 3/10 0.3 % 0.17 [ 0.01, 2.96 ]


Vicic 2013 5/52 10/49 2.3 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.5 % 2.00 [ 0.24, 16.97 ]


Wu 2007a 3/215 2/108 0.7 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 1/50 3/50 0.5 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 0/15 Not estimable


Zhong 2014 1/60 7/60 0.5 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 3.4 % 0.57 [ 0.25, 1.29 ]


Total (95% CI) 1979 1780 100.0 % 0.84 [ 0.72, 0.98 ]


Total events: 230 (Nutrition support), 283 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 28.56, df = 30 (P = 0.54); I2 =0.0%


Test for overall effect: Z = 2.22 (P = 0.026)


Test for subgroup differences: Not applicable
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Analysis 21.12. Comparison 21 Enteral - All cause mortality - end of intervention, Outcome 12 All-cause


mortality - ’worst-best case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 21 Enteral - All cause mortality - end of intervention


Outcome: 12 All-cause mortality - ’worst-best case’ scenario


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Bastow 1983a 5/39 4/35 1.6 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 1.9 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 1.5 % 0.50 [ 0.10, 2.53 ]


Bokhorst-de 2000 1/15 0/17 0.2 % 3.38 [ 0.15, 77.12 ]


Carr 1996 0/14 1/14 0.6 % 0.33 [ 0.01, 7.55 ]


Choudhry 1996 0/21 1/20 0.6 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.4 % 0.81 [ 0.05, 12.01 ]


Dennis 2006 142/429 147/430 54.4 % 0.97 [ 0.80, 1.17 ]


Dong 1996 0/256 3/264 1.3 % 0.15 [ 0.01, 2.84 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 22/70 0/70 0.2 % 45.00 [ 2.78, 727.58 ]


Hill 2002 0/22 2/24 0.9 % 0.22 [ 0.01, 4.29 ]


Kearns 1992 0/16 1/15 0.6 % 0.31 [ 0.01, 7.15 ]


Ledinghen 1997 2/12 1/10 0.4 % 1.67 [ 0.18, 15.80 ]


Malhotra 2004 14/100 16/100 5.9 % 0.88 [ 0.45, 1.70 ]


Maude 2011 9/27 6/29 2.1 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.6 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 11/68 14/68 5.2 % 0.79 [ 0.38, 1.61 ]


Nguyen 2012 4/14 4/14 1.5 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 0/20 Not estimable


Pupelis 2000 1/11 5/18 1.4 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 2.6 % 0.14 [ 0.02, 1.09 ]


Sabin 1998 2/40 3/40 1.1 % 0.67 [ 0.12, 3.78 ]


Singh 1998 2/21 2/22 0.7 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.4 % 4.00 [ 0.48, 33.33 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Sonnenfeld 1978 0/11 1/15 0.5 % 0.44 [ 0.02, 9.98 ]


Sullivan 1998 0/8 3/10 1.2 % 0.17 [ 0.01, 2.96 ]


Vicic 2013 5/52 10/49 3.8 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.5 % 2.00 [ 0.24, 16.97 ]


Wu 2007a 3/215 2/108 1.0 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 1/50 3/50 1.1 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 0/15 Not estimable


Zhong 2014 1/60 7/60 2.6 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 3.5 % 0.57 [ 0.25, 1.29 ]


Total (95% CI) 1979 1780 100.0 % 0.92 [ 0.79, 1.06 ]


Total events: 247 (Nutrition support), 263 (Control)


Heterogeneity: Chi2 = 31.80, df = 30 (P = 0.38); I2 =6%


Test for overall effect: Z = 1.15 (P = 0.25)


Test for subgroup differences: Not applicable
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Analysis 21.13. Comparison 21 Enteral - All cause mortality - end of intervention, Outcome 13 All-cause


mortality co-interventions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 21 Enteral - All cause mortality - end of intervention


Outcome: 13 All-cause mortality co-interventions


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 received nutrition support as co-intervention


Bokhorst-de 2000 1/15 0/17 0.2 % 3.38 [ 0.15, 77.12 ]


Hill 2002 0/22 2/24 0.3 % 0.22 [ 0.01, 4.29 ]


Zhu 2012b 8/32 7/16 3.6 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 69 57 4.1 % 0.60 [ 0.28, 1.28 ]


Total events: 9 (Nutrition support), 9 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.63, df = 2 (P = 0.44); I2 =0.0%


Test for overall effect: Z = 1.33 (P = 0.19)


2 did not receive nutrition support as co-intervention


Bastow 1983a 5/39 4/35 1.6 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 1.0 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.9 % 0.50 [ 0.10, 2.53 ]


Carr 1996 0/14 1/14 0.2 % 0.33 [ 0.01, 7.55 ]


Chuntrasakul 1996 1/21 1/17 0.3 % 0.81 [ 0.05, 12.01 ]


Dennis 2006 142/429 147/430 67.4 % 0.97 [ 0.80, 1.17 ]


Dong 1996 0/256 3/264 0.3 % 0.15 [ 0.01, 2.84 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.3 % 14.46 [ 0.85, 247.12 ]


Kearns 1992 0/16 1/15 0.2 % 0.31 [ 0.01, 7.15 ]


Ledinghen 1997 2/12 1/10 0.5 % 1.67 [ 0.18, 15.80 ]


Malhotra 2004 12/98 16/97 4.9 % 0.74 [ 0.37, 1.49 ]


Moreno 2016 11/68 14/68 4.7 % 0.79 [ 0.38, 1.61 ]


Page 2002 0/20 0/20 Not estimable


Pupelis 2000 1/11 5/18 0.6 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.6 % 0.14 [ 0.02, 1.09 ]


Singh 1998 2/21 2/22 0.7 % 1.05 [ 0.16, 6.77 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Smith 1985 4/25 1/25 0.5 % 4.00 [ 0.48, 33.33 ]


Sullivan 1998 0/8 3/10 0.3 % 0.17 [ 0.01, 2.96 ]


Vicic 2013 5/52 10/49 2.4 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.5 % 2.00 [ 0.24, 16.97 ]


Wu 2007a 3/215 2/108 0.8 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 1/50 3/50 0.5 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 0/15 Not estimable


Zhong 2014 1/60 7/60 0.6 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 1723 1530 89.7 % 0.79 [ 0.62, 1.02 ]


Total events: 206 (Nutrition support), 238 (Control)


Heterogeneity: Tau2 = 0.03; Chi2 = 22.62, df = 21 (P = 0.36); I2 =7%


Test for overall effect: Z = 1.82 (P = 0.069)


3 delayed versus early nutrition support


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]


Maude 2011 9/27 6/29 3.0 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Nguyen 2012 4/14 4/14 1.7 % 1.00 [ 0.31, 3.23 ]


Sabin 1998 2/40 3/40 0.8 % 0.67 [ 0.12, 3.78 ]


Sonnenfeld 1978 0/11 1/15 0.2 % 0.44 [ 0.02, 9.98 ]


Subtotal (95% CI) 170 173 6.2 % 1.06 [ 0.57, 1.97 ]


Total events: 15 (Nutrition support), 16 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.59, df = 5 (P = 0.76); I2 =0.0%


Test for overall effect: Z = 0.19 (P = 0.85)


Total (95% CI) 1962 1760 100.0 % 0.88 [ 0.75, 1.03 ]


Total events: 230 (Nutrition support), 263 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 28.14, df = 30 (P = 0.56); I2 =0.0%


Test for overall effect: Z = 1.63 (P = 0.10)


Test for subgroup differences: Chi2 = 1.38, df = 2 (P = 0.50), I2 =0.0%
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Analysis 22.1. Comparison 22 Enteral - All cause mortality - maximum follow-up, Outcome 1 All-cause


mortality - overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 22 Enteral - All cause mortality - maximum follow-up


Outcome: 1 All-cause mortality - overall


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Barlow 2011 3/64 0/57 0.2 % 6.25 [ 0.33, 118.38 ]


Bastow 1983a 5/39 4/35 0.9 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.6 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.5 % 0.50 [ 0.10, 2.53 ]


Bokhorst-de 2000 1/15 0/17 0.1 % 3.38 [ 0.15, 77.12 ]


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Choudhry 1996 3/21 4/20 0.7 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 3/34 2/25 0.5 % 1.10 [ 0.20, 6.12 ]


Chuntrasakul 1996 1/21 3/17 0.3 % 0.27 [ 0.03, 2.37 ]


Dennis 2006 182/429 207/429 63.5 % 0.88 [ 0.76, 1.02 ]


Dong 1996 0/256 3/264 0.2 % 0.15 [ 0.01, 2.84 ]


Eyer 1993 2/19 2/19 0.4 % 1.00 [ 0.16, 6.38 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.2 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Kaur 2005 3/50 4/50 0.7 % 0.75 [ 0.18, 3.18 ]


Kearns 1992 5/16 4/15 1.1 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 3/12 2/10 0.6 % 1.25 [ 0.26, 6.07 ]


Malhotra 2004 12/98 16/97 2.9 % 0.74 [ 0.37, 1.49 ]


Maude 2011 9/27 6/29 1.7 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 30/68 35/68 11.1 % 0.86 [ 0.60, 1.22 ]


Nguyen 2012 4/14 4/14 1.0 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 0/20 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Peck 2004 4/14 5/13 1.2 % 0.74 [ 0.25, 2.18 ]


Pupelis 2000 1/11 5/18 0.3 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.3 % 0.14 [ 0.02, 1.09 ]


Sabin 1998 12/40 10/40 2.7 % 1.20 [ 0.59, 2.45 ]


Singh 1998 4/21 4/22 0.9 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.3 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 0/11 1/15 0.1 % 0.44 [ 0.02, 9.98 ]


Sullivan 1998 0/8 5/10 0.2 % 0.11 [ 0.01, 1.75 ]


Vicic 2013 5/52 10/49 1.4 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.3 % 2.00 [ 0.24, 16.97 ]


Wu 2007a 3/215 2/108 0.4 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 1/50 3/50 0.3 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 1/15 0.1 % 0.08 [ 0.00, 1.89 ]


Zheng 2015 5/75 13/71 1.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 1/60 7/60 0.3 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 2.1 % 0.57 [ 0.25, 1.29 ]


Total (95% CI) 2218 1994 100.0 % 0.84 [ 0.75, 0.95 ]


Total events: 330 (Experimental), 391 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 36.02, df = 37 (P = 0.51); I2 =0.0%


Test for overall effect: Z = 2.83 (P = 0.0047)


Test for subgroup differences: Not applicable
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Analysis 22.2. Comparison 22 Enteral - All cause mortality - maximum follow-up, Outcome 2 All-cause


mortality - bias.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 22 Enteral - All cause mortality - maximum follow-up


Outcome: 2 All-cause mortality - bias


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 High risk of bias


Barlow 2011 3/64 0/57 0.2 % 6.25 [ 0.33, 118.38 ]


Bastow 1983a 5/39 4/35 0.9 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.6 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.5 % 0.50 [ 0.10, 2.53 ]


Bokhorst-de 2000 1/15 0/17 0.1 % 3.38 [ 0.15, 77.12 ]


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Choudhry 1996 3/21 4/20 0.7 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 3/34 2/25 0.5 % 1.10 [ 0.20, 6.12 ]


Chuntrasakul 1996 1/21 3/17 0.3 % 0.27 [ 0.03, 2.37 ]


Dennis 2006 182/429 207/429 63.5 % 0.88 [ 0.76, 1.02 ]


Dong 1996 0/256 3/264 0.2 % 0.15 [ 0.01, 2.84 ]


Eyer 1993 2/19 2/19 0.4 % 1.00 [ 0.16, 6.38 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.2 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Kaur 2005 3/50 4/50 0.7 % 0.75 [ 0.18, 3.18 ]


Kearns 1992 5/16 4/15 1.1 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 3/12 2/10 0.6 % 1.25 [ 0.26, 6.07 ]


Malhotra 2004 12/98 16/97 2.9 % 0.74 [ 0.37, 1.49 ]


Maude 2011 9/27 6/29 1.7 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 30/68 35/68 11.1 % 0.86 [ 0.60, 1.22 ]


Nguyen 2012 4/14 4/14 1.0 % 1.00 [ 0.31, 3.23 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Page 2002 0/20 0/20 Not estimable


Peck 2004 4/14 5/13 1.2 % 0.74 [ 0.25, 2.18 ]


Pupelis 2000 1/11 5/18 0.3 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.3 % 0.14 [ 0.02, 1.09 ]


Sabin 1998 12/40 10/40 2.7 % 1.20 [ 0.59, 2.45 ]


Singh 1998 4/21 4/22 0.9 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.3 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 0/11 1/15 0.1 % 0.44 [ 0.02, 9.98 ]


Sullivan 1998 0/8 5/10 0.2 % 0.11 [ 0.01, 1.75 ]


Vicic 2013 5/52 10/49 1.4 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.3 % 2.00 [ 0.24, 16.97 ]


Wu 2007a 3/215 2/108 0.4 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 1/50 3/50 0.3 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 1/15 0.1 % 0.08 [ 0.00, 1.89 ]


Zheng 2015 5/75 13/71 1.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 1/60 7/60 0.3 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 2.1 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 2218 1994 100.0 % 0.84 [ 0.75, 0.95 ]


Total events: 330 (Experimental), 391 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 36.02, df = 37 (P = 0.51); I2 =0.0%


Test for overall effect: Z = 2.83 (P = 0.0047)


2 Low risk of bias


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 2218 1994 100.0 % 0.84 [ 0.75, 0.95 ]


Total events: 330 (Experimental), 391 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 36.02, df = 37 (P = 0.51); I2 =0.0%


Test for overall effect: Z = 2.83 (P = 0.0047)


Test for subgroup differences: Not applicable
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Analysis 22.3. Comparison 22 Enteral - All cause mortality - maximum follow-up, Outcome 3 All-cause


mortality - medical speciality.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 22 Enteral - All cause mortality - maximum follow-up


Outcome: 3 All-cause mortality - medical speciality


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Cardiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Medical gastroenterology and hepatology


Kearns 1992 5/16 4/15 1.1 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 3/12 2/10 0.6 % 1.25 [ 0.26, 6.07 ]


Moreno 2016 30/68 35/68 11.1 % 0.86 [ 0.60, 1.22 ]


Zhang 2013 1/50 3/50 0.3 % 0.33 [ 0.04, 3.10 ]


Subtotal (95% CI) 146 143 13.0 % 0.88 [ 0.63, 1.21 ]


Total events: 39 (Experimental), 44 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.20, df = 3 (P = 0.75); I2 =0.0%


Test for overall effect: Z = 0.79 (P = 0.43)


3 Geriatrics


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Pulmonary disease


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Endocrinology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


6 Infectious diseases


Maude 2011 9/27 6/29 1.7 % 1.61 [ 0.66, 3.92 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Subtotal (95% CI) 27 29 1.7 % 1.61 [ 0.66, 3.92 ]


Total events: 9 (Experimental), 6 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.05 (P = 0.29)


7 Rheumatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


8 Haematology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


9 Nephrology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


10 Gastroenterologic surgery


Barlow 2011 3/64 0/57 0.2 % 6.25 [ 0.33, 118.38 ]


Beier-Holgersen 1999 2/30 4/30 0.5 % 0.50 [ 0.10, 2.53 ]


Kaur 2005 3/50 4/50 0.7 % 0.75 [ 0.18, 3.18 ]


Malhotra 2004 12/98 16/97 2.9 % 0.74 [ 0.37, 1.49 ]


Page 2002 0/20 0/20 Not estimable


Pupelis 2000 1/11 5/18 0.3 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.3 % 0.14 [ 0.02, 1.09 ]


Singh 1998 4/21 4/22 0.9 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.3 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 0/11 1/15 0.1 % 0.44 [ 0.02, 9.98 ]


Von Meyenfeldt 1992b 4/50 1/25 0.3 % 2.00 [ 0.24, 16.97 ]


Wu 2007a 3/215 2/108 0.4 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Zheng 2001a 0/65 1/15 0.1 % 0.08 [ 0.00, 1.89 ]


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 734 550 7.1 % 0.75 [ 0.48, 1.16 ]


Total events: 37 (Experimental), 46 (Control)
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Heterogeneity: Tau2 = 0.0; Chi2 = 10.95, df = 11 (P = 0.45); I2 =0.0%


Test for overall effect: Z = 1.29 (P = 0.20)


11 Trauma surgery


Chuntrasakul 1996 1/21 3/17 0.3 % 0.27 [ 0.03, 2.37 ]


Eyer 1993 2/19 2/19 0.4 % 1.00 [ 0.16, 6.38 ]


Peck 2004 4/14 5/13 1.2 % 0.74 [ 0.25, 2.18 ]


Vicic 2013 5/52 10/49 1.4 % 0.47 [ 0.17, 1.28 ]


Subtotal (95% CI) 106 98 3.3 % 0.58 [ 0.30, 1.11 ]


Total events: 12 (Experimental), 20 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.19, df = 3 (P = 0.75); I2 =0.0%


Test for overall effect: Z = 1.64 (P = 0.10)


12 Ortopaedics


Bastow 1983a 5/39 4/35 0.9 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.6 % 0.37 [ 0.08, 1.71 ]


Hartgrink 1998 7/55 0/53 0.2 % 14.46 [ 0.85, 247.12 ]


Sullivan 1998 0/8 5/10 0.2 % 0.11 [ 0.01, 1.75 ]


Subtotal (95% CI) 127 121 1.8 % 0.82 [ 0.18, 3.75 ]


Total events: 14 (Experimental), 14 (Control)


Heterogeneity: Tau2 = 1.36; Chi2 = 7.45, df = 3 (P = 0.06); I2 =60%


Test for overall effect: Z = 0.25 (P = 0.80)


13 Plastic, reconstructive, and aesthetic surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


14 Vascular surgery


Fletcher 1986b 0/9 0/4 Not estimable


Subtotal (95% CI) 9 4 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


15 Transplant surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


16 Urology


Subtotal (95% CI) 0 0 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


17 Thoracic surgery


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Dong 1996 0/256 3/264 0.2 % 0.15 [ 0.01, 2.84 ]


Subtotal (95% CI) 270 278 0.3 % 0.22 [ 0.03, 1.86 ]


Total events: 0 (Experimental), 4 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.14, df = 1 (P = 0.71); I2 =0.0%


Test for overall effect: Z = 1.40 (P = 0.16)


18 Neurological surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


19 Oro-maxillo-facial surgery


Bokhorst-de 2000 1/15 0/17 0.1 % 3.38 [ 0.15, 77.12 ]


Subtotal (95% CI) 15 17 0.1 % 3.38 [ 0.15, 77.12 ]


Total events: 1 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.76 (P = 0.45)


20 Anaesthesiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


21 Emergency medicine


Chourdakis 2012 3/34 2/25 0.5 % 1.10 [ 0.20, 6.12 ]


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Nguyen 2012 4/14 4/14 1.0 % 1.00 [ 0.31, 3.23 ]


Sabin 1998 12/40 10/40 2.7 % 1.20 [ 0.59, 2.45 ]


Subtotal (95% CI) 110 103 4.3 % 1.07 [ 0.61, 1.89 ]


Total events: 19 (Experimental), 18 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.24, df = 3 (P = 0.74); I2 =0.0%


Test for overall effect: Z = 0.24 (P = 0.81)


22 Psychiatry


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Heterogeneity: not applicable


Test for overall effect: not applicable


23 Neurology


Dennis 2006 182/429 207/429 63.5 % 0.88 [ 0.76, 1.02 ]


Zheng 2015 5/75 13/71 1.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 1/60 7/60 0.3 % 0.14 [ 0.02, 1.13 ]


Zhu 2012b 8/32 7/16 2.1 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 596 576 67.4 % 0.57 [ 0.31, 1.05 ]


Total events: 196 (Experimental), 234 (Control)


Heterogeneity: Tau2 = 0.20; Chi2 = 7.06, df = 3 (P = 0.07); I2 =57%


Test for overall effect: Z = 1.81 (P = 0.071)


24 Oncology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


25 Dermatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


26 Gynaecology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


27 Mixed


Choudhry 1996 3/21 4/20 0.7 % 0.71 [ 0.18, 2.80 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Subtotal (95% CI) 78 75 0.9 % 0.63 [ 0.18, 2.21 ]


Total events: 3 (Experimental), 5 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.21, df = 1 (P = 0.65); I2 =0.0%


Test for overall effect: Z = 0.72 (P = 0.47)


Total (95% CI) 2218 1994 100.0 % 0.84 [ 0.75, 0.95 ]


Total events: 330 (Experimental), 391 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 36.02, df = 37 (P = 0.51); I2 =0.0%


Test for overall effect: Z = 2.83 (P = 0.0047)


Test for subgroup differences: Chi2 = 8.26, df = 9 (P = 0.51), I2 =0.0%
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Analysis 22.4. Comparison 22 Enteral - All cause mortality - maximum follow-up, Outcome 4 All-cause


mortality - based on adequacy of the amount of calories.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 22 Enteral - All cause mortality - maximum follow-up


Outcome: 4 All-cause mortality - based on adequacy of the amount of calories


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Clearly adequate in intervention and clearly inadequate in control


Barlow 2011 3/64 0/57 0.2 % 6.25 [ 0.33, 118.38 ]


Chourdakis 2012 3/34 2/25 0.5 % 1.10 [ 0.20, 6.12 ]


Chuntrasakul 1996 1/21 3/17 0.3 % 0.27 [ 0.03, 2.37 ]


Eyer 1993 2/19 2/19 0.4 % 1.00 [ 0.16, 6.38 ]


Ledinghen 1997 3/12 2/10 0.6 % 1.25 [ 0.26, 6.07 ]


Malhotra 2004 12/98 16/97 2.9 % 0.74 [ 0.37, 1.49 ]


Page 2002 0/20 0/20 Not estimable


Sullivan 1998 0/8 5/10 0.2 % 0.11 [ 0.01, 1.75 ]


Wu 2007a 3/215 2/108 0.4 % 0.75 [ 0.13, 4.44 ]


Zhang 2013 1/50 3/50 0.3 % 0.33 [ 0.04, 3.10 ]


Subtotal (95% CI) 541 413 5.6 % 0.75 [ 0.46, 1.23 ]


Total events: 28 (Experimental), 35 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 5.90, df = 8 (P = 0.66); I2 =0.0%


Test for overall effect: Z = 1.13 (P = 0.26)


2 Inadequate in the experimental or adequate in the control


Bastow 1983a 5/39 4/35 0.9 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.6 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.5 % 0.50 [ 0.10, 2.53 ]


Bokhorst-de 2000 1/15 0/17 0.1 % 3.38 [ 0.15, 77.12 ]


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Hartgrink 1998 7/55 0/53 0.2 % 14.46 [ 0.85, 247.12 ]


Pupelis 2001 1/30 7/30 0.3 % 0.14 [ 0.02, 1.09 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Subtotal (95% CI) 208 202 2.8 % 0.72 [ 0.28, 1.85 ]


Total events: 18 (Experimental), 21 (Control)


Heterogeneity: Tau2 = 0.58; Chi2 = 9.56, df = 6 (P = 0.14); I2 =37%


Test for overall effect: Z = 0.68 (P = 0.49)


3 Experimental group is overfed


Kaur 2005 3/50 4/50 0.7 % 0.75 [ 0.18, 3.18 ]


Kearns 1992 5/16 4/15 1.1 % 1.17 [ 0.39, 3.56 ]


Singh 1998 4/21 4/22 0.9 % 1.05 [ 0.30, 3.66 ]


Subtotal (95% CI) 87 87 2.7 % 1.01 [ 0.49, 2.08 ]


Total events: 12 (Experimental), 12 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.24, df = 2 (P = 0.89); I2 =0.0%


Test for overall effect: Z = 0.03 (P = 0.98)


4 Unclear intake in control or experimental


Choudhry 1996 3/21 4/20 0.7 % 0.71 [ 0.18, 2.80 ]


Dennis 2006 182/429 207/429 63.5 % 0.88 [ 0.76, 1.02 ]


Dong 1996 0/256 3/264 0.2 % 0.15 [ 0.01, 2.84 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Maude 2011 9/27 6/29 1.7 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 30/68 35/68 11.1 % 0.86 [ 0.60, 1.22 ]


Nguyen 2012 4/14 4/14 1.0 % 1.00 [ 0.31, 3.23 ]


Peck 2004 4/14 5/13 1.2 % 0.74 [ 0.25, 2.18 ]


Pupelis 2000 1/11 5/18 0.3 % 0.33 [ 0.04, 2.45 ]


Sabin 1998 12/40 10/40 2.7 % 1.20 [ 0.59, 2.45 ]


Smith 1985 4/25 1/25 0.3 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 0/11 1/15 0.1 % 0.44 [ 0.02, 9.98 ]


Vicic 2013 5/52 10/49 1.4 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.3 % 2.00 [ 0.24, 16.97 ]


Xu 2003 0/20 0/20 Not estimable


Zheng 2001a 0/65 1/15 0.1 % 0.08 [ 0.00, 1.89 ]


Zheng 2015 5/75 13/71 1.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 1/60 7/60 0.3 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zhu 2012b 8/32 7/16 2.1 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 1382 1292 88.9 % 0.82 [ 0.67, 0.99 ]


Total events: 272 (Experimental), 323 (Control)


Heterogeneity: Tau2 = 0.02; Chi2 = 19.87, df = 18 (P = 0.34); I2 =9%


Test for overall effect: Z = 2.07 (P = 0.039)


Total (95% CI) 2218 1994 100.0 % 0.84 [ 0.75, 0.95 ]


Total events: 330 (Experimental), 391 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 36.02, df = 37 (P = 0.51); I2 =0.0%


Test for overall effect: Z = 2.83 (P = 0.0047)


Test for subgroup differences: Chi2 = 0.51, df = 3 (P = 0.92), I2 =0.0%
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Analysis 22.5. Comparison 22 Enteral - All cause mortality - maximum follow-up, Outcome 5 All-cause


mortality - different screening tools.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 22 Enteral - All cause mortality - maximum follow-up


Outcome: 5 All-cause mortality - different screening tools


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 NRS 2002


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 MUST


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 MNA


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 SGA


Wu 2007a 3/215 2/108 0.4 % 0.75 [ 0.13, 4.44 ]


Subtotal (95% CI) 215 108 0.4 % 0.75 [ 0.13, 4.44 ]


Total events: 3 (Experimental), 2 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.31 (P = 0.75)


5 Other means


Barlow 2011 3/64 0/57 0.2 % 6.25 [ 0.33, 118.38 ]


Bastow 1983a 5/39 4/35 0.9 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.6 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.5 % 0.50 [ 0.10, 2.53 ]


Bokhorst-de 2000 1/15 0/17 0.1 % 3.38 [ 0.15, 77.12 ]


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Choudhry 1996 3/21 4/20 0.7 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 3/34 2/25 0.5 % 1.10 [ 0.20, 6.12 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Chuntrasakul 1996 1/21 3/17 0.3 % 0.27 [ 0.03, 2.37 ]


Dennis 2006 182/429 207/429 63.5 % 0.88 [ 0.76, 1.02 ]


Dong 1996 0/256 3/264 0.2 % 0.15 [ 0.01, 2.84 ]


Eyer 1993 2/19 2/19 0.4 % 1.00 [ 0.16, 6.38 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.2 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Kaur 2005 3/50 4/50 0.7 % 0.75 [ 0.18, 3.18 ]


Kearns 1992 5/16 4/15 1.1 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 3/12 2/10 0.6 % 1.25 [ 0.26, 6.07 ]


Malhotra 2004 12/98 16/97 2.9 % 0.74 [ 0.37, 1.49 ]


Maude 2011 9/27 6/29 1.7 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 30/68 35/68 11.1 % 0.86 [ 0.60, 1.22 ]


Nguyen 2012 4/14 4/14 1.0 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 0/20 Not estimable


Peck 2004 4/14 5/13 1.2 % 0.74 [ 0.25, 2.18 ]


Pupelis 2000 1/11 5/18 0.3 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.3 % 0.14 [ 0.02, 1.09 ]


Sabin 1998 12/40 10/40 2.7 % 1.20 [ 0.59, 2.45 ]


Singh 1998 4/21 4/22 0.9 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.3 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 0/11 1/15 0.1 % 0.44 [ 0.02, 9.98 ]


Sullivan 1998 0/8 5/10 0.2 % 0.11 [ 0.01, 1.75 ]


Vicic 2013 5/52 10/49 1.4 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.3 % 2.00 [ 0.24, 16.97 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 1/50 3/50 0.3 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 1/15 0.1 % 0.08 [ 0.00, 1.89 ]


Zheng 2015 5/75 13/71 1.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 1/60 7/60 0.3 % 0.14 [ 0.02, 1.13 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 2.1 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 2003 1886 99.6 % 0.84 [ 0.75, 0.95 ]


Total events: 327 (Experimental), 389 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 36.00, df = 36 (P = 0.47); I2 =0%


Test for overall effect: Z = 2.81 (P = 0.0049)


Total (95% CI) 2218 1994 100.0 % 0.84 [ 0.75, 0.95 ]


Total events: 330 (Experimental), 391 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 36.02, df = 37 (P = 0.51); I2 =0.0%


Test for overall effect: Z = 2.83 (P = 0.0047)


Test for subgroup differences: Chi2 = 0.02, df = 1 (P = 0.90), I2 =0.0%
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Analysis 22.6. Comparison 22 Enteral - All cause mortality - maximum follow-up, Outcome 6 All-cause


mortality - participants characterised as ’at nutritional risk’ due to one of the following conditions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 22 Enteral - All cause mortality - maximum follow-up


Outcome: 6 All-cause mortality - participants characterised as ’at nutritional risk’ due to one of the following conditions


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Major surgery


Barlow 2011 3/64 0/57 0.2 % 6.25 [ 0.33, 118.38 ]


Bastow 1983a 5/39 4/35 0.9 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.6 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.5 % 0.50 [ 0.10, 2.53 ]


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Dong 1996 0/256 3/264 0.2 % 0.15 [ 0.01, 2.84 ]


Fletcher 1986b 0/9 0/4 Not estimable


Kaur 2005 3/50 4/50 0.7 % 0.75 [ 0.18, 3.18 ]


Malhotra 2004 12/98 16/97 2.9 % 0.74 [ 0.37, 1.49 ]


Page 2002 0/20 0/20 Not estimable


Pupelis 2000 1/11 5/18 0.3 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.3 % 0.14 [ 0.02, 1.09 ]


Singh 1998 4/21 4/22 0.9 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.3 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 0/11 1/15 0.1 % 0.44 [ 0.02, 9.98 ]


Von Meyenfeldt 1992b 4/50 1/25 0.3 % 2.00 [ 0.24, 16.97 ]


Wu 2007a 3/215 2/108 0.4 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Zheng 2001a 0/65 1/15 0.1 % 0.08 [ 0.00, 1.89 ]


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 1077 890 8.9 % 0.71 [ 0.48, 1.06 ]


Total events: 44 (Experimental), 59 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 13.55, df = 15 (P = 0.56); I2 =0.0%


Test for overall effect: Z = 1.68 (P = 0.094)


2 Stroke
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Dennis 2006 182/429 207/429 63.5 % 0.88 [ 0.76, 1.02 ]


Zheng 2015 5/75 13/71 1.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 1/60 7/60 0.3 % 0.14 [ 0.02, 1.13 ]


Zhu 2012b 8/32 7/16 2.1 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 596 576 67.4 % 0.57 [ 0.31, 1.05 ]


Total events: 196 (Experimental), 234 (Control)


Heterogeneity: Tau2 = 0.20; Chi2 = 7.06, df = 3 (P = 0.07); I2 =57%


Test for overall effect: Z = 1.81 (P = 0.071)


3 ICU participants including trauma


Chourdakis 2012 3/34 2/25 0.5 % 1.10 [ 0.20, 6.12 ]


Chuntrasakul 1996 1/21 3/17 0.3 % 0.27 [ 0.03, 2.37 ]


Eyer 1993 2/19 2/19 0.4 % 1.00 [ 0.16, 6.38 ]


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Nguyen 2012 4/14 4/14 1.0 % 1.00 [ 0.31, 3.23 ]


Peck 2004 4/14 5/13 1.2 % 0.74 [ 0.25, 2.18 ]


Sabin 1998 12/40 10/40 2.7 % 1.20 [ 0.59, 2.45 ]


Vicic 2013 5/52 10/49 1.4 % 0.47 [ 0.17, 1.28 ]


Subtotal (95% CI) 216 201 7.6 % 0.82 [ 0.54, 1.26 ]


Total events: 31 (Experimental), 38 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 4.41, df = 7 (P = 0.73); I2 =0.0%


Test for overall effect: Z = 0.89 (P = 0.37)


4 Frail elderly participants with less severe conditions known to increase protein requirements


Hartgrink 1998 7/55 0/53 0.2 % 14.46 [ 0.85, 247.12 ]


Sullivan 1998 0/8 5/10 0.2 % 0.11 [ 0.01, 1.75 ]


Subtotal (95% CI) 63 63 0.4 % 1.25 [ 0.01, 150.42 ]


Total events: 7 (Experimental), 5 (Control)


Heterogeneity: Tau2 = 9.90; Chi2 = 5.86, df = 1 (P = 0.02); I2 =83%


Test for overall effect: Z = 0.09 (P = 0.93)


5 Participants do not fall into one of the categories above


Bokhorst-de 2000 1/15 0/17 0.1 % 3.38 [ 0.15, 77.12 ]


Choudhry 1996 3/21 4/20 0.7 % 0.71 [ 0.18, 2.80 ]


Kearns 1992 5/16 4/15 1.1 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 3/12 2/10 0.6 % 1.25 [ 0.26, 6.07 ]


Maude 2011 9/27 6/29 1.7 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Moreno 2016 30/68 35/68 11.1 % 0.86 [ 0.60, 1.22 ]


Zhang 2013 1/50 3/50 0.3 % 0.33 [ 0.04, 3.10 ]


Subtotal (95% CI) 266 264 15.8 % 0.93 [ 0.69, 1.25 ]


Total events: 52 (Experimental), 55 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 4.01, df = 7 (P = 0.78); I2 =0.0%


Test for overall effect: Z = 0.47 (P = 0.64)


Total (95% CI) 2218 1994 100.0 % 0.84 [ 0.75, 0.95 ]


Total events: 330 (Experimental), 391 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 36.02, df = 37 (P = 0.51); I2 =0.0%


Test for overall effect: Z = 2.83 (P = 0.0047)


Test for subgroup differences: Chi2 = 2.55, df = 4 (P = 0.64), I2 =0.0%
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Analysis 22.7. Comparison 22 Enteral - All cause mortality - maximum follow-up, Outcome 7 All-cause


mortality - participants characterised as ’at nutritional risk’ due to one of the following criteria.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 22 Enteral - All cause mortality - maximum follow-up


Outcome: 7 All-cause mortality - participants characterised as ’at nutritional risk’ due to one of the following criteria


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 BMI less than 20.5 kg/m2


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Weight loss of at least 5% during the last three months


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 Weight loss of at least 10% during the last six months


Bokhorst-de 2000 1/15 0/17 0.1 % 3.38 [ 0.15, 77.12 ]


Subtotal (95% CI) 15 17 0.1 % 3.38 [ 0.15, 77.12 ]


Total events: 1 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.76 (P = 0.45)


4 Insufficient food intake during the last week (50% of requirements or less)


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Participants characterised as ’at nutritional risk’ by other means


Barlow 2011 3/64 0/57 0.2 % 6.25 [ 0.33, 118.38 ]


Bastow 1983a 5/39 4/35 0.9 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.6 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.5 % 0.50 [ 0.10, 2.53 ]


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Choudhry 1996 3/21 4/20 0.7 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 3/34 2/25 0.5 % 1.10 [ 0.20, 6.12 ]


Chuntrasakul 1996 1/21 3/17 0.3 % 0.27 [ 0.03, 2.37 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Dennis 2006 182/429 207/429 63.5 % 0.88 [ 0.76, 1.02 ]


Dong 1996 0/256 3/264 0.2 % 0.15 [ 0.01, 2.84 ]


Eyer 1993 2/19 2/19 0.4 % 1.00 [ 0.16, 6.38 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.2 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Kaur 2005 3/50 4/50 0.7 % 0.75 [ 0.18, 3.18 ]


Kearns 1992 5/16 4/15 1.1 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 3/12 2/10 0.6 % 1.25 [ 0.26, 6.07 ]


Malhotra 2004 12/98 16/97 2.9 % 0.74 [ 0.37, 1.49 ]


Maude 2011 9/27 6/29 1.7 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 30/68 35/68 11.1 % 0.86 [ 0.60, 1.22 ]


Nguyen 2012 4/14 4/14 1.0 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 0/20 Not estimable


Peck 2004 4/14 5/13 1.2 % 0.74 [ 0.25, 2.18 ]


Pupelis 2000 1/11 5/18 0.3 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.3 % 0.14 [ 0.02, 1.09 ]


Sabin 1998 12/40 10/40 2.7 % 1.20 [ 0.59, 2.45 ]


Singh 1998 4/21 4/22 0.9 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.3 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 0/11 1/15 0.1 % 0.44 [ 0.02, 9.98 ]


Sullivan 1998 0/8 5/10 0.2 % 0.11 [ 0.01, 1.75 ]


Vicic 2013 5/52 10/49 1.4 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.3 % 2.00 [ 0.24, 16.97 ]


Wu 2007a 3/215 2/108 0.4 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 1/50 3/50 0.3 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 1/15 0.1 % 0.08 [ 0.00, 1.89 ]


Zheng 2015 5/75 13/71 1.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 1/60 7/60 0.3 % 0.14 [ 0.02, 1.13 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 2.1 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 2203 1977 99.9 % 0.84 [ 0.75, 0.95 ]


Total events: 329 (Experimental), 391 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 35.29, df = 36 (P = 0.50); I2 =0.0%


Test for overall effect: Z = 2.86 (P = 0.0043)


Total (95% CI) 2218 1994 100.0 % 0.84 [ 0.75, 0.95 ]


Total events: 330 (Experimental), 391 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 36.02, df = 37 (P = 0.51); I2 =0.0%


Test for overall effect: Z = 2.83 (P = 0.0047)


Test for subgroup differences: Chi2 = 0.75, df = 1 (P = 0.38), I2 =0.0%
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Analysis 22.8. Comparison 22 Enteral - All cause mortality - maximum follow-up, Outcome 8 All-cause


mortality - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 22 Enteral - All cause mortality - maximum follow-up


Outcome: 8 All-cause mortality - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Biomarkers


Dong 1996 0/256 3/264 0.2 % 0.15 [ 0.01, 2.84 ]


Subtotal (95% CI) 256 264 0.2 % 0.15 [ 0.01, 2.84 ]


Total events: 0 (Experimental), 3 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.27 (P = 0.20)


2 Anthropometric measures


Bastow 1983a 5/39 4/35 0.9 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.6 % 0.37 [ 0.08, 1.71 ]


Subtotal (95% CI) 64 58 1.5 % 0.71 [ 0.24, 2.08 ]


Total events: 7 (Experimental), 9 (Control)


Heterogeneity: Tau2 = 0.12; Chi2 = 1.23, df = 1 (P = 0.27); I2 =19%


Test for overall effect: Z = 0.63 (P = 0.53)


3 Both anthropometrics and biomarkers


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Characterised by other means


Barlow 2011 3/64 0/57 0.2 % 6.25 [ 0.33, 118.38 ]


Beier-Holgersen 1999 2/30 4/30 0.5 % 0.50 [ 0.10, 2.53 ]


Bokhorst-de 2000 1/15 0/17 0.1 % 3.38 [ 0.15, 77.12 ]


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Choudhry 1996 3/21 4/20 0.7 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 3/34 2/25 0.5 % 1.10 [ 0.20, 6.12 ]


Chuntrasakul 1996 1/21 3/17 0.3 % 0.27 [ 0.03, 2.37 ]


Dennis 2006 182/429 207/429 63.5 % 0.88 [ 0.76, 1.02 ]


Eyer 1993 2/19 2/19 0.4 % 1.00 [ 0.16, 6.38 ]


Fletcher 1986b 0/9 0/4 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Hartgrink 1998 7/55 0/53 0.2 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Kaur 2005 3/50 4/50 0.7 % 0.75 [ 0.18, 3.18 ]


Kearns 1992 5/16 4/15 1.1 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 3/12 2/10 0.6 % 1.25 [ 0.26, 6.07 ]


Malhotra 2004 12/98 16/97 2.9 % 0.74 [ 0.37, 1.49 ]


Maude 2011 9/27 6/29 1.7 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 30/68 35/68 11.1 % 0.86 [ 0.60, 1.22 ]


Nguyen 2012 4/14 4/14 1.0 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 0/20 Not estimable


Peck 2004 4/14 5/13 1.2 % 0.74 [ 0.25, 2.18 ]


Pupelis 2000 1/11 5/18 0.3 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.3 % 0.14 [ 0.02, 1.09 ]


Sabin 1998 12/40 10/40 2.7 % 1.20 [ 0.59, 2.45 ]


Singh 1998 4/21 4/22 0.9 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.3 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 0/11 1/15 0.1 % 0.44 [ 0.02, 9.98 ]


Sullivan 1998 0/8 5/10 0.2 % 0.11 [ 0.01, 1.75 ]


Vicic 2013 5/52 10/49 1.4 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.3 % 2.00 [ 0.24, 16.97 ]


Wu 2007a 3/215 2/108 0.4 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 1/50 3/50 0.3 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 1/15 0.1 % 0.08 [ 0.00, 1.89 ]


Zheng 2015 5/75 13/71 1.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 1/60 7/60 0.3 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 2.1 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 1898 1672 98.3 % 0.85 [ 0.75, 0.96 ]


Total events: 323 (Experimental), 379 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 33.27, df = 34 (P = 0.50); I2 =0.0%
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Test for overall effect: Z = 2.72 (P = 0.0066)


Total (95% CI) 2218 1994 100.0 % 0.84 [ 0.75, 0.95 ]


Total events: 330 (Experimental), 391 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 36.02, df = 37 (P = 0.51); I2 =0.0%


Test for overall effect: Z = 2.83 (P = 0.0047)


Test for subgroup differences: Chi2 = 1.45, df = 2 (P = 0.49), I2 =0.0%
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Analysis 22.9. Comparison 22 Enteral - All cause mortality - maximum follow-up, Outcome 9 All-cause


mortality - randomisation year.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 22 Enteral - All cause mortality - maximum follow-up


Outcome: 9 All-cause mortality - randomisation year


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Before 1960


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 1960 to 1979


Sonnenfeld 1978 0/11 1/15 0.1 % 0.44 [ 0.02, 9.98 ]


Subtotal (95% CI) 11 15 0.1 % 0.44 [ 0.02, 9.98 ]


Total events: 0 (Experimental), 1 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.51 (P = 0.61)


3 1980 to 1999


Bastow 1983a 5/39 4/35 0.9 % 1.12 [ 0.33, 3.85 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Bastow 1983b 2/25 5/23 0.6 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.5 % 0.50 [ 0.10, 2.53 ]


Bokhorst-de 2000 1/15 0/17 0.1 % 3.38 [ 0.15, 77.12 ]


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Choudhry 1996 3/21 4/20 0.7 % 0.71 [ 0.18, 2.80 ]


Chuntrasakul 1996 1/21 3/17 0.3 % 0.27 [ 0.03, 2.37 ]


Dennis 2006 182/429 207/429 63.5 % 0.88 [ 0.76, 1.02 ]


Dong 1996 0/256 3/264 0.2 % 0.15 [ 0.01, 2.84 ]


Eyer 1993 2/19 2/19 0.4 % 1.00 [ 0.16, 6.38 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.2 % 14.46 [ 0.85, 247.12 ]


Kearns 1992 5/16 4/15 1.1 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 3/12 2/10 0.6 % 1.25 [ 0.26, 6.07 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Pupelis 2000 1/11 5/18 0.3 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.3 % 0.14 [ 0.02, 1.09 ]


Sabin 1998 12/40 10/40 2.7 % 1.20 [ 0.59, 2.45 ]


Singh 1998 4/21 4/22 0.9 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.3 % 4.00 [ 0.48, 33.33 ]


Sullivan 1998 0/8 5/10 0.2 % 0.11 [ 0.01, 1.75 ]


Von Meyenfeldt 1992b 4/50 1/25 0.3 % 2.00 [ 0.24, 16.97 ]


Zheng 2001a 0/65 1/15 0.1 % 0.08 [ 0.00, 1.89 ]


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 1292 1208 74.6 % 0.87 [ 0.69, 1.08 ]


Total events: 239 (Experimental), 274 (Control)


Heterogeneity: Tau2 = 0.02; Chi2 = 21.86, df = 21 (P = 0.41); I2 =4%


Test for overall effect: Z = 1.27 (P = 0.21)


4 After 1999


Barlow 2011 3/64 0/57 0.2 % 6.25 [ 0.33, 118.38 ]


Chourdakis 2012 3/34 2/25 0.5 % 1.10 [ 0.20, 6.12 ]


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Kaur 2005 3/50 4/50 0.7 % 0.75 [ 0.18, 3.18 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Malhotra 2004 12/98 16/97 2.9 % 0.74 [ 0.37, 1.49 ]


Maude 2011 9/27 6/29 1.7 % 1.61 [ 0.66, 3.92 ]


Moreno 2016 30/68 35/68 11.1 % 0.86 [ 0.60, 1.22 ]


Nguyen 2012 4/14 4/14 1.0 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 0/20 Not estimable


Peck 2004 4/14 5/13 1.2 % 0.74 [ 0.25, 2.18 ]


Vicic 2013 5/52 10/49 1.4 % 0.47 [ 0.17, 1.28 ]


Wu 2007a 3/215 2/108 0.4 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 1/50 3/50 0.3 % 0.33 [ 0.04, 3.10 ]


Zheng 2015 5/75 13/71 1.4 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 1/60 7/60 0.3 % 0.14 [ 0.02, 1.13 ]


Zhu 2012b 8/32 7/16 2.1 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 915 771 25.3 % 0.76 [ 0.60, 0.96 ]


Total events: 91 (Experimental), 116 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 12.97, df = 14 (P = 0.53); I2 =0.0%


Test for overall effect: Z = 2.28 (P = 0.022)


Total (95% CI) 2218 1994 100.0 % 0.84 [ 0.75, 0.95 ]


Total events: 330 (Experimental), 391 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 36.02, df = 37 (P = 0.51); I2 =0.0%


Test for overall effect: Z = 2.83 (P = 0.0047)


Test for subgroup differences: Chi2 = 0.75, df = 2 (P = 0.69), I2 =0.0%
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Analysis 22.10. Comparison 22 Enteral - All cause mortality - maximum follow-up, Outcome 10 All-cause


mortality - trials where the intervention lasts fewer than three days compared with trials where the


intervention lasts three days or more.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 22 Enteral - All cause mortality - maximum follow-up


Outcome: 10 All-cause mortality - trials where the intervention lasts fewer than three days compared with trials where the intervention lasts three days or more


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Three days or more


Barlow 2011 3/64 0/57 0.2 % 6.25 [ 0.33, 118.38 ]


Bastow 1983a 5/39 4/35 0.9 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.6 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 0.5 % 0.50 [ 0.10, 2.53 ]


Bokhorst-de 2000 1/15 0/17 0.1 % 3.38 [ 0.15, 77.12 ]


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Chuntrasakul 1996 1/21 3/17 0.3 % 0.27 [ 0.03, 2.37 ]


Dennis 2006 182/429 207/429 63.5 % 0.88 [ 0.76, 1.02 ]


Dong 1996 0/256 3/264 0.2 % 0.15 [ 0.01, 2.84 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.2 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Kaur 2005 3/50 4/50 0.7 % 0.75 [ 0.18, 3.18 ]


Kearns 1992 5/16 4/15 1.1 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 3/12 2/10 0.6 % 1.25 [ 0.26, 6.07 ]


Malhotra 2004 12/98 16/97 2.9 % 0.74 [ 0.37, 1.49 ]


Moreno 2016 30/68 35/68 11.1 % 0.86 [ 0.60, 1.22 ]


Nguyen 2012 4/14 4/14 1.0 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 0/20 Not estimable


Peck 2004 4/14 5/13 1.2 % 0.74 [ 0.25, 2.18 ]


Pupelis 2000 1/11 5/18 0.3 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.3 % 0.14 [ 0.02, 1.09 ]


Singh 1998 4/21 4/22 0.9 % 1.05 [ 0.30, 3.66 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Smith 1985 4/25 1/25 0.3 % 4.00 [ 0.48, 33.33 ]


Sullivan 1998 0/8 5/10 0.2 % 0.11 [ 0.01, 1.75 ]


Vicic 2013 5/52 10/49 1.4 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.3 % 2.00 [ 0.24, 16.97 ]


Wu 2007a 3/215 2/108 0.4 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 1/50 3/50 0.3 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 1/15 0.1 % 0.08 [ 0.00, 1.89 ]


Zheng 2015 5/75 13/71 1.4 % 0.36 [ 0.14, 0.97 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 2.1 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 1949 1731 93.3 % 0.82 [ 0.71, 0.94 ]


Total events: 300 (Experimental), 358 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 29.39, df = 29 (P = 0.44); I2 =1%


Test for overall effect: Z = 2.81 (P = 0.0049)


2 Less than three days


Choudhry 1996 3/21 4/20 0.7 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 3/34 2/25 0.5 % 1.10 [ 0.20, 6.12 ]


Eyer 1993 2/19 2/19 0.4 % 1.00 [ 0.16, 6.38 ]


Maude 2011 9/27 6/29 1.7 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Sabin 1998 12/40 10/40 2.7 % 1.20 [ 0.59, 2.45 ]


Sonnenfeld 1978 0/11 1/15 0.1 % 0.44 [ 0.02, 9.98 ]


Zhong 2014 1/60 7/60 0.3 % 0.14 [ 0.02, 1.13 ]


Subtotal (95% CI) 269 263 6.7 % 1.03 [ 0.66, 1.63 ]


Total events: 30 (Experimental), 33 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 6.05, df = 7 (P = 0.53); I2 =0.0%


Test for overall effect: Z = 0.14 (P = 0.89)


3 Unknown


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 2218 1994 100.0 % 0.84 [ 0.75, 0.95 ]


Total events: 330 (Experimental), 391 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 36.02, df = 37 (P = 0.51); I2 =0.0%
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Test for overall effect: Z = 2.83 (P = 0.0047)


Test for subgroup differences: Chi2 = 0.92, df = 1 (P = 0.34), I2 =0.0%
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Analysis 22.11. Comparison 22 Enteral - All cause mortality - maximum follow-up, Outcome 11 All-cause


mortality - ’best-worst case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 22 Enteral - All cause mortality - maximum follow-up


Outcome: 11 All-cause mortality - ’best-worst case’ scenario


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Barlow 2011 3/64 0/57 0.3 % 6.25 [ 0.33, 118.38 ]


Bastow 1983a 5/39 4/35 1.8 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 1.2 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 1.1 % 0.50 [ 0.10, 2.53 ]


Bokhorst-de 2000 1/15 0/17 0.3 % 3.38 [ 0.15, 77.12 ]


Carr 1996 0/14 1/14 0.3 % 0.33 [ 0.01, 7.55 ]


Choudhry 1996 3/21 4/20 1.5 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 3/34 2/25 1.0 % 1.10 [ 0.20, 6.12 ]


Chuntrasakul 1996 1/21 3/17 0.6 % 0.27 [ 0.03, 2.37 ]


Dennis 2006 182/429 208/430 30.3 % 0.88 [ 0.76, 1.02 ]


Dong 1996 0/256 3/264 0.3 % 0.15 [ 0.01, 2.84 ]


Eyer 1993 2/26 9/26 1.4 % 0.22 [ 0.05, 0.93 ]


Fletcher 1986b 0/9 0/4 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Hartgrink 1998 7/70 17/70 4.0 % 0.41 [ 0.18, 0.93 ]


Hill 2002 0/22 2/24 0.3 % 0.22 [ 0.01, 4.29 ]


Kaur 2005 3/50 4/50 1.4 % 0.75 [ 0.18, 3.18 ]


Kearns 1992 5/16 4/15 2.2 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 3/12 2/10 1.1 % 1.25 [ 0.26, 6.07 ]


Malhotra 2004 12/100 19/100 5.6 % 0.63 [ 0.32, 1.23 ]


Maude 2011 9/27 6/29 3.4 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.3 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 30/68 35/68 14.6 % 0.86 [ 0.60, 1.22 ]


Nguyen 2012 4/14 4/14 2.0 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 0/20 Not estimable


Peck 2004 4/16 8/16 2.8 % 0.50 [ 0.19, 1.33 ]


Pupelis 2000 1/11 5/18 0.7 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 0.7 % 0.14 [ 0.02, 1.09 ]


Sabin 1998 12/40 10/40 5.0 % 1.20 [ 0.59, 2.45 ]


Singh 1998 4/21 4/22 1.8 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.6 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 0/11 1/15 0.3 % 0.44 [ 0.02, 9.98 ]


Sullivan 1998 0/8 5/10 0.4 % 0.11 [ 0.01, 1.75 ]


Vicic 2013 5/52 10/49 2.7 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.6 % 2.00 [ 0.24, 16.97 ]


Wu 2007a 3/215 2/108 0.9 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 1/50 3/50 0.6 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 1/15 0.3 % 0.08 [ 0.00, 1.89 ]


Zheng 2015 5/75 13/71 2.8 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 1/60 7/60 0.7 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 3.9 % 0.57 [ 0.25, 1.29 ]


Total (95% CI) 2244 2025 100.0 % 0.75 [ 0.63, 0.89 ]


Total events: 330 (Experimental), 422 (Control)


Heterogeneity: Tau2 = 0.02; Chi2 = 40.35, df = 37 (P = 0.32); I2 =8%


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


1029Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Test for overall effect: Z = 3.35 (P = 0.00080)


Test for subgroup differences: Not applicable
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Analysis 22.12. Comparison 22 Enteral - All cause mortality - maximum follow-up, Outcome 12 All-cause


mortality - ’worst-best case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 22 Enteral - All cause mortality - maximum follow-up


Outcome: 12 All-cause mortality - ’worst-best case’ scenario


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Barlow 2011 3/64 0/57 0.5 % 6.25 [ 0.33, 118.38 ]


Bastow 1983a 5/39 4/35 2.5 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 1.6 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 1.5 % 0.50 [ 0.10, 2.53 ]


Bokhorst-de 2000 1/15 0/17 0.4 % 3.38 [ 0.15, 77.12 ]


Carr 1996 0/14 1/14 0.4 % 0.33 [ 0.01, 7.55 ]


Choudhry 1996 3/21 4/20 2.0 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 3/34 2/25 1.3 % 1.10 [ 0.20, 6.12 ]


Chuntrasakul 1996 1/21 3/17 0.9 % 0.27 [ 0.03, 2.37 ]


Dennis 2006 182/429 207/430 19.5 % 0.88 [ 0.76, 1.02 ]


Dong 1996 0/256 3/264 0.5 % 0.15 [ 0.01, 2.84 ]


Eyer 1993 9/26 2/26 1.9 % 4.50 [ 1.07, 18.85 ]


Fletcher 1986b 0/9 0/4 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Hartgrink 1998 22/70 0/70 0.5 % 45.00 [ 2.78, 727.58 ]


Hill 2002 0/22 2/24 0.5 % 0.22 [ 0.01, 4.29 ]


Kaur 2005 3/50 4/50 1.8 % 0.75 [ 0.18, 3.18 ]


Kearns 1992 5/16 4/15 3.0 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 3/12 2/10 1.6 % 1.25 [ 0.26, 6.07 ]


Malhotra 2004 14/100 16/100 6.7 % 0.88 [ 0.45, 1.70 ]


Maude 2011 9/27 6/29 4.3 % 1.61 [ 0.66, 3.92 ]


McCarter 1998 0/57 1/55 0.4 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 30/68 35/68 13.2 % 0.86 [ 0.60, 1.22 ]


Nguyen 2012 4/14 4/14 2.7 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 0/20 Not estimable


Peck 2004 6/16 5/16 3.8 % 1.20 [ 0.46, 3.15 ]


Pupelis 2000 1/11 5/18 1.0 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 1.0 % 0.14 [ 0.02, 1.09 ]


Sabin 1998 12/40 10/40 6.0 % 1.20 [ 0.59, 2.45 ]


Singh 1998 4/21 4/22 2.4 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.9 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 0/11 1/15 0.4 % 0.44 [ 0.02, 9.98 ]


Sullivan 1998 0/8 5/10 0.5 % 0.11 [ 0.01, 1.75 ]


Vicic 2013 5/52 10/49 3.5 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.9 % 2.00 [ 0.24, 16.97 ]


Wu 2007a 3/215 2/108 1.3 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 1/50 3/50 0.8 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 1/15 0.4 % 0.08 [ 0.00, 1.89 ]


Zheng 2015 5/75 13/71 3.7 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 1/60 7/60 0.9 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 4.9 % 0.57 [ 0.25, 1.29 ]


Total (95% CI) 2244 2025 100.0 % 0.84 [ 0.68, 1.03 ]


Total events: 356 (Experimental), 391 (Control)


Heterogeneity: Tau2 = 0.05; Chi2 = 45.36, df = 37 (P = 0.16); I2 =18%
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Test for overall effect: Z = 1.67 (P = 0.095)


Test for subgroup differences: Not applicable
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Analysis 22.13. Comparison 22 Enteral - All cause mortality - maximum follow-up, Outcome 13 All-cause


mortality co-interventions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 22 Enteral - All cause mortality - maximum follow-up


Outcome: 13 All-cause mortality co-interventions


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


1 received nutrition support as co-intervention


Bokhorst-de 2000 1/15 0/17 0.1 % 3.38 [ 0.15, 77.12 ]


Hill 2002 0/22 2/24 0.6 % 0.22 [ 0.01, 4.29 ]


Maude 2011 9/27 6/29 1.4 % 1.61 [ 0.66, 3.92 ]


Sabin 1998 12/40 10/40 2.5 % 1.20 [ 0.59, 2.45 ]


Zhu 2012b 8/32 7/16 2.3 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 136 126 7.0 % 1.03 [ 0.66, 1.60 ]


Total events: 30 (Experimental), 25 (Control)


Heterogeneity: Chi2 = 4.74, df = 4 (P = 0.32); I2 =16%


Test for overall effect: Z = 0.12 (P = 0.90)


2 did not receive nutrition support as co-intervention


Barlow 2011 3/64 0/57 0.1 % 6.25 [ 0.33, 118.38 ]


Bastow 1983a 5/39 4/35 1.1 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 1.3 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 2/30 4/30 1.0 % 0.50 [ 0.10, 2.53 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Carr 1996 0/14 1/14 0.4 % 0.33 [ 0.01, 7.55 ]


Chourdakis 2012 3/34 2/25 0.6 % 1.10 [ 0.20, 6.12 ]


Chuntrasakul 1996 1/21 3/17 0.8 % 0.27 [ 0.03, 2.37 ]


Dennis 2006 182/429 207/429 51.7 % 0.88 [ 0.76, 1.02 ]


Dong 1996 0/256 3/264 0.9 % 0.15 [ 0.01, 2.84 ]


Eyer 1993 2/19 2/19 0.5 % 1.00 [ 0.16, 6.38 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Kaur 2005 3/50 4/50 1.0 % 0.75 [ 0.18, 3.18 ]


Kearns 1992 5/16 4/15 1.0 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 3/12 2/10 0.5 % 1.25 [ 0.26, 6.07 ]


Malhotra 2004 12/98 16/97 4.0 % 0.74 [ 0.37, 1.49 ]


Moreno 2016 30/68 35/68 8.7 % 0.86 [ 0.60, 1.22 ]


Nguyen 2012 4/14 4/14 1.0 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 0/20 Not estimable


Peck 2004 4/14 5/13 1.3 % 0.74 [ 0.25, 2.18 ]


Pupelis 2000 1/11 5/18 0.9 % 0.33 [ 0.04, 2.45 ]


Pupelis 2001 1/30 7/30 1.7 % 0.14 [ 0.02, 1.09 ]


Singh 1998 4/21 4/22 1.0 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.2 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 0/11 1/15 0.3 % 0.44 [ 0.02, 9.98 ]


Sullivan 1998 0/8 5/10 1.2 % 0.11 [ 0.01, 1.75 ]


Vicic 2013 5/52 10/49 2.6 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.3 % 2.00 [ 0.24, 16.97 ]


Wu 2007a 3/215 2/108 0.7 % 0.75 [ 0.13, 4.44 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 1/50 3/50 0.7 % 0.33 [ 0.04, 3.10 ]


Zheng 2001a 0/65 1/15 0.6 % 0.08 [ 0.00, 1.89 ]


Zheng 2015 5/75 13/71 3.3 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 1/60 7/60 1.7 % 0.14 [ 0.02, 1.13 ]


Zhu 2002a 0/24 0/18 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Subtotal (95% CI) 2004 1793 91.6 % 0.81 [ 0.71, 0.91 ]


Total events: 297 (Experimental), 361 (Control)


Heterogeneity: Chi2 = 30.26, df = 30 (P = 0.45); I2 =1%


Test for overall effect: Z = 3.39 (P = 0.00070)


3 delayed versus early nutrition support


Choudhry 1996 3/21 4/20 1.0 % 0.71 [ 0.18, 2.80 ]


McCarter 1998 0/57 1/55 0.4 % 0.32 [ 0.01, 7.74 ]


Subtotal (95% CI) 78 75 1.4 % 0.61 [ 0.17, 2.12 ]


Total events: 3 (Experimental), 5 (Control)


Heterogeneity: Chi2 = 0.21, df = 1 (P = 0.65); I2 =0.0%


Test for overall effect: Z = 0.78 (P = 0.43)


Total (95% CI) 2218 1994 100.0 % 0.82 [ 0.73, 0.92 ]


Total events: 330 (Experimental), 391 (Control)


Heterogeneity: Chi2 = 36.02, df = 37 (P = 0.51); I2 =0.0%


Test for overall effect: Z = 3.28 (P = 0.0010)


Test for subgroup differences: Chi2 = 1.29, df = 2 (P = 0.52), I2 =0.0%
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Analysis 23.1. Comparison 23 Enteral - Serious adverse event end of intervention, Outcome 1 Serious


adverse events - overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 23 Enteral - Serious adverse event end of intervention


Outcome: 1 Serious adverse events - overall


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Bastow 1983a 5/39 4/35 1.3 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.8 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 2.1 % 0.86 [ 0.33, 2.25 ]


Bokhorst-de 2000 7/15 9/17 4.0 % 0.88 [ 0.44, 1.78 ]


Carr 1996 0/14 1/14 0.2 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.2 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.3 % 0.81 [ 0.05, 12.01 ]


Dennis 2006 142/429 147/430 55.7 % 0.97 [ 0.80, 1.17 ]


Dong 1996 0/256 6/264 0.2 % 0.08 [ 0.00, 1.40 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.2 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Kearns 1992 0/16 2/15 0.2 % 0.19 [ 0.01, 3.63 ]


Ledinghen 1997 5/12 1/10 0.5 % 4.17 [ 0.58, 30.06 ]


Malhotra 2004 27/98 31/97 10.5 % 0.86 [ 0.56, 1.33 ]


Maude 2011 8/27 7/29 2.6 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 11/68 14/68 3.9 % 0.79 [ 0.38, 1.61 ]


Nguyen 2012 4/14 4/14 1.4 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.2 % 0.33 [ 0.01, 7.72 ]


Pupelis 2000 2/11 5/18 0.9 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.5 % 0.14 [ 0.02, 1.09 ]


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


1035Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Sabin 1998 2/40 3/40 0.7 % 0.67 [ 0.12, 3.78 ]


Schroeder 1991 1/16 1/16 0.3 % 1.00 [ 0.07, 14.64 ]


Singh 1998 2/21 2/22 0.6 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.4 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 1/11 1/15 0.3 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 1/9 0.2 % 0.33 [ 0.02, 7.24 ]


Sullivan 1998 2/8 3/10 0.8 % 0.83 [ 0.18, 3.84 ]


Tong 2006a 0/45 2/18 0.2 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 2.0 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.4 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.4 % 0.38 [ 0.05, 3.26 ]


Wu 2007a 6/215 8/108 1.8 % 0.38 [ 0.13, 1.06 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 2/50 5/50 0.8 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 0/15 Not estimable


Zhong 2014 4/60 12/60 1.7 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 2.9 % 0.57 [ 0.25, 1.29 ]


Total (95% CI) 2084 1851 100.0 % 0.85 [ 0.74, 0.98 ]


Total events: 270 (Experimental), 317 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 34.37, df = 36 (P = 0.55); I2 =0.0%


Test for overall effect: Z = 2.21 (P = 0.027)


Test for subgroup differences: Not applicable


0.01 0.1 1 10 100


Favours nutrition support Favours control


1036Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Analysis 23.2. Comparison 23 Enteral - Serious adverse event end of intervention, Outcome 2 Serious


adverse events - bias.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 23 Enteral - Serious adverse event end of intervention


Outcome: 2 Serious adverse events - bias


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 High risk of bias


Bastow 1983a 5/39 4/35 1.3 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.8 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 2.1 % 0.86 [ 0.33, 2.25 ]


Bokhorst-de 2000 7/15 9/17 4.0 % 0.88 [ 0.44, 1.78 ]


Carr 1996 0/14 1/14 0.2 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.2 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.3 % 0.81 [ 0.05, 12.01 ]


Dennis 2006 142/429 147/430 55.7 % 0.97 [ 0.80, 1.17 ]


Dong 1996 0/256 6/264 0.2 % 0.08 [ 0.00, 1.40 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.2 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Kearns 1992 0/16 2/15 0.2 % 0.19 [ 0.01, 3.63 ]


Ledinghen 1997 5/12 1/10 0.5 % 4.17 [ 0.58, 30.06 ]


Malhotra 2004 27/98 31/97 10.5 % 0.86 [ 0.56, 1.33 ]


Maude 2011 8/27 7/29 2.6 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 11/68 14/68 3.9 % 0.79 [ 0.38, 1.61 ]


Nguyen 2012 4/14 4/14 1.4 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.2 % 0.33 [ 0.01, 7.72 ]


Pupelis 2000 2/11 5/18 0.9 % 0.65 [ 0.15, 2.81 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Pupelis 2001 1/30 7/30 0.5 % 0.14 [ 0.02, 1.09 ]


Sabin 1998 2/40 3/40 0.7 % 0.67 [ 0.12, 3.78 ]


Schroeder 1991 1/16 1/16 0.3 % 1.00 [ 0.07, 14.64 ]


Singh 1998 2/21 2/22 0.6 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.4 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 1/11 1/15 0.3 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 1/9 0.2 % 0.33 [ 0.02, 7.24 ]


Sullivan 1998 2/8 3/10 0.8 % 0.83 [ 0.18, 3.84 ]


Tong 2006a 0/45 2/18 0.2 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 2.0 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.4 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.4 % 0.38 [ 0.05, 3.26 ]


Wu 2007a 6/215 8/108 1.8 % 0.38 [ 0.13, 1.06 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 2/50 5/50 0.8 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 0/15 Not estimable


Zhong 2014 4/60 12/60 1.7 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 2.9 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 2084 1851 100.0 % 0.85 [ 0.74, 0.98 ]


Total events: 270 (Experimental), 317 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 34.37, df = 36 (P = 0.55); I2 =0.0%


Test for overall effect: Z = 2.21 (P = 0.027)


2 Low risk of bias


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 2084 1851 100.0 % 0.85 [ 0.74, 0.98 ]


Total events: 270 (Experimental), 317 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 34.37, df = 36 (P = 0.55); I2 =0.0%


Test for overall effect: Z = 2.21 (P = 0.027)


Test for subgroup differences: Not applicable
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Analysis 23.3. Comparison 23 Enteral - Serious adverse event end of intervention, Outcome 3 Serious


adverse events - by medical specialty.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 23 Enteral - Serious adverse event end of intervention


Outcome: 3 Serious adverse events - by medical specialty


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Cardiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Medical gastroenterology and hepatology


Kearns 1992 0/16 2/15 0.2 % 0.19 [ 0.01, 3.63 ]


Ledinghen 1997 5/12 1/10 0.5 % 4.17 [ 0.58, 30.06 ]


Moreno 2016 11/68 14/68 3.9 % 0.79 [ 0.38, 1.61 ]


Zhang 2013 2/50 5/50 0.8 % 0.40 [ 0.08, 1.97 ]


Subtotal (95% CI) 146 143 5.4 % 0.79 [ 0.32, 1.96 ]


Total events: 18 (Experimental), 22 (Control)


Heterogeneity: Tau2 = 0.28; Chi2 = 4.33, df = 3 (P = 0.23); I2 =31%


Test for overall effect: Z = 0.51 (P = 0.61)


3 High risk


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Geriatrics


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Pulmonary disease


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


6 Endocrinology


Subtotal (95% CI) 0 0 Not estimable
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


7 Infectious diseases


Maude 2011 8/27 7/29 2.6 % 1.23 [ 0.52, 2.93 ]


Subtotal (95% CI) 27 29 2.6 % 1.23 [ 0.52, 2.93 ]


Total events: 8 (Experimental), 7 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.46 (P = 0.64)


8 Rheumatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


9 Haematology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


10 Nephrology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


11 Gastroenterologic surgery


Beier-Holgersen 1999 6/30 7/30 2.1 % 0.86 [ 0.33, 2.25 ]


Chen 1995a 0/8 1/8 0.2 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Malhotra 2004 27/98 31/97 10.5 % 0.86 [ 0.56, 1.33 ]


Page 2002 0/20 1/20 0.2 % 0.33 [ 0.01, 7.72 ]


Pupelis 2000 2/11 5/18 0.9 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.5 % 0.14 [ 0.02, 1.09 ]


Schroeder 1991 1/16 1/16 0.3 % 1.00 [ 0.07, 14.64 ]


Singh 1998 2/21 2/22 0.6 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.4 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 1/11 1/15 0.3 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 1/9 0.2 % 0.33 [ 0.02, 7.24 ]


Tong 2006a 0/45 2/18 0.2 % 0.08 [ 0.00, 1.64 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Von Meyenfeldt 1992b 4/50 1/25 0.4 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.4 % 0.38 [ 0.05, 3.26 ]


Wu 2007a 6/215 8/108 1.8 % 0.38 [ 0.13, 1.06 ]


Xu 2003 0/20 0/20 Not estimable


Zheng 2001a 0/65 0/15 Not estimable


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 721 514 19.1 % 0.75 [ 0.54, 1.03 ]


Total events: 55 (Experimental), 72 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 11.69, df = 14 (P = 0.63); I2 =0.0%


Test for overall effect: Z = 1.80 (P = 0.072)


12 Trauma surgery


Chen 2006 0/21 0/20 Not estimable


Chuntrasakul 1996 1/21 1/17 0.3 % 0.81 [ 0.05, 12.01 ]


Vicic 2013 5/52 10/49 2.0 % 0.47 [ 0.17, 1.28 ]


Subtotal (95% CI) 94 86 2.2 % 0.50 [ 0.20, 1.28 ]


Total events: 6 (Experimental), 11 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.14, df = 1 (P = 0.71); I2 =0.0%


Test for overall effect: Z = 1.44 (P = 0.15)


13 Ortopaedics


Bastow 1983a 5/39 4/35 1.3 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.8 % 0.37 [ 0.08, 1.71 ]


Hartgrink 1998 7/55 0/53 0.2 % 14.46 [ 0.85, 247.12 ]


Sullivan 1998 2/8 3/10 0.8 % 0.83 [ 0.18, 3.84 ]


Subtotal (95% CI) 127 121 3.2 % 1.05 [ 0.34, 3.26 ]


Total events: 16 (Experimental), 12 (Control)


Heterogeneity: Tau2 = 0.62; Chi2 = 5.70, df = 3 (P = 0.13); I2 =47%


Test for overall effect: Z = 0.08 (P = 0.94)


14 Plastic, reconstructive, and aesthetic surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


15 Vascular surgery


Fletcher 1986b 0/9 0/4 Not estimable


Subtotal (95% CI) 9 4 Not estimable


Total events: 0 (Experimental), 0 (Control)
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Heterogeneity: not applicable


Test for overall effect: not applicable


16 Transplant surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


17 Urology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


18 Thoracic surgery


Carr 1996 0/14 1/14 0.2 % 0.33 [ 0.01, 7.55 ]


Dong 1996 0/256 6/264 0.2 % 0.08 [ 0.00, 1.40 ]


Subtotal (95% CI) 270 278 0.4 % 0.15 [ 0.02, 1.27 ]


Total events: 0 (Experimental), 7 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.47, df = 1 (P = 0.49); I2 =0.0%


Test for overall effect: Z = 1.74 (P = 0.082)


19 Neurological surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


20 Oro-maxillo-facial surgery


Bokhorst-de 2000 7/15 9/17 4.0 % 0.88 [ 0.44, 1.78 ]


Subtotal (95% CI) 15 17 4.0 % 0.88 [ 0.44, 1.78 ]


Total events: 7 (Experimental), 9 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.35 (P = 0.72)


21 Anaesthesiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


22 Emergency medicine


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Nguyen 2012 4/14 4/14 1.4 % 1.00 [ 0.31, 3.23 ]


Sabin 1998 2/40 3/40 0.7 % 0.67 [ 0.12, 3.78 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Subtotal (95% CI) 76 78 2.3 % 0.77 [ 0.31, 1.94 ]


Total events: 6 (Experimental), 9 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.96, df = 2 (P = 0.62); I2 =0.0%


Test for overall effect: Z = 0.55 (P = 0.58)


23 Psychiatry


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


24 Neurology


Dennis 2006 142/429 147/430 55.7 % 0.97 [ 0.80, 1.17 ]


Zhong 2014 4/60 12/60 1.7 % 0.33 [ 0.11, 0.98 ]


Zhu 2012b 8/32 7/16 2.9 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 521 506 60.4 % 0.67 [ 0.37, 1.24 ]


Total events: 154 (Experimental), 166 (Control)


Heterogeneity: Tau2 = 0.18; Chi2 = 5.05, df = 2 (P = 0.08); I2 =60%


Test for overall effect: Z = 1.27 (P = 0.21)


25 Oncology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


26 Dermatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


27 Gynaecology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


28 Mixed


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Subtotal (95% CI) 78 75 0.4 % 0.32 [ 0.03, 2.99 ]


Total events: 0 (Experimental), 2 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.00, df = 1 (P = 1.00); I2 =0.0%


Test for overall effect: Z = 1.00 (P = 0.32)
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total (95% CI) 2084 1851 100.0 % 0.85 [ 0.74, 0.98 ]


Total events: 270 (Experimental), 317 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 34.37, df = 36 (P = 0.55); I2 =0.0%


Test for overall effect: Z = 2.21 (P = 0.027)


Test for subgroup differences: Chi2 = 5.33, df = 9 (P = 0.80), I2 =0.0%
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Analysis 23.4. Comparison 23 Enteral - Serious adverse event end of intervention, Outcome 4 Serious


adverse events - based on adequacy of the amount of calories.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 23 Enteral - Serious adverse event end of intervention


Outcome: 4 Serious adverse events - based on adequacy of the amount of calories


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Clearly adequate in intervention and clearly inadequate in control


Chen 2000a 0/10 0/5 Not estimable


Chuntrasakul 1996 1/21 1/17 0.3 % 0.81 [ 0.05, 12.01 ]


Ledinghen 1997 5/12 1/10 0.5 % 4.17 [ 0.58, 30.06 ]


Malhotra 2004 27/98 31/97 10.5 % 0.86 [ 0.56, 1.33 ]


Page 2002 0/20 1/20 0.2 % 0.33 [ 0.01, 7.72 ]


Soop 2004 0/9 1/9 0.2 % 0.33 [ 0.02, 7.24 ]


Sullivan 1998 2/8 3/10 0.8 % 0.83 [ 0.18, 3.84 ]


Wu 2007a 6/215 8/108 1.8 % 0.38 [ 0.13, 1.06 ]


Zhang 2013 2/50 5/50 0.8 % 0.40 [ 0.08, 1.97 ]


Subtotal (95% CI) 443 326 15.1 % 0.77 [ 0.54, 1.10 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 43 (Experimental), 51 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 6.13, df = 7 (P = 0.53); I2 =0.0%


Test for overall effect: Z = 1.44 (P = 0.15)


2 Inadequate in the experimental or adequate in the control


Bastow 1983a 5/39 4/35 1.3 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.8 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 2.1 % 0.86 [ 0.33, 2.25 ]


Bokhorst-de 2000 7/15 9/17 4.0 % 0.88 [ 0.44, 1.78 ]


Carr 1996 0/14 1/14 0.2 % 0.33 [ 0.01, 7.55 ]


Hartgrink 1998 7/55 0/53 0.2 % 14.46 [ 0.85, 247.12 ]


Pupelis 2000 2/11 5/18 0.9 % 0.65 [ 0.15, 2.81 ]


Schroeder 1991 1/16 1/16 0.3 % 1.00 [ 0.07, 14.64 ]


Subtotal (95% CI) 205 206 9.9 % 0.86 [ 0.55, 1.35 ]


Total events: 30 (Experimental), 32 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 6.04, df = 7 (P = 0.54); I2 =0.0%


Test for overall effect: Z = 0.65 (P = 0.51)


3 Experimental group is overfed


Chen 2006 0/21 0/20 Not estimable


Kearns 1992 0/16 2/15 0.2 % 0.19 [ 0.01, 3.63 ]


Singh 1998 2/21 2/22 0.6 % 1.05 [ 0.16, 6.77 ]


Subtotal (95% CI) 58 57 0.8 % 0.64 [ 0.13, 3.12 ]


Total events: 2 (Experimental), 4 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.96, df = 1 (P = 0.33); I2 =0.0%


Test for overall effect: Z = 0.55 (P = 0.58)


4 Unclear intake in control or experimental


Chen 1995a 0/8 1/8 0.2 % 0.33 [ 0.02, 7.14 ]


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]


Dennis 2006 142/429 147/430 55.7 % 0.97 [ 0.80, 1.17 ]


Dong 1996 0/256 6/264 0.2 % 0.08 [ 0.00, 1.40 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Maude 2011 8/27 7/29 2.6 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 11/68 14/68 3.9 % 0.79 [ 0.38, 1.61 ]


Nguyen 2012 4/14 4/14 1.4 % 1.00 [ 0.31, 3.23 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Pupelis 2001 1/30 7/30 0.5 % 0.14 [ 0.02, 1.09 ]


Sabin 1998 2/40 3/40 0.7 % 0.67 [ 0.12, 3.78 ]


Smith 1985 4/25 1/25 0.4 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 1/11 1/15 0.3 % 1.36 [ 0.10, 19.50 ]


Tong 2006a 0/45 2/18 0.2 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 2.0 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.4 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.4 % 0.38 [ 0.05, 3.26 ]


Xu 2003 0/20 0/20 Not estimable


Zheng 2001a 0/65 0/15 Not estimable


Zhong 2014 4/60 12/60 1.7 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 2.9 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 1378 1262 74.2 % 0.73 [ 0.55, 0.98 ]


Total events: 195 (Experimental), 230 (Control)


Heterogeneity: Tau2 = 0.06; Chi2 = 21.43, df = 18 (P = 0.26); I2 =16%


Test for overall effect: Z = 2.11 (P = 0.035)


Total (95% CI) 2084 1851 100.0 % 0.85 [ 0.74, 0.98 ]


Total events: 270 (Experimental), 317 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 34.37, df = 36 (P = 0.55); I2 =0.0%


Test for overall effect: Z = 2.21 (P = 0.027)


Test for subgroup differences: Chi2 = 0.41, df = 3 (P = 0.94), I2 =0.0%
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Analysis 23.5. Comparison 23 Enteral - Serious adverse event end of intervention, Outcome 5 Serious


adverse events - different screening tools.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 23 Enteral - Serious adverse event end of intervention


Outcome: 5 Serious adverse events - different screening tools


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 NRS 2002


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 MUST


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 MNA


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 SGA


Wu 2007a 6/215 8/108 1.8 % 0.38 [ 0.13, 1.06 ]


Subtotal (95% CI) 215 108 1.8 % 0.38 [ 0.13, 1.06 ]


Total events: 6 (Experimental), 8 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.85 (P = 0.064)


5 Other means


Bastow 1983a 5/39 4/35 1.3 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.8 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 2.1 % 0.86 [ 0.33, 2.25 ]


Bokhorst-de 2000 7/15 9/17 4.0 % 0.88 [ 0.44, 1.78 ]


Carr 1996 0/14 1/14 0.2 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.2 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2006 0/21 0/20 Not estimable
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.3 % 0.81 [ 0.05, 12.01 ]


Dennis 2006 142/429 147/430 55.7 % 0.97 [ 0.80, 1.17 ]


Dong 1996 0/256 6/264 0.2 % 0.08 [ 0.00, 1.40 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.2 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Kearns 1992 0/16 2/15 0.2 % 0.19 [ 0.01, 3.63 ]


Ledinghen 1997 5/12 1/10 0.5 % 4.17 [ 0.58, 30.06 ]


Malhotra 2004 27/98 31/97 10.5 % 0.86 [ 0.56, 1.33 ]


Maude 2011 8/27 7/29 2.6 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 11/68 14/68 3.9 % 0.79 [ 0.38, 1.61 ]


Nguyen 2012 4/14 4/14 1.4 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.2 % 0.33 [ 0.01, 7.72 ]


Pupelis 2000 2/11 5/18 0.9 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.5 % 0.14 [ 0.02, 1.09 ]


Sabin 1998 2/40 3/40 0.7 % 0.67 [ 0.12, 3.78 ]


Schroeder 1991 1/16 1/16 0.3 % 1.00 [ 0.07, 14.64 ]


Singh 1998 2/21 2/22 0.6 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.4 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 1/11 1/15 0.3 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 1/9 0.2 % 0.33 [ 0.02, 7.24 ]


Sullivan 1998 2/8 3/10 0.8 % 0.83 [ 0.18, 3.84 ]


Tong 2006a 0/45 2/18 0.2 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 2.0 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.4 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.4 % 0.38 [ 0.05, 3.26 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 2/50 5/50 0.8 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 0/15 Not estimable
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zhong 2014 4/60 12/60 1.7 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 2.9 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 1869 1743 98.2 % 0.87 [ 0.75, 1.00 ]


Total events: 264 (Experimental), 309 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 31.88, df = 35 (P = 0.62); I2 =0.0%


Test for overall effect: Z = 1.97 (P = 0.048)


Total (95% CI) 2084 1851 100.0 % 0.85 [ 0.74, 0.98 ]


Total events: 270 (Experimental), 317 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 34.37, df = 36 (P = 0.55); I2 =0.0%


Test for overall effect: Z = 2.21 (P = 0.027)


Test for subgroup differences: Chi2 = 2.46, df = 1 (P = 0.12), I2 =59%
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Analysis 23.6. Comparison 23 Enteral - Serious adverse event end of intervention, Outcome 6 Serious


adverse events - participants characterised as ’at nutritional risk’ due to one of the following conditions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 23 Enteral - Serious adverse event end of intervention


Outcome: 6 Serious adverse events - participants characterised as ’at nutritional risk’ due to one of the following conditions


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Major surgery


Bastow 1983a 5/39 4/35 1.3 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.8 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 2.1 % 0.86 [ 0.33, 2.25 ]


Carr 1996 0/14 1/14 0.2 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.2 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Dong 1996 0/256 6/264 0.2 % 0.08 [ 0.00, 1.40 ]


Fletcher 1986b 0/9 0/4 Not estimable


Malhotra 2004 27/98 31/97 10.5 % 0.86 [ 0.56, 1.33 ]


Page 2002 0/20 1/20 0.2 % 0.33 [ 0.01, 7.72 ]


Pupelis 2000 2/11 5/18 0.9 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.5 % 0.14 [ 0.02, 1.09 ]


Schroeder 1991 1/16 1/16 0.3 % 1.00 [ 0.07, 14.64 ]


Singh 1998 2/21 2/22 0.6 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.4 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 1/11 1/15 0.3 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 1/9 0.2 % 0.33 [ 0.02, 7.24 ]


Tong 2006a 0/45 2/18 0.2 % 0.08 [ 0.00, 1.64 ]


Von Meyenfeldt 1992b 4/50 1/25 0.4 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.4 % 0.38 [ 0.05, 3.26 ]


Wu 2007a 6/215 8/108 1.8 % 0.38 [ 0.13, 1.06 ]


Xu 2003 0/20 0/20 Not estimable


Zheng 2001a 0/65 0/15 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 1064 854 21.7 % 0.72 [ 0.53, 0.97 ]


Total events: 62 (Experimental), 88 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 15.70, df = 18 (P = 0.61); I2 =0.0%


Test for overall effect: Z = 2.14 (P = 0.032)


2 Stroke


Dennis 2006 142/429 147/430 55.7 % 0.97 [ 0.80, 1.17 ]


Zhong 2014 4/60 12/60 1.7 % 0.33 [ 0.11, 0.98 ]


Zhu 2012b 8/32 7/16 2.9 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 521 506 60.4 % 0.67 [ 0.37, 1.24 ]


Total events: 154 (Experimental), 166 (Control)


Heterogeneity: Tau2 = 0.18; Chi2 = 5.05, df = 2 (P = 0.08); I2 =60%


Test for overall effect: Z = 1.27 (P = 0.21)


3 ICU participants including trauma


Chen 2006 0/21 0/20 Not estimable


Chuntrasakul 1996 1/21 1/17 0.3 % 0.81 [ 0.05, 12.01 ]


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Nguyen 2012 4/14 4/14 1.4 % 1.00 [ 0.31, 3.23 ]


Sabin 1998 2/40 3/40 0.7 % 0.67 [ 0.12, 3.78 ]


Vicic 2013 5/52 10/49 2.0 % 0.47 [ 0.17, 1.28 ]


Subtotal (95% CI) 170 164 4.5 % 0.62 [ 0.32, 1.21 ]


Total events: 12 (Experimental), 20 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.48, df = 4 (P = 0.83); I2 =0.0%


Test for overall effect: Z = 1.40 (P = 0.16)


4 Frail elderly participants with less severe conditions known to increase protein requirements


Hartgrink 1998 7/55 0/53 0.2 % 14.46 [ 0.85, 247.12 ]


Sullivan 1998 2/8 3/10 0.8 % 0.83 [ 0.18, 3.84 ]


Subtotal (95% CI) 63 63 1.1 % 2.84 [ 0.12, 66.14 ]


Total events: 9 (Experimental), 3 (Control)


Heterogeneity: Tau2 = 3.91; Chi2 = 3.89, df = 1 (P = 0.05); I2 =74%


Test for overall effect: Z = 0.65 (P = 0.52)


5 Participants do not fall into one of the categories above


Bokhorst-de 2000 7/15 9/17 4.0 % 0.88 [ 0.44, 1.78 ]


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]


Kearns 1992 0/16 2/15 0.2 % 0.19 [ 0.01, 3.63 ]


Ledinghen 1997 5/12 1/10 0.5 % 4.17 [ 0.58, 30.06 ]


Maude 2011 8/27 7/29 2.6 % 1.23 [ 0.52, 2.93 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 11/68 14/68 3.9 % 0.79 [ 0.38, 1.61 ]


Zhang 2013 2/50 5/50 0.8 % 0.40 [ 0.08, 1.97 ]


Subtotal (95% CI) 266 264 12.3 % 0.87 [ 0.58, 1.30 ]


Total events: 33 (Experimental), 40 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 5.82, df = 7 (P = 0.56); I2 =0.0%


Test for overall effect: Z = 0.68 (P = 0.50)


Total (95% CI) 2084 1851 100.0 % 0.85 [ 0.74, 0.98 ]


Total events: 270 (Experimental), 317 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 34.37, df = 36 (P = 0.55); I2 =0.0%


Test for overall effect: Z = 2.21 (P = 0.027)


Test for subgroup differences: Chi2 = 1.71, df = 4 (P = 0.79), I2 =0.0%
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Analysis 23.7. Comparison 23 Enteral - Serious adverse event end of intervention, Outcome 7 Serious


adverse events - participants characterised as ’at nutritional risk’ due to one of the following criteria.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 23 Enteral - Serious adverse event end of intervention


Outcome: 7 Serious adverse events - participants characterised as ’at nutritional risk’ due to one of the following criteria


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 BMI less than 20.5 kg/m2


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Weight loss of at least 5% during the last three months


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 Weight loss of at least 10% during the last six months


Bokhorst-de 2000 7/15 9/17 4.0 % 0.88 [ 0.44, 1.78 ]


Subtotal (95% CI) 15 17 4.0 % 0.88 [ 0.44, 1.78 ]


Total events: 7 (Experimental), 9 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.35 (P = 0.72)


4 Insufficient food intake during the last week (50% of requirements or less)


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Participants characterised as ’at nutritional risk’ by other means


Bastow 1983a 5/39 4/35 1.3 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.8 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 2.1 % 0.86 [ 0.33, 2.25 ]


Carr 1996 0/14 1/14 0.2 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.2 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


1053Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Chuntrasakul 1996 1/21 1/17 0.3 % 0.81 [ 0.05, 12.01 ]


Dennis 2006 142/429 147/430 55.7 % 0.97 [ 0.80, 1.17 ]


Dong 1996 0/256 6/264 0.2 % 0.08 [ 0.00, 1.40 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.2 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Kearns 1992 0/16 2/15 0.2 % 0.19 [ 0.01, 3.63 ]


Ledinghen 1997 5/12 1/10 0.5 % 4.17 [ 0.58, 30.06 ]


Malhotra 2004 27/98 31/97 10.5 % 0.86 [ 0.56, 1.33 ]


Maude 2011 8/27 7/29 2.6 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 11/68 14/68 3.9 % 0.79 [ 0.38, 1.61 ]


Nguyen 2012 4/14 4/14 1.4 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.2 % 0.33 [ 0.01, 7.72 ]


Pupelis 2000 2/11 5/18 0.9 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.5 % 0.14 [ 0.02, 1.09 ]


Sabin 1998 2/40 3/40 0.7 % 0.67 [ 0.12, 3.78 ]


Schroeder 1991 1/16 1/16 0.3 % 1.00 [ 0.07, 14.64 ]


Singh 1998 2/21 2/22 0.6 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.4 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 1/11 1/15 0.3 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 1/9 0.2 % 0.33 [ 0.02, 7.24 ]


Sullivan 1998 2/8 3/10 0.8 % 0.83 [ 0.18, 3.84 ]


Tong 2006a 0/45 2/18 0.2 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 2.0 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.4 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.4 % 0.38 [ 0.05, 3.26 ]


Wu 2007a 6/215 8/108 1.8 % 0.38 [ 0.13, 1.06 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 2/50 5/50 0.8 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 0/15 Not estimable
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zhong 2014 4/60 12/60 1.7 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 2.9 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 2069 1834 96.0 % 0.85 [ 0.74, 0.98 ]


Total events: 263 (Experimental), 308 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 34.36, df = 35 (P = 0.50); I2 =0.0%


Test for overall effect: Z = 2.18 (P = 0.029)


Total (95% CI) 2084 1851 100.0 % 0.85 [ 0.74, 0.98 ]


Total events: 270 (Experimental), 317 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 34.37, df = 36 (P = 0.55); I2 =0.0%


Test for overall effect: Z = 2.21 (P = 0.027)


Test for subgroup differences: Chi2 = 0.01, df = 1 (P = 0.93), I2 =0.0%
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Analysis 23.8. Comparison 23 Enteral - Serious adverse event end of intervention, Outcome 8 Serious


adverse events - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 23 Enteral - Serious adverse event end of intervention


Outcome: 8 Serious adverse events - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Biomarkers


Chen 1995a 0/8 1/8 0.2 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Dong 1996 0/256 6/264 0.2 % 0.08 [ 0.00, 1.40 ]


Subtotal (95% CI) 274 277 0.4 % 0.16 [ 0.02, 1.26 ]


Total events: 0 (Experimental), 7 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.48, df = 1 (P = 0.49); I2 =0.0%


Test for overall effect: Z = 1.74 (P = 0.081)


2 Anthropometric measures


Bastow 1983a 5/39 4/35 1.3 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.8 % 0.37 [ 0.08, 1.71 ]


Subtotal (95% CI) 64 58 2.1 % 0.71 [ 0.24, 2.08 ]


Total events: 7 (Experimental), 9 (Control)


Heterogeneity: Tau2 = 0.12; Chi2 = 1.23, df = 1 (P = 0.27); I2 =19%


Test for overall effect: Z = 0.63 (P = 0.53)


3 Mixed


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Characterised by other means


Beier-Holgersen 1999 6/30 7/30 2.1 % 0.86 [ 0.33, 2.25 ]


Bokhorst-de 2000 7/15 9/17 4.0 % 0.88 [ 0.44, 1.78 ]


Carr 1996 0/14 1/14 0.2 % 0.33 [ 0.01, 7.55 ]


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.3 % 0.81 [ 0.05, 12.01 ]


Dennis 2006 142/429 147/430 55.7 % 0.97 [ 0.80, 1.17 ]


Fletcher 1986b 0/9 0/4 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Hartgrink 1998 7/55 0/53 0.2 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Kearns 1992 0/16 2/15 0.2 % 0.19 [ 0.01, 3.63 ]


Ledinghen 1997 5/12 1/10 0.5 % 4.17 [ 0.58, 30.06 ]


Malhotra 2004 27/98 31/97 10.5 % 0.86 [ 0.56, 1.33 ]


Maude 2011 8/27 7/29 2.6 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 11/68 14/68 3.9 % 0.79 [ 0.38, 1.61 ]


Nguyen 2012 4/14 4/14 1.4 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.2 % 0.33 [ 0.01, 7.72 ]


Pupelis 2000 2/11 5/18 0.9 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.5 % 0.14 [ 0.02, 1.09 ]


Sabin 1998 2/40 3/40 0.7 % 0.67 [ 0.12, 3.78 ]


Schroeder 1991 1/16 1/16 0.3 % 1.00 [ 0.07, 14.64 ]


Singh 1998 2/21 2/22 0.6 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.4 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 1/11 1/15 0.3 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 1/9 0.2 % 0.33 [ 0.02, 7.24 ]


Sullivan 1998 2/8 3/10 0.8 % 0.83 [ 0.18, 3.84 ]


Tong 2006a 0/45 2/18 0.2 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 2.0 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.4 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.4 % 0.38 [ 0.05, 3.26 ]


Wu 2007a 6/215 8/108 1.8 % 0.38 [ 0.13, 1.06 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 2/50 5/50 0.8 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 0/15 Not estimable


Zhong 2014 4/60 12/60 1.7 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 2.9 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 1746 1516 97.4 % 0.86 [ 0.75, 1.00 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 263 (Experimental), 301 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 29.86, df = 32 (P = 0.58); I2 =0.0%


Test for overall effect: Z = 2.02 (P = 0.043)


Total (95% CI) 2084 1851 100.0 % 0.85 [ 0.74, 0.98 ]


Total events: 270 (Experimental), 317 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 34.37, df = 36 (P = 0.55); I2 =0.0%


Test for overall effect: Z = 2.21 (P = 0.027)


Test for subgroup differences: Chi2 = 2.68, df = 2 (P = 0.26), I2 =25%
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Analysis 23.9. Comparison 23 Enteral - Serious adverse event end of intervention, Outcome 9 Serious


adverse events - randomisation year.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 23 Enteral - Serious adverse event end of intervention


Outcome: 9 Serious adverse events - randomisation year


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Before 1960


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 1960 to 1979


Sonnenfeld 1978 1/11 1/15 0.3 % 1.36 [ 0.10, 19.50 ]


Subtotal (95% CI) 11 15 0.3 % 1.36 [ 0.10, 19.50 ]


Total events: 1 (Experimental), 1 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.23 (P = 0.82)


3 1980 to 1999
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Bastow 1983a 5/39 4/35 1.3 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.8 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 2.1 % 0.86 [ 0.33, 2.25 ]


Bokhorst-de 2000 7/15 9/17 4.0 % 0.88 [ 0.44, 1.78 ]


Carr 1996 0/14 1/14 0.2 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.2 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.3 % 0.81 [ 0.05, 12.01 ]


Dennis 2006 142/429 147/430 55.7 % 0.97 [ 0.80, 1.17 ]


Dong 1996 0/256 6/264 0.2 % 0.08 [ 0.00, 1.40 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.2 % 14.46 [ 0.85, 247.12 ]


Kearns 1992 0/16 2/15 0.2 % 0.19 [ 0.01, 3.63 ]


Ledinghen 1997 5/12 1/10 0.5 % 4.17 [ 0.58, 30.06 ]


Malhotra 2004 27/98 31/97 10.5 % 0.86 [ 0.56, 1.33 ]


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Pupelis 2000 2/11 5/18 0.9 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.5 % 0.14 [ 0.02, 1.09 ]


Sabin 1998 2/40 3/40 0.7 % 0.67 [ 0.12, 3.78 ]


Schroeder 1991 1/16 1/16 0.3 % 1.00 [ 0.07, 14.64 ]


Singh 1998 2/21 2/22 0.6 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.4 % 4.00 [ 0.48, 33.33 ]


Sullivan 1998 2/8 3/10 0.8 % 0.83 [ 0.18, 3.84 ]


Von Meyenfeldt 1992b 4/50 1/25 0.4 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.4 % 0.38 [ 0.05, 3.26 ]


Zheng 2001a 0/65 0/15 Not estimable


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 1418 1331 81.7 % 0.92 [ 0.79, 1.08 ]


Total events: 221 (Experimental), 243 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 19.95, df = 23 (P = 0.65); I2 =0.0%


Test for overall effect: Z = 1.03 (P = 0.30)
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


4 After 1999


Chen 2006 0/21 0/20 Not estimable


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Maude 2011 8/27 7/29 2.6 % 1.23 [ 0.52, 2.93 ]


Moreno 2016 11/68 14/68 3.9 % 0.79 [ 0.38, 1.61 ]


Nguyen 2012 4/14 4/14 1.4 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.2 % 0.33 [ 0.01, 7.72 ]


Soop 2004 0/9 1/9 0.2 % 0.33 [ 0.02, 7.24 ]


Tong 2006a 0/45 2/18 0.2 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 2.0 % 0.47 [ 0.17, 1.28 ]


Wu 2007a 6/215 8/108 1.8 % 0.38 [ 0.13, 1.06 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 2/50 5/50 0.8 % 0.40 [ 0.08, 1.97 ]


Zhong 2014 4/60 12/60 1.7 % 0.33 [ 0.11, 0.98 ]


Zhu 2012b 8/32 7/16 2.9 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 655 505 18.0 % 0.60 [ 0.43, 0.83 ]


Total events: 48 (Experimental), 73 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 8.87, df = 11 (P = 0.63); I2 =0.0%


Test for overall effect: Z = 3.05 (P = 0.0023)


Total (95% CI) 2084 1851 100.0 % 0.85 [ 0.74, 0.98 ]


Total events: 270 (Experimental), 317 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 34.37, df = 36 (P = 0.55); I2 =0.0%


Test for overall effect: Z = 2.21 (P = 0.027)


Test for subgroup differences: Chi2 = 5.51, df = 2 (P = 0.06), I2 =64%
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Analysis 23.10. Comparison 23 Enteral - Serious adverse event end of intervention, Outcome 10 Serious


adverse events - trials where the intervention lasts fewer than three days compared with trials where the


intervention lasts three days or more.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 23 Enteral - Serious adverse event end of intervention


Outcome: 10 Serious adverse events - trials where the intervention lasts fewer than three days compared with trials where the intervention lasts three days or more


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Three days or more


Bastow 1983a 5/39 4/35 1.3 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.8 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 2.1 % 0.86 [ 0.33, 2.25 ]


Bokhorst-de 2000 7/15 9/17 4.0 % 0.88 [ 0.44, 1.78 ]


Carr 1996 0/14 1/14 0.2 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.2 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2006 0/21 0/20 Not estimable


Chuntrasakul 1996 1/21 1/17 0.3 % 0.81 [ 0.05, 12.01 ]


Dennis 2006 142/429 147/430 55.7 % 0.97 [ 0.80, 1.17 ]


Dong 1996 0/256 6/264 0.2 % 0.08 [ 0.00, 1.40 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.2 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Kearns 1992 0/16 2/15 0.2 % 0.19 [ 0.01, 3.63 ]


Ledinghen 1997 5/12 1/10 0.5 % 4.17 [ 0.58, 30.06 ]


Malhotra 2004 27/98 31/97 10.5 % 0.86 [ 0.56, 1.33 ]


Moreno 2016 11/68 14/68 3.9 % 0.79 [ 0.38, 1.61 ]


Nguyen 2012 4/14 4/14 1.4 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.2 % 0.33 [ 0.01, 7.72 ]


Pupelis 2000 2/11 5/18 0.9 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.5 % 0.14 [ 0.02, 1.09 ]


Schroeder 1991 1/16 1/16 0.3 % 1.00 [ 0.07, 14.64 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Singh 1998 2/21 2/22 0.6 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.4 % 4.00 [ 0.48, 33.33 ]


Soop 2004 0/9 1/9 0.2 % 0.33 [ 0.02, 7.24 ]


Sullivan 1998 2/8 3/10 0.8 % 0.83 [ 0.18, 3.84 ]


Tong 2006a 0/45 2/18 0.2 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 2.0 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.4 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.4 % 0.38 [ 0.05, 3.26 ]


Wu 2007a 6/215 8/108 1.8 % 0.38 [ 0.13, 1.06 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 2/50 5/50 0.8 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 0/15 Not estimable


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 2.9 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 1868 1632 94.4 % 0.86 [ 0.75, 1.00 ]


Total events: 255 (Experimental), 292 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 29.69, df = 30 (P = 0.48); I2 =0.0%


Test for overall effect: Z = 1.99 (P = 0.047)


2 Less than three days


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]


Maude 2011 8/27 7/29 2.6 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Sabin 1998 2/40 3/40 0.7 % 0.67 [ 0.12, 3.78 ]


Sonnenfeld 1978 1/11 1/15 0.3 % 1.36 [ 0.10, 19.50 ]


Zhong 2014 4/60 12/60 1.7 % 0.33 [ 0.11, 0.98 ]


Subtotal (95% CI) 216 219 5.6 % 0.71 [ 0.39, 1.27 ]


Total events: 15 (Experimental), 25 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 4.26, df = 5 (P = 0.51); I2 =0.0%


Test for overall effect: Z = 1.16 (P = 0.25)


3 Unknown


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 2084 1851 100.0 % 0.85 [ 0.74, 0.98 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 270 (Experimental), 317 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 34.37, df = 36 (P = 0.55); I2 =0.0%


Test for overall effect: Z = 2.21 (P = 0.027)


Test for subgroup differences: Chi2 = 0.43, df = 1 (P = 0.51), I2 =0.0%
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adverse events - ’best-worst case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 23 Enteral - Serious adverse event end of intervention


Outcome: 11 Serious adverse events - ’best-worst case’ scenario


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Bastow 1983a 5/39 4/35 1.3 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.8 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 2.0 % 0.86 [ 0.33, 2.25 ]


Bokhorst-de 2000 7/15 9/17 3.9 % 0.88 [ 0.44, 1.78 ]


Carr 1996 0/14 1/14 0.2 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.2 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 0/21 1/20 0.2 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.3 % 0.81 [ 0.05, 12.01 ]


Dennis 2006 142/429 147/430 53.9 % 0.97 [ 0.80, 1.17 ]


Dong 1996 0/256 6/264 0.2 % 0.08 [ 0.00, 1.40 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/70 17/70 2.9 % 0.41 [ 0.18, 0.93 ]


Hill 2002 0/22 2/24 0.2 % 0.22 [ 0.01, 4.29 ]


Kearns 1992 0/16 2/15 0.2 % 0.19 [ 0.01, 3.63 ]


Ledinghen 1997 5/12 1/10 0.5 % 4.17 [ 0.58, 30.06 ]


Malhotra 2004 27/100 34/100 10.7 % 0.79 [ 0.52, 1.21 ]


Maude 2011 8/27 7/29 2.5 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.2 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 11/68 14/68 3.7 % 0.79 [ 0.38, 1.61 ]


Nguyen 2012 4/14 4/14 1.4 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.2 % 0.33 [ 0.01, 7.72 ]


Pupelis 2000 1/30 7/30 0.5 % 0.14 [ 0.02, 1.09 ]


Pupelis 2001 2/11 5/18 0.9 % 0.65 [ 0.15, 2.81 ]


Sabin 1998 2/40 3/40 0.6 % 0.67 [ 0.12, 3.78 ]


Schroeder 1991 1/16 1/16 0.3 % 1.00 [ 0.07, 14.64 ]


Singh 1998 2/21 2/22 0.5 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.4 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 1/11 1/15 0.3 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/10 2/10 0.2 % 0.20 [ 0.01, 3.70 ]


Sullivan 1998 2/8 3/10 0.8 % 0.83 [ 0.18, 3.84 ]


Tong 2006a 0/45 2/18 0.2 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 1.9 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.4 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/15 4/16 0.4 % 0.27 [ 0.03, 2.12 ]


Wu 2007a 6/215 8/108 1.8 % 0.38 [ 0.13, 1.06 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 2/50 5/50 0.8 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 0/15 Not estimable


Zhong 2014 4/60 12/60 1.7 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 2.8 % 0.57 [ 0.25, 1.29 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total (95% CI) 2104 1873 100.0 % 0.82 [ 0.72, 0.94 ]


Total events: 270 (Experimental), 339 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 35.16, df = 36 (P = 0.51); I2 =0.0%


Test for overall effect: Z = 2.80 (P = 0.0050)


Test for subgroup differences: Not applicable
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Analysis 23.12. Comparison 23 Enteral - Serious adverse event end of intervention, Outcome 12 Serious


adverse events - ’worst-best case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 23 Enteral - Serious adverse event end of intervention


Outcome: 12 Serious adverse events - ’worst-best case’ scenario


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Bastow 1983a 5/39 4/35 1.9 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 1.2 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 3.0 % 0.86 [ 0.33, 2.25 ]


Bokhorst-de 2000 7/15 9/17 5.5 % 0.88 [ 0.44, 1.78 ]


Carr 1996 0/14 1/14 0.3 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.3 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 0/21 1/20 0.3 % 0.32 [ 0.01, 7.38 ]


Chuntrasakul 1996 1/21 1/17 0.4 % 0.81 [ 0.05, 12.01 ]


Dennis 2006 142/429 147/430 37.5 % 0.97 [ 0.80, 1.17 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Dong 1996 0/256 6/264 0.4 % 0.08 [ 0.00, 1.40 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 22/70 0/70 0.4 % 45.00 [ 2.78, 727.58 ]


Hill 2002 0/22 2/24 0.3 % 0.22 [ 0.01, 4.29 ]


Kearns 1992 0/16 2/15 0.3 % 0.19 [ 0.01, 3.63 ]


Ledinghen 1997 5/12 1/10 0.7 % 4.17 [ 0.58, 30.06 ]


Malhotra 2004 29/100 31/100 13.2 % 0.94 [ 0.61, 1.43 ]


Maude 2011 8/27 7/29 3.7 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.3 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 11/68 14/68 5.3 % 0.79 [ 0.38, 1.61 ]


Nguyen 2012 4/14 4/14 2.1 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.3 % 0.33 [ 0.01, 7.72 ]


Pupelis 2000 1/30 7/30 0.7 % 0.14 [ 0.02, 1.09 ]


Pupelis 2001 2/11 5/18 1.4 % 0.65 [ 0.15, 2.81 ]


Sabin 1998 2/40 3/40 1.0 % 0.67 [ 0.12, 3.78 ]


Schroeder 1991 1/16 1/16 0.4 % 1.00 [ 0.07, 14.64 ]


Singh 1998 2/21 2/22 0.8 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.6 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 1/11 1/15 0.4 % 1.36 [ 0.10, 19.50 ]


Soop 2004 1/10 1/10 0.4 % 1.00 [ 0.07, 13.87 ]


Sullivan 1998 2/8 3/10 1.2 % 0.83 [ 0.18, 3.84 ]


Tong 2006a 0/45 2/18 0.3 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 2.8 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.6 % 2.00 [ 0.24, 16.97 ]


Watters 1997 3/15 3/16 1.4 % 1.07 [ 0.25, 4.49 ]


Wu 2007a 6/215 8/108 2.7 % 0.38 [ 0.13, 1.06 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 2/50 5/50 1.1 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 0/15 Not estimable


Zhong 2014 4/60 12/60 2.5 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zhu 2012b 8/32 7/16 4.1 % 0.57 [ 0.25, 1.29 ]


Total (95% CI) 2104 1873 100.0 % 0.83 [ 0.70, 0.99 ]


Total events: 290 (Experimental), 317 (Control)


Heterogeneity: Tau2 = 0.01; Chi2 = 37.50, df = 36 (P = 0.40); I2 =4%


Test for overall effect: Z = 2.12 (P = 0.034)


Test for subgroup differences: Not applicable
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Analysis 23.13. Comparison 23 Enteral - Serious adverse event end of intervention, Outcome 13 Serious


adverse events co-interventions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 23 Enteral - Serious adverse event end of intervention


Outcome: 13 Serious adverse events co-interventions


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


1 received nutrition support as co-intervention


Bokhorst-de 2000 7/15 9/17 2.6 % 0.88 [ 0.44, 1.78 ]


Hill 2002 0/22 2/24 0.7 % 0.22 [ 0.01, 4.29 ]


Zhu 2012b 8/32 7/16 2.9 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 69 57 6.2 % 0.66 [ 0.39, 1.12 ]


Total events: 15 (Experimental), 18 (Control)


Heterogeneity: Chi2 = 1.31, df = 2 (P = 0.52); I2 =0.0%


Test for overall effect: Z = 1.54 (P = 0.12)


2 did not receive nutrition support as co-intervention


Bastow 1983a 5/39 4/35 1.3 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 1.6 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 2.1 % 0.86 [ 0.33, 2.25 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Carr 1996 0/14 1/14 0.5 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.5 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2006 0/21 0/20 Not estimable


Chuntrasakul 1996 1/21 1/17 0.3 % 0.81 [ 0.05, 12.01 ]


Dennis 2006 142/429 147/430 44.9 % 0.97 [ 0.80, 1.17 ]


Dong 1996 0/256 6/264 2.0 % 0.08 [ 0.00, 1.40 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.2 % 14.46 [ 0.85, 247.12 ]


Kearns 1992 0/16 2/15 0.8 % 0.19 [ 0.01, 3.63 ]


Ledinghen 1997 5/12 1/10 0.3 % 4.17 [ 0.58, 30.06 ]


Malhotra 2004 27/98 31/97 9.5 % 0.86 [ 0.56, 1.33 ]


Moreno 2016 11/68 14/68 4.3 % 0.79 [ 0.38, 1.61 ]


Page 2002 0/20 1/20 0.5 % 0.33 [ 0.01, 7.72 ]


Pupelis 2000 2/11 5/18 1.2 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 2.1 % 0.14 [ 0.02, 1.09 ]


Schroeder 1991 1/16 1/16 0.3 % 1.00 [ 0.07, 14.64 ]


Singh 1998 2/21 2/22 0.6 % 1.05 [ 0.16, 6.77 ]


Smith 1985 4/25 1/25 0.3 % 4.00 [ 0.48, 33.33 ]


Soop 2004 0/9 1/9 0.5 % 0.33 [ 0.02, 7.24 ]


Sullivan 1998 2/8 3/10 0.8 % 0.83 [ 0.18, 3.84 ]


Tong 2006a 0/45 2/18 1.1 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 3.1 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.4 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.9 % 0.38 [ 0.05, 3.26 ]


Wu 2007a 6/215 8/108 3.3 % 0.38 [ 0.13, 1.06 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 2/50 5/50 1.5 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 0/15 Not estimable


Zhong 2014 4/60 12/60 3.7 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Subtotal (95% CI) 1845 1621 88.4 % 0.83 [ 0.72, 0.96 ]


Total events: 240 (Experimental), 282 (Control)


Heterogeneity: Chi2 = 30.92, df = 27 (P = 0.27); I2 =13%


Test for overall effect: Z = 2.47 (P = 0.013)


3 delayed versus early nutrition support


Choudhry 1996 0/21 1/20 0.5 % 0.32 [ 0.01, 7.38 ]


Maude 2011 8/27 7/29 2.1 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.5 % 0.32 [ 0.01, 7.74 ]


Nguyen 2012 4/14 4/14 1.2 % 1.00 [ 0.31, 3.23 ]


Sabin 1998 2/40 3/40 0.9 % 0.67 [ 0.12, 3.78 ]


Sonnenfeld 1978 1/11 1/15 0.3 % 1.36 [ 0.10, 19.50 ]


Subtotal (95% CI) 170 173 5.4 % 0.93 [ 0.51, 1.69 ]


Total events: 15 (Experimental), 17 (Control)


Heterogeneity: Chi2 = 1.50, df = 5 (P = 0.91); I2 =0.0%


Test for overall effect: Z = 0.24 (P = 0.81)


Total (95% CI) 2084 1851 100.0 % 0.83 [ 0.72, 0.95 ]


Total events: 270 (Experimental), 317 (Control)


Heterogeneity: Chi2 = 34.37, df = 36 (P = 0.55); I2 =0.0%


Test for overall effect: Z = 2.72 (P = 0.0065)


Test for subgroup differences: Chi2 = 0.85, df = 2 (P = 0.65), I2 =0.0%
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Analysis 24.1. Comparison 24 Enteral - Serious adverse event maximum follow-up, Outcome 1 Serious


adverse events - overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 24 Enteral - Serious adverse event maximum follow-up


Outcome: 1 Serious adverse events - overall


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Barlow 2011 3/64 7/57 0.7 % 0.38 [ 0.10, 1.41 ]


Bastow 1983a 5/39 4/35 0.8 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.5 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 1.3 % 0.86 [ 0.33, 2.25 ]


Bokhorst-de 2000 7/15 9/17 2.4 % 0.88 [ 0.44, 1.78 ]


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.1 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 3/21 4/20 0.6 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 13/34 12/25 3.4 % 0.80 [ 0.44, 1.44 ]


Chuntrasakul 1996 1/21 3/17 0.2 % 0.27 [ 0.03, 2.37 ]


Dennis 2006 182/429 207/429 54.0 % 0.88 [ 0.76, 1.02 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Eyer 1993 2/19 2/19 0.3 % 1.00 [ 0.16, 6.38 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Kaur 2005 6/50 12/50 1.5 % 0.50 [ 0.20, 1.23 ]


Kearns 1992 5/16 4/15 1.0 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 5/12 2/10 0.6 % 2.08 [ 0.51, 8.52 ]


Malhotra 2004 27/98 31/97 6.3 % 0.86 [ 0.56, 1.33 ]


Maude 2011 8/27 7/29 1.6 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 30/68 35/68 9.4 % 0.86 [ 0.60, 1.22 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Nguyen 2012 4/14 4/14 0.9 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]


Peck 2004 4/14 5/13 1.0 % 0.74 [ 0.25, 2.18 ]


Pupelis 2000 1/30 7/30 0.3 % 0.14 [ 0.02, 1.09 ]


Pupelis 2001 2/11 5/18 0.6 % 0.65 [ 0.15, 2.81 ]


Sabin 1998 12/40 10/40 2.3 % 1.20 [ 0.59, 2.45 ]


Schroeder 1991 1/16 1/16 0.2 % 1.00 [ 0.07, 14.64 ]


Singh 1998 4/21 4/22 0.8 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.3 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 1/11 1/15 0.2 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 3/9 0.1 % 0.14 [ 0.01, 2.42 ]


Sullivan 1998 2/8 5/10 0.6 % 0.50 [ 0.13, 1.93 ]


Tong 2006a 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 1.2 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.3 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.3 % 0.38 [ 0.05, 3.26 ]


Wu 2007a 6/215 8/108 1.1 % 0.38 [ 0.13, 1.06 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 2/50 5/50 0.5 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 1/15 0.1 % 0.08 [ 0.00, 1.89 ]


Zheng 2015 5/75 13/71 1.2 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 1.0 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 1.8 % 0.57 [ 0.25, 1.29 ]


Total (95% CI) 2340 2085 100.0 % 0.82 [ 0.73, 0.91 ]


Total events: 382 (Experimental), 471 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 42.26, df = 43 (P = 0.50); I2 =0.0%


Test for overall effect: Z = 3.69 (P = 0.00023)


Test for subgroup differences: Not applicable
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Analysis 24.2. Comparison 24 Enteral - Serious adverse event maximum follow-up, Outcome 2 Serious


adverse events - bias.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 24 Enteral - Serious adverse event maximum follow-up


Outcome: 2 Serious adverse events - bias


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 High risk of bias


Barlow 2011 3/64 7/57 0.7 % 0.38 [ 0.10, 1.41 ]


Bastow 1983a 5/39 4/35 0.8 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.5 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 1.3 % 0.86 [ 0.33, 2.25 ]


Bokhorst-de 2000 7/15 9/17 2.4 % 0.88 [ 0.44, 1.78 ]


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.1 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 3/21 4/20 0.6 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 13/34 12/25 3.4 % 0.80 [ 0.44, 1.44 ]


Chuntrasakul 1996 1/21 3/17 0.2 % 0.27 [ 0.03, 2.37 ]


Dennis 2006 182/429 207/429 54.0 % 0.88 [ 0.76, 1.02 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Eyer 1993 2/19 2/19 0.3 % 1.00 [ 0.16, 6.38 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Kaur 2005 6/50 12/50 1.5 % 0.50 [ 0.20, 1.23 ]


Kearns 1992 5/16 4/15 1.0 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 5/12 2/10 0.6 % 2.08 [ 0.51, 8.52 ]


Malhotra 2004 27/98 31/97 6.3 % 0.86 [ 0.56, 1.33 ]


Maude 2011 8/27 7/29 1.6 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Moreno 2016 30/68 35/68 9.4 % 0.86 [ 0.60, 1.22 ]


Nguyen 2012 4/14 4/14 0.9 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]


Peck 2004 4/14 5/13 1.0 % 0.74 [ 0.25, 2.18 ]


Pupelis 2000 1/30 7/30 0.3 % 0.14 [ 0.02, 1.09 ]


Pupelis 2001 2/11 5/18 0.6 % 0.65 [ 0.15, 2.81 ]


Sabin 1998 12/40 10/40 2.3 % 1.20 [ 0.59, 2.45 ]


Schroeder 1991 1/16 1/16 0.2 % 1.00 [ 0.07, 14.64 ]


Singh 1998 4/21 4/22 0.8 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.3 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 1/11 1/15 0.2 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 3/9 0.1 % 0.14 [ 0.01, 2.42 ]


Sullivan 1998 2/8 5/10 0.6 % 0.50 [ 0.13, 1.93 ]


Tong 2006a 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 1.2 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.3 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.3 % 0.38 [ 0.05, 3.26 ]


Wu 2007a 6/215 8/108 1.1 % 0.38 [ 0.13, 1.06 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 2/50 5/50 0.5 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 1/15 0.1 % 0.08 [ 0.00, 1.89 ]


Zheng 2015 5/75 13/71 1.2 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 1.0 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 1.8 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 2340 2085 100.0 % 0.82 [ 0.73, 0.91 ]


Total events: 382 (Experimental), 471 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 42.26, df = 43 (P = 0.50); I2 =0.0%


Test for overall effect: Z = 3.69 (P = 0.00023)


2 Low risk of bias


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Test for overall effect: not applicable


Total (95% CI) 2340 2085 100.0 % 0.82 [ 0.73, 0.91 ]


Total events: 382 (Experimental), 471 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 42.26, df = 43 (P = 0.50); I2 =0.0%


Test for overall effect: Z = 3.69 (P = 0.00023)


Test for subgroup differences: Not applicable
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Analysis 24.3. Comparison 24 Enteral - Serious adverse event maximum follow-up, Outcome 3 Serious


adverse events - by medical speciality.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 24 Enteral - Serious adverse event maximum follow-up


Outcome: 3 Serious adverse events - by medical speciality


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Cardiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Medical gastroenterology and hepatology


Kearns 1992 5/16 4/15 1.0 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 5/12 2/10 0.6 % 2.08 [ 0.51, 8.52 ]


Moreno 2016 30/68 35/68 9.4 % 0.86 [ 0.60, 1.22 ]


Zhang 2013 2/50 5/50 0.5 % 0.40 [ 0.08, 1.97 ]


Subtotal (95% CI) 146 143 11.4 % 0.89 [ 0.65, 1.23 ]


Total events: 42 (Experimental), 46 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.65, df = 3 (P = 0.45); I2 =0.0%
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Test for overall effect: Z = 0.69 (P = 0.49)


3 Geriatrics


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Pulmonary disease


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Endocrinology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


6 Infectious diseases


Maude 2011 8/27 7/29 1.6 % 1.23 [ 0.52, 2.93 ]


Subtotal (95% CI) 27 29 1.6 % 1.23 [ 0.52, 2.93 ]


Total events: 8 (Experimental), 7 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.46 (P = 0.64)


7 Rheumatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


8 Haematology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


9 Nephrology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


10 Gastroenterologic surgery


Barlow 2011 3/64 7/57 0.7 % 0.38 [ 0.10, 1.41 ]


Beier-Holgersen 1999 6/30 7/30 1.3 % 0.86 [ 0.33, 2.25 ]


Chen 1995a 0/8 1/8 0.1 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Kaur 2005 6/50 12/50 1.5 % 0.50 [ 0.20, 1.23 ]


Malhotra 2004 27/98 31/97 6.3 % 0.86 [ 0.56, 1.33 ]


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]


Pupelis 2000 1/30 7/30 0.3 % 0.14 [ 0.02, 1.09 ]


Pupelis 2001 2/11 5/18 0.6 % 0.65 [ 0.15, 2.81 ]


Schroeder 1991 1/16 1/16 0.2 % 1.00 [ 0.07, 14.64 ]


Singh 1998 4/21 4/22 0.8 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.3 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 1/11 1/15 0.2 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 3/9 0.1 % 0.14 [ 0.01, 2.42 ]


Tong 2006a 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Von Meyenfeldt 1992b 4/50 1/25 0.3 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.3 % 0.38 [ 0.05, 3.26 ]


Wu 2007a 6/215 8/108 1.1 % 0.38 [ 0.13, 1.06 ]


Xu 2003 0/20 0/20 Not estimable


Zheng 2001a 0/65 1/15 0.1 % 0.08 [ 0.00, 1.89 ]


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 835 621 14.1 % 0.68 [ 0.51, 0.91 ]


Total events: 66 (Experimental), 96 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 16.26, df = 17 (P = 0.51); I2 =0.0%


Test for overall effect: Z = 2.63 (P = 0.0086)


11 Trauma surgery


Chen 2006 0/21 0/20 Not estimable


Chuntrasakul 1996 1/21 3/17 0.2 % 0.27 [ 0.03, 2.37 ]


Eyer 1993 2/19 2/19 0.3 % 1.00 [ 0.16, 6.38 ]


Peck 2004 4/14 5/13 1.0 % 0.74 [ 0.25, 2.18 ]


Vicic 2013 5/52 10/49 1.2 % 0.47 [ 0.17, 1.28 ]


Subtotal (95% CI) 127 118 2.8 % 0.58 [ 0.30, 1.11 ]


Total events: 12 (Experimental), 20 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.19, df = 3 (P = 0.75); I2 =0.0%


Test for overall effect: Z = 1.64 (P = 0.10)


12 Ortopaedics


Bastow 1983a 5/39 4/35 0.8 % 1.12 [ 0.33, 3.85 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Bastow 1983b 2/25 5/23 0.5 % 0.37 [ 0.08, 1.71 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Sullivan 1998 2/8 5/10 0.6 % 0.50 [ 0.13, 1.93 ]


Subtotal (95% CI) 127 121 2.1 % 0.91 [ 0.28, 2.96 ]


Total events: 16 (Experimental), 14 (Control)


Heterogeneity: Tau2 = 0.75; Chi2 = 6.54, df = 3 (P = 0.09); I2 =54%


Test for overall effect: Z = 0.15 (P = 0.88)


13 Plastic, reconstructive, and aesthetic surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


14 Vascular surgery


Fletcher 1986b 0/9 0/4 Not estimable


Subtotal (95% CI) 9 4 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


15 Transplant surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


16 Urology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


17 Thoracic surgery


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Subtotal (95% CI) 270 278 0.3 % 0.15 [ 0.02, 1.27 ]


Total events: 0 (Experimental), 7 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.47, df = 1 (P = 0.49); I2 =0.0%


Test for overall effect: Z = 1.74 (P = 0.082)


18 Neurological surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Test for overall effect: not applicable


19 Oro-maxillo-facial surgery


Bokhorst-de 2000 7/15 9/17 2.4 % 0.88 [ 0.44, 1.78 ]


Subtotal (95% CI) 15 17 2.4 % 0.88 [ 0.44, 1.78 ]


Total events: 7 (Experimental), 9 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.35 (P = 0.72)


20 Anaesthesiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


21 Emergency medicine


Chourdakis 2012 13/34 12/25 3.4 % 0.80 [ 0.44, 1.44 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Nguyen 2012 4/14 4/14 0.9 % 1.00 [ 0.31, 3.23 ]


Sabin 1998 12/40 10/40 2.3 % 1.20 [ 0.59, 2.45 ]


Subtotal (95% CI) 110 103 6.7 % 0.92 [ 0.60, 1.40 ]


Total events: 29 (Experimental), 28 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.68, df = 3 (P = 0.64); I2 =0.0%


Test for overall effect: Z = 0.38 (P = 0.70)


22 Psychiatry


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


23 Neurology


Dennis 2006 182/429 207/429 54.0 % 0.88 [ 0.76, 1.02 ]


Zheng 2015 5/75 13/71 1.2 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 1.0 % 0.33 [ 0.11, 0.98 ]


Zhu 2012b 8/32 7/16 1.8 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 596 576 58.0 % 0.58 [ 0.34, 1.00 ]


Total events: 199 (Experimental), 239 (Control)


Heterogeneity: Tau2 = 0.16; Chi2 = 7.05, df = 3 (P = 0.07); I2 =57%


Test for overall effect: Z = 1.97 (P = 0.048)


24 Oncology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Heterogeneity: not applicable


Test for overall effect: not applicable


25 Dermatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


26 Gynaecology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


27 Mixed


Choudhry 1996 3/21 4/20 0.6 % 0.71 [ 0.18, 2.80 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Subtotal (95% CI) 78 75 0.7 % 0.63 [ 0.18, 2.21 ]


Total events: 3 (Experimental), 5 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.21, df = 1 (P = 0.65); I2 =0.0%


Test for overall effect: Z = 0.72 (P = 0.47)


Total (95% CI) 2340 2085 100.0 % 0.82 [ 0.73, 0.91 ]


Total events: 382 (Experimental), 471 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 42.26, df = 43 (P = 0.50); I2 =0.0%


Test for overall effect: Z = 3.69 (P = 0.00023)


Test for subgroup differences: Chi2 = 7.66, df = 9 (P = 0.57), I2 =0.0%
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Analysis 24.4. Comparison 24 Enteral - Serious adverse event maximum follow-up, Outcome 4 Serious


adverse events - based on adequacy of the amount of calories.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 24 Enteral - Serious adverse event maximum follow-up


Outcome: 4 Serious adverse events - based on adequacy of the amount of calories


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Clearly adequate in intervention and clearly inadequate in control


Barlow 2011 3/64 7/57 0.7 % 0.38 [ 0.10, 1.41 ]


Chen 2000a 0/10 0/5 Not estimable


Chourdakis 2012 13/34 12/25 3.4 % 0.80 [ 0.44, 1.44 ]


Chuntrasakul 1996 1/21 3/17 0.2 % 0.27 [ 0.03, 2.37 ]


Eyer 1993 2/19 2/19 0.3 % 1.00 [ 0.16, 6.38 ]


Ledinghen 1997 5/12 2/10 0.6 % 2.08 [ 0.51, 8.52 ]


Malhotra 2004 27/98 31/97 6.3 % 0.86 [ 0.56, 1.33 ]


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]


Soop 2004 0/9 3/9 0.1 % 0.14 [ 0.01, 2.42 ]


Sullivan 1998 2/8 5/10 0.6 % 0.50 [ 0.13, 1.93 ]


Wu 2007a 6/215 8/108 1.1 % 0.38 [ 0.13, 1.06 ]


Zhang 2013 2/50 5/50 0.5 % 0.40 [ 0.08, 1.97 ]


Subtotal (95% CI) 560 427 14.0 % 0.72 [ 0.54, 0.96 ]


Total events: 61 (Experimental), 79 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 8.76, df = 10 (P = 0.56); I2 =0.0%


Test for overall effect: Z = 2.23 (P = 0.026)


2 Inadequate in the experimental or adequate in the control


Bastow 1983a 5/39 4/35 0.8 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.5 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 1.3 % 0.86 [ 0.33, 2.25 ]


Bokhorst-de 2000 7/15 9/17 2.4 % 0.88 [ 0.44, 1.78 ]


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Pupelis 2001 2/11 5/18 0.6 % 0.65 [ 0.15, 2.81 ]


Schroeder 1991 1/16 1/16 0.2 % 1.00 [ 0.07, 14.64 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Subtotal (95% CI) 205 206 5.9 % 0.86 [ 0.55, 1.35 ]


Total events: 30 (Experimental), 32 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 6.04, df = 7 (P = 0.54); I2 =0.0%


Test for overall effect: Z = 0.65 (P = 0.51)


3 Experimental group is overfed


Chen 2006 0/21 0/20 Not estimable


Kaur 2005 6/50 12/50 1.5 % 0.50 [ 0.20, 1.23 ]


Kearns 1992 5/16 4/15 1.0 % 1.17 [ 0.39, 3.56 ]


Singh 1998 4/21 4/22 0.8 % 1.05 [ 0.30, 3.66 ]


Subtotal (95% CI) 108 107 3.2 % 0.77 [ 0.42, 1.42 ]


Total events: 15 (Experimental), 20 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.68, df = 2 (P = 0.43); I2 =0.0%


Test for overall effect: Z = 0.84 (P = 0.40)


4 Unclear intake in control or experimental


Chen 1995a 0/8 1/8 0.1 % 0.33 [ 0.02, 7.14 ]


Choudhry 1996 3/21 4/20 0.6 % 0.71 [ 0.18, 2.80 ]


Dennis 2006 182/429 207/429 54.0 % 0.88 [ 0.76, 1.02 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Maude 2011 8/27 7/29 1.6 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 30/68 35/68 9.4 % 0.86 [ 0.60, 1.22 ]


Nguyen 2012 4/14 4/14 0.9 % 1.00 [ 0.31, 3.23 ]


Peck 2004 4/14 5/13 1.0 % 0.74 [ 0.25, 2.18 ]


Pupelis 2000 1/30 7/30 0.3 % 0.14 [ 0.02, 1.09 ]


Sabin 1998 12/40 10/40 2.3 % 1.20 [ 0.59, 2.45 ]


Smith 1985 4/25 1/25 0.3 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 1/11 1/15 0.2 % 1.36 [ 0.10, 19.50 ]


Tong 2006a 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 1.2 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.3 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.3 % 0.38 [ 0.05, 3.26 ]


Xu 2003 0/20 0/20 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zheng 2001a 0/65 1/15 0.1 % 0.08 [ 0.00, 1.89 ]


Zheng 2015 5/75 13/71 1.2 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 1.0 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 1.8 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 1467 1345 77.0 % 0.75 [ 0.60, 0.94 ]


Total events: 276 (Experimental), 340 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 25.53, df = 21 (P = 0.22); I2 =18%


Test for overall effect: Z = 2.53 (P = 0.011)


Total (95% CI) 2340 2085 100.0 % 0.82 [ 0.73, 0.91 ]


Total events: 382 (Experimental), 471 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 42.26, df = 43 (P = 0.50); I2 =0.0%


Test for overall effect: Z = 3.69 (P = 0.00023)


Test for subgroup differences: Chi2 = 0.45, df = 3 (P = 0.93), I2 =0.0%
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Analysis 24.5. Comparison 24 Enteral - Serious adverse event maximum follow-up, Outcome 5 Serious


adverse events - different screening tools.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 24 Enteral - Serious adverse event maximum follow-up


Outcome: 5 Serious adverse events - different screening tools


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 NRS 2002


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 MUST


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 MNA


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 SGA


Wu 2007a 6/215 8/108 1.1 % 0.38 [ 0.13, 1.06 ]


Subtotal (95% CI) 215 108 1.1 % 0.38 [ 0.13, 1.06 ]


Total events: 6 (Experimental), 8 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.85 (P = 0.064)


5 Other means


Barlow 2011 3/64 7/57 0.7 % 0.38 [ 0.10, 1.41 ]


Bastow 1983a 5/39 4/35 0.8 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.5 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 1.3 % 0.86 [ 0.33, 2.25 ]


Bokhorst-de 2000 7/15 9/17 2.4 % 0.88 [ 0.44, 1.78 ]


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.1 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 3/21 4/20 0.6 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 13/34 12/25 3.4 % 0.80 [ 0.44, 1.44 ]


Chuntrasakul 1996 1/21 3/17 0.2 % 0.27 [ 0.03, 2.37 ]


Dennis 2006 182/429 207/429 54.0 % 0.88 [ 0.76, 1.02 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Eyer 1993 2/19 2/19 0.3 % 1.00 [ 0.16, 6.38 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Kaur 2005 6/50 12/50 1.5 % 0.50 [ 0.20, 1.23 ]


Kearns 1992 5/16 4/15 1.0 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 5/12 2/10 0.6 % 2.08 [ 0.51, 8.52 ]


Malhotra 2004 27/98 31/97 6.3 % 0.86 [ 0.56, 1.33 ]


Maude 2011 8/27 7/29 1.6 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 30/68 35/68 9.4 % 0.86 [ 0.60, 1.22 ]


Nguyen 2012 4/14 4/14 0.9 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]


Peck 2004 4/14 5/13 1.0 % 0.74 [ 0.25, 2.18 ]


Pupelis 2000 1/30 7/30 0.3 % 0.14 [ 0.02, 1.09 ]


Pupelis 2001 2/11 5/18 0.6 % 0.65 [ 0.15, 2.81 ]


Sabin 1998 12/40 10/40 2.3 % 1.20 [ 0.59, 2.45 ]


Schroeder 1991 1/16 1/16 0.2 % 1.00 [ 0.07, 14.64 ]


Singh 1998 4/21 4/22 0.8 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.3 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 1/11 1/15 0.2 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 3/9 0.1 % 0.14 [ 0.01, 2.42 ]


Sullivan 1998 2/8 5/10 0.6 % 0.50 [ 0.13, 1.93 ]


Tong 2006a 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 1.2 % 0.47 [ 0.17, 1.28 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Von Meyenfeldt 1992b 4/50 1/25 0.3 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.3 % 0.38 [ 0.05, 3.26 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 2/50 5/50 0.5 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 1/15 0.1 % 0.08 [ 0.00, 1.89 ]


Zheng 2015 5/75 13/71 1.2 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 1.0 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 1.8 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 2125 1977 98.9 % 0.82 [ 0.74, 0.92 ]


Total events: 376 (Experimental), 463 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 40.00, df = 42 (P = 0.56); I2 =0.0%


Test for overall effect: Z = 3.51 (P = 0.00045)


Total (95% CI) 2340 2085 100.0 % 0.82 [ 0.73, 0.91 ]


Total events: 382 (Experimental), 471 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 42.26, df = 43 (P = 0.50); I2 =0.0%


Test for overall effect: Z = 3.69 (P = 0.00023)


Test for subgroup differences: Chi2 = 2.17, df = 1 (P = 0.14), I2 =54%
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Analysis 24.6. Comparison 24 Enteral - Serious adverse event maximum follow-up, Outcome 6 Serious


adverse events - participants characterised as ’at nutritional risk’ due to one of the following conditions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 24 Enteral - Serious adverse event maximum follow-up


Outcome: 6 Serious adverse events - participants characterised as ’at nutritional risk’ due to one of the following conditions


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Major surgery


Barlow 2011 3/64 7/57 0.7 % 0.38 [ 0.10, 1.41 ]


Bastow 1983a 5/39 4/35 0.8 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.5 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 1.3 % 0.86 [ 0.33, 2.25 ]


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.1 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Fletcher 1986b 0/9 0/4 Not estimable


Kaur 2005 6/50 12/50 1.5 % 0.50 [ 0.20, 1.23 ]


Malhotra 2004 27/98 31/97 6.3 % 0.86 [ 0.56, 1.33 ]


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]


Pupelis 2000 1/30 7/30 0.3 % 0.14 [ 0.02, 1.09 ]


Pupelis 2001 2/11 5/18 0.6 % 0.65 [ 0.15, 2.81 ]


Schroeder 1991 1/16 1/16 0.2 % 1.00 [ 0.07, 14.64 ]


Singh 1998 4/21 4/22 0.8 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.3 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 1/11 1/15 0.2 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 3/9 0.1 % 0.14 [ 0.01, 2.42 ]


Tong 2006a 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Von Meyenfeldt 1992b 4/50 1/25 0.3 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.3 % 0.38 [ 0.05, 3.26 ]


Wu 2007a 6/215 8/108 1.1 % 0.38 [ 0.13, 1.06 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Xu 2003 0/20 0/20 Not estimable


Zheng 2001a 0/65 1/15 0.1 % 0.08 [ 0.00, 1.89 ]


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 1178 961 15.6 % 0.67 [ 0.51, 0.88 ]


Total events: 73 (Experimental), 112 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 20.06, df = 21 (P = 0.52); I2 =0.0%


Test for overall effect: Z = 2.91 (P = 0.0036)


2 Stroke


Dennis 2006 182/429 207/429 54.0 % 0.88 [ 0.76, 1.02 ]


Zheng 2015 5/75 13/71 1.2 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 1.0 % 0.33 [ 0.11, 0.98 ]


Zhu 2012b 8/32 7/16 1.8 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 596 576 58.0 % 0.58 [ 0.34, 1.00 ]


Total events: 199 (Experimental), 239 (Control)


Heterogeneity: Tau2 = 0.16; Chi2 = 7.05, df = 3 (P = 0.07); I2 =57%


Test for overall effect: Z = 1.97 (P = 0.048)


3 ICU participants including trauma


Chen 2006 0/21 0/20 Not estimable


Chourdakis 2012 13/34 12/25 3.4 % 0.80 [ 0.44, 1.44 ]


Chuntrasakul 1996 1/21 3/17 0.2 % 0.27 [ 0.03, 2.37 ]


Eyer 1993 2/19 2/19 0.3 % 1.00 [ 0.16, 6.38 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Nguyen 2012 4/14 4/14 0.9 % 1.00 [ 0.31, 3.23 ]


Peck 2004 4/14 5/13 1.0 % 0.74 [ 0.25, 2.18 ]


Sabin 1998 12/40 10/40 2.3 % 1.20 [ 0.59, 2.45 ]


Vicic 2013 5/52 10/49 1.2 % 0.47 [ 0.17, 1.28 ]


Subtotal (95% CI) 237 221 9.4 % 0.80 [ 0.56, 1.14 ]


Total events: 41 (Experimental), 48 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 4.29, df = 7 (P = 0.75); I2 =0.0%


Test for overall effect: Z = 1.21 (P = 0.22)


4 Frail elderly participants with less severe conditions known to increase protein requirements


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Sullivan 1998 2/8 5/10 0.6 % 0.50 [ 0.13, 1.93 ]


Subtotal (95% CI) 63 63 0.8 % 2.24 [ 0.05, 95.92 ]


Total events: 9 (Experimental), 5 (Control)


Heterogeneity: Tau2 = 6.15; Chi2 = 5.79, df = 1 (P = 0.02); I2 =83%
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Test for overall effect: Z = 0.42 (P = 0.67)


5 Participants do not fall into one of the categories above


Bokhorst-de 2000 7/15 9/17 2.4 % 0.88 [ 0.44, 1.78 ]


Choudhry 1996 3/21 4/20 0.6 % 0.71 [ 0.18, 2.80 ]


Kearns 1992 5/16 4/15 1.0 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 5/12 2/10 0.6 % 2.08 [ 0.51, 8.52 ]


Maude 2011 8/27 7/29 1.6 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 30/68 35/68 9.4 % 0.86 [ 0.60, 1.22 ]


Zhang 2013 2/50 5/50 0.5 % 0.40 [ 0.08, 1.97 ]


Subtotal (95% CI) 266 264 16.1 % 0.90 [ 0.69, 1.19 ]


Total events: 60 (Experimental), 67 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 3.66, df = 7 (P = 0.82); I2 =0.0%


Test for overall effect: Z = 0.73 (P = 0.47)


Total (95% CI) 2340 2085 100.0 % 0.82 [ 0.73, 0.91 ]


Total events: 382 (Experimental), 471 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 42.26, df = 43 (P = 0.50); I2 =0.0%


Test for overall effect: Z = 3.69 (P = 0.00023)


Test for subgroup differences: Chi2 = 3.83, df = 4 (P = 0.43), I2 =0.0%
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Analysis 24.7. Comparison 24 Enteral - Serious adverse event maximum follow-up, Outcome 7 Serious


adverse events - participants characterised as ’at nutritional risk’ due to one of the following criteria.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 24 Enteral - Serious adverse event maximum follow-up


Outcome: 7 Serious adverse events - participants characterised as ’at nutritional risk’ due to one of the following criteria


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 BMI less than 20.5 kg/m2


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Weight loss of at least 5% during the last three months


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 Weight loss of at least 10% during the last six months


Bokhorst-de 2000 7/15 9/17 2.4 % 0.88 [ 0.44, 1.78 ]


Subtotal (95% CI) 15 17 2.4 % 0.88 [ 0.44, 1.78 ]


Total events: 7 (Experimental), 9 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.35 (P = 0.72)


4 Insufficient food intake during the last week (50% of requirements or less)


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Participants characterised as ’at nutritional risk’ by other means


Barlow 2011 3/64 7/57 0.7 % 0.38 [ 0.10, 1.41 ]


Bastow 1983a 5/39 4/35 0.8 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.5 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 1.3 % 0.86 [ 0.33, 2.25 ]


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.1 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2006 0/21 0/20 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Choudhry 1996 3/21 4/20 0.6 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 13/34 12/25 3.4 % 0.80 [ 0.44, 1.44 ]


Chuntrasakul 1996 1/21 3/17 0.2 % 0.27 [ 0.03, 2.37 ]


Dennis 2006 182/429 207/429 54.0 % 0.88 [ 0.76, 1.02 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Eyer 1993 2/19 2/19 0.3 % 1.00 [ 0.16, 6.38 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Kaur 2005 6/50 12/50 1.5 % 0.50 [ 0.20, 1.23 ]


Kearns 1992 5/16 4/15 1.0 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 5/12 2/10 0.6 % 2.08 [ 0.51, 8.52 ]


Malhotra 2004 27/98 31/97 6.3 % 0.86 [ 0.56, 1.33 ]


Maude 2011 8/27 7/29 1.6 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 30/68 35/68 9.4 % 0.86 [ 0.60, 1.22 ]


Nguyen 2012 4/14 4/14 0.9 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]


Peck 2004 4/14 5/13 1.0 % 0.74 [ 0.25, 2.18 ]


Pupelis 2000 1/30 7/30 0.3 % 0.14 [ 0.02, 1.09 ]


Pupelis 2001 2/11 5/18 0.6 % 0.65 [ 0.15, 2.81 ]


Sabin 1998 12/40 10/40 2.3 % 1.20 [ 0.59, 2.45 ]


Schroeder 1991 1/16 1/16 0.2 % 1.00 [ 0.07, 14.64 ]


Singh 1998 4/21 4/22 0.8 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.3 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 1/11 1/15 0.2 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 3/9 0.1 % 0.14 [ 0.01, 2.42 ]


Sullivan 1998 2/8 5/10 0.6 % 0.50 [ 0.13, 1.93 ]


Tong 2006a 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 1.2 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.3 % 2.00 [ 0.24, 16.97 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Watters 1997 1/13 3/15 0.3 % 0.38 [ 0.05, 3.26 ]


Wu 2007a 6/215 8/108 1.1 % 0.38 [ 0.13, 1.06 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 2/50 5/50 0.5 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 1/15 0.1 % 0.08 [ 0.00, 1.89 ]


Zheng 2015 5/75 13/71 1.2 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 1.0 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 1.8 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 2325 2068 97.6 % 0.81 [ 0.72, 0.91 ]


Total events: 375 (Experimental), 462 (Control)


Heterogeneity: Tau2 = 0.00; Chi2 = 42.20, df = 42 (P = 0.46); I2 =0%


Test for overall effect: Z = 3.63 (P = 0.00028)


Total (95% CI) 2340 2085 100.0 % 0.82 [ 0.73, 0.91 ]


Total events: 382 (Experimental), 471 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 42.26, df = 43 (P = 0.50); I2 =0.0%


Test for overall effect: Z = 3.69 (P = 0.00023)


Test for subgroup differences: Chi2 = 0.06, df = 1 (P = 0.81), I2 =0.0%
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Analysis 24.8. Comparison 24 Enteral - Serious adverse event maximum follow-up, Outcome 8 Serious


adverse events - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 24 Enteral - Serious adverse event maximum follow-up


Outcome: 8 Serious adverse events - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Biomarkers


Chen 1995a 0/8 1/8 0.1 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Subtotal (95% CI) 274 277 0.3 % 0.16 [ 0.02, 1.26 ]


Total events: 0 (Experimental), 7 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.48, df = 1 (P = 0.49); I2 =0.0%


Test for overall effect: Z = 1.74 (P = 0.081)


2 Anthropometric measures


Bastow 1983a 5/39 4/35 0.8 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.5 % 0.37 [ 0.08, 1.71 ]


Subtotal (95% CI) 64 58 1.3 % 0.71 [ 0.24, 2.08 ]


Total events: 7 (Experimental), 9 (Control)


Heterogeneity: Tau2 = 0.12; Chi2 = 1.23, df = 1 (P = 0.27); I2 =19%


Test for overall effect: Z = 0.63 (P = 0.53)


3 Both


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Characterised by other means


Barlow 2011 3/64 7/57 0.7 % 0.38 [ 0.10, 1.41 ]


Beier-Holgersen 1999 6/30 7/30 1.3 % 0.86 [ 0.33, 2.25 ]


Bokhorst-de 2000 7/15 9/17 2.4 % 0.88 [ 0.44, 1.78 ]


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 3/21 4/20 0.6 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 13/34 12/25 3.4 % 0.80 [ 0.44, 1.44 ]


Chuntrasakul 1996 1/21 3/17 0.2 % 0.27 [ 0.03, 2.37 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Dennis 2006 182/429 207/429 54.0 % 0.88 [ 0.76, 1.02 ]


Eyer 1993 2/19 2/19 0.3 % 1.00 [ 0.16, 6.38 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Kaur 2005 6/50 12/50 1.5 % 0.50 [ 0.20, 1.23 ]


Kearns 1992 5/16 4/15 1.0 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 5/12 2/10 0.6 % 2.08 [ 0.51, 8.52 ]


Malhotra 2004 27/98 31/97 6.3 % 0.86 [ 0.56, 1.33 ]


Maude 2011 8/27 7/29 1.6 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 30/68 35/68 9.4 % 0.86 [ 0.60, 1.22 ]


Nguyen 2012 4/14 4/14 0.9 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]


Peck 2004 4/14 5/13 1.0 % 0.74 [ 0.25, 2.18 ]


Pupelis 2000 1/30 7/30 0.3 % 0.14 [ 0.02, 1.09 ]


Pupelis 2001 2/11 5/18 0.6 % 0.65 [ 0.15, 2.81 ]


Sabin 1998 12/40 10/40 2.3 % 1.20 [ 0.59, 2.45 ]


Schroeder 1991 1/16 1/16 0.2 % 1.00 [ 0.07, 14.64 ]


Singh 1998 4/21 4/22 0.8 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.3 % 4.00 [ 0.48, 33.33 ]


Sonnenfeld 1978 1/11 1/15 0.2 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/9 3/9 0.1 % 0.14 [ 0.01, 2.42 ]


Sullivan 1998 2/8 5/10 0.6 % 0.50 [ 0.13, 1.93 ]


Tong 2006a 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 1.2 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.3 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.3 % 0.38 [ 0.05, 3.26 ]


Wu 2007a 6/215 8/108 1.1 % 0.38 [ 0.13, 1.06 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 2/50 5/50 0.5 % 0.40 [ 0.08, 1.97 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zheng 2001a 0/65 1/15 0.1 % 0.08 [ 0.00, 1.89 ]


Zheng 2015 5/75 13/71 1.2 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 1.0 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 1.8 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 2002 1750 98.5 % 0.82 [ 0.74, 0.92 ]


Total events: 375 (Experimental), 455 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 37.85, df = 39 (P = 0.52); I2 =0.0%


Test for overall effect: Z = 3.55 (P = 0.00039)


Total (95% CI) 2340 2085 100.0 % 0.82 [ 0.73, 0.91 ]


Total events: 382 (Experimental), 471 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 42.26, df = 43 (P = 0.50); I2 =0.0%


Test for overall effect: Z = 3.69 (P = 0.00023)


Test for subgroup differences: Chi2 = 2.49, df = 2 (P = 0.29), I2 =20%
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Analysis 24.9. Comparison 24 Enteral - Serious adverse event maximum follow-up, Outcome 9 Serious


adverse events - randomisation year.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 24 Enteral - Serious adverse event maximum follow-up


Outcome: 9 Serious adverse events - randomisation year


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Before 1960


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 1960 to 1979


Sonnenfeld 1978 1/11 1/15 0.2 % 1.36 [ 0.10, 19.50 ]


Subtotal (95% CI) 11 15 0.2 % 1.36 [ 0.10, 19.50 ]


Total events: 1 (Experimental), 1 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.23 (P = 0.82)


3 1980 to 1999


Bastow 1983a 5/39 4/35 0.8 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.5 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 1.3 % 0.86 [ 0.33, 2.25 ]


Bokhorst-de 2000 7/15 9/17 2.4 % 0.88 [ 0.44, 1.78 ]


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.1 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Choudhry 1996 3/21 4/20 0.6 % 0.71 [ 0.18, 2.80 ]


Chuntrasakul 1996 1/21 3/17 0.2 % 0.27 [ 0.03, 2.37 ]


Dennis 2006 182/429 207/429 54.0 % 0.88 [ 0.76, 1.02 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Eyer 1993 2/19 2/19 0.3 % 1.00 [ 0.16, 6.38 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Kearns 1992 5/16 4/15 1.0 % 1.17 [ 0.39, 3.56 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Ledinghen 1997 5/12 2/10 0.6 % 2.08 [ 0.51, 8.52 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Pupelis 2000 1/30 7/30 0.3 % 0.14 [ 0.02, 1.09 ]


Pupelis 2001 2/11 5/18 0.6 % 0.65 [ 0.15, 2.81 ]


Sabin 1998 12/40 10/40 2.3 % 1.20 [ 0.59, 2.45 ]


Schroeder 1991 1/16 1/16 0.2 % 1.00 [ 0.07, 14.64 ]


Singh 1998 4/21 4/22 0.8 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.3 % 4.00 [ 0.48, 33.33 ]


Sullivan 1998 2/8 5/10 0.6 % 0.50 [ 0.13, 1.93 ]


Von Meyenfeldt 1992b 4/50 1/25 0.3 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.3 % 0.38 [ 0.05, 3.26 ]


Zheng 2001a 0/65 1/15 0.1 % 0.08 [ 0.00, 1.89 ]


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 1339 1252 67.9 % 0.88 [ 0.77, 1.00 ]


Total events: 256 (Experimental), 294 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 21.93, df = 24 (P = 0.58); I2 =0.0%


Test for overall effect: Z = 1.97 (P = 0.049)


4 After 1999


Barlow 2011 3/64 7/57 0.7 % 0.38 [ 0.10, 1.41 ]


Chen 2006 0/21 0/20 Not estimable


Chourdakis 2012 13/34 12/25 3.4 % 0.80 [ 0.44, 1.44 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Kaur 2005 6/50 12/50 1.5 % 0.50 [ 0.20, 1.23 ]


Malhotra 2004 27/98 31/97 6.3 % 0.86 [ 0.56, 1.33 ]


Maude 2011 8/27 7/29 1.6 % 1.23 [ 0.52, 2.93 ]


Moreno 2016 30/68 35/68 9.4 % 0.86 [ 0.60, 1.22 ]


Nguyen 2012 4/14 4/14 0.9 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]


Peck 2004 4/14 5/13 1.0 % 0.74 [ 0.25, 2.18 ]


Soop 2004 0/9 3/9 0.1 % 0.14 [ 0.01, 2.42 ]


Tong 2006a 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 1.2 % 0.47 [ 0.17, 1.28 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Wu 2007a 6/215 8/108 1.1 % 0.38 [ 0.13, 1.06 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 2/50 5/50 0.5 % 0.40 [ 0.08, 1.97 ]


Zheng 2015 5/75 13/71 1.2 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 1.0 % 0.33 [ 0.11, 0.98 ]


Zhu 2012b 8/32 7/16 1.8 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 990 818 31.9 % 0.70 [ 0.58, 0.85 ]


Total events: 125 (Experimental), 176 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 16.67, df = 17 (P = 0.48); I2 =0.0%


Test for overall effect: Z = 3.67 (P = 0.00024)


Total (95% CI) 2340 2085 100.0 % 0.82 [ 0.73, 0.91 ]


Total events: 382 (Experimental), 471 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 42.26, df = 43 (P = 0.50); I2 =0.0%


Test for overall effect: Z = 3.69 (P = 0.00023)


Test for subgroup differences: Chi2 = 3.83, df = 2 (P = 0.15), I2 =48%
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Analysis 24.10. Comparison 24 Enteral - Serious adverse event maximum follow-up, Outcome 10 Serious


adverse events - trials where the intervention lasts fewer than three days compared with trials where the


intervention lasts three days or more.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 24 Enteral - Serious adverse event maximum follow-up


Outcome: 10 Serious adverse events - trials where the intervention lasts fewer than three days compared with trials where the intervention lasts three days or more


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Three days or more


Barlow 2011 3/64 7/57 0.7 % 0.38 [ 0.10, 1.41 ]


Bastow 1983a 5/39 4/35 0.8 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 0.5 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 1.3 % 0.86 [ 0.33, 2.25 ]


Bokhorst-de 2000 7/15 9/17 2.4 % 0.88 [ 0.44, 1.78 ]


Carr 1996 0/14 1/14 0.1 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.1 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2006 0/21 0/20 Not estimable


Chuntrasakul 1996 1/21 3/17 0.2 % 0.27 [ 0.03, 2.37 ]


Dennis 2006 182/429 207/429 54.0 % 0.88 [ 0.76, 1.02 ]


Dong 1996 0/256 6/264 0.1 % 0.08 [ 0.00, 1.40 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Hill 2002 0/22 2/24 0.1 % 0.22 [ 0.01, 4.29 ]


Kaur 2005 6/50 12/50 1.5 % 0.50 [ 0.20, 1.23 ]


Kearns 1992 5/16 4/15 1.0 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 5/12 2/10 0.6 % 2.08 [ 0.51, 8.52 ]


Malhotra 2004 27/98 31/97 6.3 % 0.86 [ 0.56, 1.33 ]


Moreno 2016 30/68 35/68 9.4 % 0.86 [ 0.60, 1.22 ]


Nguyen 2012 4/14 4/14 0.9 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.1 % 0.33 [ 0.01, 7.72 ]


Peck 2004 4/14 5/13 1.0 % 0.74 [ 0.25, 2.18 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Pupelis 2000 1/30 7/30 0.3 % 0.14 [ 0.02, 1.09 ]


Pupelis 2001 2/11 5/18 0.6 % 0.65 [ 0.15, 2.81 ]


Schroeder 1991 1/16 1/16 0.2 % 1.00 [ 0.07, 14.64 ]


Singh 1998 4/21 4/22 0.8 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.3 % 4.00 [ 0.48, 33.33 ]


Soop 2004 0/9 3/9 0.1 % 0.14 [ 0.01, 2.42 ]


Sullivan 1998 2/8 5/10 0.6 % 0.50 [ 0.13, 1.93 ]


Tong 2006a 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 1.2 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.3 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.3 % 0.38 [ 0.05, 3.26 ]


Wu 2007a 6/215 8/108 1.1 % 0.38 [ 0.13, 1.06 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 2/50 5/50 0.5 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 1/15 0.1 % 0.08 [ 0.00, 1.89 ]


Zheng 2015 5/75 13/71 1.2 % 0.36 [ 0.14, 0.97 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/16 1.8 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 2071 1822 90.5 % 0.77 [ 0.66, 0.89 ]


Total events: 339 (Experimental), 422 (Control)


Heterogeneity: Tau2 = 0.01; Chi2 = 37.00, df = 35 (P = 0.38); I2 =5%


Test for overall effect: Z = 3.43 (P = 0.00059)


2 Less than three days


Choudhry 1996 3/21 4/20 0.6 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 13/34 12/25 3.4 % 0.80 [ 0.44, 1.44 ]


Eyer 1993 2/19 2/19 0.3 % 1.00 [ 0.16, 6.38 ]


Maude 2011 8/27 7/29 1.6 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.1 % 0.32 [ 0.01, 7.74 ]


Sabin 1998 12/40 10/40 2.3 % 1.20 [ 0.59, 2.45 ]


Sonnenfeld 1978 1/11 1/15 0.2 % 1.36 [ 0.10, 19.50 ]


Zhong 2014 4/60 12/60 1.0 % 0.33 [ 0.11, 0.98 ]


Subtotal (95% CI) 269 263 9.5 % 0.86 [ 0.60, 1.22 ]


Total events: 43 (Experimental), 49 (Control)
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Heterogeneity: Tau2 = 0.0; Chi2 = 5.18, df = 7 (P = 0.64); I2 =0.0%


Test for overall effect: Z = 0.85 (P = 0.40)


3 Unknown


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 2340 2085 100.0 % 0.82 [ 0.73, 0.91 ]


Total events: 382 (Experimental), 471 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 42.26, df = 43 (P = 0.50); I2 =0.0%


Test for overall effect: Z = 3.69 (P = 0.00023)


Test for subgroup differences: Chi2 = 0.34, df = 1 (P = 0.56), I2 =0.0%
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Analysis 24.11. Comparison 24 Enteral - Serious adverse event maximum follow-up, Outcome 11 Serious


adverse events co-interventions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 24 Enteral - Serious adverse event maximum follow-up


Outcome: 11 Serious adverse events co-interventions


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


1 Received nutrition support as co-intervention


Bokhorst-de 2000 7/15 9/17 1.7 % 0.88 [ 0.44, 1.78 ]


Hill 2002 0/22 2/24 0.5 % 0.22 [ 0.01, 4.29 ]


Zhu 2012b 8/32 7/16 1.9 % 0.57 [ 0.25, 1.29 ]


Subtotal (95% CI) 69 57 4.2 % 0.66 [ 0.39, 1.12 ]


Total events: 15 (Experimental), 18 (Control)


Heterogeneity: Chi2 = 1.31, df = 2 (P = 0.52); I2 =0.0%


Test for overall effect: Z = 1.54 (P = 0.12)


2 did not receive nutrition support as co-intervention


Barlow 2011 3/64 7/57 1.5 % 0.38 [ 0.10, 1.41 ]


Bastow 1983a 5/39 4/35 0.9 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 1.1 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 1.4 % 0.86 [ 0.33, 2.25 ]


Carr 1996 0/14 1/14 0.3 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.3 % 0.33 [ 0.02, 7.14 ]


Chen 2000a 0/10 0/5 Not estimable


Chen 2006 0/21 0/20 Not estimable


Chourdakis 2012 13/34 12/25 2.9 % 0.80 [ 0.44, 1.44 ]


Chuntrasakul 1996 1/21 3/17 0.7 % 0.27 [ 0.03, 2.37 ]


Dennis 2006 182/429 207/429 42.7 % 0.88 [ 0.76, 1.02 ]


Dong 1996 0/256 6/264 1.3 % 0.08 [ 0.00, 1.40 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/55 0/53 0.1 % 14.46 [ 0.85, 247.12 ]


Kaur 2005 6/50 12/50 2.5 % 0.50 [ 0.20, 1.23 ]


Kearns 1992 5/16 4/15 0.9 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 5/12 2/10 0.5 % 2.08 [ 0.51, 8.52 ]


Malhotra 2004 27/98 31/97 6.4 % 0.86 [ 0.56, 1.33 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Moreno 2016 30/68 35/68 7.2 % 0.86 [ 0.60, 1.22 ]


Page 2002 0/20 1/20 0.3 % 0.33 [ 0.01, 7.72 ]


Peck 2004 4/14 5/13 1.1 % 0.74 [ 0.25, 2.18 ]


Pupelis 2000 1/30 7/30 1.4 % 0.14 [ 0.02, 1.09 ]


Pupelis 2001 2/11 5/18 0.8 % 0.65 [ 0.15, 2.81 ]


Schroeder 1991 1/16 1/16 0.2 % 1.00 [ 0.07, 14.64 ]


Singh 1998 4/21 4/22 0.8 % 1.05 [ 0.30, 3.66 ]


Smith 1985 4/25 1/25 0.2 % 4.00 [ 0.48, 33.33 ]


Soop 2004 0/9 3/9 0.7 % 0.14 [ 0.01, 2.42 ]


Sullivan 1998 2/8 5/10 0.9 % 0.50 [ 0.13, 1.93 ]


Tong 2006a 0/45 2/18 0.7 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 2.1 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.3 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/13 3/15 0.6 % 0.38 [ 0.05, 3.26 ]


Wu 2007a 6/215 8/108 2.2 % 0.38 [ 0.13, 1.06 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 2/50 5/50 1.0 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 1/15 0.5 % 0.08 [ 0.00, 1.89 ]


Zheng 2015 5/75 13/71 2.8 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 2.5 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Subtotal (95% CI) 2082 1836 89.8 % 0.77 [ 0.68, 0.86 ]


Total events: 337 (Experimental), 424 (Control)


Heterogeneity: Chi2 = 38.12, df = 33 (P = 0.25); I2 =13%


Test for overall effect: Z = 4.50 (P < 0.00001)


3 delayed versus early nutrition support


Choudhry 1996 3/21 4/20 0.8 % 0.71 [ 0.18, 2.80 ]


Eyer 1993 2/19 2/19 0.4 % 1.00 [ 0.16, 6.38 ]


Maude 2011 8/27 7/29 1.4 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.3 % 0.32 [ 0.01, 7.74 ]


Nguyen 2012 4/14 4/14 0.8 % 1.00 [ 0.31, 3.23 ]


Sabin 1998 12/40 10/40 2.1 % 1.20 [ 0.59, 2.45 ]


Sonnenfeld 1978 1/11 1/15 0.2 % 1.36 [ 0.10, 19.50 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Subtotal (95% CI) 189 192 6.0 % 1.06 [ 0.68, 1.64 ]


Total events: 30 (Experimental), 29 (Control)


Heterogeneity: Chi2 = 1.14, df = 6 (P = 0.98); I2 =0.0%


Test for overall effect: Z = 0.24 (P = 0.81)


Total (95% CI) 2340 2085 100.0 % 0.78 [ 0.70, 0.87 ]


Total events: 382 (Experimental), 471 (Control)


Heterogeneity: Chi2 = 42.26, df = 43 (P = 0.50); I2 =0.0%


Test for overall effect: Z = 4.45 (P < 0.00001)


Test for subgroup differences: Chi2 = 2.26, df = 2 (P = 0.32), I2 =12%
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Analysis 24.12. Comparison 24 Enteral - Serious adverse event maximum follow-up, Outcome 12 Serious


adverse events - ’best-worse case’ scenario (enteral nutrition).


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 24 Enteral - Serious adverse event maximum follow-up


Outcome: 12 Serious adverse events - ’best-worse case’ scenario (enteral nutrition)


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Barlow 2011 3/64 7/57 1.9 % 0.38 [ 0.10, 1.41 ]


Bastow 1983a 5/39 4/35 2.1 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 1.4 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 3.0 % 0.86 [ 0.33, 2.25 ]


Bokhorst-de 2000 7/15 9/17 4.6 % 0.88 [ 0.44, 1.78 ]


Carr 1996 0/14 1/14 0.4 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.4 % 0.33 [ 0.02, 7.14 ]


Chen 2006 0/21 0/20 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Choudhry 1996 3/21 4/20 1.7 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 13/34 12/25 5.6 % 0.80 [ 0.44, 1.44 ]


Chuntrasakul 1996 1/21 3/17 0.8 % 0.27 [ 0.03, 2.37 ]


Dennis 2006 182/429 207/430 10.9 % 0.88 [ 0.76, 1.02 ]


Dong 1996 0/256 6/264 0.4 % 0.08 [ 0.00, 1.40 ]


Eyer 1993 2/26 9/26 1.6 % 0.22 [ 0.05, 0.93 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 7/70 17/70 3.8 % 0.41 [ 0.18, 0.93 ]


Hill 2002 0/22 2/24 0.4 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 0/51 40/51 0.5 % 0.01 [ 0.00, 0.20 ]


Kaur 2005 6/50 12/50 3.4 % 0.50 [ 0.20, 1.23 ]


Kearns 1992 5/16 4/15 2.4 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 5/12 2/10 1.6 % 2.08 [ 0.51, 8.52 ]


Malhotra 2004 27/100 34/100 7.5 % 0.79 [ 0.52, 1.21 ]


Maude 2011 8/27 7/29 3.5 % 1.23 [ 0.52, 2.93 ]


McCarter 1998 0/57 1/55 0.4 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 30/68 35/68 8.4 % 0.86 [ 0.60, 1.22 ]


Nguyen 2012 4/14 4/14 2.2 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.4 % 0.33 [ 0.01, 7.72 ]


Peck 2004 4/16 8/16 3.0 % 0.50 [ 0.19, 1.33 ]


Pupelis 2000 2/11 5/18 1.5 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.9 % 0.14 [ 0.02, 1.09 ]


Schroeder 1991 1/16 1/16 0.5 % 1.00 [ 0.07, 14.64 ]


Singh 1998 4/21 4/22 2.0 % 1.05 [ 0.30, 3.66 ]


Sonnenfeld 1978 1/11 1/15 0.5 % 1.36 [ 0.10, 19.50 ]


Soop 2004 0/10 2/10 0.4 % 0.20 [ 0.01, 3.70 ]


Sullivan 1998 2/8 5/10 1.8 % 0.50 [ 0.13, 1.93 ]


Tong 2006a 0/45 2/18 0.4 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 2.9 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.8 % 2.00 [ 0.24, 16.97 ]


Watters 1997 1/15 4/16 0.8 % 0.27 [ 0.03, 2.12 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Wu 2007a 6/215 8/108 2.7 % 0.38 [ 0.13, 1.06 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 2/50 5/50 1.3 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 1/15 0.4 % 0.08 [ 0.00, 1.89 ]


Zheng 2015 5/75 13/71 3.0 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 2.6 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 23/32 5.2 % 0.35 [ 0.18, 0.66 ]


Total (95% CI) 2360 2129 100.0 % 0.62 [ 0.51, 0.75 ]


Total events: 366 (Experimental), 546 (Control)


Heterogeneity: Tau2 = 0.08; Chi2 = 61.55, df = 42 (P = 0.03); I2 =32%


Test for overall effect: Z = 4.87 (P < 0.00001)


Test for subgroup differences: Not applicable
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Analysis 24.13. Comparison 24 Enteral - Serious adverse event maximum follow-up, Outcome 13 Serious


adverse events - ’worst-best case’ scenario (enteral nutrition).


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 24 Enteral - Serious adverse event maximum follow-up


Outcome: 13 Serious adverse events - ’worst-best case’ scenario (enteral nutrition)


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abalan 1992 0/15 0/14 Not estimable


Barlow 2011 3/64 7/57 1.4 % 0.38 [ 0.10, 1.41 ]


Bastow 1983a 5/39 4/35 1.6 % 1.12 [ 0.33, 3.85 ]


Bastow 1983b 2/25 5/23 1.1 % 0.37 [ 0.08, 1.71 ]


Beier-Holgersen 1999 6/30 7/30 2.5 % 0.86 [ 0.33, 2.25 ]


Bokhorst-de 2000 7/15 9/17 4.4 % 0.88 [ 0.44, 1.78 ]


Carr 1996 0/14 1/14 0.3 % 0.33 [ 0.01, 7.55 ]


Chen 1995a 0/8 1/8 0.3 % 0.33 [ 0.02, 7.14 ]


Chen 2006 0/21 0/20 Not estimable


Choudhry 1996 3/21 4/20 1.3 % 0.71 [ 0.18, 2.80 ]


Chourdakis 2012 13/34 12/25 5.8 % 0.80 [ 0.44, 1.44 ]


Chuntrasakul 1996 1/21 3/17 0.5 % 0.27 [ 0.03, 2.37 ]


Dennis 2006 182/429 207/430 20.8 % 0.88 [ 0.76, 1.02 ]


Dong 1996 0/256 6/264 0.3 % 0.08 [ 0.00, 1.40 ]


Eyer 1993 9/26 2/26 1.2 % 4.50 [ 1.07, 18.85 ]


Fletcher 1986b 0/9 0/4 Not estimable


Hartgrink 1998 22/70 0/70 0.3 % 45.00 [ 2.78, 727.58 ]


Hill 2002 0/22 2/24 0.3 % 0.22 [ 0.01, 4.29 ]


Hoffmann 1988 8/51 5/51 2.2 % 1.60 [ 0.56, 4.56 ]


Kaur 2005 6/50 12/50 2.9 % 0.50 [ 0.20, 1.23 ]


Kearns 1992 5/16 4/15 2.0 % 1.17 [ 0.39, 3.56 ]


Ledinghen 1997 5/12 2/10 1.3 % 2.08 [ 0.51, 8.52 ]


Malhotra 2004 29/100 31/100 9.2 % 0.94 [ 0.61, 1.43 ]


Maude 2011 8/27 7/29 3.0 % 1.23 [ 0.52, 2.93 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


McCarter 1998 0/57 1/55 0.3 % 0.32 [ 0.01, 7.74 ]


Moreno 2016 30/68 35/68 11.4 % 0.86 [ 0.60, 1.22 ]


Nguyen 2012 4/14 4/14 1.8 % 1.00 [ 0.31, 3.23 ]


Page 2002 0/20 1/20 0.3 % 0.33 [ 0.01, 7.72 ]


Peck 2004 6/16 5/16 2.5 % 1.20 [ 0.46, 3.15 ]


Pupelis 2000 2/11 5/18 1.2 % 0.65 [ 0.15, 2.81 ]


Pupelis 2001 1/30 7/30 0.6 % 0.14 [ 0.02, 1.09 ]


Schroeder 1991 1/16 1/16 0.4 % 1.00 [ 0.07, 14.64 ]


Singh 1998 4/21 4/22 1.6 % 1.05 [ 0.30, 3.66 ]


Sonnenfeld 1978 1/11 1/15 0.4 % 1.36 [ 0.10, 19.50 ]


Soop 2004 1/10 1/10 0.4 % 1.00 [ 0.07, 13.87 ]


Sullivan 1998 2/8 5/10 1.4 % 0.50 [ 0.13, 1.93 ]


Tong 2006a 0/45 2/18 0.3 % 0.08 [ 0.00, 1.64 ]


Vicic 2013 5/52 10/49 2.4 % 0.47 [ 0.17, 1.28 ]


Von Meyenfeldt 1992b 4/50 1/25 0.6 % 2.00 [ 0.24, 16.97 ]


Watters 1997 3/15 3/16 1.2 % 1.07 [ 0.25, 4.49 ]


Wu 2007a 6/215 8/108 2.2 % 0.38 [ 0.13, 1.06 ]


Xu 2003 0/20 0/20 Not estimable


Zhang 2013 2/50 5/50 1.0 % 0.40 [ 0.08, 1.97 ]


Zheng 2001a 0/65 1/15 0.3 % 0.08 [ 0.00, 1.89 ]


Zheng 2015 5/75 13/71 2.5 % 0.36 [ 0.14, 0.97 ]


Zhong 2014 4/60 12/60 2.1 % 0.33 [ 0.11, 0.98 ]


Zhu 2002a 0/24 0/18 Not estimable


Zhu 2012b 8/32 7/32 2.9 % 1.14 [ 0.47, 2.78 ]


Total (95% CI) 2360 2129 100.0 % 0.81 [ 0.69, 0.95 ]


Total events: 403 (Experimental), 463 (Control)


Heterogeneity: Tau2 = 0.03; Chi2 = 48.04, df = 42 (P = 0.24); I2 =13%


Test for overall effect: Z = 2.58 (P = 0.010)


Test for subgroup differences: Not applicable
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Analysis 25.1. Comparison 25 Parenteral - All cause mortality - end of intervention, Outcome 1 All-cause


mortality - overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 25 Parenteral - All cause mortality - end of intervention


Outcome: 1 All-cause mortality - overall


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abel 1976 4/20 3/24 1.5 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.6 % 0.56 [ 0.06, 5.14 ]


Bellantone 1988 1/54 1/46 0.4 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 4/60 1/57 0.6 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 146/2312 141/2328 57.3 % 1.04 [ 0.83, 1.30 ]


Doglietto 1990 0/13 0/16 Not estimable


Fan 1989 5/64 9/60 2.7 % 0.52 [ 0.19, 1.47 ]


Fan 1994 3/20 3/20 1.3 % 1.00 [ 0.23, 4.37 ]


Fasth 1987 1/48 1/44 0.4 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 8/153 12/152 3.8 % 0.66 [ 0.28, 1.57 ]


Herndon 1987 8/13 8/15 7.0 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 2/43 0.3 % 0.52 [ 0.03, 10.24 ]


Jimenez 1995a 1/20 0/5 0.3 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.6 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.3 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 0/18 0.3 % 3.35 [ 0.15, 76.93 ]


Lough 1990 4/14 7/15 2.9 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 6/27 5/26 2.6 % 1.16 [ 0.40, 3.33 ]


Müller 1982a 3/66 5/29 1.6 % 0.26 [ 0.07, 1.03 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Müller 1982b 10/46 6/30 3.5 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 1/20 1/20 0.4 % 1.00 [ 0.07, 14.90 ]


Neuvonen 1984 0/9 0/10 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Roth 2013 1/74 1/83 0.4 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.6 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.6 % 2.63 [ 0.31, 22.46 ]


Sax 1987 1/29 1/26 0.4 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 1.1 % 1.70 [ 0.33, 8.84 ]


Smith 1988 0/17 0/17 Not estimable


Song 1993 0/12 2/13 0.3 % 0.22 [ 0.01, 4.08 ]


Stein 2002 2/40 3/40 1.0 % 0.67 [ 0.12, 3.78 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 4/30 5/35 1.9 % 0.93 [ 0.28, 3.16 ]


Von Meyenfeldt 1992a 2/51 1/25 0.5 % 0.98 [ 0.09, 10.30 ]


Woolfson 1989 8/62 8/60 3.5 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 3/215 2/108 0.9 % 0.75 [ 0.13, 4.44 ]


Yamada 1983 0/18 1/16 0.3 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable


Total (95% CI) 3772 3541 100.0 % 0.98 [ 0.83, 1.16 ]


Total events: 239 (Nutrition support), 236 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 14.40, df = 31 (P = 1.00); I2 =0.0%


Test for overall effect: Z = 0.25 (P = 0.80)


Test for subgroup differences: Not applicable
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Analysis 25.2. Comparison 25 Parenteral - All cause mortality - end of intervention, Outcome 2 All-cause


mortality - bias.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 25 Parenteral - All cause mortality - end of intervention


Outcome: 2 All-cause mortality - bias


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 High risk of bias


Abel 1976 4/20 3/24 1.5 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.6 % 0.56 [ 0.06, 5.14 ]


Bellantone 1988 1/54 1/46 0.4 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 4/60 1/57 0.6 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 146/2312 141/2328 57.3 % 1.04 [ 0.83, 1.30 ]


Doglietto 1990 0/13 0/16 Not estimable


Fan 1989 5/64 9/60 2.7 % 0.52 [ 0.19, 1.47 ]


Fan 1994 3/20 3/20 1.3 % 1.00 [ 0.23, 4.37 ]


Fasth 1987 1/48 1/44 0.4 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 8/153 12/152 3.8 % 0.66 [ 0.28, 1.57 ]


Herndon 1987 8/13 8/15 7.0 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 2/43 0.3 % 0.52 [ 0.03, 10.24 ]


Jimenez 1995a 1/20 0/5 0.3 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.6 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.3 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 0/18 0.3 % 3.35 [ 0.15, 76.93 ]


Lough 1990 4/14 7/15 2.9 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 6/27 5/26 2.6 % 1.16 [ 0.40, 3.33 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Müller 1982a 3/66 5/29 1.6 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 3.5 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 1/20 1/20 0.4 % 1.00 [ 0.07, 14.90 ]


Neuvonen 1984 0/9 0/10 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Roth 2013 1/74 1/83 0.4 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.6 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.6 % 2.63 [ 0.31, 22.46 ]


Sax 1987 1/29 1/26 0.4 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 1.1 % 1.70 [ 0.33, 8.84 ]


Smith 1988 0/17 0/17 Not estimable


Song 1993 0/12 2/13 0.3 % 0.22 [ 0.01, 4.08 ]


Stein 2002 2/40 3/40 1.0 % 0.67 [ 0.12, 3.78 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 4/30 5/35 1.9 % 0.93 [ 0.28, 3.16 ]


Von Meyenfeldt 1992a 2/51 1/25 0.5 % 0.98 [ 0.09, 10.30 ]


Woolfson 1989 8/62 8/60 3.5 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 3/215 2/108 0.9 % 0.75 [ 0.13, 4.44 ]


Yamada 1983 0/18 1/16 0.3 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 3772 3541 100.0 % 0.98 [ 0.83, 1.16 ]


Total events: 239 (Nutrition support), 236 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 14.40, df = 31 (P = 1.00); I2 =0.0%


Test for overall effect: Z = 0.25 (P = 0.80)


2 Low risk of bias


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 3772 3541 100.0 % 0.98 [ 0.83, 1.16 ]


Total events: 239 (Nutrition support), 236 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 14.40, df = 31 (P = 1.00); I2 =0.0%


Test for overall effect: Z = 0.25 (P = 0.80)


Test for subgroup differences: Not applicable
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Analysis 25.3. Comparison 25 Parenteral - All cause mortality - end of intervention, Outcome 3 All-cause


mortality - medical speciality.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 25 Parenteral - All cause mortality - end of intervention


Outcome: 3 All-cause mortality - medical speciality


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Cardiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Medical gastroenterology and hepatology


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Fan 1994 3/20 3/20 1.3 % 1.00 [ 0.23, 4.37 ]


Mezey 1991 6/27 5/26 2.6 % 1.16 [ 0.40, 3.33 ]


Naveau 1986 1/20 1/20 0.4 % 1.00 [ 0.07, 14.90 ]


Sax 1987 1/29 1/26 0.4 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 1.1 % 1.70 [ 0.33, 8.84 ]


Subtotal (95% CI) 130 129 5.7 % 1.17 [ 0.58, 2.37 ]


Total events: 14 (Nutrition support), 12 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.29, df = 4 (P = 0.99); I2 =0.0%


Test for overall effect: Z = 0.43 (P = 0.67)


3 Geriatrics


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Pulmonary disease


Song 1993 0/12 2/13 0.3 % 0.22 [ 0.01, 4.08 ]


Subtotal (95% CI) 12 13 0.3 % 0.22 [ 0.01, 4.08 ]


Total events: 0 (Nutrition support), 2 (Control)


Heterogeneity: not applicable
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Test for overall effect: Z = 1.02 (P = 0.31)


5 Endocrinology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


6 Infectious diseases


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


7 Rheumatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


8 Haematology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


9 Nephrology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


10 Gastroenterologic surgery


Bellantone 1988 1/54 1/46 0.4 % 0.85 [ 0.05, 13.24 ]


Brennan 1994 4/60 1/57 0.6 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Fan 1989 5/64 9/60 2.7 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.4 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Hoffmann 1988 0/16 2/43 0.3 % 0.52 [ 0.03, 10.24 ]


Jimenez 1995a 1/20 0/5 0.3 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.6 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.3 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 0/18 0.3 % 3.35 [ 0.15, 76.93 ]


Müller 1982a 3/66 5/29 1.6 % 0.26 [ 0.07, 1.03 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Müller 1982b 10/46 6/30 3.5 % 1.09 [ 0.44, 2.68 ]


Neuvonen 1984 0/9 0/10 Not estimable


Smith 1988 0/17 0/17 Not estimable


Thompson 1981 0/12 0/9 Not estimable


Von Meyenfeldt 1992a 2/51 1/25 0.5 % 0.98 [ 0.09, 10.30 ]


Woolfson 1989 8/62 8/60 3.5 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 3/215 2/108 0.9 % 0.75 [ 0.13, 4.44 ]


Yamada 1983 0/18 1/16 0.3 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 910 643 16.2 % 0.79 [ 0.52, 1.20 ]


Total events: 42 (Nutrition support), 38 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 7.31, df = 14 (P = 0.92); I2 =0.0%


Test for overall effect: Z = 1.12 (P = 0.26)


11 Trauma surgery


Herndon 1987 8/13 8/15 7.0 % 1.15 [ 0.61, 2.19 ]


Sacks 1995 2/8 1/9 0.6 % 2.25 [ 0.25, 20.38 ]


Subtotal (95% CI) 21 24 7.6 % 1.22 [ 0.66, 2.25 ]


Total events: 10 (Nutrition support), 9 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.35, df = 1 (P = 0.55); I2 =0.0%


Test for overall effect: Z = 0.62 (P = 0.53)


12 Orthopaedics


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


13 Plastic, reconstructive and aesthetic surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


14 Vascular surgery


Fletcher 1986a 0/10 0/5 Not estimable


Subtotal (95% CI) 10 5 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


15 Transplant surgery
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Lough 1990 4/14 7/15 2.9 % 0.61 [ 0.23, 1.65 ]


Reilly 1990 0/8 0/10 Not estimable


Subtotal (95% CI) 22 25 2.9 % 0.61 [ 0.23, 1.65 ]


Total events: 4 (Nutrition support), 7 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.97 (P = 0.33)


16 Urology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


17 Thoracic surgery


Abel 1976 4/20 3/24 1.5 % 1.60 [ 0.40, 6.32 ]


Subtotal (95% CI) 20 24 1.5 % 1.60 [ 0.40, 6.32 ]


Total events: 4 (Nutrition support), 3 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.67 (P = 0.50)


18 Neurological surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


19 Oro-maxillo-facial surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


20 Anaesthesiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


21 Emergency medicine


Abrishami 2010 1/9 2/10 0.6 % 0.56 [ 0.06, 5.14 ]


Casaer 2011 146/2312 141/2328 57.3 % 1.04 [ 0.83, 1.30 ]


Heidegger 2013 8/153 12/152 3.8 % 0.66 [ 0.28, 1.57 ]


Stein 2002 2/40 3/40 1.0 % 0.67 [ 0.12, 3.78 ]


Subtotal (95% CI) 2514 2530 62.7 % 1.00 [ 0.81, 1.24 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 157 (Nutrition support), 158 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.48, df = 3 (P = 0.69); I2 =0.0%


Test for overall effect: Z = 0.01 (P = 0.99)


22 Psychiatry


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


23 Neurology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


24 Oncology


Doglietto 1990 0/13 0/16 Not estimable


Roth 2013 1/74 1/83 0.4 % 1.12 [ 0.07, 17.62 ]


Samuels 1981 3/16 1/14 0.6 % 2.63 [ 0.31, 22.46 ]


Valdivieso 1987 4/30 5/35 1.9 % 0.93 [ 0.28, 3.16 ]


Subtotal (95% CI) 133 148 2.9 % 1.19 [ 0.44, 3.21 ]


Total events: 8 (Nutrition support), 7 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.68, df = 2 (P = 0.71); I2 =0.0%


Test for overall effect: Z = 0.35 (P = 0.73)


25 Dermatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


26 Gynaecology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


27 Mixed


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 3772 3541 100.0 % 0.98 [ 0.83, 1.16 ]


Total events: 239 (Nutrition support), 236 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 14.40, df = 31 (P = 1.00); I2 =0.0%
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Test for overall effect: Z = 0.25 (P = 0.80)


Test for subgroup differences: Chi2 = 4.33, df = 7 (P = 0.74), I2 =0.0%
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Analysis 25.4. Comparison 25 Parenteral - All cause mortality - end of intervention, Outcome 4 All-cause


mortality - based on adequacy of the amount of calories.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 25 Parenteral - All cause mortality - end of intervention


Outcome: 4 All-cause mortality - based on adequacy of the amount of calories


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Clearly adequate in experimental group and clearly inadequate in control group


Casaer 2011 146/2312 141/2328 57.3 % 1.04 [ 0.83, 1.30 ]


Heidegger 2013 8/153 12/152 3.8 % 0.66 [ 0.28, 1.57 ]


Lough 1990 4/14 7/15 2.9 % 0.61 [ 0.23, 1.65 ]


Roth 2013 1/74 1/83 0.4 % 1.12 [ 0.07, 17.62 ]


Valdivieso 1987 4/30 5/35 1.9 % 0.93 [ 0.28, 3.16 ]


Woolfson 1989 8/62 8/60 3.5 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 3/215 2/108 0.9 % 0.75 [ 0.13, 4.44 ]


Subtotal (95% CI) 2860 2781 70.8 % 0.98 [ 0.80, 1.20 ]


Total events: 174 (Nutrition support), 176 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.05, df = 6 (P = 0.92); I2 =0.0%


Test for overall effect: Z = 0.15 (P = 0.88)


2 Inadequate in the experimental group or adequate in the control group


Mezey 1991 6/27 5/26 2.6 % 1.16 [ 0.40, 3.33 ]


Subtotal (95% CI) 27 26 2.6 % 1.16 [ 0.40, 3.33 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 6 (Nutrition support), 5 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.27 (P = 0.79)


3 Experimental group is overfed


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Unclear intake in experimental group or control group


Abel 1976 4/20 3/24 1.5 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.6 % 0.56 [ 0.06, 5.14 ]


Bellantone 1988 1/54 1/46 0.4 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 4/60 1/57 0.6 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Doglietto 1990 0/13 0/16 Not estimable


Fan 1989 5/64 9/60 2.7 % 0.52 [ 0.19, 1.47 ]


Fan 1994 3/20 3/20 1.3 % 1.00 [ 0.23, 4.37 ]


Fasth 1987 1/48 1/44 0.4 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Herndon 1987 8/13 8/15 7.0 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 2/43 0.3 % 0.52 [ 0.03, 10.24 ]


Jimenez 1995a 1/20 0/5 0.3 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.6 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.3 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 0/18 0.3 % 3.35 [ 0.15, 76.93 ]


Müller 1982a 3/66 5/29 1.6 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 3.5 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 1/20 1/20 0.4 % 1.00 [ 0.07, 14.90 ]


Neuvonen 1984 0/9 0/10 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Sacks 1995 2/8 1/9 0.6 % 2.25 [ 0.25, 20.38 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Samuels 1981 3/16 1/14 0.6 % 2.63 [ 0.31, 22.46 ]


Sax 1987 1/29 1/26 0.4 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 1.1 % 1.70 [ 0.33, 8.84 ]


Smith 1988 0/17 0/17 Not estimable


Song 1993 0/12 2/13 0.3 % 0.22 [ 0.01, 4.08 ]


Stein 2002 2/40 3/40 1.0 % 0.67 [ 0.12, 3.78 ]


Thompson 1981 0/12 0/9 Not estimable


Von Meyenfeldt 1992a 2/51 1/25 0.5 % 0.98 [ 0.09, 10.30 ]


Yamada 1983 0/18 1/16 0.3 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 885 734 26.6 % 0.95 [ 0.68, 1.32 ]


Total events: 59 (Nutrition support), 55 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 12.25, df = 23 (P = 0.97); I2 =0.0%


Test for overall effect: Z = 0.32 (P = 0.75)


Total (95% CI) 3772 3541 100.0 % 0.98 [ 0.83, 1.16 ]


Total events: 239 (Nutrition support), 236 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 14.40, df = 31 (P = 1.00); I2 =0.0%


Test for overall effect: Z = 0.25 (P = 0.80)


Test for subgroup differences: Chi2 = 0.14, df = 2 (P = 0.93), I2 =0.0%
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Analysis 25.5. Comparison 25 Parenteral - All cause mortality - end of intervention, Outcome 5 All-cause


mortality - different screening tools.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 25 Parenteral - All cause mortality - end of intervention


Outcome: 5 All-cause mortality - different screening tools


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 NRS 2002


Casaer 2011 146/2312 141/2328 57.3 % 1.04 [ 0.83, 1.30 ]


Subtotal (95% CI) 2312 2328 57.3 % 1.04 [ 0.83, 1.30 ]


Total events: 146 (Nutrition support), 141 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.36 (P = 0.72)


2 MUST


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 MNA


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 SGA


Wu 2007b 3/215 2/108 0.9 % 0.75 [ 0.13, 4.44 ]


Subtotal (95% CI) 215 108 0.9 % 0.75 [ 0.13, 4.44 ]


Total events: 3 (Nutrition support), 2 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.31 (P = 0.75)


5 Other means


Abel 1976 4/20 3/24 1.5 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.6 % 0.56 [ 0.06, 5.14 ]


Bellantone 1988 1/54 1/46 0.4 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 4/60 1/57 0.6 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Doglietto 1990 0/13 0/16 Not estimable


Fan 1989 5/64 9/60 2.7 % 0.52 [ 0.19, 1.47 ]


Fan 1994 3/20 3/20 1.3 % 1.00 [ 0.23, 4.37 ]


Fasth 1987 1/48 1/44 0.4 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 8/153 12/152 3.8 % 0.66 [ 0.28, 1.57 ]


Herndon 1987 8/13 8/15 7.0 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 2/43 0.3 % 0.52 [ 0.03, 10.24 ]


Jimenez 1995a 1/20 0/5 0.3 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.6 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.3 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 0/18 0.3 % 3.35 [ 0.15, 76.93 ]


Lough 1990 4/14 7/15 2.9 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 6/27 5/26 2.6 % 1.16 [ 0.40, 3.33 ]


Müller 1982a 3/66 5/29 1.6 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 3.5 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 1/20 1/20 0.4 % 1.00 [ 0.07, 14.90 ]


Neuvonen 1984 0/9 0/10 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Roth 2013 1/74 1/83 0.4 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.6 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.6 % 2.63 [ 0.31, 22.46 ]


Sax 1987 1/29 1/26 0.4 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 1.1 % 1.70 [ 0.33, 8.84 ]


Smith 1988 0/17 0/17 Not estimable


Song 1993 0/12 2/13 0.3 % 0.22 [ 0.01, 4.08 ]


Stein 2002 2/40 3/40 1.0 % 0.67 [ 0.12, 3.78 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 4/30 5/35 1.9 % 0.93 [ 0.28, 3.16 ]


Von Meyenfeldt 1992a 2/51 1/25 0.5 % 0.98 [ 0.09, 10.30 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Woolfson 1989 8/62 8/60 3.5 % 0.97 [ 0.39, 2.41 ]


Yamada 1983 0/18 1/16 0.3 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 1245 1105 41.8 % 0.90 [ 0.69, 1.17 ]


Total events: 90 (Nutrition support), 93 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 13.66, df = 29 (P = 0.99); I2 =0.0%


Test for overall effect: Z = 0.77 (P = 0.44)


Total (95% CI) 3772 3541 100.0 % 0.98 [ 0.83, 1.16 ]


Total events: 239 (Nutrition support), 236 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 14.40, df = 31 (P = 1.00); I2 =0.0%


Test for overall effect: Z = 0.25 (P = 0.80)


Test for subgroup differences: Chi2 = 0.76, df = 2 (P = 0.68), I2 =0.0%
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Analysis 25.6. Comparison 25 Parenteral - All cause mortality - end of intervention, Outcome 6 All-cause


mortality - participants characterised as ’at nutritional risk’ due to one of the following conditions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 25 Parenteral - All cause mortality - end of intervention


Outcome: 6 All-cause mortality - participants characterised as ’at nutritional risk’ due to one of the following conditions


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Major surgery


Abel 1976 4/20 3/24 1.5 % 1.60 [ 0.40, 6.32 ]


Bellantone 1988 1/54 1/46 0.4 % 0.85 [ 0.05, 13.24 ]


Brennan 1994 4/60 1/57 0.6 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Fan 1989 5/64 9/60 2.7 % 0.52 [ 0.19, 1.47 ]


Fan 1994 3/20 3/20 1.3 % 1.00 [ 0.23, 4.37 ]


Fasth 1987 1/48 1/44 0.4 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Hoffmann 1988 0/16 2/43 0.3 % 0.52 [ 0.03, 10.24 ]


Jimenez 1995a 1/20 0/5 0.3 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.6 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.3 % 0.86 [ 0.04, 18.45 ]


Lough 1990 4/14 7/15 2.9 % 0.61 [ 0.23, 1.65 ]


Müller 1982a 3/66 5/29 1.6 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 3.5 % 1.09 [ 0.44, 2.68 ]


Neuvonen 1984 0/9 0/10 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Roth 2013 1/74 1/83 0.4 % 1.12 [ 0.07, 17.62 ]


Smith 1988 0/17 0/17 Not estimable


Thompson 1981 0/12 0/9 Not estimable


Von Meyenfeldt 1992a 2/51 1/25 0.5 % 0.98 [ 0.09, 10.30 ]


Woolfson 1989 8/62 8/60 3.5 % 0.97 [ 0.39, 2.41 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Wu 2007b 3/215 2/108 0.9 % 0.75 [ 0.13, 4.44 ]


Yamada 1983 0/18 1/16 0.3 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 1040 782 22.1 % 0.80 [ 0.56, 1.15 ]


Total events: 53 (Nutrition support), 52 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 7.92, df = 17 (P = 0.97); I2 =0.0%


Test for overall effect: Z = 1.22 (P = 0.22)


2 Stroke


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 ICU participants including trauma


Abrishami 2010 1/9 2/10 0.6 % 0.56 [ 0.06, 5.14 ]


Casaer 2011 146/2312 141/2328 57.3 % 1.04 [ 0.83, 1.30 ]


Heidegger 2013 8/153 12/152 3.8 % 0.66 [ 0.28, 1.57 ]


Herndon 1987 8/13 8/15 7.0 % 1.15 [ 0.61, 2.19 ]


Sacks 1995 2/8 1/9 0.6 % 2.25 [ 0.25, 20.38 ]


Stein 2002 2/40 3/40 1.0 % 0.67 [ 0.12, 3.78 ]


Subtotal (95% CI) 2535 2554 70.3 % 1.02 [ 0.84, 1.25 ]


Total events: 167 (Nutrition support), 167 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.15, df = 5 (P = 0.83); I2 =0.0%


Test for overall effect: Z = 0.22 (P = 0.83)


4 Frail elderly participants with less severe conditions known to increase protein requirements


Liu 1996b 1/16 0/18 0.3 % 3.35 [ 0.15, 76.93 ]


Subtotal (95% CI) 16 18 0.3 % 3.35 [ 0.15, 76.93 ]


Total events: 1 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.76 (P = 0.45)


5 Participants do not fall into one of the categories above


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Doglietto 1990 0/13 0/16 Not estimable


Mezey 1991 6/27 5/26 2.6 % 1.16 [ 0.40, 3.33 ]


Naveau 1986 1/20 1/20 0.4 % 1.00 [ 0.07, 14.90 ]


Samuels 1981 3/16 1/14 0.6 % 2.63 [ 0.31, 22.46 ]


Sax 1987 1/29 1/26 0.4 % 0.90 [ 0.06, 13.62 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Simon 1988 3/15 2/17 1.1 % 1.70 [ 0.33, 8.84 ]


Song 1993 0/12 2/13 0.3 % 0.22 [ 0.01, 4.08 ]


Valdivieso 1987 4/30 5/35 1.9 % 0.93 [ 0.28, 3.16 ]


Subtotal (95% CI) 181 187 7.3 % 1.12 [ 0.60, 2.10 ]


Total events: 18 (Nutrition support), 17 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.19, df = 6 (P = 0.90); I2 =0.0%


Test for overall effect: Z = 0.36 (P = 0.72)


Total (95% CI) 3772 3541 100.0 % 0.98 [ 0.83, 1.16 ]


Total events: 239 (Nutrition support), 236 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 14.40, df = 31 (P = 1.00); I2 =0.0%


Test for overall effect: Z = 0.25 (P = 0.80)


Test for subgroup differences: Chi2 = 2.17, df = 3 (P = 0.54), I2 =0.0%
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Analysis 25.7. Comparison 25 Parenteral - All cause mortality - end of intervention, Outcome 7 All-cause


mortality - participants characterised as ’at nutritional risk’ due to one of the following criteria.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 25 Parenteral - All cause mortality - end of intervention


Outcome: 7 All-cause mortality - participants characterised as ’at nutritional risk’ due to one of the following criteria


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 BMI less than 20.5 kg/m2


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Weight loss of at least 5% during the last three months


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 Weight loss of at least 10% during the last six months


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Insufficient food intake during the last week (50% of requirements or less)


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Participants characterised as ’at nutritional risk’ by other means


Abel 1976 4/20 3/24 1.5 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.6 % 0.56 [ 0.06, 5.14 ]


Bellantone 1988 1/54 1/46 0.4 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 4/60 1/57 0.6 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 146/2312 141/2328 57.3 % 1.04 [ 0.83, 1.30 ]


Doglietto 1990 0/13 0/16 Not estimable
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Fan 1989 5/64 9/60 2.7 % 0.52 [ 0.19, 1.47 ]


Fan 1994 3/20 3/20 1.3 % 1.00 [ 0.23, 4.37 ]


Fasth 1987 1/48 1/44 0.4 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 8/153 12/152 3.8 % 0.66 [ 0.28, 1.57 ]


Herndon 1987 8/13 8/15 7.0 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 2/43 0.3 % 0.52 [ 0.03, 10.24 ]


Jimenez 1995a 1/20 0/5 0.3 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.6 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.3 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 0/18 0.3 % 3.35 [ 0.15, 76.93 ]


Lough 1990 4/14 7/15 2.9 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 6/27 5/26 2.6 % 1.16 [ 0.40, 3.33 ]


Müller 1982a 3/66 5/29 1.6 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 3.5 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 1/20 1/20 0.4 % 1.00 [ 0.07, 14.90 ]


Neuvonen 1984 0/9 0/10 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Roth 2013 1/74 1/83 0.4 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.6 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.6 % 2.63 [ 0.31, 22.46 ]


Sax 1987 1/29 1/26 0.4 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 1.1 % 1.70 [ 0.33, 8.84 ]


Smith 1988 0/17 0/17 Not estimable


Song 1993 0/12 2/13 0.3 % 0.22 [ 0.01, 4.08 ]


Stein 2002 2/40 3/40 1.0 % 0.67 [ 0.12, 3.78 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 4/30 5/35 1.9 % 0.93 [ 0.28, 3.16 ]


Von Meyenfeldt 1992a 2/51 1/25 0.5 % 0.98 [ 0.09, 10.30 ]


Woolfson 1989 8/62 8/60 3.5 % 0.97 [ 0.39, 2.41 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Wu 2007b 3/215 2/108 0.9 % 0.75 [ 0.13, 4.44 ]


Yamada 1983 0/18 1/16 0.3 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 3772 3541 100.0 % 0.98 [ 0.83, 1.16 ]


Total events: 239 (Nutrition support), 236 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 14.40, df = 31 (P = 1.00); I2 =0.0%


Test for overall effect: Z = 0.25 (P = 0.80)


Total (95% CI) 3772 3541 100.0 % 0.98 [ 0.83, 1.16 ]


Total events: 239 (Nutrition support), 236 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 14.40, df = 31 (P = 1.00); I2 =0.0%


Test for overall effect: Z = 0.25 (P = 0.80)


Test for subgroup differences: Not applicable
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Analysis 25.8. Comparison 25 Parenteral - All cause mortality - end of intervention, Outcome 8 All-cause


mortality - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 25 Parenteral - All cause mortality - end of intervention


Outcome: 8 All-cause mortality - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Biomarkers


Reilly 1990 0/8 0/10 Not estimable


Song 1993 0/12 2/13 0.3 % 0.22 [ 0.01, 4.08 ]


Subtotal (95% CI) 20 23 0.3 % 0.22 [ 0.01, 4.08 ]


Total events: 0 (Nutrition support), 2 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.02 (P = 0.31)


2 Anthropometric measures


Abel 1976 4/20 3/24 1.5 % 1.60 [ 0.40, 6.32 ]


Hoffmann 1988 0/16 2/43 0.3 % 0.52 [ 0.03, 10.24 ]


Smith 1988 0/17 0/17 Not estimable


Subtotal (95% CI) 53 84 1.8 % 1.31 [ 0.38, 4.58 ]


Total events: 4 (Nutrition support), 5 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.46, df = 1 (P = 0.50); I2 =0.0%


Test for overall effect: Z = 0.43 (P = 0.67)


3 Both


Jimenez 1995a 1/20 0/5 0.3 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.6 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.3 % 0.86 [ 0.04, 18.45 ]


Subtotal (95% CI) 60 15 1.2 % 0.66 [ 0.14, 3.07 ]


Total events: 4 (Nutrition support), 1 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.12, df = 2 (P = 0.94); I2 =0.0%


Test for overall effect: Z = 0.54 (P = 0.59)


4 Characterised by other means


Abrishami 2010 1/9 2/10 0.6 % 0.56 [ 0.06, 5.14 ]


Bellantone 1988 1/54 1/46 0.4 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 4/60 1/57 0.6 % 3.80 [ 0.44, 32.99 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 146/2312 141/2328 57.3 % 1.04 [ 0.83, 1.30 ]


Doglietto 1990 0/13 0/16 Not estimable


Fan 1989 5/64 9/60 2.7 % 0.52 [ 0.19, 1.47 ]


Fan 1994 3/20 3/20 1.3 % 1.00 [ 0.23, 4.37 ]


Fasth 1987 1/48 1/44 0.4 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 8/153 12/152 3.8 % 0.66 [ 0.28, 1.57 ]


Herndon 1987 8/13 8/15 7.0 % 1.15 [ 0.61, 2.19 ]


Liu 1996b 1/16 0/18 0.3 % 3.35 [ 0.15, 76.93 ]


Lough 1990 4/14 7/15 2.9 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 6/27 5/26 2.6 % 1.16 [ 0.40, 3.33 ]


Müller 1982a 3/66 5/29 1.6 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 3.5 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 1/20 1/20 0.4 % 1.00 [ 0.07, 14.90 ]


Neuvonen 1984 0/9 0/10 Not estimable


Roth 2013 1/74 1/83 0.4 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.6 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.6 % 2.63 [ 0.31, 22.46 ]


Sax 1987 1/29 1/26 0.4 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 1.1 % 1.70 [ 0.33, 8.84 ]


Stein 2002 2/40 3/40 1.0 % 0.67 [ 0.12, 3.78 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 4/30 5/35 1.9 % 0.93 [ 0.28, 3.16 ]


Von Meyenfeldt 1992a 2/51 1/25 0.5 % 0.98 [ 0.09, 10.30 ]


Woolfson 1989 8/62 8/60 3.5 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 3/215 2/108 0.9 % 0.75 [ 0.13, 4.44 ]


Yamada 1983 0/18 1/16 0.3 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 3639 3419 96.6 % 0.98 [ 0.83, 1.17 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 231 (Nutrition support), 228 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 12.34, df = 25 (P = 0.98); I2 =0.0%


Test for overall effect: Z = 0.19 (P = 0.85)


Total (95% CI) 3772 3541 100.0 % 0.98 [ 0.83, 1.16 ]


Total events: 239 (Nutrition support), 236 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 14.40, df = 31 (P = 1.00); I2 =0.0%


Test for overall effect: Z = 0.25 (P = 0.80)


Test for subgroup differences: Chi2 = 1.49, df = 3 (P = 0.68), I2 =0.0%
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Analysis 25.9. Comparison 25 Parenteral - All cause mortality - end of intervention, Outcome 9 All-cause


mortality - randomisation year.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 25 Parenteral - All cause mortality - end of intervention


Outcome: 9 All-cause mortality - randomisation year


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Before 1960


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 1960-1979


Abel 1976 4/20 3/24 1.5 % 1.60 [ 0.40, 6.32 ]


Samuels 1981 3/16 1/14 0.6 % 2.63 [ 0.31, 22.46 ]


Thompson 1981 0/12 0/9 Not estimable


Subtotal (95% CI) 48 47 2.2 % 1.85 [ 0.58, 5.88 ]


Total events: 7 (Nutrition support), 4 (Control)
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Heterogeneity: Tau2 = 0.0; Chi2 = 0.15, df = 1 (P = 0.70); I2 =0.0%


Test for overall effect: Z = 1.04 (P = 0.30)


3 1980-1999


Bellantone 1988 1/54 1/46 0.4 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 4/60 1/57 0.6 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Doglietto 1990 0/13 0/16 Not estimable


Fan 1989 5/64 9/60 2.7 % 0.52 [ 0.19, 1.47 ]


Fan 1994 3/20 3/20 1.3 % 1.00 [ 0.23, 4.37 ]


Fasth 1987 1/48 1/44 0.4 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Herndon 1987 8/13 8/15 7.0 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 2/43 0.3 % 0.52 [ 0.03, 10.24 ]


Jimenez 1995a 1/20 0/5 0.3 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.6 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.3 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 0/18 0.3 % 3.35 [ 0.15, 76.93 ]


Lough 1990 4/14 7/15 2.9 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 6/27 5/26 2.6 % 1.16 [ 0.40, 3.33 ]


Müller 1982a 3/66 5/29 1.6 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 3.5 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 1/20 1/20 0.4 % 1.00 [ 0.07, 14.90 ]


Neuvonen 1984 0/9 0/10 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Sacks 1995 2/8 1/9 0.6 % 2.25 [ 0.25, 20.38 ]


Sax 1987 1/29 1/26 0.4 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 1.1 % 1.70 [ 0.33, 8.84 ]


Smith 1988 0/17 0/17 Not estimable


Song 1993 0/12 2/13 0.3 % 0.22 [ 0.01, 4.08 ]
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Valdivieso 1987 4/30 5/35 1.9 % 0.93 [ 0.28, 3.16 ]


Von Meyenfeldt 1992a 2/51 1/25 0.5 % 0.98 [ 0.09, 10.30 ]


Woolfson 1989 8/62 8/60 3.5 % 0.97 [ 0.39, 2.41 ]


Yamada 1983 0/18 1/16 0.3 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 921 773 33.8 % 0.91 [ 0.68, 1.21 ]


Total events: 71 (Nutrition support), 71 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 11.23, df = 23 (P = 0.98); I2 =0.0%


Test for overall effect: Z = 0.67 (P = 0.51)


4 After 1999


Abrishami 2010 1/9 2/10 0.6 % 0.56 [ 0.06, 5.14 ]


Casaer 2011 146/2312 141/2328 57.3 % 1.04 [ 0.83, 1.30 ]


Heidegger 2013 8/153 12/152 3.8 % 0.66 [ 0.28, 1.57 ]


Roth 2013 1/74 1/83 0.4 % 1.12 [ 0.07, 17.62 ]


Stein 2002 2/40 3/40 1.0 % 0.67 [ 0.12, 3.78 ]


Wu 2007b 3/215 2/108 0.9 % 0.75 [ 0.13, 4.44 ]


Subtotal (95% CI) 2803 2721 64.0 % 1.00 [ 0.81, 1.23 ]


Total events: 161 (Nutrition support), 161 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.58, df = 5 (P = 0.90); I2 =0.0%


Test for overall effect: Z = 0.02 (P = 0.98)


Total (95% CI) 3772 3541 100.0 % 0.98 [ 0.83, 1.16 ]


Total events: 239 (Nutrition support), 236 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 14.40, df = 31 (P = 1.00); I2 =0.0%


Test for overall effect: Z = 0.25 (P = 0.80)


Test for subgroup differences: Chi2 = 1.46, df = 2 (P = 0.48), I2 =0.0%
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Analysis 25.10. Comparison 25 Parenteral - All cause mortality - end of intervention, Outcome 10 All-cause


mortality - trials where the intervention lasts fewer than three days compared with trials where the


intervention lasts three days or more.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 25 Parenteral - All cause mortality - end of intervention


Outcome: 10 All-cause mortality - trials where the intervention lasts fewer than three days compared with trials where the intervention lasts three days or more


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Three days or more


Abel 1976 4/20 3/24 1.5 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.6 % 0.56 [ 0.06, 5.14 ]


Bellantone 1988 1/54 1/46 0.4 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 4/60 1/57 0.6 % 3.80 [ 0.44, 32.99 ]


Casaer 2011 146/2312 141/2328 57.3 % 1.04 [ 0.83, 1.30 ]


Doglietto 1990 0/13 0/16 Not estimable


Fan 1989 5/64 9/60 2.7 % 0.52 [ 0.19, 1.47 ]


Fan 1994 3/20 3/20 1.3 % 1.00 [ 0.23, 4.37 ]


Fasth 1987 1/48 1/44 0.4 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 8/153 12/152 3.8 % 0.66 [ 0.28, 1.57 ]


Herndon 1987 8/13 8/15 7.0 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 2/43 0.3 % 0.52 [ 0.03, 10.24 ]


Jimenez 1995a 1/20 0/5 0.3 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.6 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.3 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 0/18 0.3 % 3.35 [ 0.15, 76.93 ]


Lough 1990 4/14 7/15 2.9 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 6/27 5/26 2.6 % 1.16 [ 0.40, 3.33 ]


Müller 1982a 3/66 5/29 1.6 % 0.26 [ 0.07, 1.03 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Müller 1982b 10/46 6/30 3.5 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 1/20 1/20 0.4 % 1.00 [ 0.07, 14.90 ]


Neuvonen 1984 0/9 0/10 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Roth 2013 1/74 1/83 0.4 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.6 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.6 % 2.63 [ 0.31, 22.46 ]


Sax 1987 1/29 1/26 0.4 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 1.1 % 1.70 [ 0.33, 8.84 ]


Smith 1988 0/17 0/17 Not estimable


Song 1993 0/12 2/13 0.3 % 0.22 [ 0.01, 4.08 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 4/30 5/35 1.9 % 0.93 [ 0.28, 3.16 ]


Von Meyenfeldt 1992a 2/51 1/25 0.5 % 0.98 [ 0.09, 10.30 ]


Woolfson 1989 8/62 8/60 3.5 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 3/215 2/108 0.9 % 0.75 [ 0.13, 4.44 ]


Yamada 1983 0/18 1/16 0.3 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 3717 3489 99.0 % 0.98 [ 0.83, 1.16 ]


Total events: 237 (Nutrition support), 233 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 14.21, df = 30 (P = 0.99); I2 =0.0%


Test for overall effect: Z = 0.21 (P = 0.84)


2 Less than three days


Stein 2002 2/40 3/40 1.0 % 0.67 [ 0.12, 3.78 ]


Subtotal (95% CI) 40 40 1.0 % 0.67 [ 0.12, 3.78 ]


Total events: 2 (Nutrition support), 3 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.46 (P = 0.65)


3 Unknown


Capell 1990 0/15 0/12 Not estimable


Subtotal (95% CI) 15 12 Not estimable


Total events: 0 (Nutrition support), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 3772 3541 100.0 % 0.98 [ 0.83, 1.16 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 239 (Nutrition support), 236 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 14.40, df = 31 (P = 1.00); I2 =0.0%


Test for overall effect: Z = 0.25 (P = 0.80)


Test for subgroup differences: Chi2 = 0.19, df = 1 (P = 0.66), I2 =0.0%
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Analysis 25.11. Comparison 25 Parenteral - All cause mortality - end of intervention, Outcome 11 All-cause


mortality - ’best-worst case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 25 Parenteral - All cause mortality - end of intervention


Outcome: 11 All-cause mortality - ’best-worst case’ scenario


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abel 1976 4/20 3/24 3.2 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/10 2/10 1.4 % 0.50 [ 0.05, 4.67 ]


Bellantone 1988 1/54 1/46 0.9 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 4/60 1/57 1.5 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 146/2312 141/2328 14.9 % 1.04 [ 0.83, 1.30 ]


Doglietto 1990 0/13 0/16 Not estimable


Fan 1989 5/75 24/75 5.9 % 0.21 [ 0.08, 0.52 ]


Fan 1994 3/20 3/20 2.9 % 1.00 [ 0.23, 4.37 ]


Fasth 1987 1/48 1/44 0.9 % 0.92 [ 0.06, 14.22 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 8/153 12/152 6.3 % 0.66 [ 0.28, 1.57 ]


Herndon 1987 8/13 8/15 8.7 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/51 10/51 0.9 % 0.05 [ 0.00, 0.79 ]


Jimenez 1995a 1/20 0/5 0.8 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 1.4 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.8 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 0/18 0.7 % 3.35 [ 0.15, 76.93 ]


Lough 1990 4/14 7/15 5.3 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 6/27 5/26 4.8 % 1.16 [ 0.40, 3.33 ]


Müller 1982a 3/80 16/40 4.1 % 0.09 [ 0.03, 0.30 ]


Müller 1982b 10/55 16/40 8.3 % 0.45 [ 0.23, 0.89 ]


Naveau 1986 1/20 1/20 1.0 % 1.00 [ 0.07, 14.90 ]


Neuvonen 1984 0/9 0/10 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Roth 2013 1/74 1/83 0.9 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 1.4 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/18 2/15 2.4 % 1.25 [ 0.24, 6.53 ]


Sax 1987 1/29 1/26 1.0 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/16 3/18 2.9 % 1.13 [ 0.26, 4.80 ]


Smith 1988 0/17 0/17 Not estimable


Song 1993 0/12 2/13 0.8 % 0.22 [ 0.01, 4.08 ]


Stein 2002 2/40 3/40 2.2 % 0.67 [ 0.12, 3.78 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 4/30 5/35 3.9 % 0.93 [ 0.28, 3.16 ]


Von Meyenfeldt 1992a 2/51 1/25 1.3 % 0.98 [ 0.09, 10.30 ]


Woolfson 1989 8/62 8/60 5.8 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 3/215 2/108 2.1 % 0.75 [ 0.13, 4.44 ]


Yamada 1983 0/18 1/16 0.7 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total (95% CI) 3845 3587 100.0 % 0.73 [ 0.56, 0.97 ]


Total events: 239 (Nutrition support), 282 (Control)


Heterogeneity: Tau2 = 0.12; Chi2 = 42.32, df = 31 (P = 0.08); I2 =27%


Test for overall effect: Z = 2.21 (P = 0.027)


Test for subgroup differences: Not applicable
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Analysis 25.12. Comparison 25 Parenteral - All cause mortality - end of intervention, Outcome 12 All-cause


mortality - ’worst-best case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 25 Parenteral - All cause mortality - end of intervention


Outcome: 12 All-cause mortality - ’worst-best case’ scenario


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abel 1976 4/20 3/24 2.1 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 2/10 2/10 1.3 % 1.00 [ 0.17, 5.77 ]


Bellantone 1988 1/54 1/46 0.5 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 4/60 1/57 0.9 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 146/2312 141/2328 34.8 % 1.04 [ 0.83, 1.30 ]


Doglietto 1990 0/13 0/16 Not estimable


Fan 1989 16/75 9/75 6.5 % 1.78 [ 0.84, 3.77 ]


Fan 1994 3/20 3/20 1.8 % 1.00 [ 0.23, 4.37 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Fasth 1987 1/48 1/44 0.5 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 8/153 12/152 5.0 % 0.66 [ 0.28, 1.57 ]


Herndon 1987 8/13 8/15 8.6 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 35/51 2/51 2.1 % 17.50 [ 4.44, 68.94 ]


Jimenez 1995a 1/20 0/5 0.4 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.8 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.4 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 0/18 0.4 % 3.35 [ 0.15, 76.93 ]


Lough 1990 4/14 7/15 3.9 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 6/27 5/26 3.4 % 1.16 [ 0.40, 3.33 ]


Müller 1982a 17/80 5/40 4.5 % 1.70 [ 0.68, 4.27 ]


Müller 1982b 19/55 6/40 5.5 % 2.30 [ 1.01, 5.24 ]


Naveau 1986 1/20 1/20 0.6 % 1.00 [ 0.07, 14.90 ]


Neuvonen 1984 0/9 0/10 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Roth 2013 1/74 1/83 0.5 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.8 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 5/18 1/15 1.0 % 4.17 [ 0.54, 31.88 ]


Sax 1987 1/29 1/26 0.5 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/16 2/18 1.6 % 2.25 [ 0.47, 10.69 ]


Smith 1988 0/17 0/17 Not estimable


Song 1993 0/12 2/13 0.5 % 0.22 [ 0.01, 4.08 ]


Stein 2002 2/40 3/40 1.3 % 0.67 [ 0.12, 3.78 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 4/30 5/35 2.6 % 0.93 [ 0.28, 3.16 ]


Von Meyenfeldt 1992a 2/51 1/25 0.7 % 0.98 [ 0.09, 10.30 ]


Woolfson 1989 8/62 8/60 4.5 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 3/215 2/108 1.3 % 0.75 [ 0.13, 4.44 ]


Yamada 1983 0/18 1/16 0.4 % 0.30 [ 0.01, 6.84 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zheng 2001b 0/40 0/15 Not estimable


Total (95% CI) 3845 3587 100.0 % 1.20 [ 0.98, 1.47 ]


Total events: 312 (Nutrition support), 236 (Control)


Heterogeneity: Tau2 = 0.02; Chi2 = 32.73, df = 31 (P = 0.38); I2 =5%


Test for overall effect: Z = 1.80 (P = 0.071)


Test for subgroup differences: Not applicable
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Analysis 25.13. Comparison 25 Parenteral - All cause mortality - end of intervention, Outcome 13 All-cause


mortality co-interventions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 25 Parenteral - All cause mortality - end of intervention


Outcome: 13 All-cause mortality co-interventions


Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


1 received nutrition support as co-intervention


Abrishami 2010 1/9 2/10 0.8 % 0.56 [ 0.06, 5.14 ]


Casaer 2011 146/2312 141/2328 58.1 % 1.04 [ 0.83, 1.30 ]


Heidegger 2013 8/153 12/152 5.0 % 0.66 [ 0.28, 1.57 ]


Mezey 1991 6/27 5/26 2.1 % 1.16 [ 0.40, 3.33 ]


Sacks 1995 2/8 1/9 0.4 % 2.25 [ 0.25, 20.38 ]


Simon 1988 3/15 2/17 0.8 % 1.70 [ 0.33, 8.84 ]


Subtotal (95% CI) 2524 2542 67.2 % 1.03 [ 0.83, 1.26 ]


Total events: 166 (Nutrition support), 163 (Control)


Heterogeneity: Chi2 = 2.19, df = 5 (P = 0.82); I2 =0.0%


Test for overall effect: Z = 0.25 (P = 0.80)


2 did not receive nutrition support as co-intervention
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(. . . Continued)
Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Abel 1976 4/20 3/24 1.1 % 1.60 [ 0.40, 6.32 ]


Bellantone 1988 1/54 1/46 0.4 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 4/60 1/57 0.4 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Doglietto 1990 0/13 0/16 Not estimable


Fan 1989 3/20 3/20 1.2 % 1.00 [ 0.23, 4.37 ]


Fan 1994 5/64 9/60 3.8 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.4 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Herndon 1987 8/13 8/15 3.1 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 2/43 0.6 % 0.52 [ 0.03, 10.24 ]


Jimenez 1995a 1/20 0/5 0.3 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.7 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.3 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 0/18 0.2 % 3.35 [ 0.15, 76.93 ]


Lough 1990 4/14 7/15 2.8 % 0.61 [ 0.23, 1.65 ]


Müller 1982a 3/66 5/29 2.9 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 3.0 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 1/20 1/20 0.4 % 1.00 [ 0.07, 14.90 ]


Neuvonen 1984 0/9 0/10 Not estimable


Reilly 1990 0/8 0/10 Not estimable


Roth 2013 1/74 1/83 0.4 % 1.12 [ 0.07, 17.62 ]


Samuels 1981 3/16 1/14 0.4 % 2.63 [ 0.31, 22.46 ]


Sax 1987 1/29 1/26 0.4 % 0.90 [ 0.06, 13.62 ]


Smith 1988 0/17 0/17 Not estimable


Song 1993 0/12 2/13 1.0 % 0.22 [ 0.01, 4.08 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 4/30 5/35 1.9 % 0.93 [ 0.28, 3.16 ]
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Study or subgroup Nutrition support Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Von Meyenfeldt 1992a 2/51 1/25 0.6 % 0.98 [ 0.09, 10.30 ]


Woolfson 1989 8/62 8/60 3.4 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 3/215 2/108 1.1 % 0.75 [ 0.13, 4.44 ]


Yamada 1983 0/18 1/16 0.7 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 1208 959 31.6 % 0.88 [ 0.66, 1.18 ]


Total events: 71 (Nutrition support), 70 (Control)


Heterogeneity: Chi2 = 11.47, df = 24 (P = 0.99); I2 =0.0%


Test for overall effect: Z = 0.86 (P = 0.39)


3 delayed versus early nutrition support


Stein 2002 2/40 3/40 1.2 % 0.67 [ 0.12, 3.78 ]


Subtotal (95% CI) 40 40 1.2 % 0.67 [ 0.12, 3.78 ]


Total events: 2 (Nutrition support), 3 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.46 (P = 0.65)


Total (95% CI) 3772 3541 100.0 % 0.98 [ 0.82, 1.16 ]


Total events: 239 (Nutrition support), 236 (Control)


Heterogeneity: Chi2 = 14.40, df = 31 (P = 1.00); I2 =0.0%


Test for overall effect: Z = 0.29 (P = 0.78)


Test for subgroup differences: Chi2 = 0.90, df = 2 (P = 0.64), I2 =0.0%
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Analysis 26.1. Comparison 26 Parenteral - All cause mortality - maximum follow-up, Outcome 1 All-cause


mortality - overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 26 Parenteral - All cause mortality - maximum follow-up


Outcome: 1 All-cause mortality - overall


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abel 1976 4/20 3/24 0.5 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Bauer 2000 24/60 24/60 4.7 % 1.00 [ 0.65, 1.55 ]


Bellantone 1988 1/54 1/46 0.1 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 4/60 1/57 0.2 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 255/2312 257/2328 34.1 % 1.00 [ 0.85, 1.18 ]


Doglietto 1990 0/13 0/16 Not estimable


Fan 1989 5/64 9/60 0.9 % 0.52 [ 0.19, 1.47 ]


Fan 1994 6/20 6/20 1.0 % 1.00 [ 0.39, 2.58 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 20/153 28/152 3.3 % 0.71 [ 0.42, 1.20 ]


Herndon 1987 8/13 8/15 2.2 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 2/43 0.1 % 0.52 [ 0.03, 10.24 ]


Holter 1977 2/30 2/26 0.3 % 0.87 [ 0.13, 5.73 ]


Jauch 1995a 2/17 2/5 0.3 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.2 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Liu 1996b 1/16 0/18 0.1 % 3.35 [ 0.15, 76.93 ]


Lough 1990 4/14 7/15 0.9 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 14/23 16/25 4.7 % 0.95 [ 0.61, 1.48 ]


Müller 1982a 3/66 5/29 0.5 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 1.1 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 10/20 9/20 2.1 % 1.11 [ 0.58, 2.14 ]


Neuvonen 1984 0/9 0/10 Not estimable


Popp 1981 7/21 6/21 1.1 % 1.17 [ 0.47, 2.89 ]


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.2 % 2.63 [ 0.31, 22.46 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.5 % 1.51 [ 0.40, 5.69 ]


Smith 1988 1/17 3/17 0.2 % 0.33 [ 0.04, 2.89 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Stein 2002 12/40 10/40 1.8 % 1.20 [ 0.59, 2.45 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 27/30 31/35 32.1 % 1.02 [ 0.86, 1.20 ]


Von Meyenfeldt 1992a 2/51 1/25 0.2 % 0.98 [ 0.09, 10.30 ]


Williford 1991 31/231 24/228 3.6 % 1.27 [ 0.77, 2.10 ]


Woolfson 1989 8/62 8/60 1.1 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 3/215 2/108 0.3 % 0.75 [ 0.13, 4.44 ]


Yamada 1983 0/18 1/16 0.1 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable


Total (95% CI) 4190 3931 100.0 % 0.99 [ 0.90, 1.09 ]


Total events: 483 (Experimental), 489 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 20.89, df = 40 (P = 0.99); I2 =0.0%


Test for overall effect: Z = 0.23 (P = 0.82)


Test for subgroup differences: Not applicable
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Analysis 26.2. Comparison 26 Parenteral - All cause mortality - maximum follow-up, Outcome 2 All-cause


mortality - bias.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 26 Parenteral - All cause mortality - maximum follow-up


Outcome: 2 All-cause mortality - bias


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 High risk of bias


Abel 1976 4/20 3/24 0.5 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Bauer 2000 24/60 24/60 4.7 % 1.00 [ 0.65, 1.55 ]


Bellantone 1988 1/54 1/46 0.1 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 4/60 1/57 0.2 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 255/2312 257/2328 34.1 % 1.00 [ 0.85, 1.18 ]


Doglietto 1990 0/13 0/16 Not estimable


Fan 1989 5/64 9/60 0.9 % 0.52 [ 0.19, 1.47 ]


Fan 1994 6/20 6/20 1.0 % 1.00 [ 0.39, 2.58 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 20/153 28/152 3.3 % 0.71 [ 0.42, 1.20 ]


Herndon 1987 8/13 8/15 2.2 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 2/43 0.1 % 0.52 [ 0.03, 10.24 ]


Holter 1977 2/30 2/26 0.3 % 0.87 [ 0.13, 5.73 ]


Jauch 1995a 2/17 2/5 0.3 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.2 % 0.59 [ 0.07, 5.22 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Liu 1996b 1/16 0/18 0.1 % 3.35 [ 0.15, 76.93 ]


Lough 1990 4/14 7/15 0.9 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 14/23 16/25 4.7 % 0.95 [ 0.61, 1.48 ]


Müller 1982a 3/66 5/29 0.5 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 1.1 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 10/20 9/20 2.1 % 1.11 [ 0.58, 2.14 ]


Neuvonen 1984 0/9 0/10 Not estimable


Popp 1981 7/21 6/21 1.1 % 1.17 [ 0.47, 2.89 ]


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.2 % 2.63 [ 0.31, 22.46 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.5 % 1.51 [ 0.40, 5.69 ]


Smith 1988 1/17 3/17 0.2 % 0.33 [ 0.04, 2.89 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Stein 2002 12/40 10/40 1.8 % 1.20 [ 0.59, 2.45 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 27/30 31/35 32.1 % 1.02 [ 0.86, 1.20 ]


Von Meyenfeldt 1992a 2/51 1/25 0.2 % 0.98 [ 0.09, 10.30 ]


Williford 1991 31/231 24/228 3.6 % 1.27 [ 0.77, 2.10 ]


Woolfson 1989 8/62 8/60 1.1 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 3/215 2/108 0.3 % 0.75 [ 0.13, 4.44 ]


Yamada 1983 0/18 1/16 0.1 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 4190 3931 100.0 % 0.99 [ 0.90, 1.09 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 483 (Experimental), 489 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 20.89, df = 40 (P = 0.99); I2 =0.0%


Test for overall effect: Z = 0.23 (P = 0.82)


2 Low risk of bias


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 4190 3931 100.0 % 0.99 [ 0.90, 1.09 ]


Total events: 483 (Experimental), 489 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 20.89, df = 40 (P = 0.99); I2 =0.0%


Test for overall effect: Z = 0.23 (P = 0.82)


Test for subgroup differences: Not applicable
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Analysis 26.3. Comparison 26 Parenteral - All cause mortality - maximum follow-up, Outcome 3 All-cause


mortality - medical speciality.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 26 Parenteral - All cause mortality - maximum follow-up


Outcome: 3 All-cause mortality - medical speciality


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Cardiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Medical gastroenterology and hepatology


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Fan 1994 6/20 6/20 1.0 % 1.00 [ 0.39, 2.58 ]


Mezey 1991 14/23 16/25 4.7 % 0.95 [ 0.61, 1.48 ]


Naveau 1986 10/20 9/20 2.1 % 1.11 [ 0.58, 2.14 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.5 % 1.51 [ 0.40, 5.69 ]


Subtotal (95% CI) 126 128 8.5 % 1.02 [ 0.74, 1.42 ]


Total events: 35 (Experimental), 35 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.53, df = 4 (P = 0.97); I2 =0.0%


Test for overall effect: Z = 0.13 (P = 0.89)


3 Geriatrics


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Pulmonary disease


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Subtotal (95% CI) 12 13 0.1 % 0.22 [ 0.01, 4.08 ]


Total events: 0 (Experimental), 2 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.02 (P = 0.31)


5 Endocrinology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Heterogeneity: not applicable


Test for overall effect: not applicable


6 Infectious diseases


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


7 Rheumatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


8 Haematology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


9 Nephrology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


10 Gastroenterologic surgery


Bellantone 1988 1/54 1/46 0.1 % 0.85 [ 0.05, 13.24 ]


Brennan 1994 4/60 1/57 0.2 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Fan 1989 5/64 9/60 0.9 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Hoffmann 1988 0/16 2/43 0.1 % 0.52 [ 0.03, 10.24 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Liu 1996b 1/16 0/18 0.1 % 3.35 [ 0.15, 76.93 ]


Müller 1982a 3/66 5/29 0.5 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 1.1 % 1.09 [ 0.44, 2.68 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Neuvonen 1984 0/9 0/10 Not estimable


Smith 1988 1/17 3/17 0.2 % 0.33 [ 0.04, 2.89 ]


Thompson 1981 0/12 0/9 Not estimable


Von Meyenfeldt 1992a 2/51 1/25 0.2 % 0.98 [ 0.09, 10.30 ]


Williford 1991 31/231 24/228 3.6 % 1.27 [ 0.77, 2.10 ]


Woolfson 1989 8/62 8/60 1.1 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 3/215 2/108 0.3 % 0.75 [ 0.13, 4.44 ]


Yamada 1983 0/18 1/16 0.1 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 1187 917 9.0 % 0.93 [ 0.68, 1.28 ]


Total events: 74 (Experimental), 66 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 10.71, df = 17 (P = 0.87); I2 =0.0%


Test for overall effect: Z = 0.45 (P = 0.65)


11 Trauma surgery


Herndon 1987 8/13 8/15 2.2 % 1.15 [ 0.61, 2.19 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Subtotal (95% CI) 21 24 2.4 % 1.22 [ 0.66, 2.25 ]


Total events: 10 (Experimental), 9 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.35, df = 1 (P = 0.55); I2 =0.0%


Test for overall effect: Z = 0.62 (P = 0.53)


12 Ortopaedics


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


13 Plastic, reconstructive, and aesthetic surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


14 Vascular surgery


Fletcher 1986a 0/10 0/5 Not estimable


Subtotal (95% CI) 10 5 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


15 Transplant surgery
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Lough 1990 4/14 7/15 0.9 % 0.61 [ 0.23, 1.65 ]


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Subtotal (95% CI) 22 25 1.0 % 0.56 [ 0.22, 1.42 ]


Total events: 4 (Experimental), 9 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.36, df = 1 (P = 0.55); I2 =0.0%


Test for overall effect: Z = 1.23 (P = 0.22)


16 Urology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


17 Thoracic surgery


Abel 1976 4/20 3/24 0.5 % 1.60 [ 0.40, 6.32 ]


Subtotal (95% CI) 20 24 0.5 % 1.60 [ 0.40, 6.32 ]


Total events: 4 (Experimental), 3 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.67 (P = 0.50)


18 Neurological surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


19 Oro-maxillo-facial surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


20 Anaesthesiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


21 Emergency medicine


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Bauer 2000 24/60 24/60 4.7 % 1.00 [ 0.65, 1.55 ]


Casaer 2011 255/2312 257/2328 34.1 % 1.00 [ 0.85, 1.18 ]


Heidegger 2013 20/153 28/152 3.3 % 0.71 [ 0.42, 1.20 ]


Jauch 1995a 2/17 2/5 0.3 % 0.29 [ 0.05, 1.59 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Jauch 1995b 2/17 1/5 0.2 % 0.59 [ 0.07, 5.22 ]


Stein 2002 12/40 10/40 1.8 % 1.20 [ 0.59, 2.45 ]


Subtotal (95% CI) 2608 2600 44.6 % 0.97 [ 0.84, 1.12 ]


Total events: 316 (Experimental), 324 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 4.19, df = 6 (P = 0.65); I2 =0.0%


Test for overall effect: Z = 0.44 (P = 0.66)


22 Psychiatry


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


23 Neurology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


24 Oncology


Doglietto 1990 0/13 0/16 Not estimable


Holter 1977 2/30 2/26 0.3 % 0.87 [ 0.13, 5.73 ]


Popp 1981 7/21 6/21 1.1 % 1.17 [ 0.47, 2.89 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Samuels 1981 3/16 1/14 0.2 % 2.63 [ 0.31, 22.46 ]


Valdivieso 1987 27/30 31/35 32.1 % 1.02 [ 0.86, 1.20 ]


Subtotal (95% CI) 184 195 33.8 % 1.03 [ 0.87, 1.21 ]


Total events: 40 (Experimental), 41 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.21, df = 4 (P = 0.88); I2 =0.0%


Test for overall effect: Z = 0.30 (P = 0.76)


25 Dermatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


26 Gynaecology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


27 Mixed
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 4190 3931 100.0 % 0.99 [ 0.90, 1.09 ]


Total events: 483 (Experimental), 489 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 20.89, df = 40 (P = 0.99); I2 =0.0%


Test for overall effect: Z = 0.23 (P = 0.82)


Test for subgroup differences: Chi2 = 3.84, df = 7 (P = 0.80), I2 =0.0%
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Analysis 26.4. Comparison 26 Parenteral - All cause mortality - maximum follow-up, Outcome 4 All-cause


mortality - based on adequacy of the amount of calories.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 26 Parenteral - All cause mortality - maximum follow-up


Outcome: 4 All-cause mortality - based on adequacy of the amount of calories


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Clearly adequate in intervention and clearly inadequate in control


Casaer 2011 255/2312 257/2328 34.1 % 1.00 [ 0.85, 1.18 ]


Heidegger 2013 20/153 28/152 3.3 % 0.71 [ 0.42, 1.20 ]


Lough 1990 4/14 7/15 0.9 % 0.61 [ 0.23, 1.65 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Valdivieso 1987 27/30 31/35 32.1 % 1.02 [ 0.86, 1.20 ]


Woolfson 1989 8/62 8/60 1.1 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 3/215 2/108 0.3 % 0.75 [ 0.13, 4.44 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Subtotal (95% CI) 2860 2781 71.9 % 0.98 [ 0.88, 1.10 ]


Total events: 318 (Experimental), 334 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.73, df = 6 (P = 0.84); I2 =0.0%


Test for overall effect: Z = 0.29 (P = 0.77)


2 Inadequate in the experimental or adequate in the control


Herndon 1987 8/13 8/15 2.2 % 1.15 [ 0.61, 2.19 ]


Naveau 1986 10/20 9/20 2.1 % 1.11 [ 0.58, 2.14 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Stein 2002 12/40 10/40 1.8 % 1.20 [ 0.59, 2.45 ]


Subtotal (95% CI) 81 84 6.3 % 1.17 [ 0.80, 1.72 ]


Total events: 32 (Experimental), 28 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.38, df = 3 (P = 0.95); I2 =0.0%


Test for overall effect: Z = 0.83 (P = 0.40)


3 Experimental group is overfed


Fan 1989 5/64 9/60 0.9 % 0.52 [ 0.19, 1.47 ]


Holter 1977 2/30 2/26 0.3 % 0.87 [ 0.13, 5.73 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Subtotal (95% CI) 140 132 1.2 % 0.56 [ 0.23, 1.34 ]


Total events: 7 (Experimental), 12 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.33, df = 2 (P = 0.85); I2 =0.0%


Test for overall effect: Z = 1.30 (P = 0.19)


4 Unclear intake in control or experimental


Abel 1976 4/20 3/24 0.5 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Bauer 2000 24/60 24/60 4.7 % 1.00 [ 0.65, 1.55 ]


Bellantone 1988 1/54 1/46 0.1 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 4/60 1/57 0.2 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Doglietto 1990 0/13 0/16 Not estimable


Fan 1994 6/20 6/20 1.0 % 1.00 [ 0.39, 2.58 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Fletcher 1986a 0/10 0/5 Not estimable


Hoffmann 1988 0/16 2/43 0.1 % 0.52 [ 0.03, 10.24 ]


Jauch 1995a 2/17 2/5 0.3 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.2 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 0/18 0.1 % 3.35 [ 0.15, 76.93 ]


Mezey 1991 14/23 16/25 4.7 % 0.95 [ 0.61, 1.48 ]


Müller 1982a 3/66 5/29 0.5 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 1.1 % 1.09 [ 0.44, 2.68 ]


Neuvonen 1984 0/9 0/10 Not estimable


Popp 1981 7/21 6/21 1.1 % 1.17 [ 0.47, 2.89 ]


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Samuels 1981 3/16 1/14 0.2 % 2.63 [ 0.31, 22.46 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.5 % 1.51 [ 0.40, 5.69 ]


Smith 1988 1/17 3/17 0.2 % 0.33 [ 0.04, 2.89 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Thompson 1981 0/12 0/9 Not estimable


Von Meyenfeldt 1992a 2/51 1/25 0.2 % 0.98 [ 0.09, 10.30 ]


Williford 1991 31/231 24/228 3.6 % 1.27 [ 0.77, 2.10 ]


Yamada 1983 0/18 1/16 0.1 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 1109 934 20.5 % 0.99 [ 0.80, 1.22 ]


Total events: 126 (Experimental), 115 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 15.04, df = 26 (P = 0.96); I2 =0.0%


Test for overall effect: Z = 0.12 (P = 0.91)


Total (95% CI) 4190 3931 100.0 % 0.99 [ 0.90, 1.09 ]


Total events: 483 (Experimental), 489 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 20.89, df = 40 (P = 0.99); I2 =0.0%


Test for overall effect: Z = 0.23 (P = 0.82)


Test for subgroup differences: Chi2 = 2.42, df = 3 (P = 0.49), I2 =0.0%
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Analysis 26.5. Comparison 26 Parenteral - All cause mortality - maximum follow-up, Outcome 5 All-cause


mortality - different screening tools.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 26 Parenteral - All cause mortality - maximum follow-up


Outcome: 5 All-cause mortality - different screening tools


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 NRS 2002


Casaer 2011 255/2312 257/2328 34.1 % 1.00 [ 0.85, 1.18 ]


Subtotal (95% CI) 2312 2328 34.1 % 1.00 [ 0.85, 1.18 ]


Total events: 255 (Experimental), 257 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.01 (P = 0.99)


2 MUST


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 MNA


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 SGA


Wu 2007b 3/215 2/108 0.3 % 0.75 [ 0.13, 4.44 ]


Subtotal (95% CI) 215 108 0.3 % 0.75 [ 0.13, 4.44 ]


Total events: 3 (Experimental), 2 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.31 (P = 0.75)


5 Other means


Abel 1976 4/20 3/24 0.5 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Bauer 2000 24/60 24/60 4.7 % 1.00 [ 0.65, 1.55 ]


Bellantone 1988 1/54 1/46 0.1 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 4/60 1/57 0.2 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Doglietto 1990 0/13 0/16 Not estimable


Fan 1989 5/64 9/60 0.9 % 0.52 [ 0.19, 1.47 ]


Fan 1994 6/20 6/20 1.0 % 1.00 [ 0.39, 2.58 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 20/153 28/152 3.3 % 0.71 [ 0.42, 1.20 ]


Herndon 1987 8/13 8/15 2.2 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 2/43 0.1 % 0.52 [ 0.03, 10.24 ]


Holter 1977 2/30 2/26 0.3 % 0.87 [ 0.13, 5.73 ]


Jauch 1995a 2/17 2/5 0.3 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.2 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Liu 1996b 1/16 0/18 0.1 % 3.35 [ 0.15, 76.93 ]


Lough 1990 4/14 7/15 0.9 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 14/23 16/25 4.7 % 0.95 [ 0.61, 1.48 ]


Müller 1982a 3/66 5/29 0.5 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 1.1 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 10/20 9/20 2.1 % 1.11 [ 0.58, 2.14 ]


Neuvonen 1984 0/9 0/10 Not estimable


Popp 1981 7/21 6/21 1.1 % 1.17 [ 0.47, 2.89 ]


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Samuels 1981 3/16 1/14 0.2 % 2.63 [ 0.31, 22.46 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.5 % 1.51 [ 0.40, 5.69 ]


Smith 1988 1/17 3/17 0.2 % 0.33 [ 0.04, 2.89 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Stein 2002 12/40 10/40 1.8 % 1.20 [ 0.59, 2.45 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 27/30 31/35 32.1 % 1.02 [ 0.86, 1.20 ]


Von Meyenfeldt 1992a 2/51 1/25 0.2 % 0.98 [ 0.09, 10.30 ]


Williford 1991 31/231 24/228 3.6 % 1.27 [ 0.77, 2.10 ]


Woolfson 1989 8/62 8/60 1.1 % 0.97 [ 0.39, 2.41 ]


Yamada 1983 0/18 1/16 0.1 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 1663 1495 65.6 % 0.98 [ 0.88, 1.11 ]


Total events: 225 (Experimental), 230 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 21.06, df = 38 (P = 0.99); I2 =0.0%


Test for overall effect: Z = 0.26 (P = 0.80)


Total (95% CI) 4190 3931 100.0 % 0.99 [ 0.90, 1.09 ]


Total events: 483 (Experimental), 489 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 20.89, df = 40 (P = 0.99); I2 =0.0%


Test for overall effect: Z = 0.23 (P = 0.82)


Test for subgroup differences: Chi2 = 0.11, df = 2 (P = 0.95), I2 =0.0%
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Analysis 26.6. Comparison 26 Parenteral - All cause mortality - maximum follow-up, Outcome 6 All-cause


mortality - participants characterised as ’at nutritional risk’ due to one of the following conditions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 26 Parenteral - All cause mortality - maximum follow-up


Outcome: 6 All-cause mortality - participants characterised as ’at nutritional risk’ due to one of the following conditions


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Major surgery


Abel 1976 4/20 3/24 0.5 % 1.60 [ 0.40, 6.32 ]


Bellantone 1988 1/54 1/46 0.1 % 0.85 [ 0.05, 13.24 ]


Brennan 1994 4/60 1/57 0.2 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Fan 1989 5/64 9/60 0.9 % 0.52 [ 0.19, 1.47 ]


Fan 1994 6/20 6/20 1.0 % 1.00 [ 0.39, 2.58 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Hoffmann 1988 0/16 2/43 0.1 % 0.52 [ 0.03, 10.24 ]


Holter 1977 2/30 2/26 0.3 % 0.87 [ 0.13, 5.73 ]


Jauch 1995a 2/17 2/5 0.3 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.2 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Lough 1990 4/14 7/15 0.9 % 0.61 [ 0.23, 1.65 ]


Müller 1982a 3/66 5/29 0.5 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 1.1 % 1.09 [ 0.44, 2.68 ]


Neuvonen 1984 0/9 0/10 Not estimable


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Smith 1988 1/17 3/17 0.2 % 0.33 [ 0.04, 2.89 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Thompson 1981 0/12 0/9 Not estimable


Von Meyenfeldt 1992a 2/51 1/25 0.2 % 0.98 [ 0.09, 10.30 ]


Williford 1991 31/231 24/228 3.6 % 1.27 [ 0.77, 2.10 ]


Woolfson 1989 8/62 8/60 1.1 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 3/215 2/108 0.3 % 0.75 [ 0.13, 4.44 ]


Yamada 1983 0/18 1/16 0.1 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 1335 1046 12.3 % 0.88 [ 0.67, 1.15 ]


Total events: 94 (Experimental), 89 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 13.60, df = 23 (P = 0.94); I2 =0.0%


Test for overall effect: Z = 0.92 (P = 0.36)


2 Stroke


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 ICU participants including trauma


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Bauer 2000 24/60 24/60 4.7 % 1.00 [ 0.65, 1.55 ]


Casaer 2011 255/2312 257/2328 34.1 % 1.00 [ 0.85, 1.18 ]


Heidegger 2013 20/153 28/152 3.3 % 0.71 [ 0.42, 1.20 ]


Herndon 1987 8/13 8/15 2.2 % 1.15 [ 0.61, 2.19 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Stein 2002 12/40 10/40 1.8 % 1.20 [ 0.59, 2.45 ]


Subtotal (95% CI) 2595 2614 46.5 % 0.99 [ 0.86, 1.14 ]


Total events: 322 (Experimental), 330 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.84, df = 6 (P = 0.83); I2 =0.0%


Test for overall effect: Z = 0.14 (P = 0.89)


4 Frail elderly participants with less severe conditions known to increase protein requirements


Liu 1996b 1/16 0/18 0.1 % 3.35 [ 0.15, 76.93 ]


Subtotal (95% CI) 16 18 0.1 % 3.35 [ 0.15, 76.93 ]


Total events: 1 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.76 (P = 0.45)


5 Participants do not fall into one of the categories above


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Doglietto 1990 0/13 0/16 Not estimable


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Mezey 1991 14/23 16/25 4.7 % 0.95 [ 0.61, 1.48 ]


Naveau 1986 10/20 9/20 2.1 % 1.11 [ 0.58, 2.14 ]


Popp 1981 7/21 6/21 1.1 % 1.17 [ 0.47, 2.89 ]


Samuels 1981 3/16 1/14 0.2 % 2.63 [ 0.31, 22.46 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.5 % 1.51 [ 0.40, 5.69 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Valdivieso 1987 27/30 31/35 32.1 % 1.02 [ 0.86, 1.20 ]


Subtotal (95% CI) 244 253 41.1 % 1.02 [ 0.88, 1.18 ]


Total events: 66 (Experimental), 70 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.91, df = 8 (P = 0.94); I2 =0.0%


Test for overall effect: Z = 0.26 (P = 0.80)


Total (95% CI) 4190 3931 100.0 % 0.99 [ 0.90, 1.09 ]


Total events: 483 (Experimental), 489 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 20.89, df = 40 (P = 0.99); I2 =0.0%


Test for overall effect: Z = 0.23 (P = 0.82)


Test for subgroup differences: Chi2 = 1.46, df = 3 (P = 0.69), I2 =0.0%
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Analysis 26.7. Comparison 26 Parenteral - All cause mortality - maximum follow-up, Outcome 7 All-cause


mortality - participants characterised as ’at nutritional risk’ due to one of the following criteria.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 26 Parenteral - All cause mortality - maximum follow-up


Outcome: 7 All-cause mortality - participants characterised as ’at nutritional risk’ due to one of the following criteria


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 BMI less than 20.5 kg/m2


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Weight loss of at least 5% during the last three months


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 Weight loss of at least 10% during the last six months


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Subtotal (95% CI) 46 46 0.1 % 0.33 [ 0.01, 7.78 ]


Total events: 0 (Experimental), 1 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.68 (P = 0.49)


4 Insufficient food intake during the last week (50% of requirements or less)


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Participants characterised as ’at nutritional risk’ by other means


Abel 1976 4/20 3/24 0.5 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Bauer 2000 24/60 24/60 4.7 % 1.00 [ 0.65, 1.55 ]


Bellantone 1988 1/54 1/46 0.1 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 4/60 1/57 0.2 % 3.80 [ 0.44, 32.99 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 255/2312 257/2328 34.1 % 1.00 [ 0.85, 1.18 ]


Doglietto 1990 0/13 0/16 Not estimable


Fan 1989 5/64 9/60 0.9 % 0.52 [ 0.19, 1.47 ]


Fan 1994 6/20 6/20 1.0 % 1.00 [ 0.39, 2.58 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 20/153 28/152 3.3 % 0.71 [ 0.42, 1.20 ]


Herndon 1987 8/13 8/15 2.2 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 2/43 0.1 % 0.52 [ 0.03, 10.24 ]


Holter 1977 2/30 2/26 0.3 % 0.87 [ 0.13, 5.73 ]


Jauch 1995a 2/17 2/5 0.3 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.2 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 0/18 0.1 % 3.35 [ 0.15, 76.93 ]


Lough 1990 4/14 7/15 0.9 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 14/23 16/25 4.7 % 0.95 [ 0.61, 1.48 ]


Müller 1982a 3/66 5/29 0.5 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 1.1 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 10/20 9/20 2.1 % 1.11 [ 0.58, 2.14 ]


Neuvonen 1984 0/9 0/10 Not estimable


Popp 1981 7/21 6/21 1.1 % 1.17 [ 0.47, 2.89 ]


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.2 % 2.63 [ 0.31, 22.46 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.5 % 1.51 [ 0.40, 5.69 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Smith 1988 1/17 3/17 0.2 % 0.33 [ 0.04, 2.89 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Stein 2002 12/40 10/40 1.8 % 1.20 [ 0.59, 2.45 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 27/30 31/35 32.1 % 1.02 [ 0.86, 1.20 ]


Von Meyenfeldt 1992a 2/51 1/25 0.2 % 0.98 [ 0.09, 10.30 ]


Williford 1991 31/231 24/228 3.6 % 1.27 [ 0.77, 2.10 ]


Woolfson 1989 8/62 8/60 1.1 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 3/215 2/108 0.3 % 0.75 [ 0.13, 4.44 ]


Yamada 1983 0/18 1/16 0.1 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 4144 3885 99.9 % 0.99 [ 0.90, 1.09 ]


Total events: 483 (Experimental), 488 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 20.42, df = 39 (P = 0.99); I2 =0.0%


Test for overall effect: Z = 0.21 (P = 0.83)


Total (95% CI) 4190 3931 100.0 % 0.99 [ 0.90, 1.09 ]


Total events: 483 (Experimental), 489 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 20.89, df = 40 (P = 0.99); I2 =0.0%


Test for overall effect: Z = 0.23 (P = 0.82)


Test for subgroup differences: Chi2 = 0.46, df = 1 (P = 0.50), I2 =0.0%
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Analysis 26.8. Comparison 26 Parenteral - All cause mortality - maximum follow-up, Outcome 8 All-cause


mortality - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 26 Parenteral - All cause mortality - maximum follow-up


Outcome: 8 All-cause mortality - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Biomarkers


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Liu 1996b 1/16 0/18 0.1 % 3.35 [ 0.15, 76.93 ]


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Subtotal (95% CI) 82 87 0.4 % 0.47 [ 0.10, 2.12 ]


Total events: 1 (Experimental), 5 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.02, df = 3 (P = 0.57); I2 =0.0%


Test for overall effect: Z = 0.98 (P = 0.33)


2 Anthropometric measures


Abel 1976 4/20 3/24 0.5 % 1.60 [ 0.40, 6.32 ]


Hoffmann 1988 0/16 2/43 0.1 % 0.52 [ 0.03, 10.24 ]


Smith 1988 1/17 3/17 0.2 % 0.33 [ 0.04, 2.89 ]


Subtotal (95% CI) 53 84 0.8 % 0.93 [ 0.32, 2.75 ]


Total events: 5 (Experimental), 8 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.64, df = 2 (P = 0.44); I2 =0.0%


Test for overall effect: Z = 0.13 (P = 0.90)


3 Both anthropometrics and biomarkers


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Subtotal (95% CI) 60 15 0.4 % 0.66 [ 0.14, 3.07 ]


Total events: 4 (Experimental), 1 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.12, df = 2 (P = 0.94); I2 =0.0%


Test for overall effect: Z = 0.54 (P = 0.59)


4 Characterised by other means


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Bauer 2000 24/60 24/60 4.7 % 1.00 [ 0.65, 1.55 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Bellantone 1988 1/54 1/46 0.1 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 4/60 1/57 0.2 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 255/2312 257/2328 34.1 % 1.00 [ 0.85, 1.18 ]


Doglietto 1990 0/13 0/16 Not estimable


Fan 1989 5/64 9/60 0.9 % 0.52 [ 0.19, 1.47 ]


Fan 1994 6/20 6/20 1.0 % 1.00 [ 0.39, 2.58 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 20/153 28/152 3.3 % 0.71 [ 0.42, 1.20 ]


Herndon 1987 8/13 8/15 2.2 % 1.15 [ 0.61, 2.19 ]


Holter 1977 2/30 2/26 0.3 % 0.87 [ 0.13, 5.73 ]


Jauch 1995a 2/17 2/5 0.3 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.2 % 0.59 [ 0.07, 5.22 ]


Lough 1990 4/14 7/15 0.9 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 14/23 16/25 4.7 % 0.95 [ 0.61, 1.48 ]


Müller 1982a 3/66 5/29 0.5 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 1.1 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 10/20 9/20 2.1 % 1.11 [ 0.58, 2.14 ]


Neuvonen 1984 0/9 0/10 Not estimable


Popp 1981 7/21 6/21 1.1 % 1.17 [ 0.47, 2.89 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.2 % 2.63 [ 0.31, 22.46 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.5 % 1.51 [ 0.40, 5.69 ]


Stein 2002 12/40 10/40 1.8 % 1.20 [ 0.59, 2.45 ]


Thompson 1981 0/12 0/9 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Valdivieso 1987 27/30 31/35 32.1 % 1.02 [ 0.86, 1.20 ]


Von Meyenfeldt 1992a 2/51 1/25 0.2 % 0.98 [ 0.09, 10.30 ]


Williford 1991 31/231 24/228 3.6 % 1.27 [ 0.77, 2.10 ]


Woolfson 1989 8/62 8/60 1.1 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 3/215 2/108 0.3 % 0.75 [ 0.13, 4.44 ]


Yamada 1983 0/18 1/16 0.1 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 3995 3745 98.4 % 0.99 [ 0.90, 1.09 ]


Total events: 473 (Experimental), 475 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 15.84, df = 30 (P = 0.98); I2 =0.0%


Test for overall effect: Z = 0.13 (P = 0.90)


Total (95% CI) 4190 3931 100.0 % 0.99 [ 0.90, 1.09 ]


Total events: 483 (Experimental), 489 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 20.89, df = 40 (P = 0.99); I2 =0.0%


Test for overall effect: Z = 0.23 (P = 0.82)


Test for subgroup differences: Chi2 = 1.23, df = 3 (P = 0.74), I2 =0.0%
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Analysis 26.9. Comparison 26 Parenteral - All cause mortality - maximum follow-up, Outcome 9 All-cause


mortality - randomisation year.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 26 Parenteral - All cause mortality - maximum follow-up


Outcome: 9 All-cause mortality - randomisation year


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Before 1960


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 1960 to 1979


Abel 1976 4/20 3/24 0.5 % 1.60 [ 0.40, 6.32 ]


Holter 1977 2/30 2/26 0.3 % 0.87 [ 0.13, 5.73 ]


Samuels 1981 3/16 1/14 0.2 % 2.63 [ 0.31, 22.46 ]


Thompson 1981 0/12 0/9 Not estimable


Subtotal (95% CI) 78 73 0.9 % 1.50 [ 0.56, 4.03 ]


Total events: 9 (Experimental), 6 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.59, df = 2 (P = 0.74); I2 =0.0%


Test for overall effect: Z = 0.81 (P = 0.42)


3 1980 to 1999


Bauer 2000 24/60 24/60 4.7 % 1.00 [ 0.65, 1.55 ]


Bellantone 1988 1/54 1/46 0.1 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 4/60 1/57 0.2 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Doglietto 1990 0/13 0/16 Not estimable


Fan 1989 5/64 9/60 0.9 % 0.52 [ 0.19, 1.47 ]


Fan 1994 6/20 6/20 1.0 % 1.00 [ 0.39, 2.58 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Herndon 1987 8/13 8/15 2.2 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 2/43 0.1 % 0.52 [ 0.03, 10.24 ]


Jauch 1995a 2/17 2/5 0.3 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.2 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Liu 1996b 1/16 0/18 0.1 % 3.35 [ 0.15, 76.93 ]


Lough 1990 4/14 7/15 0.9 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 14/23 16/25 4.7 % 0.95 [ 0.61, 1.48 ]


Müller 1982a 3/66 5/29 0.5 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 1.1 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 10/20 9/20 2.1 % 1.11 [ 0.58, 2.14 ]


Neuvonen 1984 0/9 0/10 Not estimable


Popp 1981 7/21 6/21 1.1 % 1.17 [ 0.47, 2.89 ]


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.5 % 1.51 [ 0.40, 5.69 ]


Smith 1988 1/17 3/17 0.2 % 0.33 [ 0.04, 2.89 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Valdivieso 1987 27/30 31/35 32.1 % 1.02 [ 0.86, 1.20 ]


Von Meyenfeldt 1992a 2/51 1/25 0.2 % 0.98 [ 0.09, 10.30 ]


Williford 1991 31/231 24/228 3.6 % 1.27 [ 0.77, 2.10 ]


Woolfson 1989 8/62 8/60 1.1 % 0.97 [ 0.39, 2.41 ]


Yamada 1983 0/18 1/16 0.1 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 1309 1137 59.3 % 0.99 [ 0.88, 1.12 ]


Total events: 182 (Experimental), 183 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 17.67, df = 31 (P = 0.97); I2 =0.0%
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Test for overall effect: Z = 0.13 (P = 0.89)


4 After 1999


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Casaer 2011 255/2312 257/2328 34.1 % 1.00 [ 0.85, 1.18 ]


Heidegger 2013 20/153 28/152 3.3 % 0.71 [ 0.42, 1.20 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Stein 2002 12/40 10/40 1.8 % 1.20 [ 0.59, 2.45 ]


Wu 2007b 3/215 2/108 0.3 % 0.75 [ 0.13, 4.44 ]


Subtotal (95% CI) 2803 2721 39.8 % 0.98 [ 0.84, 1.13 ]


Total events: 292 (Experimental), 300 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.14, df = 5 (P = 0.83); I2 =0.0%


Test for overall effect: Z = 0.33 (P = 0.74)


Total (95% CI) 4190 3931 100.0 % 0.99 [ 0.90, 1.09 ]


Total events: 483 (Experimental), 489 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 20.89, df = 40 (P = 0.99); I2 =0.0%


Test for overall effect: Z = 0.23 (P = 0.82)


Test for subgroup differences: Chi2 = 0.73, df = 2 (P = 0.70), I2 =0.0%
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Analysis 26.10. Comparison 26 Parenteral - All cause mortality - maximum follow-up, Outcome 10 All-


cause mortality - trials where the intervention lasts fewer than three days compared with trials where the


intervention lasts three days or more.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 26 Parenteral - All cause mortality - maximum follow-up


Outcome: 10 All-cause mortality - trials where the intervention lasts fewer than three days compared with trials where the intervention lasts three days or more


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Three days or more


Abel 1976 4/20 3/24 0.5 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Bauer 2000 24/60 24/60 4.7 % 1.00 [ 0.65, 1.55 ]


Bellantone 1988 1/54 1/46 0.1 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 4/60 1/57 0.2 % 3.80 [ 0.44, 32.99 ]


Casaer 2011 255/2312 257/2328 34.1 % 1.00 [ 0.85, 1.18 ]


Doglietto 1990 0/13 0/16 Not estimable


Fan 1989 5/64 9/60 0.9 % 0.52 [ 0.19, 1.47 ]


Fan 1994 6/20 6/20 1.0 % 1.00 [ 0.39, 2.58 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 20/153 28/152 3.3 % 0.71 [ 0.42, 1.20 ]


Herndon 1987 8/13 8/15 2.2 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 2/43 0.1 % 0.52 [ 0.03, 10.24 ]


Holter 1977 2/30 2/26 0.3 % 0.87 [ 0.13, 5.73 ]


Jauch 1995a 2/17 2/5 0.3 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.2 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Liu 1996b 1/16 0/18 0.1 % 3.35 [ 0.15, 76.93 ]


Lough 1990 4/14 7/15 0.9 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 14/23 16/25 4.7 % 0.95 [ 0.61, 1.48 ]


Müller 1982a 3/66 5/29 0.5 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 1.1 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 10/20 9/20 2.1 % 1.11 [ 0.58, 2.14 ]


Neuvonen 1984 0/9 0/10 Not estimable


Popp 1981 7/21 6/21 1.1 % 1.17 [ 0.47, 2.89 ]


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.2 % 2.63 [ 0.31, 22.46 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.5 % 1.51 [ 0.40, 5.69 ]


Smith 1988 1/17 3/17 0.2 % 0.33 [ 0.04, 2.89 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 27/30 31/35 32.1 % 1.02 [ 0.86, 1.20 ]


Von Meyenfeldt 1992a 2/51 1/25 0.2 % 0.98 [ 0.09, 10.30 ]


Williford 1991 31/231 24/228 3.6 % 1.27 [ 0.77, 2.10 ]


Woolfson 1989 8/62 8/60 1.1 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 3/215 2/108 0.3 % 0.75 [ 0.13, 4.44 ]


Yamada 1983 0/18 1/16 0.1 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 4135 3879 98.2 % 0.99 [ 0.89, 1.08 ]


Total events: 471 (Experimental), 479 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 20.62, df = 39 (P = 0.99); I2 =0.0%


Test for overall effect: Z = 0.30 (P = 0.76)


2 Less than three days


Stein 2002 12/40 10/40 1.8 % 1.20 [ 0.59, 2.45 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Subtotal (95% CI) 40 40 1.8 % 1.20 [ 0.59, 2.45 ]


Total events: 12 (Experimental), 10 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.50 (P = 0.62)


3 Unknown


Capell 1990 0/15 0/12 Not estimable


Subtotal (95% CI) 15 12 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 4190 3931 100.0 % 0.99 [ 0.90, 1.09 ]


Total events: 483 (Experimental), 489 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 20.89, df = 40 (P = 0.99); I2 =0.0%


Test for overall effect: Z = 0.23 (P = 0.82)


Test for subgroup differences: Chi2 = 0.29, df = 1 (P = 0.59), I2 =0.0%
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Analysis 26.11. Comparison 26 Parenteral - All cause mortality - maximum follow-up, Outcome 11 All-


cause mortality - ’best-worst case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 26 Parenteral - All cause mortality - maximum follow-up


Outcome: 11 All-cause mortality - ’best-worst case’ scenario


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abel 1976 4/20 3/24 1.2 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/10 2/10 0.5 % 0.50 [ 0.05, 4.67 ]


Bauer 2000 24/60 24/60 7.4 % 1.00 [ 0.65, 1.55 ]


Bellantone 1988 1/54 1/46 0.3 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 4/60 1/57 0.5 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 255/2312 257/2328 14.8 % 1.00 [ 0.85, 1.18 ]


Doglietto 1990 0/13 0/16 Not estimable


Fan 1989 5/75 24/75 2.6 % 0.21 [ 0.08, 0.52 ]


Fan 1994 6/20 6/20 2.4 % 1.00 [ 0.39, 2.58 ]


Fasth 1987 1/48 1/44 0.3 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 20/153 28/152 5.9 % 0.71 [ 0.42, 1.20 ]


Herndon 1987 8/13 8/15 4.5 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/51 10/51 0.3 % 0.05 [ 0.00, 0.79 ]


Holter 1977 2/30 2/26 0.7 % 0.87 [ 0.13, 5.73 ]


Jauch 1995a 2/17 2/5 0.8 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.5 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.3 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.5 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.3 % 0.86 [ 0.04, 18.45 ]


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


1174Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.2 % 0.33 [ 0.01, 7.78 ]


Liu 1996b 1/16 0/18 0.2 % 3.35 [ 0.15, 76.93 ]


Lough 1990 4/14 7/15 2.2 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 14/23 16/25 7.4 % 0.95 [ 0.61, 1.48 ]


Müller 1982a 3/80 16/40 1.6 % 0.09 [ 0.03, 0.30 ]


Müller 1982b 10/55 16/40 4.1 % 0.45 [ 0.23, 0.89 ]


Naveau 1986 10/20 9/20 4.4 % 1.11 [ 0.58, 2.14 ]


Neuvonen 1984 0/9 0/10 Not estimable


Popp 1981 7/21 6/21 2.6 % 1.17 [ 0.47, 2.89 ]


Reilly 1990 0/8 2/10 0.3 % 0.24 [ 0.01, 4.47 ]


Roth 2013 1/74 1/83 0.3 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.5 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/18 2/15 0.9 % 1.25 [ 0.24, 6.53 ]


Sax 1987 1/29 1/26 0.3 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/16 4/18 1.5 % 1.13 [ 0.34, 3.78 ]


Smith 1988 1/17 3/17 0.5 % 0.33 [ 0.04, 2.89 ]


Song 1993 0/12 2/13 0.3 % 0.22 [ 0.01, 4.08 ]


Stein 2002 12/40 10/40 3.8 % 1.20 [ 0.59, 2.45 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 27/30 31/35 14.6 % 1.02 [ 0.86, 1.20 ]


Von Meyenfeldt 1992a 2/51 1/25 0.4 % 0.98 [ 0.09, 10.30 ]


Williford 1991 31/231 24/228 6.3 % 1.27 [ 0.77, 2.10 ]


Woolfson 1989 8/62 8/60 2.5 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 3/215 2/108 0.8 % 0.75 [ 0.13, 4.44 ]


Yamada 1983 0/18 1/16 0.2 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable


Total (95% CI) 4263 3977 100.0 % 0.87 [ 0.74, 1.02 ]


Total events: 483 (Experimental), 535 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 52.24, df = 40 (P = 0.09); I2 =23%


Test for overall effect: Z = 1.72 (P = 0.086)


Test for subgroup differences: Not applicable
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Analysis 26.12. Comparison 26 Parenteral - All cause mortality - maximum follow-up, Outcome 12 All-


cause mortality - ’worst-best case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 26 Parenteral - All cause mortality - maximum follow-up


Outcome: 12 All-cause mortality - ’worst-best case’ scenario


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abel 1976 4/20 3/24 0.7 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 2/10 2/10 0.4 % 1.00 [ 0.17, 5.77 ]


Bauer 2000 24/60 24/60 6.0 % 1.00 [ 0.65, 1.55 ]


Bellantone 1988 1/54 1/46 0.2 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 4/60 1/57 0.3 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 255/2312 257/2328 26.8 % 1.00 [ 0.85, 1.18 ]


Doglietto 1990 0/13 0/16 Not estimable


Fan 1989 16/75 9/75 2.2 % 1.78 [ 0.84, 3.77 ]


Fan 1994 6/20 6/20 1.4 % 1.00 [ 0.39, 2.58 ]


Fasth 1987 1/48 1/44 0.2 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 20/153 28/152 4.2 % 0.71 [ 0.42, 1.20 ]


Herndon 1987 8/13 8/15 3.0 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 35/51 2/51 0.7 % 17.50 [ 4.44, 68.94 ]


Holter 1977 2/30 2/26 0.4 % 0.87 [ 0.13, 5.73 ]


Jauch 1995a 2/17 2/5 0.4 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.3 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Jimenez 1995b 2/20 1/5 0.3 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Liu 1996b 1/16 0/18 0.1 % 3.35 [ 0.15, 76.93 ]


Lough 1990 4/14 7/15 1.3 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 14/23 16/25 5.9 % 0.95 [ 0.61, 1.48 ]


Müller 1982a 17/80 5/40 1.5 % 1.70 [ 0.68, 4.27 ]


Müller 1982b 19/55 6/40 1.8 % 2.30 [ 1.01, 5.24 ]


Naveau 1986 10/20 9/20 2.8 % 1.11 [ 0.58, 2.14 ]


Neuvonen 1984 0/9 0/10 Not estimable


Popp 1981 7/21 6/21 1.5 % 1.17 [ 0.47, 2.89 ]


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Roth 2013 1/74 1/83 0.2 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.3 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 5/18 1/15 0.3 % 4.17 [ 0.54, 31.88 ]


Sax 1987 1/29 1/26 0.2 % 0.90 [ 0.06, 13.62 ]


Simon 1988 5/16 3/18 0.8 % 1.88 [ 0.53, 6.63 ]


Smith 1988 1/17 3/17 0.3 % 0.33 [ 0.04, 2.89 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Stein 2002 12/40 10/40 2.4 % 1.20 [ 0.59, 2.45 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 27/30 31/35 25.9 % 1.02 [ 0.86, 1.20 ]


Von Meyenfeldt 1992a 2/51 1/25 0.2 % 0.98 [ 0.09, 10.30 ]


Williford 1991 31/231 24/228 4.7 % 1.27 [ 0.77, 2.10 ]


Woolfson 1989 8/62 8/60 1.5 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 3/215 2/108 0.4 % 0.75 [ 0.13, 4.44 ]


Yamada 1983 0/18 1/16 0.1 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable


Total (95% CI) 4263 3977 100.0 % 1.06 [ 0.95, 1.19 ]


Total events: 556 (Experimental), 489 (Control)


Heterogeneity: Tau2 = 0.01; Chi2 = 41.80, df = 40 (P = 0.39); I2 =4%
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Test for overall effect: Z = 1.00 (P = 0.32)


Test for subgroup differences: Not applicable
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Analysis 26.13. Comparison 26 Parenteral - All cause mortality - maximum follow-up, Outcome 13 All-


cause mortality co-interventions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 26 Parenteral - All cause mortality - maximum follow-up


Outcome: 13 All-cause mortality co-interventions


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


1 received nutrition support as co-intervention


Abrishami 2010 1/9 2/10 0.4 % 0.56 [ 0.06, 5.14 ]


Casaer 2011 255/2312 257/2328 51.8 % 1.00 [ 0.85, 1.18 ]


Heidegger 2013 20/153 28/152 5.7 % 0.71 [ 0.42, 1.20 ]


Mezey 1991 14/23 16/25 3.1 % 0.95 [ 0.61, 1.48 ]


Simon 1988 4/15 3/17 0.6 % 1.51 [ 0.40, 5.69 ]


Subtotal (95% CI) 2512 2532 61.6 % 0.97 [ 0.84, 1.13 ]


Total events: 294 (Experimental), 306 (Control)


Heterogeneity: Chi2 = 2.15, df = 4 (P = 0.71); I2 =0.0%


Test for overall effect: Z = 0.38 (P = 0.71)


2 did not receive nutrition support as co-intervention


Abel 1976 4/20 3/24 0.6 % 1.60 [ 0.40, 6.32 ]


Bauer 2000 24/60 24/60 4.9 % 1.00 [ 0.65, 1.55 ]


Bellantone 1988 1/54 1/46 0.2 % 0.85 [ 0.05, 13.24 ]


Bonkovsky 1991a 0/9 0/12 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 4/60 1/57 0.2 % 3.80 [ 0.44, 32.99 ]


Capell 1990 0/15 0/12 Not estimable


Doglietto 1990 0/13 0/16 Not estimable


Fan 1989 5/64 9/60 1.9 % 0.52 [ 0.19, 1.47 ]


Fan 1994 6/20 6/20 1.2 % 1.00 [ 0.39, 2.58 ]


Fasth 1987 1/48 1/44 0.2 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 0/41 0/29 Not estimable


Fletcher 1986a 0/10 0/5 Not estimable


Herndon 1987 8/13 8/15 1.5 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 2/43 0.3 % 0.52 [ 0.03, 10.24 ]


Holter 1977 2/30 2/26 0.4 % 0.87 [ 0.13, 5.73 ]


Jauch 1995a 2/17 2/5 0.6 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.3 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.3 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.3 % 0.33 [ 0.01, 7.78 ]


Liu 1996b 1/16 0/18 0.1 % 3.35 [ 0.15, 76.93 ]


Lough 1990 4/14 7/15 1.4 % 0.61 [ 0.23, 1.65 ]


Müller 1982a 3/66 5/29 1.4 % 0.26 [ 0.07, 1.03 ]


Müller 1982b 10/46 6/30 1.5 % 1.09 [ 0.44, 2.68 ]


Naveau 1986 10/20 9/20 1.8 % 1.11 [ 0.58, 2.14 ]


Neuvonen 1984 0/9 0/10 Not estimable


Popp 1981 7/21 6/21 1.2 % 1.17 [ 0.47, 2.89 ]


Reilly 1990 0/8 2/10 0.5 % 0.24 [ 0.01, 4.47 ]


Roth 2013 1/74 1/83 0.2 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 3/16 1/14 0.2 % 2.63 [ 0.31, 22.46 ]


Sax 1987 1/29 1/26 0.2 % 0.90 [ 0.06, 13.62 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Smith 1988 1/17 3/17 0.6 % 0.33 [ 0.04, 2.89 ]


Song 1993 0/12 2/13 0.5 % 0.22 [ 0.01, 4.08 ]


Thompson 1981 0/12 0/9 Not estimable


Valdivieso 1987 27/30 31/35 5.8 % 1.02 [ 0.86, 1.20 ]


Von Meyenfeldt 1992a 2/51 1/25 0.3 % 0.98 [ 0.09, 10.30 ]


Williford 1991 31/231 24/228 4.9 % 1.27 [ 0.77, 2.10 ]


Woolfson 1989 8/62 8/60 1.6 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 3/215 2/108 0.5 % 0.75 [ 0.13, 4.44 ]


Yamada 1983 0/18 1/16 0.3 % 0.30 [ 0.01, 6.84 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 1638 1359 36.4 % 0.96 [ 0.81, 1.14 ]


Total events: 177 (Experimental), 173 (Control)


Heterogeneity: Chi2 = 18.54, df = 34 (P = 0.99); I2 =0.0%


Test for overall effect: Z = 0.43 (P = 0.67)


3 delayed versus early nutrition support


Stein 2002 12/40 10/40 2.0 % 1.20 [ 0.59, 2.45 ]


Subtotal (95% CI) 40 40 2.0 % 1.20 [ 0.59, 2.45 ]


Total events: 12 (Experimental), 10 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.50 (P = 0.62)


Total (95% CI) 4190 3931 100.0 % 0.97 [ 0.87, 1.09 ]


Total events: 483 (Experimental), 489 (Control)


Heterogeneity: Chi2 = 20.89, df = 40 (P = 0.99); I2 =0.0%


Test for overall effect: Z = 0.47 (P = 0.64)


Test for subgroup differences: Chi2 = 0.34, df = 2 (P = 0.84), I2 =0.0%
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Analysis 27.1. Comparison 27 Parenteral - Serious adverse event end of intervention, Outcome 1 Serious


adverse events - overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 27 Parenteral - Serious adverse event end of intervention


Outcome: 1 Serious adverse events - overall


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abel 1976 4/20 3/24 1.2 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.5 % 0.56 [ 0.06, 5.14 ]


Bellantone 1988 1/54 10/46 0.6 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 27/60 13/57 7.3 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 146/2312 141/2328 44.7 % 1.04 [ 0.83, 1.30 ]


Chen 2000b 1/10 0/5 0.2 % 1.64 [ 0.08, 34.28 ]


Doglietto 1990 2/13 3/9 0.9 % 0.46 [ 0.10, 2.23 ]


Eneroth 2005 0/40 0/40 Not estimable


Fan 1989 5/64 9/60 2.1 % 0.52 [ 0.19, 1.47 ]


Fan 1994 7/20 6/20 2.8 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.3 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.4 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 8/153 12/152 3.0 % 0.66 [ 0.28, 1.57 ]


Herndon 1987 8/13 8/15 5.5 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 5/43 0.3 % 0.24 [ 0.01, 4.03 ]


Jimenez 1995a 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.5 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 2/18 0.4 % 0.56 [ 0.06, 5.63 ]


Lough 1990 4/14 7/15 2.3 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 6/27 5/26 2.0 % 1.16 [ 0.40, 3.33 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Müller 1982a 11/66 9/29 3.8 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 5.6 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 4/20 2/20 0.9 % 2.00 [ 0.41, 9.71 ]


Neuvonen 1984 0/9 1/10 0.2 % 0.37 [ 0.02, 8.01 ]


Reilly 1990 0/8 0/10 Not estimable


Rimbau 1989 1/10 2/10 0.4 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.3 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.5 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 1.1 % 2.92 [ 0.71, 12.00 ]


Sax 1987 1/29 1/26 0.3 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 0.8 % 1.70 [ 0.33, 8.84 ]


Smith 1988 0/17 2/17 0.3 % 0.20 [ 0.01, 3.88 ]


Song 1993 0/12 2/13 0.3 % 0.22 [ 0.01, 4.08 ]


Stein 2002 2/40 3/40 0.7 % 0.67 [ 0.12, 3.78 ]


Thompson 1981 2/12 1/9 0.4 % 1.50 [ 0.16, 14.08 ]


Tong 2006b 0/45 2/18 0.3 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 4/30 5/35 1.5 % 0.93 [ 0.28, 3.16 ]


Von Meyenfeldt 1992a 2/51 1/25 0.4 % 0.98 [ 0.09, 10.30 ]


Woolfson 1989 8/62 8/60 2.7 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 10/215 7/108 2.6 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.8 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.5 % 0.18 [ 0.02, 1.37 ]


Zheng 2001b 0/40 0/15 Not estimable


Total (95% CI) 3895 3624 100.0 % 0.98 [ 0.85, 1.14 ]


Total events: 306 (Experimental), 299 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 35.07, df = 40 (P = 0.69); I2 =0.0%


Test for overall effect: Z = 0.20 (P = 0.84)


Test for subgroup differences: Not applicable
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Analysis 27.2. Comparison 27 Parenteral - Serious adverse event end of intervention, Outcome 2 Serious


adverse events - bias.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 27 Parenteral - Serious adverse event end of intervention


Outcome: 2 Serious adverse events - bias


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 High risk of bias


Abel 1976 4/20 3/24 1.2 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.5 % 0.56 [ 0.06, 5.14 ]


Bellantone 1988 1/54 10/46 0.6 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 27/60 13/57 7.3 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 146/2312 141/2328 44.7 % 1.04 [ 0.83, 1.30 ]


Chen 2000b 1/10 0/5 0.2 % 1.64 [ 0.08, 34.28 ]


Doglietto 1990 2/13 3/9 0.9 % 0.46 [ 0.10, 2.23 ]


Eneroth 2005 0/40 0/40 Not estimable


Fan 1989 5/64 9/60 2.1 % 0.52 [ 0.19, 1.47 ]


Fan 1994 7/20 6/20 2.8 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.3 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.4 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 8/153 12/152 3.0 % 0.66 [ 0.28, 1.57 ]


Herndon 1987 8/13 8/15 5.5 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 5/43 0.3 % 0.24 [ 0.01, 4.03 ]


Jimenez 1995a 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.5 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 2/18 0.4 % 0.56 [ 0.06, 5.63 ]


Lough 1990 4/14 7/15 2.3 % 0.61 [ 0.23, 1.65 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Mezey 1991 6/27 5/26 2.0 % 1.16 [ 0.40, 3.33 ]


Müller 1982a 11/66 9/29 3.8 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 5.6 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 4/20 2/20 0.9 % 2.00 [ 0.41, 9.71 ]


Neuvonen 1984 0/9 1/10 0.2 % 0.37 [ 0.02, 8.01 ]


Reilly 1990 0/8 0/10 Not estimable


Rimbau 1989 1/10 2/10 0.4 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.3 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.5 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 1.1 % 2.92 [ 0.71, 12.00 ]


Sax 1987 1/29 1/26 0.3 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 0.8 % 1.70 [ 0.33, 8.84 ]


Smith 1988 0/17 2/17 0.3 % 0.20 [ 0.01, 3.88 ]


Song 1993 0/12 2/13 0.3 % 0.22 [ 0.01, 4.08 ]


Stein 2002 2/40 3/40 0.7 % 0.67 [ 0.12, 3.78 ]


Thompson 1981 2/12 1/9 0.4 % 1.50 [ 0.16, 14.08 ]


Tong 2006b 0/45 2/18 0.3 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 4/30 5/35 1.5 % 0.93 [ 0.28, 3.16 ]


Von Meyenfeldt 1992a 2/51 1/25 0.4 % 0.98 [ 0.09, 10.30 ]


Woolfson 1989 8/62 8/60 2.7 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 10/215 7/108 2.6 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.8 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.5 % 0.18 [ 0.02, 1.37 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 3895 3624 100.0 % 0.98 [ 0.85, 1.14 ]


Total events: 306 (Experimental), 299 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 35.07, df = 40 (P = 0.69); I2 =0.0%


Test for overall effect: Z = 0.20 (P = 0.84)


2 Low risk of bias


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 3895 3624 100.0 % 0.98 [ 0.85, 1.14 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 306 (Experimental), 299 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 35.07, df = 40 (P = 0.69); I2 =0.0%


Test for overall effect: Z = 0.20 (P = 0.84)


Test for subgroup differences: Not applicable
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Analysis 27.3. Comparison 27 Parenteral - Serious adverse event end of intervention, Outcome 3 Serious


adverse events - by medical specialty.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 27 Parenteral - Serious adverse event end of intervention


Outcome: 3 Serious adverse events - by medical specialty


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Cardiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Medical gastroenterology and hepatology


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Fan 1994 7/20 6/20 2.8 % 1.17 [ 0.48, 2.86 ]


Mezey 1991 6/27 5/26 2.0 % 1.16 [ 0.40, 3.33 ]


Naveau 1986 4/20 2/20 0.9 % 2.00 [ 0.41, 9.71 ]


Sax 1987 1/29 1/26 0.3 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 0.8 % 1.70 [ 0.33, 8.84 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Subtotal (95% CI) 130 129 6.8 % 1.29 [ 0.73, 2.29 ]


Total events: 21 (Experimental), 16 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.56, df = 4 (P = 0.97); I2 =0.0%


Test for overall effect: Z = 0.88 (P = 0.38)


3 High risk


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Geriatrics


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Pulmonary disease


Song 1993 0/12 2/13 0.3 % 0.22 [ 0.01, 4.08 ]


Subtotal (95% CI) 12 13 0.3 % 0.22 [ 0.01, 4.08 ]


Total events: 0 (Experimental), 2 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.02 (P = 0.31)


6 Endocrinology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


7 Infectious diseases


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


8 Rheumatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


9 Haematology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


10 Nephrology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Heterogeneity: not applicable


Test for overall effect: not applicable


11 Gastroenterologic surgery


Bellantone 1988 1/54 10/46 0.6 % 0.09 [ 0.01, 0.64 ]


Brennan 1994 27/60 13/57 7.3 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Chen 2000b 1/10 0/5 0.2 % 1.64 [ 0.08, 34.28 ]


Fan 1989 5/64 9/60 2.1 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.3 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.4 % 1.41 [ 0.13, 14.88 ]


Hoffmann 1988 0/16 5/43 0.3 % 0.24 [ 0.01, 4.03 ]


Jimenez 1995a 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.5 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 2/18 0.4 % 0.56 [ 0.06, 5.63 ]


Müller 1982a 11/66 9/29 3.8 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 5.6 % 1.11 [ 0.59, 2.08 ]


Neuvonen 1984 0/9 1/10 0.2 % 0.37 [ 0.02, 8.01 ]


Smith 1988 0/17 2/17 0.3 % 0.20 [ 0.01, 3.88 ]


Thompson 1981 2/12 1/9 0.4 % 1.50 [ 0.16, 14.08 ]


Tong 2006b 0/45 2/18 0.3 % 0.08 [ 0.00, 1.64 ]


Von Meyenfeldt 1992a 2/51 1/25 0.4 % 0.98 [ 0.09, 10.30 ]


Woolfson 1989 8/62 8/60 2.7 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 10/215 7/108 2.6 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.8 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.5 % 0.18 [ 0.02, 1.37 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 981 682 30.3 % 0.78 [ 0.56, 1.10 ]


Total events: 95 (Experimental), 91 (Control)


Heterogeneity: Tau2 = 0.10; Chi2 = 25.41, df = 21 (P = 0.23); I2 =17%


Test for overall effect: Z = 1.43 (P = 0.15)


12 Trauma surgery


Herndon 1987 8/13 8/15 5.5 % 1.15 [ 0.61, 2.19 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Sacks 1995 2/8 1/9 0.5 % 2.25 [ 0.25, 20.38 ]


Subtotal (95% CI) 21 24 6.0 % 1.22 [ 0.66, 2.25 ]


Total events: 10 (Experimental), 9 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.35, df = 1 (P = 0.55); I2 =0.0%


Test for overall effect: Z = 0.62 (P = 0.53)


13 Ortopaedics


Eneroth 2005 0/40 0/40 Not estimable


Subtotal (95% CI) 40 40 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


14 Plastic, reconstructive, and aesthetic surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


15 Vascular surgery


Fletcher 1986a 0/10 0/5 Not estimable


Rimbau 1989 1/10 2/10 0.4 % 0.50 [ 0.05, 4.67 ]


Subtotal (95% CI) 20 15 0.4 % 0.50 [ 0.05, 4.67 ]


Total events: 1 (Experimental), 2 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.61 (P = 0.54)


16 Transplant surgery


Lough 1990 4/14 7/15 2.3 % 0.61 [ 0.23, 1.65 ]


Reilly 1990 0/8 0/10 Not estimable


Subtotal (95% CI) 22 25 2.3 % 0.61 [ 0.23, 1.65 ]


Total events: 4 (Experimental), 7 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.97 (P = 0.33)


17 Urology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


18 Thoracic surgery


Abel 1976 4/20 3/24 1.2 % 1.60 [ 0.40, 6.32 ]


Subtotal (95% CI) 20 24 1.2 % 1.60 [ 0.40, 6.32 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total events: 4 (Experimental), 3 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.67 (P = 0.50)


19 Neurological surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


20 Oro-maxillo-facial surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


21 Anaesthesiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


22 Emergency medicine


Abrishami 2010 1/9 2/10 0.5 % 0.56 [ 0.06, 5.14 ]


Casaer 2011 146/2312 141/2328 44.7 % 1.04 [ 0.83, 1.30 ]


Heidegger 2013 8/153 12/152 3.0 % 0.66 [ 0.28, 1.57 ]


Stein 2002 2/40 3/40 0.7 % 0.67 [ 0.12, 3.78 ]


Subtotal (95% CI) 2514 2530 48.9 % 1.00 [ 0.81, 1.24 ]


Total events: 157 (Experimental), 158 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.48, df = 3 (P = 0.69); I2 =0.0%


Test for overall effect: Z = 0.01 (P = 0.99)


23 Psychiatry


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


24 Neurology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


25 Oncology


Doglietto 1990 2/13 3/9 0.9 % 0.46 [ 0.10, 2.23 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Roth 2013 1/74 1/83 0.3 % 1.12 [ 0.07, 17.62 ]


Samuels 1981 7/18 2/15 1.1 % 2.92 [ 0.71, 12.00 ]


Valdivieso 1987 4/30 5/35 1.5 % 0.93 [ 0.28, 3.16 ]


Subtotal (95% CI) 135 142 3.8 % 1.12 [ 0.51, 2.44 ]


Total events: 14 (Experimental), 11 (Control)


Heterogeneity: Tau2 = 0.02; Chi2 = 3.08, df = 3 (P = 0.38); I2 =3%


Test for overall effect: Z = 0.28 (P = 0.78)


26 Dermatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


27 Gynaecology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


28 Mixed


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 3895 3624 100.0 % 0.98 [ 0.85, 1.14 ]


Total events: 306 (Experimental), 299 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 35.07, df = 40 (P = 0.69); I2 =0.0%


Test for overall effect: Z = 0.20 (P = 0.84)


Test for subgroup differences: Chi2 = 5.94, df = 8 (P = 0.65), I2 =0.0%
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Analysis 27.4. Comparison 27 Parenteral - Serious adverse event end of intervention, Outcome 4 Serious


adverse events - based on adequacy of the amount of calories.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 27 Parenteral - Serious adverse event end of intervention


Outcome: 4 Serious adverse events - based on adequacy of the amount of calories


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Clearly adequate in intervention and clearly inadequate in control


Casaer 2011 146/2312 141/2328 44.7 % 1.04 [ 0.83, 1.30 ]


Chen 2000b 1/10 0/5 0.2 % 1.64 [ 0.08, 34.28 ]


Eneroth 2005 0/40 0/40 Not estimable


Heidegger 2013 8/153 12/152 3.0 % 0.66 [ 0.28, 1.57 ]


Lough 1990 4/14 7/15 2.3 % 0.61 [ 0.23, 1.65 ]


Roth 2013 1/74 1/83 0.3 % 1.12 [ 0.07, 17.62 ]


Valdivieso 1987 4/30 5/35 1.5 % 0.93 [ 0.28, 3.16 ]


Woolfson 1989 8/62 8/60 2.7 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 10/215 7/108 2.6 % 0.72 [ 0.28, 1.83 ]


Subtotal (95% CI) 2910 2826 57.3 % 0.98 [ 0.80, 1.19 ]


Total events: 182 (Experimental), 181 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.50, df = 7 (P = 0.93); I2 =0.0%


Test for overall effect: Z = 0.24 (P = 0.81)


2 Inadequate in the experimental or adequate in the control


Herndon 1987 8/13 8/15 5.5 % 1.15 [ 0.61, 2.19 ]


Mezey 1991 6/27 5/26 2.0 % 1.16 [ 0.40, 3.33 ]


Naveau 1986 4/20 2/20 0.9 % 2.00 [ 0.41, 9.71 ]


Sacks 1995 2/8 1/9 0.5 % 2.25 [ 0.25, 20.38 ]


Stein 2002 2/40 3/40 0.7 % 0.67 [ 0.12, 3.78 ]


Subtotal (95% CI) 108 110 9.6 % 1.20 [ 0.74, 1.95 ]


Total events: 22 (Experimental), 19 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.18, df = 4 (P = 0.88); I2 =0.0%


Test for overall effect: Z = 0.75 (P = 0.45)


3 Experimental group is overfed


Fan 1989 5/64 9/60 2.1 % 0.52 [ 0.19, 1.47 ]


Subtotal (95% CI) 64 60 2.1 % 0.52 [ 0.19, 1.47 ]


Total events: 5 (Experimental), 9 (Control)
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Heterogeneity: not applicable


Test for overall effect: Z = 1.24 (P = 0.22)


4 Unclear intake in control or experimental


Abel 1976 4/20 3/24 1.2 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.5 % 0.56 [ 0.06, 5.14 ]


Bellantone 1988 1/54 10/46 0.6 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 27/60 13/57 7.3 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Doglietto 1990 2/13 3/9 0.9 % 0.46 [ 0.10, 2.23 ]


Fan 1994 7/20 6/20 2.8 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.3 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.4 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Hoffmann 1988 0/16 5/43 0.3 % 0.24 [ 0.01, 4.03 ]


Jimenez 1995a 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.5 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 2/18 0.4 % 0.56 [ 0.06, 5.63 ]


Müller 1982a 11/66 9/29 3.8 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 5.6 % 1.11 [ 0.59, 2.08 ]


Neuvonen 1984 0/9 1/10 0.2 % 0.37 [ 0.02, 8.01 ]


Reilly 1990 0/8 0/10 Not estimable


Rimbau 1989 1/10 2/10 0.4 % 0.50 [ 0.05, 4.67 ]


Samuels 1981 7/18 2/15 1.1 % 2.92 [ 0.71, 12.00 ]


Sax 1987 1/29 1/26 0.3 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 0.8 % 1.70 [ 0.33, 8.84 ]


Smith 1988 0/17 2/17 0.3 % 0.20 [ 0.01, 3.88 ]


Song 1993 0/12 2/13 0.3 % 0.22 [ 0.01, 4.08 ]


Thompson 1981 2/12 1/9 0.4 % 1.50 [ 0.16, 14.08 ]


Tong 2006b 0/45 2/18 0.3 % 0.08 [ 0.00, 1.64 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Von Meyenfeldt 1992a 2/51 1/25 0.4 % 0.98 [ 0.09, 10.30 ]


Xu 1998a 2/16 3/16 0.8 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.5 % 0.18 [ 0.02, 1.37 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 813 628 31.0 % 0.89 [ 0.65, 1.23 ]


Total events: 97 (Experimental), 90 (Control)


Heterogeneity: Tau2 = 0.08; Chi2 = 29.84, df = 26 (P = 0.27); I2 =13%


Test for overall effect: Z = 0.71 (P = 0.48)


Total (95% CI) 3895 3624 100.0 % 0.98 [ 0.85, 1.14 ]


Total events: 306 (Experimental), 299 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 35.07, df = 40 (P = 0.69); I2 =0.0%


Test for overall effect: Z = 0.20 (P = 0.84)


Test for subgroup differences: Chi2 = 2.41, df = 3 (P = 0.49), I2 =0.0%
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Analysis 27.5. Comparison 27 Parenteral - Serious adverse event end of intervention, Outcome 5 Serious


adverse events - different screening tools.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 27 Parenteral - Serious adverse event end of intervention


Outcome: 5 Serious adverse events - different screening tools


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 NRS 2002


Casaer 2011 146/2312 141/2328 44.7 % 1.04 [ 0.83, 1.30 ]


Subtotal (95% CI) 2312 2328 44.7 % 1.04 [ 0.83, 1.30 ]


Total events: 146 (Experimental), 141 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.36 (P = 0.72)


2 MUST


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 MNA


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 SGA


Wu 2007b 10/215 7/108 2.6 % 0.72 [ 0.28, 1.83 ]


Subtotal (95% CI) 215 108 2.6 % 0.72 [ 0.28, 1.83 ]


Total events: 10 (Experimental), 7 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.69 (P = 0.49)


5 Other means


Abel 1976 4/20 3/24 1.2 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.5 % 0.56 [ 0.06, 5.14 ]


Bellantone 1988 1/54 10/46 0.6 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 27/60 13/57 7.3 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Chen 2000b 1/10 0/5 0.2 % 1.64 [ 0.08, 34.28 ]


Doglietto 1990 2/13 3/9 0.9 % 0.46 [ 0.10, 2.23 ]


Eneroth 2005 0/40 0/40 Not estimable


Fan 1989 5/64 9/60 2.1 % 0.52 [ 0.19, 1.47 ]


Fan 1994 7/20 6/20 2.8 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.3 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.4 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 8/153 12/152 3.0 % 0.66 [ 0.28, 1.57 ]


Herndon 1987 8/13 8/15 5.5 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 5/43 0.3 % 0.24 [ 0.01, 4.03 ]


Jimenez 1995a 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.5 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 2/18 0.4 % 0.56 [ 0.06, 5.63 ]


Lough 1990 4/14 7/15 2.3 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 6/27 5/26 2.0 % 1.16 [ 0.40, 3.33 ]


Müller 1982a 11/66 9/29 3.8 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 5.6 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 4/20 2/20 0.9 % 2.00 [ 0.41, 9.71 ]


Neuvonen 1984 0/9 1/10 0.2 % 0.37 [ 0.02, 8.01 ]


Reilly 1990 0/8 0/10 Not estimable


Rimbau 1989 1/10 2/10 0.4 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.3 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.5 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 1.1 % 2.92 [ 0.71, 12.00 ]


Sax 1987 1/29 1/26 0.3 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 0.8 % 1.70 [ 0.33, 8.84 ]


Smith 1988 0/17 2/17 0.3 % 0.20 [ 0.01, 3.88 ]


Song 1993 0/12 2/13 0.3 % 0.22 [ 0.01, 4.08 ]


Stein 2002 2/40 3/40 0.7 % 0.67 [ 0.12, 3.78 ]
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Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Thompson 1981 2/12 1/9 0.4 % 1.50 [ 0.16, 14.08 ]


Tong 2006b 0/45 2/18 0.3 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 4/30 5/35 1.5 % 0.93 [ 0.28, 3.16 ]


Von Meyenfeldt 1992a 2/51 1/25 0.4 % 0.98 [ 0.09, 10.30 ]


Woolfson 1989 8/62 8/60 2.7 % 0.97 [ 0.39, 2.41 ]


Xu 1998a 2/16 3/16 0.8 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.5 % 0.18 [ 0.02, 1.37 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 1368 1188 52.7 % 0.95 [ 0.77, 1.17 ]


Total events: 150 (Experimental), 151 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 34.69, df = 38 (P = 0.62); I2 =0.0%


Test for overall effect: Z = 0.46 (P = 0.65)


Total (95% CI) 3895 3624 100.0 % 0.98 [ 0.85, 1.14 ]


Total events: 306 (Experimental), 299 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 35.07, df = 40 (P = 0.69); I2 =0.0%


Test for overall effect: Z = 0.20 (P = 0.84)


Test for subgroup differences: Chi2 = 0.79, df = 2 (P = 0.68), I2 =0.0%
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Analysis 27.6. Comparison 27 Parenteral - Serious adverse event end of intervention, Outcome 6 Serious


adverse events - participants characterised as ’at nutritional risk’ due to one of the following conditions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 27 Parenteral - Serious adverse event end of intervention


Outcome: 6 Serious adverse events - participants characterised as ’at nutritional risk’ due to one of the following conditions


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Major surgery


Abel 1976 4/20 3/24 1.2 % 1.60 [ 0.40, 6.32 ]


Bellantone 1988 1/54 10/46 0.6 % 0.09 [ 0.01, 0.64 ]


Brennan 1994 27/60 13/57 7.3 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Chen 2000b 1/10 0/5 0.2 % 1.64 [ 0.08, 34.28 ]


Fan 1989 5/64 9/60 2.1 % 0.52 [ 0.19, 1.47 ]


Fan 1994 7/20 6/20 2.8 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.3 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.4 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Hoffmann 1988 0/16 5/43 0.3 % 0.24 [ 0.01, 4.03 ]


Jimenez 1995a 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.5 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Lough 1990 4/14 7/15 2.3 % 0.61 [ 0.23, 1.65 ]


Müller 1982a 11/66 9/29 3.8 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 5.6 % 1.11 [ 0.59, 2.08 ]


Neuvonen 1984 0/9 1/10 0.2 % 0.37 [ 0.02, 8.01 ]


Reilly 1990 0/8 0/10 Not estimable


Rimbau 1989 1/10 2/10 0.4 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.3 % 1.12 [ 0.07, 17.62 ]


Smith 1988 0/17 2/17 0.3 % 0.20 [ 0.01, 3.88 ]


Thompson 1981 2/12 1/9 0.4 % 1.50 [ 0.16, 14.08 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Tong 2006b 0/45 2/18 0.3 % 0.08 [ 0.00, 1.64 ]


Von Meyenfeldt 1992a 2/51 1/25 0.4 % 0.98 [ 0.09, 10.30 ]


Woolfson 1989 8/62 8/60 2.7 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 10/215 7/108 2.6 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.8 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.5 % 0.18 [ 0.02, 1.37 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 1121 831 36.9 % 0.86 [ 0.66, 1.13 ]


Total events: 111 (Experimental), 108 (Control)


Heterogeneity: Tau2 = 0.04; Chi2 = 27.01, df = 25 (P = 0.36); I2 =7%


Test for overall effect: Z = 1.09 (P = 0.27)


2 Stroke


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 ICU participants including trauma


Abrishami 2010 1/9 2/10 0.5 % 0.56 [ 0.06, 5.14 ]


Casaer 2011 146/2312 141/2328 44.7 % 1.04 [ 0.83, 1.30 ]


Heidegger 2013 8/153 12/152 3.0 % 0.66 [ 0.28, 1.57 ]


Herndon 1987 8/13 8/15 5.5 % 1.15 [ 0.61, 2.19 ]


Sacks 1995 2/8 1/9 0.5 % 2.25 [ 0.25, 20.38 ]


Stein 2002 2/40 3/40 0.7 % 0.67 [ 0.12, 3.78 ]


Subtotal (95% CI) 2535 2554 54.9 % 1.02 [ 0.84, 1.25 ]


Total events: 167 (Experimental), 167 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.15, df = 5 (P = 0.83); I2 =0.0%


Test for overall effect: Z = 0.22 (P = 0.83)


4 Frail elderly participants with less severe conditions known to increase protein requirements


Eneroth 2005 0/40 0/40 Not estimable


Liu 1996b 1/16 2/18 0.4 % 0.56 [ 0.06, 5.63 ]


Subtotal (95% CI) 56 58 0.4 % 0.56 [ 0.06, 5.63 ]


Total events: 1 (Experimental), 2 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.49 (P = 0.62)


5 Participants do not fall into one of the categories above


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Doglietto 1990 2/13 3/9 0.9 % 0.46 [ 0.10, 2.23 ]


Mezey 1991 6/27 5/26 2.0 % 1.16 [ 0.40, 3.33 ]


Naveau 1986 4/20 2/20 0.9 % 2.00 [ 0.41, 9.71 ]


Samuels 1981 7/18 2/15 1.1 % 2.92 [ 0.71, 12.00 ]


Sax 1987 1/29 1/26 0.3 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 0.8 % 1.70 [ 0.33, 8.84 ]


Song 1993 0/12 2/13 0.3 % 0.22 [ 0.01, 4.08 ]


Valdivieso 1987 4/30 5/35 1.5 % 0.93 [ 0.28, 3.16 ]


Subtotal (95% CI) 183 181 7.8 % 1.18 [ 0.69, 2.02 ]


Total events: 27 (Experimental), 22 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 5.02, df = 7 (P = 0.66); I2 =0.0%


Test for overall effect: Z = 0.62 (P = 0.54)


Total (95% CI) 3895 3624 100.0 % 0.98 [ 0.85, 1.14 ]


Total events: 306 (Experimental), 299 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 35.07, df = 40 (P = 0.69); I2 =0.0%


Test for overall effect: Z = 0.20 (P = 0.84)


Test for subgroup differences: Chi2 = 1.76, df = 3 (P = 0.62), I2 =0.0%
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Analysis 27.7. Comparison 27 Parenteral - Serious adverse event end of intervention, Outcome 7 Serious


adverse events - participants characterised as ’at nutritional risk’ due to one of the following criteria.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 27 Parenteral - Serious adverse event end of intervention


Outcome: 7 Serious adverse events - participants characterised as ’at nutritional risk’ due to one of the following criteria


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 BMI less than 20.5 kg/m2


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Weight loss of at least 5% during the last three months


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 Weight loss of at least 10% during the last six months


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Insufficient food intake during the last week (50% of requirements or less)


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Participants characterised as ’at nutritional risk’ by other means


Abel 1976 4/20 3/24 1.2 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.5 % 0.56 [ 0.06, 5.14 ]


Bellantone 1988 1/54 10/46 0.6 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 27/60 13/57 7.3 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 146/2312 141/2328 44.7 % 1.04 [ 0.83, 1.30 ]


Chen 2000b 1/10 0/5 0.2 % 1.64 [ 0.08, 34.28 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Doglietto 1990 2/13 3/9 0.9 % 0.46 [ 0.10, 2.23 ]


Eneroth 2005 0/40 0/40 Not estimable


Fan 1989 5/64 9/60 2.1 % 0.52 [ 0.19, 1.47 ]


Fan 1994 7/20 6/20 2.8 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.3 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.4 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 8/153 12/152 3.0 % 0.66 [ 0.28, 1.57 ]


Herndon 1987 8/13 8/15 5.5 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 5/43 0.3 % 0.24 [ 0.01, 4.03 ]


Jimenez 1995a 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.5 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 2/18 0.4 % 0.56 [ 0.06, 5.63 ]


Lough 1990 4/14 7/15 2.3 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 6/27 5/26 2.0 % 1.16 [ 0.40, 3.33 ]


Müller 1982a 11/66 9/29 3.8 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 5.6 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 4/20 2/20 0.9 % 2.00 [ 0.41, 9.71 ]


Neuvonen 1984 0/9 1/10 0.2 % 0.37 [ 0.02, 8.01 ]


Reilly 1990 0/8 0/10 Not estimable


Rimbau 1989 1/10 2/10 0.4 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.3 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.5 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 1.1 % 2.92 [ 0.71, 12.00 ]


Sax 1987 1/29 1/26 0.3 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 0.8 % 1.70 [ 0.33, 8.84 ]


Smith 1988 0/17 2/17 0.3 % 0.20 [ 0.01, 3.88 ]


Song 1993 0/12 2/13 0.3 % 0.22 [ 0.01, 4.08 ]


Stein 2002 2/40 3/40 0.7 % 0.67 [ 0.12, 3.78 ]


Thompson 1981 2/12 1/9 0.4 % 1.50 [ 0.16, 14.08 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Tong 2006b 0/45 2/18 0.3 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 4/30 5/35 1.5 % 0.93 [ 0.28, 3.16 ]


Von Meyenfeldt 1992a 2/51 1/25 0.4 % 0.98 [ 0.09, 10.30 ]


Woolfson 1989 8/62 8/60 2.7 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 10/215 7/108 2.6 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.8 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.5 % 0.18 [ 0.02, 1.37 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 3895 3624 100.0 % 0.98 [ 0.85, 1.14 ]


Total events: 306 (Experimental), 299 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 35.07, df = 40 (P = 0.69); I2 =0.0%


Test for overall effect: Z = 0.20 (P = 0.84)


Total (95% CI) 3895 3624 100.0 % 0.98 [ 0.85, 1.14 ]


Total events: 306 (Experimental), 299 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 35.07, df = 40 (P = 0.69); I2 =0.0%


Test for overall effect: Z = 0.20 (P = 0.84)


Test for subgroup differences: Not applicable
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Analysis 27.8. Comparison 27 Parenteral - Serious adverse event end of intervention, Outcome 8 Serious


adverse events - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 27 Parenteral - Serious adverse event end of intervention


Outcome: 8 Serious adverse events - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Biomarkers


Liu 1996b 1/16 2/18 0.4 % 0.56 [ 0.06, 5.63 ]


Reilly 1990 0/8 0/10 Not estimable


Song 1993 0/12 2/13 0.3 % 0.22 [ 0.01, 4.08 ]


Subtotal (95% CI) 36 41 0.7 % 0.39 [ 0.06, 2.39 ]


Total events: 1 (Experimental), 4 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.26, df = 1 (P = 0.61); I2 =0.0%


Test for overall effect: Z = 1.02 (P = 0.31)


2 Anthropometric measures


Abel 1976 4/20 3/24 1.2 % 1.60 [ 0.40, 6.32 ]


Hoffmann 1988 0/16 5/43 0.3 % 0.24 [ 0.01, 4.03 ]


Smith 1988 0/17 2/17 0.3 % 0.20 [ 0.01, 3.88 ]


Subtotal (95% CI) 53 84 1.7 % 0.69 [ 0.16, 3.01 ]


Total events: 4 (Experimental), 10 (Control)


Heterogeneity: Tau2 = 0.49; Chi2 = 2.69, df = 2 (P = 0.26); I2 =26%


Test for overall effect: Z = 0.50 (P = 0.62)


3 Mixed


Jimenez 1995a 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.5 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Subtotal (95% CI) 60 15 0.9 % 0.66 [ 0.14, 3.07 ]


Total events: 4 (Experimental), 1 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.12, df = 2 (P = 0.94); I2 =0.0%


Test for overall effect: Z = 0.54 (P = 0.59)


4 Characterised by other means


Abrishami 2010 1/9 2/10 0.5 % 0.56 [ 0.06, 5.14 ]


Bellantone 1988 1/54 10/46 0.6 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Brennan 1994 27/60 13/57 7.3 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 146/2312 141/2328 44.7 % 1.04 [ 0.83, 1.30 ]


Chen 2000b 1/10 0/5 0.2 % 1.64 [ 0.08, 34.28 ]


Doglietto 1990 2/13 3/9 0.9 % 0.46 [ 0.10, 2.23 ]


Eneroth 2005 0/40 0/40 Not estimable


Fan 1989 5/64 9/60 2.1 % 0.52 [ 0.19, 1.47 ]


Fan 1994 7/20 6/20 2.8 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.3 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.4 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 8/153 12/152 3.0 % 0.66 [ 0.28, 1.57 ]


Herndon 1987 8/13 8/15 5.5 % 1.15 [ 0.61, 2.19 ]


Lough 1990 4/14 7/15 2.3 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 6/27 5/26 2.0 % 1.16 [ 0.40, 3.33 ]


Müller 1982a 11/66 9/29 3.8 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 5.6 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 4/20 2/20 0.9 % 2.00 [ 0.41, 9.71 ]


Neuvonen 1984 0/9 1/10 0.2 % 0.37 [ 0.02, 8.01 ]


Rimbau 1989 1/10 2/10 0.4 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.3 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.5 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 1.1 % 2.92 [ 0.71, 12.00 ]


Sax 1987 1/29 1/26 0.3 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 0.8 % 1.70 [ 0.33, 8.84 ]


Stein 2002 2/40 3/40 0.7 % 0.67 [ 0.12, 3.78 ]


Thompson 1981 2/12 1/9 0.4 % 1.50 [ 0.16, 14.08 ]


Tong 2006b 0/45 2/18 0.3 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 4/30 5/35 1.5 % 0.93 [ 0.28, 3.16 ]


Von Meyenfeldt 1992a 2/51 1/25 0.4 % 0.98 [ 0.09, 10.30 ]


Woolfson 1989 8/62 8/60 2.7 % 0.97 [ 0.39, 2.41 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Wu 2007b 10/215 7/108 2.6 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.8 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.5 % 0.18 [ 0.02, 1.37 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 3746 3484 96.6 % 1.00 [ 0.86, 1.16 ]


Total events: 297 (Experimental), 284 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 30.74, df = 32 (P = 0.53); I2 =0.0%


Test for overall effect: Z = 0.03 (P = 0.97)


Total (95% CI) 3895 3624 100.0 % 0.98 [ 0.85, 1.14 ]


Total events: 306 (Experimental), 299 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 35.07, df = 40 (P = 0.69); I2 =0.0%


Test for overall effect: Z = 0.20 (P = 0.84)


Test for subgroup differences: Chi2 = 1.52, df = 3 (P = 0.68), I2 =0.0%
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Analysis 27.9. Comparison 27 Parenteral - Serious adverse event end of intervention, Outcome 9 Serious


adverse events - randomisation year.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 27 Parenteral - Serious adverse event end of intervention


Outcome: 9 Serious adverse events - randomisation year


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Before 1960


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 1960 to 1979


Abel 1976 4/20 3/24 1.2 % 1.60 [ 0.40, 6.32 ]


Samuels 1981 7/18 2/15 1.1 % 2.92 [ 0.71, 12.00 ]


Thompson 1981 2/12 1/9 0.4 % 1.50 [ 0.16, 14.08 ]


Subtotal (95% CI) 50 48 2.8 % 2.02 [ 0.82, 4.98 ]


Total events: 13 (Experimental), 6 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.44, df = 2 (P = 0.80); I2 =0.0%


Test for overall effect: Z = 1.53 (P = 0.13)


3 1980 to 1999


Bellantone 1988 1/54 10/46 0.6 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 27/60 13/57 7.3 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Chen 2000b 1/10 0/5 0.2 % 1.64 [ 0.08, 34.28 ]


Doglietto 1990 2/13 3/9 0.9 % 0.46 [ 0.10, 2.23 ]


Fan 1989 5/64 9/60 2.1 % 0.52 [ 0.19, 1.47 ]


Fan 1994 7/20 6/20 2.8 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.3 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.4 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Herndon 1987 8/13 8/15 5.5 % 1.15 [ 0.61, 2.19 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Hoffmann 1988 0/16 5/43 0.3 % 0.24 [ 0.01, 4.03 ]


Jimenez 1995a 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.5 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 2/18 0.4 % 0.56 [ 0.06, 5.63 ]


Lough 1990 4/14 7/15 2.3 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 6/27 5/26 2.0 % 1.16 [ 0.40, 3.33 ]


Müller 1982a 11/66 9/29 3.8 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 5.6 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 4/20 2/20 0.9 % 2.00 [ 0.41, 9.71 ]


Neuvonen 1984 0/9 1/10 0.2 % 0.37 [ 0.02, 8.01 ]


Reilly 1990 0/8 0/10 Not estimable


Rimbau 1989 1/10 2/10 0.4 % 0.50 [ 0.05, 4.67 ]


Sacks 1995 2/8 1/9 0.5 % 2.25 [ 0.25, 20.38 ]


Sax 1987 1/29 1/26 0.3 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 0.8 % 1.70 [ 0.33, 8.84 ]


Smith 1988 0/17 2/17 0.3 % 0.20 [ 0.01, 3.88 ]


Song 1993 0/12 2/13 0.3 % 0.22 [ 0.01, 4.08 ]


Valdivieso 1987 4/30 5/35 1.5 % 0.93 [ 0.28, 3.16 ]


Von Meyenfeldt 1992a 2/51 1/25 0.4 % 0.98 [ 0.09, 10.30 ]


Woolfson 1989 8/62 8/60 2.7 % 0.97 [ 0.39, 2.41 ]


Xu 1998a 2/16 3/16 0.8 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.5 % 0.18 [ 0.02, 1.37 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 957 797 45.2 % 0.95 [ 0.76, 1.19 ]


Total events: 125 (Experimental), 125 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 27.97, df = 30 (P = 0.57); I2 =0.0%


Test for overall effect: Z = 0.41 (P = 0.68)


4 After 1999


Abrishami 2010 1/9 2/10 0.5 % 0.56 [ 0.06, 5.14 ]


Casaer 2011 146/2312 141/2328 44.7 % 1.04 [ 0.83, 1.30 ]


Eneroth 2005 0/40 0/40 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Heidegger 2013 8/153 12/152 3.0 % 0.66 [ 0.28, 1.57 ]


Roth 2013 1/74 1/83 0.3 % 1.12 [ 0.07, 17.62 ]


Stein 2002 2/40 3/40 0.7 % 0.67 [ 0.12, 3.78 ]


Tong 2006b 0/45 2/18 0.3 % 0.08 [ 0.00, 1.64 ]


Wu 2007b 10/215 7/108 2.6 % 0.72 [ 0.28, 1.83 ]


Subtotal (95% CI) 2888 2779 52.0 % 0.97 [ 0.79, 1.20 ]


Total events: 168 (Experimental), 168 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 4.58, df = 6 (P = 0.60); I2 =0.0%


Test for overall effect: Z = 0.25 (P = 0.80)


Total (95% CI) 3895 3624 100.0 % 0.98 [ 0.85, 1.14 ]


Total events: 306 (Experimental), 299 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 35.07, df = 40 (P = 0.69); I2 =0.0%


Test for overall effect: Z = 0.20 (P = 0.84)


Test for subgroup differences: Chi2 = 2.53, df = 2 (P = 0.28), I2 =21%
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Analysis 27.10. Comparison 27 Parenteral - Serious adverse event end of intervention, Outcome 10 Serious


adverse events - trials where the intervention lasts fewer than three days compared with trials where the


intervention lasts three days or more.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 27 Parenteral - Serious adverse event end of intervention


Outcome: 10 Serious adverse events - trials where the intervention lasts fewer than three days compared with trials where the intervention lasts three days or more


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Three days or more


Abel 1976 4/20 3/24 1.2 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.5 % 0.56 [ 0.06, 5.14 ]


Bellantone 1988 1/54 10/46 0.6 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 27/60 13/57 7.3 % 1.97 [ 1.13, 3.43 ]


Casaer 2011 146/2312 141/2328 44.7 % 1.04 [ 0.83, 1.30 ]


Chen 2000b 1/10 0/5 0.2 % 1.64 [ 0.08, 34.28 ]


Doglietto 1990 2/13 3/9 0.9 % 0.46 [ 0.10, 2.23 ]


Eneroth 2005 0/40 0/40 Not estimable


Fan 1989 5/64 9/60 2.1 % 0.52 [ 0.19, 1.47 ]


Fan 1994 7/20 6/20 2.8 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.3 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.4 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 8/153 12/152 3.0 % 0.66 [ 0.28, 1.57 ]


Herndon 1987 8/13 8/15 5.5 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 5/43 0.3 % 0.24 [ 0.01, 4.03 ]


Jimenez 1995a 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.5 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 2/18 0.4 % 0.56 [ 0.06, 5.63 ]


Lough 1990 4/14 7/15 2.3 % 0.61 [ 0.23, 1.65 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Mezey 1991 6/27 5/26 2.0 % 1.16 [ 0.40, 3.33 ]


Müller 1982a 11/66 9/29 3.8 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 5.6 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 4/20 2/20 0.9 % 2.00 [ 0.41, 9.71 ]


Neuvonen 1984 0/9 1/10 0.2 % 0.37 [ 0.02, 8.01 ]


Reilly 1990 0/8 0/10 Not estimable


Rimbau 1989 1/10 2/10 0.4 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.3 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.5 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 1.1 % 2.92 [ 0.71, 12.00 ]


Sax 1987 1/29 1/26 0.3 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/15 2/17 0.8 % 1.70 [ 0.33, 8.84 ]


Smith 1988 0/17 2/17 0.3 % 0.20 [ 0.01, 3.88 ]


Song 1993 0/12 2/13 0.3 % 0.22 [ 0.01, 4.08 ]


Thompson 1981 2/12 1/9 0.4 % 1.50 [ 0.16, 14.08 ]


Tong 2006b 0/45 2/18 0.3 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 4/30 5/35 1.5 % 0.93 [ 0.28, 3.16 ]


Von Meyenfeldt 1992a 2/51 1/25 0.4 % 0.98 [ 0.09, 10.30 ]


Woolfson 1989 8/62 8/60 2.7 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 10/215 7/108 2.6 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.8 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.5 % 0.18 [ 0.02, 1.37 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 3840 3572 99.3 % 0.99 [ 0.85, 1.15 ]


Total events: 304 (Experimental), 296 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 34.87, df = 39 (P = 0.66); I2 =0.0%


Test for overall effect: Z = 0.16 (P = 0.87)


2 Less than three days


Stein 2002 2/40 3/40 0.7 % 0.67 [ 0.12, 3.78 ]


Subtotal (95% CI) 40 40 0.7 % 0.67 [ 0.12, 3.78 ]


Total events: 2 (Experimental), 3 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.46 (P = 0.65)


3 Unknown
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Capell 1990 0/15 0/12 Not estimable


Subtotal (95% CI) 15 12 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 3895 3624 100.0 % 0.98 [ 0.85, 1.14 ]


Total events: 306 (Experimental), 299 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 35.07, df = 40 (P = 0.69); I2 =0.0%


Test for overall effect: Z = 0.20 (P = 0.84)


Test for subgroup differences: Chi2 = 0.20, df = 1 (P = 0.66), I2 =0.0%
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Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 27 Parenteral - Serious adverse event end of intervention


Outcome: 11 Serious adverse events - ’best-worst case’ scenario


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abel 1976 4/20 3/24 2.2 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/10 2/10 0.9 % 0.50 [ 0.05, 4.67 ]


Bellantone 1988 1/54 10/46 1.1 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 27/60 13/57 6.6 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Casaer 2011 146/2312 141/2328 9.8 % 1.04 [ 0.83, 1.30 ]


Chen 2000b 1/10 0/5 0.5 % 1.64 [ 0.08, 34.28 ]


Doglietto 1990 56/338 61/340 8.8 % 0.92 [ 0.66, 1.28 ]


Eneroth 2005 0/40 0/40 Not estimable


Fan 1989 5/75 24/75 3.9 % 0.21 [ 0.08, 0.52 ]


Fan 1994 7/20 6/20 4.0 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.6 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.8 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 8/153 12/152 4.2 % 0.66 [ 0.28, 1.57 ]


Herndon 1987 8/13 8/15 5.8 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/51 13/51 0.6 % 0.04 [ 0.00, 0.61 ]


Jimenez 1995a 1/20 0/5 0.5 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 1.0 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.5 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 2/18 0.9 % 0.56 [ 0.06, 5.63 ]


Lough 1990 4/14 7/15 3.5 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 6/27 5/26 3.2 % 1.16 [ 0.40, 3.33 ]


Müller 1982a 11/80 20/40 5.9 % 0.28 [ 0.15, 0.52 ]


Müller 1982b 17/55 20/40 7.1 % 0.62 [ 0.37, 1.02 ]


Naveau 1986 4/20 2/20 1.7 % 2.00 [ 0.41, 9.71 ]


Neuvonen 1984 0/9 1/10 0.5 % 0.37 [ 0.02, 8.01 ]


Reilly 1990 0/8 0/10 Not estimable


Rimbau 1989 1/10 2/10 0.9 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.6 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 1.0 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/20 2/15 2.0 % 2.63 [ 0.63, 10.88 ]


Sax 1987 1/29 1/26 0.6 % 0.90 [ 0.06, 13.62 ]


Simon 1988 3/16 3/18 2.0 % 1.13 [ 0.26, 4.80 ]


Smith 1988 0/17 2/17 0.6 % 0.20 [ 0.01, 3.88 ]


Song 1993 0/12 2/13 0.6 % 0.22 [ 0.01, 4.08 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Stein 2002 2/40 3/40 1.5 % 0.67 [ 0.12, 3.78 ]


Thompson 1981 2/12 1/9 0.9 % 1.50 [ 0.16, 14.08 ]


Tong 2006b 0/45 2/18 0.5 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 4/30 5/35 2.6 % 0.93 [ 0.28, 3.16 ]


Von Meyenfeldt 1992a 2/51 1/25 0.8 % 0.98 [ 0.09, 10.30 ]


Woolfson 1989 8/62 8/60 3.9 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 10/215 7/108 3.8 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 1.6 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 1.1 % 0.18 [ 0.02, 1.37 ]


Zheng 2001b 0/40 0/15 Not estimable


Total (95% CI) 4293 4000 100.0 % 0.78 [ 0.63, 0.98 ]


Total events: 360 (Experimental), 402 (Control)


Heterogeneity: Tau2 = 0.12; Chi2 = 61.74, df = 40 (P = 0.02); I2 =35%


Test for overall effect: Z = 2.10 (P = 0.035)


Test for subgroup differences: Not applicable
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Analysis 27.12. Comparison 27 Parenteral - Serious adverse event end of intervention, Outcome 12 Serious


adverse events - ’worst-best case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 27 Parenteral - Serious adverse event end of intervention


Outcome: 12 Serious adverse events - ’worst-best case’ scenario


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abel 1976 4/20 3/24 1.9 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 2/10 2/10 1.2 % 1.00 [ 0.17, 5.77 ]


Bellantone 1988 1/54 10/46 0.9 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 27/60 13/57 6.8 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 146/2312 141/2328 11.7 % 1.04 [ 0.83, 1.30 ]


Chen 2000b 1/10 0/5 0.4 % 1.64 [ 0.08, 34.28 ]


Doglietto 1990 56/338 61/340 10.0 % 0.92 [ 0.66, 1.28 ]


Eneroth 2005 0/40 0/40 Not estimable


Fan 1989 16/75 9/75 4.7 % 1.78 [ 0.84, 3.77 ]


Fan 1994 7/20 6/20 3.7 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.5 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.7 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 8/153 12/152 3.9 % 0.66 [ 0.28, 1.57 ]


Herndon 1987 8/13 8/15 5.8 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 35/51 5/51 4.0 % 7.00 [ 2.98, 16.42 ]


Jimenez 1995a 1/20 0/5 0.4 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.8 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.4 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 2/18 0.7 % 0.56 [ 0.06, 5.63 ]


Lough 1990 4/14 7/15 3.2 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 6/27 5/26 2.9 % 1.16 [ 0.40, 3.33 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Müller 1982a 25/80 9/40 5.6 % 1.39 [ 0.72, 2.69 ]


Müller 1982b 26/55 10/40 6.1 % 1.89 [ 1.03, 3.46 ]


Naveau 1986 4/20 2/20 1.5 % 2.00 [ 0.41, 9.71 ]


Neuvonen 1984 0/9 1/10 0.4 % 0.37 [ 0.02, 8.01 ]


Reilly 1990 0/8 0/10 Not estimable


Rimbau 1989 1/10 2/10 0.8 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.5 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.8 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 9/20 2/15 1.9 % 3.38 [ 0.85, 13.39 ]


Sax 1987 1/29 1/26 0.5 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/16 2/18 1.5 % 2.25 [ 0.47, 10.69 ]


Smith 1988 0/17 2/17 0.5 % 0.20 [ 0.01, 3.88 ]


Song 1993 0/12 2/13 0.5 % 0.22 [ 0.01, 4.08 ]


Stein 2002 2/40 3/40 1.2 % 0.67 [ 0.12, 3.78 ]


Thompson 1981 2/12 1/9 0.8 % 1.50 [ 0.16, 14.08 ]


Tong 2006b 0/45 2/18 0.4 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 4/30 5/35 2.3 % 0.93 [ 0.28, 3.16 ]


Von Meyenfeldt 1992a 2/51 1/25 0.7 % 0.98 [ 0.09, 10.30 ]


Woolfson 1989 8/62 8/60 3.6 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 10/215 7/108 3.5 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 1.4 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.9 % 0.18 [ 0.02, 1.37 ]


Zheng 2001b 0/40 0/15 Not estimable


Total (95% CI) 4293 4000 100.0 % 1.16 [ 0.95, 1.42 ]


Total events: 433 (Experimental), 357 (Control)


Heterogeneity: Tau2 = 0.08; Chi2 = 54.20, df = 40 (P = 0.07); I2 =26%


Test for overall effect: Z = 1.44 (P = 0.15)


Test for subgroup differences: Not applicable
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Analysis 27.13. Comparison 27 Parenteral - Serious adverse event end of intervention, Outcome 13 Serious


adverse events co-interventions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 27 Parenteral - Serious adverse event end of intervention


Outcome: 13 Serious adverse events co-interventions


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


1 received nutrition support as co-intervention


Abrishami 2010 1/9 2/10 0.6 % 0.56 [ 0.06, 5.14 ]


Casaer 2011 146/2312 141/2328 45.1 % 1.04 [ 0.83, 1.30 ]


Heidegger 2013 8/153 12/152 3.9 % 0.66 [ 0.28, 1.57 ]


Mezey 1991 6/27 5/26 1.6 % 1.16 [ 0.40, 3.33 ]


Simon 1988 3/15 2/17 0.6 % 1.70 [ 0.33, 8.84 ]


Subtotal (95% CI) 2516 2533 51.8 % 1.02 [ 0.83, 1.26 ]


Total events: 164 (Experimental), 162 (Control)


Heterogeneity: Chi2 = 1.70, df = 4 (P = 0.79); I2 =0.0%


Test for overall effect: Z = 0.18 (P = 0.85)


2 did not receive nutrition support as co-intervention


Abel 1976 4/20 3/24 0.9 % 1.60 [ 0.40, 6.32 ]


Bellantone 1988 1/54 10/46 3.5 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 27/60 13/57 4.3 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Chen 2000b 1/10 0/5 0.2 % 1.64 [ 0.08, 34.28 ]


Doglietto 1990 2/13 3/9 1.1 % 0.46 [ 0.10, 2.23 ]


Eneroth 2005 0/40 0/40 Not estimable


Fan 1989 5/64 9/60 3.0 % 0.52 [ 0.19, 1.47 ]


Fan 1994 7/20 6/20 1.9 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.3 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.4 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Herndon 1987 8/13 8/15 2.4 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 5/43 1.0 % 0.24 [ 0.01, 4.03 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Jimenez 1995a 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.5 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 2/18 0.6 % 0.56 [ 0.06, 5.63 ]


Lough 1990 4/14 7/15 2.2 % 0.61 [ 0.23, 1.65 ]


Müller 1982a 11/66 9/29 4.0 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 3.9 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 4/20 2/20 0.6 % 2.00 [ 0.41, 9.71 ]


Neuvonen 1984 0/9 1/10 0.5 % 0.37 [ 0.02, 8.01 ]


Reilly 1990 0/8 0/10 Not estimable


Rimbau 1989 1/10 2/10 0.6 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.3 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.3 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 0.7 % 2.92 [ 0.71, 12.00 ]


Sax 1987 1/29 1/26 0.3 % 0.90 [ 0.06, 13.62 ]


Smith 1988 0/17 2/17 0.8 % 0.20 [ 0.01, 3.88 ]


Song 1993 0/12 2/13 0.8 % 0.22 [ 0.01, 4.08 ]


Thompson 1981 2/12 1/9 0.4 % 1.50 [ 0.16, 14.08 ]


Tong 2006b 0/45 2/18 1.1 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 4/30 5/35 1.5 % 0.93 [ 0.28, 3.16 ]


Von Meyenfeldt 1992a 2/51 1/25 0.4 % 0.98 [ 0.09, 10.30 ]


Woolfson 1989 8/62 8/60 2.6 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 10/215 7/108 3.0 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 1.0 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 1.7 % 0.18 [ 0.02, 1.37 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 1339 1051 47.3 % 0.87 [ 0.70, 1.07 ]


Total events: 140 (Experimental), 134 (Control)


Heterogeneity: Chi2 = 33.40, df = 34 (P = 0.50); I2 =0.0%


Test for overall effect: Z = 1.35 (P = 0.18)


3 delayed versus early nutrition support


Stein 2002 2/40 3/40 1.0 % 0.67 [ 0.12, 3.78 ]


Subtotal (95% CI) 40 40 1.0 % 0.67 [ 0.12, 3.78 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Total events: 2 (Experimental), 3 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.46 (P = 0.65)


Total (95% CI) 3895 3624 100.0 % 0.94 [ 0.81, 1.09 ]


Total events: 306 (Experimental), 299 (Control)


Heterogeneity: Chi2 = 35.07, df = 40 (P = 0.69); I2 =0.0%


Test for overall effect: Z = 0.76 (P = 0.44)


Test for subgroup differences: Chi2 = 1.31, df = 2 (P = 0.52), I2 =0.0%
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Analysis 28.1. Comparison 28 Parenteral - Serious adverse event maximum follow-up, Outcome 1 Serious


adverse events - overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 28 Parenteral - Serious adverse event maximum follow-up


Outcome: 1 Serious adverse events - overall


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abel 1976 4/20 3/24 0.4 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Bauer 2000 24/60 24/60 4.2 % 1.00 [ 0.65, 1.55 ]


Bellantone 1988 1/54 10/46 0.2 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 27/60 13/57 2.6 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 255/2312 257/2328 29.9 % 1.00 [ 0.85, 1.18 ]


Chen 2000b 1/10 0/5 0.1 % 1.64 [ 0.08, 34.28 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Doglietto 1990 2/13 3/9 0.3 % 0.46 [ 0.10, 2.23 ]


Eneroth 2005 0/40 0/40 Not estimable


Fan 1989 7/20 6/20 1.0 % 1.17 [ 0.48, 2.86 ]


Fan 1994 5/64 9/60 0.7 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 20/153 28/152 2.9 % 0.71 [ 0.42, 1.20 ]


Herndon 1987 8/13 8/15 2.0 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Holter 1977 4/30 5/26 0.5 % 0.69 [ 0.21, 2.31 ]


Jauch 1995a 2/17 2/5 0.3 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.2 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Liu 1996b 1/16 2/18 0.2 % 0.56 [ 0.06, 5.63 ]


Lough 1990 4/14 7/15 0.8 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 14/23 16/25 4.1 % 0.95 [ 0.61, 1.48 ]


Müller 1982a 11/66 9/29 1.4 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 2.0 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 10/20 9/20 1.9 % 1.11 [ 0.58, 2.14 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]


Popp 1981 7/21 6/21 1.0 % 1.17 [ 0.47, 2.89 ]


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Rimbau 1989 1/10 2/10 0.2 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 0.4 % 2.92 [ 0.71, 12.00 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.5 % 1.51 [ 0.40, 5.69 ]


Smith 1988 3/17 6/17 0.5 % 0.50 [ 0.15, 1.68 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Stein 2002 12/40 10/40 1.6 % 1.20 [ 0.59, 2.45 ]


Thompson 1981 2/12 1/9 0.2 % 1.50 [ 0.16, 14.08 ]


Tong 2006b 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 27/30 31/35 28.1 % 1.02 [ 0.86, 1.20 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Williford 1991 54/192 57/203 8.0 % 1.00 [ 0.73, 1.37 ]


Woolfson 1989 8/62 8/60 1.0 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 10/215 7/108 0.9 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.3 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.2 % 0.18 [ 0.02, 1.37 ]


Zheng 2001b 0/40 0/15 Not estimable


Total (95% CI) 4274 3989 100.0 % 0.98 [ 0.90, 1.07 ]


Total events: 571 (Experimental), 585 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 39.43, df = 48 (P = 0.81); I2 =0.0%


Test for overall effect: Z = 0.47 (P = 0.64)


Test for subgroup differences: Not applicable
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Analysis 28.2. Comparison 28 Parenteral - Serious adverse event maximum follow-up, Outcome 2 Serious


adverse events - bias.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 28 Parenteral - Serious adverse event maximum follow-up


Outcome: 2 Serious adverse events - bias


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 High risk of bias


Abel 1976 4/20 3/24 0.4 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Bauer 2000 24/60 24/60 4.2 % 1.00 [ 0.65, 1.55 ]


Bellantone 1988 1/54 10/46 0.2 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 27/60 13/57 2.6 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 255/2312 257/2328 29.9 % 1.00 [ 0.85, 1.18 ]


Chen 2000b 1/10 0/5 0.1 % 1.64 [ 0.08, 34.28 ]


Doglietto 1990 2/13 3/9 0.3 % 0.46 [ 0.10, 2.23 ]


Eneroth 2005 0/40 0/40 Not estimable


Fan 1989 7/20 6/20 1.0 % 1.17 [ 0.48, 2.86 ]


Fan 1994 5/64 9/60 0.7 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 20/153 28/152 2.9 % 0.71 [ 0.42, 1.20 ]


Herndon 1987 8/13 8/15 2.0 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Holter 1977 4/30 5/26 0.5 % 0.69 [ 0.21, 2.31 ]


Jauch 1995a 2/17 2/5 0.3 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.2 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Liu 1996b 1/16 2/18 0.2 % 0.56 [ 0.06, 5.63 ]


Lough 1990 4/14 7/15 0.8 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 14/23 16/25 4.1 % 0.95 [ 0.61, 1.48 ]


Müller 1982a 11/66 9/29 1.4 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 2.0 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 10/20 9/20 1.9 % 1.11 [ 0.58, 2.14 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]


Popp 1981 7/21 6/21 1.0 % 1.17 [ 0.47, 2.89 ]


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Rimbau 1989 1/10 2/10 0.2 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 0.4 % 2.92 [ 0.71, 12.00 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.5 % 1.51 [ 0.40, 5.69 ]


Smith 1988 3/17 6/17 0.5 % 0.50 [ 0.15, 1.68 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Stein 2002 12/40 10/40 1.6 % 1.20 [ 0.59, 2.45 ]


Thompson 1981 2/12 1/9 0.2 % 1.50 [ 0.16, 14.08 ]


Tong 2006b 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 27/30 31/35 28.1 % 1.02 [ 0.86, 1.20 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Williford 1991 54/192 57/203 8.0 % 1.00 [ 0.73, 1.37 ]


Woolfson 1989 8/62 8/60 1.0 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 10/215 7/108 0.9 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.3 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.2 % 0.18 [ 0.02, 1.37 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 4274 3989 100.0 % 0.98 [ 0.90, 1.07 ]


Total events: 571 (Experimental), 585 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 39.43, df = 48 (P = 0.81); I2 =0.0%


Test for overall effect: Z = 0.47 (P = 0.64)


2 Low risk of bias


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 4274 3989 100.0 % 0.98 [ 0.90, 1.07 ]


Total events: 571 (Experimental), 585 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 39.43, df = 48 (P = 0.81); I2 =0.0%


Test for overall effect: Z = 0.47 (P = 0.64)


Test for subgroup differences: Not applicable
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Analysis 28.3. Comparison 28 Parenteral - Serious adverse event maximum follow-up, Outcome 3 Serious


adverse events - by medical speciality.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 28 Parenteral - Serious adverse event maximum follow-up


Outcome: 3 Serious adverse events - by medical speciality


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Cardiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Medical gastroenterology and hepatology


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Fan 1994 5/64 9/60 0.7 % 0.52 [ 0.19, 1.47 ]


Mezey 1991 14/23 16/25 4.1 % 0.95 [ 0.61, 1.48 ]


Naveau 1986 10/20 9/20 1.9 % 1.11 [ 0.58, 2.14 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.5 % 1.51 [ 0.40, 5.69 ]


Subtotal (95% CI) 170 168 7.3 % 0.96 [ 0.69, 1.33 ]


Total events: 34 (Experimental), 38 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.03, df = 4 (P = 0.73); I2 =0.0%


Test for overall effect: Z = 0.26 (P = 0.79)


3 Geriatrics


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Pulmonary disease


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Subtotal (95% CI) 12 13 0.1 % 0.22 [ 0.01, 4.08 ]


Total events: 0 (Experimental), 2 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 1.02 (P = 0.31)


5 Endocrinology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Heterogeneity: not applicable


Test for overall effect: not applicable


6 Infectious diseases


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


7 Rheumatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


8 Haematology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


9 Nephrology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


10 Gastroenterologic surgery


Bellantone 1988 1/54 10/46 0.2 % 0.09 [ 0.01, 0.64 ]


Brennan 1994 27/60 13/57 2.6 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Chen 2000b 1/10 0/5 0.1 % 1.64 [ 0.08, 34.28 ]


Fan 1989 7/20 6/20 1.0 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Liu 1996b 1/16 2/18 0.2 % 0.56 [ 0.06, 5.63 ]


Müller 1982a 11/66 9/29 1.4 % 0.54 [ 0.25, 1.15 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Müller 1982b 17/46 10/30 2.0 % 1.11 [ 0.59, 2.08 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]


Smith 1988 3/17 6/17 0.5 % 0.50 [ 0.15, 1.68 ]


Thompson 1981 2/12 1/9 0.2 % 1.50 [ 0.16, 14.08 ]


Tong 2006b 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Williford 1991 54/192 57/203 8.0 % 1.00 [ 0.73, 1.37 ]


Woolfson 1989 8/62 8/60 1.0 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 10/215 7/108 0.9 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.3 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.2 % 0.18 [ 0.02, 1.37 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 1175 891 19.5 % 0.91 [ 0.72, 1.16 ]


Total events: 154 (Experimental), 150 (Control)


Heterogeneity: Tau2 = 0.02; Chi2 = 24.86, df = 23 (P = 0.36); I2 =7%


Test for overall effect: Z = 0.73 (P = 0.46)


11 Trauma surgery


Herndon 1987 8/13 8/15 2.0 % 1.15 [ 0.61, 2.19 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Subtotal (95% CI) 21 24 2.1 % 1.22 [ 0.66, 2.25 ]


Total events: 10 (Experimental), 9 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.35, df = 1 (P = 0.55); I2 =0.0%


Test for overall effect: Z = 0.62 (P = 0.53)


12 Ortopaedics


Eneroth 2005 0/40 0/40 Not estimable


Subtotal (95% CI) 40 40 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


13 Plastic, reconstructive, and aesthetic surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


14 Vascular surgery


Fletcher 1986a 0/10 0/5 Not estimable


0.01 0.1 1 10 100


Favours nutrition support Favours control


(Continued . . . )


1226Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Rimbau 1989 1/10 2/10 0.2 % 0.50 [ 0.05, 4.67 ]


Subtotal (95% CI) 20 15 0.2 % 0.50 [ 0.05, 4.67 ]


Total events: 1 (Experimental), 2 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.61 (P = 0.54)


15 Transplant surgery


Lough 1990 4/14 7/15 0.8 % 0.61 [ 0.23, 1.65 ]


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Subtotal (95% CI) 22 25 0.9 % 0.56 [ 0.22, 1.42 ]


Total events: 4 (Experimental), 9 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.36, df = 1 (P = 0.55); I2 =0.0%


Test for overall effect: Z = 1.23 (P = 0.22)


16 Urology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


17 Thoracic surgery


Abel 1976 4/20 3/24 0.4 % 1.60 [ 0.40, 6.32 ]


Subtotal (95% CI) 20 24 0.4 % 1.60 [ 0.40, 6.32 ]


Total events: 4 (Experimental), 3 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.67 (P = 0.50)


18 Neurological surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


19 Oro-maxillo-facial surgery


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


20 Anaesthesiology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


21 Emergency medicine
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Bauer 2000 24/60 24/60 4.2 % 1.00 [ 0.65, 1.55 ]


Casaer 2011 255/2312 257/2328 29.9 % 1.00 [ 0.85, 1.18 ]


Heidegger 2013 20/153 28/152 2.9 % 0.71 [ 0.42, 1.20 ]


Jauch 1995a 2/17 2/5 0.3 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.2 % 0.59 [ 0.07, 5.22 ]


Stein 2002 12/40 10/40 1.6 % 1.20 [ 0.59, 2.45 ]


Subtotal (95% CI) 2608 2600 39.0 % 0.97 [ 0.84, 1.12 ]


Total events: 316 (Experimental), 324 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 4.19, df = 6 (P = 0.65); I2 =0.0%


Test for overall effect: Z = 0.44 (P = 0.66)


22 Psychiatry


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


23 Neurology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


24 Oncology


Doglietto 1990 2/13 3/9 0.3 % 0.46 [ 0.10, 2.23 ]


Holter 1977 4/30 5/26 0.5 % 0.69 [ 0.21, 2.31 ]


Popp 1981 7/21 6/21 1.0 % 1.17 [ 0.47, 2.89 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Samuels 1981 7/18 2/15 0.4 % 2.92 [ 0.71, 12.00 ]


Valdivieso 1987 27/30 31/35 28.1 % 1.02 [ 0.86, 1.20 ]


Subtotal (95% CI) 186 189 30.4 % 1.02 [ 0.87, 1.20 ]


Total events: 48 (Experimental), 48 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 3.69, df = 5 (P = 0.60); I2 =0.0%


Test for overall effect: Z = 0.23 (P = 0.82)


25 Dermatology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


26 Gynaecology


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


27 Mixed


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 4274 3989 100.0 % 0.98 [ 0.90, 1.07 ]


Total events: 571 (Experimental), 585 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 39.43, df = 48 (P = 0.81); I2 =0.0%


Test for overall effect: Z = 0.47 (P = 0.64)


Test for subgroup differences: Chi2 = 4.31, df = 8 (P = 0.83), I2 =0.0%
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Analysis 28.4. Comparison 28 Parenteral - Serious adverse event maximum follow-up, Outcome 4 Serious


adverse events - based on adequacy of the amount of calories.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 28 Parenteral - Serious adverse event maximum follow-up


Outcome: 4 Serious adverse events - based on adequacy of the amount of calories


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Clearly adequate in intervention and clearly inadequate in control


Casaer 2011 255/2312 257/2328 29.9 % 1.00 [ 0.85, 1.18 ]


Chen 2000b 1/10 0/5 0.1 % 1.64 [ 0.08, 34.28 ]


Eneroth 2005 0/40 0/40 Not estimable


Heidegger 2013 20/153 28/152 2.9 % 0.71 [ 0.42, 1.20 ]


Lough 1990 4/14 7/15 0.8 % 0.61 [ 0.23, 1.65 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Valdivieso 1987 27/30 31/35 28.1 % 1.02 [ 0.86, 1.20 ]


Woolfson 1989 8/62 8/60 1.0 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 10/215 7/108 0.9 % 0.72 [ 0.28, 1.83 ]


Subtotal (95% CI) 2910 2826 63.7 % 0.98 [ 0.88, 1.10 ]


Total events: 326 (Experimental), 339 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 3.19, df = 7 (P = 0.87); I2 =0.0%


Test for overall effect: Z = 0.34 (P = 0.73)


2 Inadequate in the experimental or adequate in the control


Herndon 1987 8/13 8/15 2.0 % 1.15 [ 0.61, 2.19 ]


Naveau 1986 10/20 9/20 1.9 % 1.11 [ 0.58, 2.14 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Stein 2002 12/40 10/40 1.6 % 1.20 [ 0.59, 2.45 ]


Subtotal (95% CI) 81 84 5.5 % 1.17 [ 0.80, 1.72 ]


Total events: 32 (Experimental), 28 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.38, df = 3 (P = 0.95); I2 =0.0%


Test for overall effect: Z = 0.83 (P = 0.40)


3 Experimental group is overfed


Fan 1989 7/20 6/20 1.0 % 1.17 [ 0.48, 2.86 ]


Holter 1977 4/30 5/26 0.5 % 0.69 [ 0.21, 2.31 ]


Jin 1999a 0/23 0/23 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Williford 1991 54/192 57/203 8.0 % 1.00 [ 0.73, 1.37 ]


Subtotal (95% CI) 288 295 9.6 % 0.99 [ 0.74, 1.32 ]


Total events: 65 (Experimental), 69 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.93, df = 3 (P = 0.82); I2 =0.0%


Test for overall effect: Z = 0.09 (P = 0.93)


4 Unclear intake in control or experimental


Abel 1976 4/20 3/24 0.4 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Bauer 2000 24/60 24/60 4.2 % 1.00 [ 0.65, 1.55 ]


Bellantone 1988 1/54 10/46 0.2 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 27/60 13/57 2.6 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Doglietto 1990 2/13 3/9 0.3 % 0.46 [ 0.10, 2.23 ]


Fan 1994 5/64 9/60 0.7 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Jauch 1995a 2/17 2/5 0.3 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.2 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 2/18 0.2 % 0.56 [ 0.06, 5.63 ]


Mezey 1991 14/23 16/25 4.1 % 0.95 [ 0.61, 1.48 ]


Müller 1982a 11/66 9/29 1.4 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 2.0 % 1.11 [ 0.59, 2.08 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]


Popp 1981 7/21 6/21 1.0 % 1.17 [ 0.47, 2.89 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Rimbau 1989 1/10 2/10 0.2 % 0.50 [ 0.05, 4.67 ]


Samuels 1981 7/18 2/15 0.4 % 2.92 [ 0.71, 12.00 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.5 % 1.51 [ 0.40, 5.69 ]


Smith 1988 3/17 6/17 0.5 % 0.50 [ 0.15, 1.68 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Thompson 1981 2/12 1/9 0.2 % 1.50 [ 0.16, 14.08 ]


Tong 2006b 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Xu 1998a 2/16 3/16 0.3 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.2 % 0.18 [ 0.02, 1.37 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 995 784 21.1 % 0.90 [ 0.73, 1.11 ]


Total events: 148 (Experimental), 149 (Control)


Heterogeneity: Tau2 = 0.02; Chi2 = 33.93, df = 32 (P = 0.37); I2 =6%


Test for overall effect: Z = 0.97 (P = 0.33)


Total (95% CI) 4274 3989 100.0 % 0.98 [ 0.90, 1.07 ]


Total events: 571 (Experimental), 585 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 39.43, df = 48 (P = 0.81); I2 =0.0%


Test for overall effect: Z = 0.47 (P = 0.64)


Test for subgroup differences: Chi2 = 1.49, df = 3 (P = 0.68), I2 =0.0%
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Analysis 28.5. Comparison 28 Parenteral - Serious adverse event maximum follow-up, Outcome 5 Serious


adverse events - different screening tools.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 28 Parenteral - Serious adverse event maximum follow-up


Outcome: 5 Serious adverse events - different screening tools


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 NRS 2002


Casaer 2011 255/2312 257/2328 29.9 % 1.00 [ 0.85, 1.18 ]


Subtotal (95% CI) 2312 2328 29.9 % 1.00 [ 0.85, 1.18 ]


Total events: 255 (Experimental), 257 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.01 (P = 0.99)


2 MUST


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 MNA


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


4 SGA


Wu 2007b 10/215 7/108 0.9 % 0.72 [ 0.28, 1.83 ]


Subtotal (95% CI) 215 108 0.9 % 0.72 [ 0.28, 1.83 ]


Total events: 10 (Experimental), 7 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.69 (P = 0.49)


5 Other means


Abel 1976 4/20 3/24 0.4 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Bauer 2000 24/60 24/60 4.2 % 1.00 [ 0.65, 1.55 ]


Bellantone 1988 1/54 10/46 0.2 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 27/60 13/57 2.6 % 1.97 [ 1.13, 3.43 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Capell 1990 0/15 0/12 Not estimable


Chen 2000b 1/10 0/5 0.1 % 1.64 [ 0.08, 34.28 ]


Doglietto 1990 2/13 3/9 0.3 % 0.46 [ 0.10, 2.23 ]


Eneroth 2005 0/40 0/40 Not estimable


Fan 1989 7/20 6/20 1.0 % 1.17 [ 0.48, 2.86 ]


Fan 1994 5/64 9/60 0.7 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 20/153 28/152 2.9 % 0.71 [ 0.42, 1.20 ]


Herndon 1987 8/13 8/15 2.0 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Holter 1977 4/30 5/26 0.5 % 0.69 [ 0.21, 2.31 ]


Jauch 1995a 2/17 2/5 0.3 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.2 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Liu 1996b 1/16 2/18 0.2 % 0.56 [ 0.06, 5.63 ]


Lough 1990 4/14 7/15 0.8 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 14/23 16/25 4.1 % 0.95 [ 0.61, 1.48 ]


Müller 1982a 11/66 9/29 1.4 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 2.0 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 10/20 9/20 1.9 % 1.11 [ 0.58, 2.14 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]


Popp 1981 7/21 6/21 1.0 % 1.17 [ 0.47, 2.89 ]


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Rimbau 1989 1/10 2/10 0.2 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 0.4 % 2.92 [ 0.71, 12.00 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.5 % 1.51 [ 0.40, 5.69 ]


Smith 1988 3/17 6/17 0.5 % 0.50 [ 0.15, 1.68 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Stein 2002 12/40 10/40 1.6 % 1.20 [ 0.59, 2.45 ]


Thompson 1981 2/12 1/9 0.2 % 1.50 [ 0.16, 14.08 ]


Tong 2006b 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 27/30 31/35 28.1 % 1.02 [ 0.86, 1.20 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Williford 1991 54/192 57/203 8.0 % 1.00 [ 0.73, 1.37 ]


Woolfson 1989 8/62 8/60 1.0 % 0.97 [ 0.39, 2.41 ]


Xu 1998a 2/16 3/16 0.3 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.2 % 0.18 [ 0.02, 1.37 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 1747 1553 69.2 % 0.97 [ 0.88, 1.08 ]


Total events: 306 (Experimental), 321 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 40.00, df = 46 (P = 0.72); I2 =0.0%


Test for overall effect: Z = 0.47 (P = 0.64)


Total (95% CI) 4274 3989 100.0 % 0.98 [ 0.90, 1.07 ]


Total events: 571 (Experimental), 585 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 39.43, df = 48 (P = 0.81); I2 =0.0%


Test for overall effect: Z = 0.47 (P = 0.64)


Test for subgroup differences: Chi2 = 0.49, df = 2 (P = 0.78), I2 =0.0%
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Analysis 28.6. Comparison 28 Parenteral - Serious adverse event maximum follow-up, Outcome 6 Serious


adverse events - participants characterised as ’at nutritional risk’ due to one of the following conditions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 28 Parenteral - Serious adverse event maximum follow-up


Outcome: 6 Serious adverse events - participants characterised as ’at nutritional risk’ due to one of the following conditions


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Major surgery


Abel 1976 4/20 3/24 0.4 % 1.60 [ 0.40, 6.32 ]


Bellantone 1988 1/54 10/46 0.2 % 0.09 [ 0.01, 0.64 ]


Brennan 1994 27/60 13/57 2.6 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Chen 2000b 1/10 0/5 0.1 % 1.64 [ 0.08, 34.28 ]


Fan 1989 7/20 6/20 1.0 % 1.17 [ 0.48, 2.86 ]


Fan 1994 5/64 9/60 0.7 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Holter 1977 4/30 5/26 0.5 % 0.69 [ 0.21, 2.31 ]


Jauch 1995a 2/17 2/5 0.3 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.2 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Lough 1990 4/14 7/15 0.8 % 0.61 [ 0.23, 1.65 ]


Müller 1982a 11/66 9/29 1.4 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 2.0 % 1.11 [ 0.59, 2.08 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Rimbau 1989 1/10 2/10 0.2 % 0.50 [ 0.05, 4.67 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Smith 1988 3/17 6/17 0.5 % 0.50 [ 0.15, 1.68 ]


Thompson 1981 2/12 1/9 0.2 % 1.50 [ 0.16, 14.08 ]


Tong 2006b 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Williford 1991 54/192 57/203 8.0 % 1.00 [ 0.73, 1.37 ]


Woolfson 1989 8/62 8/60 1.0 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 10/215 7/108 0.9 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.3 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.2 % 0.18 [ 0.02, 1.37 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 1377 1070 22.6 % 0.90 [ 0.75, 1.09 ]


Total events: 176 (Experimental), 179 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 29.92, df = 30 (P = 0.47); I2 =0.0%


Test for overall effect: Z = 1.08 (P = 0.28)


2 Stroke


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 ICU participants including trauma


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Bauer 2000 24/60 24/60 4.2 % 1.00 [ 0.65, 1.55 ]


Casaer 2011 255/2312 257/2328 29.9 % 1.00 [ 0.85, 1.18 ]


Heidegger 2013 20/153 28/152 2.9 % 0.71 [ 0.42, 1.20 ]


Herndon 1987 8/13 8/15 2.0 % 1.15 [ 0.61, 2.19 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Stein 2002 12/40 10/40 1.6 % 1.20 [ 0.59, 2.45 ]


Subtotal (95% CI) 2595 2614 40.7 % 0.99 [ 0.86, 1.14 ]


Total events: 322 (Experimental), 330 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.84, df = 6 (P = 0.83); I2 =0.0%


Test for overall effect: Z = 0.14 (P = 0.89)


4 Frail elderly participants with less severe conditions known to increase protein requirements


Eneroth 2005 0/40 0/40 Not estimable


Liu 1996b 1/16 2/18 0.2 % 0.56 [ 0.06, 5.63 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Subtotal (95% CI) 56 58 0.2 % 0.56 [ 0.06, 5.63 ]


Total events: 1 (Experimental), 2 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.49 (P = 0.62)


5 Participants do not fall into one of the categories above


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Doglietto 1990 2/13 3/9 0.3 % 0.46 [ 0.10, 2.23 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Mezey 1991 14/23 16/25 4.1 % 0.95 [ 0.61, 1.48 ]


Naveau 1986 10/20 9/20 1.9 % 1.11 [ 0.58, 2.14 ]


Popp 1981 7/21 6/21 1.0 % 1.17 [ 0.47, 2.89 ]


Samuels 1981 7/18 2/15 0.4 % 2.92 [ 0.71, 12.00 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.5 % 1.51 [ 0.40, 5.69 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Valdivieso 1987 27/30 31/35 28.1 % 1.02 [ 0.86, 1.20 ]


Subtotal (95% CI) 246 247 36.5 % 1.02 [ 0.88, 1.18 ]


Total events: 72 (Experimental), 74 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 5.28, df = 9 (P = 0.81); I2 =0.0%


Test for overall effect: Z = 0.26 (P = 0.80)


Total (95% CI) 4274 3989 100.0 % 0.98 [ 0.90, 1.07 ]


Total events: 571 (Experimental), 585 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 39.43, df = 48 (P = 0.81); I2 =0.0%


Test for overall effect: Z = 0.47 (P = 0.64)


Test for subgroup differences: Chi2 = 1.28, df = 3 (P = 0.73), I2 =0.0%
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Analysis 28.7. Comparison 28 Parenteral - Serious adverse event maximum follow-up, Outcome 7 Serious


adverse events - participants characterised as ’at nutritional risk’ due to one of the following criteria.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 28 Parenteral - Serious adverse event maximum follow-up


Outcome: 7 Serious adverse events - participants characterised as ’at nutritional risk’ due to one of the following criteria


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 BMI less than 20.5 kg/m2


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Weight loss of at least 5% during the last three months


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


3 Weight loss of at least 10% during the last six months


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Subtotal (95% CI) 46 46 0.1 % 0.33 [ 0.01, 7.78 ]


Total events: 0 (Experimental), 1 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.68 (P = 0.49)


4 Insufficient food intake during the last week (50% of requirements or less)


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Participants characterised as ’at nutritional risk’ by other means


Abel 1976 4/20 3/24 0.4 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Bauer 2000 24/60 24/60 4.2 % 1.00 [ 0.65, 1.55 ]


Bellantone 1988 1/54 10/46 0.2 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 27/60 13/57 2.6 % 1.97 [ 1.13, 3.43 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 255/2312 257/2328 29.9 % 1.00 [ 0.85, 1.18 ]


Chen 2000b 1/10 0/5 0.1 % 1.64 [ 0.08, 34.28 ]


Doglietto 1990 2/13 3/9 0.3 % 0.46 [ 0.10, 2.23 ]


Eneroth 2005 0/40 0/40 Not estimable


Fan 1989 7/20 6/20 1.0 % 1.17 [ 0.48, 2.86 ]


Fan 1994 5/64 9/60 0.7 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 20/153 28/152 2.9 % 0.71 [ 0.42, 1.20 ]


Herndon 1987 8/13 8/15 2.0 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Holter 1977 4/30 5/26 0.5 % 0.69 [ 0.21, 2.31 ]


Jauch 1995a 2/17 2/5 0.3 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.2 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Liu 1996b 1/16 2/18 0.2 % 0.56 [ 0.06, 5.63 ]


Lough 1990 4/14 7/15 0.8 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 14/23 16/25 4.1 % 0.95 [ 0.61, 1.48 ]


Müller 1982a 11/66 9/29 1.4 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 2.0 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 10/20 9/20 1.9 % 1.11 [ 0.58, 2.14 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]


Popp 1981 7/21 6/21 1.0 % 1.17 [ 0.47, 2.89 ]


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Rimbau 1989 1/10 2/10 0.2 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Samuels 1981 7/18 2/15 0.4 % 2.92 [ 0.71, 12.00 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.5 % 1.51 [ 0.40, 5.69 ]


Smith 1988 3/17 6/17 0.5 % 0.50 [ 0.15, 1.68 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Stein 2002 12/40 10/40 1.6 % 1.20 [ 0.59, 2.45 ]


Thompson 1981 2/12 1/9 0.2 % 1.50 [ 0.16, 14.08 ]


Tong 2006b 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 27/30 31/35 28.1 % 1.02 [ 0.86, 1.20 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Williford 1991 54/192 57/203 8.0 % 1.00 [ 0.73, 1.37 ]


Woolfson 1989 8/62 8/60 1.0 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 10/215 7/108 0.9 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.3 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.2 % 0.18 [ 0.02, 1.37 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 4228 3943 99.9 % 0.98 [ 0.90, 1.07 ]


Total events: 571 (Experimental), 584 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 38.96, df = 47 (P = 0.79); I2 =0.0%


Test for overall effect: Z = 0.45 (P = 0.65)


Total (95% CI) 4274 3989 100.0 % 0.98 [ 0.90, 1.07 ]


Total events: 571 (Experimental), 585 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 39.43, df = 48 (P = 0.81); I2 =0.0%


Test for overall effect: Z = 0.47 (P = 0.64)


Test for subgroup differences: Chi2 = 0.45, df = 1 (P = 0.50), I2 =0.0%
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Analysis 28.8. Comparison 28 Parenteral - Serious adverse event maximum follow-up, Outcome 8 Serious


adverse events - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 28 Parenteral - Serious adverse event maximum follow-up


Outcome: 8 Serious adverse events - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Biomarkers


Chen 2000b 1/10 0/5 0.1 % 1.64 [ 0.08, 34.28 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Liu 1996b 1/16 2/18 0.2 % 0.56 [ 0.06, 5.63 ]


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Subtotal (95% CI) 92 92 0.5 % 0.45 [ 0.13, 1.57 ]


Total events: 2 (Experimental), 7 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 1.18, df = 4 (P = 0.88); I2 =0.0%


Test for overall effect: Z = 1.26 (P = 0.21)


2 Anthropometric measures


Abel 1976 4/20 3/24 0.4 % 1.60 [ 0.40, 6.32 ]


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Smith 1988 3/17 6/17 0.5 % 0.50 [ 0.15, 1.68 ]


Subtotal (95% CI) 53 84 1.1 % 0.74 [ 0.29, 1.89 ]


Total events: 7 (Experimental), 14 (Control)


Heterogeneity: Tau2 = 0.09; Chi2 = 2.27, df = 2 (P = 0.32); I2 =12%


Test for overall effect: Z = 0.64 (P = 0.52)


3 Both


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Subtotal (95% CI) 60 15 0.3 % 0.66 [ 0.14, 3.07 ]


Total events: 4 (Experimental), 1 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.12, df = 2 (P = 0.94); I2 =0.0%


Test for overall effect: Z = 0.54 (P = 0.59)


4 Characterised by other means


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Bauer 2000 24/60 24/60 4.2 % 1.00 [ 0.65, 1.55 ]


Bellantone 1988 1/54 10/46 0.2 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 27/60 13/57 2.6 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 255/2312 257/2328 29.9 % 1.00 [ 0.85, 1.18 ]


Doglietto 1990 2/13 3/9 0.3 % 0.46 [ 0.10, 2.23 ]


Eneroth 2005 0/40 0/40 Not estimable


Fan 1989 7/20 6/20 1.0 % 1.17 [ 0.48, 2.86 ]


Fan 1994 5/64 9/60 0.7 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 20/153 28/152 2.9 % 0.71 [ 0.42, 1.20 ]


Herndon 1987 8/13 8/15 2.0 % 1.15 [ 0.61, 2.19 ]


Holter 1977 4/30 5/26 0.5 % 0.69 [ 0.21, 2.31 ]


Jauch 1995a 2/17 2/5 0.3 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.2 % 0.59 [ 0.07, 5.22 ]


Lough 1990 4/14 7/15 0.8 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 14/23 16/25 4.1 % 0.95 [ 0.61, 1.48 ]


Müller 1982a 11/66 9/29 1.4 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 2.0 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 10/20 9/20 1.9 % 1.11 [ 0.58, 2.14 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]


Popp 1981 7/21 6/21 1.0 % 1.17 [ 0.47, 2.89 ]


Rimbau 1989 1/10 2/10 0.2 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 0.4 % 2.92 [ 0.71, 12.00 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Simon 1988 4/15 3/17 0.5 % 1.51 [ 0.40, 5.69 ]


Stein 2002 12/40 10/40 1.6 % 1.20 [ 0.59, 2.45 ]


Thompson 1981 2/12 1/9 0.2 % 1.50 [ 0.16, 14.08 ]


Tong 2006b 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 27/30 31/35 28.1 % 1.02 [ 0.86, 1.20 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Williford 1991 54/192 57/203 8.0 % 1.00 [ 0.73, 1.37 ]


Woolfson 1989 8/62 8/60 1.0 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 10/215 7/108 0.9 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.3 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.2 % 0.18 [ 0.02, 1.37 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 4069 3798 98.1 % 0.99 [ 0.90, 1.08 ]


Total events: 558 (Experimental), 563 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 33.48, df = 37 (P = 0.63); I2 =0.0%


Test for overall effect: Z = 0.28 (P = 0.78)


Total (95% CI) 4274 3989 100.0 % 0.98 [ 0.90, 1.07 ]


Total events: 571 (Experimental), 585 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 39.43, df = 48 (P = 0.81); I2 =0.0%


Test for overall effect: Z = 0.47 (P = 0.64)


Test for subgroup differences: Chi2 = 2.15, df = 3 (P = 0.54), I2 =0.0%
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Analysis 28.9. Comparison 28 Parenteral - Serious adverse event maximum follow-up, Outcome 9 Serious


adverse events - randomisation year.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 28 Parenteral - Serious adverse event maximum follow-up


Outcome: 9 Serious adverse events - randomisation year


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Before 1960


Subtotal (95% CI) 0 0 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


2 1960 to 1979


Abel 1976 4/20 3/24 0.4 % 1.60 [ 0.40, 6.32 ]


Holter 1977 4/30 5/26 0.5 % 0.69 [ 0.21, 2.31 ]


Samuels 1981 7/18 2/15 0.4 % 2.92 [ 0.71, 12.00 ]


Thompson 1981 2/12 1/9 0.2 % 1.50 [ 0.16, 14.08 ]


Subtotal (95% CI) 80 74 1.5 % 1.38 [ 0.67, 2.83 ]


Total events: 17 (Experimental), 11 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 2.38, df = 3 (P = 0.50); I2 =0.0%


Test for overall effect: Z = 0.87 (P = 0.39)


3 1980 to 1999


Bauer 2000 24/60 24/60 4.2 % 1.00 [ 0.65, 1.55 ]


Bellantone 1988 1/54 10/46 0.2 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 27/60 13/57 2.6 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Chen 2000b 1/10 0/5 0.1 % 1.64 [ 0.08, 34.28 ]


Doglietto 1990 2/13 3/9 0.3 % 0.46 [ 0.10, 2.23 ]


Fan 1989 7/20 6/20 1.0 % 1.17 [ 0.48, 2.86 ]


Fan 1994 5/64 9/60 0.7 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Fletcher 1986a 0/10 0/5 Not estimable


Herndon 1987 8/13 8/15 2.0 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Jauch 1995a 2/17 2/5 0.3 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.2 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Liu 1996b 1/16 2/18 0.2 % 0.56 [ 0.06, 5.63 ]


Lough 1990 4/14 7/15 0.8 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 14/23 16/25 4.1 % 0.95 [ 0.61, 1.48 ]


Müller 1982a 11/66 9/29 1.4 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 2.0 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 10/20 9/20 1.9 % 1.11 [ 0.58, 2.14 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]


Popp 1981 7/21 6/21 1.0 % 1.17 [ 0.47, 2.89 ]


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Rimbau 1989 1/10 2/10 0.2 % 0.50 [ 0.05, 4.67 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.5 % 1.51 [ 0.40, 5.69 ]


Smith 1988 3/17 6/17 0.5 % 0.50 [ 0.15, 1.68 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Valdivieso 1987 27/30 31/35 28.1 % 1.02 [ 0.86, 1.20 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Williford 1991 54/192 57/203 8.0 % 1.00 [ 0.73, 1.37 ]


Woolfson 1989 8/62 8/60 1.0 % 0.97 [ 0.39, 2.41 ]


Xu 1998a 2/16 3/16 0.3 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.2 % 0.18 [ 0.02, 1.37 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 1306 1136 62.9 % 0.98 [ 0.88, 1.10 ]


Total events: 255 (Experimental), 267 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 32.21, df = 37 (P = 0.69); I2 =0.0%


Test for overall effect: Z = 0.35 (P = 0.72)


4 After 1999


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Casaer 2011 255/2312 257/2328 29.9 % 1.00 [ 0.85, 1.18 ]


Eneroth 2005 0/40 0/40 Not estimable


Heidegger 2013 20/153 28/152 2.9 % 0.71 [ 0.42, 1.20 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Stein 2002 12/40 10/40 1.6 % 1.20 [ 0.59, 2.45 ]


Tong 2006b 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Wu 2007b 10/215 7/108 0.9 % 0.72 [ 0.28, 1.83 ]


Subtotal (95% CI) 2888 2779 35.5 % 0.96 [ 0.83, 1.12 ]


Total events: 299 (Experimental), 307 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 5.06, df = 6 (P = 0.54); I2 =0.0%


Test for overall effect: Z = 0.49 (P = 0.62)


Total (95% CI) 4274 3989 100.0 % 0.98 [ 0.90, 1.07 ]


Total events: 571 (Experimental), 585 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 39.43, df = 48 (P = 0.81); I2 =0.0%


Test for overall effect: Z = 0.47 (P = 0.64)


Test for subgroup differences: Chi2 = 0.90, df = 2 (P = 0.64), I2 =0.0%
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Analysis 28.10. Comparison 28 Parenteral - Serious adverse event maximum follow-up, Outcome 10


Serious adverse events - trials where the intervention lasts fewer than three days compared with trials where


the intervention lasts three days or more.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 28 Parenteral - Serious adverse event maximum follow-up


Outcome: 10 Serious adverse events - trials where the intervention lasts fewer than three days compared with trials where the intervention lasts three days or more


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


1 Three days or more


Abel 1976 4/20 3/24 0.4 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/9 2/10 0.2 % 0.56 [ 0.06, 5.14 ]


Bauer 2000 24/60 24/60 4.2 % 1.00 [ 0.65, 1.55 ]


Bellantone 1988 1/54 10/46 0.2 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 27/60 13/57 2.6 % 1.97 [ 1.13, 3.43 ]


Casaer 2011 255/2312 257/2328 29.9 % 1.00 [ 0.85, 1.18 ]


Chen 2000b 1/10 0/5 0.1 % 1.64 [ 0.08, 34.28 ]


Doglietto 1990 2/13 3/9 0.3 % 0.46 [ 0.10, 2.23 ]


Eneroth 2005 0/40 0/40 Not estimable


Fan 1989 7/20 6/20 1.0 % 1.17 [ 0.48, 2.86 ]


Fan 1994 5/64 9/60 0.7 % 0.52 [ 0.19, 1.47 ]


Fasth 1987 1/48 1/44 0.1 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.1 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 20/153 28/152 2.9 % 0.71 [ 0.42, 1.20 ]


Herndon 1987 8/13 8/15 2.0 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/16 5/43 0.1 % 0.24 [ 0.01, 4.03 ]


Holter 1977 4/30 5/26 0.5 % 0.69 [ 0.21, 2.31 ]


Jauch 1995a 2/17 2/5 0.3 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.2 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Jimenez 1995b 2/20 1/5 0.2 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.1 % 0.33 [ 0.01, 7.78 ]


Liu 1996b 1/16 2/18 0.2 % 0.56 [ 0.06, 5.63 ]


Lough 1990 4/14 7/15 0.8 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 14/23 16/25 4.1 % 0.95 [ 0.61, 1.48 ]


Müller 1982a 11/66 9/29 1.4 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 2.0 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 10/20 9/20 1.9 % 1.11 [ 0.58, 2.14 ]


Neuvonen 1984 0/9 1/10 0.1 % 0.37 [ 0.02, 8.01 ]


Popp 1981 7/21 6/21 1.0 % 1.17 [ 0.47, 2.89 ]


Reilly 1990 0/8 2/10 0.1 % 0.24 [ 0.01, 4.47 ]


Rimbau 1989 1/10 2/10 0.2 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.1 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 0.4 % 2.92 [ 0.71, 12.00 ]


Sax 1987 1/29 1/26 0.1 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/15 3/17 0.5 % 1.51 [ 0.40, 5.69 ]


Smith 1988 3/17 6/17 0.5 % 0.50 [ 0.15, 1.68 ]


Song 1993 0/12 2/13 0.1 % 0.22 [ 0.01, 4.08 ]


Thompson 1981 2/12 1/9 0.2 % 1.50 [ 0.16, 14.08 ]


Tong 2006a 0/45 2/18 0.1 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 27/30 31/35 28.1 % 1.02 [ 0.86, 1.20 ]


Von Meyenfeldt 1992a 2/51 1/25 0.1 % 0.98 [ 0.09, 10.30 ]


Williford 1991 54/192 57/203 8.0 % 1.00 [ 0.73, 1.37 ]


Woolfson 1989 8/62 8/60 1.0 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 10/215 7/108 0.9 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.3 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.2 % 0.18 [ 0.02, 1.37 ]


Zheng 2001b 0/40 0/15 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Subtotal (95% CI) 4219 3937 98.4 % 0.98 [ 0.89, 1.07 ]


Total events: 559 (Experimental), 575 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 39.16, df = 47 (P = 0.78); I2 =0.0%


Test for overall effect: Z = 0.53 (P = 0.59)


2 Less than three days


Stein 2002 12/40 10/40 1.6 % 1.20 [ 0.59, 2.45 ]


Subtotal (95% CI) 40 40 1.6 % 1.20 [ 0.59, 2.45 ]


Total events: 12 (Experimental), 10 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.50 (P = 0.62)


3 Unknown


Capell 1990 0/15 0/12 Not estimable


Subtotal (95% CI) 15 12 Not estimable


Total events: 0 (Experimental), 0 (Control)


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 4274 3989 100.0 % 0.98 [ 0.90, 1.07 ]


Total events: 571 (Experimental), 585 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 39.43, df = 48 (P = 0.81); I2 =0.0%


Test for overall effect: Z = 0.47 (P = 0.64)


Test for subgroup differences: Chi2 = 0.32, df = 1 (P = 0.57), I2 =0.0%


0.01 0.1 1 10 100


Favours nutrition support Favours control


1250Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Analysis 28.11. Comparison 28 Parenteral - Serious adverse event maximum follow-up, Outcome 11


Serious adverse events - ’best-worst case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 28 Parenteral - Serious adverse event maximum follow-up


Outcome: 11 Serious adverse events - ’best-worst case’ scenario


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abel 1976 4/20 3/24 1.3 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 1/10 2/10 0.5 % 0.50 [ 0.05, 4.67 ]


Bauer 2000 24/60 24/60 5.7 % 1.00 [ 0.65, 1.55 ]


Bellantone 1988 1/54 10/46 0.6 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 27/60 13/57 4.6 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 255/2312 257/2328 8.8 % 1.00 [ 0.85, 1.18 ]


Chen 2000b 1/10 0/5 0.3 % 1.64 [ 0.08, 34.28 ]


Doglietto 1990 2/13 10/16 1.3 % 0.25 [ 0.07, 0.93 ]


Eneroth 2005 0/40 0/40 Not estimable


Fan 1989 5/75 24/75 2.5 % 0.21 [ 0.08, 0.52 ]


Fan 1994 7/20 6/20 2.5 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.3 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.5 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 20/153 28/152 4.8 % 0.71 [ 0.42, 1.20 ]


Herndon 1987 8/13 8/15 3.9 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 0/51 13/51 0.3 % 0.04 [ 0.00, 0.61 ]


Holter 1977 4/30 5/26 1.6 % 0.69 [ 0.21, 2.31 ]


Jauch 1995a 2/17 2/5 0.9 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.5 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.3 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.5 % 0.50 [ 0.06, 4.47 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Jimenez 1995c 1/20 0/5 0.3 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.3 % 0.33 [ 0.01, 7.78 ]


Liu 1996b 1/16 2/18 0.5 % 0.56 [ 0.06, 5.63 ]


Lough 1990 4/14 7/15 2.2 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 14/23 16/25 5.7 % 0.95 [ 0.61, 1.48 ]


Müller 1982a 11/80 20/40 4.0 % 0.28 [ 0.15, 0.52 ]


Müller 1982b 17/55 20/40 5.1 % 0.62 [ 0.37, 1.02 ]


Naveau 1986 10/20 9/20 3.8 % 1.11 [ 0.58, 2.14 ]


Neuvonen 1984 0/9 1/10 0.3 % 0.37 [ 0.02, 8.01 ]


Popp 1981 7/21 6/21 2.5 % 1.17 [ 0.47, 2.89 ]


Reilly 1990 0/8 2/10 0.3 % 0.24 [ 0.01, 4.47 ]


Rimbau 1989 1/10 2/10 0.5 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.3 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.5 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/20 2/15 1.2 % 2.63 [ 0.63, 10.88 ]


Sax 1987 1/29 1/26 0.4 % 0.90 [ 0.06, 13.62 ]


Simon 1988 4/16 4/18 1.6 % 1.13 [ 0.34, 3.78 ]


Smith 1988 3/17 6/17 1.6 % 0.50 [ 0.15, 1.68 ]


Song 1993 0/12 2/13 0.3 % 0.22 [ 0.01, 4.08 ]


Stein 2002 12/40 10/40 3.4 % 1.20 [ 0.59, 2.45 ]


Thompson 1981 2/12 1/9 0.5 % 1.50 [ 0.16, 14.08 ]


Tong 2006b 0/45 2/18 0.3 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 27/30 31/35 8.7 % 1.02 [ 0.86, 1.20 ]


Von Meyenfeldt 1992a 2/51 1/25 0.5 % 0.98 [ 0.09, 10.30 ]


Williford 1991 54/231 82/228 7.4 % 0.65 [ 0.49, 0.87 ]


Woolfson 1989 8/62 8/60 2.4 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 10/215 7/108 2.3 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.9 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.6 % 0.18 [ 0.02, 1.37 ]


Zheng 2001b 0/40 0/15 Not estimable
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Total (95% CI) 4386 4066 100.0 % 0.80 [ 0.68, 0.94 ]


Total events: 571 (Experimental), 662 (Control)


Heterogeneity: Tau2 = 0.07; Chi2 = 78.45, df = 48 (P = 0.004); I2 =39%


Test for overall effect: Z = 2.69 (P = 0.0071)


Test for subgroup differences: Not applicable
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Analysis 28.12. Comparison 28 Parenteral - Serious adverse event maximum follow-up, Outcome 12


Serious adverse events - ’worst-best case’ scenario.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 28 Parenteral - Serious adverse event maximum follow-up


Outcome: 12 Serious adverse events - ’worst-best case’ scenario


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Abel 1976 4/20 3/24 1.1 % 1.60 [ 0.40, 6.32 ]


Abrishami 2010 2/10 2/10 0.7 % 1.00 [ 0.17, 5.77 ]


Bauer 2000 24/60 24/60 5.8 % 1.00 [ 0.65, 1.55 ]


Bellantone 1988 1/54 10/46 0.5 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 27/60 13/57 4.5 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Casaer 2011 255/2312 257/2328 10.2 % 1.00 [ 0.85, 1.18 ]


Chen 2000b 1/10 0/5 0.2 % 1.64 [ 0.08, 34.28 ]


Doglietto 1990 2/13 3/16 0.8 % 0.82 [ 0.16, 4.20 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Eneroth 2005 0/40 0/40 Not estimable


Fan 1989 16/75 9/75 3.0 % 1.78 [ 0.84, 3.77 ]


Fan 1994 7/20 6/20 2.2 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.3 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.4 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Heidegger 2013 20/153 28/152 4.8 % 0.71 [ 0.42, 1.20 ]


Herndon 1987 8/13 8/15 3.7 % 1.15 [ 0.61, 2.19 ]


Hoffmann 1988 35/51 5/51 2.4 % 7.00 [ 2.98, 16.42 ]


Holter 1977 4/30 5/26 1.4 % 0.69 [ 0.21, 2.31 ]


Jauch 1995a 2/17 2/5 0.7 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.5 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.4 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.2 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.2 % 0.33 [ 0.01, 7.78 ]


Liu 1996b 1/16 2/18 0.4 % 0.56 [ 0.06, 5.63 ]


Lough 1990 4/14 7/15 1.9 % 0.61 [ 0.23, 1.65 ]


Mezey 1991 14/23 16/25 5.8 % 0.95 [ 0.61, 1.48 ]


Müller 1982a 25/80 9/40 3.6 % 1.39 [ 0.72, 2.69 ]


Müller 1982b 26/55 10/40 4.0 % 1.89 [ 1.03, 3.46 ]


Naveau 1986 10/20 9/20 3.6 % 1.11 [ 0.58, 2.14 ]


Neuvonen 1984 0/9 1/10 0.2 % 0.37 [ 0.02, 8.01 ]


Popp 1981 7/21 6/21 2.2 % 1.17 [ 0.47, 2.89 ]


Reilly 1990 0/8 2/10 0.3 % 0.24 [ 0.01, 4.47 ]


Rimbau 1989 1/10 2/10 0.4 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.3 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.4 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 9/20 2/15 1.1 % 3.38 [ 0.85, 13.39 ]


Sax 1987 1/29 1/26 0.3 % 0.90 [ 0.06, 13.62 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Simon 1988 5/16 3/18 1.3 % 1.88 [ 0.53, 6.63 ]


Smith 1988 3/17 6/17 1.3 % 0.50 [ 0.15, 1.68 ]


Song 1993 0/12 2/13 0.3 % 0.22 [ 0.01, 4.08 ]


Stein 2002 12/40 10/40 3.2 % 1.20 [ 0.59, 2.45 ]


Thompson 1981 2/12 1/9 0.4 % 1.50 [ 0.16, 14.08 ]


Tong 2006b 0/45 2/18 0.2 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 27/30 31/35 10.1 % 1.02 [ 0.86, 1.20 ]


Von Meyenfeldt 1992a 2/51 1/25 0.4 % 0.98 [ 0.09, 10.30 ]


Williford 1991 93/231 57/228 8.4 % 1.61 [ 1.22, 2.12 ]


Woolfson 1989 8/62 8/60 2.2 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 10/215 7/108 2.1 % 0.72 [ 0.28, 1.83 ]


Xu 1998a 2/16 3/16 0.8 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.5 % 0.18 [ 0.02, 1.37 ]


Zheng 2001b 0/40 0/15 Not estimable


Total (95% CI) 4386 4066 100.0 % 1.12 [ 0.96, 1.30 ]


Total events: 683 (Experimental), 585 (Control)


Heterogeneity: Tau2 = 0.05; Chi2 = 69.06, df = 48 (P = 0.02); I2 =30%


Test for overall effect: Z = 1.48 (P = 0.14)


Test for subgroup differences: Not applicable
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Analysis 28.13. Comparison 28 Parenteral - Serious adverse event maximum follow-up, Outcome 13


Serious adverse events co-interventions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 28 Parenteral - Serious adverse event maximum follow-up


Outcome: 13 Serious adverse events co-interventions


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


1 Received nutrition support as co-intervention


Abrishami 2010 1/9 2/10 0.3 % 0.56 [ 0.06, 5.14 ]


Bauer 2000 24/60 24/60 4.0 % 1.00 [ 0.65, 1.55 ]


Casaer 2011 255/2312 257/2328 43.0 % 1.00 [ 0.85, 1.18 ]


Heidegger 2013 20/153 28/152 4.7 % 0.71 [ 0.42, 1.20 ]


Mezey 1991 14/23 16/25 2.6 % 0.95 [ 0.61, 1.48 ]


Simon 1988 4/15 3/17 0.5 % 1.51 [ 0.40, 5.69 ]


Subtotal (95% CI) 2572 2592 55.1 % 0.97 [ 0.85, 1.12 ]


Total events: 318 (Experimental), 330 (Control)


Heterogeneity: Chi2 = 2.17, df = 5 (P = 0.83); I2 =0.0%


Test for overall effect: Z = 0.37 (P = 0.71)


2 did not receive nutrition support as co-intervention


Abel 1976 4/20 3/24 0.5 % 1.60 [ 0.40, 6.32 ]


Bellantone 1988 1/54 10/46 1.8 % 0.09 [ 0.01, 0.64 ]


Bonkovsky 1991a 0/9 0/12 Not estimable


Bonkovsky 1991b 0/10 0/8 Not estimable


Brennan 1994 27/60 13/57 2.2 % 1.97 [ 1.13, 3.43 ]


Capell 1990 0/15 0/12 Not estimable


Chen 2000b 1/10 0/5 0.1 % 1.64 [ 0.08, 34.28 ]


Doglietto 1990 2/13 3/9 0.6 % 0.46 [ 0.10, 2.23 ]


Eneroth 2005 0/40 0/40 Not estimable


Fan 1989 5/64 9/60 1.6 % 0.52 [ 0.19, 1.47 ]


Fan 1994 7/20 6/20 1.0 % 1.17 [ 0.48, 2.86 ]


Fasth 1987 1/48 1/44 0.2 % 0.92 [ 0.06, 14.22 ]


Figuerasfelip 1986 2/41 1/29 0.2 % 1.41 [ 0.13, 14.88 ]


Fletcher 1986a 0/10 0/5 Not estimable


Herndon 1987 8/13 8/15 1.2 % 1.15 [ 0.61, 2.19 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Hoffmann 1988 0/16 5/43 0.5 % 0.24 [ 0.01, 4.03 ]


Holter 1977 4/30 5/26 0.9 % 0.69 [ 0.21, 2.31 ]


Jauch 1995a 2/17 2/5 0.5 % 0.29 [ 0.05, 1.59 ]


Jauch 1995b 2/17 1/5 0.3 % 0.59 [ 0.07, 5.22 ]


Jimenez 1995a 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jimenez 1995b 2/20 1/5 0.3 % 0.50 [ 0.06, 4.47 ]


Jimenez 1995c 1/20 0/5 0.1 % 0.86 [ 0.04, 18.45 ]


Jin 1999a 0/23 0/23 Not estimable


Jin 1999b 0/23 1/23 0.3 % 0.33 [ 0.01, 7.78 ]


Liu 1996b 1/16 2/18 0.3 % 0.56 [ 0.06, 5.63 ]


Lough 1990 4/14 7/15 1.1 % 0.61 [ 0.23, 1.65 ]


Müller 1982a 11/66 9/29 2.1 % 0.54 [ 0.25, 1.15 ]


Müller 1982b 17/46 10/30 2.0 % 1.11 [ 0.59, 2.08 ]


Naveau 1986 10/20 9/20 1.5 % 1.11 [ 0.58, 2.14 ]


Neuvonen 1984 0/9 1/10 0.2 % 0.37 [ 0.02, 8.01 ]


Popp 1981 7/21 6/21 1.0 % 1.17 [ 0.47, 2.89 ]


Reilly 1990 0/8 2/10 0.4 % 0.24 [ 0.01, 4.47 ]


Rimbau 1989 1/10 2/10 0.3 % 0.50 [ 0.05, 4.67 ]


Roth 2013 1/74 1/83 0.2 % 1.12 [ 0.07, 17.62 ]


Sacks 1995 2/8 1/9 0.2 % 2.25 [ 0.25, 20.38 ]


Samuels 1981 7/18 2/15 0.4 % 2.92 [ 0.71, 12.00 ]


Sax 1987 1/29 1/26 0.2 % 0.90 [ 0.06, 13.62 ]


Smith 1988 3/17 6/17 1.0 % 0.50 [ 0.15, 1.68 ]


Song 1993 0/12 2/13 0.4 % 0.22 [ 0.01, 4.08 ]


Thompson 1981 2/12 1/9 0.2 % 1.50 [ 0.16, 14.08 ]


Tong 2006b 0/45 2/18 0.6 % 0.08 [ 0.00, 1.64 ]


Valdivieso 1987 27/30 31/35 4.8 % 1.02 [ 0.86, 1.20 ]


Von Meyenfeldt 1992a 2/51 1/25 0.2 % 0.98 [ 0.09, 10.30 ]


Williford 1991 54/192 57/203 9.3 % 1.00 [ 0.73, 1.37 ]


Woolfson 1989 8/62 8/60 1.4 % 0.97 [ 0.39, 2.41 ]


Wu 2007b 10/215 7/108 1.6 % 0.72 [ 0.28, 1.83 ]
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(. . . Continued)
Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N M-H,Fixed,95% CI M-H,Fixed,95% CI


Xu 1998a 2/16 3/16 0.5 % 0.67 [ 0.13, 3.47 ]


Yamada 1983 1/18 5/16 0.9 % 0.18 [ 0.02, 1.37 ]


Zheng 2001b 0/40 0/15 Not estimable


Subtotal (95% CI) 1662 1357 43.2 % 0.90 [ 0.77, 1.04 ]


Total events: 241 (Experimental), 245 (Control)


Heterogeneity: Chi2 = 38.43, df = 41 (P = 0.59); I2 =0.0%


Test for overall effect: Z = 1.49 (P = 0.14)


3 delayed versus early nutrition support


Stein 2002 12/40 10/40 1.7 % 1.20 [ 0.59, 2.45 ]


Subtotal (95% CI) 40 40 1.7 % 1.20 [ 0.59, 2.45 ]


Total events: 12 (Experimental), 10 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 0.50 (P = 0.62)


Total (95% CI) 4274 3989 100.0 % 0.94 [ 0.85, 1.04 ]


Total events: 571 (Experimental), 585 (Control)


Heterogeneity: Chi2 = 39.43, df = 48 (P = 0.81); I2 =0.0%


Test for overall effect: Z = 1.13 (P = 0.26)


Test for subgroup differences: Chi2 = 1.13, df = 2 (P = 0.57), I2 =0.0%
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Analysis 29.1. Comparison 29 Morbidity - end of intervention, Outcome 1 Morbidity - overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 29 Morbidity - end of intervention


Outcome: 1 Morbidity - overall


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Fan 1994 22/64 33/60 100.0 % 0.63 [ 0.42, 0.94 ]


Total (95% CI) 64 60 100.0 % 0.63 [ 0.42, 0.94 ]


Total events: 22 (Experimental), 33 (Control)


Heterogeneity: not applicable


Test for overall effect: Z = 2.25 (P = 0.024)


Test for subgroup differences: Not applicable
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Analysis 30.1. Comparison 30 Morbidity - maximum follow-up, Outcome 1 Morbidity - overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 30 Morbidity - maximum follow-up


Outcome: 1 Morbidity - overall


Study or subgroup Experimental Control Risk Ratio Weight Risk Ratio


n/N n/N


M-
H,Random,95%


CI


M-
H,Random,95%


CI


Barlow 2011 21/57 29/64 47.0 % 0.81 [ 0.53, 1.25 ]


Fan 1994 22/64 33/60 53.0 % 0.63 [ 0.42, 0.94 ]


Total (95% CI) 121 124 100.0 % 0.71 [ 0.53, 0.95 ]


Total events: 43 (Experimental), 62 (Control)


Heterogeneity: Tau2 = 0.0; Chi2 = 0.75, df = 1 (P = 0.39); I2 =0.0%


Test for overall effect: Z = 2.28 (P = 0.022)


Test for subgroup differences: Not applicable
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Analysis 31.1. Comparison 31 BMI - end of intervention, Outcome 1 BMI - overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 31 BMI - end of intervention


Outcome: 1 BMI - overall


Study or subgroup Control Experimental
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Aquilani 2008 24 24.6 (2.9) 24 23.6 (4.4) 0.9 % 1.00 [ -1.11, 3.11 ]


Carver 1995 23 19.2 (0) 23 18.1 (0) Not estimable


De Sousa 2012 20 20.1 (2.7) 15 19.5 (1.4) 2.1 % 0.60 [ -0.78, 1.98 ]


F rli 2001 18 18.3 (1.7) 19 17 (2.2) 2.4 % 1.30 [ 0.04, 2.56 ]


Keele 1997 38 22.8 (3.8) 39 23.6 (4.5) 1.1 % -0.80 [ -2.66, 1.06 ]


Ledinghen 1997 12 27.6 (3.9) 10 24.3 (3.3) 0.4 % 3.30 [ 0.29, 6.31 ]


Lidder 2013a 32 25.37 (6.04) 30 25.43 (4.45) 0.6 % -0.06 [ -2.69, 2.57 ]


Lidder 2013b 27 25.12 (4.06) 31 24.29 (6.44) 0.5 % 0.83 [ -1.91, 3.57 ]


Neelemaat 2012 73 22.1 (4.5) 73 21 (3.7) 2.2 % 1.10 [ -0.24, 2.44 ]


Page 2002 20 23.9 (3.9) 20 23.8 (6.6) 0.3 % 0.10 [ -3.26, 3.46 ]


Ren 2015 60 23.32 (1.47) 60 22.65 (1.73) 11.8 % 0.67 [ 0.10, 1.24 ]


Starke 2011 66 24.6 (4.9) 66 23.6 (4.9) 1.4 % 1.00 [ -0.67, 2.67 ]


Vicic 2013 32 20.4 (3.3) 32 20 (3.3) 1.5 % 0.40 [ -1.22, 2.02 ]


Wei 2013 42 19 (2.31) 37 17.88 (3.31) 2.4 % 1.12 [ -0.15, 2.39 ]


Zhu 2002a 24 -1.77 (0.38) 18 -2.27 (0.38) 72.3 % 0.50 [ 0.27, 0.73 ]


Total (95% CI) 511 497 100.0 % 0.57 [ 0.38, 0.77 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 9.10, df = 13 (P = 0.77); I2 =0.0%


Test for overall effect: Z = 5.70 (P < 0.00001)


Test for subgroup differences: Not applicable
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Analysis 31.2. Comparison 31 BMI - end of intervention, Outcome 2 BMI - bias.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 31 BMI - end of intervention


Outcome: 2 BMI - bias


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 High risk of bias


Aquilani 2008 24 24.6 (2.9) 24 23.6 (4.4) 0.9 % 1.00 [ -1.11, 3.11 ]


Carver 1995 23 19.2 (0) 23 18.1 (0) Not estimable


De Sousa 2012 20 20.1 (2.7) 15 19.5 (1.4) 2.1 % 0.60 [ -0.78, 1.98 ]


F rli 2001 18 18.3 (1.7) 19 17 (2.2) 2.4 % 1.30 [ 0.04, 2.56 ]


Keele 1997 38 22.8 (3.8) 39 23.6 (4.5) 1.1 % -0.80 [ -2.66, 1.06 ]


Ledinghen 1997 12 27.6 (3.9) 10 24.3 (3.3) 0.4 % 3.30 [ 0.29, 6.31 ]


Lidder 2013a 32 25.37 (6.04) 30 25.43 (4.45) 0.6 % -0.06 [ -2.69, 2.57 ]


Lidder 2013b 27 25.12 (4.06) 31 24.29 (6.44) 0.5 % 0.83 [ -1.91, 3.57 ]


Neelemaat 2012 73 22.1 (4.5) 73 21 (3.7) 2.2 % 1.10 [ -0.24, 2.44 ]


Page 2002 20 23.9 (3.9) 20 23.8 (6.6) 0.3 % 0.10 [ -3.26, 3.46 ]


Ren 2015 60 23.32 (1.47) 60 22.65 (1.73) 11.8 % 0.67 [ 0.10, 1.24 ]


Starke 2011 66 24.6 (4.9) 66 23.6 (4.9) 1.4 % 1.00 [ -0.67, 2.67 ]


Vicic 2013 32 20.4 (3.3) 32 20 (3.3) 1.5 % 0.40 [ -1.22, 2.02 ]


Wei 2013 42 19 (2.31) 37 17.88 (3.31) 2.4 % 1.12 [ -0.15, 2.39 ]


Zhu 2002a 24 -1.77 (0.38) 18 -2.27 (0.38) 72.3 % 0.50 [ 0.27, 0.73 ]


Subtotal (95% CI) 511 497 100.0 % 0.57 [ 0.38, 0.77 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 9.10, df = 13 (P = 0.77); I2 =0.0%


Test for overall effect: Z = 5.70 (P < 0.00001)


2 Low risk of bias


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 511 497 100.0 % 0.57 [ 0.38, 0.77 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 9.10, df = 13 (P = 0.77); I2 =0.0%


Test for overall effect: Z = 5.70 (P < 0.00001)


Test for subgroup differences: Not applicable
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Analysis 31.3. Comparison 31 BMI - end of intervention, Outcome 3 BMI - mode of administration.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 31 BMI - end of intervention


Outcome: 3 BMI - mode of administration


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 General nutrition support


Starke 2011 66 24.6 (4.9) 66 23.6 (4.9) 1.4 % 1.00 [ -0.67, 2.67 ]


Subtotal (95% CI) 66 66 1.4 % 1.00 [ -0.67, 2.67 ]


Heterogeneity: not applicable


Test for overall effect: Z = 1.17 (P = 0.24)


2 Fortified nutrition


Neelemaat 2012 73 22.1 (4.5) 73 21 (3.7) 2.2 % 1.10 [ -0.24, 2.44 ]


Subtotal (95% CI) 73 73 2.2 % 1.10 [ -0.24, 2.44 ]


Heterogeneity: not applicable


Test for overall effect: Z = 1.61 (P = 0.11)


3 Oral nutrition support


Aquilani 2008 24 24.6 (2.9) 24 23.6 (4.4) 0.9 % 1.00 [ -1.11, 3.11 ]


Carver 1995 23 19.2 (0) 23 18.1 (0) Not estimable


De Sousa 2012 20 20.1 (2.7) 15 19.5 (1.4) 2.1 % 0.60 [ -0.78, 1.98 ]


F rli 2001 18 18.3 (1.7) 19 17 (2.2) 2.4 % 1.30 [ 0.04, 2.56 ]


Keele 1997 38 22.8 (3.8) 39 23.6 (4.5) 1.1 % -0.80 [ -2.66, 1.06 ]


Lidder 2013a 32 25.37 (6.04) 30 25.43 (4.45) 0.6 % -0.06 [ -2.69, 2.57 ]


Lidder 2013b 27 25.12 (4.06) 31 24.29 (6.44) 0.5 % 0.83 [ -1.91, 3.57 ]


Subtotal (95% CI) 182 181 7.6 % 0.63 [ -0.09, 1.35 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 3.76, df = 5 (P = 0.58); I2 =0.0%


Test for overall effect: Z = 1.72 (P = 0.085)


4 Enteral nutrition


Ledinghen 1997 12 27.6 (3.9) 10 24.3 (3.3) 0.4 % 3.30 [ 0.29, 6.31 ]


Page 2002 20 23.9 (3.9) 20 23.8 (6.6) 0.3 % 0.10 [ -3.26, 3.46 ]


Ren 2015 60 23.32 (1.47) 60 22.65 (1.73) 11.8 % 0.67 [ 0.10, 1.24 ]


Vicic 2013 32 20.4 (3.3) 32 20 (3.3) 1.5 % 0.40 [ -1.22, 2.02 ]


Zhu 2002a 24 -1.77 (0.38) 18 -2.27 (0.38) 72.3 % 0.50 [ 0.27, 0.73 ]


Subtotal (95% CI) 148 140 86.4 % 0.53 [ 0.32, 0.75 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 3.63, df = 4 (P = 0.46); I2 =0.0%
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Test for overall effect: Z = 4.93 (P < 0.00001)


5 Parenteral nutrition


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


6 Mixed nutrition support


Wei 2013 42 19 (2.31) 37 17.88 (3.31) 2.4 % 1.12 [ -0.15, 2.39 ]


Subtotal (95% CI) 42 37 2.4 % 1.12 [ -0.15, 2.39 ]


Heterogeneity: not applicable


Test for overall effect: Z = 1.72 (P = 0.085)


Total (95% CI) 511 497 100.0 % 0.57 [ 0.38, 0.77 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 9.10, df = 13 (P = 0.77); I2 =0.0%


Test for overall effect: Z = 5.70 (P < 0.00001)


Test for subgroup differences: Chi2 = 1.71, df = 4 (P = 0.79), I2 =0.0%
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Analysis 31.4. Comparison 31 BMI - end of intervention, Outcome 4 BMI - by medical delivery.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 31 BMI - end of intervention


Outcome: 4 BMI - by medical delivery


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 Cardiology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Medical gastroenterology and hepatology


Ledinghen 1997 12 27.6 (3.9) 10 24.3 (3.3) 0.4 % 3.30 [ 0.29, 6.31 ]


Wei 2013 42 19 (2.31) 37 17.88 (3.31) 2.4 % 1.12 [ -0.15, 2.39 ]


Subtotal (95% CI) 54 47 2.8 % 1.77 [ -0.19, 3.72 ]


Heterogeneity: Tau2 = 0.99; Chi2 = 1.71, df = 1 (P = 0.19); I2 =42%


Test for overall effect: Z = 1.77 (P = 0.076)


3 Geriatrics


Carver 1995 23 19.2 (0) 23 18.1 (0) Not estimable


De Sousa 2012 20 20.1 (2.7) 15 19.5 (1.4) 2.1 % 0.60 [ -0.78, 1.98 ]


Neelemaat 2012 73 22.1 (4.5) 73 21 (3.7) 2.2 % 1.10 [ -0.24, 2.44 ]


Subtotal (95% CI) 116 111 4.2 % 0.86 [ -0.10, 1.82 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 0.26, df = 1 (P = 0.61); I2 =0.0%


Test for overall effect: Z = 1.75 (P = 0.080)


4 Pulmonary disease


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Endocrinology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


6 Infectious diseases


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


7 Rheumatology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


8 Haematology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


9 Nephrology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


10 Gastroenterologic surgery


Keele 1997 38 22.8 (3.8) 39 23.6 (4.5) 1.1 % -0.80 [ -2.66, 1.06 ]


Lidder 2013a 32 25.37 (6.04) 30 25.43 (4.45) 0.6 % -0.06 [ -2.69, 2.57 ]


Lidder 2013b 27 25.12 (4.06) 31 24.29 (6.44) 0.5 % 0.83 [ -1.91, 3.57 ]


Page 2002 20 23.9 (3.9) 20 23.8 (6.6) 0.3 % 0.10 [ -3.26, 3.46 ]


Zhu 2002a 24 -1.77 (0.38) 18 -2.27 (0.38) 72.3 % 0.50 [ 0.27, 0.73 ]


Subtotal (95% CI) 141 138 74.9 % 0.48 [ 0.25, 0.70 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 2.12, df = 4 (P = 0.71); I2 =0.0%


Test for overall effect: Z = 4.09 (P = 0.000043)


11 Trauma surgery


Ren 2015 60 23.32 (1.47) 60 22.65 (1.73) 11.8 % 0.67 [ 0.10, 1.24 ]


Vicic 2013 32 20.4 (3.3) 32 20 (3.3) 1.5 % 0.40 [ -1.22, 2.02 ]


Subtotal (95% CI) 92 92 13.3 % 0.64 [ 0.10, 1.18 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 0.10, df = 1 (P = 0.76); I2 =0.0%


Test for overall effect: Z = 2.32 (P = 0.021)


12 Ortopaedics


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


13 Plastic, reconstructive, and aesthetic surgery


F rli 2001 18 18.3 (1.7) 19 17 (2.2) 2.4 % 1.30 [ 0.04, 2.56 ]


Subtotal (95% CI) 18 19 2.4 % 1.30 [ 0.04, 2.56 ]


Heterogeneity: not applicable


Test for overall effect: Z = 2.02 (P = 0.044)


14 Vascular surgery


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


15 Transplant surgery


Subtotal (95% CI) 0 0 Not estimable
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Heterogeneity: not applicable


Test for overall effect: not applicable


16 Urology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


17 Thoracic surgery


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


18 Neurological surgery


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


19 Oro-maxillo-facial surgery


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


20 Anaesthesiology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


21 Emergency medicine


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


22 Psychiatry


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


23 Neurology


Aquilani 2008 24 24.6 (2.9) 24 23.6 (4.4) 0.9 % 1.00 [ -1.11, 3.11 ]


Subtotal (95% CI) 24 24 0.9 % 1.00 [ -1.11, 3.11 ]


Heterogeneity: not applicable


Test for overall effect: Z = 0.93 (P = 0.35)


24 Oncology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


25 Dermatology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


26 Gynaecology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


27 Mixed


Starke 2011 66 24.6 (4.9) 66 23.6 (4.9) 1.4 % 1.00 [ -0.67, 2.67 ]


Subtotal (95% CI) 66 66 1.4 % 1.00 [ -0.67, 2.67 ]


Heterogeneity: not applicable


Test for overall effect: Z = 1.17 (P = 0.24)


Total (95% CI) 511 497 100.0 % 0.57 [ 0.38, 0.77 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 9.10, df = 13 (P = 0.77); I2 =0.0%


Test for overall effect: Z = 5.70 (P < 0.00001)


Test for subgroup differences: Chi2 = 4.19, df = 6 (P = 0.65), I2 =0.0%
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Analysis 31.5. Comparison 31 BMI - end of intervention, Outcome 5 BMI - based on adequacy of the


amount of calories.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 31 BMI - end of intervention


Outcome: 5 BMI - based on adequacy of the amount of calories


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 Clearly adequate in intervention and clearly inadequate in control


Aquilani 2008 24 24.6 (2.9) 24 23.6 (4.4) 0.9 % 1.00 [ -1.11, 3.11 ]


Keele 1997 38 22.8 (3.8) 39 23.6 (4.5) 1.1 % -0.80 [ -2.66, 1.06 ]


Ledinghen 1997 12 27.6 (3.9) 10 24.3 (3.3) 0.4 % 3.30 [ 0.29, 6.31 ]


Neelemaat 2012 73 22.1 (4.5) 73 21 (3.7) 2.2 % 1.10 [ -0.24, 2.44 ]


Page 2002 20 23.9 (3.9) 20 23.8 (6.6) 0.3 % 0.10 [ -3.26, 3.46 ]


Starke 2011 66 24.6 (4.9) 66 23.6 (4.9) 1.4 % 1.00 [ -0.67, 2.67 ]


Wei 2013 42 19 (2.31) 37 17.88 (3.31) 2.4 % 1.12 [ -0.15, 2.39 ]


Subtotal (95% CI) 275 269 8.8 % 0.90 [ 0.23, 1.58 ]


Heterogeneity: Tau2 = 0.01; Chi2 = 6.10, df = 6 (P = 0.41); I2 =2%


Test for overall effect: Z = 2.62 (P = 0.0088)


2 Inadequate in the experimental or adequate in the control


F rli 2001 18 18.3 (1.7) 19 17 (2.2) 2.4 % 1.30 [ 0.04, 2.56 ]


Subtotal (95% CI) 18 19 2.4 % 1.30 [ 0.04, 2.56 ]


Heterogeneity: not applicable


Test for overall effect: Z = 2.02 (P = 0.044)


3 Experimental group is overfed


Carver 1995 23 19.2 (0) 23 18.1 (0) Not estimable


Subtotal (95% CI) 23 23 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Unclear intake in control or experimental


De Sousa 2012 20 20.1 (2.7) 15 19.5 (1.4) 2.1 % 0.60 [ -0.78, 1.98 ]


Lidder 2013a 32 25.37 (6.04) 30 25.43 (4.45) 0.6 % -0.06 [ -2.69, 2.57 ]


Lidder 2013b 27 25.12 (4.06) 31 24.29 (6.44) 0.5 % 0.83 [ -1.91, 3.57 ]


Ren 2015 60 23.32 (1.47) 60 22.65 (1.73) 11.8 % 0.67 [ 0.10, 1.24 ]


Vicic 2013 32 20.4 (3.3) 32 20 (3.3) 1.5 % 0.40 [ -1.22, 2.02 ]


Zhu 2002a 24 -1.77 (0.38) 18 -2.27 (0.38) 72.3 % 0.50 [ 0.27, 0.73 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Subtotal (95% CI) 195 186 88.8 % 0.52 [ 0.31, 0.73 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 0.56, df = 5 (P = 0.99); I2 =0.0%


Test for overall effect: Z = 4.88 (P < 0.00001)


Total (95% CI) 511 497 100.0 % 0.57 [ 0.38, 0.77 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 9.10, df = 13 (P = 0.77); I2 =0.0%


Test for overall effect: Z = 5.70 (P < 0.00001)


Test for subgroup differences: Chi2 = 2.42, df = 2 (P = 0.30), I2 =17%
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Analysis 31.6. Comparison 31 BMI - end of intervention, Outcome 6 BMI - different screening tools.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 31 BMI - end of intervention


Outcome: 6 BMI - different screening tools


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 NRS 2002


Starke 2011 66 24.6 (4.9) 66 23.6 (4.9) 1.4 % 1.00 [ -0.67, 2.67 ]


Wei 2013 42 19 (2.31) 37 17.88 (3.31) 2.4 % 1.12 [ -0.15, 2.39 ]


Subtotal (95% CI) 108 103 3.8 % 1.08 [ 0.06, 2.09 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 0.01, df = 1 (P = 0.91); I2 =0.0%


Test for overall effect: Z = 2.08 (P = 0.038)


2 MUST


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


3 MNA


De Sousa 2012 20 20.1 (2.7) 15 19.5 (1.4) 2.1 % 0.60 [ -0.78, 1.98 ]


Subtotal (95% CI) 20 15 2.1 % 0.60 [ -0.78, 1.98 ]


-100 -50 0 50 100


Favours control Favours nutrition support


(Continued . . . )


1269Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Heterogeneity: not applicable


Test for overall effect: Z = 0.85 (P = 0.39)


4 SGA


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Other means


Aquilani 2008 24 24.6 (2.9) 24 23.6 (4.4) 0.9 % 1.00 [ -1.11, 3.11 ]


Carver 1995 23 19.2 (0) 23 18.1 (0) Not estimable


F rli 2001 18 18.3 (1.7) 19 17 (2.2) 2.4 % 1.30 [ 0.04, 2.56 ]


Keele 1997 38 22.8 (3.8) 39 23.6 (4.5) 1.1 % -0.80 [ -2.66, 1.06 ]


Ledinghen 1997 12 27.6 (3.9) 10 24.3 (3.3) 0.4 % 3.30 [ 0.29, 6.31 ]


Lidder 2013a 32 25.37 (6.04) 30 25.43 (4.45) 0.6 % -0.06 [ -2.69, 2.57 ]


Lidder 2013b 27 25.12 (4.06) 31 24.29 (6.44) 0.5 % 0.83 [ -1.91, 3.57 ]


Neelemaat 2012 73 22.1 (4.5) 73 21 (3.7) 2.2 % 1.10 [ -0.24, 2.44 ]


Page 2002 20 23.9 (3.9) 20 23.8 (6.6) 0.3 % 0.10 [ -3.26, 3.46 ]


Ren 2015 60 23.32 (1.47) 60 22.65 (1.73) 11.8 % 0.67 [ 0.10, 1.24 ]


Vicic 2013 32 20.4 (3.3) 32 20 (3.3) 1.5 % 0.40 [ -1.22, 2.02 ]


Zhu 2002a 24 -1.77 (0.38) 18 -2.27 (0.38) 72.3 % 0.50 [ 0.27, 0.73 ]


Subtotal (95% CI) 383 379 94.2 % 0.55 [ 0.35, 0.76 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 8.11, df = 10 (P = 0.62); I2 =0.0%


Test for overall effect: Z = 5.33 (P < 0.00001)


Total (95% CI) 511 497 100.0 % 0.57 [ 0.38, 0.77 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 9.10, df = 13 (P = 0.77); I2 =0.0%


Test for overall effect: Z = 5.70 (P < 0.00001)


Test for subgroup differences: Chi2 = 0.98, df = 2 (P = 0.61), I2 =0.0%
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Analysis 31.7. Comparison 31 BMI - end of intervention, Outcome 7 BMI - participants characterised as ’at


nutritional risk’ due to one of the following conditions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 31 BMI - end of intervention


Outcome: 7 BMI - participants characterised as ’at nutritional risk’ due to one of the following conditions


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 Major surgery


F rli 2001 18 18.3 (1.7) 19 17 (2.2) 2.4 % 1.30 [ 0.04, 2.56 ]


Keele 1997 38 22.8 (3.8) 39 23.6 (4.5) 1.1 % -0.80 [ -2.66, 1.06 ]


Lidder 2013a 32 25.37 (6.04) 30 25.43 (4.45) 0.6 % -0.06 [ -2.69, 2.57 ]


Lidder 2013b 27 25.12 (4.06) 31 24.29 (6.44) 0.5 % 0.83 [ -1.91, 3.57 ]


Page 2002 20 23.9 (3.9) 20 23.8 (6.6) 0.3 % 0.10 [ -3.26, 3.46 ]


Zhu 2002a 24 -1.77 (0.38) 18 -2.27 (0.38) 72.3 % 0.50 [ 0.27, 0.73 ]


Subtotal (95% CI) 159 157 77.3 % 0.50 [ 0.28, 0.73 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 3.70, df = 5 (P = 0.59); I2 =0.0%


Test for overall effect: Z = 4.39 (P = 0.000012)


2 Stroke


Aquilani 2008 24 24.6 (2.9) 24 23.6 (4.4) 0.9 % 1.00 [ -1.11, 3.11 ]


Subtotal (95% CI) 24 24 0.9 % 1.00 [ -1.11, 3.11 ]


Heterogeneity: not applicable


Test for overall effect: Z = 0.93 (P = 0.35)


3 ICU participants including trauma


Vicic 2013 32 20.4 (3.3) 32 20 (3.3) 1.5 % 0.40 [ -1.22, 2.02 ]


Subtotal (95% CI) 32 32 1.5 % 0.40 [ -1.22, 2.02 ]


Heterogeneity: not applicable


Test for overall effect: Z = 0.48 (P = 0.63)


4 Frail elderly participants with less severe conditions known to increase protein requirements


Ren 2015 60 23.32 (1.47) 60 22.65 (1.73) 11.8 % 0.67 [ 0.10, 1.24 ]


Wei 2013 42 19 (2.31) 37 17.88 (3.31) 2.4 % 1.12 [ -0.15, 2.39 ]


Subtotal (95% CI) 102 97 14.2 % 0.75 [ 0.22, 1.27 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 0.40, df = 1 (P = 0.53); I2 =0.0%


Test for overall effect: Z = 2.79 (P = 0.0052)


5 Participants do not fall into one of the categories above


Carver 1995 23 19.2 (0) 23 18.1 (0) Not estimable


De Sousa 2012 20 20.1 (2.7) 15 19.5 (1.4) 2.1 % 0.60 [ -0.78, 1.98 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Ledinghen 1997 12 27.6 (3.9) 10 24.3 (3.3) 0.4 % 3.30 [ 0.29, 6.31 ]


Neelemaat 2012 73 22.1 (4.5) 73 21 (3.7) 2.2 % 1.10 [ -0.24, 2.44 ]


Starke 2011 66 24.6 (4.9) 66 23.6 (4.9) 1.4 % 1.00 [ -0.67, 2.67 ]


Subtotal (95% CI) 194 187 6.1 % 1.06 [ 0.26, 1.87 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 2.56, df = 3 (P = 0.46); I2 =0.0%


Test for overall effect: Z = 2.60 (P = 0.0093)


Total (95% CI) 511 497 100.0 % 0.57 [ 0.38, 0.77 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 9.10, df = 13 (P = 0.77); I2 =0.0%


Test for overall effect: Z = 5.70 (P < 0.00001)


Test for subgroup differences: Chi2 = 2.44, df = 4 (P = 0.66), I2 =0.0%
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Analysis 31.8. Comparison 31 BMI - end of intervention, Outcome 8 BMI - participants characterised as ’at


nutritional risk’ due to one of the following criteria.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 31 BMI - end of intervention


Outcome: 8 BMI - participants characterised as ’at nutritional risk’ due to one of the following criteria


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 BMI less than 20.5 kg/m2


Carver 1995 23 19.2 (0) 23 18.1 (0) Not estimable


F rli 2001 18 18.3 (1.7) 19 17 (2.2) 2.4 % 1.30 [ 0.04, 2.56 ]


Neelemaat 2012 73 22.1 (4.5) 73 21 (3.7) 2.2 % 1.10 [ -0.24, 2.44 ]


Subtotal (95% CI) 114 115 4.6 % 1.21 [ 0.29, 2.12 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 0.05, df = 1 (P = 0.83); I2 =0.0%


Test for overall effect: Z = 2.57 (P = 0.010)


2 Weight loss of at least 5% during the last three months


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


3 Weight loss of at least 10% during the last six months


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Insufficient food intake during the last week (50% of requirements or less)


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Participants characterised as ’at nutritional risk’ by other means


Aquilani 2008 24 24.6 (2.9) 24 23.6 (4.4) 0.9 % 1.00 [ -1.11, 3.11 ]


De Sousa 2012 20 20.1 (2.7) 15 19.5 (1.4) 2.1 % 0.60 [ -0.78, 1.98 ]


Keele 1997 38 22.8 (3.8) 39 23.6 (4.5) 1.1 % -0.80 [ -2.66, 1.06 ]


Ledinghen 1997 12 27.6 (3.9) 10 24.3 (3.3) 0.4 % 3.30 [ 0.29, 6.31 ]


Lidder 2013a 32 25.37 (6.04) 30 25.43 (4.45) 0.6 % -0.06 [ -2.69, 2.57 ]


Lidder 2013b 27 25.12 (4.06) 31 24.29 (6.44) 0.5 % 0.83 [ -1.91, 3.57 ]


Page 2002 20 23.9 (3.9) 20 23.8 (6.6) 0.3 % 0.10 [ -3.26, 3.46 ]


Ren 2015 60 23.32 (1.47) 60 22.65 (1.73) 11.8 % 0.67 [ 0.10, 1.24 ]


Starke 2011 66 24.6 (4.9) 66 23.6 (4.9) 1.4 % 1.00 [ -0.67, 2.67 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Vicic 2013 32 20.4 (3.3) 32 20 (3.3) 1.5 % 0.40 [ -1.22, 2.02 ]


Wei 2013 42 19 (2.31) 37 17.88 (3.31) 2.4 % 1.12 [ -0.15, 2.39 ]


Zhu 2002a 24 -1.77 (0.38) 18 -2.27 (0.38) 72.3 % 0.50 [ 0.27, 0.73 ]


Subtotal (95% CI) 397 382 95.4 % 0.54 [ 0.34, 0.75 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 7.15, df = 11 (P = 0.79); I2 =0.0%


Test for overall effect: Z = 5.27 (P < 0.00001)


Total (95% CI) 511 497 100.0 % 0.57 [ 0.38, 0.77 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 9.10, df = 13 (P = 0.77); I2 =0.0%


Test for overall effect: Z = 5.70 (P < 0.00001)


Test for subgroup differences: Chi2 = 1.91, df = 1 (P = 0.17), I2 =48%
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Analysis 31.9. Comparison 31 BMI - end of intervention, Outcome 9 BMI - participants characterised as ’at


nutritional risk’ due to biomarkers of anthropometrics.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 31 BMI - end of intervention


Outcome: 9 BMI - participants characterised as ’at nutritional risk’ due to biomarkers of anthropometrics


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 Biomarkers


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Anthropometric measures


Carver 1995 23 19.2 (0) 23 18.1 (0) Not estimable


F rli 2001 18 18.3 (1.7) 19 17 (2.2) 2.4 % 1.30 [ 0.04, 2.56 ]


Neelemaat 2012 73 22.1 (4.5) 73 21 (3.7) 2.2 % 1.10 [ -0.24, 2.44 ]


Subtotal (95% CI) 114 115 4.6 % 1.21 [ 0.29, 2.12 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 0.05, df = 1 (P = 0.83); I2 =0.0%


Test for overall effect: Z = 2.57 (P = 0.010)


3 Characterised by other means


Aquilani 2008 24 24.6 (2.9) 24 23.6 (4.4) 0.9 % 1.00 [ -1.11, 3.11 ]


De Sousa 2012 20 20.1 (2.7) 15 19.5 (1.4) 2.1 % 0.60 [ -0.78, 1.98 ]


Keele 1997 38 22.8 (3.8) 39 23.6 (4.5) 1.1 % -0.80 [ -2.66, 1.06 ]


Ledinghen 1997 12 27.6 (3.9) 10 24.3 (3.3) 0.4 % 3.30 [ 0.29, 6.31 ]


Lidder 2013a 32 25.37 (6.04) 30 25.43 (4.45) 0.6 % -0.06 [ -2.69, 2.57 ]


Lidder 2013b 27 25.12 (4.06) 31 24.29 (6.44) 0.5 % 0.83 [ -1.91, 3.57 ]


Page 2002 20 23.9 (3.9) 20 23.8 (6.6) 0.3 % 0.10 [ -3.26, 3.46 ]


Ren 2015 60 23.32 (1.47) 60 22.65 (1.73) 11.8 % 0.67 [ 0.10, 1.24 ]


Starke 2011 66 24.6 (4.9) 66 23.6 (4.9) 1.4 % 1.00 [ -0.67, 2.67 ]


Vicic 2013 32 20.4 (3.3) 32 20 (3.3) 1.5 % 0.40 [ -1.22, 2.02 ]


Wei 2013 42 19 (2.31) 37 17.88 (3.31) 2.4 % 1.12 [ -0.15, 2.39 ]


Zhu 2002a 24 -1.77 (0.38) 18 -2.27 (0.38) 72.3 % 0.50 [ 0.27, 0.73 ]


Subtotal (95% CI) 397 382 95.4 % 0.54 [ 0.34, 0.75 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 7.15, df = 11 (P = 0.79); I2 =0.0%


Test for overall effect: Z = 5.27 (P < 0.00001)


Total (95% CI) 511 497 100.0 % 0.57 [ 0.38, 0.77 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Heterogeneity: Tau2 = 0.0; Chi2 = 9.10, df = 13 (P = 0.77); I2 =0.0%


Test for overall effect: Z = 5.70 (P < 0.00001)


Test for subgroup differences: Chi2 = 1.91, df = 1 (P = 0.17), I2 =48%
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Analysis 31.10. Comparison 31 BMI - end of intervention, Outcome 10 BMI - randomisation year.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 31 BMI - end of intervention


Outcome: 10 BMI - randomisation year


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 Before 1960


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


2 1960 to 1979


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


3 1980 to 1999


Carver 1995 23 19.2 (0) 23 18.1 (0) Not estimable


F rli 2001 18 18.3 (1.7) 19 17 (2.2) 2.4 % 1.30 [ 0.04, 2.56 ]


Keele 1997 38 22.8 (3.8) 39 23.6 (4.5) 1.1 % -0.80 [ -2.66, 1.06 ]


Ledinghen 1997 12 27.6 (3.9) 10 24.3 (3.3) 0.4 % 3.30 [ 0.29, 6.31 ]


Subtotal (95% CI) 91 91 4.0 % 1.03 [ -0.91, 2.97 ]


Heterogeneity: Tau2 = 1.91; Chi2 = 6.04, df = 2 (P = 0.05); I2 =67%


Test for overall effect: Z = 1.04 (P = 0.30)
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


4 After 1999


Aquilani 2008 24 24.6 (2.9) 24 23.6 (4.4) 0.9 % 1.00 [ -1.11, 3.11 ]


De Sousa 2012 20 20.1 (2.7) 15 19.5 (1.4) 2.1 % 0.60 [ -0.78, 1.98 ]


Lidder 2013a 32 25.37 (6.04) 30 25.43 (4.45) 0.6 % -0.06 [ -2.69, 2.57 ]


Lidder 2013b 27 25.12 (4.06) 31 24.29 (6.44) 0.5 % 0.83 [ -1.91, 3.57 ]


Neelemaat 2012 73 22.1 (4.5) 73 21 (3.7) 2.2 % 1.10 [ -0.24, 2.44 ]


Page 2002 20 23.9 (3.9) 20 23.8 (6.6) 0.3 % 0.10 [ -3.26, 3.46 ]


Ren 2015 60 23.32 (1.47) 60 22.65 (1.73) 11.8 % 0.67 [ 0.10, 1.24 ]


Starke 2011 66 24.6 (4.9) 66 23.6 (4.9) 1.4 % 1.00 [ -0.67, 2.67 ]


Vicic 2013 32 20.4 (3.3) 32 20 (3.3) 1.5 % 0.40 [ -1.22, 2.02 ]


Wei 2013 42 19 (2.31) 37 17.88 (3.31) 2.4 % 1.12 [ -0.15, 2.39 ]


Zhu 2002a 24 -1.77 (0.38) 18 -2.27 (0.38) 72.3 % 0.50 [ 0.27, 0.73 ]


Subtotal (95% CI) 420 406 96.0 % 0.56 [ 0.36, 0.76 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 2.56, df = 10 (P = 0.99); I2 =0.0%


Test for overall effect: Z = 5.44 (P < 0.00001)


Total (95% CI) 511 497 100.0 % 0.57 [ 0.38, 0.77 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 9.10, df = 13 (P = 0.77); I2 =0.0%


Test for overall effect: Z = 5.70 (P < 0.00001)


Test for subgroup differences: Chi2 = 0.22, df = 1 (P = 0.64), I2 =0.0%
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Analysis 31.11. Comparison 31 BMI - end of intervention, Outcome 11 BMI - trials where the intervention


lasts fewer than three days compared with trials where the intervention lasts three days or more.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 31 BMI - end of intervention


Outcome: 11 BMI - trials where the intervention lasts fewer than three days compared with trials where the intervention lasts three days or more


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 Three days or more


Aquilani 2008 24 24.6 (2.9) 24 23.6 (4.4) 0.9 % 1.00 [ -1.11, 3.11 ]


Carver 1995 23 19.2 (0) 23 18.1 (0) Not estimable


De Sousa 2012 20 20.1 (2.7) 15 19.5 (1.4) 2.1 % 0.60 [ -0.78, 1.98 ]


F rli 2001 18 18.3 (1.7) 19 17 (2.2) 2.4 % 1.30 [ 0.04, 2.56 ]


Keele 1997 38 22.8 (3.8) 39 23.6 (4.5) 1.1 % -0.80 [ -2.66, 1.06 ]


Ledinghen 1997 12 27.6 (3.9) 10 24.3 (3.3) 0.4 % 3.30 [ 0.29, 6.31 ]


Lidder 2013a 32 25.37 (6.04) 30 25.43 (4.45) 0.6 % -0.06 [ -2.69, 2.57 ]


Lidder 2013b 27 25.12 (4.06) 31 24.29 (6.44) 0.5 % 0.83 [ -1.91, 3.57 ]


Neelemaat 2012 73 22.1 (4.5) 73 21 (3.7) 2.2 % 1.10 [ -0.24, 2.44 ]


Page 2002 20 23.9 (3.9) 20 23.8 (6.6) 0.3 % 0.10 [ -3.26, 3.46 ]


Ren 2015 60 23.32 (1.47) 60 22.65 (1.73) 11.8 % 0.67 [ 0.10, 1.24 ]


Starke 2011 66 24.6 (4.9) 66 23.6 (4.9) 1.4 % 1.00 [ -0.67, 2.67 ]


Vicic 2013 32 20.4 (3.3) 32 20 (3.3) 1.5 % 0.40 [ -1.22, 2.02 ]


Wei 2013 42 19 (2.31) 37 17.88 (3.31) 2.4 % 1.12 [ -0.15, 2.39 ]


Zhu 2002a 24 -1.77 (0.38) 18 -2.27 (0.38) 72.3 % 0.50 [ 0.27, 0.73 ]


Subtotal (95% CI) 511 497 100.0 % 0.57 [ 0.38, 0.77 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 9.10, df = 13 (P = 0.77); I2 =0.0%


Test for overall effect: Z = 5.70 (P < 0.00001)


2 Less than three days


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 511 497 100.0 % 0.57 [ 0.38, 0.77 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 9.10, df = 13 (P = 0.77); I2 =0.0%


Test for overall effect: Z = 5.70 (P < 0.00001)


Test for subgroup differences: Not applicable
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Analysis 32.1. Comparison 32 BMI - maximum follow-up, Outcome 1 BMI - overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 32 BMI - maximum follow-up


Outcome: 1 BMI - overall


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Aquilani 2008 24 24.6 (2.9) 24 23.6 (4.4) 3.1 % 1.00 [ -1.11, 3.11 ]


Carver 1995 23 19.2 (0) 23 18.1 (0) Not estimable


De Sousa 2012 20 20.2 (3.3) 15 19 (1.4) 4.5 % 1.20 [ -0.41, 2.81 ]


F rli 2001 18 18.3 (1.7) 19 17 (2.2) 5.9 % 1.30 [ 0.04, 2.56 ]


Gariballa 2006 119 26 (4) 106 26 (4) 7.1 % 0.0 [ -1.05, 1.05 ]


Ha 2010 33 -0.3 (1.1) 31 -1.2 (1.7) 9.3 % 0.90 [ 0.19, 1.61 ]


Keele 1997 38 22.8 (3.8) 39 23.6 (4.5) 3.7 % -0.80 [ -2.66, 1.06 ]


Ledinghen 1997 12 24.4 (4) 10 23.1 (2.8) 1.9 % 1.30 [ -1.55, 4.15 ]


Lidder 2013a 32 25.38 (6.12) 30 25.34 (4.48) 2.1 % 0.04 [ -2.62, 2.70 ]


Lidder 2013b 27 25.33 (4.27) 31 24.93 (4.3) 2.8 % 0.40 [ -1.81, 2.61 ]


Neelemaat 2012 73 22.1 (4.5) 73 21 (3.7) 5.6 % 1.10 [ -0.24, 2.44 ]


Page 2002 20 23.9 (3.9) 20 23.8 (6.6) 1.4 % 0.10 [ -3.26, 3.46 ]


Ren 2015 60 23.32 (1.47) 60 22.65 (1.73) 10.2 % 0.67 [ 0.10, 1.24 ]


Starke 2011 66 24.6 (4.9) 66 23.6 (4.9) 4.2 % 1.00 [ -0.67, 2.67 ]


Vicic 2013 32 20.4 (3.3) 32 20 (4) 3.9 % 0.40 [ -1.40, 2.20 ]


Wei 2013 42 19 (3.31) 37 17.88 (8.8) 1.7 % 1.12 [ -1.89, 4.13 ]


Yie 1996 30 2.5 (2.5) 37 5.5 (2.1) 6.7 % -3.00 [ -4.12, -1.88 ]


Zhang 2013 50 23.32 (1.47) 50 22.65 (1.73) 9.9 % 0.67 [ 0.04, 1.30 ]


Zhao 2014 32 20.4 (3.3) 32 20 (4) 3.9 % 0.40 [ -1.40, 2.20 ]


Zhu 2002a 24 -1.77 (0.38) 18 -2.27 (0.38) 12.2 % 0.50 [ 0.27, 0.73 ]


Total (95% CI) 775 753 100.0 % 0.40 [ -0.02, 0.83 ]


Heterogeneity: Tau2 = 0.37; Chi2 = 46.24, df = 18 (P = 0.00027); I2 =61%


Test for overall effect: Z = 1.87 (P = 0.062)


Test for subgroup differences: Not applicable
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Analysis 32.2. Comparison 32 BMI - maximum follow-up, Outcome 2 BMI - bias.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 32 BMI - maximum follow-up


Outcome: 2 BMI - bias


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 High risk of bias


Aquilani 2008 24 24.6 (2.9) 24 23.6 (4.4) 3.0 % 1.00 [ -1.11, 3.11 ]


Carver 1995 23 19.2 (0) 23 18.1 (0) Not estimable


De Sousa 2012 20 20.1 (2.7) 15 19.5 (1.4) 5.2 % 0.60 [ -0.78, 1.98 ]


F rli 2001 18 18.3 (1.7) 19 17 (2.2) 5.7 % 1.30 [ 0.04, 2.56 ]


Gariballa 2006 119 26 (4) 106 26 (4) 6.8 % 0.0 [ -1.05, 1.05 ]


Ha 2010 33 -0.3 (1.1) 31 -1.2 (1.7) 8.8 % 0.90 [ 0.19, 1.61 ]


Keele 1997 38 22.8 (3.8) 39 23.6 (4.5) 3.6 % -0.80 [ -2.66, 1.06 ]


Ledinghen 1997 12 27.6 (3.9) 10 24.3 (3.3) 1.7 % 3.30 [ 0.29, 6.31 ]


Lidder 2013a 32 25.37 (6.04) 30 25.43 (4.45) 2.1 % -0.06 [ -2.69, 2.57 ]


Lidder 2013b 27 25.12 (4.06) 31 24.29 (6.44) 2.0 % 0.83 [ -1.91, 3.57 ]


Neelemaat 2012 73 22.1 (4.5) 73 21 (3.7) 5.4 % 1.10 [ -0.24, 2.44 ]


Page 2002 20 23.9 (3.9) 20 23.8 (6.6) 1.4 % 0.10 [ -3.26, 3.46 ]


Ren 2015 60 23.32 (1.47) 60 22.65 (1.73) 9.6 % 0.67 [ 0.10, 1.24 ]


Starke 2011 66 24.6 (4.9) 66 23.6 (4.9) 4.1 % 1.00 [ -0.67, 2.67 ]


Vicic 2013 32 20.4 (3.3) 32 20 (3.3) 4.3 % 0.40 [ -1.22, 2.02 ]


Wei 2013 42 19 (2.31) 37 17.88 (3.31) 5.7 % 1.12 [ -0.15, 2.39 ]


Yie 1996 30 2.5 (2.5) 37 5.5 (2.1) 6.4 % -3.00 [ -4.12, -1.88 ]


Zhang 2013 50 23.32 (1.47) 50 22.65 (1.73) 9.3 % 0.67 [ 0.04, 1.30 ]


Zhao 2014 32 20.4 (3.3) 32 20 (4) 3.7 % 0.40 [ -1.40, 2.20 ]


Zhu 2002a 24 -1.77 (0.38) 18 -2.27 (0.38) 11.3 % 0.50 [ 0.27, 0.73 ]


Subtotal (95% CI) 775 753 100.0 % 0.44 [ 0.02, 0.87 ]


Heterogeneity: Tau2 = 0.39; Chi2 = 49.45, df = 18 (P = 0.00009); I2 =64%


Test for overall effect: Z = 2.07 (P = 0.038)


2 Low risk of bias


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Test for overall effect: not applicable


Total (95% CI) 775 753 100.0 % 0.44 [ 0.02, 0.87 ]


Heterogeneity: Tau2 = 0.39; Chi2 = 49.45, df = 18 (P = 0.00009); I2 =64%


Test for overall effect: Z = 2.07 (P = 0.038)


Test for subgroup differences: Not applicable
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Analysis 32.3. Comparison 32 BMI - maximum follow-up, Outcome 3 BMI - mode of delivery.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 32 BMI - maximum follow-up


Outcome: 3 BMI - mode of delivery


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 General nutrition support


Ha 2010 33 -0.3 (1.1) 31 -1.2 (1.7) 8.8 % 0.90 [ 0.19, 1.61 ]


Starke 2011 66 24.6 (4.9) 66 23.6 (4.9) 4.1 % 1.00 [ -0.67, 2.67 ]


Subtotal (95% CI) 99 97 12.9 % 0.92 [ 0.26, 1.57 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 0.01, df = 1 (P = 0.91); I2 =0.0%


Test for overall effect: Z = 2.76 (P = 0.0058)


2 Fortified nutrition


Neelemaat 2012 73 22.1 (4.5) 73 21 (3.7) 5.4 % 1.10 [ -0.24, 2.44 ]


Subtotal (95% CI) 73 73 5.4 % 1.10 [ -0.24, 2.44 ]


Heterogeneity: not applicable


Test for overall effect: Z = 1.61 (P = 0.11)


3 Oral nutrition support


Aquilani 2008 24 24.6 (2.9) 24 23.6 (4.4) 3.0 % 1.00 [ -1.11, 3.11 ]


Carver 1995 23 19.2 (0) 23 18.1 (0) Not estimable
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


De Sousa 2012 20 20.1 (2.7) 15 19.5 (1.4) 5.2 % 0.60 [ -0.78, 1.98 ]


F rli 2001 18 18.3 (1.7) 19 17 (2.2) 5.7 % 1.30 [ 0.04, 2.56 ]


Gariballa 2006 119 26 (4) 106 26 (4) 6.8 % 0.0 [ -1.05, 1.05 ]


Keele 1997 38 22.8 (3.8) 39 23.6 (4.5) 3.6 % -0.80 [ -2.66, 1.06 ]


Lidder 2013a 32 25.37 (6.04) 30 25.43 (4.45) 2.1 % -0.06 [ -2.69, 2.57 ]


Lidder 2013b 27 25.12 (4.06) 31 24.29 (6.44) 2.0 % 0.83 [ -1.91, 3.57 ]


Subtotal (95% CI) 301 287 28.3 % 0.43 [ -0.16, 1.02 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 4.71, df = 6 (P = 0.58); I2 =0.0%


Test for overall effect: Z = 1.42 (P = 0.16)


4 Enteral nutrition


Ledinghen 1997 12 27.6 (3.9) 10 24.3 (3.3) 1.7 % 3.30 [ 0.29, 6.31 ]


Page 2002 20 23.9 (3.9) 20 23.8 (6.6) 1.4 % 0.10 [ -3.26, 3.46 ]


Ren 2015 60 23.32 (1.47) 60 22.65 (1.73) 9.6 % 0.67 [ 0.10, 1.24 ]


Vicic 2013 32 20.4 (3.3) 32 20 (3.3) 4.3 % 0.40 [ -1.22, 2.02 ]


Yie 1996 30 2.5 (2.5) 37 5.5 (2.1) 6.4 % -3.00 [ -4.12, -1.88 ]


Zhang 2013 50 23.32 (1.47) 50 22.65 (1.73) 9.3 % 0.67 [ 0.04, 1.30 ]


Zhao 2014 32 20.4 (3.3) 32 20 (4) 3.7 % 0.40 [ -1.40, 2.20 ]


Zhu 2002a 24 -1.77 (0.38) 18 -2.27 (0.38) 11.3 % 0.50 [ 0.27, 0.73 ]


Subtotal (95% CI) 260 259 47.7 % 0.17 [ -0.60, 0.93 ]


Heterogeneity: Tau2 = 0.75; Chi2 = 41.03, df = 7 (P<0.00001); I2 =83%


Test for overall effect: Z = 0.42 (P = 0.67)


5 Parenteral nutrition


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


6 Mixed nutrition support


Wei 2013 42 19 (2.31) 37 17.88 (3.31) 5.7 % 1.12 [ -0.15, 2.39 ]


Subtotal (95% CI) 42 37 5.7 % 1.12 [ -0.15, 2.39 ]


Heterogeneity: not applicable


Test for overall effect: Z = 1.72 (P = 0.085)


Total (95% CI) 775 753 100.0 % 0.44 [ 0.02, 0.87 ]


Heterogeneity: Tau2 = 0.39; Chi2 = 49.45, df = 18 (P = 0.00009); I2 =64%


Test for overall effect: Z = 2.07 (P = 0.038)


Test for subgroup differences: Chi2 = 3.63, df = 4 (P = 0.46), I2 =0.0%
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Analysis 32.4. Comparison 32 BMI - maximum follow-up, Outcome 4 BMI - by medical speciality.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 32 BMI - maximum follow-up


Outcome: 4 BMI - by medical speciality


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 Cardiology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Medical gastroenterology and hepatology


Ledinghen 1997 12 27.6 (3.9) 10 24.3 (3.3) 1.7 % 3.30 [ 0.29, 6.31 ]


Wei 2013 42 19 (2.31) 37 17.88 (3.31) 5.7 % 1.12 [ -0.15, 2.39 ]


Zhang 2013 50 23.32 (1.47) 50 22.65 (1.73) 9.3 % 0.67 [ 0.04, 1.30 ]


Subtotal (95% CI) 104 97 16.6 % 1.02 [ 0.13, 1.90 ]


Heterogeneity: Tau2 = 0.23; Chi2 = 3.03, df = 2 (P = 0.22); I2 =34%


Test for overall effect: Z = 2.26 (P = 0.024)


3 Geriatrics


Carver 1995 23 19.2 (0) 23 18.1 (0) Not estimable


De Sousa 2012 20 20.1 (2.7) 15 19.5 (1.4) 5.2 % 0.60 [ -0.78, 1.98 ]


Gariballa 2006 119 26 (4) 106 26 (4) 6.8 % 0.0 [ -1.05, 1.05 ]


Neelemaat 2012 73 22.1 (4.5) 73 21 (3.7) 5.4 % 1.10 [ -0.24, 2.44 ]


Subtotal (95% CI) 235 217 17.4 % 0.47 [ -0.24, 1.17 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 1.66, df = 2 (P = 0.44); I2 =0.0%


Test for overall effect: Z = 1.29 (P = 0.20)


4 Pulmonary disease


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Endocrinology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


6 Infectious diseases


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


7 Rheumatology
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


8 Haematology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


9 Nephrology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


10 Gastroenterologic surgery


Keele 1997 38 22.8 (3.8) 39 23.6 (4.5) 3.6 % -0.80 [ -2.66, 1.06 ]


Lidder 2013a 32 25.37 (6.04) 30 25.43 (4.45) 2.1 % -0.06 [ -2.69, 2.57 ]


Lidder 2013b 27 25.12 (4.06) 31 24.29 (6.44) 2.0 % 0.83 [ -1.91, 3.57 ]


Page 2002 20 23.9 (3.9) 20 23.8 (6.6) 1.4 % 0.10 [ -3.26, 3.46 ]


Yie 1996 30 2.5 (2.5) 37 5.5 (2.1) 6.4 % -3.00 [ -4.12, -1.88 ]


Zhu 2002a 24 -1.77 (0.38) 18 -2.27 (0.38) 11.3 % 0.50 [ 0.27, 0.73 ]


Subtotal (95% CI) 171 175 26.7 % -0.52 [ -2.16, 1.11 ]


Heterogeneity: Tau2 = 3.07; Chi2 = 37.56, df = 5 (P<0.00001); I2 =87%


Test for overall effect: Z = 0.63 (P = 0.53)


11 Trauma surgery


Ren 2015 60 23.32 (1.47) 60 22.65 (1.73) 9.6 % 0.67 [ 0.10, 1.24 ]


Vicic 2013 32 20.4 (3.3) 32 20 (3.3) 4.3 % 0.40 [ -1.22, 2.02 ]


Subtotal (95% CI) 92 92 13.9 % 0.64 [ 0.10, 1.18 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 0.10, df = 1 (P = 0.76); I2 =0.0%


Test for overall effect: Z = 2.32 (P = 0.021)


12 Ortopaedics


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


13 Plastic, reconstructive, and aesthetic surgery


F rli 2001 18 18.3 (1.7) 19 17 (2.2) 5.7 % 1.30 [ 0.04, 2.56 ]


Subtotal (95% CI) 18 19 5.7 % 1.30 [ 0.04, 2.56 ]


Heterogeneity: not applicable


Test for overall effect: Z = 2.02 (P = 0.044)


14 Vascular surgery


Subtotal (95% CI) 0 0 Not estimable
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Heterogeneity: not applicable


Test for overall effect: not applicable


15 Transplant surgery


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


16 Urology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


17 Thoracic surgery


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


18 Neurological surgery


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


19 Oro-maxillo-facial surgery


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


20 Anaesthesiology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


21 Emergency medicine


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


22 Psychiatry


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


23 Neurology


Aquilani 2008 24 24.6 (2.9) 24 23.6 (4.4) 3.0 % 1.00 [ -1.11, 3.11 ]


Ha 2010 33 -0.3 (1.1) 31 -1.2 (1.7) 8.8 % 0.90 [ 0.19, 1.61 ]


Subtotal (95% CI) 57 55 11.8 % 0.91 [ 0.24, 1.58 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 0.01, df = 1 (P = 0.93); I2 =0.0%
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Test for overall effect: Z = 2.66 (P = 0.0077)


24 Oncology


Zhao 2014 32 20.4 (3.3) 32 20 (4) 3.7 % 0.40 [ -1.40, 2.20 ]


Subtotal (95% CI) 32 32 3.7 % 0.40 [ -1.40, 2.20 ]


Heterogeneity: not applicable


Test for overall effect: Z = 0.44 (P = 0.66)


25 Dermatology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


26 Gynaecology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


27 Mixed


Starke 2011 66 24.6 (4.9) 66 23.6 (4.9) 4.1 % 1.00 [ -0.67, 2.67 ]


Subtotal (95% CI) 66 66 4.1 % 1.00 [ -0.67, 2.67 ]


Heterogeneity: not applicable


Test for overall effect: Z = 1.17 (P = 0.24)


Total (95% CI) 775 753 100.0 % 0.44 [ 0.02, 0.87 ]


Heterogeneity: Tau2 = 0.39; Chi2 = 49.45, df = 18 (P = 0.00009); I2 =64%


Test for overall effect: Z = 2.07 (P = 0.038)


Test for subgroup differences: Chi2 = 4.58, df = 7 (P = 0.71), I2 =0.0%
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Analysis 32.5. Comparison 32 BMI - maximum follow-up, Outcome 5 BMI - based on adequacy of the


amount of calories.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 32 BMI - maximum follow-up


Outcome: 5 BMI - based on adequacy of the amount of calories


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 Clearly adequate in intervention and clearly inadequate in control


Aquilani 2008 24 24.6 (2.9) 24 23.6 (4.4) 3.1 % 1.00 [ -1.11, 3.11 ]


Keele 1997 38 22.8 (3.8) 39 23.6 (4.5) 3.7 % -0.80 [ -2.66, 1.06 ]


Ledinghen 1997 12 24.4 (4) 10 23.1 (2.8) 1.9 % 1.30 [ -1.55, 4.15 ]


Neelemaat 2012 73 22.1 (4.5) 73 21 (3.7) 5.6 % 1.10 [ -0.24, 2.44 ]


Page 2002 20 23.9 (3.9) 20 23.8 (6.6) 1.4 % 0.10 [ -3.26, 3.46 ]


Starke 2011 66 24.6 (4.9) 66 23.6 (4.9) 4.2 % 1.00 [ -0.67, 2.67 ]


Wei 2013 42 19 (3.31) 37 17.88 (8.8) 1.7 % 1.12 [ -1.89, 4.13 ]


Zhang 2013 50 23.32 (1.47) 50 22.65 (1.73) 9.9 % 0.67 [ 0.04, 1.30 ]


Zhu 2002a 24 -1.77 (0.38) 18 -2.27 (0.38) 12.2 % 0.50 [ 0.27, 0.73 ]


Subtotal (95% CI) 349 337 43.6 % 0.54 [ 0.33, 0.74 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 3.90, df = 8 (P = 0.87); I2 =0.0%


Test for overall effect: Z = 5.01 (P < 0.00001)


2 Inadequate in the experimental or adequate in the control


F rli 2001 18 18.3 (1.7) 19 17 (2.2) 5.9 % 1.30 [ 0.04, 2.56 ]


Ha 2010 33 -0.3 (1.1) 31 -1.2 (1.7) 9.3 % 0.90 [ 0.19, 1.61 ]


Subtotal (95% CI) 51 50 15.3 % 1.00 [ 0.38, 1.61 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 0.29, df = 1 (P = 0.59); I2 =0.0%


Test for overall effect: Z = 3.16 (P = 0.0016)


3 Experimental group is overfed


Carver 1995 23 19.2 (0) 23 18.1 (0) Not estimable


Subtotal (95% CI) 23 23 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Unclear intake in control or experimental


De Sousa 2012 20 20.2 (3.3) 15 19 (1.4) 4.5 % 1.20 [ -0.41, 2.81 ]


Gariballa 2006 119 26 (4) 106 26 (4) 7.1 % 0.0 [ -1.05, 1.05 ]


Lidder 2013a 32 25.38 (6.12) 30 25.34 (4.48) 2.1 % 0.04 [ -2.62, 2.70 ]


-100 -50 0 50 100


favours control Favours nutrition support


(Continued . . . )


1287Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Lidder 2013b 27 25.33 (4.27) 31 24.93 (4.3) 2.8 % 0.40 [ -1.81, 2.61 ]


Ren 2015 60 23.32 (1.47) 60 22.65 (1.73) 10.2 % 0.67 [ 0.10, 1.24 ]


Vicic 2013 32 20.4 (3.3) 32 20 (4) 3.9 % 0.40 [ -1.40, 2.20 ]


Yie 1996 30 2.5 (2.5) 37 5.5 (2.1) 6.7 % -3.00 [ -4.12, -1.88 ]


Zhao 2014 32 20.4 (3.3) 32 20 (4) 3.9 % 0.40 [ -1.40, 2.20 ]


Subtotal (95% CI) 352 343 41.2 % -0.04 [ -1.11, 1.03 ]


Heterogeneity: Tau2 = 1.72; Chi2 = 35.22, df = 7 (P = 0.00001); I2 =80%


Test for overall effect: Z = 0.07 (P = 0.94)


Total (95% CI) 775 753 100.0 % 0.40 [ -0.02, 0.83 ]


Heterogeneity: Tau2 = 0.37; Chi2 = 46.24, df = 18 (P = 0.00027); I2 =61%


Test for overall effect: Z = 1.87 (P = 0.062)


Test for subgroup differences: Chi2 = 3.18, df = 2 (P = 0.20), I2 =37%
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Analysis 32.6. Comparison 32 BMI - maximum follow-up, Outcome 6 BMI - different screening tools.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 32 BMI - maximum follow-up


Outcome: 6 BMI - different screening tools


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 NRS 2002


Starke 2011 66 24.6 (4.9) 66 23.6 (4.9) 4.1 % 1.00 [ -0.67, 2.67 ]


Wei 2013 42 19 (2.31) 37 17.88 (3.31) 5.7 % 1.12 [ -0.15, 2.39 ]


Subtotal (95% CI) 108 103 9.8 % 1.08 [ 0.06, 2.09 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 0.01, df = 1 (P = 0.91); I2 =0.0%


Test for overall effect: Z = 2.08 (P = 0.038)


2 MUST


Ha 2010 33 -0.3 (1.1) 31 -1.2 (1.7) 8.8 % 0.90 [ 0.19, 1.61 ]


Subtotal (95% CI) 33 31 8.8 % 0.90 [ 0.19, 1.61 ]


Heterogeneity: not applicable


Test for overall effect: Z = 2.50 (P = 0.013)


3 MNA


De Sousa 2012 20 20.1 (2.7) 15 19.5 (1.4) 5.2 % 0.60 [ -0.78, 1.98 ]


Subtotal (95% CI) 20 15 5.2 % 0.60 [ -0.78, 1.98 ]


Heterogeneity: not applicable


Test for overall effect: Z = 0.85 (P = 0.39)


4 SGA


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Other means


Aquilani 2008 24 24.6 (2.9) 24 23.6 (4.4) 3.0 % 1.00 [ -1.11, 3.11 ]


Carver 1995 23 19.2 (0) 23 18.1 (0) Not estimable


F rli 2001 18 18.3 (1.7) 19 17 (2.2) 5.7 % 1.30 [ 0.04, 2.56 ]


Gariballa 2006 119 26 (4) 106 26 (4) 6.8 % 0.0 [ -1.05, 1.05 ]


Keele 1997 38 22.8 (3.8) 39 23.6 (4.5) 3.6 % -0.80 [ -2.66, 1.06 ]


Ledinghen 1997 12 27.6 (3.9) 10 24.3 (3.3) 1.7 % 3.30 [ 0.29, 6.31 ]


Lidder 2013a 32 25.37 (6.04) 30 25.43 (4.45) 2.1 % -0.06 [ -2.69, 2.57 ]


Lidder 2013b 27 25.12 (4.06) 31 24.29 (6.44) 2.0 % 0.83 [ -1.91, 3.57 ]


Neelemaat 2012 73 22.1 (4.5) 73 21 (3.7) 5.4 % 1.10 [ -0.24, 2.44 ]


-100 -50 0 50 100


favours control Favours nutrition support


(Continued . . . )


1289Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Page 2002 20 23.9 (3.9) 20 23.8 (6.6) 1.4 % 0.10 [ -3.26, 3.46 ]


Ren 2015 60 23.32 (1.47) 60 22.65 (1.73) 9.6 % 0.67 [ 0.10, 1.24 ]


Vicic 2013 32 20.4 (3.3) 32 20 (3.3) 4.3 % 0.40 [ -1.22, 2.02 ]


Yie 1996 30 2.5 (2.5) 37 5.5 (2.1) 6.4 % -3.00 [ -4.12, -1.88 ]


Zhang 2013 50 23.32 (1.47) 50 22.65 (1.73) 9.3 % 0.67 [ 0.04, 1.30 ]


Zhao 2014 32 20.4 (3.3) 32 20 (4) 3.7 % 0.40 [ -1.40, 2.20 ]


Zhu 2002a 24 -1.77 (0.38) 18 -2.27 (0.38) 11.3 % 0.50 [ 0.27, 0.73 ]


Subtotal (95% CI) 614 604 76.2 % 0.30 [ -0.22, 0.83 ]


Heterogeneity: Tau2 = 0.53; Chi2 = 46.62, df = 14 (P = 0.00002); I2 =70%


Test for overall effect: Z = 1.13 (P = 0.26)


Total (95% CI) 775 753 100.0 % 0.44 [ 0.02, 0.87 ]


Heterogeneity: Tau2 = 0.39; Chi2 = 49.45, df = 18 (P = 0.00009); I2 =64%


Test for overall effect: Z = 2.07 (P = 0.038)


Test for subgroup differences: Chi2 = 2.76, df = 3 (P = 0.43), I2 =0.0%
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Analysis 32.7. Comparison 32 BMI - maximum follow-up, Outcome 7 BMI - participants characterised as ’at


nutritional risk’ due to one of the following conditions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 32 BMI - maximum follow-up


Outcome: 7 BMI - participants characterised as ’at nutritional risk’ due to one of the following conditions


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 Major surgery


F rli 2001 18 18.3 (1.7) 19 17 (2.2) 5.7 % 1.30 [ 0.04, 2.56 ]


Keele 1997 38 22.8 (3.8) 39 23.6 (4.5) 3.6 % -0.80 [ -2.66, 1.06 ]


Lidder 2013a 32 25.37 (6.04) 30 25.43 (4.45) 2.1 % -0.06 [ -2.69, 2.57 ]


Lidder 2013b 27 25.12 (4.06) 31 24.29 (6.44) 2.0 % 0.83 [ -1.91, 3.57 ]


Page 2002 20 23.9 (3.9) 20 23.8 (6.6) 1.4 % 0.10 [ -3.26, 3.46 ]


Yie 1996 30 2.5 (2.5) 37 5.5 (2.1) 6.4 % -3.00 [ -4.12, -1.88 ]


Zhu 2002a 24 -1.77 (0.38) 18 -2.27 (0.38) 11.3 % 0.50 [ 0.27, 0.73 ]


Subtotal (95% CI) 189 194 32.5 % -0.23 [ -1.55, 1.09 ]


Heterogeneity: Tau2 = 2.26; Chi2 = 39.72, df = 6 (P<0.00001); I2 =85%


Test for overall effect: Z = 0.34 (P = 0.73)


2 Stroke


Aquilani 2008 24 24.6 (2.9) 24 23.6 (4.4) 3.0 % 1.00 [ -1.11, 3.11 ]


Ha 2010 33 -0.3 (1.1) 31 -1.2 (1.7) 8.8 % 0.90 [ 0.19, 1.61 ]


Subtotal (95% CI) 57 55 11.8 % 0.91 [ 0.24, 1.58 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 0.01, df = 1 (P = 0.93); I2 =0.0%


Test for overall effect: Z = 2.66 (P = 0.0077)


3 ICU participants including trauma


Vicic 2013 32 20.4 (3.3) 32 20 (3.3) 4.3 % 0.40 [ -1.22, 2.02 ]


Subtotal (95% CI) 32 32 4.3 % 0.40 [ -1.22, 2.02 ]


Heterogeneity: not applicable


Test for overall effect: Z = 0.48 (P = 0.63)


4 Frail elderly participants with less severe conditions known to increase protein requirements


Ren 2015 60 23.32 (1.47) 60 22.65 (1.73) 9.6 % 0.67 [ 0.10, 1.24 ]


Wei 2013 42 19 (2.31) 37 17.88 (3.31) 5.7 % 1.12 [ -0.15, 2.39 ]


Subtotal (95% CI) 102 97 15.3 % 0.75 [ 0.22, 1.27 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 0.40, df = 1 (P = 0.53); I2 =0.0%


Test for overall effect: Z = 2.79 (P = 0.0052)


5 Participants do not fall into one of the categories above
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Carver 1995 23 19.2 (0) 23 18.1 (0) Not estimable


De Sousa 2012 20 20.1 (2.7) 15 19.5 (1.4) 5.2 % 0.60 [ -0.78, 1.98 ]


Gariballa 2006 119 26 (4) 106 26 (4) 6.8 % 0.0 [ -1.05, 1.05 ]


Ledinghen 1997 12 27.6 (3.9) 10 24.3 (3.3) 1.7 % 3.30 [ 0.29, 6.31 ]


Neelemaat 2012 73 22.1 (4.5) 73 21 (3.7) 5.4 % 1.10 [ -0.24, 2.44 ]


Starke 2011 66 24.6 (4.9) 66 23.6 (4.9) 4.1 % 1.00 [ -0.67, 2.67 ]


Zhang 2013 50 23.32 (1.47) 50 22.65 (1.73) 9.3 % 0.67 [ 0.04, 1.30 ]


Zhao 2014 32 20.4 (3.3) 32 20 (4) 3.7 % 0.40 [ -1.40, 2.20 ]


Subtotal (95% CI) 395 375 36.2 % 0.65 [ 0.22, 1.09 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 5.15, df = 6 (P = 0.53); I2 =0.0%


Test for overall effect: Z = 2.95 (P = 0.0031)


Total (95% CI) 775 753 100.0 % 0.44 [ 0.02, 0.87 ]


Heterogeneity: Tau2 = 0.39; Chi2 = 49.45, df = 18 (P = 0.00009); I2 =64%


Test for overall effect: Z = 2.07 (P = 0.038)


Test for subgroup differences: Chi2 = 2.46, df = 4 (P = 0.65), I2 =0.0%
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Analysis 32.8. Comparison 32 BMI - maximum follow-up, Outcome 8 BMI - participants characterised as ’at


nutritional risk’ due to one of the following criteria.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 32 BMI - maximum follow-up


Outcome: 8 BMI - participants characterised as ’at nutritional risk’ due to one of the following criteria


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 BMI less than 20.5 kg/m2


Carver 1995 23 19.2 (0) 23 18.1 (0) Not estimable


F rli 2001 18 18.3 (1.7) 19 17 (2.2) 5.7 % 1.30 [ 0.04, 2.56 ]


Neelemaat 2012 73 22.1 (4.5) 73 21 (3.7) 5.4 % 1.10 [ -0.24, 2.44 ]


Subtotal (95% CI) 114 115 11.1 % 1.21 [ 0.29, 2.12 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 0.05, df = 1 (P = 0.83); I2 =0.0%


Test for overall effect: Z = 2.57 (P = 0.010)


2 Weight loss of at least 5% during the last three months


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


3 Weight loss of at least 10% during the last six months


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Insufficient food intake during the last week (50% of requirements or less)


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Participants characterised as ’at nutritional risk’ by other means


Aquilani 2008 24 24.6 (2.9) 24 23.6 (4.4) 3.0 % 1.00 [ -1.11, 3.11 ]


De Sousa 2012 20 20.1 (2.7) 15 19.5 (1.4) 5.2 % 0.60 [ -0.78, 1.98 ]


Gariballa 2006 119 26 (4) 106 26 (4) 6.8 % 0.0 [ -1.05, 1.05 ]


Ha 2010 33 -0.3 (1.1) 31 -1.2 (1.7) 8.8 % 0.90 [ 0.19, 1.61 ]


Keele 1997 38 22.8 (3.8) 39 23.6 (4.5) 3.6 % -0.80 [ -2.66, 1.06 ]


Ledinghen 1997 12 27.6 (3.9) 10 24.3 (3.3) 1.7 % 3.30 [ 0.29, 6.31 ]


Lidder 2013a 32 25.37 (6.04) 30 25.43 (4.45) 2.1 % -0.06 [ -2.69, 2.57 ]


Lidder 2013b 27 25.12 (4.06) 31 24.29 (6.44) 2.0 % 0.83 [ -1.91, 3.57 ]


Page 2002 20 23.9 (3.9) 20 23.8 (6.6) 1.4 % 0.10 [ -3.26, 3.46 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Ren 2015 60 23.32 (1.47) 60 22.65 (1.73) 9.6 % 0.67 [ 0.10, 1.24 ]


Starke 2011 66 24.6 (4.9) 66 23.6 (4.9) 4.1 % 1.00 [ -0.67, 2.67 ]


Vicic 2013 32 20.4 (3.3) 32 20 (3.3) 4.3 % 0.40 [ -1.22, 2.02 ]


Wei 2013 42 19 (2.31) 37 17.88 (3.31) 5.7 % 1.12 [ -0.15, 2.39 ]


Yie 1996 30 2.5 (2.5) 37 5.5 (2.1) 6.4 % -3.00 [ -4.12, -1.88 ]


Zhang 2013 50 23.32 (1.47) 50 22.65 (1.73) 9.3 % 0.67 [ 0.04, 1.30 ]


Zhao 2014 32 20.4 (3.3) 32 20 (4) 3.7 % 0.40 [ -1.40, 2.20 ]


Zhu 2002a 24 -1.77 (0.38) 18 -2.27 (0.38) 11.3 % 0.50 [ 0.27, 0.73 ]


Subtotal (95% CI) 661 638 88.9 % 0.35 [ -0.11, 0.81 ]


Heterogeneity: Tau2 = 0.42; Chi2 = 47.01, df = 16 (P = 0.00007); I2 =66%


Test for overall effect: Z = 1.51 (P = 0.13)


Total (95% CI) 775 753 100.0 % 0.44 [ 0.02, 0.87 ]


Heterogeneity: Tau2 = 0.39; Chi2 = 49.45, df = 18 (P = 0.00009); I2 =64%


Test for overall effect: Z = 2.07 (P = 0.038)


Test for subgroup differences: Chi2 = 2.68, df = 1 (P = 0.10), I2 =63%
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Analysis 32.9. Comparison 32 BMI - maximum follow-up, Outcome 9 BMI - participants characterised as ’at


nutritional risk’ due to biomarkers or anthropometrics.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 32 BMI - maximum follow-up


Outcome: 9 BMI - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 Biomarkers


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Anthropometric measures


Carver 1995 23 19.2 (0) 23 18.1 (0) Not estimable


F rli 2001 18 18.3 (1.7) 19 17 (2.2) 5.7 % 1.30 [ 0.04, 2.56 ]


Neelemaat 2012 73 22.1 (4.5) 73 21 (3.7) 5.4 % 1.10 [ -0.24, 2.44 ]


Subtotal (95% CI) 114 115 11.1 % 1.21 [ 0.29, 2.12 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 0.05, df = 1 (P = 0.83); I2 =0.0%


Test for overall effect: Z = 2.57 (P = 0.010)


3 Characterised by other means


Aquilani 2008 24 24.6 (2.9) 24 23.6 (4.4) 3.0 % 1.00 [ -1.11, 3.11 ]


De Sousa 2012 20 20.1 (2.7) 15 19.5 (1.4) 5.2 % 0.60 [ -0.78, 1.98 ]


Gariballa 2006 119 26 (4) 106 26 (4) 6.8 % 0.0 [ -1.05, 1.05 ]


Ha 2010 33 -0.3 (1.1) 31 -1.2 (1.7) 8.8 % 0.90 [ 0.19, 1.61 ]


Keele 1997 38 22.8 (3.8) 39 23.6 (4.5) 3.6 % -0.80 [ -2.66, 1.06 ]


Ledinghen 1997 12 27.6 (3.9) 10 24.3 (3.3) 1.7 % 3.30 [ 0.29, 6.31 ]


Lidder 2013a 32 25.37 (6.04) 30 25.43 (4.45) 2.1 % -0.06 [ -2.69, 2.57 ]


Lidder 2013b 27 25.12 (4.06) 31 24.29 (6.44) 2.0 % 0.83 [ -1.91, 3.57 ]


Page 2002 20 23.9 (3.9) 20 23.8 (6.6) 1.4 % 0.10 [ -3.26, 3.46 ]


Ren 2015 60 23.32 (1.47) 60 22.65 (1.73) 9.6 % 0.67 [ 0.10, 1.24 ]


Starke 2011 66 24.6 (4.9) 66 23.6 (4.9) 4.1 % 1.00 [ -0.67, 2.67 ]


Vicic 2013 32 20.4 (3.3) 32 20 (3.3) 4.3 % 0.40 [ -1.22, 2.02 ]


Wei 2013 42 19 (2.31) 37 17.88 (3.31) 5.7 % 1.12 [ -0.15, 2.39 ]


Yie 1996 30 2.5 (2.5) 37 5.5 (2.1) 6.4 % -3.00 [ -4.12, -1.88 ]


Zhang 2013 50 23.32 (1.47) 50 22.65 (1.73) 9.3 % 0.67 [ 0.04, 1.30 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Zhao 2014 32 20.4 (3.3) 32 20 (4) 3.7 % 0.40 [ -1.40, 2.20 ]


Zhu 2002a 24 -1.77 (0.38) 18 -2.27 (0.38) 11.3 % 0.50 [ 0.27, 0.73 ]


Subtotal (95% CI) 661 638 88.9 % 0.35 [ -0.11, 0.81 ]


Heterogeneity: Tau2 = 0.42; Chi2 = 47.01, df = 16 (P = 0.00007); I2 =66%


Test for overall effect: Z = 1.51 (P = 0.13)


Total (95% CI) 775 753 100.0 % 0.44 [ 0.02, 0.87 ]


Heterogeneity: Tau2 = 0.39; Chi2 = 49.45, df = 18 (P = 0.00009); I2 =64%


Test for overall effect: Z = 2.07 (P = 0.038)


Test for subgroup differences: Chi2 = 2.68, df = 1 (P = 0.10), I2 =63%
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Analysis 32.10. Comparison 32 BMI - maximum follow-up, Outcome 10 BMI - randomisation year.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 32 BMI - maximum follow-up


Outcome: 10 BMI - randomisation year


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 Before 1960


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


2 1960 to 1979


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


3 1980 to 1999


Carver 1995 23 19.2 (0) 23 18.1 (0) Not estimable


F rli 2001 18 18.3 (1.7) 19 17 (2.2) 5.7 % 1.30 [ 0.04, 2.56 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Keele 1997 38 22.8 (3.8) 39 23.6 (4.5) 3.6 % -0.80 [ -2.66, 1.06 ]


Ledinghen 1997 12 27.6 (3.9) 10 24.3 (3.3) 1.7 % 3.30 [ 0.29, 6.31 ]


Yie 1996 30 2.5 (2.5) 37 5.5 (2.1) 6.4 % -3.00 [ -4.12, -1.88 ]


Subtotal (95% CI) 121 128 17.4 % 0.02 [ -2.62, 2.67 ]


Heterogeneity: Tau2 = 6.37; Chi2 = 32.53, df = 3 (P<0.00001); I2 =91%


Test for overall effect: Z = 0.02 (P = 0.99)


4 After 1999


Aquilani 2008 24 24.6 (2.9) 24 23.6 (4.4) 3.0 % 1.00 [ -1.11, 3.11 ]


De Sousa 2012 20 20.1 (2.7) 15 19.5 (1.4) 5.2 % 0.60 [ -0.78, 1.98 ]


Gariballa 2006 119 26 (4) 106 26 (4) 6.8 % 0.0 [ -1.05, 1.05 ]


Ha 2010 33 -0.3 (1.1) 31 -1.2 (1.7) 8.8 % 0.90 [ 0.19, 1.61 ]


Lidder 2013a 32 25.37 (6.04) 30 25.43 (4.45) 2.1 % -0.06 [ -2.69, 2.57 ]


Lidder 2013b 27 25.12 (4.06) 31 24.29 (6.44) 2.0 % 0.83 [ -1.91, 3.57 ]


Neelemaat 2012 73 22.1 (4.5) 73 21 (3.7) 5.4 % 1.10 [ -0.24, 2.44 ]


Page 2002 20 23.9 (3.9) 20 23.8 (6.6) 1.4 % 0.10 [ -3.26, 3.46 ]


Ren 2015 60 23.32 (1.47) 60 22.65 (1.73) 9.6 % 0.67 [ 0.10, 1.24 ]


Starke 2011 66 24.6 (4.9) 66 23.6 (4.9) 4.1 % 1.00 [ -0.67, 2.67 ]


Vicic 2013 32 20.4 (3.3) 32 20 (3.3) 4.3 % 0.40 [ -1.22, 2.02 ]


Wei 2013 42 19 (2.31) 37 17.88 (3.31) 5.7 % 1.12 [ -0.15, 2.39 ]


Zhang 2013 50 23.32 (1.47) 50 22.65 (1.73) 9.3 % 0.67 [ 0.04, 1.30 ]


Zhao 2014 32 20.4 (3.3) 32 20 (4) 3.7 % 0.40 [ -1.40, 2.20 ]


Zhu 2002a 24 -1.77 (0.38) 18 -2.27 (0.38) 11.3 % 0.50 [ 0.27, 0.73 ]


Subtotal (95% CI) 654 625 82.6 % 0.57 [ 0.39, 0.75 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 4.68, df = 14 (P = 0.99); I2 =0.0%


Test for overall effect: Z = 6.19 (P < 0.00001)


Total (95% CI) 775 753 100.0 % 0.44 [ 0.02, 0.87 ]


Heterogeneity: Tau2 = 0.39; Chi2 = 49.45, df = 18 (P = 0.00009); I2 =64%


Test for overall effect: Z = 2.07 (P = 0.038)


Test for subgroup differences: Chi2 = 0.17, df = 1 (P = 0.68), I2 =0.0%
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Analysis 32.11. Comparison 32 BMI - maximum follow-up, Outcome 11 BMI - trials where the intervention


lasts fewer than three days compared with trials where the intervention lasts three days or more.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 32 BMI - maximum follow-up


Outcome: 11 BMI - trials where the intervention lasts fewer than three days compared with trials where the intervention lasts three days or more


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 Three days or more


Aquilani 2008 24 24.6 (2.9) 24 23.6 (4.4) 3.0 % 1.00 [ -1.11, 3.11 ]


Carver 1995 23 19.2 (0) 23 18.1 (0) Not estimable


De Sousa 2012 20 20.1 (2.7) 15 19.5 (1.4) 5.2 % 0.60 [ -0.78, 1.98 ]


F rli 2001 18 18.3 (1.7) 19 17 (2.2) 5.7 % 1.30 [ 0.04, 2.56 ]


Gariballa 2006 119 26 (4) 106 26 (4) 6.8 % 0.0 [ -1.05, 1.05 ]


Ha 2010 33 -0.3 (1.1) 31 -1.2 (1.7) 8.8 % 0.90 [ 0.19, 1.61 ]


Keele 1997 38 22.8 (3.8) 39 23.6 (4.5) 3.6 % -0.80 [ -2.66, 1.06 ]


Ledinghen 1997 12 27.6 (3.9) 10 24.3 (3.3) 1.7 % 3.30 [ 0.29, 6.31 ]


Lidder 2013a 32 25.37 (6.04) 30 25.43 (4.45) 2.1 % -0.06 [ -2.69, 2.57 ]


Lidder 2013b 27 25.12 (4.06) 31 24.29 (6.44) 2.0 % 0.83 [ -1.91, 3.57 ]


Neelemaat 2012 73 22.1 (4.5) 73 21 (3.7) 5.4 % 1.10 [ -0.24, 2.44 ]


Page 2002 20 23.9 (3.9) 20 23.8 (6.6) 1.4 % 0.10 [ -3.26, 3.46 ]


Ren 2015 60 23.32 (1.47) 60 22.65 (1.73) 9.6 % 0.67 [ 0.10, 1.24 ]


Starke 2011 66 24.6 (4.9) 66 23.6 (4.9) 4.1 % 1.00 [ -0.67, 2.67 ]


Vicic 2013 32 20.4 (3.3) 32 20 (3.3) 4.3 % 0.40 [ -1.22, 2.02 ]


Wei 2013 42 19 (2.31) 37 17.88 (3.31) 5.7 % 1.12 [ -0.15, 2.39 ]


Yie 1996 30 2.5 (2.5) 37 5.5 (2.1) 6.4 % -3.00 [ -4.12, -1.88 ]


Zhang 2013 50 23.32 (1.47) 50 22.65 (1.73) 9.3 % 0.67 [ 0.04, 1.30 ]


Zhao 2014 32 20.4 (3.3) 32 20 (4) 3.7 % 0.40 [ -1.40, 2.20 ]


Zhu 2002a 24 -1.77 (0.38) 18 -2.27 (0.38) 11.3 % 0.50 [ 0.27, 0.73 ]


Subtotal (95% CI) 775 753 100.0 % 0.44 [ 0.02, 0.87 ]


Heterogeneity: Tau2 = 0.39; Chi2 = 49.45, df = 18 (P = 0.00009); I2 =64%


Test for overall effect: Z = 2.07 (P = 0.038)


2 Less than three days


Subtotal (95% CI) 0 0 Not estimable
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 775 753 100.0 % 0.44 [ 0.02, 0.87 ]


Heterogeneity: Tau2 = 0.39; Chi2 = 49.45, df = 18 (P = 0.00009); I2 =64%


Test for overall effect: Z = 2.07 (P = 0.038)


Test for subgroup differences: Not applicable
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Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 33 Weight - end of intervention


Outcome: 1 Weight - overall


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Abalan 1992 15 48.9 (9.2) 14 46.3 (10.7) 0.6 % 2.60 [ -4.69, 9.89 ]


Aquilani 2008 24 64.4 (9) 24 65.9 (8.8) 0.9 % -1.50 [ -6.54, 3.54 ]


Arias 2008 149 56 (11.43) 149 58.34 (11.67) 1.5 % -2.34 [ -4.96, 0.28 ]


Bastow 1983a 39 2.8 (1.9) 35 1.2 (3.1) 1.8 % 1.60 [ 0.41, 2.79 ]


Bastow 1983b 25 4.9 (2.3) 23 0.7 (2.6) 1.7 % 4.20 [ 2.81, 5.59 ]


Bokhorst-de 2000 15 0.5 (2.3) 17 -0.1 (2.6) 1.7 % 0.60 [ -1.10, 2.30 ]


Brown 1992 5 -1.19 (3.64) 5 -4.2 (1.05) 1.3 % 3.01 [ -0.31, 6.33 ]


Bunout 1989 17 -6.29 (6.2) 19 -4.7 (7.8) 1.0 % -1.59 [ -6.17, 2.99 ]


Carr 1996 14 -0.5 (0.2) 14 -1.8 (0.3) 1.9 % 1.30 [ 1.11, 1.49 ]


Carver 1995 20 50.1 (7.1) 20 45.9 (5.5) 1.1 % 4.20 [ 0.26, 8.14 ]


Chen 1995a 8 1.3 (0.1) 4 -6.7 (0.4) 1.9 % 8.00 [ 7.60, 8.40 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Chen 1995b 8 -4.2 (0.3) 4 -6.7 (0.4) 1.9 % 2.50 [ 2.06, 2.94 ]


Chen 2000a 10 -0.8 (0.6) 10 -5.9 (0.1) 1.9 % 5.10 [ 4.72, 5.48 ]


Chen 2000b 10 -1.1 (0.7) 10 -5.9 (0.1) 1.9 % 4.80 [ 4.36, 5.24 ]


De Sousa 2012 20 51.8 (10.8) 15 51.2 (5.5) 0.8 % 0.60 [ -4.89, 6.09 ]


Ding 2009 21 -3.22 (1.8) 21 -5.58 (1.4) 1.8 % 2.36 [ 1.38, 3.34 ]


Dong 1996 256 51.8 (1.3) 264 53 (3.5) 1.9 % -1.20 [ -1.65, -0.75 ]


Drott 1988 12 68.8 (5.88) 11 69.8 (9.28) 0.7 % -1.00 [ -7.41, 5.41 ]


Elbers 1997 10 68.29 (12.14) 10 62.2 (6.86) 0.5 % 6.09 [ -2.55, 14.73 ]


Fan 1994 64 55 (0) 60 55 (0) Not estimable


F rli 2001 18 1.2 (0) 19 0 (0) Not estimable


Gariballa 1998 18 57.5 (9) 13 56.3 (8.4) 0.7 % 1.20 [ -4.98, 7.38 ]


Gazzotti 2003 34 0.28 (3.8) 35 -1.23 (2.5) 1.7 % 1.51 [ -0.01, 3.03 ]


Hickson 2004 292 -0.92 (0) 300 -0.9 (0) Not estimable


Hoffmann 1988 43 -1 (0) 16 -3.8 (0) Not estimable


Holyday 2012 71 -0.9 (0.6) 72 -0.9 (0.4) 1.9 % 0.0 [ -0.17, 0.17 ]


Huynh 2015 77 1.03 (2.3) 70 0.6 (1.4) 1.9 % 0.43 [ -0.18, 1.04 ]


Hwang 1991 12 51.9 (10) 12 53 (7.3) 0.6 % -1.10 [ -8.11, 5.91 ]


Jensen 1982 10 1.5 (2.2) 10 -2.9 (1.7) 1.7 % 4.40 [ 2.68, 6.12 ]


Ji 1999 20 59.53 (8.25) 10 49.7 (7.58) 0.8 % 9.83 [ 3.90, 15.76 ]


Jiang 2006a 24 2.4 (0.2) 22 6.3 (1.3) 1.9 % -3.90 [ -4.45, -3.35 ]


Jiang 2006b 23 5.7 (0.7) 22 6.3 (1.3) 1.9 % -0.60 [ -1.21, 0.01 ]


Johansen 2004 53 -0.22 (3.9) 42 0.1 (2) 1.8 % -0.32 [ -1.53, 0.89 ]


Kawaguchi 2008 18 -0.8 (1.6) 11 -0.95 (1.1) 1.8 % 0.15 [ -0.83, 1.13 ]


Kearns 1992 16 72 (20) 15 72 (16) 0.2 % 0.0 [ -12.71, 12.71 ]


Keele 1997 38 64 (11.6) 39 66.1 (13) 0.8 % -2.10 [ -7.60, 3.40 ]


Li 1998 10 59.9 (3.5) 10 58.8 (4.5) 1.2 % 1.10 [ -2.43, 4.63 ]


Lidder 2013a 32 70.83 (16.67) 30 73.03 (13.91) 0.6 % -2.20 [ -9.82, 5.42 ]


Lidder 2013b 27 71.68 (16.29) 31 72.21 (12.82) 0.6 % -0.53 [ -8.15, 7.09 ]


Liu 1990 6 2 (0.7) 6 4.1 (1.65) 1.7 % -2.10 [ -3.53, -0.67 ]


Liu 2008 24 60.78 (7.88) 24 50.25 (5.36) 1.2 % 10.53 [ 6.72, 14.34 ]


Ljunggren 2012 19 0.3 (16.29) 20 0.4 (12.82) 0.4 % -0.10 [ -9.33, 9.13 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Lough 1990 14 56.2 (7.7) 15 60.8 (19.4) 0.3 % -4.60 [ -15.21, 6.01 ]


Luo 2011 22 2.4 (0.7) 24 0.9 (1.65) 1.8 % 1.50 [ 0.78, 2.22 ]


MacFie 2000 27 63 (7.88) 25 67 (5.36) 1.2 % -4.00 [ -7.64, -0.36 ]


Malhotra 2004 98 3.1 (0) 97 5.1 (0) Not estimable


McEvoy 1982 26 -0.2 (2.6) 25 1.5 (2.4) 1.7 % -1.70 [ -3.07, -0.33 ]


McWhirter 1996a 35 2.9 (0) 13 -2.5 (0) Not estimable


McWhirter 1996b 25 3.3 (0) 13 -2.5 (0) Not estimable


Miller 2006a 24 -0.9 (4.8) 25 -5.2 (6.1) 1.4 % 4.30 [ 1.23, 7.37 ]


Miller 2006b 23 -2.6 (5.14) 25 -1.8 (5.48) 1.4 % -0.80 [ -3.80, 2.20 ]


Moreno 2016 24 -0.9 (4.74) 25 -5.2 (6.12) 1.4 % 4.30 [ 1.24, 7.36 ]


Munk 2014 44 0.4 (2.6) 40 -0.4 (2) 1.8 % 0.80 [ -0.19, 1.79 ]


Neelemaat 2012 73 64.7 (14.4) 73 61 (12.2) 1.1 % 3.70 [ -0.63, 8.03 ]


Page 2002 20 69.3 (13.8) 20 65.7 (18.2) 0.4 % 3.60 [ -6.41, 13.61 ]


Potter 2001 142 0.4 (2.6) 151 -0.5 (2.9) 1.9 % 0.90 [ 0.27, 1.53 ]


Rabadi 2008 51 68.8 (12.6) 51 66.9 (14.7) 0.9 % 1.90 [ -3.41, 7.21 ]


Ryan 1993 6 2.4 (14.4) 4 -0.6 (12.2) 0.2 % 3.00 [ -13.60, 19.60 ]


Saluja 2002a 10 2.6 (0.5) 10 2.5 (0.74) 1.9 % 0.10 [ -0.45, 0.65 ]


Saluja 2002b 10 3.35 (0.91) 10 2.35 (2.14) 1.7 % 1.00 [ -0.44, 2.44 ]


Saluja 2002c 10 2.15 (1) 10 4.6 (2.4) 1.7 % -2.45 [ -4.06, -0.84 ]


Saudny-Unterberger 1997 14 0.209 (2.5) 10 0.08 (0.63) 1.7 % 0.13 [ -1.24, 1.50 ]


Starke 2011 66 68.1 (15.9) 66 64.7 (16) 0.8 % 3.40 [ -2.04, 8.84 ]


Summerbell 1993 7 47.1 (9.2) 7 37.8 (7.8) 0.4 % 9.30 [ 0.36, 18.24 ]


Thompson 1981 12 0.05 (2.2) 9 -3.8 (2.7) 1.6 % 3.85 [ 1.69, 6.01 ]


Tong 2006a 45 61.95 (5.42) 18 58.08 (6.01) 1.3 % 3.87 [ 0.67, 7.07 ]


Tong 2006b 45 61.91 (4.87) 18 58.08 (6.01) 1.3 % 3.83 [ 0.71, 6.95 ]


Vaithiswaran 2008 30 -0.03 (1.01) 31 -0.09 (0.64) 1.9 % 0.06 [ -0.37, 0.49 ]


Vermeeren 2004 23 1.37 (1.3) 24 1.12 (1.2) 1.8 % 0.25 [ -0.47, 0.97 ]


Wang 1996a 12 2.92 (0.72) 12 4.56 (0.5) 1.9 % -1.64 [ -2.14, -1.14 ]


Wang 1996b 12 3.25 (0.99) 12 4.56 (0.5) 1.9 % -1.31 [ -1.94, -0.68 ]


Whittaker 1990 6 2.4 (2) 4 -0.6 (0.8) 1.7 % 3.00 [ 1.22, 4.78 ]


Williams 1983 7 -0.61 (1.5) 7 -2.8 (1.2) 1.7 % 2.19 [ 0.77, 3.61 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Wood 1989a 15 -5.1 (2.7) 8 -2.5 (1.98) 1.6 % -2.60 [ -4.54, -0.66 ]


Wood 1989b 15 -2.2 (1.9) 7 -2.5 (1.85) 1.7 % 0.30 [ -1.37, 1.97 ]


Woolfson 1989 50 67.2 (10.2) 45 66.9 (13.2) 1.0 % 0.30 [ -4.48, 5.08 ]


Xie 2014 60 54.71 (10.1) 60 47.3 (8.8) 1.3 % 7.41 [ 4.02, 10.80 ]


Zelic 2012 22 -0.9 (5.57) 23 -5.2 (5.87) 1.3 % 4.30 [ 0.96, 7.64 ]


Zheng 2001a 30 -2.1 (0.9) 10 -3.3 (1.7) 1.8 % 1.20 [ 0.10, 2.30 ]


Zheng 2001b 26 -2.5 (1.1) 10 -3.3 (1.7) 1.8 % 0.80 [ -0.34, 1.94 ]


Zhong 2006a 21 64.2 (9.34) 21 63.4 (7.65) 0.9 % 0.80 [ -4.36, 5.96 ]


Total (95% CI) 2829 2616 100.0 % 1.32 [ 0.65, 2.00 ]


Heterogeneity: Tau2 = 6.32; Chi2 = 2967.33, df = 73 (P<0.00001); I2 =98%


Test for overall effect: Z = 3.84 (P = 0.00012)


Test for subgroup differences: Not applicable
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Analysis 33.2. Comparison 33 Weight - end of intervention, Outcome 2 Weight - bias.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 33 Weight - end of intervention


Outcome: 2 Weight - bias


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 High risk of bias


Abalan 1992 15 48.9 (9.2) 14 46.3 (10.7) 0.6 % 2.60 [ -4.69, 9.89 ]


Aquilani 2008 24 64.4 (9) 24 65.9 (8.8) 0.9 % -1.50 [ -6.54, 3.54 ]


Arias 2008 149 56 (11.43) 149 58.34 (11.67) 1.5 % -2.34 [ -4.96, 0.28 ]


Bastow 1983a 39 2.8 (1.9) 35 1.2 (3.1) 1.8 % 1.60 [ 0.41, 2.79 ]


Bastow 1983b 25 4.9 (2.3) 23 0.7 (2.6) 1.7 % 4.20 [ 2.81, 5.59 ]


Bokhorst-de 2000 15 0.5 (2.3) 17 -0.1 (2.6) 1.7 % 0.60 [ -1.10, 2.30 ]


Brown 1992 5 -1.19 (3.64) 5 -4.2 (1.05) 1.3 % 3.01 [ -0.31, 6.33 ]


Bunout 1989 17 -6.29 (6.2) 19 -4.7 (7.8) 1.0 % -1.59 [ -6.17, 2.99 ]


Carr 1996 14 -0.5 (0.2) 14 -1.8 (0.3) 1.9 % 1.30 [ 1.11, 1.49 ]


Carver 1995 20 50.1 (7.1) 20 45.9 (5.5) 1.1 % 4.20 [ 0.26, 8.14 ]


Chen 1995a 8 1.3 (0.1) 4 -6.7 (0.4) 1.9 % 8.00 [ 7.60, 8.40 ]


Chen 1995b 8 -4.2 (0.3) 4 -6.7 (0.4) 1.9 % 2.50 [ 2.06, 2.94 ]


Chen 2000a 10 -0.8 (0.6) 10 -5.9 (0.1) 1.9 % 5.10 [ 4.72, 5.48 ]


Chen 2000b 10 -1.1 (0.7) 10 -5.9 (0.1) 1.9 % 4.80 [ 4.36, 5.24 ]


De Sousa 2012 20 51.8 (10.8) 15 51.2 (5.5) 0.8 % 0.60 [ -4.89, 6.09 ]


Ding 2009 21 -3.22 (1.8) 21 -5.58 (1.4) 1.8 % 2.36 [ 1.38, 3.34 ]


Dong 1996 256 51.8 (1.3) 264 53 (3.5) 1.9 % -1.20 [ -1.65, -0.75 ]


Drott 1988 12 68.8 (5.88) 11 69.8 (9.28) 0.7 % -1.00 [ -7.41, 5.41 ]


Elbers 1997 10 68.29 (12.14) 10 62.2 (6.86) 0.5 % 6.09 [ -2.55, 14.73 ]


Fan 1994 64 55 (0) 60 55 (0) Not estimable


F rli 2001 18 1.2 (0) 19 0 (0) Not estimable


Gariballa 1998 18 57.5 (9) 13 56.3 (8.4) 0.7 % 1.20 [ -4.98, 7.38 ]


Gazzotti 2003 34 0.28 (3.8) 35 -1.23 (2.5) 1.7 % 1.51 [ -0.01, 3.03 ]


Hickson 2004 292 -0.92 (0) 300 -0.9 (0) Not estimable
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Hoffmann 1988 43 -1 (0) 16 -3.8 (0) Not estimable


Holyday 2012 71 -0.9 (0.6) 72 -0.9 (0.4) 1.9 % 0.0 [ -0.17, 0.17 ]


Huynh 2015 77 1.03 (2.3) 70 0.6 (1.4) 1.9 % 0.43 [ -0.18, 1.04 ]


Hwang 1991 12 51.9 (10) 12 53 (7.3) 0.6 % -1.10 [ -8.11, 5.91 ]


Jensen 1982 10 1.5 (2.2) 10 -2.9 (1.7) 1.7 % 4.40 [ 2.68, 6.12 ]


Ji 1999 20 59.53 (8.25) 10 49.7 (7.58) 0.8 % 9.83 [ 3.90, 15.76 ]


Jiang 2006a 24 2.4 (0.2) 22 6.3 (1.3) 1.9 % -3.90 [ -4.45, -3.35 ]


Jiang 2006b 23 5.7 (0.7) 22 6.3 (1.3) 1.9 % -0.60 [ -1.21, 0.01 ]


Johansen 2004 53 -0.22 (3.9) 42 0.1 (2) 1.8 % -0.32 [ -1.53, 0.89 ]


Kawaguchi 2008 18 -0.8 (1.6) 11 -0.95 (1.1) 1.8 % 0.15 [ -0.83, 1.13 ]


Kearns 1992 16 72 (20) 15 72 (16) 0.2 % 0.0 [ -12.71, 12.71 ]


Keele 1997 38 64 (11.6) 39 66.1 (13) 0.8 % -2.10 [ -7.60, 3.40 ]


Li 1998 10 59.9 (3.5) 10 58.8 (4.5) 1.2 % 1.10 [ -2.43, 4.63 ]


Lidder 2013a 32 70.83 (16.67) 30 73.03 (13.91) 0.6 % -2.20 [ -9.82, 5.42 ]


Lidder 2013b 27 71.68 (16.29) 31 72.21 (12.82) 0.6 % -0.53 [ -8.15, 7.09 ]


Liu 1990 6 2 (0.7) 6 4.1 (1.65) 1.7 % -2.10 [ -3.53, -0.67 ]


Liu 2008 24 60.78 (7.88) 24 50.25 (5.36) 1.2 % 10.53 [ 6.72, 14.34 ]


Ljunggren 2012 19 0.3 (16.29) 20 0.4 (12.82) 0.4 % -0.10 [ -9.33, 9.13 ]


Lough 1990 14 56.2 (7.7) 15 60.8 (19.4) 0.3 % -4.60 [ -15.21, 6.01 ]


Luo 2011 22 2.4 (0.7) 24 0.9 (1.65) 1.8 % 1.50 [ 0.78, 2.22 ]


MacFie 2000 27 63 (7.88) 25 67 (5.36) 1.2 % -4.00 [ -7.64, -0.36 ]


Malhotra 2004 98 3.1 (0) 97 5.1 (0) Not estimable


McEvoy 1982 26 -0.2 (2.6) 25 1.5 (2.4) 1.7 % -1.70 [ -3.07, -0.33 ]


McWhirter 1996a 35 2.9 (0) 13 -2.5 (0) Not estimable


McWhirter 1996b 25 3.3 (0) 13 -2.5 (0) Not estimable


Miller 2006a 24 -0.9 (4.8) 25 -5.2 (6.1) 1.4 % 4.30 [ 1.23, 7.37 ]


Miller 2006b 23 -2.6 (5.14) 25 -1.8 (5.48) 1.4 % -0.80 [ -3.80, 2.20 ]


Moreno 2016 24 -0.9 (4.74) 25 -5.2 (6.12) 1.4 % 4.30 [ 1.24, 7.36 ]


Munk 2014 44 0.4 (2.6) 40 -0.4 (2) 1.8 % 0.80 [ -0.19, 1.79 ]


Neelemaat 2012 73 64.7 (14.4) 73 61 (12.2) 1.1 % 3.70 [ -0.63, 8.03 ]


Page 2002 20 69.3 (13.8) 20 65.7 (18.2) 0.4 % 3.60 [ -6.41, 13.61 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Potter 2001 142 0.4 (2.6) 151 -0.5 (2.9) 1.9 % 0.90 [ 0.27, 1.53 ]


Rabadi 2008 51 68.8 (12.6) 51 66.9 (14.7) 0.9 % 1.90 [ -3.41, 7.21 ]


Ryan 1993 6 2.4 (14.4) 4 -0.6 (12.2) 0.2 % 3.00 [ -13.60, 19.60 ]


Saluja 2002a 10 2.6 (0.5) 10 2.5 (0.74) 1.9 % 0.10 [ -0.45, 0.65 ]


Saluja 2002b 10 3.35 (0.91) 10 2.35 (2.14) 1.7 % 1.00 [ -0.44, 2.44 ]


Saluja 2002c 10 2.15 (1) 10 4.6 (2.4) 1.7 % -2.45 [ -4.06, -0.84 ]


Saudny-Unterberger 1997 14 0.209 (2.5) 10 0.08 (0.63) 1.7 % 0.13 [ -1.24, 1.50 ]


Starke 2011 66 68.1 (15.9) 66 64.7 (16) 0.8 % 3.40 [ -2.04, 8.84 ]


Summerbell 1993 7 47.1 (9.2) 7 37.8 (7.8) 0.4 % 9.30 [ 0.36, 18.24 ]


Thompson 1981 12 0.05 (2.2) 9 -3.8 (2.7) 1.6 % 3.85 [ 1.69, 6.01 ]


Tong 2006a 45 61.95 (5.42) 18 58.08 (6.01) 1.3 % 3.87 [ 0.67, 7.07 ]


Tong 2006b 45 61.91 (4.87) 18 58.08 (6.01) 1.3 % 3.83 [ 0.71, 6.95 ]


Vaithiswaran 2008 30 -0.03 (1.01) 31 -0.09 (0.64) 1.9 % 0.06 [ -0.37, 0.49 ]


Vermeeren 2004 23 1.37 (1.3) 24 1.12 (1.2) 1.8 % 0.25 [ -0.47, 0.97 ]


Wang 1996a 12 2.92 (0.72) 12 4.56 (0.5) 1.9 % -1.64 [ -2.14, -1.14 ]


Wang 1996b 12 3.25 (0.99) 12 4.56 (0.5) 1.9 % -1.31 [ -1.94, -0.68 ]


Whittaker 1990 6 2.4 (2) 4 -0.6 (0.8) 1.7 % 3.00 [ 1.22, 4.78 ]


Williams 1983 7 -0.61 (1.5) 7 -2.8 (1.2) 1.7 % 2.19 [ 0.77, 3.61 ]


Wood 1989a 15 -5.1 (2.7) 8 -2.5 (1.98) 1.6 % -2.60 [ -4.54, -0.66 ]


Wood 1989b 15 -2.2 (1.9) 7 -2.5 (1.85) 1.7 % 0.30 [ -1.37, 1.97 ]


Woolfson 1989 50 67.2 (10.2) 45 66.9 (13.2) 1.0 % 0.30 [ -4.48, 5.08 ]


Xie 2014 60 54.71 (10.1) 60 47.3 (8.8) 1.3 % 7.41 [ 4.02, 10.80 ]


Zelic 2012 22 -0.9 (5.57) 23 -5.2 (5.87) 1.3 % 4.30 [ 0.96, 7.64 ]


Zheng 2001a 30 -2.1 (0.9) 10 -3.3 (1.7) 1.8 % 1.20 [ 0.10, 2.30 ]


Zheng 2001b 26 -2.5 (1.1) 10 -3.3 (1.7) 1.8 % 0.80 [ -0.34, 1.94 ]


Zhong 2006a 21 64.2 (9.34) 21 63.4 (7.65) 0.9 % 0.80 [ -4.36, 5.96 ]


Subtotal (95% CI) 2829 2616 100.0 % 1.32 [ 0.65, 2.00 ]


Heterogeneity: Tau2 = 6.32; Chi2 = 2967.33, df = 73 (P<0.00001); I2 =98%


Test for overall effect: Z = 3.84 (P = 0.00012)


2 Low risk of bias


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Total (95% CI) 2829 2616 100.0 % 1.32 [ 0.65, 2.00 ]


Heterogeneity: Tau2 = 6.32; Chi2 = 2967.33, df = 73 (P<0.00001); I2 =98%


Test for overall effect: Z = 3.84 (P = 0.00012)


Test for subgroup differences: Not applicable
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Analysis 33.3. Comparison 33 Weight - end of intervention, Outcome 3 Weight - mode of delivery.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 33 Weight - end of intervention


Outcome: 3 Weight - mode of delivery


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 General nutrition support


Hickson 2004 292 -0.92 (0) 300 -0.9 (0) Not estimable


Holyday 2012 71 -0.9 (0.6) 72 -0.9 (0.4) 1.9 % 0.0 [ -0.17, 0.17 ]


Johansen 2004 53 -0.22 (3.9) 42 0.1 (2) 1.8 % -0.32 [ -1.53, 0.89 ]


Starke 2011 66 68.1 (15.9) 66 64.7 (16) 0.8 % 3.40 [ -2.04, 8.84 ]


Subtotal (95% CI) 482 480 4.5 % 0.00 [ -0.17, 0.16 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 1.77, df = 2 (P = 0.41); I2 =0.0%


Test for overall effect: Z = 0.03 (P = 0.97)


2 Fortified nutrition


Munk 2014 44 0.4 (2.6) 40 -0.4 (2) 1.8 % 0.80 [ -0.19, 1.79 ]


Neelemaat 2012 73 64.7 (14.4) 73 61 (12.2) 1.1 % 3.70 [ -0.63, 8.03 ]


Subtotal (95% CI) 117 113 2.9 % 1.45 [ -0.92, 3.83 ]


Heterogeneity: Tau2 = 1.64; Chi2 = 1.64, df = 1 (P = 0.20); I2 =39%


Test for overall effect: Z = 1.20 (P = 0.23)


3 Oral nutrition support
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Abalan 1992 15 48.9 (9.2) 14 46.3 (10.7) 0.6 % 2.60 [ -4.69, 9.89 ]


Aquilani 2008 24 64.4 (9) 24 65.9 (8.8) 0.9 % -1.50 [ -6.54, 3.54 ]


Arias 2008 149 56 (11.43) 149 58.34 (11.67) 1.5 % -2.34 [ -4.96, 0.28 ]


Bunout 1989 17 -6.29 (6.2) 19 -4.7 (7.8) 1.0 % -1.59 [ -6.17, 2.99 ]


Carver 1995 20 50.1 (7.1) 20 45.9 (5.5) 1.1 % 4.20 [ 0.26, 8.14 ]


De Sousa 2012 20 51.8 (10.8) 15 51.2 (5.5) 0.8 % 0.60 [ -4.89, 6.09 ]


Elbers 1997 10 68.29 (12.14) 10 62.2 (6.86) 0.5 % 6.09 [ -2.55, 14.73 ]


F rli 2001 18 1.2 (0) 19 0 (0) Not estimable


Gariballa 1998 18 57.5 (9) 13 56.3 (8.4) 0.7 % 1.20 [ -4.98, 7.38 ]


Gazzotti 2003 34 0.28 (3.8) 35 -1.23 (2.5) 1.7 % 1.51 [ -0.01, 3.03 ]


Huynh 2015 77 1.03 (2.3) 70 0.6 (1.4) 1.9 % 0.43 [ -0.18, 1.04 ]


Kawaguchi 2008 18 -0.8 (1.6) 11 -0.95 (1.1) 1.8 % 0.15 [ -0.83, 1.13 ]


Keele 1997 38 64 (11.6) 39 66.1 (13) 0.8 % -2.10 [ -7.60, 3.40 ]


Lidder 2013a 32 70.83 (16.67) 30 73.03 (13.91) 0.6 % -2.20 [ -9.82, 5.42 ]


Lidder 2013b 27 71.68 (16.29) 31 72.21 (12.82) 0.6 % -0.53 [ -8.15, 7.09 ]


Ljunggren 2012 19 0.3 (16.29) 20 0.4 (12.82) 0.4 % -0.10 [ -9.33, 9.13 ]


Luo 2011 22 2.4 (0.7) 24 0.9 (1.65) 1.8 % 1.50 [ 0.78, 2.22 ]


MacFie 2000 27 63 (7.88) 25 67 (5.36) 1.2 % -4.00 [ -7.64, -0.36 ]


McEvoy 1982 26 -0.2 (2.6) 25 1.5 (2.4) 1.7 % -1.70 [ -3.07, -0.33 ]


McWhirter 1996b 25 3.3 (0) 13 -2.5 (0) Not estimable


Miller 2006a 24 -0.9 (4.8) 25 -5.2 (6.1) 1.4 % 4.30 [ 1.23, 7.37 ]


Miller 2006b 23 -2.6 (5.14) 25 -1.8 (5.48) 1.4 % -0.80 [ -3.80, 2.20 ]


Potter 2001 142 0.4 (2.6) 151 -0.5 (2.9) 1.9 % 0.90 [ 0.27, 1.53 ]


Rabadi 2008 51 68.8 (12.6) 51 66.9 (14.7) 0.9 % 1.90 [ -3.41, 7.21 ]


Saluja 2002a 10 2.6 (0.5) 10 2.5 (0.74) 1.9 % 0.10 [ -0.45, 0.65 ]


Saluja 2002b 10 3.35 (0.91) 10 2.35 (2.14) 1.7 % 1.00 [ -0.44, 2.44 ]


Saluja 2002c 10 2.15 (1) 10 4.6 (2.4) 1.7 % -2.45 [ -4.06, -0.84 ]


Saudny-Unterberger 1997 14 0.209 (2.5) 10 0.08 (0.63) 1.7 % 0.13 [ -1.24, 1.50 ]


Summerbell 1993 7 47.1 (9.2) 7 37.8 (7.8) 0.4 % 9.30 [ 0.36, 18.24 ]


Vermeeren 2004 23 1.37 (1.3) 24 1.12 (1.2) 1.8 % 0.25 [ -0.47, 0.97 ]


Zelic 2012 22 -0.9 (5.57) 23 -5.2 (5.87) 1.3 % 4.30 [ 0.96, 7.64 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Subtotal (95% CI) 972 952 35.8 % 0.33 [ -0.21, 0.87 ]


Heterogeneity: Tau2 = 0.77; Chi2 = 70.93, df = 28 (P = 0.00001); I2 =61%


Test for overall effect: Z = 1.20 (P = 0.23)


4 Enteral nutrition


Bastow 1983a 39 2.8 (1.9) 35 1.2 (3.1) 1.8 % 1.60 [ 0.41, 2.79 ]


Bastow 1983b 25 4.9 (2.3) 23 0.7 (2.6) 1.7 % 4.20 [ 2.81, 5.59 ]


Bokhorst-de 2000 15 0.5 (2.3) 17 -0.1 (2.6) 1.7 % 0.60 [ -1.10, 2.30 ]


Brown 1992 5 -1.19 (3.64) 5 -4.2 (1.05) 1.3 % 3.01 [ -0.31, 6.33 ]


Carr 1996 14 -0.5 (0.2) 14 -1.8 (0.3) 1.9 % 1.30 [ 1.11, 1.49 ]


Chen 1995a 10 -0.8 (0.6) 10 -5.9 (0.1) 1.9 % 5.10 [ 4.72, 5.48 ]


Chen 1995b 8 1.3 (0.1) 4 -6.7 (0.4) 1.9 % 8.00 [ 7.60, 8.40 ]


Chen 2000b 8 -4.2 (0.3) 4 -6.7 (0.4) 1.9 % 2.50 [ 2.06, 2.94 ]


Dong 1996 256 51.8 (1.3) 264 53 (3.5) 1.9 % -1.20 [ -1.65, -0.75 ]


Hoffmann 1988 43 -1 (0) 16 -3.8 (0) Not estimable


Hwang 1991 12 51.9 (10) 12 53 (7.3) 0.6 % -1.10 [ -8.11, 5.91 ]


Ji 1999 20 59.53 (8.25) 10 49.7 (7.58) 0.8 % 9.83 [ 3.90, 15.76 ]


Kearns 1992 16 72 (20) 15 72 (16) 0.2 % 0.0 [ -12.71, 12.71 ]


Malhotra 2004 98 3.1 (0) 97 5.1 (0) Not estimable


McWhirter 1996a 35 2.9 (0) 13 -2.5 (0) Not estimable


Moreno 2016 24 -0.9 (4.74) 25 -5.2 (6.12) 1.4 % 4.30 [ 1.24, 7.36 ]


Page 2002 20 69.3 (13.8) 20 65.7 (18.2) 0.4 % 3.60 [ -6.41, 13.61 ]


Ryan 1993 6 2.4 (14.4) 4 -0.6 (12.2) 0.2 % 3.00 [ -13.60, 19.60 ]


Tong 2006a 45 61.95 (5.42) 18 58.08 (6.01) 1.3 % 3.87 [ 0.67, 7.07 ]


Vaithiswaran 2008 30 -0.03 (1.01) 31 -0.09 (0.64) 1.9 % 0.06 [ -0.37, 0.49 ]


Wang 1996a 12 2.92 (0.72) 12 4.56 (0.5) 1.9 % -1.64 [ -2.14, -1.14 ]


Whittaker 1990 6 2.4 (2) 4 -0.6 (0.8) 1.7 % 3.00 [ 1.22, 4.78 ]


Williams 1983 7 -0.61 (1.5) 7 -2.8 (1.2) 1.7 % 2.19 [ 0.77, 3.61 ]


Xie 2014 60 54.71 (10.1) 60 47.3 (8.8) 1.3 % 7.41 [ 4.02, 10.80 ]


Zheng 2001a 30 -2.1 (0.9) 10 -3.3 (1.7) 1.8 % 1.20 [ 0.10, 2.30 ]


Zhong 2006a 21 64.2 (9.34) 21 63.4 (7.65) 0.9 % 0.80 [ -4.36, 5.96 ]


Subtotal (95% CI) 865 751 31.8 % 2.62 [ 1.23, 4.01 ]


Heterogeneity: Tau2 = 8.85; Chi2 = 1706.95, df = 22 (P<0.00001); I2 =99%


Test for overall effect: Z = 3.70 (P = 0.00021)
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


5 Parenteral nutrition


Chen 2000a 10 -1.1 (0.7) 10 -5.9 (0.1) 1.9 % 4.80 [ 4.36, 5.24 ]


Ding 2009 21 -3.22 (1.8) 21 -5.58 (1.4) 1.8 % 2.36 [ 1.38, 3.34 ]


Drott 1988 12 68.8 (5.88) 11 69.8 (9.28) 0.7 % -1.00 [ -7.41, 5.41 ]


Fan 1994 64 55 (0) 60 55 (0) Not estimable


Jensen 1982 10 1.5 (2.2) 10 -2.9 (1.7) 1.7 % 4.40 [ 2.68, 6.12 ]


Jiang 2006b 23 5.7 (0.7) 22 6.3 (1.3) 1.9 % -0.60 [ -1.21, 0.01 ]


Li 1998 10 59.9 (3.5) 10 58.8 (4.5) 1.2 % 1.10 [ -2.43, 4.63 ]


Liu 1990 6 2 (0.7) 6 4.1 (1.65) 1.7 % -2.10 [ -3.53, -0.67 ]


Liu 2008 24 60.78 (7.88) 24 50.25 (5.36) 1.2 % 10.53 [ 6.72, 14.34 ]


Lough 1990 14 56.2 (7.7) 15 60.8 (19.4) 0.3 % -4.60 [ -15.21, 6.01 ]


Thompson 1981 12 0.05 (2.2) 9 -3.8 (2.7) 1.6 % 3.85 [ 1.69, 6.01 ]


Tong 2006b 45 61.91 (4.87) 18 58.08 (6.01) 1.3 % 3.83 [ 0.71, 6.95 ]


Wang 1996b 12 3.25 (0.99) 12 4.56 (0.5) 1.9 % -1.31 [ -1.94, -0.68 ]


Wood 1989a 15 -5.1 (2.7) 8 -2.5 (1.98) 1.6 % -2.60 [ -4.54, -0.66 ]


Wood 1989b 15 -2.2 (1.9) 7 -2.5 (1.85) 1.7 % 0.30 [ -1.37, 1.97 ]


Woolfson 1989 50 67.2 (10.2) 45 66.9 (13.2) 1.0 % 0.30 [ -4.48, 5.08 ]


Zheng 2001b 26 -2.5 (1.1) 10 -3.3 (1.7) 1.8 % 0.80 [ -0.34, 1.94 ]


Subtotal (95% CI) 369 298 23.2 % 1.48 [ -0.20, 3.15 ]


Heterogeneity: Tau2 = 9.54; Chi2 = 425.18, df = 15 (P<0.00001); I2 =96%


Test for overall effect: Z = 1.73 (P = 0.083)


6 Mixed nutrition support


Jiang 2006a 24 2.4 (0.2) 22 6.3 (1.3) 1.9 % -3.90 [ -4.45, -3.35 ]


Subtotal (95% CI) 24 22 1.9 % -3.90 [ -4.45, -3.35 ]


Heterogeneity: not applicable


Test for overall effect: Z = 13.92 (P < 0.00001)


Total (95% CI) 2829 2616 100.0 % 1.32 [ 0.65, 2.00 ]


Heterogeneity: Tau2 = 6.32; Chi2 = 2967.33, df = 73 (P<0.00001); I2 =98%


Test for overall effect: Z = 3.84 (P = 0.00012)


Test for subgroup differences: Chi2 = 205.14, df = 5 (P = 0.0), I2 =98%
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Analysis 33.4. Comparison 33 Weight - end of intervention, Outcome 4 Weight - by medical speciality.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 33 Weight - end of intervention


Outcome: 4 Weight - by medical speciality


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 Cardiology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Medical gastroenterology and hepatology


Bunout 1989 17 -6.29 (6.2) 19 -4.7 (7.8) 1.0 % -1.59 [ -6.17, 2.99 ]


Fan 1994 64 55 (0) 60 55 (0) Not estimable


Kawaguchi 2008 18 -0.8 (1.6) 11 -0.95 (1.1) 1.8 % 0.15 [ -0.83, 1.13 ]


Kearns 1992 16 72 (20) 15 72 (16) 0.2 % 0.0 [ -12.71, 12.71 ]


Moreno 2016 24 -0.9 (4.74) 25 -5.2 (6.12) 1.4 % 4.30 [ 1.24, 7.36 ]


Zheng 2001a 30 -2.1 (0.9) 10 -3.3 (1.7) 1.8 % 1.20 [ 0.10, 2.30 ]


Zheng 2001b 26 -2.5 (1.1) 10 -3.3 (1.7) 1.8 % 0.80 [ -0.34, 1.94 ]


Subtotal (95% CI) 195 150 8.0 % 0.88 [ -0.03, 1.79 ]


Heterogeneity: Tau2 = 0.44; Chi2 = 8.26, df = 5 (P = 0.14); I2 =39%


Test for overall effect: Z = 1.90 (P = 0.058)


3 Geriatrics


Carver 1995 20 50.1 (7.1) 20 45.9 (5.5) 1.1 % 4.20 [ 0.26, 8.14 ]


De Sousa 2012 20 51.8 (10.8) 15 51.2 (5.5) 0.8 % 0.60 [ -4.89, 6.09 ]


Gazzotti 2003 34 0.28 (3.8) 35 -1.23 (2.5) 1.7 % 1.51 [ -0.01, 3.03 ]


Hickson 2004 292 -0.92 (0) 300 -0.9 (0) Not estimable


Holyday 2012 71 -0.9 (0.6) 72 -0.9 (0.4) 1.9 % 0.0 [ -0.17, 0.17 ]


Ljunggren 2012 19 0.3 (16.29) 20 0.4 (12.82) 0.4 % -0.10 [ -9.33, 9.13 ]


McEvoy 1982 26 -0.2 (2.6) 25 1.5 (2.4) 1.7 % -1.70 [ -3.07, -0.33 ]


Neelemaat 2012 73 64.7 (14.4) 73 61 (12.2) 1.1 % 3.70 [ -0.63, 8.03 ]


Potter 2001 142 0.4 (2.6) 151 -0.5 (2.9) 1.9 % 0.90 [ 0.27, 1.53 ]


Summerbell 1993 7 47.1 (9.2) 7 37.8 (7.8) 0.4 % 9.30 [ 0.36, 18.24 ]


Subtotal (95% CI) 704 718 11.1 % 0.62 [ -0.30, 1.54 ]


Heterogeneity: Tau2 = 0.77; Chi2 = 28.23, df = 8 (P = 0.00043); I2 =72%
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Test for overall effect: Z = 1.32 (P = 0.19)


4 Pulmonary disease


Ryan 1993 6 2.4 (14.4) 4 -0.6 (12.2) 0.2 % 3.00 [ -13.60, 19.60 ]


Saudny-Unterberger 1997 14 0.209 (2.5) 10 0.08 (0.63) 1.7 % 0.13 [ -1.24, 1.50 ]


Vermeeren 2004 23 1.37 (1.3) 24 1.12 (1.2) 1.8 % 0.25 [ -0.47, 0.97 ]


Whittaker 1990 6 2.4 (2) 4 -0.6 (0.8) 1.7 % 3.00 [ 1.22, 4.78 ]


Subtotal (95% CI) 49 42 5.4 % 0.95 [ -0.43, 2.33 ]


Heterogeneity: Tau2 = 1.07; Chi2 = 8.38, df = 3 (P = 0.04); I2 =64%


Test for overall effect: Z = 1.35 (P = 0.18)


5 Endocrinology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


6 Infectious diseases


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


7 Rheumatology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


8 Haematology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


9 Nephrology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


10 Gastroenterologic surgery


Chen 1995a 8 1.3 (0.1) 4 -6.7 (0.4) 1.9 % 8.00 [ 7.60, 8.40 ]


Chen 1995b 8 -4.2 (0.3) 4 -6.7 (0.4) 1.9 % 2.50 [ 2.06, 2.94 ]


Chen 2000a 10 -0.8 (0.6) 10 -5.9 (0.1) 1.9 % 5.10 [ 4.72, 5.48 ]


Chen 2000b 10 -1.1 (0.7) 10 -5.9 (0.1) 1.9 % 4.80 [ 4.36, 5.24 ]


Ding 2009 21 -3.22 (1.8) 21 -5.58 (1.4) 1.8 % 2.36 [ 1.38, 3.34 ]


Elbers 1997 10 68.29 (12.14) 10 62.2 (6.86) 0.5 % 6.09 [ -2.55, 14.73 ]


Hoffmann 1988 43 -1 (0) 16 -3.8 (0) Not estimable


Hwang 1991 12 51.9 (10) 12 53 (7.3) 0.6 % -1.10 [ -8.11, 5.91 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Jensen 1982 10 1.5 (2.2) 10 -2.9 (1.7) 1.7 % 4.40 [ 2.68, 6.12 ]


Ji 1999 20 59.53 (8.25) 10 49.7 (7.58) 0.8 % 9.83 [ 3.90, 15.76 ]


Jiang 2006a 24 2.4 (0.2) 22 6.3 (1.3) 1.9 % -3.90 [ -4.45, -3.35 ]


Jiang 2006b 23 5.7 (0.7) 22 6.3 (1.3) 1.9 % -0.60 [ -1.21, 0.01 ]


Keele 1997 38 64 (11.6) 39 66.1 (13) 0.8 % -2.10 [ -7.60, 3.40 ]


Li 1998 10 59.9 (3.5) 10 58.8 (4.5) 1.2 % 1.10 [ -2.43, 4.63 ]


Lidder 2013a 32 70.83 (16.67) 30 73.03 (13.91) 0.6 % -2.20 [ -9.82, 5.42 ]


Lidder 2013b 27 71.68 (16.29) 31 72.21 (12.82) 0.6 % -0.53 [ -8.15, 7.09 ]


Liu 1990 6 2 (0.7) 6 4.1 (1.65) 1.7 % -2.10 [ -3.53, -0.67 ]


MacFie 2000 27 63 (7.88) 25 67 (5.36) 1.2 % -4.00 [ -7.64, -0.36 ]


Malhotra 2004 98 3.1 (0) 97 5.1 (0) Not estimable


Page 2002 20 69.3 (13.8) 20 65.7 (18.2) 0.4 % 3.60 [ -6.41, 13.61 ]


Saluja 2002a 10 2.6 (0.5) 10 2.5 (0.74) 1.9 % 0.10 [ -0.45, 0.65 ]


Saluja 2002b 10 3.35 (0.91) 10 2.35 (2.14) 1.7 % 1.00 [ -0.44, 2.44 ]


Saluja 2002c 10 2.15 (1) 10 4.6 (2.4) 1.7 % -2.45 [ -4.06, -0.84 ]


Thompson 1981 12 0.05 (2.2) 9 -3.8 (2.7) 1.6 % 3.85 [ 1.69, 6.01 ]


Tong 2006a 45 61.95 (5.42) 18 58.08 (6.01) 1.3 % 3.87 [ 0.67, 7.07 ]


Tong 2006b 45 61.91 (4.87) 18 58.08 (6.01) 1.3 % 3.83 [ 0.71, 6.95 ]


Vaithiswaran 2008 30 -0.03 (1.01) 31 -0.09 (0.64) 1.9 % 0.06 [ -0.37, 0.49 ]


Wang 1996a 12 2.92 (0.72) 12 4.56 (0.5) 1.9 % -1.64 [ -2.14, -1.14 ]


Wang 1996b 12 3.25 (0.99) 12 4.56 (0.5) 1.9 % -1.31 [ -1.94, -0.68 ]


Williams 1983 7 -0.61 (1.5) 7 -2.8 (1.2) 1.7 % 2.19 [ 0.77, 3.61 ]


Wood 1989a 15 -5.1 (2.7) 8 -2.5 (1.98) 1.6 % -2.60 [ -4.54, -0.66 ]


Wood 1989b 15 -2.2 (1.9) 7 -2.5 (1.85) 1.7 % 0.30 [ -1.37, 1.97 ]


Woolfson 1989 50 67.2 (10.2) 45 66.9 (13.2) 1.0 % 0.30 [ -4.48, 5.08 ]


Zelic 2012 22 -0.9 (5.57) 23 -5.2 (5.87) 1.3 % 4.30 [ 0.96, 7.64 ]


Zhong 2006a 21 64.2 (9.34) 21 63.4 (7.65) 0.9 % 0.80 [ -4.36, 5.96 ]


Subtotal (95% CI) 773 650 46.3 % 1.26 [ -0.12, 2.63 ]


Heterogeneity: Tau2 = 13.47; Chi2 = 2369.74, df = 32 (P<0.00001); I2 =99%


Test for overall effect: Z = 1.80 (P = 0.073)


11 Trauma surgery


Subtotal (95% CI) 0 0 Not estimable
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Heterogeneity: not applicable


Test for overall effect: not applicable


12 Ortopaedics


Bastow 1983a 39 2.8 (1.9) 35 1.2 (3.1) 1.8 % 1.60 [ 0.41, 2.79 ]


Bastow 1983b 25 4.9 (2.3) 23 0.7 (2.6) 1.7 % 4.20 [ 2.81, 5.59 ]


Brown 1992 5 -1.19 (3.64) 5 -4.2 (1.05) 1.3 % 3.01 [ -0.31, 6.33 ]


Luo 2011 22 2.4 (0.7) 24 0.9 (1.65) 1.8 % 1.50 [ 0.78, 2.22 ]


Miller 2006a 24 -0.9 (4.8) 25 -5.2 (6.1) 1.4 % 4.30 [ 1.23, 7.37 ]


Miller 2006b 23 -2.6 (5.14) 25 -1.8 (5.48) 1.4 % -0.80 [ -3.80, 2.20 ]


Xie 2014 60 54.71 (10.1) 60 47.3 (8.8) 1.3 % 7.41 [ 4.02, 10.80 ]


Subtotal (95% CI) 198 197 10.7 % 2.79 [ 1.36, 4.23 ]


Heterogeneity: Tau2 = 2.45; Chi2 = 27.33, df = 6 (P = 0.00013); I2 =78%


Test for overall effect: Z = 3.82 (P = 0.00014)


13 Plastic, reconstructive, and aesthetic surgery


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


14 Vascular surgery


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


15 Transplant surgery


Lough 1990 14 56.2 (7.7) 15 60.8 (19.4) 0.3 % -4.60 [ -15.21, 6.01 ]


Subtotal (95% CI) 14 15 0.3 % -4.60 [ -15.21, 6.01 ]


Heterogeneity: not applicable


Test for overall effect: Z = 0.85 (P = 0.40)


16 Urology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


17 Thoracic surgery


Carr 1996 14 -0.5 (0.2) 14 -1.8 (0.3) 1.9 % 1.30 [ 1.11, 1.49 ]


Dong 1996 256 51.8 (1.3) 264 53 (3.5) 1.9 % -1.20 [ -1.65, -0.75 ]


Subtotal (95% CI) 270 278 3.7 % 0.06 [ -2.39, 2.51 ]


Heterogeneity: Tau2 = 3.09; Chi2 = 100.34, df = 1 (P<0.00001); I2 =99%


Test for overall effect: Z = 0.05 (P = 0.96)


18 Neurological surgery
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Liu 2008 24 60.78 (7.88) 24 50.25 (5.36) 1.2 % 10.53 [ 6.72, 14.34 ]


Subtotal (95% CI) 24 24 1.2 % 10.53 [ 6.72, 14.34 ]


Heterogeneity: not applicable


Test for overall effect: Z = 5.41 (P < 0.00001)


19 Oro-maxillo-facial surgery


Bokhorst-de 2000 15 0.5 (2.3) 17 -0.1 (2.6) 1.7 % 0.60 [ -1.10, 2.30 ]


Subtotal (95% CI) 15 17 1.7 % 0.60 [ -1.10, 2.30 ]


Heterogeneity: not applicable


Test for overall effect: Z = 0.69 (P = 0.49)


20 Anaesthesiology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


21 Emergency medicine


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


22 Psychiatry


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


23 Neurology


Abalan 1992 15 48.9 (9.2) 14 46.3 (10.7) 0.6 % 2.60 [ -4.69, 9.89 ]


Aquilani 2008 24 64.4 (9) 24 65.9 (8.8) 0.9 % -1.50 [ -6.54, 3.54 ]


F rli 2001 18 1.2 (0) 19 0 (0) Not estimable


Gariballa 1998 18 57.5 (9) 13 56.3 (8.4) 0.7 % 1.20 [ -4.98, 7.38 ]


Rabadi 2008 51 68.8 (12.6) 51 66.9 (14.7) 0.9 % 1.90 [ -3.41, 7.21 ]


Subtotal (95% CI) 126 121 3.1 % 0.74 [ -2.15, 3.63 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 1.21, df = 3 (P = 0.75); I2 =0.0%


Test for overall effect: Z = 0.50 (P = 0.62)


24 Oncology


Drott 1988 12 68.8 (5.88) 11 69.8 (9.28) 0.7 % -1.00 [ -7.41, 5.41 ]


Subtotal (95% CI) 12 11 0.7 % -1.00 [ -7.41, 5.41 ]


Heterogeneity: not applicable


Test for overall effect: Z = 0.31 (P = 0.76)


25 Dermatology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Test for overall effect: not applicable


26 Gynaecology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


27 Mixed


Arias 2008 149 56 (11.43) 149 58.34 (11.67) 1.5 % -2.34 [ -4.96, 0.28 ]


Huynh 2015 77 1.03 (2.3) 70 0.6 (1.4) 1.9 % 0.43 [ -0.18, 1.04 ]


Johansen 2004 53 -0.22 (3.9) 42 0.1 (2) 1.8 % -0.32 [ -1.53, 0.89 ]


McWhirter 1996a 35 2.9 (0) 13 -2.5 (0) Not estimable


McWhirter 1996b 25 3.3 (0) 13 -2.5 (0) Not estimable


Munk 2014 44 0.4 (2.6) 40 -0.4 (2) 1.8 % 0.80 [ -0.19, 1.79 ]


Starke 2011 66 68.1 (15.9) 66 64.7 (16) 0.8 % 3.40 [ -2.04, 8.84 ]


Subtotal (95% CI) 449 393 7.7 % 0.21 [ -0.58, 1.00 ]


Heterogeneity: Tau2 = 0.32; Chi2 = 7.28, df = 4 (P = 0.12); I2 =45%


Test for overall effect: Z = 0.52 (P = 0.61)


Total (95% CI) 2829 2616 100.0 % 1.32 [ 0.65, 2.00 ]


Heterogeneity: Tau2 = 6.32; Chi2 = 2967.33, df = 73 (P<0.00001); I2 =98%


Test for overall effect: Z = 3.84 (P = 0.00012)


Test for subgroup differences: Chi2 = 36.72, df = 11 (P = 0.00), I2 =70%
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Analysis 33.5. Comparison 33 Weight - end of intervention, Outcome 5 Weight - based on adequacy of the


amount of calories.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 33 Weight - end of intervention


Outcome: 5 Weight - based on adequacy of the amount of calories


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 Clearly adequate in intervention and clearly inadequate in control


Aquilani 2008 24 64.4 (9) 24 65.9 (8.8) 0.9 % -1.50 [ -6.54, 3.54 ]


Chen 2000a 10 -0.8 (0.6) 10 -5.9 (0.1) 1.9 % 5.10 [ 4.72, 5.48 ]


Chen 2000b 10 -1.1 (0.7) 10 -5.9 (0.1) 1.9 % 4.80 [ 4.36, 5.24 ]


Gariballa 1998 18 57.5 (9) 13 56.3 (8.4) 0.7 % 1.20 [ -4.98, 7.38 ]


Gazzotti 2003 34 0.28 (3.8) 35 -1.23 (2.5) 1.7 % 1.51 [ -0.01, 3.03 ]


Holyday 2012 71 -0.9 (0.6) 72 -0.9 (0.4) 1.9 % 0.0 [ -0.17, 0.17 ]


Keele 1997 38 64 (11.6) 39 66.1 (13) 0.8 % -2.10 [ -7.60, 3.40 ]


Lough 1990 14 56.2 (7.7) 15 60.8 (19.4) 0.3 % -4.60 [ -15.21, 6.01 ]


Malhotra 2004 98 3.1 (0) 97 5.1 (0) Not estimable


McWhirter 1996a 35 2.9 (0) 13 -2.5 (0) Not estimable


McWhirter 1996b 25 3.3 (0) 13 -2.5 (0) Not estimable


Munk 2014 44 0.4 (2.6) 40 -0.4 (2) 1.8 % 0.80 [ -0.19, 1.79 ]


Neelemaat 2012 73 64.7 (14.4) 73 61 (12.2) 1.1 % 3.70 [ -0.63, 8.03 ]


Page 2002 20 69.3 (13.8) 20 65.7 (18.2) 0.4 % 3.60 [ -6.41, 13.61 ]


Starke 2011 66 68.1 (15.9) 66 64.7 (16) 0.8 % 3.40 [ -2.04, 8.84 ]


Summerbell 1993 7 47.1 (9.2) 7 37.8 (7.8) 0.4 % 9.30 [ 0.36, 18.24 ]


Wang 1996a 12 2.92 (0.72) 12 4.56 (0.5) 1.9 % -1.64 [ -2.14, -1.14 ]


Wang 1996b 12 3.25 (0.99) 12 4.56 (0.5) 1.9 % -1.31 [ -1.94, -0.68 ]


Whittaker 1990 6 2.4 (2) 4 -0.6 (0.8) 1.7 % 3.00 [ 1.22, 4.78 ]


Woolfson 1989 50 67.2 (10.2) 45 66.9 (13.2) 1.0 % 0.30 [ -4.48, 5.08 ]


Subtotal (95% CI) 667 620 21.0 % 1.46 [ -0.19, 3.12 ]


Heterogeneity: Tau2 = 8.38; Chi2 = 1055.13, df = 16 (P<0.00001); I2 =98%


Test for overall effect: Z = 1.74 (P = 0.082)


2 Inadequate in the experimental or adequate in the control


Abalan 1992 15 48.9 (9.2) 14 46.3 (10.7) 0.6 % 2.60 [ -4.69, 9.89 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Bastow 1983a 39 2.8 (1.9) 35 1.2 (3.1) 1.8 % 1.60 [ 0.41, 2.79 ]


Bastow 1983b 25 4.9 (2.3) 23 0.7 (2.6) 1.7 % 4.20 [ 2.81, 5.59 ]


Bokhorst-de 2000 15 0.5 (2.3) 17 -0.1 (2.6) 1.7 % 0.60 [ -1.10, 2.30 ]


Ding 2009 21 -3.22 (1.8) 21 -5.58 (1.4) 1.8 % 2.36 [ 1.38, 3.34 ]


F rli 2001 18 1.2 (0) 19 0 (0) Not estimable


Hickson 2004 292 -0.92 (0) 300 -0.9 (0) Not estimable


Johansen 2004 53 -0.22 (3.9) 42 0.1 (2) 1.8 % -0.32 [ -1.53, 0.89 ]


Kawaguchi 2008 18 -0.8 (1.6) 11 -0.95 (1.1) 1.8 % 0.15 [ -0.83, 1.13 ]


Ljunggren 2012 19 0.3 (16.29) 20 0.4 (12.82) 0.4 % -0.10 [ -9.33, 9.13 ]


MacFie 2000 27 63 (7.88) 25 67 (5.36) 1.2 % -4.00 [ -7.64, -0.36 ]


Potter 2001 142 0.4 (2.6) 151 -0.5 (2.9) 1.9 % 0.90 [ 0.27, 1.53 ]


Rabadi 2008 51 68.8 (12.6) 51 66.9 (14.7) 0.9 % 1.90 [ -3.41, 7.21 ]


Ryan 1993 6 2.4 (14.4) 4 -0.6 (12.2) 0.2 % 3.00 [ -13.60, 19.60 ]


Saluja 2002a 10 2.6 (0.5) 10 2.5 (0.74) 1.9 % 0.10 [ -0.45, 0.65 ]


Saluja 2002b 10 3.35 (0.91) 10 2.35 (2.14) 1.7 % 1.00 [ -0.44, 2.44 ]


Saluja 2002c 10 2.15 (1) 10 4.6 (2.4) 1.7 % -2.45 [ -4.06, -0.84 ]


Vermeeren 2004 23 1.37 (1.3) 24 1.12 (1.2) 1.8 % 0.25 [ -0.47, 0.97 ]


Zelic 2012 22 -0.9 (5.57) 23 -5.2 (5.87) 1.3 % 4.30 [ 0.96, 7.64 ]


Subtotal (95% CI) 816 810 24.1 % 0.79 [ 0.06, 1.51 ]


Heterogeneity: Tau2 = 1.34; Chi2 = 74.12, df = 16 (P<0.00001); I2 =78%


Test for overall effect: Z = 2.11 (P = 0.035)


3 Experimental group is overfed


Bunout 1989 17 -6.29 (6.2) 19 -4.7 (7.8) 1.0 % -1.59 [ -6.17, 2.99 ]


Carver 1995 20 50.1 (7.1) 20 45.9 (5.5) 1.1 % 4.20 [ 0.26, 8.14 ]


Kearns 1992 16 72 (20) 15 72 (16) 0.2 % 0.0 [ -12.71, 12.71 ]


Li 1998 10 59.9 (3.5) 10 58.8 (4.5) 1.2 % 1.10 [ -2.43, 4.63 ]


Saudny-Unterberger 1997 14 0.209 (2.5) 10 0.08 (0.63) 1.7 % 0.13 [ -1.24, 1.50 ]


Subtotal (95% CI) 77 74 5.4 % 0.64 [ -0.86, 2.13 ]


Heterogeneity: Tau2 = 0.47; Chi2 = 4.59, df = 4 (P = 0.33); I2 =13%


Test for overall effect: Z = 0.83 (P = 0.40)


4 Unclear intake in control or experimental


Arias 2008 149 56 (11.43) 149 58.34 (11.67) 1.5 % -2.34 [ -4.96, 0.28 ]


Brown 1992 5 -1.19 (3.64) 5 -4.2 (1.05) 1.3 % 3.01 [ -0.31, 6.33 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Carr 1996 14 -0.5 (0.2) 14 -1.8 (0.3) 1.9 % 1.30 [ 1.11, 1.49 ]


Chen 1995a 8 1.3 (0.1) 4 -6.7 (0.4) 1.9 % 8.00 [ 7.60, 8.40 ]


Chen 1995b 8 -4.2 (0.3) 4 -6.7 (0.4) 1.9 % 2.50 [ 2.06, 2.94 ]


De Sousa 2012 20 51.8 (10.8) 15 51.2 (5.5) 0.8 % 0.60 [ -4.89, 6.09 ]


Dong 1996 256 51.8 (1.3) 264 53 (3.5) 1.9 % -1.20 [ -1.65, -0.75 ]


Drott 1988 12 68.8 (5.88) 11 69.8 (9.28) 0.7 % -1.00 [ -7.41, 5.41 ]


Elbers 1997 10 68.29 (12.14) 10 62.2 (6.86) 0.5 % 6.09 [ -2.55, 14.73 ]


Fan 1994 64 55 (0) 60 55 (0) Not estimable


Hoffmann 1988 43 -1 (0) 16 -3.8 (0) Not estimable


Huynh 2015 77 1.03 (2.3) 70 0.6 (1.4) 1.9 % 0.43 [ -0.18, 1.04 ]


Hwang 1991 12 51.9 (10) 12 53 (7.3) 0.6 % -1.10 [ -8.11, 5.91 ]


Jensen 1982 10 1.5 (2.2) 10 -2.9 (1.7) 1.7 % 4.40 [ 2.68, 6.12 ]


Ji 1999 20 59.53 (8.25) 10 49.7 (7.58) 0.8 % 9.83 [ 3.90, 15.76 ]


Jiang 2006a 24 2.4 (0.2) 22 6.3 (1.3) 1.9 % -3.90 [ -4.45, -3.35 ]


Jiang 2006b 23 5.7 (0.7) 22 6.3 (1.3) 1.9 % -0.60 [ -1.21, 0.01 ]


Lidder 2013a 32 70.83 (16.67) 30 73.03 (13.91) 0.6 % -2.20 [ -9.82, 5.42 ]


Lidder 2013b 27 71.68 (16.29) 31 72.21 (12.82) 0.6 % -0.53 [ -8.15, 7.09 ]


Liu 1990 6 2 (0.7) 6 4.1 (1.65) 1.7 % -2.10 [ -3.53, -0.67 ]


Liu 2008 24 60.78 (7.88) 24 50.25 (5.36) 1.2 % 10.53 [ 6.72, 14.34 ]


Luo 2011 22 2.4 (0.7) 24 0.9 (1.65) 1.8 % 1.50 [ 0.78, 2.22 ]


McEvoy 1982 26 -0.2 (2.6) 25 1.5 (2.4) 1.7 % -1.70 [ -3.07, -0.33 ]


Miller 2006a 24 -0.9 (4.8) 25 -5.2 (6.1) 1.4 % 4.30 [ 1.23, 7.37 ]


Miller 2006b 23 -2.6 (5.14) 25 -1.8 (5.48) 1.4 % -0.80 [ -3.80, 2.20 ]


Moreno 2016 24 -0.9 (4.74) 25 -5.2 (6.12) 1.4 % 4.30 [ 1.24, 7.36 ]


Thompson 1981 12 0.05 (2.2) 9 -3.8 (2.7) 1.6 % 3.85 [ 1.69, 6.01 ]


Tong 2006a 45 61.95 (5.42) 18 58.08 (6.01) 1.3 % 3.87 [ 0.67, 7.07 ]


Tong 2006b 45 61.91 (4.87) 18 58.08 (6.01) 1.3 % 3.83 [ 0.71, 6.95 ]


Vaithiswaran 2008 30 -0.03 (1.01) 31 -0.09 (0.64) 1.9 % 0.06 [ -0.37, 0.49 ]


Williams 1983 7 -0.61 (1.5) 7 -2.8 (1.2) 1.7 % 2.19 [ 0.77, 3.61 ]


Wood 1989a 15 -5.1 (2.7) 8 -2.5 (1.98) 1.6 % -2.60 [ -4.54, -0.66 ]


Wood 1989b 15 -2.2 (1.9) 7 -2.5 (1.85) 1.7 % 0.30 [ -1.37, 1.97 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Xie 2014 60 54.71 (10.1) 60 47.3 (8.8) 1.3 % 7.41 [ 4.02, 10.80 ]


Zheng 2001a 30 -2.1 (0.9) 10 -3.3 (1.7) 1.8 % 1.20 [ 0.10, 2.30 ]


Zheng 2001b 26 -2.5 (1.1) 10 -3.3 (1.7) 1.8 % 0.80 [ -0.34, 1.94 ]


Zhong 2006a 21 64.2 (9.34) 21 63.4 (7.65) 0.9 % 0.80 [ -4.36, 5.96 ]


Subtotal (95% CI) 1269 1112 49.5 % 1.61 [ 0.50, 2.72 ]


Heterogeneity: Tau2 = 8.92; Chi2 = 1801.30, df = 34 (P<0.00001); I2 =98%


Test for overall effect: Z = 2.85 (P = 0.0044)


Total (95% CI) 2829 2616 100.0 % 1.32 [ 0.65, 2.00 ]


Heterogeneity: Tau2 = 6.32; Chi2 = 2967.33, df = 73 (P<0.00001); I2 =98%


Test for overall effect: Z = 3.84 (P = 0.00012)


Test for subgroup differences: Chi2 = 2.02, df = 3 (P = 0.57), I2 =0.0%
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Analysis 33.6. Comparison 33 Weight - end of intervention, Outcome 6 Weight - different screening tools.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 33 Weight - end of intervention


Outcome: 6 Weight - different screening tools


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 NRS 2002


Ding 2009 21 -3.22 (1.8) 21 -5.58 (1.4) 1.8 % 2.36 [ 1.38, 3.34 ]


Johansen 2004 53 -0.22 (3.9) 42 0.1 (2) 1.8 % -0.32 [ -1.53, 0.89 ]


Munk 2014 44 0.4 (2.6) 40 -0.4 (2) 1.8 % 0.80 [ -0.19, 1.79 ]


Starke 2011 66 68.1 (15.9) 66 64.7 (16) 0.8 % 3.40 [ -2.04, 8.84 ]


Subtotal (95% CI) 184 169 6.2 % 1.12 [ -0.29, 2.53 ]


Heterogeneity: Tau2 = 1.36; Chi2 = 12.71, df = 3 (P = 0.01); I2 =76%


Test for overall effect: Z = 1.55 (P = 0.12)


2 MUST


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


3 MNA


De Sousa 2012 20 51.8 (10.8) 15 51.2 (5.5) 0.8 % 0.60 [ -4.89, 6.09 ]


Gazzotti 2003 34 0.28 (3.8) 35 -1.23 (2.5) 1.7 % 1.51 [ -0.01, 3.03 ]


Subtotal (95% CI) 54 50 2.6 % 1.45 [ -0.02, 2.91 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 0.10, df = 1 (P = 0.75); I2 =0.0%


Test for overall effect: Z = 1.93 (P = 0.054)


4 SGA


Arias 2008 149 56 (11.43) 149 58.34 (11.67) 1.5 % -2.34 [ -4.96, 0.28 ]


Huynh 2015 77 1.03 (2.3) 70 0.6 (1.4) 1.9 % 0.43 [ -0.18, 1.04 ]


Subtotal (95% CI) 226 219 3.3 % -0.65 [ -3.30, 2.00 ]


Heterogeneity: Tau2 = 2.89; Chi2 = 4.07, df = 1 (P = 0.04); I2 =75%


Test for overall effect: Z = 0.48 (P = 0.63)


5 Other means


Abalan 1992 15 48.9 (9.2) 14 46.3 (10.7) 0.6 % 2.60 [ -4.69, 9.89 ]


Aquilani 2008 24 64.4 (9) 24 65.9 (8.8) 0.9 % -1.50 [ -6.54, 3.54 ]


Bastow 1983a 39 2.8 (1.9) 35 1.2 (3.1) 1.8 % 1.60 [ 0.41, 2.79 ]


Bastow 1983b 25 4.9 (2.3) 23 0.7 (2.6) 1.7 % 4.20 [ 2.81, 5.59 ]


Bokhorst-de 2000 15 0.5 (2.3) 17 -0.1 (2.6) 1.7 % 0.60 [ -1.10, 2.30 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Brown 1992 5 -1.19 (3.64) 5 -4.2 (1.05) 1.3 % 3.01 [ -0.31, 6.33 ]


Bunout 1989 17 -6.29 (6.2) 19 -4.7 (7.8) 1.0 % -1.59 [ -6.17, 2.99 ]


Carr 1996 14 -0.5 (0.2) 14 -1.8 (0.3) 1.9 % 1.30 [ 1.11, 1.49 ]


Carver 1995 20 50.1 (7.1) 20 45.9 (5.5) 1.1 % 4.20 [ 0.26, 8.14 ]


Chen 1995a 8 1.3 (0.1) 4 -6.7 (0.4) 1.9 % 8.00 [ 7.60, 8.40 ]


Chen 1995b 8 -4.2 (0.3) 4 -6.7 (0.4) 1.9 % 2.50 [ 2.06, 2.94 ]


Chen 2000a 10 -0.8 (0.6) 10 -5.9 (0.1) 1.9 % 5.10 [ 4.72, 5.48 ]


Chen 2000b 10 -1.1 (0.7) 10 -5.9 (0.1) 1.9 % 4.80 [ 4.36, 5.24 ]


Dong 1996 256 51.8 (1.3) 264 53 (3.5) 1.9 % -1.20 [ -1.65, -0.75 ]


Drott 1988 12 68.8 (5.88) 11 69.8 (9.28) 0.7 % -1.00 [ -7.41, 5.41 ]


Elbers 1997 10 68.29 (12.14) 10 62.2 (6.86) 0.5 % 6.09 [ -2.55, 14.73 ]


Fan 1994 64 55 (0) 60 55 (0) Not estimable


F rli 2001 18 1.2 (0) 19 0 (0) Not estimable


Gariballa 1998 18 57.5 (9) 13 56.3 (8.4) 0.7 % 1.20 [ -4.98, 7.38 ]


Hickson 2004 292 -0.92 (0) 300 -0.9 (0) Not estimable


Hoffmann 1988 43 -1 (0) 16 -3.8 (0) Not estimable


Holyday 2012 71 -0.9 (0.6) 72 -0.9 (0.4) 1.9 % 0.0 [ -0.17, 0.17 ]


Hwang 1991 12 51.9 (10) 12 53 (7.3) 0.6 % -1.10 [ -8.11, 5.91 ]


Jensen 1982 10 1.5 (2.2) 10 -2.9 (1.7) 1.7 % 4.40 [ 2.68, 6.12 ]


Ji 1999 20 59.53 (8.25) 10 49.7 (7.58) 0.8 % 9.83 [ 3.90, 15.76 ]


Jiang 2006a 24 2.4 (0.2) 22 6.3 (1.3) 1.9 % -3.90 [ -4.45, -3.35 ]


Jiang 2006b 23 5.7 (0.7) 22 6.3 (1.3) 1.9 % -0.60 [ -1.21, 0.01 ]


Kawaguchi 2008 18 -0.8 (1.6) 11 -0.95 (1.1) 1.8 % 0.15 [ -0.83, 1.13 ]


Kearns 1992 16 72 (20) 15 72 (16) 0.2 % 0.0 [ -12.71, 12.71 ]


Keele 1997 38 64 (11.6) 39 66.1 (13) 0.8 % -2.10 [ -7.60, 3.40 ]


Li 1998 10 59.9 (3.5) 10 58.8 (4.5) 1.2 % 1.10 [ -2.43, 4.63 ]


Lidder 2013a 32 70.83 (16.67) 30 73.03 (13.91) 0.6 % -2.20 [ -9.82, 5.42 ]


Lidder 2013b 27 71.68 (16.29) 31 72.21 (12.82) 0.6 % -0.53 [ -8.15, 7.09 ]


Liu 1990 6 2 (0.7) 6 4.1 (1.65) 1.7 % -2.10 [ -3.53, -0.67 ]


Liu 2008 24 60.78 (7.88) 24 50.25 (5.36) 1.2 % 10.53 [ 6.72, 14.34 ]


Ljunggren 2012 19 0.3 (16.29) 20 0.4 (12.82) 0.4 % -0.10 [ -9.33, 9.13 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Lough 1990 14 56.2 (7.7) 15 60.8 (19.4) 0.3 % -4.60 [ -15.21, 6.01 ]


Luo 2011 22 2.4 (0.7) 24 0.9 (1.65) 1.8 % 1.50 [ 0.78, 2.22 ]


MacFie 2000 27 63 (7.88) 25 67 (5.36) 1.2 % -4.00 [ -7.64, -0.36 ]


Malhotra 2004 98 3.1 (0) 97 5.1 (0) Not estimable


McEvoy 1982 26 -0.2 (2.6) 25 1.5 (2.4) 1.7 % -1.70 [ -3.07, -0.33 ]


McWhirter 1996a 35 2.9 (0) 13 -2.5 (0) Not estimable


McWhirter 1996b 25 3.3 (0) 13 -2.5 (0) Not estimable


Miller 2006a 24 -0.9 (4.8) 25 -5.2 (6.1) 1.4 % 4.30 [ 1.23, 7.37 ]


Miller 2006b 23 -2.6 (5.14) 25 -1.8 (5.48) 1.4 % -0.80 [ -3.80, 2.20 ]


Moreno 2016 24 -0.9 (4.74) 25 -5.2 (6.12) 1.4 % 4.30 [ 1.24, 7.36 ]


Neelemaat 2012 73 64.7 (14.4) 73 61 (12.2) 1.1 % 3.70 [ -0.63, 8.03 ]


Page 2002 20 69.3 (13.8) 20 65.7 (18.2) 0.4 % 3.60 [ -6.41, 13.61 ]


Potter 2001 142 0.4 (2.6) 151 -0.5 (2.9) 1.9 % 0.90 [ 0.27, 1.53 ]


Rabadi 2008 51 68.8 (12.6) 51 66.9 (14.7) 0.9 % 1.90 [ -3.41, 7.21 ]


Ryan 1993 6 2.4 (14.4) 4 -0.6 (12.2) 0.2 % 3.00 [ -13.60, 19.60 ]


Saluja 2002a 10 2.6 (0.5) 10 2.5 (0.74) 1.9 % 0.10 [ -0.45, 0.65 ]


Saluja 2002b 10 3.35 (0.91) 10 2.35 (2.14) 1.7 % 1.00 [ -0.44, 2.44 ]


Saluja 2002c 10 2.15 (1) 10 4.6 (2.4) 1.7 % -2.45 [ -4.06, -0.84 ]


Saudny-Unterberger 1997 14 0.209 (2.5) 10 0.08 (0.63) 1.7 % 0.13 [ -1.24, 1.50 ]


Summerbell 1993 7 47.1 (9.2) 7 37.8 (7.8) 0.4 % 9.30 [ 0.36, 18.24 ]


Thompson 1981 12 0.05 (2.2) 9 -3.8 (2.7) 1.6 % 3.85 [ 1.69, 6.01 ]


Tong 2006a 45 61.95 (5.42) 18 58.08 (6.01) 1.3 % 3.87 [ 0.67, 7.07 ]


Tong 2006b 45 61.91 (4.87) 18 58.08 (6.01) 1.3 % 3.83 [ 0.71, 6.95 ]


Vaithiswaran 2008 30 -0.03 (1.01) 31 -0.09 (0.64) 1.9 % 0.06 [ -0.37, 0.49 ]


Vermeeren 2004 23 1.37 (1.3) 24 1.12 (1.2) 1.8 % 0.25 [ -0.47, 0.97 ]


Wang 1996a 12 2.92 (0.72) 12 4.56 (0.5) 1.9 % -1.64 [ -2.14, -1.14 ]


Wang 1996b 12 3.25 (0.99) 12 4.56 (0.5) 1.9 % -1.31 [ -1.94, -0.68 ]


Whittaker 1990 6 2.4 (2) 4 -0.6 (0.8) 1.7 % 3.00 [ 1.22, 4.78 ]


Williams 1983 7 -0.61 (1.5) 7 -2.8 (1.2) 1.7 % 2.19 [ 0.77, 3.61 ]


Wood 1989a 15 -5.1 (2.7) 8 -2.5 (1.98) 1.6 % -2.60 [ -4.54, -0.66 ]


Wood 1989b 15 -2.2 (1.9) 7 -2.5 (1.85) 1.7 % 0.30 [ -1.37, 1.97 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Woolfson 1989 50 67.2 (10.2) 45 66.9 (13.2) 1.0 % 0.30 [ -4.48, 5.08 ]


Xie 2014 60 54.71 (10.1) 60 47.3 (8.8) 1.3 % 7.41 [ 4.02, 10.80 ]


Zelic 2012 22 -0.9 (5.57) 23 -5.2 (5.87) 1.3 % 4.30 [ 0.96, 7.64 ]


Zheng 2001a 30 -2.1 (0.9) 10 -3.3 (1.7) 1.8 % 1.20 [ 0.10, 2.30 ]


Zheng 2001b 26 -2.5 (1.1) 10 -3.3 (1.7) 1.8 % 0.80 [ -0.34, 1.94 ]


Zhong 2006a 21 64.2 (9.34) 21 63.4 (7.65) 0.9 % 0.80 [ -4.36, 5.96 ]


Subtotal (95% CI) 2365 2178 87.9 % 1.41 [ 0.68, 2.15 ]


Heterogeneity: Tau2 = 6.67; Chi2 = 2942.67, df = 65 (P<0.00001); I2 =98%


Test for overall effect: Z = 3.76 (P = 0.00017)


Total (95% CI) 2829 2616 100.0 % 1.32 [ 0.65, 2.00 ]


Heterogeneity: Tau2 = 6.32; Chi2 = 2967.33, df = 73 (P<0.00001); I2 =98%


Test for overall effect: Z = 3.84 (P = 0.00012)


Test for subgroup differences: Chi2 = 2.26, df = 3 (P = 0.52), I2 =0.0%
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Analysis 33.7. Comparison 33 Weight - end of intervention, Outcome 7 Weight - participants characterised


as ’at nutritional risk’ due to one of the following conditions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 33 Weight - end of intervention


Outcome: 7 Weight - participants characterised as ’at nutritional risk’ due to one of the following conditions


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 Major surgery


Bastow 1983a 39 2.8 (1.9) 35 1.2 (3.1) 1.8 % 1.60 [ 0.41, 2.79 ]


Bastow 1983b 25 4.9 (2.3) 23 0.7 (2.6) 1.7 % 4.20 [ 2.81, 5.59 ]


Brown 1992 5 -1.19 (3.64) 5 -4.2 (1.05) 1.3 % 3.01 [ -0.31, 6.33 ]


Carr 1996 14 -0.5 (0.2) 14 -1.8 (0.3) 1.9 % 1.30 [ 1.11, 1.49 ]


Chen 1995a 8 1.3 (0.1) 4 -6.7 (0.4) 1.9 % 8.00 [ 7.60, 8.40 ]


Chen 1995b 8 -4.2 (0.3) 4 -6.7 (0.4) 1.9 % 2.50 [ 2.06, 2.94 ]


Chen 2000a 10 -0.8 (0.6) 10 -5.9 (0.1) 1.9 % 5.10 [ 4.72, 5.48 ]


Chen 2000b 10 -1.1 (0.7) 10 -5.9 (0.1) 1.9 % 4.80 [ 4.36, 5.24 ]


Dong 1996 256 51.8 (1.3) 264 53 (3.5) 1.9 % -1.20 [ -1.65, -0.75 ]


Elbers 1997 10 68.29 (12.14) 10 62.2 (6.86) 0.5 % 6.09 [ -2.55, 14.73 ]


Fan 1994 64 55 (0) 60 55 (0) Not estimable


F rli 2001 18 1.2 (0) 19 0 (0) Not estimable


Hoffmann 1988 43 -1 (0) 16 -3.8 (0) Not estimable


Jensen 1982 10 1.5 (2.2) 10 -2.9 (1.7) 1.7 % 4.40 [ 2.68, 6.12 ]


Ji 1999 20 59.53 (8.25) 10 49.7 (7.58) 0.8 % 9.83 [ 3.90, 15.76 ]


Jiang 2006a 24 2.4 (0.2) 22 6.3 (1.3) 1.9 % -3.90 [ -4.45, -3.35 ]


Jiang 2006b 23 5.7 (0.7) 22 6.3 (1.3) 1.9 % -0.60 [ -1.21, 0.01 ]


Keele 1997 38 64 (11.6) 39 66.1 (13) 0.8 % -2.10 [ -7.60, 3.40 ]


Li 1998 10 59.9 (3.5) 10 58.8 (4.5) 1.2 % 1.10 [ -2.43, 4.63 ]


Lidder 2013a 32 70.83 (16.67) 30 73.03 (13.91) 0.6 % -2.20 [ -9.82, 5.42 ]


Lidder 2013b 27 71.68 (16.29) 31 72.21 (12.82) 0.6 % -0.53 [ -8.15, 7.09 ]


Liu 1990 6 2 (0.7) 6 4.1 (1.65) 1.7 % -2.10 [ -3.53, -0.67 ]


Lough 1990 14 56.2 (7.7) 15 60.8 (19.4) 0.3 % -4.60 [ -15.21, 6.01 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


MacFie 2000 27 63 (7.88) 25 67 (5.36) 1.2 % -4.00 [ -7.64, -0.36 ]


Malhotra 2004 98 3.1 (0) 97 5.1 (0) Not estimable


Page 2002 20 69.3 (13.8) 20 65.7 (18.2) 0.4 % 3.60 [ -6.41, 13.61 ]


Saluja 2002a 10 2.6 (0.5) 10 2.5 (0.74) 1.9 % 0.10 [ -0.45, 0.65 ]


Saluja 2002b 10 3.35 (0.91) 10 2.35 (2.14) 1.7 % 1.00 [ -0.44, 2.44 ]


Saluja 2002c 10 2.15 (1) 10 4.6 (2.4) 1.7 % -2.45 [ -4.06, -0.84 ]


Thompson 1981 12 0.05 (2.2) 9 -3.8 (2.7) 1.6 % 3.85 [ 1.69, 6.01 ]


Tong 2006a 45 61.95 (5.42) 18 58.08 (6.01) 1.3 % 3.87 [ 0.67, 7.07 ]


Tong 2006b 45 61.91 (4.87) 18 58.08 (6.01) 1.3 % 3.83 [ 0.71, 6.95 ]


Vaithiswaran 2008 30 -0.03 (1.01) 31 -0.09 (0.64) 1.9 % 0.06 [ -0.37, 0.49 ]


Wang 1996a 12 2.92 (0.72) 12 4.56 (0.5) 1.9 % -1.64 [ -2.14, -1.14 ]


Wang 1996b 12 3.25 (0.99) 12 4.56 (0.5) 1.9 % -1.31 [ -1.94, -0.68 ]


Wood 1989a 15 -5.1 (2.7) 8 -2.5 (1.98) 1.6 % -2.60 [ -4.54, -0.66 ]


Wood 1989b 15 -2.2 (1.9) 7 -2.5 (1.85) 1.7 % 0.30 [ -1.37, 1.97 ]


Woolfson 1989 50 67.2 (10.2) 45 66.9 (13.2) 1.0 % 0.30 [ -4.48, 5.08 ]


Zelic 2012 22 -0.9 (5.57) 23 -5.2 (5.87) 1.3 % 4.30 [ 0.96, 7.64 ]


Zhong 2006a 21 64.2 (9.34) 21 63.4 (7.65) 0.9 % 0.80 [ -4.36, 5.96 ]


Subtotal (95% CI) 1168 1045 51.1 % 1.24 [ 0.11, 2.37 ]


Heterogeneity: Tau2 = 9.52; Chi2 = 2589.41, df = 35 (P<0.00001); I2 =99%


Test for overall effect: Z = 2.15 (P = 0.031)


2 Stroke


Aquilani 2008 24 64.4 (9) 24 65.9 (8.8) 0.9 % -1.50 [ -6.54, 3.54 ]


Gariballa 1998 18 57.5 (9) 13 56.3 (8.4) 0.7 % 1.20 [ -4.98, 7.38 ]


Rabadi 2008 51 68.8 (12.6) 51 66.9 (14.7) 0.9 % 1.90 [ -3.41, 7.21 ]


Subtotal (95% CI) 93 88 2.5 % 0.39 [ -2.75, 3.54 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 0.92, df = 2 (P = 0.63); I2 =0.0%


Test for overall effect: Z = 0.24 (P = 0.81)


3 ICU participants including trauma


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


4 Frail elderly participants with less severe conditions known to increase protein requirements


Gazzotti 2003 34 0.28 (3.8) 35 -1.23 (2.5) 1.7 % 1.51 [ -0.01, 3.03 ]


Hickson 2004 292 -0.92 (0) 300 -0.9 (0) Not estimable
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Ljunggren 2012 19 0.3 (16.29) 20 0.4 (12.82) 0.4 % -0.10 [ -9.33, 9.13 ]


Luo 2011 22 2.4 (0.7) 24 0.9 (1.65) 1.8 % 1.50 [ 0.78, 2.22 ]


Miller 2006a 24 -0.9 (4.8) 25 -5.2 (6.1) 1.4 % 4.30 [ 1.23, 7.37 ]


Miller 2006b 23 -2.6 (5.14) 25 -1.8 (5.48) 1.4 % -0.80 [ -3.80, 2.20 ]


Potter 2001 142 0.4 (2.6) 151 -0.5 (2.9) 1.9 % 0.90 [ 0.27, 1.53 ]


Xie 2014 60 54.71 (10.1) 60 47.3 (8.8) 1.3 % 7.41 [ 4.02, 10.80 ]


Subtotal (95% CI) 616 640 9.8 % 1.83 [ 0.71, 2.96 ]


Heterogeneity: Tau2 = 1.14; Chi2 = 20.04, df = 6 (P = 0.003); I2 =70%


Test for overall effect: Z = 3.18 (P = 0.0015)


5 Participants do not fall into one of the categories above


Abalan 1992 15 48.9 (9.2) 14 46.3 (10.7) 0.6 % 2.60 [ -4.69, 9.89 ]


Arias 2008 149 56 (11.43) 149 58.34 (11.67) 1.5 % -2.34 [ -4.96, 0.28 ]


Bokhorst-de 2000 15 0.5 (2.3) 17 -0.1 (2.6) 1.7 % 0.60 [ -1.10, 2.30 ]


Bunout 1989 17 -6.29 (6.2) 19 -4.7 (7.8) 1.0 % -1.59 [ -6.17, 2.99 ]


Carver 1995 20 50.1 (7.1) 20 45.9 (5.5) 1.1 % 4.20 [ 0.26, 8.14 ]


De Sousa 2012 20 51.8 (10.8) 15 51.2 (5.5) 0.8 % 0.60 [ -4.89, 6.09 ]


Ding 2009 21 -3.22 (1.8) 21 -5.58 (1.4) 1.8 % 2.36 [ 1.38, 3.34 ]


Drott 1988 12 68.8 (5.88) 11 69.8 (9.28) 0.7 % -1.00 [ -7.41, 5.41 ]


Holyday 2012 71 -0.9 (0.6) 72 -0.9 (0.4) 1.9 % 0.0 [ -0.17, 0.17 ]


Huynh 2015 77 1.03 (2.3) 70 0.6 (1.4) 1.9 % 0.43 [ -0.18, 1.04 ]


Hwang 1991 12 51.9 (10) 12 53 (7.3) 0.6 % -1.10 [ -8.11, 5.91 ]


Johansen 2004 53 -0.22 (3.9) 42 0.1 (2) 1.8 % -0.32 [ -1.53, 0.89 ]


Kawaguchi 2008 18 -0.8 (1.6) 11 -0.95 (1.1) 1.8 % 0.15 [ -0.83, 1.13 ]


Kearns 1992 16 72 (20) 15 72 (16) 0.2 % 0.0 [ -12.71, 12.71 ]


Liu 2008 24 60.78 (7.88) 24 50.25 (5.36) 1.2 % 10.53 [ 6.72, 14.34 ]


McEvoy 1982 26 -0.2 (2.6) 25 1.5 (2.4) 1.7 % -1.70 [ -3.07, -0.33 ]


McWhirter 1996a 35 2.9 (0) 13 -2.5 (0) Not estimable


McWhirter 1996b 25 3.3 (0) 13 -2.5 (0) Not estimable


Moreno 2016 24 -0.9 (4.74) 25 -5.2 (6.12) 1.4 % 4.30 [ 1.24, 7.36 ]


Munk 2014 44 0.4 (2.6) 40 -0.4 (2) 1.8 % 0.80 [ -0.19, 1.79 ]


Neelemaat 2012 73 64.7 (14.4) 73 61 (12.2) 1.1 % 3.70 [ -0.63, 8.03 ]


Ryan 1993 6 2.4 (14.4) 4 -0.6 (12.2) 0.2 % 3.00 [ -13.60, 19.60 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Saudny-Unterberger 1997 14 0.209 (2.5) 10 0.08 (0.63) 1.7 % 0.13 [ -1.24, 1.50 ]


Starke 2011 66 68.1 (15.9) 66 64.7 (16) 0.8 % 3.40 [ -2.04, 8.84 ]


Summerbell 1993 7 47.1 (9.2) 7 37.8 (7.8) 0.4 % 9.30 [ 0.36, 18.24 ]


Vermeeren 2004 23 1.37 (1.3) 24 1.12 (1.2) 1.8 % 0.25 [ -0.47, 0.97 ]


Whittaker 1990 6 2.4 (2) 4 -0.6 (0.8) 1.7 % 3.00 [ 1.22, 4.78 ]


Williams 1983 7 -0.61 (1.5) 7 -2.8 (1.2) 1.7 % 2.19 [ 0.77, 3.61 ]


Zheng 2001a 30 -2.1 (0.9) 10 -3.3 (1.7) 1.8 % 1.20 [ 0.10, 2.30 ]


Zheng 2001b 26 -2.5 (1.1) 10 -3.3 (1.7) 1.8 % 0.80 [ -0.34, 1.94 ]


Subtotal (95% CI) 952 843 36.6 % 0.93 [ 0.38, 1.48 ]


Heterogeneity: Tau2 = 0.95; Chi2 = 107.74, df = 27 (P<0.00001); I2 =75%


Test for overall effect: Z = 3.33 (P = 0.00086)


Total (95% CI) 2829 2616 100.0 % 1.32 [ 0.65, 2.00 ]


Heterogeneity: Tau2 = 6.32; Chi2 = 2967.33, df = 73 (P<0.00001); I2 =98%


Test for overall effect: Z = 3.84 (P = 0.00012)


Test for subgroup differences: Chi2 = 2.25, df = 3 (P = 0.52), I2 =0.0%
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Analysis 33.8. Comparison 33 Weight - end of intervention, Outcome 8 Weight - participants characterised


as ’at nutritional risk’ due to one of the following criteria.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 33 Weight - end of intervention


Outcome: 8 Weight - participants characterised as ’at nutritional risk’ due to one of the following criteria


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 BMI less than 20.5 kg/m2


Carver 1995 20 50.1 (7.1) 20 45.9 (5.5) 1.1 % 4.20 [ 0.26, 8.14 ]


F rli 2001 18 1.2 (0) 19 0 (0) Not estimable


McWhirter 1996a 35 2.9 (0) 13 -2.5 (0) Not estimable


McWhirter 1996b 25 3.3 (0) 13 -2.5 (0) Not estimable


Neelemaat 2012 73 64.7 (14.4) 73 61 (12.2) 1.1 % 3.70 [ -0.63, 8.03 ]


Subtotal (95% CI) 171 138 2.2 % 3.97 [ 1.06, 6.89 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 0.03, df = 1 (P = 0.87); I2 =0.0%


Test for overall effect: Z = 2.67 (P = 0.0075)


2 Weight loss of at least 5% during the last three months


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


3 Weight loss of at least 10% during the last six months


Bokhorst-de 2000 15 0.5 (2.3) 17 -0.1 (2.6) 1.7 % 0.60 [ -1.10, 2.30 ]


Vermeeren 2004 23 1.37 (1.3) 24 1.12 (1.2) 1.8 % 0.25 [ -0.47, 0.97 ]


Subtotal (95% CI) 38 41 3.5 % 0.30 [ -0.36, 0.96 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 0.14, df = 1 (P = 0.71); I2 =0.0%


Test for overall effect: Z = 0.90 (P = 0.37)


4 Insufficient food intake during the last week (50% of requirements or less)


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Participants characterised as ’at nutritional risk’ by other means


Abalan 1992 15 48.9 (9.2) 14 46.3 (10.7) 0.6 % 2.60 [ -4.69, 9.89 ]


Aquilani 2008 24 64.4 (9) 24 65.9 (8.8) 0.9 % -1.50 [ -6.54, 3.54 ]


Arias 2008 149 56 (11.43) 149 58.34 (11.67) 1.5 % -2.34 [ -4.96, 0.28 ]


Bastow 1983a 39 2.8 (1.9) 35 1.2 (3.1) 1.8 % 1.60 [ 0.41, 2.79 ]


Bastow 1983b 25 4.9 (2.3) 23 0.7 (2.6) 1.7 % 4.20 [ 2.81, 5.59 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Brown 1992 5 -1.19 (3.64) 5 -4.2 (1.05) 1.3 % 3.01 [ -0.31, 6.33 ]


Bunout 1989 17 -6.29 (6.2) 19 -4.7 (7.8) 1.0 % -1.59 [ -6.17, 2.99 ]


Carr 1996 14 -0.5 (0.2) 14 -1.8 (0.3) 1.9 % 1.30 [ 1.11, 1.49 ]


Chen 1995a 8 1.3 (0.1) 4 -6.7 (0.4) 1.9 % 8.00 [ 7.60, 8.40 ]


Chen 1995b 8 -4.2 (0.3) 4 -6.7 (0.4) 1.9 % 2.50 [ 2.06, 2.94 ]


Chen 2000a 10 -0.8 (0.6) 10 -5.9 (0.1) 1.9 % 5.10 [ 4.72, 5.48 ]


Chen 2000b 10 -1.1 (0.7) 10 -5.9 (0.1) 1.9 % 4.80 [ 4.36, 5.24 ]


De Sousa 2012 20 51.8 (10.8) 15 51.2 (5.5) 0.8 % 0.60 [ -4.89, 6.09 ]


Ding 2009 21 -3.22 (1.8) 21 -5.58 (1.4) 1.8 % 2.36 [ 1.38, 3.34 ]


Dong 1996 256 51.8 (1.3) 264 53 (3.5) 1.9 % -1.20 [ -1.65, -0.75 ]


Drott 1988 12 68.8 (5.88) 11 69.8 (9.28) 0.7 % -1.00 [ -7.41, 5.41 ]


Elbers 1997 10 68.29 (12.14) 10 62.2 (6.86) 0.5 % 6.09 [ -2.55, 14.73 ]


Fan 1994 64 55 (0) 60 55 (0) Not estimable


Gariballa 1998 18 57.5 (9) 13 56.3 (8.4) 0.7 % 1.20 [ -4.98, 7.38 ]


Gazzotti 2003 34 0.28 (3.8) 35 -1.23 (2.5) 1.7 % 1.51 [ -0.01, 3.03 ]


Hickson 2004 292 -0.92 (0) 300 -0.9 (0) Not estimable


Hoffmann 1988 43 -1 (0) 16 -3.8 (0) Not estimable


Holyday 2012 71 -0.9 (0.6) 72 -0.9 (0.4) 1.9 % 0.0 [ -0.17, 0.17 ]


Huynh 2015 77 1.03 (2.3) 70 0.6 (1.4) 1.9 % 0.43 [ -0.18, 1.04 ]


Hwang 1991 12 51.9 (10) 12 53 (7.3) 0.6 % -1.10 [ -8.11, 5.91 ]


Jensen 1982 10 1.5 (2.2) 10 -2.9 (1.7) 1.7 % 4.40 [ 2.68, 6.12 ]


Ji 1999 20 59.53 (8.25) 10 49.7 (7.58) 0.8 % 9.83 [ 3.90, 15.76 ]


Jiang 2006a 24 2.4 (0.2) 22 6.3 (1.3) 1.9 % -3.90 [ -4.45, -3.35 ]


Jiang 2006b 23 5.7 (0.7) 22 6.3 (1.3) 1.9 % -0.60 [ -1.21, 0.01 ]


Johansen 2004 53 -0.22 (3.9) 42 0.1 (2) 1.8 % -0.32 [ -1.53, 0.89 ]


Kawaguchi 2008 18 -0.8 (1.6) 11 -0.95 (1.1) 1.8 % 0.15 [ -0.83, 1.13 ]


Kearns 1992 16 72 (20) 15 72 (16) 0.2 % 0.0 [ -12.71, 12.71 ]


Keele 1997 38 64 (11.6) 39 66.1 (13) 0.8 % -2.10 [ -7.60, 3.40 ]


Li 1998 10 59.9 (3.5) 10 58.8 (4.5) 1.2 % 1.10 [ -2.43, 4.63 ]


Lidder 2013a 32 70.83 (16.67) 30 73.03 (13.91) 0.6 % -2.20 [ -9.82, 5.42 ]


Lidder 2013b 27 71.68 (16.29) 31 72.21 (12.82) 0.6 % -0.53 [ -8.15, 7.09 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Liu 1990 6 2 (0.7) 6 4.1 (1.65) 1.7 % -2.10 [ -3.53, -0.67 ]


Liu 2008 24 60.78 (7.88) 24 50.25 (5.36) 1.2 % 10.53 [ 6.72, 14.34 ]


Ljunggren 2012 19 0.3 (16.29) 20 0.4 (12.82) 0.4 % -0.10 [ -9.33, 9.13 ]


Lough 1990 14 56.2 (7.7) 15 60.8 (19.4) 0.3 % -4.60 [ -15.21, 6.01 ]


Luo 2011 22 2.4 (0.7) 24 0.9 (1.65) 1.8 % 1.50 [ 0.78, 2.22 ]


MacFie 2000 27 63 (7.88) 25 67 (5.36) 1.2 % -4.00 [ -7.64, -0.36 ]


Malhotra 2004 98 3.1 (0) 97 5.1 (0) Not estimable


McEvoy 1982 26 -0.2 (2.6) 25 1.5 (2.4) 1.7 % -1.70 [ -3.07, -0.33 ]


Miller 2006a 24 -0.9 (4.8) 25 -5.2 (6.1) 1.4 % 4.30 [ 1.23, 7.37 ]


Miller 2006b 23 -2.6 (5.14) 25 -1.8 (5.48) 1.4 % -0.80 [ -3.80, 2.20 ]


Moreno 2016 24 -0.9 (4.74) 25 -5.2 (6.12) 1.4 % 4.30 [ 1.24, 7.36 ]


Munk 2014 44 0.4 (2.6) 40 -0.4 (2) 1.8 % 0.80 [ -0.19, 1.79 ]


Page 2002 20 69.3 (13.8) 20 65.7 (18.2) 0.4 % 3.60 [ -6.41, 13.61 ]


Potter 2001 142 0.4 (2.6) 151 -0.5 (2.9) 1.9 % 0.90 [ 0.27, 1.53 ]


Rabadi 2008 51 68.8 (12.6) 51 66.9 (14.7) 0.9 % 1.90 [ -3.41, 7.21 ]


Ryan 1993 6 2.4 (14.4) 4 -0.6 (12.2) 0.2 % 3.00 [ -13.60, 19.60 ]


Saluja 2002a 10 2.6 (0.5) 10 2.5 (0.74) 1.9 % 0.10 [ -0.45, 0.65 ]


Saluja 2002b 10 3.35 (0.91) 10 2.35 (2.14) 1.7 % 1.00 [ -0.44, 2.44 ]


Saluja 2002c 10 2.15 (1) 10 4.6 (2.4) 1.7 % -2.45 [ -4.06, -0.84 ]


Saudny-Unterberger 1997 14 0.209 (2.5) 10 0.08 (0.63) 1.7 % 0.13 [ -1.24, 1.50 ]


Starke 2011 66 68.1 (15.9) 66 64.7 (16) 0.8 % 3.40 [ -2.04, 8.84 ]


Summerbell 1993 7 47.1 (9.2) 7 37.8 (7.8) 0.4 % 9.30 [ 0.36, 18.24 ]


Thompson 1981 12 0.05 (2.2) 9 -3.8 (2.7) 1.6 % 3.85 [ 1.69, 6.01 ]


Tong 2006a 45 61.95 (5.42) 18 58.08 (6.01) 1.3 % 3.87 [ 0.67, 7.07 ]


Tong 2006b 45 61.91 (4.87) 18 58.08 (6.01) 1.3 % 3.83 [ 0.71, 6.95 ]


Vaithiswaran 2008 30 -0.03 (1.01) 31 -0.09 (0.64) 1.9 % 0.06 [ -0.37, 0.49 ]


Wang 1996a 12 2.92 (0.72) 12 4.56 (0.5) 1.9 % -1.64 [ -2.14, -1.14 ]


Wang 1996b 12 3.25 (0.99) 12 4.56 (0.5) 1.9 % -1.31 [ -1.94, -0.68 ]


Whittaker 1990 6 2.4 (2) 4 -0.6 (0.8) 1.7 % 3.00 [ 1.22, 4.78 ]


Williams 1983 7 -0.61 (1.5) 7 -2.8 (1.2) 1.7 % 2.19 [ 0.77, 3.61 ]


Wood 1989a 15 -5.1 (2.7) 8 -2.5 (1.98) 1.6 % -2.60 [ -4.54, -0.66 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Wood 1989b 15 -2.2 (1.9) 7 -2.5 (1.85) 1.7 % 0.30 [ -1.37, 1.97 ]


Woolfson 1989 50 67.2 (10.2) 45 66.9 (13.2) 1.0 % 0.30 [ -4.48, 5.08 ]


Xie 2014 60 54.71 (10.1) 60 47.3 (8.8) 1.3 % 7.41 [ 4.02, 10.80 ]


Zelic 2012 22 -0.9 (5.57) 23 -5.2 (5.87) 1.3 % 4.30 [ 0.96, 7.64 ]


Zheng 2001a 30 -2.1 (0.9) 10 -3.3 (1.7) 1.8 % 1.20 [ 0.10, 2.30 ]


Zheng 2001b 26 -2.5 (1.1) 10 -3.3 (1.7) 1.8 % 0.80 [ -0.34, 1.94 ]


Zhong 2006a 21 64.2 (9.34) 21 63.4 (7.65) 0.9 % 0.80 [ -4.36, 5.96 ]


Subtotal (95% CI) 2620 2437 94.3 % 1.30 [ 0.59, 2.00 ]


Heterogeneity: Tau2 = 6.46; Chi2 = 2957.57, df = 69 (P<0.00001); I2 =98%


Test for overall effect: Z = 3.62 (P = 0.00029)


Total (95% CI) 2829 2616 100.0 % 1.32 [ 0.65, 2.00 ]


Heterogeneity: Tau2 = 6.32; Chi2 = 2967.33, df = 73 (P<0.00001); I2 =98%


Test for overall effect: Z = 3.84 (P = 0.00012)


Test for subgroup differences: Chi2 = 8.62, df = 2 (P = 0.01), I2 =77%
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Analysis 33.9. Comparison 33 Weight - end of intervention, Outcome 9 Weight - participants characterised


as ’at nutritional risk’ due to biomarkers or anthropometrics.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 33 Weight - end of intervention


Outcome: 9 Weight - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 Biomarkers


Chen 1995a 8 1.3 (0.1) 4 -6.7 (0.4) 1.9 % 8.00 [ 7.60, 8.40 ]


Chen 1995b 8 -4.2 (0.3) 4 -6.7 (0.4) 1.9 % 2.50 [ 2.06, 2.94 ]


Chen 2000a 10 -0.8 (0.6) 10 -5.9 (0.1) 1.9 % 5.10 [ 4.72, 5.48 ]


Chen 2000b 10 -1.1 (0.7) 10 -5.9 (0.1) 1.9 % 4.80 [ 4.36, 5.24 ]


Ding 2009 21 -3.22 (1.8) 21 -5.58 (1.4) 1.8 % 2.36 [ 1.38, 3.34 ]


Dong 1996 256 51.8 (1.3) 264 53 (3.5) 1.9 % -1.20 [ -1.65, -0.75 ]


Ji 1999 20 59.53 (8.25) 10 49.7 (7.58) 0.8 % 9.83 [ 3.90, 15.76 ]


Liu 2008 24 60.78 (7.88) 24 50.25 (5.36) 1.2 % 10.53 [ 6.72, 14.34 ]


Luo 2011 22 2.4 (0.7) 24 0.9 (1.65) 1.8 % 1.50 [ 0.78, 2.22 ]


Subtotal (95% CI) 379 371 14.9 % 4.37 [ 2.16, 6.58 ]


Heterogeneity: Tau2 = 10.44; Chi2 = 1058.90, df = 8 (P<0.00001); I2 =99%


Test for overall effect: Z = 3.87 (P = 0.00011)


2 Anthropometric measures


Bastow 1983a 39 2.8 (1.9) 35 1.2 (3.1) 1.8 % 1.60 [ 0.41, 2.79 ]


Bastow 1983b 25 4.9 (2.3) 23 0.7 (2.6) 1.7 % 4.20 [ 2.81, 5.59 ]


Carver 1995 20 50.1 (7.1) 20 45.9 (5.5) 1.1 % 4.20 [ 0.26, 8.14 ]


F rli 2001 18 1.2 (0) 19 0 (0) Not estimable


Hoffmann 1988 43 -1 (0) 16 -3.8 (0) Not estimable


MacFie 2000 27 63 (7.88) 25 67 (5.36) 1.2 % -4.00 [ -7.64, -0.36 ]


McEvoy 1982 26 -0.2 (2.6) 25 1.5 (2.4) 1.7 % -1.70 [ -3.07, -0.33 ]


McWhirter 1996a 35 2.9 (0) 13 -2.5 (0) Not estimable


McWhirter 1996b 25 3.3 (0) 13 -2.5 (0) Not estimable


Miller 2006a 24 -0.9 (4.8) 25 -5.2 (6.1) 1.4 % 4.30 [ 1.23, 7.37 ]


Miller 2006b 23 -2.6 (5.14) 25 -1.8 (5.48) 1.4 % -0.80 [ -3.80, 2.20 ]


Potter 2001 142 0.4 (2.6) 151 -0.5 (2.9) 1.9 % 0.90 [ 0.27, 1.53 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Rabadi 2008 51 68.8 (12.6) 51 66.9 (14.7) 0.9 % 1.90 [ -3.41, 7.21 ]


Ryan 1993 6 2.4 (14.4) 4 -0.6 (12.2) 0.2 % 3.00 [ -13.60, 19.60 ]


Vermeeren 2004 23 1.37 (1.3) 24 1.12 (1.2) 1.8 % 0.25 [ -0.47, 0.97 ]


Subtotal (95% CI) 527 469 15.1 % 1.04 [ -0.15, 2.23 ]


Heterogeneity: Tau2 = 2.41; Chi2 = 55.55, df = 10 (P<0.00001); I2 =82%


Test for overall effect: Z = 1.71 (P = 0.087)


3 Characterised by other means


Abalan 1992 15 48.9 (9.2) 14 46.3 (10.7) 0.6 % 2.60 [ -4.69, 9.89 ]


Aquilani 2008 24 64.4 (9) 24 65.9 (8.8) 0.9 % -1.50 [ -6.54, 3.54 ]


Arias 2008 149 56 (11.43) 149 58.34 (11.67) 1.5 % -2.34 [ -4.96, 0.28 ]


Bokhorst-de 2000 15 0.5 (2.3) 17 -0.1 (2.6) 1.7 % 0.60 [ -1.10, 2.30 ]


Brown 1992 5 -1.19 (3.64) 5 -4.2 (1.05) 1.3 % 3.01 [ -0.31, 6.33 ]


Bunout 1989 17 -6.29 (6.2) 19 -4.7 (7.8) 1.0 % -1.59 [ -6.17, 2.99 ]


Carr 1996 14 -0.5 (0.2) 14 -1.8 (0.3) 1.9 % 1.30 [ 1.11, 1.49 ]


De Sousa 2012 20 51.8 (10.8) 15 51.2 (5.5) 0.8 % 0.60 [ -4.89, 6.09 ]


Drott 1988 12 68.8 (5.88) 11 69.8 (9.28) 0.7 % -1.00 [ -7.41, 5.41 ]


Elbers 1997 10 68.29 (12.14) 10 62.2 (6.86) 0.5 % 6.09 [ -2.55, 14.73 ]


Fan 1994 64 55 (0) 60 55 (0) Not estimable


Gariballa 1998 18 57.5 (9) 13 56.3 (8.4) 0.7 % 1.20 [ -4.98, 7.38 ]


Gazzotti 2003 34 0.28 (3.8) 35 -1.23 (2.5) 1.7 % 1.51 [ -0.01, 3.03 ]


Hickson 2004 292 -0.92 (0) 300 -0.9 (0) Not estimable


Holyday 2012 71 -0.9 (0.6) 72 -0.9 (0.4) 1.9 % 0.0 [ -0.17, 0.17 ]


Huynh 2015 77 1.03 (2.3) 70 0.6 (1.4) 1.9 % 0.43 [ -0.18, 1.04 ]


Hwang 1991 12 51.9 (10) 12 53 (7.3) 0.6 % -1.10 [ -8.11, 5.91 ]


Jensen 1982 10 1.5 (2.2) 10 -2.9 (1.7) 1.7 % 4.40 [ 2.68, 6.12 ]


Jiang 2006a 24 2.4 (0.2) 22 6.3 (1.3) 1.9 % -3.90 [ -4.45, -3.35 ]


Jiang 2006b 23 5.7 (0.7) 22 6.3 (1.3) 1.9 % -0.60 [ -1.21, 0.01 ]


Johansen 2004 53 -0.22 (3.9) 42 0.1 (2) 1.8 % -0.32 [ -1.53, 0.89 ]


Kawaguchi 2008 18 -0.8 (1.6) 11 -0.95 (1.1) 1.8 % 0.15 [ -0.83, 1.13 ]


Kearns 1992 16 72 (20) 15 72 (16) 0.2 % 0.0 [ -12.71, 12.71 ]


Keele 1997 38 64 (11.6) 39 66.1 (13) 0.8 % -2.10 [ -7.60, 3.40 ]


Li 1998 10 59.9 (3.5) 10 58.8 (4.5) 1.2 % 1.10 [ -2.43, 4.63 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Lidder 2013a 32 70.83 (16.67) 30 73.03 (13.91) 0.6 % -2.20 [ -9.82, 5.42 ]


Lidder 2013b 27 71.68 (16.29) 31 72.21 (12.82) 0.6 % -0.53 [ -8.15, 7.09 ]


Liu 1990 6 2 (0.7) 6 4.1 (1.65) 1.7 % -2.10 [ -3.53, -0.67 ]


Ljunggren 2012 19 0.3 (16.29) 20 0.4 (12.82) 0.4 % -0.10 [ -9.33, 9.13 ]


Lough 1990 14 56.2 (7.7) 15 60.8 (19.4) 0.3 % -4.60 [ -15.21, 6.01 ]


Malhotra 2004 98 3.1 (0) 97 5.1 (0) Not estimable


Moreno 2016 24 -0.9 (4.74) 25 -5.2 (6.12) 1.4 % 4.30 [ 1.24, 7.36 ]


Munk 2014 44 0.4 (2.6) 40 -0.4 (2) 1.8 % 0.80 [ -0.19, 1.79 ]


Neelemaat 2012 73 64.7 (14.4) 73 61 (12.2) 1.1 % 3.70 [ -0.63, 8.03 ]


Page 2002 20 69.3 (13.8) 20 65.7 (18.2) 0.4 % 3.60 [ -6.41, 13.61 ]


Saudny-Unterberger 1997 14 0.209 (2.5) 10 0.08 (0.63) 1.7 % 0.13 [ -1.24, 1.50 ]


Starke 2011 66 68.1 (15.9) 66 64.7 (16) 0.8 % 3.40 [ -2.04, 8.84 ]


Summerbell 1993 7 47.1 (9.2) 7 37.8 (7.8) 0.4 % 9.30 [ 0.36, 18.24 ]


Thompson 1981 12 0.05 (2.2) 9 -3.8 (2.7) 1.6 % 3.85 [ 1.69, 6.01 ]


Tong 2006a 45 61.95 (5.42) 18 58.08 (6.01) 1.3 % 3.87 [ 0.67, 7.07 ]


Tong 2006b 45 61.91 (4.87) 18 58.08 (6.01) 1.3 % 3.83 [ 0.71, 6.95 ]


Vaithiswaran 2008 30 -0.03 (1.01) 31 -0.09 (0.64) 1.9 % 0.06 [ -0.37, 0.49 ]


Wang 1996a 12 2.92 (0.72) 12 4.56 (0.5) 1.9 % -1.64 [ -2.14, -1.14 ]


Wang 1996b 12 3.25 (0.99) 12 4.56 (0.5) 1.9 % -1.31 [ -1.94, -0.68 ]


Whittaker 1990 6 2.4 (2) 4 -0.6 (0.8) 1.7 % 3.00 [ 1.22, 4.78 ]


Williams 1983 7 -0.61 (1.5) 7 -2.8 (1.2) 1.7 % 2.19 [ 0.77, 3.61 ]


Wood 1989a 15 -5.1 (2.7) 8 -2.5 (1.98) 1.6 % -2.60 [ -4.54, -0.66 ]


Wood 1989b 15 -2.2 (1.9) 7 -2.5 (1.85) 1.7 % 0.30 [ -1.37, 1.97 ]


Woolfson 1989 50 67.2 (10.2) 45 66.9 (13.2) 1.0 % 0.30 [ -4.48, 5.08 ]


Xie 2014 60 54.71 (10.1) 60 47.3 (8.8) 1.3 % 7.41 [ 4.02, 10.80 ]


Zelic 2012 22 -0.9 (5.57) 23 -5.2 (5.87) 1.3 % 4.30 [ 0.96, 7.64 ]


Zheng 2001a 30 -2.1 (0.9) 10 -3.3 (1.7) 1.8 % 1.20 [ 0.10, 2.30 ]


Zheng 2001b 26 -2.5 (1.1) 10 -3.3 (1.7) 1.8 % 0.80 [ -0.34, 1.94 ]


Zhong 2006a 21 64.2 (9.34) 21 63.4 (7.65) 0.9 % 0.80 [ -4.36, 5.96 ]


Subtotal (95% CI) 1893 1746 64.7 % 0.66 [ 0.13, 1.20 ]


Heterogeneity: Tau2 = 1.91; Chi2 = 571.04, df = 50 (P<0.00001); I2 =91%


-100 -50 0 50 100


Favours control Favours nutrition support


(Continued . . . )


1334Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Test for overall effect: Z = 2.43 (P = 0.015)


4 Mixed


Saluja 2002a 10 2.6 (0.5) 10 2.5 (0.74) 1.9 % 0.10 [ -0.45, 0.65 ]


Saluja 2002b 10 3.35 (0.91) 10 2.35 (2.14) 1.7 % 1.00 [ -0.44, 2.44 ]


Saluja 2002c 10 2.15 (1) 10 4.6 (2.4) 1.7 % -2.45 [ -4.06, -0.84 ]


Subtotal (95% CI) 30 30 5.3 % -0.37 [ -1.95, 1.22 ]


Heterogeneity: Tau2 = 1.58; Chi2 = 10.84, df = 2 (P = 0.004); I2 =82%


Test for overall effect: Z = 0.45 (P = 0.65)


Total (95% CI) 2829 2616 100.0 % 1.32 [ 0.65, 2.00 ]


Heterogeneity: Tau2 = 6.32; Chi2 = 2967.33, df = 73 (P<0.00001); I2 =98%


Test for overall effect: Z = 3.84 (P = 0.00012)


Test for subgroup differences: Chi2 = 12.50, df = 3 (P = 0.01), I2 =76%
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Analysis 33.10. Comparison 33 Weight - end of intervention, Outcome 10 Weight - randomisation year.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 33 Weight - end of intervention


Outcome: 10 Weight - randomisation year


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 Before 1960


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


2 1960 to 1979


Thompson 1981 12 0.05 (2.2) 9 -3.8 (2.7) 1.6 % 3.85 [ 1.69, 6.01 ]


Subtotal (95% CI) 12 9 1.6 % 3.85 [ 1.69, 6.01 ]


Heterogeneity: not applicable


Test for overall effect: Z = 3.50 (P = 0.00047)


3 1980 to 1999


Abalan 1992 15 48.9 (9.2) 14 46.3 (10.7) 0.6 % 2.60 [ -4.69, 9.89 ]


Bastow 1983a 39 2.8 (1.9) 35 1.2 (3.1) 1.8 % 1.60 [ 0.41, 2.79 ]


Bastow 1983b 25 4.9 (2.3) 23 0.7 (2.6) 1.7 % 4.20 [ 2.81, 5.59 ]


Bokhorst-de 2000 15 0.5 (2.3) 17 -0.1 (2.6) 1.7 % 0.60 [ -1.10, 2.30 ]


Brown 1992 5 -1.19 (3.64) 5 -4.2 (1.05) 1.3 % 3.01 [ -0.31, 6.33 ]


Bunout 1989 17 -6.29 (6.2) 19 -4.7 (7.8) 1.0 % -1.59 [ -6.17, 2.99 ]


Carr 1996 14 -0.5 (0.2) 14 -1.8 (0.3) 1.9 % 1.30 [ 1.11, 1.49 ]


Carver 1995 20 50.1 (7.1) 20 45.9 (5.5) 1.1 % 4.20 [ 0.26, 8.14 ]


Chen 1995a 8 1.3 (0.1) 4 -6.7 (0.4) 1.9 % 8.00 [ 7.60, 8.40 ]


Chen 1995b 8 -4.2 (0.3) 4 -6.7 (0.4) 1.9 % 2.50 [ 2.06, 2.94 ]


Chen 2000a 10 -0.8 (0.6) 10 -5.9 (0.1) 1.9 % 5.10 [ 4.72, 5.48 ]


Chen 2000b 10 -1.1 (0.7) 10 -5.9 (0.1) 1.9 % 4.80 [ 4.36, 5.24 ]


Dong 1996 256 51.8 (1.3) 264 53 (3.5) 1.9 % -1.20 [ -1.65, -0.75 ]


Drott 1988 12 68.8 (5.88) 11 69.8 (9.28) 0.7 % -1.00 [ -7.41, 5.41 ]


Elbers 1997 10 68.29 (12.14) 10 62.2 (6.86) 0.5 % 6.09 [ -2.55, 14.73 ]


Fan 1994 64 55 (0) 60 55 (0) Not estimable


F rli 2001 18 1.2 (0) 19 0 (0) Not estimable


Gariballa 1998 18 57.5 (9) 13 56.3 (8.4) 0.7 % 1.20 [ -4.98, 7.38 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Gazzotti 2003 34 0.28 (3.8) 35 -1.23 (2.5) 1.7 % 1.51 [ -0.01, 3.03 ]


Hoffmann 1988 43 -1 (0) 16 -3.8 (0) Not estimable


Hwang 1991 12 51.9 (10) 12 53 (7.3) 0.6 % -1.10 [ -8.11, 5.91 ]


Jensen 1982 10 1.5 (2.2) 10 -2.9 (1.7) 1.7 % 4.40 [ 2.68, 6.12 ]


Ji 1999 20 59.53 (8.25) 10 49.7 (7.58) 0.8 % 9.83 [ 3.90, 15.76 ]


Kearns 1992 16 72 (20) 15 72 (16) 0.2 % 0.0 [ -12.71, 12.71 ]


Keele 1997 38 64 (11.6) 39 66.1 (13) 0.8 % -2.10 [ -7.60, 3.40 ]


Li 1998 10 59.9 (3.5) 10 58.8 (4.5) 1.2 % 1.10 [ -2.43, 4.63 ]


Liu 1990 6 2 (0.7) 6 4.1 (1.65) 1.7 % -2.10 [ -3.53, -0.67 ]


Lough 1990 14 56.2 (7.7) 15 60.8 (19.4) 0.3 % -4.60 [ -15.21, 6.01 ]


MacFie 2000 27 63 (7.88) 25 67 (5.36) 1.2 % -4.00 [ -7.64, -0.36 ]


McEvoy 1982 26 -0.2 (2.6) 25 1.5 (2.4) 1.7 % -1.70 [ -3.07, -0.33 ]


McWhirter 1996a 35 2.9 (0) 13 -2.5 (0) Not estimable


McWhirter 1996b 25 3.3 (0) 13 -2.5 (0) Not estimable


Potter 2001 142 0.4 (2.6) 151 -0.5 (2.9) 1.9 % 0.90 [ 0.27, 1.53 ]


Ryan 1993 6 2.4 (14.4) 4 -0.6 (12.2) 0.2 % 3.00 [ -13.60, 19.60 ]


Saluja 2002a 10 2.6 (0.5) 10 2.5 (0.74) 1.9 % 0.10 [ -0.45, 0.65 ]


Saluja 2002b 10 3.35 (0.91) 10 2.35 (2.14) 1.7 % 1.00 [ -0.44, 2.44 ]


Saluja 2002c 10 2.15 (1) 10 4.6 (2.4) 1.7 % -2.45 [ -4.06, -0.84 ]


Saudny-Unterberger 1997 14 0.209 (2.5) 10 0.08 (0.63) 1.7 % 0.13 [ -1.24, 1.50 ]


Summerbell 1993 7 47.1 (9.2) 7 37.8 (7.8) 0.4 % 9.30 [ 0.36, 18.24 ]


Wang 1996a 12 2.92 (0.72) 12 4.56 (0.5) 1.9 % -1.64 [ -2.14, -1.14 ]


Wang 1996b 12 3.25 (0.99) 12 4.56 (0.5) 1.9 % -1.31 [ -1.94, -0.68 ]


Whittaker 1990 6 2.4 (2) 4 -0.6 (0.8) 1.7 % 3.00 [ 1.22, 4.78 ]


Williams 1983 7 -0.61 (1.5) 7 -2.8 (1.2) 1.7 % 2.19 [ 0.77, 3.61 ]


Wood 1989a 15 -5.1 (2.7) 8 -2.5 (1.98) 1.6 % -2.60 [ -4.54, -0.66 ]


Wood 1989b 15 -2.2 (1.9) 7 -2.5 (1.85) 1.7 % 0.30 [ -1.37, 1.97 ]


Woolfson 1989 50 67.2 (10.2) 45 66.9 (13.2) 1.0 % 0.30 [ -4.48, 5.08 ]


Zheng 2001a 30 -2.1 (0.9) 10 -3.3 (1.7) 1.8 % 1.20 [ 0.10, 2.30 ]


Zheng 2001b 26 -2.5 (1.1) 10 -3.3 (1.7) 1.8 % 0.80 [ -0.34, 1.94 ]


Subtotal (95% CI) 1252 1113 58.9 % 1.23 [ 0.24, 2.22 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Heterogeneity: Tau2 = 8.28; Chi2 = 2092.84, df = 42 (P<0.00001); I2 =98%


Test for overall effect: Z = 2.44 (P = 0.015)


4 After 1999


Aquilani 2008 24 64.4 (9) 24 65.9 (8.8) 0.9 % -1.50 [ -6.54, 3.54 ]


Arias 2008 149 56 (11.43) 149 58.34 (11.67) 1.5 % -2.34 [ -4.96, 0.28 ]


De Sousa 2012 20 51.8 (10.8) 15 51.2 (5.5) 0.8 % 0.60 [ -4.89, 6.09 ]


Ding 2009 21 -3.22 (1.8) 21 -5.58 (1.4) 1.8 % 2.36 [ 1.38, 3.34 ]


Hickson 2004 292 -0.92 (0) 300 -0.9 (0) Not estimable


Holyday 2012 71 -0.9 (0.6) 72 -0.9 (0.4) 1.9 % 0.0 [ -0.17, 0.17 ]


Huynh 2015 77 1.03 (2.3) 70 0.6 (1.4) 1.9 % 0.43 [ -0.18, 1.04 ]


Jiang 2006a 24 2.4 (0.2) 22 6.3 (1.3) 1.9 % -3.90 [ -4.45, -3.35 ]


Jiang 2006b 23 5.7 (0.7) 22 6.3 (1.3) 1.9 % -0.60 [ -1.21, 0.01 ]


Johansen 2004 53 -0.22 (3.9) 42 0.1 (2) 1.8 % -0.32 [ -1.53, 0.89 ]


Kawaguchi 2008 18 -0.8 (1.6) 11 -0.95 (1.1) 1.8 % 0.15 [ -0.83, 1.13 ]


Lidder 2013a 32 70.83 (16.67) 30 73.03 (13.91) 0.6 % -2.20 [ -9.82, 5.42 ]


Lidder 2013b 27 71.68 (16.29) 31 72.21 (12.82) 0.6 % -0.53 [ -8.15, 7.09 ]


Liu 2008 24 60.78 (7.88) 24 50.25 (5.36) 1.2 % 10.53 [ 6.72, 14.34 ]


Ljunggren 2012 19 0.3 (16.29) 20 0.4 (12.82) 0.4 % -0.10 [ -9.33, 9.13 ]


Luo 2011 22 2.4 (0.7) 24 0.9 (1.65) 1.8 % 1.50 [ 0.78, 2.22 ]


Malhotra 2004 98 3.1 (0) 97 5.1 (0) Not estimable


Miller 2006a 24 -0.9 (4.8) 25 -5.2 (6.1) 1.4 % 4.30 [ 1.23, 7.37 ]


Miller 2006b 23 -2.6 (5.14) 25 -1.8 (5.48) 1.4 % -0.80 [ -3.80, 2.20 ]


Moreno 2016 24 -0.9 (4.74) 25 -5.2 (6.12) 1.4 % 4.30 [ 1.24, 7.36 ]


Munk 2014 44 0.4 (2.6) 40 -0.4 (2) 1.8 % 0.80 [ -0.19, 1.79 ]


Neelemaat 2012 73 64.7 (14.4) 73 61 (12.2) 1.1 % 3.70 [ -0.63, 8.03 ]


Page 2002 20 69.3 (13.8) 20 65.7 (18.2) 0.4 % 3.60 [ -6.41, 13.61 ]


Rabadi 2008 51 68.8 (12.6) 51 66.9 (14.7) 0.9 % 1.90 [ -3.41, 7.21 ]


Starke 2011 66 68.1 (15.9) 66 64.7 (16) 0.8 % 3.40 [ -2.04, 8.84 ]


Tong 2006a 45 61.95 (5.42) 18 58.08 (6.01) 1.3 % 3.87 [ 0.67, 7.07 ]


Tong 2006b 45 61.91 (4.87) 18 58.08 (6.01) 1.3 % 3.83 [ 0.71, 6.95 ]


Vaithiswaran 2008 30 -0.03 (1.01) 31 -0.09 (0.64) 1.9 % 0.06 [ -0.37, 0.49 ]


Vermeeren 2004 23 1.37 (1.3) 24 1.12 (1.2) 1.8 % 0.25 [ -0.47, 0.97 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Xie 2014 60 54.71 (10.1) 60 47.3 (8.8) 1.3 % 7.41 [ 4.02, 10.80 ]


Zelic 2012 22 -0.9 (5.57) 23 -5.2 (5.87) 1.3 % 4.30 [ 0.96, 7.64 ]


Zhong 2006a 21 64.2 (9.34) 21 63.4 (7.65) 0.9 % 0.80 [ -4.36, 5.96 ]


Subtotal (95% CI) 1565 1494 39.5 % 1.07 [ 0.35, 1.79 ]


Heterogeneity: Tau2 = 2.19; Chi2 = 331.29, df = 29 (P<0.00001); I2 =91%


Test for overall effect: Z = 2.92 (P = 0.0035)


Total (95% CI) 2829 2616 100.0 % 1.32 [ 0.65, 2.00 ]


Heterogeneity: Tau2 = 6.32; Chi2 = 2967.33, df = 73 (P<0.00001); I2 =98%


Test for overall effect: Z = 3.84 (P = 0.00012)


Test for subgroup differences: Chi2 = 5.77, df = 2 (P = 0.06), I2 =65%
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Analysis 33.11. Comparison 33 Weight - end of intervention, Outcome 11 Weight - trials where the


intervention lasts fewer than three days compared with trials where the intervention lasts three days or more.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 33 Weight - end of intervention


Outcome: 11 Weight - trials where the intervention lasts fewer than three days compared with trials where the intervention lasts three days or more


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 Three days or more


Abalan 1992 15 48.9 (9.2) 14 46.3 (10.7) 0.6 % 2.60 [ -4.69, 9.89 ]


Aquilani 2008 24 64.4 (9) 24 65.9 (8.8) 0.9 % -1.50 [ -6.54, 3.54 ]


Arias 2008 149 56 (11.43) 149 58.34 (11.67) 1.5 % -2.34 [ -4.96, 0.28 ]


Bastow 1983a 39 2.8 (1.9) 35 1.2 (3.1) 1.8 % 1.60 [ 0.41, 2.79 ]


Bastow 1983b 25 4.9 (2.3) 23 0.7 (2.6) 1.7 % 4.20 [ 2.81, 5.59 ]


Bokhorst-de 2000 15 0.5 (2.3) 17 -0.1 (2.6) 1.7 % 0.60 [ -1.10, 2.30 ]


Brown 1992 5 -1.19 (3.64) 5 -4.2 (1.05) 1.3 % 3.01 [ -0.31, 6.33 ]


Bunout 1989 17 -6.29 (6.2) 19 -4.7 (7.8) 1.0 % -1.59 [ -6.17, 2.99 ]


Carr 1996 14 -0.5 (0.2) 14 -1.8 (0.3) 1.9 % 1.30 [ 1.11, 1.49 ]


Carver 1995 20 50.1 (7.1) 20 45.9 (5.5) 1.1 % 4.20 [ 0.26, 8.14 ]


Chen 1995a 8 1.3 (0.1) 4 -6.7 (0.4) 1.9 % 8.00 [ 7.60, 8.40 ]


Chen 1995b 8 -4.2 (0.3) 4 -6.7 (0.4) 1.9 % 2.50 [ 2.06, 2.94 ]


Chen 2000a 10 -0.8 (0.6) 10 -5.9 (0.1) 1.9 % 5.10 [ 4.72, 5.48 ]


Chen 2000b 10 -1.1 (0.7) 10 -5.9 (0.1) 1.9 % 4.80 [ 4.36, 5.24 ]


De Sousa 2012 20 51.8 (10.8) 15 51.2 (5.5) 0.8 % 0.60 [ -4.89, 6.09 ]


Ding 2009 21 -3.22 (1.8) 21 -5.58 (1.4) 1.8 % 2.36 [ 1.38, 3.34 ]


Dong 1996 256 51.8 (1.3) 264 53 (3.5) 1.9 % -1.20 [ -1.65, -0.75 ]


Drott 1988 12 68.8 (5.88) 11 69.8 (9.28) 0.7 % -1.00 [ -7.41, 5.41 ]


Elbers 1997 10 68.29 (12.14) 10 62.2 (6.86) 0.5 % 6.09 [ -2.55, 14.73 ]


Fan 1994 64 55 (0) 60 55 (0) Not estimable


F rli 2001 18 1.2 (0) 19 0 (0) Not estimable


Gariballa 1998 18 57.5 (9) 13 56.3 (8.4) 0.7 % 1.20 [ -4.98, 7.38 ]


Gazzotti 2003 34 0.28 (3.8) 35 -1.23 (2.5) 1.7 % 1.51 [ -0.01, 3.03 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Hickson 2004 292 -0.92 (0) 300 -0.9 (0) Not estimable


Hoffmann 1988 43 -1 (0) 16 -3.8 (0) Not estimable


Holyday 2012 71 -0.9 (0.6) 72 -0.9 (0.4) 1.9 % 0.0 [ -0.17, 0.17 ]


Huynh 2015 77 1.03 (2.3) 70 0.6 (1.4) 1.9 % 0.43 [ -0.18, 1.04 ]


Hwang 1991 12 51.9 (10) 12 53 (7.3) 0.6 % -1.10 [ -8.11, 5.91 ]


Jensen 1982 10 1.5 (2.2) 10 -2.9 (1.7) 1.7 % 4.40 [ 2.68, 6.12 ]


Ji 1999 20 59.53 (8.25) 10 49.7 (7.58) 0.8 % 9.83 [ 3.90, 15.76 ]


Jiang 2006a 24 2.4 (0.2) 22 6.3 (1.3) 1.9 % -3.90 [ -4.45, -3.35 ]


Jiang 2006b 23 5.7 (0.7) 22 6.3 (1.3) 1.9 % -0.60 [ -1.21, 0.01 ]


Johansen 2004 53 -0.22 (3.9) 42 0.1 (2) 1.8 % -0.32 [ -1.53, 0.89 ]


Kearns 1992 16 72 (20) 15 72 (16) 0.2 % 0.0 [ -12.71, 12.71 ]


Keele 1997 38 64 (11.6) 39 66.1 (13) 0.8 % -2.10 [ -7.60, 3.40 ]


Li 1998 10 59.9 (3.5) 10 58.8 (4.5) 1.2 % 1.10 [ -2.43, 4.63 ]


Lidder 2013a 32 70.83 (16.67) 30 73.03 (13.91) 0.6 % -2.20 [ -9.82, 5.42 ]


Lidder 2013b 27 71.68 (16.29) 31 72.21 (12.82) 0.6 % -0.53 [ -8.15, 7.09 ]


Liu 1990 6 2 (0.7) 6 4.1 (1.65) 1.7 % -2.10 [ -3.53, -0.67 ]


Liu 2008 24 60.78 (7.88) 24 50.25 (5.36) 1.2 % 10.53 [ 6.72, 14.34 ]


Lough 1990 14 56.2 (7.7) 15 60.8 (19.4) 0.3 % -4.60 [ -15.21, 6.01 ]


Luo 2011 22 2.4 (0.7) 24 0.9 (1.65) 1.8 % 1.50 [ 0.78, 2.22 ]


MacFie 2000 27 63 (7.88) 25 67 (5.36) 1.2 % -4.00 [ -7.64, -0.36 ]


Malhotra 2004 98 3.1 (0) 97 5.1 (0) Not estimable


McEvoy 1982 26 -0.2 (2.6) 25 1.5 (2.4) 1.7 % -1.70 [ -3.07, -0.33 ]


McWhirter 1996a 35 2.9 (0) 13 -2.5 (0) Not estimable


McWhirter 1996b 25 3.3 (0) 13 -2.5 (0) Not estimable


Miller 2006a 24 -0.9 (4.8) 25 -5.2 (6.1) 1.4 % 4.30 [ 1.23, 7.37 ]


Miller 2006b 23 -2.6 (5.14) 25 -1.8 (5.48) 1.4 % -0.80 [ -3.80, 2.20 ]


Moreno 2016 24 -0.9 (4.74) 25 -5.2 (6.12) 1.4 % 4.30 [ 1.24, 7.36 ]


Munk 2014 44 0.4 (2.6) 40 -0.4 (2) 1.8 % 0.80 [ -0.19, 1.79 ]


Neelemaat 2012 73 64.7 (14.4) 73 61 (12.2) 1.1 % 3.70 [ -0.63, 8.03 ]


Page 2002 20 69.3 (13.8) 20 65.7 (18.2) 0.4 % 3.60 [ -6.41, 13.61 ]


Potter 2001 142 0.4 (2.6) 151 -0.5 (2.9) 1.9 % 0.90 [ 0.27, 1.53 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Rabadi 2008 51 68.8 (12.6) 51 66.9 (14.7) 0.9 % 1.90 [ -3.41, 7.21 ]


Ryan 1993 6 2.4 (14.4) 4 -0.6 (12.2) 0.2 % 3.00 [ -13.60, 19.60 ]


Saluja 2002a 10 2.6 (0.5) 10 2.5 (0.74) 1.9 % 0.10 [ -0.45, 0.65 ]


Saluja 2002b 10 3.35 (0.91) 10 2.35 (2.14) 1.7 % 1.00 [ -0.44, 2.44 ]


Saluja 2002c 10 2.15 (1) 10 4.6 (2.4) 1.7 % -2.45 [ -4.06, -0.84 ]


Saudny-Unterberger 1997 14 0.209 (2.5) 10 0.08 (0.63) 1.7 % 0.13 [ -1.24, 1.50 ]


Starke 2011 66 68.1 (15.9) 66 64.7 (16) 0.8 % 3.40 [ -2.04, 8.84 ]


Summerbell 1993 7 47.1 (9.2) 7 37.8 (7.8) 0.4 % 9.30 [ 0.36, 18.24 ]


Thompson 1981 12 0.05 (2.2) 9 -3.8 (2.7) 1.6 % 3.85 [ 1.69, 6.01 ]


Tong 2006a 45 61.95 (5.42) 18 58.08 (6.01) 1.3 % 3.87 [ 0.67, 7.07 ]


Tong 2006b 45 61.91 (4.87) 18 58.08 (6.01) 1.3 % 3.83 [ 0.71, 6.95 ]


Vaithiswaran 2008 30 -0.03 (1.01) 31 -0.09 (0.64) 1.9 % 0.06 [ -0.37, 0.49 ]


Vermeeren 2004 23 1.37 (1.3) 24 1.12 (1.2) 1.8 % 0.25 [ -0.47, 0.97 ]


Wang 1996a 12 2.92 (0.72) 12 4.56 (0.5) 1.9 % -1.64 [ -2.14, -1.14 ]


Wang 1996b 12 3.25 (0.99) 12 4.56 (0.5) 1.9 % -1.31 [ -1.94, -0.68 ]


Whittaker 1990 6 2.4 (2) 4 -0.6 (0.8) 1.7 % 3.00 [ 1.22, 4.78 ]


Williams 1983 7 -0.61 (1.5) 7 -2.8 (1.2) 1.7 % 2.19 [ 0.77, 3.61 ]


Woolfson 1989 50 67.2 (10.2) 45 66.9 (13.2) 1.0 % 0.30 [ -4.48, 5.08 ]


Xie 2014 60 54.71 (10.1) 60 47.3 (8.8) 1.3 % 7.41 [ 4.02, 10.80 ]


Zheng 2001a 30 -2.1 (0.9) 10 -3.3 (1.7) 1.8 % 1.20 [ 0.10, 2.30 ]


Zheng 2001b 26 -2.5 (1.1) 10 -3.3 (1.7) 1.8 % 0.80 [ -0.34, 1.94 ]


Zhong 2006a 21 64.2 (9.34) 21 63.4 (7.65) 0.9 % 0.80 [ -4.36, 5.96 ]


Subtotal (95% CI) 2740 2547 93.2 % 1.40 [ 0.70, 2.10 ]


Heterogeneity: Tau2 = 6.39; Chi2 = 2944.92, df = 68 (P<0.00001); I2 =98%


Test for overall effect: Z = 3.90 (P = 0.000096)


2 Less than three days


Kawaguchi 2008 18 -0.8 (1.6) 11 -0.95 (1.1) 1.8 % 0.15 [ -0.83, 1.13 ]


Ljunggren 2012 19 0.3 (16.29) 20 0.4 (12.82) 0.4 % -0.10 [ -9.33, 9.13 ]


Wood 1989a 15 -5.1 (2.7) 8 -2.5 (1.98) 1.6 % -2.60 [ -4.54, -0.66 ]


Wood 1989b 15 -2.2 (1.9) 7 -2.5 (1.85) 1.7 % 0.30 [ -1.37, 1.97 ]


Zelic 2012 22 -0.9 (5.57) 23 -5.2 (5.87) 1.3 % 4.30 [ 0.96, 7.64 ]


Subtotal (95% CI) 89 69 6.8 % 0.15 [ -1.62, 1.92 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Heterogeneity: Tau2 = 2.39; Chi2 = 13.49, df = 4 (P = 0.01); I2 =70%


Test for overall effect: Z = 0.17 (P = 0.87)


Total (95% CI) 2829 2616 100.0 % 1.32 [ 0.65, 2.00 ]


Heterogeneity: Tau2 = 6.32; Chi2 = 2967.33, df = 73 (P<0.00001); I2 =98%


Test for overall effect: Z = 3.84 (P = 0.00012)


Test for subgroup differences: Chi2 = 1.64, df = 1 (P = 0.20), I2 =39%
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Analysis 33.12. Comparison 33 Weight - end of intervention, Outcome 12 Weight - Missing SDs.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 33 Weight - end of intervention


Outcome: 12 Weight - Missing SDs


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 missing SDs imputed from all trials


Abalan 1992 15 48.9 (9.2) 14 46.3 (10.7) 0.5 % 2.60 [ -4.69, 9.89 ]


Aquilani 2008 24 64.4 (9) 24 65.9 (8.8) 0.8 % -1.50 [ -6.54, 3.54 ]


Arias 2008 149 56 (11.43) 149 58.34 (11.67) 1.3 % -2.34 [ -4.96, 0.28 ]


Bastow 1983a 39 2.8 (1.9) 35 1.2 (3.1) 1.6 % 1.60 [ 0.41, 2.79 ]


Bastow 1983b 25 4.9 (2.3) 23 0.7 (2.6) 1.6 % 4.20 [ 2.81, 5.59 ]


Bokhorst-de 2000 15 0.5 (2.3) 17 -0.1 (2.6) 1.5 % 0.60 [ -1.10, 2.30 ]


Brown 1992 5 -1.19 (3.64) 5 -4.2 (1.05) 1.2 % 3.01 [ -0.31, 6.33 ]


Bunout 1989 17 -6.29 (6.2) 19 -4.7 (7.8) 0.9 % -1.59 [ -6.17, 2.99 ]


Carr 1996 14 -0.5 (0.2) 14 -1.8 (0.3) 1.7 % 1.30 [ 1.11, 1.49 ]


Carver 1995 20 50.1 (7.1) 20 45.9 (5.5) 1.0 % 4.20 [ 0.26, 8.14 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Chen 1995a 8 1.3 (0.1) 4 -6.7 (0.4) 1.7 % 8.00 [ 7.60, 8.40 ]


Chen 1995b 8 -4.2 (0.3) 4 -6.7 (0.4) 1.7 % 2.50 [ 2.06, 2.94 ]


Chen 2000a 10 -0.8 (0.6) 10 -5.9 (0.1) 1.7 % 5.10 [ 4.72, 5.48 ]


Chen 2000b 10 -1.1 (0.7) 10 -5.9 (0.1) 1.7 % 4.80 [ 4.36, 5.24 ]


De Sousa 2012 20 51.8 (10.8) 15 51.2 (5.5) 0.7 % 0.60 [ -4.89, 6.09 ]


Ding 2009 21 -3.22 (1.8) 21 -5.58 (1.4) 1.6 % 2.36 [ 1.38, 3.34 ]


Dong 1996 256 51.8 (1.3) 264 53 (3.5) 1.7 % -1.20 [ -1.65, -0.75 ]


Drott 1988 12 68.8 (5.88) 11 69.8 (9.28) 0.6 % -1.00 [ -7.41, 5.41 ]


Elbers 1997 10 68.29 (12.14) 10 62.2 (6.86) 0.4 % 6.09 [ -2.55, 14.73 ]


Fan 1994 64 55 (15.9) 60 55 (16) 0.7 % 0.0 [ -5.62, 5.62 ]


F rli 2001 18 1.2 (1.6) 19 0 (1.1) 1.6 % 1.20 [ 0.31, 2.09 ]


Gariballa 1998 18 57.5 (9) 13 56.3 (8.4) 0.7 % 1.20 [ -4.98, 7.38 ]


Gazzotti 2003 34 0.28 (3.8) 35 -1.23 (2.5) 1.5 % 1.51 [ -0.01, 3.03 ]


Hickson 2004 292 -0.92 (1.3) 300 -0.9 (3.5) 1.7 % -0.02 [ -0.44, 0.40 ]


Hoffmann 1988 43 -1 (2.6) 16 -3.8 (2) 1.6 % 2.80 [ 1.55, 4.05 ]


Holyday 2012 71 -0.9 (0.6) 72 -0.9 (0.4) 1.7 % 0.0 [ -0.17, 0.17 ]


Huynh 2015 77 1.03 (2.3) 70 0.6 (1.4) 1.7 % 0.43 [ -0.18, 1.04 ]


Hwang 1991 12 51.9 (10) 12 53 (7.3) 0.6 % -1.10 [ -8.11, 5.91 ]


Jensen 1982 10 1.5 (2.2) 10 -2.9 (1.7) 1.5 % 4.40 [ 2.68, 6.12 ]


Ji 1999 20 59.53 (8.25) 10 49.7 (7.58) 0.7 % 9.83 [ 3.90, 15.76 ]


Jiang 2006a 24 2.4 (0.2) 22 6.3 (1.3) 1.7 % -3.90 [ -4.45, -3.35 ]


Jiang 2006b 23 5.7 (0.7) 22 6.3 (1.3) 1.7 % -0.60 [ -1.21, 0.01 ]


Johansen 2004 53 -0.22 (3.9) 42 0.1 (2) 1.6 % -0.32 [ -1.53, 0.89 ]


Kawaguchi 2008 18 -0.8 (1.6) 11 -0.95 (1.1) 1.6 % 0.15 [ -0.83, 1.13 ]


Kearns 1992 16 72 (20) 15 72 (16) 0.2 % 0.0 [ -12.71, 12.71 ]


Keele 1997 38 64 (11.6) 39 66.1 (13) 0.7 % -2.10 [ -7.60, 3.40 ]


Li 1998 10 59.9 (3.5) 10 58.8 (4.5) 1.1 % 1.10 [ -2.43, 4.63 ]


Lidder 2013a 32 70.83 (16.67) 30 73.03 (13.91) 0.5 % -2.20 [ -9.82, 5.42 ]


Lidder 2013b 27 71.68 (16.29) 31 72.21 (12.82) 0.5 % -0.53 [ -8.15, 7.09 ]


Liu 1990 6 2 (0.7) 6 4.1 (1.65) 1.6 % -2.10 [ -3.53, -0.67 ]


Liu 2008 24 60.78 (7.88) 24 50.25 (5.36) 1.0 % 10.53 [ 6.72, 14.34 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Ljunggren 2012 19 0.3 (16.29) 20 0.4 (12.82) 0.4 % -0.10 [ -9.33, 9.13 ]


Lough 1990 14 56.2 (7.7) 15 60.8 (19.4) 0.3 % -4.60 [ -15.21, 6.01 ]


Luo 2011 22 2.4 (0.7) 24 0.9 (1.65) 1.7 % 1.50 [ 0.78, 2.22 ]


MacFie 2000 27 63 (7.88) 25 67 (5.36) 1.1 % -4.00 [ -7.64, -0.36 ]


Malhotra 2004 98 3.1 (3.9) 97 5.1 (0.9) 1.6 % -2.00 [ -2.79, -1.21 ]


McEvoy 1982 26 -0.2 (2.6) 25 1.5 (2.4) 1.6 % -1.70 [ -3.07, -0.33 ]


McWhirter 1996a 35 2.9 (0.9) 13 -2.5 (1.7) 1.6 % 5.40 [ 4.43, 6.37 ]


McWhirter 1996b 25 3.3 (1.1) 13 -2.5 (1.7) 1.6 % 5.80 [ 4.78, 6.82 ]


Miller 2006a 24 -0.9 (4.8) 25 -5.2 (6.1) 1.2 % 4.30 [ 1.23, 7.37 ]


Miller 2006b 23 -2.6 (5.14) 25 -1.8 (5.48) 1.2 % -0.80 [ -3.80, 2.20 ]


Moreno 2016 24 -0.9 (4.74) 25 -5.2 (6.12) 1.2 % 4.30 [ 1.24, 7.36 ]


Munk 2014 44 0.4 (2.6) 40 -0.4 (2) 1.6 % 0.80 [ -0.19, 1.79 ]


Neelemaat 2012 73 64.7 (14.4) 73 61 (12.2) 0.9 % 3.70 [ -0.63, 8.03 ]


Page 2002 20 69.3 (13.8) 20 65.7 (18.2) 0.3 % 3.60 [ -6.41, 13.61 ]


Potter 2001 142 0.4 (2.6) 151 -0.5 (2.9) 1.7 % 0.90 [ 0.27, 1.53 ]


Rabadi 2008 51 68.8 (12.6) 51 66.9 (14.7) 0.8 % 1.90 [ -3.41, 7.21 ]


Ryan 1993 6 2.4 (14.4) 4 -0.6 (12.2) 0.1 % 3.00 [ -13.60, 19.60 ]


Saluja 2002a 10 2.6 (0.5) 10 2.5 (0.74) 1.7 % 0.10 [ -0.45, 0.65 ]


Saluja 2002b 10 3.35 (0.91) 10 2.35 (2.14) 1.6 % 1.00 [ -0.44, 2.44 ]


Saluja 2002c 10 2.15 (1) 10 4.6 (2.4) 1.5 % -2.45 [ -4.06, -0.84 ]


Saudny-Unterberger 1997 14 0.209 (2.5) 10 0.08 (0.63) 1.6 % 0.13 [ -1.24, 1.50 ]


Starke 2011 66 68.1 (15.9) 66 64.7 (16) 0.8 % 3.40 [ -2.04, 8.84 ]


Summerbell 1993 7 47.1 (9.2) 7 37.8 (7.8) 0.4 % 9.30 [ 0.36, 18.24 ]


Thompson 1981 12 0.05 (2.2) 9 -3.8 (2.7) 1.4 % 3.85 [ 1.69, 6.01 ]


Tong 2006a 45 61.95 (5.42) 18 58.08 (6.01) 1.2 % 3.87 [ 0.67, 7.07 ]


Tong 2006b 45 61.91 (4.87) 18 58.08 (6.01) 1.2 % 3.83 [ 0.71, 6.95 ]


Vaithiswaran 2008 30 -0.03 (1.01) 31 -0.09 (0.64) 1.7 % 0.06 [ -0.37, 0.49 ]


Vermeeren 2004 23 1.37 (1.3) 24 1.12 (1.2) 1.7 % 0.25 [ -0.47, 0.97 ]


Wang 1996a 12 2.92 (0.72) 12 4.56 (0.5) 1.7 % -1.64 [ -2.14, -1.14 ]


Wang 1996b 12 3.25 (0.99) 12 4.56 (0.5) 1.7 % -1.31 [ -1.94, -0.68 ]


Whittaker 1990 6 2.4 (2) 4 -0.6 (0.8) 1.5 % 3.00 [ 1.22, 4.78 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Williams 1983 7 -0.61 (1.5) 7 -2.8 (1.2) 1.6 % 2.19 [ 0.77, 3.61 ]


Wood 1989a 15 -5.1 (2.7) 8 -2.5 (1.98) 1.5 % -2.60 [ -4.54, -0.66 ]


Wood 1989b 15 -2.2 (1.9) 7 -2.5 (1.85) 1.5 % 0.30 [ -1.37, 1.97 ]


Woolfson 1989 50 67.2 (10.2) 45 66.9 (13.2) 0.9 % 0.30 [ -4.48, 5.08 ]


Xie 2014 60 54.71 (10.1) 60 47.3 (8.8) 1.1 % 7.41 [ 4.02, 10.80 ]


Zelic 2012 22 -0.9 (5.57) 23 -5.2 (5.87) 1.2 % 4.30 [ 0.96, 7.64 ]


Zheng 2001a 30 -2.1 (0.9) 10 -3.3 (1.7) 1.6 % 1.20 [ 0.10, 2.30 ]


Zheng 2001b 26 -2.5 (1.1) 10 -3.3 (1.7) 1.6 % 0.80 [ -0.34, 1.94 ]


Zhong 2006a 21 64.2 (9.34) 21 63.4 (7.65) 0.8 % 0.80 [ -4.36, 5.96 ]


Total (95% CI) 2829 2616 100.0 % 1.40 [ 0.76, 2.03 ]


Heterogeneity: Tau2 = 6.22; Chi2 = 3217.31, df = 80 (P<0.00001); I2 =98%


Test for overall effect: Z = 4.31 (P = 0.000017)


Test for subgroup differences: Not applicable
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Analysis 34.1. Comparison 34 Weight - maximum follow-up, Outcome 1 Weight - overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 34 Weight - maximum follow-up


Outcome: 1 Weight - overall


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Abalan 1992 15 48.9 (9.2) 14 46.3 (10.7) 0.5 % 2.60 [ -4.69, 9.89 ]


Aquilani 2008 24 64.4 (9) 24 65.9 (8.8) 0.8 % -1.50 [ -6.54, 3.54 ]


Arias 2008 149 56 (11.43) 149 58.34 (11.67) 1.3 % -2.34 [ -4.96, 0.28 ]


Bastow 1983a 39 2.8 (1.9) 35 1.2 (3.1) 1.6 % 1.60 [ 0.41, 2.79 ]


Bastow 1983b 25 4.9 (2.3) 23 0.7 (2.6) 1.5 % 4.20 [ 2.81, 5.59 ]


Bokhorst-de 2000 15 0.5 (2.3) 17 -0.1 (2.6) 1.5 % 0.60 [ -1.10, 2.30 ]


Brown 1992 5 -1.19 (3.64) 5 -4.2 (1.05) 1.1 % 3.01 [ -0.31, 6.33 ]


Bunout 1989 17 -6.29 (6.2) 19 -4.65 (7.8) 0.9 % -1.64 [ -6.22, 2.94 ]


Carr 1996 14 -0.5 (0.2) 14 -1.8 (0.3) 1.6 % 1.30 [ 1.11, 1.49 ]


Carver 1995 20 50.1 (7.1) 20 45.9 (5.5) 1.0 % 4.20 [ 0.26, 8.14 ]


Chen 1995a 8 1.3 (0.1) 4 -6.7 (0.4) 1.6 % 8.00 [ 7.60, 8.40 ]


Chen 1995b 8 -4.2 (0.3) 4 -6.7 (0.4) 1.6 % 2.50 [ 2.06, 2.94 ]


Chen 2000a 10 -0.8 (0.6) 10 -5.9 (0.1) 1.6 % 5.10 [ 4.72, 5.48 ]


Chen 2000b 10 -1.1 (0.7) 10 -5.9 (0.1) 1.6 % 4.80 [ 4.36, 5.24 ]


De Sousa 2012 20 52.1 (11.1) 15 49.9 (5.6) 0.7 % 2.20 [ -3.43, 7.83 ]


Ding 2009 21 -3.22 (1.8) 21 -5.58 (1.4) 1.6 % 2.36 [ 1.38, 3.34 ]


Dong 1996 256 51.8 (1.3) 264 53 (3.5) 1.6 % -1.20 [ -1.65, -0.75 ]


Drott 1988 12 68.8 (5.88) 11 69.8 (9.28) 0.6 % -1.00 [ -7.41, 5.41 ]


Duncan 2006 145 -1 (0) 157 0 (0) Not estimable


Elbers 1997 10 68.29 (12.14) 10 62.2 (6.86) 0.4 % 6.09 [ -2.55, 14.73 ]


Fan 1994 64 55 (0) 60 55 (0) Not estimable


F rli 2001 18 1.2 (0) 19 0 (0) Not estimable


Gariballa 1998 18 57.5 (9) 13 56.3 (8.4) 0.6 % 1.20 [ -4.98, 7.38 ]


Gariballa 2006 119 69 (14) 106 69 (13) 1.1 % 0.0 [ -3.53, 3.53 ]


Gazzotti 2003 34 0.28 (3.8) 35 -1.23 (2.5) 1.5 % 1.51 [ -0.01, 3.03 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Ha 2010 33 -0.8 (3.4) 31 -2.9 (3.9) 1.4 % 2.10 [ 0.30, 3.90 ]


Hickson 2004 292 -0.92 (0) 300 -0.9 (0) Not estimable


Hoffmann 1988 43 -1 (0) 16 -3.8 (0) Not estimable


Holyday 2012 71 -0.9 (0.6) 72 -0.9 (0.4) 1.6 % 0.0 [ -0.17, 0.17 ]


Huynh 2015 77 1.032 (2.34) 70 0.57 (1.41) 1.6 % 0.46 [ -0.16, 1.08 ]


Hwang 1991 12 51.9 (10) 12 53 (7.3) 0.5 % -1.10 [ -8.11, 5.91 ]


Jensen 1982 10 1.5 (2.2) 10 -2.9 (1.7) 1.5 % 4.40 [ 2.68, 6.12 ]


Ji 1999 20 59.53 (8.25) 10 49.7 (7.58) 0.7 % 9.83 [ 3.90, 15.76 ]


Jiang 2006a 24 2.4 (0.2) 22 6.3 (1.3) 1.6 % -3.90 [ -4.45, -3.35 ]


Jiang 2006b 23 5.7 (0.7) 22 6.3 (1.3) 1.6 % -0.60 [ -1.21, 0.01 ]


Johansen 2004 53 -0.22 (3.9) 42 0.1 (2) 1.5 % -0.32 [ -1.53, 0.89 ]


Kawaguchi 2008 18 -0.8 (1.6) 11 -0.95 (1.1) 1.6 % 0.15 [ -0.83, 1.13 ]


Kearns 1992 16 72 (20) 15 72 (16) 0.2 % 0.0 [ -12.71, 12.71 ]


Keele 1997 38 64 (11.6) 39 66.1 (13) 0.7 % -2.10 [ -7.60, 3.40 ]


Li 1998 10 59.9 (3.5) 10 58.8 (4.5) 1.1 % 1.10 [ -2.43, 4.63 ]


Lidder 2013a 32 71.13 (16.93) 30 72.82 (14.21) 0.5 % -1.69 [ -9.45, 6.07 ]


Lidder 2013b 27 72.33 (16.99) 31 71.54 (12.1) 0.5 % 0.79 [ -6.90, 8.48 ]


Liu 1990 6 2 (0.7) 6 4.1 (1.65) 1.5 % -2.10 [ -3.53, -0.67 ]


Liu 2008 24 60.78 (7.88) 24 50.25 (5.36) 1.0 % 10.53 [ 6.72, 14.34 ]


Ljunggren 2012 19 0.3 (16.29) 20 0.4 (12.82) 0.4 % -0.10 [ -9.33, 9.13 ]


Lough 1990 14 56.2 (7.7) 15 60.8 (19.4) 0.3 % -4.60 [ -15.21, 6.01 ]


Luo 2011 22 2.4 (0.7) 24 0.9 (1.65) 1.6 % 1.50 [ 0.78, 2.22 ]


MacFie 2000 27 63 (7.88) 25 67 (5.36) 1.1 % -4.00 [ -7.64, -0.36 ]


Malhotra 2004 98 3.1 (0) 97 5.1 (0) Not estimable


McEvoy 1982 26 -0.2 (2.6) 25 1.5 (2.4) 1.5 % -1.70 [ -3.07, -0.33 ]


McWhirter 1996a 35 2.9 (0) 13 -2.5 (0) Not estimable


McWhirter 1996b 25 3.3 (0) 13 -2.5 (0) Not estimable


Miller 2006a 24 -4.7 (6.75) 25 -6.3 (5.1) 1.1 % 1.60 [ -1.76, 4.96 ]


Miller 2006b 23 -6.2 (5.38) 25 -5.2 (9.56) 0.9 % -1.00 [ -5.34, 3.34 ]


Moreno 2016 24 -4.7 (6.75) 25 -6.3 (5.1) 1.1 % 1.60 [ -1.76, 4.96 ]


Munk 2014 44 0.4 (2.6) 40 -0.4 (2) 1.6 % 0.80 [ -0.19, 1.79 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Neelemaat 2012 73 64.7 (14.4) 73 61 (12.2) 0.9 % 3.70 [ -0.63, 8.03 ]


Page 2002 20 69.3 (13.8) 20 65.7 (18.2) 0.3 % 3.60 [ -6.41, 13.61 ]


Potter 2001 142 0.4 (2.6) 151 -0.5 (2.9) 1.6 % 0.90 [ 0.27, 1.53 ]


Rabadi 2008 51 68.8 (12.6) 51 66.9 (14.7) 0.7 % 1.90 [ -3.41, 7.21 ]


Ryan 1993 6 2.4 (14.4) 4 -0.6 (12.2) 0.1 % 3.00 [ -13.60, 19.60 ]


Saluja 2002a 10 2.6 (0.5) 10 2.5 (0.74) 1.6 % 0.10 [ -0.45, 0.65 ]


Saluja 2002b 10 3.35 (0.91) 10 2.35 (2.14) 1.5 % 1.00 [ -0.44, 2.44 ]


Saluja 2002c 10 2.15 (1) 10 4.6 (2.4) 1.5 % -2.45 [ -4.06, -0.84 ]


Saudny-Unterberger 1997 14 0.209 (2.5) 10 0.08 (0.63) 1.5 % 0.13 [ -1.24, 1.50 ]


Starke 2011 66 68.1 (15.9) 66 64.7 (16) 0.7 % 3.40 [ -2.04, 8.84 ]


Summerbell 1993 7 47.1 (9.2) 7 37.8 (7.8) 0.4 % 9.30 [ 0.36, 18.24 ]


Thompson 1981 12 0.05 (2.16) 9 -3.78 (2.74) 1.4 % 3.83 [ 1.66, 6.00 ]


Tong 2006a 45 61.95 (5.42) 18 58.08 (6.01) 1.1 % 3.87 [ 0.67, 7.07 ]


Tong 2006b 45 61.91 (4.87) 18 58.08 (6.01) 1.2 % 3.83 [ 0.71, 6.95 ]


Vaithiswaran 2008 30 -0.03 (1.01) 31 -0.09 (0.64) 1.6 % 0.06 [ -0.37, 0.49 ]


Vermeeren 2004 23 1.37 (1.3) 24 1.12 (1.2) 1.6 % 0.25 [ -0.47, 0.97 ]


Wang 1996a 12 2.92 (0.72) 12 4.56 (0.5) 1.6 % -1.64 [ -2.14, -1.14 ]


Wang 1996b 12 3.25 (0.99) 12 4.56 (0.5) 1.6 % -1.31 [ -1.94, -0.68 ]


Wang 1997a 20 58.4 (4.05) 10 55.87 (2.96) 1.3 % 2.53 [ -0.02, 5.08 ]


Wang 1997b 20 58.4 (4.05) 10 55.87 (2.96) 1.3 % 2.53 [ -0.02, 5.08 ]


Wang 2007 19 2.3 (0.8) 24 3.9 (1.7) 1.6 % -1.60 [ -2.37, -0.83 ]


Whittaker 1990 6 2.4 (2) 4 -0.6 (0.8) 1.5 % 3.00 [ 1.22, 4.78 ]


Williams 1983 7 -0.61 (1.5) 7 -2.8 (1.2) 1.5 % 2.19 [ 0.77, 3.61 ]


Wood 1989a 15 -5.1 (2.7) 8 -2.5 (1.98) 1.4 % -2.60 [ -4.54, -0.66 ]


Wood 1989b 15 -2.2 (1.9) 7 -2.5 (1.85) 1.5 % 0.30 [ -1.37, 1.97 ]


Woolfson 1989 50 67.2 (10.2) 45 66.9 (13.2) 0.8 % 0.30 [ -4.48, 5.08 ]


Wu 2007a 215 2.5 (1.7) 108 4.1 (2.2) 1.6 % -1.60 [ -2.07, -1.13 ]


Wu 2007b 215 2.7 (2) 108 4.1 (2.2) 1.6 % -1.40 [ -1.89, -0.91 ]


Xie 2014 60 54.71 (10.12) 60 47.32 (8.78) 1.1 % 7.39 [ 4.00, 10.78 ]


Xu 1998a 16 56.4 (10.8) 16 52.6 (10.7) 0.5 % 3.80 [ -3.65, 11.25 ]


Yang 1996 10 53.48 (6.18) 10 50.77 (4.13) 0.9 % 2.71 [ -1.90, 7.32 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Yie 1996 30 0.9 (0.9) 19 2 (0.8) 1.6 % -1.10 [ -1.58, -0.62 ]


Zeiderman 1989a 10 51.9 (11.38) 5 61.9 (12.33) 0.2 % -10.00 [ -22.91, 2.91 ]


Zeiderman 1989b 10 60.6 (12.96) 5 61.9 (12.33) 0.2 % -1.30 [ -14.77, 12.17 ]


Zelic 2012 22 -0.9 (5.57) 23 -5.2 (5.87) 1.1 % 4.30 [ 0.96, 7.64 ]


Zheng 2001a 30 -2.1 (0.9) 10 -3.3 (1.7) 1.6 % 1.20 [ 0.10, 2.30 ]


Zheng 2001b 26 -2.5 (1.1) 10 -3.3 (1.7) 1.6 % 0.80 [ -0.34, 1.94 ]


Zhong 2006a 21 64.2 (9.34) 21 63.4 (7.65) 0.8 % 0.80 [ -4.36, 5.96 ]


Total (95% CI) 3691 3225 100.0 % 1.13 [ 0.50, 1.75 ]


Heterogeneity: Tau2 = 6.15; Chi2 = 3287.24, df = 85 (P<0.00001); I2 =97%


Test for overall effect: Z = 3.54 (P = 0.00040)


Test for subgroup differences: Not applicable
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Analysis 34.2. Comparison 34 Weight - maximum follow-up, Outcome 2 Weight - bias.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 34 Weight - maximum follow-up


Outcome: 2 Weight - bias


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 High risk of bias


Abalan 1992 15 48.9 (9.2) 14 46.3 (10.7) 0.5 % 2.60 [ -4.69, 9.89 ]


Aquilani 2008 24 64.4 (9) 24 65.9 (8.8) 0.8 % -1.50 [ -6.54, 3.54 ]


Arias 2008 149 56 (11.43) 149 58.34 (11.67) 1.3 % -2.34 [ -4.96, 0.28 ]


Bastow 1983a 39 2.8 (1.9) 35 1.2 (3.1) 1.6 % 1.60 [ 0.41, 2.79 ]


Bastow 1983b 25 4.9 (2.3) 23 0.7 (2.6) 1.5 % 4.20 [ 2.81, 5.59 ]


Bokhorst-de 2000 15 0.5 (2.3) 17 -0.1 (2.6) 1.5 % 0.60 [ -1.10, 2.30 ]


Brown 1992 5 -1.19 (3.64) 5 -4.2 (1.05) 1.1 % 3.01 [ -0.31, 6.33 ]


Bunout 1989 17 -6.29 (6.2) 19 -4.65 (7.8) 0.9 % -1.64 [ -6.22, 2.94 ]


Carr 1996 14 -0.5 (0.2) 14 -1.8 (0.3) 1.6 % 1.30 [ 1.11, 1.49 ]


Carver 1995 20 50.1 (7.1) 20 45.9 (5.5) 1.0 % 4.20 [ 0.26, 8.14 ]


Chen 1995a 8 1.3 (0.1) 4 -6.7 (0.4) 1.6 % 8.00 [ 7.60, 8.40 ]


Chen 1995b 8 -4.2 (0.3) 4 -6.7 (0.4) 1.6 % 2.50 [ 2.06, 2.94 ]


Chen 2000a 10 -0.8 (0.6) 10 -5.9 (0.1) 1.6 % 5.10 [ 4.72, 5.48 ]


Chen 2000b 10 -1.1 (0.7) 10 -5.9 (0.1) 1.6 % 4.80 [ 4.36, 5.24 ]


De Sousa 2012 20 52.1 (11.1) 15 49.9 (5.6) 0.7 % 2.20 [ -3.43, 7.83 ]


Ding 2009 21 -3.22 (1.8) 21 -5.58 (1.4) 1.6 % 2.36 [ 1.38, 3.34 ]


Dong 1996 256 51.8 (1.3) 264 53 (3.5) 1.6 % -1.20 [ -1.65, -0.75 ]


Drott 1988 12 68.8 (5.88) 11 69.8 (9.28) 0.6 % -1.00 [ -7.41, 5.41 ]


Duncan 2006 145 -1 (0) 157 0 (0) Not estimable


Elbers 1997 10 68.29 (12.14) 10 62.2 (6.86) 0.4 % 6.09 [ -2.55, 14.73 ]


Fan 1994 64 55 (0) 60 55 (0) Not estimable


F rli 2001 18 1.2 (0) 19 0 (0) Not estimable


Gariballa 1998 18 57.5 (9) 13 56.3 (8.4) 0.6 % 1.20 [ -4.98, 7.38 ]


Gariballa 2006 119 69 (14) 106 69 (13) 1.1 % 0.0 [ -3.53, 3.53 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Gazzotti 2003 34 0.28 (3.8) 35 -1.23 (2.5) 1.5 % 1.51 [ -0.01, 3.03 ]


Ha 2010 33 -0.8 (3.4) 31 -2.9 (3.9) 1.4 % 2.10 [ 0.30, 3.90 ]


Hickson 2004 292 -0.92 (0) 300 -0.9 (0) Not estimable


Hoffmann 1988 43 -1 (0) 16 -3.8 (0) Not estimable


Holyday 2012 71 -0.9 (0.6) 72 -0.9 (0.4) 1.6 % 0.0 [ -0.17, 0.17 ]


Huynh 2015 77 1.032 (2.34) 70 0.57 (1.41) 1.6 % 0.46 [ -0.16, 1.08 ]


Hwang 1991 12 51.9 (10) 12 53 (7.3) 0.5 % -1.10 [ -8.11, 5.91 ]


Jensen 1982 10 1.5 (2.2) 10 -2.9 (1.7) 1.5 % 4.40 [ 2.68, 6.12 ]


Ji 1999 20 59.53 (8.25) 10 49.7 (7.58) 0.7 % 9.83 [ 3.90, 15.76 ]


Jiang 2006a 24 2.4 (0.2) 22 6.3 (1.3) 1.6 % -3.90 [ -4.45, -3.35 ]


Jiang 2006b 23 5.7 (0.7) 22 6.3 (1.3) 1.6 % -0.60 [ -1.21, 0.01 ]


Johansen 2004 53 -0.22 (3.9) 42 0.1 (2) 1.5 % -0.32 [ -1.53, 0.89 ]


Kawaguchi 2008 18 -0.8 (1.6) 11 -0.95 (1.1) 1.6 % 0.15 [ -0.83, 1.13 ]


Kearns 1992 16 72 (20) 15 72 (16) 0.2 % 0.0 [ -12.71, 12.71 ]


Keele 1997 38 64 (11.6) 39 66.1 (13) 0.7 % -2.10 [ -7.60, 3.40 ]


Li 1998 10 59.9 (3.5) 10 58.8 (4.5) 1.1 % 1.10 [ -2.43, 4.63 ]


Lidder 2013a 32 71.13 (16.93) 30 72.82 (14.21) 0.5 % -1.69 [ -9.45, 6.07 ]


Lidder 2013b 27 72.33 (16.99) 31 71.54 (12.1) 0.5 % 0.79 [ -6.90, 8.48 ]


Liu 1990 6 2 (0.7) 6 4.1 (1.65) 1.5 % -2.10 [ -3.53, -0.67 ]


Liu 2008 24 60.78 (7.88) 24 50.25 (5.36) 1.0 % 10.53 [ 6.72, 14.34 ]


Ljunggren 2012 19 0.3 (16.29) 20 0.4 (12.82) 0.4 % -0.10 [ -9.33, 9.13 ]


Lough 1990 14 56.2 (7.7) 15 60.8 (19.4) 0.3 % -4.60 [ -15.21, 6.01 ]


Luo 2011 22 2.4 (0.7) 24 0.9 (1.65) 1.6 % 1.50 [ 0.78, 2.22 ]


MacFie 2000 27 63 (7.88) 25 67 (5.36) 1.1 % -4.00 [ -7.64, -0.36 ]


Malhotra 2004 98 3.1 (0) 97 5.1 (0) Not estimable


McEvoy 1982 26 -0.2 (2.6) 25 1.5 (2.4) 1.5 % -1.70 [ -3.07, -0.33 ]


McWhirter 1996a 35 2.9 (0) 13 -2.5 (0) Not estimable


McWhirter 1996b 25 3.3 (0) 13 -2.5 (0) Not estimable


Miller 2006a 24 -4.7 (6.75) 25 -6.3 (5.1) 1.1 % 1.60 [ -1.76, 4.96 ]


Miller 2006b 23 -6.2 (5.38) 25 -5.2 (9.56) 0.9 % -1.00 [ -5.34, 3.34 ]


Moreno 2016 24 -4.7 (6.75) 25 -6.3 (5.1) 1.1 % 1.60 [ -1.76, 4.96 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Munk 2014 44 0.4 (2.6) 40 -0.4 (2) 1.6 % 0.80 [ -0.19, 1.79 ]


Neelemaat 2012 73 64.7 (14.4) 73 61 (12.2) 0.9 % 3.70 [ -0.63, 8.03 ]


Page 2002 20 69.3 (13.8) 20 65.7 (18.2) 0.3 % 3.60 [ -6.41, 13.61 ]


Potter 2001 142 0.4 (2.6) 151 -0.5 (2.9) 1.6 % 0.90 [ 0.27, 1.53 ]


Rabadi 2008 51 68.8 (12.6) 51 66.9 (14.7) 0.7 % 1.90 [ -3.41, 7.21 ]


Ryan 1993 6 2.4 (14.4) 4 -0.6 (12.2) 0.1 % 3.00 [ -13.60, 19.60 ]


Saluja 2002a 10 2.6 (0.5) 10 2.5 (0.74) 1.6 % 0.10 [ -0.45, 0.65 ]


Saluja 2002b 10 3.35 (0.91) 10 2.35 (2.14) 1.5 % 1.00 [ -0.44, 2.44 ]


Saluja 2002c 10 2.15 (1) 10 4.6 (2.4) 1.5 % -2.45 [ -4.06, -0.84 ]


Saudny-Unterberger 1997 14 0.209 (2.5) 10 0.08 (0.63) 1.5 % 0.13 [ -1.24, 1.50 ]


Starke 2011 66 68.1 (15.9) 66 64.7 (16) 0.7 % 3.40 [ -2.04, 8.84 ]


Summerbell 1993 7 47.1 (9.2) 7 37.8 (7.8) 0.4 % 9.30 [ 0.36, 18.24 ]


Thompson 1981 12 0.05 (2.16) 9 -3.78 (2.74) 1.4 % 3.83 [ 1.66, 6.00 ]


Tong 2006a 45 61.95 (5.42) 18 58.08 (6.01) 1.1 % 3.87 [ 0.67, 7.07 ]


Tong 2006b 45 61.91 (4.87) 18 58.08 (6.01) 1.2 % 3.83 [ 0.71, 6.95 ]


Vaithiswaran 2008 30 -0.03 (1.01) 31 -0.09 (0.64) 1.6 % 0.06 [ -0.37, 0.49 ]


Vermeeren 2004 23 1.37 (1.3) 24 1.12 (1.2) 1.6 % 0.25 [ -0.47, 0.97 ]


Wang 1996a 12 2.92 (0.72) 12 4.56 (0.5) 1.6 % -1.64 [ -2.14, -1.14 ]


Wang 1996b 12 3.25 (0.99) 12 4.56 (0.5) 1.6 % -1.31 [ -1.94, -0.68 ]


Wang 1997a 20 58.4 (4.05) 10 55.87 (2.96) 1.3 % 2.53 [ -0.02, 5.08 ]


Wang 1997b 20 58.4 (4.05) 10 55.87 (2.96) 1.3 % 2.53 [ -0.02, 5.08 ]


Wang 2007 19 2.3 (0.8) 24 3.9 (1.7) 1.6 % -1.60 [ -2.37, -0.83 ]


Whittaker 1990 6 2.4 (2) 4 -0.6 (0.8) 1.5 % 3.00 [ 1.22, 4.78 ]


Williams 1983 7 -0.61 (1.5) 7 -2.8 (1.2) 1.5 % 2.19 [ 0.77, 3.61 ]


Wood 1989a 15 -5.1 (2.7) 8 -2.5 (1.98) 1.4 % -2.60 [ -4.54, -0.66 ]


Wood 1989b 15 -2.2 (1.9) 7 -2.5 (1.85) 1.5 % 0.30 [ -1.37, 1.97 ]


Woolfson 1989 50 67.2 (10.2) 45 66.9 (13.2) 0.8 % 0.30 [ -4.48, 5.08 ]


Wu 2007a 215 2.5 (1.7) 108 4.1 (2.2) 1.6 % -1.60 [ -2.07, -1.13 ]


Wu 2007b 215 2.7 (2) 108 4.1 (2.2) 1.6 % -1.40 [ -1.89, -0.91 ]


Xie 2014 60 54.71 (10.12) 60 47.32 (8.78) 1.1 % 7.39 [ 4.00, 10.78 ]


Xu 1998a 16 56.4 (10.8) 16 52.6 (10.7) 0.5 % 3.80 [ -3.65, 11.25 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Yang 1996 10 53.48 (6.18) 10 50.77 (4.13) 0.9 % 2.71 [ -1.90, 7.32 ]


Yie 1996 30 0.9 (0.9) 19 2 (0.8) 1.6 % -1.10 [ -1.58, -0.62 ]


Zeiderman 1989a 10 51.9 (11.38) 5 61.9 (12.33) 0.2 % -10.00 [ -22.91, 2.91 ]


Zeiderman 1989b 10 60.6 (12.96) 5 61.9 (12.33) 0.2 % -1.30 [ -14.77, 12.17 ]


Zelic 2012 22 -0.9 (5.57) 23 -5.2 (5.87) 1.1 % 4.30 [ 0.96, 7.64 ]


Zheng 2001a 30 -2.1 (0.9) 10 -3.3 (1.7) 1.6 % 1.20 [ 0.10, 2.30 ]


Zheng 2001b 26 -2.5 (1.1) 10 -3.3 (1.7) 1.6 % 0.80 [ -0.34, 1.94 ]


Zhong 2006a 21 64.2 (9.34) 21 63.4 (7.65) 0.8 % 0.80 [ -4.36, 5.96 ]


Subtotal (95% CI) 3691 3225 100.0 % 1.13 [ 0.50, 1.75 ]


Heterogeneity: Tau2 = 6.15; Chi2 = 3287.24, df = 85 (P<0.00001); I2 =97%


Test for overall effect: Z = 3.54 (P = 0.00040)


2 Low risk of bias


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


Total (95% CI) 3691 3225 100.0 % 1.13 [ 0.50, 1.75 ]


Heterogeneity: Tau2 = 6.15; Chi2 = 3287.24, df = 85 (P<0.00001); I2 =97%


Test for overall effect: Z = 3.54 (P = 0.00040)


Test for subgroup differences: Not applicable
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Analysis 34.3. Comparison 34 Weight - maximum follow-up, Outcome 3 Weight - mode of delivery.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 34 Weight - maximum follow-up


Outcome: 3 Weight - mode of delivery


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 General nutrition support


Duncan 2006 145 -1 (0) 157 0 (0) Not estimable


Ha 2010 33 -0.8 (3.4) 31 -2.9 (3.9) 1.4 % 2.10 [ 0.30, 3.90 ]


Hickson 2004 292 -0.92 (0) 300 -0.9 (0) Not estimable


Holyday 2012 71 -0.9 (0.6) 72 -0.9 (0.4) 1.6 % 0.0 [ -0.17, 0.17 ]


Johansen 2004 53 -0.22 (3.9) 42 0.1 (2) 1.5 % -0.32 [ -1.53, 0.89 ]


Starke 2011 66 68.1 (15.9) 66 64.7 (16) 0.7 % 3.40 [ -2.04, 8.84 ]


Subtotal (95% CI) 660 668 5.4 % 0.41 [ -0.58, 1.41 ]


Heterogeneity: Tau2 = 0.52; Chi2 = 6.98, df = 3 (P = 0.07); I2 =57%


Test for overall effect: Z = 0.81 (P = 0.42)


2 Fortified nutrition


Munk 2014 44 0.4 (2.6) 40 -0.4 (2) 1.6 % 0.80 [ -0.19, 1.79 ]


Neelemaat 2012 73 64.7 (14.4) 73 61 (12.2) 0.9 % 3.70 [ -0.63, 8.03 ]


Subtotal (95% CI) 117 113 2.5 % 1.45 [ -0.92, 3.83 ]


Heterogeneity: Tau2 = 1.64; Chi2 = 1.64, df = 1 (P = 0.20); I2 =39%


Test for overall effect: Z = 1.20 (P = 0.23)


3 Oral nutrition support


Abalan 1992 15 48.9 (9.2) 14 46.3 (10.7) 0.5 % 2.60 [ -4.69, 9.89 ]


Aquilani 2008 24 64.4 (9) 24 65.9 (8.8) 0.8 % -1.50 [ -6.54, 3.54 ]


Arias 2008 149 56 (11.43) 149 58.34 (11.67) 1.3 % -2.34 [ -4.96, 0.28 ]


Bunout 1989 17 -6.29 (6.2) 19 -4.65 (7.8) 0.9 % -1.64 [ -6.22, 2.94 ]


Carver 1995 20 50.1 (7.1) 20 45.9 (5.5) 1.0 % 4.20 [ 0.26, 8.14 ]


De Sousa 2012 20 52.1 (11.1) 15 49.9 (5.6) 0.7 % 2.20 [ -3.43, 7.83 ]


Elbers 1997 10 68.29 (12.14) 10 62.2 (6.86) 0.4 % 6.09 [ -2.55, 14.73 ]


F rli 2001 18 1.2 (0) 19 0 (0) Not estimable


Gariballa 1998 18 57.5 (9) 13 56.3 (8.4) 0.6 % 1.20 [ -4.98, 7.38 ]


Gariballa 2006 119 69 (14) 106 69 (13) 1.1 % 0.0 [ -3.53, 3.53 ]


Gazzotti 2003 34 0.28 (3.8) 35 -1.23 (2.5) 1.5 % 1.51 [ -0.01, 3.03 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Huynh 2015 77 1.032 (2.34) 70 0.57 (1.41) 1.6 % 0.46 [ -0.16, 1.08 ]


Kawaguchi 2008 18 -0.8 (1.6) 11 -0.95 (1.1) 1.6 % 0.15 [ -0.83, 1.13 ]


Keele 1997 38 64 (11.6) 39 66.1 (13) 0.7 % -2.10 [ -7.60, 3.40 ]


Lidder 2013a 32 71.13 (16.93) 30 72.82 (14.21) 0.5 % -1.69 [ -9.45, 6.07 ]


Lidder 2013b 27 72.33 (16.99) 31 71.54 (12.1) 0.5 % 0.79 [ -6.90, 8.48 ]


Ljunggren 2012 19 0.3 (16.29) 20 0.4 (12.82) 0.4 % -0.10 [ -9.33, 9.13 ]


Luo 2011 22 2.4 (0.7) 24 0.9 (1.65) 1.6 % 1.50 [ 0.78, 2.22 ]


MacFie 2000 27 63 (7.88) 25 67 (5.36) 1.1 % -4.00 [ -7.64, -0.36 ]


McEvoy 1982 26 -0.2 (2.6) 25 1.5 (2.4) 1.5 % -1.70 [ -3.07, -0.33 ]


McWhirter 1996b 25 3.3 (0) 13 -2.5 (0) Not estimable


Miller 2006a 24 -4.7 (6.75) 25 -6.3 (5.1) 1.1 % 1.60 [ -1.76, 4.96 ]


Miller 2006b 23 -6.2 (5.38) 25 -5.2 (9.56) 0.9 % -1.00 [ -5.34, 3.34 ]


Potter 2001 142 0.4 (2.6) 151 -0.5 (2.9) 1.6 % 0.90 [ 0.27, 1.53 ]


Rabadi 2008 51 68.8 (12.6) 51 66.9 (14.7) 0.7 % 1.90 [ -3.41, 7.21 ]


Saluja 2002a 10 2.6 (0.5) 10 2.5 (0.74) 1.6 % 0.10 [ -0.45, 0.65 ]


Saluja 2002b 10 3.35 (0.91) 10 2.35 (2.14) 1.5 % 1.00 [ -0.44, 2.44 ]


Saluja 2002c 10 2.15 (1) 10 4.6 (2.4) 1.5 % -2.45 [ -4.06, -0.84 ]


Saudny-Unterberger 1997 14 0.209 (2.5) 10 0.08 (0.63) 1.5 % 0.13 [ -1.24, 1.50 ]


Summerbell 1993 7 47.1 (9.2) 7 37.8 (7.8) 0.4 % 9.30 [ 0.36, 18.24 ]


Vermeeren 2004 23 1.37 (1.3) 24 1.12 (1.2) 1.6 % 0.25 [ -0.47, 0.97 ]


Zelic 2012 22 -0.9 (5.57) 23 -5.2 (5.87) 1.1 % 4.30 [ 0.96, 7.64 ]


Subtotal (95% CI) 1091 1058 31.8 % 0.29 [ -0.22, 0.80 ]


Heterogeneity: Tau2 = 0.65; Chi2 = 65.30, df = 29 (P = 0.00013); I2 =56%


Test for overall effect: Z = 1.13 (P = 0.26)


4 Enteral nutrition


Bastow 1983a 39 2.8 (1.9) 35 1.2 (3.1) 1.6 % 1.60 [ 0.41, 2.79 ]


Bastow 1983b 25 4.9 (2.3) 23 0.7 (2.6) 1.5 % 4.20 [ 2.81, 5.59 ]


Bokhorst-de 2000 15 0.5 (2.3) 17 -0.1 (2.6) 1.5 % 0.60 [ -1.10, 2.30 ]


Brown 1992 5 -1.19 (3.64) 5 -4.2 (1.05) 1.1 % 3.01 [ -0.31, 6.33 ]


Carr 1996 14 -0.5 (0.2) 14 -1.8 (0.3) 1.6 % 1.30 [ 1.11, 1.49 ]


Chen 1995a 10 -0.8 (0.6) 10 -5.9 (0.1) 1.6 % 5.10 [ 4.72, 5.48 ]


Chen 1995b 8 1.3 (0.1) 4 -6.7 (0.4) 1.6 % 8.00 [ 7.60, 8.40 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Chen 2000b 8 -4.2 (0.3) 4 -6.7 (0.4) 1.6 % 2.50 [ 2.06, 2.94 ]


Dong 1996 256 51.8 (1.3) 264 53 (3.5) 1.6 % -1.20 [ -1.65, -0.75 ]


Hoffmann 1988 43 -1 (0) 16 -3.8 (0) Not estimable


Hwang 1991 12 51.9 (10) 12 53 (7.3) 0.5 % -1.10 [ -8.11, 5.91 ]


Ji 1999 20 59.53 (8.25) 10 49.7 (7.58) 0.7 % 9.83 [ 3.90, 15.76 ]


Kearns 1992 16 72 (20) 15 72 (16) 0.2 % 0.0 [ -12.71, 12.71 ]


Malhotra 2004 98 3.1 (0) 97 5.1 (0) Not estimable


McWhirter 1996a 35 2.9 (0) 13 -2.5 (0) Not estimable


Moreno 2016 24 -4.7 (6.75) 25 -6.3 (5.1) 1.1 % 1.60 [ -1.76, 4.96 ]


Page 2002 20 69.3 (13.8) 20 65.7 (18.2) 0.3 % 3.60 [ -6.41, 13.61 ]


Ryan 1993 6 2.4 (14.4) 4 -0.6 (12.2) 0.1 % 3.00 [ -13.60, 19.60 ]


Tong 2006a 45 61.95 (5.42) 18 58.08 (6.01) 1.1 % 3.87 [ 0.67, 7.07 ]


Vaithiswaran 2008 30 -0.03 (1.01) 31 -0.09 (0.64) 1.6 % 0.06 [ -0.37, 0.49 ]


Wang 1996a 12 2.92 (0.72) 12 4.56 (0.5) 1.6 % -1.64 [ -2.14, -1.14 ]


Wang 1997a 20 58.4 (4.05) 10 55.87 (2.96) 1.3 % 2.53 [ -0.02, 5.08 ]


Wang 2007 19 2.3 (0.8) 24 3.9 (1.7) 1.6 % -1.60 [ -2.37, -0.83 ]


Whittaker 1990 6 2.4 (2) 4 -0.6 (0.8) 1.5 % 3.00 [ 1.22, 4.78 ]


Williams 1983 7 -0.61 (1.5) 7 -2.8 (1.2) 1.5 % 2.19 [ 0.77, 3.61 ]


Wu 2007a 215 2.5 (1.7) 108 4.1 (2.2) 1.6 % -1.60 [ -2.07, -1.13 ]


Xie 2014 60 54.71 (10.12) 60 47.32 (8.78) 1.1 % 7.39 [ 4.00, 10.78 ]


Yang 1996 10 53.48 (6.18) 10 50.77 (4.13) 0.9 % 2.71 [ -1.90, 7.32 ]


Yie 1996 30 0.9 (0.9) 19 2 (0.8) 1.6 % -1.10 [ -1.58, -0.62 ]


Zheng 2001a 30 -2.1 (0.9) 10 -3.3 (1.7) 1.6 % 1.20 [ 0.10, 2.30 ]


Zhong 2006a 21 64.2 (9.34) 21 63.4 (7.65) 0.8 % 0.80 [ -4.36, 5.96 ]


Subtotal (95% CI) 1159 922 34.7 % 1.98 [ 0.74, 3.22 ]


Heterogeneity: Tau2 = 8.80; Chi2 = 2114.67, df = 27 (P<0.00001); I2 =99%


Test for overall effect: Z = 3.13 (P = 0.0017)


5 Parenteral nutrition


Chen 2000a 10 -1.1 (0.7) 10 -5.9 (0.1) 1.6 % 4.80 [ 4.36, 5.24 ]


Ding 2009 21 -3.22 (1.8) 21 -5.58 (1.4) 1.6 % 2.36 [ 1.38, 3.34 ]


Drott 1988 12 68.8 (5.88) 11 69.8 (9.28) 0.6 % -1.00 [ -7.41, 5.41 ]


Fan 1994 64 55 (0) 60 55 (0) Not estimable
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Jensen 1982 10 1.5 (2.2) 10 -2.9 (1.7) 1.5 % 4.40 [ 2.68, 6.12 ]


Jiang 2006b 23 5.7 (0.7) 22 6.3 (1.3) 1.6 % -0.60 [ -1.21, 0.01 ]


Li 1998 10 59.9 (3.5) 10 58.8 (4.5) 1.1 % 1.10 [ -2.43, 4.63 ]


Liu 1990 6 2 (0.7) 6 4.1 (1.65) 1.5 % -2.10 [ -3.53, -0.67 ]


Liu 2008 24 60.78 (7.88) 24 50.25 (5.36) 1.0 % 10.53 [ 6.72, 14.34 ]


Lough 1990 14 56.2 (7.7) 15 60.8 (19.4) 0.3 % -4.60 [ -15.21, 6.01 ]


Thompson 1981 12 0.05 (2.16) 9 -3.78 (2.74) 1.4 % 3.83 [ 1.66, 6.00 ]


Tong 2006b 45 61.91 (4.87) 18 58.08 (6.01) 1.2 % 3.83 [ 0.71, 6.95 ]


Wang 1996b 12 3.25 (0.99) 12 4.56 (0.5) 1.6 % -1.31 [ -1.94, -0.68 ]


Wang 1997b 20 58.4 (4.05) 10 55.87 (2.96) 1.3 % 2.53 [ -0.02, 5.08 ]


Wood 1989a 15 -5.1 (2.7) 8 -2.5 (1.98) 1.4 % -2.60 [ -4.54, -0.66 ]


Wood 1989b 15 -2.2 (1.9) 7 -2.5 (1.85) 1.5 % 0.30 [ -1.37, 1.97 ]


Woolfson 1989 50 67.2 (10.2) 45 66.9 (13.2) 0.8 % 0.30 [ -4.48, 5.08 ]


Wu 2007b 215 2.7 (2) 108 4.1 (2.2) 1.6 % -1.40 [ -1.89, -0.91 ]


Xu 1998a 16 56.4 (10.8) 16 52.6 (10.7) 0.5 % 3.80 [ -3.65, 11.25 ]


Zeiderman 1989a 10 51.9 (11.38) 5 61.9 (12.33) 0.2 % -10.00 [ -22.91, 2.91 ]


Zeiderman 1989b 10 60.6 (12.96) 5 61.9 (12.33) 0.2 % -1.30 [ -14.77, 12.17 ]


Zheng 2001b 26 -2.5 (1.1) 10 -3.3 (1.7) 1.6 % 0.80 [ -0.34, 1.94 ]


Subtotal (95% CI) 640 442 24.0 % 1.25 [ -0.25, 2.75 ]


Heterogeneity: Tau2 = 9.07; Chi2 = 551.99, df = 20 (P<0.00001); I2 =96%


Test for overall effect: Z = 1.64 (P = 0.10)


6 Mixed


Jiang 2006a 24 2.4 (0.2) 22 6.3 (1.3) 1.6 % -3.90 [ -4.45, -3.35 ]


Subtotal (95% CI) 24 22 1.6 % -3.90 [ -4.45, -3.35 ]


Heterogeneity: not applicable


Test for overall effect: Z = 13.92 (P < 0.00001)


Total (95% CI) 3691 3225 100.0 % 1.13 [ 0.50, 1.75 ]


Heterogeneity: Tau2 = 6.15; Chi2 = 3287.24, df = 85 (P<0.00001); I2 =97%


Test for overall effect: Z = 3.54 (P = 0.00040)


Test for subgroup differences: Chi2 = 174.66, df = 5 (P = 0.00), I2 =97%
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Analysis 34.4. Comparison 34 Weight - maximum follow-up, Outcome 4 Weight - by medical speciality.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 34 Weight - maximum follow-up


Outcome: 4 Weight - by medical speciality


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 Cardiology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


2 Medical gastroenterology and hepatology


Bunout 1989 17 -6.29 (6.2) 19 -4.65 (7.8) 0.9 % -1.64 [ -6.22, 2.94 ]


Fan 1994 64 55 (0) 60 55 (0) Not estimable


Kawaguchi 2008 18 -0.8 (1.6) 11 -0.95 (1.1) 1.6 % 0.15 [ -0.83, 1.13 ]


Kearns 1992 16 72 (20) 15 72 (16) 0.2 % 0.0 [ -12.71, 12.71 ]


Moreno 2016 24 -4.7 (6.75) 25 -6.3 (5.1) 1.1 % 1.60 [ -1.76, 4.96 ]


Wang 2007 19 2.3 (0.8) 24 3.9 (1.7) 1.6 % -1.60 [ -2.37, -0.83 ]


Zheng 2001a 30 -2.1 (0.9) 10 -3.3 (1.7) 1.6 % 1.20 [ 0.10, 2.30 ]


Zheng 2001b 26 -2.5 (1.1) 10 -3.3 (1.7) 1.6 % 0.80 [ -0.34, 1.94 ]


Subtotal (95% CI) 214 174 8.5 % 0.13 [ -1.05, 1.30 ]


Heterogeneity: Tau2 = 1.41; Chi2 = 23.87, df = 6 (P = 0.00055); I2 =75%


Test for overall effect: Z = 0.21 (P = 0.83)


3 Geriatrics


Carver 1995 20 50.1 (7.1) 20 45.9 (5.5) 1.0 % 4.20 [ 0.26, 8.14 ]


De Sousa 2012 20 52.1 (11.1) 15 49.9 (5.6) 0.7 % 2.20 [ -3.43, 7.83 ]


Gariballa 2006 119 69 (14) 106 69 (13) 1.1 % 0.0 [ -3.53, 3.53 ]


Gazzotti 2003 34 0.28 (3.8) 35 -1.23 (2.5) 1.5 % 1.51 [ -0.01, 3.03 ]


Hickson 2004 292 -0.92 (0) 300 -0.9 (0) Not estimable


Holyday 2012 71 -0.9 (0.6) 72 -0.9 (0.4) 1.6 % 0.0 [ -0.17, 0.17 ]


Ljunggren 2012 19 0.3 (16.29) 20 0.4 (12.82) 0.4 % -0.10 [ -9.33, 9.13 ]


McEvoy 1982 26 -0.2 (2.6) 25 1.5 (2.4) 1.5 % -1.70 [ -3.07, -0.33 ]


Neelemaat 2012 73 64.7 (14.4) 73 61 (12.2) 0.9 % 3.70 [ -0.63, 8.03 ]


Potter 2001 142 0.4 (2.6) 151 -0.5 (2.9) 1.6 % 0.90 [ 0.27, 1.53 ]


Summerbell 1993 7 47.1 (9.2) 7 37.8 (7.8) 0.4 % 9.30 [ 0.36, 18.24 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Subtotal (95% CI) 823 824 10.7 % 0.61 [ -0.27, 1.50 ]


Heterogeneity: Tau2 = 0.74; Chi2 = 28.75, df = 9 (P = 0.00071); I2 =69%


Test for overall effect: Z = 1.36 (P = 0.17)


4 Pulmonary disease


Ryan 1993 6 2.4 (14.4) 4 -0.6 (12.2) 0.1 % 3.00 [ -13.60, 19.60 ]


Saudny-Unterberger 1997 14 0.209 (2.5) 10 0.08 (0.63) 1.5 % 0.13 [ -1.24, 1.50 ]


Vermeeren 2004 23 1.37 (1.3) 24 1.12 (1.2) 1.6 % 0.25 [ -0.47, 0.97 ]


Whittaker 1990 6 2.4 (2) 4 -0.6 (0.8) 1.5 % 3.00 [ 1.22, 4.78 ]


Subtotal (95% CI) 49 42 4.7 % 0.95 [ -0.43, 2.33 ]


Heterogeneity: Tau2 = 1.07; Chi2 = 8.38, df = 3 (P = 0.04); I2 =64%


Test for overall effect: Z = 1.35 (P = 0.18)


5 Endocrinology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


6 Infectious diseases


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


7 Rheumatology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


8 Haematology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


9 Nephrology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


10 Gastroenterologic surgery


Chen 1995a 8 1.3 (0.1) 4 -6.7 (0.4) 1.6 % 8.00 [ 7.60, 8.40 ]


Chen 1995b 8 -4.2 (0.3) 4 -6.7 (0.4) 1.6 % 2.50 [ 2.06, 2.94 ]


Chen 2000a 10 -0.8 (0.6) 10 -5.9 (0.1) 1.6 % 5.10 [ 4.72, 5.48 ]


Chen 2000b 10 -1.1 (0.7) 10 -5.9 (0.1) 1.6 % 4.80 [ 4.36, 5.24 ]


Ding 2009 21 -3.22 (1.8) 21 -5.58 (1.4) 1.6 % 2.36 [ 1.38, 3.34 ]


Elbers 1997 10 68.29 (12.14) 10 62.2 (6.86) 0.4 % 6.09 [ -2.55, 14.73 ]


Hoffmann 1988 43 -1 (0) 16 -3.8 (0) Not estimable
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Hwang 1991 12 51.9 (10) 12 53 (7.3) 0.5 % -1.10 [ -8.11, 5.91 ]


Jensen 1982 10 1.5 (2.2) 10 -2.9 (1.7) 1.5 % 4.40 [ 2.68, 6.12 ]


Ji 1999 20 59.53 (8.25) 10 49.7 (7.58) 0.7 % 9.83 [ 3.90, 15.76 ]


Jiang 2006a 24 2.4 (0.2) 22 6.3 (1.3) 1.6 % -3.90 [ -4.45, -3.35 ]


Jiang 2006b 23 5.7 (0.7) 22 6.3 (1.3) 1.6 % -0.60 [ -1.21, 0.01 ]


Keele 1997 38 64 (11.6) 39 66.1 (13) 0.7 % -2.10 [ -7.60, 3.40 ]


Li 1998 10 59.9 (3.5) 10 58.8 (4.5) 1.1 % 1.10 [ -2.43, 4.63 ]


Lidder 2013a 32 71.13 (16.93) 30 72.82 (14.21) 0.5 % -1.69 [ -9.45, 6.07 ]


Lidder 2013b 27 72.33 (16.99) 31 71.54 (12.1) 0.5 % 0.79 [ -6.90, 8.48 ]


Liu 1990 6 2 (0.7) 6 4.1 (1.65) 1.5 % -2.10 [ -3.53, -0.67 ]


MacFie 2000 27 63 (7.88) 25 67 (5.36) 1.1 % -4.00 [ -7.64, -0.36 ]


Malhotra 2004 98 3.1 (0) 97 5.1 (0) Not estimable


Page 2002 20 69.3 (13.8) 20 65.7 (18.2) 0.3 % 3.60 [ -6.41, 13.61 ]


Saluja 2002a 10 2.6 (0.5) 10 2.5 (0.74) 1.6 % 0.10 [ -0.45, 0.65 ]


Saluja 2002b 10 3.35 (0.91) 10 2.35 (2.14) 1.5 % 1.00 [ -0.44, 2.44 ]


Saluja 2002c 10 2.15 (1) 10 4.6 (2.4) 1.5 % -2.45 [ -4.06, -0.84 ]


Thompson 1981 12 0.05 (2.16) 9 -3.78 (2.74) 1.4 % 3.83 [ 1.66, 6.00 ]


Tong 2006a 45 61.95 (5.42) 18 58.08 (6.01) 1.1 % 3.87 [ 0.67, 7.07 ]


Tong 2006b 45 61.91 (4.87) 18 58.08 (6.01) 1.2 % 3.83 [ 0.71, 6.95 ]


Vaithiswaran 2008 30 -0.03 (1.01) 31 -0.09 (0.64) 1.6 % 0.06 [ -0.37, 0.49 ]


Wang 1996a 12 2.92 (0.72) 12 4.56 (0.5) 1.6 % -1.64 [ -2.14, -1.14 ]


Wang 1996b 12 3.25 (0.99) 12 4.56 (0.5) 1.6 % -1.31 [ -1.94, -0.68 ]


Wang 1997a 20 58.4 (4.05) 10 55.87 (2.96) 1.3 % 2.53 [ -0.02, 5.08 ]


Wang 1997b 20 58.4 (4.05) 10 55.87 (2.96) 1.3 % 2.53 [ -0.02, 5.08 ]


Williams 1983 7 -0.61 (1.5) 7 -2.8 (1.2) 1.5 % 2.19 [ 0.77, 3.61 ]


Wood 1989a 15 -5.1 (2.7) 8 -2.5 (1.98) 1.4 % -2.60 [ -4.54, -0.66 ]


Wood 1989b 15 -2.2 (1.9) 7 -2.5 (1.85) 1.5 % 0.30 [ -1.37, 1.97 ]


Woolfson 1989 50 67.2 (10.2) 45 66.9 (13.2) 0.8 % 0.30 [ -4.48, 5.08 ]


Wu 2007a 215 2.5 (1.7) 108 4.1 (2.2) 1.6 % -1.60 [ -2.07, -1.13 ]


Wu 2007b 215 2.7 (2) 108 4.1 (2.2) 1.6 % -1.40 [ -1.89, -0.91 ]


Xu 1998a 16 56.4 (10.8) 16 52.6 (10.7) 0.5 % 3.80 [ -3.65, 11.25 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Yang 1996 10 53.48 (6.18) 10 50.77 (4.13) 0.9 % 2.71 [ -1.90, 7.32 ]


Yie 1996 30 0.9 (0.9) 19 2 (0.8) 1.6 % -1.10 [ -1.58, -0.62 ]


Zeiderman 1989a 10 51.9 (11.38) 5 61.9 (12.33) 0.2 % -10.00 [ -22.91, 2.91 ]


Zeiderman 1989b 10 60.6 (12.96) 5 61.9 (12.33) 0.2 % -1.30 [ -14.77, 12.17 ]


Zelic 2012 22 -0.9 (5.57) 23 -5.2 (5.87) 1.1 % 4.30 [ 0.96, 7.64 ]


Zhong 2006a 21 64.2 (9.34) 21 63.4 (7.65) 0.8 % 0.80 [ -4.36, 5.96 ]


Subtotal (95% CI) 1319 941 49.6 % 1.09 [ -0.11, 2.29 ]


Heterogeneity: Tau2 = 12.52; Chi2 = 2853.67, df = 41 (P<0.00001); I2 =99%


Test for overall effect: Z = 1.78 (P = 0.075)


11 Trauma surgery


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


12 Ortopaedics


Bastow 1983a 39 2.8 (1.9) 35 1.2 (3.1) 1.6 % 1.60 [ 0.41, 2.79 ]


Bastow 1983b 25 4.9 (2.3) 23 0.7 (2.6) 1.5 % 4.20 [ 2.81, 5.59 ]


Brown 1992 5 -1.19 (3.64) 5 -4.2 (1.05) 1.1 % 3.01 [ -0.31, 6.33 ]


Duncan 2006 145 -1 (0) 157 0 (0) Not estimable


Luo 2011 22 2.4 (0.7) 24 0.9 (1.65) 1.6 % 1.50 [ 0.78, 2.22 ]


Miller 2006a 24 -4.7 (6.75) 25 -6.3 (5.1) 1.1 % 1.60 [ -1.76, 4.96 ]


Miller 2006b 23 -6.2 (5.38) 25 -5.2 (9.56) 0.9 % -1.00 [ -5.34, 3.34 ]


Xie 2014 60 54.71 (10.12) 60 47.32 (8.78) 1.1 % 7.39 [ 4.00, 10.78 ]


Subtotal (95% CI) 343 354 8.9 % 2.62 [ 1.21, 4.02 ]


Heterogeneity: Tau2 = 2.13; Chi2 = 23.73, df = 6 (P = 0.00059); I2 =75%


Test for overall effect: Z = 3.66 (P = 0.00025)


13 Plastic, reconstructive, and aesthetic surgery


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


14 Vascular surgery


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


15 Transplant surgery


Lough 1990 14 56.2 (7.7) 15 60.8 (19.4) 0.3 % -4.60 [ -15.21, 6.01 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Subtotal (95% CI) 14 15 0.3 % -4.60 [ -15.21, 6.01 ]


Heterogeneity: not applicable


Test for overall effect: Z = 0.85 (P = 0.40)


16 Urology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


17 Thoracic surgery


Carr 1996 14 -0.5 (0.2) 14 -1.8 (0.3) 1.6 % 1.30 [ 1.11, 1.49 ]


Dong 1996 256 51.8 (1.3) 264 53 (3.5) 1.6 % -1.20 [ -1.65, -0.75 ]


Subtotal (95% CI) 270 278 3.3 % 0.06 [ -2.39, 2.51 ]


Heterogeneity: Tau2 = 3.09; Chi2 = 100.34, df = 1 (P<0.00001); I2 =99%


Test for overall effect: Z = 0.05 (P = 0.96)


18 Neurological surgery


Liu 2008 24 60.78 (7.88) 24 50.25 (5.36) 1.0 % 10.53 [ 6.72, 14.34 ]


Subtotal (95% CI) 24 24 1.0 % 10.53 [ 6.72, 14.34 ]


Heterogeneity: not applicable


Test for overall effect: Z = 5.41 (P < 0.00001)


19 Oro-maxillo-facial surgery


Bokhorst-de 2000 15 0.5 (2.3) 17 -0.1 (2.6) 1.5 % 0.60 [ -1.10, 2.30 ]


Subtotal (95% CI) 15 17 1.5 % 0.60 [ -1.10, 2.30 ]


Heterogeneity: not applicable


Test for overall effect: Z = 0.69 (P = 0.49)


20 Anaesthesiology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


21 Emergency medicine


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


22 Psychiatry


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


23 Neurology


Abalan 1992 15 48.9 (9.2) 14 46.3 (10.7) 0.5 % 2.60 [ -4.69, 9.89 ]


Aquilani 2008 24 64.4 (9) 24 65.9 (8.8) 0.8 % -1.50 [ -6.54, 3.54 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


F rli 2001 18 1.2 (0) 19 0 (0) Not estimable


Gariballa 1998 18 57.5 (9) 13 56.3 (8.4) 0.6 % 1.20 [ -4.98, 7.38 ]


Ha 2010 33 -0.8 (3.4) 31 -2.9 (3.9) 1.4 % 2.10 [ 0.30, 3.90 ]


Rabadi 2008 51 68.8 (12.6) 51 66.9 (14.7) 0.7 % 1.90 [ -3.41, 7.21 ]


Subtotal (95% CI) 159 152 4.1 % 1.72 [ 0.19, 3.25 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 1.83, df = 4 (P = 0.77); I2 =0.0%


Test for overall effect: Z = 2.21 (P = 0.027)


24 Oncology


Drott 1988 12 68.8 (5.88) 11 69.8 (9.28) 0.6 % -1.00 [ -7.41, 5.41 ]


Subtotal (95% CI) 12 11 0.6 % -1.00 [ -7.41, 5.41 ]


Heterogeneity: not applicable


Test for overall effect: Z = 0.31 (P = 0.76)


25 Dermatology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


26 Gynaecology


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


27 Mixed


Arias 2008 149 56 (11.43) 149 58.34 (11.67) 1.3 % -2.34 [ -4.96, 0.28 ]


Huynh 2015 77 1.032 (2.34) 70 0.57 (1.41) 1.6 % 0.46 [ -0.16, 1.08 ]


Johansen 2004 53 -0.22 (3.9) 42 0.1 (2) 1.5 % -0.32 [ -1.53, 0.89 ]


McWhirter 1996a 35 2.9 (0) 13 -2.5 (0) Not estimable


McWhirter 1996b 25 3.3 (0) 13 -2.5 (0) Not estimable


Munk 2014 44 0.4 (2.6) 40 -0.4 (2) 1.6 % 0.80 [ -0.19, 1.79 ]


Starke 2011 66 68.1 (15.9) 66 64.7 (16) 0.7 % 3.40 [ -2.04, 8.84 ]


Subtotal (95% CI) 449 393 6.8 % 0.22 [ -0.58, 1.02 ]


Heterogeneity: Tau2 = 0.33; Chi2 = 7.35, df = 4 (P = 0.12); I2 =46%


Test for overall effect: Z = 0.54 (P = 0.59)


Total (95% CI) 3691 3225 100.0 % 1.13 [ 0.50, 1.75 ]


Heterogeneity: Tau2 = 6.15; Chi2 = 3287.24, df = 85 (P<0.00001); I2 =97%


Test for overall effect: Z = 3.54 (P = 0.00040)


Test for subgroup differences: Chi2 = 38.25, df = 11 (P = 0.00), I2 =71%
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Analysis 34.5. Comparison 34 Weight - maximum follow-up, Outcome 5 Weight - based on adequacy of the


amount of nutrition.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 34 Weight - maximum follow-up


Outcome: 5 Weight - based on adequacy of the amount of nutrition


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 Clearly adequate in intervention and clearly inadequate in control


Aquilani 2008 24 64.4 (9) 24 65.9 (8.8) 0.8 % -1.50 [ -6.54, 3.54 ]


Chen 2000a 10 -0.8 (0.6) 10 -5.9 (0.1) 1.6 % 5.10 [ 4.72, 5.48 ]


Chen 2000b 10 -1.1 (0.7) 10 -5.9 (0.1) 1.6 % 4.80 [ 4.36, 5.24 ]


Gariballa 1998 18 57.5 (9) 13 56.3 (8.4) 0.6 % 1.20 [ -4.98, 7.38 ]


Gazzotti 2003 34 0.28 (3.8) 35 -1.23 (2.5) 1.5 % 1.51 [ -0.01, 3.03 ]


Holyday 2012 71 -0.9 (0.6) 72 -0.9 (0.4) 1.6 % 0.0 [ -0.17, 0.17 ]


Keele 1997 38 64 (11.6) 39 66.1 (13) 0.7 % -2.10 [ -7.60, 3.40 ]


Lough 1990 14 56.2 (7.7) 15 60.8 (19.4) 0.3 % -4.60 [ -15.21, 6.01 ]


Malhotra 2004 98 3.1 (0) 97 5.1 (0) Not estimable


McWhirter 1996a 35 2.9 (0) 13 -2.5 (0) Not estimable


McWhirter 1996b 25 3.3 (0) 13 -2.5 (0) Not estimable


Munk 2014 44 0.4 (2.6) 40 -0.4 (2) 1.6 % 0.80 [ -0.19, 1.79 ]


Neelemaat 2012 73 64.7 (14.4) 73 61 (12.2) 0.9 % 3.70 [ -0.63, 8.03 ]


Page 2002 20 69.3 (13.8) 20 65.7 (18.2) 0.3 % 3.60 [ -6.41, 13.61 ]


Starke 2011 66 68.1 (15.9) 66 64.7 (16) 0.7 % 3.40 [ -2.04, 8.84 ]


Summerbell 1993 7 47.1 (9.2) 7 37.8 (7.8) 0.4 % 9.30 [ 0.36, 18.24 ]


Wang 1996a 12 2.92 (0.72) 12 4.56 (0.5) 1.6 % -1.64 [ -2.14, -1.14 ]


Wang 1996b 12 3.25 (0.99) 12 4.56 (0.5) 1.6 % -1.31 [ -1.94, -0.68 ]


Whittaker 1990 6 2.4 (2) 4 -0.6 (0.8) 1.5 % 3.00 [ 1.22, 4.78 ]


Woolfson 1989 50 67.2 (10.2) 45 66.9 (13.2) 0.8 % 0.30 [ -4.48, 5.08 ]


Wu 2007a 215 2.5 (1.7) 108 4.1 (2.2) 1.6 % -1.60 [ -2.07, -1.13 ]


Wu 2007b 215 2.7 (2) 108 4.1 (2.2) 1.6 % -1.40 [ -1.89, -0.91 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Subtotal (95% CI) 1097 836 21.6 % 1.03 [ -0.41, 2.46 ]


Heterogeneity: Tau2 = 7.24; Chi2 = 1227.44, df = 18 (P<0.00001); I2 =99%


Test for overall effect: Z = 1.40 (P = 0.16)


2 Inadequate in the experimental or adequate in the control


Abalan 1992 15 48.9 (9.2) 14 46.3 (10.7) 0.5 % 2.60 [ -4.69, 9.89 ]


Bastow 1983a 39 2.8 (1.9) 35 1.2 (3.1) 1.6 % 1.60 [ 0.41, 2.79 ]


Bastow 1983b 25 4.9 (2.3) 23 0.7 (2.6) 1.5 % 4.20 [ 2.81, 5.59 ]


Bokhorst-de 2000 15 0.5 (2.3) 17 -0.1 (2.6) 1.5 % 0.60 [ -1.10, 2.30 ]


Ding 2009 21 -3.22 (1.8) 21 -5.58 (1.4) 1.6 % 2.36 [ 1.38, 3.34 ]


Duncan 2006 145 -1 (0) 157 0 (0) Not estimable


F rli 2001 18 1.2 (0) 19 0 (0) Not estimable


Ha 2010 33 -0.8 (3.4) 31 -2.9 (3.9) 1.4 % 2.10 [ 0.30, 3.90 ]


Hickson 2004 292 -0.92 (0) 300 -0.9 (0) Not estimable


Johansen 2004 53 -0.22 (3.9) 42 0.1 (2) 1.5 % -0.32 [ -1.53, 0.89 ]


Kawaguchi 2008 18 -0.8 (1.6) 11 -0.95 (1.1) 1.6 % 0.15 [ -0.83, 1.13 ]


Ljunggren 2012 19 0.3 (16.29) 20 0.4 (12.82) 0.4 % -0.10 [ -9.33, 9.13 ]


MacFie 2000 27 63 (7.88) 25 67 (5.36) 1.1 % -4.00 [ -7.64, -0.36 ]


Potter 2001 142 0.4 (2.6) 151 -0.5 (2.9) 1.6 % 0.90 [ 0.27, 1.53 ]


Rabadi 2008 51 68.8 (12.6) 51 66.9 (14.7) 0.7 % 1.90 [ -3.41, 7.21 ]


Ryan 1993 6 2.4 (14.4) 4 -0.6 (12.2) 0.1 % 3.00 [ -13.60, 19.60 ]


Saluja 2002a 10 2.6 (0.5) 10 2.5 (0.74) 1.6 % 0.10 [ -0.45, 0.65 ]


Saluja 2002b 10 3.35 (0.91) 10 2.35 (2.14) 1.5 % 1.00 [ -0.44, 2.44 ]


Saluja 2002c 10 2.15 (1) 10 4.6 (2.4) 1.5 % -2.45 [ -4.06, -0.84 ]


Vermeeren 2004 23 1.37 (1.3) 24 1.12 (1.2) 1.6 % 0.25 [ -0.47, 0.97 ]


Zelic 2012 22 -0.9 (5.57) 23 -5.2 (5.87) 1.1 % 4.30 [ 0.96, 7.64 ]


Subtotal (95% CI) 994 998 22.5 % 0.86 [ 0.16, 1.57 ]


Heterogeneity: Tau2 = 1.33; Chi2 = 76.52, df = 17 (P<0.00001); I2 =78%


Test for overall effect: Z = 2.40 (P = 0.016)


3 Experimental group is overfed


Bunout 1989 17 -6.29 (6.2) 19 -4.65 (7.8) 0.9 % -1.64 [ -6.22, 2.94 ]


Carver 1995 20 50.1 (7.1) 20 45.9 (5.5) 1.0 % 4.20 [ 0.26, 8.14 ]


Kearns 1992 16 72 (20) 15 72 (16) 0.2 % 0.0 [ -12.71, 12.71 ]


Li 1998 10 59.9 (3.5) 10 58.8 (4.5) 1.1 % 1.10 [ -2.43, 4.63 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Saudny-Unterberger 1997 14 0.209 (2.5) 10 0.08 (0.63) 1.5 % 0.13 [ -1.24, 1.50 ]


Subtotal (95% CI) 77 74 4.7 % 0.64 [ -0.87, 2.14 ]


Heterogeneity: Tau2 = 0.50; Chi2 = 4.63, df = 4 (P = 0.33); I2 =14%


Test for overall effect: Z = 0.83 (P = 0.41)


4 Unclear intake in control or experimental


Arias 2008 149 56 (11.43) 149 58.34 (11.67) 1.3 % -2.34 [ -4.96, 0.28 ]


Brown 1992 5 -1.19 (3.64) 5 -4.2 (1.05) 1.1 % 3.01 [ -0.31, 6.33 ]


Carr 1996 14 -0.5 (0.2) 14 -1.8 (0.3) 1.6 % 1.30 [ 1.11, 1.49 ]


Chen 1995a 8 1.3 (0.1) 4 -6.7 (0.4) 1.6 % 8.00 [ 7.60, 8.40 ]


Chen 1995b 8 -4.2 (0.3) 4 -6.7 (0.4) 1.6 % 2.50 [ 2.06, 2.94 ]


De Sousa 2012 20 52.1 (11.1) 15 49.9 (5.6) 0.7 % 2.20 [ -3.43, 7.83 ]


Dong 1996 256 51.8 (1.3) 264 53 (3.5) 1.6 % -1.20 [ -1.65, -0.75 ]


Drott 1988 12 68.8 (5.88) 11 69.8 (9.28) 0.6 % -1.00 [ -7.41, 5.41 ]


Elbers 1997 10 68.29 (12.14) 10 62.2 (6.86) 0.4 % 6.09 [ -2.55, 14.73 ]


Fan 1994 64 55 (0) 60 55 (0) Not estimable


Gariballa 2006 119 69 (14) 106 69 (13) 1.1 % 0.0 [ -3.53, 3.53 ]


Hoffmann 1988 43 -1 (0) 16 -3.8 (0) Not estimable


Huynh 2015 77 1.032 (2.34) 70 0.57 (1.41) 1.6 % 0.46 [ -0.16, 1.08 ]


Hwang 1991 12 51.9 (10) 12 53 (7.3) 0.5 % -1.10 [ -8.11, 5.91 ]


Jensen 1982 10 1.5 (2.2) 10 -2.9 (1.7) 1.5 % 4.40 [ 2.68, 6.12 ]


Ji 1999 20 59.53 (8.25) 10 49.7 (7.58) 0.7 % 9.83 [ 3.90, 15.76 ]


Jiang 2006a 24 2.4 (0.2) 22 6.3 (1.3) 1.6 % -3.90 [ -4.45, -3.35 ]


Jiang 2006b 23 5.7 (0.7) 22 6.3 (1.3) 1.6 % -0.60 [ -1.21, 0.01 ]


Lidder 2013a 32 71.13 (16.93) 30 72.82 (14.21) 0.5 % -1.69 [ -9.45, 6.07 ]


Lidder 2013b 27 72.33 (16.99) 31 71.54 (12.1) 0.5 % 0.79 [ -6.90, 8.48 ]


Liu 1990 6 2 (0.7) 6 4.1 (1.65) 1.5 % -2.10 [ -3.53, -0.67 ]


Liu 2008 24 60.78 (7.88) 24 50.25 (5.36) 1.0 % 10.53 [ 6.72, 14.34 ]


Luo 2011 22 2.4 (0.7) 24 0.9 (1.65) 1.6 % 1.50 [ 0.78, 2.22 ]


McEvoy 1982 26 -0.2 (2.6) 25 1.5 (2.4) 1.5 % -1.70 [ -3.07, -0.33 ]


Miller 2006a 24 -4.7 (6.75) 25 -6.3 (5.1) 1.1 % 1.60 [ -1.76, 4.96 ]


Miller 2006b 23 -6.2 (5.38) 25 -5.2 (9.56) 0.9 % -1.00 [ -5.34, 3.34 ]


Moreno 2016 24 -4.7 (6.75) 25 -6.3 (5.1) 1.1 % 1.60 [ -1.76, 4.96 ]


-100 -50 0 50 100


Favours control Favours nutrition support


(Continued . . . )


1367Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Thompson 1981 12 0.05 (2.16) 9 -3.78 (2.74) 1.4 % 3.83 [ 1.66, 6.00 ]


Tong 2006a 45 61.95 (5.42) 18 58.08 (6.01) 1.1 % 3.87 [ 0.67, 7.07 ]


Tong 2006b 45 61.91 (4.87) 18 58.08 (6.01) 1.2 % 3.83 [ 0.71, 6.95 ]


Vaithiswaran 2008 30 -0.03 (1.01) 31 -0.09 (0.64) 1.6 % 0.06 [ -0.37, 0.49 ]


Wang 1997a 20 58.4 (4.05) 10 55.87 (2.96) 1.3 % 2.53 [ -0.02, 5.08 ]


Wang 1997b 20 58.4 (4.05) 10 55.87 (2.96) 1.3 % 2.53 [ -0.02, 5.08 ]


Wang 2007 19 2.3 (0.8) 24 3.9 (1.7) 1.6 % -1.60 [ -2.37, -0.83 ]


Williams 1983 7 -0.61 (1.5) 7 -2.8 (1.2) 1.5 % 2.19 [ 0.77, 3.61 ]


Wood 1989a 15 -5.1 (2.7) 8 -2.5 (1.98) 1.4 % -2.60 [ -4.54, -0.66 ]


Wood 1989b 15 -2.2 (1.9) 7 -2.5 (1.85) 1.5 % 0.30 [ -1.37, 1.97 ]


Xie 2014 60 54.71 (10.12) 60 47.32 (8.78) 1.1 % 7.39 [ 4.00, 10.78 ]


Xu 1998a 16 56.4 (10.8) 16 52.6 (10.7) 0.5 % 3.80 [ -3.65, 11.25 ]


Yang 1996 10 53.48 (6.18) 10 50.77 (4.13) 0.9 % 2.71 [ -1.90, 7.32 ]


Yie 1996 30 0.9 (0.9) 19 2 (0.8) 1.6 % -1.10 [ -1.58, -0.62 ]


Zeiderman 1989a 10 51.9 (11.38) 5 61.9 (12.33) 0.2 % -10.00 [ -22.91, 2.91 ]


Zeiderman 1989b 10 60.6 (12.96) 5 61.9 (12.33) 0.2 % -1.30 [ -14.77, 12.17 ]


Zheng 2001a 30 -2.1 (0.9) 10 -3.3 (1.7) 1.6 % 1.20 [ 0.10, 2.30 ]


Zheng 2001b 26 -2.5 (1.1) 10 -3.3 (1.7) 1.6 % 0.80 [ -0.34, 1.94 ]


Zhong 2006a 21 64.2 (9.34) 21 63.4 (7.65) 0.8 % 0.80 [ -4.36, 5.96 ]


Subtotal (95% CI) 1523 1317 51.3 % 1.34 [ 0.35, 2.33 ]


Heterogeneity: Tau2 = 8.40; Chi2 = 1941.32, df = 43 (P<0.00001); I2 =98%


Test for overall effect: Z = 2.65 (P = 0.0080)


Total (95% CI) 3691 3225 100.0 % 1.13 [ 0.50, 1.75 ]


Heterogeneity: Tau2 = 6.15; Chi2 = 3287.24, df = 85 (P<0.00001); I2 =97%


Test for overall effect: Z = 3.54 (P = 0.00040)


Test for subgroup differences: Chi2 = 0.81, df = 3 (P = 0.85), I2 =0.0%


-100 -50 0 50 100


Favours control Favours nutrition support


1368Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Analysis 34.6. Comparison 34 Weight - maximum follow-up, Outcome 6 Weight - different screening tools.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 34 Weight - maximum follow-up


Outcome: 6 Weight - different screening tools


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 NRS 2002


Ding 2009 21 -3.22 (1.8) 21 -5.58 (1.4) 1.6 % 2.36 [ 1.38, 3.34 ]


Johansen 2004 53 -0.22 (3.9) 42 0.1 (2) 1.5 % -0.32 [ -1.53, 0.89 ]


Munk 2014 44 0.4 (2.6) 40 -0.4 (2) 1.6 % 0.80 [ -0.19, 1.79 ]


Starke 2011 66 68.1 (15.9) 66 64.7 (16) 0.7 % 3.40 [ -2.04, 8.84 ]


Subtotal (95% CI) 184 169 5.4 % 1.12 [ -0.29, 2.53 ]


Heterogeneity: Tau2 = 1.36; Chi2 = 12.71, df = 3 (P = 0.01); I2 =76%


Test for overall effect: Z = 1.55 (P = 0.12)


2 MUST


Ha 2010 33 -0.8 (3.4) 31 -2.9 (3.9) 1.4 % 2.10 [ 0.30, 3.90 ]


Subtotal (95% CI) 33 31 1.4 % 2.10 [ 0.30, 3.90 ]


Heterogeneity: not applicable


Test for overall effect: Z = 2.29 (P = 0.022)


3 MNA


De Sousa 2012 20 52.1 (11.1) 15 49.9 (5.6) 0.7 % 2.20 [ -3.43, 7.83 ]


Gazzotti 2003 34 0.28 (3.8) 35 -1.23 (2.5) 1.5 % 1.51 [ -0.01, 3.03 ]


Subtotal (95% CI) 54 50 2.2 % 1.56 [ 0.09, 3.03 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 0.05, df = 1 (P = 0.82); I2 =0.0%


Test for overall effect: Z = 2.08 (P = 0.038)


4 SGA


Arias 2008 149 56 (11.43) 149 58.34 (11.67) 1.3 % -2.34 [ -4.96, 0.28 ]


Huynh 2015 77 1.032 (2.34) 70 0.57 (1.41) 1.6 % 0.46 [ -0.16, 1.08 ]


Wu 2007a 215 2.5 (1.7) 108 4.1 (2.2) 1.6 % -1.60 [ -2.07, -1.13 ]


Wu 2007b 215 2.7 (2) 108 4.1 (2.2) 1.6 % -1.40 [ -1.89, -0.91 ]


Subtotal (95% CI) 656 435 6.2 % -1.03 [ -2.12, 0.06 ]


Heterogeneity: Tau2 = 0.98; Chi2 = 31.02, df = 3 (P<0.00001); I2 =90%


Test for overall effect: Z = 1.85 (P = 0.065)


5 Other means


Abalan 1992 15 48.9 (9.2) 14 46.3 (10.7) 0.5 % 2.60 [ -4.69, 9.89 ]


Aquilani 2008 24 64.4 (9) 24 65.9 (8.8) 0.8 % -1.50 [ -6.54, 3.54 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Bastow 1983a 39 2.8 (1.9) 35 1.2 (3.1) 1.6 % 1.60 [ 0.41, 2.79 ]


Bastow 1983b 25 4.9 (2.3) 23 0.7 (2.6) 1.5 % 4.20 [ 2.81, 5.59 ]


Bokhorst-de 2000 15 0.5 (2.3) 17 -0.1 (2.6) 1.5 % 0.60 [ -1.10, 2.30 ]


Brown 1992 5 -1.19 (3.64) 5 -4.2 (1.05) 1.1 % 3.01 [ -0.31, 6.33 ]


Bunout 1989 17 -6.29 (6.2) 19 -4.65 (7.8) 0.9 % -1.64 [ -6.22, 2.94 ]


Carr 1996 14 -0.5 (0.2) 14 -1.8 (0.3) 1.6 % 1.30 [ 1.11, 1.49 ]


Carver 1995 20 50.1 (7.1) 20 45.9 (5.5) 1.0 % 4.20 [ 0.26, 8.14 ]


Chen 1995a 8 1.3 (0.1) 4 -6.7 (0.4) 1.6 % 8.00 [ 7.60, 8.40 ]


Chen 1995b 8 -4.2 (0.3) 4 -6.7 (0.4) 1.6 % 2.50 [ 2.06, 2.94 ]


Chen 2000a 10 -0.8 (0.6) 10 -5.9 (0.1) 1.6 % 5.10 [ 4.72, 5.48 ]


Chen 2000b 10 -1.1 (0.7) 10 -5.9 (0.1) 1.6 % 4.80 [ 4.36, 5.24 ]


Dong 1996 256 51.8 (1.3) 264 53 (3.5) 1.6 % -1.20 [ -1.65, -0.75 ]


Drott 1988 12 68.8 (5.88) 11 69.8 (9.28) 0.6 % -1.00 [ -7.41, 5.41 ]


Duncan 2006 145 -1 (0) 157 0 (0) Not estimable


Elbers 1997 10 68.29 (12.14) 10 62.2 (6.86) 0.4 % 6.09 [ -2.55, 14.73 ]


Fan 1994 64 55 (0) 60 55 (0) Not estimable


F rli 2001 18 1.2 (0) 19 0 (0) Not estimable


Gariballa 1998 18 57.5 (9) 13 56.3 (8.4) 0.6 % 1.20 [ -4.98, 7.38 ]


Gariballa 2006 119 69 (14) 106 69 (13) 1.1 % 0.0 [ -3.53, 3.53 ]


Hickson 2004 292 -0.92 (0) 300 -0.9 (0) Not estimable


Hoffmann 1988 43 -1 (0) 16 -3.8 (0) Not estimable


Holyday 2012 71 -0.9 (0.6) 72 -0.9 (0.4) 1.6 % 0.0 [ -0.17, 0.17 ]


Hwang 1991 12 51.9 (10) 12 53 (7.3) 0.5 % -1.10 [ -8.11, 5.91 ]


Jensen 1982 10 1.5 (2.2) 10 -2.9 (1.7) 1.5 % 4.40 [ 2.68, 6.12 ]


Ji 1999 20 59.53 (8.25) 10 49.7 (7.58) 0.7 % 9.83 [ 3.90, 15.76 ]


Jiang 2006a 24 2.4 (0.2) 22 6.3 (1.3) 1.6 % -3.90 [ -4.45, -3.35 ]


Jiang 2006b 23 5.7 (0.7) 22 6.3 (1.3) 1.6 % -0.60 [ -1.21, 0.01 ]


Kawaguchi 2008 18 -0.8 (1.6) 11 -0.95 (1.1) 1.6 % 0.15 [ -0.83, 1.13 ]


Kearns 1992 16 72 (20) 15 72 (16) 0.2 % 0.0 [ -12.71, 12.71 ]


Keele 1997 38 64 (11.6) 39 66.1 (13) 0.7 % -2.10 [ -7.60, 3.40 ]


Li 1998 10 59.9 (3.5) 10 58.8 (4.5) 1.1 % 1.10 [ -2.43, 4.63 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Lidder 2013a 32 71.13 (16.93) 30 72.82 (14.21) 0.5 % -1.69 [ -9.45, 6.07 ]


Lidder 2013b 27 72.33 (16.99) 31 71.54 (12.1) 0.5 % 0.79 [ -6.90, 8.48 ]


Liu 1990 6 2 (0.7) 6 4.1 (1.65) 1.5 % -2.10 [ -3.53, -0.67 ]


Liu 2008 24 60.78 (7.88) 24 50.25 (5.36) 1.0 % 10.53 [ 6.72, 14.34 ]


Ljunggren 2012 19 0.3 (16.29) 20 0.4 (12.82) 0.4 % -0.10 [ -9.33, 9.13 ]


Lough 1990 14 56.2 (7.7) 15 60.8 (19.4) 0.3 % -4.60 [ -15.21, 6.01 ]


Luo 2011 22 2.4 (0.7) 24 0.9 (1.65) 1.6 % 1.50 [ 0.78, 2.22 ]


MacFie 2000 27 63 (7.88) 25 67 (5.36) 1.1 % -4.00 [ -7.64, -0.36 ]


Malhotra 2004 98 3.1 (0) 97 5.1 (0) Not estimable


McEvoy 1982 26 -0.2 (2.6) 25 1.5 (2.4) 1.5 % -1.70 [ -3.07, -0.33 ]


McWhirter 1996a 35 2.9 (0) 13 -2.5 (0) Not estimable


McWhirter 1996b 25 3.3 (0) 13 -2.5 (0) Not estimable


Miller 2006a 24 -4.7 (6.75) 25 -6.3 (5.1) 1.1 % 1.60 [ -1.76, 4.96 ]


Miller 2006b 23 -6.2 (5.38) 25 -5.2 (9.56) 0.9 % -1.00 [ -5.34, 3.34 ]


Moreno 2016 24 -4.7 (6.75) 25 -6.3 (5.1) 1.1 % 1.60 [ -1.76, 4.96 ]


Neelemaat 2012 73 64.7 (14.4) 73 61 (12.2) 0.9 % 3.70 [ -0.63, 8.03 ]


Page 2002 20 69.3 (13.8) 20 65.7 (18.2) 0.3 % 3.60 [ -6.41, 13.61 ]


Potter 2001 142 0.4 (2.6) 151 -0.5 (2.9) 1.6 % 0.90 [ 0.27, 1.53 ]


Rabadi 2008 51 68.8 (12.6) 51 66.9 (14.7) 0.7 % 1.90 [ -3.41, 7.21 ]


Ryan 1993 6 2.4 (14.4) 4 -0.6 (12.2) 0.1 % 3.00 [ -13.60, 19.60 ]


Saluja 2002a 10 2.6 (0.5) 10 2.5 (0.74) 1.6 % 0.10 [ -0.45, 0.65 ]


Saluja 2002b 10 3.35 (0.91) 10 2.35 (2.14) 1.5 % 1.00 [ -0.44, 2.44 ]


Saluja 2002c 10 2.15 (1) 10 4.6 (2.4) 1.5 % -2.45 [ -4.06, -0.84 ]


Saudny-Unterberger 1997 14 0.209 (2.5) 10 0.08 (0.63) 1.5 % 0.13 [ -1.24, 1.50 ]


Summerbell 1993 7 47.1 (9.2) 7 37.8 (7.8) 0.4 % 9.30 [ 0.36, 18.24 ]


Thompson 1981 12 0.05 (2.16) 9 -3.78 (2.74) 1.4 % 3.83 [ 1.66, 6.00 ]


Tong 2006a 45 61.95 (5.42) 18 58.08 (6.01) 1.1 % 3.87 [ 0.67, 7.07 ]


Tong 2006b 45 61.91 (4.87) 18 58.08 (6.01) 1.2 % 3.83 [ 0.71, 6.95 ]


Vaithiswaran 2008 30 -0.03 (1.01) 31 -0.09 (0.64) 1.6 % 0.06 [ -0.37, 0.49 ]


Vermeeren 2004 23 1.37 (1.3) 24 1.12 (1.2) 1.6 % 0.25 [ -0.47, 0.97 ]


Wang 1996a 12 2.92 (0.72) 12 4.56 (0.5) 1.6 % -1.64 [ -2.14, -1.14 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Wang 1996b 12 3.25 (0.99) 12 4.56 (0.5) 1.6 % -1.31 [ -1.94, -0.68 ]


Wang 1997a 20 58.4 (4.05) 10 55.87 (2.96) 1.3 % 2.53 [ -0.02, 5.08 ]


Wang 1997b 20 58.4 (4.05) 10 55.87 (2.96) 1.3 % 2.53 [ -0.02, 5.08 ]


Wang 2007 19 2.3 (0.8) 24 3.9 (1.7) 1.6 % -1.60 [ -2.37, -0.83 ]


Whittaker 1990 6 2.4 (2) 4 -0.6 (0.8) 1.5 % 3.00 [ 1.22, 4.78 ]


Williams 1983 7 -0.61 (1.5) 7 -2.8 (1.2) 1.5 % 2.19 [ 0.77, 3.61 ]


Wood 1989a 15 -5.1 (2.7) 8 -2.5 (1.98) 1.4 % -2.60 [ -4.54, -0.66 ]


Wood 1989b 15 -2.2 (1.9) 7 -2.5 (1.85) 1.5 % 0.30 [ -1.37, 1.97 ]


Woolfson 1989 50 67.2 (10.2) 45 66.9 (13.2) 0.8 % 0.30 [ -4.48, 5.08 ]


Xie 2014 60 54.71 (10.12) 60 47.32 (8.78) 1.1 % 7.39 [ 4.00, 10.78 ]


Xu 1998a 16 56.4 (10.8) 16 52.6 (10.7) 0.5 % 3.80 [ -3.65, 11.25 ]


Yang 1996 10 53.48 (6.18) 10 50.77 (4.13) 0.9 % 2.71 [ -1.90, 7.32 ]


Yie 1996 30 0.9 (0.9) 19 2 (0.8) 1.6 % -1.10 [ -1.58, -0.62 ]


Zeiderman 1989a 10 51.9 (11.38) 5 61.9 (12.33) 0.2 % -10.00 [ -22.91, 2.91 ]


Zeiderman 1989b 10 60.6 (12.96) 5 61.9 (12.33) 0.2 % -1.30 [ -14.77, 12.17 ]


Zelic 2012 22 -0.9 (5.57) 23 -5.2 (5.87) 1.1 % 4.30 [ 0.96, 7.64 ]


Zheng 2001a 30 -2.1 (0.9) 10 -3.3 (1.7) 1.6 % 1.20 [ 0.10, 2.30 ]


Zheng 2001b 26 -2.5 (1.1) 10 -3.3 (1.7) 1.6 % 0.80 [ -0.34, 1.94 ]


Zhong 2006a 21 64.2 (9.34) 21 63.4 (7.65) 0.8 % 0.80 [ -4.36, 5.96 ]


Subtotal (95% CI) 2764 2540 84.8 % 1.26 [ 0.56, 1.95 ]


Heterogeneity: Tau2 = 6.52; Chi2 = 3064.73, df = 74 (P<0.00001); I2 =98%


Test for overall effect: Z = 3.55 (P = 0.00039)


Total (95% CI) 3691 3225 100.0 % 1.13 [ 0.50, 1.75 ]


Heterogeneity: Tau2 = 6.15; Chi2 = 3287.24, df = 85 (P<0.00001); I2 =97%


Test for overall effect: Z = 3.54 (P = 0.00040)


Test for subgroup differences: Chi2 = 15.55, df = 4 (P = 0.00), I2 =74%
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Analysis 34.7. Comparison 34 Weight - maximum follow-up, Outcome 7 Weight - participants


characterised as ’at nutritional risk’ due to one of the following conditions.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 34 Weight - maximum follow-up


Outcome: 7 Weight - participants characterised as ’at nutritional risk’ due to one of the following conditions


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 Major surgery


Bastow 1983a 39 2.8 (1.9) 35 1.2 (3.1) 1.6 % 1.60 [ 0.41, 2.79 ]


Bastow 1983b 25 4.9 (2.3) 23 0.7 (2.6) 1.5 % 4.20 [ 2.81, 5.59 ]


Brown 1992 5 -1.19 (3.64) 5 -4.2 (1.05) 1.1 % 3.01 [ -0.31, 6.33 ]


Carr 1996 14 -0.5 (0.2) 14 -1.8 (0.3) 1.6 % 1.30 [ 1.11, 1.49 ]


Chen 1995a 8 1.3 (0.1) 4 -6.7 (0.4) 1.6 % 8.00 [ 7.60, 8.40 ]


Chen 1995b 8 -4.2 (0.3) 4 -6.7 (0.4) 1.6 % 2.50 [ 2.06, 2.94 ]


Chen 2000a 10 -0.8 (0.6) 10 -5.9 (0.1) 1.6 % 5.10 [ 4.72, 5.48 ]


Chen 2000b 10 -1.1 (0.7) 10 -5.9 (0.1) 1.6 % 4.80 [ 4.36, 5.24 ]


Dong 1996 256 51.8 (1.3) 264 53 (3.5) 1.6 % -1.20 [ -1.65, -0.75 ]


Elbers 1997 10 68.29 (12.14) 10 62.2 (6.86) 0.4 % 6.09 [ -2.55, 14.73 ]


Fan 1994 64 55 (0) 60 55 (0) Not estimable


F rli 2001 18 1.2 (0) 19 0 (0) Not estimable


Hoffmann 1988 43 -1 (0) 16 -3.8 (0) Not estimable


Jensen 1982 10 1.5 (2.2) 10 -2.9 (1.7) 1.5 % 4.40 [ 2.68, 6.12 ]


Ji 1999 20 59.53 (8.25) 10 49.7 (7.58) 0.7 % 9.83 [ 3.90, 15.76 ]


Jiang 2006a 24 2.4 (0.2) 22 6.3 (1.3) 1.6 % -3.90 [ -4.45, -3.35 ]


Jiang 2006b 23 5.7 (0.7) 22 6.3 (1.3) 1.6 % -0.60 [ -1.21, 0.01 ]


Keele 1997 38 64 (11.6) 39 66.1 (13) 0.7 % -2.10 [ -7.60, 3.40 ]


Li 1998 10 59.9 (3.5) 10 58.8 (4.5) 1.1 % 1.10 [ -2.43, 4.63 ]


Lidder 2013a 32 71.13 (16.93) 30 72.82 (14.21) 0.5 % -1.69 [ -9.45, 6.07 ]


Lidder 2013b 27 72.33 (16.99) 31 71.54 (12.1) 0.5 % 0.79 [ -6.90, 8.48 ]


Liu 1990 6 2 (0.7) 6 4.1 (1.65) 1.5 % -2.10 [ -3.53, -0.67 ]


Lough 1990 14 56.2 (7.7) 15 60.8 (19.4) 0.3 % -4.60 [ -15.21, 6.01 ]


-100 -50 0 50 100


Favours control Favours nutrition support


(Continued . . . )


1373Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







(. . . Continued)


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


MacFie 2000 27 63 (7.88) 25 67 (5.36) 1.1 % -4.00 [ -7.64, -0.36 ]


Malhotra 2004 98 3.1 (0) 97 5.1 (0) Not estimable


Page 2002 20 69.3 (13.8) 20 65.7 (18.2) 0.3 % 3.60 [ -6.41, 13.61 ]


Saluja 2002a 10 2.6 (0.5) 10 2.5 (0.74) 1.6 % 0.10 [ -0.45, 0.65 ]


Saluja 2002b 10 3.35 (0.91) 10 2.35 (2.14) 1.5 % 1.00 [ -0.44, 2.44 ]


Saluja 2002c 10 2.15 (1) 10 4.6 (2.4) 1.5 % -2.45 [ -4.06, -0.84 ]


Thompson 1981 12 0.05 (2.16) 9 -3.78 (2.74) 1.4 % 3.83 [ 1.66, 6.00 ]


Tong 2006a 45 61.95 (5.42) 18 58.08 (6.01) 1.1 % 3.87 [ 0.67, 7.07 ]


Tong 2006b 45 61.91 (4.87) 18 58.08 (6.01) 1.2 % 3.83 [ 0.71, 6.95 ]


Vaithiswaran 2008 30 -0.03 (1.01) 31 -0.09 (0.64) 1.6 % 0.06 [ -0.37, 0.49 ]


Wang 1996a 12 2.92 (0.72) 12 4.56 (0.5) 1.6 % -1.64 [ -2.14, -1.14 ]


Wang 1996b 12 3.25 (0.99) 12 4.56 (0.5) 1.6 % -1.31 [ -1.94, -0.68 ]


Wang 1997a 20 58.4 (4.05) 10 55.87 (2.96) 1.3 % 2.53 [ -0.02, 5.08 ]


Wang 1997b 20 58.4 (4.05) 10 55.87 (2.96) 1.3 % 2.53 [ -0.02, 5.08 ]


Wood 1989a 15 -5.1 (2.7) 8 -2.5 (1.98) 1.4 % -2.60 [ -4.54, -0.66 ]


Wood 1989b 15 -2.2 (1.9) 7 -2.5 (1.85) 1.5 % 0.30 [ -1.37, 1.97 ]


Woolfson 1989 50 67.2 (10.2) 45 66.9 (13.2) 0.8 % 0.30 [ -4.48, 5.08 ]


Wu 2007a 215 2.5 (1.7) 108 4.1 (2.2) 1.6 % -1.60 [ -2.07, -1.13 ]


Wu 2007b 215 2.7 (2) 108 4.1 (2.2) 1.6 % -1.40 [ -1.89, -0.91 ]


Xu 1998a 16 56.4 (10.8) 16 52.6 (10.7) 0.5 % 3.80 [ -3.65, 11.25 ]


Yang 1996 10 53.48 (6.18) 10 50.77 (4.13) 0.9 % 2.71 [ -1.90, 7.32 ]


Yie 1996 30 0.9 (0.9) 19 2 (0.8) 1.6 % -1.10 [ -1.58, -0.62 ]


Zeiderman 1989a 10 51.9 (11.38) 5 61.9 (12.33) 0.2 % -10.00 [ -22.91, 2.91 ]


Zeiderman 1989b 10 60.6 (12.96) 5 61.9 (12.33) 0.2 % -1.30 [ -14.77, 12.17 ]


Zelic 2012 22 -0.9 (5.57) 23 -5.2 (5.87) 1.1 % 4.30 [ 0.96, 7.64 ]


Zhong 2006a 21 64.2 (9.34) 21 63.4 (7.65) 0.8 % 0.80 [ -4.36, 5.96 ]


Subtotal (95% CI) 1714 1336 53.7 % 1.08 [ 0.08, 2.09 ]


Heterogeneity: Tau2 = 9.09; Chi2 = 2985.80, df = 44 (P<0.00001); I2 =99%


Test for overall effect: Z = 2.11 (P = 0.035)


2 Stroke


Aquilani 2008 24 64.4 (9) 24 65.9 (8.8) 0.8 % -1.50 [ -6.54, 3.54 ]


Gariballa 1998 18 57.5 (9) 13 56.3 (8.4) 0.6 % 1.20 [ -4.98, 7.38 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Ha 2010 33 -0.8 (3.4) 31 -2.9 (3.9) 1.4 % 2.10 [ 0.30, 3.90 ]


Rabadi 2008 51 68.8 (12.6) 51 66.9 (14.7) 0.7 % 1.90 [ -3.41, 7.21 ]


Subtotal (95% CI) 126 119 3.6 % 1.68 [ 0.12, 3.24 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 1.77, df = 3 (P = 0.62); I2 =0.0%


Test for overall effect: Z = 2.11 (P = 0.035)


3 ICU participants including trauma


Wang 2007 19 2.3 (0.8) 24 3.9 (1.7) 1.6 % -1.60 [ -2.37, -0.83 ]


Subtotal (95% CI) 19 24 1.6 % -1.60 [ -2.37, -0.83 ]


Heterogeneity: not applicable


Test for overall effect: Z = 4.08 (P = 0.000046)


4 Frail elderly participants with less severe conditions known to increase protein requirements


Duncan 2006 145 -1 (0) 157 0 (0) Not estimable


Gazzotti 2003 34 0.28 (3.8) 35 -1.23 (2.5) 1.5 % 1.51 [ -0.01, 3.03 ]


Hickson 2004 292 -0.92 (0) 300 -0.9 (0) Not estimable


Ljunggren 2012 19 0.3 (16.29) 20 0.4 (12.82) 0.4 % -0.10 [ -9.33, 9.13 ]


Luo 2011 22 2.4 (0.7) 24 0.9 (1.65) 1.6 % 1.50 [ 0.78, 2.22 ]


Miller 2006a 24 -4.7 (6.75) 25 -6.3 (5.1) 1.1 % 1.60 [ -1.76, 4.96 ]


Miller 2006b 23 -6.2 (5.38) 25 -5.2 (9.56) 0.9 % -1.00 [ -5.34, 3.34 ]


Potter 2001 142 0.4 (2.6) 151 -0.5 (2.9) 1.6 % 0.90 [ 0.27, 1.53 ]


Xie 2014 60 54.71 (10.12) 60 47.32 (8.78) 1.1 % 7.39 [ 4.00, 10.78 ]


Subtotal (95% CI) 761 797 8.2 % 1.61 [ 0.59, 2.64 ]


Heterogeneity: Tau2 = 0.80; Chi2 = 15.50, df = 6 (P = 0.02); I2 =61%


Test for overall effect: Z = 3.08 (P = 0.0021)


5 Participants do not fall into one of the categories above


Abalan 1992 15 48.9 (9.2) 14 46.3 (10.7) 0.5 % 2.60 [ -4.69, 9.89 ]


Arias 2008 149 56 (11.43) 149 58.34 (11.67) 1.3 % -2.34 [ -4.96, 0.28 ]


Bokhorst-de 2000 15 0.5 (2.3) 17 -0.1 (2.6) 1.5 % 0.60 [ -1.10, 2.30 ]


Bunout 1989 17 -6.29 (6.2) 19 -4.65 (7.8) 0.9 % -1.64 [ -6.22, 2.94 ]


Carver 1995 20 50.1 (7.1) 20 45.9 (5.5) 1.0 % 4.20 [ 0.26, 8.14 ]


De Sousa 2012 20 52.1 (11.1) 15 49.9 (5.6) 0.7 % 2.20 [ -3.43, 7.83 ]


Ding 2009 21 -3.22 (1.8) 21 -5.58 (1.4) 1.6 % 2.36 [ 1.38, 3.34 ]


Drott 1988 12 68.8 (5.88) 11 69.8 (9.28) 0.6 % -1.00 [ -7.41, 5.41 ]


Gariballa 2006 119 69 (14) 106 69 (13) 1.1 % 0.0 [ -3.53, 3.53 ]


Holyday 2012 71 -0.9 (0.6) 72 -0.9 (0.4) 1.6 % 0.0 [ -0.17, 0.17 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Huynh 2015 77 1.032 (2.34) 70 0.57 (1.41) 1.6 % 0.46 [ -0.16, 1.08 ]


Hwang 1991 12 51.9 (10) 12 53 (7.3) 0.5 % -1.10 [ -8.11, 5.91 ]


Johansen 2004 53 -0.22 (3.9) 42 0.1 (2) 1.5 % -0.32 [ -1.53, 0.89 ]


Kawaguchi 2008 18 -0.8 (1.6) 11 -0.95 (1.1) 1.6 % 0.15 [ -0.83, 1.13 ]


Kearns 1992 16 72 (20) 15 72 (16) 0.2 % 0.0 [ -12.71, 12.71 ]


Liu 2008 24 60.78 (7.88) 24 50.25 (5.36) 1.0 % 10.53 [ 6.72, 14.34 ]


McEvoy 1982 26 -0.2 (2.6) 25 1.5 (2.4) 1.5 % -1.70 [ -3.07, -0.33 ]


McWhirter 1996a 35 2.9 (0) 13 -2.5 (0) Not estimable


McWhirter 1996b 25 3.3 (0) 13 -2.5 (0) Not estimable


Moreno 2016 24 -4.7 (6.75) 25 -6.3 (5.1) 1.1 % 1.60 [ -1.76, 4.96 ]


Munk 2014 44 0.4 (2.6) 40 -0.4 (2) 1.6 % 0.80 [ -0.19, 1.79 ]


Neelemaat 2012 73 64.7 (14.4) 73 61 (12.2) 0.9 % 3.70 [ -0.63, 8.03 ]


Ryan 1993 6 2.4 (14.4) 4 -0.6 (12.2) 0.1 % 3.00 [ -13.60, 19.60 ]


Saudny-Unterberger 1997 14 0.209 (2.5) 10 0.08 (0.63) 1.5 % 0.13 [ -1.24, 1.50 ]


Starke 2011 66 68.1 (15.9) 66 64.7 (16) 0.7 % 3.40 [ -2.04, 8.84 ]


Summerbell 1993 7 47.1 (9.2) 7 37.8 (7.8) 0.4 % 9.30 [ 0.36, 18.24 ]


Vermeeren 2004 23 1.37 (1.3) 24 1.12 (1.2) 1.6 % 0.25 [ -0.47, 0.97 ]


Whittaker 1990 6 2.4 (2) 4 -0.6 (0.8) 1.5 % 3.00 [ 1.22, 4.78 ]


Williams 1983 7 -0.61 (1.5) 7 -2.8 (1.2) 1.5 % 2.19 [ 0.77, 3.61 ]


Zheng 2001a 30 -2.1 (0.9) 10 -3.3 (1.7) 1.6 % 1.20 [ 0.10, 2.30 ]


Zheng 2001b 26 -2.5 (1.1) 10 -3.3 (1.7) 1.6 % 0.80 [ -0.34, 1.94 ]


Subtotal (95% CI) 1071 949 32.8 % 0.85 [ 0.33, 1.38 ]


Heterogeneity: Tau2 = 0.88; Chi2 = 102.14, df = 28 (P<0.00001); I2 =73%


Test for overall effect: Z = 3.17 (P = 0.0015)


Total (95% CI) 3691 3225 100.0 % 1.13 [ 0.50, 1.75 ]


Heterogeneity: Tau2 = 6.15; Chi2 = 3287.24, df = 85 (P<0.00001); I2 =97%


Test for overall effect: Z = 3.54 (P = 0.00040)


Test for subgroup differences: Chi2 = 38.34, df = 4 (P = 0.00), I2 =90%
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Analysis 34.8. Comparison 34 Weight - maximum follow-up, Outcome 8 Weight - participants


characterised as ’at nutritional risk’ due to one of the following criteria.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 34 Weight - maximum follow-up


Outcome: 8 Weight - participants characterised as ’at nutritional risk’ due to one of the following criteria


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 BMI less than 20.5 kg/m2


Carver 1995 20 50.1 (7.1) 20 45.9 (5.5) 1.0 % 4.20 [ 0.26, 8.14 ]


F rli 2001 18 1.2 (0) 19 0 (0) Not estimable


McWhirter 1996a 35 2.9 (0) 13 -2.5 (0) Not estimable


McWhirter 1996b 25 3.3 (0) 13 -2.5 (0) Not estimable


Neelemaat 2012 73 64.7 (14.4) 73 61 (12.2) 0.9 % 3.70 [ -0.63, 8.03 ]


Subtotal (95% CI) 171 138 1.9 % 3.97 [ 1.06, 6.89 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 0.03, df = 1 (P = 0.87); I2 =0.0%


Test for overall effect: Z = 2.67 (P = 0.0075)


2 Weight loss of at least 5% during the last three months


Zeiderman 1989a 10 51.9 (11.38) 5 61.9 (12.33) 0.2 % -10.00 [ -22.91, 2.91 ]


Zeiderman 1989b 10 60.6 (12.96) 5 61.9 (12.33) 0.2 % -1.30 [ -14.77, 12.17 ]


Subtotal (95% CI) 20 10 0.4 % -5.83 [ -15.15, 3.48 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 0.84, df = 1 (P = 0.36); I2 =0.0%


Test for overall effect: Z = 1.23 (P = 0.22)


3 Weight loss of at least 10% during the last six months


Bokhorst-de 2000 15 0.5 (2.3) 17 -0.1 (2.6) 1.5 % 0.60 [ -1.10, 2.30 ]


Vermeeren 2004 23 1.37 (1.3) 24 1.12 (1.2) 1.6 % 0.25 [ -0.47, 0.97 ]


Subtotal (95% CI) 38 41 3.1 % 0.30 [ -0.36, 0.96 ]


Heterogeneity: Tau2 = 0.0; Chi2 = 0.14, df = 1 (P = 0.71); I2 =0.0%


Test for overall effect: Z = 0.90 (P = 0.37)


4 Insufficient food intake during the last week (50% of requirements or less)


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


5 Participants characterised as ’at nutritional risk’ by other means


Abalan 1992 15 48.9 (9.2) 14 46.3 (10.7) 0.5 % 2.60 [ -4.69, 9.89 ]


Aquilani 2008 24 64.4 (9) 24 65.9 (8.8) 0.8 % -1.50 [ -6.54, 3.54 ]


Arias 2008 149 56 (11.43) 149 58.34 (11.67) 1.3 % -2.34 [ -4.96, 0.28 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Bastow 1983a 39 2.8 (1.9) 35 1.2 (3.1) 1.6 % 1.60 [ 0.41, 2.79 ]


Bastow 1983b 25 4.9 (2.3) 23 0.7 (2.6) 1.5 % 4.20 [ 2.81, 5.59 ]


Brown 1992 5 -1.19 (3.64) 5 -4.2 (1.05) 1.1 % 3.01 [ -0.31, 6.33 ]


Bunout 1989 17 -6.29 (6.2) 19 -4.65 (7.8) 0.9 % -1.64 [ -6.22, 2.94 ]


Carr 1996 14 -0.5 (0.2) 14 -1.8 (0.3) 1.6 % 1.30 [ 1.11, 1.49 ]


Chen 1995a 8 1.3 (0.1) 4 -6.7 (0.4) 1.6 % 8.00 [ 7.60, 8.40 ]


Chen 1995b 8 -4.2 (0.3) 4 -6.7 (0.4) 1.6 % 2.50 [ 2.06, 2.94 ]


Chen 2000a 10 -0.8 (0.6) 10 -5.9 (0.1) 1.6 % 5.10 [ 4.72, 5.48 ]


Chen 2000b 10 -1.1 (0.7) 10 -5.9 (0.1) 1.6 % 4.80 [ 4.36, 5.24 ]


De Sousa 2012 20 52.1 (11.1) 15 49.9 (5.6) 0.7 % 2.20 [ -3.43, 7.83 ]


Ding 2009 21 -3.22 (1.8) 21 -5.58 (1.4) 1.6 % 2.36 [ 1.38, 3.34 ]


Dong 1996 256 51.8 (1.3) 264 53 (3.5) 1.6 % -1.20 [ -1.65, -0.75 ]


Drott 1988 12 68.8 (5.88) 11 69.8 (9.28) 0.6 % -1.00 [ -7.41, 5.41 ]


Duncan 2006 145 -1 (0) 157 0 (0) Not estimable


Elbers 1997 10 68.29 (12.14) 10 62.2 (6.86) 0.4 % 6.09 [ -2.55, 14.73 ]


Fan 1994 64 55 (0) 60 55 (0) Not estimable


Gariballa 1998 18 57.5 (9) 13 56.3 (8.4) 0.6 % 1.20 [ -4.98, 7.38 ]


Gariballa 2006 119 69 (14) 106 69 (13) 1.1 % 0.0 [ -3.53, 3.53 ]


Gazzotti 2003 34 0.28 (3.8) 35 -1.23 (2.5) 1.5 % 1.51 [ -0.01, 3.03 ]


Ha 2010 33 -0.8 (3.4) 31 -2.9 (3.9) 1.4 % 2.10 [ 0.30, 3.90 ]


Hickson 2004 292 -0.92 (0) 300 -0.9 (0) Not estimable


Hoffmann 1988 43 -1 (0) 16 -3.8 (0) Not estimable


Holyday 2012 71 -0.9 (0.6) 72 -0.9 (0.4) 1.6 % 0.0 [ -0.17, 0.17 ]


Huynh 2015 77 1.032 (2.34) 70 0.57 (1.41) 1.6 % 0.46 [ -0.16, 1.08 ]


Hwang 1991 12 51.9 (10) 12 53 (7.3) 0.5 % -1.10 [ -8.11, 5.91 ]


Jensen 1982 10 1.5 (2.2) 10 -2.9 (1.7) 1.5 % 4.40 [ 2.68, 6.12 ]


Ji 1999 20 59.53 (8.25) 10 49.7 (7.58) 0.7 % 9.83 [ 3.90, 15.76 ]


Jiang 2006a 24 2.4 (0.2) 22 6.3 (1.3) 1.6 % -3.90 [ -4.45, -3.35 ]


Jiang 2006b 23 5.7 (0.7) 22 6.3 (1.3) 1.6 % -0.60 [ -1.21, 0.01 ]


Johansen 2004 53 -0.22 (3.9) 42 0.1 (2) 1.5 % -0.32 [ -1.53, 0.89 ]


Kawaguchi 2008 18 -0.8 (1.6) 11 -0.95 (1.1) 1.6 % 0.15 [ -0.83, 1.13 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Kearns 1992 16 72 (20) 15 72 (16) 0.2 % 0.0 [ -12.71, 12.71 ]


Keele 1997 38 64 (11.6) 39 66.1 (13) 0.7 % -2.10 [ -7.60, 3.40 ]


Li 1998 10 59.9 (3.5) 10 58.8 (4.5) 1.1 % 1.10 [ -2.43, 4.63 ]


Lidder 2013a 32 71.13 (16.93) 30 72.82 (14.21) 0.5 % -1.69 [ -9.45, 6.07 ]


Lidder 2013b 27 72.33 (16.99) 31 71.54 (12.1) 0.5 % 0.79 [ -6.90, 8.48 ]


Liu 1990 6 2 (0.7) 6 4.1 (1.65) 1.5 % -2.10 [ -3.53, -0.67 ]


Liu 2008 24 60.78 (7.88) 24 50.25 (5.36) 1.0 % 10.53 [ 6.72, 14.34 ]


Ljunggren 2012 19 0.3 (16.29) 20 0.4 (12.82) 0.4 % -0.10 [ -9.33, 9.13 ]


Lough 1990 14 56.2 (7.7) 15 60.8 (19.4) 0.3 % -4.60 [ -15.21, 6.01 ]


Luo 2011 22 2.4 (0.7) 24 0.9 (1.65) 1.6 % 1.50 [ 0.78, 2.22 ]


MacFie 2000 27 63 (7.88) 25 67 (5.36) 1.1 % -4.00 [ -7.64, -0.36 ]


Malhotra 2004 98 3.1 (0) 97 5.1 (0) Not estimable


McEvoy 1982 26 -0.2 (2.6) 25 1.5 (2.4) 1.5 % -1.70 [ -3.07, -0.33 ]


Miller 2006a 24 -4.7 (6.75) 25 -6.3 (5.1) 1.1 % 1.60 [ -1.76, 4.96 ]


Miller 2006b 23 -6.2 (5.38) 25 -5.2 (9.56) 0.9 % -1.00 [ -5.34, 3.34 ]


Moreno 2016 24 -4.7 (6.75) 25 -6.3 (5.1) 1.1 % 1.60 [ -1.76, 4.96 ]


Munk 2014 44 0.4 (2.6) 40 -0.4 (2) 1.6 % 0.80 [ -0.19, 1.79 ]


Page 2002 20 69.3 (13.8) 20 65.7 (18.2) 0.3 % 3.60 [ -6.41, 13.61 ]


Potter 2001 142 0.4 (2.6) 151 -0.5 (2.9) 1.6 % 0.90 [ 0.27, 1.53 ]


Rabadi 2008 51 68.8 (12.6) 51 66.9 (14.7) 0.7 % 1.90 [ -3.41, 7.21 ]


Ryan 1993 6 2.4 (14.4) 4 -0.6 (12.2) 0.1 % 3.00 [ -13.60, 19.60 ]


Saluja 2002a 10 2.6 (0.5) 10 2.5 (0.74) 1.6 % 0.10 [ -0.45, 0.65 ]


Saluja 2002b 10 3.35 (0.91) 10 2.35 (2.14) 1.5 % 1.00 [ -0.44, 2.44 ]


Saluja 2002c 10 2.15 (1) 10 4.6 (2.4) 1.5 % -2.45 [ -4.06, -0.84 ]


Saudny-Unterberger 1997 14 0.209 (2.5) 10 0.08 (0.63) 1.5 % 0.13 [ -1.24, 1.50 ]


Starke 2011 66 68.1 (15.9) 66 64.7 (16) 0.7 % 3.40 [ -2.04, 8.84 ]


Summerbell 1993 7 47.1 (9.2) 7 37.8 (7.8) 0.4 % 9.30 [ 0.36, 18.24 ]


Thompson 1981 12 0.05 (2.16) 9 -3.78 (2.74) 1.4 % 3.83 [ 1.66, 6.00 ]


Tong 2006a 45 61.95 (5.42) 18 58.08 (6.01) 1.1 % 3.87 [ 0.67, 7.07 ]


Tong 2006b 45 61.91 (4.87) 18 58.08 (6.01) 1.2 % 3.83 [ 0.71, 6.95 ]


Vaithiswaran 2008 30 -0.03 (1.01) 31 -0.09 (0.64) 1.6 % 0.06 [ -0.37, 0.49 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Wang 1996a 12 2.92 (0.72) 12 4.56 (0.5) 1.6 % -1.64 [ -2.14, -1.14 ]


Wang 1996b 12 3.25 (0.99) 12 4.56 (0.5) 1.6 % -1.31 [ -1.94, -0.68 ]


Wang 1997a 20 58.4 (4.05) 10 55.87 (2.96) 1.3 % 2.53 [ -0.02, 5.08 ]


Wang 1997b 20 58.4 (4.05) 10 55.87 (2.96) 1.3 % 2.53 [ -0.02, 5.08 ]


Wang 2007 19 2.3 (0.8) 24 3.9 (1.7) 1.6 % -1.60 [ -2.37, -0.83 ]


Whittaker 1990 6 2.4 (2) 4 -0.6 (0.8) 1.5 % 3.00 [ 1.22, 4.78 ]


Williams 1983 7 -0.61 (1.5) 7 -2.8 (1.2) 1.5 % 2.19 [ 0.77, 3.61 ]


Wood 1989a 15 -5.1 (2.7) 8 -2.5 (1.98) 1.4 % -2.60 [ -4.54, -0.66 ]


Wood 1989b 15 -2.2 (1.9) 7 -2.5 (1.85) 1.5 % 0.30 [ -1.37, 1.97 ]


Woolfson 1989 50 67.2 (10.2) 45 66.9 (13.2) 0.8 % 0.30 [ -4.48, 5.08 ]


Wu 2007a 215 2.5 (1.7) 108 4.1 (2.2) 1.6 % -1.60 [ -2.07, -1.13 ]


Wu 2007b 215 2.7 (2) 108 4.1 (2.2) 1.6 % -1.40 [ -1.89, -0.91 ]


Xie 2014 60 54.71 (10.12) 60 47.32 (8.78) 1.1 % 7.39 [ 4.00, 10.78 ]


Xu 1998a 16 56.4 (10.8) 16 52.6 (10.7) 0.5 % 3.80 [ -3.65, 11.25 ]


Yang 1996 10 53.48 (6.18) 10 50.77 (4.13) 0.9 % 2.71 [ -1.90, 7.32 ]


Yie 1996 30 0.9 (0.9) 19 2 (0.8) 1.6 % -1.10 [ -1.58, -0.62 ]


Zelic 2012 22 -0.9 (5.57) 23 -5.2 (5.87) 1.1 % 4.30 [ 0.96, 7.64 ]


Zheng 2001a 30 -2.1 (0.9) 10 -3.3 (1.7) 1.6 % 1.20 [ 0.10, 2.30 ]


Zheng 2001b 26 -2.5 (1.1) 10 -3.3 (1.7) 1.6 % 0.80 [ -0.34, 1.94 ]


Zhong 2006a 21 64.2 (9.34) 21 63.4 (7.65) 0.8 % 0.80 [ -4.36, 5.96 ]


Subtotal (95% CI) 3462 3036 94.6 % 1.12 [ 0.48, 1.77 ]


Heterogeneity: Tau2 = 6.26; Chi2 = 3276.97, df = 79 (P<0.00001); I2 =98%


Test for overall effect: Z = 3.41 (P = 0.00065)


Total (95% CI) 3691 3225 100.0 % 1.13 [ 0.50, 1.75 ]


Heterogeneity: Tau2 = 6.15; Chi2 = 3287.24, df = 85 (P<0.00001); I2 =97%


Test for overall effect: Z = 3.54 (P = 0.00040)


Test for subgroup differences: Chi2 = 9.65, df = 3 (P = 0.02), I2 =69%
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Analysis 34.9. Comparison 34 Weight - maximum follow-up, Outcome 9 Weight - participants


characterised as ’at nutritional risk’ due to biomarkers or anthropometrics.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 34 Weight - maximum follow-up


Outcome: 9 Weight - participants characterised as ’at nutritional risk’ due to biomarkers or anthropometrics


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 Biomarkers


Chen 1995a 8 1.3 (0.1) 4 -6.7 (0.4) 1.6 % 8.00 [ 7.60, 8.40 ]


Chen 1995b 8 -4.2 (0.3) 4 -6.7 (0.4) 1.6 % 2.50 [ 2.06, 2.94 ]


Chen 2000a 10 -0.8 (0.6) 10 -5.9 (0.1) 1.6 % 5.10 [ 4.72, 5.48 ]


Chen 2000b 10 -1.1 (0.7) 10 -5.9 (0.1) 1.6 % 4.80 [ 4.36, 5.24 ]


Ding 2009 21 -3.22 (1.8) 21 -5.58 (1.4) 1.6 % 2.36 [ 1.38, 3.34 ]


Dong 1996 256 51.8 (1.3) 264 53 (3.5) 1.6 % -1.20 [ -1.65, -0.75 ]


Ji 1999 20 59.53 (8.25) 10 49.7 (7.58) 0.7 % 9.83 [ 3.90, 15.76 ]


Liu 2008 24 60.78 (7.88) 24 50.25 (5.36) 1.0 % 10.53 [ 6.72, 14.34 ]


Luo 2011 22 2.4 (0.7) 24 0.9 (1.65) 1.6 % 1.50 [ 0.78, 2.22 ]


Subtotal (95% CI) 379 371 13.0 % 4.37 [ 2.16, 6.58 ]


Heterogeneity: Tau2 = 10.44; Chi2 = 1058.90, df = 8 (P<0.00001); I2 =99%


Test for overall effect: Z = 3.87 (P = 0.00011)


2 Anthropometric measures


Bastow 1983a 39 2.8 (1.9) 35 1.2 (3.1) 1.6 % 1.60 [ 0.41, 2.79 ]


Bastow 1983b 25 4.9 (2.3) 23 0.7 (2.6) 1.5 % 4.20 [ 2.81, 5.59 ]


Carver 1995 20 50.1 (7.1) 20 45.9 (5.5) 1.0 % 4.20 [ 0.26, 8.14 ]


F rli 2001 18 1.2 (0) 19 0 (0) Not estimable


Hoffmann 1988 43 -1 (0) 16 -3.8 (0) Not estimable


MacFie 2000 27 63 (7.88) 25 67 (5.36) 1.1 % -4.00 [ -7.64, -0.36 ]


McEvoy 1982 26 -0.2 (2.6) 25 1.5 (2.4) 1.5 % -1.70 [ -3.07, -0.33 ]


McWhirter 1996a 35 2.9 (0) 13 -2.5 (0) Not estimable


McWhirter 1996b 25 3.3 (0) 13 -2.5 (0) Not estimable


Miller 2006a 24 -4.7 (6.75) 25 -6.3 (5.1) 1.1 % 1.60 [ -1.76, 4.96 ]


Miller 2006b 23 -6.2 (5.38) 25 -5.2 (9.56) 0.9 % -1.00 [ -5.34, 3.34 ]


Potter 2001 142 0.4 (2.6) 151 -0.5 (2.9) 1.6 % 0.90 [ 0.27, 1.53 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Rabadi 2008 51 68.8 (12.6) 51 66.9 (14.7) 0.7 % 1.90 [ -3.41, 7.21 ]


Ryan 1993 6 2.4 (14.4) 4 -0.6 (12.2) 0.1 % 3.00 [ -13.60, 19.60 ]


Vermeeren 2004 23 1.37 (1.3) 24 1.12 (1.2) 1.6 % 0.25 [ -0.47, 0.97 ]


Subtotal (95% CI) 527 469 12.8 % 0.87 [ -0.30, 2.04 ]


Heterogeneity: Tau2 = 2.18; Chi2 = 50.37, df = 10 (P<0.00001); I2 =80%


Test for overall effect: Z = 1.46 (P = 0.15)


3 Characterised by other means


Abalan 1992 15 48.9 (9.2) 14 46.3 (10.7) 0.5 % 2.60 [ -4.69, 9.89 ]


Aquilani 2008 24 64.4 (9) 24 65.9 (8.8) 0.8 % -1.50 [ -6.54, 3.54 ]


Arias 2008 149 56 (11.43) 149 58.34 (11.67) 1.3 % -2.34 [ -4.96, 0.28 ]


Bokhorst-de 2000 15 0.5 (2.3) 17 -0.1 (2.6) 1.5 % 0.60 [ -1.10, 2.30 ]


Brown 1992 5 -1.19 (3.64) 5 -4.2 (1.05) 1.1 % 3.01 [ -0.31, 6.33 ]


Bunout 1989 17 -6.29 (6.2) 19 -4.65 (7.8) 0.9 % -1.64 [ -6.22, 2.94 ]


Carr 1996 14 -0.5 (0.2) 14 -1.8 (0.3) 1.6 % 1.30 [ 1.11, 1.49 ]


De Sousa 2012 20 52.1 (11.1) 15 49.9 (5.6) 0.7 % 2.20 [ -3.43, 7.83 ]


Drott 1988 12 68.8 (5.88) 11 69.8 (9.28) 0.6 % -1.00 [ -7.41, 5.41 ]


Duncan 2006 145 -1 (0) 157 0 (0) Not estimable


Elbers 1997 10 68.29 (12.14) 10 62.2 (6.86) 0.4 % 6.09 [ -2.55, 14.73 ]


Fan 1994 64 55 (0) 60 55 (0) Not estimable


Gariballa 1998 18 57.5 (9) 13 56.3 (8.4) 0.6 % 1.20 [ -4.98, 7.38 ]


Gariballa 2006 119 69 (14) 106 69 (13) 1.1 % 0.0 [ -3.53, 3.53 ]


Gazzotti 2003 34 0.28 (3.8) 35 -1.23 (2.5) 1.5 % 1.51 [ -0.01, 3.03 ]


Ha 2010 33 -0.8 (3.4) 31 -2.9 (3.9) 1.4 % 2.10 [ 0.30, 3.90 ]


Hickson 2004 292 -0.92 (0) 300 -0.9 (0) Not estimable


Holyday 2012 71 -0.9 (0.6) 72 -0.9 (0.4) 1.6 % 0.0 [ -0.17, 0.17 ]


Huynh 2015 77 1.032 (2.34) 70 0.57 (1.41) 1.6 % 0.46 [ -0.16, 1.08 ]


Hwang 1991 12 51.9 (10) 12 53 (7.3) 0.5 % -1.10 [ -8.11, 5.91 ]


Jensen 1982 10 1.5 (2.2) 10 -2.9 (1.7) 1.5 % 4.40 [ 2.68, 6.12 ]


Jiang 2006a 24 2.4 (0.2) 22 6.3 (1.3) 1.6 % -3.90 [ -4.45, -3.35 ]


Jiang 2006b 23 5.7 (0.7) 22 6.3 (1.3) 1.6 % -0.60 [ -1.21, 0.01 ]


Johansen 2004 53 -0.22 (3.9) 42 0.1 (2) 1.5 % -0.32 [ -1.53, 0.89 ]


Kawaguchi 2008 18 -0.8 (1.6) 11 -0.95 (1.1) 1.6 % 0.15 [ -0.83, 1.13 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Kearns 1992 16 72 (20) 15 72 (16) 0.2 % 0.0 [ -12.71, 12.71 ]


Keele 1997 38 64 (11.6) 39 66.1 (13) 0.7 % -2.10 [ -7.60, 3.40 ]


Li 1998 10 59.9 (3.5) 10 58.8 (4.5) 1.1 % 1.10 [ -2.43, 4.63 ]


Lidder 2013a 32 71.13 (16.93) 30 72.82 (14.21) 0.5 % -1.69 [ -9.45, 6.07 ]


Lidder 2013b 27 72.33 (16.99) 31 71.54 (12.1) 0.5 % 0.79 [ -6.90, 8.48 ]


Liu 1990 6 2 (0.7) 6 4.1 (1.65) 1.5 % -2.10 [ -3.53, -0.67 ]


Ljunggren 2012 19 0.3 (16.29) 20 0.4 (12.82) 0.4 % -0.10 [ -9.33, 9.13 ]


Lough 1990 14 56.2 (7.7) 15 60.8 (19.4) 0.3 % -4.60 [ -15.21, 6.01 ]


Malhotra 2004 98 3.1 (0) 97 5.1 (0) Not estimable


Moreno 2016 24 -4.7 (6.75) 25 -6.3 (5.1) 1.1 % 1.60 [ -1.76, 4.96 ]


Munk 2014 44 0.4 (2.6) 40 -0.4 (2) 1.6 % 0.80 [ -0.19, 1.79 ]


Neelemaat 2012 73 64.7 (14.4) 73 61 (12.2) 0.9 % 3.70 [ -0.63, 8.03 ]


Page 2002 20 69.3 (13.8) 20 65.7 (18.2) 0.3 % 3.60 [ -6.41, 13.61 ]


Saudny-Unterberger 1997 14 0.209 (2.5) 10 0.08 (0.63) 1.5 % 0.13 [ -1.24, 1.50 ]


Starke 2011 66 68.1 (15.9) 66 64.7 (16) 0.7 % 3.40 [ -2.04, 8.84 ]


Summerbell 1993 7 47.1 (9.2) 7 37.8 (7.8) 0.4 % 9.30 [ 0.36, 18.24 ]


Thompson 1981 12 0.05 (2.16) 9 -3.78 (2.74) 1.4 % 3.83 [ 1.66, 6.00 ]


Tong 2006a 45 61.95 (5.42) 18 58.08 (6.01) 1.1 % 3.87 [ 0.67, 7.07 ]


Tong 2006b 45 61.91 (4.87) 18 58.08 (6.01) 1.2 % 3.83 [ 0.71, 6.95 ]


Vaithiswaran 2008 30 -0.03 (1.01) 31 -0.09 (0.64) 1.6 % 0.06 [ -0.37, 0.49 ]


Wang 1996a 12 2.92 (0.72) 12 4.56 (0.5) 1.6 % -1.64 [ -2.14, -1.14 ]


Wang 1996b 12 3.25 (0.99) 12 4.56 (0.5) 1.6 % -1.31 [ -1.94, -0.68 ]


Wang 1997a 20 58.4 (4.05) 10 55.87 (2.96) 1.3 % 2.53 [ -0.02, 5.08 ]


Wang 1997b 20 58.4 (4.05) 10 55.87 (2.96) 1.3 % 2.53 [ -0.02, 5.08 ]


Wang 2007 19 2.3 (0.8) 24 3.9 (1.7) 1.6 % -1.60 [ -2.37, -0.83 ]


Whittaker 1990 6 2.4 (2) 4 -0.6 (0.8) 1.5 % 3.00 [ 1.22, 4.78 ]


Williams 1983 7 -0.61 (1.5) 7 -2.8 (1.2) 1.5 % 2.19 [ 0.77, 3.61 ]


Wood 1989a 15 -5.1 (2.7) 8 -2.5 (1.98) 1.4 % -2.60 [ -4.54, -0.66 ]


Wood 1989b 15 -2.2 (1.9) 7 -2.5 (1.85) 1.5 % 0.30 [ -1.37, 1.97 ]


Woolfson 1989 50 67.2 (10.2) 45 66.9 (13.2) 0.8 % 0.30 [ -4.48, 5.08 ]


Wu 2007a 215 2.5 (1.7) 108 4.1 (2.2) 1.6 % -1.60 [ -2.07, -1.13 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Wu 2007b 215 2.7 (2) 108 4.1 (2.2) 1.6 % -1.40 [ -1.89, -0.91 ]


Xie 2014 60 54.71 (10.12) 60 47.32 (8.78) 1.1 % 7.39 [ 4.00, 10.78 ]


Xu 1998a 16 56.4 (10.8) 16 52.6 (10.7) 0.5 % 3.80 [ -3.65, 11.25 ]


Yang 1996 10 53.48 (6.18) 10 50.77 (4.13) 0.9 % 2.71 [ -1.90, 7.32 ]


Yie 1996 30 0.9 (0.9) 19 2 (0.8) 1.6 % -1.10 [ -1.58, -0.62 ]


Zeiderman 1989a 10 51.9 (11.38) 5 61.9 (12.33) 0.2 % -10.00 [ -22.91, 2.91 ]


Zeiderman 1989b 10 60.6 (12.96) 5 61.9 (12.33) 0.2 % -1.30 [ -14.77, 12.17 ]


Zelic 2012 22 -0.9 (5.57) 23 -5.2 (5.87) 1.1 % 4.30 [ 0.96, 7.64 ]


Zheng 2001a 30 -2.1 (0.9) 10 -3.3 (1.7) 1.6 % 1.20 [ 0.10, 2.30 ]


Zheng 2001b 26 -2.5 (1.1) 10 -3.3 (1.7) 1.6 % 0.80 [ -0.34, 1.94 ]


Zhong 2006a 21 64.2 (9.34) 21 63.4 (7.65) 0.8 % 0.80 [ -4.36, 5.96 ]


Subtotal (95% CI) 2755 2355 69.5 % 0.49 [ 0.01, 0.96 ]


Heterogeneity: Tau2 = 1.90; Chi2 = 713.12, df = 62 (P<0.00001); I2 =91%


Test for overall effect: Z = 1.99 (P = 0.046)


4 Mixed


Saluja 2002a 10 2.6 (0.5) 10 2.5 (0.74) 1.6 % 0.10 [ -0.45, 0.65 ]


Saluja 2002b 10 3.35 (0.91) 10 2.35 (2.14) 1.5 % 1.00 [ -0.44, 2.44 ]


Saluja 2002c 10 2.15 (1) 10 4.6 (2.4) 1.5 % -2.45 [ -4.06, -0.84 ]


Subtotal (95% CI) 30 30 4.6 % -0.37 [ -1.95, 1.22 ]


Heterogeneity: Tau2 = 1.58; Chi2 = 10.84, df = 2 (P = 0.004); I2 =82%


Test for overall effect: Z = 0.45 (P = 0.65)


Total (95% CI) 3691 3225 100.0 % 1.13 [ 0.50, 1.75 ]


Heterogeneity: Tau2 = 6.15; Chi2 = 3287.24, df = 85 (P<0.00001); I2 =97%


Test for overall effect: Z = 3.54 (P = 0.00040)


Test for subgroup differences: Chi2 = 13.01, df = 3 (P = 0.00), I2 =77%
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Analysis 34.10. Comparison 34 Weight - maximum follow-up, Outcome 10 Weight - randomisation year.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 34 Weight - maximum follow-up


Outcome: 10 Weight - randomisation year


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 Before 1960


Subtotal (95% CI) 0 0 Not estimable


Heterogeneity: not applicable


Test for overall effect: not applicable


2 1960 to 1979


Thompson 1981 12 0.05 (2.16) 9 -3.78 (2.74) 5.6 % 3.83 [ 1.66, 6.00 ]


Subtotal (95% CI) 12 9 5.6 % 3.83 [ 1.66, 6.00 ]


Heterogeneity: not applicable


Test for overall effect: Z = 3.46 (P = 0.00053)


3 1980 to 1999


Bunout 1989 17 -6.29 (6.2) 19 -4.65 (7.8) 2.7 % -1.64 [ -6.22, 2.94 ]


Carr 1996 14 -0.5 (0.2) 14 -1.8 (0.3) 8.1 % 1.30 [ 1.11, 1.49 ]


Drott 1988 12 68.8 (5.88) 11 69.8 (9.28) 1.6 % -1.00 [ -7.41, 5.41 ]


Elbers 1997 10 68.29 (12.14) 10 62.2 (6.86) 1.0 % 6.09 [ -2.55, 14.73 ]


Lough 1990 14 56.2 (7.7) 15 60.8 (19.4) 0.7 % -4.60 [ -15.21, 6.01 ]


Wang 1997a 20 58.4 (4.05) 10 55.87 (2.96) 5.0 % 2.53 [ -0.02, 5.08 ]


Wang 1997b 20 58.4 (4.05) 10 55.87 (2.96) 5.0 % 2.53 [ -0.02, 5.08 ]


Wood 1989a 15 -5.1 (2.7) 8 -2.5 (1.98) 6.0 % -2.60 [ -4.54, -0.66 ]


Wood 1989b 15 -2.2 (1.9) 7 -2.5 (1.85) 6.4 % 0.30 [ -1.37, 1.97 ]


Xu 1998a 16 56.4 (10.8) 16 52.6 (10.7) 1.3 % 3.80 [ -3.65, 11.25 ]


Yang 1996 10 53.48 (6.18) 10 50.77 (4.13) 2.7 % 2.71 [ -1.90, 7.32 ]


Yie 1996 30 0.9 (0.9) 19 2 (0.8) 7.9 % -1.10 [ -1.58, -0.62 ]


Zeiderman 1989a 10 51.9 (11.38) 5 61.9 (12.33) 0.5 % -10.00 [ -22.91, 2.91 ]


Zeiderman 1989b 10 60.6 (12.96) 5 61.9 (12.33) 0.4 % -1.30 [ -14.77, 12.17 ]


Subtotal (95% CI) 213 159 49.3 % 0.34 [ -0.95, 1.64 ]


Heterogeneity: Tau2 = 2.61; Chi2 = 106.86, df = 13 (P<0.00001); I2 =88%


Test for overall effect: Z = 0.52 (P = 0.60)


4 After 1999


Duncan 2006 145 -1 (0) 157 0 (0) Not estimable
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Gariballa 2006 119 69 (14) 106 69 (13) 3.7 % 0.0 [ -3.53, 3.53 ]


Ha 2010 33 -0.8 (3.4) 31 -2.9 (3.9) 6.2 % 2.10 [ 0.30, 3.90 ]


Huynh 2015 77 1.032 (2.34) 70 0.57 (1.41) 7.8 % 0.46 [ -0.16, 1.08 ]


Wang 2007 19 2.3 (0.8) 24 3.9 (1.7) 7.7 % -1.60 [ -2.37, -0.83 ]


Wu 2007a 215 2.5 (1.7) 108 4.1 (2.2) 7.9 % -1.60 [ -2.07, -1.13 ]


Wu 2007b 215 2.7 (2) 108 4.1 (2.2) 7.9 % -1.40 [ -1.89, -0.91 ]


Xie 2014 60 54.71 (10.12) 60 47.32 (8.78) 3.9 % 7.39 [ 4.00, 10.78 ]


Subtotal (95% CI) 883 664 45.1 % 0.01 [ -1.09, 1.12 ]


Heterogeneity: Tau2 = 1.63; Chi2 = 67.76, df = 6 (P<0.00001); I2 =91%


Test for overall effect: Z = 0.03 (P = 0.98)


Total (95% CI) 1108 832 100.0 % 0.48 [ -0.44, 1.39 ]


Heterogeneity: Tau2 = 2.71; Chi2 = 321.79, df = 21 (P<0.00001); I2 =93%


Test for overall effect: Z = 1.01 (P = 0.31)


Test for subgroup differences: Chi2 = 9.75, df = 2 (P = 0.01), I2 =79%
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Analysis 34.11. Comparison 34 Weight - maximum follow-up, Outcome 11 Weight - trials where the


intervention lasts fewer than three days compared with trials where the intervention lasts three days or more.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 34 Weight - maximum follow-up


Outcome: 11 Weight - trials where the intervention lasts fewer than three days compared with trials where the intervention lasts three days or more


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


1 Three days or more


Abalan 1992 15 48.9 (9.2) 14 46.3 (10.7) 0.5 % 2.60 [ -4.69, 9.89 ]


Aquilani 2008 24 64.4 (9) 24 65.9 (8.8) 0.8 % -1.50 [ -6.54, 3.54 ]


Arias 2008 149 56 (11.43) 149 58.34 (11.67) 1.3 % -2.34 [ -4.96, 0.28 ]


Bastow 1983a 39 2.8 (1.9) 35 1.2 (3.1) 1.6 % 1.60 [ 0.41, 2.79 ]


Bastow 1983b 25 4.9 (2.3) 23 0.7 (2.6) 1.5 % 4.20 [ 2.81, 5.59 ]


Bokhorst-de 2000 15 0.5 (2.3) 17 -0.1 (2.6) 1.5 % 0.60 [ -1.10, 2.30 ]


Brown 1992 5 -1.19 (3.64) 5 -4.2 (1.05) 1.1 % 3.01 [ -0.31, 6.33 ]


Bunout 1989 17 -6.29 (6.2) 19 -4.65 (7.8) 0.9 % -1.64 [ -6.22, 2.94 ]


Carr 1996 14 -0.5 (0.2) 14 -1.8 (0.3) 1.6 % 1.30 [ 1.11, 1.49 ]


Carver 1995 20 50.1 (7.1) 20 45.9 (5.5) 1.0 % 4.20 [ 0.26, 8.14 ]


Chen 1995a 8 1.3 (0.1) 4 -6.7 (0.4) 1.6 % 8.00 [ 7.60, 8.40 ]


Chen 1995b 8 -4.2 (0.3) 4 -6.7 (0.4) 1.6 % 2.50 [ 2.06, 2.94 ]


Chen 2000a 10 -0.8 (0.6) 10 -5.9 (0.1) 1.6 % 5.10 [ 4.72, 5.48 ]


Chen 2000b 10 -1.1 (0.7) 10 -5.9 (0.1) 1.6 % 4.80 [ 4.36, 5.24 ]


De Sousa 2012 20 52.1 (11.1) 15 49.9 (5.6) 0.7 % 2.20 [ -3.43, 7.83 ]


Ding 2009 21 -3.22 (1.8) 21 -5.58 (1.4) 1.6 % 2.36 [ 1.38, 3.34 ]


Dong 1996 256 51.8 (1.3) 264 53 (3.5) 1.6 % -1.20 [ -1.65, -0.75 ]


Drott 1988 12 68.8 (5.88) 11 69.8 (9.28) 0.6 % -1.00 [ -7.41, 5.41 ]


Duncan 2006 145 -1 (0) 157 0 (0) Not estimable


Elbers 1997 10 68.29 (12.14) 10 62.2 (6.86) 0.4 % 6.09 [ -2.55, 14.73 ]


Fan 1994 64 55 (0) 60 55 (0) Not estimable


F rli 2001 18 1.2 (0) 19 0 (0) Not estimable


Gariballa 1998 18 57.5 (9) 13 56.3 (8.4) 0.6 % 1.20 [ -4.98, 7.38 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Gariballa 2006 119 69 (14) 106 69 (13) 1.1 % 0.0 [ -3.53, 3.53 ]


Gazzotti 2003 34 0.28 (3.8) 35 -1.23 (2.5) 1.5 % 1.51 [ -0.01, 3.03 ]


Ha 2010 33 -0.8 (3.4) 31 -2.9 (3.9) 1.4 % 2.10 [ 0.30, 3.90 ]


Hickson 2004 292 -0.92 (0) 300 -0.9 (0) Not estimable


Hoffmann 1988 43 -1 (0) 16 -3.8 (0) Not estimable


Holyday 2012 71 -0.9 (0.6) 72 -0.9 (0.4) 1.6 % 0.0 [ -0.17, 0.17 ]


Huynh 2015 77 1.032 (2.34) 70 0.57 (1.41) 1.6 % 0.46 [ -0.16, 1.08 ]


Hwang 1991 12 51.9 (10) 12 53 (7.3) 0.5 % -1.10 [ -8.11, 5.91 ]


Jensen 1982 10 1.5 (2.2) 10 -2.9 (1.7) 1.5 % 4.40 [ 2.68, 6.12 ]


Ji 1999 20 59.53 (8.25) 10 49.7 (7.58) 0.7 % 9.83 [ 3.90, 15.76 ]


Jiang 2006a 24 2.4 (0.2) 22 6.3 (1.3) 1.6 % -3.90 [ -4.45, -3.35 ]


Jiang 2006b 23 5.7 (0.7) 22 6.3 (1.3) 1.6 % -0.60 [ -1.21, 0.01 ]


Johansen 2004 53 -0.22 (3.9) 42 0.1 (2) 1.5 % -0.32 [ -1.53, 0.89 ]


Kearns 1992 16 72 (20) 15 72 (16) 0.2 % 0.0 [ -12.71, 12.71 ]


Keele 1997 38 64 (11.6) 39 66.1 (13) 0.7 % -2.10 [ -7.60, 3.40 ]


Li 1998 10 59.9 (3.5) 10 58.8 (4.5) 1.1 % 1.10 [ -2.43, 4.63 ]


Lidder 2013a 32 71.13 (16.93) 30 72.82 (14.21) 0.5 % -1.69 [ -9.45, 6.07 ]


Lidder 2013b 27 72.33 (16.99) 31 71.54 (12.1) 0.5 % 0.79 [ -6.90, 8.48 ]


Liu 1990 6 2 (0.7) 6 4.1 (1.65) 1.5 % -2.10 [ -3.53, -0.67 ]


Liu 2008 24 60.78 (7.88) 24 50.25 (5.36) 1.0 % 10.53 [ 6.72, 14.34 ]


Lough 1990 14 56.2 (7.7) 15 60.8 (19.4) 0.3 % -4.60 [ -15.21, 6.01 ]


Luo 2011 22 2.4 (0.7) 24 0.9 (1.65) 1.6 % 1.50 [ 0.78, 2.22 ]


MacFie 2000 27 63 (7.88) 25 67 (5.36) 1.1 % -4.00 [ -7.64, -0.36 ]


Malhotra 2004 98 3.1 (0) 97 5.1 (0) Not estimable


McEvoy 1982 26 -0.2 (2.6) 25 1.5 (2.4) 1.5 % -1.70 [ -3.07, -0.33 ]


McWhirter 1996a 35 2.9 (0) 13 -2.5 (0) Not estimable


McWhirter 1996b 25 3.3 (0) 13 -2.5 (0) Not estimable


Miller 2006a 24 -4.7 (6.75) 25 -6.3 (5.1) 1.1 % 1.60 [ -1.76, 4.96 ]


Miller 2006b 23 -6.2 (5.38) 25 -5.2 (9.56) 0.9 % -1.00 [ -5.34, 3.34 ]


Moreno 2016 24 -4.7 (6.75) 25 -6.3 (5.1) 1.1 % 1.60 [ -1.76, 4.96 ]


Munk 2014 44 0.4 (2.6) 40 -0.4 (2) 1.6 % 0.80 [ -0.19, 1.79 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Neelemaat 2012 73 64.7 (14.4) 73 61 (12.2) 0.9 % 3.70 [ -0.63, 8.03 ]


Page 2002 20 69.3 (13.8) 20 65.7 (18.2) 0.3 % 3.60 [ -6.41, 13.61 ]


Potter 2001 142 0.4 (2.6) 151 -0.5 (2.9) 1.6 % 0.90 [ 0.27, 1.53 ]


Rabadi 2008 51 68.8 (12.6) 51 66.9 (14.7) 0.7 % 1.90 [ -3.41, 7.21 ]


Ryan 1993 6 2.4 (14.4) 4 -0.6 (12.2) 0.1 % 3.00 [ -13.60, 19.60 ]


Saluja 2002a 10 2.6 (0.5) 10 2.5 (0.74) 1.6 % 0.10 [ -0.45, 0.65 ]


Saluja 2002b 10 3.35 (0.91) 10 2.35 (2.14) 1.5 % 1.00 [ -0.44, 2.44 ]


Saluja 2002c 10 2.15 (1) 10 4.6 (2.4) 1.5 % -2.45 [ -4.06, -0.84 ]


Saudny-Unterberger 1997 14 0.209 (2.5) 10 0.08 (0.63) 1.5 % 0.13 [ -1.24, 1.50 ]


Starke 2011 66 68.1 (15.9) 66 64.7 (16) 0.7 % 3.40 [ -2.04, 8.84 ]


Summerbell 1993 7 47.1 (9.2) 7 37.8 (7.8) 0.4 % 9.30 [ 0.36, 18.24 ]


Thompson 1981 12 0.05 (2.16) 9 -3.78 (2.74) 1.4 % 3.83 [ 1.66, 6.00 ]


Tong 2006a 45 61.95 (5.42) 18 58.08 (6.01) 1.1 % 3.87 [ 0.67, 7.07 ]


Tong 2006b 45 61.91 (4.87) 18 58.08 (6.01) 1.2 % 3.83 [ 0.71, 6.95 ]


Vaithiswaran 2008 30 -0.03 (1.01) 31 -0.09 (0.64) 1.6 % 0.06 [ -0.37, 0.49 ]


Vermeeren 2004 23 1.37 (1.3) 24 1.12 (1.2) 1.6 % 0.25 [ -0.47, 0.97 ]


Wang 1996a 12 2.92 (0.72) 12 4.56 (0.5) 1.6 % -1.64 [ -2.14, -1.14 ]


Wang 1996b 12 3.25 (0.99) 12 4.56 (0.5) 1.6 % -1.31 [ -1.94, -0.68 ]


Wang 1997a 20 58.4 (4.05) 10 55.87 (2.96) 1.3 % 2.53 [ -0.02, 5.08 ]


Wang 1997b 20 58.4 (4.05) 10 55.87 (2.96) 1.3 % 2.53 [ -0.02, 5.08 ]


Wang 2007 19 2.3 (0.8) 24 3.9 (1.7) 1.6 % -1.60 [ -2.37, -0.83 ]


Whittaker 1990 6 2.4 (2) 4 -0.6 (0.8) 1.5 % 3.00 [ 1.22, 4.78 ]


Williams 1983 7 -0.61 (1.5) 7 -2.8 (1.2) 1.5 % 2.19 [ 0.77, 3.61 ]


Woolfson 1989 50 67.2 (10.2) 45 66.9 (13.2) 0.8 % 0.30 [ -4.48, 5.08 ]


Wu 2007a 215 2.5 (1.7) 108 4.1 (2.2) 1.6 % -1.60 [ -2.07, -1.13 ]


Wu 2007b 215 2.7 (2) 108 4.1 (2.2) 1.6 % -1.40 [ -1.89, -0.91 ]


Xie 2014 60 54.71 (10.12) 60 47.32 (8.78) 1.1 % 7.39 [ 4.00, 10.78 ]


Xu 1998a 16 56.4 (10.8) 16 52.6 (10.7) 0.5 % 3.80 [ -3.65, 11.25 ]


Yang 1996 10 53.48 (6.18) 10 50.77 (4.13) 0.9 % 2.71 [ -1.90, 7.32 ]


Yie 1996 30 0.9 (0.9) 19 2 (0.8) 1.6 % -1.10 [ -1.58, -0.62 ]


Zeiderman 1989a 10 51.9 (11.38) 5 61.9 (12.33) 0.2 % -10.00 [ -22.91, 2.91 ]
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Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Zeiderman 1989b 10 60.6 (12.96) 5 61.9 (12.33) 0.2 % -1.30 [ -14.77, 12.17 ]


Zheng 2001a 30 -2.1 (0.9) 10 -3.3 (1.7) 1.6 % 1.20 [ 0.10, 2.30 ]


Zheng 2001b 26 -2.5 (1.1) 10 -3.3 (1.7) 1.6 % 0.80 [ -0.34, 1.94 ]


Zhong 2006a 21 64.2 (9.34) 21 63.4 (7.65) 0.8 % 0.80 [ -4.36, 5.96 ]


Subtotal (95% CI) 3602 3156 94.1 % 1.18 [ 0.54, 1.83 ]


Heterogeneity: Tau2 = 6.21; Chi2 = 3268.17, df = 80 (P<0.00001); I2 =98%


Test for overall effect: Z = 3.58 (P = 0.00034)


2 Less than three days


Kawaguchi 2008 18 -0.8 (1.6) 11 -0.95 (1.1) 1.6 % 0.15 [ -0.83, 1.13 ]


Ljunggren 2012 19 0.3 (16.29) 20 0.4 (12.82) 0.4 % -0.10 [ -9.33, 9.13 ]


Wood 1989a 15 -5.1 (2.7) 8 -2.5 (1.98) 1.4 % -2.60 [ -4.54, -0.66 ]


Wood 1989b 15 -2.2 (1.9) 7 -2.5 (1.85) 1.5 % 0.30 [ -1.37, 1.97 ]


Zelic 2012 22 -0.9 (5.57) 23 -5.2 (5.87) 1.1 % 4.30 [ 0.96, 7.64 ]


Subtotal (95% CI) 89 69 5.9 % 0.15 [ -1.62, 1.92 ]


Heterogeneity: Tau2 = 2.39; Chi2 = 13.49, df = 4 (P = 0.01); I2 =70%


Test for overall effect: Z = 0.17 (P = 0.87)


Total (95% CI) 3691 3225 100.0 % 1.13 [ 0.50, 1.75 ]


Heterogeneity: Tau2 = 6.15; Chi2 = 3287.24, df = 85 (P<0.00001); I2 =97%


Test for overall effect: Z = 3.54 (P = 0.00040)


Test for subgroup differences: Chi2 = 1.14, df = 1 (P = 0.29), I2 =12%
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Analysis 35.1. Comparison 35 Hand-grip strength - end of intervention, Outcome 1 Hand-grip strength -


overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 35 Hand-grip strength - end of intervention


Outcome: 1 Hand-grip strength - overall


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Bokhorst-de 2000 15 -0.7 (0) 17 0.35 (0) Not estimable


Carr 1996 14 -6.7 (3.2) 14 -9.6 (2.1) 11.2 % 2.90 [ 0.90, 4.90 ]


Huynh 2015 77 1.35 (4.05) 70 0.79 (2.89) 18.1 % 0.57 [ -0.56, 1.69 ]


Kaur 2005 50 18.05 (2.37) 50 16.4 (2.43) 19.9 % 1.65 [ 0.71, 2.59 ]


Lidder 2013a 32 27.2 (10.2) 30 23.7 (9.3) 3.0 % 3.50 [ -1.35, 8.35 ]


Lidder 2013b 27 31.2 (12.2) 31 25 (9.6) 2.2 % 6.20 [ 0.49, 11.91 ]


Munk 2014 44 -1 (2.9) 40 -4 (4.3) 14.2 % 3.00 [ 1.42, 4.58 ]


Neelemaat 2012 65 2 (5.6) 53 1 (6.7) 9.7 % 1.00 [ -1.26, 3.26 ]


Saluja 2002a 10 0 (0) 10 0 (0) Not estimable


Saluja 2002b 10 0 (0) 10 0 (0) Not estimable


Saluja 2002c 10 0 (0) 10 0 (0) Not estimable


Saudny-Unterberger 1997 14 -0.869 (3.77) 10 0 (2.72) 8.1 % -0.87 [ -3.47, 1.73 ]


Vermeeren 2004 20 0 (3) 22 0 (3) 12.5 % 0.0 [ -1.82, 1.82 ]


Watters 1997 13 35 (12) 15 33 (12) 1.0 % 2.00 [ -6.91, 10.91 ]


Total (95% CI) 401 382 100.0 % 1.47 [ 0.58, 2.37 ]


Heterogeneity: Tau2 = 0.82; Chi2 = 17.22, df = 9 (P = 0.05); I2 =48%


Test for overall effect: Z = 3.22 (P = 0.0013)


Test for subgroup differences: Not applicable
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Analysis 36.1. Comparison 36 Hand-grip strength - maximum follow-up, Outcome 1 Hand-grip strength -


overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 36 Hand-grip strength - maximum follow-up


Outcome: 1 Hand-grip strength - overall


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Bokhorst-de 2000 15 -0.7 (0) 17 0.35 (0) Not estimable


Carr 1996 14 -6.7 (3.2) 14 -9.6 (2.1) 9.7 % 2.90 [ 0.90, 4.90 ]


Duncan 2006 145 2 (0) 157 0 (0) Not estimable


Ha 2010 56 2.3 (4) 65 -0.3 (5) 12.3 % 2.60 [ 1.00, 4.20 ]


Huynh 2015 73 2.1 (4.28) 78 1.72 (3.36) 15.4 % 0.38 [ -0.85, 1.61 ]


Kaur 2005 50 18.49 (2.15) 50 17.42 (2.47) 18.4 % 1.07 [ 0.16, 1.98 ]


Lidder 2013a 32 27.2 (10.2) 30 23.7 (9.3) 2.5 % 3.50 [ -1.35, 8.35 ]


Lidder 2013b 27 31.2 (12.2) 31 25 (9.6) 1.8 % 6.20 [ 0.49, 11.91 ]


Munk 2014 44 -0.1 (2.9) 40 -0.4 (4.3) 12.5 % 0.30 [ -1.28, 1.88 ]


Neelemaat 2012 65 0.2 (5.6) 53 1 (6.7) 8.3 % -0.80 [ -3.06, 1.46 ]


Saluja 2002a 10 0 (0) 10 0 (0) Not estimable


Saluja 2002b 10 0 (0) 10 0 (0) Not estimable


Saluja 2002c 10 0 (0) 10 0 (0) Not estimable


Saudny-Unterberger 1997 14 -0.869 (3.77) 10 0 (2.72) 6.9 % -0.87 [ -3.47, 1.73 ]


Vermeeren 2004 20 0 (3) 22 0 (3) 10.8 % 0.0 [ -1.82, 1.82 ]


Watters 1997 13 35 (12) 15 33 (12) 0.8 % 2.00 [ -6.91, 10.91 ]


Zeiderman 1989a 10 27.7 (6.64) 5 33 (11.7) 0.5 % -5.30 [ -16.35, 5.75 ]


Zeiderman 1989b 10 33.5 (1107) 5 33.8 (11.7) 0.0 % -0.30 [ -686.49, 685.89 ]


Total (95% CI) 618 622 100.0 % 0.96 [ 0.15, 1.76 ]


Heterogeneity: Tau2 = 0.70; Chi2 = 20.06, df = 12 (P = 0.07); I2 =40%


Test for overall effect: Z = 2.33 (P = 0.020)


Test for subgroup differences: Not applicable


-100 -50 0 50 100


Favours control Favours nutrition support
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Analysis 37.1. Comparison 37 Six-minute walking distance - end of intervention, Outcome 1 Six-minute


walking distance - overall.


Review: Nutrition support in hospitalised adults at nutritional risk


Comparison: 37 Six-minute walking distance - end of intervention


Outcome: 1 Six-minute walking distance - overall


Study or subgroup Experimental Control
Mean


Difference Weight
Mean


Difference


N Mean(SD) N Mean(SD) IV,Random,95% CI IV,Random,95% CI


Rabadi 2008 51 396.37 (276.46) 51 263.1 (284.9) 100.0 % 133.27 [ 24.32, 242.22 ]


Total (95% CI) 51 51 100.0 % 133.27 [ 24.32, 242.22 ]


Heterogeneity: not applicable


Test for overall effect: Z = 2.40 (P = 0.017)


Test for subgroup differences: Not applicable


-100 -50 0 50 100


Favours control Favours nutrition support


A D D I T I O N A L T A B L E S


Table 1. Interventions by medical specialty


Medical speciality Experimental group Control group


Emergency medicine 3 trials used enteral nutrition
8 trials used parenteral nutrition


7 trials used no intervention
4 trials used treatment as usual


Endocrinology 1 trial used parenteral nutrition 1 trial used no intervention


Gastroenterological surgery 36 trials used enteral nutrition
13 trials used oral nutrition
40 trials used parenteral nutrition
3 trials used mixed nutrition


32 trials used no intervention
4 trials used placebo
56 trials used treatment as usual


General surgery 2 trials used parenteral nutrition 1 trial used no intervention
1 trial used treatment as usual


Geriatrics 1 trial used fortified foods
2 trials used general nutrition support
13 trials used oral nutrition


9 trials used no intervention
2 trials used placebo
5 trials used treatment as usual


Gynaecology 1 trial used parenteral nutrition 1 trial used treatment as usual


Haematology 1 trial used parenteral nutrition 1 trial used placebo
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Table 1. Interventions by medical specialty (Continued)


Infectious diseases 2 trials used enteral nutrition 2 trials used treatment as usual


Medical gastroenterology and hepatol-


ogy


9 trials used enteral nutrition
3 trials used oral nutrition
5 trials used parenteral nutrition
1 trial used mixed nutrition


9 trials used no intervention
9 trials used treatment as usual


Mixed medical speciality 2 trials used enteral nutrition
1 trial used fortified foods
1 trial used general nutrition
4 trials used oral nutrition
1 trial used mixed nutrition


5 trials used no intervention
1 trial used placebo
3 trials used treatment as usual


Neprohology 1 trial used general nutrition 1 trial used treatment as usual


Neurological surgery 1 trial used parenteral nutrition 1 trial used treatment as usual


Neurology 3 trials used enteral nutrition
1 trial used general nutrition
5 trials used oral nutrition
1 trial used mixed nutrition


4 trials used no intervention
6 trials used treatment as usual


Oncology 3 trials used enteral nutrition
1 trial used general nutrition
11 trials used parenteral nutrition
1 trial used mixed nutrition


9 trials used no intervention
7 trials used treatment as usual


Oro-maxillo-facial surgery 1 trial used enteral nutrition
1 trial used oral nutrition


2 trials used no intervention


Orthopaedics 5 trials used enteral nutrition
4 trials used oral nutrition
1 trial used general nutrition
1 trial used parenteral nutrition
3 trials used mixed nutrition


7 trials used no intervention
2 trials used placebo
5 trials used treatment as usual


Pulmonary diseases 2 trials used enteral nutrition
3 trials used oral nutrition
3 trials used parenteral nutrition


1 trial used no intervention
3 trials used placebo
4 trials used treatment as usual


Thoracic surgery 2 enteral nutrition
1 parenteral nutrition
1 mixed nutrition


1 trial used placebo
3 trials used treatment as usual


Trauma surgery 8 trials used enteral nutrition
3 trials used parenteral nutrition


6 trial used no intervention
5 trial used treatment as usual
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Table 1. Interventions by medical specialty (Continued)


Transplant surgery 1 trial used enteral nutrition
1 trial used oral nutrition
2 trials used parenteral nutrition


4 trials used treatment as usual


Vascular surgery 1 trial used enteral nutrition
3 trials used parenteral nutrition


4 trials used treatment as usual


Table 2. Serious adverse events (end of intervention)


Trial Experimental


intervention


Type and


number of partici-


pants with a serious


adverse events (Ex-


perimental group)


Proportion of par-


ticipants with a se-


rious adverse event


(Experimental


group)


Type and num-


ber of participants


with a serious ad-


verse events (Con-


trol group)


Proportion of par-


ticipants with a se-


rious adverse event


(Control group)


Bellantone 1988 Parenteral nutrition 1 sepsis 1 out of 54 10 sepsis 10 out of 46


Bozzetti 2000 Parenteral nutrition 1 anastomotic leak,
3 respiratory infec-
tions, 2 respiratory
insufficiency


6 out of 43 2 anastomotic leaks,
1 renal failure, 2 ab-
dominal abscesses, 4
respiratory
infections, 3 respira-
tory insufficieny


12 out of 47


Brennan 1994 Parenteral nutrition 7 anastomotic leaks,
5 pneumonias, 1 GI
haemorrhages, 8 GI
fistula, 4 ileus, 2 my-
ocardial infarction,
12 abscess, 4 deep
infection, 7 peri-
tonitis


50 out of 60 3 anastomotic leaks,
6
pneumonias, 1 pul-
monary embolism, 2
GI haemorrhages, 5
GI fistula, 1 myocar-
dial infarction, 2 ab-
scess, 4 deep infec-
tion, 2 peritonitis


26 out of 57


Chen 1995a Enteral nutrition no serious adverse
events reported


0 out of 16 1 anastomotic leak 1 out of 8


Chen 2000a Enteral nutrition 1 anastomotic leak 1 out of 10 no serious adverse
events reported


0 out of 10


Chen 2006 Enteral nutrition no serious adverse
events reported


0 out of 21 1 septic complica-
tion


1 out of 20


Dennis 2005 Oral nutrition 50 strokes, 23 pul-
monary embolisms,
43
DVTs, 28 GI haem-


172 out of 2012 43 strokes, 18 pul-
monary em-
bolism, 29 DVTs,
18 GI haemorrhage,


130 out of 2000
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Table 2. Serious adverse events (end of intervention) (Continued)


orrhages, 28 ACS’ 22 ACS


Dennis 2006 Enteral nutrition 15 strokes, 6 pul-
monary embolisms,
11 DVTs, 22
GI haemorrhages, 7
ACS’


61 out of 429 23 strokes, 8 pul-
monary embolisms,
13
DVTs, 11 GI haem-
orrhages, 13 ACS’


68 out of 428


Doglietto 1990 Parenteral nutrition 3 sepsis 3 out of 9 7 sepsis 7 out of 12


Doglietto 1996 Oral nutrition 20 anastomotic
leaks, 14 pneumo-
nias, 2 pulmonary
embolisms, 2 renal
failure, 6 abdominal
abscess, 3 unspecific
infection, 10 wound
dehiscences, 1 pul-
monary failure, 11
gas-
trointestinal compli-
cations, 6 cardiovas-
cular complications,
4 haemoperitoneum


79 out of 338 18 anastomotic
leaks, 9 pneumo-
nias, 1 pulmonary
embolisms, 3 renal
failure, 1 abdominal
abscess, 2 unspecific
infection, 3 wound
dehiscences, 2 pul-
monary failure, 6
bacteraemia, 23 gas-
trointestinal compli-
cations, 6 cardiovas-
cular complications,
5 haemoperitoneum


79 out of 340


Ding 2009 Parenteral nutrition 1 respiratory infec-
tion


1 out of 21 2 respiratory infec-
tion


2 out of 21


Dong 1996 Enteral nutrition no serious adverse
events reported


0 out of 256 6 anastomotic leaks 6 out of 264


Fan 1994 Parenteral nutrition 4 GI haemorrhages,
4 GI fistulas, 4 hep-
atic comas


12 out of 64 1 GI haemorrhages,
5 GI fistulas, 4 hep-
atic comas


10 out of 60


Hartgrink 1998 Enteral nutrition 25 pressure sores 25 out of 48 30 pressure sores 30 out of 53


Hoffmann 1988 Enteral nutrition no serious adverse
events reported


0 out of 43 3 anastomotic leaks,
2 myocardial infarc-
tion


5 out of 16


Ji 1999 Enteral nutrition 2 abdominal abscess 2 out of 20 no serious adverse
events reported


0 out of 10


Johansen 2004 General nutrition 4 pneumo-
nia, 1 DVTs, 4 sep-
sis, 2 empyemas, 0
gastroenteritis, 1 GI
complications,


12 out of 108 4 pneumonia,
1 stroke, 2 sepsis, 1
gastroenteritis, 2 GI
complications


10 out of 104
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Table 2. Serious adverse events (end of intervention) (Continued)


Kearns 1992 Enteral nutrition 2 renal failures 2 out of 16 2 renal failures 2 out of 15


Keele 1997 Oral nutrition no serious adverse
events reported


0 out of 43 1 GI perforation 1 out of 43


Larsson 1990a Oral nutrition 20 pressure sores 20 out of 197 29 pressure sores 29 out of 328


Ledinghen 1997 Enteral nutrition 4 variceal bleedings,
1 peritonitis


5 out of 12 1 peritonitis 1 out of 10


Liu 1996 Parenteral nutrition no serious adverse
events reported


0 out of 14 1 anastomotic leak,
1 GI fistula


2 out of 15


Malhotra 2004 Enteral nutrition 21 Pneu-
monia, Wound in-
fection 27, Wound
dehiscence 4, anas-
tomotic Leak 7, Sep-
ticaemia 20


27 out of 98 Pneumo-
nia 30, Wound in-
fection 31, Wound
dehiscence 9, Leak
13, Septicaemia 30


31 out of 97


Maude 2011 Enteral nutrition 8 sepsis 8 out of 27 7 sepsis 7 out of 29


Neuvonen 1984 Parenteral nutrition no serious adverse
events reported


0 out of 9 1 sepsis 1 out of 12


Page 2002 Enteral nutrition no serious adverse
events reported


0 out of 20 1 pulmonary em-
bolism


1 out of 20


Pupelis 2000 Enteral nutrition 2 peritonitis 2 out of 11 5 peritonitis 5 out of 18


Pupelis 2001 Enteral nutrition no serious adverse
events reported


0 out of 30 4 GI fistulas 4 out of 30


Reissman 1995 Oral nutrition no serious adverse
events reported


0 out of 80 1 anastomotic leak 1 out of 81


Rimbau 1989 Parenteral nutrition 1 pneumonia 1 out of 10 2 pneumonias 2 out of 10


Sabin 1998 Parenteral nutrition 2 pneumoperi-
toneum’s


2 out of 40 2 anastomotic leaks,
2 pneumoperi-
toneum’s


4 out of 40


Samuels 1981 Parenteral nutrition 2 pneumonias, 5
sepsis


7 out of 16 2 sepsis 2 out of 14


Schroeder 1991 Enteral nutrition 1 myocardial infarc-
tion


1 out of 16 1 myocardial infarc-
tion


1 out of 16
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Table 2. Serious adverse events (end of intervention) (Continued)


Simon 1988 Parenteral nutrition no serious adverse
events reported


0 out of 15 2 hepatic
encephalopathies


2 out of 17


Smith 1988 Parenteral nutrition no serious adverse
events reported


0 out of 17 2 respiratory infec-
tion


2 out of 17


Starke 2011 General nutrition no serious adverse
events reported


0 out of 66 1 stroke, 1 DVT,
1 septic arthritis,
2 myocardial infarc-
tion


5 out of 66


Thompson 1981 Parenteral nutrition 1 empyema, 1 pelvic
abscess


2 out of 12 1 intraabdominal
abscess


1 out of 9


Tong 2006a Mixed nutrition 1 hepatic
encephalopathy


1 out of 90 4 anasto-
motic leak, 5 hepatic
encephalopathies


9 out of 36


Vicic 2013 Enteral nutrition 2 sepsis, 2 multi or-
gan failure,


4 out of 52 6 sepsis, 3 multi or-
gan failure


9 out of 49


Watters 1997 Enteral nutrition 1 anastomotic leak 1 out of 13 3 anastomotic leaks 3 out of 15


Wu 2007a Mixed nutrition 11
anastomotic leaks, 6
DVT, 15 sepsis


32 out of 430 10 anastomotic
leaks, 15 sepsis


25 out of 216


Yamada 1983 Parenteral nutrition 1 wound dehiscence 1 out of 18 1 anastomotic leak,
2 pneumonias, 1
sepsis, 1 ileus


5 out of 16


Zhang 2013 Enteral nutrition 2 GI haemorrhage 2 out of 50 4 GI haemorrhage 4 out of 50


Table 3. Serious adverse events (maximum follow-up)


Trial Experimental


intervention


Type and num-


ber of participants


with a serious ad-


verse events (Ex-


perimental group)


Proportion of par-


ticipants with a se-


rious adverse event


(Experimental


group)


Type and num-


ber of participants


with a serious ad-


verse events (Con-


trol group)


Proportion of par-


ticipants with a se-


rious adverse event


(Control group)


Barlow 2011 Enteral nutrition 2 anastomotic leaks 2 out of 64 7 anastomotic leaks,
2 GI haemorrhage,
1 myocardial infarc-
tion


10 out of 57
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Table 3. Serious adverse events (maximum follow-up) (Continued)


Beier-Holgersen


1999


Enteral nutrition 2 anastomotic leak,
3 wound dehis-
cence, 1 myocardial
infarction,


6 out of 30 4 anastomotic leak,
1 pulmonary failure


5 out of 30


Bellantone 1988 Parenteral nutrition 1 sepsis 1 out of 54 10 sepsis 10 out of 46


Bozzetti 2000 Parenteral nutrition 1 anastomotic leak,
3 respiratory infec-
tions, 2 respiratory
insufficiencies


6 out of 43 2 anastomotic leaks,
1 renal failure, 2 ab-
dominal abscesses,
4 respiratory infec-
tions, 3 respiratory
insufficiencies


12 out of 47


Brennan 1994 Parenteral nutrition 7 anastomotic leaks,
5 pneumonias, 1 GI
haemorrhages, 8 GI
fistula, 4 ileus, 2 my-
ocardial infarction,
12 abscess, 4 deep
infection, 7 peri-
tonitis


50 out of 60 3
anastomotic leaks, 6
pneumonias, 1 pul-
monary embolism,
2 GI haemorrhages,
5 GI fistula, 1 my-
ocardial infarction,
2 abscess, 4 deep in-
fection, 2 peritonitis


26 out of 57


Chen 1995a Enteral nutrition no serious adverse
events reported


0 out of 16 1 anastomotic leak 1 out of 8


Chen 2000a Enteral nutrition 1 anastomotic leak 1 out of 10 no serious adverse
events reported


0 out of 10


Chen 2006 Enteral nutrition no serious adverse
events reported


0 out of 21 1 septic complica-
tion


1 out of 20


Chourdakis 2012 Enteral nutrition 2 CNS infections,
13 ventilator associ-
ated pneumonias


15 out of 34 2 CNS infections,
12 ventilator associ-
ated pneumonias


14 out of 25


Dennis 2005 Oral nutrition 50 strokes, 23 pul-
monary embolisms,
43
DVTs, 28 GI haem-
orrhages, 28 ACS’


172 out of 2012 43 strokes, 18 pul-
monary em-
bolism, 29 DVTs,
18 GI haemorrhage,
22 ACS’


130 out of 2000


Dennis 2006 Enteral nutrition 15 strokes, 6 pul-
monary embolisms,
11 DVTs, 22
GI haemorrhages, 7
ACS’


61 out of 429 23 strokes, 8 pul-
monary embolisms,
13
DVTs, 11 GI haem-
orrhages, 13 ACS’


68 out of 428


1399Nutrition support in hospitalised adults at nutritional risk (Review)


Copyright © 2017 The Cochrane Collaboration. Published by John Wiley & Sons, Ltd.


Attachment 2.0







Table 3. Serious adverse events (maximum follow-up) (Continued)


Ding 2009 Parenteral nutrition 1 respiratory infec-
tion


1 out of 21 2 respiratory infec-
tion


2 out of 21


Doglietto 1990 Parenteral nutrition 3 sepsis 3 out of 9 7 sepsis 7 out of 12


Doglietto 1996 Oral nutrition 20 anastomotic
leaks, 14 pneumo-
nias, 2 pulmonary
embolisms, 2 renal
failure, 6 abdomi-
nal abscess, 3 unspe-
cific infection, 10
wound dehiscences,
1 pulmonary fail-
ure, 11 gastroin-
testinal complica-
tions, 6 cardiovascu-
lar complications, 4
haemoperitoneum


79 out of 338 18 anastomotic
leaks, 9 pneumo-
nias, 1 pulmonary
embolisms, 3 renal
failure, 1 abdominal
abscess, 2 unspecific
infection, 3 wound
dehiscences, 2 pul-
monary failure, 6
bacteraemia, 23 gas-
trointestinal com-
plications, 6 cardio-
vascular complica-
tions, 5 haemoperi-
toneum


79 out of 340


Dong 1996 Enteral nutrition no serious adverse
events reported


0 out of 256 6 anastomotic leaks 6 out of 264


Fan 1994 Parenteral nutrition 4 GI haemorrhages,
4 GI fistulas, 4 hep-
atic comas


12 out of 64 1 GI haemorrhages,
5 GI fistulas, 4 hep-
atic comas


10 out of 60


Hartgrink 1998 Enteral nutrition 25 pressure sores 25 out of 48 30 pressure sores 30 out of 53


Henriksen 2003a Oral nutrition 1 anastomotic leak,
2 wound infections,
1 pulmonary em-
bolism


4 out of 16 1 anastomotic leak, 1 out of 8


Hoffmann 1988 Enteral nutrition no serious adverse
events reported


0 out of 43 3 anastomotic leaks,
2 myocardial infarc-
tion


5 out of 16


Ji 1999 Enteral nutrition 2 abdominal abscess 2 out of 20 no serious adverse
events reported


0 out of 10


Johansen 2004 General nutrition 4 pneumo-
nia, 1 DVTs, 4 sep-
sis, 2 empyemas, 0
gastroenteritis, 1 GI
complications,


12 out of 108 4 pneumonia,
1 stroke, 2 sepsis, 1
gastroenteritis, 2 GI
complications


10 out of 104
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Table 3. Serious adverse events (maximum follow-up) (Continued)


Kaur 2005 Enteral nutrition 3 septic complica-
tions, 3 wound de-
hiscence


6 out of 50 8 septic complica-
tions, 4 wound de-
hiscence


12 out of 50


Kearns 1992 Enteral nutrition 2 renal failures 2 out of 16 2 renal failures 2 out of 15


Keele 1997 Oral nutrition no serious adverse
events reported


0 out of 43 1 GI perforation 1 out of 43


Larsson 1990a Oral nutrition 20 pressure sores 20 out of 197 29 pressure sores 29 out of 328


Ledinghen 1997 Enteral nutrition 4 variceal bleedings,
1 peritonitis


5 out of 12 1 peritonitis 1 out of 10


Lidder 2013a Oral nutrition 2 anastomotic leaks,
2 sepsis


4 out of 59 7 anastomotic leaks,
1 stroke, 1 DVT, 3
sepsis, 3 myocardial
infarctions


15 out of 61


Liu 1996 Parenteral nutrition no serious adverse
events reported


0 out of 14 1 anastomotic leak,
1 GI fistula


2 out of 15


Maude 2011 Enteral nutrition 8 sepsis 8 out of 27 7 sepsis 7 out of 29


Neuvonen 1984 Parenteral nutrition no serious adverse
events reported


0 out of 9 1 sepsis 1 out of 12


Page 2002 Enteral nutrition no serious adverse
events reported


0 out of 20 1 pulmonary em-
bolism


1 out of 20


Pupelis 2000 Enteral nutrition 2 peritonitis 2 out of 11 5 peritonitis 5 out of 18


Pupelis 2001 Enteral nutrition no serious adverse
events reported


0 out of 30 4 GI fistulas 4 out of 30


Reissman 1995 Oral nutrition no serious adverse
events reported


0 out of 80 1 anastomotic leak 1 out of 81


Rimbau 1989 Parenteral nutrition 1 pneumonia 1 out of 10 2 pneumonias 2 out of 10


Sabin 1998 Parenteral nutrition 2 pneumoperi-
toneums


2 out of 40 2 anastomotic leaks,
2 pneumoperi-
toneums


4 out of 40


Samuels 1981 Parenteral nutrition 2 pneumonias, 5
sepsis


7 out of 16 2 sepsis 2 out of 14
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Table 3. Serious adverse events (maximum follow-up) (Continued)


Schroeder 1991 Enteral nutrition 1 myocardial infarc-
tion


1 out of 16 1 myocardial infarc-
tion


1 out of 16


Simon 1988 Parenteral nutrition no serious adverse
events reported


0 out of 15 2 hepatic
encephalopathies


2 out of 17


Smith 1988 Parenteral nutrition 1 anastomotic leak,
1 respiratory infec-
tion, 1 pancreatitis


3 out of 17 2 pulmonary em-
bolisms, 1 septic
complication, 4 res-
piratory infections,


7 out of 17


Soop 2004 Enteral nutrition 2 wound infections,
1 pneumonia


3 out of 9 1 anastomotic leak,
2 wound infections,
1 pneumo-
nia, 1 peptic ulcer, 1
wound dehiscence,


6 out of 9


Starke 2011 General nutrition no serious adverse
events reported


0 out of 66 1 stroke, 1 DVT,
1 septic arthritis,
2 myocardial infarc-
tion


5 out of 66


Thompson 1981 Parenteral nutrition 1 empyema, 1 pelvic
abscess


2 out of 12 1 intraabdominal
abscess


1 out of 9


Tong 2006a Mixed nutrition 1 hepatic
encephalopathy


1 out of 90 4 anastomotic leak,
5 hepatic
encephalopathies


9 out of 36


Vicic 2013 Enteral nutrition 2 sepsis, 2 multi or-
gan failure,


4 out of 52 6 sepsis, 3 multi or-
gan failure


9 out of 49


Watters 1997 Enteral nutrition 1 anastomotic leak 1 out of 13 3 anastomotic leaks 3 out of 15


Williford 1991 Parenteral nutrition 6 anastomotic leaks,
16 pneumonias, 1
pressure sore, 2 ab-
dominal abscess, 1
wound dehiscence,
13 pulmonary fail-
ure, 7 bacter-
aemia, 10 GI com-
plications, 15 car-
diac complications,
3 bronchopleurocu-
taneous fistulas


74 out of 231 6 anastomotic leaks,
9 pneumo-
nias, 1 pulmonary
embolism, 1 pres-
sure sore, 3 renal
failure, 2 abdomi-
nal abscess, 1 sep-
tic complication, 1
wound dehiscence,
11 pulmonary fail-
ure, 5 bacter-
aemia, 10 GI com-
plications, 15 car-
diac complications,


80 out of 228
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Table 3. Serious adverse events (maximum follow-up) (Continued)


6 bronchopleurocu-
taneous fistulas


Wu 2007a Mixed nutrition 11
anastomotic leaks, 6
DVT, 15 sepsis


32 out of 430 10 anastomotic
leaks, 15 sepsis


25 out of 216


Yamada 1983 Parenteral nutrition 1 wound dehiscence 1 out of 18 1 anastomotic leak,
2 pneumonias, 1
sepsis, 1 ileus


5 out of 16


Zhang 2013 Enteral nutrition 2 GI haemorrhage 2 out of 50 4 GI haemorrhage 4 out of 50


A P P E N D I C E S


Appendix 1. Search strategies


Database Time span Search strategy


Cochrane Central Register of Controlled
Trials (CENTRAL) in the Cochrane Li-
brary


2016, issue 1 #1 MeSH descriptor: [Feeding Methods] explode all trees
#2 MeSH descriptor: [Nutrition Therapy] explode all trees
#3 MeSH descriptor: [Enterostomy] explode all trees
#4 MeSH descriptor: [Fat Emulsions, Intravenous] explode
all trees
#5 MeSH descriptor: [Food, Formulated] explode all trees
#6 MeSH descriptor: [Gastrostomy] explode all trees
#7 MeSH descriptor: [Nutrition Disorders] explode all trees
#8 MeSH descriptor: [Protein Hydrolysates] explode all trees
#9 alimentation or branched chain amino acids or BCAA
or Dietary disorder* or Enteral nutrition or Enterostom* or
Fat emulsion or formulated food* or Gastrostom* or Hyper-
alimentation* or Hypocaloric alimentation* or Hypocaloric
nutrition or Intragastric feed* or Intragastric nutrition or Nu-
trition or Nutrition diseases or Nutrition disorders or Nu-
trition supplement* or Parenteral nutrition or Percutaneous
endoscopic gastrostom* or Peripheral parenteral nutrition or
Permissive underfeeding or Post-pyloric feeding or Post-py-
loric nutrition or Protein hydrolysate or Supplemental feed*
or Total parenteral nutrition
#10 #1 or #2 or #3 or #4 or #5 or #6 or #7 or #8 or #9
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(Continued)


MEDLINE (Ovid SP) 1946 to February 2016. 1. exp Feeding Methods/
2. exp Nutrition Therapy/
3. exp Enterostomy/
4. exp Fat Emulsions, Intravenous/
5. exp Food, Formulated/
6. exp Gastrostomy/
7. exp Nutrition Disorders/
8. exp Protein Hydrolysates/
9. (alimentation or branched chain amino acids or BCAA
or Dietary disorder$ or Enteral nutrition or Enterostom$ or
Fat emulsion or formulated food$ or Gastrostom$ or Hyper-
alimentation$ or Hypocaloric alimentation$ or Hypocaloric
nutrition or Intragastric feed$ or Intragastric nutrition or Nu-
trition or Nutrition diseases or Nutrition disorders or Nu-
trition supplement$ or Parenteral nutrition or Percutaneous
endoscopic gastrostom$ or Peripheral parenteral nutrition or
Permissive underfeeding or Post-pyloric feeding or Post-py-
loric nutrition or Protein hydrolysate or Supplemental feed$
or Total parenteral nutrition).mp. [mp=title, abstract, orig-
inal title, name of substance word, subject heading word,
protocol supplementary concept, rare disease supplementary
concept, unique identifier]
10. 1 or 2 or 3 or 4 or 5 or 6 or 7 or 8 or 9
11. (random$ or blind$ or placebo$).mp. [mp=title, abstract,
original title, name of substance word, subject heading word,
protocol supplementary concept, rare disease supplementary
concept, unique identifier]
12. 10 and 11
13. (animals not (humans and animals)).mp. [mp=title, ab-
stract, original title, name of substance word, subject heading
word, protocol supplementary concept, rare disease supple-
mentary concept, unique identifier]
14. 12 not 13


Embase (Ovid SP) 1974 to February 2016 1. exp Diet Therapy/
2. exp Artificial Feeding/
3. exp Enterostomy/
4. exp Lipid Emulsion/
5. exp Gastrostomy/
6. exp Nutrition/
7. exp Nutritional Disorder/
8. exp Diet Supplementation/
9. exp Percutaneous Endoscopic Gastrostomy/
10. exp Protein Hydrolysate/
11. (alimentation or branched chain amino acids or BCAA
or Dietary disorder$ or Enteral nutrition or Enterostom$ or
Fat emulsion or formulated food$ or Gastrostom$ or Hyper-
alimentation$ or Hypocaloric alimentation$ or Hypocaloric
nutrition or Intragastric feed$ or Intragastric nutrition or Nu-
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(Continued)


trition or Nutrition diseases or Nutrition disorders or Nu-
trition supplement$ or Parenteral nutrition or Percutaneous
endoscopic gastrostom$ or Peripheral parenteral nutrition or
Permissive underfeeding or Post-pyloric feeding or Post-py-
loric nutrition or Protein hydrolysate or Supplemental feed$
or Total parenteral nutrition).mp. [mp=title, abstract, sub-
ject headings, heading word, drug trade name, original title,
device manufacturer, drug manufacturer, device trade name,
keyword]
12. 1 or 2 or 3 or 4 or 5 or 6 or 7 or 8 or 9 or 10 or 11
13. limit 12 to human
14. (random$ or blind$ or placebo$).mp. [mp=title, abstract,
subject headings, heading word, drug trade name, original
title, device manufacturer, drug manufacturer, device trade
name, keyword]
15. 13 and 14
16. limit 15 to exclude medline journals


Science Citation Index Expanded (Web of
Science)


1900 to February 2016 #3 #2 AND #1
#2 TS=(random* OR blind* OR placebo* OR meta-analysis)
#1 TS=(alimentation OR ’branched chain amino acids’ OR
BCAA OR ’Dietary disorder*’ OR ’Enteral nutrition’ OR En-
terostom* OR ’Fat emulsion’ or ’formulated food*’ OR Gas-
trostom* OR Hyperalimentation* OR ’Hypocaloric alimen-
tation*’ OR ’Hypocaloric nutrition’ OR ’Intragastric feed*’
OR ’Intragastric nutrition’ OR Nutrition OR ’Nutrition dis-
eases’ OR ’Nutrition disorders’ OR ’Nutrition supplement*’
OR ’Parenteral nutrition’ OR ’Percutaneous endoscopic gas-
trostom*’ OR ’Peripheral parenteral nutrition’ OR ’Permis-
sive underfeeding’ OR ’Post-pyloric feeding’ OR ’Post-py-
loric nutrition’ OR ’Protein hydrolysate’ OR ’Supplemental
feed*’ OR ’Total parenteral nutrition’)


BIOSIS (Web of Science) 2012 to February 2016 #3 #2 AND #1
Indexes=BIOSIS Previews Timespan=2012-2016
#2 (TS=(random* OR blind* OR placebo*)) AND TAXA
NOTES: (Humans)
Indexes=BIOSIS Previews Timespan=2012-2016
#1 (TS=(alimentation OR ’branched chain amino acids’ OR
BCAA OR ’Dietary disorder*’ OR ’Enteral nutrition’ OR
Enterostom* OR ’Fat emulsion’ or ’formulated food*’ OR
Gastrostom* OR Hyperalimentation* OR ’Hypocaloric al-
imentation*’ OR ’Hypocaloric nutrition’ OR ’Intragastric
feed*’ OR ’Intragastric nutrition’ OR Nutrition OR ’Nutri-
tion diseases’ OR ’Nutrition disorders’ OR ’Nutrition sup-
plement*’ OR ’Parenteral nutrition’ OR ’Percutaneous en-
doscopic gastrostom*’ OR ’Peripheral parenteral nutrition’
OR ’Permissive underfeeding’ OR ’Post-pyloric feeding’ OR
’Post-pyloric nutrition’ OR ’Protein hydrolysate’ OR ’Supple-
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(Continued)


mental feed*’ OR ’Total parenteral nutrition’)) AND TAXA
NOTES: (Humans)
Indexes=BIOSIS Previews Timespan=2012-2016


LILACS (Bireme) 1982 to February 2016 (alimentation or branched chain amino acids or BCAA or
Dietary disorder$ or Enteral nutrition or Enterostom$ or Fat
emulsion or formulated food$ or Gastrostom$ or Hyperal-
imentation$ or Hypocaloric alimentation$ or Hypocaloric
nutrition or Intragastric feed$ or Intragastric nutrition or
Nutrition or Nutrition diseases or Nutrition disorders or
Nutrition supplement$ or Parenteral nutrition or Percuta-
neous endoscopic gastrostom$ or Peripheral parenteral nu-
trition or Permissive underfeeding or Post-pyloric feeding or
Post-pyloric nutrition or Protein hydrolysate or Supplemental
feed$ or Total parenteral nutrition) [Words] and (random$
or blind$ or placebo$) [Words]


Appendix 2. List of nutrition collaborations inquired for additional trials


Council for Responsible Nutrition (CRN)


Website: http://www.crnusa.org
Email: nweindruch@crnusa.org
National Association of Food Supplements Industry (ANAISA)


Website: http://www.anaisa.mx
Email: gerencia@anaisa.mx
Federation of Israeli Chambers of Commerce (Food Supplement sector)


Email: yonatk@chamber.org.il
Health Product Association of Southern Africa (HPASA)


Website: http://www.hpasa.co.za
Email: hpasa@hpasa.co.za
Council for Responsible Nutrition (CRN)


Website: http://www.crnuk.org
Email: crnsecretariat@crnuk.org
Integratori Italia - AIIPA


Website: http://www.integratoriitalia.it
Email: integratoriitalia@aiipa.it
Bundesverband der Industrie- und Handelsunternehmen für Arzneimittel, Reformwaren , Nahrungsergänzungsmittel und


kosmetische Mittel e.V. (BDIH)


Website: http://www.bdih.de
Email: bdih@bdih.de
Nutraceutisk Industri, Dansk Industri (DI)


Website: http://www.di.dk
Email: mist@di.dk
Health Foods and Dietary Supplements Association (HADSA)


Website: http://www.hadsa.com/
Association of Indonesian Health Supplement Company (APSKI)


Email: apskiasosiasi@yahoo.co.id
Japan Health & Nutrition Food Association (JHNFA)


Email: shogaikouho@jhnfa.org
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Malaysian Dietary Supplement Association (MADSA)


Website: http://madsa.org.my
Email: secretariat@madsa.org.my
Natural Products New Zealand Inc


Website: http://www.naturalproducts.nz
Email: info@naturalproducts.nz
Food Supplements Europe (FSE)


Website: http://www.foodsupplementseurope.org
Email: secretariat@foodsupplementseurope.org


Appendix 3. List of events considered for the composite outcome “serious adverse events”


Death Anastomotic leak Sepsis Pneumoperitoneum Stroke Hepatic coma Multiorgan failure
Deep vein thrombosis Gastrointesitnal perforation Pulmonary failure Gastrointestinal haemorrhage
Septic arthritis Peritonitis Acute coronary syndrome Pneumothorax Ventilator associated pneumonia
Gastrointestinal fistula Severe bleeding Bronchopleurocutanous fistula
Toxic hepatitis Hepatic encephalopathy Pancreatitis


C O N T R I B U T I O N S O F A U T H O R S


Joshua Feinberg (JF): drafted the protocol, extracted data, co-ordinated the review, conceived the review, designed the review, interpreted
the data providing a methodological view, and revised the review.


Emil Eik Nielsen (EEN): drafted the protocol, extracted data, drafted the review, interpreted the data providing a methodological view,
and revised the review.


Steven Kwasi Korang: extracted data and commented on the review.


Kirstine Halberg Engell: extracted data and commented on the review.


Marie Skøtt Rasmussen: extracted data and commented on the review.


Kang Zhang: extracted data, co-ordinated the Chinese data extraction, and commented on the review.


Maria Didriksen: extracted data and commented on the review.


Lisbeth Lund: extracted data and commented on the review.


Niklas Lindahl: extracted data and commented on the review.


Sara Hallum: extracted data and commented on the review.


Xuemei Yang: extracted data and commented on the review.


Ning Liang: extracted data and commented on the review.


Wenjing Xiong: extracted data and commented on the review.


Pernille Brunsgaard: extracted data and commented on the review.


Alexandre Garioud: extracted data and commented on the review.


Sanam Safi: extracted data and commented on the review.


Jane Lindschou: revised the protocol and extracted data.


Jens Kondrup: drafted the Background section of the protocol, interpreted the data by providing a clinical view, and commented on
and revised the review.


Christian Gluud: revised the protocol, interpreted the data providing a methodological and clinical view, commented on, and revised
the review.
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Januc C. Jakobsen: revised the protocol, analysed the data, interpreted the data providing a methodological and clinical view, commented
on, and revised the review.


D E C L A R A T I O N S O F I N T E R E S T


Joshua Feinberg: no conflict of interest.


Emil Eik Nielsen: no conflict of interest.


Steven Kwasi Korang: no conflict of interest.


Kirstine Halberg Engell: no conflict of interest.


Marie Skøtt Rasmussen: no conflict of interest.


Kang Zhang: no conflict of interest.


Maria Didriksen: no conflict of interest.


Lisbeth Lund: no conflict of interest.


Niklas Lindahl: no conflict of interest.


Sara Hallum: no conflict of interest.


Xuemei Yang: no conflict of interest.


Ning Liang: no conflict of interest.


Wenjing Xiong: no conflict of interest.


Pernille Brunsgaard: no conflict of interest.


Alexandre Garioud: no conflict of interest.


Sanam Safi: no conflict of interest.


Jane Lindschou: no conflict of interest.


Jens Kondrup has been delivering bi-annual lectures on nutrition support as part of his job at the Rigshospital, Denmark. JK is involved
in an ongoing trial on a new enteral formula (developed by Nutricia) for which JK receives no payment.


Christian Gluud: no conflict of interest.


Januc C. Jakobsen: no conflict of interest.
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Internal sources


• The Copenhagen Trial Unit, Centre for Clinical Intervention Research, Rigshospitalet, Copenhagen, Denmark.
Salary for the review authors, use of offices and equipment, access to literature.


• The Cochrane Hepato-Biliary Group, Rigshospitalet, Copenhagen, Denmark.
Salary for the review authors, use of offices and equipment, access to literature.


External sources


• No sources of support supplied


D I F F E R E N C E S B E T W E E N P R O T O C O L A N D R E V I E W


• Added ’mixed’ as a possibility in the subgroup comparing trials with different types of intervention.


• We only require participants to be blinded for ’low risk of bias’ for outcome assessment when assessing participant-reported
outcomes such as quality of life.


• Changed the alpha from 3% to 2.5%. We had miscalculated the adjusted alpha according to Jakobsen 2014.


• We performed post hoc Trial Sequential Analyses of the different modes of delivery and major surgery participants.


• Adequate range was changed from ’20 kcal/kg to 30 kcal/kg’ into ’20 kcal/kg to 35 kcal/kg’. In our original definition,
participants receiving 30 - 35 kcal/kg were not placed into any category. This did not change any of our results in terms of statistical
significance.


• We added that immuno-nutrition include branched chain amino acid-enriched formulas.


• Solutions of dextrose/glucose of 5% to 10% are considered standard care, even if not explicitly stated in the trial.


I N D E X T E R M S


Medical Subject Headings (MeSH)


∗Food, Fortified [statistics & numerical data]; ∗Nutritional Support [adverse effects; statistics & numerical data]; Body Weight; Cause
of Death; Enteral Nutrition [adverse effects; statistics & numerical data]; Hospitalization; Malnutrition [mortality; ∗prevention &
control]; Parenteral Nutrition [adverse effects; statistics & numerical data]; Quality of Life; Randomized Controlled Trials as Topic


MeSH check words


Adult; Humans
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BOARD OF DIRECTORS WEBINAR 
JANUARY 19, 2018 
12:00pm - 1:00pm EST/ 
11:00am – 12:00pm CST/ 
10:00am - 11:00am MST/ 
9:00am – 10:00am PST       


WebEx connection information – Click here to join the meeting 
If requested, enter your name and email address. 


Meeting Number:  745 885 633  
Meeting Password:  BOD2018Jan 


Teleconference dial-in information 
Dial:  1-866-477-4564   
Code:  47-06-63-11-73# 


TIME AGENDA ITEM PRESENTERS EXPECTED 
OUTCOME 


11:00 am CST Call to Order D. Martin 


11:00 am CST 1.0 Consent Agenda* 
1.1 September 14-15, 2017 


BOD Meeting Minutes 
1.2 Disciplinary Policy for 


Ethics 


D. Martin Action 


11:05 am CST 2.0 MQii Update S. McCauley Information/ 
Discussion  


11:20 pm CST 3.0 CONFIDENTIAL: Cochrane 
Library Randomized Control 
Systematic Review 


A. Steiber/ 
D. Handu 


Information/ 
Discussion 


12:00 pm CST Adjournment D. Martin 


   Attachment [material(s) to be reviewed] 
*All items on the Consent Agenda are considered to be routine.  There will be no separate discussion of these items unless a Board member 
requests.


DRAFT



https://eatright.webex.com/eatright/j.php?MTID=mbee33ba51bf426a9b31cb133cef971ec



		BOARD OF DIRECTORS WEBINAR 

		JANUARY 19, 2018

		12:00pm - 1:00pm EST/
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Attachment 6.0 
BOARD OF DIRECTORS MEETING 
FEBUARY 22-23, 2018                               DRAFT 
CHICAGO, IL                                                 


 
 


 


Thursday, February 22, 2018 – Academy Headquarters, 120 South Riverside Plaza, 14th Floor                              
   TIME AGENDA ITEM PRESENTER IMPLICATIONS ANTICIPATED 


OUTCOME 
12:30 pm Lunch Buffet    
1:00 pm CALL TO ORDER AND WELCOME D. Martin   
1:00 pm  1.0 Consent Agenda* 


1.1 January 19, 2018 Minutes 
1.2 President’s Report 
1.3 CEO’s Report 
1.4 Foundation Report 
1.5 Code of Ethics 
1.6 2016 Academy Tax Returns (FY2017) 
1.7  Affiliate Principles of Affiliation 
1.8 Motion Tracking 


D. Martin  Action 


1:05 pm 2.0 Regular Agenda D. Martin  Action 
1:05 pm 3.0 Strategic Plan D. Martin   
1:05 pm 4.0 Criteria for Effective Meetings/Conflict of Interest Policy D. Martin Generative Information 
1:10 pm 5.0 Finance and Audit Committee Update J. Dantone-DeBarbieris Strategic/Fiduciary Information/Discussion 
1:30 pm 6.0 Nutrition and Dietetics Educators and Preceptors Update W. Eastman (by phone) Strategic/Generative Information/Discussion 
1:45 pm 7.0 Nominating Committee Processes L. Beseler 


 
Strategic/Generative/ 
Fiduciary 


Information/Discussion 


2:00 pm 8.0 P.E.D.R.O. Simulation Demonstration A. Steiber Strategic/Generative/ 
Fiduciary 


Information/Discussion 


3:00 pm BREAK    
3:15 pm 9.0 Public Member D. Martin Strategic/Generative Action 


3:45 pm 10.0 House of Delegates Retreat D. Polly Strategic/Generative/ 
Fiduciary 


Information/Discussion 


4:15 pm RECESS D. Martin   
5:30 pm Board Dinner: Blue Door Kitchen, 52 W. Elm St. 


312-573-4000 
   


 Attachment [Material(s) to be reviewed]   Materials to be distributed at the meeting 
*All items on the Consent Agenda are considered to be routine.  There will be no separate discussion of these items unless a Board member requests.   
In the event a request is made, the item will be removed from the Consent Agenda and considered separately 
Implications: Generative: Discern, frame and confront challenges rooted in values, traditions and beliefs; engage in sense-making, meaning –making and problem framing. Strategic: Scan internal and external environments; 
design and modify strategic plans; strengthen the organization’s comparative advantage. Fiduciary: Oversee operations; deploy resources wisely, ensure legal and financial integrity; monitor results. 


 
    1 
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BOARD OF DIRECTORS MEETING 
FEBUARY 22-23, 2018                               DRAFT 
CHICAGO, IL                                                 


 
 


 


 
Friday, February 23, 2018 – Academy Headquarters, 120 South Riverside Plaza, 14th Floor                    
 


TIME AGENDA ITEM PRESENTER IMPLICATIONS ANTICIPATED 
OUTCOME 


7:30 am BREAKFAST     
8:00 am Executive Session D. Martin Strategic/Generative/ 


Fiduciary 
Action 


9:00 am CALL TO ORDER D. Martin   
9:00 am 11.0 CONFIDENTIAL: GMO Task Force TF Chair Strategic/Generative Action 


11:30 am LUNCH    
12:30 pm 12.0 Nutrition Focus Physical Exam Training Overview D. Enos Strategic/Generative/ 


Fiduciary 
Information 


1:45 pm 13.0 RISA Proposal for Committee Restructure A. Steiber Strategic/Generative/ 
Fiduciary 


Action 


2:15 pm 14.0 2018 President Lecture 
 


D. Enos Strategic/Generative Action 


2:30 pm ADJOURNMENT D. Martin   
 


 Attachment [Material(s) to be reviewed]   Materials to be distributed at the meeting 
*All items on the Consent Agenda are considered to be routine.  There will be no separate discussion of these items unless a Board member requests.   
In the event a request is made, the item will be removed from the Consent Agenda and considered separately 
Implications: Generative: Discern, frame and confront challenges rooted in values, traditions and beliefs; engage in sense-making, meaning –making and problem framing. Strategic: Scan internal and external environments; 
design and modify strategic plans; strengthen the organization’s comparative advantage. Fiduciary: Oversee operations; deploy resources wisely, ensure legal and financial integrity; monitor results. 
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		ANTICIPATED OUTCOME

		IMPLICATIONS

		PRESENTER

		AGENDA ITEM

		   TIME

		ANTICIPATED OUTCOME

		IMPLICATIONS

		PRESENTER
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Representation at Meetings and Events Calendar 
2017-2018  


 
 
 


   


Criteria for Representation at Meetings or Events:  
• The philosophy and values of the external organization are consistent with that of the Academy. 
• The meeting or event supports the Academy’s strategic direction. 
• The expected outcomes of representation are pre-established. 
• The human capital and financial resources required of the Academy are reasonable and within budget.  
• The external organization is willing to incur the direct and indirect associated costs, whenever possible. 
• The organization’s membership and leadership include a significant portion of Academy members or potential Academy members. 
• The Academy is not expected to endorse or help position any commercial product(s) or service(s). 


 
 


DATE 
 


MEETING 
 


LOCATION 
BOARD OF DIRECTORS 


REPRESENTATIVE 
REPORT 


SUBMITTED 
 


COST 
May 3-7, 2017 American Association of Clinical Endocrinologists 


Annual Meeting 
Austin, TX J. Dantone-DeBarbieris Yes  


May 4-5, 2017 Food Systems Engagement Meeting hosted by the 
Food Service Guidelines Collaborative 


Bipartisan Policy 
Center in 
Washington, DC 


L. Beseler Yes Airfare and Hotel 
$900 


May 9, 2017 Special Olympics and Association of University 
Centers on Disabilities Inclusive Health Forum 


Washington, DC L. Beseler  Yes Costs covered by 
host organization 


May 10-12, 2017 Partnership for a Healthier America Summit Washington, DC MP Raimondi  N/A 


May 10-12, 2017 New York State Academy of Nutrition and Dietetics Lake Placid, NY L. Beseler N/A Costs covered by 
Affiliate 


May 12, 2017 Maryland Academy of Nutrition and Dietetics Linthicum Heights, 
MD 


L. Beseler  N/A Costs covered by 
Affiliate 


May 11-12, 2017 West Virginia Academy of Nutrition and Dietetics 
Annual Conference 


Huntington, WV D. Martin N/A Costs covered by 
Affiliate 


May 17-18, 2017 Ohio Academy of Nutrition and Dietetics Annual 
Conference 


Cleveland, OH BOD Members, as schedule 
permits 


N/A Costs covered by 
Affiliate 


May 19-20, 2017 Board of Directors Meeting Cleveland, OH BOD Members N/A  


June 1, 2017 Brook Army Medical Center Dietetic Internship 
Program 


San Antonio, TX L. Farr Yes Costs covered by 
host organization  


June 2-3, 2017 Dietitians in Nutrition Support Symposium  Scottsdale, AZ M. Russell Yes Costs covered by 
host organization  


June 6, 2017 American College of Cardiology Roundtable  Washington, DC W. Karmally  Yes Costs covered by 
host organization 


June 6-8, 2017 ANFP Annual Conference Las Vegas, NV B. Richardson  Yes Hotel $180 
Registration/ 
airfare covered by 
organizer 
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DATE 
 


MEETING 
 


LOCATION 
BOARD OF DIRECTORS 


REPRESENTATIVE 
REPORT 


SUBMITTED 
 


COST 
June 7-10, 2017 Dietitians of Canada St. John’s, NL M. Yadrick Yes Comp registration 


by DC 
June 9, 2017 Arizona Academy of Nutrition and Dietetics 


Conference 
Phoenix, AZ D. Martin Presenter Costs covered by 


Affiliate 
June 14-16, 2017 HLT Summer Retreat Chicago, IL HLT Members N/A  


June 14-15, 2017 United Fresh Produce Presentation: School Nutrition 
and Public Policy 


Chicago. IL D. Martin Presenter Covered by host 
organization 


June 25-26, 2017 Public Policy Workshop Washington, DC D. Martin, M. Russell, 
L. Beseler, D. Polly, M. Kyle,  
L. Farr, M. Lites, P. Babjak,  
K. Concannon (speaker) 


N/A  


June 28-29, 2017 Foundation Board of Directors Meeting Chicago, IL M. Russell, P. Babjak,  
Foundation BOD members 


N/A  


June 29, 2017 Marketing Food Through Hope, Not Fear Rosemont, IL D. Martin Presenter Covered by host 
organization  


July 6-7, 2017 Nominating Committee Planning Meeting Chicago, IL L. Beseler, P. Babjak N/A Covered by NC 


July 9-12, 2017 School Nutrition Association Conference  Atlanta, GA D. Martin Yes Comp registration 
and housing. 


July 16, 2017 Florida Food and Nutrition Symposium Fort Lauderdale, FL D. Martin Presenter Costs covered by 
Affiliate 


July 19-21, 2017 Board Retreat Austin, TX BOD Members N/A  


July 22, 2017 UNF DCN Leadership Institute  Jacksonville, FL L. Beseler  N/A Covered by UNF 


August 1, 2017 Feeding America Washington, DC D. Martin   


August 4-10, 2017 AADE Annual Conference Indianapolis, IN J. Dantone-DeBarbieris Yes $1250.00 for 
hotel/travel 
Comp reg 


August 11, 2017 UAB School of Health Professions Alumni Program 
and UAB DI Certificate Ceremony 


Birmingham, AL D. Martin Presenter Covered by host 
organization 


August 15-18, 2017 
  


Association of Healthcare Foodservice (AHF) 2017 
Annual Conference 


National Harbor, MD M. Yadrick  50/50 between 
Academy and 
Computrition/ 
comp reg. (last 
year) 


August 21, 2017 Minneapolis Public School Nutrition Program Minneapolis, MN D. Martin Presenter Covered by host 
organization 


August 23-24, 2017 Catawba Retreat Catawba, OH D. Martin, M. Yadrick, P. Babjak,  
J. Dodd, A. Stieber, MB. Whalen,  
B. Labrador, S. Finn 


N/A BOD flights 
approx. $500 
Accommodation 
by Organizer 
covered  


September 6, 2017 Winthrop University 100th Birthday in Dietetic 
Education  


Rock Hill, SC L. Beseler Presenter Costs covered by 
host organization 
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DATE 
 


MEETING 
 


LOCATION 
BOARD OF DIRECTORS 


REPRESENTATIVE 
REPORT 


SUBMITTED 
 


COST 
September 14-15, 2017 Board of Directors Meeting Chicago, IL BOD Members N/A  


September 15-16, 2017 ASMBS National Obesity Collaborative Care Summit Chicago, IL L. Beseler Yes Costs covered by 
Organizer 


September 22, 2017  ILSI North America Working Group on Personalized 
Nutrition Roundtable 


Webinar A. Steiber N/A  


October 4, 2017 World Food Program- McGovern-Dole Leadership 
Award 


Washington, DC D. Martin 
J. Blankenship 


N/A Comp. tickets 
(Milton) 
Flights: 
Hotel: 


October 14-17, 2017 Mexican College of Nutrition International Congress Mexico City, Mexico D. Martin  Costs covered by 
host organization 


October 15-20, 2017 International Congress of Nutrition  Buenos Aires, 
Argentina  


E. Boyd Kappelhof (presenting in 
place of A. Steiber) 


Presenter Covered by 
presenter 


October 18-20, 2017 World Food Prize  Des Moines, IA E. Bergman  Yes Registration 545 
Hotel $600 


October 20-21, 2017 HOD Fall Meeting Chicago, IL BOD Members  N/A  


October 21-24, 2017 Food and Nutrition Conference and Expo Chicago, IL BOD Members N/A  


October 29- November 2 Obesity Week Washington, DC L. Beseler 
D. Enos 


Yes  


November 6, 2017 Obesity Medicine Education Collaborative (OMEC) 
Survey 


N/A H. Raynor N/A  


November 9-10, 2017 Nominating Committee Selections Meeting Chicago, IL L. Beseler, P. Babjak N/A Covered by NC 


November 14, 2017  Cook County Consent Agenda: 100th Anniversary 
Recognition  


Chicago, IL M. Russell 
M. Whalen 


N/A  


November 17-19, 2017  2nd National Congress on Prevention of Diabetes and 
Its Complications 


Atlanta, GA L. Beseler, D. Martin,  
J Dantone-DeBarbieris, M. Kyle 


Presenters Costs covered by 
host organization  


November 20, 2017 Pennsylvania -- School Food Service Equipment 
Modernization Project 


Pennsylvania D. Martin   


November 28-29, 2017 IFIC & IFIC Foundation Annual Meeting Dinner and 
Luncheon Session 


Washington, DC J. Blankenship N/A Cost covered by 
host organization  


November 29, 2017 Georgia -- School Food Service Equipment 
Modernization Project 


Georgia D. Martin   


December 3, 2017 Case Western Reserve Commencement Speech Cleveland, OH L. Beseler Presenter  


December 4-5, 2017 Illinois Site Visit -- School Food Service Equipment 
Modernization Project 


Chicago, IL M. Russell N/A  


December 4-5, 2017 Cardiometabolic Health and Diabetes Summit Dallas, TX R. Anding  Costs covered by 
host organization 


December 6, 2017 GENYOUth Fuel Up to Play 60 New York, NY D. Martin   
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DATE 
 


MEETING 
 


LOCATION 
BOARD OF DIRECTORS 


REPRESENTATIVE 
REPORT 


SUBMITTED 
 


COST 
December 7, 2017 New York-- School Food Service Equipment 


Modernization Project 
New York D. Martin   


December 13, 2017 Advocacy Day and Congressional Briefing Washington, DC D. Martin   


December 14, 2017 ILSI CEO Meeting  Chicago, IL P. Babjak, A. Stieber, D. Handu   


December 15, 2017 Stamford University Awards Ceremony Keynote Birmingham, AL D. Martin  Presenter Costs covered by 
host organization 


January 19, 2018 
11:00am – 12:00pm CT 


Board Business Webinar Meeting  BOD Members N/A N/A 


January 20, 2018 South Texas—South Region Seminar   Houston, TX L. Farr  Covered by 
Affiliate 


January 20-23, 2018 ILSI Annual Conference Southport, Bermuda A. Steiber   


January 22-25, 2018 A.S.P.E.N. Nutrition Science & Practice Conference Las Vegas, NV M. Russell, P. Babjak,  
M.B. Whalen, A. Steiber 


 Registration 
covered by host 
organization 


January 25, 2018 Further with Food: The Center for Food Loss and 
Waste Solutions 


Washington, DC J. Blankenship   


January 26-28, 2018 HLT Winter Retreat Chicago, IL HLT Members N/A  


February 21-22,2018 Committee Appointment Meeting Chicago, IL M. Russell, M. Kyle N/A  


February 22-23, 2018 Board of Directors Meeting Chicago, IL BOD Members N/A  


February 26-28, 2018 ANDPAC Face-to-Face Meeting Washington, DC M. Lites 
P. Babjak 


  


February 26-28, 2018 LPPC Face-to-Face Meeting Washington, DC M. Russell 
P. Babjak 


  


February 27, 2018 Advocacy Day Washington, DC M. Russell, M. Lites, P. Babjak   


March 1-4, 2018 Alaska Academy of Nutrition and Dietetics Anchorage, AK D. Martin Presenter Recipient of $500 
Grant. Remainder 
of cost covered 
by Affiliate  


March 10, 2018 Affiliate President-Elect Training  Rosemont, IL M. Russell Presenter  


March 14, 2018 North Dakota Academy of Nutrition and Dietetics Bismarck, ND S. Brantley Presenter Recipient of $500 
Grant. Remainder 
of cost covered 
by Affiliate 


March 14-16, 2018 Alabama School Nutrition Association/ Alabama 
Academy of Nutrition and Dietetics  


Birmingham, AL D. Martin Presenter Covered by host 
organizations 


March 15-17, 2018 Clinical Nutrition Managers DPG Symposium  Albuquerque, NM M. Russell Presenter Costs covered by 
host organization 


March 19, 2018 Maryland Academy of Nutrition and Dietetics Baltimore, MD L. Beseler Presenter Covered by 
Affiliate 


March 23, 2018 Illinois Academy of Nutrition and Dietetics Oakbrook, IL M. Russell  Presenter Covered by 
Affiliate 
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DATE 
 


MEETING 
 


LOCATION 
BOARD OF DIRECTORS 


REPRESENTATIVE 
REPORT 


SUBMITTED 
 


COST 
March 28-29, 2018 Georgia Academy of Nutrition and Dietetics Atlanta, GA D. Martin Presenter Covered by 


Affiliate 
March 29-30, 2018 Utah Academy of Nutrition and Dietetics Salt Lake City, UT L. Beseler Presenter Recipient of $500 


Grant. Remainder 
of cost covered 
by Affiliate 


April 4, 2018 PBH/National Fruit & Vegetable Alliance Scottsdale, AZ D. Martin Panelist Costs covered by 
host organization 


April 5-6, 2018 West Virginia Academy of Nutrition and Dietetics Morgantown, WV T. Randall Presenter Cost covered by 
Affiliate 


April 5-7, 2018 Pennsylvania Academy of Nutrition and Dietetics Grantville, PA D. Martin Presenter Cost covered by 
Affiliate 


April 6, 2018 Board Webinar  BOD Members N/A  


April 11-12, 2018 Indiana Academy of Nutrition and Dietetics Fisher, IN D. Martin Presenter Cost covered by 
Affiliate 


April 11-12, 2018 Wisconsin Academy of Nutrition and Dietetics 
(scheduled to present the morning of April 12) 


Wisconsin Dells, WI M. Russell Presenter Cost covered by 
Affiliate 


April 13, 2018 South Carolina  Academy of Nutrition and Dietetics 
(scheduled to present on April 13 at 3pm) 


Columbia, SC M. Russell Presenter Cost covered by 
Affiliate 


April 13, 2018 Vermont Academy of Nutrition and Dietetics Burlington, VT D. Polly  Presenter Recipient of $500 
Grant. Remainder 
of cost covered 
by Affiliate 


April 13-14, 2018 Nevada Academy of Nutrition and Dietetics Las Vegas, NV D. Martin Presenter Cost covered by 
Affiliate 


April 15-17, 2018 Washington Academy of Nutrition and Dietetics Seattle, WA D. Martin Presenter Cost covered by 
Affiliate 


April 18-20, 2018 Idaho Academy of Nutrition and Dietetics Sun Valley, ID D. Martin Presenter Recipient of $500 
Grant. Remainder 
of cost covered 
by Affiliate 


April 19, 2018 Arkansas Academy of Nutrition and Dietetics 
(scheduled to present the morning of April 19) 


Little Rock, AR D. Polly Presenter Cost covered by 
Affiliate 


April 19, 2018 Minnesota Academy of Nutrition and Dietetics 
(scheduled to present April 19 at 8:30am) 


Minneapolis, MN L. Beseler Presenter Cost covered by 
Affiliate 


April 20, 2018 DC Metro Academy of Nutrition and Dietetics 
Annual Conference 


Washington, DC M. Russell Presenter Recipient of $500 
Grant. Remainder 
of cost covered 
by Affiliate 


April 20, 2018 Oklahoma Academy of Nutrition and Dietetics Tulsa, OK L. Beseler Presenter Cost covered by 
Affiliate 


April 20-23, 2018 HLT Spring Retreat Chicago, IL  HLT Members, P. Babjak N/A  


April 21-25, 2018 ASN/Experimental Biology  San Diego, CA A. Steiber (tentative)  Comp registration 
Flight and hotel $ 
500 (last year) 


April 27, 2018 Maine Academy of Nutrition and Dietetics Waterville, ME L. Beseler  Presenter Recipient of $500 
Grant. Remainder 
of cost covered 
by Affiliate 
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DATE 
 


MEETING 
 


LOCATION 
BOARD OF DIRECTORS 


REPRESENTATIVE 
REPORT 


SUBMITTED 
 


COST 
April 27, 2018 Delaware Academy of Nutrition and Dietetics  Dover, DE D. Martin Presenter Costs covered by 


Affiliate 
May 3-5, 2018 California Academy of Nutrition and Dietetics  


(scheduled to present on May 3 at 8-9am) 
Pomona, CA D. Martin Presenter Costs covered by 


Affiliate (Up to 
$300 for airfare) 


May 10-11, 2018 Board of Directors Meeting Chicago, IL BOD Members N/A  


May 10-11, 2018 XVII Congress of Food and Nutrition (Portuguese 
Association of Nutrition) 


Lisbon, Portugal M. Yadrick  Costs covered by 
host organization 


May 16-20, 2018 
 


2018 AACE Annual Meeting – 27th Annual 
Scientific & Clinical Congress 


Boston, MA J. Dantone-DeBarbieris   


May 18, 2018 Food Management Roundtable (Tentative) Chicago, IL D. Martin, M. Russell, P. Babjak  Flight and Hotel $ 


May 20-22, 2018 New York State Academy of Nutrition and Dietetics Niagara Falls, NY D. Martin Presenter Cost covered by 
Affiliate  


May 22-24, 2018 National Restaurant Association Annual Meeting Chicago, IL TBD  Comp 
registration. 
Flight and Hotel $ 


June 1-4, 2018 ANFP Annual Conference and Expo Orlando, FL B. Richardson   Comp registration  


June 6-9, 2018 Dietitians of Canada Vancouver, BC M. Russell, P. Babjak  Comp registration 
Flight and Hotel 
$1700 (last year) 


July 6-8, 2018 7th Asian Congress of Dietetics Hong Kong TBD  3 comp reg and 3 
nites hotel and a 
comp booth 


July 8-11, 2018 School Nutrition Association Annual Conference Las Vegas, NV D. Martin  Comp registration 
and housing. 


July 15-18, 2018 IFT Annual Meeting & Food Expo 2018 Chicago, IL M. Russell, P. Babjak  Comp 
registration.  


July 18-20, 2018 Board of Directors Orientation and Retreat TBD Board members N/A  


August 17-18, 2018 AADE Annual Conference Baltimore, MD J. Dantone-DeBarbieris  Comp registration 
Flight and Hotel 


October 17-23, 2018 Food and Nutrition Expo and Conference Washington, DC Board Members   


November 7-8, 2018 
 


Iowa Academy of Nutrition and Dietetics Des Moines IA 
 


J. Dantone-DeBarbieris  Presenter Recipient of $500 
Grant. Remainder 
of cost covered 
by Affiliate 


September 15-18, 2020 International Congress of Dietetics  Cape Town, South 
Africa 


TBD   
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 Email: jschwaba@eatright.org

 

Page 204



59. Dietitian Pros vs the Competition

From: Dietitian Pros <hr@dietitianpros.com>

To: dmartin@burke.k12.ga.us

Sent Date: Dec 07, 2017 20:01:12

Subject: Dietitian Pros vs the Competition

Attachment:

You don't want to miss this. 

Thursday, December 7, 2017 

Dietitian Pros vs the Competition 

If you are a healthcare administrator or upper level manager, we understand you have a million

things on your plate at any given time. There are regular conference calls to participate in, timely

facility medical record documentations to complete, CMS guidelines to follow, Joint Commission

and state surveys to prepare for, patient satisfaction survey scores to increase, various goals to

work towards, and countless emails and meetings to tend to. Rest assured. We are here to help

lighten your load. This message is for you. For those who have been following our emails for a

while, you are probably familiar with the primary services we provide at Dietitian Pros. We provide

temporary, temp to hire, and direct hire dietitian staffing and recruiting for healthcare facilities

around the U.S. But that's not what we want to talk about today. We want to talk about the WHY.

Why you should choose Dietitian Pros for your dietitian staffing and recruiting needs. 
 

First and perhaps most importantly, is to provide you with outstanding customer service. Given all

the items mentioned above, you don't have time to wait two to five business days to receive a

simple follow up call or email from a staffing company. What you need is a dedicated professional

who will promptly respond and get you the answers you seek. That's why our promise is to have

one of our administrative staff members follow up with all emails and phone calls within one

business day. Second, we are pleased to provide all of our temporary staffing clients with a one

week service guarantee. If you are not absolutely satisfied with our dietitian's performance, we will

promptly replace the employee and the first week's invoice will be on us. Third, for our direct hire

position placements, we provide a 90-day probationary period before full payment for services is

due. That's right, you don't fully pay us for 3 months until you are completely satisfied with your

new dietitian employee. These service features are what sets us apart from the competition and

why we proudly wear the business name tagline: Premier Nutrition Staffing! 
 

So you may be asking, 'Where do I sign up?' If you are a healthcare facility that has a need for

temporary, temp to hire, or direct hire dietitian staffing and recruiting, click the Find a Dietitian Pro

button below! You may also reach us directly at 888.946.0619 ext. 2. We look forward to your

business! 
 

Cheers, 
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Dietitian Pros 
Find a Dietitian Pro

Outpatient Productivity Chart Worksheet 
 

Use this complimentary Google Document worksheet for your outpatient productivity reporting.

You can download and save it to your files for free! 
 
 
Read More

7-Day Mindfulness Challenge 
 

Practicing mindfulness can improve our lives in so many ways. Take this 7-day mindfulness

challenge yourself and then pass along to your patients and clients!.  
 
Get It Now

Continuing Education 

Check out this link to free CEUs from Abbott Nutrition. They are accredited by the Academy of

Nutrition and Dietetics. We've taken several ourselves! 
 
View Courses

Get Social 
  

Dietitian Pros, LLC | 3900 Gabrielle Lane, P.O. Box 6683, Aurora, IL 60598 Unsubscribe

dmartin@burke.k12.ga.us Update Profile | About our service provider Sent by

hr@dietitianpros.com in collaboration with Try it free today 
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60. ON DPG Newsletter, Symposium Updates, Free Webinar

From: Oncology Nutrition DPG <contact@oncologynutrition.org>

To: DMartin@Burke.k12.ga.us

Hidden

recipients:

dmartin@burke.k12.ga.us

Sent Date: Dec 02, 2017 19:22:44

Subject: ON DPG Newsletter, Symposium Updates, Free Webinar

Attachment:

ON DPG Newsletter, Symposium Updates, Free Webinar 

December Update
 

A bi-monthly e-mail from 

the ON DPG Executive Committee.  
www.oncologynutrition.org 

Free ON DPG Webinar
 

Plant Based Diets for Cancer Survivors 

 Presented by: Julie Galloway Lanford MPH, RD, LDN   

 Tuesday December 5th 9am PST/ 12pm EST 

 Approved for 1 CEU credit 

   

Program Description: 

 Many cancer patients are motivated to make healthful changes in their lifestyle after diagnosis

and/or treatment. We will discuss current recommendations regarding nutrition for cancer

survivors and identify 5 plant based diet patterns recommended for health promotion. By the end

of this program, participants will be able to recognize practical ways to assist cancer survivors in

making healthful changes and be aware of alterations that can be made for clients who have

received treatment affecting the GI tract. 

   

Registration is now open: 

 http://www.oncologynutrition.org/event/webinar-plant-based-diets-for-cancer-survivors-251 

   

Webinars available to view on the website 

 ON DPG members can download for FREE in the “store” on the website: 

https://www.oncologynutrition.org/store

 

•       To Blend or Not to Blend (1 CEU credit) 

 •       Nourishing Recovery from Discovery – clinical nutrition research in children 

      undergoing cancer treatment and hematopoietic cell (1 CEU credit) 

 •       Most Common Supplements Used by Oncology Patients: If, When and Why 
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•

•

•

 •       The Ketogenic Diet for Pediatric Brain Tumors and Other Cancers 

 •       What Every Oncology RD Needs to Know About Changing Health Care Payments 

 •       Quality Nutrition Care of Oncology Patients: Are We Delivering? 

 •       Dietary Protein for Appetite Control, Improvements of Diet Quality and Body 

      Composition: Recent Research Findings 

 •       Pediatric Oncology Nutrition

 

Symposium Session Spotlight
 

Hot Topics in Oncology Nutrition 

 Presented by: Suzanne Dixon, MPH, MS, RD 

   

Like a real-time ON DPG EML, join Suzanne as she breaks down your burning questions about

nutrition and cancer! 

  

Suzanne Dixon’s background as a Registered Dietitian and an Epidemiologist provides her

with insights into the issues confronted by oncology dietitians in their clinical practice. She

is a well-known author and popular speaker on clinical issues, as well as  complementary and

alternative nutrition therapies. She has received numerous awards from the Academy of Nutrition

and Dietetics and is a past Chair of the Oncology Nutrition Dietetic Practice Group. Her award-

winning cancer nutrition website was acclaimed by the New York Times and described by Time

 magazine as “Time magazine’s 50 Coolest Websites of 2005”. 

  

Suzanne is currently a Clinical Liaison for Abbott Nutrition providing clinical support to the field

sales force. 

  

Click HERE to register now! 

  

Oncology Nutrition Connection
 

Hello Fellow Oncology Dietitians, 

  

The November edition of the Oncology Nutrition Connection is here! See the Table of

Contents below and follow the links below to the newsletter and earn 3 CPEUs! 

  

2017, Volume 24, No. 4

 

Message from the Editors 

Oncology Nutrition Mentorship Program 

CPE Article: Handgrip Strength Assessment: A skill to Enhance Diagnosis of Disease-related

Malnutrition - Video – Article &Toolkit  -Take CPEU Quiz After watching the Video and Reading

Article 

Page 208



•

•

•

•

•

•

Impact of Weight Loss on Handgrip Strength in Head and Neck Cancer Patients Receiving

Definitive Radiation Therapy 

Folate Mediated One-Carbon Metabolism with Association of B-Vitamins in Carcinogenesis 

Eat Right to Fight Cancer: Spotlight on Cherries 

2017 John Milner Nutrition and Cancer Prevention Research Practicum Review 

2018 John Milner Nutrition and Cancer Prevention Research Practicum information 

Book Review: Lymphedema and Lipedema Nutrition Guide 

 
Copyright © 2017 Oncology Nutrition Dietetic Practice Group, All rights reserved. 
You are receiving this email because you are a member of the ON DPG  
 
Our mailing address is: 

Oncology Nutrition Dietetic Practice Group 

120 S. Riverside Plaza, Suite 2000 

Chicago, IL 60606-6995 
 
Add us to your address book
 
 
Want to change how you receive these emails?  
You can update your preferences or unsubscribe from this list 
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61. Fwd: November 28 4Ps Call

From: Donna Martin <DMartin@burke.k12.ga.us>

To: Delia Peel <DPeel@burke.k12.ga.us>

Sent Date: Nov 19, 2017 14:43:14

Subject: Fwd: November 28 4Ps Call

Attachment: 11-28-17 Agenda.pdf
ATT00001.htm
Att 2.0 PEW Grant Report 11-15-17.pdf
ATT00002.htm
Att 3.0 Interdisciplinary Collaboration for Malnutrition.pdf
ATT00003.htm
Att 4.0 Meetings and Events Calendar_.pdf
ATT00004.htm

 
 

Sent from my iPhone 
 
Begin forwarded message:  
 

From: Joan Schwaba <JSchwaba@eatright.org>  

Date: November 17, 2017 at 4:11:11 PM EST  

To: " DMartin@Burke.k12.ga.us" <DMartin@Burke.k12.ga.us>, " peark02@outlook.com" <

peark02@outlook.com>, 'Lucille Beseler' <lbeseler_fnc@bellsouth.net>, Jeanne Blankenship <

JBlankenship@eatright.org>  

Cc: Patricia Babjak <PBABJAK@eatright.org>  

Subject: November 28 4Ps Call 

 

Attached are the agenda and supporting
materials for the 4Ps call scheduled for Tuesday,
November 28 at 11:30am CT/12:30pm ET. Your
review and input are welcome. 
 

To participate on the call, please use the following dial-in numbers.

 

 

Dial-In Number:                1-866/477-4564

 

Conference Code:              47 06 63 11 73

 

 

Best regards, 
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NOVEMBER 28, 2017 
12:30 PM EST 
11:30 AM CST    
4Ps TELECONFERENCE                                                      
 
 
Dial-In Number - 8 6 6 / 4 7 7 - 4 5 6 4    Participant Code - 47 06 63 11 73   Host Code - 9 2 7 9   
 
    


TIME AGENDA ITEM PRESENTER 


11:30 am CST 1.0 Call to Order/Welcome  D. Martin 


 2.0 PEW Grant Report J. Blankenship 


 3.0 Interdisciplinary Collaboration for Malnutrition  M. Russell 


 4.0 Meetings and Events Calendar 


- Cook County Consent Agenda: 100th 
Anniversary Recognition 


 - 2nd National Congress on Prevention of 
Diabetes and Its Complications 


D. Martin 


M. Russell 


 
D. Martin/ 
L. Beseler 


 5.0 Next 4Ps Call:  
Tuesday, December 12  
11:30am CST/12:30pm EST 
for 1 ½ hours 


D. Martin 


1:00 pm CST 6.0  Adjournment D. Martin 
 
 
 
 
 Attachment [material(s) to be reviewed] 
  Attachment will be provided prior to the call 


  





		NOVEMBER 28, 2017

		4Ps TELECONFERENCE                                                    



11-28-17 Agenda.pdf
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Attachment 2.0 


School Foodservice Equipment Modernization Project Update 
 


 
1. Hill Visits 


• Meetings scheduled for November 16, 2017 with bill sponsors, appropriators and other 
key leaders 


o Field testing of Leave Ahead/Behind and Frequently Asked Questions resources 
o Date of bipartisan Congressional briefing and advocacy day will be confirmed 


with bill sponsors 
 


2. Site Visits -- November – December, 2017 
 


Goal: Demonstrate the impact of school foodservice equipment upgrades to improved and 
cost-effective delivery of child nutrition programs and services. 


 
Objectives: 


 
• Explain the link between child nutrition programs and Academic readiness, performance and 


outcomes. 
 
• Showcase schools that have benefitted from equipment upgrades with emphasis on 


decreased food waste, improved temperature control, occupational safety, efficiency, etc. 
 
• Demonstrate the need for equipment upgrades in schools that have not received grants and 


describe the impact on the site’s ability to serve fresh, safe, and appetizing meals. 
 
• Relate the breadth of programs and services that benefit from equipment upgrades beyond 


school lunch such as breakfast and dinner, and summer feeding programs among others. 
 
• Describe the role that school foodservice sites play in communities during natural disasters 


and emergencies. 
 
• Highlight local initiatives and collaboration including farm to table, school gardens and after-


school nutrition education programs. 
 


Tactics: 
 


Site visits will be scheduled in 6 states that allow for the objectives of the project to be fulfilled.  
Meetings will be scheduled with the food service directors or other contacts.  Interviews will be 
conducted with local directors, principals, community leaders, and other VIPs.  The interviews 
and tour of the facility will be captured on video.  Clips from the various sites will be used to 
create a video that will be featured during a Congressional briefing on December 13th. 


 
States for site visits: 


 
California  November 28    Dayle Hayes 
Georgia  November 29  Donna Martin 
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Illinois  December 5  Mary Russell 
New York December 7  Donna Martin 
North Dakota November 15  Dayle Hayes 
Pennsylvania November 20  Donna Martin 
 


Site Visit Agenda: 
 


Each site visit will be approximately 3 hours in length and will be adjusted to the needs of the 
food service director. 


 
The project lead will work with each site to identify 2-5 individuals to showcase in the tour and 
videos such as teachers, principals, school lunch professionals, coaches, community leaders, 
superintendents, public health officers and others. 


 
Approximately 1 hour will be scheduled before or after the tour of the facility with 15 minutes of 
interview for each identified stakeholder including the food service director and other identified 
personnel.  Questions will be shared with the stakeholders prior to the event. 
 
Approximately one hour will be scheduled to tour the facility and record the equipment and use 
of the equipment in meal preparation.  Approximately one hour will be spent observing and 
recording meals or special programs and services including VIPs interacting with students and 
students eating meals. 


 
Sample Interview Questions: 


 
• How do child nutrition programs make a difference in the lives of the children in your 


school/district? 
 
• What are some of the challenges and successes for school foodservice professionals when it 


comes to meeting the needs of students while managing resources? 
 
• How have equipment upgrades changed your ability to serve fresh and healthy foods to 


students? 
Or 
• How is older and outdated equipment preventing you from serving more fresh and healthy 


food to students? 
 
• What role does the school foodservice program play in your community beyond serving 


meals to children? 
 
• What unique programs and services does your program offer? 
 


3. Story Collection 
 


A meeting was held with leaders of the School Nutrition Dietetic Practice Group on October 23, 
2017.  The DPG will be working with the project leaders to collect stories and photographs of 
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equipment challenges and successes.  The examples will be incorporated into the video that is 
shown at the Congressional briefing on December 13, 2017. 
 
The School Nutrition Association Foundation is also sharing submissions from its equipment 
grant program that will be incorporated into the video. 
 


4. Advocacy Day 
 


A hill day is scheduled in conjunction with the planned briefing on December 13.  The day is 
open to any groups and/or individual interested in the topic.  A save the date has been sent to 
Academy of Nutrition and Dietetics members.  Registration will open on November 20, 2017. 
 
Collaborating organizations have been identified and will be invited to the briefing and the 
advocacy day.  These include:  School Nutrition Association, Food Research and Action Center, 
Mission Readiness among others. 
 
We anticipate at least 100 advocates that will be divided into teams.  Visits will be scheduled 
with targeted Congressional offices. 
 
A social media campaign will be held in conjunction with the advocacy day and will include a 
hosted twitter chat prior to the event. 
 
A communication plan has been developed that includes press releases and communications 
directed toward members of Congress. 


 
5. Briefing – December 13, 2017 


 
Confirmed speakers:   Jane Balek, School Nutrition Foundation 


Rudy Falana, Superintendent, Burke County Public Schools (Georgia) 
   Dayle Hayes, School Meals that Rock 
   Donna Martin, President, Academy of Nutrition and Dietetics 


Rodney Taylor, Fairfax County Public Schools 
 
 
Submitted Electronically: 
 
Jeanne Blankenship, MS RD 
Vice President, Policy Initiatives and Advocacy 
November 15, 2017    
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From: Patricia Babjak  
Sent: Tuesday, November 14, 2017 7:07 PM 
To: peark02@outlook.com 
Cc: Sharon McCauley <smccauley@eatright.org> 
Subject: RE: Re [CNM-2012] malnutrition 


Dear Mary, 


I agree that the latest post is concerning. Because this has been an issue of dialogue for quite some time (please 
see the attached response dated May 4, 2017), I’m placing it on the next 4Ps call for discussion.  


Best regards,  
Pat 
Patricia M. Babjak 
Chief Executive Officer 
Academy of Nutrition and Dietetics 
120 S. Riverside Plaza, Suite 2190 
Chicago, Illinois 60606-6995 
Phone: 312/899-4856 
Email: pbabjak@eatright.org  
+++++++++++++++++++++++++++++++++++++++++++++++++++ 


-----Original Message----- 
From: Patricia Babjak  
Sent: Thursday, May 04, 2017 10:05 AM 
To: Heather Nagy <heatherhn@live.com> 
Subject: RE: Threat to RD future 


Good afternoon Heather, 
Thank you for your inquiry. Malnutrition has been and continues to be a significant priority for the 
Academy. We have many projects, resources and upcoming work related to demonstrating how RDNs lead 
efforts to decrease hospital-acquired malnutrition, malnutrition in the community, food insecurity and the 
global burden of malnutrition.  


As I am sure you are acutely aware, malnutrition is at the heart of our role as clinicians, where much of 
what we do is focused on treating or preventing different aspects of malnutrition. Since it affects quality of 
life, individual and system costs and health outcomes, we do not move in isolation on malnutrition; the 
Academy supports a collaborative approach with our nursing, pharmacist and physician colleagues to 
address malnutrition by all members of the hospital team. As an example of our strategies to work 
collaboratively, please see the attached article, “Critical Role of Nutrition in Improving Quality of Care: 
An Interdisciplinary Call to Action to Address Adult Hospital Malnutrition” (Tappenden et al JAND 
2014). 


We are working in collaboration with key stakeholders to lead both research (see attached pilot trial paper 
by Hand et al JAND 2016) and quality efforts (see the attached by McCauley JAND 2016). In addition to 
these key papers, the Academy’s website contains details of our work in malnutrition: 
(http://www.eatrightpro.org/resources/practice/practice-resources/malnutrition). 


My perspective after reviewing the white paper “Malnutrition In Hospitalized Adult Patients: The Role of 
the Clinical Nurse Specialist” is that the paper does not suggest that the CNS is encroaching on the RDN’s 
scope of practice. The CNS is supporting its own “scope of practice to use and apply specialty specific 
knowledge and skills with nursing practice standards to influence bedside nursing practice and system and 
organizational policies, procedures and programs” (page 14). 


Attachment 3.0
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The white paper states that the Clinical Nurse Specialist call to action is to consult with and engage 
interprofessional health care teams to prioritize optimal nutrition in patient care management. CNS’s are 
asking the nursing profession to recognize the prevalence of malnutrition and the important role that 
nursing plays as a member of the interprofessional team. Nursing should support the importance of 
screening and use of screening tools in patient care and evaluation. Nutrition as a broad review has long 
been a component of nursing assessment. The “nursing nutritional assessment” may not be the same as 
what RDNs perform.  


It appears the CNS wants nursing to step up their game and be a contributing team member in addressing 
the needs of patients with malnutrition. If nursing does not function in accomplishing its components, the 
hospital’s clinical workflow process for malnutrition is compromised, leading to gaps in intervention and 
care planning. It is critical that RDNs collaborate with their team colleagues and lead the discussion at the 
facility level.  


In conclusion, I absolutely agree with you that malnutrition is an area where the RDN needs to lead. The 
Academy also believes that making other disciplines aware of and collaborating on malnutrition is in the 
patient’s best interest. 


Please do not hesitate to contact me with additional concerns. 


Best regards, 
Pat 
Patricia M. Babjak 
Chief Executive Officer 
120 S. Riverside Plaza, Suite 2190 
Chicago, Illinois 60606-6995 
312/899-4856 


-----Original Message----- 
From: Heather Nagy [mailto:heatherhn@live.com] 
Sent: Wednesday, April 19, 2017 7:41 PM 
To: Patricia Babjak <PBABJAK@eatright.org> 
Subject: Threat to RD future 


What is our organization doing to stop this obvious attempt to take over our scope of practice area?  We 
have allowed so many others to do so in outpatient counseling, weight loss, diabetes, etc., please don't tell 
me you are going to now allow this intrusion in to hospital dietetics practice? 
http://nacns.org/wp-content/uploads/2017/01/Malnutrition-Report.pdf 


Heather Nagy, MS, RD, LD, CDE 
++++++++++++++++++++++++++++++++++++++++++++++++++++ 
From: Mary Russell [mailto:peark02@outlook.com]  
Sent: Tuesday, November 14, 2017 11:40 AM 
To: Patricia Babjak <PBABJAK@eatright.org>; Sharon McCauley <smccauley@eatright.org> 
Subject: Re [CNM-2012] malnutrition 


Good morning Pat, 


In the past I have been a CNM member and was on their listserv. I took a hiatus and recently rejoined. 


This latest post is quite concerning. I agree that working on malnutrition is an interdisciplinary process however 
Lynne has excellent points about the preeminent role of the RDN. 
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Not sure this is a 4P topic exactly--it is certainly an issue I'd like to focus on during my term if not before. 
What's your advice on how to work on this? 


Earlier in this CNM post, Pam C and Laura Matarese criticized the Academy/ASPEN malnutrition consensus 
criteria at some length--Ainsley Malone, Louise Merriman and Terese Scollard noted this, and I understand that 
Ainsley (in her paid ASPEN role) reached out to Alison and to Marsha S. 


Thank you, 
Mary 


From: cnm-2012@mail-list.com <cnm-2012@mail-list.com> on behalf of Kurz, Lynne 
<lynne.kurz@aurora.org> 
Sent: Tuesday, November 14, 2017 10:05 AM 
To: cnm-2012@mail-list.com  
Subject: RE: [Ext] [CNM-2012] FW: malnutrition  


Don't know how many of you have taken a moment to read over the document attached by Melissa - but it is 
quite concerning.  The white paper advocates for the CNS to be the leader in the area of malnutrition and the 
nutritional care of the patient.  There is limited mention of interdisciplinary collaboration.  Abbott Nutrition is 
the supportive organization and of course the first line of intervention identified is use of oral supplementation. 
I believe that collaboration in the care of the patient is crucial and I won't argue that the nurse in general is in a 
unique position to recognize nutritional issues in patients from the point of admission and forward. However, 
the dietitian must play a major role in the nutritional care of the patient and be the driver of its implementation 
in the organization's setting. As many have stated, dietitians must embrace our profession, our expertise and the 
role that we should play in the care of the patient, otherwise we stand to lose that.  I would hate to be the 
dietitian sitting in the background while the nursing staff drove the nutrition care protocols in the hospital in 
which I was employed. 


Lynne D. Kurz, MS, RD, CD 
Aurora Health Care System Manager, Clinical Nutrition 
T: 414 219 4893 C: 414 640 8451  Lynne.kurz@aurora.org 


-----Original Message----- 
From: cnm-2012@mail-list.com [mailto:cnm-2012@mail-list.com] 
Sent: Monday, November 13, 2017 11:50 AM 
To: cnm-2012-ml@mail-list.com 
Subject: RE: [Ext] [CNM-2012] FW: malnutrition 


This message was sent by Reed Melissa MelissaReed@IamMorrison.com 
I also recently found this article <http://cirrus.mail-list.com/cnm-2012/03318084.html> I have not heard of this 
position in my hospital... has anyone else????  
Melissa 
Melissa Miceli Reed MA, RD, LDN 
System Clinical Nutrition Manager/Morrison Healthcare 
W: 504-842-3358        Fax: 504-842-3354   C: 985-445-7282   MelissaReed@iammorrison.com 


-----Original Message----- 
From: cnm-2012@mail-list.com [mailto:cnm-2012@mail-list.com] On Behalf Of  
Pamela Charney Sent: Monday, November 13, 2017 10:09 AM To: cnm-2012@mail-list.com  
 Subject: [Ext] Re: [CNM-2012] FW: malnutrition 
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Critical Role of Nutrition in Improving Quality of Care:
An Interdisciplinary Call to Action to Address Adult
Hospital Malnutrition
Kelly A. Tappenden, PhD, RD, FASPEN; Beth Quatrara, DNP, RN, CMSRN; Melissa L. Parkhurst, MD; Ainsley M. Malone, MS, RD;
Gary Fanjiang, MD; Thomas R. Ziegler, MD

ABSTRACT
The current era of health care delivery, with its focus on providing high-quality, affordable care, presents many challenges to hospital-
based health professionals. The prevention and treatment of hospital malnutrition offers a tremendous opportunity to optimize the
overall quality of patient care, improve clinical outcomes, and reduce costs. Unfortunately, malnutrition continues to go unrecognized
and untreated in many hospitalized patients. This article represents a call to action from the interdisciplinary Alliance to Advance Patient
Nutrition to highlight the critical role of nutrition intervention in clinical care and to suggest practical ways to promptly diagnose and
treat malnourished patients and those at risk for malnutrition. We underscore the importance of an interdisciplinary approach to
addressing malnutrition both in the hospital and in the acute post-hospital phase. It is well recognized that malnutrition is associated
with adverse clinical outcomes. Although data vary across studies, available evidence shows that early nutrition intervention can reduce
complication rates, length of hospital stay, readmission rates, mortality, and cost of care. The key is to systematically identify patients
who are malnourished or at risk and to promptly intervene. We present a novel care model to drive improvement, emphasizing the
following six principles: (1) create an institutional culture where all stakeholders value nutrition; (2) redefine clinicians’ roles to include
nutrition care; (3) recognize and diagnose all malnourished patients and those at risk; (4) rapidly implement comprehensive nutrition
interventions and continued monitoring; (5) communicate nutrition care plans; and (6) develop a comprehensive discharge nutrition
care and education plan.
J Acad Nutr Diet. 2013;113:1219-1237.

T
HE UNITED STATES IS
entering a new era of health
care delivery in which changes
in health care policy are driving


an increased focus on costs, quality,
and transparency of care. This new
focus on improving the quality and ef-
ficiency of hospital care highlights an
urgent need to revisit the long-standing
challenge of hospital malnutrition and

elevate the role of nutrition care as a
critical component of patient recovery.
Malnutrition is common in the hospital
setting and can adversely affect clinical
outcomes and costs, but it is often
overlooked. Although results of inter-
vention studies vary, addressing hospi-
tal malnutrition has the potential to
improve quality of patient care and
clinical outcomes and reduce costs.1


Today it is estimated that at least
one third of patients arrive at the hos-
pital malnourished1-5 and, if left un-
treated, many of those patients will
continue to decline nutritionally,5


which may adversely impact their re-
covery and increase their risk of com-
plications and readmission. Hospital
malnutrition is not a new problem,
but “the skeleton in the hospital
closet,” was brought to light in Butter-
worth’s call for practices aimed at
proper diagnosis and treatment of
malnourished patients.6 As we enter a
new era of health care delivery, the
time is now to implement a novel,
comprehensive nutrition care model

URNAL OF THE ACADE

as part of improved quality standards
and to leverage proven examples for
success.


Effective management of malnutri-
tion requires collaboration among
multiple clinical disciplines. In many
hospitals, malnutrition continues to be
managed in silos, with knowledge and
responsibility provided predominantly
by the dietitian. However, the new era
of quality care will require a deliber-
ately more holistic and interdisci-
plinary process to address this critical
issue. All members of the clinical team
must be involved, including nurses
who perform initial nutrition screening
and develop innovative strategies to
facilitate patient compliance; dietitians
who complete nutrition assessment/
diagnosis and develop evidence-based
intervention(s); pharmacists who eval-
uate drug�nutrient interactions; and
physicians, including hospitalists, over-
seeing the overall care plan and docu-
mentation to support reimbursement
for services. Recognition of this prob-
lem and the opportunity to improve
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patient care were the impetus behind
creating the Alliance to Advance
Patient Nutrition (Alliance). The Alli-
ance brings together the Academy of
Nutrition and Dietetics (AND), the
Academy of Medical-Surgical Nurses
(AMSN), the Society of Hospital Medi-
cine (SHM), the American Society for
Parenteral and Enteral Nutrition
(A.S.P.E.N.), and Abbott Nutrition. The
Alliance is made possible with support
from Abbott Nutrition. These health
organizations are dedicated to the ad-
vancement of effective hospital nutri-
tion practices to help improve patients’
medical outcomes and support all
clinicians in collaborating on hospital-
wide nutrition procedures. The estab-
lished charter of the Alliance is to
champion improved hospital nutrition
practices through identification of
malnourished patients and patients at
risk for malnutrition, early nutrition
intervention and treatment, and in-
clusion of nutrition as a standard
component of all care processes.
Nutrition intervention for malnour-


ished patients is a low-risk, cost-effec-
tive strategy to improve quality of
hospital care, but it requires interdisci-
plinary collaboration. As representa-
tives of the Alliance, we announce a
call to action. We aspire to facilitate
the institution of universal nutrition
screening, rapid and appropriate nu-
trition interventions utilizing effective
interdisciplinary nutrition partner-
ships, and integration of comprehen-
sive strategies to prevent or treat
hospital malnutrition. This paper is not
intended to provide practice-based
guidelines, but rather highlights avail-
able data on the critical role nutrition
plays in improving patient outcomes,
outlines an innovative nutrition care
model, underscores the importance
of an interdisciplinary approach to
address hospital malnutrition, and
identifies challenges believed to impair
optimal nutrition care. In addition,
specific solutions that can be employed
by dietitians, nurses, physicians, and
other health care professionals, such as
nurse practitioners, physician assis-
tants, pharmacists, and dietetic techni-
cians, registered, are provided.

BURDEN OF HOSPITAL
MALNUTRITION
Although estimates of the prevalence
of malnutrition vary by setting,
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subgroup, and method of assessment,
the prevalence of malnutrition in hos-
pitals is particularly startling. It is
estimated that at least one third of
patients in developed countries have
some degree of malnutrition upon
admission to the hospital1-3,5 and, if
left untreated, approximately two
thirds of those patients will experience
a further decline in their nutrition
status during inpatient stay.5 Unfortu-
nately, despite the availability of vali-
dated screening tools, malnutrition
continues to be under-recognized in
many hospitals.7,8 Moreover, among
patients who are not malnourished
upon admission, approximately one
third may become malnourished while
in the hospital.9


Historically, a variety of tools and
definitions have been used throughout
the nutrition literature. For the pur-
poses of this paper mild through severe
malnutrition will be the focus and is
the intent when the term malnutrition
is used. Malnutrition is most simply
defined as any nutrition imbalance10


that affects both overweight and
underweight patients alike and is
generally described as either “under-
nutrition” or “overnutrition.”11 Hospi-
talized patients, regardless of their
body mass index (BMI), typically suffer
from undernutrition because of their
propensity for reduced food intake
due to illness-induced poor appetite,
gastrointestinal symptoms, reduced
ability to chew or swallow, or nil per os
(NPO) status for diagnostic and thera-
peutic procedures. In addition, they
may have increased energy, protein,
and essential micronutrient needs
because of inflammation, infection, or
other catabolic conditions. A consensus
statement by AND and A.S.P.E.N. pub-
lished in May 2012 defines malnutri-
tion as the presence of two or more of
the following characteristics: insuffi-
cient energy intake, weight loss, loss of
muscle mass, loss of subcutaneous fat,
localized or generalized fluid accumu-
lation, or decreased functional status.11


The importance of identifying at-risk
patients is highlighted by data showing
that malnutrition is associated with
many adverse outcomes, including an
increased risk of pressure ulcers and
impaired wound healing, immune sup-
pression and increased infection rate,
muscle wasting and functional loss
increasing the risk of falls, longer length
of hospital stay, higher readmission
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rates, higher treatment costs, and
increased mortality.1 Therefore, malnu-
trition places a heavy burden on the
patient, clinician, and health care
system.


Many of the adverse outcomes influ-
enced by malnutrition are potentially
preventable. Nosocomial infections are
a prime example. Approximately
2 million nosocomial infections occur
annually in the United States,12 and
those patients are more likely to spend
time in the intensive care unit, be
readmitted, and die as a result.13 A
retrospective study by Fry and col-
leagues examined nearly 1 million sur-
gical patients (N¼887,189) treated at
1,368 hospitals to determine the risk of
nosocomial infections and better un-
derstand the underlying patient char-
acteristics influencing that risk.14 The
analysis showed that patients with pre-
existing malnutrition and/or weight
loss had a two- to threefold increased
risk of developing Clostridium difficile
enterocolitis, surgical-site infection, or
postoperative pneumonia, and a greater
than fivefold higher risk ofmediastinitis
after coronary artery bypass graft sur-
gery or catheter-associated urinary
tract infection. Malnutrition and/or
weight loss also correlated with an
approximate fourfold higher risk of
developing a pressure ulcer. These data
are further supported by a prospective
multivariate analysis demonstrating
that malnutrition is an independent
risk factor for nosocomial infections.15


Impaired wound healing can signifi-
cantly influence length of hospital stay,
and the literature supports a strong
correlation between nutrition and
wound healing, wherein protein syn-
thesis is necessary.16 Hospitalized pa-
tients are at increased risk because loss
of significant lean body mass (LBM)
accelerates during bed rest.17,18 A 10%
loss of LBM results in immune sup-
pression and increases the risk of
infection, and a loss of >15% to 20% of
total LBM will impair wound heal-
ing.16,19 A loss of �30% leads to the
development of spontaneous wounds,
such as pressure ulcers, an increased
risk of pneumonia, and a complete lack
of wound healing.16,19 These complica-
tions are also associated with a sub-
stantial mortality risk, particularly in
older patients. A study evaluating the
care processes for hospitalized Medi-
care patients (N¼2,425; aged 65 years
and older) at risk for pressure ulcer
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development showed that 76% of pa-
tients were malnourished, and esti-
mated compliance with nutrition
consultation was low (34%).20


Data from several recent studies
show that malnutrition can also influ-
ence hospital readmission rates.21-23


These studies evaluated multiple fac-
tors to identify individuals at increased
risk of readmission. The largest of these
studies, a retrospective observational
analysis of >10,000 consecutive ad-
missions (N¼6,805), reported a 30-day
readmission rate of 17%.21 Comorbid-
ities that significantly increased the
risk of readmission included congestive
heart failure, renal disease, cancer,
weight loss (not defined), and iron-
deficiency anemia. Weight loss corre-
lated with a 26% increased risk of
readmission (adjusted odds ratio¼
1.26).21 In a large single-center study of
1,442 general surgery patients, the
30-day readmission rate was 11%.22 The
most common reasons for readmission
were gastrointestinal problems/com-
plications (28% of readmissions), sur-
gical infections (22%), and failure to
thrive/malnutrition (10%). These find-
ings are consistent with the hypothesis
that poor nutrition contributes to post-
hospital syndrome, which, together
with a variety of other factors, such as
sleep disturbance, pain, and discom-
fort, can dramatically increase the
risk of 30-day readmission, often for
reasons other than the original
diagnosis.24


Finally, poor clinical outcomes asso-
ciated with malnutrition contribute to
higher hospitalization costs. As out-
lined above, malnourished patients
have higher rates of infections, pres-
sure ulcers, impaired wound healing,
and other adverse outcomes requiring
greater nursing care and more medi-
cations. In turn, these complications
can contribute to longer lengths of
hospital stay and higher rates of read-
mission, all of which indirectly con-
tribute to higher hospital costs.1


Indeed, a study conducted in the
United Kingdom estimated the annual
expenditure for managing patients at
medium or high risk of disease-related
malnutrition to be EURV10.5 billion
(US$11.3 billion, based on 2003 ex-
change rates), more than half of which
was directly related to hospital care.25


These studies strongly suggest that
the consequences of unrecognized and
untreated malnutrition are substantial,
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not only for patients’ quality of care but
also from a cost perspective. Malnutri-
tion negatively affects clinical out-
comes and results in higher costs and,
with the changing health care land-
scape, reimbursement for costs associ-
ated with preventable events will be
reduced. All clinicians must take action
to address these concerns, improve
patient quality of life, and increase the
health care system value.

IMPACT OF NUTRITION
INTERVENTION ON KEY
OUTCOMES
The benefits of nutrition intervention
in terms of improving key clinical out-
comes are well documented. Numerous
studies, predominantly in patients
65 years of age and older with or at
risk for malnutrition, have shown
the potential of specific nutrition
interventions to substantially reduce
complication rates, length of hospital
stay, readmission rates, cost of care,
and, in some studies, mortality.5,26-36


Nutrition intervention strategies rep-
resent a broad spectrum of options that
can be organized into four categories:
(1) food and/or nutrient delivery;
(2) nutrition education; (3) nutrition
counseling, and (4) coordination of
nutrition care. Food and/or nutrient
delivery requires an individualized
approach that includes energy- and
nutrient-dense food, complete oral
nutrition supplements (ONS) that pro-
vide macronutrients (from carbohy-
drate, fat, and protein sources)
combined with micronutrients (mix-
tures of complete vitamins, minerals,
and trace elements); enteral nutrition
(EN), which in the context of this
report refers to nutrients provided into
the gastrointestinal tract via a tube;
and/or parenteral nutrition (PN).
Although the nutrition support litera-
ture has generally featured smaller
trials and observational studies rather
than large, multicenter, randomized
controlled trials, evidence strongly
supports the importance of nutrition
intervention. The value of EN and PN is
well established in select patient pop-
ulations but remains unclear in others.
In addition, numerous studies have
shown improved body weight, LBM,
and grip strength with dietary coun-
seling, with or without ONS.37 A
growing number of studies have exam-
ined the impact of ONS inmalnourished

JOURNAL OF THE ACADE

patients, providing the framework
for our call to action. Evidence sup-
porting intervention with EN and PN is
beyond the scope of the current paper
and will be addressed in subsequent
reviews.

Clinical Complications
Studies evaluating the efficacy of ONS
delivery have generally shown a variety
of metabolic improvements and, in
many studies, a reduction in several
clinical complications. One meta-
analysis including seven studies
(N¼284) indicates that patients re-
ceiving ONS had reduced complication
rates (eg, infections, gastrointestinal
perforations, pressure ulcers, anemia
and cardiac complications) compared
with control patients.28More recently, a
large Cochrane systematic review of
24 studies involving 6,225 patients
65 years of age and older at risk for
malnutrition demonstrated fewer
complications (eg, pressure sores, deep
vein thrombosis, and respiratory and
urinary infections) among patients re-
ceiving ONS compared with routine
care (relative risk [RR]¼0.86; 95% CI
0.75 to 0.99).27 Available evidence in-
dicates high-protein ONS to be partic-
ularly effective at reducing the risk of
complications. A systematic review of
elderly patients (older than 65 years of
age) with hip fractures demonstrated a
more effective reduction in the number
of long-term medical complications
with high-protein ONS (>20% total en-
ergy from protein) than low-protein
or nonprotein-containing supplements
(RR¼0.78; 95% CI 0.65 to 0.95).26 A
meta-analysis of four randomized trials
(N¼1,224) also showed that, in patients
with no pressure ulcers at baseline,
high-protein ONS resulted in a signifi-
cant 25% lower incidence of ulcers
compared with routine care.38 In addi-
tion, evidence indicates that nutrition
intervention can reduce the risk of falls
in frail and malnourished elderly pa-
tients. In 210malnourished older adults
newly admitted to an acute-care hos-
pital, intervention with a protein- and
energy-rich diet, ONS, calcium/vitamin
D supplements, and counseling reduced
the incidence of falls by approximately
60% comparedwith routine care (10% vs
23%).35 Avoidance of these preventable
events can shorten length of hospital
stay, decrease morbidity and mortality,
and reduce liability for the hospital.
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Length of Stay
Consistent with evidence that nutrition
intervention can reduce clinical com-
plications, strong nutrition care can also
reduce the length of hospital stay. In a
prospective study conducted at The
Johns Hopkins Hospital, nutrition
screening involving a team approach to
address malnutrition and earlier inter-
vention reduced the length of hospital
stay byan average of 3.2 days in severely
malnourished patients,5 and this trans-
lated into substantial cost savings of
$1,514 per patient. Two meta-analyses
have shown significantly reduced
length of hospital stay in patients re-
ceiving ONS compared with control
patients. One analysis demonstrated a
reduced average length of hospital stay
ranging from2days for surgical patients
to 33 days for orthopedic patients
(P<0.004).28 In addition, patientswith a
lower BMI (<20) received the greatest
benefit from optimized food and/or
nutrient delivery. Likewise, in a recent
meta-analysis of nine randomized trials
(N¼1,227), high-protein ONS signifi-
cantly reduced length of stay by an
average of 3.8 days (P¼0.040) compared
with routine care.31 A recent retrospec-
tive analysis utilized information from
>1 million adult inpatient cases found
in the 2000-2010 Premier Perspectives
Database maintained by the Premier
Healthcare Alliance—representing a to-
tal of 44 million hospital episodes from
across the United States or approxi-
mately20%of all inpatient admissions in
the United States. Within this sample,
ONS reduced length of hospital stay by
an average of 2.3 days or 21%, and the
average cost savingswas $4,734 or 21.6%
compared with routine care.36


Readmissions
Hospital readmission rate is another
important outcome that can be
improved through nutrition interven-
tion. Thirty-day readmission rates de-
creased from 16.5% to 7.1% in a
community hospital that implemented
a comprehensive malnutrition clinical
pathway program focused on identifi-
cation of at-risk patients, nutrition care
decisions, inpatient care, and discharge
planning.30 A prospective randomized
trial in acutely ill patients 65 to 92 years
of age (N¼445) demonstrated a signifi-
cantly lower 6-month readmission rate
among those who received a normal
hospital diet plus high-protein ONS
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compared with those patients who
received only the normal hospital diet
(29% vs 40%, respectively; hazard
ratio¼0.68; 95% CI 0.49 to 0.94).32


Finally, analysis of the Premier Per-
spectives Database showed that use of
ONS reduced 30-day readmission rates
by6.7%,36 indicating the significant real-
world benefit of nutrition intervention
on a key patient outcome.

Mortality
Several meta-analyses have also
demonstrated reduced mortality in
patients receiving optimized nutri-
ent care. An analysis of 11 studies
(N¼1,965) found significantly lower
mortality rates among hospitalized pa-
tients receiving ONS (19%) compared
with control patients (25%; P<0.001).28


This represented a 24% overall reduc-
tion in mortality, and patients with
lower average BMI (<20) receiving ONS
had a greater reduction in mortality.
Among elderly patients hospitalized for
hip fracture, significantly fewer patients
had an unfavorable combined outcome
(mortality or medical complication) if
they received ONS vs routine care
(RR¼0.52; 95% CI 0.32 to 0.84).29


Another systematic review of 32
studies (N¼3,021) found that, in elderly
patients, ONS significantly reduced
mortality compared with routine care
(RR¼0.74; 95% CI 0.59 to 0.92).33 Sub-
group analyses from the original
Cochrane review and two updates have
consistently shown reduced mortality
in undernourished patients receiving
ONS compared with routine care.27,33,34


Collectively, these data provide solid
evidence that nutrition intervention
significantly contributes to improved
clinical outcomes and reduced cost of
care, primarily in patients 65 years of
age and older and those with, or at
risk for, malnutrition. However, it is
important to note that isolated studies
and meta-analyses have not demon-
strated such significantly improved
clinical outcomes with nutrition inter-
vention.37,39-42 Additional research
studies, particularly well-powered,
randomized controlled clinical trials,
are always beneficial to further explore
the effects of nutrition intervention on
clinical outcomes and to assess how
those benefits can translate into cost
savings. Nevertheless, given the impor-
tance of adequate nutrition to cell and
organ function, coupled with promising
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clinical data reported to date, the time
is now to act on the evidence at hand
and implement nutrition intervention
strategies shown to be safe and
efficacious.

ALLIANCE NUTRITION CARE
RECOMMENDATIONS
If we are to make progress toward
improving nutrition care practices that
guarantee every malnourished or at-
risk patient is identified and treated
effectively, we must proactively iden-
tify barriers impacting the provision of
nutrition care. Toward this end, at least
six key challenges must be overcome.
First, despite at least one third of hos-
pitalized patients being admitted
malnourished, a majority of these pa-
tients continue to go unrecognized or
are inadequately screened.43 Second,
while the responsibility of patients’
nutrition care is often placed on the
dietitian many institutions lack ade-
quate dietitian staffing to properly
address all patients. Third, nutrition
care is often delayed due to the pa-
tient’s medical status, lack of diet order,
and time to nutrition consult. In fact, a
study at Johns Hopkins found that time
to consultation from admission is
nearly 5 days,5 which is similar to the
average length of hospital stay.44


Fourth, nurses provide and oversee
patient care 24/7, observe nutrition
intake and tolerance, and interact
continually with the patient and their
family/caregivers, yet they are rarely
included in nutrition care.45 Fifth, in
many care environments, physician
sign-off is required to implement a
nutrition care plan. Dietitian recom-
mendations are implemented in only
42% of cases.46 Finally, many patients
experience difficulty consuming meals
without assistance, contributing to
more than half of hospitalized patients
not finishing their meals.47


To address these barriers and shift
the paradigm of nutrition care, the
Alliance Steering Committee, whose
members possess broad-ranging ex-
pertise and clinical experience, devel-
oped several key principles for
advancing patient nutrition. Through a
series of meetings conducted over the
past year, the committee explored the
following topics: empowerment of all
clinicians; recognition and diagnosis
of all patients; same-day automatic
intervention for all at-risk patients;
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Figure 1. The Alliance’s Key Principles for Advancing Patient Nutrition. EHR¼electronic health record.
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education and involvement of patients
in their nutrition care; and apprecia-
tion of the value of nutrition by all
hospital stakeholders. Six principles
deemed essential elements of optimal
patient nutrition care were derived
from these topics (Figure 1). Attain-
ment of these six ideals, however, will
require processes and collaboration
among all hospital stakeholders, in-
cluding dietitians, nurses, physicians,
and administrators, each of whom
must fulfill their role in this effort
(Figure 2). Translation of these pro-
cesses into a practical interdisciplinary
nutrition care algorithm is illustrated in
Figure 3.

Principle 1: Create an
Institutional Culture Where All
Stakeholders Value Nutrition
True progress requires that all hospital
stakeholders, including clinicians and
administrators, fully understand the
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pervasiveness of hospital malnutrition
and the effect patient nutrition caremay
have on overall clinical outcomes. Cli-
nicians and administrators often fail to
prioritize understanding the extent of
malnutrition in their institutions and its
potential impact on cost and/or quality
of care. Nurses and physicians receive
limited formal nutrition education dur-
ing training and often do not prioritize
nutrition among the competing prior-
ities within patient care. Failing to pri-
oritize nutrition within an institution
may limit available nutrition interven-
tion options and human resources
(eg, dietitian nutrition-focused nurses
and physicians) required for optimal
nutrition care. To be successful, in-
stitutions need motivated nutrition
champions at all levels of clinical care
and administration.
To ensure that clinicians and hospital


leaders understand the clinical and
financial implications of malnutrition
and take proper steps to address it,
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the Alliance offers the following
recommendations:


� Clinicians must be educated on
the recognition of malnourished
patients and evidence-based
nutrition interventions. Discus-
sion of nutrition care plans
should be a mandated compo-
nent of daily team meetings
(rounds or huddles).


� Malnutrition must be appropri-
ately included as part of the pa-
tient’s diagnosis and nutrition
interventions must be viewed as
a core component of a patient’s
medical therapy. Nutrition treat-
ment plans should be addressed
with the same consistency and
rigor as other therapies.


� Hospital administrators must
recognize the financial benefit of
optimal nutrition care. Institu-
tional financial data must be
reviewed to identify challenges
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Principle Key Hospital Stakeholders


Dietitian Nurse Physician Hospital administrator


1. Create an Institutional
Culture Where All
Stakeholders Value
Nutrition


� Serve as primary authority
on “all things nutrition”


� Educate key hospital
stakeholders on improved
patient outcomes and
reduced costs achieved
with optimal nutrition care


� Host hospital-wide learning
opportunities at regular
intervals


� Recognize the essential role
that nurses play in
achieving enhanced
patient outcomes through
individualized nutrition
care


� Incorporate nutrition into
routine care checklists and
processes


� Include patient dietary
intake into team huddles


� Provide leadership under-
scoring nutrition care as an
essential part of patient-
centered care


� Know evidence regarding
impact of malnutrition and
effectiveness of nutrition
intervention


� Include dietitian in daily
team huddles/rounds


� Incorporate nutrition into
routine care checklists and
processes


� Become a nutrition cham-
pion and provide support
for the development of
effective nutrition care
processes


� Share quality and eco-
nomic gains to be made by
investing in nutrition care
with hospital leadership
team


2. Redefine Clinicians’
Role to Include
Nutrition Care


� Actively contribute nutri-
tion expertise and engage
other team members with
assessment data on prog-
ress made with nutrition
care efforts


� Regularly participate in
interdisciplinary rounds


� Ensure practices are in
place to support imple-
mentation of nutrition
intervention


� Develop processes to ensure
that nutrition screening and
dietitian–prescribed inter-
vention occurs within the
targeted timeframes


� Facilitate nursing inter-
ventions to treat patients
who are malnourished
or at risk


� Empower dietitian to
cooperatively lead nutri-
tion care as clinical team
member


� Support nurse work pro-
cesses to include nutrition
screening and support
nutrition intervention


� Support nutrition educa-
tion of clinicians needing
initial training and
continuing education


� Provide ordering privi-
leges to dietitian for issues
relating to the nutrition
care process


3. Recognize and
Diagnose All
Malnourished Patients
and Those
At Risk


� Utilize standard malnutri-
tion characteristics set
forth by ANDa and
A.S.P.E.N.b guidelines


� Screen every hospitalized
patient for malnutrition as
part of regular workflow
procedures


� Consider nutrition status as
an essential attribute of
medical assessment, moni-
toring, and care plans


� Ensure EHRc captures
screening data and
malnutrition criteria with
the appropriate triggers in
place for initiating the


(continued on next page)


Figure 2. Summary of Alliance’s nutrition care recommendations for key hospital stakeholders.
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Principle Key Hospital Stakeholders


Dietitian Nurse Physician Hospital administrator


� Establish competence in
nutrition-focused physical
assessment


� Communicate screening
results through use of EHR


� Rescreen patients at least
weekly during hospital stay


� Communicate changes in
clinical condition indica-
tive of nutrition risk


next steps when positive
screens or diagnostic
assessment are obtained


4. Rapidly Implement
Comprehensive
Nutrition Intervention
and Continued
Monitoring


� Establish procedures to
support policy that patients
identified as “at-risk” during
nutrition screen receive
automated nutrition inter-
vention within 24 hours
while awaiting assessment,
diagnosis, and care plan


� Lead an interdisciplinary
team to establish nutrition
algorithms for use in
various scenarios when
positive screens or diag-
nostic assessments are
obtained


� Provide ENd formulary and
micronutrient therapy
options in written form as
a pocket-sized document;
make readily available to
all staff to ensure fast
intervention


� Work with nurses to estab-
lish policies and


� Ensure that procedures
allowing patients identi-
fied as “at-risk” during
nutrition screen receive
automated nutrition inter-
vention within 24 hours
while awaiting assess-
ment, diagnosis, and care
plan


� Develop procedures to
provide patients with
meals at “off times” if pa-
tient was not available or
under a restricted diet at
the time of meal delivery


� Avoid disconnecting EN or
PNf forpatient repositioning,
ambulation, travel, or
procedures


� Work with interdisciplinary
team dietitian to establish
policies and interdisci-
plinary practices to


� Support policy that -
vides automated nutrit
intervention within 24
hours in patients ident d
as “at-risk” during nutr n
screen, while awaiting
nutrition assessment, d -
nosis, and care plan


� Minimize nil per os -
riods for patient with
scheduling of procedu /
tests and remain mind l
of “holds” on POe diet


� Provide ordering privileges
to dietitian for issues
relating to the nutrition
care process (eg, diet plans,
ONSg, micronutrients, and
calorie counts)


� Ensure EHR includes auto-
matic triggers that initiate
nutrition protocol mea-
sures to be reviewed
when positive screens are
obtained


� Ensure EHR includes a
module for recording
food/ONS intake data and
triggers dietitian consult if
consumption is
suboptimal


(continued on next page)


Figure 2. (continued) Summary of Alliance’s nutrition care recommendations for key hospital stakeholders.
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Principle Key Hospital Stakeholders


Dietitian Nurse Physician Hospital administrator


interdisciplinarypractices to
maximize nutrient con-
sumption and monitoring
needs


maximize food/ONS
consumption


� Monitor food/ONS and
communicate to dietitian/
physician via EHR


5. Communicate
Nutrition Care Plans


� If present, ensure mild,
moderate, or severe
malnutrition is included as
complicating condition in
coding processes


� Assume responsibility for
ensuring that a patient’s
nutrition care plan is care-
fully documented in the
EHR, regularly updated,
and effectively communi-
cated to all healthcare
providers, including post-
acute facilities and primary
care physicians


� Lead a interdisciplinary
team to create and main-
tain standardized policies,
procedures, and EHR-auto-
mated triggers relevant to
nutrition, including order
sets and protocols in the
hospital’s EHR


� Consult dietitian regarding
nutrient intake concerns


� If present, ensure mild,
moderate, or severe
malnutrition is included as
complicating condition in
coding processes


� Incorporate nutrition dis-
cussions into handoff of
care and nursing care
plans


� Establish and reinforce
expectation that a patient’s
nutritioncareplan iscarefully
documented in the EHR,
regularly updated, and
effectively communicated to
all health care providers


� If present, ensure mild,
moderate, or severe
malnutrition is included as
complicating condition in
coding processes


� If present, ensure mild,
moderate, or severe
malnutrition is included as
complicating condition in
coding processes


� Ensure EHR is adapted to
ensure nutrition diagnosis
and complete care plan is
included as a standard
category of medical
assessment in the central
area of EHR


6. Develop a
Comprehensive
Discharge Nutrition
Care and Education Plan


� Provide patients, family
members, and caregivers
with nutrition education
and a comprehensive


� Include nutrition as a
component of all clinician
conversations with pa-
tients and their family
members/caregivers


� Include nutrition as a
component of all clinician
conversations with pa-
tients and their family
members/caregivers


� Provide expectation re-
garding continuity of
nutrition care, including
discharge planning and
patient education


(continued on next page)


Figure 2. (continued) Summary of Alliance’s nutrition care recommendations for key hospital stakeholders.
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to improving nutrition interven-
tion, project cost savings with
various nutrition interventions,
and revise budgets to facilitate
action. Budgets must support
adequate and appropriate nutri-
tion intervention as necessitated
by dietitian, nursing, and physi-
cian staff.


� Professional associations for di-
etitians, nurses, physicians, and
hospital administrators must
address the widespread problem
of hospital malnutrition. Disci-
pline-specific resources such as
toolkits and practice bundles,
evidence-based publications, and
continuing education opportu-
nities must be established and
widely available. Funding mech-
anisms for nutrition-related re-
search should be established to
identify best practices to opti-
mizing nutrition care.

Principle 2: Redefine Clinicians’
Roles to Include Nutrition Care
Providing effective nutrition interven-
tion requires a champion within and
collaboration among all disciplines
involved in patient care. All health care
professionals involved in patient care
must be empowered to influence nu-
trition decisions. In many hospitals,
however, the responsibility for nutri-
tion recommendations almost always
rest solely with the dietitian. Many in-
stitutions lack nurse and physician
leaders who champion nutrition care.
Interdisciplinary leadership is essential
to ensure that nutrition care is valued
and carries a high priority. To ensure
effective management of hospital
malnutrition, nurses and physicians
must also play a role.


In this regard, the Alliance recom-
mends redefining clinicians’ roles to
include responsibility for optimal
nutrition care, which can be accom-
plished as follows:


� Interdisciplinary teams must
discuss potential barriers and
solutions to recognize and treat
malnourished or at-risk patients
in their hospitals.


� Engage nurses to understand
nutrition risk factors such as un-
derconsumed meals and actions
required on positive malnutri-
tion screenings. Develop and

OF NUTRITION AND DIETETICS 1227
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Figure 3. The Alliance’s Approach to Interdisciplinary Nutrition Care. AND¼Academy of Nutrition and Dietetics; A.S.P.E.N.¼American
Society for Parenteral and Enteral Nutrition; EHR¼electronic health record; ONS¼oral nutrition supplement; PCP¼primary care
physician.
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implement policies that allow
nurses to provide nutrition care,
suchas returning low-riskpatients
to previous established feeding
orders following temporary de-
lays, initiating calorie counts, and
measuring body weight as indi-
cated. Policies that inhibit nursing
action inhibit optimal patient
nutrition. Prompt nursing action
can reduce malnutrition by
creating focused meal times,
managing meal-time environ-
ments and staff meal times, inter-
vening with nutrition therapies as
appropriate, and designating a
nutrition care nurse in each clin-
ical area to monitor and evaluate
implementation of the policy.48


� Given the extensive nutrition
expertise of dietitians, hospital
administrators, such as a chief
medical officer, must grant them

28 JOURNAL OF THE ACADEMY OF NUTRITIO

ordering privileges for ordering
diets, ONS, vitamins, and calorie
counts to eliminate inefficiencies
and prevent delays in food
and/or nutrient delivery. For
example, at the University of
Kansas Hospital (KUH), when
faced with delays in care because
the dietitian’s recommendations
were not being noted and or-
dered by physician teams, the
nutrition support team obtained
ordering privileges for all di-
etitians. These privileges include
ordering ONS, calorie counts,
patient weights, zinc, vitamin C
and multivitamins, and select
nutrition-related labs. This was
an important step in advancing
nutrition care at KUH by pro-
moting timely gathering of
assessment data and nimble

N AND DIETETICS

implementation and revision of
optimal nutrition interventions.


� Hospitalistsmust add nutrition to
their interdisciplinary approach
to patient care and serve as
nutrition champions among phy-
sicians. In support of this effort,
hospitalists should include a die-
titian andnutrition-focusednurse
in team huddles and nutrition
should be included in the daily
problem list.

Principle 3: Recognize and
Diagnose All Malnourished
Patients and Those at Risk
Given the high prevalence of
hospital malnutrition, each hospital-
ized patient must receive proper nutri-
tion screening, with findings effectively
communicated to ensure immediate
assessment and prompt nutrition

September 2013 Volume 113 Number 9
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Table 1. Validated malnutrition screening tools for hospitalized patientsa


Screening tool Parameters/scoring Development Validation


Malnutrition Screening
Tool (MST)53


Weight loss, appetite; at-risk
score �2


408 inpatients (mean
age¼58 y);
standard for comparison:
SGAb; sensitivity 93%;
specificity 93%


SGA: sensitivity 92%,
specificity 61%;
MNAc: sensitivity 92%,
specificity 72%62


Mini Nutritional Assessment-
Short
Form (MNA-SF)56


Weight change, recent
intake, BMI,d acute
disease, mobility,
dementia/depression;
at-risk score �11


155 community-dwelling
elders (mean age¼79 y);
standard for comparison:
physician assessment of
nutritional status;
sensitivity 98%; specificity
100% (MNA-SFe cut point
�10)


MNA: sensitivity 90%,
specificity 88% (MNA-SF
cut point �11)63


MNA: sensitivity 89%,
specificity 82% (MNA-SF
cut point �11)64


“Nutritional assessment”:
sensitivity 100%,
specificity 38% (MNA-SF
cut point �10)65


Malnutrition Universal
Screening Tool
(MUST)52,66


Weight change, recent/
predicted intake, BMI,
acute disease; high-risk
score �2


8,944 inpatients, review of
128 trials (mean age not
reported);
standard for comparison:
nutrition support trials
demonstrating improved
clinical outcomes;
sensitivity 75%; specificity
55%


SGA: sensitivity 61%,
specificity 79%67


SGA: sensitivity 72%,
specificity 90%;
MNA: k¼0.3968


MNA: k¼0.5569


Nutritional Risk Screening
2002 (NRS-2002)54


Weight change, recent
intake, BMI, acute disease,
age; at-risk score �3


Adapted from Malnutrition
Advisory Group screening
tool


SGA: sensitivity 74%,
specificity 87%;
MNA: k¼0.3968


SGA: sensitivity 62%,
specificity 63%67


MNA: k¼1.0070


Short Nutritional
Assessment Questionnaire
(SNAQª)55


Weight change, appetite,
supplements/tube
feeding;
at-risk score �2


291 inpatients (mean
age¼58 y);
standard for comparison:
BMI <18.5 or weight loss
>5%;
sensitivity 86%; specificity
89%


BMI <18.5 or recent weight
loss >5%: sensitivity 79%,
specificity 83%71


aAdapted with permission from Young and colleagues.51
bSGA¼Subjective Global Assessment.
cMNA¼Mini Nutritional Assessment.
dBMI¼body mass index; calculated as kg/m2.
eSF¼short-form.
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intervention. Using validated screening
tools to identify at-risk patients is
crucial because, for many health care
professionals without nutrition train-
ing, screening is currently a superficial
observation wherein boxes are check-
ed or unchecked without reliable

September 2013 Volume 113 Number 9

screening using a validated tool. Early
identification of clinical criteria sup-
porting malnutrition diagnosis and
effective processes for communicating
information related to the nutrition
care process are often absent. Given
these barriers, the Alliance is

JOURNAL OF THE ACADE

announcing this call to action to ensure
prompt diagnosis and intervention of
hospitalized patients who are
malnourished or at risk for malnutri-
tion. Every hospital must institute an
interdisciplinary approach to nutrition
care that is based on formal policies and
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1. Have you lost weight recently without trying?


No 0


Unsure 2


If Yes, how much weight (kg) have you lost?


1 – 5 1


6 – 10 2


11 – 15 3


> 15 4


Unsure 2         Weight Loss Score:


2. Have you been eating poorly because of a decreased


appetite?


No 0


Yes 1          Appetite Score: 


Total MST Score (weight loss + appetite scores)


Figure 4. Malnutrition Screening Tool (MST). Adapted with permission from Ferguson
and colleagues.53


FROM THE ACADEMY Attachment 3.0

procedures ensuring the early identifi-
cation of patients who are malnour-
ished or at risk for malnutrition and
implementation of comprehensive
nutrition care plans.

Screening
Comprehensive nutrition screening of
all hospitalized patients is critical for
both the timely identification of those
at risk and to prioritize patients
requiring nutrition assessment and
intervention. The Alliance supports the
Joint Commission’s recommendation
for nutrition screening within 24 hours
of admission to an acute-care hospital
and at frequent intervals throughout
hospitalization (Figure 3).49 Due to
limited clinician time and nutrition
knowledge, a simplified, practical, vali-
dated screening tool must be used.
Numerous tools exist to screen for
malnutrition risk in hospitalized pa-
tients.50,51 Although no universally
accepted screening tool exists, it is
important to select a tool that is prac-
tical, easy to use, and has been validated
in the patient population of interest.
Currently, validated screening tools
include theMalnutrition Screening Tool
(MST), Mini Nutritional Assessment-
Short Form (MNA-SF), Malnutrition

1230 JOURNAL OF THE ACADEMY OF NUTRI

Universal Screening Tool (MUST),
Nutritional Risk Screening 2002 (NRS-
2002), and Short Nutritional Assess-
ment Questionnaire (SNAQ)52-56


(Table 1). Important aspects of a nutri-
tion screening tool include scientific
validation, and easy administration
requiring no specialized nutrition
knowledge. For example, the advantage
of the MST is that it is quick (takes <5
minutes) and straightforward, consists
of two simple questions evaluating
weight change and appetite (Figure 4)
and was designed for use by busy
health care professionals not neces-
sarily trained in nutrition. These tools
allow nutrition screening to become an
integral part of routine clinical practice
without being viewed as a burden or
imposing a significant extra workload
on hospital staff.
Screening results must be docu-


mented within the electronic health
record (EHR) to allow for prompt
communication between the nursing
staff and other health care team
members. When a positive nutrition
screen is obtained, the EHR should be
configured to trigger a query for entry
of a diet order or other appropriate
intervention while the patient awaits
further assessment and development
of a nutrition care plan. Nurses must

TION AND DIETETICS

regularly rescreen patients with ade-
quate nutrition status upon admission
because many will become at risk for
malnutrition during hospitalization.
The MST can be easily completed while
nurses interact with patients and their
family/caregivers and while conducting
regular assessments for patients at risk
of pressure ulcers and falls.

Assessment and Diagnosis
Nutrition assessment is a method of
obtaining, verifying, and interpreting
data needed to identify nutrition-
related problems, their causes, and
significance. The dietitian must per-
form nutrition assessments in all pa-
tients considered at risk based on
nutrition screening to characterize
and determine the cause of nutrition
deficits. Traditionally, changes in acute-
phase proteins, such as serum albumin
and pre-albumin, were considered
standard biomarkers for diagnosing
malnutrition.11 However, it is now well
documented that serum levels of these
proteins are affected not only by
nutrition status but also by inflamma-
tion, fluid status, and other factors.
Consequently, these are no longer
considered reliable or specific bio-
markers for malnutrition. Consistent
with this evidence, as of 2012, the AND
and A.S.P.E.N. no longer recommend
using inflammatory biomarkers for
diagnosis of malnutrition.


To address the need for guidance in
this area, an International Guidelines
group convened in 2009 and devel-
oped an overarching etiology-based
definition of malnutrition that takes
into account the important relationship
between disease and malnutrition.57


This broad definition describes three
separate etiologies for malnutrition
(Figure 5), two of which include the
presence of disease (either acute or
chronic). The AND and A.S.P.E.N. sub-
sequently developed a standardized set
of diagnostic criteria for adult malnu-
trition in routine clinical practice using
this new etiology-based definition.11


No single parameter is definitive for
malnutrition; therefore, AND and
A.S.P.E.N. proposed that malnutrition
be diagnosed when at least two of the
following six characteristics are iden-
tified: (1) insufficient energy intake;
(2) weight loss; (3) loss of subcutane-
ous fat; (4) loss of muscle mass;
(5) localized or generalized fluid

September 2013 Volume 113 Number 9
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Figure 5. Etiology-based malnutrition definitions. Adapted with permission from White and colleagues.11
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accumulation that may sometimes
mask weight loss; and (6) diminished
functional status. The magnitude and
temporal aspects of change among
these dynamic characteristics can be
used to distinguish between nonsevere
and severe malnutrition (Table 2).
The Alliance recommends that all


clinicians become familiar with and
use the AND and A.S.P.E.N. character-
istics for identification and documen-
tation of malnutrition (Figure 3).11 In
patients with or at risk of malnutrition,
development and initiation of a nutri-
tion care plan must occur within 48
hours of admission. Several patient
characteristics indicative of malnutri-
tion (eg, weight loss, loss of muscle or
fat, fluid retention, and cutaneous signs
of micronutrient deficiencies, such as
glossitis or cheliosis) can be identified
during routine comprehensive assess-
ments. As noted earlier, changes in
acute-phase proteins should be inter-
preted with caution and should not be
used exclusively to diagnose malnutri-
tion. These proteins are, however, good
indicators of inflammation. In addition,
other laboratory indicators of inflam-
mation (eg, C-reactive protein, white
blood cell count, and glucose levels)
may be informative. A clear under-
standing of the patient’s chief com-
plaint and medical history is also
important to appreciate the potential

September 2013 Volume 113 Number 9

for underlying inflammation, which
can increase the risk of malnutrition
by increasing metabolism. Conditions
such as fever, infection, organ dys-
function, and hyperglycemia may be
indicative of underlying inflammation
and contribute to an etiology-based
diagnosis, including identification of
currently well-nourished patients at
risk for malnutrition.
Obtaining adequate information


from the patient or caregiver regarding
food and nutrient intake, body weight
changes, and functional changes (eg,
ability to purchase and cook food, and
dental status) is essential to identify
periods of insufficient intake. Changes
in physical function (eg, ambulation,
chewing ability, and mental status is-
sues) must be assessed and monitored
as appropriate based on individual pa-
tient circumstances. Ensuring these
various assessments are routinely and
carefully performed is vital to an ac-
curate diagnosis of malnutrition. In
addition, specific fields for the AND and
A.S.P.E.N. malnutrition characteristics
must be completed so that system
alerts are triggered when two of the
six criteria are documented, thereby
clearly communicating the malnutri-
tion diagnosis to the health care team.
Accurate coding of the malnutrition
diagnosis as a complicating condition
of the primary diagnosis is also critical

JOURNAL OF THE ACADE

to ensure adequate documentation to
support appropriate reimbursement
and tracking of costs to allow for a
more accurate quantification of the
burden of malnutrition in the future.

Principle 4: Rapidly Implement
Comprehensive Nutrition
Interventions and Continued
Monitoring
When a patient is identified as
malnourished, appropriate nutrition
intervention must be promptly ordered
and fully implemented (Figure 3). Bar-
riers to this ideal are varied, but often
include: (1) NPO orders while patients
await further assessment, (2) lack of
nursing protocol orders focused on
nutrition, (3) delay in assessment of
nutrition status due to insufficient
dietitian staffing, (4) dietitian recom-
mendations unheeded due to the
physician’s focus on other medical
concerns, (5) physician uncertainty
with product formulary and/or specific
micronutrient therapy options in their
hospitals, and (6) inadequate food
consumption due to poor appetite,
disease processes, and interruptions to
mealtimes.


To overcome barriers to early and
optimal nutrition intervention, the
Alliance provides the following
recommendations:
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Table 2. Academy of Nutrition and Dietetics and American Society for Parenteral and Enteral Nutrition clinical characteristics that the clinician can obtain and document
to support a diagnosis of malnutritiona


Clinical characteristicb


Malnutrition in the
Context of Acute
Illness or Injury


Malnutrition in
the Context of
Chronic Illness


Malnutrition in the
Context of Social or


Environmental
Circumstances


Moderatec Severed Moderate Severe Moderate Severe


(1) Energy intake: malnutrition is the
result of inadequate food and
nutrient intake or assimilation; thus,
recent intake compared with
estimated requirements is a primary
criterion defining malnutrition. The
clinician may obtain or review the
food and nutrition history, estimate
optimum energy needs, compare
them with estimates of energy
consumed, and report inadequate
intake as a percentage of estimated
energy requirements over time.


<75% of estimated
energy
requirement for
>7 days


�50% of estimated
energy
requirement for
�5 days


<75% of estimated
energy
requirement for
�1 mo


�75% of estimated
energy
requirement for
�1 mo


<75% of estimated
energy
requirement for
�3 mo


�50% of estimated
energy
requirement for
�1 mo


% Time % Time % Time % Time % Time % Time


(2) Interpretation of weight loss: The
clinician may evaluate weight in
light of other clinical findings,
including the presence of under- or
overhydration. The clinician may
assess weight change over time
reported as a percentage of weight
lost from baseline.
Physical findings
Malnutrition typically results in
changes to the physical
examination. The clinician may
perform a physical examination and
document any one of the physical
examination findings below as an
indicator of malnutrition.


1-2
5
7.5


1 wk
1 mo
3 mo


>2
>5
>7.5


1 wk
1 mo
3 mo


5
7.5
10
20


1 mo
3 mo
6 mo
1 y


>5
>7.5
>10
>20


1 mo
3 mo
6 mo
1 y


5
7.5
10
20


1 mo
3 mo
6 mo
1 y


>5
>7.5
>10
>20


1 mo
3 mo
6 mo
1 y


(continued on next page)
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Table 2. Academy of Nutrition and Dietetics and American Society for Parenteral and Enteral Nutrition clinical characteristics tha e clinician can obtain and document
to support a diagnosis of malnutritiona (continued)


Clinical characteristicb


Malnutrition in the
Context of Acute
Illness or Injury


Malnutrition in
the Context of
Chronic Illness


Malnutrition in the
Context of Social or


Environmental
Circumstances


Moderatec Severed Moderate Severe M rate Severe


(3) Body fat: Loss of subcutaneous
fat (eg, orbital, triceps, fat
overlying the ribs).


Mild Moderate Mild Severe M Severe


(4) Muscle mass: Muscle loss (eg,
wasting of the temples, clavicles,
shoulders, interosseous muscles,
scapula, thigh, and calf).


Mild Moderate Mild Severe M Severe


(5) Fluid accumulation: The clinician
may evaluate generalized or
localized fluid accumulation evident
on examination (extremities, vulvar/
scrotal edema, or ascites). Weight
loss is often masked by generalized
fluid retention (edema), and weight
gain may be observed.


Mild Moderate to severe Mild Severe M Severe


(6) Reduced grip strength: Consult
normative standards supplied by
the manufacturer of the
measurement device.


NAe Measurably reduced NA Measurably reduced NA Measurably reduced


aAdapted with permission from White and colleagues.11 Height and weight should be measured rather than estimated to determine body mass index. Usual weight should be obtained to d ine the percentage and to determine the significance
of weight loss. Basic indicators of nutrition status such as body weight, weight change, and appetite may improve substantively with refeeding in the absence of inflammation. Refeeding r nutrition support may stabilize but not significantly
improve nutrition parameters in the presence of inflammation. The National Center for Health Statistics defines chronic as a disease/condition lasting �3 months. Serum proteins such as s albumin or prealbumin are not included as defining
characteristics of malnutrition because recent evidence analysis shows that serum levels of these proteins do not change in response to changes in nutrient intake.
bA minimum of 2 of the 6 characteristics is recommended for diagnosis of either severe or nonsevere malnutrition.
cThe International Classification of Diseases, 9th Revision (ICD-9) code for moderate malnutrition is 263.0.
dThe International Classification of Diseases, 9th Revision (ICD-9) code for severe malnutrition is 262.0.
eNA¼not applicable.
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Practices


1. Screen every admitted patient for malnutrition, regardless of physical appearance
2. Make every effort to ensure that patients receive all ENa or PNb as prescribed to maximize benefit
3. Develop procedures to provide ONSc in between meals or with medication administration to increase overall energy and


nutrient intake
4. Create a focused meal time and supportive meal-time environment
5. Take notice of patient meal consumption


� Be vigilant to the amount of food eaten
� Sharing findings among the team (eg, during team huddles) facilitates development of a targeted nutritional plan


6. Stay alert to missed meals
� Develop procedures to provide patients with meals at “off times” if patient was not available or under a restricted diet


at the time of meal delivery
7. Avoid disconnecting EN or PN for patient repositioning, ambulation, travel, or procedures


8. Consider managing symptoms of gastrointestinal distress while continuing to administer POd diet or EN
� Nutrients may be administered while the source of distress is being identified and treated


9. Remain mindful of “holds” on PO diets or EN relative to procedures
� Take action to reduce the amount of time that a patient’s intake is restricted


10. Identify medications and disease conditions that interfere with nutrient absorption
� Develop plans to minimize the impact


aEN¼enteral nutrition by tube feeding methods.
bPN¼parenteral nutrition.
cONS¼oral nutrition supplements.
dPO¼per oral.


Figure 6. Practices to support implementation of nutrition intervention.
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� Unless specific contraindications
exist, prompt nutrition interven-
tion for all malnourished patients
must be a high priority. Patients
whose nutrition status is identi-
fied as at risk through screening
must be fed within 24 hours by
nurses while awaiting a nutrition
consult, unless contraindicated.
Examples of immediate nutrition
interventions can include modifi-
cations to diet, assistance with
ordering and eating meals, initia-
tion of calorie counts, and/or
addition of ONS. In many cases,
establishing automated processes
that trigger upon a positive
screening will best accomplish
rapid intervention (eg, prompting
by the EHR to place a diet order).


� Standard practices to maximize
nutrient consumption must be
adopted. Figure 6 lists some
practical approaches to support
optimal nutrition. In some cases,
it is as simple as staying alert
to missed or poorly consumed
meals and communicating such
events to the dietitian so that
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appropriate adjustments are
made.


� Actual consumption must be
monitored and intervention ad-
justed as appropriate. Clinicians
must adhere closely to the doc-
umented nutrition care plan and
document success or failure in
the daily medical record. Results
of watchful monitoring inform
necessary changes to the nutrition
care plan so that short- and
long-term goals can be achieved.
For example, incomplete con-
sumption of items on the meal
tray must prompt the nurse to
have adiscussionwith the patient,
and, depending on the severity of
the intake deficit, underlying
nutritional status, and other clin-
ical issues, to call a nutrition
huddle.

Principle 5: Communicate
Nutrition Care Plans
All aspects of a patient’s nutrition care
plan, including serial assessment and
treatment goals, must be carefully

N AND DIETETICS

documented in the EHR, regularly
updated, and effectively communicated
to all health care providers (Figure 3).
This will allow informed engagement
by all providers and continuity of
treatment if the patient is transferred
to another care setting. In addition,
accurate and thorough documentation
is essential for proper disease coding.58


For example, prior to 2012, only severe
malnutrition could be coded as a
complicating condition with a primary
diagnosis. However, as of October 2012,
mild or moderate malnutrition can
now be coded as a complicating con-
dition.59 In practice, however, proper
documentation and communication do
not always occur. Most often, nutrition
status and progress are not adequately
documented in the medical record,
making it difficult to determine when
and if patients are consuming food and
supplements. In addition, nutrition
standard operating procedures and
EHR-triggered care are often lacking in
the hospital, and nutrition care plans
and medical conditions are poorly
communicated to post-acute facilities
and primary care physicians.
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The Alliance recommends the
following strategies to improve docu-
mentation and communication of the
patient’s nutrition care plan, including
leveraging the various forms of EHR
systems now routine in most hospitals.


� Nutrition care must be formally
documented via the central area
on the medical record or in the
EHR with the following compo-
nents: (1) nutrition screening
results; (2) comprehensive nu-
trition assessment data, including
those obtained from a nutrition-
focused physical assessment;
(3) nutrition diagnosis; (4)
nutrient�medication interactions
and diagnosis-related alterations
in requirements; (5) nutrition in-
tervention(s) ordered and plan-
ned goals; (6) dietary intake
pattern, including percentage of
food consumed with each meal
and consumption of any ordered
ONS; and (7) monitoring and
evaluation plan with specific
indices and timeframe for re-
assessment.


� Hospitals must create and
maintain standardized policies,
procedures, and EHR-automated
triggers relevant to nutrition,
including nutrition-related and
specific diet order sets and pro-
tocols in the hospital’s EHR (eg,
algorithms for initiating ONS, EN
and PN orders).


� Nutrition care plan documenta-
tion must be included in the
discharge summary to ensure
that post-acute facilities/clini-
cians fully understand all aspects
of the nutrition care plan,
including goals, intervention,
necessary resources, monitoring,
and evaluation.


Principle 6: Develop a
Comprehensive Discharge
Nutrition Care and Education
Plan
A comprehensive, systematic approach
to managing nutrition from admission
through discharge and beyond is
needed to consistently improve quality
of care (Figure 3). The risk always ex-
ists that nutrition goals achieved in
the inpatient setting may be lost if
the continuity of care is not adequately
addressed at the time of discharge.7,60


In practice, patients and family
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members/caregivers are rarely edu-
cated adequately on nutrition care by
the hospital team.61 Moreover, patient
adherence to nutrition orders during
and following a hospital stay is often
poor, and not all physicians are familiar
with the proper elements of a dis-
charge nutrition care plan. Failing to
address these challenges could result
in nutrition care shortcomings at one
of the most vulnerable stages in a pa-
tient’s recovery.
To ensure continuity of care, systems


must be put in place to provide pa-
tients, family members, and caregivers
with nutrition education and a com-
prehensive post-hospitalization nutri-
tion care plan. Toward this end,
the Alliance makes the following
recommendations:


� Nutrition must be a component
of all clinicians’ conversations
with patients and their family/
caregivers.


� The patient’s nutrition status,
nutrition recommendations and
other interventions (eg, ONS,
vitamin and mineral supple-
ments, and access to food), and
the post-discharge nutrition care
plan must be explained by the
clinical care team throughout
the inpatient stay and docu-
mented in the EHR.


� Follow-up nutrition assessment
and education, combined with
specific follow-up appointment
information must be provided to
the patient and/or caregiver at
time of discharge.


� Hospitals must develop clear,
standardized, written instruc-
tions for nutrition care at home,
including the rationale for and
details on diet instruction and
any recommended ONS, vitamin
and/or mineral supplements that
can be given to the patient and
his or her caregiver upon hospi-
tal discharge.


� Nurses who manage patient
transitions at discharge must
prioritize nutrition within the
care plan. Post-hospitalization
phone calls must be adapted to
include questions about dietary
intake, weight change, and ac-
cess to food with concerns
brought to the dietitian’s atten-
tion. Dietitians should be used to
manage post-hospital transitions

JOURNAL OF THE ACADEMY

for patients that have malnutri-
tion as a primary or secondary
diagnosis. Ensuring nutrition
care is part of the transition to
home is a key step in reducing
hospital readmissions.

CONCLUSIONS
With the changing health care envi-
ronment, quality patient care and cost
containment are of utmost importance.
Early and automated nutrition inter-
vention coupled with clinician collab-
oration is critical in remediating the
issue of malnutrition in hospitals and
has a strong potential to improve pa-
tient care and reduce hospital costs.
Successful management of hospital
malnutrition requires an interdisci-
plinary team approach and leadership
that fosters open communication
among disciplines. To be successful, all
members of the health care team must
understand the importance of nutrition
care in improving patient outcomes
and the financial impact of failing to
address this problem. Processes must
be put into place to ensure that
appropriate nutrition intervention is
provided and patients’ nutrition status
is routinely monitored. Finally, addi-
tional evidence quantifying the value of
nutrition care must be assessed
through broad research efforts, ranging
from outcomes research to prospective
randomized controlled clinical trials.
Funding for these initiatives is needed
from institutional, federal, foundation,
and industry sources. Without ques-
tion, nutrition care must be made a
high priority and systematized in US
hospitals.


This article is a call to action from the
Alliance, challenging hospital-based
clinicians to incorporate the proposed
principles to evoke meaningful im-
provement in nutrition care within
their institutions. This call marks a step
change in efforts to date to improve
nutrition among hospitalized patients.
For the first time, it unites professional
organizations in a common pursuit to
raise awareness about the problem
of hospital malnutrition and make
meaningful progress toward early
nutrition intervention and improved
hospital treatment practices with the
ultimate goal of improving quality of
care and reducing costs. To accomplish
this will require interdisciplinary
collaboration by dietitians, nurses, and
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physicians throughout the continuum
of care so that patients receive excel-
lent nutrition care in the hospital and
after discharge.
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Malnutrition Care: Preparing for the Next
Level of Quality

I
N 2013, THE ACADEMY OF
Nutrition and Dietetics (Academy)
entered into a joint project with
Avalere Health to improve quality


of care in the US health system by
recognizing the unaddressed area of
malnutrition. Together the Academy
and Avalere Health have embarked on
a collaborative journey to advance
high-quality, patient-driven care for
hospitalized adults aged 65 years and
older who are malnourished or at risk
for malnutrition. Avalere Health is a
research and advisory services firm
that supports stakeholders in
improving care delivery through better
data, insights and strategies.
Improving the care delivered to


malnourished patients is a concern
shared by many stakeholders. In
November 2013 and September 2014,
the Academy and Avalere Health con-
ducted multi-stakeholder dialogues,
where participants could discuss how to
design and implement specific im-
provements tomalnutrition care inacute
care settings.1,2 The dialogues included
participants from the American Nurses
Association, American Kidney Fund, So-
ciety of Hospital Medicine, Office of the
National Coordinator for Health Infor-
mationTechnology, National Association
of Nutrition and Aging Services Pro-
grams, Academy of Medical Surgical
Nurses, Healthwise, American Society
for Parenteral and Enteral Nutrition, The
Joint Commission-Department of Qual-
ity Measurement, Discern Consulting,
Centers for Medicare and Medicaid
Services-Quality Improvement Group,
Geisinger Health System-Regulatory
Performance Improvement, University

of Michigan Health Systems, AvaMed-
Payment and Health Care Delivery
Policy,McKessonCorporation-Electronic
Health Record Quality Measurement
Workgroup, National Partnership for
Women and Families, American Hospital
Association-Quality & Patient Safety, Alli-
ance to Advance Patient Nutrition, Abbott
Nutrition, Avalere Health, and the
Academy.
The goal of the dialogues—‘reduced


burden of hospital malnutrition by
improving quality of nutrition care,
defined by improved clinical outcome
and reduced cost of care’—served as the
springboard for participants to identify
key levers for improved care, define
how to achieve the desired results, and
understand how results are measured.
Participants defined subject areas to
create a framework that would include
key barriers to optimal care, identify
areas prioritized for quality improve-
ment and measurement, and summa-
rize best practice domains and
examples.1,2 The two dialogues resul-
ted in three goals for malnutrition care
of the older adult in the hospital
setting:


� understand how nutrition care
processes and executed plans
currently occur, utilizing the
interdisciplinary care team;


� recognize the adaptation of
malnutrition-structured data,
and identify missing compo-
nents within the electronic
health records systems; and


� classify the best methods to
improve outcomes through
measurement, such as perfor-
mance metrics and protocols.


As a result of the dialogues, the
Academy and Avalere Health concluded
that a formal initiative should be
established to address these goals.

PRACTICE AND MEASURES
In 2015, the Academy and Avalere
Health created the Malnutrition

ª 2

Quality Improvement Initiative (MQII),
which included a two-part parallel
effort:


� launch a malnutrition quality
improvement demonstration in
the hospital setting; and


� create new (de novo) electronic
clinical quality measures to
facilitate optimal, evidence-
based malnutrition care.


Electronic clinical quality measures
(eCQMs) are “tools that help measure
and track the quality of health care ser-
vices provided by eligible professionals,
eligible hospitals and critical access
hospitals (CAHs) within our health care
system.”3 They serve as metrics by
which patient care can be measured by
an electric health record (EHR) system.
De novo eCQMs are not based on an
existing measure. De novo eCQMs must
adhere to the National Quality Forum
(NQF) measure submission process and
requirements for eMeasure sub-
missions.4 The NQF is a not-for-profit
nonpartisan membership-based organi-
zation established in 1999, that pro-
motes health care quality through
measurement and public reporting.
NQF’s membership comprises over 400
organizations, representing consumers,
health plans, medical professionals,
employers, government and other pub-
lic health agencies, pharmaceutical and
medical device companies, and other
quality improvement organizations.5


The Academy is an association member
of the NQF.


Clinical guidelines for patients
malnourished or at risk of malnutrition
recommend screening, assessment,
diagnosis, nutrition intervention, care
plan use, counseling, and discharge
planning. Evidence suggests gaps
remain in care delivery, which calls the
clinical workflow process into ques-
tion.1 In order to realize malnutrition
standards of care, the Academy and
Avalere Health came up with an objec-
tive for each project: the objective of
the malnutrition quality improvement
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demonstration is to provide tools for
hospital facilities to achieve standards
of care in their care delivery for
malnourished patients. And the objec-
tive of the eCQMs is to provide data that
will show hospital facilities whether
and by how much they meet the stan-
dards of care.


THE ACADEMY AS A MEASURE
STEWARD
The Academy and Avalere Health
established bimonthly teleconferences
with stakeholder involvement. A Tech-
nical Expert Panel (TEP) was created to
assist in measure development review
in 2015-2016. TEP members include
registered dietitian nutritionists
(RDNs) specializing in nutrition infor-
matics, standards and interoperability,
hospital/medical center food and
nutrition services, and clinical areas of
nutrition support and behavioral
health; physicians in hospital medicine
and nutrition; a nurse with a focus in
the electronic health industry; a pa-
tient advocate; and Academy and Ava-
lere Health staff. The TEP developed
and reviewed four de novo eCQMs:


� malnutrition screening within
24 hours;


� diet orders within 24 hours;
� nutrition assessment for patients


identified at risk for malnutrition
within 24 hours of the
screening; and


� documentation of malnutrition
diagnosis.


The eCQMs are currently being field
tested in a hospital facility—the Uni-
versity of Iowa Health System in Iowa
City—to make sure the hospital’s EHR
system is able to effectively record and
report the eCQMs. Testing results and
reporting extraction has been
completed, and as of this writing,
refining of overall EHR reports gener-
ated is being conducted. Additional
field testing is also occurring in the
spring in another hospital facility
setting. Separate feasibility assess-
ments with EHR vendors have also
been conducted with Cerner Corpora-
tion and Epic Systems. Both companies
provide EHR software to mid-size and
large medical groups, hospitals, and
integrated health care organizations.
The four eCQMs will be submitted to


the NQF to begin the endorsement
process6 in June 2016; when the NQF’s
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review process is complete, the Acad-
emy will release the measures to the
public, establishing the Academy as a
measure steward.7 Measure steward-
ship allows the Academy to be solely
responsible for the review and
enhancement of the malnutrition
measure set. The Academy will need to
handle ongoing maintenance activities
of the measures to ensure the accuracy
and currency of measure information.
The eCQMs will also be submitted to
the CMS in July 2016 for their Measures
Under Consideration (MUC) List.
In order to comply with the Patient


Protection and Affordable Care Act
(PPACA), the Department of Health and
Human Services (DHHS) must establish
a federal preerule-making process for
the selection of quality and efficiency
measures for use in certain Medicare
programs no later than December 1 of
each year. DHHS makes publicly avail-
able a list of measures that they’re
considering adopting through the fed-
eral rule-making process for use in
Medicare programs. The MUC List sat-
isfies the statutory requirement. To
understand more on this process, refer
to the Measures under Consideration
User Guide Issue Tracking System
Guidance, which CMS provides to give
guidance to stakeholders proposing
preerule-making measures.8


Following these key milestones with
the NQF and CMS, the Academy and
Avalere Health will work with The Joint
Commission (TJC) to review their
criteria for establishing a Certification
Program for Malnutrition.

PREPARE TO BE A PART OF THE
TEAM
In response to the goals established at
the multi-stakeholder dialogues, the
Academy and Avalere Health conducted
a series of interviews with a variety of
health care providers to identify gaps in
the health care workflow. Once these
gaps were identified, the Academy and
Avalere Health developed a hospital
malnutrition quality improvement
demonstration, focused on standard-
izing clinical practice through applica-
tion of a toolkit. The toolkit implements
the quality improvement techniques
of a plan-do-study-act model, and ad-
dresses performance gaps by analyzing
the clinical process workflow of
malnutrition care (Figure). Quality in-
dicators can be used to assess a facility’s

JOURNAL OF THE ACAD

goals for improvement, as well as clin-
ical practice variability across the entire
recommended clinical workflow.


The malnutrition quality improve-
ment demonstration was put into use
for field testing at Vanderbilt Univer-
sity Medical Center in Nashville, TN, in
January 2016. The demonstration has
been approved by an Institutional Re-
view Board (IRB) for use in quality
improvement research. Chesapeake IRB
provided independent review of the
MQII demonstration and Learning
Collaborative protocol. Many partici-
pating sites and test groups (ie, Iowa’s
field testing for the eCQMs) also per-
formed their own internal review.


Training and implementation
occurred during a 2-week feasibility
test. The toolkit was revised based on
the findings of the test, and redis-
tributed for a 3-month use. Data
collection and results are projected to
be finalized in June 2016. During this
same time period, a Learning Collabo-
rative comprised of additional hospital
facility sites will review and utilize the
toolkit in their unique and varied en-
vironments to better understand
existing typical clinical and documen-
tation workflows. The review will be
conducted by an interdisciplinary care
team, made up of a dietitian nutri-
tionist, a nurse, a physician, a speech
pathologist, and other care team
members; the team will work together
to analyze differences between existing
and recommended clinical workflow.


The malnutrition eCQMs and MQII
demonstration toolkit will be available
in the fall of 2016. In the future, the
MQII demonstration toolkit and eCQMs
may be applied across settings, used in
clinical practice improvement, and
have electronic specifications.

THE RDN AS
TRANSFORMATIONAL LEADER
Malnutrition care is an opportunity for
RDNs and their interdisciplinary teams
to champion positive patient out-
comes. As the primary trans-
formational leader responsible for
adopting the malnutrition eCQMs and
initiating the use of the MQII toolkit,
RDNs may be on the forefront of taking
quality of care to the next level within
their nutrition department, patient
units, and hospital setting. They will
play a key role in evaluating their
hospital nutrition care workflow to
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Figure. Example of nutrition care workflow.
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determine which quality improvement
projects are necessary to close the gap
in malnutrition care delivery. In addi-
tion, the RDN will play an integral part
in promoting patient-centered care by
adopting core principles of patient
engagement, activation of self-care,
and shared decision making with pa-
tient and family care givers.
In summary, RDNs will serve as


transformational leaders, advancing
their professional clinical competence
in malnutrition care. The Academy
believes that when the RDN estab-
lishes him- or herself in this leader-
ship role, and works side-by-side with
care team members, it will promote
excellence in performance and a shift
in focus to value-based programs
driven by measurement and the out-
comes achieved.9

May 2016 Volume 116 Number 5
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Validation of the Academy/A.S.P.E.N.
Malnutrition Clinical Characteristics


Rosa K. Hand, MS, RDN, LD; William J. Murphy, MS, RDN, LDN; Lindsey B. Field, MS, RDN, LD; James A. Lee, MSE; J. Scott Parrott, PhD;
Maree Ferguson, PhD, MBA, RDN*, AdvAPD‡; Annalynn Skipper, PhD, RDN; Alison L. Steiber, PhD, RDN

T
OACHIEVE A CONSISTENT AND
accurate definition and diag-
nosis of malnutrition, the
Academy of Nutrition and Di-


etetics (Academy) collaborated with
the American Society of Parenteral and
Enteral Nutrition (A.S.P.E.N.) to develop
clinical characteristics of malnutri-
tion1,2: weight loss over time, inade-
quate energy intake compared with
estimated needs, muscle loss, fat loss,
fluid accumulation, and diminished
grip strength. These characteristics
were intended to distinguish between
severe and nonsevere malnutrition for
adults in all settings.1 The clinical char-
acteristics draw upon earlier work that
recommended identifying acute or
chronic disease/inflammation and so-
cial and environment-related circum-
stances as malnutrition etiologies.3


While the malnutrition clinical charac-
teristics (MCCs) were developed and
published jointly by the Academy
and A.S.P.E.N., both groups recognized
that the body of evidence supporting
the clinical characteristics was limited,
and recommended that they be
validated.
Since the characteristics were


released, researchers at two acute care
academicmedical centers found thatfive
of six MCCs were available in existing
documentation.4 Researchers also found
a relationship between diagnosis of se-
vere malnutrition using the MCCs and
higher hospitalization costs5 and be-
tween a diagnosis of moderate and se-
vere malnutrition and longer hospital
stay.6 However, diagnostic guidelines

have also been released by the
European Society of Parenteral and
Enteral Nutrition7 that are substantially
different from those established by the
Academy and A.S.P.E.N. Therefore, to
provide more confidence for clinicians
and policy makers who wish to use the
MCCs, a pilot study intended to test the
validity of the six MCCs was planned.
Specifically, this pilot study was
intended to establish the feasibility of
data collection and analysis methods
that could be applied in a future,
adequately powered study to test the
validity of the MCCs.
Validating new characteristics such


as the MCCs involves comparing their
sensitivity, specificity, positive and
negative predictive validity, likelihood
ratios, and diagnostic odds ratios8,9 to
results of an existing reference stan-
dard10 that establishes criterion val-
idity. If a reference standard is not
available, these measures of diagnostic
accuracy cannot be calculated.
Although some traditional characteris-
tics such as body mass index and
serum protein levels are used in prac-
tice, there is no accepted, well-
validated standard for diagnosing
malnutrition, eliminating criterion val-
idity from consideration. Subjective
global assessment (SGA) has been well
validated as a measure of malnutrition
in many patient populations,11-13 but
overlap of some characteristics with
the MCCs limits its use as a validation
standard. Another disadvantage of
criterion validity is that it establishes
differences in rather than superiority of
one item or set of items over another.
For example, if the MCCs were
compared with serum albumin con-
centrations or SGA, the result would be
the strength of the association between
the two items and establish only
whether the items are similar or dis-
similar. Neither finding would be use-
ful in the determination of which tool

ª 2

should be used in practice; similarity
would indicate that the MCCs instru-
ment has no more utility than the
other measure, and dissimilarity would
provide no evidence as to which
instrument, if either, was more suc-
cessful in identifying malnutrition.


Without a reference standard or
method to directly measure malnutri-
tion, the MCCs must be validated in
relation to the theoretical framework
upon which it is based (construct val-
idity). The malnutrition workgroup1


defined adult malnutrition as an
imbalance with “insufficient calories,
protein, or other nutrients needed for
tissue maintenance and repair.” A lon-
gitudinal nutrient imbalance cannot be
assessed directly in a single encounter.
However, the role of malnutrition in
morbidity and mortality, decreased
function and quality of life, increased
frequency and length of hospital stay,
and higher health care costs is reason-
ably well established.1 These outcomes
are measurable, and clusters of these
negative outcomes, independent of
confounding factors, indicate the pres-
ence of malnutrition. Therefore, asso-
ciation between presence of the MCCs
and poorer outcomes is a measure of
the positive predictive validity of the
MCCs to correctly identify malnutri-
tion. Thus, the methodology for vali-
dating the MCCs is based on the
theoretical framework illustrated in
Figure 1.


Although using predictive and
construct validity overcomes the need
for a reference standard and provides a
more useful comparison, it raises a new
problem: Ensuring that the influence of
malnutrition on clinical outcomes is
independent of factors such as disease,
comorbidities, severity of illness, age,
sex, or nutrition interventions that may
correlate with outcome. The medical
disease or condition may be responsible
for some or all of the adverse patient
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Figure 1. Malnutrition clinical characteristics (MCC) pilot validation study theoretical framework. The double-lined arrow illustrates
that direct comparison of the MCC to the presence of malnutrition is not possible in the absence of a direct measure of malnu-
trition. The theoretical concept of malnutrition is its detrimental effects on measurable health outcomes (solid lined arrows). The
MCC (dashed lines and arrows) can be compared with these measurable outcomes (dotted lines). Observation that the MCC predict
these outcomes would then necessarily substantiate the characteristics as valid measures of malnutrition.
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outcomes. Separating these effects is
difficult. The role of inflammation, and,
therefore, disease severity, has been
incorporated into the MCC etiologies;
however, when using the validation
construct described above, the disease
process becomes an important con-
founding factor that must be controlled
to isolate the effect of malnutrition on
the outcomes. There are some different
approaches that have been used to
adjust for the presence and severity of
illness, including the Charlson comor-
bidity index (CCI),14 the Elixhauser co-
morbidity measure,15,16 and diagnosis-
related groups (DRGs).17 Each approach
predicts slightly different outcomes and,
therefore, is appropriate for disease
severity adjustment of different study-
related variables.
In addition to validity, the clinical


and scientific utility of the MCCs also
depends on the reproducibility of the
results. The diagnosis for an individual
should be the same if the process is
repeated multiple times over a short
period or by different clinicians (inter-
rater reliability). Therefore, this study
was also designed to assess the inter-
rater reliability between registered
dietitian nutritionists (RDNs) who
obtain and apply the MCCs.

May 2016 Volume 116 Number 5

VALIDATION PILOT TRIAL
DESIGN AND IMPLEMENTATION
The pilot trial was a prospective,
observational validation study. Two
large, tertiary care medical centers
were recruited for the study, as well as
a community hospital where RDNs had
different depths of experience with the
electronic medical record, the
nutrition-focused physical exam for
muscle and fat loss, and diagnosing
malnutrition using the MCCs. Pairs of
RDNs were selected by the clinical
nutrition manager at their site and
trained to gather data. At the tertiary
care centers, one pair was recruited
from the intensive care units (ICUs)
and the other pair from general medi-
cal/surgical floors, whereas at the
community hospital the one pair was
recruited to see patients from any unit.
The goal for each site was to enroll 20
patients. RDNs completed the research
tasks in addition to their general clin-
ical responsibilities; therefore, the
study was designed so that study
activities were integrated into existing
practice as much as possible.
Institutional review board (IRB)


approval was obtained, first provision-
ally, from the American Academy of
Family Physicians IRB, then from the
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participating sites; then with full
approval from the American Academy
of Family Physicians IRB and registered
at clinicaltrials.gov.


RDNs were trained by the study in-
vestigators in two sessions. During the
first training session, RDNs partici-
pated in a 4-hour hands-on nutrition-
focused physical exam workshop that
included two standardized simulation
patients (actors). During the second
session, RDNs were trained to
randomly select eligible patients and
obtain informed consent using locally
approved forms. RDNs were instructed
on the standard definitions and pro-
cedures for collecting each variable
(Figure 2), including grip strength, and
were trained to enter the study data
into the Academy Health Informatics
Infrastructure (ANDHII).18 ANDHII is a
secure, web-based platform that stores
patient data, diagnoses, and interven-
tion details using Nutrition Care Pro-
cess and Terminology (NCPT).


Data Collection
Eligible patients were aged 18 years or
older, able to speak English well
enough to answer questions, able to
give informed consent, referred to the
RDN according to facility policy, and
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Measures of
malnutrition and
inflammation


MCC Weight loss, energy intake, fat loss, muscle loss, fluid accumulation,
handgrip strengthab


Potential inflammatory
markers


C-reactive protein, albumin, prealbumin, white blood cell count,
fever, infection, appetite before hospitalization and in-hospitalab


Other nutrition parameters
for comparison


Subjective global assessmenta


Covariates Patient characteristics Age, sex, race,a marital status, expected primary payer,
intensive care unit stay, previous admissions, previous
oncology admissionsc


Other in-hospital
assessments


EQ-5Dd quality of life, number of falls, number of pressure ulcers at
time of RDN visita


Nutrition care provided
in hospital


Nutrition diagnosis, etiology, signs and symptoms, and
recommended or implemented interventions that
were documented using Nutrition Care Process Terminologya


Outcomes Outcomes Length of stay, discharge location, pressure ulcers, falls,
charges, diagnoses, procedures, 30- and 90-d
readmissions, 30- and 90-d emergency department
visits, death (at index facility)c


aCollected by the primary RDN.
bCollected by the secondary RDN.
cCollected by a clinical nutrition manager with a medical coder.
dEQ-5D¼European Quality of Life-5 Dimensions tool. Euroqol. EQ5D. http://www.euroqol.org/fileadmin/user_upload/
Documenten/PDF/Languages/Sample_UK__English__EQ-5D-5L.pdf. Updated 2009. Accessed July 22, 2013.


Figure 2. Measures of malnutrition, patient covariates, and outcomes collected by the primary registered dietitian nutritionist
(RDN), secondary RDNb, and clinical nutrition manager with a medical coder at each facilityc participating in a pilot study to validate
the malnutrition clinical characteristics (MCC).
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expected to remain in the hospital for
at least 24 hours. Patients were ineli-
gible in cases where an RDN had seen
them previously during their present
admission; in cases where they partic-
ipated in the study during a previous
admission; or in cases where they were
admitted to hospice, palliative care,
psychiatric, maternity, pediatric,
trauma, burn, or day surgery units. To
control for the varying screening and
referral procedures at the participating
facilities, RDNs completed the Malnu-
trition Screening Tool19 for eligible pa-
tients and used the results to enroll an
equal number of at-risk and not-at-risk
patients from sequential admissions.
Because this was a feasibility study and
there were concerns about the eligi-
bility criteria, the number of patients
who were ineligible, and the reasons
for ineligibility were continuously
monitored so that protocol modifica-
tions could be made.
Data were entered under a random


alphanumeric patient identifier, with
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the key maintained at each local site,
which allowed follow-up data to be
collected and matched to each partici-
pant without the investigators being
aware of their identity. ANDHII was
selected as the data aggregation
method because it is integrated with
the NCPT.20 RDNs were required to
enter a nutrition diagnostic statement
(using the NCPT) that was relevant for
the patient as well as any interventions
recommended or implemented by the
RDN caring for the patient.
In addition to the data collected by


the primary RDN, to test interrater
reliability, a second RDN indepen-
dently assessed each patient, within a
24-hour period, for the presence or
absence of malnutrition, its severity,
and context (Figure 2). Sixty days after
patient recruitment had ended at each
site, the clinical nutrition managers
extracted patient outcomes data
(Figure 2). Outcome data were entered
into a standard Excel spreadsheet un-
der the assigned patient identifier and
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aggregated with data entered into
ANDHII.


Analysis Plan
Data were analyzed using RStudio
version 0.98 (2015, RStudio Inc) and R
version 3.1.3 (2015, R Foundation for
Statistical Computing).22 Data from
ANDHII and outcomes data reported by
the facilities were combined and
restructured for analysis using the
following R packages: plyr, dplyr,
magrittr, stringr, Hmisc, xlsx, and
foreign.21-28 Charlson and Elixhauser
comorbidity measures were determined
using the icd9 R package.29 Medicare
Severity-Diagnosis Related Groups (MS-
DRG) cost-weights were determined
with the MS-DRG with Medicare Code
Editor version 32.0 (National Technical
Information Service).


The preliminary analysis focused
on descriptive data, including compar-
ison to other possible markers of
malnutrition and understanding feasi-
bility of data collection. Descriptive
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characteristics were examined using
mean and standard deviation or fre-
quency and percent, as appropriate.
The percent of patients for which a
MCCs assessment was available was
analyzed to determine the feasibility of
data collection. Statistical comparisons
of interrater reliability were not con-
ducted because the sample size was
small, but a cross-tabulation of the
etiology and diagnostic severity selec-
tion for each patient assessed by two
RDNs was conducted.
The validation strategy was designed


for a multivariate analysis that con-
siders all outcomes and covariates
simultaneously, but, as this study was
planned as a pilot study, the number of
patients included in the present study
was insufficient for the full analysis.
Instead, the modeling concepts were
tested via a series of regression models
that evaluated individual outcomes
and selected closely related covariates.
The purpose of this was to demonstrate
that malnutrition diagnosis could be
used to explain a portion of the varia-
tion in outcomes that was independent
of the underlying disease process and
provision of care. The estimated effects
were not generalizable due to the risk
for overfitting inherent to the available
sample size.
For all models, malnutrition diag-


nosis using the MCCs was included as
an independent variable by dividing
patients into three categories: diag-
nosed by both RDNs with moderate
or severe malnutrition (malnourished),
diagnosed by only one RDN with
severe or moderate malnutrition
(inconclusive), or diagnosed by neither
RDN with severe or moderate malnu-
trition (not malnourished). For each
outcome, the type of regression model
used was selected based on the out-
come’s distribution. The covariates
were selected separately for each
model to provide a measure of disease
severity that was most appropriate for
the outcome and a measure of the
health care use associated with the
outcome and improved model fit. Use
of the ICU during the index admission
and intensive nutrition intervention,
defined as a recommendation for oral,
enteral, or parenteral nutrition support
from the primary RDN, were used as
measures of health care use.
For the outcome of the cost of


care, reported total charges were
the dependent variable. Charges are
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unlikely to be comparable between fa-
cilities due to varying cost-to-charge
ratios, so each reported charge total
was converted to a z score by sub-
tracting the mean of total charges for
the same facility and dividing by the
standard deviation of total charges for
the same facility. The resulting depen-
dent variable was approximately nor-
mally distributed and ordinary least
squares regression modeling was used.
MS-DRG cost-weights were used to
adjust for disease severity because
these figures are determined by the
Centers for Medicare and Medicaid
Services to provide an expected cost of
care based on the diagnoses made and
procedures performed during a patient
admission. Both ICU use and intensive
nutrition intervention correlated
weakly with the charges z score, but
the model using intensive nutrition
intervention was selected due to its
improved fit with lesser residuals.
For proximal outcomes, the length of


stay in days of the index admission was
used as the dependent variable because
there were no occurrences of in-
hospital falls or pressure ulcers. The
distribution of this variable was right
skewed and corrected to approximately
normal with a log transformation; or-
dinary least squares regression on the
log-transformed length of stay was used
for modeling. The van Walraven scoring
system for the Elixhauser comorbidity
measure was used to adjust for disease
severity because this measure has been
previously validated to predict length
of stay. Use of the ICU was used as the
measure of the provision of care due
to a moderate correlation with the
outcome.
Distal outcomes were relatively un-


common; the combination (sum) of
occurrences of readmissions, emer-
gency rooms visits, and death were
used as the dependent variable in a
Poisson regression. The CCI was used to
adjust for disease severity due to its
previously validated ability to predict
these outcomes.14 The inclusion of
neither ICU use nor intensive nutrition
intervention contributed large im-
provements in model fit. For consis-
tency with the structure of the other
models, the model that includes
intensive nutrition intervention is pre-
sented because it performed better
than the model including ICU use.
The observed independent effects


of malnutrition on outcomes were
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quantified via a Tukey contrast proce-
dure on the resulting models (using the
multcomp R package30) and reported as
pairwise difference between the
malnourished and not malnourished
patients for each outcome. In addition,
conditional means for each outcome
across the different malnutrition diag-
nosis categories were calculated. For
each outcome, the corresponding
regression equationwas computed with
continuous covariates held at their
average value and categorical covariates
held at their mode value. Unadjusted
conditional means were calculated by
repeating the regression procedures for
each outcome without covariates and
computing the regression equation re-
sults for each category of malnutrition
diagnosis. Figures presenting the con-
ditional mean results were constructed
using ggplot2.31

FINDINGS
Over 6 months, the RDNs screened 332
patients. One hundred fifteen (35%)
were eligible to participate and 28
(24.3% of eligible patients, 8% of
screened patients) agreed to do so.
Reasons for ineligibility were seen
previously by an RDN during the cur-
rent admission (n¼45), no family at
bedside to provide informed consent
(n¼39, consent via telephone was not
approved by local IRBs), and expected
remaining time to discharge <24 hours
(n¼27). The mean age of the patients
was 52 years with a range of 28 to 92
years. Sixty percent (n¼17) were men.
The patients were 82% (n¼23) white
and 18% black or African American
(n¼5). Table 1 presents the data on
body mass index compared with World
Health Organization cutpoints and
Malnutrition Screening Tool and SGA
score distributions of the sample.


The number of readmissions, emer-
gency room visits, mortality, pressure
ulcers, falls, and intensity of nutrition
intervention was available for all 28
patients. Two patients experienced a
single readmission and three experi-
enced two readmissions. One patient
experienced a single emergency room
visit and one experienced two emer-
gency room visits. One patient died. No
patients experienced pressure ulcers or
falls. Intensive nutrition intervention
(oral, enteral, or parenteral nutrition
support) was provided to 18 patients.
Reporting of charges billed by the
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Table 1. Body mass index,
malnutrition screening tool, and
subjective global assessment (SGA)
scores for patients enrolled in a pilot
study to validate malnutrition clinical
characteristics


Category Result


 n (%)!
Body mass indexa


Underweight (<18.5) 0


Normal weight (18.5-24.9) 8 (29.6)


Overweight (25-29.9) 3 (11.1)


Obese (>30) 16 (59.3)


Malnutrition screening
tool score


Not at risk (0 or 1) 9 (32.1)


At risk (2-5) 19 (67.9)


SGA rating overall


SGA-A (well-nourished) 13 (46.4)


SGA-B (suspected or
moderately
malnourished)


8 (28.6)


SGA-B (severely
malnourished)


7 (25.0)


aBased on World Health Organization categories;
calculated as kg/m2.


Table 2. Frequency with which
registered dietitian nutritionists
(RDNs) assessed each malnutrition
clinical characteristic (MCC) by
primary and secondary RDNs
assessing the same 24 patients
enrolled in a pilot trial to assess the
validity of the MCC


MCC variable Frequency


 n (%)!
Energy intake 50 (96.2)


Weight loss 48 (92.3)


Body fat loss 51 (98.1)


Muscle loss 52 (100)


Fluid accumulation 51 (98.1)


Grip strength 33 (63.5)
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hospital and use of intensive care were
available for 13 patients (46.4%). Five of
those patients received intensive care
services during their initial admission.
Billing codes were available for 11
patients. For those patients, the mean
and standard deviation of CCIs were
1.00�1.18, van Walraven-Elixhauser
comorbidity scores were 6.55�8.57,
and DRG cost weights were 3.12�2.79.

MCCs Use
Excluding four instances in which the
MCCs assessment was not completed
or recorded for a patient, the RDNs
assessed all six MCCs for 30 (57.8%) of
the 52 cases (representing observations
by the primary and secondary RDNs),
but were able to diagnose or rule out
malnutrition in 100% of cases. The
availability of each MCC for assessment
is listed in Table 2. Grip strength was
the least-frequently collected MCC
characteristic. It was available for 33
patients (63.5%) despite the availability
of dynamometers in each study facility.
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Muscle mass was the most frequently
assessed (100%).
Agreement between primary and


secondary RDNs about the context of
the malnutrition diagnosis is presented
in Table 3. In five cases (21.8%), the lead
and secondary RDNs selected different
contexts for the evaluation of malnu-
trition; in 16 patients (66.7%), they
reached the same determination about
the presence/severity of malnutrition
(Table 4).

Models Predicting Outcomes
from Malnutrition and Select
Covariates
The relationships between malnutri-
tion and outcomes are presented in
Figure 3. Due largely to the low rate of
reporting for billing data, the number
of patients with complete data for each
of the adjusted models was 11. Unad-
justed models were calculated on the
same 11 patients for comparability.
Malnourished patients experienced
higher charges, longer lengths of stay,
and more frequent undesirable out-
comes in each of the unadjusted and
adjusted models. For all outcomes, the
adjusted models resulted in decreases
in residuals when compared with the
unadjusted models. Although the small
feasibility sample of our study cannot
provide reliable parameter estimates
(not shown), the resulting models do
support the feasibility of the described
modeling approaches for future studies
with larger samples.
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Patients with conflicting (inconclu-
sive) diagnoses were more similar to
well-nourished patients for all out-
comes. The independent effect of
malnutrition diagnosed via the MCCs
on outcomes was observed to be 1.17
standard deviations higher billed
charges and 75% longer lengths of stay
(after adjustment for the severity of
disease and use of health care services),
although these differences were not
statistically significant due to the small
sample size. The same comparison for
the outcome events model did not
yield meaningful results due to the
high residual variance in the models.

IMPLICATIONS FOR FUTURE
RESEARCH
This study demonstrated the feasibility
of both collecting the malnutrition
clinical characteristics as well as a
complex multistep process for vali-
dating the MCCs. Overall, the feasibility
of assessing the six characteristics of
MCCs appeared high, with the excep-
tion of functional status as assessed by
handgrip strength. This is likely due to
the postural and mental status re-
quirements for measuring grip
strength, which makes it inappropriate
for critically ill patients. The sample
here is unlikely to be representative of
hospitalized patients due to the small
sample size, the number of patients
who refused to participate, and the
groups of patients excluded from study
eligibility; therefore, reproducing this
study at full power (estimated n¼600)
is critically important.


The finding that the RDNs disagreed
on context but came to similar con-
clusions on severity of malnutrition
may indicate that further training and
guidance in this area are required, or
that context selection may be unim-
portant in the final diagnosis. Because
the thresholds for malnutrition
severity vary based on context in the
MCCs, further study of both validity
and interrater reliability of the MCCs is
needed. It is possible that the severity
thresholds are not set at levels that are
useful for diagnosing malnutrition in
practice or that inflammatory burden is
too challenging to measure and too
dynamic to incorporate into malnutri-
tion definitions. Further comparison of
the MCCs with SGA, which considers
inflammatory status as one character-
istic rather than an etiology and uses
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Table 3. Cross-tabulations of acute, chronic, and social/environment context selection by primary and secondary registered
dietitian nutritionists (RDNs) assessing the same 24 patients enrolled in a pilot trial to assess the validity of the malnutrition
clinical characteristics


Context Selection
Secondary RDN


Primary RDN


Acute illness
Chronic illness
context


Social/environment
context Total


������������������������������
n (%)


������������������������������!
Acute illness context 2 (8.3)a 11 (45.8) 1 (4.2) 14 (58.3)


Chronic illness context 7 (29.2) 3 (12.5)a 0 10 (41.7)


Social/environment context 0 0 0a 0


Total 9 (37.5) 14 (58.3) 1 (4.2) 24 (100)


aAgreement between primary and secondary RDNs.
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subjective rather than objective cut-
points, may clarify this issue.
Participation of eligible patients was


low (28 participants; 24.3%). The rea-
sons for this were not determined.
Experiences from the Dietetics
Practice-Based Research Network indi-
cate that clinicians can be trained to
rigorously collect research data and
also suggest that it is challenging to
integrate research into practice.32


Nevertheless, using practicing clini-
cians improves the generalizability of
the findings.33 Therefore, continuing to
use the integrated researcher/practi-
tioner model for the proposed fully
powered study is planned.
The outcomes regression models


performed as expected, exhibiting a
reduction in residuals after adjustment
for severity of disease and provision of
care without negating the association
between a malnutrition diagnosis
and poorer outcomes, and this provides
evidence that our modeling approach
will be successful when applied in
the context of a larger study. Single

Table 4. Cross-tabulations of the malnutriti
dietitian nutritionists (RDNs) assessing the


MCC Diagnosis
Secondary RDN


Norma
thresho


����


Normal/MCC threshold not met 10 (41.7


Moderate malnutrition 1 (4.2)


Severe malnutrition 2 (8.3)


Total 13 (51.2


aAgreement between primary and secondary RDNs.
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outcome models such as those
employed in this pilot study, by Guerra
and colleagues,5,6 or by Jeejeebhoy and
colleagues,34 can suggest malnutrition,
but are insufficient for the validation of
diagnostic methods. As defined by
White and colleagues1 and described in
the validation construct (Figure 1),
malnutrition is characterized by the
clustering of multiple poor outcomes.
Therefore, a single outcome model
can establish the relationship between a
diagnosis method and that outcome,
but multivariate analysis of all outcomes
simultaneously is needed to confirm
the presence of malnutrition and vali-
date any diagnostic method. It was
not feasible to complete this multivar-
iate analysis with the sample size of
the present study, but the relative
success of modeling multiple outcomes
independently despite limited sample
size suggests that the validation
construct will be successful when
applied in the context of a larger
study with multivariate analysis of
covariance.

on clinical characteristics (MCC) diagnosis resu
same 24 patients enrolled in a pilot trial to a


Primary RDN


l/MCC
ld not met


Moderate
malnutrition


���������������������������n (%)���


)a 1 (4.2)


1 (4.2)a


2 (8.3)


) 4 (16.7)
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One remaining barrier to the valida-
tion methodology is the challenge in
obtaining medical outcomes and cost
data. One site was unwilling to provide
these data out of concern for facility
reputation. This limited sample size
was significant in the preliminary
analysis but may be resolved contrac-
tually with future sites.


Large-scale studies assessing the val-
idity or reliability of the MCCs have not
yet been published, making the devel-
opment, piloting, and final execution of
these methods important. A report on
the prevalence of malnutrition attemp-
ted to extrapolate to the MCCs’ validity,
but it is generally not feasible to use
retrospective data for the validation of
the MCCs due to unreliable use of In-
ternational Classification of Diseases-
9th edition-Clinical Modification codes
for malnutrition and the fact that some
MCCs may not currently be gathered in
clinical practice.4


There are notable examples of suc-
cessful adjustment to examine the in-
dependent influence of malnutrition

lt by primary and secondary registered
ssess the validity of the MCC


Severe
malnutrition Total


����������������������������!
1 (4.2) 12 (50.0)


1 (4.2) 3 (12.5)


5 (20.8)a 9 (37.5)


7 (29.2) 24 (100)
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Figure 3. Estimated mean values for outcomes by presence or absence of malnutrition for unadjusted (left) and adjusted (right)
models in a pilot study assessing the validity of the malnutrition clinical characteristics (MCC). Moderate and severe malnutrition are
considered together as “Malnourished” and patients with interrater disagreement on malnourishment are presented as “Incon-
clusive.” The adjusted models’ covariates are as follows: A¼diagnosis-related group cost weight and intensity of nutrition inter-
vention for hospital billed charges, B¼van Walraven-Elixhauser comorbidity score and use of intensive care during index admission
for length of stay, and C¼Charlson comorbidity index (CCI) and intensity of nutrition intervention for sum of outcome events.
Estimated means for adjusted models are conditioned on the mean value for continuous covariates and the mode value for
categorical covariates in the model. Eighty percent CIs of the mean present relative differences in uncertainty and should not be
used as indicators of significant differences between estimates.
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on patient outcomes. Lim and col-
leagues35 used DRGs to determine the
independent influence of malnutrition
on length of stay, readmissions, mor-
tality, and cost and showed malnutri-
tion had significant independent
adverse influence on clinical outcomes
in adult hospital patients. Agarwal and
colleagues36 used patient clinical
complexity level to account for the
confounding effect of disease on out-
comes in multivariate regression
models. Patient clinical complexity
level scores are based on the DRG sys-
tem and represent the additive effect of
a patient’s complications and comor-
bidities. The study found an indepen-
dent association between malnutrition
and poor food intake and length of
stay, readmissions, and mortality in a
general adult acute care population.
Philipson and colleagues37 used the CCI
to account for differences in comor-
bidities in an observational study on
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the influence of oral nutrition supple-
ments on patient outcomes.


PRACTICE APPLICATIONS
Although this was a small pilot study,
it was carefully designed to overcome
the theoretical and practical chal-
lenges in validation of a construct
when there is no reference standard.
This important work must continue
so that malnutrition diagnosis can
be standardized and validated.
Improving patient care through nutri-
tion intervention is a high priority,
but a necessary first step is to agree
upon how to diagnose malnutrition.
Identifying whether accepted nutri-
tion interventions improve outcomes
in patients with a malnutrition diag-
nosis will serve as additional data to
support the validity of the MCCs. Re-
sults of a larger validation study using
this methodology will identify
whether modifications to the MCCs

ION AND DIETETICS

are warranted and set direction for
further studies of malnutrition diag-
nosis and intervention. Adoption of
the MCCs to standardize malnutrition
diagnosis is recommended; however,
clinicians and facilities that adopt the
MCCs should be prepared for potential
changes in the definition as validity
and reliability evidence accumulates.
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Representation at Meetings and Events Calendar 
2017-2018  


 
 
 


   


Criteria for Representation at Meetings or Events:  
• The philosophy and values of the external organization are consistent with that of the Academy. 
• The meeting or event supports the Academy’s strategic direction. 
• The expected outcomes of representation are pre-established. 
• The human capital and financial resources required of the Academy are reasonable and within budget.  
• The external organization is willing to incur the direct and indirect associated costs, whenever possible. 
• The organization’s membership and leadership include a significant portion of Academy members or potential Academy members. 
• The Academy is not expected to endorse or help position any commercial product(s) or service(s). 


 
 


DATE 
 


MEETING 
 


LOCATION 
BOARD OF DIRECTORS 


REPRESENTATIVE 
REPORT 


SUBMITTED 
 


COST 
May 3-7, 2017 American Association of Clinical Endocrinologists 


Annual Meeting 
Austin, TX J. Dantone-DeBarbieris Yes  


May 4-5, 2017 Food Systems Engagement Meeting hosted by the 
Food Service Guidelines Collaborative 


Bipartisan Policy 
Center in 
Washington, DC 


L. Beseler Yes Airfare and Hotel 
$900 


May 9, 2017 Special Olympics and Association of University 
Centers on Disabilities Inclusive Health Forum 


Washington, DC L. Beseler  Yes Costs covered by 
host organization 


May 10-12, 2017 Partnership for a Healthier America Summit Washington, DC MP Raimondi  N/A 


May 10-12, 2017 New York State Academy of Nutrition and Dietetics Lake Placid, NY L. Beseler N/A Costs covered by 
Affiliate 


May 12, 2017 Maryland Academy of Nutrition and Dietetics Linthicum Heights, 
MD 


L. Beseler  N/A Costs covered by 
Affiliate 


May 11-12, 2017 West Virginia Academy of Nutrition and Dietetics 
Annual Conference 


Huntington, WV D. Martin N/A Costs covered by 
Affiliate 


May 17-18, 2017 Ohio Academy of Nutrition and Dietetics Annual 
Conference 


Cleveland, OH BOD Members, as schedule 
permits 


N/A Costs covered by 
Affiliate 


May 19-20, 2017 Board of Directors Meeting Cleveland, OH BOD Members N/A  


June 1, 2017 Brook Army Medical Center Dietetic Internship 
Program 


San Antonio, TX L. Farr Yes Costs covered by 
host organization  


June 2-3, 2017 Dietitians in Nutrition Support Symposium  Scottsdale, AZ M. Russell Yes Costs covered by 
host organization  


June 6, 2017 American College of Cardiology Roundtable  Washington, DC W. Karmally  Yes Costs covered by 
host organization 


June 6-8, 2017 ANFP Annual Conference Las Vegas, NV B. Richardson  Yes Hotel $180 
Registration/ 
airfare covered by 
organizer 
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DATE 
 


MEETING 
 


LOCATION 
BOARD OF DIRECTORS 


REPRESENTATIVE 
REPORT 


SUBMITTED 
 


COST 
June 7-10, 2017 Dietitians of Canada St. John’s, NL M. Yadrick Yes Comp registration 


by DC 
June 9, 2017 Arizona Academy of Nutrition and Dietetics 


Conference 
Phoenix, AZ D. Martin Presenter Costs covered by 


Affiliate 
June 14-16, 2017 HLT Summer Retreat Chicago, IL HLT Members N/A  


June 14-15, 2017 United Fresh Produce Presentation: School Nutrition 
and Public Policy 


Chicago. IL D. Martin Presenter Covered by host 
organization 


June 25-26, 2017 Public Policy Workshop Washington, DC D. Martin, M. Russell, 
L. Beseler, D. Polly, M. Kyle,  
L. Farr, M. Lites, P. Babjak,  
K. Concannon (speaker) 


N/A  


June 28-29, 2017 Foundation Board of Directors Meeting Chicago, IL M. Russell, P. Babjak,  
Foundation BOD members 


N/A  


June 29, 2017 Marketing Food Through Hope, Not Fear Rosemont, IL D. Martin Presenter Covered by host 
organization  


July 6-7, 2017 Nominating Committee Planning Meeting Chicago, IL L. Beseler, P. Babjak N/A Covered by NC 


July 9-12, 2017 School Nutrition Association Conference  Atlanta, GA D. Martin Yes Comp registration 
and housing. 


July 16, 2017 Florida Food and Nutrition Symposium Fort Lauderdale, FL D. Martin Presenter Costs covered by 
Affiliate 


July 19-21, 2017 Board Retreat Austin, TX BOD Members N/A  


July 22, 2017 UNF DCN Leadership Institute  Jacksonville, FL L. Beseler  N/A Covered by UNF 


August 1, 2017 Feeding America Washington, DC D. Martin   


August 4-10, 2017 AADE Annual Conference Indianapolis, IN J. Dantone-DeBarbieris Yes $1250.00 for 
hotel/travel 
Comp reg 


August 11, 2017 UAB School of Health Professions Alumni Program 
and UAB DI Certificate Ceremony 


Birmingham, AL D. Martin Presenter Covered by host 
organization 


August 15-18, 2017 
  


Association of Healthcare Foodservice (AHF) 2017 
Annual Conference 


National Harbor, MD M. Yadrick  50/50 between 
Academy and 
Computrition/ 
comp reg. (last 
year) 


August 21, 2017 Minneapolis Public School Nutrition Program Minneapolis, MN D. Martin Presenter Covered by host 
organization 


August 23-24, 2017 Catawba Retreat Catawba, OH D. Martin, M. Yadrick, P. Babjak,  
J. Dodd, A. Stieber, MB. Whalen,  
B. Labrador, S. Finn 


N/A BOD flights 
approx. $500 
Accommodation 
by Organizer 
covered  


September 6, 2017 Winthrop University 100th Birthday in Dietetic 
Education  


Rock Hill, SC L. Beseler Presenter Costs covered by 
host organization 
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DATE 
 


MEETING 
 


LOCATION 
BOARD OF DIRECTORS 


REPRESENTATIVE 
REPORT 


SUBMITTED 
 


COST 
September 14-15, 2017 Board of Directors Meeting Chicago, IL BOD Members N/A  


September 15-16, 2017 ASMBS National Obesity Collaborative Care Summit Chicago, IL L. Beseler Yes Costs covered by 
Organizer 


September 22, 2017  ILSI North America Working Group on Personalized 
Nutrition Roundtable 


Webinar A. Steiber N/A  


October 4, 2017 World Food Program- McGovern-Dole Leadership 
Award 


Washington, DC D. Martin 
J. Blankenship 


N/A Comp. tickets 
(Milton) 
Flights: 
Hotel: 


October 14-17, 2017 Mexican College of Nutrition International Congress Mexico City, Mexico D. Martin  Costs covered by 
host organization 


October 15-20, 2017 International Congress of Nutrition  Buenos Aires, 
Argentina  


E. Boyd Kappelhof (presenting in 
place of A. Steiber) 


Presenter Covered by 
presenter 


October 18-20, 2017 World Food Prize  Des Moines, IA E. Bergman  Yes Registration 545 
Hotel $600 


October 20-21, 2017 HOD Fall Meeting Chicago, IL BOD Members  N/A  


October 21-24, 2017 Food and Nutrition Conference and Expo Chicago, IL BOD Members N/A  


October 29- November 2 Obesity Week Washington, DC L. Beseler 
D. Enos 


Yes  


November 6, 2017 Obesity Medicine Education Collaborative (OMEC) 
Survey 


N/A H. Raynor N/A  


November 9-10, 2017 Nominating Committee Selections Meeting Chicago, IL L. Beseler, P. Babjak N/A Covered by NC 


November 14, 2017  Cook County Consent Agenda: 100th Anniversary 
Recognition  


Chicago, IL M. Russell 
M. Whalen 


N/A  


November 17-19, 2017  2nd National Congress on Prevention of Diabetes and 
Its Complications 


Atlanta, GA L. Beseler, D. Martin,  
J Dantone-DeBarbieris, M. Kyle 


Presenters Costs covered by 
host organization  


December 3, 2017 Case Western Reserve Commencement Speech Cleveland, OH L. Beseler Presenter  


December 4-5, 2017 Illinois Site Visit -- School Food Service Equipment 
Modernization Project 


Chicago, IL M. Russell N/A  


December 4-5, 2017 Cardiometabolic Health and Diabetes Summit Dallas, TX R. Anding  Costs covered by 
host organization 


December 15, 2017 Stamford University Awards Ceremony Keynote Birmingham, AL D. Martin  Presenter Costs covered by 
host organization 


January 19, 2018 
11:00am – 1:00pm CT 


Board Business Webinar Meeting  BOD Members N/A N/A 


January 22-25, 2018 ASPEN Nutrition Science and Practice Conference Las Vegas, NV M. Russell   


January 26-28, 2018 HLT Winter Retreat Chicago, IL HLT Members N/A  


February 21-22,2018 Committee Appointment Meeting Chicago, IL M. Russell, M. Kyle N/A  
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DATE 
 


MEETING 
 


LOCATION 
BOARD OF DIRECTORS 


REPRESENTATIVE 
REPORT 


SUBMITTED 
 


COST 
February 22-23, 2018 Board of Directors Meeting Chicago, IL BOD Members N/A  


March 1-4, 2018 Alaska Academy of Nutrition and Dietetics Anchorage, AK D. Martin Presenter Recipient of $500 
Grant. Remainder 
of cost covered 
by Affiliate  


March 14, 2018 North Dakota Academy of Nutrition and Dietetics Bismarck, ND S. Brantley Presenter Recipient of $500 
Grant. Remainder 
of cost covered 
by Affiliate 


March 14-16, 2018 Alabama School Nutrition Association/ Alabama 
Academy of Nutrition and Dietetics  


Birmingham, AL D. Martin Presenter Covered by host 
organizations 


March 15-17, 2018 Clinical Nutrition Managers DPG Symposium  Albuquerque, NM M. Russell Presenter Costs covered by 
host organization 


March 22-23, 2018 Illinois Academy of Nutrition and Dietetics  TBD  
Awaiting Speaker Request Form 


Presenter Covered by 
Affiliate 


March 28-29, 2018 Georgia Academy of Nutrition and Dietetics Atlanta, GA D. Martin Presenter Covered by 
Affiliate 


April 5-6, 2018 West Virginia Academy of Nutrition and Dietetics Morgantown, WV H. Barkoukis Presenter Cost covered by 
Affiliate 


April 5-7, 2018 Pennsylvania Academy of Nutrition and Dietetics Grantville, PA D. Martin Presenter Cost covered by 
Affiliate 


April 6, 2018 Board Webinar  BOD Members N/A  


April 11-12, 2018 Indiana Academy of Nutrition and Dietetics Fisher, IN D. Martin Presenter Cost covered by 
Affiliate 


April 11-12, 2018 Wisconsin Academy of Nutrition and Dietetics 
(scheduled to present the morning of April 12) 


Wisconsin Dells, WI M. Russell Presenter Cost covered by 
Affiliate 


April 13, 2018 South Carolina  Academy of Nutrition and Dietetics 
(scheduled to present on April 13 at 3pm) 


Columbia, SC M. Russell Presenter Cost covered by 
Affiliate 


April 13, 2018 Vermont Academy of Nutrition and Dietetics Burlington, VT D. Polly  Presenter Recipient of $500 
Grant. Remainder 
of cost covered 
by Affiliate 


April 13-14, 2018 Nevada Academy of Nutrition and Dietetics Las Vegas, NV D. Martin Presenter Cost covered by 
Affiliate 


April 15-17, 2018 Washington Academy of Nutrition and Dietetics Seattle, WA D. Martin Presenter Cost covered by 
Affiliate 


April 18-20, 2018 Idaho Academy of Nutrition and Dietetics Sun Valley, ID D. Martin Presenter Recipient of $500 
Grant. Remainder 
of cost covered 
by Affiliate 


April 19, 2018 Arkansas Academy of Nutrition and Dietetics 
(scheduled to present the morning of April 19) 


Little Rock, AR D. Polly Presenter Cost covered by 
Affiliate 


April 19, 2018 Minnesota Academy of Nutrition and Dietetics Minneapolis, MN L. Beseler Presenter Cost covered by 
Affiliate 


April 20, 2018 Oklahoma Academy of Nutrition and Dietetics TBD L. Beseler Presenter Cost covered by 
Affiliate 


April 20-23, 2018 HLT Spring Retreat Chicago, IL  HLT Members, P. Babjak N/A  
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DATE MEETING LOCATION 
BOARD OF DIRECTORS 


REPRESENTATIVE 
REPORT 


SUBMITTED COST 
April 21-25, 2018 ASN/Experimental Biology San Diego, CA A. Steiber (tentative) Comp registration 


Flight and hotel $ 
500 (last year) 


April 27, 2018 Maine Academy of Nutrition and Dietetics Waterville, ME L. Beseler Presenter Recipient of $500 
Grant. Remainder 
of cost covered 
by Affiliate 


April 27, 2018 Delaware Academy of Nutrition and Dietetics Dover, DE D. Martin Presenter Costs covered by 
Affiliate 


May 3-5, 2018 California Academy of Nutrition and Dietetics  
(scheduled to present on May 3 at 8-9am) 


Pomona, CA D. Martin Presenter Costs covered by 
Affiliate 


May 10-11, 2018 Board of Directors Meeting Chicago, IL BOD Members N/A 
May 10-11, 2018 XVII Congress of Food and Nutrition (Portuguese 


Association of Nutrition) 
Lisbon, Portugal M. Yadrick Costs covered by 


host organization 


May 16-20, 2018 2018 AACE Annual Meeting – 27th Annual 
Scientific & Clinical Congress 


Boston, MA J. Dantone-DeBarbieris 


May 18, 2018 Food Management Roundtable (Tentative) Chicago, IL D. Martin, M. Russell, P. Babjak Flight and Hotel $ 


May 20-22, 2018 New York State Academy of Nutrition and Dietetics Niagara Falls, NY D. Martin Presenter Cost covered by 
Affiliate  


May 22-24, 2018 National Restaurant Association Annual Meeting Chicago, IL TBD Comp 
registration. 
Flight and Hotel $ 


June 1-4, 2018 ANFP Annual Conference and Expo Orlando, FL B. Richardson Comp registration  


June 6-9, 2018 Dietitians of Canada Vancouver, BC M. Russell, P. Babjak Comp registration 
Flight and Hotel 
$1700 (last year) 


July 6-8, 2018 7th Asian Congress of Dietetics Hong Kong TBD Inquiring with 
organizers 
regarding costs 


July 8-11, 2018 School Nutrition Association Annual Conference Las Vegas, NV D. Martin Comp registration 
and housing. 


July 15-18, 2018 IFT Annual Meeting & Food Expo 2018 Chicago, IL M. Russell, P. Babjak Comp 
registration.  


July 18-20, 2018 Board of Directors Orientation and Retreat TBD Board members N/A 


August 17-18, 2018 AADE Annual Conference Baltimore, MD J. Dantone-DeBarbieris Comp registration 
Flight and Hotel 


November 7-8, 2018 Iowa Academy of Nutrition and Dietetics Des Moines IA J. Dantone-DeBarbieris Presenter Recipient of $500 
Grant. Remainder 
of cost covered 
by Affiliate 
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Joan

 

 

Joan Schwaba, MS, RDN, LDN

 

Director, Strategic Management 

 Academy of Nutrition and Dietetics 

 120 S. Riverside Plaza, Suite 2190 

 Chicago, Illinois 60606-6995 

 Phone: 312-899-4798 

 Fax number: 312-899-4765 

 Email: jschwaba@eatright.org 
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62. November 28 4Ps Call

From: Joan Schwaba <JSchwaba@eatright.org>

To: DMartin@Burke.k12.ga.us <DMartin@Burke.k12.ga.us>,

peark02@outlook.com <peark02@outlook.com>, 'Lucille Beseler'

<lbeseler_fnc@bellsouth.net>, Jeanne Blankenship

<JBlankenship@eatright.org>

Cc: Patricia Babjak <PBABJAK@eatright.org>

Hidden

recipients:

dmartin@burke.k12.ga.us

Sent Date: Nov 17, 2017 16:12:01

Subject: November 28 4Ps Call

Attachment: 11-28-17 Agenda.pdf
Att 2.0 PEW Grant Report 11-15-17.pdf
Att 3.0 Interdisciplinary Collaboration for Malnutrition.pdf
Att 4.0 Meetings and Events Calendar_.pdf

Attached are the agenda and supporting
materials for the 4Ps call scheduled for Tuesday,
November 28 at 11:30am CT/12:30pm ET. Your
review and input are welcome. 
 

To participate on the call, please use the following dial-in numbers.

 

 

Dial-In Number:                1-866/477-4564

 

Conference Code:              47 06 63 11 73

 

 

Best regards, 

Joan

 

 

Joan Schwaba, MS, RDN, LDN

 

Director, Strategic Management 

 Academy of Nutrition and Dietetics 

 120 S. Riverside Plaza, Suite 2190 

 Chicago, Illinois 60606-6995 

 Phone: 312-899-4798 

 Fax number: 312-899-4765 

 Email: jschwaba@eatright.org 
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NOVEMBER 28, 2017 
12:30 PM EST 
11:30 AM CST    
4Ps TELECONFERENCE                                                      
 
 
Dial-In Number - 8 6 6 / 4 7 7 - 4 5 6 4    Participant Code - 47 06 63 11 73   Host Code - 9 2 7 9   
 
    


TIME AGENDA ITEM PRESENTER 


11:30 am CST 1.0 Call to Order/Welcome  D. Martin 


 2.0 PEW Grant Report J. Blankenship 


 3.0 Interdisciplinary Collaboration for Malnutrition  M. Russell 


 4.0 Meetings and Events Calendar 


- Cook County Consent Agenda: 100th 
Anniversary Recognition 


 - 2nd National Congress on Prevention of 
Diabetes and Its Complications 


D. Martin 


M. Russell 


 
D. Martin/ 
L. Beseler 


 5.0 Next 4Ps Call:  
Tuesday, December 12  
11:30am CST/12:30pm EST 
for 1 ½ hours 


D. Martin 


1:00 pm CST 6.0  Adjournment D. Martin 
 
 
 
 
 Attachment [material(s) to be reviewed] 
  Attachment will be provided prior to the call 


  





		NOVEMBER 28, 2017

		4Ps TELECONFERENCE                                                    
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School Foodservice Equipment Modernization Project Update 
 


 
1. Hill Visits 


• Meetings scheduled for November 16, 2017 with bill sponsors, appropriators and other 
key leaders 


o Field testing of Leave Ahead/Behind and Frequently Asked Questions resources 
o Date of bipartisan Congressional briefing and advocacy day will be confirmed 


with bill sponsors 
 


2. Site Visits -- November – December, 2017 
 


Goal: Demonstrate the impact of school foodservice equipment upgrades to improved and 
cost-effective delivery of child nutrition programs and services. 


 
Objectives: 


 
• Explain the link between child nutrition programs and Academic readiness, performance and 


outcomes. 
 
• Showcase schools that have benefitted from equipment upgrades with emphasis on 


decreased food waste, improved temperature control, occupational safety, efficiency, etc. 
 
• Demonstrate the need for equipment upgrades in schools that have not received grants and 


describe the impact on the site’s ability to serve fresh, safe, and appetizing meals. 
 
• Relate the breadth of programs and services that benefit from equipment upgrades beyond 


school lunch such as breakfast and dinner, and summer feeding programs among others. 
 
• Describe the role that school foodservice sites play in communities during natural disasters 


and emergencies. 
 
• Highlight local initiatives and collaboration including farm to table, school gardens and after-


school nutrition education programs. 
 


Tactics: 
 


Site visits will be scheduled in 6 states that allow for the objectives of the project to be fulfilled.  
Meetings will be scheduled with the food service directors or other contacts.  Interviews will be 
conducted with local directors, principals, community leaders, and other VIPs.  The interviews 
and tour of the facility will be captured on video.  Clips from the various sites will be used to 
create a video that will be featured during a Congressional briefing on December 13th. 


 
States for site visits: 


 
California  November 28    Dayle Hayes 
Georgia  November 29  Donna Martin 
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Illinois  December 5  Mary Russell 
New York December 7  Donna Martin 
North Dakota November 15  Dayle Hayes 
Pennsylvania November 20  Donna Martin 
 


Site Visit Agenda: 
 


Each site visit will be approximately 3 hours in length and will be adjusted to the needs of the 
food service director. 


 
The project lead will work with each site to identify 2-5 individuals to showcase in the tour and 
videos such as teachers, principals, school lunch professionals, coaches, community leaders, 
superintendents, public health officers and others. 


 
Approximately 1 hour will be scheduled before or after the tour of the facility with 15 minutes of 
interview for each identified stakeholder including the food service director and other identified 
personnel.  Questions will be shared with the stakeholders prior to the event. 
 
Approximately one hour will be scheduled to tour the facility and record the equipment and use 
of the equipment in meal preparation.  Approximately one hour will be spent observing and 
recording meals or special programs and services including VIPs interacting with students and 
students eating meals. 


 
Sample Interview Questions: 


 
• How do child nutrition programs make a difference in the lives of the children in your 


school/district? 
 
• What are some of the challenges and successes for school foodservice professionals when it 


comes to meeting the needs of students while managing resources? 
 
• How have equipment upgrades changed your ability to serve fresh and healthy foods to 


students? 
Or 
• How is older and outdated equipment preventing you from serving more fresh and healthy 


food to students? 
 
• What role does the school foodservice program play in your community beyond serving 


meals to children? 
 
• What unique programs and services does your program offer? 
 


3. Story Collection 
 


A meeting was held with leaders of the School Nutrition Dietetic Practice Group on October 23, 
2017.  The DPG will be working with the project leaders to collect stories and photographs of 
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equipment challenges and successes.  The examples will be incorporated into the video that is 
shown at the Congressional briefing on December 13, 2017. 
 
The School Nutrition Association Foundation is also sharing submissions from its equipment 
grant program that will be incorporated into the video. 
 


4. Advocacy Day 
 


A hill day is scheduled in conjunction with the planned briefing on December 13.  The day is 
open to any groups and/or individual interested in the topic.  A save the date has been sent to 
Academy of Nutrition and Dietetics members.  Registration will open on November 20, 2017. 
 
Collaborating organizations have been identified and will be invited to the briefing and the 
advocacy day.  These include:  School Nutrition Association, Food Research and Action Center, 
Mission Readiness among others. 
 
We anticipate at least 100 advocates that will be divided into teams.  Visits will be scheduled 
with targeted Congressional offices. 
 
A social media campaign will be held in conjunction with the advocacy day and will include a 
hosted twitter chat prior to the event. 
 
A communication plan has been developed that includes press releases and communications 
directed toward members of Congress. 


 
5. Briefing – December 13, 2017 


 
Confirmed speakers:   Jane Balek, School Nutrition Foundation 


Rudy Falana, Superintendent, Burke County Public Schools (Georgia) 
   Dayle Hayes, School Meals that Rock 
   Donna Martin, President, Academy of Nutrition and Dietetics 


Rodney Taylor, Fairfax County Public Schools 
 
 
Submitted Electronically: 
 
Jeanne Blankenship, MS RD 
Vice President, Policy Initiatives and Advocacy 
November 15, 2017    
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From: Patricia Babjak  
Sent: Tuesday, November 14, 2017 7:07 PM 
To: peark02@outlook.com 
Cc: Sharon McCauley <smccauley@eatright.org> 
Subject: RE: Re [CNM-2012] malnutrition 


Dear Mary, 


I agree that the latest post is concerning. Because this has been an issue of dialogue for quite some time (please 
see the attached response dated May 4, 2017), I’m placing it on the next 4Ps call for discussion.  


Best regards,  
Pat 
Patricia M. Babjak 
Chief Executive Officer 
Academy of Nutrition and Dietetics 
120 S. Riverside Plaza, Suite 2190 
Chicago, Illinois 60606-6995 
Phone: 312/899-4856 
Email: pbabjak@eatright.org  
+++++++++++++++++++++++++++++++++++++++++++++++++++ 


-----Original Message----- 
From: Patricia Babjak  
Sent: Thursday, May 04, 2017 10:05 AM 
To: Heather Nagy <heatherhn@live.com> 
Subject: RE: Threat to RD future 


Good afternoon Heather, 
Thank you for your inquiry. Malnutrition has been and continues to be a significant priority for the 
Academy. We have many projects, resources and upcoming work related to demonstrating how RDNs lead 
efforts to decrease hospital-acquired malnutrition, malnutrition in the community, food insecurity and the 
global burden of malnutrition.  


As I am sure you are acutely aware, malnutrition is at the heart of our role as clinicians, where much of 
what we do is focused on treating or preventing different aspects of malnutrition. Since it affects quality of 
life, individual and system costs and health outcomes, we do not move in isolation on malnutrition; the 
Academy supports a collaborative approach with our nursing, pharmacist and physician colleagues to 
address malnutrition by all members of the hospital team. As an example of our strategies to work 
collaboratively, please see the attached article, “Critical Role of Nutrition in Improving Quality of Care: 
An Interdisciplinary Call to Action to Address Adult Hospital Malnutrition” (Tappenden et al JAND 
2014). 


We are working in collaboration with key stakeholders to lead both research (see attached pilot trial paper 
by Hand et al JAND 2016) and quality efforts (see the attached by McCauley JAND 2016). In addition to 
these key papers, the Academy’s website contains details of our work in malnutrition: 
(http://www.eatrightpro.org/resources/practice/practice-resources/malnutrition). 


My perspective after reviewing the white paper “Malnutrition In Hospitalized Adult Patients: The Role of 
the Clinical Nurse Specialist” is that the paper does not suggest that the CNS is encroaching on the RDN’s 
scope of practice. The CNS is supporting its own “scope of practice to use and apply specialty specific 
knowledge and skills with nursing practice standards to influence bedside nursing practice and system and 
organizational policies, procedures and programs” (page 14). 
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The white paper states that the Clinical Nurse Specialist call to action is to consult with and engage 
interprofessional health care teams to prioritize optimal nutrition in patient care management. CNS’s are 
asking the nursing profession to recognize the prevalence of malnutrition and the important role that 
nursing plays as a member of the interprofessional team. Nursing should support the importance of 
screening and use of screening tools in patient care and evaluation. Nutrition as a broad review has long 
been a component of nursing assessment. The “nursing nutritional assessment” may not be the same as 
what RDNs perform.  


It appears the CNS wants nursing to step up their game and be a contributing team member in addressing 
the needs of patients with malnutrition. If nursing does not function in accomplishing its components, the 
hospital’s clinical workflow process for malnutrition is compromised, leading to gaps in intervention and 
care planning. It is critical that RDNs collaborate with their team colleagues and lead the discussion at the 
facility level.  


In conclusion, I absolutely agree with you that malnutrition is an area where the RDN needs to lead. The 
Academy also believes that making other disciplines aware of and collaborating on malnutrition is in the 
patient’s best interest. 


Please do not hesitate to contact me with additional concerns. 


Best regards, 
Pat 
Patricia M. Babjak 
Chief Executive Officer 
120 S. Riverside Plaza, Suite 2190 
Chicago, Illinois 60606-6995 
312/899-4856 


-----Original Message----- 
From: Heather Nagy [mailto:heatherhn@live.com] 
Sent: Wednesday, April 19, 2017 7:41 PM 
To: Patricia Babjak <PBABJAK@eatright.org> 
Subject: Threat to RD future 


What is our organization doing to stop this obvious attempt to take over our scope of practice area?  We 
have allowed so many others to do so in outpatient counseling, weight loss, diabetes, etc., please don't tell 
me you are going to now allow this intrusion in to hospital dietetics practice? 
http://nacns.org/wp-content/uploads/2017/01/Malnutrition-Report.pdf 


Heather Nagy, MS, RD, LD, CDE 
++++++++++++++++++++++++++++++++++++++++++++++++++++ 
From: Mary Russell [mailto:peark02@outlook.com]  
Sent: Tuesday, November 14, 2017 11:40 AM 
To: Patricia Babjak <PBABJAK@eatright.org>; Sharon McCauley <smccauley@eatright.org> 
Subject: Re [CNM-2012] malnutrition 


Good morning Pat, 


In the past I have been a CNM member and was on their listserv. I took a hiatus and recently rejoined. 


This latest post is quite concerning. I agree that working on malnutrition is an interdisciplinary process however 
Lynne has excellent points about the preeminent role of the RDN. 
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Not sure this is a 4P topic exactly--it is certainly an issue I'd like to focus on during my term if not before. 
What's your advice on how to work on this? 


Earlier in this CNM post, Pam C and Laura Matarese criticized the Academy/ASPEN malnutrition consensus 
criteria at some length--Ainsley Malone, Louise Merriman and Terese Scollard noted this, and I understand that 
Ainsley (in her paid ASPEN role) reached out to Alison and to Marsha S. 


Thank you, 
Mary 


From: cnm-2012@mail-list.com <cnm-2012@mail-list.com> on behalf of Kurz, Lynne 
<lynne.kurz@aurora.org> 
Sent: Tuesday, November 14, 2017 10:05 AM 
To: cnm-2012@mail-list.com  
Subject: RE: [Ext] [CNM-2012] FW: malnutrition  


Don't know how many of you have taken a moment to read over the document attached by Melissa - but it is 
quite concerning.  The white paper advocates for the CNS to be the leader in the area of malnutrition and the 
nutritional care of the patient.  There is limited mention of interdisciplinary collaboration.  Abbott Nutrition is 
the supportive organization and of course the first line of intervention identified is use of oral supplementation. 
I believe that collaboration in the care of the patient is crucial and I won't argue that the nurse in general is in a 
unique position to recognize nutritional issues in patients from the point of admission and forward. However, 
the dietitian must play a major role in the nutritional care of the patient and be the driver of its implementation 
in the organization's setting. As many have stated, dietitians must embrace our profession, our expertise and the 
role that we should play in the care of the patient, otherwise we stand to lose that.  I would hate to be the 
dietitian sitting in the background while the nursing staff drove the nutrition care protocols in the hospital in 
which I was employed. 


Lynne D. Kurz, MS, RD, CD 
Aurora Health Care System Manager, Clinical Nutrition 
T: 414 219 4893 C: 414 640 8451  Lynne.kurz@aurora.org 


-----Original Message----- 
From: cnm-2012@mail-list.com [mailto:cnm-2012@mail-list.com] 
Sent: Monday, November 13, 2017 11:50 AM 
To: cnm-2012-ml@mail-list.com 
Subject: RE: [Ext] [CNM-2012] FW: malnutrition 


This message was sent by Reed Melissa MelissaReed@IamMorrison.com 
I also recently found this article <http://cirrus.mail-list.com/cnm-2012/03318084.html> I have not heard of this 
position in my hospital... has anyone else????  
Melissa 
Melissa Miceli Reed MA, RD, LDN 
System Clinical Nutrition Manager/Morrison Healthcare 
W: 504-842-3358        Fax: 504-842-3354   C: 985-445-7282   MelissaReed@iammorrison.com 


-----Original Message----- 
From: cnm-2012@mail-list.com [mailto:cnm-2012@mail-list.com] On Behalf Of  
Pamela Charney Sent: Monday, November 13, 2017 10:09 AM To: cnm-2012@mail-list.com  
 Subject: [Ext] Re: [CNM-2012] FW: malnutrition 


Attachment 3.0


3



mailto:cnm-2012@mail-list.com

mailto:cnm-2012@mail-list.com

mailto:lynne.kurz@aurora.org

mailto:cnm-2012@mail-list.com

mailto:Lynne.kurz@aurora.org

mailto:cnm-2012@mail-list.com

mailto:cnm-2012@mail-list.com

mailto:cnm-2012-ml@mail-list.com

mailto:MelissaReed@IamMorrison.com

http://cirrus.mail-list.com/cnm-2012/03318084.html

mailto:MelissaReed@iammorrison.com

mailto:cnm-2012@mail-list.com

mailto:cnm-2012@mail-list.com

mailto:cnm-2012@mail-list.com





The Journal of the Academy of Nutrition
and Dietetics, Journal of Parenteral and
Enteral Nutrition, and MEDSURG Nursing
Journal have arranged to publish this
article simultaneously in their publica-
tions. Minor differences in style may
appear in each publication, but the article
is substantially the same in each journal.


Copyright ª 2013 by the Academy of
Nutrition and Dietetics, American Society
for Parenteral and Enteral Nutrition, and
Academy of Medical-Surgical Nurses.


2212-2672/$36.00
doi:10.1016/j.jand.2013.05.015
Available online 17 July 2013
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FROM THE ACADEMY
Attachment 3.0

Critical Role of Nutrition in Improving Quality of Care:
An Interdisciplinary Call to Action to Address Adult
Hospital Malnutrition
Kelly A. Tappenden, PhD, RD, FASPEN; Beth Quatrara, DNP, RN, CMSRN; Melissa L. Parkhurst, MD; Ainsley M. Malone, MS, RD;
Gary Fanjiang, MD; Thomas R. Ziegler, MD

ABSTRACT
The current era of health care delivery, with its focus on providing high-quality, affordable care, presents many challenges to hospital-
based health professionals. The prevention and treatment of hospital malnutrition offers a tremendous opportunity to optimize the
overall quality of patient care, improve clinical outcomes, and reduce costs. Unfortunately, malnutrition continues to go unrecognized
and untreated in many hospitalized patients. This article represents a call to action from the interdisciplinary Alliance to Advance Patient
Nutrition to highlight the critical role of nutrition intervention in clinical care and to suggest practical ways to promptly diagnose and
treat malnourished patients and those at risk for malnutrition. We underscore the importance of an interdisciplinary approach to
addressing malnutrition both in the hospital and in the acute post-hospital phase. It is well recognized that malnutrition is associated
with adverse clinical outcomes. Although data vary across studies, available evidence shows that early nutrition intervention can reduce
complication rates, length of hospital stay, readmission rates, mortality, and cost of care. The key is to systematically identify patients
who are malnourished or at risk and to promptly intervene. We present a novel care model to drive improvement, emphasizing the
following six principles: (1) create an institutional culture where all stakeholders value nutrition; (2) redefine clinicians’ roles to include
nutrition care; (3) recognize and diagnose all malnourished patients and those at risk; (4) rapidly implement comprehensive nutrition
interventions and continued monitoring; (5) communicate nutrition care plans; and (6) develop a comprehensive discharge nutrition
care and education plan.
J Acad Nutr Diet. 2013;113:1219-1237.

T
HE UNITED STATES IS
entering a new era of health
care delivery in which changes
in health care policy are driving


an increased focus on costs, quality,
and transparency of care. This new
focus on improving the quality and ef-
ficiency of hospital care highlights an
urgent need to revisit the long-standing
challenge of hospital malnutrition and

elevate the role of nutrition care as a
critical component of patient recovery.
Malnutrition is common in the hospital
setting and can adversely affect clinical
outcomes and costs, but it is often
overlooked. Although results of inter-
vention studies vary, addressing hospi-
tal malnutrition has the potential to
improve quality of patient care and
clinical outcomes and reduce costs.1


Today it is estimated that at least
one third of patients arrive at the hos-
pital malnourished1-5 and, if left un-
treated, many of those patients will
continue to decline nutritionally,5


which may adversely impact their re-
covery and increase their risk of com-
plications and readmission. Hospital
malnutrition is not a new problem,
but “the skeleton in the hospital
closet,” was brought to light in Butter-
worth’s call for practices aimed at
proper diagnosis and treatment of
malnourished patients.6 As we enter a
new era of health care delivery, the
time is now to implement a novel,
comprehensive nutrition care model

URNAL OF THE ACADE

as part of improved quality standards
and to leverage proven examples for
success.


Effective management of malnutri-
tion requires collaboration among
multiple clinical disciplines. In many
hospitals, malnutrition continues to be
managed in silos, with knowledge and
responsibility provided predominantly
by the dietitian. However, the new era
of quality care will require a deliber-
ately more holistic and interdisci-
plinary process to address this critical
issue. All members of the clinical team
must be involved, including nurses
who perform initial nutrition screening
and develop innovative strategies to
facilitate patient compliance; dietitians
who complete nutrition assessment/
diagnosis and develop evidence-based
intervention(s); pharmacists who eval-
uate drug�nutrient interactions; and
physicians, including hospitalists, over-
seeing the overall care plan and docu-
mentation to support reimbursement
for services. Recognition of this prob-
lem and the opportunity to improve
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patient care were the impetus behind
creating the Alliance to Advance
Patient Nutrition (Alliance). The Alli-
ance brings together the Academy of
Nutrition and Dietetics (AND), the
Academy of Medical-Surgical Nurses
(AMSN), the Society of Hospital Medi-
cine (SHM), the American Society for
Parenteral and Enteral Nutrition
(A.S.P.E.N.), and Abbott Nutrition. The
Alliance is made possible with support
from Abbott Nutrition. These health
organizations are dedicated to the ad-
vancement of effective hospital nutri-
tion practices to help improve patients’
medical outcomes and support all
clinicians in collaborating on hospital-
wide nutrition procedures. The estab-
lished charter of the Alliance is to
champion improved hospital nutrition
practices through identification of
malnourished patients and patients at
risk for malnutrition, early nutrition
intervention and treatment, and in-
clusion of nutrition as a standard
component of all care processes.
Nutrition intervention for malnour-


ished patients is a low-risk, cost-effec-
tive strategy to improve quality of
hospital care, but it requires interdisci-
plinary collaboration. As representa-
tives of the Alliance, we announce a
call to action. We aspire to facilitate
the institution of universal nutrition
screening, rapid and appropriate nu-
trition interventions utilizing effective
interdisciplinary nutrition partner-
ships, and integration of comprehen-
sive strategies to prevent or treat
hospital malnutrition. This paper is not
intended to provide practice-based
guidelines, but rather highlights avail-
able data on the critical role nutrition
plays in improving patient outcomes,
outlines an innovative nutrition care
model, underscores the importance
of an interdisciplinary approach to
address hospital malnutrition, and
identifies challenges believed to impair
optimal nutrition care. In addition,
specific solutions that can be employed
by dietitians, nurses, physicians, and
other health care professionals, such as
nurse practitioners, physician assis-
tants, pharmacists, and dietetic techni-
cians, registered, are provided.

BURDEN OF HOSPITAL
MALNUTRITION
Although estimates of the prevalence
of malnutrition vary by setting,

1220 JOURNAL OF THE ACADEMY OF NUTRI

subgroup, and method of assessment,
the prevalence of malnutrition in hos-
pitals is particularly startling. It is
estimated that at least one third of
patients in developed countries have
some degree of malnutrition upon
admission to the hospital1-3,5 and, if
left untreated, approximately two
thirds of those patients will experience
a further decline in their nutrition
status during inpatient stay.5 Unfortu-
nately, despite the availability of vali-
dated screening tools, malnutrition
continues to be under-recognized in
many hospitals.7,8 Moreover, among
patients who are not malnourished
upon admission, approximately one
third may become malnourished while
in the hospital.9


Historically, a variety of tools and
definitions have been used throughout
the nutrition literature. For the pur-
poses of this paper mild through severe
malnutrition will be the focus and is
the intent when the term malnutrition
is used. Malnutrition is most simply
defined as any nutrition imbalance10


that affects both overweight and
underweight patients alike and is
generally described as either “under-
nutrition” or “overnutrition.”11 Hospi-
talized patients, regardless of their
body mass index (BMI), typically suffer
from undernutrition because of their
propensity for reduced food intake
due to illness-induced poor appetite,
gastrointestinal symptoms, reduced
ability to chew or swallow, or nil per os
(NPO) status for diagnostic and thera-
peutic procedures. In addition, they
may have increased energy, protein,
and essential micronutrient needs
because of inflammation, infection, or
other catabolic conditions. A consensus
statement by AND and A.S.P.E.N. pub-
lished in May 2012 defines malnutri-
tion as the presence of two or more of
the following characteristics: insuffi-
cient energy intake, weight loss, loss of
muscle mass, loss of subcutaneous fat,
localized or generalized fluid accumu-
lation, or decreased functional status.11


The importance of identifying at-risk
patients is highlighted by data showing
that malnutrition is associated with
many adverse outcomes, including an
increased risk of pressure ulcers and
impaired wound healing, immune sup-
pression and increased infection rate,
muscle wasting and functional loss
increasing the risk of falls, longer length
of hospital stay, higher readmission

TION AND DIETETICS

rates, higher treatment costs, and
increased mortality.1 Therefore, malnu-
trition places a heavy burden on the
patient, clinician, and health care
system.


Many of the adverse outcomes influ-
enced by malnutrition are potentially
preventable. Nosocomial infections are
a prime example. Approximately
2 million nosocomial infections occur
annually in the United States,12 and
those patients are more likely to spend
time in the intensive care unit, be
readmitted, and die as a result.13 A
retrospective study by Fry and col-
leagues examined nearly 1 million sur-
gical patients (N¼887,189) treated at
1,368 hospitals to determine the risk of
nosocomial infections and better un-
derstand the underlying patient char-
acteristics influencing that risk.14 The
analysis showed that patients with pre-
existing malnutrition and/or weight
loss had a two- to threefold increased
risk of developing Clostridium difficile
enterocolitis, surgical-site infection, or
postoperative pneumonia, and a greater
than fivefold higher risk ofmediastinitis
after coronary artery bypass graft sur-
gery or catheter-associated urinary
tract infection. Malnutrition and/or
weight loss also correlated with an
approximate fourfold higher risk of
developing a pressure ulcer. These data
are further supported by a prospective
multivariate analysis demonstrating
that malnutrition is an independent
risk factor for nosocomial infections.15


Impaired wound healing can signifi-
cantly influence length of hospital stay,
and the literature supports a strong
correlation between nutrition and
wound healing, wherein protein syn-
thesis is necessary.16 Hospitalized pa-
tients are at increased risk because loss
of significant lean body mass (LBM)
accelerates during bed rest.17,18 A 10%
loss of LBM results in immune sup-
pression and increases the risk of
infection, and a loss of >15% to 20% of
total LBM will impair wound heal-
ing.16,19 A loss of �30% leads to the
development of spontaneous wounds,
such as pressure ulcers, an increased
risk of pneumonia, and a complete lack
of wound healing.16,19 These complica-
tions are also associated with a sub-
stantial mortality risk, particularly in
older patients. A study evaluating the
care processes for hospitalized Medi-
care patients (N¼2,425; aged 65 years
and older) at risk for pressure ulcer
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development showed that 76% of pa-
tients were malnourished, and esti-
mated compliance with nutrition
consultation was low (34%).20


Data from several recent studies
show that malnutrition can also influ-
ence hospital readmission rates.21-23


These studies evaluated multiple fac-
tors to identify individuals at increased
risk of readmission. The largest of these
studies, a retrospective observational
analysis of >10,000 consecutive ad-
missions (N¼6,805), reported a 30-day
readmission rate of 17%.21 Comorbid-
ities that significantly increased the
risk of readmission included congestive
heart failure, renal disease, cancer,
weight loss (not defined), and iron-
deficiency anemia. Weight loss corre-
lated with a 26% increased risk of
readmission (adjusted odds ratio¼
1.26).21 In a large single-center study of
1,442 general surgery patients, the
30-day readmission rate was 11%.22 The
most common reasons for readmission
were gastrointestinal problems/com-
plications (28% of readmissions), sur-
gical infections (22%), and failure to
thrive/malnutrition (10%). These find-
ings are consistent with the hypothesis
that poor nutrition contributes to post-
hospital syndrome, which, together
with a variety of other factors, such as
sleep disturbance, pain, and discom-
fort, can dramatically increase the
risk of 30-day readmission, often for
reasons other than the original
diagnosis.24


Finally, poor clinical outcomes asso-
ciated with malnutrition contribute to
higher hospitalization costs. As out-
lined above, malnourished patients
have higher rates of infections, pres-
sure ulcers, impaired wound healing,
and other adverse outcomes requiring
greater nursing care and more medi-
cations. In turn, these complications
can contribute to longer lengths of
hospital stay and higher rates of read-
mission, all of which indirectly con-
tribute to higher hospital costs.1


Indeed, a study conducted in the
United Kingdom estimated the annual
expenditure for managing patients at
medium or high risk of disease-related
malnutrition to be EURV10.5 billion
(US$11.3 billion, based on 2003 ex-
change rates), more than half of which
was directly related to hospital care.25


These studies strongly suggest that
the consequences of unrecognized and
untreated malnutrition are substantial,
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not only for patients’ quality of care but
also from a cost perspective. Malnutri-
tion negatively affects clinical out-
comes and results in higher costs and,
with the changing health care land-
scape, reimbursement for costs associ-
ated with preventable events will be
reduced. All clinicians must take action
to address these concerns, improve
patient quality of life, and increase the
health care system value.

IMPACT OF NUTRITION
INTERVENTION ON KEY
OUTCOMES
The benefits of nutrition intervention
in terms of improving key clinical out-
comes are well documented. Numerous
studies, predominantly in patients
65 years of age and older with or at
risk for malnutrition, have shown
the potential of specific nutrition
interventions to substantially reduce
complication rates, length of hospital
stay, readmission rates, cost of care,
and, in some studies, mortality.5,26-36


Nutrition intervention strategies rep-
resent a broad spectrum of options that
can be organized into four categories:
(1) food and/or nutrient delivery;
(2) nutrition education; (3) nutrition
counseling, and (4) coordination of
nutrition care. Food and/or nutrient
delivery requires an individualized
approach that includes energy- and
nutrient-dense food, complete oral
nutrition supplements (ONS) that pro-
vide macronutrients (from carbohy-
drate, fat, and protein sources)
combined with micronutrients (mix-
tures of complete vitamins, minerals,
and trace elements); enteral nutrition
(EN), which in the context of this
report refers to nutrients provided into
the gastrointestinal tract via a tube;
and/or parenteral nutrition (PN).
Although the nutrition support litera-
ture has generally featured smaller
trials and observational studies rather
than large, multicenter, randomized
controlled trials, evidence strongly
supports the importance of nutrition
intervention. The value of EN and PN is
well established in select patient pop-
ulations but remains unclear in others.
In addition, numerous studies have
shown improved body weight, LBM,
and grip strength with dietary coun-
seling, with or without ONS.37 A
growing number of studies have exam-
ined the impact of ONS inmalnourished
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patients, providing the framework
for our call to action. Evidence sup-
porting intervention with EN and PN is
beyond the scope of the current paper
and will be addressed in subsequent
reviews.

Clinical Complications
Studies evaluating the efficacy of ONS
delivery have generally shown a variety
of metabolic improvements and, in
many studies, a reduction in several
clinical complications. One meta-
analysis including seven studies
(N¼284) indicates that patients re-
ceiving ONS had reduced complication
rates (eg, infections, gastrointestinal
perforations, pressure ulcers, anemia
and cardiac complications) compared
with control patients.28More recently, a
large Cochrane systematic review of
24 studies involving 6,225 patients
65 years of age and older at risk for
malnutrition demonstrated fewer
complications (eg, pressure sores, deep
vein thrombosis, and respiratory and
urinary infections) among patients re-
ceiving ONS compared with routine
care (relative risk [RR]¼0.86; 95% CI
0.75 to 0.99).27 Available evidence in-
dicates high-protein ONS to be partic-
ularly effective at reducing the risk of
complications. A systematic review of
elderly patients (older than 65 years of
age) with hip fractures demonstrated a
more effective reduction in the number
of long-term medical complications
with high-protein ONS (>20% total en-
ergy from protein) than low-protein
or nonprotein-containing supplements
(RR¼0.78; 95% CI 0.65 to 0.95).26 A
meta-analysis of four randomized trials
(N¼1,224) also showed that, in patients
with no pressure ulcers at baseline,
high-protein ONS resulted in a signifi-
cant 25% lower incidence of ulcers
compared with routine care.38 In addi-
tion, evidence indicates that nutrition
intervention can reduce the risk of falls
in frail and malnourished elderly pa-
tients. In 210malnourished older adults
newly admitted to an acute-care hos-
pital, intervention with a protein- and
energy-rich diet, ONS, calcium/vitamin
D supplements, and counseling reduced
the incidence of falls by approximately
60% comparedwith routine care (10% vs
23%).35 Avoidance of these preventable
events can shorten length of hospital
stay, decrease morbidity and mortality,
and reduce liability for the hospital.
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Length of Stay
Consistent with evidence that nutrition
intervention can reduce clinical com-
plications, strong nutrition care can also
reduce the length of hospital stay. In a
prospective study conducted at The
Johns Hopkins Hospital, nutrition
screening involving a team approach to
address malnutrition and earlier inter-
vention reduced the length of hospital
stay byan average of 3.2 days in severely
malnourished patients,5 and this trans-
lated into substantial cost savings of
$1,514 per patient. Two meta-analyses
have shown significantly reduced
length of hospital stay in patients re-
ceiving ONS compared with control
patients. One analysis demonstrated a
reduced average length of hospital stay
ranging from2days for surgical patients
to 33 days for orthopedic patients
(P<0.004).28 In addition, patientswith a
lower BMI (<20) received the greatest
benefit from optimized food and/or
nutrient delivery. Likewise, in a recent
meta-analysis of nine randomized trials
(N¼1,227), high-protein ONS signifi-
cantly reduced length of stay by an
average of 3.8 days (P¼0.040) compared
with routine care.31 A recent retrospec-
tive analysis utilized information from
>1 million adult inpatient cases found
in the 2000-2010 Premier Perspectives
Database maintained by the Premier
Healthcare Alliance—representing a to-
tal of 44 million hospital episodes from
across the United States or approxi-
mately20%of all inpatient admissions in
the United States. Within this sample,
ONS reduced length of hospital stay by
an average of 2.3 days or 21%, and the
average cost savingswas $4,734 or 21.6%
compared with routine care.36


Readmissions
Hospital readmission rate is another
important outcome that can be
improved through nutrition interven-
tion. Thirty-day readmission rates de-
creased from 16.5% to 7.1% in a
community hospital that implemented
a comprehensive malnutrition clinical
pathway program focused on identifi-
cation of at-risk patients, nutrition care
decisions, inpatient care, and discharge
planning.30 A prospective randomized
trial in acutely ill patients 65 to 92 years
of age (N¼445) demonstrated a signifi-
cantly lower 6-month readmission rate
among those who received a normal
hospital diet plus high-protein ONS
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compared with those patients who
received only the normal hospital diet
(29% vs 40%, respectively; hazard
ratio¼0.68; 95% CI 0.49 to 0.94).32


Finally, analysis of the Premier Per-
spectives Database showed that use of
ONS reduced 30-day readmission rates
by6.7%,36 indicating the significant real-
world benefit of nutrition intervention
on a key patient outcome.

Mortality
Several meta-analyses have also
demonstrated reduced mortality in
patients receiving optimized nutri-
ent care. An analysis of 11 studies
(N¼1,965) found significantly lower
mortality rates among hospitalized pa-
tients receiving ONS (19%) compared
with control patients (25%; P<0.001).28


This represented a 24% overall reduc-
tion in mortality, and patients with
lower average BMI (<20) receiving ONS
had a greater reduction in mortality.
Among elderly patients hospitalized for
hip fracture, significantly fewer patients
had an unfavorable combined outcome
(mortality or medical complication) if
they received ONS vs routine care
(RR¼0.52; 95% CI 0.32 to 0.84).29


Another systematic review of 32
studies (N¼3,021) found that, in elderly
patients, ONS significantly reduced
mortality compared with routine care
(RR¼0.74; 95% CI 0.59 to 0.92).33 Sub-
group analyses from the original
Cochrane review and two updates have
consistently shown reduced mortality
in undernourished patients receiving
ONS compared with routine care.27,33,34


Collectively, these data provide solid
evidence that nutrition intervention
significantly contributes to improved
clinical outcomes and reduced cost of
care, primarily in patients 65 years of
age and older and those with, or at
risk for, malnutrition. However, it is
important to note that isolated studies
and meta-analyses have not demon-
strated such significantly improved
clinical outcomes with nutrition inter-
vention.37,39-42 Additional research
studies, particularly well-powered,
randomized controlled clinical trials,
are always beneficial to further explore
the effects of nutrition intervention on
clinical outcomes and to assess how
those benefits can translate into cost
savings. Nevertheless, given the impor-
tance of adequate nutrition to cell and
organ function, coupled with promising
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clinical data reported to date, the time
is now to act on the evidence at hand
and implement nutrition intervention
strategies shown to be safe and
efficacious.

ALLIANCE NUTRITION CARE
RECOMMENDATIONS
If we are to make progress toward
improving nutrition care practices that
guarantee every malnourished or at-
risk patient is identified and treated
effectively, we must proactively iden-
tify barriers impacting the provision of
nutrition care. Toward this end, at least
six key challenges must be overcome.
First, despite at least one third of hos-
pitalized patients being admitted
malnourished, a majority of these pa-
tients continue to go unrecognized or
are inadequately screened.43 Second,
while the responsibility of patients’
nutrition care is often placed on the
dietitian many institutions lack ade-
quate dietitian staffing to properly
address all patients. Third, nutrition
care is often delayed due to the pa-
tient’s medical status, lack of diet order,
and time to nutrition consult. In fact, a
study at Johns Hopkins found that time
to consultation from admission is
nearly 5 days,5 which is similar to the
average length of hospital stay.44


Fourth, nurses provide and oversee
patient care 24/7, observe nutrition
intake and tolerance, and interact
continually with the patient and their
family/caregivers, yet they are rarely
included in nutrition care.45 Fifth, in
many care environments, physician
sign-off is required to implement a
nutrition care plan. Dietitian recom-
mendations are implemented in only
42% of cases.46 Finally, many patients
experience difficulty consuming meals
without assistance, contributing to
more than half of hospitalized patients
not finishing their meals.47


To address these barriers and shift
the paradigm of nutrition care, the
Alliance Steering Committee, whose
members possess broad-ranging ex-
pertise and clinical experience, devel-
oped several key principles for
advancing patient nutrition. Through a
series of meetings conducted over the
past year, the committee explored the
following topics: empowerment of all
clinicians; recognition and diagnosis
of all patients; same-day automatic
intervention for all at-risk patients;
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Figure 1. The Alliance’s Key Principles for Advancing Patient Nutrition. EHR¼electronic health record.
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education and involvement of patients
in their nutrition care; and apprecia-
tion of the value of nutrition by all
hospital stakeholders. Six principles
deemed essential elements of optimal
patient nutrition care were derived
from these topics (Figure 1). Attain-
ment of these six ideals, however, will
require processes and collaboration
among all hospital stakeholders, in-
cluding dietitians, nurses, physicians,
and administrators, each of whom
must fulfill their role in this effort
(Figure 2). Translation of these pro-
cesses into a practical interdisciplinary
nutrition care algorithm is illustrated in
Figure 3.

Principle 1: Create an
Institutional Culture Where All
Stakeholders Value Nutrition
True progress requires that all hospital
stakeholders, including clinicians and
administrators, fully understand the
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pervasiveness of hospital malnutrition
and the effect patient nutrition caremay
have on overall clinical outcomes. Cli-
nicians and administrators often fail to
prioritize understanding the extent of
malnutrition in their institutions and its
potential impact on cost and/or quality
of care. Nurses and physicians receive
limited formal nutrition education dur-
ing training and often do not prioritize
nutrition among the competing prior-
ities within patient care. Failing to pri-
oritize nutrition within an institution
may limit available nutrition interven-
tion options and human resources
(eg, dietitian nutrition-focused nurses
and physicians) required for optimal
nutrition care. To be successful, in-
stitutions need motivated nutrition
champions at all levels of clinical care
and administration.
To ensure that clinicians and hospital


leaders understand the clinical and
financial implications of malnutrition
and take proper steps to address it,
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the Alliance offers the following
recommendations:


� Clinicians must be educated on
the recognition of malnourished
patients and evidence-based
nutrition interventions. Discus-
sion of nutrition care plans
should be a mandated compo-
nent of daily team meetings
(rounds or huddles).


� Malnutrition must be appropri-
ately included as part of the pa-
tient’s diagnosis and nutrition
interventions must be viewed as
a core component of a patient’s
medical therapy. Nutrition treat-
ment plans should be addressed
with the same consistency and
rigor as other therapies.


� Hospital administrators must
recognize the financial benefit of
optimal nutrition care. Institu-
tional financial data must be
reviewed to identify challenges
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Principle Key Hospital Stakeholders


Dietitian Nurse Physician Hospital administrator


1. Create an Institutional
Culture Where All
Stakeholders Value
Nutrition


� Serve as primary authority
on “all things nutrition”


� Educate key hospital
stakeholders on improved
patient outcomes and
reduced costs achieved
with optimal nutrition care


� Host hospital-wide learning
opportunities at regular
intervals


� Recognize the essential role
that nurses play in
achieving enhanced
patient outcomes through
individualized nutrition
care


� Incorporate nutrition into
routine care checklists and
processes


� Include patient dietary
intake into team huddles


� Provide leadership under-
scoring nutrition care as an
essential part of patient-
centered care


� Know evidence regarding
impact of malnutrition and
effectiveness of nutrition
intervention


� Include dietitian in daily
team huddles/rounds


� Incorporate nutrition into
routine care checklists and
processes


� Become a nutrition cham-
pion and provide support
for the development of
effective nutrition care
processes


� Share quality and eco-
nomic gains to be made by
investing in nutrition care
with hospital leadership
team


2. Redefine Clinicians’
Role to Include
Nutrition Care


� Actively contribute nutri-
tion expertise and engage
other team members with
assessment data on prog-
ress made with nutrition
care efforts


� Regularly participate in
interdisciplinary rounds


� Ensure practices are in
place to support imple-
mentation of nutrition
intervention


� Develop processes to ensure
that nutrition screening and
dietitian–prescribed inter-
vention occurs within the
targeted timeframes


� Facilitate nursing inter-
ventions to treat patients
who are malnourished
or at risk


� Empower dietitian to
cooperatively lead nutri-
tion care as clinical team
member


� Support nurse work pro-
cesses to include nutrition
screening and support
nutrition intervention


� Support nutrition educa-
tion of clinicians needing
initial training and
continuing education


� Provide ordering privi-
leges to dietitian for issues
relating to the nutrition
care process


3. Recognize and
Diagnose All
Malnourished Patients
and Those
At Risk


� Utilize standard malnutri-
tion characteristics set
forth by ANDa and
A.S.P.E.N.b guidelines


� Screen every hospitalized
patient for malnutrition as
part of regular workflow
procedures


� Consider nutrition status as
an essential attribute of
medical assessment, moni-
toring, and care plans


� Ensure EHRc captures
screening data and
malnutrition criteria with
the appropriate triggers in
place for initiating the


(continued on next page)


Figure 2. Summary of Alliance’s nutrition care recommendations for key hospital stakeholders.
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Principle Key Hospital Stakeholders


Dietitian Nurse Physician Hospital administrator


� Establish competence in
nutrition-focused physical
assessment


� Communicate screening
results through use of EHR


� Rescreen patients at least
weekly during hospital stay


� Communicate changes in
clinical condition indica-
tive of nutrition risk


next steps when positive
screens or diagnostic
assessment are obtained


4. Rapidly Implement
Comprehensive
Nutrition Intervention
and Continued
Monitoring


� Establish procedures to
support policy that patients
identified as “at-risk” during
nutrition screen receive
automated nutrition inter-
vention within 24 hours
while awaiting assessment,
diagnosis, and care plan


� Lead an interdisciplinary
team to establish nutrition
algorithms for use in
various scenarios when
positive screens or diag-
nostic assessments are
obtained


� Provide ENd formulary and
micronutrient therapy
options in written form as
a pocket-sized document;
make readily available to
all staff to ensure fast
intervention


� Work with nurses to estab-
lish policies and


� Ensure that procedures
allowing patients identi-
fied as “at-risk” during
nutrition screen receive
automated nutrition inter-
vention within 24 hours
while awaiting assess-
ment, diagnosis, and care
plan


� Develop procedures to
provide patients with
meals at “off times” if pa-
tient was not available or
under a restricted diet at
the time of meal delivery


� Avoid disconnecting EN or
PNf forpatient repositioning,
ambulation, travel, or
procedures


� Work with interdisciplinary
team dietitian to establish
policies and interdisci-
plinary practices to


� Support policy that -
vides automated nutrit
intervention within 24
hours in patients ident d
as “at-risk” during nutr n
screen, while awaiting
nutrition assessment, d -
nosis, and care plan


� Minimize nil per os -
riods for patient with
scheduling of procedu /
tests and remain mind l
of “holds” on POe diet


� Provide ordering privileges
to dietitian for issues
relating to the nutrition
care process (eg, diet plans,
ONSg, micronutrients, and
calorie counts)


� Ensure EHR includes auto-
matic triggers that initiate
nutrition protocol mea-
sures to be reviewed
when positive screens are
obtained


� Ensure EHR includes a
module for recording
food/ONS intake data and
triggers dietitian consult if
consumption is
suboptimal


(continued on next page)


Figure 2. (continued) Summary of Alliance’s nutrition care recommendations for key hospital stakeholders.
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Principle Key Hospital Stakeholders


Dietitian Nurse Physician Hospital administrator


interdisciplinarypractices to
maximize nutrient con-
sumption and monitoring
needs


maximize food/ONS
consumption


� Monitor food/ONS and
communicate to dietitian/
physician via EHR


5. Communicate
Nutrition Care Plans


� If present, ensure mild,
moderate, or severe
malnutrition is included as
complicating condition in
coding processes


� Assume responsibility for
ensuring that a patient’s
nutrition care plan is care-
fully documented in the
EHR, regularly updated,
and effectively communi-
cated to all healthcare
providers, including post-
acute facilities and primary
care physicians


� Lead a interdisciplinary
team to create and main-
tain standardized policies,
procedures, and EHR-auto-
mated triggers relevant to
nutrition, including order
sets and protocols in the
hospital’s EHR


� Consult dietitian regarding
nutrient intake concerns


� If present, ensure mild,
moderate, or severe
malnutrition is included as
complicating condition in
coding processes


� Incorporate nutrition dis-
cussions into handoff of
care and nursing care
plans


� Establish and reinforce
expectation that a patient’s
nutritioncareplan iscarefully
documented in the EHR,
regularly updated, and
effectively communicated to
all health care providers


� If present, ensure mild,
moderate, or severe
malnutrition is included as
complicating condition in
coding processes


� If present, ensure mild,
moderate, or severe
malnutrition is included as
complicating condition in
coding processes


� Ensure EHR is adapted to
ensure nutrition diagnosis
and complete care plan is
included as a standard
category of medical
assessment in the central
area of EHR


6. Develop a
Comprehensive
Discharge Nutrition
Care and Education Plan


� Provide patients, family
members, and caregivers
with nutrition education
and a comprehensive


� Include nutrition as a
component of all clinician
conversations with pa-
tients and their family
members/caregivers


� Include nutrition as a
component of all clinician
conversations with pa-
tients and their family
members/caregivers


� Provide expectation re-
garding continuity of
nutrition care, including
discharge planning and
patient education


(continued on next page)


Figure 2. (continued) Summary of Alliance’s nutrition care recommendations for key hospital stakeholders.
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to improving nutrition interven-
tion, project cost savings with
various nutrition interventions,
and revise budgets to facilitate
action. Budgets must support
adequate and appropriate nutri-
tion intervention as necessitated
by dietitian, nursing, and physi-
cian staff.


� Professional associations for di-
etitians, nurses, physicians, and
hospital administrators must
address the widespread problem
of hospital malnutrition. Disci-
pline-specific resources such as
toolkits and practice bundles,
evidence-based publications, and
continuing education opportu-
nities must be established and
widely available. Funding mech-
anisms for nutrition-related re-
search should be established to
identify best practices to opti-
mizing nutrition care.

Principle 2: Redefine Clinicians’
Roles to Include Nutrition Care
Providing effective nutrition interven-
tion requires a champion within and
collaboration among all disciplines
involved in patient care. All health care
professionals involved in patient care
must be empowered to influence nu-
trition decisions. In many hospitals,
however, the responsibility for nutri-
tion recommendations almost always
rest solely with the dietitian. Many in-
stitutions lack nurse and physician
leaders who champion nutrition care.
Interdisciplinary leadership is essential
to ensure that nutrition care is valued
and carries a high priority. To ensure
effective management of hospital
malnutrition, nurses and physicians
must also play a role.


In this regard, the Alliance recom-
mends redefining clinicians’ roles to
include responsibility for optimal
nutrition care, which can be accom-
plished as follows:


� Interdisciplinary teams must
discuss potential barriers and
solutions to recognize and treat
malnourished or at-risk patients
in their hospitals.


� Engage nurses to understand
nutrition risk factors such as un-
derconsumed meals and actions
required on positive malnutri-
tion screenings. Develop and
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Figure 3. The Alliance’s Approach to Interdisciplinary Nutrition Care. AND¼Academy of Nutrition and Dietetics; A.S.P.E.N.¼American
Society for Parenteral and Enteral Nutrition; EHR¼electronic health record; ONS¼oral nutrition supplement; PCP¼primary care
physician.
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implement policies that allow
nurses to provide nutrition care,
suchas returning low-riskpatients
to previous established feeding
orders following temporary de-
lays, initiating calorie counts, and
measuring body weight as indi-
cated. Policies that inhibit nursing
action inhibit optimal patient
nutrition. Prompt nursing action
can reduce malnutrition by
creating focused meal times,
managing meal-time environ-
ments and staff meal times, inter-
vening with nutrition therapies as
appropriate, and designating a
nutrition care nurse in each clin-
ical area to monitor and evaluate
implementation of the policy.48


� Given the extensive nutrition
expertise of dietitians, hospital
administrators, such as a chief
medical officer, must grant them

28 JOURNAL OF THE ACADEMY OF NUTRITIO

ordering privileges for ordering
diets, ONS, vitamins, and calorie
counts to eliminate inefficiencies
and prevent delays in food
and/or nutrient delivery. For
example, at the University of
Kansas Hospital (KUH), when
faced with delays in care because
the dietitian’s recommendations
were not being noted and or-
dered by physician teams, the
nutrition support team obtained
ordering privileges for all di-
etitians. These privileges include
ordering ONS, calorie counts,
patient weights, zinc, vitamin C
and multivitamins, and select
nutrition-related labs. This was
an important step in advancing
nutrition care at KUH by pro-
moting timely gathering of
assessment data and nimble

N AND DIETETICS

implementation and revision of
optimal nutrition interventions.


� Hospitalistsmust add nutrition to
their interdisciplinary approach
to patient care and serve as
nutrition champions among phy-
sicians. In support of this effort,
hospitalists should include a die-
titian andnutrition-focusednurse
in team huddles and nutrition
should be included in the daily
problem list.

Principle 3: Recognize and
Diagnose All Malnourished
Patients and Those at Risk
Given the high prevalence of
hospital malnutrition, each hospital-
ized patient must receive proper nutri-
tion screening, with findings effectively
communicated to ensure immediate
assessment and prompt nutrition

September 2013 Volume 113 Number 9
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Table 1. Validated malnutrition screening tools for hospitalized patientsa


Screening tool Parameters/scoring Development Validation


Malnutrition Screening
Tool (MST)53


Weight loss, appetite; at-risk
score �2


408 inpatients (mean
age¼58 y);
standard for comparison:
SGAb; sensitivity 93%;
specificity 93%


SGA: sensitivity 92%,
specificity 61%;
MNAc: sensitivity 92%,
specificity 72%62


Mini Nutritional Assessment-
Short
Form (MNA-SF)56


Weight change, recent
intake, BMI,d acute
disease, mobility,
dementia/depression;
at-risk score �11


155 community-dwelling
elders (mean age¼79 y);
standard for comparison:
physician assessment of
nutritional status;
sensitivity 98%; specificity
100% (MNA-SFe cut point
�10)


MNA: sensitivity 90%,
specificity 88% (MNA-SF
cut point �11)63


MNA: sensitivity 89%,
specificity 82% (MNA-SF
cut point �11)64


“Nutritional assessment”:
sensitivity 100%,
specificity 38% (MNA-SF
cut point �10)65


Malnutrition Universal
Screening Tool
(MUST)52,66


Weight change, recent/
predicted intake, BMI,
acute disease; high-risk
score �2


8,944 inpatients, review of
128 trials (mean age not
reported);
standard for comparison:
nutrition support trials
demonstrating improved
clinical outcomes;
sensitivity 75%; specificity
55%


SGA: sensitivity 61%,
specificity 79%67


SGA: sensitivity 72%,
specificity 90%;
MNA: k¼0.3968


MNA: k¼0.5569


Nutritional Risk Screening
2002 (NRS-2002)54


Weight change, recent
intake, BMI, acute disease,
age; at-risk score �3


Adapted from Malnutrition
Advisory Group screening
tool


SGA: sensitivity 74%,
specificity 87%;
MNA: k¼0.3968


SGA: sensitivity 62%,
specificity 63%67


MNA: k¼1.0070


Short Nutritional
Assessment Questionnaire
(SNAQª)55


Weight change, appetite,
supplements/tube
feeding;
at-risk score �2


291 inpatients (mean
age¼58 y);
standard for comparison:
BMI <18.5 or weight loss
>5%;
sensitivity 86%; specificity
89%


BMI <18.5 or recent weight
loss >5%: sensitivity 79%,
specificity 83%71


aAdapted with permission from Young and colleagues.51
bSGA¼Subjective Global Assessment.
cMNA¼Mini Nutritional Assessment.
dBMI¼body mass index; calculated as kg/m2.
eSF¼short-form.
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intervention. Using validated screening
tools to identify at-risk patients is
crucial because, for many health care
professionals without nutrition train-
ing, screening is currently a superficial
observation wherein boxes are check-
ed or unchecked without reliable

September 2013 Volume 113 Number 9

screening using a validated tool. Early
identification of clinical criteria sup-
porting malnutrition diagnosis and
effective processes for communicating
information related to the nutrition
care process are often absent. Given
these barriers, the Alliance is

JOURNAL OF THE ACADE

announcing this call to action to ensure
prompt diagnosis and intervention of
hospitalized patients who are
malnourished or at risk for malnutri-
tion. Every hospital must institute an
interdisciplinary approach to nutrition
care that is based on formal policies and
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1. Have you lost weight recently without trying?


No 0


Unsure 2


If Yes, how much weight (kg) have you lost?


1 – 5 1


6 – 10 2


11 – 15 3


> 15 4


Unsure 2         Weight Loss Score:


2. Have you been eating poorly because of a decreased


appetite?


No 0


Yes 1          Appetite Score: 


Total MST Score (weight loss + appetite scores)


Figure 4. Malnutrition Screening Tool (MST). Adapted with permission from Ferguson
and colleagues.53
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procedures ensuring the early identifi-
cation of patients who are malnour-
ished or at risk for malnutrition and
implementation of comprehensive
nutrition care plans.

Screening
Comprehensive nutrition screening of
all hospitalized patients is critical for
both the timely identification of those
at risk and to prioritize patients
requiring nutrition assessment and
intervention. The Alliance supports the
Joint Commission’s recommendation
for nutrition screening within 24 hours
of admission to an acute-care hospital
and at frequent intervals throughout
hospitalization (Figure 3).49 Due to
limited clinician time and nutrition
knowledge, a simplified, practical, vali-
dated screening tool must be used.
Numerous tools exist to screen for
malnutrition risk in hospitalized pa-
tients.50,51 Although no universally
accepted screening tool exists, it is
important to select a tool that is prac-
tical, easy to use, and has been validated
in the patient population of interest.
Currently, validated screening tools
include theMalnutrition Screening Tool
(MST), Mini Nutritional Assessment-
Short Form (MNA-SF), Malnutrition

1230 JOURNAL OF THE ACADEMY OF NUTRI

Universal Screening Tool (MUST),
Nutritional Risk Screening 2002 (NRS-
2002), and Short Nutritional Assess-
ment Questionnaire (SNAQ)52-56


(Table 1). Important aspects of a nutri-
tion screening tool include scientific
validation, and easy administration
requiring no specialized nutrition
knowledge. For example, the advantage
of the MST is that it is quick (takes <5
minutes) and straightforward, consists
of two simple questions evaluating
weight change and appetite (Figure 4)
and was designed for use by busy
health care professionals not neces-
sarily trained in nutrition. These tools
allow nutrition screening to become an
integral part of routine clinical practice
without being viewed as a burden or
imposing a significant extra workload
on hospital staff.
Screening results must be docu-


mented within the electronic health
record (EHR) to allow for prompt
communication between the nursing
staff and other health care team
members. When a positive nutrition
screen is obtained, the EHR should be
configured to trigger a query for entry
of a diet order or other appropriate
intervention while the patient awaits
further assessment and development
of a nutrition care plan. Nurses must

TION AND DIETETICS

regularly rescreen patients with ade-
quate nutrition status upon admission
because many will become at risk for
malnutrition during hospitalization.
The MST can be easily completed while
nurses interact with patients and their
family/caregivers and while conducting
regular assessments for patients at risk
of pressure ulcers and falls.

Assessment and Diagnosis
Nutrition assessment is a method of
obtaining, verifying, and interpreting
data needed to identify nutrition-
related problems, their causes, and
significance. The dietitian must per-
form nutrition assessments in all pa-
tients considered at risk based on
nutrition screening to characterize
and determine the cause of nutrition
deficits. Traditionally, changes in acute-
phase proteins, such as serum albumin
and pre-albumin, were considered
standard biomarkers for diagnosing
malnutrition.11 However, it is now well
documented that serum levels of these
proteins are affected not only by
nutrition status but also by inflamma-
tion, fluid status, and other factors.
Consequently, these are no longer
considered reliable or specific bio-
markers for malnutrition. Consistent
with this evidence, as of 2012, the AND
and A.S.P.E.N. no longer recommend
using inflammatory biomarkers for
diagnosis of malnutrition.


To address the need for guidance in
this area, an International Guidelines
group convened in 2009 and devel-
oped an overarching etiology-based
definition of malnutrition that takes
into account the important relationship
between disease and malnutrition.57


This broad definition describes three
separate etiologies for malnutrition
(Figure 5), two of which include the
presence of disease (either acute or
chronic). The AND and A.S.P.E.N. sub-
sequently developed a standardized set
of diagnostic criteria for adult malnu-
trition in routine clinical practice using
this new etiology-based definition.11


No single parameter is definitive for
malnutrition; therefore, AND and
A.S.P.E.N. proposed that malnutrition
be diagnosed when at least two of the
following six characteristics are iden-
tified: (1) insufficient energy intake;
(2) weight loss; (3) loss of subcutane-
ous fat; (4) loss of muscle mass;
(5) localized or generalized fluid

September 2013 Volume 113 Number 9
15







Figure 5. Etiology-based malnutrition definitions. Adapted with permission from White and colleagues.11
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accumulation that may sometimes
mask weight loss; and (6) diminished
functional status. The magnitude and
temporal aspects of change among
these dynamic characteristics can be
used to distinguish between nonsevere
and severe malnutrition (Table 2).
The Alliance recommends that all


clinicians become familiar with and
use the AND and A.S.P.E.N. character-
istics for identification and documen-
tation of malnutrition (Figure 3).11 In
patients with or at risk of malnutrition,
development and initiation of a nutri-
tion care plan must occur within 48
hours of admission. Several patient
characteristics indicative of malnutri-
tion (eg, weight loss, loss of muscle or
fat, fluid retention, and cutaneous signs
of micronutrient deficiencies, such as
glossitis or cheliosis) can be identified
during routine comprehensive assess-
ments. As noted earlier, changes in
acute-phase proteins should be inter-
preted with caution and should not be
used exclusively to diagnose malnutri-
tion. These proteins are, however, good
indicators of inflammation. In addition,
other laboratory indicators of inflam-
mation (eg, C-reactive protein, white
blood cell count, and glucose levels)
may be informative. A clear under-
standing of the patient’s chief com-
plaint and medical history is also
important to appreciate the potential

September 2013 Volume 113 Number 9

for underlying inflammation, which
can increase the risk of malnutrition
by increasing metabolism. Conditions
such as fever, infection, organ dys-
function, and hyperglycemia may be
indicative of underlying inflammation
and contribute to an etiology-based
diagnosis, including identification of
currently well-nourished patients at
risk for malnutrition.
Obtaining adequate information


from the patient or caregiver regarding
food and nutrient intake, body weight
changes, and functional changes (eg,
ability to purchase and cook food, and
dental status) is essential to identify
periods of insufficient intake. Changes
in physical function (eg, ambulation,
chewing ability, and mental status is-
sues) must be assessed and monitored
as appropriate based on individual pa-
tient circumstances. Ensuring these
various assessments are routinely and
carefully performed is vital to an ac-
curate diagnosis of malnutrition. In
addition, specific fields for the AND and
A.S.P.E.N. malnutrition characteristics
must be completed so that system
alerts are triggered when two of the
six criteria are documented, thereby
clearly communicating the malnutri-
tion diagnosis to the health care team.
Accurate coding of the malnutrition
diagnosis as a complicating condition
of the primary diagnosis is also critical

JOURNAL OF THE ACADE

to ensure adequate documentation to
support appropriate reimbursement
and tracking of costs to allow for a
more accurate quantification of the
burden of malnutrition in the future.

Principle 4: Rapidly Implement
Comprehensive Nutrition
Interventions and Continued
Monitoring
When a patient is identified as
malnourished, appropriate nutrition
intervention must be promptly ordered
and fully implemented (Figure 3). Bar-
riers to this ideal are varied, but often
include: (1) NPO orders while patients
await further assessment, (2) lack of
nursing protocol orders focused on
nutrition, (3) delay in assessment of
nutrition status due to insufficient
dietitian staffing, (4) dietitian recom-
mendations unheeded due to the
physician’s focus on other medical
concerns, (5) physician uncertainty
with product formulary and/or specific
micronutrient therapy options in their
hospitals, and (6) inadequate food
consumption due to poor appetite,
disease processes, and interruptions to
mealtimes.


To overcome barriers to early and
optimal nutrition intervention, the
Alliance provides the following
recommendations:
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Table 2. Academy of Nutrition and Dietetics and American Society for Parenteral and Enteral Nutrition clinical characteristics that the clinician can obtain and document
to support a diagnosis of malnutritiona


Clinical characteristicb


Malnutrition in the
Context of Acute
Illness or Injury


Malnutrition in
the Context of
Chronic Illness


Malnutrition in the
Context of Social or


Environmental
Circumstances


Moderatec Severed Moderate Severe Moderate Severe


(1) Energy intake: malnutrition is the
result of inadequate food and
nutrient intake or assimilation; thus,
recent intake compared with
estimated requirements is a primary
criterion defining malnutrition. The
clinician may obtain or review the
food and nutrition history, estimate
optimum energy needs, compare
them with estimates of energy
consumed, and report inadequate
intake as a percentage of estimated
energy requirements over time.


<75% of estimated
energy
requirement for
>7 days


�50% of estimated
energy
requirement for
�5 days


<75% of estimated
energy
requirement for
�1 mo


�75% of estimated
energy
requirement for
�1 mo


<75% of estimated
energy
requirement for
�3 mo


�50% of estimated
energy
requirement for
�1 mo


% Time % Time % Time % Time % Time % Time


(2) Interpretation of weight loss: The
clinician may evaluate weight in
light of other clinical findings,
including the presence of under- or
overhydration. The clinician may
assess weight change over time
reported as a percentage of weight
lost from baseline.
Physical findings
Malnutrition typically results in
changes to the physical
examination. The clinician may
perform a physical examination and
document any one of the physical
examination findings below as an
indicator of malnutrition.


1-2
5
7.5


1 wk
1 mo
3 mo


>2
>5
>7.5


1 wk
1 mo
3 mo


5
7.5
10
20


1 mo
3 mo
6 mo
1 y


>5
>7.5
>10
>20


1 mo
3 mo
6 mo
1 y


5
7.5
10
20


1 mo
3 mo
6 mo
1 y


>5
>7.5
>10
>20


1 mo
3 mo
6 mo
1 y


(continued on next page)
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Table 2. Academy of Nutrition and Dietetics and American Society for Parenteral and Enteral Nutrition clinical characteristics tha e clinician can obtain and document
to support a diagnosis of malnutritiona (continued)


Clinical characteristicb


Malnutrition in the
Context of Acute
Illness or Injury


Malnutrition in
the Context of
Chronic Illness


Malnutrition in the
Context of Social or


Environmental
Circumstances


Moderatec Severed Moderate Severe M rate Severe


(3) Body fat: Loss of subcutaneous
fat (eg, orbital, triceps, fat
overlying the ribs).


Mild Moderate Mild Severe M Severe


(4) Muscle mass: Muscle loss (eg,
wasting of the temples, clavicles,
shoulders, interosseous muscles,
scapula, thigh, and calf).


Mild Moderate Mild Severe M Severe


(5) Fluid accumulation: The clinician
may evaluate generalized or
localized fluid accumulation evident
on examination (extremities, vulvar/
scrotal edema, or ascites). Weight
loss is often masked by generalized
fluid retention (edema), and weight
gain may be observed.


Mild Moderate to severe Mild Severe M Severe


(6) Reduced grip strength: Consult
normative standards supplied by
the manufacturer of the
measurement device.


NAe Measurably reduced NA Measurably reduced NA Measurably reduced


aAdapted with permission from White and colleagues.11 Height and weight should be measured rather than estimated to determine body mass index. Usual weight should be obtained to d ine the percentage and to determine the significance
of weight loss. Basic indicators of nutrition status such as body weight, weight change, and appetite may improve substantively with refeeding in the absence of inflammation. Refeeding r nutrition support may stabilize but not significantly
improve nutrition parameters in the presence of inflammation. The National Center for Health Statistics defines chronic as a disease/condition lasting �3 months. Serum proteins such as s albumin or prealbumin are not included as defining
characteristics of malnutrition because recent evidence analysis shows that serum levels of these proteins do not change in response to changes in nutrient intake.
bA minimum of 2 of the 6 characteristics is recommended for diagnosis of either severe or nonsevere malnutrition.
cThe International Classification of Diseases, 9th Revision (ICD-9) code for moderate malnutrition is 263.0.
dThe International Classification of Diseases, 9th Revision (ICD-9) code for severe malnutrition is 262.0.
eNA¼not applicable.
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Practices


1. Screen every admitted patient for malnutrition, regardless of physical appearance
2. Make every effort to ensure that patients receive all ENa or PNb as prescribed to maximize benefit
3. Develop procedures to provide ONSc in between meals or with medication administration to increase overall energy and


nutrient intake
4. Create a focused meal time and supportive meal-time environment
5. Take notice of patient meal consumption


� Be vigilant to the amount of food eaten
� Sharing findings among the team (eg, during team huddles) facilitates development of a targeted nutritional plan


6. Stay alert to missed meals
� Develop procedures to provide patients with meals at “off times” if patient was not available or under a restricted diet


at the time of meal delivery
7. Avoid disconnecting EN or PN for patient repositioning, ambulation, travel, or procedures


8. Consider managing symptoms of gastrointestinal distress while continuing to administer POd diet or EN
� Nutrients may be administered while the source of distress is being identified and treated


9. Remain mindful of “holds” on PO diets or EN relative to procedures
� Take action to reduce the amount of time that a patient’s intake is restricted


10. Identify medications and disease conditions that interfere with nutrient absorption
� Develop plans to minimize the impact


aEN¼enteral nutrition by tube feeding methods.
bPN¼parenteral nutrition.
cONS¼oral nutrition supplements.
dPO¼per oral.


Figure 6. Practices to support implementation of nutrition intervention.
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� Unless specific contraindications
exist, prompt nutrition interven-
tion for all malnourished patients
must be a high priority. Patients
whose nutrition status is identi-
fied as at risk through screening
must be fed within 24 hours by
nurses while awaiting a nutrition
consult, unless contraindicated.
Examples of immediate nutrition
interventions can include modifi-
cations to diet, assistance with
ordering and eating meals, initia-
tion of calorie counts, and/or
addition of ONS. In many cases,
establishing automated processes
that trigger upon a positive
screening will best accomplish
rapid intervention (eg, prompting
by the EHR to place a diet order).


� Standard practices to maximize
nutrient consumption must be
adopted. Figure 6 lists some
practical approaches to support
optimal nutrition. In some cases,
it is as simple as staying alert
to missed or poorly consumed
meals and communicating such
events to the dietitian so that

34 JOURNAL OF THE ACADEMY OF NUTRITIO

appropriate adjustments are
made.


� Actual consumption must be
monitored and intervention ad-
justed as appropriate. Clinicians
must adhere closely to the doc-
umented nutrition care plan and
document success or failure in
the daily medical record. Results
of watchful monitoring inform
necessary changes to the nutrition
care plan so that short- and
long-term goals can be achieved.
For example, incomplete con-
sumption of items on the meal
tray must prompt the nurse to
have adiscussionwith the patient,
and, depending on the severity of
the intake deficit, underlying
nutritional status, and other clin-
ical issues, to call a nutrition
huddle.

Principle 5: Communicate
Nutrition Care Plans
All aspects of a patient’s nutrition care
plan, including serial assessment and
treatment goals, must be carefully

N AND DIETETICS

documented in the EHR, regularly
updated, and effectively communicated
to all health care providers (Figure 3).
This will allow informed engagement
by all providers and continuity of
treatment if the patient is transferred
to another care setting. In addition,
accurate and thorough documentation
is essential for proper disease coding.58


For example, prior to 2012, only severe
malnutrition could be coded as a
complicating condition with a primary
diagnosis. However, as of October 2012,
mild or moderate malnutrition can
now be coded as a complicating con-
dition.59 In practice, however, proper
documentation and communication do
not always occur. Most often, nutrition
status and progress are not adequately
documented in the medical record,
making it difficult to determine when
and if patients are consuming food and
supplements. In addition, nutrition
standard operating procedures and
EHR-triggered care are often lacking in
the hospital, and nutrition care plans
and medical conditions are poorly
communicated to post-acute facilities
and primary care physicians.
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The Alliance recommends the
following strategies to improve docu-
mentation and communication of the
patient’s nutrition care plan, including
leveraging the various forms of EHR
systems now routine in most hospitals.


� Nutrition care must be formally
documented via the central area
on the medical record or in the
EHR with the following compo-
nents: (1) nutrition screening
results; (2) comprehensive nu-
trition assessment data, including
those obtained from a nutrition-
focused physical assessment;
(3) nutrition diagnosis; (4)
nutrient�medication interactions
and diagnosis-related alterations
in requirements; (5) nutrition in-
tervention(s) ordered and plan-
ned goals; (6) dietary intake
pattern, including percentage of
food consumed with each meal
and consumption of any ordered
ONS; and (7) monitoring and
evaluation plan with specific
indices and timeframe for re-
assessment.


� Hospitals must create and
maintain standardized policies,
procedures, and EHR-automated
triggers relevant to nutrition,
including nutrition-related and
specific diet order sets and pro-
tocols in the hospital’s EHR (eg,
algorithms for initiating ONS, EN
and PN orders).


� Nutrition care plan documenta-
tion must be included in the
discharge summary to ensure
that post-acute facilities/clini-
cians fully understand all aspects
of the nutrition care plan,
including goals, intervention,
necessary resources, monitoring,
and evaluation.


Principle 6: Develop a
Comprehensive Discharge
Nutrition Care and Education
Plan
A comprehensive, systematic approach
to managing nutrition from admission
through discharge and beyond is
needed to consistently improve quality
of care (Figure 3). The risk always ex-
ists that nutrition goals achieved in
the inpatient setting may be lost if
the continuity of care is not adequately
addressed at the time of discharge.7,60


In practice, patients and family
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members/caregivers are rarely edu-
cated adequately on nutrition care by
the hospital team.61 Moreover, patient
adherence to nutrition orders during
and following a hospital stay is often
poor, and not all physicians are familiar
with the proper elements of a dis-
charge nutrition care plan. Failing to
address these challenges could result
in nutrition care shortcomings at one
of the most vulnerable stages in a pa-
tient’s recovery.
To ensure continuity of care, systems


must be put in place to provide pa-
tients, family members, and caregivers
with nutrition education and a com-
prehensive post-hospitalization nutri-
tion care plan. Toward this end,
the Alliance makes the following
recommendations:


� Nutrition must be a component
of all clinicians’ conversations
with patients and their family/
caregivers.


� The patient’s nutrition status,
nutrition recommendations and
other interventions (eg, ONS,
vitamin and mineral supple-
ments, and access to food), and
the post-discharge nutrition care
plan must be explained by the
clinical care team throughout
the inpatient stay and docu-
mented in the EHR.


� Follow-up nutrition assessment
and education, combined with
specific follow-up appointment
information must be provided to
the patient and/or caregiver at
time of discharge.


� Hospitals must develop clear,
standardized, written instruc-
tions for nutrition care at home,
including the rationale for and
details on diet instruction and
any recommended ONS, vitamin
and/or mineral supplements that
can be given to the patient and
his or her caregiver upon hospi-
tal discharge.


� Nurses who manage patient
transitions at discharge must
prioritize nutrition within the
care plan. Post-hospitalization
phone calls must be adapted to
include questions about dietary
intake, weight change, and ac-
cess to food with concerns
brought to the dietitian’s atten-
tion. Dietitians should be used to
manage post-hospital transitions
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for patients that have malnutri-
tion as a primary or secondary
diagnosis. Ensuring nutrition
care is part of the transition to
home is a key step in reducing
hospital readmissions.

CONCLUSIONS
With the changing health care envi-
ronment, quality patient care and cost
containment are of utmost importance.
Early and automated nutrition inter-
vention coupled with clinician collab-
oration is critical in remediating the
issue of malnutrition in hospitals and
has a strong potential to improve pa-
tient care and reduce hospital costs.
Successful management of hospital
malnutrition requires an interdisci-
plinary team approach and leadership
that fosters open communication
among disciplines. To be successful, all
members of the health care team must
understand the importance of nutrition
care in improving patient outcomes
and the financial impact of failing to
address this problem. Processes must
be put into place to ensure that
appropriate nutrition intervention is
provided and patients’ nutrition status
is routinely monitored. Finally, addi-
tional evidence quantifying the value of
nutrition care must be assessed
through broad research efforts, ranging
from outcomes research to prospective
randomized controlled clinical trials.
Funding for these initiatives is needed
from institutional, federal, foundation,
and industry sources. Without ques-
tion, nutrition care must be made a
high priority and systematized in US
hospitals.


This article is a call to action from the
Alliance, challenging hospital-based
clinicians to incorporate the proposed
principles to evoke meaningful im-
provement in nutrition care within
their institutions. This call marks a step
change in efforts to date to improve
nutrition among hospitalized patients.
For the first time, it unites professional
organizations in a common pursuit to
raise awareness about the problem
of hospital malnutrition and make
meaningful progress toward early
nutrition intervention and improved
hospital treatment practices with the
ultimate goal of improving quality of
care and reducing costs. To accomplish
this will require interdisciplinary
collaboration by dietitians, nurses, and
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physicians throughout the continuum
of care so that patients receive excel-
lent nutrition care in the hospital and
after discharge.
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Attachment 3.0

Malnutrition Care: Preparing for the Next
Level of Quality

I
N 2013, THE ACADEMY OF
Nutrition and Dietetics (Academy)
entered into a joint project with
Avalere Health to improve quality


of care in the US health system by
recognizing the unaddressed area of
malnutrition. Together the Academy
and Avalere Health have embarked on
a collaborative journey to advance
high-quality, patient-driven care for
hospitalized adults aged 65 years and
older who are malnourished or at risk
for malnutrition. Avalere Health is a
research and advisory services firm
that supports stakeholders in
improving care delivery through better
data, insights and strategies.
Improving the care delivered to


malnourished patients is a concern
shared by many stakeholders. In
November 2013 and September 2014,
the Academy and Avalere Health con-
ducted multi-stakeholder dialogues,
where participants could discuss how to
design and implement specific im-
provements tomalnutrition care inacute
care settings.1,2 The dialogues included
participants from the American Nurses
Association, American Kidney Fund, So-
ciety of Hospital Medicine, Office of the
National Coordinator for Health Infor-
mationTechnology, National Association
of Nutrition and Aging Services Pro-
grams, Academy of Medical Surgical
Nurses, Healthwise, American Society
for Parenteral and Enteral Nutrition, The
Joint Commission-Department of Qual-
ity Measurement, Discern Consulting,
Centers for Medicare and Medicaid
Services-Quality Improvement Group,
Geisinger Health System-Regulatory
Performance Improvement, University

of Michigan Health Systems, AvaMed-
Payment and Health Care Delivery
Policy,McKessonCorporation-Electronic
Health Record Quality Measurement
Workgroup, National Partnership for
Women and Families, American Hospital
Association-Quality & Patient Safety, Alli-
ance to Advance Patient Nutrition, Abbott
Nutrition, Avalere Health, and the
Academy.
The goal of the dialogues—‘reduced


burden of hospital malnutrition by
improving quality of nutrition care,
defined by improved clinical outcome
and reduced cost of care’—served as the
springboard for participants to identify
key levers for improved care, define
how to achieve the desired results, and
understand how results are measured.
Participants defined subject areas to
create a framework that would include
key barriers to optimal care, identify
areas prioritized for quality improve-
ment and measurement, and summa-
rize best practice domains and
examples.1,2 The two dialogues resul-
ted in three goals for malnutrition care
of the older adult in the hospital
setting:


� understand how nutrition care
processes and executed plans
currently occur, utilizing the
interdisciplinary care team;


� recognize the adaptation of
malnutrition-structured data,
and identify missing compo-
nents within the electronic
health records systems; and


� classify the best methods to
improve outcomes through
measurement, such as perfor-
mance metrics and protocols.


As a result of the dialogues, the
Academy and Avalere Health concluded
that a formal initiative should be
established to address these goals.

PRACTICE AND MEASURES
In 2015, the Academy and Avalere
Health created the Malnutrition

ª 2

Quality Improvement Initiative (MQII),
which included a two-part parallel
effort:


� launch a malnutrition quality
improvement demonstration in
the hospital setting; and


� create new (de novo) electronic
clinical quality measures to
facilitate optimal, evidence-
based malnutrition care.


Electronic clinical quality measures
(eCQMs) are “tools that help measure
and track the quality of health care ser-
vices provided by eligible professionals,
eligible hospitals and critical access
hospitals (CAHs) within our health care
system.”3 They serve as metrics by
which patient care can be measured by
an electric health record (EHR) system.
De novo eCQMs are not based on an
existing measure. De novo eCQMs must
adhere to the National Quality Forum
(NQF) measure submission process and
requirements for eMeasure sub-
missions.4 The NQF is a not-for-profit
nonpartisan membership-based organi-
zation established in 1999, that pro-
motes health care quality through
measurement and public reporting.
NQF’s membership comprises over 400
organizations, representing consumers,
health plans, medical professionals,
employers, government and other pub-
lic health agencies, pharmaceutical and
medical device companies, and other
quality improvement organizations.5


The Academy is an association member
of the NQF.


Clinical guidelines for patients
malnourished or at risk of malnutrition
recommend screening, assessment,
diagnosis, nutrition intervention, care
plan use, counseling, and discharge
planning. Evidence suggests gaps
remain in care delivery, which calls the
clinical workflow process into ques-
tion.1 In order to realize malnutrition
standards of care, the Academy and
Avalere Health came up with an objec-
tive for each project: the objective of
the malnutrition quality improvement
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demonstration is to provide tools for
hospital facilities to achieve standards
of care in their care delivery for
malnourished patients. And the objec-
tive of the eCQMs is to provide data that
will show hospital facilities whether
and by how much they meet the stan-
dards of care.


THE ACADEMY AS A MEASURE
STEWARD
The Academy and Avalere Health
established bimonthly teleconferences
with stakeholder involvement. A Tech-
nical Expert Panel (TEP) was created to
assist in measure development review
in 2015-2016. TEP members include
registered dietitian nutritionists
(RDNs) specializing in nutrition infor-
matics, standards and interoperability,
hospital/medical center food and
nutrition services, and clinical areas of
nutrition support and behavioral
health; physicians in hospital medicine
and nutrition; a nurse with a focus in
the electronic health industry; a pa-
tient advocate; and Academy and Ava-
lere Health staff. The TEP developed
and reviewed four de novo eCQMs:


� malnutrition screening within
24 hours;


� diet orders within 24 hours;
� nutrition assessment for patients


identified at risk for malnutrition
within 24 hours of the
screening; and


� documentation of malnutrition
diagnosis.


The eCQMs are currently being field
tested in a hospital facility—the Uni-
versity of Iowa Health System in Iowa
City—to make sure the hospital’s EHR
system is able to effectively record and
report the eCQMs. Testing results and
reporting extraction has been
completed, and as of this writing,
refining of overall EHR reports gener-
ated is being conducted. Additional
field testing is also occurring in the
spring in another hospital facility
setting. Separate feasibility assess-
ments with EHR vendors have also
been conducted with Cerner Corpora-
tion and Epic Systems. Both companies
provide EHR software to mid-size and
large medical groups, hospitals, and
integrated health care organizations.
The four eCQMs will be submitted to


the NQF to begin the endorsement
process6 in June 2016; when the NQF’s
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review process is complete, the Acad-
emy will release the measures to the
public, establishing the Academy as a
measure steward.7 Measure steward-
ship allows the Academy to be solely
responsible for the review and
enhancement of the malnutrition
measure set. The Academy will need to
handle ongoing maintenance activities
of the measures to ensure the accuracy
and currency of measure information.
The eCQMs will also be submitted to
the CMS in July 2016 for their Measures
Under Consideration (MUC) List.
In order to comply with the Patient


Protection and Affordable Care Act
(PPACA), the Department of Health and
Human Services (DHHS) must establish
a federal preerule-making process for
the selection of quality and efficiency
measures for use in certain Medicare
programs no later than December 1 of
each year. DHHS makes publicly avail-
able a list of measures that they’re
considering adopting through the fed-
eral rule-making process for use in
Medicare programs. The MUC List sat-
isfies the statutory requirement. To
understand more on this process, refer
to the Measures under Consideration
User Guide Issue Tracking System
Guidance, which CMS provides to give
guidance to stakeholders proposing
preerule-making measures.8


Following these key milestones with
the NQF and CMS, the Academy and
Avalere Health will work with The Joint
Commission (TJC) to review their
criteria for establishing a Certification
Program for Malnutrition.

PREPARE TO BE A PART OF THE
TEAM
In response to the goals established at
the multi-stakeholder dialogues, the
Academy and Avalere Health conducted
a series of interviews with a variety of
health care providers to identify gaps in
the health care workflow. Once these
gaps were identified, the Academy and
Avalere Health developed a hospital
malnutrition quality improvement
demonstration, focused on standard-
izing clinical practice through applica-
tion of a toolkit. The toolkit implements
the quality improvement techniques
of a plan-do-study-act model, and ad-
dresses performance gaps by analyzing
the clinical process workflow of
malnutrition care (Figure). Quality in-
dicators can be used to assess a facility’s
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goals for improvement, as well as clin-
ical practice variability across the entire
recommended clinical workflow.


The malnutrition quality improve-
ment demonstration was put into use
for field testing at Vanderbilt Univer-
sity Medical Center in Nashville, TN, in
January 2016. The demonstration has
been approved by an Institutional Re-
view Board (IRB) for use in quality
improvement research. Chesapeake IRB
provided independent review of the
MQII demonstration and Learning
Collaborative protocol. Many partici-
pating sites and test groups (ie, Iowa’s
field testing for the eCQMs) also per-
formed their own internal review.


Training and implementation
occurred during a 2-week feasibility
test. The toolkit was revised based on
the findings of the test, and redis-
tributed for a 3-month use. Data
collection and results are projected to
be finalized in June 2016. During this
same time period, a Learning Collabo-
rative comprised of additional hospital
facility sites will review and utilize the
toolkit in their unique and varied en-
vironments to better understand
existing typical clinical and documen-
tation workflows. The review will be
conducted by an interdisciplinary care
team, made up of a dietitian nutri-
tionist, a nurse, a physician, a speech
pathologist, and other care team
members; the team will work together
to analyze differences between existing
and recommended clinical workflow.


The malnutrition eCQMs and MQII
demonstration toolkit will be available
in the fall of 2016. In the future, the
MQII demonstration toolkit and eCQMs
may be applied across settings, used in
clinical practice improvement, and
have electronic specifications.

THE RDN AS
TRANSFORMATIONAL LEADER
Malnutrition care is an opportunity for
RDNs and their interdisciplinary teams
to champion positive patient out-
comes. As the primary trans-
formational leader responsible for
adopting the malnutrition eCQMs and
initiating the use of the MQII toolkit,
RDNs may be on the forefront of taking
quality of care to the next level within
their nutrition department, patient
units, and hospital setting. They will
play a key role in evaluating their
hospital nutrition care workflow to
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Figure. Example of nutrition care workflow.
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determine which quality improvement
projects are necessary to close the gap
in malnutrition care delivery. In addi-
tion, the RDN will play an integral part
in promoting patient-centered care by
adopting core principles of patient
engagement, activation of self-care,
and shared decision making with pa-
tient and family care givers.
In summary, RDNs will serve as


transformational leaders, advancing
their professional clinical competence
in malnutrition care. The Academy
believes that when the RDN estab-
lishes him- or herself in this leader-
ship role, and works side-by-side with
care team members, it will promote
excellence in performance and a shift
in focus to value-based programs
driven by measurement and the out-
comes achieved.9
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Validation of the Academy/A.S.P.E.N.
Malnutrition Clinical Characteristics


Rosa K. Hand, MS, RDN, LD; William J. Murphy, MS, RDN, LDN; Lindsey B. Field, MS, RDN, LD; James A. Lee, MSE; J. Scott Parrott, PhD;
Maree Ferguson, PhD, MBA, RDN*, AdvAPD‡; Annalynn Skipper, PhD, RDN; Alison L. Steiber, PhD, RDN

T
OACHIEVE A CONSISTENT AND
accurate definition and diag-
nosis of malnutrition, the
Academy of Nutrition and Di-


etetics (Academy) collaborated with
the American Society of Parenteral and
Enteral Nutrition (A.S.P.E.N.) to develop
clinical characteristics of malnutri-
tion1,2: weight loss over time, inade-
quate energy intake compared with
estimated needs, muscle loss, fat loss,
fluid accumulation, and diminished
grip strength. These characteristics
were intended to distinguish between
severe and nonsevere malnutrition for
adults in all settings.1 The clinical char-
acteristics draw upon earlier work that
recommended identifying acute or
chronic disease/inflammation and so-
cial and environment-related circum-
stances as malnutrition etiologies.3


While the malnutrition clinical charac-
teristics (MCCs) were developed and
published jointly by the Academy
and A.S.P.E.N., both groups recognized
that the body of evidence supporting
the clinical characteristics was limited,
and recommended that they be
validated.
Since the characteristics were


released, researchers at two acute care
academicmedical centers found thatfive
of six MCCs were available in existing
documentation.4 Researchers also found
a relationship between diagnosis of se-
vere malnutrition using the MCCs and
higher hospitalization costs5 and be-
tween a diagnosis of moderate and se-
vere malnutrition and longer hospital
stay.6 However, diagnostic guidelines

have also been released by the
European Society of Parenteral and
Enteral Nutrition7 that are substantially
different from those established by the
Academy and A.S.P.E.N. Therefore, to
provide more confidence for clinicians
and policy makers who wish to use the
MCCs, a pilot study intended to test the
validity of the six MCCs was planned.
Specifically, this pilot study was
intended to establish the feasibility of
data collection and analysis methods
that could be applied in a future,
adequately powered study to test the
validity of the MCCs.
Validating new characteristics such


as the MCCs involves comparing their
sensitivity, specificity, positive and
negative predictive validity, likelihood
ratios, and diagnostic odds ratios8,9 to
results of an existing reference stan-
dard10 that establishes criterion val-
idity. If a reference standard is not
available, these measures of diagnostic
accuracy cannot be calculated.
Although some traditional characteris-
tics such as body mass index and
serum protein levels are used in prac-
tice, there is no accepted, well-
validated standard for diagnosing
malnutrition, eliminating criterion val-
idity from consideration. Subjective
global assessment (SGA) has been well
validated as a measure of malnutrition
in many patient populations,11-13 but
overlap of some characteristics with
the MCCs limits its use as a validation
standard. Another disadvantage of
criterion validity is that it establishes
differences in rather than superiority of
one item or set of items over another.
For example, if the MCCs were
compared with serum albumin con-
centrations or SGA, the result would be
the strength of the association between
the two items and establish only
whether the items are similar or dis-
similar. Neither finding would be use-
ful in the determination of which tool

ª 2

should be used in practice; similarity
would indicate that the MCCs instru-
ment has no more utility than the
other measure, and dissimilarity would
provide no evidence as to which
instrument, if either, was more suc-
cessful in identifying malnutrition.


Without a reference standard or
method to directly measure malnutri-
tion, the MCCs must be validated in
relation to the theoretical framework
upon which it is based (construct val-
idity). The malnutrition workgroup1


defined adult malnutrition as an
imbalance with “insufficient calories,
protein, or other nutrients needed for
tissue maintenance and repair.” A lon-
gitudinal nutrient imbalance cannot be
assessed directly in a single encounter.
However, the role of malnutrition in
morbidity and mortality, decreased
function and quality of life, increased
frequency and length of hospital stay,
and higher health care costs is reason-
ably well established.1 These outcomes
are measurable, and clusters of these
negative outcomes, independent of
confounding factors, indicate the pres-
ence of malnutrition. Therefore, asso-
ciation between presence of the MCCs
and poorer outcomes is a measure of
the positive predictive validity of the
MCCs to correctly identify malnutri-
tion. Thus, the methodology for vali-
dating the MCCs is based on the
theoretical framework illustrated in
Figure 1.


Although using predictive and
construct validity overcomes the need
for a reference standard and provides a
more useful comparison, it raises a new
problem: Ensuring that the influence of
malnutrition on clinical outcomes is
independent of factors such as disease,
comorbidities, severity of illness, age,
sex, or nutrition interventions that may
correlate with outcome. The medical
disease or condition may be responsible
for some or all of the adverse patient
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Figure 1. Malnutrition clinical characteristics (MCC) pilot validation study theoretical framework. The double-lined arrow illustrates
that direct comparison of the MCC to the presence of malnutrition is not possible in the absence of a direct measure of malnu-
trition. The theoretical concept of malnutrition is its detrimental effects on measurable health outcomes (solid lined arrows). The
MCC (dashed lines and arrows) can be compared with these measurable outcomes (dotted lines). Observation that the MCC predict
these outcomes would then necessarily substantiate the characteristics as valid measures of malnutrition.
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outcomes. Separating these effects is
difficult. The role of inflammation, and,
therefore, disease severity, has been
incorporated into the MCC etiologies;
however, when using the validation
construct described above, the disease
process becomes an important con-
founding factor that must be controlled
to isolate the effect of malnutrition on
the outcomes. There are some different
approaches that have been used to
adjust for the presence and severity of
illness, including the Charlson comor-
bidity index (CCI),14 the Elixhauser co-
morbidity measure,15,16 and diagnosis-
related groups (DRGs).17 Each approach
predicts slightly different outcomes and,
therefore, is appropriate for disease
severity adjustment of different study-
related variables.
In addition to validity, the clinical


and scientific utility of the MCCs also
depends on the reproducibility of the
results. The diagnosis for an individual
should be the same if the process is
repeated multiple times over a short
period or by different clinicians (inter-
rater reliability). Therefore, this study
was also designed to assess the inter-
rater reliability between registered
dietitian nutritionists (RDNs) who
obtain and apply the MCCs.
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VALIDATION PILOT TRIAL
DESIGN AND IMPLEMENTATION
The pilot trial was a prospective,
observational validation study. Two
large, tertiary care medical centers
were recruited for the study, as well as
a community hospital where RDNs had
different depths of experience with the
electronic medical record, the
nutrition-focused physical exam for
muscle and fat loss, and diagnosing
malnutrition using the MCCs. Pairs of
RDNs were selected by the clinical
nutrition manager at their site and
trained to gather data. At the tertiary
care centers, one pair was recruited
from the intensive care units (ICUs)
and the other pair from general medi-
cal/surgical floors, whereas at the
community hospital the one pair was
recruited to see patients from any unit.
The goal for each site was to enroll 20
patients. RDNs completed the research
tasks in addition to their general clin-
ical responsibilities; therefore, the
study was designed so that study
activities were integrated into existing
practice as much as possible.
Institutional review board (IRB)


approval was obtained, first provision-
ally, from the American Academy of
Family Physicians IRB, then from the

JOURNAL OF THE ACAD

participating sites; then with full
approval from the American Academy
of Family Physicians IRB and registered
at clinicaltrials.gov.


RDNs were trained by the study in-
vestigators in two sessions. During the
first training session, RDNs partici-
pated in a 4-hour hands-on nutrition-
focused physical exam workshop that
included two standardized simulation
patients (actors). During the second
session, RDNs were trained to
randomly select eligible patients and
obtain informed consent using locally
approved forms. RDNs were instructed
on the standard definitions and pro-
cedures for collecting each variable
(Figure 2), including grip strength, and
were trained to enter the study data
into the Academy Health Informatics
Infrastructure (ANDHII).18 ANDHII is a
secure, web-based platform that stores
patient data, diagnoses, and interven-
tion details using Nutrition Care Pro-
cess and Terminology (NCPT).


Data Collection
Eligible patients were aged 18 years or
older, able to speak English well
enough to answer questions, able to
give informed consent, referred to the
RDN according to facility policy, and
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Measures of
malnutrition and
inflammation


MCC Weight loss, energy intake, fat loss, muscle loss, fluid accumulation,
handgrip strengthab


Potential inflammatory
markers


C-reactive protein, albumin, prealbumin, white blood cell count,
fever, infection, appetite before hospitalization and in-hospitalab


Other nutrition parameters
for comparison


Subjective global assessmenta


Covariates Patient characteristics Age, sex, race,a marital status, expected primary payer,
intensive care unit stay, previous admissions, previous
oncology admissionsc


Other in-hospital
assessments


EQ-5Dd quality of life, number of falls, number of pressure ulcers at
time of RDN visita


Nutrition care provided
in hospital


Nutrition diagnosis, etiology, signs and symptoms, and
recommended or implemented interventions that
were documented using Nutrition Care Process Terminologya


Outcomes Outcomes Length of stay, discharge location, pressure ulcers, falls,
charges, diagnoses, procedures, 30- and 90-d
readmissions, 30- and 90-d emergency department
visits, death (at index facility)c


aCollected by the primary RDN.
bCollected by the secondary RDN.
cCollected by a clinical nutrition manager with a medical coder.
dEQ-5D¼European Quality of Life-5 Dimensions tool. Euroqol. EQ5D. http://www.euroqol.org/fileadmin/user_upload/
Documenten/PDF/Languages/Sample_UK__English__EQ-5D-5L.pdf. Updated 2009. Accessed July 22, 2013.


Figure 2. Measures of malnutrition, patient covariates, and outcomes collected by the primary registered dietitian nutritionist
(RDN), secondary RDNb, and clinical nutrition manager with a medical coder at each facilityc participating in a pilot study to validate
the malnutrition clinical characteristics (MCC).
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expected to remain in the hospital for
at least 24 hours. Patients were ineli-
gible in cases where an RDN had seen
them previously during their present
admission; in cases where they partic-
ipated in the study during a previous
admission; or in cases where they were
admitted to hospice, palliative care,
psychiatric, maternity, pediatric,
trauma, burn, or day surgery units. To
control for the varying screening and
referral procedures at the participating
facilities, RDNs completed the Malnu-
trition Screening Tool19 for eligible pa-
tients and used the results to enroll an
equal number of at-risk and not-at-risk
patients from sequential admissions.
Because this was a feasibility study and
there were concerns about the eligi-
bility criteria, the number of patients
who were ineligible, and the reasons
for ineligibility were continuously
monitored so that protocol modifica-
tions could be made.
Data were entered under a random


alphanumeric patient identifier, with
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the key maintained at each local site,
which allowed follow-up data to be
collected and matched to each partici-
pant without the investigators being
aware of their identity. ANDHII was
selected as the data aggregation
method because it is integrated with
the NCPT.20 RDNs were required to
enter a nutrition diagnostic statement
(using the NCPT) that was relevant for
the patient as well as any interventions
recommended or implemented by the
RDN caring for the patient.
In addition to the data collected by


the primary RDN, to test interrater
reliability, a second RDN indepen-
dently assessed each patient, within a
24-hour period, for the presence or
absence of malnutrition, its severity,
and context (Figure 2). Sixty days after
patient recruitment had ended at each
site, the clinical nutrition managers
extracted patient outcomes data
(Figure 2). Outcome data were entered
into a standard Excel spreadsheet un-
der the assigned patient identifier and
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aggregated with data entered into
ANDHII.


Analysis Plan
Data were analyzed using RStudio
version 0.98 (2015, RStudio Inc) and R
version 3.1.3 (2015, R Foundation for
Statistical Computing).22 Data from
ANDHII and outcomes data reported by
the facilities were combined and
restructured for analysis using the
following R packages: plyr, dplyr,
magrittr, stringr, Hmisc, xlsx, and
foreign.21-28 Charlson and Elixhauser
comorbidity measures were determined
using the icd9 R package.29 Medicare
Severity-Diagnosis Related Groups (MS-
DRG) cost-weights were determined
with the MS-DRG with Medicare Code
Editor version 32.0 (National Technical
Information Service).


The preliminary analysis focused
on descriptive data, including compar-
ison to other possible markers of
malnutrition and understanding feasi-
bility of data collection. Descriptive
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characteristics were examined using
mean and standard deviation or fre-
quency and percent, as appropriate.
The percent of patients for which a
MCCs assessment was available was
analyzed to determine the feasibility of
data collection. Statistical comparisons
of interrater reliability were not con-
ducted because the sample size was
small, but a cross-tabulation of the
etiology and diagnostic severity selec-
tion for each patient assessed by two
RDNs was conducted.
The validation strategy was designed


for a multivariate analysis that con-
siders all outcomes and covariates
simultaneously, but, as this study was
planned as a pilot study, the number of
patients included in the present study
was insufficient for the full analysis.
Instead, the modeling concepts were
tested via a series of regression models
that evaluated individual outcomes
and selected closely related covariates.
The purpose of this was to demonstrate
that malnutrition diagnosis could be
used to explain a portion of the varia-
tion in outcomes that was independent
of the underlying disease process and
provision of care. The estimated effects
were not generalizable due to the risk
for overfitting inherent to the available
sample size.
For all models, malnutrition diag-


nosis using the MCCs was included as
an independent variable by dividing
patients into three categories: diag-
nosed by both RDNs with moderate
or severe malnutrition (malnourished),
diagnosed by only one RDN with
severe or moderate malnutrition
(inconclusive), or diagnosed by neither
RDN with severe or moderate malnu-
trition (not malnourished). For each
outcome, the type of regression model
used was selected based on the out-
come’s distribution. The covariates
were selected separately for each
model to provide a measure of disease
severity that was most appropriate for
the outcome and a measure of the
health care use associated with the
outcome and improved model fit. Use
of the ICU during the index admission
and intensive nutrition intervention,
defined as a recommendation for oral,
enteral, or parenteral nutrition support
from the primary RDN, were used as
measures of health care use.
For the outcome of the cost of


care, reported total charges were
the dependent variable. Charges are
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unlikely to be comparable between fa-
cilities due to varying cost-to-charge
ratios, so each reported charge total
was converted to a z score by sub-
tracting the mean of total charges for
the same facility and dividing by the
standard deviation of total charges for
the same facility. The resulting depen-
dent variable was approximately nor-
mally distributed and ordinary least
squares regression modeling was used.
MS-DRG cost-weights were used to
adjust for disease severity because
these figures are determined by the
Centers for Medicare and Medicaid
Services to provide an expected cost of
care based on the diagnoses made and
procedures performed during a patient
admission. Both ICU use and intensive
nutrition intervention correlated
weakly with the charges z score, but
the model using intensive nutrition
intervention was selected due to its
improved fit with lesser residuals.
For proximal outcomes, the length of


stay in days of the index admission was
used as the dependent variable because
there were no occurrences of in-
hospital falls or pressure ulcers. The
distribution of this variable was right
skewed and corrected to approximately
normal with a log transformation; or-
dinary least squares regression on the
log-transformed length of stay was used
for modeling. The van Walraven scoring
system for the Elixhauser comorbidity
measure was used to adjust for disease
severity because this measure has been
previously validated to predict length
of stay. Use of the ICU was used as the
measure of the provision of care due
to a moderate correlation with the
outcome.
Distal outcomes were relatively un-


common; the combination (sum) of
occurrences of readmissions, emer-
gency rooms visits, and death were
used as the dependent variable in a
Poisson regression. The CCI was used to
adjust for disease severity due to its
previously validated ability to predict
these outcomes.14 The inclusion of
neither ICU use nor intensive nutrition
intervention contributed large im-
provements in model fit. For consis-
tency with the structure of the other
models, the model that includes
intensive nutrition intervention is pre-
sented because it performed better
than the model including ICU use.
The observed independent effects


of malnutrition on outcomes were

JOURNAL OF THE ACAD

quantified via a Tukey contrast proce-
dure on the resulting models (using the
multcomp R package30) and reported as
pairwise difference between the
malnourished and not malnourished
patients for each outcome. In addition,
conditional means for each outcome
across the different malnutrition diag-
nosis categories were calculated. For
each outcome, the corresponding
regression equationwas computed with
continuous covariates held at their
average value and categorical covariates
held at their mode value. Unadjusted
conditional means were calculated by
repeating the regression procedures for
each outcome without covariates and
computing the regression equation re-
sults for each category of malnutrition
diagnosis. Figures presenting the con-
ditional mean results were constructed
using ggplot2.31

FINDINGS
Over 6 months, the RDNs screened 332
patients. One hundred fifteen (35%)
were eligible to participate and 28
(24.3% of eligible patients, 8% of
screened patients) agreed to do so.
Reasons for ineligibility were seen
previously by an RDN during the cur-
rent admission (n¼45), no family at
bedside to provide informed consent
(n¼39, consent via telephone was not
approved by local IRBs), and expected
remaining time to discharge <24 hours
(n¼27). The mean age of the patients
was 52 years with a range of 28 to 92
years. Sixty percent (n¼17) were men.
The patients were 82% (n¼23) white
and 18% black or African American
(n¼5). Table 1 presents the data on
body mass index compared with World
Health Organization cutpoints and
Malnutrition Screening Tool and SGA
score distributions of the sample.


The number of readmissions, emer-
gency room visits, mortality, pressure
ulcers, falls, and intensity of nutrition
intervention was available for all 28
patients. Two patients experienced a
single readmission and three experi-
enced two readmissions. One patient
experienced a single emergency room
visit and one experienced two emer-
gency room visits. One patient died. No
patients experienced pressure ulcers or
falls. Intensive nutrition intervention
(oral, enteral, or parenteral nutrition
support) was provided to 18 patients.
Reporting of charges billed by the
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Table 1. Body mass index,
malnutrition screening tool, and
subjective global assessment (SGA)
scores for patients enrolled in a pilot
study to validate malnutrition clinical
characteristics


Category Result


 n (%)!
Body mass indexa


Underweight (<18.5) 0


Normal weight (18.5-24.9) 8 (29.6)


Overweight (25-29.9) 3 (11.1)


Obese (>30) 16 (59.3)


Malnutrition screening
tool score


Not at risk (0 or 1) 9 (32.1)


At risk (2-5) 19 (67.9)


SGA rating overall


SGA-A (well-nourished) 13 (46.4)


SGA-B (suspected or
moderately
malnourished)


8 (28.6)


SGA-B (severely
malnourished)


7 (25.0)


aBased on World Health Organization categories;
calculated as kg/m2.


Table 2. Frequency with which
registered dietitian nutritionists
(RDNs) assessed each malnutrition
clinical characteristic (MCC) by
primary and secondary RDNs
assessing the same 24 patients
enrolled in a pilot trial to assess the
validity of the MCC


MCC variable Frequency


 n (%)!
Energy intake 50 (96.2)


Weight loss 48 (92.3)


Body fat loss 51 (98.1)


Muscle loss 52 (100)


Fluid accumulation 51 (98.1)


Grip strength 33 (63.5)
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hospital and use of intensive care were
available for 13 patients (46.4%). Five of
those patients received intensive care
services during their initial admission.
Billing codes were available for 11
patients. For those patients, the mean
and standard deviation of CCIs were
1.00�1.18, van Walraven-Elixhauser
comorbidity scores were 6.55�8.57,
and DRG cost weights were 3.12�2.79.

MCCs Use
Excluding four instances in which the
MCCs assessment was not completed
or recorded for a patient, the RDNs
assessed all six MCCs for 30 (57.8%) of
the 52 cases (representing observations
by the primary and secondary RDNs),
but were able to diagnose or rule out
malnutrition in 100% of cases. The
availability of each MCC for assessment
is listed in Table 2. Grip strength was
the least-frequently collected MCC
characteristic. It was available for 33
patients (63.5%) despite the availability
of dynamometers in each study facility.
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Muscle mass was the most frequently
assessed (100%).
Agreement between primary and


secondary RDNs about the context of
the malnutrition diagnosis is presented
in Table 3. In five cases (21.8%), the lead
and secondary RDNs selected different
contexts for the evaluation of malnu-
trition; in 16 patients (66.7%), they
reached the same determination about
the presence/severity of malnutrition
(Table 4).

Models Predicting Outcomes
from Malnutrition and Select
Covariates
The relationships between malnutri-
tion and outcomes are presented in
Figure 3. Due largely to the low rate of
reporting for billing data, the number
of patients with complete data for each
of the adjusted models was 11. Unad-
justed models were calculated on the
same 11 patients for comparability.
Malnourished patients experienced
higher charges, longer lengths of stay,
and more frequent undesirable out-
comes in each of the unadjusted and
adjusted models. For all outcomes, the
adjusted models resulted in decreases
in residuals when compared with the
unadjusted models. Although the small
feasibility sample of our study cannot
provide reliable parameter estimates
(not shown), the resulting models do
support the feasibility of the described
modeling approaches for future studies
with larger samples.
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Patients with conflicting (inconclu-
sive) diagnoses were more similar to
well-nourished patients for all out-
comes. The independent effect of
malnutrition diagnosed via the MCCs
on outcomes was observed to be 1.17
standard deviations higher billed
charges and 75% longer lengths of stay
(after adjustment for the severity of
disease and use of health care services),
although these differences were not
statistically significant due to the small
sample size. The same comparison for
the outcome events model did not
yield meaningful results due to the
high residual variance in the models.

IMPLICATIONS FOR FUTURE
RESEARCH
This study demonstrated the feasibility
of both collecting the malnutrition
clinical characteristics as well as a
complex multistep process for vali-
dating the MCCs. Overall, the feasibility
of assessing the six characteristics of
MCCs appeared high, with the excep-
tion of functional status as assessed by
handgrip strength. This is likely due to
the postural and mental status re-
quirements for measuring grip
strength, which makes it inappropriate
for critically ill patients. The sample
here is unlikely to be representative of
hospitalized patients due to the small
sample size, the number of patients
who refused to participate, and the
groups of patients excluded from study
eligibility; therefore, reproducing this
study at full power (estimated n¼600)
is critically important.


The finding that the RDNs disagreed
on context but came to similar con-
clusions on severity of malnutrition
may indicate that further training and
guidance in this area are required, or
that context selection may be unim-
portant in the final diagnosis. Because
the thresholds for malnutrition
severity vary based on context in the
MCCs, further study of both validity
and interrater reliability of the MCCs is
needed. It is possible that the severity
thresholds are not set at levels that are
useful for diagnosing malnutrition in
practice or that inflammatory burden is
too challenging to measure and too
dynamic to incorporate into malnutri-
tion definitions. Further comparison of
the MCCs with SGA, which considers
inflammatory status as one character-
istic rather than an etiology and uses
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Table 3. Cross-tabulations of acute, chronic, and social/environment context selection by primary and secondary registered
dietitian nutritionists (RDNs) assessing the same 24 patients enrolled in a pilot trial to assess the validity of the malnutrition
clinical characteristics


Context Selection
Secondary RDN


Primary RDN


Acute illness
Chronic illness
context


Social/environment
context Total


������������������������������
n (%)


������������������������������!
Acute illness context 2 (8.3)a 11 (45.8) 1 (4.2) 14 (58.3)


Chronic illness context 7 (29.2) 3 (12.5)a 0 10 (41.7)


Social/environment context 0 0 0a 0


Total 9 (37.5) 14 (58.3) 1 (4.2) 24 (100)


aAgreement between primary and secondary RDNs.
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subjective rather than objective cut-
points, may clarify this issue.
Participation of eligible patients was


low (28 participants; 24.3%). The rea-
sons for this were not determined.
Experiences from the Dietetics
Practice-Based Research Network indi-
cate that clinicians can be trained to
rigorously collect research data and
also suggest that it is challenging to
integrate research into practice.32


Nevertheless, using practicing clini-
cians improves the generalizability of
the findings.33 Therefore, continuing to
use the integrated researcher/practi-
tioner model for the proposed fully
powered study is planned.
The outcomes regression models


performed as expected, exhibiting a
reduction in residuals after adjustment
for severity of disease and provision of
care without negating the association
between a malnutrition diagnosis
and poorer outcomes, and this provides
evidence that our modeling approach
will be successful when applied in
the context of a larger study. Single

Table 4. Cross-tabulations of the malnutriti
dietitian nutritionists (RDNs) assessing the


MCC Diagnosis
Secondary RDN


Norma
thresho


����


Normal/MCC threshold not met 10 (41.7


Moderate malnutrition 1 (4.2)


Severe malnutrition 2 (8.3)


Total 13 (51.2


aAgreement between primary and secondary RDNs.
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outcome models such as those
employed in this pilot study, by Guerra
and colleagues,5,6 or by Jeejeebhoy and
colleagues,34 can suggest malnutrition,
but are insufficient for the validation of
diagnostic methods. As defined by
White and colleagues1 and described in
the validation construct (Figure 1),
malnutrition is characterized by the
clustering of multiple poor outcomes.
Therefore, a single outcome model
can establish the relationship between a
diagnosis method and that outcome,
but multivariate analysis of all outcomes
simultaneously is needed to confirm
the presence of malnutrition and vali-
date any diagnostic method. It was
not feasible to complete this multivar-
iate analysis with the sample size of
the present study, but the relative
success of modeling multiple outcomes
independently despite limited sample
size suggests that the validation
construct will be successful when
applied in the context of a larger
study with multivariate analysis of
covariance.

on clinical characteristics (MCC) diagnosis resu
same 24 patients enrolled in a pilot trial to a


Primary RDN


l/MCC
ld not met


Moderate
malnutrition


���������������������������n (%)���


)a 1 (4.2)


1 (4.2)a


2 (8.3)


) 4 (16.7)
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One remaining barrier to the valida-
tion methodology is the challenge in
obtaining medical outcomes and cost
data. One site was unwilling to provide
these data out of concern for facility
reputation. This limited sample size
was significant in the preliminary
analysis but may be resolved contrac-
tually with future sites.


Large-scale studies assessing the val-
idity or reliability of the MCCs have not
yet been published, making the devel-
opment, piloting, and final execution of
these methods important. A report on
the prevalence of malnutrition attemp-
ted to extrapolate to the MCCs’ validity,
but it is generally not feasible to use
retrospective data for the validation of
the MCCs due to unreliable use of In-
ternational Classification of Diseases-
9th edition-Clinical Modification codes
for malnutrition and the fact that some
MCCs may not currently be gathered in
clinical practice.4


There are notable examples of suc-
cessful adjustment to examine the in-
dependent influence of malnutrition

lt by primary and secondary registered
ssess the validity of the MCC


Severe
malnutrition Total


����������������������������!
1 (4.2) 12 (50.0)


1 (4.2) 3 (12.5)


5 (20.8)a 9 (37.5)


7 (29.2) 24 (100)
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Figure 3. Estimated mean values for outcomes by presence or absence of malnutrition for unadjusted (left) and adjusted (right)
models in a pilot study assessing the validity of the malnutrition clinical characteristics (MCC). Moderate and severe malnutrition are
considered together as “Malnourished” and patients with interrater disagreement on malnourishment are presented as “Incon-
clusive.” The adjusted models’ covariates are as follows: A¼diagnosis-related group cost weight and intensity of nutrition inter-
vention for hospital billed charges, B¼van Walraven-Elixhauser comorbidity score and use of intensive care during index admission
for length of stay, and C¼Charlson comorbidity index (CCI) and intensity of nutrition intervention for sum of outcome events.
Estimated means for adjusted models are conditioned on the mean value for continuous covariates and the mode value for
categorical covariates in the model. Eighty percent CIs of the mean present relative differences in uncertainty and should not be
used as indicators of significant differences between estimates.
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on patient outcomes. Lim and col-
leagues35 used DRGs to determine the
independent influence of malnutrition
on length of stay, readmissions, mor-
tality, and cost and showed malnutri-
tion had significant independent
adverse influence on clinical outcomes
in adult hospital patients. Agarwal and
colleagues36 used patient clinical
complexity level to account for the
confounding effect of disease on out-
comes in multivariate regression
models. Patient clinical complexity
level scores are based on the DRG sys-
tem and represent the additive effect of
a patient’s complications and comor-
bidities. The study found an indepen-
dent association between malnutrition
and poor food intake and length of
stay, readmissions, and mortality in a
general adult acute care population.
Philipson and colleagues37 used the CCI
to account for differences in comor-
bidities in an observational study on
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the influence of oral nutrition supple-
ments on patient outcomes.


PRACTICE APPLICATIONS
Although this was a small pilot study,
it was carefully designed to overcome
the theoretical and practical chal-
lenges in validation of a construct
when there is no reference standard.
This important work must continue
so that malnutrition diagnosis can
be standardized and validated.
Improving patient care through nutri-
tion intervention is a high priority,
but a necessary first step is to agree
upon how to diagnose malnutrition.
Identifying whether accepted nutri-
tion interventions improve outcomes
in patients with a malnutrition diag-
nosis will serve as additional data to
support the validity of the MCCs. Re-
sults of a larger validation study using
this methodology will identify
whether modifications to the MCCs

ION AND DIETETICS

are warranted and set direction for
further studies of malnutrition diag-
nosis and intervention. Adoption of
the MCCs to standardize malnutrition
diagnosis is recommended; however,
clinicians and facilities that adopt the
MCCs should be prepared for potential
changes in the definition as validity
and reliability evidence accumulates.
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Attachment 4.0 


Representation at Meetings and Events Calendar 
2017-2018  


 
 
 


   


Criteria for Representation at Meetings or Events:  
• The philosophy and values of the external organization are consistent with that of the Academy. 
• The meeting or event supports the Academy’s strategic direction. 
• The expected outcomes of representation are pre-established. 
• The human capital and financial resources required of the Academy are reasonable and within budget.  
• The external organization is willing to incur the direct and indirect associated costs, whenever possible. 
• The organization’s membership and leadership include a significant portion of Academy members or potential Academy members. 
• The Academy is not expected to endorse or help position any commercial product(s) or service(s). 


 
 


DATE 
 


MEETING 
 


LOCATION 
BOARD OF DIRECTORS 


REPRESENTATIVE 
REPORT 


SUBMITTED 
 


COST 
May 3-7, 2017 American Association of Clinical Endocrinologists 


Annual Meeting 
Austin, TX J. Dantone-DeBarbieris Yes  


May 4-5, 2017 Food Systems Engagement Meeting hosted by the 
Food Service Guidelines Collaborative 


Bipartisan Policy 
Center in 
Washington, DC 


L. Beseler Yes Airfare and Hotel 
$900 


May 9, 2017 Special Olympics and Association of University 
Centers on Disabilities Inclusive Health Forum 


Washington, DC L. Beseler  Yes Costs covered by 
host organization 


May 10-12, 2017 Partnership for a Healthier America Summit Washington, DC MP Raimondi  N/A 


May 10-12, 2017 New York State Academy of Nutrition and Dietetics Lake Placid, NY L. Beseler N/A Costs covered by 
Affiliate 


May 12, 2017 Maryland Academy of Nutrition and Dietetics Linthicum Heights, 
MD 


L. Beseler  N/A Costs covered by 
Affiliate 


May 11-12, 2017 West Virginia Academy of Nutrition and Dietetics 
Annual Conference 


Huntington, WV D. Martin N/A Costs covered by 
Affiliate 


May 17-18, 2017 Ohio Academy of Nutrition and Dietetics Annual 
Conference 


Cleveland, OH BOD Members, as schedule 
permits 


N/A Costs covered by 
Affiliate 


May 19-20, 2017 Board of Directors Meeting Cleveland, OH BOD Members N/A  


June 1, 2017 Brook Army Medical Center Dietetic Internship 
Program 


San Antonio, TX L. Farr Yes Costs covered by 
host organization  


June 2-3, 2017 Dietitians in Nutrition Support Symposium  Scottsdale, AZ M. Russell Yes Costs covered by 
host organization  


June 6, 2017 American College of Cardiology Roundtable  Washington, DC W. Karmally  Yes Costs covered by 
host organization 


June 6-8, 2017 ANFP Annual Conference Las Vegas, NV B. Richardson  Yes Hotel $180 
Registration/ 
airfare covered by 
organizer 
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DATE 
 


MEETING 
 


LOCATION 
BOARD OF DIRECTORS 


REPRESENTATIVE 
REPORT 


SUBMITTED 
 


COST 
June 7-10, 2017 Dietitians of Canada St. John’s, NL M. Yadrick Yes Comp registration 


by DC 
June 9, 2017 Arizona Academy of Nutrition and Dietetics 


Conference 
Phoenix, AZ D. Martin Presenter Costs covered by 


Affiliate 
June 14-16, 2017 HLT Summer Retreat Chicago, IL HLT Members N/A  


June 14-15, 2017 United Fresh Produce Presentation: School Nutrition 
and Public Policy 


Chicago. IL D. Martin Presenter Covered by host 
organization 


June 25-26, 2017 Public Policy Workshop Washington, DC D. Martin, M. Russell, 
L. Beseler, D. Polly, M. Kyle,  
L. Farr, M. Lites, P. Babjak,  
K. Concannon (speaker) 


N/A  


June 28-29, 2017 Foundation Board of Directors Meeting Chicago, IL M. Russell, P. Babjak,  
Foundation BOD members 


N/A  


June 29, 2017 Marketing Food Through Hope, Not Fear Rosemont, IL D. Martin Presenter Covered by host 
organization  


July 6-7, 2017 Nominating Committee Planning Meeting Chicago, IL L. Beseler, P. Babjak N/A Covered by NC 


July 9-12, 2017 School Nutrition Association Conference  Atlanta, GA D. Martin Yes Comp registration 
and housing. 


July 16, 2017 Florida Food and Nutrition Symposium Fort Lauderdale, FL D. Martin Presenter Costs covered by 
Affiliate 


July 19-21, 2017 Board Retreat Austin, TX BOD Members N/A  


July 22, 2017 UNF DCN Leadership Institute  Jacksonville, FL L. Beseler  N/A Covered by UNF 


August 1, 2017 Feeding America Washington, DC D. Martin   


August 4-10, 2017 AADE Annual Conference Indianapolis, IN J. Dantone-DeBarbieris Yes $1250.00 for 
hotel/travel 
Comp reg 


August 11, 2017 UAB School of Health Professions Alumni Program 
and UAB DI Certificate Ceremony 


Birmingham, AL D. Martin Presenter Covered by host 
organization 


August 15-18, 2017 
  


Association of Healthcare Foodservice (AHF) 2017 
Annual Conference 


National Harbor, MD M. Yadrick  50/50 between 
Academy and 
Computrition/ 
comp reg. (last 
year) 


August 21, 2017 Minneapolis Public School Nutrition Program Minneapolis, MN D. Martin Presenter Covered by host 
organization 


August 23-24, 2017 Catawba Retreat Catawba, OH D. Martin, M. Yadrick, P. Babjak,  
J. Dodd, A. Stieber, MB. Whalen,  
B. Labrador, S. Finn 


N/A BOD flights 
approx. $500 
Accommodation 
by Organizer 
covered  


September 6, 2017 Winthrop University 100th Birthday in Dietetic 
Education  


Rock Hill, SC L. Beseler Presenter Costs covered by 
host organization 
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DATE 
 


MEETING 
 


LOCATION 
BOARD OF DIRECTORS 


REPRESENTATIVE 
REPORT 


SUBMITTED 
 


COST 
September 14-15, 2017 Board of Directors Meeting Chicago, IL BOD Members N/A  


September 15-16, 2017 ASMBS National Obesity Collaborative Care Summit Chicago, IL L. Beseler Yes Costs covered by 
Organizer 


September 22, 2017  ILSI North America Working Group on Personalized 
Nutrition Roundtable 


Webinar A. Steiber N/A  


October 4, 2017 World Food Program- McGovern-Dole Leadership 
Award 


Washington, DC D. Martin 
J. Blankenship 


N/A Comp. tickets 
(Milton) 
Flights: 
Hotel: 


October 14-17, 2017 Mexican College of Nutrition International Congress Mexico City, Mexico D. Martin  Costs covered by 
host organization 


October 15-20, 2017 International Congress of Nutrition  Buenos Aires, 
Argentina  


E. Boyd Kappelhof (presenting in 
place of A. Steiber) 


Presenter Covered by 
presenter 


October 18-20, 2017 World Food Prize  Des Moines, IA E. Bergman  Yes Registration 545 
Hotel $600 


October 20-21, 2017 HOD Fall Meeting Chicago, IL BOD Members  N/A  


October 21-24, 2017 Food and Nutrition Conference and Expo Chicago, IL BOD Members N/A  


October 29- November 2 Obesity Week Washington, DC L. Beseler 
D. Enos 


Yes  


November 6, 2017 Obesity Medicine Education Collaborative (OMEC) 
Survey 


N/A H. Raynor N/A  


November 9-10, 2017 Nominating Committee Selections Meeting Chicago, IL L. Beseler, P. Babjak N/A Covered by NC 


November 14, 2017  Cook County Consent Agenda: 100th Anniversary 
Recognition  


Chicago, IL M. Russell 
M. Whalen 


N/A  


November 17-19, 2017  2nd National Congress on Prevention of Diabetes and 
Its Complications 


Atlanta, GA L. Beseler, D. Martin,  
J Dantone-DeBarbieris, M. Kyle 


Presenters Costs covered by 
host organization  


December 3, 2017 Case Western Reserve Commencement Speech Cleveland, OH L. Beseler Presenter  


December 4-5, 2017 Illinois Site Visit -- School Food Service Equipment 
Modernization Project 


Chicago, IL M. Russell N/A  


December 4-5, 2017 Cardiometabolic Health and Diabetes Summit Dallas, TX R. Anding  Costs covered by 
host organization 


December 15, 2017 Stamford University Awards Ceremony Keynote Birmingham, AL D. Martin  Presenter Costs covered by 
host organization 


January 19, 2018 
11:00am – 1:00pm CT 


Board Business Webinar Meeting  BOD Members N/A N/A 


January 22-25, 2018 ASPEN Nutrition Science and Practice Conference Las Vegas, NV M. Russell   


January 26-28, 2018 HLT Winter Retreat Chicago, IL HLT Members N/A  


February 21-22,2018 Committee Appointment Meeting Chicago, IL M. Russell, M. Kyle N/A  
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DATE 
 


MEETING 
 


LOCATION 
BOARD OF DIRECTORS 


REPRESENTATIVE 
REPORT 


SUBMITTED 
 


COST 
February 22-23, 2018 Board of Directors Meeting Chicago, IL BOD Members N/A  


March 1-4, 2018 Alaska Academy of Nutrition and Dietetics Anchorage, AK D. Martin Presenter Recipient of $500 
Grant. Remainder 
of cost covered 
by Affiliate  


March 14, 2018 North Dakota Academy of Nutrition and Dietetics Bismarck, ND S. Brantley Presenter Recipient of $500 
Grant. Remainder 
of cost covered 
by Affiliate 


March 14-16, 2018 Alabama School Nutrition Association/ Alabama 
Academy of Nutrition and Dietetics  


Birmingham, AL D. Martin Presenter Covered by host 
organizations 


March 15-17, 2018 Clinical Nutrition Managers DPG Symposium  Albuquerque, NM M. Russell Presenter Costs covered by 
host organization 


March 22-23, 2018 Illinois Academy of Nutrition and Dietetics  TBD  
Awaiting Speaker Request Form 


Presenter Covered by 
Affiliate 


March 28-29, 2018 Georgia Academy of Nutrition and Dietetics Atlanta, GA D. Martin Presenter Covered by 
Affiliate 


April 5-6, 2018 West Virginia Academy of Nutrition and Dietetics Morgantown, WV H. Barkoukis Presenter Cost covered by 
Affiliate 


April 5-7, 2018 Pennsylvania Academy of Nutrition and Dietetics Grantville, PA D. Martin Presenter Cost covered by 
Affiliate 


April 6, 2018 Board Webinar  BOD Members N/A  


April 11-12, 2018 Indiana Academy of Nutrition and Dietetics Fisher, IN D. Martin Presenter Cost covered by 
Affiliate 


April 11-12, 2018 Wisconsin Academy of Nutrition and Dietetics 
(scheduled to present the morning of April 12) 


Wisconsin Dells, WI M. Russell Presenter Cost covered by 
Affiliate 


April 13, 2018 South Carolina  Academy of Nutrition and Dietetics 
(scheduled to present on April 13 at 3pm) 


Columbia, SC M. Russell Presenter Cost covered by 
Affiliate 


April 13, 2018 Vermont Academy of Nutrition and Dietetics Burlington, VT D. Polly  Presenter Recipient of $500 
Grant. Remainder 
of cost covered 
by Affiliate 


April 13-14, 2018 Nevada Academy of Nutrition and Dietetics Las Vegas, NV D. Martin Presenter Cost covered by 
Affiliate 


April 15-17, 2018 Washington Academy of Nutrition and Dietetics Seattle, WA D. Martin Presenter Cost covered by 
Affiliate 


April 18-20, 2018 Idaho Academy of Nutrition and Dietetics Sun Valley, ID D. Martin Presenter Recipient of $500 
Grant. Remainder 
of cost covered 
by Affiliate 


April 19, 2018 Arkansas Academy of Nutrition and Dietetics 
(scheduled to present the morning of April 19) 


Little Rock, AR D. Polly Presenter Cost covered by 
Affiliate 


April 19, 2018 Minnesota Academy of Nutrition and Dietetics Minneapolis, MN L. Beseler Presenter Cost covered by 
Affiliate 


April 20, 2018 Oklahoma Academy of Nutrition and Dietetics TBD L. Beseler Presenter Cost covered by 
Affiliate 


April 20-23, 2018 HLT Spring Retreat Chicago, IL  HLT Members, P. Babjak N/A  
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DATE MEETING LOCATION 
BOARD OF DIRECTORS 


REPRESENTATIVE 
REPORT 


SUBMITTED COST 
April 21-25, 2018 ASN/Experimental Biology San Diego, CA A. Steiber (tentative) Comp registration 


Flight and hotel $ 
500 (last year) 


April 27, 2018 Maine Academy of Nutrition and Dietetics Waterville, ME L. Beseler Presenter Recipient of $500 
Grant. Remainder 
of cost covered 
by Affiliate 


April 27, 2018 Delaware Academy of Nutrition and Dietetics Dover, DE D. Martin Presenter Costs covered by 
Affiliate 


May 3-5, 2018 California Academy of Nutrition and Dietetics  
(scheduled to present on May 3 at 8-9am) 


Pomona, CA D. Martin Presenter Costs covered by 
Affiliate 


May 10-11, 2018 Board of Directors Meeting Chicago, IL BOD Members N/A 
May 10-11, 2018 XVII Congress of Food and Nutrition (Portuguese 


Association of Nutrition) 
Lisbon, Portugal M. Yadrick Costs covered by 


host organization 


May 16-20, 2018 2018 AACE Annual Meeting – 27th Annual 
Scientific & Clinical Congress 


Boston, MA J. Dantone-DeBarbieris 


May 18, 2018 Food Management Roundtable (Tentative) Chicago, IL D. Martin, M. Russell, P. Babjak Flight and Hotel $ 


May 20-22, 2018 New York State Academy of Nutrition and Dietetics Niagara Falls, NY D. Martin Presenter Cost covered by 
Affiliate  


May 22-24, 2018 National Restaurant Association Annual Meeting Chicago, IL TBD Comp 
registration. 
Flight and Hotel $ 


June 1-4, 2018 ANFP Annual Conference and Expo Orlando, FL B. Richardson Comp registration  


June 6-9, 2018 Dietitians of Canada Vancouver, BC M. Russell, P. Babjak Comp registration 
Flight and Hotel 
$1700 (last year) 


July 6-8, 2018 7th Asian Congress of Dietetics Hong Kong TBD Inquiring with 
organizers 
regarding costs 


July 8-11, 2018 School Nutrition Association Annual Conference Las Vegas, NV D. Martin Comp registration 
and housing. 


July 15-18, 2018 IFT Annual Meeting & Food Expo 2018 Chicago, IL M. Russell, P. Babjak Comp 
registration.  


July 18-20, 2018 Board of Directors Orientation and Retreat TBD Board members N/A 


August 17-18, 2018 AADE Annual Conference Baltimore, MD J. Dantone-DeBarbieris Comp registration 
Flight and Hotel 


November 7-8, 2018 Iowa Academy of Nutrition and Dietetics Des Moines IA J. Dantone-DeBarbieris Presenter Recipient of $500 
Grant. Remainder 
of cost covered 
by Affiliate 
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63. Opening Session - Teleprompter Script 

From: Mackenzie Allen <mallen@eatright.org>

To: DMartin@Burke.k12.ga.us <DMartin@Burke.k12.ga.us>

Cc: Doris Acosta <dacosta@eatright.org>, Tom Ryan <Tryan@eatright.org>

Sent Date: Oct 20, 2017 23:17:51

Subject: Opening Session - Teleprompter Script 

Attachment: FNCE Opening Session V6_prompter.docx

Good evening, Donna, 
 

I hope you are enjoying your night. You did a fantastic job at rehearsal today. In case you wanted

to review your changes. I attached the prompter version of Opening Session for you to review. 
 

I will also print a copy out to give you prior to our filming of the timeline and expo floor bog

experience at 10 a.m. tomorrow.  
 

When you arrive, please text/call me at 312.451.9226. Talk soon and sleep well. 
 

mackenzie 
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TELEPROMPTER VERSION



[bookmark: _GoBack]Opening Session

Food & Nutrition Conference & Expo

October 21, 2017





ANNOUNCER:

Ladies and gentlemen, welcome to Chicago, the hometown of the Academy of Nutrition and Dietetics. 



And welcome to the 2017 Food & Nutrition Conference & Expo!



Please rise and join Academy member Malina Malkani in singing our National Anthem.



MALINA:



National Anthem



(APPLAUSE)



ANNOUNCER:



Please welcome the Academy’s 2017-2018 President, Donna Martin!



(APPLAUSE)



DONNA:



(SMILE!)



Hello Chicago!



Wasn’t that great! If Lulu could only see us now.



What will our next 100 years look like?



What will we be doing?



How will we promote nutrition and health in the coming years and decades?



Where do we find innovation and creativity?



And … Who are our role models?



(GESTURE)


(DONNA EXITS)



VIDEO



(DONNA ENTERS AS VIDEO ENDS)



DONNA:

Let’s get this party started! 



Everybody get up and dance with me!



We'll start on the right foot by letting everyone in the world know that FNCE is the place to be with social media by using the one and only official Food & Nutrition Conference & Expo hashtag: “FNCE”!



(PAUSE AND SMILE!)



DONNA:

It is an honor for me to be serving as the Academy’s 2017-2018 President.



I am humbled to be leading our organization, especially now because 2017 is our Centennial year.



Our 100th anniversary!



How special to have the US Senate pass Resolution 75, praising the academy for our efforts to champion principles established more than 100 years ago. 



Nutrition is a non-partisan subject.



It is wonderful to see senators from both sides of the aisle come together to recognize our anniversary.



Truly a great honor.



(SMILE AND LEAD APPLAUSE)



DONNA:

I am inspired by an early Academy historian, Mary Barber, who, in 1931, wrote: “An honorable past lies behind us, a developing present is with us, and a promising future lies before us.”



For 100 years, the Academy has honored the vision of our founders by working throughout food and health systems to improve the nation’s health. 



And, they have continued to evolve, becoming more global and complex.



These challenges also create unprecedented opportunities for innovation and collaboration.



During our Centennial year, we are working to choose a bold purposeful way to continue this legacy with a new vision for the Academy — one that will not only elevate the profession and expand our reach, but do more to improve health around the world.



It is imperative that we advance our credibility by broadening our scope into new and different practice areas, and promote shifts in our roles and responsibilities.



(PAUSE AND SMILE!)



DONNA:

You may know, my special interest is in creating a nutritious and healthful environment for children, especially in schools.



You may also know, I am from the South, where Mac-n-Cheese is a vegetable and grits are a staple.



As a parent, grandparent, taxpayer and registered dietitian nutritionist, I could not be happier to see what we are doing for children. 



Nutrition and health for kids is a nonpartisan issue.



(PAUSE AND SMILE!)



DONNA:

We share a passion for creating a future for children that will endure for their lifetimes. 



Healthier children really do make a healthier nation.



For two years, I’ve been inspired by the former First Lady of the United States, Michelle Obama ... I call her “FLOTUS.”



She’s one of the Academy’s 2017 Honorary Members.



(PAUSE AND SMILE!)



DONNA:

I believe there is no greater calling than to be able to teach children to live a healthier life, and Mrs. Obama shares the same passions as the members of the Academy of Nutrition and Dietetics.



In my capacity as a school nutrition director, I had the pleasure of meeting and interacting with “FLOTUS” on several occasions.



I was honored to be asked to speak at the October 2016 celebration at the White House for the “Let’s Move” initiative.



I also helped with the final fall harvest at the White House Garden.



What an honor it was to celebrate the accomplishments that happened as a result of “Let’s Move!”



Nutrition and health for kids is one that all of us can get behind and celebrate.



We share a passion for molding a future for children that will endure for their lifetimes. 



Healthier children really do make a healthier nation.



(PAUSE AND SMILE!)



DONNA:

This photo is one of the most interesting and inspiring parts of the White House Garden — a table created by faculty and students at the University of Virginia.



The table and other structures in the garden contain wood from throughout the United States, including significant sites in American history. 



They include Thomas Jefferson’s Monticello, James Madison’s Montpelier, James Monroe’s Ash Lawn-Highland and — a welcome sight for this lifelong Georgian — Martin Luther King Junior’s home in Atlanta.



As I look at that table, I think of the Academy and our leadership in the world of food and nutrition. 



We often describe this leadership role by saying, “We are at the table.” 



But it occurs to me — we are not just at the table, we are setting the table and inviting others to join us.



(PAUSE AND SMILE!)



DONNA:

As we all know, our organization was founded in large part to aid in the war effort at home and abroad during World War I.



Today, RDNs and NDTRs serve vital roles in the Air Force, Army, Navy and the U.S. Public Health Service Commissioned Corps, as well as through civil service and the VA health care system.



The Academy’s commitment is strong to provide these heroes and their families with nutrition services and education, and to address issues of food insecurity that too many of them face.



The Academy’s Policy Initiatives and Advocacy Team, with member volunteers, continue to work with our supporters in Congress to address these issues and others of immense importance to service personnel and veterans.



Building and keeping a strong, resilient military begins with fit, healthy children who are able to serve. 



A 2010 report by Mission Readiness, an organization of retired military leaders, found more than 1 in 4 Americans of potential military enlistment age were “too fat to serve.”



The Academy considers the military a powerful partner in obesity prevention programs in the wider population, and lessons we learn in our schools and communities can translate to the military setting as well.



Please join me in thanking all our members who protect our national security by safeguarding and improving the nutritional health of our service members and veterans.



(LEAD APPLAUSE)



DONNA:

At this time I would like to take a moment to offer the Academy’s thoughts, prayers and condolences to all of our members who have been affected in recent months by the hurricanes and storms in the Caribbean and Southeast United States, and by the wildfires that have created such destruction and loss of life in the West.

 

The Academy family is with you in mind, body and spirit.

 

Our Foundation’s Disaster Relief Fund supports the personal and professional life-rebuilding efforts of Academy members, students and other dietetics professionals who have been affected by disasters.

 

Today, I am honored to announce that the Academy will be contributing $100,000 to the Disaster Relief Fund. 

 

If you have already donated, my sincere thank you. 



I urge all members, while you are here at FNCE, to visit the Foundation’s Booth, in the Central Concourse, Level 3, and make a contribution. 



We will hear all about the great work our Foundation is doing on Monday at the Member Showcase.



(PAUSE AND SMILE!)



DONNA:

I am extremely proud that despite the destruction to their home island, more than 45 students from Puerto Rico are attending FNCE this year. 



In fact, the University of Puerto Rico is one of the four winners of this year’s Student Spirit Contest, recognizing education programs that bring the highest percentage of their students to FNCE. 



They join Purdue University, Franciscan Missionaries of Our Lady and Gateway Community College as this year’s contest winners. 



Please join me in welcoming all students and their instructors, especially those from disaster stricken areas in Florida, Mississippi, Texas, California and Puerto Rico! 



Thank you for being here with us!



(LEAD APPLAUSE)



DONNA:

We have the most students ever at this year’s FNCE, more than 2,400 … They are our future!



(PAUSE)



DONNA:

Speaking of our future … throughout the Academy, we are planning and creating growth that will continue to expand our profession. 



The Boards of the Academy and the Foundation ... affiliates ... DPGs ... MIGs … committees … task forces … individual members … and the Academy’s Headquarters Team … all working closely together.



As the Academy celebrates our Centennial, we will do so under the direction of a new Academy Strategic Plan. 



Thousands of Academy members gave us feedback. 



Your Board of Directors is grateful and proud of all the work that has gone into the new Strategic Plan.



This plan includes a new Vision for the Academy: 



“A world where all people thrive through the transformative power of food and nutrition.”



(PAUSE)



DONNA:

And our plan includes a new Mission for our organization:



“Accelerate improvements in global health and well-being through food and nutrition.”



(PAUSE)



DONNA:

And we have adopted five Principles that the entire Academy and our members live by. 



(GESTURE TO SCREEN)



DONNA:

Your Board of Directors is grateful and proud of all the work that has gone into the new Strategic Plan.



This is an exciting time for our organization and our profession. 



I encourage you to visit the website and get familiar with our new guiding principles and goals.



(PAUSE AND SMILE!)



DONNA:

The Academy, with Avalere Health and Abbott Nutrition, has launched the Malnutrition Quality Improvement Initiative – or “M-Q-I-I” – to address malnutrition quality of care for hospitalized older adults.



We continue to lead in treating malnutrition, and have developed important tools and resources that an interdisciplinary team can use to address malnutrition care gaps. 



Within the last four years, 56 unique facilities across 23 hospital systems have efficiently and effectively implemented the “M-Q-I-I” tools and resources providing optimal nutrition care. 



I am proud to share their stories right now.



(DONNA EXITS)



VIDEO



(DONNA ENTERS AFTER VIDEO)





(SMILE!)



DONNA:

The decision to run for President of the Academy two years ago did not come easily to me. 



I can assure you that I prayed about it and consulted a lot of people before I threw my name in the hat. 



I will never forget Sonja Connor calling me and saying, “The good news is that you have been selected to be on the ballot for President-elect. 



The bad news is that you might get elected!”



(PAUSE AND SMILE!)



DONNA:

I will also never forget asking my school district superintendent, Mr. Rudy Falana, for permission to run for President-elect, and he asked me what my chances were of getting elected? 



I told him it was a long shot, that there had never been a School Nutrition Director to be elected President of the Academy.



(PAUSE AND SMILE!)



DONNA:

Fast-forward two years and I could have never asked for a more supportive boss to allow me to do all the great work you get to do as President of this Academy. 



Your support has been incredible. 



When people ask me how I work full time and do this volunteer job, I have a quick answer for them: I have the most amazing School Nutrition staff in the country. 



Delia Peel, Daphne Callison, Charlotte Edmonds and Kara LeClair, you guys are the best.



How can I thank you all enough for allowing me to share all the great work we do in the Burke County School Nutrition Program with the country. 



You have worked your hearts out to allow me to do this and the School Nutrition Program has not skipped a beat. 



You are the wind beneath my wings.



(PAUSE AND SMILE!)



DONNA:

There are too many Academy members to thank, but I would be remiss if I did not mention one person — and that is Dayle Hayes.



Dayle has been my biggest supporter since I ran for Treasurer six years ago and she continues to support me as President every single day. 



Dayle Hayes, you rock!



(PAUSE)



DONNA:

This year has been a hard year for me personally. 



In April, I lost my father Bill Schleicher to frontal temporal dementia at the age of 87, and last November my mother Liz Schleicher had a massive stroke after successful open-heart surgery.



My mother has been my inspiration over the years … she sacrificed so much to send me to college and taught me what it is like to put others before yourself. 



I am the first college graduate in my family. 



My mother was always so proud of what I have accomplished and so wanted to be here today. 



I share with her every week when I go to visit her, what all I have been doing and show her pictures of my travels. 



I love you Mom!



(PAUSE AND SMILE!)



DONNA:

I have two extra-special best friends, Dusty and David Avery, who came all the way to Chicago to be here since my parents could not be here. 



You guys are the best. 



My sister Linda, who loves to travel with me, is one of my biggest cheerleaders, and she has had a blast getting to know all the great Academy members over the last few years.



(PAUSE AND SMILE!)



DONNA:

I have two married children who have sacrificed family and babysitting time for me to do this job. 



They have witnessed my passion for the profession, and told me to run for president, and have never complained when I was away. 



My daughter Britt Trulock does work for three practice groups, and she loves when she is on a call with them and they start talking about me, and they don’t realize she is my daughter. 



Take note, you never know who will be listening when you talk about someone, so make sure it is all good stuff. 



She knew what all the Academy does, so she was really on board when I asked her if I could run. 



My son Preston said something powerful to me one day. He said, “Mom, you get to do something that makes a difference in the world every day in your job. 



I don’t want to look back when I retire and feel like I didn’t do something that made a difference in my life.” 



Based on that statement he started doing pro-bono attorney work, so he now feels like he makes a difference. 



Britt and Preston, both of you and your spouses make me very proud. 



My daughter has two children with my son-in-law Ross, my grandson Hix who is almost 5 and my granddaughter Kennedy who is 21 months old. 



My son and his wife Sarah just had a baby boy named Wynn who is 2 months old. 



Being called Grandy is the best job I have ever had.



(PAUSE AND SMILE!)



DONNA:

Last but not least, I need to thank my husband Stan. 



He was the first person I asked if I could run for President-elect of the Academy and he totally surprised me with his answer.



He said, “Donna, run for the job with all your heart and all your soul and your family will support you every step of the way. 



We will make it work if you get elected.” 



So now Stan has become this great cook since I am not there to cook every night. 



His specialty is veal scaloppini. 



He might even share his recipes with you if you ask him. 



He loves to tell me when I get home how great he has eaten while I was away.



Stan – Thank you, thank you, you have really been there for me, and rarely complained when I said I had to leave on “another trip.” 



(PAUSE AND SMILE!)



DONNA:

Everyone needs support, and we Academy members are no different. 



The Academy’s Headquarters Team, headed up by our CEO and Academy Honorary Member, Pat BABB-iak, are incredible, and are with us every step of the way.



I assure you, we are in excellent hands. 



Teamwork makes the dream work. 



Thank you to every staff member for your dedication and support.



(PAUSE AND SMILE!)



DONNA:

In closing, I believe strongly that, with everything, faith in yourself is absolutely key — a trait that every leader must continuously embody.



I feel blessed to have such a support network through this exciting, yet challenging time of my life.



When I look down at this beautiful bracelet, given to me by our Board member Hope Barkoukis, I am reminded of its meaning, which I think can be molded into everyone’s life.



This bracelet has two charms. 



One charm is filled with the world’s tiniest seeds — mustard seeds, which represent my faith in each and every situation.



(PAUSE AND SMILE!)



DONNA:

The story of the mustard seed comes from the Bible, from the Book of Matthew. 



“The kingdom of heaven is like a mustard seed, which a man took and planted in his field. 



Though it is the smallest of all seeds, yet when it grows, it is the largest of garden plants and becomes a tree, so that the birds come and perch in its branches.”



(PAUSE AND SMILE!)



DONNA:

And so as it goes, even the tiniest bit of faith, in any situation or placed in any human being, has potential to grow far beyond belief. 



Another charm says “impact” and every morning I ask myself, “How will I impact the world today?”



(PAUSE AND SMILE!)



DONNA:

Like a pebble in a pond, Academy members are transforming the world … one person at a time. 



And just like our founders did over 100 years ago, our ripple effect will carry over a great distance. 



If they could see us now … they would be so proud.



Our next 100 years starts today … right here and right now. 



I know that, like the mustard seed, our Academy and profession will grow into a forest of trees and we will have a global impact. 



It’s our turn to leave a legacy for the future.



(PAUSE AND SMILE!)



DONNA:

I am thrilled and grateful to be on this journey with each and every one of you — the true Dream Team.



Thank you very much!





(HOLD FOR APPLAUSE)





DONNA:

It is time now to recognize a special member with the Academy’s highest honor: the 2017 Marjorie HULL-sigh-zer CO-fur Award.



(DONNA EXITS)



VIDEO



(DORIS ENTERS AFTER VIDEO)



DORIS:

100 Years!!!!!



We have been serving people everywhere, getting and keeping healthy since 1917!!!



As I stand here, I realize I am just like you. 



I get up every day and do work that I love to do with people around me who astound me. 



How great is that?



Sitting in this audience each FNCE, even before it was called FNCE, and witnessing the Copher awardees, I have marveled at their accomplishments. 



In fact, I have been blown away by their lives. 



Now that I am among them, it’s clear to me that if you just live long enough, people might take notice.



A famous retired actress said:

Wrinkles mean you LAUGHED

Gray Hair means you CARED

And, Scars mean you LIVED.

Couldn’t be more true for me, too.



If I tried to thank each of you, I know that tomorrow morning I would wake up and realize I forgot someone really important. 



That always happens after an event like the Academy Awards or Hall of Fame ceremonies. 



So I am going to thank you in bundles.



My path to dietetics was unplanned and unexpected. 



A dynamic academic at Fresno State looked at my transcript and told me I had the qualifications to be a dietitian. 



After she explained what a dietitian is, especially the part about food, I was IN! 



So my first bundle of thanks goes to my professors who gave me the gift of a profound future.



Next is MY student bundle. 



Thanks to each student I’ve known. 



I have actually LEARNED more from you more than I have taught. 



Helping students become the nutritional professionals they turn out to be is the most rewarding thing I could be doing. 



And, thank you, too, for keeping me current and letting me know what’s happening in your world.



My colleague bundle is deep and wide and has so many glorious people in it. 



You who have worked with me, who have been my beacons in the many organizations in this profession. 



And to my colleagues at Cal Poly who have supported me through the many iterations of my jobs there. 



Thank you.



I have been lucky enough to work and volunteer alongside the greatest in our field. 



For my special colleagues and friends especially in the Food and Culinary Professionals DPG, I am forever in your debt for nomination for this honor.



My next bundle includes all the members of all the audiences and workshop attendees that I have had the pleasure of working with. 



Some of you are in this audience. 



Thank you for being willing to sit in a room and participate in an educational session that was about EDUCATION!



And, my dearest bundle of all: my family. 



My brother Stan and Sister-in-law Anne who have saved me so many times that I can’t even remember that growing up we didn’t always see eye to eye. 



Big brothers can be a real pain. 



And, their sons, my nephews who have made brilliant careers while staying kind.



And, my step daughter, Stacy, for whom term “step” should never be used as she has been mine since I first met her at age 4. 



She has a great fashion sense so shopping together is a total joy. 



And her daughter, Ava, with her twin brother Jack always remind me that life without grandchildren is not a well-lived life.



Finally, the one person who isn’t clustered in a bundle, my husband Jimmie, who is looking down on us right now. 



How do I know he’s UP there? 



Because there is nowhere else he could be for all the love and support and critiques (that I hated but needed) that he bestowed on me. 



He truly let me live the life that I wanted and loved me for it. 



Thank you, Jimmie. 



This is not mine but ours!



The sculptor Henry Moore said: “One never knows what each day is going to bring. 



The important thing is to be open and ready for it.” 



This day has brought me tremendous joy and gratitude. 



I am open to it. 



This is FNCE at 100 years. 



Be open to it. 



Thank you!!!!!



Presentation of award from Donna.



(DORIS EXITS)



DONNA:

(SMILE!)



Congratulations Doris, on your lifetime of service!



(Further reaction to something she 

said, as appropriate.)



(PAUSE AND SMILE!)



DONNA:

It’s a pleasure for me now to introduce our keynote speaker.



Dr. Sanjay Gupta is the multiple Emmy-award winning chief medical correspondent for CNN and a practicing neurosurgeon. 



His medical training and public health policy experience distinguishes his reporting from war zones and natural disasters, as well as medical and scientific topics including Ebola, brain injury, disaster recovery, 

health care reform, fitness, military medicine and HIV/AIDS. 



Among the hundreds of stories he has reported for CNN, Dr. Gupta contributed to the network’s 2010 Peabody Award-winning coverage of the oil disaster in the Gulf of Mexico and the 2006 Peabody Award-winning coverage of Hurricane Katrina. 



In 2015, he was awarded the Alfred I. DuPont-Columbia Award for the two-hour primetime documentary “Weed.” 



His passion for inspiring Americans to lead healthier, more active lives led him to launch “Fit Nation,” 

CNN’s multi-platform anti-obesity initiative.



He has received awards from the National Press Photographers Association, the National Association for Multi-ethnicity in Communications, and John F. Kennedy University. 



And in 2003, he was named one of People magazine’s “Sexiest Men Alive” 

and a “pop culture icon” by USA Today.



In addition to his work for CNN, Sanjay Gupta is a member of the staff and faculty at Emory University School of Medicine and is associate chief of neurosurgery at Grady Memorial Hospital. 



He is the author of three best-selling books — “Chasing Life,” “Cheating Death” and “Monday Mornings.”



I can’t think of anyone more qualified to speak this afternoon on “How Media Influences Healthcare Today.” 



Please join me in welcoming Sanjay Gupta.



(LEAD APPLAUSE)



SANJAY:



Remarks: 60 minutes.



DONNA:



(SMILE!)



Thank you, Dr. Sanjay Gupta!



(Option to react to something he said.)



(PAUSE AND SMILE!)



DONNA:

And thank you all for coming today, and for being here for such an historic meeting!



Immediately following this Opening Session is our Centennial Celebration — right outside in the Opening Concourse. 



We’ll have music, cocktails and hors d’oeuvres to kick off our 100th anniversary in style! 



The party is open to all full-week FNCE attendees, Sunday-only registrants and exhibitors. 



I want to see you there! 



And did you know that for the first time the Expo Hall is open this evening as well? 



Please visit all our exhibitors! 



(PAUSE AND SMILE!)



DONNA:

On the Level 3 Concourse Area, be sure to visit the interactive “Multi-Taction Board” adjacent to the Academy’s Historical Timeline. 



You’ll learn things about our Academy on that timeline that you never knew before! 



And you will be able to view the five winning videos submitted by dietetics students from around the country that illustrate “The Future of RDNs” — what the next years of our profession mean to those who will be the future of our profession. 



(PAUSE AND SMILE!)



DONNA:

I look forward to seeing all of you back here on Monday for our Member Showcase, where you will hear from our Foundation and PAC.



Have a great evening. 



Come Dance with Donna!



Good night!



(APPLAUSE)



PROGRAM ENDS



FNCE Opening Session V6_prompter.docx



64. RE: FNCE Research DPG - Membership Breakfast agenda

From: Lauri Byerley <lbyerley@msn.com>

To: helenwlane@comcast.net <helenwlane@comcast.net>, Elizabeth Reverri

<ejreverri@gmail.com>, Chris Taylor <chris.taylor.rd@gmail.com>, Chris

Taylor <chris.taylor@osumc.edu>, Donna Martin <dmartin@burke.k12.ga.us>,

donnasmartinforpresidentelect@gmail.com

<donnasmartinforpresidentelect@gmail.com>, Dianne Polly

<diannepolly@gmail.com>, mj@feeney.us.com <mj@feeney.us.com>, Sonja

Connor <connors@ohsu.edu>, Tara LaRowe <tara.larowe@gmail.com>, Tara

L LaRowe <larowet@mtmary.edu>, Sarah Greiner Wax

<sarahjgrenier@gmail.com>, Courtney Gaine <gaine@sugar.org>, Jennifer

Hanson <jenniferannhanson@gmail.com>, Jennifer Hanson

<jhanson@latech.edu>, McDermid, Joann *HS

<jm3xc@hscmail.mcc.virginia.edu>, Joanne McDermid

<joann.mcdermid@virginia.edu>, Lauri Byerley <byerlelo@pbrc.edu>,

Emenaker, Nancy (NIH/NCI) [E] <emenaken@mail.nih.gov>

Cc: Ashley Vargas <ashleyvargasrdn@gmail.com>, Vargas, Ashley (NIH/OD) [E]

<ashley.vargas@nih.gov>

Sent Date: Oct 20, 2017 17:21:58

Subject: RE: FNCE Research DPG - Membership Breakfast agenda

Attachment:

Hi Helen,

 

 

Oh dear!  We are sad to hear you have been really sick and in the ICU for three days.  Not fun. 

We hope you feel better quickly and get to go home soon.  We are with you and saying a few

prayers too.  Of course, we would love to have you at FNCE, and I know you would rather be in

Chicago than where you currently are.  We will read what you sent…and maybe add a few good

things too!  You have so many.  J J

 

 

Get well quickly!!

 

 

Lauri Byerley on behalf of the RDPG  

 
 

From: helenwlane@comcast.net [mailto:helenwlane@comcast.net]  

Sent: Friday, October 20, 2017 12:28 AM 

 To: Elizabeth Reverri <ejreverri@gmail.com>; Chris Taylor <chris.taylor.rd@gmail.com>; Chris
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Taylor <chris.taylor@osumc.edu>; Donna Martin <dmartin@burke.k12.ga.us>;

donnasmartinforpresidentelect@gmail.com; Dianne Polly <diannepolly@gmail.com>;

mj@feeney.us.com; Sonja Connor <connors@ohsu.edu>; Tara LaRowe

<tara.larowe@gmail.com>; Tara L LaRowe <larowet@mtmary.edu>; Sarah Greiner Wax

<sarahjgrenier@gmail.com>; Courtney Gaine <gaine@sugar.org>; Jennifer Hanson

<jenniferannhanson@gmail.com>; Jennifer Hanson <jhanson@latech.edu>; McDermid, Joann

*HS <jm3xc@hscmail.mcc.virginia.edu>; Joanne McDermid <joann.mcdermid@virginia.edu>;

Lauri Byerley <lbyerley@msn.com>; Lauri Byerley <byerlelo@pbrc.edu>; Emenaker, Nancy

(NIH/NCI) [E] <emenaken@mail.nih.gov> 

 Cc: Ashley Vargas <ashleyvargasrdn@gmail.com>; Vargas, Ashley (NIH/OD) [E]

<ashley.vargas@nih.gov> 

 Subject: Re: FNCE Research DPG - Membership Breakfast agenda

 

 

I have been really sick,spending 3 days in icu. I was told I could return to normal activities, I still do

not feel goof. You have my write so someone can read it. I am so sorry!

 

 

Get Outlook for iOS

 
 
 

On Thu, Oct 19, 2017 at 9:29 PM -0500, "Elizabeth Reverri" <ejreverri@gmail.com> wrote:

 

Dear all,

 

 

One of the speakers will be leaving early to set up for the Research DPG Showcase. Therefore,

please see the revised schedule below.

 

 

Thanks, 

 Beth

 

 

RESEARCH DPG MEMBERSHIP BREAKFAST AGENDA

 

6:30-6:45am Breakfast and open networking

 

6:45-6:50am Chair Remarks by Beth Reverri, PhD, RD
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6:50-6:55am Tribute to Samantha Ramsey, PhD, RDN, LD, FAND by Chris Taylor, PhD, RDN, LD,

FAND

 

6:55-7am Tribute to Phyllis Stumbo, PhD, RD by Helen Lane, PhD, RD

 

7-7:10am Welcome by the Academy President, Donna Martin, EdS, RDN, LD, SNS, FAND and

Speaker, Dianne Polly, JD, RDN, LDN

 

7:10-7:25am Thank you to the Research DPG Executive Committee by Beth Reverri, PhD, RD

 

7:25-7:35am Words of Wisdom by our 50 Year Members: Mary Jo Feeney, MS, RD, FADA and

Sonja Connor, MS, RD, LD

 

Not Present: Judith Gilbride, PhD, RDN, FAND, Rebecca S. Reeves, DrPH, RD, and Betty

Darnell, MS, RD, LD

 

7:35-7:40am New Mentorship Program by Tara LaRowe, PhD, RD, CD and Sarah Wax, MS, RD,

LDN

 

7:40-7:45am Past Chair: Lauri Byerley, PhD, RD presented by Beth Reverri, PhD, RD

 

7:45-7:50am Member of the Year: Jennifer Hanson, PhD, RD, CSSD, LD presented by Lauri

Byerley, PhD, RD

 

7:50-7:55am Supporter: The Sugar Association by Courtney Gaine, PhD, RD

 

7:55-8:20am Research DPG Awards by Jennifer Hanson, PhD, RD, CSSD, LD and Joann

McDermid, PhD, RD

 

·       The Sugar Association/Research DPG Pilot Grant Award: Dustin Lee, MS, RDN (accepted by

Mary Harris, PhD, RD)

 

·       The Sugar Association/Research DPG Faculty Project Grant Award: Gabrielle Turner-

McGrievy, PhD, RD

 

·       Research DPG Student Abstract Award: Mackenzie Ferrante, MS, RDN

 

·       The Sugar Association/Research DPG Student Project Award: Katie Arlinghaus

 

·       Research DPG First Author Award: Valisa Hedrick, PhD, RDN
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·       Research DPG Emerging Investigator First Author Award: Katie Hootman, PhD, RD, CDN

 

8:20-8:25am Open Positions by Nancy Emenaker, PhD, MEd, RD

 

8:25am Adjournment by Beth Reverri, PhD, RD

 

8:25-8:30am Open networking

 

 

On Tue, Oct 17, 2017 at 1:23 AM, Elizabeth Reverri <ejreverri@gmail.com> wrote:

 

Dear all,

 
 
Thank you for agreeing to speak at the Research DPG Member Breakfast on Monday, October
23rd between 6:30-8:30am at FNCE in the Hyatt Regency Chicago in Regency A. I am
honored that you are taking time out of your busy FNCE schedules to talk with our membership.

 

 

Below is the agenda. Although it is a packed agenda, I am hoping to stick to it as closely as

possible. When you have ~1 minute remaining, I will give you a friendly wave to start wrapping it

up :) One exception is the President and Speaker may need to jump in when they arrive due to

their tight schedules.

 

 

Please let me know by Thursday morning if you are unable to speak during your time on the

agenda and/or you need to change your time. Feel free to call/text with any questions this week or

at FNCE: 650-208-4053.

 

 

Looking forward to seeing you at FNCE!

 

 

Thanks, 

 Beth

 

 

RESEARCH DPG MEMBERSHIP BREAKFAST AGENDA

 

6:30-6:45am Breakfast and open networking

 

6:45-6:50am Chair Remarks by Beth Reverri, PhD, RD
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6:50-6:55am Tribute to Samantha Ramsey, PhD, RDN, LD, FAND by Chris Taylor, PhD, RDN, LD,

FAND

 

6:55-7am Tribute to Phyllis Stumbo, PhD, RD by Helen Lane, PhD, RD

 

7-7:10am Welcome by the Academy President, Donna Martin, EdS, RDN, LD, SNS, FAND and

Speaker, Dianne Polly, JD, RDN, LDN

 

7:10-7:25am Thank you to the Research DPG Executive Committee by Beth Reverri, PhD, RD

 

7:25-7:35am 50 Year Members: Mary Jo Feeney, MS, RD, FADA and Sonja Connor, MS, RD, LD

 

Not Present: Judith Gilbride, PhD, RDN, FAND, Rebecca S. Reeves, DrPH, RD, and Betty

Darnell, MS, RD, LD

 

7:35-7:40am New Mentorship Program by Tara LaRowe, PhD, RD, CD and Sarah Wax, MS, RD,

LDN

 

7:40-7:45am Supporter: The Sugar Association by Courtney Gaine, PhD, RD

 

7:45-8:10am Research DPG Awards by Jennifer Hanson, PhD, RD, CSSD, LD and Joann

McDermid, PhD, RD

 

·       The Sugar Association/Research DPG Pilot Grant Award: Dustin Lee, MS, RDN

 

·       The Sugar Association/Research DPG Faculty Project Grant Award: Gabrielle Turner-

McGrievy, PhD, RD

 

·       Research DPG Student Abstract Award: Mackenzie Ferrante, MS, RDN

 

·       The Sugar Association/Research DPG Student Project Award: Katie Arlinghaus

 

·       Research DPG First Author Award: Valisa Hedrick, PhD, RDN

 

·       Research DPG Emerging Investigator First Author Award: Katie Hootman, PhD, RD, CDN

 

8:10-8:15am Member of the Year: Jennifer Hanson, PhD, RD, CSSD, LD presented by Lauri

Byerley, PhD, RD

 

8:15-8:20am Past Chair: Lauri Byerley, PhD, RD presented by Beth Reverri, PhD, RD
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8:20-8:25am Open Positions by Nancy Emenaker, PhD, MEd, RD

 

8:25am Adjournment by Beth Reverri, PhD, RD

 

8:25-8:30am Open networking

 

 

-- 

Elizabeth J. Reverri, PhD, RD

 

Senior Scientist, Nutrition Science, Abbott Nutrition

 

Chair, Research Dietetic Practice Group, Academy of Nutrition and Dietetics

 

Chair, Early Career Nutrition interest group, American Society for Nutrition

 
 
 

 

-- 

Elizabeth J. Reverri, PhD, RD

 

Senior Scientist, Nutrition Science, Abbott Nutrition

 

Chair, Research Dietetic Practice Group, Academy of Nutrition and Dietetics

 

Chair, Early Career Nutrition interest group, American Society for Nutrition
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65. Re: FNCE Research DPG - Membership Breakfast agenda

From: Elizabeth Reverri <ejreverri@gmail.com>

To: Chris Taylor <chris.taylor@osumc.edu>, Chris Taylor

<chris.taylor.rd@gmail.com>, Courtney Gaine <gaine@sugar.org>, Dianne

Polly <diannepolly@gmail.com>, Donna Martin <dmartin@burke.k12.ga.us>,

Emenaker, Nancy (NIH/NCI) [E] <emenaken@mail.nih.gov>, Jennifer Hanson

<jhanson@latech.edu>, Jennifer Hanson <jenniferannhanson@gmail.com>,

Joanne McDermid <joann.mcdermid@virginia.edu>, Lauri Byerley

<byerlelo@pbrc.edu>, Lauri Byerley <lbyerley@msn.com>, McDermid, Joann

*HS <jm3xc@hscmail.mcc.virginia.edu>, Sarah Greiner Wax

<sarahjgrenier@gmail.com>, Sonja Connor <connors@ohsu.edu>, Tara L

LaRowe <larowet@mtmary.edu>, Tara LaRowe <tara.larowe@gmail.com>,

donnasmartinforpresidentelect@gmail.com, helenwlane@comcast.net,

mj@feeney.us.com

Cc: Ashley Vargas <ashleyvargasrdn@gmail.com>, Vargas, Ashley (NIH/OD) [E]

<ashley.vargas@nih.gov>

Sent Date: Oct 20, 2017 08:25:11

Subject: Re: FNCE Research DPG - Membership Breakfast agenda

Attachment:

Helen, I hope that you get better soon. We will miss you at FNCE. We will take you up on your

suggestion to have someone else read the tribute. Thanks, Beth 
 

On Fri, Oct 20, 2017 at 1:29 AM <helenwlane@comcast.net> wrote:  

I have been really sick,spending 3 days in icu. I was told I could return to normal activities, I still do

not feel goof. You have my write so someone can read it. I am so sorry! 
 

Get Outlook for iOS
 
 
 

On Thu, Oct 19, 2017 at 9:29 PM -0500, "Elizabeth Reverri" <ejreverri@gmail.com> wrote:  

 

Dear all, 
 

One of the speakers will be leaving early to set up for the Research DPG Showcase. Therefore,

please see the revised schedule below. 
 

Thanks,  

Beth 
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RESEARCH DPG MEMBERSHIP BREAKFAST AGENDA

6:30-6:45am Breakfast and open networking

6:45-6:50am Chair Remarks by Beth Reverri, PhD, RD

6:50-6:55am Tribute to Samantha Ramsey, PhD, RDN, LD, FAND by Chris Taylor, PhD, RDN, LD,

FAND

6:55-7am Tribute to Phyllis Stumbo, PhD, RD by Helen Lane, PhD, RD

7-7:10am Welcome by the Academy President, Donna Martin, EdS, RDN, LD, SNS, FAND and

Speaker, Dianne Polly, JD, RDN, LDN

7:10-7:25am Thank you to the Research DPG Executive Committee by Beth Reverri, PhD, RD

7:25-7:35am Words of Wisdom by our 50 Year Members: Mary Jo Feeney, MS, RD, FADA and

Sonja Connor, MS, RD, LD

Not Present: Judith Gilbride, PhD, RDN, FAND, Rebecca S. Reeves, DrPH, RD, and Betty

Darnell, MS, RD, LD

7:35-7:40am New Mentorship Program by Tara LaRowe, PhD, RD, CD and Sarah Wax, MS, RD,

LDN

7:40-7:45am Past Chair: Lauri Byerley, PhD, RD presented by Beth Reverri, PhD, RD

7:45-7:50am Member of the Year: Jennifer Hanson, PhD, RD, CSSD, LD presented by Lauri

Byerley, PhD, RD

7:50-7:55am Supporter: The Sugar Association by Courtney Gaine, PhD, RD

7:55-8:20am Research DPG Awards by Jennifer Hanson, PhD, RD, CSSD, LD and Joann

McDermid, PhD, RD

·       The Sugar Association/Research DPG Pilot Grant Award: Dustin Lee, MS, RDN (accepted by

Mary Harris, PhD, RD)

·       The Sugar Association/Research DPG Faculty Project Grant Award: Gabrielle Turner-

McGrievy, PhD, RD

·       Research DPG Student Abstract Award: Mackenzie Ferrante, MS, RDN

·       The Sugar Association/Research DPG Student Project Award: Katie Arlinghaus

·       Research DPG First Author Award: Valisa Hedrick, PhD, RDN

·       Research DPG Emerging Investigator First Author Award: Katie Hootman, PhD, RD, CDN

8:20-8:25am Open Positions by Nancy Emenaker, PhD, MEd, RD

8:25am Adjournment by Beth Reverri, PhD, RD

8:25-8:30am Open networking
 

On Tue, Oct 17, 2017 at 1:23 AM, Elizabeth Reverri <ejreverri@gmail.com> wrote:  

Dear all, 
 
Thank you for agreeing to speak at the Research DPG Member Breakfast on Monday, October
23rd between 6:30-8:30am at FNCE in the Hyatt Regency Chicago in Regency A. I am
honored that you are taking time out of your busy FNCE schedules to talk with our membership. 
 

Below is the agenda. Although it is a packed agenda, I am hoping to stick to it as closely as

possible. When you have ~1 minute remaining, I will give you a friendly wave to start wrapping it

up :) One exception is the President and Speaker may need to jump in when they arrive due to
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their tight schedules. 
 

Please let me know by Thursday morning if you are unable to speak during your time on the

agenda and/or you need to change your time. Feel free to call/text with any questions this week or

at FNCE: 650-208-4053. 
 

Looking forward to seeing you at FNCE! 
 

Thanks,  

Beth 
 

RESEARCH DPG MEMBERSHIP BREAKFAST AGENDA

 

6:30-6:45am Breakfast and open networking

 

6:45-6:50am Chair Remarks by Beth Reverri, PhD, RD

 

6:50-6:55am Tribute to Samantha Ramsey, PhD, RDN, LD, FAND by Chris Taylor, PhD, RDN, LD,

FAND

 

6:55-7am Tribute to Phyllis Stumbo, PhD, RD by Helen Lane, PhD, RD

 

7-7:10am Welcome by the Academy President, Donna Martin, EdS, RDN, LD, SNS, FAND and

Speaker, Dianne Polly, JD, RDN, LDN

 

7:10-7:25am Thank you to the Research DPG Executive Committee by Beth Reverri, PhD, RD

 

7:25-7:35am 50 Year Members: Mary Jo Feeney, MS, RD, FADA and Sonja Connor, MS, RD, LD

 

Not Present: Judith Gilbride, PhD, RDN, FAND, Rebecca S. Reeves, DrPH, RD, and Betty

Darnell, MS, RD, LD

 

7:35-7:40am New Mentorship Program by Tara LaRowe, PhD, RD, CD and Sarah Wax, MS, RD,

LDN

 

7:40-7:45am Supporter: The Sugar Association by Courtney Gaine, PhD, RD

 

7:45-8:10am Research DPG Awards by Jennifer Hanson, PhD, RD, CSSD, LD and Joann

McDermid, PhD, RD

 

·       The Sugar Association/Research DPG Pilot Grant Award: Dustin Lee, MS, RDN
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·       The Sugar Association/Research DPG Faculty Project Grant Award: Gabrielle Turner-

McGrievy, PhD, RD

 

·       Research DPG Student Abstract Award: Mackenzie Ferrante, MS, RDN

 

·       The Sugar Association/Research DPG Student Project Award: Katie Arlinghaus

 

·       Research DPG First Author Award: Valisa Hedrick, PhD, RDN

 

·       Research DPG Emerging Investigator First Author Award: Katie Hootman, PhD, RD, CDN

 

8:10-8:15am Member of the Year: Jennifer Hanson, PhD, RD, CSSD, LD presented by Lauri

Byerley, PhD, RD

 

8:15-8:20am Past Chair: Lauri Byerley, PhD, RD presented by Beth Reverri, PhD, RD

 

8:20-8:25am Open Positions by Nancy Emenaker, PhD, MEd, RD

 

8:25am Adjournment by Beth Reverri, PhD, RD

 

8:25-8:30am Open networking

 
 

--  

Elizabeth J. Reverri, PhD, RD 

Senior Scientist, Nutrition Science, Abbott Nutrition 

Chair, Research Dietetic Practice Group, Academy of Nutrition and Dietetics 

Chair, Early Career Nutrition interest group, American Society for Nutrition 
 
 
 

--  

Elizabeth J. Reverri, PhD, RD 

Senior Scientist, Nutrition Science, Abbott Nutrition 

Chair, Research Dietetic Practice Group, Academy of Nutrition and Dietetics 

Chair, Early Career Nutrition interest group, American Society for Nutrition 

--  

Elizabeth J. Reverri, PhD, RD 

Senior Scientist, Nutrition Science, Abbott Nutrition 

Chair, Research Dietetic Practice Group, Academy of Nutrition and Dietetics 

Chair, Early Career Nutrition interest group, American Society for Nutrition 
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66. Re: FNCE Research DPG - Membership Breakfast agenda

From: helenwlane@comcast.net

To: Elizabeth Reverri <ejreverri@gmail.com>, Chris Taylor

<chris.taylor.rd@gmail.com>, Chris Taylor <chris.taylor@osumc.edu>, Donna

Martin <dmartin@burke.k12.ga.us>,

donnasmartinforpresidentelect@gmail.com, Dianne Polly

<diannepolly@gmail.com>, mj@feeney.us.com, Sonja Connor

<connors@ohsu.edu>, Tara LaRowe <tara.larowe@gmail.com>, Tara L

LaRowe <larowet@mtmary.edu>, Sarah Greiner Wax

<sarahjgrenier@gmail.com>, Courtney Gaine <gaine@sugar.org>, Jennifer

Hanson <jenniferannhanson@gmail.com>, Jennifer Hanson

<jhanson@latech.edu>, McDermid, Joann *HS

<jm3xc@hscmail.mcc.virginia.edu>, Joanne McDermid

<joann.mcdermid@virginia.edu>, Lauri Byerley <lbyerley@msn.com>, Lauri

Byerley <byerlelo@pbrc.edu>, Emenaker, Nancy (NIH/NCI) [E]

<emenaken@mail.nih.gov>

Cc: Ashley Vargas <ashleyvargasrdn@gmail.com>, Vargas, Ashley (NIH/OD) [E]

<ashley.vargas@nih.gov>

Sent Date: Oct 20, 2017 01:29:17

Subject: Re: FNCE Research DPG - Membership Breakfast agenda

Attachment:

I have been really sick,spending 3 days in icu. I was told I could return to normal activities, I still do

not feel goof. You have my write so someone can read it. I am so sorry! 
 

Get Outlook for iOS
 
 
 

On Thu, Oct 19, 2017 at 9:29 PM -0500, "Elizabeth Reverri" <ejreverri@gmail.com> wrote:  

 

Dear all, 
 

One of the speakers will be leaving early to set up for the Research DPG Showcase. Therefore,

please see the revised schedule below. 
 

Thanks,  

Beth 
 

RESEARCH DPG MEMBERSHIP BREAKFAST AGENDA

6:30-6:45am Breakfast and open networking
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6:45-6:50am Chair Remarks by Beth Reverri, PhD, RD

6:50-6:55am Tribute to Samantha Ramsey, PhD, RDN, LD, FAND by Chris Taylor, PhD, RDN, LD,

FAND

6:55-7am Tribute to Phyllis Stumbo, PhD, RD by Helen Lane, PhD, RD

7-7:10am Welcome by the Academy President, Donna Martin, EdS, RDN, LD, SNS, FAND and

Speaker, Dianne Polly, JD, RDN, LDN

7:10-7:25am Thank you to the Research DPG Executive Committee by Beth Reverri, PhD, RD

7:25-7:35am Words of Wisdom by our 50 Year Members: Mary Jo Feeney, MS, RD, FADA and

Sonja Connor, MS, RD, LD

Not Present: Judith Gilbride, PhD, RDN, FAND, Rebecca S. Reeves, DrPH, RD, and Betty

Darnell, MS, RD, LD

7:35-7:40am New Mentorship Program by Tara LaRowe, PhD, RD, CD and Sarah Wax, MS, RD,

LDN

7:40-7:45am Past Chair: Lauri Byerley, PhD, RD presented by Beth Reverri, PhD, RD

7:45-7:50am Member of the Year: Jennifer Hanson, PhD, RD, CSSD, LD presented by Lauri

Byerley, PhD, RD

7:50-7:55am Supporter: The Sugar Association by Courtney Gaine, PhD, RD

7:55-8:20am Research DPG Awards by Jennifer Hanson, PhD, RD, CSSD, LD and Joann

McDermid, PhD, RD

·       The Sugar Association/Research DPG Pilot Grant Award: Dustin Lee, MS, RDN (accepted by

Mary Harris, PhD, RD)

·       The Sugar Association/Research DPG Faculty Project Grant Award: Gabrielle Turner-

McGrievy, PhD, RD

·       Research DPG Student Abstract Award: Mackenzie Ferrante, MS, RDN

·       The Sugar Association/Research DPG Student Project Award: Katie Arlinghaus

·       Research DPG First Author Award: Valisa Hedrick, PhD, RDN

·       Research DPG Emerging Investigator First Author Award: Katie Hootman, PhD, RD, CDN

8:20-8:25am Open Positions by Nancy Emenaker, PhD, MEd, RD

8:25am Adjournment by Beth Reverri, PhD, RD

8:25-8:30am Open networking
 

On Tue, Oct 17, 2017 at 1:23 AM, Elizabeth Reverri <ejreverri@gmail.com> wrote:  

Dear all, 
 
Thank you for agreeing to speak at the Research DPG Member Breakfast on Monday, October
23rd between 6:30-8:30am at FNCE in the Hyatt Regency Chicago in Regency A. I am
honored that you are taking time out of your busy FNCE schedules to talk with our membership. 
 

Below is the agenda. Although it is a packed agenda, I am hoping to stick to it as closely as

possible. When you have ~1 minute remaining, I will give you a friendly wave to start wrapping it

up :) One exception is the President and Speaker may need to jump in when they arrive due to

their tight schedules. 
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Please let me know by Thursday morning if you are unable to speak during your time on the

agenda and/or you need to change your time. Feel free to call/text with any questions this week or

at FNCE: 650-208-4053. 
 

Looking forward to seeing you at FNCE! 
 

Thanks,  

Beth 
 

RESEARCH DPG MEMBERSHIP BREAKFAST AGENDA

 

6:30-6:45am Breakfast and open networking

 

6:45-6:50am Chair Remarks by Beth Reverri, PhD, RD

 

6:50-6:55am Tribute to Samantha Ramsey, PhD, RDN, LD, FAND by Chris Taylor, PhD, RDN, LD,

FAND

 

6:55-7am Tribute to Phyllis Stumbo, PhD, RD by Helen Lane, PhD, RD

 

7-7:10am Welcome by the Academy President, Donna Martin, EdS, RDN, LD, SNS, FAND and

Speaker, Dianne Polly, JD, RDN, LDN

 

7:10-7:25am Thank you to the Research DPG Executive Committee by Beth Reverri, PhD, RD

 

7:25-7:35am 50 Year Members: Mary Jo Feeney, MS, RD, FADA and Sonja Connor, MS, RD, LD

 

Not Present: Judith Gilbride, PhD, RDN, FAND, Rebecca S. Reeves, DrPH, RD, and Betty

Darnell, MS, RD, LD

 

7:35-7:40am New Mentorship Program by Tara LaRowe, PhD, RD, CD and Sarah Wax, MS, RD,

LDN

 

7:40-7:45am Supporter: The Sugar Association by Courtney Gaine, PhD, RD

 

7:45-8:10am Research DPG Awards by Jennifer Hanson, PhD, RD, CSSD, LD and Joann

McDermid, PhD, RD

 

·       The Sugar Association/Research DPG Pilot Grant Award: Dustin Lee, MS, RDN

 

·       The Sugar Association/Research DPG Faculty Project Grant Award: Gabrielle Turner-

McGrievy, PhD, RD
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·       Research DPG Student Abstract Award: Mackenzie Ferrante, MS, RDN

 

·       The Sugar Association/Research DPG Student Project Award: Katie Arlinghaus

 

·       Research DPG First Author Award: Valisa Hedrick, PhD, RDN

 

·       Research DPG Emerging Investigator First Author Award: Katie Hootman, PhD, RD, CDN

 

8:10-8:15am Member of the Year: Jennifer Hanson, PhD, RD, CSSD, LD presented by Lauri

Byerley, PhD, RD

 

8:15-8:20am Past Chair: Lauri Byerley, PhD, RD presented by Beth Reverri, PhD, RD

 

8:20-8:25am Open Positions by Nancy Emenaker, PhD, MEd, RD

 

8:25am Adjournment by Beth Reverri, PhD, RD

 

8:25-8:30am Open networking

 
 

--  

Elizabeth J. Reverri, PhD, RD 

Senior Scientist, Nutrition Science, Abbott Nutrition 

Chair, Research Dietetic Practice Group, Academy of Nutrition and Dietetics 

Chair, Early Career Nutrition interest group, American Society for Nutrition 
 
 
 

--  

Elizabeth J. Reverri, PhD, RD 

Senior Scientist, Nutrition Science, Abbott Nutrition 

Chair, Research Dietetic Practice Group, Academy of Nutrition and Dietetics 

Chair, Early Career Nutrition interest group, American Society for Nutrition 
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67. Fwd: PNPG at FNCE® 2017

From: Donna Martin <DMartin@burke.k12.ga.us>

To: Britt Trulock <elizabeth.britt@gmail.com>

Sent Date: Oct 19, 2017 22:41:31

Subject: Fwd: PNPG at FNCE® 2017

Attachment:

 
 

Sent from my iPhone 
 
Begin forwarded message:  
 

From: PNPG <NoReply@PNPG.org>  

Date: October 19, 2017 at 9:24:07 PM CDT  

To: DMartin@Burke.k12.ga.us 

Subject: PNPG at FNCE® 2017 

 
 
     

FNCE®

 Oct 2017    

FNCE® 2017

    FNCE ® 2017 is Just Around the Corner! 

Did you know that the Academy of Nutrition and Dietetics celebrates our 100th anniversary

this year and PNPG is celebrating our 40th anniversary?  

  

This is a time to honor the past, celebrate the present and plan for the future. 

  

PNPG will be hosting several events during FNCE®.

 

PNPG Events

 

PNPG Member Reception: Sunday, 10/22 – 6-7:30 pm, Hyatt Regency (Headquarters hotel-

Wacker Drive), Columbus GH. Enjoy and network with your peers! Special thanks to Abbott

Nutrition for sponsoring this event.  

PNPG Member Breakfast and Annual Business Meeting: Monday, 10/23 – 6:45-8 am, Hyatt

Regency-Regency C. Start your day with us! Special thanks to Mead Johnson Nutrition for

sponsoring this event.  

DPG Showcase: Monday, 10/23 – 9:00am-12:00 pm, McCormick Place West, FNCE® expo hall.

Come visit us at our booth for fun giveaways! Come and celebrate PNPG’s 40th Anniversary! We

are celebrating jointly with NE and RDPG!  
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PNPG Spotlight Session:

 

Tuesday, October 24th – 8:00-9:30 am

 
187. Alphabet Soup: Understanding Food Protein Induced Enterocolitis Syndrome (FPIES) and
Eosinophilic Esophagitis (EoE) in Pediatric Patients

 

Moderator: Monica Nagle RD-AP, LDN

 

Speakers: Kelly Fugok RDN, CSP, LDN, Terri Brown-Whitehorn MD

 

Room: 470 AB 

  

Click HERE to see a list of PNPG Members who will be presenting this year.

 

PNPG is Turning 40!

 

PNPG has been advancing the profession of pediatric nutrition for 40 years! 

  

PNPG will be at the Saturday night Centennial Celebration in the DPG meeting space giving away

keys to a treasure chest- will your key unlock the grand prize?! Bring your key to the DPG Member

Showcase on Monday to see if you are a winner!

 

 

PNPG will be celebrating in style at the DPG Member showcase with a 70's themed booth- we

look forward to seeing you there for networking, prizes and fun. 

  

    This email is being sent to you because you are a member of the Pediatric Nutrition Practice

Group. To manage your PNPG settings, login at pnpg.org   
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68. PNPG at FNCE® 2017

From: PNPG <NoReply@PNPG.org>

To: DMartin@Burke.k12.ga.us

Sent Date: Oct 19, 2017 22:40:31

Subject: PNPG at FNCE® 2017

Attachment:

 
     

FNCE®

 Oct 2017    

FNCE® 2017

    FNCE ® 2017 is Just Around the Corner! 

Did you know that the Academy of Nutrition and Dietetics celebrates our 100th anniversary

this year and PNPG is celebrating our 40th anniversary?  

  

This is a time to honor the past, celebrate the present and plan for the future. 

  

PNPG will be hosting several events during FNCE®.

 

PNPG Events

 

PNPG Member Reception: Sunday, 10/22 – 6-7:30 pm, Hyatt Regency (Headquarters hotel-

Wacker Drive), Columbus GH. Enjoy and network with your peers! Special thanks to Abbott

Nutrition for sponsoring this event. 

PNPG Member Breakfast and Annual Business Meeting: Monday, 10/23 – 6:45-8 am, Hyatt

Regency-Regency C. Start your day with us! Special thanks to Mead Johnson Nutrition for

sponsoring this event. 

DPG Showcase: Monday, 10/23 – 9:00am-12:00 pm, McCormick Place West, FNCE® expo hall.

Come visit us at our booth for fun giveaways! Come and celebrate PNPG’s 40th Anniversary! We

are celebrating jointly with NE and RDPG! 
 
PNPG Spotlight Session:

 

Tuesday, October 24th – 8:00-9:30 am

 
187. Alphabet Soup: Understanding Food Protein Induced Enterocolitis Syndrome (FPIES) and
Eosinophilic Esophagitis (EoE) in Pediatric Patients

 

Moderator: Monica Nagle RD-AP, LDN
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Speakers: Kelly Fugok RDN, CSP, LDN, Terri Brown-Whitehorn MD

 

Room: 470 AB 

  

Click HERE to see a list of PNPG Members who will be presenting this year.

 

PNPG is Turning 40!

 

PNPG has been advancing the profession of pediatric nutrition for 40 years! 

  

PNPG will be at the Saturday night Centennial Celebration in the DPG meeting space giving away

keys to a treasure chest- will your key unlock the grand prize?! Bring your key to the DPG Member

Showcase on Monday to see if you are a winner!

 

 

PNPG will be celebrating in style at the DPG Member showcase with a 70's themed booth- we

look forward to seeing you there for networking, prizes and fun. 

  

    This email is being sent to you because you are a member of the Pediatric Nutrition Practice

Group. To manage your PNPG settings, login at pnpg.org   
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69. Re: FNCE Research DPG - Membership Breakfast agenda

From: Elizabeth Reverri <ejreverri@gmail.com>

To: Chris Taylor <chris.taylor.rd@gmail.com>, Chris Taylor

<Chris.Taylor@osumc.edu>, Helen Lane <helenwlane@comcast.net>, Donna

Martin <DMartin@burke.k12.ga.us>,

donnasmartinforpresidentelect@gmail.com, Dianne Polly

<diannepolly@gmail.com>, mj@feeney.us.com, Sonja Connor

<CONNORS@ohsu.edu>, Tara LaRowe <Tara.larowe@gmail.com>, Tara L

LaRowe <larowet@mtmary.edu>, Sarah Greiner Wax

<sarahjgrenier@gmail.com>, Courtney Gaine <Gaine@sugar.org>, Jennifer

Hanson <jenniferannhanson@gmail.com>, Jennifer Hanson

<jhanson@latech.edu>, McDermid, Joann *HS

<JM3XC@hscmail.mcc.virginia.edu>, Joanne McDermid

<joann.mcdermid@virginia.edu>, Lauri Byerley <lbyerley@msn.com>, Lauri

Byerley <byerlelo@pbrc.edu>, Emenaker, Nancy (NIH/NCI) [E]

<emenaken@mail.nih.gov>

Cc: Ashley Vargas <ashleyvargasrdn@gmail.com>, Vargas, Ashley (NIH/OD) [E]

<ashley.vargas@nih.gov>

Sent Date: Oct 19, 2017 22:28:51

Subject: Re: FNCE Research DPG - Membership Breakfast agenda

Attachment:

Dear all, 
 

One of the speakers will be leaving early to set up for the Research DPG Showcase. Therefore,

please see the revised schedule below. 
 

Thanks,  

Beth 
 

RESEARCH DPG MEMBERSHIP BREAKFAST AGENDA

6:30-6:45am Breakfast and open networking

6:45-6:50am Chair Remarks by Beth Reverri, PhD, RD

6:50-6:55am Tribute to Samantha Ramsey, PhD, RDN, LD, FAND by Chris Taylor, PhD, RDN, LD,

FAND

6:55-7am Tribute to Phyllis Stumbo, PhD, RD by Helen Lane, PhD, RD

7-7:10am Welcome by the Academy President, Donna Martin, EdS, RDN, LD, SNS, FAND and

Speaker, Dianne Polly, JD, RDN, LDN

7:10-7:25am Thank you to the Research DPG Executive Committee by Beth Reverri, PhD, RD

7:25-7:35am Words of Wisdom by our 50 Year Members: Mary Jo Feeney, MS, RD, FADA and

Sonja Connor, MS, RD, LD

Page 233



Not Present: Judith Gilbride, PhD, RDN, FAND, Rebecca S. Reeves, DrPH, RD, and Betty

Darnell, MS, RD, LD

7:35-7:40am New Mentorship Program by Tara LaRowe, PhD, RD, CD and Sarah Wax, MS, RD,

LDN

7:40-7:45am Past Chair: Lauri Byerley, PhD, RD presented by Beth Reverri, PhD, RD

7:45-7:50am Member of the Year: Jennifer Hanson, PhD, RD, CSSD, LD presented by Lauri

Byerley, PhD, RD

7:50-7:55am Supporter: The Sugar Association by Courtney Gaine, PhD, RD

7:55-8:20am Research DPG Awards by Jennifer Hanson, PhD, RD, CSSD, LD and Joann

McDermid, PhD, RD

·       The Sugar Association/Research DPG Pilot Grant Award: Dustin Lee, MS, RDN (accepted by

Mary Harris, PhD, RD)

·       The Sugar Association/Research DPG Faculty Project Grant Award: Gabrielle Turner-

McGrievy, PhD, RD

·       Research DPG Student Abstract Award: Mackenzie Ferrante, MS, RDN

·       The Sugar Association/Research DPG Student Project Award: Katie Arlinghaus

·       Research DPG First Author Award: Valisa Hedrick, PhD, RDN

·       Research DPG Emerging Investigator First Author Award: Katie Hootman, PhD, RD, CDN

8:20-8:25am Open Positions by Nancy Emenaker, PhD, MEd, RD

8:25am Adjournment by Beth Reverri, PhD, RD

8:25-8:30am Open networking
 

On Tue, Oct 17, 2017 at 1:23 AM, Elizabeth Reverri <ejreverri@gmail.com> wrote:  

Dear all, 
 
Thank you for agreeing to speak at the Research DPG Member Breakfast on Monday, October
23rd between 6:30-8:30am at FNCE in the Hyatt Regency Chicago in Regency A. I am
honored that you are taking time out of your busy FNCE schedules to talk with our membership. 
 

Below is the agenda. Although it is a packed agenda, I am hoping to stick to it as closely as

possible. When you have ~1 minute remaining, I will give you a friendly wave to start wrapping it

up :) One exception is the President and Speaker may need to jump in when they arrive due to

their tight schedules. 
 

Please let me know by Thursday morning if you are unable to speak during your time on the

agenda and/or you need to change your time. Feel free to call/text with any questions this week or

at FNCE: 650-208-4053. 
 

Looking forward to seeing you at FNCE! 
 

Thanks,  

Beth 
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RESEARCH DPG MEMBERSHIP BREAKFAST AGENDA

 

6:30-6:45am Breakfast and open networking

 

6:45-6:50am Chair Remarks by Beth Reverri, PhD, RD

 

6:50-6:55am Tribute to Samantha Ramsey, PhD, RDN, LD, FAND by Chris Taylor, PhD, RDN, LD,

FAND

 

6:55-7am Tribute to Phyllis Stumbo, PhD, RD by Helen Lane, PhD, RD

 

7-7:10am Welcome by the Academy President, Donna Martin, EdS, RDN, LD, SNS, FAND and

Speaker, Dianne Polly, JD, RDN, LDN

 

7:10-7:25am Thank you to the Research DPG Executive Committee by Beth Reverri, PhD, RD

 

7:25-7:35am 50 Year Members: Mary Jo Feeney, MS, RD, FADA and Sonja Connor, MS, RD, LD

 

Not Present: Judith Gilbride, PhD, RDN, FAND, Rebecca S. Reeves, DrPH, RD, and Betty

Darnell, MS, RD, LD

 

7:35-7:40am New Mentorship Program by Tara LaRowe, PhD, RD, CD and Sarah Wax, MS, RD,

LDN

 

7:40-7:45am Supporter: The Sugar Association by Courtney Gaine, PhD, RD

 

7:45-8:10am Research DPG Awards by Jennifer Hanson, PhD, RD, CSSD, LD and Joann

McDermid, PhD, RD

 

·       The Sugar Association/Research DPG Pilot Grant Award: Dustin Lee, MS, RDN

 

·       The Sugar Association/Research DPG Faculty Project Grant Award: Gabrielle Turner-

McGrievy, PhD, RD

 

·       Research DPG Student Abstract Award: Mackenzie Ferrante, MS, RDN

 

·       The Sugar Association/Research DPG Student Project Award: Katie Arlinghaus

 

·       Research DPG First Author Award: Valisa Hedrick, PhD, RDN
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·       Research DPG Emerging Investigator First Author Award: Katie Hootman, PhD, RD, CDN

 

8:10-8:15am Member of the Year: Jennifer Hanson, PhD, RD, CSSD, LD presented by Lauri

Byerley, PhD, RD

 

8:15-8:20am Past Chair: Lauri Byerley, PhD, RD presented by Beth Reverri, PhD, RD

 

8:20-8:25am Open Positions by Nancy Emenaker, PhD, MEd, RD

 

8:25am Adjournment by Beth Reverri, PhD, RD

 

8:25-8:30am Open networking

 
 

--  

Elizabeth J. Reverri, PhD, RD 

Senior Scientist, Nutrition Science, Abbott Nutrition 

Chair, Research Dietetic Practice Group, Academy of Nutrition and Dietetics 

Chair, Early Career Nutrition interest group, American Society for Nutrition 
 
 
 

--  

Elizabeth J. Reverri, PhD, RD 

Senior Scientist, Nutrition Science, Abbott Nutrition 

Chair, Research Dietetic Practice Group, Academy of Nutrition and Dietetics 

Chair, Early Career Nutrition interest group, American Society for Nutrition 
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70. Test your grip strength at FNCE 2017!

From: Ensure <ensure@info.ensure.com>

To: DMartin@Burke.k12.ga.us

Sent Date: Oct 17, 2017 09:52:10

Subject: Test your grip strength at FNCE 2017!

Attachment:

Test your grip strength at FNCE 2017! Join us at the Food &Nutrition Conference &Expo ™ (booth

#1411), in Chicago, Oct. 21-24! How will your hand grip strength change as you age? You can

always count on Abbott Nutrition for innovative products, tools, and education. Join us this year at

FNCE ® for an exciting, interactive aging experience using hand grip strength. Plus, you'll get

delicious samples and learn about our full line of nutrition products, including Ensure ® Enlive ®.

Visit us at booth #1411. Stop by our booth to enter for a chance to win a dynamometer Take the

Hand Grip Strength Challenge Experience what it's like to lose muscle and strength as you age,

through a personalized hand grip strength simulation. You'll learn why early intervention with

nutrition and exercise is key to preserving muscle and strength in aging populations. VISIT OUR

BOOTH TO CHECK OUT TWO NEW PRODUCTS Vital ® Peptide The first and only peptide-

based nutrition specifically developed to meet the DRIs of patients aged 14-18 * EleCare ® Jr.

Now available in Chocolate and Banana flavors *For protein and 25 vitamins and minerals in 1 L.

All-in-one Benefits Discover how Ensure Enlive provides All-in-One nutrition and has ingredients

like HMB and protein to help support muscle, bone, heart, immune, and digestive tract health.

AND BE SURE TO ATTEND: Become an Institutional Leader of Change: Implementation of

Malnutrition Electronic Clinical Quality Measures When: October 22 from 10:00-11:30 AM Where:

Room 470 AB-McCormick Place West Convention Center A multi-disciplinary panel will discuss

the impact and opportunities of the Malnutrition Quality Improvement Initiative (MQii), associated

Electronic Clinical Quality Measures (eCQMs), as well as how RDNs can engage partners and

hospital leadership to develop best practice implementation. Learn more about the Educational

Sessions at FNCE ®.  DON'T FORGET TO ENJOY OUR DELICIOUS PRODUCT SAMPLINGS! •

Ensure Enlive Ice Cream • Juven ® Slushies • Glucerna ® Shakes and Bars • Vital Peptide

Samples • EleCare Jr. Chocolate and Banana Recipes  You are receiving this email as a 2017

Food &Nutrition Conference &Expo TM attendee and will receive no further communication from

Abbott Nutrition. This email was sent from a notification-only address that cannot accept incoming

email.  

Please do not reply to this message. For assistance, please use the Contact Us page. Abbott

Home | Abbott Nutrition | Health Care Professionals | Abbott Store | Contact Us | Privacy Policy |

Terms of Use Abbott Nutrition  

Consumer Relations Dept. 107089-4E  

2900 Easton Square Place  

Columbus, OH 43219  

©2017 Abbott Laboratories
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71. FNCE Research DPG - Membership Breakfast agenda

From: Elizabeth Reverri <ejreverri@gmail.com>

To: Chris Taylor <chris.taylor.rd@gmail.com>, Chris Taylor

<Chris.Taylor@osumc.edu>, Helen Lane <helenwlane@comcast.net>, Donna

Martin <DMartin@burke.k12.ga.us>,

donnasmartinforpresidentelect@gmail.com, Dianne Polly

<diannepolly@gmail.com>, mj@feeney.us.com, Sonja Connor

<CONNORS@ohsu.edu>, Tara LaRowe <Tara.larowe@gmail.com>, Tara L

LaRowe <larowet@mtmary.edu>, Sarah Greiner Wax

<sarahjgrenier@gmail.com>, Courtney Gaine <Gaine@sugar.org>, Jennifer

Hanson <jenniferannhanson@gmail.com>, Jennifer Hanson

<jhanson@latech.edu>, McDermid, Joann *HS

<JM3XC@hscmail.mcc.virginia.edu>, Joanne McDermid

<joann.mcdermid@virginia.edu>, Lauri Byerley <lbyerley@msn.com>, Lauri

Byerley <byerlelo@pbrc.edu>, Emenaker, Nancy (NIH/NCI) [E]

<emenaken@mail.nih.gov>

Cc: Ashley Vargas <ashleyvargasrdn@gmail.com>, Vargas, Ashley (NIH/OD) [E]

<ashley.vargas@nih.gov>

Sent Date: Oct 17, 2017 01:24:10

Subject: FNCE Research DPG - Membership Breakfast agenda

Attachment:

Dear all, 
 
Thank you for agreeing to speak at the Research DPG Member Breakfast on Monday, October
23rd between 6:30-8:30am at FNCE in the Hyatt Regency Chicago in Regency A. I am
honored that you are taking time out of your busy FNCE schedules to talk with our membership. 
 

Below is the agenda. Although it is a packed agenda, I am hoping to stick to it as closely as

possible. When you have ~1 minute remaining, I will give you a friendly wave to start wrapping it

up :) One exception is the President and Speaker may need to jump in when they arrive due to

their tight schedules. 
 

Please let me know by Thursday morning if you are unable to speak during your time on the

agenda and/or you need to change your time. Feel free to call/text with any questions this week or

at FNCE: 650-208-4053. 
 

Looking forward to seeing you at FNCE! 
 

Thanks,  

Beth 
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RESEARCH DPG MEMBERSHIP BREAKFAST AGENDA

 

6:30-6:45am Breakfast and open networking

 

6:45-6:50am Chair Remarks by Beth Reverri, PhD, RD

 

6:50-6:55am Tribute to Samantha Ramsey, PhD, RDN, LD, FAND by Chris Taylor, PhD, RDN, LD,

FAND

 

6:55-7am Tribute to Phyllis Stumbo, PhD, RD by Helen Lane, PhD, RD

 

7-7:10am Welcome by the Academy President, Donna Martin, EdS, RDN, LD, SNS, FAND and

Speaker, Dianne Polly, JD, RDN, LDN

 

7:10-7:25am Thank you to the Research DPG Executive Committee by Beth Reverri, PhD, RD

 

7:25-7:35am 50 Year Members: Mary Jo Feeney, MS, RD, FADA and Sonja Connor, MS, RD, LD

 

Not Present: Judith Gilbride, PhD, RDN, FAND, Rebecca S. Reeves, DrPH, RD, and Betty

Darnell, MS, RD, LD

 

7:35-7:40am New Mentorship Program by Tara LaRowe, PhD, RD, CD and Sarah Wax, MS, RD,

LDN

 

7:40-7:45am Supporter: The Sugar Association by Courtney Gaine, PhD, RD

 

7:45-8:10am Research DPG Awards by Jennifer Hanson, PhD, RD, CSSD, LD and Joann

McDermid, PhD, RD

 

·       The Sugar Association/Research DPG Pilot Grant Award: Dustin Lee, MS, RDN

 

·       The Sugar Association/Research DPG Faculty Project Grant Award: Gabrielle Turner-

McGrievy, PhD, RD

 

·       Research DPG Student Abstract Award: Mackenzie Ferrante, MS, RDN

 

·       The Sugar Association/Research DPG Student Project Award: Katie Arlinghaus

 

·       Research DPG First Author Award: Valisa Hedrick, PhD, RDN
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·       Research DPG Emerging Investigator First Author Award: Katie Hootman, PhD, RD, CDN

 

8:10-8:15am Member of the Year: Jennifer Hanson, PhD, RD, CSSD, LD presented by Lauri

Byerley, PhD, RD

 

8:15-8:20am Past Chair: Lauri Byerley, PhD, RD presented by Beth Reverri, PhD, RD

 

8:20-8:25am Open Positions by Nancy Emenaker, PhD, MEd, RD

 

8:25am Adjournment by Beth Reverri, PhD, RD

 

8:25-8:30am Open networking

 
 

--  

Elizabeth J. Reverri, PhD, RD 

Senior Scientist, Nutrition Science, Abbott Nutrition 

Chair, Research Dietetic Practice Group, Academy of Nutrition and Dietetics 

Chair, Early Career Nutrition interest group, American Society for Nutrition 

Page 240



72. PRIORITY: FNCE Information

From: Patricia Babjak <PBABJAK@eatright.org>

To: DMartin@Burke.k12.ga.us <DMartin@Burke.k12.ga.us>,

peark02@outlook.com <peark02@outlook.com>, 'Lucille Beseler'

<lbeseler_fnc@bellsouth.net>, 'Jo Jo Dantone-DeBarbieris'

<jojo@nutritioned.com>, 'Manju Karkare' <manjukarkare@gmail.com>,

'Margaret Garner' <mgarner@ua.edu>, 'Dianne Polly'

<diannepolly@gmail.com>, 'Marcy Kyle' <bkyle@roadrunner.com>, 'Linda

Farr' <linda.farr@me.com>, 'Hope Barkoukis' <Hope.Barkoukis@case.edu>,

'Kevin Sauer' <ksauer@ksu.edu>, 'Michele Lites'

<michelelites@sbcglobal.net>, 'Michele.D.Lites@kp.org'

<Michele.D.Lites@kp.org>, 'Susan Brantley' <brantley.susan@gmail.com>,

'Milton Stokes' <milton.stokes@monsanto.com>, 'Tammy Randall'

<Tammy.randall@case.edu>, 'Marty Yadrick' <myadrick@computrition.com>,

'Steve Miranda' <steve.miranda44@gmail.com>, 'Kevin Concannon'

<k.w.concannon@gmail.com>

Cc: Executive Team Mailbox <ExecutiveTeamMailbox@eatright.org>, Mary

Gregoire <mgregoire@eatright.org>, Chris Reidy <CREIDY@eatright.org>,

Susan Burns <Sburns@eatright.org>, Sharon McCauley

<smccauley@eatright.org>

Sent Date: Oct 16, 2017 19:22:25

Subject: PRIORITY: FNCE Information

Attachment: 2017 BOD FNCE SCHEDULE Final 101617.doc
2017 DPG and MIG Chair and Chair Elect List.pdf
BOD General remarks for leaders FNCE 2017 Edits 10.16.2017.pdf
2017 FNCE Expo - Board Assignments.pdf
Fall Agenda Final.pdf
Tips for BOD Participation at HOD Meetings 2-21-17.pdf
VIP Entrance Map.pdf

Attached is the final Board schedule highlighting FNCE activities which require and/or encourage

Board attendance. Those activities which are highlighted in yellow require your attendance. For

those of you who have been assigned to DPG/MIG events, we have registered you and notified

the DPG or MIG chair. You will be greeted by the chair and if not, please introduce yourself; a list

of DPG and MIG leaders is attached for reference. 

 

The Board FNCE schedule lists times to extend your appreciation to our exhibitors and sponsors.

Attached are your designated assignments for thanking the exhibitors. The assignments are made

to ensure all the exhibitors are covered, but it doesn’t preclude you from thanking others for their

generous support of the Academy’s meetings and programs, including FNCE, especially the 14

sponsors who have booths on the exhibit floor. A list of the sponsor booth names and locations is

included in the attachment. We have several engagement opportunity booths for attendees on the
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		BOARD OF DIRECTORS 


2017 FNCE SCHEDULE
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		HEADQUARTERS HOTELS
Hyatt Regency Chicago (HRC-HQ Hotel)


151 E. Wacker Drive, Chicago, IL 60601

		CONVENTION CENTER
McCormick Place West (MPW)

2301 S. Dr. Martin Luther King Drive, Chicago, IL 60616



		Hyatt Regency McCormick (HRM)

2233 S. Dr. Martin Luther King Drive, Chicago, IL 60616

		
FINAL 10/16/2017









		Wednesday, October 18

		Title

		Location

		Meeting Room

		Attendance/Remarks



		6:30 pm – 9 pm

		House Leadership Team Dinner

		Pizano’s

61 E. Madison St.,
Chicago

		

		HLT BOD members: S. Brantley, L. Farr, M. Kyle, D. Polly, 


T. Randall, M. Stokes



		Thursday, 

October 19

		Title

		Location

		Meeting

 Room

		Attendance/Remarks



		8 am – 2 pm

		House Leadership Team Meeting

		HRC – HQ Hotel

		Randolph 1A

		HLT BOD members



		3 pm – 4:30 pm

		HOD Meeting Orientation

		HRC –HQ Hotel

		Michigan 3

		D. Polly, L. Farr, T. Randall



		3:30 pm – 4:30 pm

		HOD Meeting Table Facilitator Training

		HRC – HQ Hotel

		Michigan 2

		S. Brantley, M. Kyle,


M. Stokes, D. Polly



		5 pm – 5:45 pm

		Mentor-Mentee Gathering 

		HRC –HQ Hotel

		Michigan 1

		HLT BOD members 



		5:45 pm – 6:45 pm

		HOUSEWarming Party



		HRC – HQ Hotel

		Plaza AB

		HLT BOD members


BOD members (as schedule permits)





		Friday,

 October 20

		Title

		Location

		Meeting Room

		Attendance/Remarks



		7:30 am – 8:30 am

		President’s Breakfast

		HRC – HQ Hotel

		Grand Ballroom CD

		Remarks: 
D. Martin (7:55 am-8:10 am) 

M. Yadrick (
8:15 am-8:25 am)

BOD members



		8:40 am – 5 pm

		House of Delegates Meeting

(see HOD meeting agenda for details)



		HRC – HQ Hotel

		Grand Ballroom AB

		Presiding: D. Polly

BOD members 





		10:30 am-11:30 am 

		Weight Management DPG Leadership Meeting 

		HRC – HQ Hotel

		Toronto Room

		L. Beseler, D. Enos, J. LasCola



		12:30 pm – 1:25 pm

		HOD Lunch

		HRC – HQ Hotel

		Grand Ballroom CD

		BOD members 



		12:30 pm

		Meet in lobby of the Hyatt Chicago hotel for Uber to McCormick Place for Opening Session Rehearsal 

		HRC – HQ Hotel




		Lobby

		D. Martin, M. Russell, 


M. Yadrick, P. Babjak



		1 pm – 4 pm



		Opening Session/Member Showcase/ Closing Session Rehearsal (Lunch Provided)

		McCormick Place West (MPW)

		Skyline Ballroom 375

		D. Martin (1pm-2:30pm)


M. Yadrick (2:30pm – 2:45pm)


M. Russell (3pm – 3:30pm)


P. Babjak (as schedule permits)



		1:45 pm – 3:15 pm

		Level 2 Weight Management Program: Positioning Yourself for Maximize Reimbursement

		Hotel InterContinental 505 N. Michigan Ave., Chicago

		

		L. Beseler (1:45 pm- 3:15 pm)



		4:30 pm – 5 pm 

		PNPG DPG Executive Committee Meeting

		HRC – HQ Hotel

		Skyway 273

		Remarks: M. Russell (4:30 pm)



		6 pm – 9 pm

		Welcome Party – hosted by Mary Abbott Hess honoring William Reynolds

		New Buffalo Bills


3750 North Lake Shore Dr., Apt. 3A, Chicago

		

		By invitation only



		7:30 pm – 9:30 pm

		Academy Board Get-together 



		HRC – HQ Hotel

		Monach Suite


(East Tower 34th floor)




		BOD members, guests and select staff






		Saturday,


 October 21

		Title

		Location

		Meeting Room

		Attendance/Remarks



		7:15 am – 7:45 am

		HOD Networking Breakfast

		HRC – HQ Hotel

		Grand Ballroom CD

		BOD members



		7:15 am  – 3 pm




		Reimbursement Representative Training 

		McCormick Place West (MPW) 

		W176 C

		Opening Remarks: D. Martin (8:10 am-8:15 am)



		7:15 am 

		Meet in lobby of the Hyatt Chicago hotel for Uber to McCormick Place for Presentations 

		HRC – HQ Hotel




		Lobby

		D. Martin, M. Russell, 


M. Yadrick



		8 am – 12 pm 

		House of Delegates Meeting




		HRC – HQ Hotel

		Grand Ballroom AB

		Presiding: D. Polly

BOD members 





		8 am – 2 pm

		Academy/AMIA Nutrition Informatics Course

		McCormick Place West (MPW)

		W476

		Presiding: M. Yadrick 
(8 am -11 pm)

Remarks: 
M. Russell (8:30 am – 8:40 am)



		8:45 am

		Meet in lobby of the Hyatt Chicago hotel for Uber to Hyatt McCormick for Nominating Committee

		HRC – HQ Hotel




		Lobby

		L. Beseler, P. Babjak



		9 am – 9 pm

		Nutrition & Dietetic Educators & Preceptors Council Meeting

		Hyatt Regency McCormick (HRM)

		Hyde Park A

		K. Sauer
(as schedule permits)



		9:30 am – 3:30 pm

		Nominating Committee Meeting/Lunch/Interviews

		Hyatt Regency McCormick (HRM)

		Huron/Erie


(3rd Floor)

		L. Beseler, P. Babjak


(Meeting: 9:30 am -10:30 am 


Interviews: begin at 10:30 am)



		10 am – 11 am

		Exhibitor Advisory Council Meeting

		McCormick Place West (MPW)

		W474 B

		M.B. Whalen






		11:30 am  – 12 pm


(Meeting runs from 7:15 am  – 3 pm)



		Reimbursement Representative Training: Setting Fees- What You Need To Know

		McCormick Place West (MPW)

		W176 C

		Presenter: L. Beseler (11:30 am  – 12 pm)





		11:30 am – 1:30 pm

		Foundation Nutrition Symposium: Modern Day Human Magnesium Requirements: Should Supplements Be Recommended

		McCormick Place West (MPW)

		W475 AB

		Remarks: M. Yadrick (11:30am – 11:55am)



		11:30 am – 1 pm

		ANDPAC Signature Lunch

		McCormick Place West (MPW)

		W194 AB

		Remarks:  D. Martin (12 pm)


BOD members

(Purchase tickets ASAP at crhone@eatright.org) 



		1:30 pm – 3 pm

		Foundation Nutrition Symposium: Mindful Portions Start With You: Help Inspire Healthy Behaviors

		McCormick Place West (MPW)

		W470 AB

		BOD members 


(as schedule permits)





		1:30 pm – 3 pm

		Policy Seminar – Nutrition Policy Town Hall

		McCormick Place West (MPW)

		W194 AB

		BOD members 


(as schedule permits)



		1:30 pm – 3:30 pm

		50 Year Member Celebration



		McCormick Place West (MPW)

		W178 AB

		Remarks:  M. Yadrick

(1:30 pm – 1:40 pm)


Remarks:  D. Martin

(1:40 pm – 1:50 pm)

BOD members
(as schedule permits)



		Saturday, October 21

		Title

		Location

		Meeting Room

		Attendance/Remarks



		2 pm – 3:15 pm

		Fellow Reception

		McCormick Place West (MPW)

		W179 AB

		Remarks:  M. Yadrick


(3:00 pm – 3:05 pm) 

BOD members 


(as schedule permits)



		2 pm – 3:45 pm

		Pre-Opening Session Details

		McCormick Place West (MPW)

		Skyline Ballroom 375

		D. Martin (2 pm)






		2 pm – 3:30 pm

		School Nutrition Services DPG Reception and Networking Event

		Hyatt Regency McCormick (HRM)

		Burnham AB

		D. Martin

(as schedule permits) 



		2:10 pm – 2:40 pm

		Spokesperson Briefing

		McCormick Place West (MPW)

		W471 A

		Remarks: M. Yadrick (2:10 pm – 2:40 pm)



		4 pm – 6 pm

(VIP seating 

3:35 pm – 4:45 pm)

		Opening Session: How Media Influences Healthcare Today

		McCormick Place West (MPW)

		Skyline Ballroom W375 BCDE

		Presiding: D. Martin

BOD members 



		6 pm – 7:30 pm

		Centennial Celebration - Opening Night Party

		McCormick Place West (MPW)

		W375 A, Central Concourse, Hall F1

		BOD members



		7:45 pm 

		Meet on Level 1 of McCormick Place West by Gate 40 for an Uber to the Chicago Firehouse Restaurant 

		

		

		D. Martin, J. Dantone, 
M. Garner, M. Russell, 
P. Babjak



		7:30 pm – 9 pm

		Foundation Board Dinner


(7:30 pm-Wine Reception 8 pm- Dinner Served)

		Chicago Firehouse Restaurant, 1401 S. Michigan Ave.,

Chicago

		The Kimball Parlor

		Remarks: M. Yadrick

J. Dantone, M. Garner, 


D. Martin, M. Russell, 

P. Babjak



		8 pm – 10 pm

		American Overseas Dietetic Association International Reception

		HRC - HQ Hotel




		Regency Ballroom A

		BOD members 


(as schedule permits)



		8 pm – 10 pm

		Illinois Academy Networking Event

		HRC – HQ Hotel

		Plaza A

		M. Russell



		

		

		

		

		



		Sunday, 

October 22

		Title

		Location

		Meeting Room

		Attendance/Remarks



		6:30 am – 7:45 am

		Foundation Leadership Breakfast

		HRC – HQ Hotel

		Grand Ballroom B

		Remarks: M. Yadrick

                



		7 am – 8:30 am

		Honors Breakfast

		HRC – HQ Hotel

		Grand Ballroom EF

		Presiding: L. Beseler (opening remarks 7:45 am) (closing remarks 8:15 am)


Board Partners: 

M. Karkare, L. Farr, M. Kyle,  
M. Yadrick, M. Lites, D. Polly,


J. Dantone 

Board Members





		8:30 am – 9:30 am

		Consumer Protection and Licensure Forum

		McCormick Place West (MPW)

		W176 A

		D. Polly (as schedule permits)





		Sunday, 


October 22

		Title

		Location

		Meeting Room

		Attendance/Remarks



		8:30 am

		Meet in lobby of the Hyatt Chicago for Uber to Hyatt McCormick for FMC and Nominating Committee Meetings

		HRC – HQ Hotel




		Lobby

		D. Martin, L. Beseler,                M. Russell, M. Yadrick, 


P. Babjak, S. Parker



		9 am – 9:30 am

		FNCE Student Engagement 

		McCormick Place West (MPW)

		W177

		D. Martin, P. Babjak, D. Enos, Dr. Mir



		9 am – 9:30 am

		FMC Meeting

		McCormick Place West (MPW)

		W473

		M. Russell, M. Yadrick






		9 am – 11 am

		House Leadership Team Meeting

		Hyatt Regency McCormick (HRM)

		Lincoln Park Boardroom

		HLT BOD Members



		9 am – 3:30 pm

		Exhibitor Appreciation 

		McCormick Place West (MPW)

		Exhibit Hall F1A West

		BOD members will receive list of exhibitors/sponsors to thank



		9:15 am – 5 pm


		Nominating Committee Meeting and  Interviews

		Hyatt Regency McCormick (HRM)

		Huron/Erie


(3rd Floor)

		L. Beseler, P. Babjak 


(Interview begin at 9:30 am)



		10 am – 11:30 am

		Lenna Francis Cooper Memorial Lecture: Through the Eyes and Taste Buds of Our Children: School Food and Nutrition Past, Present and Future

		McCormick Place West  (MPW)

		W192 ABC

		Moderator: D. Martin


BOD members 






		11:45 am – 1:15 pm 

		DPG/MIG Town Hall Luncheon

		McCormick Place West (MPW)

		W193 AB

		Remarks: may depart after remarks


D. Martin 


(12:00 pm – 12:05 pm) 

M. Russell 

(12:05 pm – 12:10 pm)





		11:45 am – 1 pm

		Former Academy Presidents, Former Foundation Chairs and Honorary Members Luncheon 

		Hyatt Regency McCormick (HRM)

		Prairie B

		Remarks: L. Beseler 


P. Babjak 

M. Yadrick



		12:30 pm – 1:30 pm

		Finance and Audit Committee Luncheon 

		McCormick Place West (MPW)

		W176 B

		J. Dantone, M. Garner, 


M. Karkare, M. Kyle, M. Russell



		1:30 pm – 3 pm

		2017 Presidents’ Lecture: Systems Medicine, Big Data and Scientific Wellness; Transforming Healthcare

		McCormick Place West (MPW)

		W375 A

		Presiding: D. Martin


BOD members 






		1:30 pm – 3:30 pm

		FNCE Session: Wimpfheimer-Guggenheim International Lecture: How Global Nutrition Collaborations Impact Change: Lesson from Four Continents

		McCormick Place West (MPW)

		W187 ABC

		BOD members 
(as schedule permits)



		3:30 pm – 5 pm

		The Edna and Robert Langholz International Nutrition Award and Lecture: Collaborating to Battle Cognitive Decline With Nutrition 

		McCormick Place West (MPW)

		W184 ABCD

		BOD Members 





		2:15 pm – 3:30 pm

		Code of Ethics Task Force

		McCormick Place 

		Jackson Park A

		M. Russell



		3:30 pm – 5 pm

		Ethics Session 131: Cyberbulling

		McCormick Place West

		W183 ABC

		M. Russell



		Sunday, 


October 22

		Title

		Location

		Meeting Room

		Attendance/Remarks



		5:30 pm – 7:30 pm

		NE DPG Networking Event

		HRC – HQ Hotel

		Grand Ballroom A

		M. Russell, L. Farr


(as schedule permits)



		5:30 pm – 6:30 pm

		Affiliate Presidents and Presidents-Elect Networking Reception

		HRC – HQ Hotel

		Plaza A

		BOD members 


(as schedule permits)



		5 pm – 7 pm

		Nutrition & Dietetic Educators & Preceptors Student Internship Fair 

		HRC – HQ Hotel

		Regency AB

		K. Sauer, D. Polly, T. Randall 

 (as schedule permits)



		5:30 pm – 7 pm

		ANDPAC VIP Reception

		HRC – HQ Hotel

		Skyway 271

		BOD Members





		5:30 pm -7:30 pm




		Food & Nutrition Magazine #FNCE Social

		Chicago Illuminating Co.

2110 S. Wabash Ave., Chicago

		

		L. Beseler



		6 pm – 7 pm

		Academy Committee Chairs/Vice Chairs Networking Event

		HRC – HQ Hotel

		New Orleans

		D. Martin, D. Polly 





		6 pm - 7:30 pm

		PNPG DPG Member Reception 




		HRC – HQ Hotel

		Columbus GH 

		L. Beseler


(as schedule permits)



		6 pm – 7:30 pm

		Foundation Donor Reception

		The London House Hotel, 


85 E. Wacker Dr., Chicago

		Etoile Room

		BOD members 


(by invitation)



		6 pm – 8 pm

		DNS DPG Member Reception 

		HRC – HQ Hotel

		Grand Ballroom D

		M. Russell



		6 pm – 8:30 pm

		DCE DPG Awards/Membership Meeting 

		HRC – HQ Hotel

		Grand Ballroom B

		J. Dantone



		6:30 pm – 8:30 pm

		Food and Culinary Professionals Networking Reception

		Chicago Cultural Center, 78 E Washington St., Chicago

		

		M. Stokes



		7:30 pm 

		Langholz Award Dinner

		The London House Hotel 

85 E. Wacker Dr., Chicago

		Private Dining A

		By invitation only 

P. Babjak



		8 pm – 10 pm

		President’s Reception

		Wyndham Grand Chicago


71 E. Wacker Dr., Chicago

		Penthouse Ballroom

		BOD members 



		

		

		

		

		



		Monday, 

October 23

		Title

		Location

		Meeting Room

		Attendance/Remarks



		6:30 am – 7:45 am

		Nutrition and Dietetic Educators and Preceptors Member Breakfast and Meeting

		Hyatt Regency McCormick (HRM)

		Regency AB

		K. Sauer





		6:30 am – 8:30 am 

		Research DPG Member Breakfast

		HRC – HQ Hotel

		Regency Ballroom A

		D. Martin (as schedule permits)



		7:15 am 

		Meet in lobby of the Hyatt Chicago Hotel for Uber to McCormick Place


for Member Showcase Details

		HRC – HQ Hotel




		Lobby

		D. Martin, L. Beseler,


M. Russell, M. Yadrick, 

P. Babjak



		Monday, 

October 23

		Title

		Location

		Meeting Room

		Attendance/Remarks



		8 am – 9:30 am

		2017 Trailblazer Lecture: Second Start to the Right: The Nexus of Dietetics and Food Science 

		McCormick Place West (MPW)

		W190 AB

		Moderator: M. Russell

BOD Members



		8:30 am – 10 am

		Pre-Member Showcase Details

		McCormick Place West (MPW)

		Skyline Ballroom 375

		D. Martin (8:30 am)

L. Beseler (9:00 am) 


M. Yadrick (9:30 am) 
M. Russell (9:45 am)



		9 am – 3:30 pm

		Exhibitor Appreciation 

		McCormick Place West (MPW)

		Exhibit Hall F1A West

		BOD members will receive list of exhibitors/sponsors to thank





		9 am – 3:30 pm

		Member Product MarketPlace

		McCormick Place West (MPW)

		Outside of Exhibit hall F2

		BOD members  


(as schedule permits)





		9 am – 12 pm

		DPG & MIG Showcase

		McCormick Place West  (MPW)

		Outside of Exhibit hall F2

		BOD members


(as schedule permits)





		10 am – 12 pm

(VIP seating 


9:35 am – 9:45 am)

		Member Showcase: Why Food is the New Internet: The Future of Food

		McCormick Place West (MPW)

		Skyline Ballroom W375 CDE

		Presiding /Remarks: 


D. Martin, L. Beseler,


M. Russell, M. Yadrick


BOD members



		12:30 pm – 1:30 pm

		School Spirit Contest Reception

		McCormick Place West (MPW)

		W176 AB

		Remarks:  D. Martin


BOD Members 



		11:30 am – 1:30 pm

		MQii Lunch and Learn

		McCormick Place West (MPW)

		W193 AB

		Closing Remarks: 
M. Garner (1– 1:15 pm)



		1:30 pm – 3 pm

		Session: Nutrition Services Payment:The Intersection of Law and Ethics

		McCormick Place West (MPW)

		W187 ABC

		Moderator: D. Polly



		1:30 pm – 3 pm

		Session: Looking Forward: Nutrition Research Tools and Techniques for the Second Century

		McCormick Place West (MPW)

		W178 AB

		Presenter: M. Yadrick



		2 pm – 3 pm

		Donate to ANDPAC – Get your Picture with the President  

		McCormick Place West (MPW)

		Level 3 

		D. Martin  



		3 pm – 5 pm

		Academy Foundation Second Century FUN-raiser Rehearsal

		Navy Pier

		Crystal Garden Ballroom

		M. Yadrick


(arrive 4 pm)



		3:15pm – 3:45 pm

		Weight Management DPG Leadership and Academy Presidents Meeting

		McCormick Place West (MPW)

		W177

		D. Martin, L. Beseler,                M. Russell, P. Babjak, D. Enos



		5:30 pm – 7 pm

		MIG Reception

		HRC – HQ Hotel

		Regency A

		Remarks:


D. Martin (5:45 pm – 5:50 pm)  L. Beseler, M. Russell 

BOD Members (as schedule permits)



		8 pm – 10 pm

		Academy Foundation Second Century FUN-raiser 

		Navy Pier


600 E Grand Ave., Chicago 

		Crystal Garden (indoors)

		Presiding: M. Yadrick 

BOD Members







		Tuesday, 
October 24

		Title

		Location

		Meeting Room

		Attendance/Remarks



		6:30 am – 8 am

		Networking with Quality Management Committee Breakfast

		McCormick Place West (MPW)




		W176AB

		M. Russell 



		9 am – 1 pm

		Exhibitor Appreciation

		McCormick Place West (MPW)

		Exhibit Hall FA1West

		BOD members will receive list of exhibitors/sponsors to thank





		9:45 am – 11:15 am

		Session: Fear Bootcamp: How to Take Action and Make Fear Your Homeboy

		McCormick Place West (MPW)

		W183 ABC

		Moderator: L. Beseler



		9:45 am – 11:15 am

		Session: From Ho-Hum to Viral: How to Make a Killer Video

		McCormick Place West (MPW)

		W184 ABCD

		Moderator: M. Lites



		12 pm – 1:30 pm

		Session: A New Prioritization Framework to Optimize Community Food Security

		McCormick Place West (MPW)

		W176 AB

		Moderator: M. Yadrick



		12 pm – 1:30 pm

		Hot Topic: Going Global-A World of Difference; Experiences that will Advance your Career

		McCormick Place West (MPW)

		W375 B

		Moderator: L. Beseler



		12:45 pm – 1:30 pm

		Pre-Closing Session Details

		McCormick Place West (MPW)

		Skyline Ballroom 375

		D. Martin (12:45 pm) 


M. Russell (1:15 pm)



		2 pm – 3:30 pm

(VIP seating 

1:20 pm – 1:30 pm)

		Closing Session: The Future of the Mind

		McCormick Place West (MPW)

		Skyline Ballroom W375 CDE

		Presiding: D. Martin


Remarks: M. Russell

BOD members

 



		5 pm -7 pm

(Specific time TBD)

		AODA Executive Committee Meeting 

		Hyatt Regency Chicago (HRC)

		Grand Suite 3

		D. Martin, M. Russell








 

PAGE  

Mandatory full BOD attendance





7



[image: image1.jpg]2017 BOD FNCE SCHEDULE Final 101617.doc




DPG or MIG Name Position First Name Last Name City State Email


Asian Indians in Nutrition and 


Dietetics 


MIG Community 


Leader Parul Kharod Cary NC parulkharod@gmail.com


Asian Indians in Nutrition and 


Dietetics 


MIG 


Communications 


Coordinator Aarti Batavia Novi MI aartibatavia@gmail.com


Behavioral Health Nutrition Chair Janice Scott Irving TX janice.scott@tsrh.org


Behavioral Health Nutrition Chair-elect Megan Kniskern Phoenix AZ megan.nutrition@gmail.com


Chinese Americans in Dietetics and 


Nutrition Chair Zhanglin Kong Allston MA zhanglin.kong@gmail.com


Clinical Nutrition Management Chair Barbara Lusk Sacramento CA bllusk@ucdavis.edu


Clinical Nutrition Management Chair-elect Terese Scollard Beaverton OR terese.scollard@providence.org


Diabetes Care and Education Chair Elizabeth Quintana Albuquerque NM liz.quintana.rdcde@gmail.com


Diabetes Care and Education Chair-elect Alyce Thomas Newark NJ thomasa@sjhmc.org


Dietetic Technicians in Practice Chair Christine Gosch Columbia MD cmg1@comcast.net


Dietetic Technicians in Practice Chair Corinne Worland WALNUT CA corinnecmt@gmail.com


Dietetic Technicians in Practice Chair-elect Corinne Worland WALNUT CA corinnecmt@gmail.com


Dietetics in Healthcare 


Communities Chair Mary Rybicki Wakefield MA MRybickiRD@gmail.com


Dietetics in Healthcare 


Communities Chair-elect Cynthia Wolfram Houston TX cwolframrdld@att.net


Dietitians in Business and 


Communications Chair Rebecca Holmes Portland becki.holmes@gmail.com


Dietitians in Business and 


Communications Chair-elect Melissa Nelson Irvine CA missy.nelson914@gmail.com


Dietitians in Integrative and 


Functional Medicine Chair Mary Purdy Seattle WA MaryPurdyRD@gmail.com


Dietitians in Integrative and 


Functional Medicine Chair-elect Danielle Omar Fairfax VA 2eatwell@gmail.com


Dietitians in Nutrition Support Chair Sarah Peterson Chicago IL chair@dnsdpg.org


Dietitians in Nutrition Support Chair-elect Yimin Chen Chicago IL yimin_chen@rush.edu


Fifty Plus in Dietetics and Nutrition


MIG Community 


Leader Joyce Scott-Smith Pittsburgh PA joycescsm@verizon.net
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DPG or MIG Name Position First Name Last Name City State Email


Fifty Plus in Dietetics and Nutrition


MIG 


Communications 


Coord. Sandra Carpenter Mc Kees Rocks PA sandrardcde@aol.com


Filipino Americans in Dietetics and 


Nutrition


MIG Community 


Leader Beatriz Dykes Monroe OH bdykes@cinci.rr.com


Filipino Americans in Dietetics and 


Nutrition


MIG 


Communications 


Coordinator Aimee Estella Chicago IL aimee.estella@gmail.com


Food and Culinary Professionals Chair Kimberly Kirchherr Arlington Hts IL kimberly.kirchherr@gmail.com


Food and Culinary Professionals Chair-elect Garrett Berdan Bend OR garrettberdan@gmail.com


Healthy Aging Chair Claire Schmelzer Lexington KY claire.schmelzer@eku.edu


Healthy Aging Chair-elect Katherine Dodd Medford OR hadpgchairelect@gmail.com


Hunger and Environmental 


Nutrition Chair Amanda Hege Lexington KY amanda.s.hege@gmail.com


Hunger and Environmental 


Nutrition Chair-elect Lisa Dierks Wanamingo MN lisamnrd1@gmail.com


Jewish Member Interest Group


MIG Community 


Leader Jessica Pearl New York NY jessrpearl@gmail.com


Jewish Member Interest Group


Communications 


Coord. Stefanie Weiner Bala Cynwyd PA weiners2@email.chop.edu


Latinos and Hispanics in Dietetics 


and Nutrition Chair Margaret Cook-Newell Winchester KY margaret.cook-newell@wku.edu


Latinos and Hispanics in Dietetics 


and Nutrition Chair-elect Sara Perrone Corpus Christi TX sara.perrone@sodexo.com


Management in Food and Nutrition 


Systems Chair Denisa Cate Bradford TN dcate@hcmc-tn.org


Management in Food and Nutrition 


Systems Chair-elect Shey Schnell Plattsburgh NY sschnell@cvph.org


Medical Nutrition Practice Group Chair Mary Sharrett Columbus OH mary.sharrett@nationwidechildrens.org
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DPG or MIG Name Position First Name Last Name City State Email


Medical Nutrition Practice Group Chair-elect Amy Keller Marysville OH AMY.KELLER@MARYRUTAN.ORG


Muslims in Dietetics and Nutrition Chair Saba Zahid Somers Point NJ szahid@mail.bradley.edu


National Organization of Blacks in 


Dietetics and Nutrition Chair Roniece Weaver Windermere FL roniece@aol.com


National Organization of Blacks in 


Dietetics and Nutrition Chair-elect Rojean Williams Royal Palm Beach FL naejor60@gmail.com


National Organization of Men in 


Nutrition


MIG Community 


Leader Christopher Gunning NEW BRUNSWICKNJ gunning.christopher@gmail.com


National Organization of Men in 


Nutrition


Communications 


Coord. Dylan Bailey Millburn NJ dylanbailey555@gmail.com


Nutrition Education for the Public Chair Pauline Williams Provo UT pauline_williams@byu.edu


Nutrition Education for the Public Chair-elect Elizabeth Verzo Oak Lawn IL e_vzo@hotmail.com


Nutrition Educators of Health 


Professionals Chair Jill Englett Florence AL jgoode@tds.net


Nutrition Educators of Health 


Professionals Chair-elect Cecile Adkins West Chester PA cecile.dietitian@gmail.com


Nutrition Entrepreneurs Chair Rosanne Rust Meadville PA rosanne@rustnutrition.com


Nutrition Entrepreneurs Chair-elect Elana Natker Herndon VA elana@connectwithsage.com


Oncology Nutrition Chair Heather Bell-Temin Yardley PA heather.bell_temin@hotmail.com


Oncology Nutrition Chair-elect Alice Bender Washington DC AliceBenderRD@gmail.com


Pediatric Nutrition Chair Monica Nagle Philadelphia PA nagle@email.chop.edu


Pediatric Nutrition Chair-elect Patricia Becker Glendale OH patriciajbecker@me.com


Public Health/Community Nutrition Chair Janelle Gunn Suwanee GA jcperalez@gmail.com


Public Health/Community Nutrition Chair-elect Jessica Barron Highland Heights OH jessylbarron@gmail.com


Renal Dietitians Chair Anna Rodriguez Sturtevant WI annamarierd@hotmail.com


Renal Dietitians Chair-elect Sara Erickson Charlotte NC SaraEricksonRD@gmail.com


Research Chair Elizabeth Reverri Dublin OH ejreverri@gmail.com


Research Chair-elect Ashley Vargas Rockville MD AshleyVargasRDN@gmail.com


3







DPG or MIG Name Position First Name Last Name City State Email


School Nutrition Services Chair Cyndia Kanarek Culver Smyrna GA fitandhealthy@hotmail.com


School Nutrition Services Chair-elect Jill Williams Springfield IL eagan.jill@gmail.com


Sports, Cardiovascular, and 


Wellness Nutrition Chair Cheryl Toner Herndon VA toner@cdtconsult.com


Sports, Cardiovascular, and 


Wellness Nutrition Chair-elect Lindzi Torres San Antonio TX lindzi23@yahoo.com


Thirty and Under in Nutrition and 


Dietetics


MIG Community 


Leader Kathryn Lawson Arlington VA kathryn.lawson22@gmail.com


Thirty and Under in Nutrition and 


Dietetics


Communications 


Coord. Brittany Chin Greenville SC brittanyjonesRD@gmail.com


Vegetarian Nutrition Chair Carolyn Tampe Denver CO ctampe@gmail.com


Vegetarian Nutrition Chair-elect Anthony Dissen Manahawkin NJ a_dissen@yahoo.com


Weight Management Chair Eileen Ford Philadelphia PA forde@email.chop.edu


Weight Management Chair-elect Connie Diekman St Louis MO connie_diekman@wustl.edu


Women's Health Chair Katie Leahy Gansevoort NY kaunchm1@gmail.com


Women's Health Chair-elect Dawn Ballosingh Omaha NE dballosingh@oneworldomaha.org
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Board of Directors General Remarks 


2017 Food & Nutrition Conference & Expo 


 


 Welcome to Chicago, the Academy’s hometown, on our 100th birthday, our Centennial year! 


 


 Speaking for the Board of Directors, please know how happy we are that you joined us for FNCE. 


 


 Hope you are as excited as I am about the incredible celebration this year! The welcome to Chicago 


began with a display of banners at the airports and throughout the city. Did you know that we have 


attendees from over 80 countries? We are truly reaching and impacting the global nutrition 


community. 


 


 At this year’s FNCE, we have more than 130 cutting-edge nutrition science research and educational 


presentations, lectures, panel discussions and culinary demonstrations. There are sessions on hot 


topics including nutrigenomics, food fraud, medical marijuana, and career global opportunities. 


 


 And, we have so many firsts … we will have … 


o Behind the scenes Green Room footage and photos  


o Facebook Live streaming at the Opening Session, Member Showcase and Closing Session 


that will generate buzz on social media 


o Twitter live footage of attendee interviews waiting for the main sessions to begin  


o An Academy Timeline and interactive display 


o Selfie/photo areas in the Expo and Concourse 


 


 I hope you have a great meeting, filled with professional education, networking, and the camaraderie 


that is such an important part of being an Academy member. 


 


 I hope you will take advantage of all FNCE has to offer in sharpening your skills; learning about 


new research and best practices; reconnecting with colleagues and making new friends.  


 


 We are all working closely together: The Boards of the Academy and the Foundation ... affiliates ... 


DPGs ... MIGs … committees … task forces … individual members … and the Academy’s 


Headquarters Team. 


 


o Affiliates: You know the health needs and the potential of your states and your communities 


better than anyone, and are in the best position to address those needs and help your patients, 


clients and communities achieve their potential. 


 


o DPGs: We depend on you for leadership in the endless – and growing – variety of practice 


areas that our members represent. 


 


o MIGs: We depend on you for the great work you are doing in helping to diversify the 


Academy and the dietetics profession, and also to increase the cultural competence of all 


members and all practitioners. 


 


 


 As the Academy celebrates its Centennial, we will do so under the direction of a new Academy 


Strategic Plan. 


 


 In September, the Board of Directors adopted a new Strategic Plan. The Academy involved 


thousands of external stakeholders and members in the strategic planning process, including students 
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and Millennial members, general membership, Council on Future Practice, HOD, DPGs, MIGs and 


Academy and Foundation Boards. Last fall, we hosted the Nutrition Impact Summit where we 


engaged almost 200 stakeholders. The Summit helped shape a collective vision for our future and 


shaped a set of ideas for collaborative initiatives. 


 Every member will find their practice area reflected in the new Strategic Plan … now and in the 


future. The new Strategic Plan expands and builds upon our core organizational strengths in 


research, professional development, workforce capacity, advocacy and communications – all of 


which translate to opportunities for branding the profession and our organization. 


 


 Throughout the Academy, we are planning and creating growth that will continue to expand our 


profession.  


 


 The plan includes a new Vision for the Academy: “A world where all people thrive through the 


transformative power of food and nutrition.” 


 


 Our plan includes a new Mission for the organization: “Accelerate improvements in global health 


and well-being through food and nutrition.” 


 


 We have adopted five Principles that reflect our core commitments.  


The Academy of Nutrition and Dietetics and our members: 


1. Amplify the contribution of nutrition practitioners and expand workforce capacity and 


capability 


2. Integrate research, professional development and practice to stimulate innovation and 


discovery 


3. Collaborate to solve the greatest food and nutrition challenges now and in the future 


4. Focus on system-wide impact across the food, well-being and health care sectors 


5. Have a global impact in eliminating all forms of malnutrition. 


 


 As an organization and as a profession, we will apply the principles through our strengths to make an 


impact in three focus areas: prevention and well-being, health care and health systems, and food 


safety and nutrition security. 


 


 The new Strategic Plan expands and builds upon our organizational strengths in research, 


professional development, workforce capacity, and advocacy and communications – all of which 


translate to opportunities for branding the profession and our organization.   


 


 Our Strategic Plan is dynamic, future-focused and measureable. As with previous plans, the Board 


will review and modify the plan in the context of the evolving environment.   


 


 Soon we will be introducing our global strategy for standardizing education and elevating practice 


worldwide. We will be establishing international opportunities for our members across the 


continuum from students to professionals in practice. 


 


 With our new Strategic Plan setting the stage, I truly believe that together we can and will change 


the world! 


 


 Thank you again, and have a wonderful FNCE! 
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October 16, 2017 


To the Academy Board of Directors: 


Thank you for your commitment to the Academy of Nutrition and Dietetics as a member of the Board of 
Directors! Again this year, you have been assigned a section of the Expo floor. We ask that you please 
visit each exhibitor, if possible prior to Tuesday, within your assigned section and extend appreciation for 
their participation and support of the Academy. If you have questions, please contact us onsite or direct 
the exhibitor to the Exhibitor Lounge & Sales Office behind booth 2244.   


Attached is a list of exhibitors within your section. Out of the 380+ FNCE® 2017 exhibitors, there are a 
total of 113 new companies exhibiting for the first time at FNCE® 2017 and they are highlighted in 
yellow.  


The Academy gratefully acknowledges the 14 sponsors at FNCE® 2017. 


Academy National Sponsor: National Dairy Council® 


Premier Sponsors: Abbott Nutrition and BENEO Institute 


2017 FNCE® Exhibitor Signature Supporters: American Pistachio Growers, Lentils.org, Premier 
Protein, SPLENDA® Sweeteners, and Sunsweet Growers 


2017 FNCE® Exhibitor Healthy Gut Pavilion Supporter: The a2 Milk Company™ 


2017 FNCE® Exhibitor Wellness & Prevention Pavilion Supporters: Campbell Soup Company and 
Ingredion Incorporated 


2017 FNCE® Supporters: Conagra Brands, DanoneWave and Florida Department of Citrus 


The Expo dates and times are: 
Saturday, October 21 6 p.m. – 7:30 p.m. 
Sunday, October 22 9 a.m. – 3:30 p.m. 
Monday, October 23 9 a.m. – 3:30 p.m. 
Tuesday, October 24 9 a.m. – 1 p.m. 


Thank you for acting as a liaison. We look forward to a great show! 


Sincerely, 
Katie Burke Jennifer Horton 
Katie Burke, CEM Jennifer Horton 
Exhibits Manager Senior Director, Corporate Relations 
kburke@eatright.org jhorton@eatright.org 
773/220-2323  312/925-1160 



mailto:kburke@eatright.org

mailto:jhorton@eatright.org
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Exhibiting As
Booth 


Number
Booth 
Size


Notes


Zevia 1334 100
Nutritionix 1335 100
Today's Dietitian 1336 100
Diversified Foods 1337 100


Pacific Northwest Canned Pear Service 1338 100
Domino Foods, Inc. 1340 100
Fresenius Kabi USA, LLC 1341 100
Collegiate and Professional Sports 
Dietitians Association 1342 100
BiPro USA 1343 100
Eggland's Best, LLC 1434 200
Dietz & Watson 1437 400
Carmi Flavor & Fragrance 1440 100
Taylor & Francis 1441 100
Heartland Food Products Group/ 
Splenda 1442 200 2017 FNCE® Exhibitor Signature Supporter 
Food Fitness First Inc. 1540 100
U.S. Pharmacopeia 1541 200
Benecol Products 1543 100
Premier Protein 1637 400 2017 FNCE® Exhibitor Signature Supporter 
Dinex - Carlisle 1640 200
Emerson Ecologics 1642 200
MonarqRC 1740 100
Fruit Street TeleHealth 1741 100
Nutrislice, Inc. 1742 100 New Company
Myungse CMK Co., Ltd. 1743 100 New Company
PowerBar 1837 200
DFM Dietary Food Management 1840 100
Zero Gravity Skin 1841 100 New Company
TelaDietitian 1842 100 New Company
Healthie Telehealth 1843 100


Ocean Spray Cranberry Bog 1853 2,000  Largest 2017 FNCE® booth


Dianne K. Polly, JD, RDN, LDN, FAND


FNCE 2017 Board of Directors Expo Visits
113 new exhibiting companies
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Exhibiting As
Booth 


Number
Booth 
Size


Notes


PepsiCo, Inc. 1111 1,200
Rose Acre Farms 1116 100 New Company
US Farmers & Ranchers Alliance, 
The 1117 200


Campbell Soup Company 1216 600
2017 FNCE® Exhibitor Wellness & Prevention 
Pavilion Supporter


Abbott Nutrition 1411 400 Premier Sponsor
Beneo 1414 400 Premier Sponsor
National Dairy Council 1417 400 National Sponsor
Muuna 1611 200 New Company
Cooks Kitchen 1614 100
Canola Info/Canola Council of 
Canada 1615 100
American Heart Association 1617 400
United Soybean Board 1711 200
Orgain Inc. 1714 200
Lentils.org & Pulses.org 1811 600 2017 FNCE® Exhibitor Signature Supporter 
US Highbush Blueberry Council 1814 200
Computrition, Inc. 1816 100
Wells Enterprises, Inc. (Blue 
Bunny) 1817 200
Peanut Institute 1914 100
Pure Encapsulations 1915 300
Oregon Raspberry & Blackberry 
Commission 1918 100
Human Touch 2011 400 New Company
Kellogg Company 2014 400
Nature Made Vitamins, Minerals & 
Supplements 2017 400
Subway® 2213 200
Eat Smart 2216 200


Ocean Spray Cranberry Bog 1853 2,000  Largest 2017 FNCE® booth


Donna S. Martin, EdS, RDN, LD, SNS, FAND


FNCE 2017 Board of Directors Expo Visits
113 new exhibiting companies
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Exhibiting As Booth Number Booth Size Notes
Carlson Laboratories, Inc. 1134 100
Yummy Spoonfuls 1135 100 New Company
Nature's Path Foods Inc. 1136 100
San-J International 1141 100
VEGGIE FRIES 1142 100
Zing Bars 1143 100
Udi's & Glutino 1145 200
Bodylogix 1148 200
GoMacro 1151 200


Springfield Creamery/Nancy's Yogurt 1153 100 New Company
Angelic Bakehouse 1155 100 New Company
Frill Inc 1156 100 New Company
Califia Farms 1158 200 New Company
California Cling Peach Board 1234 100
Llorens Pharmaceutical International 
Division 1236 100
Stur Drinks 1237 100
Explore Cuisine 1238 100
NOW Foods 1240 200
Bakery On Main 1242 100
SunButter LLC 1243 100
Banza 1245 100
Integrative and Functional Nutrition 
Academy 1246 100
Functional Medicine Coaching 
Academy 1248 100 New Company
Holista Foods 1249 100 New Company
Jovial Foods 1251 100
Keiser University 1252 100
La Colombe Coffee Roasters 1253 100 New Company
Kinnikinnick Foods Inc. 1255 100
Betsy's Best 1256 100
HC Foods Co. 1258 100 New Company
American Association of Diabetes 
Educators 1632 100


Ocean Spray Cranberry Bog 1853 2,000  Largest 2017 FNCE® booth


Jo Jo Dantone-DeBarbieris, MS, RDN, LDN, CDE, FAND


FNCE 2017 Board of Directors Expo Visits
113 new exhibiting companies
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Exhibiting As Booth Number Booth Size Notes
Siggi's dairy 841 300
Redwood Hill Farm & 
Creamery 845 200
National Honey Board 848 200
Enjoy Life Foods 851 200
Healthy Joy Bakes 853 100 New Company
Biena Snacks 855 100
Simple Mills 856 100 New Company
Nutrition411 858 100


Ocean Spray Cranberry Bog 1853 2,000  Largest 2017 FNCE® booth


Kevin Concannon, MSW


FNCE 2017 Board of Directors Expo Visits
113 new exhibiting companies
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Exhibiting As Booth Number Booth Size Notes
Great Ideas in Nutrition 1937 100
MatrixCare 1938 100 New Company
Dietitian Pros, LLC 1940 100 New Company
The Sarcastic Nutritionist 1941 100 New Company
American River Nutrition, Inc. 1942 100 New Company
Jarrow Formulas, Inc. 1943 100
The Synergy Company 2037 100 New Company
Angie's BOOMCHICKAPOP 2038 100 New Company
Dave's Killer Bread 2040 100 New Company
Cybele's Free-to-Eat 2041 100 New Company
Daily Harvest 2042 100 New Company


American Society for Parenteral 
and Enteral Nutrition (ASPEN) 2043 100
Moog Medical Devices Group 2137 100 New Company
Genetic Direction 2138 100
Alcresta Therapeutics, Inc. 2140 100
Karma Nuts 2141 100 New Company
University of New England 2142 100
California Correctional Health 
Care Services 2143 100 New Company
enterade 2237 200 New Company
Vital Proteins 2240 100 New Company
American Speech-Language-
Hearing Association 2241 100 New Company
Center for Research on 
Ingredient Safety 2242 100 New Company
Miller Pharmacal Group, Inc 2243 100
doTERRA Essential Oils 2244 100


Ocean Spray Cranberry Bog 1853 2,000  Largest 2017 FNCE® booth


Kevin Sauer, PhD, RDN, LD


FNCE 2017 Board of Directors Expo Visits
113 new exhibiting companies
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Exhibiting As
Booth 


Number
Booth 
Size


Notes


SILK 934 100
SmartyPants Vitamins 935 100 New Company
Navitas Naturals 936 100
Peanut Butter & Co. 941 100
Kuli Kuli, Inc. 942 100
Manitoba Harvest Hemp Foods 943 100
Swerve Sweetener 945 100
Grainful 946 100 New Company
RXBAR 948 200
Global Gardens Group 951 200 New Company
Safe Catch 953 100 New Company
Daiya Foods Inc. 955 200
Noroc Naturals 958 100 New Company
Oldways Family of Programs 1034 200
Chosen Foods 1036 100
KIND Healthy Snacks 1038 400
Sweetleaf Stevia Sweetener 1041 100


Phase 2 White Kidney Bean Extract 1042 100
CAJ Food Products, Inc. 1043 100
Vital Choice Wild Seafood 1045 200
Lundberg Family Farms 1048 100
ENLIGHTENED 1049 100
Steaz 1051 100 New Company
Northarvest Bean Growers 1052 100
Misha Dairy 1053 100 New Company
DRINKmaple 1055 100 New Company
United Fresh Produce Association 1056 100 New Company
Yumbutter 1058 100 New Company


Ocean Spray Cranberry Bog 1853 2,000  Largest 2017 FNCE® booth


Linda T. Farr, RDN, LD, FAND


FNCE 2017 Board of Directors Expo Visits
113 new exhibiting companies
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Exhibiting As
Booth 


Number
Booth 
Size Notes


JSC Savushkin product 320 200 New Company
FMC Corporation 322 200 New Company
Nature's One 324 100
Levana Meal Replacement 325 100 New Company
Ocean Spray 327 200
University of Wisconsin-Madison Department 
of Nutritional Sciences 420 100 New Company
North American Meat Institute 421 100 New Company
AbbVie 422 100 New Company
P M Harmony 424 100 New Company
Informed-Choice 425 100
Coram CVS specialty infusion services 426 100 New Company
Food Allergy Research & Education 427 100
Elsevier, Inc. 428 100
National Processed Raspberry Council 520 200
Scarf King 522 100
Merisant - Equal and Whole Earth Sweetener 524 200
Herbalife Nutrition 526 200
Hillestad Pharmaceuticals 528 100
Compass Group 620 400
Nestlé 623 400
Ajinomoto North America 626 600
California Walnut Commission 820 400
Conagra Brands 823 400 2017 Supporter
Brassica Protection Products 826 100
National Institute of Diabetes and Digestive 
and Kidney Diseases (NIDDK) 827 200
Mead Johnson Nutrition 711 300
Kate Farms, Inc. 2031 200


Ocean Spray Cranberry Bog 1853 2,000  Largest 2017 FNCE® booth


Lucille Beseler, MS, RDN, LDN, CDE, FAND


FNCE 2017 Board of Directors Expo Visits
113 new exhibiting companies
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Exhibiting As
Booth 


Number
Booth 
Size


Notes


Dole Packaged Foods, LLC 930 200
Cranberry Marketing Committee 932 100
USA Rice Federation 1030 100
Egg Nutrition Center 1031 200
Tomato Products Wellness Council 1130 100
Vegetarian Resource Group, The 1131 100
Nutrigenomix Inc. 1132 100
California Strawberry Commission 1230 600
Jones & Bartlett Learning 1430 200
ESHA Research, Inc. 1432 100
RC Fine Foods 1530 100
International Tree Nut Council 1531 100
Shasta Beverages, Inc. 1532 100
HPSI 1534 100
North American Olive Oil Association 1535 100
USDA Center for Nutrition Policy & 
Promotion 1630 100
USDA NAL FNIC 1631 100
American Association of Diabetes 
Educators 1632 100
LaCroix Sparkling Water, Inc. 1634 400
Stonyfield Farm, Inc. 1834 400
Connect for Education 2034 100
FDA/Center for Food Safety and 
Applied Nutrition 2134 100
Feel Good Inc. 2135 100 New Company
Simmons College School of Nursing & 
Health Science 2234 100
Tufts University - Friedman School of 
Nutrition Science and Policy 2235 100


Ocean Spray Cranberry Bog 1853 2,000  Largest 2017 FNCE® booth


Manju Karkare, MS, RDN, LDN, FAND


FNCE 2017 Board of Directors Expo Visits
113 new exhibiting companies







10.5.17


Exhibiting As
Booth 


Number
Booth 
Size Notes


Nutrition Care Manual / eNCPT / 
eatrightPREP 330 200


Ingredion Incorporated 332 100
2017 FNCE® Exhibitor Wellness & Prevention 
Pavilion Supporter 


Sun-Maid Growers of California 430 100
Humane Society of the United States 431 100
Quten Research 432 100 New Company
Slimming World 530 100 New Company
Pinnertest 531 200
Seafood Nutrition Partnership 630 100
OmegaQuant Analytics LLC 631 100 New Company
American Diabetes Association 632 100
University of Arizona Nutritional 
Sciences Department 730 100 New Company
Quest Nutrition 731 200 New Company
Incredible Foods, Inc. 735 100 New Company
Amafruits 736 100 New Company
NoGii 737 100
Munk Pack, Inc. 738 100
Kitchfix 739 100


American Institute for Cancer Research 830 100
Celebrate Vitamins 831 100
BioMeasure/Glenview Health Systems 832 100
Med-Diet, Inc. 834 100
Late July Organic Snacks 835 100
Rhythm Superfoods 836 100
Dole Food Company 838 400


Ocean Spray Cranberry Bog 1853 2,000  Largest 2017 FNCE® booth


Marcy Kyle, RDN, LD, CDE, FAND


FNCE 2017 Board of Directors Expo Visits
113 new exhibiting companies
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Exhibiting As
Booth 


Number
Booth 
Size


Notes


Hass Avocado Board 926 100
Hass Avocado Board 927 100
Hass Avocado Board 928 100
Sunsweet Growers, Inc. 1020 400 2017 FNCE® Exhibitor Signature Supporter 
Flatout 1023 400
Hass Avocado Board 1026 600
Sodexo 1220 300
StarKist Co. 1224 100
Functional Formularies 1225 200
American Council on Exercise 1227 100
Dietetics in Health Care 
Communities 1228 100
Cengage Learning 1320 100
Allulite Nutrition, LLC 1321 200 New Company
NASCO 1324 200
Aladdin Temp Rite 1326 200
Cargill 1328 100
Hormel Health Labs 1420 600
ButterBuds 1424 100
National Peanut Board 1425 200
Thick-It/Kent-Precision Foods 
Group, Inc. 1427 200
Gaia Herbs Professional Solutions 1525 200
Livliga 1527 100
Global Health Products 1528 100
Nutritics 1626 100
Real Food Blends 1627 200


Ocean Spray Cranberry Bog 1853 2,000  Largest 2017 FNCE® booth


Margaret Garner, MS, RDN, LD, CIC, FAND


FNCE 2017 Board of Directors Expo Visits
113 new exhibiting companies
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Exhibiting As Booth Number Booth Size Notes
LEVL 1645 100 New Company
Canned Food Alliance 1646 100
Ronzoni® Pasta and Minute® Rice 1647 300
Good Idea™ 1651 100
Mercer Consumer 1652 100
American Beverage Association 1653 100
Coral PVO, LLC 1655 100 New Company
Alvarado St. Bakery 1656 100
Cali'flour Foods, LLC 1658 100 New Company
Super Vitamin D, LLC 1745 100 New Company
eXtension Healthy Food Choices in 
Schools Community of Practice 1746 100 New Company
HealthSnap Solutions LLC 1747 100 New Company
DayTwo 1748 100 New Company
Natural Partners, Inc 1749 100
Healthy Bytes 1751 100
The University of Alabama- Bama By 
Distance 1752 100
HueTrition, LLC 1753 100 New Company
All in Beauty 1755 100 New Company
Thrive Culinary Algae Oil 1756 100 New Company
Eating Recovery Center/Insight 1758 100
InBody 1845 200
Kalix EMR 1847 100
Obalon 1848 100 New Company
EatLove 1849 100 New Company
Edible Education LLC 1851 100


Ocean Spray Cranberry Bog 1853 2,000  Largest 2017 FNCE® booth


Martin M. Yadrick, MBI, MS, RDN, FAND


FNCE 2017 Board of Directors Expo Visits
113 new exhibiting companies
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Exhibiting As Booth Number Booth Size Notes
Crazy Richard's Peanut Butter 
Company 742 100 New Company
BistroMD 743 100
Alaska Seafood 745 100
Wild Blueberry Association 746 200
ZUPA NOMA 748 100 New Company
Froozer 749 100
Living Plate LLC 751 100 New Company
Green Spot Foods LLC 752 100 New Company
Health Warrior 753 100 New Company
Enteral Health and Nutrition LLC 755 100 New Company
Purely Elizabeth 756 100 New Company
Salba Chia 757 100 New Company
P-nuff Crunch 759 100 New Company


Ocean Spray Cranberry Bog 1853 2,000  Largest 2017 FNCE® booth


Mary Beth Whalen


FNCE 2017 Board of Directors Expo Visits
113 new exhibiting companies
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Exhibiting As
Booth 


Number
Booth Size (in 


sq ft) Notes
Leahy IFP 311 100 New Company
Greenman Inc. 312 100
OP2 Labs/Transcend Sciences 313 100
Maryland University of Integrative 
Health 315 100
Dow AgroSciences/Omega-9 Oils 316 200
Nutricia North America 318 100
Mondelez Global LLC 411 400
Lyons Magnus 415 400
Dannon Company: DanoneWave 417 400 2017 FNCE® Supporter
Oxford Biomedical Technologies 611 200
National Pork Board 613 200
Unilever 616 600
BodyStat, presented by VacuMed 714 100
Barilla America, Inc. 811 1,200
Atkins Nutritionals Inc. 815 200
Freedom Foods North America Inc 817 100
High Brew Coffee 818 100 New Company
Barilla America, Inc. 915 100
Cambro Mfg. Co. 916 300
Dr. Schar USA, Inc. 1015 200
Pizzey Ingredients 1017 100 New Company
Goodness knows 1018 100 New Company


Ocean Spray Cranberry Bog 1853 2,000  Largest 2017 FNCE® booth


Mary Russell, MS, RDN, LDN, FAND


113 new exhibiting companies
FNCE 2017 Board of Directors Expo Visits
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Exhibiting As Booth Number Booth Size Notes
Almond Board of California 1620 400
Tate & Lyle 1623 400
Mass Probiotics, Inc. 1726 100
Sunfiber 1727 200
GoodBelly Probiotics by 
NextFoods 1730 100
ADM/Matsutani LLC 1731 100
Integrative Therapeutics 1732 100
Monsanto Company 1820 300
Learning ZoneXpress 1823 100
Dietitians On Demand 1825 100
Nutrition Care Pro 1826 100
Regular Girl 1827 200
seca 1830 100
Fodmap Pty Ltd 1831 100 New Company
Nutrition Dimension 1832 100
Bevolution Group 1920 200
Apple and Eve 1922 100 New Company
Red Gold 1923 100
Greenman Inc. 1925 100


The a2 Milk Company 1926 100
2017 FNCE® Exhibitor Healthy Gut 
Pavilion Supporter 


Cell Science Systems 1927 100


FODY Low FODMAP Food Co. 1928 100
Chios Mastiha Growers 
Association 1930 200 New Company
Trovita Health Science 1932 100


Ocean Spray Cranberry Bog 1853 2,000  Largest 2017 FNCE® booth


Michele Delille Lites, RDN, CSO, FAND


FNCE 2017 Board of Directors Expo Visits
113 new exhibiting companies







10.5.17


Exhibiting As Booth Number Booth Size Notes
Simply Thick 2020 200
Florida Department of Citrus 2022 100 2017 FNCE® Supporter
OPTAVIA™ 2025 100
American Specialty Health 2026 100
Rachel Pauls Food 2027 100 New Company
Monash University Low 
FODMAP Diet 2028 100
FlapJacked Protein Packed 
Products 2030 100 New Company
Kate Farms, Inc. 2031 200
The Sugar Association 2120 200
Tanita Corporation 2122 100
Savory Creations 
International 2123 100
Aureus Medical Group 2125 100
Blendtec 2126 100
Vital Nutrients 2127 100 New Company
Farmhouse Culture 2128 100
Konsyl Pharmaceuticals, Inc. 2130 200
Enovative Technologies 2132 100
LILLY USA, LLC 2218 100
Church & Dwight Co., Inc. 2221 200 New Company
LifeWay Foods Inc. 2225 100
North American Society for 
the Study of Celiac Disease 2226 100 New Company
California Prune Board 2227 100 New Company
Glutenostics 2228 100 New Company
Essential Formulas 
Incorporated 2230 100
i-Health 2232 100 New Company


Ocean Spray Cranberry Bog 1853 2,000  Largest 2017 FNCE® booth


Milton Stokes, PhD, MPH, RD, FAND


FNCE 2017 Board of Directors Expo Visits
113 new exhibiting companies







10.5.17


Exhibiting As Booth Number Booth Size Notes
Ocean Spray Cranberry Bog 1853 2,000
Vita-Mix Corporation 1945 100
GMO Answers 1946 100
USDA, Food & Nutrition Service, 
Team Nutrition 1947 100
Healthcare Services Group, Inc. 1948 100
Feel Good Inc. 1951 100 New Company
Cinsulin 2045 100 New Company
Healthpod 2046 100 New Company
Blendfresh, LLC 2048 100 New Company
KYOUI 2049 100 New Company
Great Lakes Gelatin 2051 200 New Company


Ocean Spray Cranberry Bog 1853 2,000  Largest 2017 FNCE® booth


Patricia M. Babjak


FNCE 2017 Board of Directors Expo Visits
113 new exhibiting companies
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Exhibiting As Booth Number Booth Size Notes
Delegate Healthcare & DM&A 2145 100 New Company
University of North Florida 2146 100
Produce for Better Health 
Foundation 2147 100
Benedictine University, Nutrition 
Department 2148 100
Illinois Academy of Nutrition and 
Dietetics 2248 100 New Company
Dominican University 2249 100 New Company


Ocean Spray Cranberry Bog 1853 2,000  Largest 2017 FNCE® booth


Susan Brantley, MS, RDN, LDN, CNSD


FNCE 2017 Board of Directors Expo Visits
113 new exhibiting companies







10.5.17


Exhibiting As Booth Number Booth Size Notes
Structure House 1345 100 New Company
NutriBullet 1346 200
Nordic Naturals 1348 100
USA Pears 1349 100
Dupont Pioneer 1351 100
National Certification Board 
For Diabetes Educators 1352 100
L-Nutra 1353 100 New Company
Kodiak Cakes 1355 100 New Company
That's It. Nutrition 1356 100 New Company
Riverside Natural Foods LTD 1359 100 New Company
United Sorghum Checkoff 
Program 1445 400
fairlife 1448 400
Mediterra Inc 1451 100
School Nutrition Association 1452 100


Seattle Sutton's Healthy Eating 1453 100 New Company
Pacific Foods of Oregon 1455 100 New Company
Amazing Fruit Products-US 1456 100 New Company
Slimfast 1458 200


American Technical Publishers 1551 100


American Pistachio Growers 1552 200
2017 FNCE® Exhibitor Signature 
Supporter 


Truvia(R) sweetener 1555 100
Royal Lee Organics 1556 100 New Company
Healthy Natural Solutions 1558 100 New Company


Ocean Spray Cranberry Bog 1853 2,000  Largest 2017 FNCE® booth


Tamara Randall, MS, RDN, LD, CDE, FAND


FNCE 2017 Board of Directors Expo Visits
113 new exhibiting companies







2017 FNCE®


Exhibitor Supporters


ENTRANCE


Expo Hall Hours
Saturday, 6 p.m. - 7:30 p.m.
Sunday, 9 a.m. - 3:30 p.m.
Monday, 9 a.m. - 3:30 p.m.
Tuesday, 9 a.m. - 1 p.m.


Sunday, October 22


9 a.m. – 2 p.m.


11:30 a.m. – 12:15 p.m.


11:45 a.m. – 12:05 p.m.


1 p.m. – 1:20 p.m.


1:30 p.m. – 2 p.m.


2:15 p.m. – 2:45 p.m.


Poster Sessions
Professional Skills; Nutrition Assessment 
& Diagnosis; Medical Nutrition Therapy


Expo Hall Learning Center Presentation
Small but Mighty: Human and 
Environmental Health Benefits of Lentils


Culinary Studio Demonstration
Voilà! French-inspired, Gourmet Recipes 
from First Course through Dessert without 
All the Added Sugar


Yoga Fitness Break – Expo Stage


Yoga Fitness Break – Expo Stage


Expo Hall Learning Center Briefing
Complementary Feeding Matters: Optimal 
Nutrition from 6 to 24 months 


Expo Hall Learning Center Briefing
Digesting Dairy—Lactose & Protein 
Digestion in Dairy Avoiders


9 a.m. – 2 p.m.


9:30 a.m. - 9:50 a.m.


10:15 a.m. – 10:45 a.m.


11 a.m. – 11:30 a.m.


11:45 a.m. – 12:30 p.m.


12:30 p.m. – 12:50 p.m.


12:45 p.m. – 1:30 p.m.


1 p.m. – 1:45 p.m.


2 p.m. – 2:20 p.m.


2 p.m. – 2:30 p.m.


Poster Sessions
Science of Food and Nutrition; Education, 
Training and Counseling; Business and 
Management; Food Service Systems and 
Culinary Arts; Research and Grants; 
Innovations in Nutrition and Dietetics 
Practice or Education Abstracts


Yoga Fitness Break – Expo Stage


Expo Hall Learning Center Briefing
Nutrition’s Influence on Industry: How 
Nutrition Professionals Impact the Food Supply 


Expo Hall Learning Center Briefing
High–Amylose Maize Resistant Starch in 
Foods Helps Improve Glycemic Management


Expo Hall Learning Center Presentation
The Almighty Prune: Strengthening Bones 
and Improving Eating Habits 


Yoga Fitness Break – Expo Stage


Expo Hall Learning Center Presentation
Staying on Trend: The Powerful Flavonoid 
Consumers Need 


Culinary Studio Demonstration
Capturing the Bold Authentic Flavors of 
Gourmet Mexican Food


Yoga Fitness Break – Expo Stage


Expo Hall Learning Center Briefing
Provision of Ready-to-Drink Protein Post 
Bariatric Surgery: Compliance and Efficacy 


Monday, October 23


9 a.m. – 1 p.m. Poster Sessions
Wellness and Public Health


Tuesday, October 24


Earn CPE when you visit the Expo Hall 
One CPEU is equivalent to one contact hour. A 
maximum of 15 CPEUs for Registered Dietitian 
Nutritionists and 10 CPEUs for Dietetic Technicians, 
Registered are allowed during each five-year 
recertification cycle.


STAY...JUST A LITTLE BIT LONGER...
Yes, stay until the end of Closing Session. Why? 


Because you have the opportunity to attend the 2018 FNCE® in 
Washington, DC on us!  All you have to do is get your badge 
scanned as you ENTER the Closing Session.


If selected randomly from those at Closing Session, TWO lucky 
attendees will receive a full-week registration to the 2018 
FNCE®!  You will also have the opportunity to be selected to 
receive the GRAND PRIZE of a full-week registration, airfare, 
and housing at the Headquarters Hotel!


The drawing will take place at the end of Closing Session and 
YOU MUST BE PRESENT TO WIN!


DONATE TODAY TO THE SECOND 
CENTURY CAMPAIGN!
Stop by the Foundation booth in the Academy Avenue, Central 
Concourse on Level 3 of the Convention Center, where a $20 
donation gets you a Second Century tote bag, or fill out a pledge 
card and become a member of the Second Century Giving 
Society.  Your gift will support a bold new future where dietitians 
lead the charge in improving nutritional health worldwide.


Pavilions


Culinary Studio


Exhibitor
Lounge &


Sales Office


Attendee
Networking


Lounge


Expo
Stage


Expo
Hall


Learning
Center


Poster
Sessions


Wheeled Carts, Strollers and Bags
NO wheeled carts, strollers or bags will be allowed on the Expo floor during the Expo hours. Luggage carts, rolling computer cases and all other wheeled 
carriers must be checked at Coat/Baggage Check located at the McCormick Place West-Shuttle Transportation Center on Level 1.







Expo Hall Learning Center 
Sunday, October 22 
11:30 a.m. – 12:15 p.m. (Presentation) 


Small but Mighty: Human and Environmental Health Benefits of Lentils 


This presentation will discuss how the nutritional attributes of lentils fit within the context of 
current dietary guidelines and trends like plant-based, low-carbohydrate and paleo diets. A 
summary of the emerging research will be provided including the effect of lentils on exercise 
performance as well as the associations between habitual lentil consumption and chronic disease 
risk. Lastly, the contribution of lentil production and consumption to environmental 
sustainability will be discussed. 


Presented by FNCE® Exhibitor Signature Supporter: Lentils.org 


1:30 – 2 p.m. (Briefing) 


Complementary Feeding Matters: Optimal Nutrition from 6 to 24 Months 


Complementary foods matter. Solid foods are introduced during a time when the infant is 
growing at a high rate in both length and weight, as their brain is expanding rapidly, and as their 
organs are still developing after birth. Goals for complementary feeding include not only energy 
and nutrients, but also encouraging food acceptance, establishing responsive parenting, and 
building a first dietary pattern. New insights of the role of nutrients in infant cognitive 
development, as well as data on what foods infants and toddlers age 6 to 24 months are actually 
consuming will be shared. 


Presented by DanoneWave 


2:15 – 2:45 p.m. (Briefing) 


Digesting Dairy—Lactose & Protein Digestion in Dairy Avoiders 


25% of Americans complain of gastrointestinal discomfort after drinking milk, however only 
about 5% are clinically confirmed with lactose intolerance. In this briefing, hear from the lead 
researcher from a pilot trial in New Zealand designed to investigate whether it is the proteins in 
milk that cause dairy intolerance and if milk with different proteins cause fewer digestive 
problems. Unlike any other study of milk intolerance, subjects in The a2 Milk for Gut Comfort 
Study (aMiGo) consumed conventional milk, lactose-free milk and A1 protein-free milk and 
their tolerance was evaluated by breath, blood and urinary measures and MRIs. 


Presented by FNCE® Exhibitor Healthy Gut Pavilion Supporter: The a2 Milk Company™ 







Monday, October 23 
10:15 – 10:45 a.m (Briefing) 


Nutrition’s Influence on Industry: How Nutrition Professionals Impact the Food Supply 


Your patients, friends and family look to you to provide accurate, reliable, and actionable 
nutrition advice. But your recommendations, conversations, and opinions also influence the food 
environment and the food industry. Join us to learn why your voice matters, examples of how 
food and nutrition professionals impact the food supply, and how you can continue to influence 
our food environment. 


Presented by FNCE® Exhibitor Wellness & Prevention Pavilion Supporter: Campbell Soup 
Company 


11 – 11:30 a.m (Briefing) 


High – Amylose Maize Resistant Starch in Foods Helps Improve Glycemic Management 


This briefing will explore the clinical science support and the positive health implications of 
including Hi-Maize Resistant Starch in the meal plan of adults at risk of developing Type 2 
Diabetes. The audience will gain knowledge about the food groups Hi-Maize can be found in as 
well as the four FDA approved health claim statements that identify those food products. The 
participants will gain additional information to incorporate into their nutrition therapy and 
diabetes self-management education tool kits and materials. 


Presented by FNCE® Exhibitor Wellness & Prevention Pavilion Supporter: Ingredion 
Incorporated 


11:45 a.m. – 12:30 p.m. (Presentation) 


The Almighty Prune: Strengthening Bones and Improving Eating Habits 


One in three women and one in five men over the age of 50 will break a bone due to 
osteoporosis. A leading bone health researcher will discuss the prevalence of bone health and the 
importance of prevention from an early age. She will review the latest research exploring the link 
between prunes and bone health, and will also discuss new research underway to examine the 
potential bone health benefits of prunes in men. You’ll also learn key counseling tips that have 
proven instrumental in helping a fellow RDN accomplish great success as a nutrition 
entrepreneur, including staring on a dieting reality TV show, and helping a professional baseball 
team to makeover their diets during a championship year. 


Presented by FNCE® Exhibitor Signature Supporter: Sunsweet Growers 







12:45 – 1:30 p.m. (Presentation) 


Staying on Trend: The Powerful Flavonoid Consumers Need 


Today’s consumer receives many nutrition messages every day ranging from Facebook posts to 
healthy lifestyle television shows. Bottom line, the search for “new” in health and wellness is 
constant. There is a body of research unfolding in the area of flavonoids/bioactives that will be of 
interest to wellness seeking consumers – like Millennial Moms who actively champion their 
family’s health– particularly when it comes to the flavonoid hesperidin. Found in oranges and 
100% orange juice, hesperidin contributes mightily to the overall benefits of this nutrient-dense 
beverage, including positive effects on cholesterol, blood pressure and blood vessel function, as 
well as some inflammatory and oxidative stress markers. This presentation will arm nutrition 
professionals with the science on this lesser known flavonoid and the benefits to consumers. 


Presented by the Florida Department of Citrus 


2 – 2:30 p.m. (Briefing) 


Provision of Ready-To-Drink Protein Post Bariatric Surgery: Compliance and Efficacy 


Adequate protein intake has been identified as a critical strategy for improving outcomes in 
bariatric surgery patients. Many patients are well below the recommended protein intake because 
they struggle to tolerate solid, protein-rich foods following bariatric surgery. Liquid protein 
supplements have been recommended as a method of facilitating sufficient intake. Despite 
recommendations for consuming protein shakes post-surgery, adherence and tolerability to this 
recommendation has yet to be evaluated. Insight into effects on satiety, mood, quality of life and 
functionality, as well as metabolic rate and body composition changes will also be addressed. 


Presented by FNCE® Exhibitor Signature Supporter: Premier Protein 


Expo Hall Learning Center







Culinary Studio
Sunday, October 22
11:30 a.m. – 12:15 p.m. (Demonstration)


Voilà! French-inspired, Gourmet Recipes from First Course through 
Dessert without all the Added Sugar


A renowned Chicago chef and a registered dietitian nutritionist from California,
join forces to provide the inspiration and technique to create your own
gastronomic adventure in healthy eating for your patients, family and friends.
Come see this chef demonstrate how to make a three course, French-inspired,
calorie-controlled meal that replaces sugar with SPLENDA® Naturals Stevia
Sweeteners. With these recipe ideas and innovative cooking techniques, you can
help your patients meet their health and wellness goals in delicious style.


Presented by FNCE® Exhibitor Signature Supporter: SPLENDA® Sweeteners


Monday, October 23
1 – 1:45 p.m. (Demonstration)


Capturing the Bold Authentic Flavors of Gourmet Mexican Food


This culinary demo will teach you the basics of bringing gourmet Mexican food
experiences to life. You’ll walk away with tips and tricks for balancing the 
complex, authentic regional flavors of Mexico and an understanding of the
increasing influence these flavors have in the product development process of
frozen meals.


Presented by: Conagra Brands







Academy Sponsors at FNCE® 2017 (14) 


Academy National Sponsor 


National Dairy Council® #1417 


Premier Sponsors 


Abbott Nutrition #1411 
BENEO Institute #1414 


2017 FNCE® Exhibitor Signature Supporters 


American Pistachio Growers #1552 
Heartland/SPLENDA® Sweeteners #1442 


Lentils.org #1811 
Premier Protein #1637 


Sunsweet Growers #1020 


2017 FNCE® Exhibitor Healthy Gut Pavilion Supporter 


The a2 Milk Company™ #1926 


2017 FNCE® Exhibitor Wellness & Prevention Pavilion Supporters 


Campbell Soup Company #1216 
Ingredion Incorporated #332 


2017 FNCE® Supporters 


Conagra Brands #823 
DanoneWave #417 


Florida Department of Citrus #2022 
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Feature your products and services in one of our specialty pavilions.


NATURAL & 
ORGANIC
Be a part of the most 
popular pavilion at the 
2017 Food & Nutrition 
Conference & Expo™ – 
the Natural & Organic 


pavilion. Highlight  your products along with 
other specialty and natural grocery produce, 
dry snacks, beverages, and leading organic 
producers and manufacturers.


TECHNOLOGY FOR 
PRACTICE
Healthcare is 
becoming virtual and 
dietetics is part of 
this transformation. 
FNCE® attendees are 


looking for high tech resources they can use with 
clients and patients. This pavilion is ideal for 
integrative approaches to nutrition technology 
and for companies who sell EMR/ EHR solutions, 
informatics, telehealth solutions, mobile apps, 
social media and software/hardware tools needed 
for effective practice.


HEALTHY GUT
Probiotics, prebiotics, 
functional beverages 
and nutritional 
supplements are 
becoming more 
popular each year due 


to increased focus on gut health. Companies 
providing solutions in decreasing inflammation 
and improving overall gut health are ideal 
exhibitors for this pavilion.


WELLNESS & 
PREVENTION
FNCE® attendees 
consult clients on how to 
stay healthy and active.  
They are constantly on 
the search for advances 


and trends in exercise, sports nutrition, health 
coaching and genetic factors essential for health 
promotion and disease prevention.


EXPO PAVILIONS





		1 2017 BOD Intro Letter

		October 12, 2017



		2 2017 FNCE Board Expo  Floorplan

		3 2017 Board Expo floor breakdown alpha by first name

		Dianne K. Polly

		Donna S. Martin

		Jo Jo Dantone-DeBarbieris

		Kevin Concannon

		Kevin Sauer

		Linda T. Farr

		Lucille Beseler

		Manju Karkare

		Marcy Kyle

		Margaret Garner

		Martin M. Yadrick

		Mary Beth Whalen

		Mary Russell

		Michele Delille Lites

		Milton Stokes 

		Patricia M Babjak

		Susan Brantley

		Tamara Randall



		4 2017 FNCE Expo Hall Event Schedule

		5 FNCE 2017 Expo Hall Learning Center Schedule

		Expo Hall Learning Center

		Sunday, October 22

		11:30 a.m. – 12:15 p.m. (Presentation)

		1:30 – 2 p.m. (Briefing)

		2:15 – 2:45 p.m. (Briefing)



		Monday, October 23

		10:15 – 10:45 a.m (Briefing)

		11 – 11:30 a.m (Briefing)

		11:45 a.m. – 12:30 p.m. (Presentation)

		12:45 – 1:30 p.m. (Presentation)

		2 – 2:30 p.m. (Briefing)







		6 2017 FNCE Culinary Studio Schedule

		7 Academy Sponsors at FNCE 2017

		8 2017 Expo Pavilions
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Fall 2017 House of Delegates Meeting Agenda  


October 20 and 21, 2017 


Hyatt Regency Chicago Hotel, Chicago IL 


  


 


DATE/TIME SESSION PRESENTER EXPECTED OUTCOME ROOM 


Thursday, October 19  Pre-Meeting Activities- Hyatt Regency Chicago      


8:00 AM – 2:00 PM House Leadership Team Meeting Dianne Polly  Randolph 1A 


3:00 PM – 4:30 PM Orientation to a HOD Meeting: 
Insider’s Guide to a HOD Meeting 


Linda Farr 
Tammy Randall 


 


New and continuing delegates and interested members 
will understand: 
1. at least two strategies for getting the most out of the 


HOD Meeting experience 
2. the various roles of meeting participants 
3. the logistics of a HOD Meeting 
4. the function of “representative of” 
5. how to effectively participate in the KBSG process   


Michigan 3 


3:30 PM – 4:30 PM HOD Meeting Table Facilitator Training Susan Brantley 
Marcy Kyle 
Milton Stokes 


New and continuing HOD Table Facilitators will acquire 
information and enhance their skills to facilitate table 
dialogue sessions and will be briefed on the key issues 
related to the dialogue session topics 


Michigan 2 


3:30 PM – 6:30 PM HOD Meeting Registration 
 


 Meeting attendees can pick up HOD Meeting On-Arrival 
Packet and name badge 


Plaza Foyer 


5:00 PM- 5:45 PM  Mentor/ Mentee Gathering Nina Roofe 
Amanda Gallaher 
HLT Members 
 


Mentors and Mentees meet and gather prior to 
attending the HOUSEWarming Party. New delegates will 
be welcomed to the House 


Michigan 1 


5:45 PM – 6:45 PM HOUSEWarming Party  
 
Light appetizers will be served + 1 drink 
ticket per person (soda or alcohol) 


Dianne Polly HOD, BOD, and the Nominating Committee members are 
invited to network and discuss leadership opportunities  


Plaza Ballroom 







Fall 2017 House of Delegates Meeting Agenda (continued) 


 Times for the dialogue session are tentative.  If a dialogue session needs more or less time, the meeting agenda will be modified to accommodate the needs of the House. 
Vision: A world where all people thrive through the transformative power of food and nutrition 
Mission: Accelerate improvements in global health and well-being through food and nutrition 


 


DATE/TIME SESSION PRESENTER EXPECTED OUTCOME ROOM 


Friday, October 20  Hyatt Regency Chicago  


7:30 AM – 8:30 AM  President’s Breakfast 
 
Foundation Chair Presentation  


Donna Martin 
 
Marty Yadrick 
 
 


HOD Meeting participants are invited to enjoy breakfast 
from 7:30-8:30 AM.  Academy President, Donna Martin, 
will speak at 8:05 AM- 8:20 AM.  Foundation Chair, Marty 
Yadrick, will speak from 8:20 AM- 8:30 AM 
 
Attendees will gain an understanding of the activities of 
the Academy and the Academy Foundation 


Grand Ballroom CD  


8:40 AM – 9:05 AM Icebreaker Table Facilitators Attendees will introduce themselves and get to know each 
other better 


Grand Ballroom AB 


9:05 AM - 9:20 AM Call to Order/Overview of Meeting  Dianne Polly 
 


Attendees will be reminded of the Academy Conflict of 
Interest Policy and process for conducting business for the 
meeting.  Attendees will receive an overview of the 
meeting 


Grand Ballroom AB 


9:20 AM – 12:05 PM HOD Dialogue Session:  
Championing Nutrition and Dietetics 
Practitioners in Roles of Leadership in 
Public Health 
 
HOD Peer Networking Session Time: 
10:10 AM-10:25 AM 


Linda Farr 
Marcy Kyle 
Tammy Randall 
 
 
 
 
 
 
 
 
 
 
 
 
Beth Jimenez 


Meeting participants will be able to: 
1. Understand the relevance of public health 


leadership roles to the profession.  
2. Recognize themes or significant trends among 


leaders that facilitated their rise to public health 
leadership. 


3. Stimulate discussions on what systems, 
structures, and collaborations must be in place 
to help nutrition and dietetics practitioners 
pursue this high level of leadership. 


4. Identify key action steps nutrition and dietetics 
practitioners can take to: 
a. prepare for and pursue public health 


leadership positions   


b. advocate for current and future 
opportunities.  


Grand Ballroom AB 


12:05 PM – 12:15 PM Nominating Committee Marisa Moore Attendees will be updated regarding the process for 
submitting member names for the national ballot and be 
encouraged to talk with the Nominating Committee 
members at lunch. 


Grand Ballroom AB 







Fall 2017 House of Delegates Meeting Agenda (continued) 


 Times for the dialogue session are tentative.  If a dialogue session needs more or less time, the meeting agenda will be modified to accommodate the needs of the House. 
Vision: A world where all people thrive through the transformative power of food and nutrition 
Mission: Accelerate improvements in global health and well-being through food and nutrition 


DATE/TIME SESSION PRESENTER EXPECTED OUTCOME ROOM 


12:15 PM – 1:20 PM Lunch    Grand Ballroom CD 
North 


1:30 PM – 1:40 PM Treasurer Report Jo Jo Dantone-
DeBarbieris 


Academy Treasurer Jo Jo Dantone DeBarbieris, will speak 
from 1:30 PM – 1:40 PM. 
 
Attendees will gain an understanding regarding the 
current status of the Academy’s finances. 


Grand Ballroom AB 


1:40 PM – 4:55 PM HOD Session: Championing Nutrition 
and Dietetics Practitioners in Roles of 
Leadership in Public Health 
 
 
HOD Peer Networking Session Time: 
3:30 PM -3:45 PM 
 


Linda Farr 
Marcy Kyle 
Tammy Randall 
 


Continuation from the morning session Grand Ballroom AB 


4:55 PM – 5:00 PM Reminders 
 


Dianne Polly  Reminders will be given and the meeting will be recessed 
 


Grand Ballroom AB 


5:00 PM Recess HOD Meeting Dianne Polly  Grand Ballroom AB 







Fall 2017 House of Delegates Meeting Agenda (continued) 


 Times for the dialogue session are tentative.  If a dialogue session needs more or less time, the meeting agenda will be modified to accommodate the needs of the House. 
Vision: A world where all people thrive through the transformative power of food and nutrition 
Mission: Accelerate improvements in global health and well-being through food and nutrition 


DATE/TIME SESSION PRESENTER EXPECTED OUTCOME ROOM 


Saturday, October 21 


7:15 AM – 8:00 AM Breakfast    Grand Ballroom CD 
North 


8:10 AM- 8:15 AM Re-convene the Meeting Dianne Polly  Grand Ballroom AB 


8:15 AM- 8:45 AM ANDPAC and Public Policy Update Susan Scott 
Lorri Holzberg 
Jeanne Blankenship 
 


ANDPAC Chair, Susan Scott, will speak from 8:15 AM - 
8:25 AM, and LPPC Chair Lorri Holzberg and Jeanne 
Blankenship will speak from 8:25 AM - 8:45 AM 
 
 
Attendees will gain an understanding of the activities of 
the Academy of Nutrition and Dietetics Political Action 
Committee (ANDPAC), the Legislative and Public Policy 
Committee, and current public policy initiatives   


Grand Ballroom AB 


8:45 AM – 11:20 AM HOD Dialogue Session: Draft Code of 
Ethics--Communication and Education 
Strategies  
 
 
HOD Peer Networking Session Time: 
9:50 AM – 10:00 AM 
 


Susan Brantley 
Dianne Polly 
Milton Stokes 
 
 
 
 
Lisa Dierks 


Meeting participants will be able to: 
1. Identify effective communication and education 


strategies for the final revised and approved 
Code of Ethics. 


2. Assist in identifying case examples/scenarios 
related to the proposed principles in the Code of 
Ethics. 


Grand Ballroom AB 


11:20 AM– 11:30 AM Deliberation on Motions and Voting 
Electronically 


Dianne Polly Delegates will receive an overview of the steps for 
conducting deliberations and voting on the dialogue 
issues following the Fall HOD Meeting and will become 
familiar with the HOD rules for conducting electronic 
business 
 


Grand Ballroom AB 


11:30 AM HOD Meeting Adjournment Dianne Polly Meeting adjourned 
 


Grand Ballroom AB 


11:35 AM- 12:00 PM HOD Table Facilitator Debriefing Dianne Polly Table Facilitators will debrief about the HOD meeting 
 


Grand Ballroom AB 


     
     







Fall 2017 House of Delegates Meeting Agenda (continued) 


 Times for the dialogue session are tentative.  If a dialogue session needs more or less time, the meeting agenda will be modified to accommodate the needs of the House. 
Vision: A world where all people thrive through the transformative power of food and nutrition 
Mission: Accelerate improvements in global health and well-being through food and nutrition 


DATE/TIME SESSION PRESENTER EXPECTED OUTCOME ROOM 


Sunday, October 22 Hyatt Regency McCormick (HRM) 


9:00 AM – 11:00 AM House Leadership Team Meeting Dianne Polly  Lincoln Park 


 
 


 


 


Spring 2018 HOD Virtual Meeting 


Dates:  Saturday and Sunday, April 21-22 


Times: TBD 
Further details will be posted to http://www.eatrightpro.org/resources/leadership/house-of-delegates/about-hod-meetings  



http://www.eatrightpro.org/resources/leadership/house-of-delegates/about-hod-meetings



Fall Agenda Final.pdf




 


 


February 2017 


 


Tips for BOD Member Participation at HOD Meetings 
  


BOD members attending HOD meetings, either in person or virtually, can provide valuable benefits to 


discussions, but may also unnecessarily influence delegate conversations based on your elevated position. 


Your role as a BOD member is different from being an individual Academy member, a delegate-who brings 


thoughts forward as a “representative of” a specific constituency - or an invited content expert-who provides 


detailed expertise on the topic at hand. 


The purpose of this tip sheet is to help BOD members understand their role and opportunities to connect with 


the HOD members, as BOD members. 


HOD Process Background 
The House of Delegates Leadership Team (HLT) develops detailed Mega Issue design plans in order to achieve 


desired outcomes within the allotted time period during the HOD meeting. Qualified HOD Table Facilitators are 


selected and trained by the HLT and HOD staff to: 


 Provide direction to participants at discussion tables. 


 Lead table discussions based on the facilitation design plan. 


 Enhance their facilitation skills to encourage all voices to be equally heard, to report out discussion 
highlights, and to help each table come to a sense of consensus. 


 
Delegates act as a “representative of” their constituents and, as such, base table discussions and votes on what 


is best for members, not based on personal opinion. They are at these meetings to better understand our 


members’ concerns and perspectives and provide direction for the HOD to address professional issues facing 


the membership.  


Tips for BOD Members 
 Engage with delegates as a source of information about Academy and BOD business, not as an 


individual voice or opinion about a Mega Issue. 


 Use the time with delegates to understand members’ concerns. 


 Be aware of potential leaders who could be future elected Academy leaders and offer guidance or 
mentoring for future leaders. 


 Demonstrate the BOD’s commitment to transparency and where to access the www.eatrightPRO.org 
transparency page.  


 Act as a source of information to help delegates and members understand the work already being 
done by the BOD and the unified decisions made by the BOD.  


 Act as a resource to help delegates and members become aware of Academy initiatives and resources. 


 Be aware of the high respect delegates and members have for BOD members, and how your individual 
opinions or comments have the potential to help, hinder or inadvertently influence a designed 
discussion that is based on previously gathered member input.  


 Be a good listener and allow delegates to generate ideas that take us further along the desired path.  
 





Tips for BOD Participation at HOD Meetings 2-21-17.pdf




McCormick Place West  
Skyline Ballroom W375 BCDE  
VIP Entrance for Board of Directors 


 





VIP Entrance Map.pdf



exhibit floor, such as Ocean Spray Cranberry Juice and its bog!

 

 

We are pleased that you’ll be attending the HOD meeting on Friday, October 20 and Saturday,

October 21. A copy of the agenda is attached and meeting materials can be accessed on the HOD

webpage at www.eatrightpro.org/resources/leadership/house-of-delegates/about-hod-meetings

>Fall 2017 Meeting Materials. Be sure to check the seating charts for your table assignments for

Friday and Saturday.  Attached is the BOD tip sheet to help you understand your role in the HOD

meeting.

 

 

You are asked to attend the ANDPAC Signature Luncheon on Saturday, October 21 from 11:30

am – 1:00 pm at McCormick Place West in room W194AB. To purchase tickets for this fundraising

event, contact PIA staff partner Christine Rhone at crhone@eatright.org as soon as possible. 

 

The Board has reserved VIP seating in the front rows of the meeting rooms for Opening Session,

Member Showcase and Closing Session. For early access please promptly come to the VIP

entrance of the Skyline Ballroom W375E in McCormick Place West (see map attached) at the

times designated below. The best way to get to that location and avoid congestion is by taking the

escalator from Room W177 to the VIP entrance. An Academy staff partner wearing a red FNCE

vest will meet you there to be escorted to your seats.  

·        Opening Session: 3:25 pm to 3:35 pm

 

·        Member Showcase: 9:35 am – 9:45 am

 

·        Closing Session: 1:20 pm – 1:30 pm 

 

A paper copy of the final Board FNCE schedule, your exhibitor assignments and the HOD meeting

agenda will be included in your on arrival packet which will be hand delivered at the

HOUSEwarming Party on Thursday, October 19, from 5:45 pm – 6:45 pm at the Hyatt Regency

Chicago Hotel, Plaza Ballroom. If you do not plan to attend the party, your packet will be delivered

to your hotel room that evening. Also included in your packet will be your FNCE badge, ribbon(s),

Quick Reference Guide, Day-at-a-Glance Program Grid and a paper copy of your FNCE 2017

Leader Remarks and Talking Points. A paper copy of the script will also be included with

instructions for those Board members (Lucille, Jo Jo, Linda, Manju, Marcy, Michele, Dianne,

Marty) introducing Medallion recipients during the Honors Breakfast on Sunday, October 22. 

 

As Board members staying at the Hyatt Regency Chicago, you have access to the Regency Club

(concierge). Please take advantage of the club’s amenities such as breakfast, beverages and

snacks. As a reminder, a Board Get-together is scheduled for Friday, October 20, from 7:30 pm –

9:30 pm in Donna’s Monarch Suite on the 34th floor. Please let me know if you are planning on

bringing a family member.
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If you have any questions, please contact me. 

 

Best regards,

 

Pat

 

Patricia M. Babjak

 

Chief Executive Officer 

 Academy of Nutrition and Dietetics 

 120 S. Riverside Plaza, Suite 2190 

 Chicago, Illinois 60606-6995 

 Phone: 312/899-4856 

 Email: pbabjak@eatright.org  

www.eatright.org | www.eatrightPRO.org | www.eatrightSTORE.org
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73. AGENDA: Committee for Lifelong Learning FNCE Breakfast Meeting

From: Lori Granich <LGranich@eatright.org>

To: Roberta Anding <RobertaAnding@gmail.com>, Cynthia Thomson

<cthomson@email.arizona.edu>, Hope Barkoukis

(Hope.Barkoukis@case.edu) <Hope.Barkoukis@case.edu>, Meghan Adler

<Meghan.Adler@ars.usda.gov>, Christine Weithman

(cweithman@hmrboston.com) <cweithman@hmrboston.com>, Zachari

Breeding <zacharibreeding@gmail.com>, Mary Beth Kavanaugh

<mxk109@case.edu>, Anne Marie Davis <amdavis@newhaven.edu>, Gigi

Kwok <gigi.y.kwok@gmail.com>, Kimberly Kirchherr

<kimberly.kirchherr@gmail.com>, Kathleen Niedert <kniedert@aol.com>,

kathleen.niedert <kathleen.niedert@westernhome.org>

Cc: DMartin@Burke.k12.ga.us <DMartin@Burke.k12.ga.us>,

peark02@outlook.com <peark02@outlook.com>, Diane Enos

<denos@eatright.org>, Joe LasCola <jlascola@eatright.org>

Sent Date: Oct 13, 2017 16:07:42

Subject: AGENDA: Committee for Lifelong Learning FNCE Breakfast Meeting

Attachment: image001.png
1.1 2016-2017 CLL Roster.pdf
1.2 2017-2018 CLL Roster.pdf
1.3 Conflict of Interest.pdf
1.3 Copyright Release Form.docx
1.3 Non-Disclosure Confidentiality Agreement 6-6-17.docx
1.4 Academy of Nutrition and Dietetics Volunteer Leader Travel Policy.pdf
1.5 FNCE Grid.pdf
2.0-CLL-October 2017-Agenda.pdf
3.3 2017 CLL Audit Form.pdf
4.2 January Meeting.pdf
4.3 Strategic Plan.pdf

Good afternoon CLL Leaders- 

 

Please see attached for the agenda and attachments for the Committee for Lifelong Learning

Breakfast Meeting on Saturday, October 21st .  The meeting will be held from 7:30 am – 9:00 am

(CST) in Skyway 260 at the Hyatt Regency Chicago. I will have the following attachments printed

and available at the meeting. I have also included information below for submitting your expense

reports. Per Diem for Chicago has been established at $74.00 per day. This covers meals, tips,

and local non-business transportation, laundry and valet, and necessary incidental expenses while

you are at the meeting site. Please make sure to keep all of your receipts as they are required

when submitting your expense report. 

 

Submitting Expense Reports
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 Staff Partners – Academy Lifelong Learning Team 


 


Diane M. Enos, MPH, RDN, FAND         Lori Granich, MBA, RDN                Susan Baron                      Joe LasCola                          
Chief Learning Officer                             Director, Lifelong Learning           Sr. Manager,                     Learning Solutions & 
                                                                    and Engagement                            Online Learning                Technology Manager 
312/899-1767                                           312/899-4895                                 312/899-4897                   312/899-4867                                  
denos@eatright.org                                lgranich@eatright.org                   sbaron@eatright.org       jlascola@eatright.org                               


 


 
 
 


Roberta H. Anding, MS, RD, 


CSSD, CDE, LD  


Chair 
Director of Sports Nutrition, 


Department of Pediatrics, 


Adolescent Medicine and Sports 


Medicine 


Texas Children’s Hospital 


robertaanding@gmail.com 


 
 


Kathleen C. Niedert, RD, CSG, 


FADA 


Executive Director, Western 
Home Communities, Parkview 
Campus 
kniedert@aol.com 


 


 
 


Cynthia A. Thomson, PhD, RD, 
FAND, FTOS 
Past Chair 
Director of the Canyon Ranch 
Center for Prevention and Health 
Promotion 
University of Arizona College of 
Public Health 
P: 520/626-1565 
cthomson@email.arizona.edu 
  


 


Mary Beth Kavanagh, MS, RDN, 
LD, FAND 
Senior Instructor and Director of 
Bachelor's/ Master's Education 
Department of Nutrition, School 
of Medicine 
Case Western Reserve University 


P: 216-368-3231 
mxk109@case.edu 


 
 


mxk109@case.edu 


 


 


Christine K. Weithman, MBA, 
RD, LDN  
Vice Chair 
Director of Nutrition Services & 
Product Development at HMR 
Weight Management Services 
Corp.  
P: 617/357-9690 
cweithman@hmrboston.com 
 
  


 
 
 
 
 
 


Kimberly A. Kirchherr, MS, RD, 
LDN, CDE, FAND 
105 S. Walnut Ave 
Arlington Hts, IL 60005-1725 
kimberly.kirchherr@gmail.com 
 


 


Hope D. Barkoukis, PhD, RD  
Faculty Lead; JJM Mandel 
Wellness & Preventative Care 
Pathway; Associate Professor; 
Interim Department Chair 
Department of Nutrition Case 
Western Reserve School of 
Medicine 
P: 216/368-2441 
Hope.Barkoukis@case.edu 


 


 


Zachari R. Breeding, MS, RDN, 
LDN 
Clinical Dietitian, 
Multidisciplinary Practice and 
Adult Cystic Fibrosis Center 
Drexel University College of 
Medicine 
P: 484.361.4535 
zacharibreeding@gmail.com 
 


 


Gigi Kwok, DrPH, MS, RD  
Program Manager for Nutribullet 
University Capital Brands 
P: 714/883-4606 
Gigi.y.kwok@gmail.com  


 
 
 


 


Anne Marie Davis, PhD, RDN, 


FAND 


Assistant Professor of Nutrition 


and Dietetics 


Director, Didactic Program in 
Dietetics 
University of New Haven 
P: 203-479-4819  
amdavis@newhaven.edu 
 



mailto:denos@eatright.org

mailto:lgranich@eatright.org

mailto:lgranich@eatright.org

mailto:sbaron@eatright.org

mailto:jlascola@eatright.org

mailto:robertaanding@gmail.com

mailto:kniedert@aol.com

mailto:cthomson@email.arizona.edu

mailto:mxk109@case.edu

mailto:mxk109@case.edu

mailto:cweithman@hmrboston.com

mailto:kimberly.kirchherr@gmail.com

mailto:Hope.Barkoukis@case.edu

mailto:zacharibreeding@gmail.com

mailto:Gigi.y.kwok@gmail.com

mailto:amdavis@newhaven.edu





Committee for Lifelong Learning 


  2016-2017  


  


 


 Staff Partners – Academy Lifelong Learning Team 


 


Diane M. Enos, MPH, RDN, FAND         Lori Granich, MBA, RDN                Susan Baron                      Joe LasCola                          
Chief Learning Officer                             Director, Lifelong Learning           Sr. Manager,                      Learning Solutions &
                                                                    and Engagement                            Online Learning                Technology Manager 
312/899-1767                                           312/899-4895                                 312/899-4897                   312/899-4867                                  
denos@eatright.org                                lgranich@eatright.org                   sbaron@eatright.org       jlascola@eatright.org                               


 


 


Meghan E. Adler, MS, RD 


Nutritionist 
Food Surveys Research Group 
Beltsville Human Nutrition 
Research Center 
Agricultural Research Service, 
USDA 
P:  301/504-0370 
Meghan.Adler@ars.usda.gov 
 


 


Advisor: 
Donna S. Martin, EdS, RDN, LD, 
SNS, FAND 
Director, School Nutrition 
Program 
Burke County Board of Education 
DMartin@Burke.k12.ga.us 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


   



mailto:denos@eatright.org

mailto:lgranich@eatright.org

mailto:lgranich@eatright.org

mailto:sbaron@eatright.org

mailto:jlascola@eatright.org

mailto:Meghan.Adler@ars.usda.gov

mailto:DMartin@Burke.k12.ga.us



1.1 2016-2017 CLL Roster.pdf




Committee for Lifelong Learning 


  2017-2018 


  


 


 Staff Partners – Academy Lifelong Learning Team 


 


Diane M. Enos, MPH, RDN, FAND         Lori Granich, MBA, RDN                Susan Baron                      Joe LasCola                          
Chief Learning Officer                             Director, Lifelong Learning           Sr. Manager,                     Learning Solutions &
                                                                    and Engagement                            Online Learning                Technology Manager 
312/899-1767                                           312/899-4895                                 312/899-4897                   312/899-4867                                  
denos@eatright.org                                lgranich@eatright.org                   sbaron@eatright.org       jlascola@eatright.org                               


 


 
 
 


Christine K. Weithman, MBA, 
RD, LDN  
Chair 
Director of Nutrition Services & 
Product Development at HMR 
Weight Management Services 
Corp.  
P: 617/357-9690 
cweithman@hmrboston.com 


 


 


Kimberly A. Kirchherr, MS, RD, 
LDN, CDE, FAND 
Kim Kirchherr, MS, RDN, LDN, 
CDE, FAND 
Vice President, National Dairy 
Council & IGA Health and 
Wellness Advisor 
kimberly.kirchherr@gmail.com 


 


 
 


Roberta H. Anding, MS, RD, 


CSSD, CDE, LD  


Past Chair 
Director of Sports Nutrition, 


Department of Pediatrics, 


Adolescent Medicine and Sports 


Medicine 


Texas Children’s Hospital 


robertaanding@gmail.com 


 


 
 
 


Zachari R. Breeding, MS, RDN, 
LDN, FAND 
Clinical Dietitian, 
Multidisciplinary Practice and 
Adult Cystic Fibrosis Center 
Drexel University College of 
Medicine 
P: 484.361.4535 
zacharibreeding@gmail.com 


 


 
 


Meghan E. Adler, MS, RD 


Vice Chair 
Nutritionist 
Food Surveys Research Group 
Beltsville Human Nutrition 
Research Center 
Agricultural Research Service, 
USDA 
P:  301/504-0370 
Meghan.Adler@ars.usda.gov 
 


 
 
 
 
 
 
 
 


Amanda E. Kruse, RD, CD 
K-12 Foodservice Operations 
Manager, Indianapolis Public 
Schools  


P: 734-341-3729 
kruseama@gmail.com 


 


 


Kathleen C. Niedert, RD, CSG, 


FADA 


Executive Director, Western 
Home Communities, Parkview 
Campus 
kniedert@aol.com 


 


 


Mindy G. Hermann, MBA, RDN 
Owner 
Hermann Communications 
P: 914-241-8714 
mindy@hermanncomm.com 
 


 


Mary Beth Kavanagh, MS, RDN, 
LD, FAND 
Senior Instructor and Director of 
Bachelor's/ Master's Education 
Department of Nutrition, School 
of Medicine 
Case Western Reserve University 


P: 216-368-3231 
mxk109@case.edu 


 
 


mxk109@case.edu 


 
 


Margaret O. Murphy, PhD, RD, 


LD 
Pediatric Renal Dietitian at 


University of Kentucky 


Healthcare 


Momurp3@uky.edu 



mailto:denos@eatright.org

mailto:lgranich@eatright.org

mailto:lgranich@eatright.org

mailto:sbaron@eatright.org

mailto:jlascola@eatright.org

mailto:cweithman@hmrboston.com

mailto:kimberly.kirchherr@gmail.com

mailto:robertaanding@gmail.com

mailto:zacharibreeding@gmail.com

mailto:Meghan.Adler@ars.usda.gov

mailto:kruseama@gmail.com

mailto:kniedert@aol.com

mailto:mindy@hermanncomm.com

mailto:mxk109@case.edu

mailto:mxk109@case.edu

mailto:Momurp3@uky.edu





Committee for Lifelong Learning 


  2017-2018 


  


 


 Staff Partners – Academy Lifelong Learning Team 


 


Diane M. Enos, MPH, RDN, FAND         Lori Granich, MBA, RDN                Susan Baron                      Joe LasCola                          
Chief Learning Officer                             Director, Lifelong Learning           Sr. Manager,                     Learning Solutions &
                                                                    and Engagement                            Online Learning                Technology Manager 
312/899-1767                                           312/899-4895                                 312/899-4897                   312/899-4867                                  
denos@eatright.org                                lgranich@eatright.org                   sbaron@eatright.org       jlascola@eatright.org                               


 


 


Anne Marie Davis, PhD, RDN, 


FAND 


Assistant Professor of Nutrition 


and Dietetics 


Director, Didactic Program in 
Dietetics 
University of New Haven 
P: 203-479-4819  
amdavis@newhaven.edu 
 


 
 


 


Susan L. Smith, MBA, RDN, 


LD, NHA, FAND 
Clinical Nutrition Manager 


Reston Hospital Center 


susmithmbardnld@gmail.com  


 


  


 
 


Advisor: 
Mary K. Russell, MS, RDN, LDN, 
FAND 
Senior Manager, Medical 
Affairs/Nutrition 
Baxter Healthcare Corporation 
Peark02@outlook.com  


 


 


 


 


 


 


 


 


 


 


 


 


 


 


   



mailto:denos@eatright.org

mailto:lgranich@eatright.org

mailto:lgranich@eatright.org

mailto:sbaron@eatright.org

mailto:jlascola@eatright.org

mailto:amdavis@newhaven.edu

mailto:susmithmbardnld@gmail.com

mailto:Peark02@outlook.com

LGranich

Typewritten Text









1.2 2017-2018 CLL Roster.pdf




The Academy of Nutrition and Dietetics ("Academy") wishes to avoid possible conflict of interest involving 
members of an Academy board, committee, task force or workgroup ("Group"), and/or contractors or speakers at 
Academy events ("Event"), in accordance with the Academy Conflict of Interest Policy currently in effect (pdf). The 
Board asks for you to continually be cognizant of fiduciary duties to the Academy arising out of positions of 
confidence within the organization, in accordance with the Academy Conflict of Interest policy in effect. Therefore, 
please complete the following, either as a member or member under consideration for a Group, consultancy, or 
speaking engagement. This form will be shared with the chair and/or staff liaison of the relevant Group(s)/Event(s) 
for their review. The form will be shared with other members at their request. Addressing conflicts of interest is a 
shared responsibility. If you have concerns that another individual has a conflict influencing the Group(s)/Event(s) 
please contact the chair or Academy staff. Thank you. 
 
 


First Name:  Last Name: 


Professional Credentials:    Address 1: 


Address 2:  City: 


State:  ZIP/Postal Code:


 Country:  Phone: 


Email: 


 
Please read and check each box: 


I acknowledge that I have been appointed or am being considered to perform certain services for or on behalf of 


the Academy. Those services require objectivity, credibility, the avoidance of actual or appearance of external 


influence, and the absence of a conflict with Academy positions, statements, priorities, and Academy-led activities. 


 


I am aware of the need to disclose any facts or circumstances that might create the appearance of a conflict with 


these standards. 


 


I agree to disclose any companies, organizations or enterprises from which I receive compensation or with which I 


have an ongoing relationship and which are relevant to the Group(s)/Event(s) of which I am a member/participant. 


 


I understand, and agree to, recuse myself from participating or voting in any Group work/Event where there is a 


potential for conflict of interest. I understand that I have a responsibility to act in the best interests of the Academy 


when acting as a member of the Group(s)/Event and to leave my personal interests/agendas aside. 


 


I understand that if I refuse to complete this form, I will be disqualified or removed from the Group(s)/Event(s). 


 


I agree that this Disclosure Statement may be made public or shared with any Academy member or interested party. 


 


I agree to update this form annually as well as within 30 days after I establish any new financial relationships that 


could represent a potential conflict of interest and within 30 days after I take on new Group/Event roles in the 


Academy. 


 


I hereby certify that, to the best of my knowledge, no aspect of my personal or professional circumstances or that 


of my immediate family, within the last 3 years, places me in the position of having private interest that is in conflict 


with any material interest of the Academy Group(s)/Event(s) or with my obligations to the Group(s)/Event(s) except 


for the following: 


 


 


 


 


 


 


 


 


 


 


 







A. List employment with companies within the last three years (list the most current first): 


Company Name: Your Title: Start Date: End Date: 


    


    


    


    


    


    


    


 
B. Provide the information requested below if applicable within the last three years related to the Academy 


Group(s)/Event(s) topic: 


Type Explanation 


Principal Investigator or Co-
Investigator on Grants/Research 
on the Academy 
Group(s)/Event(s) topic 


 
 
 
 
 
 
 
 


Consultant on Academy 
Group(s)/Event(s) topic 


 
 
 
 
 
 
 
 


Participation in review activities 
for the Academy 
Group(s)/Event(s) topic 


 
 
 
 
 
 
 
 


Writing or reviewing a 
manuscript on the Academy or 
Group(s)/Event(s) topic 


 
 
 
 
 
 
 
 


Leadership role or membership 
in organizations related to the 
Academy Group(s)/Event(s) 


 
 
 
 
 
 
 
 







C. List publications (articles or books) that you have authored or coauthored within the last three years 
related to the Academy Group(s)/Event(s) topic: 


Title of Journal/Publication: Date: Volume/Issue: Pages: 


    


    


    


    


    


    


 
D. List blogs or other website postings that you have authored or coauthored within the last three years 


related to the Academy Group(s)/Event(s) topic: 


Title: URL: Date: Comments: 


    


    


    


    


    


    


 
E. Indicate sources of income within the last three years related to the Academy Group(s)/Event(s) topic: 


Type None 


Money 
Paid to 
Your 
Employer 
(over 
$5,000) 


Money 
Paid to 
You 
(over 
$5,000) 


Money 
Paid to 
Your 
Spouse 
(over 
$5,000) Payor(s) 


Board Membership      


Consultancy      


Expert Testimony      


PI or Co-PI on Grants/Grants 
Pending 


     


Lectures Including Service on 
Speakers Bureau 


     


Editor, Author, or Co-Author of 
Book on Topic 


     


Royalties      


Payment for Development of 
Educational Presentations 


     


Stock/Stock Options      


Travel, Accommodations, Meeting 
Expenses 


     


Other      


 
 


e-Signature:  


Date:  





		Company NameRow1: 

		Your TitleRow1: 

		Start DateRow1: 

		End DateRow1: 

		Company NameRow2: 

		Your TitleRow2: 

		Start DateRow2: 

		End DateRow2: 

		Company NameRow3: 

		Your TitleRow3: 

		Start DateRow3: 

		End DateRow3: 

		Company NameRow4: 

		Your TitleRow4: 

		Start DateRow4: 

		End DateRow4: 

		Company NameRow5: 

		Your TitleRow5: 

		Start DateRow5: 

		End DateRow5: 

		Company NameRow6: 

		Your TitleRow6: 

		Start DateRow6: 

		End DateRow6: 

		Company NameRow7: 

		Your TitleRow7: 

		Start DateRow7: 

		End DateRow7: 

		ExplanationPrincipal Investigator or Co Investigator on GrantsResearch on the Academy GroupsEvents topic: 

		ExplanationConsultant on Academy GroupsEvents topic: 

		ExplanationParticipation in review activities for the Academy GroupsEvents topic: 

		ExplanationWriting or reviewing a manuscript on the Academy or GroupsEvents topic: 

		ExplanationLeadership role or membership in organizations related to the Academy GroupsEvents: 

		Title of JournalPublicationRow1: 

		DateRow1: 

		VolumeIssueRow1: 

		PagesRow1: 

		Title of JournalPublicationRow2: 

		DateRow2: 

		VolumeIssueRow2: 

		PagesRow2: 

		Title of JournalPublicationRow3: 

		DateRow3: 

		VolumeIssueRow3: 

		PagesRow3: 

		Title of JournalPublicationRow4: 

		DateRow4: 

		VolumeIssueRow4: 

		PagesRow4: 

		Title of JournalPublicationRow5: 

		DateRow5: 

		VolumeIssueRow5: 

		PagesRow5: 

		Title of JournalPublicationRow6: 

		DateRow6: 

		VolumeIssueRow6: 

		PagesRow6: 

		TitleRow1: 

		URLRow1: 

		DateRow1_2: 

		CommentsRow1: 

		TitleRow2: 

		URLRow2: 

		DateRow2_2: 

		CommentsRow2: 

		TitleRow3: 

		URLRow3: 

		DateRow3_2: 

		CommentsRow3: 

		TitleRow4: 

		URLRow4: 

		DateRow4_2: 

		CommentsRow4: 

		TitleRow5: 

		URLRow5: 

		DateRow5_2: 

		CommentsRow5: 

		TitleRow6: 

		URLRow6: 

		DateRow6_2: 

		CommentsRow6: 

		NoneBoard Membership: 

		Money Paid to Your Employer over 5000Board Membership: 

		Money Paid to You over 5000Board Membership: 

		Money Paid to Your Spouse over 5000Board Membership: 

		PayorsBoard Membership: 

		NoneConsultancy: 

		Money Paid to Your Employer over 5000Consultancy: 

		Money Paid to You over 5000Consultancy: 

		Money Paid to Your Spouse over 5000Consultancy: 

		PayorsConsultancy: 

		NoneExpert Testimony: 

		Money Paid to Your Employer over 5000Expert Testimony: 

		Money Paid to You over 5000Expert Testimony: 

		Money Paid to Your Spouse over 5000Expert Testimony: 

		PayorsExpert Testimony: 

		NonePI or CoPI on GrantsGrants Pending: 

		Money Paid to Your Employer over 5000PI or CoPI on GrantsGrants Pending: 

		Money Paid to You over 5000PI or CoPI on GrantsGrants Pending: 

		Money Paid to Your Spouse over 5000PI or CoPI on GrantsGrants Pending: 

		PayorsPI or CoPI on GrantsGrants Pending: 

		NoneLectures Including Service on Speakers Bureau: 

		Money Paid to Your Employer over 5000Lectures Including Service on Speakers Bureau: 

		Money Paid to You over 5000Lectures Including Service on Speakers Bureau: 

		Money Paid to Your Spouse over 5000Lectures Including Service on Speakers Bureau: 

		PayorsLectures Including Service on Speakers Bureau: 

		NoneEditor Author or CoAuthor of Book on Topic: 

		Money Paid to Your Employer over 5000Editor Author or CoAuthor of Book on Topic: 

		Money Paid to You over 5000Editor Author or CoAuthor of Book on Topic: 

		Money Paid to Your Spouse over 5000Editor Author or CoAuthor of Book on Topic: 

		PayorsEditor Author or CoAuthor of Book on Topic: 

		NoneRoyalties: 

		Money Paid to Your Employer over 5000Royalties: 

		Money Paid to You over 5000Royalties: 

		Money Paid to Your Spouse over 5000Royalties: 

		PayorsRoyalties: 

		NonePayment for Development of Educational Presentations: 

		Money Paid to Your Employer over 5000Payment for Development of Educational Presentations: 

		Money Paid to You over 5000Payment for Development of Educational Presentations: 

		Money Paid to Your Spouse over 5000Payment for Development of Educational Presentations: 

		PayorsPayment for Development of Educational Presentations: 

		NoneStockStock Options: 

		Money Paid to Your Employer over 5000StockStock Options: 

		Money Paid to You over 5000StockStock Options: 

		Money Paid to Your Spouse over 5000StockStock Options: 

		PayorsStockStock Options: 

		NoneTravel Accommodations Meeting Expenses: 

		Money Paid to Your Employer over 5000Travel Accommodations Meeting Expenses: 

		Money Paid to You over 5000Travel Accommodations Meeting Expenses: 

		Money Paid to Your Spouse over 5000Travel Accommodations Meeting Expenses: 

		PayorsTravel Accommodations Meeting Expenses: 

		NoneOther: 

		Money Paid to Your Employer over 5000Other: 

		Money Paid to You over 5000Other: 

		Money Paid to Your Spouse over 5000Other: 

		PayorsOther: 

		eSignature: 

		Date: 

		Check Box1: Off

		Check Box2: Off

		Check Box3: Off

		Check Box4: Off

		Check Box5: Off

		Check Box6: Off

		Check Box7: Off

		Check Box8: Off

		Text9: 

		Text10: 

		Text11: 

		Text12: 

		Text13: 

		Text14: 

		Text15: 

		Text16: 

		Text17: 

		Text18: 

		Text19: 





1.3 Conflict of Interest.pdf


[bookmark: _GoBack]Board, Committee and Task Force Copyright Assignment Form






Copyright Assignment Form 

As a member of a board, committee, task force or like work group of the Academy of Nutrition and Dietetics (Academy) that assists Academy staff members and others in the development, modification and refinement of programs, publications, products, services, procedures, policies and related materials (collectively, the "Intellectual Property”), I, ________________________________, hereby assign to the Academy ownership of all of the copyrights (and all rights subsumed thereunder) in and to all of my contributions to the Intellectual Property both those that have been made in the past and those that will be made in the future. In addition, I hereby waive any and all rights of attribution and integrity with respect to the Academy's use of the Contributions.








Signature_____________________                Date_______________
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NON-DISCLOSURE CONFIDENTIALITY AGREEMENT



		This Agreement is entered into as of this

		

		day of

		

		, 2017





by and between “Party in which you are entering agreement” (Confidant) and Academy of Nutrition and Dietetics (Company), an Illinois, Not for Profit Corporation with a place of business at 120 S. Riverside Plaza, Suite 2190, Chicago, Illinois 60606.



Company possesses valuable business and technical information including, among other things, concepts, know-how, trade secrets, business forecasts, business and financial plans.



[bookmark: _GoBack]Company desires written assurance that information disclosed in confidence to Confidant will be maintained in confidence and not used against Company’s interests.  The term “Confidential Information” used below means all valuable business or technical information Company has that involves any of the matters referred to above, that the Confidant obtains directly or indirectly from Company.  Company will disclose, or allow Confidant access to Confidential Information only for the purposes of facilitating Confidant’s providing services to Company.  Confidant shall be permitted to use such information as may be necessary or desirable in the course of providing such services.



Confidant agrees, except as may be provided in any future written agreement that may be entered into between Company and Confidant, that Confidant shall:



(1.)  	take all such precautions as may be reasonably necessary to prevent the disclosure to any third party of Company’s Confidential Information.



(2.)  	not use for Confidant’s own benefit any of Company’s Confidential Information; and



(3.)  	to the extent Confidant has not already done so, require its employees, agents, firm and associates to be bound in the same manner.



(4.)  	not disclose any of Company’s Confidential Information received hereunder to any third party and not to use the same, except for the purpose noted above, for a period of five years from the date of disclosure hereunder.



This agreement shall be governed and construed in accordance with the law of the State of Illinois.



AGREED TO BY: Academy of Nutrition and Dietetics and



		

		

		



		

		

		Signed





		

		

		



		

		

		Dated
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Academy of Nutrition and Dietetics 
Leader/Volunteer Travel Policy 


 
The Academy of Nutrition and Dietetics reimburses individuals for ordinary, necessary, and reasonable 
travel expenses that are directly related to Academy business.  Reimbursement should be fair and 
equitable to the individual and the Academy using the lowest logical fare.  Violation of the policy may 
result in denial of reimbursement.  


 


All air and rail round trip travel at or under $600 will automatically be approved in the system. Hotel (if 
the Group is not using a Rooming List) and car reservations will require authorization regardless of the 
estimated expenses.  


 


LEADER/MEMBER TRAVEL AUTHORIZATION AND APPROVAL  


1. The appropriate staff director, practice or interest group treasurer/chair authorizes Academy paid 
travel and sends the leader/member an email that includes instructions to book travel using the 
Academy Travel Desk. The email will include the seven digit code (first three numbers of the GL 
Code + last four numbers of the GL code without the hyphen, i.e. 1034806) that is required when 
the member books airline or rail transportation. By providing the leader/member with the 
authorization email, the person approving assumes responsibility for assuring the travel is within the 
budget.  


2. The traveler may not finalize travel arrangements before receiving the email approval.   


3. International travel (defined as outside the 50 states and Canada) must be pre-approved by the CEO, 
President or President-elect of the Academy.  A list of approved meetings will be prepared each 
fiscal year.  International travel for practice or member interest groups must be pre-approved by the 
Director, DPG/MIG/Affiliate Relations or the Vice President, Governance and Practice.  


4. Expense reports for authorized travel must be submitted within ten (10) business days upon the 
conclusion of travel and approved by Academy staff approver or practice/interest group 
treasurer/chair.  


5. Expenses for personal travel ancillary to business travel are the traveler’s responsibility. Only 
expenses incurred over the approved travel dates will be reimbursed.   


 


TRANSPORTATION  


Air Travel  


1. All travelers must have an active account in aXiom®.  No airline reservations will be taken online or 
over the phone without an active account.  


2. Flights should be reserved and confirmed through the Academy Travel Desk whenever possible.    


3. Air travel must be booked Monday through Friday between the hours of 7 a.m. and 3 p.m. CT in 
order to be approved in a timely fashion. Travel booked outside these hours is subject to delay in 
approval or outright cancellation by the airlines.  


4. In all cases, the traveler should use the lowest logical airfare.  


5. If air travel is not reserved through the Academy Travel Desk and is directly paid by the traveler, 







Volunteer Leader Travel Policy 
As of November 20, 2013 
 


Page 2 of 4 


 


reimbursement will be at the lowest logical available fare and considered an advance until travel is 
completed and all applicable expense forms are submitted.  In addition, any refunds or disputes will 
be the sole responsibility of the individual and not the Academy.  


6. Domestic travel (within the 48 contiguous United States, Alaska, Hawaii, Canada and Mexico): coach 
class is reimbursable. The additional cost for first and business class travel is at the traveler’s 
expense.  


7. International Travel (outside of the 48 contiguous United States, Alaska, Hawaii, Canada and 
Mexico): Business Class is acceptable if the traveler is scheduled to work the day of arrival.  


8. Travelers are expected to make their reservations at least fourteen (14) days in advance, whenever 
possible, and book the lowest logical fare available on a major carrier.  If the traveler was aware of 
the meeting more than fourteen (14) days in advance and confirms air travel less than fourteen (14) 
days prior to departure, the Academy reserves the right to reimburse at the lowest fare.  


9. Travelers may keep their frequent flyer miles, but travel on a specific carrier should not be chosen 
solely for that reason.  


10. Membership in airline clubs i.e., Admirals Club, Red Carpet Lounge, etc., is not reimbursable.  


11. For travelers extending their stay over a Saturday or other night to incur a lower airfare, the cost of 
meals and lodging are reimbursable if approved by the appropriate Approver.  The net savings to the 
Academy must be more than the cost of the higher priced airfare or rail fare.  


Mileage Expense  


Mileage is reimbursed at the IRS rate for the actual number of miles driven. Cost of parking and tolls for 
approved business trips are reimbursable. Traffic fines and parking violations are not reimbursable.   


 


HOTEL/LODGING   


1. If attending a non-Academy sponsored event, the traveler should use the discounted housing 
provided by the event organizer, if available.  


2. For individual travel, direct billing of hotel/lodging expense is not always an option.  The traveler is 
expected to pay for lodging and submit the expense on an expense report.   


3. Lodging expenses are eligible for reimbursement only when they are incurred more than fifty (50) 
miles from the individual traveler’s home of record.  The appropriate approver may grant exceptions 
for unusual circumstances.  


4. Should a traveler fail to cancel a reservation with the Meeting Services Team (if Group is using the 
Meetings Team’s services) during normal business hours (M-F, 8:30 a.m.-4:30 p.m.) or with the hotel 
directly, the individual will be responsible for payment of the hotel’s “no show” charge.  


5. For travelers extending their stay over a Saturday or other night to incur a lower airfare, the cost of 
meals and lodging are reimbursable if approved by the appropriate Approver.  The net savings to the 
Academy must be more than the cost of the higher priced airfare or rail fare.  


6. Individuals sharing a room should submit their portion of hotel room charges on their own expense 
report. Academy Board members are not required to share rooms.  Unless otherwise approved by 
the appropriate staff/leader, all other Academy-reimbursed travelers must share rooms. In the 
event the traveler wishes to have a single room, or the traveler is sharing a room with a non-
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Academy member (e.g. spouse), the traveler will be responsible for paying the hotel directly for the 
full cost of room and tax (in addition to their incidentals).  The traveler will be responsible for 
submitting an expense report with supporting documentation. The Academy will reimburse them for 
½ the room rate over the meeting dates.   


 


EXPENCE ALLOWANCE AND OTHER EXPENSES  


Expense Allowance 


The Academy accounting staff annually reviews customary reimbursements for travel expenses.  
Reimbursable expenses include:  


1. Meals  


2. Tips  


3. Laundry and valet  


4. Taxis to/from restaurants for non-business meals  


5. Health Club Fees associated with the hotel  


6. Necessary incidental expenses  


Non-reimbursable items:  


1. In-room movies 


2. Personal expenses  


Reimbursable expenses that are not included as part of the expense allowance:  


1. Taxis for in-city business-related travel  


2. Travel to/from the airport  


3. Business-related telephone calls and Internet Service  


4. Personal telephone calls  


5. Faxes  


6. Business services  


7. Shipments to Headquarters Office  


8. Expenses due to Illness 


 


COMMUNICATIONS  


Business-Related Telephone Calls  


Charges for business-related calls should be reported on the expense report indicating the 
name/title/company of the person called, the total number of calls, and the total charge for each day.  


Personal Calls  


An individual who incurs overnight lodging expenses while traveling on Academy business may make 
necessary personal long-distance calls of reasonable length.  
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Faxes  


An individual, who incurs expenses for sending faxes for Academy business, or for receiving them 
collect, should itemize such expenses in the same way as other long distance calls.   


MISCELLANEOUS BUSINESS SERVICES  


Business Services  


Receipts  are always required for the following:  internet services , typing services, printing, 
photocopying, binding services, shipping services, services of drivers, rent of room for the transaction of 
official business, storage of Academy property, secure storage rental, and similar incidental business-
related expenses.  


Expenses Due to Illness  


Expenses, other than meals and lodging, incurred as a result of illness while traveling should be 
approved by the supervisor.  Example:  If an out-of-town traveler becomes ill and takes a cab to the local 
hospital, the traveler may be reimbursed for the cab fare.  However, medical expenses are the 
responsibility of the traveler and/or their chosen medical plan.  


 


RECEIPTS 


All fully reimbursable expenditures must have the original receipts.  If the expense is to be split between 
the Academy and another organization, a copy is acceptable as long as the Academy’s portion is 
identified and it is noted where the original is on file.  


1. Receipts should be attached chronologically as referenced on the expense report.  


2. Credit card bills and tear-off tabs for meals are not considered appropriate receipts unless validated 
by a cash register receipt.  


3. If paying for other reimbursable individuals, it is preferable that each individual pay separately and 
obtain a receipt.  If this is not appropriate, whoever pays the bill must note on the expense report 
the names of all individuals included on the receipt for the meal.  


4. Entertainment expenses incurred by individuals are allowable for approved business reasons.  
Receipts must list each attendee’s name, their company, title and business purpose.  


5. If attending a workshop or conference, registration fees must be supported with a receipt and/or 
copy of the brochure outlining the program.  Pre-registration payments should be requested on a 
check request to the third party with a copy of the program brochure/registration form.  If 
registration fees are prepaid by the individual, they are not reimbursable until after attendance at 
the workshop or conference and must be included on the expense report.  Any cancellations are the 
responsibility of the employee. 


6. If a receipt is lost, the traveler must seek a duplicate.  If this is impossible due to the nature of the 
receipt, a memo explaining the circumstances will be accepted.  


MONITORING  


The Academy uses an external auditor annually to review travel expense reports for accuracy and 
compliance with policy. 
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Tuesday,	October	24	(Chicago,	IL)	 	 	 	 	 	 	 	 	 	 	 	 	 																																																																														Max	CPE	Hours:	6.0		


Session	room	 8:00	a.m.	–	9:30	a.m.	 9:45	a.m.	–	11:15	a.m.	 12:00	p.m.	–	1:30	p.m.	 2:00	p.m.	–	3:30	p.m.	


Room	W475	AB	 271.	Outcomes	of	Food	Pantry	Delivery	Systems	and	
Educational	Programs	


#136527	


307.	The	International	NCP	Implementation	Survey	(INIS):	
Experiences	from	the	U.S.	and	Other	Countries	


#136559	


445.	Engaging	Low-Income	Shoppers	with	a	Mobile	App	
	


#136623	


	


Room	W470	AB	 187.	Alphabet	Soup:	Understanding	Food	Protein	Induced	
Enterocolitis	Syndrome	(FPIES)	and	Eosinophilic	Esophagitis	


(EoE)	in	Pediatric	Patients	
Planned	with	the	Pediatric	Nutrition	DPG	


#136530	


162.	Innovating	Healthier	Menus	That	Accommodate	Cultural,	
Ethnic	and	Economic	Preferences	


	
	


#136539	


142.	Farm	to	City:	RDNs	Leading	in	Sustainable	Food	and	
Technology	


Planned	with	the	Hunger	and	Environmental	Nutrition	DPG	
	


#136629	


	


Room	W375	CDE	
(General	Session)	


	 	 	 117.	Closing	Session:	The	Future	of	the	Mind	
#136637	


Room	W375	B	
	


126.	The	Intestinal	Microbiome	in	Undernutrition:	Cause,	
Effect,	or	Both?	


Planned	with	the	Academy’s	Committee	for	Lifelong	
Learning	


#136533	


123.	Body	Composition:	Growing	Beyond	BMI	
Planned	with	the	Academy’s	Committee	for	Lifelong	Learning	


	
	


#136564	


160.	Hot	Topic:	Going	Global	-	A	World	of	Difference,	
Experiences	that	Will	Advance	Your	Career	


Planned	with	the	Academy’s	Center	for	Lifelong	Learning	
and	Academy	Foundation	


#136786	


	


Room	W375	A	
	


291.	Food	as	Medicine	in	Malnutrition	and	Eating	Disorders	
	


#136535	


120.	Dietary	Supplements:	What	You	Need	to	Know	and	Why	
Planned	with	the	Academy’s	Committee	for	Lifelong	Learning		


#136566	


419.	How	Nutritional	Genomics	Affects	You	in	Nutrition	
Research	and	Practice	


#136632	
Room	W196	ABC	
	


392.	FDA's	New	Nutrition	Labeling	Initiatives,	Including	the	
Nutrition	Facts	and	Supplement	Facts	Label	and	Restaurant	


Menu	Labeling	
#136537	


376.	Roadmap	to	Food	Allergy	Safety	
	
	


#136572	


204.	Ketogenic	Diet	and	Epilepsy	
	


	
#136645	


Room	W192	ABC	 	 356.	Hitting	the	Ground	Running	in	an	Accountable	Care	
Organization	(ACO)	


#136570	


388.	Overcoming	Nutrition-Related	Burdens	in	U.S.	Prisons	
	


#136648	
Room	W190	AB	
	


191.	Clinical	Insight	into	Vitamin	B12	
	


	
#136568	


197.	Approach	to	Malnutrition	in	Progressive	Chronic	Kidney	
Disease	


Planned	with	the	Renal	Dietitians	Practice	Group	
#136562	


292.	Is	Dietary	Linoleic	Acid	Pro-inflammatory?	
	


	
#136655	


Room	W187	ABC	 357.	Reimbursing	Value-Based	Care:	The	Benefits	of	MNT	
and	Therapeutic	Meals	


#136541	


274.	Hunger	Games:	Tackling	Food	Crisis	in	a	Postmodern	
World	


#136574	


173.	Building	Blocks	for	Success	in	the	Child	and	Adult	Care	
Food	Program	(CACFP)	Meal	Pattern	Implementation	


#136657	
Room	W185	ABCD	
	


220.	Fueling	Teen	Athletes:	Unique	Challenges	and	
Winning	Strategies	


Planned	with	the	Sports,	Cardiovascular,	and	Wellness	
Nutrition	DPG	


#136543	


237.	Conflict	or	Consensus:	Balancing	Consumers’	Demands	
with	Professional	Ethics	


	
	


#136576	


202.	Promote	Positive	Outcomes	in	Patients	with	Gestational	
Diabetes	with	the	Latest	Nutrition	Recommendations	


	
	


#136660	


	


Room	W184	ABCD	
	


346.	Second	Century	Communication	Tools	for	Dietitians	
	


#136549	


342.	From	Ho-Hum	to	Viral:	How	to	Make	a	Killer	Video	
	


#136579	


277.	Heart	Failure,	Nitrites	and	Nitrates:	Novel	Paradigm,	
Novel	Treatment	


#136662	


	


Room	W183	ABC	
	


432.	The	Entrepreneurial	Professional:	Innovative	
Strategies	to	Customize	Your	Career	


	
#136551	


143.	Fear	Bootcamp:	How	to	Take	Action	and	Make	Fear	Your	
Homeboy	


Planned	with	the	Academy’s	Committee	for	Lifelong	Learning	
																																																																																																#136617	


255.	Weight	Stigma	in	Healthcare,	Communities	and	Policy:	
Issues	and	Opportunities	


	
#136664	


Room	W179	AB	
	


138.	Quality	Improvement	Strategies	for	RDNs	
Planned	with	the	Academy’s	Quality	Management	


Committee	
#136557	


139.	Quality	Improvement	Project:	Practice	and	Purpose	
Planned	with	the	Academy’s	Quality	Management	


Committee	
#136583	


266.	A	New	Prioritization	Framework	to	Optimize	
Community	Food	Security	


	
#136667	


Room	W178	AB	
	


313.	Making	a	Difference	in	the	World:	Kids	Eat	Right	
Campaign	


	
#136554	


176.	How	to	Be	a	School	Wellness	Champion!	
	
	


#136581	


457.	Town	Hall	Meeting:	PDP	Practice	Competencies	-What’s	
Next	and	What’s	in	It	for	You?	


Planned	with	the	Commission	on	Dietetic	Registration	
#136666	


Expo	Hall	F1	
	


9	a.m.	–	1	p.m.	
Poster	Sessions:	Wellness	and	Public	Health	(Authors	present	from	11:30	a.m.	–	1	p.m.)	


	
	


Saturday, October 21:


Logging CPEU: 
• Log each session individually under Activity Type 170 - Lecture/Seminar.
• Suggested Learning Need Codes (LNCs) and Performance Indicators (PIs) have been assigned for 


each session for use in your Learning Plan. 
• The CDR activity number is the six-digit number in the bottom right hand corner of each session 


listing on this schedule.  
• CPE Certificates are available on eatrightfnce.org and the FNCE® mobile app.


Opening Session: How Media Influences Healthcare Today  
Speaker: Dr. Sanjay Gupta, MD


 4 p.m.  - 6  p.m.   |   Skyline Ballroom - W375 BCDE


Centennial Celebration:  
Enjoy a cocktail and light hors d’oeuvres as you mingle with attendees and exhibitors!


6 p.m. - 7:30 p.m. (Immediately following Opening Session)
Open to all full-week FNCE® 2017 attendees, Sunday Only Registrants, Exhibitors and Guests


W175 ABC and W194 AB are the session overflow rooms for locked out sessions. 
A buzz notification will be sent via the FNCE® Mobile App to redirect attendees.


Get social using the official conference hashtag #FNCE!


 IMPORTANT: Badges must be worn at all times for FNCE® session, Expo and event access. No Exceptions.







         
Sunday,	October	22	(Chicago,	IL)	 	 	 	 	 	 	 	 	 	 	 	 	 	 																																																							Max	CPE	Hours:	6.0						


Session	room	 8:00	a.m.	–	9:30	a.m.	 10:00	a.m.	–	11:30	a.m.	 1:30	p.m.	–	3:00	p.m.	 3:30	p.m.	–	5:00	p.m.	
Room	W475	AB	 455.	Ready,	Set,	“Act”	ion:	Why	Policy	and	Advocacy	Are	


Important	to	You!	
Planned	with	the	Policy,	Initiatives,	and	Advocacy	Team	


#136529	


401.	Guiding	Food	Service	for	a	Healthy	Future	
	


	
#135369	


418.	Using	the	Automated	Self-Administered	24-Hour	
Dietary	Assessment	Tool	(ASA24)	
Planned	with	the	Research	DPG	


#135391	


345.	Self-Evaluation	of	QAPI:	Performance	Improvement	
and	“Good	Faith	Effort”	


	
#135393	


Room	W470	AB	 422.	Elevate	Your	Bariatric	Nutrition	Practice:	Bring	Your	
‘A’	Game	


	
	


#135045	


135.	Become	an	Institutional	Leader	of	Change:		
Implementation	of	Malnutrition	Electronic	Clinical	


Quality	Measures	
Planned	with	Academy	Sponsor:	Abbott	Nutrition	


#136545	


382.	What’s	New	on	the	Label:	Choline,	the	Forgotten	
Nutrient	


	
	


#135448	


148.	Does	Sustainability	Belong	in	Government	Dietary	
Guidance?	


	
	


#135423	
Room	W375	CDE	
(General	Session)	
	


180.	Going	Green:	Use	of	Medical	Cannabis	in	Medical	
Nutrition	Therapy	


	
#135047	


134.	You	Are	What	You	Just	Ate	
Planned	with	the	Academy’s	Committee	for	Lifelong	


Learning	
#135488	


153.	Sports	Supplement:	Facts,	Noise	and	Wishful-thinking		
Planned	with	the	Academy’s	Committee	for	Lifelong	


Learning	
#136782	


127.	Nutrigenomics:	Is	It	Ready	for	Prime	Time?	
Planned	with	the	Academy’s	Committee	for	Lifelong	


Learning	
#135425	


Room	W375	B	
	


154.	Intestines	on	the	Run		
Planned	with	the	Academy’s	Committee	for	Lifelong	


Learning	
	


#136780	


147.	Development	of	Alzheimer’s	Disease:	Ketones	to	
Help	Rescue	a	Brain	Running	Out	of	Fuel?	


Planned	with	the	Academy’s	Committee	for	Lifelong	
Learning	


#136547	


278.	The	Evidence:	Intermittent	Fasting	Effects	on	
Cardiometabolic	Disease	and	Cancer	


Planned	with	the	Oncology	Nutrition	DPG	
	


#135409	


210.	It’s	About	Time!	Circadian	System,	Meal	Timing	and	
Metabolism	


Planned	with	the	Weight	Management	DPG	
	


#135427	
Room	W375	A	
	


412.	Diabetes	and	the	RDN:	A	Continuous	Road	to	Skills	
and	Practice	Advancement	


Planned	with	the	Diabetes	Care	and	Education	DPG	
#135049	


214.	Implementation	of	Dietitian	Managed	Enteral	
Access	Devices	and	Feeding	Delivery	


Planned	with	Dietitians	in	Nutrition	Support	DPG	
#135379	


119.	2017	Presidents’	Lecture:	Systems	Medicine,	Big	Data	
and	Scientific	Wellness	-	Transforming	Healthcare	


	
#136585	


359.	Putting	Heart	into	Performance	Nutrition	for	
Collegiate	Athletes	


	
#135429	


Room	W196	ABC	
	


386.	Fiber’s	Essentiality	for	the	Microbiota	and	Health:	
Connecting	the	Dots	


	
	#135061	


181.	An	Innovative	Way	to	Screen	Nutritional	Risk	in	
Autism	Spectrum	Disorder:	The	SAMIE	


	
#135376	


186.	The	Skeleton’s	Out	of	the	Closet:	Implementing	a	
Malnutrition	Program	System-wide	


	
#135411	


339.	New	Tech	Meets	Nutrition	and	Dietetics:	What’s	in	
Store	for	the	Profession	and	YOU?	


Planned	with	the	Academy’s	Council	on	Future	Practice	
#135432	


Room	W192	ABC	
	


351.	The	Data	Payment	Connection:	Leveraging	Data	to	
Impact	RDN	Value	and	Revenue	


Planned	with	the	Nutrition	Services	Payment	Committee	
#135051	


122.	2017	Lenna	Frances	Cooper	Memorial	Lecture:	
Through	the	Eyes	and	Taste	Buds	of	Our	Children	-		
School	Food	and	Nutrition	Past,	Present	and	Future	


#135490	


331.	Become	an	Author	Tomorrow:	A	Guide	to	Digital	Self-
Publishing	


	
#135413	


206.	The	Changing	Face	of	Pediatric	Oncology	Assessment,	
Intervention	and	Collaboration	


	
#135434	


Room		W190	AB	
	


136.	What	Chicago	in	1900	Can	Teach	Us	about	the	
Challenges	of	Science	and	Food	Today	


Planned	with	the	Academy’s	Committee	for	Lifelong	
Learning	and	IFT		


#135486	


150.	Agriculture	Links	to	Healthy	Eating	Patterns	-	
Then	and	Now	(Part	1)	


Planned	with	IFT/ASN/IFIC	
	


#135382	


151.	Food	Science/Production	Links	to	Healthy	Eating	
Patterns	-	Then	and	Now	(Part	2)	
Planned	with	IFT/ASN/IFIC	


	
#135415	


152.	Food	Accessibility/Affordability	Links	to	Healthy	Eating	
Patterns	-	Then	and	Now	(Part	3)	
Planned	with	IFT/ASN/IFIC	


	
#135437	


Room	W187	ABC	
	


366.	The	Women’s	Health	Initiative:	Two	Decades	of	
Knowledge	Ready	for	Dissemination	


	
#135053	


362.	Incorporating	a	Family	Health	Behavior	Screening	
Tool	into	Research	and	Practice	


	
#135384	


118.	2017	Wimpfheimer-Guggenheim	International	Lecture	
How	Global	Nutrition	Collaborations	Impact	Change	-	


Lessons	from	Four	Continents	
#136590	


453.	Rethinking	Quality,	Outcomes	and	Value:	Perspectives	
from	Three	Dietitians	


	
#135439	


Room	W185	ABCD	
	


175.	Culinary	Demonstration:	K-12	Culinary	Institute	–	
Smarter	Wheels,	Successful	Students	


	
#135055	


	 155.	Culinary	Demonstration:	Cooking	Essentials	for	Every	
Dietitian	-	Tips	from	Chef	RDNs	


	
#135417	


129.	Culinary	Demonstration:	The	Inclusive	Table	-	Vegan	
Meals	Omnivores	Will	Love				


Planned	with	the	Academy’s	Committee	for	Lifelong	Learning	
#135455	


Room	W184	ABCD	
	


128.	Building	Healthier	Futures:	The	First	1,000	Days	
Planned	with	the	Academy’s	Committee	for	Lifelong	


Learning	
	


#134974	


240.	ACEND	Forum:	Showcasing	Innovation	as	a	
Future	Education	Model	Demonstration	Program	


Planned	with	the	Accreditation	Council	for	Education	
in	Nutrition	and	Dietetics		


#135386	


279.	Minding	Your	Peas	and	Qs:	Plant	Protein	and	the	
Quest	for	Wellness,	Quality	and	Functionality	


	
	


#135419	


149.	The	Edna	&	Robert	Langholz	International	Nutrition	
Lecture:	Collaborating	to	Battle	Cognitive	Decline	with	


Nutrition	
	


#136596	
Room	W183	ABC	
	


219.	Getting	a	Grip:	Handgrip	Strength	Examination	for	
Malnourished	Populations	


Planned	with	the	Clinical	Nutrition	Management	DPG	
	


#135057	


140.	Influence	Redefined:		Be	the	Leader	You	Were	
Meant	to	Be,	Monday	to	Monday		


Planned	with	the	Academy’s	Committee	for	Lifelong	
Learning	


#136553	


141.	Communicating	with	Confidence	and	Credibility,	
Monday	to	Monday		


Planned	with	the	Academy’s	Committee	for	Lifelong	
Learning	


#136592	


131.	Hot	Topic	-	Cyberbullying	and	the	Code	of	Ethics:	
What	is	the	Connection?	


Planned	with	the	Academy’s	Ethics	Committee	
	


#135492	
Room	W179	AB	
	


377.	Preparing	for	the	Second	Century	with	a	Stronger	
Focus	on	Public	Health	


#135063	


420.	Advancing	Clinical	Practice	with	Metabolomics	
	


#135373	


456.	Policy	to	Paycheck:	Show	Me	the	Money!	
Planned	with	the	Policy,	Initiatives,	and	Advocacy	Team	


#136593	


427.	More	than	a	Meal:	Demonstrating	Value	through	
Outcomes	Data	


#135452	
Room	W178	AB	
	


276.	Perspectives	from	RDNs	Solving	Local	and	Global	
Food	Insecurity	


	
#135059	


166.	The	WIC	Food	Packages:	Improving	Balance	and	
Choice	


	
#135389	


234.	CDR	Forum:	CDR	New	Certifications	-	Advanced	
Practice	in	Clinical	Nutrition	


Planned	with	the	Commission	on	Dietetic	Registration	
#135421	


335.	Retrospective	Chart	Reviews:	Practice	to	Publication	
to	Policy	


	
#135450	


Expo	Hall	F1	
	


9	a.m.	–	2	p.m.	
Poster	Sessions:	Professional	Skills;	Nutrition	Assessment	&	Diagnosis;	Medical	Nutrition	Therapy	(Authors	present	from	11:45	a.m.	–	1:15	p.m.)	


         
Monday	October	23	(Chicago,	IL)	 	 						 	 	 	 	 	 	 	 	 	 	 																																																																														Max	CPE	Hours:	6.5		


Session	Room	 8:00	a.m.	–	9:30	a.m.	 10:00	a.m.	–	12:00	p.m.	 1:30	p.m.	–	3:00	p.m.		 3:30	p.m.	–	5:00	p.m.	


Room	W475	AB	
	


242.	Small	Changes,	Big	Impact:	Integrating	
Interprofessional	Education	(IPE)	for	Student	Success	


#135511	


	 333.	Food	Management	Transition:	Making	Your	Plan	
	


#135682	


454.	Health	Care	in	America:	The	Case	for	Nutrition	
Planned	with	the	Policy,	Initiatives,	and	Advocacy	Team	


#136602	
Room	W470	AB	
	


352.	The	Future	of	Healthcare	Payment:	MACRA’s	
Impact	on	RDN	Practice	


Planned	with	the	Nutrition	Services	Payment	
Committee	


#135513	


403.	Enhancing	the	U.S.	Army	Performance	through	Key	
Nutrition	Initiatives		


	
	


#136441	


361.	Ready-to-Use	Materials	for	Counseling	Pregnant	Women	
on	Breastfeeding	Plus	Strategies	for	Integration	


	
	


#135810	
Room	W375	CDE	
(General	Session)	


	 116.	Member	Showcase:	Why	Food	is	the	New	
Internet:	The	Future	of	Food	


	
#135535	


196.	Weight	Loss	Pharmacology	for	the	RDN:	Safety	and	
Efficacy	


	
#135686	


309.	International	Dysphagia	Diet	Standardisation	Initiative	
(IDDSI):	USA	and	Global	Readiness	


Planned	with	the	Dietetics	in	Health	Care	Communities	DPG	
#135812	


Room	W375	B	
	


132.	Food	Fraud:	What's	on	My	Plate,	What's	in	It	
and	is	It	Safe	


Planned	with	the	Academy’s	Committee	for	Lifelong	
Learning	


#135515	


	 133.	Optimizing	Your	Online	Presence	Using	Search	Engine	
Optimization	


Planned	with	the	Academy’s	Committee	for	Lifelong	
Learning	


#135517	


303.	Intolerance	Versus	Avoidance:	Identifying	True	Food	
Allergies	


Planned	with	the	Behavior	Health	Nutrition		DPG	
	


#135816	
Room	W375	A	
	


188.	When	to	Initiate	Parenteral	Nutrition	in	the	
Hospital	and	at	Home:	A	Frequent	Question	with	


New	Answers	
	


#135523	


328.	Triggering	Change	in	Patients	and	Clients:	Insights	from	
Behavioral	Science	


Planned	with	the	Dietitians	in	Business	and	Communications	
and	the	Food	and	Culinary	Professionals	DPGs	


#135798	


125.	Perception	and	Reality	for	the	Future	of	Food:	
Biotechnology	in	Sustainable	Agriculture	


Planned	with	the	Academy’s	Committee	for	Lifelong	Learning	
	


#135814	
Room	W196	ABC	
	


216.	Influence	of	Diet	and	Body	Composition	on	
Thyroid	Hormone	Regulation	


	
	


#135519	


364.	Health	Professional	Workforce	Development:	Improving	
the	Health	of	Populations	


Planned	with	the	Academy’s	Committee	for	Public	
Health/Community	Nutrition	


#135794	


124.	Challenges	in	Understanding	the	Causes	and	
Consequences	of	Obesity	


Planned	with	the	Academy’s	Committee	for	Lifelong	Learning	
	


#136457	
Room	W192	ABC	
	


146.	Aquaponics:	A	Farming	Technique	to	Grow	Your	
Pescatarian	Diet	


#135521	


312.	Global	Nutrition	Responses	in	Infectious	Disease	
Planned	with	the	Medical	Nutrition	Practice	Group	


#135796	


433.	Yes	You	Can!	Proven	Strategies	to	Secure	a	Dietetic	
Internship	


#135684	
Room	W190	AB	
	


137.	2017	Trailblazer	Lecture:	Second	Star	to	the	
Right	-	The	Nexus	of	Dietetics	and	Food	Science	


Planned	with	International	Food	Technologists	and	
the	Academy	of	Nutrition	and	Dietetics	


#	136598	


201.	Evidence-Based	Heart	Failure	Nutrition	Therapy	Practice	
Guidelines:	Effectiveness	and	Recommendations	


	
	


#135791	


281.	Cleaning	Up	Label	Confusion	about	Fiber:	The	Road	Ahead	
for	Research	and	Practice	


	
	


#136443	
Room	W187	ABC	
	


168.	Innovative	and	Comprehensive	Nutrition	
Education	Programs	in	Schools	


	
#135525	


354.	Nutrition	Services	Payment:	The	Intersection	of	Law	and	
Ethics	


Planned	with	the	Nutrition	Services	Payment	Committee	
#135801	


130.	Not	Your	Mother’s	EHR	
Planned	with	Healthcare	Information	Management	and	


Systems	Society	(HIMSS)	
#136445	


Room	W185	ABCD	
	


384.	Cancer	Survivorship	Lifestyle	Guidelines:	Time	
for	Action	


	
#135527	


189.	PCOS:	Beyond	Hormones	and	Hot	Flashes	-	Nutrition	
Interventions	for	Women	Later	in	Life	
Planned	with	the	Women’s	Health	DPG	


#135804	


282.	New	Horizons:	Linking	Space	Station	Research	to	Healthy	
Aging	


Planned	with	the	Healthy	Aging	DPG	
#136447	


	


Room	W184	ABCD	 429.	Make	a	“Flash”	with	Dietary	Assessment	
Research	Using	Mobile	Phones	


#135531	


340.	Kick…What?	How	to	Fund	Your	Big	Idea	
	


#135806	


190.	Blenderized	Tube	Feeding:	Benefits	and	Practical	
Resources	


#136449	
Room	W183	ABC	
	


121.	Hot	Career	Paths	in	Nutrition:	Expert	Panel	
Planned	with	the	Academy’s	Committee	for	Lifelong	


Learning	
#135788	


144.	Improv	for	Effective	and	Adaptive	Communication	
Planned	with	the	Academy’s	Committee	for	Lifelong	


Learning	and	Second	City	Works	
#136600	


145.	Creating	Inclusive	Environments	for	Diverse	Perspectives	
Planned	with	the	Academy’s	Committee	for	Lifelong	Learning	


and	Second	City	Works	
#136601	


Room	W179	AB	
	


311.	Journeys	to	East	Africa:	Teaching	People	with	
Type	1	Diabetes	There	to	Help	Us	Teach	Here!	


	
#136459	


	 174.	From	Policy	to	Practice:	Implementing	the	Local	School	
Wellness	Policy	Final	Rule	


	
#136461	


272.	Hitting	Hunger	Hard:	Improving	Global	Food	Systems	One	
Meal	at	a	Time	


Planned	with	the	School	Nutrition	Services	DPG	
#136463	


Room	W178	AB	
	


424.	Informing	the	Future:	Looking	Back	at	100	Years	
of	Nutrition	Research	


Planned	with	the	Dietetics	Practice	Based	Research	
Network	Oversight	Committee		


#135533	


	 425.	Looking	Forward:	Nutrition	Research	Tools	and	
Techniques	for	the	Second	Century	


Planned	with	the	Dietetics	Practice	Based	Research	Network	
Oversight	Committee		


#135808	


426.	Looking	Forward:	Nutrition	Research	Topics	for	the	Second	
Century	


Planned	with	the	Dietetics	Practice	Based	Research	Network	
Oversight	Committee		


#136453	
Expo	Hall	F1	
	


9	a.m.	–	2	p.m.	
Poster	Sessions:	Food	Science;	Education;	Management;	Food	Services/Culinary;	Research;	Innovations	(Authors	present	from	11:45	a.m.	–	1:15	p.m.)	
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Committee for Lifelong Learning (CLL) 


FNCE® Breakfast Meeting 


Saturday, October 21, 2017 


7:30 AM – 9:00 AM (Central Time) 


Room: Skyway 260- Hyatt Regency Chicago 


 


 


 


TIME AGENDA ITEM PRESENTER ANTICIPATED 


OUTCOME 


7:30 am CALL TO ORDER & WELCOME R. Anding  


7:35 am 1.0 Consent Agenda* 


1.1 2016-17 CLL Roster 


1.2 2017-18 CLL Roster 


1.3 Conflict of Interest 


1.4 Volunteer Travel Policy 


1.5 FNCE® Grid  


Is there any conflict of interest related to the agenda 


that you need to declare? 


R. Anding Action 


7:40 am 2.0 Regular Agenda 


 Does the committee accept the agenda as written?  


R. Anding Action 


7:45 am 3.0 FNCE® Updates 


3.1 FNCE® Updates 


3.2  Keynote Sessions 


3.3 Onsite Auditing, Recruiting, Networking 


R. Anding/All 


 


 


Information/Discussion 


8:30 am 4.0 FNCE® 2018 


4.1 Call for Educational Sessions 


4.2 CLL Member Attendance- January Meeting        


(Logistics)  


4.2 Thinking Ahead – PPW integration into FNCE 


2018/Hill Day 


4.3 New Strategic Plan 


 


R. Anding 


 
 
 


D. Enos 


Information/Discussion 


8:55 am 5.0   Next Steps/Next Meeting R. Anding Information/Discussion 


9:00 am Adjournment   
 


 Attachment [Material(s) to be reviewed] 


*All items in the Consent Agenda are considered to be routine.  There will be no separate discussion of these items unless a Committee for Lifelong 
Learning member requests.  In the event a request is made, the item will be removed from the Consent Agenda and considered separately 
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2017 FNCE® Session Audit Form 
Committee for Lifelong Learning 


 


 
 


Title/Session ID #      
 


Moderator 
Name  


Comments  


Recommend for future FNCE®? YES NO 
Engaged attendees during Q&A? YES NO 


 


Speaker #1 
Name  


Comments  


Recommend for future FNCE®? YES NO 
Engaged attendees during Q&A? YES NO 
Explained learning objectives? YES NO 
Provided practical application points? YES NO 


 


Speaker #2 
Name  


Comments  


Recommend for future FNCE®? YES NO 
Engaged attendees during Q&A? YES NO 
Explained learning objectives? YES NO 
Provided practical application points? YES NO 


 


Speaker #3 (if applicable) 
Name  


Comments  


Recommend for future FNCE®? YES NO 
Engaged attendees during Q&A? YES NO 
Explained learning objectives? YES NO 
Provided practical application points? YES NO 


 
Should this topic be considered for presentation at FNCE® 2017? YES NO 
If yes, what are your professional recommendations to strengthen the topic for the future? 
 


 
Please bring your audit forms to the Speaker Ready Room (W180) before 2 p.m. Tuesday, Oct. 24, OR scan and email to 
lgranich@eatright.org by Wednesday, November 1.  



mailto:lgranich@eatright.org
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Mark your Calendars! 


 
 


2018 FNCE® Planning Meeting 
 


January 17-19, 2018 
 


 
 
 


Hotel Accommodations 
 


KIMPTON the GRAY  


122 W. Monroe Street  
Chicago, Illinois 60603 
Phone: (312) 750-9012 


http://www.grayhotelchicago.com/ 
 


 
Meeting 


Academy Headquarters 


120 South Riverside Plaza 


Suite 2190 


Lake Michigan Room 


Chicago, Illinois 60606 
 
 


We will plan on arranging all hotel reservations for an arrival date of Tuesday, January 16 with a departure 


date of Friday, January 19.If you envision any issues with those dates, please contact me to discuss.  


Remember that attendance at the full meeting is mandatory for all committee members.  
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Academy of Nutrition and Dietetics Strategic Plan 


Vision:  A world where all people thrive through the transformative power of food and nutrition 
Mission: Accelerate improvements in global health and well-being through food and nutrition 
Principles:  The Academy of Nutrition and Dietetics and our members: 


 Amplify the contribution of nutrition and dietetics practitioners and expand
workforce capacity and capability


 Integrate research, professional development, technology and practice to
stimulate innovation and discovery


 Collaborate to solve the greatest food and nutrition challenges now and in the
future


 Focus on system-wide impact across the food, well-being and health care
sectors


 Have a global impact in eliminating all forms of malnutrition.
Focus Areas: 
The Strategic Plan includes three areas where the Academy will focus efforts to accelerate 
progress towards achieving the vision and mission through impact goals in Prevention and Well-
being, Health Care and Health Systems and Food and Nutrition Safety and Security. The Plan, 
goals and strategies correlate to the principles. Through 2025, the Academy will prioritize 
programs and initiatives to demonstrate significant impact in: 


FOCUS AREAS Prevention and Well-being Health Care and Health 
Systems 


Food and Nutrition 
Safety and Security 


IMPACT GOALS  Develop and advocate for
policies that support
prevention and well-being
initiatives


 Increase equitable access
to nutrition and lifestyle
services


 Reduce prevalence of
overweight and obesity
and associated chronic
diseases


 Reduce all forms of
malnutrition


 Elevate the role of
nutrition status in quality
health care throughout
the lifecycle


 Identify and treat all forms
of malnutrition


 Leverage data to
demonstrate effectiveness
of dietetic and nutrition
interventions


 Improve health equity
through access to medical
nutrition therapy services


 Increase equitable
access to and
utilization of safe
nutritious food and
water


 Advance sustainable
nutrition and resilient
food systems


 Leverage innovations
in the reduction of
food waste and loss


 Champion legislation
and regulations that
increase food and
nutrition security
throughout the
lifecycle


08-09-17
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STRATEGIES 
Strategies build on our core organizational strengths in food and nutrition research; advocacy and 
communications; professional development; and workforce capacity and opportunities. 


STRATEGIES 


Research  Expand prospective food and nutrition research
• Conduct systematic reviews and develop evidence based practice guidelines and position


papers in collaboration with key stakeholders
• Advance global practice based research network of practitioners and partners to collect


data
• Develop and enhance platforms to host data on evidence-based interventions
• Collaborate to provide evidence on the effectiveness of food- and nutrition-related


interventions using internationally accepted processes and terms
• Collaborate to advance basic science research related to malnutrition and well-being


Advocacy and 
Communications 


 Impact food and nutrition policies and advocate through participation in the legislative and
regulatory processes and funding to support nutrition research at local, state, federal and
global levels


 Advocate for health care delivery and payment systems that maximize nutrition services
across clinical and community settings


 Advance global influence through effective alliances


 Serve as a trusted resource and utilize all media outlets to educate and promote evidence-
based practices and science-based resources to practitioners, the public, policy makers
and all stakeholders


Professional 
Development 


 Provide tiered, progressive education and career advancement to support practitioners’
needs


 Engage practitioners at all levels through recognition programs, certificates of training and
certifications


 Serve as primary resource for professional experiential training opportunities for
traineeships and fellowships, practitioner networking, mentoring and information sharing


• Collaborate in developing products and services to positively influence practice outcomes


 Create interprofessional training and professional development opportunities through
strategic partnerships and partner organizations


Workforce 
Capacity and 


Opportunities 


 Build a global nutrition collaborative to accelerate progress in improving health


 Increase the pool of educators, including those who are doctorate prepared


 Develop and advance innovative delivery models for degree and non-degree education
and training


 Increase the diversity and cultural competence of the workforce to reflect the
communities they serve


 Expand public health and community nutrition programs and initiatives


 Promote leadership self-efficacy and instill behavioral leadership skills at all levels of
professional competency, including for students, through expanded and varied learning
opportunities


08-09-17
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·        Go to www.eatright.org/expense and log in using the same username and password you

currently use to log into www.eatright.org as an Academy member.

 

·        Click on “Add New Expense Report” and select your approver – Diane Enos/Lori Granich

 

·        Enter expense report details and attach scanned receipts for your approved reimbursable

expenses. 

·        Click on “Submit for Approval”

 

 

Once you hit “Submit for Approval,” the system takes over.  Your approver will receive an email

requesting his or her approval of your expense report, and you will receive a subsequent email

once it is approved. Your approved expense report is then electronically forwarded to Accounting

for processing.  You may log back into the system at any time to track your expense report

progress. The system also displays an approximate deposit/check issue date.  

 

 

See you soon!

 

Lori 

 

Lori Granich, MBA, RDN

 

Director, Lifelong Learning and Engagement

 

Academy of Nutrition and Dietetics

 

120 South Riverside Plaza, Suite 2190

 

Chicago, IL 60606-6995

 

312/899-4895

 
lgranich@eatright.org 
www.eatright.org

 

 

 

 
DONATE today in recognition of this major milestone and support our Second Century Initiative!
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74. Re: FNCE Research DPG Membership Breakfast

From: Elizabeth Reverri <ejreverri@gmail.com>

To: Dianne Polly <diannepolly@gmail.com>, Lauri Byerley <lbyerley@msn.com>,

Katie Gustafson <KGustafson@eatright.org>

Cc: Donna Martin <DMartin@burke.k12.ga.us>,

donnasmartinforpresidentelect@gmail.com, Ashley Vargas

<ashleyvargasrdn@gmail.com>

Sent Date: Oct 12, 2017 21:43:18

Subject: Re: FNCE Research DPG Membership Breakfast

Attachment:

Dear Donna and Dianne, 
 

This is wonderful news! I very much look forward to meeting you both. 
 

Dianne, yes we would love for you to speak at the RDPG breakfast on the research initiatives. And

Dianne, would you like to say a few words too? 
 

If you have tight schedules, we can plan you in the agenda. Or if it is easier to just come when you

can, then we can have you speak at that time.  
 

Thanks,  

Beth 
 

On Thu, Oct 12, 2017 at 10:53 AM, Dianne Polly <diannepolly@gmail.com> wrote:  

I plan to be there, probably closer to 7 a.m. Looking forward to meeting your group! 

Dianne 
 

On Wed, Oct 11, 2017 at 9:08 PM, Elizabeth Reverri <ejreverri@gmail.com> wrote:  

Dear Donna and Dianne, 
 

We at the Research DPG are so excited for FNCE! We hope that you are still able to make it to

our Annual Research DPG Membership Breakfast - even if it is just for a few minutes to say a

quick hello to our members. 
 

It will be held on Monday from 630-830am at the Hyatt Regency Chicago (HQ hotel) in Regency

A.  
 

We will be discussing our Research DPG activities and have some time for networking. In

addition, there will be tributes to Samantha Ramsey, who served on the Research DPG Executive

Committee on the Nominating Committee, and Phyllis Stumbo, who was a Past Research DPG

Chair. 
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Please let me know if you will still have time to stop by. And if so, what time. I understand that you

have many dietitians and groups to meet with! Just in case it is helpful to have, my cell is: 650-

208-4053. 
 
Thank you,  
Beth  
 

--  

Elizabeth J. Reverri, PhD, RD 

Senior Scientist, Nutrition Science, Abbott Nutrition 

Chair, Research Dietetic Practice Group, Academy of Nutrition and Dietetics 

Chair, Early Career Nutrition interest group, American Society for Nutrition 
 
 
 

--  

Dianne K. Polly, JD, RDN, LDN 

Speaker, House of Delegates 

Academy of Nutrition and Dietetics
901-335-6106 
 
 
 
 

--  

Elizabeth J. Reverri, PhD, RD 

Senior Scientist, Nutrition Science, Abbott Nutrition 

Chair, Research Dietetic Practice Group, Academy of Nutrition and Dietetics 

Chair, Early Career Nutrition interest group, American Society for Nutrition 
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75. Re: FNCE Research DPG Membership Breakfast

From: Dianne Polly <diannepolly@gmail.com>

To: Elizabeth Reverri <ejreverri@gmail.com>

Cc: Donna Martin <DMartin@burke.k12.ga.us>,

donnasmartinforpresidentelect@gmail.com, Ashley Vargas

<ashleyvargasrdn@gmail.com>

Sent Date: Oct 12, 2017 10:53:48

Subject: Re: FNCE Research DPG Membership Breakfast

Attachment:

I plan to be there, probably closer to 7 a.m. Looking forward to meeting your group! 

Dianne 
 

On Wed, Oct 11, 2017 at 9:08 PM, Elizabeth Reverri <ejreverri@gmail.com> wrote:  

Dear Donna and Dianne, 
 

We at the Research DPG are so excited for FNCE! We hope that you are still able to make it to

our Annual Research DPG Membership Breakfast - even if it is just for a few minutes to say a

quick hello to our members. 
 

It will be held on Monday from 630-830am at the Hyatt Regency Chicago (HQ hotel) in Regency

A.  
 

We will be discussing our Research DPG activities and have some time for networking. In

addition, there will be tributes to Samantha Ramsey, who served on the Research DPG Executive

Committee on the Nominating Committee, and Phyllis Stumbo, who was a Past Research DPG

Chair. 
 

Please let me know if you will still have time to stop by. And if so, what time. I understand that you

have many dietitians and groups to meet with! Just in case it is helpful to have, my cell is: 650-

208-4053. 
 
Thank you,  
Beth  
 

--  

Elizabeth J. Reverri, PhD, RD 

Senior Scientist, Nutrition Science, Abbott Nutrition 

Chair, Research Dietetic Practice Group, Academy of Nutrition and Dietetics 

Chair, Early Career Nutrition interest group, American Society for Nutrition 
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--  

Dianne K. Polly, JD, RDN, LDN 

Speaker, House of Delegates 

Academy of Nutrition and Dietetics

901-335-6106 
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76. Re: FNCE Research DPG Membership Breakfast

From: Donna Martin <DMartin@burke.k12.ga.us>

To: Elizabeth Reverri <ejreverri@gmail.com>

Cc: donnasmartinforpresidentelect@gmail.com

<donnasmartinforpresidentelect@gmail.com>, Dianne Polly

<diannepolly@gmail.com>, Ashley Vargas <ashleyvargasrdn@gmail.com>

Sent Date: Oct 12, 2017 07:40:57

Subject: Re: FNCE Research DPG Membership Breakfast

Attachment:

Beth,  I am very excited about having the opportunity to speak for a few minutes at your breakfast.

I would love to share a couple of initiatives in the area of research that the Academy is working on.

Looking forward to it!

 

Sent from my iPhone

 

> On Oct 11, 2017, at 10:08 PM, Elizabeth Reverri <ejreverri@gmail.com> wrote:

>

> Dear Donna and Dianne,

>

> We at the Research DPG are so excited for FNCE! We hope that you are still able to make it to

our Annual Research DPG Membership Breakfast - even if it is just for a few minutes to say a

quick hello to our members.

>

> It will be held on Monday from 630-830am at the Hyatt Regency Chicago (HQ hotel) in Regency

A.

>

> We will be discussing our Research DPG activities and have some time for networking. In

addition, there will be tributes to Samantha Ramsey, who served on the Research DPG Executive

Committee on the Nominating Committee, and Phyllis Stumbo, who was a Past Research DPG

Chair.

>

> Please let me know if you will still have time to stop by. And if so, what time. I understand that

you have many dietitians and groups to meet with! Just in case it is helpful to have, my cell is: 650-

208-4053.

>

> Thank you,

> Beth

>

> --

> Elizabeth J. Reverri, PhD, RD
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> Senior Scientist, Nutrition Science, Abbott Nutrition

> Chair, Research Dietetic Practice Group, Academy of Nutrition and Dietetics

> Chair, Early Career Nutrition interest group, American Society for Nutrition
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77. FNCE Research DPG Membership Breakfast

From: Elizabeth Reverri <ejreverri@gmail.com>

To: Donna Martin <DMartin@burke.k12.ga.us>,

donnasmartinforpresidentelect@gmail.com, Dianne Polly

<diannepolly@gmail.com>, Ashley Vargas <ashleyvargasrdn@gmail.com>

Sent Date: Oct 11, 2017 22:08:49

Subject: FNCE Research DPG Membership Breakfast

Attachment:

Dear Donna and Dianne, 
 

We at the Research DPG are so excited for FNCE! We hope that you are still able to make it to

our Annual Research DPG Membership Breakfast - even if it is just for a few minutes to say a

quick hello to our members. 
 

It will be held on Monday from 630-830am at the Hyatt Regency Chicago (HQ hotel) in Regency

A.  
 

We will be discussing our Research DPG activities and have some time for networking. In

addition, there will be tributes to Samantha Ramsey, who served on the Research DPG Executive

Committee on the Nominating Committee, and Phyllis Stumbo, who was a Past Research DPG

Chair. 
 

Please let me know if you will still have time to stop by. And if so, what time. I understand that you

have many dietitians and groups to meet with! Just in case it is helpful to have, my cell is: 650-

208-4053. 
 
Thank you,  
Beth  
 

--  

Elizabeth J. Reverri, PhD, RD 

Senior Scientist, Nutrition Science, Abbott Nutrition 

Chair, Research Dietetic Practice Group, Academy of Nutrition and Dietetics 

Chair, Early Career Nutrition interest group, American Society for Nutrition 
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78. September 14-15 Board Meeting Attachments

From: Joan Schwaba <JSchwaba@eatright.org>

To: DMartin@Burke.k12.ga.us <DMartin@Burke.k12.ga.us>,

peark02@outlook.com <peark02@outlook.com>, 'Lucille Beseler'

<lbeseler_fnc@bellsouth.net>, 'Jo Jo Dantone-DeBarbieris'

<jojo@nutritioned.com>, 'Manju Karkare' <manjukarkare@gmail.com>,

'Margaret Garner' <mgarner@ua.edu>, 'Dianne Polly'

<diannepolly@gmail.com>, 'Marcy Kyle' <bkyle@roadrunner.com>, 'Linda

Farr' <linda.farr@me.com>, 'Hope Barkoukis' <Hope.Barkoukis@case.edu>,

'Kevin Sauer' <ksauer@ksu.edu>, 'Michele Lites'

<michelelites@sbcglobal.net>, 'Michele.D.Lites@kp.org'

<Michele.D.Lites@kp.org>, 'Susan Brantley' <brantley.susan@gmail.com>,

'Milton Stokes' <milton.stokes@monsanto.com>, 'Tammy Randall'

<Tammy.randall@case.edu>, 'Marty Yadrick' <myadrick@computrition.com>,

'Steve Miranda' <steve.miranda44@gmail.com>, 'Kevin Concannon'

<k.w.concannon@gmail.com>, Patricia Babjak <PBABJAK@eatright.org>

Cc: Alison Steiber <ASteiber@eatright.org>, Barbara Visocan

<BVISOCAN@eatright.org>, Diane Enos <denos@eatright.org>, Doris Acosta

<dacosta@eatright.org>, Jeanne Blankenship <JBlankenship@eatright.org>,

Marsha Schofield <mschofield@eatright.org>, Mary Beth Whalen

<Mwhalen@eatright.org>, Paul Mifsud <PMifsud@eatright.org>, Mary

Gregoire <mgregoire@eatright.org>, Chris Reidy <CREIDY@eatright.org>,

Susan Burns <Sburns@eatright.org>, William Murphy

<WMurphy@eatright.org>

Sent Date: Sep 08, 2017 18:48:28

Subject: September 14-15 Board Meeting Attachments

Attachment: Att 2.0 September 14-15 AgendaREV.pdf
September Board Meeting Packet_.pdf
September Board Meeting Arrival and Departures_.pdf

A revised agenda and the remaining attachments for the September Board meeting are now

available on the Board of Directors’ communication platform; a PDF of the full packet is attached

to this correspondence. Please click here and enter your Academy website username and

password to access the agenda and attachments on the Board portal. A paper meeting packet will

be delivered on Tuesday, September 12 via UPS (no signature required) to those Board members

who requested one. 

 

We have several guests joining us. On Thursday, September 14, Communications expert, Diane

Levin, will work with us to develop messaging for the new strategic plan; and James Hagestad of

Plante Moran will present the FY 2017 Audit Report. Joining us on Friday is Paula Goedert, the

Academy’s Legal Counsel from Barnes and Thornburg, to continue the BOD orientation with a

presentation on Board Member Responsibilities.  
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Thursday, September 14, 2017 – Loews Chicago O'Hare Hotel, 5300 N. River Road, Rosemont, IL – Warhol Room                      Revised 090817            


   TIME AGENDA ITEM PRESENTER IMPLICATIONS ANTICIPATED 


OUTCOME 


1:00 pm CALL TO ORDER AND WELCOME D. Martin   


1:00 pm  1.0 Consent Agenda* 


1.1 May 19-20, 2017 Minutes 


1.2 July 19-21, 2017 Minutes 


1.3 President’s Report 


1.4 CEO’s Report 


1.5 Foundation Report 


1.6 Foundation Strategic Plan 


1.7 Motion Tracking 


D. Martin  Action 


1:05 pm 2.0 Regular Agenda D. Martin  Action 


1:05 pm 3.0 Criteria for Effective Meetings/Conflict of Interest Policy D. Martin Generative Information 


1:10 pm 4.0 Financial Report 


4.1 FY 2017 Audit Report 


 


4.2 Executive Session with Auditors 


Is the Board ready to accept the FY 2017 Audit Report? 


 


J. Dantone-DeBarbieris 


(by phone) 


J. Hagestad 


Strategic/Generative/ 


Fiduciary 


Action 


2:15 pm BREAK    


2:30 pm 5.0 Alliance Program 


 


D. Enos Strategic/Generative/ 


Fiduciary 


Information/Discussion 


3:15 pm 6.0 Strategic Plan Messaging D. Levin/D. Acosta Strategic/Generative Information/Discussion 


4:30 pm 7.0 Strategic Measures and Metrics A. Steiber/W. Murphy Strategic/Generative/ 


Fiduciary 


Action 


5:45 pm 8.0 Summit Opportunity Areas Update P. Babjak Strategic/Generative/ 


Fiduciary 


Information/Discussion 


6:00 pm RECESS D. Martin   


6:30 pm Board Dinner: Ashburn Restaurant-Prado Room, Loews Hotel    
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Friday, September 15, 2017 – Loews Chicago O'Hare Hotel, 5300 N. River Road, Rosemont, IL   - Warhol Room                 Revised 090817   


TIME AGENDA ITEM PRESENTER IMPLICATIONS ANTICIPATED 


OUTCOME 


7:30 am BREAKFAST - Pollack B    


8:00 am  EXECUTIVE SESSION 


 


D. Martin   


9:00 am CALL TO ORDER D. Martin   


9:00 am 9.0 Orientation (continued) – Board Member 


Responsibilities 


 


P. Goedert Strategic/Generative Information/Discussion 


10:00 am BREAK    


10:15 am 10.0 ANDHII-Application Programming Interface M. Dittloff (by phone) Strategic/Generative/ 


Fiduciary 


Information/Discussion 


11:15 am 11.0 Academy Positions Committee and Evidence    


 Analysis Library Process Update 


A. Steiber Strategic/Generative Information/Discussion 


11:45 am 12.0 Honors and Awards L. Beseler Strategic/Generative Action 


12:30 pm LUNCH - Pollack B    


1:30 pm 13.0 Policy Initiatives and Advocacy Update J. Blankenship Strategic/Generative/ 


Fiduciary 


Information/Discussion 


 


2:15 pm 14.0 FNCE Update D. Enos Strategic/Generative/ 


Fiduciary 


Information/Discussion 


 


2:25 pm 15.0 Consent Agenda 


 


D. Martin  Action 


2:30 pm ADJOURNMENT D. Martin   
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MAY 19-20, 2017 MINUTES 


BOARD OF DIRECTORS MEETING             


 


 


 


Board of Directors 


in Attendance 


 


 


 


Lucille Beseler, chair, Patricia M. Babjak, Hope Barkoukis, 


Tracey Bates, Don Bradley, Susan Brantley Evelyn F. Crayton, Jo Jo 


Dantone-DeBarbieris, Michele Delille Lites, Linda T. Farr,  


Denice Ferko-Adams, Margaret Garner, Donna S. Martin, Aida Miles (for 


5/19 and a portion of 5/20), Steven Miranda, Dianne Polly,  


Jean Ragalie-Carr, Tamara Randall, Kay Wolf 


Incoming Board of 


Directors in 


Attendance 


Kevin Concannon. Manju Karkare, Marcia Kyle, Mary Russell,  


Kevin Sauer, Milton Stokes, Marty Yadrick 


 


Staff in Attendance 
 


Doris Acosta, Jeanne Blankenship, Katie Brown, Susan Burns (for 5/19 


only), Diane Enos, Sharon McCauley, Paul Mifsud, William Murphy 


(portion of 5/20 only), Marsha Schofield, Mary Pat Raimondi, Chris Reidy 


(for 5/19 only), Joan Schwaba, Alison Steiber, Barbara Visocan, 


Mary Beth Whalen 


May 19, 2017 
 


Executive Session 


Motion #1 


Approved 


 


Move into Executive Session. 
 


Executive session convened at 1:06 pm. 
 


Motion #2 


Approved 


          Move out of Executive Session. 


 


Executive session adjourned at 1:57 pm. 
 


Call to Order 


A quorum being present, Lucille Beseler, chair, called the meeting to order at 2:10 pm.   
 


Consent Agenda 


No items were removed from the consent agenda for discussion.  
 


Motion #3 


Approved 


Move to accept the consent agenda. 


 


Regular Agenda 
 


Motion #4 


Approved 


Move to approve the agenda. 


 


Criteria for Effective Meetings/Conflict of Interest Policy 


Board members were asked to declare any potential conflicts of interest related to each agenda 


item.   
 


FY18 Budget  


Declarations of conflict of interest: None voiced. 
 


The Treasurer presented the 2017 year end forecast and 2018 budget that has been reviewed and 


approved by the Finance and Audit Committee.  The 2017 year end results will have an 


operational deficit, but it is forecasted to be $63,000 lower than the budget.  This continues the 
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improvements begun at the end of the 2015 Fiscal Year.  Staff believes the Academy is on target 


to achieve, if not exceed, the current projections.  The result will be achieved even though the 


revenue will fall short of the budget expectations by over $1 million. 
 


The 2018 budget will be balanced, after investment returns.  Operationally, the Academy is 


expecting an operating deficit of $1,150,000.  This is a 26% improvement over 2017 and a 63% 


improvement since the end of 2015. 
 


The budget does reflect a 7.5% revenue growth driven by FNCE, Sponsorships, Professional 


Development and Electronic Publications.  Even though this is aggressive, staff and the Finance 


Committee believe this is achievable given the 100th anniversary celebration at FNCE. 
 


Reserve levels are expected to remain flat at the end of 2018 when compared to 2017. Overall, 


reserves will be healthy and well above the 50% requirement.  
 


Motion #5 


Approved 


Move to accept the FY18 budget as recommended by the Finance & Audit 


Committee.  
 


House of Delegates Spring Meeting 


Declarations of conflict of interest: None voiced.  
 


L. Farr reported on the outcomes of the House of Delegates (HOD) Spring meeting. This was the 


97th HOD meeting and the 9th Virtual Meeting. The technology in the new Academy office 


space worked well. Day one of the meeting focused on the mega issue of Future Practice, “How 


can food and nutrition practitioners elevate the profession, expand opportunities, and enhance 


practice for the Second Century?” Day two was a continuance of the Fall HOD dialogue on 


Wellness and Prevention, with a focus on the last two Appreciative Inquiry steps: design and 


deploy. Meeting outcomes documents included a summary sheet of both days and a “Call to 


Action” for both delegates and members. There will be no motion from the meeting. In addition, 


the HOD approved two bylaws amendments: one shifting responsibility for identifying 


candidates for elected seats on the Commission for Dietetic Registration (CDR) from the 


Nominating Committee to CDR to meet new external accreditation standards, and another to add 


the Associate Members category of membership to the Academy bylaws.  
  
2017 Academy National Honors and Awards Nominees 
Declarations of conflict of interest: None voiced. 
 


Annually, the Academy honors outstanding food and nutrition practitioners and supporters of the 


profession.  The Honors Committee reviews the submissions for all national Academy honors 


and awards using standardized procedures and scoring processes. 
 


The nominees for the 2017 Academy National Honors and Awards were presented to the Board 


for approval. The Board was reminded to keep the information confidential until recipients and 


non-recipients have been notified. 
   


The Board passed a motion asking the 2017-2018 Honors Committee to consider revising the 


Academy’s national honors and awards program by simplifying the application process, revising 


the Honors Policy to consider posthumous awards if the individual was deceased five years or 


less, and to enhance the Honors marketing plan. 
 


Motion #6 


Approved 


Move to approve the Honors Committee’s recommendations for the 2017 awards 


and honors recipients. 
 


Motion #7 Move that the 2017-2018 Honors Committee consider revising the Academy’s 
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Approved national honors and awards program by simplifying the application process, 


revising the Honors Policy to consider posthumous awards if the individual was 


deceased five years or less, and to enhance the Honors marketing plan. 


 


Second Century Update 


Declarations of conflict of interest: None voiced. 
 


A Second Century update was presented to the Board. Based on input from the Board, the 


Executive Team and select staff, the first three Nutrition Impact Summit initiatives 


recommended for development and implementation planning are: Global Nutrition 


Collaborative; Lifestyles First; and Nutrition in Population Health. 


 


Through 2025, the Academy will prioritize programs and initiatives to demonstrate significant 


impact in Prevention and Wellness, Health Care and Health Systems, and Food and Nutrition 


Security. The Second Century strategy will build on core organizational strengths: food and 


nutrition research, professional development and workforce capacity. 
 


Several activities which align with the Second Century focus areas are underway and were 


shared with the Board. Funding for the Second Century initiatives will come from internal grants 


(Second Century fund), external grants, and products and services developed from Second 


Century Initiatives.  


 


RECESS 


The Board recessed at 4:45 pm. 


 


May 20, 2017 
 


Strategic Measures  


Declarations of conflict of interest: None voiced.  
 


The Strategic Measures are used to evaluate progress toward achieving the Strategic Plan and 


organizational goals. An update on the current data was shared with the Board.  


 


The Board provided feedback on multiple measures, and key points for review and revision 


were: the addition of sentiment analysis to media impressions outcomes, the addition of social 


media to media impressions, the need for benchmarking and additional investigation into 


members’ perception of membership value, and investigation into additional dimensions of 


employee engagement beyond simple retention data. 


 


Board Dietetic Practice Group Task Force: Interim Update  


Declarations of conflict of interest: None voiced. 


 


The Board heard an interim update on the work of the DPG Business Plan Task Force in advance 


of the July Board retreat.  The Board task force recently met by teleconference to align the 


business plan to Second Century efforts. Alignment efforts focus on operational, professional, 


financial and strategic communications. A three-year draft implementation cycle was also 


presented outlining the fiscal year 2018 through 2020 efforts.  The Board supported the direction 


of the task force for further development of the business plan for presentation at the July Board 


retreat. 


 


Malnutrition Quality Improvement Initiative Progress Update  
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Declarations of conflict of interest: None voiced. 


 


The Board received a progress report on the Malnutrition Quality Improvement Initiative (MQii), 


a multi-year partnership with Avalere Health and Abbott. Over the past four years, the Academy 


been successful in raising awareness of malnutrition among older adults as a public health 


problem that necessitates immediate resolution among key stakeholders, including CMS.  A 


significant number of public comments were submitted to CMS and the National Quality Forum 


(NQF) in support of measure endorsement and adoption. The four malnutrition measures were 


included in the published Hospital Inpatient Quality Reporting Pre-Rule in April 2017. It is now 


important the Academy works with stakeholders to submit supporting comments for the 


electronic clinical quality measures (eCQM) be included in the August CMS final rule.  


 


Currently over 50 innovative hospitals across the country have been successfully recruited and 


enrolled, tasked with implementing a dual pronged quality improvement initiative, coupled with 


eCQMs adoption to showcase the scalability of this approach. The initiative has been presented 


at several venues including FNCE, The White House Council on Aging, Institute for Healthcare 


Improvement, and CMS among others.  


 


The Academy and Avalere are in the early stages of developing a Global Malnutrition Composite 


Score to measure steps of malnutrition care including screening, assessment, and diagnosis and 


care plan, which may be considered for NQF endorsement. Another milestone is the release of 


the National Blueprint: Achieving Quality Malnutrition Care for Older Adults outlining potential 


actions to close the gap and improve health outcomes for older adults by addressing malnutrition 


care across the continuum of acute, post-acute, and community settings. Finally, there are plans 


for many malnutrition related events at FNCE 2017 Chicago including a Malnutrition Track with 


several sessions, opening session spotlight videos, Learning Collaborative 2.0 facility successes, 


and a Hot Topic to define interprofessional work on malnutrition and any latest updates from 


CMS. 


 


Board Activities 


Declarations of conflict of interest: None voiced. 


 


The Board retreat will be held on July 19-21, 2017 in Austin, Texas, and will focus on strategic 


thinking and planning. Glenn Tecker from Tecker International, LLC, will join us to facilitate 


our strategic planning dialogue. The retreat will also include orientation on the Board’s roles and 


responsibilities. In June a link will be sent to Board members to view and download the 2017-18 


Board Handbook on the Board portal. 


 


Adjournment 
 


The meeting was adjourned by consensus at 11:30 am. 
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JULY 19-21, 2017 MINUTES 


BOARD OF DIRECTORS RETREAT         


 


 


 


Board of Directors 


in Attendance 


 


 


 


Donna S. Martin, chair, Lucille Beseler, Patricia M. Babjak,  


Hope Barkoukis (by phone for portions of the meeting), Susan Brantley 


(by phone for portions of the meeting), Jo Jo Dantone-DeBarbieris,  


Michele Delille Lites, Linda T. Farr, Margaret Garner, Dianne Polly,  


Tamara Randall, Kevin Concannon (7/19 and 7/20 only),  


Manju Karkare, Marcia Kyle, Mary Russell, Kevin Sauer, Milton Stokes 


(7/20 and 7/21 only), Marty Yadrick 


  


Board of Directors 


not in Attendance 


 


Steven Miranda 


Invited Guests  Coleen Liscano, chair of the Commission on Dietetic Registration (7/19 


and 7/20 only); Wanda Eastman, chair of the Accreditation Council for 


Education in Nutrition and Dietetics; Linda Snetselaar, Editor of the 


Journal of the Academy of Nutrition and Dietetics; Marisa Moore, chair of 


the Nominating Committee 


  


Facilitators  Glenn Tecker, Chairman and co-CEO of Tecker International 


  


Presenters Lisa Dierks, chair of the Code of Ethics Task Force (by phone); Steven 


Worth, Senior Consultant at Worth Consulting 


  


Staff in Attendance Doris Acosta, Jeanne Blankenship, Nicci Brown, Susan Burns,  


Diane Enos, Mary Gregoire, Paul Mifsud, Christine Reidy (7/19 and 7/20 


only), Marsha Schofield, Joan Schwaba, Alison Steiber, Barbara Visocan, 


Mary Beth Whalen 
 


Call to Order, Welcome, Introductions 


A quorum being present, D. Martin, chair, called the meeting to order at 1:00 PM. Introductions 


were made and guests were welcomed. 
 


Academy/CDR Code of Ethics 


Declarations of conflict of interest: None voiced.  
 


L. Dierks, Chair of Ethics Committee presented a draft Code of Ethics for consideration. The 


Board approved the draft Code, which now moves to the CDR board for approval.  Subsequently 


it will be distributed to all Academy members and all credentialed practitioners for input. 
 


Motion #1 


Approved 


Approve the draft Academy/CDR Code of Ethics as presented. 


 


House of Delegates Mega Issue 


D. Polly provided an update on HOD activities and the mega issue for the Fall HOD meeting. 


Unique to the Fall HOD meeting, delegates were presented with options for the mega issue and 


selected “Championing RDNs in Positions of Leadership,” an issue submitted by the Committee 


for Public Health/Community Nutrition and the Public Health/Community Nutrition DPG. The 


discussion will use the Appreciate Inquiry framework to identify ways to build a pipeline of 
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nutrition and dietetics practitioners for leadership roles in key influential and visible positions in 


institutions, organizations and government bodies as a means to positively impact local, state and 


national policies that promote health and disease prevention. In addition to this mega issue, day 


two of the meeting will be used to introduce the revised Code of Ethics and engage delegates in 


conversations around the practical applications and implications of it. Academy Board members 


were invited to attend the meeting on October 20-21, 2017.  
 


The HLT is exploring options with the Lifelong Learning and Professional Engagement team for 


continued Appreciative Inquiry and leadership training for delegates in an effort to build a high-


functioning HOD that can help lead the profession into the Second Century. The HLT recently 


approved adding a new Core Function to the HOD – “Public Policy and Advocacy” based on 


recommendations from the HOD Public Policy Task Force.  
 


Dietetic Practice Group Business Plan 


Declarations of conflict of interest: None voiced.  
 


The Board accepted the recommendations of the BOD Work Group Dietetic Practice Group 


(DPG) business plan as presented.  The plan implements in the current fiscal year (FY18) using a 


four-pronged model focused on communications, operational, professional and financial 


perspectives with a multi-year rollout.  Ongoing engagement points with the DPGs ensures that 


the groups grow into strategic specialty groups that can best advocate for the advancement of the 


Academy and its members now and into the foreseeable future.   
 


Motion #2 


Approved 


Approve the proposed DPG business plan recommendations. 


 


Alliance Program Update 


In alignment with the future strategic plan, including mission, vision and principles, a future 


alliance program model concept was presented to the Board.  Discussion ensued around strategic 


alliances, key stakeholders, markers for success and potential partner organizations while 


aligning to a model focused on the three key segments of knowledge transfer, market opportunity 


and increased efficiency.  The Board supported the further development of the conceptual 


alliance program as a business plan to be presented at the September Board meeting.   
 


Nominating Committee Update 


L. Beseler provided an update regarding the following outcomes of the July 6 Nominating 


Committee planning meeting.  


 The voting timeline will be shortened from three weeks to two weeks. Voting will now 


begin February 1 and close February 15.  


 The campaigning timeframe was also shortened. Candidates will be allowed to begin 


campaigning January 16 and continue through the voting period, ending February 15.   


 To decrease the concerns regarding transparency of the candidates it was agreed to 


require nominees to disclose on their biographical information form which companies 


they worked for in the past year. This information will be available for members to view 


on the elections website.  


 Due to low number of views and candidate feedback the Meet the Candidates Forum 


webinars will be discontinued. 
 


The Board had an in depth discussion regarding the processes used to assess the qualifications, 


skill sets and demonstrated leadership capabilities of nominees. The Board liaison will bring 


back to the Board enhancements to the process to ensure that only qualified individuals with 


demonstrated leadership capabilities are selected for positions on the national Academy ballot.  
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Global Business Strategy Development 


The Board received the Global Business Development Strategy report from Steven Worth, 


Senior Consultant at Worth Consulting, regarding the opportunities for globalization and how a 


focused effort, successfully executed can positively impact revenue growth.  The plan and its 


associated activities will be further developed and shared with the Board for feedback at the 


November meeting. 
 


Board Orientation – Governance 


As part of its orientation, in June Board members received a communication with links to the 


online 2017-18 Board Handbook.  The handbook is a resource that provides information on the 


Academy’s strategic direction, the Board’s roles and responsibilities, and current programs and 


services. Board members were provided a flash drive containing the current handbook and 


Academy policies and procedures so the materials can be easily accessed to answer questions 


from members.  
 


G. Tecker led the discussion on defining governance and the role of the Board. To supplement 


the orientation, at its September meeting Board members will hear a presentation from legal 


counsel regarding Board member responsibilities and conflict of interest.  


 


Communication Strategies for Member Engagement 


In a follow-up to the presentation on Governance Models and Best Practices at the 2016 


November Board, G. Tecker led the group in a discussion on communication strategies for 


member engagement. 
 


Foundation Strategic Plan 


The Foundation Board of Directors met last month and approved the new Foundation vision, 


mission and principles which are in alignment with that of the Academy’s.  The Board also 


reviewed the newly proposed goals and strategies of the Foundation’s Strategic Plan, which 


supports the Academy’s plan sharing a vision and a complementary mission. Foundation staff 


incorporated the feedback and the plan will go back to the Board for final approval during its 


September call.  During its meeting the Foundation Board also approved three projects and 


scholarship/fellowships that will be supported with funding raised through the Second Century 


campaign  


 $150,000 grant to the Academy’s Research, International and Scientific Affairs team to 


develop a Transitions of Care Implementation Guide, which will assist electronic health 


record vendors in creating templates that include RDN documentation via the Nutrition 


Care Process in patient data exchange across care settings 


 $70,000 for Nutrition Sustainability Fellow 


 $10,000 for a scholarship in memory of Constance Geiger which was matched by both an 


anonymous donor and her husband for a total of $30,000 
 


New Academy Strategic Plan 


Declarations of conflict of interest: None voiced.  
 


The annual retreat is used to focus thinking on the strategic direction of the organization.  


Setting, implementing and monitoring the Academy’s strategic direction is a Board 


responsibility. The retreat focuses on evaluating the relevance of the strategic direction. The 


Strategic Plan is ongoing, and strategic measures are used to review its relevance and success.   
 


The E-team developed a draft foundational Strategic Plan for the Board’s consideration, 


reflecting the input received from various Academy groups. The new plan expands upon the 
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Academy’s core organizational strengths in research, advocacy, professional development and 


workforce capacity.  The draft includes how the Academy and the nutrition and dietetics 


profession can apply the principles through fundamental strengths to make an impact in three 


focus areas: health care and health systems, prevention and well-being, and food and nutrition 


security. 
 


The Board reviewed and discussed the new Academy Strategic Plan and provided suggestions 


and modifications.  
 


Motion #3 


Approved 


Approve the proposed strategies and principles of the new strategic plan, 


with modifications received by the Board. 
 


Next Steps 


The next steps in the strategic planning process are to evaluate the infrastructure needs going 


forward and make changes/recommendations, develop a communication plan, finalize a 


globalization business plan, develop organizational functional unit business plans, and assess 


governance alignment to support strategic plan.  
 


In September, the business plans for the Alliance program and the three Nutrition Impact 


Summit Initiatives; Global Nutrition Collaborative, Lifestyles First, Nutrition in Population 


Health, will be presented to the Board for consideration.  


 


Adjournment 


The meeting was adjourned at 12:00 PM on July 21, 2017 by consensus. 
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PRESIDENT’S REPORT 


BOARD OF DIRECTORS MEETING 


SEPTEMBER 14-15, 2017 


 


 


 


Activity highlights since our May meeting. 


 


Hurricane Harvey and Disaster Relief Fund 


The Academy Board of Directors, staff and members are devastated to see the destruction in Texas from 


Hurricane Harvey. The Academy immediately posted important food safety, emergency preparedness, 


and disaster relief resources for members on eatrightPRO. To support disaster victims seeking financial 


aid, the Commission on Dietetic Registration donated to the Foundation’s Disaster Relief Fund. In 


addition, for those affected by Hurricane Harvey, early-bird registration deadline for the Food & 


Nutrition Conference and Expo has been extended to September 30. Members may contact Rebecca 


McHale at fnce@eatright.org or 312-899-4851 for assistance. In addition, the Commission on Dietetic 


Registration has extended the deadline for paying the annual registration maintenance fee to  


September 30.  


 


Affiliate Outreach  


A priority of mine during this year is to extend the Academy’s outreach to Affiliates, recognizing the 


value of the Academy-Affiliate relationship and its importance in keeping members informed about 


products, services and activities of the Academy and the Foundation. As part of this outreach, Affiliates 


are being encouraged to invite a Board member to attend their annual meetings for an Academy Update 


presentation. To assist Affiliates needing financial support for such an invitation, the Board of Directors 


has approved offering speaker grants applications to Affiliates seeking financial support or to those who 


have not had a representative in at least five years. Ten grants of $500 will be awarded. During Board 


members’ attendance at Affiliate events, I encourage you to meet with leaders and students and consider 


giving an additional presentation on a topic relating to your area of expertise. 


 


Membership Update 


As of July 31, membership in the Retired category set a new record high and now represents 5.8 percent 


of all Academy members. Recent changes to the Associate member qualifications are showing a 


favorable response with 17 new (first-time) Associate members and a 35 percent year-to-date increase in 


this category for 2017-2018 over 2016-2017. The International category added 55 new (first-time) 


members and an 11.5 percent year-to-date increase in this category for 2017-2018 over 2016-2017.   


 


In response to recent communications, more than 200 members activated their “Find an Expert” profiles, 


increasing public access to food, nutrition and dietetics practitioners. During the final three days of the 


Academy’s official membership renewal period, the Member Service Center representatives fielded more 


than 1,550 calls and assisted with membership renewals, product orders and myriad other questions and 


issues.   


 


As of August 1, there are 681 Academy Fellows, all of whom have been invited to a reception at FNCE 


on Saturday, October 21. Forty-seven members celebrating 50 years of continuing membership will 


attend FNCE and a special celebration on October 21. 


 


As of August 1, more than 130,000 pieces of communications have been sent to non-members including 


mailed and emailed items. Telemarketing to those who did not renew by June 1 began in late August. In 


early September, ACEND educators received a mailing providing information to share with students 


encouraging them to join the Academy.  



http://www.eatrightpro.org/resource/news-center/member-updates/events-and-deadlines/hurricane-harvey-resources-for-food-safety-and-disaster-relief

http://eatrightfoundation.org/scholarships-funding/disaster-relief-fund-application/
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Academy Leaders to Speak at National Conference on Preventing Diabetes 


Lucille Beseler and I will present a symposium on childhood obesity and Jo Jo Dantone-DeBarbieris and 


Marcy Kyle will present a hands-on workshop on diabetes prevention at the 2nd National Conference on 


Prevention of Diabetes, to be held at Emory University November 17 to 19 in Atlanta. A discounted 


registration rate is available for Academy members. The Academy is promoting the event to members 


through DPG and affiliate communications channels, in ERW and on social media.  


 


Governance Update 


The Academy’s collaborative efforts continue with the American Gastroenterological Association on 


payment models for obesity services. AGA has been offering a series of webinars for its members on the 


Obesity Episode Payment model developed under AGA’s leadership with the American Society for 


Metabolic and Bariatric Surgery, American Psychological Association, American Institute of 


Pharmaceutical Sciences and the Academy.  Members of the Academy’s Nutrition Services Coverage 


Team spoke in an August 2 webinar on “Incorporating Comprehensive Nutrition Counseling into Your 


Obesity Practice,” highlighting both the role and the value of registered dietitian nutritionists in GI 


practices. In May, Academy staff spoke during Digestive Disease Week in a panel discussion on 


“Multidisciplinary Treatment of Obesity: Success through Teamwork.” The invitations to participate in 


these projects speaks to the high level of respect for our profession by physicians. 


 


Trinity Health System Nutrition and Wellness Advisory Council  


On July 27, Academy member and RDN, William Swan, past chair and member of the Nutrition Care 


Process Research Oversight Committee and past member of the Evidence Based Practice Committee, 


attended the meeting in Livonia, Mich., of the Trinity Health System Nutrition and Wellness Advisory 


Council. William has been named the Academy’s representative to the Council. Trinity Health is a 


national, not-for-profit Catholic health system operating 93 hospitals in 22 states. 


 


Feeding America’s Strategy Development Meeting 


On August 1, I attended a strategy development sessions at Feeding America with other senior network 


leaders and external partners in Washington, D.C. The meeting was led by the Feeding America 


community health and nutrition team and focused on efforts to improve the diet quality of people Feeding 


America serves. Attendees included an array of national experts, including the diversity of the food bank 


network (i.e., geographic regions, approaches to food distribution, nutrition programming, and 


partnerships).  


 


 


Meetings 


 


June 


 June 1: Linda Farr spoke in San Antonio, Texas, to the Brook Army Medical Center Dietetic 


Internship Program 


 June 2-3: Mary Russell represented the Academy at the Dietitians in Nutrition Support Symposium in 


Scottsdale, Ariz. 


 June 6: Academy member and RDN Wahida Karmally, spoke at a Washington, D.C. roundtable of 


the American College of Cardiology. 


 June 6-8: Academy member and RDN Brenda Richardson, represented the Academy at the 


Association of Nutrition & Foodservice Professionals annual conference in Las Vegas, Nev. 


 June 7: Academy members and RDNs Catherine Christie and Katie Eliot, represented the Academy 


and the Accreditation Council for Education in Nutrition and Dietetics at the Interprofessional 



http://www.diabetes-prevention.us/welcome.php

http://www.diabetes-prevention.us/welcome.php

https://ams.eatright.org/eweb/StartPage.aspx?Site=ACAD2014

https://ams.eatright.org/eweb/StartPage.aspx?Site=ACAD2014

http://www.cghjournal.org/article/S1542-3565(17)30146-5/pdf
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Education Collaborative Council summer meeting, to provide the nutrition and dietetics perspective 


to the IPEC council. 


 June 7-10: Marty Yadrick represented the Academy at the Dietitians of Canada meeting in St. John’s, 


Newfoundland, Canada.  


 June 9: I spoke at the Arizona Academy of Nutrition and Dietetics Conference in Phoenix. 


 June 14-15: I represented the Academy at the United Fresh Produce Association annual meeting in 


Chicago and spoke on at a session on school nutrition and public policy. 


 June 29:  I spoke at a panel discussion in Rosemont, Ill., organized by the National Dairy Council, on 


“Marketing Food through Hope, Not Fear,” discussing the ethics of food marketing as it relates to 


sustainability and agriculture.  


 


July 


 July 9-12: I represented the Academy at the School Nutrition Association Conference in Atlanta. 


 July 16: I spoke at the Florida Food and Nutrition Symposium in Fort Lauderdale. 


 July 22: Lucille Beseler spoke at the University of North Florida Doctorate in Clinical Nutrition 


Leadership Institute.  


 


August 


 August 4-10: Jo Jo Dantone-DeBarbieris represented the Academy at the American Association of 


Diabetes Educators’ annual conference in Indianapolis, Ind. 


 August 11: I spoke at the University of Alabama – Birmingham School of Health Professions alumni 


program and UAB’s DI certificate ceremony. 


 August 15-18: Marty Yadrick represented the Academy at the Association of Healthcare Foodservice 


Annual Conference in National Harbor, Md. 


 August 21: I spoke to the Minneapolis, Minn., public school nutrition program. 


 


September 


 September 6: Lucille Beseler spoke in Rock Hill, S.C., at Winthrop University’s 100th anniversary 


celebration. 


  


 


 


 


SUBMITTED BY: Donna S. Martin, EdS, RDN, LD, SNS, FAND 
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Activity highlights since our May meeting. 


 


Coming Soon … New SmartBrief for Food & Nutrition Professionals  


The Academy will soon be working with SmartBrief, a leading digital media publisher of targeted news, 


to deliver daily news to our members. SmartBrief for Food & Nutrition Professionals will contain the 


most relevant food and nutrition media coverage – curated daily from more than 10,000 major media 


outlets, regional newspapers, trade publications and blogs. Academy members will gain valuable 


insights into the most critical food and nutrition issues. The Academy will take advantage of in-brief 


advertising to promote key initiatives, and work closely with SmartBrief to provide thought leadership 


and brand awareness, while promoting our priorities and objectives. Look for your issue coming in 


October.  


 


NetForum Upgrade 


The Information Technology Department is planning an upgrade to the current AMS (Association 


Management Software net FORUM) from version 2011 to 2015. We are currently testing the 


functionality, processes, and reporting to ensure that there are no issues related to any of the modules 


when records are updated. The testing timeline will be completed by Friday, September 08, 2017, with a 


go live date of Friday, September 22, 2017. 


  


Quality Management Update  


Academy member and RDN Susan Konek, member of the Academy’s Quality Management Committee, 


will serve as a member of the National Quality Forum’s Pediatric Measures Standing Committee. Many 


of the Forum’s measures are the result of years of work by the Centers of Excellence in Pediatric Quality 


Measurement, which aimed both to develop new measures and refine current ones in high-priority areas 


of child health. Konek successfully served two years on the committee and NQF has requested that she 


continue for another two-year term. 


  


Quality Leader Alliance 


The Quality Strategies Workgroup under the direction of the Quality Management Committee 


announced nine new members of the Quality Leader Alliance, joining last year’s cohort to continue 


education and communication of Quality Management concepts among nutrition and dietetics 


practitioners. They will conduct QI virtual huddles where QLA members share their particular QI 


projects, get feedback and collaborate on new ideas. 


 


Quality Resource Collection Now Available 


With more than 100 different resources listed, the Quality Resource Collection develops quality 


management knowledge and skills as a critical component of nutrition and dietetics practice. This 


collection published by the Quality Management Committee includes resources used in practice by 


Quality Leader Alliance and reflects their areas of expertise. 


 


Revised Practice Tips 


The Practice Tips-Reform Requirements for RDNs and NDTRs in Long Term Care Facilities were 


updated in May to include revised regulations and tags as well as guidance for surveyors from the 



http://www.qualityforum.org/ProjectDescription.aspx?projectID=80014

http://www.eatrightpro.org/qla

http://www.eatrightpro.org/qualitystrategies

http://www.eatrightpro.org/resource/practice/quality-management/quality-care-basics/cms-tjc-and-hfap-updates
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Centers for Medicare & Medicaid Services’ State Operations Manual Appendix PP. Steps to prepare 


RDNs and NDTRs for implementation are outlined. 


 


Updated in June: Definition of Terms List 


The Academy’s Definition of Terms list was updated in June. The terms serve as standardized language 


for RDNs and NDTRs to guide individual scope of practice and to apply standards in various practice 


settings. The list now includes new terms, definitions and key considerations for Certified Health Coach; 


National Board Certified Health and Wellness Coach; and Wellness Coach.  


 


Expanding Coverage for Nutrition Services  


The Academy is collaborating with HCD International on collaborative efforts to get RDNs integrated 


into primary care practices under some of the models being tested by the CMS Innovation Center. HCDI 


is focused on providing resources for practices across the country participating in the Transforming 


Clinical Practice Initiative to help them be successful. In May, the Academy collaborated with HCDI to 


provide a webinar to RDNs to provide training in health transformation and prepare them to serve as 


effective care coordinators. In early September, a webinar focused on best practices in nutrition in 


diabetes care in primary care settings. This collaboration represents a powerful opportunity to highlight 


the role of nutrition and the RDN in diabetes care as well as positively affect utilization of the Medicare 


MNT and DSMT benefits.  


 


Advancing Relationships with Key Stakeholders 


The Nutrition Services Coverage team collaborated with the Centers for Medicare and Medicaid 


Services on a July 27 webinar “Helping Registered Dietitian Nutritionists Understand Medicare’s New 


Quality Payment Program.” The webinar was sold out, with 1,000 registrants. The Medicare Quality 


Payment Program represents a new way for Medicare Part B providers to get paid for their services, 


shifting payment from fee-for-service to pay-for-performance. Currently RDNs are only eligible to 


voluntarily participate in this program, but they may be formally included as early as 2019. The 


Academy is working diligently to educate RDNs on the complexities of this new payment program to 


position them for success when they are deemed eligible providers in the future. 


 


Malnutrition Initiative at FNCE 


 The poster “Learning Collaborative 2.0: Achieving Optimal Malnutrition Care” will provide 


information at the Food & Nutrition Conference & Expo on the Malnutrition Quality 


Improvement Initiative’s Learning Collaborative 2.0, a breakthrough opportunity for RDNs 


within interdisciplinary teams to advance transitions of care planning. The poster will be 


presented October 23 in Exhibit Hall A. 


 The poster “Evaluating the Standards of Excellence Metric Tool” will review how the Quality 


Management Committee evaluated the Standards of Excellence Metric Tool to identify the tool’s 


awareness, utilization and overall benefit. The October 22 in Exhibit Hall F1.  


 The Abbott Nutrition Health Institute session for FNCE is “Become an Institutional Leader of 


Change: Implementation of Malnutrition Electronic Clinical Quality Measures.” A 


multidisciplinary expert panel will discuss the impact and opportunities of the Malnutrition 


Quality Improvement Initiative and associated Electronic Clinical Quality Measures. This 


session will occur October 22 in room 470 AB.  


 The Academy is working with Avalere and Abbott to host the invitation-only MQii: Lunch and 


Learn at FNCE on October 23. The leadership of DPGs, ACEND and NDEP will be invited to 


learn about MQii and valuable resources for their niche memberships.  


 The Quality Management Committee will sponsor two educational sessions October 24 in Room 


176 ABC: 



http://www.eatrightpro.org/scope
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o “Quality Improvement Project: Practice and Purpose” will provide attendees with tools 


and concepts to help distinguish between quality improvement projects and research in 


nutrition.  


o “Quality Improvement Strategies for RDNs” will explore how different QI methods can 


be used in clinical nutrition to improve upon processes of varying complexity.  


 The Quality Management Committee is hosting an invitation only Networking with Quality 


event October 24 room W179B. Speakers and facilitators will give a resources overview and 


lead a roundtable interactive quality improvement activity where practitioners will identify ideas, 


projects and application to practice.  


 


Resources to Support Members as Experts 


Beginning in 2018, CMS will offer a new benefit to Medicare beneficiaries: the Medicare Diabetes 


Prevention Program. While CMS still needs to finalize rules concerning many important components of 


this new benefit, including the payment design, efforts are underway within the Academy to prepare 


members to seize this new opportunity aimed at preventing diabetes. The Nutrition Services Payment 


Committee and Diabetes Care and Education DPG hosted a May 24 webinar on opportunities for food 


and nutrition practitioners,” to a sold-out audience crowd of 1,000 registrants. 


 


Academy in the News 


The Academy works with the news media to raise public awareness of the Academy, the important 


contributions of Academy members, scientific research published in the Journal of the Academy of 


Nutrition and Dietetics and the importance of healthful nutrition for everyone. A selection of recent 


news coverage of the Academy is available on eatrightPRO.org. 


 


Transforming Vision into Action Award 


The Council on Future Practice launched the pilot Transforming Vision into Action Award, as approved 


by the Board of Directors, to recognize innovative programs or products that transform a vision into 


nutrition and dietetics practice and/or education with outcomes relevant to the future. Three applications 


were received and vetted by the Council, with two moving forward to Academy members to vote for the 


winner: “The Use of Computer Assisted Instruction to Teach Nutrition Focused Physical Examination, 


submitted by Academy member and RDN Jennifer Tomesko, from Rutgers Biomedical and Health 


Sciences. The winner will be recognized at FNCE in Chicago.  


 


Academy and Foundation Dietetic Internships 


This year the Academy and Foundation have expanded the dietetic internship rotation at Headquarters 


office. Experiences vary from intern to intern, but may include innovations in nutrition and visioning for 


the future of the profession; public health programming including domestic and global work; research; 


member engagement through traditional and online communications; governance; publications; and 


project management. The focus includes a wide array of business and communication skills, including 


professional attributes, interpersonal communications, and self-efficacy. Food & Nutrition Magazine® 


offered dietetic interns the opportunity to build skills including professional social media, writing and 


editing, website design and content management. The interns received magazine, web and recipe 


editorial training, crafted social media messaging, attended photo shoots, assisted with website upgrades 


and more. They completed a post-rotation evaluation which received high marks on the value of the 


experience. As of August 2017, we hosted 13 interns and our current plan for 2017-2018 is to host 22 


interns. 



http://www.eatrightpro.org/resource/media/multimedia-news-center/academy-in-the-news/academy-media-coverage

http://www.eatrightpro.org/resource/leadership/honors-and-awards/other-academy-awards/transforming-vision-into-action-award
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New Position and Practice Papers 


The Academy’s new Position Paper “Interprofessional Education in Nutrition as an Essential 


Component of Medical Education” was published in the July Journal. The new Practice Paper “Classic 


and Modified Diets for Treatment of Epilepsy” was published in the August Journal.   


 


Meetings 


 


July 


 July 6-7: Lucille Beseler and I participated in the Academy’s Nominating Committee planning 


meeting in Chicago 


 August 15: Mary Beth Whalen, Alison Stieber, Diane Enos, Nicci Brown, and I met with Director of 


Health Fellows Program II Sharon Rudy and Senior Program Director of Global Health Leaders and 


GO Joven International Esther Tahrir of the Public Health Institute (PHI) for an exploratory meeting 


in relation to collaboration opportunities with the Academy’s Global Fellowship Program  


 August 18: I met with the DCE Chair, Elizabeth Quintana, EdD, RD, LD, CDE; DCE Past Chair, 


Susan Yake, RDN, CDE, CLT, CD; and Chair-elect, Alyce Thomas, RD for the Annual DCE Chairs 


meeting at Academy Headquarters  


 


 


 


 


 


SUBMITTED BY: Patricia M. Babjak 



http://www.eatrightpro.org/resource/practice/position-and-practice-papers/position-papers/interprofessional-education-nutrition-essential-component-medical-education

http://www.eatrightpro.org/resource/practice/position-and-practice-papers/position-papers/interprofessional-education-nutrition-essential-component-medical-education

http://www.eatrightpro.org/resource/practice/position-and-practice-papers/practice-papers/practice-paper-classic-and-modified-ketogenic-diets-for-treatment-of-epilepsy

http://www.eatrightpro.org/resource/practice/position-and-practice-papers/practice-papers/practice-paper-classic-and-modified-ketogenic-diets-for-treatment-of-epilepsy
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The Academy Foundation launched its Second Century Fundraising Campaign during FNCE 2016 with a 


goal to raise $5 million from members by FNCE 2020.  Following is an overview of solicitation activities, 


campaign and leadership status, funds expended and donor listing. 
 


Second Century Solicitations:   


 FNCE Second Century Fundraising activities at booth 


 All Member email solicitation following FNCE 


 Nutrition Impact Summit Attendees solicitation 


 FNCE Attendees follow-up email appeal 


 November Foundation Chair Message Second Century Appeal 


 Second Century messaging and appeals through various Academy communications including EatRight 


Weekly, Student Scoop and the NDEP message board. 


 Appeal to all NDEP program administrators 


 Leadership 100% Challenge to Academy and Foundation Boards, HOD, Past Presidents and Chairs, and 


Current/Past Spokespeople 


 Proposals to Affiliates with request for gifts from their budget or reserves and to hold a fundraiser at their 


annual meeting 


 Proposals to DPG’s and MIG’s requesting 5% of their reserves 


 Academy Staff Executive team and Foundation Staff ask 


 CDR Request 


 Second Century receptions in Columbus, Kansas City, Dallas, Atlanta, Chicago, East Lansing and 


Cleveland 


 Appeal to past campaign donors: National Center for Nutrition and Dietetics, Fund our Future Campaign 


and Research Endowment 
 


Member Campaign Dashboard: 


0%
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70%
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100%


Second Century 


Campaign Goal  
$5,000,000


54.8%


  
 


* Additional dollars secured through Academy Vendors, Association Partners and FNCE Exhibitors solicitation 


** Includes $250,000 release from other Foundation funds approved by the Board 


Member Campaign Goal $5,000,000  


Total Raised To-Date $2,671,750 


Total Cash In $2,085,100 


Total Outstanding Pledges $586,650 


Industry contributions $68,000* 


Dollars expended $1,549,665** 


Total Number of Donors 511 
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Second Century Dollars expended have supported: 


 


• Academy/Foundation Steering Committee  


• Blue Ribbon Panel to develop and test a concept notes 


• Leader and member engagement 


• External stakeholder engagement 


• International landscape study 


• Nutrition Impact Summit  


• Infrastructure and strategic planning  


• Marketing, communications and branding  


• Fundraising activities, including Second Century Reception in Cleveland 


 


Second Century Dollars to be expended as approved by Foundation Board: 


 


• Nutrition Sustainability Fellowship - $78,000 


• Transitions of Care Technical Implementation Guide - $150,000 


• Second Century Scholarship in memory of Constance Geiger - $30,000 


  


Leadership Challenge: 
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Second Century Giving Society: 


     INDIVIDUALS 


 


Founders  


$250,000 - $499,999 


Susan C. Finn 


 


$100,000 - $249,999 


Anonymous 


Don and Neva Cochran 


Sonja L. Connor 


Mary A. Hess 


Susan H. Laramee 


 


Torchbearers 


$50,000 - $99,999 


Anonymous 


Jean H. Hankin 


Diane W. Heller 


 


$25,000 - $49,999 


Patricia M. Babjak 


Estate of Elsine S. 


Roderick 


 


$10,000 - $24,999 


Suzanne D. Baxter 


Dan Chichester 


Catherine W. Christie 


Frances A. Gallagher 


Constance Locher-Bussard 


Patricia A. Obayashi 


Jean H. Ragalie-Carr 


Rebecca S. Reeves 


Martha L. Rew 


Mary Beth Whalen 


 


Leaders 


$5,000 - $9,999 


Sylvia A. Escott-Stump 


Amy G. Myrdal Miller 


Sara C. Parks 


Jane V. White 


 


$2,500 - $4,999 


Diane M. Enos 


Judith A. Gilbride 


Donna S. Martin 


Rebecca S. Reeves 


Marsha K. Schofield 


Diane D. Tallman 


Barbara J. Visocan 


 


$1,000 - $2,499 


Anonymous 


Lucille Beseler 


Margaret L. Bogle 


Don W. Bradley 


Kathryn A. Brown 


Susie Burns 


Carl S. Christoph 


Kristine S. Clark 


Ann M. Coulston 


Virginia J. Dantone-


DeBarbieris 


Nancy M. DiMarco 


Judith L. Dodd 


Wanda A. Eastman 


Ellyn C. Elson 


Polly A. Fitz 


Ruth A. Foiles Brunet 


Trisha P. Fuhrman 


Margaret P. Garner 


Linda M. Gigliotti 


Barbara J. Ivens 


Mary Beth Kavanagh 


Eileen T. Kennedy 


Betty A. Krauss 


Penny E. McConnell 


Carolyn A. O'Neil 


Julie O'Sullivan Maillet 


Anita L. Owen 


Christine M. Palumbo 


Mary Pat Raimondi 


Tamara L. Randall 


Carol B. Rooney 


Mary K. Russell 


Carolyn A. Silzle 


Elise A. Smith 


Alison L. Steiber 


Kathleen A. Wilson-Gold 


Kay N. Wolf 


Lauri Y. Wright 


Martin M. Yadrick 


 


$500 - $999 


Roberta H. Anding 


Carl D. Barnes 


Tracey L. Bates 


Cynthia T. Bayerl 


Nicole E. Brown 


Joan G. Fischer 


Greater Green Bay 


Community Foundation Inc 


Edith H. Hogan 


Marcia A. Kyle 


Kim D. Larson 


Angela M. Lemond 


Kathryn F. Martinez 


Kathleen W. McClusky 


Aida C G. Miles 


Steven A. Miranda 


Teresa A. Nece 


Jessie M. Pavlinac 


Michaeline Raczka 


Joan Salge Blake 


Joan T. Schwaba 


Linda V. Van Horn 


Esther A. Winterfeldt 


 


Champions 


$250 - $499 


Denise A. Andersen 


Joan E. Bechtold 


Ethan A. Bergman 


Yvonne L. Bronner 


Karen R. Casarin 


Desiree De Waal 


Becky Dorner 


Wanema M. Frye 


Cynthia L. Kleckner 


Margie McAllister 


Ruby P. Puckett 


Christine M. Reidy 


August Schumacher 


Ellen Rosa Shanley 


Elisa S. Zied 


 


$100 - $249 


Rita W. Amstadt 


Beverly B. Bajus 


Hope D. Barkoukis 


Vera Marie Bartasavich 


Lois L. Bloomberg 
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Deanne S. Brandstetter 


Nadine S. Braunstein 


Jennifer C. Bruning 


Lauri O. Byerley 


Columbus Foundation 


(CF) 


Maureen E. Conway 


Margaret E. Cook-Newell 


Ginnefer O. Cox 


Cynthia C. Cunningham 


Maria A. Davis 


Carol A. Denysschen 


Beatriz U. Dykes 


Sharon J. Emley 


Linda T. Farr 


Nancy Z. Farrell 


Denice Ferko-Adams 


Doris C. Fredericks 


Beth Gillham 


Barbara S. Gollman 


Rita J. Grandgenett 


Dayle M. Hayes 


Beverly W. Henry 


Sharon L. Hoerr 


Katrina A. Holt 


Debra G. Hook 


Linda L. Hoops 


Barbara Ann F. Hughes 


Carol S. Impara 


Wahida Karmally 


Kendra K. Kattelmann 


Linda I. Kluge 


Georgia G. Kostas 


A. K. Lewis 


Michele D. Lites 


Judith A. MacNeill 


Ainsley M. Malone 


Danna J. Malone 


Jacqueline B. Marcus 


Leonilda McDonagh 


Martha L. McHenry 


Patricia A. McKnight 


Lisa M. Medrow 


Diana D. Monaco 


Amy K. Moore 


Karen A. Morrison 


Eileen S. Myers 


Ocene A. Naglik 


Charnette Norton 


Bettye J. Nowlin 


Martha Ontiveros 


Dianne K. Polly 


Jason D. Roberts 


Judith C. Rodriguez 


Maria Rzeznik 


Roberta L. Scheuer 


Lisa M. Sheehan-Smith 


Megan M. Sliwa 


Paul Slomski 


Won O. Song 


Patricia L. Splett 


Sachiko St. Jeor 


Phyllis Stell Crowley 


Susan R. Straub 


Caroline L. Susie 


Naomi Trostler 


Jeannine Windbigler 


Cynthia A. Wolfram 


Audrey C. Wright 


Lisa E. Wright 


Michelle J. Wrobel 


Mary K. Young 


Kathleen M. Zelman 


 


$50 - $99 


Victoria J. Armul 


Mary Beth Augustine 


Janine M. Bamberger 


Shirley A. Blakely 


Wendelyn E. Boehm 


Nancy A. Boyd 


Susan L. Brantley 


Phillip Carr 


Evelyn F. Crayton 


Joan M. Enderle 


Marcy B. Fiacco 


Gloria A. Fishburn 


Anita B. Fuller 


Cheryl R. Galligos 


Margery J. Gann 


Karen S. Geismar 


Barbara J. Gordon 


Romilda Grella 


Diane L. Griffith 


Jo Ann T. Hattner 


Carla S. Honselman 


Donna J. Kirk 


Sarah B. Krieger 


Sitoya R. Mansell 


Phyllis J. Marsch 


Mary A. Miller 


Robert E. Miller 


Cordialis C. Msora-Kasago 


Jane L. Ometer 


Margaret S. O'Neill 


Emina S. Ong 


Rory C. Pace 


Lisa S. Paige 


Caroline W. Passerrello 


Karin C. Pennington 


Robin D. Plotkin 


Dee F. Pratt 


Camille P. Range 


Sharon E. Rhodes 


Della M. Rieley 


Margaret M. Rowe 


John A. Ruibal 


Katherine A. Ruminsky 


Susan C. Scott 


Judy R. Simon 


Joanna P. Skinner 


Anne M. Smith 


Mary Ellen Smith 


Kirsten A. Straughan 


Bethany L. Thayer 


Theresa Verason 


Christopher T. Vogliano 


Bernestine F. Williams 


Meghan E. Windham 


Abby M. Wood 


 


$25 - $49 


Susan E. Adams 


Barbara M. Ainsley 


Ivonne Anglero 


Anonymous 


Averil Anthony 


Sandra J. Arevalo 


Jill A. Brown 


Donna O. Burnett 


Heather A. Butscher 


Winona S. Bynum 


Mary S. Cagle 


Virginia H. Carney 


Erica J. Charles 


Michelle H. Clinton-Hahn 


Amy Davis 


Jennifer S. DeHart 


Shirley M. Ekvall 


Erin Fitzgerald Sexson 
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Madhu B. Gadia 


Janine M. Hanigan 


Amie K. Hardin 


Judith A. Heath 


Susan E. Helm 


Marianella Herrera 


Allison J. Huck 


Renee Jeffrey 


Patricia A. Kempen 


Sarah W. Kilpatrick 


Susan H. Konek 


Amanda E. Kruse 


Rachelle LaCroix Mallik 


Kathryn E. Lawson 


Aija R. Leimanis 


Alice J. Lenihan 


Page Love 


Mary-Jon Ludy 


Hannah E. Martin 


Monica J. McCorkle 


M Geraldine McKay 


Ellen S. Mingus 


Sandra K. Nissenberg 


Wendy J. Ottosen 


Karmen Ovsepyan 


Karin M. Palmer 


Nadine M. Pazder 


Mary Lou K. Plante 


Mary J. Plesac 


Judy E. Prager 


Shoreh T. Rassekh 


Courtney G. Riedel 


Christina D. Riley 


Linda Rocafort 


Rosanne N. Rust 


Claire D. Schmelzer 


Julie F. Schwartz 


Christina W. Shepard 


Barbara J. Shorter 


Norma E. Simbra 


Barbara M. Spalding 


Jennifer L. Tate 


Deneen Taylor 


Angela M. Tetteris 


Eileen M. Thibeault 


Kelay E. Trentham 


Karen S. Vartan 


Christine K. Weithman 


Heidi M. Wietjes 


Alvin Wulfekuhl 


Crystal L. Wynn 


 


  


    ACADEMY AFFILIATES/DPG’s/MIG’s/CDR 


 


Founders  


$1,000,000.00  


Academy of Nutrition and Dietetics 


 


$250,000 - $499,999 


Commission on Dietetic Registration 


 


Leaders 


$5,000 - $9,999  


California Academy of Nutrition and Dietetics 


Foundation 


 


$2,500 - $4,999  


California Academy of Nutrition and Dietetics 


 


$1,000 - $2,499 


Michigan Academy of Nutrition and Dietetics 


Montana Dietetic Association 


Ohio Academy of Nutrition and Dietetics 


Western New York Dietetic Association 


 


 


$500 - $999 


District of Columbia Dietetic Association 


Kansas Academy of Nutrition and Dietetics 


Southern Nevada Dietetic Association 


Washington State Academy of Nutrition and 


Dietetics 


 


Champions 


$250 - $499 


Chicago Academy of Nutrition and Dietetics 


Clinical Nutrition Management 


Idaho Academy of Nutrition and Dietetics 


 


$100 - $249 


Behavioral Health Nutrition 


Minnesota Dietetics in Health Care 


Communities 


West Virginia Academy of Nutrition and 


Dietetics 


 


$50 - $99 


American Overseas Dietetic Association 
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INDUSTRY DONORS 


 


$10,000 - $24,999 


Freeman Audio Visual 


GES 


Readex Research 


Segall Bryant & Hamill LLC 


 


$5,000 - $9,999 


Elsevier 


 


$2,500 - $4,999 


Abbott Nutrition Health Institute 


American Dairy Association - Mideast 


 


$1,000 - $2,499 


American Health Information Management Association 


American Society for Gastrointestinal Endoscopy 


Hilton 


ILSI North America 


Institute of Food Technologists 


Prescient Solutions 


School Nutrition Association 


The J M Smucker Company 


Webauthor.Com LLC 


 


$500 - $999 


Beneo GmbH 


California Walnut Commission 


Cinsulin 


Eat Right Careers 


Oncourse Learning 


Simmons College 


The Dannon Company 


The Sugar Association 


Zevia 


 


 


 


SUBMITTED BY: Martin M. Yadrick, MS, MBI, RDN, FAND, Foundation Chair 







Academy of Nutrition and Dietetics Foundation Strategic Plan 


Vision: A world where all people thrive through the transformative power of food and nutrition 


Mission: Through philanthropy, empower current and future food and nutrition practitioners to optimize 
global health. 


Principles: 
The Foundation supports: 


 Integration of research, professional development, and practice to stimulate innovation and
discovery


 Collaborations to solve the greatest food and nutrition challenges now and in the future


 A system-wide impact across the food, well-being and health care sectors


 Elimination of all forms of malnutrition globally


 Expansion of workforce capacity, capability and the contribution of food and nutrition practitioners


 Accountability through transparency and fiduciary responsibility


Goals: 


Grow the 
Foundation’s 
financial portfolio to 
support mission and 
advance vision  


Invest in the 
current and next 
generation of food 
and nutrition 
practitioners  


Fund food and 
nutrition 
research and 
communicate 
outcomes   


Expand the 
Foundation’s 
impact through 
collaborations and 
educational efforts 


Develop formal 
partnerships to 
advance mutual 
goals 


Strategies: 


Build unrestricted, 
temporarily restricted 
and permanently 
restricted reserves to 
support projects and 
programs 


Engage youth 
through the work of 
the Foundation  


Establish model 
programs and 
food and 
nutrition 
Fellowship 
opportunities 


Support efforts to 
build  a global 
coalition of 
credentialed 
practitioners, dietetic 
associations and 
global food, nutrition 
and health 
organizations 


Utilize current 
networks to 
identify funding 
sources and build 
relationships to 
advance goals 


Identify sustainable 
targets to generate 
investment income to 
support operations 


Provide scholarships 
to dietetics students 
of all levels of study 


Offer research 
and practice 
Fellowships for 
graduate 
students and 
professionals 


Promote the 
contribution of the 
credentialed food 
and nutrition 
workforce and 
advocate for scaling 
solutions  


Identify and 
cultivate 
relationships with 
philanthropic 
organizations with 
nutrition focus 


Diversify funding 
sources 


Build a talent pipeline 
that will prepare, 
place and support a 
workforce for 
international practice 
opportunities and 
leadership within 
their organization  


Fund nutrition 
research 


Work with federal, 
state and local 
entities to support 
the mission, vision 
and goals of the 
Foundation 


Maintain the highest 
level 
of financial oversight 


Support efforts to 
connect and 
empower the 


Support 
dissemination of 
research 


Engage with and 
increase visibility 
among internal 
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and transparency international 
community of 
dietitians and dietetic 
associations 


outcomes and external 
stakeholder to 
drive revenue 


Provide awards to 
practitioners of all 
career stages 


Amplify 
awareness of 
effective food and 
nutrition 
interventions 
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 Attachment 1.7 


Motions are removed at the end of each fiscal year from the tracking list if completed. 1 


MOTION TRACKING 


BOARD OF DIRECTORS MEETING 


SEPTEMBER 14-15, 2017      


Motion Follow-up Status 


February 4-5, 2011  


Move that the Academy Board 


aggressively support working with 


CMS to assure consistent application 


and uniformity in interpretation of 


the regulation concerning nutrition 


supplements and therapeutic diet 


orders. 


In June 2011, the Academy’s definition of therapeutic diet and 


interpretation of the regulation concerning nutrition supplements was 


included in the CMS Long Term Care Resident Assessment Instrument 


Minimum Data Set (MDS) 3.0. The Academy’s response in December 


2011 to the CMS proposed rule allowing hospital non-physician 


practitioners to perform at their highest scope of practice level led to CMS 


proposed amended regulations in February 2013 permitting hospitals to 


privilege qualified RDNs to prescribe therapeutic diets. The Academy 


submitted comments to CMS on the proposed rule change and CMS 


published the final rule in the Federal Register effective July 11, 2014. 


FAQs, a state map listing assessed ability to implement the rule and two 


Practice Tips on ordering privileges for the RDN detailing the hospital 


regulation and implementation steps are accessible to credentialed 


nutrition and dietetics practitioners at www.eatrightpro.org/dietorders.  


Subsequent practitioner education is ongoing. Academy staff continues to 


work closely with individual Affiliates to remove statutory and regulatory 


impediments to full implementation, which often require changes to state 


licensure statutes and concomitant opposition from other nutrition 


professionals’ organizations thereto. Continuing with this priority directive 


of the Board, CMS announced a proposed rule on July 16, 2015 that 


allows the attending physician in long-term care facilities to delegate to an 


RDN (or “qualified dietitian”) the task of prescribing a resident’s diet, 


including a therapeutic diet, to the extent in allowed by state law. This 


proposed rule for Long-Term Care facilities adds to the existing July 16, 


2014 hospital final rule. RDNs will soon have the ability to independently 


order therapeutic diets in multiple care settings. Academy staff has 


reviewed the proposed rule, worked closely with the Dietitians in Health 


Care Communities dietetic practice group and other experts, prepared 


input, and submitted to CMS on September 14, 2015. FNCE 2015 had an 


education session, Town Hall discussions on licensure and therapeutic diet 


order issues, and QM staff participation in practice implementation issues 


discussions.  


In January 2016, the Quality Management Committee published the 


revised Academy’s Definition of Terms list which includes new terms and 


definitions for nutrition-related services, dietary supplement, medical food, 


oral nutritional supplement, enteral nutrition, parenteral nutrition as well as 


a revision to the term and definition for therapeutic diet. The terms should 


assist with consistent application and uniformity in interpretation for 


various regulations concerning nutrition supplements and therapeutic diet 


orders (continued on next page).  


CMS published a proposed regulation specifically providing qualified 


RDNs with the ability to independently order therapeutic diets in another 


regulated facility, Critical Access Hospitals (CAHs), on June 16, 2016.  


CMS issued a final rule on October 4, 2016 that enables RDNs in long 


term care facilities to order therapeutic diets if a physician delegates that 


responsibility, and we have been successful in implementing these changes 


in a variety of state laws and regulations and initiated discussions 


surrounding ordering privileges in dialysis centers. To guide Long Term 



http://www.eatrightpro.org/dietorders
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Motion Follow-up Status 


(Continued) February 4-5, 2011 


Move that the Academy Board 


aggressively support working with 


CMS to assure consistent application 


and uniformity in interpretation of 


the regulation concerning nutrition 


supplements and therapeutic diet 


orders. 


Care practitioners with implementing the final rule and regulations, in 


November 2016, Quality Management developed a ‘Practice Tip: Reform 


Requirements for the RDN in Long Term Care.’ The Practice Tip outlines 


changes in the State Operations Manual for LTC facilities to be executed 


over a three-year span effective on November 28, 2016 and is located on 


the Academy Webpage for CMS – Joint Commission Updates: 


www.eatrightpro.org/resource/practice/quality-management/quality-care-


basics/cms-tjc-and-hfap-updates. Work with CMS on renal dialysis 


facilities continues. Ongoing. 


May 14-15, 2014 


Move to approve $30,000 out of 


reserves to be used to contract a 


licensure consultant/lobbyist.  


Additional reserve funds would be 


considered by FAC contingent on 


submission of a national licensure 


plan proposal. 


DC staff worked successfully with the Florida Academy of Nutrition and 


Dietetics and The Advocacy Group, a Florida lobbying firm, in achieving 


defined deliverables. On April 22, 2015, the Florida Senate joined the 


Florida House in unanimously passing the revised dietetics practice act, 


which was signed by Governor Scott.  The Academy continues to work 


closely with the Florida Academy and other stakeholders to revise 


regulations in accord with the amended statute. The Florida regulations 


have not been 100% finalized, although they are expected to be soon.  


July 21-23, 2014  
Move to accept recommendation #1 


of the Nutrition and Dietetics 


Associate (NDA) ad hoc Committee: 


Build upon existing DTR Pathway 


III and differentiate between 


academic requirements to obtain the 


Nutrition and Dietetics Technician, 


Registered (NDTR). 


Since implementation of Pathway 3 in 2009, the number of DTRs who 


transition to RDN has increased from less than 10 per year to over 200 in 


2016.  


An update on the action items follows. 


 Academy Legal Counsel has filed the NDTR with US Patent and


Trademark office


 As of August 2017, there are a total of 5, 630 NDTRs


 CDR conducted focus groups during FNCE 2016 followed by


surveys in January 2017 with Pathway 3 NDTRs and DPD program


directors to inform marketing efforts with this population


 At its July 2017 meeting CDR approved a marketing plan targeting


dietetics education DPD program directors and employers


 At its February 2017 meeting, CDR considered a request from the


Academy Student Council to include Pathway 3 NDTRs as eligible


for the CDR Board Certified Specialist in Sports Dietetics


certification, and after consideration of this request CDR passed a


motion to include Pathway NDTRs in the next practice audit survey


to be conducted in FY 2018



http://www.eatrightpro.org/resource/practice/quality-management/quality-care-basics/cms-tjc-and-hfap-updates

http://www.eatrightpro.org/resource/practice/quality-management/quality-care-basics/cms-tjc-and-hfap-updates
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Motion Follow-up Status 


March 6, 2015  


Move to accept the Food & Nutrition 


Conference & Expo™ business plan 


as presented. 


The Board accepted the business plan as presented and it was successfully 


implemented as proposed for FNCE® 2015 and 2016.  The third year of the 


business plan is being implemented for FNCE® 2017, which includes:  


 Dynamic attendee engagement through interactive sessions, mobile


app technology, implementation of a smart building, and live polling


 Expanded mobile access through the attendee app which includes a


virtual program and attendee bag, one-click to session evaluations,


Expo diagrams, speaker bios, and overall dynamic content to support


the show


 A revised platform for both call for sessions and abstracts that has


resulted in a 40% lift for FNCE® 2017


 Comprehensive attendee and employer toolkits designed for


demonstrated ROI


 Implementation of thought starter zones throughout program, dynamic


educational session rooms, incorporation of practice applications and


simulations throughout sessions


 Leveraging Academy alliance relationships to develop additional level


two and three programming in long term care, integrative are,


sports/exercise, and advanced clinical care


 Continued alignment of Expo floor specialty pavilions with the


educational specialty tracks


 Expanded engagement opportunities include a stronger social media


presence using the #FNCE hashtag, onsite video wall, and full digital


buyout of graphics at the convention center


 Level 3 Leadership track to dually align the FNCE® and Leadership


business plans


The business plan is being implemented as approved. 


March 6, 2015  


Move to approve the Scientific 


Integrity Principles. 


September 20, 2016   


Move that the Council on Research 


be charged to review and catalog 


current Conflict of Interest (COI) 


forms being used by the Academy 


and recommend a single 


standardized COI form to the Board 


for use across the Academy. 


February 24, 2017 


Move to approve the proposed online 


Conflict of Interest form to be 


adopted consistently across the 


organization. 


The Scientific Integrity Principles (SIP) were published in the September 


2015 Journal.  The principles were highlighted in a FNCE session in 


2015.  Further dissemination to membership is ongoing. A workgroup of 


the 2015-16 Council on Research developed a process by which 


committees and units assessed their policies for alignment with the 


principles in consultation with the Council on Research.  The Council 


workgroup reviewed committees’ submissions and identified that all but 


five committees conduct scientific activities.  Most policies that are in 


place were considered in line with the SIP, however there were some 


scientific activities that did not have policies to govern them.  Committees 


were informed where their policies were considered in alignment with the 


SIP and where revisions were needed.  During their review of the 


committee self-assessment forms, it became clear that there are 


opportunities for the creation of uniform policies and procedures to cover 


the certain frequent circumstances.  These were presented to the BOD in 


September 2016 and approved; the policies were then distributed to 


staff.  The Council has worked with the Lifelong Learning and 


Professional Engagement Team to disseminate information about the SIP 


to the DPGs/MIGs in March 2017.   


The Council on Research catalogued existing Academy COI forms and 


recommended one consistent form which was approved by the Board at its 


February 2017 meeting.  The Council is collaborating with the Governance 


team to create a method for implementing the new Conflict of Interest 


form across the organization. These efforts are in alignment with the 


published Scientific Integrity Principles.  The Council has developed a 


training to go with the new form for FY18.     
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Motion Follow-up Status 


October 7, 2015  


Move to accept the Council on 


Future Practice request to conduct a 


two year pilot for the Transforming 


Vision into Action award.  


The Council on Future Practice (CFP) Workgroup has finalized the criteria 


for the award, developed the scoring rubric for evaluation of applicants 


and developed a communications plan. Three applications were received 


and vetted by the Council, with 2 moving forward to Academy members to 


vote for the final winner of the award. The project titled “The Use of 


Computer Assisted Instruction to Teach Nutrition Focused Physical 


Examination” was selected by members as the first-ever recipient of this 


award. The project was submitted by Jennifer Tomesko, DCN, RD, CNSC 


from Rutgers Biomedical and Health Sciences. The winner will be 


recognized at FNCE® 2017 in Chicago. 


January 12, 2016 


Move to approve one million dollars 


to fund the development of a plan 


and its implementation for the 


Second Century visioning. 


February 24, 2017  


Move to accept the schematic for the 


Second Century centers of 


excellence and strategic model. 


170 leaders across the food, wellness and health care spectrum attended 


The Nutrition Impact Summit, September 21-23, 2016. The Summit 


briefing paper was updated to include Summit proceedings and will be 


published in JAND in fall 2017. The Second Century Communications, 


Engagement and Fundraising plans continue to be developed and 


implemented according to determined timelines, including plans for FNCE 


2017 in Chicago, such as centennial celebration activities and 


announcements about the new strategic plan during opening session. A 


post-Summit process for innovation ideas and organizational implications 


was developed. The innovation projects continued to evolve in the months 


following the Summit with the working groups, and a post-summit 


webinar for all Summit attendees was hosted in January 2016 to provide 


updates on the projects. The Academy and Foundation Boards along with 


the CDR Chair and the Journal of the Academy of Nutrition and Dietetics 


Editor-in-chief met on February 23, 2017, and were presented with a 


proposed Second Century vision, mission, principles, strategy, and nine 


innovation projects. On February 24, the Academy BOD unanimously 


approved a new vision, mission, principles, and strategy in concept. At its 


May 2017 meeting, the BOD approved three projects to move forward: 


Lifestyle First, the Global Nutrition Collaborative, and the Nutrition and 


Population Health Fellowship Program. The Academy BOD worked with 


staff at the July 2017 retreat to further develop the new strategic plan, 


including focus areas, impact goals and strategies. Throughout summer 


2017, Academy and Foundation staff facilitated the development of plans, 


pitch decks and concept briefs for all three projects. 


May 12-13, 2016  


Move to approve the conceptual 


Member Interest Group Business 


Plan as presented. 


MIG leaders and staff continue to work on the implementation of a 


restructured MIG program. (On track for a full implementation by June 1, 


2018). MIG volunteer organization structure, guiding principles, policies 


and position descriptions are being developed to align with the MIG 


purpose and goals. 


FNCE® 2017 is being utilized as a soft launch to introduce the new MIG 


names and the concept/benefit for MIG members. The DPG/MIG 


Showcase and Joint MIG Reception will be leveraged to begin 


communication. Internal work is being done to ensure the program is ready 


for the start of Academy membership renewals including database work, 


updates to accounting systems, marketing communications, and website 


changes. Additional staff realignments are underway to support the rollout 


of the new MIG program.    
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Motion Follow-up Status 


May 12-13, 2016  


Move to declare 2016 as the 


International Year of Nutrition and 


Dietetics and publicize our efforts. 


Staff will approach Congress to ask 


for a resolution. 


It was reported at the November 2016 BOD meeting that Congress does 


not have the authority for International declarations. The resolution will 


now focus on support of the Second Century efforts. 


Senators Portman and Brown along with Representatives Tiberi and Fudge 


plan to introduce the resolution to celebrate the Academy’s 100 year 


anniversary in the new Congress. Resolution was introduced in Congress.  


We continue to gather signatures for the resolution and have an open 


action alert, with success in obtaining 32 cosponsors. 


September 20, 2016   


Move that the Lifelong Learning and 


Professional Development team 


work with the identified Board 


subgroup to identify needs of the 


Dietetic Practice Groups (DPGs) and 


the Academy to improve the DPGs 


effectiveness and efficiency, and 


then develop a plan to be presented 


to the Board.  


July 19, 2017 


Approve the proposed DPG business 


plan recommendations. 


The Board subgroup met on September 21 immediately after the 


conclusion of the BOD meeting.  A set of three initial conversation 


starters/questions has been developed for distribution to the Board for use 


at FNCE® in their discussions with DPG leaders.  Based on the feedback 


received, the information will be used to further define the next steps for 


the DPG Business plan development. 


The BOD subgroup meetings are on hold until after the Second Century 


mission, vision, and overall strategic direction is determined at the 


February 2017 BOD meeting.  Once those strategic decisions are finalized, 


the subgroup will reconvene and determine what adjustments need to be 


made to the original conceptual proposal to bring forth for further 


discussion at the BOD level. 


As of April 2017, the BOD subgroup is in the process of establishing a 


series of working “sessions” to continue to build out the proposal.  In July 


2017, the BOD approved a three-year DPG business plan (FY18-20) as 


submitted.  Internal implementation of the plan has already begun with 


operational support restructure and shifting to a town hall format for the 


FNCE® 2017 DPG Chair/Chair-Elect meeting.  The business plan is on 


track to be implemented as approved and interim updates will be provided 


to the BOD for further discussion and refinement, including the planned 


FY20 management fee structure. 


April 4, 2017  


Move to approve the Consumer 


Protection and Licensure 


Subcommittee/Legislative and 


Public Policy Committee 


recommended stance 


regarding minimum qualifications 


for providers of MNT. 


Academy teams are developing an integrated communications and 


education plan around this stance and its commitment to strong objective 


standards and interprofessional collaboration for both our members and 


for other stakeholders whom we may engage on health and wellness 


policies, professional regulation, reimbursement, and interprofessional 


competencies. 


May 19, 2017  


Move that the 2017-2018 Honors 


Committee consider revising the 


Academy’s national honors and 


awards program by simplifying the 


application process, revising the 


Honors Policy to consider 


posthumous awards if the individual 


was deceased five years or less, and 


to enhance the Honors marketing 


plan. 


COMPLETED 


The 2016-2017 Honors Committee met by teleconference on May 22, 


2017 and decided that the application process (which consists of 


submitting a nomination cover letter, 3-5 letters of support, and a 


CV/resumé through an online submission website) is simple enough and 


that simplifying it further would detract from the prestigious nature of the 


awards. The committee also decided to uphold its policy of only 


considering posthumous awards if the candidate was alive at the time of 


the Intent to Nominate. The Honors marketing plan will be discussed on 


the 2017-2018 Honors Committee’s first call in August and will consist of 


directly targeting Affiliates, DPGs and MIGs, as well as non-recipients 


with high scores, as well as ramping up marketing tactics in the available 


Academy communication channels (Eat Right Weekly, social media, etc.). 
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Motion Follow-up Status 


July 19, 2017 


Approve the draft Academy/CDR 


Code of Ethics as presented. 


Draft Code was approved by the BOD on 7-19-17 and subsequently by 


CDR on 7-22-17.  All Academy members and all CDR credentialed non-


member practitioners received the draft Code and a Survey for a 45 day 


comment period.  After the survey is tabulated, the Code of Ethics Task 


Force will review comments and revise accordingly. 


July 21, 2017  


Approve the proposed strategies and 


principles of the new strategic plan, 


with modifications received by the 


Board. 


COMPLETED 


Approved. 
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Thursday, September 14, 2017 – Loews Chicago O'Hare Hotel, 5300 N. River Road, Rosemont, IL – Warhol Room                      Revised 090817            


   TIME AGENDA ITEM PRESENTER IMPLICATIONS ANTICIPATED 


OUTCOME 


1:00 pm CALL TO ORDER AND WELCOME D. Martin   


1:00 pm  1.0 Consent Agenda* 


1.1 May 19-20, 2017 Minutes 


1.2 July 19-21, 2017 Minutes 


1.3 President’s Report 


1.4 CEO’s Report 


1.5 Foundation Report 


1.6 Foundation Strategic Plan 


1.7 Motion Tracking 


D. Martin  Action 


1:05 pm 2.0 Regular Agenda D. Martin  Action 


1:05 pm 3.0 Criteria for Effective Meetings/Conflict of Interest Policy D. Martin Generative Information 


1:10 pm 4.0 Financial Report 


4.1 FY 2017 Audit Report 


 


4.2 Executive Session with Auditors 


Is the Board ready to accept the FY 2017 Audit Report? 


 


J. Dantone-DeBarbieris 


(by phone) 


J. Hagestad 


Strategic/Generative/ 


Fiduciary 


Action 


2:15 pm BREAK    


2:30 pm 5.0 Alliance Program 


 


D. Enos Strategic/Generative/ 


Fiduciary 


Information/Discussion 


3:15 pm 6.0 Strategic Plan Messaging D. Levin/D. Acosta Strategic/Generative Information/Discussion 


4:30 pm 7.0 Strategic Measures and Metrics A. Steiber/W. Murphy Strategic/Generative/ 


Fiduciary 


Action 


5:45 pm 8.0 Summit Opportunity Areas Update P. Babjak Strategic/Generative/ 


Fiduciary 


Information/Discussion 


6:00 pm RECESS D. Martin   


6:30 pm Board Dinner: Ashburn Restaurant-Prado Room, Loews Hotel    
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Friday, September 15, 2017 – Loews Chicago O'Hare Hotel, 5300 N. River Road, Rosemont, IL   - Warhol Room       Revised 090817 


TIME AGENDA ITEM PRESENTER IMPLICATIONS ANTICIPATED 


OUTCOME 


7:30 am BREAKFAST - Pollack B 


8:00 am EXECUTIVE SESSION D. Martin 


9:00 am CALL TO ORDER D. Martin 


9:00 am 9.0 Orientation (continued) – Board Member 


Responsibilities 


P. Goedert Strategic/Generative Information/Discussion 


10:00 am BREAK 


10:15 am 10.0 ANDHII-Application Programming Interface M. Dittloff (by phone) Strategic/Generative/ 


Fiduciary 


Information/Discussion 


11:15 am 11.0 Academy Positions Committee and Evidence   


 Analysis Library Process Update 


A. Steiber Strategic/Generative Information/Discussion 


11:45 am 12.0 Honors and Awards L. Beseler Strategic/Generative Action 


12:30 pm LUNCH - Pollack B 


1:30 pm 13.0 Policy Initiatives and Advocacy Update J. Blankenship Strategic/Generative/ 


Fiduciary 


Information/Discussion 


2:15 pm 14.0 FNCE Update D. Enos Strategic/Generative/ 


Fiduciary 


Information/Discussion 


2:25 pm 15.0 Consent Agenda D. Martin Action 


2:30 pm ADJOURNMENT D. Martin 







CRITERIA FOR EFFECTIVE MEETINGS 


BOARD OF DIRECTORS MEETING 


SEPTEMBER 14-15, 2017 


 


 
 


Meeting Prerequisites 


• Fully engage in dialogue and turn off cell phones.  


• Prepare for and actively participate in discussions.  


• Declare conflict of interest, if appropriate.  


• Respect time limits – they are necessary to achieve what the Board needs to accomplish.  


• Leave meetings with clarity on what was discussed and what was decided.  


Key Considerations 


• Focus discussion on strategic issues.  


• Use the strategic plan and Board’s program of work priorities to guide dialogue and 


deliberations.  


• Relate decisions and actions taken to the strategic plan.  


• Consider what is best for the Academy when deliberating.  


• Maintain a member focus – “what would members say?” 


Nature of Debate 


• Discuss all sides of an issue and encourage others to provide their perspectives.  


• Listen when others are speaking; avoid side conversations and ask for clarification if 


needed.  


• Provide opportunities for clarification and on what was discussed and decided  


• Respect different points of view.  


• Exhibit courage with tough decisions.  


• Have fun!    
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EVALUATION RESULTS 


MAY 20-21, 2017 


BOARD OF DIRECTORS MEETING 


 


 


 


 


Respondents:   


 


 TOTAL 


POINTS 


SCORE 


1 The board materials provided were useful for making 


informed decisions 
91 


 4.79 


2 The time given to all agenda was: 


(Inadequate=1/Adequate=5) 
87 4.58 


3 Reports given during the meeting were clear, concise, and 


contained important information (Too 


Detailed=1/Appropriate=5) 
86 4.53 


4 Diverse opinions were expressed and issues were dealt 


with in a respectful manner (Never=1/Always=5) 
85 4.47 


5 Opportunities to discuss all sides of an issue were provided 


(Limited=1/Adequate=5) 
85 4.47 


6 The focus of the meeting was (Operational=1/Strategic=5) 
79 4.16 


7 Consideration was given to what is best for the Academy 


while recognizing that this is a “member-focused” 


organization (Never=1/Always=5) 
85 4.47 


8 Board members were prepared to discuss materials sent in 


advanced (Not Prepared=1/Prepared=5) 
94 4.95 


9 The board’s decision-making processes were effective 


(Never=1/Always=5) 
72 4.00 


10 Next action steps were identified and responsibility 


assigned (Unclear=1/Clear=5) 
83 4.37 


11 Overall assessment of this board meeting’s impact on the 


Academy and its members (Very Low=1/Very High=5) 
79.5 4.18 
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Comments: 


 Staff were well prepared on reports. Perhaps more input/discussion on strategic


evaluation measurements is needed.


 Dinner first night was an excellent forum- could hear everyone.


 It’s been a wonderful three year. The Academy BOD has grown a lot, and has learned to


work at a more strategic level, and in balancing the needs of the profession with the needs


of the membership.


 The Honors and Awards discussion wandered off the strategic path for a bit, but the


outcome was appropriate.


 Incomplete handouts—tense conflict in discussions may have been more beneficial


discussed beforehand.


 It is troubling that the BOD did not understand that a committee under the Board answers


to the Board. The Board provides oversight, so questioning outcomes is under our


purview. Committees can get things wrong, the Board needs to be courageous enough to


identify mistakes.


 As originally scheduled, 15 minutes per topic on day two would not have been sufficient.


Given we discussed two topics on Monday, we were ok with the time. As a note, what


would help is if the actual slides were given to the BOD ahead, doesn’t need to be read


but rather to be able to open it up to discuss.


 Much of the detailed reports were not available until the actual meeting.


 Great Discussion, some topics had discussion “in the weeds,” but most stayed at a


strategic level.


 Issues regarding Honors Committee was a bit uncomfortable and confusing. Good


results, though need to re-evaluate policy.


 Consider collecting input electronically and anonymously. On other boards I have served,


we have found people are more willing to write comments when collected anonymously.


 As a member coming back after two years off, I applaud the leadership of Lucille with


keeping to the topics under discussion.


 Very effective discussions.


 Thank you! Cleveland should be commended for their hospitality.
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EVALUATION RESULTS 


JULY 19-21, 2017 


BOARD OF DIRECTORS RETREAT 


Respondents: 


TOTAL 


POINTS 


SCORE 


12 The board materials provided were useful for making 


informed decisions 
80 


      5.00 


13 The time given to all agenda was: 


(Inadequate=1/Adequate=5) 
77 4.81 


14 Reports given during the meeting were clear, concise, and 


contained important information (Too 


Detailed=1/Appropriate=5) 
78 4.88 


15 Diverse opinions were expressed and issues were dealt 


with in a respectful manner (Never=1/Always=5) 
79 4.93 


16 Opportunities to discuss all sides of an issue were provided 


(Limited=1/Adequate=5) 
79 4.94 


17 The focus of the meeting was (Operational=1/Strategic=5) 
80 4.94 


18 Consideration was given to what is best for the Academy 


while recognizing that this is a “member-focused” 


organization (Never=1/Always=5) 
78 5.00 


19 Board members were prepared to discuss materials sent in 


advanced (Not Prepared=1/Prepared=5) 
80 4.88 


20 The board’s decision-making processes were effective 


(Never=1/Always=5) 
78 5.0 


21 Next action steps were identified and responsibility 


assigned (Unclear=1/Clear=5) 
70 4.38 


22 Overall assessment of this board meeting’s impact on the 


Academy and its members (Very Low=1/Very High=5) 
73 4.56 
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Comments: 


 Overall it was a very well organized meeting! Great food! Glenn did a good job and is


obviously very knowledgeable in this area, engaging delivery, and great new ideas to


ponder.


 Awesome!


 Fantastic meeting—so proud to be a member of this board!


 Great meeting! Glenn Tecker was the best facilitator we have had. Thank you to the E-


team for bringing a draft of the Strategic Plan. It was well done and immensely helpful in


allowing a good productive working session. We got to our goal efficiently and FAST!


 Very productive strategic and fun meeting. Thank you to staff for setting this—beautiful


hotel, great food, and plenty of well-balanced snacks.


 Needed more time on Thursday to complete the orientation portion. Could we start a bit


later on Wednesday and not plan an activity before dinner? This will allow for any flight


delays etc.


 Fabulous MEETING! Huge kudos to all staff for perfect preparation and useful concise


materials. Steve and Glenn offered excellent information. Steve’s presentation may have


been slightly more effective if he spent less time reviewing what we had read—it was


very good nonetheless. Glenn is AMAZING—learned so much from him that we can


immediately apply.


 Best Board meeting ever!


 Trying to include those who could not join us—to have this discussion via phone was


deficient. Maybe we can find a better way for them to participate.


 Learned several new processes that we will be considering to improve operations and


benefits for members. Great work on the Strategic Plan, looking forward to the final


tweaks. Loved having the input of the Board members that were unable to attend but the


phone situation was distracting overall, consider technology used in the HOD table


discussion.


 This meeting rocked. The energy in the room was contagious! I loved all the pre-planning


that went into making the meeting go so well!


 So relieved to see the varying perspectives and high level spirit of cooperation. Amazing


overall.


 Superb! This was one of the most expertly run meetings that I have yet attended, from the


elegant icebreaker to the closing remarks! Everyone was highly involved—many not


wanting to leave at the end of the day—unheard of for meetings!


 By Friday, I felt like Glenn was lecturing at us instead of being with us, challenging us.


Food and Hotel= wonderful. Thank you for a great experience!


 I am curious if Glenn can recommend when it is appropriate to terminate relationships


with members (e.g. detractor members)? Re: Glenn, I like his content but wonder if he


could condense


 Please populate future meeting rooms with a couple stand up cocktail tables to see if the


tables are used. I would use one, at least partially. My preference is get up and move. I


would not completely abandon my regular/traditional seat.


 Glenn was amazing and I could have listened to him endlessly. The process by which he


moved the board members through the strategic plan was flawless. Even though I was


apprehensive about doing this all via phone- it was fine. Great meeting. Thank you!


 Some sessions were allowed to run overtime but then that time as made up elsewhere.


Attachment 3.0


5







NAME: _____________________________________________________ Date: __________________ 


CIRCLE ONE CATEGORY 
Leadership 


1. The board materials provided were useful for making informed decisions.


NOT HELPFUL  1  2  3  4  5   HELPFUL  Unable to assess 


2. The time given to all agenda items was


INADEQUATE  1  2  3  4  5   ADEQUATE  Unable to assess 


3. Reports given during the meeting were clear, concise, and contained important information.


TOO DETAILED  1  2  3  4  5   APPROPRIATE  Unable to assess 


Interpersonal Skills 


4. Diverse opinions were expressed and issues were dealt with in a respectful manner.


NEVER   1  2  3  4  5   ALWAYS  Unable to assess 


5. Opportunities to discuss all sides of an issue were provided.


LIMITED  1  2  3  4  5   ADEQUATE  Unable to assess 


Strategic Thinking 


6. The focus of the meeting was


OPERATIONAL  1  2  3  4  5   STRATEGIC  Unable to assess 


7. Consideration was given to what is best for the Academy while recognizing that this
is a “member-focused” organization. 


 NEVER  1  2  3  4  5   ALWAYS  Unable to assess 


Board Member Contribution 


8. Board members were prepared to discuss materials sent in advance.


NOT PREPARED  1  2  3  4  5    PREPARED  Unable to assess 


9. The board’s decision-making processes were effective.


NEVER  1  2  3  4  5   ALWAYS  Unable to assess 


10. Next action steps were identified and responsibility assigned.


UNCLEAR  1  2  3  4  5   CLEAR  Unable to assess 


Overall assessment of this board meeting’s impact on the Academy and its members: 


Very low  1  2  3  4  5  6  7  8  9  10  Very high 


Any other comments?  ________________________________________________________________________________ 


____________________________________________________________________________________________________ 


____________________________________________________________________________________________________ 
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The Academy of Nutrition and Dietetics ("Academy") wishes to avoid possible conflict of interest involving 
members of an Academy board, committee, task force or workgroup ("Group"), and/or contractors or speakers at 
Academy events ("Event"), in accordance with the Academy Conflict of Interest Policy currently in effect (pdf). The 
Board asks for you to continually be cognizant of fiduciary duties to the Academy arising out of positions of 
confidence within the organization, in accordance with the Academy Conflict of Interest policy in effect. Therefore, 
please complete the following, either as a member or member under consideration for a Group, consultancy, or 
speaking engagement. This form will be shared with the chair and/or staff liaison of the relevant Group(s)/Event(s) 
for their review. The form will be shared with other members at their request. Addressing conflicts of interest is a 
shared responsibility. If you have concerns that another individual has a conflict influencing the Group(s)/Event(s) 
please contact the chair or Academy staff. Thank you. 


First Name:  Last Name: 


Professional Credentials:    Address 1: 


Address 2:  City: 


State: ZIP/Postal Code:


Country:  Phone: 


Email: 


Please read and check each box: 


I acknowledge that I have been appointed or am being considered to perform certain services for or on behalf of 


the Academy. Those services require objectivity, credibility, the avoidance of actual or appearance of external 


influence, and the absence of a conflict with Academy positions, statements, priorities, and Academy-led activities. 


I am aware of the need to disclose any facts or circumstances that might create the appearance of a conflict with 


these standards. 


I agree to disclose any companies, organizations or enterprises from which I receive compensation or with which I 


have an ongoing relationship and which are relevant to the Group(s)/Event(s) of which I am a member/participant. 


I understand, and agree to, recuse myself from participating or voting in any Group work/Event where there is a 


potential for conflict of interest. I understand that I have a responsibility to act in the best interests of the Academy 


when acting as a member of the Group(s)/Event and to leave my personal interests/agendas aside. 


I understand that if I refuse to complete this form, I will be disqualified or removed from the Group(s)/Event(s). 


I agree that this Disclosure Statement may be made public or shared with any Academy member or interested party. 


I agree to update this form annually as well as within 30 days after I establish any new financial relationships that 


could represent a potential conflict of interest and within 30 days after I take on new Group/Event roles in the 


Academy. 


I hereby certify that, to the best of my knowledge, no aspect of my personal or professional circumstances or that 


of my immediate family, within the last 3 years, places me in the position of having private interest that is in conflict 


with any material interest of the Academy Group(s)/Event(s) or with my obligations to the Group(s)/Event(s) except 


for the following: 


Conflict of Interest Form Approved 2-24-2017
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A. List employment with companies within the last three years (list the most current first): 


Company Name: Your Title: Start Date: End Date: 


B. Provide the information requested below if applicable within the last three years related to the Academy 
Group(s)/Event(s) topic: 


Type Explanation 


Principal Investigator or Co-
Investigator on Grants/Research 
on the Academy 
Group(s)/Event(s) topic 


Consultant on Academy 
Group(s)/Event(s) topic 


Participation in review activities 
for the Academy 
Group(s)/Event(s) topic 


Writing or reviewing a 
manuscript on the Academy or 
Group(s)/Event(s) topic 


Leadership role or membership 
in organizations related to the 
Academy Group(s)/Event(s) 
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C. List publications (articles or books) that you have authored or coauthored within the last three years 
related to the Academy Group(s)/Event(s) topic: 


Title of Journal/Publication: Date: Volume/Issue: Pages: 


D. List blogs or other website postings that you have authored or coauthored within the last three years 
related to the Academy Group(s)/Event(s) topic: 


Title: URL: Date: Comments: 


E. Indicate sources of income within the last three years related to the Academy Group(s)/Event(s) topic: 


Type None 


Money 
Paid to 
Your 
Employer 
(over 
$5,000) 


Money 
Paid to 
You 
(over 
$5,000) 


Money 
Paid to 
Your 
Spouse 
(over 
$5,000) Payor(s) 


Board Membership 


Consultancy 


Expert Testimony 


PI or Co-PI on Grants/Grants 
Pending 


Lectures Including Service on 
Speakers Bureau 


Editor, Author, or Co-Author of 
Book on Topic 


Royalties 


Payment for Development of 
Educational Presentations 


Stock/Stock Options 


Travel, Accommodations, Meeting 
Expenses 


Other 


e-Signature: 


Date: 
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NON-DISCLOSURE CONFIDENTIALITY AGREEMENT 


This Agreement is entered into as of this  day of  , 2017 
by and between “Party in which you are entering agreement” (Confidant) and Academy of Nutrition and 
Dietetics (Company), an Illinois, Not for Profit Corporation with a place of business at 120 S. Riverside 
Plaza, Suite 2190, Chicago, Illinois 60606. 


Company possesses valuable business and technical information including, among other things, concepts, 
know-how, trade secrets, business forecasts, business and financial plans. 


Company desires written assurance that information disclosed in confidence to Confidant will be 
maintained in confidence and not used against Company’s interests.  The term “Confidential Information” 
used below means all valuable business or technical information Company has that involves any of the 
matters referred to above, that the Confidant obtains directly or indirectly from Company.  Company will 
disclose, or allow Confidant access to Confidential Information only for the purposes of facilitating 
Confidant’s providing services to Company.  Confidant shall be permitted to use such information as may 
be necessary or desirable in the course of providing such services. 


Confidant agrees, except as may be provided in any future written agreement that may be entered into 
between Company and Confidant, that Confidant shall: 


(1.)   take all such precautions as may be reasonably necessary to prevent the disclosure to any 
third party of Company’s Confidential Information. 


(2.)   not use for Confidant’s own benefit any of Company’s Confidential Information; and 


(3.)   to the extent Confidant has not already done so, require its employees, agents, firm and 
associates to be bound in the same manner. 


(4.)   not disclose any of Company’s Confidential Information received hereunder to any 
third party and not to use the same, except for the purpose noted above, for a period 
of five years from the date of disclosure hereunder. 


This agreement shall be governed and construed in accordance with the law of the State of Illinois. 


AGREED TO BY: Academy of Nutrition and Dietetics and 


Signed 


Dated 
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BOARD OF DIRECTORS MEETING 


AGENDA ITEM SUMMARY 


DATE: September 14, 2017 


AGENDA TOPIC: FY 2017 Audit Report AGENDA 


ITEM: 
4.1 


CONTRIBUTES TO ACHIEVEMENT OF: 


  Strategic Plan Focus Area(s) 


 Prevention and Well-being 


 Health Care and Health Systems  


 Food and Nutrition Safety and Security 


  BOD Program of Work Priority 


 Strategic Plan Priorities 


 Governance Supporting Role Priorities 


 Organizational Board Priorities 


BACKGROUND 


As a function of the operations of the Academy, an audit of the finances is performed by external auditors to 


determine whether or not the financial statements are represented in accordance with Generally Accepted 


Accounting Principles (GAAP).  The attached documents cover all of the Academy organizations and are 


comprised of; 


 2017 Audit Report


 Required Communications
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ALTERNATIVES AND/OR DISCUSSION POINTS 


1. Auditors provided an unqualified opinion on the financials.  This is the highest available result.


2. There were three adjusting entries recommended, but not required.  They are as follows;


 Additional expense for CDR of $28,207.   An invoice was received after the books were closed in June


and was for services incurred before May 31st, 2017.  The expense was recorded in June, 2017 (2018


Fiscal Year).  Since the amount was small, it was not reclassified to the 2017 Fiscal Year.


 Additional revenue for the Foundation of $145,000.  This is a General Mills Grant that was sent after


the books were closed.  Since the agreement was signed and the check was sent at the end of May, the


auditors determined this was a 2017 Fiscal Year grant.  The grant was recorded in June, 2017 (2018


Fiscal Year) and not moved back to the 2017 Fiscal Year.


 Academy balance sheet reclassification of $150,000.  Commissions for the Headquarters’ office move


were recorded as deferred rent liability, consistent with our previous moves.  However, auditors felt it


should have been recorded as a “pre-paid” expense.  This did not have an impact on the business


financials and was adjusted in the 2017 Fiscal Year financials.


If the changes for CDR and Foundation had been made, an additional $116,793 in income would have 


been recorded in 2017 for the consolidated organization.  Since this not determined to be material, the 


2017 Fiscal Year financials were not adjusted.  This $116,793 in income was reflected in June, 2017 (2018 


Fiscal Year). 


ORGANIZATIONAL CAPACITY 


Human Resource Implications:  


Financial Implications: 


  Budgeted   No Financial Impact 


  Unbudgeted: 


 Approved by the CEO on ________   (date) 


  Approved by the Finance Committee on ________   (date) 


  Forwarded without recommendation by the   CEO           Finance Committee 


CONSIDERATIONS FOR PROCEEDING/NOT PROCEEDING 


EXPECTED OUTCOME(S)/RECOMMENDATION(S) 


That the Board considers accepting the audit as presented 


SUBMITTED BY: Finance and Audit Committee and Plante Moran 


2







Academy of Nutrition and Dietetics


Consolidated Financial Report


with Additional Information


May 31, 2017
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Independent Auditor's Report


To the Board of Directors 
Academy of Nutrition and Dietetics


We have audited the accompanying consolidated financial statements of Academy of Nutrition and
Dietetics, which comprise the consolidated statements of financial position as of May 31, 2017 and 2016
and the related consolidated statements of activities and cash flows for the years then ended, and the
related notes to the consolidated financial statements. 


Management’s Responsibility for the Consolidated Financial Statements


Management is responsible for the preparation and fair presentation of these consolidated financial
statements in accordance with accounting principles generally accepted in the United States of America;
this includes the design, implementation, and maintenance of internal control relevant to the preparation
and fair presentation of consolidated consolidated financial statements that are free from material
misstatement, whether due to fraud or error.


Auditor’s Responsibility


Our responsibility is to express an opinion on these consolidated financial statements based on our audits.
We conducted our audits in accordance with auditing standards generally accepted in the United States of
America. Those standards require that we plan and perform the audits to obtain reasonable assurance
about whether the consolidated financial statements are free from material misstatement.  


An audit involves performing procedures to obtain audit evidence about the amounts and disclosures in
the consolidated financial statements. The procedures selected depend on the auditor’s judgment,
including the assessment of the risks of material misstatement of the consolidated financial statements,
whether due to fraud or error. In making those risk assessments, the auditor considers internal control
relevant to the entity’s preparation and fair presentation of the consolidated financial statements in order
to design audit procedures that are appropriate in the circumstances, but not for the purpose of
expressing an opinion on the effectiveness of the entity’s internal control. Accordingly, we express no
such opinion. An audit also includes evaluating the appropriateness of accounting policies used and the
reasonableness of significant accounting estimates made by management, as well as evaluating the overall
presentation of the consolidated financial statements.


We believe that the audit evidence we have obtained is sufficient and appropriate to provide a basis for
our audit opinion.


Opinion


In our opinion, the consolidated financial statements referred to above present fairly, in all material
respects, the financial position of Academy of Nutrition and Dietetics as of May 31, 2017 and 2016 and
the changes in its net assets and its cash flows for the years then ended in accordance with accounting
principles generally accepted in the United States of America.


September 15, 2017 
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Accounting for 
Costs of Computer Software Developed or Obtained for Internal Use. 
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Revenue from Contracts with Customers (Topic 606)
Revenue Recognition


Leases


Not-for-Profit Entities (Topic 
958): Presentation of Financial Statements of Not-for-Profit Entities. 


DraftLeasesLeases
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Independent Auditor’s Report on Additional Information


To the Board of Directors
Academy of Nutrition and Dietetics


We have audited the consolidated financial statements of Academy of Nutrition and Dietetics as
of and for the years ended May 31, 2017 and 2016, and have issued our report dated September
15, 2017 which contained an unmodified opinion on those consolidated financial statements.
Our audits were made for the purpose of forming an opinion on the consolidated financial
statements as a whole. The statement of financial position for Academy of Nutrition and
Dietetics, statement of activities by object and fund for Academy of Nutrition and Dietetics,
statement of financial position for Academy of Nutrition and Dietetics Foundation, and
statement of activities for Academy of Nutrition and Dietetics Foundation are presented for the
purpose of additional analysis and are not a required part of the basic consolidated financial
statements. Such information is the responsibility of management and was derived from and
relates directly to the underlying accounting and other records used to prepare the consolidated
financial statements. The information has been subjected to the auditing procedures applied in
the audits of the consolidated financial statements and certain additional procedures, including
comparing and reconciling such information directly to the underlying accounting and other
records used to prepare the consolidated financial statements or to the consolidated financial
statements themselves, and other additional procedures in accordance with auditing standards
generally accepted in the United States of America. In our opinion, except as described in the
following paragraph, the information is fairly stated in all material respects in relation to the
consolidated financial statements as a whole.


Under accounting principles generally accepted in the United States of America, "Reporting of
Related Entities by Not-for-Profit Organizations" requires consolidation of Academy of Nutrition
and Dietetics and Academy of Nutrition and Dietetics Foundation. Accordingly, the statement of
financial position for Academy of Nutrition and Dietetics and statement of activities by object
and fund for Academy of Nutrition and Dietetics are not presented in accordance with
accounting principles generally accepted in the United States of America, but, as noted above,
are presented for analysis purposes.


September 15, 2017 
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September 15, 2017 


To the Board of Directors 
Academy of Nutrition and Dietetics 
Academy of Nutrition and Dietetics Foundation 


We have audited the consolidated financial statements of Academy of Nutrition and Dietetics (“the 
Academy”) and Academy of Nutrition and Dietetics Foundation (the “Foundation”) (collectively, 
the “Organization”) as of and for the year ended May 31, 2017 and have issued our report thereon 
dated September 15, 2017. Professional standards require that we provide you with the following 
information related to our audit. 


Our Responsibility Under U.S. Generally Accepted Auditing Standards  


As stated in our engagement letter dated July 5, 2017, our responsibility, as described by 
professional standards, is to express an opinion about whether the consolidated financial 
statements prepared by management with your oversight are fairly presented, in all material 
respects, in conformity with U.S. generally accepted accounting principles. Our audit of the 
consolidated financial statements does not relieve you or management of your responsibilities. 
Our responsibility is to plan and perform the audit to obtain reasonable, but not absolute, 
assurance that the consolidated financial statements are free of material misstatement. 


As part of our audit, we considered the internal control of the Organization. Such considerations 
were solely for the purpose of determining our audit procedures and not to provide any assurance 
concerning such internal control. 


We are responsible for communicating significant matters related to the audit that are, in our 
professional judgment, relevant to your responsibilities in overseeing the financial reporting 
process. However, we are not required to design procedures specifically to identify such matters. 


Planned Scope and Timing of the Audit 


We performed the audit according to the planned scope and timing previously communicated to 
you in our meeting about planning matters on April 26, 2017. 


Significant Audit Findings  


Qualitative Aspects of Accounting Practices 


Management is responsible for the selection and use of appropriate accounting policies. In 
accordance with the terms of our engagement letter, we will advise management about the 
appropriateness of accounting policies and their application. The significant accounting policies 
used by the Organization are described in Note 1 to the consolidated financial statements.  
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No new accounting policies were adopted and the application of existing policies was not changed 
during 2017. We noted no transactions entered into by the Organization during the year for which 
there is a lack of authoritative guidance or consensus.  


Accounting estimates are an integral part of the consolidated financial statements prepared by 
management and are based on management’s knowledge and experience about past and current 
events and assumptions about future events. Certain accounting estimates are particularly 
sensitive because of their significance to the consolidated financial statements and because of the 
possibility that future events affecting them may differ significantly from those expected.  


The most sensitive estimate affecting the consolidated financial statements was the estimation of 
allowance for doubtful accounts related to uncollectible accounts receivable. Management reviews 
accounts and pledges receivable on a consistent basis and follows up with those customers, 
donors, or grantors that are delinquent. Management writes off receivables when they are 
considered uncollectible and establishes an allowance when the collectability is uncertain. We 
evaluated the key factors and assumptions used to develop the estimate in determining that it is 
reasonable in relation to the consolidated financial statements taken as a whole.  


The disclosures in the consolidated financial statements are neutral, consistent, and clear.  


Difficulties Encountered in Performing the Audit 


We encountered no significant difficulties in dealing with management in performing and 
completing our audit.  


Disagreements with Management 


For the purpose of this letter, professional standards define a disagreement with management as 
a financial accounting, reporting, or auditing matter, whether or not resolved to our satisfaction, 
that could be significant to the consolidated financial statements or the auditor’s report. We are 
pleased to report that no such disagreements arose during the course of our audit.  


Corrected and Uncorrected Misstatements  


Professional standards require us to accumulate all known and likely misstatements identified 
during the audit, other than those that are trivial, and communicate them to the appropriate level 
of management.  


None of the misstatements detected as a result of audit procedures and corrected by management 
were material, either individually or in the aggregate, to the consolidated financial statements 
taken as a whole.  


Appendix A summarizes uncorrected misstatements of the consolidated financial statements. 
Management has determined that their effects are immaterial, both individually and in the 
aggregate, to the consolidated financial statements taken as a whole.  
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Significant Findings or Issues 


We generally discuss a variety of matters, including the application of accounting principles and 
auditing standards, business conditions affecting the organization, and business plans and strategies 
that may affect the risks of material misstatement with management each year prior to retention 
as the Organization’s auditors. However, these discussions occurred in the normal course of our 
professional relationship and our responses were not a condition of our retention.  


Management Representations 


We have requested certain representations from management that are included in the 
management representation letter dated September 15, 2017.  


Management Consultations with Other Independent Accountants 


In some cases, management may decide to consult with other accountants about auditing and 
accounting matters, similar to obtaining a “second opinion” on certain situations. If a consultation 
involves application of an accounting principle to the Organization’s consolidated financial 
statements or a determination of the type of auditor’s opinion that may be expressed on those 
statements, our professional standards require the consulting accountant to check with us to 
determine that the consultant has all the relevant facts. To our knowledge, there were no such 
consultations with other accountants. 


***** 


This information is intended solely for the use of the board of directors and management of the 
Organization and is not intended to be and should not be used by anyone other than these 
specified parties. 


Very truly yours, 


Plante & Moran, PLLC 


Kathy Downey, CPA 
Partner  
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Client: Academy of Nutrition and Dietetics
Y/E: 5/31/2017


Ref. # Description of Misstatement Assets Liabilities Equity Revenue Expenses Income


FACTUAL MISSTATEMENTS
A1 To accrue for an invoice for services rendered prior 


to 5/31 28,207   28,207  (28,207)    
A2 To recognize pledge receivable and revenue for a 


contribution made prior to 5/31 but collected after 
5/31. 145,000    145,000   145,000   


A3 To reclassify commission paid to real estate agent 
related to new office lease as prepaid expense 
(currently presented net of deferred rent liability) 150,000    150,000     -     


JUDGMENTAL ADJUSTMENTS


NONE -     


PROJECTED ADJUSTMENTS
NONE -     


-     -   -  -    -   -     


Total 295,000$      178,207$        -$     145,000$        28,207$        116,793$     


PASSED DISCLOSURES


NONE


The effect of misstatements and classification errors identified would be to increase (decrease) the reported amounts in 
the financial statement categories identified below:


SUMMARY OF UNRECORDED POSSIBLE ADJUSTMENTS


Draft
D  -D


295,000295,000$
DD


 178295,000000 $$
DDDD


178
DDDDDDDDDDDD
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BOARD OF DIRECTORS MEETING 


AGENDA ITEM SUMMARY 


DATE: September 14, 2017 


AGENDA TOPIC: Alliance Program AGENDA 


ITEM: 
5.0 


CONTRIBUTES TO ACHIEVEMENT OF: 


  Strategic Plan Focus Area(s) 


 Prevention and Well-being 


 Health Care and Health Systems  


 Food and Nutrition Safety and Security 


  BOD Program of Work Priority 


 Strategic Plan Priorities 


 Governance Supporting Role Priorities 


 Organizational Board Priorities 


BACKGROUND 


The Academy’s Alliance Program was designed to establish and maintain strategic relationships with 


organizations that advance the Strategic Plan.  The primary goals of the program require any formalized 


relationship to focus on the strategic advancement of the Academy and its members; these goals include: 


 Move the Academy’s Mission, Vision and Strategic Plan forward and support the Board of Directors’


Program of Work


 Establish outcomes-based plans within the parameters of available resources (staff and financial)


 Increase the visibility of the Academy and its members with other organizations


 Promote Academy members in leadership positions in other organizations


 Increase the value of membership in the Academy


 Position members to compete in current and future environments


 Provides insight to an issue which offers the opportunity for the Academy to be proactive


 Increase demand and utilization of services provided by Academy members


 Influence the policy initiatives of key audiences.


Whether the proposed relationship came through as an Alliance (Academy) or External Relation (DPG/MIG 


Network), the criteria currently consist of three types: Consortium, Project and Network.  The definition of 


each type follows: 


1. Consortium
A consortium is made up of different agencies joining together to reach a common goal which is


comprised of key staff and selected member leaders based on their area of expertise. This highly shared


endeavor has a clear mission, narrowly focused purpose and serves to create new value, a product, or


service of high expectation and quality.


2. Project
A project is the coordinated effort between the participating organizations with shared responsibility to the


work load and expertise. The project is time limited and accomplishment-focused so when the project is


completed, the alliance is dissolved.


3. Network


A network promotes and supports Academy members in leadership positions in external organizations and
offers the ability to influence policy initiatives and provide insight on issues important to other


organizations.
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Alliances and Networks are reviewed on an annual basis by Academy staff to recommend based on whether 


or not the relationship should continue or be terminated.  Annual assessments are based on if the relationship 


is still aligned with the Strategic Plan, if the project is completed or if the assigned representative 


recommends the termination of the relationship. At minimum, an annual status report is provided to the 


Board of Directors.  


ALTERNATIVES AND/OR DISCUSSION POINTS 


The accompanying Alliance Program builds upon the structure of the current Alliance model and gives a high 


priority to leveraging strategic partnerships in order to advance the Academy Strategic Plan.  This program 


focuses on a proactive, strategic approach to assessing and establishing valued relationships that contribute to 


the advancement of the Academy, its stakeholders and partner organizations.  By aligning the strategic 


imperatives across mutually beneficial alliances, the Academy can best position itself for organizational 


growth and measurable impact.   


ORGANIZATIONAL CAPACITY 


Human Resource Implications: 


Financial Implications: 


 Budgeted  No Financial Impact 


 Unbudgeted: 


 Approved by the CEO on  ________ 


 Approved by the Finance Committee on ________   (date) 


 Forwarded without recommendation by the  CEO  Finance Committee 


CONSIDERATIONS FOR PROCEEDING/NOT PROCEEDING 


The Academy’s new Strategic Plan offers a timely opportunity to expand and build upon our 


organizational strengths and proactively engage with key stakeholders and external organizations to 


advance the Academy’s program of work and strategic direction.   Whether focused on opportunities for 


branding the profession and our organization or leveraging resources to expand into a global 


marketplace, evolving the Academy’s alliance program to encompass extensive networks of strategic 


partnerships is critical for future-focused, measureable success. An analysis and appropriate realignment 


of the existing Alliance efforts meets and exceeds the changing needs of the Academy membership and will 


allow flexibility to adjust with the second century Academy Strategic Vision, Mission, Principles and Focus 


Areas: 


Vision: A world where all people thrive through the transformative power of food and nutrition 


Mission: Accelerate improvements in global health and well-being through food and nutrition  


Principles: The Academy of Nutrition and Dietetics and our members:  


 Amplify the contribution of nutrition and dietetics practitioners and expand workforce capacity and


capability


 Integrate research, professional development, technology and practice to stimulate innovation and


discovery


 Collaborate to solve the greatest food and nutrition challenges now and in the future


 Focus on system-wide impact across the food, well-being and health care sectors


 Have a global impact in eliminating all forms of malnutrition.


Focus Areas:  
The Strategic Plan includes three areas where the Academy will focus efforts to accelerate progress towards 


achieving the vision and mission through impact goals in Prevention and Well-being, Health Care and Health 


Systems and Food and Nutrition Safety and Security. The Plan, goals and strategies correlate to the principles. 
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EXPECTED OUTCOME(S)/RECOMMENDATION(S) 


Evaluate the proposed Alliance Program recommendations to determine if the assessment model 


appropriately addresses the need for proactive, strategic alignment to the Academy Strategic Plan. 


SUBMITTED BY: Diane M. Enos, MPH, RDN, FAND 
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ALLIANCE PROGRAM 


BOARD OF DIRECTORS MEETING 


SEPTEMBER 14, 2017 


EXECUTIVE SUMMARY 


Since its inception, the Academy’s Alliance efforts have provided an opportunity to allow for 


organization-level collaboration, representation at meetings and participation in external work 


groups.  Through established guidelines and criteria for volunteer involvement, the Academy has 


assessed gaps and opportunities for strategic outreach and prioritized needs and goals within target 


markets.  While the Academy has experience both high levels of success and some challenges 


through the various levels of organizational relationships, ultimately these efforts have led to 


substantive collaborations that position Academy members as active, visible leaders in like-minded 


organizations.    


The Academy’s new Strategic Plan offers a timely opportunity to expand and build upon our 


organizational strengths and proactively engage with key stakeholders and external organizations to 


advance the Academy’s program of work and strategic direction.   Whether focused on opportunities 


for branding the profession and our organization or leveraging resources to expand into a global 


marketplace, evolving the Academy’s alliance program to encompass extensive networks of strategic 


partnerships is critical for future-focused, measureable success. 


STRATEGIC ALLIANCES & FUTURE PARTNERSHIPS 


As currently structured, the Academy alliance program offers 110 formalized relationships 


across a variety of channels including:  (see Attachment A) 


 39 Academy Alliances


 39 Dietetic Practice Group (DPG) and Member Interest Group (MIG) Networks


 31 Policy Initiatives and Advocacy (PIA) and Quality Management (QM) Alliances


 1 Work Group


These relationships offer annual evaluation and internal commitment with a minimum of a two 


year commitment to best foster representation in key external organizations, i.e. government, 


other nonprofit or for-profit organizations.  Looking forward, future partnerships should build 


upon the Academy capabilities on a global scale for organizational growth, visibility and 


strengthening professional impact and capabilities.   


In this new model, future strategic alliances focus on key tenets of Academy leadership 


development and member engagement. (see Figure 1)  



http://articles.bplans.com/writing-a-business-plan/writing-an-executive-summary/207
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Figure 1: Strategic Alliances Core Tenets 


The strategic alliances program allows the Academy to move key initiatives forward, offer a 


bigger collective impact, increase influence and scale up global efforts by strengthening and 


expanding programs and services. In particular, the Academy can leverage future strategic 


alliances to: 


 Increase the visibility of the Academy and its members and the value of nutrition and


dietetic services


 Enhance internal and external leadership development


 Achieve greater leverage among stakeholders, e.g. build awareness or advocacy


 Address complex issues that require coordinating multiple stakeholders


 Provide an integrated continuum of services to meet member needs


 Strengthen or expand program or service quality and performance


 Achieve greater economies of program scale


 Position members to compete in current and future environments


 Enter new geographies, provide new services, or reach new stakeholders


In order for the Academy to have a significant, positive impact on a global scale there must 


alignment around core objectives for any future alliance relationship.  Aligning future efforts on 


organizational strengths through proactive partnerships focused on knowledge transfer, market 


opportunities and increased efficiencies is a key opportunity for success. (see Figure 2) 


Figure 2: Strategic Partnership Model 


Adapted from (1) Wharton School of Business and (2) Simoons & Co. 
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ALIGNING STRATEGIC IMPERATIVES 


In order to ensure the greatest positive impact of the Academy’s Strategic Plan (see Attachment B) by 


2025, the alliance program must proactively establish relationships that are mutually beneficial 


to allow for organizational growth.   The Academy’s strategic imperatives are cross–functional in 


nature that require resources to be allocated by all three levels of value proposition – the 


Academy, partner organizations and key stakeholders – to ensure the highest impact outcomes.   


Figure 3: Strategic Imperatives 


While the Academy has followed a process that individually evaluates proposals on case-by-case 


basis when establishing alliances, there is an opportunity to evolve by applying a new proactive, 


structured approach in creating and managing alliances moving forward.  In particular, the 


Academy can leverage its growing prestige and influence by first clearly identifying the value to 


all parties in the proposed alliance including1:  


 Defining the goals and objectives for the alliance


 Clarifying expectations for all stakeholders


 Identifying the value of the alliance


 Aligning the alliance to the Strategic Plan


 Establishing a roadmap to a successful alliance that allows transparency as to how the


relationship fits within the Academy


 Recognizing cultural difference between organizations that may impact the relationship


Therefore, utilizing a contributions matrix (see Appendix C) outlining the needs and benefits to all 


parties in advance of outreach to a prospective partner is a critical first step to establish future 


strategic alliances and collaborations. The following example2 provides a basic template that 


defines the contributions the Academy will bring to the alliance and the contributions that we 


expect from the partner organization.   


1 Adapted from Top 25- Partnerships and Alliance (Simoons, 2013)  and  Start with Why: How Great Leaders Inspire Everyone to Take 


Action (Sinek, 2009)
2 Adapted from Simoons & Co: Contributions Matrix


Adapted from Moore & Khagram; Harvard University 


(2014)
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Figure 4: Contributions Matrix 


Alliance Academy Stakeholders 


Contributions 


Needs 


Benefits 


Outcomes 


Measurement(s) of 


Success 


By listing the needs, expectations and alignment opportunities prior to outreach, there is 


transparency on the forefront regarding how each organization can benefit from the alliance.  


Ultimately, this matrix will serve as a core document for the alliance and establishes a balanced 


view of the value back to each organization and their key stakeholders. 


SUMMARY  


The Academy’s Alliance program continues to provide a value for members, which has resulted 


in staff investigating opportunities to expand the program to positively and proactively align with 


the Strategic Plan.  Through utilization of the contributions matrix, the future development of an 


alliance action plan, and ongoing assessment and evaluation, the Academy will be positioned to 


prioritize relationship that align with organizational initiatives.  Once implemented, opportunities 


for establishing performance measures, collaborative marketing opportunities and further 


alignment to the Academy core organizational strengths in food and nutrition research; advocacy 


and communications; professional development; and workforce capacity and opportunities are 


expected to develop and align across alliance activities.   
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ATTACHMENT A 


Current List of Academy Alliances, Networks and Work Groups 
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ATTACHMENT C 


Strategic Alliance Contributions Matrix 
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Alliance Contributions Matrix (Template) 


 
Proposed Alliance:  


  
Alignment to Academy Strategic Plan Focus Area(s): 


 Prevention and Well-being 


 Health Care and Health Systems  


 Food and Nutrition Safety and Security 


 
Alignment to Academy Strategic Plan Impact Goal(s): 


 


 


 


 


 Alliance Academy Stakeholders 


Contributions 


 


 


 


 


   


Needs 


 


 


 


 


   


Benefits 


 


 


 


 


   


Outcomes 


 


 


 


 


   


Measurement(s) of 


Success 


 


 


 


   


 
Is this Alliance being submitted on behalf of a DPG or MIG: 


 No 


 Yes   


DPG/MIG Name:  
 


Prepared by: 


Name:  


Date:  


Email:  


 


 







BOARD OF DIRECTORS MEETING 


AGENDA ITEM SUMMARY 


DATE: September 14, 2017


AGENDA TOPIC: Strategic Measures and Metrics AGENDA 


ITEM: 
7.0 


CONTRIBUTES TO ACHIEVEMENT OF: 


  Strategic Plan Focus Area(s) 


 Prevention and Well-being 


 Health Care and Health Systems  


 Food and Nutrition Safety and Security 


  BOD Program of Work Priority 


 Strategic Plan Priorities 


 Governance Supporting Role Priorities 


 Organizational Board Priorities 


BACKGROUND 
The strategic measures presentation provides quantitative evaluations of organizational progress towards strategic plan objectives. The development of 
the new Academy strategic plan calls for a reevaluation of the strategic measures. The purpose of this agenda item is for the board to consider methods 


of measurement for each of the strategies in the new plan.


ALTERNATIVES AND/OR DISCUSSION POINTS 
Proposed measure definitions are included in the attachment, but board members should consider these critically and provide alternatives 


ORGANIZATIONAL CAPACITY 


Human Resource Implications: Revising the strategic measures is estimated to require 360 hours of Data 


Scientist staff time 


Financial Implications: 


  Budgeted   No Financial Impact 


  Unbudgeted: 


 Approved by the CEO on ________   (date) 


  Approved by the Finance Committee on ________   (date) 


  Forwarded without recommendation by the   CEO           Finance Committee 


CONSIDERATIONS FOR PROCEEDING/NOT PROCEEDING 


Evaluation of progress towards goals is vital to effective decision making by the board. The strategic measures 


have consistently been one of the highest rated agenda items in board meeting evaluations.  


EXPECTED OUTCOME(S)/RECOMMENDATION(S) 
That the Board consider approval of or modification of proposed measure definitions. Creation of new measure definitions.  


SUBMITTED BY: Will Murphy 
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1







Strategic Measures Revision 
This document describes the draft measure concepts for the Academy’s new strategic 


plan. Some operational definitions are retained from existing measures, and new 


definitions and measures will be developed to address the complete list of strategies. 


Strategy Operational Definitions Data Sources 


R
es


e
ar


ch
 


Expand prospective food and 
nutrition research 


Increases in number of 
prospective DPBRN 
studies and publications 


Increases in number of 
external prospective 
research studies 
supported by Academy 
resources (e.g. ANDHII) or 
Foundation funding 


RISA team tracking 


RISA team tracking, 
ANDF team tracking 


Conduct systematic reviews and 
develop evidence based practice 
guidelines and position papers in 
collaboration with key stakeholders 


Increases in the number of 
systematic reviews and 
guidelines published by 
the EAL 


Increases in diversity of 
stakeholder roles on EAL 
workgroups 


RISA team tracking 


RISA team tracking 


Advance global practice based 
research network of practitioners 
and partners to collect data 


Increases in number and 
geographic diversity of 
network members 


Membership database 


Develop and enhance platforms to 
host data on evidence-based 
interventions 


Increases in number 
patient/client encounters 
recorded in ANDHII 


Increases in number of 
platforms engaging in 
standards-based health 
information exchange 
with ANDHII 


ANDHII System Analytics 


ANDHII System Analytics 


Collaborate to provide evidence on 
the effectiveness of food- and 
nutrition-related interventions using 
internationally accepted processes 
and terms 


Increases in total number of 
Academy research studies 
conducted in collaboration 
with other organizations 


Increases in collaborative 
research with international 
colleagues 


RISA team tracking 


RISA team tracking 


Collaborate to advance basic science 
research related to malnutrition and 
well-being 


Increases in number of 
government, WHO, and UN 
collaborations 


RISA team tracking 
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A
d


vo
ca


cy
 &


 C
o


m
m


u
n


ic
at


io
n


s 
Impact food and nutrition policies 
and advocate through participation 
in the legislative and regulatory 
processes and funding to support 
nutrition research at local, state, 
federal and global levels 


Increases in Affiliate 
Advocacy, Dietetic Practice 
Group, Academy committee 
and Academy Employee 
Engagement Indices (for F&N 
policy and research funding 
initiatives) 


Increases in collaborations 
on advocacy initiatives (for 
F&N policy and research 
funding initiatives) 


LPPC team engagement 
index 


LPPC team tracking 


Advocate for health care delivery 
and payment systems that maximize 
nutrition services across clinical and 
community settings 


Increases in Affiliate 
Advocacy, Dietetic Practice 
Group, Academy committee 
and Academy Employee 
Engagement Indices (for 
coverage initiatives) 


Increases in number of 
members working in 
PCMH/ACOs/population 
health models of care. 


Increases in member 
satisfaction with Academy 
resources and efforts on RDN 
integration into new models 
of health care delivery and 
payment   


Increases in workforce 
demand for RDNs in these 
models 


LPPC team engagement 
index 


Coding Practices Survey 
(every 5 years) 


Coding Practices Survey 
(every 5 years) 


Bureau of labor 
statistics 


Advance global influence through 
effective alliances 


(may change based on 
board decision on related 
agenda item) 
Increases in number of 
new alliances with 
external organizations 
(with breakdown by 
organization type) 


LLPE team tracking 


Serve as a trusted resource and 
utilize all media outlets to educate 
and promote evidence-based 
practices and science-based 
resources to practitioners, the 
public, policy makers and all 
stakeholders 


Increases in visibility of the 
Academy to media and 
consumers, via Eatright.org 
and other media outlets 
(online, print, and broadcast) 
+ social media 


Cision media monitoring 
and Website analytics 
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Increases in utilization of 
EatrightPRO.org, an 
Academy member benefit 


Increases in utilization of the 
EAL, an Academy member 
benefit 


Website analytics 


Academy Survey 


P
ro


fe
ss


io
n


al
 D


ev
el


o
p


m
en


t 


Provide tiered, progressive 
education and career advancement 
to support practitioners’ needs 


Provide learning activities for 
in-demand performance 
indicators across expertise 
levels 


Increases in number of 
professional development 
opportunities for 
international practitioners in 
collaboration with other 
organizations 


AM003 provider 
database, CDR 
professional 
development portfolios 


RISA team tracking 


Engage practitioners at all levels 
through recognition programs, 
certificates of training and 
certifications 


Increases in number of 
individuals who have 
completed Certificate of 
Training programs, 
training workshops, FAND 
recognition, CDR specialty 
certifications, and 
adult/pediatric weight 
management programs 


Multiple internal 
databases and tracking 
by respective teams 


Serve as primary resource for 
professional experiential training 
opportunities for traineeships and 
fellowships, practitioner networking, 
mentoring and information sharing 


Increases in number of 
individuals who have 
completed traineeships 
and fellowships 


Internal tracking 


Collaborate in developing products 
and services to positively influence 
practice outcomes 


Increases in numbers of: 
Webinars; Self Studies; 
NFPE Hands On 
Workshops and 
supporting reference 
guide; Certificate 
programs; CDR Adult & 
Pediatric Wt Management 
live programs; CDR Assess 
and Learn modules; DPG 
and MIG Symposia, 
Webinars, Workshops, 
etc; FNCE education, 


Tracking by respective 
teams.  
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workshops, excursions, 
symposia, etc 


Create interprofessional training and 
professional development 
opportunities through strategic 
partnerships and partner 
organizations 


Increases in number of 
invitations to present 
Academy initiatives to 
alliance organizations at 
annual meetings 


Increases in number of 
practice resources for 
international practitioners in 
collaboration with 
international nutrition 
organizations 


LLPE team tracking 


RISA team tracking 


W
o


rk
fo


rc
e


 
C


ap
ac


it
y 


an
d


 O
p


p
o


rt
u


n
it


ie
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Build a global nutrition collaborative 
to accelerate progress in improving 
health 


Increase the pool of educators, 
including those who are doctorate 
prepared 


Develop and advance innovative 
delivery models for degree and non-
degree education and training 


Increase the diversity and cultural 
competence of the workforce to 
reflect the communities they serve 


Increases in the diversity of 
nutrition and dietetics 
professionals 


Academy Survey 


Expand public health and community 
nutrition programs and initiatives 


Promote leadership self-efficacy and 
instill behavioral leadership skills at 
all levels of professional 
competency, including for students, 
through expanded and varied 
learning opportunities 
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Previous Strategies and Measures 
Strategy Disposition 
Increases in members’ perception of Academy 
achievement of strategic goals 


Move to operational or Retire 


Increases in visibility of the Academy to media and 
consumers, via Eatright.org and other media outlets 
(online, print, and broadcast)  


Advocacy & Communications #4 


Maintenance or increases in consumer rated 
credibility of RDNs, NDTRs and the Academy 


Retire 


Increases in number of RDN and NDTR 
appointments to external organizations 


Advocacy & Communications #3 


Increases in number of invitations to present Academy 
initiatives to external medical and other health care 
disciplines and their organizations  


Professional Development #5 


Increases in Affiliate Advocacy, Dietetic Practice 
Group, Academy committee and Academy Employee 
Engagement Indices  


Advocacy & Communications #1, Advocacy & 
Communications #2 


Increases in level of collaboration (e.g., more 
engagement) that strengthen relevant partnerships to 
promote legislative efforts, including more influential 
partners, members of Congress and federal agencies  


Advocacy & Communications #1, Advocacy & 
Communications #2, Advocacy & 
Communications #3 


Increases in utilization of the EAL, an Academy 
member benefit 


Advocacy & Communications #4 


Increases in Academy membership over time Move to Operational 
Increases in membership market share of nutrition 
and dietetics practitioners, and students in accredited 
programs  


Move to Operational 


Increases in perceived value of Academy membership Mote to Operational 
Increases in the diversity of nutrition and dietetics 
professionals  


Workforce Capacity and Opportunities #4 


Increases in utilization of EatrightPRO.org, an 
Academy member benefit 


Advocacy & Communications #4 


Increases in the number of nutrition and dietetics 
practitioners 


Move to Operational 


Increases in enrollment in supervised practice 
programs  


Move to Operational 


Increases in number of publications and presentations 
on international initiatives  


TBD 


Increases in member engagement with international 
initiatives  


TBD 


Increases in number of practice resources for 
international practitioners in collaboration with 
international nutrition organizations  


Professional Development #5 


Increases in collaborative research with international 
colleagues  


Research #5 


Increases in number of professional development 
opportunities for international practitioners in 
collaboration with other organizations  


Professional Development #1 


Increases in number of government, WHO, and UN 
collaborations  


Research #6 
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Previous operational measures 


Measure Disposition 


Staff turnover and retention Retain 


Fiscal measures Retain 
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Global Nutrition Collaborative 


Background 


The Academy of Nutrition and Dietetics Foundation’s Second Century Initiative is charting a new direction 


for the future. It is grounded in an extraordinary commitment to collaboration, a focus on service and an 


emphasis on accelerating the progress toward solving the greatest food and nutrition challenges of the 


21st century. 


For the past 100 years, the Academy of Nutrition and Dietetics has been dedicated to building a 


profession that optimizes health through food and nutrition. The Academy’s next century provides an 


opportunity to continue this legacy with a new vision — one that will elevate the nutrition and dietetics 


profession, expand the reach of credentialed food and nutrition practitioners and improve health around 


the world. 


Spurred by the United Nation’s declaration of the Decade of Action on Nutrition, global momentum for 


collaborative solutions in food and nutrition is growing. According to the U.N., nutrition continues to be a 


health, economic and sustainable development challenge for every region on the planet. 


Hunger and malnutrition are a worldwide epidemic. The shortage of health care workers and need for 


expertise in food, nutrition and health puts the Academy’s workforce on the front line as knowledgeable 


and collaborative problem solvers. Of note, the Academy’s partners and public are also responding to 


many other global trends and market forces, including obesity and noncommunicable diseases (NCDs), 


increasing health disparities, inequalities in access to healthy foods and concerns about food system 


sustainability. 


The Need and Opportunity 


Situation 


Human health directly impacts the progress, achievement and prosperity of society. There is an increased 


demand for food, nutrition and overall health services as obesity, chronic disease and malnutrition sweep 


the globe. 


This need is underscored by the adoption of the U.N.’s Sustainable Development Goals (SDGs), which 


call for an end to all forms of malnutrition. Additionally, in 2016 the U.N. announced the Decade of Action 


on Nutrition, which aims to accelerate the eradication of malnutrition and ensure access to healthier and 


more sustainable diets for all. 


Global stakeholders such as the U.N. and World Health Organization recognize the need to grow the 


workforce of qualified global health workers, particularly credentialed food and nutrition practitioners. 
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Addressing this profound global challenge requires collaborative partnerships and systemic solutions that 


cross global food, nutrition and health sectors, and participation from all sectors of society that impact 


human health. 


The Academy has identified strong interest in food and nutrition careers that serve the greater global 


good. The growing global shortage of health workers creates a challenge and an opportunity for the 


Academy. 


Today, credentialed food and nutrition practitioners are underrepresented in global health careers — 


hindering progress in addressing global hunger and malnutrition. And while leading global health 


organizations such as the U.N. and WHO recognize the importance of nutrition, they often do not have the 


technical expertise and scope to address the impact and shortage of credentialed food and nutrition 


practitioners. 


Currently, there is no established infrastructure to support the training, placement and development of 


credentialed food and nutrition practitioners working to conduct global research or scalable nutrition 


interventions. This is due, in part, to the lack of a unified voice advocating for the global food and nutrition 


workforce. 


As a result, there is an urgent need to fill these research gaps and grow the global food and nutrition 


workforce — in turn, fueling collaborative solutions that can be globally scaled to more effectively solve 


worldwide hunger and malnutrition. 


Opportunity 


There is a tremendous opportunity for the Academy to lead and serve as the catalyst for improved global 


health through the formation of a Global Nutrition Collaborative — to further leverage thought leadership 


from credentialed food and nutrition practitioners. The Global Nutrition Collaborative can help expand the 


food and nutrition workforce while reinforcing the positive impact of nutrition on improved global health 


outcomes. 


Overview: Global Nutrition Collaborative 


The Global Nutrition Collaborative will build a coalition of leading food, nutrition and health organizations, 


dietetic associations and individuals from across the globe to expand and empower the global food and 


nutrition workforce. The goal of such a Collaborative is to accelerate progress in tackling some of the 


greatest food and nutrition challenges of this century. 


As a key element of the Collaborative, the Global Research Fellowship program is intended to create and 


expand both international and domestic opportunities for credentialed food and nutrition practitioners to 


improve the health of the public through experiential practice opportunities. The program will support 


fellows and their research projects by leveraging the Academy’s singular strengths: its professional 


standing as the world’s largest organization of food and nutrition professionals, its research and 


communications capacity, its professional educational infrastructure and its existing international 


workforce affiliations. Incorporating the Global Research Fellowship program as a component of the 
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Global Nutrition Collaborative will allow the Academy to effectively advocate for scaling solutions and 


amplify the contribution of the food and nutrition workforce. 


The successful establishment and implementation of the larger Global Nutrition Collaborative will provide 


the framework to support fellows and their research projects, provide the tools they need to disseminate 


their results globally, and offer a set of best practices to ultimately improve people’s health around the 


world. 


This coalition will not only impact many trends and market forces to improve global public health, but it will 


benefit society, Academy members and Collaborative partners. 


Benefits to Society 


According to the 2016 Global Nutrition Report, malnutrition affects 1 in 3 people worldwide.1 At the same 


time, rates of obesity and chronic disease are soaring. Widespread disease, illness and escalating health 


care costs are taking a profound economic toll on nearly every nation. 


Fortunately, there is a way forward — through nutritional interventions that help prevent malnutrition, 


obesity and chronic disease. Today, global momentum for population-based preventive action is growing, 


and the case for investment is strong: every dollar invested in malnutrition prevention returns $16.2 


The Global Nutrition Collaborative will benefit society by providing the path and professional guidance to 


prevent malnutrition, obesity and chronic disease in populations around the world. The Collaborative has 


the potential to accelerate improvements in global public health through improved food and nutrition 


practices and collaborative action that will expand and empower the global food and nutrition workforce. 


Benefits to the Academy and Academy Members 


Credentialed food and nutrition practitioners are well positioned to fill the current shortage of global health 


workers, projected to grow in the coming years. The Academy’s workforce of 100,000 credentialed food 


and nutrition professionals, along with its organizational infrastructure, provides a clear pathway to 


improved food, nutrition and overall health. 


By leveraging this infrastructure and workforce of technical experts, the Academy can position itself as a 


global thought leader in the nutrition sphere, increase its network of partners and potentially create new 


revenue streams. 


Through the Collaborative, the Academy will increase the number of diverse and meaningful career 


opportunities for its current and future members. Credentialed food and nutrition practitioners selected for 


1 “Prevention for a Healthier America.” Trust for America's Health, healthyamericans.org/reports/prevention08/.  
2 International Food Policy Research Institute (Ifpri). “Global Nutrition Report 2016 From Promise to Impact Ending 
Malnutrition by 2030.” 2016, doi:10.2499/978089629584. 
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the Global Research Fellowship program, a component of the Global Nutrition Collaborative, will gain the 


research skills needed to work internationally. 


Supported by the Global Nutrition Collaborative, the fellows’ research and outcomes data will further 


illustrate the global impact of credentialed food and nutrition practitioners, all while growing the evidence 


base of scalable nutrition interventions. 


Benefits to Collaborative Partners 


The Collaborative will strengthen the case for nutrition in government, legislative and political agendas. 


Dietetic associations that join the Collaborative will benefit from increased access to training and 


professional development opportunities for their members. All participating organizations also will have the 


opportunity to network with major players in the food and nutrition space at member conferences and 


meetings, opening the door for further collaboration and mutually beneficial partnerships. Importantly, 


participating organizations will also be able to accelerate progress on their own food and nutrition 


commitments — particularly goals related to the SDGs and the Decade of Action on Nutrition. 


Strategic Approach 


The Global Nutrition Collaborative will leverage the Academy’s standing as the world's largest 


organization of food and nutrition professionals, educating and emboldening its current and future 


members to prepare them for international practice. Aggregating the Academy’s expertise, initiatives, 


existing partnerships and resources will amplify the voice of the global nutrition community — and 


propagate global consensus for preventive action, helping to reduce the current malnutrition and chronic 


disease burden. 


The overarching objectives of the Global Nutrition Collaborative include: 


 Build a talent pipeline that will prepare, place and support a credentialed food and nutrition


workforce for international practice and leadership opportunities via the Global Research


Fellowship program and other Collaborative elements.


 Empower dietetic associations around the world to elevate and expand global offerings to


credentialed food and nutrition practitioners.


 Expand the evidence base of successful food and nutrition interventions while advancing the


contribution and expertise of the global food and nutrition workforce.


 Create one voice for the profession that advocates for scaling effective solutions and investing in


growing the global food and nutrition workforce.


Key Elements, Products and Services 


Successful execution of this initiative requires the implementation of several key elements, listed below. 


Build: 


 Global Research Fellowship Program. The Global Research Fellowship program will prepare


credentialed food, nutrition and health practitioners to conduct research in various countries across


the globe. The program will cross credentialed lines, engaging a variety of global health care
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professionals, such as Accredited Practicing Dietitians (APDs) in Australia, MDs in China and RNs 


in Europe, advancing the use of evidence-based practices to improve global health outcomes. 


To ensure consistent data collection and reporting processes across a variety of global practice 


settings, the Academy will use a best practice approach to recruiting, training, placing and 


supporting fellows. The Academy will focus on building skills essential for effective and ethical 


leadership, all while offering fellows rich and diverse opportunities for personal and professional 


growth. 


Key Elements of the Global Research Fellowship Program: 


o Recruitment Toolkit. A comprehensive recruitment toolkit will help the Academy recruit and


retain a qualified and diverse group of credentialed food, nutrition and health practitioners.


Since the Academy will be recruiting full-time fellows from all over the world, it will be important


to create a culturally-sensitive toolkit to best assess the national pool of candidates and those


willing to participate in international or domestic fieldwork.


Given the global scope of this program, the toolkit will be prepared in multiple languages and 


will reflect cultural and geographic differences. The toolkit will serve as a marketing resource to 


enlist domestic and international credentialed food, nutrition and health practitioners in the 


program. It also will provide an overview of potential global opportunities within the Academy’s 


strategic pillars of prevention and well-being, health care and health systems, and food and 


nutrition security. 


The Academy will work with overseas dietetic associations and other global health 


organizations to recruit fellows and publicize the program internationally. The Academy will 


also announce the program to the Global Nutrition Collaborative member organizations to help 


recruit and place fellows. 


To qualify for the program, applicants will need to complete an online application via the Global 


Nutrition Collaborative portal, an element detailed in the next section. Applications will be 


carefully reviewed by a selection committee composed of Global Nutrition Collaborative staff. 


To apply, candidates must be credentialed food, nutrition or health practitioners, and 


international applicants must have completed the equivalent nutrition-related coursework 


required of credentialed food, nutrition or health practitioners in the U.S. 


o Training Program and Networking. Fellows will be required to complete a training program


before beginning their research demonstration projects. The importance of training programs


as a component of fellowship programs has been well documented by organizations such as


the American Association for the Advancement of Science (AAAS), whose training program


provides a shared knowledge base and peer support system via various modalities, including


webinars and meetings.
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Training for the Global Research Fellowship will be a hybrid of the AAAS Fellowship and the 


Global Health Corps Fellowship training programs — successful models that merit adaptation 


by the Academy. 


The first phase of the Global Research Fellowship training program will bring all fellows to the 


same baseline using multiple training methods, from micro-learning modules (10- to 15-minute 


lessons) to online simulations — all available online via the Global Nutrition Collaborative 


portal. This portion of the training will arm fellows with important skills needed to work in a 


global health setting including capacity strengthening, leadership, collaboration, ethical 


reasoning, global communications, public health program management, sociocultural and 


political awareness, program evaluation and strategic analysis. 


To prepare them for their demonstration projects, each fellow also will be required to complete 


a learning module focused on the culture and political background of the country in which they 


will be completing their fellowship. The Academy will partner with global nutrition experts to 


create this curriculum, which will be based on existing principles from the Global Health 


Competency Model, published by the Consortium of Global Health Universities.3 


The second phase of fellows’ training will include in-depth, in-person instruction and mentoring 


focused on research methods needed to conduct their demonstration projects. When projects 


are complete, fellows will be given opportunities to disseminate the results of their study at 


national and international scientific meetings. 


Offering in-person training, along with traditional networking opportunities, will allow fellows to 


learn about the methods and techniques of their colleagues’ projects. This interaction will foster 


connectivity and collaboration among fellows, helping to accelerate positive change on a global 


scale. 


At this level, the training program will be rigorous and comprehensive — covering food, 


nutrition and health topics from a global perspective and preparing fellows for subsequent 


international and domestic fieldwork. This intensive training curriculum will be implemented by 


Academy staff, in conjunction with the American Overseas Dietetic Association (AODA), the 


Accreditation Council for Education in Nutrition and Dietetics (ACEND), and other public health 


professionals with global health care experience. 


o Global Food Education Awareness. To increase fellows’ global exposure and visibility, it is


important that they become intimately familiar with committees that are establishing global or


country-specific nutrition guidelines, and that fellows seek opportunities to serve on committees


establishing this guidance.


3 “Educate.” ASPPH | Master’s Global Health Model, www.aspph.org/educate/models/masters-global-health/. 
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For a domestic fellow, for example, this might entail working with the USDA to tailor and refine 


MyPlate recommendations. Collaborative partners and participating organizations should also 


be encouraged to introduce fellows to the committees they serve on. 


The Academy also will consider how fellows can serve on U.S. government committees and 


initiatives. As advocates of science and nutrition, fellows can leverage insights from the AAAS 


Fellowship program where placement within governmental organizations is a key focus. 


Fellows’ committee membership on organizations in the public policy sphere will lead to other 


opportunities for participation on broad nutrition policy debates. 


o Mentorship Program. Establishing a Mentorship Program is key to helping fellows grow and


develop their unique skillsets as credentialed food and nutrition practitioners. To extend


training beyond the Global Research Fellowship program, the Academy will form an advisory


group for each fellow, implementing the successful model the Academy employs for current


fellowship programs (unaffiliated with this Second Century initiative).


The advisory group will include academic researchers and members of other organizations 


who can contribute valuable knowledge and expertise to the project. Advisors will help fellows 


develop optimal research design methods and establish implementation tactics to successfully 


execute their demonstration projects on a global scale. They also will assess fellows’ skill 


levels, so that fellows with more experience can be partnered with senior-level mentors. 


Key Elements of the Global Nutrition Collaborative: 


 CEO Collaborative/Board of Directors. To ensure a high level of commitment and engagement


from the start, the CEO of each Collaborative member organization (including the Academy) will be


asked to sit on the Board of Directors of the Global Nutrition Collaborative.


CEOs will be able to designate another organization executive to sit on the Board in their stead, or 


to represent their organization at meetings as needed. A high level of involvement from these 


influential leaders will create a strong base of advocates for investment in nutrition interventions 


and workforce capacity development. In addition, the AODA will designate a representative to sit 


on the Board of Directors to represent the voice of the current U.S.-based global nutrition 


workforce. 


 Certificate of Training in Global Nutrition. As part of the Collaborative, and in response to the


widespread interest in global nutrition work from Academy members, the Academy will offer the


pre-training online modules from the Global Research Fellowship program as a Certificate of


Training curriculum. This will prepare university-level students and food and nutrition practitioners


(non-fellows) from across the globe for international practice. Participants would not need to be


credentialed, but would need some level of training in food and nutrition.


Attachment 8.0a







8 


Interested practitioners will complete the same series of online modules and simulations that the 


fellows must complete as part of their phase-one training. To obtain their Certificate of Training, 


trainees will be required to complete a two-month international practice experience outside of their 


home country. Note that fellows will also receive the Certificate of Training upon successful 


completion of their fellowship. 


Trainee placements and temporary housing will be secured through organizations participating in 


the Collaborative. The Academy will work with participating organizations to identify ongoing 


opportunities for trainee placements based on predetermined criteria to ensure an enriching 


experience. 


To establish a placement site for trainees, organizations will be required to complete an application 


identifying the specific project, experience parameters and a preceptor. Global Nutrition 


Collaborative staff* will be responsible for the review and approval of applications, as well as 


placement arrangements for trainees. 


While this will not be a formal research project, preceptors will need to confirm their ability to 


collect and report outcomes data related to the experience. Trainee projects may vary in nature — 


from creating a worksite wellness program to establishing a community garden. Trainees will be 


required to submit a full experience report, including outcomes data, to obtain their certificate. 


*The Global Nutrition Collaborative will be staffed by two full-time employees of the Academy.


 Regular Member Meetings. Collaborative leaders — members’ CEOs or their designated


executive — will convene annually via video conference. These meetings will be working sessions


during which Collaborative staff can seed new ideas and project opportunities, providing an


opportunity for participating organizations to gather feedback and lessons learned from


Collaborative members.


Whenever possible, the Academy may host these annual meetings in-person and in conjunction 


with major global nutrition conferences, such as the International Confederation of Dietetic 


Associations or the Food & Nutrition Conference & Expo™. 


Empower: 


 Global Nutrition Collaborative Portal. The Academy will create a new password-protected


microsite (i.e., portal), only available to members of the Collaborative, to house all Collaborative


documents and resources, international educational resources, best practice documents related to


global nutrition and impact data related to the Collaborative. This portal will live under the same


learning management system as other Academy-owned websites. To optimize member use of this


valuable resource, the portal will be available in English and in the languages of large member


organizations. The portal will be maintained, monitored and updated by Collaborative staff with the


support of one full-time web team staffer.
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To promote connectivity across the global nutrition community, students completing overseas 


dietetic internships will be given access to the portal, as well as those completing the Certificate of 


Training in Global Nutrition or a Global Nutrition Research Fellowship, and AODA members. Other 


Academy members that do not fall within these groups will be able to gain access for a nominal 


fee. 


Content featured on the portal may include: 


o Program applications for Certificate of Training in Global Nutrition and Global Research


Fellowship programs, and all other training and program materials


o Global nutrition continuing education/learning materials


o Best practice documents, position papers and case studies of the Academy


o Impact data and reports from Collaborative activities and fellows’ research demonstration


projects


o Patient education materials and handouts


o Database of global nutrition experts


o Speakers bureau of global nutrition experts


o Discussion boards for global credentialed food and nutrition practitioners (as with all portal


content, discussion boards will be monitored by Collaborative staff)


 Global Continuing Education/Learning Materials. As a benefit to participating dietetic and


nutrition-focused associations, Collaborative membership will provide access to a variety of


learning modules to expand knowledge of pertinent nutrition topics, for which a certificate of


completion would be available. This could range from a series of webinars on various topics to a


series of micro-learning modules.


 Infrastructure Consulting Services. The Academy’s established infrastructure includes


certification, accreditation and credentialing services. Many country-level dietetic associations that


are potential Collaborative members do not currently offer the same services to their members.


Furthermore, there are some countries where food and nutrition practitioners do not have the


support of a professional nutrition or dietetic association. The Academy should offer consultancy


services to interested Collaborative members as a way of strengthening the global workforce


pipeline and building the food and nutrition sector’s collective influence and expertise. Should the


USAID proposal submitted by the Academy earlier this year be accepted, that grant could


potentially fund some of the work under this element of the Collaborative.


Expand: 


 Economic Impact Analysis. The Collaborative staff will conduct and publish an analysis that


estimates the economic impact of credentialed food and nutrition practitioners from a societal


perspective. Specifically, the analysis will explore the collective evidence to-date around the impact


of nutrition interventions on global health burdens: malnutrition, obesity, heart disease, cancer and


diabetes.


The Academy can consider partnering with a Collaborative member (such as a university) to 


leverage member expertise. The research team conducting the analysis will determine the 
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potential cost savings of increasing access to nutrition education and care. This analysis will be 


promoted to Academy members and also will be utilized as a marketing tool for securing funding 


and recruiting Collaborative members. 


 Consensus Paper. The Academy, in partnership with several other country-level dietetic


associations participating in the Collaborative, will develop a position paper to further cement its


stance on the importance of expanding the global food and nutrition workforce. The Academy also


will consider leveraging AODA members as experts to help write this paper.


The paper will review the literature and facts around the most pressing global health issues (i.e., 


malnutrition, obesity and top chronic diseases), and clearly define how these issues relate to 


nutrition. The paper will include the results garnered from the above Economic Impact Analysis.  


 Case Study Series. Collaborative staff will leverage reports and results from Certificate of Training


in Global Nutrition trainees’ and Global Research fellows’ projects to create a series of case


studies. These case studies will feature successful international nutrition projects and outcomes,


demonstrating impact and sharing scalable nutrition solutions.


Outcomes data from the Global Research Fellowship program will be highlighted wherever 


relevant to demonstrate how expanding opportunities for credentialed food and nutrition 


practitioners can aid in improving the health of the public. The case studies will be housed on the 


Global Nutrition Collaborative portal. 


 Annual Progress Report. Collaborative staff will be responsible for compiling, publishing and


disseminating an Annual Progress Report. This will be a documentation tool to track project


outcomes, share insights and communicate future Collaborative goals.


Create: 


 Global Nutrition Narrative. To scale effective solutions and grow the global food and nutrition


workforce, the profession must speak with a unified and confident voice — and include the voices


of dietetic associations around the world.


While there are working groups of associations within Europe, Asia and Latin America, the global 


nutrition workforce lacks the clarity and impact of one clear voice and viewpoint. It is therefore 


essential to establish an expert working group, to be charged with developing a message map 


and overarching narrative. 


These communications tools will ensure consistent and strategic messaging in support of the 


Academy’s global nutrition mission, and will amplify the voice of the global nutrition profession 


worldwide. The Collaborative will work with various member organizations, particularly country-


level dietetic associations and the AODA, to share and disseminate this communications tool. 
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Potential Partners 


Successful implementation of the Global Nutrition Collaborative is contingent on adequate funding from 


like-minded organizations that emphasize the importance of global health and recognize the value of 


appropriate nutrition recommendations. The Academy will leverage existing partnerships whenever 


possible to recruit and secure coalition partners (i.e., members). 


A three-tiered membership system based on level of funding and provision of resources is proposed: 


leader, contributor and supporter. Note, all member organizations’ CEOs will be invited to sit on the 


Collaborative Board of Directors. 


Following are potential organization partners, included as initial targets or examples for purposes of this 


plan. There are many other desirable partners, but these examples represent the types of organizations 


under consideration. 


 Leader


o International companies with global nutrition commitments


 Considerations: Bell Institute (General Mills), Nestlé and Abbott


 Expectation: International companies who join the Collaborative will


financially support this initiative by paying annual member dues. These


funds will go directly toward supporting the Collaborative. Companies will be


outward supporters of the SDGs and will have long-standing organizational


nutrition commitments. In identifying industry partners for the Collaborative,


the Academy would adhere to existing guidelines on industry sponsorships.


 Benefit: These companies will have representation on the Board of


Directors. Their participation in the Collaborative will allow them to


accelerate their organizational nutrition commitments and global public


health by providing experiential practice opportunities and projects for


students and credentialed food and nutrition practitioners.


 Funding level: $100,000+


o Leading nutrition member organizations


 Considerations: International Confederation of Dietetic Associations, European


Federation of the Associations of Dietitians


 Expectation: The Academy has longstanding relationships with these two


leading dietetic associations, and has already introduced them to the idea of


a Collaborative. Involvement of these stakeholders will be key to launching


the Collaborative, and will help the Academy expand these markets.


 Benefit: These organizations will have the opportunity to bring their diverse


global perspective to the Academy and to advance their efforts related to the


SDGs. They also will gain access to Infrastructure Consulting Services and


other educational materials geared toward the credentialed food and


nutrition professional. Together, these two benefits will help country-level


dietetic associations better serve their members and help their members


better serve the public.


 Funding level: $50,000+
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o Food, nutrition and health agencies and foundations committed to accelerating progress of


their own food and nutrition commitments, as well as global targets


 Considerations: U.N., WHO, Public Health Institute, USAID, Bill and Melinda Gates


Foundation and Global Alliance for Improved Nutrition


 Expectation: Where applicable, agencies and foundations that join the


Collaborative will financially support it by paying annual member dues.


These funds will go directly toward supporting the Collaborative.


They may also support the initiative through grants that fund specific


elements of the Collaborative, or they may offer placement opportunities for


Global Research fellows and those completing the Certificate of Training in


Global Nutrition.


 Benefit: Global credentialed food and nutrition practitioners will help to


advance the organization’s nutrition commitments and goals.


 Funding level: $50,000+; funding expectations do not apply to government


entities prohibited from making financial contributions.


 Contributor


o Service organizations and nonprofits


 Considerations: Peace Corps, GlobeMed


 Expectation: While these organizations may not be able to commit


substantial funds to the Collaborative, they may offer or help source


placement opportunities for students and credentialed food and nutrition


practitioners completing the Certificate of Training in Global Nutrition or


Global Research fellows. They may also act as partners to help identify


project areas and opportunities for trainees and fellows to help amplify their


current efforts in various communities.


 Benefit: The Collaborative will potentially provide a new pool of applicants


with food and nutrition expertise to fill experiential placements, and can


strengthen current efforts related to food and nutrition.


 Funding level: TBD based on discussions with each organization; explore


the possibility of in-kind contributions (i.e., student or practitioner


placements) in exchange for Collaborative membership.


o Third-party research/reporting agencies


 Considerations: International Food Policy Research Institute, The CORE Group


 Expectation: These organizations will provide third-party oversight,


valuation, guidance and expertise when reporting outcomes data and


compiling reports.


 Benefit: In return, these organizations will have a seat on the Board of


Directors and have access to the global health talent pool developed by the


Collaborative.


 Funding level: $25,000+


o Academic partners with leading public health programs
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 Considerations: Friedman School of Nutrition Science and Policy at Tufts University,


Johns Hopkins Bloomberg School of Public Health, University of North Carolina’s


School of Global Public Health, University of Leeds and Kings College London


 Expectation: These universities will act in a supervisory role for the


Collaborative, and will help to drive the pool of applicants for the Global


Research Fellowship Program and the Certificate of Training in Global


Nutrition. University partners will also be considered to help complete the


Economic Impact Analysis.


 Benefit: Participating universities will be able to drive promotion of their own


program by showcasing their students’ successes in implementing nutrition


interventions abroad.


 Funding level: $25,000+


 Supporter


o Global nutrition membership groups


 Consideration: AODA


 Expectation: AODA’s Executive Board will have representation on the Board


of Directors and various working groups necessary to establish the


Collaborative elements and services listed above.


 Benefit: The Collaborative will provide several unique leadership


opportunities for AODA’s members. In addition, this Collaborative will


provide a more robust suite of resources and networking tools for this group,


and may even provide the power to increase the number of overseas dietetic


internships offered through the Academy.


 Funding level: As an affiliate of the Academy, the AODA will contribute funds


based on availability.


o Other region- or country-specific dietetic associations


 Considerations: Asian Federation of Dietetics Associations, Dietitians of Canada


and Mexican College of Dietitians


 Expectation: To ensure a truly global representation, the Academy will


recruit other country-specific dietetic associations. These groups will be


dedicated to increasing the global food and nutrition workforce and will be


responsible for sharing Collaborative resources and opportunities with its


members.


 Benefit: Similar to other partners, these groups will benefit from access to


the Academy’s robust database of resources and training materials, as well


as the wealth of information available via the Global Nutrition Collaborative


portal.


 Funding level: 5,000+


Outcomes/Performance Metrics 


 Accelerated progress related to existing organizational food and nutrition commitments. The


credentialed food and nutrition practitioners placed as part of the Certificate of Training in Global
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Nutrition or the Global Research Fellowship program may work on projects to advance 


organizations’ existing social responsibility commitments in food and nutrition aimed at their 


employees, the workplace or the communities in which they reside. 


 Increased organizational commitments to food and nutrition. Leveraging the skills and expertise of


credentialed food and nutrition practitioners may provide an opportunity for an organization to


develop, pilot and/or scale a new food and nutrition intervention and measure its impact.


 Increased evidence for successful solutions, providing justification for scaling and investing in food


and nutrition interventions and the nutrition workforce.


 Expanded number of diverse career opportunities, along with increased career satisfaction, as


reported by the food and nutrition workforce.


o Increase in the number of international career opportunities and experiential placements of


U.S. credentialed food and nutrition practitioners.


o Increase in the number of resources and training programs available to credentialed food


and nutrition practitioners outside of the U.S.


 Established consistent outcome metrics across Collaborative organizations.


Estimated Costs 


Deliverable Estimated Cost 


One-time Costs 


Designer (to create emblem/logo, member recruitment materials) $20,000 


Legal support for Collaborative agreements $20,000-$30,000 


Telecom capabilities $10,000 


Global Research Fellowship Program (includes development of 


recruitment toolkit, materials development and creation of training 


curriculum) 


$235,000 


Certificate of Training setup and promotion (curriculum 


development to be covered under Global Research Fellowship 


training program development) 


$10,000 


Global Nutrition Collaborative portal creation and translation $200,000 


*Economic impact analysis (includes cost of conducting the


research/analysis and write-up with results to demonstrate 


economic impact of increasing access to nutrition care) 


$45,000-$55,000 


*Position paper development (includes in-person convening of


writing group) 


$30,000 


Global Nutrition Narrative (includes in-person convening of working 


group, plus writing and wide dissemination of global nutrition 


message map and overarching narrative) 


$45,000 


Annual Costs 


Collaborative staffing lead (1 FTE) $100,000/year 
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Support staff (1 FTE) $60,000/year 


Web support person (1 FTE) $60,000/year 


Ongoing legal support (as new Collaborative members sign on) $10,000/year 


Staff travel, site visits recruitment and advocacy $25,000/year 


Miscellaneous costs (IT, site checks, office supplies, travel, etc.). $20,000/year 


Statistician to support data collection and accurate reporting $8,000/year 


Academy resources necessary for Infrastructure Consulting 


Services 


$15,000/year 


*Designer to create Annual Progress Report $5,000/year 


Communications (press releases and program promotion) $10,000/year 


Annual member convenings $10,000/year 


Global Research Fellowship Program (includes fellow stipends, 


relocation/housing costs, travel costs, training costs and mentor 


stipends for 15 fellows per year) 


$435,000/year 


Global Nutrition Collaborative portal annual maintenance, including 


translation 


$40,000/year 


Updates to Global Research Fellowship training 


program/Certificate of Training curriculum 


$20,000/year 


*Ongoing Case Study Series creation $5,000/year 


Total One-Time Costs: $615,000-$635,000 


Total Annual Costs: $823,000 per year 


* Denotes potentially flexible program elements/costs that could be omitted or delayed in the case the


Academy does not get the full funding required. 


Timeline 


 Organizing Phase: This phase will include organizing of current Academy staff to align on activities


and timeline, and determine the viability of proposed partners. This may include some initial


conversations with potential partners further defining their role as Collaborative members. From


there, the Academy will create and fill Collaborative staff positions, establishing a program charter,


and creating several of the Collaborative elements above.


 Recruitment Phase: Once materials are created, staff will recruit member organizations.


 Soft Launch: The first convening of the Collaborative Board of Directors will be held and the first


round of Global Nutrition Research Fellows will be recruited and begin training. The Certificate of


Training in Global Nutrition will also be launched.


 Public Launch: This phase is the formal execution of the Collaborative and full implementation of


all elements, along with regular communications and meetings of the Collaborative.
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Timing (by month) Activity 


Month 1-6 Academy staff to align internally on plan and partner feasibility 


Connect with other Academy entities to get their buy-in and secure 


participation/support (includes ACEND, CDR, AODA) 


Approach EFAD and ICDA about partnership opportunity 


Approach 2-3 additional partners or organizations with which the Academy has 


existing relationships to secure initial funding 


Month 7-12 Post and fill Collaborative positions, establish Collaborative charter 


Create budget, submit grants (if necessary for additional funding) and finalize 


list of additional target partners/members 


Build Global Nutrition Collaborative portal 


Outline Infrastructure Consulting Services element of the Collaborative 


Month 13-24 Create Global Research Fellowship recruitment toolkit and fellows training 


program/Certificate of Training program, outline Global Research Fellowship 


mentorship program 


Conduct Economic Impact Analysis 


Write Global Nutrition Narrative and create member recruitment materials using 


messaging 


Month 25-36 Begin outreach to additional Collaborative partners 


Secure Collaborative partners and complete MOUs 


Identify and secure sites for fellowships and traineeships within member 


organizations or via their partner networks (secure at least 5 placements for 


initial soft launch of Global Nutrition Certificate of Training) 


Month 37-48 Soft launch of Collaborative including the first annual convening, program 


announcement at FNCE® 


First round of fellows and trainees is trained and placed, and completes their 


respective programs 


Implement Infrastructure Consulting Services and complete Consensus Paper 


Month 49 First Collaborative Annual Progress Report is compiled and unveiled at the 


second annual Collaborative member convening  


Formal execution of the Collaborative and full implementation of the Global 


Research Fellowship, along with regular communications and meetings of the 


Collaborative 


Ongoing Case study series is developed as fellows and trainees complete their 


respective programs, series is made available via the Global Nutrition 


Collaborative portal 


### 
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Lifestyle First Program 


Background 


The Academy of Nutrition and Dietetics Foundation’s Second Century Initiative is charting a new direction 


for the future. It is grounded in an extraordinary commitment to collaboration, a focus on service and an 


emphasis on accelerating the progress towards solving the greatest food and nutrition challenges of the 


21st century. 


For the past 100 years, the Academy of Nutrition and Dietetics has been dedicated to building a 


profession that optimizes health through food and nutrition. The Academy’s next century provides an 


opportunity to continue this legacy with a new vision — one that will elevate the nutrition and dietetics 


profession, expand the reach of credentialed food and nutrition practitioners and improve health around 


the world. 


The Lifestyle First Program will convene a coalition and work in collaboration with key stakeholders to 


advance the culture of the current health care system toward lifestyle as the first line of prevention and 


treatment, and to position credentialed food and nutrition practitioners as vital designers and/or providers 


of these important services and programs. 


Credentialed food and nutrition practitioners and program partners will collaborate with other stakeholders 


to reinforce their unique value and vital role in designing programs that help prevent disease and improve 


public health., They will also serve as advocates to help demonstrate the need for broad coverage of 


these services from an insurance and reimbursement standpoint in the United States. 


The Need and the Opportunity 


Situation 


America’s aging population and epidemic of chronic disease in all ages— combined with a focus on 


disease treatment rather than lifestyle interventions — are driving up health care costs without addressing 


the root causes of illness. Professional medical associations and nonprofit health associations recognize 


the value of lifestyle interventions in the treatment of chronic disease, but neither health care delivery or 


payment systems uniformly consider this approach to be the standard of care for chronic diseases — 


despite ample evidence of risk reduction and better management at a fraction of the cost. 


While there have been attempts to educate U.S. health care stakeholders about the impact of chronic 


diseases on the nation’s health and economy, the efforts have been siloed — with little to no focus on 


aligning stakeholders with treatment guidelines tied to actual delivery and payment systems. Thus, there is 


a need for a comprehensive strategy to create a future in which nutrition and lifestyle interventions are 
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universally prioritized — and where credentialed food and nutrition practitioners are independent health 


care providers for the delivery of these prevention and treatment services. 


Opportunity 


In the past, innovative health care improvement models have been introduced that use lifestyle 


interventions to reduce chronic diseases — but none have successfully aligned major stakeholders with 


treatment guidelines and actual delivery and payment systems. The Academy has a extraordinary 


opportunity to lead the charge, taking a leadership role in advocating for broad public access to nutrition 


and lifestyle interventions. 


Connecting evidence-based recommendations to delivery and payment systems will support lifestyle 


interventions as the standard first-line treatment for the prevention and management of chronic diseases. 


The Academy’s recruitment efforts and alignment with diverse organizations will drive even broader 


support for prevention and treatment through Lifestyle First therapies. 


Ultimately, the Academy has a valuable opportunity to address the root causes of chronic disease in all 


ages, improving Americans’ health and productivity while reducing the nation’s health care costs that 


threaten economic growth and stability. 


Overview: Lifestyle First 


The Lifestyle First program is a U.S.-based program that advocates for nutrition and lifestyle therapy as 


the standard first-line treatment to prevent and manage chronic diseases — delivered by credentialed food 


and nutrition practitioners. 


Its Value 


By promoting the beneficial economic and health advantages of this type of therapy, the Lifestyle First 


program will benefit society, Academy members and its partners. 


Benefits to Society 


Chronic diseases and conditions such as heart disease, stroke, cancer, type 2 diabetes and obesity are 


among the most common, costly and preventable of all health outcomes. According to the Centers for 


Disease Control and Prevention, as of 2012 nearly half of all adults, or 117 million people, had one or 


more chronic conditions. 


Chronic disease is also a major factor behind rising health care costs — and the problem will only get 


worse with continued unhealthy lifestyle behaviors (poor nutrition, lack of physical activity, smoking and 


excessive alcohol intake). It’s well documented that health promotion and disease-prevention strategies 


are effective and can lead to improved quality of life and increased productivity for employers. Prioritizing 


nutrition and lifestyle interventions can help prevent chronic diseases, reducing health care costs and 


improving America’s health and economic well-being. 


Benefits to the Academy and Academy Members 
As Lifestyle First services become the standard of care, more health care providers and payers will 


“prescribe” and pay for nutrition-focused preventive services — driving demand for more credentialed food 


and nutrition practitioners who can deliver these services. Practitioners will increasingly be considered key 
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members of the health care team, essential to delivering nutrition-focused preventive services. In turn, the 


nutrition and dietetics profession will be more rewarding for current practitioners and will begin to attract 


more prospective candidates. 


As they  provide Lifestyle First services, credentialed food and nutrition practitioners will gain valuable 


experience and broad exposure within the health care system — further elevating their professional 


reputation. As these practitioners design and promote effective nutrition programs that demonstrably 


prevent disease and improve public health outcomes, the profession’s reputation for providing a valuable 


public service will grow.  


Benefits to Collaborative Partners 


Reducing chronic disease through lifestyle interventions will require collaborative participation by many 


diverse organizations — from government agencies and health systems to community nonprofits and food 


producers. By joining forces, pooling resources and sharing experiences, Lifestyle First partners will drive 


positive health outcomes for all — while demonstrating their commitment to public health and meeting the 


needs of their constituents. 


Lifestyle First partners will significantly benefit from the reputational value, marketing and media exposure 


as champions in chronic disease reduction. They will also be empowered to accelerate progress with their 


own food and nutrition commitments, creating and supporting experiential opportunities for credentialed 


food and nutrition practitioners in their own organizations. 


Strategic Approach 


The Lifestyle First program will build broad U.S. government and health care system support — as well as 


insurance coverage — for chronic disease prevention and treatment that prioritizes nutrition and lifestyle 


interventions. Credentialed food and nutrition practitioners and program partners, in collaboration with 


diverse organizations, can demonstrate positive outcomes of these interventions – leading to the 


establishment of a new model of care and coverage that includes delivery and payment systems that 


support Lifestyle First as the standard first-line treatment to prevent and manage chronic disease. 


 Build a coalition of national health care and prevention stakeholders to conduct a landscape


review of prevention services, including effective models that could be scaled throughout the U.S.


 Create a pilot program to demonstrate the impact of lifestyle interventions on prevention and


treatment of chronic diseases.


 Empower credentialed practitioners and program partners to advocate for broad coverage of


payment for lifestyle interventions.


 Expand the number of people accessing and receiving food, nutrition and lifestyle interventions, to


improve the health and productivity of the U.S. population.
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Key Elements, Products and Services 


Successful execution of this initiative requires the implementation of several elements. 


Build: 


 Coalition. The Lifestyle First program will bring together a select group from a cross-section of


the health care system who align with the program’s vision and mission — including health


professionals and member organizations, nonprofit health associations, payers, consumers,


researchers and health economists — to create an action plan and identify mutual goals,


priorities and a vision for a pilot program.


 Landscape Review. The coalition will form a coordinated action group to lead the


development of a landscape review. The review will assess various delivery and payment


models in the U.S. and how they have implemented and paid for nutrition and lifestyle


therapies as the standard first-line treatment for chronic diseases.


This exercise will help the Academy outline an approach and identify the best partners/models 


for the pilot program. In addition, the coalition will develop an evaluation tool that could 


potentially be scaled to demonstrate best practices, accelerating coverage for Lifestyle First 


services. 


Create: 


 Lifestyle First Pilot Program. The goal of the pilot program is to develop one or more models


that demonstrate positive outcomes and ROI for Lifestyle First care, building the evidence base


for broad adoption of Lifestyle First approaches.


Using insights from the Landscape Review, the pilot will apply preventive health strategies from 


across the food, nutrition and health care spectrum within a specific community or setting. 


Consumers, providers and payers will participate to test and demonstrate the effectiveness of a 


prevention-first approach to chronic disease care. An important first step will be to identify and 


partner with a payer or a group of payers to develop new payment models for Lifestyle First 


care and services. 


Research and professional development work is foundational to pilot program development. In 


collaboration with the program partners, the pilot will be designed based on the coalition’s 


findings. An Academy fellow will serve as the project manager and will guide the collection of 


data on the clinical and economic outcomes associated with Lifestyle First care, including the 


impact of credentialed food and nutrition practitioners’ contribution to prevention and disease 


management.  
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The coalition and program partners will provide monitoring and evaluation support of the pilot 


and work with the payer(s) to analyze and publish the results once the pilot is complete. The 


Academy’s Dietetics Practice Based Research Network will encourage members to participate 


in the pilot as a professional development opportunity.  


 Lifestyle First Playbook. The pilot results, best practices and additional research outcomes


that may become available will be captured in a results-oriented “playbook” It will include best


practices, tips and tools to support advocacy for policy changes that reflect the demonstrated


value of Lifestyle First interventions.


The playbook will be broadly disseminated through media, relevant conferences and targeted 


engagement with payers and other stakeholders. By providing compelling data and proof 


points — and using consistently strategic messaging — the playbook will help Lifestyle First 


advocates be more effective in grassroots policy efforts, while demonstrating to other payers 


the value of adopting this approach. 


 Lifestyle First Symposium. The Academy will plan and execute a Lifestyle First Symposium


each year, following the launch of the pilot program. The event will be an opportunity for health


professionals, payers and organizations (e.g., health care systems that have adopted the


Lifestyle First care model) to share their programs and experiences.


The Academy will recognize individuals and organizations for their contributions to the 


prevention of chronic disease with an award. The honorees’ contributions will be publicized 


through the Academy’s marketing channels and through media outreach, serving as a 


promotional tool that showcases the program and the benefits of Lifestyle First therapies. The 


symposium will also provide an opportunity to gather best practices and case studies, which 


can then be distributed to the advocates as tools for their outreach efforts. 


Empower: 


 Lifestyle Advocates Program. The Lifestyle First program will enlist credentialed food and


nutrition practitioners and program partners as advocates for the Lifestyle First model of care.


They will promote the results of the landscape review and pilot program in case studies. The


food and nutrition practitioner advocates will also participate in a professional development


training program, where they will learn the nuances and data used to create the Lifestyle First


Playbook. The professional development program will be part of advocates’ training and


advocacy work.


To reinforce the demonstrated value of Lifestyle First interventions, advocates will be required 


to engage in grassroots advocacy efforts within their spheres of influence. Their advocacy 


should include discussions with local government officials and health care providers, as well as 


targeted engagement with payers and other stakeholders. 
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The pilot results and additional research will be broadly disseminated through media outreach 


and op-ed pieces for placement in influential media outlets such as The Wall Street Journal 


and Time magazine. The advocates will also share findings through speaking opportunities at 


medical and insurance payer conferences. 


Expand: 


 Promotion to Scale Adoption. Once the pilot is complete, results will be published in a white


paper. The paper will expand on Lifestyle First goals and capture pilot data demonstrating positive


outcomes of nutrition and lifestyle interventions on the reduction and management of chronic


disease. The white paper may also be repurposed for use as a policy brief, to reach influential


health sector legislators and policymakers.


The coalition will then expand to include a broader group of stakeholders and others interested in 


developing and building on the pilot results. This group will develop and maintain a library of case 


studies and best practices that can be used to replicate the pilot in other communities and settings 


with different partners. 


Potential Partners 


Successful implementation of the Foundation’s Second Century Initiative is contingent on adequate 


funding and knowledge-sharing from like-minded domestic health organizations capable of supporting the 


Lifestyle First program and its mission. To ensure the program’s success, it is imperative that a cross-


section of health care professionals and organizations collaborate in the work. 


Partners and proponents of Lifestyle First treatment may include patient advocacy groups, organizations 


that have worked in care delivery and payment systems and medical professionals with experience in one 


or more chronic health conditions. 


A partnership system based on three funding levels is proposed: leader, supporter and contributor. These 


levels reinforce the vision of the Second Century Initiative and highlight the expertise of the profession and 


the Academy. 


The Academy has identified seven types of prospective funding organizations: medical professional 


organizations, nonprofit health organizations, government agencies, universities, hospitals, community 


organizations and food- and nutrition-focused organizations. 


To ensure diversity of funding sources and engage a wide-array of key stakeholders from various 


organizations, as many categories as possible will be included . The following are potential organization 


partners, suggested as initial prospects or examples. While there are many other desirable potential 


partners, the following examples illustrate the types of organizations under consideration. 


 Leader
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o Private Payers (Insurers)


 Considerations: Aetna Foundation, Cigna Foundation, Health Care Service


Corporation, The Humana Foundation, Kaiser Permanente, MetLife Foundation


United Health Foundation and Anthem Foundation


 Expectation: Increased awareness of prevention strategies’ impact on


overall disease prevention and cost reduction will encourage private payers


to fund medical nutrition therapy and all services provided by credentialed


food and nutrition practitioners. Currently, payers cover these such services


on a limited basis, despite evidence showing a reduction of risk and better


management at a fraction of the cost. Note, the program will target


organizations that have already expressed an interest in making Lifestyle


First a priority given that these organizations have begun to adopt Culture of


Health concepts.


 Benefit: Increased awareness for broad coverage of payment for lifestyle


interventions.


 Funding Level: $750,000+


o General Nonprofit Organizations


 Considerations: Alliance for a Healthier Generation and The Robert Wood Johnson


Foundation (RWJF). As the nation’s largest philanthropic organization solely


dedicated to health, RWJF is well aligned with the Second Century initiative of


bringing meaningful and transformational change to the health system.


 Expectations: Nonprofit organizations that support the Academy’s Lifestyle


First program will be expected to contribute financially by covering operating


expenses of the coalition and the pilot program.


 Benefit: RWJF is focused on ending childhood obesity. The Academy will


benefit from access to their Culture of Health framework and underlying


principles, which will help inform the pilot program.


 Funding Level: $750,000+


o Federal Government


 Considerations: Health and Human Services Office of Disease Prevention and


Health Promotion, Center for Medicare and Medicaid Services, CMS Innovation


Center, Department of Health and Human Services, Centers for Disease Control


and Prevention: Division of Nutrition, Physical Activity, and Obesity, USDA Center


for Nutrition Policy and Promotion and the United States Department of Veteran


Affairs


 Expectation: Reinforcement of prevention strategies as funded and


supported by government programs/policies, as well as private payers.


 Benefit: Promoting health and reducing chronic disease, reducing health


care system costs and strengthening federal coffers/nation’s economy.


 Note: Funding expectations do not apply to government entities prohibited


from making financial contributions.
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o Payer Stakeholder Groups


 Considerations: Bipartisan Policy Center, STOP Obesity Alliance, Healthcare


Leadership Council, American Health Insurance Plans and American College of


Healthcare Executives


 Expectation: Payer stakeholder groups will help ensure that all Americans


receive affordable, high-quality health care to prevent chronic diseases.


 Benefit: These groups can help influence policy related to Lifestyle First


care, including the reimbursement of medical nutrition therapy administered


by credentialed food and nutrition practitioners as a mandatory part of the


multidisciplinary team.


 Funding Level: These agencies would not be expected to provide funds to


the program.


o Purchasers of Health Care Services


 Considerations: National Business Group on Health, State/Regional Business


Groups on Health, Employer Groups (self-insured) and Federal Employees


 Expectation: These groups will benefit from a partnership with the


Academy because they will advocate for the Lifestyle First goal of


promoting payment models that reimburse preventive care.


 Benefit: Optimize business performance through improved health and


health care management, and save companies money by helping them


choose the best health insurance plans based on the needs of their


employees.


 Funding Level: $250,000 - $750,000


 Contributor


o Accountable Care Organizations (ACOs)


 Considerations: Medicare ACOs


 Expectation: Attend a training session with an Academy advocate on the


benefits of medical nutrition therapy and other Lifestyle First services as an


integral part of disease prevention and overall health care.


 Benefit: ACOs can improve their ability to meet target metrics for both health


outcomes and cost by including Lifestyle First interventions in the services


offered to patients who have or are at risk for chronic diet-related illnesses.


 Note: These groups will be the target audience for outreach and advocacy


efforts, serving as a conduit for messaging — but they will not be asked for


financial contributions.
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o States


 Considerations: State Offices of Health Transformation, Medicaid Offices, States


Participating in CMS Innovation Models, National Association for State Health


Policy and National Governors Association


 Expectation: Reinforcement of prevention strategies as funded and


supported by state-level programs/policies.


 Benefit: These groups will help influence policy at the state level to


encourage Lifestyle First.


 Note: Funding expectations do not apply to government entities prohibited


from making financial contributions.


 Supporter


o Private and Community Health Organizations/Fitness Centers


 Considerations: Lifetime Fitness, YMCA


 Expectation: Provide financial backing to the Lifestyle First program and in-


kind funding, such as offering a site for the pilot program and memberships


to pilot program participants.


 Benefit: These groups will benefit from increased referrals to their


businesses/programs.


 Funding Level: $250,000


o Dietetic Practice Groups (DPGs)


 Considerations: DPGs that focus on disease prevention/health promotion such as,


Nutrition Educators for Health Professionals, Public Health/Community Health


Nutrition, Weight Management, Diabetes Care and Education, Sports,


Cardiovascular, and Wellness Nutrition, Healthy Aging and Nutrition Education for


the Public


 Expectation: Members of the DPG could serve as an additional resource for


the lifestyle advocates and some members could participate in the pilot


project, if appropriate.


 Benefit: Credentialed food and nutrition practitioners in the DPG could serve


as leaders of the pilot program or lifestyle advocates; DPGs would benefit


from the program’s continuing education component, from access to the pilot


program and to other data collection.


 Funding Level: $1,000 to $100,000 based on the funds available for each


individual DPG
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Outcomes/Performance Metrics 


Overall, the program will increase the number of people who have access to Lifestyle First therapies and 


care by raising awareness of the benefits of this type of care for health care providers, decision makers, 


policy makers and insurers, including decreased costs as evidenced by: 


 More payment options beyond fee-for-service are created and Lifestyle First care is recognized


under alternative payment models.


 Increased implementation of Lifestyle First care by credentialed food and nutrition practitioners as


a standard in all payment models for the prevention and treatment of chronic diseases.


 Controlled or reduced costs of health care for individuals at-risk for or with chronic diseases.


 Higher utilization of Lifestyle First services with credentialed food and nutrition practitioners as a


recognized and integral part of the care team within PCMHs/ACOs/CCOs.


Costs 


Note: All costs associated with the pilot program are contingent upon the type of program, timing and 


scope and will need to be finalized based on the findings of the coalition. 


Deliverable Estimated Cost 


Development and maintenance of coalition website $75,000 


Coalition operating costs two in-person meetings, IT, travel $50,000 


Three full-time staff people to: manage the Coalition-


building; oversee the initial Landscape Review phase; plan 


and execute the Lifestyle First Symposium; oversee the 


development of the Lifestyle First Playbook and 


professional development activities (with partners); website 


content updates; maintain contact with partners; 


disseminate Lifestyle First Playbook; ensure ongoing 


program integrity 


$225,000 


Administrative costs associated with pilot program 


execution 


$20,000 


White paper development (includes in-person convening of 


writing group) 


$35,000 


Administrative costs associated with disseminating Lifestyle 


First Playbook through media, relevant conferences, payers 


and key stakeholders  


$5,000 


Lifestyle advocates’ stipend and costs for training $25,000 ($5,000 each for stipend) 


Lifestyle First Symposium (includes meeting room, AV, 


food, supplies, facilitator; not including participant travel, 


which is expected to be covered by each organization and 


assume symposium would take place at Academy HQ) * 


$100,000 
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Total Costs: $535,000 


* Denotes potentially flexible program elements/costs that could be omitted or delayed in the case the


Academy does not get the full funding required. 


Timeline 


A staged launch approach will be used with four core phases: 


 Organizing Phase: This phase will be guided by input from Academy staff members, and will


include reviewing the plan and informing and supporting industry outreach.


 Recruitment Phase: Once the plan has been approved, the recruitment of members and


partners will begin and credentialed food and nutrition practitioners will execute the pilot


program, as well as the lifestyle advocates.


 Soft Launch:  This phase will include establishment of the program, stakeholder outreach,


program development and fundraising and communication development.


 Public Launch: This phase is the formal execution of the program, to publicly launch the


Lifestyle First program that will become an advocacy campaign with health care stakeholders.


While the goal is to drive results as quickly as possible, this can be viewed as a long-term effort (at least 


five years), which would require an ongoing commitment from the Academy to ensure continuity of 


support, both in terms of staff and volunteers. 


Timing (by year) Activity 


Year 1 Quarter 1 Prioritize essential members of ‘core group’ and initiate 


conversations with them (2-4 months) 


 Hold at least 2-3 initial discussion meetings with all potential


members (target in-person, if possible)


Year 1 Quarter 2  Officially form coalition and secure resources to cover the first


year’s operating expenses of the coalition (within 6-12 months)


and/or resources and/or capabilities (completed by end of first


year)


Year 1 Quarter 3  Conduct Landscape Review


Year 1 Quarter 4  Create coalition website


 Identify “payer” partner for pilot (by end of first year of work)


 Once core group is on board, consider expanding to include


additional interested organizations who bring critical viewpoint


Year 2 Plan pilot program 


 Secure site, secure staff, set up evaluation and data collection


parameters and supplies needed


Years 3-4 Execute pilot program and complete data collection/evaluations 


 Enlist lifestyle advocates
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Nutrition in Population Health Grant Program 


Background 


The Academy of Nutrition and Dietetics Foundation’s Second Century Initiative is charting a new direction 


for the future. It is grounded in an extraordinary commitment to collaboration, a focus on service and an 


emphasis on accelerating the progress toward solving the greatest food and nutrition challenges of the 


21st century. 


For the past 100 years, the Academy of Nutrition and Dietetics has been dedicated to building a 


profession that optimizes health through food and nutrition. The Academy’s next century provides an 


opportunity to continue this legacy with a new vision — one that will elevate the nutrition and dietetics 


profession, expand the reach of credentialed food and nutrition practitioners and improve health around 


the world. 


Using a uniquely collaborative, cross-sector approach, the Nutrition in Population Health Grant Program 


will support research, training and demonstration projects to improve preventive behaviors in specific 


communities or locations. The purpose of this program is to support population health grantees (referred 


to as Population Health Leaders, or PHLs, throughout this document) in promoting positive change within 


the U.S. health system through fundamental food, nutrition and lifestyle prevention strategies at the 


population level. 


By coordinating these preventive strategies across multiple sectors, the Nutrition in Population Health 


Grant Program will help to improve nutritional quality and reduce chronic disease risks for participants, 


strengthening communities and reducing overall health care costs — while demonstrating the broad health 


impact of credentialed food and nutrition practitioners. 


The Need and the Opportunity 


Situation 


Population health improvement (PHI) addresses longitudinal care across all health conditions. Key PHI 


strategies employ an organized system of coordinated care, care teams and easy access to primary care 


and patient self-management education. 


To accelerate progress, population health cannot be effectively addressed by any single actor in the 


system and requires collaboration and engagement across multiple touch points in the health care system. 


Successful implementation of these strategies also requires a talent pipeline of credentialed food and 


nutrition practitioners: professionals whose insights and expertise are increasingly in demand around the 


world. Addressing the problems associated with population health will require a highly skilled and diverse 


workforce trained in PHI and preventive nutrition. Data from the Trust for America’s Health shows that 


Attachment 8.0c







2 


prevention programs could save the U.S. over $16 billion annually within five years — a return of $5.60 


per dollar invested.1 


Currently, many U.S. communities and populations at-risk lack coordinated PHI efforts. And too many 


initiatives now underway fail to integrate nutrition and lifestyle practices. There is an unmet need for 


broadly effective strategies that address nutrition and lifestyle challenges from a comprehensive system 


and population perspective, and for preventive solutions that shift our nation’s focus away from disease 


treatment toward a culture of health. 


High-quality nutrition for all Americans can best be achieved by implementing coordinated, population-


driven policies and solutions from across the food, nutrition and health sectors. And those solutions will 


require the research capabilities, diverse perspectives and practical expertise of many more credentialed 


food and nutrition practitioners: Population Health Leaders. 


Opportunity 


To protect the health of their populations and ensure economic growth and productivity, leaders around 


the world are urging more effective prevention strategies and improved nutrition for all. The 2016 Global 


Nutrition Report called for governments and donors to triple their commitments to nutrition over the next 


decade to meet key global nutrition milestones.2 


Achieving these goals will require broad participation across the population health ecosystem. Many 


organizations will need to work together to improve nutrition and lifestyle awareness, provide education, 


support the required changes and execute an integrated program. 


Nutrition and lifestyle practices have long been core tenets of the Academy. This pivot point is the 


Academy’s opportunity to serve as a leading catalyst for a PHI approach by harnessing, aggregating and 


translating demonstration project outcomes from the Nutrition in Population Health Grant Program into 


best practices. 


By disseminating valuable outcomes data while demonstrating the impact of successful interventions and 


the critical contribution of credentialed food and nutrition practitioners, the Academy can help to accelerate 


the transformation of the food, nutrition and health systems. 


Overview: Nutrition in Population Health Grant Program 


The Nutrition in Population Health Grant Program will help to accelerate improvements in the U.S. health 


system by demonstrating the effectiveness of food, nutrition and lifestyle preventive strategies through 


research demonstration projects. Through collaborations among local, regional and national organizations, 


1 “Prevention for a Healthier America.” Trust for America's Health, healthyamericans.org/reports/prevention08/. 
2  International Food Policy Research Institute (Ifpri). “Global Nutrition Report 2016 From Promise to Impact Ending 
Malnutrition by 2030.” 2016, doi:10.2499/978089629584 


Attachment 8.0c







3 


primary prevention strategies will be embraced as the most effective and affordable way to prevent 


chronic disease. 


By addressing the root causes of chronic diseases — and working collaboratively across sectors to create 


scalable solutions with evidence-based outcomes — the Nutrition in Population Health Grant Program will 


benefit society, Academy members and its partners. 


Benefits to Society 


The Nutrition in Population Health Grant Program will accelerate progress in population health by bringing 


relevant and appealing solutions to the places where people spend their time: at home and work, in 


schools and communities. This ‘culture of health’ approach will help improve health outcomes and 


decrease differences in the health status of various populations, ultimately accelerating the shift to a 


preventive health care model in the U.S. 


According to data from the Partnership to Fight Chronic Disease, chronic diseases are responsible for 7 of 


10 American deaths annually. Chronic diseases not only cause widespread suffering, but treatment costs 


consume 86 percent of the nation’s health care spending.3 


Yet, while health promotion and disease prevention strategies have proved effective at reducing morbidity 


and mortality and improving quality of life, the U.S. health system has not yet embraced the preventive 


approach, relying primarily on treating chronic disease. Gaps in nutrition research and data are major 


barriers to advancing progress in nutrition. And many physicians lack the necessary tools to support 


behavioral changes for patients. 


Benefits to the Academy and Academy Members 


Credentialed food and nutrition practitioners are key members of community-focused health teams and 


are essential to delivering nutrition-focused preventive services to improve population health. Such 


services can be both clinical and community based in nature, such as advocating for policy and 


programmatic initiatives and leading research in disease prevention and health promotion. Through the 


Nutrition in Population Health Grant Program, the Academy will establish itself as a PHI authority and 


resource, while creating an essential and ongoing role for its members as indispensable members of 


community-focused health teams. 


Benefits to Collaborative Partners 


By partnering with other organizations that prioritize action on population health initiatives, the Academy 


will strengthen its reach and voice across multiple spheres of influence — from government agencies and 


health systems to community-focused organizations. Participating partners will also be empowered to 


3 “Keeping Education ACTIVE | Partnership to Fight Chronic Disease | Partnership to Fight Chronic Disease.” 


Keeping Education ACTIVE, www.fightchronicdisease.org/. 
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accelerate progress with their own food and nutrition commitments, creating and supporting experiential 


opportunities in their own organizations for credentialed food and nutrition practitioners. 


Strategic Approach 


The Nutrition in Population Health Grant Program will leverage the unique knowledge and role of 


credentialed food and nutrition practitioners to address urgent domestic health priorities and opportunities. 


PHL’s will be provided with the necessary tools to make valuable contributions to the public health sphere 


— further elevating the leadership reputation of credentialed food and nutrition practitioners. PHLs will 


participate in this program on a part-time basis, complementing their current full-time work and established 


expertise in nutrition in population health. 


 Build a talent pipeline of credentialed food and nutrition practitioners to support vulnerable U.S.


populations. Practitioners will be equipped with the necessary tools to improve health outcomes


and decrease differences in the health status of various populations using best-in-class nutrition


education and advocacy.


 Empower credentialed food and nutrition practitioners to lead the movement toward improved


population health through food, nutrition and lifestyle improvements. This will ultimately accelerate


a shift in our health care system toward a model of preventive care.


 Expand the evidence base for nutrition education in PHI initiatives by collecting and sharing


valuable impact data gained through demonstration projects. This data will be aggregated,


translated and disseminated throughout the food, nutrition and health system, facilitating high-level


engagement among the Academy and collaborating organizations.


 Create additional leadership opportunities by offering PHLs experiential training opportunities,


placement services and support through practitioner networking, mentoring and resource sharing.


Key Elements, Products and Services 


Successful execution of this initiative requires the implementation of several elements, listed below. 


Build: 


Recruitment Toolkit. The Academy can use multiple tactics to recruit PHLs: an announcement on 


the Academy website, an e-blast to various dietetic practice groups, outreach at the Food & 


Nutrition Conference & Expo™ and partner organization meetings, and through a recruitment 


toolkit.  This toolkit will serve as a grounding piece of collateral for the program, providing a 


description of what the program entails and including examples of previous work in this sector and 


key messaging on the goals of the Second Century initiative. Creating a professional and 


comprehensive recruitment toolkit will be essential in helping the Academy locate and retain the 


most qualified and diverse group of candidates who can participate part-time in the Nutrition in 


Population Health Grant Program, complementing their current work and research. All PHL 


candidates will be required to have the necessary knowledge, skills and experience to help 


improve nutrition from a population systems perspective, furthering PHI outcomes across the 


country.  


The toolkit will give candidates a comprehensive overview of current domestic fieldwork already 


being conducted in this space, that also aligns within the Academy’s pillars of prevention and 
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wellness, health care and health systems and food and nutrition security. Creating the toolkit will 


also help PHL’s to define the types of projects that can be supported by this grant by revealing 


where others are already engaging.  


Defining its areas of expertise and opportunities for influence will enable the Academy to carve out 


a niche position within demonstration project efforts. Since many groups are engaging in this 


space, the demonstration projects will create an opportunity to validate the added value and 


leadership provided by credentialed food and nutrition practitioners in the PHI landscape. 


Empower: 


 Training Program. The success of the Nutrition in Population Health Grant Program is contingent


on a well-qualified and trained cohort of PHLs. To offer ample training and support to participating


PHLs, continuing education opportunities will be offered through a Nutrition in Population Health


virtual connection platform.  This platform will serve as one component of the Academy’s larger


Learning Collaborative and will be an integral resource for providing PHLs with a broad support


system encompassing multiple channels: professional development opportunities, webinars, chat


boards, skill-building workshops, research tools and various support activities. The Academy web


team, IT department and various other Academy staff members will support this tactic.


The Nutrition in Population Health virtual connection platform will also support PHLs, while 


advancing the Academy’s standing. Training offered through this platform will provide PHLs with a 


better understanding of the Academy’s many contributions and benefits to partners and supporting 


organizations across the food, nutrition and wellness sectors. Since incoming PHLs will bring a 


variety of perspectives and knowledge levels, the goal is to bring them to the same baseline using 


a variety of resources (e.g., pre-reads and assessments, virtual learning sessions and other 


research tools). The training program can then be scaled according to need, based on testing 


outcomes. 


Once this baseline is attained and PHLs demonstrate a clear understanding of the Academy’s role 


and impact, they can represent the Academy at relevant meetings and conferences. As a result, 


the Academy will gain a new pool of well-trained PHLs to draw on, and a robust workforce that 


remains connected to the Academy long after demonstration projects are completed. In this way, 


the Learning Collaborative and Nutrition in Population Health specific virtual connection platform 


will serve as a conduit for future Academy spokespeople who are well-versed in the PHI space. 


 Key Resources. Implementing a successful demonstration project requires the support of key


resources in the U.S. regions where PHLs are conducting their fieldwork. For future use, these


resources may include a playbook that provides guidance on engaging regional and local


organizations. Working with regional health centers, community centers, public schools,


community hospitals, health departments and other entities will equip PHLs with the necessary


resources to effectively design, implement and evaluate projects at the local level.


For example, a community center might provide a space to conduct the nutrition education 


intervention, and a regional health center and public school could help recruit participants for a 
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demonstration project. To measure the health impacts of such an intervention, a community 


hospital could donate or lend blood glucose monitors and other vital health assessment tools, as 


well as draw blood at the outset and conclusion of the project to measure hemoglobin A1c levels. 


Expand: 


 Demonstration Project. Each PHL will execute one demonstration project that assesses the


health outcomes of a nutrition intervention designed to address a population of persons within a


defined community. The demonstration project will be executed in a community with specific


nutrition needs, or within a nutrition-focused organization in need of support. PHLs will have the


option to participate in an existing project supported by the Academy, but they will also be free to


design and implement a new project of their choosing.


The demonstration project will serve as an exemplar of PHI, reinforcing the impact of the 


fundamental prevention strategies of food, nutrition and lifestyle within a select region. Baseline 


data measures will be collected at study outset and completion, and outcome measurements will 


be analyzed and evaluated to propagate best practices at the local level. 


For example, PHLs may be able to lend their expertise to implementing the Transition of Care 


Nutrition Implementation Guide, a project that is currently underway. Since nutrition is now a 


mandated component in transitions of care settings, advocacy and guidance for the correct design 


and use of the Nutrition Care Process Terminology in these settings is critically needed. Lacking 


such guidance, nutrition can be provided without the use of coded nutrition terms, rendering the 


nutrition data useless for inclusion in electronic clinical quality measures, and reducing the chance 


that it will qualify for outcomes measurement or reimbursement. 


PHLs could play a valuable role in creating technical guidance for health IT vendors (including 


electronic health records) so that the NCP/eNCPT is designed and implemented using U.S.-


mandated clinical terminology that is available for standardized transition of care settings. 


Reference Document. The demonstration projects will culminate in the creation of a best 


practices reference document, based on a compilation of demonstration project outcomes and 


evaluation results. The document will serve as a database of evidence-based research and 


findings, and will be used to inform future nutrition education programs and offerings through the 


Academy and partner organizations, with the ultimate goal of publication of individual projects 


completed by PHLs. 


The reference document will be posted on the Learning Collaborative platform. This will allow a 


variety of credentialed food and nutrition practitioners, beyond the Nutrition in Population Health 


Grant Program, to access relevant nutrition research and PHI outcomes data to inform future 


projects. 


Create: 


 Mentorship Program. To strengthen and extend the PHLs’ training beyond the Nutrition in


Population Health Grant Program, each PHL will be paired with a registered dietitian nutritionist
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leading PHI programs. The Mentorship Program will provide PHLs with additional support in 


developing optimal research design methods and establishing implementation tactics to ensure 


successful execution of demonstration projects. 


Potential Partners 


Successful implementation of this Foundation Second Century initiative is contingent on adequate funding 


from like-minded domestic health organizations capable of supporting the PHLs and the program’s 


mission. An added benefit for partners is the opportunity for grants to go directly to individuals working 


within their own organization. Additionally, if able to work remotely, PHLs could provide needed support to 


help advance a specific project on a part-time basis, adding value to a multitude of health-focused 


organizations.  


A partnership system based on three funding levels is proposed: leader, supporter and contributor. 


Attributing sponsorship levels in this way reinforces the vision of the Foundation’s Second Century 


initiative and highlights the work of the Academy. 


The Academy has already identified seven types of prospective funding organizations: medical 


professional organizations, nonprofit health organizations, government agencies, universities, hospitals, 


community organizations and food- and nutrition-focused organizations. 


To ensure diversity of funding sources and engage a wide-array of key stakeholders from various 


organizations, its recommended to include as many categories as possible. Following are potential 


organization partners, suggested as initial prospects or examples for the purposes of this plan. While there 


are many other desirable potential partners, the following examples illustrate the types of organizations to 


consider: 


 Leader


o Nonprofit Health Organizations


 Considerations: The American Diabetes Association (ADA). Given the prevalence of


obesity and its related conditions (including diabetes), partnering with an


organization such as the ADA will demonstrate significant impact in the Second


Century focus area of prevention and wellness.


 Expectation: Nonprofit organizations that financially support the Academy’s


Nutrition in Population Health Grant Program will be expected to subsidize at


least three PHLs per program year.


 Benefit: Diabetes education resources from the ADA will inform research


design and implementation of demonstration projects — regardless of


whether the demonstration project is diabetes specific. Long-term,


increasing access to nutrition and lifestyle services for the U.S. population
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with diabetes (29 million Americans)4 will provide a proof point to support the 


Academy’s mission of accelerating improvements in health and well-being 


through food and nutrition. 


 Funding Level: $25,000


o Hospitals Emphasizing Community Work


 Considerations: Sparrow Health System, ProMedica, Kaiser Foundation Hospitals.


 Expectation: Hospitals focused on community work (e.g., ProMedica houses


a “food pharmacy” and grocery store) embody the Nutrition in Population


Health Grant Program mission to apply health promotion and disease


prevention strategies within a social ecological theoretical framework. These


hospitals will be expected to provide a community-focused setting in which


at least one PHL could conduct research and collect outcomes data.


 Benefit: Since population health emphasizes prevention rather than


treatment, it will be important to partner with hospitals engaged in


community work to address population health management strategies. This


collaboration will also ensure wider introduction of credentialed food and


nutrition practitioners into organizations that value primary prevention. This,


in turn, could encourage more hospitals to adopt a community-minded


approach that improves patients’ quality of life.


 Note: Hospitals often have requirements linked to community benefits, and


can receive pay-for-performance rewards for effective population health


management outcomes: an incentive to invest in such programs. In order to


maintain nonprofit status, hospitals must work to assess the health of the


community, through designing programs and services that address PHI.


Knowing this, the Academy should consider system partners capable of


funding a grant to help hospitals demonstrate community benefits and/or


nonprofit status requirements. In return, a PHL would conduct their


demonstration project within that hospital system. The Academy would


benefit from its association with community-focused hospital research and


could leverage the data and results to establish a larger role within the


clinical sector.


 Funding Level: $30,000


o General Nonprofit Organizations


 Considerations: The Barilla Center for Food and Nutrition (BCFN). As an


independent and private nonprofit, BCFN produces valuable scientific content that


4 Diabetes Latest.” Centers for Disease Control and Prevention, Centers for Disease Control and Prevention, 17 
June 2014, www.cdc.gov/features/diabetesfactsheet 
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can be used to inform and help individuals make conscious choices every day about 


food and nutrition, health and sustainability. 


 Expectation: Given the emphasis placed on research, members of the BCFN


will serve as mentors to PHLs, sharing relevant research that might inform


demonstration projects and helping them develop a sound research


methodology to execute their projects.


 Benefit: BCFN creates practical tools for public decision makers and


educators to promote quality education surrounding food issues. Partnering


with an organization such as the BCFN will foster interaction between the


Academy and this organization which is dedicated to scientific research,


helping to fulfill BCFN’s mission of “involving all parties in working towards a


shared and mindful sustainable development.”


 Funding Level: $75,000


 Contributor


o Foodservice Companies


 Considerations: Aramark and Compass Group.


 Expectations: Foodservice companies that financially support the Academy’s


Nutrition in Population Health Grant Program will be expected to subsidize at


least three PHLs per program year.


 Benefit: Foodservice companies will benefit from increased access to health


promotion and prevention strategies from the Academy and PHLs, which


can be applied to other food system environments in need. The creation of


such a partnership will also elevate the reputation of foodservice companies


as agents of change and health leaders within their communities.


 Funding Level: $100,000


o Government Agencies


 Considerations: The Health Resources and Services Administration (HRSA). This


organization provides high-quality health and preventive care, even for individuals


without insurance. Its mission is to improve health and achieve health equity


through access to quality services, a skilled health workforce and innovative


programs.


 Expectation: Government agencies that support the Academy’s Nutrition in


Population Health Grant Program will be expected to subsidize at least three


PHLs per program year.


 Benefit: Key tenets of the HRSA mission — a skilled workforce and


expanding the capacity of the food and nutrition workforce — also are


fundamental to the Second Century initiative. A partnership between the


Academy and the HRSA will help to expand influence in scaling effective


food and nutrition interventions on a national level.


 Funding Level: Funding expectations do not apply to government entities


prohibited from making financial contributions. However, government


agencies will still be expected to subsidize three PHLs as noted above.
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 Supporter


o Dietetic Practice Groups (DPGs)


 Considerations: The Nutrition Education for the Public DPG and the Public Health


and Community Nutrition DPG. The Nutrition Education for the Public DPG helps


individuals understand how to best utilize vital nutrition information, while members


of the Public Health and Community Nutrition DPG are involved in program planning


and evaluation, education, direct care and consultation services, policy and


research in the U.S. and abroad.


 Expectation: Members of the DPG could serve as additional resources for


PHLs, and some members could participate in the Mentorship Program, if


appropriate.


 Benefit: DPG members will benefit from increased access to the PHI


outcomes data obtained by the PHIs.


 Funding Level: TBD, each DPG will work with the Academy to determine the


most appropriate level for funding.


o Insurance Providers


 Considerations: Humana Healthcare Innovations, as well as other insurance


providers with a financial stake nationally.


 Expectation: Insurance companies supporting the Nutrition in Population


Health Grant Program will be expected to subsidize at least three PHLs per


program year.


 Benefit: Successful implementation of the Nutrition in Population Health


demonstration projects could, in the long-term, help reduce overall domestic


health care spending. Successful implementation of key PHI strategies —


such as convenient and equitable access to primary care and patient self-


management education — could ultimately improve population health and


outcomes, reducing the rate of hospitalization and length of stay for patients


and reducing drug spending by insurers.


 Funding Level: $50,000


o Population Health Focused Foundations


 Considerations: David & Lucile Packard Foundation, Howard G. Buffet Foundation.


 Expectation: Population health focused foundations that support the


Nutrition in Population Health Grant Program will be expected to subsidize at


least three PHLs per program year.


 Benefit: Collaboration between different types of organizations within the


population health ecosystem will amplify the food and nutrition dialogue. By


improving the food environment in communities through an educational


approach, more people will gain access to high-quality diets.  Additionally, a


partnership between the Academy and population-health focused


organizations will help to accelerate progress on existing organizational food


and nutrition commitments.


 Funding Level: $40,000
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Outcomes/Performance Metrics 


Overall, the Nutrition in Population Health Grant Program will advance domestic PHI efforts and help to 


transform our health system through a focus on prevention strategies at both point of care and through 


personal health and lifestyle behaviors. 


Ultimately, the program will ensure the development of stronger relationships between different 


organizations allied to improve population health, as demonstrated by an increased number of inter-


organizational alliances. And, in the long-term, the Academy will be recognized as a leader in population 


health and improvement, as shown through increased demand for nutrition-focused preventive services. 


Integrating the efforts of health care and community service entities to improve population health is key to 


ensuring consistently effective outcomes. The outcomes data obtained by the PHLs will help various 


groups (payers, employers, physician practices and community health groups) holistically evaluate the 


health of their respective populations and determine future interventions. This data will be essential in 


informing the larger strategy of positively impacting public health and improving health and nutrition 


outcomes across the lifespan.  


After the first year of the Nutrition in Population Health Grant Program, the program manager (Academy 


staff member), with support from other Academy staff, will create a scalable model for recruiting, training 


and supporting 40-plus PHLs in subsequent years. It is expected that a small number of PHLs will be 


recruited for year one, and that there will be a slow build of PHLs each year until the program reaches full 


scale. 


The Nutrition in Population Health Grant Program will be well regarded for recruiting and enrolling highly 


qualified candidates, and the Academy will provide sufficient support to PHLs to equip them for success. 


Long-term, this program will demonstrate the importance and efficacy of food and/or nutrition interventions 


designed to address a population of persons within a defined community, with potential for global 


expansion. 
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Costs:  


Note: For this estimate, it’s assumed there will be a small first class of 15 PHLs, and then slowly building 


the number of PHLs enrolled each year.  All PHLs will be enrolled in this program on a part-time basis. 


Deliverable Estimated Cost 


Annual Costs 


Curriculum development $20,000/year 


Cost of providing training $30,000/year 


Travel stipend for PHLs $22,500 year ($1,500 per 


PHL) 


Work/project stipend for PHLs $37,500/year ($2,500 per 


PHL) 


Grant for implementation and execution of demonstration 


projects (based on industry standard) 


$300,000 


Website Development and Learning Collaborative Maintenance 


(including LMS maintenance) 


$50,000/year 


Honorarium for Mentors (includes research support) $15,000 (1 Mentor per 3 


PHLs at $3,000 each) 


Part-time program manager $50,000 


Miscellaneous Costs (IT, site checks, supplies, equipment, 


travel, etc.) 


$20,000 


One-time Costs 


Creation of recruitment toolkit $30,000 


Creation of reference document with appendix of educational 


materials 


$50,000 


LMS and Website Development (will require RFP’s) $100,000 


Communications and marketing support $20,000 


Total Annual Costs: $545,000 


Total One-Time Costs: $200,000 
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Timeline 


A staged launch approach will be used with four core phases: 


 Organizing Phase: This phase will include organizing current Academy staff to align on activities
and timeline, and determine the viability of proposed partners. This may include some initial
conversations with potential partners further defining their role as Nutrition in Population Health
Grant Program members. During this time, grants will also be submitted to secure additional funds.
This phase will be guided by input from Academy team captains and team members, and will also
include reviewing and adopting the plan and informing and supporting industry outreach.


 Recruitment Phase: Once materials are created and translated, a selection committee will recruit


PHLs. Funders then will be secured to support the program.


 Soft Launch: This phase will include establishment of the program, stakeholder outreach and
communication and message development.


 Public Launch: This phase is the formal execution of the program, to publicly launch the Nutrition
in Population Health Grant Program and attract additional partners and members.


Timing (by month) Activity 


Months 1-4 Academy staff to align internally on plan and 


partner feasibility 


Create budget, submit grants and finalize list of 


additional target partners/members 


Approach 2-3 additional partners or organizations 


with which the Academy has existing relationships 


to secure initial funding 


Secure additional funding and grants as necessary 


(this may be an ongoing item) 


Months 5-6 Solicit and select part-time PHLs 


Build training program 


Build support system 


Month 7 Initial training via web and home study, as defined 


in curriculum 


Month 8 Initial virtual meeting of PHLs for immersion 


training 


Month 9 Review and define demonstration projects with 


established rubrics 


Month 10-11 PHL training (virtual) 


Month 12 2-day seminar training and mentoring on proposed 


demonstration projects (virtual) 


Month 13-15 Implementation of demonstration projects 


Months 16-17 Monthly peer-led project review 


Months 18-21 First PHL demonstration project report due, 


findings used to create best practices reference 


document 


Month 22 Recruiting for second PHL class begins 


Month 24 Second PHL class accepted 


### 
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 Develop professional development curriculum


 Ensure all lifestyle advocates engage in training program


Years 5+ Policy Advocacy and Education 


 Use the pilot results, and additional research outcomes that


may become available, to advocate for policy change based on


the demonstrated value of Lifestyle First therapies and care in


prevention and management of chronic disease


 Broadly disseminate these findings through media, relevant


conferences, and targeted engagement with payers and other


stakeholders


 Being work on execution of a second pilot program


### 
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A. F IDUCIARY DUTIES
The ultimate authority for managing the affairs of the organization is vested in the Board of
Directors.  Because the law grants Directors such authority, the law also imposes on Directors an
obligation to act in the best interests of the organization. The law requires Directors to act:


1. in good faith;


2. with the care an ordinary prudent person in a like position would exercise under similar
circumstances; and


3. in a manner the Director reasonably believes to be in the best interests of the organization.


B. DUTY OF CARE
The duty of care contains several elements. Its violation is the most frequent source of liability for
Directors.  


1. Attendance
a.) Directors must attend Board meetings. Courts will have no sympathy for Directors who


claim as a defense to any legal action that they did not know of a particular issue or did 
not participate in a particular action because of failure to attend Board meetings. 


b.) Directors who do not attend meetings are nevertheless bound by actions taken 
at those meetings and will be held responsible if any such actions are deemed 
negligent. 


c.) The act of failing to attend Board meetings may itself be deemed to be negligent behavior.
Board meetings should be missed only for unavoidable emergencies. A Board member who
repeatedly misses meetings should consider resignation.


Guide for Board Members
Serving on the Board of Directors of an association or other 


non-profit organization is a significant commitment. It entails 
important responsibilities. Some of these responsibilities are imposed 


by state law; others are the result of years of court decisions which 
have imposed various "fiduciary duties" on Directors.
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2. Delegation vs. Abdication
a.) While the Board of Directors makes the important policy decisions that guide and determine the


activities of the organization, it must rely on others to carry out the decisions. Such delegation is
necessary and legal. 


b.) Boards also delegate their duties to committees and other outside parties, such as accountants
and attorneys.  


c.) A Board must monitor those to whom it has delegated authority to make sure such persons are
acting responsibly.  


d.) Delegation does not relieve a Board of liability.


C.  DUTY OF LOYALTY
By assuming office, the Director commits allegiance to the organization and acknowledges that the 
best interests of the organization must prevail over any individual interest of the Director, the Director’s
employer, and the Director’s family and associates.  Actions and decisions of the Director, while he or 
she is serving as a Director, must promote the organization’s purpose and well-being rather than any 
private interest.


1. The duty of loyalty is transgressed when a Director uses his or her office to promote, advance or
effectuate a transaction between the organization and such person or his or relatives or associates,
and that transaction is not substantively fair to the organization.


2. Full disclosure and refraining from discussion and voting are required when a Director may be influenced
by a private interest.


D. INFORMATION FLOW
The essence of the duty of care is the duty to be informed.  Courts will not tolerate Directors who are not
sufficiently informed about the activities of their association.  On the other hand, courts will not generally
second-guess decisions of Boards based on thorough research and business judgment.  


1. Directors must assure themselves that information and reporting systems exist in the organization
that are reasonably designed to provide to senior management and to the Board itself timely, accurate
information, sufficient to allow management and the Board to reach an informed judgment.


2. A Board’s decisions not only must be informed, but also must be reasoned and deliberate.
a.) Decisions should be made by the Board deliberately and without due haste or pressure.
b.) The Board should be as thoroughly and completely prepared in its decision-making process as


possible.  Materials concerning decisions should be sent out for review in advance and the Board
should read and understand those materials.


c.) The Board members should be actively involved in deliberation in the Board meeting.  Written
materials should be read, digested and commented on by Board members.


d.) Written records of Board preparation and deliberation should be maintained.  
e.) In the case of any major transaction, the Board should receive the basic documents and analysis


by experts in connection with the transaction.
f.) Independent  evaluations and appraisals, as necessary, should be prepared by experts and 


presented to the Board.
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E.  DUTIES OF OBEDIENCE
Directors have a duty to follow the organization’s global governing documents (such as Articles of
Incorporation and Bylaws) to carry out the organization’s mission and to ensure that funds are used for 
lawful purposes.  Directors must also comply with state and federal laws relating to the organization.


F.  F INANCIAL CONTROLS
One of the Board’s responsibilities is to oversee the organization’s financial affairs, including making sure
that the organization has adequate internal accounting systems and controls. 


1. The Board should be responsible for approving the organization’s annual budget.


2. Board members should expect the staff to produce timely and adequate income and expense
statements, balance sheets, and budget status reports.


3. The Board should employ independent accounting professionals and review the annual report
of such professionals.


G. SAFEGUARDING ASSETS
The Board should oversee the effective use of the resources of the organization.  Internal policies should 
be adopted and large transactions reviewed to ensure that the organization’s assets are not misapplied 
or wasted.


1. The Board is not an insurer of the adequate performance of the organization’s funds.  There is no
implied guarantee by a Board that its investment decisions will be profitable.  The decisions must,
however, be reasonable and defensible.


2. Directors are not expected or legally required to be experts in investment matters. Retention and
reliance on advisors with good reputations is considered the exercise of prudence.


3. Intangible assets, such as the organization’s goodwill, must also be safeguarded by the Board.
The Board should evaluate the organization’s activities and proposed activities with the overriding
goal of protecting the organization’s brand.


FOR MORE INFORMATION, 
CONTACT:


Paula Cozzi Goedert
Barnes & Thornburg LLP
One North Wacker Drive
Suite 4400
Chicago, Illinois 60606


paula.goedert@btlaw.com
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INDIVIDUAL BOARD MEMBER RESPONSIBILITIES 


GENERAL EXPECTATIONS: 
1. Know the Academy’s mission, purposes, goals, policies, programs, services, strengths and


needs. 
2. Suggest nominees for the Board.
3. Serve in leadership positions or undertake special assignments willingly when asked.
4. Avoid prejudiced judgments on the basis of information received from individuals and urge


those with grievances to follow established policies and procedures through their supervisors.
5. Follow trends in the Academy’s field of interest.
6. Bring a sense of humor to the Board’s deliberations.


MEETINGS: 
1. Prepare for and participate in Board and committee meetings, and other Academy activities.
2. Ask timely and substantive questions while supporting the majority decision.
3. Maintain confidentiality of the Board’s executive sessions.
4. Speak on behalf of the Board when asked to do so by authorized persons.
5. Suggest agenda items periodically for Board and committee meetings to ensure that


significant policy related matters are addressed.


RELATIONSHIP WITH STAFF: 
1. Counsel the Chief Executive Officer (CEO) as appropriate and offer support.
2. Avoid asking for special favors of the staff, without prior consultation with the CEO, Board


President or Committee chairperson.


AVOIDING CONFLICT: 
1. Serve the Academy as a whole, rather than special interest groups.
2. Avoid even the appearance of a conflict of interest and disclose any possible conflicts to the


Board President in a timely fashion.
3. Maintain independence and objectivity and do what a sense of fairness, ethics and personal


integrity dictate.
4. Never accept or offer favors or gifts from or to anyone who does business with the Academy.


FIDUCIARY RESPONSIBILITY: 
1. Exercise prudence with the Board in the control and transfer of funds.
2. Faithfully read and understand the Academy’s financial statements and otherwise help the


Board fulfill its fiduciary responsibility.


FUNDRAISING 
1. Give an annual gift according to personal means.
2. Assist the development committee and staff by implementing fund raising strategies


through personal influence with others (corporations, foundations, individuals).


(taken from BoardSource, formerly National Center for Nonprofit Boards) 
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BOARD OF DIRECTORS MEETING 


AGENDA ITEM SUMMARY 


DATE: September 15, 2017 


AGENDA TOPIC: Honors and Awards AGENDA ITEM: 12.0 


CONTRIBUTES TO ACHIEVEMENT OF: 


  Strategic Plan Focus Area(s) 


 Prevention and Well-being 


 Health Care and Health Systems  


 Food and Nutrition Safety and Security 


  BOD Program of Work Priority 


 Strategic Plan Priorities 


 Governance Supporting Role Priorities 


 Organizational Board Priorities 


BACKGROUND 


Established in 1987, the Academy of Nutrition and Dietetics’ Media Excellence Award is presented to an 


individual reporter of a publication, or program for consistent, high-quality nutrition reporting. 


The 2016-2017 Academy Honors Committee reviewed the National Honors and Awards Policy and voted to 


amend the description of the Media Excellence Award. The addition (located on page 7 of this document) is 


bolded below. 


Additionally, Honorary Membership qualifications are being brought up due to a nominator questioning why 


a nomination packet was disqualified. I am asking you to revise the qualification to “Cannot be a current 


Academy member.” This change is also located on page 7 of this document. 
ALTERNATIVES AND/OR DISCUSSION POINTS 


Honors Committee feels that current modes of communication, specifically social media, should be 


considered in the Media Excellence Award. The award description would remain as it is currently, with the 


addition of the word “blogger,” as described above. The staff recommends that a new award be developed, 


the Social Media Expert Award, and that the requirements for the Media Excellence Award remain as is. 


The Honorary Membership qualification revision would open this award to all non-member qualified 


candidates. 
ORGANIZATIONAL CAPACITY 


Human Resource Implications:  


Financial Implications: 


X  Budgeted   No Financial Impact 


  Unbudgeted: 


 Approved by the CEO on ________   (date) 


  Approved by the Finance Committee on ________   (date) 


  Forwarded without recommendation by the   CEO           Finance Committee 


CONSIDERATIONS FOR PROCEEDING/NOT PROCEEDING 


EXPECTED OUTCOME(S)/RECOMMENDATION(S) 


That the Board consider changes to the Honors and Award policies. 


SUBMITTED BY: Lucille Beseler and Barbara Visocan 
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Effective Date: 1999 


Revision Dates: 5-16-11, 6-5-12, 


3-2014, 9-2014, 11-2014, 5-


2015, 8-2016, 5-2017 


Approved: Board of Directors: 


6-9-11, 10-10-12, 3-28-2014, 10-


2014, 1-2015, 10-2015, 9-2016 


SUBJECT: Academy National Honors and Awards Policy 


POLICIES: 


I. Award Establishment and Selection: The Board of Directors establishes the official 


honors and awards bestowed by the Academy, approves selection procedures, and 


approves annual nominees. 


PROCEDURES: 


Award Eligibility: 


Board of Directors Eligibility  No member of the Academy/Foundation Boards of Directors 


may at the time of honors and awards selection and/or presentation be eligible to receive an 


Academy honor or award. This includes those on the ballot for the following year; if a Board 


nominee is elected, he/she is not eligible for an award. Recognition of Service will be awarded to 


the Board of Directors. 


Members of the Academy/Foundation Boards of Directors are eligible to receive a national 


Academy honor or award after three (3) years upon completing their term of service, with the 


exception of the public member who may be eligible immediately after completing their term of 


office. 


Selection Committee Eligibility – No member involved in the selection process for an honor or 


award may be eligible to receive an Academy honor or award during their term of service.  


Recognition of Service will be awarded as appropriate. 
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Candidate Eligibility – A member will be eligible to receive a maximum of one honor or award 


per year, except for the Trailblazer award. The intent of the Honors and Awards program is to 


recognize a diverse group of qualified candidates. Candidates cannot be nominated 


posthumously, unless an Intent to Nominate has been previously submitted. 


A member is eligible to receive the same type of award at different points in their career 


contingent that they are in different areas, e.g. Academy Excellence in Practice Awards. 


Nominator Eligibility – The person nominating a candidate for a national award must be a 


current Academy member. Members of the Academy/Foundation Boards of Directors are not 


eligible to nominate candidates for honors or awards. 


Employer Eligibility – Employers of the Board of Directors or award selection committee 


members are eligible to receive awards while their employees are serving the Academy. 


Intent to Nominate – Nominators will be instructed to submit their name, the name of the 


nominee, and the name of the award via the Honors electronic platform by January 15. 


Letters of Support – No current members involved in the selection process for an honor or award 


including the Academy/Foundation Boards of Directors may provide a letter of support for 


Academy honors and awards nominations. Academy Staff may not write letters of support for 


National Honors and Awards nominees. Letters of support should not duplicate a candidate’s 


curriculum vitae. Each supporting letter should highlight one or more different aspects of the 


candidate’s qualifications for an award and/or a unique contribution to practice, exceptional 


service to the profession, or inspirational leadership from the perspective of the writer. 


Candidate Selection – Members of the Honors Committee may nominate candidates for honors 


and awards in the event of insufficient nominations from the membership.   


Cut Score – A minimum score of 75% is required to be considered for a national Academy honor 


or award. If a nominee does not meet the minimum score, she/he will not be considered for the 


award. If none of the nominees for a specific award meet the minimum score, the Honors 


Committee may either decide not to declare an award recipient that year, or to review the award 


nominees on a case by case basis to select a recipient. 


Academy Publication/Program – No Academy publication or program will be eligible for an 


Academy honor or award. 


II. Establishing New Honors and Awards


Responsibility and Authority: A proposal for a new, national Academy honor/award may be 


submitted by any member or organizational unit. The proposal must be submitted to the Honors 


Committee of the Board of Directors. The Honors Committee will recommend approval or denial 


of the proposal to the Board of Directors. 
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Content of a Proposal: All proposals for new honors/awards must contain the following 


information: 


1. Purpose of the honor/award


2. Rationale why the current honors/awards do not meet this purpose


3. Form of honor/award


4. Sponsors of the honor/award


5. Method and criteria for selection


6. The requisites associated with the honor/award


7. Financial impact and funding source


III. Administration of Awards


Academy National Honors and Awards are the Copher Award, Cooper Lecturer, Honorary 


Member, Medallion Awards, Excellence in Practice Awards, Media Excellence Award, and 


Academy/IFT Trailblazer Award (see attachment for descriptions, qualifications, and 


presentation specifics). 


Benefits Received by Award Recipients:  Benefits (e.g., honoraria, travel, lodging, etc.) 


received by recipients varies by honor or award. Attachment B summarizes the current benefits. 


Establishment of Criteria: The Honors Committee will recommend the procedures and criteria 


for selecting the recipients to the Board of Directors. Any proposal for a change in an established 


honor/award must be submitted to the Honors Committee for review. 


Solicitation of Nominations: The Honors Committee will publicize the selection criteria and 


procedures for selecting the recipients of these honors/awards and will solicit nominations from 


the entire membership. Multichannel communication vehicles are used annually to promote the 


program, provide an overview of the nomination process, and offer suggestions for a successful 


submission. 


Selection of Recipients: The Honors Committee will recommend recipients for these awards to 


the Board of Directors.  
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Academy National Honors and Awards: Description, Qualifications and Presentation 


Award/Description Qualifications Presentation 


Marjorie Hulsizer Copher Award 


The Marjorie Hulsizer Copher Award is the highest 


honor the Academy of Nutrition and Dietetics bestows 


on one of its members. The Copher Award honors an 


Academy member who has contributed to the Academy 


of Nutrition and Dietetics through extensive, active 


participation and service at all levels of the Academy. 


The recipient of the Copher Award is someone whose 


unique contributions to the profession have created 


new opportunities for registered dietitian nutritionists 


and dietetic technicians, registered, inspired others to 


take on leadership roles, and promoted the Academy’s 


mission, vision and values. 


a. A member of the Academy


b. Has demonstrated extensive Academy leadership and


involvement at national, state and district levels


c. Has recognized professional competence in nutrition and


dietetics practice such as: (a) writing (author, editor, etc), (b)


scientific research, (c) management, (d) education,


(e) clinical, community, and/or legislative advocacy


d. Has been a source of inspiration to other members to assume


leadership roles


e. Has been a trailblazer for the profession, such as created


new opportunities for dietitians or technicians


f. Has contributed uniquely to the advancement of the


profession and/or promoted the Academy’s mission, vision


and values


g. Has demonstrated devotion to the high standards of the


profession


Presentation of the Marjorie Hulsizer 


Copher Award is made at one of the 


three keynote sessions (e.g., 


Opening Session) at the Food & 


Nutrition Conference & Expo 


(FNCE) to emphasize the 


significance of this honor. The 


recipient has (five) 5 minutes to 


speak at the designated session. The 


recipient also receives recognition in 


the FNCE program book. 


Lenna Frances Cooper Memorial Lecture 


The Academy of Nutrition and Dietetics’ Lenna 


Frances Cooper Memorial Lecture honors an Academy 


member who has been recognized as a notable and 


inspiring speaker. The member chosen to deliver the 


Cooper Memorial Lecture is an experienced speaker 


with the ability to communicate expert knowledge to a 


broad audience, as well as a dedicated Academy 


member whose unique experiences and contributions to 


the profession make him or her a role model in the field 


of nutrition and dietetics. 


a. A member of the Academy


b. Be a recognized speaker:


 Ability to relate area of expertise to a broad audience


 Spoken to diverse professional groups within the last


three (3) to five (5) years 


 Reputation as a speaker of note


c. Has professional recognition and conduct:


 Contribution to the profession through service at the


national, state, dietetic practice or member interest 


(DPG/MIG) groups or district/local levels 


 Unique experiences which are of unusual interest to the


profession 


 Source of inspiration and outstanding role model


d. Topic to be selected by the speaker should be of widespread


interest to Academy members and one normally associated


with the speaker’s work


The Cooper Lecture is presented as a 


featured session during the general 


program (either Sunday, Monday or 


Tuesday) at the Food & Nutrition 


Conference & Expo. After the 


selection of the Cooper Lecturer, the 


Director, Professional Development, 


works with the honoree (who is 


chosen 1 year prior to the 


presentation) to coordinate all 


session logistics, including 


honorarium and benefits, as well as 


any necessary deadlines prior to the 


presentation and consistent with 


FNCE policy. The video of the 


presentation will be available to all 


members on the Journal’s Web site. 
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Award/Description Qualifications Presentation 


Medallion Awards 


The Academy of Nutrition and Dietetics’ Medallion 


Awards, given each year since 1976, honor Academy 


members who have shown dedication to the high 


standards of the dietetics profession through active 


participation, leadership, and devotion to serving others 


in dietetics and allied health fields. Several awards are 


given each year to those members whose dedication to 


the Academy and service to the profession serve as an 


example to all. 


No more than three (3) former BOD members may 


receive this award in any given year. 


a. A member of the Academy for a minimum of 10 years


b. Has contributed to the profession:


 exceptional service to the Academy at the national, state,


dietetic practice and member interest (DPG/MIG) groups


and district/local levels


 exceptional service to other food and nutrition


organizations


 outstanding professional leadership abilities at all levels


of the profession and the community


 instrumental in moving the profession forward


c. Has demonstrated characteristics such as:


 dedication to high standards for the profession


 source of inspiration and outstanding role model


 promotion of the registered dietitian nutritionist and food


and nutrition


 service to others in allied fields and the community


Awards are presented to Medallion 


recipients at the invitation-only 


Honors Breakfast where they each 


have (one) 1 minute to speak. 


Acknowledgement of the Medallion 


Awards is also made at one of the 


three keynote sessions at the Food & 


Nutrition Conference & Expo to 


emphasize the significance of this 


honor. Recipients are provided a 


stage walk and acknowledgement by 


the Academy President during this 


keynote session opportunity (e.g., 


Member Showcase). The recipient 


also receives recognition in the 


FNCE program book. 


Excellence in Practice Awards 


The Academy of Nutrition and Dietetics’ Excellence in 


Practice Awards recognize outstanding registered 


dietitian nutritionists and dietetic technicians, 


registered, who have demonstrated innovation, 


creativity, and leadership in a specific area of practice. 


The awards are given in several practice categories, 


including Clinical Practice; Community Dietetics; 


Consultation and Business Practice; Dietetics 


Education; Dietetic Research; Dietetic Technician, 


Registered; and Management Practice, to honor 


Academy members who have demonstrated 


exceptional performance, contributed to the 


advancement of practice, and been effective and 


inspiring leaders in nutrition-related organizations. 


a. A member of the Academy


b. A registered dietitian nutritionist or a dietetic technician,


registered


c. Demonstrated innovation, creativity and leadership in


excellence in the specific area of practice for which they are


nominated


d. Exceptional performance in practice, contributions to the


advancement of practice and leadership achievements in


nutrition related organizations


e. Eligibility is limited to one (1) Excellence in Practice award


per year


f. Eligible to receive an Excellence in Practice award at


different points in one’s career contingent that the award is


in a different practice area


The Excellence in Practice Awards 


are presented live at one of the 


general sessions at the Food & 


Nutrition Conference & Expo. A 


session is chosen that most closely 


aligns with the award recipient (e.g., 


a session where the awardee is 


presenting or a DPG developed 


session if that group was the 


nominator). Recipients are provided 


verbal acknowledgment at the 


specified session, are noted in the 


FNCE Program Book, and given 


slide recognition at one of the FNCE 


keynote sessions (e.g., Member 


Showcase). 
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Award/Description Qualifications Presentation 


Media Excellence Award 


Established in 1987, the Academy of Nutrition and 


Dietetics’ Media Excellence Award is presented to an 


individual reporter or blogger, publication, or program 


for consistent, high-quality nutrition reporting. 


Recipients of the Media Excellence Award cover 


current issues and concerns with balance and 


perspective, are scientifically accurate, regularly cite 


Academy positions and materials and quote Academy 


members as experts, present nutrition information 


creatively, and reach a wide audience. 


a. Covers current issues and concerns with balance and


perspective


b. Is scientifically accurate


c. Regularly quotes/positions nutrition and dietetics


professionals of the Academy as experts


d. Has broad audience reach


e. Is creative in presentation


f. Candidates encouraged to provide links to online media


and/or Web sites


g. Cites the Academy in Web, script, and print usage of


Academy materials


(Note: advertising, special advertising sections or advertorials are 


not eligible for consideration) 


The Media Excellence award is 


presented at a FNCE general or 


keynote session that is selected in 


conjunction with the Director, Public 


Relations. The recipient also 


receives recognition in the FNCE 


program book.  


Honorary Membership 


The Academy of Nutrition and Dietetics has been 


granting honorary membership to non-members for 


their distinguished contributions to the field of nutrition 


and dietetics since 1920. Shortly thereafter, honorary 


memberships were defined and limited to persons who 


had made notable contributions to nutrition and 


dietetics but were not eligible for active membership. 


Since 1954, the Academy has awarded honorary 


membership to up to two non-members every year 


based on their professional knowledge, technical 


expertise, and promotion of the Academy’s mission, 


vision, and values. Those chosen as honorary members 


have demonstrated goodwill through notable national 


or international service, promoted registered dietitian 


nutritionists and dietetic technicians, registered, as 


contributors to the optimal health and nutritional status 


of the public, or aided in the advancement of the 


profession and the Academy. 


Note: In exceptional years, Honors Committee may 


bring forward three nominees for Honorary 


Membership. 


a. Does not qualify for Academy membership, EXCEPT


ASSOCIATE CATEGORY Cannot be a current Academy 


member 
b. Has made distinguished contributions to nutrition and


dietetics through:


 professional knowledge


 technical expertise


 promotion of the Academy's mission, vision and values


c. Has demonstrated goodwill through notable national or


international service through:


 the advancement of the profession


 the advancement of the Academy


d. Has promoted Academy members as contributors to the


optimal health and nutritional status of the population


Presentation of Honorary 


Membership in the Academy is 


made at one of the three keynote 


sessions at the Food & Nutrition 


Conference & Expo (e.g., Member 


Showcase) to emphasize the 


significance of this honor. Each 


recipient has one (1) minute to speak 


at the designated session. The 


recipient also receives recognition in 


the FNCE program book. 
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Award/Description Qualifications Presentation 


Trailblazer Award 


Jointly bestowed by the Academy of Nutrition and 


Dietetics (Academy) and the Institute of Food 


Technologists (IFT), the Trailblazer Award recognizes 


exceptional leaders who have advanced the science at 


the nexus of nutrition/ dietetics and food science for at 


least five (5) years. This award is conferred upon a 


leader, preferably a joint member of the Academy and 


IFT, who has demonstrated innovative contributions to 


improve health among underserved populations 


through a least one aspect of food science and 


technology, and has exhibited intellectual courage in 


research, instruction and/or communication at this 


intersection. 


a. Member of the Academy or IFT


b. Has at least five (5) years of experience since receiving


his/her last academic degree


c. Has demonstrated and documented impact of


contributions at the food science and nutrition nexus


d. Has demonstrated and documented inspirational


leadership among colleagues and collaborators.


The Trailblazer Award will be 


presented on an annual basis, 


alternating between Academy and 


IFT annual meetings. The first award 


was presented at the June 2014 IFT 


annual meeting. The recipient is 


offered his/her own presentation, not 


to exceed 45 minutes in length, at 


the respective organization’s annual 


meeting. The video of the 


presentation will be available to all 


members on the Journal’s Web site. 


The Trailblazer Award recipient will 


receive $2,500 and a plaque. 
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Attachment B 


Honors and Awards Recipient Benefits 


 All Academy National Honors and Award recipients receive complimentary Food &


Nutrition Conference & Expo (FNCE) registration


 Copher, Cooper, Honorary Member, Medallion, and Trailblazer award recipients receive


lodging, transportation, and subsistence reimbursement


 Excellence in Practice and Media Excellence award recipients receive a complimentary


Academy Foundation Gala ticket


 The Copher award recipient receives an honorarium provided by the Barnes Jewish


Hospital


 The Trailblazer award recipient receives $2,500, with the cost split between the Academy


and IFT, complimentary FNCE/IFT annual meeting registration, lodging, transportation,


and subsistence reimbursement
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18607009 Barkoukis, Hope 09-14-17 09-15-17
18607010 Beseler, Lucille 09-13-17 09-15-17
18607012 Concannon, Kevin 09-14-17 09-15-17
18607016 Farr, Linda 09-14-17 09-15-17
18607017 Garner, Margaret 09-14-17 09-15-17
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18607021 Martin, Donna 09-13-17 09-15-17
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18607024 Randall, Tammy 09-14-17 09-15-17
18607026 Russell, Mary 09-14-17 09-15-17
18607027 Sauer, Kevin 09-14-17 09-15-17
18607030 Stokes, Milton 09-14-17 09-15-17
18607031 Yadrick, Martin 09-13-17 09-15-17
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Reservations have been made for you at the Loews Chicago O'Hare Hotel for arrival on Thursday,

September 14 and departure on Friday, September 15, unless you requested otherwise; your

room confirmation numbers are attached. As a reminder, the hotel is located two miles from the

airport and offers a complimentary airport shuttle to all guests. For domestic flights, pick up is at

the Hotel Shuttle Center, Door #2 located by baggage claim; follow the red Shuttle Center signs.

Transportation is also available by taxi, just a 10-15 minute ride between the airport and the hotel. 

 

See you soon!

 

Joan

 

 

Joan Schwaba, MS, RDN, LDN

 

Director, Strategic Management 

 Academy of Nutrition and Dietetics 

 120 S. Riverside Plaza, Suite 2190 

 Chicago, Illinois 60606-6995 

 Phone: 312-899-4798 

 Fax number: 312-899-4765 

 Email: jschwaba@eatright.org 

 www.eatright.org | www.eatrightPRO.org | www.eatrightSTORE.org

 
DONATE today in recognition of this major milestone and support our Second Century Initiative!
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79. PNPG August 2017 (part 2) Member Update

From: PNPG <NoReply@PNPG.org>

To: DMartin@Burke.k12.ga.us

Sent Date: Aug 28, 2017 17:27:53

Subject: PNPG August 2017 (part 2) Member Update

Attachment:

index      Newsletter Aug 2017      FNCE® 2017 Mark Your Calendars! 

When: October 21-24, 2017

 

Where: McCormick Place West, Chicago, IL

 

Here are our DPG-specific events:

 

PNPG Member Reception: 

Sunday, 10/22 – 6-7:30 pm, Hyatt Regency (Headquarters hotel-Wacker Drive), Columbus GH.

Enjoy and network with your peers! Special thanks to Abbott Nutrition for sponsoring this event.

 

PNPG Member Breakfast and Annual

 

Business Meeting:

 

Monday, 10/23 – 6:45-8 am, Hyatt Regency-Regency C. Start your day with us! Special thanks to

Mead Johnson Nutrition for sponsoring this event.

 

DPG Showcase: 

Monday, 10/23 – 9:00am-12:00 pm, McCormick Place West, FNCE expo hall. Come visit us at our

booth for fun giveaways! We are celebrating our 40th anniversaries jointly with NE and RDPG!

 

PNPG Spotlight Session: 

Tuesday, October 24 – 8:00-9:30 am. 187. Alphabet Soup-Understanding Food Protein Induced

Enterocolitis Syndrome (FPIES) and Eosinophilic Esophagitis (EoE) in Pediatric Patients.     

 PNPG's Ad Hoc Committee Update 

Currently PNPG has 2 ad hoc groups: Neonatal Malnutrition, and Neonatal RDN Recognition.

 

PNPG's Neonatal Malnutrition Ad Hoc Committee was formed in the fall of 2014 to address

malnutrition assessment in NICU settings. The committee has submitted its paper on

recommended indicators for identifying malnutrition in preterm and neonatal populations to the

Journal of the Academy of Nutrition and Dietetics for publication, and it is undergoing peer review

at this time. 
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•The Neonatal RDN Recognition Ad Hoc Committee was formed in response to a request from the

Academy's Council on Future Practice (CFP) regarding potential opportunities for recognition of

RDNs working in niche areas of practice including the neonatal intensive care unit setting. Our ad

hoc committee has been hard at work on the development of a proposed recognition program

with input from Academy staff, the Commission on Dietetic Registration, and the CFP. Our

committee's proposal was presented to the CFP for review during their June 30th conference call

and is awaiting input and feedback at this time. Stay tuned for future updates! 

    Board Certification as a Specialist in Pediatric Nutrition 

Congratulations to the following PNPG members who passed the May 2017 Certified Specialist in

Pediatric Nutrition (CSP) exam!

 

Alaska 

 Pamela Horan

 

Arizona 

 Misty Cram

 

California 

 Andrea Aiello 

 Lora Beaston 

 Shonda Brown 

 Patricia Le 

 Ivy Marrow 

 Kirti Raol 

 Caroline Steele

 

Delaware 

 Lore Noyes

 

Florida 

 Erin Corrigan 

 Diane Horton 

 Tania Koerber 

 Melissa Li 

 Cristina Visona 

  

Georgia 

 Jacy Pitts

 

Illinois 

 Natalie Ratz
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Indiana 

 Martha Magliola 

  

Iowa 

 Susan Carlson 

 Jean Ryan

 

Minnesota 

 Rachel Halvorson 

 Allison Turnquist 

  

New Jersey 

 Jodi Nehila 

 Rachael Patusco 

 Kelly Varzea 

  

New York 

 Shideh Mofidi 

  

North Carolina 

 Reanne Barbato 

 Jennifer Davis 

 Angela Maynor

 

Ohio 

 Andrea Adler 

 Susan Konek 

 Lauren Kuhn 

  

Pennsylvania 

 Janet Chrostowski 

 Marykaye Flatley 

 Denise Jeffery 

 Jaclyn Rogers 

  

Tennessee 

 Kelly Green-Corkins 

  

Texas 

 Amy Bellanger 

 Kelly Fisher 
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 Heather Hendrikson 

 Kelsey Kommes 

 Emily Patterson 

 Amanda Timmerman

 

Virginia 

 Angela Hasemann 

 Anne Keeler 

 Kelly Leonard 

  

 

 

 

 

Note, members who may have tested under a name varying from Academy and PNPG

membership information may have been unintentionally excluded from this list. Please contact

Kimberly Christy at pnpgcommunications@gmail.com with corrections/additions to be included in

future PNPG communications. 

Next CSP Examination Window: November 1 – 21, 2017

 

Application postmark deadline

 

Examination Fee

 

Examination Fee 

 (sitting for exam in Canada &Puerto Rico)

 

Examination Fee 

 (other international test center locations)

 

August 15 – September 8, 2017

 

$375

 

$500

 

$525

 

September 9 – September 29, 2017

 

$400
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$525

 

$550

     August is Kids Eat Right Month TM Kids Eat Right ™ is a joint effort of the Academy of

Nutrition and Dietetics and the Academy of Nutrition and Dietetics Foundation. This member-

driven campaign was established in 2010 to educate families, communities, and policymakers

about the importance of quality nutrition to promote optimal health of kids and their families.  

  

To highlight the role everyone plays in ensuring a healthy future for our nation's children, the

Academy of Nutrition and Dietetics and its Foundation celebrate Kids Eat Right Month ™ each

August. Kids Eat Right Month ™ focuses on the importance of healthful eating and active lifestyles

for children and families, featuring expert advice from registered dietitian nutritionists to help

families shop smart, cook healthy, and eat right.  

 

Click Here to learn more.    We Want to Hear From You! Tell us what you are doing! Published

research? Featured column? Special TV appearance? We'd love to share your innovative work

with our membership on the PNPG website. Email the PNPG Social Media Team at

PNPGcommunications@gmail.com       News and Events Be sure to visit the News and Events

Calendar on the PNPG website for upcoming events, conference information and other nutrition

news.     PNPG is grateful for financial support provided by our sponsor: ORGAIN Special Offer

For PNPG Members; Complimentary Orgain Samples.  REQUEST SAMPLES We want to hear

from you! Contact Orgain Dietitian Casey Rovetti, MS, RDN at  medinfo@drinkorgain.com or visit

our  healthcare professional website.  View our catalog to learn more about the full range of

delicious Orgain products.  Message from PNPG:  

This ad is part of a sponsorship agreement between PNPG and Orgain. This e-blast is being sent

from PNPG to protect your privacy, since PNPG does not release your email address to any

outside groups.     This email is being sent to you because you are a member of the Pediatric

Nutrition Practice Group. To manage your PNPG settings, login at pnpg.org   
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80. For review: November president's page

From: Tom Ryan <Tryan@eatright.org>

To: DMartin@Burke.k12.ga.us <DMartin@Burke.k12.ga.us>

Cc: Doris Acosta <dacosta@eatright.org>

Sent Date: Aug 14, 2017 20:47:26

Subject: For review: November president's page

Attachment: November 2017 Presidents Page Martin teaching people how to cook 6.docx

Hi, Donna: Attached is our draft of your November president's page. Everyone you asked us to

contact was thrilled to be asked to take part. Please let us know if the attached is OK or you'd like

us to make any edits, and we'll move forward on sending it to the Journal. Thank you very much,

talk to you soon!

 
 

Tom

 
 
 
 

 

Tom Ryan

 

Senior Editorial Manager, Strategic Communications

 

Academy of Nutrition and Dietetics

 

120 South Riverside Plaza, Suite 2190

 

Chicago, Illinois 60606-6995

 

312/899-4894

 
www.eatright.org
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Donna S. Martin, EdS, RDN, LD, SNS, FAND

November 2017 President’s Page

Journal of the Academy of Nutrition and Dietetics

Approx. 780 words plus 2 footnotes



Before It’s a Lost Art: Help Clients and Patients Learn to Cook 



When I was growing up, we took home-cooked family meals for granted. Meals were time for our family to talk about our day; there was no TV while eating, and of course cell phones were something only the Jetsons had. 



But the trend has been pointing downward for decades. Fewer of us than ever are preparing meals at home [1] and no country in the developed world cooks less than Americans. [2] And time pressures, technology and restaurant options are not the only impediment to family meals: Many Americans simply do not know how to cook. Unfortunately, that includes nutrition and dietetics practitioners, too. 



Still, there is hope! I am so excited about initiatives throughout the country where Academy members are showing consumers, from schoolkids to senior citizens, the joys and benefits of cooking.



THE TOOLS PEOPLE NEED

“The world of dietetics has changed quite a bit over the years, and I think we are finally starting to understand that people cannot make behavior changes if they are not equipped with the tools and know-how to make those changes,” says Kara LeClair, RDN, the early education/wellness/farm to school dietitian at the Burke County, GA, public schools. She heads Charlie Cart (http://charliecart.org), an integrated educational program that uses a mobile kitchen classroom “to deliver hands-on nutrition education in any learning environment.”



According to LeClair, “I have held cooking classes with Early Head Start children up to adults. It’s never too late or too early to learn how to cook! By introducing kids to these simple techniques at a young age, it’s not about turning them into tiny chefs, but about piquing their interest, starting a conversation at home and hopefully getting them in the kitchen with their guardian. Also, children are more likely to try a food if they’ve invested the time and effort into making it. Getting kids in the kitchen allows them to feel like they have a say over what they’re eating, and it makes it fun.”



TIME AND ENERGY

Rebecca Lewis, MS, RD, of New York City, NY, is the head dietitian at HelloFresh (https://www.hellofresh.com), a company in the growing meal kit industry that provides ingredients and step-by-step preparation instructions for subscribers.



“Cooking faces more obstacles than ever,” she says. “More and more people in the U.S. are too intimidated or put off by cooking dinner at home because cooking is never just cooking. It’s shopping and meal planning after work days as long as lines at the grocery store, as well as the pressure to feed the whole family. After extensively researching why people aren’t cooking, we discovered they often believe they lack the time necessary to do so. In fact, what they really they lack is the energy.



“We need to showcase the fun of cooking by illuminating all the positive aspects of cooking for our audience: the opportunity for social bonding and appreciation, the chance to channel creativity and mindfulness, and of course, the nourishment innate to a healthier meal prepared in the home,” Lewis adds. “We help our customers find their inner chef and give them the confidence to be an unstoppable champion in the kitchen.”

 




SENSE OF ACCOMPLISHMENT

According to Rosemary E. Riley, PhD, LD, teaching consumers how to cook is a vital role for registered dietitian nutritionists. Riley is a board member and chair of the health committee at Local Matters in Columbus, OH (http://www.local-matters.org), a community organization focusing on culinary nutrition programming for people with diabetes, seniors and cancer survivors. She retired recently after 25 years at Abbott Nutrition where she founded the Abbott Nutrition Health Institute.



“We can demonstrate that people can make delicious, satisfying, healthful meals for themselves and their families,” Riley says. “It doesn’t happen overnight. Some of the barriers I have encountered with participants in our program is limited cooking skills as well as reduced cooking confidence. Some people are rusty but others are truly new to cooking from scratch. Since most people are busy, it is important that cooking classes focus on simple but delicious recipes that can be used multiple ways. 



“To bring more people back to cooking we need to emphasize the great sense of accomplishment people can feel when mastering a technique that you can so readily share with your family and friends. The improvement in health parameters may take some time to materialize but the more immediate gratification of preparing tasty, healthful meals and sharing them with family and friends feeds the soul,” Riley says. 



A PRICELESS SKILL

Sometimes, all it takes is encouragement. Whenever I attend a wedding or baby shower, the advice I give to brides- and moms-to-be is: “Have a meal at home with your family.” Let’s recover the – almost – lost art of cooking in our own lives and pass this priceless skill to those we help to eat well and be healthy.





Donna S. Martin, EdS, RDN, LD, SNS, FAND

president@eatright.org









1 https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3639863/

Accessed August 14, 2017



2 https://www.oecd.org/els/soc/47573390.pdf

Accessed August 14, 2017
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81. Lynne Andrews, Brian, and 3 others want to join your network

From: LinkedIn <invitations@linkedin.com>

To: Donna Martin, EdS, RDN, LD, SNS, FAND <dmartin@burke.k12.ga.us>

Sent Date: Aug 10, 2017 18:19:44

Subject: Lynne Andrews, Brian, and 3 others want to join your network

Attachment:

More opportunities to grow your network 
Donna Martin, EdS, RDN, LD, SNS, FAND  We noticed you're getting a lot of invitations lately, so
we're sending this summary highlighting the ones that stand out.  Lynne Andrews Holly, RD 

Therapeutic Nutrition Outpatient Specialist at Abbott Nutrition
 
Accept 
View profile 
Accept 
Brian Anderson 

President @ Institute for Collegiate Sports Medicine
 
Accept 
View profile 
Accept 
Brendan Griffin 

Consultant
 
Accept 
View profile 
Accept 
Triveni P. Shukla 

President at FRIENTERPRISES LLC
 
Accept 
View profile 
Accept 
Ashley Metcalf 

Nutritionist II/Lactation Educator/Breastfeeding Advocate at Surry
County Health and Nutrition Center
 
Accept 
View profile 
Accept 
See all invitations Unsubscribe  |   Help 

You are receiving Invitation emails.
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This email was intended for Donna Martin, EdS, RDN, LD, SNS, FAND (President of the Academy

of Nutrition and Dietetics 2017-2018). Learn why we included this.

 

© 2017 LinkedIn Corporation, 1000 West Maude Avenue, Sunnyvale, CA 94085. LinkedIn and the

LinkedIn logo are registered trademarks of LinkedIn.
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82. Fw: AGENDA ITEMS: CLL Conference Call: Thursday, July 27 (11:00 AM- Noon CST)

From: Donna Martin <DMartin@burke.k12.ga.us>

To: Delia Peel <DPeel@burke.k12.ga.us>

Sent Date: Jul 26, 2017 16:41:31

Subject: Fw: AGENDA ITEMS: CLL Conference Call: Thursday, July 27 (11:00 AM-

Noon CST)

Attachment: image001.png
1.1 2017 FNCE Keynotes.pdf
1.2 2017 FEATURED LECTURES.pdf
1.3 FNCE Session Grid.pdf
1.4 CLL Online Learning 7-19-17 Current Programming.doc
1.5 CLL Online Learning 7-19-17 Next Steps.doc
1.6 2016-2017 CLL Roster.pdf
1.7 2017-2018 CLL Roster.pdf
1.8 Conflict of Interest Policy.pdf
2.0 Regular Agenda.pdf
4.2 Centennial Celebration.pdf
4.3 CLL Planned Sessions.pdf
4.4 Leadership Track.pdf
4.6 FNCE Breakfast.pdf
6.1 Webinar Planning and Vetting.pdf

Please print for call this morning.  

Donna S. Martin, EdS, RDN, LD, SNS, FAND

 

Director, School Nutrition Program

 

Burke County Board of Education

 

789 Burke Veterans Parkway

 

Waynesboro, GA  30830

 

work - 706-554-5393

 

fax - 706-554-5655

 

President of the Academy of Nutrition and Dietetics 2017-2018

 

From: Lori Granich <LGranich@eatright.org>  

Sent: Wednesday, July 26, 2017 4:30 PM  

To: Donna Martin  

Subject: FW: AGENDA ITEMS: CLL Conference Call: Thursday, July 27 (11:00 AM- Noon CST) 
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Opening Session 


Saturday, October 21 


4 – 6 p.m.  


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


Speaker: Dr. Sanjay Gupta 


How Media Influences Healthcare Today 


Named a “pop culture icon” by USA Today, Dr. Sanjay Gupta is perhaps 


the most media-savvy physician working today. Gupta is a broadcaster, 


writer, podcaster and web-contributor, all of which places him in a 


unique position to examine why certain health-related stories make the 


headlines and others don’t. 


About Dr. Sanjay Gupta 


Multiple Emmy® Award Winning Chief Medical Correspondent for 


CNN 


Dr. Sanjay Gupta, a practicing neurosurgeon, plays an integral role in 


CNN’s reporting on health and medical news for all of CNN’s shows 


domestically and internationally. His medical training and public 


health policy experience distinguishes his reporting from war zones and 


natural disasters, as well as on a range of medical and scientific topics, 


including the recent Ebola outbreak, brain injury, disaster recovery, 


health care reform, fitness, military medicine and HIV/AIDS. 


Gupta’s passion for inspiring Americans to lead healthier, more active 


lives led him to launch “Fit Nation,” CNN’s multi-platform anti-obesity 


initiative. In 2009, “Fit Nation” followed the progress of Gupta and six 


CNN viewers as they inspired each other while training for a triathlon. 


The program is now in its sixth year. 


Gupta received his undergraduate degree from the University of 


Michigan and a doctorate of medicine from the University of Michigan 


Medical School. 


 


 


In this presentation, he takes a hard look at the media’s role in conveying 


sometimes frightening medical information. 


 







 


Member Showcase 


Monday, October 23 


10 a.m. – noon 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


Speaker: Kimbal Musk 


Why Food is the New Internet: The Future of Food 


Global Food represents a $4.8 trillion market. This is an 


incredible opportunity for our generation. According to Kimbal 


Musk, our society needs young, hungry, smart people innovating 


food from all angles: technology, data, automation, organic 


farming, responsible sourcing, opening real food restaurants, 


promoting gardening and so much more. 


In this session, Musk will discuss how we can take advantage of 


this opportunity to impact the food chain with real food. The 


work is meaningful and the results incredible. 


About Kimbal Musk 


Leading Entrepreneur, Environmentalist and Thought Leader in 


the Future of Innovation in Technology and Food Sustainability 


Kimbal Musk is the Co-Founder of The Kitchen, a growing family 


of businesses that pursues an 


America where everyone, everywhere has access to real food. His 


restaurants source food directly from local farmers, stimulating 


the local farm economy to the tune of millions of dollars a year. 


His non-profit builds Learning Gardens in schools around the 


U.S. reaching hundreds of thousands of students every school 


day. His urban, indoor vertical farming accelerator, seeks to 


empower thousands of millennials to become real food farmers. 


Kimbal is on the board for Chipotle, Tesla, and SpaceX. 


Follow him on Twitter @Kimbal and Instagram @KimbalMusk. 


 


 


 







Closing Session 


Tuesday, October 24 


2 – 3:30 p.m. 


 


 


 


Speaker: Dr. Michio Kaku 


The Future of the Mind 


Dr. Michio Kaku illustrates the stunning breakthroughs being made in 


neuroscience, which are finally beginning to unravel the mysteries of 


the most complex object in the known universe: the human brain. Dr. 


Kaku will take us on a grand tour of what the future might hold, 


explaining how the brain functions and how technologies will change 


our daily lives. 


He will present a radically new way to think about “consciousness” and 


provide fresh insights into mental illness, artificial intelligence and 


alien consciousness. Learn how what was once solely thought of as 


science fiction has become a startling reality. 


 


About Dr. Michio Kaku 


Theoretical Physicist, Best-Selling Author, and Popularizer of Science 


Dr. Michio Kaku is one of the most widely recognized figures in science 


in the world today. He is an internationally recognized authority in two 


areas. The first is Einstein’s unified field theory, which Dr. Kaku is 


attempting to complete. The other is to predict trends affecting 


business, commerce, and finance based on the latest research in 


science. Dr. Kaku holds the Henry Semat Chair in Theoretical Physics 


at the City Univ. of New York and has been a professor at CUNY for 


almost 30 years. He is the author of several international best-sellers. 


Dr. Kaku also does considerable public speaking on international radio 


and TV. He also hosts his own national weekly radio program which 


airs in 130 cities in the US and also the KU national satellite band and 


internet, called Science Fantastic. 
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2017 FEATURED LECTURES 


 


Sunday, October 22  


8:00-9:30 AM  


2017 Wimpfheimer-Guggenheim International Lecture: How Global Nutrition Collaborations 


Impact Change: Lessons from Four Continents 


Richard Deckelbaum, MD, CM, FRCP(C) 


Professor of Pediatrics/Epidemiology; Director, Institute of Human Nutrition 


College of Physicians and Surgeons; Columbia University Medical Center 


 


This session will highlight collaborations among institutions in countries differing in social, cultural, 


political and economic status.  Emphasis will be placed on impacts on local health and nutritional status, 


capacity building and nutrition policy.  Recommendations will be reviewed on “what not to do” and on 


“what to do for success”. 


 


10-11:30 AM  


2017 Lenna Frances Cooper Memorial Lecture- Through the Eyes and Taste Buds of Our 


Children: School Food and Nutrition Past, Present and Future 


Dayle Hayes, MS, RD 


President 


Nutrition for the Future, Inc. 


 


Since the beginning of organized school meals in the late 1800’s, food and nutrition professionals have 


been involved in feeding the nation’s school children well. Academy leaders were instrumental at every 


step taken to expand programs beyond lunch to breakfast, snacks, suppers and summer feeding. Over 


the past decade, RDNs and NDTRs have been at the forefront of innovation to enhance nutritional 


quality, culinary excellence and agricultural sustainability of the food served at school. Looking toward 


the Second Century of our profession, we have the opportunity – and responsibility – to influence the 


nutrition future of our nation’s youth. Let’s explore together – through the eyes and taste buds of 


children – how that future can ensure that they grow strong, think clearly, and enjoy the delicious 


flavors of a healthful eating style. 


 


 


 


 







1:30-3:00 PM  


2017 President’s Lecture: Big Data and the Future of Precision Medicine 


Leroy Hood, MD, PhD  


President & Co-Founder, Institute for Systems Biology  


Senior Vice President & Chief Science Officer, Providence Health & Services 


 


Technological advancements in genomic profiling, clinical research, and medical treatment calls for a 


shift in how health professionals access this vast pool of data to best target effective individualized 


treatment for patients. In doing so, health care informatics experts will play a critical role in helping to 


bend the unsustainable healthcare cost curve, and focus treatments on improved health outcomes 


versus fee for service efforts focused on simply billing for patient visits or procedures. In order for RDNs 


to play a role in bringing personalized medicine to reality at the clinical level, we must be at the 


forefront of this clinical shift. 
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Saturday October 21, 2017   (Chicago, IL)             2.0 CPE 
Session room 8:00 am 9:00 am 10:00 am 11:00 am 12:00 pm 1:00 pm 2:00 pm 3:00 pm 4:00 pm – 6:00 pm 


 


Room 470 AB          


Room 375 CDE 
(General Session) 


        115. Opening Session- How Media Influences 
Healthcare Today 


Room 375 B          


Room 375 A         


Room 196 ABC         


Room 192 ABC         


Room 190 AB       


Room 187 ABC     


Room 185 ABCD     


Room 184 ABCD     


Room 183 ABC         


Room 178 AB         


Room 176 ABC         


 


 Room 175 ABC: overflow room 1 


 Room 194 AB: overflow room 2 
  







         


Sunday, October 22, 2017 (Chicago, IL)              6.0 CPE  
Session room 8:00 am – 9:30 am 10:00 am – 11:30 am 1:30 pm – 3:00 pm 3:30 pm – 5:00 pm 


Room 475 AB 
410 Seats 


118. Wimpfheimer-Guggenheim Lecture: 
How Global Nutrition Collaborations Impact 
Change: Lessons from Four Continents 


 


401. Guiding Food Service for a Healthy Future 418. Using the Automated Self-Administered 24-Hour 
Dietary Assessment Tool (ASA24) 
Planned with the Research DPG 


 


The Edna & Robert Langholz International 
Nutrition- Battling Cognitive Decline: the 
Sarcopenia Connection and RDN Impact 


 


Room 470 AB 
561 Seats 


422. Elevate your Bariatric Nutrition Practice: 
Bring your ‘EAL’ Game 


How To Become An Institutional Leader of Change:  
Implementation of Malnutrition Electronic Clinical 


Quality Measures 
Planned with Abbott Nutrition 


 


345. Self-Evaluation of QAPI: Performance Improvement and 
“Good Faith Effort” 


148. Does Sustainability Belong in Government 
Dietary Guidance? 


Room 375 CDE 
(General Session) 
4758 


CLL Session- Held for Ketogenic Diet 134. You Are What You Just Ate 
Planned with the Academy’s Committee for Lifelong 


Learning 
 


CLL Session- Held for van Loon Protein Debate 127. Nutrigenomics: Is it Ready for Prime Time? 
Planned with the Academy’s Committee for 


Lifelong Learning 
 


Room 375 B 
1662 


180. Going Green: Use of Medical Cannabis in 
Medical Nutrition Therapy 


 


420. Advancing Clinical Practice with Metabolomics 
 
 
 


278. The Evidence: Intermittent Fasting Effects on 
Cardiometabolic Disease and Cancer 


Planned with the Oncology Nutrition DPG 
 


210. It’s about time! Circadian system, meal timing 
and metabolism 


Planned with the Weight Management DPG 


Room 375 A 
1332 


128. Building Healthier Futures: The First 1000 
Days 


Planned with the Academy’s Committee for 
Lifelong Learning 


181. An Innovative Way to Screen Nutritional Risk in 
Autism Spectrum Disorder- The SAMIE 


186. The Skeleton's Out of the Closet: Implementing a 
Malnutrition Program 


359. Putting Heart into Performance Nutrition for 
Collegiate Athletes 


Room 196 ABC 
1162 


412. Diabetes and the RDN: A Continuous 
Road to Skills and Practice Advancement 


Planned with the Diabetes Care and 
Education Dietetic Practice Group  


 


214. Implementation of Dietitian Managed Enteral 
Access Devices and Feeding Delivery 


Planned with Dietitians in Nutrition Support DPG 
 


Presidents Lecture- Big Data/Precision Medicine 339. Your Future, Your Choice: Accidental Tourist 
or Strategic Decision-Maker? 


Planned with the Academy's Council on Future 
Practice 


Room 192 ABC 
530 


351. The Data Payment Connection: 
Leveraging Data to Impact RDN Value and 


Revenue 
Planned with the Nutrition Services Payment 


Committee 


122. 2017 Lenna Frances Cooper Memorial Lecture- 
Through the Eyes and Taste Buds of Our Children:  


School Food and Nutrition Past, Present and Future 
 


331. Become an Author Tomorrow: A Guide to Digital Self-
Publishing 


 


206. The Changing Face of Pediatric Oncology 
Assessment, Intervention and Collaboration 


 


Room 190 AB 
732 


Hot Topic 1 
 


150.1 Part 1: Agriculture Links to Healthy Eating 
Patterns - Then and Now 


IFIC/ASN/IFT 


150.2 Part 2: Food Science/Production Links to Healthy 
Eating Patterns - Then and Now 


IFIC/ASN/IFT 


150.3 Part 3: Food Accessibility/Affordability Links 
to Healthy Eating Patterns - Then and Now 


IFIC/ASN/IFT 


Room 187 ABC 
485 


366. The Women’s’ Health Initiative: Two 
Decades of Knowledge Ready for 


Dissemination 
 
 


362. Incorporating a Family Health Behavior 
Screening Tool into Research and Practice 


Hot Topic 2 453. Rethinking Quality, Outcomes and Value: 
Perspectives from Three Dietitians 


Room 185 ABCD 
768 


Culinary Demo- 175. Smarter Meals; 
Successful Students: North Carolina K-12 


Culinary Institute 


Do not use- Culinary Demo Prep Culinary Demo- 155. Cooking Essentials for every Dietitian: 
Tips from Chef RDNs 


129. Culinary Demo- The Inclusive Table: Vegan 
Meals Omnivores Will Love    


Planned with the Academy’s Committee for 
Lifelong Learning 


Room 184 ABCD 
768 


219. Handgrip Strength Examination for 
Malnourished Populations 


Planned with the Clinical Nutrition 
Management Committee DPG 


 


240. ACEND Forum: Showcasing Innovation as a 
Future Education Model Demonstration Program 


279. Minding Your Peas and Qs: Plant Protein and the Quest 
for Wellness, Quality and Functionality 


 


382. What’s New on the Label: Choline, The 
Forgotten Nutrient 


Room 183 ABC 
1190 


386. Fiber’s Essentiality for the Microbiota and 
Health: Connecting the Dots 


Level 3 Leadership- Stacey Hanke Leadership Level 3- Stacey Hanke 131. Hot Topic- Cyberbullying and the Code of 
Ethics: What is the Connection? 


Planned with the Academy’s Ethics Committee 


Room 178 AB 
471 


276. Perspectives from RDNs Solving Local and 
Global Food Insecurity 


166. The WIC Food Packages: Improving Balance and 
Choice 


 


234. CDR Forum 335. The Three P’s – Practice to Publication to 
Policy 


Room 176 ABC 
390 


377. Preparing for the Second Century with a 
Stronger Focus on Public Health 


Policy Policy 427. More than a Meal: Demonstrating Value 
through Outcomes Data 


Expo Hall F1 
 


9 AM – 2 PM 


Scientific Posters: Professional Skills; Nutrition Assessment & Diagnosis; Medical Nutrition Therapy (Authors present from 11:45 AM – 1:15 PM) 


Culinary 
Demonstration 
Theater 


12 – 12:45 PM 


 







         


Monday October 23, 2017 (Chicago, IL)               6.5 CPE  
Session 
room 


8:00 am – 9:30 am 10:00 am – 12:00 pm 1:30 pm – 3:00 pm  
 


3:30 pm – 5:00 pm 


Room 475 
AB 
410 Seats 


242. Small Changes, Big Impact. Integrating 
Interprofessional Education (IPE) for Student Success 


 333. Food Management Transition: Making Your Plan Policy 


Room 470 
AB 
561 


352. The Future of Healthcare Payment: MACRA’s Impact 
on RDN Practice 


Planned with the Nutrition Services Payment Committee 


 433. Yes You Can! Proven Strategies to Secure a Dietetic 
Internship 


361. Ready-to-Use Materials for Counseling Pregnant 
Women on Breastfeeding Plus Strategies for Integration 


Room 375 
CDE 
(General 
Session) 
4758 


 116. Member Showcase: Why Food is the 
New Internet: The Future of Food 


196. Weight Loss Pharmacology for the RDN: Safety and 
Efficacy 


309. International Dysphagia Diet Standardisation 
Initiative (IDDSI): USA and Global Readiness 


Planned with the Dietetics in Health Care Communities 
Dietetic Practice Group 


Room 375 B 
1662 


132. Food Fraud: What's on My Plate, What's in it and is it 
Safe 


Planned with the Academy’s Committee for Lifelong 
Learning 


 121. Hot Career Paths in Nutrition: Expert Panel 
Planned with the Academy’s Committee for Lifelong 


Learning 
 


Challenges in Understanding the Causes and 
Consequences of Obesity 


Planned with the Academy’s Committee for Lifelong 
Learning 


Room 375 A 
1332 


133. Optimizing Your Online Presence using Search 
Engine Optimization 


Planned with the Academy’s Committee for Lifelong 
Learning 


 


201. Evidence-Based Heart Failure Guidelines: 
Effectiveness and Recommendations Nutrition Therapy 


Practice 


125. Perception and Reality for the Future of Food: 
Biotechnology in Sustainable Agriculture 


Planned with the Academy’s Committee for Lifelong 
Learning 


Room 196 
ABC 
1162 


216. Influence of Diet and Body Composition on Thyroid 
Hormone Regulation 


 


364. Health Professional Workforce Development--
Improving the Health of Populations 


Planned with the Academy’s Committee for Public 
Health/Community Nutrition 


 


303. Intolerance versus Avoidance: Identifying True 
Food Allergies 


Planned with the Dietetics in Health Care Communities 
Dietetic Practice Group 


Room 192 
ABC 
530 


146. Aquaponics: A Farming Technique to Grow Your 
Pescatarian Diet 


312. Global Nutrition Responses in HIV 
Planned with the Medical Nutrition Practice Group 


 


403. Enhancing the U.S. Army Performance through Key 
Nutrition Initiatives 


Room 190 
AB 
732 


188. When to Initiate Parenteral Nutrition in the Hospital 
and at Home: A Frequent Question with New Answers 


 


328. Triggering Change in Patients & Clients: Insights from 
Behavioral Science 


Planned with the Dietitians in Business and 
Communications and the Food and Culinary Professionals 


Dietetics Practice Groups 
 


281. Cleaning up Label Confusion about Fiber: The Road 
Ahead For Research and Practice 


Room 187 
ABC 
485 


168. Innovative and Comprehensive Nutrition Education 
Programs in Schools 


354. Nutrition Services Payment: The Intersection of Law 
and Ethics 


Planned with the Nutrition Services Payment Committee 


130. Not Your Mother’s EHR 
Planned with Healthcare Information Management 


and Systems Society (HIMSS) 
 


Room 185 
ABCD 
768 


384. Cancer Survivorship Lifestyle Guidelines: Time for 
Action 


189. PCOS: Beyond Hormones and Hot Flashes -- Nutrition 
Interventions for Women Later in Life 


Planned with the Women’s Health DPG 
 


282. New Horizons: Linking Space Station Research to 
Healthy Aging 


Planned with the Healthy Aging Dietetic Practice 
Group 


 


Room 184 
ABCD 
768 


429. Make a “Flash” with Dietary Assessment Research 
using Mobile Phones 


 


340. Kick…What? How to Fund Your Big Idea 190. Blenderized Tube Feeding: Benefits and Practical 
Resources 


Room 183 
ABC 
1190 


2017 Trailblazer Lecture: Second Star to the Right: The 
Nexus of Dietetics and Food Science    


Second City – Level 3 Leadership Second City – Level 3 Leadership 


Room 178 
AB 
471 


424. Informing the Future: Looking Back at 100 Years of 
Nutrition Research 


Planned with the Dietetics Practice Based Research 
Network Oversight Committee  


 425. Looking Forward: Nutrition Research Tools and 
Techniques for the Second Century 


Planned with the Dietetics Practice Based Research 
Network Oversight Committee  


426. Looking Forward: Nutrition Research Topics for the 
Second Century 


Planned with the Dietetics Practice Based Research 
Network Oversight Committee  


Room 176 
ABC 
390 


311. Journeys to East Africa, Teaching People with Type 1 
Diabetes there to help us Teach here! 


 174. From Policy to Practice: Implementing the Local 
School Wellness Policy Final Rule 


272. Hitting Hunger Hard: Improving Global Food 
Systems One Meal at a Time 


Planned with the School Nutrition Services Dietetic 
Practice Group 


Hall F1 
 


9 AM – 2 PM 


Scientific Posters: Food Science; Education; Management; Food Services/Culinary; Research; Innovations (Authors present from 11:45 AM– 1:15 PM) 


 







         


Tuesday, October 24, 2017 (Chicago, IL)               6.0 CPE  
Session 
room 


8:00 am – 9:30 am 9:45 am – 11:15 am 12:00 pm – 1:30 pm 2:00 pm – 3:30 pm 


Room 475 
AB 
410 Seats 


271. Outcomes of Food Pantry Delivery Systems and 
Educational Programs 


307. The International NCP Implementation Survey (INIS): 
Experiences from the US and Other Countries 


445. Engaging Low-Income Shoppers with an Applicable 
App 


 


Room 470 
AB 
561 


187. Alphabet Soup-Understanding Food Protein Induced 
Enterocolitis Syndrome (FPIES) and Eosinophilic Esophagitis 


(EoE) in Pediatric Patients 
Planned with the Pediatric Nutrition Practice Group 


 


197. Approach to Malnutrition in Progressive Chronic 
Kidney Disease 


Planned with the Renal Dietitians Practice Group 
 


142. Farm to City: RDNs Leading in Sustainable Food & 
Technology 


 
 


 


Room 375 
CDE 
(General 
Session) 
4758 


   117. Closing Session: The Future of the 
Mind 


Room 375 B 
1662 


The Intestinal Microbiome in Undernutrition: Cause, Effect, or 
Both? 


Planned with the Academy’s Committee for Lifelong Learning 


123. Body Composition: Growing Beyond BMI 
Planned with the Academy’s Committee for Lifelong 


Learning 


CLL Session- Held for Intestines on the Run   


Room 375 A 
1332 


291. Food as Medicine in Malnutrition and Eating Disorders 120. Dietary Supplements: What You Need to Know and 
Why 


Planned with the Academy’s Committee for Lifelong 
Learning  


 


292. Is Dietary Linoleic Acid Pro-inflammatory? 


Room 196 
ABC 
1162 


392. FDA's New Nutrition Labeling Initiatives including the 
Nutrition Facts and Supplement Facts Label and Restaurant 


Menu Labeling 


191. Clinical insight into vitamin B12 419. How Nutritional Genomics Affects You in Nutrition 
Research and Practice 


Room 192 
ABC 
530 


162. Transforming The Food Landscape Through Science-
Based Innovation 


356. Hitting the Ground Running in an Accountable Care 
Organization (ACO) 


388. Overcoming Nutrition-Related Burdens in U.S. Prisons 


Room 190 
AB 
732 


What Chicago in 1900 can Teach us about the Challenges of 
Science and Food Today 


Planned with the Institute of Food Technologists 


376. Roadmap to Food Allergy Safety 204. Ketogenic Diet and Epilepsy 
 


Room 187 
ABC 
485 


357. Reimbursing Value-Based Care: The Benefits of MNT and 
Therapeutic Meals 


274. Hunger Games: Tackling Food Crisis in a Postmodern 
World 


 
 


173. Building Blocks for Success in the Child and Adult Care 
Food Program (CACFP) Meal Pattern Implementation 


 


Room 185 
ABCD 
768 


220. Fueling Teen Athletes: Unique Challenges and Winning 
Strategies 


Planned with the Sports, Cardiovascular, and Wellness 
Nutrition Dietetic Practice Group 


237. Conflict or Consensus: Balancing Consumers’ 
Demands with Professional Ethics 


202. Promote Positive Outcomes in Patients with GDM 
with the Latest Nutrition Recommendations 


 


Room 184 
ABCD 
768 


346. Second Century Communication Tools for Dietitians 342. From Ho-Hum to Viral: How to Make a Killer Video 277. Heart Failure, Nitrites and Nitrates: Novel Paradigm, 
Novel Treatment 


 


Room 183 
ABC 
1190 


432. The Entrepreneurial Professional: Innovative Strategies to 
Customize Your Career 


 


Leadership Level 3 Hot Topic 3 


Room 178 
AB 
471 


313. Making a Difference in the World: Kids Eat Right 
Campaign 


176. How to Be a School Wellness Champion! 255. Weight Stigma in Healthcare, Communities and Policy: 
Issues and Opportunities 


Room 176 
ABC 
390 


138. Quality Improvement Project: Practice and Purpose 
Planned with the Academy’s Quality Management 


Committee 


139. Quality Improvement Strategies for RDNs 
Planned with the Academy’s Quality Management 


Committee 


266. A New Prioritization Framework to Optimize 
Community Food Security 


Hall F1 
 


9 AM – 2 PM 


Scientific Posters: Wellness and Public Health (Authors present from 11:30 AM – 1 PM) 


 


 Room 175 ABC: overflow room 1 


 Room 194 AB: overflow room 2 
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Current Online Learning Programming




Online Certificate of Training Programs

Public Health Nutrition – Level 2 – planned with the Association of State Public Health Nutritionist (ASPHN) and Committee, the Committee for Public Health/Community Nutrition and the Public Health and Community Nutrition dietetic practice group - New 2017! 


· Module 1 – Foundations of Public Health Nutrition  

· Module 2 – Public Health Nutrition Work

· Module 3 – Developing a Public Health Nutrition Plan

· Module 4 – Implementing and Evaluating a Public Health Nutrition Plan

· Module 5 – Building Partnerships and Collaborations

Nutrition Informatics – Level 2 - planned with the Nutrition Informatics Committee, the NIC Consumer Health Informatics Workgroup and the Interoperability and Standards Committee - New 2017!


· Module 1 - Overview of Informatics at the Academy, Academy Resources and Tools

· Module 2 - “Data Follows the Patient”: Interoperability, Patient Generated Data, Protected Health Information, Security and Ethics

· Module 3 - Communications: Current Capabilities and Future Endeavors: Social Media, Telehealth, the Direct Project, and Blue Button

· Module 4 - Nutrition in Electronic Health Records (EHR) and Health Information Technology

· Module 5 - Analytical Skills: Data Big and Small

Integrative and Functional Nutrition - Level 2 – planned with the Dietitians in Integrative and Functional Medicine dietetic practice group - New 2017!

· Module 1 - Introduction to Integrative and Functional Nutrition

· Module 2 - Digestive Health 

· Module 3 – Detoxification - Under Revision June 2017

· Module 4 - Inflammation


· Module 5 - Dietary Supplements


Culinary Nutrition: The Cornerstone of Healthy Eating - Level 2 – planned with the Food and Culinary Professionals dietetic practice group - New 2016!

· Module 1 - Food as a Key Component of Nutrition

· Module 2 - Food Safety and Ingredient Selection


· Module 3 - Beyond Cooking: Food Preparation Techniques


· Module 4 - Planning for Healthy Meals and Snacks


Vegetarian Nutrition - Level 2 - New 2015!


· Module 1 - Overview of Vegetarian Diets, Effects on Health and Chronic Disease Incidence


· Module 2 - Macro and Micronutrients in Vegetarian Diets 


· Module 3 - Vegetarian Nutrition Through the Lifecycle


· Module 4 - Putting it All Together: Helping your Clients follow a Vegetarian Diet

Supermarket Business and Industry Skills to Thrive in Retail Dietetics - Level 2 - New 2015!

· Module 1 - Retail 101: Navigating the Landscape

· Module 2 - Roles and Responsibilities of the Retail Dietitian: In store, regional and corporate


· Module 3 - Expanding Your Reach by Developing Internal & External Partnerships

· Module 4 - The Metrics of Success: ROI (Return on Investment) and Other Tools for Measuring Results

Advancing Your Role as Leader - Level 2  

· Module 1 - Emotional Intelligence: The Chemistry of Leadership


· Module 2 - Leadership Coaching and eMentoring: Advancing Your Core Leadership Skills


· Module 3 - Blurred Lines, Clear Head: Ethics and Leadership


· Module 4 - Crucial Conversation Success

Developing Your Role as Leader - Level 1 - Revised May 2016

· Module 1 - Transformational Governance: Enhancing the Organization's Ability to Succeed

· Module 2 - Exceptional Leadership: Initiating and Managing Change through Skill Development

· Module 3 - Leadership: An Appreciative Approach 


· Module 4 - Talking about Talking: Communicating as a Leader 


Executive Management - Level 1 - Revised March 2016

· Module 1 – Impact on the Profession and Use in Different Practice Settings 

· Module 2 – Managerial Communication: Why it Matters 


· Module 3 – Career Laddering and Succession Planning 

· Module 4 – Using Strategic Management to Enhance the Professional Competitive Advantage

Nutritional Counseling - Level 2 

· Module 1 - Counseling Techniques and Approaches that Support Behavior Change

· Module 2 - Empowerment: The Science of Goal Setting and Building Long Term Support 

· Module 3 - Transtheoretical Model and Motivational Interviewing

· Module 4 – Balancing Mental, Physical and Cultural Influences

Restaurant Menu Labeling: The Impact on the Environment of Nutrition and Dietetics - Level 1 - Currently Under Revised 2017

· Module 1 – Legislative Background, the Law and Emerging Trends

· Module 2 – Menu Analysis

· Module 3 – Working with Restaurants and Entrepreneurial Ventures for RDs

· Module 4 – Putting Restaurant Labeling Initiatives into Practice with Clients and Consumers

Food Allergies: Cutting Through the Clutter - Level 2 - Revised July 2017 

· Module 1 - Overview of Diagnosis to Management

· Module 2 - Food Allergies Through the Life Cycle

· Module 3 - Working with Manufacturers, Restaurants, and School Foodservice


· Module 4 - Food Allergy Management Toolkit


Chronic Kidney Disease Nutrition Management - Level 2 - Revised November 2014

· Module 1 – Chronic Kidney Disease Basics - Epidemiology, Identification and Monitoring, and Medical Nutrition Therapy

· Module 2 – Slow Progression of Chronic Kidney Disease (CKD) - Hypertension, Diabetes, Urine Albumin, and Cardiovascular Disease

· Module 3 – Complications - Complications May Increase as Kidney Function Declines

· Module 4 – The Diet for Chronic Kidney Disease

· Module 5 – The Transition from Chronic Kidney Disease to Kidney Failure

Web-based: 24/7, On-Demand E-Learning


· Parametric versus Nonparametric Statistics – New 2015!

· Standards of Practice and Standards of Professional Performance: Steering the RD Career in Diabetes – Currently Being Revised - 2016

· Disaster Preparedness & Emergency Management: Support for RDs and DTRs

Free CPE for Academy Members


· Practice Paper: Promoting and Supporting Breastfeeding


· Quiz


· Practice Paper: The Role of Nutrition in Health Promotion and Chronic Disease Prevention


· Quiz

· Leadership: Coaching and Communicating with Confidence  - presented by Academy National Sponsors

· Evidence Analysis Library Tutorial

· Nutrition Care Process — CPE Information

· Training in Adult Malnutrition

CPE: Activity Type 175


The following programs have been approved for RDs, RDNs and DTRs under Activity Type 175 in accordance with CDR guidelines. RDs and RDNs may claim up to 15 CPEUs under this CPE Activity Type in a recertification cycle; DTRs may claim up to 10 CPEUS. Learn more »

· Nutrition = Healthy Aging and Long Term Services and Supports 


· CPE Certificate
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Center for Lifelong Learning


July 19, 2017

Next Steps: Online Learning Priority Programming in Development



Coming Soon! Online Certificate of Training Program!  The Center for Lifelong Learning, will be introducing a new online certificate program with a focus on Research Methods Level 2 (see details below) for all Academy members at a reduced rate of $24 for each module or all four modules for 8 hours of CPEUs for $96. To receive the certificate associated with this training, all four modules and related tests must be completed and a subsequent final post-test exam in the last module must be passed with a minimum 80 percent score. The Certificate of Training can then be downloaded and printed from the site. Also, the existing Restaurant Menu Labeling CoT is in the initial stages of being revised and anticipated to be completed by the winter of 2017. A $5.00 price increase for online learning modules occurred November 1, 2015 for the first time since its’ inception in 1999. 

Online Certificate of Training Programs

Research Methods – Level 2 – Planned with RISA and DBPRN Oversight Committee. Draft Outline was reviewed by CLL. Final Outline Approved. Developers selected January 2017. Conf. Call Feb.  First Draft of Module 1 and Module 2 received July 2017 and under review by Research team. Module 4 under CLL review July 2017. Anticipated launch date fall 2017.

· Module 1 – Research Basics 

· Module 2 – Developing your Research Process - Part 1: Planning

· Module 3 – Developing the Research Process - Plan Part 2: Conducting Research

· Module 4 – Analysis and publication

Sustainable Food Systems – Level 2 – Planned with HEN DPG – Dianne Lollar/Ashley Colpaart. Outline finalized and developers starting on PPTs.  First module due March 2017 (Katie Brown Reviewer) Anticipated launch date spring 2018.

· Module 1 – Intro to the Food System 

· Module 2 – From Field to Plate

· Module 3 – Diet and Food Environments

· Module 4 – Community Food Security and Hunger

Treating Gluten Related Disorders – Level 2 - Planned with the MNPG Dietetic Practice Group sub-units DIGID (Dietitians in Gluten Intolerance Diseases) and IDN (Infectious Disease Nutrition) – Developers starting on PPTs, 0 Modules received to date.  Anticipated launch date winter 2018.

· Module 1 - Medical Aspects of Gluten-Related Disorders and Gluten-Free Dietary Treatment

· Module 2 - Going Gluten-Free: Moving Clients from Diagnosis to Implementation

· Module 3 - Enhancing Quality of Life in Individuals on a Gluten-Free Diet

· Module 4 – Gluten-Free Diet and the Lifecycle 

· Module 5 – Nonresponsive Celiac Disease (NRCD) and Developing Alternative Treatments

Health and Wellness Coaching – Level 2 – Planned with (BHN, NE, PN SCAN and the WM DPGs) Outline approved by CLL team 10-27-16. Developers selected and notified November 2016. Anticipated launch date fall 2018. 

· Module 1 – Coaching Framework and Basic Skills

· Module 2 – Coaching Techniques to Facilitate Behavior Change

· Module 3 – Using a Positive, Strength-Based Approach in Practice

· Module 4 – Coaching Techniques:  Application and Practice

Pediatric Cardiology CoT – Level 2 – Outline and potential ideas discussed with DPBRN July 2017. 

· Module 1 – (TBD) 

· Module 2 – (TBD)

· Module 3 – (TBD)

· Module 4 – (TBD)

Food Technology CoT – Level 2 – Outline and potential ideas to be discussed with IFT August 2017. 

· Module 1 – (TBD) 

· Module 2 – (TBD)

· Module 3 – (TBD)

· Module 4 – (TBD)

Nutrient Analysis CoT – Level 2 – Outline and potential ideas discussed with Books and Publications and Food and Nutrition Magazine staff July 2017. 

· Module 1 – (TBD) 

· Module 2 – (TBD)

· Module 3 – (TBD)

· Module 4 – (TBD)

Sports Nutrition (SCAN) – Level 2 – Initial Discussions and Concept – Draft outline submitted and reviewed and waiting for final outline. Potential developers will then discussed. Last call with Roberta Anding/Hope Barkoukis – January/ February 2016. Anticipated launch date fall 2018. 

· Module 1 – (TBD) 

· Module 2 – (TBD)

· Module 3 – (TBD)

· Module 4 – (TBD)

Diabetes MNT COT – Level 2 – Outline and potential ideas discussed with DCE Leadership last meeting. 

· Module 1 – (TBD) 

· Module 2 – (TBD)

· Module 3 – (TBD)

· Module 4 – (TBD)

Obesity and Weight Management – Level 2 – Outline and potential ideas being discussed regarding Pre-Cert Course– Anne W. 

· Module 1 – (TBD) 

· Module 2 – (TBD)

· Module 3 – (TBD)

· Module 4 – (TBD)

FNCE® 2017 – Chicago, IL  

FNCE® 2017 External Excursions/Hands on Workshops 10-21-17 – Contracts and Deposits sent Kendall College and Dominican University. Descriptions, Images and web content completed in April. Registration Open May. Shuttle Bus forms completed July.


· Kendall College – Iron Chef Hands on workshop 

· Dominican University – Simulation Lab and Hands on workshop 
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Kathleen C. Niedert, RD, CSG, 


FADA 


Executive Director, Western 
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Campus 
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Cynthia A. Thomson, PhD, RD, 
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Past Chair 
Director of the Canyon Ranch 
Center for Prevention and Health 
Promotion 
University of Arizona College of 
Public Health 
P: 520/626-1565 
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Mary Beth Kavanagh, MS, RDN, 
LD, FAND 
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Department of Nutrition, School 
of Medicine 
Case Western Reserve University 
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Hope D. Barkoukis, PhD, RD  
Faculty Lead; JJM Mandel 
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Pathway; Associate Professor; 
Interim Department Chair 
Department of Nutrition Case 
Western Reserve School of 
Medicine 
P: 216/368-2441 
Hope.Barkoukis@case.edu 


 


 


Zachari R. Breeding, MS, RDN, 
LDN 
Clinical Dietitian, 
Multidisciplinary Practice and 
Adult Cystic Fibrosis Center 
Drexel University College of 
Medicine 
P: 484.361.4535 
zacharibreeding@gmail.com 
 


 


Gigi Kwok, DrPH, MS, RD  
Program Manager for Nutribullet 
University Capital Brands 
P: 714/883-4606 
Gigi.y.kwok@gmail.com  


 
 
 


 


Anne Marie Davis, PhD, RDN, 


FAND 


Assistant Professor of Nutrition 
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Director, Didactic Program in 
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University of New Haven 
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Zachari R. Breeding, MS, RDN, 
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Clinical Dietitian, 
Multidisciplinary Practice and 
Adult Cystic Fibrosis Center 
Drexel University College of 
Medicine 
P: 484.361.4535 
zacharibreeding@gmail.com 


 


 
 


Meghan E. Adler, MS, RD 


Vice Chair 
Nutritionist 
Food Surveys Research Group 
Beltsville Human Nutrition 
Research Center 
Agricultural Research Service, 
USDA 
P:  301/504-0370 
Meghan.Adler@ars.usda.gov 
 


 
 
 
 
 
 
 
 


Amanda E. Kruse, RD, CD 
K-12 Foodservice Operations 
Manager, Indianapolis Public 
Schools  


P: 734-341-3729 
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Kathleen C. Niedert, RD, CSG, 


FADA 


Executive Director, Western 
Home Communities, Parkview 
Campus 
kniedert@aol.com 


 


 


Mindy G. Hermann, MBA, RDN 
Owner 
Hermann Communications 
P: 914-241-8714 
mindy@hermanncomm.com 
 


 


Mary Beth Kavanagh, MS, RDN, 
LD, FAND 
Senior Instructor and Director of 
Bachelor's/ Master's Education 
Department of Nutrition, School 
of Medicine 
Case Western Reserve University 


P: 216-368-3231 
mxk109@case.edu 
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LD 
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University of Kentucky 
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CONFLICT OF INTEREST POLICY 
 


 


 


 
 
This conflict of interest policy is designed to help any person serving as a director, officer or 
member of a Board, committee or task force of the Academy of Nutrition and Dietetics  identify 
situations that present potential conflicts of interest and to provide the academy with a procedure 
that will allow a transaction to be treated as valid and binding even if a director, officer or 
member of an the Academy Board, committee or task force has or may have a conflict of interest 
with respect to the transaction.  The policy is intended to comply with the procedure prescribed 
in The Illinois General Not for Profit Corporation Act, 805 ILCS 105/108.6, and the Federal 
Internal Revenue Code (the "Statutes") governing conflicts of interest for directors of nonprofit 
corporations.  In the event there is an inconsistency between the requirements and procedures 
prescribed herein and those in the Statutes, the Statutes shall control.  All capitalized terms are 
defined in Part 2 of this policy. 
 
1.  Conflict of Interest Defined.  For purposes of this policy, the following circumstances 


shall be deemed to create Conflicts of Interest: 
A.  Outside Interests. 


(i)  A Contract or Transaction between the Academy and a Responsible Person or 
Family Member. 


(ii)  A Contract or Transaction between the Academy and an entity in which a 
Responsible Person or Family Member has a Material Financial Interest or of 
which such person is a director, officer, agent, partner, associate, trustee, 
personal representative, receiver, guardian, custodian, conservator or other 
legal representative. 


 B.  Outside Activities. 
(i)  A Responsible Person competing with the Academy in the rendering of 


services or in any other Contract or Transaction with a third party. 
(ii)  A Responsible Person's having a Material Financial Interest in, or serving 


as a director, officer, employee, agent, partner, associate, trustee, personal 
representative, receiver, guardian, custodian, conservator or other legal 
representative of, or consultant to; an entity or individual that competes 
with the Academy in the provision of services or in any other Contract or 
Transaction with a third party. 


2.  Definitions. 
A.  A "Conflict of Interest" is any circumstance described in Part 1 of this Policy. 
B.  A "Responsible Person" is any person serving as director, officer or member of an 


the Academy Board committee or task force. 
C.  A "Family Member" is a spouse, parent, child or spouse of a child, brother, sister, 


or spouse of a brother or sister, of a Responsible Person. 
D.  A "Material Financial Interest" in an entity is a financial interest of any kind, 


which, in view of all the circumstances, is substantial enough that it would, or 
reasonably could, affect a Responsible Person’s or Family Member’s judgment 
with respect to transactions to which the entity is a party. 







E.  A "Contract or Transaction" is any agreement or relationship involving the sale 
or purchase of goods, services, or rights of any kind, the providing or receipt of a 
loan or grant, or the establishment of any other type of pecuniary relationship with 
the Academy.  The making of a gift to the Academy is not a Contract or 
Transaction. 


 
3.  Procedures. 


A. Prior to board, committee or task force action on a Contract or Transaction 
involving a Conflict of Interest, a director, officer, committee or task force 
member having a Conflict of Interest and who is in attendance at the meeting shall 
disclose all facts material to the Conflict of Interest.  Such disclosure shall be 
reflected in the minutes of the meeting. 


B. A director, officer, committee or task force member who plans not to attend a 
meeting at which he or she has reason to believe that the board or committee will 
act on a matter in which the person has a Conflict of Interest shall disclose to the 
President or chair of the meeting all facts material to the Conflict of Interest.  The 
President shall report the disclosure at the meeting and the disclosure shall be 
reflected in the minutes of the meeting. 


C. A person who has a Conflict of Interest shall not participate in or be permitted to 
hear the Board’s, committee’s or task force discussion of the matter except to 
disclose material facts and to respond to questions.  Such person shall not attempt 
to exert his or her personal influence with respect to the matter, either at or 
outside the meeting. 


D.  A person who has a Conflict of Interest with respect to a Contract or Transaction 
that will be voted on at a meeting may be counted in determining the presence of 
a quorum for purposes of the vote, but may not be counted when the Board of 
Directors, committee’s or task force’s takes action on the Transaction or Contract.  
The person having a conflict of interest may not vote on the Contract or 
Transaction and shall not be present in the meeting room when the vote is taken, 
unless the vote is by secret ballot.  Such person’s ineligibility to vote shall be 
reflected in the minutes of the meeting.  


E. Responsible Persons who are not members of the Board of Directors of the 
Academy, or who have a Conflict of Interest with respect to a Contract or 
Transaction that is not the subject of Board, committee or task force action, shall 
disclose to the President or the President’s designee any Conflict of Interest that 
such Responsible Person has with respect to a Contract or Transaction.  Such 
disclosure shall be made as soon as the Conflict of Interest is known to the 
Responsible Person.  The Responsible Person shall refrain from any action that 
may affect the Academy's participation in such Contract or Transaction. 
In the event it is not clear whether a Conflict of Interest exists, the individual with 
the potential conflict shall disclose the circumstances to the President or the 
President’s designee, who shall determine whether there exists a Conflict of 
Interest that is subject to this policy. 







4.  Confidentiality. 
A. Each Responsible Person shall exercise care not to disclose confidential 


information acquired in connection with such status or information the disclosure 
of which might be adverse to the interests of the Academy in accordance with the 
Academy's Confidentiality Policy currently in effect. 


 
5.  Review of Policy. 


A. Each new Responsible Person shall be required to review a copy of this policy 
and to acknowledge in writing that he or she has done so. 


B.  Each Responsible Person shall annually complete a disclosure form identifying 
any relationships, positions or circumstances in which the Responsible Person is 
involved that he or she believes could lead to a Conflict of Interest.  Such 
relationships, positions or circumstances might include service as a director of or 
consultant to a nonprofit organization, or ownership of a business that might 
provide goods or services to the Academy.  


C.  This policy shall be reviewed annually by each member of the Board of Directors, 
committees or task forces.  Any changes to the policy shall be communicated 
immediately to all Responsible Persons. 


 
 







 
 
 
CONFLICT OF INTEREST POLICY 
 


 


 


 
 
The Board of Directors of the Academy of Nutrition and Dietetics wishes to avoid possible 
conflict of interest involving its directors, officers or members of the Academy Board, committee 
or task force as defined by state and federal law, in accordance with the Academy Conflict of 
Interest Policy currently in effect.  In addition, the Board wishes for all directors, officers, or 
members of the Academy Board, committee or task force continually be cognizant of their 
fiduciary duties to the Academy arising out of their positions of confidence within the 
organization, in accordance with the Academy Conflict of Interest in effect.  Therefore, the 
Board requests that each director, officer, or member of an Academy Board, committee or task 
force attest to the following statements: 
 
 
I, ____________________________________________________, state the following:  
 
 
1. I have read and understand the Academy Conflict of Interest Policy. 
 
 
2. I attach a list of all my affiliations with any person (including any officer or employee of 


the Academy or engagement in business with the Academy and/or related organizations 
units), corporation, or other entity with which I have reason to believe the Academy does 
business (check one). 


 
 _____    I HAVE NO AFFILIATIONS WITH SUCH PERSONS OR ENTITIES. 
 
 _____    LIST ATTACHED - See Next Page 
 
 
3.  I shall amend this list as my affiliations or the Academy duties change.  
 
 
4.  If I become aware that any member of my family (parents, brothers and sisters, children, 


spouse, and/or in-laws) is engaged or proposed to be engaged in business with the 
Academy, I shall disclose my relationship with the person(s) concerned and the nature of 
this business to the President or chair of the Academy committee or task force.  


 
 
5.  I understand that I am not to participate in any decision or vote on an issue in which I 


may have conflicts of interest because of affiliations listed herein. 
 
 
Signature  Date  
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Committee for Lifelong Learning (CLL) 


Conference Call  


Thursday, July 27, 2017 


11:00 AM – 12:00 PM CT 


Dial-In Number: 866/477-4564 


Participant Code: 18 30 45 73 27# 


 


 


 


TIME AGENDA ITEM  PRESENTER ANTICIPATED 


OUTCOME 


11:00 am CALL TO ORDER R. Anding  


11:00 am 1.0 Consent Agenda* 


1.1 FNCE® 2017 Keynote Speakers 


1.2 Featured Lectures  


1.3 FNCE® Session Grid 


1.4 Online Learning Report (Current)  


1.5 Online Learning Report (Next Steps)  


1.6 2016-17 CLL Roster 


1.7 2017-18 CLL Roster 


1.8 Conflict of Interest 


Is there any conflict of interest related to the 


agenda that you need to declare? 


R. Anding  Action  


11:05 am 2.0 Regular Agenda & Roll Call  


 Does the committee accept the agenda as 


written?  


R. Anding Action  


11:10 am 3.0 Welcome 2017-2018 CLL Members L. Granich Information/Discussion 


11:15 pm 4.0 FNCE® 2017 Session Planning 


4.1  FNCE® Updates 


4.2  Centennial Celebration  


4.3  CLL Planned Sessions 


4.4   Leadership Track 


4.5   Slide Reviews  


4.6 Onsite at FNCE®- Breakfast meeting, 


roles/expectations  


R. Anding/All 


 


Information/Discussion 


11:30 pm 5.0 FNCE® 2018 


5.1  2018 Call for Sessions 


      5.2   Anchor Sessions 


      5.3   Other visions? 


R. Anding/All 


 


Information/Discussion 


11:45 pm 6.0 Webinars 


6.1 Planning and Vetting  


L.Granich/J.LasCola Information/Discussion 


12:00 pm Adjournment   
 


 Attachment [Material(s) to be reviewed] 


*All items in the Consent Agenda are considered to be routine.  There will be no separate discussion of these items unless a Committee 


for Lifelong Learning member requests.  In the event a request is made, the item will be removed from the Consent Agenda and 


considered separately 


 


 
 





2.0 Regular Agenda.pdf




Registration and Housing Now Open


C E N T E N N I A L  C E L E B R A T I O N
Saturday, October 21 from 6 p.m. to 7:30 p.m. (following Opening Session)


Enjoy a cocktail and hors d'oeuvres as you mingle with attendees and exhibitors!


More information to follow.


Saturday, October 21 – Tuesday, October 24


McCormick Place West • Chicago, Illinois


T H E  A C A D E M Y  O F  N U T R I T I O N  A N D  D I E T E T I C S  


C O R D I A L L Y  I N V I T E S  Y O U  T O  A T T E N D  O U R


Follow #FNCE on Twitter at @eatrightFNCE!
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CLL Planned Sessions 
 


October 22, 2017 


 8:00-9:30 AM 


 


128. Building Healthier Futures: The First 1000 Days 
 


Adrianna Logalbo 


Managing Director 


1,000 Days 


 


Alison Stuebe, MD, Msc, FACOG, FABM 


Medical Director of Lactation Services: Associate Professor of Maternal-Fetal Medicine 


UNC Health Care 


 


The effects of malnutrition during the first 1,000 Days, during a woman’s pregnancy, until her child’s 2nd 


birthday, can last a lifetime. Despite the immense challenge of improving the health of both mothers and babies, 


Registered Dietitian Nutritionists are uniquely positioned to influence positive change during this most critical 


time period. Come learn how you can build healthier futures with leaders from the 1,000 Days project, which is 


working worldwide on policy and funding opportunities to ensure mothers and babies are valued, healthy, and 


well nourished. 


10:00-11:30 AM 


 


134. You Are What You Just Ate 
 


Luc van Loon, PhD 


Professor of Physiology of Exercise 


Maastricht University Medical Centre 


 


Skeletal muscle protein is constantly being synthesized and broken down, with a turnover rate of about 1-2% 


per day. The rate of skeletal muscle protein synthesis is regulated by two main metabolic stimuli, food intake 


and physical activity. Food intake, or specifically protein ingestion, directly elevates muscle protein synthesis 


rates. The dietary protein derived essential amino acids and leucine in particular, act as signaling molecules 


activating anabolic pathways in skeletal muscle tissue and by providing precursors for muscle protein synthesis. 


Ingestion of a meal-like amount of dietary protein (~20 g) elevates muscle protein synthesis rates for several 


hours following ingestion, resulting in net muscle protein accretion. A substantial part of the ingested protein 


derived amino acids are taken up and directly used to support the post-prandial rise in muscle protein synthesis 


rate following ingestion of a single bolus of protein. The dietary protein derived amino acids not only present 


themselves as strong signaling molecules, but also act as direct precursors for de novo muscle protein 


synthesis. In short, ingestion of a single meal-like amount of protein allows ~55% of the protein derived amino 







 


 


acids to become available in the circulation, thereby improving whole-body as well as leg muscle protein 


balance. Approximately 20% of the protein derived plasma amino acids will be taken up in skeletal muscle 


tissue during a 5 h post-prandial period, thereby stimulating muscle protein synthesis rates and providing 


precursors for de novo muscle protein. In conclusion ‘you are what you just ate’. When food is ingested after a 


bout of physical activity the post-prandial muscle protein synthetic response is augmented, with higher muscle 


protein synthesis rates sustained over a more prolonged period of time. In other words, when you ingest protein 


following a bout of physical activity ‘you become even more of what you just ate’.  


 


3:30-5:00 PM 


 


127. Nutrigenomics: Is it ready for Prime Time? 
 
Ahmed El-Sohemy, PhD 
Canada Research Chair in Nutrigenomics 
University of Toronto 
 


There is increasing awareness among nutrition researchers, educators, healthcare professionals and 
consumers that the one-size-fits-all, population-based approach to nutritional guidance is inefficient and 
sometimes ineffective. Research in the field of nutrigenetics and nutrigenomics and has provided important new 
insights into the role of human genetic variation in modifying the response to nutrients and food bioactives. This 
session will review the scientific evidence, explain the benefits and limitations of genetic testing and describe 
criteria that can be used to determine the clinical validity and utility of consumer genetic tests for personalized 
nutrition. 
 


 


 


129. The Inclusive Table: Vegan Meals Omnivores Will Love 
 


Michele Redmond, MS, RDN 


Dietitian Chef & Food Enjoyment Activist 


The Taste Workshop 


 


Enette Larson-Meyer, PhD, RD, LD, CSSD, FACSM 


Professor of Human Nutrition at the University of Wyoming 


University of Wyoming 


 


Plant-focused eating is growing in popularity but can feel exclusive and limiting for omnivores. This interactive 


cooking session shares practical culinary techniques and flavor sensory considerations to make plant-centric 


meals appeal to all eaters and explores the nutrient benefits, challenges and myths of vegan meals. The 


session includes demonstrations showing how to create and use recipe templates to adapt vegan meals for all 


eaters and embrace seasonal variation. 


 


 


 







 


 


October 23, 2017 


8:00-9:30 AM 


 


132. Food Fraud: What's on My Plate, What's in it and is it Safe 


Rosalee Hellberg, PhD 


Assistant Professor, Food Science 


Chapman University 


 


Steven Sklare REHS, CP-FS, LEHP 


Director, Customer Engagement-Food Program 


United States Pharmacoopeia 


 


Food fraud is growing as some look to economic gain but it has a much larger implication than that caused by 


deliberately substituting ingredients for cost benefit. The consequences can be related to religious beliefs and 


even more importantly it can have health concerns including death due to allergens that are not listed.  Food 


fraud leads to mistrust of the food service industry as a whole.  Mislabeling can occur at any point within the 


supply chain.  This session will explain food fraud; identify foods prone to fraud and adulterations; explain DNA 


testing in the detection of species mislabeling, and discuss how the standards are set for food ingredients. 


 


133. Optimizing Your Online Presence Using Search Engine Optimization 


Sol Orwell 


Editor in Chief 


SJO.com 


 


 


Abbey Sharp, RD 


CEO  


Abbey's Kitchen 


 


The internet is saturated with nutrition misinformation on a daily basis and sound online content from experts 


can be muted by flashy, unsubstantiated information.  Search Engine Optimization (SEO) is the game changer 


that can amplify RDN voices and land sound nutrition content at the top of any search result. In this session, we 


have an SEO expert and a leading nutrition influencers who will provide in-depth methods to optimize your 


webpage and social media posts to get more views and likes than ever before. 


 


1:30-3:00 PM 


 


121. Hot Career Paths in Nutrition: Expert Panel 


Anne Wolf MS, RDN 


Owner 


NutritionFirst 







 


 


 


Dawn Jackson Blatner RDN, CSSD 


Author & Media Personality 


dawnjacksonblatner.com 


 


Donna Manring NDTR 


DTR 


Innovative Dining Solutions 


 


Rebecca Lewis MS, RDN 


Head Dietitian  


HELLOFRESH 


 


This informal, interactive session highlights four outstanding dietetic professionals who have taken their careers 


in exciting, non-traditional directions.  Our expert panel includes dietetic entrepreneurs working in media, home 


delivered meals, business consulting and training, and telehealth. 


3:30-5:00 PM 


 


124. Challenges in Understanding the Causes and Consequences of Obesity 


 


Thorkild IA Sørensen MD, Dr Med Sci, Dr HC. 


Professor of Metabolic and Clinical Epidemiology 


University of Copenhagen 


 


Obesity reflects a preceding slow cumulative positive energy balance. Whether it is primarily due to a minutely 


increased input, decreased expenditure or increased deposition remains unclear. Obesity leads to increased 


energy expenditure and hence increased energy needs, making it difficult to distinguish the processes and a 


challenge to interfere. Genetic predisposition and environmental exposures are involved, but which specific 


factors are operating and when remain to be clarified. The strong association between psycho-socio-economic 


factors and obesity calls for a new theory. Obesity is associated with metabolic alterations predisposing to 


several diseases, with diabetes and cardiovascular diseases as the most prominent. However, some of the 


obese escape the problems, whereas some skinny fat may suffer from them. The link between the accumulation 


of the excess though inert triglyceride in fat cells and the metabolic alterations may be explained by the adipose 


expandability theory. 


 


125. Perception and Reality for the Future of Food: Biotechnology in Sustainable 


Agriculture  


 


Pamela Ronald, PhD 


Professor 


University of California Davis 


 


William Hallman, PhD 


Professor and Chair 


Department of Human Ecology, Rutgers University 


 







 


 


 


The public wants to understand more about how food is grown. Future global food systems need to address 


food insecurity and sustainable agricultural practices to feed the world. Public controversy exists on the best 


way to achieve these goals. This hot topic is challenging to discuss yet drives many food decisions by the public 


- the perception of genetically engineered foods [GE]. Health Care professionals must be prepared to 


understand how people navigate this topic as it arises with their patient/audience populations. With experts in 


both the psychology of learning and agricultural practices, this session will explore the reasons for the public 


perception and acceptance (or lack thereof) to GE foods, [framed by individual values].  The science of this 


tendency as well as a review of scientific practices for both conventional and organic farming practices will be 


presented. 


 


October 24, 2017 


 8:00-9:00 AM 


 


126. The Intestinal Microbiome in Undernutrition: Cause, Effect, or Both? 


Dr. Geoffrey Preidis, MD, PhD 


Pediatric Gastroenterology Hepatology, and Nutrition 


Baylor College of Medicine and Texas Children’s Hospital 


 


Undernutrition remains one of the most pressing global health challenges today, contributing to nearly half of all 


deaths in children under five years of age. Although insufficient dietary intake and environmental enteric 


dysfunction are often inciting factors, evidence now suggests that unhealthy gut microbial populations 


perpetuate the vicious cycle of pathophysiology that results in persistent growth impairment in children. The 


metagenomics era has facilitated new research identifying an altered microbiome in undernourished hosts and 


has provided insight into a number of mechanisms by which these alterations may affect growth. This session 


will summarize a range of observational studies that highlight differences in the composition and function of gut 


microbiota between undernourished and healthy children; will discuss dietary, environmental and host factors 


that shape this altered microbiome; will examine the consequences of these changes on host physiology; and 


will consider opportunities for microbiome-targeting therapies to combat the global challenge of child 


undernutrition. 


9:45-11:15 AM 


 


120. Dietary Supplements: What You Need To Know and Why 


Johanna Dwyer, DSc, RD 


Director; Senior Nutrition Scientist 


Frances Stern Nutrition Center; National Institute of Health, Office of Dietary Supplements 


 


Paul Coates, PhD 


Director, Office of Dietary Supplements (ODS) 


National Institutes of Health 


 



http://s19.a2zinc.net/clients/Academy/FNCE2017/Public/SessionDetails.aspx?FromPage=Sessions.aspx&SessionID=1067&SessionDateID=27





 


 


Paul Thomas, EdD, RDN 


Scientific Consultant 


NIH Office of Dietary Supplements 


 


Dietary supplements are widely used by the American public; sales approach $40 billion.  Evidence for their 


efficacy is mixed and sometimes quite meager; for some, adverse health effects have been reported.  The 


Office of Dietary Supplements (ODS) at the National Institutes of Health (NIH) evaluates and supports research, 


develops resources for investigators, and provides outreach and communication to consumers, healthcare 


providers, and others in the stakeholder community.  These will be touched on during the course of a session 


that will use case studies and audience interaction to explore challenges in dietary supplement research as well 


as challenges in conveying information to the public. 


 


123. Body Composition: Growing Beyond BMI 


 


Dympna Gallagher, EdD 


Professor of Nutritional Medicine 


Columbia University 


 


Dr. Tim Lohman, PhD 


Professor Emeritus 


The University of Arizona 


 


Beyond BMI, body composition is increasingly recognized as central to a robust assessment of health risks. 


While BMI and waist circumference have served as a surrogate of body composition historically, new 


technologies, new applications of existing technologies, and an advanced understanding of the role of muscle 


and its quality in health have challenged us to advance our working knowledge and application of 


comprehensive body composition analysis to better understand the role of body composition in health. This 


session will inform on the limitations and gaps related to current, largely BMI-based, approaches, inform on the 


rapidly advancing field and challenge us to acquire the necessary knowledge and skills to apply newer 


approaches in dietetics research and practice. 
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STACEY HANKE 


            Founder 


    Stacey Hanke, Inc. 


 


  @StaceyHankeInc 


 
https://staceyhankeinc.com/  


         


SUNDAY, OCTOBER 22   
 


COMMUNICATION • INFLUENCE 
 


When was the last time you made a change in how you communicate? 


Nothing gets accomplished without the ability to influence others to act 


on what you have to say. Lack of influence is equivalent to having great 


ideas only you know and care about. Without it, no one follows. 


Without followers, your day-to-day responsibilities become difficult to 


achieve.  


 


Are you as influential as you think you are? Learn how to see yourself 


as others see you, as well as how to avoid mistakes that can decrease 


your influence. This session will dispel the most common influence 


myths and instruct leaders on how to stop sabotaging themselves in 


order to leave a positive, lasting impression. 


  


We help individuals create a consistent personal brand. The value our 


participants receive is through the practical skills and techniques they 


can apply in their day-to-day interactions. We provide how-to’s for 


communicating with brevity, clear and concise messages, adapting 


messages on the fly to meet listeners’ needs and reach a call-to-action.  


 


 
 


 


Stacey Hanke is founder of Stacey Hanke, Inc. She has trained and presented to thousands to rid 


business leaders of bad body language habits and to choose words wisely, spanning industries such 


as finance, healthcare, and government. Her client list is vast, including Coca-Cola; FedEx; Kohl’s; the 


United States Army, Navy, and Air Force; Publicis Media; Nationwide; US Cellular; Pfizer; GE; General 


Mills; and Abbvie. Her team works with a range of positions, up to C-suite leaders. In addition to her 


client list, she has been the emcee for Tedx. She has inspired thousands as a featured guest on media 


outlets, including The New York Times, Forbes, SmartMoney magazine, Business Week, Lifetime 


Network, Chicago WGN and WLS-AM. 


 


 


      



https://staceyhankeinc.com/





 


 
 


 


 


 


MONDAY, OCTOBER 23 
 
CHANGE MANAGEMENT• DIVERSITY • TEAM COLLABORATION  


  


Exceptional Leadership Is An Artform 


 


The struggle is real for every type of manager. You’ve got 


to support company strategies and goals, inspire 


confidence inside and even outside the organization, and 


function as a mentor, boss, coach, friend and therapist. And 


that’s all before your 11:00. 


 


Using the very same principles Second City directors 


employ to create critically acclaimed shows with 


performers, producers, writers, musicians and stage crews, 


we can show you how leaders who champion a 


collaborative space yield more original ideas and creativity 


from the team. 


 


The key principles of our proven leadership learning: 


o Recognizing and encouraging diverse ideas and 


voices 


o Creating and evaluating–but not at the same time 


o Prioritizing trusting your colleagues over your need 


to be “right” 


o Allowing your idea to become everyone’s idea 


o Building trust and expanding influence 


 


 
       


Second City’s unique way of fostering talent has cultivated generation after generation of the world’s 


most iconic comedians, actors, writers, directors and leaders. Somewhere along the way, we started 


noticing something surprising. When CEOs, marketers, learning officers and educators gave our 


methods a try, the results were undeniable–the very fundamentals that created stars on stage also 


created stars in the business world. It wasn’t crazy; it was a pattern, and it was happening over and 


over and over. 


Today, Second City finds itself back where it all began–at The University of Chicago–as part of an 


exclusive partnership with the Center for Decision Research at The Booth School of Business. The 


scientific objective? To research behavioral science through the lens of improvisation, allowing 


further development of our vast trove of executive education programs steeped in the ever-adaptable 


(and unabashedly fun) principles of improv. 


Simply put, we make work better. 


 


   @SecondCityWorks 


http://secondcityworks.com


/ 



http://secondcityworks.com/

http://secondcityworks.com/
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Committee for Lifelong Learning 


FNCE® Breakfast 


Saturday, October 21st 


7:30 – 9:00 AM 


Hyatt Regency Chicago 


151 E Upper Wacker Dr, Chicago, IL 60601 


Room: Skyway 260 
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Academy Lifelong Learning Webinar -Subject Matter Expert Review Form 


 


 


The Committee for Lifelong Learning guides all programming using the Academy Strategic Plan, CDR’s 


portfolio aggregate data and HOD trends analysis. The Academy value of “lifelong learning” guides the 


committee in their work to develop and promote opportunities which enhance members’ knowledge and 


skills in expanding and evolving practice environments. 


 


The Academy’s Lifelong Learning Webinar series aims to:  


 showcase or release new information  


 highlight outcomes 


 provide applications to dietetics practice 


 align with the Academy's Strategic Plan   


 address Evidence Based Practice 


Speaker requirements:  


 All speakers must have a strong, demonstrated lecturing experience, practice area or research 


expertise noted in the CV submission.  


 State, regional and/or national speaking experience is required.  


 Highly established experts in their field — recently published, presented, and/or possess 


extensive practitioner knowledge in a specialized subject area.   


 


General Information 


Activity/Program Title:  


Webinar Date:  


Review Date:  


 


Reviewer Information 


 


Reviewer Name:  


Reviewer Credentials:  


Demonstrated Expertise 


in Content Area: 


 


 


 


 


 


 


General Information 


 


CPE Level:  Level 1:  Little or no prior knowledge of subject 


 Level 2:  General knowledge of literature and professional practice in 


areas covered. 


 Level 3:  Thorough knowledge of literature and professional practice in 


areas covered. 


 


Is this topic appealing to 


RDNSs/NDTRs? 
 Yes 


 No 


Comments:  


Is this new or essential 


practice information? 


 


 


Comments:  



https://www.andeal.org/

http://www.eatrightpro.org/resources/leadership/board-of-directors/strategic-plan





 


Academy Lifelong Learning Webinar -Subject Matter Expert Review Form 


Are course objectives 


clearly stated? 


 


 


Comments:  


Is this speaker an expert 


on this topic? 


(credentials, level of expertise, experience) 


 


 


 


Is the proposal presented 


objectively? 
 Yes 


 No 


Comments:  


Are any controversial 


issues presented fairly? 
 Yes 


 No 


Comments:  


Is this evidence-based?  Yes 


 No 


If no, why not?    


Would you recommend 


this as an Academy 


Webinar? 


 Yes 


 No 


Comments:  


 


 


Final Comments 


Confidential Comments:  


 


 


 


Comments and 


Recommendations for 


Presenter: 


 


 


 


 


 


 


Reviewer Signature: _________________________________      Date:  _____________________  
 





		fill_1: 

		Comments: 

		Comments_2: 

		credentials level of expertise experience: 

		fill_5: 

		fill_6: 

		fill_7: 

		fill_8: 

		Date: 

		Text8: 

		Text9: 

		Signature: 

		Title: 

		Proposed Date: 

		Review Date: 

		Reviewer Name: 

		Reviewer Credentials: 

		Expertise: 

		Check Box 1: Off

		Check Box 2: Off

		Check Box 3: Off

		Check Box 4: Off

		Check Box 5: Off

		Check Box 6: Off

		Check Box 7: Off

		Check Box 8: Off

		Check Box 9: Off

		Check Box 11: Off

		Check Box 12: Off

		Check Box 13: Off

		Check Box 14: Off

		Check Box 15: Off

		Check Box 16: Off

		Check Box 17: Off

		Check Box 18: Off
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No problem. 

 

Let me know if you have any questions. 

 

Lori Granich, MBA, RDN

 

Director, Lifelong Learning and Engagement

 

Academy of Nutrition and Dietetics

 

120 South Riverside Plaza, Suite 2190

 

Chicago, IL 60606-6995

 

312/899-4895

 
lgranich@eatright.org 
www.eatright.org

 

 

 

 
DONATE today in recognition of this major milestone and support our Second Century Initiative!

 

 

From: Lori Granich  

Sent: Thursday, July 20, 2017 4:33 PM 

 To: Roberta Anding <RobertaAnding@gmail.com>; Cynthia Thomson

<cthomson@email.arizona.edu>; Christine Weithman (cweithman@hmrboston.com)

<cweithman@hmrboston.com>; Hope Barkoukis (Hope.Barkoukis@case.edu)

<Hope.Barkoukis@case.edu>; Gigi Kwok <gigi.y.kwok@gmail.com>; Meghan Adler

<Meghan.Adler@ars.usda.gov>; Kathleen Niedert <kniedert@aol.com>; Mary Beth Kavanaugh

<mxk109@case.edu>; Zachari Breeding <zacharibreeding@gmail.com>; Kimberly Kirchherr

<kimberly.kirchherr@gmail.com>; Anne Marie Davis <amdavis@newhaven.edu>; Donna Martin

<DMartin@Burke.k12.ga.us> 

 Cc: Diane Enos <denos@eatright.org>; Joe LasCola <jlascola@eatright.org>; Susan Baron

<sbaron@eatright.org>; Ryan Crinnigan <rcrinnigan@eatright.org> 

 Subject: AGENDA ITEMS: CLL Conference Call: Thursday, July 27 (11:00 AM- Noon CST)

 

 

Good afternoon CLL Leaders, 
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Attached are the agenda items for the call next Thursday. Dial in number and details follow and

are also on the attached agenda (Item 2.0).

 

 

Dial in: 866/477-4564

 

 

Passcode: 18 30 45 73 27#

 

  

Talk to you soon. 

 

Lori

 

 

 

 

Lori Granich, MBA, RDN

 

Director, Lifelong Learning and Engagement

 

Academy of Nutrition and Dietetics

 

120 South Riverside Plaza, Suite 2190

 

Chicago, IL 60606-6995

 

312/899-4895

 
lgranich@eatright.org 
www.eatright.org

 

 

 

 
DONATE today in recognition of this major milestone and support our Second Century Initiative!
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83. FW: AGENDA ITEMS: CLL Conference Call: Thursday, July 27 (11:00 AM- Noon CST)

From: Lori Granich <LGranich@eatright.org>

To: DMartin@Burke.k12.ga.us <DMartin@Burke.k12.ga.us>

Sent Date: Jul 26, 2017 16:36:07

Subject: FW: AGENDA ITEMS: CLL Conference Call: Thursday, July 27 (11:00 AM-

Noon CST)

Attachment: image001.png
1.1 2017 FNCE Keynotes.pdf
1.2 2017 FEATURED LECTURES.pdf
1.3 FNCE Session Grid.pdf
1.4 CLL Online Learning 7-19-17 Current Programming.doc
1.5 CLL Online Learning 7-19-17 Next Steps.doc
1.6 2016-2017 CLL Roster.pdf
1.7 2017-2018 CLL Roster.pdf
1.8 Conflict of Interest Policy.pdf
2.0 Regular Agenda.pdf
4.2 Centennial Celebration.pdf
4.3 CLL Planned Sessions.pdf
4.4 Leadership Track.pdf
4.6 FNCE Breakfast.pdf
6.1 Webinar Planning and Vetting.pdf

No problem. 

 

Let me know if you have any questions. 

 

Lori Granich, MBA, RDN

 

Director, Lifelong Learning and Engagement

 

Academy of Nutrition and Dietetics

 

120 South Riverside Plaza, Suite 2190

 

Chicago, IL 60606-6995

 

312/899-4895

 
lgranich@eatright.org 
www.eatright.org
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Opening Session 


Saturday, October 21 


4 – 6 p.m.  


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


Speaker: Dr. Sanjay Gupta 


How Media Influences Healthcare Today 


Named a “pop culture icon” by USA Today, Dr. Sanjay Gupta is perhaps 


the most media-savvy physician working today. Gupta is a broadcaster, 


writer, podcaster and web-contributor, all of which places him in a 


unique position to examine why certain health-related stories make the 


headlines and others don’t. 


About Dr. Sanjay Gupta 


Multiple Emmy® Award Winning Chief Medical Correspondent for 


CNN 


Dr. Sanjay Gupta, a practicing neurosurgeon, plays an integral role in 


CNN’s reporting on health and medical news for all of CNN’s shows 


domestically and internationally. His medical training and public 


health policy experience distinguishes his reporting from war zones and 


natural disasters, as well as on a range of medical and scientific topics, 


including the recent Ebola outbreak, brain injury, disaster recovery, 


health care reform, fitness, military medicine and HIV/AIDS. 


Gupta’s passion for inspiring Americans to lead healthier, more active 


lives led him to launch “Fit Nation,” CNN’s multi-platform anti-obesity 


initiative. In 2009, “Fit Nation” followed the progress of Gupta and six 


CNN viewers as they inspired each other while training for a triathlon. 


The program is now in its sixth year. 


Gupta received his undergraduate degree from the University of 


Michigan and a doctorate of medicine from the University of Michigan 


Medical School. 


 


 


In this presentation, he takes a hard look at the media’s role in conveying 


sometimes frightening medical information. 


 







 


Member Showcase 


Monday, October 23 


10 a.m. – noon 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


Speaker: Kimbal Musk 


Why Food is the New Internet: The Future of Food 


Global Food represents a $4.8 trillion market. This is an 


incredible opportunity for our generation. According to Kimbal 


Musk, our society needs young, hungry, smart people innovating 


food from all angles: technology, data, automation, organic 


farming, responsible sourcing, opening real food restaurants, 


promoting gardening and so much more. 


In this session, Musk will discuss how we can take advantage of 


this opportunity to impact the food chain with real food. The 


work is meaningful and the results incredible. 


About Kimbal Musk 


Leading Entrepreneur, Environmentalist and Thought Leader in 


the Future of Innovation in Technology and Food Sustainability 


Kimbal Musk is the Co-Founder of The Kitchen, a growing family 


of businesses that pursues an 


America where everyone, everywhere has access to real food. His 


restaurants source food directly from local farmers, stimulating 


the local farm economy to the tune of millions of dollars a year. 


His non-profit builds Learning Gardens in schools around the 


U.S. reaching hundreds of thousands of students every school 


day. His urban, indoor vertical farming accelerator, seeks to 


empower thousands of millennials to become real food farmers. 


Kimbal is on the board for Chipotle, Tesla, and SpaceX. 


Follow him on Twitter @Kimbal and Instagram @KimbalMusk. 


 


 


 







Closing Session 


Tuesday, October 24 


2 – 3:30 p.m. 


 


 


 


Speaker: Dr. Michio Kaku 


The Future of the Mind 


Dr. Michio Kaku illustrates the stunning breakthroughs being made in 


neuroscience, which are finally beginning to unravel the mysteries of 


the most complex object in the known universe: the human brain. Dr. 


Kaku will take us on a grand tour of what the future might hold, 


explaining how the brain functions and how technologies will change 


our daily lives. 


He will present a radically new way to think about “consciousness” and 


provide fresh insights into mental illness, artificial intelligence and 


alien consciousness. Learn how what was once solely thought of as 


science fiction has become a startling reality. 


 


About Dr. Michio Kaku 


Theoretical Physicist, Best-Selling Author, and Popularizer of Science 


Dr. Michio Kaku is one of the most widely recognized figures in science 


in the world today. He is an internationally recognized authority in two 


areas. The first is Einstein’s unified field theory, which Dr. Kaku is 


attempting to complete. The other is to predict trends affecting 


business, commerce, and finance based on the latest research in 


science. Dr. Kaku holds the Henry Semat Chair in Theoretical Physics 


at the City Univ. of New York and has been a professor at CUNY for 


almost 30 years. He is the author of several international best-sellers. 


Dr. Kaku also does considerable public speaking on international radio 


and TV. He also hosts his own national weekly radio program which 


airs in 130 cities in the US and also the KU national satellite band and 


internet, called Science Fantastic. 
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2017 FEATURED LECTURES 


 


Sunday, October 22  


8:00-9:30 AM  


2017 Wimpfheimer-Guggenheim International Lecture: How Global Nutrition Collaborations 


Impact Change: Lessons from Four Continents 


Richard Deckelbaum, MD, CM, FRCP(C) 


Professor of Pediatrics/Epidemiology; Director, Institute of Human Nutrition 


College of Physicians and Surgeons; Columbia University Medical Center 


 


This session will highlight collaborations among institutions in countries differing in social, cultural, 


political and economic status.  Emphasis will be placed on impacts on local health and nutritional status, 


capacity building and nutrition policy.  Recommendations will be reviewed on “what not to do” and on 


“what to do for success”. 


 


10-11:30 AM  


2017 Lenna Frances Cooper Memorial Lecture- Through the Eyes and Taste Buds of Our 


Children: School Food and Nutrition Past, Present and Future 


Dayle Hayes, MS, RD 


President 


Nutrition for the Future, Inc. 


 


Since the beginning of organized school meals in the late 1800’s, food and nutrition professionals have 


been involved in feeding the nation’s school children well. Academy leaders were instrumental at every 


step taken to expand programs beyond lunch to breakfast, snacks, suppers and summer feeding. Over 


the past decade, RDNs and NDTRs have been at the forefront of innovation to enhance nutritional 


quality, culinary excellence and agricultural sustainability of the food served at school. Looking toward 


the Second Century of our profession, we have the opportunity – and responsibility – to influence the 


nutrition future of our nation’s youth. Let’s explore together – through the eyes and taste buds of 


children – how that future can ensure that they grow strong, think clearly, and enjoy the delicious 


flavors of a healthful eating style. 


 


 


 


 







1:30-3:00 PM  


2017 President’s Lecture: Big Data and the Future of Precision Medicine 


Leroy Hood, MD, PhD  


President & Co-Founder, Institute for Systems Biology  


Senior Vice President & Chief Science Officer, Providence Health & Services 


 


Technological advancements in genomic profiling, clinical research, and medical treatment calls for a 


shift in how health professionals access this vast pool of data to best target effective individualized 


treatment for patients. In doing so, health care informatics experts will play a critical role in helping to 


bend the unsustainable healthcare cost curve, and focus treatments on improved health outcomes 


versus fee for service efforts focused on simply billing for patient visits or procedures. In order for RDNs 


to play a role in bringing personalized medicine to reality at the clinical level, we must be at the 


forefront of this clinical shift. 
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Saturday October 21, 2017   (Chicago, IL)             2.0 CPE 
Session room 8:00 am 9:00 am 10:00 am 11:00 am 12:00 pm 1:00 pm 2:00 pm 3:00 pm 4:00 pm – 6:00 pm 


 


Room 470 AB          


Room 375 CDE 
(General Session) 


        115. Opening Session- How Media Influences 
Healthcare Today 


Room 375 B          


Room 375 A         


Room 196 ABC         


Room 192 ABC         


Room 190 AB       


Room 187 ABC     


Room 185 ABCD     


Room 184 ABCD     


Room 183 ABC         


Room 178 AB         


Room 176 ABC         


 


 Room 175 ABC: overflow room 1 


 Room 194 AB: overflow room 2 
  







         


Sunday, October 22, 2017 (Chicago, IL)              6.0 CPE  
Session room 8:00 am – 9:30 am 10:00 am – 11:30 am 1:30 pm – 3:00 pm 3:30 pm – 5:00 pm 


Room 475 AB 
410 Seats 


118. Wimpfheimer-Guggenheim Lecture: 
How Global Nutrition Collaborations Impact 
Change: Lessons from Four Continents 


 


401. Guiding Food Service for a Healthy Future 418. Using the Automated Self-Administered 24-Hour 
Dietary Assessment Tool (ASA24) 
Planned with the Research DPG 


 


The Edna & Robert Langholz International 
Nutrition- Battling Cognitive Decline: the 
Sarcopenia Connection and RDN Impact 


 


Room 470 AB 
561 Seats 


422. Elevate your Bariatric Nutrition Practice: 
Bring your ‘EAL’ Game 


How To Become An Institutional Leader of Change:  
Implementation of Malnutrition Electronic Clinical 


Quality Measures 
Planned with Abbott Nutrition 


 


345. Self-Evaluation of QAPI: Performance Improvement and 
“Good Faith Effort” 


148. Does Sustainability Belong in Government 
Dietary Guidance? 


Room 375 CDE 
(General Session) 
4758 


CLL Session- Held for Ketogenic Diet 134. You Are What You Just Ate 
Planned with the Academy’s Committee for Lifelong 


Learning 
 


CLL Session- Held for van Loon Protein Debate 127. Nutrigenomics: Is it Ready for Prime Time? 
Planned with the Academy’s Committee for 


Lifelong Learning 
 


Room 375 B 
1662 


180. Going Green: Use of Medical Cannabis in 
Medical Nutrition Therapy 


 


420. Advancing Clinical Practice with Metabolomics 
 
 
 


278. The Evidence: Intermittent Fasting Effects on 
Cardiometabolic Disease and Cancer 


Planned with the Oncology Nutrition DPG 
 


210. It’s about time! Circadian system, meal timing 
and metabolism 


Planned with the Weight Management DPG 


Room 375 A 
1332 


128. Building Healthier Futures: The First 1000 
Days 


Planned with the Academy’s Committee for 
Lifelong Learning 


181. An Innovative Way to Screen Nutritional Risk in 
Autism Spectrum Disorder- The SAMIE 


186. The Skeleton's Out of the Closet: Implementing a 
Malnutrition Program 


359. Putting Heart into Performance Nutrition for 
Collegiate Athletes 


Room 196 ABC 
1162 


412. Diabetes and the RDN: A Continuous 
Road to Skills and Practice Advancement 


Planned with the Diabetes Care and 
Education Dietetic Practice Group  


 


214. Implementation of Dietitian Managed Enteral 
Access Devices and Feeding Delivery 


Planned with Dietitians in Nutrition Support DPG 
 


Presidents Lecture- Big Data/Precision Medicine 339. Your Future, Your Choice: Accidental Tourist 
or Strategic Decision-Maker? 


Planned with the Academy's Council on Future 
Practice 


Room 192 ABC 
530 


351. The Data Payment Connection: 
Leveraging Data to Impact RDN Value and 


Revenue 
Planned with the Nutrition Services Payment 


Committee 


122. 2017 Lenna Frances Cooper Memorial Lecture- 
Through the Eyes and Taste Buds of Our Children:  


School Food and Nutrition Past, Present and Future 
 


331. Become an Author Tomorrow: A Guide to Digital Self-
Publishing 


 


206. The Changing Face of Pediatric Oncology 
Assessment, Intervention and Collaboration 


 


Room 190 AB 
732 


Hot Topic 1 
 


150.1 Part 1: Agriculture Links to Healthy Eating 
Patterns - Then and Now 


IFIC/ASN/IFT 


150.2 Part 2: Food Science/Production Links to Healthy 
Eating Patterns - Then and Now 


IFIC/ASN/IFT 


150.3 Part 3: Food Accessibility/Affordability Links 
to Healthy Eating Patterns - Then and Now 


IFIC/ASN/IFT 


Room 187 ABC 
485 


366. The Women’s’ Health Initiative: Two 
Decades of Knowledge Ready for 


Dissemination 
 
 


362. Incorporating a Family Health Behavior 
Screening Tool into Research and Practice 


Hot Topic 2 453. Rethinking Quality, Outcomes and Value: 
Perspectives from Three Dietitians 


Room 185 ABCD 
768 


Culinary Demo- 175. Smarter Meals; 
Successful Students: North Carolina K-12 


Culinary Institute 


Do not use- Culinary Demo Prep Culinary Demo- 155. Cooking Essentials for every Dietitian: 
Tips from Chef RDNs 


129. Culinary Demo- The Inclusive Table: Vegan 
Meals Omnivores Will Love    


Planned with the Academy’s Committee for 
Lifelong Learning 


Room 184 ABCD 
768 


219. Handgrip Strength Examination for 
Malnourished Populations 


Planned with the Clinical Nutrition 
Management Committee DPG 


 


240. ACEND Forum: Showcasing Innovation as a 
Future Education Model Demonstration Program 


279. Minding Your Peas and Qs: Plant Protein and the Quest 
for Wellness, Quality and Functionality 


 


382. What’s New on the Label: Choline, The 
Forgotten Nutrient 


Room 183 ABC 
1190 


386. Fiber’s Essentiality for the Microbiota and 
Health: Connecting the Dots 


Level 3 Leadership- Stacey Hanke Leadership Level 3- Stacey Hanke 131. Hot Topic- Cyberbullying and the Code of 
Ethics: What is the Connection? 


Planned with the Academy’s Ethics Committee 


Room 178 AB 
471 


276. Perspectives from RDNs Solving Local and 
Global Food Insecurity 


166. The WIC Food Packages: Improving Balance and 
Choice 


 


234. CDR Forum 335. The Three P’s – Practice to Publication to 
Policy 


Room 176 ABC 
390 


377. Preparing for the Second Century with a 
Stronger Focus on Public Health 


Policy Policy 427. More than a Meal: Demonstrating Value 
through Outcomes Data 


Expo Hall F1 
 


9 AM – 2 PM 


Scientific Posters: Professional Skills; Nutrition Assessment & Diagnosis; Medical Nutrition Therapy (Authors present from 11:45 AM – 1:15 PM) 


Culinary 
Demonstration 
Theater 


12 – 12:45 PM 


 







         


Monday October 23, 2017 (Chicago, IL)               6.5 CPE  
Session 
room 


8:00 am – 9:30 am 10:00 am – 12:00 pm 1:30 pm – 3:00 pm  
 


3:30 pm – 5:00 pm 


Room 475 
AB 
410 Seats 


242. Small Changes, Big Impact. Integrating 
Interprofessional Education (IPE) for Student Success 


 333. Food Management Transition: Making Your Plan Policy 


Room 470 
AB 
561 


352. The Future of Healthcare Payment: MACRA’s Impact 
on RDN Practice 


Planned with the Nutrition Services Payment Committee 


 433. Yes You Can! Proven Strategies to Secure a Dietetic 
Internship 


361. Ready-to-Use Materials for Counseling Pregnant 
Women on Breastfeeding Plus Strategies for Integration 


Room 375 
CDE 
(General 
Session) 
4758 


 116. Member Showcase: Why Food is the 
New Internet: The Future of Food 


196. Weight Loss Pharmacology for the RDN: Safety and 
Efficacy 


309. International Dysphagia Diet Standardisation 
Initiative (IDDSI): USA and Global Readiness 


Planned with the Dietetics in Health Care Communities 
Dietetic Practice Group 


Room 375 B 
1662 


132. Food Fraud: What's on My Plate, What's in it and is it 
Safe 


Planned with the Academy’s Committee for Lifelong 
Learning 


 121. Hot Career Paths in Nutrition: Expert Panel 
Planned with the Academy’s Committee for Lifelong 


Learning 
 


Challenges in Understanding the Causes and 
Consequences of Obesity 


Planned with the Academy’s Committee for Lifelong 
Learning 


Room 375 A 
1332 


133. Optimizing Your Online Presence using Search 
Engine Optimization 


Planned with the Academy’s Committee for Lifelong 
Learning 


 


201. Evidence-Based Heart Failure Guidelines: 
Effectiveness and Recommendations Nutrition Therapy 


Practice 


125. Perception and Reality for the Future of Food: 
Biotechnology in Sustainable Agriculture 


Planned with the Academy’s Committee for Lifelong 
Learning 


Room 196 
ABC 
1162 


216. Influence of Diet and Body Composition on Thyroid 
Hormone Regulation 


 


364. Health Professional Workforce Development--
Improving the Health of Populations 


Planned with the Academy’s Committee for Public 
Health/Community Nutrition 


 


303. Intolerance versus Avoidance: Identifying True 
Food Allergies 


Planned with the Dietetics in Health Care Communities 
Dietetic Practice Group 


Room 192 
ABC 
530 


146. Aquaponics: A Farming Technique to Grow Your 
Pescatarian Diet 


312. Global Nutrition Responses in HIV 
Planned with the Medical Nutrition Practice Group 


 


403. Enhancing the U.S. Army Performance through Key 
Nutrition Initiatives 


Room 190 
AB 
732 


188. When to Initiate Parenteral Nutrition in the Hospital 
and at Home: A Frequent Question with New Answers 


 


328. Triggering Change in Patients & Clients: Insights from 
Behavioral Science 


Planned with the Dietitians in Business and 
Communications and the Food and Culinary Professionals 


Dietetics Practice Groups 
 


281. Cleaning up Label Confusion about Fiber: The Road 
Ahead For Research and Practice 


Room 187 
ABC 
485 


168. Innovative and Comprehensive Nutrition Education 
Programs in Schools 


354. Nutrition Services Payment: The Intersection of Law 
and Ethics 


Planned with the Nutrition Services Payment Committee 


130. Not Your Mother’s EHR 
Planned with Healthcare Information Management 


and Systems Society (HIMSS) 
 


Room 185 
ABCD 
768 


384. Cancer Survivorship Lifestyle Guidelines: Time for 
Action 


189. PCOS: Beyond Hormones and Hot Flashes -- Nutrition 
Interventions for Women Later in Life 


Planned with the Women’s Health DPG 
 


282. New Horizons: Linking Space Station Research to 
Healthy Aging 


Planned with the Healthy Aging Dietetic Practice 
Group 


 


Room 184 
ABCD 
768 


429. Make a “Flash” with Dietary Assessment Research 
using Mobile Phones 


 


340. Kick…What? How to Fund Your Big Idea 190. Blenderized Tube Feeding: Benefits and Practical 
Resources 


Room 183 
ABC 
1190 


2017 Trailblazer Lecture: Second Star to the Right: The 
Nexus of Dietetics and Food Science    


Second City – Level 3 Leadership Second City – Level 3 Leadership 


Room 178 
AB 
471 


424. Informing the Future: Looking Back at 100 Years of 
Nutrition Research 


Planned with the Dietetics Practice Based Research 
Network Oversight Committee  


 425. Looking Forward: Nutrition Research Tools and 
Techniques for the Second Century 


Planned with the Dietetics Practice Based Research 
Network Oversight Committee  


426. Looking Forward: Nutrition Research Topics for the 
Second Century 


Planned with the Dietetics Practice Based Research 
Network Oversight Committee  


Room 176 
ABC 
390 


311. Journeys to East Africa, Teaching People with Type 1 
Diabetes there to help us Teach here! 


 174. From Policy to Practice: Implementing the Local 
School Wellness Policy Final Rule 


272. Hitting Hunger Hard: Improving Global Food 
Systems One Meal at a Time 


Planned with the School Nutrition Services Dietetic 
Practice Group 


Hall F1 
 


9 AM – 2 PM 


Scientific Posters: Food Science; Education; Management; Food Services/Culinary; Research; Innovations (Authors present from 11:45 AM– 1:15 PM) 


 







         


Tuesday, October 24, 2017 (Chicago, IL)               6.0 CPE  
Session 
room 


8:00 am – 9:30 am 9:45 am – 11:15 am 12:00 pm – 1:30 pm 2:00 pm – 3:30 pm 


Room 475 
AB 
410 Seats 


271. Outcomes of Food Pantry Delivery Systems and 
Educational Programs 


307. The International NCP Implementation Survey (INIS): 
Experiences from the US and Other Countries 


445. Engaging Low-Income Shoppers with an Applicable 
App 


 


Room 470 
AB 
561 


187. Alphabet Soup-Understanding Food Protein Induced 
Enterocolitis Syndrome (FPIES) and Eosinophilic Esophagitis 


(EoE) in Pediatric Patients 
Planned with the Pediatric Nutrition Practice Group 


 


197. Approach to Malnutrition in Progressive Chronic 
Kidney Disease 


Planned with the Renal Dietitians Practice Group 
 


142. Farm to City: RDNs Leading in Sustainable Food & 
Technology 


 
 


 


Room 375 
CDE 
(General 
Session) 
4758 


   117. Closing Session: The Future of the 
Mind 


Room 375 B 
1662 


The Intestinal Microbiome in Undernutrition: Cause, Effect, or 
Both? 


Planned with the Academy’s Committee for Lifelong Learning 


123. Body Composition: Growing Beyond BMI 
Planned with the Academy’s Committee for Lifelong 


Learning 


CLL Session- Held for Intestines on the Run   


Room 375 A 
1332 


291. Food as Medicine in Malnutrition and Eating Disorders 120. Dietary Supplements: What You Need to Know and 
Why 


Planned with the Academy’s Committee for Lifelong 
Learning  


 


292. Is Dietary Linoleic Acid Pro-inflammatory? 


Room 196 
ABC 
1162 


392. FDA's New Nutrition Labeling Initiatives including the 
Nutrition Facts and Supplement Facts Label and Restaurant 


Menu Labeling 


191. Clinical insight into vitamin B12 419. How Nutritional Genomics Affects You in Nutrition 
Research and Practice 


Room 192 
ABC 
530 


162. Transforming The Food Landscape Through Science-
Based Innovation 


356. Hitting the Ground Running in an Accountable Care 
Organization (ACO) 


388. Overcoming Nutrition-Related Burdens in U.S. Prisons 


Room 190 
AB 
732 


What Chicago in 1900 can Teach us about the Challenges of 
Science and Food Today 


Planned with the Institute of Food Technologists 


376. Roadmap to Food Allergy Safety 204. Ketogenic Diet and Epilepsy 
 


Room 187 
ABC 
485 


357. Reimbursing Value-Based Care: The Benefits of MNT and 
Therapeutic Meals 


274. Hunger Games: Tackling Food Crisis in a Postmodern 
World 


 
 


173. Building Blocks for Success in the Child and Adult Care 
Food Program (CACFP) Meal Pattern Implementation 


 


Room 185 
ABCD 
768 


220. Fueling Teen Athletes: Unique Challenges and Winning 
Strategies 


Planned with the Sports, Cardiovascular, and Wellness 
Nutrition Dietetic Practice Group 


237. Conflict or Consensus: Balancing Consumers’ 
Demands with Professional Ethics 


202. Promote Positive Outcomes in Patients with GDM 
with the Latest Nutrition Recommendations 


 


Room 184 
ABCD 
768 


346. Second Century Communication Tools for Dietitians 342. From Ho-Hum to Viral: How to Make a Killer Video 277. Heart Failure, Nitrites and Nitrates: Novel Paradigm, 
Novel Treatment 


 


Room 183 
ABC 
1190 


432. The Entrepreneurial Professional: Innovative Strategies to 
Customize Your Career 


 


Leadership Level 3 Hot Topic 3 


Room 178 
AB 
471 


313. Making a Difference in the World: Kids Eat Right 
Campaign 


176. How to Be a School Wellness Champion! 255. Weight Stigma in Healthcare, Communities and Policy: 
Issues and Opportunities 


Room 176 
ABC 
390 


138. Quality Improvement Project: Practice and Purpose 
Planned with the Academy’s Quality Management 


Committee 


139. Quality Improvement Strategies for RDNs 
Planned with the Academy’s Quality Management 


Committee 


266. A New Prioritization Framework to Optimize 
Community Food Security 


Hall F1 
 


9 AM – 2 PM 


Scientific Posters: Wellness and Public Health (Authors present from 11:30 AM – 1 PM) 


 


 Room 175 ABC: overflow room 1 


 Room 194 AB: overflow room 2 
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Online Certificate of Training Programs

Public Health Nutrition – Level 2 – planned with the Association of State Public Health Nutritionist (ASPHN) and Committee, the Committee for Public Health/Community Nutrition and the Public Health and Community Nutrition dietetic practice group - New 2017! 


· Module 1 – Foundations of Public Health Nutrition  

· Module 2 – Public Health Nutrition Work

· Module 3 – Developing a Public Health Nutrition Plan

· Module 4 – Implementing and Evaluating a Public Health Nutrition Plan

· Module 5 – Building Partnerships and Collaborations

Nutrition Informatics – Level 2 - planned with the Nutrition Informatics Committee, the NIC Consumer Health Informatics Workgroup and the Interoperability and Standards Committee - New 2017!


· Module 1 - Overview of Informatics at the Academy, Academy Resources and Tools

· Module 2 - “Data Follows the Patient”: Interoperability, Patient Generated Data, Protected Health Information, Security and Ethics

· Module 3 - Communications: Current Capabilities and Future Endeavors: Social Media, Telehealth, the Direct Project, and Blue Button

· Module 4 - Nutrition in Electronic Health Records (EHR) and Health Information Technology

· Module 5 - Analytical Skills: Data Big and Small

Integrative and Functional Nutrition - Level 2 – planned with the Dietitians in Integrative and Functional Medicine dietetic practice group - New 2017!

· Module 1 - Introduction to Integrative and Functional Nutrition

· Module 2 - Digestive Health 

· Module 3 – Detoxification - Under Revision June 2017

· Module 4 - Inflammation


· Module 5 - Dietary Supplements


Culinary Nutrition: The Cornerstone of Healthy Eating - Level 2 – planned with the Food and Culinary Professionals dietetic practice group - New 2016!

· Module 1 - Food as a Key Component of Nutrition

· Module 2 - Food Safety and Ingredient Selection


· Module 3 - Beyond Cooking: Food Preparation Techniques


· Module 4 - Planning for Healthy Meals and Snacks


Vegetarian Nutrition - Level 2 - New 2015!


· Module 1 - Overview of Vegetarian Diets, Effects on Health and Chronic Disease Incidence


· Module 2 - Macro and Micronutrients in Vegetarian Diets 


· Module 3 - Vegetarian Nutrition Through the Lifecycle


· Module 4 - Putting it All Together: Helping your Clients follow a Vegetarian Diet

Supermarket Business and Industry Skills to Thrive in Retail Dietetics - Level 2 - New 2015!

· Module 1 - Retail 101: Navigating the Landscape

· Module 2 - Roles and Responsibilities of the Retail Dietitian: In store, regional and corporate


· Module 3 - Expanding Your Reach by Developing Internal & External Partnerships

· Module 4 - The Metrics of Success: ROI (Return on Investment) and Other Tools for Measuring Results

Advancing Your Role as Leader - Level 2  

· Module 1 - Emotional Intelligence: The Chemistry of Leadership


· Module 2 - Leadership Coaching and eMentoring: Advancing Your Core Leadership Skills


· Module 3 - Blurred Lines, Clear Head: Ethics and Leadership


· Module 4 - Crucial Conversation Success

Developing Your Role as Leader - Level 1 - Revised May 2016

· Module 1 - Transformational Governance: Enhancing the Organization's Ability to Succeed

· Module 2 - Exceptional Leadership: Initiating and Managing Change through Skill Development

· Module 3 - Leadership: An Appreciative Approach 


· Module 4 - Talking about Talking: Communicating as a Leader 


Executive Management - Level 1 - Revised March 2016

· Module 1 – Impact on the Profession and Use in Different Practice Settings 

· Module 2 – Managerial Communication: Why it Matters 


· Module 3 – Career Laddering and Succession Planning 

· Module 4 – Using Strategic Management to Enhance the Professional Competitive Advantage

Nutritional Counseling - Level 2 

· Module 1 - Counseling Techniques and Approaches that Support Behavior Change

· Module 2 - Empowerment: The Science of Goal Setting and Building Long Term Support 

· Module 3 - Transtheoretical Model and Motivational Interviewing

· Module 4 – Balancing Mental, Physical and Cultural Influences

Restaurant Menu Labeling: The Impact on the Environment of Nutrition and Dietetics - Level 1 - Currently Under Revised 2017

· Module 1 – Legislative Background, the Law and Emerging Trends

· Module 2 – Menu Analysis

· Module 3 – Working with Restaurants and Entrepreneurial Ventures for RDs

· Module 4 – Putting Restaurant Labeling Initiatives into Practice with Clients and Consumers

Food Allergies: Cutting Through the Clutter - Level 2 - Revised July 2017 

· Module 1 - Overview of Diagnosis to Management

· Module 2 - Food Allergies Through the Life Cycle

· Module 3 - Working with Manufacturers, Restaurants, and School Foodservice


· Module 4 - Food Allergy Management Toolkit


Chronic Kidney Disease Nutrition Management - Level 2 - Revised November 2014

· Module 1 – Chronic Kidney Disease Basics - Epidemiology, Identification and Monitoring, and Medical Nutrition Therapy

· Module 2 – Slow Progression of Chronic Kidney Disease (CKD) - Hypertension, Diabetes, Urine Albumin, and Cardiovascular Disease

· Module 3 – Complications - Complications May Increase as Kidney Function Declines

· Module 4 – The Diet for Chronic Kidney Disease

· Module 5 – The Transition from Chronic Kidney Disease to Kidney Failure

Web-based: 24/7, On-Demand E-Learning


· Parametric versus Nonparametric Statistics – New 2015!

· Standards of Practice and Standards of Professional Performance: Steering the RD Career in Diabetes – Currently Being Revised - 2016

· Disaster Preparedness & Emergency Management: Support for RDs and DTRs

Free CPE for Academy Members


· Practice Paper: Promoting and Supporting Breastfeeding


· Quiz


· Practice Paper: The Role of Nutrition in Health Promotion and Chronic Disease Prevention


· Quiz

· Leadership: Coaching and Communicating with Confidence  - presented by Academy National Sponsors

· Evidence Analysis Library Tutorial

· Nutrition Care Process — CPE Information

· Training in Adult Malnutrition

CPE: Activity Type 175


The following programs have been approved for RDs, RDNs and DTRs under Activity Type 175 in accordance with CDR guidelines. RDs and RDNs may claim up to 15 CPEUs under this CPE Activity Type in a recertification cycle; DTRs may claim up to 10 CPEUS. Learn more »

· Nutrition = Healthy Aging and Long Term Services and Supports 


· CPE Certificate
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Next Steps: Online Learning Priority Programming in Development



Coming Soon! Online Certificate of Training Program!  The Center for Lifelong Learning, will be introducing a new online certificate program with a focus on Research Methods Level 2 (see details below) for all Academy members at a reduced rate of $24 for each module or all four modules for 8 hours of CPEUs for $96. To receive the certificate associated with this training, all four modules and related tests must be completed and a subsequent final post-test exam in the last module must be passed with a minimum 80 percent score. The Certificate of Training can then be downloaded and printed from the site. Also, the existing Restaurant Menu Labeling CoT is in the initial stages of being revised and anticipated to be completed by the winter of 2017. A $5.00 price increase for online learning modules occurred November 1, 2015 for the first time since its’ inception in 1999. 

Online Certificate of Training Programs

Research Methods – Level 2 – Planned with RISA and DBPRN Oversight Committee. Draft Outline was reviewed by CLL. Final Outline Approved. Developers selected January 2017. Conf. Call Feb.  First Draft of Module 1 and Module 2 received July 2017 and under review by Research team. Module 4 under CLL review July 2017. Anticipated launch date fall 2017.

· Module 1 – Research Basics 

· Module 2 – Developing your Research Process - Part 1: Planning

· Module 3 – Developing the Research Process - Plan Part 2: Conducting Research

· Module 4 – Analysis and publication

Sustainable Food Systems – Level 2 – Planned with HEN DPG – Dianne Lollar/Ashley Colpaart. Outline finalized and developers starting on PPTs.  First module due March 2017 (Katie Brown Reviewer) Anticipated launch date spring 2018.

· Module 1 – Intro to the Food System 

· Module 2 – From Field to Plate

· Module 3 – Diet and Food Environments

· Module 4 – Community Food Security and Hunger

Treating Gluten Related Disorders – Level 2 - Planned with the MNPG Dietetic Practice Group sub-units DIGID (Dietitians in Gluten Intolerance Diseases) and IDN (Infectious Disease Nutrition) – Developers starting on PPTs, 0 Modules received to date.  Anticipated launch date winter 2018.

· Module 1 - Medical Aspects of Gluten-Related Disorders and Gluten-Free Dietary Treatment

· Module 2 - Going Gluten-Free: Moving Clients from Diagnosis to Implementation

· Module 3 - Enhancing Quality of Life in Individuals on a Gluten-Free Diet

· Module 4 – Gluten-Free Diet and the Lifecycle 

· Module 5 – Nonresponsive Celiac Disease (NRCD) and Developing Alternative Treatments

Health and Wellness Coaching – Level 2 – Planned with (BHN, NE, PN SCAN and the WM DPGs) Outline approved by CLL team 10-27-16. Developers selected and notified November 2016. Anticipated launch date fall 2018. 

· Module 1 – Coaching Framework and Basic Skills

· Module 2 – Coaching Techniques to Facilitate Behavior Change

· Module 3 – Using a Positive, Strength-Based Approach in Practice

· Module 4 – Coaching Techniques:  Application and Practice

Pediatric Cardiology CoT – Level 2 – Outline and potential ideas discussed with DPBRN July 2017. 

· Module 1 – (TBD) 

· Module 2 – (TBD)

· Module 3 – (TBD)

· Module 4 – (TBD)

Food Technology CoT – Level 2 – Outline and potential ideas to be discussed with IFT August 2017. 

· Module 1 – (TBD) 

· Module 2 – (TBD)

· Module 3 – (TBD)

· Module 4 – (TBD)

Nutrient Analysis CoT – Level 2 – Outline and potential ideas discussed with Books and Publications and Food and Nutrition Magazine staff July 2017. 

· Module 1 – (TBD) 

· Module 2 – (TBD)

· Module 3 – (TBD)

· Module 4 – (TBD)

Sports Nutrition (SCAN) – Level 2 – Initial Discussions and Concept – Draft outline submitted and reviewed and waiting for final outline. Potential developers will then discussed. Last call with Roberta Anding/Hope Barkoukis – January/ February 2016. Anticipated launch date fall 2018. 

· Module 1 – (TBD) 

· Module 2 – (TBD)

· Module 3 – (TBD)

· Module 4 – (TBD)

Diabetes MNT COT – Level 2 – Outline and potential ideas discussed with DCE Leadership last meeting. 

· Module 1 – (TBD) 

· Module 2 – (TBD)

· Module 3 – (TBD)

· Module 4 – (TBD)

Obesity and Weight Management – Level 2 – Outline and potential ideas being discussed regarding Pre-Cert Course– Anne W. 

· Module 1 – (TBD) 

· Module 2 – (TBD)

· Module 3 – (TBD)

· Module 4 – (TBD)

FNCE® 2017 – Chicago, IL  

FNCE® 2017 External Excursions/Hands on Workshops 10-21-17 – Contracts and Deposits sent Kendall College and Dominican University. Descriptions, Images and web content completed in April. Registration Open May. Shuttle Bus forms completed July.


· Kendall College – Iron Chef Hands on workshop 

· Dominican University – Simulation Lab and Hands on workshop 
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CONFLICT OF INTEREST POLICY 
 


 


 


 
 
This conflict of interest policy is designed to help any person serving as a director, officer or 
member of a Board, committee or task force of the Academy of Nutrition and Dietetics  identify 
situations that present potential conflicts of interest and to provide the academy with a procedure 
that will allow a transaction to be treated as valid and binding even if a director, officer or 
member of an the Academy Board, committee or task force has or may have a conflict of interest 
with respect to the transaction.  The policy is intended to comply with the procedure prescribed 
in The Illinois General Not for Profit Corporation Act, 805 ILCS 105/108.6, and the Federal 
Internal Revenue Code (the "Statutes") governing conflicts of interest for directors of nonprofit 
corporations.  In the event there is an inconsistency between the requirements and procedures 
prescribed herein and those in the Statutes, the Statutes shall control.  All capitalized terms are 
defined in Part 2 of this policy. 
 
1.  Conflict of Interest Defined.  For purposes of this policy, the following circumstances 


shall be deemed to create Conflicts of Interest: 
A.  Outside Interests. 


(i)  A Contract or Transaction between the Academy and a Responsible Person or 
Family Member. 


(ii)  A Contract or Transaction between the Academy and an entity in which a 
Responsible Person or Family Member has a Material Financial Interest or of 
which such person is a director, officer, agent, partner, associate, trustee, 
personal representative, receiver, guardian, custodian, conservator or other 
legal representative. 


 B.  Outside Activities. 
(i)  A Responsible Person competing with the Academy in the rendering of 


services or in any other Contract or Transaction with a third party. 
(ii)  A Responsible Person's having a Material Financial Interest in, or serving 


as a director, officer, employee, agent, partner, associate, trustee, personal 
representative, receiver, guardian, custodian, conservator or other legal 
representative of, or consultant to; an entity or individual that competes 
with the Academy in the provision of services or in any other Contract or 
Transaction with a third party. 


2.  Definitions. 
A.  A "Conflict of Interest" is any circumstance described in Part 1 of this Policy. 
B.  A "Responsible Person" is any person serving as director, officer or member of an 


the Academy Board committee or task force. 
C.  A "Family Member" is a spouse, parent, child or spouse of a child, brother, sister, 


or spouse of a brother or sister, of a Responsible Person. 
D.  A "Material Financial Interest" in an entity is a financial interest of any kind, 


which, in view of all the circumstances, is substantial enough that it would, or 
reasonably could, affect a Responsible Person’s or Family Member’s judgment 
with respect to transactions to which the entity is a party. 







E.  A "Contract or Transaction" is any agreement or relationship involving the sale 
or purchase of goods, services, or rights of any kind, the providing or receipt of a 
loan or grant, or the establishment of any other type of pecuniary relationship with 
the Academy.  The making of a gift to the Academy is not a Contract or 
Transaction. 


 
3.  Procedures. 


A. Prior to board, committee or task force action on a Contract or Transaction 
involving a Conflict of Interest, a director, officer, committee or task force 
member having a Conflict of Interest and who is in attendance at the meeting shall 
disclose all facts material to the Conflict of Interest.  Such disclosure shall be 
reflected in the minutes of the meeting. 


B. A director, officer, committee or task force member who plans not to attend a 
meeting at which he or she has reason to believe that the board or committee will 
act on a matter in which the person has a Conflict of Interest shall disclose to the 
President or chair of the meeting all facts material to the Conflict of Interest.  The 
President shall report the disclosure at the meeting and the disclosure shall be 
reflected in the minutes of the meeting. 


C. A person who has a Conflict of Interest shall not participate in or be permitted to 
hear the Board’s, committee’s or task force discussion of the matter except to 
disclose material facts and to respond to questions.  Such person shall not attempt 
to exert his or her personal influence with respect to the matter, either at or 
outside the meeting. 


D.  A person who has a Conflict of Interest with respect to a Contract or Transaction 
that will be voted on at a meeting may be counted in determining the presence of 
a quorum for purposes of the vote, but may not be counted when the Board of 
Directors, committee’s or task force’s takes action on the Transaction or Contract.  
The person having a conflict of interest may not vote on the Contract or 
Transaction and shall not be present in the meeting room when the vote is taken, 
unless the vote is by secret ballot.  Such person’s ineligibility to vote shall be 
reflected in the minutes of the meeting.  


E. Responsible Persons who are not members of the Board of Directors of the 
Academy, or who have a Conflict of Interest with respect to a Contract or 
Transaction that is not the subject of Board, committee or task force action, shall 
disclose to the President or the President’s designee any Conflict of Interest that 
such Responsible Person has with respect to a Contract or Transaction.  Such 
disclosure shall be made as soon as the Conflict of Interest is known to the 
Responsible Person.  The Responsible Person shall refrain from any action that 
may affect the Academy's participation in such Contract or Transaction. 
In the event it is not clear whether a Conflict of Interest exists, the individual with 
the potential conflict shall disclose the circumstances to the President or the 
President’s designee, who shall determine whether there exists a Conflict of 
Interest that is subject to this policy. 







4.  Confidentiality. 
A. Each Responsible Person shall exercise care not to disclose confidential 


information acquired in connection with such status or information the disclosure 
of which might be adverse to the interests of the Academy in accordance with the 
Academy's Confidentiality Policy currently in effect. 


 
5.  Review of Policy. 


A. Each new Responsible Person shall be required to review a copy of this policy 
and to acknowledge in writing that he or she has done so. 


B.  Each Responsible Person shall annually complete a disclosure form identifying 
any relationships, positions or circumstances in which the Responsible Person is 
involved that he or she believes could lead to a Conflict of Interest.  Such 
relationships, positions or circumstances might include service as a director of or 
consultant to a nonprofit organization, or ownership of a business that might 
provide goods or services to the Academy.  


C.  This policy shall be reviewed annually by each member of the Board of Directors, 
committees or task forces.  Any changes to the policy shall be communicated 
immediately to all Responsible Persons. 


 
 







 
 
 
CONFLICT OF INTEREST POLICY 
 


 


 


 
 
The Board of Directors of the Academy of Nutrition and Dietetics wishes to avoid possible 
conflict of interest involving its directors, officers or members of the Academy Board, committee 
or task force as defined by state and federal law, in accordance with the Academy Conflict of 
Interest Policy currently in effect.  In addition, the Board wishes for all directors, officers, or 
members of the Academy Board, committee or task force continually be cognizant of their 
fiduciary duties to the Academy arising out of their positions of confidence within the 
organization, in accordance with the Academy Conflict of Interest in effect.  Therefore, the 
Board requests that each director, officer, or member of an Academy Board, committee or task 
force attest to the following statements: 
 
 
I, ____________________________________________________, state the following:  
 
 
1. I have read and understand the Academy Conflict of Interest Policy. 
 
 
2. I attach a list of all my affiliations with any person (including any officer or employee of 


the Academy or engagement in business with the Academy and/or related organizations 
units), corporation, or other entity with which I have reason to believe the Academy does 
business (check one). 


 
 _____    I HAVE NO AFFILIATIONS WITH SUCH PERSONS OR ENTITIES. 
 
 _____    LIST ATTACHED - See Next Page 
 
 
3.  I shall amend this list as my affiliations or the Academy duties change.  
 
 
4.  If I become aware that any member of my family (parents, brothers and sisters, children, 


spouse, and/or in-laws) is engaged or proposed to be engaged in business with the 
Academy, I shall disclose my relationship with the person(s) concerned and the nature of 
this business to the President or chair of the Academy committee or task force.  


 
 
5.  I understand that I am not to participate in any decision or vote on an issue in which I 


may have conflicts of interest because of affiliations listed herein. 
 
 
Signature  Date  
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		CONFLICT OF INTEREST POLICY

		1.  Conflict of Interest Defined.  For purposes of this policy, the following circumstances shall be deemed to create Conflicts of Interest:

		(i)  A Contract or Transaction between the Academy and a Responsible Person or Family Member.

		(ii)  A Contract or Transaction between the Academy and an entity in which a Responsible Person or Family Member has a Material Financial Interest or of which such person is a director, officer, agent, partner, associate, trustee, personal representat...

		3.  Procedures.

		4.  Confidentiality.

		5.  Review of Policy.



		Date: 

		Insert Name: 

		Check Box1: Off

		Check Box2: Off

		List of Affiliations: 
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Committee for Lifelong Learning (CLL) 


Conference Call  


Thursday, July 27, 2017 


11:00 AM – 12:00 PM CT 


Dial-In Number: 866/477-4564 


Participant Code: 18 30 45 73 27# 


 


 


 


TIME AGENDA ITEM  PRESENTER ANTICIPATED 


OUTCOME 


11:00 am CALL TO ORDER R. Anding  


11:00 am 1.0 Consent Agenda* 


1.1 FNCE® 2017 Keynote Speakers 


1.2 Featured Lectures  


1.3 FNCE® Session Grid 


1.4 Online Learning Report (Current)  


1.5 Online Learning Report (Next Steps)  


1.6 2016-17 CLL Roster 


1.7 2017-18 CLL Roster 


1.8 Conflict of Interest 


Is there any conflict of interest related to the 


agenda that you need to declare? 


R. Anding  Action  


11:05 am 2.0 Regular Agenda & Roll Call  


 Does the committee accept the agenda as 


written?  


R. Anding Action  


11:10 am 3.0 Welcome 2017-2018 CLL Members L. Granich Information/Discussion 


11:15 pm 4.0 FNCE® 2017 Session Planning 


4.1  FNCE® Updates 


4.2  Centennial Celebration  


4.3  CLL Planned Sessions 


4.4   Leadership Track 


4.5   Slide Reviews  


4.6 Onsite at FNCE®- Breakfast meeting, 


roles/expectations  


R. Anding/All 


 


Information/Discussion 


11:30 pm 5.0 FNCE® 2018 


5.1  2018 Call for Sessions 


      5.2   Anchor Sessions 


      5.3   Other visions? 


R. Anding/All 


 


Information/Discussion 


11:45 pm 6.0 Webinars 


6.1 Planning and Vetting  


L.Granich/J.LasCola Information/Discussion 


12:00 pm Adjournment   
 


 Attachment [Material(s) to be reviewed] 


*All items in the Consent Agenda are considered to be routine.  There will be no separate discussion of these items unless a Committee 


for Lifelong Learning member requests.  In the event a request is made, the item will be removed from the Consent Agenda and 


considered separately 
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Registration and Housing Now Open


C E N T E N N I A L  C E L E B R A T I O N
Saturday, October 21 from 6 p.m. to 7:30 p.m. (following Opening Session)


Enjoy a cocktail and hors d'oeuvres as you mingle with attendees and exhibitors!


More information to follow.


Saturday, October 21 – Tuesday, October 24


McCormick Place West • Chicago, Illinois


T H E  A C A D E M Y  O F  N U T R I T I O N  A N D  D I E T E T I C S  


C O R D I A L L Y  I N V I T E S  Y O U  T O  A T T E N D  O U R


Follow #FNCE on Twitter at @eatrightFNCE!
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CLL Planned Sessions 
 


October 22, 2017 


 8:00-9:30 AM 


 


128. Building Healthier Futures: The First 1000 Days 
 


Adrianna Logalbo 


Managing Director 


1,000 Days 


 


Alison Stuebe, MD, Msc, FACOG, FABM 


Medical Director of Lactation Services: Associate Professor of Maternal-Fetal Medicine 


UNC Health Care 


 


The effects of malnutrition during the first 1,000 Days, during a woman’s pregnancy, until her child’s 2nd 


birthday, can last a lifetime. Despite the immense challenge of improving the health of both mothers and babies, 


Registered Dietitian Nutritionists are uniquely positioned to influence positive change during this most critical 


time period. Come learn how you can build healthier futures with leaders from the 1,000 Days project, which is 


working worldwide on policy and funding opportunities to ensure mothers and babies are valued, healthy, and 


well nourished. 


10:00-11:30 AM 


 


134. You Are What You Just Ate 
 


Luc van Loon, PhD 


Professor of Physiology of Exercise 


Maastricht University Medical Centre 


 


Skeletal muscle protein is constantly being synthesized and broken down, with a turnover rate of about 1-2% 


per day. The rate of skeletal muscle protein synthesis is regulated by two main metabolic stimuli, food intake 


and physical activity. Food intake, or specifically protein ingestion, directly elevates muscle protein synthesis 


rates. The dietary protein derived essential amino acids and leucine in particular, act as signaling molecules 


activating anabolic pathways in skeletal muscle tissue and by providing precursors for muscle protein synthesis. 


Ingestion of a meal-like amount of dietary protein (~20 g) elevates muscle protein synthesis rates for several 


hours following ingestion, resulting in net muscle protein accretion. A substantial part of the ingested protein 


derived amino acids are taken up and directly used to support the post-prandial rise in muscle protein synthesis 


rate following ingestion of a single bolus of protein. The dietary protein derived amino acids not only present 


themselves as strong signaling molecules, but also act as direct precursors for de novo muscle protein 


synthesis. In short, ingestion of a single meal-like amount of protein allows ~55% of the protein derived amino 







 


 


acids to become available in the circulation, thereby improving whole-body as well as leg muscle protein 


balance. Approximately 20% of the protein derived plasma amino acids will be taken up in skeletal muscle 


tissue during a 5 h post-prandial period, thereby stimulating muscle protein synthesis rates and providing 


precursors for de novo muscle protein. In conclusion ‘you are what you just ate’. When food is ingested after a 


bout of physical activity the post-prandial muscle protein synthetic response is augmented, with higher muscle 


protein synthesis rates sustained over a more prolonged period of time. In other words, when you ingest protein 


following a bout of physical activity ‘you become even more of what you just ate’.  


 


3:30-5:00 PM 


 


127. Nutrigenomics: Is it ready for Prime Time? 
 
Ahmed El-Sohemy, PhD 
Canada Research Chair in Nutrigenomics 
University of Toronto 
 


There is increasing awareness among nutrition researchers, educators, healthcare professionals and 
consumers that the one-size-fits-all, population-based approach to nutritional guidance is inefficient and 
sometimes ineffective. Research in the field of nutrigenetics and nutrigenomics and has provided important new 
insights into the role of human genetic variation in modifying the response to nutrients and food bioactives. This 
session will review the scientific evidence, explain the benefits and limitations of genetic testing and describe 
criteria that can be used to determine the clinical validity and utility of consumer genetic tests for personalized 
nutrition. 
 


 


 


129. The Inclusive Table: Vegan Meals Omnivores Will Love 
 


Michele Redmond, MS, RDN 


Dietitian Chef & Food Enjoyment Activist 


The Taste Workshop 


 


Enette Larson-Meyer, PhD, RD, LD, CSSD, FACSM 


Professor of Human Nutrition at the University of Wyoming 


University of Wyoming 


 


Plant-focused eating is growing in popularity but can feel exclusive and limiting for omnivores. This interactive 


cooking session shares practical culinary techniques and flavor sensory considerations to make plant-centric 


meals appeal to all eaters and explores the nutrient benefits, challenges and myths of vegan meals. The 


session includes demonstrations showing how to create and use recipe templates to adapt vegan meals for all 


eaters and embrace seasonal variation. 


 


 


 







 


 


October 23, 2017 


8:00-9:30 AM 


 


132. Food Fraud: What's on My Plate, What's in it and is it Safe 


Rosalee Hellberg, PhD 


Assistant Professor, Food Science 


Chapman University 


 


Steven Sklare REHS, CP-FS, LEHP 


Director, Customer Engagement-Food Program 


United States Pharmacoopeia 


 


Food fraud is growing as some look to economic gain but it has a much larger implication than that caused by 


deliberately substituting ingredients for cost benefit. The consequences can be related to religious beliefs and 


even more importantly it can have health concerns including death due to allergens that are not listed.  Food 


fraud leads to mistrust of the food service industry as a whole.  Mislabeling can occur at any point within the 


supply chain.  This session will explain food fraud; identify foods prone to fraud and adulterations; explain DNA 


testing in the detection of species mislabeling, and discuss how the standards are set for food ingredients. 


 


133. Optimizing Your Online Presence Using Search Engine Optimization 


Sol Orwell 


Editor in Chief 


SJO.com 


 


 


Abbey Sharp, RD 


CEO  


Abbey's Kitchen 


 


The internet is saturated with nutrition misinformation on a daily basis and sound online content from experts 


can be muted by flashy, unsubstantiated information.  Search Engine Optimization (SEO) is the game changer 


that can amplify RDN voices and land sound nutrition content at the top of any search result. In this session, we 


have an SEO expert and a leading nutrition influencers who will provide in-depth methods to optimize your 


webpage and social media posts to get more views and likes than ever before. 


 


1:30-3:00 PM 


 


121. Hot Career Paths in Nutrition: Expert Panel 


Anne Wolf MS, RDN 


Owner 


NutritionFirst 







 


 


 


Dawn Jackson Blatner RDN, CSSD 


Author & Media Personality 


dawnjacksonblatner.com 


 


Donna Manring NDTR 


DTR 


Innovative Dining Solutions 


 


Rebecca Lewis MS, RDN 


Head Dietitian  


HELLOFRESH 


 


This informal, interactive session highlights four outstanding dietetic professionals who have taken their careers 


in exciting, non-traditional directions.  Our expert panel includes dietetic entrepreneurs working in media, home 


delivered meals, business consulting and training, and telehealth. 


3:30-5:00 PM 


 


124. Challenges in Understanding the Causes and Consequences of Obesity 


 


Thorkild IA Sørensen MD, Dr Med Sci, Dr HC. 


Professor of Metabolic and Clinical Epidemiology 


University of Copenhagen 


 


Obesity reflects a preceding slow cumulative positive energy balance. Whether it is primarily due to a minutely 


increased input, decreased expenditure or increased deposition remains unclear. Obesity leads to increased 


energy expenditure and hence increased energy needs, making it difficult to distinguish the processes and a 


challenge to interfere. Genetic predisposition and environmental exposures are involved, but which specific 


factors are operating and when remain to be clarified. The strong association between psycho-socio-economic 


factors and obesity calls for a new theory. Obesity is associated with metabolic alterations predisposing to 


several diseases, with diabetes and cardiovascular diseases as the most prominent. However, some of the 


obese escape the problems, whereas some skinny fat may suffer from them. The link between the accumulation 


of the excess though inert triglyceride in fat cells and the metabolic alterations may be explained by the adipose 


expandability theory. 


 


125. Perception and Reality for the Future of Food: Biotechnology in Sustainable 


Agriculture  


 


Pamela Ronald, PhD 


Professor 


University of California Davis 


 


William Hallman, PhD 


Professor and Chair 


Department of Human Ecology, Rutgers University 


 







 


 


 


The public wants to understand more about how food is grown. Future global food systems need to address 


food insecurity and sustainable agricultural practices to feed the world. Public controversy exists on the best 


way to achieve these goals. This hot topic is challenging to discuss yet drives many food decisions by the public 


- the perception of genetically engineered foods [GE]. Health Care professionals must be prepared to 


understand how people navigate this topic as it arises with their patient/audience populations. With experts in 


both the psychology of learning and agricultural practices, this session will explore the reasons for the public 


perception and acceptance (or lack thereof) to GE foods, [framed by individual values].  The science of this 


tendency as well as a review of scientific practices for both conventional and organic farming practices will be 


presented. 


 


October 24, 2017 


 8:00-9:00 AM 


 


126. The Intestinal Microbiome in Undernutrition: Cause, Effect, or Both? 


Dr. Geoffrey Preidis, MD, PhD 


Pediatric Gastroenterology Hepatology, and Nutrition 


Baylor College of Medicine and Texas Children’s Hospital 


 


Undernutrition remains one of the most pressing global health challenges today, contributing to nearly half of all 


deaths in children under five years of age. Although insufficient dietary intake and environmental enteric 


dysfunction are often inciting factors, evidence now suggests that unhealthy gut microbial populations 


perpetuate the vicious cycle of pathophysiology that results in persistent growth impairment in children. The 


metagenomics era has facilitated new research identifying an altered microbiome in undernourished hosts and 


has provided insight into a number of mechanisms by which these alterations may affect growth. This session 


will summarize a range of observational studies that highlight differences in the composition and function of gut 


microbiota between undernourished and healthy children; will discuss dietary, environmental and host factors 


that shape this altered microbiome; will examine the consequences of these changes on host physiology; and 


will consider opportunities for microbiome-targeting therapies to combat the global challenge of child 


undernutrition. 


9:45-11:15 AM 


 


120. Dietary Supplements: What You Need To Know and Why 


Johanna Dwyer, DSc, RD 


Director; Senior Nutrition Scientist 


Frances Stern Nutrition Center; National Institute of Health, Office of Dietary Supplements 


 


Paul Coates, PhD 


Director, Office of Dietary Supplements (ODS) 


National Institutes of Health 


 



http://s19.a2zinc.net/clients/Academy/FNCE2017/Public/SessionDetails.aspx?FromPage=Sessions.aspx&SessionID=1067&SessionDateID=27





 


 


Paul Thomas, EdD, RDN 


Scientific Consultant 


NIH Office of Dietary Supplements 


 


Dietary supplements are widely used by the American public; sales approach $40 billion.  Evidence for their 


efficacy is mixed and sometimes quite meager; for some, adverse health effects have been reported.  The 


Office of Dietary Supplements (ODS) at the National Institutes of Health (NIH) evaluates and supports research, 


develops resources for investigators, and provides outreach and communication to consumers, healthcare 


providers, and others in the stakeholder community.  These will be touched on during the course of a session 


that will use case studies and audience interaction to explore challenges in dietary supplement research as well 


as challenges in conveying information to the public. 


 


123. Body Composition: Growing Beyond BMI 


 


Dympna Gallagher, EdD 


Professor of Nutritional Medicine 


Columbia University 


 


Dr. Tim Lohman, PhD 


Professor Emeritus 


The University of Arizona 


 


Beyond BMI, body composition is increasingly recognized as central to a robust assessment of health risks. 


While BMI and waist circumference have served as a surrogate of body composition historically, new 


technologies, new applications of existing technologies, and an advanced understanding of the role of muscle 


and its quality in health have challenged us to advance our working knowledge and application of 


comprehensive body composition analysis to better understand the role of body composition in health. This 


session will inform on the limitations and gaps related to current, largely BMI-based, approaches, inform on the 


rapidly advancing field and challenge us to acquire the necessary knowledge and skills to apply newer 


approaches in dietetics research and practice. 
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STACEY HANKE 


            Founder 


    Stacey Hanke, Inc. 


 


  @StaceyHankeInc 


 
https://staceyhankeinc.com/  


         


SUNDAY, OCTOBER 22   
 


COMMUNICATION • INFLUENCE 
 


When was the last time you made a change in how you communicate? 


Nothing gets accomplished without the ability to influence others to act 


on what you have to say. Lack of influence is equivalent to having great 


ideas only you know and care about. Without it, no one follows. 


Without followers, your day-to-day responsibilities become difficult to 


achieve.  


 


Are you as influential as you think you are? Learn how to see yourself 


as others see you, as well as how to avoid mistakes that can decrease 


your influence. This session will dispel the most common influence 


myths and instruct leaders on how to stop sabotaging themselves in 


order to leave a positive, lasting impression. 


  


We help individuals create a consistent personal brand. The value our 


participants receive is through the practical skills and techniques they 


can apply in their day-to-day interactions. We provide how-to’s for 


communicating with brevity, clear and concise messages, adapting 


messages on the fly to meet listeners’ needs and reach a call-to-action.  


 


 
 


 


Stacey Hanke is founder of Stacey Hanke, Inc. She has trained and presented to thousands to rid 


business leaders of bad body language habits and to choose words wisely, spanning industries such 


as finance, healthcare, and government. Her client list is vast, including Coca-Cola; FedEx; Kohl’s; the 


United States Army, Navy, and Air Force; Publicis Media; Nationwide; US Cellular; Pfizer; GE; General 


Mills; and Abbvie. Her team works with a range of positions, up to C-suite leaders. In addition to her 


client list, she has been the emcee for Tedx. She has inspired thousands as a featured guest on media 


outlets, including The New York Times, Forbes, SmartMoney magazine, Business Week, Lifetime 


Network, Chicago WGN and WLS-AM. 


 


 


      



https://staceyhankeinc.com/





 


 
 


 


 


 


MONDAY, OCTOBER 23 
 
CHANGE MANAGEMENT• DIVERSITY • TEAM COLLABORATION  


  


Exceptional Leadership Is An Artform 


 


The struggle is real for every type of manager. You’ve got 


to support company strategies and goals, inspire 


confidence inside and even outside the organization, and 


function as a mentor, boss, coach, friend and therapist. And 


that’s all before your 11:00. 


 


Using the very same principles Second City directors 


employ to create critically acclaimed shows with 


performers, producers, writers, musicians and stage crews, 


we can show you how leaders who champion a 


collaborative space yield more original ideas and creativity 


from the team. 


 


The key principles of our proven leadership learning: 


o Recognizing and encouraging diverse ideas and 


voices 


o Creating and evaluating–but not at the same time 


o Prioritizing trusting your colleagues over your need 


to be “right” 


o Allowing your idea to become everyone’s idea 


o Building trust and expanding influence 


 


 
       


Second City’s unique way of fostering talent has cultivated generation after generation of the world’s 


most iconic comedians, actors, writers, directors and leaders. Somewhere along the way, we started 


noticing something surprising. When CEOs, marketers, learning officers and educators gave our 


methods a try, the results were undeniable–the very fundamentals that created stars on stage also 


created stars in the business world. It wasn’t crazy; it was a pattern, and it was happening over and 


over and over. 


Today, Second City finds itself back where it all began–at The University of Chicago–as part of an 


exclusive partnership with the Center for Decision Research at The Booth School of Business. The 


scientific objective? To research behavioral science through the lens of improvisation, allowing 


further development of our vast trove of executive education programs steeped in the ever-adaptable 


(and unabashedly fun) principles of improv. 


Simply put, we make work better. 


 


   @SecondCityWorks 


http://secondcityworks.com


/ 



http://secondcityworks.com/

http://secondcityworks.com/
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Committee for Lifelong Learning 


FNCE® Breakfast 


Saturday, October 21st 


7:30 – 9:00 AM 


Hyatt Regency Chicago 


151 E Upper Wacker Dr, Chicago, IL 60601 


Room: Skyway 260 
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Academy Lifelong Learning Webinar -Subject Matter Expert Review Form 


 


 


The Committee for Lifelong Learning guides all programming using the Academy Strategic Plan, CDR’s 


portfolio aggregate data and HOD trends analysis. The Academy value of “lifelong learning” guides the 


committee in their work to develop and promote opportunities which enhance members’ knowledge and 


skills in expanding and evolving practice environments. 


 


The Academy’s Lifelong Learning Webinar series aims to:  


 showcase or release new information  


 highlight outcomes 


 provide applications to dietetics practice 


 align with the Academy's Strategic Plan   


 address Evidence Based Practice 


Speaker requirements:  


 All speakers must have a strong, demonstrated lecturing experience, practice area or research 


expertise noted in the CV submission.  


 State, regional and/or national speaking experience is required.  


 Highly established experts in their field — recently published, presented, and/or possess 


extensive practitioner knowledge in a specialized subject area.   


 


General Information 


Activity/Program Title:  


Webinar Date:  


Review Date:  


 


Reviewer Information 


 


Reviewer Name:  


Reviewer Credentials:  


Demonstrated Expertise 


in Content Area: 


 


 


 


 


 


 


General Information 


 


CPE Level:  Level 1:  Little or no prior knowledge of subject 


 Level 2:  General knowledge of literature and professional practice in 


areas covered. 


 Level 3:  Thorough knowledge of literature and professional practice in 


areas covered. 


 


Is this topic appealing to 


RDNSs/NDTRs? 
 Yes 


 No 


Comments:  


Is this new or essential 


practice information? 


 


 


Comments:  



https://www.andeal.org/

http://www.eatrightpro.org/resources/leadership/board-of-directors/strategic-plan





 


Academy Lifelong Learning Webinar -Subject Matter Expert Review Form 


Are course objectives 


clearly stated? 


 


 


Comments:  


Is this speaker an expert 


on this topic? 


(credentials, level of expertise, experience) 


 


 


 


Is the proposal presented 


objectively? 
 Yes 


 No 


Comments:  


Are any controversial 


issues presented fairly? 
 Yes 


 No 


Comments:  


Is this evidence-based?  Yes 


 No 


If no, why not?    


Would you recommend 


this as an Academy 


Webinar? 


 Yes 


 No 


Comments:  


 


 


Final Comments 


Confidential Comments:  


 


 


 


Comments and 


Recommendations for 


Presenter: 


 


 


 


 


 


 


Reviewer Signature: _________________________________      Date:  _____________________  
 





		fill_1: 

		Comments: 

		Comments_2: 

		credentials level of expertise experience: 

		fill_5: 

		fill_6: 

		fill_7: 

		fill_8: 

		Date: 

		Text8: 

		Text9: 

		Signature: 

		Title: 

		Proposed Date: 

		Review Date: 

		Reviewer Name: 

		Reviewer Credentials: 

		Expertise: 

		Check Box 1: Off

		Check Box 2: Off

		Check Box 3: Off

		Check Box 4: Off

		Check Box 5: Off

		Check Box 6: Off

		Check Box 7: Off

		Check Box 8: Off

		Check Box 9: Off

		Check Box 11: Off

		Check Box 12: Off

		Check Box 13: Off

		Check Box 14: Off

		Check Box 15: Off

		Check Box 16: Off

		Check Box 17: Off

		Check Box 18: Off
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DONATE today in recognition of this major milestone and support our Second Century Initiative!

 

 

From: Lori Granich  

Sent: Thursday, July 20, 2017 4:33 PM 

 To: Roberta Anding <RobertaAnding@gmail.com>; Cynthia Thomson

<cthomson@email.arizona.edu>; Christine Weithman (cweithman@hmrboston.com)

<cweithman@hmrboston.com>; Hope Barkoukis (Hope.Barkoukis@case.edu)

<Hope.Barkoukis@case.edu>; Gigi Kwok <gigi.y.kwok@gmail.com>; Meghan Adler

<Meghan.Adler@ars.usda.gov>; Kathleen Niedert <kniedert@aol.com>; Mary Beth Kavanaugh

<mxk109@case.edu>; Zachari Breeding <zacharibreeding@gmail.com>; Kimberly Kirchherr

<kimberly.kirchherr@gmail.com>; Anne Marie Davis <amdavis@newhaven.edu>; Donna Martin

<DMartin@Burke.k12.ga.us> 

 Cc: Diane Enos <denos@eatright.org>; Joe LasCola <jlascola@eatright.org>; Susan Baron

<sbaron@eatright.org>; Ryan Crinnigan <rcrinnigan@eatright.org> 

 Subject: AGENDA ITEMS: CLL Conference Call: Thursday, July 27 (11:00 AM- Noon CST)

 

 

Good afternoon CLL Leaders, 

 

Attached are the agenda items for the call next Thursday. Dial in number and details follow and

are also on the attached agenda (Item 2.0).

 

 

Dial in: 866/477-4564

 

 

Passcode: 18 30 45 73 27#

 

  

Talk to you soon. 

 

Lori

 

 

 

 

Lori Granich, MBA, RDN
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Director, Lifelong Learning and Engagement

 

Academy of Nutrition and Dietetics

 

120 South Riverside Plaza, Suite 2190

 

Chicago, IL 60606-6995

 

312/899-4895

 
lgranich@eatright.org 
www.eatright.org

 

 

 

 
DONATE today in recognition of this major milestone and support our Second Century Initiative!
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84. RE: For review: draft of October 2017 president's page

From: Tom Ryan <Tryan@eatright.org>

To: DMartin@Burke.k12.ga.us <DMartin@Burke.k12.ga.us>

Cc: Doris Acosta <dacosta@eatright.org>

Sent Date: Jul 25, 2017 17:30:55

Subject: RE: For review: draft of October 2017 president's page

Attachment: image002.jpg

Hi, Donna: It appears nothing was attached to your email. Can you please let us know where in

the text you’d like us to make the two edits? Thank you!

 

 

 

 

Tom

 

 

 

From: Donna Martin [mailto:DMartin@burke.k12.ga.us]  

Sent: Tuesday, July 25, 2017 4:09 PM 

 To: Tom Ryan <Tryan@eatright.org> 

 Cc: Doris Acosta <dacosta@eatright.org> 

 Subject: Re: For review: draft of October 2017 president's page

 

 

Tom,  I made just two tiny edits.  One was putting in a space and the other was changing in to on. 

You have created another great journal article.  I love that we featured a DTR and I will push that

out on social media when this is published. 

 

I have an idea for the next President's page. I would like to focus on teaching people how to cook. 

I would like to do something on Blue Apron/Hello Fresh.  I do have  a contact for the dietitian at

hello fresh.  Rebecca Lewis, MS RD. Her email is didyouknow213@yahoo.com

 

 

I would like to also include the Charlie Cart Project that we are doing in our School district that

teaches children to cook.  The contact for that is Kara LeClair at 706-554-2306

Kleclair@burke.k12.ga.us

 

 

The other person who I would like to include that does cooking classes is Rosemary Riley and her

information is below. 
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Dear Donna,  It was nice to meet you in person at the PAC breakfast during the PPW in D. C. in

June.  I live in Columbus, Ohio which I understand you visit and my daughter graduated from the

University of Georgia in 2009.   She had a great experience there and got a job in PR one month

after graduation with Weber- Shandwick in New York City.  She has been there for 7 years and is

doing well in healthcare PR.  

 

Just as background for you, I retired from Abbott Nutrition  3 years ago after working there for

more than 25 years.  I had many different positions in R&D but my final project was the creation of

the Abbott Nutrition Health Institute.  I still do some consulting for them.

 

 

I have spent the last three years working in the community, primarily focusing on culinary nutrition

programming for people with diabetes, seniors, and cancer survivors.  I am on the Board and

Chairman of the Health Committee, and volunteer instructor for Cooking Matters, one of the 4

programs  offered by a local non-profit,  Local Matters. I also volunteer for the JamesCare for life

program where we harvest from the Garden of Hope at 11:00 am and then cook with cancer

survivors at 6:00 pm.  

 

I am also involved with the Culinary Medicine program offered to OSU Med Students and

Nationwide Children's Hospital residents.  Local Matters provides the Culinary guidance and

kitchen facilities.  I am concerned that the role of the dietitian are not reinforced in these programs.

 I signed up to help with the dishes to make sure there was a dietitian in the room.  I demonstrated

my worth over time but they did not feel it was needed to start. It feels like the nutrition expert is

the chef or possibly physicians when we both know that neither group has had the training that is

needed to help our patients. 

 

 

Please contact me the next time you are planning on coming to Columbus. I would love to show

you the work that we are doing here.

 

 

Warmest regards, Rosemary

 

 

Rosemary E. Riley, PhD, LD 

President, Straight Talk: Nutrition, LLC

 
rosemary.rileyphd@gmail.com

 

614-325-8983
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Hope this makes sense?  Let me know what you think.  I really am concerned that dietitians

coming out of school do not know how to cook either!  

Thanks for making this year such a pleasure for me!

 

 

Donna S. Martin, EdS, RDN, LD, SNS, FAND

 

Director, School Nutrition Program

 

Burke County Board of Education

 

789 Burke Veterans Parkway

 

Waynesboro, GA  30830

 

work - 706-554-5393

 

fax - 706-554-5655

 

President of the Academy of Nutrition and Dietetics 2017-2018

 

From: Tom Ryan <Tryan@eatright.org> 

 Sent: Tuesday, July 25, 2017 2:17 PM 

 To: Donna Martin 

 Cc: Doris Acosta 

 Subject: For review: draft of October 2017 president's page 

 

Hi, Donna: Attached for your review is our draft of your October president’s page on farm to school

and farm to hospital programs. Each of the three members we quoted were very happy to be a

part of this page and they gave us great information. Can you please let us know if this text is OK,

or if you’d like us to make any edits, which we’re glad to do. With your OK, we’ll forward it to the

Journal.

 

Thank you very much, talk to you soon!

 

 

Tom
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Tom Ryan

 

Senior Editorial Manager

 

Strategic Communications Team

 

Academy of Nutrition and Dietetics

 

120 South Riverside Plaza, #2190

 

Chicago, Ill. 60606

 

312/899-4894

 
www.eatright.org

 

 

 
DONATE today in recognition of this major milestone and support our Second Century Initiative!
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85. RE: For review: draft of October 2017 president's page

From: Tom Ryan <Tryan@eatright.org>

To: DMartin@Burke.k12.ga.us <DMartin@Burke.k12.ga.us>

Cc: Doris Acosta <dacosta@eatright.org>

Sent Date: Jul 25, 2017 17:29:26

Subject: RE: For review: draft of October 2017 president's page

Attachment: image001.jpg
image004.jpg

Thank you, Donna! That’s great to hear, we’ll move the text forward to the Journal with your edits.

 

 

Excellent idea for the November page as well. We’ll contact these RDs and get their perspectives,

and send you a draft text by this time in August. Talk to you soon!

 

 

 

Tom

 

 

 

 

Tom Ryan

 

Senior Editorial Manager

 

Strategic Communications Team

 

Academy of Nutrition and Dietetics

 

120 South Riverside Plaza, #2190

 

Chicago, Ill. 60606

 

312/899-4894

 
www.eatright.org

 

 

 
DONATE today in recognition of this major milestone and support our Second Century Initiative!
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From: Donna Martin [mailto:DMartin@burke.k12.ga.us]  

Sent: Tuesday, July 25, 2017 4:09 PM 

 To: Tom Ryan <Tryan@eatright.org> 

 Cc: Doris Acosta <dacosta@eatright.org> 

 Subject: Re: For review: draft of October 2017 president's page

 

 

Tom,  I made just two tiny edits.  One was putting in a space and the other was changing in to on. 

You have created another great journal article.  I love that we featured a DTR and I will push that

out on social media when this is published. 

 

I have an idea for the next President's page. I would like to focus on teaching people how to cook. 

I would like to do something on Blue Apron/Hello Fresh.  I do have  a contact for the dietitian at

hello fresh.  Rebecca Lewis, MS RD. Her email is didyouknow213@yahoo.com

 

 

I would like to also include the Charlie Cart Project that we are doing in our School district that

teaches children to cook.  The contact for that is Kara LeClair at 706-554-2306

Kleclair@burke.k12.ga.us

 

 

The other person who I would like to include that does cooking classes is Rosemary Riley and her

information is below. 

Dear Donna,  It was nice to meet you in person at the PAC breakfast during the PPW in D. C. in

June.  I live in Columbus, Ohio which I understand you visit and my daughter graduated from the

University of Georgia in 2009.   She had a great experience there and got a job in PR one month

after graduation with Weber- Shandwick in New York City.  She has been there for 7 years and is

doing well in healthcare PR.  

 

Just as background for you, I retired from Abbott Nutrition  3 years ago after working there for

more than 25 years.  I had many different positions in R&D but my final project was the creation of

the Abbott Nutrition Health Institute.  I still do some consulting for them.

 

 

I have spent the last three years working in the community, primarily focusing on culinary nutrition

programming for people with diabetes, seniors, and cancer survivors.  I am on the Board and

Chairman of the Health Committee, and volunteer instructor for Cooking Matters, one of the 4

programs  offered by a local non-profit,  Local Matters. I also volunteer for the JamesCare for life

program where we harvest from the Garden of Hope at 11:00 am and then cook with cancer
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survivors at 6:00 pm.  

 

I am also involved with the Culinary Medicine program offered to OSU Med Students and

Nationwide Children's Hospital residents.  Local Matters provides the Culinary guidance and

kitchen facilities.  I am concerned that the role of the dietitian are not reinforced in these programs.

 I signed up to help with the dishes to make sure there was a dietitian in the room.  I demonstrated

my worth over time but they did not feel it was needed to start. It feels like the nutrition expert is

the chef or possibly physicians when we both know that neither group has had the training that is

needed to help our patients. 

 

 

Please contact me the next time you are planning on coming to Columbus. I would love to show

you the work that we are doing here.

 

 

Warmest regards, Rosemary

 

 

Rosemary E. Riley, PhD, LD 

President, Straight Talk: Nutrition, LLC

 
rosemary.rileyphd@gmail.com

 

614-325-8983

 

 

Hope this makes sense?  Let me know what you think.  I really am concerned that dietitians

coming out of school do not know how to cook either!  

Thanks for making this year such a pleasure for me!

 

 

Donna S. Martin, EdS, RDN, LD, SNS, FAND

 

Director, School Nutrition Program

 

Burke County Board of Education

 

789 Burke Veterans Parkway

 

Waynesboro, GA  30830
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work - 706-554-5393

 

fax - 706-554-5655

 

President of the Academy of Nutrition and Dietetics 2017-2018

 

From: Tom Ryan <Tryan@eatright.org> 

 Sent: Tuesday, July 25, 2017 2:17 PM 

 To: Donna Martin 

 Cc: Doris Acosta 

 Subject: For review: draft of October 2017 president's page 

 

Hi, Donna: Attached for your review is our draft of your October president’s page on farm to school

and farm to hospital programs. Each of the three members we quoted were very happy to be a

part of this page and they gave us great information. Can you please let us know if this text is OK,

or if you’d like us to make any edits, which we’re glad to do. With your OK, we’ll forward it to the

Journal.

 

Thank you very much, talk to you soon!

 

 

Tom

 

 

 

 

Tom Ryan

 

Senior Editorial Manager

 

Strategic Communications Team

 

Academy of Nutrition and Dietetics

 

120 South Riverside Plaza, #2190

 

Chicago, Ill. 60606

 

312/899-4894

 
www.eatright.org
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DONATE today in recognition of this major milestone and support our Second Century Initiative!
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86. Re: For review: draft of October 2017 president's page

From: Donna Martin <DMartin@burke.k12.ga.us>

To: Tom Ryan <Tryan@eatright.org>

Cc: Doris Acosta <dacosta@eatright.org>

Sent Date: Jul 25, 2017 17:08:40

Subject: Re: For review: draft of October 2017 president's page

Attachment: image001.jpg

Tom,  I made just two tiny edits.  One was putting in a space and the other was changing in to on. 

You have created another great journal article.  I love that we featured a DTR and I will push that

out on social media when this is published. 

 

I have an idea for the next President's page. I would like to focus on teaching people how to cook. 

I would like to do something on Blue Apron/Hello Fresh.  I do have  a contact for the dietitian at

hello fresh.  Rebecca Lewis, MS RD. Her email is didyouknow213@yahoo.com

 

 

I would like to also include the Charlie Cart Project that we are doing in our School district that

teaches children to cook.  The contact for that is Kara LeClair at 706-554-2306

Kleclair@burke.k12.ga.us

 

 

The other person who I would like to include that does cooking classes is Rosemary Riley and her

information is below. 

Dear Donna,  It was nice to meet you in person at the PAC breakfast during the PPW in D. C. in

June.  I live in Columbus, Ohio which I understand you visit and my daughter graduated from the

University of Georgia in 2009.   She had a great experience there and got a job in PR one month

after graduation with Weber- Shandwick in New York City.  She has been there for 7 years and is

doing well in healthcare PR.  
 

Just as background for you, I retired from Abbott Nutrition  3 years ago after working there for

more than 25 years.  I had many different positions in R&D but my final project was the creation of

the Abbott Nutrition Health Institute.  I still do some consulting for them. 
 

I have spent the last three years working in the community, primarily focusing on culinary nutrition

programming for people with diabetes, seniors, and cancer survivors.  I am on the Board and

Chairman of the Health Committee, and volunteer instructor for Cooking Matters, one of the 4

programs  offered by a local non-profit,  Local Matters. I also volunteer for the JamesCare for life

program where we harvest from the Garden of Hope at 11:00 am and then cook with cancer

survivors at 6:00 pm.  
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I am also involved with the Culinary Medicine program offered to OSU Med Students and

Nationwide Children's Hospital residents.  Local Matters provides the Culinary guidance and

kitchen facilities.  I am concerned that the role of the dietitian are not reinforced in these programs.

 I signed up to help with the dishes to make sure there was a dietitian in the room.  I demonstrated

my worth over time but they did not feel it was needed to start. It feels like the nutrition expert is

the chef or possibly physicians when we both know that neither group has had the training that is

needed to help our patients.  
 

Please contact me the next time you are planning on coming to Columbus. I would love to show

you the work that we are doing here. 
 

Warmest regards, Rosemary 
 

Rosemary E. Riley, PhD, LD 

President, Straight Talk: Nutrition, LLC
rosemary.rileyphd@gmail.com

614-325-8983

 

Hope this makes sense?  Let me know what you think.  I really am concerned that dietitians

coming out of school do not know how to cook either!  

Thanks for making this year such a pleasure for me!

 

 

Donna S. Martin, EdS, RDN, LD, SNS, FAND

 

Director, School Nutrition Program

 

Burke County Board of Education

 

789 Burke Veterans Parkway

 

Waynesboro, GA  30830

 

work - 706-554-5393

 

fax - 706-554-5655

 

President of the Academy of Nutrition and Dietetics 2017-2018

 

From: Tom Ryan <Tryan@eatright.org>  

Sent: Tuesday, July 25, 2017 2:17 PM  

To: Donna Martin  
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Cc: Doris Acosta  

Subject: For review: draft of October 2017 president's page 

 

Hi, Donna: Attached for your review is our draft of your October president’s page on farm to school

and farm to hospital programs. Each of the three members we quoted were very happy to be a

part of this page and they gave us great information. Can you please let us know if this text is OK,

or if you’d like us to make any edits, which we’re glad to do. With your OK, we’ll forward it to the

Journal.

 

Thank you very much, talk to you soon!

 

 

Tom

 

 

 

 

Tom Ryan

 

Senior Editorial Manager

 

Strategic Communications Team

 

Academy of Nutrition and Dietetics

 

120 South Riverside Plaza, #2190

 

Chicago, Ill. 60606

 

312/899-4894

 
www.eatright.org

 

 

 
DONATE today in recognition of this major milestone and support our Second Century Initiative!
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87. AGENDA ITEMS: CLL Conference Call: Thursday, July 27 (11:00 AM- Noon CST)

From: Lori Granich <LGranich@eatright.org>

To: Roberta Anding <RobertaAnding@gmail.com>, Cynthia Thomson

<cthomson@email.arizona.edu>, Christine Weithman

(cweithman@hmrboston.com) <cweithman@hmrboston.com>, Hope

Barkoukis (Hope.Barkoukis@case.edu) <Hope.Barkoukis@case.edu>, Gigi

Kwok <gigi.y.kwok@gmail.com>, Meghan Adler

<Meghan.Adler@ars.usda.gov>, Kathleen Niedert <kniedert@aol.com>, Mary

Beth Kavanaugh <mxk109@case.edu>, Zachari Breeding

<zacharibreeding@gmail.com>, Kimberly Kirchherr

<kimberly.kirchherr@gmail.com>, Anne Marie Davis

<amdavis@newhaven.edu>, DMartin@Burke.k12.ga.us

<DMartin@Burke.k12.ga.us>

Cc: Diane Enos <denos@eatright.org>, Joe LasCola <jlascola@eatright.org>,

Susan Baron <sbaron@eatright.org>, Ryan Crinnigan

<rcrinnigan@eatright.org>

Sent Date: Jul 20, 2017 17:32:31

Subject: AGENDA ITEMS: CLL Conference Call: Thursday, July 27 (11:00 AM- Noon

CST)

Attachment: image001.png
1.1 2017 FNCE Keynotes.pdf
1.2 2017 FEATURED LECTURES.pdf
1.3 FNCE Session Grid.pdf
1.4 CLL Online Learning 7-19-17 Current Programming.doc
1.5 CLL Online Learning 7-19-17 Next Steps.doc
1.6 2016-2017 CLL Roster.pdf
1.7 2017-2018 CLL Roster.pdf
1.8 Conflict of Interest Policy.pdf
2.0 Regular Agenda.pdf
4.2 Centennial Celebration.pdf
4.3 CLL Planned Sessions.pdf
4.4 Leadership Track.pdf
4.6 FNCE Breakfast.pdf
6.1 Webinar Planning and Vetting.pdf

Good afternoon CLL Leaders, 

 

Attached are the agenda items for the call next Thursday. Dial in number and details follow and

are also on the attached agenda (Item 2.0).

 

 

Dial in: 866/477-4564
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Opening Session 


Saturday, October 21 


4 – 6 p.m.  


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


Speaker: Dr. Sanjay Gupta 


How Media Influences Healthcare Today 


Named a “pop culture icon” by USA Today, Dr. Sanjay Gupta is perhaps 


the most media-savvy physician working today. Gupta is a broadcaster, 


writer, podcaster and web-contributor, all of which places him in a 


unique position to examine why certain health-related stories make the 


headlines and others don’t. 


About Dr. Sanjay Gupta 


Multiple Emmy® Award Winning Chief Medical Correspondent for 


CNN 


Dr. Sanjay Gupta, a practicing neurosurgeon, plays an integral role in 


CNN’s reporting on health and medical news for all of CNN’s shows 


domestically and internationally. His medical training and public 


health policy experience distinguishes his reporting from war zones and 


natural disasters, as well as on a range of medical and scientific topics, 


including the recent Ebola outbreak, brain injury, disaster recovery, 


health care reform, fitness, military medicine and HIV/AIDS. 


Gupta’s passion for inspiring Americans to lead healthier, more active 


lives led him to launch “Fit Nation,” CNN’s multi-platform anti-obesity 


initiative. In 2009, “Fit Nation” followed the progress of Gupta and six 


CNN viewers as they inspired each other while training for a triathlon. 


The program is now in its sixth year. 


Gupta received his undergraduate degree from the University of 


Michigan and a doctorate of medicine from the University of Michigan 


Medical School. 


 


 


In this presentation, he takes a hard look at the media’s role in conveying 


sometimes frightening medical information. 


 







 


Member Showcase 


Monday, October 23 


10 a.m. – noon 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


Speaker: Kimbal Musk 


Why Food is the New Internet: The Future of Food 


Global Food represents a $4.8 trillion market. This is an 


incredible opportunity for our generation. According to Kimbal 


Musk, our society needs young, hungry, smart people innovating 


food from all angles: technology, data, automation, organic 


farming, responsible sourcing, opening real food restaurants, 


promoting gardening and so much more. 


In this session, Musk will discuss how we can take advantage of 


this opportunity to impact the food chain with real food. The 


work is meaningful and the results incredible. 


About Kimbal Musk 


Leading Entrepreneur, Environmentalist and Thought Leader in 


the Future of Innovation in Technology and Food Sustainability 


Kimbal Musk is the Co-Founder of The Kitchen, a growing family 


of businesses that pursues an 


America where everyone, everywhere has access to real food. His 


restaurants source food directly from local farmers, stimulating 


the local farm economy to the tune of millions of dollars a year. 


His non-profit builds Learning Gardens in schools around the 


U.S. reaching hundreds of thousands of students every school 


day. His urban, indoor vertical farming accelerator, seeks to 


empower thousands of millennials to become real food farmers. 


Kimbal is on the board for Chipotle, Tesla, and SpaceX. 


Follow him on Twitter @Kimbal and Instagram @KimbalMusk. 


 


 


 







Closing Session 


Tuesday, October 24 


2 – 3:30 p.m. 


 


 


 


Speaker: Dr. Michio Kaku 


The Future of the Mind 


Dr. Michio Kaku illustrates the stunning breakthroughs being made in 


neuroscience, which are finally beginning to unravel the mysteries of 


the most complex object in the known universe: the human brain. Dr. 


Kaku will take us on a grand tour of what the future might hold, 


explaining how the brain functions and how technologies will change 


our daily lives. 


He will present a radically new way to think about “consciousness” and 


provide fresh insights into mental illness, artificial intelligence and 


alien consciousness. Learn how what was once solely thought of as 


science fiction has become a startling reality. 


 


About Dr. Michio Kaku 


Theoretical Physicist, Best-Selling Author, and Popularizer of Science 


Dr. Michio Kaku is one of the most widely recognized figures in science 


in the world today. He is an internationally recognized authority in two 


areas. The first is Einstein’s unified field theory, which Dr. Kaku is 


attempting to complete. The other is to predict trends affecting 


business, commerce, and finance based on the latest research in 


science. Dr. Kaku holds the Henry Semat Chair in Theoretical Physics 


at the City Univ. of New York and has been a professor at CUNY for 


almost 30 years. He is the author of several international best-sellers. 


Dr. Kaku also does considerable public speaking on international radio 


and TV. He also hosts his own national weekly radio program which 


airs in 130 cities in the US and also the KU national satellite band and 


internet, called Science Fantastic. 


 


 





1.1 2017 FNCE Keynotes.pdf




2017 FEATURED LECTURES 


 


Sunday, October 22  


8:00-9:30 AM  


2017 Wimpfheimer-Guggenheim International Lecture: How Global Nutrition Collaborations 


Impact Change: Lessons from Four Continents 


Richard Deckelbaum, MD, CM, FRCP(C) 


Professor of Pediatrics/Epidemiology; Director, Institute of Human Nutrition 


College of Physicians and Surgeons; Columbia University Medical Center 


 


This session will highlight collaborations among institutions in countries differing in social, cultural, 


political and economic status.  Emphasis will be placed on impacts on local health and nutritional status, 


capacity building and nutrition policy.  Recommendations will be reviewed on “what not to do” and on 


“what to do for success”. 


 


10-11:30 AM  


2017 Lenna Frances Cooper Memorial Lecture- Through the Eyes and Taste Buds of Our 


Children: School Food and Nutrition Past, Present and Future 


Dayle Hayes, MS, RD 


President 


Nutrition for the Future, Inc. 


 


Since the beginning of organized school meals in the late 1800’s, food and nutrition professionals have 


been involved in feeding the nation’s school children well. Academy leaders were instrumental at every 


step taken to expand programs beyond lunch to breakfast, snacks, suppers and summer feeding. Over 


the past decade, RDNs and NDTRs have been at the forefront of innovation to enhance nutritional 


quality, culinary excellence and agricultural sustainability of the food served at school. Looking toward 


the Second Century of our profession, we have the opportunity – and responsibility – to influence the 


nutrition future of our nation’s youth. Let’s explore together – through the eyes and taste buds of 


children – how that future can ensure that they grow strong, think clearly, and enjoy the delicious 


flavors of a healthful eating style. 


 


 


 


 







1:30-3:00 PM  


2017 President’s Lecture: Big Data and the Future of Precision Medicine 


Leroy Hood, MD, PhD  


President & Co-Founder, Institute for Systems Biology  


Senior Vice President & Chief Science Officer, Providence Health & Services 


 


Technological advancements in genomic profiling, clinical research, and medical treatment calls for a 


shift in how health professionals access this vast pool of data to best target effective individualized 


treatment for patients. In doing so, health care informatics experts will play a critical role in helping to 


bend the unsustainable healthcare cost curve, and focus treatments on improved health outcomes 


versus fee for service efforts focused on simply billing for patient visits or procedures. In order for RDNs 


to play a role in bringing personalized medicine to reality at the clinical level, we must be at the 


forefront of this clinical shift. 





1.2 2017 FEATURED LECTURES.pdf




         


Saturday October 21, 2017   (Chicago, IL)             2.0 CPE 
Session room 8:00 am 9:00 am 10:00 am 11:00 am 12:00 pm 1:00 pm 2:00 pm 3:00 pm 4:00 pm – 6:00 pm 


 


Room 470 AB          


Room 375 CDE 
(General Session) 


        115. Opening Session- How Media Influences 
Healthcare Today 


Room 375 B          


Room 375 A         


Room 196 ABC         


Room 192 ABC         


Room 190 AB       


Room 187 ABC     


Room 185 ABCD     


Room 184 ABCD     


Room 183 ABC         


Room 178 AB         


Room 176 ABC         


 


 Room 175 ABC: overflow room 1 


 Room 194 AB: overflow room 2 
  







         


Sunday, October 22, 2017 (Chicago, IL)              6.0 CPE  
Session room 8:00 am – 9:30 am 10:00 am – 11:30 am 1:30 pm – 3:00 pm 3:30 pm – 5:00 pm 


Room 475 AB 
410 Seats 


118. Wimpfheimer-Guggenheim Lecture: 
How Global Nutrition Collaborations Impact 
Change: Lessons from Four Continents 


 


401. Guiding Food Service for a Healthy Future 418. Using the Automated Self-Administered 24-Hour 
Dietary Assessment Tool (ASA24) 
Planned with the Research DPG 


 


The Edna & Robert Langholz International 
Nutrition- Battling Cognitive Decline: the 
Sarcopenia Connection and RDN Impact 


 


Room 470 AB 
561 Seats 


422. Elevate your Bariatric Nutrition Practice: 
Bring your ‘EAL’ Game 


How To Become An Institutional Leader of Change:  
Implementation of Malnutrition Electronic Clinical 


Quality Measures 
Planned with Abbott Nutrition 


 


345. Self-Evaluation of QAPI: Performance Improvement and 
“Good Faith Effort” 


148. Does Sustainability Belong in Government 
Dietary Guidance? 


Room 375 CDE 
(General Session) 
4758 


CLL Session- Held for Ketogenic Diet 134. You Are What You Just Ate 
Planned with the Academy’s Committee for Lifelong 


Learning 
 


CLL Session- Held for van Loon Protein Debate 127. Nutrigenomics: Is it Ready for Prime Time? 
Planned with the Academy’s Committee for 


Lifelong Learning 
 


Room 375 B 
1662 


180. Going Green: Use of Medical Cannabis in 
Medical Nutrition Therapy 


 


420. Advancing Clinical Practice with Metabolomics 
 
 
 


278. The Evidence: Intermittent Fasting Effects on 
Cardiometabolic Disease and Cancer 


Planned with the Oncology Nutrition DPG 
 


210. It’s about time! Circadian system, meal timing 
and metabolism 


Planned with the Weight Management DPG 


Room 375 A 
1332 


128. Building Healthier Futures: The First 1000 
Days 


Planned with the Academy’s Committee for 
Lifelong Learning 


181. An Innovative Way to Screen Nutritional Risk in 
Autism Spectrum Disorder- The SAMIE 


186. The Skeleton's Out of the Closet: Implementing a 
Malnutrition Program 


359. Putting Heart into Performance Nutrition for 
Collegiate Athletes 


Room 196 ABC 
1162 


412. Diabetes and the RDN: A Continuous 
Road to Skills and Practice Advancement 


Planned with the Diabetes Care and 
Education Dietetic Practice Group  


 


214. Implementation of Dietitian Managed Enteral 
Access Devices and Feeding Delivery 


Planned with Dietitians in Nutrition Support DPG 
 


Presidents Lecture- Big Data/Precision Medicine 339. Your Future, Your Choice: Accidental Tourist 
or Strategic Decision-Maker? 


Planned with the Academy's Council on Future 
Practice 


Room 192 ABC 
530 


351. The Data Payment Connection: 
Leveraging Data to Impact RDN Value and 


Revenue 
Planned with the Nutrition Services Payment 


Committee 


122. 2017 Lenna Frances Cooper Memorial Lecture- 
Through the Eyes and Taste Buds of Our Children:  


School Food and Nutrition Past, Present and Future 
 


331. Become an Author Tomorrow: A Guide to Digital Self-
Publishing 


 


206. The Changing Face of Pediatric Oncology 
Assessment, Intervention and Collaboration 


 


Room 190 AB 
732 


Hot Topic 1 
 


150.1 Part 1: Agriculture Links to Healthy Eating 
Patterns - Then and Now 


IFIC/ASN/IFT 


150.2 Part 2: Food Science/Production Links to Healthy 
Eating Patterns - Then and Now 


IFIC/ASN/IFT 


150.3 Part 3: Food Accessibility/Affordability Links 
to Healthy Eating Patterns - Then and Now 


IFIC/ASN/IFT 


Room 187 ABC 
485 


366. The Women’s’ Health Initiative: Two 
Decades of Knowledge Ready for 


Dissemination 
 
 


362. Incorporating a Family Health Behavior 
Screening Tool into Research and Practice 


Hot Topic 2 453. Rethinking Quality, Outcomes and Value: 
Perspectives from Three Dietitians 


Room 185 ABCD 
768 


Culinary Demo- 175. Smarter Meals; 
Successful Students: North Carolina K-12 


Culinary Institute 


Do not use- Culinary Demo Prep Culinary Demo- 155. Cooking Essentials for every Dietitian: 
Tips from Chef RDNs 


129. Culinary Demo- The Inclusive Table: Vegan 
Meals Omnivores Will Love    


Planned with the Academy’s Committee for 
Lifelong Learning 


Room 184 ABCD 
768 


219. Handgrip Strength Examination for 
Malnourished Populations 


Planned with the Clinical Nutrition 
Management Committee DPG 


 


240. ACEND Forum: Showcasing Innovation as a 
Future Education Model Demonstration Program 


279. Minding Your Peas and Qs: Plant Protein and the Quest 
for Wellness, Quality and Functionality 


 


382. What’s New on the Label: Choline, The 
Forgotten Nutrient 


Room 183 ABC 
1190 


386. Fiber’s Essentiality for the Microbiota and 
Health: Connecting the Dots 


Level 3 Leadership- Stacey Hanke Leadership Level 3- Stacey Hanke 131. Hot Topic- Cyberbullying and the Code of 
Ethics: What is the Connection? 


Planned with the Academy’s Ethics Committee 


Room 178 AB 
471 


276. Perspectives from RDNs Solving Local and 
Global Food Insecurity 


166. The WIC Food Packages: Improving Balance and 
Choice 


 


234. CDR Forum 335. The Three P’s – Practice to Publication to 
Policy 


Room 176 ABC 
390 


377. Preparing for the Second Century with a 
Stronger Focus on Public Health 


Policy Policy 427. More than a Meal: Demonstrating Value 
through Outcomes Data 


Expo Hall F1 
 


9 AM – 2 PM 


Scientific Posters: Professional Skills; Nutrition Assessment & Diagnosis; Medical Nutrition Therapy (Authors present from 11:45 AM – 1:15 PM) 


Culinary 
Demonstration 
Theater 


12 – 12:45 PM 


 







         


Monday October 23, 2017 (Chicago, IL)               6.5 CPE  
Session 
room 


8:00 am – 9:30 am 10:00 am – 12:00 pm 1:30 pm – 3:00 pm  
 


3:30 pm – 5:00 pm 


Room 475 
AB 
410 Seats 


242. Small Changes, Big Impact. Integrating 
Interprofessional Education (IPE) for Student Success 


 333. Food Management Transition: Making Your Plan Policy 


Room 470 
AB 
561 


352. The Future of Healthcare Payment: MACRA’s Impact 
on RDN Practice 


Planned with the Nutrition Services Payment Committee 


 433. Yes You Can! Proven Strategies to Secure a Dietetic 
Internship 


361. Ready-to-Use Materials for Counseling Pregnant 
Women on Breastfeeding Plus Strategies for Integration 


Room 375 
CDE 
(General 
Session) 
4758 


 116. Member Showcase: Why Food is the 
New Internet: The Future of Food 


196. Weight Loss Pharmacology for the RDN: Safety and 
Efficacy 


309. International Dysphagia Diet Standardisation 
Initiative (IDDSI): USA and Global Readiness 


Planned with the Dietetics in Health Care Communities 
Dietetic Practice Group 


Room 375 B 
1662 


132. Food Fraud: What's on My Plate, What's in it and is it 
Safe 


Planned with the Academy’s Committee for Lifelong 
Learning 


 121. Hot Career Paths in Nutrition: Expert Panel 
Planned with the Academy’s Committee for Lifelong 


Learning 
 


Challenges in Understanding the Causes and 
Consequences of Obesity 


Planned with the Academy’s Committee for Lifelong 
Learning 


Room 375 A 
1332 


133. Optimizing Your Online Presence using Search 
Engine Optimization 


Planned with the Academy’s Committee for Lifelong 
Learning 


 


201. Evidence-Based Heart Failure Guidelines: 
Effectiveness and Recommendations Nutrition Therapy 


Practice 


125. Perception and Reality for the Future of Food: 
Biotechnology in Sustainable Agriculture 


Planned with the Academy’s Committee for Lifelong 
Learning 


Room 196 
ABC 
1162 


216. Influence of Diet and Body Composition on Thyroid 
Hormone Regulation 


 


364. Health Professional Workforce Development--
Improving the Health of Populations 


Planned with the Academy’s Committee for Public 
Health/Community Nutrition 


 


303. Intolerance versus Avoidance: Identifying True 
Food Allergies 


Planned with the Dietetics in Health Care Communities 
Dietetic Practice Group 


Room 192 
ABC 
530 


146. Aquaponics: A Farming Technique to Grow Your 
Pescatarian Diet 


312. Global Nutrition Responses in HIV 
Planned with the Medical Nutrition Practice Group 


 


403. Enhancing the U.S. Army Performance through Key 
Nutrition Initiatives 


Room 190 
AB 
732 


188. When to Initiate Parenteral Nutrition in the Hospital 
and at Home: A Frequent Question with New Answers 


 


328. Triggering Change in Patients & Clients: Insights from 
Behavioral Science 


Planned with the Dietitians in Business and 
Communications and the Food and Culinary Professionals 


Dietetics Practice Groups 
 


281. Cleaning up Label Confusion about Fiber: The Road 
Ahead For Research and Practice 


Room 187 
ABC 
485 


168. Innovative and Comprehensive Nutrition Education 
Programs in Schools 


354. Nutrition Services Payment: The Intersection of Law 
and Ethics 


Planned with the Nutrition Services Payment Committee 


130. Not Your Mother’s EHR 
Planned with Healthcare Information Management 


and Systems Society (HIMSS) 
 


Room 185 
ABCD 
768 


384. Cancer Survivorship Lifestyle Guidelines: Time for 
Action 


189. PCOS: Beyond Hormones and Hot Flashes -- Nutrition 
Interventions for Women Later in Life 


Planned with the Women’s Health DPG 
 


282. New Horizons: Linking Space Station Research to 
Healthy Aging 


Planned with the Healthy Aging Dietetic Practice 
Group 


 


Room 184 
ABCD 
768 


429. Make a “Flash” with Dietary Assessment Research 
using Mobile Phones 


 


340. Kick…What? How to Fund Your Big Idea 190. Blenderized Tube Feeding: Benefits and Practical 
Resources 


Room 183 
ABC 
1190 


2017 Trailblazer Lecture: Second Star to the Right: The 
Nexus of Dietetics and Food Science    


Second City – Level 3 Leadership Second City – Level 3 Leadership 


Room 178 
AB 
471 


424. Informing the Future: Looking Back at 100 Years of 
Nutrition Research 


Planned with the Dietetics Practice Based Research 
Network Oversight Committee  


 425. Looking Forward: Nutrition Research Tools and 
Techniques for the Second Century 


Planned with the Dietetics Practice Based Research 
Network Oversight Committee  


426. Looking Forward: Nutrition Research Topics for the 
Second Century 


Planned with the Dietetics Practice Based Research 
Network Oversight Committee  


Room 176 
ABC 
390 


311. Journeys to East Africa, Teaching People with Type 1 
Diabetes there to help us Teach here! 


 174. From Policy to Practice: Implementing the Local 
School Wellness Policy Final Rule 


272. Hitting Hunger Hard: Improving Global Food 
Systems One Meal at a Time 


Planned with the School Nutrition Services Dietetic 
Practice Group 


Hall F1 
 


9 AM – 2 PM 


Scientific Posters: Food Science; Education; Management; Food Services/Culinary; Research; Innovations (Authors present from 11:45 AM– 1:15 PM) 


 







         


Tuesday, October 24, 2017 (Chicago, IL)               6.0 CPE  
Session 
room 


8:00 am – 9:30 am 9:45 am – 11:15 am 12:00 pm – 1:30 pm 2:00 pm – 3:30 pm 


Room 475 
AB 
410 Seats 


271. Outcomes of Food Pantry Delivery Systems and 
Educational Programs 


307. The International NCP Implementation Survey (INIS): 
Experiences from the US and Other Countries 


445. Engaging Low-Income Shoppers with an Applicable 
App 


 


Room 470 
AB 
561 


187. Alphabet Soup-Understanding Food Protein Induced 
Enterocolitis Syndrome (FPIES) and Eosinophilic Esophagitis 


(EoE) in Pediatric Patients 
Planned with the Pediatric Nutrition Practice Group 


 


197. Approach to Malnutrition in Progressive Chronic 
Kidney Disease 


Planned with the Renal Dietitians Practice Group 
 


142. Farm to City: RDNs Leading in Sustainable Food & 
Technology 


 
 


 


Room 375 
CDE 
(General 
Session) 
4758 


   117. Closing Session: The Future of the 
Mind 


Room 375 B 
1662 


The Intestinal Microbiome in Undernutrition: Cause, Effect, or 
Both? 


Planned with the Academy’s Committee for Lifelong Learning 


123. Body Composition: Growing Beyond BMI 
Planned with the Academy’s Committee for Lifelong 


Learning 


CLL Session- Held for Intestines on the Run   


Room 375 A 
1332 


291. Food as Medicine in Malnutrition and Eating Disorders 120. Dietary Supplements: What You Need to Know and 
Why 


Planned with the Academy’s Committee for Lifelong 
Learning  


 


292. Is Dietary Linoleic Acid Pro-inflammatory? 


Room 196 
ABC 
1162 


392. FDA's New Nutrition Labeling Initiatives including the 
Nutrition Facts and Supplement Facts Label and Restaurant 


Menu Labeling 


191. Clinical insight into vitamin B12 419. How Nutritional Genomics Affects You in Nutrition 
Research and Practice 


Room 192 
ABC 
530 


162. Transforming The Food Landscape Through Science-
Based Innovation 


356. Hitting the Ground Running in an Accountable Care 
Organization (ACO) 


388. Overcoming Nutrition-Related Burdens in U.S. Prisons 


Room 190 
AB 
732 


What Chicago in 1900 can Teach us about the Challenges of 
Science and Food Today 


Planned with the Institute of Food Technologists 


376. Roadmap to Food Allergy Safety 204. Ketogenic Diet and Epilepsy 
 


Room 187 
ABC 
485 


357. Reimbursing Value-Based Care: The Benefits of MNT and 
Therapeutic Meals 


274. Hunger Games: Tackling Food Crisis in a Postmodern 
World 


 
 


173. Building Blocks for Success in the Child and Adult Care 
Food Program (CACFP) Meal Pattern Implementation 


 


Room 185 
ABCD 
768 


220. Fueling Teen Athletes: Unique Challenges and Winning 
Strategies 


Planned with the Sports, Cardiovascular, and Wellness 
Nutrition Dietetic Practice Group 


237. Conflict or Consensus: Balancing Consumers’ 
Demands with Professional Ethics 


202. Promote Positive Outcomes in Patients with GDM 
with the Latest Nutrition Recommendations 


 


Room 184 
ABCD 
768 


346. Second Century Communication Tools for Dietitians 342. From Ho-Hum to Viral: How to Make a Killer Video 277. Heart Failure, Nitrites and Nitrates: Novel Paradigm, 
Novel Treatment 


 


Room 183 
ABC 
1190 


432. The Entrepreneurial Professional: Innovative Strategies to 
Customize Your Career 


 


Leadership Level 3 Hot Topic 3 


Room 178 
AB 
471 


313. Making a Difference in the World: Kids Eat Right 
Campaign 


176. How to Be a School Wellness Champion! 255. Weight Stigma in Healthcare, Communities and Policy: 
Issues and Opportunities 


Room 176 
ABC 
390 


138. Quality Improvement Project: Practice and Purpose 
Planned with the Academy’s Quality Management 


Committee 


139. Quality Improvement Strategies for RDNs 
Planned with the Academy’s Quality Management 


Committee 


266. A New Prioritization Framework to Optimize 
Community Food Security 


Hall F1 
 


9 AM – 2 PM 


Scientific Posters: Wellness and Public Health (Authors present from 11:30 AM – 1 PM) 


 


 Room 175 ABC: overflow room 1 


 Room 194 AB: overflow room 2 
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Current Online Learning Programming




Online Certificate of Training Programs

Public Health Nutrition – Level 2 – planned with the Association of State Public Health Nutritionist (ASPHN) and Committee, the Committee for Public Health/Community Nutrition and the Public Health and Community Nutrition dietetic practice group - New 2017! 


· Module 1 – Foundations of Public Health Nutrition  

· Module 2 – Public Health Nutrition Work

· Module 3 – Developing a Public Health Nutrition Plan

· Module 4 – Implementing and Evaluating a Public Health Nutrition Plan

· Module 5 – Building Partnerships and Collaborations

Nutrition Informatics – Level 2 - planned with the Nutrition Informatics Committee, the NIC Consumer Health Informatics Workgroup and the Interoperability and Standards Committee - New 2017!


· Module 1 - Overview of Informatics at the Academy, Academy Resources and Tools

· Module 2 - “Data Follows the Patient”: Interoperability, Patient Generated Data, Protected Health Information, Security and Ethics

· Module 3 - Communications: Current Capabilities and Future Endeavors: Social Media, Telehealth, the Direct Project, and Blue Button

· Module 4 - Nutrition in Electronic Health Records (EHR) and Health Information Technology

· Module 5 - Analytical Skills: Data Big and Small

Integrative and Functional Nutrition - Level 2 – planned with the Dietitians in Integrative and Functional Medicine dietetic practice group - New 2017!

· Module 1 - Introduction to Integrative and Functional Nutrition

· Module 2 - Digestive Health 

· Module 3 – Detoxification - Under Revision June 2017

· Module 4 - Inflammation


· Module 5 - Dietary Supplements


Culinary Nutrition: The Cornerstone of Healthy Eating - Level 2 – planned with the Food and Culinary Professionals dietetic practice group - New 2016!

· Module 1 - Food as a Key Component of Nutrition

· Module 2 - Food Safety and Ingredient Selection


· Module 3 - Beyond Cooking: Food Preparation Techniques


· Module 4 - Planning for Healthy Meals and Snacks


Vegetarian Nutrition - Level 2 - New 2015!


· Module 1 - Overview of Vegetarian Diets, Effects on Health and Chronic Disease Incidence


· Module 2 - Macro and Micronutrients in Vegetarian Diets 


· Module 3 - Vegetarian Nutrition Through the Lifecycle


· Module 4 - Putting it All Together: Helping your Clients follow a Vegetarian Diet

Supermarket Business and Industry Skills to Thrive in Retail Dietetics - Level 2 - New 2015!

· Module 1 - Retail 101: Navigating the Landscape

· Module 2 - Roles and Responsibilities of the Retail Dietitian: In store, regional and corporate


· Module 3 - Expanding Your Reach by Developing Internal & External Partnerships

· Module 4 - The Metrics of Success: ROI (Return on Investment) and Other Tools for Measuring Results

Advancing Your Role as Leader - Level 2  

· Module 1 - Emotional Intelligence: The Chemistry of Leadership


· Module 2 - Leadership Coaching and eMentoring: Advancing Your Core Leadership Skills


· Module 3 - Blurred Lines, Clear Head: Ethics and Leadership


· Module 4 - Crucial Conversation Success

Developing Your Role as Leader - Level 1 - Revised May 2016

· Module 1 - Transformational Governance: Enhancing the Organization's Ability to Succeed

· Module 2 - Exceptional Leadership: Initiating and Managing Change through Skill Development

· Module 3 - Leadership: An Appreciative Approach 


· Module 4 - Talking about Talking: Communicating as a Leader 


Executive Management - Level 1 - Revised March 2016

· Module 1 – Impact on the Profession and Use in Different Practice Settings 

· Module 2 – Managerial Communication: Why it Matters 


· Module 3 – Career Laddering and Succession Planning 

· Module 4 – Using Strategic Management to Enhance the Professional Competitive Advantage

Nutritional Counseling - Level 2 

· Module 1 - Counseling Techniques and Approaches that Support Behavior Change

· Module 2 - Empowerment: The Science of Goal Setting and Building Long Term Support 

· Module 3 - Transtheoretical Model and Motivational Interviewing

· Module 4 – Balancing Mental, Physical and Cultural Influences

Restaurant Menu Labeling: The Impact on the Environment of Nutrition and Dietetics - Level 1 - Currently Under Revised 2017

· Module 1 – Legislative Background, the Law and Emerging Trends

· Module 2 – Menu Analysis

· Module 3 – Working with Restaurants and Entrepreneurial Ventures for RDs

· Module 4 – Putting Restaurant Labeling Initiatives into Practice with Clients and Consumers

Food Allergies: Cutting Through the Clutter - Level 2 - Revised July 2017 

· Module 1 - Overview of Diagnosis to Management

· Module 2 - Food Allergies Through the Life Cycle

· Module 3 - Working with Manufacturers, Restaurants, and School Foodservice


· Module 4 - Food Allergy Management Toolkit


Chronic Kidney Disease Nutrition Management - Level 2 - Revised November 2014

· Module 1 – Chronic Kidney Disease Basics - Epidemiology, Identification and Monitoring, and Medical Nutrition Therapy

· Module 2 – Slow Progression of Chronic Kidney Disease (CKD) - Hypertension, Diabetes, Urine Albumin, and Cardiovascular Disease

· Module 3 – Complications - Complications May Increase as Kidney Function Declines

· Module 4 – The Diet for Chronic Kidney Disease

· Module 5 – The Transition from Chronic Kidney Disease to Kidney Failure

Web-based: 24/7, On-Demand E-Learning


· Parametric versus Nonparametric Statistics – New 2015!

· Standards of Practice and Standards of Professional Performance: Steering the RD Career in Diabetes – Currently Being Revised - 2016

· Disaster Preparedness & Emergency Management: Support for RDs and DTRs

Free CPE for Academy Members


· Practice Paper: Promoting and Supporting Breastfeeding


· Quiz


· Practice Paper: The Role of Nutrition in Health Promotion and Chronic Disease Prevention


· Quiz

· Leadership: Coaching and Communicating with Confidence  - presented by Academy National Sponsors

· Evidence Analysis Library Tutorial

· Nutrition Care Process — CPE Information

· Training in Adult Malnutrition

CPE: Activity Type 175


The following programs have been approved for RDs, RDNs and DTRs under Activity Type 175 in accordance with CDR guidelines. RDs and RDNs may claim up to 15 CPEUs under this CPE Activity Type in a recertification cycle; DTRs may claim up to 10 CPEUS. Learn more »

· Nutrition = Healthy Aging and Long Term Services and Supports 


· CPE Certificate
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Academy of Nutrition and Dietetics


Center for Lifelong Learning


July 19, 2017

Next Steps: Online Learning Priority Programming in Development



Coming Soon! Online Certificate of Training Program!  The Center for Lifelong Learning, will be introducing a new online certificate program with a focus on Research Methods Level 2 (see details below) for all Academy members at a reduced rate of $24 for each module or all four modules for 8 hours of CPEUs for $96. To receive the certificate associated with this training, all four modules and related tests must be completed and a subsequent final post-test exam in the last module must be passed with a minimum 80 percent score. The Certificate of Training can then be downloaded and printed from the site. Also, the existing Restaurant Menu Labeling CoT is in the initial stages of being revised and anticipated to be completed by the winter of 2017. A $5.00 price increase for online learning modules occurred November 1, 2015 for the first time since its’ inception in 1999. 

Online Certificate of Training Programs

Research Methods – Level 2 – Planned with RISA and DBPRN Oversight Committee. Draft Outline was reviewed by CLL. Final Outline Approved. Developers selected January 2017. Conf. Call Feb.  First Draft of Module 1 and Module 2 received July 2017 and under review by Research team. Module 4 under CLL review July 2017. Anticipated launch date fall 2017.

· Module 1 – Research Basics 

· Module 2 – Developing your Research Process - Part 1: Planning

· Module 3 – Developing the Research Process - Plan Part 2: Conducting Research

· Module 4 – Analysis and publication

Sustainable Food Systems – Level 2 – Planned with HEN DPG – Dianne Lollar/Ashley Colpaart. Outline finalized and developers starting on PPTs.  First module due March 2017 (Katie Brown Reviewer) Anticipated launch date spring 2018.

· Module 1 – Intro to the Food System 

· Module 2 – From Field to Plate

· Module 3 – Diet and Food Environments

· Module 4 – Community Food Security and Hunger

Treating Gluten Related Disorders – Level 2 - Planned with the MNPG Dietetic Practice Group sub-units DIGID (Dietitians in Gluten Intolerance Diseases) and IDN (Infectious Disease Nutrition) – Developers starting on PPTs, 0 Modules received to date.  Anticipated launch date winter 2018.

· Module 1 - Medical Aspects of Gluten-Related Disorders and Gluten-Free Dietary Treatment

· Module 2 - Going Gluten-Free: Moving Clients from Diagnosis to Implementation

· Module 3 - Enhancing Quality of Life in Individuals on a Gluten-Free Diet

· Module 4 – Gluten-Free Diet and the Lifecycle 

· Module 5 – Nonresponsive Celiac Disease (NRCD) and Developing Alternative Treatments

Health and Wellness Coaching – Level 2 – Planned with (BHN, NE, PN SCAN and the WM DPGs) Outline approved by CLL team 10-27-16. Developers selected and notified November 2016. Anticipated launch date fall 2018. 

· Module 1 – Coaching Framework and Basic Skills

· Module 2 – Coaching Techniques to Facilitate Behavior Change

· Module 3 – Using a Positive, Strength-Based Approach in Practice

· Module 4 – Coaching Techniques:  Application and Practice

Pediatric Cardiology CoT – Level 2 – Outline and potential ideas discussed with DPBRN July 2017. 

· Module 1 – (TBD) 

· Module 2 – (TBD)

· Module 3 – (TBD)

· Module 4 – (TBD)

Food Technology CoT – Level 2 – Outline and potential ideas to be discussed with IFT August 2017. 

· Module 1 – (TBD) 

· Module 2 – (TBD)

· Module 3 – (TBD)

· Module 4 – (TBD)

Nutrient Analysis CoT – Level 2 – Outline and potential ideas discussed with Books and Publications and Food and Nutrition Magazine staff July 2017. 

· Module 1 – (TBD) 

· Module 2 – (TBD)

· Module 3 – (TBD)

· Module 4 – (TBD)

Sports Nutrition (SCAN) – Level 2 – Initial Discussions and Concept – Draft outline submitted and reviewed and waiting for final outline. Potential developers will then discussed. Last call with Roberta Anding/Hope Barkoukis – January/ February 2016. Anticipated launch date fall 2018. 

· Module 1 – (TBD) 

· Module 2 – (TBD)

· Module 3 – (TBD)

· Module 4 – (TBD)

Diabetes MNT COT – Level 2 – Outline and potential ideas discussed with DCE Leadership last meeting. 

· Module 1 – (TBD) 

· Module 2 – (TBD)

· Module 3 – (TBD)

· Module 4 – (TBD)

Obesity and Weight Management – Level 2 – Outline and potential ideas being discussed regarding Pre-Cert Course– Anne W. 

· Module 1 – (TBD) 

· Module 2 – (TBD)

· Module 3 – (TBD)

· Module 4 – (TBD)

FNCE® 2017 – Chicago, IL  

FNCE® 2017 External Excursions/Hands on Workshops 10-21-17 – Contracts and Deposits sent Kendall College and Dominican University. Descriptions, Images and web content completed in April. Registration Open May. Shuttle Bus forms completed July.


· Kendall College – Iron Chef Hands on workshop 

· Dominican University – Simulation Lab and Hands on workshop 
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Roberta H. Anding, MS, RD, 


CSSD, CDE, LD  


Chair 
Director of Sports Nutrition, 


Department of Pediatrics, 


Adolescent Medicine and Sports 


Medicine 


Texas Children’s Hospital 


robertaanding@gmail.com 


 
 


Kathleen C. Niedert, RD, CSG, 


FADA 


Executive Director, Western 
Home Communities, Parkview 
Campus 
kniedert@aol.com 


 


 
 


Cynthia A. Thomson, PhD, RD, 
FAND, FTOS 
Past Chair 
Director of the Canyon Ranch 
Center for Prevention and Health 
Promotion 
University of Arizona College of 
Public Health 
P: 520/626-1565 
cthomson@email.arizona.edu 
  


 


Mary Beth Kavanagh, MS, RDN, 
LD, FAND 
Senior Instructor and Director of 
Bachelor's/ Master's Education 
Department of Nutrition, School 
of Medicine 
Case Western Reserve University 


P: 216-368-3231 
mxk109@case.edu 


 
 


mxk109@case.edu 


 


 


Christine K. Weithman, MBA, 
RD, LDN  
Vice Chair 
Director of Nutrition Services & 
Product Development at HMR 
Weight Management Services 
Corp.  
P: 617/357-9690 
cweithman@hmrboston.com 
 
  


 
 
 
 
 
 


Kimberly A. Kirchherr, MS, RD, 
LDN, CDE, FAND 
105 S. Walnut Ave 
Arlington Hts, IL 60005-1725 
kimberly.kirchherr@gmail.com 
 


 


Hope D. Barkoukis, PhD, RD  
Faculty Lead; JJM Mandel 
Wellness & Preventative Care 
Pathway; Associate Professor; 
Interim Department Chair 
Department of Nutrition Case 
Western Reserve School of 
Medicine 
P: 216/368-2441 
Hope.Barkoukis@case.edu 


 


 


Zachari R. Breeding, MS, RDN, 
LDN 
Clinical Dietitian, 
Multidisciplinary Practice and 
Adult Cystic Fibrosis Center 
Drexel University College of 
Medicine 
P: 484.361.4535 
zacharibreeding@gmail.com 
 


 


Gigi Kwok, DrPH, MS, RD  
Program Manager for Nutribullet 
University Capital Brands 
P: 714/883-4606 
Gigi.y.kwok@gmail.com  


 
 
 


 


Anne Marie Davis, PhD, RDN, 


FAND 


Assistant Professor of Nutrition 


and Dietetics 


Director, Didactic Program in 
Dietetics 
University of New Haven 
P: 203-479-4819  
amdavis@newhaven.edu 
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Meghan E. Adler, MS, RD 


Nutritionist 
Food Surveys Research Group 
Beltsville Human Nutrition 
Research Center 
Agricultural Research Service, 
USDA 
P:  301/504-0370 
Meghan.Adler@ars.usda.gov 
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Donna S. Martin, EdS, RDN, LD, 
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Program 
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Professional Engagement                       and Engagement                            Online Learning                & Technology Manager 
312/899-1767                                           312/899-4895                                 312/899-4897                   312/899-4867                                  
denos@eatright.org                                lgranich@eatright.org                   sbaron@eatright.org       jlascola@eatright.org                               


 


 
 
 


Christine K. Weithman, MBA, 
RD, LDN  
Chair 
Director of Nutrition Services & 
Product Development at HMR 
Weight Management Services 
Corp.  
P: 617/357-9690 
cweithman@hmrboston.com 


 


 


Kimberly A. Kirchherr, MS, RD, 
LDN, CDE, FAND 
Kim Kirchherr, MS, RDN, LDN, 
CDE, FAND 
Vice President, National Dairy 
Council & IGA Health and 
Wellness Advisor 
kimberly.kirchherr@gmail.com 


 


 
 


Roberta H. Anding, MS, RD, 


CSSD, CDE, LD  


Past Chair 
Director of Sports Nutrition, 


Department of Pediatrics, 


Adolescent Medicine and Sports 


Medicine 


Texas Children’s Hospital 


robertaanding@gmail.com 


 


 
 
 


Zachari R. Breeding, MS, RDN, 
LDN, FAND 
Clinical Dietitian, 
Multidisciplinary Practice and 
Adult Cystic Fibrosis Center 
Drexel University College of 
Medicine 
P: 484.361.4535 
zacharibreeding@gmail.com 


 


 
 


Meghan E. Adler, MS, RD 


Vice Chair 
Nutritionist 
Food Surveys Research Group 
Beltsville Human Nutrition 
Research Center 
Agricultural Research Service, 
USDA 
P:  301/504-0370 
Meghan.Adler@ars.usda.gov 
 


 
 
 
 
 
 
 
 


Amanda E. Kruse, RD, CD 
K-12 Foodservice Operations 
Manager, Indianapolis Public 
Schools  


P: 734-341-3729 
kruseama@gmail.com 


 


 


Kathleen C. Niedert, RD, CSG, 


FADA 


Executive Director, Western 
Home Communities, Parkview 
Campus 
kniedert@aol.com 


 


 


Mindy G. Hermann, MBA, RDN 
Owner 
Hermann Communications 
P: 914-241-8714 
mindy@hermanncomm.com 
 


 


Mary Beth Kavanagh, MS, RDN, 
LD, FAND 
Senior Instructor and Director of 
Bachelor's/ Master's Education 
Department of Nutrition, School 
of Medicine 
Case Western Reserve University 


P: 216-368-3231 
mxk109@case.edu 


 
 


mxk109@case.edu 


 
 


Margaret O. Murphy, PhD, RD, 


LD 
Pediatric Renal Dietitian at 


University of Kentucky 


Healthcare 


Momurp3@uky.edu 
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Anne Marie Davis, PhD, RDN, 


FAND 


Assistant Professor of Nutrition 


and Dietetics 


Director, Didactic Program in 
Dietetics 
University of New Haven 
P: 203-479-4819  
amdavis@newhaven.edu 
 


 
 


 


Susan L. Smith, MBA, RDN, 


LD, NHA, FAND 
Clinical Nutrition Manager 


Reston Hospital Center 


susmithmbardnld@gmail.com  


 


  


 
 


Advisor: 
Mary K. Russell, MS, RDN, LDN, 
FAND 
Senior Manager, Medical 
Affairs/Nutrition 
Baxter Healthcare Corporation 
Peark02@outlook.com  
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CONFLICT OF INTEREST POLICY 
 


 


 


 
 
This conflict of interest policy is designed to help any person serving as a director, officer or 
member of a Board, committee or task force of the Academy of Nutrition and Dietetics  identify 
situations that present potential conflicts of interest and to provide the academy with a procedure 
that will allow a transaction to be treated as valid and binding even if a director, officer or 
member of an the Academy Board, committee or task force has or may have a conflict of interest 
with respect to the transaction.  The policy is intended to comply with the procedure prescribed 
in The Illinois General Not for Profit Corporation Act, 805 ILCS 105/108.6, and the Federal 
Internal Revenue Code (the "Statutes") governing conflicts of interest for directors of nonprofit 
corporations.  In the event there is an inconsistency between the requirements and procedures 
prescribed herein and those in the Statutes, the Statutes shall control.  All capitalized terms are 
defined in Part 2 of this policy. 
 
1.  Conflict of Interest Defined.  For purposes of this policy, the following circumstances 


shall be deemed to create Conflicts of Interest: 
A.  Outside Interests. 


(i)  A Contract or Transaction between the Academy and a Responsible Person or 
Family Member. 


(ii)  A Contract or Transaction between the Academy and an entity in which a 
Responsible Person or Family Member has a Material Financial Interest or of 
which such person is a director, officer, agent, partner, associate, trustee, 
personal representative, receiver, guardian, custodian, conservator or other 
legal representative. 


 B.  Outside Activities. 
(i)  A Responsible Person competing with the Academy in the rendering of 


services or in any other Contract or Transaction with a third party. 
(ii)  A Responsible Person's having a Material Financial Interest in, or serving 


as a director, officer, employee, agent, partner, associate, trustee, personal 
representative, receiver, guardian, custodian, conservator or other legal 
representative of, or consultant to; an entity or individual that competes 
with the Academy in the provision of services or in any other Contract or 
Transaction with a third party. 


2.  Definitions. 
A.  A "Conflict of Interest" is any circumstance described in Part 1 of this Policy. 
B.  A "Responsible Person" is any person serving as director, officer or member of an 


the Academy Board committee or task force. 
C.  A "Family Member" is a spouse, parent, child or spouse of a child, brother, sister, 


or spouse of a brother or sister, of a Responsible Person. 
D.  A "Material Financial Interest" in an entity is a financial interest of any kind, 


which, in view of all the circumstances, is substantial enough that it would, or 
reasonably could, affect a Responsible Person’s or Family Member’s judgment 
with respect to transactions to which the entity is a party. 







E.  A "Contract or Transaction" is any agreement or relationship involving the sale 
or purchase of goods, services, or rights of any kind, the providing or receipt of a 
loan or grant, or the establishment of any other type of pecuniary relationship with 
the Academy.  The making of a gift to the Academy is not a Contract or 
Transaction. 


 
3.  Procedures. 


A. Prior to board, committee or task force action on a Contract or Transaction 
involving a Conflict of Interest, a director, officer, committee or task force 
member having a Conflict of Interest and who is in attendance at the meeting shall 
disclose all facts material to the Conflict of Interest.  Such disclosure shall be 
reflected in the minutes of the meeting. 


B. A director, officer, committee or task force member who plans not to attend a 
meeting at which he or she has reason to believe that the board or committee will 
act on a matter in which the person has a Conflict of Interest shall disclose to the 
President or chair of the meeting all facts material to the Conflict of Interest.  The 
President shall report the disclosure at the meeting and the disclosure shall be 
reflected in the minutes of the meeting. 


C. A person who has a Conflict of Interest shall not participate in or be permitted to 
hear the Board’s, committee’s or task force discussion of the matter except to 
disclose material facts and to respond to questions.  Such person shall not attempt 
to exert his or her personal influence with respect to the matter, either at or 
outside the meeting. 


D.  A person who has a Conflict of Interest with respect to a Contract or Transaction 
that will be voted on at a meeting may be counted in determining the presence of 
a quorum for purposes of the vote, but may not be counted when the Board of 
Directors, committee’s or task force’s takes action on the Transaction or Contract.  
The person having a conflict of interest may not vote on the Contract or 
Transaction and shall not be present in the meeting room when the vote is taken, 
unless the vote is by secret ballot.  Such person’s ineligibility to vote shall be 
reflected in the minutes of the meeting.  


E. Responsible Persons who are not members of the Board of Directors of the 
Academy, or who have a Conflict of Interest with respect to a Contract or 
Transaction that is not the subject of Board, committee or task force action, shall 
disclose to the President or the President’s designee any Conflict of Interest that 
such Responsible Person has with respect to a Contract or Transaction.  Such 
disclosure shall be made as soon as the Conflict of Interest is known to the 
Responsible Person.  The Responsible Person shall refrain from any action that 
may affect the Academy's participation in such Contract or Transaction. 
In the event it is not clear whether a Conflict of Interest exists, the individual with 
the potential conflict shall disclose the circumstances to the President or the 
President’s designee, who shall determine whether there exists a Conflict of 
Interest that is subject to this policy. 







4.  Confidentiality. 
A. Each Responsible Person shall exercise care not to disclose confidential 


information acquired in connection with such status or information the disclosure 
of which might be adverse to the interests of the Academy in accordance with the 
Academy's Confidentiality Policy currently in effect. 


 
5.  Review of Policy. 


A. Each new Responsible Person shall be required to review a copy of this policy 
and to acknowledge in writing that he or she has done so. 


B.  Each Responsible Person shall annually complete a disclosure form identifying 
any relationships, positions or circumstances in which the Responsible Person is 
involved that he or she believes could lead to a Conflict of Interest.  Such 
relationships, positions or circumstances might include service as a director of or 
consultant to a nonprofit organization, or ownership of a business that might 
provide goods or services to the Academy.  


C.  This policy shall be reviewed annually by each member of the Board of Directors, 
committees or task forces.  Any changes to the policy shall be communicated 
immediately to all Responsible Persons. 


 
 







 
 
 
CONFLICT OF INTEREST POLICY 
 


 


 


 
 
The Board of Directors of the Academy of Nutrition and Dietetics wishes to avoid possible 
conflict of interest involving its directors, officers or members of the Academy Board, committee 
or task force as defined by state and federal law, in accordance with the Academy Conflict of 
Interest Policy currently in effect.  In addition, the Board wishes for all directors, officers, or 
members of the Academy Board, committee or task force continually be cognizant of their 
fiduciary duties to the Academy arising out of their positions of confidence within the 
organization, in accordance with the Academy Conflict of Interest in effect.  Therefore, the 
Board requests that each director, officer, or member of an Academy Board, committee or task 
force attest to the following statements: 
 
 
I, ____________________________________________________, state the following:  
 
 
1. I have read and understand the Academy Conflict of Interest Policy. 
 
 
2. I attach a list of all my affiliations with any person (including any officer or employee of 


the Academy or engagement in business with the Academy and/or related organizations 
units), corporation, or other entity with which I have reason to believe the Academy does 
business (check one). 


 
 _____    I HAVE NO AFFILIATIONS WITH SUCH PERSONS OR ENTITIES. 
 
 _____    LIST ATTACHED - See Next Page 
 
 
3.  I shall amend this list as my affiliations or the Academy duties change.  
 
 
4.  If I become aware that any member of my family (parents, brothers and sisters, children, 


spouse, and/or in-laws) is engaged or proposed to be engaged in business with the 
Academy, I shall disclose my relationship with the person(s) concerned and the nature of 
this business to the President or chair of the Academy committee or task force.  


 
 
5.  I understand that I am not to participate in any decision or vote on an issue in which I 


may have conflicts of interest because of affiliations listed herein. 
 
 
Signature  Date  
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		1.  Conflict of Interest Defined.  For purposes of this policy, the following circumstances shall be deemed to create Conflicts of Interest:
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Committee for Lifelong Learning (CLL) 


Conference Call  


Thursday, July 27, 2017 


11:00 AM – 12:00 PM CT 


Dial-In Number: 866/477-4564 


Participant Code: 18 30 45 73 27# 


 


 


 


TIME AGENDA ITEM  PRESENTER ANTICIPATED 


OUTCOME 


11:00 am CALL TO ORDER R. Anding  


11:00 am 1.0 Consent Agenda* 


1.1 FNCE® 2017 Keynote Speakers 


1.2 Featured Lectures  


1.3 FNCE® Session Grid 


1.4 Online Learning Report (Current)  


1.5 Online Learning Report (Next Steps)  


1.6 2016-17 CLL Roster 


1.7 2017-18 CLL Roster 


1.8 Conflict of Interest 


Is there any conflict of interest related to the 


agenda that you need to declare? 


R. Anding  Action  


11:05 am 2.0 Regular Agenda & Roll Call  


 Does the committee accept the agenda as 


written?  


R. Anding Action  


11:10 am 3.0 Welcome 2017-2018 CLL Members L. Granich Information/Discussion 


11:15 pm 4.0 FNCE® 2017 Session Planning 


4.1  FNCE® Updates 


4.2  Centennial Celebration  


4.3  CLL Planned Sessions 


4.4   Leadership Track 


4.5   Slide Reviews  


4.6 Onsite at FNCE®- Breakfast meeting, 


roles/expectations  


R. Anding/All 


 


Information/Discussion 


11:30 pm 5.0 FNCE® 2018 


5.1  2018 Call for Sessions 


      5.2   Anchor Sessions 


      5.3   Other visions? 


R. Anding/All 


 


Information/Discussion 


11:45 pm 6.0 Webinars 


6.1 Planning and Vetting  


L.Granich/J.LasCola Information/Discussion 


12:00 pm Adjournment   
 


 Attachment [Material(s) to be reviewed] 


*All items in the Consent Agenda are considered to be routine.  There will be no separate discussion of these items unless a Committee 


for Lifelong Learning member requests.  In the event a request is made, the item will be removed from the Consent Agenda and 


considered separately 
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Registration and Housing Now Open


C E N T E N N I A L  C E L E B R A T I O N
Saturday, October 21 from 6 p.m. to 7:30 p.m. (following Opening Session)


Enjoy a cocktail and hors d'oeuvres as you mingle with attendees and exhibitors!


More information to follow.


Saturday, October 21 – Tuesday, October 24


McCormick Place West • Chicago, Illinois


T H E  A C A D E M Y  O F  N U T R I T I O N  A N D  D I E T E T I C S  


C O R D I A L L Y  I N V I T E S  Y O U  T O  A T T E N D  O U R


Follow #FNCE on Twitter at @eatrightFNCE!





4.2 Centennial Celebration.pdf




 


 


CLL Planned Sessions 
 


October 22, 2017 


 8:00-9:30 AM 


 


128. Building Healthier Futures: The First 1000 Days 
 


Adrianna Logalbo 


Managing Director 


1,000 Days 


 


Alison Stuebe, MD, Msc, FACOG, FABM 


Medical Director of Lactation Services: Associate Professor of Maternal-Fetal Medicine 


UNC Health Care 


 


The effects of malnutrition during the first 1,000 Days, during a woman’s pregnancy, until her child’s 2nd 


birthday, can last a lifetime. Despite the immense challenge of improving the health of both mothers and babies, 


Registered Dietitian Nutritionists are uniquely positioned to influence positive change during this most critical 


time period. Come learn how you can build healthier futures with leaders from the 1,000 Days project, which is 


working worldwide on policy and funding opportunities to ensure mothers and babies are valued, healthy, and 


well nourished. 


10:00-11:30 AM 


 


134. You Are What You Just Ate 
 


Luc van Loon, PhD 


Professor of Physiology of Exercise 


Maastricht University Medical Centre 


 


Skeletal muscle protein is constantly being synthesized and broken down, with a turnover rate of about 1-2% 


per day. The rate of skeletal muscle protein synthesis is regulated by two main metabolic stimuli, food intake 


and physical activity. Food intake, or specifically protein ingestion, directly elevates muscle protein synthesis 


rates. The dietary protein derived essential amino acids and leucine in particular, act as signaling molecules 


activating anabolic pathways in skeletal muscle tissue and by providing precursors for muscle protein synthesis. 


Ingestion of a meal-like amount of dietary protein (~20 g) elevates muscle protein synthesis rates for several 


hours following ingestion, resulting in net muscle protein accretion. A substantial part of the ingested protein 


derived amino acids are taken up and directly used to support the post-prandial rise in muscle protein synthesis 


rate following ingestion of a single bolus of protein. The dietary protein derived amino acids not only present 


themselves as strong signaling molecules, but also act as direct precursors for de novo muscle protein 


synthesis. In short, ingestion of a single meal-like amount of protein allows ~55% of the protein derived amino 







 


 


acids to become available in the circulation, thereby improving whole-body as well as leg muscle protein 


balance. Approximately 20% of the protein derived plasma amino acids will be taken up in skeletal muscle 


tissue during a 5 h post-prandial period, thereby stimulating muscle protein synthesis rates and providing 


precursors for de novo muscle protein. In conclusion ‘you are what you just ate’. When food is ingested after a 


bout of physical activity the post-prandial muscle protein synthetic response is augmented, with higher muscle 


protein synthesis rates sustained over a more prolonged period of time. In other words, when you ingest protein 


following a bout of physical activity ‘you become even more of what you just ate’.  


 


3:30-5:00 PM 


 


127. Nutrigenomics: Is it ready for Prime Time? 
 
Ahmed El-Sohemy, PhD 
Canada Research Chair in Nutrigenomics 
University of Toronto 
 


There is increasing awareness among nutrition researchers, educators, healthcare professionals and 
consumers that the one-size-fits-all, population-based approach to nutritional guidance is inefficient and 
sometimes ineffective. Research in the field of nutrigenetics and nutrigenomics and has provided important new 
insights into the role of human genetic variation in modifying the response to nutrients and food bioactives. This 
session will review the scientific evidence, explain the benefits and limitations of genetic testing and describe 
criteria that can be used to determine the clinical validity and utility of consumer genetic tests for personalized 
nutrition. 
 


 


 


129. The Inclusive Table: Vegan Meals Omnivores Will Love 
 


Michele Redmond, MS, RDN 


Dietitian Chef & Food Enjoyment Activist 


The Taste Workshop 


 


Enette Larson-Meyer, PhD, RD, LD, CSSD, FACSM 


Professor of Human Nutrition at the University of Wyoming 


University of Wyoming 


 


Plant-focused eating is growing in popularity but can feel exclusive and limiting for omnivores. This interactive 


cooking session shares practical culinary techniques and flavor sensory considerations to make plant-centric 


meals appeal to all eaters and explores the nutrient benefits, challenges and myths of vegan meals. The 


session includes demonstrations showing how to create and use recipe templates to adapt vegan meals for all 


eaters and embrace seasonal variation. 


 


 


 







 


 


October 23, 2017 


8:00-9:30 AM 


 


132. Food Fraud: What's on My Plate, What's in it and is it Safe 


Rosalee Hellberg, PhD 


Assistant Professor, Food Science 


Chapman University 


 


Steven Sklare REHS, CP-FS, LEHP 


Director, Customer Engagement-Food Program 


United States Pharmacoopeia 


 


Food fraud is growing as some look to economic gain but it has a much larger implication than that caused by 


deliberately substituting ingredients for cost benefit. The consequences can be related to religious beliefs and 


even more importantly it can have health concerns including death due to allergens that are not listed.  Food 


fraud leads to mistrust of the food service industry as a whole.  Mislabeling can occur at any point within the 


supply chain.  This session will explain food fraud; identify foods prone to fraud and adulterations; explain DNA 


testing in the detection of species mislabeling, and discuss how the standards are set for food ingredients. 


 


133. Optimizing Your Online Presence Using Search Engine Optimization 


Sol Orwell 


Editor in Chief 


SJO.com 


 


 


Abbey Sharp, RD 


CEO  


Abbey's Kitchen 


 


The internet is saturated with nutrition misinformation on a daily basis and sound online content from experts 


can be muted by flashy, unsubstantiated information.  Search Engine Optimization (SEO) is the game changer 


that can amplify RDN voices and land sound nutrition content at the top of any search result. In this session, we 


have an SEO expert and a leading nutrition influencers who will provide in-depth methods to optimize your 


webpage and social media posts to get more views and likes than ever before. 


 


1:30-3:00 PM 


 


121. Hot Career Paths in Nutrition: Expert Panel 


Anne Wolf MS, RDN 


Owner 


NutritionFirst 







 


 


 


Dawn Jackson Blatner RDN, CSSD 


Author & Media Personality 


dawnjacksonblatner.com 


 


Donna Manring NDTR 


DTR 


Innovative Dining Solutions 


 


Rebecca Lewis MS, RDN 


Head Dietitian  


HELLOFRESH 


 


This informal, interactive session highlights four outstanding dietetic professionals who have taken their careers 


in exciting, non-traditional directions.  Our expert panel includes dietetic entrepreneurs working in media, home 


delivered meals, business consulting and training, and telehealth. 


3:30-5:00 PM 


 


124. Challenges in Understanding the Causes and Consequences of Obesity 


 


Thorkild IA Sørensen MD, Dr Med Sci, Dr HC. 


Professor of Metabolic and Clinical Epidemiology 


University of Copenhagen 


 


Obesity reflects a preceding slow cumulative positive energy balance. Whether it is primarily due to a minutely 


increased input, decreased expenditure or increased deposition remains unclear. Obesity leads to increased 


energy expenditure and hence increased energy needs, making it difficult to distinguish the processes and a 


challenge to interfere. Genetic predisposition and environmental exposures are involved, but which specific 


factors are operating and when remain to be clarified. The strong association between psycho-socio-economic 


factors and obesity calls for a new theory. Obesity is associated with metabolic alterations predisposing to 


several diseases, with diabetes and cardiovascular diseases as the most prominent. However, some of the 


obese escape the problems, whereas some skinny fat may suffer from them. The link between the accumulation 


of the excess though inert triglyceride in fat cells and the metabolic alterations may be explained by the adipose 


expandability theory. 


 


125. Perception and Reality for the Future of Food: Biotechnology in Sustainable 


Agriculture  


 


Pamela Ronald, PhD 


Professor 


University of California Davis 


 


William Hallman, PhD 


Professor and Chair 


Department of Human Ecology, Rutgers University 


 







 


 


 


The public wants to understand more about how food is grown. Future global food systems need to address 


food insecurity and sustainable agricultural practices to feed the world. Public controversy exists on the best 


way to achieve these goals. This hot topic is challenging to discuss yet drives many food decisions by the public 


- the perception of genetically engineered foods [GE]. Health Care professionals must be prepared to 


understand how people navigate this topic as it arises with their patient/audience populations. With experts in 


both the psychology of learning and agricultural practices, this session will explore the reasons for the public 


perception and acceptance (or lack thereof) to GE foods, [framed by individual values].  The science of this 


tendency as well as a review of scientific practices for both conventional and organic farming practices will be 


presented. 


 


October 24, 2017 


 8:00-9:00 AM 


 


126. The Intestinal Microbiome in Undernutrition: Cause, Effect, or Both? 


Dr. Geoffrey Preidis, MD, PhD 


Pediatric Gastroenterology Hepatology, and Nutrition 


Baylor College of Medicine and Texas Children’s Hospital 


 


Undernutrition remains one of the most pressing global health challenges today, contributing to nearly half of all 


deaths in children under five years of age. Although insufficient dietary intake and environmental enteric 


dysfunction are often inciting factors, evidence now suggests that unhealthy gut microbial populations 


perpetuate the vicious cycle of pathophysiology that results in persistent growth impairment in children. The 


metagenomics era has facilitated new research identifying an altered microbiome in undernourished hosts and 


has provided insight into a number of mechanisms by which these alterations may affect growth. This session 


will summarize a range of observational studies that highlight differences in the composition and function of gut 


microbiota between undernourished and healthy children; will discuss dietary, environmental and host factors 


that shape this altered microbiome; will examine the consequences of these changes on host physiology; and 


will consider opportunities for microbiome-targeting therapies to combat the global challenge of child 


undernutrition. 


9:45-11:15 AM 


 


120. Dietary Supplements: What You Need To Know and Why 


Johanna Dwyer, DSc, RD 


Director; Senior Nutrition Scientist 


Frances Stern Nutrition Center; National Institute of Health, Office of Dietary Supplements 


 


Paul Coates, PhD 


Director, Office of Dietary Supplements (ODS) 


National Institutes of Health 


 



http://s19.a2zinc.net/clients/Academy/FNCE2017/Public/SessionDetails.aspx?FromPage=Sessions.aspx&SessionID=1067&SessionDateID=27





 


 


Paul Thomas, EdD, RDN 


Scientific Consultant 


NIH Office of Dietary Supplements 


 


Dietary supplements are widely used by the American public; sales approach $40 billion.  Evidence for their 


efficacy is mixed and sometimes quite meager; for some, adverse health effects have been reported.  The 


Office of Dietary Supplements (ODS) at the National Institutes of Health (NIH) evaluates and supports research, 


develops resources for investigators, and provides outreach and communication to consumers, healthcare 


providers, and others in the stakeholder community.  These will be touched on during the course of a session 


that will use case studies and audience interaction to explore challenges in dietary supplement research as well 


as challenges in conveying information to the public. 


 


123. Body Composition: Growing Beyond BMI 


 


Dympna Gallagher, EdD 


Professor of Nutritional Medicine 


Columbia University 


 


Dr. Tim Lohman, PhD 


Professor Emeritus 


The University of Arizona 


 


Beyond BMI, body composition is increasingly recognized as central to a robust assessment of health risks. 


While BMI and waist circumference have served as a surrogate of body composition historically, new 


technologies, new applications of existing technologies, and an advanced understanding of the role of muscle 


and its quality in health have challenged us to advance our working knowledge and application of 


comprehensive body composition analysis to better understand the role of body composition in health. This 


session will inform on the limitations and gaps related to current, largely BMI-based, approaches, inform on the 


rapidly advancing field and challenge us to acquire the necessary knowledge and skills to apply newer 


approaches in dietetics research and practice. 
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STACEY HANKE 


            Founder 


    Stacey Hanke, Inc. 


 


  @StaceyHankeInc 


 
https://staceyhankeinc.com/  


         


SUNDAY, OCTOBER 22   
 


COMMUNICATION • INFLUENCE 
 


When was the last time you made a change in how you communicate? 


Nothing gets accomplished without the ability to influence others to act 


on what you have to say. Lack of influence is equivalent to having great 


ideas only you know and care about. Without it, no one follows. 


Without followers, your day-to-day responsibilities become difficult to 


achieve.  


 


Are you as influential as you think you are? Learn how to see yourself 


as others see you, as well as how to avoid mistakes that can decrease 


your influence. This session will dispel the most common influence 


myths and instruct leaders on how to stop sabotaging themselves in 


order to leave a positive, lasting impression. 


  


We help individuals create a consistent personal brand. The value our 


participants receive is through the practical skills and techniques they 


can apply in their day-to-day interactions. We provide how-to’s for 


communicating with brevity, clear and concise messages, adapting 


messages on the fly to meet listeners’ needs and reach a call-to-action.  


 


 
 


 


Stacey Hanke is founder of Stacey Hanke, Inc. She has trained and presented to thousands to rid 


business leaders of bad body language habits and to choose words wisely, spanning industries such 


as finance, healthcare, and government. Her client list is vast, including Coca-Cola; FedEx; Kohl’s; the 


United States Army, Navy, and Air Force; Publicis Media; Nationwide; US Cellular; Pfizer; GE; General 


Mills; and Abbvie. Her team works with a range of positions, up to C-suite leaders. In addition to her 


client list, she has been the emcee for Tedx. She has inspired thousands as a featured guest on media 


outlets, including The New York Times, Forbes, SmartMoney magazine, Business Week, Lifetime 


Network, Chicago WGN and WLS-AM. 


 


 


      



https://staceyhankeinc.com/





 


 
 


 


 


 


MONDAY, OCTOBER 23 
 
CHANGE MANAGEMENT• DIVERSITY • TEAM COLLABORATION  


  


Exceptional Leadership Is An Artform 


 


The struggle is real for every type of manager. You’ve got 


to support company strategies and goals, inspire 


confidence inside and even outside the organization, and 


function as a mentor, boss, coach, friend and therapist. And 


that’s all before your 11:00. 


 


Using the very same principles Second City directors 


employ to create critically acclaimed shows with 


performers, producers, writers, musicians and stage crews, 


we can show you how leaders who champion a 


collaborative space yield more original ideas and creativity 


from the team. 


 


The key principles of our proven leadership learning: 


o Recognizing and encouraging diverse ideas and 


voices 


o Creating and evaluating–but not at the same time 


o Prioritizing trusting your colleagues over your need 


to be “right” 


o Allowing your idea to become everyone’s idea 


o Building trust and expanding influence 


 


 
       


Second City’s unique way of fostering talent has cultivated generation after generation of the world’s 


most iconic comedians, actors, writers, directors and leaders. Somewhere along the way, we started 


noticing something surprising. When CEOs, marketers, learning officers and educators gave our 


methods a try, the results were undeniable–the very fundamentals that created stars on stage also 


created stars in the business world. It wasn’t crazy; it was a pattern, and it was happening over and 


over and over. 


Today, Second City finds itself back where it all began–at The University of Chicago–as part of an 


exclusive partnership with the Center for Decision Research at The Booth School of Business. The 


scientific objective? To research behavioral science through the lens of improvisation, allowing 


further development of our vast trove of executive education programs steeped in the ever-adaptable 


(and unabashedly fun) principles of improv. 


Simply put, we make work better. 


 


   @SecondCityWorks 


http://secondcityworks.com


/ 



http://secondcityworks.com/

http://secondcityworks.com/
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Committee for Lifelong Learning 


FNCE® Breakfast 


Saturday, October 21st 


7:30 – 9:00 AM 


Hyatt Regency Chicago 


151 E Upper Wacker Dr, Chicago, IL 60601 


Room: Skyway 260 
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Academy Lifelong Learning Webinar -Subject Matter Expert Review Form 


 


 


The Committee for Lifelong Learning guides all programming using the Academy Strategic Plan, CDR’s 


portfolio aggregate data and HOD trends analysis. The Academy value of “lifelong learning” guides the 


committee in their work to develop and promote opportunities which enhance members’ knowledge and 


skills in expanding and evolving practice environments. 


 


The Academy’s Lifelong Learning Webinar series aims to:  


 showcase or release new information  


 highlight outcomes 


 provide applications to dietetics practice 


 align with the Academy's Strategic Plan   


 address Evidence Based Practice 


Speaker requirements:  


 All speakers must have a strong, demonstrated lecturing experience, practice area or research 


expertise noted in the CV submission.  


 State, regional and/or national speaking experience is required.  


 Highly established experts in their field — recently published, presented, and/or possess 


extensive practitioner knowledge in a specialized subject area.   


 


General Information 


Activity/Program Title:  


Webinar Date:  


Review Date:  


 


Reviewer Information 


 


Reviewer Name:  


Reviewer Credentials:  


Demonstrated Expertise 


in Content Area: 


 


 


 


 


 


 


General Information 


 


CPE Level:  Level 1:  Little or no prior knowledge of subject 


 Level 2:  General knowledge of literature and professional practice in 


areas covered. 


 Level 3:  Thorough knowledge of literature and professional practice in 


areas covered. 


 


Is this topic appealing to 


RDNSs/NDTRs? 
 Yes 


 No 


Comments:  


Is this new or essential 


practice information? 


 


 


Comments:  



https://www.andeal.org/

http://www.eatrightpro.org/resources/leadership/board-of-directors/strategic-plan





 


Academy Lifelong Learning Webinar -Subject Matter Expert Review Form 


Are course objectives 


clearly stated? 


 


 


Comments:  


Is this speaker an expert 


on this topic? 


(credentials, level of expertise, experience) 


 


 


 


Is the proposal presented 


objectively? 
 Yes 


 No 


Comments:  


Are any controversial 


issues presented fairly? 
 Yes 


 No 


Comments:  


Is this evidence-based?  Yes 


 No 


If no, why not?    


Would you recommend 


this as an Academy 


Webinar? 


 Yes 


 No 


Comments:  


 


 


Final Comments 


Confidential Comments:  


 


 


 


Comments and 


Recommendations for 


Presenter: 


 


 


 


 


 


 


Reviewer Signature: _________________________________      Date:  _____________________  
 





		fill_1: 

		Comments: 

		Comments_2: 

		credentials level of expertise experience: 

		fill_5: 

		fill_6: 

		fill_7: 

		fill_8: 

		Date: 

		Text8: 

		Text9: 

		Signature: 

		Title: 

		Proposed Date: 

		Review Date: 

		Reviewer Name: 

		Reviewer Credentials: 

		Expertise: 

		Check Box 1: Off

		Check Box 2: Off

		Check Box 3: Off

		Check Box 4: Off

		Check Box 5: Off

		Check Box 6: Off

		Check Box 7: Off

		Check Box 8: Off

		Check Box 9: Off

		Check Box 11: Off

		Check Box 12: Off

		Check Box 13: Off

		Check Box 14: Off

		Check Box 15: Off

		Check Box 16: Off

		Check Box 17: Off

		Check Box 18: Off
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Passcode: 18 30 45 73 27#

 

  

Talk to you soon. 

 

Lori

 

 

 

 

Lori Granich, MBA, RDN

 

Director, Lifelong Learning and Engagement

 

Academy of Nutrition and Dietetics

 

120 South Riverside Plaza, Suite 2190

 

Chicago, IL 60606-6995

 

312/899-4895

 
lgranich@eatright.org 
www.eatright.org

 

 

 

 
DONATE today in recognition of this major milestone and support our Second Century Initiative!
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88. Chef Katy, Marjan, and 7 others want to join your network

From: LinkedIn <invitations@linkedin.com>

To: Donna Martin, EdS, RDN, LD, SNS, FAND <dmartin@burke.k12.ga.us>

Sent Date: Jul 19, 2017 18:19:26

Subject: Chef Katy, Marjan, and 7 others want to join your network

Attachment:

More opportunities to grow your network 
Donna Martin, EdS, RDN, LD, SNS, FAND  We noticed you're getting a lot of invitations lately, so
we're sending this summary highlighting the ones that stand out. 

Here are 8 invitations that stand out
 Chef Katy Martin, MBA RD 

Cheftitian (Chef + Dietitian)
 
Accept 
View profile 
Accept 
Marjan Niaki 

Dietetic Intern at Indiana University Purdue University
Indianapolis 
Accept 
View profile 
Accept 
Michael Oberschneider, Psy.D, NCCE, NCPC 

Founder and Director, Ashburn Psychological and Psychiatric
Services
 
Accept 
View profile 
Accept 
steve chen 

Managing Director at DC5
 
Accept 
View profile 
Accept 
Leah Hanson, MS RDN LD 

Acute Care Specialist, Abbott Nutrition, Abbott Laboratoires
 
Accept 
View profile 
Accept 
Bilal Ahmad 
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LifeScienceEvents.com
 
Accept 
View profile 
Accept 
Nikita Sheth (Prabhu), RD, LD 

Clinical Nutrition Manager at Houston Methodist St. John Hospital
 
Accept 
View profile 
Accept 
Megan Radamaker 

Public Health Nutrition MPH-RD STUDENT
 
Accept 
View profile 
Accept 

1 more person is waiting to join your network
 See all invitations Unsubscribe  |   Help 

You are receiving Invitation emails.

 

This email was intended for Donna Martin, EdS, RDN, LD, SNS, FAND (President of the Academy

of Nutrition and Dietetics 2017-2018). Learn why we included this.

 

© 2017 LinkedIn Corporation, 1000 West Maude Avenue, Sunnyvale, CA 94085. LinkedIn and the

LinkedIn logo are registered trademarks of LinkedIn.
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89. Re: Enjoyed meeting you and participating in Public Policy Day in D.C.

From: Donna Martin <DMartin@burke.k12.ga.us>

To: Rosemary Riley <rosemary.rileyphd@gmail.com>

Sent Date: Jul 15, 2017 10:54:41

Subject: Re: Enjoyed meeting you and participating in Public Policy Day in D.C.

Attachment:

Rosemary, thanks do much for reaching out to me.  You are doing such important work.  I will

keep you in mind for the next time I head to Columbus!  I also might do a president's page on

teaching people how to cook so I will reach out to you on that also!  

 

Sent from my iPad 
 
On Jul 13, 2017, at 6:01 PM, Rosemary Riley <rosemary.rileyphd@gmail.com> wrote:  
 

Dear Donna,  It was nice to meet you in person at the PAC breakfast during the PPW in D. C. in

June.  I live in Columbus, Ohio which I understand you visit and my daughter graduated from the

University of Georgia in 2009.   She had a great experience there and got a job in PR one month

after graduation with Weber- Shandwick in New York City.  She has been there for 7 years and is

doing well in healthcare PR.  
 

Just as background for you, I retired from Abbott Nutrition  3 years ago after working there for

more than 25 years.  I had many different positions in R&D but my final project was the creation of

the Abbott Nutrition Health Institute.  I still do some consulting for them. 
 

I have spent the last three years working in the community, primarily focusing on culinary nutrition

programming for people with diabetes, seniors, and cancer survivors.  I am on the Board and

Chairman of the Health Committee, and volunteer instructor for Cooking Matters, one of the 4

programs  offered by a local non-profit,  Local Matters. I also volunteer for the JamesCare for life

program where we harvest from the Garden of Hope at 11:00 am and then cook with cancer

survivors at 6:00 pm.  
 

I am also involved with the Culinary Medicine program offered to OSU Med Students and

Nationwide Children's Hospital residents.  Local Matters provides the Culinary guidance and

kitchen facilities.  I am concerned that the role of the dietitian are not reinforced in these programs.

 I signed up to help with the dishes to make sure there was a dietitian in the room.  I demonstrated

my worth over time but they did not feel it was needed to start. It feels like the nutrition expert is

the chef or possibly physicians when we both know that neither group has had the training that is

needed to help our patients.  
 

Please contact me the next time you are planning on coming to Columbus. I would love to show

you the work that we are doing here. 
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Warmest regards, Rosemary 
 

Rosemary E. Riley, PhD, LD 

President, Straight Talk: Nutrition, LLC
rosemary.rileyphd@gmail.com

614-325-8983
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90. Enjoyed meeting you and participating in Public Policy Day in D.C.

From: Rosemary Riley <rosemary.rileyphd@gmail.com>

To: dmartin@burke.k12.ga.us

Sent Date: Jul 13, 2017 18:01:58

Subject: Enjoyed meeting you and participating in Public Policy Day in D.C.

Attachment:

Dear Donna,  It was nice to meet you in person at the PAC breakfast during the PPW in D. C. in

June.  I live in Columbus, Ohio which I understand you visit and my daughter graduated from the

University of Georgia in 2009.   She had a great experience there and got a job in PR one month

after graduation with Weber- Shandwick in New York City.  She has been there for 7 years and is

doing well in healthcare PR.  
 

Just as background for you, I retired from Abbott Nutrition  3 years ago after working there for

more than 25 years.  I had many different positions in R&D but my final project was the creation of

the Abbott Nutrition Health Institute.  I still do some consulting for them. 
 

I have spent the last three years working in the community, primarily focusing on culinary nutrition

programming for people with diabetes, seniors, and cancer survivors.  I am on the Board and

Chairman of the Health Committee, and volunteer instructor for Cooking Matters, one of the 4

programs  offered by a local non-profit,  Local Matters. I also volunteer for the JamesCare for life

program where we harvest from the Garden of Hope at 11:00 am and then cook with cancer

survivors at 6:00 pm.  
 

I am also involved with the Culinary Medicine program offered to OSU Med Students and

Nationwide Children's Hospital residents.  Local Matters provides the Culinary guidance and

kitchen facilities.  I am concerned that the role of the dietitian are not reinforced in these programs.

 I signed up to help with the dishes to make sure there was a dietitian in the room.  I demonstrated

my worth over time but they did not feel it was needed to start. It feels like the nutrition expert is

the chef or possibly physicians when we both know that neither group has had the training that is

needed to help our patients.  
 

Please contact me the next time you are planning on coming to Columbus. I would love to show

you the work that we are doing here. 
 

Warmest regards, Rosemary 
 

Rosemary E. Riley, PhD, LD

President, Straight Talk: Nutrition, LLC
rosemary.rileyphd@gmail.com

614-325-8983
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91. Eat Right Weekly

From: Eatright Weekly <weekly@eatright.org>

To: Donna S Martin RDN LD SNS EDS FAND <DMartin@burke.k12.ga.us>

Sent Date: May 24, 2017 14:56:33

Subject: Eat Right Weekly

Attachment:

Eat Right Weekly 

Eat Right Weekly brings you all the news and info that affects you!

 

Having trouble viewing this e-mail? View it in your browser.

 

Connect with the Academy:

 

May 24, 2017

 

Quick Links: On the Pulse of Public Policy | CPE Corner | Career Resources | Research

Announcements 

 Academy Member Updates | Academy Foundation News

 
ON THE PULSE OF PUBLIC POLICY

 

New: Member Survey on Informatics Resources 

 A new online survey in the Academy's Member Engagement Zone asks members to share which

of the Academy's nutrition informatics resources you have found most useful. The Member

Engagement Zone is a platform developed to gather insights and secure feedback on issues

affecting the nutrition and dietetics profession. You can help advance the Academy and the

profession by taking this short, one-question survey. 

 Learn More

 

June 2 Deadline: Public Policy Workshop Registration and Housing 

 In a new video, learn why you should join more than 400 Academy members in standing up for

important priorities at the Academy's Public Policy Workshop, June 25 to 26 in Washington, D.C.

Register by June 2 to secure your spot at the world's largest food and nutrition policy and

advocacy summit. You must reserve your hotel room by no later than 5 p.m. Eastern time on June

2; rooms are based on availability and may sell out prior to the deadline. Registration and housing

information and the tentative PPW are available on the Academy's website. 

 Learn More

 

Academy's Stance: President's Budget Jeopardizes Nutrition Programs and Services 

 President Trump's 2018 budget proposal would drastically cut domestic spending, including
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substantial funding for vital nutrition assistance programs and health care assistance. The

Academy opposes cuts to programs that curb food insecurity and provide nutrition education to the

most vulnerable populations and stabilize health insurance markets. The Academy is working with

both parties in Congress against these cuts that jeopardize vital programs and services. 

 Learn More

 

Do You Work in a Hospital or Long-Term Care? Tell the Academy About Malnutrition's Impact on

Patients and Practice 

 As previously reported, the Academy's efforts recently resulted in four electronic clinical quality

measures for malnutrition (screening, assessment, diagnosis and care plan) being included in the

Centers for Medicare and Medicaid Services' proposed hospital inpatient rule in a future Hospital

Inpatient Quality Reporting Program. The Academy believes CMS should address malnutrition

immediately by adopting all four proposed malnutrition measures in the Hospital IQR this year and

to adopt malnutrition measures in post-acute care and community settings in future rulemakings.

In advance of the Academy's June comments, members are asked for input about the impact of

malnutrition on your patients, residents and clients, and on your business, company or facility. 

 Learn More

 

Menu Labeling Progresses in New York City, Delayed Nationwide 

 New York City will become the first jurisdiction to enforce menu labeling rules that include chain

restaurants, chain convenience stores and grocery stores, despite the Trump administration's

decision to delay the national menu labeling requirements until May 2018. The Academy strongly

supports menu labeling. In issuing the delay for the national menu labeling standards, the Food

and Drug Administration said it is seeking public comment on "approaches to reduce regulatory

burden or increase flexibility." The Academy will respond consistent with our previous comments

and input from Dietetic Practice Groups. 

 Learn More

 

New CDC Infographic: Impact of Obesity Epidemic on National Security 

 A new infographic titled "Unfit to Serve: Obesity is Impacting National Security" is available from

the Centers for Disease Control and Prevention's Division of Nutrition, Physical Activity and

Obesity in partnership with Mission Readiness, an organization of retired admirals and generals

whose goal is to strengthen national security by ensuring children "stay in school, stay fit, and stay

out of trouble." The infographic details how the obesity epidemic affects national security, with

more than a quarter of young adults being too heavy to serve in the military. The Academy has

worked with Mission Readiness on anti-obesity initiatives, including programs for legislators and

media who attended the 2016 national party conventions. 

 Learn More

 

June 13 Workshop and Webcast: Achieving Rural Health Equity and Well-Being 

 The National Academy of Science, Engineering and Medicine Roundtable on the Promotion of

Health Equity and the Elimination of Health Disparities and the Roundtable on Population Health
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Improvement will hold a June 13 workshop in Prattville, Ala., and via webcast on "Achieving Rural

Health Equity and Well-Being: Challenges and Opportunities." The workshop will illustrate

promising and constructive actions that rural communities are taking. Registration for the

workshop and webcast is now open. 

 Learn More

 

In August: Advocate for Women and Children's Health 

 The Academy's next quarterly advocacy day will be held August 7 in Washington, D.C., as

members join the United States Breastfeeding Committee for its Advocacy Day of Action following

the National Breastfeeding Coalitions Convention in Arlington, Va., on August 4 to 6. For more

information about the convention, email Sara Walz at swalz@usbreastfeeding.org. 

 Learn More

 
CPE CORNER

 

June 27 Webinar: Setting the Record Straight on Vitamin E 

 A June 27 webinar will cover important milestones in vitamin E research, distinguish between the

vitamin's two subgroups, tocopherols and tocotrienols, and identify current sources and

compositions of tocotrienols. New research will highlight tocotrienol's role as the 21st century

vitamin E. The webinar offers 1 CPEU. 

 Learn More

 

New Online Certificate of Training Program: Informatics in Nutrition 

 Keep up with the rapidly changing world of health care: The Academy's Center for Lifelong

Learning, planned with the Nutrition Informatics Committee, the NIC Consumer Health Informatics

Workgroup and the Interoperability and Standards Committee, offer this program to ensure

nutrition professionals stay up-to-date with the latest methods of processing and using data in all

areas of the profession. The program covers every facet of informatics, including Electronic Health

Records, security and ethics, utilizing data and more. The information in this program can be

successfully utilized on a daily basis. 

 Learn More

 

New Online Certificate of Training Program: Integrative and Functional Nutrition 

 Develop competency and earn CPEUs online with a new program on digestive health,

detoxification, inflammation and more. This certificate of training program was planned by the

Academy's Center for Lifelong Learning and the Dietitians in Integrative and Functional Medicine

dietetic practice group. Don't miss out on the opportunity to become an expert in this rapidly

growing field. 

 Learn More

 

Certificate of Training Program: 'Chronic Kidney Disease Nutrition Management' 

 Learn about the most recent population data from USRDS and NHANES and recently revised
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recommendations for sodium intake and blood pressure control. 

 Learn More

 

Certificate of Training Program: 'Vegetarian Nutrition' 

 A growing trend offers registered dietitian nutritionists opportunities to be the go-to source for

tailoring a healthy vegetarian diet. A new online certificate program prepares RDNs to excel in this

specialty. 

 Learn More

 

Certificate of Training Program: 'Supermarket Business and Industry Skills to Thrive in Retail

Dietetics' 

 Learn business basics, influence the retail environment, create return on investment, build and

nurture community and business relationships and understand the roles and responsibilities of

today's retail dietitian. 

 Learn More

 

Online Certificate of Training Program: Culinary Nutrition 

 The Center for Lifelong Learning, with the Food and Culinary Professionals dietetic practice

group, offers a new program to prepare registered dietitian nutritionists to excel in the fast-growing

field of culinary nutrition. Topics such as planning healthy meals, food safety, preparation

techniques and more are covered. 

 Learn More

 

Revised Program: 'Developing Your Role as Leader' Certificate of Training 

 The Center for Lifelong Learning introduces updates and a revision to the online certificate

program with a focus on enhancing leadership skills for all members. 

 Learn More

 

Revised Program: 'Executive Management' Certificate of Training 

 The Center for Lifelong Learning introduces updates and a revision to the online certificate

program with a focus on enhancing executive management skills for all members. 

 Learn More

 

Certificate of Training: Adult Weight Management 

 This program takes place June 22 to 24 in Cincinnati, Ohio; September 29 to October 1 in

Phoenix, Ariz.; October 19 to 21 in Chicago, Ill.; and November 16 to 18 in Orlando, Fla. 

 Learn More

 

Certificate of Training: Childhood and Adolescent Weight Management 

 This program takes place September 7 to 9 in Memphis, Tenn. 

 Learn More
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Level 2 Certificate of Training: Adult Weight Management 

 This program takes place October 19 to 21 in Chicago, Ill. 

 Learn More

 

Self-Study Modules 

 Members who are unable to attend an on-site Certificate of Training Program may wish to

consider a self-study module: Adult Weight Management; Childhood and Adolescent Weight

Management; Level 2 Adult Weight Management.

 

CDR Customer Service Survey 

 Please take a moment to provide feedback to the Commission on Dietetic Registration regarding

the quality of service you received and improvements that could be made to better meet your

needs. 

 Learn More

 

Practice Papers Offer Free CPE Opportunities 

 Read Academy Practice Papers and complete a quiz to earn 1 free CPEU. 

 Learn More

 
CAREER RESOURCES

 

One Week Left: Renew Your Academy Membership 

 Stay connected to your Academy: Renew your membership by May 31 through the Member

Service Center at 800/877-1600, ext. 5000 (Monday through Friday, 8 a.m. to 5 p.m. Central

Time), or online. 

 Learn More

 

New Issue: MNT Provider 

 Are you ready to begin using the new ABN form with your Medicare patients? Do you want to play

a role in the new Medicare Diabetes Prevention Program benefit? Read the MNT Provider

newsletter to position yourself for success. 

 Learn More

 

Updated: The Food and Nutrition Gold Standard 

 Whether addressing nutrition questions from clients, consumers, students or others, the newly

released 5th edition of the Academy of Nutrition and Dietetics Complete Food &Nutrition Guide is

the ultimate resource for communicating science-based advice and answers on a myriad of topics.

More comprehensive than ever, this guide has been updated to reflect the 2015-2020 Dietary

Guidelines for Americans, Academy positions and the most recent and authoritative public health

guidelines. 

 Learn More
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Easily Track and Improve Patient Outcomes with eNCPT 

 eNCPT is an online publication containing a comprehensive explanation of the Nutrition Care

Process and standardized terminology, which allows for a consistent approach to practice, making

tracking patient outcomes easier. Subscribers have access to the most up-to-date terminology, an

easy-to-access web platform, multiple language translations and free access to the Electronic

Health Records Toolkit. Learn how eNCPT can make a positive impact on your effectiveness. 

 Learn More

 

Guide Your Clients to a Healthy Pregnancy with Updated Book 

 The Academy's newly published book, Expect the Best: Your Guide to Healthy Eating Before,

During and After Pregnancy (2nd ed.), is a comprehensive resource for new and future parents to

make the best choices throughout the entire pregnancy journey, including nutrition lifestyle habits

from preconception to post-delivery. 

 Learn More

 

Now Available in 10-Packs: Get Your Clients on the Healthy Track with the Latest Tech 

 Bits and Bytes: A Guide to Digitally Tracking Your Food, Fitness and Health describes how to get

started with digital health tracking and choose the right tools to achieve personal health goals.

With colorful illustrations and sample screens, this guide compares popular apps and tracking

programs, explaining the features they offer. Bits and Bytes is now available in economy packs of

10, making them easy to distribute to clients. 

 Learn More

 

Keep Your Clients Informed with Academy's Brochure Handouts 

 With a colorful design, engaging format and short, clearly defined sections, these brochures are

easy to read for clients who may be unfamiliar with a variety of nutrition topics. The latest

brochures cover gluten-free eating, pregnancy nutrition, calcium and more. 

 Learn More

 

Incorporate Health Care Delivery and Payment into Your Program 

 Three "Make Yourself at Home" Emerging Healthcare Delivery Models Curriculum Educator

Modules are available to educators to assist with providing content about emerging delivery

models and the role of the registered dietitian nutritionist. Each module includes objectives,

recommended reading, a narrated presentation and a suggested student activity. Educators can

easily implement these adaptable modules into their curriculum to break down this complex and

timely topic. Get the complete set or individual modules. 

 Learn More

 

Success Starts with eatrightPREP for the RDN Exam 

 Put yourself in the best position to pass the RDN exam with this comprehensive and convenient

new resource. EatrightPREP goes above and beyond what any book can do, with an exam study
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plan including more than 900 questions, unlimited access to three full-length practice exams and

performance statistics to identify your strengths and target weaknesses. This cutting-edge

resource complies with the Commission on Dietetic Registration's latest Test Specifications for

2017. Free trials are available for educators and program directors. 

 Learn More

 

You've Chosen Your Career, Now Choose to Shine 

 Launching Your Career in Nutrition and Dietetics: How to Thrive in the Classroom, the Internship

and Your First Job (2nd ed.) will walk you through every step in becoming the best and most

effective registered dietitian nutritionist you can be, including: how to navigate coursework and

internship applications, tips for passing the RDN exam, strategies for landing your first job and

more. Available in print and eBook formats.

 
RESEARCH ANNOUNCEMENTS

 

Nutrition Research Month 

 May is Nutrition Research Month. Helping to gather data is just one more way in which registered

dietitian nutritionists can build evidence for dietetics practice and improve patient outcomes. 

 Learn More

 

ANDHII Can Help Teach Research and Informatics Basics 

 Finding new ways to get students involved in research can be as easy using the Academy of

Nutrition and Dietetics Health Informatics Infrastructure. ANDHII is a member benefit that

educators can access for your classrooms to demonstrate how to document in an electronic health

record, record patient data and track patient and client outcomes. Students can use the

aggregated patient outcomes for research projects to assess the value and impact of nutrition

interventions. 

 Learn More

 
ACADEMY MEMBER UPDATES

 

Academy Highlights: Year in Review 2016-2017 

 In keeping with the Academy's commitment to transparency and to keeping members informed of

the organization's activities, President Lucille Beseler, MS, RDN, LDN, CDE, FAND, and Chief

Executive Officer Patricia Babjak presented a report to the Board of Directors at its May meeting.

View "Highlights: A Year in Review 2016-2017" for details on events and activities of the Academy

over the past fiscal year. 

 Learn More

 

Stay on the Cutting Edge of Dietetics: Attend FNCE 

 Advance your career by being up to date on the latest in dietetics. The Food &Nutrition

Conference &Expo offers must-attend events including advanced programming where you can
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gain insights while also earning CPEUs. Don't miss the Research, Project and Program, and

Innovations Posters and Research and Quality Symposia. Registration is now open. 

 Learn More

 

May 30 Submission Deadline: Late-Breaking FNCE Abstracts 

 Do you have new, groundbreaking research to present? The Academy will accept a limited

number of late-breaking abstracts for the 2017 Food &Nutrition Conference &Expo. The

submission deadline is May 30. 

 Learn More

 

Promote Summer Meal Programs 

 Help connect kids and families to free summer meals using the U.S. Department of Agriculture's

Summer Food Service Program's summer meal site locator tool. Additional resources include

toolkits, flyers and more.

 
ACADEMY FOUNDATION NEWS

 

Foundation Hosts Reception Where It All Started for the Academy 

 The Foundation hosted a historic Second Century Campaign reception last week in Cleveland,

site of the founding meeting of the Academy in 1917 as the American Dietetic Association. Thanks

to the reception's sponsors: Abbott Nutrition, American Dairy Association Mideast and the J.M.

Smucker Company. 

 Learn More

 

Provide Education to Developing Nations: Global Food and Nutrition Resource Hub and June 1

Webinar 

 An online hub is now available to support health professionals' humanitarian assistance efforts in

developing areas of Central America. Funded through the Foundation, this open-access collection

includes background information on key issues, educational illustrations and nutrient comparison

charts unique to the local food supply. The Academy will continue to expand its resources for

global nutrition education. Help enhance them by sharing your feedback in a brief survey. A June

1 webinar titled "Expanding Our Impact: International Nutrition Resources and Global Outreach"

will tour the hub and educate members about programs and opportunities in this area. The

webinar offers 1 CPEU. 

 Learn More

 

Discover Foundation's New Website: Designed with Your Needs in Mind 

 The Foundation's interactive new website will help reach the goal of advancing public health and

nutrition by utilizing the expertise of registered dietitian nutritionists through scholarships, awards,

research grants and public education. Explore the new site to learn about the Foundation's full

spectrum of services. 

 Learn More
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Leaders' Reception Raises Awareness, Funds for Second Century 

 Barbara J. Ivens, MS, RDN, FADA, FAND, and Stella H. Cash, MS, MEd, FAND, hosted a brunch

in Cashs Bath, Mich., home on May 13 to awareness and funds for the Foundation's Second

Century initiative. 

 Learn More

 

Foundation Report: Opportunities to Reduce Food Waste 

 Registered dietitian nutritionists are uniquely qualified to help reduce food loss and waste by

individuals, families, communities, business and industry, according to a report funded by the

Academy's Foundation. "The State of America's Wasted Food and Opportunities to Make a

Difference" is available on the Foundation's website. 

 Learn More

 

Honor a Mentor 

 Has someone motivated or inspired you throughout your career? Recognize and honor your

mentor with a Tribute Gift to the Foundation. 

 Learn More

 

From Our Colleagues

 

ANFP Online Course: Food Safety and Technology 

 The Association of Nutrition &Foodservice Professionals is offering Academy members a 10

percent discount during May on the online course "Food Safety and Technology." This five-hour

course provides an understanding of standards and common industry practices used to serve

guests safely. Use the code ANFPANDMAY17 when registering to receive the discount. ANFP is a

continuing professional education-accredited provider with the Commission on Dietetic

Registration; the course offers up to 5 CPEUS. 

 Learn More

 
Send questions, comments or potential news items. 
 The submission deadline is 2 p.m. Central Time on the Thursday prior to publication. 
  
 
Note: Links may become inactive over time. 
  
 
Eat Right Weekly is emailed each Wednesday to all Academy members.

 

Eat Right Weekly is a benefit for members of the Academy of Nutrition and Dietetics. If you prefer

not to receive Eat Right Weekly, simply follow this link to unsubscribe. 

  

You are currently subscribed as: DMartin@burke.k12.ga.us
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92. RE: Ohio Reception 

From: West, Katherine A <Katherine.West@abbott.com>

To: Donna Martin <DMartin@burke.k12.ga.us>, Susan Burns

<Sburns@eatright.org>

Cc: Beth Labrador <BLabrador@eatright.org>

Sent Date: May 23, 2017 14:11:49

Subject: RE: Ohio Reception 

Attachment: image001.gif
image002.jpg

Thank you both, what a fun picture and great memory!  Last week was very exciting, motivating,

and educational.  I sincerely look forward to the ongoing journey ahead with you!

 

 

Kind Regards,

 

Kathy

 

 

Kathy West, MS, RD, LD

 

Senior Manager

 

Professional Alliances &Education 

 Abbott Nutrition Health Institute 

  

3300 Stelzer Road 

 Department 106720/RP2-3 

 Columbus, Ohio 43219

 

Office 614-624-4269  

Cell 614-753-2389 

 Fax 614-727-4269 

 katherine.west@abbott.com

 
 

This communication may contain information that is proprietary, confidential, or exempt from

disclosure. If you are not the intended recipient, please note that any other dissemination,

distribution, use or copying of this communication is strictly prohibited. Anyone who receives this

message in error should notify the sender immediately by telephone or by return e-mail and delete

it from his or her computer.
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From: Donna Martin [mailto:DMartin@burke.k12.ga.us]  

Sent: Tuesday, May 23, 2017 9:59 AM 

 To: Susan Burns; West, Katherine A 

 Cc: Beth Labrador 

 Subject: Re: Ohio Reception 

 

Could not agree more, so appreciate Abbott's support and look forward to working even more with

Abbott in the future!

 

Donna S. Martin, EdS, RDN, LD, SNS, FAND

 

Director, School Nutrition Program

 

Burke County Board of Education

 

789 Burke Veterans Parkway

 

Waynesboro, GA  30830

 

work - 706-554-5393

 

fax - 706-554-5655

 

President-elect of the Academy of Nutrition and Dietetics 2016-2017

 

From: Susan Burns <Sburns@eatright.org> 

 Sent: Tuesday, May 23, 2017 7:33 AM 

 To: West, Katherine A 

 Cc: Donna Martin; Beth Labrador 

 Subject: Ohio Reception 

 

Hi Kathy.  It was so great to see you in Cleveland.  Thank you for Abbott Nutrition’s support of the

Academy Foundation’s Second Century Reception.  I wanted to share this cute photo from the

evening.  We thought it was a great event and opportunity to celebrate Cleveland!  
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93. Gavel Passing Talking Points and LPPC Report

From: Joan Schwaba <JSchwaba@eatright.org>

To: DMartin@Burke.k12.ga.us <DMartin@Burke.k12.ga.us>

Sent Date: May 16, 2017 15:05:44

Subject: Gavel Passing Talking Points and LPPC Report

Attachment: image001.png
Beseler-Martin gavel transfer 5-19 final.docx
May 26 LPPC Report.doc

Hi Donna, 

Attached is a copy of the passing of the gavel talking points. On Friday at 5pm the Board and staff

will be going over to the Dittrick museum to view the 100th Anniversary display and we will hold

the ceremony during our visit.  We have champagne chilling to help us celebrate the event!  

Also attached is your BOD report for the May 26 LPPC meeting consent agenda. I used the

accomplishments report from the BOD packet – it highlights the Academy’s many achievements

for the past year. 

See you soon!

 

Joan

 

 

Joan Schwaba, MS, RDN, LDN

 

Director, Strategic Management 

 Academy of Nutrition and Dietetics 

 120 S. Riverside Plaza, Suite 2190 

 Chicago, Illinois 60606-6995 

 Phone: 312-899-4798 

 Fax number: 312-899-4765 

 Email: jschwaba@eatright.org 

 www.eatright.org | www.eatrightPRO.org | www.eatrightSTORE.org

 
DONATE today in recognition of this major milestone and support our Second Century Initiative!
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Transfer of President’s Gavel - Friday, May 19, 2017

Comments by

Lucille Beseler, MS, RDN, LDN, CDE, FAND

Donna S. Martin, EdS, RDN, LD, SNS, FAND



LUCILLE:

· In my last Journal President’s Page this month, I wrote, “Is it May already?!”

· This has been the fastest year of my life! I want to thank all members, the Academy’s hardworking and often-unsung Headquarters Team led by Pat Babjak, and my colleagues on the Board for the opportunity to serve as your 2016-2017 President. 

· I learned a lot this past year, from our members and from outside groups and individuals alike. I listened to all opinions and comments and found many to be wonderfully insightful; they will help shape our future.

· I have viewed myself during the past year as members’ “Chief Motivating Officer,” and I believe we have experienced success.

· At FNCE, I spoke about why we should take calculated risks. I shared some of my business expertise in the hope that understanding business and consumer attitudes can enable us to be competitive in the health care market. 

· Besides being the influencers, we need to keep an eye on how our services in any venue can influence outcomes and profitability. These ensure more jobs for members and more supportive services to enhance our work. 

· As a science-based profession, we must use our critical thinking skills and we must not allow others who are not part of our profession to make decisions that shape our future.

· Helping consumers instead of dictating to them is how we will gain popularity as important and caring health professionals. 

· Finally, my goal was to engage members to care about our professional association and to help shape the future during our Second Century. 

· It has been my honor to serve, and I will continue to do all I can for our Academy as past-president and as a proud Academy member. 

· At this time, it is my great pleasure to hand over the presidential gavel to our 2017-2018 President Donna Martin. Our Academy will be in great hands with Donna at the helm. Thank you, Donna, and congratulations!



(GAVEL-PASSING. APPLAUSE, PHOTOS, ETC.)

[bookmark: _GoBack]
DONNA:

· Thank you, Lucille! You have been a spectacular president and it’s been a pleasure to serve side by side with you this past year.

· It will be a special honor to be serve as our Academy’s 2017-2018 President. It’s even more special because 2017 is our Academy’s Centennial year. 

· Especially during this year, we are honoring our past and choosing a bold, purposeful way to continue our proud legacy with a new vision for the Academy’s Second Century. 

· Since the beginning, food and health systems have continued to evolve, becoming more global and complex. These challenges also create unprecedented opportunities for innovation and collaboration, and for the evolving roles of registered dietitian nutritionists and the nutrition and dietetics technicians, registered in the 21st century: 

· What will we be doing? How will we promote nutrition and health in the coming years and decades? Where do we find innovation and creativity? Who are our role models? 

· I hope to ignite a year-long conversation: How can we best honor the spirit and legacy of our founders and, in our Second Century, create a profession that lives up to their inspiration. Most importantly, how can we forge a promising future for the next generation of practitioners?

· I look forward to working together to elevate the profession, expand our reach and do more to improve health around the world. 

· Thank you again, Lucille, and to all our colleagues on the Board and staff. It will be a pleasure to make our Second Century a reality with you.
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I am sharing this report containing selected highlights from the past fiscal year.  It is not a comprehensive report of all of the events and activities of the Academy.  


JUNE 2016


Dietitians of Canada National Conference


Lucille Beseler and Pat Babjak attended Dietitians of Canada’s National Conference. They met with leaders of DC, networked with the Board of Directors and attended the keynote sessions, symposia and workshops. DC’s major initiatives related to branding the RDN. The organization shifted its credential from RD to RDN to maintain consistency in North America. The Academy continues to work with DC, specifically on joint efforts related to International Confederation of Dietetic Associations and collaborating across disciplines with international food and nutrition communities.


Public Policy Workshop


Lucille Beseler, Donna Martin, Evelyn Crayton, Linda Farr, Diane Polly, Aida Miles, Denice Ferko-Adams and Pat Babjak met in Washington, D.C., with more than 325 passionate Academy members at the Public Policy Workshop. Members representing each of the 50 states, as well as Academy DPGs and MIGs, visited Capitol Hill to communicate nutrition policy that will positively affect the health of the nation and the nutrition and dietetics profession. Members reviewed the Academy’s priority areas to effectively communicate nutrition messages to congressmen and senators. Members were encouraged to build relationships with their representatives to prioritize nutrition policy for the health of their constituents.


JULY 2016


IFT’s Annual Meeting


Lucille Beseler and Pat Babjak attended the Institute of Food Technologists annual meeting and food expo, the biggest gathering of food science professionals. They met with IFT leaders and senior-level executives from the world’s top food companies. The event brought together food professionals from around the world — in industry, government and academia — for knowledge exchange, networking and problem solving. Presenters addressed the latest global trends and the newest innovations in food technology.


2017 Trailblazer Award 


The joint Academy and IFT Trailblazer Award was presented to Connie Weaver, PhD. The recipient has demonstrated innovative contributions to improved health among underserved populations through at least one aspect of food science and technology and has exhibited intellectual courage in research, instruction and/or communication at this intersection. In 2016, Weaver joined the Academy. This year the award will be presented at the Food & Nutrition Conference & Expo in October; the Board will approve the recommendation at the May meeting.


Advocacy Efforts at Political Conventions


Policy Initiatives and Advocacy staff and Lucille Beseler met with policy and entertainment industry leaders at the Republican and Democratic National Conventions. Jeanne Blankenship, vice president for policy initiatives and advocacy, joined Lucille at the Republican Convention in Cleveland; and Pepin Tuma, senior director for government and regulatory affairs, joined Lucille at the Democratic Convention in Philadelphia. Briefings were held to educate policymakers about obesity and to increase support for access to evidence-based care by advocating for the Treat and Reduce Obesity Act (H.R. 2404). Denice Ferko-Adams also attended the DNC.


AUGUST 2016


AADE Meeting


Lucille Beseler and Pat Babjak met with the presidents and CEOs of the American Diabetes Association and the American Association of Diabetes Educators at AADE’s Annual Meeting in San Diego. The discussions addressed key issues and opportunities for collaboration to provide improved care for persons newly diagnosed with diabetes and pathways for MNT reimbursement. They also met with DCE DPG leaders to discuss concerns over health coaches encroaching on RDN scope of practice.


Third Annual Kids Eat Right Month 


An initiative of the Foundation, Kids Eat Right Month focused on the importance of healthful eating and active lifestyles for children and families and featured expert advice from members. The Academy developed member, consumer and media messaging around KER’s core principles: “shop smart, cook healthy and eat right.” Kids Eat Right reached a milestone of 200,000 social media followers.


SEPTEMBER 2016


International Congress of Dietetics 
Lucille Beseler, Donna Martin and Pat Babjak were among Academy members and representatives who joined presidents and directors from nutrition and dietetics organizations from more than 40 countries September 7 to 10 at the XVII International Congress of Dietetics in Granada, Spain. At this quadrennial conference, nutritionists and dietitians from around the world gathered to share knowledge and practice perspectives. The theme of the 2016 conference was “Going to Sustainable Eating.” The Academy’s representatives presented several sessions at ICD and hosted a global nutrition collaborative meeting with leaders of the International Confederation of Dietetics Associations and the European Federation of the Association of Dietitians. The Academy’s recommendations related to international education and accreditation standards were shared. Past Academy President Judy Rodriguez was elected to the ICDA Board of Directors. 


Nutrition Impact Summit


The Academy convened the Nutrition Impact Summit, which brought together more than 175 leaders, including Academy members and participants from the Alliance for a Healthier Generation, Feeding America, PEW Charitable Trusts, YMCA, Kaiser Permanente, Abbott Nutrition, Project Peanut Butter, Kroger, USDA Center for Nutrition Policy and Promotion, Centers for Disease Control and Prevention and Wholesome Wave; as well as institutions including Duke University, Tufts University’s Gerald J. and Dorothy R. Friedman School of Nutrition Science and Policy and Johns Hopkins University’s Bloomberg School of Public Health. Thought leaders in food, wellness and health care systems identified potential projects and strategic partners in the U.S. and worldwide. Areas discussed included improving food system resilience, scaling nutrition solutions and transforming treatment through nutrition interventions. The Summit provided opportunities for participating organizations to collaborate on national and global health issues and informs the strategic planning process for the Second Century.


Briefing on Malnutrition to Highlight Need for Medical Intervention


In cooperation with Defeat Malnutrition Today, the Academy organized a congressional briefing on “The Growing Crisis of Malnutrition in Older Adults.” The Washington, D.C., briefing addressed the current state of health care delivery for adults with malnutrition in the United States; malnutrition’s effect on health care costs; and interventions that could help reduce incidents of malnutrition and improve the quality of life for adult patients. U.S. Rep. Don Beyer (Va.) gave opening remarks. Speakers included RDNs representing the Academy and other partner organizations. This event kicked off Malnutrition Awareness Week and the Academy’s Advocacy Day on Capitol Hill, where RDNs, other health care professionals, advocates and private sector stakeholders visited more than 60 Congressional offices and encouraged all members to support the measures with a sign-on letter.


Third Annual National Obesity Collaborative Care Summit


Lucille Beseler appointed Anne Wolf, MS, RDN, to represent the Academy at National Obesity Collaborative Care Summit in Chicago. Representatives from more than 30 major health and medical organizations convened for discussions about how the different health specialties and the organizations themselves can better collaborate on providing care to individuals affected by obesity. The Summit was orchestrated and hosted by the American Society for Metabolic and Bariatric Surgery. Summit participants discussed prevention and treatment strategies for obesity, patient access to treatment, the continuum of care and potential opportunities for collaboration.


OCTOBER 2016


Food & Nutrition Conference & Expo


· Attendees from 49 countries


· More than 10,000 attendees


· 135 educational sessions, with 92 percent of them at  Level 2 or Level 3


· Social media impressions:


· 51.6 million impressions


· #FNCE trended nationally for 2 days


· More than 21,000 posts from October 13 to 21


· Topics that trended locally: Orthorexia, Yoga, FODMAP


· FNCE mobile app had a 83 percent adoption rate with 7,076 users


· 13 hotel rooms were utilized with 15,200 rooms which generated more than $300,000 in hotel rebates.


· Two new FNCE toolkits designed for attendee and employer ROI


· For the first time, we opened registration onsite for the next FNCE, which generated $66,075 in revenue.


· The Academy received a Hermes Creative Gold Award for the 2016 FNCE Exhibitor Prospectus.


Let’s Move! Program Event


Donna Martin joined First Lady Michelle Obama and delivered remarks, addressing an audience of more than 200 people from various sectors that have championed healthier eating and active living. There were approximately ten RDNs in attendance, including Jean Ragalie-Carr. Donna also participated with President and Mrs. Obama in welcoming children participating in Let’s Move! programs. These programs were launched in collaboration with federal agencies, businesses and nonprofits to mobilize every sector to help kids and families lead healthier lives. 


Malnutrition and Quality Improvement Initiative Video


Lucille Beseler filmed a video to update members on the new Malnutrition and Quality Improvement Initiative (MQii), and the toolkit and resources that have been developed to assist in the diagnosis and treatment of malnutrition, especially among hospitalized adults. MQii was established in partnership Avalere Health, and other stakeholders providing guidance through key technical expert and advisory roles. The engagement was undertaken to advance evidence-based, high-quality, patient-driven care for hospitalized older adults (age 65 and older) who are malnourished or at-risk for malnutrition. Support for the MQii was provided by Abbott.


New Member Engagement Zone 


This new online platform was created and launched to secure member feedback, comments and opinions on issues affecting the profession; Obtain member input quickly on new products and services; Engage members in Academy programs, services and initiative; and Involve members in the strategic direction and initiatives of the Academy. 


In October, the first question was launched:


The Academy has advanced malnutrition documentation in the inpatient setting and provided many resources for RDNs to be successful in diagnosing malnutrition. What tools and resources are needed to expand this focus to identify and prevent malnutrition in the community? 


In a week, we received 1,070 responses from Academy members. 


NOVEMBER 2016


Publicity and Award Nomination: Vegetarian Diets Position Paper (Updated)


The Academy updated the position paper on vegetarian diets and it was nominated for the  Atlas Award, designed by Elsevier to highlight research that could have a significant social impact. Nominees are selected from among all Elsevier journals and are evaluated by an advisory board of representatives from international nongovernmental organizations. The panel typically favors original research, so it is unusual for a position paper to be considered. The paper has an Altmetric score of 1,150, based on 102 news articles, 318 tweets and 216 Facebook posts. The Academy’s press release on the vegetarian position paper generated dozens of news stories and interviews with Academy Spokespeople and was prominently featured on the Academy’s social media channels. In addition, the paper was translated into Italian by the Scientific Society of Vegetarian Nutrition, which also translated the Academy’s 2009 position paper on this topic.


Healthy Futures: Engaging the Oral Health Community in Childhood Obesity Prevention


Lucille Beseler attended the national conference Healthy Futures: Engaging the Oral Health Community in Childhood Obesity Prevention in Washington, D.C. Discussions with the National Maternal and Child Oral Health Resource Center, American Academy of Pediatric Dentistry, American Dental Association, American Dental Hygienists Association and others provided an opportunity for collaboration and educating them on the role of RDNs.


The Obesity Society Meeting


At the Obesity Society meeting in New Orleans, Donna Martin participated in a panel discussion addressing school nutrition policy changes with Kevin Concannon, Under Secretary of USDA-FNCS.


World Diabetes Day


Lucille Beseler represented the Academy at an event in New York City commemorating World Diabetes Day. Novo Nordisk hosted the event at the Danish Consulate. The discussions included the important work done by thousands of Academy members in diabetes prevention and care.


Society for Gastrointestinal Endoscopy Innovators Summit


Lucille Beseler attended American Society for Gastrointestinal Endoscopy Innovators Summit in Downers Grove, Ill. Presenters at the summit spoke positively about the role and value of RDNs in patient care for obesity management. Staff is continuing the dialogue with the organization related to practice and experiential simulations.


DECEMBER 2016


Transition to New Office Space


The Academy relocated to the 21st floor of our Chicago headquarters at 120 South Riverside Plaza and the staff smoothly settled in. The move was a business decision based on current best practices and leverages a clean and efficient office design with better usage of space. Unlike the old office space, the new suite has state-of-the-art technology, recently renovated facilities and upgraded meeting rooms. Dedicated staff made a seamless transition to the new space providing members the superlative service they have come to expect from the Academy. The open-plan office design facilitates increased communication and collaboration among departments and individuals alike. The new layout promotes flexibility for staff to accomplish their work, with various-sized conference rooms, small “huddle” rooms and private areas for phone conversations and meetings. 

The move has resulted in direct cost savings to the Academy in rent and utilities. In addition, the Academy also donated excess furniture, supplies and other materials to organizations and agencies including the Chicago Public Schools, Kids in Need, Open Books, American Red Cross, a nursing home, a child care center and other entities. The move immediately resulted in a cost savings benefit of more than $70,000 per month and is expected to generate more $15 million in savings over the life of the lease.


On January 26, Lucille Beseler hosted a ribbon cutting at Headquarters and expressed thanks and congratulations. The Headquarters team is enjoying the new workspace and is also excited about beginning the Academy’s Second Century in an environment that reflects 21st-century needs which can be easily adapted as needed in the years to come. 


ACEND’s Draft Future Education Model Standards 


The Accreditation Council for Education in Nutrition and Dietetics released the draft Future Education Model Accreditation Standards for Associate, Bachelor and Master Degree Programs for public comment. The development of these standards began in 2013 with a visioning process. Subsequent phases have included an environmental scan, development of a Rationale Document and multiple rounds of stakeholder input and data collection. The Board provided regular feedback.


New USDA/Academy Effort to Bring Interns to Child Nutrition


The Academy has been working with leadership at USDA to provide more internship opportunities for dietetics students at federal, state and local levels. USDA and the Academy are making it easier than ever for interns to find the Child Nutrition Program rotation that is right for them. A toolkit of resources to help state agencies get ready to host and prepare interns for rotations. 


9th World Congress on Prevention of Diabetes


Lucille Beseler, Donna Martin, Jo Jo Dantone and Marcy Kyle attended the 9th World Congress on Prevention of Diabetes and Its Complications in Atlanta, Ga. They presented a workshop and a session highlighting the importance of the RDN and nutrition services in diabetes prevention and care. They contributed comments to the consensus paper “Global Status of Diabetes Prevention and Prospects for Action.”


Fiscal Year 2016 Annual Report
The Academy’s Annual Report contained highlights and accomplishments from the past fiscal year as well as the financial statements for the Academy and Foundation. It is available to read or download on the Academy’s website as well as on the Commitment to Transparency site. The Academy’s Annual Report received a Platinum Hermes Creative Award for excellence in graphic design.


JANUARY 2017


Academy’s Centennial Year Launched
For a century, the Academy has been dedicated to building a profession that optimizes health through food and nutrition. As we plan for the future with the Second Century initiative, the Academy is honoring our past and celebrating the present throughout 2017. A new page was launched in January on the Academy’s website; it contains information on the Academy’s history and how all members can get involved in the celebration activities as we prepare for a new direction in our Second Century.


Consumer Electronics Show


Lucille Beseler attended the Consumer Electronics Show in Las Vegas. She met with representatives of companies and discussed how RDNs can be instrumental in helping advance their products and services and encouraged technology companies to exhibit at FNCE.


New Initiative: Further With Food
The Academy is a founding member, along with the Rockefeller Foundation, U.S. Department of Agriculture, U.S. Environmental Protection Agency and leading private sector and nonprofit organizations, of the “Further with Food Center for Food Loss and Waste Solutions,” an online hub for the exchange of information and solutions to cut food waste in half by 2030. Further with Food is designed to be the definitive online destination for businesses, government entities, investor, non-governmental organizations, educators and other interested individuals to learn more about their role in meeting the national food waste reduction goal. The Academy is proud to be one of the founders of this collaborative effort to solve one of the most pressing challenges of our time. Some of those areas that the Academy and the Further with Food team have identified include:


· Household behavior change


· Food waste diversion


· Recycling and upcycling (conversion of food waste into energy)


· Consumer education


· Government action and policy.  


More information on Further with Food is available at www.furtherwithfood.org.


Academy Joins in Farewell to USDA Under Secretary Concannon


Donna Martin joined staff from the USDA’s Food, Nutrition and Consumer Services in Washington, D.C., to bid a fond farewell to Under Secretary Concannon and celebrate the collective accomplishments under his leadership.


Malnutrition Collaboration 


The Academy and the American Society for Parenteral and Enteral Nutrition continue to collaborate on efforts to support the identification and treatment of malnutrition. The Academy signed a letter with ASPEN’s president that was sent to public and private payers recommending they not use low BMI as the only diagnostic criteria for identifying malnutrition in hospitalized patients. Since the release in 2012 of the Academy/ASPEN Consensus Statement on identifying and documenting adult malnutrition, members have periodically brought to our attention the fact that payers have been denying hospital claims for patients with malnutrition based on BMI alone. Several state Medicaid programs have acknowledged receipt of our letter and have requested conference calls with staff for further information and education on this topic.


Academy Participates in Obesity Quality Measures Discussion
The Academy was one of more than 20 groups who met as part of the Strategies to Overcome and Prevent Obesity Alliance to discuss the development of obesity quality measures. As part of the discussion, the National Quality Forum Incubator Project Team presented an environmental scan that identified NQF-endorsed measures related to obesity or weight assessment. The Academy will continue to participate in future discussions with the STOP Obesity Alliance to advance policies supporting obesity management and coverage.


Council on Future Practice’s 2017 Visioning Report in the Journal

The Council on Future Practice completed a three-year visioning cycle designed to help inform members and organizational units for moving the profession forward. Visioning Report 2017: A Preferred Path Forward for the Nutrition and Dietetics Profession was published in the January issue of the Journal of the Academy of Nutrition and Dietetics and the final version of the document, “Change Drivers and Trends Driving the Profession: A Prelude to the Visioning Report 2017” was published on the Academy’s website. The report outlines recommendations for specific, actionable items that can be pursued in the next 10 to 15 years to advance the profession. The work done by the Council helped inform the Nutrition Impact Summit Briefing Paper and efforts on the Second Century Initiative.


International Dysphagia Diet Standardization Initiative


The Academy and the American Speech-Language-Hearing Association announced their support of a new global initiative to standardize diets for the treatment of people who suffer from swallowing disorders. The International Dysphagia Diet Standardization Initiative created global standardized terminology and definitions for texture-modified foods and thickened liquids to improve the safety and care for individuals with dysphagia, a swallowing disorder, which affects an estimated 560 million people worldwide. The Academy’s Evidence Based Practice Committee reviewed IDDSI’s 2015 article, “The Influence of Food Texture and Liquid Consistency Modification on Swallowing Physiology and Function: A Systematic Review, Dysphagia” and determined the methodology is sound. Based on this and other reviews, Academy leaders voted to support the adoption of IDDSI. ASHA supported IDDSI’s multidisciplinary effort to gather information from clinicians around the world that led to the IDDSI framework and methods for standardizing both food and drink and its Board of Directors passed a resolution in 2016 to support the IDDSI Framework. IDDSI is leading the implementation of this program in 21 countries.


Interprofessional Education Collaborative 


The Academy was accepted as a member of the nation’s leading advocacy organization for team-based care. The Academy will ensure that students and interns have opportunities for Interprofessional Education (IPE) and practicing RDNs are included in Interprofessional Practice Teams. Kathy Kolasa, PhD, RDN, LDN, represented the Academy at the Interprofessional Education Collaborative (www.ipeccollaborative.org) in Washington, D.C. The meeting was hosted by the Association of American Medical Colleges. IPEC is looking toward expanding programming: focus on wellbeing; developing webinar series; developing an IPEC Leadership Institute to focus on Deans and senior leaders; and developing assessment tools to determine how effective IPE programs are on campuses. IPEC’s mission is to ensure that new and current health professionals are proficient in the competencies essential for patient-centered, community and population oriented, interprofessional, collaborative practice. Eligible institutional members must be associations that represent and serve academic units at institutions of higher education that provide an educational program leading to the award of one or more academic degrees to students in one or more of the health professions that provide direct care to patients. The next meeting of the IPEC Council will be held June 7.


FEBRUARY 2017


The following Position Papers were released:


· Treating Excess Weight and Obesity Requires Many Different Approaches and the Expertise of Registered Dietitian Nutritionists (updated paper)

Excess weight and obesity among adults results from many influences including personal factors, the communities where people live and government policies. Therefore, successful weight loss must include multiple strategies addressing each of these influences, as well as the expertise of RDNs. 


· Individualized Nutrition Support Is Critical to Athletic Performance (revised paper)


Nutrition-related factors influence athletic performance and RDNs who are also certified specialists in sports dietetics are the best-qualified professionals to assist active adults and competitive athletes, according to this revised position paper from the Academy, Dietitians of Canada and American College of Sports Medicine. 


Sponsorship Evaluation Process Approved


The Board of Directors accepted the Member Sponsorship Review Committee’s recommended sponsor evaluation process and forms, which were developed with feedback from dietetic practice groups and member interest groups. Companies that are interested in becoming a National- or Premier-level sponsor will use the new evaluation process.


Leaders Receive NAFEM Honors 


The North American Association of Food Equipment Manufacturers has a long tradition of honoring volunteer leaders who have contributed to the foodservice industry with the doctorate of foodservice award.  Lucille Beseler and Immediate Past President Evelyn Crayton were honored with the award and recognized for the Academy’s leadership and the contributions to the industry at-large during two special events during NAFEM’s Show, February 9-11 in Orlando, Fla. 


United Nations: International Day of Women and Girls in Science


Lucille Beseler represented the Academy on February 10 at the International Day of Women and Girls in Science commemoration at the United Nations in New York City. She spoke on “Gender, Science and Sustainable Development: The Impact of Media from Vision to Action.” Her remarks included a discussion of the Academy’s history, Second Century, the future of the dietetics profession and the future of women in STEM fields.


NASDAQ Opening Bell


The Academy rang the NASDAQ opening bell on February 16. Lucille Beseler and Pat Babjak were joined by members who live in the New York area. Lucille’s remarks highlighted the Academy’s Centennial, the Second Century initiative, Academy members and their great work in optimizing the nutritional health of individuals, families, communities and the world. The NASDAQ ceremony was broadcast live on NASDAQ’s website and on video screens in Times Square. The Academy’s Centennial logo was broadcast on NASDAQ’s tower with the message “The Stock Exchange Welcomes the Academy of Nutrition and Dietetics.”


Congressional Briefing: Economics of Obesity


The Academy co-hosted a briefing for members of Congress and their staffs February 27 in Washington, D.C., on “The Economics of Obesity: Implications for Productivity and Competitiveness.” The Academy is a member of the Obesity Care Advocacy Network. Speakers addressed obesity’s impact on the U.S. economy and the need for access to obesity management services. One of the Academy’s highest legislative priorities is passage of the Treat and Reduce Obesity Act. This bipartisan bill would give the Centers for Medicare and Medicaid Services the authority to allow health care providers such as RDNs to offer intensive behavioral therapy – or IBT – services. The Academy highlighted research showing that allowing RDNs to treat obesity is not only clinically effective but also cost-effective.


MARCH 2017


New Organizational Vision, Mission and Principles 


The Board of Directors established a new vision, mission, principles to support a future strategic direction that will expand the influence and reach of the Academy and the nutrition and dietetics profession. The Academy’s new vision, as endorsed by the Board, is: A world where all people thrive through the transformative power of food and nutrition; with a mission to: Accelerate improvements in global health and well-being through food and nutrition.

The Academy’s principles are: The Academy of Nutrition and Dietetics and our members:


· Integrate research, professional development and practice to stimulate innovation and discovery


· Collaborate to solve the greatest food and nutrition challenges now and in the future


· Focus on system-wide impact across the food, wellness and health care sectors


· Have a global impact in eliminating all forms of malnutrition


· Amplify the contribution of nutrition practitioners and expand workforce capacity and capability.


Put Your Best Fork Forward: National Nutrition Month (NNM) and Registered Dietitian Nutritionist Day


Expanded social media promotion greatly increased visibility of NNM and RDNs. In March, the official hashtag #NationalNutritionMonth saw a reach of 41.4 million social media users. Many individuals continued to use the previous hashtag #NNM, which saw a reach of 9.9 million social media users. The #NNMchat hashtag saw a reach of 1.5 million users and it even trended nationally on Twitter on Wednesday, March 1. The hashtag #RDNday was used 2,911 times by 1,771 unique authors for a reach of 2.6 million users and 11.1 million impressions. More than 600,000 unique users came to eatright.org and viewed more than 1.4 million pages, of which 13 percent were specifically National Nutrition Month articles and content. The National Nutrition Month landing page saw more than 61,000 page views and the NNM Handouts and Tip sheets page saw more than 23,000 page views. Additionally, on RDN Day, the website saw more than 29,000 unique visitors.


APRIL 2017


Academy Participated in National Public Health Week


The Academy partnered with the American Public Health Association on National Public Health Week from April 3 to 9. Observed for more than two decades, National Public Health Week recognizes the contributions of public health and highlights important issues. This year’s theme was “Healthiest Nation 2030,” with the goal of making the U.S. the healthiest nation in one generation.


Malnutrition Measures Included in CMS’ Proposed Rule


On April 14, CMS favorably received a recommendation by the Academy and the coalition groups that will help improve the health of millions of adults, including half of all older patients who face malnutrition. CMS proposed the adoption of malnutrition-focused quality measures into a future Hospital Inpatient Quality Reporting Program. CMS has proposed to adopt recommendations of the Malnutrition Quality Improvement Initiative (mqii.today), which developed and tested four malnutrition electronic clinical quality measures. 


· NQF #3087: Completion of a Malnutrition Screening within 24 hours of Admission


· NQF #3088: Completion of a Nutrition Assessment for Patients Identified as At-Risk for Malnutrition within 24 hours of a Malnutrition Screening


· NQF #3089: Nutrition Care Plan for Patients Identified as Malnourished after a Completed Nutrition Assessment


· NQF #3090: Appropriate Documentation of a Malnutrition Diagnosis


These measures, which were the focus of the Academy’s September 26 Quarterly Advocacy Day on Capitol Hill, are for malnutrition screening, assessment, care planning and documentation that will be includes in a future Hospital Inpatient Quality Reporting Program. The Academy will submit formal comments as CMS refines its proposal. 


Membership Update


Year-to-date membership dues revenue is outpacing FY17 budget projections. If the trend continues, at year-end, dues revenue will exceed the FY17 budget projections. Retired category membership has grown 22.2 percent over the past year; although 2016 ACEND student enrollment has decreased, the Academy continues to maintain an 85 percent market share of student members.


Increasing Diversity


Nearing the end of the program’s second year, 24 affiliates have a Diversity Liaison and the Academy received 10 applications for a Diversity Mini-Grant to help fund diversity outreach events. This is a 58 percent growth in the number of affiliates who had a Diversity Liaison from 2015-2016 to 2016-2017. Plans are in the works to open the Diversity Liaison program to dietetic practice groups in the 2017-2018 year.


Fifth Edition of Best-Selling Complete Food and Nutrition Guide Released


The new fifth edition of the Complete Food and Nutrition Guide contains hundreds of pages of new information and is the go-to resource for member and consumers. 


Stance on Health Coaches


Consumers are not aware that health coaches or personal trainers may not have the educational background to address anything beyond general nutrition education and cannot provide medical nutrition therapy. People do not know that health coaches or personal trainers may not have the educational background to address anything beyond general nutrition education and cannot provide medical nutrition therapy. Lucille Beseler spearheaded an effort to develop an Academy stance and the Board of Directors agreed to educate organizations that hire coaches. The messaging will inform them that only an RDN has the qualifications to provide medical nutrition therapy. The Academy will soon launch an assertive strategic communications campaign and will seek and seize opportunities to provide reimbursable nutrition services or oversee services to ensure use of evidence-based protocols.


Wasted Food Initiative: IFT/ASN/Academy/IFIC


Lucille Beseler and Pat Babjak met with the presidents and CEOs of IFT, ASN and IFIC to propose a collaboration on reducing food loss and waste in the United States. The proposal was unanimously accepted and the organizations will collectively align educational efforts for reducing food loss and waste in the United States. The Academy will lead the collaboration to provide access to information on best practices for preventing, recovering and recycling food loss and waste. Food and nutrition security is an emerging focus area for the Academy’s Second Century and creates many opportunities for impact in food waste. Academy members, like members of ASN and IFT, are well-positioned to elevate the food loss/waste/recovery dialogue to the next level. We will partner to educate and empower consumers in reducing wasted food in the home and secure commitments and measure impact of retailers in diverting perishable food to food banks and feed food insecure families.


The initiative will apply innovative communication strategies to reach consumers and prevent food waste, including tips on grocery shopping, using leftovers, planning meals, eating out and food safety. The campaign includes recruiting retailers committed to being socially responsible community partners in food and would establish baseline measures of food loss, set measurable goals, provide technical assistance in creating systems for donating to food banks and food pantries and measure progress on commitments. 


Academy Receives Publication Editors’ Awards 


Food & Nutrition magazine was honored with the following American Society of Healthcare Publication Editors’ Awards:


· Gold Award in the Best Use of Social Media Category: Engage


· Silver Award in the Best Regular Department Category: Savor


· Silver Award in the Best Blog Category: Stone Soup. 


ASHPE recognizes editorial excellence and achievement in the field of health care publishing. The annual awards competition honors the very best the health care sector has to offer. 


Food & Nutrition Magazine’s Test Kitchen


Lucille Beseler participated in Food & Nutrition Magazine’s first test kitchen event held in Chicago. Academy members prepared, tested and refined a recipe that was featured in the print issue and online at www.FoodandNutrition.org. Over 150 members joined Lucille for a Twitter chat and members posted photos and used #FNTestKitchen social sharing wall. 


MAY 2017


Museum Display to Commemorate Centennial of the Dietetics Profession


To commemorate the Academy’s Centennial, the Ohio Academy of Nutrition and Dietetics and the Greater Cleveland Academy of Nutrition and Dietetics are hosting a display at the Dittrick Museum of Medical History at Case Western Reserve University in Cleveland, Ohio. The display, “Celebrating the Centennial of the Dietetics Profession in America: 100 Years of Optimizing Health through Food and Nutrition,” will run through May 22 and includes original photographs, archives and commemorative items documenting the organization’s first century.


May is Nutrition Research Month


The Academy’s Research Month takes place every May. The annual theme “Research Matters!” will highlight the relevance and importance of scientific research in nutrition and dietetics, while promoting valuable resources the Academy provides to encourage and support the research process by all RDNs.


Food Service Guidelines Collaborative’s Food Systems Engagement Meeting 


Lucille Beseler attended the Food Service Guideline Collaborative’s Food Systems Engagement Meeting on May 5 in Washington, D.C. The group discussed opportunities and barriers to align the food system with dietary needs. The meeting included representatives from across the food system such as food manufacturers to end users such as government entities and Fortune 500 companies. 


Special Olympics Inclusive Health Forum 


Lucille Beseler attended the Special Olympics Inclusive Health Forum meeting on May 9 in Washington, D.C. The Academy is collaborating with this leading organization to advocate for nutrition services provided by RDNs to improve the health of people with intellectual disabilities, especially individuals who have chronic diseases such as obesity. The Academy was recognized by the Special Olympics as a key champions of health with expertise and influence that could greatly affect the lives of people with intellectual disabilities. The Health Forum addressed how attendees can collectively have a profound impact on the health of people with intellectual disabilities by ensuring that people with and without disabilities have the same opportunities to be healthy.


Academy Applies for USAID Grant


The Academy was invited by Research Triangle Institute International to participate as a partner in a grant proposal on Multisector Nutrition Activities to the United States Agency for International Development. If the grant is accepted, the Academy will provide assistance to governments and training and educational institutions related to the accreditation of global training programs and worldwide credentialing. The Academy will also provide consultation and technical assistance on the development of pre-service and in-service training curricula for related medical/clinical training programs in developing countries to build capacity in nutrition. 


Pew Research Center: Global Research and Public Policy 


The Academy is working with the Pew Research Center to ensure that kitchen equipment and infrastructure provisions as included in the School Food Modernization Act are included in any child nutrition reauthorization legislation. This will spotlight the important role of members who work in school nutrition and foodservice.


World Nutrition Policy Center at Duke University


Lucille Beseler and Pat Babjak will be meeting with Kelly D. Brownell, PhD, dean of the Sanford School of Public Policy at Duke University, to explore opportunities to collaborate with the university’s World Nutrition Policy Center. Given mutual interests in worldwide nutritional health and joint working relationship as members of the National Academy of Medicine’s Obesity Roundtable, the Academy and the World Nutrition Policy Center will exchange ideas, discuss future goals and determine opportunities that might exist to partner strategically.


Managing CVD Risk in Diabetes Roundtable


Lucille Beseler appointed Wahida Karmally, DrPH, RD, CDE, CLS, FNLA, to represent the Academy at the American College of Cardiology’s 2017 Managing CVD Risk in Diabetes Roundtable, scheduled for June 20 in Washington, D.C. The purpose of the roundtable is to explore recent trial evidence for new antidiabetic drugs, their demonstrated improved cardiovascular outcomes and what that means for the cardiology community. The one-day meeting will engage participants in interactive discussions to facilitate a greater understanding of real-life challenges faced by patients, caregivers, clinicians, payers and health systems in incorporating newer agents for improved outcomes in patients with Type 2 diabetes that are either at high risk for or have established CVD. Outcomes of the roundtable may include identifying the need for an expert consensus document, developing care algorithms and/or practical tools to address the CV team’s role in the management of diabetes to reduce cardiovascular risk. Wahida has served as chairman of the nutrition committee of the American Heart Association in New York and also is a certified diabetes educator. She is also a member of several AHA committees including Physicians' Cholesterol Education Program, Public Policy and Government Affairs, Women and Heart disease, Prevention Cardiology and she has served on its board of directors for two terms. 


Certificates of Training Programs 


The Academy’s Center for Lifelong Learning collaborated with the Nutrition Informatics Committee, the NIC Consumer Health Informatics Workgroup and the Interoperability and Standards Committee, to offer an online Certificate of Training program in Informatics to ensure nutrition professionals stay up-to-date with the latest methods of processing and using data in all areas of the profession. The information provided is critical to the nutrition professional and can be successfully utilized on a daily basis, covering topics such as, Electronic Health Records, security and ethics and utilizing data. 


New Guideline Published on Evidence Analysis Library 

The Academy’ Evidence Analysis Library published the Gestational Diabetes Evidence-based Nutrition Practice Guideline and Supporting Systematic Reviews. Highlights of the publication include 17 evidence-based nutrition recommendations and supporting systematic reviews of MNT, calories, macronutrients, dietary patterns and meal and snack distributions. The guideline is free and available to all Academy members and EAL subscribers. 


Academy Positions Committee Update


APC facilitated the National Osteoporosis Foundation and the American Society for Preventive Cardiology request to support their joint position statement on calcium and cardiovascular disease. APC, Evidence-Based Practice Committee (EBPC) and the SCAN DPG reviewed and recommended support. The House Leadership Team voted for the Academy to support this position statement. APC also supported, along with EBPC and Pediatric Nutrition Dietetic Practice Group, Addendum Guidelines for the Prevention of Peanut Allergy from the National Institute of Allergy and Infectious Diseases. HLT voted to support this Guideline.


The following position/practice papers have been submitted for publication in the Journal of the Academy of Nutrition and Dietetics:

· Inter-professional Education in Nutrition as an Essential Component of Medical Education position paper to be published in July


· Classic and Modified Diets for Treatment of Epilepsy practice paper to be published in August


All published position and practice papers can be viewed at http://www.eatrightpro.org/resource/practice/position-and-practice-papers/position-papers/academy-position-papers-index

Partnership for a Healthier America Summit


Former President Bill Clinton recognized the work of RDNs during his remarks at the Partnership for a Healthier America’s seventh annual summit in Washington, D.C. The meeting convened some of the nation’s most influential leaders in the fight to end childhood obesity. The summit provided a unique opportunity for business and industry leaders to sit at the table with their nonprofit, academic and government counterparts to address major considerations for the health of our nation’s youth. 


American Association of Clinical Endocrinologists Annual Conference 


Jo Jo Dantone represented the Academy at the American Association of Clinical Endocrinologists Annual Conference in Austin. Through many discussions with their leadership an RDN will now serve on two committees.  This is a major accomplishment and will further the education of endocrinologists about the importance and benefit of inclusion of an RDN in their practices to promote positive patient outcomes through Medical Nutrition Therapy and Diabetes Self-Management Education and Support. 

SUBMITTED BY:
Donna S. Martin, EdS, RDN, LD, SNS, FAND
                                        President-elect, 2016-17 Board of Directors
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94. Fw: May 19-20 Board Meeting Agenda and Attachments

From: Donna Martin <DMartin@burke.k12.ga.us>

To: Delia Peel <DPeel@burke.k12.ga.us>

Sent Date: May 15, 2017 15:24:07

Subject: Fw: May 19-20 Board Meeting Agenda and Attachments
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Donna S. Martin, EdS, RDN, LD, SNS, FAND

 

Director, School Nutrition Program

 

Burke County Board of Education

 

789 Burke Veterans Parkway

 

Waynesboro, GA  30830

 

work - 706-554-5393

 

fax - 706-554-5655

 

President-elect of the Academy of Nutrition and Dietetics 2016-2017

 

From: Joan Schwaba <JSchwaba@eatright.org>  

Sent: Thursday, May 11, 2017 5:14 PM  

To: Lucille Beseler; Donna Martin; 'evelyncrayton64'; 'craytef@charter.net'; ''Margaret Garner';

'jojo@nutritioned.com'; 'Kay Wolf'; 'Linda Farr'; 'Dianne Polly'; ''Aida Miles-school';

'Michele.D.Lites@kp.org'; 'michelelites@sbcglobal.net'; 'Hope Barkoukis';

'DeniceFerkoAdams@gmail.com'; 'Tammy.randall@case.edu'; 'brantley.susan@gmail.com';

'Tracey Bates'; 'Ragalie-Carr, Jean'; 'dwbradley51@gmail.com'; 'don.bradley@duke.edu';

'steve.miranda44@gmail.com'; peark02@outlook.com; 'Manju Karkare'; 'Marcy Kyle';

milton.stokes@monsanto.com; ksauer@ksu.edu; 'Marty Yadrick'; k.w.concannon@gmail.com;

Patricia Babjak  

Cc: Executive Team Mailbox; Mary Gregoire; Chris Reidy; Sharon McCauley; Susan Burns;

William Murphy  

Subject: May 19-20 Board Meeting Agenda and Attachments 
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Attachment 2.0 
BOARD OF DIRECTORS MEETING 
MAY 19-20, 2017 
CLEVELAND, OHIO                                         


 
 


 


Thursday, May 18, 2017                                                                                                                              Revised 05-10-17                                                                                                                                                                                                                                
5:30pm-7:30pm Foundation Second Century Reception, Hilton Cleveland Downtown, 100 Lakeside Avenue East, Cleveland, Ohio - Veterans Ballroom 
 
 


Friday, May 19, 2017 - Hilton Cleveland Downtown, 100 Lakeside Avenue East, Cleveland, Ohio – Hope E Ballroom 
   TIME AGENDA ITEM PRESENTER IMPLICATIONS ANTICIPATED 


OUTCOME 
12:00 pm LUNCH – Center Street Room B    
1:00 pm Executive Session  L. Beseler  Action 
2:00 pm  CALL TO ORDER AND WELCOME L. Beseler   
2:15 pm 1.0 Consent Agenda* 


1.1 April 4, 2017 Minutes 
1.2 February 24, 2017 Minutes  
1.3 February 23, 2017 Minutes 
1.4 Highlights…A Year in Review 2016-2017 
1.5 Foundation Report 
1.6 International Confederation of Dietetic Associations Report 
1.7 2017-2018 Committee Appointments 
1.8 Motion Tracking 


  Action  


2:20 pm 2.0  Regular Agenda L. Beseler  Action 
2:30 pm 3.0 Criteria for Effective Meetings/Conflict of Interest Policy L. Beseler Generative Information 
2:35 pm 4.0  FY18 Budget 


Is the Board ready to approve the FY18 budget recommendations 
from the Finance and Audit Committee? 


M. Garner/ 
P. Mifsud 


Strategic/Generative/ 
Fiduciary  


Action 


4:00 pm 5.0  Second Century Update         P. Babjak Strategic/Generative/ 
Fiduciary 


Information/ 
Discussion 


4:30 pm RECESS L. Beseler   
5:00 pm Board shuttle to visit the Academy’s 100th Anniversary display developed 


by the Greater Cleveland Academy of Nutrition and Dietetics at the  
Dittrick Museum of Medical History in the Allen Memorial Medical Library  


   


5:30 pm Transfer of the Gavel Ceremony    
6:00 pm Board shuttle to Pura Vida for Celebration Dinner    
6:15 pm Celebration Dinner - Pura Vida, 170 Euclid Ave., Cleveland, (216) 987-0103    


 Attachment [Material(s) to be reviewed]   Materials to be distributed at the meeting 
* All items on the Consent Agenda are considered to be routine.  There will be no separate discussion of these items unless a Board member requests.   


 In the event a request is made, the item will be removed from the Consent Agenda and considered separately 
Implications: Generative: Discern, frame and confront challenges rooted in values, traditions and beliefs; engage in sense-making, meaning –making and problem framing. Strategic: Scan internal and external environments; 
design and modify strategic plans; strengthen the organization’s comparative advantage. Fiduciary: Oversee operations; deploy resources wisely, ensure legal and financial integrity; monitor results. 
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Attachment 2.0 
BOARD OF DIRECTORS MEETING 
MAY 19-20, 2017 
CLEVELAND, OHIO                                         


 
 


 


Revised 05-08-17 
 
Saturday, May 20, 2017,  Hilton Cleveland Downtown, 100 Lakeside Avenue East, Cleveland, Ohio, 44114 – Hope E Ballroom 
TIME AGENDA ITEM PRESENTER IMPLICATIONS ANTICIPATED 


OUTCOME 
7:30 am BREAKFAST - Center Street Room B    
8:00 am CALL TO ORDER L. Beseler   
8:00 am 6.0 Board Dietetic Practice Group Taskforce: Interim Update D. Enos Strategic/Generative/ 


Fiduciary 
Information/ 
Discussion 


8:15 am 7.0 Strategic Measures and Metrics W. Murphy Strategic/Generative 
 


Information/ 
Discussion 


9:15 am BREAK    
9:30 am 
 


8.0 2017 Academy Honors and Awards Nominees 
Is the Board ready to approve the nominees as presented? 


E. Crayton Strategic/Generative/ 
Fiduciary 


Action 


9:45 am 9.0 House of Delegates Spring Meeting Report L. Farr Strategic/Generative Information/ 
Discussion 


10:00 am 10.0 Malnutrition Quality Improvement Initiative (MQii) Progress Update 
                    


S. McCauley/ 
A. Steiber 


Strategic/Generative/ 
Fiduciary 


Information/ 
Discussion 


11:00 am 11.0 Consent Agenda L. Beseler Strategic/Generative/ 
Fiduciary 


Action 


11:15 am 12.0   Board Activities: July 19-21 Board Orientation and Retreat  L. Beseler Strategic Information 
11:30 am ADJOURNMENT    


 
 


 Attachment [Material(s) to be reviewed]   Materials to be distributed at the meeting 
* All items on the Consent Agenda are considered to be routine.  There will be no separate discussion of these items unless a Board member requests.   


 In the event a request is made, the item will be removed from the Consent Agenda and considered separately 
Implications: Generative: Discern, frame and confront challenges rooted in values, traditions and beliefs; engage in sense-making, meaning –making and problem framing. Strategic: Scan internal and external environments; 
design and modify strategic plans; strengthen the organization’s comparative advantage. Fiduciary: Oversee operations; deploy resources wisely, ensure legal and financial integrity; monitor results. 
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Attachment 1.1 
APRIL 4, 2017 MINUTES 
BOARD OF DIRECTORS MEETING   DRAFT 


 


 


 
Academy Board of 
Directors in 
Attendance 
 
 


Lucille Beseler, chair, Patricia M. Babjak, Tracey Bates, Hope Barkoukis, 
Don Bradley, Susan Brantley, Evelyn F. Crayton,  
Jo Jo Dantone-DeBarbieris, Michele Delille Lites, Linda T. Farr, 
Denice Ferko-Adams, Margaret Garner, Donna S. Martin, Aida Miles, 
Steven Miranda, Dianne Polly, Jean Ragalie-Carr, Tamara Randall, 
Kay Wolf 


  
Staff in Attendance Jeanne Blankenship, Katie Brown, Susan Burns, Diane Enos,  


Sharon McCauley, Paul Mifsud, Mary Pat Raimondi, Marsha Schofield, 
Alison Steiber, Pepin Tuma, Mary Beth Whalen  


Call to Order 
A quorum being present, Lucille Beseler, chair, called the meeting to order at 11:00am CT.   
 
Regular Agenda 
 


Motion #1 
Approved 


Move to approve the agenda. 


 
 
Criteria for Effective Meetings/Conflict of Interest Policy 
Board members were asked to declare any potential conflicts of interest related to each agenda 
item.   
 
Health and/or Wellness Coaches Stance and Communication Campaign 
Declarations of conflict of interest: None voiced 
 
Jeanne Blankenship, Vice President for Policy Initiatives and Advocacy, and Pepin Tuma, Senior 
Director for Government and Regulatory Affairs introduced a proposed Academy stance 
specifying the minimum qualifications and training for any provider of medical nutrition therapy 
that are necessary to protect the health and safety of the public.  The proliferation of credentials--
both reputable and not--in the health, wellness, and nutrition space makes it confusing for both 
consumers and allied health providers to know which credentials and which providers they can 
trust.  The Academy is prepared to lead in this area by developing clear, objective standards for 
education, training, and practice (that differ by the nature and level of professional practice) and 
working with other stakeholders to ensure these standards are met.   
  
In addition, at the request of Speaker-Elect Dianne Polly, J. Blankenship, P. Tuma, and Sharon 
McCauley, Senior Director for Quality Management, updated the Board on the status of 
therapeutic diet ordering privileges among the various states.  The Academy, working with state 
affiliates, has made significant progress changing necessary laws and regulations to facilitate 
changes as needed to implement the regulatory changes the Academy pushed the Centers for 
Medicare and Medicaid Services to make across the continuum of care, and we continue to make 
progress to our goal of fifty-state implementation. 
 


Motion #2 
Approved 


Move that the Board approve the Consumer Protection and Licensure 
Subcommittee/Legislative and Public Policy Committee recommended stance 
regarding minimum qualifications for providers of MNT. 
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Attachment 1.1 
Public Policy Leadership Award & Grassroots Advocacy Award 
Declarations of conflict of interest: None voiced 
 
The nominees for the 2017 Public Policy Leadership Award and the 2017 Award for Grassroots 
Excellence were presented for consideration by the Board.  
 


Motion #3 
Approved 


Move to approve Patty Keane, MS, RDN, as the recipient of the 2017 Award for 
Grassroots Excellence and Senators Gary Peters (Mich.) and Pat Roberts (Kan.) 
as recipients of the 2017 Public Policy Leadership Award to be presented at the 
Public Policy Workshop in June 2017. 


 
Adjournment 
The meeting was adjourned at 1:00pm CT by consensus. 
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Attachment 1.2 
FEBRUARY 24, 2017 MINUTES 
BOARD OF DIRECTORS MEETING   DRAFT 


 


 


 
Academy Board of 
Directors in 
Attendance 
 
 


Lucille Beseler, chair, Patricia M. Babjak, Hope Barkoukis, 
Tracey Bates, Don Bradley, Evelyn F. Crayton,  
Michele Delille Lites, Linda T. Farr, Denice Ferko-Adams,  
Margaret Garner, Donna S. Martin, Aida Miles,  
Steven Miranda, Jean Ragalie-Carr,  
Susan Brantley, Dianne Polly, Tamara Randall, Kay Wolf 


 
Academy Board of 
Directors not in 
Attendance 
 


 
Jo Jo Dantone-DeBarbieris 


Invited Presenters in 
Attendance for a 
Portion of the Meeting 


John Whalen, CEO of Whalen Consulting; Ellie Moss, Consultant, 
Whalen Consulting; Lorri Holzberg, Chair, Legislative and Public Policy 
Committee; Cathy Christie, Chair, Member Sponsorship Review 
Committee 


  
Staff Attendance Doris Acosta, Jeanne Blankenship, Katie Brown,  


Nicci Brown (for a portion of the meeting), Susan Burns,  
Diane Enos, Jennifer Horton (by phone for a portion of the meeting), 
Daun Longshore (for a portion of the meeting), Paul Mifsud,  
Mary Pat Raimondi, Christine Reidy, Marsha Schofield, Alison Steiber,  
Pepin Tuma (by phone for a portion of the meeting), Dante Turner, 
Barbara Visocan, Mary Beth Whalen  


           
Executive Session 
Motion #1 
Approved 


 
Move into Executive Session. 


 
 
Executive session convened at 8:11am. 
 
Motion #2 
Approved 


 
Move out of Executive Session. 


Executive session adjourned at 8:56am. 
  
Call to Order 
A quorum being present, Lucille Beseler, chair, called the meeting to order at 9:00am.   
 
Consent Agenda 
 


Motion #3 
Approved 


Move to accept the consent agenda. 


 
Regular Agenda 
 


Motion #4 
Approved 


Move to approve the agenda. 
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Attachment 1.2 
Criteria for Effective Meetings/Conflict of Interest Policy 
Board members were asked to declare any potential conflicts of interest related to each agenda 
item.  A new Board meeting evaluation form was presented by S. Brantley and T. Randall. Board 
members were asked to pilot test the form to evaluate the February 24 meeting and respond with 
their feedback.   
 
Second Century Working Session  
Declarations of conflict of interest: None voiced.  
 


In continuation from the February 23 joint Academy and Foundation Board retreat the Academy 
Board was asked to approve a new Academy vision, mission, principles, and strategy.  These 
will be used as a backdrop for the strategic planning session in July.  In a group discussion, 
Board members contributed organizational implication questions for the staff to address in 
preparation for the July strategic planning meeting.  The Board discussed where it saw the 
biggest opportunities for growth as an organization and increasing value to members while 
making an impact in the world. The Academy’s new vision, mission and principles were 
informed by collective best thinking and reflect member and stakeholder input. The Board also 
participated in an activity to explain the Second Century ‘elevator speech’ to members and 
external stakeholders.  The Board agreed to provide assessment of the initiative projects via 
electronic survey.  The data will be used to inform the decision to move the projects to the next 
level of business plan development.  Talking points for the Board will be developed and 
distributed the week following the February 24 meeting, along with a communication to staff, 
members and summit participants announcing the new Academy vision, mission and principles 
which follow below.  
 
Vision 
A world where all people thrive through the transformative power of food and nutrition 
  
Mission 
Accelerate improvements in global health and well-being through food and nutrition 
 
Principles 
The Academy of Nutrition and Dietetics and our members: 


• Integrate research, professional development and practice to stimulate innovation and 
discovery  


• Collaborate to solve the greatest food and nutrition challenges now and in the future 
• Focus on system-wide impact across the food, wellness and health care sectors 
• Have a global impact in eliminating all forms of malnutrition 
• Amplify the contribution of nutrition practitioners and expand workforce capacity and 


capability.  
 


Motion #5 
Approved 


Move to accept the schematic for the Second Century centers of 
excellence and strategic model.   


 
 
Nutrition and Dietetic Educators and Preceptors (NDEP) Standards of Professional 
Performance 
Declarations of conflict of interest: None voiced 
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On February 20, 2017 the NDEP chair sent a letter requesting that the Academy Board of 
Directors and Finance and Audit Committee (FAC) reevaluate the budget and the funding 
requirement for updating the NDEP Standards of Professional Performance (SOPP). 
 
The FAC discussed the request on its February 21 conference call and recommended to the 
Board that the cost sharing strategy established by the Academy and in place since 2013 would 
continue to be followed.  The cost sharing strategy was communicated to NDEP leadership in 
2013 and again in 2016.  The Board discussed and upheld the FAC recommendation. NDEP’s 
reserves are healthy and could be used to cover the costs of updating its Standards of 
Professional Performance. Last year the CEO approved additional staff to work on the SOPPs 
with authors, reviewers, a workgroup and the Quality Management Committee. The Board 
encourages NDEP to consider conducting a survey in order to assess its members’ perception of 
the value of revising the SOPPs.   
 
Motion #6 
Approved 


Move to approve the FAC recommendation to continue to follow the cost 
sharing strategy established by the Academy.  


 
Conflict of Interest 
Declarations of conflict of interest: None voiced. 
 
The BOD reviewed and approved the proposal from the Council on Research for a consistent 
Conflict of Interest (COI) form that would be completed online. The BOD supported the idea of 
an online training about COI and how to use the new form and asked the Council on Research to 
develop such a training.  Staff will work to implement the online COI form for the start of the 
new fiscal year. 
 
Motion #7 
Approved 


Move to approve the proposed online Conflict of Interest form to be 
adopted consistently across the organization. 


   
Health Care Reform Update  
Declarations of conflict of interest: None voiced. 
 
Legislative and Public Policy Committee Chair Lorri Holzberg outlined the policy stances for 
health reform that were approved by the board of directors in January 2009.  She noted that upon 
review, the LPPC reached consensus that the policy stances provide direction for current health 
reform discussions regarding the repeal of the Affordable Care Act. She also shared that the 
LPPC voted to reaffirm the stances and also took action to reconvene the Health Reform Task 
Force.  The group will meet for approximately six months and submit a report to the LPPC that 
includes recommendations for new stances and/or edits of the previous stances.  Once the task 
force completes its work and LPPC reviews the recommendations they will then be voted on by 
the Board. 
 
Board members shared ideas for edits to the stances as well as offering names of individuals who 
would be well suited for the task force.  Board members noted that the Affordable Care Act 
included significant provisions for nutrition and that its repeal will impact programs and services.  
This topic was noted to be a priority for future meetings and communications. 
 
Public Member 
Declarations of conflict of interest: None voiced  
 
A public member position will be vacated by Don Bradley in May 2017. The Board was asked to 
identify three to five candidates for the position of public member from a list of nominees. The 
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Board prioritized three top candidates to fill the public member position vacancy. The President-
elect will extend the invitation to the selected nominees in the order prioritized. 
 
Member Sponsorship Review Committee 
Declarations of conflict of interest: None voiced  
 
Cathy Christie chair of the Member Sponsorship Review Committee presented the pilot report 
and recommendations of the committee to the Board for consideration. After discussion the 
Board approved the recommendations.  The strategic communications team is working on a 
release of this information to the leadership and membership of the Academy.   
 
Motion #8 
Approved 


Move to accept the Member Sponsorship Review Committee’s 
recommendation of the distribution of Best Practices for Sponsorship 
Relationships for DPGs, MIGs and Affiliates along with examples from 
Oregon Academy of Nutrition and Dietetics Sponsorship Policies and 
Procedures, California Academy of Nutrition and Dietetics Sponsorship 
Policy and Food & Culinary Professionals DPG Sponsorship Guidelines 
and Policy. 


 
Motion #9 
Approved 


Move to accept the Member Sponsorship Review Committee’s adjusted 
review process for Academy national level sponsorship categories. 


 
Adjournment 
The meeting was adjourned at 1:15pm by consensus. 
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FEBRUARY 23, 2017 MINUTES 
JOINT ACADEMY AND FOUNDATION  
BOARD OF DIRECTORS RETREAT         DRAFT           


 
 


 
Academy Board of 
Directors in 
Attendance 
 
 


Lucille Beseler, chair, Patricia M. Babjak, Hope Barkoukis, 
Tracey Bates, Don Bradley, Evelyn F. Crayton, Michele Delille Lites,  
Jo Jo Dantone-DeBarbieris, Linda T. Farr, Denice Ferko-Adams, Margaret Garner, 
Donna S. Martin, Aida Miles, Steven Miranda, Jean Ragalie-Carr, Susan Brantley, 
Dianne Polly, Tamara Randall, Kay Wolf 


 
Foundation Board of 
Directors in 
Attendance 


 
Jean Ragalie-Carr, chair, Patricia M. Babjak, Margaret Garner, Eileen Kennedy, 
Sitoya Mansell, Donna Martin, Camille Range, Terri Raymond,  
Sylvia Escott-Stump, Kathleen Wilson-Gold, Marty Yadrick   


 
Foundation Board of 
Directors not in 
Attendance 
 


 
Constance Geiger, Maha Tahiri 


Invited Guests in 
Attendance 


Kevin Sauer, chair of the Commission on Dietetic Registration; Linda Snetselaar, 
Editor-in-chief of the Journal of the Academy of Nutrition and Dietetics 
 


Invited Presenters in 
Attendance for a 
Portion of the Meeting 


John Whalen, CEO of Whalen Consulting; Ellie Moss, Consultant, Whalen 
Consulting   


  
Staff Attendance Doris Acosta, Jeanne Blankenship, Katie Brown, Nicci Brown, Susan Burns,  


Diane Enos, Mary Gregoire (by phone for a portion of the meeting),Beth Labrador, 
Paul Mifsud, Martha Ontiveros, Mary Pat Raimondi, Christine Reidy,  
Marsha Schofield, Joan Schwaba, Paul Slomski, Alison Steiber, Pepin Tuma (by 
phone for a portion of the meeting), Barbara Visocan, Mary Beth Whalen  


     
Call to Order 
A quorum being present, Academy President Lucille Beseler and Foundation Chair Jean Ragalie-Carr 
called the meeting to order at 12:00pm.   
 
Regular Agenda 


Motion #1 
Approved 


Move to approve the agenda. 


 
Criteria for Effective Meetings/Conflict of Interest Policy 
Board members were asked to declare any potential conflicts of interest related to each agenda item.   
 
House of Delegates (HOD): Commission on Dietetic Registration (CDR) Motion, Practice and 
Position Papers, Associate Membership, Spring Virtual HOD Meeting, Mega Issue Question 
Declarations of conflict of interest: None voiced.  
L. Farr provided an update on HOD activities. The HOD approved a bylaws amendment related to the 
removal and vacancy of Commissioners within CDR to meet new external accreditation standards. The 
HOD also approved several changes to the Associate Members category of membership as proposed by the 
Member Services Advisory Committee. The HOD Leadership Team plays an important role in approving 
Academy position statements and requests from external organizations for Academy support of various 
statements and publications. Since August, the HOD Leadership Team (HLT) has voted to approve the 
Academy’s support of five requests from external organizations regarding position papers and other 
publications relevant to Academy members. In addition, HLT approved the revised position statement for 
the updated Vegetarian Diets position paper. Finally, HLT voted to support the proposal from the Academy 
Positions Committee to conduct an evaluation of their processes as part of their continuous quality 
improvement efforts. Academy Board members were invited to attend the Spring 2017 Virtual Meeting on 
April 22-23, 2017. “Tips for BOD Member Participation in HOD Meetings” were shared. Day one of the 
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meeting will address: “How can food and nutrition practitioners elevate the profession, expand 
opportunities, and enhance practice for the Second Century?” Day two will be a continuance of the Fall 
HOD dialogue on Wellness and Prevention, with a focus on the last two Appreciative Inquiry steps: design 
and deploy. 
 
Education and Regulation: Future Education Model, Regulatory Landscape 
Declarations of conflict of interest: None voiced. 
 


Future Education Model  
The Accreditation Council for Education in Nutrition and Dietetics (ACEND) Standards Committee 
has been developing standards and competencies for a new recommended model for education in 
nutrition and dietetics with the purpose of advancing the profession and protecting the public. The 
ACEND Board released the first draft Future Education Model Accreditation Standards for Associate, 
Bachelor and Master Degree Programs in Nutrition and Dietetics for public comment in September 
2016 and encouraged all stakeholders to provide comment. Based on input received from this survey 
and additional input from both formal and informal organizations and groups, the ACEND Board 
revised the draft Future Education Model Standards including the expected competencies and 
performance indicators for each degree level program. ACEND Executive Director Mary Gregoire 
presented the major changes made to the Future Education Model Standards and the next steps.  


The Boards participated in working groups to discuss the impact of the draft Future Education Model 
on the Academy, the profession, the educational system and the public, at the Associate, Bachelor, 
Master levels. Concerns and questions from the break out session feedback follows.  


• Are knowledge and competencies driving the education model?  
• Differentiation (product line) between the three levels: Associate, Bachelor, Master - may be 


confusion between the profession and the public.  
• What products, services and opportunities is the Academy creating for the various levels?  
• Studies show no adverse impact on diversity numbers with increased education levels. 
• Need to be fast, fluid and flexible.  
• Where will the shortage of preceptors be a factor?  
• The education model creates pathways for students and career progression.  
 
Regulatory Landscape  
An overview of the regulatory landscape for consumer protection and licensure was provided.  The 
Consumer Protection and Licensure Subcommittee (CPLS) has engaged in a dialogue with ACEND 
regarding the Future Education Model and shared specific concerns related to state licensure laws and 
regulations in its communication to the Board.  In collaboration with the Commission on Dietetic 
Registration, the Academy is currently in the process of reviewing the laws and regulations and 
preparing a report.  Board members were encouraged to consider the issues brought forward by the 
CPLS in the discussion that followed. 


   
Second Century Working Session  
Declarations of conflict of interest: None voiced. 
 
The Academy and Foundation Board, along with the Chair of the Commission on Dietetic Registration and 
Editor-in-chief of the Journal of the Academy of Nutrition and Dietetics, participated in a Second Century 
working session, where they considered a proposed new Academy vision, mission, principles, and 
strategy.  In small groups they deliberated on each of these and shared their reflections with the 
group.  They also reviewed the nine initiative proposals from the Nutrition Impact Summit. A summary of 
the organizational implications from the Second Century discussion are attached.  
 
Adjournment 
A motion to adjourn was made by Academy President Lucille Beseler and Foundation Chair Jean Ragalie-
Carr at 6:20pm and approved by consensus. 
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FEBRUARY 23, 2017 SUMMARY NOTES 
SECOND CENTURY WORKING SESSION   


 


 
 


Organizational Implications: Questions to Address 


• Do you have the skill sets in the organization to do this? 
• Are you structured correctly to deliver on the vision? 
• Do you have the buy in and willingness of staff, members, and Board to do this? 


o How will it help members today? 
• Do you have the relationships you need to do this? 
• Have we thought on an aspirational enough level? 
• Are we willing to give up sacred cows? 
• Are we financially able to do this? 
• What will it take to make this sustainable?  
• Will it raise my dues? 
• Is it sustainable and scalable? 
• How and when will we evaluate if we have made an impact? 
• Have we thought about the return on investment – what makes money, what doesn’t, how can it 


support itself without increased costs? 
• What does success look like and how do we measure it? 
• How do our students and our brand new members see themselves in this specifically? 
• Do we have an appropriate plan for new infrastructure required to execute? 
• Communication plan?  
• How do we fully leverage technology and informatics? 
• What is the plan for globalization? 
• What are the roles of the Foundation and the Academy, CDR, ACEND (all organizations)? 
• Does this expand our membership – are there different levels or options? 
• Do we have a plan for naysayers / critics? 
• Is there educational vision and alignment with the new vision here?  
• What are the unintended consequences of success or failure?  
• How do we learn from others who have already done this? Associations, trades, corporations – 


let’s not reinvent the wheel. 
• How do we leverage non-members to rejoin us with this new strategy? 
• Are there governance implications? 
• Who are the partners externally who we have identified that are committed? 
• How do we learn and collaborate with others?  
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HIGHLIGHTS … A YEAR IN REVIEW 
2016 – 2017  


 
 


 
This report contains selected highlights from the past fiscal year and it is not a comprehensive report of all  
of the events and activities of the Academy.   
 
JUNE 2016 
 
Dietitians of Canada National Conference 
Lucille Beseler and Pat Babjak attended Dietitians of Canada’s National Conference. They met with leaders of DC, 
networked with the Board of Directors and attended the keynote sessions, symposia and workshops. DC’s major 
initiatives related to branding the RDN. The organization shifted its credential from RD to RDN to maintain 
consistency in North America. The Academy continues to work with DC, specifically on joint efforts related to 
International Confederation of Dietetic Associations and collaborating across disciplines with international food 
and nutrition communities. 
 
Public Policy Workshop 
Lucille Beseler, Donna Martin, Evelyn Crayton, Linda Farr, Diane Polly, Aida Miles, Denice Ferko-Adams and 
Pat Babjak met in Washington, D.C., with more than 325 passionate Academy members at the Public Policy 
Workshop. Members representing each of the 50 states, as well as Academy DPGs and MIGs, visited Capitol Hill 
to communicate nutrition policy that will positively affect the health of the nation and the nutrition and dietetics 
profession. Members reviewed the Academy’s priority areas to effectively communicate nutrition messages to 
congressmen and senators. Members were encouraged to build relationships with their representatives to prioritize 
nutrition policy for the health of their constituents. 
 
JULY 2016 
 
IFT’s Annual Meeting 
Lucille Beseler and Pat Babjak attended the Institute of Food Technologists annual meeting and food expo, the 
biggest gathering of food science professionals. They met with IFT leaders and senior-level executives from the 
world’s top food companies. The event brought together food professionals from around the world — in industry, 
government and academia — for knowledge exchange, networking and problem solving. Presenters addressed the 
latest global trends and the newest innovations in food technology. 
 
2017 Trailblazer Award  
The joint Academy and IFT Trailblazer Award was presented to Connie Weaver, PhD. The recipient has 
demonstrated innovative contributions to improved health among underserved populations through at least one 
aspect of food science and technology and has exhibited intellectual courage in research, instruction and/or 
communication at this intersection. In 2016, Weaver joined the Academy. This year the award will be presented at 
the Food & Nutrition Conference & Expo in October; the Board will approve the recommendation at the May 
meeting. 
 
Advocacy Efforts at Political Conventions 
Policy Initiatives and Advocacy staff and Lucille Beseler met with policy and entertainment industry leaders at the 
Republican and Democratic National Conventions. Jeanne Blankenship, vice president for policy initiatives and 
advocacy, joined Lucille at the Republican Convention in Cleveland; and Pepin Tuma, senior director for 
government and regulatory affairs, joined Lucille at the Democratic Convention in Philadelphia. Briefings were 
held to educate policymakers about obesity and to increase support for access to evidence-based care by 
advocating for the Treat and Reduce Obesity Act (H.R. 2404). Denice Ferko-Adams also attended the DNC. 
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AUGUST 2016 
 
AADE Meeting 
Lucille Beseler and Pat Babjak met with the presidents and CEOs of the American Diabetes Association and the 
American Association of Diabetes Educators at AADE’s Annual Meeting in San Diego. The discussions addressed 
key issues and opportunities for collaboration to provide improved care for persons newly diagnosed with diabetes 
and pathways for MNT reimbursement. They also met with DCE DPG leaders to discuss concerns over health 
coaches encroaching on RDN scope of practice. 
 
Third Annual Kids Eat Right Month  
An initiative of the Foundation, Kids Eat Right Month focused on the importance of healthful eating and active 
lifestyles for children and families and featured expert advice from members. The Academy developed member, 
consumer and media messaging around KER’s core principles: “shop smart, cook healthy and eat right.” Kids Eat 
Right reached a milestone of 200,000 social media followers. 
 
SEPTEMBER 2016 
 
International Congress of Dietetics  
Lucille Beseler, Donna Martin and Pat Babjak were among Academy members and representatives who joined 
presidents and directors from nutrition and dietetics organizations from more than 40 countries September 7 to 10 
at the XVII International Congress of Dietetics in Granada, Spain. At this quadrennial conference, nutritionists and 
dietitians from around the world gathered to share knowledge and practice perspectives. The theme of the 2016 
conference was “Going to Sustainable Eating.” The Academy’s representatives presented several sessions at ICD 
and hosted a global nutrition collaborative meeting with leaders of the International Confederation of Dietetics 
Associations and the European Federation of the Association of Dietitians. The Academy’s recommendations 
related to international education and accreditation standards were shared. Past Academy President Judy Rodriguez 
was elected to the ICDA Board of Directors.  
 
Nutrition Impact Summit 
The Academy convened the Nutrition Impact Summit, which brought together more than 175 leaders, including 
Academy members and participants from the Alliance for a Healthier Generation, Feeding America, PEW 
Charitable Trusts, YMCA, Kaiser Permanente, Abbott Nutrition, Project Peanut Butter, Kroger, USDA Center for 
Nutrition Policy and Promotion, Centers for Disease Control and Prevention and Wholesome Wave; as well as 
institutions including Duke University, Tufts University’s Gerald J. and Dorothy R. Friedman School of Nutrition 
Science and Policy and Johns Hopkins University’s Bloomberg School of Public Health. Thought leaders in food, 
wellness and health care systems identified potential projects and strategic partners in the U.S. and worldwide. 
Areas discussed included improving food system resilience, scaling nutrition solutions and transforming treatment 
through nutrition interventions. The Summit provided opportunities for participating organizations to collaborate 
on national and global health issues and informs the strategic planning process for the Second Century. 
 
Briefing on Malnutrition to Highlight Need for Medical Intervention 
In cooperation with Defeat Malnutrition Today, the Academy organized a congressional briefing on “The Growing 
Crisis of Malnutrition in Older Adults.” The Washington, D.C., briefing addressed the current state of health care 
delivery for adults with malnutrition in the United States; malnutrition’s effect on health care costs; and 
interventions that could help reduce incidents of malnutrition and improve the quality of life for adult patients. 
U.S. Rep. Don Beyer (Va.) gave opening remarks. Speakers included RDNs representing the Academy and other 
partner organizations. This event kicked off Malnutrition Awareness Week and the Academy’s Advocacy Day on 
Capitol Hill, where RDNs, other health care professionals, advocates and private sector stakeholders visited more 
than 60 Congressional offices and encouraged all members to support the measures with a sign-on letter. 
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Third Annual National Obesity Collaborative Care Summit 
Lucille Beseler appointed Anne Wolf, MS, RDN, to represent the Academy at National Obesity Collaborative Care 
Summit in Chicago. Representatives from more than 30 major health and medical organizations convened for 
discussions about how the different health specialties and the organizations themselves can better collaborate on 
providing care to individuals affected by obesity. The Summit was orchestrated and hosted by the American 
Society for Metabolic and Bariatric Surgery. Summit participants discussed prevention and treatment strategies for 
obesity, patient access to treatment, the continuum of care and potential opportunities for collaboration. 
 
OCTOBER 2016 
 
Food & Nutrition Conference & Expo 


• Attendees from 49 countries 
• More than 10,000 attendees 
• 135 educational sessions, with 92 percent of them at  Level 2 or Level 3 
• Social media impressions: 


o 51.6 million impressions 
o #FNCE trended nationally for 2 days 
o More than 21,000 posts from October 13 to 21 
o Topics that trended locally: Orthorexia, Yoga, FODMAP 


• FNCE mobile app had a 83 percent adoption rate with 7,076 users 
• 13 hotel rooms were utilized with 15,200 rooms which generated more than $300,000 in hotel rebates. 
• Two new FNCE toolkits designed for attendee and employer ROI 
• For the first time, we opened registration onsite for the next FNCE, which generated $66,075 in revenue. 
• The Academy received a Hermes Creative Gold Award for the 2016 FNCE Exhibitor Prospectus. 


 
Let’s Move! Program Event 
Donna Martin joined First Lady Michelle Obama and delivered remarks, addressing an audience of more than 200 
people from various sectors that have championed healthier eating and active living. There were approximately ten 
RDNs in attendance, including Jean Ragalie-Carr. Donna also participated with President and Mrs. Obama in 
welcoming children participating in Let’s Move! programs. These programs were launched in collaboration with 
federal agencies, businesses and nonprofits to mobilize every sector to help kids and families lead healthier lives.  
 
Malnutrition and Quality Improvement Initiative Video 
Lucille Beseler filmed a video to update members on the new Malnutrition and Quality Improvement Initiative 
(MQii), and the toolkit and resources that have been developed to assist in the diagnosis and treatment of 
malnutrition, especially among hospitalized adults. MQii was established in partnership Avalere Health, and other 
stakeholders providing guidance through key technical expert and advisory roles. The engagement was undertaken 
to advance evidence-based, high-quality, patient-driven care for hospitalized older adults (age 65 and older) who 
are malnourished or at-risk for malnutrition. Support for the MQii was provided by Abbott. 
 
New Member Engagement Zone  
This new online platform was created and launched to secure member feedback, comments and opinions on issues 
affecting the profession; Obtain member input quickly on new products and services; Engage members in 
Academy programs, services and initiative; and Involve members in the strategic direction and initiatives of the 
Academy.  


In October, the first question was launched: 
The Academy has advanced malnutrition documentation in the inpatient setting and provided many 
resources for RDNs to be successful in diagnosing malnutrition. What tools and resources are needed 
to expand this focus to identify and prevent malnutrition in the community?  
 
In a week, we received 1,070 responses from Academy members.  
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NOVEMBER 2016 
 
Publicity and Award Nomination: Vegetarian Diets Position Paper (Updated) 
The Academy updated the position paper on vegetarian diets and it was nominated for the  Atlas Award, designed 
by Elsevier to highlight research that could have a significant social impact. Nominees are selected from among all 
Elsevier journals and are evaluated by an advisory board of representatives from international nongovernmental 
organizations. The panel typically favors original research, so it is unusual for a position paper to be considered. 
The paper has an Altmetric score of 1,150, based on 102 news articles, 318 tweets and 216 Facebook posts. The 
Academy’s press release on the vegetarian position paper generated dozens of news stories and interviews with 
Academy Spokespeople and was prominently featured on the Academy’s social media channels. In addition, the 
paper was translated into Italian by the Scientific Society of Vegetarian Nutrition, which also translated the 
Academy’s 2009 position paper on this topic. 
 
Healthy Futures: Engaging the Oral Health Community in Childhood Obesity Prevention 
Lucille Beseler attended the national conference Healthy Futures: Engaging the Oral Health Community in 
Childhood Obesity Prevention in Washington, D.C. Discussions with the National Maternal and Child Oral Health 
Resource Center, American Academy of Pediatric Dentistry, American Dental Association, American Dental 
Hygienists Association and others provided an opportunity for collaboration and educating them on the role of 
RDNs. 
 
The Obesity Society Meeting 
At the Obesity Society meeting in New Orleans, Donna Martin participated in a panel discussion addressing school 
nutrition policy changes with Kevin Concannon, Under Secretary of USDA-FNCS. 
 
World Diabetes Day 
Lucille Beseler represented the Academy at an event in New York City commemorating World Diabetes Day. 
Novo Nordisk hosted the event at the Danish Consulate. The discussions included the important work done by 
thousands of Academy members in diabetes prevention and care. 
 
Society for Gastrointestinal Endoscopy Innovators Summit 
Lucille Beseler attended American Society for Gastrointestinal Endoscopy Innovators Summit in Downers Grove, 
Ill. Presenters at the summit spoke positively about the role and value of RDNs in patient care for obesity 
management. Staff is continuing the dialogue with the organization related to practice and experiential simulations. 
 
DECEMBER 2016 
 
Transition to New Office Space 
The Academy relocated to the 21st floor of our Chicago headquarters at 120 South Riverside Plaza and the staff 
smoothly settled in. The move was a business decision based on current best practices and leverages a clean and 
efficient office design with better usage of space. Unlike the old office space, the new suite has state-of-the-art 
technology, recently renovated facilities and upgraded meeting rooms. Dedicated staff made a seamless transition 
to the new space providing members the superlative service they have come to expect from the Academy. The 
open-plan office design facilitates increased communication and collaboration among departments and individuals 
alike. The new layout promotes flexibility for staff to accomplish their work, with various-sized conference rooms, 
small “huddle” rooms and private areas for phone conversations and meetings.  
 
The move has resulted in direct cost savings to the Academy in rent and utilities. In addition, the Academy also 
donated excess furniture, supplies and other materials to organizations and agencies including the Chicago Public 
Schools, Kids in Need, Open Books, American Red Cross, a nursing home, a child care center and other entities. 
The move immediately resulted in a cost savings benefit of more than $70,000 per month and is expected to 
generate more $15 million in savings over the life of the lease. 
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On January 26, Lucille Beseler hosted a ribbon cutting at Headquarters and expressed thanks and congratulations. 
The Headquarters team is enjoying the new workspace and is also excited about beginning the Academy’s Second 
Century in an environment that reflects 21st-century needs which can be easily adapted as needed in the years to 
come.  
 
ACEND’s Draft Future Education Model Standards  
The Accreditation Council for Education in Nutrition and Dietetics released the draft Future Education Model 
Accreditation Standards for Associate, Bachelor and Master Degree Programs for public comment. The 
development of these standards began in 2013 with a visioning process. Subsequent phases have included an 
environmental scan, development of a Rationale Document and multiple rounds of stakeholder input and data 
collection. The Board provided regular feedback. 
 
New USDA/Academy Effort to Bring Interns to Child Nutrition 
The Academy has been working with leadership at USDA to provide more internship opportunities for dietetics 
students at federal, state and local levels. USDA and the Academy are making it easier than ever for interns to find 
the Child Nutrition Program rotation that is right for them. A toolkit of resources to help state agencies get ready to 
host and prepare interns for rotations.  
 
9th World Congress on Prevention of Diabetes 
Lucille Beseler, Donna Martin, Jo Jo Dantone and Marcy Kyle attended the 9th World Congress on Prevention of 
Diabetes and Its Complications in Atlanta, Ga. They presented a workshop and a session highlighting the 
importance of the RDN and nutrition services in diabetes prevention and care. They contributed comments to the 
consensus paper “Global Status of Diabetes Prevention and Prospects for Action.” 
 
Fiscal Year 2016 Annual Report 
The Academy’s Annual Report contained highlights and accomplishments from the past fiscal year as well as the 
financial statements for the Academy and Foundation. It is available to read or download on the Academy’s 
website as well as on the Commitment to Transparency site. The Academy’s Annual Report received a Platinum 
Hermes Creative Award for excellence in graphic design. 
 
JANUARY 2017 
 
Academy’s Centennial Year Launched 
For a century, the Academy has been dedicated to building a profession that optimizes health through food and 
nutrition. As we plan for the future with the Second Century initiative, the Academy is honoring our past and 
celebrating the present throughout 2017. A new page was launched in January on the Academy’s website; it 
contains information on the Academy’s history and how all members can get involved in the celebration activities 
as we prepare for a new direction in our Second Century. 
 
Consumer Electronics Show 
Lucille Beseler attended the Consumer Electronics Show in Las Vegas. She met with representatives of companies 
and discussed how RDNs can be instrumental in helping advance their products and services and encouraged 
technology companies to exhibit at FNCE. 
 
New Initiative: Further With Food 
The Academy is a founding member, along with the Rockefeller Foundation, U.S. Department of Agriculture, U.S. 
Environmental Protection Agency and leading private sector and nonprofit organizations, of the “Further with 
Food Center for Food Loss and Waste Solutions,” an online hub for the exchange of information and solutions to 
cut food waste in half by 2030. Further with Food is designed to be the definitive online destination for businesses, 
government entities, investor, non-governmental organizations, educators and other interested individuals to learn 
more about their role in meeting the national food waste reduction goal. The Academy is proud to be one of the 
founders of this collaborative effort to solve one of the most pressing challenges of our time. Some of those areas 
that the Academy and the Further with Food team have identified include: 
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• Household behavior change 
• Food waste diversion 
• Recycling and upcycling (conversion of food waste into energy) 
• Consumer education 
• Government action and policy.   


More information on Further with Food is available at www.furtherwithfood.org. 
 
Academy Joins in Farewell to USDA Under Secretary Concannon 
Donna Martin joined staff from the USDA’s Food, Nutrition and Consumer Services in Washington, D.C., to bid a 
fond farewell to Under Secretary Concannon and celebrate the collective accomplishments under his leadership. 
 
Malnutrition Collaboration  
The Academy and the American Society for Parenteral and Enteral Nutrition continue to collaborate on efforts to 
support the identification and treatment of malnutrition. The Academy signed a letter with ASPEN’s president that 
was sent to public and private payers recommending they not use low BMI as the only diagnostic criteria for 
identifying malnutrition in hospitalized patients. Since the release in 2012 of the Academy/ASPEN Consensus 
Statement on identifying and documenting adult malnutrition, members have periodically brought to our attention 
the fact that payers have been denying hospital claims for patients with malnutrition based on BMI alone. Several 
state Medicaid programs have acknowledged receipt of our letter and have requested conference calls with staff for 
further information and education on this topic. 
 
Academy Participates in Obesity Quality Measures Discussion 
The Academy was one of more than 20 groups who met as part of the Strategies to Overcome and Prevent Obesity 
Alliance to discuss the development of obesity quality measures. As part of the discussion, the National Quality 
Forum Incubator Project Team presented an environmental scan that identified NQF-endorsed measures related to 
obesity or weight assessment. The Academy will continue to participate in future discussions with the STOP 
Obesity Alliance to advance policies supporting obesity management and coverage. 
 
Council on Future Practice’s 2017 Visioning Report in the Journal 
The Council on Future Practice completed a three-year visioning cycle designed to help inform members and 
organizational units for moving the profession forward. Visioning Report 2017: A Preferred Path Forward for the 
Nutrition and Dietetics Profession was published in the January issue of the Journal of the Academy of Nutrition 
and Dietetics and the final version of the document, “Change Drivers and Trends Driving the Profession: A 
Prelude to the Visioning Report 2017” was published on the Academy’s website. The report outlines 
recommendations for specific, actionable items that can be pursued in the next 10 to 15 years to advance the 
profession. The work done by the Council helped inform the Nutrition Impact Summit Briefing Paper and efforts 
on the Second Century Initiative. 
 
International Dysphagia Diet Standardization Initiative 
The Academy and the American Speech-Language-Hearing Association announced their support of a new global 
initiative to standardize diets for the treatment of people who suffer from swallowing disorders. The International 
Dysphagia Diet Standardization Initiative created global standardized terminology and definitions for texture-
modified foods and thickened liquids to improve the safety and care for individuals with dysphagia, a swallowing 
disorder, which affects an estimated 560 million people worldwide. The Academy’s Evidence Based Practice 
Committee reviewed IDDSI’s 2015 article, “The Influence of Food Texture and Liquid Consistency Modification 
on Swallowing Physiology and Function: A Systematic Review, Dysphagia” and determined the methodology is 
sound. Based on this and other reviews, Academy leaders voted to support the adoption of IDDSI. ASHA 
supported IDDSI’s multidisciplinary effort to gather information from clinicians around the world that led to the 
IDDSI framework and methods for standardizing both food and drink and its Board of Directors passed a 
resolution in 2016 to support the IDDSI Framework. IDDSI is leading the implementation of this program in 21 
countries. 
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Interprofessional Education Collaborative  
The Academy was accepted as a member of the nation’s leading advocacy organization for team-based care. The 
Academy will ensure that students and interns have opportunities for Interprofessional Education (IPE) and 
practicing RDNs are included in Interprofessional Practice Teams. Kathy Kolasa, PhD, RDN, LDN, represented 
the Academy at the Interprofessional Education Collaborative (www.ipeccollaborative.org) in Washington, D.C. 
The meeting was hosted by the Association of American Medical Colleges. IPEC is looking toward expanding 
programming: focus on wellbeing; developing webinar series; developing an IPEC Leadership Institute to focus on 
Deans and senior leaders; and developing assessment tools to determine how effective IPE programs are on 
campuses. IPEC’s mission is to ensure that new and current health professionals are proficient in the competencies 
essential for patient-centered, community and population oriented, interprofessional, collaborative practice. 
Eligible institutional members must be associations that represent and serve academic units at institutions of higher 
education that provide an educational program leading to the award of one or more academic degrees to students in 
one or more of the health professions that provide direct care to patients. The next meeting of the IPEC Council 
will be held June 7. 
 
FEBRUARY 2017 
 
The following Position Papers were released: 


• Treating Excess Weight and Obesity Requires Many Different Approaches and the Expertise of 
Registered Dietitian Nutritionists (updated paper) 
Excess weight and obesity among adults results from many influences including personal factors, the 
communities where people live and government policies. Therefore, successful weight loss must 
include multiple strategies addressing each of these influences, as well as the expertise of RDNs.  


 
• Individualized Nutrition Support Is Critical to Athletic Performance (revised paper) 


Nutrition-related factors influence athletic performance and RDNs who are also certified specialists in 
sports dietetics are the best-qualified professionals to assist active adults and competitive athletes, 
according to this revised position paper from the Academy, Dietitians of Canada and American 
College of Sports Medicine.  


 
Sponsorship Evaluation Process Approved 
The Board of Directors accepted the Member Sponsorship Review Committee’s recommended sponsor 
evaluation process and forms, which were developed with feedback from dietetic practice groups and member 
interest groups. Companies that are interested in becoming a National- or Premier-level sponsor will use the 
new evaluation process. 
 
Leaders Receive NAFEM Honors  
The North American Association of Food Equipment Manufacturers has a long tradition of honoring 
volunteer leaders who have contributed to the foodservice industry with the doctorate of foodservice award.  
Lucille Beseler and Immediate Past President Evelyn Crayton were honored with the award and recognized 
for the Academy’s leadership and the contributions to the industry at-large during two special events during 
NAFEM’s Show, February 9-11 in Orlando, Fla.  
 
United Nations: International Day of Women and Girls in Science 
Lucille Beseler represented the Academy on February 10 at the International Day of Women and Girls in Science 
commemoration at the United Nations in New York City. She spoke on “Gender, Science and Sustainable 
Development: The Impact of Media from Vision to Action.” Her remarks included a discussion of the Academy’s 
history, Second Century, the future of the dietetics profession and the future of women in STEM fields. 
 
NASDAQ Opening Bell 
The Academy rang the NASDAQ opening bell on February 16. Lucille Beseler and Pat Babjak were joined by 
members who live in the New York area. Lucille’s remarks highlighted the Academy’s Centennial, the Second 
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Century initiative, Academy members and their great work in optimizing the nutritional health of individuals, 
families, communities and the world. The NASDAQ ceremony was broadcast live on NASDAQ’s website and on 
video screens in Times Square. The Academy’s Centennial logo was broadcast on NASDAQ’s tower with the 
message “The Stock Exchange Welcomes the Academy of Nutrition and Dietetics.” 
 
Congressional Briefing: Economics of Obesity 
The Academy co-hosted a briefing for members of Congress and their staffs February 27 in Washington, D.C., on 
“The Economics of Obesity: Implications for Productivity and Competitiveness.” The Academy is a member of the 
Obesity Care Advocacy Network. Speakers addressed obesity’s impact on the U.S. economy and the need for 
access to obesity management services. One of the Academy’s highest legislative priorities is passage of the Treat 
and Reduce Obesity Act. This bipartisan bill would give the Centers for Medicare and Medicaid Services the 
authority to allow health care providers such as RDNs to offer intensive behavioral therapy – or IBT – services. 
The Academy highlighted research showing that allowing RDNs to treat obesity is not only clinically effective but 
also cost-effective. 
 
MARCH 2017 
 
New Organizational Vision, Mission and Principles  
The Board of Directors established a new vision, mission, principles to support a future strategic direction that will 
expand the influence and reach of the Academy and the nutrition and dietetics profession. The Academy’s new 
vision, as endorsed by the Board, is: A world where all people thrive through the transformative power of food and 
nutrition; with a mission to: Accelerate improvements in global health and well-being through food and nutrition. 
 
The Academy’s principles are: The Academy of Nutrition and Dietetics and our members: 


• Integrate research, professional development and practice to stimulate innovation and discovery 
• Collaborate to solve the greatest food and nutrition challenges now and in the future 
• Focus on system-wide impact across the food, wellness and health care sectors 
• Have a global impact in eliminating all forms of malnutrition 
• Amplify the contribution of nutrition practitioners and expand workforce capacity and capability. 


 
Put Your Best Fork Forward: National Nutrition Month (NNM) and Registered Dietitian Nutritionist Day 
Expanded social media promotion greatly increased visibility of NNM and RDNs. In March, the official hashtag 
#NationalNutritionMonth saw a reach of 41.4 million social media users. Many individuals continued to use the 
previous hashtag #NNM, which saw a reach of 9.9 million social media users. The #NNMchat hashtag saw a reach 
of 1.5 million users and it even trended nationally on Twitter on Wednesday, March 1. The hashtag #RDNday was 
used 2,911 times by 1,771 unique authors for a reach of 2.6 million users and 11.1 million impressions. More than 
600,000 unique users came to eatright.org and viewed more than 1.4 million pages, of which 13 percent were 
specifically National Nutrition Month articles and content. The National Nutrition Month landing page saw more 
than 61,000 page views and the NNM Handouts and Tip sheets page saw more than 23,000 page views. 
Additionally, on RDN Day, the website saw more than 29,000 unique visitors. 
 
APRIL 2017 
 
Academy Participated in National Public Health Week 
The Academy partnered with the American Public Health Association on National Public Health Week from April 
3 to 9. Observed for more than two decades, National Public Health Week recognizes the contributions of public 
health and highlights important issues. This year’s theme was “Healthiest Nation 2030,” with the goal of making 
the U.S. the healthiest nation in one generation. 
 
Malnutrition Measures Included in CMS’ Proposed Rule 
On April 14, CMS favorably received a recommendation by the Academy and the coalition groups that will help 
improve the health of millions of adults, including half of all older patients who face malnutrition. CMS proposed 
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the adoption of malnutrition-focused quality measures into a future Hospital Inpatient Quality Reporting Program. 
CMS has proposed to adopt recommendations of the Malnutrition Quality Improvement Initiative (mqii.today), 
which developed and tested four malnutrition electronic clinical quality measures.  


• NQF #3087: Completion of a Malnutrition Screening within 24 hours of Admission 
• NQF #3088: Completion of a Nutrition Assessment for Patients Identified as At-Risk for Malnutrition 


within 24 hours of a Malnutrition Screening 
• NQF #3089: Nutrition Care Plan for Patients Identified as Malnourished after a Completed Nutrition 


Assessment 
• NQF #3090: Appropriate Documentation of a Malnutrition Diagnosis 


These measures, which were the focus of the Academy’s September 26 Quarterly Advocacy Day on Capitol Hill, 
are for malnutrition screening, assessment, care planning and documentation that will be includes in a future 
Hospital Inpatient Quality Reporting Program. The Academy will submit formal comments as CMS refines its 
proposal.  
 
Membership Update 
Year-to-date membership dues revenue is outpacing FY17 budget projections. If the trend continues, at year-end, 
dues revenue will exceed the FY17 budget projections. Retired category membership has grown 22.2 percent over 
the past year; although 2016 ACEND student enrollment has decreased, the Academy continues to maintain an 85 
percent market share of student members. 
 
Increasing Diversity 
Nearing the end of the program’s second year, 24 affiliates have a Diversity Liaison and the Academy received 10 
applications for a Diversity Mini-Grant to help fund diversity outreach events. This is a 58 percent growth in the 
number of affiliates who had a Diversity Liaison from 2015-2016 to 2016-2017. Plans are in the works to open the 
Diversity Liaison program to dietetic practice groups in the 2017-2018 year. 
 
Fifth Edition of Best-Selling Complete Food and Nutrition Guide Released 
The new fifth edition of the Complete Food and Nutrition Guide contains hundreds of pages of new information 
and is the go-to resource for member and consumers.  
 
Stance on Health Coaches 
Consumers are not aware that health coaches or personal trainers may not have the educational background to 
address anything beyond general nutrition education and cannot provide medical nutrition therapy. People do not 
know that health coaches or personal trainers may not have the educational background to address anything beyond 
general nutrition education and cannot provide medical nutrition therapy. Lucille Beseler spearheaded an effort to 
develop an Academy stance and the Board of Directors agreed to educate organizations that hire coaches. The 
messaging will inform them that only an RDN has the qualifications to provide medical nutrition therapy. The 
Academy will soon launch an assertive strategic communications campaign and will seek and seize opportunities 
to provide reimbursable nutrition services or oversee services to ensure use of evidence-based protocols. 
 
Wasted Food Initiative: IFT/ASN/Academy/IFIC 
Lucille Beseler and Pat Babjak met with the presidents and CEOs of IFT, ASN and IFIC to propose a collaboration 
on reducing food loss and waste in the United States. The proposal was unanimously accepted and the 
organizations will collectively align educational efforts for reducing food loss and waste in the United States. The 
Academy will lead the collaboration to provide access to information on best practices for preventing, recovering 
and recycling food loss and waste. Food and nutrition security is an emerging focus area for the Academy’s 
Second Century and creates many opportunities for impact in food waste. Academy members, like members of 
ASN and IFT, are well-positioned to elevate the food loss/waste/recovery dialogue to the next level. We will 
partner to educate and empower consumers in reducing wasted food in the home and secure commitments and 
measure impact of retailers in diverting perishable food to food banks and feed food insecure families. 
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The initiative will apply innovative communication strategies to reach consumers and prevent food waste, 
including tips on grocery shopping, using leftovers, planning meals, eating out and food safety. The campaign 
includes recruiting retailers committed to being socially responsible community partners in food and would 
establish baseline measures of food loss, set measurable goals, provide technical assistance in creating systems for 
donating to food banks and food pantries and measure progress on commitments.  
 
Academy Receives Publication Editors’ Awards  
Food & Nutrition magazine was honored with the following American Society of Healthcare Publication Editors’ 
Awards: 


• Gold Award in the Best Use of Social Media Category: Engage 
• Silver Award in the Best Regular Department Category: Savor 
• Silver Award in the Best Blog Category: Stone Soup.  


ASHPE recognizes editorial excellence and achievement in the field of health care publishing. The annual awards 
competition honors the very best the health care sector has to offer.  
 
Food & Nutrition Magazine’s Test Kitchen 
Lucille Beseler participated in Food & Nutrition Magazine’s first test kitchen event held in Chicago. Academy 
members prepared, tested and refined a recipe that was featured in the print issue and online at 
www.FoodandNutrition.org. Over 150 members joined Lucille for a Twitter chat and members posted photos and 
used #FNTestKitchen social sharing wall.  
 
MAY 2017 
 
Museum Display to Commemorate Centennial of the Dietetics Profession 
To commemorate the Academy’s Centennial, the Ohio Academy of Nutrition and Dietetics and the Greater 
Cleveland Academy of Nutrition and Dietetics are hosting a display at the Dittrick Museum of Medical History at 
Case Western Reserve University in Cleveland, Ohio. The display, “Celebrating the Centennial of the Dietetics 
Profession in America: 100 Years of Optimizing Health through Food and Nutrition,” will run through May 22 and 
includes original photographs, archives and commemorative items documenting the organization’s first century. 
 
May is Nutrition Research Month 
The Academy’s Research Month takes place every May. The annual theme “Research Matters!” will highlight the 
relevance and importance of scientific research in nutrition and dietetics, while promoting valuable resources the 
Academy provides to encourage and support the research process by all RDNs. 
 
Food Service Guidelines Collaborative’s Food Systems Engagement Meeting  
Lucille Beseler attended the Food Service Guideline Collaborative’s Food Systems Engagement Meeting on May 5 
in Washington, D.C. The group discussed opportunities and barriers to align the food system with dietary needs. 
The meeting included representatives from across the food system such as food manufacturers to end users such as 
government entities and Fortune 500 companies.  
 
Special Olympics Inclusive Health Forum  
Lucille Beseler attended the Special Olympics Inclusive Health Forum meeting on May 9 in Washington, D.C. The 
Academy is collaborating with this leading organization to advocate for nutrition services provided by RDNs to 
improve the health of people with intellectual disabilities, especially individuals who have chronic diseases such as 
obesity. The Academy was recognized by the Special Olympics as a key champions of health with expertise and 
influence that could greatly affect the lives of people with intellectual disabilities. The Health Forum addressed 
how attendees can collectively have a profound impact on the health of people with intellectual disabilities by 
ensuring that people with and without disabilities have the same opportunities to be healthy. 
 
Academy Applies for USAID Grant 
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The Academy was invited by Research Triangle Institute International to participate as a partner in a grant 
proposal on Multisector Nutrition Activities to the United States Agency for International Development. If the 
grant is accepted, the Academy will provide assistance to governments and training and educational institutions 
related to the accreditation of global training programs and worldwide credentialing. The Academy will also 
provide consultation and technical assistance on the development of pre-service and in-service training curricula 
for related medical/clinical training programs in developing countries to build capacity in nutrition.  
 
Pew Research Center: Global Research and Public Policy  
The Academy is working with the Pew Research Center to ensure that kitchen equipment and infrastructure 
provisions as included in the School Food Modernization Act are included in any child nutrition reauthorization 
legislation. This will spotlight the important role of members who work in school nutrition and foodservice. 
 
World Nutrition Policy Center at Duke University 
Lucille Beseler and Pat Babjak will be meeting with Kelly D. Brownell, PhD, dean of the Sanford School of Public 
Policy at Duke University, to explore opportunities to collaborate with the university’s World Nutrition Policy 
Center. Given mutual interests in worldwide nutritional health and joint working relationship as members of the 
National Academy of Medicine’s Obesity Roundtable, the Academy and the World Nutrition Policy Center will 
exchange ideas, discuss future goals and determine opportunities that might exist to partner strategically. 
 
Managing CVD Risk in Diabetes Roundtable 
Lucille Beseler appointed Wahida Karmally, DrPH, RD, CDE, CLS, FNLA, to represent the Academy at the 
American College of Cardiology’s 2017 Managing CVD Risk in Diabetes Roundtable, scheduled for June 20 in 
Washington, D.C. The purpose of the roundtable is to explore recent trial evidence for new antidiabetic drugs, their 
demonstrated improved cardiovascular outcomes and what that means for the cardiology community. The one-day 
meeting will engage participants in interactive discussions to facilitate a greater understanding of real-life 
challenges faced by patients, caregivers, clinicians, payers and health systems in incorporating newer agents for 
improved outcomes in patients with Type 2 diabetes that are either at high risk for or have established CVD. 
Outcomes of the roundtable may include identifying the need for an expert consensus document, developing care 
algorithms and/or practical tools to address the CV team’s role in the management of diabetes to reduce 
cardiovascular risk. Wahida has served as chairman of the nutrition committee of the American Heart Association 
in New York and also is a certified diabetes educator. She is also a member of several AHA committees including 
Physicians' Cholesterol Education Program, Public Policy and Government Affairs, Women and Heart disease, 
Prevention Cardiology and she has served on its board of directors for two terms.  
 
Certificates of Training Programs  
The Academy’s Center for Lifelong Learning collaborated with the Nutrition Informatics Committee, the NIC 
Consumer Health Informatics Workgroup and the Interoperability and Standards Committee, to offer an online 
Certificate of Training program in Informatics to ensure nutrition professionals stay up-to-date with the latest 
methods of processing and using data in all areas of the profession. The information provided is critical to the 
nutrition professional and can be successfully utilized on a daily basis, covering topics such as, Electronic Health 
Records, security and ethics and utilizing data.  
 
New Guideline Published on Evidence Analysis Library  
The Academy’ Evidence Analysis Library published the Gestational Diabetes Evidence-based Nutrition Practice 
Guideline and Supporting Systematic Reviews. Highlights of the publication include 17 evidence-based nutrition 
recommendations and supporting systematic reviews of MNT, calories, macronutrients, dietary patterns and meal 
and snack distributions. The guideline is free and available to all Academy members and EAL subscribers.  
 
Academy Positions Committee Update 
APC facilitated the National Osteoporosis Foundation and the American Society for Preventive Cardiology request 
to support their joint position statement on calcium and cardiovascular disease. APC, Evidence-Based Practice 
Committee (EBPC) and the SCAN DPG reviewed and recommended support. The House Leadership Team voted 
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for the Academy to support this position statement. APC also supported, along with EBPC and Pediatric Nutrition 
Dietetic Practice Group, Addendum Guidelines for the Prevention of Peanut Allergy from the National Institute of 
Allergy and Infectious Diseases. HLT voted to support this Guideline. 
 
The following position/practice papers have been submitted for publication in the Journal of the Academy of 
Nutrition and Dietetics: 


• Inter-professional Education in Nutrition as an Essential Component of Medical Education position paper 
to be published in July 


• Classic and Modified Diets for Treatment of Epilepsy practice paper to be published in August 
All published position and practice papers can be viewed at http://www.eatrightpro.org/resource/practice/position-
and-practice-papers/position-papers/academy-position-papers-index 
 
Partnership for a Healthier America Summit 
Former President Bill Clinton recognized the work of RDNs during his remarks at the Partnership for a Healthier 
America’s seventh annual summit in Washington, D.C. The meeting convened some of the nation’s most 
influential leaders in the fight to end childhood obesity. The summit provided a unique opportunity for business 
and industry leaders to sit at the table with their nonprofit, academic and government counterparts to address major 
considerations for the health of our nation’s youth.  
 
American Association of Clinical Endocrinologists Annual Conference  
Jo Jo Dantone represented the Academy at the American Association of Clinical Endocrinologists Annual 
Conference in Austin. Through many discussions with their leadership an RDN will now serve on two committees.  
This is a major accomplishment and will further the education of endocrinologists about the importance and benefit 
of inclusion of an RDN in their practices to promote positive patient outcomes through Medical Nutrition Therapy 
and Diabetes Self-Management Education and Support.  
 
 
A full calendar of representation at meetings and events is attached. 
 
SUBMITTED BY: Lucille Beseler, President 2016-2017 
   Patricia M. Babjak, Chief Executive Officer 
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Representation at Meetings and Events Calendar 


2016-2017  


Criteria for Representation at Meetings or Events: 


 The philosophy and values of the external organization are consistent with that of the Academy.


 The meeting or event supports the Academy’s strategic direction.


 The expected outcomes of representation are pre-established.


 The human capital and financial resources required of the Academy are reasonable and within budget.


 The external organization is willing to incur the direct and indirect associated costs, whenever possible.


 The organization’s membership and leadership include a significant portion of Academy members or potential Academy members.


 The Academy is not expected to endorse or help position any commercial product(s) or service(s).


DATE MEETING LOCATION 


BOARD OF DIRECTORS 


REPRESENTATIVE 


June 7-10, 2016 Association of Healthcare Foodservice (AHF) 2016 Annual Conference Dallas, TX M Yadrick (reciprocal reg) 


June 8-11, 2016 Dietitians of Canada Winnipeg, Canada L. Beseler, P. Babjak 


June 9-11, 2016 HLT Summer Retreat Chicago, IL HLT Members, P. Babjak 


June 10, 2016 Arkansas Academy of Nutrition and Dietetics Meeting Little Rock, AR J. Ragalie-Carr 


June 10-13, 2016 ANFP Annual Meeting (Academy exhibit booth) Indianapolis, IN B. Richardson (reciprocal booth) 


June 15-17, 2016 SNAL Meeting Shreveport, LA E. Crayton 


June 17, 2016 Arizona Academy of Nutrition and Dietetics Phoenix, AZ L. Farr 


June 20-21 Advisory Committee on Minority Health Meeting Bethesda, MD L. Smothers 


June, 22-23, 2016 Foundation Board Meeting Washington, D.C. D. Martin, P. Babjak 


June 23 - 24, 2016 Public Policy Workshop (PPW) Washington, D.C. L. Beseler, D. Martin,  


E. Crayton, L. Farr, D. Polly, 


A. Miles, C. Christie,  


D. Ferko-Adams, P. Babjak 


July 10-13, 2016 School Nutrition Association Annual Conference San Antonio, TX D. Martin (reciprocal reg) 
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DATE MEETING LOCATION 


BOARD OF DIRECTORS 


REPRESENTATIVE 


July 15 -16, 2016 Texas Academy Leadership Orientation McKinney, TX Provided Presidential Video 


July 16-19, 2016 Institute of Food Technologists Annual Conference Chicago, IL L. Beseler, P. Babjak 


July 20, 2016 


July 27, 2016 


Republican National Convention  


Democratic National Convention 


Cleveland, OH 


Philadelphia, PA 


L. Beseler, J. Blankenship, 


P. Tuma 


July 24-27, 2016 Florida Academy of Nutrition and Dietetics Tampa, FL L. Beseler 


August 12-15, 2016 American Association of Diabetes Educators Annual Meeting San Diego, CA L. Beseler, P. Babjak 


August 18,2016 California Academy of Nutrition and Dietetics Leadership Los Angeles, CA M. Lites 


August 24-25, 2016 Academy/Foundation Planning Meeting Catawba, OH J. Ragalie-Carr, L. Beseler, 


P. Babjak, M.B. Whalen,  


K. Brown, A. Steiber, 


August 31, 2016 Board of Directors Webinar BOD Members 


September 7-10, 2016 International Congress of Dietetics Granada, Spain L. Beseler, D. Martin 


S. Escott-Stump, J. Rodriguez, 


P. Babjak 


September 12, 2016 Panera National Press Club “Kids Meal Promise” Washington, DC L. Beseler 


M.P. Raimondi 


September 16-17, 2016 ASMBS 3rd Annual National Obesity Collaborative Care Summit Chicago, IL Anne Wolf 


September 20-21, 2016 Board of Directors Meeting Irving, TX BOD Members 


September 21-23, 2016 Second Century Summit Irving, TX BOD Members 


October 6, 2016 White House Kitchen Garden for the Let’s Move! Celebratory Event Washington, DC D. Martin 


October 11-15, 2016 The 2016 "Borlaug Dialogue" International Symposium and Global Youth 


Institute 


Des Moines, IA E. Bergman 


October 13, 2016 HOD Leadership Team Meeting (HLT members) Boston, MA 


October 13-15, 2016 CDR Level 2 Program Boston, MA L. Beseler 


October 14-15, 2016 HOD Fall Meeting Boston, MA BOD members 


October 15-16, 2016 Mega Nutrition 2016 San Paulo, Brazil Provided a video on the topic of 


the EAL 


October 15-18, 2016 FNCE Boston, MA BOD members 
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DATE 


 


MEETING 


 


LOCATION 


BOARD OF DIRECTORS 


REPRESENTATIVE 


November 3-4, 2016 Healthy Futures: Engaging the Oral Health Community in Childhood 


Obesity Prevention National Conference  


Washington, DC L. Beseler 


 


November 4, 2016 The Obesity Society Meeting: Panel discussion addressing school nutrition 


policy changes with Kevin Concannon, Under Secretary of USDA-FNCS  


New Orleans, LA D. Martin 


November 6-7, 2016 Board of Directors Meeting Rosemont, IL BOD Members 


November 10-12, 2016  CDR Level 2 Program Long Beach, CA L. Beseler 


November 14, 2016 World Diabetes Day- Danish Consulate General’s Residence New York, NY L. Beseler 


 


November 21-22, 2016 American Society for Gastrointestinal Endoscopy Downers Grove, IL L. Beseler 


 


December 2-4, 2016 9th World Congress on the Prevention of Diabetes Atlanta, GA L. Beseler 


D. Martin 


M. Kyle 


J. Dantone-DeBarbieris 


December 7, 2016 Fuel up to Play 60 Gala New York, NY L. Beseler 


J.  Ragalie-Carr 


M. Whalen 


 


January 5-7, 2017 Consumer Electronics Association: Health innovations in the palm of your 


hand 


Las Vegas, NV L. Beseler 


January 12, 2017 Farewell to Under Secretary Kevin Concannon Washington, DC D. Martin 


January 13, 2017 


11:00am CT – 1:00pm 


CT 


 


Board of Directors Meeting (Webinar) _____ BOD Members 


January 17-20, 2017 Committee for Life Long Learning Chicago, IL D. Martin, P. Babjak 


January 18, 2017 Food and Nutrition Science Solution Joint Task Force Leadership Meeting  Washington, DC L. Beseler, B. Ivens 


P. Babjak 


January 20-22, 2017 HLT Winter Retreat Chicago P. Babjak 


HLT Members 


February 8-11, 2017 North American Association of Food Equipment Manufactures (NAFEM) Orlando, FL L. Beseler, E. Crayton 


February 9, 2017 United Nations  New York, NY L. Beseler 


February 15, 2017 NASDAQ New York, NY L. Beseler, P. Babjak 


D. Acosta  
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DATE MEETING LOCATION 


BOARD OF DIRECTORS 


REPRESENTATIVE 


February 23, 2017 Joint Academy/Foundation Board Meeting Chicago, IL Academy and Foundation Board 


members 


February 24, 2017 Board Meeting Chicago, IL BOD members 


February 26-27, 2017 Quarterly Advocacy Day Washington, DC D. Martin 


L. Farr 


D. Ferko-Adams 


P. Babjak 


March 1-3, 2017 Alabama Dietetic Association Meeting Birmingham, AL D. Martin 


March 13, 2017 Committee Appointment Meeting Chicago, IL D. Martin, D. Polly, 


P. McConnell 


March 12-14, 2017 NDEP Western Region Pacific Grove, CA A. Miles 


March 15-16, 2017 Georgia Academy of Nutrition and Dietetics Savannah, GA D. Martin 


March 18, 2017 Clinical Nutrition Managers DPG Symposium St. Petersburg, FL L. Beseler 


March, 21, 2017 VHA Grand Rounds Webinar (45min session with 15 minute Q/A)- 


Request by Angel Planeris 


n/a L. Beseler 


March 27, 2017 Panera Webinar n/a L. Beseler 


March 28, 2017 Update on Diabetes and Prediabetes Management- Mississippi Academy of 


Nutrition and Dietetics Annual Conference  


Biloxi, MS J. Dantone-DeBarbieris 


March 30, 2017 Texas Academy of Nutrition and Dietetics Annual Conference Georgetown, TX L. Farr 


March 30-31, 2017 NDEP Central Region Louisville, KY T. Randall 


March 31- April 1, 


2017 


Nevada Academy of Nutrition and Dietetics Reno, NV L. Beseler 


April 4, 2017 


11:00am CT – 1:00pm 


CT 


BOD Meeting Webinar BOD Members 


April 4-5, 2017 PEW: Kids Safe and Healthy Schools Capstone Event” From Policy to 


Plate- Opportunities to continue healthy trends in school nutrition programs 


Washington, DC D. Martin 


April 6-7, 2017 Wisconsin Academy of Nutrition and Dietetics Conference Elkhart, WI D. Martin 


April 7-9, 2017 Nutrition News Forecast Meeting Denver, CO L. Beseler, D. Martin 


P. Babjak, M. Russell 


April 19, 2017 Southern Nevada Dietetic Associations Las Vegas, NV L. Beseler 


April 19, 2017 NAMA Nutrition Advisory Council RoundTable Las Vegas, NV L. Beseler 


April 20-21, 2017 NDEP Eastern Region Baltimore, MD A. Miles 
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DATE MEETING LOCATION 


BOARD OF DIRECTORS 


REPRESENTATIVE 


April 20-21, 2017 New Mexico Academy of Nutrition and Dietetics Conference Santa Fe, NM D. Martin 


April 22, 2017 Food and Nutrition Science TF/ CEO Meeting/ ASN Chicago, IL L. Beseler, P. Babjak 


April 22-23, 2017 HOD Virtual Meeting BOD Members, as schedule 


permits 


April 22-23, 2017 Pennsylvania Academy of Nutrition and Dietetics Conference King of Prussia, PA L. Beseler 


April 27-29, 2017 California Academy of Nutrition and Dietetics Annual Conference McClellan, CA L. Beseler 


May 3-7, 2017 American Association of Clinical Endocrinologists Annual Meeting Austin, TX J. Dantone-DeBarbieris 


May 4-5, 2017 Food Systems Engagement Meeting hosted by the Food Service Guidelines 


Collaborative 


Bipartisan Policy Center 


in Washington, DC 


L. Beseler 


May 5, 2017 Delaware Academy of Nutrition and Dietetics Newark, DE D. Martin 


May 9, 2017 Special Olympics and Association of University Centers on Disabilities 


Inclusive Health Forum 


Washington, DC L. Beseler 


May 10-12, 2017 Partnership for a Healthier America Summit Washington, DC MP Raimondi 


May 10-12, 2017 New York State Academy of Nutrition and Dietetics Lake Placid, NY L. Beseler 


May 12, 2017 Maryland Academy of Nutrition and Dietetics Linthicum Heights, MD L. Beseler 


May 11-12, 2017 West Virginia Academy of Nutrition and Dietetics Annual Conference Huntington, WV D. Martin 


May 17-18, 2017 Ohio Academy of Nutrition and Dietetics Annual Conference Cleveland, OH BOD Members, as schedule 


permits 


May 19-20, 2017 Board of Directors Meeting Cleveland, OH BOD Members 
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FOUNDATION REPORT 
BOARD OF DIRECTORS MEETING 
MAY 19-20, 2017 


 


 


 
The Academy Foundation launched its Second Century Fundraising Campaign during FNCE 
2016 with a goal to raise $5 million by FNCE 2020.  Following is an overview of solicitation 
activities, campaign and leadership status, funds expended and donor listing. 
 
Second Century Solicitations:   
 


• FNCE Second Century Fundraising activities at booth 
• All Member email solicitation following FNCE 
• Nutrition Impact Summit Attendees solicitation 
• FNCE Attendees follow-up email appeal 
• November Foundation Chair Message Second Century Appeal 
• Second Century messaging and appeals through various Academy communications 


including EatRight Weekly, Student Scoop and the NDEP message board. 
• Appeal to all NDEP program administrators 
• Leadership 100% Challenge to Academy and Foundation Boards, HOD, Past Presidents 


and Chairs, and Current/Past Spokespeople 
• Proposals to Affiliates with request for gifts from their budget or reserves and to hold a 


fundraiser at their annual meeting 
• Proposals to DPG’s and MIG’s requesting 5% of their reserves 
• Academy Staff Executive team and Foundation Staff ask 
• CDR Request 
• Second Century receptions in Columbus, Kansas City, Dallas, Atlanta, Chicago, East 


Lansing and Cleveland 
 


Campaign Dashboard: 


          


Campaign Goal $5,000,000  


Total Raised To-Date $2,484,218.68  


Cash In $1,925,571.68  


Outstanding Pledges $558,647.00   


Dollars expended $1,429,457.60 


Average Individual Gift $3,202.68  


Total Number of Gifts 364 
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Dollars expended have supported: 
 
• Academy/Foundation Steering Committee  
• Blue Ribbon Panel to develop and test a concept note 
• Leader and member engagement 
• External stakeholder engagement 
• International landscape study 
• Nutrition Impact Summit  
• Infrastructure and strategic planning  
• Marketing, communications and branding  
• Fundraising activities 
 
Leadership Challenge: 
 


 
 
Second Century Giving Society: 
 
Founders  
 
$1,000,000.00  
Academy of Nutrition and Dietetics 
 
$250,000 - $499,999 
Susan C. Finn 
Commission on Dietetic Registration 
 
$100,000 - $249,999 
Anonymous 
Mary Abbott Hess 


Neva H. Cochran 
Sonja L. Connor 
Susan Laramee 
 
 
Torchbearers 
 
$50,000 - $99,999 
Anonymous 
Jean H. Hankin 
Diane W. Heller 
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$25,000 - $49,999 
Patricia M. Babjak 
 
$10,000 - $24,999 
Jean H. Ragalie-Carr 
Martha L. Rew 
Mary Beth Whalen 
 
Leaders 
 
$5,000 - $9,999  
Sylvia A. Escott-Stump 
Jane V. White 
 
$2,500 - $4,999 
American Dairy Association - Mideast 
Kathryn A. Brown 
Diane M. Enos 
Donna S. Martin 
Barbara J. Visocan 
 
$1,000 - $2,499 
Anonymous 
Lucille Beseler 
Susan M. Burns 
Ann M. Coulston 
Virginia J. Dantone-DeBarbieris 
Nancy M. DiMarco 
Judith L. Dodd 
Ellyn C. Elson 
Trisha P. Fuhrman 
Margaret P. Garner 
Linda M. Gigliotti 
Eileen T. Kennedy 
Penny E. McConnell 
Carolyn A. O'Neil 
Anita L. Owen 
Mary Pat Raimondi 
Tamara L. Randall 
Mary K. Russell 
Marsha K. Schofield 
Alison L. Steiber 
The J M Smucker Company 
Kathleen A. Wilson-Gold 
Kay N. Wolf 
Lauri Y. Wright 
Martin M. Yadrick 
 
$500 - $999 
Roberta H. Anding 


Carl D. Barnes 
Tracey L. Bates 
Cynthia T. Bayerl 
Nicole E. Brown 
Joan G. Fischer 
Edith H. Hogan 
Mary Beth Kavanagh 
Kim D. Larson 
Angela M. Lemond 
Kathryn F. Martinez 
Aida C G. Miles 
Steven A. Miranda 
Teresa A. Nece 
Jessie M. Pavlinac 
Joan T. Schwaba 
Linda V. Van Horn 
 
Champions 
 
$250 - $499 
Denise A. Andersen 
Joan E. Bechtold 
Ethan A. Bergman 
Don W. Bradley 
Karen R. Casarin 
Chicago Academy of Nutrition and Dietetics 
Becky Dorner 
Clinical Nutrition Management 
Wanema M. Frye 
Cynthia L. Kleckner 
Marcia A. Kyle 
Margie McAllister 
Christine M. Reidy 
Ellen Rosa Shanley 
Elisa S. Zied 
 
$100 - $249 
Beverly B. Bajus 
Hope D. Barkoukis 
Vera Marie Bartasavich 
Behavioral Health Nutrition  
Lois L. Bloomberg 
Deanne S. Brandstetter 
Nadine S. Braunstein 
Jennifer C. Bruning 
Columbus Foundation 
Maureen E. Conway 
Margaret E. Cook-Newell 
Ginnefer O. Cox 
Cynthia C. Cunningham 
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Maria A. Davis 
Carol A. Denysschen 
Sharon J. Emley 
Linda T. Farr 
Nancy Z. Farrell 
Denice Ferko-Adams 
Doris C. Fredericks 
Barbara S. Gollman 
Joanne M. Graham 
Rita J. Grandgenett 
Beverly W. Henry 
Debra G. Hook 
Linda L. Hoops 
Barbara Ann F. Hughes 
Kendra K. Kattelmann 
Linda I. Kluge 
A. K. Lewis 
Michele D. Lites 
Ainsley M. Malone 
Danna J. Malone 
Jacqueline B. Marcus 
Martha L. McHenry 
Lisa M. Medrow 
Minnesota Dietetics in Health Care 
Communities 
Amy K. Moore 
Karen A. Morrison 
Eileen S. Myers 
Charnette Norton 
Bettye J. Nowlin 
Sara C. Parks 
Dianne K. Polly 
Jason D. Roberts 
Judith C. Rodriguez 
Maria Rzeznik 
Roberta L. Scheuer 
Lisa M. Sheehan-Smith 
Anna M. Shlachter 
Megan M. Sliwa 
Paul Slomski 
Elise A. Smith 
Sachiko St. Jeor 
Susan R. Straub 
Caroline L. Susie 
Naomi Trostler 
Jeannine Windbigler 
Cynthia A. Wolfram 
Audrey C. Wright 
Lisa E. Wright 
Mary K. Young 


Kathleen M. Zelman 
 
$50 - $99 
American Overseas Dietetic Association 
Janine M. Bamberger 
Shirley A. Blakely 
Wendelyn E. Boehm 
Nancy A. Boyd 
Susan L. Brantley 
Phillip Carr 
Evelyn F. Crayton 
Athena C. Evans 
Gloria A. Fishburn 
Margery J. Gann 
Barbara J. Gordon 
Romilda Grella 
Diane L. Griffith 
Jo Ann T. Hattner 
Carla S. Honselman 
Carol S. Ireton-Jones 
Page Love 
Sitoya Mansell 
Phyllis J. Marsch 
Mary A. Miller 
Audrey A. Morgan 
Cordialis C. Msora-Kasago 
Margaret S. O'Neill 
Rory C. Pace 
Lisa S. Paige 
Caroline W. Passerrello 
Robin D. Plotkin 
Dee F. Pratt 
Camille P. Range 
Sharon E. Rhodes 
Shannon M. Robson 
Margaret M. Rowe 
John A. Ruibal 
Susan C. Scott 
Judy R. Simon 
Anne M. Smith 
Mary Ellen Smith 
Cynthia A. Stegeman 
Kirsten A. Straughan 
Bethany L. Thayer 
Theresa Verason 
Katherine A. West 
Bernestine F. Williams 
Meghan E. Windham 
Abby M. Wood 
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$25 - $50 
Susan E. Adams 
Barbara M. Ainsley 
Ivonne Anglero 
Anonymous 
Donna O. Burnett 
Erica J. Charles 
Michelle H. Clinton-Hahn 
Amy Davis 
Jennifer S. DeHart 
Madhu B. Gadia 
Amie K. Hardin 
Susan E. Helm 
Marianella Herrera 
Renee Jeffrey 
Patricia A. Kempen 
Sarah W. Kilpatrick 
Susan H. Konek 
Amanda E. Kruse 
Kathryn E. Lawson 
Aija R. Leimanis 
Alice J. Lenihan 
Monica J. McCorkle 


M Geraldine McKay 
Martha Ontiveros 
Karmen Ovsepyan 
Karin M. Palmer 
Nadine M. Pazder 
Mary J. Plesac 
Judy E. Prager 
Shoreh T. Rassekh 
Courtney Riedel 
Linda Rocafort 
Rosanne N. Rust 
Claire D. Schmelzer 
Julie F. Schwartz 
Christina W. Shepard 
Barbara J. Shorter 
Norma E. Simbra 
Barbara M. Spalding 
Jennifer L. Tate 
Deneen Taylor 
Eileen M. Thibeault 
Christine K. Weithman 
Heidi M. Wietjes 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
SUBMITTED BY: JEAN RAGALIE-CARR, RDN, LDN, FAND, FOUNDATION CHAIR 
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International Confederation of Dietetic Associations Report


SUBMITTED BY: JUDITH RODRIGUEZ, 3/30/17 


INSIGHTS FROM MEMBER COMMENTS AND OTHER INFO SOURCES 


Key areas of interest to members: advancing and marketing the profession, creating job 


opportunities and building network capacity, NDA Rep and workforce development and lack of 


infrastructure to collect data. 


UPDATE ON ICDA BOARD CONFERENCE CALLS AND MEETINGS 


1. There was a conference call in December to plan the upcoming Feb-Mar 2017 Board


meeting.


2. The Board met in Monterrey, MX 2/28-3/2/17. All board members were there (Marsha


Sharp, Chair, Carole Middleton, Secretary, Tatsushi Komatsu, Yoriko Heianza, Translator,


Sheela Krishnaswamy, Judith Rodriguez, Giuseppe Russolillo, Elizabeth Perez Solis).


Sandra Capra was a guest 3/1/17 to discuss the work related to education and accreditation.


3. Board next face to face meeting will be held in April 2018 after the Easter Break. Giuseppe


Russolillo agreed to investigate holding the meeting in Rome.


WORK UPDATES/POTENTIAL WORK IDEAS 


1. ICDA will proceed with accreditation as part of the ICDA strategic direction with an


implementation phase of 1 year, 2017-2018, formation of an independent body in decision


making accountable to the Board to be called ICDA- Commission for Dietitian-Nutritionist


Education and Accreditation, or I-CDEA. Sandra Capra will lead the I-CDEA initiative.


The document needs revision, agreement on financial issues related to the assessment, and


reviewers. Implementation pilots with 3-4 universities from a range of countries.


2. The Board adopted the August 2016 Competency Standards and will publish the document


on the website and alert the NDAs. There needs to be a tool kit or explanation and examples


of how to apply in different domains of practice.


3. Data on Education and Work of Dietitians-Nutritionists to be collected (due 2020), perhaps


on topics such as Inter-Professional Education and work what Dietitian-Nutritionists are


doing related to food and agriculture, new areas of work.


4. Revise the Welcome Fund Proposal proposal for submission to AND. (Note: I wrote such


and sent to ICDA for formal submission to AND)


5. Submit a proposal to AND for NDA and leader development as part of the Second Century


GNC. (Note: I wrote such and sent to ICDA for formal submission to AND)


6. Develop a vision for the next 10 years on what we want to achieve and how NDAs can


participate in the GNC.
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7. Need to consider an electronic annual report of the highlights and achievements of ICDA


8. Expand areas on the website to encourage dialogue, share best practices or have discussion


forums for the Representatives.


9. ICDA propose a “Theme Day” topic each year or align with an international organization


that does so.


10. Perhaps ICDA should revise the existing marketing plan to create a Marketing Committee.


11. Consider sharing of resources and ask NDAs if they would share resources at low cost.


12. Find out what AND wants from an ICDA Representative on the eNCPT Committee.


OPERATIONAL UPDATES 


1. The Board was given an orientation to Basecamp, which will be the communication


platform.


2. Minutes of the 67th Meetings held in Granada were adopted.


3. Info gathered from each of the ICDA led workshops held at ICD, Granada were reviewed.


4. The Spanish Academy of Nutrition and Dietetics plans to make the SustainablEating


documentary (shown at ICD in Granada) available at a cost. Other options discussed.


5. The Board Communication Working Group (renamed the Board Communication


Committee or BCC) and Board Communications Plan were approved. (Note: I wrote such


and sent to ICDA for formal approval after the Board meeting)


6. Belgium membership was approved.


7. The Board agreed to support the International Dysphagia Diet Standardisation (IDDS);


more importantly it was agreed that policy and procedure guidance is needed on how


decisions regarding what and how to support projects is needed.


8. The need for terms of Reference, deliverables, etc. for Dietetics Around the World (DAW)


Newsletter and protection of Name, Logo, and IP were discussed.


9. ICDA Policy Manual was reviewed.


10. Revision of the By-laws was required to allow for continuity of Board Members and a


move away from Board Members also being NDA Representatives.


11. Some finance items were reviewed and approved (e.g, 69th Meeting and Board meeting


expenses)


12. Budget for 2017-2018 was deferred to the next meeting.


Submitted by: 


Judith Rodriguez, PhD, RDN 3/30/17 
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Committee/Committee Members Term Year Comments 


+ Continues to serve on committee to complete term of office 
Page 2 of 9 


Academy Board of Directors 


Executive Committee  


Staff: Patricia Babjak 


Donna Martin 1 year 2017-2018 President 


Mary Russell 1 year 2017-2018 President-elect 


Jo Jo Dantone-DeBarbieris 1 year 2017-2018 Treasurer 


Martin Yadrick 1 year 2017-2018 Academy Foundation Chair 


Dianne Polly 1 year 2017-2018 Speaker 


Marcia Kyle 1 year 2017-2018 Speaker-elect 


Academy Political Action 


Committee  


Staff:  Jeanne Blankenship 


Susan C. Scott+ 3 years 1/1/16-12/31/18 Chair, 2017 


Trisha Fuhrman+ 4 years 1/1/16 – 12/31/19 Vice Chair, 2017 


Nancy Z. Farrell 3 years 1/1/15-12/31/17 Past Chair, 2017 


Lisa Eaton Wright+ 3 years 1/1/17 – 12/31/19 


Carla Honselman+ 3 years 1/1/16-12/31/18 


Heidi Wietjes+ 3 years 1/1/16-12/31/18 


Judy Prager 3 years 1/1/15-12/31/17 


Kathryn Lawson 3 years 1/1/15-12/31/17 


Elise Smith+ 3 years 1/1/17 – 12/31/19 


TBD 1 year 6/1/17-5/31/18 Student rep to AND PAC 


Michele Delilles Lites 1 year 6/1/17-5/31/18 BOD liaison to ANDPAC 


Lorri Holzberg 1 year 1/1/17 – 12/31/17 Ex-officio LPPC 


Academy Positions Committee Staff:  Donna Wickstrom 


Ainsley Malone 3 years 2015-2018 Chair, 2016-2018 


Mary Marian+ 6 years 2013-2019 Vice Chair, 2016-2018; Chair 


2018-2019 


Mary Kay Meyer+ 3 years 2016-2019 


Jesse M. Pace+ 3 years 2016-2019 HOD representative 


Sandra J. Morreale+ 3 years 2016-2019 
Valaree Williams 4 years 2014-2018 


Nancy Munoz 3 years 2015-2018 


Rick Hall+ 3 years 2015-2018 


Cyndia Kanarek Culver+ 3 years 2015-2018 


Brenda Richardson+ 3 years 2015-2018 


Board of Directors Representative 


to NDEP 


Staff: Lauren Boznich 


Kevin Sauer 1 year 2017-2018 


CDR Representative to NDEP 


Rebecca Brody 1 year 2017-2018 
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Committee/Committee Members Term Year Comments 


+ Continues to serve on committee to complete term of office 
Page 3 of 9 


Committee for Lifelong 


Learning  


Staff: Lori Granich 


Christine Weithman+ 5 years 10/14-10/19 Chair- 10/17-10/18;  


Past Chair – 10/18-10/19; Host 


State Rep: MA 


Meghan Adler+ 5 years 10/15-10/20 Vice Chair, 10/17-10/18; Chair, 


10/18-10/19; Past Chair, 10/19-


10/20 


Roberta Anding+ 6 years 10/12-10/18 Past Chair, 10/17-10/18 


Dr. Anne Marie Davis+ 3 years 10/16-10/19 


Kimberly Kirchherr+ 3 years 10/16-10/19 
Mary Beth Kavanagh+ 3 years 10/16-10/19 
Mindy Hermann 3 years 10/17-10/20 


Amanda Kruse 3 years 10/17-10/20 Host State Representative: 


Indiana 


Susan L. Smith 3 years 10/17-10/20 


Kathleen Niedert+ 3 years 10/15-10/18 


Mary Russell 1 year 2017-2018 Advisor (President-elect) 


Zachari  R. Breeding+ 3 years 10/16-10/19 


Maggie Murphy 3 years 10/17-10/20 


Committee for Public 


Health/Community Nutrition 


Staff: Diane Juskelis/Mya Wilson 


Phyllis Stell Crowley+ 2 years 2016-2018 Chair, 2017-2018 


TBD Vice chair, 2017-2018; Chair 


2018-2019 


Samia Hamdan+ 2 ½ years 2016-2018 Term started January 2016 


Caroline Roffidal-Blanco 3 years 2017-2020 


Melissa Pflugh Prescott 3 years 2017-2020 


Lauren Melnick 3 years 2017-2020 


Tammy Randall 1 year 2017-2018 BOD Liaison 


Michele Guerrero+ 3 years 2016-2019 Member with <7 years of 


experience 


Shannon Robson+ 3 years 2016-2019 Expert in PHCN education 


Consumer Protection and 


Licensure Sub-committee (of the 


Legislative & Public Policy 


Committee)  


Staff: Pepin Tuma 


Debbie King+ 3 years 1/1/16 – 


12/31/18 


Chair, 2017 


Wendy Phillips+ 5 years 1/1/15 – 


12/31/19 


Vice Chair, 2017 


Lisa A. Jones 4 ½  year 6/1/13 -12/31/17 Past Chair, 2017 


Nadine Pazder+ 3 years 1/1/17 – 


12/31/19 


Meg Rowe+ 3 years 1/1/16 - 12/31/18 


Lorraine Weatherspoon+ 3 years 1/1/16 - 12/31/18 


Barbara Wakeen+ 3 years 1/1/16 - 12/31/18 


Jessie Pavlinac 1 year 6/1/17 - 5/31/18 CDR Representative, Ex-officio 


Jennifer Bueche 1 year 6/1/17 – 5/31/18 ACEND Representative, Ex-


officio 
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Council on Future Practice Staff:  Marsha Schofield/ 


Anna Shlachter 


Susan Roberts+ 4 years 2014-2018 Chair, 2017-2018 


Lisa Roberson+ 3 years 2016-2019 Vice Chair, 2017-2018; Chair 


2018-2019 


Rebecca Kelly 3 years 2017-2020 


Chris Vogliano+ 2 years 2016-2018 Young Practitioner 


Valerie M. Houghton+ 3 years 2016-2019 


Paula Leibovitz 1 year 2017-2018 CDR Representative 


Robyn Osborn 1 year 2017-2018 NDEP Representative 


Christine Hartney 1 year 2017-2018 ACEND Representative; ex-


officio 


Julie Kennel 3 years 2017-2020 


Tammy Randall+ 2 years 2016-2018 BOD Liaison 


Council on Research Staff: Alison Steiber 


Jennifer Ann Garner+ 2 years 2016-2018 Chair, 2017-2018; Education 


representative  


TBD (by Council) 1 year 2017-2018 Vice Chair 


Satya Jonnalagadda 3 years 2017-2020 Member, Industry representative 


Kathryn Hoy 1 year 2017-2018 Member, Government 


representative 


Sarah A Johnson 1 year 2017-2018 EBPC Chair 


Chris Biesemeier 1 year 2017-2018 NCPROC Chair 


Susan Goolsby 1 year 2017-2018 DPBRNOC Chair 


Lawrence Molinar 1 year 2017-2018 NIC Chair 


Sharon Solomon 1 year 2017-2018 ISC Chair 


Mike Glasgow 1 year 2017-2018 LPPC Chair 


Ainsley Malone 1 year 2017-2018 APC Chair 


Amy Davis 1 year 2017-2018 NSPC Chair 


Barbara Gordon 1 year 2017-2018 Research DPG Exec Committee 


Liaison 


Hope Barkoukis 1 year 2017-2018 BOD liaison 


TBD 1 year 2017-2018 Ex-officio—CDR Representative 


Dietetics Practice Based Research 


Network Oversight Committee  


Staff: Jenica Abram 


Susan Goolsby+ 3 years 2015-2018 Chair, 2017-2018 


Alanna Moshfegh+ 3 years 2016-2019 Vice Chair, 2017-2018; Chair 


2018-2019 


Christine County 3 years 2017-2020 


Carrie King 3 years 2017-2020 


Barbara Wunsch+ 3 years 2016-2019 
Linda Easter+ 3 years 2016-2019 
Crystal Wynn 3 years 2017-2020 


Bonnie Jortberg 3 years 2017-2020 


Jimin Yang+ 3 years 2015-2018 


Tatyana El-Kour+ 3 years 2015-2018 International 


Diversity Committee (9 positions: Staff: Lilliane Smothers 


Joseph (Joey) Quinlan+ 4 years 2015-2019 Chair, 2017-2018; Past Chair 


2018-2019 


Teresa Turner+ 5 years 2015-2020 Vice Chair, 2017-2018; Chair 


2018-2019; Past Chair 2019-2020 
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Marcelina Garza+ 4 years 2014-2018 Past Chair, 2017-2018 


Aida Miles 2 years 2017-2019 


Judith Anglin 2 years 2017-2019 


Deanne Brandstetter+ 2 years 2016-2018 


Geeta Sikand+ 2 years 2016-2018 


Nilofer Hamed 2 years 2017-2019 


Milton Stokes 1 year 2017-2018 BOD  Liaison 


Ethics Committee Staff:  Barbara Visocan/ 


Sharon Denny 


Susan Laramee+ 3 years 8/1/2016 – 


5/31/2018 


CDR Representative - Kathleen 


Niedert resigned 7/29/16; Chair 


2017-2018 


Jody Vogelzang 3 years 2017-2020 HOD Representative 


Catherine Christie+ 3 years 2016-2019 BOD Representative 


Evidence-Based Practice 


Committee  
Staff: Lisa Moloney 


Sarah A. Johnson+ 4 years 2015-2019 Chair, 2017-2018; 2018-2019 


stays on as Past-Chair  


Shannon Goff+ 3 years 2016-2019 Vice Chair, 2017-2018; Chair, 


2018-2019 


Kristi Crowe-White+ 3 years 2015-2018 Past-Chair, 2017-2018 


Diana Gonzales-Pacheco 3 years 2017-2020 


Aisling Whelan+ 3 years 2016-2019 


Keiy Murofushi 3 years 2017-2020 


Jennifer Carvalho-Salemi+ 3 years 2016-2019 


Carol O’Neil+  3 years 2015-2018 


Carolyn Silzle 3 years 2017-2020 


Kevin Sauer 1 year 2017-2018 BOD Liaison 


Finance and Audit Committee Staff:  Paul Mifsud 


Jo Jo Dantone-DeBarbieris+ 1 year 2017-2018 Chair, 2017-2018 


Manjushree (Manju) Karkare 1 year 2017-2018 Treasurer-elect 


Margaret Garner+ 1 year 2017-2018 Immediate Past Treasurer 


Martin Yadrick 1 year 2017-2018 Academy Foundation Chair 


Mary Russell 1 year 2017-2018 President-elect 


Marcia Kyle 1 year 2017-2018 Speaker-elect 


Christina Rollins 1 year 2017-2018 At-Large Member (completing 


term for Manju) 


Catherine Austin 2 years 2017-2019 At-Large Member (HOD) 


Coleen Liscano 1 year 2017-2018 CDR Representative 
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House of Delegates 


Representatives 


Staff:  Anna Shlachter 


HOD Mentor Program (co-chairs): 


Nina Roofe+ 1 year 2017-2018 
Amanda Gallaher 1 year 2017-2018 
Linda Farr 1 year 2017-2018 HLT Liaison/Past Speaker holds 


this position 


Bylaws: Staff: Anna Shlachter/Marsha 


Schofield 


Susan Brantley 1 year 2017-2018 HLT Liaison 


Honors Committee Staff: Barbara Visocan, 


Matthew Novotny  


Lucille Beseler 2 years 2017-2019 Chair/Past Academy President, 


2017-2018; ex-officio, immediate 


past chair 2018-2019 


Evelyn Crayton+ 2 years 2016-2018 Ex-officio, immediate past chair 


2017-2018 


Alyce Thomas+ 2 years 2016-2018 
Charnette Norton+ 2 years 2016-2018 
Penny McConnell 2 years 2017-2019 


Jamie Stang+ 2 years 2016-2018 


Jessica L. Bachman 2 years 2017-2019 
Helen W. Lane 2 years 2017-2019 
Shannon Corlett 2 years 2017-2019 


Christine Gosch 2 years 2017-2019 


Michele Delille Lites 2 years 2017-2019 BOD Director at Large 


House of Delegates Leadership 


Team  


Staff:  Anna Shlachter/Marsha 


Schofield 


Dianne Polly+ 3 years 2016-2019 Speaker, 2017-2018 


Marcia Kyle 3 years 2017-2020 Speaker-elect, 2017-2018 


Linda Farr+ 3 years 2015-2018 Past Speaker, 2017-2018 


Susan Brantley+ 3 years 2016-2019 


Milton Stokes 3 years 2017-2020 


Tamara Randall+ 3 years 2015-2018 


Interoperability & Standards 


Committee  


Staff: Lindsey Hoggle 


Sharon Solomon+ 5 years 2014-2019 Chair, 2017-2018; Past Chair 


2018-2019 


Benjamin Elmendorf Atkinson+ 4 years 2016-2020 Vice Chair, 2017-2018; Chair 


2018-2019, Past Chair 2019-2020 


Donna Quirk+ 5 years 2013-2018 Past Chair, 2017-2018 


James Allain 3 years 2017-2020 


Leslye Rauth 3 years 2017-2020 


Amy Wootton 3 years 2017-2020 


Della Rieley+ 3 years 2016-2019 


Jennifer Bradley Harward+ 3 years 2016-2019 


Sue Kent 3 years 2017-2020 


Paul Armiger 3 years 2017-2020 
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Legislative and Public Policy 


Committee  


Staff: Jeanne Blankenship 


Lorri Holzberg+ 3 years 1/1/16-12/31/18 Chair, 2017 


Mike Glasgow+ 3 years 1/1/17-12/31/19 Vice Chair, 2017 


Susan C. Scott 1 year 1/1/17-12/31/17 Ex-officio, ANDPAC 


Nadine Braunstein 3 years 1/1/15-12/31/17 Past Chair, 2017 


Lauren Au 3 years 1/1/15-12/31/17 


Sarah Mott 3 years 1/1/15-12/31/17 


Krista Yoder Latortue 3 years 1/1/15-12/31/17 LPPC Liaison to NSPC (6/1/16-


5/31/17) 


Carol Brunzell+ 3 years 1/1/16-12/31/18 


Clare Miller+ 3 years 1/1/16-12/31/18 


Linda Pennington+ 3 years 1/1/17-12/31/19 


Mary Russell 1 year 6/1/17-5/31/18 Ex-officio, President-elect 


Dianne Polly 1 year 6/1/17-5/31/18 Ex-officio, Speaker 


Member Services Advisory 


Committee   


Staff: Michelle Paprocki 


Michelle Mudge-Riley+ 3 years 2015-2018 Chair, 2017-2018 


Taryn Hehl+ 3 years 2016-2019 Vice Chair, 2017-2018; Chair 


2018-2019 (Young practitioner) 


Alexis Fissinger (recent grad)+ 2 years 2016-2018 Young practitioner 


Whitney Duddey+ 2 years 2016-2018 
Mary Catherine Schallert 2 years 2017-2019 


Sarah Eanes (recent grad)+ 2 years 2016-2018 
Shelley Rael+ 2 years 2016-2018 Young practitioner 


Moira Faris 2 years 2016-2018 
Nikki Nies 2 years 2017-2019 Young practitioner 


Laura Paulsen 2 years 2017-2019 Young practitioner 


Nutrition Care Process Research 


Outcomes Committee (formerly 


Nutrition Care Process and 


Terminology Committee)  


Staff: 


 Constantina Papoutsakis 


Chris Biesemeier+ 2 years 2016-2018 Chair, 2017-2018, USA 


Representative 


Lyn Lloyd+ 3 years 2016-2019 Vice Chair, 2017-2018, 


International representative 


Hollie Raynor 2 years  2017-2019 USA representative 


Angela Vivanti 2 years 2017-2019 International representative 


Brenda Hotson+ 2 years 2016-2018 International representative; 


served on NCPT from 2015-2016 


Amy Hess-Fischl 2 years 2017-2019 USA representative 
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Nutrition Informatics Committee    Staff: Lindsey Hoggle/ 


Alison Steiber 


Lawrence Molinar+ 5 years 2014-2019 Chair, 2017-2018; Past Chair 


2018-2019 


Carrie Hamady+ 4 years 2016-2020 Vice Chair, 2017-2018; Chair 


2018-2019; Past Chair 2019-2020 


Sarah Rusnak+ 3 years 2015-2018 Past Chair, 2017-2018 


Hannah Wigington+ 3 years 2016-2019  


Kathleen Pellechia+ 3 years 2016-2019  


Nicole Fox+ 3 years 2016-2019  


Susan Evanchak 3 years 2017-2020  


Sharon Solomon 1 year 2017-2018 Interoperability & Standards 


Committee Chair 


Clare Hicks 3 years 2017-2020  


    


Nutrition Services Payment 


Committee  


  Staff:  Marsha Schofield 


Amy Davis+ 4 years 2014-2018 Chair, 2017-2018 


Natalie Stephens+ 3 years 2016-2019 Vice Chair 2017-2018; Chair 


2018-2019 


Gina Bayless+ 3 years 2016-2019  


Harlivleen Gill+  3 years 2015-2018  


Krista Yoder Latortue 1 year 2017-2018 LPPC Liaison 


Amy R. Allen 3 years 2017-2020  


Marcia Kyle 1 year 2017-2018 BOD Liaison 


Keith Ayoob 1 year 2017-2018 Ex-officio; AMA Coding 


Representative 


Karen G. Smith 1 year 2017-2018 Ex-officio; AMA Coding 


Representative 


 
Quality Management Committee    Staff: Sharon McCauley 


Sherri L. Jones+  4 years 2014-2018 Chair, 2017-2018 


Shari Baird+ 5 years 2014-2019 Vice Chair, 2017-2018; Chair 


2018-2019 


Pamela Wu+ 3 years 2016-2019  


Denise Andersen+ 3 years 2016-2019  


Kimi McAdam 3 years 2017-2020  


Nancy Walters 3 years 2017-2020  


Alexandra Kazaks 3 years 2017-2020  


Barbara Grant+ 3 years 2016-2019  


Shyamala Ganesh+  3 years 2015-2018  


Egondu Onuoha+ 3 years 2015-2018  


Susan Konek+ 3 years 2015-2018  


Kelly Leonard+  3 years 2015-2018  


Margaret Garner 1 year 2017-2018 BOD Liaison 


Kathryn Hamilton+ 3 years 2015-2018 CDR Liaison 
 
 


   


Student Advisory Committee    Staff: Hannah Phelps Proctor 


Kiri Michell 1 year 2017-2018 Chair, 2017-2018 


Tatianna Muniz 1 year 2017-2018 Vice Chair, 2017-2018 


Matthew Landry 1 year 2017-2018 At-large Delegate, HOD 


Tammy (Tamsin) Shephard 1 year 2017-2018  
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Brianna Dumas 1 year 2017-2018  


William Van Hook 1 year 2017-2018  


TBD 1 year 2017-2018 AND PAC Representative 


Carina Chiodo  1 year 2017-2018 ACEND Representative 
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MOTION TRACKING 
BOARD OF DIRECTORS MEETING 
MAY 19-20, 2017       


 


 


 


 
Motion Follow-up Status 


February 4-5, 2011  
Move that the Academy Board 
aggressively support working with 
CMS to assure consistent application 
and uniformity in interpretation of 
the regulation concerning nutrition 
supplements and therapeutic diet 
orders. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


In June 2011, the Academy’s definition of therapeutic diet and 
interpretation of the regulation concerning nutrition supplements was 
included in the CMS Long Term Care Resident Assessment Instrument 
Minimum Data Set (MDS) 3.0. The Academy’s response in December 
2011 to the CMS proposed rule allowing hospital non-physician 
practitioners to perform at their highest scope of practice level led to CMS 
proposed amended regulations in February 2013 permitting hospitals to 
privilege qualified RDNs to prescribe therapeutic diets. The Academy 
submitted comments to CMS on the proposed rule change and CMS 
published the final rule in the Federal Register effective July 11, 2014. 
FAQs, a state map listing assessed ability to implement the rule and two 
Practice Tips on ordering privileges for the RDN detailing the hospital 
regulation and implementation steps are accessible to credentialed 
nutrition and dietetics practitioners at www.eatrightpro.org/dietorders.  
Subsequent practitioner education is ongoing. Academy staff continues to 
work closely with individual Affiliates to remove statutory and regulatory 
impediments to full implementation, which often require changes to state 
licensure statutes and concomitant opposition from other nutrition 
professionals’ organizations thereto. Continuing with this priority directive 
of the Board, CMS announced a proposed rule on July 16, 2015 that 
allows the attending physician in long-term care facilities to delegate to an 
RDN (or “qualified dietitian”) the task of prescribing a resident’s diet, 
including a therapeutic diet, to the extent in allowed by state law. This 
proposed rule for Long-Term Care facilities adds to the existing July 16, 
2014 hospital final rule. RDNs will soon have the ability to independently 
order therapeutic diets in multiple care settings. Academy staff has 
reviewed the proposed rule, worked closely with the Dietitians in Health 
Care Communities dietetic practice group and other experts, prepared 
input, and submitted to CMS on September 14, 2015. FNCE 2015 had an 
education session, Town Hall discussions on licensure and therapeutic diet 
order issues, and QM staff participation in practice implementation issues 
discussions.  
In January 2016, the Quality Management Committee published the 
revised Academy’s Definition of Terms list which includes new terms and 
definitions for nutrition-related services, dietary supplement, medical food, 
oral nutritional supplement, enteral nutrition, parenteral nutrition as well as 
a revision to the term and definition for therapeutic diet. The terms should 
assist with consistent application and uniformity in interpretation for 
various regulations concerning nutrition supplements and therapeutic diet 
orders (continued on next page).  
CMS published a proposed regulation specifically providing qualified 
RDNs with the ability to independently order therapeutic diets in another 
regulated facility, Critical Access Hospitals (CAHs), on June 16, 2016.  
CMS issued a final rule on October 4, 2016 that enables RDNs in long 
term care facilities to order therapeutic diets if a physician delegates that 
responsibility, and we have been successful in implementing these changes 
in a variety of state laws and regulations. We have also initiated 
discussions surrounding ordering privileges in dialysis centers. To guide 


Motions are removed at the end of each fiscal year from the tracking list if completed. 1 
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(Continued) February 4-5, 2011  
Move that the Academy Board 
aggressively support working with 
CMS to assure consistent application 
and uniformity in interpretation of 
the regulation concerning nutrition 
supplements and therapeutic diet 
orders. 


our Long Term Care (LTC) practitioners with implementing the final rule 
and regulations, in November 2016, Quality Management developed a 
‘Practice Tip: Reform Requirements for the RDN in Long Term Care’. 
The Practice Tip outlines changes in the State Operations Manual for LTC 
facilities to be executed over a three-year span effective on November 28, 
2016 and is located on the Academy Webpage for CMS – Joint 
Commission Updates: www.eatrightpro.org/resource/practice/quality-
management/quality-care-basics/cms-tjc-and-hfap-updates. 


February 4-5, 2011  
Move to conceptually approve the 
Research Institute for further 
investigation. 


The Research Committee discussed the Research Institute at its January 
2014 Research Institute subcommittee meeting. The subcommittee 
presented the concept and future options to the newly developed Research 
Council at its face-to-face meeting in summer 2014. In October 2014 the 
Council on Research met and drafted its mission, vision and goals to align 
both with RISA and the Academy’s Strategic Plan. A subcommittee has 
been working on understanding what is required for the formation of a 
Research Institute, what are the financial and infrastructures needs are, and 
conducting a benefit to cost ratio on the concept. The Research Institute as 
well as the concept for an IRB were added to the POW for the new and 
incoming Council on Research. An initial environmental scan was 
conducted by RISA staff to gather information and present data to the 
council for consideration. Work on the Research Institute concept 
continues and new proposed shifts in FTE allocation, in addition to the 
current manpower makes this concept much more feasible. 


October 10, 2012  
Move to accept the concepts of the 
International Business Strategies and 
recommend to incrementally build 
them into future budgets as 
financially feasible. 


In 2014-2015, RISA actively solicited funding for international work that 
met the international strategies/objectives. The international plan was 
approved by the Board in January 2015 and is currently being 
implemented. Strategic measures have been developed and data is being 
captured to track the international plan efforts. That data is shared with the 
Board as a part of the overall strategic measures. Collaborations with the 
World Health Organization, the U.S. Agency for International 
Development, National Institute of Health, and the International Society of 
Renal Nutrition and Metabolism/Chronic Kidney Disease all continue with 
efforts to establish international expertise and presence in global nutrition. 
International work continues and line items for the RISA budget include 
both travel to international meetings and work with other international 
organizations. This work aligns well the Second Century efforts and while 
there is currently no direct budget line for international efforts a lot of 
work is happening including: fellowship partnerships with Gardens for 
Health International and the Maya Health Alliance, pilot study with 
Chinese Dietetic Association, systematic reviews with WHO, and eNCPT 
translations. Ongoing work continues. 


May 14-15, 2014  
Move to approve $30,000 out of 
reserves to be used to contract a 
licensure consultant/lobbyist.  
Additional reserve funds would be 
considered by FAC contingent on 
submission of a national licensure 
plan proposal. 


DC staff worked successfully with the Florida Academy of Nutrition and 
Dietetics and The Advocacy Group, a Florida lobbying firm, in achieving 
defined deliverables. On April 22, 2015, the Florida Senate joined the 
Florida House in unanimously passing the revised dietetics practice act, 
which was signed by Governor Scott.  The Academy continues to work 
closely with the Florida Academy and other stakeholders to revise 
regulations in accord with the amended statute. The Florida regulations 
have not been 100% finalized, although they are expected to be soon.  


Motions are removed at the end of each fiscal year from the tracking list if completed. 2 
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July 21-23, 2014  
Move to accept recommendation #1 
of the Nutrition and Dietetics 
Associate (NDA) ad hoc Committee: 
Build upon existing DTR Pathway 
III and differentiate between 
academic requirements to obtain the 
Nutrition and Dietetics Technician, 
Registered (NDTR). 


Since implementation of Pathway 3 in 2009, the number of DTRs who 
transition to RDN has increased from less than 10 per year to over 200 in 
2016.  
An update on the action items follows. 
• Academy Legal Counsel has filed the NDTR with US Patent and 


Trademark office 
• CDR promotes the NDTR Pathway 3 option to dietetics education 


program directors by direct mail, on the NDEP portal and  during its 
presentations at the NDEP Area Meetings 


• As of February 2017, there are a total of 5, 708 NDTRs .There were 
a total of 811 new NDTRs in the 2015-2016 program year (June1-
May 31).  This is the highest number of new NDTRs in a single year 
since the credential was established in 1986   


• CDR conducted focus groups during FNCE 2016 followed by 
surveys in January 2017 with Pathway 3 NDTRs and DPD program 
directors to inform marketing efforts with this population 


• At its February 2017 meeting, CDR considered a request from the 
Academy Student Council to include Pathway 3 NDTRs as eligible 
for the CDR Board Certified Specialist in Sports Dietetics 
certification. After consideration of this request CDR passed a 
motion to include Pathway NDTRs in the next practice audit survey 
to be conducted in FY 2018  


The number of NDTRs transitioning to RDN status continues to grow. It is 
interesting to note, that there has also been an increase in the number of 
traditional associate degree prepared NDTRs. 


March 6, 2015  
Move to accept the Food & Nutrition 
Conference & Expo™ business plan 
as presented. 
 


The Board accepted the business plan as presented and it was successfully 
implemented as proposed for FNCE® 2015 and 2016.  The third year of the 
business plan is being implemented for FNCE® 2017, which includes:  
• Dynamic attendee engagement through interactive sessions, mobile 


app technology, implementation of a smart building, and live polling 
• Expanded mobile access through the attendee app which includes a 


virtual program and attendee bag, one-click to session evaluations, 
Expo diagrams, speaker bios, and overall dynamic content to support 
the show 


• A revised platform for both call for sessions and abstracts that has 
resulted in a 40% lift for FNCE® 2017 


• Comprehensive attendee and employer toolkits designed for 
demonstrated ROI 


• Implementation of thought starter zones throughout program, dynamic 
educational session rooms, incorporation of practice applications and 
simulations throughout sessions 


• Leveraging Academy alliance relationships to develop additional level 
two and three programming in long term care, integrative are, 
sports/exercise, and advanced clinical care  


• Continued alignment of Expo floor specialty pavilions with the 
educational specialty tracks 


• Expanded engagement opportunities include a stronger social media 
presence using the #FNCE hashtag, onsite video wall, and full digital 
buyout of graphics at the convention center 


• Level 3 Leadership track to dually align the FNCE® and Leadership 
business plans 


The business plan is being implemented as approved. 


Motions are removed at the end of each fiscal year from the tracking list if completed. 3 
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March 6, 2015 
Move to approve the Scientific 
Integrity Principles. 
 
September 20, 2016   
Move that the Council on Research 
be charged to review and catalog 
current Conflict of Interest (COI) 
forms being used by the Academy 
and recommend a single 
standardized COI form to the Board 
for use across the Academy. 
 
February 24, 2017 
Move to approve the proposed online 
Conflict of Interest form to be 
adopted consistently across the 
organization. 
 
 


The Scientific Integrity Principles (SIP) were published in the September 
2015 Journal.  The principles were highlighted in a FNCE session in 
2015.  Further dissemination to membership is ongoing. A workgroup of 
the 2015-16 Council on Research developed a process by which 
committees and units assessed their policies for alignment with the 
principles in consultation with the Council on Research.  The Council 
workgroup reviewed committees’ submissions and identified that all but 
five committees conduct scientific activities.  Most policies that are in 
place were considered in line with the SIP, however there were some 
scientific activities that did not have policies to govern them.  Committees 
were informed where their policies were considered in alignment with the 
SIP and where revisions were needed.  During their review of the 
committee self-assessment forms, it became clear that there are 
opportunities for the creation of uniform policies and procedures to cover 
the certain frequent circumstances.  These were presented to the BOD in 
September 2016 and approved; the policies were then distributed to 
staff.  The Council has worked with the Lifelong Learning and 
Professional Engagement Team to disseminate information about the SIP 
to the DPGs/MIGs in March 2017.   
The Council on Research catalogued existing Academy COI forms and 
recommended one consistent form which was approved by the Board at its 
February 2017 meeting.  The Council is collaborating with the Governance 
team to create a method for implementing the new Conflict of Interest 
form across the organization. These efforts are in alignment with the 
published Scientific Integrity Principles.  The Council is developing a 
training to go with the new form for FY18.          


October 7, 2015  
Move to accept the Council on 
Future Practice request to conduct a 
two year pilot for the Transforming 
Vision into Action award.  


The Council on Future Practice (CFP) Workgroup has finalized the criteria 
for the award, developed the scoring rubric for evaluation of applicants 
and developed a communications plan. Three applications were received 
and are under evaluation to determine which ones will move forward to the 
Academy membership for a vote. 


October 7, 2015  
Move to accept the Quality 
Management Committee 
Scope/Standards of Practice 
Workgroup Report for 
implementation, along with CEO 
input on staffing.  


COMPLETED 
Quality Management (QM) is working with the CEO to establish staffing 
resources required to begin the implementation plan for the 
Scope/Standards of Practice program in FY2016. A ‘Headcount Request 
Form’ for FY2017 budget per accounting request was completed and 
approved by the CEO. The Manager, Quality Standards Operations 
position was filled in July 2016. Training is currently occurring with this 
new position. Focus Area SOP/SOPP work is commencing with DPG 
authors in Oncology, Mental Health, Extended Care Settings (Post-Acute 
Care), Diabetes, and Integrative and Functional Medicine. QM Committee 
finalized and approved the Revised 2017 SOP in Nutrition Care and SOPP 
for RDNs. Work continues on the Revised 2017 SOP in Nutrition Care and 
SOPP for NDTRs. 


Motions are removed at the end of each fiscal year from the tracking list if completed. 4 
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January 12, 2016 
Move to approve one million dollars 
to fund the development of a plan 
and its implementation for the 
Second Century visioning. 
 
February 24, 2017  
Move to accept the schematic for the 
Second Century centers of 
excellence and strategic model. 
 


170 attendees attended The Nutrition Impact Summit, September 21-23, 
2016 at the Omni Mandalay Hotel in Irving, TX. A summit briefing paper 
was distributed to summit participants the week of September 12. The 
Second Century Communications, Engagement and Fundraising plans 
continue to be developed and implemented according to determined 
timelines, including plans for FNCE.  A Second Century Town Hall as 
well as several meetings with Academy groups was held at FNCE. A post-
summit process for innovation ideas and organizational implications has 
been developed. In November, a Member Engagement Zone survey to 
receive member input informing the development of the proposed 
Academy’s Second Century vision was launched in November 2016. A 
post-summit webinar for all Summit attendees was hosted in January 2016 
to provide updates on the innovation projects.  Facilitation of the initiative 
working groups have been provided since September, and their final 
concept proposals were completed in late January 2016.  The Academy 
and Foundation Boards along with the CDR Chair, and the Journal of the 
Academy of Nutrition and Dietetics Editor-in-chief, met on February 23, 
2017, and were presented with a proposed Second Century vision, mission, 
principles, strategy, and nine innovation projects.  The attendees worked in 
small groups to consider and discuss, then shared out and discussed with 
the group at large.  On February 24, the Academy BOD unanimously 
approved a new vision, mission, principles, and strategy.  For the 
innovation projects, the BOD decided to utilize an online tool to survey the 
BOD and executive staff to assess and prioritize the projects in order to 
determine which ones will go forward to the next level of business plan 
development. 


Motions are removed at the end of each fiscal year from the tracking list if completed. 5 
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January 13, 2016 
Move that a Sponsorship Review 
Committee be implemented as a one-
year pilot for national sponsorships, 
and that the Academy Board review 
outcomes at nine months. DPGs and 
Affiliates are encouraged to follow a 
similar process and to report their 
experience and outcomes. Academy 
staff will develop an implementation 
plan for the pilot. 
 
February 24, 2017 
Move to accept the Member 
Sponsorship Review Committee’s 
recommendation of the distribution 
of Best Practices for Sponsorship 
Relationships for DPGs, MIGs and 
Affiliates along with examples from 
Oregon Academy of Nutrition and 
Dietetics Sponsorship Policies and 
Procedures, California Academy of 
Nutrition and Dietetics Sponsorship 
Policy and Food & Culinary 
Professionals DPG Sponsorship 
Guidelines and Policy. 
 
February 24, 2017 
Move to accept the Member 
Sponsorship Review Committee’s 
adjusted review process for 
Academy national level sponsorship 
categories. 
 


COMPLETED 
Follow up communication outlining next steps and expectations was sent 
out to all DPG, MIG, and Affiliate leaders. The Sponsorship Advisory 
Task Force forms A and B were provided as interactive documents to 
encourage use and ongoing feedback during the pilot. This feedback will 
help determine the Academy sponsorship review process and outcomes at 
the end of the pilot. 
In March 2016 the Member Sponsorship Review Committee (MSRC) 
made up of nine Academy members began its work to document and 
provide input and recommendations regarding the proposed review process 
and the tools.  
A potential new sponsor, BENEO-Institute, began the MSRC review 
process with Forms A/B/C along with additional research materials 
supplied on March 7, 2016. On March 29, 2016 the committee collectively 
discussed feedback on the BENEO background information and Form C. 
They requested more time to finesse Form C and resubmit their Form C 
recommendation based on the adjusted Form C. On April 13, 2016 per the 
MSRC’s completion of Form C, they voted in favor of recommending 
BENEO as an Academy Premier sponsor to the Board. The Board 
approved the recommendation of the MSRC to accept the BENEO 
Institute as an Academy Premier Sponsor at the May 2016 meeting.  
The next few MSRC calls focused on further adjustments to Forms A/B/C 
and discussions related to the process for the Academy and entities. The 
DPG/MIG chairs and chair-elects received a survey for their input on 
Forms A/B and the process. The results of this survey were part of the 
August MSRC call. A MSRC Update was added to the Academy’s 
Commitment to Transparency web page. 
The September and December calls focused on continued discussion 
around Forms A/B and the process related to the Academy DPG/MIGs. It 
was determined to reach out to a number of DPGs and Affiliates for phone 
interviews to learn about their sponsorship process and decision making on 
whether to enter into a sponsorship relationship. The outcome of these 
calls were discussed on the January 2017 call resulting in 
recommendations to the Board for the February 2017 meeting.  
The Board accepted the Member Sponsorship Review Committee’s 
recommended sponsor evaluation process and forms, which were 
developed with feedback from dietetic practice groups and member 
interest groups. The strategic communications team released an update to 
the leadership and membership of the Academy in the March 8, 2017, Eat 
Right Weekly.  
http://www.eatrightpro.org/resource/news-center/member-updates/from-
our-leaders/msrc-update 


March 20, 2016  
Move that the CEO take the 
comments and discussion related to 
the ICDA proposal, especially with 
regard to accreditation, and work 
with ACEND and CDR to develop 
comments related to the ICDA 
proposal for Board approval. 


COMPLETED 
The CEO held a meeting with the Executive Directors of ACEND and 
CDR to discuss comments related to the ICDA International Accreditation 
Proposal. The comments were brought to the Board for discussion and 
consideration to inform the Academy’s ICDA representative how to vote 
on the proposal in September.  
The Board discussed the ICDA competence standards and accreditation 
report at its May 2016 BOD meeting. The CEO summarized the comments 
in a formal report to the ICDA which was approved by the Board.  


Motions are removed at the end of each fiscal year from the tracking list if completed. 6 
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May 12-13, 2016 
Move that the Board receive the 
ICDA competence standards and 
accreditation report and provide 
feedback to ICDA as discussed 
regarding a tiered approach to 
competency levels. 


COMPLETED 
(see previous page) 


May 12-13, 2016  
Move to accept the FY17 budget as 
recommended by the Finance & 
Audit Committee. The Board 
requests that the Academy Executive 
Team present potential strategic 
alternatives for Academy 
sustainability at the January 2017 
Board meeting. 


The budget was implemented and is being monitored and managed.  The 
potential strategic alternatives for Academy sustainability is an on-going 
process that is impacted by the Second Century discussions and strategic 
direction. 


May 12-13, 2016  
Move to approve the conceptual 
Member Interest Group Business 
Plan as presented. 


MIG leaders and staff continue to work on the implementation of a 
restructured MIG program. (On track for a full implementation by June, 1, 
2018). 
Evaluation and assessment of the current programs including a member 
feedback survey are being conducted. Results will be used to determine 
MIG programming and goals. Following this assessment procedural 
documents and policies will be developed, websites will be updated, and a 
plan for communicating the changes to MIG members will be developed. 
FNCE® 2017 is being targeted as the initial roll-out of communication to 
members during the DPG/MIG Showcase and Joint MIG Reception. 
Internal work is being done to ensure the program is ready for the start of 
Academy membership renewals including database work, updates to 
accounting systems, marketing communications, and website changes. 
Additional staff realignments are underway to support the rollout of the 
new MIG program.   


May 12-13, 2016  
Move to declare 2016 as the 
International Year of Nutrition and 
Dietetics and publicize our efforts. 
Staff will approach Congress to ask 
for a resolution. 
  


It was reported at the November 2016 BOD meeting that Congress does 
not have the authority for International declarations. The resolution will 
now focus on support of the Second Century efforts. 
Senators Portman and Brown along with Representatives Tiberi and Fudge 
plan to introduce the resolution to celebrate the Academy’s 100 year 
anniversary in the new Congress.  
Resolution was introduced in Congress.  The Board members were asked 
to reach out to their members of Congress to support the resolution. An 
Action Alert was sent to all Academy members to ask their elected 
representatives to support the resolution. 


August 31, 2016 
Move to approve Option 3 as 
presented: Include and define a new 
term for ‘Nutrition and Dietetics’ 
using a combined definition for 
Nutrition and Dietetics and referring 
to the separate terms ‘Nutrition’ and 
‘Dietetics’ in the Key Considerations 


COMPLETED 
The final BOD motion for terms and definitions was presented to members 
of the Quality Management Committee (QMC) on September 27 
conference call, reviewed with the CDR Competency Assurance Panel on 
September 19 and presented to the CDR during their FNCE meeting on 
October 15. The QMC will inform via memo the Consumer Protection and 
Licensure Subcommittee, the Model Practice Act and Regulations 
Taskforce and the Council on Future Practice to include the revised and 
new terms in their documents and work deliverables as appropriate. The 
updated Academy Definition of Terms list with new definitions is now 
available on the Academy webpage—ww.eatrightpro.org/scope.  


Motions are removed at the end of each fiscal year from the tracking list if completed. 7 







                                                                                                                                                              Attachment 1.8 
Motion Follow-up Status 


September 20, 2016   
Move that the Lifelong Learning and 
Professional Development team 
work with the identified Board 
subgroup to identify needs of the 
Dietetic Practice Groups (DPGs) and 
the Academy to improve the DPGs 
effectiveness and efficiency, and 
then develop a plan to be presented 
to the Board. 


The Board subgroup met on September 21 immediately after the 
conclusion of the BOD meeting.  A set of three initial conversation 
starters/questions has been developed for distribution to the Board for use 
at FNCE® in their discussions with DPG leaders.  Based on the feedback 
received, the information will be used to further define the next steps for 
the DPG Business plan development. 
The BOD subgroup meetings are on hold until after the Second Century 
mission, vision, and overall strategic direction is determined at the 
February 2017 BOD meeting.  Once those strategic decisions are finalized, 
the subgroup will reconvene and determine what adjustments need to be 
made to the original conceptual proposal to bring forth for further 
discussion at the BOD level. 
As of April 2017, the BOD subgroup is in the process of establishing a 
series of working “sessions” to continue to build out the proposal.  The 
goal is to bring a formal proposal to the BOD at the July 2017 Board 
Retreat in Austin, TX. 


September 20, 2016  
Move that the Board approves the 
three Council on Research policies 
as presented. 


COMPLETED 
The policies for IRB approval, Conflict of Interest disclosure at non-
lifelong learning events and disclosure of funding when the Academy is 
the only funding source have been added to the Academy's policy and 
procedure manual and sent to committee staff partners.   


 
November 7, 2016  
Move to approve the proposed 
revisions to the Disciplinary and 
Ethics Complaints Policy as 
amended. 


COMPLETED 
The Disciplinary and Ethics Complaints policy has been added to CDR’s 
and the Academy's policy and procedure manuals and posted to the Ethics 
Committee’s portal. 
 


November 7, 2016 
Move to accept the Hardship Dues 
policy as presented. 


COMPLETED 
The Hardship Dues Policy has been added to the Academy's policy and 
procedure manual and sent to membership staff for implementation. 
 


February 24, 2017 
Move to approve the FAC 
recommendation to continue to 
follow the cost sharing strategy 
established by the Academy. 


COMPLETED 
The Board sent a letter to the Nutrition and Dietetics Educators and 
Practitioners council (NDEP) informing NDEP that it discussed and 
upheld the FAC recommendation that the cost sharing strategy established 
by the Academy and in place since 2013 would continue to be followed. 
The Board suggested that NDEP may want to consider conducting a 
survey in order to assess its members’ perception of the value of revising 
the SOPPs.   


April 4, 2017 
Move to approve the Consumer 
Protection and Licensure 
Subcommittee/Legislative and 
Public Policy Committee 
recommended stance 
regarding minimum qualifications 
for providers of MNT. 


Academy teams are developing an integrated communications and 
education plan around this stance and its commitment to strong objective 
standards and interprofessional collaboration for both our members and 
for other stakeholders whom we may engage on health and wellness 
policies, professional regulation, reimbursement, and interprofessional 
competencies. 


 


 
 
 
 


Motions are removed at the end of each fiscal year from the tracking list if completed. 8 
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BOARD OF DIRECTORS MEETING 
MAY 19-20, 2017 
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Thursday, May 18, 2017                                                                                                                              Revised 05-10-17                                                                                                                                                                                                                                
5:30pm-7:30pm Foundation Second Century Reception, Hilton Cleveland Downtown, 100 Lakeside Avenue East, Cleveland, Ohio - Veterans Ballroom 
 
 


Friday, May 19, 2017 - Hilton Cleveland Downtown, 100 Lakeside Avenue East, Cleveland, Ohio – Hope E Ballroom 
   TIME AGENDA ITEM PRESENTER IMPLICATIONS ANTICIPATED 


OUTCOME 
12:00 pm LUNCH – Center Street Room B    
1:00 pm Executive Session  L. Beseler  Action 
2:00 pm  CALL TO ORDER AND WELCOME L. Beseler   
2:15 pm 1.0 Consent Agenda* 


1.1 April 4, 2017 Minutes 
1.2 February 24, 2017 Minutes  
1.3 February 23, 2017 Minutes 
1.4 Highlights…A Year in Review 2016-2017 
1.5 Foundation Report 
1.6 International Confederation of Dietetic Associations Report 
1.7 2017-2018 Committee Appointments 
1.8 Motion Tracking 


  Action  


2:20 pm 2.0  Regular Agenda L. Beseler  Action 
2:30 pm 3.0 Criteria for Effective Meetings/Conflict of Interest Policy L. Beseler Generative Information 
2:35 pm 4.0  FY18 Budget 


Is the Board ready to approve the FY18 budget recommendations 
from the Finance and Audit Committee? 


M. Garner/ 
P. Mifsud 


Strategic/Generative/ 
Fiduciary  


Action 


4:00 pm 5.0  Second Century Update         P. Babjak Strategic/Generative/ 
Fiduciary 


Information/ 
Discussion 


4:30 pm RECESS L. Beseler   
5:00 pm Board shuttle to visit the Academy’s 100th Anniversary display developed 


by the Greater Cleveland Academy of Nutrition and Dietetics at the  
Dittrick Museum of Medical History in the Allen Memorial Medical Library  


   


5:30 pm Transfer of the Gavel Ceremony    
6:00 pm Board shuttle to Pura Vida for Celebration Dinner    
6:15 pm Celebration Dinner - Pura Vida, 170 Euclid Ave., Cleveland, (216) 987-0103    


 Attachment [Material(s) to be reviewed]   Materials to be distributed at the meeting 
* All items on the Consent Agenda are considered to be routine.  There will be no separate discussion of these items unless a Board member requests.   


 In the event a request is made, the item will be removed from the Consent Agenda and considered separately 
Implications: Generative: Discern, frame and confront challenges rooted in values, traditions and beliefs; engage in sense-making, meaning –making and problem framing. Strategic: Scan internal and external environments; 
design and modify strategic plans; strengthen the organization’s comparative advantage. Fiduciary: Oversee operations; deploy resources wisely, ensure legal and financial integrity; monitor results. 
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BOARD OF DIRECTORS MEETING 
MAY 19-20, 2017 
CLEVELAND, OHIO                                         


 
 


 


Revised 05-08-17 
 
Saturday, May 20, 2017,  Hilton Cleveland Downtown, 100 Lakeside Avenue East, Cleveland, Ohio, 44114 – Hope E Ballroom 
TIME AGENDA ITEM PRESENTER IMPLICATIONS ANTICIPATED 


OUTCOME 
7:30 am BREAKFAST - Center Street Room B    
8:00 am CALL TO ORDER L. Beseler   
8:00 am 6.0 Board Dietetic Practice Group Taskforce: Interim Update D. Enos Strategic/Generative/ 


Fiduciary 
Information/ 
Discussion 


8:15 am 7.0 Strategic Measures and Metrics W. Murphy Strategic/Generative 
 


Information/ 
Discussion 


9:15 am BREAK    
9:30 am 
 


8.0 2017 Academy Honors and Awards Nominees 
Is the Board ready to approve the nominees as presented? 


E. Crayton Strategic/Generative/ 
Fiduciary 


Action 


9:45 am 9.0 House of Delegates Spring Meeting Report L. Farr Strategic/Generative Information/ 
Discussion 


10:00 am 10.0 Malnutrition Quality Improvement Initiative (MQii) Progress Update 
                    


S. McCauley/ 
A. Steiber 


Strategic/Generative/ 
Fiduciary 


Information/ 
Discussion 


11:00 am 11.0 Consent Agenda L. Beseler Strategic/Generative/ 
Fiduciary 


Action 


11:15 am 12.0   Board Activities: July 19-21 Board Orientation and Retreat  L. Beseler Strategic Information 
11:30 am ADJOURNMENT    


 
 


 Attachment [Material(s) to be reviewed]   Materials to be distributed at the meeting 
* All items on the Consent Agenda are considered to be routine.  There will be no separate discussion of these items unless a Board member requests.   


 In the event a request is made, the item will be removed from the Consent Agenda and considered separately 
Implications: Generative: Discern, frame and confront challenges rooted in values, traditions and beliefs; engage in sense-making, meaning –making and problem framing. Strategic: Scan internal and external environments; 
design and modify strategic plans; strengthen the organization’s comparative advantage. Fiduciary: Oversee operations; deploy resources wisely, ensure legal and financial integrity; monitor results. 


    2 







Attachment 3.0 


1 


CRITERIA FOR EFFECTIVE MEETINGS 


BOARD OF DIRECTORS MEETING 


MAY 19-20, 2017 


Meeting Prerequisites 


• Fully engage in dialogue and turn off cell phones.


• Prepare for and actively participate in discussions.


• Declare conflict of interest, if appropriate.


• Respect time limits – they are necessary to achieve what the Board needs to accomplish.


• Leave meetings with clarity on what was discussed and what was decided.


Key Considerations 


• Focus discussion on strategic issues.


• Use the strategic plan and Board’s program of work priorities to guide dialogue and


deliberations.


• Relate decisions and actions taken to the strategic plan.


• Consider what is best for the Academy when deliberating.


• Maintain a member focus – “what would members say?”


Nature of Debate 


• Discuss all sides of an issue and encourage others to provide their perspectives.


• Listen when others are speaking; avoid side conversations and ask for clarification if


needed.


• Provide opportunities for clarification and on what was discussed and decided


• Respect different points of view.


• Exhibit courage with tough decisions.


• Have fun!
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EVALUATION RESULTS 


FEBRUARY 24, 2017 


BOARD OF DIRECTORS MEETING 


Respondents: 


TOTAL 


POINTS 


SCORE 


1 The board materials provided were useful for making 


informed decisions 
72 


4.80 


2 The time given to all agenda was: 


(Inadequate=1/Adequate=5) 
67 4.79 


3 Reports given during the meeting were clear, concise, and 


contained important information (Too 


Detailed=1/Appropriate=5) 
69 4.60 


4 Diverse opinions were expressed and issues were dealt 


with in a respectful manner (Never=1/Always=5) 
71 4.73 


5 Opportunities to discuss all sides of an issue were provided 


(Limited=1/Adequate=5) 
70 4.67 


6 The focus of the meeting was (Operational=1/Strategic=5) 
70.5 4.70 


7 Consideration was given to what is best for the Academy 


while recognizing that this is a “member-focused” 


organization (Never=1/Always=5) 
68 4.53 


8 Board members were prepared to discuss materials sent in 


advanced (Not Prepared=1/Prepared=5) 
73.5 4.90 


9 The board’s decision-making process were effective 


(Never=1/Always=5) 
65.5 4.37 


10 Next action steps were identified and responsibility 


assigned (Unclear=1/Clear=5) 
62 4.13 


11 Overall assessment of this board meeting’s impact on the 


Academy and its members (Very Low=1/Very High=5) 
63 4.20 
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Comments: 


 Talking points/action summary for Board members to take back to discuss/share with


Affiliate/DPGs


o We have discussed doing this before –nothing has happened


o Great to be proactively discussing BOD meetings


 Arrive the night before—BOD needs time to ___ and debrief from travel—to have 2-3


hour meeting that day


 Not totally sure about exact steps on Second Century. Approval process?


 Members leaving early again 


 Could have used a break on first day


 Great meals


 Meeting was fun enough!


 This was perhaps THE BEST AND BOARD MEETING I’ve attended. The Board


generally stayed at the strategic level, balanced member-centric and broader (e.g global)


perspectives, and kept travel to an absolute minimum. Certainly, working on the Second


Century mission/vision, etc, helped to keep us focused. It has been an honor to work with


the AND Board. Keep up the great work!


 Nice evaluation form.


 Thank you for the agendas in hard copy


 I fell this has been a really high level strategic board meeting. I hope we can continue at


this level


 Second Century—The materials/slides should be more concise—too much flowery


verbiage.


 I am concerned that the Whalen group stated that they don’t really know our profession


and organization. After one year and untold $$ that should not be said by a lead


consultant.


 Whalen group does not recognize the projects and services that the Academy already has


in place. These projects are not accidental as was mentioned


 Perhaps we need to rethink having members come in at noon, many take flights at 5am-6-


6am and are really tired by the afternoon.


 On a whole great meeting. Thank you everyone for being engaged!


 Their evaluation form was more relevant.


 Nice to have the input of the Foundation Board when discussing the Second Century.


 Well run meeting. Good discussions allowed but focus was also very good.


 Great meetings but it was completely unrealistic to hold a 6 hour meeting with zero


scheduled breaks. This is especially true since most of us arrived the same day after way


early flights.







 







EVALUATION FORM 


BOARD OF DIRECTORS MEETING 


MAY 19-20, 2017 


NAME: _____________________________________________________ Date: __________________ 


CIRCLE ONE CATEGORY 
Leadership 


1. The board materials provided were useful for making informed decisions.


NOT HELPFUL  1  2  3  4  5   HELPFUL  Unable to assess 


2. The time given to all agenda items was


INADEQUATE  1  2  3  4  5   ADEQUATE  Unable to assess 


3. Reports given during the meeting were clear, concise, and contained important information.


TOO DETAILED  1  2  3  4  5   APPROPRIATE  Unable to assess 


Interpersonal Skills 


4. Diverse opinions were expressed and issues were dealt with in a respectful manner.


NEVER   1  2  3  4  5   ALWAYS  Unable to assess 


5. Opportunities to discuss all sides of an issue were provided.


LIMITED  1  2  3  4  5   ADEQUATE  Unable to assess 


Strategic Thinking 


6. The focus of the meeting was


OPERATIONAL  1  2  3  4  5   STRATEGIC  Unable to assess 


7. Consideration was given to what is best for the Academy while recognizing that this
is a “member-focused” organization. 


 NEVER  1  2  3  4  5   ALWAYS  Unable to assess 


Board Member Contribution 


8. Board members were prepared to discuss materials sent in advance.


NOT PREPARED  1  2  3  4  5    PREPARED  Unable to assess 


9. The board’s decision-making processes were effective.


NEVER  1  2  3  4  5   ALWAYS  Unable to assess 


10. Next action steps were identified and responsibility assigned.


UNCLEAR  1  2  3  4  5   CLEAR  Unable to assess 


Overall assessment of this board meeting’s impact on the Academy and its members: 


Very low  1  2  3  4  5  6  7  8  9  10  Very high 


Any other comments?  ________________________________________________________________________________ 


____________________________________________________________________________________________________ 


____________________________________________________________________________________________________ 
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DRAFT Conflict of Interest Form                                                                                                                                             Attachment 3.0 
The Academy of Nutrition and Dietetics ("Academy") wishes to avoid possible conflict of interest involving members of an Academy board, 
committee, task force or workgroup ("Group"),  and/or contractors or speakers at Academy events ("Event") as defined by state and federal 
law, in accordance with the Academy Conflict of Interest Policy currently in effect (pdf). The Board asks for you to continually be cognizant of 
fiduciary duties to the Academy arising out of positions of confidence within the organization, in accordance with the Academy Conflict of 
Interest policy in effect. Therefore, please complete the following, either as a member or member under consideration for a Group, 
consultancy, or speaking engagement. This form will be shared with the chair and/or staff liaison of the relevant Group(s)/Event(s) for their 
review. The form will be shared with other members at their request. Addressing conflicts of interest is a shared responsibility. If you have 
concerns that another individual has a conflict influencing the Group(s)/Event(s) please contact the chair or Academy staff. Thank you.


First Name Last Name
Professional Credentials Address 1:
Address 2: City:
State: Select State Zip/Postal Code:


Country Phone: xxxxxxxxxx
Email: name@domain.com


Please read and check each box
I acknowledge that I have been appointed or am being considered to perform certain services for or on behalf of the Academy. 
Those services require objectivity, credibility, the avoidance of actual or appearance of external influence, and the absence of 
a conflict with Academy positions, statements, priorities, and Academy-led activities.


I am aware of the need to disclose any facts or circumstances that might create the appearance of a conflict with these 
standards.


I agree to disclose any companies, organizations or enterprises from which I receive compensation or with which I have an 
ongoing relationship and which are relevant to the Group(s)/Event(s) of which I am a member/participant.


I understand, and agree to, recuse myself from participating or voting in any Group work/Event where there is a potential for 
conflict of interest. I understand that I have a responsibility to act in the best interests of the Academy when acting as a 
member of the Group(s)/Event and to leave my personal interests/agendas aside. 


I understand that if I refuse to complete this form, I will be disqualified or removed from the Group(s)/Event(s).


I agree that this Disclosure Statement may be made public or shared with any Academy member or interested party.


I agree to update this form annually as well as within 30 days after I establish any new financial relationships that could 
represent a potential conflict of interest and within 30 days after I take on new Group/Event roles in the Academy.


I hereby certify that, to the best of my knowledge, no aspect of my personal or professional circumstances or that of my 
immediate family, within the last 3 years, places me in the position of having private interest that is in conflict with any material 
interest of the Academy Group(s)/Event(s) or with my obligations to the Group(s)/Event(s) except for the following:


A. List employment with companies within the last 3 years (list the most current first.)


Company Name Your Title Start Dates End Dates


mm/dd/yyyy mm/dd/yyyy Delete


Add Employment


B. Provide the information requested below if applicable within the last 3 years related to the Academy Group(s)/Event(s) topic


ExplanationType


Principal Investigator or CoInvestigator on 
Grants / Research on the Academy Group(s)/
Event(s) topic


Consultant on Academy Group(s).Event(s) topic


Participation in review activities for the Academy 
Group(s)/Event(s) topic


Writing or reviewing a manuscript on the Academy 
or Group(s)/Event(s)  topic


Leadership role or membership in organizations 
related to the Academy Group(s)/Event(s) 



https://eal.webauthor.com/modules/library/item.cfm?item_type=cms_File&id=48743
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C. List publications (articles or books) that you have authored or coauthored within the last 3 years related to the Academy Group(s)/Event(s) topic


Title of 
Journal/
Publication Date Volume/Issue Pages


mm/dd/yyyy Delete


Add Publication


D. List publications (blogs or other website postings) that you have authored or coauthored within the last 3 years related to the
Academy Group(s)/Event(s) topic


Title URL Date Comments


mm/dd/yyyy Delete


Add Blog


E. Indicate sources of income within the last 3 years related to the Academy Group(s)/Event(s)  topic


Type None


Money Paid 
to You
(over $5,000)


Paid 
to your spouse
(over $5,000) Payor


Board membership


Consultancy


Expert Testimony


PI or CoPI on Grants/Grants pending


Lectures including service on speakers bureau


Editor, Author or coauthor of book on topic


Royalties


Payment for development of educational presentations


Stock/Stock options


Travel, accommodations, meeting expenses


Other


eSignature


Money Paid to
 your employer
(over $5,000)


Date



http://www.webauthor.com/
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NON-DISCLOSURE CONFIDENTIALITY AGREEMENT 


This Agreement is entered into as of this  day of  , 2017 
by and between “Party in which you are entering agreement” (Confidant) and Academy of Nutrition and 
Dietetics (Company), an Illinois, Not for Profit Corporation with a place of business at 120 S. Riverside 
Plaza, Suite 2190, Chicago, Illinois 60606. 


Company possesses valuable business and technical information including, among other things, concepts, 
know-how, trade secrets, business forecasts, business and financial plans. 


Company desires written assurance that information disclosed in confidence to Confidant will be 
maintained in confidence and not used against Company’s interests.  The term “Confidential Information” 
used below means all valuable business or technical information Company has that involves any of the 
matters referred to above, that the Confidant obtains directly or indirectly from Company.  Company will 
disclose, or allow Confidant access to Confidential Information only for the purposes of facilitating 
Confidant’s providing services to Company.  Confidant shall be permitted to use such information as may 
be necessary or desirable in the course of providing such services. 


Confidant agrees, except as may be provided in any future written agreement that may be entered into 
between Company and Confidant, that Confidant shall: 


(1.)   take all such precautions as may be reasonably necessary to prevent the disclosure to any 
third party of Company’s Confidential Information. 


(2.)   not use for Confidant’s own benefit any of Company’s Confidential Information; and 


(3.)   to the extent Confidant has not already done so, require its employees, agents, firm and 
associates to be bound in the same manner. 


(4.)   not disclose any of Company’s Confidential Information received hereunder to any 
third party and not to use the same, except for the purpose noted above, for a period 
of five years from the date of disclosure hereunder. 


This agreement shall be governed and construed in accordance with the law of the State of Illinois. 


AGREED TO BY: Academy of Nutrition and Dietetics and 


Signed 


Dated 
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BOARD OF DIRECTORS MEETING 
AGENDA ITEM SUMMARY 


 


 


 


DATE: May 19, 2017 


AGENDA TOPIC: FY18 Budget AGENDA 
ITEM: 


  4.0 


CONTRIBUTES TO ACHIEVEMENT OF: 
   Strategic Goal(s) 
  Goal 1 The public trusts and chooses registered dietitians as food and nutrition experts 
  Goal 2 The Academy improves the health of Americans 
  Goal 3 Members and prospective members view the Academy as key to professional success 
 
   BOD Program of Work Priority 
   Strategic Priorities 
   Governance Priorities 
   Operational Priorities 
BACKGROUND 
As a part of the on-going operational responsibilities, the Finance and Audit Committee manages and monitors the 
financial performance of the ANDF, Academy and related organizations.  Included in this responsibility is the 
development of the annual budget.  Attached are the Academy 2017 Fiscal Year forecast and the 2018 Fiscal Year 
budget. 
ALTERNATIVES AND/OR DISCUSSION POINTS 
 


FY17 
• Academy expenses will under-run the FY17 budget by $1,122,100.   
• Revenue will fall short of budget by $1,058,500. 
• Operating margins will exceed budget expectations by $63,600. However, when compared to FY16, and 


before the impact of the 2nd Century program, operating margins will improve by $435,000. 
• Investment returns are expected to be $1,513,000. This is $263,200 better than budget expectations. 
• Academy is projecting a total operating deficit of $1,556,400, before the impact of the 2nd Century program, 


and final deficit of $2,156,400 after.  These are both better than budget expectations. 
• Reserve levels are expected to be at $15.3M (65.0%) of the FY17 expense budget by the end of May. 


 
FY18 


• The budget will have an overall final operating deficit of $1,149,300.  This is $407,100 smaller (better) than 
the FY17 forecasted results, before 2nd Century is considered.   Factoring in the 2nd Century initiative, the 
results would be $1,007,100 smaller (better) than FY17 forecasted results. 


• After investment returns, the Academy anticipates a small, positive “bottom line” result. 
• Investment reserves, at the end of FY18, are expected to decline slightly to $15.2M or 64.6% of the FY18 


expense budget. 
ORGANIZATIONAL CAPACITY 
Human Resource Implications:  None  
Financial Implications: 


  Budgeted        No Financial Impact 
 


   Approved by the CEO on _4/18/17_    
   Approved by the Finance Committee on __4/25/17 
 
   Forwarded without recommendation by the   CEO           Finance Committee 
CONSIDERATIONS FOR PROCEEDING/NOT PROCEEDING 
See Above 
EXPECTED OUTCOME(S)/RECOMMENDATION(S) 
That the Board consider approving the FY2018 budget as presented. 


SUBMITTED BY: Finance and Audit Committee  
 


1 







1


Academy of Nutrition and Dietetics
FY18 Budget Overview


May 19, 2017


Confidential: Not to be disclosed outside of the Academy Board of 
Directors
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Overview


• Academy expenses will under-run the FY17 budget by $1,122,100.  
• Revenue will fall short of budget by $1,058,500.
• Operating margins will exceed budget expectations by $63,600. However, when compared to 


FY16, and before the impact of the 2nd Century program, operating margins will improve by 
$435,000.


• Investment returns are expected to be $1,513,200. This is $263,200 better than budget 
expectations.


• Academy is projecting a total operating deficit of $1,556,400, before the impact of the 2nd


Century program, and final deficit of $2,156,400 after.  These are both better than budget 
expectations.


• Reserve levels are expected to be at $15.3M (65.0%) of the FY17 expense budget by the end 
of May.


FY17


• The budget will have an overall final operating deficit of $1,149,300.  This is $407,100 smaller 
(better) than the FY17 forecasted results, before 2nd Century is considered.   Factoring in the 2nd


Century initiative, the results would be $1,007,100 smaller (better) than FY17 forecasted results.
• After investment returns, the Academy anticipates a small, positive “bottom line” result.
• Investment reserves, at the end of FY18, are expected to decline slightly to $15.2M or 64.6% of 


the FY18 expense budget.


FY18







3


FY17 results, overall, are expected to achieve budget goals…


Academy’s lower operating expenses will offset the revenue shortfall.


2016 2017 2017 $ Variance % Variance
Actuals Budget Forecast fav/(unfav) fav/(unfav)


Revenue 21,160.5$          21,886.2$          20,827.7$          (1,058.5)$       (4.8%)


Direct Expense* 23,151.9            23,506.2            22,384.1            1,122.1          4.8%


Operational Sur/(Def) (1,991.4)$           (1,620.0)$          (1,556.4)$           63.6$             3.9%


2nd Century Support (277.1) (600.0) (600.0) 0.0 0.0%


Total Operational Sur/(Def) (2,268.5)$           (2,220.0)$          (2,156.4)$           63.6$             2.9%


Investment Income/(loss) 125.2 1,250.0 1,513.2 263.2 21.1%


Final Income/(Deficit) (2,143.2)$           (970.0)$             (643.2)$              326.8$           33.7%


FY17 budget vs. FY17 forecast


* Before 2nd Century support
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…continuing the Academy’s operational improvement.


Operationally, since the end of FY15, the Academy will improve operating margins at 
the end of FY17, by over $1.5M or 49.8%, before the 2nd Century impact, and over 
$0.9M or 30.4% after the impact of 2nd Century.


2015 2016 2017 $ Variance % Variance
Actuals Actuals Forecast fav/(unfav) fav/(unfav)


Revenue 21,137.3$           21,160.5$          20,827.7$           (309.6)$          (1.5%)


Direct Expense * 24,236.4             23,151.9            22,384.1             1,852.3          7.6%


Operational Sur/(Def) (3,099.1)$           (1,991.4)$           (1,556.4)$           1,542.7$        49.8%


2nd Century Support 0.0 (277.1) (600.0) (600.0) (100.0%)


Total Operational Sur/(Def) (3,099.1)$           (2,268.5)$           (2,156.4)$           942.7$           30.4%


FY17 Forecast vs. FY15 


* Before 2nd Century support
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FY18 budget will continue to improve….


The Academy’s financial performance will continue to improve in FY18.


2016 2017 2018 $ Variance % Variance
Actuals Forecast Budget fav/(unfav) fav/(unfav)


Revenue 21,160.5$          20,827.7$          22,386.3$          1,558.6$        7.5%


Direct Expense* 23,151.9            22,384.1            23,535.6            (1,151.4)         (5.1%)


Operational Sur/(Def) (1,991.4)$           (1,556.4)$           (1,149.3)$           407.1$           26.2%


2nd Century Support (277.1) (600.0) 0.0 600.0 100.0%


Total Operational Sur/(Def) (2,268.5)$           (2,156.4)$           (1,149.3)$           1,007.1$        46.7%


Investment Income/(loss) 125.2 1,513.2 1,150.0 (363.2) (24.0%)


Final Income/(Deficit) (2,143.2)$           (643.2)$              0.7$                   643.9$           100.1%


FY18 budget vs. FY17 forecast


* Before 2nd Century support







..and Academy Investment Reserves will remain healthy.
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Reserve balances in FY18 will decline slightly but will remain above the 50% 
minimum requirement.
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Academy Operating results* continue to move in the right direction


Staff continues to focus on improving Operating results.
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FY18 budget required small, but important, changes


Staff created budgets that did not require too much change.  However, staff will 
continue to look for additional operating improvements that will complement any 
changes generated by the 2nd Century project plan due in July.


Academy CEO made minor adjustments to help achieve the budget.


• Freezing and eliminating positions through attrition $   517,000


• Membership Stretch Objective $   50,000


Total Adjustments $   567,000
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FY18 will be driven by a 7.5% increase in revenue…


Revenue growth is dependent upon Programs and Meetings (driven by FNCE) and 
Sponsorships.  Together, they account for nearly 91% of the total revenue growth.


FY17 forecast vs. FY18 budget


2016      


Actuals


2017      


Forecast


2018     


Budget


$ Variance    


fav/(unfav)


% Variance    


fav/(unfav)


Membership Dues $      9,352.8 $      9,373.7 $      9,190.8 $      (  182.9) (   2.0%)


Programs and Meetings 4,509.9 4,512.7 5,557.9 1,045.2 23.2%


Publications & Materials 2,304.8 2,225.1 2,352.9 127.8 5.7%


Sponsorships 1,114.7 980.1 1,353.3 373.2 38.1%


Subscriptions 2,199.6 2,233.1 2,361.8 128.7 5.8%


Grants 388.2 129.8 121.9 (    7.9)             ( 6.1%)


Advertising 266.2 151.9 180.0 28.1 18.5%


All Other 1,024.3 1,221.3 1,267.7 46.4                3.8%


Total Revenue $    21,160.5 $    20,827.7 $    22,386.3 $   1,558.6 7.5%
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…that is concentrated in a few programmatic areas.
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These five areas account for over $1.6 million in revenue increases; exceeding 
the total budgeted increase of $1.56 million.
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Revenue growth has risks


Revenue growth is concentrated and risky.  However, there may be opportunities as well, resulting 
in a more successful outcome. Staff will continue to monitor activities to maximize revenue.


• FY18 FNCE attendance in Chicago is expected to increase when compared to attendance in Boston.  
This is due to the Centennial anniversary. 


• Professional Development is being aggressive and believes they can meet the challenge.  This is 
helped along by the Nutrition Focused Physical Exam Training.


• Sponsorships are growing for FNCE and Nutrition News Forecast.  However,  Marketing is expecting 
to grow sponsorship outside of these two events as well. This expectation could be a risk.


• Nutrition News Forecast (NNF) is looking to grow sponsorship.  This will be helped by increasing 
attendance for NNF.  If sponsorship sales are not successful, some costs would be reduced.  
However,  this would still have a negative impact on the Academy operating income.


• Electronic Publications is comprised of the NCM product line ($69K) and eNCPT ($62K).  The eNCPT 
increase may be aggressive.


• Membership (not listed on previous page) is declining, but, a $50K stretch objective has been 
included in the revenue.  Even though the FY17 stretch objective will be met and surpassed, adding a 
new stretch objective in FY18 could still be a risk.


• Advertising revenue for Food and Nutrition Magazine (not listed on previous page) is aggressive.  
However, staff feels confident it can be achieved.


• Publications revenue (not listed on previous page) is disbursed across mutiple product areas, but 
would be at risk if any plans are delayed, or sales volumes are not achieved.
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FY18 expenses are expected to increase by 5.1%*


Expenses are shifting primarily due to higher FNCE costs in FY18, the one time benefit of 
the building move received in FY17, and operational changes.


FY17 forecast vs. FY18 budget


2016     


Actuals


2017      


Forecast


2018     


Budget


$ Variance    


fav/(unfav)


% Variance    


fav/(unfav)


Personnel $    12,679.6 $    13,189.8 $    13,184.0 $       5.8 0.0%
Publications 2,455.5 2,403.6 2,317.7 85.9    3.6%
Meeting Services 1,786.7 1,906.3 2,395.0 (  488.7) (25.6%)
Professional Fees 1,429.1 1,329.7 1,311.5 18.2 1.4%   
Travel 1,232.9 1,035.4 1,129.2 (   93.8) (9.1%)
Rent and Utilities 1,239.6 164.7 873.9 (  709.2) (430.6%)
Depreciation 1,138.4 1,379.9 1,396.6 (    16.7) (1.2%)
Postage and Mailing 614.0 619.1 633.3 (    14.2) (2.3%)
Printing 194.9 194.2 201.3 (      7.1) (3.7%)
Computer 664.4 688.9 749.2 ( 60.3) (8.8%)
Office Supplies 224.1 223.8 224.3 ( 0.5) (0.2%)
Telecommunications 174.7 147.3 135.3 12.0 8.1%
Legal and Audit 187.4 215.5 220.0 (      4.5) (2.1%)
Advertising and Promotion 82.1 72.8 86.1 (    13.3) (18.3%)
Insurance 79.5 81.6 80.8 0.8 1.0%
All Other (1,031.0) (1,268.5) (1,402.6) 134.1 10.6%
Total Expense $    23,151.9 $    22,384.1 $    23,535.6 $      (1,151.5) (5.1%)


* Before 2nd Century support







13


Expenses have risks


• Attrition expected for personnel reductions may not materialize requiring 
other means to reduce staff.


• FNCE costs could grow higher than anticipated.  Some of the costs are 
variable and, if necessary, could be adjusted if required.


• Inflation may grow faster than anticipated resulting in higher costs 
across various areas of the business.


Staff will continue to review existing programs to determine if there are more cost effective 
ways to manage the operations without signficantly impacting member value.
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Funds are included for capital projects


Capital investment will continue, but, remain below the anticipated depreciation of $1.3M.  
Re-investment into the capital structure helps to keep the Academy stay current with the 
latest technology and infrastructure.  Each project will be evaluated further to identify 
potential cost savings.


Item Costs Explanation


Annual PC and Laptop Upgrades $  50,000 Continue the laptop upgrades.  Moving towards all 
computers being laptops to provide greater flexibility.


Infrastructure Upgrades $  83,000 Network upgrades to ensure IT infrastructure continues 
to improve quality.


Website Upgrades $  250,000 Continued expansion of website.  


NCM Upgrades $  80,000 Upgrades to NCM and related products.


EAL and eNCPT Upgrades $  171,000 Further development and enhancement of these 
systems.


AMS Upgrade $    80,000 Upgrade Association Management Software to latest 
version


Learning Management System $100,000 The LMS would be the consistent product used for all 
future educational and training opportunities offered 
through the Academy and related groups.


Capitalized Headcount $    50,000 Staff support for all capital projects.


Total Capital $864,000 







Conclusion


• Academy FY17 Operating results will achieve the budget expectations and continue the 
improvement that began in FY15. 


• FY17 revenues will fall short of budget expectations.  However, expenses will be below 
budget and will offset the revenue shortfall.


• FY17 investment results will exceed budget expectations and reserve levels are expected 
to be at $15.3M or 65.0% of the FY17 expense budget.


• FY18 will have a balanced budget after investment returns.
• FY18 revenue will grow by 7.5% driven primarily by FNCE, Professional Development, 


Sponsorships and Electronic Publications.
• FY18 Operating expenses will grow by 5.1%, excluding 2nd Century.  This includes 


operational adjustments and the impact of higher FNCE costs in Chicago.
• Academy investment reserves are expected to end the FY18 fiscal year at $15.2M or 


64.6% of the FY18 expense budget.


15


Over the next few months, staff will continue to monitor the business activity to see if any 
additional opportunities exist to enhance the FY18 financials. 







16


Next steps


• Academy Board of Directors:
1. Modifies the proposed budget (if 


applicable)
2. Approves the FY18 budget
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Revenue Support
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Membership Dues revenue is expected to decrease…


FY17 Membership Dues are expected to decline by 2.0% even with a stretch objective 
added to the budget.


Revenue Explanation


Membership revenue is declining by 
$182.9K, even with a stretch objective,  due 
to decreasing membership and shifting 
membership categories (ex. Active to 
Retired).


Total Membership is expected to decline 
from 72,945 to 72,688.


Fellow program is expected to remain flat at 
$14K.
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..due to a decrease in membership.


The Academy membership will decline.  The Membership team believes membership could 
decline to 72,288.  Staff has been provided a stretch objective raising this number to 72,688. As 
is the case in FY17, the distribution of membership may help achieve the $50,000 stretch 
objective.
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Dues, as a percentage of operating revenue, will decrease
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Membership dues, as a percentage of total operating revenues, is budgeted to decrease in 
FY18.  This is due to both lower membership revenue and the growth in non-dues revenue 
areas of the business.


*   American Society of Association Executives (ASAE) 14th edition
** Does not include Fellow program
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Programs and Meetings revenue is expected to increase


Programs and Meetings revenue is growing by 23.2% driven primarily by FNCE.  It is 
aggressive, but, given this is the Centennial celebration, is believed to be achievable.


Revenue Explanation
Revenue is changing due to the following;


• FNCE Registration +$   710K
• FNCE Exhibits +$   140K
• E-Learning +$   136K
• Focused Physical Exam Training +$    58K
• All Other Programs +$       1K


Total +$1,045K 


• FNCE registration management is expecting 
higher attendees in Chicago for the Centennial 
celebration.  


• FNCE exhibit management believes, given the 
current sales, this goal should be achievable.


• E-learning is expected to grow as it expands its 
offerings and implements a Learning 
Management System.


• Focused Physical Exam training continues to be 
in high demand and resources have been 
adjusted to continue its expansion.
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Publications and Materials revenue will grow


Publication and Materials revenue is increasing by 5.7% primarily due to the growth of 
sales through all channels.


Revenue Explanation
Revenue is changing due to the following;


• Traditional Publications +$     35K
• Focused Physical Exam +$     31K
• List Rental +$     28K
• Journal +$     25K
• National Nutrition Month +$     21K
• All Other Programs - $     12K


Total +$   128K 


• Traditional Publications growth is due to the roll-
out of new products in FY17 that will impact 
FY18.


• Focused Physical Exam training is expanding 
which will increase the sales of publications for 
this program.


• List Rental is due to the availability of an 
expanded membership list.


• Journal increase is due to renegotiated contract.
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Sponsorship revenue will grow


Sponsorship is growing 38.1% as new sponsors are added.


Revenue Explanation


Revenue is changing due to the following;


• Additional Corporate Sponsors +$   190K
• Nutrition News Forecast +$   131K
• FNCE +$    52K


Total +$   373K
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• The Sponsorship team is looking to grow 
revenue in FY18.  This will be done through 
increased sponsorships for FNCE, new 
sponsorships for Nutrition News Forecast 
and additional Premiere sponsors overall for 
the Academy.
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Subscription revenue will rise


Subscription revenue will increase 5.8% primarily due to the growing subscriptions of 
eNCPT, and the moderate growth and price increases for the NCM product line.


Revenue Explanation


Revenue is changing due to the following;


• NCM    +$     69K
• eNCPT +$     62K
• All Other Programs - $       2K


Total +$   129K 


• The Research team, along with marketing 
and sales, have renewed their focus on 
selling eNCPT.  Resource gaps in FY17 that 
have been resolved should enhance future 
sales of this product.


• NCM and related products are expected to 
grow primarily due to a small growth in 
subscriptions and full year’s impact of price 
increases from FY17.
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Grant revenue will decline


Grant revenue is expected to decline by 6.1% primarily due to decreased Research 
grants, no Carry the Flame grants in FY18, and other miscellaneous grant reductions.


Revenue Explanation


Revenue is changing due to the following;


• Focused Physical Exam +$     25K
• Research - $     21K
• Carry the Flame - $       7K
• All Other Programs - $     5K


Total - $   8K
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• Focused Physical Exam program is looking 
to increase grants to help achieve its 
expansion efforts.


• Carry the Flame program has ended.
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Advertising revenue will increase


Advertising revenue will increase 18.5% due to a rebound in advertising sales for 
Food and Nutrition Magazine.


Revenue Explanation


Revenue is changing due to the following;


• Food and Nutrition +$   28K$0.15
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• Advertising sales are down in FY17 
($152K) when compared to FY16 ($261K).  
Staff anticipates a small rebound in sales 
for FY18.
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Other revenue will increase


Other revenue is expected to increase by 3.8% primarily due to higher FNCE 
rebates from hotels in Chicago and other miscellaneous revenue growth.


Revenue Explanation


• FNCE rebates are increasing due to the higher 
attendees in Chicago.


• DPG/Affiliate Management growth is due to 
renewed contracts and small increased support 
to Affiliates.


• Journal increase is due to the renegotiated 
contract.
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Revenue is changing due to the following;


• FNCE Rebates +$      20K
• DPG/Affiliate Management +$      10K
• Journal +$        7K
• Member Advantage Program +$        6K
• All Other  Programs +$        3K


Total +$      46K
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Expense Support
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Personnel expenses are remaining flat


Personnel expenses will remain flat, primarily due to attrition and not immediately 
replacing positions as they become vacant.  Currently, some staff have communicated 
their intent to retire by the end of FY17 and have not been replaced in the FY18 budget.  
All other staff needs will require re-allocation of resources or CEO approval to hire.


Expense Explanation


Expenses are changing due to the following;


• Salary and Wage Increases +$ 276K
• Benefits, including Medical +$ 185K
• Lower Personnel Turn-over +$   50K
• Elimination of Positions - $ 517K


Total - $     6K 
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Personnel assumptions


The majority of position reductions have already self identified.  Staff will 
continue to focus on eliminating positions through attrition wherever possible 
and where it will not impact member services.


• Salary increases are budgeted to average 3%.  This is the amount that will go 
into the increase “pool” and is inclusive of both merit and cost of living.


• 401K contribution will be retained at 8%.
• Medical expenses will increase in January, 2018 by 10%.
• Positions will be eliminated in FY18, due to attrition, if possible.  If necessary, 


positions will be eliminated outside of attrition.
• Positions will be re-organized if necessary to achieve objectives. 
• Capitalization of personnel expenses will continue to help improve the web site, 


Association Management System and other infrastructure needs.







Personnel expenses as a percent of total expenses will decrease
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Adjustments to personnel, and increases in other areas, will result in the percentage of 
personnel costs declining in FY18.
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Publications expenses are decreasing


Publication expenses will decline 3.6% primarily due to decreased costs for the Journal.


Expense Explanation


Expenses are changing due to the following;


• Journal - $   88K
• All Other Programs +$     2K


Total - $   86K 


• Journal costs are decreasing due to the 
renegotiated contract with Elsevier.  The 
new agreement provides a lower rate for 
on-line only subscriptions.  In FY18, 
students will be moving to on-line only.
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Meeting Services expenses are increasing


Meeting Services expenses are increasing 25.6% primarily due to the higher logistical 
costs for FNCE in Chicago.


Expense Explanation
Expenses are changing due to the following;


• FNCE +$ 437K
• Nutrition News Forecast +$   26K
• Research +$   23K
• All Other +$   3K
• Total +$ 489K 


• FNCE increases are due to higher costs 
for Audio Visual, Busing, Food Service, 
Honorariums, Convention Center, etc. at 
FNCE. 


• NNF is due to the increased attendance to 
help drive sponsorships.
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Professional Fees are decreasing


Professional Fees are decreasing 1.4% primarily due to a shift for the Nutrition 
Focused Physical Exam training.


Expense Explanation
Expenses are changing due to the following;


• Nutrition Focused Phys Exam - $  44K
• IT/Web +$   13K
• Membership Recruitment +$     7K
• All Other Programs +$     6K


Total - $ 18K 
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• Nutrition Focused Physical Exam training 
shifted from professional fees to salary 
and wages resulting in greater efficiencies.
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Travel is increasing


Travel expenses have increased by  9.1% due to higher anticipated travel rates for hotels 
and airfares, the expansion of programs like Professional Development, Nutrition News 
Forecast and additional Coding and Coverage needs.


Expense Explanation
Expenses are changing due to the following;


• Professional Development +$30K
• Marketing +$29K
• Governance +$22K
• Research +$17K
• All Other Programs - $  4K


Total +$94K


• Professional Development is primarily 
due to higher Nutrition Focused Physical 
Exam Training and higher FNCE costs.


• Marketing is primarily due to higher 
Nutrition News Forecast costs.


• Governance is primarily due to 
requirements for Coding and Coverage.
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Rent and Utilities are increasing


Rent and Utility costs are increasing 430.6% primarily due to the one time operating benefit 
received from the Chicago HQ move in FY17.  Even though rent is cheaper going forward, 
the one time benefit makes it look like rent is increasing.


Expense Explanation


Expenses are changing due to the following;


• Office Expense in Chicago +$709K
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• In FY17, the Academy received a one 
time benefit of $863,000 that will not be 
provided again in FY18. 
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Depreciation is increasing


Depreciation will increase 1.2% due to changes in how Accounting records capital 
leases and investments in the Web and a new Learning Management System.   


Expense Explanation
Expenses are changing due to the following;


• Accounting Change for Leases +$   63K
• Website Infrastructure +$   31K
• Learning Management System    +$   13K
• EAL/ANDHII +$     8K
• Leasehold Improvements - $ 85K
• IT Infrastructure - $   11K
• All Other Programs - $     2K


Total +$ 17K 


• Depreciation is a recovery of capital 
expenditures and does not begin until the 
product or service is implemented.  The 
increases are due to all capital through 
FY17 and capital requested in FY18.
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Postage and Mailing is increasing


Postage and Mailing is increasing 2.3% primarily due to anticipated inflationary 
pressures for postage across all areas of the business.


Expense Explanation


Expenses are changing due to the following;


• Food and Nutrition Magazine +$ 5K 
• Publications +$  4K
• Membership +$  2K
• All Other Programs +$  3K


Total +$14K
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Printing costs are increasing


Printing is increasing by 3.7% due to anticipated price increases.  Staff will continue 
to look for savings.


Expense Explanation


Expenses are changing due to the following;


• Normal Cost Increases +$ 7K $0.19 $0.20
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Computer costs are rising


Computer costs are increasing 8.8% due to the required licenses and support for our 
technology infrastructure and Academy website.


Expense Explanation


Expenses are changing due to the following;


• Web and IT +$   56K
• All Other Programs +$     4K


Total +$   60K 


• Web and IT costs are rising due to the 
continued roll-out of the Academy IT and 
web infrastructure enhancements as well 
as the change in how IT expenses are 
charged.   IT costs for normal business 
infrastructure are now being charged on a 
per license per month basis.  This is a 
change from the “one time” purchase 
costs of the past and resulting in higher 
overall expenses.
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Office Supplies are remaining flat


Office supplies are increasing 0.2% primarily due to anticipated price increases.


Expense Explanation


Expenses are changing due to the following;


• No Material Variances N/A
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Telecommunication expenses are decreasing


Telecommunication expenses are decreasing 8.1% primarily due to a required Accounting 
change for the recording of capital leases. Phone equipment will be depreciated in FY18 
instead of expensed as telecommunications as it was in FY17 and before.  This is offset by 
higher FNCE costs.


Expense Explanation
Expenses are changing due to the following;


• FNCE +$   48K
• Accounting Change for Leases - $   55K
• All Other Programs - $     5K


Total - $   12K 
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• FNCE charges are due to increased costs to 
provide convention center Wifi in Chicago 
when compared to Boston.


• Accounting change for leases is due to 
historic leases for equipment being 
recorgnized as incurred.  These are now 
capitalized and recorded as depreciation.  
Phone equipment that was historically 
charged to telecommunications will now be 
charged to depreciation.
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Legal and Audit expenses are increasing


Legal and Audit expenses are increasing 2.1% due to higher tax and audit costs.  
Legal expenses are expected to remain flat.


Expense Explanation


Expenses are changing due to the following;


• Tax and Audit                               +$5K
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Advertising and Promotion expenses are increasing


Advertising expenses are increasing 18.3% due to increased Publication advertising 
to help drive sales.


Expense Explanation


Expenses are changing due to the following;


• Publications +$   11K
• All Other Programs +$     2K 


Total +$   13K
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Insurance expenses are decreasing


Insurance expenses are expected to decrease 1.0% primarily due a small decrease in the 
FNCE insurance.  All other insurance is expected to grow slightly.


Expense Explanation


Expenses are changing due to the following;


• Normal Operating Insurance +$  1K  
• FNCE Insurance -$  2K
Total -$  1K
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All Other* is decreasing 


All Other is largely influenced by CDR, DPG and ACEND support.  This is reflected as a 
negative expense to the Academy. 


Expense Explanation
Expenses are changing due to the following;


• CDR and ACEND - $  156K
• DPG/MIG Support - $    33K
• Bank and Trust Fees +$    25K
• Advertising Commissions +$    15K
• State Legislative Tracking +$    14K
• All Other Programs +$      1K


Total - $  134K 


• Standard Accounting practices requires the 
support provided by CDR, ACEND, DPGs and 
MIGs to be reflected as a “reduction in 
expense”  (or negative value) to the Academy.  
As their support increases, the Academy 
expenses decrease.
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Second Century Update and Discussion  
 Academy Board of Directors Meeting 


May 19, 2017 
 
Vision:  A world where all people thrive through the transformative power of food and nutrition 
Mission:  Empower a global workforce to accelerate improvements in health through food and 
nutrition 
 
Second Century Focus Areas  
Through 2025, the Academy will prioritize programs and initiatives to demonstrate significant 
impact in:  


Prevention and Wellness 
• Reducing prevalence of obesity and its associated chronic diseases 
• Preventing underweight and micronutrient deficiencies  
• Increasing access to nutrition and lifestyle services 


Health Care and Health Systems 
• Identifying and treating malnutrition  
• Leveraging data to demonstrate effectiveness of nutrition interventions 
• Access to medical nutrition therapy services 


Food and Nutrition Security 
•  Improving access to safe, nutritious food and clean water 
•  Advancing sustainable nutrition and resilient food systems 
•  Expanding innovations in food waste, loss, reduction 


 
Second Century Strategy  
Builds on our core organizational strengths, food and nutrition research, professional 
development and workforce capacity 
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Professional Development  
• Tiered, progressive education and professional advancement opportunities to 


support practitioners’ needs across the educational lifecycle 
• Professional recognition programs through education and certifications for 


practitioners at all levels and geographies 
• Experiential training opportunities, placement services and support for 


Traineeships and Fellowships, practitioner networking, mentoring and resource 
sharing 


• Collaborative training opportunities through strategic partnerships  
 
Research 


• Prospective and applied food and nutrition  
• Systematic reviews and development of evidence based practice guidelines and 


position papers in collaboration with nutrition related organizations and other 
disciplines 


• Global practice based research network of practitioners and partners to collect 
patient, client, practitioner and consumer data 


• Open-access platforms to host big data on evidence-based interventions 
 


Workforce Capacity 
• Developing the next generation of food and nutrition leaders through 


internships, scholarships, junior internships, mentorships and partnerships with 
youth empowerment programs 


• Collaborative partnerships that support food, nutrition and dietetics 
practitioners at all levels in career development  


• Expanding global influence in scaling effective food and nutrition interventions 
and increasing the capacity and capability of the international food, nutrition and 
dietetics workforce 


 
Nutrition Impact Summit Initiatives for Development and Implementation  
Based on input from the Academy Board of Directors, the Executive Team and select staff, the 
first three Nutrition Impact Summit initiatives recommended for development and 
implementation planning are: 


• Global Nutrition Collaborative 
o This initiative accelerates progress in improving health by building a global 


coalition of credentialed practitioners, dietetic associations and global food, 
nutrition, and health organizations. The coalition will: 
 Build a talent pipeline that places credentialed practitioners in 


organizations to advance and measure progress on food and nutrition 
goals; 


 Empower dietetic associations and dietitians around the world to be 
more effective; 


 Expand the evidence base of food and nutrition interventions and the 
contribution of the workforce; 
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 Create a united voice for the profession that advocates for scaling 
effective solutions and investing in growing the global food and nutrition 
workforce. 


• Lifestyles First 
o This project strives to create a future where nutrition and lifestyle interventions 


are universally prioritized and credentialed food and nutrition practitioners are 
independent health care providers for the delivery of these prevention and 
treatment services. This will lead to an increase in the number of people 
accessing and receiving nutrition and lifestyle care and ultimately improving the 
health of the population and controlling or reducing U.S. health care costs. The 
initiative will first create a coalition of national health care and payer 
organizations. The coalition will conduct a landscape review to assess various 
payment models and the provision and payment for ‘lifestyle first’ services, 
including examples of effective models that could be scaled. Then, the coalition 
will support a pilot project to demonstrate the economic and health outcomes of 
Lifestyle First models of delivery and payment. The results will be used to 
advocate for increased adoption of lifestyle first care delivery and payment 
models and for the contribution of the credentialed practitioner. 


• Nutrition in Population Health 
o This project strives to transform our health system by emphasizing the 


fundamental prevention strategies of food, nutrition and lifestyle. This will be 
achieved by creating a Nutrition in Population Health Fellowship Program that 
supports population health improvement through demonstration projects. This 
project relies on collaboration between local, regional, and national 
organizations to support Fellows in the execution of their demonstration 
projects. Partners will support the Fellows in the creation of optimal research 
designs and data outcome measures. Collective project outcomes and results will 
be aggregated and translated into best practices to demonstrate the impact of 
successful interventions and the workforce’s contribution and to accelerate the 
transformation of the food, nutrition and health system. 


 
The Future is Now — Academy’s Second Century Activities  


• Food Science Certificates of Training 
• Dysphagia International Guidelines 
• American Society of Nutrition, Institute of Food Technologists, International Food 


Information Council Collaborative (food waste and scientific integrity) 
• USAID Grant in Multi-Sectoral Nutrition Activities  
• Public Health Institute Collaboration 
• Exercise is Medicine 2.0 with American College of Sports Medicine 
• Certificate of Training in Public Health Nutrition with the Association of State Public 


Health Nutritionists 
• WHO Systematic Reviews 
• Nutrition Care Process Implementation Research  
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• Gardens for Health International and the Maya Health Alliance  
• Food and Nutrition Security Community Assessment Tool and Decision Process 
• Malnutrition Quality Improvement Initiative (MQii) 


 
Funding the Second Century  


• Internal Grants (Second Century fund) 
• External Grants  
• Products and Services Developed from Second Century Initiatives 
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BOARD OF DIRECTORS MEETING 
AGENDA ITEM SUMMARY 


 


 


 
 


DATE:  May 20, 2017 


AGENDA TOPIC: 


 
Strategic Measures and Metrics  AGENDA 


ITEM: 
7.0 


CONTRIBUTES TO ACHIEVEMENT OF: 
 
   Strategic Goal(s) 
  Goal 1 The public trusts and chooses Registered Dietitian Nutritionists as food, nutrition and health experts. 
  Goal 2 Academy members optimize the health of individuals and populations served. 


  Goal 3 Members and prospective members view the Academy as vital to professional success. 
 Goal 4 Members collaborate across disciplines with international food and nutrition communities. 


 
   BOD Program of Work Priority 
   Strategic Priorities 
   Governance Priorities 
   Operational Priorities 
BACKGROUND 
 
Strategic Measures are organizational performance measures that are monitored on an ongoing basis (e.g. 
financial and membership data, dietetics measures). The Board of Directors uses this data to evaluate the 
success of Academy operations. 
ALTERNATIVES AND/OR DISCUSSION POINTS 
 
o The major annual update to the measures will be presented 
o A new measure of public policy engagement for affiliates, Dietetic Practice Groups (DPG), and 


Member Interest Groups (MIG) will be presented 
 


ORGANIZATIONAL CAPACITY 
 
Human Resource Implications:   
 
Financial Implications: 
 


  Budgeted        No Financial Impact 
 


  Unbudgeted: 
   Approved by the CEO on ________   (date) 
   Approved by the Finance Committee on ________   (date) 
 
   Forwarded without recommendation by the   CEO           Finance Committee 
CONSIDERATIONS FOR PROCEEDING/NOT PROCEEDING 
 
EXPECTED OUTCOME(S)/RECOMMENDATION(S) 
 
The Board will be informed on the progress made towards the Academy’s strategic goals.  


SUBMITTED BY: Will Murphy 
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Strategic Outcome Measures are organizational performance measures that are monitored on an ongoing basis (e.g. financial and membership data, 
dietetics measures). The Board of Directors uses this data to evaluate the success of Academy operations.  


The following summarizes the development of the Strategic Measures: 


• The Strategic Measures concept has been approved by Board as the method used to assess both the status of the ongoing operation of 
Academy as well as progress toward strategic goals. 


o Key concepts and interpretation of data are included in pages 3-5. 
• Page 6 shows how the measures align to support the strategic plan.  
• The BOD may make recommendations for altering, deleting, or adding measures to address the Academy’s strategic goals. 
• Attached is the current Strategic Measures report  
 


Below is a list of data sources that have been used in measures or may be used in the development of future measures:  


• Member/Non-Member Needs Satisfaction survey 
• Dietetics Measures 
• Dropped Member survey 
• Salary Survey 
• CDR Practice Audit 
• ACEND Accreditation Evaluation Survey 
• ACEND Standards Evaluation Survey 
• Member Profiles 
• Researcher Survey 
• Journal Readers Survey 
• BOD Self-Assessment Results 
• HOD Self-Assessment Results 
• HOD Environmental Summary Report 
• Financial Reports 
• Annual Reports of Committees  


 


These criteria have been used in the past for developing and evaluating measures: 
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• Will the new measurement fill a significant gap in our ability to determine whether the organization is performing optimally and moving in 
the desired direction? 


• Does the measure support the organizations decision making process? 
• Is the value of the measure worth the cost of collecting the data?  


 


Attachments 


1. Strategic Measures Report 


 


Concept of Academy Strategic Measures 
 


 THESE MEASURES NEED TO BE CHOSEN CAREFULLY TO REFLECT ALL KEY PARTS OF THE ORGANIZATION AND THE STRATEGIC OBJECTIVES. 
 CHOOSE NO MORE THAN 16, PREFERABLY LESS…. BUT GET THE MOST IMPORTANT MEASURES THAT REFLECT MISSION VISION, AND KEY FUNCTIONS. 
 MUST LOOK AT ALL MEASURES SIMULTANEOUSLY TO SEE HOW ENTIRE SYSTEM IS FUNCTIONING. 
 DATA SHOULD BE COLLECTED CONTINUOUSLY AND TRACKED OVER TIME SO CHANGES CAN BE DETERMINED STATISTICALLY 
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Interpretation of Data Trends and Identification of Meaningful Changes 


 


The collection and presentation of strategic outcomes data is valuable insofar as it can identify meaningful changes over time and support the Board’s decision 
making processes. Natural variations and seasonal patterns can give the false appearance of changing trends or responses to actions in the absence of structured 
methods for the interpretation of data, yet each source of data has unique properties such that no single universal standard could fully represent the variety of 
data in this report. Therefore, each measure is analyzed with methodology appropriate to its properties in order to provide an assessment of progress towards 
the related Strategic Outcome that has been identified by the board. In each analysis, the following principles are applied: 


• Reveal Data: Visualize as much of the complexity of the data as is reasonable in order to support critical evaluation of conclusions and identification of 
new patterns in the data.  


• Quantify Uncertainty: Some data, such as survey results, represent an estimation of a value for a larger population. These estimates have an inherent 
level of uncertainty, and this uncertainty must be communicated in order to facilitate judgments of whether observed changes over time represent 
meaningful changes in that population versus natural variation in the estimates. 


• Forecast: Setting expectations for the outcomes that would result from the continuation of current trends into the future supports decision-making for 
when interventions are necessary and provides standards of comparison to later judge the success of those interventions. 
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The public trusts and chooses 
Registered Dietitian Nutritionists 


as food, nutrition and health 
experts. 
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PERCEPTION OF ACHIEVEMENT OF STRATEGIC GOALS 


 
Operational Definition of Measure: Increases in members’ perception of 
Academy achievement of strategic goal: The public trusts and chooses 
Registered Dietitian Nutritionists as food, nutrition, and health experts  
Method of measurement: READEX Professional Assessment Survey 


Desired Trend:  (Achieve a mean score of ≥ 7.0 on the perception 
of achievement of strategic goals by Academy RDNs and DTRs) 
 
Updated: yearly (May-June) 
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MEDIA & CONSUMER VISIBILITY 
Operational Definition of Measure: Increases in visibility of the Academy to media and consumers, via 
Eatright.org and other media outlets (online, print, and broadcast) 
Method of measurement: Cision media monitoring (online, print, and broadcast), Google Analytics 
(Eatright.org)  
Notes: Media benchmarks from Pew “State of the Media” annual news trends. eatright.org Website year is 
February-December due to initial launch in February 2015. 


Desired Trend:  
 
Updated: Annually 
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NUTRITION TRENDS 


 
Operational Definition of Measure: Maintenance or increases in consumer-rated credibility of 
RDNs, NDTRs, and the Academy. 
 
Method of measurement: Consumer Market Research Survey 


Desired Trend:  
 
Updated: Not currently updated 
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ALLIANCE/COLLABORATIONS TREND (IN DEVELOPMENT) 


 
Operational Definition of Measure: TBD 
 
Method of measurement: TBD 


Desired Trend: TBD 
 
Updated: TBD 
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Academy members optimize the 
health of individuals and 


populations served. 
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PERCEPTION OF ACHIEVEMENT OF STRATEGIC GOALS 
 


Operational Definition of Measure: Increases in members’ perception of 
Academy achievement of strategic goal: Academy members optimize the 
health of individuals and populations served 
Method of measurement: READEX Professional Assessment Survey 


Desired Trend:  (Achieve a mean score of ≥ 7.0 on the perception of 
achievement of strategic goals by Academy RDNs and DTRs) 
 
Updated: yearly (May-June) 
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PUBLIC POLICY INVOLVEMENT 


 
Operational Definition of Measure: Increases in Affiliate Advocacy, Dietetic Practice Group, 
Academy Committee, Executive Team, and Academy Employee Engagement Indices 
Method of measurement: Composite of multiple sources. Aristotle Grassroots Manager reporting. 
Survey of measured groups 


Desired Trend: Increase 
 
Updated: Annually (after FY end) 
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PUBLIC POLICY INVOLVEMENT (CONTINUED) 


 
Operational Definition of Measure: Increases in Affiliate Advocacy, Dietetic Practice Group, 
Academy Committee, Executive Team, and Academy Employee Engagement Indices 
Method of measurement: Composite of multiple sources. Aristotle Grassroots Manager reporting. 
Survey of measured groups 


Desired Trend: Increase 
 
Updated: Annually (after FY end) 
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PUBLIC POLICY INVOLVEMENT (CONTINUED) 


 
Operational Definition of Measure: Increases in Affiliate Advocacy, Dietetic Practice Group, Academy 
Committee, and Academy Employee Engagement Indices 
Method of measurement: Composite of multiple sources. Aristotle Grassroots Manager reporting. Survey of 
measured groups 


Desired Trend: Increase 
 
Updated: Annually 
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UTILIZATION OF ACADEMY EVIDENCE ANALYSIS LIBRARY 
Operational Definition of Measure: Increases in utilization of the EAL, an Academy member benefit  
Method of measurement: Member responses to related questions on the Readex annual professional assessment 
 
Interpretation: Linear trends with 95% confidence intervals provide an estimated mean response under the 
assumption that past results are the product of a constant linear trend. Differences between future results and trend 
estimates would suggest changing trends via changes in the factors influencing utilization. 


Desired Trend:  (for EAL website, 
guidelines, and toolkits) 
Updated: Monthly 
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Members and prospective 
members view the Academy as 


vital to professional success. 
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PERCEPTION OF ACHIEVEMENT OF STRATEGIC GOALS 


 
Operational Definition of Measure: Increases in members’ perception of 
Academy achievement of strategic goal: Members and prospective 
members view the Academy as vital to professional success 
Method of measurement: READEX Professional Assessment Survey 


Desired Trend:  (Achieve a mean score of ≥ 7.0 on the perception of 
achievement of strategic goals by Academy RDNs and DTRs) 
 
Updated: yearly (May-June) 
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TOTAL MEMBERSHIP TREND 


 


Operational Definition of Measure: Increases in Academy membership over time 
Method of measurement: End of year data membership totals from membership database.  
Interpretation: Continuations of trends are not predictions of future membership. Estimates are the hypothetical continuation of past 
membership trends in the absence of external influences. Differences between future membership totals and these estimates would 
indicate changes in the presence or magnitude of the factors that influence membership.  


Desired Trend:  
 
Updated: yearly 
(late May-June) 
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STUDENT MEMBER TO ACTIVE MEMBER CONVERSIONS 


 
Operational Definition of Measure: Increases in membership market share of nutrition and dietetics practitioners 
Method of measurement: Rate of student members who become active professional members. Membership database 
report. Proportion of student members receiving RDN/NDTR eligibility statements who renew as active members in the 
subsequent year 


Desired Trend:  
 
Updated: annually (May)  
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ACADEMY MEMBERSHIP VALUE 
 


Operational Definition of Measure: Increases in perceived value of Academy membership 
 
Method of measurement: READEX Professional Assessment Survey 


Desired Trend:  
 
Updated: yearly 
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DIVERSITY 
 


Operational Definition of Measure: Increases in the diversity of nutrition and dietetics professionals 
 
Method of measurement: Inference from biennial Compensation & Benefits survey. Includes credentialed members, 
non-credentialed members, and credentialed non-members. † Hispanic or Latino and of any race, * Non-Hispanic or 
Latino. 


Desired Trend:  in 
proportions for minority groups 
Updated: Biennial  
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EATRIGHTPRO.ORG WEBSITE UTILIZATION 


 
Operational Definition of Measure: Increases in utilization of eatrightPRO.org, an Academy member benefit. 
Method of measurement: Google Analytics for EatrightPRO.org 
Notes: Year is February-December due to initial launch in February 2015. 


Desired Trend:  
 
Updated: Annually 
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COMMISSION ON DIETETIC REGISTRATION TOTAL CERTIFICANTS 


 
 


Operational Definition of Measure: Increases in the number of nutrition and dietetics practitioners 
 
Method of measurement: CDR database report 


Desired Trend:  
 
Updated: yearly (January) 
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ANNUAL ENROLLMENT IN SUPERVISED PRACTICE PROGRAMS 


 
Operational Definition of Measure: Total number of students enrolled in supervised practice programs, categorized 
by program type. 
 
Method of measurement: Annual reports from accredited programs. 


Desired Trend:  
 
Updated: Annualy (March) 
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Members collaborate across 
disciplines with international food 


and nutrition communities. 
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PERCEPTION OF ACHIEVEMENT OF STRATEGIC GOALS 


 
Operational Definition of Measure: 
 
Method of measurement: READEX Professional Measures Survey Data 


Desired Trend:  (Achieve a mean score of ≥ 7.0 on the perception of 
achievement of strategic goals by Academy RDNs and DTRs) 
 
Updated: yearly (May-June) 
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INTERNATIONAL PUBLICATIONS AND PRESENTATIONS 


 
Operational Definition of Measure: Increases in number of publications and presentations on international initiatives 
 
Method of measurement: Publications submitted to JAND on international efforts and domestic presentations to 
members on global efforts 


Desired Trend:  
 
Updated: yearly (May) 
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Publications submitted to JAND on international efforts/projects
(number)


Domestic presentations to members (DPGs, affiliates, etc…) on 
global efforts (number)


Target Number 2014-2015 2015-2016
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MEMBER ENGAGEMENT IN INTERNATIONAL INITIATIVES 


 
Operational Definition of Measure: Increases in member engagement in international initiatives 
 
Method of measurement: Percentage of membership engagement in international activities and BOD & member 
response to action alerts related to Academy’s international efforts. 


Desired Trend:  
 
Updated: yearly (May) 
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Members engaged in international nutrition and dietetic activities
(percent)


BOD members engaged (response to action alerts both board and 
membership at large) in supporting policies related to the 


Academy’s international efforts (percent)


Members engaged (response to action alerts both board and 
membership at large) in supporting policies related to the 


Academy’s international efforts (percent)


Target Number 2014-2015 2015-2016


Not Yet Measured


Not Yet Measured


Not Yet Measured
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Strategic Measures May 2017 
 
 


 
INTERNATIONAL PRACTICE RESOURCES 


 
Operational Definition of Measure: Increases in number of practice resources for international practitioners in 
collaboration with international nutrition organizations 
 
Method of measurement: Tracking by Chief Science Officer 


Desired Trend:  
 
Updated: yearly (May) 


  
 


0 1 2 3 4 5


EBPG produced by the EAL that are relevant to the international
communities at a low or middle level economy (number)


Development of SOP for community based dietetics in low or
middle level economy countries (yes/no)


Collaborations with other dietetic and nutrition communities on
setting dietetic standards of practice, accreditation standards, or


credentialing standards (number)


Development of a tool for comprehensive environmental
scans/assessments (yes/no)


Languages NCPT has been translated into (number)


Countries using of the Academy of Nutrition and Dietetics’ Health 
Informatics Infrastructure (number)


Target Number 2014-2015 2015-2016
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Strategic Measures May 2017 
 
 


 
INTERNATIONAL COLLABORATIVE RESEARCH 


 
Operational Definition of Measure: Increases in collaborative research with international colleagues 
 
Method of measurement: Tracking by Chief Science Officer 


Desired Trend:  
 
Updated: yearly (May) 


 
 


0 1 2 3


Collaborative international research studies on dietetics or
nutrition effectiveness (number)


Publications from international collaborative projects (number)


International collaborative systematic reviews and/or evidence
based practice guideline (number)


Target Number 2014-2015 2015-2016
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Strategic Measures May 2017 
 
 


 
INTERNATIONAL PROFESSIONAL DEVELOPMENT OPPORTUNITIES 


 
Operational Definition of Measure: Increases in number of in professional development opportunities for 
international practitioners in collaboration with other organizations 
 
Method of measurement: Tracking by Chief Science Officer 


Desired Trend:  
 
Updated: yearly (May) 


 


0 1 2 3 4 5 6 7 8


Nutrition training programs developed collaboratively for low to
middle level economic health care provider audiences (number)


Webinars or lectures provided for international audiences
(number)


Resources or lectures containing content on ethical research
practices (number)


Target Number 2014-2015 2015-2016
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Strategic Measures May 2017 
 
 


 


 
INTERNATIONAL GOVERNMENT AND NGO COLLABORATIONS 


 
Operational Definition of Measure: Increases in number of in government, WHO, and UN collaborations 
 
Method of measurement: Tracking by Chief Science Officer 


Desired Trend:  
 
Updated: yearly (May) 


 


0 1 2 3 4 5


Government


WHO


UN


Target Number 2014-2015 2015-2016
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Strategic Measures May 2017 
 
 


 


 
 
 


Operational Measures 
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Strategic Measures May 2017 
 
 


 
STAFF TURNOVER AND RETENTION 


 
Operational Definition of Measure: Ratio between the total number of separations (voluntary and involuntary – excluding 
the job eliminations, RIFs, long term absences or departure of temporary staff) and average number of permanent employees 
for the 12-month period. 
 
Method of measurement: End of fiscal year statistics from Human Resources. 


Desired Trend: No Change 
 
Updated: yearly (late 
January) 
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BOARD OF DIRECTORS MEETING 
AGENDA ITEM SUMMARY 


 


 


 
 


DATE: May 20, 2017 


AGENDA TOPIC: 2017 Academy Honors and Awards Nominees AGENDA 
ITEM: 


8.0 


CONTRIBUTES TO ACHIEVEMENT OF: 
 
   Strategic Goal(s) 
  Goal 1 The public trusts and chooses registered dietitian nutritionists as food, nutrition and health experts. 
  Goal 2 Academy members optimize the health of populations served. 


  Goal 3 Members and prospective members view the Academy as vital to professional success. 
 Goal 4 Members collaborate across disciplines with international food and nutrition communities. 


 
   BOD Program of Work Priority 
   Strategic Plan Priorities 
   Governance Supporting Role Priorities 
   Organizational Board Priorities 
BACKGROUND 
The Academy of Nutrition and Dietetics (Academy) honors individuals who have advanced the nutrition and 
dietetics profession, exhibited leadership, and shown devotion to serving others in both nutrition and 
dietetics, and allied fields. These honors recognize outstanding food and nutrition practitioners and supporters 
of the profession. 
 
ALTERNATIVES AND/OR DISCUSSION POINTS 
The Honors Committee reviews the submissions for all national Academy honors and awards (Copher, 
Cooper, Honorary Member, Medallion, Trailblazer, Media Excellence, and Excellence in Practice awards) 
using standardized procedures and scoring processes. 
 
ORGANIZATIONAL CAPACITY 
 
Human Resource Implications:   
 
Financial Implications: 
 


  Budgeted        No Financial Impact 
 


  Unbudgeted: 
   Approved by the CEO on ________   (date) 
   Approved by the Finance Committee on ________   (date) 
 
   Forwarded without recommendation by the   CEO           Finance Committee 
 
CONSIDERATIONS FOR PROCEEDING/NOT PROCEEDING 
Honors Committee recommends the following recipients for the 2017 Academy national honors and awards:  
List is confidential and will be distributed at the Board meeting. 
 
EXPECTED OUTCOME(S)/RECOMMENDATION(S) 
That the Board consider accepting the Honors Committee’s recommendations for the 2017 Academy national 
honors and awards. 


SUBMITTED BY: Evelyn Crayton and Barbara Visocan 
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BOARD OF DIRECTORS MEETING 
AGENDA ITEM SUMMARY 


 


 


 
 


DATE: May 20, 2017 


AGENDA TOPIC: Malnutrition Quality Improvement Initiative 
(MQii) Progress Update 


 


AGENDA 
ITEM: 


10.0 


CONTRIBUTES TO ACHIEVEMENT OF: 
 
   Strategic Goal(s) 
  Goal 1 The public trusts and chooses registered dietitian nutritionists as food, nutrition and health experts. 
  Goal 2 Academy members optimize the health of populations served. 


  Goal 3 Members and prospective members view the Academy as vital to professional success. 
 Goal 4 Members collaborate across disciplines with international food and nutrition communities. 


 
   BOD Program of Work Priority 
   Strategic Plan Priorities 
   Governance Supporting Role Priorities 
   Organizational Board Priorities 
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BACKGROUND 
In 2013, the Academy of Nutrition and Dietetics (Academy) joined with Avalere Health and other 
stakeholders to launch the “Malnutrition Quality Improvement Initiative” or MQii to advance 
evidence-based, high-quality and patient-driven care for hospitalized older adults (age 65 and older) 
who are malnourished or at-risk for malnutrition. Two multi-stakeholder dialogues were conducted 
(November 2013 and September 2014) that resulted in designing and implementing specific 
improvements to malnutrition care in acute care settings. Support for this malnutrition project is 
provided by Abbott. 
 
A two-part effort was established:  (1) launching a hospital Malnutrition Quality Improvement 
demonstration through implementation of a standardized toolkit; and (2) creating (new) de novo 
electronic clinical quality measures (eCQMs). Abbott, Avalere Health and Academy staff presented 
a report to the BOD at the March 20, 2016 meeting.  
 
An update on the MQii was provided by Abbott and Academy staff at the November 6, 2016 BOD 
meeting. 
 
Progress on MQii since the November 2016 BOD Report 
• The NQF Health & Well Being Committee first vetted the 4 measures in September 2016 with 


follow-up review after the comment period in December 2016.   
o Three of the 4 measures did not pass for evidence. NQF 3089 – Nutrition Care Plan did 


move forward for endorsement.  
o CSAC – Consensus Standards Approval Committee overturned that endorsement 


recommendation in January 2017 due to lack of meeting validity criterion.  
• At this same time, the Academy with Avalere Health were also participating in the parallel 


review process with CMS MUC and the NQF MAP - ‘Measures Application Partnership’ 
Coordinating Committee.  


o In October 2016 we were notified of the measures being included in the CMS MUC List 
for rule making via the NQF MAP.   


o At the MAP December 2016 meeting, our measures received the following status for pre-
rulemaking deliberation: 
 MUC16-294 (NQF 3087) - Completion of a Malnutrition Screening within 24 Hours 


of Admission - Refine and Resubmit 
 MUC16-296  (NQF 3088) - Completion of a Nutrition Assessment for Patients 


Identified as At-Risk for Malnutrition within 24 hours of a Malnutrition Screening - 
Conditional Support Pending NQF Endorsement 


 MUC16-372 (NQF 3089) - Nutrition Care Plan for Patients Identified as 
Malnourished after a Completed Nutrition Assessment - Refine and Resubmit 


 MUC16-344 (NQF 3090) - Appropriate Documentation of a Malnutrition Diagnosis - 
Do Not Support 


• Established MQii Learning Collaborative 2.0 - December 2016 – October 2017 
o In December 2016, Avalare Health, Abbott and the Academy launched the second phase 


of the MQii Learning Collaborative, a 12-week malnutrition-focused QI project. 
o The Learning Collaborative 2.0 is a unique opportunity for hospitals; i.e.; 25-50 sites to: 
 Test and generate evidence on the use of validated malnutrition electronic clinical 


quality measures (eCQMs) 
 Accelerate the dissemination of optimal malnutrition care practices using the MQii 


Toolkit 
 Collect data on the measures that can further support their validity 
 Generate data to demonstrate the viability of one composite measure 
 Link malnutrition care processes to outcomes 
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• In January 2017, the NQF MAP Coordinating Committee met again for their post call for final 
review and voting results of the malnutrition measures.  


o Following the vote, MUC16-296 (Nutrition Assessment measure) was changed to Refine 
and Resubmit status; MUC16-294 (Screening measure) and MUC16-372 (Care Plan 
measure) remained “Refine and Resubmit”. 


• During February, March and April 2017, Academy and Avalere Health staff: 
o Discussed with NQF appealing the status of some of the measures on the basis on “new 


evidence available”. 
o Re-engaged with NQF Health & Well-Being Project Team staff to discuss how to 


proceed and considerations for building one composite measure;  
• The Academy, Avalere Health and Abbott, re-engaged with CMS Clinical Standards & Quality 


team in March 2017 to discuss how to proceed on inclusions of the 4 eCQMs in pre-ruling 
making and considerations for building one composite measure. 


• In April 2017, four malnutrition measures were included as part of the Centers for Medicare and 
Medicaid Services' Inpatient Prospective Payment System - Public Inspection Proposed Rule for 
possible inclusion in future years in the Hospital Inpatient Quality Reporting and Medicare and 
Medicaid EHR Incentive Programs.  


o Timeline and plans to engage stakeholders for sign on support occurs in April – June 
2017 for the 4 eMeasures with prioritization on the Assessment measure. 


o The Academy along with collaborators Avalere Health and Abbott plan to submit formal 
comments by June 13 deadline as CMS refines its proposal. 


o Stakeholders are being contacted by each Avalere, Abbott and the Academy to provide 
comments to CMS based on their adaptability of the measures. 


o Practitioners are being solicited via a Survey Monkey to provide individual stories about 
malnutrition activities in their practice settings.  This information will be tallied and 
provided to CMS as part of the commenting. 


• Reconvene the TEP – Technical Expert Panel in June 2017 to explore how/when to begin 
developing specifications for one malnutrition composite measure. 


• In late June/early July 2017, the plan is to explore opportunity to submit a draft malnutrition one 
composite measure to the MUC with further discussions with CMS around this one composite 
measure. 


• April – October 2017, plan and successfully execute FNCE 2017 Chicago malnutrition 
education and discussion events and activities. 
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ALTERNATIVES AND/OR DISCUSSION POINTS 
Next Steps 
• Comment period for Centers for Medicare and Medicaid Services (CMS) Inpatient Quality 


Reporting program – due June 13, 2017 
o Four malnutrition measures have been included as part of the CMS' Inpatient Prospective 


Payment System - Public Inspection Proposed Rule for possible inclusion in future years 
in the Hospital Inpatient Quality Reporting and Medicare and Medicaid EHR Incentive 
Programs 


• Learning Collaborative 2.0  
o Practitioner and health care facility engagement and adoption of eMeasures and Quality 


Improvement Toolkit 
o 27 hospitals and healthcare systems were recruited and enrolled in the collaborative 


nationwide.  Each site launched a 12 week malnutrition-focused QI project and capture 
nutrition data through their electronic health record 


• NFPE – Nutrition Focused Physical Exam 
o Recognize the role of NFPE in identifying malnutrition  
o RDN training workshop attendees gain knowledge and skills necessary to perform NFPE 
o Train colleagues in clinic, hospital or patient center 


• FNCE 2017 Chicago ‘Malnutrition Track’ events and activities 
o Opening Session 
o Hot Topic 
o Education Sessions on various malnutrition topics 
o Sponsorship Education Session 
o Learning Collaborative 2.0 - Networking ‘Connect’ Roundtable 
o Poster Session – Late-Breaking Posters 


 
ORGANIZATIONAL CAPACITY 
 
Human Resource Implications:   
 
Financial Implications: 
 


  Budgeted        No Financial Impact 
 


  Unbudgeted: 
   Approved by the CEO on ________   (date) 
   Approved by the Finance Committee on ________   (date) 
 
   Forwarded without recommendation by the   CEO           Finance Committee 
CONSIDERATIONS FOR PROCEEDING/NOT PROCEEDING 
A progress update on the MQii - Malnutrition Quality Improvement Initiative will be conducted 
during the Agenda item presentation.  
 
EXPECTED OUTCOME(S)/RECOMMENDATION(S) 
Request to consider continued support from the BOD members for the MQii - Malnutrition Quality 
Improvement Initiative. 
 
SUBMITTED BY:   Sharon M. McCauley, MS, MBA, RDN, LDN, FADA, FAND 
                             Senior Director, Quality Management 
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eCQMs 


o Hospital Improvement Innovation
Networks (HIINs)


o Healthcare Acquired Conditions (HACs)
o Preventable Readmissions
o Community-based Care Transitions


Program (CCTP)


o Cross-cutting
(Acute, Post-Acute,
Community)


o MIPS/APMs
o CMS Pay-for-


Reporting and Pay-
     for-Performance 
     Programs 
     (P4R, P4P) 


Manage
Population


Health


o Medicare Spending
per Beneficiary


o EHR Incentive Program for Medicare Hospitals
o Health Information Exchanges
o Improving Medicare Post-Acute Transformation


(IMPACT) Act


o Hospital Improvement
Innovation Networks
(HIINs)


o Merit-based Incentive
Payment System
Clinical Performance
Improvement Activities
(MIPS CPIA)


o Quality Innovation
Networks (QINs)


TM


Electronic Clinical Quality 
Measures (eCQMs) 
- Improve Patient-Centered Malnutrition Care and Outcomes 
- Align with CMS and Provider Quality Priorities  


  


o Chronic Conditions
o Vulnerable Populations
o Accountable Health


Communities Model


7%
of hospitalized patients 


typically diagnosed, leaving
many others potentially 


undiagnosed and untreatedii 


5X
more likely to 


result in in-
hospital deathii


annual economic burden 
with $51.3B associated 


with older adultsiii 


$157B


Align
Quality 


Incentives


Increase
Patient
Safety


Drive Care
Efficiency


Advance
Care


Information


Facilitate
Practice


Improvement


Patient-
Centered 


20-50%
of patients at risk of or 


malnourished upon 
hospital admissioni


eCQMs can help drive improved care quality while minimizing the 
administrative burden faced by hospitals and providers.


iiiSnider J, et al: Economic burden of community-based disease-associated malnutrition in the United States. JPEN J Parenteral Enteral Nutr. 2014;38:55-165.


iBarker LA, Gout BS, and Crowe TC. Hospital malnutrition: Prevalence, identification, and impact on patients and the healthcare system. Int J of Environ Res and Public Health. 2011;8:514-527.
iiWeiss AJ, Fingar KR, Barrett ML, et al. Characteristics of Hospital Stays Involving Malnutrition, 2013. HCUP Statistical Brief #210. September 2016. Agency for Healthcare Research and Quality: 
Rockville, MD. Availabel at: http://www.hcup-us.ahrq.gov/reports/statbriefs/sb210-Malnutrition-Hospital-Stays-2013.pdf. Accessed September 26, 2016. 5







For more information please visit MQii.today.
These materials were developed by the Malnutrition Quality Improvement Initiative (MQii), a project 
of the Academy of Nutrition and Dietetics, Avalere Health, and other stakeholders who provided guidance 
and expertise through a collaborative partnership. Support provided by Abbott. 


The MQii Toolkit is an interdisciplinary, patient-centered resource that includes recommended, evidence-
based best practices to support an optimal malnutrition-focused clinical workflow. The de novo malnutrition 
eCQMs for hospitalized older adults assess the alignment of care with nutrition best practices while 
minimizing administrative burden through electronic reporting.


eCQM Measurement Objectives 


Measure Description Measure Objective


Completion of a Malnutrition Screening 
Within 24 hours of Admission


Patients received a malnutrition screening and results documented in 
their medical record within 24 hours of their admission to the hospital


Completion of a Nutrition Assessment for 
Patients Identified as At-Risk for Malnutrition 
within 24 hours of a Malnutrition Screening


Patients who were identi�ed to be at-risk of malnutrition from a 
screening were provided a nutrition assessment within 24 hours of 
the screening


Appropriate Documentation of a 
Malnutrition Diagnosis


Patients who were assessed and found to be malnourished should 
have a physician con�rmed diagnosis of malnutrition documented in 
their medical record to ensure care plan implementation and transfer 
of necessary medical information upon discharge


Nutrition Care Plan for Patients Identified 
as Malnourished after a Completed 
Nutrition Assessment


Patients who were assessed and found to be malnourished should 
also have a documented nutrition care plan  in their medical record


An Innovative Approach: The MQii Toolkit provides practical, interdisciplinary tools and resources to help 
hospitals implement malnutrition best practices. Data reported from the eCQMs will help hospitals measure 
their success in meeting the standards of care.


TM


MQii eCQM
Adoption


Goal 
Achieve 


Malnutrition 
Standards 


of Care


MQii Toolkit
Implementation


Electronic Clinical Quality 
Measures (eCQMs) 
- Improve Patient-Centered Malnutrition Care and Outcomes 
- Align with CMS and Provider Quality Priorities  
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Attachment 12.0 
  
BOARD OF DIRECTORS  
2017 MEETINGS CALENDAR     
                              


 


 
 


Revised 04-26-17 
DATE MEETING LOCATION 


May 18-20, 2017 
• Thursday, May 18 


- Arrive in morning to attend 
Ohio Affiliate meeting 


- 5:30 pm Foundation Second 
Century Reception 


• Friday, May 19  
- 12:00 pm – 5:00 pm 
- 6:00 pm Board Celebration 


Dinner 
• Saturday, May 20  


- 7:30 am – 1:00 pm 


Board of Directors Meeting for incoming and 
current Board members 
(Incoming and current Board members to 
attend portions of the Ohio Affiliate meeting 
on Thursday, May 18 and the morning of 
Friday, May 19, as schedule permits) 


Cleveland, OH 


June 25-26, 2017 
• Sunday, June 25  
• Monday, June 26 


Public Policy Workshop 
(D. Martin, M. Russell, L. Beseler, D. Polly, 
M. Kyle, L. Farr, M. Lites, P. Babjak) 


Washington, DC 


July 19-21, 2017 
• Wednesday, July 19 


- 1:00 pm – 6:00 pm 
- Group Dinner 


• Thursday, July 20 
- 7:30 am- 3:00 pm  
- Group Event and Dinner 


• Friday, July 21 
       -     7:30 am – 12:00 pm  


Board of Directors Orientation and Retreat  Austin, TX 


September 14-15, 2017 
• Thursday, September 14  


- 1:00 pm – 6:00 pm 
- Group Dinner 


• Friday, September 15 
- 7:30 am – 2:30 pm 


Board of Directors Meeting Chicago, IL 


October 20-21, 2017 HOD Fall Meeting Chicago, IL 
October 21-24, 2017 Food and Nutrition Conference & Expo Chicago, IL 
Friday, January 19, 2018 
 -     11:00 am - 1:00 pm CT 


Board of Directors Webinar Meeting  
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First Name Last Name
Hotel 


Confirmation Arrival Day
Arrival 
Time Flight 


Departure 
Day


Departure 
Time 


Hope Barkoukis 3327789873 5/18/2017 Local 5/20/2017
Tracey Bates 3332928435 5/18/2017 9:48am Delta 5201 5/21/2017 7:40am 
Lucille Beseler 3327353518 5/17/2017 5/20/2017
Don Bradley 3326917163 5/18/2017 11:29am American 1780 5/20/2017 3:21pm


Susan Brantley 3331619370 5/18/2017 11:29am American 1780 5/20/2017 3:21pm
Kevin Concannon 3325412702 5/18/2017 12:21pm American 4318 5/20/2017 3:30pm
Evelyn Crayton 3326044453 5/18/2017 4:55pm Delta 1158 5/20/2017 4:00pm
Jo Jo Dantone-DeBarbieris 3330310305 5/18/2017 12:15pm Delta 1474 5/20/2017 4:00pm
Linda Farr 3334139802 5/18/2017 12:15pm Delta 1474 5/21/2017 7:40am 


Denice Ferko-Adams 3329001240 5/18/2017 9:40am United 1753 5/20/2017 2:45pm
Margaret Garner 3333703447 5/18/2017 1:19pm American 5436 5/20/2017 7:55pm


Manju Karkare 3332394382 5/18/2017 2:42pm Delta 2528 5/20/2017 4:00pm
Marcy Kyle 3331958027 5/18/2017 12:31pm American 4883 5/20/2017 3:21pm
Donna Martin 3325510400 5/17/2017 4:44pm Delta 1158 5/20/2017 4:00pm
Aida Miles 3329339897 5/18/2017 1:19pm American 5436 5/20/2017 3:21pm
Steve Miranda 3328467187 5/18/2017 4:22pm United 4269 5/20/2017 2:40pm


Dianne Polly 3328030832 5/18/2017 12:58pm United 302 5/20/2017 3:27pm
Jean Ragalie-Carr 3331860329 5/17/2017 4:41pm United 3654 5/20/2017 3:20pm


Tammy Randall 3326721767 5/17/2017 Local 5/20/2017
Mary Russell 3330551264 5/18/2017 9:29am American 3510 5/20/2017 3:14pm
Kevin Sauer 3330114909 5/18/2017 11:05am American 3573 5/20/2017 3:14pm


Milton Stokes 3333508051 5/18/2017 6:20pm Soutwest 874 5/20/2017 4:00pm
Kay Wolf 3329773972 5/17/2017 Local 5/20/2017


Marty Yadrick 3332730759 5/18/2017 12:15pm Delta 5206 5/20/2017 4:00pm


May Board Meeting Travel Itineraries 







Flight


Delta 5224


American 2067 
American 2067 
American 4833


Delta 2528
Delta 1158
Delta 2530


United 3400
American 5530


Delta 2528
American 2067 


Delta 2528
American 2067 


United 6093
United 467


United 4466


American 3448
American 3448


Delta 2528


Delta 2528
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OAND Event Highlights: Hilton Cleveland Downtown Hotel 
May 18, 2017 


Time Event Title Location Description  
8:00am-9:30am General Session—Opening Keynote 


address—Solving the Greatest Food 
and Nutrition Challenges of Today… 
and Tomorrow 


Superior Ballroom A, B, C Lucille, Donna, and Susan Finn will present the Keynote 
address. 


10:30am-11:30am Awards & Annual Business Meeting Superior Ballroom A, B, C Board members welcome to attend.  
11:00am-11:30am  Refreshment Break and Photo 


Booth  
 Photo Booth -5th Floor 
Foyer 


Photo opportunity for attendees to take a picture with 
Lucille and Donna. $5 donation will go to the Foundation. 


12:30pm- 1:45pm Lunch,  Visit Exhibits, and Photo 
Booth 


Lunch- Superior Ballroom D  
Photo Booth - 5th Floor 
Foyer 


Photo opportunity for attendees to take a picture with 
Lucille and Donna. $5 donation will go to the Foundation. 


5:30pm-7:30pm Foundation Second Century 
Reception  


Veterans Ballroom Board members are asked to sponsor a student member of 
OAND to attend the reception, in lieu of registering for this 
fundraising event. Please provide Beth Labrador or Joan 
Schwaba with the $20 sponsorship cost when in Cleveland. 


May 19, 2017 
Time Event Title   Description  
7:00am-8:00am Grow Your Network 5th Floor Foyer Morning refreshments will be provided along with an 


opportunity to connect with others who have skills that 
match your interests. Join the conversations any time by 
completing a trading card and get started. Participate for 
just a few minutes or for the entire hour! It is recommended 
that you bring some business cards to this event. 


11:00am-12:00pm General Session –  
Food of the Future 


Superior Ballroom A, B, C Sponsored by the Foundation through an educational grant 
from National Dairy Council.  


12:00pm-1:00pm  Board Meeting  - Lunch  Center Street Room B-3rd Fl  Board of Directors and staff luncheon  
1:00pm-4:30pm Board Meeting  Hope E Ballroom-3rd Fl  
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A revised agenda and all corresponding attachments for the May 19-20 Board meeting are now

posted on the Board of Directors’ communication platform. Please click here and enter your

Academy user name and password to access the materials, a pdf copy of the complete packet is

attached. A paper meeting packet will be delivered on Monday, May 15 via UPS (no signature

required) to those Board members who requested one. Materials for the Executive Session will not

be placed on the communication platform but will be emailed to you on Monday, May 15. 

 

We welcome incoming Public Member Kevin Concannon, incoming Treasurer-elect Manju

Karkare, incoming Speaker-elect Marcy Kyle, incoming President-elect Mary Russell, incoming

Director-at-Large Kevin Sauer, incoming HOD Director Milton Stokes, and incoming Foundation

Chair Marty Yadrick to the meeting! 

 

Reservations have been made for you at the Hilton Cleveland Downtown, for arrival on Thursday,

May 18 and departure on Saturday, May 20, unless you requested otherwise; your room

confirmation numbers are listed on the attached travel document. For those of you who wish to

ride together to/from the airport, also included on the travel document is a list of itineraries.

Transportation information to/from Cleveland Hopkins Airport follows. 

·        Average cab fare from Cleveland Hopkins Airport to downtown, about a 15-20 minute drive,

is about $40 each way.

 

·        Both Lyft and Uber will drop off and pick up from the airport. There is a designated rideshare

area for pick-ups - approx. $25 each way.

 

·        RTA Red Line trains from the airport into Tower City – Public Square Station are $2.50 each

way. The hotel is about 4.5  blocks from the station. 

 

Next week you will be receiving a pre-conference email from the Ohio Academy of Nutrition and

Dietetics (OAND) with meeting details and the OAND conference program. Event highlights

provided by OAND that may be of interest to Board members are attached.  As a reminder the

Foundation Second Century Fundraising Reception takes place on Thursday, May 18 from 5:30

pm - 7:30 pm at the Hilton Cleveland Downtown Hotel in the Veterans Ballroom. Because this is a

fundraising event for Second Century, Board members are encouraged to sponsor a student

member of OAND to attend the reception, in lieu of registering for this event. If you choose to

support the event, please provide Beth Labrador or me with the $20 sponsorship cost when you

see us in Cleveland. 

 

On Friday, May 19 we will visit the Dittrick Museum of Medical History to view the 100th

Anniversary display developed by the Greater Cleveland Academy of Nutrition and Dietetics. This

display was made possible by a grant from the Foundation.  We have arranged for the gavel

exchange ceremony to take place during our visit.  Afterwards we will go over as a group to dinner

scheduled from 6:15pm – 8:30pm at Pura Vida restaurant. 
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Best regards, 

Joan

 

 

Joan Schwaba, MS, RDN, LDN

 

Director, Strategic Management 

 Academy of Nutrition and Dietetics 

 120 S. Riverside Plaza, Suite 2190 

 Chicago, Illinois 60606-6995 

 Phone: 312-899-4798 

 Fax number: 312-899-4765 

 Email: jschwaba@eatright.org 

 www.eatright.org | www.eatrightPRO.org | www.eatrightSTORE.org

 
DONATE today in recognition of this major milestone and support our Second Century Initiative!
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95. May 19-20 Board Meeting Agenda and Attachments

From: Joan Schwaba <JSchwaba@eatright.org>

To: Lucille Beseler <lbeseler_fnc@bellsouth.net>, DMartin@Burke.k12.ga.us

<DMartin@Burke.k12.ga.us>, 'evelyncrayton64'

<evelyncrayton64@gmail.com>, 'craytef@charter.net' <'craytef@charter.net'>,

''Margaret Garner' <mgarner@ua.edu>, 'jojo@nutritioned.com'

<'jojo@nutritioned.com'>, 'Kay Wolf' <Kay_Wolf@Columbus.rr.com>, 'Linda

Farr' <linda.farr@me.com>, 'Dianne Polly' <diannepolly@gmail.com>, ''Aida

Miles-school' <miles081@umn.edu>, 'Michele.D.Lites@kp.org'

<'Michele.D.Lites@kp.org'>, 'michelelites@sbcglobal.net'

<'michelelites@sbcglobal.net'>, 'Hope Barkoukis'

<Hope.Barkoukis@case.edu>, 'DeniceFerkoAdams@gmail.com'

<'DeniceFerkoAdams@gmail.com'>, 'Tammy.randall@case.edu'

<'Tammy.randall@case.edu'>, 'brantley.susan@gmail.com'

<'brantley.susan@gmail.com'>, 'Tracey Bates' <traceybatesrd@gmail.com>,

'Ragalie-Carr, Jean' <jean.ragalie-carr@dairy.org>, 'dwbradley51@gmail.com'

<'dwbradley51@gmail.com'>, 'don.bradley@duke.edu'

<don.bradley@duke.edu>, 'steve.miranda44@gmail.com'

<'steve.miranda44@gmail.com'>, peark02@outlook.com

<peark02@outlook.com>, 'Manju Karkare' <manjukarkare@gmail.com>,

'Marcy Kyle' <bkyle@roadrunner.com>, milton.stokes@monsanto.com

<milton.stokes@monsanto.com>, ksauer@ksu.edu <ksauer@ksu.edu>, 'Marty

Yadrick' <myadrick@computrition.com>, k.w.concannon@gmail.com

<k.w.concannon@gmail.com>, Patricia Babjak <PBABJAK@eatright.org>

Cc: Executive Team Mailbox <ExecutiveTeamMailbox@eatright.org>, Mary

Gregoire <mgregoire@eatright.org>, Chris Reidy <CREIDY@eatright.org>,

Sharon McCauley <smccauley@eatright.org>, Susan Burns

<Sburns@eatright.org>, William Murphy <WMurphy@eatright.org>

Sent Date: May 11, 2017 17:18:43

Subject: May 19-20 Board Meeting Agenda and Attachments

Attachment: image001.png
Att 2.0 May 19-20 BOD Meeting AgendaREV051017.pdf
May 19-20, 2017 BOD Meeting Packet_.pdf
May BOD Travel.pdf
OAND Event Highlights.pdf

A revised agenda and all corresponding attachments for the May 19-20 Board meeting are now

posted on the Board of Directors’ communication platform. Please click here and enter your

Academy user name and password to access the materials, a pdf copy of the complete packet is

attached. A paper meeting packet will be delivered on Monday, May 15 via UPS (no signature

required) to those Board members who requested one. Materials for the Executive Session will not

be placed on the communication platform but will be emailed to you on Monday, May 15. 
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Attachment 2.0 
BOARD OF DIRECTORS MEETING 
MAY 19-20, 2017 
CLEVELAND, OHIO                                         


 
 


 


Thursday, May 18, 2017                                                                                                                              Revised 05-10-17                                                                                                                                                                                                                                
5:30pm-7:30pm Foundation Second Century Reception, Hilton Cleveland Downtown, 100 Lakeside Avenue East, Cleveland, Ohio - Veterans Ballroom 
 
 


Friday, May 19, 2017 - Hilton Cleveland Downtown, 100 Lakeside Avenue East, Cleveland, Ohio – Hope E Ballroom 
   TIME AGENDA ITEM PRESENTER IMPLICATIONS ANTICIPATED 


OUTCOME 
12:00 pm LUNCH – Center Street Room B    
1:00 pm Executive Session  L. Beseler  Action 
2:00 pm  CALL TO ORDER AND WELCOME L. Beseler   
2:15 pm 1.0 Consent Agenda* 


1.1 April 4, 2017 Minutes 
1.2 February 24, 2017 Minutes  
1.3 February 23, 2017 Minutes 
1.4 Highlights…A Year in Review 2016-2017 
1.5 Foundation Report 
1.6 International Confederation of Dietetic Associations Report 
1.7 2017-2018 Committee Appointments 
1.8 Motion Tracking 


  Action  


2:20 pm 2.0  Regular Agenda L. Beseler  Action 
2:30 pm 3.0 Criteria for Effective Meetings/Conflict of Interest Policy L. Beseler Generative Information 
2:35 pm 4.0  FY18 Budget 


Is the Board ready to approve the FY18 budget recommendations 
from the Finance and Audit Committee? 


M. Garner/ 
P. Mifsud 


Strategic/Generative/ 
Fiduciary  


Action 


4:00 pm 5.0  Second Century Update         P. Babjak Strategic/Generative/ 
Fiduciary 


Information/ 
Discussion 


4:30 pm RECESS L. Beseler   
5:00 pm Board shuttle to visit the Academy’s 100th Anniversary display developed 


by the Greater Cleveland Academy of Nutrition and Dietetics at the  
Dittrick Museum of Medical History in the Allen Memorial Medical Library  


   


5:30 pm Transfer of the Gavel Ceremony    
6:00 pm Board shuttle to Pura Vida for Celebration Dinner    
6:15 pm Celebration Dinner - Pura Vida, 170 Euclid Ave., Cleveland, (216) 987-0103    


 Attachment [Material(s) to be reviewed]   Materials to be distributed at the meeting 
* All items on the Consent Agenda are considered to be routine.  There will be no separate discussion of these items unless a Board member requests.   


 In the event a request is made, the item will be removed from the Consent Agenda and considered separately 
Implications: Generative: Discern, frame and confront challenges rooted in values, traditions and beliefs; engage in sense-making, meaning –making and problem framing. Strategic: Scan internal and external environments; 
design and modify strategic plans; strengthen the organization’s comparative advantage. Fiduciary: Oversee operations; deploy resources wisely, ensure legal and financial integrity; monitor results. 
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Attachment 2.0 
BOARD OF DIRECTORS MEETING 
MAY 19-20, 2017 
CLEVELAND, OHIO                                         


 
 


 


Revised 05-08-17 
 
Saturday, May 20, 2017,  Hilton Cleveland Downtown, 100 Lakeside Avenue East, Cleveland, Ohio, 44114 – Hope E Ballroom 
TIME AGENDA ITEM PRESENTER IMPLICATIONS ANTICIPATED 


OUTCOME 
7:30 am BREAKFAST - Center Street Room B    
8:00 am CALL TO ORDER L. Beseler   
8:00 am 6.0 Board Dietetic Practice Group Taskforce: Interim Update D. Enos Strategic/Generative/ 


Fiduciary 
Information/ 
Discussion 


8:15 am 7.0 Strategic Measures and Metrics W. Murphy Strategic/Generative 
 


Information/ 
Discussion 


9:15 am BREAK    
9:30 am 
 


8.0 2017 Academy Honors and Awards Nominees 
Is the Board ready to approve the nominees as presented? 


E. Crayton Strategic/Generative/ 
Fiduciary 


Action 


9:45 am 9.0 House of Delegates Spring Meeting Report L. Farr Strategic/Generative Information/ 
Discussion 


10:00 am 10.0 Malnutrition Quality Improvement Initiative (MQii) Progress Update 
                    


S. McCauley/ 
A. Steiber 


Strategic/Generative/ 
Fiduciary 


Information/ 
Discussion 


11:00 am 11.0 Consent Agenda L. Beseler Strategic/Generative/ 
Fiduciary 


Action 


11:15 am 12.0   Board Activities: July 19-21 Board Orientation and Retreat  L. Beseler Strategic Information 
11:30 am ADJOURNMENT    


 
 


 Attachment [Material(s) to be reviewed]   Materials to be distributed at the meeting 
* All items on the Consent Agenda are considered to be routine.  There will be no separate discussion of these items unless a Board member requests.   


 In the event a request is made, the item will be removed from the Consent Agenda and considered separately 
Implications: Generative: Discern, frame and confront challenges rooted in values, traditions and beliefs; engage in sense-making, meaning –making and problem framing. Strategic: Scan internal and external environments; 
design and modify strategic plans; strengthen the organization’s comparative advantage. Fiduciary: Oversee operations; deploy resources wisely, ensure legal and financial integrity; monitor results. 
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Attachment 1.1 
APRIL 4, 2017 MINUTES 
BOARD OF DIRECTORS MEETING   DRAFT 


 


 


 
Academy Board of 
Directors in 
Attendance 
 
 


Lucille Beseler, chair, Patricia M. Babjak, Tracey Bates, Hope Barkoukis, 
Don Bradley, Susan Brantley, Evelyn F. Crayton,  
Jo Jo Dantone-DeBarbieris, Michele Delille Lites, Linda T. Farr, 
Denice Ferko-Adams, Margaret Garner, Donna S. Martin, Aida Miles, 
Steven Miranda, Dianne Polly, Jean Ragalie-Carr, Tamara Randall, 
Kay Wolf 


  
Staff in Attendance Jeanne Blankenship, Katie Brown, Susan Burns, Diane Enos,  


Sharon McCauley, Paul Mifsud, Mary Pat Raimondi, Marsha Schofield, 
Alison Steiber, Pepin Tuma, Mary Beth Whalen  


Call to Order 
A quorum being present, Lucille Beseler, chair, called the meeting to order at 11:00am CT.   
 
Regular Agenda 
 


Motion #1 
Approved 


Move to approve the agenda. 


 
 
Criteria for Effective Meetings/Conflict of Interest Policy 
Board members were asked to declare any potential conflicts of interest related to each agenda 
item.   
 
Health and/or Wellness Coaches Stance and Communication Campaign 
Declarations of conflict of interest: None voiced 
 
Jeanne Blankenship, Vice President for Policy Initiatives and Advocacy, and Pepin Tuma, Senior 
Director for Government and Regulatory Affairs introduced a proposed Academy stance 
specifying the minimum qualifications and training for any provider of medical nutrition therapy 
that are necessary to protect the health and safety of the public.  The proliferation of credentials--
both reputable and not--in the health, wellness, and nutrition space makes it confusing for both 
consumers and allied health providers to know which credentials and which providers they can 
trust.  The Academy is prepared to lead in this area by developing clear, objective standards for 
education, training, and practice (that differ by the nature and level of professional practice) and 
working with other stakeholders to ensure these standards are met.   
  
In addition, at the request of Speaker-Elect Dianne Polly, J. Blankenship, P. Tuma, and Sharon 
McCauley, Senior Director for Quality Management, updated the Board on the status of 
therapeutic diet ordering privileges among the various states.  The Academy, working with state 
affiliates, has made significant progress changing necessary laws and regulations to facilitate 
changes as needed to implement the regulatory changes the Academy pushed the Centers for 
Medicare and Medicaid Services to make across the continuum of care, and we continue to make 
progress to our goal of fifty-state implementation. 
 


Motion #2 
Approved 


Move that the Board approve the Consumer Protection and Licensure 
Subcommittee/Legislative and Public Policy Committee recommended stance 
regarding minimum qualifications for providers of MNT. 
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Attachment 1.1 
Public Policy Leadership Award & Grassroots Advocacy Award 
Declarations of conflict of interest: None voiced 
 
The nominees for the 2017 Public Policy Leadership Award and the 2017 Award for Grassroots 
Excellence were presented for consideration by the Board.  
 


Motion #3 
Approved 


Move to approve Patty Keane, MS, RDN, as the recipient of the 2017 Award for 
Grassroots Excellence and Senators Gary Peters (Mich.) and Pat Roberts (Kan.) 
as recipients of the 2017 Public Policy Leadership Award to be presented at the 
Public Policy Workshop in June 2017. 


 
Adjournment 
The meeting was adjourned at 1:00pm CT by consensus. 
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Attachment 1.2 
FEBRUARY 24, 2017 MINUTES 
BOARD OF DIRECTORS MEETING   DRAFT 


 


 


 
Academy Board of 
Directors in 
Attendance 
 
 


Lucille Beseler, chair, Patricia M. Babjak, Hope Barkoukis, 
Tracey Bates, Don Bradley, Evelyn F. Crayton,  
Michele Delille Lites, Linda T. Farr, Denice Ferko-Adams,  
Margaret Garner, Donna S. Martin, Aida Miles,  
Steven Miranda, Jean Ragalie-Carr,  
Susan Brantley, Dianne Polly, Tamara Randall, Kay Wolf 


 
Academy Board of 
Directors not in 
Attendance 
 


 
Jo Jo Dantone-DeBarbieris 


Invited Presenters in 
Attendance for a 
Portion of the Meeting 


John Whalen, CEO of Whalen Consulting; Ellie Moss, Consultant, 
Whalen Consulting; Lorri Holzberg, Chair, Legislative and Public Policy 
Committee; Cathy Christie, Chair, Member Sponsorship Review 
Committee 


  
Staff Attendance Doris Acosta, Jeanne Blankenship, Katie Brown,  


Nicci Brown (for a portion of the meeting), Susan Burns,  
Diane Enos, Jennifer Horton (by phone for a portion of the meeting), 
Daun Longshore (for a portion of the meeting), Paul Mifsud,  
Mary Pat Raimondi, Christine Reidy, Marsha Schofield, Alison Steiber,  
Pepin Tuma (by phone for a portion of the meeting), Dante Turner, 
Barbara Visocan, Mary Beth Whalen  


           
Executive Session 
Motion #1 
Approved 


 
Move into Executive Session. 


 
 
Executive session convened at 8:11am. 
 
Motion #2 
Approved 


 
Move out of Executive Session. 


Executive session adjourned at 8:56am. 
  
Call to Order 
A quorum being present, Lucille Beseler, chair, called the meeting to order at 9:00am.   
 
Consent Agenda 
 


Motion #3 
Approved 


Move to accept the consent agenda. 


 
Regular Agenda 
 


Motion #4 
Approved 


Move to approve the agenda. 
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Attachment 1.2 
Criteria for Effective Meetings/Conflict of Interest Policy 
Board members were asked to declare any potential conflicts of interest related to each agenda 
item.  A new Board meeting evaluation form was presented by S. Brantley and T. Randall. Board 
members were asked to pilot test the form to evaluate the February 24 meeting and respond with 
their feedback.   
 
Second Century Working Session  
Declarations of conflict of interest: None voiced.  
 


In continuation from the February 23 joint Academy and Foundation Board retreat the Academy 
Board was asked to approve a new Academy vision, mission, principles, and strategy.  These 
will be used as a backdrop for the strategic planning session in July.  In a group discussion, 
Board members contributed organizational implication questions for the staff to address in 
preparation for the July strategic planning meeting.  The Board discussed where it saw the 
biggest opportunities for growth as an organization and increasing value to members while 
making an impact in the world. The Academy’s new vision, mission and principles were 
informed by collective best thinking and reflect member and stakeholder input. The Board also 
participated in an activity to explain the Second Century ‘elevator speech’ to members and 
external stakeholders.  The Board agreed to provide assessment of the initiative projects via 
electronic survey.  The data will be used to inform the decision to move the projects to the next 
level of business plan development.  Talking points for the Board will be developed and 
distributed the week following the February 24 meeting, along with a communication to staff, 
members and summit participants announcing the new Academy vision, mission and principles 
which follow below.  
 
Vision 
A world where all people thrive through the transformative power of food and nutrition 
  
Mission 
Accelerate improvements in global health and well-being through food and nutrition 
 
Principles 
The Academy of Nutrition and Dietetics and our members: 


• Integrate research, professional development and practice to stimulate innovation and 
discovery  


• Collaborate to solve the greatest food and nutrition challenges now and in the future 
• Focus on system-wide impact across the food, wellness and health care sectors 
• Have a global impact in eliminating all forms of malnutrition 
• Amplify the contribution of nutrition practitioners and expand workforce capacity and 


capability.  
 


Motion #5 
Approved 


Move to accept the schematic for the Second Century centers of 
excellence and strategic model.   


 
 
Nutrition and Dietetic Educators and Preceptors (NDEP) Standards of Professional 
Performance 
Declarations of conflict of interest: None voiced 
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Attachment 1.2 
On February 20, 2017 the NDEP chair sent a letter requesting that the Academy Board of 
Directors and Finance and Audit Committee (FAC) reevaluate the budget and the funding 
requirement for updating the NDEP Standards of Professional Performance (SOPP). 
 
The FAC discussed the request on its February 21 conference call and recommended to the 
Board that the cost sharing strategy established by the Academy and in place since 2013 would 
continue to be followed.  The cost sharing strategy was communicated to NDEP leadership in 
2013 and again in 2016.  The Board discussed and upheld the FAC recommendation. NDEP’s 
reserves are healthy and could be used to cover the costs of updating its Standards of 
Professional Performance. Last year the CEO approved additional staff to work on the SOPPs 
with authors, reviewers, a workgroup and the Quality Management Committee. The Board 
encourages NDEP to consider conducting a survey in order to assess its members’ perception of 
the value of revising the SOPPs.   
 
Motion #6 
Approved 


Move to approve the FAC recommendation to continue to follow the cost 
sharing strategy established by the Academy.  


 
Conflict of Interest 
Declarations of conflict of interest: None voiced. 
 
The BOD reviewed and approved the proposal from the Council on Research for a consistent 
Conflict of Interest (COI) form that would be completed online. The BOD supported the idea of 
an online training about COI and how to use the new form and asked the Council on Research to 
develop such a training.  Staff will work to implement the online COI form for the start of the 
new fiscal year. 
 
Motion #7 
Approved 


Move to approve the proposed online Conflict of Interest form to be 
adopted consistently across the organization. 


   
Health Care Reform Update  
Declarations of conflict of interest: None voiced. 
 
Legislative and Public Policy Committee Chair Lorri Holzberg outlined the policy stances for 
health reform that were approved by the board of directors in January 2009.  She noted that upon 
review, the LPPC reached consensus that the policy stances provide direction for current health 
reform discussions regarding the repeal of the Affordable Care Act. She also shared that the 
LPPC voted to reaffirm the stances and also took action to reconvene the Health Reform Task 
Force.  The group will meet for approximately six months and submit a report to the LPPC that 
includes recommendations for new stances and/or edits of the previous stances.  Once the task 
force completes its work and LPPC reviews the recommendations they will then be voted on by 
the Board. 
 
Board members shared ideas for edits to the stances as well as offering names of individuals who 
would be well suited for the task force.  Board members noted that the Affordable Care Act 
included significant provisions for nutrition and that its repeal will impact programs and services.  
This topic was noted to be a priority for future meetings and communications. 
 
Public Member 
Declarations of conflict of interest: None voiced  
 
A public member position will be vacated by Don Bradley in May 2017. The Board was asked to 
identify three to five candidates for the position of public member from a list of nominees. The 
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Board prioritized three top candidates to fill the public member position vacancy. The President-
elect will extend the invitation to the selected nominees in the order prioritized. 
 
Member Sponsorship Review Committee 
Declarations of conflict of interest: None voiced  
 
Cathy Christie chair of the Member Sponsorship Review Committee presented the pilot report 
and recommendations of the committee to the Board for consideration. After discussion the 
Board approved the recommendations.  The strategic communications team is working on a 
release of this information to the leadership and membership of the Academy.   
 
Motion #8 
Approved 


Move to accept the Member Sponsorship Review Committee’s 
recommendation of the distribution of Best Practices for Sponsorship 
Relationships for DPGs, MIGs and Affiliates along with examples from 
Oregon Academy of Nutrition and Dietetics Sponsorship Policies and 
Procedures, California Academy of Nutrition and Dietetics Sponsorship 
Policy and Food & Culinary Professionals DPG Sponsorship Guidelines 
and Policy. 


 
Motion #9 
Approved 


Move to accept the Member Sponsorship Review Committee’s adjusted 
review process for Academy national level sponsorship categories. 


 
Adjournment 
The meeting was adjourned at 1:15pm by consensus. 
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Attachment 1.3  
FEBRUARY 23, 2017 MINUTES 
JOINT ACADEMY AND FOUNDATION  
BOARD OF DIRECTORS RETREAT         DRAFT           


 
 


 
Academy Board of 
Directors in 
Attendance 
 
 


Lucille Beseler, chair, Patricia M. Babjak, Hope Barkoukis, 
Tracey Bates, Don Bradley, Evelyn F. Crayton, Michele Delille Lites,  
Jo Jo Dantone-DeBarbieris, Linda T. Farr, Denice Ferko-Adams, Margaret Garner, 
Donna S. Martin, Aida Miles, Steven Miranda, Jean Ragalie-Carr, Susan Brantley, 
Dianne Polly, Tamara Randall, Kay Wolf 


 
Foundation Board of 
Directors in 
Attendance 


 
Jean Ragalie-Carr, chair, Patricia M. Babjak, Margaret Garner, Eileen Kennedy, 
Sitoya Mansell, Donna Martin, Camille Range, Terri Raymond,  
Sylvia Escott-Stump, Kathleen Wilson-Gold, Marty Yadrick   


 
Foundation Board of 
Directors not in 
Attendance 
 


 
Constance Geiger, Maha Tahiri 


Invited Guests in 
Attendance 


Kevin Sauer, chair of the Commission on Dietetic Registration; Linda Snetselaar, 
Editor-in-chief of the Journal of the Academy of Nutrition and Dietetics 
 


Invited Presenters in 
Attendance for a 
Portion of the Meeting 


John Whalen, CEO of Whalen Consulting; Ellie Moss, Consultant, Whalen 
Consulting   


  
Staff Attendance Doris Acosta, Jeanne Blankenship, Katie Brown, Nicci Brown, Susan Burns,  


Diane Enos, Mary Gregoire (by phone for a portion of the meeting),Beth Labrador, 
Paul Mifsud, Martha Ontiveros, Mary Pat Raimondi, Christine Reidy,  
Marsha Schofield, Joan Schwaba, Paul Slomski, Alison Steiber, Pepin Tuma (by 
phone for a portion of the meeting), Barbara Visocan, Mary Beth Whalen  


     
Call to Order 
A quorum being present, Academy President Lucille Beseler and Foundation Chair Jean Ragalie-Carr 
called the meeting to order at 12:00pm.   
 
Regular Agenda 


Motion #1 
Approved 


Move to approve the agenda. 


 
Criteria for Effective Meetings/Conflict of Interest Policy 
Board members were asked to declare any potential conflicts of interest related to each agenda item.   
 
House of Delegates (HOD): Commission on Dietetic Registration (CDR) Motion, Practice and 
Position Papers, Associate Membership, Spring Virtual HOD Meeting, Mega Issue Question 
Declarations of conflict of interest: None voiced.  
L. Farr provided an update on HOD activities. The HOD approved a bylaws amendment related to the 
removal and vacancy of Commissioners within CDR to meet new external accreditation standards. The 
HOD also approved several changes to the Associate Members category of membership as proposed by the 
Member Services Advisory Committee. The HOD Leadership Team plays an important role in approving 
Academy position statements and requests from external organizations for Academy support of various 
statements and publications. Since August, the HOD Leadership Team (HLT) has voted to approve the 
Academy’s support of five requests from external organizations regarding position papers and other 
publications relevant to Academy members. In addition, HLT approved the revised position statement for 
the updated Vegetarian Diets position paper. Finally, HLT voted to support the proposal from the Academy 
Positions Committee to conduct an evaluation of their processes as part of their continuous quality 
improvement efforts. Academy Board members were invited to attend the Spring 2017 Virtual Meeting on 
April 22-23, 2017. “Tips for BOD Member Participation in HOD Meetings” were shared. Day one of the 
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meeting will address: “How can food and nutrition practitioners elevate the profession, expand 
opportunities, and enhance practice for the Second Century?” Day two will be a continuance of the Fall 
HOD dialogue on Wellness and Prevention, with a focus on the last two Appreciative Inquiry steps: design 
and deploy. 
 
Education and Regulation: Future Education Model, Regulatory Landscape 
Declarations of conflict of interest: None voiced. 
 


Future Education Model  
The Accreditation Council for Education in Nutrition and Dietetics (ACEND) Standards Committee 
has been developing standards and competencies for a new recommended model for education in 
nutrition and dietetics with the purpose of advancing the profession and protecting the public. The 
ACEND Board released the first draft Future Education Model Accreditation Standards for Associate, 
Bachelor and Master Degree Programs in Nutrition and Dietetics for public comment in September 
2016 and encouraged all stakeholders to provide comment. Based on input received from this survey 
and additional input from both formal and informal organizations and groups, the ACEND Board 
revised the draft Future Education Model Standards including the expected competencies and 
performance indicators for each degree level program. ACEND Executive Director Mary Gregoire 
presented the major changes made to the Future Education Model Standards and the next steps.  


The Boards participated in working groups to discuss the impact of the draft Future Education Model 
on the Academy, the profession, the educational system and the public, at the Associate, Bachelor, 
Master levels. Concerns and questions from the break out session feedback follows.  


• Are knowledge and competencies driving the education model?  
• Differentiation (product line) between the three levels: Associate, Bachelor, Master - may be 


confusion between the profession and the public.  
• What products, services and opportunities is the Academy creating for the various levels?  
• Studies show no adverse impact on diversity numbers with increased education levels. 
• Need to be fast, fluid and flexible.  
• Where will the shortage of preceptors be a factor?  
• The education model creates pathways for students and career progression.  
 
Regulatory Landscape  
An overview of the regulatory landscape for consumer protection and licensure was provided.  The 
Consumer Protection and Licensure Subcommittee (CPLS) has engaged in a dialogue with ACEND 
regarding the Future Education Model and shared specific concerns related to state licensure laws and 
regulations in its communication to the Board.  In collaboration with the Commission on Dietetic 
Registration, the Academy is currently in the process of reviewing the laws and regulations and 
preparing a report.  Board members were encouraged to consider the issues brought forward by the 
CPLS in the discussion that followed. 


   
Second Century Working Session  
Declarations of conflict of interest: None voiced. 
 
The Academy and Foundation Board, along with the Chair of the Commission on Dietetic Registration and 
Editor-in-chief of the Journal of the Academy of Nutrition and Dietetics, participated in a Second Century 
working session, where they considered a proposed new Academy vision, mission, principles, and 
strategy.  In small groups they deliberated on each of these and shared their reflections with the 
group.  They also reviewed the nine initiative proposals from the Nutrition Impact Summit. A summary of 
the organizational implications from the Second Century discussion are attached.  
 
Adjournment 
A motion to adjourn was made by Academy President Lucille Beseler and Foundation Chair Jean Ragalie-
Carr at 6:20pm and approved by consensus. 
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FEBRUARY 23, 2017 SUMMARY NOTES 
SECOND CENTURY WORKING SESSION   


 


 
 


Organizational Implications: Questions to Address 


• Do you have the skill sets in the organization to do this? 
• Are you structured correctly to deliver on the vision? 
• Do you have the buy in and willingness of staff, members, and Board to do this? 


o How will it help members today? 
• Do you have the relationships you need to do this? 
• Have we thought on an aspirational enough level? 
• Are we willing to give up sacred cows? 
• Are we financially able to do this? 
• What will it take to make this sustainable?  
• Will it raise my dues? 
• Is it sustainable and scalable? 
• How and when will we evaluate if we have made an impact? 
• Have we thought about the return on investment – what makes money, what doesn’t, how can it 


support itself without increased costs? 
• What does success look like and how do we measure it? 
• How do our students and our brand new members see themselves in this specifically? 
• Do we have an appropriate plan for new infrastructure required to execute? 
• Communication plan?  
• How do we fully leverage technology and informatics? 
• What is the plan for globalization? 
• What are the roles of the Foundation and the Academy, CDR, ACEND (all organizations)? 
• Does this expand our membership – are there different levels or options? 
• Do we have a plan for naysayers / critics? 
• Is there educational vision and alignment with the new vision here?  
• What are the unintended consequences of success or failure?  
• How do we learn from others who have already done this? Associations, trades, corporations – 


let’s not reinvent the wheel. 
• How do we leverage non-members to rejoin us with this new strategy? 
• Are there governance implications? 
• Who are the partners externally who we have identified that are committed? 
• How do we learn and collaborate with others?  
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HIGHLIGHTS … A YEAR IN REVIEW 
2016 – 2017  


 
 


 
This report contains selected highlights from the past fiscal year and it is not a comprehensive report of all  
of the events and activities of the Academy.   
 
JUNE 2016 
 
Dietitians of Canada National Conference 
Lucille Beseler and Pat Babjak attended Dietitians of Canada’s National Conference. They met with leaders of DC, 
networked with the Board of Directors and attended the keynote sessions, symposia and workshops. DC’s major 
initiatives related to branding the RDN. The organization shifted its credential from RD to RDN to maintain 
consistency in North America. The Academy continues to work with DC, specifically on joint efforts related to 
International Confederation of Dietetic Associations and collaborating across disciplines with international food 
and nutrition communities. 
 
Public Policy Workshop 
Lucille Beseler, Donna Martin, Evelyn Crayton, Linda Farr, Diane Polly, Aida Miles, Denice Ferko-Adams and 
Pat Babjak met in Washington, D.C., with more than 325 passionate Academy members at the Public Policy 
Workshop. Members representing each of the 50 states, as well as Academy DPGs and MIGs, visited Capitol Hill 
to communicate nutrition policy that will positively affect the health of the nation and the nutrition and dietetics 
profession. Members reviewed the Academy’s priority areas to effectively communicate nutrition messages to 
congressmen and senators. Members were encouraged to build relationships with their representatives to prioritize 
nutrition policy for the health of their constituents. 
 
JULY 2016 
 
IFT’s Annual Meeting 
Lucille Beseler and Pat Babjak attended the Institute of Food Technologists annual meeting and food expo, the 
biggest gathering of food science professionals. They met with IFT leaders and senior-level executives from the 
world’s top food companies. The event brought together food professionals from around the world — in industry, 
government and academia — for knowledge exchange, networking and problem solving. Presenters addressed the 
latest global trends and the newest innovations in food technology. 
 
2017 Trailblazer Award  
The joint Academy and IFT Trailblazer Award was presented to Connie Weaver, PhD. The recipient has 
demonstrated innovative contributions to improved health among underserved populations through at least one 
aspect of food science and technology and has exhibited intellectual courage in research, instruction and/or 
communication at this intersection. In 2016, Weaver joined the Academy. This year the award will be presented at 
the Food & Nutrition Conference & Expo in October; the Board will approve the recommendation at the May 
meeting. 
 
Advocacy Efforts at Political Conventions 
Policy Initiatives and Advocacy staff and Lucille Beseler met with policy and entertainment industry leaders at the 
Republican and Democratic National Conventions. Jeanne Blankenship, vice president for policy initiatives and 
advocacy, joined Lucille at the Republican Convention in Cleveland; and Pepin Tuma, senior director for 
government and regulatory affairs, joined Lucille at the Democratic Convention in Philadelphia. Briefings were 
held to educate policymakers about obesity and to increase support for access to evidence-based care by 
advocating for the Treat and Reduce Obesity Act (H.R. 2404). Denice Ferko-Adams also attended the DNC. 
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AUGUST 2016 
 
AADE Meeting 
Lucille Beseler and Pat Babjak met with the presidents and CEOs of the American Diabetes Association and the 
American Association of Diabetes Educators at AADE’s Annual Meeting in San Diego. The discussions addressed 
key issues and opportunities for collaboration to provide improved care for persons newly diagnosed with diabetes 
and pathways for MNT reimbursement. They also met with DCE DPG leaders to discuss concerns over health 
coaches encroaching on RDN scope of practice. 
 
Third Annual Kids Eat Right Month  
An initiative of the Foundation, Kids Eat Right Month focused on the importance of healthful eating and active 
lifestyles for children and families and featured expert advice from members. The Academy developed member, 
consumer and media messaging around KER’s core principles: “shop smart, cook healthy and eat right.” Kids Eat 
Right reached a milestone of 200,000 social media followers. 
 
SEPTEMBER 2016 
 
International Congress of Dietetics  
Lucille Beseler, Donna Martin and Pat Babjak were among Academy members and representatives who joined 
presidents and directors from nutrition and dietetics organizations from more than 40 countries September 7 to 10 
at the XVII International Congress of Dietetics in Granada, Spain. At this quadrennial conference, nutritionists and 
dietitians from around the world gathered to share knowledge and practice perspectives. The theme of the 2016 
conference was “Going to Sustainable Eating.” The Academy’s representatives presented several sessions at ICD 
and hosted a global nutrition collaborative meeting with leaders of the International Confederation of Dietetics 
Associations and the European Federation of the Association of Dietitians. The Academy’s recommendations 
related to international education and accreditation standards were shared. Past Academy President Judy Rodriguez 
was elected to the ICDA Board of Directors.  
 
Nutrition Impact Summit 
The Academy convened the Nutrition Impact Summit, which brought together more than 175 leaders, including 
Academy members and participants from the Alliance for a Healthier Generation, Feeding America, PEW 
Charitable Trusts, YMCA, Kaiser Permanente, Abbott Nutrition, Project Peanut Butter, Kroger, USDA Center for 
Nutrition Policy and Promotion, Centers for Disease Control and Prevention and Wholesome Wave; as well as 
institutions including Duke University, Tufts University’s Gerald J. and Dorothy R. Friedman School of Nutrition 
Science and Policy and Johns Hopkins University’s Bloomberg School of Public Health. Thought leaders in food, 
wellness and health care systems identified potential projects and strategic partners in the U.S. and worldwide. 
Areas discussed included improving food system resilience, scaling nutrition solutions and transforming treatment 
through nutrition interventions. The Summit provided opportunities for participating organizations to collaborate 
on national and global health issues and informs the strategic planning process for the Second Century. 
 
Briefing on Malnutrition to Highlight Need for Medical Intervention 
In cooperation with Defeat Malnutrition Today, the Academy organized a congressional briefing on “The Growing 
Crisis of Malnutrition in Older Adults.” The Washington, D.C., briefing addressed the current state of health care 
delivery for adults with malnutrition in the United States; malnutrition’s effect on health care costs; and 
interventions that could help reduce incidents of malnutrition and improve the quality of life for adult patients. 
U.S. Rep. Don Beyer (Va.) gave opening remarks. Speakers included RDNs representing the Academy and other 
partner organizations. This event kicked off Malnutrition Awareness Week and the Academy’s Advocacy Day on 
Capitol Hill, where RDNs, other health care professionals, advocates and private sector stakeholders visited more 
than 60 Congressional offices and encouraged all members to support the measures with a sign-on letter. 
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Third Annual National Obesity Collaborative Care Summit 
Lucille Beseler appointed Anne Wolf, MS, RDN, to represent the Academy at National Obesity Collaborative Care 
Summit in Chicago. Representatives from more than 30 major health and medical organizations convened for 
discussions about how the different health specialties and the organizations themselves can better collaborate on 
providing care to individuals affected by obesity. The Summit was orchestrated and hosted by the American 
Society for Metabolic and Bariatric Surgery. Summit participants discussed prevention and treatment strategies for 
obesity, patient access to treatment, the continuum of care and potential opportunities for collaboration. 
 
OCTOBER 2016 
 
Food & Nutrition Conference & Expo 


• Attendees from 49 countries 
• More than 10,000 attendees 
• 135 educational sessions, with 92 percent of them at  Level 2 or Level 3 
• Social media impressions: 


o 51.6 million impressions 
o #FNCE trended nationally for 2 days 
o More than 21,000 posts from October 13 to 21 
o Topics that trended locally: Orthorexia, Yoga, FODMAP 


• FNCE mobile app had a 83 percent adoption rate with 7,076 users 
• 13 hotel rooms were utilized with 15,200 rooms which generated more than $300,000 in hotel rebates. 
• Two new FNCE toolkits designed for attendee and employer ROI 
• For the first time, we opened registration onsite for the next FNCE, which generated $66,075 in revenue. 
• The Academy received a Hermes Creative Gold Award for the 2016 FNCE Exhibitor Prospectus. 


 
Let’s Move! Program Event 
Donna Martin joined First Lady Michelle Obama and delivered remarks, addressing an audience of more than 200 
people from various sectors that have championed healthier eating and active living. There were approximately ten 
RDNs in attendance, including Jean Ragalie-Carr. Donna also participated with President and Mrs. Obama in 
welcoming children participating in Let’s Move! programs. These programs were launched in collaboration with 
federal agencies, businesses and nonprofits to mobilize every sector to help kids and families lead healthier lives.  
 
Malnutrition and Quality Improvement Initiative Video 
Lucille Beseler filmed a video to update members on the new Malnutrition and Quality Improvement Initiative 
(MQii), and the toolkit and resources that have been developed to assist in the diagnosis and treatment of 
malnutrition, especially among hospitalized adults. MQii was established in partnership Avalere Health, and other 
stakeholders providing guidance through key technical expert and advisory roles. The engagement was undertaken 
to advance evidence-based, high-quality, patient-driven care for hospitalized older adults (age 65 and older) who 
are malnourished or at-risk for malnutrition. Support for the MQii was provided by Abbott. 
 
New Member Engagement Zone  
This new online platform was created and launched to secure member feedback, comments and opinions on issues 
affecting the profession; Obtain member input quickly on new products and services; Engage members in 
Academy programs, services and initiative; and Involve members in the strategic direction and initiatives of the 
Academy.  


In October, the first question was launched: 
The Academy has advanced malnutrition documentation in the inpatient setting and provided many 
resources for RDNs to be successful in diagnosing malnutrition. What tools and resources are needed 
to expand this focus to identify and prevent malnutrition in the community?  
 
In a week, we received 1,070 responses from Academy members.  
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NOVEMBER 2016 
 
Publicity and Award Nomination: Vegetarian Diets Position Paper (Updated) 
The Academy updated the position paper on vegetarian diets and it was nominated for the  Atlas Award, designed 
by Elsevier to highlight research that could have a significant social impact. Nominees are selected from among all 
Elsevier journals and are evaluated by an advisory board of representatives from international nongovernmental 
organizations. The panel typically favors original research, so it is unusual for a position paper to be considered. 
The paper has an Altmetric score of 1,150, based on 102 news articles, 318 tweets and 216 Facebook posts. The 
Academy’s press release on the vegetarian position paper generated dozens of news stories and interviews with 
Academy Spokespeople and was prominently featured on the Academy’s social media channels. In addition, the 
paper was translated into Italian by the Scientific Society of Vegetarian Nutrition, which also translated the 
Academy’s 2009 position paper on this topic. 
 
Healthy Futures: Engaging the Oral Health Community in Childhood Obesity Prevention 
Lucille Beseler attended the national conference Healthy Futures: Engaging the Oral Health Community in 
Childhood Obesity Prevention in Washington, D.C. Discussions with the National Maternal and Child Oral Health 
Resource Center, American Academy of Pediatric Dentistry, American Dental Association, American Dental 
Hygienists Association and others provided an opportunity for collaboration and educating them on the role of 
RDNs. 
 
The Obesity Society Meeting 
At the Obesity Society meeting in New Orleans, Donna Martin participated in a panel discussion addressing school 
nutrition policy changes with Kevin Concannon, Under Secretary of USDA-FNCS. 
 
World Diabetes Day 
Lucille Beseler represented the Academy at an event in New York City commemorating World Diabetes Day. 
Novo Nordisk hosted the event at the Danish Consulate. The discussions included the important work done by 
thousands of Academy members in diabetes prevention and care. 
 
Society for Gastrointestinal Endoscopy Innovators Summit 
Lucille Beseler attended American Society for Gastrointestinal Endoscopy Innovators Summit in Downers Grove, 
Ill. Presenters at the summit spoke positively about the role and value of RDNs in patient care for obesity 
management. Staff is continuing the dialogue with the organization related to practice and experiential simulations. 
 
DECEMBER 2016 
 
Transition to New Office Space 
The Academy relocated to the 21st floor of our Chicago headquarters at 120 South Riverside Plaza and the staff 
smoothly settled in. The move was a business decision based on current best practices and leverages a clean and 
efficient office design with better usage of space. Unlike the old office space, the new suite has state-of-the-art 
technology, recently renovated facilities and upgraded meeting rooms. Dedicated staff made a seamless transition 
to the new space providing members the superlative service they have come to expect from the Academy. The 
open-plan office design facilitates increased communication and collaboration among departments and individuals 
alike. The new layout promotes flexibility for staff to accomplish their work, with various-sized conference rooms, 
small “huddle” rooms and private areas for phone conversations and meetings.  
 
The move has resulted in direct cost savings to the Academy in rent and utilities. In addition, the Academy also 
donated excess furniture, supplies and other materials to organizations and agencies including the Chicago Public 
Schools, Kids in Need, Open Books, American Red Cross, a nursing home, a child care center and other entities. 
The move immediately resulted in a cost savings benefit of more than $70,000 per month and is expected to 
generate more $15 million in savings over the life of the lease. 
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On January 26, Lucille Beseler hosted a ribbon cutting at Headquarters and expressed thanks and congratulations. 
The Headquarters team is enjoying the new workspace and is also excited about beginning the Academy’s Second 
Century in an environment that reflects 21st-century needs which can be easily adapted as needed in the years to 
come.  
 
ACEND’s Draft Future Education Model Standards  
The Accreditation Council for Education in Nutrition and Dietetics released the draft Future Education Model 
Accreditation Standards for Associate, Bachelor and Master Degree Programs for public comment. The 
development of these standards began in 2013 with a visioning process. Subsequent phases have included an 
environmental scan, development of a Rationale Document and multiple rounds of stakeholder input and data 
collection. The Board provided regular feedback. 
 
New USDA/Academy Effort to Bring Interns to Child Nutrition 
The Academy has been working with leadership at USDA to provide more internship opportunities for dietetics 
students at federal, state and local levels. USDA and the Academy are making it easier than ever for interns to find 
the Child Nutrition Program rotation that is right for them. A toolkit of resources to help state agencies get ready to 
host and prepare interns for rotations.  
 
9th World Congress on Prevention of Diabetes 
Lucille Beseler, Donna Martin, Jo Jo Dantone and Marcy Kyle attended the 9th World Congress on Prevention of 
Diabetes and Its Complications in Atlanta, Ga. They presented a workshop and a session highlighting the 
importance of the RDN and nutrition services in diabetes prevention and care. They contributed comments to the 
consensus paper “Global Status of Diabetes Prevention and Prospects for Action.” 
 
Fiscal Year 2016 Annual Report 
The Academy’s Annual Report contained highlights and accomplishments from the past fiscal year as well as the 
financial statements for the Academy and Foundation. It is available to read or download on the Academy’s 
website as well as on the Commitment to Transparency site. The Academy’s Annual Report received a Platinum 
Hermes Creative Award for excellence in graphic design. 
 
JANUARY 2017 
 
Academy’s Centennial Year Launched 
For a century, the Academy has been dedicated to building a profession that optimizes health through food and 
nutrition. As we plan for the future with the Second Century initiative, the Academy is honoring our past and 
celebrating the present throughout 2017. A new page was launched in January on the Academy’s website; it 
contains information on the Academy’s history and how all members can get involved in the celebration activities 
as we prepare for a new direction in our Second Century. 
 
Consumer Electronics Show 
Lucille Beseler attended the Consumer Electronics Show in Las Vegas. She met with representatives of companies 
and discussed how RDNs can be instrumental in helping advance their products and services and encouraged 
technology companies to exhibit at FNCE. 
 
New Initiative: Further With Food 
The Academy is a founding member, along with the Rockefeller Foundation, U.S. Department of Agriculture, U.S. 
Environmental Protection Agency and leading private sector and nonprofit organizations, of the “Further with 
Food Center for Food Loss and Waste Solutions,” an online hub for the exchange of information and solutions to 
cut food waste in half by 2030. Further with Food is designed to be the definitive online destination for businesses, 
government entities, investor, non-governmental organizations, educators and other interested individuals to learn 
more about their role in meeting the national food waste reduction goal. The Academy is proud to be one of the 
founders of this collaborative effort to solve one of the most pressing challenges of our time. Some of those areas 
that the Academy and the Further with Food team have identified include: 
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• Household behavior change 
• Food waste diversion 
• Recycling and upcycling (conversion of food waste into energy) 
• Consumer education 
• Government action and policy.   


More information on Further with Food is available at www.furtherwithfood.org. 
 
Academy Joins in Farewell to USDA Under Secretary Concannon 
Donna Martin joined staff from the USDA’s Food, Nutrition and Consumer Services in Washington, D.C., to bid a 
fond farewell to Under Secretary Concannon and celebrate the collective accomplishments under his leadership. 
 
Malnutrition Collaboration  
The Academy and the American Society for Parenteral and Enteral Nutrition continue to collaborate on efforts to 
support the identification and treatment of malnutrition. The Academy signed a letter with ASPEN’s president that 
was sent to public and private payers recommending they not use low BMI as the only diagnostic criteria for 
identifying malnutrition in hospitalized patients. Since the release in 2012 of the Academy/ASPEN Consensus 
Statement on identifying and documenting adult malnutrition, members have periodically brought to our attention 
the fact that payers have been denying hospital claims for patients with malnutrition based on BMI alone. Several 
state Medicaid programs have acknowledged receipt of our letter and have requested conference calls with staff for 
further information and education on this topic. 
 
Academy Participates in Obesity Quality Measures Discussion 
The Academy was one of more than 20 groups who met as part of the Strategies to Overcome and Prevent Obesity 
Alliance to discuss the development of obesity quality measures. As part of the discussion, the National Quality 
Forum Incubator Project Team presented an environmental scan that identified NQF-endorsed measures related to 
obesity or weight assessment. The Academy will continue to participate in future discussions with the STOP 
Obesity Alliance to advance policies supporting obesity management and coverage. 
 
Council on Future Practice’s 2017 Visioning Report in the Journal 
The Council on Future Practice completed a three-year visioning cycle designed to help inform members and 
organizational units for moving the profession forward. Visioning Report 2017: A Preferred Path Forward for the 
Nutrition and Dietetics Profession was published in the January issue of the Journal of the Academy of Nutrition 
and Dietetics and the final version of the document, “Change Drivers and Trends Driving the Profession: A 
Prelude to the Visioning Report 2017” was published on the Academy’s website. The report outlines 
recommendations for specific, actionable items that can be pursued in the next 10 to 15 years to advance the 
profession. The work done by the Council helped inform the Nutrition Impact Summit Briefing Paper and efforts 
on the Second Century Initiative. 
 
International Dysphagia Diet Standardization Initiative 
The Academy and the American Speech-Language-Hearing Association announced their support of a new global 
initiative to standardize diets for the treatment of people who suffer from swallowing disorders. The International 
Dysphagia Diet Standardization Initiative created global standardized terminology and definitions for texture-
modified foods and thickened liquids to improve the safety and care for individuals with dysphagia, a swallowing 
disorder, which affects an estimated 560 million people worldwide. The Academy’s Evidence Based Practice 
Committee reviewed IDDSI’s 2015 article, “The Influence of Food Texture and Liquid Consistency Modification 
on Swallowing Physiology and Function: A Systematic Review, Dysphagia” and determined the methodology is 
sound. Based on this and other reviews, Academy leaders voted to support the adoption of IDDSI. ASHA 
supported IDDSI’s multidisciplinary effort to gather information from clinicians around the world that led to the 
IDDSI framework and methods for standardizing both food and drink and its Board of Directors passed a 
resolution in 2016 to support the IDDSI Framework. IDDSI is leading the implementation of this program in 21 
countries. 
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Interprofessional Education Collaborative  
The Academy was accepted as a member of the nation’s leading advocacy organization for team-based care. The 
Academy will ensure that students and interns have opportunities for Interprofessional Education (IPE) and 
practicing RDNs are included in Interprofessional Practice Teams. Kathy Kolasa, PhD, RDN, LDN, represented 
the Academy at the Interprofessional Education Collaborative (www.ipeccollaborative.org) in Washington, D.C. 
The meeting was hosted by the Association of American Medical Colleges. IPEC is looking toward expanding 
programming: focus on wellbeing; developing webinar series; developing an IPEC Leadership Institute to focus on 
Deans and senior leaders; and developing assessment tools to determine how effective IPE programs are on 
campuses. IPEC’s mission is to ensure that new and current health professionals are proficient in the competencies 
essential for patient-centered, community and population oriented, interprofessional, collaborative practice. 
Eligible institutional members must be associations that represent and serve academic units at institutions of higher 
education that provide an educational program leading to the award of one or more academic degrees to students in 
one or more of the health professions that provide direct care to patients. The next meeting of the IPEC Council 
will be held June 7. 
 
FEBRUARY 2017 
 
The following Position Papers were released: 


• Treating Excess Weight and Obesity Requires Many Different Approaches and the Expertise of 
Registered Dietitian Nutritionists (updated paper) 
Excess weight and obesity among adults results from many influences including personal factors, the 
communities where people live and government policies. Therefore, successful weight loss must 
include multiple strategies addressing each of these influences, as well as the expertise of RDNs.  


 
• Individualized Nutrition Support Is Critical to Athletic Performance (revised paper) 


Nutrition-related factors influence athletic performance and RDNs who are also certified specialists in 
sports dietetics are the best-qualified professionals to assist active adults and competitive athletes, 
according to this revised position paper from the Academy, Dietitians of Canada and American 
College of Sports Medicine.  


 
Sponsorship Evaluation Process Approved 
The Board of Directors accepted the Member Sponsorship Review Committee’s recommended sponsor 
evaluation process and forms, which were developed with feedback from dietetic practice groups and member 
interest groups. Companies that are interested in becoming a National- or Premier-level sponsor will use the 
new evaluation process. 
 
Leaders Receive NAFEM Honors  
The North American Association of Food Equipment Manufacturers has a long tradition of honoring 
volunteer leaders who have contributed to the foodservice industry with the doctorate of foodservice award.  
Lucille Beseler and Immediate Past President Evelyn Crayton were honored with the award and recognized 
for the Academy’s leadership and the contributions to the industry at-large during two special events during 
NAFEM’s Show, February 9-11 in Orlando, Fla.  
 
United Nations: International Day of Women and Girls in Science 
Lucille Beseler represented the Academy on February 10 at the International Day of Women and Girls in Science 
commemoration at the United Nations in New York City. She spoke on “Gender, Science and Sustainable 
Development: The Impact of Media from Vision to Action.” Her remarks included a discussion of the Academy’s 
history, Second Century, the future of the dietetics profession and the future of women in STEM fields. 
 
NASDAQ Opening Bell 
The Academy rang the NASDAQ opening bell on February 16. Lucille Beseler and Pat Babjak were joined by 
members who live in the New York area. Lucille’s remarks highlighted the Academy’s Centennial, the Second 
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Century initiative, Academy members and their great work in optimizing the nutritional health of individuals, 
families, communities and the world. The NASDAQ ceremony was broadcast live on NASDAQ’s website and on 
video screens in Times Square. The Academy’s Centennial logo was broadcast on NASDAQ’s tower with the 
message “The Stock Exchange Welcomes the Academy of Nutrition and Dietetics.” 
 
Congressional Briefing: Economics of Obesity 
The Academy co-hosted a briefing for members of Congress and their staffs February 27 in Washington, D.C., on 
“The Economics of Obesity: Implications for Productivity and Competitiveness.” The Academy is a member of the 
Obesity Care Advocacy Network. Speakers addressed obesity’s impact on the U.S. economy and the need for 
access to obesity management services. One of the Academy’s highest legislative priorities is passage of the Treat 
and Reduce Obesity Act. This bipartisan bill would give the Centers for Medicare and Medicaid Services the 
authority to allow health care providers such as RDNs to offer intensive behavioral therapy – or IBT – services. 
The Academy highlighted research showing that allowing RDNs to treat obesity is not only clinically effective but 
also cost-effective. 
 
MARCH 2017 
 
New Organizational Vision, Mission and Principles  
The Board of Directors established a new vision, mission, principles to support a future strategic direction that will 
expand the influence and reach of the Academy and the nutrition and dietetics profession. The Academy’s new 
vision, as endorsed by the Board, is: A world where all people thrive through the transformative power of food and 
nutrition; with a mission to: Accelerate improvements in global health and well-being through food and nutrition. 
 
The Academy’s principles are: The Academy of Nutrition and Dietetics and our members: 


• Integrate research, professional development and practice to stimulate innovation and discovery 
• Collaborate to solve the greatest food and nutrition challenges now and in the future 
• Focus on system-wide impact across the food, wellness and health care sectors 
• Have a global impact in eliminating all forms of malnutrition 
• Amplify the contribution of nutrition practitioners and expand workforce capacity and capability. 


 
Put Your Best Fork Forward: National Nutrition Month (NNM) and Registered Dietitian Nutritionist Day 
Expanded social media promotion greatly increased visibility of NNM and RDNs. In March, the official hashtag 
#NationalNutritionMonth saw a reach of 41.4 million social media users. Many individuals continued to use the 
previous hashtag #NNM, which saw a reach of 9.9 million social media users. The #NNMchat hashtag saw a reach 
of 1.5 million users and it even trended nationally on Twitter on Wednesday, March 1. The hashtag #RDNday was 
used 2,911 times by 1,771 unique authors for a reach of 2.6 million users and 11.1 million impressions. More than 
600,000 unique users came to eatright.org and viewed more than 1.4 million pages, of which 13 percent were 
specifically National Nutrition Month articles and content. The National Nutrition Month landing page saw more 
than 61,000 page views and the NNM Handouts and Tip sheets page saw more than 23,000 page views. 
Additionally, on RDN Day, the website saw more than 29,000 unique visitors. 
 
APRIL 2017 
 
Academy Participated in National Public Health Week 
The Academy partnered with the American Public Health Association on National Public Health Week from April 
3 to 9. Observed for more than two decades, National Public Health Week recognizes the contributions of public 
health and highlights important issues. This year’s theme was “Healthiest Nation 2030,” with the goal of making 
the U.S. the healthiest nation in one generation. 
 
Malnutrition Measures Included in CMS’ Proposed Rule 
On April 14, CMS favorably received a recommendation by the Academy and the coalition groups that will help 
improve the health of millions of adults, including half of all older patients who face malnutrition. CMS proposed 
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the adoption of malnutrition-focused quality measures into a future Hospital Inpatient Quality Reporting Program. 
CMS has proposed to adopt recommendations of the Malnutrition Quality Improvement Initiative (mqii.today), 
which developed and tested four malnutrition electronic clinical quality measures.  


• NQF #3087: Completion of a Malnutrition Screening within 24 hours of Admission 
• NQF #3088: Completion of a Nutrition Assessment for Patients Identified as At-Risk for Malnutrition 


within 24 hours of a Malnutrition Screening 
• NQF #3089: Nutrition Care Plan for Patients Identified as Malnourished after a Completed Nutrition 


Assessment 
• NQF #3090: Appropriate Documentation of a Malnutrition Diagnosis 


These measures, which were the focus of the Academy’s September 26 Quarterly Advocacy Day on Capitol Hill, 
are for malnutrition screening, assessment, care planning and documentation that will be includes in a future 
Hospital Inpatient Quality Reporting Program. The Academy will submit formal comments as CMS refines its 
proposal.  
 
Membership Update 
Year-to-date membership dues revenue is outpacing FY17 budget projections. If the trend continues, at year-end, 
dues revenue will exceed the FY17 budget projections. Retired category membership has grown 22.2 percent over 
the past year; although 2016 ACEND student enrollment has decreased, the Academy continues to maintain an 85 
percent market share of student members. 
 
Increasing Diversity 
Nearing the end of the program’s second year, 24 affiliates have a Diversity Liaison and the Academy received 10 
applications for a Diversity Mini-Grant to help fund diversity outreach events. This is a 58 percent growth in the 
number of affiliates who had a Diversity Liaison from 2015-2016 to 2016-2017. Plans are in the works to open the 
Diversity Liaison program to dietetic practice groups in the 2017-2018 year. 
 
Fifth Edition of Best-Selling Complete Food and Nutrition Guide Released 
The new fifth edition of the Complete Food and Nutrition Guide contains hundreds of pages of new information 
and is the go-to resource for member and consumers.  
 
Stance on Health Coaches 
Consumers are not aware that health coaches or personal trainers may not have the educational background to 
address anything beyond general nutrition education and cannot provide medical nutrition therapy. People do not 
know that health coaches or personal trainers may not have the educational background to address anything beyond 
general nutrition education and cannot provide medical nutrition therapy. Lucille Beseler spearheaded an effort to 
develop an Academy stance and the Board of Directors agreed to educate organizations that hire coaches. The 
messaging will inform them that only an RDN has the qualifications to provide medical nutrition therapy. The 
Academy will soon launch an assertive strategic communications campaign and will seek and seize opportunities 
to provide reimbursable nutrition services or oversee services to ensure use of evidence-based protocols. 
 
Wasted Food Initiative: IFT/ASN/Academy/IFIC 
Lucille Beseler and Pat Babjak met with the presidents and CEOs of IFT, ASN and IFIC to propose a collaboration 
on reducing food loss and waste in the United States. The proposal was unanimously accepted and the 
organizations will collectively align educational efforts for reducing food loss and waste in the United States. The 
Academy will lead the collaboration to provide access to information on best practices for preventing, recovering 
and recycling food loss and waste. Food and nutrition security is an emerging focus area for the Academy’s 
Second Century and creates many opportunities for impact in food waste. Academy members, like members of 
ASN and IFT, are well-positioned to elevate the food loss/waste/recovery dialogue to the next level. We will 
partner to educate and empower consumers in reducing wasted food in the home and secure commitments and 
measure impact of retailers in diverting perishable food to food banks and feed food insecure families. 
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The initiative will apply innovative communication strategies to reach consumers and prevent food waste, 
including tips on grocery shopping, using leftovers, planning meals, eating out and food safety. The campaign 
includes recruiting retailers committed to being socially responsible community partners in food and would 
establish baseline measures of food loss, set measurable goals, provide technical assistance in creating systems for 
donating to food banks and food pantries and measure progress on commitments.  
 
Academy Receives Publication Editors’ Awards  
Food & Nutrition magazine was honored with the following American Society of Healthcare Publication Editors’ 
Awards: 


• Gold Award in the Best Use of Social Media Category: Engage 
• Silver Award in the Best Regular Department Category: Savor 
• Silver Award in the Best Blog Category: Stone Soup.  


ASHPE recognizes editorial excellence and achievement in the field of health care publishing. The annual awards 
competition honors the very best the health care sector has to offer.  
 
Food & Nutrition Magazine’s Test Kitchen 
Lucille Beseler participated in Food & Nutrition Magazine’s first test kitchen event held in Chicago. Academy 
members prepared, tested and refined a recipe that was featured in the print issue and online at 
www.FoodandNutrition.org. Over 150 members joined Lucille for a Twitter chat and members posted photos and 
used #FNTestKitchen social sharing wall.  
 
MAY 2017 
 
Museum Display to Commemorate Centennial of the Dietetics Profession 
To commemorate the Academy’s Centennial, the Ohio Academy of Nutrition and Dietetics and the Greater 
Cleveland Academy of Nutrition and Dietetics are hosting a display at the Dittrick Museum of Medical History at 
Case Western Reserve University in Cleveland, Ohio. The display, “Celebrating the Centennial of the Dietetics 
Profession in America: 100 Years of Optimizing Health through Food and Nutrition,” will run through May 22 and 
includes original photographs, archives and commemorative items documenting the organization’s first century. 
 
May is Nutrition Research Month 
The Academy’s Research Month takes place every May. The annual theme “Research Matters!” will highlight the 
relevance and importance of scientific research in nutrition and dietetics, while promoting valuable resources the 
Academy provides to encourage and support the research process by all RDNs. 
 
Food Service Guidelines Collaborative’s Food Systems Engagement Meeting  
Lucille Beseler attended the Food Service Guideline Collaborative’s Food Systems Engagement Meeting on May 5 
in Washington, D.C. The group discussed opportunities and barriers to align the food system with dietary needs. 
The meeting included representatives from across the food system such as food manufacturers to end users such as 
government entities and Fortune 500 companies.  
 
Special Olympics Inclusive Health Forum  
Lucille Beseler attended the Special Olympics Inclusive Health Forum meeting on May 9 in Washington, D.C. The 
Academy is collaborating with this leading organization to advocate for nutrition services provided by RDNs to 
improve the health of people with intellectual disabilities, especially individuals who have chronic diseases such as 
obesity. The Academy was recognized by the Special Olympics as a key champions of health with expertise and 
influence that could greatly affect the lives of people with intellectual disabilities. The Health Forum addressed 
how attendees can collectively have a profound impact on the health of people with intellectual disabilities by 
ensuring that people with and without disabilities have the same opportunities to be healthy. 
 
Academy Applies for USAID Grant 
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The Academy was invited by Research Triangle Institute International to participate as a partner in a grant 
proposal on Multisector Nutrition Activities to the United States Agency for International Development. If the 
grant is accepted, the Academy will provide assistance to governments and training and educational institutions 
related to the accreditation of global training programs and worldwide credentialing. The Academy will also 
provide consultation and technical assistance on the development of pre-service and in-service training curricula 
for related medical/clinical training programs in developing countries to build capacity in nutrition.  
 
Pew Research Center: Global Research and Public Policy  
The Academy is working with the Pew Research Center to ensure that kitchen equipment and infrastructure 
provisions as included in the School Food Modernization Act are included in any child nutrition reauthorization 
legislation. This will spotlight the important role of members who work in school nutrition and foodservice. 
 
World Nutrition Policy Center at Duke University 
Lucille Beseler and Pat Babjak will be meeting with Kelly D. Brownell, PhD, dean of the Sanford School of Public 
Policy at Duke University, to explore opportunities to collaborate with the university’s World Nutrition Policy 
Center. Given mutual interests in worldwide nutritional health and joint working relationship as members of the 
National Academy of Medicine’s Obesity Roundtable, the Academy and the World Nutrition Policy Center will 
exchange ideas, discuss future goals and determine opportunities that might exist to partner strategically. 
 
Managing CVD Risk in Diabetes Roundtable 
Lucille Beseler appointed Wahida Karmally, DrPH, RD, CDE, CLS, FNLA, to represent the Academy at the 
American College of Cardiology’s 2017 Managing CVD Risk in Diabetes Roundtable, scheduled for June 20 in 
Washington, D.C. The purpose of the roundtable is to explore recent trial evidence for new antidiabetic drugs, their 
demonstrated improved cardiovascular outcomes and what that means for the cardiology community. The one-day 
meeting will engage participants in interactive discussions to facilitate a greater understanding of real-life 
challenges faced by patients, caregivers, clinicians, payers and health systems in incorporating newer agents for 
improved outcomes in patients with Type 2 diabetes that are either at high risk for or have established CVD. 
Outcomes of the roundtable may include identifying the need for an expert consensus document, developing care 
algorithms and/or practical tools to address the CV team’s role in the management of diabetes to reduce 
cardiovascular risk. Wahida has served as chairman of the nutrition committee of the American Heart Association 
in New York and also is a certified diabetes educator. She is also a member of several AHA committees including 
Physicians' Cholesterol Education Program, Public Policy and Government Affairs, Women and Heart disease, 
Prevention Cardiology and she has served on its board of directors for two terms.  
 
Certificates of Training Programs  
The Academy’s Center for Lifelong Learning collaborated with the Nutrition Informatics Committee, the NIC 
Consumer Health Informatics Workgroup and the Interoperability and Standards Committee, to offer an online 
Certificate of Training program in Informatics to ensure nutrition professionals stay up-to-date with the latest 
methods of processing and using data in all areas of the profession. The information provided is critical to the 
nutrition professional and can be successfully utilized on a daily basis, covering topics such as, Electronic Health 
Records, security and ethics and utilizing data.  
 
New Guideline Published on Evidence Analysis Library  
The Academy’ Evidence Analysis Library published the Gestational Diabetes Evidence-based Nutrition Practice 
Guideline and Supporting Systematic Reviews. Highlights of the publication include 17 evidence-based nutrition 
recommendations and supporting systematic reviews of MNT, calories, macronutrients, dietary patterns and meal 
and snack distributions. The guideline is free and available to all Academy members and EAL subscribers.  
 
Academy Positions Committee Update 
APC facilitated the National Osteoporosis Foundation and the American Society for Preventive Cardiology request 
to support their joint position statement on calcium and cardiovascular disease. APC, Evidence-Based Practice 
Committee (EBPC) and the SCAN DPG reviewed and recommended support. The House Leadership Team voted 
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for the Academy to support this position statement. APC also supported, along with EBPC and Pediatric Nutrition 
Dietetic Practice Group, Addendum Guidelines for the Prevention of Peanut Allergy from the National Institute of 
Allergy and Infectious Diseases. HLT voted to support this Guideline. 
 
The following position/practice papers have been submitted for publication in the Journal of the Academy of 
Nutrition and Dietetics: 


• Inter-professional Education in Nutrition as an Essential Component of Medical Education position paper 
to be published in July 


• Classic and Modified Diets for Treatment of Epilepsy practice paper to be published in August 
All published position and practice papers can be viewed at http://www.eatrightpro.org/resource/practice/position-
and-practice-papers/position-papers/academy-position-papers-index 
 
Partnership for a Healthier America Summit 
Former President Bill Clinton recognized the work of RDNs during his remarks at the Partnership for a Healthier 
America’s seventh annual summit in Washington, D.C. The meeting convened some of the nation’s most 
influential leaders in the fight to end childhood obesity. The summit provided a unique opportunity for business 
and industry leaders to sit at the table with their nonprofit, academic and government counterparts to address major 
considerations for the health of our nation’s youth.  
 
American Association of Clinical Endocrinologists Annual Conference  
Jo Jo Dantone represented the Academy at the American Association of Clinical Endocrinologists Annual 
Conference in Austin. Through many discussions with their leadership an RDN will now serve on two committees.  
This is a major accomplishment and will further the education of endocrinologists about the importance and benefit 
of inclusion of an RDN in their practices to promote positive patient outcomes through Medical Nutrition Therapy 
and Diabetes Self-Management Education and Support.  
 
 
A full calendar of representation at meetings and events is attached. 
 
SUBMITTED BY: Lucille Beseler, President 2016-2017 
   Patricia M. Babjak, Chief Executive Officer 
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Representation at Meetings and Events Calendar 


2016-2017  


Criteria for Representation at Meetings or Events: 


 The philosophy and values of the external organization are consistent with that of the Academy.


 The meeting or event supports the Academy’s strategic direction.


 The expected outcomes of representation are pre-established.


 The human capital and financial resources required of the Academy are reasonable and within budget.


 The external organization is willing to incur the direct and indirect associated costs, whenever possible.


 The organization’s membership and leadership include a significant portion of Academy members or potential Academy members.


 The Academy is not expected to endorse or help position any commercial product(s) or service(s).


DATE MEETING LOCATION 


BOARD OF DIRECTORS 


REPRESENTATIVE 


June 7-10, 2016 Association of Healthcare Foodservice (AHF) 2016 Annual Conference Dallas, TX M Yadrick (reciprocal reg) 


June 8-11, 2016 Dietitians of Canada Winnipeg, Canada L. Beseler, P. Babjak 


June 9-11, 2016 HLT Summer Retreat Chicago, IL HLT Members, P. Babjak 


June 10, 2016 Arkansas Academy of Nutrition and Dietetics Meeting Little Rock, AR J. Ragalie-Carr 


June 10-13, 2016 ANFP Annual Meeting (Academy exhibit booth) Indianapolis, IN B. Richardson (reciprocal booth) 


June 15-17, 2016 SNAL Meeting Shreveport, LA E. Crayton 


June 17, 2016 Arizona Academy of Nutrition and Dietetics Phoenix, AZ L. Farr 


June 20-21 Advisory Committee on Minority Health Meeting Bethesda, MD L. Smothers 


June, 22-23, 2016 Foundation Board Meeting Washington, D.C. D. Martin, P. Babjak 


June 23 - 24, 2016 Public Policy Workshop (PPW) Washington, D.C. L. Beseler, D. Martin,  


E. Crayton, L. Farr, D. Polly, 


A. Miles, C. Christie,  


D. Ferko-Adams, P. Babjak 


July 10-13, 2016 School Nutrition Association Annual Conference San Antonio, TX D. Martin (reciprocal reg) 
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DATE MEETING LOCATION 


BOARD OF DIRECTORS 


REPRESENTATIVE 


July 15 -16, 2016 Texas Academy Leadership Orientation McKinney, TX Provided Presidential Video 


July 16-19, 2016 Institute of Food Technologists Annual Conference Chicago, IL L. Beseler, P. Babjak 


July 20, 2016 


July 27, 2016 


Republican National Convention  


Democratic National Convention 


Cleveland, OH 


Philadelphia, PA 


L. Beseler, J. Blankenship, 


P. Tuma 


July 24-27, 2016 Florida Academy of Nutrition and Dietetics Tampa, FL L. Beseler 


August 12-15, 2016 American Association of Diabetes Educators Annual Meeting San Diego, CA L. Beseler, P. Babjak 


August 18,2016 California Academy of Nutrition and Dietetics Leadership Los Angeles, CA M. Lites 


August 24-25, 2016 Academy/Foundation Planning Meeting Catawba, OH J. Ragalie-Carr, L. Beseler, 


P. Babjak, M.B. Whalen,  


K. Brown, A. Steiber, 


August 31, 2016 Board of Directors Webinar BOD Members 


September 7-10, 2016 International Congress of Dietetics Granada, Spain L. Beseler, D. Martin 


S. Escott-Stump, J. Rodriguez, 


P. Babjak 


September 12, 2016 Panera National Press Club “Kids Meal Promise” Washington, DC L. Beseler 


M.P. Raimondi 


September 16-17, 2016 ASMBS 3rd Annual National Obesity Collaborative Care Summit Chicago, IL Anne Wolf 


September 20-21, 2016 Board of Directors Meeting Irving, TX BOD Members 


September 21-23, 2016 Second Century Summit Irving, TX BOD Members 


October 6, 2016 White House Kitchen Garden for the Let’s Move! Celebratory Event Washington, DC D. Martin 


October 11-15, 2016 The 2016 "Borlaug Dialogue" International Symposium and Global Youth 


Institute 


Des Moines, IA E. Bergman 


October 13, 2016 HOD Leadership Team Meeting (HLT members) Boston, MA 


October 13-15, 2016 CDR Level 2 Program Boston, MA L. Beseler 


October 14-15, 2016 HOD Fall Meeting Boston, MA BOD members 


October 15-16, 2016 Mega Nutrition 2016 San Paulo, Brazil Provided a video on the topic of 


the EAL 


October 15-18, 2016 FNCE Boston, MA BOD members 
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DATE 


 


MEETING 


 


LOCATION 


BOARD OF DIRECTORS 


REPRESENTATIVE 


November 3-4, 2016 Healthy Futures: Engaging the Oral Health Community in Childhood 


Obesity Prevention National Conference  


Washington, DC L. Beseler 


 


November 4, 2016 The Obesity Society Meeting: Panel discussion addressing school nutrition 


policy changes with Kevin Concannon, Under Secretary of USDA-FNCS  


New Orleans, LA D. Martin 


November 6-7, 2016 Board of Directors Meeting Rosemont, IL BOD Members 


November 10-12, 2016  CDR Level 2 Program Long Beach, CA L. Beseler 


November 14, 2016 World Diabetes Day- Danish Consulate General’s Residence New York, NY L. Beseler 


 


November 21-22, 2016 American Society for Gastrointestinal Endoscopy Downers Grove, IL L. Beseler 


 


December 2-4, 2016 9th World Congress on the Prevention of Diabetes Atlanta, GA L. Beseler 


D. Martin 


M. Kyle 


J. Dantone-DeBarbieris 


December 7, 2016 Fuel up to Play 60 Gala New York, NY L. Beseler 


J.  Ragalie-Carr 


M. Whalen 


 


January 5-7, 2017 Consumer Electronics Association: Health innovations in the palm of your 


hand 


Las Vegas, NV L. Beseler 


January 12, 2017 Farewell to Under Secretary Kevin Concannon Washington, DC D. Martin 


January 13, 2017 


11:00am CT – 1:00pm 


CT 


 


Board of Directors Meeting (Webinar) _____ BOD Members 


January 17-20, 2017 Committee for Life Long Learning Chicago, IL D. Martin, P. Babjak 


January 18, 2017 Food and Nutrition Science Solution Joint Task Force Leadership Meeting  Washington, DC L. Beseler, B. Ivens 


P. Babjak 


January 20-22, 2017 HLT Winter Retreat Chicago P. Babjak 


HLT Members 


February 8-11, 2017 North American Association of Food Equipment Manufactures (NAFEM) Orlando, FL L. Beseler, E. Crayton 


February 9, 2017 United Nations  New York, NY L. Beseler 


February 15, 2017 NASDAQ New York, NY L. Beseler, P. Babjak 


D. Acosta  
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DATE MEETING LOCATION 


BOARD OF DIRECTORS 


REPRESENTATIVE 


February 23, 2017 Joint Academy/Foundation Board Meeting Chicago, IL Academy and Foundation Board 


members 


February 24, 2017 Board Meeting Chicago, IL BOD members 


February 26-27, 2017 Quarterly Advocacy Day Washington, DC D. Martin 


L. Farr 


D. Ferko-Adams 


P. Babjak 


March 1-3, 2017 Alabama Dietetic Association Meeting Birmingham, AL D. Martin 


March 13, 2017 Committee Appointment Meeting Chicago, IL D. Martin, D. Polly, 


P. McConnell 


March 12-14, 2017 NDEP Western Region Pacific Grove, CA A. Miles 


March 15-16, 2017 Georgia Academy of Nutrition and Dietetics Savannah, GA D. Martin 


March 18, 2017 Clinical Nutrition Managers DPG Symposium St. Petersburg, FL L. Beseler 


March, 21, 2017 VHA Grand Rounds Webinar (45min session with 15 minute Q/A)- 


Request by Angel Planeris 


n/a L. Beseler 


March 27, 2017 Panera Webinar n/a L. Beseler 


March 28, 2017 Update on Diabetes and Prediabetes Management- Mississippi Academy of 


Nutrition and Dietetics Annual Conference  


Biloxi, MS J. Dantone-DeBarbieris 


March 30, 2017 Texas Academy of Nutrition and Dietetics Annual Conference Georgetown, TX L. Farr 


March 30-31, 2017 NDEP Central Region Louisville, KY T. Randall 


March 31- April 1, 


2017 


Nevada Academy of Nutrition and Dietetics Reno, NV L. Beseler 


April 4, 2017 


11:00am CT – 1:00pm 


CT 


BOD Meeting Webinar BOD Members 


April 4-5, 2017 PEW: Kids Safe and Healthy Schools Capstone Event” From Policy to 


Plate- Opportunities to continue healthy trends in school nutrition programs 


Washington, DC D. Martin 


April 6-7, 2017 Wisconsin Academy of Nutrition and Dietetics Conference Elkhart, WI D. Martin 


April 7-9, 2017 Nutrition News Forecast Meeting Denver, CO L. Beseler, D. Martin 


P. Babjak, M. Russell 


April 19, 2017 Southern Nevada Dietetic Associations Las Vegas, NV L. Beseler 


April 19, 2017 NAMA Nutrition Advisory Council RoundTable Las Vegas, NV L. Beseler 


April 20-21, 2017 NDEP Eastern Region Baltimore, MD A. Miles 
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DATE MEETING LOCATION 


BOARD OF DIRECTORS 


REPRESENTATIVE 


April 20-21, 2017 New Mexico Academy of Nutrition and Dietetics Conference Santa Fe, NM D. Martin 


April 22, 2017 Food and Nutrition Science TF/ CEO Meeting/ ASN Chicago, IL L. Beseler, P. Babjak 


April 22-23, 2017 HOD Virtual Meeting BOD Members, as schedule 


permits 


April 22-23, 2017 Pennsylvania Academy of Nutrition and Dietetics Conference King of Prussia, PA L. Beseler 


April 27-29, 2017 California Academy of Nutrition and Dietetics Annual Conference McClellan, CA L. Beseler 


May 3-7, 2017 American Association of Clinical Endocrinologists Annual Meeting Austin, TX J. Dantone-DeBarbieris 


May 4-5, 2017 Food Systems Engagement Meeting hosted by the Food Service Guidelines 


Collaborative 


Bipartisan Policy Center 


in Washington, DC 


L. Beseler 


May 5, 2017 Delaware Academy of Nutrition and Dietetics Newark, DE D. Martin 


May 9, 2017 Special Olympics and Association of University Centers on Disabilities 


Inclusive Health Forum 


Washington, DC L. Beseler 


May 10-12, 2017 Partnership for a Healthier America Summit Washington, DC MP Raimondi 


May 10-12, 2017 New York State Academy of Nutrition and Dietetics Lake Placid, NY L. Beseler 


May 12, 2017 Maryland Academy of Nutrition and Dietetics Linthicum Heights, MD L. Beseler 


May 11-12, 2017 West Virginia Academy of Nutrition and Dietetics Annual Conference Huntington, WV D. Martin 


May 17-18, 2017 Ohio Academy of Nutrition and Dietetics Annual Conference Cleveland, OH BOD Members, as schedule 


permits 


May 19-20, 2017 Board of Directors Meeting Cleveland, OH BOD Members 
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FOUNDATION REPORT 
BOARD OF DIRECTORS MEETING 
MAY 19-20, 2017 


 


 


 
The Academy Foundation launched its Second Century Fundraising Campaign during FNCE 
2016 with a goal to raise $5 million by FNCE 2020.  Following is an overview of solicitation 
activities, campaign and leadership status, funds expended and donor listing. 
 
Second Century Solicitations:   
 


• FNCE Second Century Fundraising activities at booth 
• All Member email solicitation following FNCE 
• Nutrition Impact Summit Attendees solicitation 
• FNCE Attendees follow-up email appeal 
• November Foundation Chair Message Second Century Appeal 
• Second Century messaging and appeals through various Academy communications 


including EatRight Weekly, Student Scoop and the NDEP message board. 
• Appeal to all NDEP program administrators 
• Leadership 100% Challenge to Academy and Foundation Boards, HOD, Past Presidents 


and Chairs, and Current/Past Spokespeople 
• Proposals to Affiliates with request for gifts from their budget or reserves and to hold a 


fundraiser at their annual meeting 
• Proposals to DPG’s and MIG’s requesting 5% of their reserves 
• Academy Staff Executive team and Foundation Staff ask 
• CDR Request 
• Second Century receptions in Columbus, Kansas City, Dallas, Atlanta, Chicago, East 


Lansing and Cleveland 
 


Campaign Dashboard: 


          


Campaign Goal $5,000,000  


Total Raised To-Date $2,484,218.68  


Cash In $1,925,571.68  


Outstanding Pledges $558,647.00   


Dollars expended $1,429,457.60 


Average Individual Gift $3,202.68  


Total Number of Gifts 364 
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Dollars expended have supported: 
 
• Academy/Foundation Steering Committee  
• Blue Ribbon Panel to develop and test a concept note 
• Leader and member engagement 
• External stakeholder engagement 
• International landscape study 
• Nutrition Impact Summit  
• Infrastructure and strategic planning  
• Marketing, communications and branding  
• Fundraising activities 
 
Leadership Challenge: 
 


 
 
Second Century Giving Society: 
 
Founders  
 
$1,000,000.00  
Academy of Nutrition and Dietetics 
 
$250,000 - $499,999 
Susan C. Finn 
Commission on Dietetic Registration 
 
$100,000 - $249,999 
Anonymous 
Mary Abbott Hess 


Neva H. Cochran 
Sonja L. Connor 
Susan Laramee 
 
 
Torchbearers 
 
$50,000 - $99,999 
Anonymous 
Jean H. Hankin 
Diane W. Heller 
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$25,000 - $49,999 
Patricia M. Babjak 
 
$10,000 - $24,999 
Jean H. Ragalie-Carr 
Martha L. Rew 
Mary Beth Whalen 
 
Leaders 
 
$5,000 - $9,999  
Sylvia A. Escott-Stump 
Jane V. White 
 
$2,500 - $4,999 
American Dairy Association - Mideast 
Kathryn A. Brown 
Diane M. Enos 
Donna S. Martin 
Barbara J. Visocan 
 
$1,000 - $2,499 
Anonymous 
Lucille Beseler 
Susan M. Burns 
Ann M. Coulston 
Virginia J. Dantone-DeBarbieris 
Nancy M. DiMarco 
Judith L. Dodd 
Ellyn C. Elson 
Trisha P. Fuhrman 
Margaret P. Garner 
Linda M. Gigliotti 
Eileen T. Kennedy 
Penny E. McConnell 
Carolyn A. O'Neil 
Anita L. Owen 
Mary Pat Raimondi 
Tamara L. Randall 
Mary K. Russell 
Marsha K. Schofield 
Alison L. Steiber 
The J M Smucker Company 
Kathleen A. Wilson-Gold 
Kay N. Wolf 
Lauri Y. Wright 
Martin M. Yadrick 
 
$500 - $999 
Roberta H. Anding 


Carl D. Barnes 
Tracey L. Bates 
Cynthia T. Bayerl 
Nicole E. Brown 
Joan G. Fischer 
Edith H. Hogan 
Mary Beth Kavanagh 
Kim D. Larson 
Angela M. Lemond 
Kathryn F. Martinez 
Aida C G. Miles 
Steven A. Miranda 
Teresa A. Nece 
Jessie M. Pavlinac 
Joan T. Schwaba 
Linda V. Van Horn 
 
Champions 
 
$250 - $499 
Denise A. Andersen 
Joan E. Bechtold 
Ethan A. Bergman 
Don W. Bradley 
Karen R. Casarin 
Chicago Academy of Nutrition and Dietetics 
Becky Dorner 
Clinical Nutrition Management 
Wanema M. Frye 
Cynthia L. Kleckner 
Marcia A. Kyle 
Margie McAllister 
Christine M. Reidy 
Ellen Rosa Shanley 
Elisa S. Zied 
 
$100 - $249 
Beverly B. Bajus 
Hope D. Barkoukis 
Vera Marie Bartasavich 
Behavioral Health Nutrition  
Lois L. Bloomberg 
Deanne S. Brandstetter 
Nadine S. Braunstein 
Jennifer C. Bruning 
Columbus Foundation 
Maureen E. Conway 
Margaret E. Cook-Newell 
Ginnefer O. Cox 
Cynthia C. Cunningham 


3 







Attachment 1.5 
Maria A. Davis 
Carol A. Denysschen 
Sharon J. Emley 
Linda T. Farr 
Nancy Z. Farrell 
Denice Ferko-Adams 
Doris C. Fredericks 
Barbara S. Gollman 
Joanne M. Graham 
Rita J. Grandgenett 
Beverly W. Henry 
Debra G. Hook 
Linda L. Hoops 
Barbara Ann F. Hughes 
Kendra K. Kattelmann 
Linda I. Kluge 
A. K. Lewis 
Michele D. Lites 
Ainsley M. Malone 
Danna J. Malone 
Jacqueline B. Marcus 
Martha L. McHenry 
Lisa M. Medrow 
Minnesota Dietetics in Health Care 
Communities 
Amy K. Moore 
Karen A. Morrison 
Eileen S. Myers 
Charnette Norton 
Bettye J. Nowlin 
Sara C. Parks 
Dianne K. Polly 
Jason D. Roberts 
Judith C. Rodriguez 
Maria Rzeznik 
Roberta L. Scheuer 
Lisa M. Sheehan-Smith 
Anna M. Shlachter 
Megan M. Sliwa 
Paul Slomski 
Elise A. Smith 
Sachiko St. Jeor 
Susan R. Straub 
Caroline L. Susie 
Naomi Trostler 
Jeannine Windbigler 
Cynthia A. Wolfram 
Audrey C. Wright 
Lisa E. Wright 
Mary K. Young 


Kathleen M. Zelman 
 
$50 - $99 
American Overseas Dietetic Association 
Janine M. Bamberger 
Shirley A. Blakely 
Wendelyn E. Boehm 
Nancy A. Boyd 
Susan L. Brantley 
Phillip Carr 
Evelyn F. Crayton 
Athena C. Evans 
Gloria A. Fishburn 
Margery J. Gann 
Barbara J. Gordon 
Romilda Grella 
Diane L. Griffith 
Jo Ann T. Hattner 
Carla S. Honselman 
Carol S. Ireton-Jones 
Page Love 
Sitoya Mansell 
Phyllis J. Marsch 
Mary A. Miller 
Audrey A. Morgan 
Cordialis C. Msora-Kasago 
Margaret S. O'Neill 
Rory C. Pace 
Lisa S. Paige 
Caroline W. Passerrello 
Robin D. Plotkin 
Dee F. Pratt 
Camille P. Range 
Sharon E. Rhodes 
Shannon M. Robson 
Margaret M. Rowe 
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International Confederation of Dietetic Associations Report


SUBMITTED BY: JUDITH RODRIGUEZ, 3/30/17 


INSIGHTS FROM MEMBER COMMENTS AND OTHER INFO SOURCES 


Key areas of interest to members: advancing and marketing the profession, creating job 


opportunities and building network capacity, NDA Rep and workforce development and lack of 


infrastructure to collect data. 


UPDATE ON ICDA BOARD CONFERENCE CALLS AND MEETINGS 


1. There was a conference call in December to plan the upcoming Feb-Mar 2017 Board


meeting.


2. The Board met in Monterrey, MX 2/28-3/2/17. All board members were there (Marsha


Sharp, Chair, Carole Middleton, Secretary, Tatsushi Komatsu, Yoriko Heianza, Translator,


Sheela Krishnaswamy, Judith Rodriguez, Giuseppe Russolillo, Elizabeth Perez Solis).


Sandra Capra was a guest 3/1/17 to discuss the work related to education and accreditation.


3. Board next face to face meeting will be held in April 2018 after the Easter Break. Giuseppe


Russolillo agreed to investigate holding the meeting in Rome.


WORK UPDATES/POTENTIAL WORK IDEAS 


1. ICDA will proceed with accreditation as part of the ICDA strategic direction with an


implementation phase of 1 year, 2017-2018, formation of an independent body in decision


making accountable to the Board to be called ICDA- Commission for Dietitian-Nutritionist


Education and Accreditation, or I-CDEA. Sandra Capra will lead the I-CDEA initiative.


The document needs revision, agreement on financial issues related to the assessment, and


reviewers. Implementation pilots with 3-4 universities from a range of countries.


2. The Board adopted the August 2016 Competency Standards and will publish the document


on the website and alert the NDAs. There needs to be a tool kit or explanation and examples


of how to apply in different domains of practice.


3. Data on Education and Work of Dietitians-Nutritionists to be collected (due 2020), perhaps


on topics such as Inter-Professional Education and work what Dietitian-Nutritionists are


doing related to food and agriculture, new areas of work.


4. Revise the Welcome Fund Proposal proposal for submission to AND. (Note: I wrote such


and sent to ICDA for formal submission to AND)


5. Submit a proposal to AND for NDA and leader development as part of the Second Century


GNC. (Note: I wrote such and sent to ICDA for formal submission to AND)


6. Develop a vision for the next 10 years on what we want to achieve and how NDAs can


participate in the GNC.
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7. Need to consider an electronic annual report of the highlights and achievements of ICDA


8. Expand areas on the website to encourage dialogue, share best practices or have discussion


forums for the Representatives.


9. ICDA propose a “Theme Day” topic each year or align with an international organization


that does so.


10. Perhaps ICDA should revise the existing marketing plan to create a Marketing Committee.


11. Consider sharing of resources and ask NDAs if they would share resources at low cost.


12. Find out what AND wants from an ICDA Representative on the eNCPT Committee.


OPERATIONAL UPDATES 


1. The Board was given an orientation to Basecamp, which will be the communication


platform.


2. Minutes of the 67th Meetings held in Granada were adopted.


3. Info gathered from each of the ICDA led workshops held at ICD, Granada were reviewed.


4. The Spanish Academy of Nutrition and Dietetics plans to make the SustainablEating


documentary (shown at ICD in Granada) available at a cost. Other options discussed.


5. The Board Communication Working Group (renamed the Board Communication


Committee or BCC) and Board Communications Plan were approved. (Note: I wrote such


and sent to ICDA for formal approval after the Board meeting)


6. Belgium membership was approved.


7. The Board agreed to support the International Dysphagia Diet Standardisation (IDDS);


more importantly it was agreed that policy and procedure guidance is needed on how


decisions regarding what and how to support projects is needed.


8. The need for terms of Reference, deliverables, etc. for Dietetics Around the World (DAW)


Newsletter and protection of Name, Logo, and IP were discussed.


9. ICDA Policy Manual was reviewed.


10. Revision of the By-laws was required to allow for continuity of Board Members and a


move away from Board Members also being NDA Representatives.


11. Some finance items were reviewed and approved (e.g, 69th Meeting and Board meeting


expenses)


12. Budget for 2017-2018 was deferred to the next meeting.


Submitted by: 


Judith Rodriguez, PhD, RDN 3/30/17 
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Committee/Committee Members Term Year Comments 


+ Continues to serve on committee to complete term of office 
Page 2 of 9 


Academy Board of Directors 


Executive Committee  


Staff: Patricia Babjak 


Donna Martin 1 year 2017-2018 President 


Mary Russell 1 year 2017-2018 President-elect 


Jo Jo Dantone-DeBarbieris 1 year 2017-2018 Treasurer 


Martin Yadrick 1 year 2017-2018 Academy Foundation Chair 


Dianne Polly 1 year 2017-2018 Speaker 


Marcia Kyle 1 year 2017-2018 Speaker-elect 


Academy Political Action 


Committee  


Staff:  Jeanne Blankenship 


Susan C. Scott+ 3 years 1/1/16-12/31/18 Chair, 2017 


Trisha Fuhrman+ 4 years 1/1/16 – 12/31/19 Vice Chair, 2017 


Nancy Z. Farrell 3 years 1/1/15-12/31/17 Past Chair, 2017 


Lisa Eaton Wright+ 3 years 1/1/17 – 12/31/19 


Carla Honselman+ 3 years 1/1/16-12/31/18 


Heidi Wietjes+ 3 years 1/1/16-12/31/18 


Judy Prager 3 years 1/1/15-12/31/17 


Kathryn Lawson 3 years 1/1/15-12/31/17 


Elise Smith+ 3 years 1/1/17 – 12/31/19 


TBD 1 year 6/1/17-5/31/18 Student rep to AND PAC 


Michele Delilles Lites 1 year 6/1/17-5/31/18 BOD liaison to ANDPAC 


Lorri Holzberg 1 year 1/1/17 – 12/31/17 Ex-officio LPPC 


Academy Positions Committee Staff:  Donna Wickstrom 


Ainsley Malone 3 years 2015-2018 Chair, 2016-2018 


Mary Marian+ 6 years 2013-2019 Vice Chair, 2016-2018; Chair 


2018-2019 


Mary Kay Meyer+ 3 years 2016-2019 


Jesse M. Pace+ 3 years 2016-2019 HOD representative 


Sandra J. Morreale+ 3 years 2016-2019 
Valaree Williams 4 years 2014-2018 


Nancy Munoz 3 years 2015-2018 


Rick Hall+ 3 years 2015-2018 


Cyndia Kanarek Culver+ 3 years 2015-2018 


Brenda Richardson+ 3 years 2015-2018 


Board of Directors Representative 


to NDEP 


Staff: Lauren Boznich 


Kevin Sauer 1 year 2017-2018 


CDR Representative to NDEP 


Rebecca Brody 1 year 2017-2018 
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Committee for Lifelong 


Learning  


Staff: Lori Granich 


Christine Weithman+ 5 years 10/14-10/19 Chair- 10/17-10/18;  


Past Chair – 10/18-10/19; Host 


State Rep: MA 


Meghan Adler+ 5 years 10/15-10/20 Vice Chair, 10/17-10/18; Chair, 


10/18-10/19; Past Chair, 10/19-


10/20 


Roberta Anding+ 6 years 10/12-10/18 Past Chair, 10/17-10/18 


Dr. Anne Marie Davis+ 3 years 10/16-10/19 


Kimberly Kirchherr+ 3 years 10/16-10/19 
Mary Beth Kavanagh+ 3 years 10/16-10/19 
Mindy Hermann 3 years 10/17-10/20 


Amanda Kruse 3 years 10/17-10/20 Host State Representative: 


Indiana 


Susan L. Smith 3 years 10/17-10/20 


Kathleen Niedert+ 3 years 10/15-10/18 


Mary Russell 1 year 2017-2018 Advisor (President-elect) 


Zachari  R. Breeding+ 3 years 10/16-10/19 


Maggie Murphy 3 years 10/17-10/20 


Committee for Public 


Health/Community Nutrition 


Staff: Diane Juskelis/Mya Wilson 


Phyllis Stell Crowley+ 2 years 2016-2018 Chair, 2017-2018 


TBD Vice chair, 2017-2018; Chair 


2018-2019 


Samia Hamdan+ 2 ½ years 2016-2018 Term started January 2016 


Caroline Roffidal-Blanco 3 years 2017-2020 


Melissa Pflugh Prescott 3 years 2017-2020 


Lauren Melnick 3 years 2017-2020 


Tammy Randall 1 year 2017-2018 BOD Liaison 


Michele Guerrero+ 3 years 2016-2019 Member with <7 years of 


experience 


Shannon Robson+ 3 years 2016-2019 Expert in PHCN education 


Consumer Protection and 


Licensure Sub-committee (of the 


Legislative & Public Policy 


Committee)  


Staff: Pepin Tuma 


Debbie King+ 3 years 1/1/16 – 


12/31/18 


Chair, 2017 


Wendy Phillips+ 5 years 1/1/15 – 


12/31/19 


Vice Chair, 2017 


Lisa A. Jones 4 ½  year 6/1/13 -12/31/17 Past Chair, 2017 


Nadine Pazder+ 3 years 1/1/17 – 


12/31/19 


Meg Rowe+ 3 years 1/1/16 - 12/31/18 


Lorraine Weatherspoon+ 3 years 1/1/16 - 12/31/18 


Barbara Wakeen+ 3 years 1/1/16 - 12/31/18 


Jessie Pavlinac 1 year 6/1/17 - 5/31/18 CDR Representative, Ex-officio 


Jennifer Bueche 1 year 6/1/17 – 5/31/18 ACEND Representative, Ex-


officio 
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Council on Future Practice Staff:  Marsha Schofield/ 


Anna Shlachter 


Susan Roberts+ 4 years 2014-2018 Chair, 2017-2018 


Lisa Roberson+ 3 years 2016-2019 Vice Chair, 2017-2018; Chair 


2018-2019 


Rebecca Kelly 3 years 2017-2020 


Chris Vogliano+ 2 years 2016-2018 Young Practitioner 


Valerie M. Houghton+ 3 years 2016-2019 


Paula Leibovitz 1 year 2017-2018 CDR Representative 


Robyn Osborn 1 year 2017-2018 NDEP Representative 


Christine Hartney 1 year 2017-2018 ACEND Representative; ex-


officio 


Julie Kennel 3 years 2017-2020 


Tammy Randall+ 2 years 2016-2018 BOD Liaison 


Council on Research Staff: Alison Steiber 


Jennifer Ann Garner+ 2 years 2016-2018 Chair, 2017-2018; Education 


representative  


TBD (by Council) 1 year 2017-2018 Vice Chair 


Satya Jonnalagadda 3 years 2017-2020 Member, Industry representative 


Kathryn Hoy 1 year 2017-2018 Member, Government 


representative 


Sarah A Johnson 1 year 2017-2018 EBPC Chair 


Chris Biesemeier 1 year 2017-2018 NCPROC Chair 


Susan Goolsby 1 year 2017-2018 DPBRNOC Chair 


Lawrence Molinar 1 year 2017-2018 NIC Chair 


Sharon Solomon 1 year 2017-2018 ISC Chair 


Mike Glasgow 1 year 2017-2018 LPPC Chair 


Ainsley Malone 1 year 2017-2018 APC Chair 


Amy Davis 1 year 2017-2018 NSPC Chair 


Barbara Gordon 1 year 2017-2018 Research DPG Exec Committee 


Liaison 


Hope Barkoukis 1 year 2017-2018 BOD liaison 


TBD 1 year 2017-2018 Ex-officio—CDR Representative 


Dietetics Practice Based Research 


Network Oversight Committee  


Staff: Jenica Abram 


Susan Goolsby+ 3 years 2015-2018 Chair, 2017-2018 


Alanna Moshfegh+ 3 years 2016-2019 Vice Chair, 2017-2018; Chair 


2018-2019 


Christine County 3 years 2017-2020 


Carrie King 3 years 2017-2020 


Barbara Wunsch+ 3 years 2016-2019 
Linda Easter+ 3 years 2016-2019 
Crystal Wynn 3 years 2017-2020 


Bonnie Jortberg 3 years 2017-2020 


Jimin Yang+ 3 years 2015-2018 


Tatyana El-Kour+ 3 years 2015-2018 International 


Diversity Committee (9 positions: Staff: Lilliane Smothers 


Joseph (Joey) Quinlan+ 4 years 2015-2019 Chair, 2017-2018; Past Chair 


2018-2019 


Teresa Turner+ 5 years 2015-2020 Vice Chair, 2017-2018; Chair 


2018-2019; Past Chair 2019-2020 
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Marcelina Garza+ 4 years 2014-2018 Past Chair, 2017-2018 


Aida Miles 2 years 2017-2019 


Judith Anglin 2 years 2017-2019 


Deanne Brandstetter+ 2 years 2016-2018 


Geeta Sikand+ 2 years 2016-2018 


Nilofer Hamed 2 years 2017-2019 


Milton Stokes 1 year 2017-2018 BOD  Liaison 


Ethics Committee Staff:  Barbara Visocan/ 


Sharon Denny 


Susan Laramee+ 3 years 8/1/2016 – 


5/31/2018 


CDR Representative - Kathleen 


Niedert resigned 7/29/16; Chair 


2017-2018 


Jody Vogelzang 3 years 2017-2020 HOD Representative 


Catherine Christie+ 3 years 2016-2019 BOD Representative 


Evidence-Based Practice 


Committee  
Staff: Lisa Moloney 


Sarah A. Johnson+ 4 years 2015-2019 Chair, 2017-2018; 2018-2019 


stays on as Past-Chair  


Shannon Goff+ 3 years 2016-2019 Vice Chair, 2017-2018; Chair, 


2018-2019 


Kristi Crowe-White+ 3 years 2015-2018 Past-Chair, 2017-2018 


Diana Gonzales-Pacheco 3 years 2017-2020 


Aisling Whelan+ 3 years 2016-2019 


Keiy Murofushi 3 years 2017-2020 


Jennifer Carvalho-Salemi+ 3 years 2016-2019 


Carol O’Neil+  3 years 2015-2018 


Carolyn Silzle 3 years 2017-2020 


Kevin Sauer 1 year 2017-2018 BOD Liaison 


Finance and Audit Committee Staff:  Paul Mifsud 


Jo Jo Dantone-DeBarbieris+ 1 year 2017-2018 Chair, 2017-2018 


Manjushree (Manju) Karkare 1 year 2017-2018 Treasurer-elect 


Margaret Garner+ 1 year 2017-2018 Immediate Past Treasurer 


Martin Yadrick 1 year 2017-2018 Academy Foundation Chair 


Mary Russell 1 year 2017-2018 President-elect 


Marcia Kyle 1 year 2017-2018 Speaker-elect 


Christina Rollins 1 year 2017-2018 At-Large Member (completing 


term for Manju) 


Catherine Austin 2 years 2017-2019 At-Large Member (HOD) 


Coleen Liscano 1 year 2017-2018 CDR Representative 
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House of Delegates 


Representatives 


Staff:  Anna Shlachter 


HOD Mentor Program (co-chairs): 


Nina Roofe+ 1 year 2017-2018 
Amanda Gallaher 1 year 2017-2018 
Linda Farr 1 year 2017-2018 HLT Liaison/Past Speaker holds 


this position 


Bylaws: Staff: Anna Shlachter/Marsha 


Schofield 


Susan Brantley 1 year 2017-2018 HLT Liaison 


Honors Committee Staff: Barbara Visocan, 


Matthew Novotny  


Lucille Beseler 2 years 2017-2019 Chair/Past Academy President, 


2017-2018; ex-officio, immediate 


past chair 2018-2019 


Evelyn Crayton+ 2 years 2016-2018 Ex-officio, immediate past chair 


2017-2018 


Alyce Thomas+ 2 years 2016-2018 
Charnette Norton+ 2 years 2016-2018 
Penny McConnell 2 years 2017-2019 


Jamie Stang+ 2 years 2016-2018 


Jessica L. Bachman 2 years 2017-2019 
Helen W. Lane 2 years 2017-2019 
Shannon Corlett 2 years 2017-2019 


Christine Gosch 2 years 2017-2019 


Michele Delille Lites 2 years 2017-2019 BOD Director at Large 


House of Delegates Leadership 


Team  


Staff:  Anna Shlachter/Marsha 


Schofield 


Dianne Polly+ 3 years 2016-2019 Speaker, 2017-2018 


Marcia Kyle 3 years 2017-2020 Speaker-elect, 2017-2018 


Linda Farr+ 3 years 2015-2018 Past Speaker, 2017-2018 


Susan Brantley+ 3 years 2016-2019 


Milton Stokes 3 years 2017-2020 


Tamara Randall+ 3 years 2015-2018 


Interoperability & Standards 


Committee  


Staff: Lindsey Hoggle 


Sharon Solomon+ 5 years 2014-2019 Chair, 2017-2018; Past Chair 


2018-2019 


Benjamin Elmendorf Atkinson+ 4 years 2016-2020 Vice Chair, 2017-2018; Chair 


2018-2019, Past Chair 2019-2020 


Donna Quirk+ 5 years 2013-2018 Past Chair, 2017-2018 


James Allain 3 years 2017-2020 


Leslye Rauth 3 years 2017-2020 


Amy Wootton 3 years 2017-2020 


Della Rieley+ 3 years 2016-2019 


Jennifer Bradley Harward+ 3 years 2016-2019 


Sue Kent 3 years 2017-2020 


Paul Armiger 3 years 2017-2020 
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Legislative and Public Policy 


Committee  


Staff: Jeanne Blankenship 


Lorri Holzberg+ 3 years 1/1/16-12/31/18 Chair, 2017 


Mike Glasgow+ 3 years 1/1/17-12/31/19 Vice Chair, 2017 


Susan C. Scott 1 year 1/1/17-12/31/17 Ex-officio, ANDPAC 


Nadine Braunstein 3 years 1/1/15-12/31/17 Past Chair, 2017 


Lauren Au 3 years 1/1/15-12/31/17 


Sarah Mott 3 years 1/1/15-12/31/17 


Krista Yoder Latortue 3 years 1/1/15-12/31/17 LPPC Liaison to NSPC (6/1/16-


5/31/17) 


Carol Brunzell+ 3 years 1/1/16-12/31/18 


Clare Miller+ 3 years 1/1/16-12/31/18 


Linda Pennington+ 3 years 1/1/17-12/31/19 


Mary Russell 1 year 6/1/17-5/31/18 Ex-officio, President-elect 


Dianne Polly 1 year 6/1/17-5/31/18 Ex-officio, Speaker 


Member Services Advisory 


Committee   


Staff: Michelle Paprocki 


Michelle Mudge-Riley+ 3 years 2015-2018 Chair, 2017-2018 


Taryn Hehl+ 3 years 2016-2019 Vice Chair, 2017-2018; Chair 


2018-2019 (Young practitioner) 


Alexis Fissinger (recent grad)+ 2 years 2016-2018 Young practitioner 


Whitney Duddey+ 2 years 2016-2018 
Mary Catherine Schallert 2 years 2017-2019 


Sarah Eanes (recent grad)+ 2 years 2016-2018 
Shelley Rael+ 2 years 2016-2018 Young practitioner 


Moira Faris 2 years 2016-2018 
Nikki Nies 2 years 2017-2019 Young practitioner 


Laura Paulsen 2 years 2017-2019 Young practitioner 


Nutrition Care Process Research 


Outcomes Committee (formerly 


Nutrition Care Process and 


Terminology Committee)  


Staff: 


 Constantina Papoutsakis 


Chris Biesemeier+ 2 years 2016-2018 Chair, 2017-2018, USA 


Representative 


Lyn Lloyd+ 3 years 2016-2019 Vice Chair, 2017-2018, 


International representative 


Hollie Raynor 2 years  2017-2019 USA representative 


Angela Vivanti 2 years 2017-2019 International representative 


Brenda Hotson+ 2 years 2016-2018 International representative; 


served on NCPT from 2015-2016 


Amy Hess-Fischl 2 years 2017-2019 USA representative 
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Nutrition Informatics Committee    Staff: Lindsey Hoggle/ 


Alison Steiber 


Lawrence Molinar+ 5 years 2014-2019 Chair, 2017-2018; Past Chair 


2018-2019 


Carrie Hamady+ 4 years 2016-2020 Vice Chair, 2017-2018; Chair 


2018-2019; Past Chair 2019-2020 


Sarah Rusnak+ 3 years 2015-2018 Past Chair, 2017-2018 


Hannah Wigington+ 3 years 2016-2019  


Kathleen Pellechia+ 3 years 2016-2019  


Nicole Fox+ 3 years 2016-2019  


Susan Evanchak 3 years 2017-2020  


Sharon Solomon 1 year 2017-2018 Interoperability & Standards 


Committee Chair 


Clare Hicks 3 years 2017-2020  


    


Nutrition Services Payment 


Committee  


  Staff:  Marsha Schofield 


Amy Davis+ 4 years 2014-2018 Chair, 2017-2018 


Natalie Stephens+ 3 years 2016-2019 Vice Chair 2017-2018; Chair 


2018-2019 


Gina Bayless+ 3 years 2016-2019  


Harlivleen Gill+  3 years 2015-2018  


Krista Yoder Latortue 1 year 2017-2018 LPPC Liaison 


Amy R. Allen 3 years 2017-2020  


Marcia Kyle 1 year 2017-2018 BOD Liaison 


Keith Ayoob 1 year 2017-2018 Ex-officio; AMA Coding 


Representative 


Karen G. Smith 1 year 2017-2018 Ex-officio; AMA Coding 


Representative 


 
Quality Management Committee    Staff: Sharon McCauley 


Sherri L. Jones+  4 years 2014-2018 Chair, 2017-2018 


Shari Baird+ 5 years 2014-2019 Vice Chair, 2017-2018; Chair 


2018-2019 


Pamela Wu+ 3 years 2016-2019  


Denise Andersen+ 3 years 2016-2019  


Kimi McAdam 3 years 2017-2020  


Nancy Walters 3 years 2017-2020  


Alexandra Kazaks 3 years 2017-2020  


Barbara Grant+ 3 years 2016-2019  


Shyamala Ganesh+  3 years 2015-2018  


Egondu Onuoha+ 3 years 2015-2018  


Susan Konek+ 3 years 2015-2018  


Kelly Leonard+  3 years 2015-2018  


Margaret Garner 1 year 2017-2018 BOD Liaison 


Kathryn Hamilton+ 3 years 2015-2018 CDR Liaison 
 
 


   


Student Advisory Committee    Staff: Hannah Phelps Proctor 


Kiri Michell 1 year 2017-2018 Chair, 2017-2018 


Tatianna Muniz 1 year 2017-2018 Vice Chair, 2017-2018 


Matthew Landry 1 year 2017-2018 At-large Delegate, HOD 


Tammy (Tamsin) Shephard 1 year 2017-2018  
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Brianna Dumas 1 year 2017-2018  


William Van Hook 1 year 2017-2018  


TBD 1 year 2017-2018 AND PAC Representative 


Carina Chiodo  1 year 2017-2018 ACEND Representative 
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MOTION TRACKING 
BOARD OF DIRECTORS MEETING 
MAY 19-20, 2017       


 


 


 


 
Motion Follow-up Status 


February 4-5, 2011  
Move that the Academy Board 
aggressively support working with 
CMS to assure consistent application 
and uniformity in interpretation of 
the regulation concerning nutrition 
supplements and therapeutic diet 
orders. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


In June 2011, the Academy’s definition of therapeutic diet and 
interpretation of the regulation concerning nutrition supplements was 
included in the CMS Long Term Care Resident Assessment Instrument 
Minimum Data Set (MDS) 3.0. The Academy’s response in December 
2011 to the CMS proposed rule allowing hospital non-physician 
practitioners to perform at their highest scope of practice level led to CMS 
proposed amended regulations in February 2013 permitting hospitals to 
privilege qualified RDNs to prescribe therapeutic diets. The Academy 
submitted comments to CMS on the proposed rule change and CMS 
published the final rule in the Federal Register effective July 11, 2014. 
FAQs, a state map listing assessed ability to implement the rule and two 
Practice Tips on ordering privileges for the RDN detailing the hospital 
regulation and implementation steps are accessible to credentialed 
nutrition and dietetics practitioners at www.eatrightpro.org/dietorders.  
Subsequent practitioner education is ongoing. Academy staff continues to 
work closely with individual Affiliates to remove statutory and regulatory 
impediments to full implementation, which often require changes to state 
licensure statutes and concomitant opposition from other nutrition 
professionals’ organizations thereto. Continuing with this priority directive 
of the Board, CMS announced a proposed rule on July 16, 2015 that 
allows the attending physician in long-term care facilities to delegate to an 
RDN (or “qualified dietitian”) the task of prescribing a resident’s diet, 
including a therapeutic diet, to the extent in allowed by state law. This 
proposed rule for Long-Term Care facilities adds to the existing July 16, 
2014 hospital final rule. RDNs will soon have the ability to independently 
order therapeutic diets in multiple care settings. Academy staff has 
reviewed the proposed rule, worked closely with the Dietitians in Health 
Care Communities dietetic practice group and other experts, prepared 
input, and submitted to CMS on September 14, 2015. FNCE 2015 had an 
education session, Town Hall discussions on licensure and therapeutic diet 
order issues, and QM staff participation in practice implementation issues 
discussions.  
In January 2016, the Quality Management Committee published the 
revised Academy’s Definition of Terms list which includes new terms and 
definitions for nutrition-related services, dietary supplement, medical food, 
oral nutritional supplement, enteral nutrition, parenteral nutrition as well as 
a revision to the term and definition for therapeutic diet. The terms should 
assist with consistent application and uniformity in interpretation for 
various regulations concerning nutrition supplements and therapeutic diet 
orders (continued on next page).  
CMS published a proposed regulation specifically providing qualified 
RDNs with the ability to independently order therapeutic diets in another 
regulated facility, Critical Access Hospitals (CAHs), on June 16, 2016.  
CMS issued a final rule on October 4, 2016 that enables RDNs in long 
term care facilities to order therapeutic diets if a physician delegates that 
responsibility, and we have been successful in implementing these changes 
in a variety of state laws and regulations. We have also initiated 
discussions surrounding ordering privileges in dialysis centers. To guide 


Motions are removed at the end of each fiscal year from the tracking list if completed. 1 



http://www.eatrightpro.org/dietorders





                                                                                                                                                              Attachment 1.8 
Motion Follow-up Status 


(Continued) February 4-5, 2011  
Move that the Academy Board 
aggressively support working with 
CMS to assure consistent application 
and uniformity in interpretation of 
the regulation concerning nutrition 
supplements and therapeutic diet 
orders. 


our Long Term Care (LTC) practitioners with implementing the final rule 
and regulations, in November 2016, Quality Management developed a 
‘Practice Tip: Reform Requirements for the RDN in Long Term Care’. 
The Practice Tip outlines changes in the State Operations Manual for LTC 
facilities to be executed over a three-year span effective on November 28, 
2016 and is located on the Academy Webpage for CMS – Joint 
Commission Updates: www.eatrightpro.org/resource/practice/quality-
management/quality-care-basics/cms-tjc-and-hfap-updates. 


February 4-5, 2011  
Move to conceptually approve the 
Research Institute for further 
investigation. 


The Research Committee discussed the Research Institute at its January 
2014 Research Institute subcommittee meeting. The subcommittee 
presented the concept and future options to the newly developed Research 
Council at its face-to-face meeting in summer 2014. In October 2014 the 
Council on Research met and drafted its mission, vision and goals to align 
both with RISA and the Academy’s Strategic Plan. A subcommittee has 
been working on understanding what is required for the formation of a 
Research Institute, what are the financial and infrastructures needs are, and 
conducting a benefit to cost ratio on the concept. The Research Institute as 
well as the concept for an IRB were added to the POW for the new and 
incoming Council on Research. An initial environmental scan was 
conducted by RISA staff to gather information and present data to the 
council for consideration. Work on the Research Institute concept 
continues and new proposed shifts in FTE allocation, in addition to the 
current manpower makes this concept much more feasible. 


October 10, 2012  
Move to accept the concepts of the 
International Business Strategies and 
recommend to incrementally build 
them into future budgets as 
financially feasible. 


In 2014-2015, RISA actively solicited funding for international work that 
met the international strategies/objectives. The international plan was 
approved by the Board in January 2015 and is currently being 
implemented. Strategic measures have been developed and data is being 
captured to track the international plan efforts. That data is shared with the 
Board as a part of the overall strategic measures. Collaborations with the 
World Health Organization, the U.S. Agency for International 
Development, National Institute of Health, and the International Society of 
Renal Nutrition and Metabolism/Chronic Kidney Disease all continue with 
efforts to establish international expertise and presence in global nutrition. 
International work continues and line items for the RISA budget include 
both travel to international meetings and work with other international 
organizations. This work aligns well the Second Century efforts and while 
there is currently no direct budget line for international efforts a lot of 
work is happening including: fellowship partnerships with Gardens for 
Health International and the Maya Health Alliance, pilot study with 
Chinese Dietetic Association, systematic reviews with WHO, and eNCPT 
translations. Ongoing work continues. 


May 14-15, 2014  
Move to approve $30,000 out of 
reserves to be used to contract a 
licensure consultant/lobbyist.  
Additional reserve funds would be 
considered by FAC contingent on 
submission of a national licensure 
plan proposal. 


DC staff worked successfully with the Florida Academy of Nutrition and 
Dietetics and The Advocacy Group, a Florida lobbying firm, in achieving 
defined deliverables. On April 22, 2015, the Florida Senate joined the 
Florida House in unanimously passing the revised dietetics practice act, 
which was signed by Governor Scott.  The Academy continues to work 
closely with the Florida Academy and other stakeholders to revise 
regulations in accord with the amended statute. The Florida regulations 
have not been 100% finalized, although they are expected to be soon.  


Motions are removed at the end of each fiscal year from the tracking list if completed. 2 
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July 21-23, 2014  
Move to accept recommendation #1 
of the Nutrition and Dietetics 
Associate (NDA) ad hoc Committee: 
Build upon existing DTR Pathway 
III and differentiate between 
academic requirements to obtain the 
Nutrition and Dietetics Technician, 
Registered (NDTR). 


Since implementation of Pathway 3 in 2009, the number of DTRs who 
transition to RDN has increased from less than 10 per year to over 200 in 
2016.  
An update on the action items follows. 
• Academy Legal Counsel has filed the NDTR with US Patent and 


Trademark office 
• CDR promotes the NDTR Pathway 3 option to dietetics education 


program directors by direct mail, on the NDEP portal and  during its 
presentations at the NDEP Area Meetings 


• As of February 2017, there are a total of 5, 708 NDTRs .There were 
a total of 811 new NDTRs in the 2015-2016 program year (June1-
May 31).  This is the highest number of new NDTRs in a single year 
since the credential was established in 1986   


• CDR conducted focus groups during FNCE 2016 followed by 
surveys in January 2017 with Pathway 3 NDTRs and DPD program 
directors to inform marketing efforts with this population 


• At its February 2017 meeting, CDR considered a request from the 
Academy Student Council to include Pathway 3 NDTRs as eligible 
for the CDR Board Certified Specialist in Sports Dietetics 
certification. After consideration of this request CDR passed a 
motion to include Pathway NDTRs in the next practice audit survey 
to be conducted in FY 2018  


The number of NDTRs transitioning to RDN status continues to grow. It is 
interesting to note, that there has also been an increase in the number of 
traditional associate degree prepared NDTRs. 


March 6, 2015  
Move to accept the Food & Nutrition 
Conference & Expo™ business plan 
as presented. 
 


The Board accepted the business plan as presented and it was successfully 
implemented as proposed for FNCE® 2015 and 2016.  The third year of the 
business plan is being implemented for FNCE® 2017, which includes:  
• Dynamic attendee engagement through interactive sessions, mobile 


app technology, implementation of a smart building, and live polling 
• Expanded mobile access through the attendee app which includes a 


virtual program and attendee bag, one-click to session evaluations, 
Expo diagrams, speaker bios, and overall dynamic content to support 
the show 


• A revised platform for both call for sessions and abstracts that has 
resulted in a 40% lift for FNCE® 2017 


• Comprehensive attendee and employer toolkits designed for 
demonstrated ROI 


• Implementation of thought starter zones throughout program, dynamic 
educational session rooms, incorporation of practice applications and 
simulations throughout sessions 


• Leveraging Academy alliance relationships to develop additional level 
two and three programming in long term care, integrative are, 
sports/exercise, and advanced clinical care  


• Continued alignment of Expo floor specialty pavilions with the 
educational specialty tracks 


• Expanded engagement opportunities include a stronger social media 
presence using the #FNCE hashtag, onsite video wall, and full digital 
buyout of graphics at the convention center 


• Level 3 Leadership track to dually align the FNCE® and Leadership 
business plans 


The business plan is being implemented as approved. 


Motions are removed at the end of each fiscal year from the tracking list if completed. 3 
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March 6, 2015 
Move to approve the Scientific 
Integrity Principles. 
 
September 20, 2016   
Move that the Council on Research 
be charged to review and catalog 
current Conflict of Interest (COI) 
forms being used by the Academy 
and recommend a single 
standardized COI form to the Board 
for use across the Academy. 
 
February 24, 2017 
Move to approve the proposed online 
Conflict of Interest form to be 
adopted consistently across the 
organization. 
 
 


The Scientific Integrity Principles (SIP) were published in the September 
2015 Journal.  The principles were highlighted in a FNCE session in 
2015.  Further dissemination to membership is ongoing. A workgroup of 
the 2015-16 Council on Research developed a process by which 
committees and units assessed their policies for alignment with the 
principles in consultation with the Council on Research.  The Council 
workgroup reviewed committees’ submissions and identified that all but 
five committees conduct scientific activities.  Most policies that are in 
place were considered in line with the SIP, however there were some 
scientific activities that did not have policies to govern them.  Committees 
were informed where their policies were considered in alignment with the 
SIP and where revisions were needed.  During their review of the 
committee self-assessment forms, it became clear that there are 
opportunities for the creation of uniform policies and procedures to cover 
the certain frequent circumstances.  These were presented to the BOD in 
September 2016 and approved; the policies were then distributed to 
staff.  The Council has worked with the Lifelong Learning and 
Professional Engagement Team to disseminate information about the SIP 
to the DPGs/MIGs in March 2017.   
The Council on Research catalogued existing Academy COI forms and 
recommended one consistent form which was approved by the Board at its 
February 2017 meeting.  The Council is collaborating with the Governance 
team to create a method for implementing the new Conflict of Interest 
form across the organization. These efforts are in alignment with the 
published Scientific Integrity Principles.  The Council is developing a 
training to go with the new form for FY18.          


October 7, 2015  
Move to accept the Council on 
Future Practice request to conduct a 
two year pilot for the Transforming 
Vision into Action award.  


The Council on Future Practice (CFP) Workgroup has finalized the criteria 
for the award, developed the scoring rubric for evaluation of applicants 
and developed a communications plan. Three applications were received 
and are under evaluation to determine which ones will move forward to the 
Academy membership for a vote. 


October 7, 2015  
Move to accept the Quality 
Management Committee 
Scope/Standards of Practice 
Workgroup Report for 
implementation, along with CEO 
input on staffing.  


COMPLETED 
Quality Management (QM) is working with the CEO to establish staffing 
resources required to begin the implementation plan for the 
Scope/Standards of Practice program in FY2016. A ‘Headcount Request 
Form’ for FY2017 budget per accounting request was completed and 
approved by the CEO. The Manager, Quality Standards Operations 
position was filled in July 2016. Training is currently occurring with this 
new position. Focus Area SOP/SOPP work is commencing with DPG 
authors in Oncology, Mental Health, Extended Care Settings (Post-Acute 
Care), Diabetes, and Integrative and Functional Medicine. QM Committee 
finalized and approved the Revised 2017 SOP in Nutrition Care and SOPP 
for RDNs. Work continues on the Revised 2017 SOP in Nutrition Care and 
SOPP for NDTRs. 
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January 12, 2016 
Move to approve one million dollars 
to fund the development of a plan 
and its implementation for the 
Second Century visioning. 
 
February 24, 2017  
Move to accept the schematic for the 
Second Century centers of 
excellence and strategic model. 
 


170 attendees attended The Nutrition Impact Summit, September 21-23, 
2016 at the Omni Mandalay Hotel in Irving, TX. A summit briefing paper 
was distributed to summit participants the week of September 12. The 
Second Century Communications, Engagement and Fundraising plans 
continue to be developed and implemented according to determined 
timelines, including plans for FNCE.  A Second Century Town Hall as 
well as several meetings with Academy groups was held at FNCE. A post-
summit process for innovation ideas and organizational implications has 
been developed. In November, a Member Engagement Zone survey to 
receive member input informing the development of the proposed 
Academy’s Second Century vision was launched in November 2016. A 
post-summit webinar for all Summit attendees was hosted in January 2016 
to provide updates on the innovation projects.  Facilitation of the initiative 
working groups have been provided since September, and their final 
concept proposals were completed in late January 2016.  The Academy 
and Foundation Boards along with the CDR Chair, and the Journal of the 
Academy of Nutrition and Dietetics Editor-in-chief, met on February 23, 
2017, and were presented with a proposed Second Century vision, mission, 
principles, strategy, and nine innovation projects.  The attendees worked in 
small groups to consider and discuss, then shared out and discussed with 
the group at large.  On February 24, the Academy BOD unanimously 
approved a new vision, mission, principles, and strategy.  For the 
innovation projects, the BOD decided to utilize an online tool to survey the 
BOD and executive staff to assess and prioritize the projects in order to 
determine which ones will go forward to the next level of business plan 
development. 


Motions are removed at the end of each fiscal year from the tracking list if completed. 5 
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January 13, 2016 
Move that a Sponsorship Review 
Committee be implemented as a one-
year pilot for national sponsorships, 
and that the Academy Board review 
outcomes at nine months. DPGs and 
Affiliates are encouraged to follow a 
similar process and to report their 
experience and outcomes. Academy 
staff will develop an implementation 
plan for the pilot. 
 
February 24, 2017 
Move to accept the Member 
Sponsorship Review Committee’s 
recommendation of the distribution 
of Best Practices for Sponsorship 
Relationships for DPGs, MIGs and 
Affiliates along with examples from 
Oregon Academy of Nutrition and 
Dietetics Sponsorship Policies and 
Procedures, California Academy of 
Nutrition and Dietetics Sponsorship 
Policy and Food & Culinary 
Professionals DPG Sponsorship 
Guidelines and Policy. 
 
February 24, 2017 
Move to accept the Member 
Sponsorship Review Committee’s 
adjusted review process for 
Academy national level sponsorship 
categories. 
 


COMPLETED 
Follow up communication outlining next steps and expectations was sent 
out to all DPG, MIG, and Affiliate leaders. The Sponsorship Advisory 
Task Force forms A and B were provided as interactive documents to 
encourage use and ongoing feedback during the pilot. This feedback will 
help determine the Academy sponsorship review process and outcomes at 
the end of the pilot. 
In March 2016 the Member Sponsorship Review Committee (MSRC) 
made up of nine Academy members began its work to document and 
provide input and recommendations regarding the proposed review process 
and the tools.  
A potential new sponsor, BENEO-Institute, began the MSRC review 
process with Forms A/B/C along with additional research materials 
supplied on March 7, 2016. On March 29, 2016 the committee collectively 
discussed feedback on the BENEO background information and Form C. 
They requested more time to finesse Form C and resubmit their Form C 
recommendation based on the adjusted Form C. On April 13, 2016 per the 
MSRC’s completion of Form C, they voted in favor of recommending 
BENEO as an Academy Premier sponsor to the Board. The Board 
approved the recommendation of the MSRC to accept the BENEO 
Institute as an Academy Premier Sponsor at the May 2016 meeting.  
The next few MSRC calls focused on further adjustments to Forms A/B/C 
and discussions related to the process for the Academy and entities. The 
DPG/MIG chairs and chair-elects received a survey for their input on 
Forms A/B and the process. The results of this survey were part of the 
August MSRC call. A MSRC Update was added to the Academy’s 
Commitment to Transparency web page. 
The September and December calls focused on continued discussion 
around Forms A/B and the process related to the Academy DPG/MIGs. It 
was determined to reach out to a number of DPGs and Affiliates for phone 
interviews to learn about their sponsorship process and decision making on 
whether to enter into a sponsorship relationship. The outcome of these 
calls were discussed on the January 2017 call resulting in 
recommendations to the Board for the February 2017 meeting.  
The Board accepted the Member Sponsorship Review Committee’s 
recommended sponsor evaluation process and forms, which were 
developed with feedback from dietetic practice groups and member 
interest groups. The strategic communications team released an update to 
the leadership and membership of the Academy in the March 8, 2017, Eat 
Right Weekly.  
http://www.eatrightpro.org/resource/news-center/member-updates/from-
our-leaders/msrc-update 


March 20, 2016  
Move that the CEO take the 
comments and discussion related to 
the ICDA proposal, especially with 
regard to accreditation, and work 
with ACEND and CDR to develop 
comments related to the ICDA 
proposal for Board approval. 


COMPLETED 
The CEO held a meeting with the Executive Directors of ACEND and 
CDR to discuss comments related to the ICDA International Accreditation 
Proposal. The comments were brought to the Board for discussion and 
consideration to inform the Academy’s ICDA representative how to vote 
on the proposal in September.  
The Board discussed the ICDA competence standards and accreditation 
report at its May 2016 BOD meeting. The CEO summarized the comments 
in a formal report to the ICDA which was approved by the Board.  
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May 12-13, 2016 
Move that the Board receive the 
ICDA competence standards and 
accreditation report and provide 
feedback to ICDA as discussed 
regarding a tiered approach to 
competency levels. 


COMPLETED 
(see previous page) 


May 12-13, 2016  
Move to accept the FY17 budget as 
recommended by the Finance & 
Audit Committee. The Board 
requests that the Academy Executive 
Team present potential strategic 
alternatives for Academy 
sustainability at the January 2017 
Board meeting. 


The budget was implemented and is being monitored and managed.  The 
potential strategic alternatives for Academy sustainability is an on-going 
process that is impacted by the Second Century discussions and strategic 
direction. 


May 12-13, 2016  
Move to approve the conceptual 
Member Interest Group Business 
Plan as presented. 


MIG leaders and staff continue to work on the implementation of a 
restructured MIG program. (On track for a full implementation by June, 1, 
2018). 
Evaluation and assessment of the current programs including a member 
feedback survey are being conducted. Results will be used to determine 
MIG programming and goals. Following this assessment procedural 
documents and policies will be developed, websites will be updated, and a 
plan for communicating the changes to MIG members will be developed. 
FNCE® 2017 is being targeted as the initial roll-out of communication to 
members during the DPG/MIG Showcase and Joint MIG Reception. 
Internal work is being done to ensure the program is ready for the start of 
Academy membership renewals including database work, updates to 
accounting systems, marketing communications, and website changes. 
Additional staff realignments are underway to support the rollout of the 
new MIG program.   


May 12-13, 2016  
Move to declare 2016 as the 
International Year of Nutrition and 
Dietetics and publicize our efforts. 
Staff will approach Congress to ask 
for a resolution. 
  


It was reported at the November 2016 BOD meeting that Congress does 
not have the authority for International declarations. The resolution will 
now focus on support of the Second Century efforts. 
Senators Portman and Brown along with Representatives Tiberi and Fudge 
plan to introduce the resolution to celebrate the Academy’s 100 year 
anniversary in the new Congress.  
Resolution was introduced in Congress.  The Board members were asked 
to reach out to their members of Congress to support the resolution. An 
Action Alert was sent to all Academy members to ask their elected 
representatives to support the resolution. 


August 31, 2016 
Move to approve Option 3 as 
presented: Include and define a new 
term for ‘Nutrition and Dietetics’ 
using a combined definition for 
Nutrition and Dietetics and referring 
to the separate terms ‘Nutrition’ and 
‘Dietetics’ in the Key Considerations 


COMPLETED 
The final BOD motion for terms and definitions was presented to members 
of the Quality Management Committee (QMC) on September 27 
conference call, reviewed with the CDR Competency Assurance Panel on 
September 19 and presented to the CDR during their FNCE meeting on 
October 15. The QMC will inform via memo the Consumer Protection and 
Licensure Subcommittee, the Model Practice Act and Regulations 
Taskforce and the Council on Future Practice to include the revised and 
new terms in their documents and work deliverables as appropriate. The 
updated Academy Definition of Terms list with new definitions is now 
available on the Academy webpage—ww.eatrightpro.org/scope.  
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September 20, 2016   
Move that the Lifelong Learning and 
Professional Development team 
work with the identified Board 
subgroup to identify needs of the 
Dietetic Practice Groups (DPGs) and 
the Academy to improve the DPGs 
effectiveness and efficiency, and 
then develop a plan to be presented 
to the Board. 


The Board subgroup met on September 21 immediately after the 
conclusion of the BOD meeting.  A set of three initial conversation 
starters/questions has been developed for distribution to the Board for use 
at FNCE® in their discussions with DPG leaders.  Based on the feedback 
received, the information will be used to further define the next steps for 
the DPG Business plan development. 
The BOD subgroup meetings are on hold until after the Second Century 
mission, vision, and overall strategic direction is determined at the 
February 2017 BOD meeting.  Once those strategic decisions are finalized, 
the subgroup will reconvene and determine what adjustments need to be 
made to the original conceptual proposal to bring forth for further 
discussion at the BOD level. 
As of April 2017, the BOD subgroup is in the process of establishing a 
series of working “sessions” to continue to build out the proposal.  The 
goal is to bring a formal proposal to the BOD at the July 2017 Board 
Retreat in Austin, TX. 


September 20, 2016  
Move that the Board approves the 
three Council on Research policies 
as presented. 


COMPLETED 
The policies for IRB approval, Conflict of Interest disclosure at non-
lifelong learning events and disclosure of funding when the Academy is 
the only funding source have been added to the Academy's policy and 
procedure manual and sent to committee staff partners.   


 
November 7, 2016  
Move to approve the proposed 
revisions to the Disciplinary and 
Ethics Complaints Policy as 
amended. 


COMPLETED 
The Disciplinary and Ethics Complaints policy has been added to CDR’s 
and the Academy's policy and procedure manuals and posted to the Ethics 
Committee’s portal. 
 


November 7, 2016 
Move to accept the Hardship Dues 
policy as presented. 


COMPLETED 
The Hardship Dues Policy has been added to the Academy's policy and 
procedure manual and sent to membership staff for implementation. 
 


February 24, 2017 
Move to approve the FAC 
recommendation to continue to 
follow the cost sharing strategy 
established by the Academy. 


COMPLETED 
The Board sent a letter to the Nutrition and Dietetics Educators and 
Practitioners council (NDEP) informing NDEP that it discussed and 
upheld the FAC recommendation that the cost sharing strategy established 
by the Academy and in place since 2013 would continue to be followed. 
The Board suggested that NDEP may want to consider conducting a 
survey in order to assess its members’ perception of the value of revising 
the SOPPs.   


April 4, 2017 
Move to approve the Consumer 
Protection and Licensure 
Subcommittee/Legislative and 
Public Policy Committee 
recommended stance 
regarding minimum qualifications 
for providers of MNT. 


Academy teams are developing an integrated communications and 
education plan around this stance and its commitment to strong objective 
standards and interprofessional collaboration for both our members and 
for other stakeholders whom we may engage on health and wellness 
policies, professional regulation, reimbursement, and interprofessional 
competencies. 
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BOARD OF DIRECTORS MEETING 
MAY 19-20, 2017 
CLEVELAND, OHIO                                         


 
 


 


Thursday, May 18, 2017                                                                                                                              Revised 05-10-17                                                                                                                                                                                                                                
5:30pm-7:30pm Foundation Second Century Reception, Hilton Cleveland Downtown, 100 Lakeside Avenue East, Cleveland, Ohio - Veterans Ballroom 
 
 


Friday, May 19, 2017 - Hilton Cleveland Downtown, 100 Lakeside Avenue East, Cleveland, Ohio – Hope E Ballroom 
   TIME AGENDA ITEM PRESENTER IMPLICATIONS ANTICIPATED 


OUTCOME 
12:00 pm LUNCH – Center Street Room B    
1:00 pm Executive Session  L. Beseler  Action 
2:00 pm  CALL TO ORDER AND WELCOME L. Beseler   
2:15 pm 1.0 Consent Agenda* 


1.1 April 4, 2017 Minutes 
1.2 February 24, 2017 Minutes  
1.3 February 23, 2017 Minutes 
1.4 Highlights…A Year in Review 2016-2017 
1.5 Foundation Report 
1.6 International Confederation of Dietetic Associations Report 
1.7 2017-2018 Committee Appointments 
1.8 Motion Tracking 


  Action  


2:20 pm 2.0  Regular Agenda L. Beseler  Action 
2:30 pm 3.0 Criteria for Effective Meetings/Conflict of Interest Policy L. Beseler Generative Information 
2:35 pm 4.0  FY18 Budget 


Is the Board ready to approve the FY18 budget recommendations 
from the Finance and Audit Committee? 


M. Garner/ 
P. Mifsud 


Strategic/Generative/ 
Fiduciary  


Action 


4:00 pm 5.0  Second Century Update         P. Babjak Strategic/Generative/ 
Fiduciary 


Information/ 
Discussion 


4:30 pm RECESS L. Beseler   
5:00 pm Board shuttle to visit the Academy’s 100th Anniversary display developed 


by the Greater Cleveland Academy of Nutrition and Dietetics at the  
Dittrick Museum of Medical History in the Allen Memorial Medical Library  


   


5:30 pm Transfer of the Gavel Ceremony    
6:00 pm Board shuttle to Pura Vida for Celebration Dinner    
6:15 pm Celebration Dinner - Pura Vida, 170 Euclid Ave., Cleveland, (216) 987-0103    


 Attachment [Material(s) to be reviewed]   Materials to be distributed at the meeting 
* All items on the Consent Agenda are considered to be routine.  There will be no separate discussion of these items unless a Board member requests.   


 In the event a request is made, the item will be removed from the Consent Agenda and considered separately 
Implications: Generative: Discern, frame and confront challenges rooted in values, traditions and beliefs; engage in sense-making, meaning –making and problem framing. Strategic: Scan internal and external environments; 
design and modify strategic plans; strengthen the organization’s comparative advantage. Fiduciary: Oversee operations; deploy resources wisely, ensure legal and financial integrity; monitor results. 
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BOARD OF DIRECTORS MEETING 
MAY 19-20, 2017 
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Revised 05-08-17 
 
Saturday, May 20, 2017,  Hilton Cleveland Downtown, 100 Lakeside Avenue East, Cleveland, Ohio, 44114 – Hope E Ballroom 
TIME AGENDA ITEM PRESENTER IMPLICATIONS ANTICIPATED 


OUTCOME 
7:30 am BREAKFAST - Center Street Room B    
8:00 am CALL TO ORDER L. Beseler   
8:00 am 6.0 Board Dietetic Practice Group Taskforce: Interim Update D. Enos Strategic/Generative/ 


Fiduciary 
Information/ 
Discussion 


8:15 am 7.0 Strategic Measures and Metrics W. Murphy Strategic/Generative 
 


Information/ 
Discussion 


9:15 am BREAK    
9:30 am 
 


8.0 2017 Academy Honors and Awards Nominees 
Is the Board ready to approve the nominees as presented? 


E. Crayton Strategic/Generative/ 
Fiduciary 


Action 


9:45 am 9.0 House of Delegates Spring Meeting Report L. Farr Strategic/Generative Information/ 
Discussion 


10:00 am 10.0 Malnutrition Quality Improvement Initiative (MQii) Progress Update 
                    


S. McCauley/ 
A. Steiber 


Strategic/Generative/ 
Fiduciary 


Information/ 
Discussion 


11:00 am 11.0 Consent Agenda L. Beseler Strategic/Generative/ 
Fiduciary 


Action 


11:15 am 12.0   Board Activities: July 19-21 Board Orientation and Retreat  L. Beseler Strategic Information 
11:30 am ADJOURNMENT    


 
 


 Attachment [Material(s) to be reviewed]   Materials to be distributed at the meeting 
* All items on the Consent Agenda are considered to be routine.  There will be no separate discussion of these items unless a Board member requests.   


 In the event a request is made, the item will be removed from the Consent Agenda and considered separately 
Implications: Generative: Discern, frame and confront challenges rooted in values, traditions and beliefs; engage in sense-making, meaning –making and problem framing. Strategic: Scan internal and external environments; 
design and modify strategic plans; strengthen the organization’s comparative advantage. Fiduciary: Oversee operations; deploy resources wisely, ensure legal and financial integrity; monitor results. 
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CRITERIA FOR EFFECTIVE MEETINGS 


BOARD OF DIRECTORS MEETING 


MAY 19-20, 2017 


Meeting Prerequisites 


• Fully engage in dialogue and turn off cell phones.


• Prepare for and actively participate in discussions.


• Declare conflict of interest, if appropriate.


• Respect time limits – they are necessary to achieve what the Board needs to accomplish.


• Leave meetings with clarity on what was discussed and what was decided.


Key Considerations 


• Focus discussion on strategic issues.


• Use the strategic plan and Board’s program of work priorities to guide dialogue and


deliberations.


• Relate decisions and actions taken to the strategic plan.


• Consider what is best for the Academy when deliberating.


• Maintain a member focus – “what would members say?”


Nature of Debate 


• Discuss all sides of an issue and encourage others to provide their perspectives.


• Listen when others are speaking; avoid side conversations and ask for clarification if


needed.


• Provide opportunities for clarification and on what was discussed and decided


• Respect different points of view.


• Exhibit courage with tough decisions.


• Have fun!
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EVALUATION RESULTS 


FEBRUARY 24, 2017 


BOARD OF DIRECTORS MEETING 


Respondents: 


TOTAL 


POINTS 


SCORE 


1 The board materials provided were useful for making 


informed decisions 
72 


4.80 


2 The time given to all agenda was: 


(Inadequate=1/Adequate=5) 
67 4.79 


3 Reports given during the meeting were clear, concise, and 


contained important information (Too 


Detailed=1/Appropriate=5) 
69 4.60 


4 Diverse opinions were expressed and issues were dealt 


with in a respectful manner (Never=1/Always=5) 
71 4.73 


5 Opportunities to discuss all sides of an issue were provided 


(Limited=1/Adequate=5) 
70 4.67 


6 The focus of the meeting was (Operational=1/Strategic=5) 
70.5 4.70 


7 Consideration was given to what is best for the Academy 


while recognizing that this is a “member-focused” 


organization (Never=1/Always=5) 
68 4.53 


8 Board members were prepared to discuss materials sent in 


advanced (Not Prepared=1/Prepared=5) 
73.5 4.90 


9 The board’s decision-making process were effective 


(Never=1/Always=5) 
65.5 4.37 


10 Next action steps were identified and responsibility 


assigned (Unclear=1/Clear=5) 
62 4.13 


11 Overall assessment of this board meeting’s impact on the 


Academy and its members (Very Low=1/Very High=5) 
63 4.20 
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Comments: 


 Talking points/action summary for Board members to take back to discuss/share with


Affiliate/DPGs


o We have discussed doing this before –nothing has happened


o Great to be proactively discussing BOD meetings


 Arrive the night before—BOD needs time to ___ and debrief from travel—to have 2-3


hour meeting that day


 Not totally sure about exact steps on Second Century. Approval process?


 Members leaving early again 


 Could have used a break on first day


 Great meals


 Meeting was fun enough!


 This was perhaps THE BEST AND BOARD MEETING I’ve attended. The Board


generally stayed at the strategic level, balanced member-centric and broader (e.g global)


perspectives, and kept travel to an absolute minimum. Certainly, working on the Second


Century mission/vision, etc, helped to keep us focused. It has been an honor to work with


the AND Board. Keep up the great work!


 Nice evaluation form.


 Thank you for the agendas in hard copy


 I fell this has been a really high level strategic board meeting. I hope we can continue at


this level


 Second Century—The materials/slides should be more concise—too much flowery


verbiage.


 I am concerned that the Whalen group stated that they don’t really know our profession


and organization. After one year and untold $$ that should not be said by a lead


consultant.


 Whalen group does not recognize the projects and services that the Academy already has


in place. These projects are not accidental as was mentioned


 Perhaps we need to rethink having members come in at noon, many take flights at 5am-6-


6am and are really tired by the afternoon.


 On a whole great meeting. Thank you everyone for being engaged!


 Their evaluation form was more relevant.


 Nice to have the input of the Foundation Board when discussing the Second Century.


 Well run meeting. Good discussions allowed but focus was also very good.


 Great meetings but it was completely unrealistic to hold a 6 hour meeting with zero


scheduled breaks. This is especially true since most of us arrived the same day after way


early flights.







 







EVALUATION FORM 


BOARD OF DIRECTORS MEETING 


MAY 19-20, 2017 


NAME: _____________________________________________________ Date: __________________ 


CIRCLE ONE CATEGORY 
Leadership 


1. The board materials provided were useful for making informed decisions.


NOT HELPFUL  1  2  3  4  5   HELPFUL  Unable to assess 


2. The time given to all agenda items was


INADEQUATE  1  2  3  4  5   ADEQUATE  Unable to assess 


3. Reports given during the meeting were clear, concise, and contained important information.


TOO DETAILED  1  2  3  4  5   APPROPRIATE  Unable to assess 


Interpersonal Skills 


4. Diverse opinions were expressed and issues were dealt with in a respectful manner.


NEVER   1  2  3  4  5   ALWAYS  Unable to assess 


5. Opportunities to discuss all sides of an issue were provided.


LIMITED  1  2  3  4  5   ADEQUATE  Unable to assess 


Strategic Thinking 


6. The focus of the meeting was


OPERATIONAL  1  2  3  4  5   STRATEGIC  Unable to assess 


7. Consideration was given to what is best for the Academy while recognizing that this
is a “member-focused” organization. 


 NEVER  1  2  3  4  5   ALWAYS  Unable to assess 


Board Member Contribution 


8. Board members were prepared to discuss materials sent in advance.


NOT PREPARED  1  2  3  4  5    PREPARED  Unable to assess 


9. The board’s decision-making processes were effective.


NEVER  1  2  3  4  5   ALWAYS  Unable to assess 


10. Next action steps were identified and responsibility assigned.


UNCLEAR  1  2  3  4  5   CLEAR  Unable to assess 


Overall assessment of this board meeting’s impact on the Academy and its members: 


Very low  1  2  3  4  5  6  7  8  9  10  Very high 


Any other comments?  ________________________________________________________________________________ 


____________________________________________________________________________________________________ 


____________________________________________________________________________________________________ 
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DRAFT Conflict of Interest Form                                                                                                                                             Attachment 3.0 
The Academy of Nutrition and Dietetics ("Academy") wishes to avoid possible conflict of interest involving members of an Academy board, 
committee, task force or workgroup ("Group"),  and/or contractors or speakers at Academy events ("Event") as defined by state and federal 
law, in accordance with the Academy Conflict of Interest Policy currently in effect (pdf). The Board asks for you to continually be cognizant of 
fiduciary duties to the Academy arising out of positions of confidence within the organization, in accordance with the Academy Conflict of 
Interest policy in effect. Therefore, please complete the following, either as a member or member under consideration for a Group, 
consultancy, or speaking engagement. This form will be shared with the chair and/or staff liaison of the relevant Group(s)/Event(s) for their 
review. The form will be shared with other members at their request. Addressing conflicts of interest is a shared responsibility. If you have 
concerns that another individual has a conflict influencing the Group(s)/Event(s) please contact the chair or Academy staff. Thank you.


First Name Last Name
Professional Credentials Address 1:
Address 2: City:
State: Select State Zip/Postal Code:


Country Phone: xxxxxxxxxx
Email: name@domain.com


Please read and check each box
I acknowledge that I have been appointed or am being considered to perform certain services for or on behalf of the Academy. 
Those services require objectivity, credibility, the avoidance of actual or appearance of external influence, and the absence of 
a conflict with Academy positions, statements, priorities, and Academy-led activities.


I am aware of the need to disclose any facts or circumstances that might create the appearance of a conflict with these 
standards.


I agree to disclose any companies, organizations or enterprises from which I receive compensation or with which I have an 
ongoing relationship and which are relevant to the Group(s)/Event(s) of which I am a member/participant.


I understand, and agree to, recuse myself from participating or voting in any Group work/Event where there is a potential for 
conflict of interest. I understand that I have a responsibility to act in the best interests of the Academy when acting as a 
member of the Group(s)/Event and to leave my personal interests/agendas aside. 


I understand that if I refuse to complete this form, I will be disqualified or removed from the Group(s)/Event(s).


I agree that this Disclosure Statement may be made public or shared with any Academy member or interested party.


I agree to update this form annually as well as within 30 days after I establish any new financial relationships that could 
represent a potential conflict of interest and within 30 days after I take on new Group/Event roles in the Academy.


I hereby certify that, to the best of my knowledge, no aspect of my personal or professional circumstances or that of my 
immediate family, within the last 3 years, places me in the position of having private interest that is in conflict with any material 
interest of the Academy Group(s)/Event(s) or with my obligations to the Group(s)/Event(s) except for the following:


A. List employment with companies within the last 3 years (list the most current first.)


Company Name Your Title Start Dates End Dates


mm/dd/yyyy mm/dd/yyyy Delete


Add Employment


B. Provide the information requested below if applicable within the last 3 years related to the Academy Group(s)/Event(s) topic


ExplanationType


Principal Investigator or CoInvestigator on 
Grants / Research on the Academy Group(s)/
Event(s) topic


Consultant on Academy Group(s).Event(s) topic


Participation in review activities for the Academy 
Group(s)/Event(s) topic


Writing or reviewing a manuscript on the Academy 
or Group(s)/Event(s)  topic


Leadership role or membership in organizations 
related to the Academy Group(s)/Event(s) 



https://eal.webauthor.com/modules/library/item.cfm?item_type=cms_File&id=48743
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C. List publications (articles or books) that you have authored or coauthored within the last 3 years related to the Academy Group(s)/Event(s) topic


Title of 
Journal/
Publication Date Volume/Issue Pages


mm/dd/yyyy Delete


Add Publication


D. List publications (blogs or other website postings) that you have authored or coauthored within the last 3 years related to the
Academy Group(s)/Event(s) topic


Title URL Date Comments


mm/dd/yyyy Delete


Add Blog


E. Indicate sources of income within the last 3 years related to the Academy Group(s)/Event(s)  topic


Type None


Money Paid 
to You
(over $5,000)


Paid 
to your spouse
(over $5,000) Payor


Board membership


Consultancy


Expert Testimony


PI or CoPI on Grants/Grants pending


Lectures including service on speakers bureau


Editor, Author or coauthor of book on topic


Royalties


Payment for development of educational presentations


Stock/Stock options


Travel, accommodations, meeting expenses


Other


eSignature


Money Paid to
 your employer
(over $5,000)


Date



http://www.webauthor.com/
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NON-DISCLOSURE CONFIDENTIALITY AGREEMENT 


This Agreement is entered into as of this  day of  , 2017 
by and between “Party in which you are entering agreement” (Confidant) and Academy of Nutrition and 
Dietetics (Company), an Illinois, Not for Profit Corporation with a place of business at 120 S. Riverside 
Plaza, Suite 2190, Chicago, Illinois 60606. 


Company possesses valuable business and technical information including, among other things, concepts, 
know-how, trade secrets, business forecasts, business and financial plans. 


Company desires written assurance that information disclosed in confidence to Confidant will be 
maintained in confidence and not used against Company’s interests.  The term “Confidential Information” 
used below means all valuable business or technical information Company has that involves any of the 
matters referred to above, that the Confidant obtains directly or indirectly from Company.  Company will 
disclose, or allow Confidant access to Confidential Information only for the purposes of facilitating 
Confidant’s providing services to Company.  Confidant shall be permitted to use such information as may 
be necessary or desirable in the course of providing such services. 


Confidant agrees, except as may be provided in any future written agreement that may be entered into 
between Company and Confidant, that Confidant shall: 


(1.)   take all such precautions as may be reasonably necessary to prevent the disclosure to any 
third party of Company’s Confidential Information. 


(2.)   not use for Confidant’s own benefit any of Company’s Confidential Information; and 


(3.)   to the extent Confidant has not already done so, require its employees, agents, firm and 
associates to be bound in the same manner. 


(4.)   not disclose any of Company’s Confidential Information received hereunder to any 
third party and not to use the same, except for the purpose noted above, for a period 
of five years from the date of disclosure hereunder. 


This agreement shall be governed and construed in accordance with the law of the State of Illinois. 


AGREED TO BY: Academy of Nutrition and Dietetics and 


Signed 


Dated 
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BOARD OF DIRECTORS MEETING 
AGENDA ITEM SUMMARY 


 


 


 


DATE: May 19, 2017 


AGENDA TOPIC: FY18 Budget AGENDA 
ITEM: 


  4.0 


CONTRIBUTES TO ACHIEVEMENT OF: 
   Strategic Goal(s) 
  Goal 1 The public trusts and chooses registered dietitians as food and nutrition experts 
  Goal 2 The Academy improves the health of Americans 
  Goal 3 Members and prospective members view the Academy as key to professional success 
 
   BOD Program of Work Priority 
   Strategic Priorities 
   Governance Priorities 
   Operational Priorities 
BACKGROUND 
As a part of the on-going operational responsibilities, the Finance and Audit Committee manages and monitors the 
financial performance of the ANDF, Academy and related organizations.  Included in this responsibility is the 
development of the annual budget.  Attached are the Academy 2017 Fiscal Year forecast and the 2018 Fiscal Year 
budget. 
ALTERNATIVES AND/OR DISCUSSION POINTS 
 


FY17 
• Academy expenses will under-run the FY17 budget by $1,122,100.   
• Revenue will fall short of budget by $1,058,500. 
• Operating margins will exceed budget expectations by $63,600. However, when compared to FY16, and 


before the impact of the 2nd Century program, operating margins will improve by $435,000. 
• Investment returns are expected to be $1,513,000. This is $263,200 better than budget expectations. 
• Academy is projecting a total operating deficit of $1,556,400, before the impact of the 2nd Century program, 


and final deficit of $2,156,400 after.  These are both better than budget expectations. 
• Reserve levels are expected to be at $15.3M (65.0%) of the FY17 expense budget by the end of May. 


 
FY18 


• The budget will have an overall final operating deficit of $1,149,300.  This is $407,100 smaller (better) than 
the FY17 forecasted results, before 2nd Century is considered.   Factoring in the 2nd Century initiative, the 
results would be $1,007,100 smaller (better) than FY17 forecasted results. 


• After investment returns, the Academy anticipates a small, positive “bottom line” result. 
• Investment reserves, at the end of FY18, are expected to decline slightly to $15.2M or 64.6% of the FY18 


expense budget. 
ORGANIZATIONAL CAPACITY 
Human Resource Implications:  None  
Financial Implications: 


  Budgeted        No Financial Impact 
 


   Approved by the CEO on _4/18/17_    
   Approved by the Finance Committee on __4/25/17 
 
   Forwarded without recommendation by the   CEO           Finance Committee 
CONSIDERATIONS FOR PROCEEDING/NOT PROCEEDING 
See Above 
EXPECTED OUTCOME(S)/RECOMMENDATION(S) 
That the Board consider approving the FY2018 budget as presented. 


SUBMITTED BY: Finance and Audit Committee  
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Academy of Nutrition and Dietetics
FY18 Budget Overview


May 19, 2017


Confidential: Not to be disclosed outside of the Academy Board of 
Directors
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Overview


• Academy expenses will under-run the FY17 budget by $1,122,100.  
• Revenue will fall short of budget by $1,058,500.
• Operating margins will exceed budget expectations by $63,600. However, when compared to 


FY16, and before the impact of the 2nd Century program, operating margins will improve by 
$435,000.


• Investment returns are expected to be $1,513,200. This is $263,200 better than budget 
expectations.


• Academy is projecting a total operating deficit of $1,556,400, before the impact of the 2nd


Century program, and final deficit of $2,156,400 after.  These are both better than budget 
expectations.


• Reserve levels are expected to be at $15.3M (65.0%) of the FY17 expense budget by the end 
of May.


FY17


• The budget will have an overall final operating deficit of $1,149,300.  This is $407,100 smaller 
(better) than the FY17 forecasted results, before 2nd Century is considered.   Factoring in the 2nd


Century initiative, the results would be $1,007,100 smaller (better) than FY17 forecasted results.
• After investment returns, the Academy anticipates a small, positive “bottom line” result.
• Investment reserves, at the end of FY18, are expected to decline slightly to $15.2M or 64.6% of 


the FY18 expense budget.


FY18
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FY17 results, overall, are expected to achieve budget goals…


Academy’s lower operating expenses will offset the revenue shortfall.


2016 2017 2017 $ Variance % Variance
Actuals Budget Forecast fav/(unfav) fav/(unfav)


Revenue 21,160.5$          21,886.2$          20,827.7$          (1,058.5)$       (4.8%)


Direct Expense* 23,151.9            23,506.2            22,384.1            1,122.1          4.8%


Operational Sur/(Def) (1,991.4)$           (1,620.0)$          (1,556.4)$           63.6$             3.9%


2nd Century Support (277.1) (600.0) (600.0) 0.0 0.0%


Total Operational Sur/(Def) (2,268.5)$           (2,220.0)$          (2,156.4)$           63.6$             2.9%


Investment Income/(loss) 125.2 1,250.0 1,513.2 263.2 21.1%


Final Income/(Deficit) (2,143.2)$           (970.0)$             (643.2)$              326.8$           33.7%


FY17 budget vs. FY17 forecast


* Before 2nd Century support
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…continuing the Academy’s operational improvement.


Operationally, since the end of FY15, the Academy will improve operating margins at 
the end of FY17, by over $1.5M or 49.8%, before the 2nd Century impact, and over 
$0.9M or 30.4% after the impact of 2nd Century.


2015 2016 2017 $ Variance % Variance
Actuals Actuals Forecast fav/(unfav) fav/(unfav)


Revenue 21,137.3$           21,160.5$          20,827.7$           (309.6)$          (1.5%)


Direct Expense * 24,236.4             23,151.9            22,384.1             1,852.3          7.6%


Operational Sur/(Def) (3,099.1)$           (1,991.4)$           (1,556.4)$           1,542.7$        49.8%


2nd Century Support 0.0 (277.1) (600.0) (600.0) (100.0%)


Total Operational Sur/(Def) (3,099.1)$           (2,268.5)$           (2,156.4)$           942.7$           30.4%


FY17 Forecast vs. FY15 


* Before 2nd Century support
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FY18 budget will continue to improve….


The Academy’s financial performance will continue to improve in FY18.


2016 2017 2018 $ Variance % Variance
Actuals Forecast Budget fav/(unfav) fav/(unfav)


Revenue 21,160.5$          20,827.7$          22,386.3$          1,558.6$        7.5%


Direct Expense* 23,151.9            22,384.1            23,535.6            (1,151.4)         (5.1%)


Operational Sur/(Def) (1,991.4)$           (1,556.4)$           (1,149.3)$           407.1$           26.2%


2nd Century Support (277.1) (600.0) 0.0 600.0 100.0%


Total Operational Sur/(Def) (2,268.5)$           (2,156.4)$           (1,149.3)$           1,007.1$        46.7%


Investment Income/(loss) 125.2 1,513.2 1,150.0 (363.2) (24.0%)


Final Income/(Deficit) (2,143.2)$           (643.2)$              0.7$                   643.9$           100.1%


FY18 budget vs. FY17 forecast


* Before 2nd Century support







..and Academy Investment Reserves will remain healthy.
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Reserve balances in FY18 will decline slightly but will remain above the 50% 
minimum requirement.


$12.9
$15.3 $15.2$14.1


$17.1 $16.7
$19.0 $20.1


$18.0
$15.6


$0.0


$5.0


$10.0


$15.0


$20.0


$25.0


FY09 FY10 FY11 FY12 FY13 FY14 FY15 FY16 FY17 FY18


65% of 


FY17 budget*
64.6% of 


FY18 budget


* Before 2nd Century support
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Academy Operating results* continue to move in the right direction


Staff continues to focus on improving Operating results.


($3,099.1)


($1,991.4)
($1,556.4)


($1,149.3)


($3,500)


($3,000)


($2,500)


($2,000)


($1,500)


($1,000)


($500)


$0


FY15 Actuals FY16 Actuals FY17 Forecast FY18 Budget


* Before 2nd Century support and investment returns


+$1.95M
(62.9%)
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FY18 budget required small, but important, changes


Staff created budgets that did not require too much change.  However, staff will 
continue to look for additional operating improvements that will complement any 
changes generated by the 2nd Century project plan due in July.


Academy CEO made minor adjustments to help achieve the budget.


• Freezing and eliminating positions through attrition $   517,000


• Membership Stretch Objective $   50,000


Total Adjustments $   567,000
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FY18 will be driven by a 7.5% increase in revenue…


Revenue growth is dependent upon Programs and Meetings (driven by FNCE) and 
Sponsorships.  Together, they account for nearly 91% of the total revenue growth.


FY17 forecast vs. FY18 budget


2016      


Actuals


2017      


Forecast


2018     


Budget


$ Variance    


fav/(unfav)


% Variance    


fav/(unfav)


Membership Dues $      9,352.8 $      9,373.7 $      9,190.8 $      (  182.9) (   2.0%)


Programs and Meetings 4,509.9 4,512.7 5,557.9 1,045.2 23.2%


Publications & Materials 2,304.8 2,225.1 2,352.9 127.8 5.7%


Sponsorships 1,114.7 980.1 1,353.3 373.2 38.1%


Subscriptions 2,199.6 2,233.1 2,361.8 128.7 5.8%


Grants 388.2 129.8 121.9 (    7.9)             ( 6.1%)


Advertising 266.2 151.9 180.0 28.1 18.5%


All Other 1,024.3 1,221.3 1,267.7 46.4                3.8%


Total Revenue $    21,160.5 $    20,827.7 $    22,386.3 $   1,558.6 7.5%
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…that is concentrated in a few programmatic areas.


$130.8$131.0
$190.2


$255.5
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Forecast
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Publications


* Sponsorships do not include those that are for FNCE and Nutrition News Forecast


These five areas account for over $1.6 million in revenue increases; exceeding 
the total budgeted increase of $1.56 million.
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Revenue growth has risks


Revenue growth is concentrated and risky.  However, there may be opportunities as well, resulting 
in a more successful outcome. Staff will continue to monitor activities to maximize revenue.


• FY18 FNCE attendance in Chicago is expected to increase when compared to attendance in Boston.  
This is due to the Centennial anniversary. 


• Professional Development is being aggressive and believes they can meet the challenge.  This is 
helped along by the Nutrition Focused Physical Exam Training.


• Sponsorships are growing for FNCE and Nutrition News Forecast.  However,  Marketing is expecting 
to grow sponsorship outside of these two events as well. This expectation could be a risk.


• Nutrition News Forecast (NNF) is looking to grow sponsorship.  This will be helped by increasing 
attendance for NNF.  If sponsorship sales are not successful, some costs would be reduced.  
However,  this would still have a negative impact on the Academy operating income.


• Electronic Publications is comprised of the NCM product line ($69K) and eNCPT ($62K).  The eNCPT 
increase may be aggressive.


• Membership (not listed on previous page) is declining, but, a $50K stretch objective has been 
included in the revenue.  Even though the FY17 stretch objective will be met and surpassed, adding a 
new stretch objective in FY18 could still be a risk.


• Advertising revenue for Food and Nutrition Magazine (not listed on previous page) is aggressive.  
However, staff feels confident it can be achieved.


• Publications revenue (not listed on previous page) is disbursed across mutiple product areas, but 
would be at risk if any plans are delayed, or sales volumes are not achieved.
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FY18 expenses are expected to increase by 5.1%*


Expenses are shifting primarily due to higher FNCE costs in FY18, the one time benefit of 
the building move received in FY17, and operational changes.


FY17 forecast vs. FY18 budget


2016     


Actuals


2017      


Forecast


2018     


Budget


$ Variance    


fav/(unfav)


% Variance    


fav/(unfav)


Personnel $    12,679.6 $    13,189.8 $    13,184.0 $       5.8 0.0%
Publications 2,455.5 2,403.6 2,317.7 85.9    3.6%
Meeting Services 1,786.7 1,906.3 2,395.0 (  488.7) (25.6%)
Professional Fees 1,429.1 1,329.7 1,311.5 18.2 1.4%   
Travel 1,232.9 1,035.4 1,129.2 (   93.8) (9.1%)
Rent and Utilities 1,239.6 164.7 873.9 (  709.2) (430.6%)
Depreciation 1,138.4 1,379.9 1,396.6 (    16.7) (1.2%)
Postage and Mailing 614.0 619.1 633.3 (    14.2) (2.3%)
Printing 194.9 194.2 201.3 (      7.1) (3.7%)
Computer 664.4 688.9 749.2 ( 60.3) (8.8%)
Office Supplies 224.1 223.8 224.3 ( 0.5) (0.2%)
Telecommunications 174.7 147.3 135.3 12.0 8.1%
Legal and Audit 187.4 215.5 220.0 (      4.5) (2.1%)
Advertising and Promotion 82.1 72.8 86.1 (    13.3) (18.3%)
Insurance 79.5 81.6 80.8 0.8 1.0%
All Other (1,031.0) (1,268.5) (1,402.6) 134.1 10.6%
Total Expense $    23,151.9 $    22,384.1 $    23,535.6 $      (1,151.5) (5.1%)


* Before 2nd Century support
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Expenses have risks


• Attrition expected for personnel reductions may not materialize requiring 
other means to reduce staff.


• FNCE costs could grow higher than anticipated.  Some of the costs are 
variable and, if necessary, could be adjusted if required.


• Inflation may grow faster than anticipated resulting in higher costs 
across various areas of the business.


Staff will continue to review existing programs to determine if there are more cost effective 
ways to manage the operations without signficantly impacting member value.
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Funds are included for capital projects


Capital investment will continue, but, remain below the anticipated depreciation of $1.3M.  
Re-investment into the capital structure helps to keep the Academy stay current with the 
latest technology and infrastructure.  Each project will be evaluated further to identify 
potential cost savings.


Item Costs Explanation


Annual PC and Laptop Upgrades $  50,000 Continue the laptop upgrades.  Moving towards all 
computers being laptops to provide greater flexibility.


Infrastructure Upgrades $  83,000 Network upgrades to ensure IT infrastructure continues 
to improve quality.


Website Upgrades $  250,000 Continued expansion of website.  


NCM Upgrades $  80,000 Upgrades to NCM and related products.


EAL and eNCPT Upgrades $  171,000 Further development and enhancement of these 
systems.


AMS Upgrade $    80,000 Upgrade Association Management Software to latest 
version


Learning Management System $100,000 The LMS would be the consistent product used for all 
future educational and training opportunities offered 
through the Academy and related groups.


Capitalized Headcount $    50,000 Staff support for all capital projects.


Total Capital $864,000 







Conclusion


• Academy FY17 Operating results will achieve the budget expectations and continue the 
improvement that began in FY15. 


• FY17 revenues will fall short of budget expectations.  However, expenses will be below 
budget and will offset the revenue shortfall.


• FY17 investment results will exceed budget expectations and reserve levels are expected 
to be at $15.3M or 65.0% of the FY17 expense budget.


• FY18 will have a balanced budget after investment returns.
• FY18 revenue will grow by 7.5% driven primarily by FNCE, Professional Development, 


Sponsorships and Electronic Publications.
• FY18 Operating expenses will grow by 5.1%, excluding 2nd Century.  This includes 


operational adjustments and the impact of higher FNCE costs in Chicago.
• Academy investment reserves are expected to end the FY18 fiscal year at $15.2M or 


64.6% of the FY18 expense budget.
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Over the next few months, staff will continue to monitor the business activity to see if any 
additional opportunities exist to enhance the FY18 financials. 
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Next steps


• Academy Board of Directors:
1. Modifies the proposed budget (if 


applicable)
2. Approves the FY18 budget
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Revenue Support
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Membership Dues revenue is expected to decrease…


FY17 Membership Dues are expected to decline by 2.0% even with a stretch objective 
added to the budget.


Revenue Explanation


Membership revenue is declining by 
$182.9K, even with a stretch objective,  due 
to decreasing membership and shifting 
membership categories (ex. Active to 
Retired).


Total Membership is expected to decline 
from 72,945 to 72,688.


Fellow program is expected to remain flat at 
$14K.
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..due to a decrease in membership.


The Academy membership will decline.  The Membership team believes membership could 
decline to 72,288.  Staff has been provided a stretch objective raising this number to 72,688. As 
is the case in FY17, the distribution of membership may help achieve the $50,000 stretch 
objective.
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Dues, as a percentage of operating revenue, will decrease
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Membership dues, as a percentage of total operating revenues, is budgeted to decrease in 
FY18.  This is due to both lower membership revenue and the growth in non-dues revenue 
areas of the business.


*   American Society of Association Executives (ASAE) 14th edition
** Does not include Fellow program
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Programs and Meetings revenue is expected to increase


Programs and Meetings revenue is growing by 23.2% driven primarily by FNCE.  It is 
aggressive, but, given this is the Centennial celebration, is believed to be achievable.


Revenue Explanation
Revenue is changing due to the following;


• FNCE Registration +$   710K
• FNCE Exhibits +$   140K
• E-Learning +$   136K
• Focused Physical Exam Training +$    58K
• All Other Programs +$       1K


Total +$1,045K 


• FNCE registration management is expecting 
higher attendees in Chicago for the Centennial 
celebration.  


• FNCE exhibit management believes, given the 
current sales, this goal should be achievable.


• E-learning is expected to grow as it expands its 
offerings and implements a Learning 
Management System.


• Focused Physical Exam training continues to be 
in high demand and resources have been 
adjusted to continue its expansion.
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Publications and Materials revenue will grow


Publication and Materials revenue is increasing by 5.7% primarily due to the growth of 
sales through all channels.


Revenue Explanation
Revenue is changing due to the following;


• Traditional Publications +$     35K
• Focused Physical Exam +$     31K
• List Rental +$     28K
• Journal +$     25K
• National Nutrition Month +$     21K
• All Other Programs - $     12K


Total +$   128K 


• Traditional Publications growth is due to the roll-
out of new products in FY17 that will impact 
FY18.


• Focused Physical Exam training is expanding 
which will increase the sales of publications for 
this program.


• List Rental is due to the availability of an 
expanded membership list.


• Journal increase is due to renegotiated contract.
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Sponsorship revenue will grow


Sponsorship is growing 38.1% as new sponsors are added.


Revenue Explanation


Revenue is changing due to the following;


• Additional Corporate Sponsors +$   190K
• Nutrition News Forecast +$   131K
• FNCE +$    52K


Total +$   373K
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• The Sponsorship team is looking to grow 
revenue in FY18.  This will be done through 
increased sponsorships for FNCE, new 
sponsorships for Nutrition News Forecast 
and additional Premiere sponsors overall for 
the Academy.
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Subscription revenue will rise


Subscription revenue will increase 5.8% primarily due to the growing subscriptions of 
eNCPT, and the moderate growth and price increases for the NCM product line.


Revenue Explanation


Revenue is changing due to the following;


• NCM    +$     69K
• eNCPT +$     62K
• All Other Programs - $       2K


Total +$   129K 


• The Research team, along with marketing 
and sales, have renewed their focus on 
selling eNCPT.  Resource gaps in FY17 that 
have been resolved should enhance future 
sales of this product.


• NCM and related products are expected to 
grow primarily due to a small growth in 
subscriptions and full year’s impact of price 
increases from FY17.
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Grant revenue will decline


Grant revenue is expected to decline by 6.1% primarily due to decreased Research 
grants, no Carry the Flame grants in FY18, and other miscellaneous grant reductions.


Revenue Explanation


Revenue is changing due to the following;


• Focused Physical Exam +$     25K
• Research - $     21K
• Carry the Flame - $       7K
• All Other Programs - $     5K


Total - $   8K
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• Focused Physical Exam program is looking 
to increase grants to help achieve its 
expansion efforts.


• Carry the Flame program has ended.
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Advertising revenue will increase


Advertising revenue will increase 18.5% due to a rebound in advertising sales for 
Food and Nutrition Magazine.


Revenue Explanation


Revenue is changing due to the following;


• Food and Nutrition +$   28K$0.15
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• Advertising sales are down in FY17 
($152K) when compared to FY16 ($261K).  
Staff anticipates a small rebound in sales 
for FY18.
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Other revenue will increase


Other revenue is expected to increase by 3.8% primarily due to higher FNCE 
rebates from hotels in Chicago and other miscellaneous revenue growth.


Revenue Explanation


• FNCE rebates are increasing due to the higher 
attendees in Chicago.


• DPG/Affiliate Management growth is due to 
renewed contracts and small increased support 
to Affiliates.


• Journal increase is due to the renegotiated 
contract.
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Revenue is changing due to the following;


• FNCE Rebates +$      20K
• DPG/Affiliate Management +$      10K
• Journal +$        7K
• Member Advantage Program +$        6K
• All Other  Programs +$        3K


Total +$      46K
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Expense Support
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Personnel expenses are remaining flat


Personnel expenses will remain flat, primarily due to attrition and not immediately 
replacing positions as they become vacant.  Currently, some staff have communicated 
their intent to retire by the end of FY17 and have not been replaced in the FY18 budget.  
All other staff needs will require re-allocation of resources or CEO approval to hire.


Expense Explanation


Expenses are changing due to the following;


• Salary and Wage Increases +$ 276K
• Benefits, including Medical +$ 185K
• Lower Personnel Turn-over +$   50K
• Elimination of Positions - $ 517K


Total - $     6K 
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Personnel assumptions


The majority of position reductions have already self identified.  Staff will 
continue to focus on eliminating positions through attrition wherever possible 
and where it will not impact member services.


• Salary increases are budgeted to average 3%.  This is the amount that will go 
into the increase “pool” and is inclusive of both merit and cost of living.


• 401K contribution will be retained at 8%.
• Medical expenses will increase in January, 2018 by 10%.
• Positions will be eliminated in FY18, due to attrition, if possible.  If necessary, 


positions will be eliminated outside of attrition.
• Positions will be re-organized if necessary to achieve objectives. 
• Capitalization of personnel expenses will continue to help improve the web site, 


Association Management System and other infrastructure needs.







Personnel expenses as a percent of total expenses will decrease
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Adjustments to personnel, and increases in other areas, will result in the percentage of 
personnel costs declining in FY18.
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Publications expenses are decreasing


Publication expenses will decline 3.6% primarily due to decreased costs for the Journal.


Expense Explanation


Expenses are changing due to the following;


• Journal - $   88K
• All Other Programs +$     2K


Total - $   86K 


• Journal costs are decreasing due to the 
renegotiated contract with Elsevier.  The 
new agreement provides a lower rate for 
on-line only subscriptions.  In FY18, 
students will be moving to on-line only.
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Meeting Services expenses are increasing


Meeting Services expenses are increasing 25.6% primarily due to the higher logistical 
costs for FNCE in Chicago.


Expense Explanation
Expenses are changing due to the following;


• FNCE +$ 437K
• Nutrition News Forecast +$   26K
• Research +$   23K
• All Other +$   3K
• Total +$ 489K 


• FNCE increases are due to higher costs 
for Audio Visual, Busing, Food Service, 
Honorariums, Convention Center, etc. at 
FNCE. 


• NNF is due to the increased attendance to 
help drive sponsorships.
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Professional Fees are decreasing


Professional Fees are decreasing 1.4% primarily due to a shift for the Nutrition 
Focused Physical Exam training.


Expense Explanation
Expenses are changing due to the following;


• Nutrition Focused Phys Exam - $  44K
• IT/Web +$   13K
• Membership Recruitment +$     7K
• All Other Programs +$     6K


Total - $ 18K 
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• Nutrition Focused Physical Exam training 
shifted from professional fees to salary 
and wages resulting in greater efficiencies.
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Travel is increasing


Travel expenses have increased by  9.1% due to higher anticipated travel rates for hotels 
and airfares, the expansion of programs like Professional Development, Nutrition News 
Forecast and additional Coding and Coverage needs.


Expense Explanation
Expenses are changing due to the following;


• Professional Development +$30K
• Marketing +$29K
• Governance +$22K
• Research +$17K
• All Other Programs - $  4K


Total +$94K


• Professional Development is primarily 
due to higher Nutrition Focused Physical 
Exam Training and higher FNCE costs.


• Marketing is primarily due to higher 
Nutrition News Forecast costs.


• Governance is primarily due to 
requirements for Coding and Coverage.
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Rent and Utilities are increasing


Rent and Utility costs are increasing 430.6% primarily due to the one time operating benefit 
received from the Chicago HQ move in FY17.  Even though rent is cheaper going forward, 
the one time benefit makes it look like rent is increasing.


Expense Explanation


Expenses are changing due to the following;


• Office Expense in Chicago +$709K
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• In FY17, the Academy received a one 
time benefit of $863,000 that will not be 
provided again in FY18. 
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Depreciation is increasing


Depreciation will increase 1.2% due to changes in how Accounting records capital 
leases and investments in the Web and a new Learning Management System.   


Expense Explanation
Expenses are changing due to the following;


• Accounting Change for Leases +$   63K
• Website Infrastructure +$   31K
• Learning Management System    +$   13K
• EAL/ANDHII +$     8K
• Leasehold Improvements - $ 85K
• IT Infrastructure - $   11K
• All Other Programs - $     2K


Total +$ 17K 


• Depreciation is a recovery of capital 
expenditures and does not begin until the 
product or service is implemented.  The 
increases are due to all capital through 
FY17 and capital requested in FY18.
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Postage and Mailing is increasing


Postage and Mailing is increasing 2.3% primarily due to anticipated inflationary 
pressures for postage across all areas of the business.


Expense Explanation


Expenses are changing due to the following;


• Food and Nutrition Magazine +$ 5K 
• Publications +$  4K
• Membership +$  2K
• All Other Programs +$  3K


Total +$14K
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Printing costs are increasing


Printing is increasing by 3.7% due to anticipated price increases.  Staff will continue 
to look for savings.


Expense Explanation


Expenses are changing due to the following;


• Normal Cost Increases +$ 7K $0.19 $0.20
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Computer costs are rising


Computer costs are increasing 8.8% due to the required licenses and support for our 
technology infrastructure and Academy website.


Expense Explanation


Expenses are changing due to the following;


• Web and IT +$   56K
• All Other Programs +$     4K


Total +$   60K 


• Web and IT costs are rising due to the 
continued roll-out of the Academy IT and 
web infrastructure enhancements as well 
as the change in how IT expenses are 
charged.   IT costs for normal business 
infrastructure are now being charged on a 
per license per month basis.  This is a 
change from the “one time” purchase 
costs of the past and resulting in higher 
overall expenses.


$0.69
$0.75


$0.06


$0.00


$0.10


$0.20


$0.30


$0.40


$0.50


$0.60


$0.70


$0.80


FY17 FY18 Variance







41


Office Supplies are remaining flat


Office supplies are increasing 0.2% primarily due to anticipated price increases.


Expense Explanation


Expenses are changing due to the following;


• No Material Variances N/A
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Telecommunication expenses are decreasing


Telecommunication expenses are decreasing 8.1% primarily due to a required Accounting 
change for the recording of capital leases. Phone equipment will be depreciated in FY18 
instead of expensed as telecommunications as it was in FY17 and before.  This is offset by 
higher FNCE costs.


Expense Explanation
Expenses are changing due to the following;


• FNCE +$   48K
• Accounting Change for Leases - $   55K
• All Other Programs - $     5K


Total - $   12K 
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• FNCE charges are due to increased costs to 
provide convention center Wifi in Chicago 
when compared to Boston.


• Accounting change for leases is due to 
historic leases for equipment being 
recorgnized as incurred.  These are now 
capitalized and recorded as depreciation.  
Phone equipment that was historically 
charged to telecommunications will now be 
charged to depreciation.
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Legal and Audit expenses are increasing


Legal and Audit expenses are increasing 2.1% due to higher tax and audit costs.  
Legal expenses are expected to remain flat.


Expense Explanation


Expenses are changing due to the following;


• Tax and Audit                               +$5K
$0.22 $0.22


$0.00
$0.00


$0.05


$0.10


$0.15


$0.20


$0.25


FY17 FY18 Variance







44


Advertising and Promotion expenses are increasing


Advertising expenses are increasing 18.3% due to increased Publication advertising 
to help drive sales.


Expense Explanation


Expenses are changing due to the following;


• Publications +$   11K
• All Other Programs +$     2K 


Total +$   13K
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Insurance expenses are decreasing


Insurance expenses are expected to decrease 1.0% primarily due a small decrease in the 
FNCE insurance.  All other insurance is expected to grow slightly.


Expense Explanation


Expenses are changing due to the following;


• Normal Operating Insurance +$  1K  
• FNCE Insurance -$  2K
Total -$  1K
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All Other* is decreasing 


All Other is largely influenced by CDR, DPG and ACEND support.  This is reflected as a 
negative expense to the Academy. 


Expense Explanation
Expenses are changing due to the following;


• CDR and ACEND - $  156K
• DPG/MIG Support - $    33K
• Bank and Trust Fees +$    25K
• Advertising Commissions +$    15K
• State Legislative Tracking +$    14K
• All Other Programs +$      1K


Total - $  134K 


• Standard Accounting practices requires the 
support provided by CDR, ACEND, DPGs and 
MIGs to be reflected as a “reduction in 
expense”  (or negative value) to the Academy.  
As their support increases, the Academy 
expenses decrease.
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* Before 2nd Century support
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Second Century Update and Discussion  
 Academy Board of Directors Meeting 


May 19, 2017 
 
Vision:  A world where all people thrive through the transformative power of food and nutrition 
Mission:  Empower a global workforce to accelerate improvements in health through food and 
nutrition 
 
Second Century Focus Areas  
Through 2025, the Academy will prioritize programs and initiatives to demonstrate significant 
impact in:  


Prevention and Wellness 
• Reducing prevalence of obesity and its associated chronic diseases 
• Preventing underweight and micronutrient deficiencies  
• Increasing access to nutrition and lifestyle services 


Health Care and Health Systems 
• Identifying and treating malnutrition  
• Leveraging data to demonstrate effectiveness of nutrition interventions 
• Access to medical nutrition therapy services 


Food and Nutrition Security 
•  Improving access to safe, nutritious food and clean water 
•  Advancing sustainable nutrition and resilient food systems 
•  Expanding innovations in food waste, loss, reduction 


 
Second Century Strategy  
Builds on our core organizational strengths, food and nutrition research, professional 
development and workforce capacity 
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Professional Development  
• Tiered, progressive education and professional advancement opportunities to 


support practitioners’ needs across the educational lifecycle 
• Professional recognition programs through education and certifications for 


practitioners at all levels and geographies 
• Experiential training opportunities, placement services and support for 


Traineeships and Fellowships, practitioner networking, mentoring and resource 
sharing 


• Collaborative training opportunities through strategic partnerships  
 
Research 


• Prospective and applied food and nutrition  
• Systematic reviews and development of evidence based practice guidelines and 


position papers in collaboration with nutrition related organizations and other 
disciplines 


• Global practice based research network of practitioners and partners to collect 
patient, client, practitioner and consumer data 


• Open-access platforms to host big data on evidence-based interventions 
 


Workforce Capacity 
• Developing the next generation of food and nutrition leaders through 


internships, scholarships, junior internships, mentorships and partnerships with 
youth empowerment programs 


• Collaborative partnerships that support food, nutrition and dietetics 
practitioners at all levels in career development  


• Expanding global influence in scaling effective food and nutrition interventions 
and increasing the capacity and capability of the international food, nutrition and 
dietetics workforce 


 
Nutrition Impact Summit Initiatives for Development and Implementation  
Based on input from the Academy Board of Directors, the Executive Team and select staff, the 
first three Nutrition Impact Summit initiatives recommended for development and 
implementation planning are: 


• Global Nutrition Collaborative 
o This initiative accelerates progress in improving health by building a global 


coalition of credentialed practitioners, dietetic associations and global food, 
nutrition, and health organizations. The coalition will: 
 Build a talent pipeline that places credentialed practitioners in 


organizations to advance and measure progress on food and nutrition 
goals; 


 Empower dietetic associations and dietitians around the world to be 
more effective; 


 Expand the evidence base of food and nutrition interventions and the 
contribution of the workforce; 
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 Create a united voice for the profession that advocates for scaling 
effective solutions and investing in growing the global food and nutrition 
workforce. 


• Lifestyles First 
o This project strives to create a future where nutrition and lifestyle interventions 


are universally prioritized and credentialed food and nutrition practitioners are 
independent health care providers for the delivery of these prevention and 
treatment services. This will lead to an increase in the number of people 
accessing and receiving nutrition and lifestyle care and ultimately improving the 
health of the population and controlling or reducing U.S. health care costs. The 
initiative will first create a coalition of national health care and payer 
organizations. The coalition will conduct a landscape review to assess various 
payment models and the provision and payment for ‘lifestyle first’ services, 
including examples of effective models that could be scaled. Then, the coalition 
will support a pilot project to demonstrate the economic and health outcomes of 
Lifestyle First models of delivery and payment. The results will be used to 
advocate for increased adoption of lifestyle first care delivery and payment 
models and for the contribution of the credentialed practitioner. 


• Nutrition in Population Health 
o This project strives to transform our health system by emphasizing the 


fundamental prevention strategies of food, nutrition and lifestyle. This will be 
achieved by creating a Nutrition in Population Health Fellowship Program that 
supports population health improvement through demonstration projects. This 
project relies on collaboration between local, regional, and national 
organizations to support Fellows in the execution of their demonstration 
projects. Partners will support the Fellows in the creation of optimal research 
designs and data outcome measures. Collective project outcomes and results will 
be aggregated and translated into best practices to demonstrate the impact of 
successful interventions and the workforce’s contribution and to accelerate the 
transformation of the food, nutrition and health system. 


 
The Future is Now — Academy’s Second Century Activities  


• Food Science Certificates of Training 
• Dysphagia International Guidelines 
• American Society of Nutrition, Institute of Food Technologists, International Food 


Information Council Collaborative (food waste and scientific integrity) 
• USAID Grant in Multi-Sectoral Nutrition Activities  
• Public Health Institute Collaboration 
• Exercise is Medicine 2.0 with American College of Sports Medicine 
• Certificate of Training in Public Health Nutrition with the Association of State Public 


Health Nutritionists 
• WHO Systematic Reviews 
• Nutrition Care Process Implementation Research  
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Attachment 5.0 
 


• Gardens for Health International and the Maya Health Alliance  
• Food and Nutrition Security Community Assessment Tool and Decision Process 
• Malnutrition Quality Improvement Initiative (MQii) 


 
Funding the Second Century  


• Internal Grants (Second Century fund) 
• External Grants  
• Products and Services Developed from Second Century Initiatives 
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AGENDA ITEM SUMMARY 


 


 


 
 


DATE:  May 20, 2017 


AGENDA TOPIC: 


 
Strategic Measures and Metrics  AGENDA 


ITEM: 
7.0 


CONTRIBUTES TO ACHIEVEMENT OF: 
 
   Strategic Goal(s) 
  Goal 1 The public trusts and chooses Registered Dietitian Nutritionists as food, nutrition and health experts. 
  Goal 2 Academy members optimize the health of individuals and populations served. 


  Goal 3 Members and prospective members view the Academy as vital to professional success. 
 Goal 4 Members collaborate across disciplines with international food and nutrition communities. 


 
   BOD Program of Work Priority 
   Strategic Priorities 
   Governance Priorities 
   Operational Priorities 
BACKGROUND 
 
Strategic Measures are organizational performance measures that are monitored on an ongoing basis (e.g. 
financial and membership data, dietetics measures). The Board of Directors uses this data to evaluate the 
success of Academy operations. 
ALTERNATIVES AND/OR DISCUSSION POINTS 
 
o The major annual update to the measures will be presented 
o A new measure of public policy engagement for affiliates, Dietetic Practice Groups (DPG), and 


Member Interest Groups (MIG) will be presented 
 


ORGANIZATIONAL CAPACITY 
 
Human Resource Implications:   
 
Financial Implications: 
 


  Budgeted        No Financial Impact 
 


  Unbudgeted: 
   Approved by the CEO on ________   (date) 
   Approved by the Finance Committee on ________   (date) 
 
   Forwarded without recommendation by the   CEO           Finance Committee 
CONSIDERATIONS FOR PROCEEDING/NOT PROCEEDING 
 
EXPECTED OUTCOME(S)/RECOMMENDATION(S) 
 
The Board will be informed on the progress made towards the Academy’s strategic goals.  


SUBMITTED BY: Will Murphy 
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Strategic Outcome Measures are organizational performance measures that are monitored on an ongoing basis (e.g. financial and membership data, 
dietetics measures). The Board of Directors uses this data to evaluate the success of Academy operations.  


The following summarizes the development of the Strategic Measures: 


• The Strategic Measures concept has been approved by Board as the method used to assess both the status of the ongoing operation of 
Academy as well as progress toward strategic goals. 


o Key concepts and interpretation of data are included in pages 3-5. 
• Page 6 shows how the measures align to support the strategic plan.  
• The BOD may make recommendations for altering, deleting, or adding measures to address the Academy’s strategic goals. 
• Attached is the current Strategic Measures report  
 


Below is a list of data sources that have been used in measures or may be used in the development of future measures:  


• Member/Non-Member Needs Satisfaction survey 
• Dietetics Measures 
• Dropped Member survey 
• Salary Survey 
• CDR Practice Audit 
• ACEND Accreditation Evaluation Survey 
• ACEND Standards Evaluation Survey 
• Member Profiles 
• Researcher Survey 
• Journal Readers Survey 
• BOD Self-Assessment Results 
• HOD Self-Assessment Results 
• HOD Environmental Summary Report 
• Financial Reports 
• Annual Reports of Committees  


 


These criteria have been used in the past for developing and evaluating measures: 
A t t a c h m e n t  1  P a g e  | 1 
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• Will the new measurement fill a significant gap in our ability to determine whether the organization is performing optimally and moving in 
the desired direction? 


• Does the measure support the organizations decision making process? 
• Is the value of the measure worth the cost of collecting the data?  


 


Attachments 


1. Strategic Measures Report 


 


Concept of Academy Strategic Measures 
 


 THESE MEASURES NEED TO BE CHOSEN CAREFULLY TO REFLECT ALL KEY PARTS OF THE ORGANIZATION AND THE STRATEGIC OBJECTIVES. 
 CHOOSE NO MORE THAN 16, PREFERABLY LESS…. BUT GET THE MOST IMPORTANT MEASURES THAT REFLECT MISSION VISION, AND KEY FUNCTIONS. 
 MUST LOOK AT ALL MEASURES SIMULTANEOUSLY TO SEE HOW ENTIRE SYSTEM IS FUNCTIONING. 
 DATA SHOULD BE COLLECTED CONTINUOUSLY AND TRACKED OVER TIME SO CHANGES CAN BE DETERMINED STATISTICALLY 
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Interpretation of Data Trends and Identification of Meaningful Changes 


 


The collection and presentation of strategic outcomes data is valuable insofar as it can identify meaningful changes over time and support the Board’s decision 
making processes. Natural variations and seasonal patterns can give the false appearance of changing trends or responses to actions in the absence of structured 
methods for the interpretation of data, yet each source of data has unique properties such that no single universal standard could fully represent the variety of 
data in this report. Therefore, each measure is analyzed with methodology appropriate to its properties in order to provide an assessment of progress towards 
the related Strategic Outcome that has been identified by the board. In each analysis, the following principles are applied: 


• Reveal Data: Visualize as much of the complexity of the data as is reasonable in order to support critical evaluation of conclusions and identification of 
new patterns in the data.  


• Quantify Uncertainty: Some data, such as survey results, represent an estimation of a value for a larger population. These estimates have an inherent 
level of uncertainty, and this uncertainty must be communicated in order to facilitate judgments of whether observed changes over time represent 
meaningful changes in that population versus natural variation in the estimates. 


• Forecast: Setting expectations for the outcomes that would result from the continuation of current trends into the future supports decision-making for 
when interventions are necessary and provides standards of comparison to later judge the success of those interventions. 


 


 


 


 


  


A t t a c h m e n t  1  P a g e  | 4 
     
 







Strategic Measures May 2017 
 
 


 
 


The public trusts and chooses 
Registered Dietitian Nutritionists 


as food, nutrition and health 
experts. 
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PERCEPTION OF ACHIEVEMENT OF STRATEGIC GOALS 


 
Operational Definition of Measure: Increases in members’ perception of 
Academy achievement of strategic goal: The public trusts and chooses 
Registered Dietitian Nutritionists as food, nutrition, and health experts  
Method of measurement: READEX Professional Assessment Survey 


Desired Trend:  (Achieve a mean score of ≥ 7.0 on the perception 
of achievement of strategic goals by Academy RDNs and DTRs) 
 
Updated: yearly (May-June) 
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MEDIA & CONSUMER VISIBILITY 
Operational Definition of Measure: Increases in visibility of the Academy to media and consumers, via 
Eatright.org and other media outlets (online, print, and broadcast) 
Method of measurement: Cision media monitoring (online, print, and broadcast), Google Analytics 
(Eatright.org)  
Notes: Media benchmarks from Pew “State of the Media” annual news trends. eatright.org Website year is 
February-December due to initial launch in February 2015. 


Desired Trend:  
 
Updated: Annually 


 
 


A t t a c h m e n t  1  P a g e  | 7 
     
 







Strategic Measures May 2017 
 
 


 


 
NUTRITION TRENDS 


 
Operational Definition of Measure: Maintenance or increases in consumer-rated credibility of 
RDNs, NDTRs, and the Academy. 
 
Method of measurement: Consumer Market Research Survey 


Desired Trend:  
 
Updated: Not currently updated 
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A t t a c h m e n t  1  P a g e  | 8 
     
 







Strategic Measures May 2017 
 
 


 
ALLIANCE/COLLABORATIONS TREND (IN DEVELOPMENT) 


 
Operational Definition of Measure: TBD 
 
Method of measurement: TBD 


Desired Trend: TBD 
 
Updated: TBD 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 


 
 


 
 
 


 
 
Total number of appointments on external organizations’ task forces. 
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Academy members optimize the 
health of individuals and 


populations served. 
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PERCEPTION OF ACHIEVEMENT OF STRATEGIC GOALS 
 


Operational Definition of Measure: Increases in members’ perception of 
Academy achievement of strategic goal: Academy members optimize the 
health of individuals and populations served 
Method of measurement: READEX Professional Assessment Survey 


Desired Trend:  (Achieve a mean score of ≥ 7.0 on the perception of 
achievement of strategic goals by Academy RDNs and DTRs) 
 
Updated: yearly (May-June) 


 
 


 


A t t a c h m e n t  1  P a g e  | 11 
     
 







Strategic Measures May 2017 
 
 


 
PUBLIC POLICY INVOLVEMENT 


 
Operational Definition of Measure: Increases in Affiliate Advocacy, Dietetic Practice Group, 
Academy Committee, Executive Team, and Academy Employee Engagement Indices 
Method of measurement: Composite of multiple sources. Aristotle Grassroots Manager reporting. 
Survey of measured groups 


Desired Trend: Increase 
 
Updated: Annually (after FY end) 
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PUBLIC POLICY INVOLVEMENT (CONTINUED) 


 
Operational Definition of Measure: Increases in Affiliate Advocacy, Dietetic Practice Group, 
Academy Committee, Executive Team, and Academy Employee Engagement Indices 
Method of measurement: Composite of multiple sources. Aristotle Grassroots Manager reporting. 
Survey of measured groups 


Desired Trend: Increase 
 
Updated: Annually (after FY end) 
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PUBLIC POLICY INVOLVEMENT (CONTINUED) 


 
Operational Definition of Measure: Increases in Affiliate Advocacy, Dietetic Practice Group, Academy 
Committee, and Academy Employee Engagement Indices 
Method of measurement: Composite of multiple sources. Aristotle Grassroots Manager reporting. Survey of 
measured groups 


Desired Trend: Increase 
 
Updated: Annually 
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UTILIZATION OF ACADEMY EVIDENCE ANALYSIS LIBRARY 
Operational Definition of Measure: Increases in utilization of the EAL, an Academy member benefit  
Method of measurement: Member responses to related questions on the Readex annual professional assessment 
 
Interpretation: Linear trends with 95% confidence intervals provide an estimated mean response under the 
assumption that past results are the product of a constant linear trend. Differences between future results and trend 
estimates would suggest changing trends via changes in the factors influencing utilization. 


Desired Trend:  (for EAL website, 
guidelines, and toolkits) 
Updated: Monthly 
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Members and prospective 
members view the Academy as 


vital to professional success. 
 
 
 
 
 
 
 
 


 


A t t a c h m e n t  1  P a g e  | 16 
     
 







Strategic Measures May 2017 
 
 


 
PERCEPTION OF ACHIEVEMENT OF STRATEGIC GOALS 


 
Operational Definition of Measure: Increases in members’ perception of 
Academy achievement of strategic goal: Members and prospective 
members view the Academy as vital to professional success 
Method of measurement: READEX Professional Assessment Survey 


Desired Trend:  (Achieve a mean score of ≥ 7.0 on the perception of 
achievement of strategic goals by Academy RDNs and DTRs) 
 
Updated: yearly (May-June) 
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TOTAL MEMBERSHIP TREND 


 


Operational Definition of Measure: Increases in Academy membership over time 
Method of measurement: End of year data membership totals from membership database.  
Interpretation: Continuations of trends are not predictions of future membership. Estimates are the hypothetical continuation of past 
membership trends in the absence of external influences. Differences between future membership totals and these estimates would 
indicate changes in the presence or magnitude of the factors that influence membership.  


Desired Trend:  
 
Updated: yearly 
(late May-June) 
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STUDENT MEMBER TO ACTIVE MEMBER CONVERSIONS 


 
Operational Definition of Measure: Increases in membership market share of nutrition and dietetics practitioners 
Method of measurement: Rate of student members who become active professional members. Membership database 
report. Proportion of student members receiving RDN/NDTR eligibility statements who renew as active members in the 
subsequent year 


Desired Trend:  
 
Updated: annually (May)  
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ACADEMY MEMBERSHIP VALUE 
 


Operational Definition of Measure: Increases in perceived value of Academy membership 
 
Method of measurement: READEX Professional Assessment Survey 


Desired Trend:  
 
Updated: yearly 
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DIVERSITY 
 


Operational Definition of Measure: Increases in the diversity of nutrition and dietetics professionals 
 
Method of measurement: Inference from biennial Compensation & Benefits survey. Includes credentialed members, 
non-credentialed members, and credentialed non-members. † Hispanic or Latino and of any race, * Non-Hispanic or 
Latino. 


Desired Trend:  in 
proportions for minority groups 
Updated: Biennial  
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EATRIGHTPRO.ORG WEBSITE UTILIZATION 


 
Operational Definition of Measure: Increases in utilization of eatrightPRO.org, an Academy member benefit. 
Method of measurement: Google Analytics for EatrightPRO.org 
Notes: Year is February-December due to initial launch in February 2015. 


Desired Trend:  
 
Updated: Annually 
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COMMISSION ON DIETETIC REGISTRATION TOTAL CERTIFICANTS 


 
 


Operational Definition of Measure: Increases in the number of nutrition and dietetics practitioners 
 
Method of measurement: CDR database report 


Desired Trend:  
 
Updated: yearly (January) 
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ANNUAL ENROLLMENT IN SUPERVISED PRACTICE PROGRAMS 


 
Operational Definition of Measure: Total number of students enrolled in supervised practice programs, categorized 
by program type. 
 
Method of measurement: Annual reports from accredited programs. 


Desired Trend:  
 
Updated: Annualy (March) 
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Members collaborate across 
disciplines with international food 


and nutrition communities. 
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PERCEPTION OF ACHIEVEMENT OF STRATEGIC GOALS 


 
Operational Definition of Measure: 
 
Method of measurement: READEX Professional Measures Survey Data 


Desired Trend:  (Achieve a mean score of ≥ 7.0 on the perception of 
achievement of strategic goals by Academy RDNs and DTRs) 
 
Updated: yearly (May-June) 
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INTERNATIONAL PUBLICATIONS AND PRESENTATIONS 


 
Operational Definition of Measure: Increases in number of publications and presentations on international initiatives 
 
Method of measurement: Publications submitted to JAND on international efforts and domestic presentations to 
members on global efforts 


Desired Trend:  
 
Updated: yearly (May) 


 
 


 


0 1 2 3 4 5 6 7 8


Publications submitted to JAND on international efforts/projects
(number)


Domestic presentations to members (DPGs, affiliates, etc…) on 
global efforts (number)


Target Number 2014-2015 2015-2016
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MEMBER ENGAGEMENT IN INTERNATIONAL INITIATIVES 


 
Operational Definition of Measure: Increases in member engagement in international initiatives 
 
Method of measurement: Percentage of membership engagement in international activities and BOD & member 
response to action alerts related to Academy’s international efforts. 


Desired Trend:  
 
Updated: yearly (May) 


 
 


0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%


Members engaged in international nutrition and dietetic activities
(percent)


BOD members engaged (response to action alerts both board and 
membership at large) in supporting policies related to the 


Academy’s international efforts (percent)


Members engaged (response to action alerts both board and 
membership at large) in supporting policies related to the 


Academy’s international efforts (percent)


Target Number 2014-2015 2015-2016


Not Yet Measured


Not Yet Measured


Not Yet Measured
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INTERNATIONAL PRACTICE RESOURCES 


 
Operational Definition of Measure: Increases in number of practice resources for international practitioners in 
collaboration with international nutrition organizations 
 
Method of measurement: Tracking by Chief Science Officer 


Desired Trend:  
 
Updated: yearly (May) 


  
 


0 1 2 3 4 5


EBPG produced by the EAL that are relevant to the international
communities at a low or middle level economy (number)


Development of SOP for community based dietetics in low or
middle level economy countries (yes/no)


Collaborations with other dietetic and nutrition communities on
setting dietetic standards of practice, accreditation standards, or


credentialing standards (number)


Development of a tool for comprehensive environmental
scans/assessments (yes/no)


Languages NCPT has been translated into (number)


Countries using of the Academy of Nutrition and Dietetics’ Health 
Informatics Infrastructure (number)


Target Number 2014-2015 2015-2016
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INTERNATIONAL COLLABORATIVE RESEARCH 


 
Operational Definition of Measure: Increases in collaborative research with international colleagues 
 
Method of measurement: Tracking by Chief Science Officer 


Desired Trend:  
 
Updated: yearly (May) 


 
 


0 1 2 3


Collaborative international research studies on dietetics or
nutrition effectiveness (number)


Publications from international collaborative projects (number)


International collaborative systematic reviews and/or evidence
based practice guideline (number)


Target Number 2014-2015 2015-2016
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INTERNATIONAL PROFESSIONAL DEVELOPMENT OPPORTUNITIES 


 
Operational Definition of Measure: Increases in number of in professional development opportunities for 
international practitioners in collaboration with other organizations 
 
Method of measurement: Tracking by Chief Science Officer 


Desired Trend:  
 
Updated: yearly (May) 


 


0 1 2 3 4 5 6 7 8


Nutrition training programs developed collaboratively for low to
middle level economic health care provider audiences (number)


Webinars or lectures provided for international audiences
(number)


Resources or lectures containing content on ethical research
practices (number)


Target Number 2014-2015 2015-2016
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INTERNATIONAL GOVERNMENT AND NGO COLLABORATIONS 


 
Operational Definition of Measure: Increases in number of in government, WHO, and UN collaborations 
 
Method of measurement: Tracking by Chief Science Officer 


Desired Trend:  
 
Updated: yearly (May) 


 


0 1 2 3 4 5


Government


WHO


UN


Target Number 2014-2015 2015-2016
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Operational Measures 
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STAFF TURNOVER AND RETENTION 


 
Operational Definition of Measure: Ratio between the total number of separations (voluntary and involuntary – excluding 
the job eliminations, RIFs, long term absences or departure of temporary staff) and average number of permanent employees 
for the 12-month period. 
 
Method of measurement: End of fiscal year statistics from Human Resources. 


Desired Trend: No Change 
 
Updated: yearly (late 
January) 
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DATE: May 20, 2017 


AGENDA TOPIC: 2017 Academy Honors and Awards Nominees AGENDA 
ITEM: 


8.0 


CONTRIBUTES TO ACHIEVEMENT OF: 
 
   Strategic Goal(s) 
  Goal 1 The public trusts and chooses registered dietitian nutritionists as food, nutrition and health experts. 
  Goal 2 Academy members optimize the health of populations served. 


  Goal 3 Members and prospective members view the Academy as vital to professional success. 
 Goal 4 Members collaborate across disciplines with international food and nutrition communities. 


 
   BOD Program of Work Priority 
   Strategic Plan Priorities 
   Governance Supporting Role Priorities 
   Organizational Board Priorities 
BACKGROUND 
The Academy of Nutrition and Dietetics (Academy) honors individuals who have advanced the nutrition and 
dietetics profession, exhibited leadership, and shown devotion to serving others in both nutrition and 
dietetics, and allied fields. These honors recognize outstanding food and nutrition practitioners and supporters 
of the profession. 
 
ALTERNATIVES AND/OR DISCUSSION POINTS 
The Honors Committee reviews the submissions for all national Academy honors and awards (Copher, 
Cooper, Honorary Member, Medallion, Trailblazer, Media Excellence, and Excellence in Practice awards) 
using standardized procedures and scoring processes. 
 
ORGANIZATIONAL CAPACITY 
 
Human Resource Implications:   
 
Financial Implications: 
 


  Budgeted        No Financial Impact 
 


  Unbudgeted: 
   Approved by the CEO on ________   (date) 
   Approved by the Finance Committee on ________   (date) 
 
   Forwarded without recommendation by the   CEO           Finance Committee 
 
CONSIDERATIONS FOR PROCEEDING/NOT PROCEEDING 
Honors Committee recommends the following recipients for the 2017 Academy national honors and awards:  
List is confidential and will be distributed at the Board meeting. 
 
EXPECTED OUTCOME(S)/RECOMMENDATION(S) 
That the Board consider accepting the Honors Committee’s recommendations for the 2017 Academy national 
honors and awards. 


SUBMITTED BY: Evelyn Crayton and Barbara Visocan 
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DATE: May 20, 2017 


AGENDA TOPIC: Malnutrition Quality Improvement Initiative 
(MQii) Progress Update 


 


AGENDA 
ITEM: 


10.0 


CONTRIBUTES TO ACHIEVEMENT OF: 
 
   Strategic Goal(s) 
  Goal 1 The public trusts and chooses registered dietitian nutritionists as food, nutrition and health experts. 
  Goal 2 Academy members optimize the health of populations served. 


  Goal 3 Members and prospective members view the Academy as vital to professional success. 
 Goal 4 Members collaborate across disciplines with international food and nutrition communities. 


 
   BOD Program of Work Priority 
   Strategic Plan Priorities 
   Governance Supporting Role Priorities 
   Organizational Board Priorities 
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BACKGROUND 
In 2013, the Academy of Nutrition and Dietetics (Academy) joined with Avalere Health and other 
stakeholders to launch the “Malnutrition Quality Improvement Initiative” or MQii to advance 
evidence-based, high-quality and patient-driven care for hospitalized older adults (age 65 and older) 
who are malnourished or at-risk for malnutrition. Two multi-stakeholder dialogues were conducted 
(November 2013 and September 2014) that resulted in designing and implementing specific 
improvements to malnutrition care in acute care settings. Support for this malnutrition project is 
provided by Abbott. 
 
A two-part effort was established:  (1) launching a hospital Malnutrition Quality Improvement 
demonstration through implementation of a standardized toolkit; and (2) creating (new) de novo 
electronic clinical quality measures (eCQMs). Abbott, Avalere Health and Academy staff presented 
a report to the BOD at the March 20, 2016 meeting.  
 
An update on the MQii was provided by Abbott and Academy staff at the November 6, 2016 BOD 
meeting. 
 
Progress on MQii since the November 2016 BOD Report 
• The NQF Health & Well Being Committee first vetted the 4 measures in September 2016 with 


follow-up review after the comment period in December 2016.   
o Three of the 4 measures did not pass for evidence. NQF 3089 – Nutrition Care Plan did 


move forward for endorsement.  
o CSAC – Consensus Standards Approval Committee overturned that endorsement 


recommendation in January 2017 due to lack of meeting validity criterion.  
• At this same time, the Academy with Avalere Health were also participating in the parallel 


review process with CMS MUC and the NQF MAP - ‘Measures Application Partnership’ 
Coordinating Committee.  


o In October 2016 we were notified of the measures being included in the CMS MUC List 
for rule making via the NQF MAP.   


o At the MAP December 2016 meeting, our measures received the following status for pre-
rulemaking deliberation: 
 MUC16-294 (NQF 3087) - Completion of a Malnutrition Screening within 24 Hours 


of Admission - Refine and Resubmit 
 MUC16-296  (NQF 3088) - Completion of a Nutrition Assessment for Patients 


Identified as At-Risk for Malnutrition within 24 hours of a Malnutrition Screening - 
Conditional Support Pending NQF Endorsement 


 MUC16-372 (NQF 3089) - Nutrition Care Plan for Patients Identified as 
Malnourished after a Completed Nutrition Assessment - Refine and Resubmit 


 MUC16-344 (NQF 3090) - Appropriate Documentation of a Malnutrition Diagnosis - 
Do Not Support 


• Established MQii Learning Collaborative 2.0 - December 2016 – October 2017 
o In December 2016, Avalare Health, Abbott and the Academy launched the second phase 


of the MQii Learning Collaborative, a 12-week malnutrition-focused QI project. 
o The Learning Collaborative 2.0 is a unique opportunity for hospitals; i.e.; 25-50 sites to: 
 Test and generate evidence on the use of validated malnutrition electronic clinical 


quality measures (eCQMs) 
 Accelerate the dissemination of optimal malnutrition care practices using the MQii 


Toolkit 
 Collect data on the measures that can further support their validity 
 Generate data to demonstrate the viability of one composite measure 
 Link malnutrition care processes to outcomes 
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• In January 2017, the NQF MAP Coordinating Committee met again for their post call for final 
review and voting results of the malnutrition measures.  


o Following the vote, MUC16-296 (Nutrition Assessment measure) was changed to Refine 
and Resubmit status; MUC16-294 (Screening measure) and MUC16-372 (Care Plan 
measure) remained “Refine and Resubmit”. 


• During February, March and April 2017, Academy and Avalere Health staff: 
o Discussed with NQF appealing the status of some of the measures on the basis on “new 


evidence available”. 
o Re-engaged with NQF Health & Well-Being Project Team staff to discuss how to 


proceed and considerations for building one composite measure;  
• The Academy, Avalere Health and Abbott, re-engaged with CMS Clinical Standards & Quality 


team in March 2017 to discuss how to proceed on inclusions of the 4 eCQMs in pre-ruling 
making and considerations for building one composite measure. 


• In April 2017, four malnutrition measures were included as part of the Centers for Medicare and 
Medicaid Services' Inpatient Prospective Payment System - Public Inspection Proposed Rule for 
possible inclusion in future years in the Hospital Inpatient Quality Reporting and Medicare and 
Medicaid EHR Incentive Programs.  


o Timeline and plans to engage stakeholders for sign on support occurs in April – June 
2017 for the 4 eMeasures with prioritization on the Assessment measure. 


o The Academy along with collaborators Avalere Health and Abbott plan to submit formal 
comments by June 13 deadline as CMS refines its proposal. 


o Stakeholders are being contacted by each Avalere, Abbott and the Academy to provide 
comments to CMS based on their adaptability of the measures. 


o Practitioners are being solicited via a Survey Monkey to provide individual stories about 
malnutrition activities in their practice settings.  This information will be tallied and 
provided to CMS as part of the commenting. 


• Reconvene the TEP – Technical Expert Panel in June 2017 to explore how/when to begin 
developing specifications for one malnutrition composite measure. 


• In late June/early July 2017, the plan is to explore opportunity to submit a draft malnutrition one 
composite measure to the MUC with further discussions with CMS around this one composite 
measure. 


• April – October 2017, plan and successfully execute FNCE 2017 Chicago malnutrition 
education and discussion events and activities. 
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ALTERNATIVES AND/OR DISCUSSION POINTS 
Next Steps 
• Comment period for Centers for Medicare and Medicaid Services (CMS) Inpatient Quality 


Reporting program – due June 13, 2017 
o Four malnutrition measures have been included as part of the CMS' Inpatient Prospective 


Payment System - Public Inspection Proposed Rule for possible inclusion in future years 
in the Hospital Inpatient Quality Reporting and Medicare and Medicaid EHR Incentive 
Programs 


• Learning Collaborative 2.0  
o Practitioner and health care facility engagement and adoption of eMeasures and Quality 


Improvement Toolkit 
o 27 hospitals and healthcare systems were recruited and enrolled in the collaborative 


nationwide.  Each site launched a 12 week malnutrition-focused QI project and capture 
nutrition data through their electronic health record 


• NFPE – Nutrition Focused Physical Exam 
o Recognize the role of NFPE in identifying malnutrition  
o RDN training workshop attendees gain knowledge and skills necessary to perform NFPE 
o Train colleagues in clinic, hospital or patient center 


• FNCE 2017 Chicago ‘Malnutrition Track’ events and activities 
o Opening Session 
o Hot Topic 
o Education Sessions on various malnutrition topics 
o Sponsorship Education Session 
o Learning Collaborative 2.0 - Networking ‘Connect’ Roundtable 
o Poster Session – Late-Breaking Posters 


 
ORGANIZATIONAL CAPACITY 
 
Human Resource Implications:   
 
Financial Implications: 
 


  Budgeted        No Financial Impact 
 


  Unbudgeted: 
   Approved by the CEO on ________   (date) 
   Approved by the Finance Committee on ________   (date) 
 
   Forwarded without recommendation by the   CEO           Finance Committee 
CONSIDERATIONS FOR PROCEEDING/NOT PROCEEDING 
A progress update on the MQii - Malnutrition Quality Improvement Initiative will be conducted 
during the Agenda item presentation.  
 
EXPECTED OUTCOME(S)/RECOMMENDATION(S) 
Request to consider continued support from the BOD members for the MQii - Malnutrition Quality 
Improvement Initiative. 
 
SUBMITTED BY:   Sharon M. McCauley, MS, MBA, RDN, LDN, FADA, FAND 
                             Senior Director, Quality Management 
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eCQMs 


o Hospital Improvement Innovation
Networks (HIINs)


o Healthcare Acquired Conditions (HACs)
o Preventable Readmissions
o Community-based Care Transitions


Program (CCTP)


o Cross-cutting
(Acute, Post-Acute,
Community)


o MIPS/APMs
o CMS Pay-for-


Reporting and Pay-
     for-Performance 
     Programs 
     (P4R, P4P) 


Manage
Population


Health


o Medicare Spending
per Beneficiary


o EHR Incentive Program for Medicare Hospitals
o Health Information Exchanges
o Improving Medicare Post-Acute Transformation


(IMPACT) Act


o Hospital Improvement
Innovation Networks
(HIINs)


o Merit-based Incentive
Payment System
Clinical Performance
Improvement Activities
(MIPS CPIA)


o Quality Innovation
Networks (QINs)


TM


Electronic Clinical Quality 
Measures (eCQMs) 
- Improve Patient-Centered Malnutrition Care and Outcomes 
- Align with CMS and Provider Quality Priorities  


  


o Chronic Conditions
o Vulnerable Populations
o Accountable Health


Communities Model


7%
of hospitalized patients 


typically diagnosed, leaving
many others potentially 


undiagnosed and untreatedii 


5X
more likely to 


result in in-
hospital deathii


annual economic burden 
with $51.3B associated 


with older adultsiii 


$157B


Align
Quality 


Incentives


Increase
Patient
Safety


Drive Care
Efficiency


Advance
Care


Information


Facilitate
Practice


Improvement


Patient-
Centered 


20-50%
of patients at risk of or 


malnourished upon 
hospital admissioni


eCQMs can help drive improved care quality while minimizing the 
administrative burden faced by hospitals and providers.


iiiSnider J, et al: Economic burden of community-based disease-associated malnutrition in the United States. JPEN J Parenteral Enteral Nutr. 2014;38:55-165.


iBarker LA, Gout BS, and Crowe TC. Hospital malnutrition: Prevalence, identification, and impact on patients and the healthcare system. Int J of Environ Res and Public Health. 2011;8:514-527.
iiWeiss AJ, Fingar KR, Barrett ML, et al. Characteristics of Hospital Stays Involving Malnutrition, 2013. HCUP Statistical Brief #210. September 2016. Agency for Healthcare Research and Quality: 
Rockville, MD. Availabel at: http://www.hcup-us.ahrq.gov/reports/statbriefs/sb210-Malnutrition-Hospital-Stays-2013.pdf. Accessed September 26, 2016. 5







For more information please visit MQii.today.
These materials were developed by the Malnutrition Quality Improvement Initiative (MQii), a project 
of the Academy of Nutrition and Dietetics, Avalere Health, and other stakeholders who provided guidance 
and expertise through a collaborative partnership. Support provided by Abbott. 


The MQii Toolkit is an interdisciplinary, patient-centered resource that includes recommended, evidence-
based best practices to support an optimal malnutrition-focused clinical workflow. The de novo malnutrition 
eCQMs for hospitalized older adults assess the alignment of care with nutrition best practices while 
minimizing administrative burden through electronic reporting.


eCQM Measurement Objectives 


Measure Description Measure Objective


Completion of a Malnutrition Screening 
Within 24 hours of Admission


Patients received a malnutrition screening and results documented in 
their medical record within 24 hours of their admission to the hospital


Completion of a Nutrition Assessment for 
Patients Identified as At-Risk for Malnutrition 
within 24 hours of a Malnutrition Screening


Patients who were identi�ed to be at-risk of malnutrition from a 
screening were provided a nutrition assessment within 24 hours of 
the screening


Appropriate Documentation of a 
Malnutrition Diagnosis


Patients who were assessed and found to be malnourished should 
have a physician con�rmed diagnosis of malnutrition documented in 
their medical record to ensure care plan implementation and transfer 
of necessary medical information upon discharge


Nutrition Care Plan for Patients Identified 
as Malnourished after a Completed 
Nutrition Assessment


Patients who were assessed and found to be malnourished should 
also have a documented nutrition care plan  in their medical record


An Innovative Approach: The MQii Toolkit provides practical, interdisciplinary tools and resources to help 
hospitals implement malnutrition best practices. Data reported from the eCQMs will help hospitals measure 
their success in meeting the standards of care.


TM


MQii eCQM
Adoption


Goal 
Achieve 


Malnutrition 
Standards 


of Care


MQii Toolkit
Implementation


Electronic Clinical Quality 
Measures (eCQMs) 
- Improve Patient-Centered Malnutrition Care and Outcomes 
- Align with CMS and Provider Quality Priorities  
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Attachment 12.0 
  
BOARD OF DIRECTORS  
2017 MEETINGS CALENDAR     
                              


 


 
 


Revised 04-26-17 
DATE MEETING LOCATION 


May 18-20, 2017 
• Thursday, May 18 


- Arrive in morning to attend 
Ohio Affiliate meeting 


- 5:30 pm Foundation Second 
Century Reception 


• Friday, May 19  
- 12:00 pm – 5:00 pm 
- 6:00 pm Board Celebration 


Dinner 
• Saturday, May 20  


- 7:30 am – 1:00 pm 


Board of Directors Meeting for incoming and 
current Board members 
(Incoming and current Board members to 
attend portions of the Ohio Affiliate meeting 
on Thursday, May 18 and the morning of 
Friday, May 19, as schedule permits) 


Cleveland, OH 


June 25-26, 2017 
• Sunday, June 25  
• Monday, June 26 


Public Policy Workshop 
(D. Martin, M. Russell, L. Beseler, D. Polly, 
M. Kyle, L. Farr, M. Lites, P. Babjak) 


Washington, DC 


July 19-21, 2017 
• Wednesday, July 19 


- 1:00 pm – 6:00 pm 
- Group Dinner 


• Thursday, July 20 
- 7:30 am- 3:00 pm  
- Group Event and Dinner 


• Friday, July 21 
       -     7:30 am – 12:00 pm  


Board of Directors Orientation and Retreat  Austin, TX 


September 14-15, 2017 
• Thursday, September 14  


- 1:00 pm – 6:00 pm 
- Group Dinner 


• Friday, September 15 
- 7:30 am – 2:30 pm 


Board of Directors Meeting Chicago, IL 


October 20-21, 2017 HOD Fall Meeting Chicago, IL 
October 21-24, 2017 Food and Nutrition Conference & Expo Chicago, IL 
Friday, January 19, 2018 
 -     11:00 am - 1:00 pm CT 


Board of Directors Webinar Meeting  
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May 19-20, 2017 BOD Meeting Packet_.pdf




First Name Last Name
Hotel 


Confirmation Arrival Day
Arrival 
Time Flight 


Departure 
Day


Departure 
Time 


Hope Barkoukis 3327789873 5/18/2017 Local 5/20/2017
Tracey Bates 3332928435 5/18/2017 9:48am Delta 5201 5/21/2017 7:40am 
Lucille Beseler 3327353518 5/17/2017 5/20/2017
Don Bradley 3326917163 5/18/2017 11:29am American 1780 5/20/2017 3:21pm


Susan Brantley 3331619370 5/18/2017 11:29am American 1780 5/20/2017 3:21pm
Kevin Concannon 3325412702 5/18/2017 12:21pm American 4318 5/20/2017 3:30pm
Evelyn Crayton 3326044453 5/18/2017 4:55pm Delta 1158 5/20/2017 4:00pm
Jo Jo Dantone-DeBarbieris 3330310305 5/18/2017 12:15pm Delta 1474 5/20/2017 4:00pm
Linda Farr 3334139802 5/18/2017 12:15pm Delta 1474 5/21/2017 7:40am 


Denice Ferko-Adams 3329001240 5/18/2017 9:40am United 1753 5/20/2017 2:45pm
Margaret Garner 3333703447 5/18/2017 1:19pm American 5436 5/20/2017 7:55pm


Manju Karkare 3332394382 5/18/2017 2:42pm Delta 2528 5/20/2017 4:00pm
Marcy Kyle 3331958027 5/18/2017 12:31pm American 4883 5/20/2017 3:21pm
Donna Martin 3325510400 5/17/2017 4:44pm Delta 1158 5/20/2017 4:00pm
Aida Miles 3329339897 5/18/2017 1:19pm American 5436 5/20/2017 3:21pm
Steve Miranda 3328467187 5/18/2017 4:22pm United 4269 5/20/2017 2:40pm


Dianne Polly 3328030832 5/18/2017 12:58pm United 302 5/20/2017 3:27pm
Jean Ragalie-Carr 3331860329 5/17/2017 4:41pm United 3654 5/20/2017 3:20pm


Tammy Randall 3326721767 5/17/2017 Local 5/20/2017
Mary Russell 3330551264 5/18/2017 9:29am American 3510 5/20/2017 3:14pm
Kevin Sauer 3330114909 5/18/2017 11:05am American 3573 5/20/2017 3:14pm


Milton Stokes 3333508051 5/18/2017 6:20pm Soutwest 874 5/20/2017 4:00pm
Kay Wolf 3329773972 5/17/2017 Local 5/20/2017


Marty Yadrick 3332730759 5/18/2017 12:15pm Delta 5206 5/20/2017 4:00pm


May Board Meeting Travel Itineraries 







Flight


Delta 5224


American 2067 
American 2067 
American 4833


Delta 2528
Delta 1158
Delta 2530


United 3400
American 5530


Delta 2528
American 2067 


Delta 2528
American 2067 


United 6093
United 467


United 4466


American 3448
American 3448


Delta 2528


Delta 2528
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OAND Event Highlights: Hilton Cleveland Downtown Hotel 
May 18, 2017 


Time Event Title Location Description  
8:00am-9:30am General Session—Opening Keynote 


address—Solving the Greatest Food 
and Nutrition Challenges of Today… 
and Tomorrow 


Superior Ballroom A, B, C Lucille, Donna, and Susan Finn will present the Keynote 
address. 


10:30am-11:30am Awards & Annual Business Meeting Superior Ballroom A, B, C Board members welcome to attend.  
11:00am-11:30am  Refreshment Break and Photo 


Booth  
 Photo Booth -5th Floor 
Foyer 


Photo opportunity for attendees to take a picture with 
Lucille and Donna. $5 donation will go to the Foundation. 


12:30pm- 1:45pm Lunch,  Visit Exhibits, and Photo 
Booth 


Lunch- Superior Ballroom D  
Photo Booth - 5th Floor 
Foyer 


Photo opportunity for attendees to take a picture with 
Lucille and Donna. $5 donation will go to the Foundation. 


5:30pm-7:30pm Foundation Second Century 
Reception  


Veterans Ballroom Board members are asked to sponsor a student member of 
OAND to attend the reception, in lieu of registering for this 
fundraising event. Please provide Beth Labrador or Joan 
Schwaba with the $20 sponsorship cost when in Cleveland. 


May 19, 2017 
Time Event Title   Description  
7:00am-8:00am Grow Your Network 5th Floor Foyer Morning refreshments will be provided along with an 


opportunity to connect with others who have skills that 
match your interests. Join the conversations any time by 
completing a trading card and get started. Participate for 
just a few minutes or for the entire hour! It is recommended 
that you bring some business cards to this event. 


11:00am-12:00pm General Session –  
Food of the Future 


Superior Ballroom A, B, C Sponsored by the Foundation through an educational grant 
from National Dairy Council.  


12:00pm-1:00pm  Board Meeting  - Lunch  Center Street Room B-3rd Fl  Board of Directors and staff luncheon  
1:00pm-4:30pm Board Meeting  Hope E Ballroom-3rd Fl  


 





OAND Event Highlights.pdf



 

We welcome incoming Public Member Kevin Concannon, incoming Treasurer-elect Manju

Karkare, incoming Speaker-elect Marcy Kyle, incoming President-elect Mary Russell, incoming

Director-at-Large Kevin Sauer, incoming HOD Director Milton Stokes, and incoming Foundation

Chair Marty Yadrick to the meeting! 

 

Reservations have been made for you at the Hilton Cleveland Downtown, for arrival on Thursday,

May 18 and departure on Saturday, May 20, unless you requested otherwise; your room

confirmation numbers are listed on the attached travel document. For those of you who wish to

ride together to/from the airport, also included on the travel document is a list of itineraries.

Transportation information to/from Cleveland Hopkins Airport follows. 

·        Average cab fare from Cleveland Hopkins Airport to downtown, about a 15-20 minute drive,

is about $40 each way.

 

·        Both Lyft and Uber will drop off and pick up from the airport. There is a designated rideshare

area for pick-ups - approx. $25 each way.

 

·        RTA Red Line trains from the airport into Tower City – Public Square Station are $2.50 each

way. The hotel is about 4.5  blocks from the station. 

 

Next week you will be receiving a pre-conference email from the Ohio Academy of Nutrition and

Dietetics (OAND) with meeting details and the OAND conference program. Event highlights

provided by OAND that may be of interest to Board members are attached.  As a reminder the

Foundation Second Century Fundraising Reception takes place on Thursday, May 18 from 5:30

pm - 7:30 pm at the Hilton Cleveland Downtown Hotel in the Veterans Ballroom. Because this is a

fundraising event for Second Century, Board members are encouraged to sponsor a student

member of OAND to attend the reception, in lieu of registering for this event. If you choose to

support the event, please provide Beth Labrador or me with the $20 sponsorship cost when you

see us in Cleveland. 

 

On Friday, May 19 we will visit the Dittrick Museum of Medical History to view the 100th

Anniversary display developed by the Greater Cleveland Academy of Nutrition and Dietetics. This

display was made possible by a grant from the Foundation.  We have arranged for the gavel

exchange ceremony to take place during our visit.  Afterwards we will go over as a group to dinner

scheduled from 6:15pm – 8:30pm at Pura Vida restaurant. 

 

Best regards, 

Joan

 

 

Joan Schwaba, MS, RDN, LDN
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Director, Strategic Management 

 Academy of Nutrition and Dietetics 

 120 S. Riverside Plaza, Suite 2190 

 Chicago, Illinois 60606-6995 

 Phone: 312-899-4798 

 Fax number: 312-899-4765 

 Email: jschwaba@eatright.org 

 www.eatright.org | www.eatrightPRO.org | www.eatrightSTORE.org

 
DONATE today in recognition of this major milestone and support our Second Century Initiative!
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96. Re: FNCE RDPG breakfast

From: Donna Martin <DMartin@burke.k12.ga.us>

To: Joan Schwaba <JSchwaba@eatright.org>

Sent Date: May 08, 2017 09:54:28

Subject: Re: FNCE RDPG breakfast

Attachment: image001.png

Thanks,  I will let them know I can come.  I will also copy Doris and Tom so they can prepare

some remarks for me.  

Donna S. Martin, EdS, RDN, LD, SNS, FAND

 

Director, School Nutrition Program

 

Burke County Board of Education

 

789 Burke Veterans Parkway

 

Waynesboro, GA  30830

 

work - 706-554-5393

 

fax - 706-554-5655

 

President-elect of the Academy of Nutrition and Dietetics 2016-2017

 

From: Joan Schwaba <JSchwaba@eatright.org>  

Sent: Monday, May 8, 2017 9:50 AM  

To: Donna Martin  

Subject: RE: FNCE RDPG breakfast 

 

Hi Donna,

 

I think this is a great opportunity! Especially since members with research expertise are key for

advancing our new principles.   

I will put it on the FNCE schedule. 

Joan

 

 

Joan Schwaba, MS, RDN, LDN
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Director, Strategic Management 

 Academy of Nutrition and Dietetics 

 120 S. Riverside Plaza, Suite 2190 

 Chicago, Illinois 60606-6995 

 Phone: 312-899-4798 

 Fax number: 312-899-4765 

 Email: jschwaba@eatright.org 

 www.eatright.org | www.eatrightPRO.org | www.eatrightSTORE.org

 
DONATE today in recognition of this major milestone and support our Second Century Initiative!

 

 

 

 

From: Donna Martin [mailto:DMartin@burke.k12.ga.us]  

Sent: Monday, May 08, 2017 8:42 AM 

 To: Joan Schwaba <JSchwaba@eatright.org> 

 Subject: Fw: FNCE RDPG breakfast

 

 

Joan,  I do not know if this would work with my schedule, but I would be glad to do it if it works. 

Can you let me know what you think?  Thanks!

 

Donna S. Martin, EdS, RDN, LD, SNS, FAND

 

Director, School Nutrition Program

 

Burke County Board of Education

 

789 Burke Veterans Parkway

 

Waynesboro, GA  30830

 

work - 706-554-5393

 

fax - 706-554-5655

 

President-elect of the Academy of Nutrition and Dietetics 2016-2017

 

From: Burke County Public Schools Board of Education <

donnasmartinforpresidentelect@gmail.com> 

 Sent: Sunday, May 7, 2017 8:41 PM 
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 To: Donna Martin 

 Subject: Fwd: FNCE RDPG breakfast 

 

 

---------- Forwarded message --------- 

 From: Elizabeth Reverri <ejreverri@gmail.com> 

 Date: Sun, May 7, 2017 at 8:39 PM 

 Subject: FNCE RDPG breakfast 

 To: donnasmartinforpresidentelect@gmail.com <donnasmartinforpresidentelect@gmail.com>

 

 

Dear Dr. Donna Martin, 

 

Congratulations on being elected President of the Academy of Nutrition and Dietetics! What an

accomplishment. My name is Beth and I am the Incoming Chair for the Research DPG of the

Academy of Nutrition and Dietetics.

 

 

I am sure that you have a lot of events to attend at FNCE, but I wanted to reach out to you to see if

you would be available to attend the Research DPG member breakfast, even if it is just for a few

minutes, and maybe say a few words to our members.

 

 

We don't have the official schedule yet, but it will likely be early in the morning on Monday,

October 23rd. I will send the details once I know them.

 

 

Thanks for your consideration, 

 Beth

 

-- 

Elizabeth J. Reverri, PhD, RD

 

Senior Scientist, Abbott Nutrition

 

Chair Elect, Research DPG, Academy of Nutrition and Dietetic 

 Vice Chair, Early Career Nutrition RIS, American Society for Nutrition
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97. RE: FNCE RDPG breakfast

From: Joan Schwaba <JSchwaba@eatright.org>

To: DMartin@Burke.k12.ga.us <DMartin@Burke.k12.ga.us>

Sent Date: May 08, 2017 09:53:44

Subject: RE: FNCE RDPG breakfast

Attachment: image001.png

Hi Donna,

 

I think this is a great opportunity! Especially since members with research expertise are key for

advancing our new principles.   

I will put it on the FNCE schedule. 

Joan

 

 

Joan Schwaba, MS, RDN, LDN

 

Director, Strategic Management 

 Academy of Nutrition and Dietetics 

 120 S. Riverside Plaza, Suite 2190 

 Chicago, Illinois 60606-6995 

 Phone: 312-899-4798 

 Fax number: 312-899-4765 

 Email: jschwaba@eatright.org 

 www.eatright.org | www.eatrightPRO.org | www.eatrightSTORE.org

 
DONATE today in recognition of this major milestone and support our Second Century Initiative!

 

 

 

 

From: Donna Martin [mailto:DMartin@burke.k12.ga.us]  

Sent: Monday, May 08, 2017 8:42 AM 

 To: Joan Schwaba <JSchwaba@eatright.org> 

 Subject: Fw: FNCE RDPG breakfast

 

 

Joan,  I do not know if this would work with my schedule, but I would be glad to do it if it works. 

Can you let me know what you think?  Thanks!

 

Page 311


righ], crsmpienn

— 19172017 ———



image001.png



Donna S. Martin, EdS, RDN, LD, SNS, FAND

 

Director, School Nutrition Program

 

Burke County Board of Education

 

789 Burke Veterans Parkway

 

Waynesboro, GA  30830

 

work - 706-554-5393

 

fax - 706-554-5655

 

President-elect of the Academy of Nutrition and Dietetics 2016-2017

 

From: Burke County Public Schools Board of Education <

donnasmartinforpresidentelect@gmail.com> 

 Sent: Sunday, May 7, 2017 8:41 PM 

 To: Donna Martin 

 Subject: Fwd: FNCE RDPG breakfast 

 

 

---------- Forwarded message --------- 

 From: Elizabeth Reverri <ejreverri@gmail.com> 

 Date: Sun, May 7, 2017 at 8:39 PM 

 Subject: FNCE RDPG breakfast 

 To: donnasmartinforpresidentelect@gmail.com <donnasmartinforpresidentelect@gmail.com>

 

 

Dear Dr. Donna Martin, 

 

Congratulations on being elected President of the Academy of Nutrition and Dietetics! What an

accomplishment. My name is Beth and I am the Incoming Chair for the Research DPG of the

Academy of Nutrition and Dietetics.

 

 

I am sure that you have a lot of events to attend at FNCE, but I wanted to reach out to you to see if

you would be available to attend the Research DPG member breakfast, even if it is just for a few

minutes, and maybe say a few words to our members.
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We don't have the official schedule yet, but it will likely be early in the morning on Monday,

October 23rd. I will send the details once I know them.

 

 

Thanks for your consideration, 

 Beth

 

-- 

Elizabeth J. Reverri, PhD, RD

 

Senior Scientist, Abbott Nutrition

 

Chair Elect, Research DPG, Academy of Nutrition and Dietetic 

 Vice Chair, Early Career Nutrition RIS, American Society for Nutrition
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98. Fw: FNCE RDPG breakfast

From: Donna Martin <DMartin@burke.k12.ga.us>

To: Joan Schwaba <JSchwaba@eatright.org>

Sent Date: May 08, 2017 09:41:40

Subject: Fw: FNCE RDPG breakfast

Attachment:

Joan,  I do not know if this would work with my schedule, but I would be glad to do it if it works. 

Can you let me know what you think?  Thanks!

 

Donna S. Martin, EdS, RDN, LD, SNS, FAND

 

Director, School Nutrition Program

 

Burke County Board of Education

 

789 Burke Veterans Parkway

 

Waynesboro, GA  30830

 

work - 706-554-5393

 

fax - 706-554-5655

 

President-elect of the Academy of Nutrition and Dietetics 2016-2017

 

From: Burke County Public Schools Board of Education

<donnasmartinforpresidentelect@gmail.com>  

Sent: Sunday, May 7, 2017 8:41 PM  

To: Donna Martin  

Subject: Fwd: FNCE RDPG breakfast 

 
 

---------- Forwarded message ---------  

From: Elizabeth Reverri <ejreverri@gmail.com>  

Date: Sun, May 7, 2017 at 8:39 PM  

Subject: FNCE RDPG breakfast  

To: donnasmartinforpresidentelect@gmail.com <donnasmartinforpresidentelect@gmail.com>  
 
 

Dear Dr. Donna Martin, 
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Congratulations on being elected President of the Academy of Nutrition and Dietetics! What an

accomplishment. My name is Beth and I am the Incoming Chair for the Research DPG of the

Academy of Nutrition and Dietetics. 
 

I am sure that you have a lot of events to attend at FNCE, but I wanted to reach out to you to see if

you would be available to attend the Research DPG member breakfast, even if it is just for a few

minutes, and maybe say a few words to our members. 
 

We don't have the official schedule yet, but it will likely be early in the morning on Monday,

October 23rd. I will send the details once I know them. 
 

Thanks for your consideration,  

Beth 

--  

Elizabeth J. Reverri, PhD, RD 

Senior Scientist, Abbott Nutrition 

Chair Elect, Research DPG, Academy of Nutrition and Dietetic  

Vice Chair, Early Career Nutrition RIS, American Society for Nutrition 
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99. Fwd: FNCE RDPG breakfast

From: Burke County Public Schools Board of Education

<donnasmartinforpresidentelect@gmail.com>

To: Donna Martin <DMartin@burke.k12.ga.us>

Sent Date: May 07, 2017 20:44:51

Subject: Fwd: FNCE RDPG breakfast

Attachment:

 

---------- Forwarded message ---------  

From: Elizabeth Reverri <ejreverri@gmail.com>  

Date: Sun, May 7, 2017 at 8:39 PM  

Subject: FNCE RDPG breakfast  

To: donnasmartinforpresidentelect@gmail.com <donnasmartinforpresidentelect@gmail.com>  
 
 

Dear Dr. Donna Martin, 
 

Congratulations on being elected President of the Academy of Nutrition and Dietetics! What an

accomplishment. My name is Beth and I am the Incoming Chair for the Research DPG of the

Academy of Nutrition and Dietetics. 
 

I am sure that you have a lot of events to attend at FNCE, but I wanted to reach out to you to see if

you would be available to attend the Research DPG member breakfast, even if it is just for a few

minutes, and maybe say a few words to our members. 
 

We don't have the official schedule yet, but it will likely be early in the morning on Monday,

October 23rd. I will send the details once I know them. 
 

Thanks for your consideration,  

Beth 

--  

Elizabeth J. Reverri, PhD, RD 

Senior Scientist, Abbott Nutrition 

Chair Elect, Research DPG, Academy of Nutrition and Dietetic  

Vice Chair, Early Career Nutrition RIS, American Society for Nutrition 
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100. Fw: Annual Report 2015-2016

From: Donna Martin <DMartin@burke.k12.ga.us>

To: Brianna Dumas <BDumas@burke.k12.ga.us>

Sent Date: Apr 26, 2017 10:58:35

Subject: Fw: Annual Report 2015-2016

Attachment: image001.png
AnnualReport_2016_v7.pdf

another great resource

 

Donna S. Martin, EdS, RDN, LD, SNS, FAND

 

Director, School Nutrition Program

 

Burke County Board of Education

 

789 Burke Veterans Parkway

 

Waynesboro, GA  30830

 

work - 706-554-5393

 

fax - 706-554-5655

 

President-elect of the Academy of Nutrition and Dietetics 2016-2017

 

From: Patricia Babjak <PBABJAK@eatright.org>  

Sent: Monday, January 23, 2017 10:56 AM  

To: 'Lucille Beseler'; Donna Martin; 'evelyncrayton64'; 'craytef@aces.edu'; 'craytef@charter.net';

''Margaret Garner'; 'jojo@nutritioned.com'; 'Kay Wolf'; 'Linda Farr'; 'Dianne Polly'; ''Aida Miles-

school'; 'Michele.D.Lites@kp.org'; 'michelelites@sbcglobal.net'; 'Hope Barkoukis';

'DeniceFerkoAdams@gmail.com'; 'Tammy.randall@case.edu'; 'brantley.susan@gmail.com';

'Tracey Bates'; 'Ragalie-Carr, Jean'; 'dwbradley51@gmail.com'; 'steve.miranda44@gmail.com';

'myadrick@computrition.com'; 'tjraymond@aol.com'; 'constancegeiger@cgeiger.net'; 'Escott-

Stump, Sylvia'; 'Eileen.kennedy@tufts.edu'; 'rangecamille@gmail.com';

'kathywilsongoldrd@gmail.com'; 'Maha.Tahiri@genmills.com'; 'sitoyaj@hotmail.com'  

Cc: Executive Team Mailbox; Susan Burns; Mary Gregoire; Chris Reidy; Sharon McCauley  

Subject: Annual Report 2015-2016 

 

Please enjoy this informative year in review. The Annual Report contains highlights and

accomplishments from our past fiscal year as well as the financial statements for the Academy
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The Academy of Nutrition and Dietetics is the world’s largest organization of food and nutrition 


professionals. The Academy is committed to improving health and advancing the profession of 


dietetics through research, education and advocacy.
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Optimizing health through food and nutrition
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Empowering members to be food and nutrition leaders











S E CO N D C E N T U RY I N I T I AT I V E


In 2015, the Academy’s and Foundation’s Boards of Directors, with a committee of members and Academy staff, explored what 


a new vision could look like for the Academy – one that would elevate the profession, expand reach and do more to improve 


nutrition and health in the U.S. and around the world. With a distinct three-year plan, the Academy and Foundation launched the 


Second Century initiative. 


The initiative’s Vision Year is 2016. During this time, the organization is looking both internally and externally for future 


opportunities where the profession can have significant influence and impact. This includes gathering meaningful input from the 


Academy’s and Foundation’s Boards of Directors; the House of Delegates; membership as a whole; and external stakeholders who 


are shaping the global nutrition agenda. In September 2016, the Academy and Foundation planned to host The Nutrition Impact 


Summit using the Appreciative Inquiry method, seeking to build collaboration among 170 thought leaders, innovators and 


practitioners across food, wellness and health care systems.


During the Mission Year of 2017, the Academy will celebrate its 100th anniversary and the Board will endorse a new vision and 


advance strategic recommendations for innovation projects that develop out of the Summit. The Impact Year of 2018 will begin 


with activating these partnerships and launching the selected innovation projects in the field. At the end of this process, the 


Academy will establish and integrate this compelling vision and organizational plan into its membership for the Academy’s 


Second Century.


Year In Review
AC A D E M Y ’S E L E C T E D L E A D E R S


Dr. Evelyn F. 


Crayton, RDN, 


LDN, served as 


the Academy’s  


90th President in 


2015-2016.


Aida Miles, 


MMSc, RD, LD, 


FAND, served 


as Speaker of 


the House of 


Delegates.


Linda T. Farr, 


RDN, LD, FAND, 


served as 


Speaker-elect 


of the House of 


Delegates.


Lucille Beseler,  


MS, RDN, LDN, 


CDE, FAND, 


served as 


President-elect.


T H E AC A D E M Y ’S M E M B E R S H I P


The Academy’s membership as of April 30, 


2016, was 74,256. More than three in five of 


the nation’s practicing registered dietitian 


nutritionists are Academy members. Through 


benefits and initiatives, the Academy has made 


strong efforts and visible progress to involve 


younger food and nutrition professionals: More 


than 30 percent of Active category members 


are under 35 and market penetration for 


student members topped 84 percent.
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•	 Continued to advocate for nutrition programs, services and 


coverage on federal, state and local levels in accordance 


with the public policy priority areas approved by the 


Legislative and Public Policy Committee and Board of 


Directors. LPPC with the Policy Initiatives and Advocacy 


staff analyzed timely nutrition policy matters affecting the 


profession and the country, with input from issue-specific 


subcommittees and workgroups. 


•	 Played an active role on Capitol Hill and with administrative 


agencies, supporting pro-nutrition legislation, 


developing relationships with members of Congress and 


administrative officials and collaborating with partner 


organizations, industries and other stakeholders. 


•	 Through the role of Vice President Mary Pat Raimondi, 


MS, RD, as a leader in the Diabetes Advocacy Alliance, 


helped provide a significant opportunity for the Academy 


to advance its priorities for prediabetes screening and 


promote the importance of diabetes self-management 


education and medical nutrition therapy in the treatment 


of diabetes. 


•	 Garnered significant support for numerous bipartisan bills, 


including the Treat and Reduce Obesity Act; Child Nutrition 


Reauthorization; expansion of Medicare coverage of MNT 


for beneficiaries with prediabetes; and another bill to 


establish a National Commission on Diabetes. 


•	 Submitted language to Congress for reauthorization of 


Child Nutrition that was welcomed and accepted. 


•	 Continued to work with the White House’s Let’s Move! 


initiative and promoted efforts of the Academy 


Foundation’s Kids Eat Right initiative to reduce child 


obesity.


•	  Provided comments to the U.S. Departments of 


Agriculture and Health and Human Services on the Dietary 


Guidelines for Americans, including ways to improve the 


process to help consumers understand and implement the 


guidelines. 


•	 Worked on reauthorization and regulatory implementation 


of the Ryan White CARE Act for people living with HIV/


AIDS, including assessing the impact of the Affordable Care 


Act and Medicaid changes on the program and ensuring 


full funding of included nutrition care services. 


•	 With the help of the Academy’s Political Action Committee, 


deepened Congressional relationships by hosting events 


in the first session of the 113th Congress for elected 


officials and contributing more than $107,650 to 55 


candidates. ANDPAC also supported ten state affiliate 


dietetic associations to attend local fundraising events. 


More than 730 Academy members got involved in 


nutrition health policy by attending one or more ANDPAC-


sponsored events. ANDPAC’s ability to positively affect 


the Academy’s policy priorities cannot be overstated. The 


Academy’s voice was further amplified through its efforts 


to affect the implementation of legislation and create 


new opportunities for members through the regulatory 


process, in part by an increase in the quantity and quality 


of comments to proposed rules, agency evidence reviews 


and regulatory initiatives. 


•	 Submitted 34 comments (up from 18 in the previous year) 


pertaining to therapeutic diet orders; food and nutrition 


labeling (with the Food and Nutrition Labeling Workgroup 


of the LPPC); bundled payments and RDN reimbursement 


through the physician fee schedule; nutrition and 


behavioral counseling for cardiovascular disease; food 


safety; health care competition; professional standards 


for school nutrition personnel; the safety of trans fats and 


essential health benefits, among others. 


•	 Collaborated to positively affect the nutrition and dietetics 


profession through meetings with government officials, 


policy makers and opinion shapers to support Academy 


stances related to reimbursement; expansion of medical 


nutrition therapy; therapeutic diet orders; telehealth; food 


labeling; quality measures in long-term care; health care 


reform; and licensure. 


P O L I C Y I N I T I AT I V E S A N D A D V O C AC Y 
The Academy achieved significant successes in the past year advancing its public policy priorities. Our ongoing 


commitment to food and nutrition policies that recognize Academy members as the nation’s experts included nutrition 


informatics, food security, nutrition through the lifecycle, nutrition and agriculture research, diabetes, obesity, nutrition 


education, health care reform, enhanced coverage of medical nutrition therapy and a renewed focus on consumer 


protection and dietetics licensure.


During the past year, the Academy: 
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•	 Working with U.S. Rep. Tim Ryan (Ohio), obtained 


recognition for the first time by the Centers for Medicare 


and Medicaid Services of CMS’ statutory authority to 


modify coverage of medical nutrition therapy consistent 


with U.S. Preventive Services Task Force recommendations. 


•	 On the state level, worked with affiliates to advocate for 


consumer, community and professional issues. States 


developed policy plans, ran leadership trainings, assisted 


with implementation of therapeutic diet changes, 


established and maintained state dietetics licensure laws 


and led the fifth annual Take Your Congressperson to 


Work Campaign. 


•	 With the continued rollout of the Affordable Care Act, 


worked with numerous Academy affiliates to help states 


achieve inclusion of enhanced nutrition care services and 


medical nutrition therapy in health insurance exchanges 


and state Medicaid plans. Members preserved and 


enhanced nutrition programs and services by completing 


Action Alerts for Sequestration, the Farm Bill and School 


Nutrition Standards. 


•	 Mobilized members at the grassroots level in collaboration 


with each state affiliate’s Public Policy Panel. These panels, 


comprised of highly engaged, specialized members, are 


trained throughout the year to address critical public 


policy issues on the state and federal levels. 


•	 Provided advocacy training in Washington, D.C., for more 


than 350 members at the Academy’s 2015 Public Policy 


Workshop. Members also held meetings in more than 500 


congressional offices; and state policy leaders brought 


their skills and energy home to meet with members of 


Congress and their staffs in their local districts.
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Academy in the News


Media coverage plays a significant role in building awareness 


and recognition for the Academy and the registered dietitian 


nutritionist. The Academy’s Strategic Communications Team 


works with the news media to raise public awareness of the 


Academy, the significant contributions of Academy members, 


scientific research published in the Journal of the Academy of 


Nutrition and Dietetics and the importance of healthful nutrition 


for everyone. From June 1, 2015, through May 31, 2016, the 


Academy reached an audience of over 25 billion and generated 


more than 17,000 media placements.


Kids Eat Right Month 


August 2015 marked the second annual Kids Eat Right Month, a 


nutrition education, information-sharing and action campaign 


launched by the Academy and its Foundation spotlighting 


nutritious and active lifestyles for children and families. The 


Academy’s President, Dr. Evelyn Crayton, RDN, LDN, FAND, was 


joined by Academy members and their children from the New 


York City area to ring NASDAQ’s closing bell on August 24. 


National Nutrition Month


National Nutrition Month 2016, celebrated in March, and 


Registered Dietitian Nutritionist Day, celebrated on the 


second Wednesday in March, play a significant role in building 


awareness and recognition for the Academy and RDNs. The 


Academy generated significant coverage and interest in 


National Nutrition Month from local and national print, Internet 


and broadcast media.


In celebration of Registered Dietitian Nutritionist Day and in 


honor of the 2016 National Nutrition Month theme “Savor 


the Flavor of Eating Right”, members were asked: “What’s the 


best way to help consumers savor the flavor of eating right?” 


From more than 160 inspirational responses, the winner of 


the 2016 Registered Dietitian Nutritionist Day contest was 


Annelies Newman, RDN, CD, of Saint George, Utah. Her photo 


was featured in New York City’s Times Square on Registered 


Dietitian Nutritionist Day.


P U B L I C A N D M E D I A O U T R E AC H


The Academy continued its successful program of promoting registered dietitian nutritionists and Academy members to 


the widest possible audiences. The Academy and its network of volunteer media Spokespeople remain a trusted source 


for media across the country and the globe. 
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Journal of the Academy of Nutrition and Dietetics 


In May 2016, to better meet peer-review needs from increased 


submissions and better serve authors, reviewers and readers, 


the Journal expanded its Board of Editors from 35 to 50. The 


Journal’s Impact Factor rose to 3.797, representing steady 


growth since the Academy’s name change in 2012. The 


Journal’s online offerings at www.andrnl.org continue to grow, 


with archived articles, podcasts, educational slides, topics 


collections, iOS and Android apps and more. With more than 


10,000 downloads and 1.1 million page views per year, the 


Journal’s app and website, respectively, make the Journal one 


of the most relied-upon publications for the science of food, 


nutrition and dietetics.


Corporate Sponsorship


The Academy’s sponsorship program allows for purposeful 


collaboration with food and nutrition organizations and helps 


to advance the Academy’s mission of empowering members 


to be the food and nutrition leaders. The Academy recognizes 


and thanks the following sponsors for their generous support 


of Academy events and programs that occurred within Fiscal 


Year 2016.


Academy National Sponsor


National Dairy Council® 


Premier Sponsors 


Abbott Nutrition


The Coca-Cola Company 
Beverage Institute for Health  
& Wellness 


PepsiCo 


Unilever 


2015 Food & Nutrition 


Conference & Expo™ Exhibitor 


Sponsors 


The a2 Milk Company®


Campbell Soup Company 


Canadian Lentils


ConAgra Foods 


Fruitstreet.com


Hass Avocado Board


Kellogg Company


Nature Made®


Sunsweet Growers


Social Media


The Academy’s 20 social media pages spanning seven 


platforms – Facebook, Twitter, LinkedIn, Pinterest, 


Instagram, Google+ and YouTube – maintained a strong 


presence, growing to more than 2.5 million followers. At 


the 2015 Food & Nutrition Conference & Expo, attendees 


as well as Academy members at home shared photos 


and videos, networked and created a lively community 


using the #FNCE hashtag. For the second year, the 


Social Media Hub helped create positive sentiment and 


engagement throughout the conference. The official 


#FNCE hashtag delivered 68.1 million impressions.


During National Nutrition Month in March, the 


official #NationalNutritionMonth hashtag saw a reach 


of 63.1 million social media users for a total 265.7 


million impressions. The #NNMchat hashtag saw a 


reach of 2.3 million users and 30.4 million impressions 


and the hashtag #RDNday was used 3,317 times by 2,405 


unique authors for a reach of 2.6 million users and 8.7 


million impressions.


Food & Nutrition Magazine launched two new blogs during 


the past year: The Feed, to cover nutrition informatics, and 


Student Scoop, where student members of the Academy can 


have a voice and build their blogging skills. The Stone Soup 


blog continued to thrive, with more than 200 writers engaged 


in the community. For the Academy’s 2015 Food & Nutrition 


Conference & Expo, Food & Nutrition published a special issue 


featuring conference information and tips for attendees; 


profiles of award recipients; a dining guide to the host city 


of Nashville, Tenn.; walking and jogging routes; and recipes 


developed by local registered dietitian nutritionists. Food & 


Nutrition won a coveted Gold Circle Award in 2015.


Food & Nutrition Magazine
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Strategic Priorities


•	 Communicated Strategic Plan and monitored outcomes 


using established measures


•	 Addressed competition related to scope of practice 


and opposition to licensure and continued ongoing 


monitoring/risk mitigation by supporting and evaluating 


the State Licensure Initiative 


•	 Collaborated with Affiliates and other stakeholders to 


ensure consistency in licensure laws and regulations


•	 Supported implementation of the public policy priority 


areas 


•	 Developed key relationships with members of Congress 


to bring awareness to their leadership and expertise in 


nutrition-related policy


•	 Supported expansion of reimbursement for RDNs’ services 


within the Medicare program through legislative and 


regulatory processes


•	 Promoted member awareness of strategies designed 


to position members in taking the lead to create and 


maintain a competitive edge in providing nutrition services


•	 Supported a multiyear plan to implement a clinical data 


warehouse for the profession 


•	 Positioned members to assume transdisciplinary roles


•	 Advanced relationships with key stakeholders and external 


organizations to further Academy initiatives


•	 Supported international business plan that fosters 


collaboration with international colleagues to expand the 


role of dietitians as the food and nutrition leaders in the 


global health care marketplace and to reduce global food 


insecurity


•	 Implemented strategies to increase diversity of nutrition 


and dietetics providers


•	 Supported efforts to increase the number of individuals 


with PhDs and practice doctorates who pursue the RDN 


credential.


Governance Priorities


•	 Worked with the Foundation to explore opportunities to 


continue expansion of Kids Eat Right and the Future of 


Food programs in global settings, as well as development 


and execution of Second Century Vision plan. 


•	 Worked collaboratively with the Accreditation Council 


for Education in Nutrition and Dietetics; Commission on 


Dietetic Registration; Council on Future Practice; and 


Nutrition and Dietetics Educators and Preceptors to 


increase the availability of supervised practice experience 


sites and encourage RDNs to serve as preceptors.


 


Organizational Priorities


•	 Implemented steps to improve governance and the 


performance of the Board


•	 Evaluated organizational performance using established 


measures


•	 Provided financial oversight


•	 Evaluated the Academy’s sponsorship program and 


communicated changes and value to members and non-


members


•	 Communicated the value of the Foundation and the 


Academy’s political action committee (ANDPAC) to 


members and non-members.


Operating Review
In advancing the profession of dietetics and leading the organization, the Academy assigns distinct and coequal 


governance roles to the Board of Directors and the elected House of Delegates. Six House leaders serve on the 


Academy’s Board, directly connecting the professional issues of members to the interests of the entire Academy.


B OA R D O F D I R E C TO R S


The Academy’s Board is responsible for strategic planning, policy development and fiscal management for the Academy. 


Activities and accomplishments at the Board level in FY 2016 included:
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H O U S E O F D E L E G AT E S


As the deliberative body governing professional issues, the 


House of Delegates monitors and evaluates trends, issues and 


concerns affecting members; debates and approves educational, 


practice and professional standards; establishes ethical standards 


for the practitioner and disciplinary procedures for unethical 


conduct; and identifies and initiates development of Academy 


position papers.


During its fall 2015 meeting, the House of Delegates addressed 


the mega issue topic “Engaging Members in the Need to Address 


Malnutrition across All Dietetic Practice Settings.” As a result of 


the dialogue session, the House requested that RDNs identify 


and manage malnutrition in accordance with their scope 


and standards of practice including use of nutrition-focused 


physical exams as one tool for nutrition assessments. Multiple 


Academy organizational units – including Research, International 


and Scientific Affairs; Lifelong Learning and Professional 


Engagement; Nutrition and Dietetics Educators and Preceptors; 


the Accreditation Council for Education in Nutrition and Dietetics; 


and the Nutrition Services Coverage Team – were asked to 


support members in developing their skills in the management 


of malnutrition. These organizational units will provide biannual 


progress reports to the House for at least the next two years.


Also at the fall 2015 meeting, the Sponsorship Advisory Task 


Force provided an update on its work. The House requested the 


task force utilize HOD feedback to finalize its report to the Board 


of Directors and that the Board consider input from the dialogue 


session as it takes action on the task force’s final report. 


Following the meeting, the House approved several 


amendments to the Academy’s Bylaws including a revision in 


the Nominating Committee’s composition, a change to the 


Commission on Dietetic Registration’s mission statement and      


a change to CDR’s Board composition. 


The Business and Management Task Force presented its report 


to the House Leadership Team in January 2016. Recommended 


tactics are under review by appropriate Academy organizational 


units. 


During the House of Delegates’ spring virtual meeting, the HOD 


embraced its role as the voice of the profession in a dialogue 


about “Envisioning Our Second Century.” Delegates envisioned 


the profession in the next 100 years and considered actions 


that can be taken to engage members in the Second Century 


initiative. Feedback from the dialogue was shared with the 


Academy’s Second Century Team. 


Also at the meeting, delegates addressed the mega issue topic 


“Technological Innovations that Impact Food and Nutrition.” 


The House requested the Nutrition Informatics Committee 


review the input from this dialogue, create an action plan and 


recommendations to address the dialogue objectives and 


communicate the plan in the fall of 2016. The House encouraged 


the Second Century Team to review the HOD’s input and support 


incorporation of technological advancements into opportunity 


areas for the September 2016 Nutrition Impact Summit and 


forthcoming innovations projects. The House requested that 


the Academy create a hub on the Academy’s website where 


technology resources related to food and nutrition can be 


shared, as well as an annual awareness campaign highlighting 


technology. All Academy organizational units were asked to 


identify and promote best practices related to technology and 


to integrate technological innovations that affect food and 


nutrition into their programs of work.
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P O S I T I O N A N D P R AC T I C E PA P E R S 


Position and practice papers assist the Academy in optimizing 


the public’s nutrition, health and well-being and are germane 


to the Academy’s vision, mission, values, goals and strategies. A 


key feature of a position paper is the position statement, which 


presents the Academy’s stance on an issue. During FY 2016, the 


Academy published the following papers: 


Position Papers


•	 November 2015: Health Implication of Dietary Fiber


•	 January 2016: Interventions for the Treatment of Overweight 


and Obesity in Adults


•	 March 2016: Nutrition and Athletic Performance


•	 April 2016: Obesity, Reproduction and Pregnancy Outcomes


Practice Papers 


•	 July 2015: Principals of Productivity in Food and Nutrition 


Services: Applications in the 21st Century of Health Care 


Reform


ACC R E D I TAT I O N CO U N C I L F O R 
E D U C AT I O N I N N U T R I T I O N A N D 
D I E T E T I C S


The Accreditation Council for Education in Nutrition and 


Dietetics serves the public and the Academy’s members by 


working with nutrition and dietetics practitioners, educators 


and others to develop and implement standards for the 


educational preparation of nutrition and dietetics professionals 


and by accrediting nutrition and dietetics education programs 


at colleges, universities and other organizations that meet 


its standards. As of May 31, 2016, there were 568 programs 


accredited in the United States and five international programs. 


ACEND is working on two major standards projects: revision 


of the 2012 Accreditation Standards and development of the 


future education model standards. During the past year, ACEND 


finalized revisions to the 2012 Standards and will release the 


2017 Accreditation Standards in summer 2016; all currently 


accredited programs will need to come into compliance with 


these standards by June 1, 2017. 


ACEND is also developing standards and competencies for the 


future education model associate’s, bachelor’s and master’s 


degree programs and expects to release them for public 


comment in fall 2016. 


AC A D E M Y O F N U T R I T I O N A N D 
D I E T E T I C S F O U N DAT I O N 


The Academy’s Foundation is the only charitable 


organization devoted exclusively to promoting nutrition 


and dietetics, funding health and nutrition research as well 


as improving the health of communities through public 


nutrition education programs. Although affiliated with 


the Academy of Nutrition and Dietetics, the Foundation 


is an independent 501(c)(3) public charity and does not 


receive any portion of member dues. The success and 


impact of its programs and services are attributed to the 


generous support of its donors, which have helped the 


Foundation become a catalyst for Academy members and 


the profession to come together to improve the nutritional 


health of the public.


Special thanks to groups and individuals who supported 


the Academy Foundation with gifts of $10,000 or more from 


June 1, 2015, to May 31, 2016.


Abbott Nutrition


Academy of Nutrition and Dietetics


California Walnut Commission


Colgate Palmolive Company


Commission on Dietetic Registration


ConAgra Foods Inc.


Sonja L. Connor


Diabetes Care and Education dietetic practice group


Dietetics in Healthcare Communities dietetic practice group


Dietitians in Nutrition Support dietetic practice group


Elanco Global Communications


Feeding America 


General Mills Foundation


Grocery Manufacturers Association 


Estate of Carol V. Hall


Jean H. Hankin


Estate of Virginia F. Harger


Estate of Ann A. Hertzler


Iowa Department of Education


Estate of Margaret A. James


Mead Johnson Nutrition


National Cattlemen’s Beef Association 


National Dairy Council


National Pork Producers Council


PepsiCo North America


Lester Strong


Alice A. Wimpfheimer
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CO M M I S S I O N O N D I E T E T I C 
R E G I S T R AT I O N


The Commission on Dietetic Registration remained committed 


to its public protection mission by attesting to the professional 


competence of more than 97,000 registered dietitian 


nutritionists and more than 5,500 nutrition and dietetics 


technicians, registered who have met CDR’s standards to enter 


and continue in dietetics practice. 


CDR administers seven separate and distinct credentialing 


programs: Registered Dietitian; Dietetic Technician, Registered; 


Board Certified Specialist in Renal Nutrition; Board Certified 


Specialist in Pediatric Nutrition; Board Certified Specialist in 


Sports Dietetics; Board Certified Specialist in Gerontological 


Nutrition; and Board Certified Specialist in Oncology Nutrition. 


There are more than 3,600 Board Certified Specialists. CDR’s 


entry-level registration examinations and its Board Certified 


Specialist certification programs are accredited by the National 


Commission for Certifying Agencies.


The first test administration for the new Advanced Practice 


in Clinical Nutrition certification program was in November 


2015. Twenty-two RDNs passed this rigorous examination 


to obtain the RDN-AP credential. The first administration of 


the Interdisciplinary Specialist Certification in Obesity and 


Weight Management – CDR’s first interdisciplinary certification 


program – is scheduled for March 2017. Nurse practitioners, 


physician assistants, exercise physiologists, behavior 


management counselors and medical social workers have 


participated in the practice audit development process.


In addition to administering examinations and the 


recertification systems for these programs, in FY 2016 the 


Commission on Dietetic Registration:


•	 Administered a prior approval process for continuing 


professional education program providers. More than 


4,500 programs were reviewed and approved. 


•	 Administered an accreditation process for continuing 


professional education program providers. There are 225 


accredited providers. 


•	 Conducted nine informational webinars for CDR-


credentialed practitioners, students and accredited 


providers, addressing the essential practice competencies 


and goal wizard tool for the Professional Development 


Portfolio recertification system


•	 Presented CDR updates at each of the four regional 


Nutrition and Dietetic Educators and Preceptors meetings


•	 Administered the online Assess and Learn courses 


“Managing Type 2 Diabetes Using the Nutrition Care 


Process,” “Celiac Disease,” “Gerontological Nutrition” and 


“Sports Dietetics: Nutrition for Athletic Performance”


•	 Initiated development of a new Assess & Learn module 


“Health Promotion and Disease Prevention”


•	 Implemented a new “Assessing Prior Learning Online 


Module” for dietetics educators 


•	 Provided funding for 10 $10,000 doctoral scholarships, 


20 $5,000 diversity scholarships and four $10,000 PhD-


to-RD fellowships. All scholarships and fellowships are 


administered by the Academy’s Foundation. 


•	 Administered an online dietetics preceptor training course


•	 Administered registration eligibility reciprocity agreements 


with Canada, Ireland, the Netherlands and the Philippines 


•	 Administered licensure board services including use of 


CDR’s entry-level registration examinations for licensure 


purposes and continuing professional education tracking 


for licensed non-registered dietitians


•	 Administered certificates of training in childhood and adult 


weight management. Since implementation in April 2001, 


more than 20,000 members and credentialed practitioners 


have participated in these programs.


•	 Administered CDR registry label list rental process. 


10







Affiliates 


All Academy members receive automatic membership in the 


affiliate of their choice, making affiliates a powerful benefit of 


Academy membership. There are 50 state dietetic associations, 


plus the District of Columbia, Puerto Rico and the American 


Overseas Dietetic Association, all affiliated with the Academy. 


Affiliates provide further networking, education and leadership 


opportunities to Academy members and enable members to 


build lasting collaborations and relationships close to home. 


Dietetic Practice Groups 


The Academy is committed to keeping members abreast of 


trends in food and nutrition and preparing members for the 


requirements of an ever-changing profession and marketplace. 


The Academy’s 26 dietetic practice groups create opportunities 


for members to excel and grow through professional 


development, networking opportunities, leadership 


development and specialization. In FY 2016, membership in 


DPGs exceeded 61,000.


Member Interest Groups 


Member interest groups provide a means for Academy 


members with common interests, issues or backgrounds 


to connect. Unlike dietetic practice groups and affiliate 


associations, MIGs focus on areas other than practice or 


geographic location. In FY 2016, 10 MIGs were available to 


the Academy’s membership: Asian Indians in Nutrition and 


Dietetics, Chinese Americans in Dietetics and Nutrition; Fifty 


Plus in Nutrition and Dietetics; Filipino Americans in Dietetics 


and Nutrition; Jewish Member Interest Group; Latinos and 


Hispanics in Dietetics and Nutrition; Muslims in Dietetics and 


Nutrition; National Organization of Blacks in Dietetics and 


Nutrition; National Organization of Men in Nutrition; and Thirty 


and Under in Nutrition and Dietetics. MIG membership totaled 


more than 4,900.


M E M B E R O R G A N I Z AT I O N S W I T H I N T H E AC A D E M Y


The Academy offers its members many opportunities to interact and network with those who share geographic, dietetics 


practice or other areas of common interests and issues.
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For year ending May 31, 2016, the Foundation revenues were $2.4 million. The Foundation’s investment earnings were $29,000, 


resulting in total income for the year of just over $2.4 million. The Foundation’s net assets were $23.1 million at the end of the 2016 


Fiscal Year. These funds provide the necessary resources for the Foundation’s support of scholarship programs, awards, research 


and the nutrition and dietetics profession as a whole.


The Council on Dietetic Registration, Dietetic Practice Groups and Member Interest Groups, Accreditation Council for Education 


in Nutrition and Dietetics and the Academy of Nutrition and Dietetics Political Action Committee had combined revenues of $14 


million, expenses of $14 million and investment income of $82,000. Total net assets for these groups grew to $16.6 million at the 


end of the Fiscal Year. This growth will allow them to continue to impact the dietetic profession in their unique ways.


Total revenues for the Academy were $21.2 million and total expenses were $23.4 million in the 2016 Fiscal Year. The investment 


earnings were $125,000. The Academy continues to invest into the future of the organization by developing new programs, 


products and services that will benefit members and the profession now and for years to come. This is the primary reason 


expenses exceeded income in the 2016 Fiscal Year. This, coupled with lower investment earnings than anticipated, resulted in a 


loss of $2.2 million.


When the 2017 Fiscal Year budget was developed, the Board continued efforts to invest in new programs and services to further 


position Academy members and the profession as leaders. As the year continues, staff and leadership will continue to monitor the 


financial results and make adjustments wherever necessary. 


Looking to Fiscal Year 2018, the budget will be compiled with a similar approach as in past years. Although economic factors 


remain a concern, the Board of Directors continues to look to the future and will make the necessary investment to develop and 


promote the profession and Academy members to be the nation’s food and nutrition leaders.


AC A D E M Y O F N U T R I T I O N A N D D I E T E T I C S F O R YE A R E N D I N G M AY 31,  2016


Financial 
Statements
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   2015 2016
Assets
Cash and cash equivalents $5,674,190 $4,613,138 
 
Investments 33,439,167 31,477,242 
Interest receivable 128,055 123,232 
Accounts receivable - net 1,293,684 1,104,687 
Prepaid expenses 1,727,823 1,587,952 
Inventories 986,938 1,045,312  
Investments held for 
 Deferred Compensation 561,143 557,686 
Property and equipment net 4,440,836 4,517,255


   $48,251,836 $45,026,504


Liabilities and Net Assets
 Liabilities
  Accounts Payable $979,945 $1,320,734 
  Accrued Liabilities 3,051,670 1,635,036 
  Inter-Organizational Balances 340,898 383,212 
  Due to State Associations 2,898,549 3,000,311
   $7,271,062 $6,339,293 
 Deferred revenue
  Membership Dues $7,229,142 $7,610,218 
  Registration Fees 3,430,309 3,599,793
  Subscriptions 2,419,712 2,476,810
  Annual Meeting 1,561,213 1,602,966
  Sponsorships 598,113 361,199
  Other 1,809,672 1,471,249
   $17,048,161 $ 17,122,235


 Deferred Compensation $561,143 $ 557,686
 Deferred Rent Incentive 2,522,531 2,226,588
   $3,083,674 $ 2,784,274
   $27,402,897 $ 26,245,802
Net assets
 Unrestricted
  Academy Operations $4,334,338 $ 2,191,098
  Related Academy Organizations*  16,514,601 16,589,604
   $20,848,939 $ 18,780,702
 Total Liabilities and Net Assets $48,251,836 $ 45,026,504


AC A D E M Y O F N U T R I T I O N A N D D I E T E T I C S F I N A N C I A L S TAT E M E N TS


Academy of Nutrition and Dietetics Statement of Financial Position - May 31
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Academy of Nutrition and Dietetics Statement of Activities - By Object and Fund  - Year Ended May 31, 2016


*Includes CDR, DPGs, MIGs, ACEND, ANDPAC


Academy
Related Academy 


Organizational Units* Total
Revenues
     Membership Dues - Gross $11,654,409 $1,853,168  $13,507,577 
     State Affiliate Allocations (2,301,608) - (2,301,608)
     Membership Dues - Net 9,352,801  1,853,168 11,205,969
     


     Registration and Examination Fees - 7,774,791 7,774,791 
     Contributions - 123,099 123,099
     Programs and Meetings 4,509,856 486,430  4,996,286
     Publications and Materials 2,304,840 433,588  2,738,428
     Subscriptions 2,199,569 585  2,200,154
     Advertising 266,2242 42,621  308,845
     Sponsorships 1,114,715 13,500  1,128,215
     Grants 388,208 1,040,005 1,428,213
     Education Program - 2,047,340 2,047,340
     Other 1,024,282 172,175 1,196,457


    Total Revenues $21,160,495 $13,987,302 $35,147,797


Expenses
     Personnel $12,679,600 $2,523,533  $15,203,133 
     Publications 2,455,477  56,780  2,512,257 
     Travel 1,232,939  1,676,850  2,909,789 
     Professional Fees 1,429,149  1,927,439   3,356,588 
     Postage and Mailing Service 613,998  457,349  1,071,347 
     Office supplies and Equipment 224,130  67,284  291,414
     Rent and Utilities 1,239,560  238,935  1,478,495
     Telephone and Communications 174,675  84,610  259,285
     Commissions 50,280  -   50,280 
     Computer Expenses 664,415  102,253  766,668
     Advertising and Promotion 82,086  35,125   117,211 
     Insurance 79,470  144,131  223,601 
     Depreciation 1,138,427  289,726  1,428,153 
     Income taxes - 5,019  5,019 
     Bank and Trust Fees 684,628  213,547   898,175
     Other (1,765,925)  3,009,647  1,243,722 
     Donations to the Foundation 277,090  354,606  631,696 
     Examination Administration - 835,750  835,750 
     Meeting Services 1,786,669  1,685,939  3,472,608 
     Legal and Audit 187,390  44,956  232,346 
     Printing 194,905  241,287  436,192 
    $23,428,963  $13,994,766  $37,423,729 


(Decrease) Increase in Net Assets
     from Operating Activities (2,268,468) (7,464) (2,275,932)


Return on Investments 125,228 82,467  207,695 


Increase (Decrease) in Net Assets (2,143,240) 75,003 (2,068,237)


Net Assets at Beginning of Year 4,334,338 16,514,601 20,848,939


Net Assets at End of Year $2,191,098 $16,589,604  $18,780,702
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   2015 2016
Assets
Cash and Cash Equivalents $2,352,094 $ 1,997,777 
Investments 20,719,615 20,562,438 
Interest Receivable 80,386 83,719 
Pledges Receivable, Net 65,724 66,129 
Prepaid Expenses 24,927 18,385 
Interorganization Balances 340,898 383,212 
Property and Equipment Net 52,265 40,427


Total Assests $23,635,909 $ 23,152,087


Liabilities and Net Assets
 Deferred Annual Meeting $10,010 $ 24,985


Total Liabilities $10,010 $ 24,985


Net assets
 Unrestricted $5,909,539 $ 5,764,157
 Temporarily Restricted 9,519,633 8,781,512
   Permanently Restricted 8,196,727 8,581,433


Total Net Assets  $23,625,899 $ 23,127,102


Total Net Assets & Liabilities $23,635,909 $ 23,157,087


Academy of Nutrition and Dietetics Foundation Statement of Financial Position - May 31
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Temporarily Permanently 


Revenues Unrestricted Restricted Restricted Total 


     Grants and Donations -  $386,192 -  $386,192 
     Member Contributions 375,025 285,750 356,893 1,017,668
     Corporate Contributions 194,905 581,071 27,813 803,89
     Sponsorships 95,500 99,500 -  196,000
     Release from Restrictions 2,116,932 (2,116,932) - -


Total Foundation Revenues 2,783,362 (764,419) 384,706 2,403,649


Expenses
     Personnel 827,052 - - 827,052
     Travel 180,124 - - 180,124
     Professional Fees 631,936 - - 631,936
     Postage and Mailing Service 4,102 - - 4,102
     Office Supplies and Equipment 1,725 - - 1,725
     Rent and Utilities 90,096 - - 90,096
     Telephone and Communications 22,488 - - 22,488
     Computer Expense  19,509 - -  19,509
     Insurance 16,486 - - 16,486
     Depreciation 27,785 - - 27,785
     Bank and Trust Fees 122,872 - - 122,872
     Other 31,060 - - 31,060
     Meeting Services 131,876 - - 131,876
     Legal and Audit 6,307 - - 6,307
     Printing 4,917 - - 4,917
     Scholarships & Awards 813,162 - - 813,162


Total Foundation Expenses 2,931,497 - - 2,931,497


(Decrease) Increase in Net Assets from 
Operating Activities before Other Items


(148,135) (764,419) 384,706 (527,848)


Return on Investments 2,753 26,298 - 29,051


Decrease in Net Assets (145,382) (738,121) 384,706 (498,797)
Net Assets
     Beginning of Year 5,909,539 9,519,633 8,196,727  23,625,899 
     End of Year $5,764,157   $8,781,512 $8,581,433  $23,127,102 


Academy of Nutrition and Dietetics Foundation Statement of Activities  - Year Ended May 31, 2016


16





AnnualReport_2016_v7.pdf



and Foundation. You can view and download the 2015-2016 Annual Report by visiting

http://www.eatright.org/annualreport.  It is also listed on the Academy’s commitment to

transparency site. 

 

 

Best regards, 

Pat

 

Patricia M. Babjak

 

Chief Executive Officer 

 Academy of Nutrition and Dietetics 

 120 S. Riverside Plaza, Suite 2190 

 Chicago, Illinois 60606-6995 

 Phone: 312/899-4856 

 Email: pbabjak@eatright.org  

www.eatright.org | www.eatrightPRO.org | www.eatrightSTORE.org
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101. Reminder: Webinar - Careers for the Research Dietitian, Friday

From: Research Dietetic Practice Group <eblast@researchdpg.org>

To: DMartin@Burke.k12.ga.us

Hidden

recipients:

dmartin@burke.k12.ga.us

Sent Date: Apr 25, 2017 19:49:36

Subject: Reminder: Webinar - Careers for the Research Dietitian, Friday

Attachment:

Email not displaying correctly? View it in your browser. Webinar - Careers for the Research

Dietitian  

Presented by the Student Representatives of the Research Dietetic Practice Group.  

Friday, April 28th, 2017; 12-1pm (EST) 

 

Learn about careers within and outside of academia.  Speakers include:  

 

 

Karen Chapman Novakofski, PhD, RD; University of Illinois  

 

 

Elizabeth Reverri, PhD, RD; Abbott Nutrition  

 

 

Colleen Doyle, MS, RD; American Cancer Society  

 

 

Nancy Emenaker, PhD, RDN; National Cancer Intitute, NIH  

 

 

Alison Steiber, PhD, RDN;  Academy of Nutrition and Dietetics  

 

Register for the webinar at:  http://tinyurl.com/RDPG-ResearchCareers 

This webinar is free for members of the Academy of Nutrition and Dietetics. 

 

Questions: Contact Rachel Paul at rachel.paul@tc.columbia.edu.  

  

Our mailing address is: 120 South Riverside Plaza, Suite 2000 Chicago, Illinois 60606 

  

© 2015 Research Dietetic Practice Group. All Rights Reserved. 

  

You are receiving this email because you are a current member of Research Dietetic Practice
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Group, a dietetic practice group of the Academy of Nutrition and Dietetics. 

  

Unsubscribe DMartin@Burke.k12.ga.us from this list.
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102. Webinar - Careers for the Research Dietitian, April 28th

From: Research Dietetic Practice Group <eblast@researchdpg.org>

To: DMartin@Burke.k12.ga.us

Hidden

recipients:

dmartin@burke.k12.ga.us

Sent Date: Apr 18, 2017 12:51:12

Subject: Webinar - Careers for the Research Dietitian, April 28th

Attachment:

Email not displaying correctly? View it in your browser. Webinar - Careers for the Research

Dietitian  

Presented by the Student Representatives of the Research Dietetic Practice Group.  

Friday, April 28th, 2017; 12-1pm (EST) 

 

Learn about careers within and outside of academia.  Speakers include:  

 

 

Karen Chapman Novakofski, PhD, RD; University of Illinois  

 

 

Elizabeth Reverri, PhD, RD; Abbott Nutrition  

 

 

Colleen Doyle, MS, RD; American Cancer Society  

 

 

Nancy Emenaker, PhD, RDN; National Cancer Intitute, NIH  

 

 

Alison Steiber, PhD, RDN;  Academy of Nutrition and Dietetics  

 

Register for the webinar at:  http://tinyurl.com/RDPG-ResearchCareers 

This webinar is free for members of the Academy of Nutrition and Dietetics. 

 

Questions: Contact Rachel Paul at rachel.paul@tc.columbia.edu.  

  

Our mailing address is: 120 South Riverside Plaza, Suite 2000 Chicago, Illinois 60606 

  

© 2015 Research Dietetic Practice Group. All Rights Reserved. 

  

You are receiving this email because you are a current member of Research Dietetic Practice
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Group, a dietetic practice group of the Academy of Nutrition and Dietetics. 

  

Unsubscribe DMartin@Burke.k12.ga.us from this list.
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103. Re: Friday Welcome Dinner: Nutrition News Forecast

From: Doris Acosta <dacosta@eatright.org>

To: DMartin@Burke.k12.ga.us <DMartin@Burke.k12.ga.us>

Cc: Rhys Saunders <rsaunders@eatright.org>

Sent Date: Apr 07, 2017 14:04:57

Subject: Re: Friday Welcome Dinner: Nutrition News Forecast

Attachment:

Absolutely! Look forward to seeing you soon. 
 
 

Big hug! 
 

Doris Acosta  

Chief Communications Officer  

312/899-4822  

www.eatright.org

_____________________________  

From: Donna Martin <dmartin@burke.k12.ga.us>  

Sent: Friday, April 7, 2017 12:00 PM  

Subject: Re: Friday Welcome Dinner: Nutrition News Forecast  

To: Doris Acosta <dacosta@eatright.org>  

 

 

You guys are the best. I would rather spend the evening with you all instead of in a hotel in

Milwaukee by myself. Is there anyway I can be the first head shot in the morning?  I have an 11

am flight to try and get home.   

 

Sent from my iPad 
 
On Apr 7, 2017, at 12:57 PM, Doris Acosta <dacosta@eatright.org> wrote:  
 

Hi Donna, 

So sorry to hear about your dad. Please know that we are here for you.  
 

Below is the information for dinner this evening. Please let me know if there is anything we can do.
 

Thank you and we look forward to seeing you soon in Denver. 
 

Best regards, 
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Doris Acosta  

Chief Communications Officer  

312/899-4822  

www.eatright.org

_____________________________  

From: Daun Longshore <dlongshore@eatright.org>  

Sent: Wednesday, March 29, 2017 2:48 PM  

Subject: Friday Welcome Dinner: Nutrition News Forecast  

To: <peark02@outlook.com>, Patricia Babjak <pbabjak@eatright.org>, Lucille Beseler <

lbeseler_fnc@bellsouth.net>  

Cc: Joan Schwaba <jschwaba@eatright.org>, Dante Turner <dturner@eatright.org>, Jennifer

Horton <jhorton@eatright.org>, Susan Burns <sburns@eatright.org>, Doris Acosta <

dacosta@eatright.org>  

 

 

Hello Lucille, Mary and Pat,

 

 

We are so pleased you will join us at the NNF Welcome Dinner on Friday, April 7, 2017. The

reservation is at 6:30 pm at Tamayo which is located a ½ mile from the Renaissance Denver hotel.

 

 

·        Tamayo Restaurant Website:http://www.richardsandoval.com/tamayo

 

 

·        Address and Map: 1400 Larimer Street, In Larimer Square: https://goo.gl/maps/xNi8hkcTxqq

 

 

Either Jennifer or I will check in with you on Friday to see if you would like to go over with us or

meet us there. 

 

 

Dinner Attendees:

 

 

National Dairy Council®

 

·        Erin Coffield, RDN, LDN, VP, Strategic Communications &Integration-Health &Wellness

 

·        Kim Kirchherr, MS, RD, LDN, CDE, FAND, Vice President
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BENEO Institute

 

·        Denisse Colindres, MSc., Manager, Nutrition Communication North America

 

 

Nature Made®

 

·        Paula Moggio, Corporate Communications, External Affairs

 

·        Maureen Ranney, Director of External Affairs

 

 

Abbott Nutrition

 

·        Kathy West, MS, RD, LD, Senior Manager, Professional Alliances and Education

 

·        Abby Sauer, MPH, RD, Senior Manager, Scientific &Medical Affairs

 

 

Monsanto

 

·        Bill Reeves, PhD, Regulatory Policy and Scientific Affairs

 

·        Jennie Schmidt, MS, RD, Schmidt Farms Inc

 

 

Plus Susie Burns, Jennifer Horton and I will also be attending.

 

 

Please let me know if you have any questions.

 

 

Should you need to contact me in Denver, my cell phone number is 312.343.3844.

 

 

We look forward to a fun dinner and appreciate your time – thank you!

 

 

Daun
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Daun Longshore 

 Senior Manager, Corporate Relations 

 Academy of Nutrition and Dietetics 

 120 S. Riverside Plaza, Suite 2190 

 Chicago, Illinois 60606-6995 

 Phone: 312.899.4789 

 www.eatright.org | www.eatrightPRO.org | www.eatrightSTORE.org
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DONATE today in recognition of this major milestone and support our Second Century Initiative!
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104. Re: Friday Welcome Dinner: Nutrition News Forecast

From: Donna Martin <DMartin@burke.k12.ga.us>

To: Doris Acosta <dacosta@eatright.org>

Sent Date: Apr 07, 2017 14:02:54

Subject: Re: Friday Welcome Dinner: Nutrition News Forecast

Attachment: image001.png

You guys are the best. I would rather spend the evening with you all instead of in a hotel in

Milwaukee by myself. Is there anyway I can be the first head shot in the morning?  I have an 11

am flight to try and get home.   

 

Sent from my iPad 
 
On Apr 7, 2017, at 12:57 PM, Doris Acosta <dacosta@eatright.org> wrote:  
 

Hi Donna, 

So sorry to hear about your dad. Please know that we are here for you.  
 

Below is the information for dinner this evening. Please let me know if there is anything we can do.
 

Thank you and we look forward to seeing you soon in Denver. 
 

Best regards, 
 

Doris Acosta  

Chief Communications Officer  

312/899-4822  

www.eatright.org

_____________________________  

From: Daun Longshore <dlongshore@eatright.org>  

Sent: Wednesday, March 29, 2017 2:48 PM  

Subject: Friday Welcome Dinner: Nutrition News Forecast  

To: <peark02@outlook.com>, Patricia Babjak <pbabjak@eatright.org>, Lucille Beseler <

lbeseler_fnc@bellsouth.net>  

Cc: Joan Schwaba <jschwaba@eatright.org>, Dante Turner <dturner@eatright.org>, Jennifer

Horton <jhorton@eatright.org>, Susan Burns <sburns@eatright.org>, Doris Acosta <

dacosta@eatright.org>  

 

 

Hello Lucille, Mary and Pat,
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We are so pleased you will join us at the NNF Welcome Dinner on Friday, April 7, 2017. The

reservation is at 6:30 pm at Tamayo which is located a ½ mile from the Renaissance Denver hotel.

 

 

·        Tamayo Restaurant Website: http://www.richardsandoval.com/tamayo

 

 

·        Address and Map: 1400 Larimer Street, In Larimer Square: 

https://goo.gl/maps/xNi8hkcTxqq

 

 

Either Jennifer or I will check in with you on Friday to see if you would like to go over with us or

meet us there. 

 

 

Dinner Attendees:

 

 

National Dairy Council®

 

·        Erin Coffield, RDN, LDN, VP, Strategic Communications &Integration-Health &Wellness

 

·        Kim Kirchherr, MS, RD, LDN, CDE, FAND, Vice President

 

 

BENEO Institute

 

·        Denisse Colindres, MSc., Manager, Nutrition Communication North America

 

 

Nature Made®

 

·        Paula Moggio, Corporate Communications, External Affairs

 

·        Maureen Ranney, Director of External Affairs

 

 

Abbott Nutrition

 

·        Kathy West, MS, RD, LD, Senior Manager, Professional Alliances and Education
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·        Abby Sauer, MPH, RD, Senior Manager, Scientific &Medical Affairs

 

 

Monsanto

 

·        Bill Reeves, PhD, Regulatory Policy and Scientific Affairs

 

·        Jennie Schmidt, MS, RD, Schmidt Farms Inc

 

 

Plus Susie Burns, Jennifer Horton and I will also be attending.

 

 

Please let me know if you have any questions.

 

 

Should you need to contact me in Denver, my cell phone number is 312.343.3844.

 

 

We look forward to a fun dinner and appreciate your time – thank you!

 

 

Daun

 

 

 

 

Daun Longshore 

 Senior Manager, Corporate Relations 

 Academy of Nutrition and Dietetics 

 120 S. Riverside Plaza, Suite 2190 

 Chicago, Illinois 60606-6995 

 Phone: 312.899.4789 

 www.eatright.org | www.eatrightPRO.org | www.eatrightSTORE.org
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DONATE today in recognition of this major milestone and support our Second Century Initiative!
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105. Fwd: Friday Welcome Dinner: Nutrition News Forecast

From: Doris Acosta <dacosta@eatright.org>

To: DMartin@Burke.k12.ga.us <DMartin@Burke.k12.ga.us>

Cc: Patricia Babjak <PBABJAK@eatright.org>, Rhys Saunders

<rsaunders@eatright.org>, 'lbeseler_fnc@bellsouth.net'

<lbeseler_fnc@bellsouth.net>, Jennifer Horton <Jhorton@eatright.org>, Daun

Longshore <DLongshore@eatright.org>

Sent Date: Apr 07, 2017 13:57:20

Subject: Fwd: Friday Welcome Dinner: Nutrition News Forecast

Attachment: image001.png

Hi Donna, 

So sorry to hear about your dad. Please know that we are here for you.  
 

Below is the information for dinner this evening. Please let me know if there is anything we can do.
 

Thank you and we look forward to seeing you soon in Denver. 
 

Best regards, 
 

Doris Acosta  

Chief Communications Officer  

312/899-4822  

www.eatright.org

_____________________________  

From: Daun Longshore <dlongshore@eatright.org>  

Sent: Wednesday, March 29, 2017 2:48 PM  

Subject: Friday Welcome Dinner: Nutrition News Forecast  

To: <peark02@outlook.com>, Patricia Babjak <pbabjak@eatright.org>, Lucille Beseler <

lbeseler_fnc@bellsouth.net>  

Cc: Joan Schwaba <jschwaba@eatright.org>, Dante Turner <dturner@eatright.org>, Jennifer

Horton <jhorton@eatright.org>, Susan Burns <sburns@eatright.org>, Doris Acosta <

dacosta@eatright.org>  

 

 

Hello Lucille, Mary and Pat,

 

 

We are so pleased you will join us at the NNF Welcome Dinner on Friday, April 7, 2017. The

reservation is at 6:30 pm at Tamayo which is located a ½ mile from the Renaissance Denver hotel.
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·        Tamayo Restaurant Website: http://www.richardsandoval.com/tamayo

 

 

·        Address and Map: 1400 Larimer Street, In Larimer Square: 

https://goo.gl/maps/xNi8hkcTxqq

 

 

Either Jennifer or I will check in with you on Friday to see if you would like to go over with us or

meet us there. 

 

 

Dinner Attendees:

 

 

National Dairy Council®

 

·        Erin Coffield, RDN, LDN, VP, Strategic Communications &Integration-Health &Wellness

 

·        Kim Kirchherr, MS, RD, LDN, CDE, FAND, Vice President

 

 

BENEO Institute

 

·        Denisse Colindres, MSc., Manager, Nutrition Communication North America

 

 

Nature Made®

 

·        Paula Moggio, Corporate Communications, External Affairs

 

·        Maureen Ranney, Director of External Affairs

 

 

Abbott Nutrition

 

·        Kathy West, MS, RD, LD, Senior Manager, Professional Alliances and Education

 

·        Abby Sauer, MPH, RD, Senior Manager, Scientific &Medical Affairs
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Monsanto

 

·        Bill Reeves, PhD, Regulatory Policy and Scientific Affairs

 

·        Jennie Schmidt, MS, RD, Schmidt Farms Inc

 

 

Plus Susie Burns, Jennifer Horton and I will also be attending.

 

 

Please let me know if you have any questions.

 

 

Should you need to contact me in Denver, my cell phone number is 312.343.3844.

 

 

We look forward to a fun dinner and appreciate your time – thank you!

 

 

Daun

 

 

 

 

Daun Longshore 

 Senior Manager, Corporate Relations 

 Academy of Nutrition and Dietetics 

 120 S. Riverside Plaza, Suite 2190 

 Chicago, Illinois 60606-6995 

 Phone: 312.899.4789 

 www.eatright.org | www.eatrightPRO.org | www.eatrightSTORE.org

 

 

 
DONATE today in recognition of this major milestone and support our Second Century Initiative!
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106. 2017 Nutrition News Forecast Agenda 

From: Rhys Saunders <rsaunders@eatright.org>

To: Lucille Beseler <lbeseler_fnc@bellsouth.net>, DMartin@Burke.k12.ga.us

<DMartin@Burke.k12.ga.us>, peark02@outlook.com

<peark02@outlook.com>, Patricia Babjak <PBABJAK@eatright.org>

Cc: Irene Perconti <IPERCON@eatright.org>, Doris Acosta

<dacosta@eatright.org>

Sent Date: Mar 29, 2017 16:39:04

Subject: 2017 Nutrition News Forecast Agenda 

Attachment: image001.png
2017 Nutrition News Forecast Session Agenda.pdf
2017 Nutrition News Forecast Attendees.pdf

Lucille, Donna, Mary and Pat,

 

 

I hope you’re having a great Wednesday so far. Attached is the agenda for Nutrition News

Forecast. I have also attached our most up-to-date version of the attendee list. Please let me know

if you have any questions or concerns, and have a great afternoon! 

 

Thank you so much.

 

 

Kind Regards,

 

Rhys Saunders 

 Media Relations Manager 

 Academy of Nutrition and Dietetics 

 120 S. Riverside Plaza, Suite 2190  

Chicago, Illinois 60606-6995 

 Phone:  312-899-4769
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2017 Nutrition News Forecast 
 


AGENDA 
April 8-9, 2017 


Renaissance Downtown City Center Hotel 
918 17th St, Denver, CO 80202 


 


SATURDAY, APRIL 8 SESSIONS (FULL DAY) LOCATION 


8:30 a.m. – 9:15 a.m. Breakfast Beauty 


9:15 a.m. – 9:30 a.m. Welcome Dignity/Endurance 


9:30 a.m. – 10:45 a.m. 
National Dairy Council®: Dairy: Part of the Solution to Nourish 
People and Help Protect the Planet 


Dignity/Endurance 


10:45 a.m. – 11 a.m. Break  


11 a.m. – Noon         
Abbott Nutrition: Muscle Loss: The Aging Factor Rarely 
Discussed 


Dignity/Endurance 


Noon. – 1 p.m. Lunch Beauty 


1 p.m. – 2:15 p.m. 
Nature Made®: Modern Day Human Magnesium Requirements: 
Should Supplements Be Recommended? 


Dignity/Endurance 


2:15 p.m. – 2:30 p.m. Break  


2:30 p.m. – 3:45 p.m. Monsanto: The Research and Application of Modern Farming Dignity/Endurance 


3:45 p.m. – 5:30 p.m. Free Time  


5:30 p.m. Board shuttle for Dinner  


5:30 p.m. – 9 p.m. 


The Beef Checkoff – Dinner 


Pre-dinner Presentation (30 minutes): Gaining Confidence at the 
Meat Case 


The Beef Culinary 
Center 


SUNDAY, APRIL 9 SESSIONS (PARTIAL DAY) LOCATION 


8 a.m. – 8:35 a.m. Breakfast Beauty 


8:35 a.m. – 8:45 a.m. Introduction Dignity/Endurance 


8:45 a.m. – 10 a.m. 
BENEO Institute: Carbohydrate Quality Matters: Smart Choices 
for Everyday Health 


Dignity/Endurance 


10 a.m. – 10:15 a.m. Break  


10:15 a.m. – 11:15 a.m. Academy Update Dignity/Endurance 


11:15 a.m.  Box Lunches To Go Beauty 
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Attendee List  
2017 Nutrition News Forecast 


 
Facilitator 
Jacqueline Berning, PhD, RD, CSSD 
 


Academy of Nutrition and Dietetics Elected Leaders 
President Lucille Beseler, MS, RDN, LDN, CDE, FAND 
President-elect Donna Martin, EdS, RDN, LD, SNS, FAND 
Incoming President-elect Mary Russell, MS, RDN, LDN, FAND 
 


Academy of Nutrition and Dietetics Spokespeople 
Rahaf Al Bochi, RDN, LD 
Sonya Angelone, MS, RDN, CLT 
Sandra Arevalo, MPH, RDN, CDN, CLC, CDE 
Torey Armul, MS, RD, CSSD, LDN 
Jennifer Bruning, MS, RDN, LDN 
Marina Chaparro, MPH, RD, LDN, CDE 
Marjorie Nolan Cohn, MS, RDN, CSSD,  


CEDRD, ACSM-CPT 
Jessica Crandall, RDN, CDE, AFAA 
Mascha Davis, MPH, RDN 
Wesley Delbridge, RDN 
Nancy Farrell, MS, RDN 
Robin Foroutan, MS, RDN, HHC 
Kristen Gradney, MHA, RDN, LDN 
Ginger Hultin, MS, RDN, CSO 
Kristi King, MPH, RDN, LD, CNSC 


Kim Larson, RDN, CSSD, CD, CHC 
Angela Lemond, RDN, CSP, LD 
Melissa Majumdar, MS, RD, LDN, CPT 
Malina Malkani, MS, RDN 
Heather Mangieri, MS, RDN, CSSD, LDN 
Isabel Maples, MEd, RDN 
Jennifer McDaniel, MS, RDN, CSSD, LD  
Libby Mills, MS, RDN, LDN 
Cordialis Msora-Kasago, MA, RD 
Caroline Passerrello, MS, RD, LDN 
Angel Planells, MS, RDN, CD 
Kelly Pritchett, PhD, RDN, CSSD 
Vandana Sheth, RDN, CDE 
Kristen Smith, MS, RDN, LD 
Lauri Wright, PhD, RDN, LD 


 


Session Supporter Representatives 
Erin Coffield, RDN, LDN, VP, Strategic Communications & Integration-Health & Wellness, National Dairy Council®  
Denisse Colindres, MSc., Manager, Nutrition Communication North America, BENEO Institute* 
Shelley Johnson, RD, Director, Nutrition Outreach, National Cattlemen’s Beef Association 
Kim Kirchherr, MS, RD, LDN, CDE, FAND, Vice President, National Dairy Council® * 
Paula Moggio, Corporate Communications, External Affairs, Nature Made® 


Aly Morici, Senior Manager, Global Public Affairs, Abbott Nutrition 
Maureen Ranney, Director of External Affairs, Nature Made® 


Jennie Schmidt, MS, RD, Schmidt Farms Inc.* 
Milton Stokes, PhD, MPH, RD, FAND, Director, Global Health & Nutrition Outreach, Monsanto* 
Kathy West, MS, RD, LD, Senior Manager, Professional Alliances and Education, Abbott Nutrition 
 


2017 Nutrition News Forecast Speakers 
Daniel Koenig, Prof. Dr.  
Bill Reeves, PhD 
Andrea Rosanoff, PhD 
Abby Sauer, MPH, RD 
Ying Wang, PhD 
Bridget Wasser, MS 
 


Academy of Nutrition and Dietetics Headquarters Team


Doris Acosta 
Patricia Babjak 
Susie Burns 


Lauren Fox 
Jennifer Horton 
Daun Longshore 


Irene Perconti 
Rhys Saunders 
Liz Spittler 


 
 
*Also a speaker 
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107. Dr. S. Dallas, Paula, and 7 others want to join your network

From: LinkedIn <invitations@linkedin.com>

To: Donna Martin, EdS, RDN, LD, SNS, FAND <dmartin@burke.k12.ga.us>

Sent Date: Mar 20, 2017 18:27:32

Subject: Dr. S. Dallas, Paula, and 7 others want to join your network

Attachment:

More opportunities to grow your network 
Donna Martin, EdS, RDN, LD, SNS, FAND  We noticed you're getting a lot of invitations lately, so
we're sending this summary highlighting the ones that stand out. 

Here are 8 invitations that stand out
 Dr. S. Dallas Prévost, M.D. 

Anti-Aging &Wellness Consultant | Bedroom Kandi Boutique
Consultant | Paycation Travel Consultant
 
Accept 
View profile 
Accept 
Paula Quatromoni 

Chairman, Department of Health Sciences at Boston University
 
Accept 
View profile 
Accept 
Ken Roycroft 

CEO / Scientific Advisory Board / Integrative Healing Advisor
 
Accept 
View profile 
Accept 
Amanda Sheaffer 

Dietetic Intern at Dominican University
 
Accept 
View profile 
Accept 
cheryl decker, ms, rdn, cdn 

clinical dietitian nutritionist at Naval Hospital Bremerton
 
Accept 
View profile 
Accept 
Paige Riley 
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Dietetic Intern at Emory Hospitals
 
Accept 
View profile 
Accept 
Food Chemistry and Technology - III Edition 

(FCT-2017) Nov 02-04, 2017, Baltimore, USA
 
Accept 
View profile 
Accept 
Daina Hill, MBA 

Account Manager, Oncology / Post Acute Abbott Nutrition
 
Accept 
View profile 
Accept 

1 more person is waiting to join your network
 See all invitations Unsubscribe  |   Help 

You are receiving Invitation emails.

 

This email was intended for Donna Martin, EdS, RDN, LD, SNS, FAND (President-Elect of the

Academy of Nutrition and Dietetics 2016-2017). Learn why we included this.

 

© 2017 LinkedIn Corporation, 1000 West Maude Avenue, Sunnyvale, CA 94085. LinkedIn and the

LinkedIn logo are registered trademarks of LinkedIn.
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108. Academy of Nutrition and Dietetics Public Member Invitation

From: Joan Schwaba <JSchwaba@eatright.org>

To: 'k.w.concannon@gmail.com' <k.w.concannon@gmail.com>

Cc: DMartin@Burke.k12.ga.us <DMartin@Burke.k12.ga.us>

Sent Date: Mar 14, 2017 09:44:36

Subject: Academy of Nutrition and Dietetics Public Member Invitation

Attachment: image001.png
2017 Public Member Invite K Concannon.pdf
2016 Annual Report.pdf
Strategic Plan - Outcomes and Measures 082515.pdf

Dear Mr. Concannon, 

 

Attached is a communication from the Academy of Nutrition and Dietetics President-elect Donna

Martin, EdS, RDN, LD, SNS, FAND.

 

 

Best regards, 

Joan

 

 

Joan Schwaba, MS, RDN, LDN

 

Director, Strategic Management 

 Academy of Nutrition and Dietetics 

 120 S. Riverside Plaza, Suite 2190 

 Chicago, Illinois 60606-6995 

 Phone: 312-899-4798 

 Fax number: 312-899-4765 

 Email: jschwaba@eatright.org 

 www.eatright.org | www.eatrightPRO.org | www.eatrightSTORE.org

 
DONATE today in recognition of this major milestone and support our Second Century Initiative!
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Board of Directors 
2016-2017 
 
President 
Lucille Beseler, MS, RDN, LDN, CDE, 
FAND  
 
President-Elect 
Donna S Martin, EdS, RDN, LD, SNS, 
FAND  
 
Past President 
Dr. Evelyn F Crayton, EdD, RDN, 
LDN, FAND 
 
Treasurer 
Margaret Garner, MS, RDN, LD, CIC, 
FAND 
 
Treasurer-Elect 
Jo Jo Dantone-DeBarbieris, MS, RDN, 
LDN, CDE, FAND 
 
Past Treasurer 
Kay Wolf, PhD, RDN, LD, FAND 
 
Chair, Academy Foundation 
Jean Ragalie-Carr, RDN, LDN, FAND 
 
Speaker, House of Delegates 
Linda T Farr, RDN, LD, FAND 
 
Speaker-Elect, House of Delegates 
Dianne Polly, JD, RDN, LDN, FAND  
 
Past Speaker, House of Delegates 
Aida Miles, MMSc, RD, LD, FAND 
 
Directors 
Hope Barkoukis, PhD, RDN, LD  
Tracey Bates, MPH, RDN, LDN, FAND  
Susan Brantley, MS, RDN, LDN, CNSD  
Denice Ferko-Adams, MPH, RDN, LDN, 
FAND 
Michele Delille Lites, RD, CSO, FAND 
Tamara Randall, MS, RDN, LD, CDE, 
FAND 
 
Public Members 
Don W Bradley, MD, MHS-CL 
Steven A Miranda, SPHR, GPHR 
 
Chief Executive Officer 
Patricia M Babjak, GSLIS 
 
 


March 14, 2017 
 
Kevin Concannon 
10500 Grosvenor Place Townhouse 
North Bethesda, MD 20852 
K.W.Concannon@gmail.com 


Dear Kevin: 
 
On behalf of the nearly 75,000 members and over 100,000 credentialed 
practitioners of the Academy of Nutrition and Dietetics (Academy), the 
world’s largest organization of food and nutrition professionals, I am 
pleased to invite you to serve on the Academy’s Board of Directors as 
public member.  
 
As you are aware, we are commemorating 100 years and charting our 
second century grounded in an extraordinary commitment to 
collaboration, a focus on service and an emphasis on accelerating the 
progress towards solving the greatest food and nutrition challenges of the 
21st century. The Academy celebrates its centennial with a new vision, 
mission and principles that will transform the next century for dietetics 
practitioners and position us as food and nutrition leaders on a global 
scale. Your experience and professional leadership qualities are a perfect 
fit with the Academy and will contribute greatly to the success of our 
organization in achieving its strategic direction. 
 
Public members are afforded the same rights and privileges as directors 
elected to the Board and serve for a three-year staggered term. Your term 
of office would begin June 1, 2017 and end May 31, 2020. The time 
commitment of public members is approximately fourteen days each year 
for meetings and travel. Depending on committee/task force 
appointments and the Academy's program of work, this time 
commitment may be greater. 


 


 
 



http://www.eatrightpro.org/resource/media/press-releases/leadership-announcements/academy-announces-new-vision-mission-principles

http://www.eatrightpro.org/resource/media/press-releases/leadership-announcements/academy-announces-new-vision-mission-principles
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The upcoming meetings requiring Board attendance in 2017-2018 have been scheduled as follows. All 
expenses associated with these meetings, including transportation, lodging and per diem are covered by 
the Academy. Should you accept, you will be provided with an orientation covering a comprehensive 
overview of the Academy's strategic direction and Academy programs, projects and services. Our 
Strategic Plan and last year's Annual Report are attached. 
  
May 18-20, 2017 Board Meeting, Cleveland, OH (if your schedule allows) 
July 13-15, 2017 Board Retreat, Location TBD 
September 14-15, 2017 Board Meeting, Chicago, IL 
October 20-24, 2017 House of Delegates Meeting and Food & Nutrition Conference & Expo, 


Chicago, IL (if your schedule allows) 
January 19, 2018 
11:00am – 1:00pm CT 


Board Webinar Meeting 


 
Thank you for your consideration. I look forward to your reply, and will call you next week so that we can 
discuss the request. Please contact me at 706-836-1331 or via e-mail at DMartin@Burke.k12.ga.us about 
your availability to talk. 
 
Sincerely, 


  
Donna S. Martin, EdS, RDN, LD, SNS, FAND                               
 
 



mailto:DMartin@Burke.k12.ga.us



		President

		President-Elect

		Past President

		Treasurer

		Chair, Academy Foundation

		Jean Ragalie-Carr, RDN, LDN, FAND

		Speaker, House of Delegates

		Linda T Farr, RDN, LD, FAND

		Speaker-Elect, House of Delegates

		Past Speaker, House of Delegates

		Directors

		Public Members

		Chief Executive Officer
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The Academy of Nutrition and Dietetics is the world’s largest organization of food and nutrition 


professionals. The Academy is committed to improving health and advancing the profession of 


dietetics through research, education and advocacy.


Academy     
of Nutrition 
and Dietetics 


Academy 
of Nutrition 
and Dietetics 
Foundation


F I S C A L  Y E A R  2 0 1 6  A N N UA L  R E P O R T


Vision
Optimizing health through food and nutrition


Mission 
Empowering members to be food and nutrition leaders











S E CO N D C E N T U RY I N I T I AT I V E


In 2015, the Academy’s and Foundation’s Boards of Directors, with a committee of members and Academy staff, explored what 


a new vision could look like for the Academy – one that would elevate the profession, expand reach and do more to improve 


nutrition and health in the U.S. and around the world. With a distinct three-year plan, the Academy and Foundation launched the 


Second Century initiative. 


The initiative’s Vision Year is 2016. During this time, the organization is looking both internally and externally for future 


opportunities where the profession can have significant influence and impact. This includes gathering meaningful input from the 


Academy’s and Foundation’s Boards of Directors; the House of Delegates; membership as a whole; and external stakeholders who 


are shaping the global nutrition agenda. In September 2016, the Academy and Foundation planned to host The Nutrition Impact 


Summit using the Appreciative Inquiry method, seeking to build collaboration among 170 thought leaders, innovators and 


practitioners across food, wellness and health care systems.


During the Mission Year of 2017, the Academy will celebrate its 100th anniversary and the Board will endorse a new vision and 


advance strategic recommendations for innovation projects that develop out of the Summit. The Impact Year of 2018 will begin 


with activating these partnerships and launching the selected innovation projects in the field. At the end of this process, the 


Academy will establish and integrate this compelling vision and organizational plan into its membership for the Academy’s 


Second Century.


Year In Review
AC A D E M Y ’S E L E C T E D L E A D E R S


Dr. Evelyn F. 


Crayton, RDN, 


LDN, served as 


the Academy’s  


90th President in 


2015-2016.


Aida Miles, 


MMSc, RD, LD, 


FAND, served 


as Speaker of 


the House of 


Delegates.


Linda T. Farr, 


RDN, LD, FAND, 


served as 


Speaker-elect 


of the House of 


Delegates.


Lucille Beseler,  


MS, RDN, LDN, 


CDE, FAND, 


served as 


President-elect.


T H E AC A D E M Y ’S M E M B E R S H I P


The Academy’s membership as of April 30, 


2016, was 74,256. More than three in five of 


the nation’s practicing registered dietitian 


nutritionists are Academy members. Through 


benefits and initiatives, the Academy has made 


strong efforts and visible progress to involve 


younger food and nutrition professionals: More 


than 30 percent of Active category members 


are under 35 and market penetration for 


student members topped 84 percent.
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•	 Continued to advocate for nutrition programs, services and 


coverage on federal, state and local levels in accordance 


with the public policy priority areas approved by the 


Legislative and Public Policy Committee and Board of 


Directors. LPPC with the Policy Initiatives and Advocacy 


staff analyzed timely nutrition policy matters affecting the 


profession and the country, with input from issue-specific 


subcommittees and workgroups. 


•	 Played an active role on Capitol Hill and with administrative 


agencies, supporting pro-nutrition legislation, 


developing relationships with members of Congress and 


administrative officials and collaborating with partner 


organizations, industries and other stakeholders. 


•	 Through the role of Vice President Mary Pat Raimondi, 


MS, RD, as a leader in the Diabetes Advocacy Alliance, 


helped provide a significant opportunity for the Academy 


to advance its priorities for prediabetes screening and 


promote the importance of diabetes self-management 


education and medical nutrition therapy in the treatment 


of diabetes. 


•	 Garnered significant support for numerous bipartisan bills, 


including the Treat and Reduce Obesity Act; Child Nutrition 


Reauthorization; expansion of Medicare coverage of MNT 


for beneficiaries with prediabetes; and another bill to 


establish a National Commission on Diabetes. 


•	 Submitted language to Congress for reauthorization of 


Child Nutrition that was welcomed and accepted. 


•	 Continued to work with the White House’s Let’s Move! 


initiative and promoted efforts of the Academy 


Foundation’s Kids Eat Right initiative to reduce child 


obesity.


•	  Provided comments to the U.S. Departments of 


Agriculture and Health and Human Services on the Dietary 


Guidelines for Americans, including ways to improve the 


process to help consumers understand and implement the 


guidelines. 


•	 Worked on reauthorization and regulatory implementation 


of the Ryan White CARE Act for people living with HIV/


AIDS, including assessing the impact of the Affordable Care 


Act and Medicaid changes on the program and ensuring 


full funding of included nutrition care services. 


•	 With the help of the Academy’s Political Action Committee, 


deepened Congressional relationships by hosting events 


in the first session of the 113th Congress for elected 


officials and contributing more than $107,650 to 55 


candidates. ANDPAC also supported ten state affiliate 


dietetic associations to attend local fundraising events. 


More than 730 Academy members got involved in 


nutrition health policy by attending one or more ANDPAC-


sponsored events. ANDPAC’s ability to positively affect 


the Academy’s policy priorities cannot be overstated. The 


Academy’s voice was further amplified through its efforts 


to affect the implementation of legislation and create 


new opportunities for members through the regulatory 


process, in part by an increase in the quantity and quality 


of comments to proposed rules, agency evidence reviews 


and regulatory initiatives. 


•	 Submitted 34 comments (up from 18 in the previous year) 


pertaining to therapeutic diet orders; food and nutrition 


labeling (with the Food and Nutrition Labeling Workgroup 


of the LPPC); bundled payments and RDN reimbursement 


through the physician fee schedule; nutrition and 


behavioral counseling for cardiovascular disease; food 


safety; health care competition; professional standards 


for school nutrition personnel; the safety of trans fats and 


essential health benefits, among others. 


•	 Collaborated to positively affect the nutrition and dietetics 


profession through meetings with government officials, 


policy makers and opinion shapers to support Academy 


stances related to reimbursement; expansion of medical 


nutrition therapy; therapeutic diet orders; telehealth; food 


labeling; quality measures in long-term care; health care 


reform; and licensure. 


P O L I C Y I N I T I AT I V E S A N D A D V O C AC Y 
The Academy achieved significant successes in the past year advancing its public policy priorities. Our ongoing 


commitment to food and nutrition policies that recognize Academy members as the nation’s experts included nutrition 


informatics, food security, nutrition through the lifecycle, nutrition and agriculture research, diabetes, obesity, nutrition 


education, health care reform, enhanced coverage of medical nutrition therapy and a renewed focus on consumer 


protection and dietetics licensure.


During the past year, the Academy: 


3







•	 Working with U.S. Rep. Tim Ryan (Ohio), obtained 


recognition for the first time by the Centers for Medicare 


and Medicaid Services of CMS’ statutory authority to 


modify coverage of medical nutrition therapy consistent 


with U.S. Preventive Services Task Force recommendations. 


•	 On the state level, worked with affiliates to advocate for 


consumer, community and professional issues. States 


developed policy plans, ran leadership trainings, assisted 


with implementation of therapeutic diet changes, 


established and maintained state dietetics licensure laws 


and led the fifth annual Take Your Congressperson to 


Work Campaign. 


•	 With the continued rollout of the Affordable Care Act, 


worked with numerous Academy affiliates to help states 


achieve inclusion of enhanced nutrition care services and 


medical nutrition therapy in health insurance exchanges 


and state Medicaid plans. Members preserved and 


enhanced nutrition programs and services by completing 


Action Alerts for Sequestration, the Farm Bill and School 


Nutrition Standards. 


•	 Mobilized members at the grassroots level in collaboration 


with each state affiliate’s Public Policy Panel. These panels, 


comprised of highly engaged, specialized members, are 


trained throughout the year to address critical public 


policy issues on the state and federal levels. 


•	 Provided advocacy training in Washington, D.C., for more 


than 350 members at the Academy’s 2015 Public Policy 


Workshop. Members also held meetings in more than 500 


congressional offices; and state policy leaders brought 


their skills and energy home to meet with members of 


Congress and their staffs in their local districts.
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Academy in the News


Media coverage plays a significant role in building awareness 


and recognition for the Academy and the registered dietitian 


nutritionist. The Academy’s Strategic Communications Team 


works with the news media to raise public awareness of the 


Academy, the significant contributions of Academy members, 


scientific research published in the Journal of the Academy of 


Nutrition and Dietetics and the importance of healthful nutrition 


for everyone. From June 1, 2015, through May 31, 2016, the 


Academy reached an audience of over 25 billion and generated 


more than 17,000 media placements.


Kids Eat Right Month 


August 2015 marked the second annual Kids Eat Right Month, a 


nutrition education, information-sharing and action campaign 


launched by the Academy and its Foundation spotlighting 


nutritious and active lifestyles for children and families. The 


Academy’s President, Dr. Evelyn Crayton, RDN, LDN, FAND, was 


joined by Academy members and their children from the New 


York City area to ring NASDAQ’s closing bell on August 24. 


National Nutrition Month


National Nutrition Month 2016, celebrated in March, and 


Registered Dietitian Nutritionist Day, celebrated on the 


second Wednesday in March, play a significant role in building 


awareness and recognition for the Academy and RDNs. The 


Academy generated significant coverage and interest in 


National Nutrition Month from local and national print, Internet 


and broadcast media.


In celebration of Registered Dietitian Nutritionist Day and in 


honor of the 2016 National Nutrition Month theme “Savor 


the Flavor of Eating Right”, members were asked: “What’s the 


best way to help consumers savor the flavor of eating right?” 


From more than 160 inspirational responses, the winner of 


the 2016 Registered Dietitian Nutritionist Day contest was 


Annelies Newman, RDN, CD, of Saint George, Utah. Her photo 


was featured in New York City’s Times Square on Registered 


Dietitian Nutritionist Day.


P U B L I C A N D M E D I A O U T R E AC H


The Academy continued its successful program of promoting registered dietitian nutritionists and Academy members to 


the widest possible audiences. The Academy and its network of volunteer media Spokespeople remain a trusted source 


for media across the country and the globe. 
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Journal of the Academy of Nutrition and Dietetics 


In May 2016, to better meet peer-review needs from increased 


submissions and better serve authors, reviewers and readers, 


the Journal expanded its Board of Editors from 35 to 50. The 


Journal’s Impact Factor rose to 3.797, representing steady 


growth since the Academy’s name change in 2012. The 


Journal’s online offerings at www.andrnl.org continue to grow, 


with archived articles, podcasts, educational slides, topics 


collections, iOS and Android apps and more. With more than 


10,000 downloads and 1.1 million page views per year, the 


Journal’s app and website, respectively, make the Journal one 


of the most relied-upon publications for the science of food, 


nutrition and dietetics.


Corporate Sponsorship


The Academy’s sponsorship program allows for purposeful 


collaboration with food and nutrition organizations and helps 


to advance the Academy’s mission of empowering members 


to be the food and nutrition leaders. The Academy recognizes 


and thanks the following sponsors for their generous support 


of Academy events and programs that occurred within Fiscal 


Year 2016.


Academy National Sponsor


National Dairy Council® 


Premier Sponsors 


Abbott Nutrition


The Coca-Cola Company 
Beverage Institute for Health  
& Wellness 


PepsiCo 


Unilever 


2015 Food & Nutrition 


Conference & Expo™ Exhibitor 


Sponsors 


The a2 Milk Company®


Campbell Soup Company 


Canadian Lentils


ConAgra Foods 


Fruitstreet.com


Hass Avocado Board


Kellogg Company


Nature Made®


Sunsweet Growers


Social Media


The Academy’s 20 social media pages spanning seven 


platforms – Facebook, Twitter, LinkedIn, Pinterest, 


Instagram, Google+ and YouTube – maintained a strong 


presence, growing to more than 2.5 million followers. At 


the 2015 Food & Nutrition Conference & Expo, attendees 


as well as Academy members at home shared photos 


and videos, networked and created a lively community 


using the #FNCE hashtag. For the second year, the 


Social Media Hub helped create positive sentiment and 


engagement throughout the conference. The official 


#FNCE hashtag delivered 68.1 million impressions.


During National Nutrition Month in March, the 


official #NationalNutritionMonth hashtag saw a reach 


of 63.1 million social media users for a total 265.7 


million impressions. The #NNMchat hashtag saw a 


reach of 2.3 million users and 30.4 million impressions 


and the hashtag #RDNday was used 3,317 times by 2,405 


unique authors for a reach of 2.6 million users and 8.7 


million impressions.


Food & Nutrition Magazine launched two new blogs during 


the past year: The Feed, to cover nutrition informatics, and 


Student Scoop, where student members of the Academy can 


have a voice and build their blogging skills. The Stone Soup 


blog continued to thrive, with more than 200 writers engaged 


in the community. For the Academy’s 2015 Food & Nutrition 


Conference & Expo, Food & Nutrition published a special issue 


featuring conference information and tips for attendees; 


profiles of award recipients; a dining guide to the host city 


of Nashville, Tenn.; walking and jogging routes; and recipes 


developed by local registered dietitian nutritionists. Food & 


Nutrition won a coveted Gold Circle Award in 2015.


Food & Nutrition Magazine
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Strategic Priorities


•	 Communicated Strategic Plan and monitored outcomes 


using established measures


•	 Addressed competition related to scope of practice 


and opposition to licensure and continued ongoing 


monitoring/risk mitigation by supporting and evaluating 


the State Licensure Initiative 


•	 Collaborated with Affiliates and other stakeholders to 


ensure consistency in licensure laws and regulations


•	 Supported implementation of the public policy priority 


areas 


•	 Developed key relationships with members of Congress 


to bring awareness to their leadership and expertise in 


nutrition-related policy


•	 Supported expansion of reimbursement for RDNs’ services 


within the Medicare program through legislative and 


regulatory processes


•	 Promoted member awareness of strategies designed 


to position members in taking the lead to create and 


maintain a competitive edge in providing nutrition services


•	 Supported a multiyear plan to implement a clinical data 


warehouse for the profession 


•	 Positioned members to assume transdisciplinary roles


•	 Advanced relationships with key stakeholders and external 


organizations to further Academy initiatives


•	 Supported international business plan that fosters 


collaboration with international colleagues to expand the 


role of dietitians as the food and nutrition leaders in the 


global health care marketplace and to reduce global food 


insecurity


•	 Implemented strategies to increase diversity of nutrition 


and dietetics providers


•	 Supported efforts to increase the number of individuals 


with PhDs and practice doctorates who pursue the RDN 


credential.


Governance Priorities


•	 Worked with the Foundation to explore opportunities to 


continue expansion of Kids Eat Right and the Future of 


Food programs in global settings, as well as development 


and execution of Second Century Vision plan. 


•	 Worked collaboratively with the Accreditation Council 


for Education in Nutrition and Dietetics; Commission on 


Dietetic Registration; Council on Future Practice; and 


Nutrition and Dietetics Educators and Preceptors to 


increase the availability of supervised practice experience 


sites and encourage RDNs to serve as preceptors.


 


Organizational Priorities


•	 Implemented steps to improve governance and the 


performance of the Board


•	 Evaluated organizational performance using established 


measures


•	 Provided financial oversight


•	 Evaluated the Academy’s sponsorship program and 


communicated changes and value to members and non-


members


•	 Communicated the value of the Foundation and the 


Academy’s political action committee (ANDPAC) to 


members and non-members.


Operating Review
In advancing the profession of dietetics and leading the organization, the Academy assigns distinct and coequal 


governance roles to the Board of Directors and the elected House of Delegates. Six House leaders serve on the 


Academy’s Board, directly connecting the professional issues of members to the interests of the entire Academy.


B OA R D O F D I R E C TO R S


The Academy’s Board is responsible for strategic planning, policy development and fiscal management for the Academy. 


Activities and accomplishments at the Board level in FY 2016 included:
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H O U S E O F D E L E G AT E S


As the deliberative body governing professional issues, the 


House of Delegates monitors and evaluates trends, issues and 


concerns affecting members; debates and approves educational, 


practice and professional standards; establishes ethical standards 


for the practitioner and disciplinary procedures for unethical 


conduct; and identifies and initiates development of Academy 


position papers.


During its fall 2015 meeting, the House of Delegates addressed 


the mega issue topic “Engaging Members in the Need to Address 


Malnutrition across All Dietetic Practice Settings.” As a result of 


the dialogue session, the House requested that RDNs identify 


and manage malnutrition in accordance with their scope 


and standards of practice including use of nutrition-focused 


physical exams as one tool for nutrition assessments. Multiple 


Academy organizational units – including Research, International 


and Scientific Affairs; Lifelong Learning and Professional 


Engagement; Nutrition and Dietetics Educators and Preceptors; 


the Accreditation Council for Education in Nutrition and Dietetics; 


and the Nutrition Services Coverage Team – were asked to 


support members in developing their skills in the management 


of malnutrition. These organizational units will provide biannual 


progress reports to the House for at least the next two years.


Also at the fall 2015 meeting, the Sponsorship Advisory Task 


Force provided an update on its work. The House requested the 


task force utilize HOD feedback to finalize its report to the Board 


of Directors and that the Board consider input from the dialogue 


session as it takes action on the task force’s final report. 


Following the meeting, the House approved several 


amendments to the Academy’s Bylaws including a revision in 


the Nominating Committee’s composition, a change to the 


Commission on Dietetic Registration’s mission statement and      


a change to CDR’s Board composition. 


The Business and Management Task Force presented its report 


to the House Leadership Team in January 2016. Recommended 


tactics are under review by appropriate Academy organizational 


units. 


During the House of Delegates’ spring virtual meeting, the HOD 


embraced its role as the voice of the profession in a dialogue 


about “Envisioning Our Second Century.” Delegates envisioned 


the profession in the next 100 years and considered actions 


that can be taken to engage members in the Second Century 


initiative. Feedback from the dialogue was shared with the 


Academy’s Second Century Team. 


Also at the meeting, delegates addressed the mega issue topic 


“Technological Innovations that Impact Food and Nutrition.” 


The House requested the Nutrition Informatics Committee 


review the input from this dialogue, create an action plan and 


recommendations to address the dialogue objectives and 


communicate the plan in the fall of 2016. The House encouraged 


the Second Century Team to review the HOD’s input and support 


incorporation of technological advancements into opportunity 


areas for the September 2016 Nutrition Impact Summit and 


forthcoming innovations projects. The House requested that 


the Academy create a hub on the Academy’s website where 


technology resources related to food and nutrition can be 


shared, as well as an annual awareness campaign highlighting 


technology. All Academy organizational units were asked to 


identify and promote best practices related to technology and 


to integrate technological innovations that affect food and 


nutrition into their programs of work.
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P O S I T I O N A N D P R AC T I C E PA P E R S 


Position and practice papers assist the Academy in optimizing 


the public’s nutrition, health and well-being and are germane 


to the Academy’s vision, mission, values, goals and strategies. A 


key feature of a position paper is the position statement, which 


presents the Academy’s stance on an issue. During FY 2016, the 


Academy published the following papers: 


Position Papers


•	 November 2015: Health Implication of Dietary Fiber


•	 January 2016: Interventions for the Treatment of Overweight 


and Obesity in Adults


•	 March 2016: Nutrition and Athletic Performance


•	 April 2016: Obesity, Reproduction and Pregnancy Outcomes


Practice Papers 


•	 July 2015: Principals of Productivity in Food and Nutrition 


Services: Applications in the 21st Century of Health Care 


Reform


ACC R E D I TAT I O N CO U N C I L F O R 
E D U C AT I O N I N N U T R I T I O N A N D 
D I E T E T I C S


The Accreditation Council for Education in Nutrition and 


Dietetics serves the public and the Academy’s members by 


working with nutrition and dietetics practitioners, educators 


and others to develop and implement standards for the 


educational preparation of nutrition and dietetics professionals 


and by accrediting nutrition and dietetics education programs 


at colleges, universities and other organizations that meet 


its standards. As of May 31, 2016, there were 568 programs 


accredited in the United States and five international programs. 


ACEND is working on two major standards projects: revision 


of the 2012 Accreditation Standards and development of the 


future education model standards. During the past year, ACEND 


finalized revisions to the 2012 Standards and will release the 


2017 Accreditation Standards in summer 2016; all currently 


accredited programs will need to come into compliance with 


these standards by June 1, 2017. 


ACEND is also developing standards and competencies for the 


future education model associate’s, bachelor’s and master’s 


degree programs and expects to release them for public 


comment in fall 2016. 


AC A D E M Y O F N U T R I T I O N A N D 
D I E T E T I C S F O U N DAT I O N 


The Academy’s Foundation is the only charitable 


organization devoted exclusively to promoting nutrition 


and dietetics, funding health and nutrition research as well 


as improving the health of communities through public 


nutrition education programs. Although affiliated with 


the Academy of Nutrition and Dietetics, the Foundation 


is an independent 501(c)(3) public charity and does not 


receive any portion of member dues. The success and 


impact of its programs and services are attributed to the 


generous support of its donors, which have helped the 


Foundation become a catalyst for Academy members and 


the profession to come together to improve the nutritional 


health of the public.


Special thanks to groups and individuals who supported 


the Academy Foundation with gifts of $10,000 or more from 


June 1, 2015, to May 31, 2016.


Abbott Nutrition


Academy of Nutrition and Dietetics


California Walnut Commission


Colgate Palmolive Company


Commission on Dietetic Registration


ConAgra Foods Inc.


Sonja L. Connor


Diabetes Care and Education dietetic practice group


Dietetics in Healthcare Communities dietetic practice group


Dietitians in Nutrition Support dietetic practice group


Elanco Global Communications


Feeding America 


General Mills Foundation


Grocery Manufacturers Association 


Estate of Carol V. Hall


Jean H. Hankin


Estate of Virginia F. Harger


Estate of Ann A. Hertzler


Iowa Department of Education


Estate of Margaret A. James


Mead Johnson Nutrition


National Cattlemen’s Beef Association 


National Dairy Council


National Pork Producers Council


PepsiCo North America


Lester Strong


Alice A. Wimpfheimer
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CO M M I S S I O N O N D I E T E T I C 
R E G I S T R AT I O N


The Commission on Dietetic Registration remained committed 


to its public protection mission by attesting to the professional 


competence of more than 97,000 registered dietitian 


nutritionists and more than 5,500 nutrition and dietetics 


technicians, registered who have met CDR’s standards to enter 


and continue in dietetics practice. 


CDR administers seven separate and distinct credentialing 


programs: Registered Dietitian; Dietetic Technician, Registered; 


Board Certified Specialist in Renal Nutrition; Board Certified 


Specialist in Pediatric Nutrition; Board Certified Specialist in 


Sports Dietetics; Board Certified Specialist in Gerontological 


Nutrition; and Board Certified Specialist in Oncology Nutrition. 


There are more than 3,600 Board Certified Specialists. CDR’s 


entry-level registration examinations and its Board Certified 


Specialist certification programs are accredited by the National 


Commission for Certifying Agencies.


The first test administration for the new Advanced Practice 


in Clinical Nutrition certification program was in November 


2015. Twenty-two RDNs passed this rigorous examination 


to obtain the RDN-AP credential. The first administration of 


the Interdisciplinary Specialist Certification in Obesity and 


Weight Management – CDR’s first interdisciplinary certification 


program – is scheduled for March 2017. Nurse practitioners, 


physician assistants, exercise physiologists, behavior 


management counselors and medical social workers have 


participated in the practice audit development process.


In addition to administering examinations and the 


recertification systems for these programs, in FY 2016 the 


Commission on Dietetic Registration:


•	 Administered a prior approval process for continuing 


professional education program providers. More than 


4,500 programs were reviewed and approved. 


•	 Administered an accreditation process for continuing 


professional education program providers. There are 225 


accredited providers. 


•	 Conducted nine informational webinars for CDR-


credentialed practitioners, students and accredited 


providers, addressing the essential practice competencies 


and goal wizard tool for the Professional Development 


Portfolio recertification system


•	 Presented CDR updates at each of the four regional 


Nutrition and Dietetic Educators and Preceptors meetings


•	 Administered the online Assess and Learn courses 


“Managing Type 2 Diabetes Using the Nutrition Care 


Process,” “Celiac Disease,” “Gerontological Nutrition” and 


“Sports Dietetics: Nutrition for Athletic Performance”


•	 Initiated development of a new Assess & Learn module 


“Health Promotion and Disease Prevention”


•	 Implemented a new “Assessing Prior Learning Online 


Module” for dietetics educators 


•	 Provided funding for 10 $10,000 doctoral scholarships, 


20 $5,000 diversity scholarships and four $10,000 PhD-


to-RD fellowships. All scholarships and fellowships are 


administered by the Academy’s Foundation. 


•	 Administered an online dietetics preceptor training course


•	 Administered registration eligibility reciprocity agreements 


with Canada, Ireland, the Netherlands and the Philippines 


•	 Administered licensure board services including use of 


CDR’s entry-level registration examinations for licensure 


purposes and continuing professional education tracking 


for licensed non-registered dietitians


•	 Administered certificates of training in childhood and adult 


weight management. Since implementation in April 2001, 


more than 20,000 members and credentialed practitioners 


have participated in these programs.


•	 Administered CDR registry label list rental process. 
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Affiliates 


All Academy members receive automatic membership in the 


affiliate of their choice, making affiliates a powerful benefit of 


Academy membership. There are 50 state dietetic associations, 


plus the District of Columbia, Puerto Rico and the American 


Overseas Dietetic Association, all affiliated with the Academy. 


Affiliates provide further networking, education and leadership 


opportunities to Academy members and enable members to 


build lasting collaborations and relationships close to home. 


Dietetic Practice Groups 


The Academy is committed to keeping members abreast of 


trends in food and nutrition and preparing members for the 


requirements of an ever-changing profession and marketplace. 


The Academy’s 26 dietetic practice groups create opportunities 


for members to excel and grow through professional 


development, networking opportunities, leadership 


development and specialization. In FY 2016, membership in 


DPGs exceeded 61,000.


Member Interest Groups 


Member interest groups provide a means for Academy 


members with common interests, issues or backgrounds 


to connect. Unlike dietetic practice groups and affiliate 


associations, MIGs focus on areas other than practice or 


geographic location. In FY 2016, 10 MIGs were available to 


the Academy’s membership: Asian Indians in Nutrition and 


Dietetics, Chinese Americans in Dietetics and Nutrition; Fifty 


Plus in Nutrition and Dietetics; Filipino Americans in Dietetics 


and Nutrition; Jewish Member Interest Group; Latinos and 


Hispanics in Dietetics and Nutrition; Muslims in Dietetics and 


Nutrition; National Organization of Blacks in Dietetics and 


Nutrition; National Organization of Men in Nutrition; and Thirty 


and Under in Nutrition and Dietetics. MIG membership totaled 


more than 4,900.


M E M B E R O R G A N I Z AT I O N S W I T H I N T H E AC A D E M Y


The Academy offers its members many opportunities to interact and network with those who share geographic, dietetics 


practice or other areas of common interests and issues.


11







For year ending May 31, 2016, the Foundation revenues were $2.4 million. The Foundation’s investment earnings were $29,000, 


resulting in total income for the year of just over $2.4 million. The Foundation’s net assets were $23.1 million at the end of the 2016 


Fiscal Year. These funds provide the necessary resources for the Foundation’s support of scholarship programs, awards, research 


and the nutrition and dietetics profession as a whole.


The Council on Dietetic Registration, Dietetic Practice Groups and Member Interest Groups, Accreditation Council for Education 


in Nutrition and Dietetics and the Academy of Nutrition and Dietetics Political Action Committee had combined revenues of $14 


million, expenses of $14 million and investment income of $82,000. Total net assets for these groups grew to $16.6 million at the 


end of the Fiscal Year. This growth will allow them to continue to impact the dietetic profession in their unique ways.


Total revenues for the Academy were $21.2 million and total expenses were $23.4 million in the 2016 Fiscal Year. The investment 


earnings were $125,000. The Academy continues to invest into the future of the organization by developing new programs, 


products and services that will benefit members and the profession now and for years to come. This is the primary reason 


expenses exceeded income in the 2016 Fiscal Year. This, coupled with lower investment earnings than anticipated, resulted in a 


loss of $2.2 million.


When the 2017 Fiscal Year budget was developed, the Board continued efforts to invest in new programs and services to further 


position Academy members and the profession as leaders. As the year continues, staff and leadership will continue to monitor the 


financial results and make adjustments wherever necessary. 


Looking to Fiscal Year 2018, the budget will be compiled with a similar approach as in past years. Although economic factors 


remain a concern, the Board of Directors continues to look to the future and will make the necessary investment to develop and 


promote the profession and Academy members to be the nation’s food and nutrition leaders.


AC A D E M Y O F N U T R I T I O N A N D D I E T E T I C S F O R YE A R E N D I N G M AY 31,  2016


Financial 
Statements
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   2015 2016
Assets
Cash and cash equivalents $5,674,190 $4,613,138 
 
Investments 33,439,167 31,477,242 
Interest receivable 128,055 123,232 
Accounts receivable - net 1,293,684 1,104,687 
Prepaid expenses 1,727,823 1,587,952 
Inventories 986,938 1,045,312  
Investments held for 
 Deferred Compensation 561,143 557,686 
Property and equipment net 4,440,836 4,517,255


   $48,251,836 $45,026,504


Liabilities and Net Assets
 Liabilities
  Accounts Payable $979,945 $1,320,734 
  Accrued Liabilities 3,051,670 1,635,036 
  Inter-Organizational Balances 340,898 383,212 
  Due to State Associations 2,898,549 3,000,311
   $7,271,062 $6,339,293 
 Deferred revenue
  Membership Dues $7,229,142 $7,610,218 
  Registration Fees 3,430,309 3,599,793
  Subscriptions 2,419,712 2,476,810
  Annual Meeting 1,561,213 1,602,966
  Sponsorships 598,113 361,199
  Other 1,809,672 1,471,249
   $17,048,161 $ 17,122,235


 Deferred Compensation $561,143 $ 557,686
 Deferred Rent Incentive 2,522,531 2,226,588
   $3,083,674 $ 2,784,274
   $27,402,897 $ 26,245,802
Net assets
 Unrestricted
  Academy Operations $4,334,338 $ 2,191,098
  Related Academy Organizations*  16,514,601 16,589,604
   $20,848,939 $ 18,780,702
 Total Liabilities and Net Assets $48,251,836 $ 45,026,504


AC A D E M Y O F N U T R I T I O N A N D D I E T E T I C S F I N A N C I A L S TAT E M E N TS


Academy of Nutrition and Dietetics Statement of Financial Position - May 31
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Academy of Nutrition and Dietetics Statement of Activities - By Object and Fund  - Year Ended May 31, 2016


*Includes CDR, DPGs, MIGs, ACEND, ANDPAC


Academy
Related Academy 


Organizational Units* Total
Revenues
     Membership Dues - Gross $11,654,409 $1,853,168  $13,507,577 
     State Affiliate Allocations (2,301,608) - (2,301,608)
     Membership Dues - Net 9,352,801  1,853,168 11,205,969
     


     Registration and Examination Fees - 7,774,791 7,774,791 
     Contributions - 123,099 123,099
     Programs and Meetings 4,509,856 486,430  4,996,286
     Publications and Materials 2,304,840 433,588  2,738,428
     Subscriptions 2,199,569 585  2,200,154
     Advertising 266,2242 42,621  308,845
     Sponsorships 1,114,715 13,500  1,128,215
     Grants 388,208 1,040,005 1,428,213
     Education Program - 2,047,340 2,047,340
     Other 1,024,282 172,175 1,196,457


    Total Revenues $21,160,495 $13,987,302 $35,147,797


Expenses
     Personnel $12,679,600 $2,523,533  $15,203,133 
     Publications 2,455,477  56,780  2,512,257 
     Travel 1,232,939  1,676,850  2,909,789 
     Professional Fees 1,429,149  1,927,439   3,356,588 
     Postage and Mailing Service 613,998  457,349  1,071,347 
     Office supplies and Equipment 224,130  67,284  291,414
     Rent and Utilities 1,239,560  238,935  1,478,495
     Telephone and Communications 174,675  84,610  259,285
     Commissions 50,280  -   50,280 
     Computer Expenses 664,415  102,253  766,668
     Advertising and Promotion 82,086  35,125   117,211 
     Insurance 79,470  144,131  223,601 
     Depreciation 1,138,427  289,726  1,428,153 
     Income taxes - 5,019  5,019 
     Bank and Trust Fees 684,628  213,547   898,175
     Other (1,765,925)  3,009,647  1,243,722 
     Donations to the Foundation 277,090  354,606  631,696 
     Examination Administration - 835,750  835,750 
     Meeting Services 1,786,669  1,685,939  3,472,608 
     Legal and Audit 187,390  44,956  232,346 
     Printing 194,905  241,287  436,192 
    $23,428,963  $13,994,766  $37,423,729 


(Decrease) Increase in Net Assets
     from Operating Activities (2,268,468) (7,464) (2,275,932)


Return on Investments 125,228 82,467  207,695 


Increase (Decrease) in Net Assets (2,143,240) 75,003 (2,068,237)


Net Assets at Beginning of Year 4,334,338 16,514,601 20,848,939


Net Assets at End of Year $2,191,098 $16,589,604  $18,780,702
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   2015 2016
Assets
Cash and Cash Equivalents $2,352,094 $ 1,997,777 
Investments 20,719,615 20,562,438 
Interest Receivable 80,386 83,719 
Pledges Receivable, Net 65,724 66,129 
Prepaid Expenses 24,927 18,385 
Interorganization Balances 340,898 383,212 
Property and Equipment Net 52,265 40,427


Total Assests $23,635,909 $ 23,152,087


Liabilities and Net Assets
 Deferred Annual Meeting $10,010 $ 24,985


Total Liabilities $10,010 $ 24,985


Net assets
 Unrestricted $5,909,539 $ 5,764,157
 Temporarily Restricted 9,519,633 8,781,512
   Permanently Restricted 8,196,727 8,581,433


Total Net Assets  $23,625,899 $ 23,127,102


Total Net Assets & Liabilities $23,635,909 $ 23,157,087


Academy of Nutrition and Dietetics Foundation Statement of Financial Position - May 31
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Temporarily Permanently 


Revenues Unrestricted Restricted Restricted Total 


     Grants and Donations -  $386,192 -  $386,192 
     Member Contributions 375,025 285,750 356,893 1,017,668
     Corporate Contributions 194,905 581,071 27,813 803,89
     Sponsorships 95,500 99,500 -  196,000
     Release from Restrictions 2,116,932 (2,116,932) - -


Total Foundation Revenues 2,783,362 (764,419) 384,706 2,403,649


Expenses
     Personnel 827,052 - - 827,052
     Travel 180,124 - - 180,124
     Professional Fees 631,936 - - 631,936
     Postage and Mailing Service 4,102 - - 4,102
     Office Supplies and Equipment 1,725 - - 1,725
     Rent and Utilities 90,096 - - 90,096
     Telephone and Communications 22,488 - - 22,488
     Computer Expense  19,509 - -  19,509
     Insurance 16,486 - - 16,486
     Depreciation 27,785 - - 27,785
     Bank and Trust Fees 122,872 - - 122,872
     Other 31,060 - - 31,060
     Meeting Services 131,876 - - 131,876
     Legal and Audit 6,307 - - 6,307
     Printing 4,917 - - 4,917
     Scholarships & Awards 813,162 - - 813,162


Total Foundation Expenses 2,931,497 - - 2,931,497


(Decrease) Increase in Net Assets from 
Operating Activities before Other Items


(148,135) (764,419) 384,706 (527,848)


Return on Investments 2,753 26,298 - 29,051


Decrease in Net Assets (145,382) (738,121) 384,706 (498,797)
Net Assets
     Beginning of Year 5,909,539 9,519,633 8,196,727  23,625,899 
     End of Year $5,764,157   $8,781,512 $8,581,433  $23,127,102 


Academy of Nutrition and Dietetics Foundation Statement of Activities  - Year Ended May 31, 2016
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Outcomes and Measures for Strategic Goals 
Vision: Optimizing health through food and nutrition 


Empowering members to be food and nutrition leaders 


 Customer Focus: Meet the needs and exceed the expectations of all customers 
 Integrity:  Act ethically with accountability for lifelong learning, commitment to excellence and 


professionalism 
 Innovation: Embrace change with creativity and strategic thinking  
 Social Responsibility: Make decisions with consideration for inclusivity as well as environmental, 


economic and social implications 
 Diversity: Recognize and respect differences in culture, ethnicity, age, gender, race, creed, religion, sexual 


orientation, physical ability, politics and socioeconomic characteristics 
 


Mission: 


Values: 


 


 


The public trusts and 
chooses Registered 
Dietitian Nutritionists 
as food, nutrition and 
health experts. 


Academy members 
optimize the health of 
individuals and 
populations served. 


Members and prospective 
members view the 
Academy as vital to 
professional success. 


Members collaborate across 
disciplines with international 
food and nutrition communities. 


 • Increases in members’ 
perception of 
Academy 
achievement of 
strategic goals 


• Increases in visibility 
of the Academy to 
media and 
consumers, via 
Eatright.org and other 
media outlets (online, 
print, and broadcast) 


• Maintenance or 
increases in consumer 
rated credibility of 
RDNs, NDTRs and the 
Academy 


• Increases in number 
of RDN and NDTR 
appointments to 
external organizations 


• Increases in number 
of invitations to 
present Academy 
initiatives to external 
medical and other 
health care disciplines 
and their 
organizations 


• Increases in 
members’ 
perception of 
Academy 
achievement of 
strategic goals 


• Increases in Affiliate 
Advocacy, Dietetic 
Practice Group, 
Academy committee 
and Academy 
Employee 
Engagement Indices 


• Increases in level of 
collaboration (e.g., 
more engagement) 
that strengthen 
relevant partnerships 
to promote 
legislative efforts, 
including more 
influential partners, 
members of 
Congress and federal 
agencies  


• Increases in 
utilization of the EAL, 
an Academy member 
benefit 


• Increases in members’ 
perception of Academy 
achievement of strategic 
goals 


• Increases in Academy 
membership over time 


• Increases in 
membership market 
share of nutrition and 
dietetics practitioners, 
and students in 
accredited programs 


• Increases in perceived 
value of Academy 
membership 


• Increases in the diversity 
of nutrition and dietetics 
professionals 


• Increases in utilization of 
EatrightPRO.org, an 
Academy member 
benefit 


• Increases in the number 
of nutrition and dietetics 
practitioners 


• Increases in enrollment 
in supervised practice 
programs 


• Increases in members’ 
perception of Academy 
achievement of strategic goals 


• Increases in number of 
publications and 
presentations on international 
initiatives 


• Increases in member 
engagement with 
international initiatives 


• Increases in number of 
practice resources for 
international practitioners in 
collaboration with 
international nutrition 
organizations 


• Increases in collaborative 
research with international 
colleagues 


• Increases in number of 
professional development 
opportunities for 
international practitioners in 
collaboration with other 
organizations 


• Increases in number of 
government, WHO, and UN 
collaborations 


 


As of 11/12/2015 
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109. RE: Committee Appointments

From: Marsha Schofield <mschofield@eatright.org>

To: Penny McConnell <pennymcconnell1@gmail.com>

Cc: DMartin@Burke.k12.ga.us <DMartin@Burke.k12.ga.us>, Dianne Polly

<diannepolly@gmail.com>

Sent Date: Mar 01, 2017 11:53:27

Subject: RE: Committee Appointments

Attachment: image001.png
image002.jpg
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Hi all,

 

 

Here are the documents from the Nominating Committee for your reference. The list of individuals

not selected for the national ballot represent those recommended by the Nominating Committee

for other leadership development opportunities, such as appointment to a national committee.

 

 

Thank you,

 

 

Marsha

 

 

Marsha Schofield, MS, RD, LD, FAND

 

Senior Director, Governance

 

Nutrition Services Coverage

 

Academy of Nutrition and Dietetics

 

120 S. Riverside Plaza, Suite 2190

 

Chicago, IL  60606

 

800-877-1600, ext. 1762

 
mschofield@eatright.org
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CANDIDATES NOT ELECTED FROM NATIONAL BALLOT – 2017-2018 


CONTACT INFORMATION 


1 


Firstname Member  # Telephone # Email Address 


Pam Charney 11542 206-370-2983 pcharney@mac.com  


Neva Cochran 404404 972-386-9035 nevacoch@aol.com 


Sherry Coleman Collins 933580 404-702-4580 dietitiansherry@gmail.com 


Amanda Coufal 86015174 402-943-9715 amandacoufal@gmail.com 


Berit Dockter 1008400 928-848-9590 bmchrist@cord.edu 


Trisha Fuhrman 706950 636-458-5460 Nutrisha50@earthlink.net 


Diane Heller 423679 770-289-1915 dwheller@mindspring.com 


Barbara Ivens 380563 231-414-0303 bivens@ncats.net 


Patricia (Patty) C. Keane 956239 505-363-1729 PattyKeaneRD@gmail.com 


Onaney Ortiz 968685 513-283-9435 onaneyrd@gmail.com 


Heidi Silver 726629 615-423-4851 Heidi.j.silver@vanderbilt.edu 


Kayle Skorupski 994237 520-204-6046 kayleskorupski@email.arizona.edu 


Susan L. Smith 722149 808-212-4657 susmithmbardnld@gmail.com 


Nancy Giles Walters 357287 706-833-0233 ngwaltrdld@aol.com  
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 Pam Charney, PhD, RD
 Mercer Island, WA
Academy #: 11542
Phone: 2063702983
pcharney@mac.com


Choice 1: Nominating Committee Leader with Board of Directors
Experience in the Past 10 Years
Choice 2: Advanced Practice in Clinical Nutrition Representative
(RDN-AP)
Choice 3: Director-at-Large


View CV/Resume
Submitted: 11/02/16 - Wednesday 


Due Dates and Information for Completion of this Form
Qualifications/Skill Sets - View position qualifications/skill sets and functions by selecting the appropriate position on the
menu on the left. Please check your qualifications against those required of the position for which you were nominated and
positions that might be of interest to you.


Directions - You may complete the on-line Nominee Biographical Information Form in segments and return to your form by
the due date by clicking “Save.” Once form is completed click “Save and Submit to Academy." Please note some sections
have character limits.


Due Dates - The due date for President-elect, Speaker-elect and Treasurer-elect nominees to submit their information for
consideration is August 29, 2016 at 12 NOON CENTRAL TIME.  Nominees for other positions must submit their
information by October 31, 2016 at 12 NOON CENTRAL TIME.


Need Help? Contact Joan Schwaba, Nominating Committee Staff Resource at nominations@eatright.org or 800/877-1600
ext. 4798 if you have any questions.  


Nominee Commitments
Please check the boxes to indicate you have read the following statements.


I support Academy's mission, vision, values and philosophy (www.eatright.org/strategicplan).


I will not divulge information discussed during the nomination process until after the approval of the ballot. 


I acknowledge that a decision to decline a nomination is not public information and will not be disclosed. 


I understand that an individual serving in a nationally elected Academy or DPG/MIG position is not eligible to be


considered for the national Academy ballot where terms of service would overlap. 


If selected for the national Academy ballot I will adhere to the Academy's Campaign Guidelines.


Failure to honor these statements may result in the withdrawal of my name from the nomination process.


Position
Indicate the position(s) in which you are interested and/or for which you have been nominated (self-nominations are welcome). View
position qualifications/skill sets and functions by selecting the appropriate position on the menu on the left. If you choose a second or
third choice, it will not go against you. . The Nominating Committee strives to create a balanced slate of candidates that takes into
account qualifications, skill sets, experience, personal attributes, gender, ethnicity, area and years of practice, and geographic area
representation needs.


1st
Choice


Nominating Committee Leader with Board of Directors Experience in the Past 10 Years 


2nd
Choice


Advanced Practice in Clinical Nutrition Representative (RDN-AP) 
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3rd
Choice


Director-at-Large 


Skills and Attributes
In the table below, you will find the key skills and attributes associated with success in each ballot position. For each of the ballot
positions you selected above, please give specific examples of how you have demonstrated outcomes for each of the key skills and
attributes identified for the position(s). View position qualifications/skill sets and functions by selecting the appropriate position on
the menu on the left. Skills and Attributes will be visible to voters on the elections website. Please keep in mind voters prefer
statements that are short and succinct. 


Address each position using 500 characters (including spaces) or less. Please note: the spell check feature is only enabled using
Google Chrome or Internet Explorer version 10.0 or higher. If those systems are not available to you, place text in a Word document
to check spelling/grammar.


Position Skills/Attributes associated with the
position


Specific examples of how I have demonstrated
outcomes for EACH skill/attribute that qualify
me for the position. List each outcome example


in bullet point format


Nominating
Committee Leader
with Board of
Directors Experience
in the Past 10 Years


Has national networks with
Academy members and
organization units and
Affiliates
Understands strategic direction
and associated  leadership
requirements of a diverse and
large organization or entity
Communicates effectively and
with self-confidence, has
critical thinking and
evaluation skills, ability to
work with a team and to put
the needs of the organization
first in order to reach consensus


Before serving the Academy as a member of
the Board of Directors and member of the
House Leadership Team, I held leadership
positions at the local and national level. This
gave me broad exposure to challenges and
opportunities facing Academy members. I am
able to combine strategic thinking with a
pragmatic view of both short and long-term
needs.Throughout my career I have championed
diversity in the profession and the workplace
including experience as an advocate for diverse
groups. 


Advanced Practice in
Clinical Nutrition
Representative
(RDN-AP)


Experience and interest in
credentialing and associated
issues
Commitment to protecting the
public through standard setting
Expertise in advanced practice
clinical nutrition


I was a pioneer in the field of nutrition support
and advanced clinical practice as evidenced by
my extensive record of publications, invited
speaking engagements, and teaching experience.
As clinical manager and consultant, I focused
on ensuring that RDs in advanced practice
provide the highest quality, safe, effective
nutrition care. 


Director-at-Large


Experience and familiarity
with the role of a board of
directors, leadership related to
embracing/managing positive
change, and policy
implementation, promoting a
culture of inquiry and
communication
Think strategically, globally
and futuristically taking into
account the needs of the entire
 membership, including
competing factions/trends
Identify opportunities, address
difficult issues and generate
solutions


I have extensive experience at the board level in
the Academy and in other organizations. I was a
member of the Board of Directors for ASPEN
during a major governance change and have
extensive experience with transformational
change needed to face future challenges. 


 


 
 


Employment History
List up to three current or past positions, starting with the most recent/current. Employment history will be visible to voters on the
elections website.


Employer: Bellevue College 
Job Title: Program Chair, Clinical Informatics BAS 
Years Employed: 4 


Employer: Self-employed consultant 
Job Title: Consultant and Author 
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Years Employed: 10 
 


Practice Information and Years in Practice
Indicate primary practice area with a "1". If you practice in other areas, please indicate them with a "2", "3", etc.


Practice
Areas


1 Clinical Nutrition 2 Pediatric 3 Nutrition Support 
4 Education 5 Nutrition Policy 


Years
in
Practice


25-30 yrs 


Experience
Some, but not all, ballot positions have specific requirements. The following questions are used to determine if you meet the
requirement for those positions. Please check Yes or No.


Have you been a member of the House of Delegates at any time since Fall 2001? 


 Yes 
Have you ever served on the Academy Board of Directors within the past 10 years? 


 Yes 
Have you served on the Board of Directors of another organization? 


 Yes 
Please identify the organization and years served. 
American Society for Parenteral and Enteral Nutrition 


Leadership Experience
Please provide some information about your Academy leadership positions (Affiliate, DPG/MIG, committee, task force, etc.) or other
leadership positions. Service within the Academy is not necessarily a prerequisite for running for office, however it is useful for the
Nominating Committee to know. The information provided here will help the Nominating Committee choose candidates for some
positions. Some, but not all, ballot positions have specific requirements. View position qualifications/skill sets and functions by
selecting the appropriate position on the menu on the left. 


In the grid below, please list up to five elected or appointed positions within the Academy or other professional or service
organizations you have held within the past 15 years. Next to each position please identify YOUR leadership contributions,
achievements and outcomes. Leadership Experience will be visible to voters on the elections website. Please keep in mind voters
prefer statements that are short and succinct.


Address each position using 500 characters (including spaces) or less. Please note: the spell check feature is only enabled using
Google Chrome or Internet Explorer version 10.0 or higher. If those systems are not available to you, place text in a Word document
to check spelling/grammar.


Leadership Position: Board of Directors


Organization: Academy of Nutrition and Dietetics 


Years involved in the
organization: 2009 - 2012 


My specific leadership contributions, achievements and outcomes:
Provided input into all Academy initiatives and programs. Shared clinical nutrition and healthcare informatics expertise. 


 
Leadership Position: House Leadership Team


Organization: Academy of Nutrition and Dietetics 


Years involved in the
organization: 2009 - 2012 


My specific leadership contributions, achievements and outcomes:
Participated as member of team responsible for all aspects of leadership in the House of Delegates. Developed issues and
wrote backgrounders that clarified complex topics for discussion by the House of Delegates. 


 
Leadership Position: Nutrition Care Process Task Force and Committee


Organization:


Years involved in the
organization: 2002 - 2008 


My specific leadership contributions, achievements and outcomes:
Charter member of task force charged with development of diagnostic terminology. Served the Academy by clarifying
confusion related to the Nutrition Care Process and its application in all practice settings. Utilized informatics expertise to
support promotion of dietetics practice and nutrition informatics. 


02/24/2017 - Page 3 


 ADA Elections: Nominee Biographical Information Form - Pam Charney PhD, RD 







 
Leadership Position: Chair, SOP/SOPP Task Force


Organization: Pediatric Nutrition Practice Group 


Years involved in the
organization: 2006 - 2009 


My specific leadership contributions, achievements and outcomes:
Led task force charged with creating the first SOP/SOPP for pediatric nutrition practice. Scheduled regular conference calls,
ensured that all voices were heard, wrote first draft, and collaborated with members to submit a comprehensive SOP/SOPP 


 
Leadership Position: Working Group Steering Committee


Organization: American Medical Informatics Association 


Years involved in the
organization: 2014 - 2016 


My specific leadership contributions, achievements and outcomes:
Member of the leadership group responsible for coordinating activities of multiple working groups within the organization.
Ensured that all working groups had an equal voice and that association's resources were appropriately utilized to support
project development and completion. 


 


Honors & Awards Highlights
List up to three professional association/community honors or awards. Include granting organization, name of the honor or award and
year received. 


Organization: Academy of Nutrition and Dietetics 
Award: Medallion Award 
Year: 2008 


Organization: Academy of Nutrition and Dietetics 
Award: ADAF Award for Excellence in Clinical Nutrition 
Year: 2005 


Organization: ASPEN 
Award: Outstanding Nutrition Support Dietitian 
Year: 2002 


Personal and Campaign Statements


With the Academy's first 100 years approaching, what do you see as opportunities for the future of the food and nutrition
profession? Response is limited to 500 characters (including spaces) or less. 
The first 100 years of the Academy saw tremendous growth in the profession along with knowledge of the importance of diet
and nutrition in maintaining health. Consumers are searching for trusted sources of science based nutrition information. Our
colleagues in the other health professions need to know that we can be counted on to provide evidence-based information that
supports optimal health outcomes in all care settings. 


Campaign Statement- Write a campaign statement that will encourage people to vote for you. 
Response is limited to 250 characters (including spaces) or less - consider a tweet or bumper sticker length word limit. 
I have experience needed to collaborate with others to ensure that dietetics thrives and grows in the next century. I am
committed to supporting diversity in the profession so that all diverse groups are represented. 


Next Steps
Next Steps
The Nominating Committee will consider information submitted by President-elect, Treasurer-elect and Speaker-elect
nominees. Interviews for only these three positions will be conducted October 15-16, 2016 during FNCE in Boston, MA.
Interviewees for these positions will be selected and notified by September 14. If selected for an interview, all travel and
housing costs are at the expense of the nominee.


The Nominating Committee will meet November 10-11, 2016 to determine the ballot. All selected candidates will be
contacted during this time. Nominees not selected will be notified of the ballot selection following this Nominating
Committee meeting.


Candidate profiles will be published on the Academy website. Online election information is available
at www.eatrightPRO.org/elections.


The Election begin February 1, 2017 and closes February 22, 2017.
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The Election begin February 1, 2017 and closes February 22, 2017.
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 Neva Cochran, MS, RDN, LD, FAND
 Dallas, TX
Academy #: 404404
Phone: 972-386-9035
nevacoch@aol.com


Choice 1: President-elect
Choice 2: 
Choice 3: 


View CV/Resume
Submitted: 01/10/17 - Tuesday 


Due Dates and Information for Completion of this Form
Qualifications/Skill Sets - View position qualifications/skill sets and functions by selecting the appropriate position on the
menu on the left. Please check your qualifications against those required of the position for which you were nominated and
positions that might be of interest to you.


Directions - You may complete the on-line Nominee Biographical Information Form in segments and return to your form by
the due date by clicking “Save.” Once form is completed click “Save and Submit to Academy." Please note some sections
have character limits.


Due Dates - The due date for President-elect, Speaker-elect and Treasurer-elect nominees to submit their information for
consideration is August 29, 2016 at 12 NOON CENTRAL TIME.  Nominees for other positions must submit their
information by October 31, 2016 at 12 NOON CENTRAL TIME.


Need Help? Contact Joan Schwaba, Nominating Committee Staff Resource at nominations@eatright.org or 800/877-1600
ext. 4798 if you have any questions.  


Nominee Commitments
Please check the boxes to indicate you have read the following statements.


I support Academy's mission, vision, values and philosophy (www.eatright.org/strategicplan).


I will not divulge information discussed during the nomination process until after the approval of the ballot. 


I acknowledge that a decision to decline a nomination is not public information and will not be disclosed. 


I understand that an individual serving in a nationally elected Academy or DPG/MIG position is not eligible to be


considered for the national Academy ballot where terms of service would overlap. 


If selected for the national Academy ballot I will adhere to the Academy's Campaign Guidelines.


Failure to honor these statements may result in the withdrawal of my name from the nomination process.


Position
Indicate the position(s) in which you are interested and/or for which you have been nominated (self-nominations are welcome). View
position qualifications/skill sets and functions by selecting the appropriate position on the menu on the left. If you choose a second or
third choice, it will not go against you. . The Nominating Committee strives to create a balanced slate of candidates that takes into
account qualifications, skill sets, experience, personal attributes, gender, ethnicity, area and years of practice, and geographic area
representation needs.


1st
Choice


President-elect 


2nd
Choice
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3rd
Choice


Skills and Attributes
In the table below, you will find the key skills and attributes associated with success in each ballot position. For each of the ballot
positions you selected above, please give specific examples of how you have demonstrated outcomes for each of the key skills and
attributes identified for the position(s). View position qualifications/skill sets and functions by selecting the appropriate position on
the menu on the left. Skills and Attributes will be visible to voters on the elections website. Please keep in mind voters prefer
statements that are short and succinct. 


Address each position using 500 characters (including spaces) or less. Please note: the spell check feature is only enabled using
Google Chrome or Internet Explorer version 10.0 or higher. If those systems are not available to you, place text in a Word document
to check spelling/grammar.


Position Skills/Attributes associated with the
position


Specific examples of how I have demonstrated
outcomes for EACH skill/attribute that qualify
me for the position. List each outcome example


in bullet point format


President-elect


Experience and familiarity
with the role of a board of
directors, leadership related to
embracing/managing positive
change, and policy
implementation, promoting a
culture of inquiry and
communication
Think strategically, globally
and futuristically taking into
account the needs of the entire
 membership, including
competing factions/trends
Identify opportunities, address
difficult issues and generate
solutions
Ability to inspire member
confidence and lead a group
of diverse individuals


•As president of TX Academy, held the first
strategic planning workshop using outside
facilitator & national Academy strategic plan as
template •As Foundation Chair involved in
planning of Academy/PE4Life pilot project that
became Kids Eat Right initiative •As preceptor
to 90+ dietetic interns promote passion in
profession & science-based communication •As
communications consultant, promote new food
& ag technology’s role with traditional ones to
meet food & nutrition needs of growing
population 


 


 
 


Employment History
List up to three current or past positions, starting with the most recent/current. Employment history will be visible to voters on the
elections website.


Employer: Self-employed 
Job Title: Nutrition Communications Consultant 
Years Employed: 27 years 


Employer: Associated Milk Producers, Inc. Consumer Services Division 
Job Title: Program Coordinator 
Years Employed: 4.5 years 


Employer: Texas Woman's University Department of Nutrition & Food Sciences 
Job Title: Instructor 
Years Employed: 3.5 years 


 


Practice Information and Years in Practice
Indicate primary practice area with a "1". If you practice in other areas, please indicate them with a "2", "3", etc.


Practice
Areas


1 Consultation & Business Practice 2 Marketing/Public Relations 


Years
in
Practice


> 30 yrs 


Experience
Some, but not all, ballot positions have specific requirements. The following questions are used to determine if you meet the
requirement for those positions. Please check Yes or No.


Have you been a member of the House of Delegates at any time since Fall 2001? 


 Yes 
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 Yes 
Have you ever served on the Academy Board of Directors within the past 10 years? 


 Yes 
Have you served on the Board of Directors of another organization? 


 Yes 
Please identify the organization and years served. 
Dallas Academy of Nutrition and Dietetics 1980-2000 Texas Academy of Nutrition and Dietetics 1984-2005 Dallas/Ft.
Worth Council Against Health Fraud 1986-96 Kappa Delta Sorority Foundation 2009-12 


Leadership Experience
Please provide some information about your Academy leadership positions (Affiliate, DPG/MIG, committee, task force, etc.) or other
leadership positions. Service within the Academy is not necessarily a prerequisite for running for office, however it is useful for the
Nominating Committee to know. The information provided here will help the Nominating Committee choose candidates for some
positions. Some, but not all, ballot positions have specific requirements. View position qualifications/skill sets and functions by
selecting the appropriate position on the menu on the left. 


In the grid below, please list up to five elected or appointed positions within the Academy or other professional or service
organizations you have held within the past 15 years. Next to each position please identify YOUR leadership contributions,
achievements and outcomes. Leadership Experience will be visible to voters on the elections website. Please keep in mind voters
prefer statements that are short and succinct.


Address each position using 500 characters (including spaces) or less. Please note: the spell check feature is only enabled using
Google Chrome or Internet Explorer version 10.0 or higher. If those systems are not available to you, place text in a Word document
to check spelling/grammar.


Leadership Position: Chair, Second Century Campaign Feasibility Study Member Oversight Committee


Organization: Academy of Nutrition & Dietetics Foundation 


Years involved in the
organization: 2015 - 2015 


My specific leadership contributions, achievements and outcomes:
As part of the larger Academy's 100th anniversary observance, I guided this committee to provide insight on the development
of messages and strategies to raise funds for projects that will ensure the Academy and its members future success in
integrating dietetics and nutrition throughout the food system in the U.S and the world. (Second Century Vision) 


 
Leadership Position: Member, Member Value Committee


Organization: Academy of Nutrition and Dietetics 


Years involved in the
organization: 2012 - 2014 


My specific leadership contributions, achievements and outcomes:
I worked together with other committee members and staff to promote Academy membership and its benefits. Specific
projects during my term included launch of FAND credential and helping in review and creation of the criteria for it;
presenting a webinar on membership for affiliate leaders; selection of affiliate speaker grant recipients; and encouraging
participation in the e-mentor program. 


 
Leadership Position: Member, Nominating Committee


Organization: Academy of Nutrition and Dietetics 


Years involved in the
organization: 2009 - 2012 


My specific leadership contributions, achievements and outcomes:
In addition to working on the committee to select candidates for the ballot, I also chaired a workgroup to develop a timeline,
letter templates and sample articles for affiliates and DPGs to use in soliciting candidates to submit to the nominating
committee. I actively worked to recruit candidates for the ballot by contacting affiliates, DPGs and MIGs. Together the
committee worked on refining the interview questions for both the nomination form and the in-person interviews. 


 
Leadership Position: Member and Chair


Organization: Academy of Nutrition & Dietetics Foundation 


Years involved in the
organization: 2004 - 2008 
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My specific leadership contributions, achievements and outcomes:
Participated in a major donor task force to increase donations to the Food & Nutrition Research Endowment, with $87,500 in
new pledges in 4 months; spoke at Foundation/General Mills Champions for Healthy Kids Summit in Washington, DC &
participated in 17 radio & TV interviews for event's satellite media tour; active in creation of ACFN & PE4Life partnership to
conduct a pilot program to add nutrition unit to PE classes in 3 Kansas City schools, the forerunner of the Kids Eat Right
initiative. 


 
Leadership Position: Member, Board of Directors


Organization: Academy of Nutrition and Dietetics 


Years involved in the
organization: 2006 - 2007 


My specific leadership contributions, achievements and outcomes:
Active participation in Board meetings and conference calls to conduct business of the organization and further the strategic
plan. Heightened awareness of the Foundation and its programs to Board members. As a member of the Finance Committee,
I worked on creating and maintaining oversight of the Academy's budget along with other members and staff through
monthly conference calls and several in-person meetings. 


 


Honors & Awards Highlights
List up to three professional association/community honors or awards. Include granting organization, name of the honor or award and
year received. 


Organization: Texas Academy of Nutrition and Dietetics 
Award: Outstanding Preceptor Award 
Year: 2016 


Organization: Academy of Nutrition and Dietetics 
Award: Medallion Award 
Year: 2012 


Organization: Texas Academy of Nutrition and Dietetics 
Award: Media Award 
Year: 2004 


Personal and Campaign Statements


With the Academy's first 100 years approaching, what do you see as opportunities for the future of the food and nutrition
profession? Response is limited to 500 characters (including spaces) or less. 
We face the next century much as our founders did 100 years ago, with unlimited opportunities on the horizon and renewed
commitment in our hearts. Advances in our core areas of clinical dietetics, foodservice and public health, coupled with new
frontiers in agriculture, sustainability and food production position us to reinvent traditional practice as we collaborate with
like-minded academic, health, scientific and industry groups to shape the global course of food and nutrition. 


Campaign Statement- Write a campaign statement that will encourage people to vote for you. 
Response is limited to 250 characters (including spaces) or less - consider a tweet or bumper sticker length word limit. 
Passionate about the dietetics profession and our role as Academy members in improving people's lives through
science-based food and nutrition practice. 


Next Steps
Next Steps
The Nominating Committee will consider information submitted by President-elect, Treasurer-elect and Speaker-elect
nominees. Interviews for only these three positions will be conducted October 15-16, 2016 during FNCE in Boston, MA.
Interviewees for these positions will be selected and notified by September 14. If selected for an interview, all travel and
housing costs are at the expense of the nominee.


The Nominating Committee will meet November 10-11, 2016 to determine the ballot. All selected candidates will be
contacted during this time. Nominees not selected will be notified of the ballot selection following this Nominating
Committee meeting.


Candidate profiles will be published on the Academy website. Online election information is available
at www.eatrightPRO.org/elections.


The Election begin February 1, 2017 and closes February 22, 2017.
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 Sherry Coleman Collins, MS, RDN, LD
 Marietta, GA
Academy #: 933580
Phone: 404-702-4580
dietitiansherry@gmail.com


Choice 1: Nominating Committee National Leader
Choice 2: 
Choice 3: 


View CV/Resume
Submitted: 11/15/16 - Tuesday 


Due Dates and Information for Completion of this Form
Qualifications/Skill Sets - View position qualifications/skill sets and functions by selecting the appropriate position on the
menu on the left. Please check your qualifications against those required of the position for which you were nominated and
positions that might be of interest to you.


Directions - You may complete the on-line Nominee Biographical Information Form in segments and return to your form by
the due date by clicking “Save.” Once form is completed click “Save and Submit to Academy." Please note some sections
have character limits.


Due Dates - The due date for President-elect, Speaker-elect and Treasurer-elect nominees to submit their information for
consideration is August 29, 2016 at 12 NOON CENTRAL TIME.  Nominees for other positions must submit their
information by October 31, 2016 at 12 NOON CENTRAL TIME.


Need Help? Contact Joan Schwaba, Nominating Committee Staff Resource at nominations@eatright.org or 800/877-1600
ext. 4798 if you have any questions.  


Nominee Commitments
Please check the boxes to indicate you have read the following statements.


I support Academy's mission, vision, values and philosophy (www.eatright.org/strategicplan).


I will not divulge information discussed during the nomination process until after the approval of the ballot. 


I acknowledge that a decision to decline a nomination is not public information and will not be disclosed. 


I understand that an individual serving in a nationally elected Academy or DPG/MIG position is not eligible to be


considered for the national Academy ballot where terms of service would overlap. 


If selected for the national Academy ballot I will adhere to the Academy's Campaign Guidelines.


Failure to honor these statements may result in the withdrawal of my name from the nomination process.


Position
Indicate the position(s) in which you are interested and/or for which you have been nominated (self-nominations are welcome). View
position qualifications/skill sets and functions by selecting the appropriate position on the menu on the left. If you choose a second or
third choice, it will not go against you. . The Nominating Committee strives to create a balanced slate of candidates that takes into
account qualifications, skill sets, experience, personal attributes, gender, ethnicity, area and years of practice, and geographic area
representation needs.


1st
Choice


Nominating Committee National Leader 


2nd
Choice
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3rd
Choice


Skills and Attributes
In the table below, you will find the key skills and attributes associated with success in each ballot position. For each of the ballot
positions you selected above, please give specific examples of how you have demonstrated outcomes for each of the key skills and
attributes identified for the position(s). View position qualifications/skill sets and functions by selecting the appropriate position on
the menu on the left. Skills and Attributes will be visible to voters on the elections website. Please keep in mind voters prefer
statements that are short and succinct. 


Address each position using 500 characters (including spaces) or less. Please note: the spell check feature is only enabled using
Google Chrome or Internet Explorer version 10.0 or higher. If those systems are not available to you, place text in a Word document
to check spelling/grammar.


Position Skills/Attributes associated with the
position


Specific examples of how I have demonstrated
outcomes for EACH skill/attribute that qualify
me for the position. List each outcome example


in bullet point format


Nominating
Committee National
Leader


Has national networks with
Academy members and
organization units and
Affiliates
Understands strategic direction
and associated  leadership
requirements of a diverse and
large organization or entity
Communicates effectively and
with self-confidence, has
critical thinking and
evaluation skills, ability to
work with a team and to put
the needs of the organization
first in order to reach consensus


o Work w/diverse group of RDNs nationwide o
Speaker including affiliate state meetings and
other professional meetings o Extensive social
media network of dietitians and other
influencers o History of working w/team of
senior leaders, external support and board
members to develop strategic plans, implement
supporting tactics throughout the fiscal year, and
meet goals o Use critical thinking to evaluate
research/data and communicate to professionals
and consumers 


 


 
 


Employment History
List up to three current or past positions, starting with the most recent/current. Employment history will be visible to voters on the
elections website.


Employer: Southern Fried Nutrition Services 
Job Title: President 
Years Employed: 3 years 


Employer: National Peanut Board 
Job Title: Senior Manager, Marketing & Communications 
Years Employed: 2 1/2 years 


Employer: Cobb County School District 
Job Title: Area Supervisor 
Years Employed: 4 1/2 years 


 


Practice Information and Years in Practice
Indicate primary practice area with a "1". If you practice in other areas, please indicate them with a "2", "3", etc.


Practice
Areas


1 Consultation & Business Practice 2 Marketing/Public Relations 3 Private Practice 


Years
in
Practice


6-10 yrs 


Experience
Some, but not all, ballot positions have specific requirements. The following questions are used to determine if you meet the
requirement for those positions. Please check Yes or No.


Have you been a member of the House of Delegates at any time since Fall 2001? 


 Yes 
Have you ever served on the Academy Board of Directors within the past 10 years? 


 No 
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Have you served on the Board of Directors of another organization? 


 No 


Leadership Experience
Please provide some information about your Academy leadership positions (Affiliate, DPG/MIG, committee, task force, etc.) or other
leadership positions. Service within the Academy is not necessarily a prerequisite for running for office, however it is useful for the
Nominating Committee to know. The information provided here will help the Nominating Committee choose candidates for some
positions. Some, but not all, ballot positions have specific requirements. View position qualifications/skill sets and functions by
selecting the appropriate position on the menu on the left. 


In the grid below, please list up to five elected or appointed positions within the Academy or other professional or service
organizations you have held within the past 15 years. Next to each position please identify YOUR leadership contributions,
achievements and outcomes. Leadership Experience will be visible to voters on the elections website. Please keep in mind voters
prefer statements that are short and succinct.


Address each position using 500 characters (including spaces) or less. Please note: the spell check feature is only enabled using
Google Chrome or Internet Explorer version 10.0 or higher. If those systems are not available to you, place text in a Word document
to check spelling/grammar.


Leadership Position: Communications Chair


Organization: Georgia Affiliate 


Years involved in the
organization: 2014 - 2017 


My specific leadership contributions, achievements and outcomes:
Member 2004-present. Serve as Communications Chair 2014-present. Helped grow social media platforms, including
increasing follows/connections by more than 50% (focus on Facebook, but also to include Twitter and LinkedIn), to reach
and connect members. 


 
Leadership Position: Delegate


Organization: House of Delegates 


Years involved in the
organization: 2011 - 2014 


My specific leadership contributions, achievements and outcomes:
Served as HOD member from Georgia, including attending in-person and virtual meeting; served as table facilitator at
meetings; and worked to gather input from and engage members before and after meetings. Used technology in member
outreach including email, affiliate newsletter, and survey websites. Presented annual update to membership at state affiliate
meeting as well as regular updates via email newsletter. 


 


Honors & Awards Highlights
List up to three professional association/community honors or awards. Include granting organization, name of the honor or award and
year received. 


Organization: Georgia Affiliate, Academy of Nutrition and Dietetics 
Award: Outstanding Dietitian 
Year: 2012 


Organization: Georgia Affiliate, Academy of Nutrition and Dietetics 
Award: Outstanding Dietetic Student 
Year: 2004 


Personal and Campaign Statements


With the Academy's first 100 years approaching, what do you see as opportunities for the future of the food and nutrition
profession? Response is limited to 500 characters (including spaces) or less. 
I believe this is the most exciting time to be a RDN - the public is increasingly interested in healthy eating and lifestyles and
technology makes it easier than ever to reach them. Yet there also exists persistent confusion among the public about
nutrition fueled by misinformation in the media and quasi-experts. RDNs have an incredible opportunity to distinguish
ourselves as THE experts based on rigorous training, evidence-based practice, code of ethics, and ability to deliver outcomes. 


Campaign Statement- Write a campaign statement that will encourage people to vote for you. 
Response is limited to 250 characters (including spaces) or less - consider a tweet or bumper sticker length word limit. 
I'm thrilled at the opportunity to work with you to recruit future leaders for our Academy. The wellbeing of our profession
and our association require bold, visionary leaders who can move us forward with integrity and courage. 


Next Steps
Next Steps
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Next Steps
The Nominating Committee will consider information submitted by President-elect, Treasurer-elect and Speaker-elect
nominees. Interviews for only these three positions will be conducted October 15-16, 2016 during FNCE in Boston, MA.
Interviewees for these positions will be selected and notified by September 14. If selected for an interview, all travel and
housing costs are at the expense of the nominee.


The Nominating Committee will meet November 10-11, 2016 to determine the ballot. All selected candidates will be
contacted during this time. Nominees not selected will be notified of the ballot selection following this Nominating
Committee meeting.


Candidate profiles will be published on the Academy website. Online election information is available
at www.eatrightPRO.org/elections.


The Election begin February 1, 2017 and closes February 22, 2017.
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 Amanda Coufal, BS-NDTR
 Kansas City, KS
Academy #: 086015174I
Phone: 4029439715
amandacoufal@gmail.com


Choice 1: At-Large Delegate: Nutrition and Dietetics Technician,
Registered
Choice 2: 
Choice 3: 


View CV/Resume
Submitted: 12/12/16 - Monday 


Due Dates and Information for Completion of this Form
Qualifications/Skill Sets - View position qualifications/skill sets and functions by selecting the appropriate position on the
menu on the left. Please check your qualifications against those required of the position for which you were nominated and
positions that might be of interest to you.


Directions - You may complete the on-line Nominee Biographical Information Form in segments and return to your form by
the due date by clicking “Save.” Once form is completed click “Save and Submit to Academy." Please note some sections
have character limits.


Due Dates - The due date for President-elect, Speaker-elect and Treasurer-elect nominees to submit their information for
consideration is August 29, 2016 at 12 NOON CENTRAL TIME.  Nominees for other positions must submit their
information by October 31, 2016 at 12 NOON CENTRAL TIME.


Need Help? Contact Joan Schwaba, Nominating Committee Staff Resource at nominations@eatright.org or 800/877-1600
ext. 4798 if you have any questions.  


Nominee Commitments
Please check the boxes to indicate you have read the following statements.


I support Academy's mission, vision, values and philosophy (www.eatright.org/strategicplan).


I will not divulge information discussed during the nomination process until after the approval of the ballot. 


I acknowledge that a decision to decline a nomination is not public information and will not be disclosed. 


I understand that an individual serving in a nationally elected Academy or DPG/MIG position is not eligible to be


considered for the national Academy ballot where terms of service would overlap. 


If selected for the national Academy ballot I will adhere to the Academy's Campaign Guidelines.


Failure to honor these statements may result in the withdrawal of my name from the nomination process.


Position
Indicate the position(s) in which you are interested and/or for which you have been nominated (self-nominations are welcome). View
position qualifications/skill sets and functions by selecting the appropriate position on the menu on the left. If you choose a second or
third choice, it will not go against you. . The Nominating Committee strives to create a balanced slate of candidates that takes into
account qualifications, skill sets, experience, personal attributes, gender, ethnicity, area and years of practice, and geographic area
representation needs.


1st
Choice


At-Large Delegate: Nutrition and Dietetics Technician, Registered 


2nd
Choice
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3rd
Choice


Skills and Attributes
In the table below, you will find the key skills and attributes associated with success in each ballot position. For each of the ballot
positions you selected above, please give specific examples of how you have demonstrated outcomes for each of the key skills and
attributes identified for the position(s). View position qualifications/skill sets and functions by selecting the appropriate position on
the menu on the left. Skills and Attributes will be visible to voters on the elections website. Please keep in mind voters prefer
statements that are short and succinct. 


Address each position using 500 characters (including spaces) or less. Please note: the spell check feature is only enabled using
Google Chrome or Internet Explorer version 10.0 or higher. If those systems are not available to you, place text in a Word document
to check spelling/grammar.


Position Skills/Attributes associated with the
position


Specific examples of how I have demonstrated
outcomes for EACH skill/attribute that qualify
me for the position. List each outcome example


in bullet point format


At-Large Delegate:
Nutrition and
Dietetics Technician,
Registered


Ability to engage a constituent
group and reflect the issues of
the group represented 
Communicate effectively in
soliciting input and feedback 
Ability to identify and address
big and small issues impacting
the profession 


*Serve as a liaison for the Clinical Nutrition
department and the dietitians with other groups
and departments throughout the hospital.
*Organize and hold monthly meetings with
dietary employees to allow them to express
concerns and as an opportunity for in-service on
modified diets. *Designed and implemented a
system for enteral feeding distribution, including
working with nursing departments to alters
systems to address their concerns. 


 


 
 


Employment History
List up to three current or past positions, starting with the most recent/current. Employment history will be visible to voters on the
elections website.


Employer: The University of Kansas Health System 
Job Title: Dietitian Assistant II 
Years Employed: 2.5 


Employer: St. Luke's Health System 
Job Title: Diet Technician 
Years Employed: .5 


Employer: Lawrence Parks and Recreastion 
Job Title: Nutrition Program Assistant 
Years Employed: 1 


 


Practice Information and Years in Practice
Indicate primary practice area with a "1". If you practice in other areas, please indicate them with a "2", "3", etc.


Practice
Areas


1 Community Nutrition 1 School Nutrition 2 Clinical Nutrition 
3 Education 


Years
in
Practice


Experience
Some, but not all, ballot positions have specific requirements. The following questions are used to determine if you meet the
requirement for those positions. Please check Yes or No.


Have you been a member of the House of Delegates at any time since Fall 2001? 


 No 
Have you ever served on the Academy Board of Directors within the past 10 years? 


 No 
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Have you served on the Board of Directors of another organization? 


 No 


Leadership Experience
Please provide some information about your Academy leadership positions (Affiliate, DPG/MIG, committee, task force, etc.) or other
leadership positions. Service within the Academy is not necessarily a prerequisite for running for office, however it is useful for the
Nominating Committee to know. The information provided here will help the Nominating Committee choose candidates for some
positions. Some, but not all, ballot positions have specific requirements. View position qualifications/skill sets and functions by
selecting the appropriate position on the menu on the left. 


In the grid below, please list up to five elected or appointed positions within the Academy or other professional or service
organizations you have held within the past 15 years. Next to each position please identify YOUR leadership contributions,
achievements and outcomes. Leadership Experience will be visible to voters on the elections website. Please keep in mind voters
prefer statements that are short and succinct.


Address each position using 500 characters (including spaces) or less. Please note: the spell check feature is only enabled using
Google Chrome or Internet Explorer version 10.0 or higher. If those systems are not available to you, place text in a Word document
to check spelling/grammar.


Leadership Position: Team Coordinator


Organization: American Heart Association 


Years involved in the
organization: 2015 - 2016 


My specific leadership contributions, achievements and outcomes:
I recruited a team of 20 members that was able to achieve our set fundraising goal. 


 


Honors & Awards Highlights
List up to three professional association/community honors or awards. Include granting organization, name of the honor or award and
year received. 


Organization: The University of Kansas Hospital 
Award: Clinical Nutrition Clinical Excellence Award 
Year: 2016 


Organization: The University of Kansas Hospital 
Award: Clinical Nutrition Five Star Award for Cost 
Year: 2014 


Organization: Kansas Governor's Council on Fitness 
Award: Health Champion Award 
Year: 2013 


Personal and Campaign Statements


With the Academy's first 100 years approaching, what do you see as opportunities for the future of the food and nutrition
profession? Response is limited to 500 characters (including spaces) or less. 
I believe the future for food and nutrition professionals will continue to expand as we all work to advance ourselves as the
experts in the field and continue to gain the respect we deserve. I also hope that as a profession we are able to expand our
role in promoting both food security for all and sustainable food practices as I believe these are pressing issues for the public
that can be better addressed with the expertise found in our field. 


Campaign Statement- Write a campaign statement that will encourage people to vote for you. 
Response is limited to 250 characters (including spaces) or less - consider a tweet or bumper sticker length word limit. 
Hungry for change. 


Next Steps
Next Steps
The Nominating Committee will consider information submitted by President-elect, Treasurer-elect and Speaker-elect
nominees. Interviews for only these three positions will be conducted October 15-16, 2016 during FNCE in Boston, MA.
Interviewees for these positions will be selected and notified by September 14. If selected for an interview, all travel and
housing costs are at the expense of the nominee.


The Nominating Committee will meet November 10-11, 2016 to determine the ballot. All selected candidates will be
contacted during this time. Nominees not selected will be notified of the ballot selection following this Nominating
Committee meeting.


Candidate profiles will be published on the Academy website. Online election information is available
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at www.eatrightPRO.org/elections.


The Election begin February 1, 2017 and closes February 22, 2017.
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 Berit Dockter, MPP, RD, LD
 Silver Spring, MD
Academy #: 1008400
Phone: 928-848-9590
bmchrist@cord.edu


Choice 1: House of Delegates Director
Choice 2: 
Choice 3: 


View CV/Resume
Submitted: 02/11/17 - Saturday 


Due Dates and Information for Completion of this Form
Qualifications/Skill Sets - View position qualifications/skill sets and functions by selecting the appropriate position on the
menu on the left. Please check your qualifications against those required of the position for which you were nominated and
positions that might be of interest to you.


Directions - You may complete the on-line Nominee Biographical Information Form in segments and return to your form by
the due date by clicking “Save.” Once form is completed click “Save and Submit to Academy." Please note some sections
have character limits.


Due Dates - The due date for President-elect, Speaker-elect and Treasurer-elect nominees to submit their information for
consideration is August 29, 2016 at 12 NOON CENTRAL TIME.  Nominees for other positions must submit their
information by October 31, 2016 at 12 NOON CENTRAL TIME.


Need Help? Contact Joan Schwaba, Nominating Committee Staff Resource at nominations@eatright.org or 800/877-1600
ext. 4798 if you have any questions.  


Nominee Commitments
Please check the boxes to indicate you have read the following statements.


I support Academy's mission, vision, values and philosophy (www.eatright.org/strategicplan).


I will not divulge information discussed during the nomination process until after the approval of the ballot. 


I acknowledge that a decision to decline a nomination is not public information and will not be disclosed. 


I understand that an individual serving in a nationally elected Academy or DPG/MIG position is not eligible to be


considered for the national Academy ballot where terms of service would overlap. 


If selected for the national Academy ballot I will adhere to the Academy's Campaign Guidelines.


Failure to honor these statements may result in the withdrawal of my name from the nomination process.


Position
Indicate the position(s) in which you are interested and/or for which you have been nominated (self-nominations are welcome). View
position qualifications/skill sets and functions by selecting the appropriate position on the menu on the left. If you choose a second or
third choice, it will not go against you. . The Nominating Committee strives to create a balanced slate of candidates that takes into
account qualifications, skill sets, experience, personal attributes, gender, ethnicity, area and years of practice, and geographic area
representation needs.


1st
Choice


House of Delegates Director 


2nd
Choice
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3rd
Choice


Skills and Attributes
In the table below, you will find the key skills and attributes associated with success in each ballot position. For each of the ballot
positions you selected above, please give specific examples of how you have demonstrated outcomes for each of the key skills and
attributes identified for the position(s). View position qualifications/skill sets and functions by selecting the appropriate position on
the menu on the left. Skills and Attributes will be visible to voters on the elections website. Please keep in mind voters prefer
statements that are short and succinct. 


Address each position using 500 characters (including spaces) or less. Please note: the spell check feature is only enabled using
Google Chrome or Internet Explorer version 10.0 or higher. If those systems are not available to you, place text in a Word document
to check spelling/grammar.


Position Skills/Attributes associated with the
position


Specific examples of how I have demonstrated
outcomes for EACH skill/attribute that qualify
me for the position. List each outcome example


in bullet point format


House of Delegates
Director


Experience in meeting
management and facilitation
Ability to communicate
effectively and with
self-confidence
Ability to identify and address
issues impacting the profession


• With over 7 years of experience at both the
national and state level serving on the
ANDPAC and affiliate Boards, I have served
Chair role on committees and represented
member voices as Delegate. • Communication
is my priority in HOD meetings, emails with
House Leadership Team, and serving on my
affiliate Board. • Throughout the year I survey
membership asking for their input, and I
recently assisted a member in submitting a
“mega issue” for future HOD discussion. 


 


 
 


Employment History
List up to three current or past positions, starting with the most recent/current. Employment history will be visible to voters on the
elections website.


Employer: Maryland Department of Health and Mental Hygiene 
Job Title: Health Policy Analyst 
Years Employed: 1 


Employer: Abbott Nutrition 
Job Title: Territory Manager 
Years Employed: 3 


Employer: Morrison at MedStar National Rehab Hospital 
Job Title: Clinical Dietitian 
Years Employed: 3 


 


Practice Information and Years in Practice
Indicate primary practice area with a "1". If you practice in other areas, please indicate them with a "2", "3", etc.


Practice
Areas


1 Nutrition Policy 


Years
in
Practice


6-10 yrs 


Experience
Some, but not all, ballot positions have specific requirements. The following questions are used to determine if you meet the
requirement for those positions. Please check Yes or No.


Have you been a member of the House of Delegates at any time since Fall 2001? 


 Yes 
Have you ever served on the Academy Board of Directors within the past 10 years? 


 No 
Have you served on the Board of Directors of another organization? 


 Yes 
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Please identify the organization and years served. 
Maryland Academy of Nutrition and Dietetics 2010-2017 (7 years) Academy of Nutrition and Dietetics Political Action
Committee 2013-2015 (3 years) 


Leadership Experience
Please provide some information about your Academy leadership positions (Affiliate, DPG/MIG, committee, task force, etc.) or other
leadership positions. Service within the Academy is not necessarily a prerequisite for running for office, however it is useful for the
Nominating Committee to know. The information provided here will help the Nominating Committee choose candidates for some
positions. Some, but not all, ballot positions have specific requirements. View position qualifications/skill sets and functions by
selecting the appropriate position on the menu on the left. 


In the grid below, please list up to five elected or appointed positions within the Academy or other professional or service
organizations you have held within the past 15 years. Next to each position please identify YOUR leadership contributions,
achievements and outcomes. Leadership Experience will be visible to voters on the elections website. Please keep in mind voters
prefer statements that are short and succinct.


Address each position using 500 characters (including spaces) or less. Please note: the spell check feature is only enabled using
Google Chrome or Internet Explorer version 10.0 or higher. If those systems are not available to you, place text in a Word document
to check spelling/grammar.


Leadership Position: Chair, House of Delegates Public Policy Task Force


Organization: Academy of Nutrition and Dietetics 


Years involved in the
organization: 2016 - 2016 


My specific leadership contributions, achievements and outcomes:
*Led discussion on identifying the Delegate role in public policy within the organization. *Submit a report of
recommendations to House Leadership Team. 


 
Leadership Position: Delegate


Organization: Maryland Academy of Nutrition and Dietetics 


Years involved in the
organization: 2013 - 2017 


My specific leadership contributions, achievements and outcomes:
*Leverage social media and online platforms to survey and communicate with membership. *Assist members in submitting
"mega issue" form to House Leadership Team. *Assist Board in public policy initiatives, bylaws updates, and CEU
networking event planning. 


 
Leadership Position: Political Action Committee (ANDPAC) Board Member/Fundraising Workgroup Chair 


Organization: Academy of Nutrition and Dietetics 


Years involved in the
organization: 2013 - 2015 


My specific leadership contributions, achievements and outcomes:
*Planned and attended events for members of Congress. *Led fund raising campaigns and considered political strategy,
policy priority, budget, and contribution decisions. *Team effort: Raised record-breaking contributions at annual conference.
*Team effort: For the first time in history obtained 100% contributions from all House of Delegates members. 


 
Leadership Position: Public Policy Coordinator


Organization: Maryland Academy of Nutrition and Dietetics 


Years involved in the
organization: 2010 - 2013 


My specific leadership contributions, achievements and outcomes:
*Organized and led Capitol Hill visits with members throughout the year. *Successfully secured Congressmen
co-sponsorship on bills. *Created and coordinated a federal Grassroots Team, and Chaired a Childhood Obesity Workgroup
in partnership with the governor’s office and other state agencies. *Was instrumental in implementation of the Affordable
Care Act in state, and increased member Action Alerts to top 5 states. *Awarded Recognized Young Dietitian of the Year. 


 
Leadership Position: State Coordinator for Let’s Move Cities and Towns


Organization: Maryland Academy of Nutrition and Dietetics 


Years involved in the
organization: 2010 - 2012 
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My specific leadership contributions, achievements and outcomes:
*Name given to First Lady and White House to represent state in the initiative. Recruited and trained volunteers. 


 


Honors & Awards Highlights
List up to three professional association/community honors or awards. Include granting organization, name of the honor or award and
year received. 


Organization: Maryland Academy of Nutrition and Dietetics 
Award: Recognized Young Dietitian of the Year 
Year: 2012 


Personal and Campaign Statements


With the Academy's first 100 years approaching, what do you see as opportunities for the future of the food and nutrition
profession? Response is limited to 500 characters (including spaces) or less. 
Our profession is more diverse than other health disciplines and is a true change-driver. Dietitians working in food industry
develop heart healthy options for the public. Others influence the legislative process to secure reimbursement for RDNs
working in clinical settings. The profession has proven success in the last 100 years in nutrition labeling, farming technology,
and medical nutrition therapy to name a few. Diversity is key for our profession’s future. There is nothing we cannot do! 


Campaign Statement- Write a campaign statement that will encourage people to vote for you. 
Response is limited to 250 characters (including spaces) or less - consider a tweet or bumper sticker length word limit. 
Experienced AND leader, passionate about serving AND members, being your voice, and delivering results! I promote
career diversity, including all member opinions, and am excited to bring YOUR ideas into the Second Century of our
profession! 


Next Steps
Next Steps
The Nominating Committee will consider information submitted by President-elect, Treasurer-elect and Speaker-elect
nominees. Interviews for only these three positions will be conducted October 15-16, 2016 during FNCE in Boston, MA.
Interviewees for these positions will be selected and notified by September 14. If selected for an interview, all travel and
housing costs are at the expense of the nominee.


The Nominating Committee will meet November 10-11, 2016 to determine the ballot. All selected candidates will be
contacted during this time. Nominees not selected will be notified of the ballot selection following this Nominating
Committee meeting.


Candidate profiles will be published on the Academy website. Online election information is available
at www.eatrightPRO.org/elections.


The Election begin February 1, 2017 and closes February 22, 2017.
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 Trisha Fuhrman, MS, RDN, LD, FAND,
FASPEN
 Ballwin, MO
Academy #: 706950
Phone: 636-458-5460
nutrisha50@earthlink.net


Choice 1: Commission on Dietetic Registration Registered Dietitian
Nutritionist (RDN)
Choice 2: Nominating Committee Leader with Board of Directors
Experience in the Past 10 Years
Choice 3: 


View CV/Resume
Submitted: 01/23/17 - Monday 


Due Dates and Information for Completion of this Form
Qualifications/Skill Sets - View position qualifications/skill sets and functions by selecting the appropriate position on the
menu on the left. Please check your qualifications against those required of the position for which you were nominated and
positions that might be of interest to you.


Directions - You may complete the on-line Nominee Biographical Information Form in segments and return to your form by
the due date by clicking “Save.” Once form is completed click “Save and Submit to Academy." Please note some sections
have character limits.


Due Dates - The due date for President-elect, Speaker-elect and Treasurer-elect nominees to submit their information for
consideration is August 29, 2016 at 12 NOON CENTRAL TIME.  Nominees for other positions must submit their
information by October 31, 2016 at 12 NOON CENTRAL TIME.


Need Help? Contact Joan Schwaba, Nominating Committee Staff Resource at nominations@eatright.org or 800/877-1600
ext. 4798 if you have any questions.  


Nominee Commitments
Please check the boxes to indicate you have read the following statements.


I support Academy's mission, vision, values and philosophy (www.eatright.org/strategicplan).


I will not divulge information discussed during the nomination process until after the approval of the ballot. 


I acknowledge that a decision to decline a nomination is not public information and will not be disclosed. 


I understand that an individual serving in a nationally elected Academy or DPG/MIG position is not eligible to be


considered for the national Academy ballot where terms of service would overlap. 


If selected for the national Academy ballot I will adhere to the Academy's Campaign Guidelines.


Failure to honor these statements may result in the withdrawal of my name from the nomination process.


Position
Indicate the position(s) in which you are interested and/or for which you have been nominated (self-nominations are welcome). View
position qualifications/skill sets and functions by selecting the appropriate position on the menu on the left. If you choose a second or
third choice, it will not go against you. . The Nominating Committee strives to create a balanced slate of candidates that takes into
account qualifications, skill sets, experience, personal attributes, gender, ethnicity, area and years of practice, and geographic area
representation needs.


1st
Choice


Commission on Dietetic Registration Registered Dietitian Nutritionist (RDN) 


2nd
Choice


Nominating Committee Leader with Board of Directors Experience in the Past 10 Years 
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3rd
Choice


Skills and Attributes
In the table below, you will find the key skills and attributes associated with success in each ballot position. For each of the ballot
positions you selected above, please give specific examples of how you have demonstrated outcomes for each of the key skills and
attributes identified for the position(s). View position qualifications/skill sets and functions by selecting the appropriate position on
the menu on the left. Skills and Attributes will be visible to voters on the elections website. Please keep in mind voters prefer
statements that are short and succinct. 


Address each position using 500 characters (including spaces) or less. Please note: the spell check feature is only enabled using
Google Chrome or Internet Explorer version 10.0 or higher. If those systems are not available to you, place text in a Word document
to check spelling/grammar.


Position Skills/Attributes associated with the
position


Specific examples of how I have demonstrated
outcomes for EACH skill/attribute that qualify
me for the position. List each outcome example


in bullet point format


Commission on
Dietetic Registration
Registered Dietitian
Nutritionist (RDN)


Experience and interest in
credentialing and associated
issues
Commitment to protecting the
public through standard setting


*Defining roles of credentialed practitioners will
enable us to better meet the needs of the public
for reliable nutrition information and give those
without internships an opportunity to practice
within the profession. * We need to help the
public sort through the alphabet soup of
credentials. *I have worked in critical care/home
care/private practice/sales/marketing and
academia and have served on LPPC and CPLS -
all of which give me a broad spectrum of
experiences. 


Nominating
Committee Leader
with Board of
Directors Experience
in the Past 10 Years


Has national networks with
Academy members and
organization units and
Affiliates
Understands strategic direction
and associated  leadership
requirements of a diverse and
large organization or entity
Communicates effectively and
with self-confidence, has
critical thinking and
evaluation skills, ability to
work with a team and to put
the needs of the organization
first in order to reach consensus


 


 
 


Employment History
List up to three current or past positions, starting with the most recent/current. Employment history will be visible to voters on the
elections website.


Employer: Self-employed 
Job Title: Consultant 
Years Employed: 5 


Employer: Coram Specialty Infusion Services 
Job Title: Nutrition Support Specialist 
Years Employed: 6 


Employer: Jewish Hospital College 
Job Title: Chair of Dietetics/Assistant Professor 
Years Employed: 4 


 


Practice Information and Years in Practice
Indicate primary practice area with a "1". If you practice in other areas, please indicate them with a "2", "3", etc.


Practice
Areas


1 Nutrition Support 2 Private Practice 3 Clinical Nutrition 
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Years
in
Practice


25-30 yrs 


Experience
Some, but not all, ballot positions have specific requirements. The following questions are used to determine if you meet the
requirement for those positions. Please check Yes or No.


Have you been a member of the House of Delegates at any time since Fall 2001? 


 Yes 
Have you ever served on the Academy Board of Directors within the past 10 years? 


 Yes 
Have you served on the Board of Directors of another organization? 


 Yes 
Please identify the organization and years served. 
American Society for Parenteral and Enteral Nutrition, 2002-2004 


Leadership Experience
Please provide some information about your Academy leadership positions (Affiliate, DPG/MIG, committee, task force, etc.) or other
leadership positions. Service within the Academy is not necessarily a prerequisite for running for office, however it is useful for the
Nominating Committee to know. The information provided here will help the Nominating Committee choose candidates for some
positions. Some, but not all, ballot positions have specific requirements. View position qualifications/skill sets and functions by
selecting the appropriate position on the menu on the left. 


In the grid below, please list up to five elected or appointed positions within the Academy or other professional or service
organizations you have held within the past 15 years. Next to each position please identify YOUR leadership contributions,
achievements and outcomes. Leadership Experience will be visible to voters on the elections website. Please keep in mind voters
prefer statements that are short and succinct.


Address each position using 500 characters (including spaces) or less. Please note: the spell check feature is only enabled using
Google Chrome or Internet Explorer version 10.0 or higher. If those systems are not available to you, place text in a Word document
to check spelling/grammar.


Leadership Position: ANDPAC Board Member


Organization: Academy Political Action Committee 


Years involved in the
organization: 2016 - 2017 


My specific leadership contributions, achievements and outcomes:
I utilize my network of colleagues to solicit donations to the PAC and respond to Action Alerts. I educate members on the
synergy among the PAC, LPPC, and the profession. I practice what I preach and am a top ANDPAC donor. 


 
Leadership Position: Member of CRN Executive Committee


Organization: Council on Renal Nutrition / National Kidney Foundation 


Years involved in the
organization: 2012 - 2014 


My specific leadership contributions, achievements and outcomes:
Served as CRN editor of Renalink, a electronic interdisciplinary publication. The publication was theme-oriented and each
discipline (nurses, social workers, and dietitians) provided their perspective of the topic. It was a fabulous way to learn and
appreciate the work of each discipline. 


 
Leadership Position: Legislative and Public Policy Committee


Organization: Academy of Nutrition and Dietetics 


Years involved in the
organization: 2013 - 2015 


My specific leadership contributions, achievements and outcomes:
I served as the LPPC liaison to ANDPAC and Consumer Protection and Licensure Subcommittee. I attended the Missouri
Legislative Day. I strive to help every member understand the value for the profession and the public of having a strong
voice on Capitol Hill. I am an ANDPAC champion donor. 


 
Leadership Position: Chair, Dietetics Practice Section


Organization: American Society for Parenteral and Enteral Nutrition 


Years involved in the
organization: 2015 - 2017 
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My specific leadership contributions, achievements and outcomes:
Much of the position is administrative - completing forms for ASPEN awards, the DPS Program of Work, and events and
programs at Clinical Nutrition Week (CNW). Last year, as chair-elect, I organized a networking event during CNW to
increase interaction among members. This year I submitted proposal for a speaker at our business meeting so we can learn
more about mitochondrial diseases. DPS leadership is working to build and maintain a DPS microsite on the ASPEN website. 


 
Leadership Position: Board of Directors


Organization: Academy of Nutrition and Dietetics 


Years involved in the
organization: 2005 - 2013 


My specific leadership contributions, achievements and outcomes:
I served as a director at large, HLT director and HOD Speaker. During my tenure, I was involved in getting DPG delegate
representation within the HOD and making the difficult decision to eliminate one face-to-face meeting. I was on the
committee to change the name from ADA to Academy which required consideration of member and stakeholder perceptions.
I chaired the workgroup to review and make recommendations the BOD to strengthen the Spokesperson Program. 


 


Honors & Awards Highlights
List up to three professional association/community honors or awards. Include granting organization, name of the honor or award and
year received. 


Organization: Nicholls State University 
Award: Outstanding Alumna for the College of Nursing and Allied Health 
Year: 2014 


Organization: American Dietetic Association 
Award: Excellence in the Practice of Clinical Nutrition 
Year: 2002 


Organization: American Dietetic Association 
Award: Fellow of the American Dietetic Association 
Year: 2000 


Organization: A.S.P.E.N. 
Award: Fellow of the American Society of Parenteral and Enteral Nutrition 
Year: 2016 


Personal and Campaign Statements


With the Academy's first 100 years approaching, what do you see as opportunities for the future of the food and nutrition
profession? Response is limited to 500 characters (including spaces) or less. 
The opportunities for all members, regardless of area of practice, are endless - expansion of reimburse for MNT, advanced
practice credentials, and ACEND's future model for education. We must meet member needs while taking the pulse of
trends/changes throughout the world. The Academy must collaborate with other organizations to promote healthy lifestyles
in the U.S. and throughout the world. We must equip members to be leaders in the Academy, their facility, and professional
organizations. 


Campaign Statement- Write a campaign statement that will encourage people to vote for you. 
Response is limited to 250 characters (including spaces) or less - consider a tweet or bumper sticker length word limit. 
RSVP for the Academy. Respond to Action Alerts. Share your ideas for the future. Vote in Academy and local, state, and
national elections. Pay it Forward as a volunteer, mentor, preceptor and/or donor. 


Next Steps
Next Steps
The Nominating Committee will consider information submitted by President-elect, Treasurer-elect and Speaker-elect
nominees. Interviews for only these three positions will be conducted October 15-16, 2016 during FNCE in Boston, MA.
Interviewees for these positions will be selected and notified by September 14. If selected for an interview, all travel and
housing costs are at the expense of the nominee.


The Nominating Committee will meet November 10-11, 2016 to determine the ballot. All selected candidates will be
contacted during this time. Nominees not selected will be notified of the ballot selection following this Nominating
Committee meeting.


Candidate profiles will be published on the Academy website. Online election information is available
at www.eatrightPRO.org/elections.
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The Election begin February 1, 2017 and closes February 22, 2017.
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 Diane W. Heller, MMSc, RDN, LD, FAND
 Atlanta, GA
Academy #: 423679
Phone: 770-289-1915
dwheller@mindspring.com


Choice 1: Speaker-elect
Choice 2: 
Choice 3: 


View CV/Resume
Submitted: 12/14/16 - Wednesday 


Due Dates and Information for Completion of this Form
Qualifications/Skill Sets - View position qualifications/skill sets and functions by selecting the appropriate position on the
menu on the left. Please check your qualifications against those required of the position for which you were nominated and
positions that might be of interest to you.


Directions - You may complete the on-line Nominee Biographical Information Form in segments and return to your form by
the due date by clicking “Save.” Once form is completed click “Save and Submit to Academy." Please note some sections
have character limits.


Due Dates - The due date for President-elect, Speaker-elect and Treasurer-elect nominees to submit their information for
consideration is August 29, 2016 at 12 NOON CENTRAL TIME.  Nominees for other positions must submit their
information by October 31, 2016 at 12 NOON CENTRAL TIME.


Need Help? Contact Joan Schwaba, Nominating Committee Staff Resource at nominations@eatright.org or 800/877-1600
ext. 4798 if you have any questions.  


Nominee Commitments
Please check the boxes to indicate you have read the following statements.


I support Academy's mission, vision, values and philosophy (www.eatright.org/strategicplan).


I will not divulge information discussed during the nomination process until after the approval of the ballot. 


I acknowledge that a decision to decline a nomination is not public information and will not be disclosed. 


I understand that an individual serving in a nationally elected Academy or DPG/MIG position is not eligible to be


considered for the national Academy ballot where terms of service would overlap. 


If selected for the national Academy ballot I will adhere to the Academy's Campaign Guidelines.


Failure to honor these statements may result in the withdrawal of my name from the nomination process.


Position
Indicate the position(s) in which you are interested and/or for which you have been nominated (self-nominations are welcome). View
position qualifications/skill sets and functions by selecting the appropriate position on the menu on the left. If you choose a second or
third choice, it will not go against you. . The Nominating Committee strives to create a balanced slate of candidates that takes into
account qualifications, skill sets, experience, personal attributes, gender, ethnicity, area and years of practice, and geographic area
representation needs.


1st
Choice


Speaker-elect 


2nd
Choice
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3rd
Choice


Skills and Attributes
In the table below, you will find the key skills and attributes associated with success in each ballot position. For each of the ballot
positions you selected above, please give specific examples of how you have demonstrated outcomes for each of the key skills and
attributes identified for the position(s). View position qualifications/skill sets and functions by selecting the appropriate position on
the menu on the left. Skills and Attributes will be visible to voters on the elections website. Please keep in mind voters prefer
statements that are short and succinct. 


Address each position using 500 characters (including spaces) or less. Please note: the spell check feature is only enabled using
Google Chrome or Internet Explorer version 10.0 or higher. If those systems are not available to you, place text in a Word document
to check spelling/grammar.


Position Skills/Attributes associated with the
position


Specific examples of how I have demonstrated
outcomes for EACH skill/attribute that qualify
me for the position. List each outcome example


in bullet point format


Speaker-elect


Experience in meeting
management and facilitation
Ability to communicate
effectively and with
self-confidence
Experience with identifying
and addressing issues
impacting the profession
Ability to inspire member
confidence and lead a group
of diverse individuals


•Planned/facilitated 6 HOD meetings to discuss
mega issues facing our profession •As CNM
DPG & Academy Foundation Chair & GAND
President, I communicated effectively with my
executive team to manage the needs/strategic
direction of that organization •On the Academy
BOD we anticipated/responded to a variety of
organizational/professional issues, setting and
monitoring the strategic direction •Inspired,
lead and motivated members to form the CNM
DPG 


 


 
 


Employment History
List up to three current or past positions, starting with the most recent/current. Employment history will be visible to voters on the
elections website.


Employer: Nutrition Solutions 
Job Title: Nutrition Consultant 
Years Employed: 23 years 


Employer: Georgia Baptist Medical Center 
Job Title: Dietetic Internship Director 
Years Employed: 4 years 


Employer: Georgia Baptist Medical Center 
Job Title: Assistant Director, Nutrition Services/Dietetic Internship Director 
Years Employed: 10 years 


 


Practice Information and Years in Practice
Indicate primary practice area with a "1". If you practice in other areas, please indicate them with a "2", "3", etc.


Practice
Areas


1 Consultation & Business Practice 2 Weight Management 


Years
in
Practice


> 30 yrs 


Experience
Some, but not all, ballot positions have specific requirements. The following questions are used to determine if you meet the
requirement for those positions. Please check Yes or No.


Have you been a member of the House of Delegates at any time since Fall 2001? 


 Yes 
Have you ever served on the Academy Board of Directors within the past 10 years? 


 Yes 
Have you served on the Board of Directors of another organization? 


 Yes 
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Please identify the organization and years served. 
Georgia Dietetic Foundation 1995-present Georgia Academy of Nutrition and Dietetics 1986-2003, 2008-2010 Atlanta
Dietetic Association 1983-1986 CNM DPG 1982-1986 NE DPG 1994-1996 


Leadership Experience
Please provide some information about your Academy leadership positions (Affiliate, DPG/MIG, committee, task force, etc.) or other
leadership positions. Service within the Academy is not necessarily a prerequisite for running for office, however it is useful for the
Nominating Committee to know. The information provided here will help the Nominating Committee choose candidates for some
positions. Some, but not all, ballot positions have specific requirements. View position qualifications/skill sets and functions by
selecting the appropriate position on the menu on the left. 


In the grid below, please list up to five elected or appointed positions within the Academy or other professional or service
organizations you have held within the past 15 years. Next to each position please identify YOUR leadership contributions,
achievements and outcomes. Leadership Experience will be visible to voters on the elections website. Please keep in mind voters
prefer statements that are short and succinct.


Address each position using 500 characters (including spaces) or less. Please note: the spell check feature is only enabled using
Google Chrome or Internet Explorer version 10.0 or higher. If those systems are not available to you, place text in a Word document
to check spelling/grammar.


Leadership Position: House of Delegates Director


Organization: Academy of Nutrition and Dietetics 


Years involved in the
organization: 2013 - 2016 


My specific leadership contributions, achievements and outcomes:
For three years team lead the identification of mega issues impacting current and future practice opportunities and
challenges. Reviewed white papers to support knowledge-based strategic planning dialogues. Developed agendas and
facilitation plans to ensure successful deliberations by delegates and constituents. Served as facilitator for key dialogue
sessions. Drafted follow-up motions for policy recommendations. Approved communication plans to inform board and
membership. 


 
Leadership Position: Board of Directors


Organization: Academy of Nutrition and Dietetics 


Years involved in the
organization: 2012 - 2016 


My specific leadership contributions, achievements and outcomes:
Serving for four years as a member of the BOD I have been in a position to contribute strategic direction and oversight to
critical areas of relevance to the organization. Priority topics included new credential opportunities, exploring solutions to
internship challenges, sponsorship assessment, global growth, enhanced diversity recruitment efforts, outcomes data-focused
research initiatives and tracking trends and technology that impact the study and practice of nutrition and dietetics. 


 
Leadership Position: Chairperson, Secretary


Organization: Academy Foundation 


Years involved in the
organization: 2007 - 2013 


My specific leadership contributions, achievements and outcomes:
Lead the Foundation as Chair and Secretary. Contributed to Foundation record high in contributions and endowment/reserve
level growth. Solicited donors through calls and personal visits. Supported the Foundation at the major gift level and
launched Glitz, Glamour, Give to secure member gifts with on-line jewelry sales generating over $10,000 in unrestricted
revenue. Represented the Foundation at Gala event , presentation at FNCE and site visit associated with $3.5M research
project EB4K. 


 
Leadership Position: Symposium Chairperson


Organization: Weight Management DPG 


Years involved in the
organization: 2011 - 2013 


My specific leadership contributions, achievements and outcomes:
As WM Symposium Chair, I spearheaded the two meetings in 2012 and 2013 that resulted in attendance increasing by 150
(65%). I recruited talented committee members to jointly identify relevant topics and secure leading industry speakers. I
personally developed an effective program brochure distributed to 10,000 members. 


 
Leadership Position: Secretary and Communications Director


Organization: Weight Management DPG 
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Years involved in the
organization: 2005 - 2011 


My specific leadership contributions, achievements and outcomes:
As Communications Chair, I coordinated the various communication channels, such as the newsletter, listserv and website.
As Secretary I kept detailed records of our monthly calls and participated in strategic management as a member of the
executive team. 


 


Honors & Awards Highlights
List up to three professional association/community honors or awards. Include granting organization, name of the honor or award and
year received. 


Organization: Georgia Academy of Nutrition and Dietetics 
Award: Distinguished Service 
Year: 2015 


Organization: Georgia Dietetic Association 
Award: Outstanding Dietitian of the Year 
Year: 1987 


Organization: Georgia Dietetic Association 
Award: Recognized Young Dietitian 
Year: 1982 


Personal and Campaign Statements


With the Academy's first 100 years approaching, what do you see as opportunities for the future of the food and nutrition
profession? Response is limited to 500 characters (including spaces) or less. 
A world of opportunity awaits us! Our 100th anniversary year is a chance to channel our good efforts in practice, research
and education. With the right leadership in place we can build on our founder’s legacy and boldly accelerate awareness about
the value of our profession, seize new opportunities in health and wellness, demonstrate outcomes and build demand! I’m
passionate about all the possibilities and look forward to exploring and shaping the future with YOU! 


Campaign Statement- Write a campaign statement that will encourage people to vote for you. 
Response is limited to 250 characters (including spaces) or less - consider a tweet or bumper sticker length word limit. 
Dedicated and visionary leader with HOD and BOD experience. Will actively seek and listen to your suggestions and
concerns. Passionate about empowering members to create new opportunities within our profession and through
collaborations with others! 


Next Steps
Next Steps
The Nominating Committee will consider information submitted by President-elect, Treasurer-elect and Speaker-elect
nominees. Interviews for only these three positions will be conducted October 15-16, 2016 during FNCE in Boston, MA.
Interviewees for these positions will be selected and notified by September 14. If selected for an interview, all travel and
housing costs are at the expense of the nominee.


The Nominating Committee will meet November 10-11, 2016 to determine the ballot. All selected candidates will be
contacted during this time. Nominees not selected will be notified of the ballot selection following this Nominating
Committee meeting.


Candidate profiles will be published on the Academy website. Online election information is available
at www.eatrightPRO.org/elections.


The Election begin February 1, 2017 and closes February 22, 2017.
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 Barbara Ivens, MS, RDN, FADA, FAND
 Newaygo, MI
Academy #: 00380563
Phone: 231-414-0303 cell
bivens@ncats.net


Choice 1: Director-at-Large
Choice 2: 
Choice 3: 


View CV/Resume
Submitted: 12/12/16 - Monday 


Due Dates and Information for Completion of this Form
Qualifications/Skill Sets - View position qualifications/skill sets and functions by selecting the appropriate position on the
menu on the left. Please check your qualifications against those required of the position for which you were nominated and
positions that might be of interest to you.


Directions - You may complete the on-line Nominee Biographical Information Form in segments and return to your form by
the due date by clicking “Save.” Once form is completed click “Save and Submit to Academy." Please note some sections
have character limits.


Due Dates - The due date for President-elect, Speaker-elect and Treasurer-elect nominees to submit their information for
consideration is August 29, 2016 at 12 NOON CENTRAL TIME.  Nominees for other positions must submit their
information by October 31, 2016 at 12 NOON CENTRAL TIME.


Need Help? Contact Joan Schwaba, Nominating Committee Staff Resource at nominations@eatright.org or 800/877-1600
ext. 4798 if you have any questions.  


Nominee Commitments
Please check the boxes to indicate you have read the following statements.


I support Academy's mission, vision, values and philosophy (www.eatright.org/strategicplan).


I will not divulge information discussed during the nomination process until after the approval of the ballot. 


I acknowledge that a decision to decline a nomination is not public information and will not be disclosed. 


I understand that an individual serving in a nationally elected Academy or DPG/MIG position is not eligible to be


considered for the national Academy ballot where terms of service would overlap. 


If selected for the national Academy ballot I will adhere to the Academy's Campaign Guidelines.


Failure to honor these statements may result in the withdrawal of my name from the nomination process.


Position
Indicate the position(s) in which you are interested and/or for which you have been nominated (self-nominations are welcome). View
position qualifications/skill sets and functions by selecting the appropriate position on the menu on the left. If you choose a second or
third choice, it will not go against you. . The Nominating Committee strives to create a balanced slate of candidates that takes into
account qualifications, skill sets, experience, personal attributes, gender, ethnicity, area and years of practice, and geographic area
representation needs.


1st
Choice


Director-at-Large 


2nd
Choice
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3rd
Choice


Skills and Attributes
In the table below, you will find the key skills and attributes associated with success in each ballot position. For each of the ballot
positions you selected above, please give specific examples of how you have demonstrated outcomes for each of the key skills and
attributes identified for the position(s). View position qualifications/skill sets and functions by selecting the appropriate position on
the menu on the left. Skills and Attributes will be visible to voters on the elections website. Please keep in mind voters prefer
statements that are short and succinct. 


Address each position using 500 characters (including spaces) or less. Please note: the spell check feature is only enabled using
Google Chrome or Internet Explorer version 10.0 or higher. If those systems are not available to you, place text in a Word document
to check spelling/grammar.


Position Skills/Attributes associated with the
position


Specific examples of how I have demonstrated
outcomes for EACH skill/attribute that qualify
me for the position. List each outcome example


in bullet point format


Director-at-Large


Experience and familiarity
with the role of a board of
directors, leadership related to
embracing/managing positive
change, and policy
implementation, promoting a
culture of inquiry and
communication
Think strategically, globally
and futuristically taking into
account the needs of the entire
 membership, including
competing factions/trends
Identify opportunities, address
difficult issues and generate
solutions


• As 2011 Foundation chair, our BOD modeled
a 100% annual pledge that continues as a
challenge for Academy members to imitate; I
served as a strong leader to advance our vision
• Demonstrated collaboration within the
Academy, across diverse practice areas, other
groups on key member issues has prepared me
to help navigate our dietetics future •
Co-authored articles in Academy/IFT Journals
on the value of multidisciplinary partnerships to
demonstrate RDN skills and enhance
cooperation 


 


 
 


Employment History
List up to three current or past positions, starting with the most recent/current. Employment history will be visible to voters on the
elections website.


Employer: Nutrition Information Exchange 
Job Title: Principal 
Years Employed: 1 year 


Employer: ConAgra Foods 
Job Title: Senior Nutrition Director 
Years Employed: 7 years 


 


Practice Information and Years in Practice
Indicate primary practice area with a "1". If you practice in other areas, please indicate them with a "2", "3", etc.


Practice
Areas


1 Consultation & Business Practice 2 Education 


Years
in
Practice


> 30 yrs 


Experience
Some, but not all, ballot positions have specific requirements. The following questions are used to determine if you meet the
requirement for those positions. Please check Yes or No.


Have you been a member of the House of Delegates at any time since Fall 2001? 


 No 
Have you ever served on the Academy Board of Directors within the past 10 years? 


 Yes 
Have you served on the Board of Directors of another organization? 


 Yes 
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Please identify the organization and years served. 
- The Gerber Foundation BOD - 1993-present - DeVos Children's Hospital Foundation BOD - Grand Rapids, MI 1999-2013 


Leadership Experience
Please provide some information about your Academy leadership positions (Affiliate, DPG/MIG, committee, task force, etc.) or other
leadership positions. Service within the Academy is not necessarily a prerequisite for running for office, however it is useful for the
Nominating Committee to know. The information provided here will help the Nominating Committee choose candidates for some
positions. Some, but not all, ballot positions have specific requirements. View position qualifications/skill sets and functions by
selecting the appropriate position on the menu on the left. 


In the grid below, please list up to five elected or appointed positions within the Academy or other professional or service
organizations you have held within the past 15 years. Next to each position please identify YOUR leadership contributions,
achievements and outcomes. Leadership Experience will be visible to voters on the elections website. Please keep in mind voters
prefer statements that are short and succinct.


Address each position using 500 characters (including spaces) or less. Please note: the spell check feature is only enabled using
Google Chrome or Internet Explorer version 10.0 or higher. If those systems are not available to you, place text in a Word document
to check spelling/grammar.


Leadership Position: Chair


Organization: Joint AND/IFT/ASN/IFIC Food and Nutrition Science Solutions Task Force 


Years involved in the
organization: 2012 - 2017 


My specific leadership contributions, achievements and outcomes:
• As 2015 chair of the Food and Nutrition Science Solutions Task Force of the Academy, IFT, ASN, and IFIC, we enjoyed
the successful acceptance of a 2015 FNCE session joint proposal: “Delivering Nutrition Policy and Consumer Food Demand
through Food Science” and in 2016 the publication of two task force papers in the Academy and IFT Journals on the need
and value of multidisciplinary partnerships in advancing public health goals: “Translating the Dietary Guidelines to Promote
Behavior Change”. 


 
Leadership Position: Chair


Organization: Academy of Nutrition and Dietetics Foundation 


Years involved in the
organization: 2009 - 2013 


My specific leadership contributions, achievements and outcomes:
• As 2011 Foundation chair, one of our responsibilities was to raise funds that would extend the efforts of the Foundation
Board to ensure that our philanthropic goals for scholarship, research and awards were met. As the only charitable
organization dedicated to serving our profession, our BOD modeled a 100% annual Foundation giving commitment that still
continues as a challenge for members to imitate. 


 
Leadership Position: Volunteer Coordinator


Organization: Weight Management Practice Group 


Years involved in the
organization: 2011 - 2017 


My specific leadership contributions, achievements and outcomes:
• This position identifies ways for WM members to become more engaged within the practice group. Through conversations
with members of all ages and stages of their professional careers it is rewarding to help channel the interests and passions of
members into meaningful projects that benefit the member, the practice group, and the profession. 


 
Leadership Position: President


Organization: The Gerber Foundation 


Years involved in the
organization: 2002 - 2017 


My specific leadership contributions, achievements and outcomes:
• My volunteer experiences with the Gerber Foundation include leading the successful transition from a corporate-based
non-profit foundation to a separately endowed private foundation with a national focus in pediatric nutrition and health
research. To date, the Gerber Foundation has awarded over 300 national nutrition and health research grants totaling over
$74 million. 


 


Honors & Awards Highlights
List up to three professional association/community honors or awards. Include granting organization, name of the honor or award and
year received. 


Organization: Academy of Nutrition and Dietetics 
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Organization: Academy of Nutrition and Dietetics 
Award: Medallion Award 
Year: 2016 


Organization: Michigan State University 
Award: Outstanding Alumni of the College of Human Ecology 
Year: 2002 


Organization: Michigan Academy of Nutrition and Dietetics 
Award: Michigan Dietitian of the Year 
Year: 1990 


Personal and Campaign Statements


With the Academy's first 100 years approaching, what do you see as opportunities for the future of the food and nutrition
profession? Response is limited to 500 characters (including spaces) or less. 
The next century will bring unprecedented changes in the workforce, health care and the environment. Looking at the
profession in a broad global but local way will require collaboration and an expansive view of the role of the dietetic
profession across the food, wellness and health systems, as well as across disciplines. We must increase the public’s
understanding of the value of our services through strategic alliances, education, and creativity to find practical, sustainable
solutions. 


Campaign Statement- Write a campaign statement that will encourage people to vote for you. 
Response is limited to 250 characters (including spaces) or less - consider a tweet or bumper sticker length word limit. 
Barbara Ivens: Progressive, Positive, Practical. Leaders empower others to embrace and advance the organization’s vision. I
welcome collaborative opportunities to build consensus and maintain focus to propel our profession into its Second Century. 


Next Steps
Next Steps
The Nominating Committee will consider information submitted by President-elect, Treasurer-elect and Speaker-elect
nominees. Interviews for only these three positions will be conducted October 15-16, 2016 during FNCE in Boston, MA.
Interviewees for these positions will be selected and notified by September 14. If selected for an interview, all travel and
housing costs are at the expense of the nominee.


The Nominating Committee will meet November 10-11, 2016 to determine the ballot. All selected candidates will be
contacted during this time. Nominees not selected will be notified of the ballot selection following this Nominating
Committee meeting.


Candidate profiles will be published on the Academy website. Online election information is available
at www.eatrightPRO.org/elections.


The Election begin February 1, 2017 and closes February 22, 2017.
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 Patricia (Patty) Keane, MS, RDN
 Albuquerque, NM
Academy #: 956239
Phone: 505-363-1729
PattyKeaneRD@gmail.com


Choice 1: Commission on Dietetic Registration Registered Dietitian
Nutritionist (RDN)
Choice 2: 
Choice 3: 


View CV/Resume
Submitted: 12/13/16 - Tuesday 


Due Dates and Information for Completion of this Form
Qualifications/Skill Sets - View position qualifications/skill sets and functions by selecting the appropriate position on the
menu on the left. Please check your qualifications against those required of the position for which you were nominated and
positions that might be of interest to you.


Directions - You may complete the on-line Nominee Biographical Information Form in segments and return to your form by
the due date by clicking “Save.” Once form is completed click “Save and Submit to Academy." Please note some sections
have character limits.


Due Dates - The due date for President-elect, Speaker-elect and Treasurer-elect nominees to submit their information for
consideration is August 29, 2016 at 12 NOON CENTRAL TIME.  Nominees for other positions must submit their
information by October 31, 2016 at 12 NOON CENTRAL TIME.


Need Help? Contact Joan Schwaba, Nominating Committee Staff Resource at nominations@eatright.org or 800/877-1600
ext. 4798 if you have any questions.  


Nominee Commitments
Please check the boxes to indicate you have read the following statements.


I support Academy's mission, vision, values and philosophy (www.eatright.org/strategicplan).


I will not divulge information discussed during the nomination process until after the approval of the ballot. 


I acknowledge that a decision to decline a nomination is not public information and will not be disclosed. 


I understand that an individual serving in a nationally elected Academy or DPG/MIG position is not eligible to be


considered for the national Academy ballot where terms of service would overlap. 


If selected for the national Academy ballot I will adhere to the Academy's Campaign Guidelines.


Failure to honor these statements may result in the withdrawal of my name from the nomination process.


Position
Indicate the position(s) in which you are interested and/or for which you have been nominated (self-nominations are welcome). View
position qualifications/skill sets and functions by selecting the appropriate position on the menu on the left. If you choose a second or
third choice, it will not go against you. . The Nominating Committee strives to create a balanced slate of candidates that takes into
account qualifications, skill sets, experience, personal attributes, gender, ethnicity, area and years of practice, and geographic area
representation needs.


1st
Choice


Commission on Dietetic Registration Registered Dietitian Nutritionist (RDN) 


2nd
Choice
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3rd
Choice


Skills and Attributes
In the table below, you will find the key skills and attributes associated with success in each ballot position. For each of the ballot
positions you selected above, please give specific examples of how you have demonstrated outcomes for each of the key skills and
attributes identified for the position(s). View position qualifications/skill sets and functions by selecting the appropriate position on
the menu on the left. Skills and Attributes will be visible to voters on the elections website. Please keep in mind voters prefer
statements that are short and succinct. 


Address each position using 500 characters (including spaces) or less. Please note: the spell check feature is only enabled using
Google Chrome or Internet Explorer version 10.0 or higher. If those systems are not available to you, place text in a Word document
to check spelling/grammar.


Position Skills/Attributes associated with the
position


Specific examples of how I have demonstrated
outcomes for EACH skill/attribute that qualify
me for the position. List each outcome example


in bullet point format


Commission on
Dietetic Registration
Registered Dietitian
Nutritionist (RDN)


Experience and interest in
credentialing and associated
issues
Commitment to protecting the
public through standard setting


RDNs and DTRs are well-positioned to
demonstrate their unique skill set in innovative
practice areas, and need a rigorous credentialing
system to ensure quality professional
development and career excellence. With a
strong foundation in research ethics, and my
work in community-based research and
programs serving vulnerable populations, I have
demonstrated a deep commitment to protecting
the public. This includes developing protocols
to ensure human subjects protection and quality
of practice. 


 


 
 


Employment History
List up to three current or past positions, starting with the most recent/current. Employment history will be visible to voters on the
elections website.


Employer: University of New Mexico Prevention Research Center 
Job Title: Principal Investigator 
Years Employed: 7 


Employer: University of New Mexico 
Job Title: Adjunct Lecturer - Community Nutrition 
Years Employed: 2 


Employer: University of New Mexico 
Job Title: Nutrition Fellow 
Years Employed: 2 


 


Practice Information and Years in Practice
Indicate primary practice area with a "1". If you practice in other areas, please indicate them with a "2", "3", etc.


Practice
Areas


1 Community Nutrition 2 Research 3 Education 
4 Nutrition Policy 


Years
in
Practice


6-10 yrs 


Experience
Some, but not all, ballot positions have specific requirements. The following questions are used to determine if you meet the
requirement for those positions. Please check Yes or No.


Have you been a member of the House of Delegates at any time since Fall 2001? 


 No 
Have you ever served on the Academy Board of Directors within the past 10 years? 


 No 
Have you served on the Board of Directors of another organization? 


 Yes 
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Please identify the organization and years served. 
NM Academy of Nutrition and Dietetics BOD - 5.5 yrs total (1 yr as President, 1.5 yrs as President-Elect, 3 yrs as Public
Policy Coordinator) Roadrunner Food Bank BOD since May 2016 


Leadership Experience
Please provide some information about your Academy leadership positions (Affiliate, DPG/MIG, committee, task force, etc.) or other
leadership positions. Service within the Academy is not necessarily a prerequisite for running for office, however it is useful for the
Nominating Committee to know. The information provided here will help the Nominating Committee choose candidates for some
positions. Some, but not all, ballot positions have specific requirements. View position qualifications/skill sets and functions by
selecting the appropriate position on the menu on the left. 


In the grid below, please list up to five elected or appointed positions within the Academy or other professional or service
organizations you have held within the past 15 years. Next to each position please identify YOUR leadership contributions,
achievements and outcomes. Leadership Experience will be visible to voters on the elections website. Please keep in mind voters
prefer statements that are short and succinct.


Address each position using 500 characters (including spaces) or less. Please note: the spell check feature is only enabled using
Google Chrome or Internet Explorer version 10.0 or higher. If those systems are not available to you, place text in a Word document
to check spelling/grammar.


Leadership Position: President


Organization: New Mexico Academy of Nutrition and Dietetics 


Years involved in the
organization: 2016 - 2017 


My specific leadership contributions, achievements and outcomes:
(Elected) Lead the NM Affiliate board in accomplishing the strategic plan for the year and monitoring the affiliate's fiscal
health. 


 
Leadership Position: President-Elect 


Organization: New Mexico Academy of Nutrition and Dietetics 


Years involved in the
organization: 2015 - 2016 


My specific leadership contributions, achievements and outcomes:
(Elected) Ensured a smooth transition into the role of president and served on several NM Affiliate committees. 


 
Leadership Position: Legislative and Public Policy Committee Member


Organization: Academy of Nutrition and Dieteics 


Years involved in the
organization: 2014 - 2016 


My specific leadership contributions, achievements and outcomes:
(Appointed) In my three-year term, provided guidance to the Academy's public policy work including activities related to
federal and state public policy, legislative, and regulatory issues. Of note, served as Chair of the Child Nutrition
Reauthorization Workgroup. 


 
Leadership Position: Board of Directors Member


Organization: Roadrunner Food Bank 


Years involved in the
organization: 2016 - 


My specific leadership contributions, achievements and outcomes:
(Elected) In addition to board member duties, I also serve as Chair of the Food Bank's Healthcare Advisory Committee, and
as a member of the Advocacy Committee. 


 
Leadership Position: Public Policy Coordinator


Organization: New Mexico Academy of Nutrition and Dietetics 


Years involved in the
organization: 2010 - 2013 


My specific leadership contributions, achievements and outcomes:
(Elected) Led the NM affiliate's federal food and nutrition policy advocacy efforts. 
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Honors & Awards Highlights
List up to three professional association/community honors or awards. Include granting organization, name of the honor or award and
year received. 


Organization: New Mexico Academy of Nutrition and Dietetics 
Award: Emerging Dietetic Leader 
Year: 2015 


Personal and Campaign Statements


With the Academy's first 100 years approaching, what do you see as opportunities for the future of the food and nutrition
profession? Response is limited to 500 characters (including spaces) or less. 
I see exciting opportunities for Academy members to continue to reach across disciplines and sectors to positively impact
public health, and to elevate the role of the RDN and DTR as the recognized nutrition expert and sought-after colleague in a
variety of practice settings. I see an open field of opportunity for RDNs and DTRs to continue to impact food and nutrition
policy at the local, state, and federal level that will improve public health and strengthen our profession. 


Campaign Statement- Write a campaign statement that will encourage people to vote for you. 
Response is limited to 250 characters (including spaces) or less - consider a tweet or bumper sticker length word limit. 
I would be honored to serve in this position, and to continue to support our profession with ethics and integrity with an eye
toward future innovation. 


Next Steps
Next Steps
The Nominating Committee will consider information submitted by President-elect, Treasurer-elect and Speaker-elect
nominees. Interviews for only these three positions will be conducted October 15-16, 2016 during FNCE in Boston, MA.
Interviewees for these positions will be selected and notified by September 14. If selected for an interview, all travel and
housing costs are at the expense of the nominee.


The Nominating Committee will meet November 10-11, 2016 to determine the ballot. All selected candidates will be
contacted during this time. Nominees not selected will be notified of the ballot selection following this Nominating
Committee meeting.


Candidate profiles will be published on the Academy website. Online election information is available
at www.eatrightPRO.org/elections.


The Election begin February 1, 2017 and closes February 22, 2017.
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 Onaney Ortiz, RD, LD
 CIncinnati, OH
Academy #: 968685
Phone: 513-283-9435
onaneyrd@gmail.com


Choice 1: Nominating Committee National Leader
Choice 2: 
Choice 3: 


View CV/Resume
Submitted: 11/13/16 - Sunday 


Due Dates and Information for Completion of this Form
Qualifications/Skill Sets - View position qualifications/skill sets and functions by selecting the appropriate position on the
menu on the left. Please check your qualifications against those required of the position for which you were nominated and
positions that might be of interest to you.


Directions - You may complete the on-line Nominee Biographical Information Form in segments and return to your form by
the due date by clicking “Save.” Once form is completed click “Save and Submit to Academy." Please note some sections
have character limits.


Due Dates - The due date for President-elect, Speaker-elect and Treasurer-elect nominees to submit their information for
consideration is August 29, 2016 at 12 NOON CENTRAL TIME.  Nominees for other positions must submit their
information by October 31, 2016 at 12 NOON CENTRAL TIME.


Need Help? Contact Joan Schwaba, Nominating Committee Staff Resource at nominations@eatright.org or 800/877-1600
ext. 4798 if you have any questions.  


Nominee Commitments
Please check the boxes to indicate you have read the following statements.


I support Academy's mission, vision, values and philosophy (www.eatright.org/strategicplan).


I will not divulge information discussed during the nomination process until after the approval of the ballot. 


I acknowledge that a decision to decline a nomination is not public information and will not be disclosed. 


I understand that an individual serving in a nationally elected Academy or DPG/MIG position is not eligible to be


considered for the national Academy ballot where terms of service would overlap. 


If selected for the national Academy ballot I will adhere to the Academy's Campaign Guidelines.


Failure to honor these statements may result in the withdrawal of my name from the nomination process.


Position
Indicate the position(s) in which you are interested and/or for which you have been nominated (self-nominations are welcome). View
position qualifications/skill sets and functions by selecting the appropriate position on the menu on the left. If you choose a second or
third choice, it will not go against you. . The Nominating Committee strives to create a balanced slate of candidates that takes into
account qualifications, skill sets, experience, personal attributes, gender, ethnicity, area and years of practice, and geographic area
representation needs.


1st
Choice


Nominating Committee National Leader 


2nd
Choice
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3rd
Choice


Skills and Attributes
In the table below, you will find the key skills and attributes associated with success in each ballot position. For each of the ballot
positions you selected above, please give specific examples of how you have demonstrated outcomes for each of the key skills and
attributes identified for the position(s). View position qualifications/skill sets and functions by selecting the appropriate position on
the menu on the left. Skills and Attributes will be visible to voters on the elections website. Please keep in mind voters prefer
statements that are short and succinct. 


Address each position using 500 characters (including spaces) or less. Please note: the spell check feature is only enabled using
Google Chrome or Internet Explorer version 10.0 or higher. If those systems are not available to you, place text in a Word document
to check spelling/grammar.


Position Skills/Attributes associated with the
position


Specific examples of how I have demonstrated
outcomes for EACH skill/attribute that qualify
me for the position. List each outcome example


in bullet point format


Nominating
Committee National
Leader


Has national networks with
Academy members and
organization units and
Affiliates
Understands strategic direction
and associated  leadership
requirements of a diverse and
large organization or entity
Communicates effectively and
with self-confidence, has
critical thinking and
evaluation skills, ability to
work with a team and to put
the needs of the organization
first in order to reach consensus


-Student Advisory Committee as Vice-Chair
(AND)-Member Value Committee
(AND)-Honors Committee (AND) -Public
Policy Committee for the Palm Beach Dietetic
Association (Florida)-Social Media
Chair(Greater Cincinnati Dietetic
Association-Ohio) Leadership: Leadership
Institute attendee -Vice Chair for the Student
Advisory Committee-Leadership article for the
Journal of the AND-Developed first virtual
Student Dietetic Association, Manage a network
of hospitals for Sodexo 


 


 
 


Employment History
List up to three current or past positions, starting with the most recent/current. Employment history will be visible to voters on the
elections website.


Employer: Sodexo 
Job Title: Area Clinical Nutrition Manager 
Years Employed: 1.5 


Employer: University of Cincinnati Medical Center 
Job Title: Lead Dietitian/Dietitian in Critical Care 
Years Employed: 3 


Employer: West Palm Beach VA Medical Center 
Job Title: Dietetic Technician Registered 
Years Employed: 6 


 


Practice Information and Years in Practice
Indicate primary practice area with a "1". If you practice in other areas, please indicate them with a "2", "3", etc.


Practice
Areas


1 Food & Nutrition Management 2 Clinical Nutrition 3 Industry and Sales 


Years
in
Practice


6-10 yrs 


Experience
Some, but not all, ballot positions have specific requirements. The following questions are used to determine if you meet the
requirement for those positions. Please check Yes or No.


Have you been a member of the House of Delegates at any time since Fall 2001? 


 No 
Have you ever served on the Academy Board of Directors within the past 10 years? 


 No 
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Have you served on the Board of Directors of another organization? 


 No 
Please identify the organization and years served. 
Palm Beach Dietetic Association Greater Cincinnati Dietetic Association 


Leadership Experience
Please provide some information about your Academy leadership positions (Affiliate, DPG/MIG, committee, task force, etc.) or other
leadership positions. Service within the Academy is not necessarily a prerequisite for running for office, however it is useful for the
Nominating Committee to know. The information provided here will help the Nominating Committee choose candidates for some
positions. Some, but not all, ballot positions have specific requirements. View position qualifications/skill sets and functions by
selecting the appropriate position on the menu on the left. 


In the grid below, please list up to five elected or appointed positions within the Academy or other professional or service
organizations you have held within the past 15 years. Next to each position please identify YOUR leadership contributions,
achievements and outcomes. Leadership Experience will be visible to voters on the elections website. Please keep in mind voters
prefer statements that are short and succinct.


Address each position using 500 characters (including spaces) or less. Please note: the spell check feature is only enabled using
Google Chrome or Internet Explorer version 10.0 or higher. If those systems are not available to you, place text in a Word document
to check spelling/grammar.


Leadership Position: Member Value Committee


Organization: Academy of Nutrition and Dietetics 


Years involved in the
organization: 2012 - 2014 


My specific leadership contributions, achievements and outcomes:
-Developed programs and initiatives to aid in increasing membership in the organization -Provided insight on major
decisions affecting the organization such as: changes to membership dues, discussions pertaining to the future of our
education programs in dietetics and discussions involving the Academy vision 


 
Leadership Position: Honors Committee


Organization: Academy of Nutrition and Dietetics 


Years involved in the
organization: 2014 - 2015 


My specific leadership contributions, achievements and outcomes:
-Worked diligently with the Honors committee team to select the strongest and brightest recipients for high level awards and
merits. 


 
Leadership Position: Student Advisory Committee


Organization: Academy of Nutrition and Dietetics 


Years involved in the
organization: 2009 - 2011 


My specific leadership contributions, achievements and outcomes:
Vice-Chair: -Developed programs and initiatives for students in Dietetic programs across the country to become involved at
their state/affiliate and/or at the national level. -Was an integral voice in the development of the Academy's Mentoring
Program -Recruited Student Liaisons at colleges/universities in a specific geographic area to represent their program at the
National level. -Was selected to attend the Leadership Institute for the AND in Phoenix, AZ 


 
Leadership Position: Student Dietetic Association 


Organization: University of Medicine and Dentistry of New Jersey (UMDNJ) 


Years involved in the
organization: 2010 - 2012 


My specific leadership contributions, achievements and outcomes:
-Developed the first virtual Student Dietetic Association (SDA) for the UMDNJ Coordinated Program in Dietetics (now
Rutgers) -Worked closely with school administration and program leadership to gain support for the development of this
virtual model -Recruited student volunteers to serve in leadership roles on the SDA -Served as President of the SDA for one
full term -Provided regular meetings and virtual forums for students across the country to connect 


 


Honors & Awards Highlights
List up to three professional association/community honors or awards. Include granting organization, name of the honor or award and
year received. 


Organization: Academy of Nutrition And Dietetics 
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Organization: Academy of Nutrition And Dietetics 
Award: Foundation Scholarship 
Year: 2010 


Organization: Veterans Health Administration 
Award: Leadership Award-Stepping with Pride 
Year: 2010 


Personal and Campaign Statements


With the Academy's first 100 years approaching, what do you see as opportunities for the future of the food and nutrition
profession? Response is limited to 500 characters (including spaces) or less. 
I see great opportunities for blending the ways of our past with the ways of our ever changing future. Major changes are on
the horizon for our Dietetic students and interns,our Dietetic Technicians Registered and our current Registered Dietitians in
the field.I want to help ensure we keep our profession on the right track into the future.I will do this by first helping to choose
the right leaders to charge the effort then I will follow through with continued involvement and leadership. 


Campaign Statement- Write a campaign statement that will encourage people to vote for you. 
Response is limited to 250 characters (including spaces) or less - consider a tweet or bumper sticker length word limit. 
I will push the status quo and deliver results. Help me to guide positive change by voting for me onto the Nominating
Committee. 


Next Steps
Next Steps
The Nominating Committee will consider information submitted by President-elect, Treasurer-elect and Speaker-elect
nominees. Interviews for only these three positions will be conducted October 15-16, 2016 during FNCE in Boston, MA.
Interviewees for these positions will be selected and notified by September 14. If selected for an interview, all travel and
housing costs are at the expense of the nominee.


The Nominating Committee will meet November 10-11, 2016 to determine the ballot. All selected candidates will be
contacted during this time. Nominees not selected will be notified of the ballot selection following this Nominating
Committee meeting.


Candidate profiles will be published on the Academy website. Online election information is available
at www.eatrightPRO.org/elections.


The Election begin February 1, 2017 and closes February 22, 2017.
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 Heidi Silver, PhD, RDN
 Nashville, TN
Academy #: 726629
Phone: 615-423-4851
heidi.j.silver@vanderbilt.edu


Choice 1: Commission on Dietetic Registration Registered Dietitian
Nutritionist (RDN)
Choice 2: Accreditation Council for Education in Nutrition and
Dietetics Practitioner Representative, Registered Dietitian Nutritionist
(RDN)
Choice 3: Nominating Committee National Leader


View CV/Resume
Submitted: 12/06/16 - Tuesday 


Due Dates and Information for Completion of this Form
Qualifications/Skill Sets - View position qualifications/skill sets and functions by selecting the appropriate position on the
menu on the left. Please check your qualifications against those required of the position for which you were nominated and
positions that might be of interest to you.


Directions - You may complete the on-line Nominee Biographical Information Form in segments and return to your form by
the due date by clicking “Save.” Once form is completed click “Save and Submit to Academy." Please note some sections
have character limits.


Due Dates - The due date for President-elect, Speaker-elect and Treasurer-elect nominees to submit their information for
consideration is August 29, 2016 at 12 NOON CENTRAL TIME.  Nominees for other positions must submit their
information by October 31, 2016 at 12 NOON CENTRAL TIME.


Need Help? Contact Joan Schwaba, Nominating Committee Staff Resource at nominations@eatright.org or 800/877-1600
ext. 4798 if you have any questions.  


Nominee Commitments
Please check the boxes to indicate you have read the following statements.


I support Academy's mission, vision, values and philosophy (www.eatright.org/strategicplan).


I will not divulge information discussed during the nomination process until after the approval of the ballot. 


I acknowledge that a decision to decline a nomination is not public information and will not be disclosed. 


I understand that an individual serving in a nationally elected Academy or DPG/MIG position is not eligible to be


considered for the national Academy ballot where terms of service would overlap. 


If selected for the national Academy ballot I will adhere to the Academy's Campaign Guidelines.


Failure to honor these statements may result in the withdrawal of my name from the nomination process.


Position
Indicate the position(s) in which you are interested and/or for which you have been nominated (self-nominations are welcome). View
position qualifications/skill sets and functions by selecting the appropriate position on the menu on the left. If you choose a second or
third choice, it will not go against you. . The Nominating Committee strives to create a balanced slate of candidates that takes into
account qualifications, skill sets, experience, personal attributes, gender, ethnicity, area and years of practice, and geographic area
representation needs.


1st
Choice


Commission on Dietetic Registration Registered Dietitian Nutritionist (RDN) 


2nd
Choice


Accreditation Council for Education in Nutrition and Dietetics Practitioner Representative, Registered Dietitian
Nutritionist (RDN) 
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3rd
Choice


Nominating Committee National Leader 


Skills and Attributes
In the table below, you will find the key skills and attributes associated with success in each ballot position. For each of the ballot
positions you selected above, please give specific examples of how you have demonstrated outcomes for each of the key skills and
attributes identified for the position(s). View position qualifications/skill sets and functions by selecting the appropriate position on
the menu on the left. Skills and Attributes will be visible to voters on the elections website. Please keep in mind voters prefer
statements that are short and succinct. 


Address each position using 500 characters (including spaces) or less. Please note: the spell check feature is only enabled using
Google Chrome or Internet Explorer version 10.0 or higher. If those systems are not available to you, place text in a Word document
to check spelling/grammar.


Position Skills/Attributes associated with the
position


Specific examples of how I have demonstrated
outcomes for EACH skill/attribute that qualify
me for the position. List each outcome example


in bullet point format


Commission on
Dietetic Registration
Registered Dietitian
Nutritionist (RDN)


Experience and interest in
credentialing and associated
issues
Commitment to protecting the
public through standard setting


*Trained and mentored dozens of undergrad and
graduate students who successfully matched for
internships and achieved RDN or DTR
credentials. *Published a commentary in JAND,
presented one of the most highly attended
webinars, and published a guidebook for RDNs
on clinical privileges for RDN order writing.
*Employ RDNs and DTRs in clinical research
rather than general research assistants.
*Convened national meetings to set standards
for implementation of the DRIs in state aging
programs. 


Accreditation Council
for Education in
Nutrition and
Dietetics Practitioner
Representative,
Registered Dietitian
Nutritionist (RDN)


Preceptor or mentor for
nutrition and dietetics students
Experience in accreditation
process and knowledge of
associated issues
Experience and commitment
to assuring quality nutrition
and dietetics education


*Have mentored and precepted 25 undergrad
and grad nutrition students in nutrition research
projects. *Teaching includes: MNT, Food
Science, and Nutrition & Aging courses at
undergrad level; Intro to Clin Nutr to med
students; Obesity courses to doctoral students.
*Member of national Obesity Medical
Education Collaborative. *Provided public
comment on ACEND draft standards and future
practice taskforces. *Chair-Elect (2015) & Chair
(2016) Council on Professional Issues for BOD
of TN AND. 


Nominating
Committee National
Leader


Has national networks with
Academy members and
organization units and
Affiliates
Understands strategic direction
and associated  leadership
requirements of a diverse and
large organization or entity
Communicates effectively and
with self-confidence, has
critical thinking and
evaluation skills, ability to
work with a team and to put
the needs of the organization
first in order to reach consensus


*Chair-Elect (2015) & Chair (2016) of Council
on Professional Issues for BOD of Tennessee
AND. *Selected participant Dannone Institute
Early Career and Mid Career Leadership
Institutes. *Completed 5 Vanderbilt Leadership
Development Workshops *Have extensive
experience with public speaking, presentations,
and publications in nutrition & dietetics.
*Member multiple organizations including
ethics committee for the obesity society.
*Maintained a productive research team for past
13 yrs. 


 


 
 


Employment History
List up to three current or past positions, starting with the most recent/current. Employment history will be visible to voters on the
elections website.


Employer: Vanderbilt University Medical Center 
Job Title: Associate Professor of Medicine 
Years Employed: 13.5 


Employer: Dept Veterans Affairs Tennessee Valley 
Job Title: Health Scientist 
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Years Employed: 2 


Employer: Jackson Memorial Medical Center - Miami 
Job Title: Nutrition Support Dietitian 
Years Employed: 8 


 


Practice Information and Years in Practice
Indicate primary practice area with a "1". If you practice in other areas, please indicate them with a "2", "3", etc.


Practice
Areas


1 Clinical Nutrition 1 Consultation & Business Practice 1 Education 
1 Gerontology 1 Long Term Care 1 Private Practice 
1 Research 1 Weight Management 2 Community Nutrition 
2 Corporate Wellness 2 Diabetes Care 2 Food & Nutrition Management 
2 Nutrition Support 2 Oncology 


Years
in
Practice


25-30 yrs 


Experience
Some, but not all, ballot positions have specific requirements. The following questions are used to determine if you meet the
requirement for those positions. Please check Yes or No.


Have you been a member of the House of Delegates at any time since Fall 2001? 


 No 
Have you ever served on the Academy Board of Directors within the past 10 years? 


 No 
Have you served on the Board of Directors of another organization? 


 Yes 
Please identify the organization and years served. 
Tennessee Academy of Nutrition and Dietetics, 2 years 


Leadership Experience
Please provide some information about your Academy leadership positions (Affiliate, DPG/MIG, committee, task force, etc.) or other
leadership positions. Service within the Academy is not necessarily a prerequisite for running for office, however it is useful for the
Nominating Committee to know. The information provided here will help the Nominating Committee choose candidates for some
positions. Some, but not all, ballot positions have specific requirements. View position qualifications/skill sets and functions by
selecting the appropriate position on the menu on the left. 


In the grid below, please list up to five elected or appointed positions within the Academy or other professional or service
organizations you have held within the past 15 years. Next to each position please identify YOUR leadership contributions,
achievements and outcomes. Leadership Experience will be visible to voters on the elections website. Please keep in mind voters
prefer statements that are short and succinct.


Address each position using 500 characters (including spaces) or less. Please note: the spell check feature is only enabled using
Google Chrome or Internet Explorer version 10.0 or higher. If those systems are not available to you, place text in a Word document
to check spelling/grammar.


Leadership Position: CPI Chair and CPI Chair Elect


Organization: TN Academy of Nutrition and Dietetics 


Years involved in the
organization: 2014 - 2017 


My specific leadership contributions, achievements and outcomes:
As Chair Elect i was responsible for the annual meeting poster session. I increased poster presentations from RDNs, interns
and students by 62% from prior years. This allowed dividing the poster session into 3 categories (food science, community,
clinical) and providing 1st & 2nd place awards for each category. As 2016-17 Chair, my goal is to enhance the learning and
CEU content of the meeting and make the meeting a key benefit for members with regard to new learning, new experiences
and new opportunities to network. I have negotiated a multidisciplinary expert panel to address treatment options for obesity
and T2DM. In addition, i have 3 RDN speakers addressing current hot topics including diet and the gut microbiome, and
nutrition communications in today's media environment. 


 
Leadership Position: Advisor


Organization: National Malnutrition Quality Collaborative and Blueprint 


Years involved in the
organization: 2015 - 2017 
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My specific leadership contributions, achievements and outcomes:
My role is providing content and practice expertise to the development of a national blueprint to address identification and
treatment of malnutrition, and to inform federal public policy to improve funding for research, education, and reimbursement
efforts. Prior to this, i participated in the Malnutrition Quality Improvement Initiative as the principal investigator of the pilot
and feasibility study that tested the tools and resources being used in institutions nationwide to improve identification,
diagnosis, and continuity of care for individuals with malnutrition. 


 
Leadership Position: Medical School Curriculum Leader


Organization: American Society for Nutrition, Obesity Medical Education Collaborative 


Years involved in the
organization: 2016 - 2017 


My specific leadership contributions, achievements and outcomes:
I represent the American Society for Nutrition in the national Obesity Medical Education Collaborative. In this role, I have
contributed content expertise for the development of medical school curriculum competencies to be used nationwide to
improve the knowledge and understanding of medical students in the role of nutrition and nutrients in body weight regulation
as well as the role of the RDN in the treatment of overweight and obesity and the need to improve the rate of referrals to
RDNs. 


 
Leadership Position: Ethics Committee


Organization: The Obesity Society (TOS) 


Years involved in the
organization: 2014 - 2017 


My specific leadership contributions, achievements and outcomes:
Reviewer of advertisements submitted to be placed on TOS website and in TOS annual meeting program for consideration of
whether the advertisement creates a financial or ethical conflict with the interests of the obesity society mission and the
values of its members. 


 
Leadership Position: Director


Organization: Vanderbilt Diet, Body Composition, and Human Metabolism Core 


Years involved in the
organization: 2011 - 2017 


My specific leadership contributions, achievements and outcomes:
I included this leadership role because i have created and maintained a highly successful "business" within Vanderbilt where
i train and employ RDNs to provide nutrition, diet, body composition, energy metabolism, and physical activity services to
internal and external researchers so that RDNs will be utilized more widely in research and therefore reliable and valid
methods for assessments and interventions will be provided by RDNs as the true experts within a highly valued "fee for
service" model. 


 


Honors & Awards Highlights
List up to three professional association/community honors or awards. Include granting organization, name of the honor or award and
year received. 


Organization: Lipscomb University 
Award: Outstanding Research Mentor Award 
Year: 2016 


Organization: Academy of Nutrition and Dietetics 
Award: First Place, FNCE 2015, Scientific Posters 
Year: 2015 


Organization: The Cochrane Collaboration 
Award: Appointed Review Panel Group 
Year: 2014 


Personal and Campaign Statements


With the Academy's first 100 years approaching, what do you see as opportunities for the future of the food and nutrition
profession? Response is limited to 500 characters (including spaces) or less. 
Our profession is at a critical juncture facing many external challenges. We need to learn from plans and pathways of other
health care professions to assure that we have a competitive edge and vital role in the nation's health policies and practices. I
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aim to nurture, inspire, engage and empower our membership in meaningful efforts to achieve opportunities for stronger
career ladders, compensation, and more autonomous practice to improve the quality and delivery of nutritional health care. 


Campaign Statement- Write a campaign statement that will encourage people to vote for you. 
Response is limited to 250 characters (including spaces) or less - consider a tweet or bumper sticker length word limit. 
With great passion, integrity, pride and "outside the box" thinking, it will be my privilege to advocate strongly for the
expertise of our profession and work to increase demand for enriching opportunities for dietitians in our nation's healthcare. 


Next Steps
Next Steps
The Nominating Committee will consider information submitted by President-elect, Treasurer-elect and Speaker-elect
nominees. Interviews for only these three positions will be conducted October 15-16, 2016 during FNCE in Boston, MA.
Interviewees for these positions will be selected and notified by September 14. If selected for an interview, all travel and
housing costs are at the expense of the nominee.


The Nominating Committee will meet November 10-11, 2016 to determine the ballot. All selected candidates will be
contacted during this time. Nominees not selected will be notified of the ballot selection following this Nominating
Committee meeting.


Candidate profiles will be published on the Academy website. Online election information is available
at www.eatrightPRO.org/elections.


The Election begin February 1, 2017 and closes February 22, 2017.
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 Kayle Skorupski, MS, RDN-AP, CSG, CNSC
 TUCSON, AZ
Academy #: 994237
Phone: 520-204-6046
kayleskorupski@email.arizona.edu


Choice 1: Advanced Practice in Clinical Nutrition Representative
(RDN-AP)
Choice 2: 
Choice 3: 


View CV/Resume
Submitted: 10/26/16 - Wednesday 


Due Dates and Information for Completion of this Form
Qualifications/Skill Sets - View position qualifications/skill sets and functions by selecting the appropriate position on the
menu on the left. Please check your qualifications against those required of the position for which you were nominated and
positions that might be of interest to you.


Directions - You may complete the on-line Nominee Biographical Information Form in segments and return to your form by
the due date by clicking “Save.” Once form is completed click “Save and Submit to Academy." Please note some sections
have character limits.


Due Dates - The due date for President-elect, Speaker-elect and Treasurer-elect nominees to submit their information for
consideration is August 29, 2016 at 12 NOON CENTRAL TIME.  Nominees for other positions must submit their
information by October 31, 2016 at 12 NOON CENTRAL TIME.


Need Help? Contact Joan Schwaba, Nominating Committee Staff Resource at nominations@eatright.org or 800/877-1600
ext. 4798 if you have any questions.  


Nominee Commitments
Please check the boxes to indicate you have read the following statements.


I support Academy's mission, vision, values and philosophy (www.eatright.org/strategicplan).


I will not divulge information discussed during the nomination process until after the approval of the ballot. 


I acknowledge that a decision to decline a nomination is not public information and will not be disclosed. 


I understand that an individual serving in a nationally elected Academy or DPG/MIG position is not eligible to be


considered for the national Academy ballot where terms of service would overlap. 


If selected for the national Academy ballot I will adhere to the Academy's Campaign Guidelines.


Failure to honor these statements may result in the withdrawal of my name from the nomination process.


Position
Indicate the position(s) in which you are interested and/or for which you have been nominated (self-nominations are welcome). View
position qualifications/skill sets and functions by selecting the appropriate position on the menu on the left. If you choose a second or
third choice, it will not go against you. . The Nominating Committee strives to create a balanced slate of candidates that takes into
account qualifications, skill sets, experience, personal attributes, gender, ethnicity, area and years of practice, and geographic area
representation needs.


1st
Choice


Advanced Practice in Clinical Nutrition Representative (RDN-AP) 


2nd
Choice
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3rd
Choice


Skills and Attributes
In the table below, you will find the key skills and attributes associated with success in each ballot position. For each of the ballot
positions you selected above, please give specific examples of how you have demonstrated outcomes for each of the key skills and
attributes identified for the position(s). View position qualifications/skill sets and functions by selecting the appropriate position on
the menu on the left. Skills and Attributes will be visible to voters on the elections website. Please keep in mind voters prefer
statements that are short and succinct. 


Address each position using 500 characters (including spaces) or less. Please note: the spell check feature is only enabled using
Google Chrome or Internet Explorer version 10.0 or higher. If those systems are not available to you, place text in a Word document
to check spelling/grammar.


Position Skills/Attributes associated with the
position


Specific examples of how I have demonstrated
outcomes for EACH skill/attribute that qualify
me for the position. List each outcome example


in bullet point format


Advanced Practice in
Clinical Nutrition
Representative
(RDN-AP)


Experience and interest in
credentialing and associated
issues
Commitment to protecting the
public through standard setting
Expertise in advanced practice
clinical nutrition


• My leadership roles in local and state board
have expanded my knowledge regarding
credentialing and licensing issues. • The state
of Arizona currently does not have licensure for
dietitians, and I have been involved in efforts,
including education of our members, and the
public regarding how dietitians protect the
public from harm through the strict standards in
place regarding education, internship and
maintaining practice competency. • I continue
to work clinically as an academic RDN-AP. 


 


 
 


Employment History
List up to three current or past positions, starting with the most recent/current. Employment history will be visible to voters on the
elections website.


Employer: The University of Arizona 
Job Title: Assistant Professor of Practice 
Years Employed: 1 


Employer: Central Arizona College 
Job Title: Adjunct Faculty 
Years Employed: 3 


Employer: Tucson Medical Center 
Job Title: Clinical Dietitian 
Years Employed: 6 


 


Practice Information and Years in Practice
Indicate primary practice area with a "1". If you practice in other areas, please indicate them with a "2", "3", etc.


Practice
Areas


1 Education 2 Clinical Nutrition 3 Gerontology 
4 Nutrition Support 5 Long Term Care 


Years
in
Practice


6-10 yrs 


Experience
Some, but not all, ballot positions have specific requirements. The following questions are used to determine if you meet the
requirement for those positions. Please check Yes or No.


Have you been a member of the House of Delegates at any time since Fall 2001? 


 No 
Have you ever served on the Academy Board of Directors within the past 10 years? 


 No 
Have you served on the Board of Directors of another organization? 


 No 
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Please identify the organization and years served. 
Arizona Academy of Nutrition and Dietetics - Council on Professional Issues Chair-Elect and Chair Southern Arizona
Academy of Nutrition and Dietetics 


Leadership Experience
Please provide some information about your Academy leadership positions (Affiliate, DPG/MIG, committee, task force, etc.) or other
leadership positions. Service within the Academy is not necessarily a prerequisite for running for office, however it is useful for the
Nominating Committee to know. The information provided here will help the Nominating Committee choose candidates for some
positions. Some, but not all, ballot positions have specific requirements. View position qualifications/skill sets and functions by
selecting the appropriate position on the menu on the left. 


In the grid below, please list up to five elected or appointed positions within the Academy or other professional or service
organizations you have held within the past 15 years. Next to each position please identify YOUR leadership contributions,
achievements and outcomes. Leadership Experience will be visible to voters on the elections website. Please keep in mind voters
prefer statements that are short and succinct.


Address each position using 500 characters (including spaces) or less. Please note: the spell check feature is only enabled using
Google Chrome or Internet Explorer version 10.0 or higher. If those systems are not available to you, place text in a Word document
to check spelling/grammar.


Leadership Position: Council on Professional Issues Chair Elect/Chair


Organization: Arizona Academy of Nutrition and Dietetics 


Years involved in the
organization: 2012 - 2014 


My specific leadership contributions, achievements and outcomes:
As Council on Professional Issues Chair Elect, I assisted the current chair in coordinating the Arizona Academy of Nutrition
and Dietetics Annual Conference. As Chair Elect, my main task was to obtain corporate sponsorship for the event, in order to
decrease the cost of attendance for members. The following year as Council on Professional Issues Chair, with the assistance
of the chair elect, I coordinated the annual conference held in Tucson, AZ in June, 2014. 


 
Leadership Position: Nominating Commitee


Organization: Southern Arizona Academy of Nutrition and Dietetics 


Years involved in the
organization: 2015 - 2017 


My specific leadership contributions, achievements and outcomes:
As a member of the Nominating Committee for the Southern Arizona Academy of Nutrition and Dietetics I worked with the
entire committee regarding development of contact with those who were interested in volunteering their time to serve on the
Southern Arizona Academy of Nutrition and Dietetics Board. 


 
Leadership Position: Membership Chair


Organization: Southern Arizona Academy of Nutrition and Dietetics 


Years involved in the
organization: 2011 - 2013 


My specific leadership contributions, achievements and outcomes:
As Membership Chair for the Southern Arizona Academy of Nutrition and Dietetics, my main task was encouraging eligible
dietitians, dietetic technicians and students to join our local chapter. I maintained our membership roster, and sent out
invitations to our meetings and social events. 


 


Honors & Awards Highlights
List up to three professional association/community honors or awards. Include granting organization, name of the honor or award and
year received. 


Personal and Campaign Statements


With the Academy's first 100 years approaching, what do you see as opportunities for the future of the food and nutrition
profession? Response is limited to 500 characters (including spaces) or less. 
Food and nutrition professionals are trained to work in all aspects of health care and in the nutrition industry. We are well
trained, able to adapt to work in any setting, which allows the public to see dietitians and dietetic technicians as the experts in
food and nutrition. Change from the current sick-care model to one of health promotion and wellness will allow us to
leverage our knowledge and skills and help pave the way for the public to live healthy, happy lives! 
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Campaign Statement- Write a campaign statement that will encourage people to vote for you. 
Response is limited to 250 characters (including spaces) or less - consider a tweet or bumper sticker length word limit. 
Vote for Kayle Skorupski to held shape the future of dietetics and nutrition credentialing! 


Next Steps
Next Steps
The Nominating Committee will consider information submitted by President-elect, Treasurer-elect and Speaker-elect
nominees. Interviews for only these three positions will be conducted October 15-16, 2016 during FNCE in Boston, MA.
Interviewees for these positions will be selected and notified by September 14. If selected for an interview, all travel and
housing costs are at the expense of the nominee.


The Nominating Committee will meet November 10-11, 2016 to determine the ballot. All selected candidates will be
contacted during this time. Nominees not selected will be notified of the ballot selection following this Nominating
Committee meeting.


Candidate profiles will be published on the Academy website. Online election information is available
at www.eatrightPRO.org/elections.


The Election begin February 1, 2017 and closes February 22, 2017.
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 Susan Smith, MBA, RDN, LD, FAND
 Alexandria, VA
Academy #: 722149
Phone: 808-212-4657
susmithmbardnld@gmail.com


Choice 1: Treasurer-elect
Choice 2: 
Choice 3: 


View CV/Resume
Submitted: 12/13/16 - Tuesday 


Due Dates and Information for Completion of this Form
Qualifications/Skill Sets - View position qualifications/skill sets and functions by selecting the appropriate position on the
menu on the left. Please check your qualifications against those required of the position for which you were nominated and
positions that might be of interest to you.


Directions - You may complete the on-line Nominee Biographical Information Form in segments and return to your form by
the due date by clicking “Save.” Once form is completed click “Save and Submit to Academy." Please note some sections
have character limits.


Due Dates - The due date for President-elect, Speaker-elect and Treasurer-elect nominees to submit their information for
consideration is August 29, 2016 at 12 NOON CENTRAL TIME.  Nominees for other positions must submit their
information by October 31, 2016 at 12 NOON CENTRAL TIME.


Need Help? Contact Joan Schwaba, Nominating Committee Staff Resource at nominations@eatright.org or 800/877-1600
ext. 4798 if you have any questions.  


Nominee Commitments
Please check the boxes to indicate you have read the following statements.


I support Academy's mission, vision, values and philosophy (www.eatright.org/strategicplan).


I will not divulge information discussed during the nomination process until after the approval of the ballot. 


I acknowledge that a decision to decline a nomination is not public information and will not be disclosed. 


I understand that an individual serving in a nationally elected Academy or DPG/MIG position is not eligible to be


considered for the national Academy ballot where terms of service would overlap. 


If selected for the national Academy ballot I will adhere to the Academy's Campaign Guidelines.


Failure to honor these statements may result in the withdrawal of my name from the nomination process.


Position
Indicate the position(s) in which you are interested and/or for which you have been nominated (self-nominations are welcome). View
position qualifications/skill sets and functions by selecting the appropriate position on the menu on the left. If you choose a second or
third choice, it will not go against you. . The Nominating Committee strives to create a balanced slate of candidates that takes into
account qualifications, skill sets, experience, personal attributes, gender, ethnicity, area and years of practice, and geographic area
representation needs.


1st
Choice


Treasurer-elect 


2nd
Choice
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3rd
Choice


Skills and Attributes
In the table below, you will find the key skills and attributes associated with success in each ballot position. For each of the ballot
positions you selected above, please give specific examples of how you have demonstrated outcomes for each of the key skills and
attributes identified for the position(s). View position qualifications/skill sets and functions by selecting the appropriate position on
the menu on the left. Skills and Attributes will be visible to voters on the elections website. Please keep in mind voters prefer
statements that are short and succinct. 


Address each position using 500 characters (including spaces) or less. Please note: the spell check feature is only enabled using
Google Chrome or Internet Explorer version 10.0 or higher. If those systems are not available to you, place text in a Word document
to check spelling/grammar.


Position Skills/Attributes associated with the
position


Specific examples of how I have demonstrated
outcomes for EACH skill/attribute that qualify
me for the position. List each outcome example


in bullet point format


Treasurer-elect


Experience and familiarity
with the role of a board of
directors, leadership related to
embracing/managing positive
change, and policy
implementation, promoting a
culture of inquiry and
communication
Think strategically, globally
and futuristically taking into
account the needs of the entire
 membership, including
competing factions/trends
Identify opportunities, address
difficult issues and generate
solutions
Has multi-million dollar
budget management experience


I have been on the board of 2 HI non-profits. I
dealt with budgets, executive directors, and
their reviews. In addition I helped food bank
include healthier requested items. This helped to
change the entire culture of the food pantries on
island to include hapa (part white and part
brown) rice into the local food demos. The HI
Costco even now carries 2 types of brown rice. I
have helped weigh in on, and collaborate with
the Academy's goals. Budgeted to 8 million per
year for up to 3 hospitals. 


 


 
 


Employment History
List up to three current or past positions, starting with the most recent/current. Employment history will be visible to voters on the
elections website.


Employer: HCA Virginia, Reston, VA 
Job Title: Clinical Nutrition Manager 
Years Employed: 1 


Employer: Tri-City Medical Center, Oceanside, CA 
Job Title: Director of Food and Nutrition 
Years Employed: 1 


Employer: Hawai'i Health Systems Corporation, Kapa'a, HI 
Job Title: Dietitian IV/ FSD 
Years Employed: 2 1/2 


 


Practice Information and Years in Practice
Indicate primary practice area with a "1". If you practice in other areas, please indicate them with a "2", "3", etc.


Practice
Areas


1 Long Term Care 2 Food & Nutrition Management 3 Clinical Nutrition 
4 Consultation & Business Practice 5 Pediatric 6 School Nutrition 
7 Weight Management 8 Renal 9 Private Practice 
10 Community Nutrition 11 Education 12 Food & Restaurant Industry 
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Years
in
Practice


25-30 yrs 


Experience
Some, but not all, ballot positions have specific requirements. The following questions are used to determine if you meet the
requirement for those positions. Please check Yes or No.


Have you been a member of the House of Delegates at any time since Fall 2001? 


 No 
Have you ever served on the Academy Board of Directors within the past 10 years? 


 No 
Have you served on the Board of Directors of another organization? 


 Yes 
Please identify the organization and years served. 
Good Beginnings Alliance, Honolulu, HI, 2012-2016, Kaua'i Board Member Kaua'i Independent Food Bank, Lihu'e, HI,
2009-2012, Board Member 


Leadership Experience
Please provide some information about your Academy leadership positions (Affiliate, DPG/MIG, committee, task force, etc.) or other
leadership positions. Service within the Academy is not necessarily a prerequisite for running for office, however it is useful for the
Nominating Committee to know. The information provided here will help the Nominating Committee choose candidates for some
positions. Some, but not all, ballot positions have specific requirements. View position qualifications/skill sets and functions by
selecting the appropriate position on the menu on the left. 


In the grid below, please list up to five elected or appointed positions within the Academy or other professional or service
organizations you have held within the past 15 years. Next to each position please identify YOUR leadership contributions,
achievements and outcomes. Leadership Experience will be visible to voters on the elections website. Please keep in mind voters
prefer statements that are short and succinct.


Address each position using 500 characters (including spaces) or less. Please note: the spell check feature is only enabled using
Google Chrome or Internet Explorer version 10.0 or higher. If those systems are not available to you, place text in a Word document
to check spelling/grammar.


Leadership Position: QMC Liaison to the Evidence Based Practice Committee


Organization: Academy of Nutrition and Dietetics 


Years involved in the
organization: 2011 - 2014 


My specific leadership contributions, achievements and outcomes:
Learned about the EAL and had input regarding the update of multiple toolkits, including CKD. Helped let EBPC know
what QMC was working on, as well as the quality aspect of the EBPC work, definitions used, etc. 


 
Leadership Position: Public Relations


Organization: Hawai'i Dietetic Association 


Years involved in the
organization: 2009 - 2013 


My specific leadership contributions, achievements and outcomes:
Helped organize RD Day and National Nutrition Month activities with the Mayors of each island/ county, as well as
encouraging all members to share their ideas throughout Hawai'i, Guam, and Samoa. 


 
Leadership Position: Bylaws Chairperson


Organization: Central Arizona Dietetics Associuation 


Years involved in the
organization: 2006 - 2008 


My specific leadership contributions, achievements and outcomes:
Helped rewrite long-overdue bylaws of the Central Arizona Dietetic Association. 


 
Leadership Position: Quality Management Committee , Chair, Vice Chair, Member 


Organization: Academy of Nutrition and Dietetics 


Years involved in the
organization: 2011 - 2016 
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My specific leadership contributions, achievements and outcomes:
Joint DNS DPG 2015 FNCE presentation in Nashville re: RDN ordering privileges. Helped present RD legal liability
regarding competency in a 2012 FNCE skit. Helped work on the definitions of terms. Helped present the Scope of Practice
Interactive Competency Tool to the Hawai'i Dietetic Association. 


 
Leadership Position: Leader, Leader, Director


Organization: Girl Scouts, Boy Scouts, Religious Education 


Years involved in the
organization: 2002 - 2013 


My specific leadership contributions, achievements and outcomes:
Leader/ Co-leader of a large troop of girls, planning all activities and being the Cookie Mom/ coordinator; leader of a
medium pack of boys, planning all activities and coordinating training for all cub scout leaders in HI; planning and
coordinating all religious education for children birth through 5th grade. 


 


Honors & Awards Highlights
List up to three professional association/community honors or awards. Include granting organization, name of the honor or award and
year received. 


Organization: Academy of Nutrition and Dietetics 
Award: FAND 
Year: 2014 


Personal and Campaign Statements


With the Academy's first 100 years approaching, what do you see as opportunities for the future of the food and nutrition
profession? Response is limited to 500 characters (including spaces) or less. 
When I became a dietitian in 1988, my goal was to eliminate obesity and unnecessary pain and suffering from preventable
diseases, things I had seen in my own family. I am excited to be 51 and to be living proof that these diseases, high blood
pressure and type 2 diabetes, can indeed, be prevented by a healthy diet and lifelong good habits, including exercise! I am
also excited to be in a world where the expertise of nutrition and dietetics professionals is being understood and appreciated. 


Campaign Statement- Write a campaign statement that will encourage people to vote for you. 
Response is limited to 250 characters (including spaces) or less - consider a tweet or bumper sticker length word limit. 
By age 17, I knew I wanted to be an exchange student and a RDN. Multiple states, different jobs, a MBA, several state
licenses, and a few foreign countries later, I am ready for anything, especially helping to keep the Academy on track
financially! 


Next Steps
Next Steps
The Nominating Committee will consider information submitted by President-elect, Treasurer-elect and Speaker-elect
nominees. Interviews for only these three positions will be conducted October 15-16, 2016 during FNCE in Boston, MA.
Interviewees for these positions will be selected and notified by September 14. If selected for an interview, all travel and
housing costs are at the expense of the nominee.


The Nominating Committee will meet November 10-11, 2016 to determine the ballot. All selected candidates will be
contacted during this time. Nominees not selected will be notified of the ballot selection following this Nominating
Committee meeting.


Candidate profiles will be published on the Academy website. Online election information is available
at www.eatrightPRO.org/elections.


The Election begin February 1, 2017 and closes February 22, 2017.
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 Nancy Giles Walters, MMSc, RDN, CSG,
LDN, FAND
 Weaverville, NC
Academy #: 357287
Phone: 706-833-0233
ngwaltrdld@aol.com


Choice 1: Commission on Dietetic Registration Registered Dietitian
Nutritionist (RDN)
Choice 2: 
Choice 3: 


View CV/Resume
Submitted: 12/13/16 - Tuesday 


Due Dates and Information for Completion of this Form
Qualifications/Skill Sets - View position qualifications/skill sets and functions by selecting the appropriate position on the
menu on the left. Please check your qualifications against those required of the position for which you were nominated and
positions that might be of interest to you.


Directions - You may complete the on-line Nominee Biographical Information Form in segments and return to your form by
the due date by clicking “Save.” Once form is completed click “Save and Submit to Academy." Please note some sections
have character limits.


Due Dates - The due date for President-elect, Speaker-elect and Treasurer-elect nominees to submit their information for
consideration is August 29, 2016 at 12 NOON CENTRAL TIME.  Nominees for other positions must submit their
information by October 31, 2016 at 12 NOON CENTRAL TIME.


Need Help? Contact Joan Schwaba, Nominating Committee Staff Resource at nominations@eatright.org or 800/877-1600
ext. 4798 if you have any questions.  


Nominee Commitments
Please check the boxes to indicate you have read the following statements.


I support Academy's mission, vision, values and philosophy (www.eatright.org/strategicplan).


I will not divulge information discussed during the nomination process until after the approval of the ballot. 


I acknowledge that a decision to decline a nomination is not public information and will not be disclosed. 


I understand that an individual serving in a nationally elected Academy or DPG/MIG position is not eligible to be


considered for the national Academy ballot where terms of service would overlap. 


If selected for the national Academy ballot I will adhere to the Academy's Campaign Guidelines.


Failure to honor these statements may result in the withdrawal of my name from the nomination process.


Position
Indicate the position(s) in which you are interested and/or for which you have been nominated (self-nominations are welcome). View
position qualifications/skill sets and functions by selecting the appropriate position on the menu on the left. If you choose a second or
third choice, it will not go against you. . The Nominating Committee strives to create a balanced slate of candidates that takes into
account qualifications, skill sets, experience, personal attributes, gender, ethnicity, area and years of practice, and geographic area
representation needs.


1st
Choice


Commission on Dietetic Registration Registered Dietitian Nutritionist (RDN) 


2nd
Choice
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3rd
Choice


Skills and Attributes
In the table below, you will find the key skills and attributes associated with success in each ballot position. For each of the ballot
positions you selected above, please give specific examples of how you have demonstrated outcomes for each of the key skills and
attributes identified for the position(s). View position qualifications/skill sets and functions by selecting the appropriate position on
the menu on the left. Skills and Attributes will be visible to voters on the elections website. Please keep in mind voters prefer
statements that are short and succinct. 


Address each position using 500 characters (including spaces) or less. Please note: the spell check feature is only enabled using
Google Chrome or Internet Explorer version 10.0 or higher. If those systems are not available to you, place text in a Word document
to check spelling/grammar.


Position Skills/Attributes associated with the
position


Specific examples of how I have demonstrated
outcomes for EACH skill/attribute that qualify
me for the position. List each outcome example


in bullet point format


Commission on
Dietetic Registration
Registered Dietitian
Nutritionist (RDN)


Experience and interest in
credentialing and associated
issues
Commitment to protecting the
public through standard setting


1. Served as a member of the GA Board of
Examiners of Licensed Dietitians for 10 years
(Member, Chairperson 2 terms, helped rewrite
Rules, help investigate and adjudicate decisions
about practicing without a license) 2.
Presentations to district associations & SC
Council on Renal Nutrition on the PDP,
including change to Competencies 3. Filed
complaints regarding individuals practicing
without a license in 2 SE states 


 


 
 


Employment History
List up to three current or past positions, starting with the most recent/current. Employment history will be visible to voters on the
elections website.


Employer: Fresenius Medical Care - NA & US Renal Care 
Job Title: Clinical Dietitian 
Years Employed: 5 yrs these clinics 


Employer: Self-Employed - Multiple Facilities LTCF & ASL 
Job Title: Consulting Dietitian 
Years Employed: 24 years 


Employer: Select Specialty Hospital (LTACH) 
Job Title: Nutrition Support Dietitian 
Years Employed: 5 years - Part Time 


 


Practice Information and Years in Practice
Indicate primary practice area with a "1". If you practice in other areas, please indicate them with a "2", "3", etc.


Practice
Areas


1 Long Term Care 2 Gerontology 3 Renal 
4 Clinical Nutrition 5 Community Nutrition 6 Nutrition Support 


Years
in
Practice


> 30 yrs 


Experience
Some, but not all, ballot positions have specific requirements. The following questions are used to determine if you meet the
requirement for those positions. Please check Yes or No.


Have you been a member of the House of Delegates at any time since Fall 2001? 


 No 
Have you ever served on the Academy Board of Directors within the past 10 years? 


 No 
Have you served on the Board of Directors of another organization? 


 Yes 
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Please identify the organization and years served. 
1. South Carolina Council on Renal Nutrition - Executive Committee - 2009 to Present 2. AND MNPG - Exec Comm - 2007
- 2010 3. GA Board Licensed Dietitians - 2003 - 2013 4. GAND BOD 1978 - 2003 


Leadership Experience
Please provide some information about your Academy leadership positions (Affiliate, DPG/MIG, committee, task force, etc.) or other
leadership positions. Service within the Academy is not necessarily a prerequisite for running for office, however it is useful for the
Nominating Committee to know. The information provided here will help the Nominating Committee choose candidates for some
positions. Some, but not all, ballot positions have specific requirements. View position qualifications/skill sets and functions by
selecting the appropriate position on the menu on the left. 


In the grid below, please list up to five elected or appointed positions within the Academy or other professional or service
organizations you have held within the past 15 years. Next to each position please identify YOUR leadership contributions,
achievements and outcomes. Leadership Experience will be visible to voters on the elections website. Please keep in mind voters
prefer statements that are short and succinct.


Address each position using 500 characters (including spaces) or less. Please note: the spell check feature is only enabled using
Google Chrome or Internet Explorer version 10.0 or higher. If those systems are not available to you, place text in a Word document
to check spelling/grammar.


Leadership Position: Quality Leader Alliance


Organization: AND - Quality Management 


Years involved in the
organization: 2016 - 2017 


My specific leadership contributions, achievements and outcomes:
Working as a member of the Quality Leader Alliance on tasks as designated by the AND Quality Management Team.
Providing data and ideas as requested. 


 
Leadership Position: Chair-Elect & Chair Nominating Committee


Organization: Medical Nutrition Practice Group 


Years involved in the
organization: 2007 - 2010 


My specific leadership contributions, achievements and outcomes:
Managed and helped develop the ballot for 3 years for the MNPG. 


 
Leadership Position: President, Delegate, Appointed Positions 


Organization: GA Academy of Nutrition & Dietetics 


Years involved in the
organization: 2002 - 2003 


My specific leadership contributions, achievements and outcomes:
Actually active on GAND Board of Directors 1978 to 2003, President/Pres-Elect/Past President 1986-89, Delegate to AND
1993-97, Multiple BOD appointed positions 


 


Honors & Awards Highlights
List up to three professional association/community honors or awards. Include granting organization, name of the honor or award and
year received. 


Organization: NDEP - AND 
Award: Outstanding Preceptor of the Year - Area III 
Year: 2012 


Organization: Geargia Dietetic Association 
Award: Distinguished Service - GA Dietetic Association 
Year: 1995 & 2001 


Organization: Georgia Dietetic Association 
Award: Georgia Outstanding Dietitian Award 
Year: 1983 
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Personal and Campaign Statements


With the Academy's first 100 years approaching, what do you see as opportunities for the future of the food and nutrition
profession? Response is limited to 500 characters (including spaces) or less. 
As I have seen the profession of dietetics and ADA/AND advance over the years we have established our positions(s) in
health care but have much to do to continue to prove ourselves and advance our position in nutrition. Areas of opportunities
include increased proof of providing Quality Health Care, provision of more preventive/public health care, enhancing and
improving the eating habits and skills of Americans and extend that world wide, help to improve food security, and
continued research. 


Campaign Statement- Write a campaign statement that will encourage people to vote for you. 
Response is limited to 250 characters (including spaces) or less - consider a tweet or bumper sticker length word limit. 
I am an dietitian who has worked hard to change and update with our profession. I have not sat back and rested on my
accomplishments; I am always trying to further my knowledge and skills. Moving on and improving has always been my
motto in life. 


Next Steps
Next Steps
The Nominating Committee will consider information submitted by President-elect, Treasurer-elect and Speaker-elect
nominees. Interviews for only these three positions will be conducted October 15-16, 2016 during FNCE in Boston, MA.
Interviewees for these positions will be selected and notified by September 14. If selected for an interview, all travel and
housing costs are at the expense of the nominee.


The Nominating Committee will meet November 10-11, 2016 to determine the ballot. All selected candidates will be
contacted during this time. Nominees not selected will be notified of the ballot selection following this Nominating
Committee meeting.


Candidate profiles will be published on the Academy website. Online election information is available
at www.eatrightPRO.org/elections.


The Election begin February 1, 2017 and closes February 22, 2017.
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NOMINEES NOT SELECTED FOR NATIONAL BALLOT – 2017-2018 


CONTACT INFORMATION 


1 


Firstname Member  # Telephone # Email Address 


Phillip Carr 86068184 570-637-3934 Phillip.d.carr@gmail.com 


Mary-Jon Ludy 916657 419-372-6461 mludy@bgsu.edu 


Amanda J. Nieh 86039504 209-768-8083 niehamanda@gmail.com 


Susan Sherman 707978 415-461-6528 susansherman@comcast.net 


Christopher A. Taylor 864172 614-688-7972 Taylor.1043@osu.edu 


Allison Marco (formerly Tepper) 1008496 631-513-0252 alisonmtepper@gmail.com 


 







Phillip Carr 
570-637-3934 phillip.d.carr@gmail.com 116 E. Withrow St, #2 


  Oxford Ohio, 45056 
 


Summary 


U.S. Army veteran with over 7 years of leadership and fitness instruction experience. Proven critical 


thinking skills and professional client management in corporate and private training environments 


working both in one-on-one and large group settings. 


Education 


B.S. candidate - Kinesiology, Dietetics, Community Nutrition and Coaching - Miami University 


 - Founder and President Student Veterans Association, Oxford Chapter  10/2014 - Present 


- Provide academic, professional, and financial advocacy to ease the transition into and promote the 


success within higher education for over 300 military veterans. 


- Initiated a campus wide cultural shift in veterans’ affairs through campaigns and networking, raising 


the previously unlisted university to number 47 in the country’s top 100 military schools. 


- Collaborate with city offices, university officials, and local venders to plan, fund, cater, advertise and 


furnish events including Miami’s Heroes week and the city of Oxford’s Veterans Day Ceremony.  


- Director of Miami’s Green Zone Training Program, Ohio’s first student led Green Zone initiative.  


 - Academy of Nutrition and Dietetics - Chair, Student Advisory Committee           09/2014 - Present 


- Guide Student engagement of representatives in 7 states. 


- Assist Academy of Nutrition and Dietetics in the development of new professional tracks and second 


century initiatives. 


- Identify opportunities for collaboration with other Academy committees, collaborate in the visioning 


process with the council on future practice and provide guidance and feedback on Academy 


programs, benefits and products. 


- Miami University Weightlifting Club – Team Member            09/2014 – 05/2017 


- Phi Epsilon Kappa – Lifetime Member              09/2014 – Present 


- Miami University Student Academy of Nutrition and Dietetics            09/2014 – 05/2017 


Associates Degree - Exercise Science: Focus in Personal Training, International Sports Sciences 


Association (ISSA), 2016 


Work Experience 


Miami University - Strength & Conditioning Coach Intern            02/2015 - Present  


- Implement sport specific strength and conditioning programs for 10 Division 1 collegiate sports 


teams yielding double the wins from the previous year for football, and 2 team championships. 


- Supervise and motivate athletes and coach the proper technique of Olympic lifts and strength 


exercises, maximizing performance, efficiency and safety. 


- Identify and determine causes of physical inefficiencies or imbalances and guide athletes in 


corrective exercises. 


- Foster an atmosphere of healthy competition that emphasizes confidence, teamwork and an overall 


positive attitude. 


Fitness University L.L.C. - Owner, Head Instructor              09/2013 - 07/2014 
- Maintained business license, insurance, facility, equipment and finances of private LLC 


- Maintained 100% contract renewal rate while generating new clientele through referrals obtained 


from satisfied clients and partnered area professionals. 


- Facilitated optimal training in both the indoor studio and at various outdoor locations while also 


offering in home training sessions for those unable to travel due to disability or schedule conflicts. 


X Sport Fitness - Fitness Coach/ Personal Trainer             01/2012 – 06/2014 


- Coached and trained the winner of the 2013 Arlington “Get Fit Challenge”. 


- Aided in recovery, physical therapy and spearheaded reintegration into routine exercise after 


rehabilitation for senior, post-operation and post injury clientele. 


- Evaluated client body composition, flexibility, muscular strength, muscular endurance and 


cardiovascular fitness.  
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United States Army - Presidential Security Detail, Hand-to-hand Combative Instructor 11/2006-


11/2014 


- Worked with U.S. Secret Service to sweep, secure and maintain perimeter for the President of The 


United States and other foreign dignitaries, heads of foreign states or governments and 


distinguished foreign visitors to the District of Washington performing special missions. 


- Instructed hand-to-hand combat techniques to the United States Army, Navy, Air Force and Marines 


in classes of 15-30. 


- Represented the Military District of Washington (D.C., MD., and VA.) at the 2011 National 


Championships All Army Combatives Tournament (Mixed Martial Arts) competing to the quarter 


finals round among over 400 contestants.  


- Supervised and provided critique to junior instructors and ensured a safe and productive learning 


environment. 


CERTIFICATIONS 


Coaching Certification – USA Weightlifting                    09/2015 


Sports Performance Coach - USA Weightlifting (USAW)                  03/2014 


Specialist in Strength and Conditioning - International Sports Sciences Association (ISSA)       09/2013 


Specialist in Fitness Nutrition - International Sports Sciences Association (ISSA)               09/2013 


Master Trainer Certification - International Sports Sciences Association (ISSA)                         03/2014 


Specialist in Exercise Therapy - International Sports Sciences Association (ISSA)                       12/2013 


Youth Fitness Trainer - International Sports Sciences Association (ISSA)                                    03/2014 


Specialist in Senior Fitness - International Sports Sciences Association (ISSA)                             12/2013 


Certified Fitness Trainer - International Sports Sciences Association (ISSA)                                06/2013 


CPR & AED – American Red Cross                     03/2016 


Power Plate Level 1 - Power Plate                     03/2013 


SANKYU – (3RD KYU) Brown Belt Jiu-Jitsu - Midori Yama Budokai                03/2012 


Level 4 Tactical Combatives Instructor- United States Army                  03/2012 


Army Mountain Warfare (Mountaineering) - United States Army                 12/2009 


 







MARY-JON LUDY, PhD, RDN, FAND 
 
 


 I. Academic Degrees 
 
Date Degree Major University 
 
2011 PhD Nutrition Purdue University 
   West Lafayette, IN 
 
Concentration: Ingestive Behavior 
Dissertation: Effects of Red Pepper on Thermogenesis and Appetite in Regular Spicy Food Users and Non-Users 
Advisor: Richard D. Mattes, MPH, PhD, RDN 
 
2004 MS, RDN Clinical Nutrition Tufts University 
   Boston, MA 
 
Masters Research: Human Immunodeficiency Virus and Body Composition in Thailand 
Advisor: Kristy M. Hendricks, ScD, RDN 
 
Masters Internship: Vitamin A Deficiency in Nepal 
Advisor: F. James Levinson, PhD 
 
Dietetic Internship: Tufts-New England Medical Center, Frances Stern Nutrition Center 
Director: Johanna T. Dwyer, DSc, RDN 
 
2002 BS Dietetics  Bowling Green State University 
 Magna Cum Laude  Bowling Green, OH 
 University Honors 
 
Semester Abroad: Keele University, Staffordshire, England (Spring 2001) 


 
 
 II. Academic Positions 
 


A. Teaching Positions 
 


08/11-present Assistant Professor of Clinical Nutrition 
 Bowling Green State University, Bowling Green, OH 


 
B. Administrative Positions    NA 


 
 
III. Non-Academic Positions 


 
05/04-07/07 Clinical Nutrition Specialist 


Department of Nutrition and Food Services 
  Massachusetts General Hospital, Boston, MA 
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IV. Teaching Experiences or Academic Service 
 


A. Teaching Experiences (BGSU = Bowling Green State University, ENV SX = Environmental Studies,           
FCS = Family and Consumer Sciences, FN = Food and Nutrition, UNIV = University Studies) 


 
1. Undergraduate Courses  


 
Nutritional Assessment and Counseling: FN 3100, Bowling Green State University (sole instructor,            
3 credit hours) 


Fall (on campus): 2016 (20 students), 2015 (33 students), 2014 (31 students), 2013 (16 students),  
2012 (31 students), 2011 (26 students) 


Spring (on campus): 2017 (scheduled), 2016 (36 students), 2015 (45 students), 2014 (38 students), 
2013 (39 students), 2012 (36 students)  


 Summer (online): 2016 (11 students), 2015 (7 students), 2014 (18 students), 2013 (13 students),  
2012 (19 students) 


 
Medical Nutrition Therapy II: FN 4380, Bowling Green State University (sole instructor, 3 credit hours) 


Spring (on campus): 2016 (27 students), 2015 (36 students), 2014 (25 students), 2013 (25 students), 
2012 (23 students) 


 
Research Methods in Nutrition, Foods, and Dietetics: FN 4400, Bowling Green State University (sole 
instructor, 3 credit hours)  


Fall (on campus): 2016 (48 students) 
Spring (on campus): 2017 (scheduled) 


 
First Year Seminar (MythBusters: Falcon Edition): BGSU 1910, Bowling Green State University  
(co-taught 50% effort, 1 credit hour) 


Fall (on campus): 2016 (18 students), 2015 (20 students) 
 


Community Development Internship Program: ENV SX 101, University of California-Santa Barbara 
(International Student Volunteers-Costa Rica, variable credit hours) 


Summer (abroad, project leader): 2004 (2 sections, 19 students total) 
  


University Success: UNIV 100, Bowling Green State University (undergraduate teaching assistant,              
2 credit hours) 


Fall (on campus): 2001 (21 students) 
 


2. Undergraduate-Graduate courses  
 


Human Sensory Systems and Food Evaluation: FN 534, Purdue University (graduate teaching assistant,      
3 credit hours) 
 Spring (on campus): 2011 (11 students), 2010 (10 students), 2009 (12 students), 2008 (11 students) 


 
3. Graduate Courses  


 
Advanced Clinical Nutrition: FN 6110, Bowling Green State University (sole instructor, 3 credit hours) 


Fall (on campus): 2016 (8 students), 2015 (11 students), 2014 (7 students), 2013 (6 students),  
 2012 (8 students), 2011 (6 students) 


 
Master’s Project: FN 6910, Bowling Green State University (sole instructor, 3 credit hours) 
 Fall (on campus): 2015 (7 students), 2014 (8 students) 
 Spring (on campus): 2016 (5 students), 2015 (8 students) 
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Seminar in Food and Nutrition: FN 6800, Bowling Green State University (sole instructor, 3 credit hours) 
Spring (on campus): 2017 (scheduled), 2014 (8 students) 


 
Directed Readings in Food and Nutrition: FN 6850, Bowling Green State University (sole instructor,           
2 credit hours) 
 Spring (online): 2012 (4 students) 
 


4. Other Teaching 
 
Supervision of undergraduate Academic Investment in Mathematics and Science (AIMS) Scholars, 
Bowling Green State University 


Lilia Villegas, 2012-2014 
Emma Grupenhoff, 2013 


 
Supervision of undergraduate Center for Undergraduate Research and Scholarship (CURS) Scholars, 
Bowling Green State University 


Julia Filc, Sydney Fuller, Kayla Maseman, Elizabeth McNutt, and Alexis Stechschulte 
Cholesterol Testing and Cardiovascular Risk Assessment  
of First Year College Students in an Academic Learning Community 
* BGSU Center for Undergraduate Research and Scholarship recipients ($600) 
 
Tiffany Smith 
Class-Based Mentoring for Undergraduate Dietetics Students 
* BGSU Center for Undergraduate Research and Scholarship recipient ($200) 
   Peer-reviewed poster presentations (n=1 national)  


 
Supervision of undergraduate Science, Engineering, and Technology Gateway Ohio (SETGO) Scholars, 
Bowling Green State University 


Katrina Beining, 2013-2015 
* Peer-reviewed published manuscript (n=1) and poster presentation (n=1 national) 


 
Supervision of undergraduate Honors Projects, Bowling Green State University 


Madeleine Drees, 2015-present (chair) 
Prevalence of Disordered Eating in College Students by Predominant Exercise Type 
* BGSU Center for Undergraduate Research and Scholarship recipient ($443) 
   Peer-reviewed poster presentations (n=2 national)  
 
Emily Gill, 2015-present (chair) 
Prevalence of Muscle Dysmorphia in College Students by Predominant Exercise Type 
* BGSU Center for Undergraduate Research and Scholarship recipient ($443) 
   Peer-reviewed poster presentations (n=2 national)  
 
Josie Mansperger, 2016 (chair) 
The Effect of Behavior, Stress, and Eating Habits on Weight Changes  
in Freshman College Students at Bowling Green State University 
* BGSU Center for Undergraduate Research and Scholarship recipient ($200) 
   Peer-reviewed poster presentations (n=1 national)  


 
Kaitlin Richard, 2016 (committee member) 
Comparison of Commercial Gecko Food on Growth of Rhacodactylus 
 
Matthew Zach, 2016 (committee member) 
How Water Content of Food (Crickets) Influences Rate of Consumption (by Spiders) 
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Christopher Walls, 2016 (chair) 
Fitness Across the First-Semester of College 
 
Lauren Yacapraro, 2014-2015 (chair) 
Comparison of Body Composition Assessment Techniques in Older Adult Females 
* BGSU Center for Undergraduate Research and Scholarship recipient ($431) 
   Peer-reviewed platform (n=1 international) and poster (n=1 regional, 1 national) presentations 
 
Amanda Kuhlman, 2013-2014 (chair) 


 Quality of Life, Health Status, and Academic. Success in Undergraduates 
       * BGSU Center for Undergraduate Research and Scholarship recipient ($964) 


   Peer-reviewed platform (n=1 national) and poster (n=2 national) presentations 
 
Veronica Rasicci, 2013-2014 (committee member) 
Testing the Health and Exercise Knowledge of Bowling Green State University Students 
* BGSU Center for Undergraduate Research and Scholarship recipient ($500) 
 
Cody Smith, 2013-2014 (chair) 
Comparison of Body Composition Measures in Older Adult Males 
* BGSU Center for Undergraduate Research and Scholarship recipient ($500) 


 
Supervision of international graduate student and undergraduate student research projects,  
Purdue University 


Marion Provost, Spring-Summer 2010, visiting masters student (Nantes, France)  
École Nationale d’Ingénieurs des Techniques des Industries Agricoles et Agroalimentaire  
* Peer-reviewed published manuscripts (n=2) 


 
Laura Keaver, Fall 2010, visiting undergraduate student 


Dublin Institute of Technology (Dublin, Ireland)  
* Peer-reviewed published manuscripts (n=2) 


  
Supervision of undergraduate research assistants, Purdue University 


Lara Bricker Schlitter, 2008-2011 
Clinton Johnson, 2009 
Amy Conklin Habig, 2008 


 
Supervision of dietetic interns, Massachusetts General Hospital 


12 dietetic interns annually, 2004-2007 
 
Independent Study: FCS 4700, Bowling Green State University 


Laboratory Methods in Food and Nutrition Science, Fall 2016, Spring 2012 (on campus) 
   
Independent Study: FN 6860, Bowling Green State University 


Childhood Food Allergies, Fall 2014 (online) 
Medical Nutrition Therapy II, Spring 2016, Spring 2014 (on campus) 


 
Independent Study: HNRS 4900, Bowling Green State University 


Behavior, Stress, and Eating Habits, Fall 2016 (on campus) 
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5. Project, Thesis, and Dissertation Students: Chair 
 


a. Projects (MFN = Masters of Food and Nutrition): 
 


Name Degree Year University 
 


Chelsea Jackle MFN 2016-present BGSU 
Oral Microbiome and Sweet Taste 
 
Brittany Wynn Miller MFN 2016-present BGSU 
Healthy U: A Campus-Based Weight Loss Program for University Employees 
* Peer-reviewed poster presentations (n=2 national) 
 
Carmen Young MFN 2016-present BGSU 
Effect of a Wellness-Focused Learning Community on Health Outcomes in First-Year College Students 
* Peer-reviewed poster presentations (n=2 national) 


 
Brianna Reinhard MFN 2015-2016 BGSU 
Establishing a Cross-Curricular Mentoring Program for Undergraduate Dietetics Students 
* Peer-reviewed poster presentations (n=2 national) 


 
Allison Doriot MFN 2015-2016 BGSU 
eBook Creation to Promote Engagement, Interdisciplinary Collaboration, and Community Involvement  
* Peer-reviewed platform (n=1 regional) and poster (n=1 national) presentations 


 
Taylor Lechner MFN 2015-2016 BGSU 
Prevalence of Disordered Eating and Muscle Dysmorphia in College Students by Predominant 
Exercise Type 
* Peer-reviewed poster presentation (n=2 national) 
 
Molly Kayser MFN 2014-2015 BGSU 
Using Twitter to Enhance Student Engagement in College Nutrition Courses 
* Peer-reviewed platform presentation (n=1 regional), invited presentations (n=3 campus) 


 
Susie Lewis MFN 2014-2015 BGSU 
The Connection between Food Addictions and Nutrition Education in College Students 
* Peer-reviewed platform (n=1 regional) and poster (n=2 national) presentations 


 
Gillian Mitchell MFN 2014-2015 BGSU 
Bacterial Presence on Common Surfaces at Various Dining Facilities  
* BGSU Katzner Graduate Student Research Award recipient ($1,000) 
   Peer-reviewed poster presentation (n=1 regional) 
 
Emily Plaine MFN 2014-2015 BGSU 
Web-Based Timeline Construction: An Interactive, Innovative Approach in Nutrition Education 
* Peer-reviewed published manuscript (n=1) 
   Peer-reviewed platform (n=1 regional) and poster (n=2 national) presentations 
 
Kendal Shaffer MFN 2014-2015 BGSU 
Relationship between Health Status, Quality of Life, Sleep, and Academic Success in Undergraduates 
* Peer-reviewed platform presentation (n=1 national)  
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Carly Steed MFN 2014-2015 BGSU 
Body Composition in Collegiate Athletes: ROTC Cadets and Cheerleaders 
* Peer-reviewed published manuscript (n=1) and poster presentation (n=1 national) 


 
Jenna Swint MFN 2014-2015 BGSU 
Capsaicin and Capsiate: Comparison of Effects at a Traditional Meal 
* Peer-reviewed published manuscript (n=1) and poster presentation (n=1 national) 


 
Rachel Tobe MFN 2014-2015 BGSU 
March Madness App Reviews: How to Implement Them in Your Nutrition Classroom 
* Peer-reviewed poster presentation (n=1 national)  


 
Benjamin Krull MFN 2013-2014 BGSU 
Evaluation of Body Composition Assessment Techniques and Comparison to Physical Training Scores 
in ROTC Cadets 
* Peer-reviewed published manuscript (n=1) and poster presentations (n=2 national)  


 
Jamal Niles  MFN 2013-2014 BGSU 
Evaluation of Body Composition Assessment Techniques in Collegiate Cheerleaders 
* Peer-reviewed poster presentation (n=1 national)  


 
Jennifer Bryant MFN 2012-2013 BGSU 
Capsaicin vs. Capsiate: Appetitive Effects 
* Peer-reviewed published manuscript (n=1) and poster presentation (n=1 national) 


 
Lara Fickes MFN 2012-2013 BGSU 
Transitioning Diets: Is Moving Towards a Whole Foods, Plant-Based Diet Beneficial to Preventing 
and Reversing Disease Risk Factors? 


 
Andrew Richardson MFN 2012-2013 BGSU 
Sport/Position Specific Reference Body Composition Handout for Division I Collegiate Athletes 


 
Jennifer Markusic MFN 2011-2012 BGSU 
Battling the Bulge: Differences in Dietary and Activity Behaviors between Health and Non-Health 
Majors During the First-Year of College 
 
Monali Patil MFN 2011-2012 BGSU 
Sensory, Physiological, and Personality Attributes in 6-n-Propylthiouracil Tasters and Non-Tasters 
* Peer-reviewed poster presentation (n=1 national)  


 
b. Theses (MFN = Masters of Food and Nutrition, MEd = Masters of Education): 


 
Name Degree Year University 


 
Ryan Leone MFN/MEd Kinesiology  2012-2015 BGSU 
Patterns and Composition of Weight Change in College Freshmen 
* BGSU Graduate College Distinguished Thesis Award recipient 
   Midwest Association of Graduate Schools/ProQuest Distinguished Master’s Thesis Award nominee 
   BGSU Katzner Graduate Student Research Award recipient ($1,000) 
   Peer-reviewed published manuscripts (n=2), invited presentations (n=2 campus) 
   Peer-reviewed platform (n=1 national) and poster (n=1 international, 9 national) presentations 
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c. Dissertations (PhD = Doctor of Philosophy): 
 


Name Degree Year University 
 


NA 
 


6. Membership on Dissertation Committees: 
 


Name Degree Year University 
 
Debra Hoffman PhD Clinical Psychology 2014-present BGSU 
Young Adults’ Preferences for a Weight Loss Treatment Program 
 
Justin McGraw PhD Neuropsychology 2014-present BGSU 
Ethanol Self-Administration and Decision-Making in a Free-Reward-Choice Task in the Rat 


 
7. Membership on Thesis Committees (MFN = Masters of Food and Nutrition): 


 
Name Degree Year University 
 
Sarah Kearney MEd Kinesiology 2016-present BGSU 
Sagittal Abdominal Diameter as a Predictor of Obesity in Aging Adults 
 
Edward Kelley MEd Kinesiology 2013-2015 BGSU 
Comparative Analysis of Obesity Classification Methods in Aging Adults 


 * Peer-reviewed platform (n=3 international, 1 regional) and poster (n=1 international, 1 national) 
   presentations 
 
Ryan Majcher MFN 2011-2014 BGSU 
Metabolic Syndrome in Pre- and Post-Menopausal Women After Undergoing Roux-en-Y  
Gastric Bypass Surgery 


 
8. Membership on Project Committees (MFN = Masters of Food and Nutrition): 


 
Name Degree Year University 
 
Stacie Pabst, Nicole Royer, 
and Lauren Sommer MFN 2015-2016 BGSU 
Sleep Duration and Taste Sensitivity in Preschoolers 
 
Courtney Klebe MFN 2015-2016 BGSU 
The Impact of Health Habit Tracking on Success in a Campus-Based Worksite Wellness Program  
* Peer-reviewed poster presentation (n=1 national) 
 
Shannon Smith MFN 2015-2016 BGSU 
Changes in Taste Preference After Sleep Curtailment 
* Peer-reviewed published manuscript (n=1) 
 
Laura Nagy MFN 2013-2014 BGSU 
Critical Review of Smartphone and Tablet Apps for Gluten-Free Diet Management 
* Peer-reviewed poster presentation (n=1 national) 
 
Melanie Powell MFN 2013-2014 BGSU 
Critical Review of Smartphone and Tablet Apps for Diabetes Management 
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Chelsea Schaefer MFN 2013-2014 BGSU 
Evaluation of Gluten-Free Restaurant Menus 
* Peer-reviewed poster presentation (n=1 national) 


 
 
V.  Curriculum Development 


 
A. Courses 
 


First Year Seminar (MythBusters: Falcon Edition): BGSU 1910, Bowling Green State University  
(Offered annually starting in Fall 2015, 1 credit hour) 


 
Social Media for Health Professionals: FN 6820, Bowling Green State University  


(In development, 3 credit hours) 
 


B. Workshops    NA 
 
C. Educational Materials    NA 


 
VI.  Professional Development 
 
  2016 


§ Bowling Green State University (Bowling Green, OH) 
o Center for Faculty Excellence 


§ Efficient (and Effective!) Techniques for Faculty (Spring 2016: Facilitator) 
§ Service Learning Faculty Learning Community (Spring/Fall 2016) 


o College of Education and Human Development: Wellness Learning Community (Spring 2016: Facilitator) 
o Leadership Academy (Bowling Green, OH) 


§ CREATE! Conference – Creativity, Technology, Education (Whitehouse, OH): Platform Speaker 
§ Food and Nutrition Conference and Expo, Academy of Nutrition and Dietetics (Boston, MA):  


Platform Speaker, Poster Presenter and Reviewer 
§ Grant Proposal-Writing Workshop: Grant Writers Seminars and Workshops, LLC (Bowling Green, OH) 
§ Ohio Academy of Nutrition and Dietetics Conference (Columbus, OH): Moderator, Poster Presenter,  


Program Committee 
§ Ohio Academy of Nutrition and Dietetics Legislation and Public Policy Day for Dietetic Interns and Students 


(Columbus, OH): Table Discussion Leader 
§ Ohio Academy of Nutrition and Dietetics Public Policy Day (Columbus, OH) 
§ Public Policy Workshop, Academy of Nutrition and Dietetics (Washington, DC) 
§ Writing Winning Grants: Grant Writers Seminars and Workshops, LLC (Bowling Green, OH) 


 
  2015 


§ Ageing Summit (London, UK): Platform Speaker 
§ Bowling Green State University (Bowling Green, OH) 


o Center for Faculty Excellence 
§ Efficient (and Effective!) Techniques for Faculty (Spring/Fall 2015: Facilitator) 
§ Service Learning Faculty Learning Community (Fall 2015) 


o College of Education and Human Development: Wellness Learning Community  
(Spring/Fall 2015: Facilitator) 


o Prism of Possibility Teaching & Learning Conference: Platform Speaker, Poster Presenter 
§ Experimental Biology (Boston, MA): Platform Speaker, Poster Presenter 
§ Food and Nutrition Conference and Expo, Academy of Nutrition and Dietetics (Nashville, TN):  


Platform Session Moderator, Poster Presenter and Reviewer 
§ Great Lakes Conference on Teaching and Learning (Mount Pleasant, MI): Platform Speaker 
§ Lilly Conference on Evidence-Based Teaching and Learning (Traverse City, MI): Platform Speaker 
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§ Northwest Ohio Symposium on Science, Technology, Engineering, and Mathematics Teaching  
(Bowling Green, OH): Platform Speaker 


§ Ohio Academy of Nutrition and Dietetics Legislation and Public Policy Day for Dietetic Interns and Students 
(Columbus, OH): Table Discussion Leader 


§ Ohio Academy of Nutrition and Dietetics Public Policy Day (Columbus, OH) 
§ Ohio Nutrition and Dietetic Educators and Preceptors Conference (Columbus, OH): Platform Speaker 
§ Public Policy Workshop, Academy of Nutrition and Dietetics (Washington, DC) 


 
  2014 


§ Bowling Green State University (Bowling Green, OH) 
o 21st Century Nutrition Challenges: Food and Nutrition Symposium: Poster Session Organizer 
o Center for Faculty Excellence: Active Learning and the Transition to Digital (Spring 2014),  


Efficient (and Effective!) Techniques for Faculty (Fall 2014: Facilitator) 
o College of Education and Human Development: Assessment Boot Camp (Spring 2014), Interdisciplinary 


Research Learning Community (Spring 2014), Wellness Learning Community (Fall 2014: Facilitator) 
o Quality Matters for Online Courses and Programs 


§ CREATE! Conference – Creativity, Technology, Education (Whitehouse, OH): Platform Speaker 
§ Food and Nutrition Conference and Expo, Academy of Nutrition and Dietetics (Atlanta, GA):  


Poster Presenter and Reviewer 
§ Great Lakes Conference on Teaching and Learning (Mount Pleasant, MI): Platform Speaker 
§ M-Learning Symposium (Bowling Green, OH): Platform Speaker 
§ Ohio Academy of Nutrition and Dietetics Legislation and Public Policy Day for Dietetic Interns and Students 


(Columbus, OH): Table Discussion Leader 
§ Ohio Academy of Nutrition and Dietetics Public Policy Day (Columbus, OH) 
§ Ohio Nutrition and Dietetic Educators and Preceptors Conference (Columbus, OH): Platform Speaker 
§ Public Policy Workshop, Academy of Nutrition and Dietetics (Washington, DC) 
§ Sports, Cardiovascular, and Wellness Nutrition Symposium (Huron, OH): Platform Speaker, Poster Presenter 


 
  2013 


§ Bowling Green State University (Bowling Green, OH) 
o 21st Century Nutrition Challenges: Food and Nutrition Symposium 
o Center for Teaching and Learning: Active Learning and the Transition to Digital (Fall 2013), Innovative 


Teaching LearnShare Campus-Wide Event (4/25/13), Peer Review as Active Learning (Spring 2013) 
o College of Education and Human Development: Assessment Boot Camp (Fall 2013), Early Career 


Research Learning Community (Spring 2013), Interdisciplinary Research Learning Community (Fall 2013) 
o Food and Nutrition Program: iPad Training (7/9/13), Rubric Training (8/20/13) 


§ CREATE! Conference – Creativity, Technology, Education (Whitehouse, OH) 
§ Dannon Nutrition Leadership Institute (Queenstown, MD) 
§ Experimental Biology (Boston, MA): Poster Presenter 
§ Food and Nutrition Conference and Expo, Academy of Nutrition and Dietetics (Houston, TX): Poster Presenter 
§ McCormick Science Institute Advisory Council Annual Meeting (Hunt Valley, MD): Awardee 
§ Grant Proposal-Writing Workshop: Grant Writers Seminars and Workshops, LLC (Bowling Green, OH) 


 
  2012 


§ Bowling Green State University (Bowling Green, OH) 
o 21st Century Nutrition Challenges: Food and Nutrition Symposium 
o Canvas Training Workshop 
o Center for Teaching and Learning: Facilitating Classroom Discussions (1/4/12), How Students Learn: 


Strategies for Engaged Learning (2/10/12), Student Peer Review as Active Learning (2/15/12),  
Creating Significant Learning (5/30/12), Teaching Critical Reading (6/7/12), Using Educational Apps in 
the Classroom (6/22/12), What to Do on the First Day of Class (8/15/12), Peer Review as Active Learning 
(Fall 2012) 


o College of Education and Human Development, Early Career Research Learning Community 
o Intersections in Health and Wellness Conference: Platform Speaker 
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§ Experimental Biology (San Diego, CA): Poster Presenter 
§ Food and Nutrition Conference and Expo, Academy of Nutrition and Dietetics (Philadelphia, PA) 
§ National Science Foundation Regional Grants Conference (Alexandria, VA) 
§ Writing Winning Grants: Grant Writers Seminars and Workshops, LLC (Bowling Green, OH) 


 
2011 
§ Association for Chemoreception Sciences Annual Meeting (St. Pete Beach, FL): Poster Presenter 
§ Bowling Green State University (Bowling Green, OH) 


o 21st Century Nutrition Challenges: Food and Nutrition Symposium 
o College of Education and Human Development, Research Learning Community 


§ Professional Grant Development Workshop: Grant Training Center (Ann Arbor, MI) 
 


2010  
§ 21st Century Nutrition Challenges: Food and Nutrition Symposium,  


Bowling Green State University (Bowling Green, OH): Platform Speaker 
§ The Obesity Society Meeting (San Diego, CA) 
§ Preparing Future Faculty Course, Purdue University (West Lafayette, IN) 
§ Society for the Study of Ingestive Behavior Annual Meeting (Pittsburg, PA): Poster Presenter 


 
2006 
§ North American Cystic Fibrosis Conference (Denver, CO) 
§ The Use of Dietary Therapy in Intractable Epilepsy Conference (Boston, MA) 
 
2005 
§ Benson-Henry Institute for Mind/Body Medicine – Clinical Training in Mind Body Medicine (Boston, MA) 
§ North American Cystic Fibrosis Conference (Baltimore, MD) 


 
2004 
§ International Congress of Dietetics Conference (Chicago, IL) 
§ North American Cystic Fibrosis Conference (St. Louis, MO) 
 
2003  
§ Aluminum Exposure in Pediatric Parenteral Nutrition Therapy Conference (Boston, MA) 
§ Food and Nutrition Conference and Expo, American Dietetic Association (San Antonio, TX) 
§ Massachusetts Dietetic Association Conference (Randolph, MA) 


 
2002  
§ American Diabetes Association Diabetes Symposium (Perrysburg, OH) 
§ Massachusetts Women, Infants, and Children Obesity Conference (Worcester, MA): Display Presenter 
§ Neonatology-Pediatric Conference (Taunton, MA) 
§ Ohio Dietetic Association Conference (Cincinnati, OH) 


 
2001 
§ Food and Nutrition Conference and Expo, American Dietetic Association (St. Louis, MO) 
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VII. Academic Advising 
 
A. Undergraduate  
 


Year Number of Students 
2016-present   22 
2015-2016    19 
2014-2015    26 
2013-2014    19 


 
B. Graduate     NA 


 
 
VIII. Research Interests 


 
  My philosophy as a nutrition scientist, specializing in human ingestive behaviors, is inspired by my professional 


experience as a registered dietitian and upbringing in a rural Appalachian community. It is guided by my desire to 
conduct research that 1) has practical application in real-life situations and 2) involves students in the research 
process.  


 
  My research focuses on three broad areas: energy balance, body composition, and innovative teaching.  
  Training the next generation of registered dietitians and nutrition scientists is at the center of my mission. 


 
 
IX. Research Projects and Grants 
 


A. Research Grants (Funded and Under Review) 
 


Ohio Department of Education – Office for Child Nutrition, Ludy MJ (collaborator). United States Department 
of Agriculture – Food and Nutrition Service’s Team Nutrition Training Grant (2016). Ohio’s 2016 Team 
Nutrition Grant. $500,000 (Under Review). 
 
DeNardo FA (principal investigator), Ludy MJ (co-investigator), Orel NA (co-investigator). Ohio Department 
of Higher Education’s Transforming Campus Climate Grant (2016-2018). Changing BGSU's Campus Culture: 
A Trauma-Informed Learning Community Approach. $14,810 (Funded). 
 
Ludy MJ (principal investigator). Medical Mutual/Bowling Green State University Center of Excellence for 
Health and Wellness across the Lifespan’s Health and Wellness Innovation and Collaboration Grant (2016). 
Health, Wellness, and You Academic Learning Community. $3,000 (Funded). 
 
Ludy MJ (principal investigator), Tucker RM (co-investigator). Academy of Nutrition and Dietetics’ Research 
Dietetic Practice Group/DuPont Nutrition and Health Research Pilot Grant Award (2015-2016). Weight Gain: 
Cause or Effect of Gustatory and Olfactory Hyposensitivity? $1,500 (Funded).  


 
Tucker RM (principal investigator), Ludy MJ (co-investigator), Morgan AL (co-investigator). Medical 
Mutual/Bowling Green State University Center of Excellence for Health and Wellness across the Lifespan’s 
Health and Wellness Innovation and Collaboration Grant (2015). Effects of Occupational Stress on Faculty 
Health Outcomes. $3,000 (Funded). 
 
Morgan AL (principal investigator), Ludy MJ (co-investigator). Research Development Council Research 
Grant (2014-2015). Accuracy of Anthropometric Measures in Predicting Obesity in Men Aged 50 and Over. 
$12,500 (Funded).  
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Hamady CM (co-principal investigator), Ludy MJ (co-principal investigator), Anderson DL (co-investigator), 
Freeworth SL (co-investigator), Kim Y (co-investigator), Pobocik RS (co-investigator). Innovative Teaching 
Grant (2013-2014). Promoting Active Learning with Technology across the Undergraduate Dietetics 
Curriculum. $23,000 (Funded). 
 
Ludy MJ (principal investigator). Building Strength Grant (2013). $9,997 (Funded).  
 
Ludy MJ (principal investigator). Academy of Nutrition and Dietetics McCormick Science Institute Research 
Award (2012-2013). Comparison of Capsaicin and Capsiate’s Appetitive Effects. $5,000 (Funded).  
 
Ludy MJ (principal investigator), Morgan AL (co-investigator). Research Development Council Research 
Grant (2012-2013). Patterns and Composition of Weight Change in College Freshmen. $12,498 (Funded). 


 
B.  Research Grants (Unfunded) 


 
Tucker RM (principal investigator), Khuder S (co-investigator), Lalande S (co-investigator), Leone RJ* (co-
investigator), Ludy MJ (co-investigator), Magsamen-Conrad K (co-investigator), Matthews R (co-
investigator), Morgan AL (co-investigator), Riddick V (co-investigator), Smith K (co-investigator). Ohio 
Occupational Safety and Health Research Program (2015). University Faculty Health Study: Removing 
Barriers to Participation in University-Based Workplace Wellness Programs. $250,000 over 2 years 
(Unfunded). 
 
Ludy MJ (principal investigator), Morgan AL (co-investigator), Kalinoski AL (co-investigator). National 
Institutes of Health Academic Research Enhancement Award (AREA) Program (R15; 2014). Chronic 
Capsaicin Intake and TRPV1: Impact on Obesity and Diabetes Markers. $271,233 over 2 years (Unfunded).  
 
Carels RA (principal investigator), Ludy MJ (co-investigator), Darby LA (co-investigator). National Institutes 
of Health Academic Research Enhancement Award (AREA) Program (R15; 2013). Healthy Steps. $300,000 
over 3 years (Unfunded).  
 
Ludy MJ (principal investigator), Morgan AL (co-investigator), Carels RA (co-investigator). Egg Nutrition 
Center Request for Research Proposals (2013). No Joke, Eat a Yolk: A Healthy Lifestyle Intervention in Off-
Campus College Students. $200,000 over 2 years (Unfunded).  


  
 
X.  Publications or Equivalencies 


 
A. Publications 


 
1. Books 


 
(a) Textbooks    NA 
(b) Scholarly books    NA 
(c) Anthologies    NA 
(d) Chapters of books 
 
 Mattes RD, Ludy MJ. Chemesthesis and health. In: McDonald ST, Bolliet D, Hayes J (eds). 


Chemesthesis: Chemical touch in food and eating. 2016. 1st ed. Pp. 227-49. Wiley, New York. ISBN: 
978-1-118-95173-6. 


 
(e) Indexes and other bibliographic texts    NA 


 
 
 







   Ludy 13 


  


2. Journal Articles 
 


(a) Refereed articles 
(1) Journals (* denotes graduate and ** denotes undergraduate student co-author) 


 
Plaine EK*, Hamady CM, Ludy MJ. Use of Web-Based Timelines to Enhance Patient Care Skills 
of Dietetics Students. Journal of the Academy of Nutrition & Dietetics (In Press, Senior and 
Corresponding Author, Student Advisor, Impact Factor = 2.44). 


 
Doriot AL*, Hamady CM, Ludy MJ. eBook Creation to Engage Millennial Dietetics Students. 
Journal of the Academy of Nutrition & Dietetics (In Revision, Senior and Corresponding Author, 
Student Advisor, Impact Factor = 2.44). 
 
Leone RJ*, Morgan AL, Ludy MJ. Validation of Self-Reported Anthropometrics in Female 
College Freshmen. International Journal of Exercise Science. 2016; 9(1):47-55 (Senior and 
Corresponding Author, Student Advisor). 


 
Ludy MJ, Brackenbury T, Folkins JW, Peet SH, Langendorfer SJ, Beining K**. Student 
Impressions of Syllabus Design: Engaging Versus Contractual Syllabus. International Journal for 
the Scholarship of Teaching and Learning. 2016; 10(2):1-23 (Corresponding Author). 
 
Smith SL*, Ludy MJ, Tucker RM. Changes in Taste Preference and Steps Taken After Sleep 
Curtailment. Physiology & Behavior. 2016; 163:228-33 (Impact Factor = 3.03). 
 
Steed CL*, Krull BR*, Morgan AL, Tucker RM, Ludy MJ. Relationship between Body Fat and 
Physical Fitness in Army ROTC Cadets. Military Medicine. 2016; 181(9):1007-12 (Senior and 
Corresponding Author, Students’ Advisor, Impact Factor = 0.77). 


 
Leone RJ*, Morgan AL, Ludy MJ. Patterns and Composition of Weight Change in College 
Freshmen. College Student Journal. 2015; 49(4):553-64 (Senior and Corresponding Author, 
Student Advisor, Citations = 1). 
 
Ludy MJ, Tucker RM, Tan SY. Chemosensory Properties of Pungent Spices: Their Role in 
Altering Nutrient Intake. Chemosensory Perception. 2015; 8(3):131-7 (Corresponding Author, 
Citations = 1, Impact Factor = 1.37). 


 
Swint JM*, Beining KM**, Bryant JA*, Tucker RM, Ludy MJ. Comparison of Capsaicin and 
Capsiate's Effects at a Meal. Chemosensory Perception. 2015; 8(4):174-82 (Senior and 
Corresponding Author, Students’ Advisor, Impact Factor = 1.37). 


 
Jones JB*, Provost M*, Keaver L**, Breen C**, Ludy MJ, Mattes RD. Effects of Daily 
Consumption of One or Varied Peanut Flavors on Acceptance and Intake. Appetite, 2014; 
82(1):208-12 (Citations = 3, Impact Factor = 2.69). 
 
Jones JB*, Provost M*, Keaver L**, Breen C**, Ludy MJ, Mattes RD. A Randomized Trial on 
the Effects of Flavorings on the Health Benefits of Daily Peanut Consumption. American Journal 
of Clinical Nutrition, 2014; 99(3):490-6 (Citations = 7, Impact Factor = 6.92). 
 
Ludy MJ, Moore GE, Mattes RD. The Effects of Capsaicin and Capsiate on Energy Balance: 
Critical Review and Meta-Analyses of Studies in Humans. Chemical Senses, 2012; 37(2): 103-21 
(Citations = 115, Impact Factor = 3.28). 
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Ludy MJ, Mattes RD. Comparison of Sensory, Physiological, Personality, and Cultural Attributes 
in Regular Spicy Food Users and Non-Users. Appetite, 2012; 58(1):19-27 (Citations = 29, Impact 
Factor = 2.69). 
 
Ludy MJ, Mattes RD. The Effects of Hedonically Acceptable Red Pepper Doses on 
Thermogenesis and Appetite. Physiology & Behavior. 2011; 102(3-4):251-8 (Citations = 66, 
Impact Factor = 3.03). 
 
Ludy MJ, Mattes RD. Noxious Stimuli Sensitivity in Regular Spicy Food Users and Non-Users: 
Comparison of Visual Analog and General Labeled Magnitude Scaling. Chemosensory Perception, 
2011;4(4):123-33 (Citations = 4, Impact Factor = 1.37). 
 
Ludy MJ, Hendricks K, Houser R, Chetchotisakd P, Mootsikapun P, Anunnatsiri S, Price E, 
Wanke C. Body Composition in Adults Infected with Human Immunodeficiency Virus in Khon 
Kaen, Thailand. American Journal of Tropical Medicine and Hygiene. 2005; 73(4):815-9 
(Citations = 20, Impact Factor = 2.74). 


 
(2) Manuscripts in preparation (* denotes graduate student co-author) 


 
Byerley L, Lane H, Ludy MJ, Vitolins MZ, Anderson E, Niedert K, Pennington K, Yang J, Abram 
J. Ethical Considerations for Successfully Navigating the Research Process. Plan to submit to the 
Journal of the Academy of Nutrition & Dietetics (Co-First Author). 
 
Steed CL*, Niles JS*, Morgan AL, Tucker RM, Ludy MJ. A Comparison of Body Composition 
Assessment Techniques in Collegiate Cheerleaders. Plan to submit to International Journal of 
Exercise Science (Senior and Corresponding Author). 
 


(3) Proceedings    NA 
 


(b) Non-refereed articles 
 


(1) Journals    NA 
 
(2) Newsletters 
 


Ludy MJ. Six Weeks of Research and Adventure in Nepal. Tufts Nutrition Magazine. 2003; 
5(1):24. Available at: http://nutrition.tufts.edu/magazine/2003fall/nepal.html. 
 
Friedman Nutrition News. Publication for the Tufts Nutrition Community. Authored 20 articles 
about Frances Stern Nutrition Center’s dietetic interns and alumni. October 2003-March 2004. 


 
(3) Miscellaneous 
 


White paper – Ludy MJ. Protein and Satiety: Children, Breakfast, and Meat Sources. Sara Lee. 
2009. 


 
(c) Editorships of journals   
 
 Review editor (invited), Frontiers in Nutrition Methodology, 2014-present 


 
3. Book Reviews    NA 
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4. Abstracts (* denotes graduate and ** denotes undergraduate student co-author) 
 


Gill EM**, Drees MJ**, Lechner TE*, Hamady CM, Ludy MJ. Muscle Dysmorphia and Disordered 
Eating in Undergraduate Student Exercisers and Non-Exercisers. Poster presentation at Academy of 
Nutrition and Dietetics Food and Nutrition Conference and Expo, 2016, Boston, MA. 
 
Kelley ET*, Morgan AL, Ludy MJ. Determining the Influence of Sex on Body Mass Index in Older 
Adults. Poster presentation at American College of Sports Medicine, 2016, Boston, MA. 
 
Klebe CK*, Miller BW*, Ludy MJ, Tucker RM. The Impact of Health Habit Tracking on Success in a 
Campus-Based Worksite Weight-Loss Program. Poster presentation at Sports, Cardiovascular, and 
Wellness Nutrition Symposium, 2016, Portland, OR.  
 
Lechner TE*, Drees MJ**, Gill EM**, Hamady CM, Ludy MJ. Prevalence of Muscle Dysmorphia and 
Disordered Eating in College Students by Predominant Exercise Type. Poster presentation at Sports, 
Cardiovascular, and Wellness Nutrition Symposium, 2016, Portland, OR.  
 
Ludy MJ, Hamady CM. Engaging Millennials: Creative Approaches in Dietetics Education. Platform 
presentation at Academy of Nutrition and Dietetics Food and Nutrition Conference and Expo, 2016, 
Boston, MA. 
 
Ludy MJ, Morgan AL. Using a Learning Community Approach to Improve Health and Wellness among 
University Faculty and Staff. Poster presentation at American College of Sports Medicine, 2016, Boston, 
MA. 
 
Ludy MJ, Tucker RM, Crum AP**, Young CA*. Engaging Undergraduate Nutrition Students in Research: 
A Graduate Student Mentorship Approach. Poster presentation at Academy of Nutrition and Dietetics Food 
and Nutrition Conference and Expo, 2016, Boston, MA. 
 
Miller BW*, Klebe CK*, Ludy MJ, Tucker RM. The Effect of Occupational Stress on Participant’s 
Success in a Worksite Weight Loss Program. Poster presentation at Academy of Nutrition and Dietetics 
Food and Nutrition Conference and Expo, 2016, Boston, MA. 


 
Morgan AL, Ludy MJ, Landry-Meyer L, Kelley ET*. Clinical Screening Tools for Obesity in an Aging 
Population. Poster presentation at World Congress on Active Ageing, 2016, Melbourne, Australia. 
 
Morgan AL, Ludy MJ, Young CA*. Comparison of Pre- and Post-Season Body Composition Measures in 
Female Collegiate Athletes. Poster presentation at American College of Sports Medicine, 2016, Boston, 
MA. 
 
Reinhard BM*, Smith TR**, Ludy MJ, Hamady CM. Class-Based Mentoring for Undergraduate Dietetics 
Students. Poster presentation at Academy of Nutrition and Dietetics Food and Nutrition Conference and 
Expo, 2016, Boston, MA. 
 
Tomko PM*, Mansperger JA**, Tucker RM, Ludy MJ. The Influence of Modest Weight Gain on Taste 
and Smell Acuity in College Freshmen. Poster presentation at Academy of Nutrition and Dietetics Food 
and Nutrition Conference and Expo, 2016, Boston, MA. 
 
Kayser M*, Hamady CM, Ludy MJ. Using Twitter to Enhance Student Engagement in College Courses. 
Platform presentation at Prism of Possibility Teaching & Learning Conference, 2015, Bowling Green, OH. 
 
Kelley ET*, Morgan AL, Ludy MJ. The Role of Age-Related Changes in Body Composition on Body 
Mass Index as an Obesity Indicator: A Pilot Investigation. Platform presentation at Ageing Summit, 2015, 
London, UK. 







   Ludy 16 


  


Lechner TE*, Reinhard BM*, Amato M*, Doriot AL*, Klebe C*, Lewis SL*, Shaffer KM*, Ludy MJ. 
eBook Creation to Enhance Student Engagement and Promote Service Learning. Platform presentation at 
Prism of Possibility Teaching & Learning Conference, 2015, Bowling Green, OH. 
 
Leone RJ*, Kelley ET*, Ludy MJ, Morgan AL. Predictive Utility of Body Composition Assessments 
Across Age Groups. Poster presentation at Ageing Summit, 2015, London, UK. 
 
Leone RJ*, Tucker RM, Morgan AL, Ludy MJ. Associations between Adiposity Measures and Taste 
Intensity Sensitivity Ratings. Poster presentation at Experimental Biology, 2015, Boston, MA. 
 
Lewis SL*, Anderson ME*, Pobocik RS, Ludy MJ. Food Addiction among College Students in an 
Introductory Nutrition Course. Poster presentation at Society for Nutrition Education and Behavior Annual 
Conference, 2015, Pittsburgh, PA. 
 
Lewis SL*, Anderson ME*, Pobocik RS, Ludy MJ. The Impact of Nutrition Education on Food Addiction 
among College Students. Poster presentation at Academy of Nutrition and Dietetics Food and Nutrition 
Conference and Expo, 2015, Nashville, TN.  
 
Ludy MJ, Brackenbury T, Folkins JW, Peet SH, Langendorfer SJ, Beining K**. Creating Syllabi to 
Maximize Student Engagement and Motivation. Platform presentation at Lilly Conference on Evidence-
Based Teaching and Learning, 2015, Traverse City, MI. 
 
Ludy MJ, Brackenbury T, Folkins JW, Peet SH, Langendorfer SJ, Stucker J, Beining K**. The Engaging 
Syllabus: A Do-It-Yourself Workshop. Platform presentation at Prism of Possibility Teaching & Learning 
Conference, 2015, Bowling Green, OH. 
 
Ludy MJ, Brackenbury T, Folkins JW, Peet SH, Langendorfer SJ, Stucker J, Beining K**. The Engaging 
Syllabus: Evolution, Design, and Implementation. Poster presentation at Prism of Possibility Teaching & 
Learning Conference, 2015, Bowling Green, OH. 
 
Ludy MJ, Hamady CM, Haar CM, Plaine EK*. Confronting Public Nutrition Misconceptions: Using 
Timelines and Backchannels to Promote Engagement and Critical Reasoning. Poster presentation at 
Experimental Biology, 2015, Boston, MA. 
 
Ludy MJ, Magsamen-Conrad K, Doriot AL*, Lechner TE*, Reinhard BM*. eBook Creation to Promote 
Engagement, Interdisciplinary Collaboration, and Community Involvement. Poster presentation at 
Academy of Nutrition and Dietetics Food and Nutrition Conference and Expo, 2015, Nashville, TN. 
 
Ludy MJ, Morgan AL, Kelley ET*, Yacapraro LE**. "Quick-and-Dirty" Methods for Assessing Adiposity 
in Older Adults: What is Best? Platform presentation at Ageing Summit, 2015, London, UK. 


 
Mitchell GE*, Meadows AD**, Morris ZJ**, Anderson DL, Ludy MJ. Bacterial Presence on Common 
Surfaces at Bar-and-Grille Restaurants. Poster presentation at Northwest Ohio Undergraduate Symposium 
for Research & Scholarship, 2015, Bowling Green, OH. 
 
Morgan AL, Kelley ET*, Ludy MJ. Body Fat or Lean Mass – Which is More Important for an Aging 
Population? Platform presentation at Ageing Summit, 2015, London, UK. 
 
Plaine EK*, Hamady CM, Ludy MJ. Web-Based Timeline Construction: An Interactive, Innovative 
Educational Approach. Platform presentation at Prism of Possibility Teaching & Learning Conference, 
2015, Bowling Green, OH. 
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Plaine EK*, Hamady CM, Ludy MJ. Use of Timelining by Medical Nutrition Therapy Students Learning 
About Renal Disease. Poster presentation at Academy of Nutrition and Dietetics Food and Nutrition 
Conference and Expo, 2015, Nashville, TN. 
 
Schnepp JC, Ludy MJ. You’ve Pulled Your Last All-Nighter: Efficiency Tools and Techniques for 
College Student. Think Outside the In-Box: A Faculty Guide to Efficient Electronic Communication. 
Platform presentation at Great Lakes Conference on Teaching and Learning, 2015, Mount Pleasant, MI. 
 
Schnepp JC, Ludy MJ. Work Smarter, Not Harder: Tools, Tips, and Techniques to Help Students become 
more Focused, Organized, and Productive. Platform presentation at Northwest Ohio Symposium on 
Science, Technology, Engineering, and Mathematics Teaching, 2015, Bowling Green, OH. 
 
Shaffer KM*, Kuhlman AM**, Leone RJ*, Tucker RM, Morgan AL, Ludy MJ. Relationship between 
Health Status, Quality of Life, Sleep, and Academic Success in Undergraduates. Platform presentation at 
Experimental Biology, 2015, Boston, MA. 
 
Steed CL*, Krull BR*, Morgan AL, Tucker RM, Ludy MJ. Relationship between Body Fat and Physical 
Fitness in Army ROTC Cadets. Poster presentation at Experimental Biology, 2015, Boston, MA. 


 
Swint JM*, Beining KM**, Bryant JA*, Tucker RM, Ludy MJ. Capsaicin and Capsiate: Comparison of 
Effects at a Traditional Meal. Poster presentation at Experimental Biology, 2015, Boston, MA. 
 
Tobe R*, Hamady CM, Ludy MJ. March Madness App Reviews: How to Implement Them in Your 
Classroom. Platform presentation at Prism of Possibility Teaching & Learning Conference, 2015, Bowling 
Green, OH. 
 
Tobe R*, Hamady CM, Ludy MJ. March Madness-Style App Reviews: Enhancing Learning through 
Technology. Poster presentation at Academy of Nutrition and Dietetics Food and Nutrition Conference and 
Expo, 2015, Nashville, TN. 
 
Tucker RM, Ludy MJ, Hanasono LK, Fallon RA, Schnepp JC. Task Organization and Time Management: 
Handling Email, Scheduling Time, and Prioritizing To-Do Lists. Platform presentation at Prism of 
Possibility Teaching & Learning Conference, 2015, Bowling Green, OH. 
 
Yacapraro LE**, Kelley ET*, Morgan AL, Ludy MJ. Comparison of Methods to Assess Adiposity in 
Middle-to-Older Adult Women. Poster presentation at Academy of Nutrition and Dietetics Food and 
Nutrition Conference and Expo, 2015, Nashville, TN. 
 
Yacapraro LE**, Kelley ET*, Morgan AL, Ludy MJ. Evaluation of Body Composition Assessment 
Techniques in Aging Females. Poster presentation at Northwest Ohio Undergraduate Symposium for 
Research & Scholarship, 2015, Bowling Green, OH. 
 
Anderson ME*, Williford JH, Kim Y, Ludy MJ, Pobocik RS. The Connection between Food Addictions 
and Nutrition Education in College Students. Poster presentation at Sports, Cardiovascular, and Wellness 
Nutrition Symposium, 2014, Huron, OH.  


 
Hamady CM, Ludy MJ, Anderson DL, El Khechen NH*, Kayser M*. Using Twitter to Enhance 
Engagement in Undergraduate Nutrition Courses. Poster presentation at Academy of Nutrition and 
Dietetics Food and Nutrition Conference and Expo, 2014, Atlanta, GA.  


First place winner for “Innovation in Dietetics Education” at the Academy of Nutrition and Dietetics 
Food and Nutrition Conference and Expo  
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Kelley ET*, Morgan AL, Ludy MJ. The Role of Age-Related Changes in Body Composition on Body 
Mass Index as an Obesity Indicator: A Pilot Investigation. Platform presentation at Midwest American 
College of Sports Medicine, 2014, Merrillville, IN. 
 
Kuhlman AM**, Ludy MJ, Morgan AL, Leone RJ*. Health-Related Variables and Academic Success in 
Female College Students. Poster presentation at Academy of Nutrition and Dietetics Food and Nutrition 
Conference and Expo, 2014, Atlanta, GA.  
 
Krull BR*, Ludy MJ, Kim Y, Morgan AL. Physical Fitness and Body Fat Percentage in Army ROTC 
Cadets. Poster presentation at Sports, Cardiovascular, and Wellness Nutrition Symposium, 2014, Huron, 
OH. 
 
Leone RJ*, Kuhlman AM**, Ludy MJ, Morgan AL. Changes in Health-Related Risk Factors of On-
Campus College Students during Freshman Year. Poster presentation at Sports, Cardiovascular, and 
Wellness Nutrition Symposium, 2014, Huron, OH.  


 
Leone RJ*, Ludy MJ, Morgan AL. Health Risk Indicators in Incoming Freshmen at a Public Midwestern 
University. Poster presentation at Experimental Biology, 2014, San Diego, CA. 
 
Leone RJ*, Ludy MJ, Morgan AL. Validation of Self-Reported Anthropometrics in Female College 
Freshmen. Poster presentation at American College of Sports Medicine, 2014, Orlando, FL. 
 
Ludy MJ, Brackenbury T, Folkins JW, Peet SH, Langendorfer SJ, Stucker J. The Engaging Syllabus: From 
Contract to Connection. Platform presentation at Great Lakes Conference on Teaching and Learning, 2014, 
Mount Pleasant, MI. 
 
Morgan AL, Ludy MJ, Leone RJ*. Comparison of Anthropometric Indices to Body Composition 
Measures in Male College Freshmen. Poster presentation at American College of Sports Medicine, 2014, 
Orlando, FL. 
 
Nagy L*, Ludy MJ, Kim Y. An Evaluation of Gluten-Free Applications for iPhones. Poster presentation at 
Sports, Cardiovascular, and Wellness Nutrition Symposium, 2014, Huron, OH. 
 
Niles J*, Ludy MJ, Kim Y, Morgan AL. Comparison of Three Methods for Assessing Body Fat 
Percentage in Collegiate Cheerleaders. Poster presentation at Sports, Cardiovascular, and Wellness 
Nutrition Symposium, 2014, Huron, OH. 
 
Schaefer CD*, Ludy MJ, Kim Y. Gluten-Free Menu Options in a Midsized Midwestern Community: The 
Effects of Advertising and Restaurant Type. Poster presentation at Sports, Cardiovascular, and Wellness 
Nutrition Symposium, 2014, Huron, OH. 
 
Leone RJ*, Ludy MJ, Morgan AL. Markers of Health Status of Incoming Freshmen at a Midwestern 
University. Poster presentation at American College of Sports Medicine, 2013, Indianapolis, IN. 
 
Ludy MJ, Leone RJ*, Morgan AL. Patterns and Composition of Weight Change in First-Semester 
Freshmen at a Midwestern University. Poster presentation at Academy of Nutrition and Dietetics Food and 
Nutrition Conference and Expo, 2013, Houston, TX.  
 
Ludy MJ. Some Like It Hot: Characteristics Underlying Spicy Food Preference and Aversion. Poster 
presentation at Experimental Biology, 2013, Boston, MA. 
 
Morgan AL, Ludy MJ, Leone RJ*. Accuracy of Discrete Measures as Indicators of Body Composition in 
College Freshmen. Poster presentation at American College of Sports Medicine, 2013, Indianapolis, IN. 
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Ludy MJ, Patil MM*, Mattes RD. Comparison of Physiological, Sensory, and Personality Attributes in 6-
n-propylthiouracil Tasters and Non-Tasters. Poster presentation at Experimental Biology, 2012, San Diego, 
CA. 
 
Ludy MJ, Mattes RD. Responsiveness to Capsaicin in Regular Spicy Food Users versus Non-Users. Poster 
presentation at the Association for Chemoreception Sciences, 2011, St. Pete Beach, FL.  
 
Ludy MJ, Mattes RD. The Effects of Realistic and Preferred Doses of Red Pepper on Energy Intake and 
Expenditure. Poster presentation at the Society for the Study of Ingestive Behavior, 2010, Pittsburgh, PA.  


 
5. Reports 


 
(a) Published    NA 


  
(b) Unpublished    NA 


 
 
XI. Papers Read to Professional Societies 


 
A. Invited Papers (* denotes graduate student co-presenter)  
 


1. Bowling Green State University Invited Presentations 
 
Ludy MJ (guest lecturer). Public Policy for Emerging Dietetics Professionals. FN 4800: Seminar in Food 
and Nutrition at Bowling Green State University, October 2016, Bowling Green, OH. 
  
Ludy MJ. Importance of working with your Members of Congress – Why and How. Ohio Academy of 
Nutrition and Dietetics Legislation and Public Policy Day, October 2016, Columbus, OH.  
 
Fugett L, Hamady CM, Hanasono LK, Ludy MJ. Harnessing the Power of Social Media: BGSU Expand 
Your Horizons Fair, September 2016, Bowling Green, OH. 
 
Ludy MJ. Building an Effective Syllabus. Jump Start: Bowling Green State University, August 2016, 
Bowling Green, OH. 
 
Ludy MJ, Kiss J, Morgan AL. Nutrition and Body Size for Health Booth. Optimal Aging Fair: Bowling 
Green State University, August 2016, Bowling Green, OH. 
 
Hamady CM, Ludy MJ. eBook and eMagazine Creation to Engage Millennial Learners. CREATE 
Conference, June 2016, Whitehouse, OH. 
 
Ludy MJ. Timelining in Dietetics Education. Ohio Nutrition and Dietetic Educators and Preceptors 
Conference, November 2015, Columbus, OH.  
 
Ludy MJ (guest lecturer). Public Policy for Emerging Dietetics Professionals. FN 4800: Seminar in Food 
and Nutrition at Bowling Green State University, November 2015, Bowling Green, OH. 
  
Ludy MJ. Working with Members of Congress: Preventing Diabetes in Medicare. Ohio Academy of 
Nutrition and Dietetics Legislation and Public Policy Day, October 2015, Columbus, OH.  
 
Ludy MJ (platform session moderator), Kane H, Way D. Team Approach to Enteral Feeding In End of 
Life Care. Academy of Nutrition and Dietetics Food and Nutrition Conference and Expo, October 2015, 
Nashville, TN. 
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Bakies K, Ludy MJ. Social Media and Apps for Nutrition Professionals. Northwest Ohio Dietetic 
Association, October 2015, Bowling Green, OH. 
 
Bostic JD, Hanasono LK, Ludy MJ, Nardone M, Riley-Mukavetz AM, Zamkov MA. Getting Your 
Research Agenda off the Ground as a New Faculty Member at BGSU: New Faculty Orientation, August 
2015, Bowling Green, OH. 
 
Harris K, Hanasono LK, Ludy MJ, Natvig M. Basic Pedagogical Training for Adjunct Faculty and 
Teaching Assistants at BGSU: New Faculty Orientation, August 2015, Bowling Green, OH. 
 
Ludy MJ, Hamady CM, Kayser M*. Twitter in College Education. Center for Faculty Excellence: Active 
Learning & the Transition to Digital Learning Community, February 2015, Bowling Green, OH. 
 
Ludy MJ, Hamady CM, Kayser M*. Twitter in College Education. Center for Faculty Excellence: 
Webinar, February 2015, Bowling Green, OH. 
 
Ludy MJ, Hamady CM, Kayser M*. Twitter in College Education. Communication Sciences and 
Disorders Proseminar, February 2015, Bowling Green, OH. 
 
Schnepp J, Ludy MJ. Efficient and Effective Tools and Techniques for College Students. University 
Honors Program Great Ideas Event, February 2015, Bowling Green, OH.  
 
Hamady CM, Ludy MJ. Emerging Uses of Technology in Dietetics Education. Ohio Nutrition and Dietetic 
Educators and Preceptors Conference, November 2014, Columbus, OH.  
 
Ludy MJ (guest lecturer). Public Policy for Emerging Dietetics Professionals. FN 4800: Seminar in Food 
and Nutrition at Bowling Green State University, November 2014, Bowling Green, OH. 
 
Ludy MJ. Working with Members of Congress: Preventive Health Savings Act. Ohio Academy of 
Nutrition and Dietetics Legislation and Public Policy Day, October 2014, Columbus, OH.  
 
Kern M, Morgan AL, Ludy MJ. Beyond the Basics of SCAN’s Areas of Practice: Anthropometrics and 
Body Composition. Sports, Cardiovascular, and Wellness Nutrition Symposium, June 2014, Huron, OH.  
 
Hamady CM, Ludy MJ. Creative, Low-Cost Technology Initiatives for the Active Learning Classroom. 
CREATE Conference, June 2014, Whitehouse, OH. 
 
Ludy MJ, Hamady CM. Creative, Low-Cost Technology Initiatives for the Active Learning Classroom. 
M-Learning Symposium, May 2014, Bowling Green, OH.  
 
Ludy MJ, Hamady CM. Using Twitter to Enhance Engagement in College Courses. Center for Faculty 
Excellence: Active Learning & the Transition to Digital Learning Community, March 2014, Bowling 
Green, OH. 
 
Ludy MJ, Hamady CM. Promoting Active Learning with Technology Across the Food and Nutrition 
Curriculum. Teaching & Learning Fair, February 2014, Bowling Green, OH. 
 
Ludy MJ, Morgan AL. Freshman 15: Fact or Fiction? University Honors College’s Great Ideas Dinner, 
February 2013/2014, Bowling Green, OH.  
 
Ludy MJ. Transitioning from Graduate Student to Assistant Professor. Purdue University Ingestive 
Behavior Research Center Student Association “First Annual” Returning Scholar, January 2014, West 
Lafayette, IN.  
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Ludy MJ. Technology: Flipbook Syllabus. Bowling Green State University Innovative Teaching 
LearnShare Campus-Wide Event, April 2013, Bowling Green, OH.  
 
Ludy MJ, Morgan AL, Leone RJ*. Patterns and Composition of Weight Change in College Freshmen. 
College of Education and Human Development Research Brown Bag, November 2012, Bowling Green, 
OH.  
 
Ludy MJ, Morgan AL, Leone RJ*. Patterns and Composition of Weight Change in College Freshmen. 
Intersections in Health and Wellness Research Conference, September 2012, Bowling Green, OH.  


 
Ludy MJ. Weight Gain in College Students. Graduate Student Senate Brown Bag Lunch Series, February 
2012, Bowling Green, OH.  
 
Ludy MJ. Red Pepper’s Effects on Appetite and Thermogenesis. 21st Century Challenges: Food and 
Nutrition Symposium, October 2010, Bowling Green, OH.  
 


2. Purdue University Invited Presentations 
 


Ludy MJ. The Effects of Capsaicin and Capsiate on Energy Balance. Ingestive Behavior Research Center 
Journal Club, April 2011, West Lafayette, IN.  
 
Ludy MJ. Career Development Presentation for Purdue Undergraduate Foods and Nutrition Society: 
Stepping Stones, October 2010, West Lafayette, IN. 
 
Ludy MJ. Will All Americans Become Overweight or Obese? Ingestive Behavior Research Center Journal 
Club, January 2010, West Lafayette, IN.  


 
Ludy MJ. Fitness Seminar for the Purdue Greek Community: FAD Diets, February 2008, West Lafayette, 
IN. 


 
B. Refereed Papers 


 
Gill EM**, Drees MJ**, Lechner TE*, Hamady CM, Ludy MJ. Muscle Dysmorphia and Disordered Eating in 
Undergraduate Student Exercisers and Non-Exercisers. Journal of the Academy of Nutrition and Dietetics. 
2016; 116(9S):A87. 
 
Kelley ET*, Morgan AL, Ludy MJ. Determining the Influence of Sex on Body Mass Index in Older Adults. 
Medicine & Science in Sports & Exercise. 2016; 48(5S):1037. 
 
Ludy MJ, Tucker RM, Crum AP**, Young CA*. Engaging Undergraduate Nutrition Students in Research: A 
Graduate Student Mentorship Approach. Journal of the Academy of Nutrition and Dietetics. 2016; 
116(9S):A64. 
 
Ludy MJ. Using a Learning Community Approach to Improve Health and Wellness among University  
Faculty and Staff. Medicine & Science in Sports & Exercise. 2016; 48(5S):428-9. 
 
Miller BW*, Klebe CK*, Ludy MJ, Tucker RM. The Effect of Occupational Stress on Participant’s Success in 
a Worksite Weight Loss Program. Journal of the Academy of Nutrition and Dietetics. 2016; 116(9S):A95.  
 
Morgan AL, Ludy MJ, Young CA*. Comparison of Pre- and Post-Season Body Composition Measures in 
Female Collegiate Athletes. Medicine & Science in Sports & Exercise. 2016; 48(5S):993. 
 
Reinhard BM*, Smith TR**, Ludy MJ, Hamady CM. Class-Based Mentoring for Undergraduate Dietetics 
Students. Journal of the Academy of Nutrition and Dietetics. 2016; 116(9S):A62. 
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Tomko PM*, Mansperger JA**, Tucker RM, Ludy MJ. The Influence of Modest Weight Gain on Taste and 
Smell Acuity in College Freshmen. Journal of the Academy of Nutrition and Dietetics. 2016; 116(9S):A60. 
 
Leone RJ*, Tucker RM, Morgan AL, Ludy MJ. Associations between Adiposity Measures and Taste Intensity 
Sensitivity Ratings. FASEB Journal. 2015; 29:747.7. 
 
Lewis SL*, Anderson ME*, Pobocik RS, Ludy MJ. Food Addiction among College Students in an 
Introductory Nutrition Course. Journal of Nutrition Education and Behavior. 2015; 47(4):S50-1. 


 
Lewis SL*, Anderson ME*, Pobocik RS, Ludy MJ. The Impact of Nutrition Education on Food Addiction 
among College Students. Journal of the Academy of Nutrition and Dietetics. 2015; 115(9S):A31. 
 
Ludy MJ, Hamady CM, Haar CM, Plaine EK*. Confronting Public Nutrition Misconceptions: Using 
Timelines and Backchannels to Promote Engagement and Critical Reasoning. FASEB Journal. 2015; 29:909.3. 
 
Ludy MJ, Magsamen-Conrad K, Doriot AL*, Lechner TE*, Reinhard BM*. eBook Creation to Promote 
Engagement, Interdisciplinary Collaboration, and Community Involvement. Journal of the Academy of 
Nutrition and Dietetics. 2015; 115(9S):A65. 
 
Plaine EK*, Hamady CM, Ludy MJ. Use of Timelining by Medical Nutrition Therapy Students Learning 
About Renal Disease. Journal of the Academy of Nutrition and Dietetics. 2015; 115(9S):A65. 
 
Shaffer KM*, Kuhlman AM**, Leone RJ*, Tucker RM, Morgan AL, Ludy MJ. Relationship between Health 
Status, Quality of Life, Sleep, and Academic Success in Undergraduates. FASEB Journal. 2015; 29:276.5. 
 
Steed CL*, Krull BR*, Morgan AL, Tucker RM, Ludy MJ. Relationship between Body Fat and Physical 
Fitness in Army ROTC Cadets. FASEB Journal. 2015; 29:733.8. 
 
Swint JM*, Beining KM**, Bryant JA*, Tucker RM, Ludy MJ. Capsaicin and Capsiate: Comparison of 
Effects at a Traditional Meal. FASEB Journal. 2015; 29:924.11. 
 
Tobe R*, Hamady CM, Ludy MJ. March Madness-Style App Reviews: Enhancing Learning through 
Technology. Journal of the Academy of Nutrition and Dietetics. 2015; 115(9S):A66. 
 
Yacapraro LE**, Kelley ET*, Morgan AL, Ludy MJ. Comparison of Methods to Assess Adiposity in Middle-
to-Older Adult Women. Journal of the Academy of Nutrition and Dietetics. 2015; 115(9S):A17. 
 
Hamady CM, Ludy MJ, Anderson DL, El Khechen NH. Using Twitter to Enhance Engagement in 
Undergraduate Nutrition Courses. Journal of the Academy of Nutrition and Dietetics. 2014; 114(9S):A67. 
 First place winner for “Innovation in Dietetics Education” 
 
Kuhlman AM**, Ludy MJ, Morgan AL, Leone RJ*. Health-Related Variables and Academic Success in 
Female College Students. Journal of the Academy of Nutrition and Dietetics. 2014; 114(9S):A24. 
 
Leone RJ*, Ludy MJ, Morgan AL. Health Risk Indicators in Incoming Freshmen at a Public Midwestern 
University. FASEB Journal. 2014; 28:1031.11. 
 
Leone RJ*, Ludy MJ, Morgan AL. Validation of Self-Reported Anthropometrics in Female College Freshmen. 
Medicine & Science in Sports & Exercise. 2014; 46(5S):611. 


 
Morgan AL, Ludy MJ, Leone RJ*. Comparison of Anthropometric Indices to Body Composition Measures in 
Male College Freshmen. Medicine & Science in Sports & Exercise. 2014; 46(5S):616. 
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Ludy MJ, Leone RJ*, Morgan AL. Patterns and Composition of Weight Change in First-Semester Freshmen at 
a Midwestern University. Journal of the Academy of Nutrition and Dietetics. 2013; 113(9S):A95. 
 
Ludy MJ. Some Like It Hot: Characteristics Underlying Spicy Food Preference and Aversion. FASEB Journal. 
2013; 27:1035.17. 
 
Leone RJ*, Ludy MJ, Morgan AL. Markers of Health Status of Incoming Freshmen at a Midwestern 
University. Medicine & Science in Sports & Exercise. 2013; 45(5S):143. 
 
Morgan AL, Ludy MJ, Leone RJ*. Accuracy of Discrete Measures as Indicators of Body Composition in 
College Freshmen. Medicine & Science in Sports & Exercise. 2013; 45(5S):446. 
 
Ludy MJ, Patil MM, Mattes RD. Comparison of Physiological, Sensory, and Personality Attributes in 6-n-
propylthiouracil Tasters and Non-Tasters. FASEB Journal. 2012; 26:831.2. 


 
Ludy MJ, Mattes RD. Responsiveness to Capsaicin in Regular Spicy Food Users versus Non-Users. AChemS 
Abstracts. 2011; 50:P70.  


 
Ludy MJ, Mattes RD. The Effects of Realistic and Preferred Doses of Red Pepper on Energy Intake and 
Expenditure. Appetite. 2010; 54(3):659. 


 
C. Non-refereed Papers 
  


1. Media Interviews (Magazines, Newsletters, Newspapers, Websites) 
 


Foster H. Good Health. Interview September 14, 2016. 
 
Blankenship B. New Learning Community Takes a 360° Approach. Zoom News. July 31, 2016. Available 
at: http://www.bgsu.edu/news/2016/07/new-learning-community-takes-360-approach.html.  
 
DuPont D. Education Learns New Moves in Active Learning Classrooms. BG Independent News. April 13, 
2016. Available at: http://bgindependentmedia.org/education-learns-new-moves-in-active-learning-
classrooms/.  
 
Leonard A. Nautilus. Interview December 18, 2015. 
 
DeMarco E. Science. Interview October 18, 2015. 
 
Blankenship B. Promoting Good Health One Tweet at a Time. Sentinel-Tribune. December 27, 2014. 
Available at: http://www.sent-trib.com/news/promoting-good-health-one-tweet-at-a-time/article_9297a1c4-
8d92-11e4-a2f1-3b7c1772d5a3.html. 
 
Gaffney-Stomberg E. Academy of Nutrition and Dietetics Research Dietetic Practice Group Member 
Spotlight. The Digest. Spring 2014; 49(2):11-2. 
 
Gumper B. Fitness Magazine. Interview March 24, 2014. 
 
Braun G. SELF. Interviews January 14 and 16, 2014. 


 
Asp K. Oxygen. Interview December 20, 2013. 


 
Risser J. SELF. Interview December 6, 2013. 


 
Asp K. The Decoder: Weight-Loss Aids. Real Simple. August 2013. Pages 137-8. 
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Lawry K. Appetite for Transformation. BGSU’s Home Page. July 8, 2013. Available at: 
http://www.bgsu.edu/offices/mc/features/2013/07/appetite_transformation.html. 
 
Tamborski C. Life After Georgetown. The News Democrat. March 31, 2013. Section A: 1, 3.  
 
Dillahunt N. Fitness Magazine. Interview January 11, 2013. 
 
Welsh A. “FAD Diets Popular, Unhealthy for Students.” BG News. December 11, 2012. Available at: 
http://www.bgnews.com/entertainment/student_life/fad-diets-popular-unhealthy-for-
students/article_9d87ad98-4408-11e2-8dfe-001a4bcf887a.html.  
 
Welsh A. Health Study Reexamines Causes of “Freshman 15.” BG News. September 26, 2012. Available 
at: http://issuu.com/bgviews/docs/09.26.12_final. 
 
Reiter M. Broccoli Salad: Really Crunchy, Easy, and Tasty. Sentinel-Tribune. July 3, 2012. Available at: 
http://www.sent-trib.com/cooks-corner/broccoli-salad-really-crunchy-easy-and-tasty. 
 
Introducing the “BOD POD.” Bowling Green State University Zoom News. February 13, 2012. Available 
at: http://www.bgsu.edu/offices/mc/zoomnews/page107267.html.  


 
BGSU’s New “BOD POD.” Sentinel-Tribune. February 6, 2012. Page 1. Available at: http://www.sent-
trib.com/photo-blogs/bgsu-s-new-bod-pod.  
 
Liao S. Weight Watchers. Interview November 21, 2011. 
 
Eat Smart: Feel the Burn. Everyday Food. October 2011. 
 
Tobin E. Women’s Health. Interview October 11, 2011. 
 
Matassa M. Diane, The Curves Magazine. Interview October 7, 2011. 
 
Hot Flash. Shape. August 2011.  
 
Are Spicy Foods Slimming? Woman’s World. July 4, 2011. 
 
Baskin E. Low-Carb is Heart-Safe, Plus More Hot Diet and Fitness Tips. LifeScript. June 29, 2011. 
Available at: http://www.lifescript.com/Body/Diet/Eat-well/Low-Carb_is_Heart-
Safe_Plus_More_Hot_Diet_and_Fitness_News.aspx?p=1.  
 
Flores T. Red Pepper May Help Curb Appetite. Journal and Courier. May 10, 2011. Available at: 
http://www.jconline.com/article/20110510/LIFE03/105100305/Red-pepper-may-help-curb-appetite.  
 
Parker-Pope T. Adding Food and Subtracting Calories. The New York Times. May 3, 2011. Section D: 7. 
Available at: http://well.blogs.nytimes.com/2011/05/02/adding-food-and-subtracting-calories/.  
 
Brownlee C. Spicing Things Up Keeps Hunger Down. Men’s Health. May 3, 2011. Available at: 
http://blogs.menshealth.com/health-headlines/spicing-things-up-keeps-your-hunger-down/2011/05/03.   
 
Be Fit Program Energizes Environmental Services Team. MGH Hotline. February 15, 2005. Available at: 
http://www2.massgeneral.org/pubaffairs/Issues2005/041505befit.htm.  
 
Student Member Profile: Mary-Jon Ludy. American Dietetic Association Student Scoop. 2004; 1(1):3. 
Available at: http://www.eatright.org/Member/Files/January_2004.pdf.  
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ADA Foundation Scholarship Creates a World of Opportunity for a Deserving Student. American Dietetic 
Association Foundation Donor Report 2002-03. 2003; 17. Available at: 
http://www.eatright.org/Public/Files/2003donorreport.pdf. 
 


2. Media Appearances (Television, Radio, Websites) 
 
Healy C. Dr. Mary-Jon Ludy and Dr. Amy Morgan’s BGSU 1910 Class. April 6, 2016. Available at: 
https://www.youtube.com/watch?v=SHHBGwAUTuc&feature=youtu.be.  
 
Martinez S. November 9, 2015. WNWO-TV (NBC) Toledo. Better Living: Working with Freshman 
Students and Athletes in the World of Dietetics. Available at: http://nbc24.com/features/24-better-
living/better-living-bgsu-dr-mary-jon-ludy.  
 
Bannister S. August 17, 2013. What’s Working: Incorporation of Active Learning within 21st Century 
Classrooms. Available at: http://vimeo.com/84257718.  
Healthier U. December 12, 2012. WBGU-TV (PBS) Bowling Green. Available at: 
http://www.youtube.com/watch?v=DgNOrjHdWzU.  
 
Powell-Tuck R. Multiple interviews June 14 to August 1, 2012. British Broadcasting Company (BBC) 
Scotland. 
 
Fish and Seafood Consumption and Safety for Pregnant or Nursing Women. August 20, 2009. Purdue 
University: Fish for Your Health. Available at: http://fn.cfs.purdue.edu/fish4health/. 


 
Popular “Lemonade Diet” Has Some Side Effects. February 5, 2007. WBZ-TV (CBS) Boston. Available at: 
http://wbztv.com/mallika/local_story_036144814.html.  


 
The Raw Food Movement. October 25, 2006. National Public Radio. Available at: 
http://www.npr.org/templates/story/story.php?storyId=6537438.  
 
Senator to Schools: Hold the Fluff. June 19, 2006. WHDH-TV 7 (NBC) Boston. Available at: 
http://www3.whdh.com/news/articles/local/BO21259/.  


 
3. Community Presentations 


 
Tech Trek Camp to support STEM education in rising 8th grade girls: “Body Size: Fact vs. Fiction” 
workshop and “Professional Women’s Night: Science Professionals” panel discussion, July 2015-2016, 
Bowling Green, OH. 
 
Sensory presentations for junior high school 4-Hers and Food Science and Nutrition Workshop attendees: 
Sensory Science, Summers 2008-2010, West Lafayette, IN. 
 
Massachusetts General Hospital continuing education program for radiation technologists: Maintaining 
Good Nutrition through Radiation Therapy, September 2006, Boston, MA. 
 
Boston Lobsters professional tennis game: Healthy eating table display with on-site body fat testing, July 
2006, Boston, MA. 
 
Look Good, Feel Better teen oncology support group: Healthy Eating During and After Cancer Treatment, 
May 2006, Boston, MA. 
 
Massachusetts General Hospital Support Staff Health Education Services Workshop: Healthy Eating and 
Portion Size, Spring 2006, Boston, MA. 
 
Massachusetts General Hospital West Vascular Center Open House: Heart Healthy Eating, March 2006, 
Boston, MA. 
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XII. Service 
 
A. Program 
 


21st Century Nutrition Challenges: Food and Nutrition Symposium  
Planning Committee, 2011-present 


 
Admissions Committee 


Masters of Food and Nutrition, 2011-present  
Dietetics Internship, 2011-present 


 
Scholarship Committee, 2016 
 


B. School and Department 
 


Search Committee 
Assistant Professor of Food and Nutrition, 2014, 2015, 2016 
Assistant Professor of Food and Nutrition and Public and Allied Health, 2016 


 
School of Family and Consumer Sciences Child Development Center  


Sanitarian and Consultant Dietitian, 2015-2016 
 
School of Family and Consumer Sciences Student Affairs and Alumni Committee, 2012-2015  


Chair, 2015 
 
School of Family and Consumer Sciences Graduate Issues Committee, 2013 


 
C. College 
 


College of Health and Human Services Dean’s Evaluation Committee, 2016-2018 
 
College of Health and Human Services Faculty Advisory Council to the Dean, 2016-2018 


 
Center of Excellence for Health and Wellness across the Lifespan, 2012-2016 


Faculty Coordinating Committee, 2014-2016 
 
College of Education and Human Development Research Development Council, 2011-2015  


Chairperson, 2014-2015 
Vice Chairperson, 2013 
Research Development Council Research Grant proposal reviewer, 2013 
Fahle Research Assistant Award proposal reviewer, 2012, 2014 


 
College of Education and Human Development Wellness Learning Community  


Facilitator, 2014-2016 
 
Literacy in the Park 


Planning Committee, 2013-2014 
 
Inclusive Early Childhood Program  


Program Reviewer, 2012 
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D. Bowling Green State University 
  


Graduate Faculty, 2011-present 
  


Honors College faculty affiliate, 2015-present 
 
BGSU 1910 First Year Seminar Committee, 2016-present 
 
Health and Wellness Academic Learning Community Director, 2016-present 
 
Center for Faculty Excellence 


Active Learning Classroom Mentor, 2014-2016 
Advisory Board, 2014-2016 
Efficient (and Effective!) Techniques for Faculty facilitator, 2014-2016 
Search committee for the Executive Director of the Center for Faculty Excellence, 2013-2014 


 
Elliott L. Blinn Award for Faculty-Undergraduate Student Innovative Basic Research/Creative Work  


Review Committee, 2015 
 
Northwest Ohio Undergraduate Symposium for Research & Scholarship 


Poster Competition Judge, 2015 
 


E. Professional 
  


Academy of Nutrition and Dietetics, formerly the American Dietetic Association 
 Research Dietetic Practice Group 
 Nominating Committee Chair, 2016-present 
 Nominating Committee Member, 2014-2016 
 Policy and Advocacy Leader, 2014-present 


  Member Showcase Booth Volunteer, 2012, 2014 
  Evidence Analysis Library App Review Panel, 2013 
  Food and Nutrition Conference and Expo annual meeting Abstract Review Criteria Panel, 2013 


 Nutrition and Dietetic Educators and Preceptors 
Section Editor for the Journal of the Academy of Nutrition and Dietetics’  
 Topics of Interest in Dietetics Education Series, 2016-present 


 
Ohio Academy of Nutrition and Dietetics, 2000-2002 and 2011-present 


Annual Meeting Program Committee, Area Representative for Clinical & Education, 2015-present 
 


Reviewer 
 Invited Ad Hoc Reviewer 


American Journal of Preventive Medicine, 2016 (Impact Factor = 4.53)  
American Journal of Clinical Nutrition, 2015 (Impact Factor = 6.92) 
Appetite, 2012-2016 (Impact Factor = 2.69) 
British Journal of Nutrition, 2011-2012 (Impact Factor = 3.34) 
European Journal of Nutrition, 2016 (Impact Factor = 3.47) 
Frontiers in Nutrition, 2015-2016 (Impact Factor = NA) 
JAMA Pediatrics, 2014 (Impact Factor = 7.15) 
Journal of the Academy of Nutrition and Dietetics, 2016 (Impact Factor = 2.44) 
Journal of the Science of Food and Agriculture, 2012 (Impact Factor = 1.89) 
Nutrition & Diabetes, 2016 (Impact Factor = 2.77) 
Nutrition & Dietetics, 2014 (Impact Factor = 0.66) 
Obesity, 2014 (Impact Factor = 4.39) 
Obesity Reviews, 2012 (Impact Factor = 7.86) 
Obesity Science & Practice, 2016 (Impact Factor = NA) 
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Open Access Library Journal, 2014 (Impact Factor = NA) 
Physiology & Behavior, 2012 (Impact Factor = 3.03) 
PLoS ONE, 2012-2013 (Impact Factor = 3.53) 
Social Behavior and Personality, 2013 (Impact Factor = 0.31) 
Toxicology Reports, 2014 (Impact Factor = NA) 


 
 Ad Hoc Reviewer  


Academy of Nutrition and Dietetics’ Food and Nutrition Conference and Expo, 2014-2016 
Experimental Biology Conference, 2014 
Wolters Kluwer Health, 2015 
 
 


XIII. Research or Professional Consultantships    NA 
 
 
XIV. Membership in Professional Organizations 
 


Academy of Nutrition and Dietetics, 2000-present 
Weight Management Dietetic Practice Group, 2010-present 
Research Dietetic Practice Group, 2011-present 
Vegetarian Nutrition Dietetic Practice Group, 2013-present 
Sports, Cardiovascular, and Wellness Nutrition, 2014-present 
Nutrition and Dietetic Educators and Preceptors, 2015-present 
Pediatric Nutrition Dietetic Practice Group, 2004-2007 


 
American Society for Nutrition, 2007-present 
 
Northwest Ohio Dietetic Association, 2000-2002 and 2011-present 
 
Tufts Nutrition Alumni Association, 2005-present 


 Social Media Volunteer, 2014-present 
 Executive Council, 2005-2007 
 Program Committee Co-Chair, 2006-2007 


 
American Association of University Women, 2011-present 
 
The Obesity Society, 2010-2014 
 
Western Indiana Dietetic Association, 2007-2011 
American Association for the Advancement of Science, 2009-2011 
 
Society for the Study of Ingestive Behavior, 2010-2011 
 
Association for Chemoreception Sciences, 2011 
 
Purdue Foods and Nutrition Graduate Student Group, 2007-2011 
 President, 2008-2009 
 
Massachusetts Dietetic Association, 2002-2007 
 Pediatric Nutrition Practice Group Chair Elect, 2006-2007 
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XIV. Honors and Awards 
 
A. Membership in Honor Societies    NA 
 
B. Awards (BGSU = Bowling Green State University) 
 


Academy of Nutrition and Dietetics, Fellow, 2016 
This designation recognizes Academy members who have distinguished themselves among their colleagues, 
as well as in their communities, by their service to the dietetics profession and by optimizing health through 
food and nutrition. Fellows for representing member excellence at the highest level. 


 
Academy of Nutrition and Dietetics, Award for Grassroots Excellence Nominee, 2016 


This nomination was made by the Academy of Nutrition and Dietetics Research Dietetic Practice Group. It 
is based on nominee participation in grassroots and political activities at federal, state and/or local levels. 


 
BGSU Friends of the University Libraries Authors and Artists Recognition, 2012-2016 


The Friends of the University Libraries honors BGSU faculty and staff members for their scholarly 
publications and artistic achievements. 


 
BGSU Graduate College Distinguished Thesis Award Advisor, 2015 


Granted to recognize and promote excellence in research and thesis advising. Awarded to 1 master’s 
student in the discipline of biological and life sciences within a 2-year period. Represents superior work 
that is judged on substantive and methodological quality, originality of thought, and clarity. Nominee for 
Midwestern Association of Graduate Schools/ProQuest Distinguished Master’s Thesis Award. 


 
BGSU Active Learning Classroom Olympics Silver Medal, 2015  


University-wide event held by the Center for Faculty Excellence; involved a competitive 10-minute 
demonstration session of an active learning strategy; second place 


 
BGSU College of Education and Human Development (EDHD) Honored Faculty Member at Honors and 
Awards Convocation, 2013-2015 


Each EDHD scholarship recipient is given the option of naming one EDHD faculty member who has been 
exceptionally influential during their collegiate career. Selected by 1 student in 2015, 2 students in 2014, 
and 1 student in 2013. 
 


BGSU Swimming and Diving Faculty/Staff Day Appreciation Meet, 2015  
Special recognition of individuals who have had a big impact on team members. Selected by 1 student. 


 
BGSU Outstanding Young Scholar Award Nominee, 2014 


Each department/college may nominate one outstanding young faculty member who has earned his/her 
PhD in the past 12 years. The Office of Sponsored Programs and Research selects the award based on the 
nominee's demonstrated scholarly ability and potential significance of scholarly accomplishments and 
efforts in securing external funding support. 


 
BGSU Department of Athletics and Student-Athlete Advisory Committee (SAAC) Most Valuable Professor 
Award, 2013 


Each SAAC member honors one BGSU faculty member who has had a positive impact during their 
collegiate career 


 
Dannon Nutrition Leadership Institute, 2013 


Extremely competitive, 5-day intensive leadership training program held every other summer; invests in the 
20 early career nutrition scientists that Dannon believes have the biggest chance of moving the nutrition 
field forward 
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Purdue University Ingestive Behavior Research Center Training Grant 
National Institutes of Health Ruth L. Kirschstein National Research Service Award, 2009-2011 


Institutional grant to support doctoral training in the analysis of ingestive behavior and its disorders 
 


Purdue University Graduate Student Award for Outstanding Teaching, 2009 
Honors Graduate Student Teaching Assistants from across campus (1 student nominated annually by Food 
and Nutrition Department) for dedication to Purdue students and outstanding teaching contributions 


 
Purdue University Frederick N. Andrews Fellowship, 2007-2009 


Fellowship for the recruitment of outstanding Ph.D.-track students; provides a 4-year award package, 
which includes 2 years of stipend support from the Graduate School and 2 additional years of funding 
support from the graduate program 


 
American Dietetic Association Fuschia Lucille Johnson Memorial Scholarship, 2007 


American Dietetic Association Foundation scholarship for individuals pursuing undergraduate and 
advanced degrees in dietetics or food and nutrition-related areas 


 
Massachusetts General Hospital Partners in Excellence Award, 2005-2006 


Honors employees who go above and beyond in contributing to the success of Partners’ institutions 
 


Tufts University Tuition Scholarship, 2002-2004 
An award, on grounds of scholarly ability and need, of financial credit that may be used exclusively for 
remission of tuition 


 
Massachusetts Dietetic Association Spitz Scholarship, 2003 


Massachusetts Dietetic Association scholarship for individuals pursuing undergraduate and advanced 
degrees in dietetics or food and nutrition-related areas in Massachusetts 


 
BGSU Presidential Scholarship, 1998-2002 


An award, on grounds of scholarly ability and need, of financial credit that may be used exclusively for 
remission of tuition 


 
American Dietetic Association Colgate Scholarship, 2002 


American Dietetic Association Foundation scholarship for individuals pursuing undergraduate and 
advanced degrees in dietetics or food and nutrition-related areas 


 
BGSU College of Education and Human Development (EDHD) 
Ronald L. Russell Student Leadership Award, 2002 


Scholarship awarded to a student majoring in the College of EDHD; for graduating seniors who have 
given outstanding service and leadership to the College, University, and/or community 


 
Phi Upsilon Omicron Nell Bryant Robinson Dietetics Scholarship, 2002 


National award for a Phi U member pursuing a baccalaureate degree in family and consumer sciences or a 
related area with preference given to majors in dietetics or food and nutrition 


 
BGSU Student Life Award, 2002 


Award for demonstrated leadership in the University community through formal and informal leadership 
roles in organizations and activities; demonstrated outstanding service to the University community 
through participation in projects and activities that enhance campus life 


 
Outstanding Ohio Dietetic Student in a Didactic Program, 2002 


Recognizes the emerging leadership and achievement of students in accredited and approved dietetics 
education programs; one student is selected by each state organization 


 
BGSU Laura E. Heston Family and Consumer Science Scholarship, 2001 


Awarded to a BGSU undergraduate majoring in food and nutrition; considered on the basis of grades, 
financial need, and academic excellence 







 AMANDA J. NIEH, MBA, RDN 
Chicago, IL  |  niehamanda@gmail.com  |  (209) 768-8083 


EDUCATION DOMINICAN UNIVERSITY, ILLINOIS 
ACCOUNTING MBA AND DIETETIC INTERN 
CPA Exam Eligible 


UNIVERSITY OF CALIFORNIA DAVIS, CALIFORNIA 
BS: CLINICAL NUTRITION 
VP Student Nutrition Association 


HONORS AND 
AWARDS 


BRENNAN SCHOOL OF BUSINESS 2016 
OUTSTANDING GRADUATE STUDENT 


BETA GAMMA SIGMA LIFETIME MEMBER 


ACADEMY FOUNDATION 2015-2016 
CONSULTANT DIETETICS IN HEALTH CARE FACILITIES BOARD 
SCHOLARSHIP 


PRESENTATION ACADEMY BOARD OF DIRECTORS 2016 
A REVIEW OF MILLENNIALS BY MILLENNIALS 


Explored engagement and communication towards general and Academy 
members across all age segments emphasizing Millennials. 


PROJECTS STAKEHOLDER MAPPING DAIRY MANAGEMENT, INC. 
Generated database of over 600 stakeholders requiring manipulation of 
large data sets and data manipulation producing market research reports 
on specific stakeholders and target markets.  


COOKBOOK COLLABORATIVE APPLE, INC. 
Created a cookbook for Apple staff utilizing input and expertise from 
seven dietitians spanning three continents. 


PUBLICATION THE NUTRITION IMPACT SUMMIT PARTICIPANT BRIEFING PAPER 
SEPT 2016 


Publication to help prepare participants for The Nutrition Impact Summit 
focusing on how the Academy might accelerate progress toward good 
health and well-being for all people through collaboration across food, 
wellness and health care systems. 
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PROFESSIONAL 
EXPERIENCE 


DIETITIAN AND INVENTORY LEAD CHICAGO CUBS 
MAR 2016 - PRESENT 
Directs inventory procedure specializing in par values, purchasing, and 
maintenance of the fuel station for the team.  


Delivers player nutrition education, team travel nutrition and pre-game 
smoothies/supplements.  


Guards banned substance/supplements for team member safety 
according to NSF guidelines. 


PROJECT LIASON DAIRY MANAGEMENT, INC. 
JAN 2016 - SEPTEMBER 2016 
Presented hypothesis for future strategic initiatives to Board of Directors 
resulting in suggestion of Millennial advisory board. 


Partnered with consulting group and organizational partner to iterate on 
potentiality of strategic mindset shifts. 


WELLNESS TEAM MEMBER APPLE, INC. 
JULY 2012 - JULY 2013 
Pioneered global nutrition initiative collaborating with seven dietitians in 
five headquarters.  


Established and implemented wellness program solutions impacting up to 
115,000 employees. 


GRADUATE ASSISTANT BRENNAN SCHOOL OF BUSINESS 
OCT 2014 - SEPT 2015 
Pooled subject matter expertise while providing frequent and clear faculty 
communications in all directions. 


Identified key gaps in team services and ascertained frequent feedback. 


DIETARY ASSISTANT EATING RECOVERY CENTER 
MAR 2014 - AUG 2015 
Dynamically listened and sought to understand the eating disorder 
patients and their road to recovery. 


Facilitated team members grow and develop by disseminating nutrition 
and body image information. 


TEACHING KITCHEN MANAGER UC DAVIS HEALTH SERVICES 
JUN 2013 - JUN 2014 
Directed cooking demonstrations at Princeton Review’s Best Health 
Services facility two years in a row. 


Aligned with registered dietitian providing care to students. 
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TEAM MEMBER JAMBA JUICE 
OCT 2011 - OCT 2012 
Promoted healthy lifestyles gaining ServSafe certification and insights 
into essentials of smoothie making in fast-paced environment. 


VOLUNTEER INPATIENT CLINICAL INTERN  
PRESENCE RESURRECTION MEDICAL CENTER 
MAR 2014 - AUG 2015 
United with pharmacy and medical staff to calculate and recommend 
patient enteral feedings and supplements. 


Engaged and empowered others to develop growth and organizational 
success for patient well-being. 


FOOD SERVICE MANAGEMENT VOLUNTEER 
VACAVILLE SCHOOL DISTRICT 
MAR 2012 - JUN 2012 
First intern responsible for compiling output data metrics for 
implementation of summer feeding program for underprivileged children.  


COMMUNITY HEALTH EDUCATOR 
SACRAMENTO FOOD BANK AND FAMILY SERVICES 
JAN 2012 – MAR 2012 
Taught healthy eating habits and redesigned education materials.  


 “Amanda, was extremely reliable and took great care in her work. She 
was innovative and creative; always thinking outside the box. She was a 
wonderful asset to our program.” - Foodbank Director 


CLINICAL NUTRITION VOLUNTEER 
COMMUNICARE HEALTH SYSTEMS 
SEPT 2011 – JAN 2012 
Translated Spanish/English while counseling and charting low-income 
prenatal gestational diabetes patients under dietitian supervision. 


SKILLS & 
ABILITIES 


Microsoft Office: Excel Pivot Tables & VLOOKUP, Access, Word and 
PowerPoint 


Languages: Basic Mandarin (Verbal), Intermediate Spanish (Verbal and 
Written) 


INTERESTS Junior Olympian Snow Skier 


Nike Women’s Marathon Finisher 
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Susan Sherman, MS, RDN 
susansherman@comcast.net   T 415/ 461-6528 


SKILLS & ATTRIBUTES – Leader who is collaborative and transformational for our profession 
 • Engages with a multitude of students, preceptors, RDNs and clients  


• Capable practitioner in a variety of settings 
• Knowledgeable of ACEND® Standards and Competencies underlying accreditation  
• Innovator and solution-focused to address problems, gaps and needs 
• Self-starter, continuous learner and researcher in dietetics and nutrition 
• Expertise in areas such as depression and gait-balance screening—skills outside nutrition that 


allow a dietitian to conduct a Medicare Annual Wellness Visit 
• Understands employment law and financial management—corporate and non-profit 
• Ethical model who understands roles; resolves conflict of interests and practices integrity  
• Negotiates for a win-win; develops and maintains relationships and resources 
• Socially responsible; builds coherence in the collective community  
• Caring, empathetic and protective of the public.  


 
EDUCATION 
 Master of Science, Educational Leadership                                                                                  2016 


California State University, Hayward, CA 
To apply to leadership skills to newly founded Dietetic Internship Program 
Select Coursework: • Human Resources • Organizational Behavior • Applied Research 
• Instructional Leadership • Staff Development • Education Law • Administrative Finance 


Marin Link Nonprofit University® program–overview of nonprofit governance:                       2015 
• Strategic Leadership  • Financial and Legal Tools  • Marketing Skills  • Measurement Tools  


ACEND® Accreditation Workshops                                                                                    2011 & 2015 


Dietetic Internship                                                                                                                            1985 
University of California, Berkeley, CA 
•  American Dietetic Association Dietetic Internship Scholarship 


Bachelor of Science, Dietetics                                                                                                        1984 
Florida State University, Tallahassee, FL 
•  Golden Key National Honor Society  • Nutrition Club Leader 


Other:  CDE Exam Eligible; Academy Weight Management Certificate 


 
EXPERIENCE 
  Registered Dietitian Nutritionist Consultant                                                         2004 – present 


 LifeLong Medical Care; Golden State Adult Day; Circle of Friends, and other skilled nursing and 
community-based health services—Marin & San Francisco Counties, CA  
Successfully address a variety of needs:  
• Review therapeutic diet orders; collect data from both electronic health record (EHR) data, labs and 


client interviews; conduct nutrition screenings and assessments; plan treatments; define goals; 
document Individual Plans of Care (IPCs) for nutrition assessments; input EHR 


• Confirm ICD-10 codes for diagnoses on the IPC 
• Collaborate with other professionals at MDT meetings to address clients’ needs and solutions 
• Inspect kitchens at various facilities, e.g., dishwasher temperature and pH; refrigerator, freezer; food 


delivery temperature logs; food storage, etc., to prevent illness outbreaks 
• Create client and staff education materials; provide in-service training and evaluate for success and 


improvements  
• Conduct and monitor quality assurance audits and compliance of menus to ensure dietary 


adherence of current California regulations and policies 
• Provide evidence-based nutrition and/or diabetes counseling and education to meet the learning and 


diverse needs of Chinese, English, Russian, and Spanish speaking clients 
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 Dietetic Internship Program Administrator                                                            2013 – present 
Golden Gate Dietetic Internship, Greenbrae, CA 


• Develop, insure, contract, schedule and maintain approximately 100 supervised practice 
rotations to increase Registered Dietitian infantry to address the health concerns of all 
groups while increasing diversity in the dietetics profession. 


• Performed a collaborative inquiry process with stakeholders for cohesiveness and the 
development of:  


§ The Program’s direction and curricular (supervised practice) activities to evaluate 
Competencies for the Registered Dietitian and objectives for on-going improvements  


§ Writing of ACEND® applications/reports  
• Utilized Instructional Systems Design methodology to define needs/gaps to develop 


learning solutions and assessment tools to improve intern and program performance 
 


 Annual Wellness–Medicare Personalized Prevention Plan Provider                      2011 – 2016 
Dr. Cummings, MD, Private Practice, Marin General Hospital provider, Greenbrae, CA 
Medicare Annual Wellness Visits at a physician’s practice include: 


• Provided nutrition and health advice to include key goals, diet plan, nutrition education 
handouts and fall prevention 


• Conducted measurements (e.g. BP, HR, BMI, mini-mental for cognitive impairment, Tinetti 
test for balance/fall risk, depression screening)  


• Reviewed medications for interactions  
• Referred to other professionals to reduce fall, psycho-social, and medical risks or for lab 


work  
 


 Nutrition Counseling & Solutions                                                                           2001 – present 
Private Practice, Marin County, CA 
• Counsel and guide clients to create solutions for nutrition problems 


 Mother of Three                                                                                                        1994 – present 
Marin, CA  
• Practice and continue to learn “generosity, patience, time management and organization.”  


        – Hass, Aaron. (2004). The gift of fatherhood. New York, NY: Touchtone. 


 Health Resource Director, CFO                                                                              1990 – present 
  COBALT Training & Communications, Inc. 
• Manage and provide health-related training. E.g., Foster care nutrition, insurance wellness  
• Oversee and manage corporate finances: planning, record keeping, payroll and reporting 
 


 Lecturer                                                                                                                         2005 – 2007 
San Francisco State University, San Francisco, CA  
• Graduate Class – Nutrition Assessment of the Older Adult 
Community College of Marin Nursing Program, Kentfield, CA 
• Nutrition Wellness  
 


 Council member of Superintendent’s Nutrition Activity Council                            2002 – 2006                                                        
Marin County School District, San Rafael, CA 
• Developed school nutrition and physical fitness policies to meet objectives  
 
Author – School District Nutrition Column                                                                2002 – 2005 
Marin County School District, San Rafael, CA 
• Authored Nutrition Bytes column in the District newsletter addressing nutrition questions with 


current, research-based content and useful solutions 
• Led nutrition workshops for parents and provided lessons K-12  
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PUBLICATIONS 
 GGDI Preceptor Newsletter (2016) 


A seasonal e-newsletter providing resources, tools and articles related to precepting 
 


 Academy of Nutrition & Dietetics Cultural Competency Toolkit – Nepal (2015) 
  Reference: Erin Fagan Faley efagan@eatright.org 
• Led, mentored, and edited nine Dietetic interns’ research and writings of the digital toolkit that: 


• Incorporated research into Interns’ practical and professionalism experiences 
• Provided a worthy publication experience to interns 
• Contributed to the nutrition and dietetics profession 
 


 Journal of the Academy of Nutrition and Dietetics review (2013) 
Reference: Ryan Lipscomb rlipscomb@eatright.org 
•  Reviewed Journal article on increasing diversity through the education pipeline 
•  Applied findings from publication to development of internship program 


 
 
 
 
 
 


Nutrition Bytes (2002-2006) 
Marin County School District, CA  
Nutrition information and advise columns including:  
• Bank Those Bones  •  Caution When Reading Labels  •  Lunch Box Cuisine  •  Fiber  
• Snacks • Dark Side of Sugar  •  Carb Review  •  Fruits & Vegetables • Hydration  
• $5 hole and the $1 plant • Sports Drinks • Whole Grains  • Trans-Fat  • Type 2 Diabetes 
• Simple Sugars  •  Ingestible Personal Care Products •  Plastic–Tactics • Break–Fast 
 
Ross Valley Mothers’ Club Newsletter (1998-2000)  
• Editor, Writer and Publisher of 10-18 page monthly publication 


Ross Valley Mothers’ Club Cookbook (2000) 
• Co-Editor, Contributor and Marketing Manager 


 
OTHER ACTIVITIES 
 Wrote grants and letters to help community agencies 


• The Joyful 12 School Project with Wellness in Schools, grant and corporate development 
•  Novato Unified School District Food and Nutrition Services and Wellness Programs; 
   advisory, grant and program development 
•  Letters to Congressmen to ‘Take Action’ 
Attended Public Policy Day annually at State Capitol 
Developed lessons sent to NDEP Public Policy Toolkit 


 
ORGANIZATIONS 
 • Academy of Nutrition and Dietetics 


• California Academy of Nutrition and Dietetics – Bay Area District Association 
• Community Nutritionist Practice Group 
• NDEP Preceptor Recruitment Task Force  
• Nutrition and Dietetic Educators and Preceptors  
• Redwood Empire Dietitians 
• Toastmasters 
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Christopher A. Taylor, PhD, RDN, LD, FAND 
 
Medical Dietetics Division/Family Medicine The Ohio State University 
453 West Tenth Avenue, 306A Atwell Hall Phone: (614) 688-7972 
Columbus, OH 43210-1234 Fax: (614) 292-0210 
http://go.osu.edu/meddiet  taylor.1043@osu.edu 
 


EDUCATION 


Doctor of Philosophy in Human Environmental Science  
Emphasis in Nutritional Sciences –May, 2004 
Oklahoma State University, Stillwater, OK 
Dissertation Title: An approach to Diabetes Prevention in Native Americans in Oklahoma 


Master of Science in Family Resources and Human Development and Dietetic Internship 
Emphasis in Human Nutrition – May, 2000 
Arizona State University, Tempe, AZ 
Thesis Title: Acute effects of chromium from three experimental diets 


Bachelor of Science in Dietetics – December, 1997 
Bowling Green State University, Bowling Green, OH 


 


SCHOLARLY EXPERIENCE 


Associate Professor 
Medical Dietetics and Health Sciences Division, The Ohio State University 10/2010-present 


The School of Health and Rehabilitation Sciences  
(formerly the School of Allied Medical Professions) 


Department of Family Medicine, The Ohio State University 2/2011-present 
Adjunct Associate Professor 
Department of Clinical Nutrition, Rush University 1/2009-present 
Assistant Professor 7/2004 – 9/2010 


Medical Dietetics Division, The Ohio State University 
Adjunct Faculty in Human Environmental Sciences 8/2003 – 5/2004 


University of Central Oklahoma – Edmond, OK 
Emerging Technology Specialist  9/2001 – 6/2004 


Oklahoma State University – Stillwater, OK  
Graduate Research Assistant  8/2000 – 6/2004 


College Assessment Committee, Native American Research Project 
Oklahoma State University – Stillwater, OK 


Graduate Teaching Assistant  1/2002 – 5/2002 
Oklahoma State University – Stillwater, OK  
NSCI 2114 – Principles in Human Nutrition 


Graduate Coordinator Assistant 8/2000 – 6/2001 
Oklahoma State University – Stillwater, OK 


Summer Intern/Biologist   5/2000 – 8/2000 
National Institutes of Health – Phoenix, AZ 



http://go.osu.edu/meddiet

mailto:taylor.1043@osu.edu
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Metabolic Kitchen Cook  3/2000 – 5/2000 
National Institutes of Health – Phoenix, AZ 


Cowden Research Fellow  8/1998 – 5/2000 
Arizona State University – Tempe, AZ  


RESEARCH INTERESTS 


• Health promotion, weight management and disease prevention through lifestyle behaviors 
• Examining dietary habits of Americans via national secondary data sets 


PROFESSIONAL MEMBERSHIPS 


Academy of Nutrition and Dietetics (formerly the American Dietetic Association), 1996-present 
† Member Service Advisory Committee, appointed, 2014-present 


- Vice Chair /Chair, 2014-present 
† Research Dietetic Practice Group, 2000-present 


- Chair-Elect/Chair/Past-Chair, elected, 2012-2014 
- Secretary, elected, 2005-2007 


† National Organization of Men in Nutrition, 2007-present 
- Nominating Committee Chair, elected, 2007-2009 
- Treasurer, elected, 2009-2010 


Society for Nutrition Education and Behavior, 2014-present 
- Nominating Committee Chair, elected, 2016-present 


Dannon Nutrition Leadership Institute Alumni Association, 2010-present 
† Domestic Committee Chair-Elect/Chair, elected, 2011-2012 


PROFESSIONAL HONORS 


Member of the Year Award, Research Dietetic Practice Group of the Academy of Nutrition and 
Dietetics, 2015 


Fellow, Academy of Nutrition and Dietetics, 2014 
Academy of Nutrition and Nutrition and Dietetics, Nomination for the 2015 US Dietary Guidelines 


Advisory Committee, Not selected. 
American Dietetic Association, Leadership Institute, 2011 
American Dietetic Association, Area 5 Outstanding Dietetics Educator Award – Coordinated 


Programs, 2009 
Ohio Dietetic Association, Outstanding Dietetics Educator Award – Coordinated Programs, 2009 
American Dietetic Association, Recognized Young Dietitian of the Year, 2007 
National Cancer Institute, 3rd Advanced Training Institute on Health Behavior Theory, 2006 
National Institutes of Health, Summer Institute on Randomized Clinical Trials Involving Behavioral 


Interventions, 2005 
Dannon Institute, Nutrition Leadership Institute, 2005 
Kappa Omicron Nu, Omicron Nu Research Fellowship, 2003 
American Dietetic Association Foundation Scholarship, 2001-2003 


† Loyal E Horton Scholarship, 2001-2002 
† Campbell Soup Corporate Scholarship, 2002-2003 


Oklahoma Dietetic Association Graduate Student Scholarship, 2001 
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American Dietetic Association Research Dietetic Practice Group Graduate Student Research Paper 
Award, 1999 


Phoenix Home Economists in Home and Community Scholarship, 1999 


INSTITUTIONAL HONORS 


Bowling Green State University, Food and Nutrition. Outstanding Alumni, 2015. 
Oklahoma State University, College of Human Sciences. Rising Star Award, 2008.  
The Ohio State University, School of Allied Medical Professions Faculty Research Award, 2008 
Oklahoma State University Doctoral Graduate Research Excellence Award – Biological Sciences, 


2004 
Oklahoma State University Graduate and Professional Student Government Association’s Doctoral 


Student Phoenix Award, 2004 
Oklahoma State University, John Skinner Graduate Fellowship, 2003-2004 
Oklahoma State University, Robberson Summer Research Fellowship Recipient, 2003 
Oklahoma State University, Foundation Distinguished Graduate Student Fellowship Recipient, 


2000-2003 
Oklahoma State University, Graduate Dean’s In-State Tuition Waiver, 2000-2003 
Oklahoma State University Graduate and Professional Student Government Association Graduate 


Research Symposium, Best Overall Oral Presentation Award, 2002 
Oklahoma State University, McAlester Scottish Rite Foundation, Graduate Fellowship, 2002 
Oklahoma State University, Winterfeldt Graduate Fund for Research, 2001 
Arizona State University, Graduate College Travel Grant, 1999-2000 
Arizona State University Family Resources and Human Development Community Service Award, 


1999 


PROFESSIONAL SERVICE AND LEADERSHIP 


US Department of Agriculture, Agriculture and Food Research Institute, Panel Manager, 2015-
present. 


Ohio Board of Dietetics, Educator Member, Governor Appointed, 2011-present 
US Department of Agriculture, Agriculture and Food Research Institute, Invited grants panelist, 


2005, 2007, 2009, 2013, 2014. 
Editorial Board, Journal of Nutrition Education and Behavior, 2011-present (Invited) 


Ad hoc reviewer for the Journal of Nutrition Education and Behavior, 2004-present 
Editorial Board, American Journal of Health Behavior, 2014-present (Invited) 


Ad hoc reviewer for the American Journal of Health Behavior, 2005-2014 
Editorial Board, Health Behavior and Policy Review, 2014-present (Invited) 
Ad hoc reviewer for Academic Pediatrics, 2013 (Invited) 
Ad hoc reviewer for Appetite, 2012-present (Invited) 
Ad hoc reviewer for Topics in Clinical Nutrition 
Ad hoc reviewer for the British Journal of Psychology, 2012 (Invited) 
Ad hoc reviewer for the Infant, Child and Adolescent Nutrition (ICAN), 2010-present 
Ad hoc reviewer for the Journal of Adolescent Health, 2008-present (Invited) 
Ad hoc reviewer for the Journal of Rural and Remote Health, 2008-present 
Ad hoc reviewer for the Journal of the American Dietetic Association/Journal of the Academy of 


Nutrition and Dietetics, 2006-present 
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Ad hoc reviewer for the British Journal of Nutrition, 2005-present (Invited) 
Ad hoc reviewer for the Journal of Health Care for the Poor and Underserved, 2005-present 
Ad hoc reviewer for the Preventing Chronic Disease, 2003-present 
Ad hoc reviewer for the American Journal of Preventive Medicine, 2000-present (Invited) 
Ad hoc grant reviewer, Egg Nutrition Center 
Ad hoc grant reviewer, Academy of Nutrition and Dietetics Foundation 
 
Service to Professional Societies 
Member Services Advisory Committee, Academy of Nutrition and Dietetics, Appointed by 


Academy President: 2014-present. 
- Vice Chair (2015-2016), Chair (2016-present), Appointed by AND President  


Society for Nutrition Education and Behavior 
- Nominating Committee Chair, elected, 2016-present 
- Annual Conference Abstract Review Co-Chair, 2015-16 


Academy of Nutrition and Dietetics House of Delegates. Invited Research Expert for Spring HOD 
Virtual Meeting. Engaging Members in Research. May 2014. 


Academy of Nutrition and Dietetics Research Dietetic Practice Group 
- Chair-Elect/Chair/Past-Chair, elected, 2012-2014 
- Secretary, elected, 2005-2007 


Academy of Nutrition and Dietetics National Organization of Men in Nutrition Member Interest 
Group, 2007-present 


- Nominating Committee Chair, elected 
- Treasurer, elected, 2009-2010 


Ohio Dietetic Association, Research Task Force, 2009-2010 
American Dietetic Association Clinical Workgroup on the Changing US Family and the Practice of 


Dietetics, Representative of the Research Dietetic Practice Group, 2008 
Academy of Nutrition and Dietetics, Evidence Analyst, 2004-present 
American Dietetic Association Position "Role of the Dietetics Professionals in Health Promotion 


and Disease Prevention Programs" Reviewer, 2005 
Academy of Nutrition and Dietetics/American Dietetic Association, Food and Nutrition Conference 


& Exhibition Research Abstract Reviewer, 2005-present 
Arizona Dietetic Association Annual Meeting Planning Committee 


† Poster Session Coordinator, 2000 
 
Industry 
Scientific Advisory Board, Viocare Inc., 2015-present 


Institutional 
Honors Program Director, School of Health and Rehabilitation Sciences, The Ohio State University, 


2014-present 
Faculty Search Committee Chair, Health Sciences and Medical Dietetics Division, The Ohio State 


University, 2016. 
Leadership Council, The Ohio State University, Discovery Themes: Initiative for Food and 


AgriCultural Transformation, 2015-present 
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Faculty Search Committee Chair for InFACT Discovery Themes Hire, Medical Dietetics Division, The 
Ohio State University, 2015. 


Faculty Search Committee, Medical Laboratory Sciences Division, The Ohio State University, 2010-
2011 


Faculty Search Committee Chair, Medical Dietetics Division, The Ohio State University, 2010-2011 
Faculty Search Committee, Occupational Therapy Division, The Ohio State University, 2010-2011 
Faculty Council Chair, School of Allied Medical Professions, The Ohio State University, 2011-21012 
School of Allied Medical Professions Associate Dean for Research, Search and Selection 


Committee, The Ohio State University, 2006-2007 
Medical Dietetics, Faculty Search Committee, The Ohio State University, 2006 
Martha Nelson Lewis Research Symposium Planning Committee, The Ohio State University, 


Columbus, Ohio, 2005-2006, 2008-2009. 
† 2009 Symposium Committee Chair, 2008-2009 


College of Human Environmental Sciences Assessment Committee, Graduate Student 
Representative, Oklahoma State University, 2002-2004 


Graduate Student Representative for College of Human Environmental Sciences Search and 
Selection Committee for Associate Dean of Academic and Research Services, Oklahoma State 
University, 2001-2002 


College of Human Environmental Sciences Technology Fee Committee, Departmental Student 
Representative, Oklahoma State University, 2000-2004 


COURSES TAUGHT 


Health Promotion and Community Nutrition (Undergraduate) 
Medical Dietetics Research Seminar (Undergraduate) 
Advanced Nutrition and Metabolism (Undergraduate) 
Health Sciences Research: Interpretation and Applications (Undergraduate and Graduate) 
Community Nutrition (Graduate) 
Nutrition and Metabolic Imbalance (Graduate) 


GRADUATE STUDENT COMMITTEES CHAIRED 


Doctoral Dissertation Advisor 
Rosanna (Pereira) Watowicz, The Ohio State University College of Medicine, 2010-2016 
Completed Candidacy, Fall 2014 
Title: Nutrition counseling in the patient-centered medical neighborhood for adults with 
hypertension 


Janelle Chiasera, The Ohio State University College of Education, 2004-2005 
Title: Examination of the Determinants of Overweight and Diabetes Mellitus in U.S. Children 


Kelli Williams, The Ohio State University College of Education, 2005-2006 
Title: Cultural Perceptions of a Healthy Diet and Healthy Weight in Rural Appalachian Adolescents 


Masters Thesis Advisor 
Catherine Eitel, The Ohio State University School of Health and Rehabilitation Sciences, current. 


Garrett Davidson, The Ohio State University School of Health and Rehabilitation Sciences, current. 
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Andrea Lane, The Ohio State University School of Health and Rehabilitation Sciences, current. 


Nathan Stuhlfauth, The Ohio State University School of Health and Rehabilitation Sciences, 
current. 


Stephan Zarich, The Ohio State University School of Health and Rehabilitation Sciences, current. 
Title: Differences in Meal-Based Diet Quality by Food Security Status in US Adults 


Susannah Edwards, The Ohio State University School of Health and Rehabilitation Sciences, 2016. 
Title: Associations between Dietary Patterns and Cardiovascular Disease Risk in US Females 


Alayna Markwordt, The Ohio State University School of Health and Rehabilitation Sciences, 2014.  
Title: Differences in Dietary Intakes of United States Adults from NHANES by Food Security Status.  


Chelsea Britton, The Ohio State University School of Health and Rehabilitation Sciences, 2013. 
Title: Meal Patterns Relating To Macronutrient Distribution and Energy Intake from Snacking. 


Alexandra Borsuk, The Ohio State University School of Health and Rehabilitation Sciences, 2012. 
Title: Social and Behavioral Characteristics of Participants with Celiac Disease.  


David Wolfe, The Ohio State University School of Health and Rehabilitation Sciences, 2012 
Title: Accelerometer-based Patterns of Physical Activity by weight status and gender among US 
adults –National Health Examination Survey 2003-2006.  


Emina Suta, The Ohio State University School of Health and Rehabilitation Sciences, 2011 
Title: Barriers and Opportunities for Nutrition Counseling in Primary Care.  


Jenna Branski, The Ohio State University School of Health and Rehabilitation Sciences, 2011 
Title: Differences in food source patterns in U.S. adults. 


Danielle Demarco, The Ohio State University School of Allied Medical Professions, 2011 
Title: Weight Perceptions and Adherence to Weight Control Practices in US Adults.  


Nathan Holdeman, The Ohio State University School of Allied Medical Professions, 2010 
Title: Validation of a Food Frequency Questionnaire to a 3-Day Diet Record in Children with Autism 
Spectrum Disorder. 


Rosanna Pereira, The Ohio State University School of Allied Medical Professions, 2010 
Title: Lifestyle and Dietary Behaviors of Obese Children and Adolescents after Parental Weight-
Loss Surgery 


Kathryn Bernard The Ohio State University School of Allied Medical Professions, 2010 
Title: Differences in Dietary Intakes of African Americans by Hypertension Status.  


Breanne Shirk, The Ohio State University School of Allied Medical Professions, 2009 
Title: A School-Based Intervention Increased Nutrition Knowledge in High School Students 


Jessica Helmke, The Ohio State University School of Allied Medical Professions, 2009 
Title: A Qualitative Content Analysis of Local School Wellness Policies for Ohio Schools 


Natalie Eader, The Ohio State University School of Allied Medical Professions, 2009 
Title: Family Practices and Perceived Importance of Healthy Lifestyle Behaviors in Parents of 
Adolescents 
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Jonathan Scott, The Ohio State University School of Allied Medical Professions, 2008 
Title: Current Dietary Habits African Americans and the Diabetes Status. 


Jennifer Kuck, The Ohio State University School of Allied Medical Professions, 2008 
Title: Differences in Dietary Patterns by Breakfast Consumption and Weight Status in US 
Adolescence. 


Casey Cavanaugh, The Ohio State University School of Allied Medical Professions, 2007 
Title: Cultural Perceptions of Health and Diabetes in Native American Men. 


Amy Lynn (Dyer) Lusk, The Ohio State University School of Allied Medical Professions, 2006 
Title: Leading Sources of Fruit Servings and the Relationship to Obesity in US Children from 
NHANES 1999-2002. 


UNDERGRADUATE HONORS STUDENTS 


Brandon Petrovich, The Ohio State University School of Health and Rehabilitation Sciences, 2016. 
Title: A Comparison of Native and Foreign-Born Mexican American Dietary Patterns 


Sara Waters, The Ohio State University School of Health and Rehabilitation Sciences, 2015. 
Title: Differences in Strength and Aerobic Fitness in US Children by Weight Status and Age 


Sierra Moore, The Ohio State University School of Health and Rehabilitation Sciences, 2014.  
Title: Self-Care As It Relates To Poverty Status and Age In U.S. Adults: American Time Survey.  


Anthony DiMarino, The Ohio State University School of Health and Rehabilitation Sciences, 2013 
Title: A Comparison of Vegetarian Diets and the Standard Westernized Diet in Nutrient Adequacy 
and Health Status. 


Emily Hill, The Ohio State University School of Health and Rehabilitation Sciences, 2013 
Title: College Student Health Behavior and Its Relationship to Social Media Use. 


Christine Patella. The Ohio State University School of Health and Rehabilitation Sciences, 2013 
Title: Dietary Fiber Intake and Its Relationship to Childhood Obesity. 


Ann Barrett. The Ohio State University School of Health and Rehabilitation Sciences, 2012 
Title: Depression and Its Relationship to Physical Activity and Obesity. 


Emma Baker, The Ohio State University School of Allied Medical Professions, 2011  
Title: Weight Perception, Weight Accuracy and Its Relationship to Family History of Chronic 
Disease  


Ashlea Braun, The Ohio State University School of Allied Medical Professions, 2011 
Title: Relations among Bone Health Measures and Beverage Intakes during the Bone Building 
Years. 


Julianne Niswander, The Ohio State University School of Allied Medical Professions, 2009 
Title: Obesity-Related Cancers and Their Relationship to Physical Activity and Dietary Intakes. 


Ryan Urchek, The Ohio State University School of Allied Medical Professions, 2008 
Title: Relations among Obesity, Adult Weight, and Cancer in U.S. Adults. 


Amy Dannemiller, The Ohio State University School of Allied Medical Professions, 2008 
Title: Most Common Sources of Specific Nutrients in Adolescents by Current Weight Status. 
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Crystal Cheng, The Ohio State University School of Allied Medical Professions, 2006 
Title: Activation of Quinone Reductase in the Lens Epithelial Cells by Dietary Compounds. 


GRADUATE THESIS COMMITTEES FOR OTHER INSTITUTIONS 


Lori Nedescu, Eastern Michigan University Dietetics and Human Nutrition Program, 2016. 
Title: Comparing Healthy Eating Index Scores to Physical Activity Levels in Adults using 2007-08 and 
2009-10 NHANES Data Sets. 


Jenna McClure, Rush University Medical Center, 2015. 
Title: Testing the Reliability and Validity of the Adult Carb Quiz in Inpatients with Type 2 Diabetes.  


Kimberly Kerr, Rush University Medical Center, 2010.  
Title: Core and Secondary Foods as a Measure of Diet Quality in a Type 2 Diabetes Sample.  


Anne Kinsella, Rush University Medical Center, 2010.  
Title: Assessing Diet Quality of a Type 2 Diabetes Sample Using the Healthy Eating Index 2005. 


Yu Wang, Ohio University College of Health and Human Services. 2010.  
Title: The Association between Household Food Security and Metabolic Syndrome among U.S. 
Children.  


BOOK CHAPTERS AND ENTRIES 


Taylor CA, Scott JM. Dietary Reference Intakes. Encyclopedia of Lifestyle Medicine and Health, 
Edited by James M. Rippe, M.D. Thousand Oaks, CA: Sage. 2012 (Invited) 


Berryman D, Taylor CA. Berryman DE. Chapter 23: Disturbances of Energy Balance. In Biochemical, 
Physiological & Molecular Aspects of Human Nutrition 3rd Edition. 2012. Edited by: Stipanuk 
MH, Caudill MA. (Invited) 


PEER-REVIEWED PUBLICATIONS 


Bearss K, Taylor CA, Aman M, Whittemore R, Lecavalier L, Miller J, Pritchett J, Green B, Scahill L. 
Using qualitative methods to guide scale development for anxiety in youth with autism 
spectrum disorder. Autism. 2016:20(6):663-672. 


Bittoni MA, Wexler R, Spees CK, Clinton SK, Taylor CA. Lack of private health insurance is 
associated with higher mortality from cancer and other chronic diseases, poor diet quality, and 
inflammatory biomarkers in the United States. Prev Med. 2015;81:420-426. 


Ralston RA, Orr M, Goard LM, Taylor CA, Remley D. Educating Farmers’ Market Consumers on Best 
Practices for Storage, Preservation, and Consumption for Maximum Nutrient and 
Phytonutrient Levels in Local Fruits and Vegetables. J Extension. 2016;54(2):1-14. 


Wexler RK, Hefner JL, Sieck C, Taylor CA, Lehman J, Panchal AR, Aldrich A, McAlearney AS. 
Connecting Emergency Department Patients to Primary Care. J Am Board Fam Med. 
2015(6);28:722–732. 


Murimi MW, Chrisman M, Hughes K, Taylor CA, Kim Y, McAllister TL. Effects of school-based point-
of-testing counselling on health status variables among rural adolescents. Health Ed J. 
2015:74(5);557–567. 


Watowicz RP, Anderson SE, Kaye GL, Taylor CA. Energy Contribution of Beverages in US Children 
by Age, Weight, and Consumer Status. Child Obesity. 2015:11(4);475-483. 


Remley D, Goard LM, Taylor CA, Ralston RA. Maximizing the nutritional value of produce post-
harvest: consumer knowledge gaps, interests, and opinions regarding nutrition education 
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strategies. J Extension. 2015;53(4):1-9. Available at: 
http://www.joe.org/joe/2015august/rb1.php.  


Holben DH, Wang Y, Taylor CA. Food Insecurity and Its Association with Central Obesity and Other 
Markers of Metabolic Syndrome among Persons Aged 12 to 18 Years in the United States.. J 
Am Osteopath Assoc. 2015;115(9):536-543. 


Spees CK, Wexler RK, Bittoni MA, Panchal AR, Taylor CA. Characterization of Low Income Adults 
Use of Emergency Department Services. Health Behavior and Policy Review. 2015;2(4):251-259 


Briggs MS, Spees CK, Bout-Tabaku S, Taylor CA, Eneli I, Schmitt LC. Cardiovascular Risk and 
Metabolic Syndrome in Obese Youth Enrolled in a Multidisciplinary Medical Weight 
Management Program: Implications of Musculoskeletal Pain, Cardiorespiratory Fitness, and 
Health Related Quality of Life. Metab Syndr Relat Disord. 2014;13(3);102-109. 


Gustafson A, Wu Q, Spees C, Putnam N, Adams I, Taylor CA. Family Meals and neighborhood food 
resources influence on intake of sugar-sweetened beverages and added sugars among parents 
and adolescents in rural communities. J Community Med Health Educ. 2014;4: 300.  


Gustafson A, Wu Q, Spees C, Putnam N, Adams I, Taylor CA. How Adolescents and Parents Food 
Shopping Patterns and Social Interaction when Shopping is Associated with Dietary Outcomes 
in Rural Communities. J Obes Weight Loss Ther 2014;4: 214.  


Watowicz RP, Taylor CA. A comparison of beverage intakes in US children based on WIC 
participation and eligibility. J Nutr Educ Behav. 2014;46(3 Suppl):S59-64.  


Briggs MS, Givens DL, Schmitt LC, Taylor CA. The Relationships Between C - Reactive Protein, 
Obesity Measurements, and Reports of Low Back Pain. Arch Phys Med Rehabil. 2013;94:745-
52. 


Coltman AE, Keim KS, Chapman-Novakofski KM, Taylor CA. Assessing diet quality of a type 2 
diabetes sample using the Health Eating Index 2005. Top Clin Nutr,2013 28:145-153. 


Watowicz RP, Taylor CA, Eneli IU, Lifestyle Behaviors of Obese Children Following Parental Weight 
Loss Surgery. Obes Surg. 2013;23:173-8. 


Marsh KK, Keim KS, Taylor CA, Chapman-Novakofski K, Hartney C. Core and Secondary Foods in a 
Sample of Patients with Type 2 Diabetes. Top Clin Nutr. Vol. 27, no. 2: 136-146. 2012.  


Spees JM, Scott JM, Taylor CA. Differences in the Amounts and Types of Physical Activity by Adult 
Obesity. Am J Health Behav. 2012:36:56-65. 


Mueller K, Nahikian-Nelms ML, Sharrett MK, Taylor CA. A Descriptive Study of Alternative Grain 
Consumption among Individuals with Celiac Disease. Medical Nutrition Matters. 2011;31:6-10. 


Perez-Escamilla R., Song D., Taylor CA, Mejia A., Melgar-Quinonez H., Anders R., Balcazar H., Segura-
Perez S., Duarte M., Ibarra J. Place of residence modifies the association between acculturation 
and dietary tools knowledge among Latina WIC participants: A multi-state study. Journal of 
Immigrant and Minority Health 2011;2:299-308. 


Taylor CA, Helmke JJ, Beiting S, Ritter J, Clutter JE. A Qualitative Content Analysis of Local School 
Wellness Policies for Ohio Schools. ICAN: Infant, Child and Adolescent Nutrition. 2011;3: 9-15.  


Bernard K, Wolf KN, Wexler RK, Taylor CA. Differences in Dietary Intake Habits of African American 
Adults by Hypertension Status. Topics Clin Nutr. 2011;26: 34-44.  


Hackett M, Melgar-Quiñonez H, Taylor CA, Uribe MCA. Factors Associated with Household Food 
Security of Participants of the MANA Food Supplement Program In Colombia. J Assoc Latin 
Amer Nutr, 2010;60:42-47. 


Scott JM, Spees CK, Wexler RK, Taylor CA. Racial Differences in Barriers to Blood Pressure Control in 
a Family Practice Setting. J Primary Care Comm Health. 2010;1;200-205. 



http://www.joe.org/joe/2015august/rb1.php
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Scott JM, McDougle L, Schwirian K, Taylor CA. Differences in the Dietary Intakes Habits by Diabetes 
Status by Diabetes Status for African American Adults. Ethn Dis. 2010;20:99–105 


Remley DT, Zubieta AC, Lambea MC, Melgar-Quinonez HR, Taylor CA. Spanish and English Speaking 
Client Perceptions of Choice Food Pantries, J Hunger Environ Nutr. 2010; 5:120- 128. 


Wexler R, Taylor CA. What to do when the blood pressure is not coming down. J Fam Pract 
2009;58:640-645. 


Evans KD, Scott JM, Taylor CA, Geraghty ME, Ashcraft CD. Quantitative Ultrasonography of Calcaneal 
Bone Mass and Its Relationship to Calcium Consumption among Impoverished Hispanic Women 
J Diagn Med Sonog, 2009; 25:127-135. 


Wexler R, Elton T, Taylor CA, Pleister A, Feldman D. Physician reported perception in the treatment 
of high blood pressure does not correspond to practice. BMC Fam Pract. 2009 2;10:23. 


Lorson BA, Melgar-Quinonez HR, Taylor CA. Correlates of fruit and vegetable intakes in U.S. children. 
J Am Diet Assoc. 2009;109:474-8. 


Evans KD, Dodge ML, Taylor CA, Wolf K. Qualities that foster cohesive teams. Radiol Manage. 2008 
Nov-Dec;30:32-40; quiz 42-4. 


Cavanaugh C, Taylor CA, Keim KS, Clutter JE, Geraghty ME. Cultural perceptions of health and 
diabetes among Native American men. J Healthcare Poor Underserv. 2008:19;1029–1043. 


Williams KJ, Taylor CA, Wolf KN, Lawson R, Crespo R. Cultural perceptions of healthy weight in 
rural Appalachian youth. Rural Remote Health. 2008;8:932. Epub 2008 May 22. 


Evans KD, Gallatin A, Taylor CA, Brodnik M. Promotion of Self-Directed Learning for Continuing 
Medical Education for Radiographers. Rad Tech. 2008:80;11-19. 


Taylor CA, Keim KS, Gilmore AC, Van Delinder JL, Parker SP. Most commonly consumed foods in 
Native American women. Am J Health Behav. 2006;30:613-25. 


Evans KE, Taylor CA. An ecological research approach to understanding the incidence of 
osteoporosis in elderly Hispanic women. Rad Tech. 2006;77:451-9. 


Taylor CA, Keim KS, Fuqua DR, Johnson CA. Keeping the Balance Diabetes Assessment Tool: 
Development and testing of an assessment tool for diabetes prevention in Native Americans. 
Prev Chronic Dis [serial online]. 2005 Oct [Sept 15, 2005]. Available from: URL: 
http://www.cdc.gov/pcd/issues/2005/oct/05_0015.htm. 


Taylor CA, Keim KS, Gilmore AC. Nutritional impact of core and secondary foods on diet quality in 
Native American women. J Am Diet Assoc. 2005;105:413-419. 


Hampl JS, Taylor CA, Johnston CS. Vitamin C deficiency and depletion in the United States: the 
Third National Health and Nutrition Examination Survey, 1988 to 1994. Am J Public Health. 
2004;94:870-875. 


Hampl JS, Wharton CM, Taylor CA, Winham DM, Block JA, Hall R. Primetime television impacts 
adolescents' impressions of body weight, sex appeal, and food and beverage consumption. Nutr 
Bull. 2004;29:92-98. 


Nicklas TA, Hampl JS, Taylor CA, Thompson VJ. Monounsaturated fatty acid intake by children and 
adults: Temporal trends and sociodemographic differences. Nutr Rev. 2004;62:132-141. 


Taylor CA, Keim KS, Sparrer AC, Van Delinder JL, Parker SP. Social and cultural barriers to diabetes 
prevention in American Indian women. Prev Chronic Dis [serial online].2004 Apr [March 22, 
2004]. Available from: URL: http://www.cdc.gov/pcd/issues/2004/apr/03_0017.htm. 


Hampl JS, Heaton CLB, Taylor CA. Snacking patterns influence energy intakes but not body mass 
index. J Hum Nutr Diet. 2003;16:3-11. 


Sasser K, Contreras M, Taylor C, Gates G. Health and nutrition status of elderly food stamp 



http://www.cdc.gov/pcd/issues/2005/oct/05_0015.htm

http://www.cdc.gov/pcd/issues/2004/apr/03_0017.htm
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participants. J Nutr Elderly. 2002;22:1-14. 
Hampl JS, Taylor CA, Booth CL. Differences in dietary patterns of non-smoking adults married to 


smokers versus non-smokers. Am J Health Promot. 2001;16:1-6.  
Johnston CS, Taylor CA, Hampl JS. More Americans are eating ‘5 A Day’ but intakes of dark green 


and cruciferous vegetables remain low. J Nutr. 2000;130:3063-3067. 
Taylor CA, Hampl JS, Johnston CS. Low intakes of vegetables and fruits, especially citrus fruits, lead 


to inadequate vitamin C intakes among adults. Eur J Clin Nutr. 2000;54:573-578.  
Hampl JS, Taylor CA, Johnston CS. Intakes of vitamin C, vegetables, and fruits: which 


schoolchildren are at risk? J Am Coll Nutr. 1999;18:582-590. 
Taylor CA, Hampl JS, Schnepf MI. Biographical Article: Hazel Metz Fox (1921-1989). J Nutr. 


1999;129:1091-1093. (Editor reviewed) 
 
In Press: 
Spees CK, Alwood A, Wolf KN, Rusnak S, Taylor CA. Poor Adherence to Preventive Healthcare and 


Cancer Screening Guidelines Among Food Pantry Clients. J Hunger Environ Nutr. In Press. 
Sieck CJ, Hefner JL, Wexler RK, Taylor CA, McAlearney AS. Why do they do that?: Looking beyond 


typical reasons for non-urgent ED use among Medicaid patients. Patient Experience Journal In 
Press. 


 
In Review: 
Ramsay SA, Shriver LH, Taylor CA. Variety of Fruit and Vegetables is related to Preschoolers’ 


Overall Diet Quality. Prev Med Reports, In Review. 
Taylor CA, Spees CS, Hooker NH. Shelf to Health: Do Product Formulations Change National 


Estimates of Dietary Impacts? J Acad Nutr Diet. In Review, First Resubmission. 
Shriver LH, Bloch TD, Marriage B, Ramsay SA, Spees CK, Taylor CA. Contribution of Snacking to 


Dietary Intakes of Preschool-aged Children in the US. Maternal and Child Nutrition, In Review, 
First Resubmission. 


Taylor CA, Hooker NH, Clark JK, Watowicz RP, Spees CK. Differing Sources of Food and Beverages 
Consumed by Diet Quality and Food Security Status. J Nutr Ed Behav, In Review. 


 
In Preparation: 
Eitel CE, Spees CK, Hooker NH, Taylor CA. Differences in the macronutrient contribution of food 


patterns by food security status in US adults. Appetite.  
Spees CK, Seligman HK, Pendergast K, Taylor CA. The Association of Food Insecurity and 


Depression in the U.S. 2013. Health Behav Policy Rev.  
Ramsay SA, Bloch TD, Marriage B, Shriver LH, Spees CK, Taylor CA. Skipping Breakfast is Associated 


with Lower Diet Quality in Children.  
Hooker NH, Spees CK, Markwordt AM, Watowicz RP, Clark JK, Taylor CA. Differences in the Dietary 


Patterns by Food Security Status in US Adults. 


INVITED PRESENTATIONS 


International 
Taylor CA. Overcoming barriers to promote meaningful dietary beahviour change. Presented at 


the Personalized Nutrition Congress. May 2016, Boston, MA. 



http://www.tandfonline.com/doi/abs/10.1080/19320248.2015.1095143
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Melgar-Quinonez HR, Taylor CA. Inseguridad alimentaria y Obesidad (Food Insecurity and Obesity). 
International Seminar: Transición nutricional: alcances y limitaciones del modelo (Nutritional 
Transition: achievements and limitations). Universidad Autonoma Metropolitana – Campus 
Xochimilco, November 24-25, 2005, Mexico City, Mexico. 


 
National 
Taylor CA. Assessing Dietary Patterns: The Hidden Message. Presented during “National Dietary 


Data: Building Blocks to Expand Your Research Portfolio.” US Department of Agriculture Food 
Surveys Research Group/Academy of Nutrition and Dietetics Research DPG Preconference 
Workshop. October, 2014, Atlanta, GA. 


Taylor CA. Opportunities for the RD and Technology in Patient-Centered Medical Neighborhoods. 
Villanova University College of Nursing MacDonald Center for Obesity Prevention and 
Education. National webinar, July 2014. 


Taylor CA. The Model Project: Applying Research to Improve Practice. American Dietetic 
Association Dietetic Educators of Practitioners Area V Annual Meeting. April, 2005. 
Indianapolis, IN. 


 
State 
Taylor CA. Dietary Patterns. The Underlying Story. Presented at 7th Annual Food and Nutrition 


Symposium. November 2015, Bowling Green, OH. 
Taylor CA. Opportunities for the RD and Technology in Patient-Centered Medical Neighborhoods." 


Presented at Super Saturday. October 2015, Wadsworth, OH. 
Taylor CA. Current Lifestyle Behaviors and the Quest for Prevention. National Kidney Foundation 


of Ohio. May, 2009, Columbus, OH. 
Taylor CA. Putting Evidence-Based Practice into Practice. Kidney Foundation of Northeastern Ohio 


Annual Meeting. September 2008, Cleveland, OH. 
Taylor CA. Putting Evidence-Based Practice into Practice. National Kidney Foundation of Ohio 


Annual Meeting. May 2008, Columbus, OH. 
Taylor CA. Deconstructing the New Pyramid. Food and Nutrition Program (FNP) and Expanded 


Food and Nutrition Education Program (EFNEP) Annual Conference. The Ohio State University 
Extension, November 15, 2007, Columbus, OH. 


Taylor CA. Putting Evidence-Based Practice into Practice. West Virginia Dietetic Association and 
West Virginia Association of Diabetes Educators Annual Meeting. April 2006, Charleston, WV. 


Taylor CA. Fueling for the Long Run. Ohio Association of Track and Cross Country Coaches Annual 
Conference. January 2006. Columbus, Ohio. 


Taylor CA. Obesity, Diabetes and the Quest for Prevention. Ohio State University Extension 
Service: Dining with Diabetes Teleconference. February, 2005. Columbus, Ohio. 


Taylor CA. Current Diabetes Research and the Quest for Prevention. Ohio Nutrition Council. 
December, 2004. Columbus, Ohio. 


 


PEER-REVIEWED PROFESSIONAL PRESENTATIONS 


Platform Presentations 


International 







 
Taylor 13 


Taylor CA, Hooker N, Spees C, Watowicz R. From Shelf to Health: Product Reformulations in 
Cookies Impacts the Public Health Consumption Estimates of Saturated Fat and Sugar Intakes. 
Symposium Title: Food policy and systems change: how to monitor and evaluate changes in the 
global food supply. International Society of Behavioral Nutrition and Physical Activity Annual 
Meeting, June 2016, Cape Town, South Africa.  


Hooker N, Spees C, Watowicz R, Taylor C. From Shelf to Health: Product Reformulations in Cookies 
Impacts the Public Health Consumption Estimates of Saturated Fat and Sugar Intakes. 
Experimental Biology, March 2015, Boston, MA.  


Taylor CA, Spees C, Hooker N, Clinton S,. Meeting Dietary Goals for Cancer Prevention by Age, 
Gender and Food Insecurity: Is Anyone Listening? Experimental Biology, March 2015, Boston, 
MA.  


Williams KJ, Taylor CA, Lawson RF, Wolf KN. Cultural Perceptions of Healthy Weight in Rural 
Appalachian Youth. Third International Congress of Qualitative Inquiry. Champaign, IL, May 
2007.  


Taylor CA, Keim KS. Cultural Perceptions of a Healthy Diet and the Transition from Traditional 
Dietary Practices of Native American Women. Second International Congress of Qualitative 
Inquiry. Champaign, IL, May 3-6, 2006.  


Williams KJ, Taylor CA, Lawson RF, Wolf KN. Cultural Perceptions of Healthy Weight in Rural 
Appalachian Youth. Second International Congress of Qualitative Inquiry. Champaign, IL, May 
3-6, 2006.  


Hampl JS, Taylor CA, Booth CL. Non-smoking spouses of smokers are a high-risk group for poor 
dietary intakes. Experimental Biology Conference, April 2000, San Diego, CA. 


National 
Taylor CA, Hooker NH, Clark JK, Watowicz RP, Spees CK. Differing Contributions of Food Sources to 


Dietary Energy, Solid Fat and Added Sugar in US Adults by Food Security Status. Society for 
Nutrition Education and Behavior Annual Conference, July 2016, San Diego. 


Sieck C, Hefner JL, McAlearney AS, Lehman J, Taylor CA, Wexler RK. Use of an HIT Scheduling 
Intervention to Increase Primary Care Access for Medicaid Patients: Patient, Provider, and 
Administrator Perspectives. Presented at The North American Primary Care Research Group, 
Nov 2014, New York, NY.  


Hefner JL, Sieck C, McAlearney AS, Lehman J, Taylor CA, Wexler RK. Use of an HIT Scheduling 
Intervention to Increase Primary Care Access for Medicaid Patients. Presented at The North 
American Primary Care Research Group, Nov 2014, New York, NY.  


Wexler RK, Hefner JL, Sieck C, Lehman J, Taylor CA, McAlearney AS. Practice and Policy 
Implications of an Intervention Implemented to Increase Primary Care Access for Medicaid 
Patients. Presented at The North American Primary Care Research Group, Nov 2014, New York, 
NY.  


Taylor CA, Weiss R. Impact of the RD and Technology in Patient-Centered Medical Neighborhoods. 
Academy of Nutrition and Dietetics Food and Nutrition Conference and Exhibition, October 
2013, Houston, TX. 


Taylor CA, Snetselaar L. Demystifying Dietetics Research: Applications to Practice. Academy of 
Nutrition and Dietetics Food and Nutrition Conference and Exhibition, October 2012, 
Philadelphia, PA.  
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Zimmerman KA, Wolf KN, Taylor CA, Brodnik MS. Dietetics Students Self-Efficacy in Management 
and Leadership Tasks. American Dietetic Association Food and Nutrition Conference and 
Exhibition, October 2008, Chicago, IL.  


Taylor CA, Keim KS, Sparrer AC. Food Guide Pyramid serving intakes and diet quality of Native 
American women in Northeast Oklahoma. American Dietetic Association Food and Nutrition 
Conference and Exhibition, September 2003, San Antonio, TX.  


Taylor CA, Hampl JS, Johnston CS. NHANES III Data indicate that American subgroups have a high 
risk of vitamin C deficiency. American Dietetic Association Food and Nutrition Conference and 
Exhibition, October 2000, Denver, CO. 


Taylor CA, Hampl JS, Johnston CS. Low intakes of vegetables and fruits, especially citrus fruits, lead 
to inadequate vitamin C intakes among adults. Research Dietetic Practice Group Breakfast, 
American Dietetic Association Annual Meeting and Exhibition, September 1999, Atlanta, GA. 


 
State 
Wexler RK, Scott JM, Taylor CA, Carratola M, Feldman DS. Racial Differences in Barriers to 


Hypertension Control in a Family Practice Setting. Ohio Academy of Family Physicians Research 
Symposium, Granville, Ohio, April 18, 2009  


Pouly S, Stacey A, Taylor CA, Wexler R. Understanding of Dietary Recommendations to Improve 
Hypertension Related Morbidity and Mortality as Reported by Low Socio-Economic 
Hypertensive African Americans. Ohio Academy of Family Physicians Research Symposium, 
Granville, Ohio, April 18, 2009  


Taylor CA, Johnston CS, Hampl JS. The ‘Five-A-Day’ caveat. Arizona Dietetic Association Annual 
Meeting, May 2000, Mesa, AZ. 


Poster Presentations 


International 
Watowicz RP, Wexler RK, Weiss R, Spees CK, Taylor CA. The Impact of Online Dietary Assessment 


to Efficiency of Nutrition Counseling: A Pilot. Experimental Biology, April 2016, San Diego, CA. 
Taylor CA, Markwordt A, Hooker N, Watowicz R, Clark J, Spees C. Differences in Food Sources of 


Select Nutrients among US Adults by Food Security Status. Experimental Biology, March 2015, 
Boston, MA.  


Taylor CA, Putnik P, Mejia A, Melgar-Quinonez HR, Anders RL, Balcazar H; Segura-Pérez S, Pérez-
Escamilla R. Familiarity with the Food Guide Pyramid and the Food Label among Latina WIC 
participants in California, Connecticut, Ohio and Texas. Experimental Biology, April 2007, 
Washington DC.  


Taylor CA, Evans KD. The Prevalence of Osteoporosis among Diverse Older Women: An Ecological 
Research Approach. Experimental Biology, April 2007, Washington DC.  


Putnik P, Taylor CA, Mejia A, Melgar-Quinonez HR, Anders RL, Balcazar H; Segura-Pérez S, Pérez-
Escamilla R. Acculturation and MyPyramid awareness among Latina WIC participants in 
Connecticut, California, Ohio, and Texas. Experimental Biology, April 2007, Washington DC.  


Williams KJ, Taylor CA, Lawson RF, Wolf KN, Crespo R. Behavioral Nutrition Practices of Rural 
Appalachian Youth. Poster Presentation at the Internal Society of Behavioral Nutrition and 
Physical Activity Annual Meeting, Boston, MA, July 2006.  







 
Taylor 15 


Holben DH, Taylor CA, Melgar-Quinonez HR. Use of four models to assess BMI differences among 
US adults by gender and household adult food security status. Experimental Biology 
Conference, April 2006, San Francisco, CA. 


Melgar-Quinonez HR, Taylor CA, Holben DH. Differences in the prevalence of obesity by 
race/ethnicity and adult food security status among US adults. Experimental Biology 
Conference, April 2006, San Francisco, CA. 


Lorson BA, Melgar-Quinonez HR, Taylor CA. Determinants of fruit and vegetable intake in US 
children. Experimental Biology Conference, April 2006, San Francisco, CA. 


Zubieta AC, Melgar-Quiñonez HR, Taylor CA. Breastfeeding practices in US households by food 
security status. Experimental Biology Conference, April 2006, San Francisco, CA. 


Taylor CA, Keim KS, Fuqua DR, Johnson CA. Development of an assessment tool for diabetes 
prevention in Native American adults. Experimental Biology Conference, April 2004, 
Washington, DC. 


Nicklas TA, Hampl JS, Taylor CA, Thompson VJ. Monounsaturated fatty acid Intake by children and 
adults: Temporal trends and sociodemographic differences. Experimental Biology Conference, 
April 2002, New Orleans, LA. 


Taylor C, Contreras M, Gates GE. Influence of food stamp participation on nutritional and health 
status of low-income elderly. Experimental Biology Conference, April 2001, Orlando, FL. 


Taylor CA, Contreras M, Gates GE, Droke E, Smith B. Zinc intake and bone mineral density in 
runners vs nonrunners. Experimental Biology Conference, April 2001, Orlando, FL. 


Hall RE, Hampl JS, Taylor CA, Stoecker BJ. Chromium content of food..."Depends on who you 
ask...". Experimental Biology Conference, April 2001, Orlando, FL. 


Taylor CA, Johnston CS, Hampl JS. The ‘Five-A-Day’ caveat. Experimental Biology Conference, April 
2000, San Diego, CA. 


Corte C, Wilson K, Parker S, Taylor CA, Hampl JS, Johnston CS. Reduced insulin response of high-
protein diets is not associated with lower postprandial triglyceride production. Experimental 
Biology Conference, April 2000, San Diego, CA. 


Taylor CA, Hampl JS, Johnston CS. Comparisons of vitamin C intakes and dietary habits among 
school-aged children. Experimental Biology Conference, April 1999, Washington DC. 


Peet KA, Hampl JS, Taylor CA. Prevalence of breastfeeding among infants participating in the 
Arizona women, infants and children program. Experimental Biology Conference, April 1999, 
Washington DC.  


 
National 
Shriver LH, Marriage B, Bloch T, Spees CK, Ramsay SA, Taylor CA. Snacking Behaviors among Young 


Children: Examination of Snacking Across Racial/Ethnic Groups in the U.S. Academy of 
Nutrition and Dietetics Food and Nutrition Conference and Exhibition, October 2016, Boston, 
MA. 


Davis J, Shriver LH, Taylor CA, Ramsay SA. Frequency of Eating Occasions and Relation to Weight 
Status in Children 2-5 Years of Age. Academy of Nutrition and Dietetics Food and Nutrition 
Conference and Exhibition, October 2016, Boston, MA. 


Hart H, Darragh A, Taylor CA, Dunlevy C, White S, Schmitt L, Rybski M, Page S, Kloos A, Onate J, 
Kegelmeyer D, Spees CK. Differences in Depression, Health Risk, and Comorbidities by Food 
Security Status and Glycated Hemoglobin in an Urban At-Risk Population. Society for Nutrition 
Education and Behavior, July 2016, San Diego, CA. 







 
Taylor 16 


Watowicz RP, Eitel CE, Hooker NH, Spees CK, Taylor CA. Differences in Food Sources of Select 
Nutrients among US Adults by Obesity Status. National Nutrient Databank Conference, May 
2016, Alexandria, VA. 


Hooker NH, Watowicz RP, Spees CK, Taylor CA. Beware the Greeks Bearing Gifts: The Potential 
Impact of Yogurt Innovation on Dietary Intakes. National Nutrient Databank Conference, May 
2016, Alexandria, VA. 


Ramsay SA, Shriver LH, Taylor CA. Children’s Variety in Fruit and Vegetable Intakes is Associated 
with Healthier Eating. Society for Nutrition Education and Behavior Annual Conference, July 
2015, Pittsburgh, PA. 


Gustafson, A, Taylor CA, Adams I, Spees CK. How Adolescents and Parents Food Shopping Patterns 
and Social Interaction When Shopping is Associated With Dietary Outcomes in Rural 
Communities. Society for Nutrition Education and Behavior, July 2014, Milwaukee, WI. 


Taylor CA, Onate JA, Wexler RK. Physical Activity Monitoring Using Accelerometry in National 
Health and Nutrition Examination Survey 2003-2006: Profile of Compliance Patterns. The 
American Dietetic Association Food and Nutrition Conference and Exhibition, October 20011, 
San Diego, CA 


Wolf KN, Taylor CA, Wexler RK. Overweight and Obese Patients' Self-Efficacy toward Losing 
Weight to Control Blood Pressure. The American Dietetic Association Food and Nutrition 
Conference and Exhibition, October 20011, San Diego, CA. 


Taylor CA, Shirk B, Wang Y, Holben DH. Differences in Rates of Metabolic Syndrome in U.S. 
Adolescents by Participation in the Supplemental Nutrition Assistance Program. The American 
Dietetic Association Food and Nutrition Conference and Exhibition, October 2010, Boston, MA. 


Stamey L, Scott JM, Habash DL, Harris L, Taylor CA, Wolf KN. Hydration Beliefs and Practices 
among Runners in a Midwest Marathon. The American Dietetic Association Food and Nutrition 
Conference and Exhibition, October 2010, Boston, MA. 


Ridgway ND, Shirk BN, Becher ST, Taylor CA, Clutter JE, Wolf KN. A School-Based Intervention 
Increased Nutrition Knowledge and Self-Efficacy in High School Students. The American 
Dietetic Association Food and Nutrition Conference and Exhibition, October 2010, Boston, MA. 


Holben DH, Wang Y, Taylor CA. Differences in Rates of Obesity and Central Adiposity in U.S. 
Adolescents by Food Security Status. The American Dietetic Association Food and Nutrition 
Conference and Exhibition, October 2010, Boston,MA. 


Taylor CA, Holben DH , Shirk B, Wang Y. Rates of Obesity and Central Adiposity in US Adolescents 
by School Breakfast and Lunch Program Participation. The American Dietetic Association Food 
and Nutrition Conference and Exhibition, October 2009, Denver, CO. 


Scott JM, Wexler RK, Taylor CA. Rates of Physical Activity in African Americans by Hypertension 
Status. The American Dietetic Association Food and Nutrition Conference and Exhibition, 
October 2009, Denver, CO. 


Holben DH , Shirk B, Wang Y, Taylor CA. Differences in Rates of Obesity and Central Adiposity in US 
Adolescents by Participation in the Supplemental Nutrition Assistance Program. The American 
Dietetic Association Food and Nutrition Conference and Exhibition, October 2009, Denver, CO. 


Wexler RK, Taylor C, Scott J, Pleister A, Michael C, Feldman D. Knowledge, Attitudes, and Beliefs 
about Hypertension Vary by Ethnicity. Heart Failure Society, September 2009, Boston, MA.  


Scott JM, Taylor CA, McDougle L, Schwirian K. Dietary Intakes of African Americans by Diabetes 
Status. The American Dietetic Association Food and Nutrition Conference and Exhibition, 
October 2008, Chicago, IL.  







 
Taylor 17 


Eader ND, Taylor CA, Wolf KN, Clutter JE. Rates of Metabolic Syndrome in US Adolescents. the 
American Dietetic Association Food and Nutrition Conference and Exhibition, October 2008, 
Chicago, IL.  


Geraghty ME, Bates-Wall J, Taylor CA. The Factors Associated with Dietary Supplement Use in 
College Students. the American Dietetic Association Food and Nutrition Conference and 
Exhibition, October 2008, Chicago, IL.  


Marschner KM, Geraghty ME, Guthrie BA, Rabidoux PC, Taylor CA. Descriptive Survey of 
Dietary/Herbal Supplements and Special Diets Used by Parents of Autism Spectrum Disorder 
Children in Ohio. the American Dietetic Association Food and Nutrition Conference and 
Exhibition, October 2008, Chicago, IL.  


Wexler RK, Taylor CA, Scott J, Pleister A, Craig M, Feldman D. Knowledge, Attitudes, and Beliefs 
about Hypertension Vary by Ethnicity. Heart Failure Society of America. September 2008, 
Boston MA.  


Taylor CA, Lusk AL, Wolf KN, Chiasera JM. Sources of Fruit Intakes and the Contribution of 
Sweetened Beverages to Fruit Intakes in US Children. The American Dietetic Association Food 
and Nutrition Conference and Exhibition, October 2007, Philadelphia, PA. 


Williams KJ, Taylor CA, Lawson RF, Wolf KN, Crespo R. Cultural Perceptions of Healthy Diet Among 
Appalachian Caregivers. the American Dietetic Association Food and Nutrition Conference and 
Exhibition, October 2007, Philadelphia, PA. 


Chiasera JM, Taylor CA, Wolf KN, Altschuld JW. Correlates of Diabetes in US Children from the 
1999-2002 National Health and Nutrition Examination Survey. the American Association of 
Clinical Chemistry Annual Meeting, July 2007, San Diego, CA. 


Taylor CA, Wolf KN, Chiasera JC. Correlates of Overweight in US Children from NHANES 1999-2002. 
American Dietetic Association Food & Nutrition Conference and Exhibition, September 2006, 
Honolulu, HI. 


Williams KJ, Taylor CA, Wolf KN, Crespo R, Lawson RF. Perceptions of a Healthy Diet in Rural 
Appalachian Adolescents. Presentation at the American Dietetic Association Food and 
Nutrition Conference and Exhibition, Honolulu, HI, September 2006.  


Taylor CA, Melgar-Quinonez HR, Holben DH. Examination of rates of obesity and metabolic 
syndrome in food secure and food insecure adults from NHANES 1999-2002. American Dietetic 
Association Food & Nutrition Conference and Exhibition, October 2005, St. Louis, MO. 


Taylor CA, Holben DH, Melgar-Quinonez HR. Proportion of recommended intakes and nutritional 
adequacy of food intakes of adults with carrying levels of food security. American Dietetic 
Association Food & Nutrition Conference and Exhibition, October 2005, St. Louis, MO. 


Wharton CM, Taylor CA, Hampl JS. Primetime television shows influence adolescents’ alcohol 
consumption. American Dietetic Association Food & Nutrition Conference and Exhibition, 
October 2004, Anaheim, CA. 


Taylor CA, Keim KS, Sparrer AC. Food Guide Pyramid serving intakes and diet quality of Native 
American women in Northeast Oklahoma. American Dietetic Association Food & Nutrition 
Conference and Exhibition, October 2003, San Antonio, TX. 


Dobson C, Van Delinder JL, Keim KS, Parker SP, Taylor CA, Sparrer AC. Relationship between body 
perception and incidence of obesity and late onset diabetes among older Native American 
women. Gerontological Society of America Annual Scientific Meeting, November 2002, Boston, 
MA. 







 
Taylor 18 


Van Delinder JL, Dobson C, Keim KS, Parker S, Taylor CA, Sparrer AC. Bodily satisfaction, age, 
weight control and the cultural definition of obesity among Oklahoma Native American 
women. American Sociological Society Conference, August 2002, Chicago, IL. 


Taylor CA, Keim KS, Van Delinder JS. Developing a cultural definition of health and diabetes in 
Native American women. Society for Nutrition Education Conference, July 2002, Minneapolis, 
MN. 


Van Delinder JL, Keim KS, Parker S, Taylor CA, Sparrer AC. Body image discourses and the cultural 
definition of obesity among Oklahoma Native American women. Midwest Sociological Society, 
April 2002, Milwaukee, WI. 


Taylor CA, Hampl JS, Johnston CS. NHANES III Data indicate that American subgroups have a high 
risk of vitamin C deficiency. American Dietetic Association Food &Nutrition Conference and 
Exhibition, October 2000, Denver, CO. 


Hampl JS, Taylor CA, Johnston CS. Low vitamin C intakes among American adults: Who is at risk? 
American Dietetic Association Food & Nutrition Conference and Exhibition, October 1999, 
Atlanta, GA. 


 
State 
Baker EL, Taylor CA. Weight Perception, Weight Accuracy and Its Relationship to Family History of 


Chronic Disease. Ohio Dietetic Association Food and Nutrition Conference and Exhibition, April 
2011, Cleveland, OH 


Braun A, Taylor CA. Relations among Bone Health Measures and Beverage Intakes during the Bone 
Building Years. Ohio Dietetic Association Food and Nutrition Conference and Exhibition, April 
2011, Cleveland, OH 


Wexler RK, Mularcik K, Wolf K, Taylor CA, Presenter. Self-Efficacy to Perform Lifestyle Changes to 
Control Blood Pressure Varies by Race. Ohio Academy of Family Physicians Research 
Symposium. May 2010, Granville, Ohio. 


Scott JM, Taylor CA, McDougle L, Schwirian K. Dietary Intakes of African Americans by Diabetes 
Status. Ohio Dietetic Association Food and Nutrition Conference and Exhibition, April 2009, 
Huron, OH 


Taylor CA, Eader ND, Wolf KN, Clutter JE. Rates of Metabolic Syndrome in US Adolescents. Ohio 
Dietetic Association Food and Nutrition Conference and Exhibition, April 2009, Huron, OH 


Geraghty ME, Bates-Wall J, Taylor CA. The Factors Associated with Dietary Supplement Use in 
College Students. Ohio Dietetic Association Food and Nutrition Conference and Exhibition, 
April 2009, Huron, OH 


Marschner KM, Geraghty ME, Guthrie BA, Rabidoux PC, Taylor CA. Descriptive Survey of 
Dietary/Herbal Supplements and Special Diets Used by Parents of Autism Spectrum Disorder 
Children in Ohio. Ohio Dietetic Association Food and Nutrition Conference and Exhibition, April 
2009, Huron, OH 


Niswander JO, Taylor CA. Obesity-Related Cancers and Their Relationship to Physical Activity and 
Dietary Intakes. Ohio Dietetic Association Food and Nutrition Conference and Exhibition, April 
2009, Huron, OH 


Urchek R, Taylor CA, Geraghty ME. Relations among Obesity, Adult Weight, and Cancer in U.S. 
Adults. Ohio Dietetic Association, Wilmington, OH, April 2008.  


Dannemiller AB, Taylor CA, Clutter JE. Most Common Sources of Specific Nutrients in Adolescents 
by Current Weight Status. Ohio Dietetic Association, Wilmington, OH, April 2008.  







 
Taylor 19 


Taylor CA, Williams KJ, Lawson RF, Wolf KN. Perceptions of a Healthy Diet in Rural Appalachian 
Adolescents. Ohio Dietetic Association, Hudson, OH, April 2007.  


Wolf KN, Taylor CA, Chiasera JC. Correlates of Overweight in US Children from NHANES 1999-2002. 
Ohio Dietetic Association, April 2007. Hudson, OH.  


Webb AD, Taylor CA. Relationship between Weight Status and Diet Quality and Physical Activity 
Levels in US Adolescents. Ohio Dietetic Association, April 2007. Hudson, OH.  


Boris M, Taylor CA. Evaluation of Adequate Calcium Intakes in the US Stratified by Age, Race and 
Gender. Ohio Dietetic Association, April 2007. Hudson, OH.  


Taylor CA, Keim KS, Fuqua DR, Johnson CA. Development of an assessment tool for diabetes 
prevention in Native American adults. Ohio Dietetic Association Annual Meeting, April 2005, 
Columbus, OH. 


PUBLISHED PEER-REVIEWED ABSTRACTS 


Shriver LH, Marriage B, Bloch T, Spees CK, Ramsay SA, Taylor CA. Snacking Behaviors among Young 
Children: Examination of Snacking Across Racial/Ethnic Groups in the U.S. J Acad Nutr Diet, In 
Press. 


Davis J, Shriver LH, Taylor CA, Ramsay SA. Frequency of Eating Occasions and Relation to Weight 
Status in Children 2-5 Years of Age. J Acad Nutr Diet, In Press. 


Hart H, Darragh A, Taylor CA, Dunlevy C, White S, Schmitt L, Rybski M, Page S, Kloos A, Onate J, 
Kegelmeyer D, Spees CK. Differences in Depression, Health Risk, and Comorbidities by Food 
Security Status and Glycated Hemoglobin in an Urban At-Risk Population. J Nutr Educ Behav. 
2016: 48(7S);S47. 


Taylor CA, Hooker NH, Clark JK, Watowicz RP, Spees CK. Differing Contributions of Food Sources to 
Dietary Energy, Solid Fat and Added Sugar in US Adults by Food Security Status. J Nutr Ed 
Behav. 2016: 48(7S);S7-8. 


Watowicz RP, Wexler RK, Weiss R, Spees CK, Taylor CA. The Impact of Online Dietary Assessment 
to Efficiency of Nutrition Counseling: A Pilot. FASEB J. 2016;30(1S); 682.15 


Ramsay SA, Bloch TD, Marriage BJ, Spees CK, Shriver LH, Taylor CA. Skipping Breakfast Is 
Associated with Lower Diet Quality in 2-5 Year Old Children. J Acad Nutr Diet 2015:115(9S);A80 


Shriver LH, Marriage BJ, Bloch TD, Spees CK, Ramsay SA, Taylor CA. Nutritional Composition and 
the Contribution of Snacks to the Dietary Intakes of 2-5 Year Old Children. J Acad Nutr Diet 
2015:115(9S);A79. 


Ramsay SA, Shriver LH, Taylor CA. Children’s Variety in Fruit and Vegetable Intakes is Associated 
with Healthier Eating. J Nutr Ed Behav. 2015;47(4S);S47. 


Hooker N, Spees C, Watowicz R, Taylor C. From Shelf to Health: Product Reformulations in Cookies 
Impacts the Public Health Consumption Estimates of Saturated Fat and Sugar Intakes. FASEB J. 
2015;29(1S); 272.2. 


Spees C, Hooker N, Clinton S, Taylor CA. Meeting Dietary Goals for Cancer Prevention by Age, 
Gender and Food Insecurity: Is Anyone Listening? FASEB J. 2015;29(1S);406.3. 


Taylor CA, Markwordt A, Hooker N, Watowicz R, Clark J, Spees C. Differences in Food Sources of 
Select Nutrients among US Adults by Food Security Status. FASEB J. 2015;29(1S);585.28. 


Gilis J, Taylor CA. Differences in Nutrient Intakes in U.S. Adults by Vegetarian Dietary Patterns. J 
Acad Nutr Diet, 2014:114(9S),A98. 







 
Taylor 20 


Gustafson, A, Taylor CA, Adams I, Spees CK. How Adolescents and Parents Food Shopping Patterns 
and Social Interaction When Shopping is Associated With Dietary Outcomes in Rural 
Communities. J Nutr Ed Behav. 2015:46 (4);S193. 


Spees CK, Alwood A, Clinton SK, Habash D, Wolf KN, Taylor CA. Food Choices and Health Status of 
Food Insecure Families. J Acad Nutr Diet 2013:113 (9S);A12. 


Spees CK, Hohol E, Rusnak S, Clinton SK, Residorf E, Taylor CA. The Disconnect between Cancer 
Prevention Recommendations and Dietary Practices by Obesity Status. J Acad Nutr Diet 
2013:113 (9S);A25.  


Watowicz RP, Taylor CA. Differences in Beverages Intakes, Especially Sugar-Sweetened Beverage 
Intakes, By Weight Status in U.S. Children. J Acad Nutr Diet 2012 112:9S;A25.  


Nahikian-Nelms ML, Vorisek LM, Taylor CA. Differences in the Amount of Time Spent on Food 
Shopping, Preparation and Consumption by Obesity Status in U.S. Adults. J Acad Nutr Diet 2012 
112:9S;A87. 


Habash DL, Headings A, Spees CK, Prendergast K, Taylor CA, Wolf KN. Building a Better Box: Rules, 
Tools, and Decisions by RDs Building Diabetes-Friendly Food Boxes for Food Insecure Clients. J 
Acad Nutr Diet 2012 112:9S;A89. 


Kerr KW, Keim KS, Taylor C, Hartney C, Chapman-Novakofski K. Core and secondary foods as a 
measure of diet quality in a type 2 diabetes sample. FASEB Journal 2011;25:770.6 


Briggs M, Givens D, Taylor C. C-Reactive Protein and Obesity Measurements as Predictors of Low 
Back Pain. Journal of Orthopaedic & Sports Physical Therapy 2011 ;41:A26-A26.  


Taylor CA, Onate JA, Wexler RK. Physical Activity Monitoring Using Accelerometry in National 
Health and Nutrition Examination Survey 2003-2006: Profile of Compliance Patterns. J Am Diet 
Assoc 2011 111:9;A97. 


Wolf KN, Taylor CA, Wexler RK. Overweight and Obese Patients' Self-Efficacy toward Losing 
Weight to Control Blood Pressure. J Am Diet Assoc 2011 111:9;A37.  


Taylor CA, Shirk B, Wang Y, Holben DH. Differences in Rates of Metabolic Syndrome in U.S. 
Adolescents by Participation in the Supplemental Nutrition Assistance Program. J Am Diet 
Assoc 2010;110:A106.  


Stamey L, Scott JM, Habash DL, Harris L, Taylor CA, Wolf KN. Hydration Beliefs and Practices 
among Runners in a Midwest Marathon. J Am Diet Assoc 2010;110: A109. 


Ridgway ND, Shirk BN, Becher ST, Taylor CA, Clutter JE, Wolf KN. A School-Based Intervention 
Increased Nutrition Knowledge and Self-Efficacy in High School Students. J Am Diet Assoc 
2010;110:A105.  


Holben DH, Wang Y, Taylor CA. Differences in Rates of Obesity and Central Adiposity in U.S. 
Adolescents by Food Security Status. J Am Diet Assoc 2010;110:A109.  


Geraghty ME, Wang L, Wall JB, Taylor CA, Young G, Lane AE, Yu Z. The Molecular Characterization 
of Intestinal Microflora in Children with Autism Spectrum Disorder. J Am Diet Assoc 
2010;110:A55. 


Altenburger J, Geraghty ME, Wolf KN, Taylor CA, Lane AE. The Quality of Nutritional Intake in 
Children with Autism. J Am Diet Assoc 2010;110:A40. 


Taylor CA, Holben DH , Shirk B, Wang Y. Rates of Obesity and Central Adiposity in US Adolescents 
by School Breakfast and Lunch Program Participation. J Am Diet Assoc 2009;109: A-98. 


Scott JM, Wexler RK, Taylor CA. Rates of Physical Activity in African Americans by Hypertension 
Status. J Am Diet Assoc 2009;109:A-92. 







 
Taylor 21 


Holben DH , Shirk B, Wang Y, Taylor CA. Differences in Rates of Obesity and Central Adiposity in US 
Adolescents by Participation in the Supplemental Nutrition Assistance Program. J Am Diet 
Assoc 2009;109: A-97. 


Wexler RK, Taylor C, Scott J, Pleister A, Michael C, Feldman D. Knowledge, Attitudes, and Beliefs 
about Hypertension Vary by Ethnicity. J Card Failure 2009;15:S110-S111.  


Scott JM, Taylor CA, McDougle L, Schwirian K. Dietary Intakes of African Americans by Diabetes 
Status. J Am Diet Assoc. 2008; 108:A-23.  


Eader ND, Taylor CA, Wolf KN, Clutter JE. Rates of Metabolic Syndrome in US Adolescents. J Am 
Diet Assoc. 2008; 108:A-89. 


Geraghty ME, Bates-Wall J, Taylor CA. The Factors Associated with Dietary Supplement Use in 
College Students. J Am Diet Assoc. 2008; 108:A-29.  


Marschner KM, Geraghty ME, Guthrie BA, Rabidoux PC, Taylor CA. Descriptive Survey of 
Dietary/Herbal Supplements and Special Diets Used by Parents of Autism Spectrum Disorder 
Children in Ohio. J Am Diet Assoc. 2008; 108:A-30. 


Zimmerman KA, Wolf KN, Taylor CA, Brodnik MS. Dietetics Students Self-Efficacy in Management 
and Leadership Tasks. J Am Diet Assoc. 2008; 108:A-87. 


Taylor CA, Lusk AL, Wolf KN, Chiasera JM. Sources of Fruit Intakes and the Contribution of 
Sweetened Beverages to Fruit Intakes in US Children. J Am Diet Assoc 2007;107:A101. 


Williams KJ, Taylor CA, Lawson RF, Wolf KN, Crespo R. Cultural Perceptions of Healthy Diet Among 
Appalachian Caregivers. J Am Diet Assoc 2007;107:A27. 


Chiasera JM, Taylor CA, Wolf KN, Altschuld JW. Correlates of Diabetes in US Children from the 
1999-2002 National Health and Nutrition Examination Survey. Clin Chem. 2007;53:A199.  


Taylor CA, Putnik P, Mejia A, Melgar-Quinonez HR, Anders RL, Balcazar H; Segura-Pérez S, Pérez-
Escamilla R. Familiarity with the Food Guide Pyramid and the Food Label among Latina WIC 
participants in California, Connecticut, Ohio and Texas. FASEB J 2007;21:528.1.  


Taylor CA, Evans KD. The Prevalence of Osteoporosis among Diverse Older Women: An Ecological 
Research Approach. FASEB J 2007;21:671.15.  


Putnik P, Taylor CA, Mejia A, Melgar-Quinonez HR, Anders RL, Balcazar H; Segura-Pérez S, Pérez-
Escamilla R. Acculturation and MyPyramid awareness among Latina WIC participants in 
Connecticut, California, Ohio, and Texas. FASEB J 2007;21:528.2.  


Taylor CA, Wolf KN, Chiasera JC. Correlates of Overweight in US Children from NHANES 1999-2002. 
J Am Diet Assoc. 2006;106:63.  


Williams KJ, Taylor CA, Wolf KN, Crespo R, Lawson RF. Perceptions of a Healthy Diet in Rural 
Appalachian Adolescents. J Am Diet Assoc. 2006;106:21. 


Holben DH, Taylor CA, Melgar-Quinonez HR. Use of four models to assess BMI differences among 
US adults by gender and household adult food security status. FASEB J. 2006;20:A1003-1004.  


Melgar-Quinonez HR, Taylor CA, Holben DH. Differences in the prevalence of obesity by 
race/ethnicity and adult food security status among US adults. FASEB J. 2006;20:A1004.  


Lorson BA, Melgar-Quinonez HR, Taylor CA. Determinants of fruit and vegetable intake in US 
children. FASEB J. 2006;20:A1008.  


Zubieta AC, Melgar-Quiñonez HR, Taylor CA. Breastfeeding practices in US households by food 
security status. FASEB J. 2006;20:A1004-1005.  


Taylor CA, Melgar-Quinonez HR, Holben DH. Examination of rates of obesity and metabolic 
syndrome in food secure and food insecure adults from NHANES 1999-2002. J Am Diet Assoc. 
2005;105: 63.  







 
Taylor 22 


Taylor CA, Holben DH, Melgar-Quinonez HR. Proportion of recommended intakes and nutritional 
adequacy of food intakes of adults with carrying levels of food security. J Am Diet Assoc. 
2005;105: 63.  


Wharton CM, Taylor CA, Hampl JS. Primetime television shows influence adolescents’ alcohol 
consumption. J Am Diet Assoc. 2004;104: A54.  


Taylor CA, Keim KS, Fuqua DR, Johnson CA. Development of an assessment tool for diabetes 
prevention in Native American adults. FASEB J. 2004;18:A903.  


Taylor CA, Keim KS, Sparrer AC. Food Guide Pyramid serving intakes and diet quality of Native 
American women in Northeast Oklahoma. J Am Diet Assoc. 2003;103:A61.  


Nicklas TA, Hampl JS, Taylor CA, Thompson VJ. Monounsaturated fatty acid Intake by children and 
adults: Temporal trends and sociodemographic differences. FASEB J. 2002;16:A659.  


Taylor C, Contreras M, Gates GE. Influence of food stamp participation on nutritional and health 
status of low-income elderly. FASEB J. 2001;15:A276.  


Taylor CA, Contreras M, Gates GE, Droke E, Smith B. Zinc intake and bone mineral density in 
runners vs nonrunners. FASEB J. 15:A977, 2001.  


Hall RE, Hampl JS, Taylor CA, Stoecker BJ. Chromium content of food..."Depends on who you 
ask...". FASEB J. 15:A279, 2001.  


Taylor CA, Hampl JS, Johnston CS. NHANES III Data indicate that American subgroups have a high 
risk of vitamin C deficiency. J Am Diet Assoc. 2000;100:A59.  


Taylor CA, Johnston CS, Hampl JS. The ‘Five-A-Day’ caveat. FASEB J. 2000;14:A220.  
Hampl JS, Taylor CA, Booth CL. Non-smoking spouses of smokers are a high-risk group for poor 


dietary intakes. FASEB J. 14:A728, 2000.  
Corte C, Wilson K, Parker S, Taylor CA, Hampl JS, Johnston CS. Reduced insulin response of high-


protein diets is not associated with lower postprandial triglyceride production. FASEB J. 
14:A728, 2000.  


Hampl JS, Taylor CA, Johnston CS. Low vitamin C intakes among American adults: Who is at risk? J 
Am Diet Assoc. 1999;99:A11.  


Taylor CA, Hampl JS, Johnston CS. Comparisons of vitamin C intakes and dietary habits among 
school-aged children. FASEB J. 13:A594, 1999.  


Peet KA, Hampl JS, Taylor CA. Prevalence of breastfeeding among infants participating in the 
Arizona women, infants and children program. FASEB J. 13:A254, 1999.  


RESOURCE GENERATION 


Current Funding 
Taylor CA and Wexler RK (Co-PI). Improving Hypertension Outcomes through Nutrition Counseling 


of Primary Care Patients using a Patient-Centered Medical Neighborhood Model. The Ohio 
State University Family Medicine Crisafi-Monte Cardiopulmonary Endowment Fund. $35,000/1 
year. 


Taylor CA (PI). Nutrition counseling in the patient-centered medical neighborhood for adults with 
hypertension. The Ohio State University Food Innovation Center. $12,000/1 year. 


Boyd (PI). Behavioral Inflexibility in IDD: Outcome Measurement. NIH. $2,170,480/5 year. Priority 
Score:20. 


Scahill LD (PI). Toward Outcome Measurement of Anxiety in Youth with Autism Spectrum 
Disorders. National Institutes of Health PAR-11-045: Outcome Measures for Use in Treatment 
Trials for Individuals with Intellectual and Developmental Disabilities (R01). $2,257,052/ 4 year. 







 
Taylor 23 


Priority Score: 20, 9th percentile. 
Weiss R (PI), Taylor (Site PI). Mobile Food Intake Photo Storage & Analysis System. NCI SBIR Phase 
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National Institutes of Health (R21). $405,325/ 2 years. 
 
Proposal in Preparation 
Scahill (PI). Toward outcome measurement of aggression and self-injury in youth with autism 


spectrum disorder. National Institutes of Health (R01). $2,540,040/ 4 year. 
Weiss R (PI), Taylor CA (Site PI). Diet Assessment Communications Portal for Data Sharing within 


the PCMN. National Institutes of Health/Phase II SBIR. $1,500,000/ 2 years. Due: 9/5/2016. 
Funderburg N (PI). Soy Modulation of immune Activation, LDL- Levels, and Lowering Inflammation 


by Pretzel Isoflavone Dietary Intervention. National Institutes of Health/R01. $ 2,915,501/ 5 
years.  


 
Previous Funding 
Gustafson A, Taylor CA (Co-PI), Spees CK, Adams I. Adolescent and Parent Food Activity Patterns as 


Drivers of Food Choices and Behaviors. U.S. Department of Agriculture Childhood Obesity 
Prevention: Integrated Research, Education, and Extension to Prevent Childhood Obesity. 2013 
$149,074/2 year. 


Weiss R, Taylor CA (site PI), Wexler RK. Diet Assessment Communications Portal for Data Sharing 
within the PCMN. National Institutes of Health/SBIR. 2013 $140,187/ 6 months. (Priority Score: 
10). 


Taylor CA, Spees CK, Belury M, Kaye G, Anderson S, Clinton SK, Habash D. Keeping a Finger on the 
Pulse of the American Diet: National Nutrition Examination of Research Data (NNERD). OSU 
Food Innovation Center Innovation Initiative Awards. 2013 $50,000/ 1 year. 04/2013. 


Taylor CA, Spees CK. Nutritional Adequacy of US Children 2-12 years: A Cross-Sectional Analysis. 
Abbott Nutrition. 2013 $41,032/1 year 


Taylor CA, Habash D, Spees CK, Wexler RK, Buell J, Kaye G, Rusnak S, Weiss R, Whitby C, Stutzman 
B. The Impact of Online Dietary Assessment to Efficiency of Nutrition Counseling: A Pilot. Food 
Innovation Center, The Ohio State University, 2012 $25,000/1 year. 


Taylor CA, Holben DH. Assessing the Link between Food Assistance Program Utilization and 
Obesity, Metabolic Syndrome and Risk for Chronic Disease in US Children. US Department of 
Agriculture Economic Research Service/University of California-Davis RIDGE Grant, 2008 
$35,000/1.5 years. 


Taylor CA (Co-PI), Wexler R. Lifestyle Behaviors and Correlates of Hypertension In US African 
American Adults. The Crisafi-Monte Primary Care Cardiopulmonary Grant Program, 2007 
$30,759/ 1 year. 


Wexler R, Feldman D, McDougle L, Murray D, Taylor CA. A culturally appropriate intervention to 
reduce hypertension in African Americans. Pfizer Corporation. 2006 $150,000/1 year. 


McDougal L, Schwirian K, Taylor CA, Harris C. Urban diabetes Fitness Improved Through Nutrition 
and Exercise Sustained by Support of family, friends, and community partners (FITNESS) 
program. Columbus Medical Association Foundation. 2007. $72,800/15 months. 
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Taylor CA, Wolf KN, Williams KJ. Perceptions of a healthy diet and healthy weight in rural 
Appalachian school children and their caregivers. 8/1/06-7/31/06. Ohio State Area Health 
Education Center Grants Program. Competitive. Funded. $5,000/ 1 year. 


Evans KD, Taylor CA, Ashcraft C. Providing targeted osteoporosis education for young urban 
Hispanic women in Franklin County. 8/1/06-7/31/06. Ohio State Area Health Education Center 
Grants Program. Competitive. Funded. $5,000/ 1 year. 


Melgar-Quinonez HR, Taylor CA. Choice food pantry: Community feedback, improvement and 
dissemination. 9/1/2005-8/31/2006. OSU Extension CARES. Competitive. Funded. $7,500/ 1 
year. 


Wolf KN, Chiasera JM, Clutter J, Harris L, Mulligan K, Taylor CA, Varekojis S. Examining the 
Relationship between Obesity and the Incidence of Diabetes, Asthma and Cardiovascular 
Disease in Ohio’s Youth via National, Regional and State Data Set Exploration using SPSS and 
SUDAAN Statistical Software. Youth Physical Activity & Chronic Disease Research Network: 
Data Exploration Seed Grants. Competitive. Funded: $10,000/1 year. 


Taylor CA. Kappa Omicron Nu, Omicron Nu Research Fellowship. 2003 Competitive. Funded: 
$2,000/ 1 year. 


Taylor CA. Robberson Oklahoma State University Foundation fund. Robberson Summer Research 
Fellowship. 2003, Competitive. Funded: $2,000/1 year. 
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Google Scholar Citations Profile 


 



https://scholar.google.com/citations?scilu=12447479965069500515:0&scisig=AMstHGQAAAAAV2hRoeBjCr1TaLJX6-amRzA82JfYsdPL&gmla=AJsN-F41SoGUiuzswWdreD61oqkHvZIxUoq4OxqRIf_YNEtxCl0sTW4TTBuNP46JAc4i4nJlgMaKEbGP-1O5RIyXFyj6QiN41s0rjocYDRc2aSA5QUYTe9M&undo=untrash_citations,PoWvk5oyLR8C&sciund=7944393717583380594&user=GF6i9KAAAAAJ





ALLISON TEPPER, MS, RD, LDN 
2939 Van Ness St, NW, Apt. 330  


Washington, DC 20008  
(C) 631-513-0252    Email: allisonmtepper@gmail.com 


 
EDUCATION 


American University, Washington, DC                                                                                 August 2010- December 2011  
• Master of Science in Health Promotion Management 


  Concentration in Health Communication 
  GPA 3.8 


      Thesis: The Impact of Front of Package Labeling in Low-Income Areas            
  
Pennsylvania State University, Hershey, Pennsylvania                                                     August 2009 - June 2010 


• Dietetic Internship 
                                                 
Syracuse University, Syracuse, New York            August 2005 – May 2009 


• Bachelors of Science in Nutrition 
• Cum Laude 
• Study Abroad: University of Wollongong, Wollongong, Australia         Spring 2008 


 
PROFESSIONAL EXPERIENCE 


American University - Instructor, Department of Health Studies, Washington, DC       August 2015-Present 
• Introduce undergraduate students to Nutrition science and concepts through introductory nutrition course  
• Facilitate discussion, lectures and assignments for Nutrition Education Methods and Nutrition for Health courses    


 in online Masters in Nutrition Education program 
• Develop and redevelop course curriculum including PowerPoints, activities, media, homework, discussions, 


quizzes and exams  for online Vitamins and Minerals course in the Masters in Nutrition Education program 
• Meet with students both in person and virtually to discuss course material and individual questions or concerns  


 
Georgetown University Dining Services/ARAMARK - Registered Dietitian, Washington, DC      February 2013-August 2015 


• Provided support, presentations and nutrition counseling to students, faculty and staff with special dietary  
 needs, food allergies or for those who wanted to improve or maintain their overall health  


• Oversaw nutrition and allergen information of recipes posted throughout the dining hall 
• Planned and conducted employee trainings on nutrition, food allergies, portion control and food safety topics 
• Managed a variety of virtual nutrition tools for dining services including the online menu, Twitter account,  


 Facebook page, nutrition blog and smart phone menu app 
 
NuWeights Nutrition and Personal Training- Dietitian, McLean, Virginia                                  January 2012-February 2013 


• Provided outpatient Medical Nutrition Therapy for patients with various conditions including diabetes,    
 hypertension, high cholesterol, food allergies, IBS, gluten intolerance, eating disorders and sleep apnea 


• Counseled and evaluated clients undergoing Bariatric Surgery 
• Administered ALCAT food allergy test and assisted patients in following recommended rotation diet based    


 on food intolerances and sensitivities 
• Determined nutrient needs through Spectracell Micronutrient Testing and recommended proper 


supplementation based on any nutrient deficiencies  
 
American University Health Promotion Department - Graduate Assistant, Washington, DC      August 2010-March 2012 


• Advised undergraduate students in Health Promotion major and assisted in internship and graduate program  
 research and placement 


• Collected and analyzed data for health-related research projects 
• Managed funds within given budget to plan and implement community service events, alumni panels and 


social events for graduate program 
 


Pennsylvania State University - Dietetic Intern, Hershey, Pennsylvania                  August 2009-June 2010 
 Acquired Registered Dietitian credentials upon completion of internship 


• Clinical rotation: Hershey Medical Center 







   Assessed patients and provided nutrition therapy to those at high risk for malnutrition 
   Provided nutrition therapy for patients with diabetes, cancer, renal disease, celiac & CVD 


• Management/Foodservice Rotation: Masonic Villages Retirement Community 
   Organized and implemented themed meal in employee cafeteria 
   Served as employee and supervisor in commissary and resident dining facilities 
   Provided inservice presentations to staff in dining facilities 


• Community Rotation: Women, Infants and Children 
   Counseled low-income families on healthy eating, infant nutrition, and infant care 


• Research Rotation: Hershey Foods and Hershey Medical Center 
   Completed IRB training and performed analysis on quality improvement study in hospital 
   Developed a research proposal testing the effects of coconut on cardiovascular health 


• Enrichment Rotation: Tara Gidus Nutrition Counseling, Orlando, Florida 
   Created health articles, blogs and a business plan for publishing a Nutrition book 
 


HONORS AND AWARDS 
Graduate Student Merit Award Recipient for American University                                                                                 Fall 2010 
Chancellor’s Award for Diabetes Camp from Syracuse University       Fall 2007 
 


PUBLICATIONS 
Marco, Allison. (2011) The impact of front-of-package labeling in low socioeconomic areas (Master’s Thesis). ProQuest Dissertations 
and Thesis. (9781267083944) 


 
LECTURES AND PRESENTATIONS 


 “Using Technology and Social Media to Leverage Your Career in Dietetics”, Syracuse University    January 2014 
Thesis Presentation at the Academy of Nutrition and Dietetics Conference      October 2012 
Thesis Presentation at Partnership for a Healthier American Summit       November 2011 


 
MEDIA APPEARANCES AND INTERVIEWS 


Appearance on MyFoxDC discussing Foods that Help Manage Depression & Anxiety    May 2015 
“Healthiest and Worst Dishes at Cava Mezze” Interviewed for Washingtonian.com     February 2013 
“The Healthiest and Worst Dishes at Nando’s Peri-Peri” Interviewed for Washingtonian.com   November 2012 
“The Healthiest and Worst Bowls at ShopHouse” Interviewed for Washingtonian.com    June 2012 
“The Best and Worst Dishes to Eat at Roti Mediterranean Grill” Interviewed for Washingtonian.com   February 2012 
“3-day Cardiac Diet for a Heart Patient” written for LIVESTRONG.COM      September 2011 
“The Rainbow Diet Meal Plan” written for LIVESTRONG.COM       August 2011 
 


DEPARTMENTAL, COLLEGE, AND UNIVERSITY SERVICE ACTIVITIES 
Member of CAS Curriculum Committee at American University            Spring 2016-Present 
Member of Wellness Center Search Committee               Spring 2016 
Member of American University Wellness Committee              Spring 2016 
Member of Health Studies Term Faculty Search Committee             Summer 2016 
 


MEMBERSHIPS AND PROFESSIONAL ACTIVITIES 
Dietitian for Capital Center for Psychotherapy & Wellness              April ’15-Present 
Dietitian for Wellness Concepts                  Nov.’14-Present 
Dietitian for Counseling for Contentment, Marie Choppin LCSW-C & Associates           Sept. ’14-April ‘15 
Dietetic Internship Preceptor                  Sept.‘13-Aug.‘15 
Nutritionist for Bright Beginnings Inc, Washington, DC               Aug.’12-Aug.‘13 
Member of DC Academy of Nutrition and Dietetics               April ‘11-Present 
 Potomac Post Newsletter Editor                 Aug ’14-Dec. ‘15 
Intuitive Eating Certification                  June 2013 
Licensed Dietitian/Nutritionist in DC and Maryland               March ‘13-Present 
Member of Academy of Nutrition and Dietetics                 2007-Present 
  Member of Nutrition Entrepreneurs Dietetic Practice Group            June ’14 - Present 
  Member of Vegetarian Nutrition Dietetic Practice Group            June ’14-June ‘15 
Volunteer at American Journal of Health Promotion Conference                                             March 2011 
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DONATE today in recognition of this major milestone and support our Second Century Initiative!

 

 

 

 

From: Penny McConnell [mailto:pennymcconnell1@gmail.com]  

Sent: Wednesday, March 01, 2017 10:31 AM 

 To: Marsha Schofield <mschofield@eatright.org> 

 Cc: DMartin@Burke.k12.ga.us; Dianne Polly <diannepolly@gmail.com> 

 Subject: Re: Committee Appointments

 

 

Marsha: 

To save time when we meet I would also send us the information of highly  recommended names

from NC and not selected for the national ballot and also names of those not elected to national

office.  Thanks.

 

Penny

 

 

On Mar 1, 2017, at 6:40 AM, Marsha Schofield <mschofield@eatright.org> wrote:

 

 

Good morning,

 

 

My apologies for failing to include one attachment in my email from last evening. Don’t worry, this

one is a quick read. I recognize you received volumes of information that is potentially

overwhelming. While others, such as Lucille and Linda, may have other advice, I recommend as

you look at each committee, that you start by looking at the staff recommendations and associated

member bios. You can then expand your review of applicants from there. And as with any

application system, while we included all members for whom we deemed their survey responses

“complete,” some responses are more complete or informative than others. So I suspect you will

be able to quickly eliminate some of the individuals from consideration.
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Once again, please reach out to me at any time with questions in advance of the meeting. At the

meeting we will also have available for you information on individuals not selected for the national

ballot but highly recommended by the Nominating Committee, as well as information on individuals

who were not elected to national office. If you’d like this information in advance of the meeting, I’m

happy to share it.

 

 

Thank you,

 

 

Marsha

 

 

Marsha Schofield, MS, RD, LD, FAND

 

Senior Director, Governance

 

Nutrition Services Coverage

 

Academy of Nutrition and Dietetics

 

120 S. Riverside Plaza, Suite 2190

 

Chicago, IL  60606

 

800-877-1600, ext. 1762

 
mschofield@eatright.org

 
www.eatright.org | www.eatrightPRO.org | www.eatrightSTORE.org

 

 

 
DONATE today in recognition of this major milestone and support our Second Century Initiative!
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110. Foundation Donation Request to DPGs and MIGs. We need your help! 

From: Beth Labrador <BLabrador@eatright.org>

To: DMartin@Burke.k12.ga.us <DMartin@Burke.k12.ga.us>

Sent Date: Feb 03, 2017 16:48:22

Subject: Foundation Donation Request to DPGs and MIGs. We need your help! 

Attachment: Picture (Device Independent Bitmap) 1.jpg
SecondCenturyFAQ_January2017_011617.pdf
Nutrition Impact Summit Briefing Paper.pdf
School Nutrition Services DPG Second Century Proposal Cover Letter.docx
School Nutrition Services DPG Gift Request Sheet.docx
DPG _MIG Recognition Plan for Second Century Gifts (008).docx
Donna Martin DPG_MIG Contact info.xlsx

Hi Donna.  Thank you again for your support of the Academy Foundation’s Second Century

Fundraising Campaign.  This is such an important time in our organization’s history and future. 

We recently sent the attached proposal and materials to each DPG and a few select MIGs.  We

asked them to consider a gift totaling 5% of their reserves. This ask was developed with input from

those Academy staff who work with these organization.  We received some feedback from a few

DPGs requesting more specific information on how funds would be expended.  The below email

and attached Second Century FAQ was sent as follow up.  

 

From: Jean Ragalie-Carr, RDN, LDN, FAND, Academy of Nutrition and Dietetics Foundation Chair

 

 

Thank you for your interest in learning more about the invitation for your DPG to join the campaign

to support the Second Century. Contributions to the Second Century Fund will be used to invest in

the future of the profession through capacity building, research and education — ultimately

creating a new generation of registered dietitians focused on addressing the needs of society that

are important to your DPG.

 

As we prepare for our 100thanniversary, the Academy has conducted an extensive effort to

explore what that future could be. Our work over the last several months has focused on refining a

bold vision for the profession as we embark on the next 100 years and engaging as many internal

and external stakeholders as we can to make this effort a success. This input is a critical part of

the process, which is why we made sure to conduct over 125 interviews with members and

external stakeholders across the food, wellness and health care sector, solicit input through two

all-member surveys, work with the Academy and Foundation Boards of Directors, consult the

Change Drivers and 2017 Visioning Report from the Council on Future Practice and keep

individuals engaged along the way with presentations and Q&A sessions with Academy

committees, councils and groups. And, it doesn’t stop here. We will continue to keep you informed

and involved throughout the evolution of the Academy into our Second Century.
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Frequently Asked Questions: 


Second Century and The Nutrition Impact Summit 


 


 


Q: What is Second Century? 


The Academy is celebrating its 100th anniversary and has launched its Second Century initiative 


with the Foundation. 


 


The three-year Second Century initiative includes input from all members and their unique 


perspectives across practice areas, career levels, age, gender, ethnicity and geography. 


 


One of the goals of this initiative is to chart a new vision, grounded in an extraordinary 


commitment to collaboration, a focus on service and an emphasis on solving the greatest food 


and nutrition challenges of the 21st century, and creating a world where people and communities 


flourish because of the transformational power of food and nutrition. 


 


The Academy and its Foundation are collaborating with other leaders across the food, wellness 


and health care system to identify opportunities to accelerate progress toward good health and 


well-being for all people in order to change the trajectory of health in the world. 


 


The Second Century is a multi-year initiative: 


2016 = vision year 


2017 = mission year 


2018 = impact year 


 


Q: How is Second Century being funded? 


Second Century initiatives will be funded by the Foundation’s Second Century Campaign — 


including donations from Academy members, affiliates, dietetic practice groups, member 


interest groups and partner organizations — to help build this bold new vision for the future of 


our profession. 


 


To donate, visit eatrightFoundation.org/SecondCentury/ or contact Paul Slomski. 


 


Q: Why should we donate? 


As the Academy embarks on its Second Century, the Academy Foundation is supporting the 


initiative by raising the necessary funds to support the new vision, mission, strategic goals and 


the innovation projects, along with the current initiatives of the Foundation in a broader, more 


visible and global way. The support of Academy members is not only critical to promoting 


nutrition and dietetics through the mission of the Foundation, but also in funding these important 


programs. 


 


The Foundation is proud to partner with the Academy on this bold new endeavor. As members 


of the Academy, this is your opportunity to make a significant impact on the future and donate to 


our Second Century — becoming a member of the Second Century Giving Society. 



http://www.eatrightfoundation.org/SecondCentury/

mailto:pslomski@eatright.org





 
 


 


Q: What is the Second Century Giving Society? 


The Second Century Giving Society is a way for the Foundation to recognize and thank all of 


the generous donors that have helped support Second Century. Donors become part of the 


Giving Society as follows: 


 


 Champions  $25 - $499 


 Leaders  $500 - $9,999 


 Torchbearers  $10,000 - $99,000 


 Founders  $100,000 - $1M+ 


 


Current donors that are part of the Second Century Giving Society are currently honored on the 


Second Century page of the Foundation’s website. 


 


Q: What is the 2016-2017 DPG/MIG Challenge? 


The Foundation is challenging all DPGs and MIGs to contribute 5 percent or more of their 


reserves to Second Century. This challenge is part of the broader fundraising campaign to raise 


funds to support the Second Century initiatives, which also includes a similar affiliate challenge 


as well as a leadership challenge where the Academy and Foundation Board members, the 


House of Delegates, current and past spokespeople, and the Academy’s Executive team are all 


challenged to donate. 


 


The DPG and MIG that contributes 5 percent or more of their reserves to the Second Century 


with the highest average gift per member will win a $1,000 Foundation Scholarship for one of 


their members in fiscal year 2017/2018. One DPG and one MIG will win. All Second Century 


gifts must be committed by August 31, 2017, and the winner will be announced at FNCE® 2017 


in Chicago. 


 


Q: Can DPGs and MIGs designate their gifts to a particular Second Century initiative? 


Because we know you would like as much specificity as possible, we are inviting you to pledge 
now to the Second Century Campaign and to designate which initiatives you will support once 
the Board has established these priorities. 
 


Q: What is the role of the Second Century liaison? 


The primary role for Second Century liaisons is to engage their DPG/MIG/affiliate members in 


the Academy’s Second Century initiative through communication and promotions. 


 


This includes the coordination of communications via email, EMLs, newsletters, website and 


social media; responding to member inquiries; reporting updates to the DPG/MIG executive 


committee or affiliate board; educating members about the vision and goals of the Academy’s 


Second Century efforts; and sharing communication activities with the Academy and reporting 


success of member engagement. 


 



http://eatrightfoundation.org/why-it-matters/second-century/





 
Additional activities may include eliciting input and feedback from the DPG/MIG executive 


committee or affiliate board and the broader membership; sharing feedback, suggestions, input 


and thoughts with the Academy; and supporting the Academy’s broader member engagement 


plan by sharing resources and expertise. 


 


Q: What was the Nutrition Impact Summit? 


The Nutrition Impact Summit was an invitation-only meeting that took place from September 21-


23, 2016, in Dallas, Texas, as part of Second Century planning. 


 


The Summit supported the three-year Second Century planning process by building 


collaboration across food, wellness and health care systems. 


 


Q: What happened at the Nutrition Impact Summit? 


At the Summit, 170 thought-leaders, innovators and practitioners explored and discovered 


opportunities to accelerate progress toward good health and well-being for all people 


through collaboration across food, wellness and health care systems. A focus was on 


increasing collaboration among key stakeholders and identifying opportunities to improve the 


global health trajectory. 


 


Guided by the Appreciative Inquiry process and member feedback from an all-member survey, 


participants shaped the first draft of the new Second Century vision and started to identify 


innovative solutions to today’s unique public health challenges and opportunities for partners to 


collaborate and stimulate improvements in national and global health through food and nutrition. 


 


Small-group brainstorming based on the opportunity areas presented in the Nutrition Impact 


Summit briefing paper led to hundreds of ideas that were turned into prototype ideas and draft 


innovation projects. Action plans were developed to advance the projects, and post-Summit 


team calls were scheduled to keep the projects moving. 


 


As part of the Summit process, the group explored strategic partnerships among organizations 


at the Summit along with additional key stakeholders that were not able to attend that will be 


instrumental in continuing to build out these innovation projects and put the new vision into 


action. 


 


Q: What happens next? 


The Academy is working to develop screening criteria and the process for prioritizing innovation 


projects, and member input is being sought on the Second Century vision. From these efforts, 


recommendations will be presented to the Academy and Foundation Boards of Directors in 


February. 


 


Q: What is the Nutrition Impact Summit briefing paper and where can I get it? 


The briefing paper is a document that was produced by the Academy of Nutrition and Dietetics 


and its Foundation to set the stage for the Summit. The paper summarizes specific global 







 
nutrition challenges facing the food, wellness and health care systems and offers opportunities 


within six focus areas that present great potential for collaborative action and innovation. 


 


A brief description of each opportunity area is presented to provoke inspiration and ideas, and 


just as the innovators highlighted do not represent an all-inclusive list, the recommended 


opportunities for action are not presented as a finite set of potential solutions. Rather, the ideas 


highlighted served as starting points for conversation and collaboration and were further 


developed at the Summit. 


 


This resource is currently undergoing revisions to include Summit proceedings and outcomes 


and will be published in the Journal of the Academy of Nutrition and Dietetics. Staff members 


are working as quickly as possible to finalize the paper and make it available to all members as 


an article in press. 


 


Q: How can I learn more about Second Century and get involved? 


Watch for updates in member communications channels including social media, Eat Right 


Weekly and all-member emails as well as from our Second Century Liaisons. 


 Explore the Second Century on eatrightFoundation.org 


 Read about the Academy’s history: 


o Timeline on eatrightPRO of milestones in the Academy’s history 


o Carry the Flame: The History of the American Dietetic Association 


o The First Fifty: A Pictorial History of the Academy of Nutrition and Dietetics, 


1917-1967 


o “History Snapshot: Dietetics Student Experience in the 1940s” 


 Additional opportunities for member engagement are being planned for 2017 


 


Q: What is the Academy doing to help members with our careers now? 


The Academy provides many professional opportunities and information resources to support 


members’ careers. Resources include: 


 Professional development opportunities including advanced certifications to support 


members in their unique career goals 


 Daily News 


 Eat Right Weekly 


 Knowledge Center 


 Journal of the Academy of Nutrition and Dietetics 


 Food & Nutrition Magazine 


 Nutrition Care Manual 


 Evidence Analysis Library 


 Code of Ethics for the Profession of Dietetics 


 Advocacy updates 


 


Updated January 16, 2017 



http://www.eatrightfoundation.org/secondcentury/

http://www.eatrightpro.org/100years

http://www.eatrightstore.org/product/EC72C96B-3A3D-4E0E-9C83-7D81F78501EE

http://www.eatrightstore.org/product/2C6A4CAF-D471-4D01-AFF2-D71642A8282E

http://www.eatrightstore.org/product/2C6A4CAF-D471-4D01-AFF2-D71642A8282E

http://www.andjrnl.org/article/S2212-2672(14)01221-0/abstract



SecondCenturyFAQ_January2017_011617.pdf




September 21–23, 2016
Dallas, Texas


Participant Briefing Paper
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THE NUTRITION IMPACT SUMMIT


WELCOME
From the President of the 
Academy of Nutrition and Dietetics


In 1917, a group of courageous women had a powerful vision: dedicated to addressing the 
leading health challenges of the day, they created an organization—and a profession—
that would change the course of nutrition and health. A century after our founding, the 
Academy of Nutrition and Dietetics continues to build upon on the legacy of our brave and 
inspirational founders.


Honoring our legacy means unflinchingly addressing the health challenges of the current 
century and the next. The Boards of Directors of the Academy and our Foundation welcome 
these challenges as opportunities to collaborate with groups and individuals who—like the 
Academy—are committed to improving the health of people across the globe.


This briefing paper was written to help prepare each of us for The Nutrition Impact Summit. 
At the Summit, we will consider how we might accelerate progress toward good health and 
well-being for all people through collaboration across food, wellness and health care systems. 
Please read the briefing paper and come to the Summit prepared to think boldly about the 
future we can create together. 


Thank you for participating in the Nutrition Impact Summit. We look forward to seeing 
you soon.


Yours in health,


Lucille Beseler, MS, RDN, LDN, CDE, FAND
President, Academy of Nutrition and Dietetics
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THE NUTRITION IMPACT SUMMIT


ACKNOWLEDGMENTS
We would like to extend a sincere thank you to everyone who contributed to making the upcoming Nutrition Impact Summit and this briefing 
paper possible. We would like to acknowledge the following contributions:
• The Academy of Nutrition and Dietetics Board of Directors for its leadership and the funding to make this event possible.
• The Academy of Nutrition and Dietetics Foundation Board of Directors for its strategic direction and the funding to bring together this 


extraordinary group of leaders.
• The Council on Future Practice for its guidance and for defining a preferred future for the profession of nutrition and dietetics.
• The National Dairy Council and Erin Fitzgerald Sexson for their strategic counsel and in-kind donations.
• Amanda Nieh, Crystal Perez, Joanne Ragalie and Chris Vogliano for their research contributions.
• A special thank you to Susan Finn and Judy Dodd. As past presidents of the Academy and past chairs of the Foundation, these visionary 


leaders saw the Academy’s 100th anniversary as more than a moment in time to celebrate history. They saw this as an opportunity to 
plan for the future and make history. This work would not be possible without their loyalty, support and passion for the organization and 
the profession.


 
This briefing paper was produced by the Academy of Nutrition and Dietetics and its Foundation. The writing was a collective effort among team 
members, supplemented by additional writers, researchers and editors.
 
In addition, we appreciate receiving feedback from the following people who were interviewed:


Ann Albright, Centers for Disease Control 
and Prevention


Deborah Atwood, Meridian Institute


Lauren Au, University of California, Berkeley


Janet Ausdenmoore, The Kroger Co.


Connie Avramis, Unilever


Andrea Azuma, Kaiser Permanente


Ashley Baxtrom, Executive Office of the 
United Nations Secretary-General (UNSG)


Lucille Beseler, Academy of Nutrition and 
Dietetics Board of Directors


Elaine Borawski, Case Western Reserve 
University


Tricia Brooks, Novo Nordisk A/S


Sandra Capra, International Confederation of 
Dietetic Associations


Stella Cash, Sparrow Health System


Mary Lee Chin, Nutrition Edge 
Communications


Stephanie Cihon, ProMedica


Kerry Clifford, Interactive Health


Patrick Conway, Center for Medicare and 
Medicaid Innovation


Laura Cubillos, FoodMinds, a division of 
PadillaCRT


Wesley Delbridge, Chandler Unified School 
District


Connie Diekman, CB Diekman
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INTRODUCTION
Imagine a world where agricultural systems at all scales are optimized to produce nutrient-dense and 
delicious foods, using methods that protect precious soil, water and air resources and are resilient to 
climate change and water scarcity. A world where food waste has been designed out of the system 
and where food access for all is a fundamental priority. Where special attention to the needs of 
adolescent girls, pregnant and lactating women, infants and children has eliminated stunting and 
wasting and enabled whole generations to achieve their full potential as citizens. A world where 
advances in social science and behavior change, combined with new technology platforms and 
innovative wellness programs, have turned the tide on obesity and the preventable health problems 
it drives. Where a customized, patient-focused, prevention-based health care system—with food and 
nutrition at its core—has reduced health care costs and improved quality of life for billions of people. 


We believe such a future is possible by changing the global health trajectory—but only with 
unprecedented leadership, collaboration and innovation among leaders across the food, 
wellness and health care systems. 


The impetus for change is already underway. Last year, the Sustainable Development Goals 
were launched, with 17 transformative targets for all countries to work toward. Food and 
nutrition is at the top of the agenda—Goal #2 calls for an end to hunger and all forms of 
malnutrition.1  And in April, the United Nations and the World Health Organization declared 
the next 10 years will be the “Decade of Action on Nutrition,” calling for intensified action 
to eradicate malnutrition worldwide and ensure universal access to healthier and more 
sustainable diets.2  


This global momentum marks a time for action. That’s why the Academy of Nutrition and 
Dietetics and its Foundation have convened The Nutrition Impact Summit. 


The Summit is bringing together an extraordinary group of diverse leaders from those systems 
for a rare opportunity to spend three days focusing on collaborative action, with this central 
question driving our work: How might we accelerate progress toward good health and well-
being for all people through collaboration across food, wellness and health care systems?


At the Summit—and in this paper—the focus is on identifying opportunities to connect our 
strengths, build on our successes and commit to action around solutions. For participants the 
Summit is an opportunity to make new connections, strengthen relationships with peers, share 
ideas for innovation across different parts of the system and find new ways to work together. 


In this paper, we highlight successful innovations already underway and present opportunities 
we’ve identified to help accelerate progress toward a future of wellness for all people.


As this paper makes clear, many individuals and organizations around the world are making 
great strides to address malnutrition in all its forms. There is undeniable progress and growing 
awareness of the need for collaborative solutions in food and nutrition—for all people, 
whoever they are and wherever they live.


As the Academy is approaching its centennial in 2017, we are looking at the profession’s 
accomplishments over the past 100 years and seeking to have a greater global impact in our 
second century. This vision is being created in the spirit of commitment to collaboration and 
service and with an emphasis on accelerating the progress toward solving the greatest food 
and nutrition challenges of the 21st century. Convening The Nutrition Impact Summit with 
thought leaders, innovators and practitioners in the food, wellness and health care systems 
is an example of this commitment to collaboration. Through this powerful systems-based 
approach, we will envision and achieve improved health for the population through the 
transformative power of food and nutrition. 


“Let food be thy medicine.”  


–Hippocrates 
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The Academy of Nutrition and Dietetics (Academy) is 
the world’s largest organization of food and nutrition 
professionals, representing more than 100,000 registered 
dietitian nutritionists (RDNs) and nutrition and dietetic 
technicians, registered (NDTRs). Members work across 
the food, wellness and health care spectrum in hospitals, 
schools, academia, business, prevention, management, 
public health, agriculture and private practice. The 
profession’s practitioners serve more than 20 million clients 
and patients each year and provide reliable and evidence-
based nutrition information for the public. For additional 
details on registration requirements for RDNs and NDTRs, 
please see the Appendix.


BACKGROUND ON THE ACADEMY, ITS FOUNDATION AND THE NUTRITION 
AND DIETETICS PROFESSION TODAY


The Academy of Nutrition and Dietetics Foundation (Academy Foundation) was established in 
1966 as a 501(c)(3) public charity and is the only charitable organization devoted exclusively to 
promoting nutrition and dietetics, funding health and nutrition research as well as improving the 
health of communities through public nutrition education programs. The success and impact 
of its programs and services are attributed to the generous support of its donors, which have 
helped the Foundation become a catalyst for Academy members and the profession to come 
together to improve the nutritional health of the public.


3
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“I’ve got a hunk of gold 
and you have a watch. If we 
trade, then I have a watch 
and you have a hunk of 
gold. But if you have an 
idea and I have an idea and 
we exchange them, then we 
both have two ideas.”
 
–From the book Abundance: The Future Is 
Better Than You Think by Peter H. Diamandis 
and Steven Kotler


BACKGROUND ON THE ACADEMY, ITS FOUNDATION AND THE NUTRITION 
AND DIETETICS PROFESSION TODAY


THE FOOD, WELLNESS AND HEALTH CARE SYSTEM


At the Summit, we are convening experts, thought leaders, innovators and practitioners 
from three interconnected systems: food, wellness and health care


The Food System creates and provides the food that, once consumed, provides the nutrition 
that people need to survive and thrive. This system includes farmers, ranchers, fishermen, 
agribusiness companies, universities, food transport companies, food companies, food 
distributors, retailers, restaurants, foodservice companies, food and nutrition research and 
advocacy organizations, Cooperative Extension System (CES) and government agencies 
related to food and agriculture, among others. 


The Wellness System provides products and services aimed at enhancing people’s 
health and well-being, with optimal nutrition as a key focus. This system includes 
nutrition and dietetics professionals, prevention researchers and advocacy organizations, 
academics, chefs, personal trainers and experts in exercise science and sports medicine, 
manufacturers of vitamin and mineral supplements, health and nutrition coaches, spiritual 
and religious leaders, fitness centers and gyms, innovators in digital platforms that provide 
recipes and guidance on eating and physical activity, media outlets and other companies 
with wellness offerings.


The Health Care System uses nutrition to keep people healthy, prevent disease and treat 
acute and chronic diseases, many of which are impacted positively or negatively by nutrition. 
This system includes doctors and other clinical specialists, including nutrition and dietetics 
professionals, nurses and other members of the health care team, behavior change and 
mental health professionals, companies providing medical products and services, hospitals, 
health insurers, government agencies dealing with human health and the regulation of 
health care practices, research and advocacy organizations, academics and companies with 
innovative health care offerings.


BACKGROUND FOR THE SUMMIT


What is Appreciative Inquiry?
The Nutrition Impact Summit design utilizes Appreciative Inquiry, pioneered by David 
Cooperrider, Professor of Appreciative Inquiry at the Weatherhead School of Management 
at Case Western Reserve University. This structured, highly interactive process enables 
participants to connect with the strengths of the system, explore opportunity areas, 
prototype solutions and create a practical action plan—all in the course of a three-day event. 
This summit model has been used in a wide variety of contexts to create large-scale positive 
change by engaging a broad range of stakeholders. Varied groups have used this approach, 
including the United Nations Global Compact, the United Religions Initiative, the U.S. Navy, 
Walmart, the U.S. Dairy Industry and the City of Cleveland. 


What is Appreciative Inquiry? To appreciate means to value—to understand those things 
worth high esteem. To inquire means to study, to ask questions, to explore. Appreciative 
Inquiry is, therefore, a collaborative exploration aimed at identifying and understanding 
a particular group’s strengths, their greatest opportunities and their aspirations for the 
future—and building a shared action plan that will help construct that future. 


Unlike a purely educational event or conference, the Summit is task-focused. It’s designed to 
be engaging, energizing and fun, but it is serious fun with the goal of system-level change.
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“An investment in nutrition 
can help make every other 
investment in health and 
development pay off.” 


–Bill Gates, April 2016 


BACKGROUND ON THE ACADEMY, ITS FOUNDATION AND THE NUTRITION 
AND DIETETICS PROFESSION TODAY


An Appreciative Inquiry Summit is a whole-system working meeting that engages a cross-
section of as many stakeholder groups as possible—leaders and organizations that care 
about and have a stake in the issue at hand. Each person and stakeholder group will have 
an opportunity to be heard and to be exposed to other perspectives on the challenges and 
opportunities facing the group. 
 
For more information about Appreciative Inquiry, please see  
http://appreciativeinquiry.case.edu.


PREPARATION FOR THE SUMMIT


In advance of the Summit, more than 125 interviews were conducted with a range of actors 
from across the three systems. Much time was spent researching to learn about the efforts 
of individuals and organizations dedicated to various aspects of improving health for the 
population through food and nutrition. The objective was to view this landscape through a 
lens of new possibilities, rather than overly focus on what is happening today. 


We sought to identify new models that are overcoming longstanding barriers. To find people 
and organizations that have a vision for transformational change and a plan to make it 
happen. To discover innovators who are changing the rules of the game.


Who will be at the Summit?
Approximately 180 people will attend the Summit. The attendees, of whom roughly half 
are Academy members, represent organizations across the food, wellness and health care 
systems, including representatives from the food and agriculture sector, the health and 
fitness community, academia, research and advocacy groups, government agencies, the 
health care industry, nonprofit NGOs and both medical and information technology. 


What happens after the Summit? 
We will develop a shared vision and a set of ideas for collaborative action at the Summit. 
Afterward, those who are interested in pursuing the innovation projects that have been 
generated will have an opportunity to further develop these initiative ideas and bring them 
to life. The Academy is committed to supporting the development of collaboration projects 
where we can help accelerate impact. 


Challenges and Opportunities 
In the following sections, we summarize specific global nutrition challenges facing 
the food, wellness and health care systems and then offer 13 opportunities within 
six focus areas that present great potential for collaborative action and innovation. 
A brief description of each area is presented to provoke inspiration and ideas. Just as 
the innovators highlighted do not represent an all-inclusive list, the recommended 
opportunities for action are not presented as a finite set of potential solutions. Rather, the 
ideas highlighted are intended as a starting point for conversation and collaboration to be 
added to and further developed at the Summit. 



http://appreciativeinquiry.case.edu
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These challenges are areas for exploration and action at the Summit, but are 
not intended to be an exhaustive list. 


FOOD AND NUTRITION SECURITY 


Today, despite all the technological advances of the 21st century, millions of people across 
the globe lack access to enough nutritious food to sustain healthy lives. Consider these 
alarming statistics: 
• Of the 7.3 billion people living in the world today, 2 billion suffer from one or more forms 


of malnutrition—underweight, overweight, micronutrient deficiency,4 and malnutrition is 
the cause of one-third of all childhood deaths annually.5,6 


• Undernutrition is considered the top risk to human health worldwide,5 and micronutrient 
deficiencies of vitamin A, iron, iodine and zinc are leading causes of anemia, mental 
retardation, brain damage, blindness and stunting.7,8 


• A loss of 2 to 3 percent of a country’s Gross Domestic Product (GDP) can be attributed to 
iron, iodine and zinc deficiencies.9 


• The United Nations Food and Agriculture Organization (FAO) estimates that about 800 million 
people—one in nine—suffered from chronic undernourishment in 2014 to 2016.10 


• Even in the wealthiest nations, malnutrition exacts a major toll on individual well-
being, as well as the society as a whole: malnutrition rates in hospital patients are 
approximately 35 percent, and 30 to 55 percent of patients admitted to acute hospitals 
are at risk of malnutrition.11


• More than 48 million Americans live in food-insecure households, including 1 in 5 children.12


• Nearly 800 million people lack  access to clean water, causing 1,000 child deaths every day.13


• Overweight and obesity and their associated non-communicable diseases (NCDs), 
including cardiovascular diseases, diabetes, cancers and musculoskeletal disorders, 
contributes to at least 3 million deaths around the world annually.14,15,16 


• Twelve percent of global health expenditures is spent on diabetes alone.17


• Between 2000 and 2012, the World Health Organization estimated that more than 1 
billion disability-adjusted life years (DALYs) were attributed to NCDs.18 


Food waste is part of the challenge to fulfilling the nutritional needs of people—and to 
conserving precious resources—today and for future generations. One-quarter to more than 
one-third of all food produced globally goes uneaten each year—an estimated 1.3 billion tons 
annually, despite the growing burden of malnutrition.19 Food is wasted at every stop in the 
supply chain19—from imperfect fruit and vegetables abandoned in the fields to refrigerated 
“out-of-date” perishables thrown out as household garbage. In developing countries, 40% of 
food losses occur between field to marketplace, where challenges include access to proper 
storage and refrigeration to ensure food safety,20 while in the United States, the average 
consumer wastes 1.1 pounds of food per day or approximately 401.5 pounds per person each 
year.21 More than 97 percent of food wasted in the United States ends up in landfills where it 
decomposes and produces methane,21 a potent form of greenhouse gas. 


ENVIRONMENT, BEHAVIOR AND CHOICE


Eating healthy, nutrient-rich food is a choice that too many people don’t—or can’t—make. 
A scarcity of nutritious food plagues communities across the globe, in countries rich and 
poor. Poverty remains a major force behind malnutrition, because purchasing power largely 
determines a person’s ability to access nutrient-dense food. Beyond that, factors such as 
income and geography can also make a difference when it comes to nutrition and healthy 
lifestyles. In 2014, 46.7 million Americans (14.8%) were living in poverty, including 15.5 million 


GLOBAL NUTRITION CHALLENGES
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children under the age of 18 and 4.6 million seniors,22 while about 23.5 million Americans live 
in food deserts, most in low-income or rural areas.23 And the built environment—especially 
in urban areas—often restricts people’s ability to be physically active. Meanwhile, those who 
have the money to access nutritious foods don’t always take advantage of them. Some are 
too busy to prepare healthy meals or they lack the knowledge, resources or skills to improve 
their diets and their health. The effects of these lifestyle factors cascade from the individual to 
the entire health care system. Recent findings suggest that more than a quarter of health care 
costs were associated with obesity, among other risk factors.24 And too often, the places where 
people spend a lot of time do not support healthy lifestyle choices. 


PREVENTION AND HEALTH CARE


Rates of preventable chronic NCDs are skyrocketing globally, driving up health care costs in 
their wake. Worldwide, 2.8 million people die each year as a result of being overweight or 
obese and another 35.8 million (2.3 percent) global DALYs lost are the result of overweight 
and obesity alone.25 At the same time, globally, 2 billion people are malnourished and 159 
million children are stunted.26 Among Americans, chronic diseases are responsible for 7 of 10 
deaths annually and the cost of treating people who suffer from these conditions consumes 
86 percent of the nation’s health care spending.27  Many of these conditions can be prevented 
with healthier diets and more physical activity; however, doctors often rely on prescription 
drugs to treat these conditions because they lack the tools to support behavioral changes for 
their patients. Case in point: A survey conducted to determine nutritional knowledge among 
physicians showed that while 94 percent agreed that nutritional counseling should be a part of 
the visit with a patient, only 14 percent of doctors felt they had adequate training to do so.27


RESEARCH AND STANDARDS


Gaps in nutrition research and data are a major barrier to advancing progress on global 
nutrition.28 And often, the data that are available aren’t sufficient to convince a public 
that generally distrusts research findings and/or to erase widespread confusion about 
nutrition. More than three-quarters of consumers find it hard to know what to believe 
when there is a change in nutrition guidance.29 Meanwhile, the lack of a clear set of 
nutrition standards and metrics for evaluating progress restricts researchers’ ability to 
secure the ongoing funding they need to battle malnutrition in its many forms. Among 
other obstacles: the lack of models of trusted, public-private collaboration to support 
high-quality nutrition research, as well as the need for open-access platforms for curating 
research and reporting outcomes.


GLOBAL WORKFORCE CAPACITY


Too few qualified workers are available globally to address the alarming scale and scope of 
malnutrition in all its forms. Demand far outstrips supply when it comes to people who are 
educated and properly prepared to provide nutrition guidance, help develop sound nutrition 
policies and strategies and lead change at the highest levels. There is a huge variation in 
training requirements for dietitians and nutritionists globally and in the number of nutrition 
professionals per capita around the world, from more than 25 per 100,000 people in countries 
like Denmark, Israel and Japan to fewer than 2 nutrition professionals per 100,000 people 
in countries like India and Malaysia. Even in the United States, Australia, Ireland and the 
Netherlands, there are only 16 to 20 dietitians per 100,000 people.30 


GLOBAL NUTRITION CHALLENGES
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In many countries where nutrition need is greatest, no nutrition programs are offered 
by academic institutions. And training materials that do exist in these nations are often 
woefully outdated. Even in countries where the professional standards for nutrition 
educators are high, there is an urgent need to equip peer coaches, health and wellness 
professionals, community leaders and even more educators with best-in-class nutrition 
education to disseminate nutrition knowledge and skills to all citizens. The development of 
a truly global workforce to address malnutrition must address these disparities as part of an 
overall capacity building strategy. 


INVESTMENT


The current level of global investment—from both public and private sources—falls far 
short of what’s needed to drive improvements in sustainable food and address global 
malnutrition. According to researchers, if the set of 10 proven interventions to improve 
maternal and child nutrition were scaled to 90 percent coverage across 34 countries, the 
number of stunted children in the world could be reduced by 80 percent.31  But money 
spent on nutrition by governments and NGOs isn’t sufficient to achieve this goal. The 
critical potential of private-sector engagement has not been realized. For example, every 
$1 of investment in nutrition generates a $16 return in health and economic development 
and for every day a child does not get adequate nutrition, it costs a country between 
4 percent and11 percent of GDP.32,33 Additionally, while sustainable and responsible 
investing is poised to change the trajectory of poverty, education and clean energy, 
very few impact investors have ventured into the realms of nutrition interventions and 
sustainable food and agriculture.
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Through our research, we have identified a set of 13 opportunities within 
six focus areas that demonstrate strong potential for collaborative action 
and innovation. A brief overview is presented in this section with more 
details provided in the next section.


FOOD AND NUTRITION SECURITY
Ensure all people have reliable access to culturally appropriate, nutrient-dense food and clean 
water now and in the future by building resilient food systems and prioritizing actions to 
prevent and divert wasted food throughout the value chain. 
1. Increase resilience and productivity of global food systems while minimizing negative 


impacts on people, animals and the environment. 
2. Prioritize actions to prevent and divert wasted food at all stages of the food value chain to 


provide nutrient-dense food for people who need it while benefitting the environment, 
society and the economy. 


3. Engage all points of contact in the food, wellness and health care system to ensure 
vulnerable populations have access to nutrient-dense foods. 


ENVIRONMENT, BEHAVIOR AND CHOICE
Create a culture and environment that support health and wellness through relevant and 
appealing solutions for all places where people spend their time—home, work, schools 
and communities. 
4. Use information technology, kitchen technology, business model innovation and 


insights from social science to enable and support better decision-making and 
enduring behavior change.


5. Use innovation in urban planning and the built environment to improve health at the 
community level.


6. Support healthy choices by scaling programs that create a culture of health at worksites, 
schools and throughout the community.


PREVENTION AND HEALTH CARE
Improve health outcomes and decrease health disparities by accelerating the shift to a 
preventive health care model and using new technologies to individualize nutrition care.
7. Accelerate the shift in the health care system to emphasize preventive care, especially 


through an increased focus on diet and physical activity.
8. Use health care technology, information technology and new medical nutrition therapies 


to better customize nutrition solutions for individuals. 


RESEARCH AND STANDARDS
Implement models of trusted, public-private collaboration to support high-quality nutrition 
research, metrics and standards creation and open-access platforms for curating research and 
reporting outcomes. 
9. Create standardized models for quality, collaborative, transparent and well-curated 


food and nutrition research to accelerate our understanding of food’s role in health and 
eliminate all forms of malnutrition.


10. Support continuous progress towards a healthier world by collaborating to create 
credible reporting standards to publicly track the measurable commitments made by 
stakeholders.







page 17


THE NUTRITION IMPACT SUMMIT OPPORTUNITIES FOR COLLABORATION AND INNOVATION: SUMMARY


GLOBAL WORKFORCE CAPACITY
Grow the number of trained nutrition professionals and dietitians globally and embed 
nutrition knowledge broadly to increase nutrition capacity and reach global health goals. 
11. Expand education, training and credentialing for a workforce that meets global needs of 


the future.
12. Embed nutrition knowledge broadly throughout society with education, training and 


certificates targeting practitioner allies in the food, wellness and health care sectors. 


INVESTMENT
Accelerate progress and explore collaborations to drive investment in nutrition outcomes. 
13. Catalyze an increase in investment focused on driving improvements and scaling 


solutions in sustainable food systems, prevention and wellness, health care and building 
capacity for a global nutrition workforce. 
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Focus: Ensure all people have reliable access to culturally appropriate, nutrient-dense food and 
clean water now and in the future by building resilient food systems and prioritizing actions to 
prevent and divert wasted food throughout the value chain. 


Global malnutrition is the most profound and far-reaching challenge of the 21st 
century. It is a condition that affects 1 in 3 people, affecting women and children 
disproportionately.34 Its effects range from childhood stunting and wasting to rising rates 
of obesity. And the clock is ticking. 


Far too many people don’t have reliable access to enough food, the right food or quality 
nutrients or clean water. At the same time, far too much food is wasted. Combined with 
population and economic growth—and the reality of climate change—our prospects for the 
near future are sobering. They are also eminently solvable. 


Malnutrition and its widespread effects have become a galvanizing call to action, bringing 
together entire nations, multiple food systems and organizations in promising new ways.


Today, people around the world are learning to connect the dots across our global, 
interdependent food systems. From support for smallholder farms to dynamic public-
private partnerships and holistic, community-led health and nutrition initiatives, innovators 
are finding creative new ways to remove systemic barriers. Stakeholders are collaborating 
to make food production and distribution more efficient and resilient for the future and 
lifestyles more sustainable.


Agriculture and food systems worldwide are increasingly marshalling a diverse and growing 
array of production innovations and agricultural tools to produce more food while also 
conserving soil and forests and enhancing biodiversity. 


In fact, agriculture is becoming part of the solution to climate change. Sustainable practices 
are helping improve soil health, reduce water usage and increase yields on existing land, while 
integrated land-use planning is preserving arable croplands.


Leaders are also teaching the public how to prevent food waste—a core component of the 
Academy’s public education efforts since our beginnings—and to give nutritious but “ugly” 
produce a chance.


The Environmental Protection Agency (EPA) Food Recovery Hierarchy provides guidance on 
what to do with excess or imperfect food. Additionally, a public service campaign launched by 
the National Ad Council and National Resource Defense Council (NRDC) is inspiring Americans 
to “Save the Food” by showcasing the life cycle of food and the loss of resources when it is 
needlessly wasted.35


FOOD AND NUTRITION SECURITY


A 20 percent reduction 
in food waste would save 


1.8 billion meals and 
reclaim the 1,250 calories 
per capita that goes into 


landfills each day, feeding 
the global food-insecure 


three times over.20


OPPORTUNITIES FOR COLLABORATION AND INNOVATION: DETAILS


This section presents a premise for each opportunity area, with highlights of 
innovations and innovators and provoking thought-starter questions for your 
consideration. 
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New attitudes about food waste, combined with innovations in agriculture and collaboration 
across global food, wellness and health care systems, hold enormous potential for positive 
change. We are converging as never before to create more resilient food systems that provide 
equitable access to quality nutrients, employ environmental stewardship practices, support the 
ethical and humane treatment of people and animals and contribute to community wealth.36 


And the momentum is growing. In the last five years, the Scaling Up Nutrition (SUN) movement 
has brought together governments, civil society, the United Nations, donors, businesses and 
researchers in a collective effort to improve nutrition globally.32 Last year, the Sustainable 
Development Goals were launched, naming 17 transformative targets for all countries.1 


Central to the goals: achieving food and nutrition security. Sustainable Development Goal 
#2 calls for an end to “all forms of malnutrition.”37 It is imperative to ensuring a peaceful, 
prosperous world.


As such, the first step is to take an unprecedented action: collaborating to end malnutrition in 
all its forms. In April this year, the United Nations and the World Health Organization declared 
the next 10 years will be the “decade of action on nutrition.”2 Now, like never before, we have 
an opening for action and the systemic will to end malnutrition everywhere.


“This [2015 U.N.] resolution 
places nutrition at the heart 
of sustainable development 
and recognizes improving 
food security and nutrition 
are essential to achieving 
the entire 2030 Agenda…
Children can’t fully reap 
the benefits of schooling if 
they don’t get the nutrients 
they need; and emerging 
economies won’t reach 
their full potential if their 
workers are chronically 
tired because their diets 
are unbalanced. That’s why 
we welcome the Decade 
of Action on Nutrition and 
look forward to helping 
make it a success.” 


–José Graziano da Silva, Director-General of 
the U.N. Food and Agriculture Organization, 


2015


OPPORTUNITIES FOR COLLABORATION AND INNOVATION: DETAILS
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INNOVATIONS IN ACTION:
SOIL HEALTH
• Microbial Soil Inoculation has potential 


to restore degraded lands and improve 
soil fertility and water quality.38,39 


• The Living Soil Saves Lives program 
trains rural farmers in India on the “soil 
food web” and composting techniques 
to improve soil fertility. 


WATER USE AND WATER QUALITY
• New technologies to improve irrigation 


efficiency will address water scarcity 
and unpredictability. Increased use of 
drip irrigation, soil moisture sensors, 
rainfall monitoring and water sensors 
will be essential.40 


PRODUCTION AND FARMING 
INNOVATION
• Growers are exploring alternative 


farming methods such as hydroponics, 
aquaponics, aeroponics and vertical 
farming—sustainable practices 
supported by the USDA that can apply 
to urban environments. 


• Genetically Modified (GM) crops 
offer solutions to improve yield in 
the face of problems associated 
with climate change. For example, 
crops have been adapted to enhance 
tolerance to a range of stresses 
including drought, flood, salinity or 
extreme temperatures.41  Additionally, 
exploration of nutrition and climate 
resilience has led to new varieties of rice 
that can survive flooding for weeks.42


• CRISPR technology, short for Clustered 
Regularly Interspaced Short Palindromic 
Repeats, allows for more precise 


plant gene editing. This quicker, less 
costly method of plant breeding is 
showing promising results in wheat, 
rice, soybeans, potatoes, oranges and 
tomatoes.43,44


• Algae are among the new or 
underutilized crops being explored 
for use in agriculture. They could have 
promising potential for animal feed, 
biofuels, water filtration and human 
foods. 45,46,47


FUNDING AND FINANCING 
ADVANCES
• Innovations in digital financing 


technologies securely provide financing 
to rural smallholder farmers—
while improving transparency and 
minimizing corruption within the food 
value chain. By transitioning from cash 
payments for crop income to mobile 
payments, agriculture developers 
can help build the infrastructure that 
will serve the savings, credit and 
microinsurance needs of rural, village-
based economies.48 


• Organizations like Grameen Bank are 
providing smallholder farmers access 
to microcredit so they can invest in 
sustainable farming technologies.


FOOD AND AGRICULTURE 
DEVELOPMENT 
• The 2014 G8 conference launched 


the Feed the Future alliance to help 
sustain inclusive agricultural growth. 
Its goal: Raise 50 million people 
out of poverty in the next 10 years 
by investing $10 billion in African 


OPPORTUNITY
AREA


1


OPPORTUNITIES FOR COLLABORATION AND INNOVATION: DETAILS


Increase resilience and productivity of global food systems 
while minimizing negative impacts on people, animals and 
the environment. 
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agriculture. Private investments have 
reached 8.2 million smallholders and 
created more than 21,000 jobs in 
2014, more than half of which were 
for women.49 Development partners 
have disbursed $2.3 billion to date.49 


• Grow Africa is a public-private 
partnership of governments, companies 
and farmers to lower the risk of 
investment in agriculture in Africa. Its 
investments focus on farmers, youth 
and women.


• CGIAR is the only worldwide 
partnership addressing agricultural 
research for development to tackle 


poverty, hunger, nutritional imbalances 
and environmental degradation. 


FORTIFICATION
• Organizations like Sight and Life 


are working to improve nutritional 
outcomes by advancing access 
to fortified foods. Micronutrient 
fortification of food staples and food 
aid commodities can affordably help 
alleviate regional dietary deficiencies, 
providing critical vitamins and minerals 
to populations without radical changes 
in food consumption patterns.50


OPPORTUNITY
AREA


1


OPPORTUNITIES FOR COLLABORATION AND INNOVATION: DETAILS


THOUGHT-STARTER QUESTIONS:


1. How can we work together to ensure 
that nutrition security needs are fully 
integrated in efforts to develop more 
resilient and adaptive food systems? 


2. How can we work together to better 
understand the innovation required 
to ensure resilient and adaptive food 
systems and help translate those 
complexities for consumers? 


3. How can we work together to 
increase understanding of local and 
global food systems among those 
providing nutrition and food advice 
to consumers?


???
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INNOVATIONS IN ACTION:
FARM TO MARKET/TABLE
• Project Nurture, an $11.5 million 


partnership of the Bill & Melinda Gates 
Foundation, The Coca-Cola Company 
and TechnoServe, aimed to help more 
than 50,000 small-scale mango and 
passion fruit farmers in Kenya and 
Uganda double their fruit incomes by 
2014—while dramatically reducing 
food waste by providing business and 
agronomy training, improving market 
linkages and providing access to credit.51 


• YieldWise, a $130 million program 
funded by the Rockefeller Foundation, 
is working to demonstrate how the 
world can halve food loss by 2030, with 
an initial focus on fruits, vegetables 
and staple crops in Kenya, Nigeria 
and Tanzania. The program is helping 
farmers access technologies and 
solutions to prevent crop loss, engaging 
global businesses in accounting for 
food lost and wasted in their supply 
chains and more.52


• Barstow’s Longview Farm in 
Massachusetts, a community anaerobic 
digester project, receives organic 
material from 15 different food 
companies and saves food from the 
landfill. The food and manure goes into 
the dairy farm’s digester, generating 
renewable energy and sustainably 
fertilizing 400 acres of farmland.53


• FoodCorps, Master Gardeners and 
many other organizations are working 
to increase school and community 
gardens, educating children and their 
families on how to grow, preserve and 
prepare their own produce.


CONSUMER, RETAIL AND 
FOODSERVICE
• The National Virtual Resource Center 


(NVRC) for Food Loss and Waste is 
a USDA collaboration with 14 other 
NGOs, including the Academy, that 
provides one-stop information on best 
practices for preventing, recovering 
and recycling food waste. It will 
offer educational materials, research 
results and government, business and 
community initiatives designed to 
drive wider adoption of effective waste 
reduction activities. 


• Imperfect Produce has a mission: to “find 
a home for ugly fruits and vegetables.” 
It is partnering with the grocery retailer 
Whole Foods to reduce the amount of 
ugly produce going to waste.54 The Giant 
Eagle chain of grocery stores has a similar 
initiative: “Produce with Personality.” 
Safeway in Canada, Fruta Feia in Portugal, 
Intermarche in France and Waitrose in the 
UK have invested in similar programs.55


• In the farm-to-foodservice realm, a 
pilot program from Bon Appetit known 
as “Imperfectly Delicious Produce” links 
farmers to distributors and creative 
chefs, encouraging the use of fruits 
and vegetables that would otherwise 
go to waste.


• Misfit Juicery makes cold-pressed juice 
from surplus ‘ugly’ fruits and vegetables 
that would otherwise be unsold or 
unharvested.


• Walmart’s new private-label food 
products now say “best if used by,” 
showing consumers that food is still 
safe to eat after the date listed on 


OPPORTUNITIES FOR COLLABORATION AND INNOVATION: DETAILS


OPPORTUNITY
AREA


Prioritize actions to prevent and divert wasted food at 
all stages of the food value chain to provide nutrient-
dense food for people who need it while benefitting the 
environment, society and the economy.  2
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the package.56 A consumer labeling 
solution in development, The Bump 
Mark, changes its texture over time to 
model the decay process of food. 


• Lean Path software tracks waste from 
foodservice operations so chefs can 
tailor their purchasing and cooking 
habits to waste less food.


FOOD DONATION, RECOVERY AND 
SECONDARY MARKETS
• The app Zero Percent connects 


restaurants and event management 
teams to food pantries and is already 
serving 983,000 meals per week.57  
Drivers deliver excess food to the 
hungry. 


• Spoiler Alert in Boston maps and 
connects excess food-to-food pantries 
and helps companies on both sides 
track their tax benefits. 


• D.C. Central Kitchen and L.A. Kitchen 
are nonprofit organizations that 
provide culinary training programs to 
teach youth and unemployed adults 
how to prepare and serve nutritious 
meals for hungry members of the 
community. The Campus Kitchens 
Project extends this work to college 
campuses to develop students as 
leaders of feeding the hungry; they are 
in more than 50 U.S. schools.


• The Global FoodBanking Network 
reduces food waste and hunger by 
providing food banks in 30 countries 
with training, connections, expertise 
and financial support. Feeding America, 
a national network of food banks, 
collects and distributes excess food 
to local food pantries and hot meal 
programs for low-income clients. 


OPPORTUNITIES FOR COLLABORATION AND INNOVATION: DETAILS


THOUGHT-STARTER QUESTIONS:


1. How can we raise awareness through 
quantifying nutrients lost through 
food loss and waste to engage 
health care providers and other 
partners to make the connection 
between food waste and food 
insecurity?


2. How can we work together to 
create a deeper understanding 
of the connections among 
overconsumption, obesity, food loss 
and waste and food insecurity? 


3. How can we work together to 
identify, assess and scale the most 
impactful behavior change efforts 
that can reduce consumer-driven 
food loss and waste? 


???


OPPORTUNITY
AREA


2
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INNOVATIONS IN ACTION:
FOOD PRESCRIPTION INNOVATION
• The Food Pharmacy provides a referral 


to patients who are food-insecure, 
enabling them to receive two to three 
days of free healthy food for their whole 
family once a month for six months. The 
program was created by ProMedica, 
a Northwest Ohio and Southeast 
Michigan health care network, in 
partnership with two local food banks.


• Wholesome Wave offers the FVRx 
Program, which enables health care 
providers to give families innovative 
prescriptions that can be spent on 
fruits and vegetables at grocery stores, 
farmers’ markets and other healthy food 
retailers. Since 2010, 18 programs in 10 
states have helped 6,134 low-income 
families.58 In June 2016, it announced a 
$1.2 million grant from Target to launch 
the largest program yet, serving 500 
low-income pediatric patients and their 
families in Los Angeles.59 


• Gardens for Health International (GHI) 
is addressing malnutrition in Rwanda 
using agriculture—integrating garden 
programs and nutrition education at 
health centers where women receive 
care. Women are given seedlings for 
kitchen gardens and small livestock 
(i.e. chickens and rabbits) to increase 
diet quality and diet diversity for 
themselves and their families. The 
Academy Foundation has awarded 
a Fellowship for Janice Giddens, 
MS, RDN, to spend a year on the 
ground with GHI developing and 
implementing an antenatal nutrition, 
child feeding, hygiene and food safety 


program into the gardening program 
at health centers. 


PRIVATE AND COMMUNITY 
INTERVENTIONS 
• Founded by pediatrician Dr. Mark 


Manary, Project Peanut Butter produces 
Ready-to-Use Therapeutic Foods (RUTF), 
such as fortified peanut butter, in local 
factories in Malawi, Sierra Leone and 
Ghana and distributes them through 
mobile clinics where nurses assess 
children for malnutrition and provide 
lifesaving treatment to those who 
qualify at no cost. In initial trials of the 
program, 95 percent of undernourished 
children who received the RUTF and 
treatment recovered.60


• The USDA Food and Nutrition Service 
(FNS) offers 15 domestic nutrition 
assistance programs and services, 
including:


° The Supplemental Nutrition 
Assistance Program (SNAP, 
formerly the Food Stamp Program), 
which has helped more than 46 
million Americans afford adequate, 
nutritious food in 2014.61 More 
than 90 percent of SNAP benefits 
go to households living below 
the poverty line62 and more than 
4 million low-income adults 
over age 60 rely on SNAP to stay 
healthy and make ends meet.63 
Recent SNAP innovations include 
the Healthy Corner Stores Guide, 
mobile solutions for food deserts 
and SNAP access at farmers’ 
markets (more than 3,200 U.S. 


OPPORTUNITY
AREA


Engage all points of contact in the food, wellness and 
health care system to ensure vulnerable populations have 
access to nutrient-dense foods.  3
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markets accept SNAP benefits).64


° National School Lunch Program 
(NSLP) has provided subsidized 
meals to public schools since 
1946. Nutrition standards for 
the NSLP and National School 
Breakfast Program were updated 
in 2012 to include increased 
portions and portion sizes of fruits 
and vegetables as well as stricter 
limits on trans fat, saturated 
fat, sodium, calories and sugar-
sweetened beverages.65


° The USDA’s Women, Infants and 
Children (WIC) supplemental food 
program is widely seen as one 
of the nation’s most successful 
and cost-effective nutrition 
intervention programs—the 
program has dramatically reduced 
health care costs by providing 
prenatal services and promoting 
breast-feeding.66


• The U.S. Health and Human Services’ 
Older Americans Act is considered to be 
the major vehicle for the organization 
and delivery of social and nutrition 
services to this group and their 
caregivers. It authorizes a wide array of 
service programs through a national 


network of 56 state agencies on aging, 
629 area agencies on aging, nearly 
20,000 service providers, 244 Tribal 
organizations and 2 Native Hawaiian 
organizations representing 400 Tribes.67


• The Root Cause Coalition is a national, 
member-driven, nonprofit organization 
founded by AARP and ProMedica that 
addresses the root causes of health 
disparities. It focuses on hunger and 
other social determinants that lead to 
nationwide epidemics of preventable 
chronic health conditions. The coalition 
commissions and engages in compelling 
research on the correlation of hunger to 
overall health, advocating for relevant 
public policy and deploying strategies 
and programs that focus on meeting the 
access, nutrition and education needs of 
individuals and communities.


• The Food Trust works with 
neighborhoods, schools, grocers, 
farmers and policymakers in 
Philadelphia and across the country to 
develop a comprehensive approach 
to improved food access, combining 
nutrition education and greater 
availability of affordable, healthy food.


THOUGHT-STARTER QUESTIONS:


1. How can we work together 
in innovative partnerships to 
create scalable models that bring 
affordable, nutrient-dense food 
to low-income and food-insecure 
populations?


2. How might we work together to 
ensure access by all infants and 
children to safe, nutritious and 
sufficient food all year round to 
eliminate stunting and wasting?


3. How can we accelerate progress 
towards meeting the nutritional 
needs of special populations, 
including adolescent girls, pregnant 
and lactating women and older 
persons by 2030?


???


OPPORTUNITY
AREA


3







page 27


THE NUTRITION IMPACT SUMMIT


Focus: Create a culture and environments that support health and wellness through relevant 
and appealing solutions for all places where people spend their time—home, work, schools 
and communities. 


The world around us exerts a powerful influence on our behaviors and choices. But strong 
impetus for healthy change is at work in our communities, institutions, policies and technologies.


Today, technology innovators, health care organizations and the food and nutrition 
community are discovering effective new ways to improve individual health by engaging 
patients in their own care through new technoogy. 


Multiple technology innovators are pooling their knowledge of how consumers interact with 
food and think about well-being to help people solve daily health problems, wherever people 
go. Consider the rise of popular activity trackers like Fitbit and consumer health technologies 
that monitor hydration levels and assist in the management of chronic conditions such as by 
measuring blood sugar. 


The food, wellness and health care sectors are also actively sharing data insights and joining 
existing public-policy partnerships to inform and drive holistic health solutions.


At the same time, social media, smart phone technology and news apps have contributed 
to the 24-hour news cycle and are a part of this environment, generating millions of articles, 
blog posts, recipes, fact sheets and more that influence consumer choice and contain often 
conflicting information related to health and wellness. Indeed, a simple Google search using 
the terms “healthy eating tips” generates nearly 6 million results in less than a second.68 


Now more than ever, communicating sound health and nutrition information is of paramount 
importance to dispel consumer confusion and reinforce consumers’ confidence in taking 
control of their own health. The Federal Trade Commission (FTC) recently tightened its 
guidelines surrounding food/product endorsement and disclosure on social media, further 
impacting the way that experts and others share information.69


The nutrition community is also embracing a holistic approach, basing more nutrition 
interventions on the Social Ecological Model (SEM). This systems-based framework recognizes 
that there are multiple, interacting levels of behavioral influence and that multilevel 
interventions are more effective for behavior change.70 


At the community and policy level, progress is being made in creating a culture and 
environments that support health and wellness. Organizations and public-private partnerships 
are working creatively across sectors and communities, reaching out to the public to improve 
population health. Engaging new solutions are inspiring people everywhere they go—from 
workout routines posted in public parks to comprehensive wellness programs at work. 


ENVIRONMENT, BEHAVIOR AND 
CHOICE


Health and wellness 
applications are now one 


of the fastest growing 
markets in the technology 


sector, adding $267 
billion to American health 


spending.71 


OPPORTUNITIES FOR COLLABORATION AND INNOVATION: DETAILS


“We envisage a world free 
of poverty, hunger, disease 
and want, where all life 
can thrive…A world with 
equitable and universal 
access to quality education 
at all levels, to health care 
and social protection, 
where physical, mental 
and social well-being are 
assured. A world where we 
reaffirm our commitments 
regarding the human right 
to safe drinking water and 
sanitation and where there 
is improved hygiene; and 
where food is sufficient, 
safe, affordable and 
nutritious.”
 
–U.N. General Assembly resolution, 
September 2015
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INNOVATIONS IN ACTION:
CONSUMER APPS AND DIGITAL 
HEALTH PLATFORMS
• In the United States, health IT adoption 


has a critical consumer engagement 
component, requiring providers to 
offer consumers access to their own 
health data. As a result, the Office of 
the National Coordinator of Health IT 
(ONC) has engaged more than 500 
organizations and agencies in “Pledge 
IT,” an initiative to provide consumers 
with access to their own data so they 
can be active, engaged partners in their 
health and care. Pledged community 
members meet to network, hear 
updates from the federal government 
and share best practices with other 
organizations using technology to 
support better health and meet the 
needs defined by individual consumers. 


• Blue Button incorporates a patient 
engagement component into health 
IT, encouraging patients to access and 
use their own digital data—and to 
share it with nutrition professionals. 
The technology inspires patients to get 
involved in their own care.


• Self-monitoring apps and websites 
such as MyFitnessPal and USDA’s 
SuperTracker are growing in popularity, 
helping consumers track food and 
calorie intake. SuperTracker’s online 
platform allows consumers to track their 
food intake and physical activity and 
had more than 5.5 million registered 
users as of January 2015.72 Other apps 
assist consumers with chronic disease 
management, such as heart rate and 
blood sugar monitoring. Tech-powered 


water bottles such as MyHydrate track 
water intake.


• Nutrition and health coaching apps and 
digital nutrition platforms like Zipongo 
have become available to connect 
consumers with nutrition counseling 
through smart phones or websites. 
Consumers can take pictures of meals 
and turn in exercise logs for tailored 
feedback. Zipongo aims to help reduce 
chronic disease and improve the health 
of employees and members with 
personalized meal recommendations 
based on biometrics and food 
preferences. It delivers real-time support 
for healthy food decisions at home, 
work, grocery stores and restaurants.


• Grocery shopping apps assist 
consumers in choosing healthy foods 
at an affordable price. Other food 
and nutrition apps aid consumers 
in selecting foods without specific 
allergens or other ingredients they wish 
to avoid for medical or cultural reasons.


• Cooking apps aid consumers by 
making cooking meals at home easier 
through recipe sharing and grocery list 
development. More advanced apps such 
as SideChef offer consumers cooking 
instructions through voice command.


• Validic is a health care platform that 
supports access to digital health data 
from clinical and remote-monitoring 
devices, sensors, fitness equipment, 
wearables and patient wellness 
applications. There are multiple areas for 
nutrition data access and use by RDNs.


OPPORTUNITY
AREA


Use information technology, kitchen technology, business 
model innovation and insights from social science to 
enable and support better decision-making and enduring 
behavior change.  4
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NEW BUSINESS MODELS
• Meal subscription services such as 


Blue Apron and Hello Fresh offer 
consumers recipes with step-by-step 
instructions as well as doorstep delivery 
of ingredients for selected meals. And 
PlateJoy provides recipes that are 
geared towards personalized nutrition, 
portion control and food shopping; 
it’s a nutrition and food shopping 
management system for the family. 


KITCHEN TECHNOLOGY
• Companies such as Samsung are 


envisioning a Smart Kitchen of the 
Future with appliances designed to 
make healthy eating and cooking easier 
for the busy consumer, such as the 
refrigerator with a camera inside that 
allows shoppers to view their fridge 
while standing in the grocery aisle. 


• Innit aims to “empower people to 
eat and live better by giving food a 
voice.”73 The Innit platform connects 
smart appliances, can measure and 
identify food, recommend recipes 
based on what’s on hand and perform 
cooking techniques through connected 
appliances. Through the connected 


app and using cameras and sensors, 
the technology that allows consumers 
to pull up images of the food in their 
fridge—including the food’s expiration 
dates and nutritional information—is 
already a reality in Innit’s test kitchen. 
Innit partners include Whirlpool, 
Good Housekeeping, Kitchenaid and 
Epicurious, to name a few. 


• The Internet of Things, or IoT, refers to 
the connection of devices (other than 
typical fare such as computers and 
smartphones) to the Internet. Cars, 
kitchen appliances and even heart 
monitors can all be connected through 
the IoT. And as the IoT grows in the next 
few years, more devices will join that 
list. Analysts predict there will be more 
than 24 billion IoT devices by 2020 with 
an anticipated $6 trillion spent on IoT 
solutions over the next five years.74  
That’s approximately four devices for 
every human being on the planet. 
Hundreds of companies including 
startups to well-established tech giants 
are linked to the IoT, including Amazon, 
AT&T, Dell,  GE, Google, IBM, Innit, Intel, 
Microsoft, Oracle, Samsung, Siemens 
and Qualcomm, among others.


THOUGHT-STARTER QUESTIONS:


1. How can we use innovative 
technologies to help consumers 
navigate misinformation related 
to food and nutrition shared by 
traditional and online media outlets? 


2. How can we work together to create 
innovative solutions that address 
common consumer barriers, such as 
the cost of eating healthfully and the 
time it takes to prepare healthy meals?


3. How can experts in the food, 
wellness and health care space 
collaborate with industry to help 
create the “kitchen of the future” that 
helps people eat better?


???


OPPORTUNITY
AREA


4
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INNOVATIONS IN ACTION:
• An action guide—“Improving 


Population Health by Working with 
Communities”—produced by the 
National Quality Forum (NQF) is helping 
multisector groups improve population 
health together by addressing 10 
interrelated elements of success. 


• Research on zoning and fast food 
restaurants near schools in England 
seeks to discover how combined 
planning measures around schools 
affect the English food landscape across 
different levels of deprivation.


• Public Health 3.0 is a public-private 
government partnership led by the 
Department of Health and Human 
Services (HSS) that encourages 
collaborations across communities 
and the public. By fostering creativity 
and innovation across sectors, it aims 
to make lasting gains in public health 
across the nation’s diverse communities.


• Detroit Collaborative Design 
Center is working to make local 
produce—grown by nearly 1,000 
urban farmers—more available to 
communities that need the food. 
The initiative is creating satellite 
branches of well-known markets and 
integrating walking paths and bike 
lanes throughout southwest Detroit 
for greater city access. These small but 


significant design changes promote 
physical activity and healthy lifestyles 
for residents.


• 100 Resilient Cities, an initiative of the 
Rockefeller Foundation, is helping cities 
around the world become more resilient 
to the physical, social and economic 
challenges of the 21st century. The City 
Resilience Framework is built on four 
dimensions of urban resilience: health 
and well-being; economy and society; 
infrastructure and environment; and 
leadership and strategy.


• Step It Up! the Surgeon General’s Call 
to Action to Promote Walking and 
Walkable Communities is a report 
issued in 2015 that articulates the 
health benefits of walking while 
addressing the fact that many 
communities lack safe and convenient 
places for individuals to walk or 
wheelchair roll.75


• American College of Sports Medicine 
(ACSM) is a leader in efforts to increase 
walking and walkability in the United 
States through its Every Body Walk! 
Collaborative, ACSM American Fitness 
Index, Exercise is Medicine, ActivEarth 
and other efforts backed by evidence-
based research.


OPPORTUNITY
AREA


Use innovation in urban planning and the built 
environment to improve health at the community level.  5


THOUGHT-STARTER QUESTIONS:


1. How can we bring together key 
stakeholders to help accelerate 
improvements in the built 
environment to create a culture of 
health?


2. How can evidence-based research 
on the connection between health 
and the built environment be used 
to inform community development 
investments?


3. How can we empower communities 
to prioritize population health in 
planning and investment decisions?


???
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INNOVATIONS IN ACTION:
SCHOOL AND COMMUNITY 
INTERVENTIONS 
• The Academy Foundation developed 


the Registered Dietitian Parent 
Empowerment Program (RD PEP) to 
enable parents to be healthier role 
models for themselves, their families and 
their parent peers. Piloted in 12 schools 
in three cities, the program provides 
low-income parents with workshops 
promoting the 8 Habits of Healthy 
Children and FamiliesTM. The program 
demonstrated statistically significant 
improvements in self-reported 
family behaviors and modified home 
environments supportive of healthy 
body mass index (BMI) for children.76


• Common Threads and Share Our 
Strength/Cooking Matters offer after-
school cooking classes. These programs 
give students skills to cook on their own, 
offering the possibility that students 
can help other family and household 
members eat more healthfully and 
become interested in nutrition. 


• The USDA Farm to School program 
helps operators of child nutrition 
programs incorporate local foods into 
the National School Lunch Program. 
From 2012 to 2015, this program 
awarded $15.1 million in grants and 
during the 2013–2014 school year, 
more than 42,000 districts brought the 
farm to the school.77


• The Hunger Project promotes 
community-led development through 
its Epicenter Strategy that involves 
one central building that serves as a 
food bank, clean water source, health 


center, food processing unit and other 
community functions.


• Heifer International follows a 
Values-Based Holistic Community 
Development model (VBHCD), which 
focuses on teaching people to “develop 
the attitudes, behaviors and skills 
necessary to improve their own lives 
and transform their communities.”78 


• CARE International Farmer Field 
and Business School (FFBS) helps to 
empower women on the local level by 
training them to increase smallholder 
farm productivity and profitability. 


• The Concern Worldwide Realigning 
Agriculture to Improve Nutrition (RAIN) 
program in Zambia focuses on increasing 
local understanding of how improved 
agriculture can improve nutrition. 


 
WORKSITE WELLNESS
• The Centers for Disease Control and 


Prevention (CDC) has developed 
the Work@Health employer-based 
training program to help reduce 
employee chronic disease and injury 
while increasing productivity. CDC 
also has a Worksite Health Score 
Card to help employers determine 
if they have implemented science-
based health promotion and disease 
prevention interventions.


• Some employers are particularly 
active in supporting the health and 
wellness of their employees. Cliff Bar & 
Company has an onsite gym and allows 
30 minutes per day of paid time for 
physical activity. Google partners with 
local farmers to provide all employees 


OPPORTUNITY
AREA


Support healthy choices by scaling programs that create a 
culture of health at worksites, schools and throughout the 
community.6
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healthy, free, locally sourced food. 
Google also has a teaching kitchen 
where employees can learn to cook and 
is experimenting with ways to nudge 
employees toward healthier food 
choices in its cafeterias. Google holds 
employee events featuring guest food 
and nutrition speakers. The Fitbit group 
health program provided corporate 
challenges using employer-paid Fitbits. 


• Johnson & Johnson Health and 
Wellness Solutions offers health plans 
and insurers behavior-science driven 
Digital Health Coaching tailored for 
each individual through an upfront 
assessment focused on depression, 
sleep, stress and weight.


• Premise Health sets up onsite Health 
Centers for companies using the 


Patient-Centered Medical Home model; 
they act as the primary care provider for 
employees. The Health Centers offer a 
comprehensive range of onsite health 
and wellness services including dental 
care, vision care, radiology, chiropractic, 
acupuncture and health coaching. 
HealthStat, Marathon Health and others 
offer similar services. 


• Interactive Health is one of dozens 
of companies that offer health and 
wellness programs and services to 
employers, such as screening and 
health coaching. These programs have 
reportedly reduced employer medical 
spending by up to $1,332 per member 
per year.79


OPPORTUNITY
AREA


6


THOUGHT-STARTER QUESTIONS:


1. How can we work together to inspire 
a “culture of health” approach, 
including food and nutrition, to 
improve the health of communities?


2. How can we collaborate to create 
a replicable gold-standard model 
and how-to guide for employers to 
infuse a culture of health into their 
organizations?


3. How can we translate the benefits of 
nutrition into educational outcomes 
to make the case for increased 
nutrition education in schools and 
to elevate the importance of school 
nutrition programs?


???
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Focus: Improve health outcomes and decrease health disparities by accelerating the shift to a 
preventive health care model and using new technologies to individualize nutrition care.


Considering the cost of medical treatment, the saying rings truer than ever: An ounce of 
prevention is worth a pound of cure. Rates of chronic health conditions continue to climb 
worldwide. The leading cause: malnutrition—in all its forms. An entirely preventable condition. 


Around the globe, 800 million people are hungry, 2 billion people are malnourished and 159 
million children are stunted. And with 2 billion people who are overweight or obese, countries 
like India and China are now seeing an alarming increase in diabetes and heart disease.2 


The result: diminished human potential and compromised economic growth for entire 
nations—not to mention the national and individual burden of higher health care costs. 


Yet today we see countless reasons for optimism.


Perhaps the most promising change is in new attitudes and awareness. Never before have so 
many people understood the importance of preventive health care—including the critical 
role of nutrition. Today, the greater wellness community is acknowledging the critical role of 
access to food, health care and prevention—and we have strong evidence that investments in 
improving food access pay off. 


A new wave of public policies reflects this shift to prevention and it is transforming our health 
care system. Today’s environment of consumer-directed health care means that patients 
are consumers first, “with both the freedom and responsibility that come with making more 
decisions and spending their own money,” according to PricewaterhouseCoopers.80 


Policies and other trends influencing health care delivery are converging, tipping the global 
health care system towards greater emphasis on primary and secondary preventive care, with 
a focus on interventions like nutrition and physical activity.


In the United States, the most obvious policy example is the Affordable Care Act (ACA), which 
requires most health plans to cover recommended preventive services. This includes nutrition 
counseling for adults at high risk of certain chronic disease and diabetes and obesity screening 
with referrals for counseling and other preventive screenings and immunizations.71,81 


Community Transformation Grants awarded by the CDC—$103 million in 2011 and more than 
$70 million in 2012—helped communities across the nation make lasting changes to reduce 
health gaps and expand services to prevent and manage chronic diseases.82


Opportunities to improve prevention in health care include using food and diet to treat 
disease—an approach with the potential for better, lasting health outcomes as well as  
cost reductions. 


Preventive care is increasingly customized, too, grounded in the growing recognition that each 
patient requires personalized care and a unique treatment plan guided by his or her genetic 


PREVENTION AND HEALTH CARE


Prevention programs 
could save the U.S. over 


$16 billion annually within 
five years—a return of 


$5.60 per dollar invested—
according to The Trust for 


American’s Health.83


OPPORTUNITIES FOR COLLABORATION AND INNOVATION: DETAILS
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profile, medical history and lifestyle. Today’s patients can choose from a growing menu of 
individualized treatments and customized nutrition options, and scientific advancements in 
genetics and the gut microbiome have great potential to advance personalization of nutrition 
interventions. As we move forward, an even greater emphasis on quality, evidence-based 
research that demonstrates the benefits of individualized nutrition programs based on these 
factors and translated to specific dietary recommendations, including medical and functional 
foods, will be paramount to support this growing industry. 


Around the world, models of care delivery are changing and providers are using innovative 
technologies, information technology and medical nutrition therapies to extend personalized 
care to patients. One such model—the Patient-Centered Medical Home—is becoming widely 
adopted across the U.S., Canada and Europe.
 
Together with the growing use of retail clinics, concierge medicine and the rise of telehealth 
and mobile health (mhealth), these trends are disrupting the status quo in the health care 
system. Worldwide, we are replacing our short-term focus on treatment with a view to 
prevention, especially through diet, physical activity and customized nutrition solutions.


“Whether you are a patient, 
a provider, a business, a 
health plan or a taxpayer, it 
is in our common interest to 
build a health care system 
that delivers better care, 
spends health care dollars 
more wisely and results in 
healthier people.”


–HHS Secretary Sylvia Burwell, January 2016 
Press Release, “Better, Smarter, Healthier: 
In historic announcement, HHS sets clear 
goals and timeline for shifting Medicare 
reimbursements from volume to value”


OPPORTUNITIES FOR COLLABORATION AND INNOVATION: DETAILS
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INNOVATIONS IN ACTION:
RETAIL CLINICS
• Retail clinics handle 10.5 million visits 


annually and many now provide 
basic medical screening, diagnostic 
and treatment services.84  Some are 
expanding their offerings to include 
behavioral health screenings, more 
comprehensive primary care and 
chronic care management. These clinics 
are found in pharmacies and grocery 
stores, such as CVS MinuteClinic and are 
usually staffed by physician’s assistants, 
nurse practitioners and registered 
nurses with remote supervision by MDs.


• Rite Aid’s RediClinic offers a 10-week 
comprehensive and medically supervised 
weight and lifestyle management 
program, which includes nutrition 
programs tailored for diabetes. 


• Kroger’s Little Clinic just launched 
a pilot project, adding nutrition 
counseling to their services provided. 


DIGITAL HEALTH COACHING
• WebMD and Walgreens have partnered 


to offer Your Digital Health Advisor, 
a virtual wellness coaching program 
powered by WebMD and available on 
Walgreens.com. This digital program 
offers the option to access live coaching 
with health experts if needed. 


• Omada, the largest provider of the 
National Diabertes Prevention program, 
offers a 16-week online digital health 
program to help people at risk for 
chronic disease embrace lasting change. 
Participants receive a smart scale that 
automatically syncs their weight to 
their account. With the guidance of a 
live coach, they have access to online 


support groups, progress through an 
interactive online curriculum and play 
games to reinforce their learning with 
oversight from a live coach.


• Kurbo Health offers an app (with food 
tracking and games) and online coaching 
to help treat childhood obesity. The 
program has gained traction for pilots and 
deployments with several payers, five large 
employers and a few Medicaid plans.


INNOVATIONS IN PRIMARY CARE 
• Patient-Centered Medical Homes are 


being adopted more widely across 
the U.S., due largely to more favorable 
regulation. The concept is that care 
and health outcomes are improved by 
ensuring better handoffs, follow-ups and 
sharing of patient information between 
medical professionals, facilitated by new 
health care information technologies.85 


• In Cuba, health care is free, universal 
and guaranteed by the constitution. 
The World Bank reports that Cuba 
spends $431 per person per year 
compared with $8,553 in the U.S., but 
Cuba has a lower infant mortality rate 
and a similar life expectancy.86 Key 
characteristics of the Cuban model 
include neighborhood medical centers, 
compulsory health checks (often done 
as house calls) and an emphasis on 
prevention, including vaccinations and 
addressing key risk factors in lifestyle. 


• HealthTap provides its 14,000 users with 
instant access to a pool of more than 
100,000 doctors via secure video or text 
chat to help avoid unnecessary office 
visits and provide customized answers 
to health and wellness questions.87 


OPPORTUNITY
AREA


Accelerate the shift in the health care system to emphasize 
preventive care, especially through an increased focus on 
diet and physical activity.7


THOUGHT-STARTER QUESTIONS:


1. How can we accelerate the shift to 
a more proactive, holistic, results-
oriented preventive care model 
that recognizes the importance of 
nutrition for good health? 


2. How might we effectively scale the 
Nutrition Care Process (assessment, 
diagnosis, intervention, monitoring 
and evaluation) globally to prevent 
and treat malnutrition? 


3. How can we take innovative 
approaches to incentivize 
entrepreneurship in prevention and 
population health?


???
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INNOVATIONS IN ACTION:
GENETICS AND GUT MICROBIOME
• New technologies can identify specific 


microbes in individuals and categorize 
them as beneficial, imbalanced 
(neither pathogenic nor beneficial) or 
dysbiotic (potential to cause disease). 
Companies putting these findings to 
work in both over-the-counter and 
prescription products include BioGaia, 
Hansen, Danisco, Danone, Nestle, Probi 
and Yakult. 


• People who have their genes analyzed 
by 23andMe can upload their results 
to one of several companies, including 
NutraHacker, PureGenomics and others 
for a targeted nutrition recommendation. 
Genomix Nutrition works through 
nutrition professionals to offer genetic 
testing to patients, allowing for more 
detailed nutrition recommendations.


• Arivale is a direct-to-consumer 
program that uses data gathered 
from blood, saliva and genetic and 
gut microbiome tests to create a 
personalized program including 
coaching that is focused on six 
areas: heart health, diabetes risk, 
inflammation, optimal nutrition, 
healthy aging and stress management. 


• Newtopia has partnered with Aetna 
to leverage personalized genetic 
testing for disease prevention and to 
lower health care costs for employers. 
Newtopia identifies “at-risk” employees 
via genetic tests and then engages 
them through “Inspirators”—live 
coaches assigned via a personality-
matching algorithm.


 


INDIVIDUALIZED HEALTH CARE
• Kate Farms creates medical foods and 


supplements that are free from the 
top eight allergens, GMO-free, corn-
free and are made from all organic 
ingredients. Their product line includes 
three flavors of meal replacement 
shakes that can be consumed normally 
or through oral and tube feeding.


• The emerging field of microfluidics, 
often referred to as Lab on a Chip 
(LOC), allows for point of care (POC) 
diagnostics and monitoring of acute 
and chronic diseases through a single 
drop of blood, sputum or urine. 
Portable, inexpensive POC devices 
that accurately detect biomarkers of 
nutrition, such as micronutrients, can 
monitor the nutrient content in food 
and nutritional supplements and have 
tremendous potential in preventing 
and treating global malnutrition.


• In the field of cognitive computing, 
IBM Watson Health is considered the 
leader, but HP and Dell are working on 
their own systems.88 Among its many 
capabilities, IBM Watson Health equips 
experts with new insights to individual 
and population health to help add 
confidence to their decision-making 
and diagnoses.


• Innovate4Health, founded by Sunnie 
Southern, RDN, is a health innovation 
ecosystem designed to turn ideas 
into viable businesses with exposure, 
mentoring and resources. Southern is 
the creator of Cleveland-based Viable 
Synergy, a strategic health care firm 
dedicated to cultivating innovative 


OPPORTUNITY
AREA


Use health care technology, information technology and 
new medical nutrition therapies to better customize 
nutrition solutions for individuals.8
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health care solutions. Southern was 
invited to the President’s Summit on the 
Precision Medicine Initiative, launched 
in January 2015.


• The mission of the Precision Medicine 
Initiative is to enable a new era of 
medicine through research, technology 
and policies that empower patients, 
researchers and providers to work 
together toward development of 
individualized care. This is an “all of 


government” initiative, which is being led 
by the Department of Health and Human 
Services, Department of Veteran Affairs 
and the Department of Defense. The 
National Institutes of Health has awarded 
$55 million to build a million person 
precision medicine study.89


• Data.gov has a section on its website 
specific to nutrition. This site powers apps 
that help people make informed decisions 
on agriculture, food and nutrition. 


OPPORTUNITY
AREA


8


THOUGHT-STARTER QUESTIONS:


1. How can we accelerate the 
development of evidence-based 
food and nutrition recommendations 
related to the gut microbiome and 
nutritional genomics? 


2. How can we accelerate progress 
towards providing universally 
available care to underserved 
populations globally via technology 
and mobile phone?


3. How can we collaborate to 
accelerate the incorporation of 
nutrition information into integrated 
health records and develop an 
evidence base for the efficacy of 
food and nutrition solutions in 
treating disease?


???
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Focus: Implement models of trusted, public-private collaboration to accelerate high-quality 
nutrition research, metrics and standards creation and open-access platforms for curating research 
and reporting outcomes.


The field of nutrition has rapidly expanded its knowledge base and research contributions over 
the past several decades. Still, the world’s appetite for credible, definitive nutrition data and 
insights continues to grow. 


We have a great untapped opportunity to create positive nutrition outcomes by providing 
even more trusted, credible food and nutrition data and research—based on standardized 
modeling and public reporting. Indeed, the 2016 Global Nutrition Report calls for a “data 
revolution” to accelerate impact on malnutrition.27 


Nutrition professionals are ready. The Academy and its registered practitioners created 
nutrition informatics as a new area of dietetics practice.90 The Academy began applying this 
discipline to nutrition standards and processes over a decade ago and is working with the 
Healthcare Information and Management Systems Society (HIMSS) to advance the use of 
nutrition informatics. Our collaboration will go far to advance the fields of health information 
technology and management systems—and to disseminate evidence-based tools for effective 
nutrition practice. 


The Nutrition Care Process (NCP) is a systematic approach to providing high-quality 
nutrition care. Use of a care process provides a framework to individualize care, taking into 
account the patient/client’s needs and values and using the best evidence available to make 
decisions. The Academy led the effort on standardized language development with the 
Nutrition Care Process Terminology (NCPT), a comprehensive guide for implementing the 
NCP using a standardized language for nutrition assessment, diagnosis, intervention and 
monitoring and evaluation.


The Academy is also working to advance data and reporting standards, drawing on its 
success with standardized nutrition terminology. By adopting a lexicon of standard terms, the 
Academy’s Health Informatics Infrastructure (ANDHII) greatly simplified and standardized the 
process of data collection and outcome reporting for nutrition practitioners.  


There is significant promise—and a substantial prize—for creating quality food and 
nutrition research that is collaborative, transparent and well-curated. Open-source protocols 
for modeling within the nutrition community, across sectors and through public-private 
partnerships will increase credibility, coordination and cooperation. It will also speed curation 
and dissemination of food and nutrition research. 


RESEARCH AND STANDARDS


NCPT has been translated 
into 11 languages and 
dialects and is being 


used or taught in many 
countries, including 
Australia, Canada, 


Denmark, France, Finland, 
Germany, Greece, Iceland, 


Israel, Italy, Japan, 
Korea, Malaysia, Mexico, 


New Zealand, Norway, 
Singapore, Sweden, 


Switzerland, Taiwan and 
the United Kingdom.


OPPORTUNITIES FOR COLLABORATION AND INNOVATION: DETAILS
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By seizing opportunities to standardize and collaborate on modeling and reporting, the 
nutrition community will demonstrate its thought leadership, build public trust—and attract 
funding for further research. Further, a common language and shared ways of measuring 
impact enable transparent goal setting and tracking for food, wellness and health care 
companies and other organizations. Together, a shared measurement framework and 
transparent reporting on progress toward public goals work to hold companies accountable 
for their commitments and recognize their contributions.


The knowledge we gain and share will bear fruit in effective interventions and better health for 
people everywhere.


“Accelerating progress 
against malnutrition 
will require investment 
in both proven nutrition 
interventions and research 
to understand how to bring 
promising solutions to scale 
in a cost-effective manner.”
 
–Global Nutrition Report 2015: Actions 
and Accountability to Advance Nutrition & 
Sustainable Development. Washington, D.C.


OPPORTUNITIES FOR COLLABORATION AND INNOVATION: DETAILS
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INNOVATIONS IN ACTION:
• Mission Measurement is using 


social sector data and insights 
to connect influential decision 
makers to evidence-based research 
for standardizing, measuring and 
predicting social outcomes.


• The Regan-Udall Foundation, created 
by the U.S. Congress, is countering the 
trend of declining government-funded 
research. This nonprofit organization 
supports public-private partnership 
research among industry, academia and 
FDA scientists to conduct regulatory 
science research and bring new 
knowledge into the public domain. 


• The Academy’s 2015 paper “A Framework 
for Public-Private Partnerships in Food 
and Nutrition Research: Implications 
for Registered Dietitian Nutritionists 
and the Academy of Nutrition and 
Dietetics” proposes a framework for 
public-private partnerships, noting 
they “have the potential to leverage 
decreasing research dollars and answer 
important long-term research questions 
in nutrition.” This framework suggests 
the food, wellness and health care 
sectors can have confidence in research 
findings that come out of these types of 
partnerships due to the principles that 
govern the partnership as well as the 
transparency that the model allows for.91


• The John Hopkins Global Obesity 
Prevention Center incorporates a 
systems approach to bring together 
multiple stakeholders and researchers to 
implement strategies to reduce the global 


burden of obesity  and in many projects 
they are using systems mapping and 
computer modeling to identify unique 
key stakeholders to engage. 


• Project Laser Beam is a multimillion dollar 
public-private partnership that combines 
efforts of multiple stakeholders to address 
childhood malnutrition, including 
interventions targeting employee 
wellness programs, maternal health 
programs, mobile technology programs 
to deliver health information and food 
fortification programs.


• The Academy’s collaboration 
with Healthcare Information and 
Management Systems Society (HIMSS) 
is helping advance the fields of health 
IT and management systems of health 
informatics—making food and nutrition 
information more accessible, accurate 
and meaningful.


• The Global Alliance for Improved 
Nutrition (GAIN) is an international 
organization dedicated to ending the 
cycle of malnutrition and poverty. 
GAIN partners with organizations 
such as GlaxoSmithKline, Mars Inc., 
PepsiCo and Unilever to conduct 
global health research. 


• The International Life Science Institute’s 
Center for Integrated Modeling of 
Sustainable Agriculture and Nutrition 
Security (CIMSANS) brings together 
public- and private-sector scientists to 
address the challenges of increased 
global food demand and climate change 
in a collaborative and sustainable manner.


OPPORTUNITY
AREA


Create standardized models for quality, collaborative, 
transparent and well-curated food and nutrition research 
to accelerate our understanding of food’s role in health and 
eliminate all forms of malnutrition.9


THOUGHT-STARTER QUESTIONS:


1. How do we create a public-
private partnership focused on 
accelerating research to end hunger, 
improve nutrition and meet World 
Health Assembly nutrition target 
commitments? 


2. How can we create a curated, 
open-access database of food and 
nutrition research and data to give 
more practitioners access to the 
evidence base?


3. How can we establish a standard 
that supports collaboration and data 
sharing to accelerate the fight to end 
malnutrition in all its forms?


???



http://www.missionmeasurement.com/about/
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INNOVATIONS IN ACTION:
• The Food Loss and Waste Accounting 


and Reporting Standard was developed 
by a committee representing 
intergovernmental organizations, 
the private sector and technology to 
reduce food loss and waste through 
transparent reporting. This standardized 
quantification and reporting system 
supports food waste policies and 
initiatives and enables effective 
tracking of progress towards Target 
12.3 of the United Nations Sustainable 
Development Goals to halve food waste 
and losses by 2030.


• The Global Nutrition Report tracks the 
state of the world’s nutrition status. The 
report tracks country-level progress on 


World Health Assembly nutrition target 
commitments and recommends actions 
to accelerate progress. 


• Consultative Group on International 
Agricultural Research (CGIAR) has 
research partnerships with 15 nonprofit 
research organizations and specializes in 
agricultural research to address poverty, 
hunger, nutrition and the environment. 
The CGIAR Fund is a multi-donor trust 
fund administered by the World Bank. 


• The Jean Mayer (USDA) Human Nutrition 
Research Center on Aging (HNRCA) at 
Tufts University has successful nutrition 
and disease research partnerships with 
organizations such as NASA, Ocean Spray 
and the Almond Board of California.92 


OPPORTUNITY
AREA


Support continuous progress towards a healthier world 
by collaborating to create credible reporting standards 
to publicly track the measurable commitments made by 
stakeholders.10


THOUGHT-STARTER QUESTIONS:


1. How can we create widely accepted 
food and nutrition impact metrics? 


2. How can we create a single widely 
accepted system of reporting 
standards for communicating 
progress against commitments? 


3. How can we accelerate consistent 
reporting of nutrition impact 
results by industry to create healthy 
competition in industry? 


???
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Focus: Grow the number of trained nutrition professionals and dietitians globally and embed 
nutrition knowledge broadly to increase nutrition capacity and reach global health goals. 


Today more than ever, knowledge is power. More people want to empower healthier lives 
through nutritional knowledge. 


Globally, people are striving to stay well, prevent chronic diseases, avoid obesity—and 
remain vital well past retirement years as human lifespans increase. Indeed, leaders are 
recognizing the value of well-nourished citizens as the key to social and political stability 
and economic growth.


The expertise of nutrition professionals is in great demand around the world—and growing.


Addressing the pressing problems of malnutrition in all its forms will require a highly diverse 
and skilled global workforce. Investments in strong academic and training programs—
particularly in resource-poor countries lacking quality nutrition programs—will pay 
meaningful, human dividends. 


The New Nutrition Workforce Workshop, hosted in 2014 by the United Nations World Food 
Program, the Institute of Human Nutrition of Columbia University and Sight and Life, aimed to 
identify the skills and knowledge needed for a workforce prepared to improve nutrition. Many 
new skills and insights will be required of tomorrow’s nutrition professionals. It was recognized 
that training needs should not only address topics like nutrition, NCDs, food supply and 
climate change, but expand to include global public health, leadership, systems thinking and 
advocacy skills. 


Training and certificate programs are a good start, but it will be vital for professionals to 
sustain and advance their skills throughout their careers, with measurable outcomes that 
demonstrate competency. The Academy’s Council on Future Practice (CFP) Change Drivers 
and Trends Driving the Profession: A Prelude to the Visioning Report 2017 mirrors that forward 
thinking. The report emphasizes how major societal influences—from the need for training in 
health equity and prevention-focused models to the growth of technology, genomics research 
and interprofessional education—will impact the future of the nutrition profession.


GLOBAL WORKFORCE CAPACITY


OPPORTUNITIES FOR COLLABORATION AND INNOVATION: DETAILS


“To meet key global 
nutrition milestones, 
governments and donors 
will need to triple their 
commitments to nutrition 
over the next decade. We 
need more spending to 
build capacity to address 
obesity, diabetes and other 
nutrition-related NCDs. 
And we need to start seeing 
nutrition investments as a 
means to economic growth 
rather than seeing better 
nutrition as a result of 
economic growth.”
 
–Global Nutrition Report 2016



http://globalnutritionreport.org/the-report/
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INNOVATIONS IN ACTION:
• Public Health Institute (PHI) offers a 


Global Heath Fellows Program (GHFP) 
that aims to improve health and 
nutrition programs around the world by 
increasing the pipeline of qualified health 
professionals for global health careers. 
PHI offers programs with the CDC, private 
sector companies and has a $200 million 
fellowship program with USAID.93  


• African Women in Agriculture Research 
and Development (AWARD) is a service 
provider for CGIAR, universities and 
others to provide tailored fellowships to 
advance science, technology, innovation 
capacity and leadership for top women 
agricultural scientists in Africa. Funders 
include the Bill and Melinda Gates 
Foundation and USAID. 


• Iowa State University’s dietetic internship 
program offers a four-week service 
learning opportunity in Ghana where 
interns receive experience in applying 
the nutrition care process in rural 
underserved communities. In a 2016 
survey by the Academy to dietetic 
educators, representatives from 74 schools 
responded, with 37 schools reporting 
offering students international nutrition 
experiences in 26 countries ranging from 
one week to a full semester (unpublished 
data, Amy Knoblock-Hahn, PhD, MPH, 
MS, RDN, Project Specialist, Academy of 
Nutrition and Dietetics Foundation, email 
communication, August 2016).


• To better prepare entry-level RDNs to 
work with food-insecure populations, 
Feeding America and the Academy’s 
Foundation developed a food insecurity/
food banking supervised practice 
concentration for dietetic interns that 


includes 120 supervised practice hours 
and includes 12 activities. The full 
concentration is available for preceptors 
to utilize with their interns.94 


• The Norman E. Borlaug International 
Agricultural Science and Technology 
Fellowship Program offers unique 
food security and economic growth 
training and research opportunities 
for practitioners in early or mid-career 
stages. The fellowship offers one-on-one 
mentorship between a fellow from a 
developing or middle-income country 
with a colleague at a U.S. university, 
research center or government agency 
for 6 to 12 weeks. 


• The Accreditation Council for Education 
in Nutrition and Dietetics (ACEND) is 
the Academy’s accrediting agency for 
education programs preparing students 
for careers as RDNs or NDTRs. ACEND is 
the largest accreditor of dietetic programs 
and accredits 575 nutrition and dietetic 
programs in the U.S. at the undergraduate 
or graduate level. ACEND also provides 
accreditation for nutrition and dietetic 
programs in five countries. 


• The Academy is the largest provider of 
continuing professional development 
and lifelong learning for dietitians and 
nutrition professionals. During the June 
1, 2015 – May 31, 2016 program cycle, 
the Academy provided more than 660 
programs via online/self-directed learning 
equating into more than 1,700 hours of 
direct program CPEUs (Diane M. Enos, 
MPH, RDN, FAND, Vice President, Lifelong 
Learning and Professional Engagement, 
Academy of Nutrition and Dietetics, email 
communication, August 2016). 


OPPORTUNITY
AREA


Expand education, training and credentialing for a 
workforce that meets global needs of the future.11


THOUGHT-STARTER QUESTIONS:


1. How might we best expand the 
nutrition professional workforce 
globally to eliminate malnutrition? 


2. How can we better align nutrition 
professional education programs 
with the changing needs of 
employers worldwide? 


3. How can we increase integration 
of nutrition professionals in the 
broader landscape of food systems, 
sustainability and global impact?


???
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INNOVATIONS IN ACTION:
• The Goldring Center for Culinary Medicine 


(GCCM) at Tulane University School of 
Medicine offers a curriculum for doctors, 
medical students, chefs and community 
members focused on the significant 
role that food choice and nutrition play 
in preventing and managing obesity 
and associated diseases in America. The 
program, developed in collaboration 
with RDNs, combines hands-on cooking 
classes with online course material. With 
32 school sites across the country, the 
program continues to grow rapidly, with 
growing interest from medical schools 
around the country. 


• The American College of Sports Medicine 
(ACSM) offers a variety of health and 
fitness certifications for personal 
trainers, clinical certifications for exercise 
physiologists and specialty certifications 
such as Cancer Exercise Trainer and 
Physical Activity in Public Health 
Specialist. More than 20,000 professionals 
have received an ACSM certification. 


• The American Diabetes Association 
offers a curriculum for key personnel 
working with children with Type 1 
diabetes, geared towards non-medical 
school employees. The 13-module 
program includes video segments 
and PowerPoint presentations and is 
available free of charge.95


• The Edible Schoolyard Project (ESP) was 
founded by famous chef Alice Waters, 
who pioneered the concept of school 
gardens and engaging children in all 
aspects of growing and “edible education.” 


• USDA’s Supertracker includes resources 
for students, including nutrition lesson 
plans for high school students. The 
curriculum comes with three lesson plans 
including resources and handouts.96


OPPORTUNITY
AREA


Embed nutrition knowledge broadly throughout society with 
education, training and certificates targeting practitioner 
allies in the food, wellness and health care sectors. 12


THOUGHT-STARTER QUESTIONS:


1. How might we expand the workforce 
fighting malnutrition in all its 
forms by developing training and/
or certificate programs in food 
and nutrition for a broad variety of 
professionals?


2. What can we do to collaborate 
globally to deliver culturally relevant 
programs in nutrition education?


3. How can we accelerate the 
development of a culinary medicine 
concentration in MD programs?


???
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Focus: Accelerate progress and explore collaborations to drive investment in nutrition outcomes. 


Environmental and social impact investments can transform communities and reverse 
systemic inequities. And when those investments are focused on food and nutrition, they can 
fuel a more productive and healthy future for generations to come.


Impact investing enables entrepreneurs and capital markets to join forces for social improvements, 
while reaping a financial return.97 In fact, thought leaders are now predicting that social capital 
investing may be the next venture capital opportunity in terms of growth capaity.


A report by The Social Impact Investment Taskforce, The Invisible Heart of Markets—Harnessing the 
Power of Entrepreneurship and Capital for Public Good, recognizes these investments may be more 
effective than donations in helping the poor and in doing good. 


We know that the problems society faces today—above all, malnutrition—cannot be solved 
in isolation by governments or private sectors. The human losses attributed to malnutrition 
are incalculable. And the lost productivity and health care costs shouldered by the global 
economy amount to billions of dollars. But those losses are not inevitable. Recently, 
government agencies in the U.K., U.S., Australia, Canada and Israel—at all levels—have begun 
exploring the potential of social impact bonds. 


In this example of sustainable and responsible investing (SRI), formerly known as socially 
responsible investing, a government contracts with a private-sector financing entity, which 
issues bonds to service providers to deliver performance targets. Private investors provide the 
upfront capital to issue the bond in exchange for a share of the government payments that are 
made if the performance targets are met.98


SRI investing includes environmental, social and corporate governance (ESG) criteria in its 
investment approach. The goal: deliver positive financial returns and social impacts. Today, even 
mainstream investment firms have embraced SRI funds because of growing public demand. SRI 
grew more than 76 percent, increasing from $3.74 trillion in 2012 to $6.57 trillion in 2014.99 Of 
the $36.8 trillion of total assets under professional management in the U.S. (as tracked by Cerulli 
Associates), 18 percent is involved in SRI —approximately one out of every six dollars.99 


A growing number of large organizations are incorporating ESG criteria into their Investment 
Policy Statements and aligning their investments with specific ESG objectives. Nutrition is an 
exciting opportunity area for impact investment given the strong social benefit from improved 
nutrition outcomes and nutrition impact could be a new category of ESG metrics.


INVESTMENT


OPPORTUNITIES FOR COLLABORATION AND INNOVATION: DETAILS


Every $1 of investment 
in nutrition generates a 
$16 return in health and 


economic development.27
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Conquering malnutrition will be enormously expensive—but we have the means to turn the 
tide. The World Bank, Results for Development Institute (R4D) and 1,000 Days, with support 
from the Bill & Melinda Gates Foundation and the Children’s Investment Fund Foundation 
(CIFF) have collaborated on a detailed cost analysis. They created an investment framework for 
achieving multiple global nutrition targets.100 The group’s investment framework to reach the 
global nutrition targets recommends giving priority to a set of the most cost-effective actions, 
which can immediately be implemented and scaled: an annual investment of just over $2 
billion for the next 10 years.100 


Good data and budget tracking will help focus priorities, ensure accountability and guide 
smart investment decisions—with an immediate payoff in human lives saved. 


“To meet key global 
nutrition milestones, 
governments and donors 
will need to triple their 
commitments to nutrition 
over the next decade. We 
need more spending to 
build capacity to address 
obesity, diabetes and other 
nutrition-related NCDs. 
And we need to start seeing 
nutrition investments as a 
means to economic growth 
rather than seeing better 
nutrition as a result of 
economic growth.”
 
–Global Nutrition Report 2016


OPPORTUNITIES FOR COLLABORATION AND INNOVATION: DETAILS
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INNOVATIONS IN ACTION:
IMPACT-INFORMED INVESTMENT 
PRODUCTS
• The Natural Resources Defense Council 


(NRDC), BlackRock and FTSE Group, the 
global index provider, have partnered to 
launch a stock market index to exclude 
fossil fuel companies for people who 
want to invest consistent with their 
values.101 Investment firm BlackRock 
has stated it will create an investment 
product that will track the new index 
series. NRDC has provided seed capital 
for the BlackRock product.102 


• Calvert Investments  offers mutual 
funds that invest in socially and 
environmentally responsible companies 
with choices such as the Calvert Global 
Water Fund or the Green Bond Fund.


• HIP Investor offers managed accounts, 
advice on entire portfolios and 
wealth management for investors of 
all types. For example, HIP offers an 
“Exclusionary 100” portfolio, which 
selects from the S&P100 companies 
excluding many fossil energy, 
chemicals, materials, banking and 
high-negative-impact firms.


VENTURE CAPITAL-STYLE IMPACT 
INVESTMENT
• There is a range of for-profit firms 


doing venture capital-style impact 
investing with a variety of focus areas. 
Some examples include Sonen Capital, 
Encourage Capital and Bridges Ventures.


• There are also nonprofits in this space. For 
example, Acumen and Omidyar Network 
both use market-based or entrepreneurial 
approaches to solve global problems. 


IMPACT BONDS
• Government agencies in the U.K., 


U.S., Australia, Canada and Israel at 
the national, state and county levels 
have begun exploring the potential of 
social impact bonds, a model of social 
impact investing in which a government 
contracts with a private-sector financing 
organization, such as Goldman Sachs, 
which issues bonds to service providers 
to deliver performance targets. 


• Support Organizations
• The Global Social Impact Steering 


Group (GSG), established by the Group 
of Eight (G8), includes 13 countries and 
the European Union and aims to bring 
together governments and leaders from 
finance, business and philanthropy to 
support the impact investing sector. 


• Global Impact Investing Network (GIIN) 
is nonprofit organization dedicated to 
scaling and increasing effectiveness of 
impact investing. GIIN’s Investors’ Council 
(with members including J.P. Morgan, 
Bill and Melinda Gates Foundation, the 
John D. and Catherine T. MacArthur 
Foundation, the Rockefeller Foundation, 
Morgan Stanley and Prudential) provides 
a forum for leading impact investors to 
strengthen impact investing practices. 


• The Springcreek Foundation report, 
Promoting Sustainable Food Systems 
Through Impact Investing, provides a 
framework to better understand the 
landscape of current and emerging 
impact investing opportunities in 
transforming the food system in the U.S.


OPPORTUNITY
AREA


Catalyze an increase in investment focused on driving 
improvements and scaling solutions in sustainable food 
systems, prevention and wellness, health care and building 
capacity for a global nutrition workforce. 13


THOUGHT-STARTER QUESTIONS:


1. How might we partner with leaders 
in the sustainable and responsible 
investing sector to develop 
infrastructure for nutrition-focused 
funds?


2. How can we build demand among 
investors for a sustainable and 
responsible fund centered on 
generating a measurable, beneficial 
nutrition impact in conjunction with 
a financial return?


3. How can we pool and invest 
worldwide collective resources to 
support the investment framework 
for nutrition in the first 1,000 days of 
children’s lives? 


???
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HISTORY


The American Dietetic Association was created in October 1917 by a visionary group of 
women. They were committed to contributing their knowledge and service to the biggest 
food and nutrition challenge of the day—nourishing people during severe food shortages 
in the United States and Europe during World War I. From the handwritten letter by Lenna 
Francis Cooper and Lulu Graves, inviting dozens of dietitians to a meeting in Cleveland, Ohio, 
in October 1917:
 


“That there should be an opportunity for the dietitians of the country to come together 
in conference and to meet with the scientific research workers has long been felt. Now 
that our national crisis requires conservation on every hand, it seems highly important 
that the feeding of as many people as possible be placed in the hands of women who are 
trained and especially fitted to feed them in the best possible manner.”103


Since then, the association has focused on improving the nation’s health through research,
education and advocacy. During its first century, membership in the association rapidly 
expanded to include registered dietitian nutritionists (RDNs), nutrition and dietetic technicians, 
registered (NDTRs) and other professionals holding undergraduate and advanced degrees in 
nutrition and dietetics, as well as students. 


In January 2012, the American Dietetic Association changed its name to the Academy of 
Nutrition and Dietetics. The new name was chosen to communicate the organization’s focus 
on improving the nutritional well-being of the public, the academic expertise of members and 
the organization’s history as a food and science-based profession.


THE SECOND CENTURY


In 2017, the Academy will celebrate its centennial. Planning for the Second Century 
includes creating a new, bold, vision for the future. The vision will be informed by input 
from Academy members as well as external stakeholders through a series of engagement 
opportunities, including convening The Nutrition Impact Summit in 2016. Our mission 
year—2017—will be focused on planning innovation projects and seeking collaboration 
partners. In 2018, we will launch our new strategy through a set of innovation projects and 
new or expanded partnerships. 
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WORK OF THE ACADEMY


The Academy works to improve health in the United States and globally in three main areas: 
research, education and advocacy. 


RESEARCH


• The most widely read peer-reviewed periodical in the dietetics field, the monthly Journal 
of the Academy of Nutrition and Dietetics, brings original research, critical reviews 
and reports, authoritative commentary and information to nutrition and dietetics 
professionals throughout the world.


• The Academy manages the Evidence Analysis Library (EAL), including a series of 
40 systematic reviews and 18 evidence-based nutrition practice guidelines for RDNs, 
NDTRs and other members of the health care team. Users from 230 different countries 
have utilized the EAL, totaling nearly 23 million page views as of August 2016. (See the 
Appendix for a list of areas covered by the EAL.)
• The Academy has also collaborated with the WHO on EAL projects, including 


completing a systematic review on programs that support breast-feeding in woman 
living with HIV—part of soon-to-be released guidelines on HIV and breast-feeding.


• Upcoming projects with the WHO include: 
• Nutritional management of overweight, obesity and key noncommunicable 


conditions;
• The impact of sugar in complementary foods on obesity in children and adults;
• Maternal nutrition and fetal, child and trans-generational outcomes.


• The Academy of Nutrition and Dietetics Health Informatics Infrastructure (ANDHII) 
enables RDNs to track nutrition care outcomes and advance evidence-based nutrition 
practice research.


• The Dietetics Practice Based Research Network (DPBRN) conducts, supports, 
promotes and advocates for practice-based research that answers questions important 
to dietetics practice.


EDUCATION 


• The Academy’s public website, eatright.org, contains a wealth of nutrition information for 
consumers, with content ranging from articles, tips and recipes, to videos, online games 
and app reviews.


• The Accreditation Council for Education in Nutrition and Dietetics (ACEND) of the 
Academy is recognized by the United States Department of Education as the accrediting 
agency for education programs that prepare dietetics professionals. ACEND accredits 575 
nutrition and dietetics programs in US and five international programs. (See the Appendix 
for details on requirements for registered professionals.) 


• The Commission on Dietetic Registration (CDR) awards credentials to individuals at entry 
and specialty levels for those who have met CDR’s standards for competency to practice 
in the dietetics profession. (See the Appendix for more information on practice groups 
and specialty areas.)


• The annual Food & Nutrition Conference & Expo™ (FNCE®) features more than 100 
research and educational presentations, lectures, debates, panel discussions and culinary 
demonstrations. More than 400 exhibitors from corporations, government and nonprofit 
agencies showcase new consumer food products and nutrition education materials.


• The Academy serves as an authority and resource for media coverage of nutrition topics, 
with the Academy featured in more than 22,000 news stories with a combined audience 







page 51


THE NUTRITION IMPACT SUMMIT ABOUT THE ACADEMY


of more than 29 billion. The Academy’s volunteer media spokespeople are registered 
dietitian nutritionists representing the 25 largest media markets as well as specialty 
nutrition areas.


ADVOCACY


• The Academy works with public policy makers and federal and state agencies on policy 
issues aligning with the Academy’s goals to improve health and promote the value of 
Academy members. Some of these include expanding nutrition services and interventions 
in the recently passed Farm Bill and Older Americans Act and ensuring strong legislative 
language in the Child Nutrition Reauthorization Act now being debated. 


• Ensuring access to quality nutrition services including medical nutrition therapy (MNT) 
is a top priority for the Academy as we work with members of Congress to help move 
forward and ensure the passage of legislation that expands coverage for prediabetes and 
obesity. The Academy works with agencies to ensure effective regulations are developed 
including the areas of food safety, the Dietary Guidelines for Americans (DGA) and strong 
licensure language to protect the public. 


• To help support these issues, the Academy publishes Position Papers to share with 
members and policy makers. Please see the Appendix for a list of position papers or view 
them online at http://www.eatrightpro.org/resource/practice/position-and-practice-
papers/position-papers/academy-position-papers-by-subject. 


ACADEMY FOUNDATION


The Academy of Nutrition and Dietetics Foundation is the only charitable organization 
devoted exclusively to promoting nutrition and dietetics, funding health and nutrition 
research and improving the health of communities through public nutrition education 
programs. Although affiliated with the Academy of Nutrition and Dietetics, the Foundation is 
an independent 501(c)(3) public charity and does not receive any portion of member dues. The 
success and impact of its programs and services are attributed to the generous support of its 
donors, which have helped the Foundation become a catalyst for Academy members and the 
profession to come together to improve the nutritional health of the public.


The Second Century initiative will build upon the Academy and Foundation’s programs, with 
emerging projects and global opportunities to meet the growing needs of the public. As the 
Academy charts its Second Century vision for the future, the Academy Foundation is well 
positioned to raise the necessary funds to support these innovative projects, along with the 
current initiatives of the Foundation—scholarships, awards, research and public education—in 
a broader, more visible and global way.


Scholarships
The Foundation is the worldwide leader of dietetics scholarships, and looks to keep pace with 
a growing pool of student applicants, providing opportunities at all levels of experiential learn-
ing and helping to build a qualified and diverse workforce. 
 
Awards
Leadership awards given to students, practitioners and faculty recognize the outstanding 
achievements of Academy members, encouraging individuals to grow as professionals and 
achieve excellence in new and developing areas of food and nutrition.
 



http://www.eatrightpro.org/resource/practice/position-and-practice-papers/position-papers/academy-position-papers-by-subject

http://www.eatrightpro.org/resource/practice/position-and-practice-papers/position-papers/academy-position-papers-by-subject
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Research
The Foundation’s research investment in emerging areas, such as nutrition education interven-
tion, advances the Academy and its members as the nutrition experts.
 
Public Education
Building upon its current initiatives, the Foundation continues to expand its programs, such as 
Kids Eat Right and Future of Food, which provide valuable information to the general public 
with resources for members to deliver information in their communities.


Kids Eat Right Initiative
The Kids Eat Right initiative was started by the Academy and its Foundation in 2010 with an 
educational grant from National Dairy Council. The initiative is a call to action to Academy 
members to become more involved in their communities—with schools, parents, worksites, 
media and policy makers to promote healthy eating and lifestyles for children and families. 
To support these efforts, the Academy Foundation has made available to members several 
ready-made toolkits to present messages to adults and/or kids on a variety of topics, including 
breakfast, snacks, family meals and many more. The www.kidseatright.org public website 
hosts tips, articles, recipes and videos to help busy families shop smart, cook healthy and eat 
right.  The Kids Eat Right initiative has also launched a host of school and community-based 
interventions targeting behaviors linked to a healthier body weight in children. 


The Energy Balance 4 Kids (EB4K) program was developed, implemented and evaluated in 
four states between 2007–2012 with funding support from the Healthy Weight Commitment 
Foundation. Specially-trained “RD Coaches” worked in schools to educate kids, help improve 
the school wellness environment and coach kids to make healthier eating and activity 
choices.104,105 A build on that program was the development of the Meet the Challenge 
program, funded by the Iowa Department of Education, Team Nutrition, which has been 
implemented in Iowa for five years. Foundation-trained and supported RDNs have worked 
with more than 100 schools across the state to help change wellness policies, improve 
school wellness environments and help many of them receive a prestigious monetary USDA 
HealthierUS School Challenge award. 


The RD Parent Empowerment Program (RD PEP) is a series of RDN-facilitated workshops 
for parents based on the 8 Habits of Healthy Kids. The workshops incorporate hands-on 
cooking activities with parents and their children at the end of each workshop, and in some 
interventions, include supplemental food to take home. Evaluation of the program has shown 
statistically significant improvement in parent’s reported family behaviors.76 It is an excellent 
example of how pairing education and improved environment (in this case, healthy groceries) 
can improve family behaviors and improve food security. The Foundation received an 
educational grant to support for program development, implementation and evaluation from 
the MetLife Foundation and Elanco. 


The Guide for Effective Nutrition Interventions and Education (GENIE) is a validated 
checklist designed as a simple, practical and evidence-based tool to help nutrition education 
practitioners design high quality and effective programs.106,107 GENIE was developed through a 
Nutrition Education Research Fellowship, funded by a grant to the Foundation from ConAgra 
Foods Foundation. The Foundation has also validated a checklist tool, Developing and 
Evaluating Nutrition Education Handouts (DANEH).108



http://www.kidseatright.org
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Future of Food initiative 
In 2012, the Foundation launched its Future of Food initiative in collaboration with Feeding 
America and the National Dairy Council. Its aim was to reduce food insecurity and ensure 
access to healthy food for all Americans. Its scope has expanded to also address global food 
insecurity and the intersection of agriculture, nutrition and health. Many presentations at state 
meetings, webinars, toolkits and infographics have been supported by the Foundation to 
increase members’ knowledge and awareness of these issues. The Foundation supported an 
Agriculture, Nutrition, and Health consensus conference in 2014 and a proceedings paper was 
published in 2015.109 The Future of Food symposium, Plentiful, Nutrient Dense Food for the 
World:  a Guide for RDNs110 was a Foundation Symposium in 2014 planned with a grant from 
Elanco. The Foundation also published a report and manuscript called The Stsate of America’s 
Wasted Food and Opportunities to Make a Difference.111  


To better prepare future RDNs interested in working with food insecure populations, 
the Foundation developed a Food Insecurity and Food Banking dietetic internship 
concentration.94 In collaboration with ACEND and Feeding America, 120 hours of learning 
activates were developed and tested with in 20 dietetic internship programs and with 20 
food banks. The concentration and activities are available to dietetic educators to utilize in 
their programs. 


The Foundation has been an evaluation partner for Feeding America on their Healthy Cities 
program, an intervention designed to integrate food distribution, nutrition education, health 
screenings and safe places to play for kids in several communities across the country. The 
Foundation has also evaluated school breakfast promotion strategies by food banks in the 
Feeding America Network of food banks in the U.S.112


Three Future of Food research Fellowships have been supported by the Academy Foundation: 


•	 Chris Voliano, MS, RDN: Agriculture, Nutrition, and Health Research Fellow
o Organized the Agriculture, Nutrition and Health consensus conference; developed 


proceedings paper for a FNCE Symposium; co-authored the State of America’s Wasted 
Food and Opportunities to Make a Difference


o This fellowship was supported by the Academy Foundation
•	 Janice Giddens, MS, RDN: Applied International Nutrition Research Fellow


o Spending a year on the ground in Rwanda developing and implementing an 
antenatal nutrition and gardening program with Gardens for Health International; 
also serves as the nutrition technical expert to the Ministry of Health in two of the 
districts she’s working in


o This fellowship was supported by the Academy Foundation
•	 Elizabeth Yakes Jimenez, PhD, RDN: Hunger Free Communities Research Fellow


o Developing a globally useful set of resources and tools that will allow organizations,  
communities, and countries to make transparent and objective decisions related to 
how to best promote food security in their setting; fellowship was supported by the 
General Mills Foundation


In 2015, the Academy and Foundation hosted a Global Nutrition Forum in Amsterdam, 
which brought together more than two dozen dietitians and food and nutrition experts 
from around the world to discuss how the nutrition community can do more to collectively 
impact malnutrition. 
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6
APPENDIX


BACKGROUND ON THE ACADEMY AND THE NUTRITION 
PROFESSION:


• REQUIREMENTS FOR REGISTRATION AS A 
REGISTERED DIETITIAN NUTRITIONIST (RDN) 
AND NUTRITION AND DIETETIC TECHNICIAN, 
REGISTERED (NDTR) 


• DIETETIC PRACTICE GROUPS AND SPECIALIST 
CREDENTIALS


• THE ACADEMY OF NUTRITION AND DIETETICS 
EVIDENCE ANALYSIS LIBRARY


• ACADEMY OF NUTRITION AND DIETETICS POSITION 
PAPERS 


DEFINITION OF TERMS


SOURCES
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REQUIREMENTS FOR REGISTRATION AS A REGISTERED 
DIETITIAN NUTRITIONIST (RDN) AND NUTRITION AND DIETETIC 
TECHNICIAN, REGISTERED (NDTR) 


The Academy of Nutrition and Dietetics serves as the professional organization for registered 
nutrition professionals. The Accreditation Council for Education in Nutrition and Dietetics 
(ACEND) is the accrediting agency for education programs preparing students for these 
careers. ACEND® serves and protects students and the public by assuring the quality and 
continued improvement of nutrition and dietetics education programs. The Commission on 
Dietetic Registration (CDR) administers rigorous, valid and reliable credentialing processes 
to protect the public and meet the needs of CDR credentialed practitioners, employers and 
consumers.


Academic Degree


Academic Coursework


Supervised Practice


Examination


Credential Maintenance


RDN
Minimum of a baccalaureate degree from a 
U.S. regionally-accredited college/university 
or foreign equivalent


Didactic Program in Dietetics (DPD) from 
ACEND-accredited DPD Program


Completion of the minimum 1200 hours of 
supervised practice under the auspices of an 
ACEND-accredited program.


Supervised practice may be completed in 
diverse practice settings including but not 
limited to clinical and hospital, foodservice 
management, community practice settings


Successful completion of Registration 
Examination for Dietitians
75 continuing professional education units 
every five years


NDTR
Minimum of an associate’s degree from a U.S. 
regionally-accredited college/university or 
foreign equivalent


Option 1 Associate Degree Pathway: 
Completion of an ACEND-accredited Dietetic 
Technician Program.
Option 2 Baccalaureate Degree Pathway: 
Completion of an ACEND-accredited 
Didactic Program Dietetics (DPD)


Option 1 Associate Degree Pathway: 
Completion of 450 hours of supervised 
dietetics practice under the auspices of 
an ACEND-accredited Dietetic Technician 
Program
Option 2 Baccalaureate Degree Pathway: No 
supervised practice requirement


Successful completion of Registration 
Examination for Dietetic Technicians 


50 continuing professional education units 
every five years


Based on recommendations of the Academy’s CFP Visioning report, CDR has changed the degree requirement for entry-level dietitians to a graduate degree, beginning in 2024.113 
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DIETETIC PRACTICE GROUPS (DPGS) AND SPECIALIST 
CREDENTIALS


The Academy of Nutrition and Dietetics offers members the opportunity to join nearly 30 
professional interest groups, called dietetic practice groups (DPGs), spanning behavioral 
health, diabetes care, weight management, school nutrition, food and culinary, business and 
communication, sports nutrition and hunger and environment, among many others. 


CDR offers an Advanced Practice in Clinical Nutrition credential as well as five specialist 
credentials: Certified Specialist in Pediatric Nutrition, Renal Nutrition, Gerontological Nutrition, 
Oncology Nutrition and Sports Dietetics. A sixth specialist certification, Interdisciplinary 
Specialist in Obesity and Weight Management, is  in development. The first administration is 
targeted for early 2017. 
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EVIDENCE ANALYSIS LIBRARY


Below is a list of topics covered by the Academy of Nutrition and Dietetics’ Evidence Analysis 
Library (EAL), a synthesis of the best, most relevant nutritional research on important dietetic 
practice questions housed within an accessible, online, user-friendly website. For each project 
topic, the EAL provides a number of resources, including:
• Bibliographies of the highest quality research on a given topic
• Conclusion Statements that provide concise statements of the collective research on a 


given question
• Grades for each Conclusion Statement that provide a way for practitioners to determine 


how certain we can be of the Conclusion Statement, based on the quality and 
extensiveness of the supporting evidence


• Evidence Summaries are brief narrative overviews that synthesize the major research 
findings on a given topic, including overview tables


• Worksheets on every research study analyzed that provide detailed information on the 
major findings, methodology and quality of each study.


Projects that continue on to guideline development include:
• Recommendations which provide a plan of action for practitioners regarding a specific 


disease
• Recommendation Strength and Narrative for each recommendation is graded by 


strength with a narrative describing how the strength was derived
• Algorithms which are a simple step-by-step procedure for using the recommendations, 


showing the flow of treatment for a disease or condition
• Guidelines published after June 2014 will no longer include algorithms since the 


evidence analysis questions are now organized by Nutrition Care Process category
o Links to Evidence for each recommendation link back to the evidence where you 


can track backwards to see the conclusion statement, evidence summaries and 
individual article worksheets


Adult Weight Management
Advanced Technology in Food Production
Athletic Performance
Bariatric Surgery
Breast-feeding
Celiac Disease
Chronic Kidney Disease
Chronic Obstructive Pulmonary Disease
Critical Illness
Diabetes Type 1 and 2
Diabetes (Type 2) Prevention
Dietary Fatty Acids
Disorders of Lipid Metabolism
Energy Expenditure
Fiber
Fluoride
Food and Nutrition for Older Adults
Fruit Juice
Gestational Diabetes
Health Disparities
Heart Failure
HIV/AIDS


Hydration
Hypertension
Medical Nutrition Therapy
Microwave and Home Food Safety
Nutrient Supplementation
Nutrition Counseling
Nutrition Guidance in Healthy Children
Nutrition Screening
Nutritive and Non-Nutritive Sweetener
Obesity, Reproduction and Pregnancy
Oncology
Pediatric Weight Management
Single Serving Portion Sized Meals and 
Weight Management
Sodium
Spinal Cord Injury
Telenutrition
Umami
Unintended Weight Loss in Older Adults
Vegetarian Nutrition
Wound Care
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ACADEMY POSITION PAPERS 


The Academy of Nutrition and Dietetics develops position papers to assist in promoting the 
public’s optimal nutrition, health and well-being in areas germane to the Academy’s vision, 
mission, values, goals and strategies. The Academy also participates in developing joint 
position papers with other professional associations in addition to adopting positions put 
forth by other professional associations. Position papers are written by health professionals 
who possess thorough and current knowledge of the topic.


Food, Nutrients and Ingredients
• Functional Foods
• Nutrient Supplementation
• Use of Nutritive and Nonnutritive 


Sweeteners


Management of Food and Nutrition 
Systems
• Benchmarks for Nutrition in Child Care
• Child and Adolescent Nutrition 


Assistance Programs
• Comprehensive School Nutrition 


Services, a joint position of the 
American Dietetic Association, School 
Nutrition Association and Society for 
Nutrition Education


• Local Support for Nutrition Integrity in 
Schools


Health Promotion/Disease Prevention
• Dietary Fatty Acids for Healthy Adults
• Health Implications of Dietary Fiber
• The Impact of Fluoride on Health
• Oral Health and Nutrition*
• The Role of Nutrition in Health 


Promotion and Chronic Disease 
Prevention*


• Total Diet Approach to Healthy Eating
• Vegetarian Diets


Medical Nutrition Therapy
• Ethical and Legal Issues in Nutrition, 


Hydration and Feeding*
• Integration of Medical Nutrition 


Therapy and Pharmacotherapy
• Interventions for the Prevention and 


Treatment of Pediatric Overweight and 
Obesity


• Interventions for the Treatment of 
Overweight and Obesity in Adults


• Nutritional Genomics
• Nutrition Intervention and Human 


Immunodeficiency Virus Infection


• Nutrition Intervention in the Treatment 
of Eating Disorders*


• Nutrition Services for Individuals 
with Intellectual and Developmental 
Disabilities and Special Health Care 
Needs


Nutrition and Physical Activity
• Nutrition and Athletic Performance


Nutrition Through the Lifecycle
• Food and Nutrition Programs for 


Community-Residing Older Adults, a 
joint position of the American Dietetic 
Association, American Society for 
Nutrition and Society for Nutrition 
Education


• Food and Nutrition for Older Adults: 
Promoting Health and Wellness


• Individualized Nutrition Approaches 
for Older Adults in Health Care 
Communities*


• Nutrition and Lifestyle for a Healthy 
Pregnancy Outcome*


• Nutrition Guidance for Healthy Children 
Ages 2 to 11 Years


• Obesity, Reproduction and Pregnancy 
Outcomes


• Promoting and Supporting 
Breastfeeding*


Management of Sustainable, Resilient 
and Healthy Food and Water Systems
• Food and Water Safety
• Food Insecurity in the United States
• Nutrition Security in Developing 


Nations: Sustainable Food, Water and 
Health


*Indicates Practice Paper has been published 
on the same topic


Position Papers by Other Associations 
Adopted by the Academy


Partnership for Health in Aging (PHA)
• Partnership for Health in Aging Position 


Statement 
• Interdisciplinary Team Training in 


Geriatrics: An Essential Component 
of Quality Healthcare for Older 
Adults (Abstract from Academy) 


American Society of Parenteral and Enteral 
Nutrition (ASPEN)
• Parenteral Nutrition Glutamine 


Supplementation   
Abstract | Position Paper 


• Clinical Role for Alternative Intravenous 
Fat Emulsions   
Abstract | Position Paper
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Alternative food network – New and 
rapidly mainstreaming spaces in the food 
economy defined by, among other things, 
the explosion of organic, Fair Trade and local, 
quality and premium specialty foods.


Aquaponics – A combination of fish and 
plant production using aquaculture and 
hydroponics systems. 


Bio-fortification – The process by which the 
nutritional quality of food crops is improved 
through agronomic practices, conventional 
plant breeding or modern biotechnology. 
Bio-fortification differs from conventional 
fortification in that bio-fortification aims to 
increase nutrient levels in crops during plant 
growth rather than through manual means 
during processing of the crops.


BMI – Also known as the Body Mass Index 
or Quetelet Index, it’s a value derived by 
taking a person’s weight in kilograms (kg) 
divided by his or her height in meters 
squared. The National Institutes of 
Health (NIH) now defines normal weight, 
overweight and obesity according to  
BMI rather than the traditional height/
weight charts. 


Cognitive computing – The stimulation of 
human thought processes in a computerized 
model. It involves self-learning systems that 
use data mining, pattern recognition and 
natural language processing to mimic the 
way the human brain works.


Co-product utilization – The use of jointly 
manufactured products in a process in 
which both are required in the creation of 
another product.


DALYs – Disability Adjusted Life Years 
(DALYs) are the sum of years of potential 
life lost due to premature mortality and the 
years of productive life lost due to disability.


Food deserts – Areas where residents live a 
mile or more from where they can purchase 
healthy, affordable food. Per USDA, more 
than 20 percent of the population falls 


below the poverty level and at least 33 
percent of the population lives more than a 
mile from a grocery store.


Food genetics – Genetically modified (GM) 
foods are derived from organisms whose 
genetic material (DNA) has been modified 
in a way that does not occur naturally or at 
a rate that is faster than traditional cross-
breeding practices.


Food loss – Food that is lost before it 
reaches the retail, restaurant or consumer 
outlet. This usually occurs because of poor 
infrastructure, storage, refrigeration, labor 
and transportation issues. 


Food waste – Any food that is discarded 
along the food supply chain. Food waste 
takes place in grocery stores, restaurants, 
foodservice operations and homes.


Fortification  – The practice of deliberately 
increasing the content of an essential 
micronutrient, i.e. vitamins and minerals 
(including trace elements) in a food, to 
improve the nutritional quality of the food 
supply and provide a public health benefit 
with minimal risk to health.


Functional foods – Defined as whole foods 
along with fortified, enriched or enhanced 
foods that have a potentially beneficial 
effect on health when consumed as a 
part of a varied diet on a regular basis at 
effective levels. 


GMO – Organisms (i.e. plants, animals or 
microorganisms) in which the genetic 
material (DNA) has been altered in a way 
that does not occur naturally by mating and/
or natural recombination.


Greenhouse gas – A gas that absorbs and 
emits radiation within the thermal infrared 
range. The primary greenhouse gases in 
Earth’s atmosphere are water vapor (H2O), 
carbon dioxide (CO2), methane (CH4), 
nitrous oxide (N2O) and ozone (O3).


 


Gut microbiome  – The collective of 
microorganisms that reside in the digestive 
tracts of humans and other animals.


Hydroponic  – The process of growing plants 
in a nutrient solution root medium.


Malnutrition – Deficiencies, excesses or 
imbalances in a person’s intake of energy 
and/or nutrients. The term malnutrition 
covers two broad groups of conditions. 
One is undernutrition, which can cause 
stunting (low height for age), wasting (low 
weight for height), underweight (low weight 
for age) and micronutrient deficiencies or 
insufficiencies (a lack of important vitamins 
and minerals). The other is overweight, 
which can cause obesity and diet-related 
non-communicable diseases (such as heart 
disease, stroke, diabetes and cancer).


Medical foods – Foods formulated to 
be consumed under the supervision of 
a physician. They are prescribed for the 
specific dietary management of a disease or 
condition for which distinctive nutritional 
requirements, based on recognized 
scientific principles, are established by 
medical evaluation. 


Medical nutrition therapy (MNT) – An 
individualized dietary instruction that 
incorporates diet therapy counseling for 
a nutrition-related problem. This level 
of specialized instruction is above basic 
nutrition counseling and includes an 
individualized dietary assessment. 


Methane – A colorless, odorless gas with 
a wide distribution in nature, comprised of 
CH4, ethane and other hydrocarbons.


Micronutrients – Vitamins and minerals 
required in small quantities to ensure normal 
metabolism, growth and physical well-being.


Mobile health – The term used to describe 
the practice of medicine and public health 
supported by mobile devices.


 


DEFINITIONS AND TERMINOLOGY
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Non-communicable disease – Chronic 
conditions that are not transmitted from 
person to person and are generally slow 
to progress. Four main types of non-
communicable diseases are diabetes, 
chronic respiratory diseases, cardiovascular 
diseases and cancers. 


Nutritional genomics – Also known as 
nutrigenomics, this is the study of how foods 
affect our genes and how individual genetic 
differences can affect the way our bodies 
respond to nutrients in food.


Obesity – Body weight higher than what is 
considered healthy for a certain height. A 
Body Mass Index (BMI) greater than 30 is in 
the obese range.


Public-private partnership – Also known 
as a PPP or P3, is a contractual arrangement 
between a public agency and a private 
sector entity. Through this agreement, their 
skills and assets are shared to provide a 
service or facility for public general use.


Scale/scaling – To grow or expand a 
program or project to create a broader 
impact. Often has the connotation of taking 
advantage of economies of scale where 
expansion of impact can be achieved 
without a proportionate increase in costs. 
May also refer to taking a small pilot or 
test project and implementing it across a 
broader geography or population.


Smallholders – Small-scale farms, pastoralists, 
forest keepers and fishers who manage areas 


of land varying from less than one hectare to 
10 hectares. They are the primary producers of 
cocoa, coffee and cotton.


Spectrometry – The measurement of 
electromagnetic radiation as a means 
of obtaining information about physical 
systems and their components.


Telehealth – Includes a broad variety of 
technologies and tactics to deliver virtual 
medical, health and education. Telehealth is 
not a specific service, but a collection of ways 
to enhance care and education delivery.


Vertical farming – An urban food 
production center where food is 
continuously grown inside tall buildings.
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January 4, 2017



Bobbie J Guyette MPH RD LDN

School Nutrition Services DPG Chair 
1825 45th Ave
Osceola, WI 54020



Dear Bobbie,



We would like to thank the School Nutrition Services DPG for your long standing commitment to the Academy Foundation and all the support you have given us over the years.  The trust you have put in our organization and our volunteer leaders is greatly appreciated. Together we have provided Academy members with educational opportunities and resources to position them as experts in their communities in improving nutrition and health. 



As you know, the Academy will be celebrating its 100-year anniversary in 2017 and, with our Foundation, is charting a bold, new strategic direction for the profession and our organization as part of our Second Century – a direction that elevates the profession, expands our reach and does more to improve the health of the population and the planet. We know the DPGs and MIGs have appointed a volunteer Second Century Liaison positon, and plans are underway to continue to engage with these individuals to garner input and to provide updates and opportunities for engagement that can be communicated to your membership.  Our first webinar for these volunteers is scheduled for January 16, 2017.



[bookmark: _GoBack]As we mentioned, we appreciate all the support the School Nutrition Services DPG provides our Foundation, from the annual fund, scholarships and FNCE events throughout the year, it is always needed. This year in addition to the support your DPG typically provides for scholarships, research, the annual fund or FNCE related activities, we are asking all Academy Leadership, HOD, Affiliates, DPGs and MIGs for an additional gift to help support the Second Century Campaign.  Specifically, we are kindly requesting each DPG to contribute 5% of their reserves towards the Second Century Campaign.  This gift would be recorded as a one-time expense and would not affect your 2017 budget. The Academy has agreed to ensure that the DPG’S/MIG’s program of work or reserve requirements would not be negatively impacted if support is provided for this initiative.  Essentially, your reserve requirements would be calculated excluding this one-time expense.



We have enclosed a proposal and commitment form that shows your 5% based on your November 2016 reserves.  We realize this total could change when making your decision in early 2017.  This is a significant ask because the endeavor we are undertaking requires it. The Second Century Initiative and the six identified focus areas on the enclosed handout will help shape the direction and focus of the Academy and our profession for years to come.  Support from our members and the organization as a whole is critical to accelerating the progress in improving nutritional health world-wide and individual members are already making significant commitments to the campaign. We have also enclosed a recognition plan for DPGs and MIGs who contribute any amount towards our Second Century Campaign, and gifts of any amount will be greatly appreciated.  This recognition plan includes a challenge for any DPG or MIG who contributes the 5% with the possibility of winning a $1,000 Foundation scholarship for one of your members in FY17-18.



FNCE 2017 will be a tremendous celebration, I have never been more proud to be an Academy member and excited for the future of our profession, I hope you and your members are as well!



Sincerely,

[image: ]

Jean Ragalie-Carr, RDN, LDN, FAND

2016 Academy Foundation Chair
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2017-18 Fiscal Year Gift Request

School Nutrition Services DPG



January 4, 2017





To: Bobbie J Guyette MPH RD LDN, School Nutrition Services DPG Chair



[bookmark: _GoBack]School Nutrition Services DPG Member Count:  1011			

	



2017-18 Fiscal Year Gift Request:  $4,789 ($95,772.85 in reserves as of 11/2016)





Commitment:



2017-18 Fiscal Year Gift: ________________   	



This is ____% of our reserves as of ____________________.



Signature:_____________________________	Date:___________________

Please return to:

Beth Labrador

Development Director

Academy of Nutrition and Dietetics Foundation

120 S. Riverside Plaza, Suite 2190

Chicago, IL 60606

blabrador@eatright.org
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DPG and MIG Challenge Recognition Plan

In recognition of your Second Century gift, the Academy of Nutrition 

and Dietetics Foundation will:



	FOR A GIFT OF ANY AMOUNT

· Acknowledge all Second Century DPG and MIG gifts on the Foundation website in the donor listing under the appropriate giving level.

· Highlight and acknowledge all Second Century DPG and MIG gifts in the quarterly DPG newsletter sent out by the Academy.

· Highlight and acknowledge all Second Century DPG and MIG gifts with signage at the Foundation booth at FNCE 2017.

· Listing in Foundation Donor Report on website



FOR GIFTS OF 5% OF RESERVES (Plus recognition listed above)

· Highlight and acknowledge all Second Century DPG and MIG gifts at the FNCE 2017 Member Showcase.

· Provide a customized thank you message to share with your DPG/MIG members via email and social media.   

· Highlight and acknowledge all Second Century DPG and MIG gifts on transition slides throughout FNCE 2017 events.

	

[bookmark: _GoBack]	FOR GIFTS OF MORE THAN 5% OF RESERVES (Plus recognition listed above)

1. Donor spotlight on Foundation website   

1. Special acknowledgement in gala attendee materials  

1. Invitation for 5 representatives to attend Foundation Donor Reception at FNCE 

· Listing in Foundation DPG MIG Challenge Supporter Ad in the Journal of the Academy of Nutrition and Dietetics

· Foundation supporter sign for booth at product market place (if applicable)  



	DPG and MIG CHALLENGE

	

	The DPG and MIG that contributes 5% or more of their reserves to the Second Century with the 	highest average gift per 	member will win a $1,000 Foundation Scholarship for one of their 	members in FY17-18.



	DPG 1 (725 Members) gift: $7,000		DPG 2 (3,000 Members) gift: $10,750

	Average Gift Per Member: $9.95		Average Gift Per Member: $3.58

	DPG 1 Wins



	One DPG and One MIG will win.  All Second Century gifts must be committed by August 31, 2017, winner 	will be announced at FNCE 2017 in Chicago
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Attached is the Nutrition Impact Summit Briefing Paper so you can see the depth and breadth of

our discovery efforts. The output from this effort was the genesis of 17 opportunity areas to be

explored, refined and prioritized. A report of these Summit proceedings will be available to all

members as a publication in JAND with the attached briefing paper later this spring.

 

The Academy and Foundation Boards will meet in February to consider a new organizational

vision, mission and strategies, and prioritize initiatives for support. The Boards’ decisions will

inform how the funds we raise will be directed. This information will be released to all members

and donors following that meeting. We hope you will be both! Our success is dependent on

everyone joining the campaign in a meaningful way. The future of the profession depends upon

this shared commitment.

 

We have developed the attached FAQ regarding the Second Century initiative. If you have

additional questions, please reach out to us. We realize there is much to be done, but we did not

want to miss the window of funding provided by your budgeting timeline. Because we know you

would like as much specificity as possible, we are inviting you to pledge now and to designate

which initiatives you will support once the Boards have established these priorities. We hope to

organize a webinar for all interested DPG liaisons after the Boards meet to evaluate the funding

opportunities. It will be a chance for you to hear from our Chief Global Nutrition Strategy Officer,

Katie Brown, EdD, RDN, and the Academy’s Chief Science Officer, Alison Steiber, PhD, RDN, as

well as one of our grant recipients.

 

Thank you for your consideration and for your support.

 

 

 

As noted above, we are planning to schedule a webinar following the February 23 rd joint

Academy and Foundation Board Meeting to provide additional details on Second Century projects

and initiatives.  We know how critical peer to peer solicitation is to the success of any campaign

and are asking that you help champion this cause.  Would you be willing to reach out to the Chair,

Chair-elect and Treasure of the School Nutrition Services DPG and Muslims in Dietetics and

Nutrition MIG? I have attached their names and contact information. I am happy to set up a time to

discuss in more detail, including any specific feedback we received.  Thank you for your

consideration.  

 

 

Here is a template for a message you could send to the DPG and MIG volunteers. I know that a

testimonial from you about why you supported Second Century would really make a difference.   

 

Dear X, 
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I am reaching out to you on behalf of the Academy Foundation as follow up to the Second Century

proposal you received for XXX DPG/MIG.  As a donor to this campaign, I am so excited about the

future.  I hope the XXX DPG/MIG will join me in supporting this cause and making a difference to

the next century of our profession.  I encourage you to attend the webinar that is being scheduled

on March 15th which will provide more details on the focus areas and projects these funds will

support.  This is XXX’s opportunity to make a significant impact on the future and part of this

monumental milestone.  Thank you for your consideration.  

 

 

 

Beth Labrador  

Development Director  

Academy of Nutrition and Dietetics Foundation  

120 S. Riverside Plaza, Suite 2190  

Chicago, Illinois 60606-6995  

312-899-4821  

www.eatright.org
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111. PHCNPG Weekly Update: January 29, 2017

From: Public Health/Community Nutrition Practice Group <eblast@phcnpg.org>

To: DMartin@Burke.k12.ga.us

Hidden

recipients:

dmartin@burke.k12.ga.us

Sent Date: Feb 01, 2017 12:02:17

Subject: PHCNPG Weekly Update: January 29, 2017

Attachment:

 
Email not displaying correctly? View it in your browser. 
  
 

PHCNPG Weekly Update: January 29, 2017 

 

2017 Academy Elections

 

Participate in the Academy's national election through February 22. Cast your vote and

receive a coupon good for $5.00 off your next purchase from the eatright Store!

 

Project Vote is back for the 2017 Academy election! DPGs have been grouped by

membership size into three categories and all of the MIGs have been grouped into a

separate category. The DPG with the highest percentage of voters in each category and the

MIG with the highest percentage of voters will receive a free registration to FNCE® 2017 in

Chicago, IL. You can access additional information about Project Vote, and the categories

at this link. 

 

Election results will be announced in late February and elected individuals will take

office June 1.

 

Board of Directors

 

President-elect 

Neva Cochran, MS, RDN, LD, FAND (TX) WM, NE, DBC 

Mary Russell, MS, RDN, LDN, FAND (IL) VN, ON, DNS, NEHP

 

Treasurer-elect 

Manjushree Karkare, MS, RDN, LDN, FAND (NC) VN, DIFM, WM, NE, SCAN, AIND 

Susan Smith, MBA, RDN, LD, FAND (VA) n/a

 

Director-at-Large 

Barbara Ivens, MS, RDN, FADA, FAND (MI) PNPG, WM, DBC, FCP 
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Kevin Sauer, PhD, RDN, LD (KS) MFNS, SNS, NOMIN

 

House of Delegates

 

Speaker-elect 

Diane W. Heller, MMSc, RDN, LD, FAND (GA) HEN, DIFM, DCE, WM, NE, DBC, SCAN, SNS,

CNM, FCP, FPIND, JMIG, AIND 

Marcy Kyle, RDN, LD, CDE, FAND (ME) VN, DIFM, PNPG, DCE

 

Director  

Berit Dockter, MPP, RD, LD (MD) PHCNPG, TUND 

Milton Stokes, PhD, MPH, RD, FAND (MO) All DPGs and MIGs

 

At-Large Delegate: Nutrition and Dietetics Technician, Registered (NDTR) 

Drisana Clifton, NDTR (MN) n/a 

Amanda Coufal, BS-NDTR (KS) n/a

 

Accreditation Council for Education in Nutrition and Dietetics (ACEND)

 

ACEND Practitioner Representative, RDN 

Debra Hook, MPH, RDN, CNSC, FAND (CA) VN, HEN, PNPG, DNS, MNPG, NE, DBC, SCAN,

FCP, RDPG, FPIND 

Heidi Silver, PhD, RDN (TN) n/a

 

Nominating Committee

 

Leader with Board of Directors Experience in the Past 10 Years 

Pam Charney, PhD, RD (WA) CNM 

Christine Palumbo, MBA, RDN, FAND (IL) WM, WH, NE, DBC, SCAN, FCP, FPIND

 

National Leader 

Kristine Clark, PhD, RDN (PA) WM, SCAN 

Sherry Collins, MS, RDN, LD (GA) WM, NE, DBC, SNS 

Onaney Ortiz, RD, LD (OH) CNM 

Sandra Parker, RDN, CDE (MI) DCE, FPIND 

 

Commission on Dietetic Registration (CDR) 

 

Registered Dietitian Nutritionist (RDN) 

Nancy DiMarco, PhD, RDN, CSSD, LD (TX) SCAN, RDPG 

Trisha Fuhrman, MS, RDN, LD, FAND (MO) DNS, FCP 

Kellene Isom, MS, RD, LDN (MA) WM, NE, NEHP 
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Patricia Keane, MS, RD (NM) PHCNPG, HEN 

Kathryn Lawson, MS, RDN, CD (VT) FCP, NOMIN, TUND 

Nancy Giles Walters, MMSc, RDN, CSG, LDN, FAND (NC) RPG, DNS, MNPG, DHCC

 

Advanced Practice in Clinical Nutrition Representative (RDN-AP) 

Kayle Skorupski, MS, RDN-AP, CSG, CNSC (AZ) HA, DIFM, DNS, MNPG, NEHP, RDPG 

Beth Taylor, DCN, RDN-AP, CNSC (IL) DNS

 

Student Members 

Welcome PHCNPG Students! The Student Committee wants to ensure that we are providing

valued member benefits. One lucky student who completes the following survey will win a free

PHCNPG membership for the 2017-2018 year! Thank you for your participation.  The survey will

close Friday, February 3rd at midnight EST. 

 
Student Survey 

 

We Want to Hear Your Ideas! 

 

Are you a public health dietitian with a great idea for a webinar? Are you or someone you know an

expert in your field? The Public Health and Community Nutrition Dietetic Practice Group education

committee is soliciting ideas for topics and speakers for 2017. If you have a great idea or know an

expert that would be a great presenter, please email your suggestions to phcnpg@cableone.net.

 

Academy Foundation Awards

 

Academy Foundation Awards deadline to apply is February 1, 2017!!!  Don’t miss your

opportunity! Take advantage of this special member benefit! 

 

Each year, the Academy Foundation makes available over 35 awards for Academy members.

Awards listed below are focused in the areas of malnutrition and agriculture. Awards are available

for students as well as practicing RDNs.  Award amounts range from $250-$5,000.

 

Wimpfheimer-Guggenheim Fund for International Exchange in Nutrition, Dietetics and

Management 

 

The Wimpfheimer–Guggenheim Fund for International Exchange in Nutrition, Dietetics and

Management is offering a $1,100 award for an essay describing a ground breaking education

program or model aimed at solving malnutrition. Essay submissions describing non-traditional

educational methods are encouraged. The project described should be adaptable to a variety of

settings.    

Download Application 
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Abbott Nutrition Alliance Award  

This award will recognize up to four Academy members on an annual basis working in a hospital

setting who have made a significant contribution to improve awareness of malnutrition and taking

action to address the issue. Award amount: $1,400 for each recipient.

 

Download Application 

Learning About USPSTF Recommendation on Interventions to Support Breastfeeding

 

Medscape is offering free CME (Continuing Medical Education) credit based on the recent Task

Force recommendation on interventions to support breastfeeding. The article, “USPSTF Endorses

Updated Breastfeeding Recommendations,” is intended for primary care clinicians, obstetrician-

gynecologists, nurses, and other clinicians who may influence a mother's decision to breastfeed

her infant. Medscape requires registration (also free) in order to access the article and CME

activity.

 

To read the article and earn CME credit, click here  

 

 

33rd Annual SCAN Symposium March 31 – April 2, 2017

 
Syncing Nutrition Science &Practice: Advancing Knowledge &Building Skills

 
Sheraton Charlotte Hotel, Charlotte, NC
 

#SCANSymposium
 

Event Details

 
Sports, Cardiovascular &Wellness Nutrition (SCAN), a dietetic practice group of The Academy of
Nutrition and Dietetics, is hosting their 33rd Annual Symposium, Syncing Nutrition Science
&Practice: Advancing Knowledge &Building Skills, at the Sheraton Charlotte Hotel in Charlotte,
NC on  March 31 – April 2, 2017. Attend the most comprehensive sports, cardiovascular,
wellness, and eating disorder symposium available for RDNs.  

Early bird registration ends February 10th!

 

Earn up to 20 hrs of Continuing Professional Education (CPE) credits through CDR! Featured

are educational sessions and 30+ premier speakers who will present cutting-edge research with

an emphasis on integrating evidence and evidence-based skills into your practice.

 

Discounts Available for SCAN members, Academy members in North Carolina and surrounding

state affiliates, and members of SCAN affiliate organizations. Learn more &register at  

http://www.scandpg.org/2017-symposium/.
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PHCNPG 2017 Awards – Time to Nominate!

 

The PHCNPG Awards Committee is currently seeking nominations for PHCNPG 2017 Awards

! Do you know a shining star in the area of public health and community nutrition? If so, please

considering honoring their work by submitting application materials for that person to receive

an award from our practice group. Self-nominations are accepted, as well. 

 

Click on the “nomination form” links below for award criteria and nomination forms:

 

Outstanding Student Member of the Year: Nomination Form 

  

Outstanding Young Member of the Year: Nomination Form  

  

Outstanding Member of the Year: Nomination Form   

  

Excellence in Public Health/Community Nutrition: Nomination Form 

  
 
If you wish to nominate someone or yourself, please submit materials to Brittney Sly, MPH, RDN
 (BRITTNEY.SLY@colostate.edu), Awards Committee Chair, by 5:00 pm (ET) on April 3, 2017.

 

PHCNPG Newsletter – Fall/Winter Issue Now Available!  

The Fall/Winter 2016 issue of the PHCNPG newsletter, The Digest, is now available! This issue

features updates from the Executive Committee, topics of interest, current research studies, CE

opportunities, the 2016 Food &Nutrition Conference &ExpoTM (FNCE®), and the work of our

PHCNPG members in the field!

 

Simply click on the link below to read the entire issue:

 
The Digest – Fall/Winter 2016 Issue (PDF)

 

Our Mentorship Program Needs You! 

 

PHCNPG’s Mentoring Program seeks to connect members who are experienced nutrition

professional with students and interns with the aim to promote growth in specialty practice areas,

general career and personal growth.

 

We are looking for more mentors and mentees.  We are connecting people based on interests and

geographic location and will be providing quarterly check ins with tips for making the most of your

mentoring relationship.
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Read more about the mentoring program here (includes the form for signing up).

 

 

 
 
NOTE: This email message has been brought to you by Public Health/Community Nutrition, a
dietetic practice group of the Academy of Nutrition and Dietetics. 
 
If you would like to change your email, please make the necessary changes through the
Academy's website http://www.eatright.org/obc or call the Academy's customer service line at 800-
877-1600, ext. 5000. 
 
Our email address: info@phcnpg.org 
  
Unsubscribe DMartin@Burke.k12.ga.us from this list. 
  
Our mailing address is: 
 120 South Riverside Plaza, Suite 2000 
 Chicago, IL 60606 
  
Our telephone: 
 800-877-1600
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112. Academy Foundation Grant Deadline 2/1/17

From: Dietitians in Nutrition Support DPG <eblast@dnsdpg.org>

To: DMartin@Burke.k12.ga.us

Hidden

recipients:

dmartin@burke.k12.ga.us

Sent Date: Jan 26, 2017 12:03:00

Subject: Academy Foundation Grant Deadline 2/1/17

Attachment:

Email not displaying correctly? View it in your browser.  

Academy Foundation Awards deadline to apply is February 1, 2017!!!   

Don’t miss your opportunity! Take advantage of this special member benefit! 

Each year, the Academy Foundation makes available over 35 awards for Academy members.

Awards listed below are focused in the areas of malnutrition and agriculture. Awards are available

for students as well as practicing RDNs.  Award amounts range from $250-$5,000.

 

Wimpfheimer-Guggenheim Fund for International Exchange in Nutrition, Dietetics and

Management  

The Wimpfheimer–Guggenheim Fund for International Exchange in Nutrition, Dietetics and

Management is offering a $1,100 award for an essay describing a ground breaking education

program or model aimed at solving malnutrition. Essay submissions describing non-traditional

educational methods are encouraged. The project described should be adaptable to a variety of

settings.     

 

Download     Application 

 Abbott Nutrition Alliance Award  

 

This award will recognize up to four Academy members on an annual basis working in a hospital

setting who have made a significant contribution to improve awareness of malnutrition and taking

action to address the issue. Award amount: $1,400 for each recipient.

 

Download     Application 
 
   Follow Us on Social Media!  
   
NOTE: This email message has been brought to you by Dietitians in Nutrition Support Dietetic
Practice Group, a dietetic practice group of the Academy of Nutrition and Dietetics.  
 
This is an unmonitored email account. Please do not reply. Contact us at
administrator@dnsdpg.org with any questions.  
 
Unsubscribe DMartin@Burke.k12.ga.us from this list.  
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Our mailing address is:  
120 South Riverside Plaza, Suite 2000  
Chicago, Illinois 60606  
 
Our telephone:  
800-877-1600 
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113. Kids Eat Right Foundation Awards

From: NoReply@webauthor.com

To: DMartin@Burke.k12.ga.us

Sent Date: Jan 25, 2017 16:23:15

Subject: Kids Eat Right Foundation Awards

Attachment:

Mail All PNPG Member Community - Kids Eat Right Foundation Awards View Post  Message

Please see the following information provided to me from our Kids Eat Right parter, Lisa Medrow,

RDN, LD:  

 

Wimpfheimer-Guggenheim Fund for International Exchange in Nutrition, Dietetics and

Management

The Wimpfheimer–Guggenheim Fund for International Exchange in Nutrition, Dietetics and

Management is offering a $1,100 award for an essay describing a ground breaking education

program or model aimed at solving malnutrition. Essay submissions describing non-traditional

educational methods are encouraged. The project described should be adaptable to a variety of

settings.      

Download Application 

Marianne Smith Edge Award

The purpose of the Marianne Smith Edge Fund is to provide financial support to RDNs to support

training and educational opportunities to increase knowledge of the connection between

agriculture and nutrition. The goal of the award is to provide an opportunity for the recipient to

have an experience which will provide them with a broad understanding of the food system from

farm to fork. An annual award of $1000 will be provided to support accredited educational courses

or experiences focused on agriculture and nutrition. 

Download Application 

 

Abbott Nutrition Alliance Award

This award will recognize up to four Academy members on an annual basis working in a hospital

setting who have made a significant contribution to improve awareness of malnutrition and taking

action to address the issue. Award amount: $1,400 for each recipient. 

Download Application 
 
For more information, please contact: 

Lisa Medrow, RDN, LD

 

Project Specialist

 

Academy of Nutrition and Dietetics Foundation 

 913-269-8766
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Danielle Fatemi 

Your notifications are set to Real-Time, if you would like to change this, log into the portal and

update your preferences under My Profile. 
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114. Academy Awards | February 1st deadline | Malnutrition and Agriculture

From: YaQutullah Ibraheem Muhammad <yaqutullah@gmail.com>

To: midanmig@yahoogroups.com

Hidden

recipients:

dmartin@burke.k12.ga.us

Sent Date: Jan 25, 2017 14:51:50

Subject: Academy Awards | February 1st deadline | Malnutrition and Agriculture

Attachment:

Asalaamu Alaykum and Good afternoon MIDAN!

The Foundation is offering the following three awards (due date is 2/1). These are great grant

opportunities so go and apply for one or all of them!

Thank you and best of luck!  

 

Wimpfheimer-Guggenheim Fund for International Exchange in Nutrition, Dietetics and

Management

The Wimpfheimer–Guggenheim Fund for International Exchange in Nutrition, Dietetics and

Management is offering a $1,100 award for an essay describing a ground breaking education

program or model aimed at solving malnutrition. Essay submissions describing non-traditional

educational methods are encouraged. The project described should be adaptable to a variety of

settings.      

Download Application  

Marianne Smith Edge Award

The purpose of the Marianne Smith Edge Fund is to provide financial support to RDNs to support

training and educational opportunities to increase knowledge of the connection between

agriculture and nutrition. The goal of the award is to provide an opportunity for the recipient to

have an experience which will provide them with a broad understanding of the food system from

farm to fork. An annual award of $1000 will be provided to support accredited educational courses

or experiences focused on agriculture and nutrition. 

Download Application  

 

Abbott Nutrition Alliance Award

This award will recognize up to four Academy members on an annual basis working in a hospital

setting who have made a significant contribution to improve awareness of malnutrition and taking

action to address the issue. Award amount: $1,400 for each recipient. 

Download Application  

 

In Health! 
 

Your MIDAN Colleagues 
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From: Public Health/Community Nutrition Practice Group <eblast@phcnpg.org>

To: DMartin@Burke.k12.ga.us

Hidden

recipients:

dmartin@burke.k12.ga.us

Sent Date: Jan 24, 2017 17:01:53

Subject: PHCNPG Weekly Update: January 22, 2017

Attachment:

 
Email not displaying correctly? View it in your browser. 
  
 

PHCNPG Weekly Update: January 22, 2017 

 

Student Members 

Welcome PHCNPG Students! The Student Committee wants to ensure that we are providing

valued member benefits. One lucky student who completes the following survey will win a free

PHCNPG membership for the 2017-2018 year! Thank you for your participation.  The survey will

close Friday, February 3rd at midnight EST. 

 
Student Survey 

 

Learning About USPSTF Recommendation on Interventions to Support Breastfeeding

 

Medscape is offering free CME (Continuing Medical Education) credit based on the recent Task

Force recommendation on interventions to support breastfeeding. The article, “USPSTF Endorses

Updated Breastfeeding Recommendations,” is intended for primary care clinicians, obstetrician-

gynecologists, nurses, and other clinicians who may influence a mother's decision to breastfeed

her infant. Medscape requires registration (also free) in order to access the article and CME

activity.

 

To read the article and earn CME credit, click here 

 

Academy Position Paper Updated - Published December 2016 

 

The updated Academy Position Paper “Vegetarian Diets” was published in the December 2016

Journal of the Academy of Nutrition and Dietetics. You can access this position paper on the

Academy Web site here.    

You can access all Academy position and practice papers on the Academy Web site here. 
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2017 Academy Elections 

 

 

 

 

Click here to download information on the 2017 slate of Academy election candidates. The

election will occur February 1 through February 22, 2017. Listed below are the candidates up for

election - congratulations to those from the PHCNPG!

 

Board of Directors

 

President-elect

 

Neva Cochran, MS, RDN, LD, FAND (TX) WM, NE, DBC

 

Mary Russell, MS, RDN, LDN, FAND (IL) VN, ON, DNS, NEHP

 

Treasurer-elect

 

Manjushree Karkare, MS, RDN, LDN, FAND (NC) VN, DIFM, WM, NE, SCAN, AIND

 

Susan Smith, MBA, RDN, LD, FAND (VA) n/a

 

Director-at-Large

 

Barbara Ivens, MS, RDN, FADA, FAND (MI) PNPG, WM, DBC, FCP

 

Kevin Sauer, PhD, RDN, LD (KS) MFNS, SNS, NOMIN

 

House of Delegates

 

Speaker-elect

 

Diane W. Heller, MMSc, RDN, LD, FAND (GA) HEN, DIFM, DCE, WM, NE, DBC, SCAN, SNS,

CNM, FCP, FPIND, JMIG, AIND

 

Marcy Kyle, RDN, LD, CDE, FAND (ME) VN, DIFM, PNPG, DCE

 

Director 

 

Berit Dockter, MPP, RD, LD (MD) PHCNPG, TUND
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Milton Stokes, PhD, MPH, RD, FAND (MO) All DPGs and MIGs

 

At-Large Delegate: Nutrition and Dietetics Technician, Registered (NDTR)

 

Drisana Clifton, NDTR (MN) n/a

 

Amanda Coufal, BS-NDTR (KS) n/a

 

Accreditation Council for Education in Nutrition and Dietetics (ACEND)

 

ACEND Practitioner Representative, RDN

 

Debra Hook, MPH, RDN, CNSC, FAND (CA) VN, HEN, PNPG, DNS, MNPG, NE, DBC, SCAN,

FCP, RDPG, FPIND

 

Heidi Silver, PhD, RDN (TN) n/a

 

Nominating Committee

 

Leader with Board of Directors Experience in the Past 10 Years

 

Pam Charney, PhD, RD (WA) CNM

 

Christine Palumbo, MBA, RDN, FAND (IL) WM, WH, NE, DBC, SCAN, FCP, FPIND

 

National Leader

 

Kristine Clark, PhD, RDN (PA) WM, SCAN

 

Sherry Collins, MS, RDN, LD (GA) WM, NE, DBC, SNS

 

Onaney Ortiz, RD, LD (OH) CNM

 

Sandra Parker, RDN, CDE (MI) DCE, FPIND 

 

Commission on Dietetic Registration (CDR) 

 

Registered Dietitian Nutritionist (RDN)

 

Nancy DiMarco, PhD, RDN, CSSD, LD (TX) SCAN, RDPG
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Trisha Fuhrman, MS, RDN, LD, FAND (MO) DNS, FCP

 

Kellene Isom, MS, RD, LDN (MA) WM, NE, NEHP

 

Patricia Keane, MS, RD (NM) PHCNPG, HEN

 

Kathryn Lawson, MS, RDN, CD (VT) FCP, NOMIN, TUND

 

Nancy Giles Walters, MMSc, RDN, CSG, LDN, FAND (NC) RPG, DNS, MNPG, DHCC

 

Advanced Practice in Clinical Nutrition Representative (RDN-AP)

 

Kayle Skorupski, MS, RDN-AP, CSG, CNSC (AZ) HA, DIFM, DNS, MNPG, NEHP, RDPG

 

Beth Taylor, DCN, RDN-AP, CNSC (IL) DNS

 

PHCNPG 2017 Awards – Time to Nominate!

 

The PHCNPG Awards Committee is currently seeking nominations for PHCNPG 2017 Awards

! Do you know a shining star in the area of public health and community nutrition? If so, please

considering honoring their work by submitting application materials for that person to receive

an award from our practice group. Self-nominations are accepted, as well. 

 

Click on the “nomination form” links below for award criteria and nomination forms:

 

Outstanding Student Member of the Year: Nomination Form 

  

Outstanding Young Member of the Year: Nomination Form  

  

Outstanding Member of the Year: Nomination Form   

  

Excellence in Public Health/Community Nutrition: Nomination Form 

  
 
If you wish to nominate someone or yourself, please submit materials to Brittney Sly, MPH, RDN
 (BRITTNEY.SLY@colostate.edu), Awards Committee Chair, by 5:00 pm (ET) on April 3, 2017.

 

PHCNPG Newsletter – Fall/Winter Issue Now Available!  

The Fall/Winter 2016 issue of the PHCNPG newsletter, The Digest, is now available! This issue

features updates from the Executive Committee, topics of interest, current research studies, CE

opportunities, the 2016 Food &Nutrition Conference &ExpoTM (FNCE®), and the work of our

PHCNPG members in the field!
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